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M Ima li obiteljska medicina buduénost?

Kljucne rijeci: Obiteljska medicina, temeljna nacela, odrZivost, razvoj

Adresa za dopisivanje: Prof.dr.sc Igor Svab, Dekan, Medicinski fakultet Sveucilista u Ljubljani,
Slovenija, Vrazov trg 2, Ljubljana, Slovenija

E adresa: igor.svab@mf.uni-lj.si

ORCID: 0000-0003-1303-4974

Obiteljska medicina suocava se s nizom izazova
koji ugroZavaju njezinu budu¢nost. Politicka ne-
stabilnost, ekoloSki problemi, komercijalizacija
zdravstva, tehnoloske promjene i smanjenje au-
tonomije struke samo su neki od razloga za za-
brinutost. Sve vec¢i zahtjevi sustava, uz sve ma-
nji broj lijecnika, dodatno opterecuju profesiju i
smanjuju privlacnost specijalizacije iz obiteljske
medicine medu mladim lije¢nicima.

Igor Svab?

1. Medicinski fakultet
Sveucilista u
Ljubljani, Slovenija Unato¢ tome, postoji razlog za optimizam.

Obiteljska medicina ostaje temelj zdravstvenog
sustava, a njezin akademski razvoj otvara nove
mogucnosti. Kljuéno pitanje nije hoce li opsta-
ti, ve¢ kako ¢e izgledati u budu¢nosti. Putokazi
za njezin razvoj ukljucuju usmjerenost na paci-
jenta, jednakost u pristupu zdravstvenoj skrbi,
kontinuitet, znanstvenu utemeljenost, interdisci-
plinarnu suradnju te visoke eticke i profesionalne
standarde.

Uloga edukatora u ovom procesu je klju¢na. Oni
moraju biti svjesni svih dimenzija obiteljske me-
dicine, prepoznati i izbje¢i pogresne smjerove te
mladima sluZiti kao uzor. Samo kroz sustavnu
edukaciju, suradnju i predanost temeljnim naceli-
ma obiteljske medicine moguce je osigurati nje-
zinu odrZivost i razvoj.
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M Does Family Medicine Have a Future?

Keywords: Family medicine, core values, sustainability, development

Correspondence address: Prof.dr.sc Igor Svab, Dean, Medical faculty, University of Ljubljana,
Slovenia, Vrazov trg 2, Ljubljana, Slovenija

E-mail: igor.svab@mf.uni-lj.si

ORCID: 0000-0003-1303-4974

Family medicine faces numerous challenges that
threaten its future. Political instability, environ-
mental crises, commercialization of healthcare,

~ 1 technological shifts, and the diminishing auton-
Igor Svab omy of the profession contribute to growing con-
cerns. Increasing system demands and a declin-
ing number of family physicians make the field
less attractive to young doctors.

1. Medical faculty,
University of Despite these difficulties, there are reasons for
Ljubljana, Slovenia optimism. Family medicine remains the corner-

stone of healthcare, and its academic develop-
ment creates new opportunities. The key question
is not whether it will survive, but what form it
will take in the future. Its guiding principles in-
clude patient-centered care, health equity, conti-
nuity, scientific advancement, interdisciplinary
collaboration, and strong ethical and professional
standards.

Educators play a vital role in shaping this future.
They must understand the field in all its dimen-
sions, recognize and avoid pitfalls, and serve as
role models for young professionals. Through
continuous education, collaboration, and dedica-
tion to the core values of family medicine, we can
ensure its sustainability and development.
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M Vitamin D

Kljucne rijeci: Vitamin D, kognicija, VDR, Alzheimerova bolest, cerebrospinalna teku¢ina, APOE
T myomm

Vitamin D, prvenstveno poznat po svojoj ulozi u
metabolizmu kostiju, takoder je povezan s kogni-
tivnim funkcijama i neuroprotekcijom. Prisutnost
receptora za vitamin D (VDR) u moZdanim re-
gijama osjetljivim na neurodegenerativne bolesti,
poput Alzheimerove bolesti (AD), ukazuje na
njegovu Siru ulogu izvan regulacije homeostaze
kalcija. IstraZivanja sugeriraju da vitamin D utje-
Ce na kogniciju putem genomskih i negenomskih
puteva, ukljucujuc¢i modulaciju neuroinflamacije,
oksidativnog stresa i metabolizma amiloida.

Nenad

Nedavne studije pokazale su povezanost izmedu
Bogdanovic razine vitamina D u cerebrospinalnoj tekucini
(CSF) i tau patologije, dok jasna povezanost s na-
kupljanjem amiloid-f jo$ nije utvrdena. PoviSene
razine vitamina D u CSF takoder su povezane s
povecanim razinama IL-8, Sto ukazuje na njego-
vu mogucu ulogu u neuroinflamatornim proce-
sima. Medutim, dokazi koji podupiru vitamin D
kao zastitni faktor u AD-u ostaju neuvjerljivi.

Cini se da nedostatak vitamina D nerazmjerno
utjeCe na izvrSne funkcije i paznju, viSe nego na
pamcenje, Sto bi moglo biti povezano s promje-
nama u volumenu korteksa. S obzirom na Siroko
rasprostranjenu ucestalost nedostatka vitamina
D, potrebna su daljnja istraZivanja kako bi se ra-
zjasnila njegova uloga u zdravlju mozga i mogu-
¢a primjena u kognitivnom probiru.
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Vitamin D

Kljucne rijeci:Vitamin D, cognition, VDR, Alzheimer’s disease, cerebrospinal fluid, APOE
T e e e e e e e e

Vitamin D, primarily recognized for its role in
bone metabolism, has also been implicated in
cognitive function and neuroprotection. The
presence of vitamin D receptors (VDR) in brain
regions vulnerable to neurodegenerative diseas-
es, such as Alzheimer’s disease (AD), suggests
a broader role beyond calcium homeostasis.
Research indicates that vitamin D influences
cognition through both genomic and non-ge-
nomic pathways, including modulation of neu-
roinflammation, oxidative stress, and amyloid

Nenad metabolism.

Bogdanovic Recent studies have identified associations be-
tween cerebrospinal fluid (CSF) vitamin D levels
and tau pathology, though no clear link has been
found with amyloid-f accumulation. Elevated
CSF vitamin D has also been correlated with
increased IL-8 levels, highlighting its potential
involvement in neuroinflammatory processes.
However, evidence supporting vitamin D as a
protective factor in AD remains inconclusive.

Vitamin D deficiency appears to disproportion-
ately affect executive function and attention
rather than memory, potentially due to cortical
volume alterations. Given the widespread preva-
lence of vitamin D deficiency, further research is
essential to elucidate its role in brain health and
its potential utility in cognitive screening.
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M Primjeri Dobre Prakse u Organizaciji Obiteljske Medicine u
Sjedinjenim Ameri¢kim DrZzavama

Ksenija Kos

10

Obiteljska medicina i medicina primarne zdrav-
stvene zastite igraju kljucnu ulogu u americkom
zdravstvenom sustavu pruZajuc¢i sveobuhvatnu
skrb usmjerenu na pacijenta. Moja prezentacija
¢e ukazati na inovativne pristupe organizaciji
obiteljske i primarne zdravstvene zastite, koji
imaju cilj poboljSanja zdravstvene skrbi i sma-
njenje troSkova u zdravstvu.

Jedan od najucinkovitijih modela je Medicinski
Dom Usmjeren na Pacijenta (Patient-Centered
Medical Home (PCMH)), koji naglasava koor-
diniranu, timsku skrb. Ovaj model znacajno je
poboljSao ucinkovitost i smanjio ucestale prijeme
u bolnicu. Umjesto da bude specifi¢no odrediste,
PCMH je filozofija primarne zdravstvene za-
Stite izgradena na Sest kljucnih nacela: usmje-
renost na pacijenta, sveobuhvatnost, timska
suradnja, koordinacija, pristupacnost i fokus
na kvalitetu i dobrobit.

Model PCMH potice pruZatelje usluga i timove
koji pruzaju zdravstvenu skrb da pristupe paci-
jentima na individualizirani nacin rjeSavajuci
i jednostavne i sloZene zdravstvene probleme.
Ovaj model osigurava da pacijenti dobiju skrb
s posStovanjem, dostojanstvom i suosjeca-
njem, poticuéi razvoj odnosa izmedu pacijenata
i pruzatelja zdravstvenih usluga utemeljenim na
povjerenju. Davanjem prioriteta pravoj skrbi u
pravo vrijeme i na najprikladniji nacin za svakog
pacijenta, PCMH sluzi kao model za postizanje
izvrsnosti u primarnoj zdravstvenoj zastiti.

Osim PCMH-a, napredak u tehnologiji, kao Sto
su telemedicina i elektronicki zdravstveni kar-
toni (EHR), proSirio je pristup skrbi, posebno u
ruralnim podru¢jima. Pomak prema modelima

skrbi temeljenim na vrijednoestima, ukljucujuci
organizacije za odgovornu skrb (Accountable
Care Organizations (ACO)), potaknuo je veci
fokus na preventivhu skrb i poboljSane isho-
de pacijenata. Osim toga, inicijative primarne
zdravstvene zaStite usmjerene na zajednicu
(Community-oriented primary care (COPC)
initiatives) ojaCale su vezu izmedu pruZatelja
zdravstvenih usluga i lokalnog stanovniStva, ba-
veci se druStvenim odrednicama zdravlja.

Konacno, Sirenje timske skrbi i programa ra-
zvoja radne snage poboljSalo je suradnju medu
lijenicima, medicinskim sestrama i drugim
zdravstvenim radnicima. Prikazujuéi primjere
iz stvarnog svijeta, ova Ce prezentacija istaknuti
kako ove strategije oblikuju obiteljsku i primarnu
zdravstvenu zaStiteu u Sjedinjenim Americkim
Drzavama poticuci bolju skrb za pacijente i ve¢u
ucinkovitost u cijelom sustavu.
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B Examples of Good Practices in the Organization of Family
Medicine in the United States

-
/ .

Ksenija Kos

11

Family and primary care medicine play a critical
role in the U.S. healthcare system by providing
comprehensive, patient-centered care that im-
proves health outcomes and reduces costs. This
presentation explores key best practices in family
and primary care medicine, highlighting innova-
tive approaches that enhance care delivery.

One of the most effective models is the Patient-
Centered Medical Home (PCMH), which
emphasizes coordinated, team-based care. This
model has significantly improved efficiency and
reduced hospital readmissions. Rather than being
a specific destination, PCMH is a philosophy
of primary care built on six key principles: pa-
tient-centeredness, comprehensiveness, team-
based collaboration, coordination, accessibil-
ity, and a strong focus on quality and safety.

The PCMH model encourages providers and care
teams to meet patients where they are, addressing
both simple and complex conditions. It ensures
that patients receive care with respect, dignity,
and compassion, fostering strong, trusting rela-
tionships between patients and healthcare provid-
ers. By prioritizing the right care at the right time
and in the most suitable manner for each patient,
PCMH serves as a model for achieving excel-
lence in primary care.

Beyond PCMH, advancements in technology,
such as telemedicine and electronic health
records (EHRs), have expanded access to
care, particularly in rural areas. The shift to-
ward value-based care models, including
Accountable Care Organizations (ACOs),
has promoted a greater focus on preventive care
and improved patient outcomes. Additionally,

community-oriented primary care (COPC)
initiatives have strengthened the connection be-
tween healthcare providers and local populations,
addressing social determinants of health.

Finally, the expansion of team-based care and
workforce development programs has en-
hanced collaboration among physicians, nurse
practitioners, and other healthcare professionals.
By showcasing real-world examples, this pre-
sentation will highlight how these strategies are
shaping the future of family and primary care
medicine, driving better patient care and greater
system-wide efficiency.
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B The Family Physician in a Network of Interactions: How to
manage polypharmacy and multimorbidity in chronic patients?

Keywords: complex patient management, polypharmacy, multimorbidity, family medicine

Background: The management of patients with
multimorbidity and polypharmacy in primary
care is an increasing concern. Family physicians
must manage intricate relationships among dis-
eases, drugs, symptoms, and psychosocial fac-
tors, which profoundly influence treatment ad-
herence and clinical results.

4

Zaim Jatié? Objective: to examine the complexity involved

in managing chronic patients who are subjected

to polypharmacy, highlighting the interactions

among drugs, diseases, and symptoms, alongside

1. Faculty of Medicine the impact of psychosocial factors including pa-
University of tient adherence, familial support, financial lim-
Saraj evo itations, and mental health status.

Methods: A review of contemporary literature
and clinical guidelines regarding polypharmacy,
multimorbidity, and adherence in primary care
was performed. Case-based analysis demon-
strates the difficulties encountered by family
physicians in managing chronic patients with
polypharmacy.

Results: Polypharmacy increases the risk of
drug interactions, misinterpreting symptoms as
side effects, and therapeutic burden, leading to
poor adherence. Psychosocial factors can com-
plicate treatment, requiring a thorough, tailored
approach. Research shows that when psycho-
logical factors are considered, managing these
patients may become four times more complex.

Conclusion: Family doctors struggle with poly-
pharmacy in multimorbid patients. Beyond pre-
scribing and managing drugs, they must decipher
overlapping symptoms, reduce unnecessary ad-
verse effects, and address the larger psychosocial
determinants of health. Primary care doctors are
mentally and emotionally strained by constant
clinical decision-making, collaborative deci-
sion-making with patients, and interdisciplinary
teamwork. This complexity demands medical
competence, resilience, adaptability, and struc-
tured support. Recognizing the complexity of
this profession is crucial for boosting resourc-
es, training, and systemic support for family
physicians.

12
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B Od hipertenzije do dijagnoze: Pri¢a o hiperaldosteronizmu

Amra Zalihié?,
Ankica Mijié
Marié?,

Ante Madié?

1. Dom zdravlja Mostar

2. SveuciliSna klinicka
bolnica Mostar

Kljucne rijeci: primarni hiperaldosteronizam, sekundarna hipertenzija, rezistentna hipertenzija
Adpresa za dopisivanje: Hrvatskih branitelja bb, 88000 Mostar, Bosna i Hercegovina

E adresa: azalihic@gmail.com
ORCID: Amra Zalihi¢: 0000-0003-1838-1465

Ankica Miji¢ Mari¢: 0000-0002-4346-9402

Ante Mandi¢: 0000-0003-4300-5154

Uvod: Najces¢i uzrok sekundarne arterijske hi-
pertenzije je hiperaldosteronizam. Povezan je s
visokim kardiovaskularnim i bubreZnim morbi-
ditetom i mortalitetom. MoZe biti primarni i se-
kundarni. Primarni nastaje kao posljedica tumora
koji luci aldosteron, bilateralne hiperplazije kore
nadbubreZne Zlijezde (NBZ) ili karcinoma kore
NBZ. Sekundarni je posljedica suZenja renalnih
arterija uzrokovanog aterosklerozom ili fibromu-
skularnom hiperplazijom. Cilj rada je kroz prikaz
slucaja naglasiti potrebu za veéim stupnjem sum-
nje na sekundarnu arterijsku hipertenziju i hipe-
raldosteronizam kao najces¢i uzrok iste.

Prikaz slucaja: Radilo se o bolesniku u dobi
od 68 godina, s nekontroliranom arterijskom
hipertenzijom i komorbiditetima (Se¢erna bo-
lest, kroni¢na bubrezna bolest). Krvni tlak nije
bio kontroliran ni s pet antihipertenziva, te su se
pojavljivali skokovi tlaka. U nalazima se nasla
hipokalemija (najniZza vrijednost 2,7 mmol/l),
koja nije bila ijatrogena, nakon cCega se posta-
vila sumnja na hiperaldosteronizam. Ucinjeni
su nalazi aldosterona i renina, rezultati kojih su
upucivali na primarni hiperaldosteronizam (povi-
Sen aldosteron, suprimiran renin, poviSen omjer
aldosteron/renin). Bolesnik je stoga upucen en-
dokrinologu. Realiziran je potvrdni test optere-
¢enja fizioloSkom otopinom natrijevog klorida,
u kojem je izostala adekvatna supresija aldoste-
rona te je zakljuCeno kako se radi o primarnom
hiperaldosteronizmu. U¢injen je CT NBZ u cilju
iskljucenja karcinoma kore NBZ. Kako bole-
snik nije bio sklon eventualnom operacijskom
lijeCenju, nije ucinjena kateterizacija nadbu-
breznih vena. U terapiji je ordiniran antagonist

LITERATURA:

mineralokortikoidnih receptora, nakon cega
se prati normalizacija krvnog tlaka i korekcija
hipokalemije.

Rasprava: U literaturi se navodi da je hiperal-
dosteronizam Cesto neprepoznat. Testira se samo
2% rizic¢ne populacije. Mnoge studije potvrduju
da je primarni hiperaldosteronizam puno Cesci.
Pristup dijagnozi primarnog hiperaldosteronizma
trebao bi biti postupan, pocevsi od probira rizi¢ne
populacije i potvrdnog testiranja. U bolesnika s
nekontroliranom arterijskom hipertenzijom i hi-
pokalemijom, potrebno je u diferencijalnoj dija-
gnozi razmotriti hiperaldosteronizam, kao jedan
od najces¢ih uzroka sekundarne hipertenzije.

Zakljucak: Prepoznavanje, pravovremena dija-
gnoza i lijeCenje ciljanom kirurSkom ili medicin-
skom terapijom hiperaldosteronizma, znacajno ¢e
utjecati na bolji ishod lijeCenja ovakvih bolesni-
ka, kao i na smanjenje kardiovaskularnog rizika.

1. Araujo-Castro M. Treatmentofprimaryhyperaldosteronism. Med Clin (Barc). 2020 Oct
9;155(7):302-308. English, Spanish. doi: 10.1016/j.medcli.2020.04.029. Epub 2020 Jun 23.
PMID: 32586668.

2. Turcu AF, Yang J, Vaidya A. Primaryaldosteronism - a multidimensionalsyndrome. Nat
RevEndocrinol. 2022 Nov;18(11):665-682. doi: 10.1038/s41574-022-00730-2. Epub 2022 Aug
31. PMID: 36045149.

3. Hundemer GL, Vaidya A. PrimaryAldosteronismDiagnosisand Management: A Clinical Approach.
EndocrinolMetabClin North Am. 2019 Dec;48(4):681-700. doi: 10.1016/j.ecl.2019.08.002.
PMID: 31655770; PMCID: PMC6824480.

4. Lee FT, Elaraj D. Evaluationand Management ofPrimaryHyperaldosteronism. SurgClin North
Am. 2019 Aug;99(4):731-745. doi: 10.1016/j.suc.2019.04.010. PMID: 31255203.

5. Dogra P, Bancos I, Young WF Jr. PrimaryAldosteronism: A PragmaticApproach to Diagnosisand
Management. Mayo ClinProc. 2023 Aug;98(8):1207-1215. doi: 10.1016/j.mayocp.2023.04.023.
PMID: 37536806.
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B From Hypertension to Diagnhosis: A Story of
Hyperaldosteronism
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Ante Madi¢?
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2. University Hospital
Mostar

Keywords: primary hyperaldosteronism, secondary hypertension, resistent hypertension
Correspondence address: Hrvatskih branitelja bb, 88000 Mostar, Bosna i Hercegovina

E-mail: azalihic@gmail.com
ORCID: Amra Zalihi¢: 0000-0003-1838-1465

Ankica Miji¢ Mari¢: 0000-0002-4346-9402

Ante Mandi¢: 0000-0003-4300-5154

Introduction: The most common cause of sec-
ondary arterial hypertension is hyperaldostero-
nism, which is associated with high cardiovascu-
lar and renal morbidity and mortality. It can be
classified as primary or secondary. Primary hy-
peraldosteronism results from an aldosterone-se-
creting tumor, bilateral adrenal cortex hyper-
plasia, or adrenal cortex carcinoma. Secondary
hyperaldosteronism occurs due to renal artery
stenosis caused by atherosclerosis or fibromuscu-
lar hyperplasia. The aim of this paper is to high-
light the need for a higher degree of suspicion for
secondary arterial hypertension and hyperaldo-
steronism as its most common cause through a
case report.

Case Report: The case involves a 68-year-old
patient with uncontrolled arterial hypertension
and comorbidities, including diabetes mellitus
and chronic kidney disease. Blood pressure re-
mained uncontrolled despite treatment with five
antihypertensive drugs, and the patient experi-
enced episodic blood pressure spikes. Laboratory
findings revealed hypokalemia (lowest value: 2.7
mmol/L), which was not iatrogenic, raising sus-
picion of hyperaldosteronism. Aldosterone and
renin tests indicated primary hyperaldosteronism
(elevated aldosterone, suppressed renin, and a
high aldosterone-to-renin ratio). The patient was
referred to an endocrinologist, and a confirma-
tory saline infusion test was performed, which
showed inadequate suppression of aldosterone,
confirming the diagnosis of primary hyperaldo-
steronism. A CT scan of the adrenal glands was
conducted to exclude adrenal cortex carcinoma.
Since the patient was not inclined to undergo
surgical treatment, adrenal vein catheterization

was not performed. The patient was treated with
a mineralocorticoid receptor antagonist, leading
to blood pressure normalization and correction of
hypokalemia.

Discussion: According to the literature, hyperal-
dosteronism is often underdiagnosed, with only
2% of at-risk individuals being tested. Numerous
studies confirm that primary hyperaldosteronism
is much more common than previously thought.
The diagnostic approach should be systematic,
starting with screening at-risk populations and
confirmatory testing. In patients with uncon-
trolled arterial hypertension and hypokalemia,
hyperaldosteronism should be considered as
one of the most common causes of secondary
hypertension.

Conclusion: Recognizing, diagnosing, and treat-
ing hyperaldosteronism in a timely manner, either
through targeted surgical or medical therapy, sig-
nificantly improves patient outcomes and reduces
cardiovascular risk.
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Uvod sa ciljem Poremecaj crijevnog praZznjena
moZe se ispoljiti u vidu ucestalog praznjena te-
ku¢ih ili neformiranih stolica, proljev (dijareja)
ili u vidu oteZanog ili rijetkog praZnjena stolice,
zatvor (constipatio, opstipatio). Dijarejom se
smatra koli¢ina stolice preko 200g/dan. Prema
trajanju proljev se dijeli na akutni, koji traje krace
od dva tjedna, uporni u trajanju 2-4 tjedna i kro-
nicni koji traje 4 tjedna i duZe. Zatvor (opstipaci-
ja, konstipacija) je po definiciji oteZano i rijetko
praznjenje stolice. Cilj rada je ukazati na vaZnost
prepoznavanja poremecaja stolice, prvenstveno
kroni¢nih proljeva.

Prikaz slucaja

Analizirana je povijest bolesti 35-godiSnjeg paci-
jenta koji se vratio iz Afrike s odmora. Simptomi
koje je imao su proljev, povracanje, bolovi u tr-
buhu i temperatura do 39. Fizikalni pregled i la-
boratorijske pretrage s visokim CRP 140 i leuko-
citozom upuucivale su na bakterijsku infekciju.
Uzet je uzorak stolice za kulturu. Izolirana je bak-
terija salmonela, propisana je antibiotska terapija
sulfamethoxazole, trimethoprim 400mg/80 mg u
nakon koje se opce zdravstveno stanje popravilo.
Nakon dva tjedna pacijent dolazi u ordinaciju sa
zatvorom. Odredena mu je laksativna terapija sir
lactulose 667 mg/ml jedanput na dan u traja-
nju od pet dana , nakon koje se stolica regulirala.
Sljededi tjedan se je javila krv u stolici. Upucen
je gastroenetrologu. U¢injena je hitna kolonosko-
pija i potvrden je ulcerozni kolitis.

Diskusija

Procjenjuje se da je do 2020. od uleceroznog
kolitisa i Chronove bolesti oboljelo 11,2 miliju-
na ljudi.Incidencija je 1 do 20 osoba na 100.000
stanovnika , prevalenca ulceroznog colitisa je
156 do 291 slucaj na 100 000 osoba godiSnje.
U usporedbi s Crohnovom boleS¢u, ulcerozni

LITERATURA:

kolitis ima vecu prevalenciju u odraslih. Bolest
je ¢eS¢a u Sjevernoj Americi i Europi nego u dru-
gim regijama, najucestalije obolijevaju pacijenti
u dobi 15-30 godine te oni iznad 60, dok razlike
obzirom na spol nema. Protuupalni lijekovi za
blagi i umjereni oblik jesu aminosalicilati, prven-
stveno mesalazin Cesto su prvi korak u lijeenju
ulceroznog kolitisa. Ukoliko nema odgovora na
mesalazin, koriste se kortikosteroidi. Njima se u
vecine bolesnika postigne remisiju, ali ih se zbog
njihovih brojnih i znacajnih nuspojava ne smije
koristiti kao trajnu terapiju i iskljucuju se ¢im se
postigne remisija. Polovica zadrzi remisiju bez
kortikosteroida, a petina njih razvije ovisnost o
kortikosteroidima. Pacijentima koji razviju ovi-
snost o kortikosteroidima ili su refraktorni na tu
terapiju, ¢emu u podlozi mogu biti genetske 0so-
bine, potrebno je uvesti imunosupresore (azatio-
prin, metotreksat, 6-merkaptopurin) ili bioloSku
terapiju (infliksimab, adalimumab).

Za sada nema jedinsvenog dijagnostickog testa
za potvrdu ulceroznog kolitisa, pa se dijagnoza
temelji na ukupnoj analizi rezultata klinickih,
laboratorijskih, endoskopskih i patohistoloskih
nalaza. Vrlo je bitno odmah iskljuciti infekcije
probavnog trakt. Endoskopija je zlatni standard
za procjenu bolesnika s Crohnovom bolescu.
Unato¢ tomu, tocna dijagnoza zahtijeva radiolos-
ke pretrage kako bi se odredio opseg i stadij bo-
lesti, a posebno za dijagnosticiranje transmural-
nih komplikacija ukljucujuéi fistule, apscese i
flegmone.

Zakljucak: Akutni proljev u velikom broju slu-
Cajeva moZe biti samo okidac u otkrivanju skrive-
nih kroni¢nih bolesti, a kod dugotrajnog proljeva
obiteljski lijeCnici moraju pomiSljati na druge
moguce uzroke.

1. Fosnes GS, Lydersen S, Farup PG. Constipation and diarrhoea - common adverse drug reactions?
A cross sectional study in the general population. BMC Clin Pharmacol. 2011 Feb 18;11:2. doi:
10.1186/1472-6904-11-2. PMID: 21332973; PMCID: PMC3049147.

2. Danese S, Fiocchi C Ulcerative colitis The New England Journal of Medicine. 365 (18): 1713—
1725. doi:10.1056/NEJMra1102942. PMID 22047562.

3. Adams JG (2012). Emergency Medicine E-Book: Clinical Essentials Elsevier Health Sciences.

crp. 304. ISBN 978-1455733941.

4. Dignass A, Eliakim R, Magro F, Maaser C, ChowersY, Geboes K, i sur. Second European
evidence - based Consensus on the diagnosis and management of ulcerative colitis: Definitions
and diagnosis. Journal of Chron's and colitis. 2012;6(10):965-90.

5. Schiavone C, Romano M. Diagnosis and management of Crohn's disease. J Ultrasound. 2015
Feb 14;18(1):1-2. doi: 10.1007/s40477-015-0159-0. PMID: 25767646; PMCID: PMC4353827.
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Introduction with aim : Disorder of bow-
el movement can manifest itself in the form of
frequent emptying of liquid or unformed stools,
diarrhea (diarrhea) or in the form of difficult or
rare emptying of stools, constipation (constipa-
tio, obstipatio). Diarrhea can be considered the
amount of stool over 200g/day. According to the
duration, diarrhea is divided into acute, which
lasts less than two weeks, persistent, lasting 2-4
weeks, and chronic, lasting 4 weeks or longer.
Constipation (constipation) is by definition dif-
ficult and infrequent stool emptying. The shape
and consistency of the stool depends on the time
that has passed since the previous emptying.
thing. The aim of the paper is to point out the
importance of recognizing long-term diarrhea as
well as constipation.

Case report: The medical history of a 35-year-old
patient who returned from Africa on vacation was
analyzed. The symptoms he had were diarrhea,
vomiting, abdominal pain and a temperature up
to 39. Physical examination and laboratory tests
with high CRP 140 and leukocytosis indicated a
bacterial infection. A stool sample was taken for
culture. Salmonella bacteria were isolated, antibi-
otic therapy with sulfamethoxazole and trimetho-
prim 400mg/80mg was prescribed, after which
the general health condition improved. After two
weeks, the patient comes to the doctor's office
with constipation. He was prescribed the laxative
therapy lactulose cheese 667 mg/ml once a day
for five days, after which the stool became reg-
ular. The next week there was blood in the stool.
He was referred to a gastroenterologist. An emer-
gency colonoscopy was performed and ulcerative
colitis was confirmed.

Discussion: It is estimated that by 2020, 11.2
million people will be affected by ulcerative coli-
tis and Crohn's disease. The incidence is 1 to 20
people per 100,000 inhabitants, the prevalence of

ulcerative colitis is 156 to 291 cases per 100,000
people per year. Compared to Crohn's disease, ul-
cerative colitis has a higher prevalence in adults.
The disease is more common in North America
and Europe than in other regions, the most com-
mon patients are 15-30 years old and those over
60, while the differences regarding no gender.
Anti-inflammatory drugs for mild and moderate
forms are aminosalicylates, primarily mesala-
zine, which are often the first step in the treat-
ment of ulcerative colitis. If there is no response
to mesalazine, corticosteroids are used. They
achieve remission in most patients, but due to
their numerous and significant side effects, they
should not be used as permanent therapy and are
discontinued as soon as remission is achieved.
Half maintain remission without corticosteroids,
and a fifth of them develop dependence on cor-
ticosteroids. Immunosuppressants (azathioprine,
methotrexate, 6-mercaptopurine) or biological
therapy (infliximab, adalimumab) should be ad-
ministered to patients who develop dependence
on corticosteroids or are refractory to this thera-
py, which may be due to genetic characteristics.

Conclusion: Acute diarrhea in a large number of
cases can only be a trigger in the discovery of
hidden chronic diseases, and in the case of long-
term diarrhea, family doctors must think of ulcer-
ative colitis, but when there is also constipation,
colon cancer.
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Uvod s ciljem. Halitoza, foetor ex ore ili zadah
iz usta definira se kao neugodan miris koji potje-
Ce iz usne Supljine. Osim $to uzrokuje znacajnu
socijalnu i psiholosku nelagodu te narusava kva-
litetu Zivota, moZe biti znak mnogih podleze¢ih
bolesti. Cilj ovog rada je prikazati moguce uzro-
ke halitoze te pristup dijagnostici i lijeCenju iz
aspekta lijecnika obiteljske medicine.

Metode. Pregledane su baze podataka UpToDate
i PubMed koriStenjem klju¢nih rije¢i halitoza
(engl. halitosis), dijagnostika (engl. diagnostics)
i lijeCenje (engl. treatment). Ukljucni kriteriji
bili su dostupnost cjelovitih preglednih ¢lanaka
na engleskom jeziku objavljenih u razdoblju od
2020. do 2025. godine. Navedene kriterije zado-
voljilo je 15 ¢lanaka.

Rasprava. Halitoza se moZe podijeliti na pravu
halitozu, pseudohalitozu i halitofobiju. Prava ha-
litoza dodatno se klasificira prema uzrocima na
oralne i ekstraoralne. Oralni uzroci ¢ine otprilike
85% slucajeva, a ukljuCuju parodontne bolesti,
naslage na jeziku i zubni karijes. Ekstraoralni
uzroci najc¢eSce ukljucuju infekcije gornjih disnih
puteva, infekciju bakterijom Helicobacter pylori
ili gastroezofagealnu refluksnu bolest, kao i si-
stemske bolesti poput Secerne bolesti, bolesti je-
tre ili bubrezne insuficijencije. Dijagnostika po-
drazumijeva temeljitu anamnezu, koja ukljucuje
podatke o puSenju, prehrani i uzimanju lijekova,
te klinicki pregled, a rjede se koriste dijagnosticki
alati poput halimetra ili plinske kromatografije.
Organolepticka procjena smatra se zlatnim stan-
dardom u dijagnostici, ali radi se o subjektivnoj
metodi koja zahtijeva odredeno iskustvo. Dok se
oralni uzroci halitoze uspjesno lijeCe higijenom
usne Supljine i stomatoloskim intervencijama,
ekstraoralni uzroci zahtijevaju ciljano lijeCenje.
U slucaju psiholoskih uzroka halitoze, odnosno
halitofobije, potrebno je uciniti psihologijsko te-
stiranje te sukladno stanju provoditi farmakolos-
ko lijeCenje i/ili psihoterapiju.

LITERATURA:

Zakljucak. Halitoza je Cest problem koji moze
znacajno utjecati na kvalitetu Zivota bolesnika,
a lijecnik obiteljske medicine ima klju¢nu ulogu
u prepoznavanju, dijagnosticiranju i upravljanju
ovim stanjem. Sustavni pristup koji ukljucuje
temeljitu anamnezu, klini¢ki pregled i prepozna-
vanje potencijalnih oralnih, sistemskih ili psiho-
loskih uzroka omogucuje ciljano upuéivanje na
dijagnosticku obradu te pravovremeni pocetak
lijecenja.

1. Khounganian RM, Alasmari ON, Aldosari MM, Alghanemi NM. Causes and Management of
Halitosis: A Narrative Review. Cureus. 2023.15(8):e43742

2. WulJ, Cannon RD, Ji P, Farella M, Mei L. Halitosis: prevalence, risk factors, sources, measurement
and treatment - a review of the literature. Aust Dent J. 2020. 65(1):4-11

3. Poniewierka E, Pleskacz M, Euc-Pleskacz N, Kianiecka-Broniek J. Halitosis as a symptom of
gastroenterological diseases. Prz Gastroenterol. 2022;17(1):17-20

4. Villa A, Bruch JM. Bad breath. U: UpToDate, Connor RF (Ed), Wolters Kluwer. (pristupljeno:
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Introduction with aim. Halitosis, foetor ex ore
or bad breath is defined as an unpleasant odor
originating from the oral cavity. In addition to
causing significant social and psychological dis-
comfort and impairing the quality of life, it can be
a sign of many underlying diseases. The aim of
this paper is to present the possible causes of hal-
itosis and the approach to diagnosis and treatment
from the perspective of a family medicine doctor.

Methods. UpToDate and PubMed databases
were reviewed using the keywords halitosis, di-
agnostics and treatment. The inclusion criteria
were the availability of complete review articles
in English published in the period from 2020 to
2025. 15 articles met the above criteria.

Discussion. Halitosis can be divided into genu-
ine halitosis, pseudohalitosis and halitophobia.
Genuine halitosis is further classified according
to causes into oral and extraoral. Oral causes ac-
count for approximately 85% of cases and include
periodontal disease, plaque on the tongue, and
dental caries. Extraoral causes most often include
upper respiratory tract infections, Helicobacter
pylori infection, or gastroesophageal reflux dis-
ease, as well as systemic diseases such as diabe-
tes, liver disease, or kidney failure. Diagnostics
involves a thorough medical history, which in-
cludes data on smoking, diet and medication,
as well as a clinical examination, and diagnos-
tic tools such as a halimeter or gas chromatog-
raphy can also be used. Organoleptic evaluation
is considered the gold standard in diagnostics,
but it is a subjective method that requires certain
experience. While oral causes of halitosis are
successfully treated with oral hygiene and dental
interventions, extraoral causes require targeted
treatment. In the case of psychological causes of
halitosis, i.e. halitophobia, it is necessary to per-
form psychological testing and, according to the
condition, to carry out pharmacological treatment
and/or psychotherapy.

Conclusion. Halitosis is a common problem
that can significantly affect the patient's quality
of life, and the family medicine doctor has a key
role in recognizing, diagnosing and managing
this condition. A systematic approach that in-
cludes a thorough anamnesis, clinical examina-
tion and identification of potential oral, systemic
or psychological causes enables targeted referral
for diagnostic treatment and timely initiation of
treatment.
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Uvod s ciljem. Simptomi poput Zarenja u ustima,
Stucanjai osjecaja "knede u grlu" su nespecificne
smetnje koje mogu ukazivati na Sirok raspon ra-
zlicitih stanja, od benignih do potencijalno ozbilj-
nih. Cilj ovog rada je dati pregled diferencijalne
dijagnostike (DD) te terapije stanja u kojima se
navedeni simptomi najceSc¢e susrecu a vazni za
obiteljskog lijecnika (OL).

Metode. Pregledane su baze podataka UpToDate
i GoogleScholar koriStenjem kljucnih rije¢i sin-
drom pecenja u ustima, Stucavica i osje¢aj knedle
u grlu (engl. burning mouth syndrome, hiccups,
lump in the throat). Ukljucni kriteriji bili su do-
stupnost cjelovitih preglednih ¢lanaka na engle-
skom jeziku objavljenih u razdoblju od 2010.
do 2024. godine. koji su obuhvacali diferenci-
jalnu dijagnostiku (DD) i lijeCenje navedenih
stanja (engl. diferential diagnosis and therapy).
Navedene kriterije zadovoljilo je 25 ¢lanaka.

Rasprava. Sindrom pecenja jezika (BMS) je de-
finiran kao Zareca bol jezika ili oralne sluznice.
Pored osjecaja peCenja u ustima moZe postojati
i promijenjeni osjecaj okusa, dizestezija i/ili su-
hoce usta. Razlikujemo primarni i sekundarni
BMS. Iako se kod primarnog ne mozZe pronaci
uzrok smatra se da se radi o neuropatskom me-
hanizmu koji se moZe manifestirati na tri nivoa
od kojih je najucestaliji onaj s promjenama na
senzornim Ziv€anim nitima. U terapiji se mogu
koristiti gabapeptini. Dijagnoza sekundarnog
BMS se postavlja isklju¢ivanjem mogucih uzro-
ka. U DD valja od ucestalijih isklju¢iti lichen pla-
nus, Sjogrenov sindrom, dijabetes, kandidijazu,
pernicioznu anemiju, gastroezofagealni reflux,
neadekvatne zubne proteze i kamence u pljuvac-
nim Zljezdama te je lije¢enje etiolosko. Stucanje
je obi¢no nespecifican i prolazan simptom koji
traje par minuta i spontano prestaje. Stucanje
koje traje < 48 sati ne zahtijeva obradu. Kod Stu-
canja koje traje duze obicno se etioloski radi o
strukturnim ili upalnim promjenama koje imaju
utjecaj na centralni nervni sistem, vagalni ili fre-
nicki Zivac. Uzroci su najceS¢e u gastrointesti-
nalnom sustavu (GI) (karcinomi jednjaka/Zeluca,

LITERATURA:

GERB, gastritis s ili bez ulkusa) ili centralno
- Wallenbergov sindrom (infarkcija lateralnog
dijela medule oblongate), aneurizme, demijelini-
zacijske bolesti i siringomijelija. Primijecena je i
ucestala povezanost Stucanja i COVID-19 infek-
cije. Prvu liniju lijeCenja, bez obzira na trajanje,
predstavljaju bihevioralne tehnike (zadrzavanje
daha/Valsalva, pijenje vode, masaZza mekog nep-
ca). Od farmakoterapije se preporuca empirijska
upotreba IPP, baklofen, gabapeptin i klorproma-
zin). Globus pharyngeus/hystericus ili osjecaj
»knedle u grlu“ treba prvenstveno razluciti prema
smetnjama gutanja. To je najceS¢e manifestacija
poremecaja sfinktera jednjaka, anksioznih pore-
mecaja, kroni¢nog sinusitisa/rinitisa. Dijagnoza
se postavlja iskljuCivanjem potencijalno opasni-
jih stanja pocevsi od evaluacije simptoma, pre-
gleda orofarinksa/larinksa a kod rekuriraju¢ih
ili progrediraju¢ih simptoma se radi akt gutanja
s kontrastom i gastroskopija. Temelj terapije je
psiholoski suport a od farmakoterapije se koriste
IPP, niske doze triciklickih antidepresiva (imipra-
min, amitriptilin) ili gabapeptin.

Zakljucak. Bolesnici s nespecificnim simptomi-
ma Ce se prvenstveno javljati svom lije¢niku obi-
teljske medicine. Kako su to obi¢no stanja koja
znacajno utjecu na kvalitetu Zivota a ponekada
mogu biti i manifestacija tezZih oboljenja lijecnik
prvog kontakta treba imati znanja odgovoriti na
oba zahtjeva — adekvatnim terapijskim pristupom
osigurati kvalitetu Zivota, a istovremeno napravi-
ti racionalnu obradu koja ¢e iskljuciti potencijal-
no opasna stanja.
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Rev Neurol 2015; 60: 457-63.
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Introduction with aim. Symptoms such as burn-
ing in the mouth, hiccups, and the sensation of a
"lump in the throat" are nonspecific complaints
that can indicate a wide range of different con-
ditions, from benign to potentially serious. This
paper aims to provide an overview of the differ-
ential diagnosis (DD) and therapy of conditions
where the aforementioned symptoms are most
commonly encountered, which are important for
family physicians (GPs).

Methods. Databases UpToDate and Google
Scholar were reviewed using the keywords burn-
ing mouth syndrome, hiccups, and lump in the
throat. Inclusion criteria included the availabil-
ity of comprehensive review articles in English
published from 2010 to 2024 that addressed dif-
ferential diagnosis (DD) and treatment of these
conditions (differential diagnosis and therapy). A
total of 25 articles met the criteria.

Discussion. Burning mouth syndrome (BMS) is
defined as burning pain in the tongue or oral mu-
cosa. In addition to the burning sensation in the
mouth, there may also be altered taste sensations,
dysesthesia, and/or dry mouth. We distinguish
between primary and secondary BMS. While no
cause can be found in primary BMS, it is believed
to be of neuropathic origin, manifesting at three
levels, the most common being changes in senso-
ry nerve fibers. Gabapentin can be used in thera-
py. The diagnosis of secondary BMS is made by
excluding possible causes. In DD, more common
conditions such as lichen planus, Sjogren’s syn-
drome, diabetes, candidiasis, pernicious anemia,
gastroesophageal reflux, inadequate dentures,
and stones in the salivary glands should be ruled
out, with etiological treatment being emphasized.
Hiccups are generally nonspecific and transient
symptoms lasting a few minutes that resolve
spontaneously. Hiccups lasting < 48 hours do not
require further evaluation. In cases where hic-
cups last longer, the etiology typically involves
structural or inflammatory changes affecting the
central nervous system, vagal, or phrenic nerves.

Common causes are found in the gastrointesti-
nal system (GI) (esophageal/stomach cancers,
GERD, gastritis with or without ulcers) or cen-
tral issues like Wallenberg syndrome (lateral
medullary infarction), aneurysms, demyelinating
diseases, and syringomyelia. A frequent associ-
ation between hiccups and COVID-19 infection
has also been noted. First-line treatment, regard-
less of duration, includes behavioral techniques
(breath-holding/Valsalva maneuver, drinking wa-
ter, soft palate massage). For pharmacotherapy,
empirical use of PPIs, baclofen, gabapentin, and
chlorpromazine is recommended. Globus pha-
ryngeus/hystericus or the sensation of a "lump
in the throat" should primarily be differentiated
based on swallowing difficulties. It is most com-
monly a manifestation of esophageal sphincter
disorders, anxiety disorders, chronic sinusitis/rhi-
nitis. Diagnosis is made by excluding potentially
serious conditions, starting from symptom evalu-
ation, oropharyngeal/laryngeal examination, and
swallowing tests with contrast and gastroscopy in
cases of recurrent or progressive symptoms. The
basis of therapy is psychological support, and
pharmacotherapy may include PPIs, low doses of
tricyclic antidepressants (imipramine, amitripty-
line), or gabapentin.

Conclusion. Patients with nonspecific symptoms
will primarily seek out their family physician.
Since these conditions typically significantly af-
fect quality of life and can sometimes manifest
more serious illnesses, the primary care physician
must possess the knowledge to address both de-
mands—ensuring a quality of life for the patient
through appropriate therapeutic approaches while
simultaneously conducting rational assessments
to exclude potentially dangerous conditions.
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Uvod s ciljem: Obitelj je temeljni i trajni izvor
utjecaja, osnova genetskog nasljedivanja,zivot-
nog iskustva i sustava vrijednost. Stavovi pre-
ma brizi o zdravlju, nacinu ishrane, stanovanju
i emocionalnoj brizi usvajaju se unutar obitelji i
ugraduju se u kulturu Zivljenja. Obiteljski lijec-
nik u svom radu susre¢e se s raznorodnim pro-
blemima pacijenata i njihovih obitelji.. U zadnje
vrijeme sve CeSCe je prisutna zdravstvenom ank-
siozno$¢u mladih. Glavni simptom zdravstvene
anksioznosti je stalni strah da osoba ima ili ¢e
razviti ozbiljnu bolest. Cilj rada je ukazati na naj-
vaznije uzroke i posljedice zdravstvene anksio-
znosti za pojedince i njihove obitelji zbog Cega
je potrebna potpora obiteljskih lijecnika i drugih
strucnjaka u slu¢ajevima kad intenzitet zdrav-
stvene anksioznosti ometa ili sprjecava osobu i
njegovu obitelju u svakodnevnom funkcioniranju
i ostvarivanju Zivotnih ciljeva.

Rasprava: Mnogi se ljudi nadaju da jednom kad
napuste obitelj za sobom ostavljaju i sve probleme
iz djetinstva. Medutim, mnogi opet doZivljavaju
slicne probleme, osjecaje ,karakteristicne odnose
i navike i nakon napustanja obitelji. Odgoj dje-
ce roditelja s negativnom percepcijom bolesti i
zdravstvenih tegoba mozZe utjecati da dijete, uce-
njem po modelu, razvije zdravstvenu anksioznost
tijekom odrastanja,osobito kod promjena u funk-
cioniranju obitelji, stresnim situacijama i nacinu
Zivota. Pored vlastitog nerazumijevanja onog
Sto im se dogada, moraju se suocavatii i s nera-
zumjevanjem okoline, koja u pocetku moZze biti
suosjecajna, ali s vremenom kad se pokaZe da se
ne radi o tjelesnoj bolesti, to suosjecanje se moze
izgubiti. Osobe s ovim problemom cesto u potra-
zi za informacijma pretraZuju internet Sto dodat-
no moZze pojacati strah. Jednako je Stetna i druga
krajnost, nejavljanje lijecniku, kad se potpuno
ignoriraju simptomi u obitelji i kod pojedinca
koji bi veéinu ljudi zabrinuli i ponukali da zatra-
Ze stru¢nu pomo¢. Kod neuspjeSnog suocavanja s

LITERATURA:

problemom i kad je intenzitet anksioznosti velik
pomoc i potpora obiteljskog lijecnika izuzetno je
korisna . Procjenom funkcioniranja obitelji i po-
jedinca obiteljski lije¢nik ¢e odluciti hoce li pro-
blem mo¢i samostalno rijesiti ili ¢e, u slucaju teze
klinicke slike zdravstvene anksioznosti, pacijenta
uputiti psihijatru.

Zakljucak: Briga za zdravlje, kroz zdrav nacin
Zivota, je temelj prevencije bolesti pacijenata i
njihovih obitelji. Kad briga za zdravlje postane
pretjerana, i prijede u zdravstvenu anksioznost,
koja remeti svakodnevne aktivnosti i funkcioni-
ranje pojedinaca i njihovih obitelji, obiteljski ¢e
lijecnik pruziti pomo¢ psiholoskim savjetova-
njem, uz medikamentoznu terapiju.
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Introduction with aim: Family is a fundamen-
tal and permanent source of influence, the basis
of genetic inheritance, life experience and values
system. Attitudes towards health care, diet, hous-
ing and emotional care are adopted within the
family and are incorporated into the daily culture.
Family doctor encounters various problems with
its patients and their families. Recently, health
anxiety is more and more present within young
people. The main symptom manifests is the con-
stant fear of having or developing a serious ill-
ness. The aim is to point out the most important
causes and consequences of health anxiety on
individuals and their families. It emphasizes the
need for family doctors and other experts’ sup-
port, particularly when the intensity of health
anxiety hinders or prevents a person and his fam-
ily from normal daily functioning and achieving
their life goals.

Discussion: Many people hope that once they
leave the family, they leave behind all the prob-
lems from childhood. However, many experienc-
es similar problems, feelings, characteristic rela-
tionships and habits even after leaving the family.
Parents with a negative perception of illness and
health problems can negatively influence the
child. Due to learning from the model (their par-
ents), children can develop health anxiety while
growing up. It is particularly manifested during
changes in family functioning, stressful situations
and lifestyle changes. In addition to their own
misunderstanding of what is happening to them,
they also have to face the misunderstanding of
the environment. While they may be faced with
sympathy at first, over time, when it turns out
that it is not a physical illness, that sympathy may
be lost. People often turn towards the internet in
search of information, which can further escalate
their fear. On the other hand, it can be equally
harmful when symptoms are being ignored and
an individual in need of help is being ignored and

not prompted to seek professional help. During
the period of high anxiety and unsuccessful deal-
ing with an issue, the help and support of a family
doctor is extremely useful. By assessing the func-
tioning of the family and the individual, doctor
will decide whether he will be able to solve the
problem on its own or, in the case of a more se-
vere cases, will refer the patient to a psychiatrist.

Conclusion: Health care driven by a healthy
lifestyle is the basis of disease prevention for
patients and their families. When individual’s
concern for health becomes excessive, turning
into the health anxiety, disturbing daily activities
and functioning of individuals and their families,
family doctor will provide psychological coun-
seling, alongside the drug therapy.
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Uvod s ciljem: Briga o zdravlju je temeljna pre-
ventivna aktivnost, posebno u sprjecavanju i ra-
nom otkrivanju bolesti. Brigu o zdravlju moZemo
definirati kroz pridrZavanje zdravog nacina Zi-
vota, u prvom redu pravilne prehrane i tjelesnog
vjezbanja, te primjerenog nacina suocavanja sa
stresom, uz izbjegavanje sredstava ovisnosti.
Vazna uloga obiteljskih lijeCnika je motivirati
pacijente za brigu o zdravlju. U brigu o zdravlju
ubraja se i pravovremena reakcija na simptome
i znakove bolesti. Obiteljskim lije¢nicima vaz-
no je razlikovati uobiCajenu zabrinutost pri po-
javi simptoma i znakova bolesti od zdravstvene
anksioznosti (novi naziv za hipohondrijazu). Cilj
rada je ukratko prikazati izazove dijagnosticira-
nja i lijeCenja zdravstvene anksioznosti u svakod-
nevnom radu obiteljskih lije¢nika.

Rasprava: Dijagnosticki i statisticki prirucnik
za duSevne poremecaje AmeriCke psihijatrijske
udruge (DSM-5), za razliku od Medunarodne
klasifikacije bolesti (MKB-10), umjesto dijagno-
ze hipohondrijskog poremecaja, predlaze dva di-
jagnosticka entiteta: poremecaj somatskih simp-
toma (engl. somatic symptom disorder—SSD) i
anksiozni poremecaj zbog bolesti (engl. illness
anxiety disorder-IAD). Oba entiteta dijele viso-
ku razinu zdravstvene anksioznosti, ali u anksi-
oznom poremecaju zbog bolesti radi se o anksi-
oznosti zbog ocekivanih, ali sada nepostoje¢ih
simptoma, za razliku od poremecaja somatskih
simptoma gdje se anksioznost nadovezuje na po-
stojee simptome. Obiteljski ¢e lijecnici posum-
njati da se radi o zdravstvenoj anksioznosti uz
postojeCe simptome, prate¢i verbalnu i neverbal-
nu komunikaciju s pacijentom prilikom uzimanja
anamneze, fizikalnog pregleda, propisivanja tera-
pije i upuc¢ivanja na daljnje pretrage. Dramati¢no
iznoSenje simptoma, te zahtjevi da se navedeni
simptomi Zurno dijagnosticiraju sofisticiranim
uredajima, upozorit ¢e obiteljske lijecnika da se
moZda radi o poremecaju zdravstvenih simpto-
ma. Takoder, uCestali posjeti pacijenata zbog istih
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ili razli¢itih simptoma, uz zahtjeve za opetovanu
obradu govore u prilog zdravstvene anksioznosti.
Ako se radi o zdravstvenoj anksioznosti npr. zbog
moguce covid 19 infekcije u budu¢nosti, sada bez
simptoma, tada je to anksiozni poremecaj zbog
bolesti.

Obiteljski ¢e lijecnik zdravstveno anksioznim
pacijentima pomo¢i psiholoskim savjetovanjem,
odnosno psihoterapijom. Ako je potrebno, propi-
sat ¢e antidepresive i anksiolitike, $to se pokazalo
uspjeSnijim u slucajevima zdravstvene anksio-
znosti s prisutnim simptomima. U teZim slucaje-
vima uputiti ¢e pacijenta psihijatru.

Zakljucak: Zadaca obiteljskog lijecnika je ra-
zlikovati zabrinutost za zdravlje od zdravstvene
anksioznosti, te psiholoSkim savjetovanjem i psi-
hoterapijom, uz racionalnu farmakoterapiju uma-
njiti posljedice zdravstvene anksioznosti.
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Introduction with aim: Health care is a funda-
mental preventive activity, especially in the pre-
vention and early detection of diseases. Health
care can be defined through adherence to a
healthy lifestyle, primarily proper nutrition and
physical exercise, as well as an appropriate way
of coping with stress, while avoiding addictive
substances. An important role of family doctors
is to motivate patients to take care of their health.
Taking care of health also includes a timely reac-
tion to the symptoms and signs of the disease. It
is important for family physicians to distinguish
between common worry at the onset of symptoms
and signs of illness and health anxiety (the new
name for hypochondriasis). The aim of the paper
is to briefly present the challenges of diagnosing
and treating health anxiety in the daily work of
family doctors.

Discussion: The Diagnostic and Statistical
Manual of Mental Disorders of the American
Psychiatric Association (DSM-5), unlike the
International Classification of Diseases (ICD-
10), instead of diagnosing hypochondriacal dis-
order, proposes two diagnostic entities: somatic
symptom disorder (SSD) and illness anxiety
disorder (IAD). Both entities share a high level
of health anxiety, but in illness anxiety disorder
it is anxiety due to expected, but now non-exis-
tent symptoms, unlike somatic symptom disorder
where anxiety builds on existing symptoms2.
Family doctors will suspect that it is health anx-
iety in addition to the existing symptoms, mon-
itoring verbal and non-verbal communication
with the patient during history taking, physical
examination, prescribing therapy and referral for
further tests. The dramatic presentation of symp-
toms, and the demands that said symptoms be ur-
gently diagnosed with sophisticated devices, will
alert family physicians that it may be a disorder
of health symptoms. Also, frequent patient vis-
its due to the same or different symptoms, along
with requests for repeated treatment, speak in

favor of health anxiety. If it is about health anx-
iety, e.g. due to a possible covid-19 infection in
the future, now without symptoms, then it is an
anxiety disorder due to the disease.

The family doctor will help health-anxious pa-
tients with psychological counseling or psycho-
therapy. If necessary, they will prescribe antide-
pressants and anxiolytics, which have been shown
to be more successful in cases of health anxiety
with present symptoms4 In more severe cases,
the patient should be referred to a psychiatrist.

Conclusion: The task of the family doctor is to
distinguish health concerns from health anxiety,
and to reduce the consequences of health anxiety
through psychological counseling and psycho-
therapy, along with rational pharmacotherapy.
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Introduction with aim: Social media has be-
come a key part of modern life, allowing users
to connect, communicate, and share content re-
gardless of distance. Platforms like Facebook,
Instagram, and TikTok provide a space to express
yourself, share information, and interact with
others. However, their popularity has less posi-
tive aspects, especially in terms of their impact
on mental health. Thea im of this paper is to ex-
plore the impact of social media on mental health,
including challenges such as anxiety, depression
and cyberchondria, as well as opportunities for
socialisation and support. The paper seeks to
identify the factors of negative consequences and
offer recommendations for preserving mental
well-being through balancing online and offline
activities.

Discussion: According to the World Health
Organization, mental health includes well-being,
resilience to stress, and the ability to contribute
productively to society. The use of social media
can impair these aspects of mental health, even
for people who have not been diagnosed with
mental health disorders. Research shows a cor-
relation between time spent on networks and
phenomena such as anxiety and depression, es-
pecially in adolescents. However, it is important
to note that the way you use social media is more
important than the total duration of use.

People with social anxiety are particularly vulner-
able, who often prefer online communication, but
by doing so they can deepen the feeling of loneli-
ness and disrupt real social relationships. This can
lead to problems such as depression, low self-es-
teem, and substance addiction. Social networks
thus become a double-edged sword — on the one
hand, they provide opportunities for socialization
and support, while on the other hand, they can

cause stress, envy and a sense of inferiority due
to constant comparisons with idealized depic-
tions of other users. The rise in global popularity
of social media, with more than 4.2 billion active
users, has further complicated these challenges.
Predictions of growth of 16.7% in the coming
years suggest that their impact on mental health
will remain a significant topic. Negative effects,
such as emotional dependence and increased
anxiety, are often exacerbated by the user's in-
ability to set boundaries or distinguish between
the real and virtual worlds. The phenomenon of
cyberchondria, i.e. excessive search for health in-
formation on the Internet, further contributes to
these problems. Cyberchondria involves a cycle
of anxiety and repetitive searching, which can
worsen the psychological state of the user. This
phenomenon often affects people with high levels
of health anxiety, but it can also affect healthy
individuals. Methodological research points to
the need to educate users on critical evaluation
of information and focus on reliable sources. To
mitigate the negative effects of social media on
mental health, experts advise setting clear bound-
aries on usage, choosing content that motivates,
and maintaining a balance between online and of-
fline activities. Maintaining quality interpersonal
relationships and presence in the real world is key
to preserving mental well-being.

Conclusion: Overall, while social media and dig-
ital technologies bring many benefits, their im-
pact on mental health requires a careful approach
to recognize and minimize negative consequenc-
es. Developing digital literacy and responsible
behaviour in the virtual space remains a priority
for individuals and society as a whole.
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Introduction with Aim: Orthorexia (Orthorexia
nervosa) is a relatively new term that describes
a pathological preoccupation with healthy eat-
ing. This acquired disorder of self-imposed di-
etary rules was first described by researchers
Knight and Bratman in a popular article in 1997.
Orthorexia leads to distress, anxiety, social isola-
tion, and sometimes severe malnutrition. The aim
of this paper is to provide a comprehensive re-
view of the literature to highlight the existence of
this growing problem, which lacks a universally
accepted definition and diagnostic criteria, as it is
not classified as a disease, thereby complicating
the possibility of treatment.

Discussion: In contrast to obesity, which is the
result of an unhealthy lifestyle, lack of physical
activity, and consumption of fast and genetically
modified food, the media, especially social net-
works, have begun promoting the trend of "heal-
thism," which encompasses healthy eating hab-
its, health promotion, and regular exercise. This
trend, as a marker of success and good health,
imposes a standard of beauty — a fit, toned body,
healthy eating, and regular exercise. Orthorexia
often begins innocently, with the desire to im-
prove health and eating habits, but later evolves
into an obsession and fanaticism, leading to eat-
ing disorders and psycho-physical developmental
issues. It is more common among vegans, veg-
etarians, animal rights activists, and fruitarians.
Individuals with orthorexia strive to be slim, are
very physically active, strictly adhere to their
dietary plans, spend significant time calculating
the caloric value of foods, meticulously study
product labels, ensure that food is free from her-
bicides and pesticides, avoid fats, artificial col-
ors, flavors, preservatives, and verify if the food
is organic. They eat small meals more frequent-
ly. They prepare food in ways they believe are

LITERATURA:

healthy and often bring meals they have prepared
themselves to restaurants or social gatherings,
leading to social isolation, distress, and anxiety.
In bulimia and anorexia, patients focus on the
quantity of food they consume, while in orthorex-
ia, they focus on consuming food they perceive
as good and high-quality, which results in the
exclusion of large food groups and subsequent
malnutrition. In addition to anxiety, they often
experience guilt or panic attacks if they con-
sume something they deem insufficiently clean
or appropriate, which can lead to depression or
obsessive-compulsive disorder. Women, adoles-
cents, and younger people who frequently use the
internet and social networks are at higher risk, as
research shows that, besides spreading positive
attitudes about nutrition, social networks can also
contribute to the development of eating disorders.

Conclusion: Through a literature review, this pa-
per highlights the risk factors for the development
of orthorexia, as well as the need for standardized
diagnostic criteria and tools, along with further
research that would enable the recognition, iden-
tification, and effective treatment of this eating
disorder. Since it is not identified as a disease,
there are no treatment guidelines. It is evident
that this is a disorder of the mental structure of
the personality, which is why psychiatrists should
engage more actively with this issue.

1. Asil E, Yilmaz MV, Ayyildiz F, Yalcin T. The effect of social media use on orthorexia nervosa: a
sample from Turkey. Nutr Hosp. 2023;40(2):384-390. English. doi: 10.20960/nh.04217. PMID:

36880720.

2. Duran S, Cicekoglu P, Kaya E. Relationship between orthorexia nervosa, muscle dysmorphic
disorder (bigorexia), and self-confidence levels in male students. Perspect Psychiatr Care.
2020;56(4):878-884. doi: 10.1111/ppc.12505. Epub 2020 Mar 30. PMID: 32227487.

3. Lucka I, Mazur A, Lucka A, Sarzynska I, Trojniak J, Kopaiiska M. Orthorexia as an Eating
Disorder Spectrum-A Review of the Literature. Nutrients. 2024;16(19):3304. doi: 10.3390/
nul6193304. PMID: 39408271; PMCID: PMC11478848.

4. Horovitz O, Argyrides M. Orthorexia and Orthorexia Nervosa: A Comprehensive Examination
of Prevalence, Risk Factors, Diagnosis, and Treatment. Nutrients. 2023 Sep 3;15(17):3851. doi:
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Uvod s ciljem. Zdravstvena anksioznost postaje
sve CeS¢i problem medu osobama koje primije-
te poCetne simptome koji bi mogli upucivati na
neurodegenerativne bolesti, poput Alzheimerove
ili Parkinsonove bolesti. Ovaj strah od moguce
dijagnoze moZe imati dubok utjecaj na mentalno
zdravlje, smanjujuci kvalitetu Zivota i izazivajuci
dodatne psiholoske poteskoce. Povezanost izme-
du simptoma koji nalikuju neurodegenerativnim
bolestima i osjecaja tjeskobe i nesigurnosti cini
ovu temu vaznim podrucjem za daljnje istraZiva-
nje i razumijevanje. Cilj ovog rada je prikazati
kako pocetni simptomi neurodegenerativnih bo-
lesti izazivaju zdravstvenu anksioznost medu
pacijentima i njihovim obiteljima, cak i ukoliko
je uzrok simptoma u potpunosti nevezan uz ne-
urodegeneraciju. Takoder, cilj je prikazati kako
rano prepoznavanje simptoma i odgovarajuca
edukacija mogu pomo¢i u smanjenju stresa i ank-
sioznosti te poboljsati pristup dijagnostickim i
terapijskim opcijama.

Rasprava. Pocetni simptomi neurodegenerativ-
nih bolesti, poput blage kognitivne disfunkcije,
problema s pam¢enjem ili motorickim promje-
nama, Cesto su nespecifi¢ni i mogu biti uzroko-
vani mnogim drugim stanjima. Ovo nesigurno i
nejasno iskustvo moZe kod ljudi izazvati snaznu
zdravstvenu anksioznost, u kojoj se strah od po-
tencijalne dijagnoze Cesto mijeSa s nesigurnoséu
u vezi s vlastitim zdravljem. Vazno je razumje-
ti kako ove emocije mogu negativno utjecati na
njihov svakodnevni Zivot, ¢ine¢i ih podloZnima
depresiji, socijalnoj izolaciji i smanjenju Zivotne
aktivnosti. Edukacija, podrSka i pravovremeno
medicinsko savjetovanje mogu igrati klju¢nu
ulogu u smanjenju ovog straha i izgradnji reali-
stinijeg i zdravijeg pristupa simptomima.

Zakljucak. Zdravstvena anksioznost izazvana
strahom od neurodegenerativnih bolesti pred-
stavlja znacCajan izazov za pacijente, obitelji i
zdravstvene stru¢njake. Razumijevanje psiho-
loskih i emocionalnih aspekata ovog problema te
razvoj strategija za podrSku pacijentima kljucni
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su za smanjenje negativnih utjecaja na mentalno
zdravlje. Integrirani pristup, koji ukljucuje pra-
vovremenu edukaciju, psiholosku podrsku i ranu
dijagnozu, moZe znacajno poboljsati kvalitetu
Zivota onih koji se suocavaju s ovim strahovima.

1. Singh T, Newby DE. Is the fear of disease worse than the disease itself? Heart. 2021 Jan;107(2):91-
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Introduction with aim. Health anxiety is be-
coming an increasingly common issue among
individuals who notice early symptoms that may
indicate neurodegenerative diseases, such as
Alzheimer's or Parkinson's disease. This fear of
a possible diagnosis can have a profound impact
on mental health, reducing quality of life and
causing additional psychological difficulties.
The connection between symptoms resembling
neurodegenerative diseases and feelings of anxi-
ety and uncertainty makes this topic an important
area for further research and understanding. Aim
of this paper is to demonstrate how the initial
symptoms of neurodegenerative diseases trigger
health anxiety among patients and their families,
even if the cause of the symptoms is entirely un-
related to neurodegeneration. Additionally, the
goal is to show how early recognition of symp-
toms and appropriate education can help reduce
stress and anxiety, as well as improve access to
diagnostic and therapeutic options.

Discussion. Initial symptoms of neurodegenera-
tive diseases, such as mild cognitive dysfunction,
memory problems, or motor changes, are often
nonspecific and can be caused by many other
conditions. This uncertain and unclear experi-
ence can lead to significant health anxiety, where
the fear of a potential diagnosis is often mixed
with uncertainty about one's own health. It is
important to understand how these emotions can
negatively impact individuals' daily lives, mak-
ing them susceptible to depression, social isola-
tion, and a reduction in life activities. Education,
support, and timely medical counseling can play
a crucial role in reducing this fear and fostering
a more realistic and healthier approach to the
symptoms.

Conclusion. Health anxiety triggered by the
fear of neurodegenerative diseases presents a
significant challenge for patients, families, and
healthcare professionals. Understanding the psy-
chological and emotional aspects of this issue, as
well as developing strategies to support patients,

is crucial for reducing the negative impacts on
mental health. An integrated approach, which in-
cludes timely education, psychological support,
and early diagnosis, can significantly improve
the quality of life for those facing these fears.
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Uvod s ciljem: Sinkopa se odnosi se na prolazni
ili kratkotrajni gubitak svijesti koji je posljedi-
ca smanjenja cerebralnog protoka krvi i obi¢no
je povezan s gubitkom posturalnog tonusa, ali
sa spontanim oporavkom. Cilj ovog rada je dati
prikaz i opis ortostatske sinkope. Klasi¢na or-
tostatska hipotenzija nastaje kada postoji trajno
smanjenje krvnog tlaka od najmanje 20 mmHg
sistolickog ili 10 mmHg dijastolickog unutar 3
minute nakon stajanja ili uspravnog poloZaja do
60 stupnjeva na stolu s nagnutom glavom prema
gore. Ortostatska sinkopa odnosi se na sinkopu
koja je posljedica posturalnog pada krvnog tlaka.

Rasprava: Postoji viSe uzroka ortostatske hipo-
tenzije koji mogu dovesti do sinkope, ukljucujuci
neuralno posredovane (neurogene) i neneuroge-
no posredovane uzroke. Neurogeno posredovani
uzroci ukljucuju stanja koja uzrokuju primarno
ili sekundarno zatajenje autonomnog sustava:
periferna neuropatija koja se vida kod Secerne
bolesti, alkoholicara, nedostatak vitamina B12,
amiloidoze, idiopatska posturalna hipotenzija,
multisistemske atrofije (parkinsonizam, pro-
gresivna cerebelarna degeneracija, demencija
s Lewyjevim tjeleScima), neuropatija izazvana
toksinima, lijekovima ili infekcijom. Uzroci koji
nisu neuralno posredovani ukljucuju: lijekove
(antihipertenzivi, vazodilatatori), smanjeni volu-
men krvi (adrenalna insuficijencija, gubitak krvi,
dehidracija, hipovolemija ili smanjen efektivni
intravaskularni volumen). Ortostatska sinkopa
moZe se pojaviti iznenada bez upozorenja ili joj
mogu prethoditi simptomi. Povezani simptomi
obicno su posljedica cerebralne hipoperfuzije
koja se javlja u uspravnom poloZaju i ukljucuju
vrtoglavicu, osjecaj slabosti ili mucnine, dijafore-
zu, osjecaj topline ili zamagljen vid. Ortostatsku
hipotenziju prema vremenu nastanka dijelimo
na inicijalnu, klasi¢nu i kasnu. Incidencija raste
sa dobi. LijeCenje ortostatske sinkope ovisi o
temeljnom uzroku i ukljucuje i nefarmakoloske
i farmakoloske mjere. Mjere nefarmakoloSkog
lijeCenja imaju za cilj ili povecanje venskog po-
vratka u srce uz istovremeno smanjenje venskog
skupljanja u donjim ekstremitetima ili povecanje
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volumena krvi za odrZavanje krvnog tlaka u le-
Ze¢em poloZaju. Edukacija pacijenata vrlo bitna
je u cijelom procesu o potencijalnim precipi-
tiraju¢im Cimbenicima ortostatske sinkope te
u dugorocnom lijeCenju. Za uspjeSno lijecenje
preporucuje se suradnja bolesnika s lijecnikom
obiteljske medicine i promjenom farmakoloske i
nefarmakoloske terapije.

Zakljucak: Ortostatska hipotenzija se najCesce
javlja zbog promjena iz leZe¢ega poloZaja u sto-
jec¢i. Fizicki napor ili teZi obrok mogu pojacati
simptome. Vec¢ina drugih pridruZenih simptoma
je najcesSce povezana s uzrokom. Incidencija raste
sa dobi, vrlo bitan je edukacija pacijenta oko pre-
poznavanja simptoma i metoda nefarmakoloSkog
lijecenja.
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Syncope&source=search_result&selectedTitle=2%7E150&usage_type=default&display_rank=2
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Introduction with aim: Syncope refers to a tran-
sient or short-term loss of consciousness result-
ing from a decrease in cerebral blood flow and
is usually associated with a loss of postural tone,
but with spontaneous recovery. The aim of this
paper is to provide an overview and description
of orthostatic syncope. Classical orthostatic hy-
potension occurs when there is a sustained de-
crease in blood pressure of at least 20 mmHg sys-
tolic or 10 mmHg diastolic within 3 minutes of
standing or standing up to 60 degrees on a table
with the head tilted upwards. Orthostatic syncope
refers to syncope that is secondary to a postural
drop in blood pressure.

Discussion: There are multiple causes of or-
thostatic hypotension that can lead to syncope,
including neurally mediated (neurogenic) and
nonneurogenic mediated causes. Neurogenic me-
diated causes include conditions that cause pri-
mary or secondary autonomic failure: peripheral
neuropathy seen in diabetes mellitus, alcoholism,
vitamin B12 deficiency, amyloidosis, idiopathic
postural hypotension, multisystem atrophy (par-
kinsonism, progressive cerebellar degeneration,
dementia with Lewy bodies), and neuropathy in-
duced by toxins, drugs, or infection.Non-neurally
mediated causes include: medications (antihyper-
tensives, vasodilators), decreased blood volume
(adrenal insufficiency, blood loss, dehydration,
hypovolemia, or decreased effective intravas-
cular volume). Orthostatic syncope may occur
suddenly without warning or may be preceded
by symptoms. Associated symptoms are usually
due to cerebral hypoperfusion occurring in the
upright position and include dizziness, feeling
faint or nauseous, diaphoresis, feeling warm, or
blurred vision. Orthostatic hypotension is divid-
ed into initial, classic, and late-onset according
to the time of onset. The incidence increases
with age. Treatment of orthostatic syncope de-
pends on the underlying cause and includes both
non-pharmacological and pharmacological mea-
sures. Non-pharmacological treatment measures
aim to either increase venous return to the heart
while reducing venous congestion in the lower

extremities or increase blood volume to main-
tain blood pressure in the supine position. Patient
education is essential throughout the process
regarding potential precipitating factors for or-
thostatic syncope and in long-term management.
For successful treatment, it is recommended that
the patient cooperate with their family doctor and
change pharmacological and non-pharmacologi-
cal therapy.

Conclusion: Orthostatic hypotension most often
occurs due to changes from a lying position to
a standing position. Physical exertion or a heavy
meal can increase symptoms. Most other asso-
ciated symptoms are most often related to the
cause. The incidence increases with age, and pa-
tient education about symptom recognition and
non-pharmacological treatment methods is very
important.
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Uvod s ciljem: Neurogena sinkopa je jedan od
najces¢ih uzroka rekurentne sinkope u bolesni-
ka sa strukturno normalnim srcem. Neurogena
sinkopa obuhvaca Sirok raspon refleksogene
sinkope koja ukljucuje vazovagalni tip, mikci-
onu sinkopu, preosjetljivost karotidnog sinusa i
postprandijalnu sinkopu. IstrazZivanja sugeriraju
da oslabljena prilagodba arterijskog barorefleksa
na ortostatski stres, uz smanjeni vazokonstrikcij-
ski podrazaj simpatickog autonomnog sustava ,
pridonosi razvoju hipotenzije i bradikardije koji
odreduju vazovagalni odgovorl. Cilj rada je pri-
kazati dijagnostiku i terapijski pristup pacijenti-
ma s neurogenom sinkopom u ordinaciji obitelj-
ske medicine.

Rasprava: Obiteljski lijecnik ¢e iskljuciti ostale
oblike sinkope i dijagnosticirati neurogenu sinko-
pu na temelju iscrpne anamneze s naglaskom na
biopsihosocijalni model, fizikalnim pregledom
(ukljucujuci ortostatska mjerenja krvnog tlaka),
EKG obradom, te slanjem na kardioloSku i neu-
rolosku obradu. ,,Tilt table test“ je dijagnosticki
alat izbora za procjenu pacijenata s rekurentnom
neurogenom sinkopom, pruzaju¢i prihvatljivu
specificnost i osjetljivost2. U bolesnika s vazo-
vagalnom sinkopom simpaticka aktivnost u mi-
rovanju je povecana, a regulacija barorefleksa
tijekom ortostatskog stresa priguSena, Sto dovodi
do vazovagalne sinkope. Vazovagalna sinkopa se
najcesce javlja prilikom dugotrajnog stajanja, va-
denja krvi, ili u sklopu akutne reakcije na stres.
Farmakoloska modulacija osjetljivosti barore-
ceptora moZe predstavljati obecavajuéi tretman
neuroposredovane sinkope3. Emocionalni distres
povezan je s ponavljaju¢om neurogenom sinko-
pom koja ugroZava kvalitetu Zivota pacijenta.
Pacijenti s refraktornom vazovagalnom sinko-
pom koji su podvrgnuti redovitoj psihoterapij-
skoj intervenciji imali su manje ponavljanja do-
gadaja i poboljsali kvalitetu Zivota. U usporedbi

LITERATURA:

s kardiogenim sinkopama, neurogene sinkope
imaju bolju prognozu.

Zakljucak: Neurogena sinkopa je Cesti uzrok
sinkope. Obiteljski lijecnik, nakon elimininacije
ostalih oblika sinkope, moZe uspjesno poboljsati
kvalietu Zivota pacijenata s neurogenom sinko-
pom, uz modifikaciju farmakoterapije, te psiho-
losko savjetovanje i psihoterapiju.

1. Chen-Scarabelli C, Scarabelli TM. Neurocardiogenic syncope. BMJ. 2004;329(7461):336-41. doi:
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Introduction with aim: Neurogenic syncope
is one of the most common causes of recurrent
syncope in patients with a structurally normal
heart. Neurogenic syncope encompasses a wide
range of reflexogenic syncope that includes the
vasovagal type, micturition syncope, carotid si-
nus hypersensitivity, and postprandial syncope.
Research suggests that a weakened adaptation of
the arterial baroreflex to orthostatic stress, along
with a reduced vasoconstrictive stimulus of the
sympathetic autonomic system, contributes to
the development of hypotension and bradycardia,
which determine the vasovagal responsel. The
aim of the paper is to present the diagnosis and
therapeutic approach to patients with neurogenic
syncope in a family medicine practice.

Discussion: The family physician will eliminate
other forms of syncope and diagnose neurogen-
ic syncope based on a thorough history with an
emphasis on the biopsychosocial model, physical
examination (including orthostatic blood pres-
sure measurements), ECG workup, and referral
for cardiology and neurological workup. The tilt
table test is the diagnostic tool of choice for the
evaluation of patients with recurrent neurogenic
syncope, providing acceptable specificity and
sensitivity2. In patients with vasovagal synco-
pe, sympathetic activity at rest is increased, and
baroreflex regulation during orthostatic stress
is dampened, which leads to vasovagal synco-
pe. Vasovagal syncope most often occurs when
standing for a long time, drawing blood, or as part
of an acute reaction to stress. Pharmacological
modulation of baroreceptor sensitivity may
represent a promising treatment for neurome-
diated syncope3. Emotional distress is associ-
ated with recurrent neurogenic syncope, which
threatens the patient's quality of life. Patients
with refractory vasovagal syncope who under-
went regular psychotherapeutic intervention had

fewer recurrences and improved quality of life4.
Compared to cardiogenic syncope, neurogenic
syncope has a better prognosis.

Conclusion: Neurogenic syncope is a common
cause of syncope. The family doctor, after elim-
inating other forms of syncope, can successfully
improve the quality of life of patients with neu-
rogenic syncope, with the modification of phar-
macotherapy, as well as psychological counseling
and psychotherapy.
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Uvod s ciljem: Kardiogena sinkopa je potencijal-
no Zivotno ugroZavajuce stanje koje karakterizira
kratkotrajni, prolazni gubitak svijesti uzrokovan
sréanim poremecajima. Sinkopa je vrlo Cest kli-
nicki entitet zbog kojeg bolesnici traze lije¢nicku
pomoc¢ te je razlikovanje kardiogene od drugih
uzroka sinkope kljucan korak u dijagnostickom
procesu koji moZe reducirati recidive i brojne
druge neZeljene ishode. Cilj ovog predavanja je
ponoviti glavne znacajke kardiogene sinkope s
naglaskom na dijagnozu, stratifikaciju rizika i
lijecenje.

Rasprava: Detaljno uzimanje anamnestickih
podataka, klini¢ki pregled i odgovarajuci dija-
gnosticki postupci kljucni su za dijagnozu kardi-
jalne sinkope. Glavne karakteristike koji upucuju
na srcane uzroke gubitka svijesti su podatak o
ranijim sranim bolestima, bol u prsima, sinko-
pa u fizickom naporu te palpitacije. 12 kanalni
EKG je prva dijagnosticka metoda kojom mo-
Zemo identificirati aritmije, smetnje provode-
nje, ali i strukturne bolesti srca. Kod suspektne
kardijalne sinkope daljnje dijagnosticke pre-
trage podrazumijevaju ultrazvuk srca, 24-satno
snimanje EKG-a i elektrofiziolosko ispitivanje.
Aritmije, kako bradikardni, tako i tahikardni po-
remecaji ritma, Cest su uzrok kardijalne sinko-
pe. Stratifikacija rizika, osobito kod pacijenata
sa sumnjom na aritmije, vrlo je vaZan korak u
odredivanju vjerojatnosti ponovnog dogadanja i
potrebe za naprednim dijagnostickim metodama,
ukljucujuéi elektrofizioloske studije ili ugradnju
implantabilnog ,,loop recordera“. Strukturne bo-
lesti srca, poput aortne stenoze i hipertrofijske
kardiomiopatije, takoder mogu dovesti do sin-
kope i zahtijevaju slikovne i funkcionalne dija-
gnostiCke metode. LijeCenje kardiogene sinkope
ovisi o etiologiji. Za aritmijske uzroke terapijske
opcije ukljucuju antiaritmijske lijekove, ugradnju
elektrostimulatora srca, implantabilnog kardio-
verter-defibrilatora (ICD) ili katetersku ablaciju.
Strukturni uzroci ponekad zahtijevaju kirurSke
ili perkutane intervencije, kao Sto su na primjer

LITERATURA:

zamjena aortnog zaliska ili septalna miektomija
kod hipertroficne kardiomiopatije.

Zakljucak: Rana identifikacija i stratifikaci-
ja rizika bolesnika s kardiogenom sinkopom
kljuéni su za prevenciju nepovoljnih ishoda.
Multidisciplinarni pristup, koji ukljuCuje lijec-
nike obiteljske medicine, kardiologe, neurologe
i specijaliste hitne medicine, izuzetno je vaZan u
procesu dijagnoze i lijeCenja ovih bolesnika.
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Introduction with aim. Cardiac syncope is a po-
tentially life-threatening condition characterized
by transient loss of consciousness (TLOC) due to
underlying cardiovascular causes. While syncope
is a common clinical presentation, distinguishing
cardiac syncope from other causes is critical, as
the underlying aetiology can significantly affect
patient outcome. This presentation reviews key
aspects of cardiac syncope focusing on diagnosis,
risk stratification, and management.

Discussion. A detailed clinical history, physical
examination, and appropriate diagnostic work-
up are essential for identifying cardiac causes of
syncope. Key clinical features suggestive of car-
diac syncope include a history of heart disease,
syncope during exertion, and the presence of
palpitations or other arrhythmic symptoms. The
guidelines recommend an initial 12-lead electro-
cardiogram (ECG) to identify arrhythmic causes
or conductance disturbances, followed by further
testing such as ambulatory ECG monitoring,
echocardiography, and stress testing to investi-
gate structural heart disease and assess functional
capacity. Both bradyarrhythmias and tachyar-
rhythmias are common causes of cardiac syn-
cope. Risk stratification, particularly in patients
with suspected arrhythmias, are another import-
ant step to determine the likelihood of recurrence
and the need for advanced diagnostic modalities,
including electrophysiological studies or im-
plantable loop recorders. Structural heart con-
ditions, such as aortic stenosis or hypertrophic
cardiomyopathy, may also lead to syncope and
require targeted imaging and functional assess-
ment. Management of cardiac syncope depends
on the aetiology. For arrhythmic causes, thera-
peutic options may include antiarrhythmic drugs,
pacemaker, implantable cardioverter-defibrillator
(ICD) implantation, or catheter ablation in certain
cases. Structural causes sometimes necessitate

surgical or percutaneous interventions, such as
valve replacement for aortic stenosis or septal
myectomy for hypertrophic cardiomyopathy.

Conclusion. Early identification and risk strat-
ification of cardiac syncope are crucial for pre-
venting adverse outcomes. A multidisciplinary
approach, involving general practitioners, car-
diologists, neurologists, and emergency care
providers, is very important to ensure optimal
diagnosis and treatment for patients at risk of
life-threatening events related to cardiac syncope.

REFERENCES: HITHTHTHTHITITIn i nnnm

1. Chen-Scarabelli C, Scarabelli TM. Neurocardiogenic syncope. BMJ. 2004;329(7461):336-41. doi:
10.1136/bm;j.329.7461.336. PMID: 15297344; PMCID: PMC506859.
2. Bayard M, Gerayli F, Holt J. Syncope: Evaluation and Differential Diagnosis. Am Fam Physician.

2023;108(5):454-463. PMID: 37983697.

3. Béchir M, Binggeli C, Corti R, Chenevard R, Spieker L, Ruschitzka F, Liischer TF, Noll G.
Dysfunctional baroreflex regulation of sympathetic nerve activity in patients with vasovagal
syncope. Circulation. 2003;107(12):1620-5. doi: 10.1161/01.CIR.0000056105.87040.2B. Epub

2003 Feb 24. PMID: 12668496.

4. de Barros E Silva RLA, Volich RM, de Barros E Silva PGM, da Costa Darrieux FC, Scanavacca
M1, Hachul DT. Effect of psychotherapy on recurrence of events and quality of life in patients with
vasovagal syncope. Sci Rep. ;12(1): 5745. doi: 10.1038/s41598-022-09513-1. PMID: 35388029;

PMCID: PMCB8986773.



Extended Abstract
Glavni program

M Diferencijalna dijagnostika boli perifernih zglobova

Nina Basié¢-
Markovig¢,>?3

Suzana Stankovié*

36

. Ustanova

za primarnu
zdravstvenu zastitu
Srdoci, Rijeka

. Katedra za obiteljsku

medicine, Medicinski
fakultet SveuciliSta u
Rijeci

. Drustvo nastavnika

opce/obiteljske
medicine

. Dom zdravlja Pirot,

Srbija

Kljucne rijeci: bol, periferni zglobovi, lijecnik obiteljske medicine
Adresa za dopisivanje: Nina Bagi¢-Markovié¢, Skrljevo 88a, 51223 Skrljevo

E-adresa: nina.basic@hi.t-com.hr

ORCID: Nina Basi¢-Markovic: https://orcid.org/0000-0001-6296-6394
Suzana Stankovic: https://orcid.org/0000-0001-5406-7129

Uvod s ciljem. Bol je, prema definiciji
Medunarodnog udruZenja za istraZivanje boli
(eng. International Association for the Study of
Pain — TASP), neugodno osjetilno i emocionalno
iskustvo udruZeno s akutnim ili moguc¢im oStece-
njem tkiva. Bol je uvijek subjektivna i definira se
kao peti vitalni znak. Obzirom da moZe umanjiti i
oslabiti kvalitetu Zivota, bol je vazan zdravstveni
problem. Cilj ovog rada je prikazati simptome i
znakove koji su znacajni u prepoznavanju uzroka
nastanka boli, putova prijenosa bolnog podrazaja
kao i patofizioloskih zbivanja u organizmu koji
uzrokuju bol u perifernim zglobovima.

Metode. Pregledane su baze podataka UpToDate
i PubMed koriStenjem kljucnih rijeci bol (engl.
pain), periferni zglobovi (engl. peripheral jo-
ints), etiologija (engl. etiology). Uklju¢ni kriteriji
bili su dostupnost cjelovitih preglednih ¢lanaka
na engleskom jeziku objavljenih u razdoblju od
2019. do 2024. godine. Navedene kriterije zado-
voljilo je 25 ¢lanaka.

Rasprava. Bolesti perifernih zglobova €est su
razlog posjeta lijecniku obiteljske medicine.
One mogu znacajno naruSiti kvalitetu Zivota i
funkcionalnost bolesnika. Rana dijagnoza i u¢in-
kovito upravljanje ovim stanjima klju¢ni su za
sprjecavanje dugoro¢nih komplikacija. Klinicka
prezentacija bolesti perifernih zglobova moZze
ukljucivati slijede¢e simptome: bol (akutna, kro-
nic¢na, lokalizirana ili difuzna), ukoCenost (0so-
bito jutarnja ukocenost kod upalnih artritisa) te
gubitak funkcije i oticanje. Znakovi koji se ma-
nifestiraju u ovim stanjima su eritem, toplina,
deformiteti, zvukovi pri pokretanju zgloba (kre-
pitacije) i smanjeni opseg pokreta. Uzroci bolesti
perifernih zglobova u kojima bol kao vitalni znak
dominira mogu se podjeliti u bolesti kosti, perio-
sta i hrskavice, vanzglobni reumatizam, bolesti
vezivnog tkiva, artritis povezan sa spondilozom,
metabolicke i endokrine bolesti, stanja vezana

LITERATURA:

uz infekcije zgloba, stanja nakon traume zgloba,
neuropatske poremecaje, maligne bolesti te far-
makoloski uzrokovan artritis i artralgije. Najces¢i
uzrok boli perifernih zglobova u starijih osoba je
osteoartritis, dok je u mladoj populaciji bol Ce-
S¢e posljedica tendovaginitisa ili burzitisa. Kod
osteoartritisa bol je cesto mehanicka i pogorsSa-
va se aktivnoS¢u, dok kod upalnih stanja, poput
reumatoidnog artritisa, dominiraju jutarnja uko-
Cenost i simetri¢no oticanje. Giht karakterizira
nagla pojava intenzivne boli i oticanja, najcesc¢e u
prvom metatarzofalangealnom zglobu.

Zakljucak. Simptomi i znakovi boli perifernih
zglobova kljucni su za postavljanje rane i toc-
ne dijagnoze. LijeCnik obiteljske medicine ima
znacajnu ulogu u prepoznavanju obrazaca boli,
procjeni zdravstvenog stanja i iniciranju pravo-
vremenog lijeCenja. Rano prepoznavanje upalnih
znakova moZe sprijeciti trajna oStecenja zglobo-
va i poboljsati ishode za bolesnike.
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Introduction with aim. According to the defini-
tion of the International Association for the Study
of Pain (IASP), pain is an unpleasant sensory and
emotional experience associated with acute or
possible tissue damage. Pain is always subjective
and is defined as the fifth vital sign. Considering
that it can reduce and weaken the quality of life,
pain is an important health problem. The aim of
this paper is to show the symptoms and signs that
are significant in identifying the causes of pain,
the pathways of pain stimulus transmission as
well as the pathophysiological events in the body
that cause pain in peripheral joints.

Methods. The UpToDate and PubMed databas-
es were reviewed using the keywords pain, pe-
ripheral joints, etiology. The inclusion criteria
were the availability of complete review articles
in English published in the period from 2019 to
2024. 25 articles met the above criteria.

Discussion. Peripheral joint diseases are a com-
mon reason for visiting a family medicine doc-
tor. They can significantly impair the patient's
quality of life and functionality. Early diagnosis
and effective management of these conditions
are key to preventing long-term complications.
The clinical presentation of peripheral joint dis-
ease may include the following symptoms: pain
(acute, chronic, localized or diffuse), stiffness
(especially morning stiffness in inflammatory ar-
thritis), and loss of function and swelling. Signs
that manifest in these conditions are erythema,
warmth, deformities, sounds when moving the
joint (crepitations) and reduced range of motion.
The causes of peripheral joint diseases in which
pain as a vital sign dominates can be divided into
bone, periosteum and cartilage diseases, extra-ar-
ticular rheumatism, connective tissue diseases,
arthritis associated with spondylosis, metabol-
ic and endocrine diseases, conditions related to
joint infections, conditions after joint trauma,

neuropathic disorders, malignant diseases and
pharmacologically induced arthritis and arthral-
gias. The most common cause of peripheral joint
pain in the elderly is osteoarthritis, while in the
younger population the pain is more often a re-
sult of tendovaginitis or bursitis. In osteoarthritis,
the pain is often mechanical and worsens with
activity, while in inflammatory conditions, such
as rheumatoid arthritis, morning stiffness and
symmetrical swelling predominate. Gout is char-
acterized by the sudden appearance of intense
pain and swelling, most often in the first metatar-
sophalangeal joint.

Conclusion. Symptoms and signs of peripheral
joint pain are crucial for early and accurate di-
agnosis. The family medicine doctor has a sig-
nificant role in recognizing pain patterns, assess-
ing health status and initiating timely treatment.
Early recognition of inflammatory signs can pre-
vent permanent joint damage and improve patient
outcomes.
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Uvod s ciljem: Osteoartritis (OA) je kronic-
na, progresivna, degenerativna bolest zglobova
koja je ujedno i najcesc¢a zglobna bolest i jedan
od najCeS¢ih zdravstvenih problema u svijetu.
Predstavlja jedan od vaznijih uzroka fizicke i rad-
ne nesposobnosti osoba srednje i starije Zivotne
dobi te se veZe uz visoke troskove lijeCenja, viso-
ku stopu trenutne i stalne onesposobljenosti kao
i Cest prijevremeni odlazak u mirovinu. Rizi¢ni
faktori za nastanak bolesti su multifaktorijalni, te
se uz dosadasnje staticko opterecenje i genetiku,
sve viSe razmatraju metabolicki i endokrini uzro-
ci, Sto dovodi do jednog sasvim novog poimanja
patofiziologije bolesti te razmatranja novih tera-
pijskih pristupa. Cilj ovog rada je ukazati na mo-
guce metabolicke i endokrine uzroke bolesti, kao
i mogucu kombinaciju istih, Sto dodatno otezava
prepoznavanje te moze maskirati klinicki sliku.

Rasprava: Tijekom starenja dolazi do porasta
razine sistemske upale zbog povecane proizvod-
nje proupalnih citokina, kao Sto su TNF-a, IL-1f,
IL-6, IL-12, IL- 18, te interferoni tipa 1 (IFNs I),
koji je uglavnom rezultat starenja stanica i sta-
renja imunoloSkog sustava. Kronic¢na upala se
smatra glavnim mehanizmom starenja i razvoja
kroni¢nih bolesti, 5to je najbolje dokazano za
kardiovaskularne bolesti i degenerativne bolesti.
Sve viSe je dokaza koji govore u prilog da postoji
interakcija izmedu upale, metabolickih i vasku-
larnih poremecaja, koji u zajednickoj patofizio-
loSkoj osnovi povezuje te bolesti. Pretilost kao
akcelerator svih upalnih zbivanja osim vasku-
larnih i metabolickih manifestacija, dodatno po-
gorsava staticku funkciju perifernih zglobova te
dovodi do pogorSanja postojeceg stanja. Novije
studije upravo u fokus sve vise stavljaju razumi-
jevanje uloge kronic¢ne upale niskog stupnja kao
dodatnog okidaca u razvoju bolesti perifernih
zglobova, Sto dovodi do klinic¢kog pitanja je li ra-
zvoj OA posljednica degenerativne, metabolicke
ili kumulativne uloge.

Zakljucak: Trenutno znanje o povezanosti iz-
medu starenja i razvoja bolesti povezanih sa

LITERATURA:

starenjem joS uvijek je nepotpuno, a klinicka pro-
cjena upale jos nije standardizirana. Nedavne stu-
dije sugeriraju fenotipsku podkategorizaciju OA
kako bi se bolje razumjela patogeneza i uzroci
povezani s OA. Ovi podtipovi ukljucuju katego-
rije povezane sa staro$¢u, posttraumatskim doga-
dajima i metabolickim sindromom. Kao moguce
rijeSenje navodi se grupiranje upalnih markera s
varijablama koje ukazuju na sociodemografske i
klinicke karakteristike pacijenata s OA i kardio-
metabolickim poremecajem kako bi se dobio
uvid u skrivene fenotipove i temeljne patofizio-
loske pozadine. Navedene Cinjenice od klju¢nog
su znacaja za obiteljske doktore jer su prva karika
u lancu u radu s pacijentima, zbog Cega je potreb-
no uloZiti dodatno vrijeme u edukaciju i imple-
mentaciju u svakodnevni klinicki rad.
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Introduction with aim: Osteoarthritis (OA) is
a chronic, progressive, degenerative joint dis-
ease that is also the most common joint disease
and one of the most common health problems
in the world. It represents one of the most im-
portant causes of physical and work disability in
middle-aged and elderly people and is associated
with high treatment costs, a high rate of current
and permanent disability, and frequent early re-
tirement. Risk factors for the development of the
disease are multifactorial, and in addition to the
current static load and genetics, metabolic and
endocrine causes are increasingly being consid-
ered, which leads to a completely new under-
standing of the pathophysiology of the disease
and consideration of new therapeutic approach-
es. The aim of this paper is to point out possible
metabolic and endocrine causes of the disease, as
well as a possible combination of them, which
further complicates recognition and can mask the
clinical picture.

Discussion: During aging, there is an increase
in the level of systemic inflammation due to the
increased production of pro-inflammatory cyto-
kines, such as TNF-a, IL-1p, IL-6, IL-12, IL-18,
and type 1 interferons (IFNs I), which is mainly
the result of cell aging and the aging of the im-
mune system. Chronic inflammation is consid-
ered a major mechanism of aging and the devel-
opment of chronic diseases, which is best proven
for cardiovascular diseases and degenerative
diseases. There is increasing evidence that there
is an interaction between inflammation, metabol-
ic and vascular disorders, which in a common
pathophysiological basis connects these diseas-
es. Obesity, as an accelerator of all inflammatory
events except vascular and metabolic manifesta-
tions, further worsens the static function of pe-
ripheral joints and leads to a worsening of the
existing condition. Recent studies are increasing-
ly focusing on understanding the role of chronic
low-grade inflammation as an additional trigger
in the development of peripheral joint diseases,

which leads to the clinical question of whether
the development of OA is a consequence of a de-
generative, metabolic or cumulative role.

Conclusion: Current knowledge on the asso-
ciations between aging and the development of
age-related diseases is still incomplete and the
clinical evaluation of inflammaging has not yet
been standardized. Recent studies have sug-
gested phenotypically subcategorizing OA to
better understand the pathogenesis and causes
related to OA. These subtypes entail age-relat-
ed, post-traumatic event-related, and metabol-
ic syndrome-related categories. Recent studies
suggest a phenotypic subcategorization of OA
to better understand the pathogenesis and caus-
es associated with OA. These subtypes include
categories related to age, post-traumatic events,
and metabolic syndrome. A possible solution is to
group inflammatory markers with variables that
indicate sociodemographic and clinical charac-
teristics of patients with OA and cardiometabolic
disorders to gain insight into hidden phenotypes
and underlying pathophysiological backgrounds.
These facts are of key importance for family doc-
tors because they are the first link in the chain in
working with patients, so it is necessary to invest
additional time in education and implementation
in daily clinical work.
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Introduction with aim. Neuropathic disorders
of peripheral joints represent a significant clin-
ical challenge, especially in primary health care,
because they often occur in patients with chronic
diseases such as diabetes, arthritis, and post-trau-
matic injuries. Timely recognition of neuropathic
symptoms and their connection with degener-
ative processes in the joints is crucial for early
treatment and reduction of complications. If they
are not recognized in time, these disorders can
lead to serious functional impairments and de-
crease the quality of life of patients. This lecture
aims to emphasize the key role of neurological
mechanisms in the development of osteoarthri-
tis (OA) and neuropathic disorders of peripher-
al joints, to emphasize the importance of early
diagnosis, and to emphasize the importance of
early diagnosis and timely intervention, which
will be useful to both general practitioners and
specialists.

Discussion. Periarticular nerve endings play an
important role in the regulation of blood flow,
proprioception, and nociception. In OA dysfunc-
tion of the neurovascular system occurs, which
contributes to the loss of joint tissue integrity and
the progression of the disease. A decrease in the
number of proprioceptors and nociceptors inter-
feres with the sense of joint position and pain
mechanisms, which further increases the risk
of structural damage. Also, studies have shown
that patients with OA have altered brain activity,
which can be partially normalized by total joint
replacement. Damage to the nervous system of
peripheral joints significantly contributes to the
pathogenesis and progression of OA. Drugs used
in the treatment of neurological diseases, such as
antiepileptics and antidepressants, have shown

potential in alleviating the symptoms of OA. The
role of family medicine doctors is crucial in ear-
ly recognition of neuropathic symptoms, timely
management of comorbidities, and referral of pa-
tients to specialist treatment. A multidisciplinary
approach, which includes neurologists, orthope-
dists, and physiatrists, is necessary to optimize
the outcome and improve the quality of life of
patients with neuropathic disorders of peripheral
joints.

Conclusion. It is extremely important to consid-
er current dilemmas for a better understanding
of the etiology, diagnostic, and therapeutic pro-
cedures of neuropathic disorders of peripheral
joints in the direction of a better understanding
of this issue and the application of new effective
therapies.
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Uvod s ciljem: Bol u zglobovima cest je razlog
javljanja lije¢niku obiteljske medicine, a moguci
uzroci su brojni i iznimno raznoliki, ukljucujuéi i
primjenu lijekova i odredenih vrsta cjepiva. Cilj
ovog rada je prikazati lijekove koji mogu izazvati
bol u zglobovima, odnosno artritis, te moguce al-
ternativne lijekove s manje nuspojava.

Rasprava: Velik broj lijekova mozZe za nuspoja-
vu imati bol u zglobovima, a patofizioloski me-
hanizmi su razliciti, kao i nacini manifestacije
koji mogu varirati od kratkotrajne i reverzibilne
oligoartralgije do dugotrajnog artritisa s trajnim
posljedicama na zglobovima. Vrijeme od pocetka
uzimanja lijeka do pojave simptoma takoder je
promjenjivo, od nekoliko dana do nekoliko mje-
seci, Sto dodatno oteZava postavljanje dijagnoze.
Od antimikrobnih lijekova artralgiju kao nuspo-
javu mogu manifestirati kinoloni, doksiciklin, ri-
fampicin i antifungik vorikonazol. Bol u zglobo-
vima i artritis poznate su nuspojave kemoterapije,
a najCesc¢e se povezuju uz inhibitore aromataze
(anastrozol, letrozol i eksemestan) i paklitaksel.
Artralgija je kasna nuspojava inhibitora aroma-
taze, javlja se nakon jednog do Sest mjeseci od
pocetka primjene, a zglobovi su obi¢no sime-
tricno zahvaceni. Ucinkovita moZe biti primjena
nesteroidnog antiinflamatornog lijeka (NSAIL),
zamjena drugim lijekom iz iste skupine, kratki
prekid uzimanja lijeka ili primjena malih doza
prednizona. U tezZim slucajevima lijek treba uki-
nuti iz terapije, nakon Cega se simptomi unutar
Cetiri tjedna potpuno povlace. Farmakoloski ar-
tritis kao diferencijalnu dijagnozu treba uzeti u
obzir i pri uzimanju DPP-4 inhibitora, izotreti-
noina i nekih psihofarmaka, prvenstveno mir-
tazapina. Artralgija se javlja u 3-5% slucajeva
primjene DPP-4 inhibitora, obi¢no pri uvodenju
lijeka u terapiju. Ukoliko primjena NSAIL nije
dovoljno ucinkovita, lijek je potrebno zamijeniti
drugim antihiperglikemikom, nakon ¢ega dolazi
do poboljsanja tijekom jednog do dva mjeseca.
Dokazana je povezanost primjene cjepiva protiv
rubeole s pojavom artralgije i artritisa, osobito
kod odraslih. Poznato je da mnogi lijekovi mogu
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dovesti do hiperuricemije s posljedi¢nim razvo-
jem uri€nog artritisa. Primjena diuretika jedan je
od najvaznijih uzroka sekundarne hiperuricemije,
prvenstveno diuretika Henleove petlje. Poveéanje
koncentracije mokra¢ne kiseline u serumu ovisno
je o dozi i mozZe se uociti unutar nekoliko dana od
pocetka lije¢enja. Hiperuricemija moZe biti po-
sljedica uzimanja imunosupresiva, antituberkulo-
tika, malih doza acetilsalicilne kiseline i omepra-
zola. Citotoksi¢ni kemoterapeutici mogu dovesti
do naglog i znacajnog porasta uri¢ne kiseline,
obi¢no 48 do 72 h nakon primjene. Bolesnike
koji uzimaju lijekove koji mogu inducirati hipe-
ruricemiju treba poticati na adekvatnu hidraciju
uz periodi¢ne kontrole razine urata u krvi i prace-
nje simptoma koji mogu prethoditi napadu gihta.

Zakljucak: Znanje o lijekovima koji mogu uzro-
kovati artritis i/ili artralgiju iznimno je bitno u
svakodnevnom radu lijecnika obiteljske medi-
cine jer rano prepoznavanje povezanosti ovih
simptoma s uzimanjem lijeka dovodi do brzeg
ublaZavanja tegoba promjenom terapije te sma-
njuje potrebu za nepotrebnim pretragama.
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Introduction with aim: Joint pain is a common
reason for visiting the family doctor office. The
possible causes are numerous and extremely di-
verse, including the use of medications and cer-
tain types of vaccines. The purpose of this paper
is to present medications that can cause arthral-
gia or arthritis, as well as possible alternative
medications with fewer side effects.

Discussion: A large number of medications can
cause joint pain as a side effect, and the patho-
physiologic mechanisms are diverse, as are the
ways of manifestation, which can vary from
short-term and reversible oligoarthralgia to
long-term arthritis with permanent consequenc-
es on the joints. The time period from the start
of taking the drug to the onset of symptoms is
also variable, from a few days to a few months,
which makes it even more difficult to make a
diagnosis. Among antimicrobial drugs, quinolo-
nes, doxycycline, rifampicin, and the antifungal
voriconazole can manifest arthralgia as a side
effect. Joint pain and arthritis are known side ef-
fects of chemotherapy, and are most commonly
associated with aromatase inhibitors (anastro-
zole, letrozole, and exemestane) and paclitaxel.
Arthralgia is a late side effect of aromatase in-
hibitors, occurring one to six months after the
start of use, and the joints are usually affected
symmetrically. The use of a nonsteroidal an-
ti-inflammatory drug (NSAID), replacement
with another drug from the same group, a brief
interruption of its use, or the use of low doses
of prednisone may be effective. In more severe
cases, the drug should be discontinued from ther-
apy, after which the symptoms will completely
resolve within 4 weeks. Drug-induced arthritis
as a differential diagnosis should also be tak-
en into account when taking DPP-4 inhibitors,
isotretinoin and some psychotropic medications,
primarily mirtazapine. Arthralgia occurs in 3-5%
of cases of DPP-4 inhibitor use, usually when
the drug is introduced into therapy. If the use of
NSAIDs is not effective enough, the drug should
be replaced with another antihyperglycemic,

after which improvement occurs over one to two
months. The use of the rubella vaccine has been
proven to be associated with the occurrence of
arthralgia and arthritis, especially in adults. It is
well known that many medications can lead to
hyperuricemia with the consequent development
of gouty arthritis. The use of diuretics is one of
the most important causes of secondary hyper-
uricemia, primarily loop diuretics. The increase
in serum uric acid concentration is dose-depen-
dent and may be observed within a few days of
starting treatment. Hyperuricemia can be caused
by taking immunosuppressants, antituberculosis
drugs, low doses of acetylsalicylic acid or ome-
prazole. Cytotoxic chemotherapeutic agents can
lead to a sudden and significant increase in uric
acid, usually 48 to 72 hours after administration.
Patients taking medications that can induce hy-
peruricemia should be encouraged to maintain
adequate hydration, with periodic monitoring of
blood urate levels and monitoring for symptoms
that may precede a gout attack.

Conclusion: Knowledge about medications that
can cause arthritis and/or arthralgia is very im-
portant for family medicine physicians because
early recognition of the connection with medi-
cation intake leads to faster relief of symptoms
by changing therapy and reduces the need for
unnecessary dijagnostics.
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Uvod s ciljem: Fleboartroza je istodobna prisut-
nost kronicne venske bolesti nogu svih stadija i
osteoartritisa, najceSce koljena, ali i gleznja. Cilj
rada je ukazati na potrebu za dijagnosticko-tera-
pijskim postupcima u obje bolesti, jer svaka po-
jedina¢no pogorSava simptome one druge, znatno
narusavajuci kvalitetu Zivota bolesnika.

Rasprava: Pojam fleboartroze poznat je una-
trag pedesetak godina, kada su ga opisali nje-
macki autori primijetivSi znacCajnije artroticne
promjene koljena u bolesnika s varikoznim ve-
nama. Simptomi su bol u zglobu u mirovanju,
uz pojacavanje boli u kretanju koje je oteZano,
oticanje, teZina i grcevi, Sto su sve preklapajuci
nespecificni simptomi za obje bolesti. Uslijed
bolova, bolesnici reduciraju kretanje Sto dodatno
pogorsava venske simptome zbog neaktivnosti
vensko-miSi¢ne pumpe lista i/ili stopala, i dopri-
nosi progresiji obje bolesti. Naime, osnovna pa-
tofizioloska promjena u kroni¢noj venskoj bolesti
je prisutnost venske hipertenzije uz pojavu mani-
festnog ili okultnog edema. Hrskavica, aponeuro-
ze i ligamenti zgloba nemaju direktnu vaskulari-
zaciju, stoga kisik i nutritijenti dolaze do stanica
procesom difuzije iz okolnih vaskularnih struk-
tura. Ukoliko je prisutan edem u tkivu, prehrana
tih struktura je reducirana, dolazi do propadanja
i razvoja kronicne upale, odnosno osteoartritisa.
Ujedno, Cesta je anatomska pozicija varikoznih
vena u podrucju koljena, a one su posljedica
aksijalnog refluksa u velikoj i maloj safenalnoj
veni. Cak i prisutnost retikularnih vena i telean-
giektazija u spoju s insuficijentnim perforantnim
venama koljena dovodi do fleboartroze. Ukoliko
posumnja na kombinaciju ovih dviju bolesti, li-
jeCnik obiteljske medicine ucinit ¢e fizikalni
pregled uz opis klinickih znakova obje bolesti te
bolesnika uputi na obradu venskog i koStano-mi-
Si¢nog sustava. U najveceg broja bolesnika, fle-
boloski pregled s ultrazvucnim pregledom oboje-
nim dopplerom sva tri venska sustava, ukazat ce
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na anatomsku distribuciju i patofizioloski meha-
nizam nastanka bolesti. Ortopedskim pregledom
uz slikovnu obradu, prvenstveno RTG, dobit ¢e
se uvid u prosirenost osteoartriticnih promjena te
odrediti konzervativno i/ili operativno lijeCenje.
U slucaju potvrde venske bolesti, preporuka je
prvo nju lijeciti. Metode su konzervativne, kom-
binacija kompresivne terapije Carapama, koje
uvijek moraju biti iznad koljena s venoaktivnim
lijekovima, i operativne endovenske i/ili kirurske
metode, a sve u cilju smanjenja venske hiperten-
zije. To ¢e u najveceg dijela bolesnika s pocet-
nom i umjerenom fleboartrozom smanjiti tegobe
i odgoditi potrebu za operativnim ortopedskim
lijecenjem. U onih s razvijenom artrozom i u po-
trebi za operativnim lijeCenjem, oCekuje se manje
komplikacija zahvata i brzi oporavak. Ujedno, u
obje skupine takav ¢e pristup lijeCenju poboljsati
pokretljivost, smanjiti bol i potrebu za uzima-
njem protuupalnih lijekova. Kvaliteta Zivota prije
lijecenja je znatno naruSena zbog tegoba vezanih
uz obje bolesti. OteZano je svakodnevno funkci-
oniranje uz povecanu potrebu za tudom pomoci
Sto, uz kroni¢nu bol, dovodi do znacajnih psi-
holoskih poteSkoca, primarno anksioznosti i de-
presije. Stoga je za oCekivati da ¢e lijeCenje obje
komponente fleboartroze doprinijeti poboljSanju
ukupne kvalitete Zivota.

Zakljucak: U bolesnika s fleboartrozom potrebni
su dijagnosticko-terapijski postupci obje kompo-
nente bolesti, venske i osteoartritisa. Preporucuje
se zapoceti s lijeCenjem venske bolesti konzer-
vativnim i endovenskim ili kirurSkim metodama
u cilju smanjenja venske hipertenzije, a potom
provoditi ortopedsko lijeCenje. Uloga lijecnika
obiteljske medicine je prepoznati obje bolesti te
bolesniku pruZiti cjelokupnu skrb u svim fazama
lijecenja.
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Introduction with the aim: Phleboarthrosis is
the simultaneous presence of chronic venous dis-
ease of all stages and osteoarthritis, most often
of the knee, but also of the ankle. The aim of the
paper is to point out the need for diagnostic and
therapeutic procedures in both diseases, because
each individually worsens the symptoms of the
other, significantly impairing the patient's qual-
ity of life.

Discussion: The term phleboarthrosis was known
about fifty years ago, when it was described by
German authors who noticed more significant ar-
thritic changes in the knees in patients with var-
icose veins. Symptoms include pain in the joint
at rest, with increasing pain on movement that
is difficult, swelling, heaviness and cramps, all
of which are overlapping non-specific symptoms
for both diseases. Due to pain, patients reduce
movement, which further worsens venous symp-
toms due to the inactivity of the venous-muscu-
lar pump (calf and/or foot) and contributes to the
progression of both diseases. Namely, the basic
pathophysiological change in chronic venous
disease is the presence of venous hypertension
with the appearance of manifest or occult ede-
ma. Cartilage, aponeuroses and ligaments of the
joint do not have direct vascularization, therefore
oxygen and nutrients reach the cells through the
process of diffusion from the surrounding vascu-
lar structures. If there is edema in the tissue, the
nutrition of these structures is reduced, deterio-
ration and development of chronic inflammation,
i.e. osteoarthritis, occurs. At the same time, the
anatomical position of varicose veins in the knee
area is common, and they are the result of axi-
al reflux in the great and small saphenous vein.
Even the presence of reticular veins and telangi-
ectasia in conjunction with insufficient perforat-
ing veins of the knee leads to phleboarthrosis. If
he suspects a combination of these two diseases,
the family doctor will perform a physical exam-
ination with a description of the clinical signs of
both diseases and refer the patient to treatment
of the venous and musculoskeletal system. In the
most of patients, a phlebological examination

with color Doppler ultrasound examination of all
three venous systems will indicate the anatomical
distribution and pathophysiological mechanism
of the disease. Orthopedic examination with im-
aging, primarily X-ray, will provide insight into
the extent of osteoarthritic changes and deter-
mine conservative and/or operative treatment. In
case of confirmation of venous disease, it is rec-
ommended to treat it first. The methods are con-
servative, a combination of compression therapy
with stockings, which must always be above the
knee with venoactive drugs, and operative endo-
venous and/or surgical methods, all with the aim
of reducing venous hypertension. In the most of
patients with initial and moderate phleboarthro-
sis, this will reduce complaints and delay the
need for operative orthopedic treatment. In those
with developed arthrosis and in need of operative
treatment, fewer procedure complications and
faster recovery are expected. At the same time,
in both groups, such an approach to treatment
will improve mobility, reduce pain and the need
to take anti-inflammatory drugs. The quality of
life before treatment was significantly impaired
due to the complaints related to both diseases.
Daily functioning is made more difficult with an
increased need for other people's help, which,
along with chronic pain, leads to significant psy-
chological difficulties, primarily anxiety and de-
pression. Therefore, it is to be expected that the
treatment of both components of phleboarthrosis
will contribute to the improvement of the overall
quality of life.

Conclusion: Patients with phleboarthrosis re-
quire diagnostic and therapeutic procedures for
both components of the disease, venous and os-
teoarthritis. It is recommended to start with the
treatment of venous disease with conservative
and endovenous or surgical methods in order
to reduce venous hypertension, and then carry
out orthopedic treatment. The role of the fami-
ly doctor is to recognize both diseases and pro-
vide the patient with overall care in all phases of
treatment.
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Uvod. Seksualna aktivnost ne samo da doprino-
si emocionalnom zadovoljstvu, fizickom uZitku,
smanjenju stresa i opuStanju, ve¢ i pozitivno
utjeCe na kvalitetu spavanja. Nesanica, osobito
kroni¢ni poremecaj spavanja, zna€ajno ugrozava
kvalitetu Zivota, utjeCuc¢i na mentalno, fizicko i
emocionalno zdravlje. Povezanost izmedu nesa-
nice i seksualne funkcije je sloZena i dvosmjer-
na — nesanica moZe smanjiti seksualnu Zelju i
izvedbu, dok naruSena seksualna funkcija moze
pogor3ati kvalitetu sna. Cilj je istraZiti fizioloSke,
hormonske i psiholoske veze izmedu spavanja i
seksualne funkcije te utjecaj nesanice na seksual-
no zdravlje muskaraca i Zena.

Rasprava. Spavanje je regulirano cirkadijanim
sustavom (budenje) i sustavom pritiska na spa-
vanje ("uspavljivanje"), koji oznaCava potrebu
za snom. Unutarnja (endogena) regulacija ritma
budenje/san dolazi iz suprahijazmatske jezgre
hipotalamusa (SCN) i utjeCe na periferne organe
putem hipofize i drugih hipotalamickih centara.
Takoder, modulira odgovor na stres indirektno,
kroz autonomni Ziv€ani sustav i adrenalni kor-
teks. Postoji anatomska i funkcionalna razlika
izmedu muskaraca i Zena u veli¢ini i strukturi
SCN, $to vjerojatno objasnjava spolne razlike u
ciklusu budnosti i spavanja, kao i u reakcijama
na stres. Spolni hormoni mogu utjecati na san,
no tocan mehanizam jo$ nije potpuno razjasnjen.
Vanjski (egzogeni) faktori, kao Sto su svjetlost,
tjelovjezba, unos hrane, temperatura i lijekovi,
takoder igraju vaznu ulogu. Iako postoje razlike
u kvaliteti sna izmedu muskaraca i Zena, one jo$
nisu jasno definirane, osobito u kontekstu uloge
hormona poput testosterona, estrogena i proge-
sterona. Seksualna aktivnost, posebno partnerski
seks uz orgazam, pokazuje pozitivhu povezanost
s kvalitetom sna, jer doprinosi oslobadanju hor-
mona poput oksitocina i prolaktina, koji poticu
opuStanje i pospanost. Tome dodatno pomaze
i emocionalna povezanost medu partnerima.

LITERATURA:

Suprotno tome, seksualna aktivnost bez orgazma,
ukljucujué¢i masturbaciju, nije povezana s pro-
mjenama u spavanju, a razlike izmedu muSkaraca
i Zena nisu prisutne. SniZavanje razine kortizola
nakon seksualnog odnosa smanjuje stres, olak-
Savajuci uspavljivanje. S druge strane, seksualne
disfunkcije mogu naruSiti kvalitetu sna. Dobra
kvaliteta sna ima pozitivan u¢inak na seksual-
nu aktivnost u oba spola. U Zena, loSa kvaliteta
sna, ali ne i trajanje sna, povezana je s ve¢im ri-
zikom od seksualne disfunkcije. Dugotrajna ne-
sanica iscrpljuje tijelo i um, povecavajudi razinu
stresa, Sto negativno utjece na seksualnu Zelju u
oba spola. U muskaraca moZe izazvati erektilnu
disfunkciju, dok kod Zena smanjuje seksualno
uzbudenje. Kroni¢ni nedostatak sna takoder re-
meti hormonalnu ravnotezZu, smanjujuéi razi-
nu testosterona, klju¢nog za seksualnu Zelju. U
Zena, nesanica moZe utjecati na razine estrogena
i progesterona, dodatno naruSavajuci seksualnu
funkciju i povecavajuéi rizik od bolnih odnosa.
Stres i anksioznost, Cesti kod osoba s nesanicom,
mogu smanjiti seksualnu Zelju i stvarati negativ-
nu povratnu spregu izmedu loSeg sna i nezadovo-
ljavajuceg seksualnog Zivota. Depresija, koja je
Cesto povezana s nesanicom, dodatno pogorSava
oba aspekta.

Zakljucak. Seksualna funkcija i nesanica me-
dusobno su povezane kroz sloZene fizioloske,
hormonske i psiholoSke mehanizme. Holisticki,
multidisciplinarni pristup, koji ukljucuje regula-
ciju sna, smanjenje stresa, partnersku podrsku, a
po potrebi i hormonsku terapiju, moZe pozitivho
utjecati na oba segmenta.
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Uvod s ciljem. Prema opéeprihvaéenoj pojedno-
stavljenoj definiciji, spavanje je prirodno stanje
smanjene voljne motoricke aktivnosti, smanje-
nog odgovora na stimulaciju i stereotipnog drza-
nja. Cilj izlaganja je saZeto prikazati arhitekturu
i fiziologiju spavanja i ukazati na nesanicu kao
simptom ali i ¢imbenik rizika za razvoj ili egza-
cerbaciju psihickih poremecaja te na nuZnost nje-
zinog pravovremenog lijecenja.

Rasprava. Normalno spavanje organizirano je u
cikluse, uobicajeno Cetiri do sedam tijekom nodi,
od kojih se svaki sastoji od non-REM (rapid eye
movement) i REM spavanja. REM spavanje zna-
¢i desinkroniziranu aktivnost mozdanih valova,
brze pokrete o€iju i atoniju voljnih miSi¢a, osim
ocnih i respiracijskih. Tijekom no¢i non-REM
faza se smanjuje, a REM povecava. Non-REM
je podijeljena na Cetiri stadija, tijekom kojih san
postaje dublji a valovi sinkroniziraniji. U REM
fazu ukljucena je vidna kora velikog mozga, lim-
bicki rezanj i hipokampus, koje su tijekom te faze
pojacano aktivne. REM se sastoji od tonicnih i
fazicnih karakteristika; u toni¢noj fazi parasim-
paticka aktivnost je ista kao i kod non-REM, ali
simpaticka aktivnost pada, Sto rezultira domina-
cijom parasimpatikusa. Tijekom fazicne REM
faze i parasimpaticka i simpaticka aktivnost su
povecane, s dominacijom simpatikusa. Spavanje
i budnost regulirani su medusobno inhibiraju¢im
populacijama neurona u hipotalamusu i mozda-
nom deblu, uz ukljucenost niza neurotransmitera.
Nesanica se Cesto smatra poremecajem hiperuz-
budenja, ili pove¢anom somatskom, kognitivnom
i kortikalnom aktivacijom. Isti patofizioloski me-
hanizmi koji uzrokuju psihijatrijske poremecaje,
poput depresije, anksioznosti i psihoze, mogu
uzrokovati i nesanicu. PoviSena dopaminergicka
aktivnost uklju€ena u nastanak psihoze jedan je
od tih mehanizama, isto kao i psihoze izazvane
psihoaktivnim tvarima, prototip kojih je psihoza
i nesanica izazvana kokainom. Nesanicu mogu
uzrokovati i lijekovi koji povisuju serotonergicku
aktivnost, kao selektivni inhibitori ponovne po-
hrane serotonina, koji se koriste u lijeCenju de-
presivnih i anksioznih poremecaja. Dvosmjerna
je veza nesanice i depresije: nesanica moze biti

LITERATURA:

¢imbenik rizika za kasniji razvoj depresije, mar-
ker je povecanog rizika od suicidnih misli, kao i
¢imbenik rizika za recidiv u osoba koje se lijece
od depresije. Nesanica je Cesta u osoba oboljelih
od shizofrenije, i to u svim fazama bolesti, cak
i tijekom faza remisije, i glavni je ¢imbenik ri-
zika za recidiv. Osobe sa shizofrenijom obicno
imaju disfunkciju cirkadijalnog ritma, no kako
zbog Cestih komorbiditeta s tjelesnim bolestima
Cesto uzimaju statine, beta-blokatore i inhibitore
angiotenzin-konveritraju¢eg enzima, potrebno je
razmotriti i ulogu navedenih psihofarmaka u na-
stanku nesanice. Osobe s anksioznim poremeca-
jima, kao panicni poremecaj, generalizirani ank-
siozni poremecaj i fobije, takoder pokazuju vecu
ucestalost nesanice i ostalih poremecaja spavanja
negoli op¢a populacija. I kod osoba koje zloupo-
trebljavaju psihoaktivne supstance i alkohol, kao
i kod osoba koje pate od bihevioralnih ovisno-
sti, zabiljeZena je poviSena ucestalost nesanice.
Osobe s pocetnim i izraZenim psihoorganskim
promjenama takoder vrlo Cesto pate od nesanice.

Zakljucak. Prepoznavanje i lijeCenje nesanice
znaci poboljSanje komorbidnih psihi¢kih pore-
mecaja, te je za postizanje optimalnog ishoda
nuzno istovremeno ih lijeciti. U pravilu se po-
boljSanje na planu nesanice postiZe pravovreme-
nim i racionalnim lije¢enjem osnovnog psihickog
poremecaja.
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Introduction with aim. A widely held simplified
definition of sleep is that of a natural state of re-
duction in voluntary motor activity, a decreased
response to stimulation, and stereotypic posture.
Our aim is to summarize the architecture and
physiology of sleep and to point out insomnia as
a symptom but also as a risk factor for the onset
or exacerbation of mental disorders and the ne-
cessity of its timely treatment.

Discussion. Normal sleep is organized into cy-
cles, usually four to seven during the night, each
consisting of non-REM and REM sleep. REM
sleep consists of desynchronized brain wave ac-
tivity, rapid eye movements and voluntary mus-
cles atonia, except for the eye and respiratory
muscles. During the night, the non-REM phase
decreases and the REM increases. Non- REM is
divided into four stages, during which sleep be-
comes deeper and the waves are more synchro-
nized. The REM-phase involves increased activ-
ity of the cerebral cortex, the limbic lobe and the
hippocampus. REM consists of tonic and phasic
characteristics; in the tonic phase, parasympa-
thetic activity is the same as in non-REM, but
sympathetic activity decreases, resulting in the
dominance of the parasympathetic nervous sys-
tem. Sleep and wakefulness are regulated by mu-
tually inhibitory populations of neuron sin the hy-
pothalamus and brainstem, as well as by various
neutrotransmitters. Insomnia is often considered
to be a disorder of hyperarousal, or increased
somatic, cognitive, and cortical activation. The
same pathophysiological mechanisms that cause
psychiatric disorders, such as depression, anxiety,
and psychosis, can also cause insomnia or hyper-
somnia. Increased dopaminergic states that are
implicated in causation of psychosis can cause
insomnia. This can also be true for drug-induced
psychosis, such as cocaine-induced psychosis
and insomnia. Medications that increase seroto-
nergic activity (e.g., selective serotonin reuptake
inhibitors) can cause insomnia. There is a bidi-
rectional relationship between insomnia and de-
pression. Insomnia can be a risk factor for subse-
quent development of depression, it is a marker
for increased risk of suicidal thinking, and is also

a risk factor for relapse in patients treated for de-
pression. Insomnia is common in patients with
schizophrenia, during any stage of the illness,
even during remission stages, as they tend to have
circadian rhythm dysfunctions. Due to their com-
mon comorbid disorders, patients with schizo-
phrenia are often prescribed medications that can
cause insomnia, for example statins, beta-block-
ers, angiotensin-converting enzyme inhibitors
and so on. People with anxiety disorders, such as
panic disorder, generalized anxiety disorder, and
phobias, also have a higher incidence of insom-
nia compared to general population. Prevalence
of insomnia is higher in patients with substance
use disorders, alcohol abuse and behavioral ad-
dictions. Insomnia is also common in people with
organic psychosyndrome.

Conclusion. Recognizing and treating insomnia
means improving comorbid mental disorders,
and in order to achieve an optimal outcome,
it is necessary to treat them at the same time.
Improvement of sleep is achieved with timely
and rational treatment of the underlying mental
disorder.
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Introduction: Sexual activity not only contrib-
utes to emotional satisfaction, physical pleasure,
stress reduction, and relaxation, but also posi-
tively affects sleep quality. Insomnia, especially
chronic sleep disorders, significantly disrupts
quality of life, impacting mental, physical, and
emotional health. The relationship between in-
somnia and sexual function is complex and bi-
directional — insomnia can reduce sexual desire
and performance, while impaired sexual function
can worsen sleep quality. The aim is to explore
the physiological, hormonal, and psychological
connections between sleep and sexual function,
as well as the impact of insomnia on sexual
health in both men and women.

Discussion. Sleep is regulated by the circadian
system (wakefulness) and the sleep pressure sys-
tem ("sleepiness"), which signals the need for
sleep. The internal (endogenous) regulation of
the wake/sleep rhythm originates from the supra-
chiasmatic nucleus (SCN) of the hypothalamus
and influences peripheral organs through the
pituitary gland and other hypothalamic centers.
It also indirectly modulates the stress response
through the autonomic nervous system and adre-
nal cortex. There are anatomical and functional
differences between men and women in the size
and structure of the SCN, which likely explain
some gender differences in the wakefulness and
sleep cycle, as well as stress responses found in
various studies. Sex hormones may affect sleep,
but the exact mechanism is not fully understood.
External (exogenous) factors, such as light, exer-
cise, food intake, temperature, and medications,
also play an important role. Although there are
differences in sleep quality between men and
women, these are not yet clearly defined, es-
pecially considering the role of hormones like
testosterone, estrogen, and progesterone. Sexual
activity, particularly partnered sex with orgasm,
shows a positive association with sleep quality

as it promotes the release of hormones like oxy-
tocin and prolactin, which aid relaxation and in-
duce sleepiness. Emotional connection between
partners further contributes to this effect. In
contrast, sexual activity without orgasm, includ-
ing masturbation, is not associated with sleep
changes, and no gender differences are observed.
Reducing cortisol levels after sexual intercourse
decreases stress, facilitating sleep onset. On the
other hand, sexual dysfunctions can impair sleep
quality. Good sleep quality has a positive impact
on sexual activity in both genders. In women,
poor sleep quality, but not sleep duration, is
linked to a higher risk of sexual dysfunction.
Chronic insomnia depletes the body and mind,
increasing stress levels, which negatively im-
pacts sexual desire in both sexes. In men, it can
cause erectile dysfunction, while in women, it
reduces sexual arousal. Chronic sleep depriva-
tion also disrupts hormonal balance, lowering
testosterone levels, which are essential for sexual
desire. In women, insomnia can affect estrogen
and progesterone levels, further impairing sexual
function and increasing the risk of painful inter-
course. Stress and anxiety, common in individu-
als with insomnia, can reduce sexual desire and
create a negative feedback loop between poor
sleep and unsatisfying sexual life. Depression,
often associated with insomnia, further exacer-
bates both aspects.

Conclusion. Sexual function and insomnia are
interconnected through complex physiological,
hormonal, and psychological mechanisms. A
holistic, multidisciplinary approach that includes
sleep regulation, stress reduction, partner sup-
port, and, if necessary, hormone therapy, can
positively impact both areas.

REFERENCES: [HIITHTHRHEREEREEREERERE e e i

1. Wright CJ, Milosavljevic S, Pocivavsek A. The stress of losing sleep: Sex-specific neurobiological
outcomes. Neurobiol Stress. 2023;24:100543. doi: 10.1016/j.ynstr.2023.100543.
2. Smith PC, Mong JA. Neuroendocrine Control of Sleep. Curr Top Behav Neurosci. 2019;43:353-

378. doi: 10.1007/7854_2019_107.

3. Harrington YA, Parisi JM, Duan D, Rojo-Wissar DM, Holingue C, Spira AP. Sex Hormones,
Sleep, and Memory: Interrelationships Across the Adult Female Lifespan. Front Aging Neurosci.
2022;14:800278. doi: 10.3389/fnagi.2022.800278.

4. Sprajcer M, O'Mullan C, Reynolds A, Paterson JL, Bachmann A, Lastella M. Sleeping together:
understanding the association between relationship type, sexual activity, and sleep. Sleep Sci.
2022;15:80-88. doi: 10.5935/1984-0063.20220005.



Extended Abstract
Glavni program

B Nesanica - simptom ili primarna bolest?

Andrej Pangerc!

1. Katedra za obiteljsku
medicinu, Medicinski
fakultet, SveudiliSte
u Ljubljani, Ljubljana,
Slovenija

49

Kljucne rijeci: nesanica, poremecaji spavanja, primarna nesanica, sekundarna nesanica
Adpresa za dopisivanje: Vrazov trg 2, Ljubljana, Slovenija

E-adresa: andrej.pangerc@mf.uni-lj.si
ORCID: https://orcid.org/0000-0003-2428-6501

Uvod s ciljem. Nesanica, uobicajeni poremecaj
spavanja, oCituje se kao trajna poteSkoca u us-
pavljivanju ili odrZavanju sna, unato¢ adekvat-
nim uvjetima za spavanje. Ovi no¢ni poremecaji
povezani su sa znaCajnim dnevnim oSteCenjima,
ukljucujuci umor, razdrazljivost i kognitivne dis-
funkcije. Ovaj rad ima za cilj istraZiti nesanicu
kao simptom i kao primarnu bolest, naglasavaju-
¢i klinicke i dijagnosticke izazove u razlikovanju
ove dvije klasifikacije.

Rasprava. Kada se nesanica javlja kao simptom,
Cesto je posljedica somatskih ili psihijatrijskih
bolesti. MoZe biti izazvana primjenom odre-
denih lijekova ili supstanci, ili kombinacijom
navedenih ¢imbenika. Cesti medicinski uzroci
koji narusavaju normalnu fiziologiju sna uklju-
Cuju bol, kongestivno zatajenje srca, benignu
hiperplaziju prostate, bolesti Stitnjace, sindrom
nemirnih nogu i neuroloska stanja (npr. moZdani
udar, Parkinsonovu bolest). Nesanica je takoder
Cesto kljucni simptom psihijatrijskih poremecaja
poput depresije i anksioznosti, uzrokovanih hi-
perbudno$¢u i maladaptivnim misaonim obras-
cima. Neki uobicajeni lijekovi takoder mogu
pridonijeti ili izazvati nesanicu, poput inhibitora
ponovne pohrane serotonina, inhibitora ponovne
pohrane noradrenalina, inhibitora acetilkoline-
steraze, L-dope i sistemskih steroida. KoriStenje
supstanci poput alkohola, kofeina i nikotina po-
gorSava poteSkoCe sa spavanjem naruSavajuci
cirkadijalne ritmove i povecavaju¢i razinu bud-
nosti. Primarna nesanica, ukljucujuc¢i uobicaje-
nu psihofiziolosku nesanicu i rijetku idiopatsku
nesanicu u djetinjstvu, javlja se neovisno o dru-
gim stanjima. Psihofizioloska nesanica odrzava
se povecanom pobudenoSc¢u i negativnim asoci-
jacijama sa spavanjem, Cesto izazvana stresom.
Karakterizirana je anticipacijskom anksiozno$¢u
i maladaptivnim obrascima spavanja koji perpe-
tuiraju stanje. Idiopatska nesanica u djetinjstvu,
rjedi podtip, smatra se genetski ili neurobioloski
uvjetovanom i karakterizira je doZivotni poreme-
¢aj sna. Razlikovanje nesanice kao simptoma ili
primarne bolesti temelji se na detaljnoj klini¢-
koj anamnezi uz podrsku dijagnostickih alata.

LITERATURA:

Dnevnici spavanja mogu pruZiti informacije o
obrascima i prekidima sna. Validirani upitnici po-
put Indeksa teZine nesanice (ISI) procjenjuju oz-
biljnost. Po potrebi, polisomnografija, poligrafija
i aktigrafija mogu pomodi u isklju€ivanju drugih
poremecaja spavanja, poput opstruktivne apneje
u snu. Kronic¢na nesanica dijagnosticira se samo
ako je neovisni klinicki entitet koji nije uzroko-
van komorbiditetima. Ucinkovito lijeCenje ne-
sanice ovisi o njezinoj klasifikaciji. Kod sekun-
darne nesanice, lijeCenje osnovnog stanja (npr.
optimizacija upravljanja boli ili psihijatrijske
skrbi) je od najvece vaznosti. Prilagodba terapije
lijekovima ili lijeCenje ovisnosti o supstancama
takoder moZe pomod¢i u ublaZavanju simptoma.
Za primarnu nesanicu, kognitivno-bihevioralna
terapija za nesanicu (CBT-I) smatra se zlatnim
standardom, jer ima usporediv akutni ucinak s
farmakoloskim tretmanima, uz dugorocne odrZi-
ve koristi. Farmakoloske intervencije obi¢no su
rezervirane za kratkotrajnu primjenu zbog rizika
od ovisnosti i tolerancije.

Zakljucak. Razlikovanje nesanice kao simptoma
i primarnog poremecaja kljucno je za toCnu di-
jagnozu i ucinkovito lijeCenje. Dok sekundarna
nesanica zahtijeva rjeSavanje osnovnih uzroka,
primarna nesanica zahtijeva ciljanje bihevioral-
nih i, prema potrebi, farmakoloskih intervencija.
Ovaj nijansirani pristup osigurava optimalne is-
hode za pacijente i naglaSava sloZenost nesanice
kao klinickog entiteta.

1. The European Insomnia Guideline: An update on the diagnosis and treatment of insomnia 2023.

J Sleep Res. 2023;32(6):e14035.

2. Scammell TE, Saper CB, Czeisler CA. Sleep Disorders. In: Loscalzo J, Fauci A, Kasper D,
Hauser S, Longo D, Jameson JL, editors. Harrison's Principles of Internal Medicine, 21e. New

York, NY: McGraw-Hill Education; 2022.
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Introduction with aim. Insomnia, a common
sleep disorder, manifests as persistent difficulty
in initiating or maintaining sleep, despite ade-
quate opportunity and a conducive sleep envi-
ronment. These nocturnal disturbances are as-
sociated with significant daytime impairments,
including fatigue, irritability and cognitive dys-
function. This paper aims to explore insomnia
as both a symptom and a primary disease, high-
lighting the clinical and diagnostic challenges in
distinguishing between these two classifications.

Discussion. When insomnia occurs as a symp-
tom, it is often a consequence of somatic or psy-
chiatric illnesses. It can also be triggered by the
use of certain medications or drugs or by a com-
bination of the above factors. Common medical
conditions that disrupt normal sleep physiology
and cause insomnia include pain, congestive
heart failure, benign prostatic hypertrophy, thy-
roid disease, restless legs syndrome and neu-
rological conditions (e.g. stroke, Parkinson’s
disease). Insomnia is also often a core symptom
of psychiatric disorders such as depression and
anxiety, caused by hyperarousal and maladaptive
thought patterns. Some commonly prescribed
medications can also contribute to or trigger
insomnia. Examples include selective serotonin
receptor inhibitors, norepinephrine reuptake
inhibitors, acetylcholine esterase inhibitors,
L-dopa and systemic steroids. Substance use,
including alcohol, caffeine and nicotine, exac-
erbates sleep difficulties by altering circadian
rhythms and increasing arousal levels. Primary
insomnia, including the common psychophys-
iologic insomnia and the rare idiopathic child-
hood onset insomnia, occurs independently of
other conditions. Psychophysiologic insomnia
is perpetuated by heightened arousal and nega-
tive sleep associations, often triggered by stress.
It is characterized by anticipatory anxiety and
maladaptive sleep behaviors that perpetuate
the condition. Idiopathic childhood insomnia,
a rarer subtype, is thought to have a genetic or
neurobiological basis and is characterized by
lifelong sleep disturbances. The differentiation

of insomnia as a symptom or primary disease is
based on a detailed clinical history supported by
diagnostic tools. Sleep diaries can provide infor-
mation about sleep patterns and interruptions.
Validated questionnaires such as the Insomnia
Severity Index (ISI) assess the severity. If nec-
essary, polysomnography, polygraphy and ac-
tigraphy can help to rule out other sleep disor-
ders, such as obstructive sleep apnea. Crucially,
chronic insomnia is only diagnosed if it is an
independent clinical focus that is not due to co-
morbidities. Effective treatment of insomnia de-
pends on its classification. In secondary insom-
nia, treatment of the underlying condition (e.g.,
optimization of pain management or psychiatric
care) is of utmost importance. Adjusting medi-
cation or treating substance use can also help to
alleviate symptoms. For primary insomnia, cog-
nitive behavioral therapy for insomnia (CBT-I) is
considered the gold standard, as it has a compa-
rable acute effect to pharmacological treatments
while providing sustained long-term benefits.
Pharmacological interventions are generally re-
served for short-term use due to the risk of de-
pendence and tolerance.

Conclusion. Distinguishing between insom-
nia as a symptom and as a primary disorder is
essential for accurate diagnosis and effective
treatment. While secondary insomnia requires
addressing the underlying causes, primary in-
somnia requires targeted behavioral and when
appropriate, pharmacological interventions. This
nuanced approach ensures optimal outcomes for
patients and highlights the complexity of insom-
nia as a clinical entity.
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Uvod s ciljem: sinkopa je nagli gubitak svi-
jesti izazvan smanjenom perfuzijom mozga.
Karakterizira je brz pocetak, kratko trajanje i pot-
puni spontani oporavak. Etioloski razlikujemo
refleksnu, kardiogenu, ortostatsku. Cilj ovog rada
je dati prikaz kompleksnosti i specificnog nacina
odlucivanja u obiteljskoj medicini kroz pristup
pacijentu sa sinkopom. U kratkom vremenu, ce-
sto i bez moguénosti dijagnosticke obrade, vazno
je razmotriti sva stanja koja dolaze u obzir , od
onih benignih do Zivotno ugrozZavajucih i proci-
jeniti potrebu za hitnim transportom i bolnickim
lijecenjem.

Rasprava: Prvi korak u pristupu pacijentu sa sin-
kopom je kvalitetna anamneza, heteroanamneza
i fizikalni pregled koji ukljuCuje procjenu stanja
svijesti, frekvencije disanja, sr¢ane akcije, neuro-
loskog statusa kao i podatke o tjelesnoj tempera-
turi. U obradi obavezno je mjerenje tlaka u leZe-
¢em poloZaju i pri ustajanju te EKG nalaz i nalaz
pulsne oksimetrije, Sto je vazno za diferencijalnu
dijagnostiku nekih stanja. Uzrok ostaje nepoznat
u tre¢ini slucajeva. Vecina pacijenata je u trenut-
ku pregleda je asimptomatska, Sto predstavlja
dodatni izazov u evaluaciji i stratifikaciji rizika
pacijenta sa sinkopom. Stratifikacija rizika vazna
je kako bi pacijente niskog rizika sa sigurnoS¢u
mogli otpustiti uz odgovarajuce upute. Iznimno
je vazno prepoznati pacijente visokog rizika koji
u podlozi imaju ozbiljnu sréanu bolest koja je u
stanju dovesti do ozbiljnih komplikacija pa i na-
gle srcane smirti te ih je potrebno odmah primiti u
bolnicu. Osim toga, nepotrebne bolnicke obrade,
pad kvalitete Zivota zbog ucestalih ozljeda tije-
kom padova, posebice kod starijih, predstavlja
znacajan zdravstveni problem.

Zakljucak: Nakon bezuspjesnih pokusaja da
se u klinicku praksu uvedu standardizirani alati
za stratifikaciju rizika sinkope, istiCe se vaZnost
obiteljskog lijecnika kao osobe prvog kontakta u
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ranom prepoznavanju stanja koja zahtijevaju li-
jeCenje i dijagnosticku obradu u viSoj razini.
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Introduction and Aim: Syncope is a sudden loss
of consciousness caused by reduced cerebral per-
fusion. It is characterized by a rapid onset, short
duration, and complete spontaneous recovery.
Etiologically, syncope can be classified as reflex,

for syncope in clinical practice, the role of the
family physician as the first point of contact re-
mains essential in the early recognition of condi-
tions requiring further diagnostic evaluation and
specialized treatment.

cardiogenic, or orthostatic. The aim of this paper
is to present the complexity and specific deci-
sion-making process in family medicine when
approaching a patient with syncope. In a short
period of time, often without access to diagnostic
tests, it is crucial to consider all possible causes,
ranging from benign to life-threatening condi-
tions, and to assess the need for urgent transport
and hospital treatment.

Discussion: The first step in the approach to a
patient with syncope is a thorough medical his-
tory, including heteroanamnesis, and a physical
examination that evaluates consciousness level,
respiratory rate, heart rate, neurological status,
and body temperature. Essential diagnostic steps
include measuring blood pressure in both supine
and standing positions, performing an ECG, and
assessing oxygen saturation, all of which are im-
portant for differential diagnosis. The cause of
syncope remains unknown in one-third of cases.
Most patients are asymptomatic at the time of ex-
amination, posing an additional challenge in risk
assessment and stratification. Risk stratification
is crucial for safely discharging low-risk patients
with appropriate instructions while promptly
recognizing high-risk patients with underlying
serious cardiac conditions that may lead to se-
vere complications, including sudden cardiac
death, necessitating immediate hospitalization.
Additionally, unnecessary hospital admissions
and decreased quality of life due to frequent
fall-related injuries, particularly in the elderly,
represent significant public health concerns.

Conclusion: Despite unsuccessful attempts to
implement standardized risk stratification tools
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Uvod s ciljem. Nesanica predstavlja jedan od
najCes¢ih problema na koje se Zale pacijenti
u ordinacijama lijecnika obiteljske medicine.
UCcestalost nesanice raste s dobi i ¢eSc¢a je u Zena.
. Podaci kazu kako se 35.2% odraslih Zali na nea-
2. Katedra interne dek . S
. L ekvatan san, a uCestalost nesanice je najveca u
medicine, Mefj_I.CVmSkl dobnoj skupini izmedu 45. i 54. godine (39%),
fakl;”tet Sveucilista u dok je najniZa ucestalost u osoba starijih od 65
Splitu godina (26.3%). Cilj je prikazati kao nesanica
utjece na metabolicke procese u organizmu.

Rasprava. Intervencijske studije u zdravih odra-
slih osoba istraZivale su utjecaj nesanice na razli-
Cite metabolicke domene poput unosa i potrosnje
energije, poremecaja apetita - hedonistickog uno-
sa hrane, te homeostaze glukoze. Znacajan porast
energetskog unosa je povezan sa smanjenjem sna
Sto dovodi do ukupne pozitivne energijske rav-
noteZe. Takoder, pozitivan energijski unos moze
biti i posljedica povec¢anog apetita. Sve navedene
promjene dovode do razvoja pretilosti. Neovisno
o poremecaju energetske homeostaze i promjeni
tjelesne mase, manjak sna dovodi i do smanjenja
inzulinske osjetljivosti. Poznato je da je nesanica
povezana s komplikacijama Se¢erne bolesti U
osoba sa Se¢ernom bolesti tipa 2 visoka je uce-
stalost nesanice koja je povezana s losijom kon-
trolom glikemije. Ucestalost nesanice u osoba sa
Secernom bolesti tipa 2 je 4 puta veca u uspored-
bi sa opéom populacijom. Nadalje, nesanica je
povezana sa 23% viSom razinom glukoze i 48%
viSom razinom inzulina na taSte u osoba sa Se-
cernom bolesti. Isto tako, nesanica je povezana
s poviSenim rizikom za visSe vrijednosti HbA1C,
glukoze na taSte i indeksa tjelesne mase.

Zakljucak. Nesanica je Cest poremecaj spavanja
i vrlo Cesto je zanemarena kako od strane lijec-
nika obiteljske medicine, tako i od svih ostalih
bolnickih specijalista. S obzirom na visoku Zivot-
nu dob populacije te visoku ucestalost nesanice u
populaciji kod starijih, te onih oboljelih od Secer-
ne bolesti, preporuca se probir na nesanicu putem
jednostavnih upitnika te savjetovanje.
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Discussion. Interventional studies in healthy
adults have explored the effects of total or partial
sleep restriction on the following metabolic do-
mains: energy expenditure, energy intake, dys-
regulated eating behaviors (hedonistic eating)
and glucose homeostasis. A substantial increase
in energy intake accompanies sleep restriction
resulting in a net positive energy balance. This
increased energy intake might be facilitated by
increased hunger. These combined changes could
lead to the development of obesity. Also, inde-
pendent of dysregulations in energy homeostasis
and weight changes, sleep restriction consistent-
ly reduces insulin sensitivity. Insomnia has also
been associated with diabetes complications.
Among people with type 2 diabetes, there is a
high prevalence of insomnia which have been as-
sociated with worse glycemic control. The prev-
alence of insomnia in this population is nearly 4
times as high that reported in the general pop-
ulation. Furthermore, insomnia was associated
with a 23% higher fasting glucose level and 48%
higher fasting insulin levels in subjects with di-
abetes. Also, insomnia and insomnia symptoms
in people with type 2 diabetes were associated
with an increased risk of having a higher HbA1c,
a higher fasting glucose, and a higher value of
body mass index.

Conclusion. Insomnia is a common sleep dis-
order and is often overlooked both by general
practitioners and by all other hospital specialists.
Since there is a higher incidence of insomnia
with increasing age and comorbidities such as
diabetes mellitus, screening for insomnia is rec-
ommended using simple questionnaires, along
with counseling.
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Uvod s ciljem: Najcesc¢i uzrok vrucice u onko-
loskih pacijenata su infekcije, a neutropenijska
vruica predstavlja hitno stanje zbog visokog
morbiditeta i mortaliteta. Maligne bolesti mogu
biti u podlozi vruéice nepoznatog uzroka zbog
citokina iz tumorskih stanica, ili zbog paraneo-
plasticnog sindroma. Vru¢ica moZe biti vezana i
uz kemoterapiju, radioterapiju i imunoterapiju,
moZe se javiti post-operativno te uz transfuzije
krvi ili tromboemboliju. Tek uz lijeCenje i isklju-
Civanje infekcije moZemo posumnjati na druge
uzroke. Cilj rada je prikazati razliCite uzroke
vruéice u onkoloskih pacijenata te preporuke za
dijagnostiku i lijecenje s posebnim naglaskom na
febrilnu neutropeniju kao hitno stanje.

Rasprava: Febrilna neutropenija se definira po-
viSenom tjelesnom temperaturom (oralna visa od
38,3° C ili temperatura viSa od 38° C tijekom > 1
sata) u bolesnika koji imaju apsolutni broj neutro-
fila manji od 0,5 x 109/L ili broj neutrofila za koji
se oCekuje smanjenje na manje od 0,5 x 109/L u
sljedecih 48 sati. NajCeSce se javlja u bolesnika
koji primaju citotoksi¢nu terapiju, uglavnom 7
dana po primjeni terapije. Vruica ne mora uvijek
biti prisutna, primjerice kod osoba na kortikoste-
roidnoj terapiji ili osoba starije Zivotne dobi. Uz
vru€icu se obicno javlja i klinicki manifestna in-
fekcija, iako upalni odgovor moze biti oslabljen
radi manjka neutrofila. Zbog promptne rutinske
uporabe empirijskih antibiotika, uzro€nici in-
fekcije se danas rjede dokumentiraju. Vazni su
detaljna anamneza i fizikalni pregled a najvje-
rojatnija mjesta za infekciju su: koZa, mjesta
katetera, mjesta biopsije i aspirata koStane srZzi,
zubi, orofarinks i gingivalne povrSine, sinusi,
pluc¢a, abdomen, i perianalno podrucje. Daljnja
dijagnosticka obrada ukljuCuje laboratorijske
nalaze, mikrobioloSke uzorke i slikovne metode
ovisno o klinickim indikacijama. Kod svih bo-
lesnika s febrilnom neutropenijom, empirijsku
antibiotsku terapiju potrebno je zapoceti unutar

LITERATURA:

1 sata od pocetka obrade te kada su (po mogu¢-
nosti) uzeti uzorci za bakterijske kulture. Odabir
antibiotske terapije ovisi o svrstavanju bolesnika
u skupine niskog ili visokog rizika za nastanak
teSke infekcije. Koriste se klinicki kriteriji i bo-
dovni sustavi poput MASCC sustava, Talcott i
CISNE. Procjena rizika moZe pomoc¢i pri odre-
divanju primjene empirijske antibiotske terapije
(oralno ili intravenski), mjesta lijeCenja (bolnicko
ili izvanbolnicko) i trajanja antibiotske terapije.
Pacijenti koji su procijenjeni niskog rizika mogu
se razmotriti za izvanbolnicko lijecenje nakon te-
meljite procjene i promatranja > 4 sata. U slucaju
izvanbolnickog lijeCenja najcesce se primjenjuje
peroralna terapija ciprofloksacinom uz amoksici-
lin/klavulansku kiselinu. Vazna je i odgovaraju-
¢a socijalna i obiteljska podrska, blizina mjesta
stanovanja bolnici, te redovite kontrole obitelj-
skog lijecnika. Empirijsko lijeCenje antibioticima
obicno se nastavlja do oporavka neutrofila. Ako
se vrucica nastavi nakon 2-3 dana ili ako postoje
znakovi progresivne infekcije obavezan je pri-
jem u bolnicu. Kod ne-neutropenijske vruéice i
prisutnih znakova infekcije pristupamo lijecenju
kao i kod ne-onkoloskih pacijenta uz oprez prema
mogucim atipi¢nim uzro¢nicima. Kod iskljucene
infekcije treba razmotriti neinfektivni uzrok: vru-
¢ica izazvana tumorskim citokinima, paraneo-
plasti¢ni sindrom, lijekovi, tromboembolija.

Zakljucak: Kod vrucice u onkoloskih pacijena-
ta primarno je tragati za infekcijom i postupati
u skladu s klinickim smjernicama. Najopasnije
stanje predstavlja febrilna neutropenija kod koje
je, zbog supresije neutrofila, visok rizik razvoja
sepse. Obiteljski lijecnici imaju kljuénu ulogu u
prepoznavanju febrilne neutropenije, a posebno u
pracenju pacijenata niskog rizika koji se lijece u
izvanbolnickim uvjetima.

1. TaplitzRA, Kennedy EB, Bow EJ, Crews J, Gleason C, Hawley DK, i sur. Outpatient Management
of Fever and Neutropenia in Adults Treated for Malignancy: American Society of Clinical
Oncology and Infectious Diseases Society of America Clinical Practice Guideline Update. J Clin

Oncol. 2018 May 10;36(14):1443-1453.

2. Febrile Neutropenia. BMJ, Studeni 2024. Dosupno na: https://bestpractice.bmj.com/topics/en-

gb/950

3. Braga CC, Taplitz RA, Flowers CR. Clinical Implications of Febrile Neutropenia Guidelines in
the Cancer Patient Population. J Oncol Pract. 2019 Jan;15(1):25-26.
4. Klastersky, J. et al. Management of febrile neutropenia: ESMO Clinical Practice Guidelines.
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Introduction with aim: The most common
cause of fever in patients with cancer is infec-
tion, and neutropenic fever is an emergency due
to high morbidity and mortality. Malignant dis-
eases can be a cause of fever of unknown ori-
gin due to cytokines from tumor cells, or due to
paraneoplastic syndrome. Fever can be related
to chemotherapy, radiotherapy and immuno-
therapy, it can occur post-operatively and with
blood transfusions or thromboembolism. Only
with treatment and exclusion of infection can we
suspect other causes. The aim of the paper is to
show the different causes of fever in oncology
patients and recommendations for diagnosis and
treatment with special emphasis on febrile neu-
tropenia as medical emergency.

Discussion: Febrile neutropenia is defined by
elevated body temperature (oral higher than
38.3°C or temperature higher than 38°C for > 1
hour) in patients who have an absolute neutro-
phil count of less than 0.5 x 109/L or a neutrophil
count which is expected to decrease to less than
0.5 x 109/L in the next 48 hours. It most often
occurs in patients receiving cytotoxic therapy,
mostly 7 days after the therapy. Fever does not
always have to be present, for example in peo-
ple on corticosteroid therapy or elderly people.
Fever is usually accompanied by a clinically
manifested infection, although inflammatory
response may be weakened due to lack of neu-
trophils. Due to the prompt routine use of em-
piric antibiotics, the causative agents of infec-
tion are less often documented today. A detailed
history and physical examination are important,
and the most likely sites for infection are: skin,
catheter sites, bone marrow biopsy and aspirate
sites, teeth, oropharynx and gingival surfac-
es, sinuses, lungs, abdomen, and perianal area.
Further diagnostic workup includes laboratory
findings, microbiological samples and imaging
methods depending on clinical indications. In all

patients with febrile neutropenia, empiric antibi-
otic therapy should be started within 1 hour of
presentation and when (if possible) samples for
bacterial cultures have been taken. The choice of
antibiotic therapy depends on the patient's clas-
sification into low or high risk groups for severe
infection. Clinical criteria and scoring systems
such as the MASCC system, Talcott and CISNE
are used. Risk assessment can help determine the
use of empiric antibiotic therapy (oral or intra-
venous), the location of treatment (inpatient or
outpatient) and the duration of antibiotic therapy.
Patients assessed as low risk may be considered
for outpatient management after thorough evalu-
ation and observation for > 4 hours. In the case
of outpatient treatment, oral ciprofloxacin thera-
py with amoxicillin/clavulanic acid is most often
used. Adequate social and family support, the
proximity of the place of residence to the hospi-
tal, and regular check-ups by the family doctor
are also important. Empiric antibiotic treatment
is usually continued until neutrophil recovery. If
the fever continues after 2-3 days or if there are
signs of progressive infection, admission to the
hospital is mandatory. In the case of non-neutro-
penic fever with signs of infection, we approach
the treatment as in non-oncology patients with
caution towards possible atypical pathogens.
When infection is ruled out, a non-infectious
cause should be considered: fever caused by tu-
mor cytokines, paraneoplastic syndrome, drugs,
thromboembolism

Conclusion: In case of fever in cancer patients,
the priority is to look for infection and act in ac-
cordance with clinical guidelines. The most dan-
gerous condition is febrile neutropenia, in which,
due to the suppression of neutrophils, there is a
high risk of developing sepsis. Family physi-
cians have a key role in recognizing febrile neu-
tropenia, and especially in monitoring low-risk
patients treated in the outpatient setting.
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Uvod s ciljem: Vrucica je poviSenje tjelesne tem-
perature iznad normalnih vrijednosti, koje nasta-
je kao odgovor organizma na razlicite fizioloske,
patoloske ili imunoloSke procese. Normalna tje-
lesna temperatura kod odraslih osoba obic¢no se
krece izmedu 36,5 °C i 37,5 °C, dok se vrucica
definira kao temperatura iznad 38 °C. Iako vruci-
ca nije bolest, ve¢ simptom, ona ukazuje na pri-
sutnost infekcija, upala, autoimunih poremecaja,
tumora ili drugih patoloskih stanja. Cilj rada je
definirati vru¢icu kao ozbiljan simptom u radu
obiteljskih lije¢nika, koji u praksi moZe imati
najrazlicitije uzroke.

Rasprava: Vrucica je fizioloski odgovor orga-
nizma na razlicite ¢imbenike, poput bakterijskih,
virusnih, gljivicnih infekcija ili drugih upalnih
procesa, a mehanizam nastanka se pokrece kada
termoregulacijski centar u hipotalamusu reagira
na ove poremecaje. NajceS¢e se javlja kod pa-
cijenata s akutnim infekcijama, posebno disnih
i mokrac¢nih puteva. Posebno je Cesta kod djece
i kod novorodencadi i dojencadi i moZe ukazi-
vati na ozbiljnije bolesti. Prisustvo vrucice Cesto
nije znak prisustva bolest, ve¢ simptom razli¢itih
bolesti i stanja. . Dugotrajna vru¢ica bez jasnih
simptoma moZe biti izazvana razli¢itim uvjetima
i bolestima. Ovaj oblik vru¢ice moZe biti poseb-
no izazovan za dijagnosticiranje jer ne postoji
oCigledan uzrok poput tipicnih simptoma infek-
cije ili upale. Neki od moguéih uzroka ukljucuju:
kronicne infekcije( moguce je da osoba ima du-
gotrajnu infekciju koja ne uzrokuje ocite simp-
tome) To mogu biti bolesti poput tuberkuloze,
endokarditisa (upala sr¢anih zalistaka), bruceloze
ili kroni¢nog apscesa); autoimune bolesti (pore-
mecaji poput sistemskog lupus eritematosusa,
reumatoidnog artritisa ili Stillove bolesti mogu
uzrokovati vru¢icu koja traje dugo bez jasnih
vanjskih simptoma); maligne bolesti (neke vrste
raka, poput limfoma, leukemije ili metastatskih
karcinoma, mogu izazvati dugotrajnu vruéicu
bez drugih ociglednih simptoma u pocetnim fa-
zama bolesti) lijekovi i lijekovima; inducirane
vru¢ice ( neki lijekovi mogu izazvati poviSenu
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temperaturu kao nuspojavu, Sto mozZe trajati neko
vrijeme i bez drugih simptoma. To ukljucuje lije-
kove poput antibiotika, antiepileptika ili lijekova
za visoki krvni tlak). vruéica nepoznatog uzroka
(u nekim slucajevima, kada vrucica traje dulje
vrijeme i ne moZe se utvrditi uzrok unato¢ svim
ispitivanjima, dijagnoza moZe biti "vrucica ne-
poznatog uzroka). Ovo stanje obi¢no se dijagno-
sticira nakon Sto su iskljuceni svi drugi uzroci;
endokrine bolesti( poremecaji poput hipertireoze
,<takoder mogu uzrokovati poviSenu temperaturu
koja traje duZe vrijeme, Cesto bez drugih ozbilj-
nih simptoma LijeCenje vru¢ice uz simptomatsko
smanjenje temperature, ukljuCuje i usmjeravanje
na osnovne bolesti koja ju uzrokuje.

Zakljucak: Vazno je pratiti stanje pacijenta i pra-
vovremeno dijagnosticirati uzrok vrucice kako bi
se odabrala odgovarajuca terapija, bilo da je rije¢
o infekcijama, autoimunim bolestima ili mali-
gnim oboljenjima. Ako se javi dugotrajna vruci-
ca bez jasnih simptoma, potrebno je konzultirati
lijecnika koji ¢e provesti potrebnu obradu kako
bi utvrdio toCan uzrok i zapoceo odgovarajuce
lijeCenje .

1. Barlow G, Toleman MA, McNulty CAM. Klinicki pristup vruéici u primarnoj zdravstvenoj
zastiti. Br J Gen Pract . 2016;66(652):e605-e613. doi:10.3399/bjgp16X687709.

2. Toth E, Mihalyi M, Kovacs A. Groznica u primarnoj zdravstvenoj zastiti: dijagnosticki izazov za
obiteljske lijecnike. Madarski casopis za obiteljsku medicinu . 2020;23(4):27-34.

3. Popi¢V, Kati¢ M. U: Kati¢ M, Bergman Markovi¢ B, Dimini¢ Lisica I suradnici. Izazovi u
praksi obiteljskog lijecnika- II. dio, Medicinska naklada, Zagreb. 2024; 103-117,256-276.

4. Schwarz A, Gértner J, Wiegand S. Izazov upravljanja groznicom u obiteljskoj praksi. Fam Pract
. 2022;36(4):477-483. doi:10.1093/fampra/cmy113.



Extended Abstract
Main program

M Fever as a symptom in a family medicine practice

Sanda Pribié'?3

1. Private family
medicine practice

2. Faculty of dental
medicine and health

3. Association of
teachers in general
practice/family
medicine

58

Keywords: family medicine, fever, fever of unknown origin
Correspondence address: Osijek, Park k. Petra KreSimira IV/6

E-mail: sandamfos@gmail.com
ORCID: 0000-0002-1794-453X

Introduction with aim: Fever is an increase in
body temperature above normal values, which
occurs as an organism's response to various
physiological, pathological or immunological
processes. Normal body temperature in adults
usually ranges between 36.5 °C and 37.5 °C,
while fever is defined as a temperature above 38
°C. Although fever is not a disease, but a symp-
tom, it indicates the presence of infections, in-
flammation, autoimmune disorders, tumours or
other pathological conditions. The goal of the
paper is to define fever as a serious symptom in
the work of family medicine doctors, which in
practice can have a wide variety of causes.

Discussion: Fever is the body's physiological
response to various factors, such as: bacterial
viral and fungal infections or other inflammato-
ry processes. The mechanism of its occurrence
is triggered when the thermoregulatory centre
in the hypothalamus reacts to these disorders.
It most often occurs in patients with acute in-
fections, mostly respiratory and urinary tract
infections. It is especially common in children,
in newborns and infants, and may indicate more
serious diseases. The presence of fever is often
not a sign of disease, but a symptom of various
diseases and conditions. Long-lasting fever with-
out clear symptoms can be caused by different
conditions and diseases. This form of fever can
be particularly challenging to diagnose because
there is no obvious cause like the typical symp-
toms of infection or inflammation. Some of the
possible causes include chronic infections (it is
possible that a person has a long-term infection
that does not cause obvious symptoms). These
can be diseases such as : tuberculosis, endocar-
ditis (inflammation of the heart valves), brucel-
losis or chronic abscess); autoimmune diseases
(disorders such as systemic lupus erythematous,
rheumatoid arthritis or Still's disease can cause
fever that lasts for a long time without clear
external symptoms); malignant diseases (some
types of cancer, such as lymphoma, leukaemia

or metastatic cancers, can cause prolonged fever
without other obvious symptoms in the initial
stages of the disease) drugs and medicines; in-
duced fever (some drugs can cause an elevated
temperature as a side effect, which can last for
some time without other symptoms. This in-
cludes medicines such as: antibiotics, antiepilep-
tics or medicines for high blood pressure). Fever
of unknown cause is a diagnosis in some cases,
when the fever lasts for a long time and the cause
cannot be determined despite all tests. This con-
dition is usually diagnosed after all other causes
have been excluded; endocrine diseases (disor-
ders such as hyperthyroidism, can also cause
an elevated temperature that lasts for a long
time, often without other serious symptoms).
Treatment of fever, along with symptomatic re-
duction of temperature, also includes targeting
the underlying disease that causes it.

Conclusion: It is important to monitor the pa-
tient's condition and timely diagnose the cause of
the fever in order to choose the appropriate thera-
py, whether it is infections, autoimmune diseases
or malignant diseases. If a prolonged fever oc-
curs without clear symptoms, it is necessary to
consult a doctor who will carry out the necessary
treatment in order to determine the exact cause
and start appropriate treatment.
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Uvod: Temperatura ljudskog tijela jedan je od
klju¢nih vitalnih znakova. Kod odraslih kronic-
nih bolesnika Cesto postoji povezanost, osim s
infekcijom, ali i s komplikacijama kronicne bo-
lesti ili novonastalim stanjima. Cilj je prikazati
manifestaciju temperature i povezanost s uzro-
cima kod kroni¢nih bolesnika, kao i imunoloske
reakcije kod onih koji manifestiraju brojne pore-
mecaje u svom organizmu.

Rasprava: Vrudica je poviSena tjelesna tempe-
ratura koja se javlja kada se tjelesni termostat
(u hipotalamusu u mozgu) ponovno postavi na
viSu temperaturu, prvenstveno kao odgovor na
infekciju. PoviSena tjelesna temperatura koja
nije uzrokovana ponisStavanjem zadane vrijedno-
sti temperature naziva se hipertermija, Cesto na
kraju Zivota. Tjelesna temperatura ovisi o dobi,
zdravstvenom stanju, spolu, psihi¢koj temperatu-
ri okoline, dnevnom ciklusu, hormonalnom sta-
tusu.Medutim, umjerena vruc¢ica moZze biti opa-
snija za odrasle koji su kronicni sréani ili pluéni
bolesnici, jer poviSena temperatura uzrokuje
tahikardiju i tahipneju. Vru¢ica takoder moze
pogorsati psihicko stanje kod osoba s demenci-
jom ili drugim neurodegenerativnim stanjima
ili sepsom. Tvari koje uzrokuju vruéicu naziva-
ju se pirogeni, a kategorizirani su kao infektivni
(najces¢i), neoplasti¢ni (rak) i upalni (ukljucu-
juci autoimune poremecaje, alergijske reakcije i
neke reakcije na lijekove). Infektivni uzrok kod
odraslih s kroni¢nim bolestima s vru¢icom koja
traje 4 dana ili manje (naziva se akutna vrucica)
je rijedak bez superinfekcije. Neinfektivni uzrok
traje dugo ili se ponavlja (leukemija, limfom i rak
bubrega). Upalni poremecaji koji uzrokuju vru-
¢icu ukljuCuju sistemske reumatske poremecaje
kao Sto su reumatoidni artritis, Stylusova bolest,
sistemski eritematozni lupus i arteritis gigantski
stanica. Vru¢ice nepoznatog podrijetla opisuje se
kao febrilna bolest (temperatura 38,3°C ili visa)
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koja traje dva tjedna ili dulje bez utvrdene etio-
logije ili utvrdene dijagnoze unato¢ jednotjednoj
bolni¢koj procjeni. Smatra se da je pad tjelesne
temperature s godinama pojava koja je posljedi-
ca tzv. imunosenzitivnosti ili imunosensencija ili
starenja imunoloSkog sustava, jer stariji pacijenti
Cesto nisu u stanju stvoriti snaZan upalni odgo-
vor na infekcije i bolesti. Njihova temperatura ne
dosegne temperaturni raspon. Stariji kroni¢ni bo-
lesnici Cesto imaju nespecificne simptome s ne-
koliko lokaliziranih nalaza groznice (laZna tem-
peratura) koja je nespecificna, kao Sto su oni koji
se teSko krecu. Virusne bolesti rijetko se nalaze
u starijih osoba najceSc¢e su iskra bolesti pra¢ena
temperaturom koja razvija burnu reakciju cesto
zahvacaju¢i nekoliko organskih sustava. Tumori
su Cest uzrok kod starijih osoba (rak debelog cri-
jeva), kao i temporalni arteritis. Ve¢ina bolesnika
s uobicajenom hipertermijom ima tjelesnu tem-
peraturu niZzu od 38.

Zakljucak: Lijecnici bi trebali obaviti sveobu-
hvatnu procjenu i uzeti detaljnu anamnezu u kro-
ni¢nih bolesnika, osobito kod vruéice nepoznatog
porijekla. Ako je klinicka slika jasna, pacijentu
je potrebna minimalna dijagnostika, ukljucujuéi
kompletnu krvnu sliku, sedimentacija eritrocita
i testiranje razine C-reaktivhog proteina s mo-
gucnoscéu radiografije prsnog kosa, analize urina
i urinokulture, elektrolita, jetrenih enzima, elek-
troforeze proteina u serumu i hormona Stitnja-
Ce. Daljnje pretrage specijalista i subspecijalista
uklju¢uju hemokulture, laktat dehidrogenazu,
feritin, kreatin kinazu, reumatoidni faktor i anti-
nuklearna antitijela, serolosko testiranje specific-
no za regiju (npr. citomegalovirus, Epstein-Barr
virus, tuberkuloza, HIV) i ultrazvuk abdomena
i zdjelice ili kompjutorizirana tomografija. Ako
dijagnoza ostane nedostizna, PET SCEN plus
kompjutorizirana tomografija mozZe pomod¢i, kao
i biopsija.

1.  Unger M, Karanikas G, Kerschbaumer A, Winkler S, Aletaha D. Fever of unknown origin (FUO)
revised. Wien Klin Wochenschr. 2016 Nov;128(21-22):796-801. doi: 10.1007/s00508-016-1083-
9. Epub 2016 Sep 26. PMID: 27670857; PMCID: PMC5104815.

2. Geneva II, Cuzzo B, Fazili T, Javaid W. Normal Body Temperature: A Systematic Review. Open
Forum Infect Dis. 2019 Apr 9;6(4):0fz032. doi: 10.1093/0fid/0fz032. PMID: 30976605; PMCID:
PMC6456186.

3. Hersch EC, Oh RC. Prolonged febrile illness and fever of unknown origin in adults. Am Fam
Physician. 2014 Jul 15;90(2):91-6. PMID: 25077578.

4. Naito T, Tanei M, Ikeda N, Ishii T, Suzuki T, Morita H, Yamasaki S, Tamura J, Akazawa K,
Yamamoto K, Otani H, Suzuki S, Kikuchi M, Ono S, Kobayashi H, Akita H, Tazuma S, Hayashi
J. Key diagnostic characteristics of fever of unknown origin in Japanese patients: a prospective
multicentre study. BMJ Open. 2019 Nov 19;9(11):e032059. doi: 10.1136/bmjopen-2019-032059.
PMID: 31748308; PMCID: PMC6886908.

5. Longo DL, Fauci AS, Kasper DL, Hauser SL, Jameson J, Loscalzo J, eds. Harrison’s Principles
of Internal Medicine, 18th ed. New York, NY: McGraw-Hill; 2012.

59




Extended Abstract
Main program

B Fever in chronic patients

Marta Tundzeval,
Katarina Stavrikj*

1. Family Medicine
Center, Faculty of
Medicine, University
“Ss Cyril and
Methodius”, Skopje,
Republic of N.
Macedonia

Keywords: fever, chronic patients, fever of unknown origin, fever in adults
Correspondence address: Marshal Tito no. 21/2-2,1000 Skopje, RN Macedonia

E-mail: mtundzeva@gmail.com

ORCID: Marta Tundzeva: https://orcid.org/0000-0003-2754-2371
KatarinaStavrikj: https://orcid.org/0000-0002-8319-4554

Introduction: Human body temperature is one
of the key vital signs. In adult chronic patients,
there is often a connection, apart from infection,
but also with complications of a chronic disease
or new conditions. The goal is to show the mani-
festation of temperature and the connection with
the causes in chronic patients, as well as immune
reactions in those who manifest numerous disor-
ders in their body.

Discussion: A fever is an elevated body tempera-
ture that occurs when the body's thermostat (in
the hypothalamus in the brain) resets to a higher
temperature, primarily in response to infection.
Elevated body temperature that is not caused by
resetting the temperature setpoint is called hy-
perthermia, often at the end of life. Body tem-
perature depends on age, state of health, gender,
psychological temperature of the environment,
daily cycle, hormonal status. However, moderate
fever can be more dangerous for adults who have
chronic heart or lung diseases, because elevated
temperature causes tachycardia and tachypnea.
Fever can also worsen the mental state of peo-
ple with dementia or other neurodegenerative
conditions or sepsis. Substances that cause fever
are called pyrogens, and are categorized as infec-
tious (most common), neoplastic (cancer), and
inflammatory (including autoimmune disorders,
allergic reactions, and some drug reactions). An
infectious cause in adults with chronic diseases
with fever lasting 4 days or less (called acute fe-
ver) is rare without superinfection. A non-infec-
tious cause lasts a long time or recurs (leukemia,
lymphoma and kidney cancer). Inflammatory
disorders that cause fever include systemic rheu-
matic disorders such as rheumatoid arthritis,
Stylus disease, systemic lupus erythematosus,
and giant cell arteritis. Fever of unknown ori-
gin is described as a febrile illness (temperature
38.3°C or higher) lasting two weeks or longer

without an established etiology or established di-
agnosis despite a one-week hospital evaluation.
It is considered that the drop in body temperature
with age is a phenomenon that is a consequence
of the so-called immunosenescence or aging of
the immune system, because elderly patients
are often unable to create a strong inflammatory
response to infections and diseases. Their tem-
perature does not reach the temperature range.
Older chronic patients often have nonspecific
symptoms with a few localized findings of fever
(false temperature) that is nonspecific, such as
those with difficulty moving. Viral diseases are
rarely found in the elderly, most often the spark
of the disease is accompanied by a fever that de-
velops a violent reaction, often affecting several
organ systems. Tumors are a common cause in
the elderly (colon cancer), as is temporal arteri-
tis. Most patients with usual hyperthermia have a
body temperature lower than 38.

Conclusion: Physicians should perform a com-
prehensive assessment and take a detailed history
in chronic patients, especially with fever of un-
known origin. If the clinical picture is clear, the
patient needs minimal diagnostics, including a
complete blood count, erythrocyte sedimentation
and C-reactive protein level testing with the pos-
sibility of a chest radiograph, analysis of urine
and urine culture, electrolytes, liver enzymes,
electrophoresis of serum proteins and thyroid
hormones. Further tests by specialists and sub-
specialists include blood cultures, lactate dehy-
drogenase, ferritin, creatine kinase, rheumatoid
factor and antinuclear antibodies, region-specific
serological testing (eg cytomegalovirus, Epstein-
Barr virus, tuberculosis, HIV) and abdominal
and pelvic ultrasound or computed tomography.
If a diagnosis remains elusive, PET SCEN plus
computed tomography can help, as can biopsy.
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Uvod s ciljem. U bolesnika s bubreznim presat-
kom vrucica je Cest alarm za promptnu obradu u
traganju za infekcijom. Medutim, ona nije niti
osjetljiv niti specifican znak infekcije jer se zna-
Cajan udio infekcija dogada bez vrucice, dok se
druga znacajnost odnosi na vruéice neinfektivnog
uzroka. Ucinjena je pretraga literature o vrudici
u bolesnika s bubreznim presatkom i sastavljena
prezentacija na temelju objavljenih podataka i du-
gorocnog iskustva transplantacijskog nefrologa.

Rezultati. Vecina vrucica u bolesnika s bubrez-
nim presatkom prouzrocena je infektivnim uzroc-
nikom, najceSce bakterijom, a epidemiologija se
tijekom vremena mijenjala. KirurSke kompli-
kacije i strana tijela poput katetera najces¢i su
izvor vrucice u ranom poslijetransplantacijskom
razdoblju, obicno infektivne prirode. Infekcije
koje potjecu od darovatelja bubrega su rijetke,
ali se mora i na njih misliti. MoZe do¢i do reak-
tivacije latentne infekcije, poput tuberkuloze ili
herpes zostera. Prije ere profilakse citomegalovi-
rusne (CMV) infekcije vecina febrilnih epizoda,
osobito u ranom poslijetransplantacijskom raz-
doblju, bila je prouzrocena CMV-om. Gljivicne
infekcije poput Aspergillusa su ceS¢e u ovih
bolesnika. Ipak, najceS¢i krivci za vruicu su
mokracne infekcije i pneumonije. Treba tragati
za repertoarom oportunistickih, virusnih, bakte-
rijskih i gljivi¢nih infekcija, na tipi¢nim i manje
tipiCnim (poput srediSnjeg ZivCanog sustava)
mjestima, ZariSnima (npr. apscesi) ili disemini-
ranima. Boravak u bolnici je sve CeS¢e povezan
s nozokomijalnim infekcijama prouzrocenima
rezistentnim bakterijama. Od neinfektivnih uzro-
ka, potrebno je iskljuciti odbacivanje bubreznog
presatka i zlocudnu bolest (osobito tzv. PTLD, od
engl. za poslijetransplantacijsku limfoprolifera-
tivnu bolest). Vrucica uzrokovana lijekovima je
rijetka, no takoder predstavlja jednu od mogu¢no-
sti. U tre¢ine slucajeva vrucice nepoznatog sijela
(tzv. FUO, prema engl.) izvor ostaje neprepoznat
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i nakon 90 dana od pocetka FUO. Dijagnosticki
postupak ukljuCuje detaljnu anamnezu, osobito
epidemiolosku, fizikalni pregled, mikrobiolosku
i slikovnu obradu te u nekim slucajevima biop-
siju bubreznog presatka. Obrada treba pokriti Si-
rok spektar izvora vrucice, u pogledu uzro¢nika i
sijela, prema odredenom protokolu, bez odgode,
a istodobno Cesto treba ukljuciti empirijsku tera-
piju dok se Ceka toc€na dijagnoza. Vrucica u ovih
bolesnika moZe biti pracena brzim pogorSanjem i
hitno¢om, poput sepse i septickog Soka. Terapiju
treba prilagoditi bubreznoj funkciji i interakci-
jama izmedu antimikrobnih i imunosupresivnih
lijekova koje znaju biti znacajne, ali i predvidive.
Lijekove za sniZavanje temperature treba birati
medu nenefrotoksi¢nima, a nesteroidni protu-
upalni lijekovi pri tomu nisu dobrodosli.

Zakljucak Vrucica u bolesnika s bubreznim pre-
satkom mora biti temeljito obradena, u potrazi
za infektivnim i neinfektivnim uzrocima. U imu-
nokompromitiranog bolesnika ove obje skupine
patologija nose povecan rizik za nepovoljan tijek,
komplikacije i ishode, svakako rjede uz pravo-
dobnu dijagnozu i lijeCenje. Epidemiologija se
tijekom vremena promijenila zbog promjena u
dijagnostici, profilaksi, imunosupresiji i lijece-
nju. Epidemiologija se takoder razlikuje i u po-
gledu vremena protekloga nakon transplantacije.
Prevencija, cijepljenje i antimikrobna profilaksa
su obvezni, prema aktualnom protokolu.
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Introduction with aim. In kidney transplant re-
cipients fever is a common alarm for a prompt
work up for infection. However, neither it is a
sensitive nor a specific sign of i fectio , sig-
nificant proportion of infections pass without
fever, while another significance refers to the
fevers noninfectious in origin. Research of the
literature about fever in kidney transplant pa-
tients was done and the presentation made based
on the published data and longtime experience as
nephrologist — transplantologist.

Results Most fevers in kidney transplant patients
are caused by infectious agents, mostly bacterial,
while the epidemiology has changed over time.
Surgery related complications and foreign ma-
terial like catheters are the most frequent origin
of fever in the early post transplantation period,
usually caused by infection. Donor derived in-
fections are rare, but should be also considered.
Latent infections could be reactivated, like tu-
berculosis or herpes zoster. Before the cytomeg-
alovirus (CMV) prophylaxis era, the majority of
the febrile episodes, especially during the first
post-transplant months were due to CMV. Fungal
infections like Aspergillus are more common
in these patients. Still, urinary tract infections
and pneumonias are the most frequent culprits
for fever. A repertoire of opportunistic infec-
tions, viral, bacterial and fungal at typical and
uncommon sites (like central nervous system),
focal (e.g. abscesses) or disseminated should be
looked for. Hospital sojourn is more and more
related to nosocomial infections caused by re-
sistant bacteria. Among noninfectious causes,
kidney transplant rejection and malignancy (par-
ticularly so called PTLD — post transplantation
lymphoproliferative disease) should be exclud-
ed. Drug fever is rare, however, it presents one of
the possibilities, as well. In a third of cases with
initially fever of unknown origin (FUO) it could
not be turned into the known origin even after

90 days since the beginning of FUO. Diagnostics
include detailed history, especially epidemio-
logic (and particularly in terms of seasonal ep-
idemics), physical examination, microbiology,
imaging and kidney graft biopsy in some cases.
The work up should cover broad causes in terms
of agents and sites through a defined procedure,
without delay, along with often empiric therapy
while waiting for the precise diagnosis. Fever in
these patients could be followed by rapid dete-
rioration and emergency, like sepsis and septic
shock. The therapy should be adjusted to the kid-
ney transplant function and interactions between
the antimicrobials and immunosuppressive
drugs that could be significant but predictable.
Fever lowering drugs should be chosen among
non-nephrotoxic medications, non-steroidal an-
ti-inflammatory drugs being not welcome.

Conclusion Fever in kidney transplant patients
must be thoroughly worked up, looking for in-
fectious and noninfectious origin. Both groups
of pathology bear higher risk for the unfavorable
course, complications and outcomes, including
mortality, in immunosuppressed patients, cer-
tainly less frequent if timely diagnosed and treat-
ed. Epidemiology has been changed during time,
due to the changes in diagnostic possibilities,
prophylaxis, immunosuppression and treatment.
The epidemiology differs also regarding the time
period after the transplantation. Prevention, vac-
cination and antimicrobial prophylaxis are man-
datory, according to the current protocol.
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Uvod s ciljem: Umor je poteSkoca u zapocinja-
nju i nastavljanju neke aktivnosti zbog nedostat-
ka energije koja je prac¢ena Zeljom za odmorom.
Stitnjaca ima kljuénu ulogu u regulaciji metabo-
lizma, a hormoni koje proizvodi, tiroksin (T4)
i trijodtironin (T3), izravno utjeCu na rad svih
organa i tkiva. Poremecaji rada Stitnjace, poput
hipotireoze i hipertireoze, Cesto izazivaju niz
simptoma, medu kojima je jedan od najucestalijih
kroni¢ni umor. ZabiljeZeno je da do jedne tre¢ine
bolesnika, CeS¢e Zena, koji se javljaju s umorom,
ima bolest Stitnjace. Cilj rada je prikazati pove-
zanost umora s poremecajem funkcije Stitnjace,
kako bi se povecala svijest o vaznosti rane dija-
gnoze i odgovarajuceg lijecenja.

Rasprava: Poremecaji Stitnjace mogu biti
uzrokovani  autoimunim bolestima, poput
Hashimotovog tireoiditisa ili Gravesove bolesti,
nedostatkom joda, genetskim faktorima ili utje-
cajem stresa i okoliSnih ¢imbenika. Hipotireoza,
stanje smanjene funkcije StitnjaCe, najceS¢e do-
vodi do umora zbog usporavanja metabolickih
procesa. Osobe s hipotireozom Cesto osjecaju
pospanost i nedostatak energije, Sto znacajno
utjeCe na kvalitetu Zivota. Pocetak simptoma
Cesto je postupan i prepoznaje se retrospek-
tivno kroz promjene u Zivotnim aktivnostima.
Nasuprot tome, hipertireoza, stanje prekomjerne
aktivnosti StitnjaCe, razvija se brze i obicno je
prac¢en drugim simptomima prekomjerne razine
hormona Stitnjate zbog povecane osjetljivosti
tkiva na katekolamine. Promjene u kardiovasku-
larnoj funkciji, osobito tahikardija gotovo su uvi-
jek prisutne i mogu pomoc¢i u razlikovanju umo-
ra uzrokovanog hipertireozom od psihogenog
umora. Umor je Cesto povezan s miSi¢nom sla-
bosS¢u, posebno proksimalnih miSi¢a, gubitkom
tezine, nervozom, emocionalnom nestabilno$¢u
i hiperkinezama. Vazno je naglasiti da umor po-
vezan s poremecajem Stitnjace Cesto moZe biti
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nespecifi¢an i slican simptomima drugih stanja,
poput anemije, depresije ili sindroma kroni¢nog
umora. Zbog toga se nerijetko dogada da bolesni-
ci produ dug put do ispravne dijagnoze. Klinicka
slika moZe se potvrditi laboratorijskim analizama
hormona Stitnjace (TSH, T3 i T4), kao i dodatnim
testovima, poput ultrazvuka Stitnjace ili odredi-
vanja protutijela. Pravilno lijecenje, koje uklju-
Cuje nadoknadu hormona kod hipotireoze ili kon-
trolu prekomjerne aktivnosti kod hipertireoze,
Cesto vodi do znacajnog poboljSanja simptoma.
Medutim, potrebno je uzeti u obzir i promjene u
nacinu Zivota, poput pravilne prehrane, dovoljno
sna i smanjenja stresa, kako bi se dodatno olaksa-
la borba protiv umora.

Zakljucak: Kroni¢ni umor Cesto je prvi znak po-
remecaja rada Stitnjace, ali zbog svoje nespeci-
ficnosti moZe ostati neprepoznat. Pravovremena
dijagnoza i lijeCenje kljucni su za poboljSanje
kvalitete Zivota oboljelih. Bitno je educirati bo-
lesnike o vazZnosti zdravog nacina Zivota i redo-
vitih pregleda. Na taj nacin moguce je sprijeciti
dugorocne komplikacije i omoguéiti bolju kon-
trolu simptoma, ukljucuju¢i i umor, koji znacajno
smanjuje kvalitetu Zivota.
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Introduction and aim: Fatigue is a difficulty in
initiating and sustaining activities due to a lack of
energy, accompanied by a desire for rest. The thy-
roid gland plays a crucial role in regulating me-
tabolism, and the hormones it produces, thyrox-
ine (T4) and triiodothyronine (T3), directly affect
the function of all organs and tissues. Thyroid
dysfunctions, such as hypothyroidism and hy-
perthyroidism, often cause a range of symptoms,
with chronic fatigue being one of the most com-
mon. Studies have shown that up to one-third
of patients presenting with fatigue, particularly
women, have thyroid disease. The aim of this pa-
per is to explore the relationship between fatigue
and thyroid dysfunction to raise awareness of the
importance of early diagnosis and appropriate
treatment.

Discussion: Thyroid disorders can result from
autoimmune diseases, such as Hashimoto's thy-
roiditis or Graves' disease, iodine deficiency,
genetic factors, or the influence of stress and en-
vironmental factors. Hypothyroidism, character-
ized by decreased thyroid function, often leads to
fatigue due to the slowing of metabolic process-
es. Individuals with hypothyroidism frequently
experience drowsiness and a lack of energy, sig-
nificantly affecting their quality of life. The on-
set of symptoms is often gradual and may only
be recognized retrospectively through changes
in daily activities. In contrast, hyperthyroidism,
characterized by excessive thyroid activity, de-
velops more rapidly and is typically accompanied
by other symptoms of excess thyroid hormone
levels due to increased tissue sensitivity to cate-
cholamines. Cardiovascular changes, particularly
tachycardia, are almost always present and can
help distinguish fatigue caused by hyperthyroid-
ism from psychogenic fatigue. Fatigue is often
associated with muscle weakness, particularly
in proximal muscles, weight loss, nervousness,

emotional instability and hyperkinesias. It is im-
portant to emphasize that fatigue associated with
thyroid dysfunction can often be nonspecific and
resemble symptoms of other conditions, such as
anemia, depression, or chronic fatigue syndrome.
Consequently, patients often face a long journey
before receiving a correct diagnosis. The clinical
presentation can be confirmed through laborato-
ry analyses of thyroid hormones (TSH, T3, and
T4), as well as additional tests such as thyroid
ultrasound or antibody testing. Proper treatment,
including hormone replacement therapy for hy-
pothyroidism or controlling excessive thyroid
activity in hyperthyroidism, often leads to signif-
icant symptom improvement. However, lifestyle
modifications, such as a balanced diet, adequate
sleep, and stress reduction, should also be consid-
ered to further ease the struggle against fatigue.

Conclusion: Chronic fatigue is often the first sign
of thyroid dysfunction but, due to its nonspecific
nature, it may go unrecognized. Timely diagnosis
and treatment are key to improving the quality
of life for affected individuals. It is essential to
educate patients on the importance of a healthy
lifestyle and regular check-ups. By doing so, it is
possible to prevent long-term complications and
enable better symptom control, including fatigue,
which significantly reduces the quality of life.
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Uvod s ciljem: Prituzbe bolesnika na slabost (ne-
dostatak fizicke ili miSi¢ne snage) i umor (osjecaj
iscrpljenosti ili nedostatka energije) su medu naj-
CeS¢im i najizazovnijim problemima s kojima se
trenutna znanja o slabosti i umoru u bolesnika s
poremecenim metabolizmom Zeljeza i najceS¢im
metabolickim poremecajima i pristup obiteljskog
lije¢nika takvom bolesniku.

Rasprava: Patofizioloski mehanizmi koji uzro-
kuju slabost i umor su malo poznati. Medicinska
i psihijatrijska teorija sugeriraju zastitnu funkciju
ovih simptoma. Poremecaji metabolizma Zeljeza
istaknuti su primjer stanja gdje je umor vode¢i
simptom. Unato¢ znac¢ajnom napretku u dijagno-
sticiranju i lijeenju patologija Zeljeza, pristup
sindromu kroni¢nog umora u takvih bolesnika
nije precizno odreden. Anemija se Cesto dijagno-
sticira rutinskim laboratorijskim pretragama kao
slu¢ajan nalaz. Patogeneza umora povezanog s
anemijom ostaje nejasna, ali neki autori sugerira-
ju da abnormalnosti u energetskom metabolizmu
igraju ulogu u nastanku umora. Mogu¢i mehani-
zam je smanjenje kisika u tkivima, posebno mi-
Si¢ima, Sto stvara kardiopulmonalni stres, izazi-
vaju¢i osje¢aj umora. Drugi moguc¢i mehanizam
je da nedostatak Zeljeza izravno utjece na rad
mozga i dovodi do osjecaja umora. Metabolicki
poremecaji ukljucuju poremecaje u metabolizmu
ugljikohidrata, lipida, proteina, minerala ili nu-
kleinskih kiselina. Metabolicki sindrom, pretilost
i Se¢erna bolest najceSce su patologije povezane
s prehranom. Ovi poremecaji remete normalan
metabolicki proces pretvaranja hrane u energiju
na stani¢noj razini. PoCetna anamneza i fizikal-
ni pregled omogucuju obiteljskom lijecniku da
prepozna da li je problem medicinskog, psihi-
jatrijskog ili fizioloSkog porijekla. U pojedinim
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slucajevima, slabost ili umor mogu biti uzrokova-
ni viSestrukim ¢imbenicima ili uzrok nije ocigle-
dan. Precizno razumijevanje bolesnikova opisa
slabosti ili umora je imperativ. Potrebno je dobiti
odgovore na pitanja o slabosti i umoru: pocetak i
vremenski tijek; distribucija (lokalizirana, gene-
ralizirana); ¢imbenici pogorSanja i ublaZavanja;
povezani znaci i simptomi; okruZenje u kojem
je problem nastao; utjecaj na dnevne aktivnosti.
Fizikalni pregled moZe pruZiti bitne podatke koji
se ne mogu dobiti putem intervjua ili laborato-
rijskih pretraga. Budu¢i da anamneza i fizikalni
pregled obicno daju ispravnu dijagnozu, labora-
torijske pretrage Cesto igraju, prvenstveno, po-
tvrdnu ulogu.

Zakljucak: Slabost i umor se nikada ne smiju
olako odbaciti, jer su od znacaja za bolesnika i
mogu predstavljati prvo upozorenje na bolest. Za
lije¢nika obiteljske medicine slabost i umor kod
bolesnika predstavlja ogroman izazov: diferen-
cirati simptom koji je akutan i samoogranicen, a
Cesto i beznacajan, od simptoma koji je kronican
i progresivan, a Cesto i ozbiljan. Diferencijalno
dijagnosticki pristup, baziran na anamnezi, fizi-
kalnom pregledu i ciljanom laboratorijskom ispi-
tivanju, od klju¢nog je znacaja za preciznu iden-
tifikaciju osnovnog uzroka. Promisljena i brizna
primjena vjeStina obiteljskog lije¢nika dovodi do
uspjeSnog rjeSenja problema.
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Introduction with aim: Patient complaints of
weakness (lack of physical or muscle strength)
and fatigue (feeling of exhaustion or lack of ener-
gy) are among the most common and challenging
problems faced by family physicians. The aim
of the paper is to present the current knowledge
about weakness and fatigue in patients with im-
paired iron metabolism and the most common
metabolic disorders and the family doctor's ap-
proach to such patients.

Discussion: There is little data on the patho-
physiological mechanisms causing weakness
and fatigue. Medical and psychiatric theories
suggest a protective function of these symptoms.
Disorders of iron metabolism are highlighted as
an example of a condition where fatigue is the
leading symptom. Despite significant progress
in diagnosing and treating iron-related patholo-
gies, the approach to chronic fatigue syndrome
in such patients is not precisely defined. Anemia
is often diagnosed through routine laboratory
tests as a incidental finding. The pathogenesis
of fatigue related to anemia remains unclear, but
some authors suggest that abnormalities in en-
ergy metabolism play a role in the onset of fa-
tigue. A possible mechanism is reduced oxygen
delivery to tissues, particularly muscles, which
creates cardiopulmonary stress, triggering feel-
ings of fatigue. Another possible mechanism is
that the lack of iron directly affects brain func-
tion, leading to fatigue. Metabolic disorders in-
clude disturbances in carbohydrate, lipid, protein,
mineral, or nucleic acid metabolism. Metabolic
syndrome, obesity, and diabetes mellitus are the
most common diet-related pathologies. These
disorders disrupt the normal metabolic process of
converting food into energy at the cellular level.
An initial history and physical examination al-
low the family doctor to recognize whether the

problem is medical, psychiatric or physiological
in origin. In some cases, weakness or fatigue can
be caused by multiple factors or the cause is not
obvious. Accurate understanding of the patient's
description of weakness or fatigue is imperative.
It is necessary to get answers to questions about
weakness and fatigue: onset and time course;
distribution (localized, generalized); aggravat-
ing and mitigating factors; associated signs and
symptoms; the environment in which the prob-
lem arose; impact on daily activities. A physical
examination can provide important information
that cannot be obtained through an interview or
laboratory tests. Since history and physical ex-
amination usually provide the correct diagnosis,
laboratory tests often play primarily a confirma-
tory role.

Conclusion: Weakness and fatigue should never
be dismissed lightly, as they are significant for
the patient and may represent the first warning
signs of illness. For the family physician, weak-
ness and fatigue in patients represent a huge chal-
lenge: differentiating between a symptom that is
acute, self-limiting, and often insignificant, and
a symptom that is chronic, progressive, and of-
ten serious. A differential diagnostic approach,
based on history, physical examination, and tar-
geted laboratory investigation, is crucial for the
precise identification of the underlying cause.
Thoughtful and caring application of the family
doctor's skills leads to a successful resolution of
the problem.
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Uvod s ciljem. Mijalgi¢ni encefalomijelitis
(ME), poznat kao sindrom kroni¢nog umora
(CFS), karakterizira teSka iscrpljenost koja se ne
ublaZzava odmorom. Umor se pogorSava dodat-
nim tjelesnim ili mentalnim naporom i ograni-
Cava svakodnevne aktivnosti. Cilj ovog kratkog
prikaza je ukazati na vaznost postavljanja sumnje
i ranog prepoznavanja entiteta s ciljem poboljsa-
nja kvalitete Zivota oboljelih.

Rasprava. Posljednjih godina neka istraZivanja
pruZila su preliminarne dokaze koji upucuju na
viSestruku etiologiju: neuro-imuno-endokrine
interakcije, metabolicke promjene i genetske
c¢imbenike. Trenutno ne postoji dijagnosticki test
ili validirani biomarker za ME/CFS.Osim umo-
ra, oboljeli mogu imati niz simptoma: malaksa-
lost nakon napora, neuro-kognitivne simptome
(konfuzija ili usporeno razmisljanje), bolove u
miSi¢ima i zglobovima, poremecaj spavanja, pre-
osjetljivost na podraZaje, simptome sli¢ni gripi.
Simptomi su postojani ili se ponavljaju tijekom
dugih vremenskih razdoblja i dovode do znacaj-
nog smanjenja prethodnih razina funkcioniranja.
Dijagnoza je klinicka, temelji se na detaljnoj ana-
mnezi i fizikalnom pregledu. Prisutni simptomi
se Cesto preklapaju sa stanjima kao Sto su: reuma-
toloski poremecaji (npr. fibromijalgija, sistemski
eritematozni lupus), psihijatrijski poremecaji
(npr. depresija, bipolarni poremecaj), lajmska
bolest, multipla skleroza, apneja, Sto diferencijal-
nu dijagnozu cini sloZenom.Ne postoji uzrocno
lijeCenje bolesti, kontrola simptoma zahtijeva
individualni plan lijeCenja. Nefarmakoloski pri-
stupi lije¢enju ukljucuju kognitivno bihevioralnu
terapiju, strukturirano lijeCenje koje ukljucuje
postupno povecanje tjelesne aktivnosti i adap-
tivnu terapiju stimulacije koja naglaSava sluSanje
tijela i postavljanje realnih razina aktivnosti kako
bi se izbjeglo prenaprezanje i pogorSanje umora.
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Farmakoterapija ukljucuje niz lijekova poput
analgetika, antikonvulziva, antidepresiva, nar-
kotika, antivirusnih lijekova i imunomodulatora
ovisno o klinickoj slici.

Zakljucak. Dijagnosticiranje i lijecenje ME/CFS
je sloZeno zbog preklapanja simptoma s drugim
stanjima i nepostojanja specificnih biomarkera.
Postavljanje sumnje na postojanje entiteta zahti-
jeva izazov i multidisciplinarni pristup oboljelom
s ciljem poboljSanja ishoda lijeCenja.
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Introduction with aim. Myalgic encephalomy-
elitis (ME), also known as chronic fatigue syn-
drome (CFS), is characterized by severe fatigue
that is not relieved by rest. Fatigue is worsened
by additional physical or mental exertion and
limits daily activities. This brief review aims
to highlight the importance of raising suspicion
and early recognition of the entity to improve the
quality of life of sufferers.

Discussion. In recent years, some studies have
provided preliminary evidence suggesting a mul-
tiple etiology: neuro-immune-endocrine inter-
actions, metabolic changes, and genetic factors.
There is currently no diagnostic test or validated
biomarker for ME/CFS. In addition to fatigue,
sufferers may experience a range of symptoms:
fatigue after exertion, neurocognitive symptoms
(confusion or slowed thinking), muscle and joint
pain, sleep disturbance, hypersensitivity to stim-
uli, and flu-like symptoms. Symptoms are per-
sistent or recurrent over long periods and lead to
a significant reduction in previous levels of func-
tioning. Diagnosis is clinical, based on a detailed
history and physical examination. The presenting
symptoms often overlap with conditions such as:
rheumatological disorders (e.g. fibromyalgia,
systemic lupus erythematosus), psychiatric dis-
orders (e.g. depression, bipolar disorder), Lyme
disease, multiple sclerosis, apnea, which makes
the differential diagnosis complex. There is no
causal treatment for the disease, and symptom
control requires an individual treatment plan.
Non-pharmacological treatment approaches in-
clude cognitive behavioral therapy, structured
treatment that includes an increase in physical
activity, and adaptive stimulation therapy that
emphasizes ,, listening“ to the body and setting
realistic activity levels to avoid overexertion and
worsening fatigue. Pharmacotherapy includes

a range of medications such as analgesics, anti-
convulsants, antidepressants, narcotics, antiviral
drugs, and immunomodulators depending on the
clinical picture.

Conclusion. Diagnosing and treating ME/CFS is
complex due to the overlap of symptoms with oth-
er conditions and the lack of specific biomarkers.
Suspicion of the existence of the entity requires a
challenging and multidisciplinary approach to the
patient to improve treatment outcomes.
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Uvod s ciljem: Prevalencija umora kod neurolos-
kih bolesti ve¢a je od one koja bi se ocekivala
samo na temelju dobi i stupnja invaliditeta. Javlja
se kao Cest simptom zbog kojeg se ovi pacijenti
javljaju lijeCniku. Cilj rada je osvijestiti vaznost
umora kao onesposobljavaju¢eg simptoma kod
neuroloskih bolesnika u ambulanti obiteljskog
lije¢nika.

Rasprava: Umor je povezan sa smanjenjem kva-
litete Zivota i invaliditetom kod multiple skleroze
(MS), Parkinsonove bolesti, miastenije gravis,
moZzdanog udara, postpolio sindroma, traumatske
ozljede mozga te amiotrofi¢ne lateralne skleroze.
Percepcija umora nastaje uslijed interakcije iz-
medu razlic¢itih homeostatskih, psiholoskih ¢im-
benika te perifernog i srediSnjeg Ziv€anog susta-
va. Navedeni ¢imbenici ukazuju, bilo direktno ili
indirektno, da je umor posljedica aktivnosti sre-
diSnjeg ZivCanog sustava. Kod neuroloskih pore-
mecaja govori se o dvije vrste umora: centralnom
i perifernom umoru. Sredi$nji umor se manifesti-
ra kod bolesti sa zahvacanjem srediSnjeg Zivca-
nog sustava kao Sto su MS, Parkinsonova bolest,
moZdani udar, neurotrauma. S druge strane, pe-
riferni umor se javlja u bolesnika s poremecaji-
ma perifernog Ziv€anog sustava (miastenija gra-
vis, periferna neuropatija i postpolio sindrom).
Periferni umor, uzrokovan poremecajima prije-
nosa na ziv€ano-misi¢nom spoju i metabolickim
bolestima, karakterizira se nemogu¢nos¢u odrza-
vanja sile miSi¢ne kontrakcije. Glavne karakte-
ristike centralnog umora su pojaCana percepcija
napora i smanjena izdrZljivost tijekom trajnih
tjelesnih i mentalnih aktivnosti. Nedosljednosti
u definiranju umora doprinose trenutnoj situaciji
u kojoj je umor jedno od najmanje istraZivanih
i najmanje razumljivih stanja. Iako postoji mno-
go alata za procjenu umora, malo njih se moze
preporuciti za klinicku ili istraZivacku primjenu.
Oko 40% bolesnika s MS smatra umor najve-
¢im optereenjem, jaC¢im od drugih simptoma,
ukljucujuéi spasticnost i slabost. Jedna tre¢ina s

LITERATURA:

Parkinsonovom bolesti navodi da je umor najtezi
simptom koji ograni¢ava svakodnevne aktivno-
sti. Nefarmakoloske metode lijecenja ukljucu-
ju tjelovjezbu i osvjeStavanje umora. Dostupne
opcije farmakoloskog lijecenja temeljenih na
dokazima su rijetke. U bolesnika s MS imuno-
modulacijski i kolinergicki lijekovi mogu sma-
njiti percepciju umora, u bolesnika koji uzimaju
antidepresive teSko je razdvojiti da li je smanje-
nje umora posljedica ucinka lijeka ili posljedica
odmora. Primjena transkranijalne stimulacije
istosmjernom strujom (tDCS) za lijeCenje umora
istraZivana je u osoba s moZzdanim udarom, MS,
Parkinsonovom boleS¢u, postpolio-sindromom i
nakon traumatske ozljede mozga. Iako je kori-
Sten Sirok spektar parametara lijecenja i mjernih
ishoda za procjenu i ciljano djelovanje na umor,
tDCS pokazuje obecavajuce rezultate u ublaza-
vanju ovog simptoma. Umor nakon moZdanog
udara Cesto nije dovoljno prepoznat; stoga bi
zdravstveni djelatnici trebali biti svjesni pojave
istog, educirati bolesnika i njegovu obitelj kako
djelovati na smanjenje umora tijekom oporavka.

Zakljucak: Lijecnik obiteljske medicine treba
razmisljati o umoru kao Cestom simptomu broj-
nih neuroloskih bolesti, razumjeti bolesnika kada
se opetovano tuzi na umor, dati mu podrsku i sa-
vjete o dostupnim mogu¢nostima smanjenja ovog
simptoma koji uvelike sniZava kvalitetu Zivota.
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Introduction with aim: The prevalence of fatigue
in neurological diseases is higher than what would
be expected based on age and degree of disabili-
ty alone. The aim of this paper is to raise aware-
ness of the importance of this disabling symptom
in neurological patients in the family physician
practice.

Discussion: Fatigue is associated with reduced
quality of life and disability in multiple sclerosis,
Parkinson's disease, myasthenia gravis, stroke,
post-polio syndrome, traumatic brain injury, and
amyotrophic lateral sclerosis. The perception of fa-
tigue arises due to the interaction between various
homeostatic, psychological factors and the periph-
eral and central nervous system. All these factors
indicate, either directly or indirectly, that fatigue is
a consequence of the activity of the central nervous
system. In neurological disorders, two types of fa-
tigue are reported: central and peripheral fatigue.
Central fatigue is manifested in diseases affecting
the central nervous system, such as multiple scle-
rosis, Parkinson's disease, stroke, neurotrauma.
On the other hand, peripheral fatigue occurs in
patients with disorders of the peripheral nervous
system, such as myasthenia gravis, peripheral
neuropathy, and post-polio syndrome. Peripheral
fatigue, caused by transmission disorders at the
neuromuscular junction and metabolic diseases, is
characterized by the inability to maintain the force
of muscle contraction. The main characteristics of
central fatigue are increased perception of effort
and reduced endurance during sustained physical
and mental activities. Inconsistencies in the defi-
nition of fatigue contribute to the current situation
where fatigue is one of the least researched and
least understood conditions. Although there are
many fatigue assessment tools, few can be recom-
mended for clinical or research use. In multiple
sclerosis, 40% of patients find fatigue to be the
most burdensome, more than any other symptom,
including spasticity and weakness, and one-third
of Parkinson's patients report that fatigue is their

most severe symptom that limits daily activities.
Non-pharmacological methods of treating fatigue
include exercise and fatigue awareness. Available
evidence-based pharmacological treatment options
are few. In multiple sclerosis, immunomodulating
and cholinergic drugs can reduce the perception of
fatigue, and in the case of antidepressants, it is dif-
ficult to separate the effect on fatigue or the reduc-
tion of fatigue as a consequence of rest. The use of
transcranial direct current stimulation (tDCS) for
the treatment of fatigue has been investigated in
people with stroke, multiple sclerosis, Parkinson's
disease, post-polio syndrome and after traumatic
brain injury. Although a wide range of treatment
parameters and outcome measures have been used
to assess and target fatigue, tDCS shows promising
results in alleviating this symptom. Fatigue after
stroke is often under-recognized; therefore, health-
care professionals should be aware of fatigue after
stroke and prepare patients and their families to
reduce fatigue through assessment, education, and
intervention during recovery from stroke.

Conclusion: The family phisicians should think
about fatigue as a frequent accompanying symp-
tom of numerous neurological diseases, under-
stand the patient when he repeatedly complains
of fatigue and give him support and advice on the
available options to reduce this symptom, which
greatly reduces the quality of life of patients.
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Uvod s ciljem. Umor je jedan od Cestih simp-
toma raznih bolesti i znacajno utjece na kvali-
tetu Zivota. Iako se Cesto povezuje s fizickim i

su koraci u sveobuhvatnom pristupu lijeCenja
gastrointestinalnih bolesti, ali i podizanju kva-
litete Zivota takvih bolesnika.

2. Istarski domovi
zdravlja, Pazin

psihickim naporima, kod bolesnika s gastroin-
testinalnim bolestima predstavlja kompleksan
osjecaj iscrpljenosti uslijed bolesti, ali i drugih
¢imbenika koji su joS nedovoljno prouceni. Cilj
ovog rada je ukazati na uzroke i mehanizme
umora kod osoba oboljelih od gastrointesti-
nalnih poremecaja te vaZnosti prepoznavanja i
ublaZavanja takvih simptoma.

3. Sveuciliste u Rijeci,
Medicinski fakultet,
Katedra za internu
medicinu

4. Klinicki bolnicki
centar Rijeka,
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Rasprava. Umor kod gastrointestinalnih bolesti
sloZen je simptom s multifaktorskim uzrocima,
uklju¢ujuéi upalu, nutritivne deficite, crijevnu
disbiozu i psiholoske faktore. Sam izraz ,,0s0-
vina crijeva-mozak” odnosi se na interakciju
izmedu gastrointestinalnog sustava i srediSnjeg
Ziv€anog sustava, Sto potvrduju brojne studije.
Upalni procesi u podlozi odredenih bolesti, po-
put Crohnove bolesti i ulceroznog kolitisa, mogu
uzrokovati oslobadanje citokina koji dovode do
osjecaja umora. S druge strane, malapsorpcija
uslijed oStecenja crijevne sluznice kod celijakije
ili kroni¢nog pankreatitisa, zatim anemija, elek-
trolitski disbalans kod razlic¢itih gastroenteriti-
sa i sindroma iritabilnog crijeva mogu takoder
rezultirati osje¢ajem umora. Umor je relativ-
no Cest subjektivni simptom i kod bolesnika s
MASLD-om, kao naj¢eS¢om kroni¢nom bolesti
jetre.

Zakljucak. Kod gastrointestinalnih bolesnika
umor je Cesto zanemaren ili mu se ne pridaje ve-
lika vaznost, ali je vrlo bitan jer utjece na iona-
ko ve¢ narusSenu kvalitetu Zivota tih bolesnika.
Prepoznavanje i ispravno lijeCenje umora vazni
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Introduction with aim. Fatigue is one of the
frequent symptoms of various diseases and sig-
nificantly affects the quality of life. Although it
is often associated with physical and mental ef-
forts, in patients with gastrointestinal diseases it
represents a complex feeling of exhaustion due
to the disease, but also to other factors that are

the already impaired quality of life of these
patients. Recognition and correct treatment of
fatigue are important steps in a comprehensive
approach to the treatment of gastrointestinal dis-
eases, but also in improving the quality of life of
such patients.

still insufficiently studied. The aim of this work
is to point out the causes and mechanisms of fa-
tigue in people suffering from gastrointestinal
disorders and the importance of recognizing and
alleviating such symptoms.

Faculty of Medicine,
Department of
Internal Medicine

4. Clinical Hospital
Center Rijeka,
Internal Medicine
Clinic, Department of
Gastroenterology

Discussion. Fatigue in gastrointestinal disease
is a complex symptom with multifactorial caus-
es, including inflammation, nutritional deficits,
intestinal dysbiosis, and psychological factors.
The very term "gut-brain axis" refers to the inter-
action between the gastrointestinal system and
the central nervous system, which is confirmed
by numerous studies. Inflammatory processes
underlying certain diseases, such as Crohn's dis-
ease and ulcerative colitis, can cause the release
of cytokines that lead to feelings of fatigue. On
the other hand, malabsorption due to damage to
the intestinal mucosa in celiac disease or chron-
ic pancreatitis, then anemia, and electrolyte im-
balance in various gastroenteritis and irritable
bowel syndrome can also result in a feeling of
fatigue. Fatigue is a relatively common subjec-
tive symptom in patients with MASLD, as the
most common chronic liver disease.

Conclusion. In gastrointestinal patients, fatigue
is often neglected or not given much impor-
tance, but it is very important because it affects

REFERENCES: HIIHTHEIEREEEEERERRE RN AR e e

1. Naoum G, Markantonis SL, Fanerou E, et al. On the Association between Gastrointestinal
Symptoms and Extragastric Manifestations. Gastroenterol Res Pract. 2022;2022:8379579. doi:
10.1155/2022/8379579.

2. Younossi Z, Aggarwal P, Shrestha I, et al. The burden of non-alcoholic steatohepatitis: A
systematic review of health-related quality of life and patient-reported outcomes. JHEP Rep.
2022;4(9):100525. doi: 10.1016/j.jhepr.2022.100525.

3. BaekY, Jung K, Kim H, et al. Association between fatigue, pain, digestive problems, and sleep
disturbances and individuals' health-related quality of life: a nationwide survey in South Korea.
Health Qual Life Outcomes. 2020;18(1):159. doi: 10.1186/s12955-020-01408-x.

4. Salwen-Deremer JK, Sun M. Management of Sleep and Fatigue in Gastrointestinal Patients.
Gastroenterol Clin North Am. 2022;51(4):829-847. doi: 10.1016/j.gtc.2022.07.007.

5. Farrell D, Artom M, Czuber-Dochan W, et al. Interventions for fatigue in inflammatory bowel
disease. Cochrane Database Syst Rev. 2020;4(4):CD012005. doi: 10.1002/14651858.CD012005.
pub2.

72




Extended Abstract
Glavni program

B Kako pristupiti dijagnostici kod pacijenata s nerazjaSnjenim

simptomima?

Vojislav Iveti¢'?,
Maja Sebjanié?

1. SveuciliSte u
Mariboru, Medicinski
fakultet, Katedra za
obiteljsku medicinu,
Maribor, Slovenija

2. Sava Med d.o.0.,
Cesta k Dravi 8,
Maribor, Slovenija

73

Kljucne rijeci: medicinski neobjasnjivi simptomi, racionalna dijagnostika, obiteljska medicina
Adresa za dopisivanje: Taborska ulica 8, 2000 Maribor, Slovenija

E adresa: vojislav.ivetic@um.si

ORCID: Vojislav Iveti¢: https://orcid.org/0000-0002-3128-9666
Maja Sebjani¢: https://orcid.org/0009-0008-4237-2888

Uvod s ciljem: Pojam "medicinski neobjasnji-
vi simptomi" (MNS) odnosi se na razne somat-
ske tegobe za koje se nakon brojnih pretraga ne
mozZe pronaci organski ili psihijatrijski uzrok te
postaviti jasna dijagnoza. Njima pripisujemo do
50% posjeta ambulanti lijecnika obiteljske me-
dicine (LOM). Iako je ve¢ina ovih simptoma
samoogranicavajuca, u 2,5-10% oni perzistiraju,
opterecujuci bolesnika i zdravstveni sustav. Zbog
nedostatka organske osnove, MNS predstavlja-
ju izazov za LOM-a i potic¢u donoSenje klinicke
odluke na temelju subjektivnih izjava pacijenata.
Cilj ovog rada je prikazati dijagnosticki pristup
bolesniku s MNS-om i istaknuti kljucne izazove
u njegovom lijecenju.

Rasprava: Pocetak obrade bolesnika s MNS-
om Cini detaljna osobna i obiteljska anamneza.
Aktivno sluSanje s empatijom je klju¢no, buduci
da pacijentu daje osjecaj da ga se ¢uje i razumije.
Treba obratiti pozornost na skrivene biopsihoso-
cijalne ¢imbenike koji mogu povecati sklonost,
potaknuti pojavu ili odrZzati MNS. Uz anamnezu
slijedi vrlo detaljan i paZljiv klinicki pregled s os-
novnim mjerenjima (otkucaji srca, krvni tlak, tje-
lesna temperatura). Time poruCujemo pacijentu
da ozbiljno shvacamo njegove probleme, a isto-
vremeno uspostavljamo siguran i povijerljiv od-
nos. Daljnje dijagnosticke postupke potrebno je
planirati zajedno s bolesnikom. Kako bi se izbje-
gao neproduktivan dijagnosticki ciklus u kojem
se pacijent upucuje na razlicite pretrage i specija-
listicke preglede, vazno je s njim odmah postaviti
granicu racionalne dijagnoze i to mu unaprijed
objasniti. U slu¢aju MNS-a racionalna dijagnosti-
ka znadi iskljucivanje opasnog tijeka i somatske
bolesti. Takav pristup znaci da ¢e mnogi pacijenti
ostati bez jasne dijagnoze. Za pacijenta to znaci
nedorecenost, bez naCina razumijevanja alarman-
tnih simptoma, bez prognoze i posljedi¢no Zivot
u neizvjesnosti. Dijagnoza "potvrduje" pacijen-
tovu patnju, jer utvrduje bolest kao legitimnu i

LITERATURA:

drustveno prihvatljivu, a takoder omogucuje
pristup zdravstvenim i invalidskim uslugama i
vrsnjackoj podrsci. Za lijecnika, medutim, ne-
dostatak dijagnoze znaci da se ne moZe poziva-
ti na smjernice i metode lijeCenja utemeljene na
dokazima u lijeCenju bolesnika, Sto moZe dovesti
do osjecaja bespomocnosti, ljutnje i frustracije.
Jedan od alata koji pomaze LOM-u u suocavanju
s takvim izazovima je potraga za djelomicnim
odgovorima. Iako pacijent nema dijagnozu koja u
potpunosti objasnjava prisutnost simptoma, Cesto
postoje djelomicni odgovori koji doprinose nji-
hovom razumijevanju. LOM-a ih treba integrirati
u cjelinu i formulirati objasnjenje koje ¢e biti ,,za
sada dostatno®, uz prihvacanje mogucnosti da ¢e
se s vremenom pronaci odgovarajuca dijagnoza.
Mogu se koristiti i standardizirani alati kao Sto
su Patient Health Questionnaire-15, Screening
for Somatoform Symptoms, i Brief Symptom
Inventory.

Zakljucak: MNS predstavljaju veliki zdravstve-
ni i financijski izazov. Uspostava i odrzavanje
odnosa temeljenog na povjerenju, fokusiranje na
simptome i stvaranje zajednickog objaSnjenja te
maksimiziranje cjelokupnog zdravlja kljucni su u
lijeCenju bolesnika. Vazno je znati da Cesto nije
moguce postaviti konacnu dijagnozu, Sto se pa-
cijentu mora unaprijed objasniti. Dijagnosticka
obrada mora biti racionalna, Sto znaci iskljuciva-
nje opasnog tijeka somatskih bolesti, kao i mini-
miziranje Stete koja moZe nastati zbog predugih i/
ili nekonkluzivnih pretraga. Svi pacijenti trebaju
podrsku u upravljanju uznemirujuéim simptomi-
ma i invaliditetom koji ih prati. Zadatak LOM-a
je pruZiti ustrajnu njegu i pratiti potencijalne zna-
kove upozorenja koji bi mogli ukazivati na po-
stavljanje jasne dijagnoze.
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Introduction with aim: The term "medically
unexplained symptoms" (MUS) refers to various
somatic complaints for which, despite extensive
investigations, no organic or psychiatric cause
can be identified, and a clear diagnosis cannot be
made. These symptoms account for up to 50% of
visits to general practitioners (GPs). While most
of these symptoms are self-limiting, in 2.5-10%
of cases, they persist, posing a burden on both
patients and the healthcare system. MUS pose a
challenge GPs due to the lack of an organic basis,
forcing them to make clinical decisions based on
patients' subjective reports. The aim of this article
is to present a diagnostic approach to patients with
MUS and highlight the key challenges in their
management.

Discussion: The initial step in managing a patient
with MUS is taking detailed personal and family
history. Active listening with empathy is essential,
as it helps the patient feel heard and understood.
While taking history, attention should be paid to
underlying biopsychosocial factors that may in-
crease vulnerability, trigger the onset, or perpet-
uate MUS. This is followed by a very detailed
and thorough clinical examination. Basic physi-
cal measurements are also performed (heart rate,
blood pressure, body temperature). This conveys
to the patient that their concerns are being taken
seriously while establishing a safe and trusting
relationship. Further diagnostic procedures need
to be planned in collaboration with the patient. To
avoid an unproductive diagnostic cycle, in which
the patient is moved between various tests and
specialists, it is crucial to establish the limits of
rational diagnostics from the outset and explain
these to the patient in advance. In the case of MUS,
rational diagnostics involve ruling out dangerous
conditions and somatic diseases. Such an approach
means that many patients will remain without a
clear diagnosis. For the patient, this translates to
being left without a narrative, without a way to
make sense of distressing symptoms, and without

a prognosis, resulting in a life of uncertainty. A
diagnosis "validates" the patient’s suffering by es-
tablishing the illness as legitimate and socially ac-
ceptable, while also enabling access to healthcare
and disability services, as well as peer support.
For the doctor, however, the absence of a diagno-
sis means being unable to rely on guidelines and
evidence-based treatments when managing the pa-
tient, which can lead to feelings of helplessness,
anger, and frustration. One of the tools that helps
GPs in dealing with such challenges is the search
for partial answers. Even though the patient does
not have a diagnosis that fully explains the pres-
ence of MUS, there are often partial answers that
contribute to understanding them. For the GP, it is
important to integrate these partial answers into a
coherent whole and to create an explanation that is
"good enough for now," while remaining open to
the possibility that it may eventually develop into
a satisfactory diagnosis. Standardized tools, such
as Patient Health Questionnaire-15, Screening
for Somatoform Symptoms, and Brief Symptom
Inventory can also be helpful in managing these
cases.

Conclusion: MUS represents a significant health-
care and financial challenge. The cornerstone of
managing these patients lies in establishing and
maintaining a trust-based relationship, focusing
on symptoms, developing a shared explanation,
and maximizing overall health. It is important to
recognize that a definitive diagnosis is often not
possible, and this should be explained to the pa-
tient in advance. The diagnostic approach must
be rational, meaning it should focus on ruling out
dangerous conditions and somatic diseases while
minimizing harm that may result from excessive
and/or untested investigations. All patients require
support in managing distressing symptoms and
the accompanying disability. The GP’s role is to
provide consistent care and monitor for potential
warning signs that could indicate the development
of a clear diagnosis.
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Uvod s ciljem: Laboratorijske (LP) i mikrobioloSke
pretrage osnovni su dijagnosticki alat u svakodnev-
nom radu lijecnika, a one ¢iji rezultati ne¢e promi-
jeniti daljnji tijek dijagnostike i lijeCenja smatramo
nepotrebnim. Svake godine u SAD-u se u€ini > 5
milijardi LP-a od kojih je 60% nepotrebno. Takoder,
polovica mikrobioloskih kultura urina (MKU) je
suviSna, a u viSe od treCine rezultat je asimptomat-
ska bakteriurija. Dio nalaza moZe biti i laZno poziti-
van te dovesti do fenomena dijagnosticke kaskade,
povecavajuci Sansu od nastanka medicinske pogres-
ke i rasta troSkova zdravstvenog sustava. Cilj ovog
rada jest prouciti razloge, preciznost i najceS¢e za-
blude u upuéivanju na najéesce LP-e i MKU.

Rasprava: Unato¢ brojnim istraZivanjima, smjer-
nice za dijagnostiku se poStuju rjede od smjerni-
ca za lijeCenje, najceS¢e zbog straha od propusta.
Najces¢i primjer toga jest godiSnje ili dvogodiSnje
obavljanje sistematskih pregleda sa Sirokom lepe-
zom LP-a. Takoder, identi¢ne pretrage prije ope-
rativnih zahvata u opcoj anesteziji preporucuju se
svim pacijentima. Takav pristup nije pokazao kli-
nicku korist, niti doveo do smanjenja smrtnosti od
kroni¢nih nezaraznih bolesti. Zbog toga, sve LP-e i
MKU treba €initi s jasnim indikacijama (procjenom
rizika) i jasnim klinickim pitanjima.

Istrazivanjem u Velikoj Britaniji pacijenti su bili
upuceni na LP-e zbog: postavljanja dijagnoze na te-
melju postoje¢ih simptoma (43%), pracenja bolesti
(31%), provjere djelovanja lijekova (10%), kontrole
prethodno utvrdenih abnormalnosti (7%); a 1,5%
LP-a ucinjeno je na vlastiti zahtjev pacijenta. Samo
6,2% ucinjenih LP-a dovelo je do postavljanja
konacne dijagnoze, 41% LP-a bilo je nepotrebno.
Lijecnici su smatrali da je 75% ucinjenih pretraga
zaista bilo potrebno.

LITERATURA:

UCcestalo traZena LP-a jest odredivanje koncentraci-
je vitamina D koje sa osjetljivosc¢u 72% i specificno-
$¢u od samo 65% gotovo u svih ispitanika pokazuje
deficijenciju. Zbog niske razine dokaza o stvarnoj
klinickoj koristi suplementacije, nestandardizirane
analize i neutvrdenih referentnih intervala, njegovo
rutinsko odredivanje se ne preporucuje. Pomocu
urednog nalaza protutijela na tkivnu peroksidazu
(anti TPO) moZe se iskljuciti postojanje autoimune
bolesti Stitnjace, medutim imaju nisku specifi¢nost
(50%) zbog Cega se pronalaze pozitivna i u zdravih
osoba. Posljedi¢no, ucestalo izvodenje ove pretrage
moZe dovesti do nepotrebnih daljnjih dijagnostic-
kih pretraga. Odredivanje trijodtironina (T3) u svih
bolesnika s hipotireozom i vecine s hipertireozom
(osim u kod T3 tireotoksikoze) je suviSno buduci
da snazno korelira s koncentracijom tiroksina (T4).
Nadalje, trenutno ne postoji niti jedan tumorski bi-
ljeg (od kojih se najceS¢e odreduju PSA, CA19-9,
CEA, CA15-3 i CA125) koji ima dovoljno visoku
osjetljivost i specificnost za koriStenje u cilju ra-
nog otkrivanja malignih bolesti. Potreban je oprez
prilikom izvodenja i interpretacije koncentracije
D-dimera s naglaskom na jasne indikacije (znaci
tromboze) buduéi da im je specificnost gotovo 0%.
Nisku klini¢ku korist ima i rutinsko odredivanje
koagulacijskih ¢imbenika, bilirubina, alkalne fos-
fataze, troponina, iona klorida, kalcija, magnezija i
fosfata te ga treba izbjegavati. MKU nije indicirano
u asimptomatskih bolesnika nakon provedene anti-
biotske terapije ili patoloskim nalazom urina te bo-
lesnika s postavljenim trajnim urinarnim kateterom.

Zakljucak: IstraZivanja pokazuju da se u veceg
broja bolesnika mnoge LP-e izvode nepotrebno.
Individualan pristup, uzimanje detaljne anamneze i
statusa, postavljanje jasnog klinickog pitanja i edu-
kacija zdravstvenog osoblja mogu dovesti do racio-
nalizacije upu¢ivanja pacijenata na LP-e te MKU.
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Introduction with aim: Laboratory (LT) and mi-
crobiological tests are the basic diagnostic tool in
the daily work of doctors, and any whose results
will not change the further course of diagnostics and
treatment is considered unnecessary. Every year in
the USA > 5 billion LTs are performed, of which
60% are unnecessary. Also, half of microbiological
urine cultures (MUC) are redundant, with asymp-
tomatic bacteriuria as a result in more than a third
cases. Some of the findings can be false positive and
lead to the phenomenon of diagnostic cascade, in-
creasing the chance of medical error and increasing
costs to the healthcare system. The aim of this paper
is to study the reasons, accuracy and most common
misconceptions in referring to the most common
LTs and MUCs.

Discussion: Despite numerous studies, diagnostic
guidelines are followed less often than treatment
guidelines, most often due to fear of omission. The
most common example of this is the annual or bien-
nial performance of systematic examinations with a
wide range of LTs. Also, identical tests before surgi-
cal procedures under general anesthesia are recom-
mended for all patients. Such an approach did not
show clinical benefit, nor did it lead to a reduction
in mortality from chronic non-communicable dis-
eases. Therefore, all LTs and MUC should be done
with clear indications (risk assessment) and clear
clinical questions.

According to research in Great Britain, patients
were referred to LTs for: establishing a diagnosis
based on existing symptoms (43%), monitoring the
disease (31%), checking the effect of drugs (10%),
controlling previously established abnormalities
(7%); and 1.5% of LTs was done at the patient's
own request. Only 6.2% of performed LPs led to a
final diagnosis and 41% of LTs were unnecessary.
Doctors believed that 75% of the tests needed to be
performed.

A frequently requested LT is the determination of
vitamin D concentration, which with a sensitivity of
72% and a specificity of only 65% shows a defi-
ciency in almost everybody. Due to the low level
of evidence on the actual clinical benefit of supple-
mentation, non-standardized analysis and undefined
reference intervals, its routine determination is not
recommended. Antibodies to tissue peroxidase (anti
TPO) determination can help in exclusion of the au-
toimmune thyroid disease existence. However, it has
low specificity (50%), which is why they are found
positive even in healthy individuals. Consequently,
frequent performance of this test may lead to un-
necessary further diagnostic tests. Determination
of triiodothyronine (T3) in all patients with hypo-
thyroidism and most with hyperthyroidism (except
in T3 thyrotoxicosis) is redundant since it strongly
correlates with the concentration of thyroxine (T4).
Furthermore, there is currently no tumor marker (of
which PSA, CA19-9, CEA, CA15-3 and CA125
are most determined) that has a sufficiently high
sensitivity and specificity for use in the early detec-
tion of malignant diseases. Caution is needed when
performing and interpreting D-dimer concentra-
tions, with an emphasis on clear indications (signs
of thrombosis) since their specificity is almost 0%.
Routine determination of coagulation factors, bili-
rubin, alkaline phosphatase, troponin, chloride, cal-
cium, magnesium and phosphate ions also have low
clinical benefits and should be avoided. MUC is not
indicated in asymptomatic patients after antibiotic
therapy or with pathological urine dipstick findings
and those with permanent urinary catheter.

Conclusion: Research shows that many LTs are
performed unnecessarily. An individual approach,
taking a detailed history and status, stating a clear
clinical question and educating healthcare profes-
sionals can lead to rationalization of patient referrals
to LTs and MUC.

REFERENCES: HIIHTHEIEREEEEERERRE RN AR e e e

1. Watson J, Burrell A, Duncan P, Bennett-Britton I, Hodgson S, Merriel S, i sur. Exploration of
reasons for primary care testing (the Why Test study): a UK-wide audit using the Primary care
Academic CollaboraTive. Brit J Gen Pract. 2024;74(740):e133-e140. https://doi.org/https://doi.
org/10.3399/BJGP.2023.0191

2. Skodvin B, Wathne JS, Lindemann PC. Use of microbiology tests in the era of increasing AMR
rates — a multicentre hospital cohort study. Antimicrob Resist Infect Control. 2019; 8:28. https://
doi.org/10.1186/5s13756-019-0480-z

3. Alonso N, Zelzer S, Eibinger G. Vitamin D Metabolites: Analytical Challenges and Clinical
Relevance. Calcif Tissue Int. 2023; 112: 158-177. https://doi.org/10.1007/s00223-022-00961-5

4. John JA, Basheer A, Govindarajan D. Diagnostic accuracy of anti-thyroid antibodies in
Hashimoto’s thyroiditis. J. Evid. Based Med. Healthc. 2018; 5(12):1045-1047. doi: 10.18410/
jebmh/2018/216

5. Skerk V, Tambi¢ AndraSevi¢ A, AndraSevi¢ S, Susi¢ E, Mlinari¢ DzZepina A, Madari¢ V i sur.
ISKRA smjenice antimikrobnog lijeCenja i profilakse infekcija mokra¢nog sustava — hrvatske
nacionalne smjernice. Infektoloski glasnik. 2014;34(4):177-81.

76




Extended Abstract
Glavni program

B Kardiovaskularne bolesti - kome, Sto i kada?

Ena Kurtié*

1. Klini¢ka bolnica
Merkur, Zagreb

Kljucne rijeci: kardioloski funkcijski testovi, kardiovaskularni rizik, kvartarna prevencija
Adresa za dopisivanje: Zajceva 19, Zagreb, Hrvatska

E adresa: ena.kurticB8@gmail.com
ORCID: https://orcid.org/0000-0001-6673-6510

Uvod s ciljem: Kardiovaskularne bolesti (KVB)
vodedi su uzrok smrtnosti u Hrvatskoj, odgovor-
ne za 45% svih smrtnih slucajeva. Uloga lijec¢-
nika obiteljske medicine klju¢na je u ranoj dija-
gnostici i prac¢enju KVB-a. Medutim, izazov leZi
u balansiranju izmedu prekomjerne i nedovoljne
dijagnostike. Cilj ovog rada jest prikazati prepo-
ruke za izvodenje najceSc¢ih pretraga u bolesnika
bezis KVB.

Rasprava: Prije svega bolesnike treba stratifi-
cirati prema kardiovaskularnom riziku koriste¢i
SCORE-2 tablice. Niskorizi¢ne bolesnike treba
klinicki kontrolirati ako postoje opterecena obi-
teljska anamneza na KVB ili specifi¢ni simptomi,

promjene terapijskog pristupa. Preucestala dija-
gnostika vodi ka prekomjernom lije¢enju, anksi-
oznosti i nepotrebnim invazivnim procedurama,
a samim time i pove¢anjem troskova i lista Ceka-
nja. S druge strane, prerijetka dijagnostika moze
uzrokovati kasno otkrivanje bolesti i dovesti do
ve¢eg morbiditeta i mortaliteta.

Zakljucak: Lijecnici obiteljske medicine imaju
kljuénu ulogu u ciljanom i racionalnom pristu-
pu dijagnostici KVB-a. Manje nije uvijek viSe,
ali viSe nije uvijek bolje — klju¢no je procijeniti
pravi rizik i ne raditi pretrage bez jasne indika-
cije. Sustavan pristup i edukacija mogu smanjiti
nepotrebne pretrage i poboljsati ishode lijeCenja.

Sto podrazumijeva i lipidni profil. Srednjerizicne
bolesnike u koje ubrajamo starije od 50 godina,
pusace, oboljele od Secerne bolesti i hipertenzije
potrebno je podvrgnuti mjerenju gleZanjsko-bra-
hijalnog indeksa (ABI), povremeno provjeri-
ti elektrokardiogram (EKG) i svakako lipidni
status. Visokorizicni bolesnici, kao oni koji su
preboljeli infarkt miokarda, mozdani udar ili
imaju neku drugu KVB, trebaju redovito prace-
nje lipidnog profila, ehokardiografski pregled
ovisno o teZini bolesti od jednom godisSnje do 5
godina. Elektrokardiogram se ne izvodi rutinski
ve¢ samo kod odredenih simptoma ili klinickih
znakova. Holter EKG indiciran je iskljucivo kod
sumnje na aritmije ili povecan aritmogeni poten-
cijal npr. za fibrilaciju atrija. Ergometrijsko testi-
ranje se ne preporucuje za asimptomatske bole-
snike, osim kod sumnje na mogucu tzv. nijemu
ishemiju, npr. kod dugogodisSnje Secerne bolesti.
Ehokardiografija je vrlo sofisticirana, ali najvise
eksploatirana dijagnosticka pretraga, Sto dokazu-
je i Cinjenica da njezin rezultat rijetko dovede do
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Introduction with aim: Cardiovascular diseas-
es (CVD) are the leading cause of mortality in
Croatia, accounting for 45% of all deaths. The
role of general practitioners is crucial in the ear-
ly diagnosis and monitoring of CVD. However,
the challenge lies in balancing between exces-
sive and insufficient diagnostics. The aim of this
paper is to discuss the recommendations for the
most common cardiac function tests in patients
with or without CVD.

Discussion: First and foremost, patients should
be stratified according to risk using the SCORE-2
charts. Low-risk patients should be clinically
monitored if there is a family history of CVD
or specific symptoms, which include lipid pro-
file assessment. Moderate-risk patients, includ-
ing those over 50 years old, smokers, and those
with diabetes or hypertension, should undergo
ankle-brachial index (ABI) measurement, peri-
odic ECG checks, and regular lipid status eval-
uation. High-risk patients, such as those with a
history of myocardial infarction, stroke, or other
CVD, require regular lipid profile monitoring
and echocardiographic evaluation, depending on
disease severity, ranging from annually to every
five years. An electrocardiogram (ECG) is not
performed routinely but rather in the presence of
specific symptoms or clinical signs. Holter ECG
is indicated only for suspected arrhythmias or an
increased arrhythmogenic potential, such as in
atrial fibrillation. Exercise stress testing is not
recommended for asymptomatic patients, except
in cases of suspected silent ischemia, particularly
in long-term diabetes mellitus. Echocardiography
is a highly sophisticated but overused diagnos-
tic tool, as evidenced by its infrequent impact

on changing therapeutic decisions. Excessive
diagnostics lead to overtreatment, patient anxi-
ety, unnecessary invasive procedures, increased
healthcare costs, and longer waiting lists. On the
other hand, insufficient diagnostics result in late
disease detection, contributing to higher morbid-
ity and mortality rates.

Conclusion: General practitioners play a key role
in a targeted and rational approach to CVD diag-
nostics. Less is not always more, but more is not
always better; the key is to assess actual risk and
avoid unnecessary testing. A systematic approach
and education can help reduce unnecessary pro-
cedures and improve treatment outcomes.
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Uvod s ciljem: Bol u ledima (lat. dorsalgia) cest
je zdravstveni problem koji pogada do 80% odra-
slih tijekom Zivota. MoZe se podijeliti na bol u
vratnom, prsnom, lumbalnom i sakralnom dijelu
kraljeZnice. Lumbalna bol je najceS¢a, a moZe
biti akutna (do 6 tjedana), subakutna (6 tjedana
do 3 mjeseca) ili kronic¢na (dulja od 3 mjeseca).
Osim Sto mozZe biti posljedica nespecifi¢nih uzro-
ka, bol u ledima ponekad ukazuje na ozbiljnu pa-
tologiju poput hernije diska, tumora ili infekcije.
Cilj ovog rada je istraZiti kada su dijagnosticke
pretrage zaista opravdane i korisne te osvijesti-
ti vaZnost izbjegavanja nepotrebnih intervencija
koje mogu doprinijeti prekomjernom optere¢enju
zdravstvenog sustava.

Rasprava: Unato€ ¢injenici da se veéina slucaje-
va boli u ledima smatra nespecifi¢cnom i prola-
znom, nerijetko se pretjerano koristi dijagnostic-
ka obrada, ukljuc¢ujuci radioloske pretrage poput
rendgenskih pretraga (RTG), kompjuterizirane
tomografije (CT) i magnetske rezonance (MRI).
Prema istrazivanjima, samo 5-10% slucajeva boli
u ledima mozZe se pripisati specifi¢nim uzrocima
poput hernije diska, kompresije Zivca, fraktura,
maligniteta ili infekcija. Medutim, biljeZi se stal-
ni porast upotrebe naprednih slikovnih metoda,
Sto je u velikoj mjeri povezano s nepotrebnom di-
jagnostikom, pretjeranim oslanjanjem na tehno-
logiju i pritiskom pacijenata. RadioloSke pretrage
Cesto otkrivaju slu¢ajne nalaze poput bolesti in-
tervertebralnog diska ili degenerativnih promjena
koje nisu nuzno uzrok boli. Primjerice, istrazi-
vanja pokazuju da 30% asimptomatskih odraslih
osoba izmedu dvadeset i trideset godina i do 60%
pedesetogodiSnjaka ima neki oblik bolesti inter-
vertebralnog diska, Sto dovodi u pitanje klini¢-
ku opravdanost tih nalaza. Osim toga, izlaganje
pacijenata nepotrebnim RTG ili CT pretragama
povecava rizik od Stetnog djelovanja zracenja, a
financijski troskovi predstavljaju dodatni teret za
zdravstveni sustav. U klinickoj praksi preporuke
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Introduction with aim: Back pain (Latin: dor-
salgia) is a common health issue affecting up to
80% of adults during their lifetime. It can be cate-
gorized into pain in the cervical, thoracic, lumbar,
and sacral regions of the spine. Lumbar pain is
the most common and can be acute (lasting up
to 6 weeks), subacute (6 weeks to 3 months), or
chronic (lasting more than 3 months). In addition
to being caused by nonspecific factors, back pain
can sometimes indicate serious conditions such
as a herniated disc, tumors, or infections. The aim
of this paper is to investigate when diagnostic
tests are truly justified and beneficial, as well as
to raise awareness about the importance of avoid-
ing unnecessary interventions that can contribute
to overburdening the healthcare system.

Discussion: Even though most cases of back pain
are considered nonspecific and transient, diag-
nostic procedures are often overused, including
imaging techniques such as X-rays, computed
tomography (CT), and magnetic resonance im-
aging (MRI). According to research, only 5-10%
of back pain cases can be attributed to specific
causes, such as herniated discs, nerve compres-
sion, fractures, malignancies, or infections.
However, there is a consistent increase in the
use of advanced imaging methods, largely driv-
en by unnecessary diagnostics, overreliance on
technology, and patient demand. Imaging studies
often reveal incidental findings such as interver-
tebral disc disease or degenerative changes that
are not necessarily the cause of pain. For exam-
ple, research shows that 30% of asymptomatic
adults between twenty and thirty years of age and
up to 60% of individuals in their fifties exhibit
some form of intervertebral disc disease, raising
questions about the clinical relevance of these
findings. Moreover, exposing patients to unnec-
essary X-rays or CT scans increases the risk of
radiation-related harm, while the financial costs
represent an additional burden on the healthcare

system. Clinical practice guidelines suggest that
imaging diagnostics should be reserved for cases
where “red flags” are present, such as persistent,
progressive, or nocturnal pain unresponsive to
conservative therapy; suspected malignancy, in-
fection, fractures, or neurological deficits; or per-
sistent radicular pain indicating potential nerve
compression. Electromyoneurography (EMNG)
and neurophysiological tests are used to differ-
entiate the causes of radicular pain and nerve
damage. However, in cases of nonspecific pain
without neurological symptoms, EMNG rarely
alters the therapeutic approach, making its use
often unnecessary. Diagnostic errors are also not
uncommon. One issue is the overinterpretation of
findings, such as attributing undue significance
to degenerative changes seen on imaging, which
are often part of the normal aging process. Amid
these challenges, the growing awareness of the
biopsychosocial model of back pain highlights
the need for a holistic approach. Psychological
factors, such as anxiety, depression, and pain per-
ception, can significantly worsen symptoms and
should be part of the assessment. Overdiagnosis
not only increases costs and burdens the health-
care system but also potentially reduces patients'
quality of life, contributing to insecurity and
long-term worsening of treatment outcomes.

Conclusion: Although back pain often requires
clinical evaluation, unnecessary diagnostic tests
can contribute to higher costs, radiation exposure,
and increased patient anxiety. The focus should
be on clinical assessment, recognizing “red flag”
signs, and targeted diagnostic approaches only
when clear indicators are present. An integrated
approach that combines rational diagnostics and
patient education can reduce the risk of chronic
pain, alleviate the burden on the healthcare sys-
tem, and improve treatment outcomes.
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Uvod: Udio starije populacije u stalnom je po-
rastu, a u svijetu se do 2050. u odnosu na 2015.
godinu ocekuje utrostrucenje broja starijih od
85 godina. U Hrvatskoj je 2023. godine 22,8%
stanovniStva bilo starije od 65, a 2,4% starije od
85 godina. Starenje prati nepovratno opadanje
funkcije organa i u odsutnosti ozljeda i bolesti,
vanjskih utjecaja ili loSih Zivotnih izbora, a tre-
nutacno obuvaca nekoliko generacija i traje kroz
tri desetlje¢a. Opisuju se “mladi-stari” u 60-ima
i ranim 70-ima koji su aktivni i zdravi, “stari” su
ljudi u 70-im i 80-im godinama koji usporavaju,
imaju kronicne bolesti i neke neugodne simpto-
me i "stari-stari" ili “najstariji-stari” koji su ce-
sto vrlo bolesni, multimorbidni, invalidi i blizu
smrti. Prve manifestacije starenja su smanjena
sposobnost svakog organa da odrZi homeostazu
pod stresom (bolest, ozljeda), a kardiovaskularni,
bubreZni i srediSnji Zivcani sustav su najosjetlji-
viji. Cilj rada je prikazati glavne simptome koji
su od posebnog znacaja kod starijih osoba, a koje
je vazno da zna ljeCnik obiteljske medicine koji
ima glavnu ulogu u skrbi ovih osoba.

Rasprava: Klini¢ke manifestacije bolesti u osno-
vi su slicne u odraslih osoba svih Zivotnih dobi,
ali Cesto postoje razlike u simptomima izmedu
mladih i starijih osoba. OteZanoj procjeni simp-
toma pridonosi nerijetko prisutna nemogu¢nost
preciznih i jasnih anamnesti¢kih podatka te ak-
tivng sudjelovanja u fizikalnom pregledu, a cak
i blage kognitivne smetnje utjeCu na percepciju
tegoba i simptoma. Simptomi u starijih imaju
tendenciju biti podmukliji, nespecifi¢niji i ati-

bez njegove primarne zahvacenosti manifestaci-
je sistemskih bolesti rezultiraju letargijom, kon-
fuzijom, agitacijom ili delirijem. Stariji imaju
visi prag boli, odgovor na bol Cesto je priguSen
ili izostaje stoga prituzbu boli, neovisno o dijelu
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tijela, treba smatrati hitnijim simptomom i pa-
Zljivo procjeniti. I febrilni odgovor izostaje ili
je smanjen, a znacajan dio starijih na ozbiljnu
bolest i infekciju reagira hipotermijom. Najces¢i
razlozi poviSene temperature su pneumonija, uri-
narne infekcije i malignitet. Relativna inaktivnost
moZe maskirati nedostatak zraka ili bol u prsima
u slucaju kardiovaskularnih bolesti, a dugo sjede-
nje se moZe manifestirati pretibijalnim edemima
bez prisutne sistemske bolesti. Cest simptom su i
anoreksija i gubitak tjelesne mase te opca slabost,
dispneja, piskanje, proljev i konstipacija, fekal-
na inkontinencija, poliurija, nokturija i urinarna
inkontinencija. Senzorni i motorni sustav poseb-
no su osjetljivi na starenje i prate ih deterioraci-
ja vida, sluha, pojava tinitusa, vertiga, omaglice
te padovi. Ceste su i smetnje spavanja, tremor,
mentalna oSteenja od blage zaboravljivosti do
teSke demencije, depresija (koja se lako zamijeni
s demencijom). I koZni tegobe su Ceste, posebno
svrbeZ i promjene povezane sa suhom koZom,
senilne aktinicke dermatoze, koZne neoplazme i
herpes zoster U pristupu simptomima i postavlja-
nju dijagnoze kod starijih i iznemoglih bolesnika
korisno je znati podatke o ucestalosti bolesti u
pojedinim dobnim skupinama.

Zakljucak: Patofizioloski odgovor u starih i
nemoc¢nih ima svoje specifi¢nosti i vazno ga je
znati radi pravovremenog prepoznavanja bolesti
i planiranja skrbi.
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Introduction with aim: The proportion of the el-
derly population is constantly increasing, and by
2050, the number of people over 85 is expected to
triple worldwide compared to 2015. In Croatia, in
2023, 22.8% of the population was over 65, and
2.4% was over 85. Aging is accompanied by an
irreversible decline in organ function even in the
absence of injury and disease, external influenc-
es or poor lifestyle choices, and currently covers
several generations and lasts for three decades.
The “young-old” are described as people in their
60s and early 70s who are active and healthy, the
“old” are people in their 70s and 80s who are
slowing down, have chronic diseases and some
unpleasant symptoms, and the “old-old” or “old-
est-old” are often very sick, multimorbid, dis-
abled and close to death. The first manifestations
of aging are the reduced ability of each organ to
maintain homeostasis under stress (illness, inju-
ry), and the cardiovascular, renal and central ner-
vous systems are the most sensitive. The aim of
this paper is to present the main symptoms that
are of particular importance in the elderly, and
which are important for the family medicine phy-
sician who plays a major role in the care of these
individuals to know.

Discussion: The clinical manifestations of the
disease are basically similar in adults of all ages,
but there are often differences in symptoms be-
tween young and elderly people. The frequent
inability to provide precise and clear anamnestic
data and actively participate in the physical ex-
amination contributes to the difficult assessment
of symptoms, and even mild cognitive impair-
ment affects the perception of complaints and
symptoms. Symptoms in the elderly tend to be
more insidious, non-specific and atypical, and
the course of the disease can also change the
function of organs that are not primarily affected.
The brain is the most sensitive to stress or dis-
ease in the elderly, and even without its primary

involvement, manifestations of systemic diseases
result in lethargy, confusion, agitation or deliri-
um. The elderly have a higher pain threshold, the
response to pain is often muted or absent, so com-
plaints of pain, regardless of the part of the body,
should be considered a more urgent symptom and
carefully assessed. The febrile response is also
absent or reduced, and a significant proportion of
the elderly react to serious illness and infection
with hypothermia. The most common causes of
elevated temperature are pneumonia, urinary in-
fections and malignancy. Relative inactivity can
mask shortness of breath or chest pain in the case
of cardiovascular diseases, and prolonged sitting
can manifest as pretibial edema without the pres-
ence of systemic disease. Common symptoms in-
clude anorexia and weight loss, as well as general
weakness, dyspnea, wheezing, diarrhea and con-
stipation, fecal incontinence, polyuria, nocturia
and urinary incontinence. The sensory and motor
systems are particularly sensitive to aging and are
accompanied by deterioration of vision, hearing,
tinnitus, vertigo, dizziness and falls. Sleep disor-
ders, tremors, mental impairment from mild for-
getfulness to severe dementia, depression (which
can easily be mistaken for dementia) are also
common. Skin problems are also frequent, es-
pecially itching and changes associated with dry
skin, senile actinic dermatoses, skin neoplasms
and herpes zoster. When approaching symptoms
and making a diagnosis in elderly and debilitated
patients, it is useful to know data on the frequen-
cy of diseases in certain age groups.

Conclusion: The pathophysiological response in
the elderly and frail has its own specificities and
it is important to know it in order to recognize the
disease in time and plan care.
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Uvod: NajceS¢i simptom akutno bolesnog djete-
ta je temperatura, uslijed virusne ili bakterijske
infekcije. Ponavljana (ili rekurentna) bol u trbu-
hu jedan je od najceS¢ih neakutnih simptoma u
djece. Najveci dio ¢ine Skolska djeca. U do 95%
slucajeva nije posljedica organske bolesti ve¢ se
radi o funkcionalnoj boli. Cilj rada je pokazati
kako pristupiti akutno bolesnom djetetu s tempe-
raturom, procjeniti teZinu bolesti te daljnje postu-
panje. Kod djece s ponavljanom boli u trbuhu cilj
je izloZiti glavne parametre procjene za razliko-
vanje funkcionalne od organske boli.

Rasprava: Visina temperature ne korelira uvijek
s tezZinom bolesti djeteta i bitno ju je intepretira-
ti uz cijelu klini¢ku sliku kako bi se procjenila
ozbiljnost bolesti. Inicijalna procjena bazira se
na detaljnoj anamnezi i fizikalnom pregledu. Na
temelju navedenog donosi se odluka: 1) radi li
se o djetetu koje se upucuje na bolnicko lijece-
nje ili se nastavlja pratiti ambulantno, 2) za one
koji ne zahtijevaju hitan bolnicki tretman, treba
li za bolju procjenu uciniti neke dijagnosticke
pretrage (npr. upalne parametre, urin, rentgen
plu¢a). Hitno upucivanje u bolnicu zahtijevaju
djeca koja su uz temperaturu poremecéenog stanja
svijesti, znacajno naruSenog opceg stanja, imaju
pozitivne meningealne znake, petehijali osip te
visoko febrilna novorodencad. Za ostale kljucno
je procijeniti koje je ishodiSte infekcije te razlu-
Citi je 1i virusna ili bakterijska. NajteZa procjena
obicno je kod djece koja su visoko febrilna, a bez
vodeéeg simptoma, kada je teSko razlikovati radi
li se o virusnoj infekciji ili po€etnoj bakterijemiji
budu¢i nema pravog klinickog parametra za ra-
zlikovanje. U slucaju dileme preporuca se uzima-
nje osnovnih laboratorijskih nalaza (krvna slika i
crp) i interpratacija u odnosu na trajanje bolesti i
dob djeteta. Funkcionalna ponavljana abdominal-
na bol dijagnosticira se klini¢ki i svrstava prema
IV Rimskim kriterijima ovisno o drugim prate¢im
simptomima u jedan od sljede¢a Cetiri poreme-
¢aja: funkcionalna dispepsija, funkcionalna ab-
dominalna bol koja se ne moze drugdje svrstati,
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sindrom iritabilnog crijeva i abdominalna migre-
na. Kako bi se dijagnosticke postupke svelo na
optimalnu mjeru, a da se ne propusti organska bo-
lest preporuca se identificirati one pacijente koji
imaju u anamnezi i fizikalnom pregledu znakove
upozorenja (bol koja nije lokacije oko pupka, po-
navljano povracanje, proljevi, disfagija, gubitak
na teZini, anemija, zaostajenje u rastu, odgodeni
pubertet, perianalne promjene, pridruZene tempe-
rature, artraglgije, pozitivna obiteljska anamneza
za celijakiju, ulkusnu bolest ili kroni¢nu upalnu
bolest crijeva) za koje je nuZna daljnja obrada.
Nedostaje validiranih smjernica o to¢nom izboru
obrade pa se kre¢e od neinvazine laboratorijske
obrade koja se prilagodava znacima upozorenja.
Kako jedini znak celijakije mogu biti samo po-
navljani bolovi, ve¢ina smjernica sugerira kako je
uputno uciniti serologiju za celijakiju. Od drugih
pretraga kada nema znakova alarma, najceSce se
pod pritiskom roditelja ¢ine krvna slika, crp, kal-
protektin i ultrazvuk abdomena.

Zakljucak: Febrilitet je najces¢i simptom akutno
bolesnog djeteta, koji je izolirano nedovoljan po-
kazatelj teZine bolesti. Anamneza i klinicki status
klju¢ni su za procjenu i odluku o daljem postupa-
nju. Za djecu s ponavljanim bolovima u trbuhu
klini¢ki IV Rimski kriteriji ve¢inom su dovoljni
za potvrdu funkcionalne boli, a kod onih koji
imaju znakove upozorenja i sumnju na organsku
bolest potrebna je dalja dijagnosticka obrada.
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Introduction: The most common symptom of an
acutely ill child is a fever, due to a viral or bac-
terial infection. Chronic (or recurrent) abdomi-
nal pain is one of the most common non-acute
symptoms in children, with highest prevalence in
school-age children. In up to 95% of cases, it is
not a consequence of an organic disease, but a
functional pain. The aim of this paper is to show
how to approach an acutely ill child with fever,
assess the severity of the illness and further work
up. For children with recurrent abdominal pain,
the aim is to show main parameters to distinguish
patients with functional abdominal pain from or-
ganic ones.

Discussion: The height of the temperature
doesn’t regularly correlate with the severity of
the child's illness. It is more important to look at
the temperature in correlation with other clinical
signs to predict how serious the disease really is.
The initial assessment should be based on a de-
tailed medical history and physical examination,
to make a decision 1) whether the child should
be referred to a hospital or can be monitored in
an outpatient setting, 2) for those who do not
require urgent hospital treatment, whether some
diagnostic tests (e.g. inflammatory parameters,
urine, chest X-ray) should be performed for more
precise assessment. Urgent referral to a hospital
is necessary for febrile children with decreased
level of consciousness, significantly impaired
general condition, positive meningeal signs, pe-
techial rash, and for febrile newborns. For oth-
ers, it is crucial to assess the infection site and
make a distinction between viral and bacterial
origin. The most difficult evaluation is usually
in children with very high fever but without a
leading symptom, when viral infection cannot be
clinically differentiated from initial bacteraemia,
since there is no reliable clinical parameter for
clear differentiation. When in such dilemma, the
recommendation is to take additional laboratory
tests (complete blood count, CRP), and interpret

them according to the duration of symptoms and
patient’s age. Diagnose of functional recurrent
abdominal pain is made clinically according to
the IV Rome criteria and depending on associated
symptoms classify into one of the four follow-
ing disorders: functional dyspepsia, functional
abdominal pain-not otherwise specified, irritable
bowel syndrome and abdominal migraine. For
an optimal extent of diagnostic workup, with-
out missing organic disease, it is recommended
to identify those patients with alarming features
in the medical history and physical examination
(pain away from midline, repeated vomiting, di-
arrhoea, dysphagia, weight loss, anaemia, growth
retardation, delayed puberty, perianal changes,
associated fever, arthralgia, positive family his-
tory of celiac disease, ulcer disease or chronic
inflammatory bowel disease) for whom further
work-up is necessary. However, there is still a
lack of validated guidelines regarding the exact
choice of the workup, but usually it starts from
non-invasive laboratory tests related to alarm-
ing signs. Since the only sign of celiac disease
may be recurrent abdominal pain, most guide-
lines suggest serologic screening for celiac dis-
ease. Other tests usually performed without any
alarming signs but under parental pressure, are
blood count, CRP, calprotectin, and abdominal
ultrasound.

Conclusion: Fever is the most common symptom
in an acutely ill child and alone is an insufficient
indicator of the severity of the illness. Medical
history and physical status are key for the assess-
ment of a febrile child and the decision for further
procedures.

For children with recurrent abdominal pain, IV
Rome criteria are mostly sufficient to clarify
functional pain, while those with warning signs
require additional diagnostics to avoid missing an
underlying organic disease.
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Introduction with aim: Unintentional weight loss
represents a significant clinical challenge, associ-
ated with high risk of disease and mortality. It is
often a symptom of serious underlying conditions.
Doctors must approach the diagnostic process
thoroughly, considering various possible causes.
A patient experiencing a weight loss of at least
5% of their usual body weight over the last 6 to
12 months, requires further diagnostic evaluation.
The aim of this study is to define unintentional
weight loss, explore its potential causes, and pro-
vide guidance on assessing a patient who is losing
weight.

Discussion: Weight loss in a healthy individu-
al may be indicative of a systemic disease, with
causes ranging from medical, psychiatric, or
social factors. It is essential to examine chang-
es in weight during medical history, considering
conditions like cancer, gastrointestinal disorders,
and psychiatric issues. Other conditions to con-
sider include cachexia syndrome related to organ
failure, endocrinopathies, infections, medication
side effects, substance abuse, and social factors
preventing adequate access to food, poor living
conditions, or stressful situations. Unintentional
weight loss is typically defined as a loss of at least
5% of the patient’s usual body weight over the past
6 to 12 months which is not an expected result of
treatment for a known disease. All patients should
be assessed, whether weight loss is their primary
complaint or discovered incidentally. The decision
to assess should be based on patient preferences,
considering the risks of testing. The evaluation
includes data collection and a thorough medical
examination, and a detailed history can help in the
correct diagnostic process. The medical history
includes age, social factors, previous medical con-
ditions, cancer screening status, medication use,
psychiatric history, eating disorders, presence of
risk factors, risk for malignancies, and infection
risk. Symptom checks include weight loss, general
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symptoms, and symptoms from gastrointestinal,
genitourinary, neurological, endocrine, and pul-
monary systems. A physical examination is the
next critical step, starting with the determination of
weight and documentation of vital signs. Skin col-
or, turgor, presence of surgical scars, and signs of
systemic diseases should be evaluated. Oral cav-
ity should be examined for thrush, dental issues,
thyroid enlargement, and adenopathy, along with
respiratory, cardiac, abdominal abnormalities or
examination of the urogenital tract. Neurological
assessment includes evaluating mental status and
screening for depression. If a likely diagnosis is
made, the underlying condition should be treated,
and further tests should be selected as needed. If
the etiology remains unknown, additional labora-
tory investigations (blood count, urine analysis,
glucose levels, kidney and liver function, albumin,
electrolytes, calcium, iron, FOBT, TSH, chest
X-ray, tumor markers) may be required, and refer-
ral to a specialist should be considered. If no cause
is found after examinations and tests, the patient
should be referred for further investigations, such
as ultrasound, CT scans, MRI, or endoscopy. If a
diagnosis is made, treatment should focus on the
underlying cause. In undiagnosed cases, contin-
uous monitoring and follow-ups are necessary. If
weight loss continues, the physician should review
the treatment, diagnosis or comorbidities.

Conclusion: Weight loss is a concerning symptom
for family doctors as it often indicates an undiag-
nosed health condition, presenting a diagnostic
challenge. It is essential to determine the underly-
ing cause of weight loss, with special emphasis on
identifying serious conditions, such as cancer or
chronic diseases, that require prompt intervention.
A structured approach to evaluating unintentional
weight loss provides guidance for patient man-
agement and helps identify key elements in his-
tory-taking, physical examination, and laboratory
tests that lead to diagnosis.
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Uvod: Zloc¢udne bolesti su u porastu u razvije-
nim zemljama svijeta, s 37% svih novooboljelih
mladih od 65 godina u 2022. godini. U Republici
Hrvatskoj najceS¢i su karcinom debelog i zavrs-
nog crijeva, plu¢a i dusnika, prostate te dojke.
Rano prepoznavanje maligne bolesti omogucava
uspjesnije lijeCenje stoga je uoc¢avanje simptoma
i ciljana dijagnostika izrazito bitna. Cilj rada je
prikazati najceS¢e simptome i znakove maligne
bolesti kao i simptome uz ve¢ dijagnosticiranu
malignu bolest.

Rasprava: Simptomi se mogu podjeliti na opce i
specificne za organ odnosno tip maligne bolesti.
U opce simptome ubrajamo nenamjeran gubitak
viSe od 5% tjelesne mase tijekom Sest do dvana-
est mjeseci ili krace, neuobicajen umor, gubitak
apetita, obilno no¢no znojenje, poviSenu tem-
peraturu te neobjasnjivu bol koja ne popusta na
analgetike. U specifi¢ne simptome ubrajamo rane
koje ne zarastaju dulje od tri tjedana na sluznici
te Sest tjedana na koZi, neobjasnjive modrice ili
promjene madeZa, rastuce i najceS¢e bezbolne
otekline bilo gdje na tijelu, progresivni gubitak
vida ili sluha, promuklost ili bolno Zdrijelo koje
ne prolazi, odino- ili disfagiju, dispneju, kasalj
duZi od osam tjedana ili iskaSljavanje krvi, brz
povratak simptoma gastroezofagealnog refluksa
nakon prekida lijecenja ili uz perzistentne no¢-
ne simptome, jutarnje povracanje bez mucnine,
promjene koZe dojke ili bradavice, konstantnu
nadutost ili promjene u defekaciji, hematuriju
(posebno bezbolna), hematokeziju, hematemezu
ili melenu, vaginalno krvarenje nakon menopa-
uze, bolne spolne odnose, bol u zglobovima ili
kostima koja ne popusta na analgetike. Uz, ali i
bez simptoma, promjene u laboratorijskim (mi-
krocitna ili normocitna anemija u muskarca,
leukocitoza ili pancitopenija, trombocitoza, pa-
toloski hepatogram posebno uz poviSene vrijed-
nosti alkalne fosfataze) ili radioloskim nalazima
(ekspanzivne, slabo ograni¢ene mase uz patolos-
ku prokrvljenost, osteoliticka lezija, patoloski
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prijelom ) mogu ukazivati na malignu bolest. U
dijagnostickom pristupu ukljucujemo dob, spol
te obiteljska anamneza, a kod op¢ih simptoma
ili slu¢ajno nadenih patoloskih nalaza koji su vi-
soko sumnjivi na malignu bolest prvo je potreb-
no iskljuciti one regionalno najucestalije. Neki
simptomi i znakovi mogu ukazivati na druge ne-
maligne bolesti stoga je potrebno uzeti detaljnu
anamnezu, obaviti detaljan klini¢ki pregled te
dijagnostic¢ki postupak. Kod vanbolnickih paci-
jenata s ve¢ dijagnosticiranom malignom bolesti
(70-100%), inapetencija (6-53%), bol (30-80%)
i dispneja (10-70%). Ozbiljnost simptoma ovisi
o vrsti raka i spolu bolesnika. Dok bolovi i umor
prevladavaju u bolesnika s karcinomom sredis-
njeg Ziv€anog sustava ili podrucja glave i vrata,
gubitak apetita i loSe opce stanje CeSce se javljaju
u bolesnika s karcinomom probavnog trakta, plu-
¢a, dojke ili genitalne regije. Cini se da se umor,
tjeskoba i depresija pojavljuju bez obzira na vrstu
raka. Opisane su i razlike u spolovima te se dis-
fagija i nesanica CeS¢e javlajju kod musSkaraca, a
mucnina, povracanje i anksioznost kod Zena.

Zakljucak: Incidencija malignih bolesti raste uz
sve CeSce obolijevanje i mladih osoba. Rano pre-
poznavanje simptoma i znakova malignih bolesti
od kljucne je vaznosti za Sto ranije postavljanje
dijagnoze i lijeCenja te u konacnici i preZivljenje
dok kod bolesnika s ve¢ dijagnosticiranom mali-
gnom boleS¢u prepoznavanje i ublaZzavanje simp-
toma omogucuje bolju kvalitetu Zivota. Simptomi
i znaci komorbidnih dijagnoza nemalignih bolesti
ne smiju se zanemariti.

1. Hrvatski zavod za javno zdravstvo: Registar za rak (pristupljeno 27. prosinca 2024). Dostupno
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Introduction with aim: Malignant diseases are
on the rise in developed countries of the world
with 37% of all new cases under the age of 65 in
2022. In the Republic of Croatia, the most com-
mon are cancers of the colon and rectum, lungs
and trachea, prostate and breast. Early recogni-
tion of malignant disease allows for more suc-
cessful treatment, therefore, noticing symptoms
with targeted diagnostics are extremely import-
ant. The aim of the paper is to present the most
common symptoms and signs of malignant dis-
ease, as well as symptoms associated with an al-
ready diagnosed malignant disease.

Discussion: Cancer symptoms can be divided
into general and specific to the organ or type of
malignant disease. General symptoms include
unintentional loss of more than 5% of body
weight over six to twelve months or less, unusu-
al fatigue, loss of appetite, profuse night sweats,
fever, and unexplained pain that does not respond
to analgesics. Specific symptoms include wounds
that do not heal for more than three weeks on the
mucous membrane and six weeks on the skin, un-
explained bruises or changes in moles, growing
and most often painless swellings anywhere on
the body, progressive loss of vision or hearing,
hoarseness or sore throat that does not go away,
dysphagia or dyspnea, cough lasting longer than
eight weeks or coughing up blood, rapid re-
turn of gastroesophageal reflux symptoms after
discontinuation of treatment or with persistent
nocturnal symptoms, morning vomiting without
nausea, changes in the skin of the breast or nip-
ple, constant bloating or changes in defecation,
hematuria (especially painless), hematochezia,
hematemesis or melena, vaginal bleeding after
menopause, painful intercourse, joint or bone
pain that does not respond to analgesics. With or
without symptoms, changes in laboratory (micro-
cytic or normocytic anemia in men, leukocytosis
or pancytopenia, thrombocytosis, pathological
hepatogram especially with elevated values of

alkaline phosphatase) or radiological findings
(expansive, poorly circumscribed masses with
pathological blood supply, osteolytic lesion,
pathological fracture) may indicate a malignant
disease. In the diagnostic approach age, gender
and family history should be included, and in the
case of general symptoms or accidentally found
pathological findings that are highly suspicious
of a malignant disease, it is first necessary to ex-
clude the regionally most frequent ones. Some
symptoms and signs may indicate other non-ma-
lignant diseases, so it is necessary to take a ex-
haustive medical history, perform a detailed clin-
ical examination and diagnostic procedure. In
outpatients with an already diagnosed malignant
disease, in addition to a general malaise, the most
common symptoms are fatigue (70-100%), in-
appetence (6-53%), pain (30-80%) and dyspnea
(10-70%). The severity of symptoms depends on
the type of cancer and the patient's gender. While
pain and fatigue are more prevalent in patients
with cancer of the central nervous system or head
and neck, loss of appetite and poor general condi-
tion are more common in patients with cancer of
the digestive tract, lung, breast or genital region.
Fatigue, anxiety, and depression appear to occur
regardless of the type of cancer. Gender differ-
ences have also been described, with dysphagia
and insomnia occurring more frequently in men,
and nausea, vomiting, and anxiety in women.

Conclusion: The incidence of malignant diseases
is increasing, with younger people also becom-
ing increasingly ill. Early recognition of symp-
toms and signs of malignant diseases is crucial
for early diagnosis and treatment, and ultimately
survival, while in patients with an already diag-
nosed malignant disease, recognition and relief
of symptoms allows for a better quality of life.
Symptoms and signs of comorbid diagnoses of
non-malignant diseases should not be ignored.
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Uvod s ciljem: Alergija je neprimjereni odgovor
naSeg imunoloskog sustava na razlicite ¢imbeni-
ke okoliSa. Simptomi alergijske reakcije mogu
biti op¢i ili lokalizirani na organ ili organski su-
stav putem kojeg je alergen uSao u tijelo (kozZa i
sluznice, probavni ili diSni sustav). KoZne aler-
gije najceSc¢e se manifestiraju kao urtikarija, ato-
pijski i kontaktni dermatitis. Cilj ovog rada bio je
prikazati najc¢eS¢e koZne alergije.

Rasprava: Jedna od najces¢ih koznih bolesti
karakterizirana svrbeZom i promjenom koZe je
atopijski dermatitis. To je kroni¢na bolest mla-
dih, uglavnom djece. Karakterizira ga suha kozZa
koja svrbi i osip na obrazima, rukama i nogama.
Kod atopijskog dermatitisa vazan faktor je svr-
bez jer CeSanje i trljanje pogorSavaju upalu koZe
karakteristiCnu za tu bolest. Izlaganje nadrazuju-
¢im sredstvima poput deterdenata, omeksivaca,
sapuna i slicno moZe pogorsati simptome, kao i
suSenje koze, izlaganje vodi, temperaturne pro-
mjene i stres. Bolesnici imaju Cesto poviSenu ra-
zinu eozinofila i alergijskih protutijela IgE, ali je
razlog tomu nepoznat. LijeCenje je kompleksno i
dugotrajno, a cilj mu je smanjiti i ukloniti simp-
tome. Lijecnik obiteljske medicine Cesto se su-
sreCe s pacijentima razlicite Zivotne dobi koji se
Zale na kozZne promjene nakon kontakta s nekom
tvari iz okoliSa, a koje su karakterizirane ekce-
mima. Dvije glavne skupine tvari u okolisu koji
uzrokuju kontaktni dermatitis su iritansi i alerge-
ni, a osobito je Cest kod osoba koje puno rade u
vodi. Svrbez koZe je najCes¢i simptom i mozZe biti
izrazito intenzivan, a podrucja koja zahvaca su
uobicajeno Sake, vrat, ruke, lice i noge. Tijekom
upale, kontaktni dermatitis uzrokuje promjene na
koZi koja postaje crvena i ljuskava, a ponekad se
razviju i sitni vodeni mjehuri. Bitno je spomenuti
i urtikariju koja moZe biti povezana i s nastan-
kom angioedema te zahtijeva promptno lijeCenje.
Karakterizira je stvaranje urtikarijalnih lezija
na kozi izgledom srediSnjeg otoka okruZenog
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crvenilom uz pridruZen svrbeZ i osjecaj peCenja,
a razlikujemo akutnu u trajanju do 6 tjedana i
kroni¢nu.

Zakljucak: Promjene na koZi pracene svrbeZom
Cesto su posljedica alergijskih reakcija koje zahti-
jevaju dugotrajno lijeCenje i predstavljaju izazov
u dijagnostickom pristupu te je bitna uska surad-
nja lijecnika obiteljske medicine i specijaliste
dermatovenerologa.
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Introduction and aim. Allergy is a hypersensi-
tivity reaction of our immune system to a specific
substance. Symptoms can be general or local-
ized. Skin allergies most often manifest as urti-
caria, atopic and contact dermatitis. The aim of
this paper was to present the most common skin
conditions caused by allergy and their symptoms.

Discussion. One of the most common skin dis-
eases characterized by itching and lesions is
atopic dermatitis. Atopic dermatitis, is a chronic
disease that causes inflammation, redness, and
irritation of the skin. It is a common condition
that usually begins in childhood; however, any-
one can get the disease at any age. Itching is an
important factor because scratching and rubbing
worsen the skin inflammation. Exposure to irri-
tants, water, temperature changes and stress can
worsen symptoms. Patients often have elevated
levels of eosinophils and allergic IgE antibodies,
but the reason for this is unknown. Treatment
is complex and long-term. A family physicians
often treat patients of all ages who complain of
skin changes after direct contact with substance,
which are characterized by eczema. Such chang-
es are called contact dermatitis and have nothing
to do with atopic dermatitis or allergic eczema,
and are especially common in people who work
a lot in water. There are two types of contact
dermatitis: allergic and irritant. Itchy skin is the
most common symptom and can be extremely
intense, the areas that are usually affected are the
hands, neck, arms, face and legs. Contact derma-
titis causes the skin to became blistered, dry and
cracked. It is also important to mention urticar-
ia, also known as hives, which can be associat-
ed with the development of angioedema and re-
quires prompt treatment. It is characterized by the
formation of urticarial lesions on the skin with
the appearance of a central swelling surrounded
by redness, accompanied by itching and a burn-
ing sensation, and can be acute, lasting up to 6
weeks, or chronic.

Conclusion. Itchy skin with skin changes are
often the result of allergic reactions that require
long-term treatment and become a challenge in
the diagnostic approach, so close cooperation be-
tween a family physician and a dermatovenerol-
ogist is essential.
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Uvod s ciljem. Kroni¢ni svrbeZ je vodeci simp-
tom u brojnim dermatoloskim i sistemskim bole-
stima, a definira se kao neugodan podrazaj koji
izaziva potrebu za grebanjem Sto moZe imati za
posljedicu upalu, oStecenje te potom i sekundar-
nu infekciju koZe. KoZa moZe postati lihenifici-
rana, suha, ljuskava, uz prisutne ekskorijacije.
Prevalencija svrbeZa raste s dobi, a procjenjuje
se kako zahvaca oko 43% populacije starije od
65 godina. Cilj ovog rada bio je prikazati najce-
Sc¢e sistemske bolesti u kojih se javlja svrbeZ kao
jedan od prisutnih simptoma.

Rasprava. Obzirom da je svrbez nespecific¢ni
simptom mnogih bolesti, od primarnih bolesti
koZe pa do sistemskih bolesti, sama klinicka slika
ovisna je o tome koja bolest dovodi do svrbeza.
U sklopu sistemskih bolesti, dio koZe koji izaziva
svrbeZ moze biti urednog statusa, a mogu biti i
prisutne sekundarne koZzne lezije izazvane gre-
banjem. Od svih sistemskih bolesti povezanih sa
svrbeZom, najces¢i je svrbeZz u sklopu bubreznih
bolesti kod kojih se ¢ak do 60% oboljelih Zali na
svrbeZ. 2/3 bolesnika u terminalnom stadiju bu-
breZne bolesti javlja svrbez u generaliziranom
obliku, dok kod preostale tre¢ine obi¢no zahvaca
leda ili lice, a moZe biti stalno prisutan ili povre-
sistemski uzrok svrbeZi su bolesti jetre, odnosno
u bolesnika s kolestazom gdje on nastaje kao
posljedica mehanicke opstrukcije, metabolickog
disbalansa ili upalne bolesti, a najces¢e zahvaca
dlanove i stopala, te podrucja na kojima odjec¢a
stvara trenje na koZi, a moZe se javiti i u gene-
raliziranom obliku. Brojne metabolicke i endo-
krinoloske bolesti poput nedostatka vitamina D,
nedostatka ili prekomjerne koli¢ine Zeljeza, bo-
lesti Stitnjace, hiperparatireoze, Secerne bolesti i
gihta takoder mogu biti uzrok svrbezi. Prilikom
dijagnosticke obrade uzroka svrbezi nikako ne
smijemo zaboraviti maligne bolesti i to poglavi-
to limfoproliferativne poput Hodgkinove bolesti

LITERATURA:

kod koje je svrbeZ uz povecanje limfnih ¢vorova
jedan od vode¢ih simptoma. Od ostalih sistem-
skih bolesti kao uzroka svrbezi valja spomenuti
i neuroloSke bolesti poput multiple skleroze te
cirkulatorne i psihogene poremecaje.

Zakljucak. Obzirom da je svrbez simptom koji
smanjuje kvalitetu Zivota bolesnika i znacajno ga
ometa u njegovim svakodnevnim aktivnostima,
lije¢nik obiteljske medicine detaljnom anamne-
zom, fizikalnim statusom i primjerenom dija-
gnostickom obradom mora utvrditi njegov uzrok.
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Introduction. Chronic itching is a leading symp-
tom in numerous dermatological and systemic
diseases, and is defined as an intense, distracting
irritation or tickling sensation that may be felt
over the skin's surface, and can result in inflam-
mation, damage, and sometimes with secondary
skin infection. The skin may become lichenified,
dry, scaly, and excoriated. The prevalence of pru-
ritus increases with age, and it affects about 43%
of the population older than 65 years of age. The
aim of this study was to present the most com-
mon systemic diseases in which itching occurs.

Discussion. Since itching is a non-specific symp-
tom of many diseases, from primary skin diseas-
es to systemic diseases, the clinical presentation
depends on which disease is causing the itching.
In systemic diseases, the part of the skin that
causes itching can be with or without lesions. Of
all systemic diseases associated with itching, the
most common cause is kidney disease, in which
up to 60% of patients complain of itching. 2/3 of
patients with end-stage renal disease experience
generalized itching, while in the remaining third
it usually affects the back or face. It can be con-
stantly present or intermittent and is usually more
pronounced at night. The second most common
systemic cause of itching is liver disease, where it
occurs as a result of mechanical obstruction, met-
abolic imbalance, or inflammatory disease. Most
often affects the palms and soles, and areas where
clothing contacts the skin, but can also occur in
a generalized form. Numerous metabolic and en-
docrinological diseases such as vitamin D defi-
ciency, iron deficiency or hemochromatosis, thy-
roid disease, hyperparathyroidism, diabetes, and
gout can also be a cause of itching. Diagnostic
approach of itching also must consider malignant
diseases, especially lymphoproliferative diseas-
es such as Hodgkin's disease, in which itching
and swollen lymph nodes are one of the lead-
ing symptoms. Other systemic diseases that can
cause itching include neurological diseases such

as multiple sclerosis, circulatory and psychogen-
ic disorders.

Conclusion. Patients with itching have a lower
quality of life. A family medicine physician must
determine cause of itching through a detailed
medical history, physical status, and appropriate
diagnostic workup.
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Uvod s ciljem. Pruritus, odnosno svrbez, Cest je
i kompleksan simptom koji se javlja u razlicitih
dermatoloskih bolesti. Prevalencija i intenzitet
svrbeZa ovise o osnovnoj dijagnozi. Kao najce-
$¢i simptom, svrbeZ se javlja u dermatoloskih
bolesnika s atopijskim dermatitisom, psorijazom
i urtikarijom, a izraZen je i kod drugih dermato-
za. SvrbeZ znacCajno utjeCe na kvalitetu Zivota,
uzrokujuéi smetnje spavanja, emocionalnu iscr-
pljenost i socijalnu izolaciju. Cilj ovog saZetka je
pregled patofizioloskih mehanizmama pruritusa,
dijagnostickih izazova i terapijskih pristupa, s na-
glaskom na klinicku praksu i najnovije smjernice.

Rasprava. Patofiziologija pruritusa ukljucuje
sloZene procese u kojima sudjeluju periferni i sre-
disnji ZivCani sustav. Aktivacija specifi¢nih pruri-
togenih C-vlakana pokrece oslobadanje histami-
na, proteaza i proinflamatornih citokina. Klju¢nu
ulogu ima i disregulacija JAK-STAT signalnog
puta, Sto predstavlja temelj za razvoj novih tera-
pijskih opcija. Klinicka procjena pruritusa zahti-
jeva integrirani pristup. Uz temeljit dermatolo3ki
pregled, Cesto je potrebno provesti laboratorijsku
dijagnostiku radi iskljucivanja sistemskih uzro-
ka, poput bolesti jetre, bubrega, endokrinoloskih
ili hematoloSkih poremecaja. Terapijski pristup
temelji se na lijeCenju osnovne bolesti te simp-
tomatskoj terapiji. Lokalni pripravci poput kor-
tikosteroida i inhibitora kalcineurina ucinkoviti
su u blaZim oblicima pruritusa, dok se kod teZih
oblika koriste sistemski imunomodulatori poput
dupilumaba ili fototerapija. Kronicni pruritus
zahtijeva multidisciplinarni pristup, ukljucuju¢i
psiholoSku podrsku s ciljem smanjenja posljedica
kroni¢nog CeSkanja te smanjenje rizika sekundar-
nih infekcija.

Zakljucak. Pruritus ostaje znacajan klinicki
izazov u dermatologiji, posebno kod kroni¢nih
dermatoza. Razumijevanje njegovih komplek-
snih patofizioloSkih mehanizama omoguéilo
je razvoj ciljane terapije, no jo$S uvijek postoje
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brojni nerazjasSnjeni aspekti koji zahtijevaju dalj-
nja istrazivanja. Edukacija pacijenata, individua-
lizirani terapijski pristup i razvoj terapija s boljim
sigurnosnim profilom kljucni su za optimizaciju
ishoda lijecenja.
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Introduction with Aim: Pruritus, or itching, is
a common and complex symptom that occurs in
various dermatological diseases. The prevalence
and intensity of pruritus depends on the underly-
ing diagnosis. It is the most prominent symptom
in dermatological patients with atopic dermatitis,
psoriasis, and urticaria and is also pronounced in
other dermatoses. Pruritus significantly impacts
quality of life, causing sleep disturbances, emo-
tional exhaustion, and social isolation. The aim of
this abstract is to review the pathophysiological
mechanisms of pruritus, diagnostic challenges,
and therapeutic approaches, highlighting clinical
practice and the latest guidelines.

Discussion: The pathophysiology of pruritus
involves complex processes in which the pe-
ripheral and central nervous systems participate.
The activation of specific pruritogenic C-fibers
triggers the release of histamine, proteases, and
pro-inflammatory cytokines. A key role is also
played by the dysregulation of the JAK-STAT
signaling pathway, which serves as the basis
for the development of new therapeutic options.
Clinical assessment of pruritus requires integrat-
ed approach. In addition to a thorough dermato-
logical examination, laboratory diagnostics are
often necessary to rule out systemic causes such
as liver, kidney, endocrine, or hematological dis-
orders. Therapeutic approach is based on treating
the underlying disease and symptomatic therapy.
Topical agents such as corticosteroids and cal-
cineurin inhibitors are effective in milder forms
of pruritus, while severe cases require systemic
immunomodulators like dupilumab or photother-
apy. Chronic pruritus requires a multidisciplinary
approach, including psychological support to
manage the consequences of chronic scratching
and reduction of secondary infections risk.

Conclusion: Pruritus remains a significant clin-
ical challenge in dermatology, particularly in
chronic dermatoses. Understanding its complex

pathophysiological mechanisms has enabled the
development of targeted therapies, yet many
aspects remain unresolved and require further
research. Patient education, an individualized
therapeutic approach, and the development of
treatments with better safety profiles are key to
optimizing treatment outcomes.
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1. Dom zdravlja
SisaCko-moslavacke Uvod s ciljem: Svrbe? je jedan od tri najée$¢a | je najizraZeniji no¢u. Cesta je medu ljudima koji
Zupanije koZna simptoma zbog kojih se pacijenti javljaju | Zive u bliskom kontaktu.

obiteljskom lije¢niku. Jedan od ceS¢ih uzroka

su infekcije koZe koje mogu biti gljivicnog, vi-

rusnog, bakterijskog ili parazitarnog porijekla.

Cilj ovog rada je prikazati najc¢esce infekcije koje

uzrokuju svrbez koze.

Zakljucak: Pojedini paraziti, gljivice i bakteri-
je Cest su uzrok svrbeZi koZe. One imaju fizic-
ke, psihicke i emocionalne ucinke na Zivot bo-
lesnika te predstavljaju dijagnosticki i terapijski
izazov za obiteljske lijecnike kao lijecnike prvog
Rasprava: Najcesca infekcija koja uzrokuje svr- | kontakta.

bez koze je gljivicna infekcija. Prezentira se do-
bro ograni¢enom koZnom promjenom s crvenim,
ljuskavim, uzdignutim rubom. Cesto su zahvace-
ni noZni prsti i tabani, a koZa postane suha, ljuska-
va, ispucala ili mekana i macerirana. Ukoliko za-
hvati vlasiSte moZe se manifestirati i alopecijom.
Pityriasis rosea, infektivni eritem i vodene kozice
su najcesce virusne infekcije koje uzrokuju svr-
beZ kao i moluske, dobro¢udni tumori koZe koji
su takoder uzrokovani virusom. Impetigo je po-
vrsinska bakterijska infekcija koZe sa stvaranjem
krusta ili bula, a uzrokuju ga streptokoki i/ili sta-
filokoki. Izaziva blagu bol, neugodu i Cesto svr-
beZ. Paraziti su Cesti uzro€nici svrbeZi koZe, prije
svega svrab i uSljivost te enterobijaza. Primarni
Cimbenik rizika za svrab jest napucenost pa su
kolektivi Cesto Zariste infekta. Bolest se prenosi
s Covjeka na covjeka bliskim kontaktom koZe na
koZu, spavanjem u istom krevetu, rijetko preko
rublja. Glavni su simptomi intenzivan svrbeZ (po-
sebice nocu) te pojava crvenog osipa na mjestima
koja se grebu. Usljivost je prilicno uobicajena
pojava u dje¢jim kolektivima i nije vezana za
higijenu. SvrbeZ je jedan od prvih simptoma, a
CeSanjem nastaje iritacija koZe i ekskorijacije na
glavi. Valja spomenuti i stidne uSi koje se najce-
S¢e javljaju u adolescenata i odraslih, a prenose
se spolnim putem. Uz svrbeZ i ogrebotine, neki
bolesnici imaju i regionalnu limfadenopatiju.
Enterobijaza je crijevna infestacija Cesta u djece.
Njezin je glavni simptom perianalni svrbeZ koji
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Introduction with Aim: Pruritus is one of the
three most common skin symptoms for which
patients consult their family physician. One of
the common causes are skin infections: fungal,
viral, bacterial, parasitic. The aim of this paper
is to to review the most common infections that
cause pruritus.

Discussion: The most common infections that
cause pruritus are fungal infections. A well-cir-
cumscribed skin lesion with a red, scaly, raised

patients also have regional lymphadenopathy.
Enterobiasis is an intestinal infestation common
in children. The main symptom is perianal pruri-
tus, which is most expressed at night. It is com-
mon among people living in close contact.

Conclusion: Certain parasites, fungi and bacteria
are a common cause of pruritus. They have phys-
ical, psychological and emotional effects on the
patient's life and represent a diagnostic and ther-
apeutic challenge for family doctors as first-con-

border is typical. Toes and soles are often affect- | tact doctors.
ed, and the skin becomes dry, scaly, cracked or
soft and macerated. Fungal infection of the scalp
can manifest as alopecia. Pityriasis rosea, ery-
thema infectiosum and chickenpox are the most
common viral infections that cause pruritus, and
so are molluscum contagiosum a common viral
skin infection of childhood that causes small
round papules with a waxy centre. Impetigo is a
superficial bacterial streptococci and/or staphy-
lococci infection of the skin and usually affects
the skin around the mouth and nose, but can also
appear on other parts of the body. It is charac-
terized by redish sores and can cause slight pain,
discomfort and often pruritus. The most common
parasitic causes of pruritus are scabies, lice and
enterobiasis. The primary risk factor for scabies
is crowding and collectives are often a focus of
infection. The disease is transmitted from person
to person through close skin-to-skin contact and
sleeping in the same bed. The main symptoms are
intense pruritus (especially at night) and the ap-
pearance of a red rash in places that are scratched.
Lice are quite common in children's groups and
are not related to hygiene. Pruritus is one of the
first symptoms, and scratching causes skin irri-
tation and excoriations on the head. Pubic lice
are often sexually transmitted in adolescents and
adults. Along with pruritus and scratching, some
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Uvod s ciljem: Pristup bolesniku s kasljem pred-
stavlja profesionalni izazov za lije¢nika obiteljske
medicine jer se kasalj pojavljuju u viSe dijagno-
stickih kategorija u rasponu od relativno jedno-
stavnih do ozbiljnih potencijalno opasnih stanja
koja ugroZavaju zivot. Cilj ovog rada je prikazati
spektar i znacajke razlicitih oblika kaslja te speci-
ficnost klinicke procjene i intervencije.

Rasprava: Kasalj je vitalni zastitni refleks koji
sprjeCava aspiraciju i poboljSava prociS¢avanje
diSnih putova od iritansa, sekreta ili stranih tijela.
KaSalj moZe biti posljedica razlicitih uzroka, a
najcesci su: infekcije disnih puteva, alergije i as-
tma, gastroezofagealna refluksna bolest (GERB),
puSenje i izloZenost iritansima, kroni¢ne bolesti
pluca, lijekovi, tumori diSnih puteva, sréano zata-
jivanje te psihogeni kaSalj. Vrste kaslja mogu se
razlikovati po trajanju, zvuku, prisutnosti iskas-
ljaja i popratnim simptomima. Prema trajanju
kaSalj moZe biti akutni (do 3 tjedna u odraslih, 2
tjedna u djece), subakutni (3-8 tjedana u odraslih,
2-4 tjedna u djece) i kroni¢ni (duZe od 8 tjedana u
odraslih i duZe od 4 tjedna u djece). KaSalj moZe
biti suh bez iskasljaja ili s iskaSljajem, moZe zvu-
Cati ,,08tro“, ,,mokro“ piskavo. MoZe biti hripav,
pracen promukloS¢u i zaduhom i moZe se javljati
u napadima ili preteZito no¢u. S obzirom na vrstu
iskasljaja, kaSalj moZe biti pracen sukrvicom ili
gnojenjem. Dugotrajni ka3alj je Cesta i onesposo-
bljavajuca tegoba koja pogada oko 5-10% odra-
sle populacije. Glavni uzroci subakutnog kaslja
kod odraslih su ka3alj gornjih diSnih puteva (po-
stnazalni drip sindrom), a glavni uzroci kronic-
nog kaslja su astma, KOPB, sindrom hiperosjet-
ljivosti, eozinofilni bronhitis i gastroezofagealna
refluksna bolest. Posebno treba istaknuti i ne-ki-
selinski GERB. Kod djece su najceS¢i uzroci

LITERATURA:

kroni¢nog kaslja, perzistentni bakterijski bron-
hitis, astma i udisanje stranog tijela. Smjernice
Europskog respiratornog drustva za lijecenje kro-
ni¢nog kaslja naglasavaju pojam preosjetljivosti
na kasalj kao pojacanu osjetljivost pacijenata na
vanjske podraZaje (hladan zrak, parfemi, dim i
izbjeljivaci) temeljeno na vagusnoj aferentnoj
preosjetljivosti. Smjernice naglasavaju i potre-
bu za preciznom dijagnostikom i personalizira-
nim lijeCenjem s posebnim naglaskom na razli-
ke izmedu odraslih i djece. Anamneza i klinicki
pregled pocetak su svake klinicke procjene, a
dijagnosticke pretrage koje slijede ukljucuju, la-
boratorijske analize krvi, testove plu¢ne funkcije,
radioloSke pretrage te endoskopiju. LijeCenje je
uzrocno, a kod specificnih oblika kaslja poput
rezistentnog kaslja kod sindroma hiperosjetljivo-
sti danas se preporucuju i neuromodulatori poput
gabapentina te razlicite nefarmakoloSke metode.
U svrhu Sto boljeg zbrinjavanja bolesnika sa ka-
Sljem neophodno je slijediti utvrdene algoritme i
smjernice primjerene za obiteljsku medicinu.

Zakljucak: Pravilna dijagnosticka procjena i
trijaZa od izuzetnog su znacaja u ranom pristupu
bolesnicima sa kasljem. VaZno je pravovremeno
prepoznati razli¢ite uzroke i mehanizme nastanka
kaslja te primijeniti specificne dijagnosticke i te-
rapijske postupke.
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Introduction with aim: Approaching a patient
with cough is a professional challenge for the
family physician because cough occurs in mul-
tiple diagnostic categories ranging from relative-
ly simple to serious, potentially life-threatening
conditions. The aim of this paper is to present the
spectrum and characteristics of different forms of
cough and the specificity of clinical assessment
and intervention.

Discussion: Cough is a vital protective reflex
that prevents aspiration and improves airway
clearance of irritants, secretions, or foreign bod-
ies. A cough can be the result of various causes
the most common of which are: respiratory tract
infections, allergies and asthma, gastroesophage-
al reflux disease (GERD), smoking and exposure
to irritants, chronic lung disease, medications,
airway tumors, heart failure, and psychogenic
cough. Types of cough can differ in duration,
sound, presence of sputum, and accompanying
symptoms. Depending on the duration, cough
can be acute (up to 3 weeks in adults, 2 weeks
in children), subacute (3-8 weeks in adults, 2-4
weeks in children) and chronic (longer than 8
weeks in adults and longer than 4 weeks in chil-
dren). Cough can be dry without sputum or with
sputum, it can sound "sharp"”, "wet" and wheezy.
It can be wheezing, accompanied by hoarseness
and shortness of breath and can occur in at-
tacks or predominantly at night. Depending on
the type of sputum, cough can be accompanied
by blood or pus. Long-term cough is a common
and disabling condition, affecting about 5-10%
of the adult population. The main causes of sub-
acute cough in adults are upper respiratory tract
cough (postnasal drip syndrome), and the main
causes of chronic cough are asthma, COPD,

hypersensitivity syndrome, eosinophilic bronchi-
tis and gastroesophageal reflux disease. Non-acid
GERD should also be highlighted. In children,
the most common causes of chronic cough are
persistent bacterial bronchitis, asthma and for-
eign body inhalation. The European Respiratory
Society guidelines for the management of chron-
ic cough emphasize the concept of cough hyper-
sensitivity as an increased sensitivity of patients
to external stimuli. (cold air, perfumes, smoke
and bleach) based on vagal afferent hypersensi-
tivity. The guidelines also emphasize the need for
precise diagnostics and personalized treatment,
with special emphasis on the differences between
adults and children. History and clinical exam-
ination are the beginning of every clinical assess-
ment. Diagnostic tests that follow include labora-
tory tests, pulmonary function tests, radiological
examinations and endoscopy. Treatment is caus-
al, and for specific forms of cough like resistant
cough in hypersensitivity syndrome neuromodu-
lators such as gabapentin and various non-phar-
macological methods are now recommended. In
order to best care for patients with cough, it is
necessary to follow established algorithms and
guidelines recommended for family medicine.

Conclusion: Proper diagnostic assessment and
triage are of utmost importance in the early ap-
proach to patients with cough. It is important to
recognize the different causes and mechanisms of
cough in a timely manner and to apply specific
diagnostic and therapeutic procedures.
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Uvod s ciljem: Kasalj je obrambeni mehanizam
disnih putova izazvan stimulacijom Zivcanih za-
vrSetaka lokaliziranih u grkljanu, dusniku i glav-
nim bronhima, no moZe se izazvati i inputima iz
izvanpluénih organa djelovanjem preko vagalnog
zZivca. Iako se kaSalj naj¢eSc¢e povezuje sa simp-
tomatologijom plu¢nih bolesti, brojna su stanja
koja se prezentiraju kasSljem, a medu njima i sr-
cane bolesti. Unato¢ visokoj prevalenciji kardio-
vaskularnih bolesti, nedovoljno smo upoznati s
mehanizmima nastanka i karakteristikama kaslja
kod sréanih bolesti.

Cilj ovog rada je prikazati mehanizme nastanka
i karakteristike kaslja izazvanog poremecajima
rada srca kako bi pravilnim dijagnosti¢kim i tera-
pijskim pristupom pravodobno reagirali i pobolj-
Sali kvalitetu Zivota bolesnika.

Rasprava: Prema dosadasnjim spoznajama dva
su mehanizma nastanka kaslja u bolesnika sa sr-
Canim bolestima. Prvi mehanizam temelji se na
refleksnoj interakciji izmedu srcanih aferentnih
Zivaca i neuralnih putova kaslja, a drugi na he-
modinamskim promjenama u plu¢noj cirkulaciji.
Ova dva mehanizma medusobno su isprepletena
tako da se Cesto ne moZe jasno odvojiti o kojem
se mehanizmu radi. Sréane bolesti, poput aritmija
i zatajivanja srca, mogu dovesti do hemodinam-
skih promjena u sréanim komorama i plu¢noj
cirkulaciji. Ektopi¢ni otkucaji povezani su s po-
vecanim protokom krvi u plu¢nom deblu zbog
veceg volumena izbacivanja krvi nakon kompen-
zacijske stanke Sto posljedi¢no dovodi do raste-
zanja stijenki krvnih Zila i stimulacije zavrSetaka
vagalnih Zivaca smjeStenih u plu¢nim arterijama
ili unutar pleksusa koji okruZuje pluéno deblo.
Takoder, srcana disfunkcija izazvana aritmijama
i zatajivanjem srca dovodi do porasta tlaka u lije-
vom atriju i posljedi¢no do plu¢ne venske konge-
stije. Ka3alj izazvan aritmijom obicno je suh, sla-
bijeg intenziteta, a prisutan je tijekom dana i no¢i
Sto znacajno utjeCe na kvalitetu sna. Bolesnici
ga opisuju kao refleksnu, iznenadnu potrebu za
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kasljanjem kojoj prethodi osjeéaj Skakljanja u
grlu ili ,,lupanja“ u prsima. Vec¢ina bolesnika ne
pokazuje nikakve auskultatorne abnormalnosti
ili radiografske znakove koji upucuju na pluénu
kongestiju. Aritmija se moZe prvi put otkriti ti-
jekom fizikalnog pregleda, a svakako je potreb-
no uciniti elektrokardiogram te u daljnjoj obradi
24-satno snimanje elektrokardiograma. Primjena
beta blokatora dovela je do znacajnog smanjenja
pojave kaslja kod odredenih bolesnika sa supra-
ventrikularnim ekstrasistolama. Kod bolesnika sa
simptomima kaSlja i ventrikularnim ekstrasisto-
lama uspjesnim se pokazalo lijecenje antiaritmi-
cima, ali i radiofrekventna ablacija. Kod zataji-
vanja srca prisutnost manje koli¢ine tekuéine u
alveolarnom ili intersticijskom prostoru ne moze
izazvati kaSalj. NajceSce se javlja u uznapredova-
loj fazi lijevostranog sr¢anog zatajivanja kada je
uz kaSalj prisutna zaduha u mirovanju, a simpto-
mi se pogorSavaju kada bolesnik lezi. Tada se kao
osnovna simptomatska terapija koriste diuretici.

Zakljucak: Bolesti srca dovode do pojave kaslja
putem razli¢itih mehanizama ¢iji segmenti jo$
uvijek nisu u potpunosti razjasnjeni. Kasalj se
kod bolesnika sa zatajivanja srca javlja u uzna-
predovaloj fazi bolesti, a kod bolesnika sa sr-
Canim aritmijama moZe biti prvi znak bolesti.
Poznavanjem karakteristika kaSlja te pravilnim
dijagnostickim i terapijskim pristupom mozZe se
znacajno utjecati na smanjenje tegoba bolesnika i
poboljsanje kvalitete Zivota.
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Introduction with aim: Cough is a defense
mechanism of the airways caused by stimulation
of nerve endings localized in the larynx, trachea
and main bronchi, but it can also be caused by
inputs from extrapulmonary organs acting via the
vagus nerve. Although cough is most often asso-
ciated with the symptomatology of lung diseases,
there are numerous conditions that present with
cough, including heart disease. Despite the high
prevalence of cardiovascular diseases, we are
insufficiently familiar with the mechanisms of
occurrence and characteristics of cough in heart
disease.

The aim of this paper is to present the mecha-
nisms of occurrence and characteristics of cough
caused by heart disorders in order to respond in a
timely manner and improve the quality of life of
patients with the correct diagnostic and therapeu-
tic approach.

Discussion: According to current knowledge,
there are two mechanisms of cough in patients
with heart disease. The first mechanism is based
on the reflex interaction between cardiac afferent
nerves and the neural pathways of cough, and the
second on hemodynamic changes in the pulmo-
nary circulation. These two mechanisms are in-
tertwined so that it is often not possible to clearly
separate which mechanism is involved. Heart
diseases, such as arrhythmias and heart failure,
can lead to hemodynamic changes in the heart
chambers and pulmonary circulation. Ectopic
beats are associated with increased blood flow in
the pulmonary trunk due to a larger volume of
blood ejection after a compensatory pause, which
consequently leads to stretching of the blood ves-
sel walls and stimulation of vagal nerve endings
located in the pulmonary arteries or within the
plexus surrounding the pulmonary trunk. Also,
cardiac dysfunction caused by arrhythmias and
heart failure leads to an increase in pressure in
the left atrium and consequently to pulmonary
venous congestion. Cough caused by arrhythmia

is usually dry, of lower intensity, and is present
during the day and night, which significantly
affects the quality of sleep. Patients describe it
as a reflex, sudden need to cough, preceded by
a tickling sensation in the throat or a "pounding"
in the chest. Most patients do not show any aus-
cultatory abnormalities or radiographic signs in-
dicating pulmonary congestion. Arrhythmia can
be first detected during a physical examination,
and an electrocardiogram should be performed,
and in further work-up, a 24-hour electrocardio-
gram recording should be performed. The use of
beta blockers has led to a significant reduction in
the occurrence of cough in certain patients with
supraventricular extrasystoles. In patients with
symptoms of cough and ventricular extrasystoles,
treatment with antiarrhythmic drugs, as well as
radiofrequency ablation, has proven successful.
In heart failure, the presence of a small amount
of fluid in the alveolar or interstitial space cannot
cause cough. It most often occurs in the advanced
stage of left-sided heart failure when the cough is
accompanied by shortness of breath at rest, and
the symptoms worsen when the patient lies down.
In this case, diuretics are used as the main symp-
tomatic therapy.

Conclusion: Heart diseases lead to the appear-
ance of cough through various mechanisms
whose segments are still not fully understood.
Cough in patients with heart failure occurs in
the advanced stage of the disease, and in patients
with cardiac arrhythmias it can be the first sign
of the disease. Knowing the characteristics of
cough and the correct diagnostic and therapeutic
approach can significantly affect the reduction
of patient complaints and improve the quality of
life.
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Uvod s ciljem: Lijecnici obiteljske medicine sva-
kodnevno se susrecu s pacijentima ¢iji je glavni
razlog posjete kaSalj. Iako obrambeni mehani-
zam naSeg tijela i naizgled jednostavan simptom
iz perspektive pacijenta, kasalj je etioloski vrlo
kompleksan te zahtjeva podrobnu anamnezu i
fizikalni pregled kako bismo prepoznali fenotip
kaslja i adekvatno ga lijecili. Cilj je ovog rada
pruZiti nova saznanja obiteljskim lijeCnicima o
kaslju alergijske etiologije, ranom prepoznavanju
i optimalnom lijeCenju na razini primarne zdrav-
stvene zaStite.

Rasprava: Kasalj alergijske prirode Cesto je suh,
ne produktivan no iritiraju¢ i dugotrajan, u tra-
janju viSe od 8 tjedana u odraslih, a 4 tjedna u
djece, ovisno osjetljivosti osobe i vrsti alergije.
Nerijetko su mu pridruZene i druge tegobe poput,
kihanja, svrbeza i crvenila nosa i o€iju, zaceplje-
nog nosa, glavobolje te koZnih promjena. Obic¢no
nije pracen poviSenom tjelesnom temperaturom
te bude izraZen nocu i remeti san. Uzrokovan je
pretjeranom reakcijom imunoloskog sustava na
odredene tvari odnosno alergene (prasina, gri-
nje, trava, pelud, Zivotinjska dlaka i sli¢no) usli-
jed Cega dolazi do stvaranja imunoglobuilina E
(IgE) i oslobadanja histamina u krvotok koji je
odgovoran za nastanka navedenih simptoma. U
pravilu dolazi do slijevanje mukoznog sekreta iz
nosa u zdrijelo (postnazalni drip) koji podrazuje
na kasalj. Dijagnostika iako limitiraju¢a, podra-
zumijeva koZne alergijske testove te test iz krvi
odnosno specificne IgE testove (RAST). Vazno
je odrediti je i kasalj povezan primjerice s aler-
gijskim rinitisom ili astmom o ¢emu ¢e ovisiti i
lijeCenje. LijeCenje podrazumijeva izbjegavanje
alergena ako je moguce te farmakoterapiju oral-
nim antihistaminicima druge generacije, osim u
sluCaju izraZenog no¢nog kaslja, hipertoni¢nu
otopinu, ekspektoranse, nazalni dekongestiv i
nazalni kortikosteroid. Ako se radi o sezonskom
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kaslju i pridruZenim ostalim tegobama uputno je
s terapijom zapoceti ranije.

Zakljucak: Alergijski kaSalj ponekad je teSko
razlikovati od stanja poput bronhitisa, astme ili
infekcije gornjeg respiratornog trakta. Osim $to
mozZe biti dugotrajan, ovisno o intenzitetu moze
remetiti kvalitetu Zivota pojedinca. Anamneza
i fizikalni pregled klju¢ni su u prepoznavanju
fenotipa kaslja i u procjeni daljnje dijagnostike
kako bi se pravovremeno iskljucili rjedi uzroci
kaslja poput bronhiektazija i ostalih plu¢nih bole-
sti te primijenilo optimalno lijecenje.

1.  American College of Allergy, Asthma & Immunology, For Allergy and Asthma Sufferers, Climate
Change Means Worse Symptoms and Harsher Season Dostupno na: https://college.acaai.org/
for-allergy-and-asthma-sufferers-climate-change-means-worse-symptoms-and-harsher-season/
(pristupljeno 12.1 2025.)
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Introduction with a goal: Family medicine doc-
tors, we meet patients every day whose main rea-
son for visiting is precisely a cough. Although a
defense mechanism of our body and a seemingly
simple symptom from the patient's perspective,
cough is etiologically very complex and requires
a detailed history and physical examination in
order to recognize the cough phenotype and ade-
quately treat it. The aim of this work is to provide
new knowledge to family doctors about cough of
allergic etiology, early recognition and optimal
treatment at the level of primary health care.

Discussion: An allergic cough is often dry,
non-productive but irritating and long-lasting,
lasting more than 8 weeks in adults and 4 weeks
in children, depending on the sensitivity of the
person and the type of allergy. It is often accom-
panied by other complaints such as sneezing,
itching and redness of the nose and eyes, stuffy
nose, headache and skin changes. It is usually not
accompanied by an elevated body temperature
and is expressed at night and disturbs sleep. It
is caused by an excessive reaction of the immune
system to certain substances or allergens (dust,
dust mites, grass, pollen, animal hair, etc.), re-
sulting in the production of immunoglobulin E
(IgE) and the release of histamine into the blood-
stream, which is responsible for the appearance
of the above symptoms. As a rule, there is a flow
of mucous secretion from the nose into the throat
(postnasal drip), which stimulates coughing.
Diagnostics, although limiting, includes skin al-
lergy tests and a blood test or specific IgE tests
(RAST). It is important to determine whether the
cough is related to, for example, allergic rhinitis
or asthma, on which the treatment will depend.
Treatment includes avoiding allergens if possible
and pharmacotherapy with oral antihistamines
of the second generation, except in the case of
pronounced night cough, hypertonic solution,

expectorants, nasal decongestants and nasal cor-
ticosteroids. (3,4) It is recommended if it is a sea-
sonal cough and associated other complaints start
therapy earlier.

Conclusion: An allergic cough is sometimes
difficult to distinguish from conditions such
as bronchitis, asthma or an upper respiratory
tract infection. Apart from the fact that it can
be long-lasting, depending on the intensity it
can disturb the quality of life of the individual.
Anamnesis and physical examination are key in
recognizing the cough phenotype and in assess-
ing further diagnostics in order to timely rule out
less common causes of cough such as bronchiec-
tasis and other lung diseases and apply optimal
treatment.
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Uvod s ciljem: Psihogeni kasalj je oblik kro-
ni¢nog kaslja koji nema organske uzroke, ve¢
nastaje kao posljedica psihickih ¢imbenika. Ova
vrsta kaslja je rijetka i predstavlja dijagnosticki
izazov jer se preklapa s drugim napadima kaslja
i zahtijeva isklju€ivanje svih somatskih uzroka.
Psihogeni kasalj povezan je s emocionalnim i psi-
holoskim ¢imbenicima, ukljuCujudi stres i tjesko-
bu (Cesti okidaci kaSlja su stresni dogadaji, stres
u Skoli ili na posluy, te anksiozna stanja), psihoso-
matske poremecaje (kaSalj moZe posluziti kao
nesvjestan nacin izraZavanja emocionalnog stre-
sa), traZenje paZnje, uobicajeno ponasanje (kasalj
se moze razviti u refleksno ponasanje koje traje
iako uzrok viSe nije prisutan). Cilj ovog rada je
definirati pristup, dijagnostiku i lijeCenje u obi-
teljskoj medicini.

Rasprava: Dijagnoza psihogenog kaslja je dija-
gnoza iskljucenja. Vazno je razlikovati:

1. Respiratorne bolesti: Astma, kroni¢ni bronhi-
tis, plu¢na fibroza.

2. Infekcije: Virusne ili bakterijske respiratorne
infekcije.

3. Refluksna bolest: Gastroezofagealni refluks
mozZe uzrokovati kronicni kasalj.

4. Alergije i nadraZaji: PraSina, dim cigareta ili
kemikalije.

Dijagnosticki postupci ukljucuju anamnezu, fi-
zikalni pregled, RTG prsnog koSa, spirometriju
i laboratorijske pretrage. Klju¢na je suradnja s
psihologom ili psihijatrom kako bi se identifi-
cirali psiholoski ¢imbenici. Prevencija psihoge-
nog kaslja usmjerena je na upravljanje stresom
i poboljSanje mentalnog zdravlja: upravljanje
stresom, ucenje tehnika opuStanja (meditacija,
vjezbe disanja), podrska okoline (dobra komu-
nikacija u obitelji i podrSka Skolskog osoblja),
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prepoznavanje obrazaca (edukacija bolesnika i
obitelj o povezanosti psihickog stanja i kaslja).
Lijecenje psihogenog kaslja kombinacija je psi-
holoskih pristupa i simptomatskog lijecenja.
Psiholoska intervencija ukljucuje kognitivno-bi-
hevioralnu terapiju (usmjerenu na prepoznavanje
i promjenu obrazaca ponaSanja koji odrZavaju
kasalj), psihoterapiju (obrada stresnih situacija
i traumatskih iskustava), biofeedback (pouca-
vanje pacijenta o kontroli tjelesnih odgovora).
Psihogeni kaSalj rijetko se lijeCi lijekovima, na
primjer ako ima popratnih psihickih poremecaja,
kod kojih se koriste anksiolitici (za kratkotrajno
lijeCenje akutnog stresa), antidepresivi (za lijeCe-
nje osnovnih anksioznih poremecaja ili depresi-
je). Njihova uporaba treba biti oprezna i uvijek
pod nadzorom lijecnika.

Zakljucak: Psihogeni kasalj kompleksan je po-
remecaj koji zahtijeva holisticki pristup dijagno-
stici i lijeCenju. Uspjeh terapije ovisi o ranom
prepoznavanju, kontroli osnovnih psiholoskih
¢imbenika i bliskoj suradnji bolesnika, obitelji i
medicinskog osoblja. Pravilnim pristupom mo-
guce je kontrolirati simptome i omoguciti bole-
sniku kvalitetan Zivot.
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Introduction with a goal: Psychogenic cough is
a form of chronic cough that does not have an
organic cause, but rather occurs as a result of psy-
chological factors. This type of cough is rare and
presents a diagnostic challenge because it over-
laps with other coughing attacks and requires
the exclusion of all somatic causes. Psychogenic
cough is associated with emotional and psy-
chological factors, including stress and anxiety
(common triggers of cough are stressful events,
stress at school or work, and anxiety states), psy-
chosomatic disorders (cough can serve as an un-
conscious way of expressing emotional stress),
attention seeking, habitual behavior (cough can
develop into a reflex behavior that persists even
though the cause is no longer present). The aim
of this paper is to define the approach, diagnosis,
and treatment in family medicine.

Discussion: The diagnosis of psychogenic cough
is a diagnosis of exclusion. It is important to
distinguish:

1. Respiratory diseases: Asthma, chronic bron-
chitis, pulmonary fibrosis.

2. Infections: Viral or bacterial respiratory
infections.

3. Reflux disease: Gastroesophageal reflux dis-
ease can cause chronic cough.

4. Allergies and irritants: Dust, cigarette smoke,
or chemicals.

Diagnostic procedures include a medical history,
physical examination, chest X-ray, spirometry,
and laboratory tests. Collaboration with a psy-
chologist or psychiatrist is essential to identify
psychological factors. Prevention of psychogenic
cough focuses on stress management and improv-
ing mental health: stress management, learning

relaxation techniques (meditation, breathing ex-
ercises), environmental support (good commu-
nication in the family and support from school
personnel), pattern recognition (education of
the patient and family about the connection be-
tween psychological state and cough). Treatment
of psychogenic cough is a combination of psy-
chological approaches and symptomatic treat-
ment. Psychological intervention includes cog-
nitive-behavioral therapy (aimed at identifying
and changing behavioral patterns that maintain
cough), psychotherapy (processing stressful sit-
uations and traumatic experiences), biofeedback
(teaching the patient about controlling bodily
responses). Psychogenic cough is rarely treated
with medication, for example if there are con-
comitant psychological disorders, in some cas-
es anxiolytics (for short-term treatment of acute
stress), antidepressants (for treatment of under-
lying anxiety disorders or depression) are used.
Their use should be cautious and always under
the supervision of a physician.

Conclusion: Psychogenic cough is a complex
disorder that requires a holistic approach to diag-
nosis and treatment. The success of therapy de-
pends on early recognition, control of underlying
psychological factors and close cooperation be-
tween the patient, family and medical staff. With
the right approach, it is possible to control symp-
toms and provide the patient with a quality life.
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Uvod. Hemoptiza je iskaSljavanje krvi iz donjeg
diSnog sustava. Uzroci hemoptize variraju od
benignih stanja do Zivotno ugroZavajuéih sta-
nja. Inicijalna procjena bolesnika s hemoptizom
i utvrdivanje potencijalnih uzroka klju¢na je za
odluku o daljnjim dijagnosti¢kim postupcima i
lijecenju. Cilj ovog rada je definirati najcesce di-
ferencijalne dijagnoze i inicijalno postupanje kod
bolesnika s hemoptizom.

Metode. Pregledane su baze podataka Google
Scholar, Pubmed i UpToDate koriste¢i kljucnu
rijec ,,hemoptiza“ u naslovu. Kriteriji pretrage su
ukljucivali cjelovite pregledne ¢lanke na engle-
skom jeziku objavljene u razdoblju od 2010. do
2024. godine, a koji su obuhvacali rije¢ ,,hemop-
tiza“ u naslovu c¢lanka.

Rasprava. Hemoptiza mozZe varirati od krvlju
tingiranog iskasljaja do masivne hemoptize (he-
moptoa) u oko 5% slucajeva. Masivna hemoptiza
ima viSe definicija ovisno o volumenu iskaslja-
ne krvi, ali svaka koja dovodi do akutne Zivotne
ugroze se moZe smatrati masivnom. Etioloski se
hemoptiza moZe podijeliti na onu koja potjece iz
traheobronhalnog stabla, parenhima pluca, plu¢-
ne vaskulature te jatrogene i idiopatske uzroke.
Oko 30-40% posto hemoptiza ostaju kriptogene
i nakon ucinjene Siroke obrade. NajceS¢i uzroci
hemoptiza znacajno variraju geografski i de-
mografski, a ukljuCuju tuberkulozu, karcinom
pluca, bronhiektazije, infekcije donjeg diSnog
sustava i micetome. Vazno je u inicijalnoj pro-
cjeni iskljuciti i pseudohemoptizu koja ukljucuje
krvarenje iz gornjeg diSnog sustava ili gornjeg
probavnog trakta. U prvom susretu s bolesnikom
najvaznije je odrediti klinicki status pacijenta,
volumen iskasljane krvi (treba imati na umu da
je samoprocjena bolesnika Cesto kriva) i vrijeme
iskasljavanja krvi, suziti moguce uzroke na teme-
lju detaljne anamneze i procjene rizi¢nih fakto-
ra (posebno za malignitet, tuberkulozu i pluénu
emboliju) te odluciti o potrebi za hitnim upuéiva-
njem bolesnika u bolnicu. Kod svakog bolesnika
s hemoptizom potrebno je uciniti RTG prsnih or-
gana u 2 smjera jer je lako dostupan i moZe nam
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pomoci u lokalizaciji uzroka (iako mu osjetljivost
i specificnost nisu visoke) te osnovne laboratorij-
ske nalaze ukljucujuéi koagulacijske parametre.
Ukoliko se radi o blagoj do umjerenoj hemoptizi
u stabilnog bolesnika te se na temelju inicijalne
obrade postavi vjerojatna dijagnoza prvenstveno
je potrebno lijeciti osnovnu bolest (npr. upalu
pluca ili koagulopatiju) jer je veéina takvih he-
moptiza samolimitiraju¢a. Kod ostalih uzroka u
vecini slucajeva potrebna je dodatna obrada, pr-
venstveno CT toraksa (ili CT angiografija pluc-
nih arterija) te dijagnosticka i/ili intervencijska
bronhoskopija, a masivna hemoptiza zahtijeva
mjere intenzivnog lijeCenja. Specifican sustavni
lijek za hemoptizu ne postoji. U klinickoj praksi
primjenjuju se opioidni antitusici i inhibitori fi-
brinoliticke aktivnosti, ali lijeCenje prvenstveno
treba usmjeriti na osnovni uzrok. Ostale mogué-
nosti lije¢enja ukljucuju embolizaciju bronhalne
arterije koju provodi intervencijski radiolog, in-
tervencijsku bronhoskopiju ili kirurski zahvat.

Zakljucak. Hemoptiza je Cesto i za bolesnika i
za lije¢nika uznemiruju¢ simptom koji zahtijeva
Zurnu procjenu te bi lijecnici obiteljske medici-
ne kao prvi koji se susre¢u s bolesnikom trebali
imati jasna saznanja o diferencijalnoj dijagnozi i
kriterijima za daljnju obradu.
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Introduction. Hemoptysis is the expectoration of
blood from the lower respiratory tract. The caus-
es of hemoptysis vary from benign conditions to
life-threatening ones. The initial assessment of
patients with hemoptysis and the identification
of potential causes are crucial for deciding on
further diagnostic procedures and treatment. The
aim of this paper is to define the most common
differential diagnosis and initial management of
patients with hemoptysis.

Methods. Databases such as Google Scholar,
PubMed, and UpToDate were reviewed using
the keyword ,,hemoptysis“ in the title. The search
criteria included comprehensive review articles
in English published from 2010 to 2024 that con-
tained the word ,,hemoptysis“ in the article title.

Disscusion. Hemoptysis can range from blood-
streaked sputum to massive hemoptysis in about
5% of cases. Massive hemoptysis has various
definitions depending on the volume of ex-
pectorated blood, but any case leading to acute
life-threatening situations can be considered mas-
sive. Etiologically, hemoptysis can be divided into
that originating from the tracheobronchial tree,
lung parenchyma, pulmonary vasculature, and
iatrogenic or idiopathic causes. Approximately
30-40% of hemoptysis remains cryptogenic even
after extensive workup. The most common caus-
es of hemoptysis vary significantly geographical-
ly and demographically and include tuberculosis,
lung cancer, bronchiectasis, lower respiratory
tract infections, and mycetoma. It is important to
rule out pseudohemoptysis in the initial assess-
ment, which includes bleeding from the upper
respiratory tract or upper gastrointestinal tract.
During the first encounter with the patient, it is
essential to determine the clinical status of the
patient, the duration and volume of expectorat-
ed blood (keeping in mind that self-assessment
by the patient is often inaccurate), narrow down
possible causes based on detailed medical histo-
ry and assessment of risk factors (especially for
malignancy, tuberculosis, and pulmonary em-
bolism), and decide on emergent referral to the

hospital. For every patient with hemoptysis, a
chest X-ray is necessary, as it is easily accessible
and can help in localizing the cause (though its
sensitivity and specificity are not high), as well
as basic laboratory findings including coagula-
tion parameters. If it is a mild to moderate he-
moptysis in a stable patient, and a probable di-
agnosis is established based on initial evaluation,
it is primarily necessary to treat the underlying
disease (e.g., pneumonia or coagulopathy) since
most such hemoptysis are self-limiting. For other
causes, additional evaluation is usually needed,
primarily a chest CT (or CT angiography of the
pulmonary arteries) and diagnostic and/or inter-
ventional bronchoscopy, while massive hemop-
tysis requires intensive care measures. There is
no specific systemic treatment for hemoptysis. In
clinical practice, opioid antitussives and inhibi-
tors of fibrinolytic activity are applied, but treat-
ment should primarily focus on the underlying
cause. Other treatment options include bronchial
artery embolization performed by an interven-
tional radiologist, interventional bronchoscopy,
or surgical intervention.

Conclusion: Hemoptysis is a distressing symp-
tom for both patients and physicians that de-
mands urgent assessment, and family medicine
doctors, as the first points of contact should have
clear knowledge of differential diagnosis and cri-
teria for further evaluation.
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Uvod i cilj: Starenje donosi sa sobom mnoge
bolesti, a demencije su postale svojevrsna epi-
demija. od koje pati ¢ak 25 milijuna ljudi diljem
svijeta, a oCekuje se da ¢e, 2025. godine, taj iznos
porasti za jo§ Cetiri milijuna. Tre¢ina ljudi starijih
od 85 godina boluje od nekog tipa demencije. Cilj
rada je istaknuti najvaznije elemente prevencije i
ranog prepoznavanja demencije, kako bi lijeCni-
ci obiteljske medicine (LOM) imali bolje alate u
procesima skrbi o dementnim osobama.

Rasprava: Vrlo je teSko procijeniti je li osoba
samo smetena, dekoncentrirana ili postoji trajan
problem. Pacijenti se jave lijeCniku sa sumnjom
na dementne tegobe tek nakon upozorenja okoli-
ne, rjede kada sami prepoznaju simptome alarma.
Stoga LOM treba kontinuirano promatrati, slusati
i educirati pacijente kako bi se u §to ranijoj fazi
detektirala demencija. Potrebno je obratiti pa-
Znju na rane znakove: poremecaj kratkotrajnog
pamcenja, potesko¢e u komunikaciji, dezorijen-
tiranost u vremenu i prostoru, oteZano procjenji-
vanje, probleme s racunanjem, zagubljene stvari,
promjene u ponasanju i raspoloZenju, promjene
osobnosti, gubitak inicijative. Za LOM je vaz-
no prepoznati ,.klju¢nu osobu“ u obitelji koja ¢e
otvoreno komunicirati o dementnim ¢lanovima
obitelji. Stigmatizacija dementnih osoba moZe
voditi do socijalne iskljucenosti i osamljenosti.
Stigma je problem i cijele obitelji koja iz straha i
srama skriva Sto se dogada voljenoj osobi i Cesto
ne vjeruju da bi itko to mogao razumjeti. Zato se
nerijetko unutar obitelji sakrivaju informacije o
promjenama koje za ¢lana obitelji znace rano pre-
poznavanje demencije. Tako se znacajno kasni u
intervenciji i pove¢ava mogucnost brze progre-
sije i teZih simptoma u kasnijoj fazi bolesti. Niz
aktivnosti koje se mogu provoditi, a najceS¢e su
to uobicajene mjere zdravstvene paznje, utjecu
na mogucnosti prevencije, odgodu pojave simp-
toma i njihov karakter. Aktivno se moZe utjecati
na sedam pravila prevencije: kontrola arterijskog
tlaka, lipida i glikemije kvaliteta sna zdrava i
raznovrsne prehrana, nepusenje, drustveni Zivot,
kontinuirano ucenje neceg novog. Kognitivna
rezerva stvara se cijeloga Zivota - kroz formal-
no i neformalno obrazovanje, razlicite aktivnosti,
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ucenje raznih vjestina, izlaganje novim situacija-
ma, ljudima i iskustvima opc¢enito. Uz manju ko-
gnitivhu rezervu, simptomi se pojavljuju ranije,
ve¢ kod manjeg stupnja o3te¢enja mozga. Cesto
primjenjivane metode su igranje igara protiv
istog protivnika, najbolje umjetne inteligencije
(Sah, remi), rjeSavanje krizaljki istog porijekla,
matematiCke igre iste razine. Osoba se moZe
svakodnevno rovjeravati i procijeniti radi li se
o umoru i stresu ili se obrazac smanjene kogni-
tivne funkcije ponavlja. Ovaj alat preporuca se i
osobama srednje Zivotne dobi, kako bi se dnevno
procjenjivala kognitivna rezerva, ali i usvojila na-
vika za ponaSanje u starijoj Zivotnoj dobi.

Zakljucak: Kognitivno propadanje ne mora nuz-
no biti dominantni dio starenja. Postoje uspjesni
alati kao pomo¢ u prevenciji i ranom prepozna-
vanju demencije. Odredeni ¢imbenici nacina Zi-
vota imaju veéi utjecaj od gena na to hoce li se
razviti bolesti povezane s pamcéenjem. Briga za
starije i oboljele od demencije treba ukljuciva-
ti aktivno nastojanje da se promijeni negativna
slika o starijim osobama i starenju koje trenutno
postoji u drustvu. Dogada se nagli porast starijeg
stanovnistva i Zivotni vijek je produZen. Vazan
dio prevencije je uklanjanje stigmatizacije, kako
u obitelji, tako i u drustvu, ali i kod zdravstvenih
profesionalaca.
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Introduction with aim: Aging brings with it
many diseases, including dementia, which has
become a kind of epidemic and affects a large
number of the world's population. Dementia is
continuously increasing, as many as 25 million
people worldwide suffer from it, and it is expect-
ed that, this year alone, that amount will increase
by another four million. As many as a third of
people over the age of 85 suffer from some type
of dementia. The goal of the work is to highlight
the most important elements of prevention and
early recognition of dementia, so that family
medicine doctors (FMOs) have better tools in the
processes of caring for people with dementia.

Discussion: It is very difficult to assess whether
a person is just distracted, distracted or there is
a continuous problem. Patients come to the doc-
tor with suspicions of demented complaints only
when the environment warns them that the dis-
turbances are more frequent and recurring, less
often when they recognize the alarm symptoms
themselves. Therefore, LOM should continuous-
ly observe, listen and educate patients in order to
detect the problem of dementia at the earliest pos-
sible stage. It is necessary to pay attention to the
early signs: disorder or short-term memory, com-
munication difficulties, disorientation in time and
space, difficult assessment, calculation problems,
lost things, changes in behavior and mood, per-
sonality changes, loss of initiative. Even in cases
of dementia in the family, LOM has the role of
identifying a "key person" who will communi-
cate openly about demented family members.
Stigmatization of demented persons can lead to
social exclusion and loneliness of persons who
already have cognitive difficulties. Stigma is a
problem for the whole family, because the family
hides what is happening to their loved one out
of fear and shame, and they often do not believe
that anyone could understand it. That is why in-
formation about changes that mean early recog-
nition of dementia for a family member is often
hidden within the family. This significantly de-
lays intervention and increases the possibility of
faster progression and more severe symptoms in

the later stages of the disease. A series of activi-
ties that can be carried out, and most often these
are common measures of health care, which af-
fect the possibilities of prevention, the delay in
the appearance of symptoms and their character.
Seven rules of prevention can be actively influ-
enced: blood pressure and cholesterol control,
blood sugar level, quality sleep, healthy and col-
orful diet, not smoking, social life, continuous-
ly learning something new. Cognitive reserve
is created throughout life - through formal and
informal education, various activities, learning
various skills, exposure to new situations, people
and experiences in general. In people with a low-
er cognitive reserve, symptoms will appear earli-
er, that is, with a lower degree of brain damage.
Often applied methods are playing games against
the same opponent, the best artificial intelligence
(chess, rummy), solving crossword puzzles of
the same origin, mathematical games of the same
level. So you can check yourself daily and assess
whether it is fatigue and stress or whether the
pattern of reduced cognitive function is repeating
itself. This tool is also recommended for mid-
dle-aged people, in order to assess the cognitive
reserve on a daily basis, but also to adopt habits
for behavior in old age.

Conclusion: Cognitive decline is not necessari-
ly a part of aging. There are successful tools to
help in the prevention and early recognition of
dementia. Certain lifestyle factors have a greater
influence than our genes on whether we develop
memory-related diseases. Caring for the elder-
ly and people with dementia should include an
active effort to change the negative image of the
elderly and aging that currently exists in society.
There is a sudden increase in the elderly popu-
lation and life expectancy has increased. An im-
portant part of prevention is the removal of stig-
matization, both in the family and in society, but
also among health professionals.
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Uvod. Demencija manifestira se progresivnim
i nepovratnim padom kognitivnih sposobnosti,
ukljucuju¢i paméenje, jezik, misSljenje i vjeStine,
dovoljno ozbiljno da ometa svakodnevne funkci-
je pojedinca. Ciljevi suvremene cjelovite skrbi su
omoguciti pacijentima Sto dulji samostalan Zivot
u vlastitom domu te smanjiti opterecenje njego-
vatelja bolesnika. Cilj rada je prikazati terapijske
mogucnosti u lije¢enju bolesnika s demencijom u
ordinaciji lijecnika opce/obiteljske medicine.

Rasprava. Zbrinjavanje bolesnika s demencijom
ostaje izazov za lijeCnike opce/obiteljske medici-
ne. TrenutaCne preporuke za lijeCenje demencije
preporucuju holisti¢ki pristup usmjeren na bole-
snika koji uklju¢uje kombinaciju farmakoloSkog
i nefarmakoloskog lijeCenja. FarmakoloSka tera-
pija demencije ukljucuje: 2 velike skupine kogni-
tivnih pojacivaca, inhibitore acetilkolinesteraze i
antagoniste N-metil-D-aspartat (NMDA) recep-
tora, zatim antiamiloidnu terapiju Alzheimerove
bolesti, antidepresive, antipsihotike, antikonvul-
zive uz propisanu shemu sa strane specijaliste
neurolog/psihijatar. NefarmakoloSko lijecenje
ukljucuje: kognitivhu stimulacijsku terapiju,
psihoterapiju, kognitivnu rehabilitaciju, grupnu
terapiju i trebalo bi biti sastavni dio lijecenja u
svim stadijima demencije ovisno o raspoloZivim
resursima u regiji. Lijecnik op¢e/obiteljske medi-
cine aktivno je ukljuen u zbrinjavanje bolesnika
s demencijom od trenutka postavljanja dijagno-
ze do palijativne skrbi, pruZzanjem koordinirane
intergrirane skrbi kroz pravovremeno upuéivanje
odgovaraju¢em specijalistu, praenjem razvoja
bolesti i organizacijom socijalne podrSke bole-
snicima. U lijeCenju bi lijeCnici opce/obiteljske
medicine takoder trebali obratiti pozornost na
optimizaciju cjelokupne propisane terapije za
upravljanje svim komorbiditetima koji mogu

LITERATURA:

utjecati na pogorSanje simptoma demencije, kako
bi se smanjio kardiovaskularni rizik i postigli ci-
ljani ciljevi za komorbiditete. Lijecnik bi trebao
napraviti individualizirani plan prema stadiju
bolesti, komorbiditetu i raspoloZivim resursima,
lje. Plan bi dodatno trebao sadrZavati smjernice
i edukaciju pacijenata i njegovatelja o dnevnoj
strukturiranoj rutini, dobroj higijeni spavanja,
prisjecanju na aktivnosti i sigurnosnim mjerama
kod kuce koje mogu pomodéi poboljSanju dobro-
biti bolesnika s demencijom.

Zakljucak. LijeCenje bolesnika s demencijom
zahtijeva multidisciplinarni pristup u kojem je
lije¢nik opce/obiteljske medicine koordinator
cjelokupne skrbi za ove bolesnike. Lije¢nici holi-
stickim pristupom usmjerenim na pacijenta omo-
gucuvaju individualiziranu terapiju za pacijente
sa demenciju u skladu s potrebama bolesnika i
raspoloZivim resursima, §to omogucuje o¢uvanje
funkcionalne neovisnosti i kvalitete Zivota ovih
bolesnika.
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Introduction. Dementia is manifested by a pro-
gressive and irreversible decline in cognitive
abilities, including memory, language, thinking
and skills, severe enough to interfere with the in-
dividual's daily functions. The goals of modern
comprehensive care are to enable patients to live
independently in their own homes for as long as
possible and to reduce the burden on the patient's
caregivers. Aim of the paper is to present thera-
peutic options in the management of patients with
dementia in general practitioner/family doctor's
office

Discussion. The care of patients with dementia
remains a challenge for general practitioners/
family doctors. Current recommendations for
dementia management recommend a holistic and
patient-centered approach that includes a combi-
nation of pharmacological and non-pharmaco-
logical treatment. Pharmacological therapy for
dementia includes: 2 large groups of cognitive
enhancers, acetylcholinesterase inhibitors and
N-Methyl-D-aspartate (NMDA) receptor antago-
nists, then anti-amyloid therapy for Alzheimer's
disease, antidepressants, antipsychotics, anticon-
vulsants with a prescribed regimen by a specialist
neurologist/psychiatrist. ~ Non-pharmacological
treatment includes: cognitive stimulation ther-
apy, psychotherapy, cognitive rehabilitation,
group therapy and should be an integral part of
the treatment in all stages of dementia depend-
ing on the available resources in the region. The
general practitioner/family physician is actively
involved in the management of patients with de-
mentia from the moment of diagnosis to palliative
care, offering coordinated integrated care through
timely referral to an appropriate specialist, mon-
itoring the development of the disease and orga-
nizing social support for patients. In treatment,

general practitioners/family physicians should
also pay attention to optimizing the patient's
overall prescribed therapy to manage all comor-
bidities that may affect the worsening of demen-
tia symptoms, in order to reduce cardiovascular
risk and achieve targeted goals for comorbidities.
The doctor’s should make an individualized plan
according to the stage of the disease, comorbid-
ities and available resources, which will also in-
clude close family members/caregivers. The plan
should additionally contain guidance and edu-
cation for the patient and caregivers on a daily
structured routine, good sleep hygiene, reminis-
cence of activities and safety measures at home
that can help improve the well-being of patients
with dementia.

Conclusion. The treatment of patients with de-
mentia requires a multidisciplinary approach in
which the general practitioner/family physician
is a coordinator of the overall care for these
patients. Physicians, through a holistic and pa-
tient-centered approach, provide individualized
therapy for patients with dementia according to
the patient's needs and available resources, which
allows maintaining the functional independence
and quality of life of these patients.
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Uvod s ciljem: Kako populacija stari, tako raste
i broj ljudi koji Zive s demencijom, Sto povecava
ulogu tima primarne zdravstvene zastite u njiho-
voj skrbi. Lije¢nici obiteljske medicine €esto prvi
prepoznaju pojavu kognitivnog oSte¢enja svo-
jih pacijenata, dok timovi primarne zdravstvene
zastite kojima oni koordiniraju imaju sve veéu
ulogu u dugotrajnoj skrbi za dementne pacijente.
Tim primarne zdravstvene zaStite u svemu tre-
ba imati ulogu koordinatora skrbi i edukativnu
ulogu. Kako niti jedan zdravstveni sustav nema
dostatne resurse, timovi primarne zdravstvene
zastite isticu poteSkoce u zadovoljavanju potre-
ba kompleksnih pacijenata kao Sto su dementni
pacijenti. Cilj rada je potaknuti na razmisljanje
o dugotrajnoj skrbi dementnih bolesnika i ista¢i
teSkoce na koje nailazi tim obiteljskog lijecnika
tijekom provodenja takve skrbi.

Rasprava: Globalne preporuke zdravstvenih
politika zagovaraju vecu ukljuCenost timova
primarne zdravstvene zaStite u skrb o demen-
tnim pacijentima te u osnaZivanju i edukaciji
neformalnih njegovatelja o takvoj specificnoj
skrbi. Anketa Udruge za Alzheimerovu bolest iz
SAD-q, iz 2020. godine, pokazala je da 82% ti-
mova obiteljskih lijecnika vjeruje da su na prvoj
liniji skrbi za dementne bolesnike, a 53% je do-
bilo pitanja u vezi s demencijom svakih nekoliko
dana. Za ocekivati je kako ¢e tim obiteljskog li-
jecnika imati sve ve¢u ulogu u ranom otkrivanju,
lijecenju i koordiniranju skrbi dementnih paci-
jenata. S druge strane tu je niz prepreka u skrbi
za dementne pacijente. Univerzalni problemi su
nedostatak vremena, resursa i nedovoljna eduka-
cija timova primarne zdravstvene zastite. Timovi
PZZ-a navode nedostatak samopouzdanja i os-
posobljenosti za dijagnosticiranje i lijeCenje de-
mencije. Postoje teSkoce u pristupu i komunika-
ciji sa strucnjacima na sekundarnoj i tercijarnoj
zdravstvenoj zastiti, koordiniranju svih dionika

sustava skrbi i upravljanju potrebama i ocekiva-
njima pacijenata i njihovih obitelji. Stoga postoji
potreba za postojanjem servisa unutar primarne
zdravstvene zastite, koji bi preuzeo dio aktiv-
nosti i time rasteretio tim obiteljskog lije¢nika.
Zakljucak: Skrb o dementnim pacijentima je
kompleksna i dugotrajna. Obiteljski lije¢nik
ima klju¢nu ulogu u ranoj dijagnostici bolesti,
no u postdijagnostickoj skrbi je nuzno razvijati
nove servise unutar primarne zdravstvene zasti-
te, koji ¢e preuzeti dio kompleksne skrbi za ove
pacijente.
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Introduction and Aim: With the population
growing old, the number of people living with de-
mentia is also on the rise, which increases the role
of their primary healthcare teams. General practi-
tioners are often the ones who first recognise the
advent of cognitive impairments in their patients,
while the role of the primary healthcare teams
they coordinate continues to grow in regard to
the long-term care for dementia patients. During
the treatment, the primary healthcare team must
be the healthcare coordinators, as well as provide
education. Since no healthcare system has ade-
quate resources, primary healthcare teams strug-
gle to satisfy the needs of complex patients such
as those with dementia. The aim of this paper is
to raise concerns about long-term healthcare of
dementia patients and highlight the difficulties
encountered by the general practice team in pro-
viding such care.

Discussion: Globally, healthcare policies recom-
mend a greater involvement of primary health-
care teams in the care for dementia patients and
in empowering informal care providers, as well
as educating them about this specific type of
care. A questionnaire of the USA’s Alzheimer’s
Association from 2020 shows that 82% of pri-
mary care providers believe they are at the front
lines of providing dementia care, whereas 53%
were asked about dementia every few days. It is
to be expected that the primary care teams will
have a growing role in the early diagnosis, treat-
ing, and coordinating care for dementia patients.
On the other hand, there is a slew of obstacles
in dementia care. The universal issues are the
lack of time and resources, and an insufficient
education of primary healthcare teams. These
teams point out their lack of self-confidence and
qualifications needed for diagnosing and treat-
ing dementia. There are also difficulties in the
approach to and communication with secondary

and tertiary healthcare professionals, in coor-
dinating all members of the healthcare system,
and in managing the needs and expectations of
patients and their families. Thus, there is a need
for a service within the primary healthcare that
would take over some of the activities and there-
fore ease the burden of the primary healthcare
team.

Conclusion: Providing care to dementia patients
is complex and long-term. The general practi-
tioner has a key role in the early diagnosis of the
disease, but it is necessary to develop the post-di-
agnosis care so that it includes new services, in-
corporated within the primary healthcare, which
would take over some of the complex care pro-
vided to these patients.
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Uvod: Alzheimerova bolest (AB) najceSca je ne-
urodegenerativna bolest i najces¢i uzrok demen-
tnog sindroma. Bolest se manifestira kognitivnim
propadanjem i psihijatrijskim simptomima (de-
presija, apatija, iritabilnost, impulzivnost, agitaci-

Zakljucak: S obzirom na negativne posljedice
hospitalizacije na morbiditet i mortalitet bole-
snika sa dementnim sindromom, osnova skrbi i
lijecenja ove grupe bolesnika primarno bi trebala
biti ambulantna.

Osijeku jaipsihoza). U terapiji je trenutno dostupno samo
simptomatsko lijeCenje. Osim kod AB, dementni
sindrom se joS javlja i u sklopu drugih neurode-
generativnih bolesti te kao posljedica vaskularnih

bolesti, traume, tumora i upalnih procesa.

Rasprava: AB karakterizira kontinuirana pro-
gresija kognitivog propadanja sa skokovitim
pogorSanjima u periodima stresa. IstraZivanja
su pokazala da hospitalizacija negativno utjece
ne samo na klinicku prezentaciju ve¢ i na sam
tijek bolesti. Ovi bolesnici bivaju duze hospita-
lizirani, imaju vecu stopu ponovne hospitaliza-
cije i vedi intrahospitalni mortalitet u usporedbi
sa bolesnicima bez demencije. Pojava vecernjeg
nemira (tzv “sundown” efekt) i smetnji sna po-
vezana je sa manjkom fizicke aktivnosti koja
im se u bolnickim uvjetima ne moZe osigurati.
Starije osobe izloZene CeS¢oj hospitalizaciji ima-
ju brzu stopu kognitivnog propadanja, narocito
ukoliko je neurodegenerativni proces ve¢ zapo-
Ceo. Neuropsihijatrijski simptomi, koji se cesto
pogorsaju za vrijeme hospitalizacije, isto tako
negativno utjecu na brzinu progresije demencije.
Hospitalizacija takoder povecava rizik za uvo-
denje antipsihotika u terapiju Sto dodatno ima
negativne posljedice na morbiditet i mortalitet
bolesnika.
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2. Faculty of Medicine, (AD) is the most common neurodegenerative | in these patients.
disease and the leading cause of dementia syn-
drome. It manifests as cognitive decline and psy-
chiatric symptoms, including depression, apathy,
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g ) - Conclusion: Given the negative impact of hospi-
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talization on morbidity and mortality in patients
irritability, impulsivity, agitation, and psychosis. | With dementia syndrome, the primary approach
Currently, only symptomatic treatment is avail- | focare and treatment for this patient group should
able. Dementia syndrome occurs not only in AD | be outpatient management.

but also in other neurodegenerative diseases and
as a result of vascular diseases, trauma, tumors,
and inflammatory processes.

Discussion: AD is characterized by continuous
cognitive decline with episodic deteriorations
during periods of stress. Research has shown that
hospitalization negatively affects both the clini-
cal presentation and the course of the disease.
Dementia patients experience longer hospital
stays, higher readmission rates, and increased
in-hospital mortality compared to non-dementia
patients. The occurrence of evening restlessness
(the so-called "sundowning" effect) and sleep
disturbances is associated with a lack of physical
activity, which cannot be adequately provided in a
hospital setting. Older adults exposed to frequent
hospitalizations experience a more rapid rate of
cognitive decline, particularly if a neurodegenera-
tive process has already begun. Neuropsychiatric
symptoms, which often worsen during hospital-
ization, further accelerate dementia progression.
Additionally, hospitalization increases the likeli-
hood of introducing antipsychotic medications,
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B From Initial Symptomatology to Definitive Diagnosis:
Challenges and Barriers in Primary Care Practice

Assoc Prof This project provides a comprehensive examina-
c li tion of the diagnostic journey in primary care set-
armen lliana tings, delineating the intricate process from initial

Busneag, MD, PhD | symptom assessment to the conclusive identifica-
tion of diseases.

Through an in-depth case study of a patient ini-
tially presentingwith a non-symptomatic rash, we
demonstrate how primary care practicescan serve
as a crucial nexus for early detection of complex,
severe, and occasionally rare diseasess such as
Cutis Myeloid Leukaemia. This case exemplifies
the pivotal role that advanced diagnostic tools,
interdisciplinary collaboration and strategic pa-
tient management play in overcoming the inher-
ent challenges with in primary care diagnostics.

Bucharest, Romania

Further explored are the systemic barriers—such
as limited resources, time constraints and ,, in-
surance complications”—that slow the diagnos-
tic process.

We discuss the integration of artificial intelli-
gence and telemedicine as transformative ap-
proaches that can enhance diagnostic accuracy,
streamline referrals and facilitate continuous
care.

Additionally, the study highlights the impor-
tance of emotional support and patient education
through out the diagnostic process, advocating
for a holistic approach to patient care that incor-
porates both technological advancements and hu-
man-centered strategies.

This research not only sheds light on the exist-
ing challenges faced by family physicians but
also propose sactionable strategies to enhance the
overall efficiency and effectiveness of primary
care diagnostics.

By addressing these challenges, the project con-
tributes valuable insights into improving patient
outcomes and advancing thefuture of family
medicine.
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Uvod s ciljem: Suvremene dijagnosticke metode
podrazumijevaju koristenje uredaja i instrumena-
ta, vjeStina i znanja koji lijenicima omogucuju
postavljanje tocne dijagnoze. Dijagnosticke me-
tode ukljuCuju: rendgenske preglede i kontrast-
ne rendgenske snimke, te nove tehnike kao Sto
su ultrazvuk, kompjuterizirana tomografija - CT
(ili skener) i nuklearna magnetska rezonancija
- NMR. Primarna zdravstvena zastita, au njoj i
lije¢nici opée prakse, temelj su zdravstvenog
sustava, jer su oni prvi u kontaktu s bolesni-
kom, kontinuirano brinu¢i o zdravlju pojedinca
i obitelji, bez obzira na dob i spol bolesnika Cilj
izlaganja je predstaviti dostupnost suvremenih
dijagnostickih metoda lije¢nicima opc¢e medici-
ne u rjeSavanju zdravstvenih problema njihovih
pacijenata te kakva je suradnja sa sekundarnom
razinom zdravstvene zastite u Srbiji.

Rasprava: Prema Zakonu o zdravstvenoj zastiti i
Pravilniku o nacinu i postupku ostvarivanja prava
iz obveznog zdravstvenog osiguranja sva prava
osiguranih osoba i pacijenata ostvaruju preko
lijecnika opce medicine — izabranih doktora u
domovima zdravlja. Starenje stanovnistva, mul-
timorbiditet sa sloZenim zdravstvenim problemi-
ma povecali su zahtjeve pred lijecnike u pruZanju
zdravstvenih usluga stanovnistvu. Uz anamnezu
i klinicki pregled, potrebne su dodatne dijagno-
sticke pretrage. U slucaju bolova u ledima koji se
Sire u prepone i lijevu nogu, u sklopu dijagnosti-
ke potrebno je bolesnika uputiti u laboratorij na
standardne laboratorijske pretrage, RTG lumbo-
sakralne regije, kao i ultrazvucni pregled uroge-
nitalnog trakta i zdjelice. Ako su takvi pregledi
ve¢ ucinjeni, potrebno je uciniti CT ili NMR. U
ve¢im domovima zdravlja postoji specijalisticka
sluzba s RTG-om i ultrazvukom, a u njih paci-
jente upucuju lijecnici opce prakse. Ukoliko to

LITERATURA:

nije slucaj, pacijenta izabrani lije¢nik upu¢uje na
sekundarnu razinu zdravstvene zastite i zakazuje
te preglede. Za CT i NMR preglede potrebno je
miSljenje i prijedlog odgovarajuceg specijaliste,
pregledi se zakazuju, a za NMR postoje ,liste
Cekanja“. Za dijagnostiku i pracenje bolesnika s
kroni¢nom opstruktivnom pluénom boleS¢u spi-
rometrijom lije¢nik opée medicine upucuje bole-
snika pulmologu na sekundarnu razinu. Pacijenti
s kardiovaskularnim bolestima zbog dugog Ceka-
nja kod specijalista na sekundarnoj razini holter
EKG pracenje i holter mjerenje tlaka rade u pri-
vatnim zdravstvenim ustanovama. Sve to uspora-
va konacnu dijagnozu, pa su pacijenti prisiljeni
obavljati specijalistiCke preglede i dijagnostiku
u privatnim zdravstvenim ustanovama koje sami
placaju. Za rjeSavanje zdravstvenih problema pa-
cijenata op¢e medicine, osim znanja, potrebno je
ojacati i kadrovsku i tehnicku opremljenost.

Zakljucak: Suvremene dijagnosticke metode
i suradnja sa sekundarnom razinom nedovoljno
ojacati op¢u medicinu u vremenskom i tehnic-
kom smislu.
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Introduction with aim: Modern diagnostic
methods involve the use of devices and instru-
ments, skills and knowledge that enable doctors
to make a precise diagnosis. Diagnostic methods
include: x-rays and contrast x-rays, and tech-
niques such as ultrasound, computerized tomog-
raphy - CT (or scanner) and nuclear magnetic res-
onance - NMR. Primary health care, with general
practitioners, is the basis of healthcare system,
because they are the first in contact with the pa-
tient, they continuously take care of their health,
regardless of the patient's age and sex. The aim of
the paper is to show how available are modern di-
agnostic methods to doctors in general medicine
in order to solve health problems of their patients
and what is the cooperation with the secondary
level health care in Serbia.

Discussion: According to the Law on Health Care
and the Rulebook on the Method and Procedure
of Implementation rights from compulsory health
insurance, all rights of insured persons and pa-
tients are realized through doctors of general
medicine - selected doctors in health centers.
Aging population, multimorbidity with complex
health problems have put an increasing demands
in front of doctors in providing health services to
the population. In addition to anamnesis and clin-
ical examinations, the application of additional
diagnostic examinations is necessary. Let us look
at the example: for back pain with spreading to
the groin and left leg, in order to make a diag-
nosis, it is necessary to refer the patient to the
laboratory to make standard laboratory analyses,
X-ray imaging of the lumbosacral region, as well
as ultrasound examination of the urogenital tract
and pelvis. If such examinations have already
been carried out before, it is necessary to do CT
or NMR imaging. In larger health centers there

is a specialist service with X-ray and ultrasound,
and the general practitioner refers his patient to
them. If this is not the case, on the instructions of
the selected doctor, the patient is referred to the
secondary level of health care and examinations
are scheduled. For CT and NMR examinations,
an opinion and proposal of the appropriate one
is given by required specialists. Examinations
are scheduled, and there are "waiting lists" for
NMR. For diagnostics and monitoring of patients
with chronic obstructive pulmonary disease by
spirometry, the general practitioner sends the pa-
tient to a pulmonologist at the secondary level.
Patients with cardiovascular disease for holter
ECG monitoring and blood pressure holter, have
examinations performed in private health institu-
tions, due to the long wait at the secondary spe-
cialist level All this slows down the performing
of final diagnosis, so patients are forced to un-
dergo specialist examinations and diagnostics in
private health care institutions and that pay for
themselves. To solve health problems of patients
in general medicine, in addition to knowledge, it
is necessary to strengthen medical staff, but also
technical equipment.

Conclusion: Neither modern diagnostic meth-
ods, no cooperation of general practitionars
with secondary level are sufficiently available.
It is necessary to strengthen general medicine in
terms of time and technique equipment.

REFERENCES: [IIHTTHITTHITOInnn i

1. Pravilnik o nacinu i postupku ostvarivanja prava iz obaveznog zdravstvenog osiguranja ("Sl.
glasnik RS", br. 10/2010, 18/2010 - ispr., 46/2010, 52/2010 - ispr., 80/2010, 60/2011 - odluka US,
1/2013, 108/2017, 82/2019 - dr. pravilnik, 31/2021 - dr. pravilnik i 4/2024 - dr. pravilnik)

2. Savremene neinvazivne dijagnosticke metode i Sta nam one otkrivaju, MD Explorer, O6jaB/beHo
nmeuembap 31, 2022, https://mdexplorer.rs/savremene-neinvazivne-dijagnosticke-metode-i-sta-
nam-one-otkrivaju/

3. Laura Conangla-Ferrin et al., Ultrasound in primary care: Consensus recommendations on
its applications and training. Results of a 3-round Delphi study, Eur J Gen Pract. 2022 Dec
12;28(1):253-259, https://pmc.ncbi.nlm.nih.gov/articles/PMC9754009/

4. Zumstein, N., Merlo, C., Essig, S. et al. The use of diagnostic ultrasound by primary care
physicians in Switzerland — a cross-sectional study. BMC Prim. Care 25, 246 (2024). https://doi.
org/10.1186/512875-024-02491-5

5. Projekat—Optimizacija primarne zdravstvene zastite, StrateSke smernice, Vlada Republike Srbije,
Ministarstvo zdravlja, Drugi projekat razvoja zdravstva Srbije, poslednja izmena 07.02.2021.
https://optimizacijazdravstva.rs/lat/primarna-zdravstvena-zastita

117




Extended Abstract
Asocijacija

M Simptomi i znaci zdravstvenog sustava

Aleksander Adresa za dopisivanje: Stara cesta 10, 4220 Skofja Loka, Slovenija
S ‘212 E adresa: aleksander.stepanovic@mf.uni-lj.si
tepanovic™ ORCID: 0000-0003-4155-0001

Kriza kvalitete u zdravstvenom sustavu Siroko je | i obrazovanje zdravstvenih radnika, te veci fokus
. poznata, a studije isti¢u znacajnu Stetu uzrokova- | na pacijenta i njegovu iskustvo unutar sistema.
Gorenjske, . . .

. nu postoje¢im problemima kvalitete zdravstvene
%dra_VStvem dom skrbi. Zdravstveni djelatnici izraZavaju zabrinu-
Skofja Loka tost, prijavljuju¢i smanjenje svoje sposobnosti
pruZanja kvalitetne skrbi.

1. Osnovno zdravstvo

2. Univerza v Ljubljani,
Medicinska fakulteta, Zdravstveni sustav se teSko moZe nazvati susta-
Katedra za druzinsko vom. Umjesto toga, to je niz visoko decentra-
medicino liziranih sektora. Akademske institucije Cesto

nisu uspijevale odgovoriti na potrebe drustva

i zbog toga su postale izolirane u svom uskom

razmisljanju.

Slabo se prilagodavamo potrebama pacijenata.
Kako populacija stari, sve je viSe bolesnika s kro-
ni¢nim bolestima. Studije pokazuju da uc¢inkovito
lijecenje kroni¢nih stanja mora biti kontinuirano
u svim okruZenjima i vrstama pruZatelja usluga.
Klinicari trebaju suradivati jedni s drugima i s pa-
cijentima kako bi razvili zajednicke planove skr-
bi s dogovorenim ciljevima i koracima provedbe.

S druge strane, postoji rastu¢i konzumerizam u
zdravstvu, Sto se ocituje poveCanjem pristupa
zdravstvenim informacijama na internetu i dru-
gim medijima, a nasSe usvajanje potrebnih infor-
macijskih tehnologija je sporo, reakcija na razli-
Cite potrebe pacijenata je neadekvatna. Dodatno
postoji i nedostatak radne snage, a radni uvjeti su
Cesto losi.

Ova pitanja pridonose stalnim izazovima u pruza-
nju visokokvalitetne skrbi usmjerene na pacijen-
ta. Zbog svih ovih anomalija put do postavljanje
dijagnoza od prvobitnih simptoma do konacne
dijagnoze mnogo puta mozZe biti dug, Sto je u od-
nosu na pacijentovo zdravlje izgubljeno vrijeme.

RjeSenja ovih organizacijskih problema zahti-
jevaju bolje upravljanje resursima, unapredenje
medusobne koordinacije, ulaganje u tehnologiju
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The quality crisis in healthcare is widely rec- | and healthcare workforce training, and a greater
ognised and studies point to the significant | focus on the patient and their experience within
damage caused by existing quality problems in | the system.

healthcare. Healthcare professionals express con-
cern and report that they are less and less able to
provide high quality care.

1. Basic health care of
Gorenjska, Health
center Skofja Loka

2. University of
Ljubljana, Faculty

of Medicine,
Department of The healthcare system can hardly be described as
Family Medicine a system. Instead, it consists of a series of highly

decentralised sectors. Academic institutions have
often failed to respond to the needs of society and
are therefore isolated in their narrow thinking.

We adapt poorly to the needs of patients. As the
population ages, there are more and more patients
with chronic diseases. Studies show that effective
chronic disease management must be continu-
ous across all settings and providers. Clinicians
should work with each other and with patients to
develop shared care plans with agreed goals and
implementation steps.

On the other hand, there is a growing consum-
erisation of healthcare, manifested in increasing
access to health information via the internet and
other media, and our adoption of the necessary
information technologies is slow, the response to
the various needs of patients is inadequate. There
is also a lack of staff and working conditions are
often poor.

These problems contribute to making it in-
creasingly difficult to provide high-quality, pa-
tient-centred care. Because of all these anoma-
lies, the path from the first symptoms to the final
diagnosis is often long, which means a loss of
time for the patient's health.

Solutions to these organisational problems re-
quire better management of resources, improved
mutual coordination, investment in technology

REFERENCES: 1T i inn e

1. Institute of Medicine (US) Committee on the Health Professions Education Summit; Greiner AC,
Knebel E, editors. Health Professions Education: A Bridge to Quality. Washington (DC): National
Academies Press (US); 2003. Chapter 2, Challenges Facing the Health System and Implications
for Educational Reform. Available from: https://www.ncbi.nlm.nih.gov/books/NBK221522/

2. McNally EM. Healing health care. J Clin Invest. 2009 Oct;119(10):2848. doi: 10.1172/jci41037

3. Gupta R. Health Care Value: Relationships Between Population Health, Patient Experience, and
Costs of Care. Prim Care. 2019 Dec;46(4):603-622. doi: 10.1016/j.pop.2019.07.005. Epub 2019
Jul 31.

4. HartJT. Health care or health trade? A historic moment of choice. Int J Health Serv. 2004;34(2):245-
54. doi: 10.2190/WUAV-YAT6-MTQP-F1UB.

5. Stepanovi€ A, Svab I, Duki¢ B, Skrbi¢ R. The Evolution and Challenges of Academic Family
Medicine: Insights from the Banja Luka Declaration. Zdr Varst. 2024 Sep 23;63(4):160-163. doi:
10.2478/sjph-2024-0021.

119




Extended Abstract
Asocijacija

B Odlucivanje i dijagnoza - Holisti¢ka uloga primarne
zdravstvene zasStita

Marta Tundzeva?,
Katarina Stavrikj?,
Ljubin Shukriev!

1. Centar porodi¢ne
medicine,
Medicinskifakultet,
Sveuciliste "Sv. Cirilo
| Metodije", Skoplje,
R.S Makedonija

Kljucne rijeci: klinicke odluke, dijagnoza, simptomi,CDR
Adresa za dopisivanje: Marsal Tito br 21/2-2,1000 Skopje, RS Macedonia

E adresa: email:mtundzeva@gmail.com.

ORCID: Marta Tundzeva: https://orcid.org/0000-0003-2754-2371
KatarinaStavrikj: https://orcid.org/0000-0002-8319-4554
LjubinShukriev: https://orcid.org/0000-0003-4625-8149

Uvod s ciljem: Postavljanje dijagnoze moZze biti
teSko u primarnoj zdravstvenoj zastiti gdje je tes-
ko dijagnosticirati ozbiljne bolesti, poput raka ili
drugih.Cilj ovog rada je prezentirati osnovne in-
formacije o pravilima klinickog odlucivanja pri
postavljanju dijagnoze u primarnoj zdravstvenoj
zastiti.

dijagnostickih informacija, ukljucuju¢i simp-
tome, povijest bolesti i dijagnosticke testove, u
svoje odlucivanje. Dijagnosti¢ki proces zahtijeva
vjeStine koje ovise o znanju, iskustvu i intuici-
ji. Unato¢ dostupnosti dijagnostickih postupaka
i testova, mnoge bolesti ostaju neotkrivene do
kasne faze. Postavljanje dijagnoze u primarnoj
zdravstvenoj zastiti moZe biti zbunjujuca ak-
tivnost ne samo da su sinonim za organsku bo-
lest, ve¢ se mogu odnositi i na stanje (socijalni
nemaju zadatak. postaviti dijagnozu. Simptom je
nacin na koji pacijent komunicira s nama. Izraz
"Pravilo klinicke odluke" ima mnogo definicija,
ali u osnovi je to alat koji kvantificira i kombi-
nira jednostavne dostupne klinicke pokazatelje
kako bi se definirao novi parametar u primarnoj
zdravstvenoj zastiti, ovaj se parametar moZe lako
generirati kombiniranjem znakova, simptoma i
dodatnih dostupni rezultati laboratorija, funk-
cionalnih testova ili slikovnih rezultata.Mogu
se koristiti za procjenu rezultata koji se odnosi
na vjerojatnost prisutnosti ili odsutnosti odre-
dene bolesti (dijagnoza) ili ishoda (prognoza).
Neki pacijenti mogu zamisliti simptome, a dru-
gi imaju tendenciju kombinirati zasebne, sli¢ne
simptome za jedno stanje .. ili dogadaj (koji se
naziva teleskopiranjem) cesce je odlucujuci nego
u bolnici. Pravila klinicke odluke (CDR) mogu
pomoci lijecnicima opce prakse u diferencijalnoj
dijagnozi, nakon pocetne sumnje, koja rezulti-
ra odredenim '¢inom radnje": 'iskljuenjem' bez
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daljnjeg testiranja, potrebom za daljnjim testira-
njem ili specificnim lijeCenjem.Unutar primarne
zdravstvene zastite, stanja ¢e se Cesto vidjeti u
evolucijskoj fazi u kojoj se karakteristike simp-
toma mijenjaju, od trenutka kada pacijent stigne
do specijalisticke sluzbe kada je opis simptoma
mozda postao fiksiraniji i, StoviSe, pacijent ce
imati dodatno vremena za razmisljanje o njego-
voj pri¢i. Simptomi nisu uvijek povezani s organ-
skim bolestima. Kompleksni pacijenti ¢esto ima-
ju nezadovoljene potrebe za njegom, odgodenu
odluku, neodgovarajuce koristenje zdravstvenih
usluga (probir) mogu poboljsati intervencije po-
vezane s potrebama donoSenja odluke. tj. osobne
vrijednosti pacijenta i temelje se na dokazima.
Intervencije potpore odluivanju imaju za cilj
zadovoljiti potrebe donoSenja odluka (a) rjesa-
vanjem sukoba odluka, (b) poboljSanjem znanja
i informacija i njihovim dijeljenjem, (c) razjas-
njavanjem vrijednosti, preferencija i ocekivanja
pacijenata i (d) identificiranjem resursa koji su im
potrebni, ukljuujuci socijalna podrska. Klinicari
¢e prihvatiti CDR samo ako je njegova uporaba
jasno klinicki korisna, ako je CDR ukljucen u
smjernice. Zapravo, poznato je da su mnogi ¢im-
benici prepreke. U konacnici, glavna vrijednost
CDR-a lezi u smanjenju sloZenost kombiniranja
simptoma i znakova s preporukama za donoSenje
odluka u smislu,tipi¢no, "prekid" bez daljnjeg te-
stiranja, potrebe za daljnjim testiranjem ili speci-
ficnog lijecenja koristenje CDR-a.

Zakljucak: prednost obiteljskih lijecnika je
izbjegavanje nepotrebnih upuc¢ivanja na sveo-
buhvatnu dijagnostiku i specijalisticke konzul-
tacije, a CDR su posebno pogodni za tu svrhu.
Koristenje pravila odlucivanja moZe pomo¢i mla-
dim lije¢nicima da razviju svoju klinicku prosud-
bu, ali mogu pomo¢i i iskusnijim lije¢nicima u
donosenju brzih odluka o sloZenim dijagnozama
ili potencijalno opasnim stanjima.
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Introduction with aim: Making a diagnosis
can be difficult in primary care where serious
diseases, such as cancer or others, are difficult
to diagnose. The aim of thos paper is to present
basic information about the rules of clinical de-
cision-making when establishing a diagnosis in
primary health care.

Discussion: Physicians integrate large amounts
of diagnostic information, including symptoms,
medical history, and diagnostic tests, into their
decision making. The diagnostic process re-
quires skills that depend on knowledge, expe-
rience and intuition. Despite the availability of
diagnostic procedures and tests, many diseases
remain undiagnosed until a late stage. Making
a diagnosis in primary health care can be a con-
fusing activity, not only are they synonymous
with an organic disease, but they can also refer
to a condition (social case, unemployment, etc.),
and family doctors have no task. diagnose. The
symptom is the way the patient communicates
with us. The term "Clinical Decision Rule" has
many definitions, but basically it is a tool that
quantifies and combines simple available clinical
indicators to define a new parameter in primary
care, this parameter can be easily generated by
combining signs, symptoms and additional avail-
able laboratory results , functional tests or im-
aging results. They can be used to evaluate the
result related to the probability of the presence
or absence of a certain disease (diagnosis) or
outcome (prognosis). Some patients can imagine
the symptoms, and others tend to combine sep-
arate, similar symptoms for a single condition
or event (called telescoping) is more often deci-
sive than in the hospital. Clinical decision rules
(CDRs) can assist GPs in differential diagnosis,
after initial suspicion, which results in a specific
'action: 'exclusion' without further testing, need
for further testing or specific treatment. Within

primary care, conditions will often be seen in an
evolutionary phase where symptom characteris-
tics change, from the time the patient reaches the
specialist service when the symptom description
may have become more fixed and, moreover, the
patient will have had additional time to reflect on
their story. Symptoms are not always related to
organic diseases. Complex patients often have
unmet care needs, delayed decision, inappropri-
ate use of health services (screening) can improve
interventions related to decision-making needs.
i.e. personal values of the patient and are based
on evidence. Decision support interventions aim
to meet decision-making needs by:(a) resolving
decision conflicts, (b) improving and sharing
knowledge and information, (c) clarifying pa-
tients' values, preferences and expectations, and
(d) identifying the resources they need, including
social support. Clinicians will only accept CDR
if its use is clearly clinically beneficial, if CDR
is included in guidelines. In fact, many factors
are known to be obstacles. Ultimately, the main
value of the CDR lies in reducing the complexity
of combining symptoms and signs with recom-
mendations for decision-making in terms of, typ-
ically, "discontinuation" without further testing,
the need for further testing, or specific treatment
using the CDR.

Conclusion: the advantage of family doctors is
to avoid unnecessary referrals for comprehen-
sive diagnostics and specialist consultations, and
CDRs are particularly suitable for this purpose.
Using decision rules can help junior doctors de-
velop their clinical judgment, but they can also
help more experienced doctors make quick de-
cisions about complex diagnoses or potentially
dangerous conditions.
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Uvod s ciljem: Celijakija je kroni¢na autoimu-
na bolest koju izaziva gluten u osoba s genskom
predispozicijom, karakterizirana je doZivotnim
nepodnoSenjem glutena. Dugo se smatralo da se
javlja iskljuc¢ivo u djecjoj dobi. Utvrdeno je da
se mozZe pojaviti u bilo kojoj Zivotnoj dobi s pre-
valencijom od 1%. Prema recentnijim podacima,
vrsak incidencije se registrira u petom ili Sestom
desetljecu Zivota. Zbog raznolikosti i nespecific-
nosti simptoma bolest u velikog broja bolesnika
ostaje neprepoznata. Cilj je ovog rada ukazati na
netipi¢ne simptome celijakije u odrasloj dobi.

Rasprava: Celijakija ima Saroliku klini¢ku sliku,
ako se ne lijeci, moZe uzrokovati teSke kompli-
kacije. Za razliku od jasnih i tipi¢nih simptoma
bolesti u dje¢joj dobi, u odraslih osoba simpto-
mi se Cesto na ,,prvi pogled“ ne mogu povezati
s probavnim sustavom. U dijelu odraslih osoba
bolest se manifestira iskljucivo ekstraintestinal-
nim simptomima kao Sto su umor i iscrpljenost.
Anemija je najceSc¢a hematoloska manifestacija,
nastaje zbog nedostatka Zeljeza, folne kiseline i
vitamina B12. Promjene na koZi tipa dermatitis
herpetiformis ima 10% bolesnika. U trenutku
dijagnoze 40 % oboljelih ima poviSene jetrene
enzime. Bolest moZe utjecati na plodnost Zena
uzrokuju¢i ponavljaju¢e spontane pobacaje, a
neprepoznata se moZe klinicki oCitovati tek tije-
kom trudnoce i puerperija. S obzirom na Saroliku
prezentaciju bolesti definirani su podtipovi celi-
jakije: klasi¢na, atipi¢na, tiha i latentna. Klasi¢na
celijakija ima tipiCne simptome poremecaja pro-
bavnog sustava. Za atipicnu celijakiju karakteri-
stiCni su ekstraintestinalni simptomi. Bolest moZe
biti i potpuno asimptomatska. U tom slucaju, ako
su u bolesnika pozitivni seroloski testovi uz atro-
fiju sluznice, bolest nazivamo “tihom”, u slucaju
pozitivnih seroloskih testova, bez promjena na
sluznici crijeva bolest se naziva “latentnom”.
Visokorizi¢na stanja koja predstavljaju moguci
komorbiditet celijakiji su: anemija, osteopenija,

LITERATURA:

dijabetes tipa I, autoimunosni hepatitis, primarna
bilijarna ciroza, genski sindromi poput Turnerova
i Downova sindroma, autoimunosne endokKri-
nopatije poput bolesti Stitnjace i Addisonove
bolesti, neuroloske bolesti poput ataksije, mia-
stenije, epilepsije i IgA-nefropatija. U nekim re-
gijama period do postavljanja konacne dijagnoze
celijakije je i viSe od 10 godina. Ako bolest dugo
ostane nedijagnosticirana, postaju vidljivi zna-
kovi malapsorpcijskog sindroma. Malapsorpcija
kalcija i D vitamina moZe uzrokovati osteopeniju
i osteoporozu. Povecana je incidencija maligno-
ma. Mogu se pojaviti i psiholoske smetnje.

Zakljucak: LijeCnici obiteljske medicine kao
osobe prvog kontakta moraju pri postojanju ati-
picnih ekstraintestinalnih simptoma u bolesnika
diferencijalno dijagnosticki razmisliti o celijakiji,
bolesti sa ,tisu¢u lica“. Stoga je bitno posti¢i bo-
lju svijest o epidemiologiji i klinickoj slici ove
bolesti kako bi pravovremenim postavljanjem
dijagnoze utjecali na kvalitetu Zivota bolesnika .
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Introduction: Celiac disease is a chronic auto-
immune disease caused by gluten in people with
a genetic predisposition, and is characterized by
lifelong intolerance to gluten. The disease occurs
in 1% of the population at any age. Although it
was long thought to occur almost exclusively in
childhood, it has been established that it can oc-
cur at any age. According to more recent data, the
peak incidence is registered in the fifth or sixth
decade of life. It is poorly diagnosed, it is be-
lieved that many patients are unrecognized due to
the variety and non-specificity of symptoms. This
lecture aims to point out the atypical symptoms
of celiac disease in adulthood.

Discussion: Celiac disease has a very diverse
clinical presentation, and if it is not treated, it
can lead to the development of severe compli-
cations. In contrast to the onset of the disease in
children, when the majority have clear and typi-
cal symptoms of chronic bowel disease, in adults
the symptoms can be very "silent" and often
cannot be connected to the digestive system at
first glance. A large proportion of adult patients
do not have problems with the digestive system
at all and the disease is manifested exclusively
by extraintestinal symptoms. Among the most
common symptoms in adulthood are fatigue and
exhaustion. Anemia is the most common hemato-
logical manifestation. Dermatitis herpetiformis is
present in 10% of patients. At the time of diagno-
sis, 40% of patients have elevated liver enzymes.
The disease can affect women's fertility and can
cause recurrent spontaneous abortions, and an
unrecognized disease can manifest itself clini-
cally only during pregnancy and the puerperium.
Given the presentation of the disease, subtypes
of celiac disease are defined as classic, atypical,
silent, and latent. Classic celiac disease has typ-
ical digestive system symptoms. Extraintestinal
symptoms characterize atypical celiac disease,
and the disease can be completely asymptomatic.

In this case, when the patient has positive sero-
logical tests with obvious mucosal atrophy, the
disease is called "silent", and in the case of posi-
tive serological tests, but without changes in the
intestinal mucosa, the disease is called "latent".
High-risk conditions for the parallel occurrence
of celiac disease are: anemia, osteopenia, type I
diabetes, autoimmune hepatitis, primary biliary
cirrhosis, genetic syndromes such as Turner's and
Down's syndrome, autoimmune endocrinopathies
such as thyroid disease and Addison's disease,
neurological diseases such as ataxia, myasthenia,
epilepsy and IgA -nephropathy. In some regions,
the period until the final diagnosis of celiac dis-
ease is more than 10 years. If the disease remains
undiagnosed for a long time, signs of malabsorp-
tion syndrome become visible. Anemia develops
due to a lack of iron, folic acid, and vitamin B12.
Malabsorption of calcium and vitamin D leads
to osteopenia and osteoporosis. The incidence of
malignant tumors increases. Psychological dis-
turbances may also appear.

Conclusion: Atypical extraintestinal symptoms
of celiac disease are often not recognized and not
associated with the actual diagnosis, and the pos-
sibility of "silent", asymptomatic celiac disease
is not often taken into account. Family medicine
doctors are the patient's first contact with the
health care system, so it is essential to achieve a
better awareness of the epidemiology and clinical
presentation of this disease.
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Uvod s ciljem: Jedan od najceS¢ih simptoma
zbog kojih se bolesnici javljaju u ordinacije obi-
teljske medicine jest proljev nastao uslijed gastro-
enterokolitisa. Te su bolesti dominantno virusne
etiologije, no u svakodnevnoj praksi vazno je raz-
misljati i o njihovim bakterijskim uzro¢nicima.
Bakterijski gastroenterokolitisi (BG) najceS¢e su
kratkotrajna i samoograni¢avajuca oboljenja, no
mogu se prezentirati i dramati¢nijom klinickom
slikom te znatnim odstupanjima laboratorijskih
nalaza od referentnog intervala. Nakon prebolje-
nog BG-a, posebice onih uzrokovanih bakterija-
ma roda Salmonella, bakterije mogu biti prisut-
ne u probavilu i iz njega se luciti tjednima, Sto
nazivamo kliconoStvom. Zbog navedenog, Cesto
se javlja pitanje potrebe antibiotskog lijecenja
akutnog BG-a odnosno prolongiranog kliconos-
tva. Cilj ovog rada je dati prakticne informacije
o klinickoj procjeni oboljelih od gastroenteritisa
u ordinacijama obiteljske medicine, kada koju
vrstu antimikrobnog lijeka propisati te kako po-
stupiti u slucaju kliconostva.

Rasprava: Prema internacionalnim i hrvatskim
smjernicama, prilikom procjene svakog gastro-
enterokolitisa kljucno je pomnim klinickim pre-
gledom procijeniti opce stanje oboljelih, tip i
izraZenost simptoma te hidriranost. Detaljna ana-
mneza moZe pomoci u odredivanju najvjerojatni-
jeg uzrocnika oboljenja. Ne savjetuje se rutinski
provoditi laboratorijske ni specificne mikrobi-
oloske pretrage, bududi da lijeCenje nece ovisiti
o tim rezultatima. NajCeSce je terapija akutnog
bakterijskog gastroenteritisa simptomatska, s
naglaskom na adekvatnu rehidraciju i upotrebu
probiotika; bolest se spontano povuce unutar ne-
koliko dana. Antibiotska se terapija u slucajevima
blagog do umjerenog gastroenteritisa izbjegava
zbog izostanka ucinka na skracenje trajanja bole-
sti i ublaZavanje simptoma. Osim toga, primjena
antibiotika nosi rizik od razvoja antibiotske re-
zistencije, moguce komplikacije stanja (klostri-
dijski proljev, hemoliticko-uremijski sindrom) te
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produljenja kliconoStva. U slucaju razvoja teze
bolesti, koja se procjenjuje na temelju razvijenih
simptoma, epidemioloskih podataka i rizi¢nih
faktora za Sirenje infekcije na druge organske
sustave, potrebno je provesti dodatnu dijagno-
sticku obradu radi procjene bubrezne funkcije.
Utvrdivanjem uzrocnika gastroenterokolitisa,
pocetno propisana empirijska antibiotska terapija
zamijenit ¢e se ciljanom po prispije¢u rezultata
mikrobioloSkih pretraga. Kliconostvo bakterij-
skog roda Salmonella nakon preboljenog akutnog
infekta traje prosjec¢no 5 tjedana, najceS¢e nema
epidemioloSkog znacaja i nije opasno za okoli-
nu. Kroni¢no klicono$tvo mozZe trajati i viSe od
godine dana. U slucaju da kliconoSa nema simp-
tome bolesti, ne rukuje direktno s hranom (koja
naknadno nece biti termicki obradena), nije u
kontaktu s imunokompromitiranim osobama te
se u izolatu ne radi o tifoidnim sojevima, anti-
mikrobno lijecenje nije potrebno. Praéenje klico-
nostva i duljina izolacije ovisi o vrsti posla koji
osoba obavlja te o lokalnim javnozdravstvenim
propisima.

Zakljucak: BG zbog kojih se bolesnici javljaju u
ordinacije obiteljske medicine najcesc¢e su bolesti
blagog i kratkog klinickog tijeka; izuzev klinic-
kog pregleda dodatna dijagnostika i antibiotska
terapija nije potrebna. Obiteljski lijecnik mora
procijeniti bolesnikovo stanje i faktore rizika te-
meljem kojih ¢e se odluciti za propisivanje anti-
mikrobnog lijeka, uzimaju¢i u obzir da neoprav-
dano propisivanje antibiotske terapije moZe imati
negativne posljedice na bolesnikovo zdravlje i
okolinu.
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Introduction with aim: One of the most com-
mon symptoms reported by patients to family
medicine physicians is diarrhea caused by gas-
troenterocolitis. These diseases are predominant-
ly of viral etiology, but in everyday practice it
is important to take into account their bacterial
causative agents as well. Bacterial gastroentero-
colitis is usually a short-term and self-limiting
disease, however its clinical presentation and the
results of laboratory findings can also be quite
dramatic. After recovery from bacterial gastro-
enteritis, especially caused by bacteria of the
Salmonella genus, bacteria can be present in the
digestive tract and be secreted from it for weeks,
referred to as asymptomatic carriage. Given all of
the above, the question of the need for antibiotic
treatment of acute bacterial gastroenterocolitis,
i.e. asymptomatic carriage, often arises. The aim
of this paper is to provide practical information
on the clinical assessment of patients suffering
from gastroenteritis in family medicine practice,
when and which antibiotic therapy to prescribe,
and how to treat cases of asymptomatic carriage.

Discussion: According to international and
Croatian guidelines, when evaluating any gas-
troenterocolitis, it is crucial to assess the general
condition of the affected patients, the type and
severity of symptoms, and hydration through a
careful clinical examination. This is accompa-
nied by taking a detailed history, which helps
determine the most likely cause of the disease.
Routine use of laboratory or specific microbi-
ological tests is not advised, since therapy will
not depend on the results. Most often, the only
necessary treatment for acute bacterial gastroen-
terocolitis is symptomatic, with an emphasis on
adequate rehydration and the use of probiotics;
the disease resolves spontaneously within a few
days. Antibiotic therapy in cases of mild to mod-
erate gastroenterocolits is avoided because of its
inability to shorten the duration of the disease and
alleviate symptoms. Furthermore, it carries a risk

of developing antibiotic resistance, possible com-
plications of the condition (clostridial diarrhea,
hemolytic-uremic syndrome) and prolongation
of asymptomatic carriage. If the disease wors-
ens, which is assessed based on the developed
symptoms, epidemiological data and risk factors
for involvement of distant organs, additional di-
agnostic workup should be carried out to assess
renal function. By determining the causative
agent of gastroenterocolitis, empirical antibiot-
ic therapy is replaced by targeted therapy upon
arrival of the results of microbiological testing.
Asymptomatic carriage of the Salmonella genus
after overcoming an acute infection usually lasts
for about 5 weeks; it most often has no epidemi-
ological significance and is not dangerous for the
patient’s environment. Chronic carriage can last
for over a year. When the carrier has no symp-
toms of the disease, does not handle food that will
not later be thermally processed, is not in contact
with immunocompromised persons, and the iso-
late does not involve typhoid strains, its treatment
with antimicrobial drugs is not necessary. Germ
control and patient isolation after the acute illness
depends on the type of work performed by the
patient and local public health regulations.

Conclusion: Bacterial gastroenterocolitis that
patients seek treatment for in family medicine
practices are most commonly diseases with a mild
and short clinical course; and, with the exception
of a clinical examination, additional diagnostics
and antibiotic therapy is not required. Family
doctors must assess the patient's condition and
risk factors based on antibiotic therapy will be
prescribed, taking into account that unjustified
antibiotic therapy can have negative consequenc-
es for the patient's health and the environment.
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Uvod s ciljem: Eozinofilija je povecani broj eo-
zinofilnih leukocita u perifernoj krvi, a oznacava
ju apsolutni broj eozinofila ve¢i od 0,5x109/L.
Najces¢i uzrok eozinofilije su alergijske bolesti i
parazitarne infekcije, no eozinofiliju mogu uzro-
kovati autoimune, hematoloSke bolesti i lijekovi.
Cilj ovoga rada bio je prikazati vaznost otkriva-
nja etiologije eozinofilije kroz pristup pacijen-
tici s hipereozinofilijom u ordinaciji obiteljske
medicine.

Prikaz slucaja: Bolesnica u dobi 64 godine do-
lazi u ordinaciju obiteljske medicine radi uvida
u laboratorijske nalaze koji su ucinjeni u sklopu
redovitog pracenja s obzirom na njezin multimor-
biditet. Iz nalaza se izdvaja eozinofilija perifer-
ne krvi (leukociti 12,4x109/L, eozinofili 17,0%,
apsolutni broj eozinofila 2,11x109/L) koja se u
bolesnice prati unatrag 5 godina. Tada prove-
denom inicijalnom obradom nije naden uzrok
eozinofilije, bolesnica nije bila sklona daljnjoj
dijagnostickoj obradi obzirom da nije imala te-
goba. Obiteljska i epidemioloska anamneza bez
osobitosti, nema poznatih alergija. Prilikom do-
laska u ordinaciju bila je afebrilna, dobrog opceg
stanja uz uredan klinicki status. Imala je dobar
apetit, stolica i mokrenje bili su uredni. Navodi
da nije gubila na tjelesnoj masi, negirala pojaca-
no umaranje ili znojenje. U narednim danima uci-
njena je mikrobioloSka obrada stolice koja je bila
uredna, osim pozitivnog nalaza stolice na antigen
Helicobacter pylori zbog kojeg je provedena era-
dikacijska terapija. U ponovljenoj diferencijalnoj
krvnoj slici (DKS) mjesec dana kasnije i dalje
perzistira eozinofilija. S obzirom na dugotrajnu
umjerenu eozinofiliju nepoznatog uzroka, paci-
jentici je ponovno predloZena dodatna dijagno-
sticka obrada na koju je pristala. U sklopu prove-
dene obrade dobiveni nalaz serologije na crijevne
parazite bio je pozitivan na Echinococcus spp.,
Strongyloides i Ascaris lumbricoides. Pacijentici
je nakon ponovljene mikrobioloske obrade
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stolice putem infektoloSke dnevne bolnice indi-
cirana terapija ivermektinom. U pocetku nije bila
sklona uzimanju terapije zbog nuspojava o koji-
ma je Citala, nakon konzultacije u kojoj su razlo-
Zene prednosti i moguce nuspojave, ipak pristaje
na lijeenje. Kontrolni nalaz DKS dva mjeseca
nakon provedene terapije bio je uredan (leuko-
citi 11,4x109/L, eozinofili 3,6%, apsolutni broj
eozinofila 0,41x109/L). Pacijentica je upucena
da periodi¢no kontrolira DKS i ponovi serologi-
ju na tkivne parazite 6-12 mjeseci od provedene
terapije.

Rasprava: Infekcija Strongyloides i Ascaris
lumbricoides Cesto je asimptomatska, a posebno
kod strongiloidoze eozinofilija moZe perzistirati
i nekoliko desetlje¢a nakon primarne infekcije s
obzirom na njihov autoinfektivni ciklus. Stoga
je nekoliko mjeseci nakon provedenog antipa-
razitskog lijeCenja potrebno ponoviti serologiju
na crijevne i tkivne parazite kako bi se potvr-
dila eradikacija. Lijecnik obiteljske medicine
treba ustrajati u otkrivanju etiologije eozinofili-
je s obzirom na to da i izolirana, asimptomatska
eozinofilija periferne krvi moZe biti rani znak
hipereozinofilnog sindroma, koji mozZe dovesti
do teSkog oSte¢enja organa i smrti. U sluCaju da
se dijagnostiCkom obradom na razini primarne
zdravstvene zaStite ne otkrije uzrok perzistentne
eozinofilije, lije¢nik obiteljske medicine pacijen-
ta moZe uputiti na dodatnu obradu u sekundarnu
ili tercijarnu zdravstvenu zastitu.

Zakljucak: Otkrivanje uzroka eozinofilije vazno
je radi adekvatnog lijeCenja. Kontinuirana skrb
za pacijente omogucuje lijecniku obiteljske me-
dicine da pravovremeno prepozna promjene u
njihovu zdravstvenom stanju i zapocne potrebnu
dijagnosticku obradu.
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Introduction with aim: Eosinophilia is defined
as an increased number of eosinophil leukocytes
in the peripheral blood, and indicates an absolute
eosinophil count greater than 0.5%109/L. The
most common causes of eosinophilia are allergic
diseases and parasitic infections, but eosinophilia
can also be caused by autoimmune, hematologi-
cal diseases, and drugs. The aim of this paper was
to demonstrate the importance of discovering the
etiology of eosinophilia through the approach to
a patient with hypereosinophilia in a family phy-
sician's office.

Case report: A 64-year-old female patient comes
to the family physician's office for an insight into
her laboratory findings which were made as part
of regular follow-up due to her multimorbid-
ity. Peripheral blood eosinophilia (leukocytes
12.4x109/L, eosinophils 17.0%, absolute number
of eosinophils 2.11x109/L), which has been fol-
lowed in the patient for 5 years, can be distin-
guished in her blood count. The initial workup
5 years ago did not find the cause of eosinophil-
ia, and the patient wanted no further diagnostic
workup considering that she did not have any
complaints. The patient's family and epidemio-
logical history are unremarkable, and she has no
known allergies. When the patient arrived at the
physician's office, she had no fever, and was in
a good general condition. She had a good appe-
tite, stools and urination were regular. She denied
losing weight, increased fatigue and sweating.
Microbiological examination of her stool was
normal. In the repeated differential blood count
one month later, eosinophilia still persisted.
Regarding the long-term moderate eosinophilia
of unknown cause, the patient was offered addi-
tional diagnostic workup, to which she agreed to.
The serology test for intestinal parasites was pos-
itive for Echinococcus spp., Strongyloides and
Ascaris lumbricoides. After repeated microbio-
logical stool analysis, the patient was prescribed
ivermectin therapy. The patient was initially

against therapy because of the side effects she
had read about, but after benefits and possible
side effects of the therapy were explained to
her, she agreed to the treatment. The differential
blood count control results two months after the
therapy were normal (leukocytes 11.4x109/L,
eosinophils 3.6%, absolute number of eosino-
phils 0.41x109/L). The patient was instructed to
periodically control the differential blood count
and repeat the serology for tissue parasites 6-12
months after therapy.

Discussion: Infection with Strongyloides and
Ascaris lumbricoides is often asymptomatic, and
especially in strongyloidiasis, eosinophilia may
persist several decades after the primary infec-
tion due to its autoinfectious cycle. Therefore,
a few months after antiparasitic treatment, it is
necessary to repeat serology for intestinal and tis-
sue parasites in order to confirm eradication. A
family physician should persist in discovering the
etiology of eosinophilia, given that even isolat-
ed, asymptomatic peripheral blood eosinophilia
can be an early sign of hypereosinophilic syn-
drome, which can lead to severe organ damage
and death. If diagnostic treatment at the level of
primary health care does not reveal the cause of
persistent eosinophilia, the family physician can
refer a patient to secondary or tertiary health care
for additional diagnostics.

Conclusion: Finding the cause of eosinophilia
is important for adequate treatment. Continuous
care for patients enables the family physician to
recognize changes in their health condition and
initiate the necessary diagnostic processing.
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Uvod s ciljem: Raniji glukocentri¢ni pristup
u lijecenju dijabetesa tipa 2 (DT2) s primarnim
ciljem regulacije glikemije, zadnjih desetlje-
¢a nadopunio je sveobuhvatniji, dualni pristup,
koji istovremeno stavlja naglasak na smanjenje
kardiovaskularnog (KV) rizika. Inhibitori supri-
jenosnika natrija-glukoze 2 (SGLT2i) i agonisti
GLP-1 receptora (GLP-1 RA) posljednjih godina
unijeli su revoluciju u lijeCenje ne samo dijabete-
sa ve¢ i niza drugih metabolic¢kih i KV poreme-
¢aja. Unato¢ povoljnim uc¢incima i preporukama
smjernica, njihove su razine propisivanja nedo-
voljne, uglavnom kao posljedica klinicke inerci-
je. Cilj ovog istrazivanja je utvrditi povezanost
uzroka inercije i razine samopouzdanja lije¢nika
opc¢e/obiteljske medicine (LOM) pri samostal-
nom propisivanju ovih lijekova.

Ispitanici i metode: IstraZivanje je provede-
no putem samostalno dizajniranog anonimnog
upitnika, koji je dostavljen na e-adrese LOM-a
na podrucju cijele Hrvatske u digitalnom for-
matu. Podatke o broju pacijenata s dijagnozom
DT2 i propisanim odredenim lijekom ispitanici
su ispisali iz e-kartona. Pitanja koja su ispitivala
razinu samopouzdanja u propisivanju bila su po-
stavljena u obliku Likertove ljestvice, a procjena
utjecaja ¢imbenika inercije na vjerojatnost nizeg
samopouzdanja ucinjena je bivarijantnom i mul-
tivarijantnom logistickom regresijom.

Rezultati: Ispitano je 168 LOM, od kojih 66,1%
Zene, 49,4% specijalisti obiteljske medicine,
67,9% iz gradske sredine. Broj pacijenata s DT2
je 23 036, medu kojima najviSe onih u dobi 60-80
godina. S obzirom na prevalenciju KV komor-
biditeta pacijenata s DT2, udio bolesnika s hi-
pertenzijom iznosi 59,1%, s koronarnom arterij-
skom boleS¢u 16,9% te s bubreznim popuStanjem
13,3%. Udio DT2 bolesnika koji imaju propisan
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inhibitor dipeptidil peptidaze 4 (DPP4i) iznosi
33,3%, SGLT2i 18,6% te GLP-1 RA 12,1%. S
obzirom na procjenu samopouzdanja, 76,2% ima
visoku razinu samopouzdanja za propisivanje
SGLT2i, a GLP-1 RA 53,6%. Znacajno vece sa-
mopouzdanje imaju specijalisti obiteljske medi-
cine. NajizraZeniji prediktori niZeg samopouzda-
nja odnose se na nepoznavanje i kompliciranost
smjernica, dok su kao prediktori koji podizu razi-
nu samopouzdanja uoceni detaljna informiranost
o nuspojavama lijekova, ve¢i ukupni broj pacije-
nata te onih s ve¢ propisanim istim lijekom.

Zakljucak: Velik dio populacije pacijenata s
DT?2 iskljucivo je u skrbi LOM, stoga je iznimno
vazno detektirati uzroke inercije s kojima se su-
ocCavaju u svrhu optimizacije propisivanja novih
antidijabetika te unaprjedenja skrbi za bolesnike
sa Se¢ernom bolesti.
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Introduction with aim: The earlier glucocentric
approach to the type 2 diabetes (T2D) treatment
with the primary goal of glycemic control has
been complemented in recent decades by a more
comprehensive, dual approach, which simulta-
neously emphasizes the reduction of cardiovas-
cular (CV) risk. Sodium-glucose cotransporter 2
inhibitors (SGLT?2i) and GLP-1 receptor agonists
(GLP-1 RA) have revolutionized treatment of di-
abetes and a number of other metabolic and CV
disorders in recent years. Despite their beneficial
effects and guideline recommendations, their pre-
scribing levels are insufficient, mostly as a result
of clinical inertia. The aim of this study is to de-
termine the association between the causes of in-
ertia and the level of general practitioner's (GP's)
self-confidence in prescribing these medications.

Participants and methods: Research was con-
ducted using a self-designed anonymous ques-
tionnaire, which was delivered to the e-mails of
GPs throughout Croatia in digital format. Data on
the number of patients diagnosed with T2D and
prescribed a specific medication were declared
by respondents from their e-database. Questions
that examined the level of self-confidence in pre-
scribing were asked in the form of a Likert scale,
and the assessment of the influence of inertia fac-
tors on the probability of lower self-confidence
was done using bivariate and multivariate logistic
regression.

Results: 168 GPs were examined, among which
66.1% were women, 49.4% were family medi-
cine (FM) specialists, and 67.9% were from ur-
ban areas. The number of patients with T2D was
23 036, most of whom were aged 60-80 years.
Considering the prevalence of CV comorbidities
in T2D patients, the proportion of patients with
hypertension was 59.1%, with coronary artery

disease 16.9%, and with renal failure 13.3%. The
proportion of T2D patients prescribed a dipep-
tidyl peptidase 4 inhibitor (DPP4i) was 33.3%,
SGLT2i 18.6%, and GLP-1 RA 12.1%. Regarding
the assessment of self-confidence, 76.2% had
a high level of self-confidence in prescribing
SGLT2i, and 53.6% GLP-1 RA. FM specialists
showed significantly higher self-confidence. The
most pronounced predictors of lower self-con-
fidence relate to complexity and unfamiliarity
with guidelines, while self-confidence increase
in those well informed about medications side
effects, and with a larger total number of patients.

Conclusion: A large proportion of the T2D pa-
tients is solely in GPs care, so it is vastly import-
ant to identify the causes of inertia they encounter
to optimize the prescribing of novel antidiabetic
medications and improve the care of patients with
diabetes.
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Uvod s ciljem: Lijecnici obiteljske medicine
(LOM) se sve ceSce susrecu s pedijatrijskom
populacijom pacijenata u svakodnevnom radu.
Postoje mnoge razlike u pristupu, dijagnostici, te-
rapijskom zbrinjavanju, ali i u spektru dijagnoza
i ucestalosti bolesti izmedu pedijatrijske i odrasle
populacije. Cilj ovog rada je pribliZiti sindrom
periodi¢ne vrucice, aftoznog stomatitisa, farin-
gitisa i cervikalnog adenitisa (engl. periodic fe-
ver, aphthous stomatitis, pharyngitis and adenitis
— PFAPA) LOM kako bi Sto lakSe i ucinkovitije
zbrinuli pacijente.

Rasprava: PFAPA najcesc¢i je sindrom periodic-
ne groznice u djece. Uzrok PFAPA-e je nepoznat,
smatra se da ga uzrokuje disregulacija imuno-
loskog sustava. Bolest obi¢no pocinje prije pete
godine Zivota (izmedu 2. i 5. godine Zivota) i za-
vrsava tijekom adolescencije. Epizode poviSene
temperature obic¢no traju 3 do 6 dana i ponavljaju
se svakih 2-8 tjedana. Sindrom uzrokuje umor,
zimicu, povremeno i bolove u trbuhu, artralgiju
te glavobolju, groznicu, faringitis, aftozne ulkuse
i cervikalnu limfadenopatiju. Dijagnosticki krite-
riji PFAPA-e odnose se na klinicku sliku: >3 epi-
zode povisene temperature koje traju do 5 dana i
javljaju se u pravilnim intervalima kod mladih od
5 godina; faringitis uz adenopatiju ili aftozne ul-
kuse; dobro opce stanje izmedu epizoda i norma-
lan rast. Upalni pokazatelji poput C-reaktivnog
proteina i sedimentacije eritrocita poviSeni su
tijekom febrilne epizode, ali ne i izmedu epizoda.
Prisutnost neutropenije ili nekih drugih simpto-
ma (npr. osip, proljev, kasalj) upuéuju na druge
bolesti. Od velike je vaznosti iskljuciti ciklicku
neutropeniju. Smjernice lijeCenja nisu usuglase-
ne zbog nedostatka klinickih studija koje bi po-
tvrdile toCnu terapiju. Nesteroidni antireumatici
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imaju pozitivan uc¢inak na umanjivanje boli i spu-
Stanje temperature, ne djeluju na ucestalost poja-
ve febrilnih epizoda. Prema mnogim studijama,
glukokortiokoidna terapija (prednizon) u niskim
dozama od 0.5 do 2 mg/kg ima najbolji uc¢inak
u lijecenju akutne febrilne epizode. Profilakticka
terapija kolhicinom produzZuje vrijeme izmedu
ponavljaju¢ih febrilnih epizoda, ali ne dovodi
do totalne remisije. Ukoliko terapija kolhicinom
djeluje, treba iskljuciti familijarnu mediteran-
sku vruéicu. Osim kolhicina, u profilakti¢koj
terapiji koristi se i cimetidin. Odredene studije
pokazale su da se cimetidin ne koristi Cesto te
da nije dovoljno istrazeno koliko je ucinkovit.
Uporaba anakinre (antagonist IL-1) i vitamina
D ukazuju na pozitivno profilakticko djelovanje,
dodatna istraZivanja tu €injenicu trebaju potvr-
diti. KirurSko lijeCenje poput tonzilektomije i
adenotonzilektomije je rijetko, upitnog je u€in-
ka te je rizik od kirurSkih komplikacija veliki.
Adenotonzilektomija moZe biti metoda izbora u
izabranih bolesnika koji imaju kratke intervale
izmedu febrilnih epizoda te ako glukokortikoidna
terapija nije ucinkovita.

Zakljucak: PFAPA je najcesS¢i sindrom perio-
di¢ne groznice u djece mlade od 5 godina. Iako
djeca spontano prerastaju sindrom i nemaju po-
sljedice, sindrom utjece na kvalitetu Zivota djete-
ta i cijele obitelji. S obzirom na povecani priljev
pedijatrijske populacije u ordinacije LOM, od ve-
like je vazZnosti prepoznati simptome sindroma i
pravovremeno djelovati prema recentnim prepo-
rukama. Potrebno je provesti dodatna istrazZiva-
nja o PFAPA sindromu te uvesti jasne smjernice
lijecenja.
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Syst Rev 2014;9

5. Amarilyo G, Rothman D, Manthiram K, et al: Consensus treatment plans for periodic fever,
aphthous stomatitis, pharyngitis and adenitis syndrome (PFAPA): a framework to evaluate
treatment responses from the childhood arthritis and rheumatology research alliance (CARRA)
PFAPA work group. Pediatr Rheumatol Online J 18(1):31, 2020.

131




Extended Abstract
Young teachers

B Management of periodic fever, aphthous stomatitis, pharyngitis
and adenitis- PFAPA syndrome in general medicine practice

Sara Maroevicé?,
Katja Jankov?

1. General practice
office Josipa Rodi¢,
prim. Josipa Rodi¢,
MD, family medicine
specialist

2. Health care center
Zagreb - West

Key words: family medicine doctor, glucocorticoids, pediatric population, periodic fever
Correspondence address: Sara Maroevi¢, dr.med., ulica Vilima Korajca 19, 10090 Zagreb

E-mail: sara.maroevic@gmail.com

ORCID: Sara Maroevi¢:D https://orcid.org/0009-0001-9032-306X
Katja Jankov: https://orcid.org/0009-0002-7601-2529

Introduction with aim: Family medicine doc-
tors (FMDs) increasingly encounter pediatric
patients in their daily practice. There are signif-
icant differences in the approach, diagnosis, ther-
apeutic management, as well as in the spectrum
of diagnoses and disease prevalence between pe-
diatric and adult populations. This paper aims to
familiarize FMDs with periodic fever, aphthous
stomatitis, pharyngitis, and cervical adenitis syn-
drome (PFAPA) to facilitate easier and more ef-
fective patient management.

Discussion: PFAPA is the most common periodic
fever syndrome in children. The exact cause of
PFAPA is unknown, it is believed to result from
immune system dysregulation. The disease typ-
ically begins before the age of five (between 2
and 5 years old) and resolves during adolescence.
Fever episodes usually last 3 to 6 days and recur
every 2 to 8 weeks. The syndrome causes fatigue,
chills, occasional abdominal pain, arthralgia,
headache, fever, pharyngitis, aphthous ulcers, and
cervical lymphadenopathy. The diagnostic crite-
ria for PFAPA are based on clinical presentation:
>3 episodes of fever lasting up to 5 days occur-
ring at regular intervals in children under 5 years
old; pharyngitis with adenopathy or aphthous
ulcers; good general health between episodes
and normal growth. Inflammatory markers such
as C-reactive protein and erythrocyte sedimen-
tation rate are elevated during febrile episodes
but normalize between episodes. The presence of
neutropenia or other symptoms (e.g., rash, diar-
rhea, cough) points to alternative diagnoses, and
it is crucial to exclude cyclic neutropenia. There
are no standardized treatment guidelines due to
the lack of clinical studies confirming specific
therapies. Nonsteroidal anti-inflammatory drugs

effectively reduce pain and fever but do not affect
the frequency of febrile episodes. According to
several studies, glucocorticoid therapy (predni-
sone) at low doses (0.5 to 2 mg/kg) is the most
effective treatment for acute febrile episodes.
Prophylactic therapy with colchicine extends
the time between recurrent febrile episodes but
does not lead to complete remission. If colchicine
proves effective, familial Mediterranean fever
should be excluded. Cimetidine is also used in
prophylactic treatment, but studies suggest it is
not commonly used and its effectiveness remains
uncertain. The use of anakinra (IL-1 antagonist)
and vitamin D has shown promising prophylac-
tic effects, though further research is needed to
confirm their efficacy. Surgical treatments, such
as tonsillectomy or adenotonsillectomy, are rare-
ly used, with uncertain efficacy, and the risk of
surgical complications. Adenotonsillectomy may
be considered in selected patients with short in-
tervals between febrile episodes or when gluco-
corticoid therapy is ineffective.

Conclusion: PFAPA is the most common peri-
odic fever syndrome in children under the age
of 5. Although children outgrow the syndrome
spontaneously without long-term effects, it sig-
nificantly impacts the quality of life of both the
child and their family. Given the increasing num-
ber of pediatric patients in FMD practices, it is
crucial to recognize the symptoms of PFAPA and
act promptly according to the latest recommen-
dations. Further research on PFAPA is needed,
along with the establishment of clear treatment
guidelines.
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Uvod s ciljem. Reaktanti akutne faze (RAF) su
proteini plazme ¢ije se vrijednosti znacajno mije-
njaju za vrijeme upale u organizmu. RAF mogu
biti pozitivni ili negativni Sto ovisi o njihovim
koncentracijama u serumu za vrijeme akutne
upale. U svakodnevnoj praksi kod procjene upal-
nih stanja najviSe se sluZimo pozitivnim RAF
poput sedimentacije eritrocita i vrijednostima C
reaktivnog proteina. Cilj rada je prikazati znacaj
upalnih markera i njihovog pravilnog tumacenja.

Rasprava. Sedimentacija eritrocita (SE) je in-
direktni pokazatelj razine proteina akutne faze,
toCnije fibrinogena. C reaktivni protein (CRP)
je protein kojim se direktno mjeri upalni odgo-
vor organizma. Sintetizira se u hepatocitima pod
utjecajem citokina, dominantno interleukina-6
(IL-6). Njegove vrijednosti rastu 4-6 sati od
pocetka upale, a vrhunac postizu za 36-50 sati.
Vrijednosti SE rastu kasnije, ali ostaju dulje vre-
mena povisene. U bolesnika u kojih su u akutnoj
infekciji poviSene vrijednosti SE i CRP-a, upot-
punjene s ukupnim brojem leukocita, diferenci-
jalnom krvnom slikom i udjelom nezrelih bijelih
krvnih stanica moZemo utvrditi narav, virulenciju
uzrocnika, i obrambene sposobnosti organizma.
Istrazuje se i kinetika CRP-a (eCRPv) kao po-
tencijalnog alata u razlikovanju bakterijskih od
virusnih infekcija. Postoji niz ¢imbenika koji
nisu povezani s akutnom ili kroni¢nom upalom
u organizmu, a koji mogu utjecati na vrijednosti
SE i CRP-a, Sto moZe dovesti do lazno pozitivnih
ili laZno negativnih rezultata. CRP i SE su nes-
pecifi¢ni upalni markeri koji mogu biti poviSen
u infektivnim i drugim upalnim stanjima, mali-
gnim procesima i ozljedama tkiva. Kao jedan od
rizicnih ¢imbenika za razvoj kardiovaskularnih
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bolesti koriste se i vrijednosti visoko osjetlji-
vog C reaktivnog proteina (hsCRP-a). CRP i SE
smatramo pozitivnim reaktantima akutne faze,
njihove vrijednosti mogu biti u diskrepanciji Sto
moZe djelovati zbunjujuce. Sve viSe se istraZuju
klini¢ki biomarkeri poput prokalcitonina (PCT),
IL-6, interleukina-10 (IL-10), udjela neutrofila u
olak3avanju rane dijagnoze sepse. Stovise, vri-
jednosti PCT, IL-6 i IL-10 pokazuju sposobnost
razlikovanja gram negativnih i gram pozitivnih
patogena, Sto je od velikog znacenja za adekvat-
nu primjenu antibiotske terapije. Molekule, poput
cinka, bakra, Zeljeza i vitamina D, mogu se pona-
Sati sli¢no proteinima akutne faze, Sto dovodi do
znacajnih promjena u njihovim razinama tijekom
akutnog upalnog odgovora.

Zakljucak. Laboratorijske nalaze je uvijek po-
trebno sagledati u kontekstu klinicke slike bo-
lesnika i imati na umu komorbiditetna stanja i
Zivotne navike koje mogu znacajno utjecati na
vrijednost, a time i na interpretaciju dobivenih
nalaza.
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Introduction and aim. Acute phase reactants
(RAF) are plasma proteins whose values change
significantly during inflammation in the body.
RAF can be positive or negative depending on
their serum concentrations during acute inflam-
mation. In everyday practice, positive RAF, such
as erythrocyte sedimentation, and C reactive pro-
tein values are mostly used in the assessment of
inflammatory conditions. The aim of this paper is
to show the importance of inflammatory markers
and their correct interpretation.

Discussion. Sedimentation of erythrocytes (SE)
is an indirect indicator of the level of acute phase
proteins, more precisely fibrinogen. On the other
hand, C reactive protein (CRP) is a protein that
directly measures the body's inflammatory re-
sponse. It is synthesized in hepatocytes under the
influence of cytokines, predominantly interleu-
kin-6 (IL-6). Its values increase 4-6 hours after
the onset of inflammation, and reach their peak
in 36-50 hours. While SE values increase later,
but remain elevated for a longer time. In patients
with elevated SE and CRP values in acute infec-
tion, complete with the total number of leuko-
cytes, differential blood count and the proportion
of immature white blood cells, we can determine
the nature and virulence of the causative agent,
as well as the body's defense capabilities. The
kinetics of CRP (eCRPv) is also being investigat-
ed as a potential tool in differentiating bacterial
from viral infections. There are various factors
unrelated to acute or chronic inflammation in the
body that can influence SE and CRP values, po-
tentially leading to false positive or false negative
results. CRP and SE are non-specific inflamma-
tory markers that can be elevated in infectious

conditions, but also in other inflammatory, ma-
lignant processes and tissue injuries. As one of
the risk factors for the development of cardiovas-
cular diseases, high-sensitivity C-reactive protein
(hsCRP) values are also used. We consider CRP
and SE to be positive reactants of the acute phase,
but their values can be discrepant, which can be
confusing. Clinical biomarkers such as procal-
citonin (PCT), IL-6, interleukin-10 (IL-10), the
role of neutrophils in facilitating the early diag-
nosis of sepsis are increasingly being investigat-
ed. Moreover, the values of PCT, IL-6 and IL-
10 show the ability to distinguish gram-negative
and gram-positive pathogens, which is of great
importance for the adequate use of antibiotic
therapy. Other molecules, such as zinc, copper,
iron, and vitamin D, can exhibit behavior simi-
lar to acute-phase proteins, leading to significant
changes in their levels during an acute inflamma-
tory response.

Conclusion. Laboratory findings must always be
seen in the context of the patient's clinical picture
and keep in mind comorbid conditions, as well
as lifestyle habits that can significantly impact
on the value and thus on the interpretation of the
obtained findings.
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Uvod s ciljem: Karcinom jajnika je sedmi po
ucestalosti rak kod Zena i osmi uzrok smrti od
raka globalno prema podacima Globocana iz
2020. godine. Upravo zbog nespecificnih simp-
toma koji se mogu zamijeniti s drugim stanjima,
vazno je naglasiti potrebu za redovitim gineko-
loskim kontrolama, edukacijom Zena i kontinu-
iranim pozivanjima na preglede. Cilj rada je pri-
kazati slucaj bolesnice kod koje je, nakon sumnje
na ehinokoknu cistu, dokazan serozni cistadeno-
fibrom jajnika.

Prikaz slucaja: PedesetjednogodiSnja bolesnica
javlja se u ordinaciju obiteljske medicine radi bo-
lova u abdomenu te osjec¢aja napuhnutosti unazad
mjesec dana. Ucinjeni laboratorijski nalazi i pre-
traga stolice na Helicobacter pylori bili su uredni.
Bolesnici je dodatno ucinjen ultrazvuk abdomena
gdje je uoCena septirana cista i postavljena sum-
nja na ehinokoknu cistu s rasapom te je upuc¢ena
infektologu. Serologija na ehinokok je dosla ne-
gativna, a tumorski marker CA125 poviSen (45,3
mU/L). Dodatno je ucinjen MR zdjelice koji
pokazuje opseZne multicisticne tvorbe ovarija;
desna tvorba seze do supraumbilikalno, a lijeva
ispunjava zdjelicu i potiskuje okolne strukture.
Uterus je potisnut ventralno i desno. Obje tvor-
be su dominantno cisti¢ne, s diskretnom papilar-
nom proliferacijom. Vidljiva je manja koli¢ina
tekuc¢ine u zdjelici. Bolesnica je upucena dalje
na ginekoloski pregled kojim se potvrduje multi-
cisticna septirana tvorba desnog i lijevog ovarija
izvan dosega vaginalne sonde. Upucena je na to-
talnu abdominalnu histerektomiju s obostranom
salpingoovarijektomijom te patohistoloski nalaz
prikazuje da se radi o seroznom cistadenofibro-
mu jajnika.

Rasprava: Simptomi novotvorina jajnika su nes-
pecifi¢ni i mogu se pripisati bilo kojem drugom
poremecaju te ih je jednostavno previdjeti u rani-
jim fazama. Cesto se simptomi ne pojavljuju do
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kasnog stadija. NajceSce se javljaju osjecaj rane
sitosti i nadutost. Takoder, moZe se pronaci palpa-
bilna masu u podrudju zdjelice, ascites ili ti§i Sum
disanja zbog pleuralnih izljeva. Transvaginalni
ultrazvuk i/ili ultrazvuk abdomena i zdjelice
su prva dijagnosticka metoda. Ultrazvuk pruza
uvid u veli¢inu, polozZaj i sloZenosti mase jajni-
ka. Dodatne slikovne pretrage, kao Sto su MRI
zdjelice, PET skeniranje i/ili CT skeniranje pr-
snog koSa i abdominalne zdjelice koriste se za
definiranje Sirenja tumora. Uz slikovne pretrage,
odreduju se i serumske razine tumorskog marke-
ra CA-125. Vecina epitelnih tumora jajnika ima
sveukupno povecane razine CA-125, dok samo
50% onih s epitelnim ranim stadijem novotvorina
jajnika ima poveéanu razinu CA-125. Samo 40%
Zena koje osjete jedan od nespecifi¢nih simptoma
novotvorina jajnika prvu lije¢nicku pomo¢ po-
traZi kod ginekologa, stoga iznimno bitnu ulogu
imaju lijecnici obiteljske medicine kao najceSc¢e
osobe prvog kontakta s bolesnicima.

Zakljucak: Simptomi novotvorina jajnika su
nespecificni i Cesto ostaju neprepoznati sve do
razvoja uznapredovale bolesti, te je neophodno
da Zene redovito odlaze na ginekoloske preglede.
Takoder, treba istaknuti vaznost temeljite ana-
mneze i fizikalnog pregleda u ordinacijama obi-
teljske medicine kako bi se Sto ranije postavila
sumnja na dijagnozu i pravovremeno zapocelo
lijecenje.
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Introduction and aim: Ovarian cancer is the
seventh most common cancer among women and
the eighth leading cause of cancer-related death
globally according to Globocan data from 2020.
Due to its nonspecific symptoms, which can be
mistaken for other conditions, it is important to
emphasize the need for regular gynecological
check-ups, educating women, and consistent in-
vitations for examinations. The aim of this pa-
per is to present the case of a patient in whom
a serous cystadenofibroma of the ovary was di-
agnosed after suspicion of an echinococcal cyst.

Case report: A 51-year-old female patient pre-
sented to the family medicine clinic with ab-
dominal pain and a feeling of bloating for the
past month. Laboratory tests and stool analysis
for Helicobacter pylori were performed, and all
values were within normal limits. Additionally,
abdominal ultrasound was performed, which
revealed a septated cyst and raised suspicion of
an echinococcal cyst with dissemination, after
which she was referred to an infectious disease
specialist. Serology for echinococcus was per-
formed and returned negative. Tumor markers,
including CA125, were tested, with elevated val-
ues (45.3 mU/L). Additionally, MRI of the pelvis
was performed and it showed extensive multicys-
tic ovarian formations, with the right ovary cyst
extending supraumbilically and the left ovary
filling the pelvis and compressing surrounding
structures. The uterus was displaced ventrally
and to the right. Both formations were predom-
inantly cystic, with discrete papillary prolifera-
tion. A small amount of fluid was visible in the
pelvis. The patient was referred for a gynecolog-
ical examination, which confirmed a multicystic
septated mass of the right and left ovaries extend-
ing beyond the range of the vaginal probe. She
was advised to undergo a total abdominal hys-
terectomy with bilateral salpingo-oophorectomy.

Pathohistological findings confirmed a serous
cystadenofibroma of the ovary.

Discussion: The symptoms of ovarian neoplasm
are nonspecific, making them easy to overlook in
the early stages, as they can be attributed to other
conditions. Symptoms often do not appear until
the disease reaches an advanced stage. The most
common symptoms include early satiety and
bloating. Additionally, a palpable mass in the pel-
vic area, ascites, or diminished breath sounds due
to pleural effusions may be found. Transvaginal
ultrasound and/or abdominal and pelvic ultra-
sound are the first diagnostic methods. Ultrasound
provides insight into the size, location, and com-
plexity of the ovarian mass. Additional imaging
studies, such as pelvic MRI, PET scans, and/or
CT scans of the chest and abdomen, are used to
define tumor spread. Along with imaging studies,
serum levels of the tumor marker CA-125 are de-
termined. Most epithelial ovarian tumors exhibit
elevated CA-125 levels overall, although only
50% of early-stage epithelial ovarian neoplasm
show increased CA-125 levels. Since only 40%
of women who experience one of the nonspecific
symptoms of ovarian neoplasm first seek medical
attention from a gynecologist, family medicine
physicians play an exceptionally important role
as they are often the first point of contact.

Conclusion: The symptoms of ovarian tumors
are nonspecific and often go unrecognized until
the disease reaches an advanced stage. Therefore,
it is essential for women to attend regular gyneco-
logical check-ups. Additionally, the importance
of a detailed history and physical examination in
family medicine clinics should be emphasized to
enable earlier suspicion of a diagnosis and timely
initiation of treatment.
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Uvod s ciljem: LijeCnici obiteljske medicine
(LOM) svakodnevno skrbe o bolesnicima koji
uzimaju antikoagulantne lijekove te trebaju biti
upoznati sa indikacijama, nuspojavama i potenci-
jalnim interakcijama, posebice direktnih oralnih
antikoagulantnih lijekova (DOAK lijekova) koji
postaju temelj suvremene antikoagulantne terapi-
je. Ciljevi rada bili su: ustanoviti razloge i trend
propisivanja DOAK-a odnosu na antagoniste vi-
tamina K, utvrditi najceSce propisivane DOAK-e,
doze i zabiljeZene nuspojave, analizirati jesu li
prije uvodenja DOAK-a evidentirani potrebni
podaci za odredivanje adekvatne doze lijeka, pro-
cijeniti kontroliraju li lije¢nici bubreznu funkciju
te ispitati stavove i razinu znanja LOM o antiko-
agulantnim lijekovima.

Ispitanici i metode: IstraZivanje je provedeno u
dva dijela. U prvi dio ukljuceno je 256 ispitani-
ka iz pet ordinacija obiteljske medicine koji su u
vrijeme istraZivanja uzimali DOAK, a podaci su
prikupljeni pojedinacnom analizom podataka iz
zdravstvenih kartona ispitanika. U drugom dijelu
istraZivanja provedena je anketa o znanju i stavo-
vima LOM koju je ispunilo 117 ispitanika.

Rezultati: IstraZivanjem je utvrdeno ceSce pro-
pisivanje DOAK-a u odnosu na antagoniste vita-
mina K (>80% ispitanika ima propisan DOAK),
manjak evidentiranih podataka bitnih za dozira-
nje DOAK-a (29% ispitanika uklju€enih u ovo
istraZivanje nije imalo evidentiran podatak o
bubreznoj funkciji u kompletnoj dostupnoj me-
dicinskoj dokumentaciji u periodu zadnjih 6 mje-
seci prije uvodenja DOAK-a, a >90% ispitanika
nije imalo evidentiran podatak o tjelesnoj teZi-
ni prilikom uvodenja apiksabana i edoksabana
niti u periodu zadnjih 6 mjeseci), neadekvatno
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evidentiranje nuspojava i prac¢enje bolesnika na
terapiji DOAK-om (44% ispitanika nije imalo
zadovoljavajuéi broj kontrola bubrezne funkcije
po godini terapije DOAK-om) te manjak znanja
o suvremenoj antikoagulantnoj terapiji (91,5% li-
jecnika obiteljske medicine koji su sudjelovali u
istrazivanju ima nedovoljno znanje o suvremenoj
antikoagulantnoj terapiji).

Zakljucak: Obiteljski lijecnici pri propisivanju
antikoagulantne terapije trebaju razmotriti indi-
kacije, potencijalne kontraindikacije i individu-
alne karakteristike bolesnika kako bi se svakom
bolesniku osigurala sigurna i u€inkovita antiko-
agulantna terapija. Takoder trebaju viSe paznje
i vremena posvetiti adekvatnom vodenju medi-
cinske dokumentacije, ranom uocavanju, evi-
dentiranju i prijavljivanju nuspojava, prac¢enju
bolesnika na terapiji DOAK-om te osuvremeniti
svoja znanja o antikoagulantnoj terapiji.
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Introduction with goals: Family medicine phy-
sicians (FMPs) care for patients taking anticoag-
ulant medications on a daily basis and need to
be familiar with the indications, side effects and
potential interactions, especially of direct oral
anticoagulant medications (DOACs), which are
the foundation of modern anticoagulant therapy.
The objectives of the study were: to establish the
reasons and trend of prescribing DOACs com-
pared to vitamin K antagonists, to determine the
most commonly prescribed DOACs, doses and
reported side effects, to analyze whether the nec-
essary data for determining the adequate dose of
the drug were recorded before the introduction of
DOAGs, to assess whether physicians monitor
renal function and to examine the attitudes and
level of knowledge of FMPs about anticoagulant
medications.

Respondents and methods: The research was
conducted in two parts. In the first part, 256 re-
spondents from five family medicine offices who
were taking DOAC:s at the time of the study were
included and the data were collected by individu-
al analysis of data from the respondents' health re-
cords. In the second part of the research, a survey
on FMPs knowledge and attitudes was conduct-
ed, which was completed by 117 respondents.

Results: The study found more frequent prescrip-
tion of DOACs compared to vitamin K antagonists
(>80% of respondents were prescribed DOACs),
a lack of recorded data relevant to DOAC dosing
(29% of respondents included in this study did
not have recorded data on renal function in the
complete available medical documentation in the
last 6 months before the introduction of DOACs
and >90% of respondents did not have recorded

data on body weight when introducing apixaban
and edoxaban or in the last 6 months), inadequate
recording of side effects and monitoring of pa-
tients on DOAC therapy (44% of respondents did
not have a satisfactory number of renal function
checks per year of DOAC therapy) and a lack of
knowledge about modern anticoagulant therapy
(91.5% of family medicine physicians who par-
ticipated in the study had insufficient knowledge
about modern anticoagulant therapy).

Conclusion: When prescribing anticoagulant
therapy, family physicians should consider in-
dications, potential contraindications and indi-
vidual patient characteristics to ensure safe and
effective anticoagulant therapy for each patient.
They should also devote more attention and time
to adequate medical record keeping, early detec-
tion, recording and reporting of adverse events,
monitoring of patients on DOAC therapy and up-
dating their knowledge of anticoagulant therapy.
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Uvod s ciljem: Sistemski eritemski lupus (SLE)
je kroni¢na multisistemska bolest koja predo-
minantno zahvacéa Zene, dobi 20 do 40 godina.
Etiologija bolesti rezultat je djelovanja genetskih,
hormonskih, okolisnih, etnickih i imunoloskih
¢imbenika. Patogeneza nije u potpunosti razjas-
njena. U raznolikosti klinicke manifestacije naj-
CeS¢e dominiraju op¢i simptomi uz zahvacenost
koZe i zglobova. Cilj istraZivanja bio je ispitati
povezanost klinickih manifestacija bolesti i tera-
pije sa stupnjem trajnog oStecenja u bolesnika sa
SLE.

Ispitanici i metode: Presjecno istraZivanje s po-
vijesnim podatcima (2019. — 2023.g.) ukljucilo je
73 ispitanika sa SLE iz KBC Osijek. Prikupljeni
su sljede¢i podatci: spol, dob, dob postavljanja
dijagnoze, duljina trajanja bolesti, prisutnost ab-
normalnih hematoloskih pokazatelja, prisutnost
karakteristicnih protutijela, postojanje sniZenih
vrijednosti komponenti komplementa C3 i C4,
klinicke manifestacije bolesti, podatci o kori-
Stenim lijekovima i duljini lije¢enja glukokor-
tikoidima, indeks aktivnosti bolesti SELENA
SLEDATI i indeks oStecenja uzrokovanog bolesti
SLICC/ACR.

Rezultati: SLE je ¢eS¢a u Zena, a najceS¢a dob
pri postavljanju dijagnoze je izmedu 40 i 60 go-
dina. Bolesnici ukljuceni u istraZivanje najCesce
su bolovali krace od 20 godina. Abnormalne he-
matoloSke pokazatelje imalo je 30,1 % ispitanika
(trombocitopeniju, leukopeniju). ANA protutijelo
bilo je pozitivno u 83,6 % ispitanika. Artralgija i
koZni osip bile su najcesS¢e klinicke manifestaci-
je. U lijeCenju je najviSe ispitanika dobivalo glu-
kokortikoide i antimalarike. UocCena je znacajno
pozitivna povezanost indeksa aktivnosti bolesti
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(SELENA SLEDAI) s leukopenijom (R = 0,337).
Duljina trajanja bolesti je znaCajno povezana sa
indeksom oSte¢enja SLICC/ACR (R = 0,548) pa
je tako u ispitanika u kojih bolest traje dulje, in-
deks oStecenja bio veci.

Rasprava: Za postavljanje dijagnoze koriste se
EULAR/ACR Kklasifikacijski kriteriji iz 2019.
godine. U osnovnim laboratorijskim nalazima
vidljiva je pancitopenija uz posebno izraZene
neutropeniju i limfopeniju, a neki od specifi¢nih
markera jesu: antinuklearna protutijela (ANA),
anti-Ro, anti-Sm i anti-dsDNA protutijela. U
terapiji SLE koriste se glukokortikoidi, biolos-
ki lijekovi, antimalarici te imunosupresivi. Za
procjenu aktivnosti bolesti koristi se SELENA
SLEDAI indeks koji boduje prisutnost klinickih
manifestacija bez obzira na teZinu dok se pomocu
SLICC/ACR indeksa odreduje stupanj oSte¢enja
uzrokovanog boles¢u.

Zakljucak: U ispitanika sa SLE postoji znacaj-
na povezanost leukopenije sa SELENA SLEDAI
indeksom aktivnosti bolesti kao i povezanost du-
ljine trajanja bolesti sa SLICC/ACR indeksom
oStecenja. Navedeno je vazno imati na umu pri
pracenju oboljelih i redovitim laboratorijskim
kontrolama u ambulantama obiteljskih lijecnika.
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Introduction with objective: Systemic lupus
erythematosus (SLE) is a chronic multisystemic
disease that predominantly affects women, aged
20 to 40 years. The etiology of the disease is the
result of genetic, hormonal, environmental, eth-
nic, and immunological factors. It's pathogenesis
has not been fully elucidated. Among the variety
of clinical manifestations, general symptoms in-
volving the skin and joints most often dominate.
This study aimed to examine the relationship be-
tween clinical manifestations of the disease and
therapy and the degree of permanent damage in
patients with SLE.

Participants and methods: A cross-sectional
study with historical data (2019 - 2023) included
73 subjects with SLE from University Hospital
Centre Osijek. The following data were collected:
gender, age, age at diagnosis, duration of disease,
presence of abnormal hematological indicators,
presence of characteristic antibodies, presence
of reduced values of complement components
C3 and C4, clinical manifestations of the disease,
data on the drugs used and duration of glucocorti-
coid treatment, activity index SELENA SLEDAI
disease, and SLICC/ACR disease damage index.

Results: SLE is more common in women, and
the most common age at diagnosis is between 40
and 60 years. Patients included in the study were
most often ill for less than 20 years. Abnormal
hematological indicators (thrombocytopenia
and leukopenia) were observed in 30.1% of sub-
jects. ANA antibodies were detected in 83.6%
of the subjects. Arthralgia and skin rash were
the most frequent clinical manifestations. The
most frequent therapy were glucocorticoids and
antimalarials. A significant positive correlation

was observed between the disease activity index
(SELENA SLEDATI) and leukopenia (R = 0.337).
Disease duration was significantly related to the
SLICC/ACR damage index (R = 0.548); there-
fore, the damage index was higher in subjects
whose disease lasted longer.

Discussion: The 2019 EULAR/ACR classifica-
tion criteria are used to establish the diagnosis.
In basic laboratory findings, pancytopenia is
visible with particularly pronounced neutrope-
nia and lymphopenia, and some of the specif-
ic markers are antinuclear antibodies (ANA),
anti-Ro, anti-Sm and anti-dsDNA antibodies.
Glucocorticoids, biological drugs, antimalarials
and immunosuppressants are used to treat SLE.
The SELENA SLEDAI index is used to assess
disease activity, which scores the presence of
clinical manifestations regardless of severity,
whereas the degree of damage caused by the
disease was determined using the SLICC/ACR
index.

Conclusion: In participants with SLE, there was
a significant correlation between leukopenia and
the SELENA SLEDAI disease activity index, as
well as a correlation between the duration of the
disease and the SLICC/ACR damage index. The
previously mentioned points should be consid-
ered when monitoring patients and doing routine
laboratory tests at family doctor's offices.
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Uvod s ciljem: Benigni paroksizmalni pozicijski
vertigo (BPPV) najcesc¢i je vestibularni poreme-
¢aj, poglavito u ljudi starijih od 60 godina, koji
se javi zbog degenerativnih procesa ili traume.
Nastane kad se otokoniji (mali kristali¢i kalci-
ja) odlome s normalne lokacije na vrhu utrikula
te plutaju u polukruznim kanali¢ima unutarnjeg
uha. NajceSce se taloZe u posteriornim polukruz-
nim kanalima gdje se micu kako se mice i glava
Covjeka, ali i kad prestane micanje glave stvara-
juci lazni osjecaj vrtnje glave i tijela. Cilj ovog
rada je senzibilizirati lijeCnike obiteljske medici-
ne na ovaj benigni poremecaj koji se lako lijeci
u ambulantnim uvjetima bez potrebe upuc¢ivanja
u sekundarnu zdravstvenu zastitu te podsjetiti
na izvodenje Dix Hallpike ili supine roll testa te
Epleyevog zahvata Sto kod 90% pacijenata rezul-
tira izlijeCenjem.

Prikaz slucaja: Pacijentica u dobi od 58 godina,
inaCe CistaCica u Skoli, dolazi u ordinaciju zbog
nagle vrtoglavice pri pogledu ulijevo i pokretu
vrata prema straga. Boluje od arterijske hiper-
tenzije pet godina, u terapiji perindopril 4mg +
amlodipin 5mg 1x1. NepusSa¢, alkohol ne kon-
zumira, urednog apetita, redovite stolice, bez
dizuri¢nih tegoba. Negira nagluhost, Sum u uhu,
dvoslike te glavobolju. Dobrog opceg stanja, eu-
kardna, eupnoicna. Urednih vrijednosti tlaka, pu-
1zacija, saturacije. Zdrijelo mirno, bez eksudata.
Limfni ¢vorovi vrata nisu povecani. Otoskopski
obostrano bez hiperemije zvukovoda, vidljjivog
trokutastog odsjaja. Rinoskopski uredna sluzni-
ca. Srce ritmi€no, tonovi jasni, bez Sumova. Nad
karotidama nema Sumova. Uredan disajni Sum.
Abdomen mekan, bezbolan na palpaciju i bez
organomegalije. Ekstremiteti simetri¢ni, bez ede-
ma. Neuroloski status neupadan, izokori¢nih zje-
nica sa urednom reakcijom na svjetlost, bez fa-
ciopareze, bez lateralizacije, stabilna u Romberg
poloZaju, urednog tandem hoda. Obzirom na ure-
dan status, a karakteristicne simptome vrtoglavi-
ce pri pokretu uz oCuvanje sluha i bez Sumova u
uhu, postavi se radna dijagnoza BPPV-a. Ucini
se Dix Hallpike test na kojem se pokaZe rotator-
ni nistagmus nakon desetak sekundi, ali koji se
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smanjuje fiksacijom pogleda. Nakon tog provede
se Epleyev zahvat. Pacijentica na kontroli za tje-
dan dana javi potpuni nestanak simptoma.

Rasprava: BPPV je kratkotrajan, no nagao i jak
napadaj vrtoglavice Sto moZe uznemiriti i pre-
straSiti pacijenta. Sam napadaj traje do 30 sekun-
di, a pojavi se prilikom pogleda prema gore ili
okretanja u postelji. Ucestalost je visoka, 20-40%
ukupnog broja vrtoglavica u op¢oj populaciji, a u
starijih i preko 50%. S obzirom na dramati¢nost
simptoma, a relativno lake radne dijagnoze nakon
dobro uzete anamneze i fizikalnog statusa, paci-
jenta se izlije¢i na razini primarne zdravstvene
zaStite izvodenjem repozicijskih postupaka s ci-
ljem postavljanja glave i tijela u odredeni poloZaj
kako bi vratili otolite na manje osjetljivo mjesto.
Preporuka su Epleyev zahvat, supine roll te ve-
stibularna rehabilitacija Brandt-Daroffovim vjez-
bama kod refraktornih slucajeva ili jace izraZene
simptomatologije.

Zakljucak: Obzirom na ucestalost simptoma vr-
toglavice u op¢oj populaciji, BPPV sindrom rela-
tivno je Cest u svakodnevnoj praksi lijecnika obi-
teljske medicine. Kako za samu radnu dijagnozu
i lijecenje nije potrebna odredena specijalisticka
dijagnostika, vrlo lako se moZe pacijenta oslo-
boditi straha i neugodnih tegoba koje uzrokuje
osjecaj vrtoglavice izvodenjem jednostavnih re-
pozicijskih zahvata u jednom susretu.
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Introduction and objective: Benign parox-
ysmal positional vertigo is the most common
vestibular disorder, especially in people over
60 years of age, that occurs due to degenerative
processes or trauma. It occurs when otoconies
(small calcium crystals) break off from their nor-
mal location at the top of the utricles and float
in the semicircular canals of the inner ear. They
are most often deposited in posterior semicircu-
lar canals where they move as the human head
moves, but also when the head movement stops,
creating a false sensation of spinning the head
and body. The aim of this paper is to sensitize
family physicians to this benign disorder that is
easily treated in an outpatient setting without the
need for referral to secondary health care, and to
remind them of the Dix Hallpike or supine roll
procedure and the Epley maneuver, which com-
pletely cures the patient in 90%.

Case report: A 58-year-old patient, a clean-
ing lady at school, comes to the office because
of the sudden onset of dizziness when looking
to the left and moving the neck to the back.
She has been suffering from arterial hyperten-
sion for five years, in therapy perindopril 4mg
+ amlodipine 5mg 1x1. Non-smoker, does not
consume alcohol, has a good appetite, regular
bowel movements, no dysurical problems. She
denies hearing loss, tinnitus, double vision and
headaches. Good general condition, eucardic,
eupnoic. Regular values of pressure, pulsation,
saturation. Throat clear, no exudate. No lymph-
adenopathy. Otoscopically on both sides without
hyperemia of the ear canal, visible light reflex.
Rhinoscopically neat mucosa. Regular rate and
rhytm of the heart, no murmurs. There are no
bruits above the carotids. Lungs are clear to aus-
cultation. Abodomen is soft, nontender with no
organomegaly. Extremities symmetrical, without
edema. Neurological status inconspicuous, pu-
pils are equally round and reactive to light, no
facioparesis, no lateralization, stable in Romberg
position, neat tandem gait. Given the normal sta-
tus, and the characteristic symptoms of dizziness
when moving with hearing preservation and no

tinnitus, a working diagnosis of BPPV is made.
A Dix Hallpike test is performed, which shows
rotator nystagmus after ten seconds, but which
is reduced by fixation of the gaze. After that,
the Epley maneuver is carried out. The patient
reports a complete disappearance of symptoms
at the check-up in a week.

Discussion: BPPV is a short-lived, but sudden
and severe attack of dizziness that can upset and
frighten the patient. The seizure itself lasts up
to 30 seconds, and occurs when looking up or
turning in bed. The incidence is high, 20-40%
of the total number of dizziness in the general
population, and in the elderly over 50%. Given
the dramatic nature of the symptoms, and the rel-
atively easy working diagnosis after a well-taken
medical history and physical status, the patient
is cured at the level of primary health care by
performing reposition procedures with the aim of
placing the head and body in a certain position
in order to return the otoliths to a less sensitive
place. The recommendation is the Epley maneu-
ver, supine roll and vestibular rehabilitation with
Brandt-Daroff exercises in refractory cases or
more pronounced symptomatology.

Conclusion: Given the prevalence of the dizzi-
ness symptoms in the general population, BPPV
syndrome is relatively common in the daily prac-
tice of family doctors. Since the occupational
diagnosis and treatment itself does not require
specific specialist diagnostics, it is very easy to
relieve the patient of fear and unpleasant prob-
lems caused by the feeling of dizziness by per-
forming simple repositioning maneuvers in one
encounter.
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Uvod s ciljem: Lijekovi mogu uzrokovati razne
nuspojave, pri ¢emu je koZa jedan od najCeSce
zahvacenih organa. Medikamentozni osip radi
moguce Sarolike prezentacije i potrebe za isklju-
cenjem diferencijalno dijagnostickih opcija moze
predstavljati izazov u praksi obiteljskog lijecni-
ka. Cilj ovog rada jest naglasiti vaznost detaljne
anamneze i promisljanje o nuspojavama lijekova
u procesu dijagnosticiranja koznih promjena u
ordinaciji obiteljske medicine.

Prikaz slucaja: 82-godiSnja pacijentica javila se
na pregled u ordinaciju obiteljske medicine radi
osipa koZe u trajanju od mjesec dana, pra¢enog
jakim svrbeZom. Opisivala je pojavu sitnih koz-
nih promjena crvene boje na prednjoj strani trupa
koje su se u posljednja dva dana difuzno prosi-
rile uz intenziviranje svrbeza koji joj je oteZzavao
spavanje. Boluje od arterijske hipertenzije, a u
kroni¢noj terapiji uzima perindopril. Inspekcijom
koZe uocile su se hiperemicne papule i plakovi
koji su blijedili na pritisak te prisutnost ekskoria-
cija. Diferencijalno dijagnosticki se, radi no¢nog
svbeza i klinicke prezentacije, primarno posum-
njalo na svrab te se pacijenticu uputilo na kozni
test na Acarus. Na kontroli sutradan se, s obzi-
rom na pogorsanje stanja, propisala betametazon
krema i bolesnicu uputilo na hitni dermatoloski
pregled. Anamnesticki su dermatolozi saznali o
novouvedenom antihipertenzivom lijeku, perin-
doprilu, propisanom unazad Sest tjedana te o po-
vijesti lijeCenja od oralnog lihena planusa. Ucinila
se biopsija koZnih promjena i testiranje na antige-
ne buloznog pemfigoida uz preporuku nastavka
propisane lokalne terapije, i ukidanje perindopri-
la. Postavila se sumnja na bulozni pemfigoid ili
medikamentozni egzantem. KoZnim skarifikatom
iskljuCio se svrab, a patohistoloSkom analizom
tkiva potvrdila se dijagnoza reakcije na lijek. S
obzirom na nezadovoljavaju¢u regresiju simp-
toma po ukidanju perindoprila, uvela se oralna
kortikosteroidna terapija, gastroprotekcija inhibi-
torom protonske pumpe te antihistaminik §to je
dovelo do smanjenja simptoma.

Rasprava: Dijagnosticiranje  dermatoloskih
nuspojava lijekova prvenstveno se temelji na,

anamnestickim podacima o vremenskoj korela-
ciji zapocinjanja terapije i pojave simptoma te
tipu i distribuciji koZnih morfi. U 90% slucaje-
va, manifestiraju se kao morbiliformni egzantemi
no mogu se prikazati i kao lihenoidna erupcija,
eksfolijativni dermatitis, urtikariju (s ili bez an-
gioedema) i hipersenzitivni vaskulitis. KoZne
promjene diferencijalno dijagnosticki predstav-
ljaju veliki izazov u radu lije¢nika obiteljske
medicine. U slucaju pacijentice primarna sumnja
bio je svrab, no nisu evidentirana dva klju¢na
podatka dijagnoza oralnog lihena planusa, koja
kao autoimuna bolest moZe skrenuti pozornost
na moguénost koznog lihena ili druge autoimune
dermatoze; i nedavno uvedena antihipertenzivna
terapija perindoprilom kao moguéi uzrok erupci-
je. OteZavajuci faktor je Sto se osipi kao nuspoja-
ve na lijekove ne javljaju uvijek u neposrednom
vremenskom intervalu od pocetka lijeCenja, ve¢
i nekoliko tjedana nakon toga i mogu perzistirati
tjednima ili mjesecima nakon ukidanja lijeka koji
ga je izazvao. U slucajevima nejasne etiologije,
zahvacenosti velike povrsine tijela, pojave bula
ili ljuStenja koZe, postavljanje dijagnoze moZe
zahtjevati biopsiju promjene Sto podrazumijeva
upucivanje pacijenta dermatologu.

Zakljucak: U ambulanti obiteljske medicine
vazno je razmotriti nuspojave lijekova kroni¢ne
terapije, osobito pri konzultacijama vezanima za
dermatoloska stanja.
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Introduction and aim: Medications can cause
various side effects, with the skin being one of
the most frequently affected organs A drug-in-
duced rash, due to its potentially diverse pre-
sentation and the need to rule out differential
diagnostic options, can be a challenge in gener-
al practice.The aim of this paper is to highlight
the importance of a detailed medical history and
consideration of drug side effects in diagnosing
skin changes in family medicine practice.

Case Report: An 82-year-old female patient
presented to a family medicine practice with a
skin rash accompanied by severe itching. Over
the past month, she noticed small red skin chang-
es on the front side of her torso that spread dif-
fusely over the past two days, causing sleep dis-
turbances. Skin inspection revealed hyperemic
papules and plaques that blanched upon pressure,
along with excoriations. Based on the nocturnal
itching, the primary differential diagnosis was
scabies, and the patient was referred for a skin
test for Acarus mites. At the follow-up visit the
next day, due to the worsening condition, beta-
methasone cream was prescribed, and the patient
was urgently referred to a dermatologist.

During the dermatological examination, it was
noted that she had recently started taking anti-
hypertensive medication, perindopril, six weeks
earlier and had a history of oral lichen planus.
A biopsy of the skin lesions and testing for bul-
lous pemphigoid antigens were performed, with
a recommendation to continue the prescribed lo-
cal therapy and discontinue the antihypertensive
medication. The working diagnosis included a
suspicion of bullous pemphigoid or a drug-in-
duced exanthem. Scabies was ruled out through a
skin scraping test and histopathological analysis
confirmed a drug reaction. Due to the unsatis-
factory regression of symptoms after discontin-
uing perindopril, oral corticosteroid therapy was
introduced, along with gastroprotection and an
antihistamine. Over time, the lesions took on a
typical urticarial rash appearance.

Discussion: Diagnosing dermatological drug
reactions is primarily based on clinical obser-
vations, patient history, the temporal correlation
between therapy initiation and symptom onset,
and the type and distribution of skin lesions.
Differential diagnosis can be complex, as illus-
trated in this case. The initial suspicion with this
patient was scabies, but due to a busy clinic set-
ting, two key pieces of information were over-
looked and only discovered at the dermatological
examination. First, the diagnosis of oral lichen
planus, which, as an autoimmune disease, should
have directed the clinician’s attention to the
possibility of cutaneous lichen or another auto-
immune dermatosis. Second, the recently intro-
duced antihypertensive therapy with perindopril
as a potential trigger for the eruption.

A complicating factor is that drug-induced
rashes do not always appear immediately after
starting medication but may emerge weeks later.
Additionally, these rashes can persist for weeks
or months after discontinuing the causative drug.
In cases of unclear etiology or cutaneous reac-
tions involving large areas of the body, blister
formation or skin peeling, biopsy may be re-
quired, necessitating referral to a dermatologist.

Conclusion: In a family medicine clinic, it is
important to consider the side effects of chronic
therapy medications, especially during consulta-
tions related to dermatological conditions.
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Uvod: Ramsay-Hunt sindrom ili herpes zoster
oticus uzrokuje varicella zoster virus (VZV)
koji moZe ostati latentan desetlje¢ima kod oso-
be koja je u djetinjstvu preboljela vodene kozice.
Reaktivacija VZV u retikularnoj formaciji pon-
sa, gdje se nalaze jezgre facijalnog i vestibulo-
kohlearnog Zivca, rezultira izbijanjem herpesa
zostera, odnosno Ramsay-Huntovog sindroma.
Simptomi su izraZeni na polovici lica, a manife-
stiraju se kao paraliza facijalnog Zivca, otalgija
i osip koji zahvaca uho ako je zahvaéen samo
facijalni Zivac, odnosno smetnje sluha i vertigo
ako su zahvacena oba Zivca. Nakon pojave simp-
toma, slabost lica obi¢no je naizraZenija unutar
jednog tjedna. U prikazu pacijenta opisuje se se-
damnaestogodisSnja pacijentica s manifestacijom
Ramsay-Hunt sindroma.

Cilj: Podignuti svijest lijecnika obiteljske medi-
cine (LOM) o mogucnosti reaktivacije VZV kod
mladih pacijenata, kao i prepoznavanje bolesti
slicnih manifestacija ukljucuju¢i Bellovu para-
lizu, boreliozu, maligni eksterni otitis, akusticki
neurom ili neuralgiju trigeminusa.

Prikaz slucaja: U ambulantu LOM-a dolazi se-
damnaestogodiSnja djevojka zbog slabosti desne
strane lica, bolova u desnom uhu, trnaca, slabosti
desne strane lica, oslabljenog okusa i subfebrili-
teta do 37,5°C koji su poceli tri dana ranije. Iz
anamneze saznajemo da je pacijentica preboljela
vodene kozice u dobi od pet godina. Uocava se
blago hiperemicno Zdrijelo s uvecanim tonzila-
ma, obostrano palpabilni submandibularni limfni
¢vorovi uz bolnost desnih. Na desnoj uski vidljive
su vezikularne promjene, a tragus je blago osjet-
ljiv. Takoder, oteZano zatvara i otvara desno oko,
desni usni kut zaostaje, ne moZe napuhati obra-
ze i ne moZe odignuti desnu obrvu. Vrijednosti
laboratorijskih nalaza su unutar referentnih vri-
jednosti. Preporucuje se obrada na klinici za in-
fektivne bolesti zbog sumnje na Ramsay-Hunt
sindrom. Brisom desne uske i analizom likvora je
detektirana VZV DNA, kojom je sindrom doka-
zan. Provedeno je lijeCenje aciklovirom (800mg)

LITERATURA:

5 puta dnevno tijekom 9 dana, odnosno do pre-
stanka izbijanja vezikula, te metilprednizolonom
(Img/kg) tijekom 5 dana uz gastroprotekciju,
kao i fizikalna terapija mimi¢ne muskulature. Na
kontroli LOM-a nakon deset dana mimika je u
potpunosti uredna.

Rasprava: Razlog zbog kojeg se VZV reaktivira
i utjeCe na facijalni Zivac kod ovog sindroma nije
poznat, a simptomi takoder variraju od osobe do
osobe. Prednost poznavanja simptoma i znakova
u praksi LOM-a dosla je do izraZaja u zbrinjava-
nju ove pacijentice obzirom da je zabrinuti otac
inzistirao na upuc¢ivanju u otorinolaringolosku
ambulantu, no zahvaljuju¢i poznavanju bolesti
i komunikacijskim vjeStinama lijecnika obitelj-
ske medicine, pacijentica je odmah upucena na
infektologiju. Pregledom literature je utvrdeno
poklapanje simptoma i znakova u prikazane paci-
jentice s ostalim slucajevima ovog sindroma kod
osoba bez komorbiditeta, uz uspjeSan oporavak.

Zakljucak: Poznavanje znakova i simptoma
moZe olak3ati i ubrzati donoSenje odluka, kao i
sprijeciti obavljanje nepotrebnih dijagnostickih
pretraga. Stoga, detaljno i ciljano uzimanje ana-
mneze i klini¢ki pregled omogucit ¢e pravovre-
meno i uspjesno lijeCenje pacijenata sa Ramsay-
Hunt sindromom.
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Introduction: Ramsay Hunt syndrome, or her-
pes zoster oticus, is caused by the varicella-zos-
ter virus (VZV), which can remain latent for de-
cades in individuals who had chickenpox during
childhood. Reactivation of VZV in the reticular
formation of the pons, where the facial and ves-
tibulocochlear nerve nuclei are located, results in
herpes zoster outbreak or leads to the develop-
ment of Ramsay Hunt syndrome. Symptoms are
localized to one side of the face and manifest as
facial nerve paralysis, otalgia, and a rash affect-
ing the ear if only the facial nerve is involved.
If both nerves are affected, hearing disturbances
and vertigo may also be present. After symptom
onset, facial weakness typically reaches its peak
within one week. This case report describes a
seventeen-year-old female patient presenting
with Ramsay Hunt syndrome.

Objective: To raise awareness among general
practitioners (GPs) about the possibility of VZV
reactivation in young patients, as well as rec-
ognizing diseases with similar manifestations,
including Bell's palsy, acoustic neuroma, or tri-
geminal neuralgia.

Case Report: A 17-year-old girl is presented to
her GP with right-sided facial weakness, right
ear pain, tingling, right-sided facial weakness,
impaired taste and low-grade fever up to 37.5°C,
which had started three days earlier. The pa-
tient’s history revealed that she had chickenpox
at the age of five. Examination showed mildly
hyperemic pharynx with enlarged tonsils, bilat-
erally palpable submandibular lymph nodes with
tenderness on the right side. Vesicular changes
were visible on the right auricle, and the tragus
was mildly tender. She also had difficulty clos-
ing and opening her right eye, lagging of the
right corner of her mouth, inability to puff her
cheeks and inability to raise her right eyebrow.
Laboratory findings were within reference rang-
es. Referral to an infectious diseases clinic was
recommended due to suspected Ramsay Hunt
syndrome. VZV DNA was detected via swab of

the right auricle and cerebrospinal fluid analysis,
confirming the diagnosis. Treatment included
acyclovir (800 mg) five times daily for 9 days,
until vesicle eruption ceased, and methylprednis-
olone (1mg/kg) for 5 days with gastroprotection,
as well as physical therapy for facial muscles. At
the 10-day follow-up, facial mimicry was fully
restored.

Discussion: The reason why VZV reactivates
and affects the facial nerve in this syndrome re-
mains unknown, and symptoms also vary among
individuals. The advantage of recognizing symp-
toms and signs in GP practice was evident in this
case, as the patient’s concerned father initially
requested a referral to an otorhinolaryngology
clinic. However, thanks to the GP’s knowledge
of the disease and communication skills, the pa-
tient was promptly referred to infectious diseas-
es specialists. A literature review confirmed that
the symptoms and signs observed in this patient
matched other cases of this syndrome in indi-
viduals without comorbidities, with successful
recovery.

Conclusion: Recognizing signs and symptoms
can facilitate and fasten decision-making, as
well as prevent unnecessary diagnostic tests.
Therefore, detailed and targeted history-taking
and clinical examination enable prompt and suc-
cessful treatment of patients with Ramsay Hunt
syndrome.
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Uvod s ciljem. Osteoporoza je progresivna me-
tabolicka bolest koja dovodi do smanjene gusto-
¢e kostiju. Javnozdravstveni sustav vecu paznju
obraca Zenama nego muskarcima jer Zive duZze i
u svakoj dobi imaju nizu mineralnu gustoc¢u ko-
stiju. UcCestalost osteoporotskih prijeloma raste
eksponencijalno s dobi, iako kod muskaraca po-
Cinje otprilike deset godina kasnije. Procijenjeno
je da ¢e u Europi do 90. godine Zivota svaki osmi
musSkarac oboljeti od osteoporoze. Cilj rada je
ukazati na moguénost pojave osteoporoze u mla-
dih muskaraca koji u anamnezi imaju viSestruke
prijelome kostiju uslijed minimalne traume.

Prikaz slucaja: Pacijent u dobi od 28. godine
javlja se u ordinaciju obiteljske medicine u li-
stopadu 2019. godine zbog napuknuca 8. rebra
tijekom vozZnje kartinga. Iste godine u kolovozu
zadobio je frakturu prednjeg luka 8. rebra udar-
cem u prozor, a godinu ranije imao je prijelom
kaziprsta kada mu je prijatelj slucajno stao na
ruku. U obiteljskoj anamnezi majka boluje od
osteoporoze, pacijent negira teZe bolesti, ne pusi
i ne konzumira alkohol. Fizikalni status bio je
bez osobitosti, a indeks tjelesne mase 20 kg/m2
(tjelesna visina 190 cm, tjelesna teZina 73 kg).
Zbog sumnje na osteoporozu pacijent je upucen
na denzitometriju koja pokazuje opseznu osteo-
porozu kraljeZnice s T vrijednosti: -4.9, dok su
kuk i vrat bedrene kosti osteopeni¢ni, granicno s
T vrijednosti: -2.4. Ucinjena je opseZna endoklri-
noloska obrada u smislu otkrivanja sekundarnog
uzroka osteoporoze. Utvrdeno je da je funkcija
gonadalnih Zlijezda, kore nadbubrezZne Zlijezde i
Stitnjace uredna. Gastroenteroloskim pregledom
nadena je steatoreja koja se nakon uvodenja na-
domjesne enzimske terapije povukla. U sijeCnju
2021. godine je zapoceta terapija natrij ibandro-
natom, a u travnju iste godine zamijenjena s de-
nosumabom svakih 6 mjeseci. Od ostale terapije
preporuceni su kalcijev karbonat a 1000 mg i D
vitamin. Do 2023. godine doslo je do znacajnog
porasta mineralne koStane mase (BMD) u lum-
balnoj kraljeznici, ali je zglob kuka i dalje bez
promjena. Jos uvijek nije otkriven uzrok osteo-
poroze i steatoreje.

LITERATURA:

Rasprava: Iako je najceS¢a u postmenopauzal-
nih Zena, osteoporoza u muskaraca je nedovoljno
prepoznata i dijagnosticirana bolest. Prema istra-
Zivanjima, manja je vjerojatnost da ¢e muskarci
nakon prijeloma kuka biti dijagnosticki obradeni
i primiti odgovarajucu terapiju (4,5 % naspram
49,5 % Zena). Njih 20 do 50% nece biti u stanju
samostalno Zivjeti, a svaki treéi stariji od 65 go-
dina ¢e umrijeti unutar prve godine. Zbog 20%
viSeg vrska koStane mase i 30% vecih kostiju,
muskarcima osteoporoza nastupa otprilike 10
godina nakon Zena. U odredenim slucajevima,
zbog sekundarnih uzroka ili nepostizanja vrSne
koStane mase, musSkarcima mogu ranije nastupiti
osteoporoti¢ni prijelomi i smanjenje mineralne
gustoce kostiju, a njih 2-3% ima dijagnozu odgo-
denog puberteta, Sto moZe dovesti do idiopatske
osteoporoze. Dijagnoza idiopatske osteoporoze
primjenjuje se za muskarce mlade od 60 godina
u kojih nema drugih moguc¢ih uzroka bolesti, a
sekundarna osteoporoza dijagnosticira se u 40-
60% kao posljedica kroni¢nih, endokrinoloskih i
gastroenteroloskih bolesti.

Zakljucak: LijecCnici obiteljske medicine imaju
znacajnu ulogu u prepoznavanju simptoma osteo-
poroze. Kod mladih muskaraca s viSestrukim pri-
jelomima vazno je posumnjati i na osteoporozu te
uputiti pacijenta na dijagnosticku obradu kako bi
se pravovremeno uvela terapija i dovelo do bolje
prognoze bolesti.
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Introduction and aim. Osteoporosis is a pro-
gressive metabolic disease that causes lower
bone density. The public health system brings
more attention to women than men because they
live longer and have lower bone density in any
age. The incidence of osteoporotic fractures
grows exponentially with age, although in men
it increases 10 years later. It is estimated that in
Europe, by the age of 90, every eighth man will
be diagnosed with osteoporosis. The aim of this
paper is to warn of a possibility of osteoporosis
in young men that have had multiple fractures
with minimal trauma.

Case report. 28-year-old patient reported to his
family doctor in October of 2019 for an infrac-
tion of the eighth rib during carting after he al-
ready had a fracture of that rib that same year
by crashing into a window and a year before he
suffered a fracture of his index finger after his
friend accidentally stepped on his hand. In his
family history it is noted that his mother has oste-
oporosis and the patient suffers from no chronic
illnesses. His status showed nothing out of the
ordinary, his body mass index was 20 kg/m?
(body height 190cm, body weight 73 cm). The
patient was sent for densitometry in suspicion
of osteoporosis and his results showed extensive
spine osteoporosis with T-score -4.9, while hip
and femur neck were borderline osteopenic with
a T-score of -2.4. A detailed analysis by an en-
docrinologist was performed in order to detect
a possible secondary cause for the disease. His
gonadal, thyroid and adrenal function was nor-
mal. A gastroenterologist discovered steatorrhea
which resolved after enzyme replacement thera-
py. In January of 2021 a course of sodium iban-
dronate therapy was started and then replaced
with denosumab in April every sixth month. He
was also recommended 1000 mg of calcium car-
bonate and vitamin D. By 2023 there has been
a substantial increase of mineral bone mass of
the lumbar spine, but his hip is still osteopenic.
The cause for osteoporosis and steatorrhea has
not been found yet.

Discussion. Although most often in postmeno-
pausal women, osteoporosis in men doesn’t

have enough recognition. According to research,
it is less likely that men will be further treated
post-fracture (only 4,5% against 49,5% of wom-
en). 20-50% men post-fracture will not be able
to live alone and every third older than 65 will
die within the year. Thanks to their 20% higher
bone mass peak and 30% bigger bones, men’s
osteoporosis appears 10 years after women’s.
But sometimes, either because of secondary
causes or lower bone mass peak, fractures and
lower bone density can appear earlier than usu-
al. It must be noted that papers show that 2-3%
of those men have a delayed puberty diagnosis,
which can lead to idiopathic osteoporosis. The
diagnosis of idiopathic osteoporosis is indicat-
ed for men younger than 60 when every other
cause is excluded. Secondary osteoporosis is di-
agnosed in 40-60% of men younger than 60 as a
result of chronic, endocrine and gastroenterolog-
ical diseases.

Conclusion: Family physicians have an im-
portant role in recognizing symptoms of oste-
oporosis. Younger male patients with multiple
fractures must raise a red flag for the doctor and
they must be further processed in order to initiate
rightful therapy improve disease prognosis.
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Uvod s ciljem. Spontano (netraumatsko) suba-
rahnoidalno krvarenje (SAH) treéi je najceSci
uzrok svih moZdanih udara. Vodeéi simptom je
izrazito jaka novonastala glavobolja. Cilj ovog
rada bio je naglasiti vaZznost anamneze i klinickog
pregleda u svakodnevnom radu i prepoznavanju
po Zivot opasnih stanja poput SAH-a.

Prikaz slucaja. Pacijent u dobi od 49 godina do-
lazi u ambulantu u pratnji supruge. Navodi da od
juCer osjeca pritisak u glavi, pulsiraju¢u glavobo-
lju u podrucju ¢ela i zatiljka. Preznojava se, po-
vraca, do sada je povratio osam puta. Svijest nije
gubio. Smeta mu svjetlost i zvukovi. Afebrilan.
Osjeca se iscrpljeno. Inace ga nikad ne boli glava.
Negira nedavni pad. Uzeo je ibuprofen u dozi od
600 mg, ali bez ucinka. Zna da ima malo poviSe-
ni krvni tlak, otkriven na sistematskom pregledu
pred 4 godine, ali ga ne mjeri i ne uzima terapiju.
Pusac, pack year 30. Mokrenje i stolica bez oso-
bitosti. Uvidom u e-zdravstveni karton vidljivo je
da ne dolazi Cesto u ambulantu, ima zabiljeZene
tri posjete. Neuroloski status bio je bez osobi-
tosti osim kod izvodenja meningealnih testova
pri Cemu je kocio vrat, Sto je uz jaku glavobo-
lju jedna od najznacajnih karakteristika SAH-a,
uz javljanje pojacane boli okcipitalno. Somatski
status bio je uredan osim izmjerenih poviSenih
vrijednosti krvnog tlaka, RR 150/90 mmHg. S
obzirom na pozitivan znak nadrazaja meningi i
novonastalu glavobolju, upucen je u hitnu neuro-
loSku ambulantu s popratnim uputnim pismom.
Slijedec¢i dan supruga nas telefonski obavjestava
da je gospodin hospitaliziran zbog subarahnoi-
dalnog i intracerebralnog krvarenja uslijed rup-
ture aneurizme prednje komunikantne arterije
(ACoA). Neurokirursko lijeCenje ukljucivalo je
postavljenje kleme na vrat aneurizme, a boravak
u bolnici komplicirao se pneumonijom i dekubi-
tusom na trtici. Nakon zavrSenog neurokirurSkog
lijecenja dezorjentiran prostorno i vremenski pre-
mjeSten je u Krapinske toplice zbog provodenja
neurorehabilitacije.

LITERATURA:

Rasprava. Prosjecna incidencija SAH-a u Europi
je 10-12 na 100 000 stanovnika. SAH se mozZe
pojaviti u svakoj Zivotnoj dobi, najceS¢e oko 50.
godine i dva puta je ceS¢i kod Zena nego mus-
karaca. Mortalitet u prvih 6 mjeseci iznosi i do
40%. Oko tre¢ina preZivjelih imat ée trajni ne-
uroloski deficit. U 85% slucCajeva nastaje ruptu-
rom sakularne aneurizme arterije na bazi mozga.
StecCeni rizi¢ni ¢imbenici za razvoj aneurizmi su
pusenje, hipertenzija i alkoholizam. Nakon ruptu-
re aneurizme oko 10% bolesnika umire prije do-
laska u bolnicu. Vode¢i simptom SAH-a su naglo
nastale, vrlo intenzivne, eksplozivne glavobolje.
Cesto ih opisuju poput udara groma, a u uspored-
bi sa prijasnjim glavoboljama kao jace nego ikad.
Ostali simptomi uklju¢uju gubitak svijesti, bol i
ukocenost vrata, vrtoglavicu, mu€ninu, povraca-
nje i oduzetost (slabost) jedne polovice tijela. U
slucaju pritiska aneurizme na tre¢i moZdani Zivac
javlja se oftalmoplegija. Neki bolesnici mogu biti
pojacano nemirni i konfuzni te njihovo stanje na-
likuje psihozi, a kod nekih se javljaju konvulzije.
Slikovna dijagnosticka obrada SAH-a ukljucuje
CT mozga i angiografiju krvnih Zila mozga. Po
potrebi se izvodi lumbalna punkcija. LijeCenje
aneurizmatskog SAH-a ukljucuje endovasku-
larno zatvaranje aneurizme (embolizacija, engl.
coiling) ili postavljanje kleme na vrat aneurizme

(engl.clipping).

Zakljucak. Lijecnik obiteljske medicine najce-
S¢e susreCe pacijente sa primarnim glavoboljama.
Kod naglo nastale glavobolje poput udara groma
treba posumnjati na SAH i osobu odmah uputiti
u bolnicu.
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Introduction. Spontaneous (non-traumatic)
subarachnoid hemorrhage (SAH) is the third
most common cause of all strokes. The leading
symptom is an extremely severe acute headache.
The aim of this paper was to emphasize the im-
portance of medical history and clinical exam-
ination in everyday work and the recognition of
life-threatening conditions such as SAH.

Case report. The patient at the age of 49 comes
to the clinic accompanied by his wife. He states
that since yesterday he has been feeling pressure
in his head, a throbbing headache in the area
of the forehead and the back of his head. He's
been sweating, vomiting, and he's vomited eight
times so far. He did not lose consciousness. He is
bothered by light and sounds. No fever. He feels
exhausted. Otherwise, he never has a headache.
He denies a recent fall and a blow to the head.
He took ibuprofen at a dose of 600 mg for head-
aches, but with no effect. He knows that he has
slightly elevated blood pressure, discovered at a
physical examination 4 years ago. He does not
measure blood pressure at home and does not
take therapy. Smoker, pack year 30. Urination
and stool without peculiarities. By inspecting
the e-health record, it is evident that he does not
come to the clinic often, he has recorded three
visits. The neurological status was unremark-
able, except for meningitic tests, where the neck
was stiff, which, along with a severe headache,
is one of the most significant characteristics of
SAH, with increased occipital pain. Somatic sta-
tus normal except for measured elevated blood
pressure, RR 150/90 mmHg. Given the positive
sign of meningeal irritation and a newly occur-
ring headache, he was referred to the emergency
neurology clinic with a referral and a referral let-
ter. The next day, his wife informs us by phone
that he has been hospitalized due to subarachnoid
and intracerebral hemorrhage due to a rupture of
the anterior communicating artery (ACoA) aneu-
rysm. Neurosurgical treatment included placing
a clamp on the neck of the aneurysm, and the
hospital stay was complicated by pneumonia and
pressure ulcers on the coccyx. After completing

neurosurgical treatment, disoriented in space and
time, he was transferred to Krapinske Toplice for
neurorehabilitation.

Discussion. The average incidence of SAH in
Europe is 10-12 per 100 000 inhabitants. SAH
can occur at any age, most often around the age
of 50, it is twice as common in women as men.
Mortality in the first 6 months is up to 40%.
About a third of the survivors will have a per-
manent neurological deficit. In 85% of cases, it
is caused by the rupture of the saccular aneurysm
of the artery at the base of the brain. Acquired
risk factors for the development of aneurysms
are smoking, hypertension and alcoholism. After
an aneurysm rupture, about 10% of patients
die before arriving at the hospital. The leading
symptom of SAH is sudden, very intense, ex-
plosive headache. It is often described as light-
ning strikes, thunderclap headache. Compared
to previous headaches, it's stronger than ever.
Other symptoms include loss of consciousness,
neck pain and stiffness, dizziness, nausea, vom-
iting, and paralysis (weakness) of one half of the
body. In the case of pressure of the aneurysm on
the third cranial nerve, ophthalmoplegia occurs.
Some patients may be intensely restless and
confused, and their condition resembles psy-
chosis, and some may experience convulsions.
Diagnostic imaging methods of SAH include CT
of the brain and angiography of the blood ves-
sels of the brain. If necessary, a lumbar puncture
is performed. Treatment of aneurysmatic SAH
includes endovascular closure of the aneurysm
(embolization, coiling) or placement of a clamp
on the neck of the aneurysm (clipping).

Conclusion. A family doctor most often encoun-
ters patients with primary headaches. In the case
of a sudden thunderclap headache, SAH should
be suspected and the person should be immedi-
ately referred to the hospital.
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Uvod s ciljem: Akutna hiponatremija je hitno
stanje koje nastaje zbog naglog smanjenja kon-
centracije natrija u serumu (<135 mmol/L) te
moZe dovesti do mucnine, povracanja, kardiores-
piratornog distresa i neuroloskih poremecaja. Ovi
prikazi slucajeva opisuju dvije starije pacijentice
koje su razvile akutnu hiponatremiju kao poslje-
dicu kombinirane diuretske terapije.

Prikaz slucaja: Pacijentica 1 (P1) ima 85 godina
te boluje od arterijske hipertenzije, kroni¢nog sr-
Canog zatajenja i SeCerne bolesti tipa 2. U stalnoj
terapiji ima valsartan 160 mg (0-0-1), moksoni-
din 0,2 mg (0-1-2), dapagliflozin 10 mg (1-0-0),
nebivolol 5 mg (1-0-0), torasemid 5 mg (1-0-0),
te su prije mjesec dana u terapiju uvedeni urapi-
dil 90 mg (1-0-1) i indapamid 1,5 mg (1-0-0) po
preporuci kardiologa. P1 se javlja lije¢niku obi-
teljske medicine (LOM) na pregled zbog izrazito
oteCenih potkoljenica i zaduhe unazad 2 tjedna.
Navodi da ostaje bez zraka u minimalnom napo-
ru. U klinickom statusu su zabiljeZeni SpO2 89%,
60/min, tlak 154/78 mmHg, oslabljen Sum disanja
i krepitacije obostrano bazalno te tjestasti edemi
obje potkoljenice i stopala. Pacijentica je upuce-
na u hitnu sluzbu (HS) zbog sumnje na plu¢nu
kongestiju u sklopu dekompenzacije kroni¢nog
zatajenja srca. U HS je su ordinirane 2 ampule
fursemida. P1 se otpusta kuci iz HS uz klinicko
poboljSanje i preporuku fursemid 40 mg (1-1-0)
uz suplementaciju kalija. 7 dana kasnije P1 se
javlja LOM-u zbog mucnine i povrac¢anja. U la-
boratorijskim nalazima su natrij 128 mmol/L, i
kalij 5.3 mmol/L. Savjetovan je pojacan unos soli
uz redovitu kontrolu tlaka, a iz terapije su isklju-
Ceni fursemid na 3 dana te indapamid i torasemid.
Kontrolni natrij bio je 132 mmol/L. Pacijentica
2 (P2) ima 82 godine te boluje od arterijske hi-
pertenzije. U stalnoj terapiji koristi perindopril/
indapamid/amlodipin 10/2,5/5 mg (1-0-0), mok-
sonidin 0,2 mg (0-2-1), nebivolol 2,5 mg (1-0-0),
eplerenon 25 mg (1-0-0) i fursemid 40 mg (1-0-0
SDD). Pacijentica se javlja LOM-u zbog muc-
nine i proljeva uz subfebrilitet. Savjetovana joj

je simptomatska terapija zbog blago poviSenih
upalnih parametra. Mjesec dana nakon toga jav-
lja se kéer u ordinaciju jer je P2 dezorijentirana i
ucestalo pada zbog vrtoglavice. U laboratoriju je
natrij bio 111 mmol/L te ja pacijentica upu¢ena u
HS. U HS je ordiniran 3% NaCl te je pacijentica
otpuStena kuci. Iz terapije je ukinut indapamid.
Kontrolni natrija za 3 dana bio je 133 mmol/L, a
nakon 2 tjedna 134 mmol/L.

Rasprava: Kod obje pacijentice hiponatremija
je nastala zbog kombiniranog ucinka diureti-
ka koji uzrokuju povecanu natriurezu i diurezu.
Indapamid je metabolicki neutralan tiazidima sli-
can diuretik, no uz njega su zabiljeZeni slucajevi
hiponatremije u starijih pacijentica. Furosemid
povecava natriurezu blokadom reapsorpcije na-
trija u Henleovoj petlji, dok eplerenon inhibira
djelovanje aldosterona, Sto dodatno smanjuje re-
apsorpciju natrija u bubrezima.

Zakljucak: Ovi slucajevi naglasavaju potrebu za
opreznim propisivanjem kombinirane diuretske
terapije, posebno u starijih pacijenata. Nije pre-
porucena primjena tiazidskih i tiazidima sli¢nih
diuretika u pacijenata koji imaju akutnu ili kro-
ni¢nu hiponatremiju. Za prevenciju komplikacija
obavezna je kontrola koncentracije elektrolita u
serumu mjesec dana nakon uvodenja kombini-
rane diuretske terapije, a zatim jednom godiSnje
ako su inicijalni nalazi bili uredni. Bitna je pravo-
vremena prilagodba terapije jer je hiponatremija
povezana s loSijom prognozom i preZivljenjem.
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Introduction with aim: Acute hyponatremia is a
medical emergency caused by a sudden decrease
in serum sodium concentration (<135 mmol/L)
and can lead to nausea, vomiting, cardiorespira-
tory distress, and neurological disorders. These
case reports describe two elderly female patients
who developed acute hyponatremia because of
combined diuretic therapy.

Case Presentation: Patient 1 (P1) is an 85-year-
old woman with a history of arterial hyperten-
sion, chronic heart failure, and type 2 diabetes.
Her regular therapy includes valsartan 160 mg
(0-0-1), moxonidine 0.2 mg (0-1-2), dapaglifloz-
in 10 mg (1-0-0), nebivolol 5 mg (1-0-0), and
torasemide 5 mg (1-0-0). One month ago, ura-
pidil 90 mg (1-0-1) and indapamide 1.5 mg (1-
0-0) were added to her therapy by a cardiologist.
P1 visited her family medicine physician (FMP)
due to markedly swollen shins and shortness
of breath over the past two weeks. She reports
experiencing breathlessness even with minimal
physical effort. Clinical findings included SpO2
89%, heart rate 60/min, blood pressure 154/78
mmHg, diminished breath sounds, bilateral
basal crackles, and significant pitting edema of
both lower legs and feet. She was referred to the
emergency department (ED) with suspected pul-
monary congestion as part of a decompensation
of chronic heart failure. In the ED, two ampules
of furosemide were administered. P1 was dis-
charged home with clinical improvement and a
recommendation for furosemide 40 mg (1-1-0)
along with potassium supplementation. Seven
days later, P1 returned to her FMP due to nau-
sea and vomiting. Laboratory results showed so-
dium 128 mmol/L, and potassium 5.3 mmol/L.
Increased salt intake was advised with regular
blood pressure monitoring, and furosemide was
discontinued for 3 days along with indapamide
and torasemide. Follow-up sodium levels were
132 mmol/L. Patient 2 (P2) is an 82-year-old
woman with arterial hypertension. Her regu-
lar therapy includes perindopril/indapamide/

amlodipine 10/2.5/5 mg (1-0-0), moxonidine 0.2
mg (0-2-1), nebivolol 2.5 mg (1-0-0), eplerenone
25 mg (1-0-0), and furosemide 40 mg (1-0-0). P2
visited her FMP with nausea, diarrhea, and low-
grade fever. Symptomatic therapy was advised
due to mildly elevated inflammatory markers. A
month later, P2’s daughter reported that the pa-
tient was disoriented and experiencing frequent
falls due to dizziness. Laboratory results showed
sodium at 111 mmol/L, and she was referred to
the ED. In the ED, 3% NaCl was administered,
and P2 was discharged home. Indapamide was
discontinued from her therapy. Sodium levels af-
ter three days were 133 mmol/L, and after two
weeks, 134 mmol/L.

Discussion: In both patients, hyponatremia was
caused by the combined effect of diuretics, which
increased natriuresis and diuresis. Indapamide is
a metabolically neutral thiazide-like diuretic, but
cases of hyponatremia in elderly patients have
been reported. Furosemide increases natriuresis
by blocking sodium reabsorption in the Henle’s
loop, while eplerenone inhibits aldosterone, fur-
ther reducing sodium reabsorption in the kidneys.

Conclusion: These cases highlight the need for
caution when prescribing combined diuretic
therapy, particularly in elderly patients. The use
of thiazide and thiazide-like diuretics is suggest-
ed in patients with acute or chronic hyponatre-
mia. To prevent complications, it is essential to
monitor serum electrolyte concentrations one
month after initiating combined diuretic therapy
and then annually if the initial results are normal.
Timely adjustment of treatment is crucial, as hy-
ponatremia is associated with poorer prognosis
and survival.
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Uvod s ciljem: Hipertireoza je stanje poviSene ra-
zine trijodtironina (T3) i/ili tiroksina (T4). Jedan
od najces¢ih razloga hipertireoze je Gravesova
bolest, autoimuna bolest koju karakterizira tireo-
toksikoza uzrokovana cirkuliraju¢im protutijeli-
ma klase IgG koji se vezu za TSH receptore na
tireocitima te tako oponaSaju stimulirajuce dje-
lovanje TSH. Osam puta je ¢e3¢a u Zena. Cesti
simptomi i znakovi koji se pojavljuju kod paci-
jenata su: razdraZzljivost, nesanica, malaksalost,
gubitak tjelesne mase, pojacano znojenje, ne-
podnosSenje vrucine, ucestale stolice, tahikardija,
fibrilacija atrija. Cilj ovog rada je osvijestiti da
i musSkarci starije Zivotne dobi mogu oboljeti od
hipertireoze te naglasiti vaznost pravovremenog
prepoznavanja simptoma.

Prikaz slucaja: Pacijent u dobi od 72 godine
javlja se svom LOM-u zbog dispneje u naporu,
pojacanog znojenja, osjeCaja vruine, tremo-
ra ruku, nenamjernog gubitka tjelesne teZine i
palpitacija. Negira osjecaj pritiska u prsima i
oticanja potkoljenica. Boluje od poremecaja sr-
Canog ritma (supraventrikularnih ekstrasistola,
poremecaja AV provodenja u vidu Mobitza II i
arterijske hipertenzije, iritabilnog kolona, diver-
tikuloze crijeva te benigne hiperplazije prostate.
Klinickim pregledom nisu utvrdena odstupanja.
Preporuceno mu je uciniti ergometriju, holter
EKG-a, UZV srca te mu je izdana uputnica za la-
boratorij, kao i da se u slucaju pogorSanja simpto-
ma javi na hitni prijem. Na kontrolnom pregledu
nakon 10 dana pacijent i dalje ima iste simpto-
me. Nalazi ergometrije, holter EKG-a, UZV srca
te laboratorijski nalazi bez ve¢ih odstupanja. U
terapiju uveden alprazolam (0,25mg, prema po-
trebi) te je postavljena sumnja na bolest Stitnja-
Ce. Nalazima je utvrdena hipertireoza (poviSene
razine fT4, fT3 i Anti TPO protutijela uz sniZzen
TSH), uvedena je terapija tiamazolom u dozi
od tri puta po dvije tablete te je pacijent upuc¢en
endokrinologu. EndokrinoloSkom obradom dija-
gnosticirana tireotoksikoza u sklopu Gravesove
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bolesti uzrokovana ingestijom joda kojeg je paci-
jent uzimao tijekom godinu dana (prestao unatrag
dva mjeseca). UZV StitnjaCe pokazao uvecanje
StitnjaCe, bez drugih patoloskih promjena. U te-
rapiju uveden propranolol u dozi od 40mg te je
smanjena doza tireostatika i savjetovana kontro-
la za mjesec dana uz nove nalaze fT4 i TSH. Na
drugom kontrolnom pregledu razine fT4 i TSH
i dalje visoke, postavlja se sumnja na autoimuni
tireoiditis te se savjetuje povecanje doze tireosta-
tika uz nastavak terapije propranololom. Na idu-
¢oj kontroli pacijent navodi kako su se simptomi
smanjili. Razine fT4 u padu. Savjetovan nastavak
terapije tiamazolom i propranololom, uveden je
enteralni kalorijski napitak Ensure Compact zbog
gubitka 12kg u protekla 2 mjeseca. Tijekom idu-
¢ih kontrola pacijent biva sve boljeg opceg sta-
nja, razine fT4 1 TSH su se vratile na razine refe-
rentnih vrijednosti, TR-AK protutijela negativna,
tiamazol smanjivan po rezimu 3x2; 2x2; 3,0,0 te
1,0,0 u razmacima od dva mjeseca do potpunog
ukidanja. Nastavlja se pra¢enje razina TSH i fT4
svakih 6 mjeseci.

Rasprava: U ovom slucaju postavlja se pitanja
je li ingestija joda koji je pacijent uzimao svaki
dan tijekom godine dana samoinicijativno u post
covid razdoblju zaista dovela do tireotoksikoze
te povecanih Anti TPO protutijela? Ukoliko se
stvarno radilo o Gravesovoj bolesti, kako je dija-
gnosticirano pri prvom pregledu, kako je mogu-
Ce da je bolest u potpunosti nestala pola godine
nakon uvodenja terapije, uzimajuci u obzir da je
u literaturi Gravesova bolest navedena kao kro-
nic¢na bolest koja zahtijeva dugorocno lijecenje.

Zakljucak: Gravesova bolest je kronicna te izni-
mno rijetka u muskaraca, ceSée je vidamo u Zena
srednje dobi. Uzroci i razlog nastanka i danas su
nepoznanica. Iako ingestija vece koli¢ine joda
moZe dovesti do hipertireoidizma i povecanja
Stitnjace, ipak vecina ostaje eutireoidna.
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Introduction with aim: Hyperthyroidism is
a condition characterized by elevated levels of
triiodothyronine (T3) and/or thyroxine (T4). One
of the most common causes of hyperthyroidism
is Graves’ disease, an autoimmune disorder char-
acterized by thyrotoxicosis caused by circulating
IgG antibodies that bind to TSH receptors on
thyrocytes, thereby mimicking the stimulating
effect of TSH. It is eight times more common
in women. Common symptoms and signs that
appear in patients include: irritability, insomnia,
fatigue, weight loss, increased sweating, heat in-
tolerance, frequent stools, tachycardia, and atri-
al fibrillation. Thea im of this paper is to raise
awareness that even older men can suffer from
hyperthyroidism and to emphasize the impor-
tance of timely symptom recognition.

Case report: A 72-year-old male patient pre-
sented to his GP with complaints of exertional
dyspnea, increased sweating, heat intolerance,
hand tremors, unintentional weight loss, and
palpitations. He denied chest pressure and lower
leg swelling. The patient has a history of cardi-
ac arrhythmia (supraventricular ectopic beats,
AV conduction disorder in the form of Mobitz
II, and hypertension), irritable bowel syndrome,
diverticulosis, and benign prostatic hyperplasia.
Clinical examination revealed no significant de-
viations. He was advised to undergo ergometry,
Holter ECG, and echocardiography, and was re-
ferred to the laboratory. He was also advised to
visit the emergency department if his symptoms
worsened. After 10 days, the patient returned
with the same symptoms. His ergometry, Holter
ECG, echocardiography, and laboratory results
showed no significant deviations. Alprazolam
(0.25mg, as needed) was introduced, and thyroid
disease was suspected. Thyroid tests confirmed
hyperthyroidism (elevated fT4, fT3, and Anti
TPO antibodies, and low TSH), and therapy
with thiamazole was initiated (three doses of two
tablets). The patient was referred to an endocri-
nologist. Endocrinological evaluation confirmed
thyrotoxicosis due to Graves’ disease, which
was caused by iodine intake over the past year

(discontinued two months ago). Thyroid ultra-
sound revealed an enlarged thyroid but no other
pathological changes. Propranolol (40mg) was
introduced, the dose of thionamide was reduced,
and a follow-up was scheduled for one month
with new fT4 and TSH tests. During the next
visit, fT4 and TSH remained elevated, and au-
toimmune thyroiditis was suspected. The thion-
amide dose was increased, and propranolol ther-
apy continued. On the following visit, the patient
reported symptom improvement, and fT4 levels
were decreasing. He was advised to continue
therapy with thiamazole and propranolol, and
an enteral caloric supplement (Ensure Compact)
was prescribed due to a 12kg weight loss over
the past two months. In subsequent visits, the
patient’s general condition improved, with fT4
and TSH returning to reference levels. TR-AK
antibodies were negative, and thiamazole was
tapered according to the prescribed regimen 3x2;
2x2; 3,0,0 te 1,0,0 every two months until dis-
continuation. Follow-up was scheduled for mon-
itoring TSH and fT4 levels every 6 months.

Discussion: This case raises the question of
whether the iodine intake, which the patient had
taken daily for one year on his own initiative
during the post-COVID period, truly caused thy-
rotoxicosis and increased Anti TPO antibodies.
If this was indeed Graves’ disease, diagnosed at
the first visit, how could the disease have com-
pletely disappeared six months after therapy
initiation, considering that Graves’ disease is a
chronic condition requiring long-term treatment
according to the literature?

Conclusion: Graves’ disease is a chronic and
extremely rare condition in men, more com-
monly seen in middle-aged women. The caus-
es and mechanisms of its development are still
unknown. Although excessive iodine intake can
lead to hyperthyroidism and thyroid enlarge-
ment, most people remain euthyroid.
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Uvod s ciljem: Aortitis je upala aorte koja po-
nekad uzrokuje aneurizmu ili zacepljenje. To je
rijetka bolest koja se najceS¢e povezuje sa auto-
imunim bolestima poput bolesti vezivnog tikva
i vaskulitisia kao Sto su Takayashu arteritis, gi-
gantocelularni arteritis, te spondiloartropatije
povezane sa HLA-B27 i infektivnim stanjima.
Infektivne etiologije ukljucuju tuberkulozu, sifi-
lis, i druge bakterije. Cilj ovoga rada je naglasiti
vaznost sveobuhvatnog diferencijalnodijagno-
stiCkog pristupa pacijentima koji se prezentiraju
nespecifi¢nim simptomima.

Prikaz slucaja: 68-godisnji pacijent inicijalno se
javio lijeCnici obiteljske medicine zbog nespeci-
ficnih tegoba u vidu nelagode u donjem dijelu ab-
domena, afebrilan i bez znakova probavnih smet-
nji. Pacijent se kontrolira kod gastroenterologa
zbog cisti¢nih tvorbi gusterace te kod kardiologa
zbog angine pectoris i nesignifikantne stenoze
LAD. Prilikom fizikalnog pregleda ustanovljeno
je da je abdomen mekan i osjetljiv na palpaciju
suprapubi¢no. Ucinjena je kompletna krvna sli-
ka (Leu 13,4x10%L) uz biokemijske parametre
(C-reaktivni protein, CRP 112,5mg/L) te sedi-
ment urina (Eritrociti 17st/v.p.). Obzirom na kli-
nicku sliku i laboratorijsku analizu postavljena je
dijagnoza urinarne infekcije te se pacijenta uputi
uciniti urinokulturu. U terapiju je uveden antibi-
otik, klavulonska kiselina 875mg + amoksicilin
125mg/7dana, uz preporuku kontrole laboratorij-
skih nalaza (kompletna krvna slika, CRP, kreati-
nin, elektroliti) za 2 dana. U¢injeni kontrolni la-
boratorijski nalazi pokazali su dodatno povecanje
upalnih parametara(CRP 237.2mg/L) uz daljnju
perzistenciju istih simptoma te se pacijent upucu-
je na objedinjeni hitni bolnicki prijem. U¢injena
je hitna CT angiografija pri ¢emu je prikazan
zadebljani, trombozirani segment aortalne stijen-
ke duljine 7cm kranijalno od aortne bifurkacije
te se postavlja dijagnoza infektivnog aortitisa.
Obzirom na dijagnozu ucinjena je resekcija ab-
dominalne aorte s rekonstrukcijom, formiranjem
aortobilijacne premosnice. Tijekom operativnog
postupka uzeti su viSestruki uzorci tkiva koji su
poslani na mikrobiolosku analizu. Po prispijecu
nalaza u jednom uzorku ustanovljen je pozitivan
nalaz na Stafilococus aureus, dok su ostali uzorci
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bili sterilni. Pacijentu su tijekom 12 tjedana pre-
poruceni peroralni antibiotici sulfometoksazol
trimetoprim+ rifampicin uz dogovorenu kontrol-
nu CT angiografiju. Po provedenoj terapiji paci-
jent se u potpunosti oporavio.

Rasprava: Aortitis predstavlja izazov pri postav-
ljanju ispravne i pravovremene dijagnoze zbog
raznolikosti u klini¢koj prezentaciji koja varira
od blage nelagode, boli u ledima ili abdomenu pa
sve do teSkih komplikacija kao Sto su aneurizma
i disekcija. Razmatranje Sirokog spektra dife-
rencijalnih dijagnoza (cistitis, ginekoloSka pato-
logija, aneurizma aorte, aortitis, kolecistitis) uz
laboratorijske parametre i slikovne dijagnosticke
metode klju¢no je u pravovremenom uspostavlja-
nju dijagnoze i prevenciji potencijalno smrtnog
ishoda.

Zakljucak: Aortitis je rijetko, ali Zivotno ugroza-
vajuce stanje Cije je prepoznavanje Cesto oteZano
zbog nespecificnih simptoma kojima se pacijen-
ti prezentiraju. Vazno je paZzljivo razmotriti bilo
koji od simptoma razmisljajuc¢i i o mogucoj pri-
sutnosti aortitisa ukoliko su laboratorijskom ana-
lizom krvi poviSeni upalni parametri.

1. Abdelazeem B.,Kambalapalli S.,Lahmar A.,Yousaf A; Infectious Aortitis: Case Report and
Literature Review; Cureus.2022;14(3):e23198. doi: 10.7759/cureus.23198. eCollection 2022 Mar.
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Introduction with aim: Aortitis is an inflam-
mation of the aorta that can sometimes lead to
aneurysm or obstruction. It is a rare condition
most commonly associated with autoimmune
diseases, such as connective tissue disorders and
vasculitis, including Takayasu arteritis, giant
cell arteritis, and HLA-B27-associated spon-
dyloarthropathies, as well as infectious causes.
Infectious etiologies include tuberculosis, syphi-
lis, and other bacterial infections. The diagnosis
of aortitis is challenging due to its highly vari-
able clinical presentation, ranging from back
or abdominal pain to acute severe aortic insuf-
ficiency. The aim of this report is to emphasize
the importance of a comprehensive differential
diagnostic approach in patients presenting with
nonspecific symptoms.

Case Report: A 68-year-old male initially pre-
sented to his primary care physician with non-
specific discomfort in the lower abdomen, with-
out fever or digestive problems. The patient had
a history of pancreatic cystic lesions monitored
by a gastroenterologist and angina pectoris with
nonsignificant LAD stenosis followed by a car-
diologist. Physical examination revealed a soft
but tender abdomen on suprapubic palpation.
Laboratory tests, including a complete blood
count (WBC 13.4x10%L), biochemical param-
eters (CRP 112.5 mg/L), and urine sediment
analysis (RBC 17), were performed. Based on
clinical presentation and laboratory findings, a
urinary tract infection was diagnosed, and the
patient was advised to perform a urine culture.
Antibiotic therapy with amoxicillin/clavulan-
ic acid (2x1gr for 7 days) was initiated, with a
follow-up recommendation for blood count, cre-
atinine, and electrolytes in two days. Follow-up
tests showed further elevation of inflammatory
markers( CRP 237.2mg/L) with persistent symp-
toms, leading to referral for an emergency hospi-
tal admission. Urgent CT angiography revealed a
thickened, thrombotic aortic wall segment mea-
suring 7 cm cranial to the aortic bifurcation, con-
firming a diagnosis of infectious aortitis. Given
the diagnosis, the patient underwent resection of
the abdominal aorta with reconstruction using an
aortobifemoral bypass. Multiple tissue samples

were obtained intraoperatively and sent for mi-
crobiological analysis. One sample tested posi-
tive for Staphylococcus aureus, while the others
were sterile. The patient was prescribed oral anti-
biotics (trimethoprim-sulfamethoxazole + rifam-
pin) for 12 weeks, with a scheduled follow-up
CT angiography. After completing therapy, the
patient fully recovered.

Discussion: Aortitis poses a diagnostic challenge
due to its highly variable clinical presentation,
ranging from mild discomfort to severe com-
plications such as aneurysm and dissection. A
broad differential diagnosis—including cystitis,
gynecological pathology, aortic aneurysm, aor-
titis, and cholecystitis—should be considered.
Laboratory markers and imaging modalities play
a crucial role in early diagnosis and prevention of
potentially fatal outcomes.

Conclusion: Aortitis is a rare but life-threaten-
ing condition that is often difficult to recognize
due to its nonspecific symptoms. Careful evalu-
ation of symptoms and consideration of aortitis
as a potential diagnosis, especially in cases with
elevated inflammatory markers, are essential for
timely diagnosis and appropriate management.
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Uvod s ciljem: Paraneoplasticni sindromi Ce-
sto se javljaju u oboljelih od raka plu¢a i mogu
prethoditi dijagnozi ili se manifestirati u ranijim
fazama bolesti, recidivima ili prisutnim metasta-
zama. To su rijetki poremecaji u kojima maligni-
tet uzrokuje sistemske ucinke koji nisu izravno
povezani s invazijom ili metastazama tumora.
Cilj ovog rada je naglasiti vaznost pravovreme-
nog prepoznavanja ranih, nespecificnih simpto-
ma maligniteta.

Prikaz slucaja: 65-godiSnja pacijentica, dolazi
u ambulatnu svom lijeniku obiteljske medici-
ne (LOM) u sijecnju 2024. s atipi¢nim eflores-
cencijama oko ociju, Cela, prsnog kosSa i ruku,
pracenim peckanjem i svrbeZom. Pacijentica je
preboljela inferiorni infarkt miokarda i ima ugra-
dene premosnice, boluje od hipotireoze i hiper-
tenzije, a u kronicnoj terapiji koristi levotiroksin.
Obzirom na simptome i klinicku sliku primjenjen
je Solu Medrol amp 1x40 mg/ml no bez znacaj-
nijeg poboljSanja te se pacijentica uputi specija-
listi dermatologu. Po provedenoj obradi postavi
se dijagnoza dermatomiozitisa uz preporuku
primjene momecutan masti na Sto ne dolazi do
poboljSanja. Zbog novonastalih simptoma u vidu
otecenosti lica, oteZanog disanja i gutanja, Sto se
shvatilo kao posljedica smanjenja doze eplereno-
na s 50mg na 25mg, te se terapija ukida. Zbog
svega navedenoga pacijentica je hospitalizirana
u travnju 2024. godine radi opseZnije dijagno-
stiCke obrade. UCinjen CT toraksa, abdomena i
zdjelice, pokazao je tumorski proces u plu¢ima, a
bronhoskopijom se nade submukozna infiltracija
distalnog dijela glavnog bronha, s krvarenjem pri
endoskopskom kontaktu. Patohistoloski nalaz po-
tvrdio je NCLC (rak plu¢a nemalih stanica) sta-
dij T4AN2MO te se zapocinje kemoterapija prema
protokolu CE (karboplatin + etoposid). Nakon pet
ciklusa, kontrolnim CT-om u srpnju 2024., zabi-
ljeZena je parcijalna regresija tumorskog procesa.
U razdoblju od 20. kolovoza do 5. rujna 2024.
godine pacijentica je primila radioterapiju (13
frakcija), a kontrolni CT u listopadu 2024. godine
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pokazuje daljnju regresiju tumora s progresijom
retikularnih lezija plu¢nog parenhima Sto moZe
ukazivati na postradijacijske promjene. U stu-
denom 2024. godine pracenje lokalno uznapre-
dovalog NSCLC pokazuje stabilizaciju tumor-
skog procesa uz blagu progresiju perifokalnog
infiltrata donjeg lijevog plu¢nog reznja te blagu
anemiju i trombocitopeniju. Nastavlja se daljnje
lijecenje pod nadzorom LOM-a i redovitim kon-
troloma imunologa i onkologa s terapijom koja
ukljucuje metilprednizolonsukcinat, perindopril,
pantoprazol, levotiroksin, enoksaparinnatrij, be-
tametazona, diazepam, amlodipin, D-vitamin i
imunoglobulin IgG.

Rasprava: Paraneoplasticki sindrom predstavlja
znacajan dijagnosticki izazov, a pojava kronicne
spontane urtikarije (KSU) kao jednog od njego-
vih simptoma moZe oteZati dijagnozu osnovne
bolesti. Rezultati brojnih istraZivanja pokazali su
da je Omalizumab lijek izbora u lijecenju KSU.
Paraneoplasti¢ni sindromi mogu zahvatiti razli-
Cite organske sustave, ukljucujuci Ziv¢ani, endo-
krini, dermatoloski, reumatoloski i hematoloski
sustav, a njihova klinicka slika varira od blagih
simptoma poput umora i mucnine do teSkih ne-
uroloSkih ili endokrinih disfunkcija. NajceSce
su povezani s karcinomom pluca, dojke, jajnika
i limfomima. Hematoloske manifestacije mogu
ukljucivati eritrocitozu i trombocitozu, Sto do-
datno komplicira dijagnostic¢ki proces. Klju¢no
je prosiriti dijagnosticki pristup i ne podcjenji-
vati stanja refraktorna na terapiju. Unapredenje
suradnje medu strunjacima i osnivanje multidis-
ciplinarnih timova, uz podrsku drZave u financi-
ranju i edukaciji, moglo bi smanjiti broj pretraga
i ubrzati pocetak terapije.

Zakljucak: Atipicni simptomi i multimorbidni
pacijenti predstavljaju izazov u radu zdravstve-
nih djelatnika Sto zahtijeva usku suradnju lije¢ni-
ka obiteljske medicine s ostalim specijalnostima
kao dio multidisciplinarnog tima.

1. Soomro Z, Youssef M, Yust-Katz S, Jalali A, Patel AJ, Mandel J. Paraneoplastic syndromes in small
cell lung cancer. J Thorac Dis. 2020;12(10):6253. doi: 10.21037/jtd.2020.03.88. PMID: 33209464;

PMCID: PMC7656388.

2. MetzM, Vadasz Z, Kocatlirk E, Giménez-Arnau AM. Omalizumab Updosing in Chronic Spontaneous
Urticaria: an Overview of Real-World Evidence. Clin Rev Allergy Immunol. 2020;59(1):38-45. doi:
10.1007/s12016-020-08794-6. PMID: 32418171; PMCID: PMC7351799.

3. Alexander M, Kim SY, Cheng H. Update 2020: Management of Non-Small Cell Lung Cancer.
Lung. 2020;198(6):897-907. doi: 10.1007/s00408-020-00407-5. Epub 2020 Nov 11. PMID:

33175991; PMCID: PMC7656891.



Extended Abstract
Case report

[ Diagnostic Challenge of Atypical Urticaria in a Patient with Multiple Comorbidities:
Approach to Paraneoplastic NSCLC and the Importance of a Multidisciplinary Team

Ana Bili¢-
Pavlinovié?,

Sara Bedenikovié?,
Iva Simunovié?,
Jana Majdak?,

Ana Viadié?,
Ivancdica Topli€an??

1. Faculty of medicine,
University of Zagreb

2. Private family
medicine practice
Ivancica Topli¢an,
MD

159

Keywords: Paraneoplastic Syndrome, Non-Small Cell Lung Carcinoma, Urticaria

Correspondence address: Salata 2, 10 000 Zagreb

E-mail: anaabilic56@gmail.com

ORCID: Ana Bili¢-Pavlinovi¢: https://orcid.org/0009-0007-7881-9242
Sara Bedenikovi¢: https://orcid.org/0009-0002-3685-7615
Iva Simunovié: https://orcid.org/0009-0009-4518-7650
Jana Majdak: https://orcid.org/0009-0008-8166-4816
Ana Vladi¢: https://orcid.org/0009-0006-3771-4906
Ivancica Toplican: https://orcid.org/0009-0007-7881-9242

Introduction and aim: Paraneoplastic syn-
dromes often accompany lung cancer, potentially
preceding diagnosis or emerging in early disease
stages, recurrence, or metastasis. These rare dis-
orders cause systemic effects unrelated to tumor
invasion or spread. Clinical manifestations range
from mild fatigue and nausea to severe neurolog-
ical or endocrine dysfunction, complicating diag-
nosis due to their subtle, nonspecific nature. This
paper highlights the importance of recognizing
early malignancy symptoms and ensuring timely
referral for further evaluation and treatment.

Case report: A 65-year-old female patient pre-
sented to her primary care physician in January
2024 with atypical skin eruptions around the
eyes, forehead, chest, and arms, accompanied
by burning and itching. Her medical history
includes an inferior myocardial infarction with
coronary bypass grafting, hypothyroidism,
and hypertension, for which she is on chronic
levothyroxine therapy. Given her symptoms,
Solu-Medrol amp 1x40 mg/mL was adminis-
tered throughout February 2024, but with no
significant improvement, prompting a refer-
ral to a dermatologist. Following an extensive
workup, dermatomyositis was diagnosed, and
Momecutan ointment was prescribed, but symp-
toms persisted. Subsequently, facial swelling,
dyspnea, and dysphagia developed, initially at-
tributed to dose reduction of eplerenone from
50 mg to 25 mg, leading to treatment discon-
tinuation. Due to worsening symptoms, she was
hospitalized in April 2024 for further diagnostic
evaluation. A CT scan of the thorax, abdomen,
and pelvis revealed a pulmonary tumor, and
bronchoscopy identified submucosal infiltration
of the distal main bronchus with bleeding upon
endoscopic contact. Histopathology confirmed
non-small cell lung cancer (NSCLC), stage
T4N2MO, and chemotherapy with the CE proto-
col (carboplatin + etoposide) was initiated. After

five cycles, a follow-up CT in July 2024 showed
partial regression of the tumor. From August
20 to September 5, 2024, she underwent radio-
therapy (13 fractions), with an October 2024
CT scan revealing further tumor regression but
progression of reticular pulmonary parenchymal
lesions, suggestive of post-radiation changes. In
November 2024, follow-up of locally advanced
NSCLC showed stabilization of the tumor with
mild progression of perifocal infiltration in the
lower left lung lobe, as well as mild anemia and
thrombocytopenia. Treatment continues under
the supervision of her primary care physician,
with regular follow-ups by an immunologist
and oncologist. Her current therapy includes
methylprednisolone succinate, perindopril, pan-
toprazole, levothyroxine, enoxaparin sodium,
betamethasone, diazepam, amlodipine, vitamin
D, and IgG immunoglobulin.

Discussion: Paraneoplastic syndrome is a signif-
icant diagnostic challenge, and chronic sponta-
neous urticaria (CSU) can further obscure ma-
lignancy detection. Studies show omalizumab as
the preferred CSU treatment. These syndromes
affect the nervous, endocrine, dermatologic,
rheumatologic, and hematologic systems, of-
ten linked to lung, breast, ovarian cancers, and
lymphomas. Hematologic signs like erythrocy-
tosis and thrombocytosis complicate diagnosis.
Expanding diagnostic strategies and recognizing
therapy-resistant cases are vital. Strengthening
interdisciplinary collaboration and establishing
multidisciplinary teams, with government sup-
port, could streamline diagnostics and accelerate
treatment.

Conclusion: Atypical symptoms and multi-
morbid patients pose a significant challenge for
healthcare professionals, necessitating close col-
laboration between primary care physicians and
specialists as part of a multidisciplinary team.
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Uvod s ciljem: Periferna arterijska bolest je dje-
lomicna ili potpuna opstrukcija jedne ili viSe pe-
rifernih arterija s prevalencijom od 1,52%, a koja
raste s dobi (14,91% u dobi od 80-84 godine).
Rizi¢na populacija za obolijevanje su dijabeticari
mladi od 50 godina koji imaju neki od dodatnih
¢imbenika rizikaza nastanak ateroskleroze poput
pusSenja, dislipidemije, hipertenzije, potom osobe
u dobi od 50-69 godina koji su pusaci ili imaju
Secernu bolest, te stariji i oni kod kojih je ve¢ po-
znata ateroskleroza drugog vaskularnog podrucja
(karotidna, koronarna, renalna). Cilj ovog rada je
ukazati na rizi¢nu populaciju i simptome kojima
se prezentira bolest.

Prikaz slucaja: Pacijent u dobi od 88 godina do-
lazi u ordinaciju obiteljske medicine radi pojave
nagle boli desne noge unazad 2 dana koja se javlja-
la kod kretanja. Pacijent je samostalno pokretan,
hoda usporeno i dobrog je opceg stanja. Hodna
pruga mu je 40 metara. Prije 25 godina prebolio
je infarkt miokarda, nakon kojeg mu je ugraden
STENT. Boluje od hipertenzije i hiperlipidemije,
a u redovnoj terapiji koristi nebivolol 1x2.5mg,
felodipin 1x2.5mg, ramipril 1x2.5mg, simvasta-
tin 1x20mg i acetilsalicilnu kiselinu 1x100mg.
Urednih je vrijednosti krvnoga tlaka i lipidogra-
ma. Pusi lulu unatrag 50-tak godina. Prilikom fi-
zikalnog pregleda desna noga bila je lividnija u
odnosu na lijevu, hladnija na dodir, a koZa nape-
tija. Nije bio prisutan edem, a Homanov znak bio
je negativan. Pulsacije a.tibialis i dorsalis pedis
nisu bile palpabilne. Obzirom na anamnezu i fizi-
kalni status te prisutne ¢imbenike rizika, pacijent
je upucen na color doppler arterija desne noge te
konzilijarni pregled vaskularnog kirurga. Color
dopplerom arterija nogu nalazi se promijenjen
bifazi¢an do monofazican spektar sniZenih brzina
u proksimalnoj polovici a.femoralis superficialis,
a distalnije se protok nije uspio prikazati. Dalje
se ucinila MSCT angiografija arterija zdjelice i
nogu s ciljem anatomske lokalizacije okluzije i
pripreme za revaskularizaciju. Pacijent je potom
podvrgnut kirurSkom zahvatu.
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Rasprava: Periferna arterijska bolest moZe biti
asimptomatska (20-50%), prezentirati se ati-
pi¢nim simptomima (40-50%), intermitentnim
kaludikacijama (10-35%), kriticnom ishemijom
ekstremiteta (bolovi u mirovanju, ulceracije,
nekroza/gangrena 1-2%) te akutnom ishemijom
ekstremiteta. Simptomi obuhvacaju utrnulost i
slabost zahvacenog ekstremiteta, intermitentne
klaudikacije kod hodanja, promjenu boje koze,
hladno¢u na dodir, pojavu rana, sjajnu koZzu,
gubitak dlaka i sporiji rast noktiju. Imaju¢i na
umu da se bolest u 20-50% sluCajeva manife-
stira asimptomatski, vazno je prepoznati rizi¢nu
populaciju i ukoliko je moguce odrediti engl. an-
kle-brachial indeks (ABI). Atipi¢ni simptomi po-
put oteZzanog hodanja ili hoda uz pomo¢ pomaga-
la u starijoj populaciji Cesto se pripisuju drugim
bolestima i to najceS¢e lokomotornog sustava.
Detaljna anamneza i fizikalni pregled pomazu
nam u otkrivanju osobe rizi¢ne za obolijevanje od
periferne arterijske bolesti. Klasifikacija bolesti
prema stupnjevima odreduje daljnji dijagnosticki
i terapijski protokol.

Zakljucak: Obzirom na visok broj oboljelih u
svijetu nuZno je staviti naglasak na prepozna-
vanje rizicnog pacijenta i adekvatnu kontrolu
¢imbenika rizika za obolijevanje od periferne
arterijske bolesti Sto je jedna od najvaznijih ulo-
ga lijecnika obiteljske medicine. Pravovremena
dijagnoza omogucuje optimalno konzervativno
i/ili kirursko lijeCenje bez posljedica komplikaci-
ja odnosno potrebe za amputacijom zahvacenog
ekstremiteta.
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Introduction with aim: Peripheral arterial dis-
ease (PAD) is the partial or complete obstruction
of one or more peripheral arteries. Global prev-
alence is 1.52%, increases with age (14.91% in
those aged 80-84 years). The at-risk population
includes diabetics under the age of 50 who have
at least one risk factor for the development of
atherosclerosis (smoking, dyslipidemia, hyper-
tension), patients aged 50-69 who are smokers or
have diabetes, individuals over 70 years of age,
and those with pre-existing atherosclerosis of
another vascular area (carotid, coronary, renal).
The aim of this paper is to identify the at-risk
population and symptoms of the PAD.

Case report: An 88-year-old patient presented
to the family medicine office due to sudden pain
in his right leg that had persisted for the past two
days. The pain occurred during movement. The
patient was mobile, walking slowly and in good
general condition. His walking distance was 40
meters. Twenty-five years ago, he had a myo-
cardial infarction, after which he had a STENT
implanted. Since then, he has been receiving
treatment for hypertension and hyperlipidemia
nebivolol 1x2.5mg, felodipine 1x2.5mg, ramipril
1x2.5mg, simvastatin 1x20mg and acetylsalicyl-
ic acid 1x100mg. He had normal values of blood
pressure and lipid profile. He has been smoking
a pipe for 50 years. On examination, it was ev-
ident that the right leg was more livid than the
left, colder, and the skin was tenser without ede-
ma. Homan's sign was negative. Pulsations of the
a. tibialis and dorsalis pedis were not palpated.
Based on this findings, the patient was referred
for a Color Doppler (CD) ultrasound of the arter-
ies of the right leg and a vascular surgeon consul-
tation. CD imaging revealed a biphasic-to-mono-
phasic spectrum with reduced velocities in the
proximal half of the superficial femoral artery,
while more distally blood flow could not be
visualised. Subsequently, MSCT angiography
of the pelvic and leg arteries was performed to

determine the anatomical location of the occlu-
sion and prepare for revascularization. The pa-
tient then underwent surgical treatment.

Discussion: The PAD can be asymptomatic
(20-50%), present with atypical symptoms (40-
50%), intermittent claudication (10-35%), or
progress to critical limb ischemia (pain at rest,
ulceration, necrosis/gangrene 1-2%) and acute
limb ischemia. Symptoms include numbness and
weakness of the affected limb, intermittent clau-
dication while walking, skin discoloration, cold-
ness to the touch, sores, shiny skin, hair loss, and
slower nail growth. Considering that the disease
manifests asymptomatically in 20-50% of cases,
it is important to recognize the risk population
and refer these patients for at least an ankle-bra-
chial index measurement. Atypical symptoms
such as mobility impairment and walking with
an aid in older people are often attributed to other
diseases, most commonly of the musculoskeletal
system. A well-taken medical history and phys-
ical examination help identify risk patients and
symptoms of peripheral arterial disease. The
classification of the disease severity determines
the further diagnostic and therapeutic protocol.

Conclusion: Given the high number of patients
worldwide, it is necessary to emphasize the rec-
ognition of PAD risk patients and adequate con-
trol of risk factors, which is one of the most im-
portant roles of family medicine doctors. Timely
diagnosis enables optimal conservative and/or
surgical treatment without further complications
or the need for amputation of the affected limb.
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Uvod: Zdjeli¢na bol (ZB) sloZen je klinicki simp-
tom s mogucim ginekoloSkim, uroloskim, gastro-
intestinalnim, neuroloskim i psihosomatskim
poremecajima u pozadini. Prema Europskom me-
dicinskom ¢asopisu (European Medical Journal),
25% Zena reproduktivne dobi i 15% svih Zena u
svijetu pati od kroni¢ne ZB s godiSnjom preva-
lencijom od 38 %o. Precizna dijagnoza zahtijeva
temeljitu procjenu simptoma i Cesto multidisci-
plinarni pristup. Cilj ovog rada je prikazati dija-
gnosticke i terapijske pristupe bolovima u zdje-
lici u okviru obiteljske medicine, ukljucujuci
multidisciplinarnu suradnju i upotrebu suvreme-
nih dijagnostickih metoda.

Rasprava: ZB se klasificira, ovisno o trajanju i
etiologiji, kao akutna ili kroni¢na. Akutna ZB koja
je posljedica ektopic¢ne trudnoce, upalne bolesti
zdjelice, torzije jajnika ili akutnog cistitisa zahti-
jeva brzu evaluaciju i hitno lijeenje. Kroni¢nu
ZB karakterizira trajanje od Cetiri do Sest mjeseci
s Cesto multifaktorijalnom etiopatogenezom koja
moZe ukljucivati stanja poput endometrioze, in-
tersticijskog cistitisa, miofascijalnih poremecaja
i sl. Pri pocetnoj procjeni ZB, lijecnik obiteljske
medicine (LOM) treba uzeti ciljanu anamnezu.
Vazno je ispitati karakteristike boli (lokalizacija,
intenzitet, trajanje, ¢imbenici koji pogorSavaju ili
olakSavaju simptome), prisutnost drugih simp-
toma (npr. dismenoreje, dispareunije, disurije,
gastrointestinalnih tegoba) te psihosocijalne ¢im-
benike, ukljucujudi utjecaj na kvalitetu Zivota pa-
cijentice. Svakoj pacijentici reproduktivne dobi
potrebno je iskljuciti mogucu trudnocu. Fizikalni
pregled ukljucuje procjenu abdomena, zdjelice i
muskulature, pri ¢emu se paZnja posvecuje mo-
guc¢im znakovima upale, tumora ili adhezivnih
promjena. Laboratorijski testovi (CRP, FSH, LH,
B-hCG) i slikovne metode, poput transvaginalnog
ultrazvuka, MRI-a ili CT-a zdjelice, kljucni su za
potvrdu dijagnoze, a u objektivizaciji intenziteta
boli pomaZu upitnici (npr. indeks boli u zdjeli-
ci). Uloga LOM-a je razlikovanje hitnih stanja
od manje hitnih, kroni¢nih uzroka ZB. Znakovi
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upozorenja su omaglica, iznenadni gubitak svije-
sti, izrazito nizak krvni tlak, vaginalno krvarenje
nakon menopauze, poviSena tjelesna temperatura
ili zimica, iznenadna jaka bol pracena muc¢ninom,
povra¢anjem, pretjeranim znojenjem ili nemi-
rom. Lijecenje funkcionalnih i psihosomatskih
uzroka ZB, poput sindroma iritabilnog crijeva,
miofascijalnih poremecaja zdjeli¢ne muskulature
te psihosomatskih poremecaja povezanih sa stre-
som ili anksiozno$¢u, u domeni je LOM-a. Blage
uroloske i gastrointestinalne bolesti lijeCe se na
razini primarne zdravstvene zaStite. Kroni¢na
zdjelicna bol nepoznatog uzroka takoder ostaje
u nadleznosti LOM-a, uz odgovarajucu diferen-
cijalnu dijagnozu i multidisciplinarnu suradnju.
Kod kronicnih bolova, LOM koordinira daljnju
dijagnostiku i terapiju, ukljucuju¢i farmakolos-
ko i nefarmakolosko lijeCenje(fizioterapija, ko-
gnitivno-bihevioralna terapija). S druge strane,
akutni ginekoloski hitni slucajevi, ukljucujuci
izvanmaterni¢nu trudnocu, torziju jajnika i tes-
ke upale zdjelice, zahtijevaju hitnu ginekolos-
ku obradu. Kroni¢na ginekoloska stanja poput
endometrioze, koja Cesto zahtijeva napredne
dijagnosticke metode poput laparoskopije, te
adenomioze ili mioma maternice koji uzrokuju
bol i obilne menstruacije, spadaju u skrb gine-
kologa. Postoperativne komplikacije i adhezivna
bolest zdjelice, osobito kod pacijentica s povije-
$¢u zdjeli¢nih operacija, zahtijevaju ginekoloSku
evaluaciju. Takoder, kronicni cervicitis, vaginitis
ili infekcije koje ne reagiraju na standardnu te-
rapiju trebaju biti upuceni ginekologu. Cjelovita
skrb se osigurava multidisciplinarnim pristupom,
a kljucna je i edukacija pacijentica o prirodi boli,
mogucnostima lijeCenja i vaZnosti promjena Zi-
votnih navika.

Zakljucak: LOM ima kljuénu ulogu u pre-
poznavanju simptoma bolova u zdjelici, razli-
kovanju uzroka i koordinaciji daljnje obrade.
Individualizirana skrb i multidisciplinarni pristup
omogucuju ranu dijagnozu, smanjenje rizika od
kronifikacije boli te poboljsanje kvalitete Zivota.
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Introduction: Pelvic pain (PP) is a complex clin-
ical symptom with potential gynecological, uro-
logical, gastrointestinal, neurological, and psy-
chosomatic causes. According to the European
Medical Journal, 25% of women of reproductive
age and 15% of all women suffer from chronic
PP, with an annual prevalence of 38%., which is
higher than asthma. Diagnosis requires a thor-
ough assessment of symptoms and a multidis-
ciplinary approach. The aim of this paper is to
present diagnostic and therapeutic approaches in
family medicine.

Discussion: PP is classified as acute or chronic.
Acute PP, caused by ectopic pregnancy, pelvic
inflammation, ovarian torsion, or acute cystitis,
requires urgent treatment. Chronic PP lasts lon-
ger than four months and may be associated with
conditions such as endometriosis, irritable bowel
syndrome, or myofascial disorders. In assessing
PP, a family medicine physician (FMP) takes a
medical history, analyzes pain characteristics,
and evaluates other symptoms. Psychological
and social factors, as well as the patient's qual-
ity of life, are also assessed. A physical exam-
ination includes an evaluation of the abdomen
and pelvis, while laboratory tests and imaging
methods (ultrasound, MRI, CT) are key for di-
agnosis. The role of the FMP is to differentiate
emergency conditions, such as ectopic pregnancy
or acute pelvic inflammation, from chronic caus-
es. Warning signs include dizziness, sudden loss
of consciousness, low blood pressure, fever, and
severe pain with nausea and vomiting. The treat-
ment of functional and psychosomatic causes of
PP remains within the FMP’s domain, while mild
urological and gastrointestinal conditions are
managed at the primary care level. Chronic PP
of unknown origin requires differential diagnosis

and multidisciplinary collaboration. For chronic
pain, the FMP coordinates diagnostics and ther-
apy, including pharmacological and non-phar-
macological treatments. Chronic gynecological
conditions such as endometriosis, adenomyosis,
and uterine fibroids fall under specialist care.
Postoperative complications, adhesive pelvic
disease, and therapy-resistant infections require
gynecological evaluation. Comprehensive care
is ensured through a multidisciplinary approach,
along with patient education on the nature of pain
and treatment options.

Conclusion: The FMP plays a key role in recog-
nizing PP symptoms, distinguishing causes, and
coordinating further evaluation. Individualized
care and a multidisciplinary approach enable
early diagnosis, reduce the risk of chronic pain
development, and improve quality of life.
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Uvod s ciljem: Umor je stanje znacajne fizicke,
mentalne i emocionalne iscrpljenosti i jedan od
ucestalijih simptoma koji se javlja s prevalen-
cijom od jedan na svakih 15 pacijenata koji se
jave obiteljskom lijecniku. Oko 24% pacijenata
istiCe umor kao veliki problem. Prevalencija je
veca kod Zena (28%) u usporedbi s muskarcima
(19%). IstraZivanja su pokaza da se preko 100 ra-
zlicitih bolesti mogu ceSce javiti kod pacijenata s
umorom. S obzirom na to, treba dodatno ispitati
razlog sve vete prevalencije umora. Cilj ovog
rada je pokazati mogucnosti dijagnosticiranja i
zadovoljavajuceg lijeCenja umora u obiteljskoj
medicini.

Rasprava: Umor je Cest simptom koji se moZe
javiti uz veliki broj bolesti, ali moZe i utjecati na
njih. Vecina pacijenata s takvim problemom prvo
se javlja lijecniku obiteljske medicine (LOM).
Umor se moze klasificirati prema duljini traja-
nja na akutni i kroni€ni ili prema etiologiji na
fizioloski ili umor drugog uzroka. Akutni umor
traje do mjesec dana, dok kronicni traje dulje od
Sest mjeseci. Umor drugog uzroka najceSce je
posljedica neke osnovne kronicne bolesti, dok
fizioloski umor moZe biti povezan s promjenama
u spavanju, prehrani ili Zivotnim okolnostima.
Zbog svoje Sirine kao simptoma, vazno je imati
strukturiran pristup. Murtagh predlaZe koristan
pristup dijagnozi umora kroz tri kategorije: vje-
rojatne dijagnoze (anksioznost, stress, virusna
infekcija, poremecaj spavanja), ozbiljne bolesti
koje se ne smiju propustiti (anemije, karcinomi,
srcane aritmije) i dijagnosticke zamke (poCetno
kongestivno zatajenje srca, hemokromatoza, ce-
lijakija, Addisonova bolest, Parkinsonova bolest,
metabolicki disbalans, apstinencija od droga).
Uz to, kao razlog, treba razmotriti i nuspojave
lijekova, osobito kod kroni¢nih bolesnika. Umor
je Cesto povezan s mentalnim poremecajima po-
put depresije i anksioznosti, Sto naglaSava vaz-
nost holistickog pristupa bolesniku. Osim $§to je
to ozbiljan problem za pacijenta, umor zna biti
skup simptom za zdravstveni sustav. IstraZivanja
pokazuju da su za pacijenta najkorisnije osnovne
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i jeftine pretrage, poput kompletne krvne slike i
biokemije. Nakon 12 mjeseci mnogi pacijenti s
umorom kao simptomom i dalje nemaju postav-
ljenu dijagnozu. I kod onih koji imaju dijagnozu,
gotovo 50% njih ima samo "umor" kao dijagno-
zu. Za pacijenta su najbolji ucestaliji i opsezniji
klinil¢ki pregledi tijekom kojih se razgovara i
upoznaje ga s moguéim uzrocima umora, ali se
takoder saznaje S$to za pacijenta predstavlja po-
jam umora. Metode lijeCenje mogu biti medika-
mentne i nemedikamentne. Ne medikamentene
metode su terapija vjeZzbanjem i pravilna higi-
jenja spavanja uz pracenje dnevnika spavanja.
Medikamenta terapija se daje tek ukoliko nista
drugo ne pomogne, najceSce antihistaminici.

Zakljucak: LOM kao prvi kontakt, uz pomo¢
svjetskih smjernica i algoritama, moZe najbolje
djelovati na pacijentove probleme povezane s
umorom.
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Introduction: Fatigue is a condition of signifi-
cant physical, mental, and emotional exhaustion
and is one of the most frequent symptoms, occur-
ring with a prevalence of one in every 15 patients
visiting a family medicine physician. About 24%
of patients find fatigue as a major problem. Its
prevalence is higher among women (28%) com-
pared to men (19%). Research has shown that
over 100 different diseases are more likely to oc-
cur in patients experiencing fatigue. Considering
this, it is essential to further investigate the rea-
sons behind the increasing prevalence of fatigue.
The aim of this paper is to highlight the possi-
bilities for diagnosing and adequately treating
fatigue in family medicine

Discussion: Fatigue is a common symptom that
can occur alongside many diseases but can also
influence their progression. Most patients with
such complaints first consult their family medi-
cine physician (FMP). Fatigue can be classified
based on duration as acute or chronic, or by eti-
ology as physiological or fatigue caused by other
factors. Acute fatigue lasts up to one month, while
chronic fatigue persists for more than six months.
Fatigue due to other causes is most often a result
of an underlying chronic illness, while physio-
logical fatigue may be associated with changes
in sleep, diet, or life circumstances. Given its
broad nature as a symptom, a structured approach
is crucial. Murtagh proposes a useful approach
to diagnosing fatigue through three categories:
probable diagnoses (anxiety, stress, viral infec-
tion, sleep disorders), serious diseases that must
not be missed (anemia, cancer, cardiac arrhyth-
mias), and diagnostic pitfalls (early congestive
heart failure, hemochromatosis, celiac disease,
Addison's disease, Parkinson's disease, metabol-
ic imbalances, drug withdrawal). Additionally,
medication side effects should be considered,
especially in patients with chronic conditions.
Fatigue is often associated with mental health
disorders such as depression and anxiety, empha-
sizing the importance of a holistic approach to the
patient. In addition to being a significant issue for

the patient, fatigue can be a costly symptom for
the healthcare system. Research shows that the
most beneficial tests for patients are basic and in-
expensive ones, such as complete blood counts
and biochemistry panels. After 12 months, many
patients with fatigue as a symptom still lack a
definitive diagnosis. Even among those with a
diagnosis, almost 50% have "fatigue" as their
sole diagnosis. The best outcomes for patients are
achieved through frequent and comprehensive
clinical examinations, during which the physician
discusses and explores the probable causes of fa-
tigue with the patient while also understanding
what fatigue means to them. Treatment methods
can be both pharmacological and non-pharmaco-
logical. Non-pharmacological methods include
exercise therapy and proper sleep hygiene, sup-
ported by sleep diaries. Pharmacological therapy
is considered only when other methods fail, with
antihistamines being the most prescribed.

Conclusion: As the first point of contact, the
family medicine physician, using global guide-
lines and diagnostic algorithms, can best address
the patient’s fatigue-related issues.
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Uvod: Kroni¢na bubrezna bolest (KBB) jedan
je od vodecih globalnih zdravstvenih problema,
povezan s visokim rizikom od komplikacija i po-
vecanom smrtno$c¢u. Pravovremeno postavljanje
dijagnoze KBB predstavlja izazov za lijeCnike
obiteljske medicine (LOM) jer su rani stadiji,
uslijed nespecifi¢nih simptoma, Cesto neprepo-
znati. Cilj ovog rada je identificirati i istaknuti
najCesce rane simptome KBB koje LOM ne smije
propustiti.

Rasprava: Simptomatologija KBB, posebno u
ranom stadiju, nije tipicna. NajceS¢e se na KBB
posumnja na temelju patoloskih laboratorijskih
nalaza. Simptomi i klinicki znakovi KBB obi¢no
postaju izraZeniji s napredovanjem bolesti. Oni
su uzrokovani narusenjem bubrezne funkcije, uk-
ljuCujuci zadrZavanje viska tekucine, nakupljanje
otpadnih tvari (uremijski sindrom), glomerularno
oSteCenje i elektrolitski disbalans. Dugotrajna
KBB, kroz razli¢ite mehanizme, ukljucujuéi ne-
dostatno izluc¢ivanje hormona eritropoetina, do-
vodi do anemije kronicne bolesti.

LOM trebaju razmotriti mogu¢nost KBB kod
visokorizi¢nih pacijenata, posebno onih s dija-
betesom, hipertenzijom, kardiovaskularnim bole-
stima, pretiloS¢u ili kod pusaca. Na KBB mogu
ukazivati simptomi i znakovi poput: 1) perifernih
edema, 2) kroni¢nog umora i slabosti, 3) povi-
Senog arterijskog tlaka, 4) poteSko¢a s mokre-
njem, 5) boli u donjem dijelu leda, 6) nesanice,
7) mucnine i gubitka apetita, 8) svrbeza koZe, 9)
najceSce se pojavljuju na nogama i gleZnjevima,
a nekada i periorbitalno. Bol u ledima bubreZnog
porijekla nastaje uslijed opstrukcije, zadrZavanja
tekucine ili upalnog procesa. Hipertenzija i KBB
usko su povezane: hipertenzija moZe biti poslje-
dica KBB, ali je istovremeno i jedan od najces¢ih
uzroka njenog nastanka. PoteSkoce s mokrenjem
mogu ukljucivati pjenuSavu mokrac¢u (znak al-
buminurije), tamnu mokra¢u (prisutnost krvi),
uCestalo mokrenje, osobito no¢u (nikturija), ili
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smanjeno mokrenje, $to je ceS¢e u kasnijim sta-
dijima bolesti.

Prisutnost komorbiditeta moZe dodatno oteZa-
ti dijagnozu KBB, jer se navedeni simptomi
mogu javiti kod mnogih drugih akutnih ili kro-
ni¢nih stanja. Stoga LOM trebaju uvijek uzeti u
obzir mogucnost prisutnosti KBB, posebno kod
visokorizi¢nih pacijenata. Probir jednom go-
diSnje preporucuje se naroCito tim skupinama
pacijenata.

Zakljucak: LOM imaju kljuénu ulogu u probiru,
ranom prepoznavanju simptoma KBB i adekvat-
noj intervenciji. Upravo pravovremeno dijagno-
sticiranje i ucinkovito upravljanje KBB presudni
su za sprjeCavanje progresije bolesti, smanjenje
rizika od ozbiljnih komplikacija te znacajno po-
boljSanje prognoze pacijenata.
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Introduction: Chronic kidney disease (CKD) is
one of the leading global health challenges, asso-
ciated with a high risk of complications and in-
creased mortality. Timely diagnosis of CKD pos-
es a significant challenge for family physicians
(FPs) as early stages often go unrec-ognized due
to nonspecific symptoms. The aim of this paper is
to identify and highlight the most common early
symptoms of CKD that FPs must not overlook.

Discussion: The symptomatology of CKD, es-
pecially in its early stages, is not typical. CKD
is most often suspected based on pathological
laboratory findings. Symptoms and clinical signs
of CKD usually become more pronounced as the
disease progresses. They result from im-paired
kidney function, including fluid retention, accu-
mulation of waste products (uremic syndrome),
glomerular damage, and electrolyte imbalances.
Prolonged CKD, through various mechanisms,
including insufficient secretion of erythropoietin
hormone, leads to anaemia of chronic disease.

FPs should consider the possibility of CKD in
high-risk patients, particularly those with dia-be-
tes, hypertension, cardiovascular diseases, obe-
sity, or those who smoke. Symptoms and signs
indicative of CKD may include: 1) peripheral
oedema, 2) chronic fatigue and weakness, 3)
elevated blood pressure, 4) urinary difficulties,
5) lower back pain, 6) insomnia, 7) nausea and
loss of appetite, 8) itchy skin, 9) muscle cramps,
and 10) shortness of breath. Peripheral oedema
most commonly appears in the legs and ankles
and sometimes around the eyes (peri-orbital).
Kidney-related back pain may result from ob-
struction, fluid retention, or inflamma-tion. CKD
and hypertension are closely linked: hypertension
can be a consequence of CKD but is also one of
its most common causes. Urinary difficulties may
include foamy urine (in-dicative of albuminuria),
dark urine (presence of blood), frequent urina-
tion, especially at night (nocturia), or reduced

urination, which is more common in advanced
stages of the disease.

The presence of comorbidities can further com-
plicate the diagnosis of CKD, as these symp-toms
may also occur in many other acute or chronic
conditions. Therefore, FPs should always consid-
er the possibility of CKD, especially in high-risk
patients. Annual screening is particu-larly recom-
mended for these patient groups.

Conclusion: FPs play a crucial role in screen-
ing, early recognition of CKD symptoms, and
appropriate intervention. Timely diagnosis and
effective management of CKD are essential for
preventing disease progression, reducing the risk
of severe complications, and significantly im-
proving patient outcomes.
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Uvod s ciljem: Poremecaj zdravstven anksiozno-
sti ili anksiozni poremecaj zbog bolesti (eng. ill-
nes anxiety disorder, IAD) novouvedeni je pore-
mecaj prema najnovijem izdanju ,,Dijagnosti¢kog
i statistickog priru¢nika za mentalne poremecaje*
(DSM-5), zamjenjujudi time dijagnozu hipohon-
drije iz DSM-IV. Zdravstvena anksioznost (ZA)
moZe se shvatiti kao kontinuum bolesti koji va-
rira od blagih do izrazito teskih oblika, pri cemu
se IAD nalazi na samom kraju spektra. Obiljezen
je intezivnim strahom od toga da osoba ima ili bi
mogla dobiti ozbiljnu medicinsku bolest, poput
raka, srcanih bolesti ili drugih bolesti. Cilj ovog
rada je ukazati na znacajke pacijenta sa ZA u or-
dinaciji lije¢nika obiteljske medicine (LOM-a) te
ulogu LOM-a u skrbi za takvog pacijenta.

Rasprava: Prevalencija ZA u opcoj odrasloj po-
pulaciji znacajno varira prema razli¢itim istrazi-
vanjima i procjenjuje se na izmedu 2,1% i 13,1%
. Naime, dokazano da je prevalencija viSa u pa-
cijenata koji posjeuju zdravstvene ustanove,
poput ordinacije LOM-a ili bolnicke ustanove,
pri cemu se tada krece od 7% do 19,9%, u us-
poredbi s opcom populacijom. Prema DSM-5
ZA se dijagnosticira samo ako osoba ima blage
tjelesne simptome ili ih uopée nema, a pri tom
je izrazito usredotocena na svoje zdravstveno sta-
nje, Sto Cesto dovodi do niza neprilagodenih po-
naSanja, poput stalnog pregledavanja tijela u po-
trazi za simptomima bolesti, pretjeranog traZenja
zdravstvenih informacija na internetu i ucestalih
odlazaka u medicinske ustanove, u trajanju Sest
mjeseci ili duZe. Takve pacijente moZemo svrstati
u dvije skupine: oni koji preCesto trazZe medicin-
sku skrb kao oblik uvjeravanja u bolest i oni koji
Cesto izbjegavaju medicinsku skrb zbog snaznog
straha i anksioznosti od ozbiljne bolesti. Prema
jednom istraZivanju o prevalenciji ovih skupina

LITERATURA:

dokazano je da prvoj skupini pripada oko 25%
ispitanika, drugoj 14%, a najveci dio ispitanika
zapravo je pokazao da varira izmedu traZenja i
izbjegavanja zdravstvene skrbi. LOM bi trebao
posumnjati na ZA kada je osoba pretjerano zabri-
nuta oko moguénosti da ima ozbiljnu bolest iako
je provedena detaljnja procjena da se iskljuce svi
tjelesni poremecaji. Uz to, prisutnost depresije ili
drugih poremecaja mentalnog zdravlja bi trebala
biti procjenjena buduéi da to mogu biti predispo-
niraju¢i ¢imbenici. Definitivhu dijagnozu LOM
konacno postavlja kada zabrinutost traje Sest mje-
seci ili dulje, unato¢ tome Sto osoba nema simp-
tome ili ima samo blage simptome. Njavazniji
aspekt u lijeCenju dugorocno je uspostavljanje
odnosa povjerenja s pacijentom. Komunikacija
bi trebala biti usmjerena na empatiju i otvoren
dijalog pri ¢emu pacijentu treba dati do znanja
da iako ne postoji specificno lijeCenje za njegove
neobjasnjive simptome koji nisu opasni po Zivot,
lije¢nik ostaje predan pruZanju podrske i rada na
pacijentovom oporavku. Iduéi korak je uputiti pa-
cijenta na psihoterapiju, odsnosno kognitivno-bi-
hevioralnu terapiju koja se smatra prvom linijom
lijecenja. Nadalje psihotropni lijekovi, kao Sto su
inhibitori ponovne pohrane serotonina, mogu biti
ucinkoviti u lijeCenju anksioznosti i depresija u
pacijenata sa ZA.

Zakljucak: Rano prepoznavanje i izdradnja
otvorenog odnosa LOM-a s pacijentima koji bo-
luju od ZA kljucna je ne samo za njihovo zdravlje
i oporavak, vec i za optimizaciju resursa zdrav-
stvenog sustava. Takav pristup smanjuje nepo-
trebne pretrage i troskove, istovremeno osigura-
vajudi kvalitetnu i empati¢nu skrb usmjerenu na
stvarne potrebe takvog pacijenta.
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Introduction with aim: Health Anxiety Disorder
or Illness Anxiety Disorder (IAD) is identified
in the latest "Diagnostic and Statistical Manual
of Mental Disorders" (DSM-5), which replaces
hypochondriasis from the previous edition. This
disorder represents the severe end of a continuum
of health anxiety issues, manifesting as an intense
fear of having or acquiring serious disewases
such as cancer or heart disease. The aim of this
paper is to highlight the patient with IAD in the
family medicine doctor's office and their role in
caring for such a patient.

Discussion: The prevalence of health anxiety
varies widely, with estimates ranging from 2.1%
to 13.1% in the general adult population, but it is
higher among those visiting medical facilities—
between 7% and 19.9%. According to DSM-5,
IAD is diagnosed in individuals who have either
no or mild physical symptoms but exhibit ex-
cessive health-related behaviors. These include
frequent checks for symptoms, obsessive health
research, and regular medical visits lasting over
six months. Patients typically fall into two cate-
gories: those who seek constant medical reassur-
ance and those who avoid medical care due to fear
of discovering a serious illness. Research shows
that about 25% of patients actively seek medical
reassurance, 14% avoid it, and the majority fluc-
tuate between these behaviors. The family medi-
cine doctor should suspect IAD when a person is
overly concerned about the possibility of having
a serious illness despite a detailed assessment to
rule out all physical disorders. Additionally, the
presence of depression or other mental health
disorders should be assessed since these can be
predisposing factors. The family medicine doc-
tor finally makes the definitive diagnosis when
the concern lasts six months or longer, despite
the person having no symptoms or only mild

symptoms. The most important aspect of treat-
ment is establishing a long-term trusting relation-
ship with the patient. Communication should be
focused on empathy and open dialogue, inform-
ing the patient that although there is no specif-
ic treatment for their unexplained symptoms
that are not life-threatening, the doctor remains
committed to providing support and working on
the patient's recovery. The next step is to refer
the patient to psychotherapy, specifically cogni-
tive-behavioral therapy, which is considered the
first line of treatment. Furthermore, psychotropic
drugs, such as serotonin reuptake inhibitors, can
be effective in treating anxiety and depression in
patients with TAD.

Conclusion: Early recognition and the develop-
ment of an open relationship with patients suffer-
ing from IAD by the family medicine doctor is
crucial not only for their health and recovery but
also for optimizing healthcare system resources.
Such an approach reduces unnecessary examina-
tions and costs while ensuring quality and em-
pathetic care focused on the real needs of such
a patient.
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Uvod s ciljem: KriZobolja je jedan od najces¢ih
razloga dolaska lijecniku obiteljske medicine
(LOM). Iako je prevalencija upalnih kriZobolja
(UK) oko 1%, izuzetno je vazna rana dijagno-
za. Aksijalni spondiloartritis (SpA) karakterizira
negativni RF uz upalu kraljeZnice, SI zglobova i
enteza, te Cesto i izvanzglobna obiljeZja (uveitis,
psorijaza i UBC). Cilj je rada podsjetiti na ulogu
LOM-a u ranom prepoznavanju i pravovreme-
nom pocetku lijeCenja upalne kriZobolje.

Rasprava: UK ukljucuje prvi simptom u dobi <
40 godina, postepeni ,,podmukao“ razvoj kriZobo-
lje, poboljsanje vjezbanjem, izostanak poboljsa-
nja mirovanjem i odmorom, prisutnost no¢ne boli
(poboljsanje nakon ustajanja) uz trajanje duZe od
tri mjeseca. Prisutnost minimalno Cetiri navedena
obiljeZja upuc¢uju na UK. Glavno klinicko obi-
ljeZje SpA je jutarnja ukocenost s bolovima u kri-
Zima koji se Sire u gluteuse ili straznji dio bedara
ako su zahvaceni SI zglobovi, te ¢esto umor. U
fizikalnom pregledu dominira smanjena pokret-
ljivost lumbalne kraljeznice u svim smjerovima
(Schoberov test izmedu druge i tre¢e tocke nor-
malno > 5 cm; lateralna fleksija normalno > 10
cm), bolnost SI zglobova (Mennel test pozitivan)
i zahvacenost enteza (hvatiSte m. gluteus medius
na veliki trohanter). U laboratorijskom nalazu se
nalazi poviSena SE i CRP (u 35- 50% bolesnika),
anemija (potrebno odrediti i fekalni kalprotektin
radi probira upalne bolesti crijeva (UBC)). HLA-
B27 je pozitivan u 70 - 90 % bolesnika. Aksijalni
SpA dijelimo u dvije skupine: prvu ¢ini ankilo-
zantni spondilitis s radiografski vidljivim oStece-
njima SI zglobova ili kraljeZnice, a drugu neradi-
ografski aksijalni SpA, uz manje izraZene upalne
promjene koji je ¢eS¢i u Zena. Dijagnosticki kri-
teriji za aksijalni SpA su: sakroileitis uz jedan ili
viSe SpA obiljeZja ili HLA B27 uz dva ili viSe
SpA obiljeZja (upalna kriZobolja, artritis, ente-
zitis, uveitis, daktilitis, psorijaza, UBC, dobar
odgovor na nesteroidne antireumatike (NSAR),
obiteljska anamneza SpA, HLA-B27, poviSen
CRP). Prva slikovna metoda je RTG zdjelice s
analizom SI zglobova (erozije, ankiloza, suZenje
zglobne pukotine, skleroza) i kukova (destruk-
tivna artropatija). Uz izostanak RTG znakova,

indiciran je MR SI zglobova (prikazuje upalne
promjene, edem subhondralne kosti, masnu me-
taplaziju, erozije i ankilozu). Uz uredan MR SI
te visoku sumnju na SpA, indiciran je MR kra-
ljeznice. UZV je indiciran u dijagnostici enteziti-
sa. Diferencijalno dijagnosticki treba razlikovati
mehanicke kriZobolje, fibromijalgije, infekcije,
lumbalnu erozivnu osteohondrozu, kompresijski
prijelom. Nefarmakoloske mjere lijeCenja uklju-
Cuju edukaciju, promjenu stila Zivota, regulaciju
tjelesne teZine i vjeZbanje. FarmakoloSke mjere u
prvoj liniji ukljucuju NSAR tijekom dva do Cetiri
tjedna, potom po potrebi. Uz visoku aktivnost bo-
lesti i neucinkovitost dva NSAR preporuka su bi-
oloski lijekovi (blokatori TNF-a i antagonisti IL-
17), a glukokortikoidi nisu indicirani. Fizikalna
terapija znacajno usporava progresiju bolesti.

Zakljucak: LijeCenje i pracenje UK je prven-
stveno u domeni reumatologa i fizijatra, ali LOM
ima klju¢nu ulogu u ranom prepoznavanju, po-
Cetnom lijeCenju i pravovremenom upucivanju.
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Introduction: Low back pain is one of the most
common reason for visiting a family doctor (FD).
Although the prevalence of inflammatory back
pain (IBP) is about 1%, early diagnosis is ex-
tremely important. Axial spondyloarthritis (SpA)
is characterized by negative RF with inflamma-
tion of the spine, SI joints and entheses, and often
extra-articular features (uveitis, psoriasis and in-
flamatory bowel disease (IBD)). The aim is to re-
maind of the importance early recognition in GP
office and timely initiation of treatment of IBP.

Discussion: IBP includes the first symptom at
the age < 40 years, gradual “insidious” develop-
ment of low back pain, improvement with exer-
cise, lack of improvement with rest, presence of
nocturnal pain (improvement after standing) with
a duration last for three months and more. The
presence of at least four of the listed features in-
dicates IBP. The main clinical feature of SpA is
morning stiffness with low back pain that spreads
to the gluteus or posterior thigh if the SI joints
are affected, and often fatigue. Physical exam-
ination is dominated by reduced mobility of the
lumbar spine in all directions (Schober test nor-
mally > 5 cm; lateral flexion normally > 10 cm),
SI joint tenderness (Mennel test positive) and in-
volvement of the entheses (the attachment of the
musle gluteus medius to the greater trochanter).
Laboratory tests show elevated SE and CRP (in
35-50% of patients), anemia (fecal calprotectin
should also be determined for screening of IBD).
70-90% patients have possitive HLA-B27. Axial
SpA is divided into two groups: the first is anky-
losing spondylitis with radiographically visible
damage to the SI joints or spine, and the second
is non-radiographic axial SpA, with less pro-
nounced inflammatory changes, which is more
common in women. Diagnostic criteria for axial
SpA are: sacroiliitis with one or more SpA fea-
tures or HLA B27 with two or more SpA features
(inflammatory low back pain, arthritis, enthesitis,
uveitis, dactylitis, psoriasis, IBD, good response
to nonsteroidal anti-rheumatic drugs (NSAIDs),
family history of SpA, HLA-B27, elevated
CRP). The first imaging method is an X-ray of
the pelvis with analysis of the SI joints (erosions,

ankylosis, joint space narrowing, sclerosis) and
hips (destructive arthropathy). In the absence of
X-ray signs, an MRI of the SI joints is indicated
(shows inflammatory changes, subchondral bone
edema, fatty metaplasia, erosions and ankylosis).
With normal MRI of the ST joints but a high sus-
picion of SpA, an MRI of the spine is indicat-
ed. Ultrasound is indicated in the diagnosis of
enthesitis. Differential diagnosis encompasses
mechanical back pain, fibromyalgia, infections,
lumbar erosive osteochondrosis and compression
fracture. Non-pharmacological treatment mea-
sures include education, lifestyle changes, weight
control, and exercise. The initial pharmacologi-
cal measures include NSAIDs during two to four
weeks, then as needed. With high disease activity
and ineffectiveness of two NSAIDs, biological
drugs (TNF-a blockers and IL-17 antagonists) are
recommended, and glucocorticoids are not indi-
cated. Physical therapy significantly slows down
the progression of the disease.

Conclusion: Treatment and follow-up of IBP is
primarily a domain of rheumatologists and phys-
iatrists, but FD has very important part in early
recognition, initial treatment and timely referral.
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Introduction with aim: Smoking is one of the
leading preventable causes of disease and pre-
mature death. According to the World Health
Organization (WHO), more than 8 million peo-
ple die each year from tobacco-related diseases.
Tobacco smoke affects practically the entire hu-
man body and represents one of the main causes
of cancer, cerebrovascular disease, chronic re-
spiratory diseases and type 2 Diabetes Mellitus.
Family Doctors have the greatest potential for
intervention in the area of smoking cessation
and in recent years, there has been an increase
in the number of smoking cessation consultations
at health centers and hospitals. The aim of this
research is to estimate the rate and predictors of
smoking cessation in smokers at a Portuguese
health center, increase the number of appropriate
referrals to intensive smoking cessation consulta-
tions and increase the awareness of the smoking
counselling in primary health care.

Methods: Patients with International
Classification for Primary Care (ICPC2) of
Tobacco Abuse (P17) in the age group between
35 and 44 years old as of April 2024 were se-
lected. Patients with other dependences such as
Chronic Alcohol Abuse (P15) and Drug Abuse
(P19) were excluded from the community inter-
vention. A total of 276 patients were invited to
attend a smoking cessation consultation in prima-
ry care during 2024. The sociodemographic, clin-
ical and smoking related variables were assessed
and then, personalized behavioural and pharma-
cotherapy were delivered. Patients were subse-
quently interviewed 30 days after the Quit Day
and the abstinence prevalence was determined at
3 and 6 months.

Results: The mean age of participants was of
39 years, 74.3% Male and 25.7% Female, the

majority having Secondary Education and Higher
Education. Behavioural and pharmacological in-
terventions were undertaken including individual
therapy, nicotine replacement therapy (nicotine
patch, lozenge and gum), varenicline, bupropion
and cytisine. The selection of drug therapy was
based on preferences, experiences, and history
of previously encountered adverse effects. The
overall 30-day quit rate was of 9.4%.

Conclusion: Tobacco addiction is an important
preventable cause of morbidity and mortality.
Family Doctors and other front-line health care
professionals are well positioned to influence and
support their patients in quitting smoking, there-
by defying this important global public health
problem.
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Uvod i cilj: Rijetko koji obiteljski lijecnik se
upuSta u probleme seksualnog zdravlja svojih
pacijenata iako je seksualna funkcija, uz disanje,
hranjenje, potrebe za vodom i izlucivanje, jedna
od osnovnih Zivotnih funkcija. Naj¢eS¢e se ne
osjeca dovoljno educirano za takav razgovor ili
mu razgovor o ovoj temi samom stvara nelagodu.
S druge strane, vecini pacijenata koji imaju pro-
bleme iz domene seksualnosti, mozZe se pomoci
jednostavnim savjetovanjem koje mogu obavljati
(medicinske sestre, psiholozi..). Obiteljski lijec-
nik koji ima izgradeni odnos povjerenja sa svojim
pacijentom je sigurno najbolji izbor. Cilj ovog
rada je prikazati kako moze lijecnik obiteljske
medicine (LOM), koji nije posebno educiran u
domeni seksualnog zdravlja, pomo¢i svom paci-
jentu koji ima simptome i znakove seksualne dis-
funkcije, a kada pacijenta treba uputiti savjetniku
za seksualno zdravlje ili seksualnom terapeutu.

Rasprava: Seksualno zdravlje je prema defini-
ciji WHO (World Health Organization)- Svjetska
zdravstvena organizacija iz 2002.godine stanje
fizickog, emocionalnog, mentalnog i socijalnog
blagostanja vezanog za seksualnost; nije samo
nedostatak bolesti, disfunkcije ili nemoc¢i. Ono
ne podrazumijeva samo reproduktivno zdravlje i
zastitu od spolno prenosivih bolesti, ve¢ i poziti-
van i postujuéi pristup seksualnosti i seksualnom
odnosu kao i sposobnost za siguran i uZivajuci
seksualni doZivljaj, osloboden diskriminacije,
nasilja ili prisile. Model PLISSIT kojeg je jo$
1974. godine razvio Annon je akronim engleskih
rijeCi P- permisson (dati dopustenje), LI- limited
information (ogranicene informacije), SS- spe-
cific suggestions (specif¢ni prijedlozi), IT- in-
tensive therapy (intenzivna terapija), provodi se
u savjetovanju i lijeCenju seksualnih problema.
Vecini pacijenata trebat ¢e samo prva dva kora-
ka koja mogu provoditi obiteljski lijecnici i drugi
zdravstveni profesionalci koji nemaju posebnu
edukaciju iz domene seksualnog zdravlja. Ako
seksualni problem traje dulje od 6 mjeseci, javlja
se barem u 75% spolnih odnosa i stvara znacaj-
nu patnju paruy, radi se o seksualnoj disfunkciji ili
poremecaju. Mnoge od njih seksualni terapeuti i
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savjetnici za seksualno zdravlje uspjesno lijece,
kao Sto su: smanjena ili odsutna seksualna Zelja
muskaraca i Zena, anorgazmija kod Zena, erek-
tilna disfunkcija muSkaraca, preuranjena i od-
godena ejakulacija kod musSkaraca, bolan sek-
sualni odnos musSkaraca i Zena (dispareunija,
vulvodinija).

Zakljucak: Bez obzira na vlastite stavove u do-
meni seksualnosti, obiteljski lije¢nik bi trebao
biti spreman za konzultaciju u domeni seksual-
nog zdravlja na osnovnoj razini. Pri tom ne smije
nametati svoje stavove, ve¢ samo dati znanstveno
utemeljene informacije. Mora postivati stavove i
afinitete pacijenta koji se ti¢u seksualnosti.
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Introduction with aim: A GP doesn’t often deal
with sexual problems of his/her patients, even
though sexual function is one of the basic func-
tions of life. Mostly he/she does not feel educat-
ed enough in this field or talking about it brings
discomfort. Nevertheless, most patients who
have sexual problems can be helped by simple
counseling at the GP practice, as well as by other
healthcare professionals (nurses, psychologists,
etc.). A GP who has a relationship built on trust
with his patient is certainly the best choice. The
aim of this paper is to show how a GP, without
any special education in the domain of sexual
health, can help his patient who has symptoms
and signs of sexual dysfunction, and recognize
when the patient should be referred to a sexual
health counselor or a sex therapist.

Discussion: According to the WHO (2002) sex-
ual health is a state of physical, emotional, men-
tal and social well-being related to sexuality; it
is not merely the absence of disease, dysfunction
or infirmity. It requires a positive and respectful
approach to sexuality and sexual relationships, as
well as the ability of having pleasurable and safe
sexual experiences, free from discrimination, vi-
olence or coercion. The PLISSIT model (Annon
in 1974) is an acronym of the English words P-
permission, LI- limited information, SS- specific
suggestions, IT- intensive therapy and is used in
the counseling and treatment of sexual problems.
Most patients need the first two steps, which can
be performed by a GP without special education
in sexual health. If the sexual problem lasts lon-
ger than 6 months, occurs in at least 75% of sex-
ual intercourses and creates significant suffering
for the couple, it becomes a sexual dysfunction or
disorder. Many of them are successfully treated
by sex therapists and sexual health counselors,
such as: reduced or absent sexual desire in men
and women, anorgasmia in women, erectile dys-
function, premature and delayed ejaculation in
men and painful sexual intercourse (dyspareunia,
vulvodynia).

Conclusion: Regardless of one's own stance in
the domain of sexuality, a GP should be prepared

for a consultation in the domain of sexual health
at a basic level. He/she must respect the patient's
attitudes and affinities regarding sexuality, not
imposing his/her views, but only providing sci-
entifically based information.
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Uvod: Srcano zatajivanje (SZ) je klinicki sin-
drom karakteriziran tipicnim simptomima (za-
duha, edemi potkoljenica, umor, ...) koji su pra-
¢eni klinickim znacima (vlazni hropci, obostrani
edem potkoljenica, srcani Sum, nabrekle vratne
vene, lateralni pomak apeksa srca), uzrokovanom
strukturno i/ili funkcionalno bolesnim srcem, a
koje rezultira oslabljenim sr¢anim izgonom i/ili
porastom vrijednosti tlakova u srcu u mirovanju
ili u naporu. Prevalencija SZ je otprilike 1-2%
odrasle populacije u razvijenim zemljama, a ra-
ste na 210% kod starijih od 70 godina. U pro-
sjecnoj ordinaciji obiteljske medicine (OOM) u
Hrvatskoj moZe se ocekivati viSe od 20 bolesnika
sa SZ. Kod starijih od 65 godina koji se jave obi-
teljskom lijecniku zbog nedostatka zraka u napo-
ru, jedan od Sest imat ¢e neprepoznato SZ. Cilj
ovog rada je prikaz simptoma i znakova SZ koji
mogu povecati vjerojatnost postavljanja dijagno-
ze u OOM.

Rasprava: Simptomi SZ su Cesto nespecificni i
mogu se podijeliti u tri skupine; simptomi pre-
komjernog nakupljanje tekuéine (zastoj unatrag),
simptomi vezani uz kompenzaciju ili adaptaciju,
te simptomi koji su posljedica smanjene dopre-
me kisika tkivima (zastoj unaprijed). Potonje je
posebno tesko prepznati jer su nespecificni (npr.
blago kognitivno oSteenje, umor, usporen opo-
ravak nakon tjelesnog napora,...). Ovi, ali i svi
ostali, simptomi mogu biti prolazni, posebno u
ranoj fazi SZ. Ukoliko bolesnik zbog drugih ra-
zloga (npr. hipertenzije) ima u terapiji od ranije
propisan diuretik, znaci zastoja teku¢ine ne mo-
raju biti evidentni. Galopni ritam koji je specifi-
Can za ZS rijetko se nalazi kod nehospitaliziranih
pacijenata. Pomak apeksa srca prema lateralno
u poloZaju na lijevom boku ili tahikardija, kao
znaci adaptacije, su €eS¢i nalaz, ali ih je teZe ot-
kriti. Manje tipi¢an simptom, a relativno ¢est u
OOM je nalaz psikanja (engl. wheezing), a nalazi
se kod 35% bolesnika s akutnim ZS. Osobito je
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teSko prepoznati i protumaciti znakove u pretilih,
starijih i bolesnika s kroni¢nom pluénom boles¢u.
U usporedbi sa starijim, mladi bolesnici Cesto
imaju drugaciju etiologiju, klinicku sliku i ishod.
Za bolesnike koji se prvi put javljaju sa simp-
tomima ili znakovima, vjerojatnost SZ najprije
treba procijeniti temeljem bolesnikove prethod-
ne klinicke povijesti (npr. koronarna bolest srca,
arterijska hipertenzija, primjena diuretika), pri-
sutnih simptoma (npr. ortopneja), fizikalnog pre-
gleda (npr. bilateralni edemi, povecani jugularni
venski tlak, pomaknuti apikalni puls) i EKG-a u
mirovanju. Ukoliko nema odstupanja u niti jed-
nom od navedenog, SZ je malo vjerojatno i po-
trebno je razmotriti druge dijagnoze. Uz prisutan
ijedan patoloski pokazatelj potrebno je izmjeriti
natriuretske peptide u plazmi, kako bi se identi-
ficirali oni pacijenti kojima je potrebna ehokar-
diografija. Ona je indicirana uz vrijednosti iznad
referentnih, ali i uz nemjerljive razine. Akutno SZ
odnosi se na brzu pojavu ili pogorSanje simptoma
i/ili znakova bolesti srca. Klinicka klasifikacija
moZe se temeljiti na fizikalnom pregledu kako bi
se otkrila prisutnost klinickih simptoma/znakova
kongestije (‘mokri' naspram 'suhi') i/ili periferne
hipoperfuzije ('hladni' naspram 'topli'). Ova klasi-
fikacija moZe biti korisna za usmjeravanje terapi-
je u pocetnoj fazi i nosi prognosticke informacije.

Zakljucak: SZ je kompleksna bolest cija in-
cidencija i prevalencija stalno rastu. Lijecenje
podrazumijeva multidisciplinarnu skrb, a od li-
jecnika obiteljske medicine probiranje visoko
rizi¢nih, pravovremeno dijagnosticiranje i stalnu
redovitu kontrolu progresije SZ te koordiniranje
skrbi.
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Introduction: Heart failure (HF) is a clinical
syndrome characterized by typical symptoms
(shortness of breath, calf edema, fatigue, ...) ac-
companied by clinical signs (rales, bilateral calf
edema, heart murmur, swollen jugular veins, lat-
eral displacement of the cardiac apex), caused by
a structurally and/or functionally diseased heart,
which results in impaired cardiac output and/
or increased cardiac pressures at rest or during
exercise. The prevalence of HF is approximate-
ly 1-2% of the adult population in developed
countries, and increases to >10% in those over
70 years of age. In an average family medicine
practice (FPP) in Croatia, more than 20 patients
with HF can be expected. Among those over 65
years of age who present to their family doctor
due to shortness of breath during exercise, one in
six will have unrecognized HF. The aim of this
paper is to present the symptoms and signs of HF
that may increase the likelihood of diagnosing
HF in FP.

Discussion: Symptoms of CHF are often
non-specific and can be divided into three
groups; symptoms of excessive fluid accumu-
lation (backward failure), symptoms related to
compensation or adaptation, and symptoms that
are a consequence of reduced oxygen delivery
to the tissues (forward failure). The latter is par-
ticularly difficult to recognize because they are
non-specific (e.g. mild cognitive impairment,
fatigue, slow recovery after physical exertion,
...). These, as well as all other, symptoms may be
transient, especially in the early stages of CHF. If
the patient has previously been prescribed a di-
uretic for other reasons (e.g. hypertension), signs
of fluid retention may not be evident. The gallop
rhythm that is specific to CHF is rarely found in
non-hospitalized patients. Lateral displacement
of the apex of the heart in the left lateral position
or tachycardia, as signs of adaptation, are more
common findings, but are more difficult to detect.

A less typical symptom, and relatively common
in FPP, is wheezing, which is found in 35% of
patients with acute CHF. Signs are particularly
difficult to recognize and interpret in the obese,
elderly, and patients with chronic lung disease.
Younger patients often have a different etiology,
clinical presentation, and outcome than older pa-
tients. For patients presenting with symptoms or
signs of HF for the first time, the likelihood of HF
should be assessed based on the patient's previ-
ous clinical history (e.g., coronary artery disease,
hypertension, diuretic use), presenting symptoms
(e.g., orthopnea), physical examination (e.g., bi-
lateral edema, elevated jugular venous pressure,
displaced apical pulse), and resting ECG. If none
of these are abnormal, HF is unlikely and other
diagnoses should be considered. If any patholog-
ical markers are present, plasma natriuretic pep-
tides should be measured to identify patients who
require echocardiography. Echocardiography
is indicated for patients with values above the
reference range but also in case of undetectable
levels. Acute HF refers to the rapid onset or
worsening of symptoms and/or signs of cardiac
disease. Clinical classification can be based on
physical examination to detect the presence of
clinical symptoms/signs of congestion (‘'wet' vs.
'dry") and/or peripheral hypoperfusion (‘cold' vs.
'warm'). This classification can be useful to guide
therapy in the initial phase and carries prognostic
information.

Conclusion: HF is a complex disease with a
constantly increasing incidence and prevalence.
Treatment involves multidisciplinary care, with
screening of at-risk patients, timely diagnosis and
ongoing regular monitoring of the progression of
heart failure, and coordination of care by a family
physician.

REFERENCES: HIHTHTITITITITHNEn i nnnmm

1. 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. European

Heart Journal (2021) 42, 3599 3726

2. 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. European

Heart Journal (2016) 37, 2129-2200

3. Fonseca C. Diagnosis of heart failure in primary care. Heart Fail Rev 2006; 11: 95-107.

4. Kelder JC, Cramer MJ, van Wijngaarden J, van Tooren R, Mosterd A, Moons KGM, Lammers JW,
Cowie MR, Grobbee DE, Hoes AW. The diagnostic value of physical examination and additional
testing in primary care patients with suspected heart failure. Circulation 2011; 124:2865-2873

5. Metra M, Felker GM, Zaca V, Bugatti S, Lombardi C, Bettari L, Voors AA, Gheorghiade M, Dei
Cas L. Acute heart failure: multiple clinical profiles and mechanisms require tailored therapy. Int

J Cardiol 2010; 144:175-179



e P

Extended Abstract

8. Posteri

178



Extended Abstract
Posteri

B Dugotrajni bolovi uz negativne nalaze, sto dalje? Prikaz

sluéaja

Morena Bencié?,
Ivancica Pecek!

1. Specijalisticka
ordinacija obiteljske
medicine Ivancica
Pecek, dr. med.
specijalista obiteljske
medicine

179

Kljucne rijeci: kronic¢na bol u djece, fibromialgija

Adpresa za dopisivanje: Ivancica Pecek, Dragutina Golika 34A, 10000 Zagreb

E-adresa: ordinacijavoltino@gmail.com

ORCID: Morena Benci¢: https://orcid.org/0009-0007-7537-2377
Ivancica Pecek: https://orcid.org/0000-0002-3800-2648

Uvod s ciljem: Sindrom juvenilne fibromialgije
(JEMS) je kroni¢ni bolni sindrom koji se ocituje
difuznim muskuloskeletnim bolovima uz odsut-
nost bolesti u podlozi te osjetom boli pri palpa-
ciji viSestrukih tipi¢nih bolnih tofaka na tijelu,
dulje od 3 mjeseca. Dodatne karakteristike su
umor, kroni¢ne glavobolje, poremecaji raspo-
loZenja i subjektivni dojam otekline zglobova.
Bolest se najceSc¢e dijagnosticira u adolescentica,
a dijagnoza se temelji na anamnezi i klinickom
pregledu Promijenjena percepcija boli u JFMS
rezultat je pojacane ekscitabilnosti nociceptivnih
neuronskih krugova srediSnjeg Ziv€anog sustava
te promjena u Zivcanim vlaknima na periferiji.
Cilj ovog prikaza slucaja je prikazati pacijenta
koji ima intenzivne i dugotrajne simptome koji
su neobjasnjivi dijagnostickim pretragama.

Prikaz slucaja: Pacijentica je djevojCica od 11
godina. Zbog muskuloskeletnih bolova kojima
ne prethodi ozljeda prvi se put javila u ordinaciju
u 1. mj. 2021. g. Tada navodi bol u lijevom, a
povremeno i u desnom gleznju koja se intenzivi-
rala pri fizickoj aktivnosti. Rendgenom zglobova
iskljuCeno je postojanje prijeloma. Laboratorijski
nalazi krvne slike i upalnih parametara pokazali
su normalne vrijednosti. Pacijentica je upuc¢ena
djeCjem ortopedu, a zatim imunoreumatologu i na
MR lijevog gleznja. MR-om je ustanovljen manji
zglobni izljev u donjem noznom zglobu te plan-
tarna ganglion cista za koje djecji ortoped tvrdi
da ne mogu biti uzrokom tegoba koje pacijentica
osjeca. Uc¢injene dodatne pretrage (ANA, RF, an-
ti-CCP, feritin, IgM, IgG, IgA i HLA tipizacija)
bile su uredne osim pozitivnog HLA B7 lokusa.
Pacijentici je preporucena posteda od tjelesne
aktivnosti, vodenje dnevnika tegoba i uvodenje
NSAR u terapiju. Pri primjeni NSAR intenzitet
bolova joj se smanjivao no imala je potrebu za
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koriStenjem terapije vec¢inu dana u godini. Kako
su se tegobe ponavljale, pocetkom 2023. g. udi-
njene su troetapna scintigrafija skeleta, Ciji nalaz
ide u prilog dijagnozi kompleksnog regionalnog
bolnog sindroma, te artroskopska toaleta lijevog
noznog zgloba. U 6. mj. 2023. g. pacijentica se
po prvi put javlja s bolovima u svim zglobovi-
ma gornjih i donjih udova koji se pojavljuju na
par dana, a zatim regrediraju. Ja¢ina boli dovodi
ju do placa. U periodu 2022. — 2024. g. pacijen-
tica povremeno osjec¢a bolove zbog kojih se ne
moZe osloniti na noge te zbog toga ima povecani
broj izostanaka iz Skole i veci se broj puta javlja
u pedijatrijsku hitnu ambulantu te je u nekoliko
navrata i hospitalizirana na odijelu reumatologi-
je. Konacnu dijagnozu sindroma juvenilne fibro-
mialgije postavlja reumatolog krajem 2024. g. te-
meljem pacijenti¢ine medicinske dokumentacije
i fizikalnog pregleda. Pacijentici su savjetovani
psihoterapija, redovna aerobna fizicka aktivnost,
hidroterapija i akupunktura.

Rasprava: Od prvog javljanja pacijentice u am-
bulantu do postavljanja dijagnoze proslo je oko
3 godine $Sto je u skladu s literaturom prema ko-
joj pacijenti osjecaju tegobe tijekom viSe godina
prije nego dijagnoza JFMS bude postavljena.
Tijekom tog vremena pacijentica je prosSla broj-
ne pretrage i hospitalizacije koje za rezultat nisu
imale smanjenje tegoba. Mogu¢nosti lijecenja za-
sad su ogranicene, a temelje se na redovnoj tjele-
snoj aktivnosti i kognitivno-bihevioralnoj terapiji
(KBT) koja dokazano poboljSava funkcioniranje
oboljelih.

Zakljucak: Lijecnici bi se trebali viSe osloniti na
klinicki pregled te uz pomo¢ osnovne dijagno-
sticke obrade i prije nego se odluce za invazivne
dijagnosticke pretrage.
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Introduction with aim: Juvenile fibromyalgia
syndrome (JFMS) is a chronic pain syndrome
characterized by diffuse musculoskeletal pain
without an underlying disease, along with ten-
derness upon palpation of multiple typical tender
points for more than three months. Additional fea-
tures include fatigue, chronic headaches, mood
disturbances, and a subjective feeling of joint
swelling. The syndrome predominantly affects
adolescent girls, and the diagnosis is based on
medical history and clinical examination. Altered
pain perception in JFMS results from increased
excitability of nociceptive neuronal circuits in the
central nervous system and changes in peripheral
nerve fibers. The aim of this case report is to pres-
ent a patient with severe and persistent symptoms
that remain unexplained despite extensive diag-
nostic evaluations.

Case report: The patient is an 11-year-old girl
who first visited a general practice office in
January 2021 due to musculoskeletal pain with-
out a preceding injury. She reported pain in her
left ankle, occasionally affecting the right ankle,
which worsened with physical activity. X-rays
excluded fractures. Laboratory tests, including
complete blood count and inflammatory mark-
ers, were within normal ranges. The patient was
referred to a pediatric orthopedist, followed by
an immunorheumatologist, and underwent MRI
of the left ankle. MRI revealed a minor joint ef-
fusion in the subtalar joint and a plantar gangli-
on cyst, which the pediatric orthopedist deemed
insufficient to explain the symptoms. Additional
tests (ANA, RF, anti-CCP, ferritin, IgM, IgG,
IgA, and HLA typing) were normal, except for
a positive HLA-B7 locus. Recommendations in-
cluded rest from physical activity, maintaining a
symptom diary, and introducing NSAIDs. While

NSAIDs reduced the intensity of her pain, the
patient required them most days of the year. As
symptoms persisted, in early 2023, a three-phase
skeletal scintigraphy was performed, support-
ing the diagnosis of complex regional pain syn-
drome, followed by arthroscopic debridement of
the left ankle. In June 2023, the patient reported,
for the first time, pain in all joints of the upper
and lower extremities, lasting a few days and then
subsiding. The pain's intensity led her to tears.
Between 2022 and 2024, she intermittently ex-
perienced pain so severe that she was unable to
walk, resulting in frequent school absences and
numerous visits to pediatric emergency services,
with multiple hospitalizations in rheumatology
departments. A definitive diagnosis of juvenile fi-
bromyalgia syndrome was established by a rheu-
matologist in late 2024, based on her medical his-
tory and physical examination. The patient was
advised to begin psychotherapy, regular aerobic
physical activity, hydrotherapy, and acupuncture.

Discussion: Approximately three years elapsed
between the patient’s initial presentation and the
diagnosis, consistent with literature indicating
that patients endure symptoms for several years
before receiving a JFMS diagnosis. During this
time, the patient underwent numerous investiga-
tions and hospitalizations, none of which alle-
viated her symptoms. Treatment options remain
limited and rely on regular physical activity and
cognitive-behavioral therapy (CBT), which have
been proven to improve patient functioning.

Conclusion: Physicians should place greater reli-
ance on clinical examination and basic diagnostic
workup to establish a diagnosis early, rather than
opting for invasive diagnostic procedures.
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Uvod s ciljem. Parkinsonova bolest (PB) neu-
rodegenerativna je bolest koja se javlja u 1-2%
starije populacije. Glioblastom je najagresivniji i
najces¢i zlo¢udni tumor mozga u odraslih ljudi.
Koincidencija ovih bolesti rijetka je i slabo opi-
sana u literaturi. Cilj ovog rada je prikazati slucaj
pacijentice s PB-om kojoj je uslijed pogorSanja
osnovne bolesti neocekivano dijagnosticiran ma-
ligni tumor mozga.

Prikaz slucaja. SedamdesetSestogodiSnja bole-
snica javila se u ordinaciju obiteljske medicine u
pratnji supruga zbog dizurije i suprapubicne boli.
Inace boluje od PB-a i redovito uzima terapiju.
U anamnezi pacijentica se poZalila na pogorSanje
stanja, navodec¢i oteZan govor i kretanje, disfagi-
ju i gubitak apetita. Klini¢kim pregledom utvrde-
na je suprapubicna bol i gubitak tjelesne mase.
Neuroloskim pregledom utvrdena je izraZenija
bradikinezija u odnosu na posljednji kontrolni
pregled, pogorSanje hoda vrlo sitnim koracima uz
izraZeniji akinetski tremor i rigor desne strane. S
obzirom na pogorSanje stanja pacijentice, lije¢ni-
ca obiteljske medicine konzultirala je neurologa
koji je preporucio hitnu radiolosku obradu. CT
pretragom mozga otkrivena je tumorska tvorba,
zbog Cega je pacijentica hitno hospitalizirana te
je ucinjena dodatna obrada. MR-om mozga po-
tvrdena je lijevostrana temporalna supkortikalna
solidno-cisti¢na lezija veli¢ine 36x33 mm, s pe-
rifokalnim edemom koji se Sirio prema hipokam-
pusu i bazalnim ganglijima. Tjedan dana kasnije
ucinjena je kraniotomija s maksimalnom reduk-
cijom tumorskog tkiva. Pacijentica je otpuStena
ku¢i u dobrom op¢em stanju i upuéena na daljnje
onkoloSko lijecenje. PatohistoloSka analiza po-
tvrdila je tumor glioblastoma multiforme.

Rasprava. Opisani slucaj sadrzi nekoliko pose-
bitosti. Naime, PB i glioblastom imaju naizgled
suprotne patofizioloske mehanizme - dok PB

LITERATURA:

nastaje neurodegeneracijom neurona u bazalnim
ganglijima, glioblastom nastaje prekomjernom i
nezaustavljivom proliferacijom tumorski promi-
jenjenih glijalnih stanica. Medutim, istraZivanja
ukazuju na znacajnu ulogu mitohondrijske dis-
funkcije i oksidativnog stresa u nastanku obiju
bolesti, kao i na postojanje inverzno reguliranih
zajednickih genetskih puteva. Nadalje, zanimlji-
vo je da neka istraZivanja pokazuju pozitivnu ko-
relaciju izmedu PB-a i razvoja odredenih tipova
tumora, posebice melanoma i tumora mozga. S
druge strane, za ve¢inu ostalih tipova tumora do-
kazana je negativna korelacija, odnosno protek-
tivni u€inak PB-a na razvoj tumora, $to se naziva
»inverse cancer comorbidity“. Razlozi za ovu po-
javu nisu posve jasni, ali spominju se genetski i
okolisni ¢imbenici, kao i primjena nekih lijekova
(npr. levodope) te ucestalije radioloSke pretrage
mozga u pacijenata s PB-om. Konacno, klinicki
simptomi ovise o lokalizaciji glioblastoma. U
ovome slucaju tumor je bio lociran u temporal-
nom reznju, no perifokalni edem prosirio se sve
do hipokampusa i bazalnih ganglija izazivaju¢i
simptome nalik onima u PB-u. Kod ove bolesnice
su, osim glavobolje, izostali simptomi i znakovi
tipi¢ni za tumore mozga (kao Sto su povracanje,
epileptic¢ki napadaji i poremecaji stanja svijesti),
budu¢i da nije doSlo do poviSenja intrakranijal-
nog tlaka, ¢ime je dodatno oteZano postavljanje
dijagnoze.

Zakljucak. Iako drugacijeg mehanizma nastan-
ka, PB i glioblastom mogu se klinicki manifesti-
rati istim ili slinim simptomima i znakovima.
Ovim prikazom slucaja Zeli se naglasiti vaznost
pazljive procjene novonastalih ili naglo progre-
diraju¢ih simptoma u neuroloskih pacijenata.
Pravovremena dijagnoza i odgovarajuca terapija
mogu znacajno utjecati na prognozu i kvalitetu
Zivota bolesnika.
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Introduction with aim. Parkinson's disease
(PD) is a neurodegenerative disease that occurs
in 1-2% of the elderly population. Glioblastoma
is the most aggressive and most common malig-
nant brain tumor in adults. The co-occurrence of
these diseases is a rare phenomenon, poorly de-
scribed in the literature. The aim of this paper is
to present the case of a PD patient unexpectedly
diagnosed with a malignant brain tumor due to
worsening of the underlying disease.

Case report. A 76-year-old patient visited a
family medicine practice with her husband, com-
plaining of dysuria and suprapubic pain. She had
a history of PD and was taking medication reg-
ularly. In medical history, the patient complained
that her condition had worsened, reported diffi-
culties with speaking and moving, dysphagia and
loss of appetite. Clinical examination revealed
suprapubic pain and weight loss. Neurological
assessment showed increased bradykinesia com-
pared to her last check-up, worsening of short-
stepped gait, and more pronounced akinetic
tremor and rigidity on the right side. Given the
deterioration of patient's condition, the fami-
ly medicine physician consulted a neurologist
who recommended urgent radiological assess-
ment. Brain CT scan showed a mass, leading to
her urgent hospitalization for further evaluation.
Brain MRI confirmed a left temporal subcortical
solid-cystic lesion measuring 36x33 mm, with
perifocal edema extending to the hippocampus
and basal ganglia. A craniotomy with maximum
tumor reduction was performed a week later. The
patient was discharged in good general condition
and sent home for further oncological treatment.
Pathohistological examination revealed a glio-
blastoma multiforme tumor.

Discussion. This case presents several specif-
ic features. Namely, PD and glioblastoma have

seemingly opposite pathophysiological mech-
anisms — PD results from neurodegeneration of
basal ganglia neurons, whereas glioblastoma
arises from an excessive and uncontrolled pro-
liferation of tumor-altered glial cells. However,
research suggests that mitochondrial dysfunction
and oxidative stress play significant roles in the
development of both diseases. Studies also indi-
cate the existence of inversely regulated common
genetic pathways. Furthermore, some studies in-
terestingly show a positive correlation between
PD and the development of certain tumors, partic-
ularly melanoma and brain tumors. Conversely,
PD appears to have a protective effect against
most other cancers, which is known as "inverse
cancer comorbidity". The underlying causes re-
main unclear, but genetic and environmental
factors are suggested, as well as certain medica-
tions (e.g. levodopa), and increased radiological
brain assessments in PD patients. Finally, clinical
symptoms depend on glioblastoma localization.
In this case, the tumor was located in the tempo-
ral lobe, but perifocal edema extended to the hip-
pocampus and basal ganglia, inducing symptoms
resembling PD. Apart from headache, the patient
exhibited no typical brain tumor symptoms (such
as vomiting, seizures or impaired consciousness),
as intracranial pressure was not elevated, further
complicating the diagnostic process.

Conclusion. Although PD and glioblastoma have
distinct pathophysiological mechanisms, they
can clinically present with the same or similar
symptoms and signs. This case report highlights
the importance of a careful evaluation of new or
rapidly progressive symptoms in neurological pa-
tients. Timely diagnosis and adequate treatment
can significantly impact prognosis and patient's
quality of life.
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Uvod s ciljem: Pyoderma gangrenosum je reak-
tivna neinfektivna upalna dermatoza koja spada
u spektar neutrofilnih dermatoza. Osnovni uzrok
nije poznat, ali poznato je da se podlijeZe€a su-
stavna bolest nalazi u do 50% slucajeva, stoga je
potrebna Sira obrada pacijenta. U ovom prikazu
slucaju, rije€ je o 42-godisnjoj pacijentici, pret-
hodno zdravoj, s novonastalim bolnim ulceraci-
jama potkoljenica. Postavljena je sumnja na pyo-
dermu gangrenosum, uCinila se biopsija koZne
promjene te se dijagnoza potvrdila. Cilj je ovog
rada osvijestiti lijecnika obiteljske medicine da se
pravovremeno posumnja na dijagnozu pyoderme
gangrenosum koja je poprilicno nespecificna,
uciniti biopsiju rane, a nikako opezZan debridman
koZne promjene jer to moZe dovesti do pogorsa-
nja iste.

Prikaz slucaja: 42-godiSnja pacijentica je dosla
na pregled zbog koznih promjena desnog gleznja.
Prije 9 mjeseci naglo nastala manja ulceracija u
podrucju lijeve potkoljenice. Redovno se Cinila
toaleta rane, ali je primje¢eno da se pri agresiv-
nijem ¢iS¢enju rane i u¢injenom debridmanu po-
gorsa lokalni status. Ipak, nakon 2 mjeseca, ulkus
je postupno zacijelio. Sada ponovno naglo na-
stale koZne promjene desnog gleZnja, promjene
ne svrbe, osjeca blazu bolnost. Dosada zdrava, ne
trosi kronicne terapije. U dermatoloSkom statusu
isticali su se eritematozne papule desnog gleZnja,
palpabilno induracije, tamnija pigmentacija sre-
diSta promjena, bez znakova kroni¢ne venske/ar-
terijske insuficijencije. Bio je konzultiran derma-
tovenerolog te je dogovorno pacijentica upucena
njemu radi biopsije kozZe. Isto se ucinilo i prepo-
rucila se opSirnija obrada (fekalni kalprotektin,
autoantitijela, tumorski biljezi). Na kontrolnom
pregledu su kozZne promjene bile u pogorsanju,
bol se pojacala, formirala se jasna ulceracija u
medijalnom dijelu gleZnja s podminiranim rubom

LITERATURA:

te okolnom hiperemi¢nom zonom. PHD nalaz
postavlja sumnju na pyodermu gangrenosum.
1z laboratorijskih nalaza se izdvajala vrijednost
fekalnog kalprotektina (153 pg/g). Ordinirao se
prednizon 40 mg 1x dnevno uz gastroprotekciju,
uz postepeno sniZzavanje doze, ovisno o lokalnom
koZnom statusu.

Rasprava: Kod ove pacijentice su prethodno na-
stale koZne lezije postupno zarasle primjenom lo-
kalne toalete rane. Ponovna pojava lezija ukazuje
na recidivisticku prirodu bolesti. Obzirom da je
rijeC o naglo nastaloj bolnoj ulceraciji, pyoderma
gangrenosum je svakako spadala u diferencijal-
nu dijagnozu, a potvrdila se koZnom biopsijom.
Inace se prezentira iznimno bolnim eritema-
toznim promjenama, kasnije i ulceracijama, no u
ovom slucaju nije bilo jake bolnosti. Lezija moZe
biti precipitirana manjom traumom, fenomenom
poznatim kao "patergija". Pyoderma gangre-
nosum ostaje klinicka dijagnoza, iako biopsija
koZe moZe biti suportivna i govoriti u prilog bo-
lesti, glavna vrijednost biopsije koZe je iskljuci-
vanje drugih uzroka koZnih ulceracija.

Zakljucak: Do sada nema validiranih dijagno-
stickih klinickih ili patoloskih kriterija za dija-
gnosticiranje pyoderme gangrenosum, kao niti
nacionalnih ili internacionalnih smjernica za li-
jeCenje pa se uvelike oslanjamo na vlastito isku-
stvo, miSljenje eksperata i stupnju zahvacenosti
koZe. Jednom kad se potvrdi dijagnoza, zapoc-
ne se lijeCenje sistemskim kortikosteroidima uz
tendenciju smanjivanja doze ovisno o lokalnom
koZnom statusu. Zaklju¢no, nama kao lijecnicima
obiteljske medicine je posebno vazno prepoznati
pacijenta sa sumnjom na piodermu gangrenosum,
pravovremeno uputiti dermatovenerologu radi
biopsije koZe zbog potvrde dijagnoze, a nikako
ne Ciniti ekstenzivni debridman rane jer ¢e to do-
vesti do pogorSanja lokalnog statusa.
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Introduction with aim: Pyoderma gangrenosum is
a reactive non-infectious inflammatory dermatosis
that belongs to the spectrum of neutrophilic derma-
toses. The underlying cause is unknown, but it is
known that an underlying systemic disease is present
in up to 50% of cases, therefore a broader workup
of the patient is necessary. In this case report, we are
talking about a 42-year-old female patient, previous-
ly healthy, with newly developed painful ulcerations
of the lower legs. Surgical excision of the lesion was
performed, after which the local status deteriorated
and new skin lesions appeared on the lower legs.
Pyoderma gangrenosum was suspected, a biopsy of
the skin lesion was performed, and the diagnosis was
confirmed. The aim of this paper is to raise aware-
ness among family physicians to promptly suspect
the diagnosis of pyoderma gangrenosum, which is
quite non-specific, to perform a biopsy of the wound,
and not to perform extensive debridement of the skin
lesion, as this can lead to its worsening.

Case report: A 42-year-old female patient came
for an examination due to skin lesions on her right
ankle. 9 months ago, an ulceration suddenly ap-
peared in the area of her left calf. Wound care was
performed regularly, but it was noted that more ag-
gressive wound cleaning and debridement worsened
the local status. However, after 2 months, the ulcer
gradually healed. Now, skin lesions on her right ankle
suddenly appeared again, the changes do not itch, she
feels mild pain. So far, she is healthy, does not use
chronic therapies. In the dermatological status, ery-
thematous papules of the right ankle stood out, pal-
pable induration, darker pigmentation of the center of
the changes, without signs of chronic venous/arterial
insufficiency. A dermatovenerologist was consulted
and the patient was referred to him for a skin biopsy.
A biopsy of the skin lesions was performed and more
extensive diagnostic work-up was recommended (fe-
cal calprotectin, autoantibodies, tumor markers). At
the follow-up examination, the skin changes were

worsening, the pain intensified, a clear ulceration
formed in the medial part of the ankle with an un-
dermined edge and a surrounding hyperemic zone.
The biopsy finding is more specific this time and
raises the suspicion of pyoderma gangrenosum. The
value of fecal calprotectin (153 pg/g) was increased.
Prednisone 40 mg once a day was prescribed with
gastroprotection, with a gradual lowering of the dose,
depending on the local skin status.

Discussion: In this patient, previously occurring
skin lesions gradually healed with the use of local
wound dressings. The recurrence of lesions indi-
cates the recurrent nature of the disease. Given that
it is a sudden onset of painful ulceration, pyoderma
gangrenosum was certainly a differential diagnosis,
and was confirmed by skin biopsy. It usually presents
with extremely painful erythematous changes, later
ulcerations, but in this case there was no severe pain.
The lesion may be precipitated by minor trauma, a
phenomenon known as "pathergy”. Pyoderma gan-
grenosum remains a clinical diagnosis, although skin
biopsy can be supportive and suggestive of the dis-
ease, the main value of skin biopsy is the exclusion
of other causes of skin ulceration.

Conclusion: To date, there are no validated diagnos-
tic clinical or pathological criteria for the diagnosis
of pyoderma gangrenosum, nor are there any nation-
al or international treatment guidelines, so we rely
heavily on our own experience, expert opinion and
the degree of skin involvement. Once the diagnosis
is confirmed, treatment with systemic corticosteroids
is initiated with a tendency to reduce the dose de-
pending on the local skin status. In conclusion, it is
especially important for us as general practitioners to
recognize a patient with suspicion of pyoderma gan-
grenosum, promptly refer them to a dermatovenerol-
ogist for a skin biopsy to confirm the diagnosis, and
not to perform extensive debridement of the wound,
as this will lead to a worsening of the local status.
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Uvod s ciljem: Promjene koje ukazuju na pojavu
demencije najprije uoce ¢lanovi obitelji. SuZivot
starijih i mladih Cclanova obitelji ima velikih pred-
nosti i po koji nedostatak. Dugogodisnji zajed-
nicki Zivot omogucuje fino uocavanje promjena,
ali ima i opasnost da se na promjene privikne,
pa ih se ne uzima za ozbiljno. Cilj rada je ista-
knuti pozitivne elemente suZivota sa dementnom
osobom u ranom otkrivanju i svakodnevnom
funkcioniranju.

Rasprava: Odrasla sam u obitelji €iji je baka
¢lan, koji ima svoje mjesto i znacaj. Kao najmla-
da unuka razvila sam poseban odnos povjerenja,
pa sam preuzela ulogu ¢lana koji baki moZe ko-
municirati simptome demencije i nac¢ine svakod-
nevnog ,,suZivota“ s bolesti. Dementna osoba se
ne smije izolirati, potrebno je da se i dalje osje¢a
kao vaZan €lan obitelji. Stalno treba procjenjivati
mogucnosti i pred nju postavljati realne zahtijeve
i oCekivanja.

Intervencija: najceS¢e komunikacijske epizode
mogu se dogoditi na razliCite nacine.

1. Ne smije§ izlaziti iz ku¢e da se ne izgubis /
Idemo zajedno u Setnju

2. Stalno gubi§ stvari, ne moZemo stalno zbog
tebe biti u stresu / Svima se dogodi da neSto izgu-
be, pronaci ¢emo

3. Moras nositi ovu SOS ogrlicu oko vrata da bi
te kontrolirali / Poklanjam ti ovu narukvicu kao
znak ljubavi. Ako me zatrebas, stisni ovu tipku

4. ZaSto nam danas deseti puta pricas o djedu /
Hajde mi ispricaj ono o djedu, zaboravila sam
detalje

5. Sto Ce ti te kriZaljke, ionako niSta ne zna$ /
Hajde mi pomozi da rijeSim ovu kriZaljku

6. Ne kontaktiraj sa susjedima da ne misli da si
poludjela / Zovi na kavu prijateljicu iz mladosti

LITERATURA:

7. NiSta ne radi, jer ti to ne moZe$ / Ispeci nam
kolacice koje ti radis najbolje, ja ¢u pripremiti
smjesu po tvom receptu

Zakljucak: Vazno je u obitelji prepoznati kljuc-
nu osobu koja ima ulogu onoga tko demenciju
prepoznaje i na pravi nacin komunicira o bolesti.
Za to su potrebna specificna znanja koja prevazi-
laze okvire obiteljske skrbi i empatije. Preporuca
se da se svaka obitelj educira o znacima demen-
cije, suZivotu s dementnim osobama i moguéim
komplikacijama. Dobro je prepoznati klju¢nog
Clana obitelji koji ¢e na pozitivan nacin pristupiti
dementnom clanu, ste¢i povjerenje i predlagati
rjeSenja i odluke, koje nisu uvijek jednostavne ni
lagane.

1. Stambuk, A. i Ivan¢ié, I. (2022). (Anti)stigma osoba s demencijom. Ljetopis socijalnog rada, 29.

2. Scott KR, Barrett AM. Dementia syndromes: evaluation and treatment. Expert Rev Neurother.
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3. Chertkow H, Feldman HH, Jacova C, Massoud F. Definitions of dementia and predementia
states in Alzheimer’s disease and vascular cognitive impairment: consensus from the Canadian
conference on diagnosis of dementia. Alzheimers Res Ther. 2023 Jul 8;5(Suppl 1):S2. doi:
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Alzheimerovoj bolesti i drugim demencijama — 2015 [Internet]. U: Hui¢ T, ur. Zbornik saZetaka
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Introduction with aim: Changes that indicate
the onset of dementia are first noticed by family
members. The coexistence of older and younger
family members has great advantages and some
disadvantages. Living together for many years
allows for fine observation of changes, but there
is also the danger of he gets used to the chang-
es, so he doesn't take them seriously. The goal of
the work is to highlight positive elements coexis-
tence with a demented person in early detection
and daily functioning.

Discussion:

I grew up in a family of which my grandmother
is a member, which has its own place and sig-
nificance. As the youngest granddaughter, I de-
veloped a special relationship of trust, so I took
on the role of a member of the grandmother can
communicate the symptoms of dementia and
ways of daily "coexistence" with the disease. A
demented person should not be isolated, it is nec-
essary for him to continue to feel like an import-
ant member of the family. It is necessary to con-
stantly evaluate the possibilities and set realistic
demands and expectations before it. Intervention:
the most common communication episodes can
happen in different ways.

1. You must not leave the house to avoid getting
lost / Let's go for a walk together.

2. You keep losing things, we can't always be
stressed because of you / Everyone loses some-
thing, we will find.

3. You have to wear this SOS necklace around
your neck to be controlled / I'm giving you this
bracelet as a sign of love. If you need me, press
this button.

4. Why are you telling us about grandfather for
the tenth time today / Come on, tell me about
grandfather, I forgot details.

5. What do you do with crosswords, you don't
know anything anyway / Come on, help me solve
this crossword.

6. Don't contact your neighbors so they don't
think you've gone crazy / Invite a friend from
youth.

7. Do nothing, because you can't do it / Bake us
the cookies you do best, I'll prepare them mixture
according to your recipe.

Conclusion: It is important to recognize the key
person in the family who has the role of the one
who has dementia recognizes and communi-
cates about the disease in the right way. Specific
knowledge is required for this they go beyond the
framework of family care and empathy. It is rec-
ommended that every family be educated about
signs of dementia, coexistence with demented
persons and possible complications. It's good
to recognize a key family member who will ap-
proach the demented member in a positive way,
acquire trust and propose solutions and decisions,
which are not always simple or easy.
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Uvod s ciljem: Duboka venska tromboza gornjih
ekstremiteta (DVT) ¢ini 4-10% svih slucajeva
DVT-a, a klasificira se kao primarna te sekun-
darna, CeSca, koja je najcesSce posljedica ozljede
endotela centralnim venskim kateterom, srcanim
elektrostimulatorom ili uslijed intravenske zlou-
potrebe droga. Cilj je ovog rada prikazati sloZe-
nost pravovremenog prepoznavanja te otkrivanja
uzroka i lijeCenja pacijenta s DVT-om gornjih
ekstremiteta.

Prikaz slucaja: Pacijent u dobi od 69 godina
javio se u ambulantu obiteljske medicine zbog
oticanja desne ruke unatrag tjedan dana, Sto po-
vezuje s pojacanom fizickom aktivnosti. Nije
bio febrilan niti primjetio crvenilo na podrucju
ekstremiteta, oticanje je prvotno krenulo u po-
drucju podlaktice te se potom $irilo proksimalno,
popraceno bolovima. Zaduhu, pritisak u prsima i
krize svijesti nije manifestirao. Lijeci se od hiper-
lipidemije (rosuvastatin 20 mg 1x1) te je 2022.
ucinjena radikalna prostatektomija zbog karcino-
ma prostate. Klinickim pregledom ustanovljen je
povecan opseg desne nadlaktice (>3 cm u odnosu
na lijevu), uredne periferne pulzacije, osjet i mo-
torika, lokalizirana osjetljivost duZ toka dubokih
vena te vidljive kolateralne nevarikozne vene. U
statusu eupnoican, eukardan, RR 128/85 mm Hg,
EKG: fibrilacija atrija (FA), frekvencija 90/min,
lijeva elektrina osovina, bez znakova akutne
ishemije i hipetrofije. Pacijent je upucen na hit-
ni prijam gdje je obradom (d-dimeri 3,51 mg/L,
doppler vena) potvrdena dijagnoza te je hospi-
taliziran zbog duboke venske tromboze v.bra-
chialis desno i tromboflebitisa v.basilice te FA
nepoznatog trajanja. Dodatnom obradom u svrhu
razjasnjenja etiologije DVT-a zakljuceno je da se
radi o DVT-u provociranom fizickim naporom. U
sklopu obrade FA ucCinjen je ultrazvuk srca kojim
se verificirala dijastolicka disfunkcija I. stupnja,
reducirana kontraktilna sposobnost (EF 40-50%)
uz laboratorijski nalaz poviSenog NT-proBNP-a.
Zapoceto je lijeCenje direktnim oralnim antiko-
agulansom (DOAK), a u kratkotrajnoj anesteziji
ucinjena je uspjeSna sinkronizirana elektrokon-
verzija, nakon koje se pratio sinus ritam. Pacijent
je otpuSten s terapijom: rivaroksaban 15 mg 2x1

LITERATURA:

tri tjedna, potom 20 mg 1x1, perindopril 2 mg
1x1, bisoprolol 2,5 mg 1x1, dapagliflozin 10 mg
1x1 te rosuvastatin/ezetimib 20 mg 1x1.

Rasprava: Primarna duboka venska tromboza
gornjih ekstremiteta u 80% slucajeva poveza-
na je s intenzivnhom fizickom aktivnosti gor-
njeg dijela tijela, preteZno hiperabdukcijom.
Diferencijalnodijagnosticki u obzir dolazi akut-
ni celulitis, limfangitis, ruptura miSic¢a, vari-
kozne vene i povrSinski tromboflebitis. Prema
Wellsovoj ljestvici, pacijent ima veliku vjerojat-
nost za DVT te je preporuka uciniti D-dimere, a s
obzirom na poviSene vrijednosti, sljedeci je korak
doppler vena radi potvrde dijagnoze. Preboljela
maligna bolest nije bila ukljuena u Wellsove
kriterije zbog zavrSenog lijeCenja prije dvije go-
dine, no ucinjene su pretrage u svrhu iskljucenja
paraneoplasti¢nog sindroma. U lijeCenju se kori-
ste DOAK-i, a moguce ga je prekinuti nakon tri
mjeseca, s obzirom na provociraju¢i uzrok koji
nije viSe prisutan, $to u ovom slucaju nece biti
moguce zbog novootkrivene FA. Prilikom oda-
bira lijeka vaZno je razmotriti kontraindikacije,
komorbiditete te moguce nuspojave.

Zakljucak: Ovaj rad naglaSava vazZnost pravo-
vremenog prepoznavanja i dijagnostike rjedih
klinickih entiteta DVT-a u ambulanti obiteljske
medicine. Rana dijagnostika vazna je kako bi se
sprije¢ile moguce komplikacije plu¢ne embolije
i posttrombotskog sindroma, a u suradnji s bol-
nickim specijalistima nastavlja se dijagnostika,
lijecenje i pracenje pacijenta.

1.  Koethe Y, Bochnakova T, Kaufman CS. Upper Extremity Deep Venous Thrombosis: Etiologies,
Diagnosis, and Updates in Therapeutic Strategies. Semin Intervent Radiol. 2022 Dec 20;39(5):475-
482. doi: 10.1055/5-0042-1757937. PMID: 36561939; PMCID: PMC9767760.

2. NICE guidelines: Venous thromboembolic diseases: diagnosis, management and thrombophilia
testing, Published: 26 March 2020, https://www.nice.org.uk/guidance/ng158

3. Khan O, Marmaro A, Cohen DA. A review of upper extremity deep vein thrombosis. Postgrad
Med. 2021 Aug;133(supl):3-10. doi: 10.1080/00325481.2021.1892390. Epub 2021 Mar 8.
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Introduction with aim: Deep Venous
Thrombosis of the Upper Extremities (DVT) ac-
counts for 4-10% of all DVT cases and is classi-
fied into primary and secondary, the latter being
more common and usually resulting from endo-
thelial injury due to a central venous catheter, a
cardiac pacemaker, or intravenous drug abuse.
The aim of this paper is to highlight the complex-
ity of timely recognition, identifying the causes,
and treating a patient with upper extremity DVT.

Case report: A 69-year-old patient presented to
the family medicine clinic with swelling in the
right arm for the past week, which he linked to in-
creased physical activity. He was not febrile and
did not notice redness in the area of the extremity.
The swelling initially occurred in the forearm and
then spread proximally, accompanied by pain.
He did not experience shortness of breath, chest
pressure, or episodes of confusion. He was being
treated for hyperlipidemia (rosuvastatin 20 mg
once daily) and had undergone radical prostatec-
tomy in 2022 for prostate cancer. Clinical exam-
ination revealed an increased circumference of
the right upper arm (>3 cm compared to the left),
normal peripheral pulses, sensation, and motor
function, localized tenderness along the deep
vein course, and visible collateral non-varicose
veins. The patient was in a eupneic state, normal
heart rate, with blood pressure 128/85 mm Hg,
EKG showing atrial fibrillation (AF) with a heart
rate of 90/min, left electrical axis, no signs of
acute ischemia or hypertrophy. The patient was
referred for emergency admission, where diagno-
sis was confirmed through testing (D-dimers 3.51
mg/L, Doppler venous ultrasound), and he was
hospitalized due to deep venous thrombosis of the
right brachial vein and thrombophlebitis of the
basilic vein, along with AF of unknown duration.
Further testing to clarify the etiology of the DVT
concluded that it was induced by physical exer-
tion. As part of the AF evaluation, an echocardio-
gram revealed first-degree diastolic dysfunction,
reduced contractility (EF 40-50%), and elevated
NT-proBNP levels. Treatment with direct oral
anticoagulants (DOACs) was initiated, and suc-
cessful synchronized electrical cardioversion

was performed under short-term anesthesia, af-
ter which sinus rhythm was restored. The patient
was discharged with the following therapy: rivar-
oxaban 15 mg twice daily for three weeks, then
20 mg once daily, perindopril 2 mg once daily,
bisoprolol 2.5 mg once daily, dapagliflozin 10
mg once daily, and rosuvastatin/ezetimibe 20 mg
once daily.

Discussion: Primary deep venous thrombosis of
the upper extremities is associated with intense
upper body physical activity in 80% of cases,
particularly hyperabduction. Differential diagno-
ses include acute cellulitis, lymphangitis, muscle
rupture, varicose veins, and superficial throm-
bophlebitis. According to the Wells score, the
patient has a high probability of DVT, and it is
recommended to perform D-dimer testing. Due to
elevated values, the next step is Doppler venous
ultrasound to confirm the diagnosis. The patient's
past cancer was not considered in the Wells cri-
teria because treatment was completed two years
ago; however, tests were done to exclude a para-
neoplastic syndrome. Direct oral anticoagulants
(DOACsS) are used in treatment, and it may be
discontinued after three months if the provok-
ing cause is no longer present, which in this case
is not possible due to the newly diagnosed AF.
When selecting medication, it is important to
consider contraindications, comorbidities, and
potential side effects.

Conclusion: This paper emphasizes the impor-
tance of timely recognition and diagnosis of rarer
clinical entities of upper extremity DVT in the
family medicine setting. Early diagnosis is cru-
cial to prevent potential complications such as
pulmonary embolism and post-thrombotic syn-
drome, and in collaboration with hospital spe-
cialists, the diagnosis, treatment, and monitoring
of the patient continue.
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Uvod s ciljem. Porfirija je rijetka metabolicka
bolest koja nastaje zbog disfunkcije u biosintezi
hema, kljucne molekule za funkciju hemoglo-
bina. Ovisno o vrsti porfirije, simptomi mogu
biti vrlo razlic¢iti i mogu obuhvatiti neuroloske,
kozne ili oba tipa simptoma. Porfirija mozZe biti
nasljedna ili steCena, a simptomi Cesto pocinju
u odrasloj dobi. Ovaj slucaj prikazuje dijagnozu
porfirije kod muskarca u 38. godini Zivota, nakon
Sto su uobicajeni medicinski tretmani za bolove u
abdomenu i neuroloske simptome bili neucinko-
viti. Cilj prikaza je predstaviti dijagnosticki pro-
ces i terapijske opcije kod akutne intermitentne
porfirije (AIP), te podici svijest o vaznosti ranog
prepoznavanja rijetkih bolesti.

Prikaz slucaja. Muskarac, 38 godina, bez ozbilj-
nih bolesti u anamnezi, javlja se lije¢niku obitelj-
ske medicine jer unatrag godinu dana trpi bolove
u abdomenu, utrnulost i slabost u ekstremiteti-
ma, tremor, promjene raspoloZenja i primjecuje
koZne lezije u vidu crvenih bolnih mrlja. Iako
su standardne pretrage bile uredne, pronadeni su
povisSeni porfirini u krvi i urinu. Dijagnoza porfi-
rije je potvrdena genetskim testiranjem. Terapija
je ukljucivala izbjegavanje okidaca (alkohol,
izlaganje stresu, suncanje), pravilnu hidrataciju,
simptomatsko lijeCenje (analgetici, antiepilepti-
ci), te psiholoSku potporu.

Rasprava. Ovaj slucaj istiCe vaznost razmatra-
nja rijetkih bolesti, poput porfirije, ¢ak i kada su
standardni nalazi uredni. Kasno otkrivanje moZze
oteZati lijeCenje, stoga je kljucno uvaziti pacijen-
tovo stanje i povijest simptoma. U literaturi se
naglaSava kako rano prepoznavanje AIP-a moZe
znacajno poboljSati prognozu, smanjiti rizik od
napada i time poboljsati kvalitetu Zivota.

Zakljucak. Prikazani slucaj ukazuje na vaznost
pazljivog pristupa pacijentima s nespecifi¢nim
simptomima, te potrebu za sveobuhvatnim dija-
gnostickim postupkom. Kljucni aspekt uspjes-
nog lijeCenja ukljuCuje izbjegavanje okidaca,
pracenje metabolickih parametara, kao i psiho-
losku potporu za pacijente koji se suocavaju s

LITERATURA:

kroni¢nom bole$¢u. Ranom dijagnozom i pravil-
nim lijeCenjem moguce je smanjiti ucestalost i
intenzitet simptoma, ¢ime se poboljSava kvaliteta
Zivota pacijenata.
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Introduction with aim. Porphyria is a rare met-
abolic disorder caused by dysfunction in the
biosynthesis of heme, a critical molecule for
hemoglobin function. Depending on the type
of porphyria, symptoms can vary significantly
and may include neurological, dermatological,
or a combination of both types of symptoms.
Porphyria can be hereditary or acquired, with
symptoms often beginning in adulthood. This
case report describes the diagnosis of porphyria
in a 38-year-old man after conventional medical
treatments for abdominal pain and neurological
symptoms proved ineffective. The aim of this re-
port is to present the diagnostic process and ther-
apeutic options for acute intermittent porphyria
(AIP) and to raise awareness of the importance of
early recognition of rare diseases.

Case Report. A 38-year-old patient with no
significant medical history, consulted his pri-
mary care physician due to a year-long history
of abdominal pain, numbness, and weakness in
the extremities, tremors, mood changes, and the
appearance of red, painful skin lesions. Although
standard tests yielded normal results, elevat-
ed porphyrins were detected in his blood and
urine. The diagnosis of porphyria was confirmed
through genetic testing. Treatment included
avoiding triggers (alcohol, stress, sun exposure),
ensuring proper hydration, symptomatic manage-
ment (analgesics, antiepileptics), and psycholog-
ical support.

Discussion. This case highlights the importance
of considering rare diseases such as porphyr-
ia, even when standard test results are normal.
Delayed diagnosis can complicate treatment;
therefore, it is crucial to evaluate the patient’s
condition and symptom history thoroughly. The
literature emphasizes that early recognition of
AIP can significantly improve prognosis, reduce
the risk of attacks, and enhance quality of life.

Conclusion. The presented case underscores the
importance of a meticulous approach to patients
with nonspecific symptoms and the need for a

comprehensive diagnostic process. Key aspects
of successful treatment include avoiding triggers,
monitoring metabolic parameters, and providing
psychological support for patients coping with
a chronic condition. Early diagnosis and proper
management can reduce the frequency and se-
verity of symptoms, thereby improving patients'
quality of life.
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Uvod s ciljem. Poremecaj nesanice se definira
kao prevladavajuc¢e nezadovoljstvo kvantitetom
ili kvalitetom spavanja, uz poteskoce u uspav-
ljivanju, odrZavanju spavanja ili preranom ju-
tarnjem budenju, koje uzrokuju klinicki znacaj-
ne poteskoce u dnevnom funkcioniranju unato¢
odgovaraju¢im mogucnostima i okolnostima za
spavanje, a traje najmanje tri puta tjedno kroz tri
mjeseca. Nacin na koji konceptualiziramo nesa-
nicu (bilo kao simptom ili poremecaj), moZe zna-
Cajno utjecati na stope prevalencije, koje variraju
od oko 10% kada se promatra kao poremecaj do
30% kada se promatra kao simptom. LijeCenje
nesanice predstavlja izazov jer se Cesto prepi-
suju lijekovi poput benzodiazepina i sedativnih
antidepresiva, koji su ucinkoviti za kratkotrajnu
uporabu, ali mogu uzrokovati ovisnost i nuspo-
jave pri duljem uzimanju. Cilj prikaza slucaja
je razumjeti pravilne metode lijeCenja nesani-
ce kako bi se izbjegla nepotrebna ili dugotrajna
upotreba lijekova koji mogu uzrokovati ovisnost
i nuspojave.

Prikaz slucaja: Pacijent, roden 1997. godine, do-
sada zdrav, javio se zbog kroni¢ne nesanice pra-
Cene intenzivnom tjeskobom i depresivnim simp-
tomima koji su zapoceli nakon gubitka posla.
Zalio se na poteSkoce s uspavljivanjem i s ucesta-
lim no¢nim budenjima u trajanju od dulje od tri
mjeseca. Ove poteSkoce rezultirale su izraZzenim
osjecajem umora i iscrpljenosti tijekom dana, Sto
je utjecalo na njegovo raspoloZenje i sposobnost
obavljanja svakodnevnih aktivnosti. Pacijentu je,
u pokuSaju ublaZavanja simptoma nesanice, pre-
porucen diazepam u dozi 5 mg, no nakon mjesec
dana je dobio za nuspojavu palpitacije, te je lijek
iskljucen. Potom je ukljucen zolpidem u dozi 10
mg, no nije zamije¢eno klinickog poboljSanja.
Upucen je u ambulantu za poremecaje spava-
nja. Nakon uzimanja anamnesti¢kih podataka je
odreden indeks teZine nesanice, koji je iznosio
23 (klinicka nesanica). Preporuceno je zapoceti
kognitivno-bihevioralnom terapijom za nesanicu
(CBT-I). Nakon osam provedenih terapijskih tre-
tmana, pacijent prijavljuje znacajno poboljSanje

kvalitete spavanja, skracenje latencije uspavljiva-
nja i preranog budenja, smanjenje anksioznosti i
depresivnih simptoma te bolje sveukupno funkci-
oniranje. Vise ne koristi farmakoterapiju.

Rasprava. Prikazani sluaj pacijenta s nesa-
nicom, tjeskobom i depresijom jasno ilustrira
kako emocionalni stresori, poput gubitka posla,
mogu pokrenuti zacarani krug nesanice i nega-
tivnih emocija. LijeCenje nesanice zahtijeva ra-
zlikovanje primarne nesanice od one povezane s
komorbiditetima poput anksioznosti i depresije.
Farmakoterapija, poput benzodiazepina i sedativ-
nih antidepresiva, ogranicena je zbog rizika od
ovisnosti i nuspojava te pruZa samo kratkotrajno
ublaZavanje simptoma. Preporuke za dijagno-
stiku nesanice ukljucuju klinicki pregled s ana-
mnezom spavanja, koriStenje upitnika i dnevnika
spavanja, dok se polisomnografija koristi kod
sumnje na druge poremecaje spavanja. Europske
smjernice isticu CBT-I kao prvu liniju lijeCenja
kroni¢ne nesanice, uzivo ili digitalno. Za krat-
kotrajno lijecenje (do 4 tjedna) mogu se koristiti
benzodiazepini, agonisti benzodiazepinskih re-
ceptora, daridoreksant i sedativni antidepresivi,
dok se dugotrajna primjena razmatra oprezno.
Antagonisti oreksinskih receptora i melatonin
s produljenim otpuStanjem mogu se koristiti u
odredenim slucajevima, dok se lijekovi poput
antihistaminika, antipsihotika i fitoterapeutika ne
preporucuju.

Zakljucak. Brojni su izazovi u lijeCenju nesa-
nice, posebno kada je povezana s tjeskobom i
depresijom. Farmakoloski tretmani Cesto nisu
ucinkoviti dugorocno, dok se kognitivno-bihe-
vioralna terapija (CBT-I) pokazala kao uspjesna
metoda za rjeSavanje temeljnih uzroka nesanice.
Edukacija pacijenata i smanjenje oslanjanja na li-
jekove kljucni su za trajno poboljSanje kvalitete
sna i Zivota.
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Introduction with aim. Insomnia is defined as
a persistent dissatisfaction with the quantity or
quality of sleep, characterized by difficulty fall-
ing asleep, maintaining sleep, or waking up too
early in the morning. These difficulties must
cause clinically significant impairments in day-
time functioning despite adequate opportunities
and circumstances for sleep and persist at least
three times a week for three months. The way
insomnia is conceptualized—whether as a symp-
tom or a disorder—can significantly influence
prevalence rates, which range from approximate-
ly 10% when viewed as a disorder to 30% when
regarded as a symptom. Treating insomnia poses
a challenge because medications such as benzo-
diazepines and sedative antidepressants, although
effective for short-term use, can lead to depen-
dency and side effects with prolonged usage. The
aim of this case report is to understand proper
methods for treating insomnia to avoid unnec-
essary or prolonged use of medications that may
cause dependency and adverse effects.

Case report. A patient born in 1997, previously
healthy, presented with chronic insomnia accom-
panied by intense anxiety and depressive symp-
toms following job loss. He reported difficulties
falling asleep and frequent nighttime awakenings
lasting over three months. These issues resulted
in pronounced fatigue and exhaustion during the
day, affecting his mood and ability to perform
daily activities. To alleviate the symptoms of in-
somnia, the patient was initially prescribed diaz-
epam at a dose of 5 mg. However, after a month,
he experienced palpitations as a side effect, and
the medication was discontinued. Subsequently,
zolpidem at a dose of 10 mg was introduced,
but no clinical improvement was observed. The
patient was referred to a sleep disorder clinic.
Following an anamnesis, the Insomnia Severity
Index was determined to be 23 (clinical insom-
nia). Cognitive-behavioral therapy for insomnia
(CBT-I) was recommended. After eight therapy
sessions, the patient reported significant improve-
ments in sleep quality, a reduction in sleep onset

latency and early awakenings, decreased anxi-
ety and depressive symptoms, and better overall
functioning. He no longer uses pharmacotherapy.

Discussion. This case of a patient with insomnia,
anxiety, and depression clearly illustrates how
emotional stressors, such as job loss, can initiate
a vicious cycle of insomnia and negative emo-
tions. Treating insomnia requires distinguishing
primary insomnia from insomnia associated with
comorbidities such as anxiety and depression.
Pharmacotherapy, including benzodiazepines
and sedative antidepressants, is limited by risks
of dependency and side effects and provides only
short-term symptom relief. Recommendations
for diagnosing insomnia include clinical evalua-
tion with a sleep history, the use of questionnaires
and sleep diaries, while polysomnography is uti-
lized when other sleep disorders are suspected.
European guidelines emphasize CBT-I as the
first-line treatment for chronic insomnia, whether
delivered in-person or digitally. For short-term
treatment (up to four weeks), benzodiazepines,
benzodiazepine receptor agonists, daridorexant,
and sedative antidepressants can be used, while
long-term use is approached with caution. Orexin
receptor antagonists and extended-release mela-
tonin may be used in certain cases, while medica-
tions such as antihistamines, antipsychotics, and
phytotherapeutics are not recommended.

Conclusion. There are numerous challenges in
treating insomnia, particularly when associated
with anxiety and depression. Pharmacological
treatments are often not effective long-term,
whereas cognitive-behavioral therapy (CBT-I)
has proven to be a successful method for address-
ing the underlying causes of insomnia. Patient
education and reducing reliance on medications
are crucial for achieving lasting improvements in
sleep quality and overall quality of life.
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Uvod s ciljem: Tinitus je Cest poremecaj uzro-
kovan mnogim c¢imbenicima. Otoloski proble-
mi, posebice gubitak sluha, najceS¢i su uzroci
subjektivnog tinitusa. Objektivni tinitus obicno
je uzrokovan vaskularnim abnormalnostima ka-
rotidne arterije ili jugularnog venskog sustava.
Pocetna procjena tinitusa obuhvaca temeljitu
anamnezu, pregled glave i vrata i audiometrij-
sko testiranje kako bi se utvrdila temeljna etio-
logija. Jednostrani ili pulsirajui tinitus moze biti
uzrokovan ozbiljnijim patoloskim procesima i
obicno zahtijeva specijalizirano audiometrijsko
testiranje i radioloske studije. Intrakranijalne
aneurizme su lokalne dilatacije u cerebralnim
arterijama koje dominantno zahvacaju Willisov
krug. Javljaju se u otprilike 2-5% odraslih osoba
i sklone su rupturama, $to moZe dovesti do suba-
rahnoidalnog krvarenja (SAH), vrste hemoragic-
nog mozdanog udara. Zbog ranog pocetka i lose
prognoze, SAH ¢ini > 25% izgubljenih godina za
sve Zrtve moZdanog udara mlade od 65 godina.
Cilj prikaza je ukazati na vaznost uzimanja dobre
anamneze, detaljnog fizikalnog pregleda, zajedno
s odgovaraju¢im slikovnim metodama za utvrdi-
vanje temeljnog uzroka tinitusa, te usmjerenog
pristupa prema pacijentu u rjeSavanju problema
s ciljem otklanjanja ozbiljnih patoloskih procesa.

Prikaz slucaja: Pacijentica u dobi 40 godina
dolazi u ordinaciju obiteljske medicine u rujnu
2024. godine zbog osjecaja pulsiranja u lijevom
uhu u trajanju od jedan dan. Do sada nije teZe
bolovala, bivsi je pusac, alkohol ne konzumira.
Afebrilna, negira sekreciju iz uha, bolnost uha i
tegobe sa sluhom. Nos je prohodan, ne curi i ne-
gira glavobolju. U klinickom statusu otoskopski
nalaz je uredan, Zdrijelo je mirno, na palpaciju
oba temporomandibularna zgloba su bezbolna.
Akcija srca je ritmiCna, tonovi jasni, Sumove ne
Cujem. Auskultatorno na plu¢ima uredan Sum di-
sanja. Nad karotidama bez prisutnih patoloskih
Sumova. Vrijednost tlaka je bila 125/90 mm Hg,
puls 90/min, EKG nalaz je uredan. Pacijenticu
se upucuje na pregled neurologu uz preporu-
ke redovite evidencije tlaka, pulsa i tegoba.
Neurolog preporuc¢uje MR mozga s TOF angi-
ografijom intrakranijskih krvnih Zila kojim se
utvrduje aneurizma oftalmicke grane lijeve ACI,
veli¢ine 4x3 mm i preporucio je daljnju obrada.
Neuroradiolog je indicirao endovaskularni zahvat

embolizacije aneurizme. Pacijentica je traZila mi-
Sljenje neurokirurga o eventualnom operativnom
zahvatu za koji se trenutno ne odlucuje. Tijekom
hospitalizacije radi lijeCenja asimptomatske ane-
urizme, lijecnici su konzilijarno donijeli odluku
za pracenje aneurizme s kontrolnom MR mozga
s TOF angiografijom intrakranijskih krvnih Zila
u periodu od 6-12 mjeseci uz kontrole ¢imbenika
rizika.

Rasprava: Retrospektivne studije pokazuju da
stope intrakranijalnih aneurizmi i arteriovenskih
malformacija u skupini s pulsiraju¢im tinitusom
sugeriraju da bi vaskularne lezije mogle biti slu-
Cajni nalazi, a ne uzroci pulsiraju¢eg tinitusa,
te su pokazale da su bile usporedive s onima u
normalnoj populaciji. Preporucuje se evaluacija
ucinkovitosti novih smjernica Nacionalnog in-
stituta za zdravlje i izvrsnost skrbi u ispitivanju
pulsirajuceg tinitusa. Druge studije su pokazale
da su osobe s jednim ili viSe oboljelih srodnika
u prvom koljenu s aneurizmatskim subarahno-
idnim krvarenjem i pacijenti s autosomno domi-
nantnom policistiénom bubreZznom boles¢u kan-
didati za probir na nerupturirane intrakranijalne
aneurizme. Druga skupina osoba koja moZe imati
koristi od probira su osobe >35 godina koje puse
i imaju hipertenziju, ali prevalencija nerupturi-
ranih intrakranijalnih aneurizmi u takvih osoba i
ucinkovitost i isplativost probira u ovoj skupini
joS nije poznata. Potrebna su daljnja istraZivanja
kako bi se identificirale osobe s niskim ili viso-
kim rizikom razvoja i rupture aneurizme unutar
do sada identificiranih skupina u svrhu poboljsa-
nja ucinkovitosti probira.

Zakljucak: Tinitus je simptom koji se pojavljuje
u 10-15 % populacije. Vrlo je Cest razlog posjete
ordinacijama obiteljske medicine. S obzirom na
brojne uzorke tinitusa, vazno je napomenuti kako
je potrebno napraviti lije¢nicku evaluaciju u slu-
¢aju simptoma upozorenja kao $to su jednostrani
ili pulsirajudi tinitus, te prisutnost neuroloskih
simptoma. Ako se utvrdi da je tinitus povezan s
postojanjem aneurizme, klju¢no je pacijenta pra-
vovremeno uputiti radi procjene rizika od rupture
aneurizme te donoSenje odluke o odgovaraju¢em
lijeCenju, s obzirom na visoku prevalenciju smrt-
nosti i stope invaliditeta nakon rupture.
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Introduction with aim: Tinnitus is a common dis-
order caused by many factors. Otologic problems,
especially hearing loss, are the most common causes
of subjective tinnitus. Objective tinnitus is usually
caused by vascular abnormalities of the carotid ar-
tery or jugular venous system. The initial evaluation
of tinnitus includes a thorough history, head and
neck examination, and audiometric testing to deter-
mine the underlying etiology. Unilateral or pulsatile
tinnitus can be caused by more serious pathological
processes and usually requires specialized audio-
metric testing and radiological studies. Intracranial
aneurysms are local dilatations in the cerebral ar-
teries that predominantly affect the circle of Willis.
They occur in approximately 2-5% of adults and are
prone to rupture, which can lead to subarachnoid
hemorrhage (SAH), a type of hemorrhagic stroke.
Due to its early onset and poor prognosis, SAH ac-
counts for > 25% of years lost for all stroke victims
under the age of 65. The goal of the case report is to
point out the importance of taking a good medical
history, a detailed physical examination, together
with appropriate imaging methods to determine the
underlying cause of tinnitus, and a directional ap-
proach to the patient in solving problems with the
aim of eliminating serious pathological processes.

Case report: A 40-year-old female patient presents
to the family medicine office in September 2024
due to a feeling of pulsation in her left ear lasting
one day. So far, she has not been seriously ill, she
is a former smoker, she does not consume alcohol.
Afebrile, denies ear discharge, ear pain and hearing
problems. The nose is passable, does not leak and
negates the headache. In the clinical status, the oto-
scopic findings are normal, the pharynx is calm, and
both temporomandibular joints are painless on pal-
pation. The action of the heart is rhythmic, the tones
are clear, I do not hear any murmurs. Auscultation
sound of breathing on the lungs is normal. Over
the carotids without pathological murmurs pres-
ent. The blood pressure value was 125/90 mm Hg,
pulse 90/min, ECG results were normal. The pa-
tient is referred for examination by a neurologist
with recommendations for regular records of blood
pressure, pulse and complaints. The neurologist rec-
ommended MR of the brain with TOF angiography
of intracranial blood vessels, which determined the
aneurysm of the ophthalmic branch of the left ACI,
size 4x3 mm, and recommended further treatment.

The neuroradiologist indicated an endovascular
procedure for embolization of the aneurysm. The
patient sought the opinion of a neurosurgeon about
a possible surgical intervention, which is currently
not decided upon. During the hospitalization for the
treatment of an asymptomatic aneurysm, the doctors
made a conciliatory decision to monitor the aneu-
rysm with control MR of the brain with TOF angi-
ography of intracranial blood vessels for a period of
6-12 months with control of risk factors.

Discussion: Retrospective studies show that rates of
intracranial aneurysms and arteriovenous malforma-
tions in the pulsatile tinnitus group suggest that vas-
cular lesions may be incidental findings rather than
causes of pulsatile tinnitus, and have been shown to
be comparable to those in the normal population.
An evaluation of the effectiveness of the new guide-
lines from the National Institute for Health and Care
Excellence in the examination of pulsatile tinnitus
is recommended. Other studies have shown that
individuals with one or more affected first-degree
relatives with aneurysmal subarachnoid hemorrhage
and patients with autosomal dominant polycystic
kidney disease are candidates for screening for un-
ruptured intracranial aneurysms. Another group of
people who may benefit from screening are people
>35 years of age who smoke and have hyperten-
sion, but the prevalence of unruptured intracranial
aneurysms in such people and the efficiency and
cost-effectiveness of screening in this group are not
yet known. Further research is needed to identify
individuals at low or high risk of aneurysm develop-
ment and rupture within the groups identified so far
in order to improve the effectiveness of screening.

Conclusion: Tinnitus is a symptom that occurs in
10-15% of the population. It is a very common rea-
son for visiting family medicine offices. Considering
the numerous patterns of tinnitus, it is important to
note that it is necessary to make a medical evalua-
tion in case of warning symptoms such as unilateral
or pulsatile tinnitus, and the presence of neurolog-
ical symptoms. If it is determined that tinnitus is
associated with the existence of an aneurysm, it is
crucial to refer the patient in a timely manner to as-
sess the risk of rupture of the aneurysm and to make
a decision on the appropriate treatment, considering
the high prevalence of mortality and disability rates
after rupture.
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Uvod s ciljem: Sindrom vrucice nepoznatog
uzroka (VNU) karakterizira kod bolesnika vruéi-
cu od 38,3 C koja se javlja u nekoliko prigoda u
trajanju od najmanje tri tjedna, a Cija je etiologija
nepoznata unato€ poduzetim dijagnostickim po-
stupcima. Uzroci tog sindroma mogu biti infek-
toloSke bolesti, reumatoloSke bolesti i maligne
bolesti te heterogena skupina bolesti od kojih su
u toj skupini najceSc¢e sarkoidoza i vru¢ica zbog
upotrebe psihoaktivnih tvari ili droga. Jedan od
Cestih uzroka iz skupine malignih bolesti su lim-
fom, leukemija i karcinom bubrega. Sindrom vru-
Cice nepoznatog uzroka, iako rjede, mozZe se javiti
i kod drugih malignih stanja poput kolorektalnog
karcinoma, hepatocelularnog karcinoma, gliobla-
stoma, karcinoma jajnika, karcinoma guSterace i
karcinoma pluca te metastatske bolesti. Cilj ovog
prikaza slucaja je upoznati lije¢nike s jednim od
malignih uzroka vrucice nepoznatog uzroka.

Prikaz slucaja : 71-godisnji bolesnik javlja se
lije¢niku obiteljske medicine pocetkom 2024.
godine zbog gubitka tjelesne teZine i opce slabo-
sti. Prethodno je u nekoliko navrata imao blago
poviSenu tjelesnu temperaturu. Inace boluje od
Secerne bolesti tip 2, dislipidemije i hiperplazi-
je prostate te redovito uzima propisanu terapiju.
Otac mu je umro od karcinoma prostate, a majka
od karcinoma pluca. Bolesnikov fizikalni nalaz je
bio neupadan te su ucinjeni laboratorijskih nala-
zi, koji su pokazali poviSenu razinu C-reaktivnog
proteina (67,4 mg/L) uz porast leukocita s blagim
skretanjem u lijevo i trombocitozom koja je izno-
sila 578 x109/L te gama glutamil transferazom
(GGT) (79 U/L) dok biokemijska analiza urina
pokazala je akutnu upalu mokra¢nog mjehura
zbog Cega je ordiniran antibiotik. Bolesnik je
imao i sideropeni¢nu anemiju (hemoglobin 125
g/L, hematokrit 0,383 L/L, Zeljezo 4,7 uml/L) uz
negativan test na okultno krvarenje. Na kontrol-
nom pregledu, unato¢ provedenoj antibiotskoj
terapiji nije doSlo do pada upalnih parameta-
ra, ve¢ do porasta C-reaktivnog proteina (82,4
mg/L) uz to bile su poviSene vrijednosti prostata

LITERATURA:

- specifi¢nog antigena (PSA) (51,40 ug/L) te je
upucen na daljnju urolosku obradu koja je doka-
zala metastatsku bolest karcinoma prostate.

Rasprava: Kod karcinoma prostate s metastat-
skom bolesti jedan od prvih znakova moze biti
vruéica nepoznatog uzroka zbog sistemskog
upalnog odgovora. U literaturi je do sada opi-
sano svega nekoliko takvih sluc¢aja. PSA moze
biti poviSen kod maligne bolesti kao i u akutnom
prostatitisu. Digitorektalni pregled prostate u tom
sluaju moZze nam biti od koristi u postavljanju
sumnje na mogucu dijagnozu. Svakako je potreb-
no uciniti detaljnu obradu kod takvih bolesnika.

Zakljucak: Kod bolesnika sa simptomima upale
mokracnih puteva uz pojavu vrucice i poviSenog
PSA treba uvijek pratiti tijek bolesti kako bi se
pravovremeno postavilo dijagnozu i iskljucilo
mogucnost da se radi o malignoj bolesti.
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Introduction with aim: Fever of unknown ori-
gin (FUO) is characterized by a fever of 38.3 oC
in patients, which occurs on several occasions
lasting at least three weeks, and whose etiology
is unknown despite the diagnostic procedures
undertaken. The causes of this syndrome can be
infectious diseases, rheumatological diseases and
malignant diseases, as well as a miscellaneous
group of diseases, of which the most common are
sarcoidosis and fever due to the use of psycho-
active substances or drugs. One of the frequent
causes from the group of malignant diseases is
lymphoma, leukemia and kidney cancer. Fever
syndrome of unknown origin, although less
common, can also occur in other malignant con-
ditions such as colorectal cancer, hepatocellular
carcinoma, glioblastoma, ovarian cancer, pancre-
atic cancer, lung cancer, and metastatic disease.
The goal of this case report is to familiarize doc-
tors with one of the malignant causes of fever of
unknown origin.

Case report: 71-year-old patient presented to
a family medicine doctor at the beginning of
2024 due to weight loss and general weakness.
Previously, he had a slightly elevated body tem-
perature on several occasions. Otherwise, he
suffers from type 2 diabetes, dyslipidemia and
prostatic hyperplasia and regularly takes the
prescribed therapy. His father died of prostate
cancer, and his mother died of lung cancer. The
patient's physical findings were unremarkable,
and laboratory findings were performed, which
showed an elevated level of C-reactive protein
(67.4 mg/L) with an increase in leukocytes with a
slight shift to the left and thrombocytosis, which
was 578 x109/L, and gamma glutamyl trans-
ferase (GGT) (79 U/L), while the biochemical
analysis of urine showed acute inflammation of
the urinary bladder, for which an antibiotic was
prescribed. The patient also had sideropenic ane-
mia (hemoglobin 125 g/L, hematocrit 0.383 L/L,
iron 4.7 uml/L) with a negative test for occult
bleeding. At the follow-up examination, despite

the antibiotic therapy, there was no decrease in
inflammatory parameters, but an increase in
C-reactive protein (82.4 mg/L), in addition, there
were elevated prostate-specific antigen (PSA)
values (51.40 ug/L ) and was referred for further
urological treatment, which proved metastatic
prostate cancer.

Discussion: In prostate cancer with metastat-
ic disease, one of the first signs can be fever of
unknown origin due to a systemic inflammatory
response. So far, only a few such cases have been
described in the literature. PSA can be elevated in
malignant disease as well as in acute prostatitis.
In this case, a digital rectal examination of the
prostate can be useful in casting doubt on a pos-
sible diagnosis. It is certainly necessary to do a
detailed treatment in such patients.

Conclusion: In patients with symptoms of uri-
nary tract inflammation along with fever and
elevated PSA, the course of the disease should
always be monitored in order to make a timely
diagnosis and exclude the possibility that it is a
malignant disease.
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Uvod s ciljem. Dijabetes mladih s kasnijim
pocetkom tip 5 (engl. Maturity-onset diabetes of
the young tip 5 (MODY5)) rijedak je oblik di-
jabetesa koji Cesto izmice prepoznavanju zbog
svojih nespecificnih simptoma. Ova bolest se
obicno javlja zbog mutacija gena, no dijagnoza je
Cesto izazovna jer je poremecaj rijedak, a simp-
tomi nisu uvijek ociti. Cilj ovog prikaza slucaja
je prikazati dijagnosticke izazove i vaznost pra-
vovremenog prepoznavanja MODY5, posebno u
kontekstu dijabetesa i povezanih komplikacija.

Prikaz slucaja: Muskarac,28 godina, obratio se
svom lijecniku obiteljske medicine zbog ponav-
ljanih epizoda mucnine, povracanja, nadutosti i
bolova u trbuhu koji su trajali Sest mjeseci. Osim
toga, imao je simptome poput Zedi, ucestalog mo-
krenja i umora ve¢ Sest godina, Sto je dovelo do
dijagnoze dijabetesa tip 1 u drugoj bolnici. Bio
je lijeCen inzulinom, medutim, Cesto je hospita-
liziran zbog dijabeticke ketoacidoze (DKA) za
koju se ispostavilo da je posljedica nepravilnog
uzimanja inzulina. K.L. je takoder imao kompli-
kacije poput sloZenih cisti na bubrezima i pro-
stati, kao i agenezu dorzalnog pankreasa. Nakon
daljnjih testiranja, ukljucuju¢i gensko testiranje,
dijagnosticiran mu je sindrom 17q12 delecije,
Sto je izazvalo promjene u njegovoj endokrinoj
funkciji.

Rasprava: MODY5 rijetka je bolest koja se tes-
ko dijagnosticira jer cesto nalikuje drugim vr-
stama dijabetesa, a posebice dijabetesu tip 1. U
ovom slucaju, K.L. je bio pogresno dijagnostici-
ran zbog smanjenih funkcija otocica i Cestih epi-
zoda ketoacidoze. Medutim, dodatna ispitivanja
otkrila su agenezu pankreasa i druge abnormal-
nosti koje su upucivale na genetski uzrok bole-
sti. Genetske analize su pokazale mutaciju koja
ukljucuje 17q12 regiju, Sto ukazuje na sindrom
17q12 delecije. Ovaj slucaj istiCe vaZnost raz-
matranja rijetkih genetskih uzroka dijabetesa u
pacijenata s atipi¢nim prezentacijama simptoma.
U ovome slucaju, upravo je manjak pankreatic-
nih enzima zbog ageneze dorzalnog pankreasa
uzrokovao nestabilne razine glukoze u krvi, a
time i oteZano doziranje inzulinom zbog kojeg
su epizode ketoacidoze bile ucestale. Pacijentu
K.L nuZno je bilo nadomjestiti enzime kako bi

LITERATURA:

inzulin bio pravilno doziran i kao takav u mogu¢-
nosti ostvariti svoj uc¢inak. Ilako MODY5 obi¢no
ne izaziva ozbiljne simptome u mladih osoba,
dijagnoza i pravovremeno lijecenje kljucni su za
sprje¢avanje komplikacija.

Zakljucak. Pacijentu je dijagnosticiran MODY5
kao dio sindroma 17q12 delezije, Sto je prosirilo
spektar genetskih uzroka dijabetesa. Ovaj slucaj
naglasava vazZnost sveobuhvatne dijagnosticke
obrade u pacijenata s atipi¢nim ili neadekvatno
kontroliranim dijabetesom. Pravovremena ge-
netska analiza moZe pomoc¢i u postavljanju to¢ne
dijagnoze, optimizaciji terapije i pruZanju odgo-
varajuce podrske pacijentovoj obitelji.

1. Xin S, Zhang X. Case Report: Diabetes mellitus type MODY?5 as a feature of 17q12 deletion
syndrome with diabetic gastroparesis. Front Endocrinol (Lausanne). 2023 Nov 14;14:1205431.
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Introduction with objective. Maturity-onset di-
abetes of the young type 5 (MODYJ5) is a rare
form of diabetes often overlooked due to its
nonspecific symptoms. This condition typically
results from genetic mutations, but diagnosis is
often challenging because the disorder is rare and
symptoms are not always apparent. The aim of
this case report is to highlight the diagnostic chal-
lenges and the importance of timely recognition
of MODYS5, particularly in the context of diabe-
tes and associated complications.

Case report. Male, 28-year-old consulted his
family physician for recurrent episodes of nau-
sea, vomiting, bloating, and abdominal pain last-
ing six months. Additionally, he had experienced
symptoms such as thirst, frequent urination, and
fatigue for six years, which led to a diagnosis of
type 1 diabetes at another hospital. He was treat-
ed with insulin but was frequently hospitalized
due to diabetic ketoacidosis (DKA), which was
later found to be caused by irregular insulin ad-
ministration. K.L. also had complications such
as complex cysts in the kidneys and prostate, as
well as dorsal pancreas agenesis. Further testing,
including genetic analysis, led to a diagnosis of
17912 deletion syndrome, which caused alter-
ations in his endocrine function.

Discussion. MODY?5 is a rare disease that is dif-
ficult to diagnose as it often mimics other types of
diabetes, particularly type 1 diabetes. In this case,
K.L. was misdiagnosed due to impaired islet cell
function and frequent episodes of ketoacidosis.
However, additional investigations revealed pan-
creatic agenesis and other abnormalities pointing
to a genetic cause of the disease. Genetic analyses
identified a mutation involving the 17q12 region,
indicating 17q12 deletion syndrome. This case
highlights the importance of considering rare ge-
netic causes of diabetes in patients with atypical
presentations of symptoms. In this instance, the
lack of pancreatic enzymes due to dorsal pancre-
as agenesis caused unstable blood glucose levels,
making insulin dosing challenging and leading
to frequent episodes of ketoacidosis. Enzyme
supplementation was crucial for proper insulin
dosing and its effective action. While MODY5
usually does not cause severe symptoms in young

individuals, accurate diagnosis and timely treat-
ment are essential to prevent complications.

Conclusion. Pacient was diagnosed with
MODYS5 as part of 17q12 deletion syndrome,
expanding the spectrum of genetic causes of di-
abetes. This case underscores the importance of
comprehensive diagnostic workups in patients
with atypical or inadequately controlled diabetes.
Timely genetic analysis can aid in making an ac-
curate diagnosis, optimizing therapy, and provid-
ing appropriate support for the patient’s family.
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Uvod s ciljem: Jedan od najces¢ih razloga dola-
ska na pregled lijecniku opce/obiteljske medici-
ne (LOM) jesu infektivne bolesti, medu kojima
s najvecom incidencijom respiratorne, probavne
i urogenitalne infekcije. Od iznimne je vaznosti
za pacijenta, ali i cjelokupni javnozdravstveni
sustav, ove Siroko rasprostranjene i ¢este bolesti
adekvatno lijeciti, vodeéi racuna istovremeno o
zastiti zdravlja pacijenta i implikacijama neade-
kvatnog ili prekomjernog lijecenja antimikrob-
nim agensima na razvoj bakterijske rezistencije
na antibiotike. LOM stoga mora biti izvrstan kli-
nicar i detaljno upoznat sa simptomima i znacima
bolesti kako bi pravodobno i empirijski procije-
nio uzrocnika i primijenio adekvatne mjere lije-
Cenja, Sto nerijetko nije lako zbog preklapanja
njihovih simptoma. U takvim dvojbenim situaci-
jama, LOM ¢e uputiti pacijenta na mikrobiolos-
ko ispitivanje kako bi potvrdio svoju empirijsku
procjenu ili razlucio dilemu o kojem se uzro¢niku
radi. Razvojem medicine i tehnologije, danas su
sve dostupniji i ambulantni, povoljni, rutinski i
brzi, tzv. point-of-care (POC) mikrobioloski te-
stovi, koji uvelike mogu pomo¢i LOM u inici-
jalnom postavljanju dijagnoze. Cilj ovog prikaza
slucaja jest naglasiti vaznost ambulantnih mikro-
bioloskih testova u svakodnevnoj praksi LOM u
svrhu lak3eg i brZeg postavljanja tocne dijagnoze
i lijeCenja pacijenta uz smanjenje primjene pre-
komjernih i nepotrebnih mjera lijecenja.

Prikaz slucaja: 31-godiSnja pacijentica dola-
zi na pregled LOM radi grlobolje i febriliteta u
drugom danu bolesti. Inace bez kronic¢nih i bez
znacajnijih ranijih oboljenja. Epidemioloska
analiza bez osobitosti, radi kao uciteljica. Pri
pregledu se uocava izrazito hiperemicno zdrijelo
uz hipertrofirane tonzile s mjestimi¢nim gnoj-
nim eksudatom. Regionalni limfni ¢vorovi gla-
ve i vrata se ne palpiraju uvecéani. Auskultatorni
nalaz na srcu i plu¢ima je uredan. Izmjerena je
tjelesna temperatura 38.3 °C. Pacijentici se ordi-
nira antibiotiska terapija fenoksimetilpenicilina u
dozi 3x800 mg dnevno kroz deset dana, uz opce
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mjere simptomatskog lijeenja. S obzirom na
opce stanje pacijentica se nakon dva dana miro-
vanja vraca u radni kolektiv. Nakon deset dana
pacijentica dolazi na kontrolni pregled, navodeci
da se inicijalno krenula oporavljati uz povlacenje
simptoma grlobolje i febriliteta nakon tri dana
terapije, ali unazad dva dana se ponovno pogor-
Sava, febrira do 38.5 °C, promukla je te osjeca
slabost i iscrpljenost muskulature. Pacijentici se
u ordinaciji naprave brzi mikrobiolo3ki testovi na
SARS-CoV-2 koji je negativan te influencu ko-
jom se dokaZe virus influence tip B. S obzirom na
dokazanu influencu te anamnezu i klini¢ku sliku,
pacijentici se ordinira oseltamivir u dozi 2x75mg
dnevno kroz 5 dana uz nastavak op¢ih mjera li-
jeCenja - polivitaminske terapije i mirovanja. Na
kontroli za nekoliko dana navodi poboljSanje sta-
nja i postupnu regresiju upalnih simptoma.

Rasprava: Uslijed sezone gripe, posebno kod
osoba zaposlenih u ve¢im kolektivima, te na-
kon pada imuniteta uzrokovanog gnojnim ton-
zilitisom, ovaj slucaj je Cesta pojava u ordinaciji
LOM, koji diferencijalno dijagnosticki moze po-
sumnjati na komplikaciju inicijalne bolesti (ton-
zilitisa), infektivnu mononukleozu, a najceSce,
kao i u ovom prikazu slucaja, novonastalu infek-
ciju virusnim uzro¢nikom. U svrhu lakseg i brzeg
postavljanja prave dijagnoze, POC mikrobioloski
testovi, poput navedenih i Siroko dostupnih te-
stova za bolesti gripe i COVID-19, mogu biti od
velike pomo¢i LOM.

Zakljucak: Ovaj prikaz slucaja ukazuje na vaz-
nost POC mikrobioloskih testova u svakodnevnoj
praksi LOM, s ciljem jednostavnog i preciznog
postavljanja dijagnoze i adekvatnog lijecenja.

1. Clerc O, Greub G. Routine use of point-of-care tests: usefulness and application in
clinical microbiology. Clin Microbiol Infect. 2010;16(8):1054-1061. doi:10.1111/j.1469-

0691.2010.03281.x

2. Civljak R, Ljubin Sternak S, Nemeth Blazi¢ T, Soldo D, Sviben M, Tabain I, Vranes J. Suvremene
spoznaje o epidemiologiji, klinickoj slici, laboratorijskoj dijagnostici, terapiji i prevenciji respiratornih
infekcija. Knjiga saZetaka. Hrvatski zavod za javno zdravstvo. 15. svibanj 2023. Zagreb.
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Introduction and aim: Ones of the most com-
mon reasons of visiting general practicioners
(GPs) are infectious diseases, among which in
the highest incidence are respiratory, digestive
and urogenital infections. It is vastly important
for the patient and the entire public health, to
adequately treat these widespread and frequent
diseases, taking into account the implications of
inadequate or excessive treatment with antimi-
crobial agents on the development of bacterial
resistance to antibiotics. GPs therefore have to
be an excellent clinician in order to timely and
empirically assess the causative agent and ap-
ply adequate treatment measures, which is often
not easy due to the symptoms overlap. In such
doubtful situations, GPs will refer the patient
to a microbiological examination. Outpatient,
inexpensive, routine and rapid microbiological
tests, known as a point-of-care (POC) tests, are
increasingly available today, which can greatly
help GPs in the initial setting of an accurate diag-
nosis. The aim of this case report is to emphasize
the importance of POC microbiological tests in
the GP's daily practice.

Case report: A 31-year-old female complains of
a sore throat and fever in the second day of the
illness. Generally, without chronic and signifi-
cant previous diseases. Epidemiological analysis
without particularities, works as a school teacher.
A hyperemic pharynx with hypertrophied ton-
sils with localized purulent exudate is observed.
Regional lymph nodes are not palpated enlarged.
Auscultatory findings on the heart and lungs are
normal. The measured body temperature was 38.3
°C. She was prescribed antibiotic therapy with
phenoxymethylpenicillin in a dose of 3x800 mg
a day for ten days. Considering her general condi-
tion, after two days of rest, she returned to work.
After ten days, the patient comes for a follow-up
examination, stating that she initially began to re-
cover with the withdrawal of symptoms of sore
throat and febrility after three days of therapy, but
after few days she worsened again, with fever up

to 38.5 °C, she was hoarse and felt weakness and
muscle exhaustion. The patient underwent rapid
microbiological tests for SARS-CoV-2, which
was negative, and for influenza, which proved in-
fluenza virus type B. Considering the anamnesis
and proven influenza, the patient was prescribed
oseltamivir at a dose of 2x75mg per day for 5
days with the continuation of general treatment
measures - polyvitamin therapy and rest. At the
follow-up in a few days, she reported an improve-
ment and a gradual regression of inflammatory
symptoms.

Discussion: Due to the flu season, especially
among people working in larger collectives, and
after a drop in immunity caused by purulent ton-
sillitis, cases like this have a frequent occurrence
in the GP's practice, whose differential diagnosis
may suspect a complication of the initial disease
(tonsillitis), infectious mononucleosis, and a new
onset viral infection. In order to make the right
diagnosis easier and faster, POC microbiological
tests, such as the listed and widely available tests
for flu and COVID-19, can be of great impor-
tance to GPs.

Conclusion: This case report indicates the im-
portance and help of POC microbiological tests
in the GP's daily practice, for the purpose of
easier and faster precise diagnosis and adequate
treatment.
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Uvod s ciljem: U medicinski hitnim situacijama
narocito je bitno ispravno i brzo reagirati radi
sprjecavanja trajnih posljedica za zdravlje, odno-
sno smrti. Timovi primarne zdravstvene zaStite
(PZZ) dnevno se susreCu s najviSe pacijenta te
uz sve vei administrativni pritisak moZe doc¢i do
ne optimalnog zbrinjavanja pacijenta u hitnom
stanju. Erasmus+ projekt Transsimed pokrenut
je 2022. godine s ciljem poboljSanja zdravstve-
nih ishoda pacijenata tijekom hitnih stanja putem
simulacijske edukacije timova PZZ. Projekt je
financiran sredstvima Europske Unije. Nositelj
projekta je Zdravstveni dom Ljubljana, a parteri
su Katedra za obiteljsku medicinu Medicinskog
fakulteta SveuciliSta u Zagrebu, Dom zdravlja
Zagreb — Centar (DZZC) te Katedra za obitelj-
sku medicinu Medicinskog fakulteta SveuciliSta
svetog Cirila i Metoda u Skoplju. Cilj ovog sa-
Zetka je prezentirati rad i preliminarne rezultate
hrvatskog tima projekta Transsimed te pribliZiti
simulacijsku edukaciju timovima PZZ.

Ispitanici i metode: U prostorima DZZC opre-
mljen je simulacijski centar hiper-realistiCnim
simulatorom te je educirano 15 instruktora (lijec-
nici i medicinske sestre) koji provode edukaciju
osnovnog i naprednog odrZavanja Zivota uz ko-
riStenje automatskog vanjskog defibrilatora na-
mijenjenu timovima PZZ. U pripremi su moduli
vjestina i zbrinjavanja anafilakse. Edukacije su
krojene prema resursima i specifi¢nostima timo-
va PZZ. Da bi se osigurala maksimalna korisnost,
polaznici prije pohadanja edukacije moraju rije-
Siti pred-test s minimalnih uspjehom od 75%, a
test se piSe i nakon edukacije. Tada jo$ polaznici
anketiraju svoju spremnost na hitna stanja, zado-
voljstvo edukacijom i instruktorima.

Rezultati: Projekt zavrSava krajem kolovoza
2025. godine, no dosadasnji rezultati su vrlo
obecavajuéi. U simulacijskom centru u Zagrebu
educirano je 264 polaznika, a 740 ljudi prisustvo-
valo je na predavanjima i radionicama projek-
ta. Svi polaznici koji su prosli edukaciju imaju
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bolje napisan test nakon edukacije, osjecaju se
spremniji za hitna stanja, navode da im takav tip
edukacije treba te izrazavaju Zelju za kontinui-
rano pohadanje takve vrste edukacije. Prosjecna
razlika u znanju prije i poslije edukacije bila je
19,75%.

Zakljucak: Prema preliminarnim rezultatima,
simulacijska edukacija dobro je prihvacena i
djelotvorna metoda obnavljanja znanja i vjesti-
na timova PZZ. Izostanak kontinuiteta drasticno
smanjuje ucinkovitost edukacije, stoga usposta-
va simulacijskog centra koji vodi brigu o tome
je kljucna.
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Introduction with aim: In medical emergencies,
it is especially important to respond correctly
and quickly to prevent permanent health damage
or even death. Primary healthcare (PHC) teams
encounter the highest number of patients daily,
and with increasing administrative pressure, sub-
optimal management of emergencies can occur.
The Erasmus+ project Transsimed was launched
in 2022 with the goal of improving patient safe-
ty during emergencies through simulation-based
education for PHC teams. The project is funded
by the European Union. The project lead is the
Health Center Ljubljana, and the partners in-
clude the Chair of family medicine —School of
Medicine of University in Zagreb; Health center
Zagreb - Center (HCZC); and the Chair of family
medicine —School of Medicine of Ss. Cyril and
Methodius University in Skopje. The aim of this
summary is to present the work and preliminary
results of the Croatian team in the Transsimed
project, and to familiarize PCH teams with simu-
lation education.

Methods: A simulation center equipped with a
hyper-realistic simulator was established at the
premises of the HCZC, and 15 instructors (physi-
cians and nurses) were trained. These instructors
conduct modules for PHC providers on basic and
advanced life support using automated external
defibrillator. Skills and anaphylaxis management
modules are in preparation. The training sessions
are tailored to the specifics of PHC. To maxi-
mize effectiveness, participants must complete
a pre-test with a minimum score of 75% before
attending the training. A post-training test is also
conducted. Afterwords, participants complete
surveys on their readiness for emergencies, satis-
faction with the training, and their evaluation of
the instructors.

Results: The project concludes in August 2025,
but the results so far are very promising. 264
participants were trained in the simulation center
in Zagreb, and 740 people attended the project's

lectures and workshops. All participants who
have completed the training demonstrate better
test results post-training, feel more prepared for
emergencies, express that this type of education
is necessary. Average relative intake/outtake
knowledge difference was 19,75%.

Conclusion: According to preliminary results,
simulation education is a well-accepted and ef-
fective method of renewing the knowledge and
skills of PHC teams. The lack of continuity dras-
tically reduces the effectiveness of education,
therefore the establishment of a simulation center
that keeps track of it is essential.
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Uvod s ciljem: Venski ulkusi nastaju zbog kro-
nicne venske insuficijencije koja zapocinje po-
kretanjem kaskade dogadaja koji dovode do pato-
loskih promjena u venama i tkivima (destrukcije
venskih zalistaka ili kronicne opstrukcije vene).
Posljedica je kronicna venska hipertenzija, a za-
vrsni stadij venske insuficijencije je venski ulkus.
Cilj ovog rada je prikaz specificnog pristupa u
lijeCenju varikoznih vena s ulkusom u specijali-
stickoj ambulanti obiteljske medicine, uz evalu-
aciju konzervativnog i intervencijskog lijeCenja
kako bi se poboljsala kvaliteta Zivota bolesnice i
smanjila ucestalost recidiva rana.

Prikaz slucaja: Bolesnici (74) s recidiviraju¢im
venskim ulkusima na potkoljenicama, klinickim
pregledom i ultrazvuénim nalazom obojenim
doplerom noznih vena potvrdila se kroni¢na ven-
ska insuficijencija povrSinskog i perforantnog
sustava. Prema CEAP klasifikaciji, bolesnicina
rana klasificirana je u skupinu Cé6r, Ep, As,p,
Pr. Ambulantno se radio mehanicki debridman,
primjenjivala odgovaraju¢a pokrivala za rane,
te postavljala fiksaciona i kompresivna terapija
kratkog vlaka. Bolesnici i obitelji objaSnjene su
mogucnosti etioloSkog lijeCenja endovenskom
laserskom ablacijom i skleroterapijom.

Rasprava: Primjenom visokoupijaju¢ih celu-
loznih pokrivala sa aktivnim ugljenom i impre-
gniranim srebrom, uz fiksacioni zavoj i kompre-
sivnu terapiju, nakon dvotjednog lijeCenja rane su
pokazale znakove cijeljenja — na desnoj potkolje-
nici prisutno je granulacijsko tkivo uz smanjenje
sekrecije, edema i odsutnost mirisa, dok je rana
na lijevoj potkoljenici uska s dobro razvijenim
granulacijskim tkivom. GleZanjski indeks je ure-
dan, ¢ime je potvrdena sigurnost primjene kom-
presivne terapije.

Zakljucak: Multidisciplinarni pristup koji uklju-
Cuje dijagnostiku, pravilnu lokalnu i kompresivnu
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terapiju, edukaciju bolesnice i obitelji, kljucan je
za uspjesno lijeCenje venskih ulkusa. Etiolosko
lijeCenje endovenskom laserskom ablacijom
mozZe dodatno smanjiti recidive i ubrzati cijelje-
nje. Kronicne rane predstavljaju znacajan zdrav-
stveni i ekonomski problem, stoga njihovo lijece-
nje zahtijeva sustavan i individualiziran pristup.
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Introduction with the aim: Venous ulcers result
from chronic venous insufficiency, which begins
with the activation of a cascade of events lead-
ing to pathological changes in veins and tissues
(destruction of venous valves or chronic venous
obstruction). The consequence is chronic venous
hypertension, with the final stage of venous in-
sufficiency manifesting as lower leg ulcers. The
aim of this case is to present a specific approach
to treating varicose veins with ulcers in a special-
ized family medicine clinic, evaluating both con-
servative and interventional treatment methods to
improve the patient's quality of life and reduce
the recurrence of wounds.

Case report: A 74-year-old patient with recurrent
venous ulcers on the lower legs was diagnosed
with chronic venous insufficiency of the super-
ficial and perforating venous systems through
clinical examination and color Doppler ultra-
sound of the leg veins. According to the CEAP
classification, the patient's wound was classified
as Cér, Ep, As,p, Pr. Outpatient treatment includ-
ed mechanical debridement, the application of
appropriate wound dressings, fixation, and short-
stretch compression therapy. The patient and her
family were informed about the possibility of
etiological treatment using endovenous laser ab-
lation and sclerotherapy.

Discussion: The application of highly absor-
bent cellulose dressings with activated charcoal
and impregnated silver, along with fixation ban-
dages and compression therapy, led to signs of
wound healing after two weeks of treatment. On
the right lower leg, granulation tissue was pres-
ent, with reduced secretion, edema, and no odor,
while the wound on the left lower leg was nar-
row with well-developed granulation tissue. The
ankle-brachial index was normal, confirming the
safety of compression therapy.

Conclusion: A multidisciplinary approach that
includes diagnostics, appropriate local and com-
pression therapy, patient and family education
is crucial for the successful treatment of venous
ulcers. Etiological treatment with endovenous
laser ablation can further reduce recurrences and
accelerate healing. Chronic wounds represent a
significant health and economic issue, requir-
ing a systematic and individualized approach to
treatment.
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Uvod s ciljem: Tuberkuloza je zarazna bolest
uzrokovana bakterijom Mycobacterium tubercu-
losis, koja prvenstveno zahvaca pluca, ali moze
se pojaviti i u koZi, mozgu, kostima, zglobovi-
ma, limfnim ¢vorovima, probavnom, genital-
nom i mokraénom sustavu. Prenosi se kaplji¢no.
Simptomi su aktivne plu¢ne tuberkuloze dugo-
trajan suhi kasalj koji prelazi u kasalj s gnojnim
iskasljajem, iskasljavanje krvi, oteZano disanje,
brzo zamaranje u naporu, bol u prsistu. Ostali
simptomi ukljucuju opcu slabost, umor, gubitak
apetita, mrSavljenje, no¢no znojenje. Pravi dokaz
aktivne tuberkuloze izolacija je Mycobacterium
tuberculosis iz iskasljaja (sputuma) ili aspirata
bronha — mikroskopski i kultivacijom. Cilj je
ovog rada ukazati na to da je tuberkuloza i danas
jedna od najozbiljnijih i najraSirenijih zaraznih
bolesti te podsjetiti da mislimo na nju kao jednu
od diferencijalnih dijagnoza pri pojavi navedenih
simptoma.

Prikaz slucaja: Pacijentica u dobi od 68 godina
javila se u ordinaciju obiteljske medicine (OOM)
zbog produktivnog kaslja uz povremeni osjecaj
oteZanog disanja. Boluje od arterijske hiperten-
zije, drugih kroni¢nih bolesti nema. Zbog bron-
halnih zviZduka u auskultatornom nalazu lijeena
je pod dijagnozom bronhitisa. S obzirom da ka-
Salj nije prolazio, ve¢ se karakter kroz 2 mjese-
ca promijenio u suhi, pacijentica je upu¢ena na
laboratorijske pretrage koje su pokazale CRP
52 i rentgen srca i plu¢a koji je pokazao oZilj-
ne promjene. Pregled pulmologa odbila je jer se
osjecala nesto bolje nakon uvedene antibiotske
terapije. Za 3 tjedna dolazi do pogorSanja stanja
u vidu porasta CRP-a na 70, boli pod lopaticama,
zamaranja u naporu, slabijeg apetita, gubitka na
tjelesnoj masi, zbog Cega pacijentica ipak odlazi
na pregled pulmologa koji pod dijagnozom pne-
umonije preporuci dvojnu antibiotsku terapiju i
inhalacije te CT toraksa ukoliko ne dode do pro-
mjene na rentgenu. Pacijentica je poslana i dati
iska$ljaj na Mycobacterium tuberculosis. Nakon
kratkotrajnog poboljSanja stanja ponovno pogor-
Sanje dovodi do hospitalizacije na Klinici za pul-
mologiju radi obrade infiltrata otvorene etiologi-
je i nodozne sjene, a zatim pacijentica zavrSava i
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kao COVID pozitivna. Uz odgovarajucu terapiju
dolazi do poboljSanja stanja i otpusta, ali se kroz
2 mjeseca ponovno pokaZe potreba za hospita-
lizacijom zbog progresivne dinamike infiltrata
i brojnih inhomogenih zasjenjenja pluc¢a na rtg
snimci. Primljena je pod sumnjom na tumorski
proces. Konacno se dolazi do prave, osnovne di-
jagnoze — tuberkuloze (TBC), potvrdene nalazom
iskaSljaja. Nakon 4 mjeseca lijeCenja u Bolnici
za plucne bolesti i TBC i otpijene kombinirane
terapije antituberkulotika pacijentica je znatno
bolje, a daljnje povremene kontrole obavlja kod
pulmologa.

Zakljucak: Zlatni standard u dijagnostici tuber-
kuloze iskasljaj je pozitivan na mikobakteriju.
Lijecnik obiteljske medicine ima klju¢nu ulogu
u prepoznavanju simptoma i znakova i pravo-
dobnom upuéivanju pacijenta na dijagnosticke
pretrage, te u suradnji s drugim specijalistima.
Takoder, dobro poznaje svoje pacijente pa mu je
najCeSce poznata socioekonomska i epidemiolos-
ka situacija pacijenta. Osim educiranosti lije¢ni-
ka, vaZna je i edukacija i suradljivost bolesnika
kako bi se Sto prije postavila ispravna dijagnoza i
provelo odgovarajuce lijeCenje bez kojeg je stopa
smrtnosti od tuberkuloze visoka.

1.  https://www.plivazdravlje.hr/bolest-clanak/bolest/146/Tuberkuloza.html
2. World Health Organisation: Global tuberculosis report 2024, Geneva, Switzerland: WHO, 2024.
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Introduction with aim: Tuberculosis is an
infectious disease caused by the bacterium
Mycobacterium tuberculosis, which primarily
affects the lungs but can also occur in the skin,
brain, bones, joints, lymph nodes, and the diges-
tive, genital, and urinary systems. It is transmit-
ted via droplets. Symptoms of active pulmonary
tuberculosis include a prolonged dry cough that
develops into a cough with purulent sputum,
hemoptysis, shortness of breath, rapid fatigue
on exertion, and chest pain. Other symptoms
include general weakness, fatigue, loss of ap-
petite, weight loss, and night sweats. Definitive
evidence of active tuberculosis is the isolation
of Mycobacterium tuberculosis from sputum or
bronchial aspirate—detected both microscopi-
cally and by culture. The aim of this paper is to
underscore that tuberculosis remains one of the
most serious and widespread infectious diseases
today, and to remind us to consider it as a dif-
ferential diagnosis when the above-mentioned
symptoms appear.

Case Report: A 68-year-old female patient
presented to a family medicine office due to a
productive cough and occasional shortness of
breath. She has a history of arterial hypertension
but no other chronic illnesses. Because of bron-
chial wheezes found on auscultation, she was
treated under the diagnosis of bronchitis. Since
the cough did not subside and changed from pro-
ductive to dry over two months, the patient was
referred for laboratory tests, which showed a
CRP of 52, and for a chest X-ray, which revealed
scarring changes. She declined a pulmonologist’s
examination because she felt somewhat better
following antibiotic therapy. After three weeks,
her condition worsened again with an elevated
CRP of 70, pain under the shoulder blades, ex-
ertional fatigue, decreased appetite, and weight
loss. Consequently, the patient finally went to
see a pulmonologist, who diagnosed pneumonia
and recommended dual antibiotic therapy, inha-
lations, and a CT scan of the thorax if there was
no improvement on repeat chest X-ray. The pa-
tient was also instructed to submit sputum sam-
ples for Mycobacterium tuberculosis testing.

Following a brief improvement, her condition
deteriorated once more, leading to hospitaliza-
tion in the Pulmonology Clinic for further work-
up of an infiltration of unknown etiology and
nodular shadows. Subsequently, the patient also
tested positive for COVID-19. With appropriate
therapy, her condition improved, and she was
discharged. However, within two months, she re-
quired readmission due to progressive infiltrative
changes and numerous inhomogeneous opacities
on the chest X-ray. She was admitted under the
suspicion of a tumorous process. Ultimately,
the correct underlying diagnosis—tuberculosis
(TB)—was confirmed by sputum testing. After
four months of treatment in the Hospital for Lung
Diseases and TB, along with combined antituber-
cular therapy, the patient’s condition improved
significantly. She continues to attend occasional
follow-up appointments with a pulmonologist.

Conclusion: The gold standard in diagnosing
tuberculosis is a sputum sample positive for my-
cobacteria. The family physician plays a key role
in recognizing symptoms and signs and promptly
referring the patient for diagnostic testing, in col-
laboration with other specialists. The family doc-
tor also knows patients well, including their so-
cioeconomic and epidemiological circumstances.
In addition to the physician’s level of education,
patient education and cooperation are crucial in
arriving at a timely and correct diagnosis and
administering appropriate treatment—without
which the mortality rate from tuberculosis is high.
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Uvod: U zimskim se mjesecima pregled stopa-
la Cesto zaobilazi u svakodnevnoj lijecnickoj
praksi. Dijabeticka neuropatija (DN) kroni¢na
je komplikacija $ecerne bolesti (SB) prisutna u
polovice oboljelih, a cjeloZivotni rizik za razvoj
dijabetickog ulkusa stopala u oboljelih od SB
iznosi 25%. Pravovremena intervencija moZe re-
ducirati nastanak ulkusa za ¢ak 60%, a potrebu
za amputacijom za 85% u onih s visokorizicnom
DN. SB povecava rizik i za razvoj periferne ar-
terijske bolesti (PAB) ubrzanjem aterosklerotskih
procesa. PAB oteZava cijeljenje ulkusa i povisuje
rizik amputacije donjeg ekstremiteta. U pacije-
nata sa SB redovita fizicka aktivnost smanjuje
rizik nastanka DN poboljSanjem razine glikemi-
je, ublaZzava bol pri ve¢ nastaloj DN te doprinosi
smanjenju ulkusa uzrokovanih PAB. Stoga je cilj
sazetka prikazati multidisciplinarni studentski
projekt namijenjen korisnicima doma za starije
osobe nad kojima se proveo probir na DN i PAB
te ih se educiralo o posljedicama SB i adekvatnoj
prevenciji istih.

Rasprava: “Hodanje i osjet uz studentski posjet”
projekt je studenata Studentske sekcije za endo-
krinologiju i dijabetologiju Medicinskog fakulte-
ta i studenata Kinezioloskog fakulteta Sveucilista
u Zagrebu koji se od sijecnja do oZujka 2024.
odrZao u Domu za starije osobe Centar. Cilj pro-
jekta bio je primarna prevencija SB i sekundarna
prevencija komplikacija iste. U projekt je uklju-
&eno 50 sudionika sa i bez dijagnoze SB. Projekt
se temeljio na klinickome probiru na DN i PAB,
edukaciji, grupnome radu te organiziranoj tjelo-
vjezbi. Probir je uklju¢ivao provedbu Michigan
testa za otkrivanje DN te Edinburski upitnik i
Cetverominutni testa hoda za otkrivanje PAB,
a provodili su ga studenti medicine pod nadzo-
rom lijecnika. Studenti medicine potom su u tri
navrata proveli edukaciju o vaZnosti tjelovjeZbe
za cjelokupno zdravlje, kroni¢nim komplikaci-
jama SB s naglaskom na dijabeticko stopalo i
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higijenu stopala te interaktivnu radionicu s bole-
snicima oboljelim od $B, njihovim simptomima,
lijecenju i kvaliteti Zivota. Studenti kineziologije
osmislili su i proveli dvomjesecni program tjelo-
vjezbe u Domu koji je ukljucivao vjezbe razgi-
bavanja, miSi¢ne snage i izdrZljivosti prilagoden
dobi i moguénostima osoba starije Zivotne dobi.
Projektom su sudionici potaknuti na nastavak
vjezbanja nakon kraja projekta te stvaranje nove
rutine. Kontinuiranom se tjelovjezbom smanjuje
rizik od razvoja krvoZzilnih i neuroloskih kompli-
kacija, razvoja kontraktura, a poboljSava se i rav-
noteZa $to smanjuje rizik pada, iznimno opasnog
u starijoj dobi. Vazno je spomenuti i psiholosku
potporu koja je pruZena korisnicima Doma; osim
Sto su se povezali s volonterima, povezali su se i
medusobno.

Zakljucak: Ovim je saZetkom prikazan primjer
uspjeSne multidisciplinarne suradnje studenata
medicine i kineziologije kojom je korisnicima
Doma za starije osobe Centar modelom “ucenja
kroz rad” (engl. “learning by doing”) pruZena
edukacija o nastanku i tijeku SB, kroni¢nim kom-
plikacijama SB i moguéem vlastitom utjecaju na
ublaZavanje istih; proveden je klini¢ki probir na
DN i PAB te dvomjeseCni program tjelovjeZbe,
a na kraju je projekta odrZana interaktivna radi-
onica tijekom koje su Sticenici Doma izmijenili
vlastita iskustva te je principima grupnog rada
ostvarena daljnja interakcija Sti¢enika i voditelja
projekta. Planira se proSirenje projekta i ukljuci-
vanje veceg broja lijeCnika u provodenje probira
na DN i PAB.
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Introduction with aim: Foot examinations are
often neglected in clinical practice during the
winter. Diabetic neuropathy (DN) is a chronic
complication of diabetes mellitus (DM) pres-
ent in half of those affected with DM, while the
lifetime risk of developing a diabetic foot ulcer
in individuals with DM is 25%. Timely inter-
vention can reduce the occurrence of ulcers by
up to 60% and the need for amputation by 85%
in those with high-risk DN. DM also increases
the risk of developing peripheral arterial disease
(PAD) by accelerating atherosclerotic processes.
PAD complicates ulcer healing and increases the
risk of lower limb amputation. In patients with
DM, regular physical activ-ity lowers the risk
of developing DN by improving blood glucose
levels, alleviates pain from exist-ing DN and
reduces ulcers caused by PAD. Therefore, the
aim of this summary was to present a multidisci-
plinary student project designed for the residents
of a nursing home, which involved screening for
DN and PAD, as well as educating them on the
consequences of DM and appropriate prevention
methods.

Discussion: “Walking and Sensation Test on a
Student Request” is a project organised by stu-
dents from the Student Section for Endocrinology
and Diabetology at the School of Medicine
and stu-dents from the Faculty of Kinesiology,
University of Zagreb. The project took place at
the Senior Citizens' Home "Centar" from January
to March 2024. The goal was primary prevention
of DM and secondary prevention of its complica-
tions. Fifty residents, both with and without DM,
participated in the project. The project focused
on clinical screening for DN and PAD, education,
group work and physical exercise. The screening
included the Michigan Test for detecting DN and
the Edin-burgh questionnaire with a four-minute
walking test for detecting PAD, all conducted
by medical students under the supervision of a

physician. The medical students delivered three
educational ses-sions on the importance of phys-
ical activity for overall health, chronic complica-
tions of DM with a focus on foot hygiene, and an
interactive workshop about symptoms, treatment,
and quality of life. Kinesiology students designed
and implemented a two-month exercise program
that included flexi-bility, muscle strength and en-
durance exercises adapted to the age and capa-
bilities of the residents. The project encouraged
participants to continue exercising after the proj-
ect ended and to establish a new active routine.
Residents did not only connect with volunteers,
but they also strenghtened con-nections among
themselves.

Conclusion: This summary presents a successful
multidisciplinary collaboration between medical
and kinesiology students, through which the res-
idents of the Senior Citizens' Home 'Centar' were
provided with education on the potential person-
al impact on DM and its chronic complications
us-ing the 'learning by doing' model. A clinical
screening for DN and PAD was conducted, along
with a two-month exercise program and an in-
teractive workshop during which the residents
shared their personal experiences. Plans are in
place to expand the project and involve a larger
number of physi-cians in conducting screenings
for DN and PAD.
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Uvod s ciljem: Gonoreja (gonokokna infekcija)
je spolno prenosiva infekcija (SPT) koju uzrokuje
obligatni humani patogen, gram-negativna bakte-
rija Neisseria gonorrhoeae. Gonoreja se prenosi
spolnim putem, odnosno oralnim, analnim ili va-
ginalnim spolnim odnosom te prijenosom s maj-
ke na dijete tijekom poroda. Gonokokna infekcija
druga je najceS¢a bakterijska spolno prenosiva
bolest i ima asimptomatski tijek kod 10%-90%
Zena i 10%-40% muskaraca Sto odgada dijagno-
zu te pogoduje stvaranju komplikacija i daljnjem
Sirenju infekcije. NajceS¢e klinicke manifestacije
gonokokne bolesti u muskaraca ukljucuju gnojni
iscjedak iz penisa, disuriju i nelagodu u testisima.
Kada su prisutni, simptomi kod Zena €esto su blagi
ili nespecificni i lako se mogu zamijeniti sa drugim
vaginalnim ili mokra¢nim infekcijama. Gonoreja
se danas smatra velikim globalnim javnozdrav-
stvenim problemom zbog rastuceg broja slucaje-
va kroz proteklo desetljece u cijelom svijetu, kao
i rastu¢om antimikrobnom rezistencijom (AMR)
Neisserie gonorrhoeae. Cilj ovog rada je istaknuti
ulogu lijecnika obiteljske medicine u smanjenju
prijenosa i AMR-a kod gonoreje kroz pridrZavanje
aktualno preporucenih smjernica za lijeCenje i pro-
micanje odgovornog spolnog ponasanja.

Prikaz slucaja: Muskarac u dobi od 34 godine ja-
vio se u ordinaciju obiteljske medicine Zale¢i se na
ucestalo mokrenje, bolove i iscjedak iz mokra¢ne
cijevi koji traju dva dana. Heteroseksualno orijen-
tiran, inZenjer gradevine u vezi s istom djevojkom
posljednje dvije godine. Bolesnik nije Cest posje-
titelj ordinacije i nije imao kroni¢nih bolesti. Na
pitanje o nezaSti¢enom spolnom odnosu odgovo-
rio je potvrdno, navodec¢i da je imao nezasticeni
spolni odnos sa strankinjom prije 7 dana tijekom
sluzbenog puta u Austriji. Fizikalnim pregledom
utvrdeni su vitalni znakovi: krvni tlak 110/70,
puls 75, temperatura 36,2°C. VeneroloSki status
pokazao je mukopurulentan iscjedak na vanjskom
spolovilu i eritem vanjskog usSc¢a uretre. Da potvr-
dimo sumnju na gonoreju bolesnika smo uputili da
napravi PCR (lan¢anu reakciju polimerazom) na
urogenitalne mikoplazme i ureaplazme, klamidiju
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(CUM) i Neisseria gonorrhoeae te urinokulturu s
antibiogramom. Savjetovali smo apstinenciju od
spolnih odnosa do dobivanja nalaza. Na kontrol-
nom pregledu nalazi pacijenata pokazali su pozi-
tivan PCR na Neisseria gonorrhoeae. Pacijent je
upucen dermatologu zbog jednokratne aplikacije
ceftriaksona od 500 mg i.m. Preporucili smo dalj-
nju apstinenciju od nezasti¢enih spolnih odnosa 7
dana nakon lijeCenja antibiotikom. Savjetovano
je da treba obavijestiti i spolnog partnera, te da se
djevojka treba javiti svom obiteljskom lijecniku ili
ginekologu radi terapije.

Rasprava. Rastu¢i promiskuitet i sve raniji po-
Cetak spolne aktivnosti dva su vazna ¢imbenika
koji pridonose Sirenju spolno prenosivih infekcija.
Gledajuci stanje u Europi, postoji trend povecanja
broja slucajeva istih medu svim klju¢nim popula-
cijama, pri ¢emu je najznacajniji porast zabilje-
Zen medu muSkarcima koji imaju spolne odnose
s muskarcima (MSM). Stovise, primjecuje se da
medunarodna putovanja kao i migracija stanovnis-
tva igraju kljunu ulogu u Sirenju multirezistentnih
SPIL.

Zakljucak. Uloga lijecnika obiteljske medicine je
prepoznavanje klinicke slike gonokokne infekcije,
te lijeCenje bolesnika i svih njegovih spolnih par-
tnera kako bi se prekinuo prijenos infekcije i sma-
njio broj komplikacija. Anamneza, klinicki pre-
gled, a posebno seksualna anamneza kljuni su u
postavljanju dijagnoze. LijeCnici bi trebali stvoriti
atmosferu u kojoj ¢e se pacijenti osjecati sigurno
razmjeniti informacije, koristenjem otvorenih pi-
tanja; izbjegavati pretpostavke o seksualnim pre-
ferencijama, praksama i rodu/spolu. Za dobivanje
potpune seksualne anamneze moZe se Koristiti
model pet P (partneri, praksa, stavovi o trudnodi,
prethodne SPI i zastita od SPI). Savjetovanje pa-
cijenata o odgovornom spolnom ponasanju, uklju-
Cujuci dosljednu i pravilnu upotrebu kondoma tije-
kom vaginalnog, analnog i oralnog seksa, klju¢ni
je nacin na koji obiteljski lijecnik moZe pomo¢i u
smanjenju prijenosa SPI.
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Introduction with aim: Gonorrhoea (gonococ-
cal infection) is a sexually transmitted infection
(STI) caused by the obligate human pathogenic,-
Gram-negative bacterium Neisseria gonorrhoeae.
Gonorrhea is spread during sexual contact, in-
cluding oral, anal or vaginal intercourse or from
mother-to-child during childbirth. Gonococcal
infection is the second most common bacteral STT
and can cause asymptomatic coursein in 10%-90%
of women and 10%-40% of men resulting in de-
layed diagnosis, complications and uninterrupted
transmission. The most common clinical mani-
festations of gonococcal disease in men include
purulent discharge from the penis, dysuria, and
testicular discomfort. When present, symptoms in
female are often mild or nonspecific and can easily
be mistaken for another type of vaginal infection
or a bladder infection. Gonorrhea today is consid-
ered a major public health concern globally due to
highest number of cases worldwide over the past
decade along with the increasing antimicrobial
resistance (AMR) in Neisseria gonorrhoeae. The
aim of this paper is to highlight the role of family
physician in reducing transmission and AMR in
Gonorrhea by adhering to recommended treatment
guidelines and promoting safer sexual practices.

Case presentation. A 34-year-old male patient
came to the family medicine office complaining
of frequent urination, pain and discharge from the
urethra for the past two days. He was heterosexu-
ally oriented, construction engineer in a relation-
ship with the same girlfriend for the last two years.
The patient was not a frequent visitor to the office
and had no chronic diseases. When asked about
unprotected sexual activity he answered affirma-
tively, stating that he had unprotected sexual inter-
course with a foreign female 7 days ago during his
business trip to Austria. On physical examination,
vital signs showed: blood pressure 110/70, pulse
75, and temperature 36.2°C. Venereological status
showed mucopurulent discharge on the external
genitalia and erythema of the external urethral
ostium. For confirmation of suspected gonorrhea
we refer the patient to polymerase chain reaction

(PCR) for urogenital mycoplasmas and ureaplas-
mas, chlamydia (CUM) and Neisseria gonorrhoe-
ae as well as urine culture with an antibiogram. We
advised abstinence from sexual intercourse until
the results were received. At the follow-up exam-
ination, the patients results showed positive PCR
for Neisseria gonorrhoeae. In order to administer a
single dose of Ceftriaxone 500 mg i.m. he was re-
ferred to a dermatologist. We also recommend fur-
ther abstinence from unprotected sexual relations
for 7 days after antibiotic treatment.We note that
the sexual partner should also be informed, and the
patient was told that the girlfriend should contact
her family physician or gynecologist for therapy.

Discusion. Increased promiscuity and onset of
sexual activity at an early age are two import-
ant contributing factors to the spread of sexually
transmitted diseases. Focusing on Europe, an in-
creasing trend in cases is observed among all key
populations with the most significant rise observed
among men who have sex with men (MSM).
Moreover, international travels as well as popu-
lation migration play a key role in the spread of
multi-resistant STIs.

Conclusion. The role of family physicians is
to recognize the the clinical presentatiom of the
gonococcal infection, as to provide treatment to
the patient and all their sexual partners to interrupt
transmission chains and to reduce the overall dis-
ease burden. Anamnesis, clinical examination, and
especially sexual history are key in diagnosing.
Physicians should create supportive space where
patient feel safe sharing information by using
open-ended questions; avoiding assumptions re-
garding sexual preferences, practices, and gender/
sex. To obtain a complete sexual history, the five
P’s (partners, practices, pregnancy attitudes, previ-
ous STIs, and protection from STIs) model can be
used. Safer sex counseling their patients, including
consistent and correct condom use during vaginal,
anal and oral sex, is the crucial way family physi-
cian can help reduce transmission of STIs.
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Uvod s ciljem: Gonoreja (gonokokna infekcija)
je spolno prenosiva infekcija (SPI) koju uzrokuje
obligatni humani patogen, gram-negativna bakte-
rija Neisseria gonorrhoeae. Gonoreja se prenosi
spolnim putem, odnosno oralnim, analnim ili va-
ginalnim spolnim odnosom te prijenosom s maj-
ke na dijete tijekom poroda. Gonokokna infekcija
druga je najCeS¢a bakterijska spolno prenosiva
bolest i ima asimptomatski tijek kod 10%-90%
Zena i 10%-40% muskaraca Sto odgada dijagno-
zu te pogoduje stvaranju komplikacija i daljnjem
Sirenju infekcije. NajcesSc¢e klinicke manifestacije
gonokokne bolesti u muskaraca ukljucuju gnojni
iscjedak iz penisa, disuriju i nelagodu u testisima.
Kada su prisutni, simptomi kod Zena €esto su blagi
ili nespecificni i lako se mogu zamijeniti sa drugim
vaginalnim ili mokra¢nim infekcijama. Gonoreja
se danas smatra velikim globalnim javnozdrav-
stvenim problemom zbog rastuceg broja slucaje-
va kroz proteklo desetlje¢e u cijelom svijetu, kao
i rastu¢om antimikrobnom rezistencijom (AMR)
Neisserie gonorrhoeae. Cilj ovog rada je istaknuti
ulogu lijecnika obiteljske medicine u smanjenju
prijenosa i AMR-a kod gonoreje kroz pridrZavanje
aktualno preporucenih smjernica za lijecenje i pro-
micanje odgovornog spolnog ponasanja.

Prikaz slucaja: Muskarac u dobi od 34 godine ja-
vio se u ordinaciju obiteljske medicine Zale¢i se na
ucestalo mokrenje, bolove i iscjedak iz mokra¢ne
cijevi koji traju dva dana. Heteroseksualno orijen-
tiran, inZenjer gradevine u vezi s istom djevojkom
posljednje dvije godine. Bolesnik nije Cest posje-
titelj ordinacije i nije imao kronic¢nih bolesti. Na
pitanje o nezasticenom spolnom odnosu odgovo-
rio je potvrdno, navodeci da je imao nezasti¢eni
spolni odnos sa strankinjom prije 7 dana tijekom
sluzbenog puta u Austriji. Fizikalnim pregledom
utvrdeni su vitalni znakovi: krvni tlak 110/70,
puls 75, temperatura 36,2°C. Veneroloski status
pokazao je mukopurulentan iscjedak na vanjskom
spolovilu i eritem vanjskog usc¢a uretre. Da potvr-
dimo sumnju na gonoreju bolesnika smo uputili da
napravi PCR (lan¢anu reakciju polimerazom) na
urogenitalne mikoplazme i ureaplazme, klamidiju

LITERATURA:

(CUM) i Neisseria gonorrhoeae te urinokulturu s
antibiogramom. Savjetovali smo apstinenciju od
spolnih odnosa do dobivanja nalaza. Na kontrol-
nom pregledu nalazi pacijenata pokazali su pozi-
tivan PCR na Neisseria gonorrhoeae. Pacijent je
upucen dermatologu zbog jednokratne aplikacije
ceftriaksona od 500 mg i.m. Preporucili smo dalj-
nju apstinenciju od nezasti¢enih spolnih odnosa 7
dana nakon lijeCenja antibiotikom. Savjetovano
je da treba obavijestiti i spolnog partnera, te da se
djevojka treba javiti svom obiteljskom lijecniku ili
ginekologu radi terapije.

Rasprava. Rastu¢i promiskuitet i sve raniji po-
Cetak spolne aktivnosti dva su vazna ¢imbenika
koji pridonose Sirenju spolno prenosivih infekcija.
Gledajuci stanje u Europi, postoji trend povecanja
broja slucajeva istih medu svim klju¢nim popula-
cijama, pri ¢emu je najznacajniji porast zabilje-
Zen medu muSkarcima koji imaju spolne odnose
s muskarcima (MSM). Stovise, primjecuje se da
medunarodna putovanja kao i migracija stanovnis-
tva igraju klju¢nu ulogu u Sirenju multirezistentnih
SPL

Zakljucak. Uloga lijecnika obiteljske medicine je
prepoznavanje klinicke slike gonokokne infekcije,
te lijeCenje bolesnika i svih njegovih spolnih par-
tnera kako bi se prekinuo prijenos infekcije i sma-
njio broj komplikacija. Anamneza, klinicki pre-
gled, a posebno seksualna anamneza kljucni su u
postavljanju dijagnoze. Lijecnici bi trebali stvoriti
atmosferu u kojoj ¢e se pacijenti osjecati sigurno
razmjeniti informacije, koristenjem otvorenih pi-
tanja; izbjegavati pretpostavke o seksualnim pre-
ferencijama, praksama i rodu/spolu. Za dobivanje
potpune seksualne anamneze moze se koristiti
model pet P (partneri, praksa, stavovi o trudnodi,
prethodne SPI i zaStita od SPI). Savjetovanje pa-
cijenata o odgovornom spolnom ponasanju, uklju-
Cujuci dosljednu i pravilnu upotrebu kondoma tije-
kom vaginalnog, analnog i oralnog seksa, klju¢ni
je nacin na koji obiteljski lijecnik moZe pomoci u
smanjenju prijenosa SPI.
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Introduction with aim: Gonorrhoea (gonococ-
cal infection) is a sexually transmitted infection
(STI) caused by the obligate human pathogenic,-
Gram-negative bacterium Neisseria gonorrhoeae.
Gonorrhea is spread during sexual contact, in-
cluding oral, anal or vaginal intercourse or from
mother-to-child during childbirth. Gonococcal
infection is the second most common bacteral STT
and can cause asymptomatic coursein in 10%-90%
of women and 10%-40% of men resulting in de-
layed diagnosis, complications and uninterrupted
transmission. The most common clinical mani-
festations of gonococcal disease in men include
purulent discharge from the penis, dysuria, and
testicular discomfort. When present, symptoms in
female are often mild or nonspecific and can easily
be mistaken for another type of vaginal infection
or a bladder infection. Gonorrhea today is consid-
ered a major public health concern globally due to
highest number of cases worldwide over the past
decade along with the increasing antimicrobial
resistance (AMR) in Neisseria gonorrhoeae. The
aim of this paper is to highlight the role of family
physician in reducing transmission and AMR in
Gonorrhea by adhering to recommended treatment
guidelines and promoting safer sexual practices.

Case presentation. A 34-year-old male patient
came to the family medicine office complaining
of frequent urination, pain and discharge from the
urethra for the past two days. He was heterosexu-
ally oriented, construction engineer in a relation-
ship with the same girlfriend for the last two years.
The patient was not a frequent visitor to the office
and had no chronic diseases. When asked about
unprotected sexual activity he answered affirma-
tively, stating that he had unprotected sexual inter-
course with a foreign female 7 days ago during his
business trip to Austria. On physical examination,
vital signs showed: blood pressure 110/70, pulse
75, and temperature 36.2°C. Venereological status
showed mucopurulent discharge on the external
genitalia and erythema of the external urethral
ostium. For confirmation of suspected gonorrhea
we refer the patient to polymerase chain reaction

(PCR) for urogenital mycoplasmas and ureaplas-
mas, chlamydia (CUM) and Neisseria gonorrhoe-
ae as well as urine culture with an antibiogram. We
advised abstinence from sexual intercourse until
the results were received. At the follow-up exam-
ination, the patients results showed positive PCR
for Neisseria gonorrhoeae. In order to administer a
single dose of Ceftriaxone 500 mg i.m. he was re-
ferred to a dermatologist. We also recommend fur-
ther abstinence from unprotected sexual relations
for 7 days after antibiotic treatment.We note that
the sexual partner should also be informed, and the
patient was told that the girlfriend should contact
her family physician or gynecologist for therapy.

Discusion. Increased promiscuity and onset of
sexual activity at an early age are two import-
ant contributing factors to the spread of sexually
transmitted diseases. Focusing on Europe, an in-
creasing trend in cases is observed among all key
populations with the most significant rise observed
among men who have sex with men (MSM).
Moreover, international travels as well as popu-
lation migration play a key role in the spread of
multi-resistant STIs.

Conclusion. The role of family physicians is
to recognize the the clinical presentatiom of the
gonococcal infection, as to provide treatment to
the patient and all their sexual partners to interrupt
transmission chains and to reduce the overall dis-
ease burden. Anamnesis, clinical examination, and
especially sexual history are key in diagnosing.
Physicians should create supportive space where
patient feel safe sharing information by using
open-ended questions; avoiding assumptions re-
garding sexual preferences, practices, and gender/
sex. To obtain a complete sexual history, the five
P’s (partners, practices, pregnancy attitudes, previ-
ous STIs, and protection from STIs) model can be
used. Safer sex counseling their patients, including
consistent and correct condom use during vaginal,
anal and oral sex, is the crucial way family physi-
cian can help reduce transmission of STIs.
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Uvod s ciljem: Autoimune dermatoloske bolesti
koje se neuspjesno lijece topikalnim pripravci-
ma u klinickoj praksi Cesto zahtijevaju sustavnu
primjenu kortikosteroida koji u visokim dozama
mogu izazvati ozbiljne nuspojave. Poseban oprez
potreban je kod pacijenata s dijabetesom meli-
tusom tipa 1 (DM1), kod kojih kortikosteroidi
ometaju djelovanje inzulina i destabiliziraju gli-
kemiju. Stoga je u tih pacijenata potrebno pomno
pracenje profila glukoze u krvi, primjenjivanih
doza izulina, nerijetko uz izbjegavanje sustavne
terapije kortikosteroidima. Cilj ovog prikaza
je naglasiti vaznost konzultacije s obiteljskim
lije¢nikom prije pocetka uzimanja terapije pre-
porucene od strane specijalista specifi¢no-kon-
zilijarne zdravstvene zastite, kao i klju¢nu ulogu
primjereno uzete anamneze uz biljeZenje svih po-
stoje¢ih komorbiditeta u ordiniranju lijeka, radi
izbjegavanja teskih nuspojava po primjeni istog.

Prikaz slucaja: 42-godiSnja pacijentica s di-
jabetesom melitusom tipa 1 Zena javlja se u or-
dinaciju svog obiteljskog lije¢nika zbog ekce-
matoznih promjena koZe na obje potkoljenice
u trajanju od nekoliko tjedana. DermatoloSkom
obradom iskljuci se reumatska i infektivna pod-
loga bolesti, a promjene su tijekom godinu dana
u viSe navrata lijeCene topikalnim pripravcima
bez uspjeha, zbog Cega joj dermatolog preporuci
pulsnu terapiju metilprednizolonom per os (32-
16-8-4-2-ex). Pacijentici se telefonskim putem
bez fizicke konzultacije s obiteljskim lijeCnikom
propiSe preporucena terapija. Peti dan uzimanja
metilprednizolona pacijentica se ponovno jav-
lja svom obiteljskom lije¢niku, vrlo uznemirena
zbog izmjerenih vrlo visokih koncentracija glu-
koze u krvi nataste i postprandijalno (patoloski
profil GUK-a) unato¢ redovitoj primjeni inzuli-
na te dolazi na pregled iduce jutro. Po uvidu u
nalaz dermatologa, primijenjene doze prepisane
kortikosteroidne terapije, zdravstveni karton
pacijentice s DM1 koja Cetiri puta dnevno uzi-
ma inzulin te biljeZeni dnevnik GUK-a tijekom
uzimanja terapije, patoloSke se razine GUK-a
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shvate kao nuspojava lijeka uzrokovana interfe-
rencijom s inzulinom. Zbog komorbiditeta DM1
u nase pacijentice, koji dermatoloskom obradom
nije uzet u obzir niti pismeno zabiljeZen prilikom
uzimanja dermatoloSke anamneze prije uvodenja
sustavne terapije kortikosteroidom u visokim do-
zama, kao i zbog izostanka fizicke konzultacije
s obiteljskim lijecnikom prije pocCetka lijecenja,
uputnim se pismom stanje pacijentice Salje na po-
novni uvid dermatologu sa zahtjevom o promjeni
terapije s ciljem izljecenja aktualne dermatoloske
bolesti, a sukladno komorbiditetima i stalnoj te-
rapiji, na osnovu Cega Ce se planirati novi oblik
lijecenja.

Rasprava: Terapija sustavnim kortikosteroidima
Cesto je neprimjerena za bolesnike sa Secernom
boles¢u. Kako visoke doze primijenjenog lijeka
nerijetko izazivaju hiperglikemiju kao rezultat
oponirajuceg djelovanja kortikosteroida na in-
zulin, poZeljno je u dijabeticara prilagoditi vrstu
i dozu lijeka sukladno nalazu glikemije da bi se
izbjegli njegovi neZeljeni ucinci. Osim toga, od
iznimne je vaZnosti uloga obiteljskog lijecnika i
drugih specijalista kao ¢lanova specifi¢no-konzi-
lijarne zdravstvene zastite (SKZZ) pri ordiniranju
lijeka, pri ¢emu obje strane prije uvodenja tera-
pije primjerenom intervencijom u obzir trebaju
uzeti sve komorbiditete pacijenta, na osnovu ega
se odabire nvi oblik terapije s ciljem svodenja nu-
spojava na najmanju mogucu razinu u korist za-
dovoljavajuce djelotvornosti lijeka.

Zakljucak: Budu¢i da uvodenje terapije visokim
dozama sustavnih kortikosteroida moze rezulti-
rati ozbiljnim nuspojavama, klju¢no je pazljivo
procijeniti komorbiditete pacijenta, napose di-
jabeticara, s ciljem izbjegavanja hiperglikemije.
Osim toga uloga obiteljskog lijecnika nezamije-
njiva je u ordiniranju takve terapije, kao i raz-
matranju alternativnih metoda lijecenja u slucaju
teskih nuspojava.

1. Limbachia V, Nunney I, Page DJ, Barton HA, Patel LK, Thomason GN i sur. The effect of
different types of oral or intravenous corticosteroids on capillary blood glucose levels in
hospitalized inpatients with and without diabetes. Clin Ther. 2024;46(2): e59-e63.

2. Saboo B, Joshi S, Gupta A, Maheshwari A, Saboo B, Makkar BM i sur. Responsible Use of Oral
Corticosteroids in People with Comorbid Diabetes: An Expert Consensus. J Assoc Physicians

India. 2024;72(7):79-93.
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Induced Hyperglycaemia and Diabetes. Diabetes Ther. 2023;14(5):937-945.
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Introduction with aim: Autoimmune dermato-
logical diseases that are unsuccessfully treated
with topical preparations in clinical practice often
require systemic corticosteroid therapy, which
at high doses can result in serious side effects.
Careful consideration is needed in patients with
type 1 diabetes mellitus, in whom corticosteroids
interfere with insulin and destabilize glycemia.
Therefore, close monitoring of blood glucose
profile, insulin use, and often the avoidance of
systemic corticosteroid therapy is necessary in
these patients. The aim of this case is to empha-
size the importance of consultation with the fam-
ily doctor before starting therapy recommended
by a specialist in specific-consultative healthcare,
as well as the crucial role of a thorough medical
history and documentation of all existing comor-
bidities when prescribing medication, in order to
avoid severe side effects from its use.

Case report: A 42-year-old female patient with
type 1 diabetes mellitus presents to her fam-
ily doctor due to eczema-like skin changes
on both lower legs, lasting for several weeks.
Dermatological examination rules out rheumat-
ic and infectious causes, and the affected skin
area has been treated multiple times with topical
preparations over the past year without improve-
ment, leading the dermatologist to recommend
pulse therapy with methylprednisolone orally
(32-16-8-4-2-ex). The patient is prescribed the
recommended therapy by phone without a phys-
ical consultation with the family doctor. On the
fifth day of taking methylprednisolone, the pa-
tient returns to her family doctor, very distressed
due to the measured very high blood glucose
levels both fasting and postprandially, despite
regular insulin use, and she comes for an exam-
ination the next morning. Upon reviewing the
dermatologist’s findings, the prescribed cortico-
steroid doses, the patient’s medical history with
T1DM (who takes insulin four times daily), and
the daily noted blood glucose levels, high blood
glucose levels are understood as a side effect of

the medication due to interference with insulin.
Due to the comorbidity of TIDM in our patient,
which was not considered or documented in the
dermatological history before the initiation of
systemic high-dose corticosteroid therapy, and
the lack of a physical consultation with the fam-
ily doctor before starting the treatment, the pa-
tient’s condition is sent back to the dermatologist
requesting a new therapy protocol with the aim of
successful treatment of the current dermatologi-
cal condition. The new treatment protocol based
on the comorbidities and ongoing insulin therapy
has to be started.

Discussion: Systemic corticosteroid therapy is
often inappropriate for patients with diabetes.
Since high doses of the administered medication
can result in hyperglycemia due to its antago-
nisctic effect on insulin, it's neccesary to adjust
the type and dose of the medication in diabet-
ic patients according to glucose levels to avoid
side effects. Furthermore, both the family doctor
and any other specialist in specific-consultative
healthcare team should consider the patients
comorbidities before prescribing medication to
minimize side effectts while maximizing the ef-
fectiveness of the medication.

Conclusion: Since the administration of high
doses of systemic corticosteroids can result in
serious side effects, it is crucial to evaluate the
patient's comorbidities, especially in diabetics, in
order to avoid hyperglycemia. Furthermore, the
role of the family doctor is crucial in prescrib-
ing such therapy, as well as considering alterna-
tive treatment methods in the case of severe side
effects.
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Uvod s ciljem: Demencija je naziv skupine bole-
sti koje se ve¢inom pojavljuju u starijoj Zivotnoj
dobi, a uzrokovana je kognitivnim poremecajem
rada mozga. Postoje razlicite vrste demencije od
kojih je najceS¢éa Alzheimerova demencija. Medu
brojnim testovima za rano otkrivanje, klasificira-
nje i pracenje kognitivnih promjena u demencija-
ma, za lijeCnika obiteljske medicine kao najbolji
pokazatelj koristi se test minimalne mentalne
procjene (engl. Mini Mental State Examination
— MMSE). On se sastoji od pet grupa pitanja
koja obuhvacéaju orijentaciju, prepoznavanje, po-
zornost i racunanje, paméenje i govor, a koji se
boduju. Maksimalan broj bodova je 30, a rezultat
testa oznacava stupanj demencije: blaga (21-26),
umjerena ( 15-20), srednje teSka (10-14) i teSka
( < 10). Cilj rada je prikazati primjenu kogni-
tivnog testiranja u ordinaciji lijenika obiteljske
medicine.

Prikaz slucaja: Pacijentica u dobi od 75 godi-
na dolazi na konzultaciju u ordinaciju lije¢nika
obiteljske medicine u pratnji kéeri koja navodi
kako je kod majke unazad godinu dana primjetila
pogorsanje u pamc¢enju. Heteroanamnesticki od
kéeri doznajemo kako u obitelji nitko nije bolo-
vao od demencije ili drugih neuroloskih bolesti.
Iz kartona pacijentice vidljivo je da do sada nije
teZe bolovala, nema kroniCne bolesti niti stalnu
terapiju, povremeno pije diklofenak 75 mg zbog
kriZobolje. U razgovoru kcer pobliZe opisuje
majcCine tegobe i svakodnevicu. Pacijentica Zivi
sama u stanu u istom naselju kao i kéer koja ju
svakodnevno obilazi. Organiziran je dnevni nad-
zor pacijentice kao i topli obrok jer ona viSe ne
zna kuhati. Pacijentica nove dogadaje ne pamti,
primjetili su teSkoc¢e u oblacenju, a povreme-
no ne zna koje je doba dana, godina ili mjesec.
Prepoznaje obitelj i susjede. No¢ provodi sama,
pacijentica navodi da dobro spava. Kéer navodi
kako se majka jednom izgubila u trgovini zbog
Cega je intervenirala policija. Pacijentica smatra
da ona nema problema te kako obitelj pretje-
ruje. UcCinjen je fizikalni pregled koji je uredan.
Neuroloski status pokazuje blagu ideomotoricku
apraksiju pri izvodenju naredbi za motoricke za-
datke (poteskoce u shvacanju pri izvodenju npr.
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testa prst-nos-prst i test peta-koljeno), no nakon
dodatnog pojaSnjavanja ih izvodi. Hod je uredan,
sfinktere uredno kontrolira. U psiholoSkom sta-
tusu orijentirana je prema sebi i drugima kao i
u prostoru, a vremenski je dezorijentirana. Nije
auto niti heterodestruktivna, negira obmane
osjetila i suicidalne misli. Napravljen je MMSE
dobivenih vrijednosti 14/30 bodova koji govori
u prilog srednje teSke demencije, a pacijentica
pokazuje slabe vizuoprostorne i izvrSne vjeStine
te je u govoru vidljiv problem pronalaZenja rijeci.
Pacijentici i kéeri objaSnjeni su rezultati testa te
kako su prisutni znakovi demencije, uz naglasen
problem s kratkoro¢nim pamcenjem. Ucinjena
laboratorijska obrada, ukljucuju¢i lipidogram,
jetrene i bubreZne parametre, hormone Stitnjace,
vitamin B12 bila je uredna. Savjetovani su ucini-
ti pregled neurologa i psihijatra, a po preporuci
neurologa ucinjen je CT mozga koji je pokazao
kortikalnu atrofiju mozga te je neurolog postavio
dijagnozu Alzheimerove demencije. Po prepo-
ruci psihijatra i neurologa u terapiju je uveden
memantin 10mg uvecer uz oksazepam 10mg po
potrebi. U ordinaciji lije¢nika obiteljske medi-
cine izvrSeno je savjetovanje pacijentice i kéeri,
razgovor o bolesti i preporuka moguénosti smje-
Staja pacijentice u ustanovu za starije osobe radi
cjelodnevnog nadzora.

Zakljucak: Zbog starenja svjetske populacije i
broja oboljelih od preko 35 milijuna ljudi samo
od Alzheimoreve demencije, demencija je po-
stala velik javnozdrasvtveni problem. Lijecnik
obiteljske medicine kod pacijenata koje dugo ima
u skrbi moZe prepoznati promjene u kogniciji i
ponasanju, pravodobno provesti MMSE i dija-
gnosticku obradu, uputiti pacijenta neurologu i
psihijatru te time poboljsati kvalitetu Zivota obo-
ljele osobe u obitelji i zajednici.
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Introduction with aim: Dementia is the name
of a group of diseases that mostly appear in old
age, and are caused by cognitive disorders of
the brain. There are different types of demen-
tia, the most common of which is Alzheimer's
dementia. Among the numerous tests for early
detection, classification and monitoring of cog-
nitive changes in dementia, the Mini Mental
State Examination (MMSE) is used as the best
indicator for a family medicine doctor. It consists
of five groups of questions covering orientation,
recognition, attention and calculation, memory
and speech, which are scored. The maximum
number of points is 30, and the test result indi-
cates the degree of dementia: mild (21-26), mod-
erate (15-20), medium (10-14) and severe (< 10).
The aim of the paper is to show the application of
cognitive testing in the family medicine doctor's
office.

Case report: A 75-year-old female patient comes
for a consultation at the family medicine doctor's
office, accompanied by her daughter, who states
that she noticed a deterioration in her mother's
memory during the last year. We learned from
the daughter's heteroanamnesis that no one in the
family suffered from dementia or other neuro-
logical diseases. It is evident from the patient's
medical record that she has no chronic diseases
or ongoing therapy, and she occasionally takes
diclofenac 75 mg for low back pain. In the con-
versation, the daughter describes her mother's
ailments and everyday life in more detail. The
patient lives alone in an apartment in the same
neighborhood as her daughter, who visits her
every day. Daily monitoring of the patient was
organized as well as a hot meal because she no
longer knows how to cook. The patient does not
remember new events, family noticed difficulties
in dressing, and sometimes she does not know
what time of day, year or month it is. The patient
recognizes family members and neighbors. She
spends the night alone, the patient states that she
sleeps well. The daughter states that the mother
once got lost in the store, which is why the police
intervened. The patient believes that she has no
problems and that the family is exaggerating. A
physical examination was performed, which was
in order. The neurological status shows mild ideo-
motor apraxia when performing commands for
motor tasks (difficulties in understanding when

performing, for example, the finger-nose-toe test
and the heel-knee test), but after additional clar-
ification, she performs them. The gait is orderly,
the sphincters are properly controlled. In psycho-
logical status, she is oriented towards herself and
others as well as in space, and she is disorient-
ed in time. She is not auto or heterodestructive,
she denies deception of the senses and suicidal
thoughts. An MMSE with values of 14/30 points
was made, which speaks in favor of moderately
severe dementia, and the patient shows weak vi-
sual and spatial executive skills, and a word-find-
ing problem is visible in her speech. The results
of the test were explained to the patient and her
daughter and that there were signs of dementia,
with a problem with short-term memory em-
phasized. Laboratory work-up, including lipids
in the blood, liver and kidney parameters, thy-
roid hormones, vitamin B12 were normal. They
were advised to undergo an examination by a
neurologist and a psychiatrist, and according to
the neurologist's recommendation, a CT scan of
the brain was performed, which showed corti-
cal brain atrophy, and the neurologist diagnosed
Alzheimer's dementia. On the recommendation
of the psychiatrist and neurologist, memantine 10
mg in the evening was introduced into the thera-
py along with oxazepam 10 mg as needed. In the
family medicine doctor's office, the patient and
her daughter were consulted, the illness was dis-
cussed and the possibility of the patient's place-
ment in an institution for the elderly for all-day
supervision was recommended.

Conclusion: Due to the aging of the world's pop-
ulation and the number of patients of over 35 mil-
lion people suffering from Alzheimer's demen-
tia, dementia has become a major public health
problem. A family medicine doctor can recognize
changes in cognition and behavior in patients he
has in care for a long time, perform MMSE and
diagnostic work-up in a timely manner, refer the
patient to a neurologist and psychiatrist, and with
that improve the quality of life of the patient.

REFERENCES: HIHTHTIIINIRHNNRn iy

1. Lam K, Chan WSY, Luk JKH, Leung AYM. Assessment and diagnosis of dementia: a review
for primary healthcare professionals. Hong Kong Med J.2019 Dec; 25:473-482. Doi 10.12809/

hkmj198073. Epub 2019 Dec 4.

2. 2. Dimini¢ Lisica I, Kati¢ M, Bergman Markovi¢ B i suradnici. Izazovi u praksi obiteljskoj
lije¢nika. Medicinska naklada, Zagreb 2022;16:228-247.
3. 3. Alzheimer's Association, Alzheimer's disease facts and figures. 2016; 12: 459-509.



Extended Abstract
Posteri

B Imuna trombocitopenija vezana uz Helicobacter pylori

infekciju
Mia RadosSevié?,
Roberta
Markovié?3,
Nina Basi¢
Markovié??

1. Dom zdravlja
Primorsko-goranske
Zupanije

2. Ustanova
za primarnu
zdravstvenu zastitu
Srdoci, Rijeka

3. Katedra za obiteljsku
medicinu, Medicinski
fakultet SveuciliSta u
Rijeci

217

Kljucne rijeci: eradikacijska terapija, Helicobacter pillory, trombocitopenija
Adresa za dopisivanje: Mia Radosevi¢, KreSimirova 52A, 51000, Rijeka

E-adresa: mia.radosevic16@gmail.com

ORCID: Mia Radosevi¢: https://orcid.org/0009-0003-8838-1521
Roberta Markovi¢: https://orcid.org/0000-0002-0232-0249
Nina Basi¢-Markovi¢: https://orcid.org/0000-0001-6296-6394

Uvod s ciljem: Trombocitopenija je stanje koje
se Cesto prezentira nespecificnim simptomima,
Sto moZe dovesti do odgadanja dijagnoze ili po-
greSnog tumacenja klinicke slike. Simptomi po-
put gingivalnog krvarenja, petehija, spontanih
modrica, epistakse, produljenog menstrualnog
krvarenja te opce slabosti i umora mogu upuci-
vati na Sirok spektar poremecaja, ukljucujudi in-
fekcije, koagulacijske poremecaje ili ginekoloske
probleme. Upravo zbog nespecifi¢ne prirode ovih
simptoma, trombocitopenija Cesto ostaje nepre-
poznata sve do provodenja laboratorijskih testo-
va. Cilj ovog rada je ilustrirati vaznost klinickih
simptoma u prepoznavanju sekundarnih uzroka
trombocitopenije, kao Sto je infekcija bakterijom
Helicobacter pylori.

Prikaz slucaja: Bolesnica stara 46 godina javila
se u ordinaciju lijecnika obiteljske medicine zbog
pojave spontanih modrica i osipa na nogama te
pojacanog krvarenja desni prilikom pranja zuba.
Inace je zdrava, ne uzima nikakvu kroni¢nu te-
rapiju. PuSi posljednjih dvadesetak godina 10
cigareta dnevno. Tijekom fizikalnog pregleda uo-
Cene su petehije na donjim ekstremitetima, kao
i na jeziku i bukalnoj sluznici. Laboratorijskim
nalazima utvrdena je teSka trombocitopenija s
brojem trombocita 1x10°/L, zbog cCega je upuce-
na na zurni pregled hematologa. Tijekom hospita-
lizacije dijagnostickim postupcima iskljuceni su
sekundarni uzroci trombocitopenije, a detaljnijim
testiranjem potvrdena je prisutnost infekcije H.
pylori. Nakon provedene eradikacijske terapije i
lije¢enja visokim dozama glukokortikoida, doslo
je do postupne normalizacije broja trombocita,
Cime je potvrdena dijagnoza imunoloski posre-
dovane trombocitopenije izazvane infekcijom H.
pylori. U bolesnice se protekle tri godine redovito
prate laboratorijski nalazi te nije zabiljeZen reci-
div trombocitopenije.

Rasprava: Imuna trombocitopenija (ITP) autoi-
muni je poremecaj karakteriziran izoliranim sma-
njenjem broja trombocita u perifernoj krvi zbog
njihove povecane destrukcije i smanjene proi-
zvodnje. Iako je etiologija ITP-a Cesto idiopatska,
sve je viSe dokaza koji ukazuju na povezanost s
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infekcijom H. pylori. Pretpostavlja se da infek-
cija ovom bakterijom moZe potaknuti imunolos-
ke mehanizme koji vode do stvaranja protutijela
protiv trombocita, Sto rezultira njihovom perifer-
nom destrukcijom. U vecine bolesnika s ITP-om
nakon provodenja eradikacijske terapije dolazi
do normalizacije broja trombocita. Vazno je na-
pomenuti znacaj pravovremenog prepoznavanja
infekcije kao uzroka trombocitopenije, ¢ime se
izbjegava nepotrebno lijecenje drugih hematolos-
kih stanja.

Zakljucak: Trombocitopenija izazvana H. pylori
infekcijom rijetko se prepoznaje, ali pravovreme-
no postavljanje dijagnoze i adekvatno lijeCenje
mogu znacajno poboljsati ishod. Lijecnici obi-
teljske medicine trebaju imati na umu povezanost
ove infekcije s trombocitopenijom i koristiti sve-
obuhvatan pristup u dijagnostici kako bi se pra-
vovremeno zapocelo lijeCenje.
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Introduction with aim: Thrombocytopenia is a
condition that often presents with non-specific
symptoms, which can lead to delayed diagno-
sis or misinterpretation of the clinical picture.
Symptoms such as gingival bleeding, petechiae,
spontaneous bruising, epistaxis, prolonged men-
strual bleeding, and general weakness and fatigue
may indicate a wide range of disorders, including
infections, coagulation disorders, or gynecologi-
cal problems. Precisely because of the non-spe-
cific nature of these symptoms, thrombocytope-
nia often remains unrecognized until laboratory
tests are performed. The aim of this paper is to
illustrate the importance of clinical symptoms in
the recognition of secondary causes of thrombo-
cytopenia, such as Helicobacter pylori infection.

Case Report: A 46-year-old female presented
to her family medicine physician with bleeding
gums and petechiae on her lower extremities.
Laboratory tests revealed severe thrombocytope-
nia, with a platelet count of 1x10°/L, prompting
urgent referral to a hematologist. During hospi-
talization, diagnostic workup excluded secondary
causes of thrombocytopenia, while further testing
confirmed infection with H. pylori. The patient
underwent eradication therapy combined with
high-dose glucocorticoids. Following treatment,
her platelet count gradually normalized, confirm-
ing the diagnosis of immune thrombocytopenia
caused by H. pylori infection. Over the subse-
quent three years of regular follow-up, her plate-
let counts remained stable, with no evidence of
thrombocytopenia relapse, indicating sustained
remission.

Discussion: Immune thrombocytopenia (ITP) is
an autoimmune disorder characterized by an iso-
lated decrease in the number of platelets in the
peripheral blood due to their increased destruc-
tion and reduced production. Although the etiol-
ogy of ITP is often idiopathic, there is increasing
evidence suggesting an association with H. pylo-
1i infection. It is assumed that infection with this
bacterium can stimulate immune mechanisms
that lead to the formation of antibodies against
platelets, resulting in their peripheral destruction.

In most patients with ITP, the number of platelets
normalizes after the eradication therapy. It is im-
portant to note the importance of timely recogni-
tion of infection as a cause of thrombocytopenia,
thus avoiding unnecessary treatment of other he-
matological conditions.

Conclusion: Thrombocytopenia caused by H.
pylori infection is rarely recognized, but timely
diagnosis and adequate treatment can signifi-
cantly improve the outcome. Family medicine
doctors should keep in mind the association of
this infection with thrombocytopenia and use a
comprehensive approach in diagnosis in order to
start treatment in a timely manner.
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Uvod s ciljem Mycoplasma pneumoniae
(M.pneumoniae) jedna je od najvaznijih uzroc-
nika atipicne pneumonije. NajceS¢e se javlja u
kasno ljeto i jesen s epidemijskim razmjerima
svakih godinu do 3 godine dana. Europski cen-
tar za prevenciju i kontrolu bolesti je za sezonu
2023./2024. biljeZio povecanu incidenciju pne-
umonija uzrokovanih M.pneumoniae. Zbog Ce-
sto blaZzeg tijeka bolesti sa simptomima vrucice,
slabosti, glavobolje te suhog, nadrazajnog kaslja
koji s vremenom postaje produktivan, Cesto se
naziva i ,hodaju¢a pneumonija“. Specifi¢nost
M.pneumoniae leZi u njenoj gradi, nedostatak
staniCne stijenke prirodno ju svrstava u skupinu
bakterija rezistentnih na beta-laktame te ograni-
¢ava njeno lijeCenje na makrolide. Azitromicin
svojim antibakterijskim, imunomodulatornim i
antiinflamatornim djelovanjem pokazuje brzu
regresiju simptoma i uspjeSno izljecenje. Druga
linija lijeCenja ukljucuje fluorokinolone i te-
tracikline. Globalna rezistencija makrolida na
M.pneumoniae iznosi 28% sa znacajnim geo-
grafskim varijacijama. U Europi ona iznosi pro-
sjetno 5%. Cilj ovog prikaza slucaja je ukazati
na sli¢nosti klinicke slike i laboratorijskih nalaza
M.pneumoniae i respiratornih virusa te vaznost
prepoznavanja i ordiniranja adekvatne terapije za
infekciju M.pneumoniae.

Prikaz slucaja U ordinaciju lijecnika obiteljske
medicine (LOM) javlja se 58-godisnji pacijent
sa simptomima slabosti, grlobolje i subjektiv-
nog osjecaja vrucice koji traju dva dana. Na upit
prijavljuje povremeni suhi kasalj. U fizikalnom
nalazu nalazimo poviSenu tjelesnu temperaturu
37.2°C, orofaringoskopski hiperemic¢nu sluzni-
cu, blago edematozne lukove i uvulu s tonzilama
unutar zdrijelnih lukova. Auskultacijski uredan
Sum disanja. Obzirom na trajanje i tijek bolesti
postavi se dijagnoza akutnog virusnog faringitisa
te preporuka simptomatske terapije ibuprofen a
600mg/2x/dan s kontrolom po potrebi. Pacijent
se 6 dana nakon pregleda javlja u ordinaciju

LITERATURA:

LOM. Uvidom u medicinsku dokumentaciju sa-
znaje se da je pacijent dva dana nakon naseg pre-
gleda razvio suhi, nadraZajni kasalj koji ga no¢u
budi s febrilitetom do 38.2°C radi Cega se javio
u ordinaciju deZurnog LOM. Fizikalnim pregle-
dom uocena je nadrazena sluznica Zdrijela te se
auskultacijski desno, bazalno cuju krepitacije.
Laboratorijski nalaz pokaze CRP 10,7mg/L; L
9,9x10%L; seg.L 6,97x10%L nakon Cega se ordi-
nira amoksicilin a 500mg 3 x dnevno 10 dana.
Pacijent nam se javlja 4.dan uzimanja amoksici-
lina te se Zali na iste simptome i ima jednak fizi-
kalni status kao i kod deZurnog LOM. Na osnovu
klinicke slike i tijeka bolesti, laboratorijskih na-
laza te trenutne epidemioloSke situacije postavi
se sumnja na infekciju M.pneumoniae te se, bez
dokaza patogena, ordinira azitromicin a 500mg/3
dana. Kontrolnim pregledom za 4 dana biljeZi se
potpuna regresija simptoma uz zadovoljavajuci
oporavak pacijenta.

Rasprava Infekciju M. pneumonia vrlo je vazno
prepoznati na vrijeme jer moZe dovesti do teSke
pneumonije. U klini¢koj se praksi, nerijetko, na
osnovi klinicke slike i laboratorijskih nalaza slic-
nih infekciji M.pneumoniae susrece izdavanje
amoksicilina, ili ¢ak koamoksiklava. Povecana
incidencija respiratornih infekcija izazvanih
M.pneumoniae u jeseni 2024.godine dovodi do
poZeljnog ordiniranja azitromicina bez dokaza-
nog patogena za sve respiratorne infekcije koje
nalikuju na onu izazvanu M.pneumoniae kako bi
se postigao imunitet krda.

Zakljucak Prikaz sluCaja naglasava vazZnost
pravovremenog identificiranja uzroc¢nika i pro-
pisivanja adekvatne terapije. Prije izdavanja
antibiotske terapije potrebno je razmisliti o dife-
rencijalnoj dijagnozi te trenutnoj epidemioloskoj
situaciji odredenog podrucja.
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Introduction with Aim Mycoplasma pneumo-
niae (M. pneumoniae) is a significant cause of
atypical pneumonia, typically occurring in late
summer and autumn, with epidemic outbreaks
every 1-3 years. The European Centre for Disease
Prevention and Control reported an increased in-
cidence of M. pneumoniae pneumonia cases in
the 2023/2024 season. Often called “walking
pneumonia,” it presents with mild symptoms
such as fever, fatigue, headache, and a dry cough
that may later become productive. A key char-
acteristic of M. pneumoniae is its lack of a cell
wall making it resistant to beta-lactam antibiot-
ics, which limits treatment options to macrolides.
Azithromycin, known for its antibacterial, im-
munomodulatory, and anti-inflammatory effects,
leads to rapid symptom regression and recovery.
Second-line treatments include fluoroquinolones
and tetracyclines. Global macrolide resistance in
M. pneumoniae is estimated at 28%, with sig-
nificant geographical variations. In Europe, the
average resistance rate is around 5%. This case
report highlights the similarities between clinical
and laboratory findings of M. pneumoniae and
respiratory viruses, as well as the importance of
early recognition and adequate treatment of M.
pneumoniae infections.

Case Report A 58-year-old patient presented to a
general practitioner (GP) with fatigue, sore throat,
and a subjective feeling of fever lasting two days.
Upon questioning, he reported an occasional dry
cough. Physical examination revealed a slightly
elevated body temperature of 37.2°C, hyperemic
oropharyngeal mucosa, mildly edematous arches
and uvula, while tonsils appeard normal. Lung
auscultation was unremarkable. A diagnosis of
acute viral pharyngitis was made, and symptom-
atic therapy with ibuprofen 600 mg twice daily
was recommended, with follow-up as needed.
Six days later, the patient returned to the GP’s of-
fice. His medical records revealed that two days
after the initial visit, he developed a dry, irritating

cough that disrupted his sleep and fever reaching
up to 38.2°C, prompting him to seek care from
an on-call GP. Physical examination showed irri-
tated pharyngeal mucosa, and crackles upon aus-
cultation at the right lung base. Laboratory tests
indicated CRP 10.7 mg/L, leukocytes 9.9%10%L,
segmented neutrophils 6.97x10%L. Amoxicillin
500 mg three times daily for 7 days was pre-
scribed. Four days into amoxicillin therapy, the
patient revisited the GP with persistent symptoms
and unchanged physical findings. Based on the
clinical presentation, course of illness, laborato-
ry results, and current epidemiological situation,
M. pneumoniae infection was suspected. Without
confirmatory pathogen testing, azithromycin 500
mg daily for 3 days was prescribed. A follow-up
examination four days later showed complete
symptom resolution and satisfactory patient
recovery.

Discussion Early recognition of M. pneumo-
niae infection is crucial, as it can lead to severe
pneumonia. In clinical practice, amoxicillin or
co-amoxiclav is often prescribed for symptoms
and laboratory findings similar to M. pneumoniae
infection. The increased incidence of respiratory
infections caused by M. pneumoniae in autumn
2024 suggests that empirical azithromycin treat-
ment may be appropriate for respiratory infec-
tions resembling M. pneumoniae pneumonia,
even without pathogen confirmation, to promote
herd immunity.

Conclusion This case report highlights the im-
portance of early pathogen identification and ap-
propriate antibiotic therapy. Before prescribing
antibiotics, it is essential to consider differential
diagnoses and the current epidemiological situa-
tion in the region.
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Uvod s ciljem: Kvaliteta Zivota igra vaznu ulogu
u bolesnikovom doZivljaju bolesti i utjece na koji
¢e se nacin pacijent suociti s problemima i kom-
plikacijama koje odredena bolest donosi.

Tijek Secerne bolesti obiljeZen je razvojem kro-
ni¢nih komplikacija koje, osim na zdravlje, utje-
Cu i na kvalitetu Zivota bolesnika. Dok je najveca
incidencija dijabetes melitusa tip 1 joS uvijek u
ranoj adolescenciji sve se CeSce dijagnosticira u
odrasloj dobi. Pocetak je obicno manje akutan
nego u djetinjstvu i donosi nizZi, iako jos uvijek
znacajan, rizik od komplikacija i rane smrtno-
sti. U ovom prikazu slucaja cilj je pokazati kako
pravovremena sumnja i tocna dijagnostika mogu
uvelike ubrzati proces tocne dijagnoze i pocetka
lijeCenja. Ovakvim pristupom lijeCenja smanjit
¢emo komplikacije, produZiti Zivotni vijek i po-
boljsati kvalitetu Zivota.

Prikaz slucaja: Pacijent, star 62 godine, nepu-
$af, do sada zdrav. U obiteljskoj anamnezi negira
dijabetes. Dolazi u ambulantu obiteljskog lijec-
nika zbog eritema i ranice na palcu desne noge.
Prilikom ulaska u ambulantu primjeéuje se kako
je bolesnik vidno smrSavio. U zadnjih 8 mjeseci
navodi gubitak od oko desetak kilograma, ali to
pripisuje zdravom nacinu ishrane kojeg se pri-
drZava. Prilikom pregleda fizikalni status bio je
potpuno uredan, osima eritema uz manju bulu
na dorzumu palca. Tokom uzimanja anamneze,
pokuSava se saznati ima li jo§ neke od simptoma
kao Sto su poliurija i polidipsija, jer se sumnja
kako je moguce da se radi o dijabetes melitusu.
Bolesnik navodi kako u zadnje vrijeme ide CeSce
mokriti, ali je to pridavao tome $to je poceo piti
viSe tekucine. Kako je pacijent doSao krajem rad-
nog vremena i nije bio na taste, glukometrija se
nije provela. Narucen je na vadenje krvi sutradan,
previjena ranica na palcu, te uveden amoksicilin s
klavulanskom kiselinom i metronidazol. Sljedec¢i
dan stigli su laboratorijski nalazi iz kojih se iz-
dvaja GUK 20,4 mmol/L, kolesterol 7.6, LDL
4.7, trigliceridi 12.8, HbA1lc 14.0%. Zbog ozbilj-
nosti situacije te dugackih listi ¢ekanja dijabeto-
loga, pacijentu je izdana C2 uputnica. Pregledan
je kroz hitni prijem, te je istog dana zbog viso-
kih vrijednosti HbAlc i potrebe za uvodenjem

bazalnog inzulina pregledan i od strane dijabeto-
loga. U terapiju je uveden metformin 1x500 mg s
povecanjem u optimalnim intervalima do 2x2000
mg, sitagliptin 1x100mg, inzulin degludek 8j u
22h s povecanjem za po 2j do postizanja ciljnih
vrijednosti glikemije i atorvastatin 20 mg. Nakon
3 tjedna dolazi na kontrolu, te sada laboratorijske
vrijednosti pokazuju GUK 7,8 mmol/L, HbAlc
12,4 %.

Rasprava: U ovom prikazu slucaja razvidno je
kako pacijent primarno dolazi zbog rane na pal-
cu koja mu predstavlja najve¢i problem zbog
boli prilikom hoda. Prilikom uzimanja anamneze
sve ostale simptome zanemaruje i pripisuje no-
vom nacinu Zivota. Kao obiteljski lijecnik bitno
je poznavati svoje pacijente i primijetiti kako fi-
zicke tako i psihicke promijene. Vazno je birati
dijagnosticke pretrage koje ¢e brzo potvrditi nase
sumnje kako bi Sto prije zapoceli s terapijom.

Zakljucak: Zbog posljedica kroni¢nih kompli-
kacija nuzno je da se do to¢ne dijagnoze dode
Sto prije. Ciljane dijagnosticke pretrage i detaljna
anamneza uvelike nam mogu pomo¢i u donoSe-
nju brze i to€ne dijagnoze. Pravovremeno lijece-
nje dovodi do poboljsanja kvalitete Zivota, a time
i bolesnikove Zelje da aktivno sudjeluje u planu
lijecenja.
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Introduction with a geal: Quality of life plays
an important role in the patient's experience of
the disease and influences the way the patient
will face the problems and complications that a
certain disease brings. The course of diabetes is
marked by the development of chronic complica-
tions that, in addition to health, also affect the pa-
tient's quality of life. While the highest incidence
of type 1 diabetes mellitus is still in early adoles-
cence, it is increasingly diagnosed in adulthood.
The onset is usually less acute than in childhood
and brings a lower, although still significant, risk
of complications and early mortality. In this case
report, the goal is to show how suspicion at right
time and accurate diagnostics can greatly acceler-
ate the process of accurate diagnosis and the start
of treatment. With this approach to treatment, we
will reduce complications, extend life expectancy
and improve quality of life.

Case report: Patient DS, 62 years old,
non-smoker, previously healthy. He denies diabe-
tes in his family history. He comes to the family
doctor's office because of erythema and a wound
on his right big toe. When entering the office,
I notice that the patient has visibly lost weight.
He reported losing about 10 kilograms in the last
8 months, but attributed this to the healthy diet
he follows. During the physical examination,
he was completely normal, except for erythema
with a small bump on the dorsum of the thumb.
During the conversation, I tried to find out if he
had any other symptoms, such as polyuria and
polydipsia, because I suspected that it was pos-
sible that he had diabetes mellitus. He said that
he had been urinating more frequently lately, but
he attributed this to the fact that he had started
drinking more fluids. Since the patient came at
the end of working hours and was not fasting, I
decided not to perform a glucometer, so I ordered
a blood test the next day, bandaged the wound
on his thumb, and administered amoxicillin with
clavulanic acid and metronidazole. The next day,
the laboratory results came back, which showed
GUK 20.4 mmol/L, cholesterol 7.6, LDL 4.7,
triglycerides 12.8, HbAlc 14.0%. Aware of the
seriousness of the situation and the long waiting

list for a diabetologist, I decided that the patient
would receive the fastest treatment through the
emergency room, so I issued a C2 referral. On the
same day, due to high HbA1c values and the need
to introduce basal insulin, he was examined by
a diabetologist. The therapy included metformin
1x500 mg with an increase in optimal intervals to
2x2000 mg, sitagliptin 1x100 mg, insulin deglu-
dec 8 days at 10 pm with an increase of 2 days un-
til the target glycemia values were achieved, and
atorvastatin 20 mg. After 3 weeks, he comes for
a check-up, and now the laboratory values show
GUK 7.8 mmol/L, HbAlc 12.4%.

Discussion: In this case report, we can see that
the patient primarily comes because of a wound
on his thumb, which is his biggest problem due to
pain when walking. When taking the history, he
ignores all other symptoms and attributes them to
a new lifestyle. As a family doctor, it is important
to know your patient and notice both physical and
psychological changes. It is important to choose
diagnostic tests that will quickly confirm our sus-
picions so that we can start therapy as soon as
possible.

Conclusion: Due to the consequences of chronic
complications, it is essential to reach an accurate
diagnosis as soon as possible. Targeted diagnos-
tic tests and a detailed history can greatly help
us make a faster and more accurate diagnosis.
Timely treatment leads to an improvement in the
quality of life, and thus the patient's desire to ac-
tively participate in the treatment plan.
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Uvod s ciljem: SvrbeZ (pruritus) je neugodna
senzacija na koZi koji izaziva neodoljivu potre-
bu za CeSanjem. Suha koZa pracena svrbeZom
jedna je od najces¢ih tegoba medu osobama sta-
rije Zivotne dobi. Kroni¢ni svrbeZ moZe veoma
negativno uticati na kvalitetu Zivota, uzrokujuci
iritaciju, poremecaje spavanja i depresiju. Cilj
rada je da pregledom literature ukazZe na ovaj vrlo
Cest problem starije populacije i znaCaj njegovog
reSavanja.

Rasprava: Svrbez je Cest simptom koji se mozZe
javiti kod svih, ali je najces¢i kod osoba starijih od
65 godina. MoZe se pojaviti cak i nakon blagoga
dodira, Sto se naziva alloknesis. Najces¢i uzrok je
suha koZa, koja se moZe prevenirati koriStenjem
blagih higijenskih preparata, uljnih kupki i emo-
lijentnih krema s ureom nakon kupanja, te izbje-
gavanjem vrucih kupki. Ako svrbeZ ne prestaje
unato€ ovim mjerama, potrebno je razmotriti dru-
ge uzroke poput parazitarnih infekcija, nuspojava
lijekova, neuroloskih i psihogenih poremecaja,
sistemskih bolesti (dijabetes, anemija, bolesti je-
tre i bubrega, bolesti stitnjace) ili paraneoplastic-
nih sindroma. SvrbeZ se javlja na koZi sa ili bez
lezija. Za postavljanje konacne dijagnoze Cesto je
potrebna detaljna dijagnosticka obrada, a pone-
kad i biopsija koZe. Senilni pruritus je pojam koji
se odnosi na kronicni svrbez kod osoba starijih od
65 godina, Cesto bez jasnog uzroka (idiopatski).
Pregledom literature se uocava da polovina sta-
rije populacije ima kronicni svrbeZ (prevalencija
varira od 11% do 78%). Kronic¢ni svrbeZ znacaj-
no narusava kvalitetu Zivota, uzrokujudi iritaciju,
sekundarne infekcije koZe zbog CeSanja, poreme-
Caje spavanja i depresiju. PogorSanje kvalitete
Zivota ekvivalentno je uticaju hroni¢nog bola.
Neki pacijenti s kroni¢nim svrbeZom imaju toliko
izraZenu depresiju, da pre imaju Zelju za kra¢im
Zivotom bez svrbeZa, nego duljim s prisutnim
simptomima. Termin senilni pruritus je uveden
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da se opiSe hronicni svrez pacijenata starijih od
65 godina, koji i pored velike ucestalosti u ovoj
populaciji nije dovoljno proucavan. I dalje nije
poznato da li je senilni pruritus poseban entitet ili
se odnosi na hronicni prutitus. Terapija se sasto-
ji od op¢ih mjera i medikamentoznog lijecenja.
Opce mjere ukljucuju adekvatnu higijenu i zastitu
koZe, izbjegavanje sintetiCke odjece i odjece od
vune, alkohola i toplih kupki. Neovisno o uzroku
svrbeZa, suhoca koZe pogorSava sve vrste svrbe-
Za, a u€inkovito se rjeSava emolijensima s 5-15%
uree. Medikamentozna terapija ovisi o uzroku
svrbeZa; najCeSc¢e se koriste H1-antihistaminici,
kortikosteroidi, imunomodulatori, dok su biolos-
ki lijekovi joS u fazi ispitivanja.

Zakljucak: Za lijecnike je izazov utvrditi tocan
uzrok svrbeza zbog heterogenosti patogeneze.
Pristup svakom pacijentu mora biti individuali-
ziran, jer je svrbeZ simptom mnogih bolesti s ra-
zli¢itom prognozom. S globalnim produljenjem
Zivotnog vijeka i starenjem stanovniStva, ovaj
problem postaje sve veci, stoga su potrebna dalj-
nja istrazivanja kako bi se poboljsala kvaliteta
Zivota ove sve brojnije populacije.
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Introduction with aim: Pruritus is an unpleas-
ant skin sensation that elicits an irresistible urge
to scratch. Xerosis accompanied by pruritus is
among the most common complaints in the el-
derly. Chronic pruritus significantly diminishes
quality of life. This paper aims to highlight this
prevalent issue in the elderly population and the
importance of its management through a litera-
ture review.

Discussion: Pruritus is a frequent symptom that
can occur in anyone but is most prevalent in indi-
viduals over 65 years old. In the elderly, pruritus
can be triggered even by a light touch, known
as alloknesis, and may represent a serious med-
ical issue involving skin dryness. Xerosis is the
most common cause of pruritus in the elderly.
Preventive measures include using mild, non-ag-
gressive hygiene products, oil-based baths, emol-
lient creams containing urea post-bathing, and
avoiding hot baths. If pruritus persists despite
addressing skin dryness, other causes should be
considered. Pruritus can present with or without
visible skin changes and may be associated with
parasitic infections, medication use, neurological
and psychogenic disorders, systemic diseases such
as diabetes, anemia, liver and kidney diseases,
thyroid disorders, paraneoplastic causes, among
others. A definitive diagnosis requires thorough
diagnostic evaluation, and in some cases, skin bi-
opsy of lesions. Senile pruritus is predominantly
idiopathic chronic pruritus. Literature indicates
that half of the elderly population experiences
chronic pruritus, with prevalence rates ranging
from 11% to 78%. Chronic pruritus markedly im-
pairs quality of life, leading to skin irritation, sec-
ondary infections from scratching, sleep distur-
bances, and depression. The impact on quality of
life is comparable to chronic pain. Many patients
with chronic pruritus report depression so se-
vere that they would prefer a shorter life without

pruritus over a longer life with symptoms. The
term "senile pruritus" describes chronic pruritus
in patients over 65 years old. Despite its high
prevalence, it remains under-researched. It is still
unclear whether senile pruritus is a distinct enti-
ty or a subset of chronic pruritus. Treatment in-
volves general measures and appropriate pharma-
cotherapy. General measures include proper skin
hygiene and protection, avoiding synthetic and
wool clothing, alcohol, and hot baths. Regardless
of the pruritus cause, skin dryness exacerbates
all types and is effectively managed with emol-
lients containing 5-15% urea. Pharmacotherapy
depends on the underlying cause and common-
ly includes H1-antihistamines, corticosteroids,
immunomodulators, with biological agents still
under investigation.

Conclusion: Determining the exact cause of
pruritus is challenging for physicians due to its
heterogeneous pathogenesis. An individualized
approach is essential, as pruritus is a symptom of
various diseases with differing prognoses. With
global increases in life expectancy and an aging
population, this issue has become more promi-
nent, necessitating further research to enhance
the quality of life in this growing demographic.
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Uvod s ciljem: Demencija je sporo progresivna
bolest propadanja intelektualnih i kognitivnih
sposobnosti ukljucuju¢i paméenje, razmisljanje
i sposobnost ucenja. Kod sumnje na demenciju
u ordinaciji obiteljske medicine ispituje se ko-
gnitivni status MiniCog, Minimental i Montreal
cognitive assesment testovima. Cilj ovog rada
prikazati je kako pomo¢i obitelji oboljelih pri
lakSem noSenju s nastalom situacijom i pruZanju
oboljelom najbolje skrbi.

Prikaz slucaja: Kéer pacijenta dolazi na konzul-
taciju u ordinaciju ocevog lije¢nika obiteljske me-
dicine, radi dogovora o daljnjim terapijskim mo-
guénostima. Naime 80-o0 godiSnjem ocu unazad
nekoliko mjeseci dijagnosticirana je vaskularna
demencija. Pregledom u ordinaciji lijecnika obi-
teljske medicine, ucinjenim Minimental testom,
postavljena je sumnja na demenciju, te je upucen
na daljnju obradu neurologu i psihijatru, ¢ime je
dijagnoza potvrdena. Od postavljanja dijagnoze
i uvodenja terapije, k¢i navodi pogorSanje stanja
demencije. Navodi kako je u dva navrata otac
hitnom medicinskom pomo¢i upuéen psihijatru u
hitnu psihijatrijsku ambulantu u dementnoj epi-
zodi. K¢i je prilikom konzultacije izrazito zabri-
nuta radi o¢evog stanja. Naime otac i majka Zive
sami i nije sigurna mozZe li se majka samostalno
brinuti o o€evim sadaSnjim potrebama. Prilikom
konzultacije pojaSnjena je moguénost kucne nje-
ge kao pomoc¢i prilikom obavljanja svakodnevne
higijene, te edukacija obitelji o progresiji i tijeku
bolesti, te potencijalnim opasnostima i potrebi o
stalnom nadzoru bolesnika. Takoder kéeri je po-
jaSnjeno kako ¢e s vremenom do¢i do pogorSanja
bolesti, te vjerojatno obitelj nece viSe biti u mo-
gucnosti skrbiti se o ocu i da je dobro razmisli-
ti o adekvatnom smjeStaju, jer se obitelj u ovoj
bolesti i psihicki i fizicki iscrpljuje. Kuéna skrb
u pocetku moze biti bolja opcija, a u kasnijem
stadiju bolesti bolja opcija postaje dom za starije
i nemocne. Ku¢na njega i obiteljska skrb su ma-
nje stresni za dementnu osobu, ujedno su manji
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financijski teret, ali ve¢i psihicki i fizicki teret
za obitelj. Isto tako neadekvatna kuc¢na skrb su
potencijalno opasni i za oboljelog i obitelj. U na-
stavak lijeCenja ukljucena je ku¢na njega radi po-
moci prilikom obavljanja svakodnevne higijene,
te Centar za socijalnu skrb radi postupka oduzi-
manja poslovne sposobnosti kako bi se sprijeCile
moguce manipulacije dementne osobe od strane
nepoznatih osoba. Obitelji je pojaSnjeno kako po-
stupiti prilikom pacijentove uznemirenosti koja
je sve CeSca, koje su fizicke, farmakoloske i psi-
hicke metode relaksacije. Pojasnjeno je kako se
uznemirenost najceS¢e javlja prilikom promjene
poznate okoline, osje¢aja nemoci, nemogucnosti
prisjecanja situacija, osoba ili predmeta, uslijed
halucinacija i dezorijentiranosti. Iznimno je bit-
no prilikom takvih situacija ostati smiren, imati
razumijevanja i strpljenja. Daljnjom progresijom
bolesti obitelj pristaje na smjeStaj oca u dom za
starije i nemo¢ne radi pruZanja adekvatne brige
i nadzora.

Zakljucak: Osim za oboljelog demencija pred-
stavlja veliko opterecenje i za obitelj oboljelog
te ih emocionalno i fizicki iscrpljuje. Potrebno je
osigurati oboljelom i obitelji adekvatnu pomo¢
prilikom skrbi za oboljelog. Uloga lije¢nika obi-
teljske medicine je da kao nositelj skrbi koordi-
nira kuénu njegu, patronaznu sluzbu , palijativhu
skrb, Centar za socijalnu skrb i u kona¢nici Dom
za starije i nemocne.
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Introduction and aim: Dementia is a slowly
progressive disease of deterioration of intellec-
tual and cognitive abilities including memory,
thinking and learning ability. When dementia
is suspected in the general practitioners office,
the cognitive status is tested with the MiniCog,
Minimental and Montreal cognitive assessment
tests. The aim of this paper is to show how to help
the families of patients to cope with the situation
and provide the patients with the best care.

Case report: The patient's daughter comes for a
consultation at her father's general practitioners
doctor's office, in order to consult on further ther-
apeutic options. The 80-year-old father was diag-
nosed with vascular dementia a few months ago.
After an examination at the general practitioners
doctor's office, a minimental test was performed,
dementia was suspected, and he was referred to a
neurologist and psychiatrist for further treatment,
which confirmed the diagnosis. Since the diag-
nosis and the introduction of therapy, the daugh-
ter reports a worsening of fathers dementia. He
states that on two occasions the father was re-
ferred to a psychiatrist in an emergency psychiat-
ric outpatient clinic by emergency medical aid in
a demented episode. During the consultation, the
daughter is extremely worried about her father's
condition. Namely, the father and mother live
alone and she is not sure if the mother can inde-
pendently take care of the father's current needs.
During the consultation, it was explained the pos-
sibility of home care as an aid in performing daily
hygiene, as well as educating the family about the
progression and course of the disease, as well as
potential dangers and the need for constant mon-
itoring of the patient. It was also explained to the
daughter that the disease will worsen over time,
and the family will probably no longer be able to
take care of her father, and that it is good to think
about adequate accommodation, because the
family is both mentally and physically exhausted
by this disease. In the beginning, home care may

be a better option, and in the later stages of the
disease, a nursing home becomes a better option.
Home care and family care are less stressful for a
demented person, they are also less of a financial
burden, but a greater mental and physical burden
for the family. Likewise, inadequate home care is
potentially dangerous for both the patient and the
family. In the continuation of the treatment, home
care is included to help with daily hygiene, and
the Social Welfare Center for the procedure of re-
vocation of business capacity in order to prevent
possible manipulations of a demented person by
unknown persons. It was explained to the family
how to act in the event of the patient's agitation,
which is becoming more frequent, what are the
physical, pharmacological and psychological
methods of relaxation. It was explained that anx-
iety most often occurs when familiar surround-
ings change, feelings of helplessness, inability to
recall situations, persons or objects, due to hal-
lucinations and disorientation. It is extremely im-
portant to remain calm, understanding and patient
in such situations. With further progression of the
disease, the family agrees to place the father in a
nursing home in order to provide adequate care
and supervision.

Conclusion: In addition to the diseased, demen-
tia is a great burden for the diseased family and
exhausts them emotionally and physically. It is
necessary to provide the patient and the family
with adequate help when caring for the patient.
The role of the general practitioner doctor is to
coordinate home care, outpatient care, palliative
care, the Center for Social Care and, ultimately,
the nursing home.
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Uvod s ciljem: ACNES sindrom (anterior cuta-
neous nerve entrapment sydrome — hrv. sindrom
ukljeStenja prednjeg koZnog Zivca) karakteriziran
je lokaliziranom kroni¢nom tupom boli ve¢inom
na jednoj strani trbusne stijenke. Nastaje uklje-
Stenjem kutanih ogranaka donjih torakoabdomi-
nalnih interkostalnih Zivaca u predjelu lateralnog
ruba m. rectus abdominisa. Cest je uzrok boli u
podrucju abdomena, ali se nerijetko pogresno di-
jagnosticira i ostaje neprepoznat.

Prikaz slucaja: Pacijentica u dobi 14 godina ja-
vila se na pregled u ordinaciju obiteljskog lijec-
nika zbog supraumbilikalnih bolova u abdomenu,
gréevita karaktera, u trajanju od 7 dana. Bol je
ocijenila s 8-10 na VAS (vizualno-analognoj ska-
li) boli (1-10). Bol je bila jaca prilikom pokreta.
Nije imala muc¢ninu niti je povracala. Pacijentica
je imala stolicu svaka dva dana, uredne konzi-
stencije i bez patoloskih primjesa. Pacijentica je
bila afebrilna, slabog apetita i uredno je mokrila.
Jednake tegobe su se javljale unazad pet godina,
dva puta godisnje, zbog Cega je u viSe navrata
obradivana kod specijalista kirurga i gastroen-
terologa, bez postavljene dijagnoze. Prilikom
javljanja boli, od lijekova je uzimala pantopra-
zol, trospijev klorid i ibuprofen, pri ¢emu ne
dolazi do poboljsanja, a bol kroz nekoliko dana
spontano regredira. Dva dana ranije na hitnom
prijemu je iskljuCena akutna kirurSka bolest. U
ordinaciji obiteljske medicine prilikom pregleda
abdomen je bio u razini prsnog koSa, ¢ujne pe-
ristaltike, mekan, bolan na palpaciju u podrucju
desnog m. rectus abdominisa supraumbilikalno,
bezbolan na palpaciju u donjem desnom kvadran-
tu. Jetra i slezena se nisu palpirale uvecanima.
Lumbalna sukusija je obostrano bila negativna.
Carnettov znak je bio pozitivan. Postavljena je
sumnja na ACNES sindrom te je pacijentica za-
jedno s uputnim pismom upucena na pregled u
hitnu sluzbu. Bolnicki u€injen UZV abdomena
je bio uredan. Upucena je specijalistu anestezi-
ologu koji je lokalno u podrucje boli primijenio
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injekciju anestetika 2% lidokaina i 4 mg deksa-
metazona nakon ¢ega odmah dolazi do nestanka
boli. Anesteziolog se sloZio da je klinicka slika
odgovarala ACNES sindromu.

Rasprava: ACNES sindrom cesto ostaje nepre-
poznat. Uglavnom se javlja kod mladih osoba,
CeSc¢e u Zena, ali mozZe se javiti u bilo kojoj dobi i
kod oba spola. Bol se vec¢inski javlja jednostrano,
CeSc¢e na desnoj strani abdomena nego na lijevoj
(4:1) i 3-4x CeSce ispod razine pupka nego iznad.
Podrucje najjace boli je obi¢no lokalizirano u
podrucju lateralnog dijela m. rectusa abdominisa
u promjeru od par centimetara i pojacava se na
dodir. Carnettov test koji se ispituje podizanjem
glave i ramena iz leZeCeg poloZaja ¢ime se na-
pinju trbusni misi¢i te upucuje na bol koja ima
ishodiSte u trbusnoj stijenci je veéinski poziti-
van. Dijagnoza se postavlja temeljem anamneze
i fizikalnog pregleda, dok se ostala dijagnostika
radi zbog isklju¢ivanja drugih uzroka. Lijeci se
injekcijama lokalnog anestetika i kortikosteroida
pri ¢emu dolazi do trenutnog popustanja boli i u
oko 20% pacijenata nece do¢i do ponovne poja-
ve boli. U refraktornim slucajevima lijeCenje je
kirurski.

Zakljucak: Uzimajuci u obzir visoku incidenci-
ju ACNES sindroma te Ceste pogreSke u postav-
ljanju dijagnoze i lijeCenju, kljucno je razmotriti
ovaj sindrom kao moguc¢i uzrok abdominalnih
bolova, kako bi se izbjegle nepotrebne dijagno-
stiCke pretrage uz pravovremeno i adekvatno li-
jeCenje pacijenata.
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Introduction with aim: ACNES syndrome (an-
terior cutaneous nerve entrapment syndrome)
is characterized by localized chronic blunt pain
mostly on one side of the abdominal wall. It oc-
curs due to entrapment of cutaneous branches of
lower thoracoabdominal intercostal nerves on the
lateral edge of the rectus abdominis muscle. It is
a common cause of abdominal pain but is often
misdiagnosed and unrecognized.

Case report: A 14-year-old female patient pre-
sented to the family doctor's office with supra-
umbilical pain and cramps that have been lasting
for 7 days. She rated the pain 8-10 on the VAS
(visual analog scale) for pain (1-10). It wors-
ened with movement. She did not have nausea or
vomiting. She had bowel movements every two
days, with normal consistency and no pathologi-
cal admixtures. She did not have high fever, had
a poor appetite and urinated normally. The same
symptoms have been occurring over the past five
years, twice a year, for which she had been eval-
uated by surgeons and gastroenterologists, with-
out a known diagnosis. During pain episodes, she
took pantoprazole, trospium chloride and ibupro-
fen, with no improvement. The pain spontaneous-
ly regressed. Two days earlier an acute surgical
condition was ruled out at a hospital. During the
examination, the abdomen was at the level of the
chest, with audible peristalsis, soft, tender on pal-
pation by the right rectus abdominis muscle su-
praumbilically, and not tender in the lower right
quadrant. The liver and spleen were not palpable.
Lumbar succussion was negative. Carnett's sign
was positive. ACNES syndrome was suspected,
and the patient was referred to the emergency
department with a referral letter. An abdominal
ultrasound performed there was normal. An an-
esthesiologist administered 2% lidocaine and 4
mg dexamethasone locally, resulting in imme-
diate relief. The anesthesiologist agreed that the
clinical presentation was indicative of ACNES
syndrome.

Discussion: ACNES syndrome often goes unrec-
ognized. It mainly occurs in younger individuals,
frequently in women, but can occur at any age in
both sexes. The pain is mostly unilateral, more
often on the right side than on the left (4:1) and
3-4 times more often below the level of the na-
vel. The area of the most intense pain is usually
localized in the lateral part of the rectus abdom-
inis muscle, a few centimeters in diameter, and
increases with touch. Carnett's test, involving lift-
ing the head and shoulders from a lying position
to tense the abdominal muscles, indicating pain
originating from the abdominal wall, is mostly
positive. The diagnosis is based on anamnesis and
physical examination, while other diagnostics are
performed to exclude other causes. It is treated
with injections of local anesthetics and cortico-
steroids, resulting in immediate pain relief, and in
about 20% of patients the pain does not recur. In
refractory cases the treatment is surgical.

Conclusion: Given the high incidence of ACNES
syndrome and frequent diagnostic and treatment
errors, it is crucial to consider this syndrome as
a possible cause of abdominal pain to avoid un-
necessary diagnostic tests and provide timely and
adequate treatment for patients.
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Uvod s ciljem: Aminotransferaze, alanin ami-
notransferaza (ALT) i aspartat aminotransferaza
(AST) vrlo su osjetljivi pokazatelji akutnog je-
trenog oSteCenja. PoviSene vrijednosti amino-
transferaza pronalazimo kod nealkoholne masne
bolesti jetre, alkoholne bolesti jetre, infekcija,
toksicnih oSte¢enja uzrokovanih lijekovima te u
nesto rjedim slucajevima poput autoimunih bo-
lesti jetre, Wilsonove bolesti, manjka ol-anti-
tripsina te hereditarne hemokromatoze. Cilj ovog
prikaza slucaja je prikazati vaznost uloge lijec-
nika obiteljske medicine u prepoznavanju uzroka
povisenih aminotransferaza te upuéivanja na zur-
niju daljnju obradu.

Prikaz slucaja: Pacijentica u dobi od 52 godine
javila se u ambulantu lijecnika obiteljske medi-
cine zbog kroni¢nog umora unazad 2 mjeseca,
druge tegobe je negirala. Upucena je na vadenje
krvi. U laboratorijskom nalazu bili su vidljivi
poviSeni jetreni enzimi, ALT 689 U/L, AST 311
U/L, GGT 223 U/L, ALP 92 U/L (uredna vrijed-
nost), te poviSen ukupni bilirubin 22 pmol/L, Fe
43,6 pmol/L i UIBC 11 pmol/L. Pacijentica pusi
unazad 30 godina, negira konzumaciju alkohola,
operirala Zu¢ni mjehur prije 6 godina, nema kro-
nicnu terapiju. Pregledom abdomena utvrdi se da
je mekan, bezbolan na palpaciju te bez organo-
megalije. Koza i vidljive sluznice bile su urednog
izgleda. Pacijentica je upucena na hitnu gastroen-
terolosku obradu gdje su joj ucinjene joS dodatne
laboratorijske pretrage. Serologija na autoimuni
hepatitis, OGTT, bakar u 24h urinu i lipidogram
dosli su urednih vrijednosti. Izdvajala se poviSe-
na vrijednost feritina 1382 ug/L. U€injen je MR
jetre koji je uputio na znakove blaZe primarne
hemokromatoze. Dodatno, pacijentica je upucena
na genotipitaciju HFE gena ¢ime je potvrdena di-
jagnoza hereditarne hemokromatoze. Indicirane
su venepunkcije nakon kojih se pacijentica od-
mah osjecala bolje, a laboratorijske vrijednosti
polako su se pocele vracati u normalu.

LITERATURA:

Rasprava: Postoje 4 tipa nasljedne hemokroma-
toze od kojih svi ukljucuju mutacije koje ometaju
sposobnost tijela da inhibira apsorpciju Zeljeza.
Zbog preopterecenja Zeljezom dolazi do bolesti
jetre koja vodi do ciroze, pigmentacije koze, di-
jabetesa, artropatije, erektilne disfunkcije te zata-
jenja srca. Genetsko testiranje indicirano je kod
poviSenih vrijednosti feritina i saturacije transfe-
rina kako bi se dokazala dijagnoza. Genetsko te-
stiranje i probir treba razmotriti kod ¢lanova uze
rodbine. LijeCenje se provodi venepunkcijom.
Kada se postignu vrijednosti Zeljeza u serumu
unutar referentnih vrijednosti, venepunkcije se
mogu raditi povremeno kako bi se razine feritina
odrzavale izmedu 50 i 100 ng/ml.

Zakljucak: Postoje brojni uzroci poviSenih je-
trenih aminotransferaza. VazZno je prepoznati
vrijednosti aminotransferaza koje zahtijevaju
Zurniju obradu te pronadi njihov uzrok kako bi
se lijeCenje zapocelo $to ranije te sprijecio razvoj
komplikacija.
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Introduction with aim: Aminotransferases,
alanine aminotransferase (ALT) and aspartate
aminotransferase (AST) are very sensitive indi-
cators of acute liver damage. Elevated amino-
transferase values are found in nonalcoholic fatty
liver disease, alcoholic liver disease, infections,
toxic damage caused by drugs, and in somewhat
rarer cases such as autoimmune liver diseases,
Wilson's disease, ol-antitrypsin deficiency and
hereditary hemochromatosis. The aim of this
case report is to show the importance of the role
of family physicians in identifying the cause of
elevated aminotransferases and referring patients
for more urgent further treatment.

Case report: A 52-year-old patient came to the
family physician's office because of chronic fa-
tigue for the past 2 months, she denied any other
complaints. She was referred for blood sampling.
The laboratory results showed elevated liver en-
zymes, ALT 689 U/L, AST 311 U/L, GGT 223
U/L, ALP 92 U/L (normal value), and elevated
total bilirubin 22 pmol/L, Fe 43, 6 pmol/L and
UIBC 11 pmol/L. The patient has been smok-
ing for 30 years, denies alcohol consumption,
had gall bladder surgery 6 years ago, has no
chronic therapy. Examination of the abdomen
reveals that it is soft, painless on palpation and
without organomegaly. The skin and visible mu-
cous membranes had a neat appearance. The pa-
tient was sent to emergency gastroenterological
treatment, where additional laboratory tests were
performed. Serology for autoimmune hepatitis,
OGTT, copper in 24-hour urine and lipidogram
came with normal values. The elevated ferritin
value of 1382 ug/L stood out. An MRI of the liver
was performed, which indicated signs of mild-
er primary hemochromatosis. In addition, the
patient was referred for genotyping of the HFE
gene, which confirmed the diagnosis of heredi-
tary hemochromatosis. Venipuncture was indi-
cated, after which the patient immediately felt

better, and the laboratory values slowly began to
return to normal.

Discussion: There are 4 types of hereditary he-
mochromatosis, all of which involve mutations
that interfere with the body's ability to inhibit iron
absorption. Due to iron overload, liver disease
occurs, which leads to cirrhosis, skin pigmenta-
tion, diabetes, arthropathy, erectile dysfunction
and heart failure. Genetic testing is indicated,
when ferritin values and transferrin saturation
are elevated, to confirm the diagnosis. Genetic
testing and screening should be considered in
close relatives. Treatment is carried out by veni-
puncture. When serum iron values within the ref-
erence range are achieved, venipuncture can be
performed periodically to maintain ferritin levels
between 50 and 100 ng/ml.

Conclusion: There are numerous causes of ele-
vated liver aminotransferases. It is important to
recognize aminotransferase values that require
more urgent treatment and to find their cause in
order to start treatment as early as possible and
prevent the development of complications.
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Uvod s ciljem: Kroni¢ni suhi kasalj vrlo je cest
razlog dolaska u ambulantu obiteljske medicine.
Uzroci istog mogu biti mnogobrojni: od alergij-
skih tegoba gornjeg ili donjeg dijela respirator-
nog sustava, posljedica ranije preboljelih respira-
tornih infekcija (npr. post-COVID), nuspojava na
ACE inhibitore, malignoma respiratornog trakta
ili drugih sijela do kroni¢ne astme, koja u blaZim
oblicima Cesto ostaje neprepoznata i samim time
neadekvatno lijeCena. Astma se definira kao kro-
nic¢na upala donjih diSnih puteva razlicite etiolo-
gije koja se klinicki ocituje nekim od sljedec¢ih
simptomima: zaduhe, sipnje ("zvizdanja"), krat-
kog daha, kroni¢nog kaSlja i stezanja u prsima,
a patofizioloski odredenim ograni¢enjem protoka
zraka u diSnim putovima (1). Medu brojnim po-
dtipovima najceSca je alergijska astma, u kojoj je
kroni¢na upala potaknuta alergijskom preosjetlji-
voScu, a postoji jos i tzv. tusigeni ekvivalent as-
tme koji se klinicki manifestira samo kroni¢nim
kasljem, bez osjecaja dispneje.

Prikaz slucaja: 28-godiSnja bolesnica javlja se
pocetkom prolje¢a u ambulantu obiteljske medi-
cine zbog suhog kaslja koji traje unazad 3 tjedna
te blaZeg subjektivnog osjecaja kratkog daha, bez
tipi€ne zaduhe ili tahipneje. Tegobe su zapoce-
le kratkotrajnom respiratornom virozom koja je
trajala prvih nekoliko dana, ali se kaSalj posli-
je progresivno pojacavao. Navodi da je sli¢ne
simptome imala i ranije i to uglavnom sezonski,
u jesen i proljece, a ponekad i u drugim dijelovi-
ma godine. NajizraZenija "egzacerbacija", bila je
nakon preboljenja covida 2021. Tada je ucinjena
i spirometrija koja je bila uredna. Takoder je ra-
nije ordiniran desloratadin i montelukast koji su
pokazali povoljan ucinak. U klinickom statusu
pri dolasku imala je uredno Zdrijelo, bez limfade-
nopatije, prohodan nos i blago poostren Sum disa-
nja. Laboratorijski nalazi bili su uredni te je zbog
sumnje na alergijsku etiologiju tegoba uveden
flutikazon u inhalaciji 2x1 udah tijekom mjesec
dana te montelukast. Terapija je dovela do regre-
sije simptoma, no iste godine u jesen, pacijenti-
ca se javlja u ambulantu zbog osjecaja oteZanog
disanja u posljednje vrijeme, koji je povremeno
pracen osjeCajem stezanja i probadanja u prsima
(neovisno o naporu). U statusu obostrano bazalno
poostreno disanje, ali bez wheezinga te je ponovo

LITERATURA:

ordiniran flutikazon, montelukast i salbutamol do
4x1 udah p.p. U meduvremenu je ucinjena i spi-
rometrija (FVC 103%, FEV1 97%, TI 79, PEF
92%, FEF 50%) s bronhodilatacijskim testom:
FEV1 + 430 ml (+ 11%). Premda je spirometrija
bila uredna, test je bio pozitivan, ¢ime je doka-
zana astma, a daljnjom pulmoloSkom obradom
dokazana je i alergijska preosjetljivost na grinje
ku¢ne prasSine. U terapiju je tada uveden cikle-
zonid 2x1 udah uz salutamol, no zbog alergijske
reakcije koja se dovela u vezu s ciklezonidom
(urtikarija koZe lica, crvenilo i svrbez), isti je
zamijenjen s fiksnom kombinacijom beklome-
tazona i formoterola, nakon Cega je pacijentica
osjecala subjektivno znatno poboljSanje.

Rasprava: Dugotrajni suhi kaSalj patologija
je koja se Cesto susrec¢e u obiteljskoj medicini.
Ponekad je tesko otkriti tocan uzrok i postié¢i za
pacijenta zadovoljavaju¢ terapijski ucinak, no
potrebno je, na temelju anamnestickih podataka
i klinicke slike, razmisljati diferencijalno-dija-
gnosticki te do¢i do pravog uzroka kaslja kako
bi se moglo zapocCeti s prikladnom terapijom.
Alergijska astma jedan je od CeSce zastupljenih
uzroka navedene problematike, no Cesto ostaje
neprepoznata i sukladno tome, neadekvatno lije-
Cena, pogotovo ako se radi o blaZem klinickom
obliku. Ipak, pravovremeno postavljanje dijagno-
ze i zapocinjanje s kortikosteroidnom terapijom
pacijentu moZe znacajno olakSati simptome i
posti¢i dobar terapijski ucinak. Stoga je pacijen-
te sa sumnjom na astmu potrebno pravovremeno
uputiti na dijagnosticku obradu kako bi se sumnja
potvrdila te zapocelo s ciljanom terapijom.

Zakljucak: Inhalacijski kortikosteroidi, sami
ili u kombinaciji s bronhodilatatorom, ovisno o
tipu i teZini, osnova su za lijeCenje astme, a za
dijagnozu ponekad nije dovoljan samo nalaz
spirometrije, vec je potrebno uciniti i bronhodi-
latacijski test. LOM imaju klju¢nu ulogu u pre-
poznavanju pacijenata s astmom i upu¢ivanju na
specijalisticku obradu kako bi se zapocela ciljana
terapija te prevenirao razvoj simptoma i pogorsa-
nje klinicke slike. Postavljanje ispravne dijagno-
ze i adekvatna terapija mogu znacajno reducirati
simptome astme, poboljsati kvalitetu Zivota paci-
jenata te smanjiti moguc¢nost komplikacija.

1. Global initiative for asthma (GINA) smjernice: Global strategy for asthma mamagement and
prevention; updated 2020. Dostupno na: https://ginasthma.org/wp- content/uploads/2020/06/
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Introduction with aim: Chronic dry cough is very
common reason for visiting a family medicine clinic.
There can be numerous causes of this type of cough:
from allergic hypersensitivity of the upper or lower
part of the respiratory system, previous respiratory
infections (e.g. post-COVID syndrome), side effects
of ACE inhibitors, malignancies in the respiratory
tract or in the other areas, or chronic asthma, which
in mild forms often remains unrecognized and thus
inadequately treated. Asthma is defined as chron-
ic inflammation in lower respiratory tract due to
various etiology, which is clinically manifested by
some of the following symptoms: dyspnea, wheez-
ing, shortness of breath, chronic cough or tightness
in the chest and pathophysiologically followed by
obstructed air flow in the lower respiratory tract.
Among the many subtypes, the most common one
is allergic asthma, in which chronic inflammation is
triggered by allergic hypersensitivity. Furthermore,
there also exists so-called tussogenic equivalent of
asthma, which is clinically manifested only by a
chronic cough, without a feeling of dyspnea.

Case Presentation: A 28-year-old patient presents
to the family medicine doctor in the beginning of
spring complaining about dry cough that has been
lasting for the past 3 weeks, followed by subjective
feeling of shortness of breath, without typical dys-
pnea or tachypnea. These symptoms had started with
a short-term respiratory virus that lasted for the first
few days, but the cough progressively intensified af-
terwards. She states that she had similar symptoms
earlier before, mostly seasonally, in autumn and
spring, but sometimes in the other parts of the year,
also. The worst"exacerbation" was after recovering
from covid in 2021. Spirometry was done, which
was unremarcable. Both desloratadine and montelu-
kast had also been prescribed earlier, which showed
a beneficial effect. In terms of clinical status upon
arrival, she had a normal pharynx, no lymphade-
nopathy, a clear nose and slightly increased breath
sounds. The laboratory findings were normal, so due
to the suspicion of an allergic etiology of the com-
plaints, fluticasone 2 x 1 inhalation for a month and
montelukast were introduced. The therapy led to a
regression of the symptoms, but in the autumn of the
same year, the patient came to the clinic because of
feeling difficulty breathing, which was occasionally
accompanied by a feeling of tightness and stabbing

in the chest (regardless of effort). In the clinical sta-
tus, bilateral basal breathing sounds were increased,
but without wheezing. Fluticasone, montelukast
and salbutamol were again prescribed to reduce
the symptoms. In the meantime, spirometry (FVC
103%, FEV1 97%, TI 79, PEF 92%, FEF 50%) with
a bronchodilation test was also performed: FEV1 +
430 ml (+ 11%). The test was positive, which proved
asthma diagnosis, and further pulmology treatment
proved allergic hypersensitivity to house dust mites.
Ciclesonide 2x1 inhalation with salbutamol was
then introduced in therapy, but due to allergic re-
action associated with ciclesonide (facial skin urti-
caria, redness and itching), it was replaced by fixed
combination of beclomethasone with formoterol,
after which the patient subjectively felt much better.

Discussion: Long-term dry cough is a symptom of-
ten encountered in family medicine. Sometimes it
is difficult to find the exact cause and achieve ade-
quate therapeutic effect, but it is necessary - based
on anamnestic data and the clinical presentation - to
think between different possible diagnosis to find
the real cause of cough in order to start appropriate
therapy in time. Allergic asthma is one of the most
common causes of chronic cough, but it often re-
mains unrecognized and, accordingly, inadequately
treated, especially if it appears in mild clinical form.
However, timely diagnosis and initiation of corti-
costeroid therapy can significantly relieve symp-
toms and achieve appropriate therapeutic effect.
Therefore, patients with suspected asthma should be
promptly referred to pulmonological diagnostic pro-
cedures in order to confirm the diagnosis and start
targeted therapy.

Conclusion: Inhaled corticosteroids, alone or com-
bined with bronchodilator (depending on the type
and severity), are crucial for asthma treatment.
Family physitians play a key role in identifying pa-
tients with asthma and referring them to specialist
treatment in order to initiate targeted therapy and
prevent worsening of the symptoms or deterioration
in the clinical status. For diagnosis sometimes not
only the spirometry findings are sufficient, but a
bronchodilation test is also necessary. Correct diag-
nosis and adequate therapy can significantly reduce
asthma symptoms, improve patients' quality of life
and reduce the possibility of complications.
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Uvod s ciljem: KaSnjenja u dijagnosticiranju
raka znacajno utjeCu na preZivljavanje i kvalitetu
Zivota. Ta kasSnjenja Cesto proizlaze iz ¢imbenika
povezanih s pacijentima, zdravstvenim radnici-
ma, zdravstvenim sustavima i Sirim druStvenim

Osim toga, ovaj rad ¢e doprinijeti vrijednim uvi-
dima o kaSnjenjima povezanima s pacijentima u
dijagnostici raka, potencijalno informirajuéi Sira
istraZivanja i napore za poboljSanje pravovreme-
ne dijagnoze.
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utjecajima. NaSe istraZivanje koristi narativni pri-
stup kako bi istraZilo iskustva pacijenata tijekom
njihova dijagnostickog procesa. Ova metoda pri-
povijedanja pruZa jedinstveni uvid u osobna isku-
stva, otkrivaju¢i prepreke i prilike za unapredenje
zdravstvene zastite.

Ispitanici i metode: Ova kvalitativna studija
ukljucuje odrasle pacijente (=18 godina) kojima
je dijagnosticiran rak u europskim zemljama,
trenutno fokusirana na pilot-podatke iz Grcke,
Italije, Makedonije i Svedske. Sudionici se po-
zivaju putem pacijentskih udruga, druStvenih
mreZa i timova za skrb o pacijentima s rakom.
Price o dijagnostickom procesu prikupljaju se na
dobrovoljnoj osnovi fleksibilnim metodama, uk-
ljuCujuéi pisane narative, audio ili videozapise,
intervjue ili strukturirane mape iskustva. Podaci
Ce se analizirati klasicnom metodom utemelje-
ne teorije, koja ukljuCuje iterativno kodiranje za
identificiranje kategorija i koncepata. Price ¢e se
usporedivati kako bi se razvila glavna kategorija,
a nakon postizanja saturacije, rezultati ¢e se kon-
tekstualizirati postoje¢om literaturom za pred-
stavljanje konacne utemeljene teorije.

Rezultati: Do trenutka pisanja prikupljen je
mali broj prica iz pilot-zemalja, ali one jo$ nisu
analizirane.

Zakljucak: Ovo istrazivanje ima za cilj pruziti
uvid u perspektive pacijenata o dijagnostickom
procesu raka i generirati ideje za poboljSanje
pravovremene dijagnoze raka. KoriStenjem
pripovijedanja Zelimo identificirati prepreke i
olaksavatelje tijekom dijagnostickog procesa,
postavljajuéi temelje za daljnja istraZivanja o per-
spektivama pacijenata u medicinskim studijama.
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healthcare providers, healthcare systems, and
broader community and societal influences. Our
research uses a storytelling approach to explore
patients’ experiences during their cancer diag-
nostic journey. This narrative method provides
unique insights into personal experiences, uncov-
ering barriers and opportunities to improve care
delivery.

Sample and methods: This qualitative study
recruits adult patients (=18 years) diagnosed
with cancer across European countries, current-
ly focusing on pilot data from Greece, Italy,
Macedonia, and Sweden. Participants are invited
through patient associations, social media, and
cancer care teams. Stories of the cancer diagnosis
journey are collected on a voluntary basis using
flexible methods, including written narratives,
audio or video recordings, interviews, or a struc-
tured journey mapping tool. The data will be an-
alyzed using classic grounded theory, involving
iterative coding to identify emerging categories
and concepts. Stories will be compared to develop
a main category, and once saturation is achieved,
the findings will be contextualized with existing
literature to present a final grounded theory.

Results: At the time of writing, a small num-
ber of stories have been collected from the pilot
countries, but these have not yet been analyzed.

Conclusion: This research aims to provide in-
sights into patients' perspectives on the cancer
diagnostic process and to generate ideas for im-
proving timely cancer diagnosis. By using story-
telling, we aim to identify barriers and facilitators
in the diagnostic journey, laying the foundation
for further research on patient perspectives in
medical studies. Additionally, this work will
contribute valuable insights into patient-related
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Uvod Amiotrofi¢na lateralna skleroza (ALS) je
progresivna neurodegenerativna bolest gornjeg i
donjeg motornog neurona, karakterizirana pro-
gresivnom miSi¢nom slabosti koja postepeno za-
hvaca sve miSice. Prvi znak bolesti moZe biti asi-
metri¢na slabost i atrofija miSi¢a ekstremiteta ili
bulbarni simptomi. Incidencija ALS-a u Europi
je 1.5 — 4.7/100.000, najceS¢e se pojavljuje u
dobi od 60 do 75 godina. Zbog porasta inciden-
cije ALS-a i brze progresije bolesti, neophodna
je Zurna dijagnostika i terapija ovih bolesnika.
Cilj rada je bio prikazati izazov dijagnosticiranja
i lijeCenja mlade odrasle bolesnice s ALS-om od
strane lijecnika obiteljske medicine (LOM-a).

Prikaz slucaja 26-godisnja bolesnica se javila na
pregled LOM-u kada je 4 mjeseca od prometne
nezgode primijetila slabost desne noge uz mia-
lgiju. U statusu je bila bez neuroloskih ispada i
urednih laboratorijskih parametara. Nakon 2 mje-
seca javlja se na pregled zbog slabosti desne ruke,
disfagije i oteZanog govora. Pregledom se utvrdio
poviSen tonus desne noge, u pozicijsko-supina-
cijskom poloZaju desna je ruka tonula kao i desna
noga u Mingazzinijevom poloZaju. Zurno je upu-
¢ena neurologu na daljnju obradu. EMNG ekstre-
miteta pokazao je vrlo teSku aksonalnu motornu
neuropatiju u vise spinalnih regija koji su upuci-
vali na bolest motornih neurona. Nakon komplet-
ne neuroloske obrade iskljuCene su druge bolesti,
nalaz genetskog testiranja na bolest motornog ne-
urona je bio negativan te je postavljena dijagnoza
ALS-a. Bolesnica je lijeCena riluzolom, vitamin-
skim, visokoenergetskim i proteinskim pripravci-
ma uz fizikalnu terapiju koja se nakon pogorsa-
nja stanja bolesnice provodila u kuci. Bolesnica
je cijelo vrijeme bila pod kontrolom neurologa i
LOM-a (ambulantno i kroz kué¢ne posjete). Osim
skrbi za samu bolesnicu, LOM je savjetovao obi-
telj i pruzao im psiholosku podrsku. Unato¢ mul-
tidiscipliranom pristupu, bolesnica je preminula
uslijed respiratorne insuficijencije 12 mjeseci od
pojave prvog simptoma.

LITERATURA:

Rasprava ALS je brzoprogresivna, fatalna neu-
roloSka bolest motornih neurona mozga, mozda-
nog debla i kraljezni¢ne moZzdine. S napretkom
bolesti bolesnici razvijaju klinicku sliku kombi-
nacije znakova oSte¢enja gornjeg (gubitak fine
motorike) i donjeg motornog neurona (miSi¢na
slabost) te bulbarnih simptoma (dizartrija, disfa-
gija). Na ALS moZemo posumnjati u bolesnika
s brzim razvojem spasticke i atrofi¢ne slabosti
bez ispada osjeta. Ne postoji specifi¢ni dijagno-
sticki biomarker pa se dijagnoza ALS-a postavi
u prosjeku gotovo 12 mjeseci od pojave simpto-
ma na temelju anamneze, neuroloSkog pregleda,
elektrofizioloSkih ispitivanja (elektromioneuro-
grafije), slikovnih pretraga (MR mozga) i labo-
ratorijskih testova s ciljem isklju¢ivanjem stanja
koja mogu imitirati ALS. Etiopatogeneza ALS-a
je nepoznata te specifi¢no lijeCenje nije moguce.
Provode se simptomatski i suportivni postupci, a
jedini lijek koji se koristi u lijeCenju je riluzol.
Svrha terapije je ublaziti komplikacije i unaprije-
diti kvalitetu Zivota oboljelog. Multidisciplinarni
pristup je vaZan za bolesnika - o njemu brinu li-
jecnici obiteljske medicine, neurolozi, farmako-
lozi, specijalisti palijativne medicine, fizioterape-
uti, radni i govorni terapeuti, psiholozi, psihijatri,
nutricionisti, socijalni radnici i medicinske sestre
s iskustvom palijativne skrbi.

Zakljucak ALS je neizljeciva bolest kratkog ti-
jeka, gdje LOM moze ublaziti neke od simptoma
i time pomoc¢i oboljelom i njegovoj obitelji. Skrb
o pacijentu tijekom posljednjeg stadija bolesti
vazni su aspekt rada LOM-a, kao i cijelog mul-
tidisciplinarnog tima koji sudjeluje u lijeCenju
oboljelih od ALS-a.
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Introduction Amyotrophic lateral sclerosis
(ALS) is a progressive neurodegenerative disease
of the upper and lower motor neurons, character-
ized by progressive muscle weakness that grad-
ually affects all muscles. The first sign of the
disease may be asymmetric weakness and atro-
phy of the muscles of the extremities or bulbar
symptoms. The incidence of ALS in Europe is
1.5 —4.7/100,000, it most often appears between
the ages of 60 and 75. Due to the increase in the
incidence of ALS and the rapid progression of the
disease, urgent diagnosis and therapy of these pa-
tients is necessary.

The aim The aim of the paper was to present
the challenge of diagnosing and treating a young
adult patient with ALS by a family medicine doc-
tor (physician).

Case report A 26-year-old patient came for an
examination at the physician when, 4 months af-
ter the traffic accident, she noticed weakness in
her right leg along with myalgia. Her status was
without neurological symptoms and normal lab-
oratory parameters. After 2 months, weakness of
the right hand, dysphagia and difficulty speaking
appeared, and she was urgently referred to a neu-
rologist for further treatment. It has a negative
heredity for neuromuscular diseases. The exam-
ination revealed an increased tone of the right
leg, in the positional-supination position the right
arm sank, as did the right leg in the Mingazzini
position. EMNG of the extremities showed very
severe axonal motor neuropathy in multiple spi-
nal regions suggestive of motor neuron disease.
Furthermore, the patient was hospitalized at the
Clinic for Neurology of KBC Rijeka, after a com-
plete neurological examination, other diseases
were excluded, the result of genetic testing for
motor neuron disease was negative, and a diag-
nosis of ALS was made. The patient was treated
with riluzole, vitamin, high-energy and protein
preparations, and she stayed at the Department of
Physical and Rehabilitation Medicine for phys-
ical therapy. Later, physical therapy was carried
out at home, and the patient was under the control

of a neurologist and physician, on an outpatient
basis and through home visits. Physician advised
the families and provided them with psycholog-
ical support. The patient died due to respirato-
ry failure 12 months after the onset of the first
symptom.

Discussion ALS is a rapidly progressive, fatal
neurological disease of the motor neurons of the
brain, brainstem and spinal cord. As the disease
progresses, the patient develops a clinical pic-
ture of a combination of signs of upper (loss of
fine motor) and lower motor neurons (muscle
weakness) and bulbar symptoms (dysarthria,
dysphagia). ALS can be suspected in a patient
with rapid development of spastic and atrophic
weakness without loss of sensation. There is no
specific diagnostic biomarker, so the diagnosis of
ALS is made on average almost 12 months after
the onset of symptoms based on history, neuro-
logical examination, electrophysiological tests
(electromyoneurography), imaging tests (MR of
the brain) and laboratory tests - excluding condi-
tions that can mimic ALS. The etiopathogenesis
of ALS is unknown and specific treatment is not
possible. Symptomatic and supportive proce-
dures are carried out, and the only drug used in
the treatment is riluzole. The purpose of thera-
py is to alleviate complications and improve the
patient's quality of life. A multidisciplinary ap-
proach is important for the patient - he is cared
for by family medicine doctors, neurologists,
pharmacologists, palliative medicine specialists,
physiotherapists, occupational and speech ther-
apists, psychologists, psychiatrists, nutritionists,
social workers and nurses with palliative care
experience.

Conclusion ALS is an incurable disease of a
short course, where physician can alleviate some
of the symptoms and thereby partly help the pa-
tient and his family. Patient care during the last
stage of the disease is an important aspect of the
work of physician, as well as of the entire mul-
tidisciplinary team involved in the treatment of
ALS patients.
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