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danasnjice

Contemporary Challenge

Dugovjecnost - civilizacijsko postignuce i izazov

/ Longevity - an Achievement of Our Civilization and a

TO LINKTO THIS ARTICLE: https://doi.org/10.24869/spsih.2019.241

Ovaj tematski broj «Socijalne psihijatrije» tiskan
je povodom 60. obljetnice osnutka Psihogerija-
trijskog odjela, a u sklopu 140. obljetnice osnut-
ka i kontinuiranog rada Bolnice Vrapce, danas-
nje Klinike za psihijatriju Vrapce, koja je u svojoj
dugogodisnjoj povijesti viSekratno mijenjala
ime (1), no nikada nije odustajala od prvobitno
zadane misije — pomaganja osobama s dusev-
nim smetnjama. Kako je to i kod samog osnutka
zamisljeno, Bolnica je gradena da bude djeciliste
iuciliste», a isto je vremenom i postala. Sagle-
davajudi danas $to je sve i kada u Bolnici Vrapée
osnovano i uvedeno, zasigurno se moze re¢i da
su svi suvremeni psihijatrijski trendovi ovdje
ubrzo ugledali svjetlo dana, te bili prakticirani -
od prvog «elektrosoka» do prve tablete antipsi-
hotika (klorpromazin / Largactil) (2), isto tako
od radno-okupacione terapije do art-terapije i
analitickih psihoterapijskih metoda odnosno

rehabilitacije psihijatrijskih bolesnika (3).

Davne 1959. godine u onda$njoj Psihijatrijskoj
bolnici Vrapée otvoren je prvi Odjel za geron-
topsihijatriju. Tu sluzbu za gerontopsihijatriju
osnovao je prim. dr. Velimir Domac, kao prvi
odjel takve vrste u bivioj Jugoslaviji, ali i na

ovim prostorima jugoisto¢ne Europe.

Nedugo zatim, 1967. godine, i u susjednoj
Psihijatrijskoj bolnici Jankomir (danagnja Psi-
hijatrijska bolnica Sveti Ivan) osniva se takav
odjel. Prema podatcima iz 1984. godine Odjel
gerontopsihijatrije u Vrapéu raspolagao je sa
145 kreveta (99 zenskih i 46 musgkih), a odjel
u PB Jankomir s osamdesetak kreveta za bole-

snike oba spola.

UVODNIK/ EDITORIAL

This issue of “Social Psychiatry” was published
on the occasion of the 60" anniversary of the
foundation of the Psychogeriatric ward and the
140%™ anniversary of the foundation and con-
tinued work of the Vrapce Hospital, today’s
University Psychiatric Hospital Vrapée, which
has changed its name several times over its
long history (1) but never abandoned its initial
mission - providing help to people with mental
disorders. The hospital was conceived as “a san-
atorium and an educational institution”, which
it became over time. Surveying everything that
has been introduced in the Vrap¢e Hospital, it
is obvious that all contemporary psychiatric
trends have been practiced there — from the
first electroshock to the first antipsychotic
tablet (chlorpromazine/Largactil) (2), as well as
occupational therapy, art therapy, and analytic
psychotherapeutic methods and rehabilitation
for psychiatric patients (3).

In the distant year of 1959, the first geron-
topsychiatric ward was opened in what was
then called Psychiatric Hospital Vrapce. The
gerontopsychiatric war was established by Dr
Velimir Domac and was the first such ward not
only in ex-Yugoslavia but in this part of Eastern
Europe. Not long after, in 1967, the neighbour-
ing Psychiatric Hospital Jankomir (today’s St.
John Psychiatric Hospital) opened one such
ward of its own. According to data from 1984,
the Gerontopsychiatric ward in Vrapce had 145
beds (99 female and 46 male), while the ward in
the Psychiatric Hospital Jankomir had approx-
imately 80 beds for patients of both genders.
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Prelistavajuéi u bolni¢koj Knjiznici knjigu pod
naslovom «Sveobuhvatna zastita starijih oso-
ba», a koja sadrzi materijale sa Simpozija odrza-
nog povodom proslave dvadesetpete godisnjice
Odjela za gerontopsihijatriju, a koju je izdala
Psihijatrijska bolnica Vrapée — Zagreb (4), moze
se konstatirati da je ve¢ tada u ovom okruzenju
shvacena bit suvremenog drustva, a to je upra-
vo taj posvuda evidentni iskorak glede signi-
fikantnog produljenja ljudskog Zivota, tj. no-
vo-ostvarene dugovje¢nosti, kao jedinstvenog

civilizacijskog postignuca suvremenog drustva.

Danas, kada Svjetska zdravstvena organizacija
proglagava demenciju, koja je tipi¢na bolest I1I.
zivotne dobi, javno-zdravstvenim prioritetom,
ikada se od svake zemlje trazi da izradi svoj Na-
cionalni plan / strategiju borbe protiv demen-
cije, postaje potpuno jasno da i bolni¢ka skrb
za starije treba biti specijalizirana, tj. skrojena
prema njihovoj mjeri, uvazavajuéi specifi¢ne

poteskoce i poti¢uéi preostale moguénosti (5).

Svoju gratifikaciju «Sluzba za gerontopsihijatri-
ju» dozivljava 2018. godine kada je od strane
Ministarstva zdravstva Republike Hrvatske u
sklopu Klinike za psihijatriju Vrapce, a na osno-
vi strué¢nosti i brojnih prethodnih aktivnosti, u
«Vrap¢u» imenovan Referentni centar za Alzhe-
imerovu bolest i psihijatriju starije Zivotne dobi
(6). Struénjaci razli¢itih profila koji rade u Re-
ferentnom centru svakodnevno multidisciplin-
skim pristupom sveobuhvatno skrbe za osobe
oboljele od demencije i za njihove neformalne

njegovatelje, koji su najéesce ¢lanovi obitelji.

Povodom ovog Simpozija pod naslovom «Du-
govjelnost — civilizacijsko postignuce i izazov
danasnjice», a koji se odrzava na Dan bolnice
15. studenog 2019. godine, brojni eminentni
strué¢njaci iz podru¢ja neuropsihijatrije starije
zivotne dobi, kao pozvani predavadi, zamoljeni
su takoder da svoje teme i pismeno obrade, tj.
prirede ¢lanak za ovaj tematski broj, te apostro-
firaju neke od medicinskih izazova koje pred
sve nas stavlja dugovje¢nost. Nadalje, i autori

odabranih postera zamoljeni su da napisu cje-

By reading the pages of a book from the hospi-
tal library entitled “Comprehensive protection
of the elderly”, which contains materials from
a symposium held on the 25* anniversary of
the Gerontopsychiatric ward and which was
published by the Psychiatric Hospital Vrapce -
Zagreb (4), it is noticeable that even in those
days the essence of contemporary societies was
understood, which is the evident progress in
the area of significant extension of life expec-
tancy or newly achieved longevity as a unique

achievement of the contemporary society.

Now that the World Health Organization has
declared dementia, a disease typical for the el-
derly, a public health problem, requesting that
every country make its own national plan or
strategy for a fight against dementia, it be-
comes entirely clear that hospital care for the
elderly needs to be specialized, i.e. conceived
according to the patient’s needs, simultaneous-
ly taking into consideration specific difficulties

and encouraging other treatment options (5).

The Gerontopsychiatric ward was gratified in
2018 when the Croatian Ministry of Health
established the Referral Centre for Alzheimer’s
Disease and Old Age Psychiatry within the Uni-
versity Psychiatric Hospital Vrapce on the basis
of expertise and numerous previous activities
(6). Experts of various backgrounds working at
the Referral Centre use a multidisciplinary ap-
proach on a daily basis to comprehensively care
for people with dementia and their informal

caregivers, who are usually family members.

On the occasion of this symposium, entitled
“Longevity — an achievement of our civilization
and a contemporary challenge” and held on
Hospital Day, November 15, 2019, numerous
prominent experts from the field of neuropsy-
chiatry of old age who were invited to hold
lectures were also asked to prepare their topics
in the form of articles for this thematic issue
and thereby address certain medical challenges
presented by longevity. The authors of select-

ed posters were also asked to provide summa-
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lovite tekstove, odnosno sazetke svojih izlaga-
nja. Na taj smo nacin ovim tematskim brojem
omogucili i onima koji nisu bili u moguénosti
nazo¢iti Simpoziju da procitaju o éemu je sve
bilo rijedi, a budu¢im generacijama da kriticki
sagledaju ovaj trenutak kako bi mogli biti bolji
u lije¢enju, te u¢inkovitiji i empati¢niji u skrbi
starijih osoba.
Prof. prim. dr. sc. Ninoslav Mimica,
dr. med., IFAPA

Predstojnik Klinike za psihijatriju Vrapce
Voditelj Referentnog centra za Alzheimerovu

bolest i psihijatriju starije zivotne dobi

Procelnik Zavoda za biologijsku psihijatriju i
psihogerijatriju

Gost-urednik ¢asopisa Socijalna psihijatrija
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Rijec Ravnateljice Klinike za psihijatriju Vrapce

/ Foreword of the Director of University Psychiatric

Hospital Vrapce
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Klinika za psihijatriju Vrapce, ove, 2019. godi-
ne slavi svoju 140. obljetnicu postojanja i rada.
Povodom Dana Bolnice, 15. studenog 2019. go-
dine u Klinici ¢e se, uz svecani program, odrzati
i Simpozij pod nazivom”Dugovje¢nost — civili-
zacijsko postignuce i izazov danasnjice” koji ¢e
na simboli¢an nacin naglasiti osnovnu funkciju

ove bolnice tijekom njezine povijesti — brigu i

Klinika za psihijatriju Vrapce je nasa najstarija,
najveca i najznacajnija psihijatrijska ustanova
koja je namjenski gradena za oboljele od dusev-
nih poreme¢aja. Cinjenica da je takvu bolnicu
na$ narod dobio samo 18 godina nakon $to ju
je dobio Be¢i11 godina nakon $to je sagradena
u Budimpesti, ¢ini ovu bolnicu trajnim pod-
sjetnikom na8e pripadnosti srednjeeuropskom

civilizacijskom ozradju.

Inicijativa za izgradnju “Zavoda za umobolne
Stenjevec” pokrenuta je sredinom 19. stolje-
¢a; tridesetak godina prije njegove izgradnje.
Konaéna inicijativa dolazi u Hrvatski sabor
koji na svojoj sjednici od 28. studenog 1873.
godine donosi ,Osnove zakona o ustrojenju
javne ludnice za obseg kraljevinah Hrvatske i
Slavonije i krajine vojne hrvatsko-slavonske®.
Zakon $alje na izvr$enje banu Ivanu Mazura-
niéu, koji poduzima sve da se ,javna ludnica“
i sagradi. U &ast bana Ivana MaZuranica, kao
najzasluznijeg za izgradnju Bolnice u ulaznoj
vezi postavljena je plo¢a s natpisom “Za bano-
vanja Ivana Mazuranica bude ovaj hram ¢ovjec-
nosti po zaklju¢ku Hrvatskog sabora podignut
godine 1878/9.”

PROSLOV / PROLOGUE

In 2019 University Psychiatric Hospital Vrapée
celebrates its 140% anniversary. On the occa-
sion of Hospital Day, November 15, 2019, the
Hospital will hold a symposium entitled “Lon-
gevity — an achievement of our civilization and
a contemporary challenge”, which will symbol-
ically emphasize the basic purpose of this hos-
pital throughout its history — care for the most
vulnerable part of the population.

University Psychiatric Hospital Vrapée is our
oldest, largest, and most significant psychiatric
institution, purposely built for those suffering
from mental disorders. Our nation received
such an institution merely eighteen years after
Vienna and eleven years after Budapest, which
makes this hospital a permanent reminder of
our place in the middle-European civilizational

atmosphere.

The initiative to construct “The Mental Health
Institute Stenjevec” was launched in mid-nine-
teenth century, some thirty years before it was
built. The final initiative was brought to the Cro-
atian Parliament, which in a session held on No-
vember 28, 1873, adopted the “Fundamentals of
the law on the establishment of a public mad-
house for the royal regions of Croatia and Slavo-
nia and the Croatian-Slavonian military border”.
The law was sent to Ban Ivan MaZurani¢, who
undertook all necessary measures for the build-
ing of the “public madhouse”. In honour of Ban
Ivan MaZuranié¢, as the person most responsible
for the construction of the hospital, a plaque
was placed in the entry hall with the following
inscription: “In 1879/9 this temple of humanity

Soc. psihijat. |47 (2019) |244-246



Tijekom svoje povijesti Klinika za psihijatri-
ju Vrapce izrasla je u stozernu psihijatrijsku
ustanovu u Hrvatskoj. Uz osnovnu djelat-
nost - lijeCenje dusevnih bolesnika - godisnje
oko 8.500 hospitalizacija, 25.000 dolazaka u
Dnevnu bolnicu i oko 60.000 ambulantnih
pregleda - u Bolnici se odvija intenzivan na-
stavni i znanstveni rad. Bolnica ima znadéaj-
nu izdavacku i kulturnu djelatnost, a njezini
stru¢njaci znadajno artikuliraju sva vaznija pi-
tanja koja se odnose na oboljele od dusevnih

poremecaja.

Bolnica je nastavna baza Medicinskog fakul-
teta, Edukacijsko-rehabilitacijskog fakulteta,
Pravnog fakulteta Sveucili§ta u Zagrebu, te Hr-
vatskih studija. Vise je izbornih kolegija koje
stru¢njaci Bolnice vode studentima nekih dru-
gih fakulteta zagreba¢kog Sveucilista. U Bolnici
se educiraju postdiplomanti i specijalizanti iz
psihijatrije.

U Klinici za psihijatriju Vrapce posebno se vodi
briga o ljudskim pravima dugevnih bolesnika. U
ovoj Bolnici su najprije artikulirani svi propisi
koji se odnose na dusevne bolesnike, poglavito
njihova prava. Psihijatri iz “VrapZa“ bili su jedni
od kreatora Zakona o zastiti osoba s dusevnim
smetnjama koji je Hrvatski sabor donio 1997.
godine. Taj zakon je najprije implementiran
upravo u “Vrapéu®, u “Vrapéu®je pracena njego-
va primjena iiz “Vrapéa“ su krenule inicijative o
izmjenama onih dijelova Zakona koje je trebalo

poboljsati.

Njegujudi jednu od vaznih odrednica svojega
rada u Bolnici se godinama, na sustavni na¢in
od 1959. godine, brine o populaciji starijih bo-
lesnika. Razumijevajuéi odjeke civilizacijskog
napretka u produljenju Zivotnog vijeka, a time
isvih poremecéaja kojima je viemegnost breme-
nita, Bolnica razvija infrastrukturne i stru¢ne
kapacitete kako bi na najbolji nacin skrbila o
starijoj populaciji, ¢uvajudi njeno dostojanstvo.
U tom smislu oéekujemo dovrsetak zapocete
izgradnje novog Zavoda za psihogerijatriju.

Ovaj bi Simpozij, s vrlo izazovnim naslovom

was erected under Ban Ivan MaZurani¢ according

to the suggestion of the Croatian Parliament”.

During its history, the University Psychiatric
Hospital Vrapce grew into the most prominent
psychiatric institution in Croatia. Along with
its primary function — treatment of mental
disorders - every year approximately 8.500
patients are hospitalized, 25.000 patients are
received in outpatient care, and around 60.000
clinical examinations are performed - the hos-
pital is also the site of intense educational and
scientific work. The hospital is the site of signif-
icant publishing and cultural activities, and its
experts are well-versed in all important issues

related to patients with mental disorders.

The hospital is the educational centre for the
School of Medicine, Faculty of Education and
Rehabilitation Sciences, Faculty of Law, and the
Centre for Croatian Studies. The hospital’s ex-
perts teach several courses to students of cer-
tain other faculties in the University of Zagreb.
Post-graduates and residents are also educated
at the hospital.

At the University Psychiatric Hospital Vrapce,
special attention is paid to the human rights of
patients with mental disorders. All the regula-
tions related to patients with mental disorders,
especially their rights, were first articulated at
the hospital. The psychiatrists from the Vrapce
hospital participated in the writing of the Law
on the Protection of People with Mental Dis-
orders, adopted by the Croatian Parliament
in 1997. The law was first implemented in
the Vrapce hospital, its application there was
monitored, and initiatives for amendments
to the law which required improvement were

launched from the Vrapce hospital.

Since 1959, by fostering one of the important
principles of its work, the hospital has system-
atically cared for the population of the elderly.
By understanding the consequences of extend-
ed life expectancy, including all the disorders
that burden longevity, the hospital develops its

infrastructural and expert capacities in order to

P. Brecic: Foreword of the Director of Vrapce Psychiatric Clinical Hospital. Soc. psihijat. Vol. 47 (2019) No. 3, p. 244-246.
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i bogatim sadrzajem, trebao biti i ostati traj-
ni podsjetnik, ne samo na potrebnu svekoliku
i kontinuiranu brigu o vremesnoj populaciji,
vec ina odjeke civilizacijskog napretka kojemu

trajno tezimo.

Doc. dr. sc. Petrana Breci¢
Ravnateljica Klinike za psihijatriju Vrapce
U Zagrebu, 21. listopada 2019.

provide the best possible care to the older popu-
lation, at the same time protecting their dignity.
We are therefore looking forward to the conclu-
sion of the construction of the new Institute for
Psychogeriatrics. This symposium, with its inter-
esting title and rich contents, should function as
a permanent reminder of not only the need for a
comprehensive and continued care for the elder-
ly population but also the consequences of civili-

zational progress to which we continually strive.

Ass. Prof. Petrana Brecié¢, PhD

Director of University Psychiatric Hospital
Vrapce

Zagreb, October 21, 2019

P. Brecic: Rijec Ravnateljice Klinike za psihijatriju Vrapce. Soc. psihijat. Vol. 47 (2019) Br. 3, str. 244-246.



Primjeri prijateljskih inicijativa usmjerenih prema
osobama s demencijom u Hrvatskoj

/ Examples of Dementia Friendly Initiatives for Persons
with Dementia in Croatia

Ninoslav Mimica
Sveuciliste u Zagrebu, Medicinski fakultet, Klinika za psihijatriju Vrapce, Referentni centar Ministarstva zdravstva
Republike Hrvatske za Alzheimerovu bolest i psihijatriju starije Zivotne dobi, Zagreb, Hrvatska

/ University of Zagreb, Medical Faculty, University Psychiatric Hospital Vrapce, Referral Centre of the Ministry of Health
of the Republic of Croatia, Zagreb, Croatia

Alzheimerova bolest (AB) je kroni¢na, progresivna, degenerativna bolest sredi$njeg Ziv¢anog sustava koja postupno
interferira sa svim segmentima bolesnikova funkcioniranja. Naime, obiteljsko, socijalno i profesionalno djelovanje
tijekom godina biva signifikantno naruseno. No, unato¢ svemu, danas se s AB i posljedicnom demencijom
moze dugo godina Zivjeti kvalitetno i dobro, uz uvjet da je drustvo prijateljsko prema osobama s demencijom,
njihovim skrbnicima i obiteljima. Takvo drustvo izgraduje se Nacionalnom strategijom borbe protiv demencije, a
brojnim prilagodbama i uz puno (malih) pomoc¢i osobama s demencijom, sagledavajuci ljude s demencijom kao
osobe s kognitivnim umanjenjima, poti¢udi njihove preostale mogucnosti, uz uvazavanje njihovih individualnih

nemogucnosti.

U Republici Hrvatskoj, iako jo3 uvijek nije sluzbeno usvojena Nacionalna strategija / Akcijski plan borbe protiv
demencije, postoje brojne prijateljske inicijative usmjerene prema osobama s demencijom i to poglavito radom
nevladinih udruga poput Hrvatske udruge za Alzheimerovu bolest, stru¢nih drustava kao $to je Hrvatsko drustvo
za Alzheimerovu bolest i psihijatriju starije zivotne dobi, zatim radom nadleznih referentnih centara Ministarstva
zdravstva, poduprto od Hrvatske Alzheimer alijanse koja okuplja brojne relevantne dionike i na taj nac¢in pomaze
osobama s demencijom i njihovim bliZznjima, a sve u nadi da ¢emo uskoro i u Hrvatskoj usvojiti Nacionalnu strategiju,
te se tako prikljuciti brojnim europskim zemljama koje to ve¢ odavno imaju.

/ Alzheimer’s disease (AD) is a chronic, progressive, degenerative disease of the central nervous system which gradually
interferes with all segments of the patient’s functioning. Their family, social, and professional participation is significantly
impaired over a period of years. Despite all of this, today it is possible to live a good, long life even with AD and consequent
dementia, with the precondition that the society remains friendly towards people with dementia, their caregivers, and
their families. Such a society is created through a national strategy for a fight against dementia, along with numerous
adjustments and ample aid for people with dementia, simultaneously treating them as people with cognitive deficiencies,
encouraging their remaining abilities, and respecting their individual disabilities.

Although a national strategy or an action plan for a fight against dementia has yet to be adopted by Croatia, there are
numerous friendly initiatives for people with dementia, primarily non-profit organisation such as the Croatian Society
for Alzheimer’s Disease, societies such as the Croatian Society for Alzheimer’s Disease and Old Age Psychiatry, and
referral centres of the Ministry of Health supported by the Croatian Alzheimer Alliance, which gathers numerous relevant
participants and therefore aids people with dementia and their families. All of this is done in the hope that Croatia will
soon adopt a national strategy and thereby join numerous European countries who have done so long ago.
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DUGOVJECNOST

Ljudi danas (pa i na ovim nasim prostorima) u
prosjeku zive gotovo tri puta dulje nego prije.
Ova promjena se dogodila relativno nedavno (u
zadnjih stotinjak godina) i moZemo ju poveza-
ti sa suvremenim civilizacijskim tekovinama,
ljudskim intervencijama u prirodu, kako onim u
medicini, tako jo§ i vi$e, onim drugima. Ugodni-
ji, komotniji, kvalitetniji na¢in Zivota, promjena
surovog, tj. neprijateljskog okruzenja, pogodo-
vao je ljudskoj dugovje¢nosti koja je postala nag
standard, tj. jedno od, ako ne i najvece, posti-
gnuce civiliziranog svijeta. Oc¢ekivana Zivotna
dob nikada nije bila dulja i jos uvijek raste. Tajna
dugovjec¢nosti intrigira mnoge, a ikigai se nudi
kao jedan od moguc¢ih odgovora (1). No, pri
tome ¢esto puta zaboravljamo da ta dramatic-
na promjena u duzini prosje¢nog ljudskog vijeka
donosi i brojne druge, kolateralne promjene (2).
U drustvu se javlja sve vedi udio starije popu-
lacije, one iznad 65 godina, tj. one koja (po sili
zakona) odlazi u mirovinu i nije vide radno ak-
tivna. Svaka populacija, pa tako i populacija sta-
rije zivotne dobi, ima svoje osobitosti, izmedu
ostalog i u svojim Zivotnim potrebama vezanim
uz morbiditet. Postoje bolesti koje su vezane uz
stariju dob, kako one tjelesne tako i one druge.
Utestalost demencija, poglavito Alzheimerove
bolesti (AB), postaje sve vi§e manifestna, kako
je osoba vremes$nija, jer je upravo visoka Zivotna

dob najvedi rizik za nastanak AB (3).

LONGEVITY

Today, people live on average three times
longer than before (even here in Croatia). This
change occurred relatively recently (in the past
one hundred years) and can be associated with
contemporary advancements, human inter-
ventions in nature, both in medicine and in
other disciplines. A more comfortable, better
quality lifestyle and a change of a cruel, hostile
environment helped improve human longevity,
which has become our standard and one of the
greatest, if not the greatest, achievement of the

civilized world.

Life expectancy has never been higher, and it
continues to grow. The secret of longevity has
intrigued many, and ikigai seems to be one pos-
sible answer (1). However, we tend to forget
that this dramatic shift in human life expectan-
cy comes with numerous collateral changes (2).
There is continual growth of the elderly popula-
tion, which encompasses people over 65 years
of age or those who (according to law) retire
and leave the working force. Each population,
including the elderly, has its specifics, including
its life requirements related to morbidity. Cer-
tain diseases are associated with old age, both
physical and psychological ones. The frequency
of dementia, particularly Alzheimer’s disease
(AD), becomes increasingly manifest with age
because old age is the most significant risk fac-
tor for the onset of AD (3).
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DEMENCIA -
JAVNOZDRAVSTVENI PRIORITET

Otkako je 2012. godine Svjetska zdravstvena
organizacija (SZO - World Health Organizati-
on - WHO) demenciju proglasila svjetskim jav-
no-zdravstvenim prioritetom (4), sve zemlje,
pa tako i Hrvatska, pozornije se pripremaju za
nadolazecu epidemiju (5) i to tako da osmislja-
vaju nadine kako se s tim najbolje nositi (6).
Najnoviji epidemioloski podatci ukazuju da tre-
nutno u svijetu bolyje vide od 50 milijuna ljudi
od Alzheimerove bolesti (AB), te da bi do 2030.
godine ta brojka mogla narasti do 82 miliju-
na, a 2050. godine na ¢ak 152 milijuna. Kako
se to slikovito govori, svake 3 sekunde netko
u svijetu razvije demenciju. Najnovije procje-
ne pokazuju da trenutno u Hrvatskoj Zivi oko
100.000 osoba s demencijom, da svaka 3 sata
jedna nova osoba oboli od demencije, od ¢ega
je oko 60-70 % osoba s AB (3,6).

Mnoge (europske) zemlje su vec usvojile nacio-
nalne strategije/ akcijske planove borbe protiv
AB i drugih demencija (7). Hrvatski stru¢njaci
su u sklopu Hrvatske Alzheimer alijanse (8),
koja danas ve¢ broji ukupno 31 ¢lanicu (9), izra-
dili, tj. predlozili prioritetne aktivnosti, i ve¢ po
tome (neformalno i dodu$e nesustavno) postu-
paju, nastojedi poboljsati uvjete Zivljenja osoba
s demencijom, stvarajudi uvjete za ranu detek-
ciju bolesti, uz nastojanje da se osigura svima
potrebitima standardna terapija, te kvalitetnija
njega i skrb. S obzirom da je demencija svugdje
stigmatizirana, potrebno je svakodnevno ulagati
napore da se to promijeni, a to je najbolje ¢initi
edukacijom populacije, uz prisutnost u medjiji-
ma, ali dakako i paralelno osposobljavajuéi $to
vedi broj stru¢njaka koji se izravno i neizravno
susrecu s osobama s demencijom. Na polju istra-
zivanja demencije, i (mala) Hrvatska moze dati
svoj doprinos, kako temeljnim (10) i translacij-
skim istrazivanjima demencije (11,12) u sklopu
nasih instituta (Hrvatski institut za istrazivanje
mozga, Institut Ruder Boskovi¢ i drugi), tako

i putem uklju¢ivanja u medunarodne klinicke

DEMENTIA - A PUBLIC HEALTH
PRIORITY

Since 2012, when the World Health Organiza-
tion (WHO) declared dementia a world pub-
lic health priority (4), all countries, including
Croatia, have been preparing for an upcom-
ing epidemic (5) by creating ways to combat
it (6). The newest epidemiological data indi-
cates that currently more than 50 million peo-
ple worldwide suffer from Alzheimer’s disease
(AD), a number that could reach 82 million
by 2030 and 152 million by 2050. To put it
differently, every three seconds someone in
the world develops dementia. The newest es-
timates indicate that currently there are ap-
proximately 100.000 people with dementia in
Croatia and that a person develops dementia
every three hours, approximately 60-70% of
which are cases of AD (3,6). Numerous (Eu-
ropean) countries have already adopted na-
tional strategies or action plans for a fight
against AD and other forms of dementia (7).
The Croatian Alzheimer Alliance (8), which al-
ready has a total of 31 members (9), created
and proposed priority activities which they
already employ (although in an informal and
non-systematic way) with the aim of improv-
ing living conditions for people with demen-
tia, creating conditions for early disease de-
tection, and ensuring the necessary standard
therapy and a higher quality of care. Since de-
mentia is always stigmatized, it is necessary
to invest daily efforts into changing this, and
the best possible course for the achievement
of this goal is education and media presence,
with simultaneous training for the highest
possible number of experts who directly and
indirectly come into contact with people with
dementia. In the field of dementia research,
even a country as small as Croatia can con-
tribute, both in the form of basic (10) and
translational dementia research (11,12) and
in the form of joining international clinical

projects, mainly clinical studies of potential
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projekte, poglavito klinicke studije potencijal-
nih antidementiva (13,14). Proslo je vise od 15
godina otkako je registriran najnoviji antide-
mentiv (memantin), pa se s velikim nestrplje-
njem ocekuju novi lijekovi koji ¢e, nadamo se,
znacajnije mijenjati prirodni tijek demencije. U
meduvremenu, a i paralelno s ovim istraZivanji-
ma koja idu u smislu lije¢enja demencije, radi se
na strategijama prevencije, tj. smanjenja rizika
obolijevanja od demencije. A to je moguce pro-
vodenjem mjera zdravog Zivota, koji podrazumi-
jeva balansiranu prehranu, nepugenje, umjerenu
fizicku aktivnost, uz mjere predostroznosti glede
izbjegavanja ozbiljnijih traumi glave, te uz poti-
canje mentalne aktivnosti i socijalne interakcije
starijih osoba (15). Oboljelima od demencije, po-
glavito u onih gdje je bolest ve¢ dugotrajno ma-
nifestna odnosno uznapredovala, treba pruziti
adekvatnu skrb i njegu, ukljucivo i palijativhu
skrb (16), a neformalnim njegovateljima osoba
s demencijom potrebno je osigurati pomo¢ ire
drustvene zajednice i na taj nacdin preduhitriti

njihovo «izgaranje» (burn-out sindrom) (17).

HRVATSKA UDRUGA ZA
ALZHEIMEROVU BOLEST

Hrvatska udruga za Alzheimerovu bolest (18)
osnovana je 1999. godine i od tada kre¢u prve
prijateljske inicijative za osobe s demencijom u
Hrvatskoj (19), no cijelo hrvatsko drustvo posta-
je svjesnije te potrebe tek od 2012. godine, kada
je Svjetska zdravstvena organizacija proglasila
demenciju javnozdravstvenim prioritetom (4).
Unazad petnaestak godina zapocelo se obilje-
zavanjem Svjetskog dana Alzheimerove bolesti
(21. rujna) u Zagrebu (20,21), a od 2013. godine
cijeli se mjesec rujan organiziraju brojni dogadaji
vezani uz podizanje svjesnosti i u sklopu anti-sti-
gma programa (21,22). Tijekom godina u raznim
gradovima uz brojna edukativna predavanja za
laike organizirao se Alzheimer Café (23,24),
Korak za pamcenje (Memory Walk) (25,26), a
u 2019. po prvi puta i «Utrka za pamdcenje». S

antidementives (13,14). Since more than 15
years have passed from the registration of
the newest antidementive drug (memantine),
everyone is eagerly awaiting new medications
which will, hopefully, significantly change the
natural course of dementia. In the meantime,
and simultaneously with research aimed at
dementia treatment, work is being done on
prevention strategies and risk reduction for
dementia. This is achieved by implementing
measures for a healthy lifestyle, including a
balanced diet, avoidance of smoking, mod-
erate physical activity, avoidance of serious
head trauma, encouragement of mental ac-
tivity, and social interactions for the elderly
(15). People suffering from dementia, espe-
cially those whose disease has been manifest
for a long time or has progressed, need to be
provided with appropriate care, including
palliative care (16), while informal caregivers
for people with dementia need to be provid-
ed with the help of the wider community and
therefore prevent the burn-out syndrome
am.

CROATIAN SOCIETY FOR
ALZHEIMER’S DISEASE

The Croatian Society for Alzheimer’s Disease
(CSAD) (18) was founded in 1999, when the
first friendly initiatives for people with demen-
tia were launched in Croatia (19), but the Cro-
atian society only became widely aware of this
need in 2012, when the World Health Organ-
ization declared dementia a public health pri-
ority (4). For the past fifteen years, the World
Alzheimer’s Day (September 21) has been
marked in Zagreb (20,21), and since 2013 vari-
ous events are organized each September which
are related to raising awareness and reducing
stigma (21,22). Over the years, numerous
educational lectures for laypeople have been
organized, as well as Alzheimer’s Café (23,24),
Memory Walk (25,26), and A Race to Remember,
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obzirom da Alzheimerova bolest ima utjecaja na
cijelu obitelj, neformalnim njegovateljima i osta-
lim ¢lanovima obitelji nudio se posjet Savjetova-
listu, sudjelovanje u skupinama za samopomo¢,
te brojne informacije putem web-stranice, bloga
i drudtvenih mreza (27). U svrhu postavljanja
pravovremene dijagnoze demencije, u javnosti
se promovirala ilustrirana verzija deset ranih
znakova koji mogu upucivati na demenciju (28).
UvaZzavajudi ¢injenicu da velika vecina ljudi s de-
mencijom zivi kod kuce, pokusavalo im se pomo-
¢i s ponudom usluga kao $to su: dnevni centri,
dnevne bolnice, patronaZne sestre, gerontodo-
macdice, obroci na kota¢ima, itd. Kako standar-
dni farmakologki tretman ima svoja ograni¢enja,
osobama s demencijom nudimo sudjelovanje u
medunarodnim multicentri¢nim klini¢kim ispi-
tivanjima s inovativnim lijekovima koji potenci-

jalno mijenjaju prirodni tijek bolesti (29).

Aktivnosti Hrvatske udruge za Alzheimerovu
bolest promoviramo ideju zajednica koje Zele
postati prijateljske prema osobama s demen-
cijom, pa su tako gradonacelnici triju gradova
(Zagreb, Umag i Lipik) potpisali Povelju u znak
spremnosti da gradovi kojima su oni na ¢elu
Zele postati demenciji prijateljske zajednice.
Drugim projektom — «Prijatelj demencije Hr-
vatska» osiguravamo da svatko posebno moze
postati dio svjetskog pokreta koji trenutno
broji preko 14 milijuna osoba odlu¢nih pomodi

osobama s demencijom (30).

Nadalje, na kongresima i konferencijama posve-
¢enima demenciji okupljamo sve profesionalce
koji se bave demencijom, te radimo na planiranju
bolje buduc¢nosti ljudi s demencijom u Hrvatskoj,

ali isto tako i njihovih njegovatelja i obitelji (31).

HRVATSKA ALZHEIMER
ALIJANSA

Hrvatska Alzheimer alijansa (HAA) osnovana
je 2014. godine (32) s intencijom da osnazi

inicijativu Hrvatskog drustva za Alzheime-

held for the first time in 2019. Since Alzheim-
er’s disease affects the entire family, informal
caregivers and other family members were of-
fered a visit to a counselling centre, participa-
tion in self-help groups, and ample information
on web sites, blogs, and social networks (27).
With the purpose of making a timely diagnosis,
an illustrated version of ten early signs that can
point to dementia was promoted in the public
(28). Since most people with dementia live at
home, they were offered helpful services such
as day centres, day hospitals, visiting nurses,
geronto-housewives, meals on wheels, etc.
Due to the limitations of the standard phar-
macological treatment, people with dementia
are also offered participation in international
multi-centre clinical research with innovative
medications which may potentially change the

natural course of the disease (29).

The activities of the Croatian Society for
Alzheimer’s Disease promote the concept of
communities which wish to be friendly towards
people with dementia, which is why mayors of
three cities (Zagreb, Umag, and Lipik) have
signed a charter expressing those cities’ will-
ingness to become dementia-friendly commu-
nities. The project titled “Croatia - a friend of
dementia” ensures that anyone can become
part of a world movement which currently has
over 14 million people willing to help people
with dementia (30).

Furthermore, at meetings and conferences
dedicated to dementia we gather all experts
working with dementia and plan a better future
for people with dementia in Croatia, as well as

their caregivers and families (31).

CROATIAN ALZHEIMER
ALLIANCE

The Croatian Alzheimer Alliance (CAA) was
founded in 2014 (32) with the intention of

strengthening the initiative of the Croatian So-
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rovu bolest i psihijatriju starije Zivotne dobi
Hrvatskog lije¢ni¢kog zbora (33) i Hrvatske
udruge za Alzheimerovu bolest (34) o potrebi
izrade i usvajanja nacionalne strategije borbe
protiv Alzheimerove bolesti i drugih demen-
cija (7). HAA djeluje bez formalnih obveza,
bez ¢lanarine, na dobrovoljnoj osnovi, a pod
sloganom «Zajedni¢ki do boljitka» (35) danas
broji 31 ¢lanicu, tj. drustvo ili udrugu koja je
aktivno podrzala ovu inicijativu i dala svoj
stru¢ni doprinos. Pristup u HAA je i nadalje
otvoren. U proteklom razdoblju HAA je ubrzo
stekla i medunarodnu podrsku (36), kako od
brojnih stru¢njaka tako i od krovnih organi-
zacija (npr. Alzheimer’s Disease International i
Alzheimer Europe) (37). Iako jo$ uvijek u Re-
publici Hrvatskoj nije usvojena nacionalna
strategija borbe protiv AB, i ne znamo kada ¢e
biti, na osnovi dosadasnjeg zajedni¢kog rada
HAA, ali i njenih ¢lanica samostalno, dogodili
su se mnogi znacajni pozitivni pomaci na po-
drudju svjesnosti, prepoznavanja, edukacije,
preventive, dijagnostike, lijecenja, rehabilita-
cije, skrbi i drugoga glede osoba s demencijom
i njihovih njegovatelja (38). To nas svakako
ohrabruje da ustrajemo i daje nam snage za
daljnji rad (35).

SUVREMENI MENADZMENT
ALZHEIMEROVE BOLESTI

Suvremeni menadZment AB, izmedu ostalog,
obuhvaca edukaciju i podizanje svjesnosti o
bolesti, popularizaciju mjera koje mogu dove-
sti do smanjenja rizika za nastanak AB, te $to
raniju dijagnostiku, pa (u budu¢nosti) i onu
prije nastanka simptoma demencije. Potom
kada se postavi (rana) dijagnoza AB nuzno
je provoditi standardno farmakolosko lijece-
nje jednim ili kombinacijom antidementiva,
a uz to se po potrebi daju i drugi psihofar-
maci (antidepresivi, anksiolitici, hipnotici,
antipsihotici i drugi). Kvalitetna suvremena

postdijagnosti¢ka skrb svakako obuhvada i

ciety for Alzheimer’s Disease and Old Age Psy-
chiatry of the Croatian Physicians Association
(33) and the Croatian Society for Alzheimer’s
Disease (34) for the creation and adoption of a
national strategy for a fight against Alzheimer’s
Disease and other forms of dementia (7). CAA,
which has no formal obligations or member-
ship fees and works on a voluntary basis under
the slogan “Together towards well-being” (35),
today has 31 members made up of societies or
associations which have actively supported this
initiative and given their expert contribution.
CAA is still accepting new members. The CAA
has received international support (36) both
from numerous experts and umbrella organi-
zations (e.g. Alzheimer’s Disease International
and Alzheimer Europe) (37). Although Croatia
has yet to adopt a national strategy for a fight
against AD, the joint work of the CAA and its
members’ independent work have led to nu-
merous positive improvements in the areas of
awareness, recognition, education, prevention,
diagnostics, treatment, rehabilitation, and care
for people with dementia and their caregivers
(38). All of this certainly encourages us and
gives us strength for further work (35).

CONTEMPORARY MANAGEMENT
OF ALZHEIMER'’S DISEASE

Contemporary management of AD encompass-
es education and disease awareness raising,
popularisation of measures which can lead to
risk reduction for the onset of AD, and early
diagnosis, even (in the future) before the on-
set of dementia symptoms. Following (early)
diagnosis of AD, it is necessary to implement
the standard pharmacological treatment us-
ing one or a combination of antidementives,
with the use of other psychopharmaceuticals
(antidepressants, anxiolytics, hypnotics, an-
tipsychotics, etc.) if necessary. A quality con-
temporary post-diagnostic care also encom-

passes non-pharmacological treatment meth-
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nefarmakologke metode lije¢enja individual-
no prilagodene osobi, te brojne tehnologke
inovacije (39). U lije¢enje i skrbi za oboljelog
je nuZno, ako je ikako moguce, ukljuditi obitelj
oboljelog, koju treba educirati, identificirati
neformalnog njegovatelja, te i za njega zdrav-

stveno skrbiti.

Udruge bolesnika su znacajan subjekt u sve-
obuhvatnoj skrbi i destigmatizaciji oboljelih.
Grupe samopomodi formirane unutar Udruga
od velike su koristi u ohrabrivanju njegovatelja
i prevenciji sagorijevanja. U uznapredovalim
fazama AB, kada obitelj najéescée nije vise u
stanju adekvatno skrbiti za bolesnika, nuzna je
intervencija mobilnih palijativnih timova ili je
pak potrebno osigurati smjestaj oboljele osobe
u specijaliziranu ustanovu. S obzirom na dugo-
vjecnost suvremenog drustva, potrebno je sve
viSe smjestajnih kapaciteta za oboljele od AB,
pa se stoga osim izgradnje drzavnih specijali-
ziranih ustanova preporuca i djelomi¢na pre-
namjena postoje¢ih domova za starije osobe,
uz edukaciju osoblja. Takoder i smjestaj u tzv.
udomiteljske obitelji je prihvatljiva opcija za

neke oboljele.

U svezi sa svim navedenim struka u Hrvatskoj
tretira AB kao javno-zdravstveni prioritet te
stoga potice usvajanje nacionalne strategije/
akcijskog plana za borbu protiv demencije,
kako bismo $to bolje bili u stanju odgovoriti na
izazov dugovje¢nosti i posljedi¢nu epidemiju
AB (6).

TRENUTNA SKRB O DEMENCUI

U Hrvatskoj postoje velike razlike u dostupno-
sti rane dijagnoze, lije¢enja, i skrbi za osobe s
demencijom u razli¢itim regijama zemlje. Tre-
nutni cilj HAA je aktivno raditi na sadrzaju,
razvoju, i provedbi Nacionalne strategije / Ak-

cijskog plana borbe protiv demencije.

Prioriteti Nacionalne strategije su: (1) pra-

vovremena dijagnoza AB, (2) dostupnost far-

ods adjusted to the individual patient, as well
as numerous technological innovations (39).
The treatment and care for the patient should,
if possible, include the patient’s family, who
should be educated, and the selection of an in-
formal caregiver, who should also be provided

with medical care.

Associations of patients have a significant role
in comprehensive care and patient destigma-
tization. Self-help groups formed within asso-
ciations are of great help in encouraging care-
givers and prevention of burnout. In advanced
stages of AD, when the family is in most cases
no longer able to provide adequate care to the
patient, it is necessary to provide the interven-
tion of mobile palliative teams or place the pa-
tient in a specialized institution. Considering
the longevity of contemporary societies, there
is a need for increased accommodation capaci-
ties for patients with AD. Therefore, recommen-
dations include the construction of specialized
state institutions and partial conversion of ex-
isting retirement homes, along with staff edu-
cation. Another option acceptable to some pa-

tients is placement in so-called foster families.

In Croatia, the expert community treats AD as
a public health priority and recommends the
adoption of a national strategy/action plan for
the fight against dementia in order to provide
the best possible response to the challenge
posed by longevity and the consequent epidem-
icof AD (6).

CURRENT CARE FOR DEMENTIA

In Croatia, there is a great disparity in the avail-
ability of early diagnosis, treatment, and care
for people with dementia in various regions of
the country. The current goal of CAA is to ac-
tively work on the content, development, and
implementation of the national strategy/action
plan for the fight against dementia. The prior-

ities of the national strategy are: (1) a timely
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makoloskog i nefarmakoloskog lijecenja i (3)
uspostavljanje koordiniranog sustava podrske
osobama s demencijom i njihovim njegovate-
ljima u zajednici. Ve¢ su poduzeti odgovarajuéi
koraci u podrudju pruzanja usluga palijativne
skrbi za osobe s demencijom te u ustanovama

sa specijaliziranom skrbi.

Prvi psihijatrijski odjel osnovan je u Psihija-
trijskoj bolnici Vrapce u Zagrebu 1959. godine
(40). Tijekom sljede¢ih desetljeca sli¢ni psiho-
gerijatrijski odjeli su otvoreni i u drugim psi-
hijatrijskim bolnicama, a sve s ciljem pruzanja
specijalisti¢kog lije¢enja osobama s demenci-
jom u Hrvatskoj. U «Desetlje¢u mozga» javlja
se sve vedi interes medu neurolozima, psihi-
jatrima i neuroznanstvenicima za etiologiju,
ranu dijagnostiku i lije¢enje AB i drugih tipova

demencije.

Svrha HUAB-a je pomodi obiteljima oboljelih
od AB edukacijom i savjetovanjem, organizi-
ranjem grupa za samopomoc za njegovatelje i
upucéivanjem obitelji na zdravstvena i socijalna
prava. Stalnom prisutnosti u medijima HUAB
je postao poznat obiteljima osoba s demenci-
jom, koje se obracaju Udruzi za pomo¢ i savje-
te, koristeci besplatni SOS-telefon, Cesto ¢ak i
prije savjetovanja sa zdravstvenim radnicima
(41).

Stoga je misija HUAB-a prosiriti znanje o AB,
pojasniti zablude, destigmatizirati bolest. Po-
sebna znacajka HUAB-a je ta $to aktivno radi
s nizom zdravstvenih stru¢njaka (ukljuc¢ujuci
neurologe, psihijatre i lije¢nike opée medici-
ne) koji putem HUAB-a, nude svoju stru¢nost
osobama koje traze pomo¢ u vezi s AB. Ponosni
smo da je HUAB punopravni ¢lan medunarodne
krovne organizacije ADI od 2006. godine i pu-
nopravni ¢lan Europske organizacije Alzheimer
Europe (AE) od 2012. godine (34).

Posebno smo ponosni na kontinuirani volon-
terski rad HAA u izradi prijedloga Nacionalne
strategije borbe protiv demencije u Hrvat-

skoj. Takoder, vaZzno je naglasiti da Hrvatska

diagnosis of AD, (2) the availability of pharma-
cological and non-pharmacological treatment,
and (3) the establishment of a coordinated
support system for people with dementia and
their caregivers in the community. Appropriate
steps in the area of providing palliative care for
people with dementia and in institutions with

specialized care have been undertaken.

The first psychiatric ward was founded in the
University Psychiatric Hospital Vrap&e in 1959
(40). Over the following decades similar psy-
chogeriatric wards were opened in other psy-
chiatric hospitals with the goal of providing
specialist treatment for people with dementia
in Croatia. In the “decade of the brain”, there is
a growing interest among neurologists, psychi-
atrists, and neuroscientists for aetiology, early
diagnostics, and treatment of AD and other

forms of dementia.

The purpose of CSAD is to provide help for peo-
ple with AD through education and counsel-
ling, organizing self-help groups for caregivers,
and informing families about their medical and
social rights. Through their constant presence
in the media, the CSAD has become familiar to
families of people with dementia, who turn to
the CSAD for help and advice by using a free
SOS telephone line, often even before receiving

counselling from medical workers (41).

The mission of CSAD is to spread knowledge
about AD, clarify certain misconceptions, and
destigmatize the disease. One special charac-
teristic of CSAD is that it actively works with
a range of medical experts (including neurolo-
gists, psychiatrists, and general practitioners)
who offer their expertise to people seeking help
about AD through CSAD. We are proud that
CSAD has been a full member of ADI, an inter-
national umbrella organization, since 2006 and
a full member of the European organization
Alzheimer Europe (AE) since 2012 (34).

We are especially proud of CAA’s continual vol-

unteer work in the creation of a proposition
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napreduje u skrbi o demenciji; prve specija-
lizirane jedinice za zbrinjavanje osoba s de-
mencijom u domovima za starije otvorene su
2015. godine u Zagrebu, kapaciteta 12 kreve-
ta, a ovaj potez ubrzo je uslijedio u drugim
domovima za starije osobe, pritom navodedi
da 7 % kreveta u domovima za starije treba
biti rezervirano za ljude s demencijom. Uz to,
sve je vedi broj zdravstvenih radnika koji se
educiraju na kongresima o AB (CROCAD je
odrzan do sada devet puta, u zadnje vrijeme
odrzava se dvogodi$nje), obrazovne konferen-
cije (npr. EdukAl 2015, 2016, 2017,2018), te
razne edukativne radionice i predavanja di-
ljem zemlje (42, 43). Stovise, u Hrvatskoj je
dobro prihvacen i Alzheimer Café koji osoba-
ma s demencijom i njihovim njegovateljima
donosi socijalne, kulturne, umjetnicke i obra-
zovne sadrzaje. Do sada je odrzano vise od 50
Alzheimer Café-a u raznim gradovima u zemlji
(npr., na inicijativu HAA tiskana je prva knji-
ga na hrvatskom jeziku koja govori o Alzhe-
imerovoj bolesti iz perspektive njegovatelja,
¢lanova obitelji (44), a takoder i knjiga aneg-
dota vezanih za Alzheimer u svrhu destigma-
tizacije i ranog prepoznavanja (45). Takoder,
priblizavanje tematike Alzheimerove bolesti
u obliku stripa vrlo je vazno za senzibilizaciju

javnosti (46).

U posljednje tri godine doslo je do znacdajnog
poboljsanja u organizaciji usluga palijativne
skrbi za osobe s demencijom. U psihijatrij-
ske bolnice uklju¢eni su kreveti za palijativhu
skrb za osobe s demencijom u sklopu mreze
Hrvatskog zavoda za zdravstveno osiguranje
(HZZO). Tako sada u psihijatrijskim bolnica-
ma, na psihogerijatrijskim odjelima trenutno
postoje 62 ugovorena kreveta za pacijente s
palijativnom skrbi u psihijatrijskim bolnica-
ma, a prednost se daje pacijentima koji pate od
demencije. Nas je cilj pruZiti usluge palijativne
skrbi osobama s AB i drugim vrstama demen-
cije koji zive kod kuée ili u domovima za starije
(47).

for a national strategy in the fight against de-
mentia in Croatia. It is also important to em-
phasize that Croatia has been improving in the
area of care for dementia; the first specialized
units for providing care to people with demen-
tia in retirement homes were opened in 2015
in Zagreb and had 12 beds, which was soon
followed by other retirement homes, with the
provision that 7% of beds in retirement homes
must be reserved for people with dementia.
Moreover, there is a growing number of medi-
cal workers who receive training at conference
meetings on AD (CROCAD has been held nine
times, and in recent years has been held twice
per year), educational conferences (e.g. EdukAl
2015, 2016, 2017, 2018), and various educa-
tional workshops and lectures throughout the
country (42,43). Croatians have also responded
positively to the Alzheimer Café, which offers
social, cultural, artistic, and educational con-
tent to people with dementia and their caregiv-
ers. More than 50 Alzheimer Cafés have been
held in various Croatian cities, the first book
on Alzheimer’s disease from the perspective of
caregivers who are family members was pub-
lished on the initiative of CAA (44), as was a
book of anecdotes about Alzheimer’s disease
with the aim of destigmatization and early di-
agnosis (45). Bringing Alzheimer’s disease clos-
er to the public in the form of a comic book is
also very important for its sensibilization (46).
In the past three years there has been a signif-
icant improvement in the organization of pal-
liative care services for people with dementia.
Psychiatric hospitals now contain beds for pal-
liative care for people with dementia within the
network of the Croatian Institute for Health
Insurance (CIHI). On the psychogeriatric wards
of psychiatric hospitals there are now 62 beds
for patients receiving palliative care in psychi-
atric hospitals, and patients suffering from
dementia have priority. Our goal is to provide
palliative care services to people with AD and
other forms of dementia who live at home or in

retirement homes (47).
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ANTIDEMENTIVI

Dugo su se godina lijekovi iz skupine antide-
mentiva u Hrvatskoj kupovali, tj. nisu i8li na
teret Hrvatskog zavoda za zdravstveno osigu-
ranje (HZZO), i na taj na¢in su bili nedostupni
potrebitima. Ponosni smo na nasu borbu za
osiguravanje dostupnosti lijekova protiv de-
mencije, i uvr$tenje ovih lijekova na Listu, no
ova bitka jo$ nije gotova. Donepezil, rivasti-
gmin i memantin registrirani su u Hrvatskoj
no nalaze se na tzv. B listi HZZO-a (i za njih se
placa participacija). Osobe s demencijom jedini
su bolesnici u Hrvatskoj koji nemaju ni jedan
lijek na A listi HZZO-a, §to je neprihvatljivo i
stru¢no neopravdano. Hrvatski algoritam za
farmakologki tretman AB definiran je jo§ 2006.
godine, revidiran 2010., a kona¢no uveden u
praksu 2011. godine (48). Studije su pokazale
da antidementivi usporavaju tijek napredova-
nja demencije i odlazu pacijentov gubitak neo-
visnosti kao i njihovu institucionalizaciju (49).
Antidementivi takoder smanjuju potrebu za
dodatnim psihotropnim lijekovima poput an-
tipsihotika i stabilizatora raspoloZenja, koji kod
starijih osoba mogu izazvati ozbiljne nuspoja-
ve. Dakle, racionalna farmakoterapija smanjuje
troskove lije¢enja i skrbi pacijenta, te znacajno
poboljsava kvalitetu zivota osoba s demencijom
i njihovih obitelji. Stoga je nas$ cilj ukljucivanje
lijekova protiv demencije (donepezil, galanta-
min, rivastigmin i memantin) na osnovnu Listu
lijekova, jer su ti lijekovi standardno farmako-
logko lije¢enje AB u skladu s profesionalnim
smjernicama zasnovanim na farmakoekonom-

skim nacelima (50).

PALIJATIVNA MEDICINA

Danasnja suvremena, standardna, medicina
moze se podijeliti na tri velika podrudja djelova-
nja, a to sw: preventivna, kurativna i palijativna
medicina. Donedavno palijativna medicina nije
imala mjesto u kurikulumima hrvatskih medi-

cinskih fakulteta a nije bila ni unutar zdrav-

ANTIDEMENTIVES

For many years in Croatia, medications from
the group of antidementives had to be pur-
chased since they were not covered by the Cro-
atian Institute for Health Insurance (CIHI), and
were therefore unavailable to those who needed
them. We are proud of our struggle for ensuring
the availability of medications for dementia and
their inclusion on the list, but this fight is far
from over. Donepezil, rivastigmine, and meman-
tine are registered in Croatia but can be found
on the so-called B list of the CIHI (and there-
fore need to be covered by co-pay). People with
dementia are the only patients in Croatia who
do not have a single medication on the A list
of the CIHI, which is unacceptable and profes-
sionally unjustified. The Croatian algorithm for
pharmacological treatment of AD was defined
in 2006, revised in 2010, and finally entered
practice in 2011 (48). Studies have shown that
antidementives slow down the progression of
dementia and postpone the patient’s loss of au-
tonomy, as well as their hospitalization (49). An-
tidementives also reduce the need for additional
psychotropic medication such as antipsychotics
and mood stabilizers, which can have serious
side effects in the elderly. Rational pharmaco-
therapy therefore reduces the costs of treatment
and patient care and significantly improves the
quality of life for people with dementia and their
families. Our goal is the inclusion of medications
for dementia (donepezil, galantamine, rivastig-
mine, and memantine) on the basic medication
list because those medications represent stand-
ard pharmacological treatment for AD in ac-
cordance with professional guidelines based on

pharmacoeconomic principles (50).

PALLIATIVE MEDICINE

Today’s standard contemporary medicine can
be divided into three large areas of activity: pre-
ventive, curative, and palliative medicine. Until

recently, palliative medicine was not included in
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stvenog sustava. Trebalo je pro¢i 100 godina
da se na studiju medicine u Zagrebu, u sklopu
obveznog programa, uvrsti predmet «Palijativ-
na medicina», te da na taj na¢in bududi lije¢nici
steknu osnovna znanja iz tog vaznog podrudja.
S druge pak strane, nije bilo lako oformiti mre-
zu palijativnih kreveta unutar i na teret Hrvat-
skog zdravstvenog osiguranja. Palijativni kre-
veti danas su pozeljni standard i u specijalnim
psihijatrijskim ustanovama, pa ih je tako uku-
pno 62, i to na nadin da su rasporedeni kako
slijedi — Klinika za psihijatriju Vrapce, Zagreb
15; Psihijatrijska bolnica Sv. Ivan, Zagreb 15;
Specijalna bolnica za psihijatriju i palijativnu
skrb Sv. Rafael, Strmac 15; Neuropsihijatrijska
bolnica «Dr. Ivan Barbot», Popovaca 8; Psihija-
trijska bolnica Ugljan 6; Psihijatrijska bolnica
Rab 3. U podru¢ju neuropsihijatrijskih pore-
mecaja, gdje koristimo simptomatsku ne-etio-
logku terapiju, upravo je dobra palijativna skrb
ono najvie §to moZemo pruziti ovim ljudima.
Palijativna skrb moze, i treba, biti inovativna,
jer na svekolike nac¢ine moze pomo¢i osobama
s neurokognitivnim deficitima i psihi¢kim tes-
ko¢ama. Skrb za osobe s demencijom provodi
se dobrim dijelom u socijalnim ustanovama,
domovima za starije i nemoéne osobe te tu do-
lazi do izrazaja upravo nefarmakoloski pristup
koji podrazumijeva radno-okupacijsku terapiju,
art-terapiju, muziko-terapiju, terapiju plesom,
reminiscentnu terapiju i sl., pravi su pristup u
postdijagnostickoj podrsci, koja je nuzna tije-
kom dugogodisnjeg Zivljenja s bole§¢u. Napose
u uznapredovaloj fazi bolesti, tj. pred sam kraj
Zivota, kvalitetna palijativna skrb ($to ukljucuje
i mobilne palijativne timove) je od krucijalne
vaznosti, jer ¢e upravo takva skrb i njega omo-

gu(iti dostojanstveniji kraj zivota (51).

UMJESTO ZAKLJUCKA

U Hrvatskoj se dugo godina tradicionalno skr-
bilo o demenciji u sklopu obitelji, bez organi-

zirane podrske drustva, a demencija mnogih

the curricula of medical schools, nor was it in-
cluded in the health system. One hundred years
had to pass before the Zagreb School of Medicine
included the subject called “Palliative medicine”
in its mandatory program, therefore providing
future physicians with fundamental knowledge
in this important field. On the other hand, it
was not easy to form a network of palliative
beds within and at the expense of the Croatian
Institute for Health Insurance. Palliative beds are
nowadays a desirable standard in specialized psy-
chiatric institutions, of which there is a total of
62, and are arranged as follows: University Psy-
chiatric Hospital Vrapce, Zagreb 15; Psychiatric
Hospital “Sveti Ivan”, Zagreb 15; Special Hospital
for Psychiatry and Palliative Care “Sveti Rafael”,
Strmac 15; Neuropsychiatric Hospital “Dr. Ivan
Barbot”, Popovaca 8; Psychiatric Hospital Ugljan
6; Psychiatric Hospital Rab 3. In the field of neu-
ropsychiatric disorders, in which symptomatic
non-etiological therapy is used, good palliative
care is the best we can offer to such patients. Pal-
liative care can and should be innovative because
it can help people with neurocognitive deficits
and psychological problems. Care for people
with dementia is mostly provided in social in-
stitutions and retirement homes for the elderly
and the infirm, where a non-pharmacological
approach is especially accentuated and includes
occupational therapy, art therapy, musical thera-
py, dance therapy, reminiscence therapy, etc. This
type of approach is valuable in post-diagnostic
support, which is necessary when living with a
disease for many years. In advanced stages of the
disease or at the end of life, quality palliative care
(including mobile palliative teams) is of special
importance because such care ensures a more
dignified end of life (51).

INSTEAD OF A CONCLUSION

For many years in Croatia, people with demen-
tia traditionally received care within the family,

with no organized community support, while
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ljudi nije bila (pravovremeno) dijagnosticira-
na. LijeCenje za osobe s demencijom, poglavi-
to one s klinickom slikom ozbiljnih ponasaj-
nih i psihijatrijskih simptoma, odvijalo se na
psihogerijatrijskim odjelima unutar psihija-
trijskih bolnica. HUAB, nevladina organizaci-
ja, po¢am od 1999. godine, pruza informacije,
podrsku i edukaciju, uz podizanje svjesnosti
o Alzheimerovoj bolesti i drugim demencija-
ma. Predani dobrovoljni rad ¢lanova HUAB-a,
$to ukljucuje i vrhunske profesionalce iz ovog
podrudja, pomogao je potaknuti razvoj dru-
gih vrsta usluga za osobe s demencijom u
Hrvatskoj. Takoder treba istaknuti aktivno-
sti Hrvatske Alzheimer alijanse (koja okuplja
31 profesionalno dru$tvo odnosno nevladine
udruge) u pripremi sadrzaja nacrta Nacional-
ne strategije borbe protiv Alzheimerove bole-
stiidrugih demencija u Hrvatskoj. Nadalje, za
pohvaliti je osnivanje prve Dnevne bolnice za
osobe s demencijom, prvog drzavnog specija-
liziranog Doma za osobe s demencijom te uvr-
$tenje palijativnih kreveta unutar bolni¢kog
zdravstvenog sustava koji su postali dostupni
ljudima s demencijom u Hrvatskoj. Najnovija
inicijativa Grada Zagreba je osnivanje Radne
skupine za demenciju kojoj je zadatak prijed-
log akcijskog plana borbe protiv demencije
na podrudju Grada Zagreba. Sve prethodno
navedeno dobra je osnova za uspostavu Na-
cionalne strategije borbe protiv demencije u
sljedecoj godini, a ona ¢e onda osigurati jed-
naki tretman i skrb za osobe s demencijom u

svim dijelovima Hrvatske.
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Depresija u starosti

/ Depression in Old Age

Gabriela Stoppe

Voditeljica odjela za psihijatriju starije dobi, Europsko psihijatrijsko udruzenje
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Ucestalost simptoma depresije povecava se sa staro$¢u te pogada 10-20 % populacije. Depresija ¢esto
prati tjelesne bolesti, poremecaje sna, bol i druge psihicke poremecaje. Prognoza komorbidnih stanja
pogorsava se s komorbiditetom. Prepoznavanje i lije¢enje depresije relevantno je u do 90 % slucajeva

samoubojstava starijih osoba.

Diferencijalna dijagnoza i terapija su sloZenije te zahtijevaju viSe strpljenja, kako lije¢nika tako i
pacijenta. Sve metode lije¢enja su jednako u¢inkovite kao i kod mladih odraslih osoba, ali EKT je
uspje$nija metoda. Postoji velika stopa podcjenjivanja dijagnoze i nedovoljnog lije¢enja. To se po-
gotovo odnosi na provodenje psihoterapije. Potrebno je vise intervencija u prevenciji iz perspektive
zdravstvene ekonomije. ViSe stigma predstavlja prepreku: starost, psiholoski poremecaji, veéi broj

pacijenata Zenskog spola.

| An increasing frequency of depressive symptoms with age is found, according to severity 10-20% of the population
are affected. Depression frequently occurs with physical disease, sleep disturbances, pain and other mental disorders.
The prognosis of comorbid conditions becomes worse with comorbidity. The recognition and treatment of depression is
relevant for up to 90% of suicides in the elderly.

The differential diagnosis and therapy is more complex and needs more patience on both sides, the therapist and the
patient. All treatment methods are as efficacious as in younger adults, with ECT being even superior. There is a high rate
ofunderdiagnoses and undertreatment. This applies strongly for the provision of psychotherapy. More interventions into
prevention would be beneficial, also from the perspective of health economy. Multiple stigmas are obstacles: age, mental

disorders, mostly female patients.
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UvOoD

Nakon anksioznih poremecaja, depresija je
najée$c¢a psihicka bolest u svim Zivotnim raz-
dobljima, uklju¢ujudi stariju dob. Dugo se pret-
postavljalo da se depresivni i drugi afektivni
poremecaji smanjuju s godinama (1). Takoder
se pretpostavljalo da depresija postaje uces-
talija zbog broja problema koji se povezuju sa
starijom dobi, a smatralo se i da u starijoj dobi
nastupaju ja¢i somatski simptomi. Dijagnosti¢-
ke kriterije trebalo bi zato posebno definirati za
depresiju vezanu za stariju dob, a ona bi treba-
la ukljucivati ,,depresiju bez depresije®, tj. bez
prevladavajuceg depresivnog raspolozenja ili

maskirane depresije.

EPIDEMIOLOGIJA | FAKTORI
RIZIKA

No, prout¢imo li znanstvene dokaze, vidljivo je
da su u veéini studija stope prevalencije tegkih
depresivnih poremecaja iznosile 2,6 % ili ma-
nje. U umirovljeni¢kim domovima, koje se ce-
sto ne uklju¢uje u epidemioloska istraZivanja,
ulestalost je znacajno veca te varira izmedu 5
125 %, s prosjekom od 10 %. Nije bilo znaéaj-
nih razlika u stopi ucestalosti izmedu razli¢i-
tih dobnih skupina. Odgovarajuca istrazivanja
takoder nisu pronasla uvjerljive dokaze da su
fenomenoloske razlike izmedu dobnih skupi-
na relevantne. Premda su stope prevalencije i
ucestalosti tegkih depresivnih poremecaja nize
u starijoj dobi u usporedbi s mladim dobnim
skupinama, viSe stope simptoma depresije
pronadene su u otprilike 8-16 % slucajeva,
dok su simptomi subklini¢ke depresije prona-
deni su 10-50 %, a ustanovljeni su i simptomi
drugih tipova depresije, npr. distimije. Moguée
je zakljuciti kako postoji visa stopa simptoma
depresije u starijoj dobi, ali niZza stopa tegkih

depresivnih poremecaja (2,3).

Jedno objasnjenje za takvo stanje moze biti

via stopa tjelesnih komorbiditeta. S jedne

INTRODUCTION

Depression is - after anxiety disorders - the
most common mental illness at all stages of
life, including old age. For a long time, it was
suspected that depressive and other affective
disorders would fade out or chronify with age
(1). In addition, depression was expected to be-
come more common given the many problems
associated with old age. Last but not least, it
was considered that a stronger somatic symp-
tom presentation could occur. For this reason,
specific diagnostic criteria were discussed
specifically for age-related depression, which
should include in particular “depression with-
out depression”, i.e. without predominant de-

pressive mood or masked depression.

EPIDEMIOLOGY AND RISK
FACTORS

However, if one looks at the scientific evidence,
it can be seen that in the majority of the stud-
ies prevalence rates of the major depressive
disorder were of or less than 2.6%. In nursing
homes, which are often not included in epi-
demiological studies, the frequency is signif-
icantly higher and varies between 5 and 25%
with a median of 10%. There were no signifi-
cant differences in incidence rates across age
groups. The corresponding studies also did not
provide sufficient evidence that the phenom-
enological differences between the age groups
are relevant. Although the prevalence and in-
cidence rates for major depressive disorders
are lower in old age compared to younger age
groups, comparatively higher rates for depres-
sive symptoms were found in about 8-16% and
subclinical depression in 10-50% and also for
other types of depression, for example dysthy-
mias. In summary, there is a higher rate of de-
pressive symptoms in old age but a lower rate

of major depressive disorders (2,3).

One explanation may be the higher rate of

physical comorbidity. On the one hand, this of-
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strane, to ¢esto vodi do isklju¢enja depresivnih
osoba iz epidemiologkih istrazivanja jer starije
osobe u upitnicima navode da su njihove tego-
be posljedice tjelesnih uzroka. Mogucée je da se
teske simptome depresije precjenjuje ili podcje-
njuje kod ljudi koji se Zale na tjelesne tegobe.
Ovo narocito vrijedi u kontekstu depresivnih

simptoma slabosti (4).

U starijoj dobi ¢esta je komorbidnost depre-
sije sa somatskim bolestima. Postoje ¢vrsti
dokazi da depresija udvostrucuje rizik od kar-
diovaskularnih bolesti i smrti, a taj se rizik
povecava s tezinom depresije (npr. 5). Depre-
sija takoder ima negativan utjecaj na tijek bo-
lesti nakon sr¢anog ili moZzdanog udara. Vise
od 75 % ljudi koji boluju od Secerne bolesti
pate od povratnog depresivnog poremecaja.
Pokazalo se da i u tom slu¢aju komorbidna
depresija otezava tijek dijabetesa, ali inter-
vencije usmjerene na depresiju mogu ublaziti
tijek dijabetesa (6). Depresija takoder udvo-
strucuje rizik od neurodegenerativnih bolesti,
pogotovo Alzheimerove i Parkinsonove bole-
sti (7,8).

Pretpostavka da normalno starenje moze dove-
sti do depresivnog raspoloZenja nije to¢na. Psi-
hologka su istrazivanja pokazala da se za$titni
¢imbenici povedavaju s godinama. Subjektivna
dobrobit najéedce ima tijek u obliku slova U,
pri ¢emu je najniZza tocka u srednjim godina-
ma, premda se ¢ini da je napor tada najveéi. Ne
postoje dokazi da stresori mogu uzrokovati vige
Stete u starijoj dobi nego u mladoj. Isto vrijedi
i obrnuto. Pretpostavka da je gubitak partne-
ra lak3e podnijeti u starijoj dobi nije to¢na. U
usporedbi s mladim odraslim osobama, stariji
ljudi imaju jednaku koli¢inu pozitivne afektiv-
nosti, ali manje negativne afektivnosti poput
depresije, anksioznosti, sramezljivosti ili ¢ak
osjecaja krivnje. Dobra iskustva se takoder lak-
ge pamte (2,9,10).

Depresija ne utjece jednako na sve ljude. Po-
stoje rizi¢ne skupine. Kao i u svim dijelovima

Zivota, jace su zahvaceni ljudi s obiteljskim

ten leads to the exclusion of depressive persons
from epidemiological studies because the elder-
ly stated in surveys that physical causes have
been found for their complaints. It is possible
that severe depressive symptoms are overesti-
mated or underestimated in people with phys-
ical complaints. This is particularly true in the

context of depressive symptoms of frailty (4).

Especially in old age there is often a comorbid-
ity of depression with somatic diseases. There
is very good evidence that depression - increas-
ingly with the severity of depression - doubles
the risk of cardiovascular disease and mortality
(e.g. 5). Depression also has a negative influ-
ence on the course of the disease after a heart
attack or stroke. More than 75% of people
with diabetes mellitus appear to suffer from a
recurrent depressive disorder. Here, too, it was
shown that comorbid depression worsened the
course of diabetes and interventions aimed at
depression can improve the course (6). Depres-
sion also doubles the risk of neurodegenerative
diseases, especially Alzheimer’s dementia and

Parkinson’s disease (7,8).

The assumption that normal aging could lead
to depressive mood is not correct. Rather, psy-
chological studies show that protective factors
increase with age. The subjective well-being usu-
ally shows a U-shaped course with a low point in
middle age, when the biographical strain seems
to be the most severe. There is no evidence that
stressors cause more damage in old age than in
younger years. This applies in both directions.
The assumption that a loss of a partner is easier
to bear in old age, because one has to reckon
with it, is not correct. Compared to young-
er adults, older people have about the same
amount of positive affectivity but less negative
affectivity such as depression, anxiety, shyness
or even feelings of guilt. Good experiences are

also remembered more easily (2, 9, 10).

Depression does not affect all people equally.
There are risk groups. As in all stages of life,

people with a corresponding family burden or
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teretom ili prethodnim periodima bolesti. Ta-
koder postoje odredeni Zivotni dogadaji u sta-
rosti, primjerice gubitak partnera ili nove so-
matske bolesti. To posebno vrijedi ako su takve
tegobe popracene boli i/ili vode do ovisnosti o
drugima. Organske bolesti mozga imaju ve¢u
ulogu. Nedostatak ili smanjenje drustvenog
kruga — usamljenost - povecava rizik od depre-
sije. Kroni¢na ostecenja, a posebno problemi s
osjetilima poput vida ili sluha te bol ili kronié¢ni
problemi sa spavanjem povezuju se s poveca-
nim rizikom (11,12).

Posljednjih se godina raspravlja o fenomenu
usamljenosti. Neki tvrde da usamljenost ima
negativan utjecaj na tjelesno zdravlje i smrt-

nost jedino ako se nalazi u kontekstu depresije.

Cesti komorbidni anksiozni poremecaji po-
gor$avaju prognozu u starijoj dobi, a isto
vrijedi i za mlade dobne skupine. Procjenjuje
se da je prevalencija anksioznih poremecaja
izmedu 3,2 i 14,2 %. Postoje odredene fobi-
je i op¢i anksiozni poremecaji. U starijoj dobi
vazan je poseban oblik straha od pada. Iz lon-
gitudinalne perspektive, u 90 % slucajeva veé
postoji odgovarajuca simptomatologija do 40.
godine. To znadi da je prva dijagnoza anksio-
znog poremecaja rijetka u starijoj dobi. U slu-
¢aju prve simptomatologije potrebno je, kao
i kod veéine psihologkih bolesti, razmisliti o
pocetnom razvoju bolesti mozga, napose de-

menciji (13).

DIJAGNOZA

Iz svega navedenog vidljivo je da se depresija
dijagnosticira u starijoj dobi kao i u mladoj i
srednjoj. No, potrebno je vise opreza kada po-
stoje popratna tjelesna stanja, a moguce ju je
lije¢iti raznim lijekovima koji utje¢u na raspolo-
zenje. Neke su diferencijalne dijagnoze poseb-

no vazne.

Kada je rije¢ o njezi, potrebno je obratiti po-

zornost na depresiju, napose kada dode do

previous illness episodes are more affected. In
addition, there are also life events in old age,
e.g. the loss of a partner or new somatic diseas-
es. This is particularly true if they are accompa-
nied by pain and/or lead to dependency. Organ-
ic brain diseases play a greater role. A missing
or reduced social network - loneliness - increas-
es the risk of depression. In addition, chronic
impairments, in particular sensory problems of
vision or hearing, pain or chronic sleep disor-
ders, are associated with an increased risk (11,
12).

In recent years, there has been a discussion
about the phenomenon of loneliness. Some
people argue that loneliness would only have
harmful effects on physical health and mortal-

ity if loneliness is in the context of depression.

The often comorbid anxiety disorders worsen
the prognosis in old age, as they do in younger
age groups. The prevalence of anxiety disorders
is estimated between 3.2 and 14.2%. There are
above all specific phobias and also generalised
anxiety disorders. In old age, the special form
of fear of falling is important. In the longitu-
dinal view, 90% already show a correspond-
ing symptomatology up to the age of 40. This
means that a first diagnosis of an anxiety dis-
order at an advanced age is rare. In the case of a
first symptomatology, one should, incidentally
for most mental illnesses, think of an incipient

brain disease, in particular dementia (13).

DIAGNOSIS

From the above it can be seen that depression
is diagnosed in old age as in younger and mid-
dle life stages. However, greater care must be
taken when physical conditions are present at
the same time and may be treated with a va-
riety of drugs that can affect mood. Some dif-

ferential diagnoses are particularly important.

In care, it is crucial to think about depression

at all, for example when an unclear weight loss
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nerazja$njenog gubitka na teZini. Diferenci-
jalna dijagnoza demencije postaje sve laksa
jer se demenciju moze sve bolje dijagnostici-
rati koristedi bioloske metode. Kada je rije¢
o klini¢koj slici, postoji preklapanje simp-
toma. Povla¢enje iz drustva, psihomotorno
usporavanje i smanjenje interesa simptomi
su obje bolesti. No, u depresiji su rijetki vi-
zualno-konstruktivni deficiti i semanticki
poremecaji, koji su pak ¢esti u ranom stadiju
Alzheimerove bolesti. Teska o$tecenja samo-
pouzdanja, osjecaji krivnje te ¢ak i snazne su-
icidalne tendencije prije ukazuju na depresiju

nego na demenciju.

Vazna je diferencijalna dijagnoza tuge. Tugo-
vanje nije bolest, ali proces tugovanja moze
biti nedovrien zbog depresije ili komplicirane
krivnje. Prilikom postavljanja diferencijalne
dijagnoze vazno je prepoznati i poticati pro-
ces tugovanja. Postoje razli¢iti modeli stadija.
Tuga uvijek ima dva lica u smislu da je, s jedne
strane, vezana za proradivanje gubitka, dok s
druge strane ima vezu s okretanjem prema bu-
duénosti i zacjeljivanju rana. Tijekom procesa
tugovanja ne nailazimo &esto na osjecaje kriv-
nje, beznadnosti ili o$tecenja emocionalnog
odjeka. No, diferencijalna dijagnoza ipak moze
biti teska (14).

Koristenje instrumenata za pregled moze biti
korisno u otkrivanju depresije. Postoje razli¢ite
ljestvice, a napose Ljestvica gerijatrijske depre-
sije (GDS; prema engl. Geriatric Depression Sca-
le) i Ljestvica bolni¢ke anksioznosti i depresije
(HADS; prema engl. Hospital Anxiety and Depre-

ssion Scale).

SPRJECAVANJE SAMOUBOJSTVA

Sprje¢avanje samoubojstva od posebne je
vaZznosti u starijoj dobi. Depresija i samou-
bojstvo jace su povezani u starijoj dobi nego
u drugim dobnim skupinama. Istovremeno

je stopa samoubojstva u starijoj dobi najve-

occurs. Differential diagnosis of dementia is
becoming increasingly easier because demen-
tia can be diagnosed better and better - also
using biological methods. Looking at the clin-
ical presentation, there is an overlap of symp-
toms. In particular, social retreat, psychomotor
slowing or declining interest can be found in
both diseases. In depression, however, there
are rarely visuoconstructive deficits and se-
mantic disorders, which often occur early in
Alzheimer’s dementia. Severe impairment of
self-esteem, feelings of guilt and even strong
suicidal tendencies should make one think of

depression rather than dementia.

An important differential diagnosis is that
of grief. Mourning is not a disease, but the
mourning process may not be completed be-
cause of depression or complicated grief. In
differential diagnosis, it is important to rec-
ognise and promote the process character of
mourning. Various stage models are discussed.
Grief is always Janus-faced in the sense that on
the one hand it is about processing the loss, on
the other hand it is about orientation towards
the future and healing. In the grieving process
one typically finds few feelings of guilt, little
hopelessness and few impairments of the emo-
tional resonance. Nevertheless, the differential
diagnosis can be difficult (14).

The use of screening instruments can be useful
in the detection of depression. Various scales
are discussed, especially the Geriatric Depres-
sion Scale (GDS) and the Hospital Anxiety and
Depression Scale (HADS).

SUICIDE PREVENTION

The prevention of suicide is particularly impor-
tant in old age. Even more than in other age
groups, depression and suicide are linked in
old age. At the same time, the rate of suicide
in old age is highest in almost all countries of

the world, especially among men. It is therefore
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¢a u gotovo svim zemljama svijeta, a napose
medu musgkarcima. Stoga je vazno istraziti i
lije¢iti ljude s depresijom zbog potencijalnih
sklonosti samoubojstvu. U isto je vrijeme
potrebno prouditi imaju li starije osobe koje
zele umrijeti depresiju koja zahtijeva lijece-
nje. Narocito je vazno zapoceti razgovor o
zelji za samoubojstvom, a ne ga izbjegavati.
To ukljuéuje i odluku o tome je li jo§ uvijek

trebna hospitalizacija.

LIJECENJE

Prilikom lije¢enja, uvijek je vazno provjeriti ne
samo deficite nego i dostupne izvore. Pregled
aktivnosti svakodnevnog Zivota i drustvenog
okruzenja te, ako je potrebno, razgovor s obite-
lji ili kuéni posjet mogu pritom biti od koristi.
Opéenito govoredi, lijeCenje depresije u stari-
joj dobi nema temeljnih razlika u odnosu na
lije¢enje depresije u srednjoj i mladoj dobi. U
odgovarajuéim studijama nisu otkrivene zna-
¢ajne razlike prema dobi, napose kada je rije¢ o
farmakoterapiji. No, u kontekstu polifarmacije
i somatskih bolesti, farmakoterapiju je potreb-
no pazljivije nadzirati. Lijecenje je potrebno
provoditi u okviru cjelovitog plana lijecenja.
Pritom je od posebne vaZnosti da lije¢nici
ukljuceni u lije¢enje budu suglasni. Stariji ljudi
¢esto u svom okruZenju imaju nekoliko stru¢-
njaka od kojih traze podrsku. To su najéesce
obiteljski lije¢nik, ljekarnik i drugi njegovatelji.
Valja naglasiti da se u farmakoterapiji ne smiju
koristiti preparati s dugim vremenom poluras-
pada i antikolinergi¢kim djelovanjem. U stari-
joj dobi litij treba koristiti na jednak natin, uz
pazljiv nadzor bubreznih vrijednosti i funkcije
Stitnjace.

Nazalost, psihoterapija, koja je od velike vaz-
nosti u lijeenju, ¢esto nema uspjeha zbog
manja terapeuta i/ili manjka moguénosti za
provodenje terapije u pojedinim okruZenji-

ma, primjerice starackim domovima. Ishodi

important to investigate and treat people with
depression for potential suicidal tendencies.
At the same time, people who wish to die at
an advanced age should be examined for the
presence of depression requiring treatment. It
is particularly important to begin a conversa-
tion about the desire to commit suicide and not
to avoid it. This also includes the decision as to
whether outpatient treatment is still possible
or whether inpatient treatment should already

be sought.

TREATMENT

In the treatment, it is always relevant to check
not only the deficits but also the available re-
sources. The survey of activities in daily life, the
social environment and, if necessary, a family
discussion or a home visit can be helpful here.
Overall, the treatment of depression in old age
is not fundamentally different from that in
middle and younger stages of life. Particularly
in pharmacotherapy, no relevant difference by
age was found in the corresponding studies.
Nevertheless, in the context of polypharmacy
and somatic diseases, pharmacotherapy should
be controlled more carefully. Treatment should
be embedded in an overall treatment plan.
Here it seems important that a consensus of
the therapists involved is reached. Older peo-
ple usually have several professionals in their
environment who ask them for support. This
is usually the family doctor, often a pharmacist
and other caregivers. In pharmacotherapy, it
should be noted that preparations with a long
half-life and anticholinergic efficacy are not
used. Lithium should be used in the same way
in old age with careful control of kidney values

and thyroid function.

Unfortunately, the use of psychotherapy, which
is of great importance in treatment, often fails
because there are too few therapists and/or no
possibilities are seen in individual settings, for

example in nursing homes. The results of the
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psihoterapije su komparativno zadovoljava-
juéi (15). Ispostavlja se da je potrebno nesto
manje napora kako bi se postigao jednak psi-
hoterapeutski u¢inak u usporedbi s mladim
ljudima. Stariji su ljudi ¢esto vise motivirani
i spremniji na suradnju u psihoterapiji, §to di-
jelom pojagnjava taj fenomen. U psihoterapiji
postoje posebni oblici terapije za starije ljude.
To se odnosi, primjerice, na interpersonalnu
terapiju, a vrijedi i za terapiju koja ukljucuje
reviziju zivota, a koja je posebno uspje$na u

starijoj dobi.

Novija istrazivanja pokazuju da je stimulacij-
ska terapija u¢inkovitija u starijoj dobi nego u
mladoj. To je jasno vidljivo na primjeru elektro-
$ok terapije. Sto se ti¢e ostalih stimulacijskih
pristupa, istrazivanja su jo§ u tijeku. U sva-
kom slu¢aju, time se otvara nove mogucnosti,
posebno s obzirom na zanemarive nuspojave
(16).

Odredene skupine zahtijevaju poseban pristup,
primjerice depresija s usporednom demencijom
ili Parkinsonovom bole$¢u. U tim je slu¢ajevi-
ma potrebno ukljuciti stru¢njake iz gerijatrijske
psihijatrije.

Kao i kod drugih dobnih skupina, uporaba al-
goritama u terapiji pokazala se uspje$nom, a to
uklju¢uje i nuznu prilagodbu doziranja i odabir
drugacdijih lijekova. U svojoj se praksi nepresta-
no susrecem s pretjerano opreznim doziranjem
ili nastavkom koristenja odredenog lijeka una-

to¢ izostanku uc¢inka.

PROGNOZA

Cini se da je prognoza za depresiju u starijoj
dobi gora nego u srednjoj. No, tomu nije tako
zbog starosti ve¢ zbog ¢imbenika koji su zna-
¢ajni i u drugim Zivotnim razdobljima. Oni
uklju¢uju tezinu depresije, broj prethodnih de-
presivnih epizoda, komordbidnost s kroni¢nim
tjelesnim bolestima te vanjski izvor kontrole
@am.

psychotherapy are comparatively pleasing (15).
It turns out that slightly less effort is needed
to achieve the same psychotherapeutic effect
compared to younger people. Older people are
usually more motivated and cooperative in
psychotherapy, which can partly explain this.
In psychotherapies, there are special forms
for older people. This applies, for example, to
interpersonal therapy. This also applies to the
life review therapies, which are particularly suc-

cessful in old age.

Recent studies show that stimulation therapies
are more effective in old age than in younger
phases of life. This has been nicely demon-
strated for electroconvulsive therapy. For other
stimulation procedures, corresponding studies
are still pending. In any case, this opens up
some good prospects for the future, especially

if one looks at the very low side effects (16).

Certain special groups need special therapy
considerations, for example depression with
simultaneous dementia or Parkinson’s disease.
Here we refer to the inclusion of special exper-

tise in geriatric psychiatry.

As in other age groups, the use of algorithms in
therapy has proven successful. This also includes
the necessity of dose adjustment and drug
change. In my practice I see again and again
that either too carefully is dosed or medicines

are not stopped despite missing effectiveness.

PROGNOSIS

The prognosis of depression in old age seems
to be worse than in middle age. However, this
is not due to age but to factors that are also
significant in other stages of life. These are in
particular the severity of depression, the num-
ber of previous episodes, co-morbidity with
chronic physical diseases and an external locus
of control (17).

Unfortunately, various obstacles are effective

in the treatment of depression in old age. This
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Nazalost, razlitite prepreke otezavaju lijecenje
depresije u starijoj dobi. One ne uklju¢uju samo
starost, ve¢ i stigmatizaciju koju se ¢esto po-
vezuje s psihi¢kim bolestima. Psihi¢ki bolesne

Zene Cesto nailaze na trostruku stigmu.

PREVENCUA

I na kraju, nekoliko rijeti o prevenciji. Prevenci-
ja je doista moguca. Cini se kako tzv. primarna
prevencija ima nisku u¢inkovitost, no preven-
cija je u¢inkovitija kod rizi¢nih skupina. Razli-
¢itim pristupima vjerojatnost je umanjenaiza
50 %! (18)

is not only the age, but also the stigmatization
that is generally associated with mental illness.
Mentally ill old women often experience a

threefold stigma.

PREVENTION

Finally, a few words should be said about pre-
vention. One could show that the prevention of
depression is well possible. Here the so-called
primary prevention seems rather little effec-
tive, but the prevention is all the more effective
with risk groups. With different procedures, a
reduction of the probability of occurrence of

10.
11.

12.

13.

14.
15.

16.

17.

18.

19.

50% was achieved! (18).
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Multiprofesionalni menadzment demencije

/ Multiprofessional Management of Dementia
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Minchen, Njemacka
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Odrzavanje kvalitete Zivota prioritet je menadZmenta demencije. Kvaliteta Zivota ljudi s demencijom primarno je odredena
autonomijom, nastavljanjem individualnog zivotnog stila, postizanjem pojedincu vaznih ciljeva, znacajnim aktivnostima
i sudjelovanjem na ranom stadiju; sigurnosc¢u, uvazavanjem i drustvenom povezanos$c¢u na srednjem stadiju; te utjehom,
dostojanstvom i empati¢kim odnosima na kasnom stadiju. Pruzanje tih izvora kvalitete Zivota zahtijeva suradnju i
koordinaciju vise stru¢njaka, ukljucujuci lijecnike, psihologe, medicinske sestre, socijalne radnike, radne terapeute, govorne
i jezi¢ne terapeute te fizioterapeute vodene zajednic¢kim planom njege usmjerenim na pojedinca. Multiprofesionalni model
njege osoba s demencijom temeljen na suradnji sadrzi znacajne prednosti, ukljuc¢ujuéi nefarmakoloske mjere lijecenja,
uocavanje komorbidnih zdravstvenih stanja, manji teret za njegovatelje te nize stope smjestanja u zdravstvene institucije.
Stoga je multiprofesionalni menadzment pozeljan u vecini nacionalnih strategija ili planova za demenciju. Multiprofesionalno
obrazovanje preduvjet je za njegu osoba s demencijom temeljenu na suradnji. Osposobljavanje stru¢njaka razlicitih
zanimanja unutar okvira timske suradnje vodi k dijeljenju znanja i principa vezanih za njegu osoba s demencijom, boljem
razumijevanju uloge drugih strucnjaka te boljoj pripremljenosti za suradnju u svakodnevnoj praksi. Projekt INDEED (Inovacije
za demenciju u dunavskoj regiji) koji financira Europska unija je transnacionalna inicijativa za unaprjedenje njege za osobe s

demencijom putem multiprofesionalne obrazovne intervencije koja spaja tradicionalne i moderne metode ucenja.

/ Maintaining quality of life is a priority of dementia management. The quality of life of people with dementia is primarily
determined by autonomy, continuation of individual lifestyle, attainment of personally important goals, meaningful activities
and participation at the early stage; by safety, appreciation and social connectedness at the moderate stage; and by comfort,
dignity and emphatic relationships at the severe stage. Providing these sources of quality of life requires the collaboration and
coordination of multiple professions, including physicians, psychologists, nurses, social workers, occupational therapists, speech
and language therapists, and physical therapists, guided by a joint person-centred care plan. A multiprofessional collaborative
care model for dementia has significant benefits including referral for non-pharmacological treatments, detection of comorbid
medial conditions, reduced caregiver burden and lower rates of institutionalisation. Therefore, multiprofessional management is
a desideratum in most national dementia strategies or plans. A prerequisite for collaborative care in dementia is multiprofessional
education. Training professionals of different occupations in a team framework leads to shared knowledge and principles
regarding dementia care, enhanced understanding of each other’s role, and better preparedness for collaboration in daily
practice. The EU-funded project INDEED (Innovation for Dementia in the Danube Region) is a transnational initiative to improve
dementia care by a multiprofessional educational intervention combining traditional and modern learning methods.
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NEUROBIOLOGIJA, OSTECENJE |
INVALIDNOST

U gotovo svim slucajevima demencija je poslje-
dica kroni¢nih i ¢esto progresivnih te trenut-
no neizlje¢ivih bolesti mozga, medu kojima su
najce$ce Alzheimerova bolest, kardiovaskular-
na bolest malih krvnih Zila, bolest Lewyjevih
tjelesacate frontotemporalna lobarna degene-
racija. Vrlo je malo potencijalno izlje¢ivih uzo-
raka, dok je potpuni oporavak od demencije
rijetka iznimka (1). Strukturne i biokemijske
promjene u mozgu koje se nalaze u podlozi
demencije vode do vrlo $irokog spektra ostece-
nja funkcija. One uklju¢uju sve aspekte Zivota,
uklju¢ujudi kognitivne sposobnosti, kontrolu
emocija, aktivnosti svakodnevnog Zivljenja,
odnose u i izvan obitelji te tjelesnu dobrobit.
Prema biopsihosocijalnom modelu bolesti
Svjetske zdravstvene organizacije (2), nespo-
sobnost koja proizlazi iz tih ostecenja jednako
je znacajna za pojedinca kao i o$tecenje samih
funkcija. Nesposobnost nije u potpunosti odre-
dena patologijom, ali na nju utjeée drustvena i
fizicka okolina u kojoj pojedinac zivi, prepreke
s kojima se susrec¢u te podrska koju primaju.
MenadZment demencije stoga nije ograni¢en
na bavljenje patologijom ili simptomima, ve¢
mora uklju¢ivati odrzavanje funkcija, nado-
knadu ogranicenja, unaprjedenje mehanizama
olaksavanja, smanjenje prepreka te pruZanje
podrske. Opéi je cilj pruzanje optimalne kvali-
tete Zivota tijekom cijelog toka demencije pove-
¢anjem sposobnosti i poticanjem neovisnosti,
vracanjem izgubljenih funkcija tamo gdje za to
postoji mogucnost te prilagodbom izgubljenim

funkcijama koje je nemoguce vratiti (3).

KVALITETA ZIVOTA U DEMENCLI

Cimbenici koji odreduju kvalitetu Zivota ljudi
s demencijom razlikuju se od osobina znacaj-
nih za postavljanje dijagnoze. Kvalitetu Zivo-

ta unaprjeduju odnosi s ljudima, aktivnosti,

NEUROBIOLOGY, IMPAIRMENT,
AND DISABILITY

In almost all instances dementia is the result of
chronic, often progressive and currently irre-
versible brain diseases, the most frequent being
Alzheimer’s disease, small-vessel cerebrovascular
disease, the Lewy body diseases and frontotem-
poral lobar degenerations. There are very few po-
tentially treatable causes, and full recovery from
dementia is a rare exception (1). The structural
and biochemical brain changes that underlie
dementia give rise to a very broad spectrum of
impaired functions. It includes all aspects of life,
including cognitive abilities, emotional control,
activities of daily living, interpersonal relation-
ships within and outside the family, and physi-
cal well-being. According to the bio-psycho-social
disease model of the World Health Organization
(2) the disability that results from these impair-
ments is at least as important for the person as
the impairment of functions per se. Of note,
disability is not completely determined by the
underlying pathology, but it also influenced by
the social and physical environment the person
lives in, the barriers they encounter, and the sup-
port they receive. Therefore, the management of
dementia is not limited to addressing the pathol-
ogy or modifying symptoms but must include
maintaining functions, compensating handicaps,
increasing facilitators, reducing barriers and pro-
viding supportive conditions. The overall aim is
providing an optimal quality of life throughout
the course of dementia by maximising ability and
promoting independence, regaining lost function
when there is a potential to do so, and adapting

to lost function that cannot be regained (3).

QUALITY OF LIFE IN DEMENTIA

The factors which determine the quality of life
of people with dementia are different from the
features that are important for establishing the
diagnosis. Quality of life is improved by inter-

personal relationships, activity, general health,
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opce zdravstveno stanje te Zivot u zajednici.
Smanjuju ju depresija, problemi u ponasanju
te samacki zivot. Paméenje, starost, spol, ob-
razovanje te vrsta i trajanje demencija nema-
ju veze s kvalitetom Zzivota (4). Kada je rije¢
o tijeku demencije, u ranom stadiju kvalitetu
zivota odreduju osobna autonomija, nastavak
individualnog zivotnog stila, postizanje poje-
dincu vaZnih ciljeva, sudjelovanje u znacajnim
aktivnostima, odrZavanje uloga te osjecaj osobe
da je potrebna drugima. U srednjem stadiju po-
staju vaZni sigurnost, uvazavanje te drustvene
veze. Na kasnom stadiju kvaliteta Zivota odre-
dena je utjehom, dostojanstvom, empatijom te

tjelesnom dobrobiti.

ULOGA FARMAKOLOSKIH
| NEFARMAKOLOSKIH
INTERVENCIA

Postojeéi farmakologki oblici lijecenja, uklju-
¢ujudi inhibitore kolinesteraze i memantin,
imaju statisti¢ki znacajne ali klini¢ki marginal-
ne ucinke na kognitivne sposobnosti i tezinu
demencije. Njihova dobrobit za kvalitetu Zivota
ostaje upitna (5). Takoder su dostupni lijekovi
za probleme u ponasanju kao $to su agitacija,
agresija, apatija i depresija. No, antipsihotici
se povezuju sa zna¢ajnim nuspojavama i zdrav-
stvenim rizicima (6), dok je u¢inkovitost anti-
depresiva kod ljudi s demencijom i depresijom
nedavno dovedena u pitanje (7). Iz svega nave-
denog jasno je da se cilj upravljanja demenci-
jom ne moze posti¢i samo lijekovima. Uz njih,
potrebne su i odredene nefarmakologke inter-
vencije koje mogu unaprijediti kvalitetu Zivota,
napose kognitivna stimulacija (8), radna tera-
pija (9) i tjelesna aktivnost (10). Zdravstvene
smjernice takoder predlazu nefarmakologke
intervencije kao prvu liniju lije¢enja problema
u ponasanju (11). Nadalje, klju¢ne komponente
u upravljanju demencijom su promjena okoline
(12), uporaba pomagala (13) te podrska nefor-
malnih njegovatelja (14,15).

and living in the community. It is reduced by de-
pression, behavioural problems and living alone.
Memory performance, age, gender, education,
type and duration of dementia are unrelated
to quality of life (4). When mapped onto the
course of dementia, quality of life at the early
stage is mediated by personal autonomy, con-
tinuation of the individual lifestyle, attainment
of personally important goals, participation in
meaningful activities, retaining a role, and being
needed. At the moderate stage safety, apprecia-
tion and social bonds become important. At the
severe stage, quality of life is defined by com-

fort, dignity, empathy and physical well-being.

THE ROLE OF PHARMACOLOGICAL
AND NON-PHARMACOLOGICAL
INTERVENTIONS

Current pharmacological treatments including
cholinesterase inhibitors and memantine have
statistically significant but clinically marginal
effects on cognitive ability and global severity
of dementia. Benefits on quality of life have re-
mained questionable (5). Drugs are also available
for the treatment behavioural problems in de-
mentia such as agitation, aggressiveness, apathy
or depression. However, antipsychotics are as-
sociated with significant side effects and health
risks (6), and the efficacy of antidepressants in
people with dementia and depression has recent-
ly been questioned (7). It is clear from the above
that the aim of dementia management cannot
be reached with medications alone. The need to
be complemented by a number of non-pharma-
cological interventions which have a potential
for improving quality of life, in particular cog-
nitive stimulation (8), occupational therapy (9)
and physical exercise (10). Also, non-pharmaco-
logical interventions are suggested by medical
guidelines as first-line treatments for behaviour-
al problems (11). Furthermore, environmental
modification (12), use of assistive technology
(13) and support of informal carers (14, 15) are

key components of dementia management.
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RAZLOZI U KORIST
MULTIPROFESIONALNE
SURADNJE U MENADZEMENTU
DEMENCIJE

Kako bi se pruzio cijeli spektar moguénosti u
lije¢enju demencije tijekom njezinog trajanja,
potrebna je suradnja vise profesija (16), dok
je obiteljski lije¢nik najéesce polazna tocka u
tijeku lije¢enja (17). Tim za menadZment de-
mencije moze ukljudivati lije¢nike, psihologe,
medicinske sestre, socijalne radnike, radne te-
rapeute, govorne i jezi¢ne terapeute te fiziote-
rapeute. Takoder je moguce ukljuciti i nacional-
ne ilokalne volonterske organizacije pacijenata
i njegovatelja. Bilo bi najbolje da se takav tim
vodi planom njege koji se temelji na potreba-
ma, Zeljama i sredstvima pojedinca te da ga se
redovito provjerava i prilagodava progresiji de-
mencije (18). Uloga plana njege je uskladiti i
poredati aktivnosti multiprofesionalnog tima,
poticati komunikaciju medu njegovim ¢lanovi-
ma te prepoznati prikladne usluge i pogodnosti
(19). Osobu s demencijom nuzno je ukljucivati
u donoSenje odluka dok god za to imaju spo-
sobnost (20).

PREDNOSTI USKLADENOG
SURADNICKOG MENADZMENTA

Postoje dokazi da uskladivanje usluga pruza
znacajne prednosti ljudima s demencijom i
njihovim njegovateljima. Na taj se na¢in una-
prjeduje kvaliteta njege i pridrzavanje uputama
o lije¢enju, povecava se zadovoljstvo uslugom,
unaprjeduje zdravstvena kvaliteta Zivota te
smanjuje probleme u ponasanju (21,22). Mul-
tiprofesionalnim suradni¢kim modelom njege
osoba s demencijom promovira se nefarma-
kolosko lije¢enje, unaprjeduje prepoznavanje
komorbidnih zdravstvenih stanja te smanjuje
stopa smje$tanja pacijenata u zdravstvene in-

stitucije (23).

THE CASE FOR
MULTIPROFESSIONAL
COLLABORATIVE MANAGEMENT
OF DEMENTIA

In order to provide the full spectrum of treat-
ment options along the course of dementia
multiple professions need to collaborate and
coordinate their efforts (16), with the general
physician usually being the entry point of the
care pathway (17). The management team may
include physicians, psychologists, nurses, social
workers, occupational therapists, speech and
language therapists, and physical therapists.
National or local patients’ and carers’ voluntary
organisations may also be involved. Ideally, the
group should be guided by a care plan that is
based on the person’s individual needs, prefer-
ences and resources, is regularly reviewed and
adjusted to the progression of dementia (18).
The role of the care plan is to coordinate and
sequence the activities of the multiprofession-
al team, facilitate the communication among
team members, identify appropriate services
and facilities (19). Decision-making must in-
clude the person with dementia as long as they

have the capacity to contribute (20).

BENEFITS OF COLLABORATIVE
AND COORDINATED
MANAGEMENT

There is evidence that the coordination of ser-
vices provides significant benefits for people
with dementia and their carers. It improves
quality of care and adherence to treatment
guidelines, increases the level of service sat-
isfaction, enhances health-related quality of
life, and reduces behavioural problems (21,
22). Moreover, multiprofessional collaborative
model of dementia care promotes the referral
for non-pharmacological treatments, augments
the detection of comorbid medical conditions

and lower the rates of institutionalisation (23).
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MULTIPROFESIONALNO
OBRAZOVANJE | OBUCAVANJE

Multiprofesionalno obrazovanje stru¢njacima
pruza pomagala temeljena na dokazima za
prepoznavanje onoga §to sami mogu doprini-
jeti upravljanju demencijom (24). Zajednicko
ucenje ima utjecaj na pozitivne stavove prema
stru¢njacima te bolje razumijevanje suradnje
u usporedbi s tradicionalnim klini¢kim obu-
¢avanjem (25). PredlaZze se da se programi
multiprofesionalnog obuéavanja za demenciju
usredotoce na Cetiri kompetencije, koje uklju-
¢uju ranu dijagnozu, podrsku poslije dijagnoze,
napredno planiranje njege za osobe s demenci-
jom i njihove njegovatelje te u¢inkovito umre-

Zavanje.

PROJEKT INDEED

Projekt INDEED (Inovacije za demenciju u du-
navskoj regiji) je transnacionalna inicijativa
¢iji je cilj unaprijediti njegu osoba s demen-
cijom putem multiprofesionalne intervencije
koja povezuje tradicionalne i suvremene me-
tode u¢enja (http://www.interreg-danube.eu/
approved-projects/indeed). Projekt podrzava
INTERREG-Danube Transnational Programme
u periodu izmedu 2018 i 2021 te je financiran
iz sredstava Europskog fonda za regionalni ra-
zvoj (EFRR) i Instrumenta pretpristupne po-
modi (IPP). INDEED razvija, procjenjuje i di-
seminira sveobuhvatni obrazovni program za
struénjake iz podru¢ja zdravstvene i socijalne
skrbi, ali i poduzetnike. Projektom se unaprje-
duju znanje i vje$tine vezane za demenciju kod
svih ciljanih skupina, uspostavlja veze pruza-
judi alate za umreZavanje te inovira promovi-
ranjem poduzetni¢kih aktivnosti u podrudju
njege osoba s demencijom. Kombinacija tradi-
cionalnih radionica i multimedijalne platforme
na internetu bit ¢e dostupna u pet jezika te ¢ée
se ocjenjivati unutar probne aktivnosti u ¢etiri

zemlje.

MULTIPROFESSIONAL
EDUCATION AND TRAINING

Multiprofessional education provides profes-
sionals with evidence-based tools to identify
what they can bring to the management of
dementia (24). Shared learning has an impact
regarding positive attitudes toward other pro-
fessionals and increased knowledge of and
skills in collaboration compared to convention-
al clinical training (25). It has been suggested
that multiprofessional training programmes
for dementia should focus on four competen-
cies, including early diagnosis, post-diagnostic
support, advanced care planning for people
with dementia and carers, and effective net-

working.

THE INDEED PROJECT

The INDEED (Innovation for Dementia in the
Danube Region) project is a transnational initi-
ative which aims to improve dementia care by a
multiprofessional intervention combining tra-
ditional and modern learning methods (http://
www.interreg-danube.eu/approved-projects/
indeed). The project is supported by the IN-
TERREG-Danube Transnational Programme
from 2018-2021 with funds from the European
Regional Development Fund (ERDF) and the
Instrument for Pre-Accession Assistance (IPA).
INDEED develops, evaluates and disseminates
a comprehensive educational programme for
health and social care professionals as well as
for entrepreneurs. The project educates by im-
proving knowledge and skills about dementia
in all target groups, it connects by providing
and practicing networking tools, and it inno-
vates by promoting business activities in the
field of dementia care. The combination of tra-
ditional workshops and a multi-media online
platform will be available in five languages and
will be evaluated in pilot actions in four coun-

tries.
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Demencija je sindrom koji obuhvaca tri klinicka elementa: smanjenu kogniciju, nedostatke u sposobnostima
prilagodbe (tj. svakodnevnim Zivotnim aktivnostima [ADL; prema eng. activities of daily living] i/ili instrumentalnim
zivotnim aktivnostima [IADL; prema engl. instrumental activities of daily living]) te poremecaje u ponasanju. Prema
novijim istrazivanjima, unato¢ smanjenoj kogniciji, poremecaji u ponasanju predstavljaju glavni izvor stresa i/ili
tereta za njegovatelja pacijenta. Istaknuti odnos izmedu poremecaja u ponasanju i stresa/tereta njegovatelja vrlo
je ¢esto glavni okidac za hospitalizaciju pacijenta. Svrha je ovog rada ponuditi kratak osvrt na fenomenologiju i
odredene odabrane klinicke aspekte ponasajnih simptoma demencije.

/Dementia is a syndrome that entails 3 clinical elements: decline in cognition, deficits in adaptive capacities (i.e., activities
of daily living [ADL] and/or instrumental activities of daily living [IADL]) and behavioural disturbances. Intriguingly, despite
the cognitive decline recent research indicates that the behavioural disturbances are the major source of stress and/or
burden for the caregiver of the patient. Furthermore, the prominent relationship between behavioural disturbance and
stress/burden of the caregiver is quite often the major trigger for institutionalization of the patient. The purpose of this
presentation is to briefly review the phenomenology and some selected clinical aspects of the behavioural symptoms of

dementia.
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CiLJ

Demencija je sindrom koji uklju¢uje globalni
deficit kognicije koji, izmedu ostalog, ukljucu-
je funkciju sje¢anja. Do smanjenja kognicije ne
dolazi zbog delirija. Tri elementa obiljezavaju
klinicku sliku demencije: smanjenje kognici-
je, nedostatci u sposobnostima prilagodbe (tj.
svakodnevnim Zivotnim aktivnostima [ADL]
i/ili instrumentalnim Zivotnim aktivnostima
[IADL]) te poremecaji u ponasanju. Pojam ,de-
mencija“ obuhvaca Alzheimerovu bolest (AB;
~ 60 % slu¢ajeva demencije), cerebrovaskular-
nu demenciju (CVD: ~ 5 % slucajeva), mijeSanu
demenciju (MD; AB i CVD; ~ 10% slucajeva),
demenciju Lewyjevih tjeledaca (DLT; ~ 15 %
slu¢ajeva), frontotemporalnu demenciju (FTD;
~ 5 % slu¢ajeva) i drugo (~ 5 % slucajeva) (1-2).
Zanimljivo je da unato¢ smanjenoj kogniciji i uz
to povezanim problemima (npr. poteskoce u sje-
¢anju, poteskode s integrativnim razmisljanjem i
rje$avanjem problema, itd.) te smanjenju ADL/
IADL novija istrazivanja pokazuju da su pore-
mecaji u ponasanju glavni izvor stresa i/ili op-
terecenja za njegovatelje pacijenata (3-5). U slu-
¢aju AB-a, istaknuti odnos izmedu poremecaja u
ponasanju i stresa/tereta za njegovatelja (6-11)
Cesto je glavni okida¢ za hospitalizaciju pacije-
nata (4,7,12,13). Svrha je ovog rada ukratko se
osvrnuti na fenomenologiju i odredene odabra-
ne klinicke aspekte ponasajnih simptoma de-
mencije. S obzirom da AB i CVD imaju relativno
sli¢an ponasajni profil (14,15) koji se djelomi¢no
razlikuje od FTD-ai DLT-a te s obzirom da su AB
i CVD odgovorni za 80 % slu¢ajeva demencije,
ovaj ¢e osvrt prikazati poremecaje u ponasanju
tijekom trajanja AB-a. Na kraju ¢e se rada ukrat-

ko izloziti glavne razlike izmedu FTD-a i DLT-a.

KLINICKI TIJEK ALZHEIMEROVE
BOLESTI

Utjecaj ponasajnih simptoma na njegovatelja
pacijenta s AB-om najbolje se moze shvatiti

proucavanjem razvoja simptoma tijekom napre-

AlM

Dementia is a syndrome that entails a global
deficit in cognition including, but not lim-
ited to, memory function. This decline in
cognition is not due to delirium. The clinical
picture of dementia is characterized by 3 ele-
ments: decline in cognition, deficits in adap-
tive capacities (i.e., activities of daily living
[ADL] and/or instrumental activities of daily
living [IADL]) and behavioural disturbances.

¢

The term “dementia” is an “umbrella” whose
province includes Alzheimer’s Disease (AD: ~
60% of dementias), cerebrovascular dementia
(CVD; ~ 5% of cases), mixed dementia (MXD;
AD & CVD; ~ 10% cases); Lewy Body demen-
tia (DLB; ~ 15% of dementia); frontotempo-
ral lobe dementia (FTD; ~ 5% of cases); other
(~ 5% of cases) (1-2). Intriguingly, despite
the cognitive decline and ensuing problems
because of this (e.g., memory problems, prob-
lems in higher integrative thinking & prob-
lem solving, etc.) and, as well, decrements
in ADL/IADL, recent research indicates that
the behavioural disturbances are the major
source of stress and/or burden for the care-
giver of the patient (3-5). More specifically,
for AD, the prominent relationship between
behavioural disturbance and stress/burden of
the caregiver (6-11) is quite often the major
trigger for institutionalization of the patient
(4,7,12,13). The purpose of this presentation
is to briefly review the phenomenology and
some selected clinical aspects of the behav-
ioural symptoms of dementia. Since AD and
CVD have a relatively similar behavioural
profile (14,15) that differs slightly from that
of both FTD and DLB and, since AD and CVD
account for about 80% of cases of dementia,
this review will be accomplished via a pres-
entation of behavioural disturbances through
the course of AD. A short section at the end
of this discussion will present the salient
characteristic differences of both FTD and
DLB.
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dovanja bolesti. Ljestvica globalnog pogorsanja
(GDS; prema engl. Global Deterioration Scale)
(16-21) globalno je mjerilo koje se koristi za pro-
¢jenu smanjenja kognicije u normalnom stare-
njuiAB-u (tablica 1). Temelji se na opéem dojmu
stanja pacijenta, a obuhvaca podrug¢ja kognicije
te funkcionalnih (IADL/ADL) i ponasajnih pro-
mjena. Ono §to je najvaznije jest da GDS pruza
mogucnost za detaljno pojasnjenje simptoma
koji obiljezavaju cijeli opseg osteéenja paméenja
- od normalnog starenja (GDS stadij 1) do najte-
Zeg stadija AB-a (GDS stadij 7) (16-22).

Kljué¢ni je element GDS-a ¢injenica da je ta
ljestvica redna (tj. stadiji su ,rangirani na na-
¢in da stadij s ved¢im brojem predstavlja vece
ostecenje u odnosu na stadij koji mu pretho-
di) i hijerarhijska (tj. stadiji manjeg ostecenja
integriraju i upravljaju adaptivnim funkcijama
organizma). Kako pacijenti napreduju kroz sta-
dije GDS-a vezane za klini¢ku dijagnozu AB-a,
pokazuju znakove sve uodljivijeg i ozbiljnijeg
ostecenja. Kako se pacijent krece od ,stadija
manjeg o$tecenja“ do ,stadija veéeg odtecenja“,
dolazi do pogorsanja u teZini klini¢kih simp-
toma — ukljuc¢ujudi potencijalno pojavljivanje

ponasajnih i psiholoskih poremecéaja.

Cesto koristene ljestvice za procjenu ponasajnih
problema u AB-u uklju¢uju Neuropsihijatrijski
inventar (23,24), Ljestvicu za procjenu ponasa-
nja kod demencije konzorcija za uspostavu regi-
stra Alzheimerove bolesti (25), Ljestvicu pore-

mecaja u ponasanju kod demencije (26) te druga

CLINICAL PROGRESSION
(“COURSE") OF ALZHEIMER’S
DISEASE

The impact of the behavioural symptoms upon
the caregiver of the AD patient can be best ap-
preciated by viewing the evolution of the symp-
toms as the disease progresses through time.
The Global Deterioration Scale (GDS) (16-21) is
a global measure designed for the assessment
of cognitive decline in normal aging and AD
(Table 1). It is based on a composite impres-
sion of the patient’s status encompassing the
areas of cognition, functional (IADL/ADL) and
behavioural changes. Most significantly, the
GDS allows for a detailed elucidation of symp-
toms characterizing the full range of memory
impairment-from normal aging (GDS Stage 1)
to the most severe stage of AD (GDS Stage 7)
(16-22).

A crucial element of the GDS is that it is both
an ordinal (i.e. the stages are “ranked” in such
a way that a higher numbered stage implies
greater impairment than the stage immedi-
ately preceding it) and hierarchical (i.e. the
less impaired stages integrate and govern the
adaptive functions of the organism) scale.
Thus, as patients advance through the GDS
stages associated with the clinical diagnosis
of AD they exhibit more and more observable
and devastating impairment. Therefore, as
the AD patient moves from a “less impaired

stage” to a “more impaired stage” there is

TABLICA 1. Ljestvica globalnog pogorsanja (GDS) - AB-u pogorsanje prati predvidljivi klinicki tijek*
TABLE 1. The Global Deterioration Scale (GDS) - Deterioration in AD Follows A Predictable Clinical Course*

GDS Stadij 1 = Normalo starenje / GDS Stage 1 = Normal Aging

GDS Stadij 2 = Subjektivno kognitivno ostecenje / GDS Stage 2 = Subjective Cognitive Impairment

GDS Stadij 3 = Pocetna faza AB-a (blago kognitivno ostecenje) / GDS Stage 3 = Incipient AD (Mild Cognitive Impairment)

GDS Stadij 4 = Blagi AB / GDS Stage 4 = Mild AD

GDS Stadij 5 = Umjeren AB / GDS Stage 5 = Moderate AD

GDS Stadij 6 = Umjereno tezak AB / GDS Stage 6 = Moderately Severe AD

GDS Stadij 7 =Tezak AB / GDS Stage 7 = Severe AD

*Bibliografija / *References
Reisberg B. et al. Amer J Psychiat 1982;139:1136-9.

Reisberg B. et al. The Global Deterioration Scale (GDS). Psychopharmacol Bull 1988;24:661-3.
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pomagala namijenjena odredenim tipovima po-
na$anja kao $to su Cohen-Mansfieldov inventar
agitacije (27) te Inventar apatije (28). No, nave-
dene ljestvice nisu posebno osmisljene samo za
AB ili su osmisljene za procjenu isklju¢ivo malog
dijela spektra poremecaja u ponasanju kod AB-
a. S druge strane, Ljestvica ponasajne patologije
Alzheimerove bolesti (BEHAVE-AD; prema engl.
Behaviour Pathology in Alzheimer’s Disease Rating
Scale) (29-31) posebno je osmisljena za procjenu
ponasajnih poremecaja kod pacijenata s AB-om.
Ono $to je takoder vazno jest da se njome moze
procijeniti ponadajne poremecaje kod pacijenata
s AB-om tijekom cijelog tijeka bolesti — od 4. sta-
dija GDS-a (na kojem je moguce postaviti klini¢-
ku dijagnozu AB-a) do kona¢nog stadija bolesti u
kasnijem dijelu 7. stadija GDS-a (29-32). Ljestvi-
ca sadrzi 25 Cestica podijeljenih u 7 kategorija
(tablica 2). Njegovatelj procjenjuje svaku od ce-
stica prema tezini simptoma koristedi ljestvicu
s Cetiri moguéa odgovora, od ,,0“ (nije prisutno)

do ,,3“ (jako izrazeno).

Ve¢ je utvrdeno da pacijenti ne postizu jedna-
ke rezultate na svih 25 Zestica ljestvice BEHA-
VE-AD (31,33,34). To je posljedica vremenskih
aspekata bolesti, kao i jedinstvene dinamic¢ne
prirode neuroanatomskog/neurokemijskog
pogorianja u AB-u. No, ucestalost pojave (33)
nekih od najées¢ih kategorija simptoma kao

funkcije stadija GDS-a ukljucuje:

TABLICA 2. Ljestvica ponasajne patologije Alzheimerove
bolesti (BEHAVE-AD)*

TABLE 2. Behavioural Pathology in Alzheimer’s Disease
Rating Scale (BEHAVE-AD)*

Kategorije ljestvice BEHAVE-AD / BEHAVE - AD Rating Categories
Paranoidne i sumanute misli / Paranoid & Delusional Ideation
Halucinacije / Hallucinations

Poremecaiji aktivnosti / Activity Disturbances

Agresija / Aggression

Poremecaji dnevnog ritma / Diurnal Rhythm Disturbance
Afektivni poremecaiji / Affective Disturbance

Anksioznosti i fobije / Anxieties & Phobias

*Bibliografija / *Reference
Reisberg B et al. J Clin Psychiatry 1987; 48(Suppl): 9-15.

an increase in severity of clinical symptoms
- including the potential manifestation of
aberrant behavioural and psychological dis-

turbances.

Frequently used rating scales for the assess-
ment of behavioural problems in AD include
the Neuropsychiatric Inventory (23,24),
the Behaviour Rating Scale for Dementia of
the Consortium to Establish a Registry for
Alzheimer’s Disease (25), the Dementia Be-
haviour Disturbance Scale (26) and other in-
struments targeting specific behaviours such
as the Cohen-Mansfield Agitation Inventory
(27) and the Apathy Inventory (28). Howev-
er, these scales were either not specifically
designed solely for AD or were designed to
evaluate only a small, specialized, portion
of the spectrum of the behavioural distur-
bances in AD. Conversely, the Behaviour Pa-
thology in Alzheimer’s Disease Rating Scale
(BEHAVE-AD) (29-31) was specifically de-
signed to assess behavioural disturbance in
AD patients. Additionally, and importantly,
it too allows for the evaluation of behavioural
disturbance in AD patients through the en-
tire course of the illness — from GDS Stage
4 (where a clinical diagnosis of AD can be
made) to the final stage of the illness in the
latter half of GDS Stage 7 (29-32). The scale
contains 25 items divided into 7 categories
(Table 2). Each item is rated for severity of
symptom by the caregiver along a 4-point
scale ranging from “0” (not present) to “3”

(severely manifest).

It has previously been cited that not all pa-
tients always score on all of the 25 items of
the BEHAVE-AD (31,33,34). This is due to
both the temporal aspects of the illness as
well as the unique dynamic nature of the
neuroanatomic/neurochemical deterioration
of AD. However, the frequency of occurrence
(33) of some of the commonly occurring
symptom categories as a function of GDS

Stage include:
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1. Paranoidne i sumanute misli = vrhu-
nac % na 5. stadiju GDS-a (npr. ,Jjudi kradu
stvari, ,ovo nije moj dom®)

2. Poremecaj aktivnosti = vrhunac % na 6.
stadiju GDS-a (npr. lutanje, vrpoljenje)

3. Agresivnost = vrhunac % na 6. stadiju
GDS-a (npr. verbalni ispadi, fizi¢ki napad)

4. Poremecaj sna = vrhunac % na 5. stadiju
GDS-a (npr. poremecaj dnevnog ritma)

5. Anksioznosti = vrhunac % na 5. stadiju
GDS-a (npr. ponavljanje pitanja)

Bitno je upozoriti na nekoliko stvari. Kao prvo,
s obzirom da pacijenti ne postizu jednake rezul-
tate na svim lesticama, valjana strategija analize
utjecaja stresa/tereta ponasajnih simptoma na
njegovatelja ukljucivala bi procjenu podataka na
temelju postignutih rezultata po kategorijama
(tj. prosjetne ,tezine* kategorija)/stadiju GDS-a
umjesto na temelju samo ucestalosti pojave/ka-
tegorija/stadija GDS-a. Kao drugo, pokazalo se da
kod tezih kroni¢nih bolesti (npr. raka) rezultati
teZine to¢nije odraZavaju probleme kvalitete Zi-
vota i psihologki nemir od rezultata ucestalosti
(35). Rezultati naseg istraZivanja (34) pokazuju
niZe prosje¢ne ukupne rezultate ljestvice BEHA-
VE-AD za pacijente na 4.17. stadiju GDS-a te vise
rezultate za pacijente na 5. i 6. stadiju GDS-a (tj.
vecu tezinu na 5. i 6. stadiju GDS-a). To ne zacu-
duje - pacijenti na 4. stadiju GDS-a nemaju ozbilj-
no pogorsanje, dok pacijenti na 7. stadiju GDS-a
(vrlo teska Alzheimerova bolest) imaju ozbiljno
pogorsdanje na svim kognitivnim i funkcionalnim
podru¢jima. Pacijenti na 7. stadiju GDS-a ¢esto
primaju njegu u stara¢kim domovima od stru¢-
nih njegovatelja umjesto od ¢lanova obitelji i/ili
neformalnih njegovatelja koji imaju vecu vjero-

jatnost da ih uznemire poremecaji u ponasanju.

DEMENCIJA LEWYJEVIH
TJELESACA (DLT) |
FRONTOTEMPORALNA
DEMENCIJA (FTD)

Ponasajni poremecaji dio su simptomatske
slike demencije Lewyjevih tjeleSaca (DLT) i
frontotemporalne demencije (FTD) (36,37).

1. Paranoid & Delusional Ideation =
peak % at GDS Stage 5 (e.g. “people are
stealing things”; “this is not my home”)

2. Activity Disturbance = peak % at GDS
Stage 6 (e.g. wandering; fidgeting)

3. Aggressiveness = peak % at GDS Stage 6
(e.g. verbal outbursts; physical assaults)

4. Sleep Disturbance = peak % at GDS Stage
5 (e.g. diurnal rhythm disturbance)

5. Ancxieties = peak % at GDS Stage 5 (e.g.

repetitive questions)

Several caveats should be noted. Firstly, since
not all patients score on all items, a reasonable
strategy for analysis of the impact of stress/
burden of the behavioural symptoms on the
caregiver would be to evaluate the data in terms
of the category scores (i.e. mean “severity” of
category)/GDS Stage rather than just frequency
of occurrence/category/GDS Stage. Secondly,
it has been demonstrated that in more oppres-
sive chronic illnesses (e.g. cancer) the severity
scores more accurately reflect issues of quality
of life and psychological distress than frequen-
cy scores (35). The results of our research (34)
demonstrate lower mean total BEHAVE-AD
scores for patients at GDS Stages 4 & 7 and
higher scores for patients at GDS stages 5 & 6
(i.e. greater rating of severity at GDS stages 5 &
6). This is not surprising — patients at GDS stage
4 are not severely deteriorated while patients at
GDS stage 7 (very severe AD) are, for the most
part, severely compromised in just about all
cognitive and functional spheres. Furthermore,
patients at GDS stage 7 are frequently cared for
within the context of a nursing home with pro-
fessional care rather than family members and/
or informal caregivers who are more likely to be

disturbed by the aberrant behaviour.

LEWY BODY DEMENTIA (DLB)
AND FRONTOTEMPORAL
DEMENTIA (FTD)

Both Lewy Body Dementia (LBD) and Fronto-
temporal Dementia (FTD) display behavioural

disturbances as part of their symptomatic pic-
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No, njihovi se ponasajni profili medusobno ra-
zlikuju, a drugaciji su i od ponasajnog profila
AB-a. Sto se ti¢e DLT-a, primijeceno je da se
kognitivni poremecaj mijenja, s ranim i done-
kle istaknutim pojavljivanjem vizualnih halu-
cinacija i poremecajem sna (37). Pacijenti ¢esto
imaju prolazne ali sustavne sumanute misli te
imaju poteskoca sa sloZenim kognitivnim za-
datcima (npr. rjeSavanje problema, izvr§avanje
vi$e zadataka odjednom, itd.), dok se teskoce u
pamdéenju javljaju kasnije u tijeku bolesti (37).
Takoder je primije¢eno da demencija poveza-
na s kasnijim stadijima Parkinsonove bolesti
moze na neki natin biti povezana s DLT-om, s
obzirom na sli¢nost njihovih profila (38). Pro-
fil FTD-a znacajno se razlikuje od onog AB-a i
DLT-a. Poremecaj pocinje mnogo ranije u zivotu
te se Cesto dijagnosticira izmedu 45. i 50. godi-
ne Zivota (36). lako halucinacije i sumanute mi-
sli nisu ¢este u FTD-u, ponasajni poremecaji su
zamjetni: neprimjereni socijalni postupci, ne-
dostatak socijalnog prosudivanja, kompulzivna
ponasanja koja se ponavljaju, prejedanje (pogo-
tovo slatkigima), potegkoce u govoru (logika i
sintaksa, ali ne i problemi s odabirom rijeci) te
nedostatak subjektivne svijesti o promjenama
u razmisljanju i ponasanju (36,39). Ti se proble-
mi pojavljuju vrlo rano u razvoju poremecaja te
nastupaju prije o¢itih potedkoca s paméenjem i

razmi$ljanjem u demenciji (36,39).

ZAKLJUCAK

Iz gore navedenog opisa ponasajnih poremeca-
ja u demenciji jasno je zasto oni njegovateljima
pacijenata predstavljaju glavni izvor stresa i/
ili tereta. Otito je da, primjerice, u kontekstu
starijeg supruznika koji se kod kude brine za pa-
cijenta, takvi poremecaji mogu biti glavni poti-
caj za hospitalizaciju pacijenta. Kada je rije¢ o
takvim problemima kod starijih ljudi, lije¢enje
(a naro¢ito psihofarmakologke intervencije) se
mora provoditi s posebnim oprezom zbog veli-
ke vjerojatnosti za nepozeljne psihologke, neu-

rologke i psihijatrijske nuspojave i komplikacije.

ture (36,37). However, their behavioural profiles
differ from each other and, also, from that of
AD. Regarding LBD, it has been observed that
the cognitive disturbance fluctuates with an
early and somewhat prominent appearance of
visual hallucinations and sleep disorder (37).
The patients will often exhibit transitory but
systematized delusions and have difficulty with
complex cognitive tasks (e.g. problem solving,
multi-tasking, etc.) rather than a primary mem-
ory deficit which comes later in the disorder
(37). It has also been noted that the dementia
associated with the latter stages of Parkinson’s
Disease may be related, in some way, to LBD
as the profiles are similar (38). The profile for
FTD is quite different from that of both AD and
LBD. The disorder starts much earlier in life and
is frequently diagnosed at age 45-50 years (36).
Although hallucinations and delusions are un-
common in FTD, the behavioural disturbances
are striking: inappropriate social actions, lack of
social judgement, repetitive compulsive behav-
iours, overeating (especially sweets), problems
with speech (logic and syntax, not word finding
difficulties), and a subjective unawareness of
thinking and behavioural changes (36,39). These
problems occur quite early in the evolution of
the disorder and precede the obvious memory
and cognitive deficits of the dementia (36, 39).

CONCLUSION

From the above descriptions of the behaviour-
al disturbances of dementia it can be clearly
understood why they are the major source of
stress and/or burden for the caregiver of the
patient. Furthermore, it is evident how such
disturbance, in the context of an elderly spouse
(for example) caring for a dementia patient at
home, can serve as a primary stimulus for insti-
tutionalization of the patient. Treatment, espe-
cially psychopharmacological intervention, for
these problems in the elderly must be handled
with great care because of the high potential
for adverse physiological, neurological and psy-

chiatric side effects and complications.
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Anksiozni poremecaji u starijih osoba

/ Anxiety Disorders in Elderly
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Udio osoba starije zivotne dobi u stalnom je porastu u ukupnoj populaciji. Vec¢i udio osoba starije zivotne dobi
pridonosi promjeni morbiditeta karakteristicnog za ovo razdoblje Zivota. Anksioznost je jedan od najcescih
simptoma koji prati starije osobe, a posljedica je smanjenih tjelesnih i kognitivnih sposobnosti. Subsindromska
anksioznost ucestalija je medu starijim osobama od depresije i kognitivnih poremecaja. U starijih osoba, stoga
postoji,zabrinutost’, koja je posljedica smanjenih sposobnosti i koju ne treba uvijek dijagnosticirati kao poremecaj.
Prava anksioznost ili anksiozni poremecaj bitno umanjuju funkcionalnost osobe i zahtijevaju lije¢enje. Anksioznost i
anksiozni poremecaji, ocekivano imaju neka posebna obiljezja, koja ne¢emo naci u odrasloj psihijatrijskoj populaciji.
Sukladno tome potrebno je prepoznavati ta posebna obiljezja anksioznosti u starijoj Zivotnoj dobi, kako bi se s
ve¢om sigurnosti postavila dijagnoza i osiguralo pravodobno lijecenje. Postupak i lije¢enje gerijatrijske anksioznosti
takoder ima svoja posebna obiljezja i pravila. Opca je preporuka da primjena psihofarmaka u starijoj zivotnoj dobi
nije doZivotna, te da se povlacenje lijekova mora odvijati u vrlo sporom ritmu od nekoliko mjeseci, kako ne bi doslo
do ponovne pojave anksioznih simptoma.

| The proportion of older people is continuously increasing in the total population. A higher proportion of the elderly
contribute to the change in morbidity characteristics of this period of life. Anxiety is one of the most common symptoms
accompanying the elderly and is a consequence of diminished physical and cognitive abilities. Subsyndromal anxiety
is more common among the elderly than depression and cognitive impairment. In the elderly, therefore, there exists a
“concern” that results from impaired abilities and should not always be diagnosed as a disorder. True anxiety and/or
anxiety disorder significantly impairs a person’s functionality and requires treatment. Anxiety and anxiety disorders,
as expected, have some special characteristics that we will not find in the adult psychiatric population. Accordingly,
it is necessary to recognize these particular characteristics of anxiety in the elderly in order for them to be diagnosed
with more attention and to ensure timely treatment. The procedure and treatment of geriatric anxiety also has its own
special characteristics and rules. It is a general recommendation that the use of psychopharmacological agents in the
elderly is not lifelong. Tapering from medication should last for several months in order to avoid the relapse of anxiety

symptomes.
ADRESA ZA DOPISIVANJE / KLJUCNE RIJECI / KEY WORDS:
CORRESPONDENCE: Anksiozni poremecaji / Anxiety Disorders
Prof. dr. sc. Alma Mihaljevic¢-Peles, dr. med. Dijagnostika / Diagnostics
Klinika za psihijatriju i psiholosku medicinu Lijecenje / Treatment
KBC Zagreb Starije osobe / Older People
KiSpati¢eva 12
10 000 Zagreb, Hrvatska
E-posta: alma.mihaljevic.peles@mef.hr

TO LINKTO THIS ARTICLE: https://doi.org/10.24869/spsih.2019.283

PREGLEDNI RADOVI / REVIEWS Soc. psihijat. |47 (2019) |283-291



284

UvOoD

Zbog stalnog porasta broja starijeg stanovnis-
tva, njegova udjela u ukupnom stanovnistvu i
sve vece zastupljenosti kroni¢nih bolesti pove-
¢ava se koristenje zdravstvenih, socijalnih i fi-
nancijskih resursa zajednice (1). Zdravlje stari-
jih osoba postaje sve znacajniji problem i izazov

za zdravstvenu sluzbu i drustvo u ¢jelini (2).

Anksioznost je jedan od najée$c¢ih simptoma
koji se primjecéuje u starijih osoba. Subsindro-
malna anksioznost je ucestalija od depresije i
kognitivnih poremecaja. Najces¢i anksiozni
poremecaj koji se pojavljuje u klini¢koj praksi
je generalizirani anksiozni poremecaj (7,8 %),
zatim fobije (3,1 %), pani¢ni poremecaj (1 %)
i opsesivno kompulzivni poremecaj (OKP)
(0,6 %). Dvije indijske studije pokazale su da
ukupna prevalencija anksioznih poremedaja
iznosi 10,8 %, odnosno 10,7 % (3,4). Anksio-
znost je dakle, medu svim drugim psihi¢kim
poremecajima gerijatrijske populacije vrlo
znacajan poremecaj. Stoga je od velike vaznosti
pomodi psihijatrima u svakodnevnoj klini¢koj
praksi da prepoznaju anksiozne poremecaje u
starijoj populaciji, procijene ih, ispravno lijece

i upravljaju nuspojavama lijekova.

KLINICKA OBILJEZJA |
DIJAGNOZA ANKSIOZNOSTI U
STARIIH OSOBA

Novi klasifikacijski sustavi (tablica 1.) u DSM-5
uvode promjene u klasifikaciju anksioznih po-
remecaja (5,6). Kako ¢e to biti u MKB-11 usko-

ro ¢emo vidjeti.

Klini¢ka prezentacija anksioznosti i anksioznih
poremecaja olekivano se razlikuje kod starijih
osoba i odrasle populacije bolesnika. U starijih
osoba postoji ,zabrinutost®, koju ne trebamo i
ne moZemo uvijek dijagnosticirati kao poreme-
¢aj. Treba imati na umu da se radi o vulnera-
bilnoj populaciji, koja zbog smanjenih sposob-

nosti, polinje razvijati anksioznost od izlaska

INTRODUCTION

Due to the continuous increase in the elderly
population, its share in the total population,
and the increasing prevalence of chronic dis-
eases, the use of community health, social, and
financial resources is increasing (1). The health
of the elderly is becoming an increasingly sig-
nificant problem and challenge for health ser-

vices and society as a whole (2).

Anxiety is one of the most common symptoms
seen in the elderly. Subsyndromal anxiety is
more common than depression and cogni-
tive impairment. The most common anxie-
ty disorder that occurs in clinical practice is
generalized anxiety disorder (7.8%), followed
by phobias (3.1%), panic disorder (1%), and
obsessive-compulsive disorder (OCD) (0.6%).
Two Indian studies have shown that the over-
all prevalence of anxiety disorders is 10.8% and
10.7%, respectively (3,4). Therefore, anxiety is
a significant disorder among all other psychi-
atric disorders of the geriatric population. It
is of great importance to help psychiatrists to
identify anxiety disorders in the elderly popu-
lation in their daily clinical practice, evaluate
them, properly treat them, and manage their

side effects.

CLINICAL FEATURES AND
DIAGNOSIS OF ANXIETY IN THE
ELDERLY

The new classification systems (Table 1) with
DSM-5 introduce changes to the classification
of anxiety disorders (5,6). We will soon have a
chance to see whether any changes are coming
to ICD-11.

The clinical presentation of anxiety and anxi-
ety disorders differs in the elderly population.
In the elderly, there exists a “concern” which
should not and cannot always be diagnosed as a
disorder. We should keep in mind that this is a

vulnerable population which, due to its reduced
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TABLICA 1. Promjene u klasifikaciji anksioznih poremecaja u DSM-5 u odnosu na MKB-10.
TABLE 1. Changes in the classification of anxiety disorders in DSM-5 with respect to the ICD-10.

MKB-10/I1CD-10

F40 Fobicni anksiozni poremecaj / F40 Phobic anxiety disorders

F40.0 agorafobija / F40.0 agoraphobia

F40.1 socijalna fobija (antropofobija, socijalna neuroza) / F40.1 Social
phobias (anthropophobia, social neurosis)

F40.2 specifi¢ne fobije (akrofobija, animalofobija, klaustrofobija,
jednostavne fobije) / F40.2 specific phobias (acrophobia, animal
phobia, claustrophobia, simple phobia)

F40.8 druge fobi¢ne anksioznosti / F40.8 other phobic anxiety
disorders

F40.9 fobicni anksiozni poremecaji nespecificirani (nespecificirana
fobija, nespecificirano fobi¢no stanje) / F40.9 phobic anxiety
disorder, unspecified (phobia NOS, phobic state NOS)

F41 Drugi anksiozni poremecaji / F41 Other anxiety disorders

F41.0 pani¢ni poremecaj (epizodi¢na paroksizmalna anksioznost) /
F41.0 Panic disorders (episodic paroxysmal anxiety)

F41.1 generalizirani (op¢i) anksiozni poremecaj / F41.1 Generalized
anxiety disorder

F42 Opsesivno kompulzivni poremecaj / F42 Obsessive-
compulsive disorder

F43 Reakcije na teski stres i poremecaj prilagodbe / F43 Reaction
to severe stress and adjustment disorder

F43.0 akutna reakcija na stres / F43.0 acute stress reaction

F43.1 posttraumatski stresni poremecaj / F43.1 posttraumatic stress
disorder

F43.2 poremecaj prilagodbe / F43.2 adjustment disorder

iz kuce zbog mogucih padova. Koliko ova ank-

sioznost utje¢e na smanjenje funkcionalnosti,

trebamo utvrditi detaljnim ispitivanjem povije-

sti bolesti (7). Kod ispitivanja anamneze treba

voditi ra¢una o sljede¢im podatcima:

a) Znacajni Zzivotni i medicinski podatci:
bra¢no stanje, mjese¢ni prihodi, stanovanje
- osamljenost i socijalna podrska, prisutne
bolesti i kroni¢na stanja, upotreba sredsta-
va ovisnosti i lijekova, kognitivna ostece-
nja, vidna i sludna o$tecenja, sposobnost
vodenja brige o osobnoj higijeni i oblace-
nju, nedavni Zivotni stresori — gubitak bli-
skih osoba, obiteljski hereditet

b) Lijekovi koji poti¢u anksioznost:
levodopa, amantadin, bromokriptin, ci-
klosporin, interferon, hormoni §titnjace,
kofein, amfetamin i sl.

¢) Rizi¢ni ¢imbenici za anksioznost u starijih

osoba:

DSM-5 / DSM-5

Anksiozni poremecaji / Anxiety disorders

Separacijski anksiozni poremecaj / Separation anxiety disorder

Selektivni mutizam / Selective mutism

Specifi¢na fobija / Specific phobia

Socijalna fobija / Social phobia

Pani¢ni poremecaj / Panic disorder

Agorafobija / Agoraphobia

Generalizirani (op¢i) anksiozni poremecaj / Generalized anxiety
disorder

Opsesivno kompulzivni poremecaji (posebno su klasificirani) /
Obsessive-compulsive disorder (separate classification)

Opsesivno kompulzivni poremecaj / Obsessive-compulsive disorder

Dismorfi¢ni tjelesni poremecaj / Body dysmorphic disorder

Prikrivajuc¢i poremecaj / Hoarding disorder

Trihotilomanija / Trichotillomania

Poremecaj grebanja / Excoriation disorder

Trauma i stresom izazvani poremecaji / Trauma and stressor-
related disorder (separate classification)

Reaktivni poremecaj zbog povezanosti / Reactive attachment
disorder

Dezinhibirani poremecaj socijalnog ponasanja / Disinhibited social
engagement disorder

Posttraumatski stresni poremecaj / Posttraumatic stress disorder

Akutna reakcija na stres / Acute stress reaction

Poremecaj prilagodbe / Adjustment disorder

abilities, develops anxiety of leaving the home
because of the possibility of falling. In order to
determine to what extent this anxiety influ-
ences the decrease in functionality, a detailed
medical history needs to be examined (7). The
following information should be considered

when taking a medical history:

a) Significant life-related and medical infor-
mation:
marital status, income, loneliness and
social support, illnesses and chronic con-
ditions, use of drugs and medications,
cognitive impairment, visual and hearing
impairment, ability to take care of personal
hygiene and dressing, recent life stressors -

loss of loved ones, family heredity

b) Medications that can cause anxiety:
levodopa, amantadine, bromocriptine, cy-
closporine, interferon, thyroid hormones,

caffeine, amphetamine, etc.
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zenski spol, slabija obrazovanost, siromas-
tvo, udovac/ica, rastava, kroni¢ne bolesti i
traumatska iskustva iz djetinjstva

d) Psiholoski ¢imbenici:
neuroticizam, slabe socijalne vjestine, dru-
ge psihicke bolesti, kognitivna o$tecdenja,

prethodni teZi psihi¢ki poremecaji

Sukladno tome, o gore navedenim podatcima,
trebamo voditi ra¢una kod dijagnosticiranja
anksioznosti i anksioznih poremecaja u stari-
jih osoba. Kako bi na$a dijagnostika bila $to
bolja, trebamo obratiti paZnju na razli¢itost
obiljezja anksioznih dijagnoza u starijoj popu-
laciji. U tablici 2. navodimo posebna obiljezja
anksioznih poremecaja u starijoj populaciji

bolesnika.

Kod starije populacije prije postavljanja dija-
gnoze nekog od anksioznih poremecaja sva-
kako treba provijeriti postojanje drugih psi-
hijatrijskih poremecaja i/ili tjelesnih bolesti i
poremecaja starije osobe. Ponovo podsje¢amo
da su dobro ispitana anamneza i paZljiva tje-
lesna obrada klju¢ni u dijagnostici ovih po-

remecaja.

Postoje i psihijatrijski instrumenti, koji su pri-

lagodeni za dijagnostiku i otkrivanje anksio-

o) Risk factors for anxiety in the elderly:
female gender, low education, poverty, wid-
ower, divorce, chronic illnesses, and trau-

matic experiences from childhood

d) Psychological factors:
neuroticism, poor social skills, other psy-
chiatric illnesses, cognitive impairment,

previous severe psychiatric disorders

The above information should be taken into
consideration when diagnosing anxiety and
anxiety disorders in the elderly. In order to en-
sure the accuracy of the diagnosis, we should
pay attention to the different characteristics of
anxiety disorders in the elderly population. Ta-
ble 2 lists the specific characteristics of anxiety

disorders in the elderly patient population.

In the elderly population, the existence of other
psychiatric disorders and/or physical illnesses
and disorders should be checked before diag-
nosing any anxiety disorder. Again, a well-tak-
en history and careful physical processing are

crucial in the diagnosis of these disorders.

There are also psychiatric instruments, which
are tailored for diagnosing and detecting anx-
iety in the elderly population. For an accurate

diagnosis of anxiety in this population, it is

TABLICA 2. Posebna obiljezja anksioznih poremecaja u starijoj populaciji bolesnika
TABLE 2. Specific characteristics of anxiety disorders in the elderly patient population

Poremecaj / Disorders Obiljezja / Features

Specifi¢ne fobije / Specific phobias

Uobicajeno ima rani pocetak / It usually has an early start

Rijetke u starosti, specifi¢an je strah od padova / Rare in old age, there is a specific fear of falls

Generalizirani anksiozni poremecaj /
Generalized anxiety disorder
of iliness, etc.

Socijalna fobija / Social phobia

Uobicajeno rani pocetak / Usually an early start
Vida se subsindromski u starosti, strah od bolesti i sl. / Observed as subsyndromal in old age, fear

Uobicajeno rani pocetak / Usually an early start

Rijetko se dijagnosticira u starosti zbog smanjenja socijalnih interakcija / It is rarely diagnosed in
old age due to a decrease in social interactions

PTSP /PTSD

U starosti je subsindromski i kronican, ¢esta su ponovna prozivljavanja traume osobito u ratnih

veterana / It is subsyndromal and chronic in old age, traumatic relapses are common, especially

in war veterans

Panicni poremecaj / Panic disorder

Vrlo rijetko u starijoj Zivotnoj dobi / Very rare in old age

Pani¢ne atake vidimo u okviru egzistencijalne anksioznosti / Panic attacks occur as part of

existential anxiety

Opsesivno kompulzivni por caj /
Obsessive-compulsive disorders

U starosti obi¢no je dio bihevioralnih i psihickih poremecaja vezan uz demenciju ili u okviru
poremecaja povezanog sa zloporabom psihoaktivnih supstancija / In old age, it is usually

part of behavioural and psychiatric disorders related to dementia or within the framework of
disorders related to substance abuse
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znosti u starijoj populaciji.Za dobru dijagno-
stiku anksioznosti u ovoj populaciji dobro je
koristiti neki od razvijenih instrumenata za
starije pacijente poput Gerijatrijske ljestvice
za anksioznost ili pak Gerijatrijskog upitnika
za anksioznost. Na sl. 1. prikazujemo original-
ni izgled ovog instrumenta - skracenu verziju
od 10 Cestica (8,9). Noel i sur. su 2018. godine
pokazali da su obje ljestvice jednako vrijedne
u otkrivanju anksioznosti starijih bolesnika
(10).

ZBRINJAVANJE | LIJECENJE
ANKSIOZNOSTI U STARIJOJ
ZIVOTNOJ DOBI

Kada jednom utvrdimo radi li se o normalnom
starenju, anksioznosti, depresiji, kognitivnim
promjenama ili demenciji, mozemo ponuditi
najbolji mogudi tretman tegoba koje ima sta-

rija osoba.

Anksioznost se opcenito uglavnom lije¢i ambu-

lantno. Bolni¢ko lije¢enje je iznimka i koristi se

helpful to use some of the developed instru-
ments for older patients, such as the Geriatric
Ancxiety Scale or the Geriatric Anxiety Ques-
tionnaire. Figure 1 shows the original design
of this instrument - a shortened version of 10
items (8,9). In 2018, Noel et al. showed that
both scales are equally valuable in detecting

anxiety in older patients (10).

MANAGEMENT AND TREATMENT
OF ANXIETY IN OLD AGE

Once we determine whether it is normal ag-
ing, anxiety, depression, cognitive changes, or
dementia, the elderly can be offered the best

possible treatment.

Anxiety is generally treated in outpatient care.
Hospital treatment is an exception and is used
in the following situations: if there is comor-
bid depression and suicidality, if the anxiety
condition is resistant to treatment, e.g. OCD,
if the elderly person should be excluded from

extremely stressful life circumstances, or when

Ispod se nalazi popis Cestih simptoma anksioznosti i stresa. Molimo vas da pomno procitate svaku od tocaka na popisu. Oznacite koliko ¢esto ste
osjetili svaki od navedenih simptoma tijekom PROSLOG TJEDNA, UKLJUCUJUCI DANASNJI DAN tako $to cete staviti oznaku ispod odgovarajuéeg
odgovora.

/ Below is a list of common symptoms of anxiety or stress. Please read each item in the list carefully. Indicate how often you have experienced
each symptom during the PAST WEEK, INCLUDING TODAY by checking under the corresponding answer.

Nikada / Ponekad / Veéinu vremena / Cijelo vrijeme /
Notatall (0) Sometimes (1) Most of the time (2) All of the time (3)
1. Osjecao/la sam se razdrazljivo. / | was irritable.

2. Osjecao/la sam se povuceno ili izolirano od drugih.
/I felt detached or isolated from others.

3. Osjecao/la sam se osamuceno./ | felt like | was in a daze.
4. Tesko mi je bilo mirno sjediti. /| had a hard time sitting still.

5. Nisam mogao/la kontrolirati svoju zabrinutost.
/1 could not control my worry.

6. Osjecao/la sam se nemirno, nervozno ili Zivéano.
/ I felt restless, keyed up, or on edge.

7. Osjecao/la sam se umorno./ | felt tired.
8. Misici su mi bili napeti. / My muscles were tense.

9. Osjecao/la sam se kao da nemam kontrolu nad svojim
Zivotom. / | felt like | had no control over my life.

10. Osjecao/la sam se kao da ¢e mi se nesto grozno dogoditi.
/1 felt like something terrible was going to happen to me.

SLIKA 1. Gerijatrijska ljestvica za anksioznost — verzija od 10 Cestica (prema Mueller i sur. 2015.)
FIGURE 1. Geriatric Anxiety Scale - 10 item version (according to Mueller et al. 2015)

A. Mihaljevic¢-Peles: Anxiety Disorders in Elderly. Soc. psihijat. Vol. 47 (2019) No. 3, p. 283-291.

287

P



288

u sljedeéim situacijama: ako postoji komorbid-
na depresija i suicidalnost, ako je anksiozno
stanje rezistentno na lijecenje, npr. OKP, ako
stariju osobu treba ukloniti iz iznimno stresnih
zivotnih okolnosti ili kad postoji komorbidna
tjelesna bolest, koja zahtijeva medicinsku eva-

luaciju.

Postupak i lije¢enje uklju¢uje nefarmakolosko
i farmakologko lijecenje. Prije nego objasnimo
mogucnosti lije¢enja osobito je vazno educirati
njegovatelja. Educiran i poticajan njegovatelj
starije osobe jedna je od najvaznijih karika u
lije¢enju starije populacije. Osim informacija
o samom poremecaju potrebno je njegovatelja
pouditi umjetnosti komuniciranja sa starijom

osobom, npr.:

+ uvijek morate govoriti umjerenim i umiru-
ju¢im tonom

+  koristite jednostavne rije¢i i re¢enice, go-
vorite sporo

+ kada dajete uputu, dajte samo jednu uputu

+ ako nudite izbor, ponudite samo dvije op-
cije

« nemojte koristiti pogrdne izraze i rijeci

+ nemojte gubiti strpljenje.

NEFARMAKOLOSKO LIJECENJE

Nefarmakolosko lije¢enje je lije¢enje koje uklju-
Cuje razlicite pristupe, povoljnije i prihvatljivije
od farmakologkog lije¢enja. Savjetuju se sljede-

¢e metode i tehnike:

+ strukturirane dnevne aktivnosti, koje se
rutinski provode, smanjuju anksioznost

kod starijih osoba

+ redovne tjelesne vjezbe i fizi¢ka aktivnost,
Setnja vrtom, plivanje i sl.

+  redoviti san, koji je u ovoj dobi skraéen pa
ga treba prilagoditi toj ¢injenici

+  bihevioralna terapija: relaksacija, sistemska
desenzitizacija, izlaganje i prevencija odgo-
vora kod OKP-aisl.

there is a comorbid physical condition requir-

ing medical evaluation.

Management and treatment include non-phar-
macological and pharmacological treatment.
Before explaining treatment options, it is es-
pecially important to educate the caregiver. An
educated and supportive caregiver is the most
important link in the treatment of the elderly.
Apart from providing information about the
disorder, the caregiver should be instructed
about the art of communication with the el-

derly, for example:

+  you must always speak in a moderate and
soothing tone

+ use simple words and sentences, speak
slowly

+ when giving directions, give only one in-

struction
+ if you offer a choice, offer only two choices
+ do not use derogatory terms and words

+ donot lose patience

NON-PHARMACOLOGICAL
TREATMENT

Non-pharmacological treatment is treatment
that involves different approaches, and is more
favourable and acceptable than pharmacologi-
cal treatment. The following methods and tech-

niques are advised:

+ structured daily activities, which are rou-
tinely performed, reduce anxiety in the
elderly

+  regular physical exercises and physical activ-
ity, walking in the garden, swimming, etc.

+ regular sleep, which is shortened at this
age, so it needs to be adjusted

+  behavioural therapy: relaxation, systematic
desensitization, exposure, and prevention
of response in OCD, etc.

+  cognitive behavioural therapy used to ad-

dress some specific parts of life
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+  kognitivno bihevioralna terapija za rjesava-

nje nekih posebnih dijelova Zivota

« ,Mindfulness“: tehnika harmonizacije do-
Zivljaja uma i osjecaja tijela.

+  razli¢ite vrste terapija: joga, ,art terapija“,
terapija plesom, muzikoterapija, vjezbanje
socijalnih aktivnosti, kognitivna rehabilita-
cija i druge alternativne metode (masaza,

refleksoterapija itd.)

FARMAKOLOSKO LIJECENJE

Ako nefarmakologke metode ne poluce zadovo-
ljavajucu regresiju simptoma, uvode se lijekovi
s opéom napomenom da se primjenjuju u §to
manjim dozama i $to krace. U starijoj populaciji

stvarno treba slijediti uputu:

WStart low — go slow” («Kreni nisko — idi

polako»)

Antidepresivi i pojacivaci uc¢inka

Uobiéajeno je da su prva linija lije¢enja u sta-
rijih osoba lijekovi iz skupine SSRI (selektivni
inhibitori ponovne pohrane serotonina). Ako
prvi izbor ne poludi uspjeh, moze se prijecéi
na drugi i treéi izbor. Uvijek treba pocinjati s
pola preporucene doze, a srednja doza uvijek
treba biti niza od preporucene doze za mladu
odraslu populaciju bolesnika. Osim mijenjanja
antidepresiva, moguce je koristiti i pojacava-
jucu terapiju gabapentinom, valproatom, kar-
bamazepinom, propranololom ili antihistami-
nikom, ali ne duZe od dva tjedna. U tablici 3.
prikazujemo prvu, drugu i trecu linija izbora
lijekova u nekim anksioznim poremecajima
starijih.

Pri primjeni lijekova u starijoj Zivotnoj dobi
treba voditi ra¢una o komorbidnim stanjima,
zbog ¢ega se mogu razviti nepoZeljne nuspo-
jave.Posebno treba obratiti paznju na: produ-
zenje QT intervala, povigen tlak, poviden o¢ni

tlak, antikolinergi¢ke ucinke, hiponatremija,

+  “mindfulness”: a technique for harmoniz-

ing the experience of mind and body.

. different types of therapies: yoga, “art ther-
apy”, dance therapy, music therapy, social
activity exercise, cognitive rehabilitation,
and other alternative methods (massage,

reflexology, etc.)

PHARMACOLOGICAL
TREATMENT

If non-pharmacological treatment does not
obtain a satisfactory regression of symptoms,
medication should be introduced. The general
recommendation is that medications be admin-
istered in low dosages and as briefly as possible.
It is very important to follow this instruction

in the case of the elderly:

“Start low — go slow”

Antidepressants and
augmentation medications

The first line of treatment in the elderly is usu-
ally SSRI (selective serotonin reuptake inhib-
itor). If the first choice does not succeed, the
second and third choices should be employed.
We should always start with half of the recom-
mended dosage, and the median dosage should
always be lower than the recommended dosage
for the younger adult patient population. In ad-
dition to changing antidepressants, augmenta-
tion therapy with gabapentin, valproate, carba-
mazepine, propranolol, or antihistamine may
be used for no more than two weeks. In table
3, we show the first, second, and third line of
drug selection in some anxiety disorders in the

elderly.

When administering medications to the elder-
ly, one should be aware of comorbid disorders
in order to prevent the development of unde-
sirable side effects. Particular attention should

be paid to: QTC prolongation, hypertension,
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290 TABLICA 3. Primjena lijekova u starijoj populaciji u prvoj, drugoj i trecoj liniji
TABLE 3. Administration of drugs in the elderly population in the first, second, and third line

GAP / GAD

Lije¢enje / Treatment

Fobije / Phobias Panicni poremecaj /

Panic disorders

Prva linija / First line SSRI, SNRI, buspiron / SSRI, SNRI, buspirone SSRI, RIMA / SSRI, RIMA SSRI, SNRI / SSRI, SNRI

Druga linija / Second line mirtazapin, pregabalin, TCA, tianeptin / SNRI/ SNRI TCA/TCA

mirtazapine, pregabalin, TCA, tianeptine

Treca linija / Third line benzodiazepini / benzodiazepines

sindrom sustezanja nakon ukidanja lijekova,
serotoninski sindrom pri kombinacijama, hi-

ponatremija i sl.

Benzodiazepini

Nerijetko se u pocetku lije¢enja ordiniraju i
benzodiazepini. Benzodiazepini ne bi smjeli
dugo ostati u terapiji, ve¢ nakon 2 tjedna tre-
ba smanjivati dozu i i¢i prema ukidanju prije
kraja 4 do 6 tjedna lije¢enja. Benzodiazepine
treba izbjegavati u ovoj dobi, a specifi¢ne in-
dikacije su sindrom sustezanja od alkohola,
preanesteti¢ka medikacija, epilepsija ili izra-
zito tes$ka anksioznost. Sami benzodiazepini
povecavaju vjerojatnost od padova, izazivaju
konfuziju i smanjuju kognitivne sposobnosti,
a mogu uzrokovati i paradoksnu anksioznost
iagitaciju.

U sluéaju razvijene ovisnosti na benzodiazepi-
ne u odredenim slu¢ajevima moze se pokusati
ukinuti benzodiazepin. Ukidanje se provodi
tako da se ordinira zamjenski benzodiazepin
produzenog djelovanja, a potom se u sporom

ritmu ukida po nekoliko tjedana.

ZAKLJUCAK

Svu psihoaktivnu medikaciju kod starijih oso-
ba treba nakon postizanja remisije pokusati
smanjivati i ukidati. Opca preporuka je ostav-
ljanje terapije od 1-2 godine. Svako povlacenje
psihofarmakologke terapije zahtijeva strpljivo
smanjivanje doze i evaluaciju stanja tijekom

nekoliko mjeseci.

benzodiazepini, MAOI /
benzodiazepines, MAOI

benzodiazepini, MAOI /
benzodiazepines, MAOI

elevated eye pressure, anticholinergic effects,
hyponatremia, withdrawal symptoms, seroto-

nin syndrome, etc.

Benzodiazepines

Benzodiazepines are also frequently adminis-
tered at the beginning of treatment. Benzodi-
azepines should not be used in therapy for a
long time. Benzodiazepines should be reduced
after 2 weeks and discontinued before the
end of 4 to 6 weeks of treatment. Benzodiaz-
epines should be avoided at this age. Specific
indications are alcohol withdrawal syndrome,
pre-anaesthetic medication, epilepsy, and ex-
tremely severe anxiety. Benzodiazepines in-
crease the likelihood of falls, cause confusion,
and decrease cognitive abilities. They can also

cause paradoxical anxiety and agitation.

In the case of a developed dependence on benzo-
diazepines, benzodiazepines may be discontin-
ued in certain cases. Tapering from medication is
performed by administering replacement benzo-
diazepine with prolonged activity, which is then

slowly reduced over a period of several weeks.

CONCLUSION

All psychoactive medication in the elder-
ly should be reduced and discontinued after
reaching remission. The general recommen-
dation is to leave therapy for 1-2 years. Each
withdrawal of psychopharmacological therapy
requires a patient dosage reduction and evalu-

ation of the mental state over several months.
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Poremecaji spavanja u Alzheimerovoj bolesti - od
klinicke slike do neurobioloskih nalaza

/ Sleep Disorders in Alzheimer’s Disease: from Clinical
Presentation to Neurobiological Findings

Mihovil Mladinov
Centar za pamcenje i starost, Institut neuroznanosti Weill, Neuroloski odjel, Sveuciliste u Kaliforniji, San Francisko,
CA, SAD

/Memory and Aging Center, Weill Institute for Neurosciences, Department of Neurology, University of California, San
Francisco, CA, USA

Poremecaji spavanja su ucestali rani simptom Alzheimerove bolesti (AB) i vodeci uzrok smanjene kvalitete Zivota
bolesnika s AB. S neurobioloske strane poremecaji spavanja su iznimno vazni jer omogucuju uvid u rane mehanizme
i neurodegenerativne procese specificne za AB. Mnoga istrazivanja ukazuju da su poremecaji spavanja u AB
uzrokovani selektivnom degeneracijom jezgara koje poticu budnost i spavanje, a koje se nalaze u mozdanom deblu i
hipotalamusu. Od posebne je vaznosti poremecaj sporovalnog spavanja koji dovodi do porasta razine tau proteina i
beta amiloida u mozgu, $to vjerojatno ima vaznu ulogu u patofiziologiji AB. Osmisljavanje prospektivnih istrazivanja
koja kombiniraju opsezne klini¢ke podatke s modernim neuropatoloskim metodama obecavajudi su pristup za bolje
razumijevanje bioloske podloge poremecaja spavanja i razvoja terapije uc¢inkovite u ranim stadijima AB.

| Sleep disorders are common early symptoms of Alzheimer’s disease (AD) and the leading cause of quality of life
impairment in AD patients. In terms of neurobiology, sleep disorders are of exceptional importance as they may provide
insight into early mechanisms and neurodegenerative processes specific to AD. Growing data indicate that sleep disruption
in AD is caused by selective degeneration of sleep- and wake-promoting nuclei in the brain stem and hypothalamus.
Disruption of slow-wave sleep increases the concentration of tau and amyloid-beta in the brain, which may represent an
important part of the pathophysiology of AD. Designing prospective studies that combine comprehensive clinical data
with modern neuropathological analyses is a promising strategy to elucidate the biological basis of sleep disorders, and

open new avenues for early treatments of AD.
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Alzheimerova bolest (AB) se ¢esto manifestira
neuropsihijatrijskim (NPS) ili nekognitivnim
simptomima. Premda su ti simptomi opisani
veé u prvim izvje§¢ima o AB i bili sastavni dio
koncepta ove bolesti (1), istrazivanja su tradi-
cionalno bila usmjerena na kognitivne simp-
tome, posebice poremecajima pamcéenja, kao
i odgovarajucoj patologiji medijalnog sljepo-
o¢nog reznja mozga. U posljednjem desetljecu
poraslo je zanimanje za razumijevanjem NPS
specifi¢nih za Alzheimerovu bolest, posebice
za poremecaje spavanja. Poremedaji spavanja
su vodedi uzrok smanjene kvalitete Zivota bo-
lesnika i predstavljaju najvece opterecenje za
njegovatelje i obitelj bolesnika (2, 3). Farma-
kolosko lije¢enje poremecaja spavanja nije vrlo
ucinkovito i ograni¢eno je zna¢ajnim neZelje-
nim popratnim ucdincima, poput porasta mor-
taliteta bolesnika s AB (4, 5). Nefarmakolosko
lije¢enje poput bihevioralno-terapijskih pristu-
pa ili unaprjedenja kvalitete rasvjete pokazuju
obecavajuce rezultate, ali ih je tesko primijeniti
u praksi (6, 7). Da bismo unaprijedili lijecenje
potrebno je bolje razumijevanje neurobiologke
podloge NPS u AB. U tom smjeru sve je vise
radova koji pokazuju da se prve patoloske pro-
mjene u AB javljaju u subkortikalnim regijama
mozga, tocnije u mozdanom deblu. Nadalje,
¢ini se da patologija mozdanog debla pred-
stavlja biologki korelat ranih NPS u AB (8-10).
Podatci istrazivanja na stani¢nim kulturama,
zivotinjskim modelima bolesti, kao i rezultati
klini¢kih istraZivanja ukazuju da poremecdaji
spavanja, posebice poremecaji NREM sporo-
valnog spavanja igraju vaznu ulogu u AD (11).
Cini se da su poremecaji spavanja ne samo po-
sljedica neurodegenerativnih promjena, nego
irizi¢ni ¢éimbenik ili jedan od uzro¢nih ¢imbe-
nika uklju¢enih u patofiziologiju AB. Cilj ovog
preglednog rada je sazeto iznijeti klini¢ku sliku
i neurobiologku podlogu poremecaja spavanja u
AB. Posebno ¢u se osvrnuti na rezultate istra-
Zivanja postmortalnih uzoraka ¢ovje¢jeg mozga
(mozdanog debla i hipotalamusa) te poreme-

¢aja NREM spavanja. Poremedaji cirkadijalnog

Neuropsychiatric symptoms (NPS) or non-cog-
nitive symptoms are common manifestations
of Alzheimer’s disease (AD). Although these
symptoms were included in the first reports
and early conceptualization of dementia (1), re-
search efforts have traditionally been focused on
the cognitive symptoms of AD, such as memory
impairment, and the corresponding pathology
in the medial temporal lobe. In the last decade,
however, there has been a growing interest in
understanding AD-specific NPS, particularly
sleep disorders. Sleep disorders are leading caus-
es of quality of life impairment in AD patients
and place major burdens on these patients’ car-
egivers and families (2,3). To date, the pharma-
cological treatments available to treat sleep dis-
orders have limited efficacy and carry great risk
of serious side effects, including mortality (4, 5),
while non-pharmacological, behaviour-cantered
treatment options, as well as improvement of
light conditions, show promising but limited
results and prove difficult to implement (6,7).
A better understanding of the neurobiological
basis of AD NPS is needed to develop new treat-
ment strategies. There is growing evidence that
the first pathological changes in AD arise in the
brain’s subcortical structures, namely the brain
stem. The brain stem also appears to be a neu-
robiological correlate of early AD NPS (8-10).
Furthermore, converging data from experiments
involving cell cultures, animal models, and clin-
ical studies show that sleep disorders, especially
those affecting non-REM sleep (NREM), play an
important, bidirectional role in AD (11). In other
words, sleep disorders are not only a secondary
consequence of neurodegeneration, but they are
likely risk factors for, or even cause, the patho-
physiological processes in AD. The goal of this ar-
ticle is to concisely review the clinical presenta-
tions and neurobiological basis of sleep disorders
in AD. To accomplish this goal, emphasis will be
given to experiments that imaged post-mortem
brain tissue (specifically from the brainstem and
hypothalamic regions) of humans who experi-
enced NREM sleep disturbances. Although of
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ritma nisu tema ovog rada, ali ¢e s obzirom na
povezanost spavanja i cirkadijalnog ritma biti

prigodno spomenuti.

PROMJENE SPAVANJA TIJEKOM
STARENJA | ALZHEIMEROVE
BOLESTI

Mnoga istraZivanja su pokazala da se trajanje
i kvaliteta spavanja mijenjaju tijekom nor-
malnog starenja. Na primjer, tijekom Zivota
se skrac¢uje ukupno trajanje spavanja, dok fra-
gmentacija sna, pospanost i broj drijemanja
(ili kratkog sna) tijekom dana rastu (12-14).
Nadalje, EEG-snimanja pokazuju da se sporo-
valno, ali i REM spavanje, kao i vretena spava-
nja sa starenjem skracuju (15, 16).Zanimljivo
je da bolesnici s AB imaju sli¢an obrazac pro-
mjene spavanja, koje su medutim u usporedbi
s normalnim starenjem ucestalije i izraZenije.
Podatci epidemioloskih istrazivanja povezuju
poremecaje spavanja s kognitivnim poremeca-
jima i poveéanim rizikom za razvoj demencije
(17-19). Tako su Moran i sur. pokazali da goto-
vo Cetvrtina bolesnika s AB imaju poremecaje
spavanja (20). Nadalje, poremecaji spavanja
pozitivno koreliraju s trajanjem AB i narusava-
njem kvalitete Zivota (21). Tipi¢ni poremecaji
spavanja koji se javljaju u AB su: produljeno
trajanje spavanja, pospanost tijekom dana, uce-
stalije drijemanje tijekom dana, krace vrijeme
usnivanja (latencija sna) tijekom dana, ali du-
lje vrijeme usnivanja tijekom no¢i, fragmenta-
cija sna i uranjeno jutarnje budenje (21-24). U
uznapredovalim stadijima AB vrijeme spavanja
tijekom dana i no¢i moze ¢ak biti jednakog tra-
janja. Taj nalaz, kao i sindrom zalazeceg sunca
(smetenost i simptomi delirija u veernjim sa-
tima) ukazuju na poremecaj cirkadijalnog ritma
u bolesnika s AB. Klini¢ki podatci potkrijeplje-
ni su nalazima EEG-a, koji pokazuju poremecaj
NREM ili sporovalnog spavanja, kao i smanje-
nu ucestalost vretena spavanja i K-kompleksa u
bolesnika s AB (25, 26). Nadalje, poznato je su

key importance for the regulation of the sleep
and wake cycling, circadian rhythm sleep disor-
ders will not be the focus of this review, but they

will be mentioned when pertinent.

SLEEP CHANGES DURING AGING
AND ALZHEIMER'S DISEASE

There is strong evidence that the duration and
quality of sleep changes throughout normal ag-
ing. For example, over the course of the lifespan,
total sleep duration decreases while sleep frag-
mentation, daytime sleepiness, and number of
naps taken per day increases (12-14). Addition-
ally, EEG-recordings show age-related reduc-
tions in slow-wave sleep (SWS) and REM sleep,
as well as sleep spindle activity (15,16). Interest-
ingly, research on AD patients shows similar, but
more frequent and more extensive sleep disrup-
tion. Epidemiological data links sleep disorders
with cognitive impairment and a heightened
risk for dementia (17-19). A study conducted by
Moran and colleagues found that 24.5% of AD
patients reported sleep disturbances (20). Fur-
thermore, sleep disorders correlate with the du-
ration of AD and impairment of activities of dai-
ly living (21). Typical sleep disorders in AD are:
sleeping more than usual and sleepiness during
the day, increased daytime napping, shorter
time to fall asleep (sleep latency) during the
day, but longer sleep latency during the night,
sleep fragmentation, early morning wakening
(21-24). In advanced AD, the sleep time during
the night and day can even equal. This finding
together with the phenomenon of sundowning
in patients with AD is highly indicative for circa-
dian sleep disorders. Clinical data are supported
by EEG studies particularly showing impairment
of NREM sleep or slow-wave sleep (SWS), as
well as reduced sleep spindles and K complexes
in patients with AD (25,26). The findings that
clinically and electrophysiologically documented
sleep disorders are associated with impaired cog-
nition (25,26) and that NREM-sleep plays a ma-
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poremecdaji spavanja, ustanovljeni na temelju
klini¢kih i elektrofizioloskih pretraga, povezani
s kognitivnim poremecajima (25, 26), kao i da
NREM-spavanje ima vaznu ulogu u konsolida-
ciji paméenja (27). Navedeno jasno ukazuje na

povezanost izmedu spavanja i demencije.

SPAVANJE UTJECE NA RAZINU
TAU-PROTEINA | BETA-AMILOIDA
U MOZGU

Razumijevanje medusobnog utjecaja spavanja
i demencije znacajno je unaprijedeno radom
Kanga i suradnika (2009). Oni su istraZivanjem
na mi$jem modelu AB pokazali fiziologke fluk-
tuacije razine beta-amiloida u mozgu: razina
beta-amiloida opada poslije spavanja, a raste
kao posljedica deprivacije sna (28). Upotre-
bom nove metode mjerenja stope proizvodnje
i rag¢i§cavanja (klirensa) proteina u cerebros-
pinalnom likvoru ¢ovjeka, dokazan je sli¢an
cirkadijalni obrazac razine tau-proteina i be-
ta-amiloida kod zdravih ispitanika (29). Nada-
lje, pokazalo se da je cirkadijalna promjena ra-
zine tih proteina poremecena nakon stvaranja
amiloidnih plakova (30). Poremec¢aji aktivnosti
sporovalnog spavanja ve¢ nakon nekoliko dana
povecavaju razinu tau-proteina u likvoru (31),
Sto je povezano s veéim opteredenjem tau-pro-
teinima u mozgu mjerenim tau-PET-om (32).
Navedeni nalazi potkrjepljuju epidemiologke
podatke da kognitivno asimptomatski pojedin-
ci s patoloskom razinom beta-amiloida u mozgu
ili likvoru slabije spavaju tijekom noéi i imaju

vecu potrebu za spavanjem tijekom dana (19).

NEURONSKE MREZE KOJE
POTICU BUDNOST | NREM
SPAVANJE

Sustav regulacije spavanja i budnosti je slozen,
ukljucuje brojne neurotransmitorske sustave

koji utje¢u jedni na druge, a potje¢u iz mozda-

jor role in memory consolidation (27) represent

an important link between sleep and dementia.

SLEEP INFLUENCES BRAIN
LEVELS OF TAU AND AMYLOID-
BETA

Our understanding of the association be-
tween sleep and dementia has been expanded
through the seminal work of Kang et al. (2009),
who used AD mutant mice to show a physio-
logical diurnal fluctuation of amyloid-beta (AB):
Ap levels decrease in the brain after sleep and
increase during sleep deprivation (28). A new
method used to quantify protein production
and clearance rate in cerebrospinal fluid (CSF)
reported similar rapid Af turnover in healthy
human participants (29). Recent research on
human subjects showed that circadian fluctu-
ation of AB and tau in CSF is disrupted after
brain plaque formation (30). Furthermore, dis-
ruption of NREM slow-wave activity increas-
es CSF tau levels over several days (31) and
is associated with higher cortical tau-burden
as measured by tau-PET (32). These findings
corroborate the epidemiological data report-
ing that cognitively asymptomatic individuals
with amyloid deposition, as assessed by Ap42
levels in CSF, have decreased sleep efficiency
and more frequent napping compared to those

without amyloid deposition (19)

NETWORKS PROMOTING
WAKEFULNESS AND NON-REM
SLEEP

The neural system regulating sleep and wake
states is complex and involves mutually inter-
acting neurotransmitter systems arising from
the brain stem and hypothalamus. In 2001 Sa-
per and colleagues formulated a widely accept-
ed concept of switching activity in sleep- and

wake-promoting networks (33). According to
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nog debla i hipotalamusa. Saperi sur.su 2001.
objasnili promjene iz stanja budnosti u spava-
nje i obrnuto sistemom sklopke (33). Prema
toj hipotezi, medudjelovanje izmedu centara u
mozgu koji poti¢u spavanje i onih koji poti¢u
budnost ubrzava prijelaz izmedu navedenih
stanja. Na primjer, neuroni koji poti¢u spava-
nje, svojom aktivno$éu istovremeno inhibiraju
aktivnost neurona koji poti¢u budnost. Utisa-
vanje sustava budnosti pridonosi dezinhibiciji
neurona koji poti¢u spavanje ¢ime se postize

brz i stabilan prijelaz u stanje spavanja.

Glavne jezgre koje poti¢u budnost nalaze se u
mozdanom deblu, hipotalamusu i bazi velikog
mozga. U mozdanom deblu budnost poti¢u
noradrenergicki neuroni u lokusu ceruleusu
(LO) (34, 35), dopaminergi¢ki neuroni u ven-
tralnoj tegmentalnoj areji (VTA) (36, 37) i sero-
tonergicki neuroni u dorzalnim jezgrama raphe
(DRN) (38, 39). Navedene jezgre imaju opsezne
projekcije u mozdanu koru, talamus, hipotala-
mus i bazu mozga. U ponsu, glavne jezgre za
budnost su glutamatergicka parabrahijalna
jezgra (PB) i preceruleus (PC) (40, 41). Koliner-
gicke jezgre aktivne tijekom budnosti uklju¢u-
ju pedunkulopontine (PPT) i laterodorzalne
tegmentalne jezgre (LDT) (40, 41). Oreksiner-
gi¢ki neuroni, smjesteni u straznjem dijelu late-
ralne areje hipotalamusa (LHA) su od posebne
vaZnosti za stanje budnosti. Ti se neuroni proji-
ciraju u mozdano deblo, hipotalamus i LC (42).
U blizini LHA nalazi se tuberomamilarna jezgra
(TMN), koja obiluje histaminergi¢kim neuroni-
ma (43). Ostale kolinergicke, ali i GABAergicke
i glutamatergicke skupine neurona aktivne tije-

kom budnosti nalaze se u bazi mozga (44).

Jezgre talamusa same po sebi ne poti¢u sta-
nje budnosti, nego sudjeluju kao relejne jezgre
primajudi projekcije iz gore navedenih dijelova
mozdanog debla i hipotalamusa. Jezgre tala-
musa opsezno opskrbljuju mozdanu koru glu-

tamatergickom inervacijom (45).

Najbitniji dijelovi sustava koji promice spava-

nje su neuroni koji sadrze galanin i GABA-u, a

the sleep switch hypothesis, there is a reciprocal
interaction between sleep- and wake-promot-
ing brain regions. For example, when sleep-pro-
moting neurons fire rapidly during sleep, they
simultaneously inhibit the wake-promoting
neurons. The silencing of the arousal system
also contributes to the disinhibition of the
sleep nuclei, which ensures a relatively rapid
and stable switch into the sleep state.

The main wake-promoting nuclei are located in
the brain stem, hypothalamus, and basal fore-
brain. The wake-promoting nuclei in the brain
stem include the noradrenergic neurons of the
locus coeruleus (LC) (34,35), the dopaminergic
neurons of the ventral tegmental area (VTA)
(36,37), and the serotoninergic dorsal raphe
nuclei (DRN) (38,39). These nuclei project
abundantly to the cerebral cortex, thalamus,
hypothalamus and basal forebrain. The pontine
glutamatergic parabrachial nucleus (PB) and
precoeruleus (PC) area are two other wake-pro-
moting nuclei in the brain stem (40,41). The
cholinergic brain stem nuclei, which are also
active during wakefulness, include the pedun-
culopontine (PPT) and laterodorsal tegmental
nuclei (LDT) (40,41). The orexinergic neurons,
located in the posterior part of the lateral hy-
pothalamic area (LHA), are of particular im-
portance during wakefulness. These neurons
project to the brain stem, hypothalamus and
LC (42). Anatomically close to the LHA is the
tuberomammillary nucleus (TMN), which is
abundant with histaminergic neurons (43).
Other cholinergic, but also GABAergic and glu-
tamatergic neuronal groups active during wake-

fulness can be found in the basal forebrain (44).

Although the thalamic nuclei do not have an
intrinsic wake-promoting function, they are
involved in wakefulness as relay nuclei that
receive innervation from brain stem and hy-
pothalamic structures and, in turn, provide
extensive glutamatergic innervation of the

cerebral cortex (45).

Major parts of the NREM sleep-promoting

networks are neurons containing galanin and
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koji se nalaze u intermedijanoj (ImN) ili ven-
trolateralnoj preoptitkoj jezgri (VLPO) hipo-
talamusa (46-48). Ti se neuroni projiciraju u
TMN, LC, DNR, periakveduktalnu sivu tvar
(PAG), PB i LHA. Druga bitna regija preopti¢-
kog hipotalamusa je medijana preopticka jez-
gra (MnPO), koja sadrzi GABAergitke neurone
(49, 50). MnPO opsezno inervira VLPO, LHA,
LC, DRN i PAG. Nedavna istrazivanja provede-
na na glodavcima pokazala su da GABAergicki
neuroni parafacijalne zone (PZ) u produljenoj
mozdini poti¢u sporovalnu mozdanu aktiv-
nost. Oni se projiciraju u PB jezgru koja poslje-
di¢no $alje glutamatergicku inervaciju u bazu

mozga (51).

NEUROPATOLOSKI NALAZI
U MONOAMINERGICKIM
JEZGRAMA MOZDANOG DEBLA

Degeneracija noradrenergickog lokusa cerule-
usa u AD je dobro poznata (52-54). OpseZznom
postmortalnom analizom 2322 ¢ovje¢ja moz-
ga, Braak i suradnici su 2011. pokazali da se
prve patoloske promjene tau-proteina u moz-
gu vide u jezgrama mozdanog debla, najcesée
u LC (55). Sto se ti¢e zahvacanja mozdane
kore, prvi patoloski proces oéekivano je vidljiv
u transentorinalnom korteksu. Zanimljivo je
da je bez iznimke svaki mozak s patologkim
nalazom u transentorinalnom korteksu imao
zahvaceni LC. Detaljno istrazivanje LC poka-
zuje da je 8 % neurona tau-pozitivno ve¢ u
Braakovom stadiju 0 (56). S napredovanjem
bolesti, volumen LC-a se smanjuje, ali broj
tau-pozitivnih neurona ostaje stabilan (56,
57). Prvo sustavno istrazivanje serotoner-
gi¢kih rafe jezgara (DRN) u AB pokazalo je
iznimnu koli¢inu neurofibrilarnih snopovai
75 % smanjenje broja neurona (58, 59). DRN
je najosjetljivija serotonergicka jezgra u AB
(60), koja je zahvacena u ranom stadiju bole-
sti, ¢ak i prije nego je transentorinalni korteks
zahvacen (56,60,61).

GABA, localized in the intermediate nucleus
(ImN) or ventrolateral preoptic nucleus (VLPO)
of the hypothalamus (46-48). These neurons
project to TMN, LC, raphe nuclei, periaque-
ductal gray (PAG), PB, and LHA. Another hypo-
thalamic region in the preoptic area is the me-
dian preoptic nucleus (MnPO), which contains
GABAergic neurons (49,50). The MnPO projects
vastly to VLPO, LHA, LC, DRN, and PAG. Recent
work done in rodents shows that the GABAergic
neurons of the medullary parafacial zone (PZ)
promote slow-wave activity projecting to the PB
nucleus which, in turn, provides glutamatergic

innervation of the basal forebrain (51).

NEUROPATHOLOGICAL FINDINGS
IN THE MONOAMINERGIC
BRAINSTEM NUCLEI

Degeneration of the noradrenergic locus co-
eruleus in AD is well documented (52-54). In
a comprehensive post-mortem brain analysis
of 2322 subjects, Braak et al. 2011 report that
the first pretangle tau pathology in the brain
is seen in brain stem nuclei, most often the LC
(55). In the cortex, the region affected in this
pretangle stage is the transentorhinal cortex.
Interestingly, transentorhinal cortex tau-pa-
thology is always accompanied by brain stem
involvement, providing strong evidence that
the LC is the first brain region affected by tau
pathology. A detailed examination of the LC
demonstrates that around 8% of LC neurons
are already tau-positive in Braak stage 0 (56).
As the disease progresses, there is a reduction
of LC volume, but the number of tau-positive
LC neurons remains stable (56,57). The first
systematic analysis of serotonergic dorsal ra-
phe nuclei (DRN) in AD shows extraordinary
burden of neurofibrillary tangles and around
a 75% reduction of neurons (58,59). Further
studies demonstrate that the DRN is the most
vulnerable serotonergic nucleus in AD (60) and
is affected in the early course of AD, even be-
fore the transentorhinal cortex (56,60,61).
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NEUROPATOLOSKI NALAZI U
HIPOTALAMUSU

U hipotalamusu je, kao i u moZdanom deblu,
opisana opsezna ali selektivna degeneracija
jezgara. Dok tijekom starenja dolazi do dis-
kretnog smanjenja volumena i broja neurona
u suprahijazmati¢koj jezgri (SCN), te su pro-
mjene u AB veoma opsezne (62).Golgijevom
metodom obiljezavanja neurona te elektron-
skom mikroskopijom SCN-a, supraopticke
jezgre (SON) i periventrikularne jezgre (PVN)
otkriveno je znadajno smanjenje broja neuro-
na i dendriti¢kih ogranaka u postmortalnom
tkivu bolesnika s Braakovim stadijem II/III
Alzheimerove bolesti u odnosu na kontrolne
uzorke (63). Cini se da je SCN znacajnije pogo-
dena od SON i PVN. S obzirom da SCN pred-
stavlja sredi$nji cirkadijalni sat organizma,
ovaj nalaz predstavlja neuropatoloski korelat
ranog poremecaja ciklusa spavanja i budnosti
u AB. Drugo istrazivanje u kojem su koristene
gore navedene metode pokazalo je smanjenje
broja neurona i dendrita, kao i propadanje si-
napsi u mamilarnim jezgrama bolesnika s ra-
nim stadijem AB. Zanimljivo je da je pritom
opisana mala koli¢ina neurofibrilarne patolo-
gije. Histaminergicke tuberomamilarne jezgre
su opsezno istrazene u AB. U ranim stadijima
bolesti postoji znacajan gubitak neurona i den-
drita, kao i propadanja sinapsi tog podrudja.
U kasnijim stadijima povecava se koli¢ina pa-
toloskih tau-proteina te se dodatno smanjuje
broj neurona (64-66). Oh i sur. nedavno su
pokazali izrazeno propadanje oreksinergickih
i histaminergi¢kih neurona u AB, uklju¢enih u
odrzavanje budnosti. Broj neurona u LHA bio
je manji za 75 %, dok je broj neurona u TMN
bio manji za 60 %. Osim toga, dokazali su zna-
¢ajnu opterecenost navedenih regija neurofi-
brilarnom patologijom, kao i smanjenje broja
neurona koji proizvode navedene neurotrans-
mitore. Manje su poznate moguce promjene
hipotalami¢kih jezgara aktivnih tijekom spa-

vanja. Postoje opre¢ni i neujednaleni nalazi

NEUROPATHOLOGICAL
FINDINGS INTHE
HYPOTHALAMUS

As in the brain stem, a profound but selective
degeneration of hypothalamic nuclei has been
reported. Research shows decreased volume and
total cell counts in the suprachiasmatic nucleus
(SCN) in senescence, and a dramatic reduction
in AD (62). A Golgi and electron microscope
study of SCN, supraoptic (SON), and para-
ventricular nucleus (PVN) reveals a substantial
decrease in the neuronal population and a loss
of dendritic branches in subjects with AD Braak
stage II/III compared to controls (63). The SCN
appears to be more severely affected than SON
and PVN. Since the SCN constitutes the prima-
ry circadian clock in human, this finding likely
represents a pathological correlate of early dis-
ruption of the sleep-wake cycle in AD. Another
study using a Golgi and electron microscope
demonstrated a significant loss of neurons and
dendrites, as well as synaptic alterations in the
mammillary bodies of patients with early stag-
es of AD. Interestingly, minimal neurofibrillary
pathology was reported. The histaminergic
tuberomammillary area has been extensively
studied in AD. In early AD stages, there is a sig-
nificant loss of neurons and dendrites, as well
as alterations to synapses in this area. Later
AD stages exhibit tau-burden and a reduction
of neurons (64-66). A study conducted by Oh
and colleagues (2019) demonstrates extensive
degeneration of orexinergic and histaminergic
wake promoting nuclei in AD, with a 75% re-
duction of neurons in LHA containing orexin
neurons, and a 60% neuronal loss in TMN. Sig-
nificant tau-pathology and a reduction in the
number of neurotransmitter-producing neu-
rons is also detected. Less is known regarding
sleep-promoting regions of the hypothalamus.
Alterations in galanin-cell morphology and ax-
onal varicosities is also reported with conflict-
ing or inconsistent data regarding the number
of galanin-cells in in SON, PV, and TM (67). A
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to se ti¢e morfologije galaninergi¢kih neu-
rona kao i njihovih aksona u SON, PV I TMN
(67). Jedno istrazivanje upucuje da je gubitak
galaninergi¢kih neurona u ImN neuropatolos-
ki korelat fragmentacije sna u bolesnika s AB
(68).

ZAKLJUCCI | SMJER BUDUCIH
ISTRAZIVANJA

U posljednjem desetlje¢u svjedo¢imo izni-
mnom porastu znanja i razvoju novih znan-
stvenih metoda u temeljnim i klini¢kim istra-
Zivanjima poremecaja spavanja u kontekstu
neurodegenerativnih bolesti. Pokusi na misjim
modelima AB i novi eksperimentalni pristupi
doveli su do uzbudljivih otkric¢a uloge spava-
nja u metabolizmu tau proteina u beta amilo-
ida. To nam je omogucilo bolje razumijevanje
patofiziologije spavanja u AB. Medutim, re-
zultate temeljnih, klini¢kih i neuropatologkih
istrazivanja nije lako integrirati. Neuralni me-
hanizmi budnosti i spavanja su vrlo sloZeni,
a vecina podataka o fiziologiji sna i njegovim
poremecajima potjele od istrazivanja na Zivo-
tinjskim modelima. Cini se da je obecavajudi
pristup istrazivanja tog podrudja unaprjedenje
metoda slikovnih prikaza mozga, kao i osmi-
ljavanje prospektivnih studija koje kombi-
niraju opsezne klini¢ke podatke s modernim
neuropatologkim metodama. Nove spoznaje
o poremecajima jezgara koje poti¢u spavanja
i budnost, kao i njihovih neurotransmitorskih
sustava omogucit ce otkrivanje novih terapij-
skih ciljeva i osmi$ljavanje u¢inkovitih lijeko-
va. U sirem smislu, ono sto smo naudili je da
temeljite klini¢ko-patoloske korelacije, uklju-
¢ujudi opsezni neuropatoloski nalaz mijenjaju
smjer istrazivanja u AB. Ako prve promjene u
AB po¢inju u mozdanom debluy, na $to ukazuju
trenutna istraZzivanja, onda je to regija koja bi
trebala biti cilj istraZivanja u potrazi za ranim
patofiziologkim promjenama i ranim terapij-

skim intervencijama u AB.

recent study by Lim and colleagues (2014) cor-
relates clinical sleep data with post-mortem
finding and demonstrates that the loss of gala-
ninergic neurons of the ImN is associated with

sleep fragmentation (68).

CONCLUSIONS AND FUTURE
DIRECTIONS

With growing knowledge and developments
in basic and clinical sleep, research in the con-
text of neurodegenerative disorders is prolif-
erating like never before. Experiments using
AD mouse models and novel experimental
approaches in basic research have provided ex-
citing new knowledge about the role of sleep
in tau and amyloid metabolism and have given
us a better understanding of the pathophysi-
ology of sleep in AD. However, it is not easy
to bring together experimental data from ba-
sic, clinical and neuropathological research.
The neural mechanisms of arousal and sleep
are extremely complex, with the majority of
data on sleep physiology, and its disruption
in AD comes from animal research. It seems
that the improvement of imaging methods
and the designing prospective studies, which
can combine comprehensive clinical data with
modern neuropathological analyses, are prom-
ising strategies that can be used to overcome
this gap. Gaining more knowledge on the dis-
ruption of specific sleep- and wake-promoting
nuclei and their neurotransmitter systems will
provide us with targets for more effective drug
development. Broadly speaking, what we have
learned is that thorough clinico-pathological
correlation, including comprehensive neuro-
pathological examination, is changing the di-
rection of Alzheimer research. If the first AD
pathological changes arise in the brain stem,
as current data suggest, then this is the region
that should be investigated when researching
early pathophysiological processes and thera-

peutic intervention in AD.
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Demencija spada u bolesti s najvecom prevalencijom poslije kardiovaskularnih, cerebrovaskularnih bolesti te
malignih bolesti. Smatra se da u svijetu ima oko 50 milijuna osoba s demencijom, a procjenjuje se da ce ih 2050.
godine biti ¢ak 115 milijuna. U smanjenju razvoja demencije, kada je rije¢ o osobama trece dobi, od klju¢nog je
znacenja nastavak njihove mentalne aktivnosti (tzv. mentalni fitnes). Vrlo je korisno kada se (stariji) ljudi redovito
bave nekim drustvenim igrama, razli¢itim mozgalicama, krizaljkama, sudokuom, rebusima i sli¢no, jer sve to sluzi i

kao svojevrstan kognitivni trening.

/ Dementia is one of diseases with highest prevalence after cardiovascular and cerebrovacular diseases, and malignant
diseases. There are an estimated 50 million people with dementia in the world, with an estimated 2050 year to be as
much as 115 million. In reducing the development of dementia, when it comes to older people, it is crucial meanings the
continuation of their mental activity (so-called mental fitness). It is very useful when (older) people get on a regular basis
engage in some board games, different puzzles, crossword puzzles, sudoku, rebuses and the like, because it all serves as
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Demencija spada u bolesti s najve¢om prevalen-
cijom poslije kardiovaskularnih, cerebrovasku-
larnih bolesti te malignih bolesti. Smatra se da
u svijetu ima oko 50 milijuna osoba s demenci-
jom, a procjenjuje se da ¢e ih 2050. godine biti
¢ak 115 milijuna (1).

Alzheimerova bolest (AB) najéesci je uzrok de-
mencije. S obzirom na to da je AB jo§ uvijek
neizljeciv, mnogo se pozornosti obraca identi-
fikaciji rizi¢nih ¢imbenika u nastanku demenci-
je (2). Postoji vige rizika na koje se moze bitno
utjecati. Uoleno je da osobe koje su imale tezu
ozljedu glave, poglavito ako su pritom ostale i
bez svijesti, ¢ecée razviju AB. Nedavna studija
potvrdila je da oboljeli od dijabetesa (posebno
tipa 2), a stariji su od 60 godina, dvostruko ¢e-
§¢e obolijevaju od te bolesti. Smatra se da 80 %
osoba s AB-om boluje i od kardiovaskularnih
bolesti, a visoki kolesterol smatra se rizi¢nim
faktorom. Visok krvni tlak takoder pogodu-
je nastanku AB-a, ali kao i svi drugi rizici za
nastanak sréanih bolesti. Prototip zdrave pre-
hrane je mediteranska hrana (riba, maslinovo
ulje, cjelovite Zitarice, crveno i ljubi¢asto voce
i povrée, orasasti plodovi) (3). Demencije su
sindrom u sklopu raznih skupina organskih
bolesti centralnog nervnog sistema, najéesce
neurodegenerativnih, u okviru kojih dolazi do
ste¢enog progresivnog ostecenja kognitivnih
funkcija, udruzenih s promjenama li¢nosti do-
voljnog stupnja da utje¢u na socijalno ponasa-
nje i profesionalnu aktivnost (4,5). Prevalencija
demencija postaje zna¢ajna u osoba starijih od
60 godina kada se udvostruci svakih pet godina
Zivota. Incidencija demencija iznosi 5,4 - 9,4 %
godi$nje, a u populaciji osoba starijih od 85
godina ¢ak 30-35 % (6). Naziv demencija po-
tjece od latinskog dementia $to doslovno znaci
»bezumnost, ludilo®. Prvi ga je upotrijebio Cel-
sus (10 g. n. e), ali u kontekstu druge bolesti
— prema opisu klinicke slike rije¢ je o maniji.
I pored duge povijesti poznavanja problema
kognitivnog propadanja u starijih osoba, tek

je potetkom proslog stoljeca ono povezano sa

Dementia is one of the diseases with the high-
est prevalence after cardiovascular and cere-
brovascular diseases and malignant diseases.
It is believed that there are about 50 million
persons with dementia in the world and it is
estimated this number will rise to 115 mil-
lion by the year 2050 (1). Alzheimer’s disease
(AD) is the most common cause of dementia.
Since AD is still incurable, a lot of attention
has been dedicated to the identification of risk
factors for the onset of dementia (2). There
are several risks that can be significantly in-
fluential. It has been noted that persons with
severe head trauma, especially those that lost
consciousness during the incident, develop
AD more frequently. Recent studies have con-
firmed that people with diabetes (especially
type 2) older than 60 years of age develop that
illness twice as often. It is believed that 80%
of persons with AD also have cardiovascular
diseases, and high cholesterol is considered a
risk factor. High blood pressure also adds to
the development of AD and cardiac disease,
as do all the other risk factors. A prototype of
healthy food is Mediterranean food (fish, olive
oil, integral wheat, red and violet fruits and
vegetables) (3). Dementia is a syndrome in dif-
ferent groups of organic diseases of the central
nervous system, most often neurodegenerative
ones, leading to acquired progressive damage
of cognitive functions together with personali-
ty changes of sufficient level to influence social
behaviour and professional activity (4,5). The
prevalence of dementia becomes significant
in persons older than 60 years of age, when it
doubles every five years. The incidence of de-
mentia is 5.4-9.4% per year, and in the popu-
lation of persons older than 85 years of age it
is even 30-35% (6). The term dementia comes
from Latin dementia, which literally means “in-
sanity, madness”. It was first used by Celsus
(10 AD) but in the context of another illness
- according to the description of the clinical
picture it was mania. Although cognitive de-

cline in older persons has been recognized
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specifi¢nim patologko anatomskim supstratom.
Njemacki patolog i neurolog Alois Alzheimer je
1906. godine opisao slu¢aj progresivnog men-
talnog propadanja 51-godisnje bolesnice i pove-
zao ga sa specifitnim histologkim promjenama
u mozgu, tzv. senilnim plakovima. Tek 70-tih
godina proglog stoljeca usvaja se stav da ne po-
stoje nikakve bitne strukturne, histopatoloske,
biokemijske, a ni razlike u klini¢koj prezentaciji
Alzheimerove i tzv. senilne demencije. Tako je
Alzheimerova bolest (AB), samim tim i demen-
cija opcenito, prepoznata kao veliki medicin-
ski i drustveni problem (7). Predvidanja da ¢e
demencija biti jedan od vodec¢ih medicinskih
i drustvenih problema potvrduju se i podat-
cima da jedna tre¢ina oboljelih nije sposobna
ni za kakav oblik samostalnog Zivota kao i da
svjetska populacija produZenjem prosje¢nog
ljudskog vijeka i sve nizim stopama nataliteta
kontinuirano stari (5). Danas je poznato kako
su bolesnici s cerebrovaskularnim ¢imbenicima
rizika u vec¢oj opasnosti od razvoja obih tipova
neurokognitivnog propadanja (8). Sve se veéa
pozornost u neurologiji i psihijatriji obraca
problemu demencije, i to u znanstvenom i kli-
nickom aspektu. Nove dijagnosti¢ke metode, te
izgledi za uspje$nu prevenciju i lije¢enje preni-
jeli su zanimanje medicine s fenomenologkog

na etiologki, organski aspekt (8).

Prema Dijagnosti¢kom i statisti¢kom priru¢ni-
ku za du8evne poremecaje DSM-5 naziv veli-
kog neurokognitivnog poremecaja primjereniji
je od naziva demencija kod osoba sa zna¢ajnim
o$tecenjem koje moZe biti u samo jednoj kogni-
tivnoj domeni (9). Naziv neurokognitivni pore-
mecaj ima prednost i kod osoba mlade Zivotne
dobi kod kojih je doslo do ostecenja kognitiv-
nog funkcioniranja nakon, primjerice, traumat-

ske ozljede mozga ili infekcije HIV-om (10).

Vaskularna demencija nastaje kao posljedica
progresivne aterosklerotske bolesti malih krv-
nih zila mozga uz posljedi¢ne visestruke ma-
nje mozdane udare i o$tecenje mozdanog pa-

renhima. Oko 10 - 20 % slucajeva demencije

for a long time, it was only associated with a
specific pathological anatomic substrate at the
beginning of the previous century. German
pathologist and neurologist Alois Alzheimer
described a case of progressive mental decline
in a 51-year-old patient in 1906 and connect-
ed it with specific histological changes in the
brain, so-called senile plaques. It was not un-
til the 1970s that the opinion that there were
no significant structural, histopathological,
biochemical, and clinical differences between
AD and so-called senile dementia was adopted.
AD, and dementia in general, was recognized
as a serious medical and social problem (7).
Projections that dementia would be one of the
leading medical and social problems have also
been confirmed by data according to which
1/3 of patients is uncapable of any sort of in-
dependent life and that the world population
is continuously aging alongside the extension
of average life expectancy and decreasing birth
rates (5). Today it is known that patients with
cerebrovascular risk factors are in greater dan-
ger of developing of both types of neurocogni-
tive decline (8). In neurology and psychiatry,
attention has increasingly been dedicated to
the problem of dementia, in both the scientific
and clinical aspects. New diagnostic methods
and prospects for successful prevention and
treatment have transferred medical interest
from the phenomenological to the etiological,
organic aspect (8). According to DSM-5, the
term “major neurocognitive disorder” is more
convenient than the term dementia in people
with significant damage that may be present
in only one cognitive domain (9). The term
“neurocognitive disorder” also has advantages
in the case of younger people with damage in
cognitive functioning, e.g. following a traumat-

ic brain injury or HIV infection (10).

Vascular dementia occurs as a consequence of
the progressive atherosclerotic illness of small
blood vessels of the brain, with consequential

multiple smaller brain strokes and damage of
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pripisuje se vaskularnoj demenciji. Prezivljenje
bolesnika s vaskularnom demencijom znatno je
smanjeno (39 %) unutar 5 godina u usporedbi
s kontrolnom skupinom standardiziranom pre-
ma dobi (11). Dokazana je povezanost §ecerne
bolesti i kognitivnog propadanja u bolesnika sa
Secernom bolesti koja traje 10 godina i duze,
narocito u slu¢aju pojavnosti dijabetesa prije
65. godine Zivota, lije¢enja inzulinom ili oral-
nom antidijabeti¢ckom terapijom te prisutnosti
komplikacija dijabetesa. Takoder, u bolesnika
koji su preboljeli mozdani udar postoji pove-
¢ana pojavnost prethodno ili tijekom hospita-
lizacije postavljene dijagnoze $ecerne bolesti
(16 -24 %) (12).

Prevencija je i dalje najbolji pristup mozda-
nom udaru odnosno posljedi¢noj vaskularnoj
demenciji. Cilj prevencije jest smanjiti rizik od
nastanka mozdanog udara djelovanjem na ¢im-
benike rizika (13,14). Najce$¢i ¢imbenici rizika
uklju¢uju hipertenziju, poviSene vrijednosti
lipida u serumu, infarkt miokarda, atrijsku fi-
brilaciju i karotidnu stenozu, $e¢ernu bolest,
pusenje i konzumiranje alkohola, neprimjere-
nu prehranu te smanjenu tjelesnu aktivnost.
Medutim, u posljednje se vrijeme sve vise po-
zornosti obra¢a novim ¢imbenicima rizika za
nastanak mozdanog udara kao $to su frakcije li-
pida, subklini¢ka karotidna bolest, zadebljanje
intime i medije karotidnih arterija, poveéani
indeks tjelesne mase, povecani omjer struk/bo-
kovi, infekcije i upale, hiperhomocisteinemija,
genski ¢imbenici. jer klasi¢nim se ¢imbenicima
rizika ne moZe objasniti nastanak velikog bro-
ja mozdanih udara (15-17). Unato¢ napretku
u podrudju akutne terapije mozdanog udara,
prevencija je i dalje najbolji pristup mozdanom
udaru. Preventivne akcije mogu se temeljiti na
“masovnom pristupu” naglasavajudi promjenu
nezdravoga u zdrav naéin Zivota. Ovo uklju¢u-
je adekvatnu prehranu sa smanjenim unosom
soli, zasi¢enih masti i kolesterola, prestanak
pusenja, smanjenje ekscesivnog pijenja alko-

hola, povecanje tjelesne aktivnosti. Masovnim

the brain tissue. About 10-20% of cases of de-

mentia are attributed to vascular dementia.

Life expectancy of patients with vascular de-
mentia is significantly reduced (39%) within
5 years in comparison with the control group
standardized according to age (11). The cor-
relation between diabetes mellitus and cogni-
tive decline in patients with diabetes mellitus
which has lasted for 10 years or longer has
been proved, especially in the case of onset of
diabetes before 65 years of age, insulin treat-
ment or oral antidiabetic therapy, and the
presence of complications related to diabetes.
Also, there is increased occurrence of diabetes
mellitus during hospitalisation or prior to it in
patients who suffered a stroke (16-24%) (12).
Prevention is still the best approach to stroke
and consequential vascular dementia. The aim
of prevention is to decrease the risk of stroke
by influencing risk factors (13,14). The most
common risk factors include hypertension, ele-
vated serum lipid values, myocardial infarction,
atrial fibrillation, and carotid stenosis, diabe-
tes mellitus, smoking and alcohol consump-
tion, inappropriate diet and reduced physical
activity. Lately, attention has increasingly been
dedicated to new risk factors for stroke such
as lipid fractions, subclinical carotid illness, in-
creased body mass index, increased waist/hips
ratio, infections and inflammation, hypercho-
lesterinaemia, and genetic factors because the
occurrence of a large number of strokes cannot
be explained by traditional risk factors (15-17).
Despite the progress in the field of acute treat-
ment of stroke, prevention still represents the
best approach to stroke. Preventive actions can
be based on a “massive approach” emphasising
changes from an unhealthy to a healthy life-
style. This includes adequate diet with reduced
intake of salt, saturated fats, and cholesterol,
cessation of smoking, reduction of excessive
alcohol consumption, and increased physical
activity. The massive approach can achieve a

moderate reduction of risk factors in the en-
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pristupom moguce je posti¢i umjereno smanji-
vanje ¢imbenika rizika u cijeloj populaciji. Za
provedbu masovnoga pristupa nuzno je potreb-
na edukacija stanovnistva suradnjom sa sred-
stvima masovnog priopéavanja — novine, radio,
televizija, zakonodavne i ekonomske mjere
(18-20) i sl.. ,Visokorizi¢ni” pristup temelji se
na identifikaciji osoba u zajednici koje imaju
visok rizik za nastanak mozdanog udara i za-
tim smanjivanje njihovih ¢imbenika rizika, §to
najéesce zahtijeva lije¢enje. U praksi se najlesce
primjenjuju oba pristupa prevenciji mozdanog
udara — i masovni i visokorizi¢ni pristup — na

ovaj nadin postiZzu se najbolji rezultati (21).

Pusenje cigareta znacajno pridonosi u¢estalosti
mozdanog udara i rizi¢ni je ¢imbenik za mno-
ge druge bolesti i stanja (22). Meta-analiza 32
studije pokazala je kako pusenje povisuje rizik
nastanka mozdanog udara za 50 %. Takoder,
pokazana je ovisnost o dozi: rizik nastanka
mozdanog udara povecava se s brojem popu-
enih cigareta (23). U Framinghamskoj studiji
pokazana je negativna povezanost tjelesne ak-
tivnosti i u¢estalosti mozdanog udara u mugkoj
populaciji (24). Smatra se da je povoljan u¢inak
povecane tjelesne aktivnosti na snizavanje ri-
zika za nastanak mozdanog udara posljedica
u¢inka na sniZavanje povisenih vrijednosti
tlaka, smanjivanje tjelesne tezine i pobolj$anja
tolerancije glukoze. Takoder, povecana tjelesna
aktivnost dovodi do povisenja HDL-kolestero-
la i sniZzavanja LDL-kolesterola te do promocije
zdravoga nacdina Zivljenja (21). Zloporaba alko-
hola svakako je zna¢ajan ¢imbenik rizika za na-
stanak mozdanog udara. Istrazivanja pokazuju
da su krvne Zile alkoholi¢ara prosje¢no deset

godina starije od njegove bioloske starosti (25).

Upotreba kokaina, pogotovo u njegovom alka-
loidnom obliku (“crack”), povezana je s pove-
¢anom ucestalo$céu cerebrovaskularne bolesti,
kako ishemijske tako i hemoragijske (26). Rizik
nastanka mozdanog udara povecan je u Zena
koje uzimaju oralne kontraceptive, pogoto-

vo oralne kontraceptive s visokim sadrzajem

tire population. In order to implement a mas-
sive approach, it is necessary to educate the
population through cooperation with the mass
media - newspapers, radio, television — and use
legislative and economic measures (18-20). The
“high-risk” approach is based on the identifica-
tion of community members who have a high
risk for stroke and the reduction of their risk
factors, which most often requires treatment.
In practise, both of the approaches for the pre-
vention of stroke — the massive and the high-
risk approach — are applied and in this way the
best results are achieved (21). Cigarette smok-
ing significantly contributes to the frequency
of stroke and is a risk factor for many other dis-
eases and conditions (22). A meta-analysis of
32 studies showed that smoking increases risk
of stroke by 50%. Dependence on dosage was
also found: the risk of stroke increases with the
number of cigarettes smoked (23). In the Fram-
ingham study, a negative correlation between
physical activity and frequency of stroke in
the male population was discovered (24). It is
believed that the beneficial effect of increased
physical activity on decreasing the risk of
stroke is the consequence of effect on reducing
high blood pressure, reduction of body weight,
and improvement of glucose tolerance. Also,
increased physical activity leads to the increase
of HDL-cholesterol and decrease of LDL-cho-
lesterol and the promotion of a healthy life-
style (21). Alcohol abuse certainly represents a
significant risk factor for stroke. Studies have
shown that the blood vessels of alcoholics are
on average ten years older than their biological
age (25). Cocaine use, especially in its alkaloid
form (“crack”), is connected with an increased
frequency of cerebrovascular illness, ischemic
as well as haemorrhagic (26). Risk of stroke is
increased in women who take oral contracep-
tives, especially oral contraceptives with a high
amount of estrogen. It has been proved that
taking oral contraceptives increases the risk of
stroke in women as their age increases (wom-

en older than 35 years of age) and in women
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estrogena. Dokazano je kako uzimanje oralnih
kontraceptiva povecéava rizik nastanka moz-
danog udara u Zena s povecanjem dobi (Zene
starije od 35 godina) te u Zena koje imaju i
druge ¢imbenike rizika, a osobito hipertenziju
i pusenje. Oralni kontraceptivi povezani suis
povecanjem rizika subarahnoidnog krvarenja,
§to je posebno izraZeno u Zena koje imaju i
hipertenziju (27). U¢estalost mozdanog uda-
ra povecava se kod povisenoga dijastolickog i
sistolickog tlaka. U¢estalost mozdanog udara
raste 46 % za svakih 7,5 mm Hg porasta dija-
stolickog tlaka (28). Fibrilacija atrija jedan je
od najznacajnijih neovisnih ¢imbenika rizika
za nastanak mozdanog udara; povisuje uce-
stalost mozdanog udara otprilike pet puta za
prvi mozdani udar. Kontrolirane klinicke stu-
dije pokazale su kako se primjenom peroralnih
antikoagulansa (varfarin) moze smanjiti rizik
nastanka mozdanog udara u bolesnika s fibri-
lacijom atrija za otprilike 70 % (29). Podatci iz
novijih studija pokazuju kako postoji poveza-
nost izmedu poviSenih vrijednosti kolestero-
la i ucestalosti mozdanog udara. U posljednje
vrijeme spominju se i poviseni trigliceridi kao
neovisan ¢imbenik rizika za nastanak mozda-
nog udara (21). Sve vise se govori i o frakcijama
lipoproteina kao neovisnom ¢imbeniku rizika
za nastanak mozdanog udara. Tako se spomi-
nju apolipoprotein B (Apo B) koji je aterogen i
povezan je s LDL-kolesterolom te apolipopro-
tein A (Apo A), koji je antiaterogen i povezan s
HDL-kolesterolom. Omjer Apo B/Apo A veéiod
1 znadajan je ¢imbenik rizika za nastanak moz-
danog udara. Vrijednosti lipoproteina vece od
30 mg/dl povecavaju rizik za nastanak mozda-
nog udara 1,8 puta (21). Secerna bolest je neo-
visni ¢imbenik rizika za nastanak ateroskleroze
i mozdanog udara. U osoba sa $e¢ernom bole-
§¢u utvrdena je dvostruko via smrtnost nakon
ishemijskog mozdanog udara u odnosu na oso-
be bez ecerne bolesti (22). Znacajna stenoza
karotidne arterije povezana je s izraZenim rizi-
kom nastanka ipsilateralnog mozdanog udara.

Homocistein je produkt proteinskog metabo-

who have other risk factors, especially hyper-
tension and smoking. Oral contraceptives are
also associated with an increase in the risk of
subarachnoid haemorrhage, which is especially
pronounced in women with hypertension (27).
The frequency of stroke increases with elevated
diastolic and systolic pressure. The frequency
of stroke increases by 46% for each 7.5 mmHg
of increase in diastolic pressure (28). Atrial fi-
brillation is one of the most significant inde-
pendent risk factors for stroke; it increases the
frequency of stroke by approximately 5 times
for the first stroke. Controlled clinical studies
have shown that the application of peroral an-
ticoagulants may reduce the risk for stroke in
patients with atrial fibrillation by approximate-
ly 70% (29). Data from newer studies show
the existence of correlation between elevated
values of cholesterol and frequency of stroke.
Lately, elevated triglycerides have been men-
tioned as an independent risk factor of stroke
(21). Lipoprotein fractions are also increasing-
ly mentioned as an independent risk factor for
stroke. These include apolipoprotein B (Apo
B), which is atherogenic and associated with
LDL cholesterol, and apolipoprotein A (Apo A),
which is antiatherogenic and associated with
HDL cholesterol. The Apo B/Apo A ratio higher
than 1 is a significant risk factor for stroke. Li-
poprotein values higher than 30 mg/dl increase
the risk for stroke by 1.8 (21,30). Diabetes
mellitus represents an independent risk factor
for atherosclerosis and stroke. In people with
diabetes mellitus, the mortality rates after an
ischemic stroke were twice as high than those
in persons without diabetes mellitus (22). Sig-
nificant stenosis of carotid artery is associat-
ed with pronounced risk for ipsilateral stroke.
Homocysteine is a product of protein metabo-
lism. Several studies have shown a correlation
between increased values of total homocyst-
eine and the frequency of vascular diseases
and stroke (22). Taking into consideration an
increase in risk behaviour of the population,

such as smoking, reduced physical activity, and
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lizma. Nekoliko studija pokazalo je povezanost
izmedu povi$enih vrijednosti ukupnog homoci-
steina te uestalosti vaskularnih bolesti i moz-
danog udara (22).

Uzimajuéi u obzir sve rizi¢nije ponasanje po-
pulacije, koje ¢ine pusenje, smanjena tjelesna
aktivnost i nepravilna prehrana, potrebno je
u §to ranijoj zivotnoj dobi zapoleti s mjera-
ma prevencije rizi¢nih ¢imbenika za nastanak
kardiovaskularnih bolesti uz istodobno pro-
micanje zdravog natina zivota (30). Kardiova-
skularne bolesti vodedi su uzrok morbiditeta i
mortaliteta, kako u razvijenim zemljama, tako
iu Republici Hrvatskoj. Tako velika pojavnost
vezana je uz dana$nji nacin zivota ilose Zivotne
navike, kao $to su pusenje, nepravilna prehra-
na, pretjerana konzumacija alkohola i tjelesna
neaktivnost, koje dovode do pretilosti, povi-
$enog tlaka i poviSenih vrijednosti masnoca u
krvi (31). Prevenciju treba provoditi na razini
promicanja zdravlja javnozdravstvenim mode-
lom edukacije stanovnistva i ¢uvanja okolisa te
primarne i sekundarne prevencije. Cilj je pri-
marne prevencije rana detekcija ¢imbenika rizi-
ka, a sekundarne prevencije lije¢enje pojedinih
¢imbenika i usporavanje razvoja ateroskleroze,
§to je osnovna patoloska promjena u kardiova-

skularnim bolestima (31).

IzloZenost stresnim situacijama, posebno
stresnim situacijama visokog intenziteta, ne-
povoljno utjece na zdravlje pa je tako i rizi¢ni
¢imbenik za razvoj neurokognitivnih poreme-
¢aja (32). Reakcija na stres poveéava agregaciju
trombocita, aktivira renin-angiotenzin sistem
te na taj nacin povecava stvaranje angiotenzina
11, koji povisuje krvni tlak. Stoga stres uzrokuje
povecanu ucestalost kardiovaskularnih i cere-
brovaskularnih bolesti. Medutim, postoje po-
teskoce u to¢nom definiranju stresa i u na¢inu
mjerenja “jacine” stresa. Objavljeno je svega
nekoliko radova o utjecaju stresa na ucesta-
lost mozdanog udara, a vecina ¢lanaka opisuje
utjecaj stresa povezanog s ratnim zbivanjima i

ucestalosti mozdanog udara (26).

an inadequate diet, it is necessary to begin to
implement prevention measures for risk fac-
tors for cardiovascular diseases as early in life
as possible, while simultaneously promoting a
healthy lifestyle (30). Cardiovascular diseases
are a leading cause of morbidity and mortality
in developed countries, which also holds true

for Croatia.

This high occurrence is linked to the modern
way of life and poor life habits such as smok-
ing, an inadequate diet, excessive alcohol con-
sumption, and physical inactivity, all of which
lead to obesity, high blood pressure and high
values of cholesterol in blood (31). Prevention
should be implemented at the level promoting
health through a public health model of pop-
ulation education and environmental protec-
tion; and primary and secondary prevention.
The goal of primary prevention is early detec-
tion of risk factors, and secondary prevention
is the treatment of individual ones factors and
retardation of atherosclerosis, which is the un-
derlying pathological change in cardiovascular
disease (31). Exposure to stressful situations,
particularly stressful situation of high intensi-
ty, influences health negatively and therefore
also presents a risk factor for neurocognitive
disorders (32). Reaction to stress increases
aggregation of thrombocytes, activates the re-
nin-angiotensin system and thereby increases
the production of angiotensin II, which in-

creases blood pressure.

Therefore, stress causes increased frequency of

cardiovascular and cerebrovascular diseases.

However, there are difficulties in accurately
defining stress and in mode measuring the
“strength” of stress. Everything was published
several papers discuss the impact of stress on
stroke frequency, and most articles describe it
the impact of stress associated with war events
and stroke frequency (26). Although we are un-
able to influence the causes of stress, we can
influence the way we cope with stress. Coping

refers to behaviour and mental reactions by
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Iako ¢esto ne moZemo utjecati na uzroke stre-
sa, mozemo utjecati na to kako ¢emo se suoditi
sa stresom. Suocavanje se odnosi na ponasa-
nje i psihicke reakcije kojima pojedinac nastoji
svladati ili ublaziti pritiske izazvane prijete¢om
situacijom. Zdrav naéin zivota, odnosno mjere
za pobolj8anje zdravlja, dovode i do povedanja
otpornosti na stres, pa poduzimanje ovih mje-
ra ubrajamo u vjestine suo¢avanja sa stresom:
redovita i odgovarajuca prehrana, izbaciti ili
smanjiti uzimanje kofeina, nikotina i Secera,
baviti se tjelesnim vjezbanjem radi odrZzavanja
tjelesne kondicije, osigurati redovit raspored
odmora i dovoljno vremena za spavanje, pro-
mijeniti raspored obveza na poslu ili kod kuce,
prekinuti s nekim aktivnostima koje nisu nuz-

ne, a koje su postale opterecenje (33).

Kako bismo sprijecili ili ublazili stres, ponekad
mozemo promijeniti samu stresnu situaciju,
a ponekad svoj odnos ili pogled na situaciju:
zadrzati osjedaj za humor u situacijama koje
mogu izazvati stres, odrzavati ravnotezu izme-
du rada i zabave, usporiti, pronadi vrijeme za
opustanje, podijeliti probleme s prijateljima i
obitelji, izvorima socijalne podrske, poznavati
sebe i svoje granice tolerancije na stres, zatra-

Ziti savjete od stru¢ne osobe (33).

Cini se normalnim oéekivati izvjesnu izloze-
nost stresu na radnom mjestu, jer stres je za-
pravo prirodna reakcija ukupnog ¢ovjekovog
sustava na okolnosti koje na njega postavlja-
ju povecane zahtjeve i napore. Istovremeno
prekomjerni stres moZe negativno utjecati
na produktivnost te tjelesno i emocionalno
zdravlje zaposlenika. Iako se ne mogu kon-
trolirati svi procesi u radnom okruZzenju i oko
njega, to ne znaci da smo nemo¢ni u preven-
ciji stresa i mogucih Stetnih posljedica, ¢ak i
kada se pojave ozbiljnije poteskoce vezane uz
posao (34). Dozivljaj stresa, njegova snaga,
vaZnost i moguce opasnosti kod svakog od
nas rezultat su specifi¢nih doprinosa osobnog
iskustva, usvojenih na¢ina reagiranja na stres,

koristenih mehanizama suolavanja sa stre-

which a person tries to overcome or alleviate
pressures caused by a threating situation (34).
A healthy lifestyle, that is, measures to improve
health, they also lead to an increase resistance
to stress, so taking these measures is one of
our coping skills: regular and proper diet,
throw out or reduce your intake of caffeine,
nicotine and sugar, engage in physical exercise
for maintenance physical fitness, ensure a reg-
ular schedule rest and enough time to sleep,
change the schedule of appointments at work
or at home, interrupt with some activities that
are not necessary, which have become a burden
(33). To prevent or relieve stress, sometimes we
can change the stressful situation itself, and
sometimes your relationship or view of the
situation: maintain a sense of humor in situa-
tions that can cause stress, maintain a balance
between work and fun, slow down, find time
for relax, share problems with friends and fam-
ilies, sources of social support, know yourself
and your limits of stress tolerance take advice

from an expert (33).

It seems normal to expect some exposure
to stress in the working environment since
stress is actually a natural reaction of a per-
son to circumstances that present an increase
in demands and efforts. At the same time ex-
cessive stress can negatively affect productiv-
ity and the physical and emotional health of
employees. Although we can not control all
processes in and around the work environ-
ment, it does not mean that we are powerless
in prevention of stress and possible adverse
effects, even when more serious work-related
difficulties arise (34). The experience of stress,
its strength, importance and possible dangers
in each are the result of specific contributions
from the personal experience, adopted ways of
responding to stress, the mechanisms of cop-
ing with stress, our abilities, our social environ-
ment and social support which in situations of
stress we get, and the overall state of physical

resources. In the broadest sense, stress can be
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som, na$im sposobnostima, socijalnim okru-
Zenjem i socijalnom podrskom koju u situa-
cijama stresa dobivamo, te ukupnim stanjem
tjelesnih resursa. U najirem smislu, stres se
moze odrediti kao tjelesna i psihologka reakci-
ja na vanjske i unutarnje stresore (35). Stanje
stresa je svako stanje u kojem se na bilo koji
nacin (fizi¢ki, psihi¢ki ili socijalno) osje¢amo
ugrozeni ili procjenjujemo da su ugroZeni
nasi bliznji (35). Za pojedinca naizgled tegka
situacija ne mora izazvati stres ako pojedinac
prosuduje da ima nac¢ina i sposobnosti da joj
se odupre (35). Kada postoji nerazmjer iz-
medu zahtjeva koji se na nekog postavljaju i
njegovih mogudénosti odupiranja, kao i kada
pojedinac procijeni da nema dovoljno socijal-
ne podrske koja bi mu pomogla u suo¢avanju
sa stresom, tada se moZe govoriti o stresnoj
situaciji (35). Iznimno je veliki broj okolnosti
koje mogu biti povezane sa stresom, a kada
se tome dodaju osobitosti pojedinaca, raznoli-
kost stresora postaje jo§ veca, pa postaje jasna
potreba za pokusajem sistematiziranja izvora
stresa (36). Ljudi pokazuju velike medusob-
ne razlike u reakcijama na stres, no mozemo
se pitati postoje li neke zakonitosti koje vri-
jede za veéinu ljudi. Niz pravilnosti danas je
poznat, pa tako moZemo reéi da su duljina i
snaga djelovanja stresa te povezanost s dru-
gim stresovima bitni za njegove ishode (36).
Reakcija na stres osim psihologkih reakcija
na stres ukljucuje i kognitivne reakcije koje
nam pomazu da putem poja¢ane pozornosti,
bolje koncentracije, kvalitetnijeg prosudiva-
nja, brzeg odludivanja i sl., brze i bolje reagi-
ramo na stresnu situaciju. Medutim, ovisno
o intenzitetu stresa i na$oj prosudbi hode-
mo li se moéi oduprijeti, te reakcije mogu i
oteZati suocavanje sa stresnom situacijom u
obliku poremecaja koncentracije, rasudivanja
i logi¢kog misljenja (35,36). Osobe kojima
je osnovni dio svakodnevnog posla pruzanje
usluga skrbi drugim ljudima, kao $to to ¢ine
zdravstveni djelatnici, svakodnevno su izloze-

ne djelovanju brojnih stresora na poslu. Sto su

determined as a physical and psychological re-
action to external and internal stressors (35).
A state of stress is any condition in which in
any way (physical, who, mentally or socially)
feel threatened or we estimate that our loved
ones are endangered (35). For an individual, a
seemingly difficult situation does not have to
cause stress if the individual judges that they
have ways and ability to resist it (35). When
there is a disproportion between the require-
ments being made on they also ask one’s ability
to resist it, as well as when one estimates that
one is gone enough social support to help him
dealing with stress, one can then speak on the
stressful situation (35). It is an extremely large
number circumstances that may be related to
stress, and when added to the particularities of
individuals, the diversity of stressors becomes
even greater, so there is a clear need to try to
systematize sources of stress (36). People show
great differences in responses to stress, but we
can to wonder if there are any laws that apply
for most people. The sequence of regularities
is known today, so we can say that the length
and strength of the effects of stress and the
connection with other stresses relevant to its
outcomes (36). Stress response in addition to
psychological responses to stress, it also in-
cludes cognitive reactions that help us through
increased attention, better concentration, bet-
ter judgment, faster decision making and etc.,
we respond faster and better to a stressful sit-
uation. However, depending on the intensity
of the stress and ours judging whether we can
resist these reactions can also make it difficult
to deal with stress the situation in the form of
a concentration disorder, reasoning and logical
thinking (35,36). People who are an essential
part of their daily work providing care to other
people, such as this is what health profession-
als do, they are everyday exposed to the many
stressors at work. The more complex the care
services they provide, and the possibility of
failure and the severity of the consequences

greater - the greater is the exposure to stress
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usluge skrbi koje pruZaju sloZenije, a mogué-
nost neuspjeha i teZina posljedica veca - to je
veca i izloZenost stresu na poslu (36). Reak-
tivne pristupe sprje¢avanju okolnosti iz kojih
proizlazi stres moZemo pokusati odrediti kao
one u kojima se nastoji otkriti i promijeniti
one osobine radnog mjesta ili radnika koje su
vjerojatno izazvale stres (36). Proaktivni po-
stupci sprje¢avanja okolnosti iz kojih proizlazi
stres usmjereni su na samo radno mjesto, a
ne na zaposlenika i njima se pokusava stvoriti
radno okruzenje bez stresa koliko je vise mo-
guce. Kada govorimo o primarnim pristupima
prevencije u praksi, treba primijetiti da su ovi
pristupi ¢e$ce usmjereni na zaposlenika (po-
jedinca) nego na radno mjesto (36). Cesto se
smatra da su proaktivni pristupi preskupi ili
ometajudi za u¢inkoviti radni proces. Takoder
se Cesto ¢ini kako ih je teZe provesti nego stra-
tegije koje su usmjerene na pojedinca (36). U
sekundarne strategije za upravljanje stresom

ubraja se i razvoj vjestina suolavanja.

Postoje tri osnovna oblika prevencije, suzbija-
nja i ublazavanja stresa i izgaranja na posluy, a
zbog svoje prirode ti oblici prevencije mogu se
nazvati samozastita, suzastita i stru¢na pomo¢
(35). Ako ne mozemo promijeniti nagu oko-
linu, moZemo promijeniti na pogled prema
van i na¢in na koji percipiramo nasu okolinu.
Kako je nasa percepcija bitno odredena nasim
stajali$tem, istu situaciju u kojoj se nalazimo
mozemo razli¢ito dozivjeti. Kad bismo imali
drugadiji odnos prema pojedinim situacijama,

one ne bi morale rezultirati stresom (37).

Osim farmakoloske terapije kod oboljelih od
neurokognitivnih poremecaja primjenjuju se
i razli¢ite nefarmakoloske metode i postup-
ci usmjereni na bihevioralne i psihosocijalne,
ali i kognitivne simptome. lako postoje broj-
na istrazivanja iz podruéja nefarmakoloskih
aspekata terapije demencija, zbog postojanja
metodologkih nedostataka i razlika izmedu
studija, njihovi rezultati iziskuju dalje potvrde

u¢inkovitosti pojedina¢nih tehnika i metoda.

at work (36). Reactive approaches to prevent-
ing circumstances from which stresses we can
try to determine as those in which it seeks to
discover and change itself those characteristics
of the workplace or workers that they are prob-
ably caused stress (36). Proactive procedures to
prevent stressful circumstances are focused on
the workplace itself, a not on the employee and
trying to create them a stress-free work envi-
ronment as much as possible. When it comes to
primary approaches prevention in practice, it
should be noted that these approaches more of-
ten focused on the employee (individual) than
on the workplace (36). It often does considers
proactive approaches too expensive or interfer-
ing with an efficient workflow. Also they often
seem to be more difficult to implement than
individual-centered strategies (36). In second-
ary strategies for stress management develop-
ment of coping skills is also included. There are
three basic forms of preventing, controlling
and alleviating stress and burnout at work, and
because of their nature, these forms of preven-
tion can be call self-protection, co-protection
and professional help (35). If we cannot change
our environment, we can change our view to-
wards outside and the way we perceive our en-

vironment.

How our perception is essentially determined
by ours from the standpoint, the same situa-
tion we are in we may experience differently.
If we had different attitude to individual sit-
uations, they should not result in stress (37).
In addition to pharmacological therapy in
patients with neurocognitive disorders apply
and various non-pharmacological methods
and procedures focused on behavioral and
psychosocial, but also cognitive symptoms.
Although there are numerous studies in the
field of non-pharmacological aspects of demen-
tia therapy, for its existence methodological
shortcomings and differences between study,
their results warrant further confirmation

the effectiveness of individual techniques and
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Primjenjuju se sljedece tehnike: edukacija nje-
govatelja, adaptacija okruzenja, muzikoterapi-
ja, aromaterapija, terapija svjetlom, terapija uz
pomo¢ ku¢nih ljubimaca, strukturirane aktiv-
nosti, fizicka aktivnost, kognitivna rehabilita-
cija, bihevioralna terapija, terapija validacije i
dr. Primjena nefarmakologke terapije pokazala
je poboljsanje simptoma u smislu ublaZzava-
nja nekih bihevioralnih poremecaja (agitacija,
agresija), redukcije depresivnosti, usporavanja
progresije kognitivnih disfunkcija, o¢uvanje
samostalnosti u izvodenju pojedinih zadata-
ka vezanih za svakodnevni Zivot, i pobolj$anja
kvalitete Zivota (10).

Nefarmakoloske mjere kod oboljelih od demen-
cija su ponajprije usmjerene na nekognitivne
simptome (10). U ove simptome spadaju: agita-
cija, agresija, psihoza, seksualna dezinhibicija,
problemi prehrane. Ovi simptomi su ¢est razlog
za institucionalizaciju oboljelih i veliki su pro-

blem za njegovatelje (10).

Naj¢eséi oblik akutnog mozdanog sindroma
je delirij. To je akutna, najcesée reverzibilna,
nespecifi¢na psihoza, koju obiljezavaju dezori-
jentiranost, konfuznost i dezorganizirano po-
nasanje (38). Diljem svijeta procjenjuje se da
je ulestalost delirija 0,4 % u opcoj populaciji
uz povecanje do 1 % u populaciji dobi iznad 55
godina (39). U bolnicama je delirij ¢e3¢i i pojav-
ljuje se u 22 % pacijenata koji se lijece na bol-
ni¢kim odjelima, 11 — 35 % na kirurskim, i do
80 % bolesnika u jedinicama intenzivne skrbi
(40). Delirij moze promijeniti tijek podlezecoj
demenciji uz dramati¢no pogorsanje na puta-
nji kognitivnog propadanja. Studije pracenja
su pokazale da se osobe s demencijom s pre-
boljenim delirijem rijetko vracaju na prijasnju
razinu funkcioniranja, imaju veéu stopu ko-
gnitivnih o$tecenja, institucionalizacije i smrti
(9). Unato¢ visokoj stopi uéestalosti simptomi
delirija nisu uvijek prepoznati (41). Budu¢i da
se pokazalo kako se delirij moze u velikoj mjeri
prevenirati, na delirij vise ne gledamo kao na

neizbjeznu komplikaciju bolesti te je njego-

methods. The following techniques are used:
educating herspeakers, adaptation of the envi-
ronment, music therapy, aromatherapy, light
therapy, therapy with pet assistance, struc-
tured activities, physical activity, cognitive
rehabilitation, behavioral therapy, validation
therapy and other. The use of non-pharma-
cological therapy showed is an improvement
in symptoms in terms of alleviating some
behavioral disorders (agitation, aggression),
depression reduction, slowing down progres-
sion of cognitive dysfunction, preservation
independence in performing individual tasks
related to daily life, and improvements quality
of life (10). Non-pharmacological measures in
patients with dementia are primarily focused
on non-cognitive symptoms (10). These symp-
toms include: agitation, aggression, psycho-
sis, sexual disinhibition, nutrition problems.
These symptoms are a common reason for the
institutionalization of the sick and are a major
problem for caregivers (10). The most common
form of acute brain syndrome is delirium. It
is acute, most often reversible, nonspecific
psychosis, characterized by disorientation,
confusion and disorganized behavior (38).
Worldwide, it is estimated that the incidence
of delirium is 0.4% in the general population
with an increase of up to 1% in the population
above 55 (39). In hospitals, delirium is more
common and occurs in 22% of patients treat-
ed in hospital wards, 11 - 35% in surgical, and
up to 80% of patients in intensive care units
(40). Delirium can change the course of the un-
derlying dementia with dramatic worsening in
the trajectory of cognitive decline. Monitoring
studies have shown that people with dementia
with delirium rarely return to their previous
one level of functioning, have a higher rate of
cognitive impairment, institutionalization,
and death (9). Despite the high incidence of
symptoms delirium is not always recognized
(41). Because it has been shown how delirium
can be extensive prevention, we no longer re-

gard delirium as the inevitable complication of
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va incidencija postala koristan parametar za
procjenu i pracenje kvalitete medicinske skrbi
(42). Stoga u bolesnika koji su visoko vulnera-
bilni za delirij, kao $to su osobe s demencijom i
koegzistiraju¢im zdravstvenim stanjima moze
dodi do razvoja delirija i kod relativno benignih
razloga kao $to je promjena jedne doze lijeka
za spavanje. Suprotno tome, kod pacijena-
ta koji nisu osjetljivi za nastanak delirija, on
e se eventualno razviti tek nakon izlaganja
multiplim $tetnim dogadajima kao $to je opéa
anestezija, velika operacija i psihoaktivne sup-
stancije. Rizi¢ni ¢imbenici za razvoj delirija su i
ostecenja mozga prije pojave delirantne epizo-
de. To se odnosi na cerebrovaskularnu bolest
i njezine posljedice (cerebrovaskularni inzult),
demenciju, tumore i kraniocerebralnu traumu
(43).

Potreban je oprez, jer atipi¢ni antipsihotici kao
i parenteralni haloperidol nose rizik od moz-
danog udara i produljenja QT intervala. Daljnji
nezeljeni udinci su somnolencija, ekstrapira-
midni w¢inci (tremoy, rigidnost muskulature,
nemir, poteskoce s gutanjem), snizen prag za
epilepticke napadaje, neurolepticki maligni
sindrom, kardiovaskularni u¢inci (aritmije,
iznenadna smrt, hipotenzija, tahikardija), pne-
umonija, urinarna retencija, posturalna nesta-
bilnost, padovi, duboka venska tromboza i me-
taboli¢ki sindrom (povecanje tjelesne tezine,
inzulinska rezistencija i hipertrigliceridemija).
Cak je i kratkotrajno lije¢enje povezano s pove-
¢anom smrtnosti. Potrebno je izbjegavati halo-
peridol kod Parkinsonove demencije i demen-
cije s Lewyjevim tjeledcima. Alternativa kod
tih pacijenata je lorazepam. Nekoliko prikaza
slu¢ajeva pokazali su obedavajuce rezultate s
inhibitorima kolinesteraze primjerice done-
pezilom, ali je potrebno provesti jo§ kontroli-
ranih klinickih ispitivanja prije nego se mogu
dati pouzdane preporuke. Benzodiazepini nisu
preporudljivi kao prva linija u lije¢enju deliri-
ja, jer mogu pogorsati psihicki status i izazvati

prekomjernu sedaciju (44).

the disease is his incidence has become a use-
ful parameter for assessing and monitoring
the quality of medical care (42). Therefore, in
patients who are highly vulnerable to delirium,
such as people with dementia and coexisting
medical conditions, can occur development
of delirium even for relatively benign causes
such as changing a single dose of a sleeping
medicine. In contrast, in patients who are not
sensitive to the onset of delirium, it will even-
tually develop only after exposure to multiple
adverse events such as general anesthesia, ma-
jor surgery, and psychoactive substances risk.
Factors for the development of delirium are
brain damage before the onset of the delirious
episode. It refers to cerebrovascular disease
and its consequences (cerebrovascular stroke),
dementia, tumors and craniocerebral trauma
(43). Caution is needed because atypical antip-
sychotics like and parenteral haloperidol carry
the risk of given stroke and QT interval prolon-
gation. Further side effects are somnolence, ex-
trapyramidal effects (tremor, muscular rigidity,
restlessness, difficulty swallowing), reduced
threshold for seizures, neuroleptic malignan-
cies syndrome, cardiovascular effects (arrhyth-
mias, sudden death, hypotension, tachycardia),
pneumonia, urinary retention, postural insta-
bility, falls, deep vein thrombosis and metabol-
ic syndrome (weight gain, insulin resistance
and hypertriglyceridemia). Even short-term
treatment is associated with increased mortal-
ity. Haloperidol in Parkinson’s and Lewy body
dementia should be avoided. An alternative
to code of these patients is lorazepam. Some
views cases showed promising results with
cholinesterase inhibitors, for example donepe-
zil, but more controlled clinical trials need to
be conducted before they can be make reliable
recommendations. Benzodiazepines are not
recommended as a first line in the treatment
of delirium, as they can worsen psychic status
and cause excessive sedation (44). Patient asso-
ciations are a significant subject in the process

are educations of caregivers and families of the

S. Uzun, O. Kozumplik, D. Kalini¢, I. Pozgain, N. Mimica: Neurokognitivni poremecaji — kako mozemo smanjiti rizik.

Soc. psihijat. Vol. 47 (2019) Br. 3, str. 303-317.



Udruge bolesnika su znacajan subjekt u proce-
su edukacije njegovatelja i obitelji oboljelih, pa
ih je nuzno dotirati i podupirati. Grupe samo-
pomodi formirane unutar udruga od velike su
koristi u ohrabrivanju njegovatelja i prevenciji
sagorijevanja (tj. burn-out sindroma) (45). U ka-
snijim, odnosno terminalnim fazama AB, kada
obitelj naj¢esce vise nije u stanju adekvatno
skrbiti za bolesnika, nuZno je oboljelog smje-

stiti u specijaliziranu ustanovu (45).

Prema algoritmu Svjetske zdravstvene organi-
zacije iz 2019. godine glavni cilj preventivnih
aktivnosti potrebno je usmjeriti na odrzava-
nje i poboljdanje fizi¢ke aktivnosti, aktivnosti
vezane uz pudenje i konzumaciju alkoholnih
pica i promicanju prestanka pusenja kao i kon-
zumacije alkoholnih piéa, intervencija s ciljem
poboljsanja kvalitete prehrane, pobolj$anje so-
cijalne podrgke te kognitivnih treninga, kon-
trolu tjelesne tezine, tlaka, dijabetesa, vrijed-
nosti lipida, ali i lije¢enju depresije, problema
sa sluhom (46).

ZAKLJUCAK

Sve je vige dokaza koji upucuju na to da je bas
zdrav nadin Zivota, zna¢i mediteranska prehra-
na, umjerena fizicka aktivnost (npr. hodanje),
socijalna interakcija i vjeZbanje mozga, uz ne-
pusenje, izbjegavanje ozljeda, visokog Secera
i kolesterola, presudno vazna za smanjenje
rizika od nastanka demencije, odnosno AB-a.
U smanjenju razvoja demencije kada je rije¢ o
osobama trece dobi od klju¢nog je zna¢enja na-
stavak njihove mentalne aktivnosti (tzv. men-
talni fitnes). Vrlo je korisno kada se (stariji)
ljudi redovito bave nekim drustvenim igrama,
razli¢itim mozgalicama, krizaljkama, sudokom,
rebusima i sli¢no, jer sve to sluzi i kao svojevr-

stan kognitivni trening.

sick, well it is necessary to touch and support
them. Self-help groups formed within associ-
ations are large used in caregiver encourage-
ment and prevention combustion (ie, burn-out
syndromes) (45). In the later or terminal stages
of AB, when most often the family is no longer
adequate to care for the patient, it is necessary
to place the patient in a specialized institution
(45).

According to the World Health Organization
Algorithm of 2019, the main goal of preventa-
tive activities should be focused on maintain-
ing and improving physical activity, activities
related to smoking and alcohol consumption
drinks and promoting smoking cessation as
well as consumption of alcoholic beverages,
interventions with a purpose improving diet
quality, improving social support and cognitive
training, weight control, pressure, diabetes, li-
pid values, but also treatment for depression,

problems with hearing (46).

CONCLUSION

In conclusion, we can say that there is a grow-
ing number of evidence suggesting that a
healthy lifestyle, which means a Mediterrane-
an diet, moderate physical activity (walking),
social interaction, and mental exercise, along
with avoidance of smoking, injuries, high val-
ues of glucose, and cholesterol, is of crucial
importance for the reduction of risks for de-
mentia and AD. In reducing the development of
dementia when it comes to it is crucial for old-
er people to continue their mental activity (so
called mental fitness). Very useful when (older)
people regularly engage in some board games,
different puzzles, crossword puzzles, sudoku,
rebuses and the like, because it all serves as a

kind of cognitive training.
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Javljanje sumanutosti u bolesnika s demencijom -
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Cilj: Pregled literature koja se odnosi na javljanje razli¢itih tipova sumanutosti u osoba s demencijom i njihovo
lije¢enje. Metode: Literatura je pretrazivana koristenjem PubMed-a. Pregled literature: Kod starijih osoba s demencijom
Cesto se javljaju psihoti¢ni simptomi kao $to su sumanutosti, ali sadrzaj sumanutosti u starijih osoba razlikuje se
od sumanutosti kod mladih pojedinaca. Analiza sumanutosti i halucinacija treba ispitati alternativne etiologije,
ukljucujudi pogresnu dijagnozu i nesporazum, pogresno tumacenje stvarnosti zbog kognitivnih gubitaka, osjetilne
deprivacije i gubitka vida, neodredenih senzacija, delirija i medicinskih uzroka. Nefarmakoloski tretmani ucestalo
proizlaze iz etiologije kao $to su poboljsanje osjetilnih funkcija putem slusnih pomagala ili naocala, provodenje
stimulacije, mijenjanje ranijih situacija kod kojih postoji sklonost pogresnom tumacenju (npr. odrazi u prozorima),
ili izbjegavanje pogresnog tumacenja (npr. osiguravanjem da je odgovarajuci objekt dostupan te da nema osjecaja
gubitka ili pokradenosti). Zakljulci: Podatci iz literature pokazali su da se kod osoba s demencijom ¢esto javljaju
psihoti¢ni simptomi kao $to su sumanutosti, ali su takoder pokazali razlike u ucestalosti razlicitih tipova deluzija u
demenciji. Osim farmakoterapije, bolje razumijevanje etiologije pogresnog tumacenja stvarnosti (zbog kognitivnih
gubitaka, osjetilne deprivacije i gubitka vida, itd.) pokazuje vaznost nefarmakoloskih oblika lije¢enja koji ¢esto
proizlaze izravno iz etiologije ovakvih simptoma. Daljnja istraZivanja potrebna su za stjecanje boljeg razumijevanja
etiologije sumanutosti u osoba s demencijom, te za pronalazenje ucinkovitog lijecenja.

/ Aim: to review literature regarding the occurrence of different types of delusions in dementia and their treatment.
Methods: The literature search was conducted using PubMed. Review of literature: The elderly with dementing illnesses
often present with psychotic symptoms such as delusions, but the thematic content of delusions in the elderly differs
from that of delusions expressed by younger individuals. An analysis of delusions and hallucinations must examine
alternative etiologies, including misdiagnosis and misunderstanding, the misinterpretation of reality due to cognitive
losses, sensory deprivation and vision loss, ambiguous sensations, and delirium and medical causes. Nonpharmacologic
treatments frequently follow directly from etiology, such as improving sensory function via hearing aids or eyeglasses,
providing stimulation, changing situations prone to misinterpretation (e.g. reflections in windows), or circumventing
misinterpretations (e.g. ensuring that an equivalent object is available so there is no sense of loss or theft). Conclusions:
The data from literature showed that people with dementia often present with psychotic symptoms such as delusions but
also revealed differences in frequencies of different types of delusions in dementia. Apart from pharmacological treatment,
a better understanding of the etiology of misinterpretation of reality (due to cognitive losses, sensory deprivation, vision
loss, etc.) reveals the importance of nonpharmacologic treatments that frequently follow directly from the etiology of such
symptoms. Further studies are necessary for a better understanding of the etiology of delusions in people with dementia,
as well as finding effective treatment.
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UvOoD

Alzheimerova bolest (AB) povezana je s ko-
gnitivnim i funkcionalnim odtecenjem, kaois
neuropsihijatrijskim posljedicama, uklju¢ujudi
psihoti¢ne simptome kao §to su sumanutosti
i halucinacije. Cvrsti dokazi podrzavaju po-
trebu za istraZivanjem sumanutosti odvojeno
od halucinacija (1). Psihoza u AB ukazuje na
ozbiljniji fenotip, s brzim kognitivnim propa-
danjem koje pocinje ¢ak i prije javljanja psihoze
(2). Sumanutosti su uobi¢ajene, onesposoblja-
vajule i perzistentne u tijeku demencije (3).
Dok sumanutosti u AB odgovaraju fenotipu
razli¢itom od AB bez sumanutosti, podtipovi
sumanutosti mogu takoder definirati daljnje
razlike klini¢kih entiteta. Persekutorne suma-
nutosti mogu se javiti ranije tijekom bolesti i
imaju znacajniju genetsku komponentu nego
sumanutosti pogre$nog prepoznavanja, koje su
povezane s rastué¢im kognitivnim ostecenjem
i uznapredovalom demencijom (1). Psihoti¢ni
simptomi, koji se sastoje od sumanutosti i ha-
lucinacija javljaju se u oko polovice pojedinaca
s AB (AB sa psihozom, AB+P) i takvi pojedinci
imaju izrazeniju agitiranost, agresivnost, de-
presiju, funkcionalno o$tecenje i mortalitet
nego pojedinci bez psihoze (AB-P) (4). Rezul-
tati pregleda istraZivanja objavljenih od 1990.
do 2001. godine, koja se bave epidemiologijom,
fenomenologijom, tijekom, etiologijom, pro-
cjenom i lije¢enjem sumanutosti i halucinaci-
ja u AB pokazali su prevalenciju sumanutosti

u pacijenata s AB u rasponu od 16 do 70 % u

INTRODUCTION

Alzheimer’s disease (AD) is associated with
cognitive and functional impairment as well as
neuropsychiatric sequelae, including psychot-
ic symptoms such as delusions and hallucina-
tions. Strong evidence supports the need to
study delusions separate from hallucinations
(1). Psychosis in AD indicates a more severe
phenotype, with more rapid cognitive decline
beginning even before psychosis onset (2).
Delusions are common, disabling, and persis-
tent in the course of dementia (3). While delu-
sions in AD correspond to a phenotype distinct
from AD without delusions, subtypes of delu-
sions may also define further distinct clinical
entities. Persecutory delusions may occur ear-
lier in the illness and have a more significant
genetic component than misidentification de-
lusions, which are associated with increased
cognitive impairment and advanced dementia
(1). Psychotic symptoms, comprised of delu-
sions and hallucinations, occur in about half
of individuals with Alzheimer’s disease (AD
with psychosis, AD+P), and these individuals
have greater agitation, aggression, depression,
functional impairment, and mortality than
individuals without psychosis (AD-P) (4). The
results of a review of studies published from
1990 to 2001 that address the epidemiology,
phenomenology, course, etiology, assessment,
and treatment of delusions and hallucinations
in Alzheimer’s disease showed the prevalence

of delusions in Alzheimer’s disease patients
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pregledanim radovima, i prevalenciju haluci-
nacija u rasponu od 4 do 76 %. Sumanutosti
i halucinacije imali su sklonost perzistiranju
tijekom vremena te ¢estom ponavljanju u ti-
jeku AB (5). Premda je to¢na etiopatogeneza
AB+P nejasna, polje genomike koje se brzo
razvija nastavlja $iriti nage razumijevanje ove
bolesti. Nekoliko neovisnih istrazivanja poka-
zalo je obiteljsku agregaciju i nasljednost AB+P
(4). Neuroslikovna istrazivanja (neuroimaging)
ukazuju da osobe s AB+P pokazuju veca korti-
kalna sinapti¢ka o3teéenja nego osobe s AB bez
psihoze, 3to se odrazava u obliku reduciranog
volumena sive tvari, reduciranog regionalnog
protoka krvi i reduciranog regionalnog meta-
bolizma glukoze; neuroimaging i dostupni post
mortem dokazi dodatno ukazuju da su ostece-
nja kod AB+P, u odnosu na pojedince s AB bez
psihoze, lokalizirana u neokorteksu, prije nego
u medijalnom temporalnom reZnju, dok neu-
ropatoloska istrazivanja pruzaju konzistentne
dokaze o ubrzanom nakupljanju hiperfosforili-
ranog s mikrotubulima povezanog tau proteina
wAB+P (2).

Cilj ovog ¢lanka je pregled literature koja se od-
nosi na javljanje razli¢itih tipova sumanutosti u

demenciji i njihovo lije¢enje.

METODE

Literatura je pretrazivana koristenjem Pub-
Med-a.

PREGLED LITERATURE

Sumanute ideje su ¢este medu bolesnicima s AB
i mogu se konceptualno povezati s deficitima
pamcenja (ne moze se sjetiti to¢nog podatka
$to dovodi do netoénog vjerovanja) ili loseg uvi-
da (ne moze shvatiti nelogi¢nost vjerovanja).
Sumanutosti u AB su povezane s disfunkcijom
u specifitnim frontalnim i temporalnim korti-

kalnim regijama (6).

ranging from 16 to 70% in the reviewed re-
ports, and the prevalence of hallucinations
ranging from 4 to 76%. Delusions and halluci-
nations tended to persist over time and recur
often during the course of Alzheimer’s disease
(5). Although the exact ethiopathogenesis of
AD+P is unclear, the rapidly developing field
of genomics continues to expand our under-
standing of this disease. Several independent
studies have demonstrated familial aggregation
and heritability of AD+P (4).

Neuroimaging studies suggest that AD+P sub-
jects demonstrate greater cortical synaptic im-
pairments than AD subjects without psychosis,
which is reflected in reduced grey matter vol-
ume, reduced regional blood flow, and reduced
regional glucose metabolism; neuroimaging
and available post-mortem evidence further
indicate that the impairments in AD+D, relative
to AD subjects without psychosis, are localized
to the neocortex rather than the medial tempo-
ral lobe, while neuropathologic studies provide
consistent evidence of accelerated accumula-
tion of hyperphosphorylated microtubule as-
sociated protein tau in AD+P (2).

The aim of this article is to review literature
regarding the occurrence of different types of

delusions in dementia and their treatment.

METHODS

The literature search was conducted using
PubMed.

REVIEW OF LITERATURE

Delusional thoughts are common among pa-
tients with Alzheimer’s disease (AD) and may
be conceptually linked to memory deficits (in-
ability to recall accurate information, which
leads to inaccurate beliefs) and poor insight
(inability to appreciate the illogic of beliefs).
Delusions in AD are associated with dysfunc-
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Sumanutosti mogu komplicirati prakti¢no sve
mozdane poremecaje. One mogu biti dramati¢-
ne i bizarne. Primjer je takozvana sumanutost
trudnoce. Pojava psihoze poput sumanutosti
trudnocée moze u nekim slu¢ajevima biti obi-
ljezje demencije (7). Kod starijih osoba s de-
mencijom Zesto se javljaju psihoti¢ni simptomi
kao §to su sumanutosti, ali sadrzaj sumanuto-
sti u starijih osoba razlikuje se od sumanutosti
kod mladih pojedinaca (8).

U novijem pregledu literature u vezi sa suma-
nutodcu krade, najprevalentnije sumanutosti
u starijih osoba, autor je naveo da razumijeva-
nje podrijetla sumanutosti krade — viestruki
gubitci, pokusaji da se ti gubitci pripi$u vanj-
skom izvoru, poku$aji ponovnog proZivlja-
vanja sretnije proslosti - pomaZe u osmislja-
vanju odgovora koji su utje$ni za pacijenta,
a obradanje paZnje podrazajima koji potic¢u
sumanutost pomaZe u ograni¢avanju njenog
javljanja; takoder, distres koji ¢esto prati su-
manutost da je osoba pokradena moze biti
smanjen unaprjedivanjem domova za starije
osobe u pogledu rukovanja osobnim stvarima,
korekcijom osjetilnih deficita i provodenjem
aktivnosti koji skre¢u paZznju od usamljenosti
i, nadalje, razumijevanje kako sumanuto mi-
§ljenje moZe nastati iz osjetilnih i kognitivnih
deficita kriti¢no je za empati¢no provodenje
skrbi te takoder za smanjenje optereéenja

skrbnika (8).

Istrazivanja podrzavaju da sumanutosti u AB i
shizofreniji dijele etiologiju. Egzekutivni/fron-
talni deficiti su Cesti u oba poremecaja i nago-

vje$éuju nastanak simptoma.

Persekutorne sumanutosti javljaju se rano
tijekom bolesti i povezane su s neurokemij-
skim i neuropatologkim promjenama u fron-
tostrijatnim krugovima, dok su sumanutosti
pogre$nog prepoznavanja povezane s veéim
globalnim kognitivnim deficitom i uznapre-
dovalom limbi¢kom patologijom. Nejasno je
jesu li ova dva podtipa fenomenolosgki i bio-

loski razli¢ita ili su dio kontinuuma pri ¢emu

tion in specific frontal and temporal cortical

regions (6).

Delusions can complicate practically all brain
disorders. They may be dramatic and bizarre.
One example is the so-called delusion of preg-
nancy. Psychotic phenomena such as delu-
sion of pregnancy may be a feature in some
cases of dementia (7). The elderly with de-
menting illnesses often present with psychotic
symptoms such as delusions, but the thematic
content of delusions in the elderly differs from
that of delusions expressed by younger individ-
uals (8).

In a recently published literature review on
the delusion of theft, the most prevalent delu-
sion in the elderly, the author stated that un-
derstanding the origins of the delusion of theft
- multiple losses, attempts at attributing such
losses to an outside source, attempts at reliv-
ing a happier past - helps in devising responses
that are comforting to the patient, and atten-
tion to stimuli that trigger the delusion helps
to limit its occurrence; also, the distress that
often accompanies the delusion of having been
robbed can be decreased by nursing home im-
provements in the handling of personal posses-
sions, by the correction of sensory deficits, and
by the provision of activities that distract from
loneliness. Furthermore, understanding that
delusional thinking can arise from sensory and
cognitive deficits is critical to empathic caregiv-

ing and the lessening of caregiver burden (8).

Research supports a shared aetiology for de-
lusions in Alzheimer’s disease (AD) and schiz-
ophrenia. Executive/frontal deficits are com-
mon to both disorders and predict emergent
symptoms. Persecutory delusions occur early
in the disease and are associated with neu-
rochemical and neuropathological changes
in frontostriatal circuits, while misidentifi-
cation delusions are associated with greater
global cognitive deficits and advanced limbic
pathology. It is unclear whether the two sub-
types are phenomenologically and biologically
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se sumanutosti pogre$nog prepoznavanja
sve izraZenije manifestiraju kako se patolos-
ki proces nastavlja (9). O slu¢ajevima folie a
deux, psihoti¢nog poremecaja u kojem dva bli-
sko povezana pojedinca dijele slican sumanuti
sustav, kod bolesnika s demencijom izvjestava
se vrlo rijetko (10). Erotomanija (takoder po-
znata kao Clerambaultov sindrom), poreme-
¢aj kod kojeg osoba ima sumanuto uvjerenje
da je osoba viseg drustvenog statusa zalju-
bljena u nju/njega, rijetko je opisan u stari-
jih ljudi i premda su pogre$ne interpretacije
dogadaja ceste u mozdanih bolesti, osobito
kod difuznih multifokalnih poremecaja, o ero-
tomaniji se rijetko izvje$tava kod demencije
(11). Otelov sindrom je psihoti¢ni poremecaj
karakteriziran sumanuto§c¢u nevjere ili ljubo-
more. Uvjerenja o partnerovoj nevjeri mogu
stvoriti sadrzaj psihopatolo$kog fenomena
kao §to je sumanutost. Sumanuta ljubomora
je Cest problem kod demencije (12). Kapgra-
sov sindrom je rijedak psihijatrijski poreme-
¢aj. U poletku je Kapgrasov sindrom opisan
u paranoidnoj shizofreniji i shizoafektivnim
poremecajima, ali je opisan i u neurodege-
nerativnim bolestima kao $to su AB i Lewy
body demencija (13).

Brojni psihijatrijski fenomeni kompliciraju de-
menciju (14). Psihoza u AB je ¢esta i problema-
ti¢na; utjecaj na kvalitetu Zivota u pacijenata
kao i u skrbnika je visok te je izrazena zabri-
nutost u pogledu uéinkovitosti i sigurnosti
tretmana lijekovima. Stoga je identificiranje
rizi¢nih ¢imbenika koji imaju vaznu ulogu u
nastanku psihoze obvezno za prevenciju ovog
klini¢kog stanja. Novi dokazi ukazuju da ko-
linergicki sustav moze biti povezan ne samo
s pojavom kognitivnog ostecenja, veé i s na-
stankom simptoma psihoze (15). Otprilike 60
- 90 % bolesnika s AB razvije neuropsihijatrij-
ske simptome (NPS) (kao $to su halucinacije,
sumanutosti, agitacija/agresivnost, disforija/
depresija, anksioznost, iritabilnost, dezinhi-

bicija, euforija, apatija, aberantno motoricko

distinct or are part of a continuum, in which
misidentification delusions manifest increas-
ingly as the pathological process extends (9).
Cases of Folie 4 deux, a psychotic disorder in
which two closely associated individuals share
a similar delusional system, involving patients
with dementia, are reported quite infrequent-
ly (10). Erotomania (also known as de Cleram-
bault’s syndrome), a disorder in which an in-
dividual has a delusional belief that a person
of a socially higher standing falls in love with
them, has rarely been described in older peo-
ple, and although misinterpretation of events
is common in brain disease, especially with
diffuse or multifocal disorders, erotomania has
rarely been reported in dementia (11). Othello
syndrome is a psychotic disorder characterized
by a delusion of infidelity or jealousy. Convic-
tions about the partner’s infidelities may form
the content of psychopathological phenomena,
such as delusions. Delusional jealousy is a fre-

quent problem in dementia (12).

The Capgras syndrome (CS) is a rare psychiatric
disorder. Initially, CS was described in paranoid
schizophrenia and schizoaffective disorders,
but has also been reported in neurodegener-
ative diseases such as AD and Lewy body de-
mentia (13).

A number of psychiatric phenomena compli-
cate dementia (14). Psychosis in AD is com-
mon and troublesome; the impact on the
quality of life of both patients and caregivers
is high and drug treatments raise concern in
terms of both efficacy and safety. Therefore,
identifying the risk factors that play an impor-
tant role in the onset of psychosis is mandato-
ry for the prevention of this clinical condition.
New evidence suggests that the cholinergic
system may be connected not only with the
onset of cognitive impairment, but even with
the genesis of psychosis symptoms (15). Ap-
proximately 60-90% of patients with AD de-
velop neuropsychiatric symptoms (NPS) (such

as hallucinations, delusions, agitation/aggres-
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ponasanje, poremecdaji spavanja, promjene
apetita i hranjenja ili promijenjeno seksualno
ponasanje) te se smatra da su ove nekognitiv-
ne promjene u ponasanju izazvane anatom-
skim i biokemijskim promjenama u mozgu i
povezane su, djelomi¢no, s kolinergi¢kom defi-
cijencijom; inhibitori kolinesteraze mogu sma-
njiti pojavu NPS-a i imaju ulogu u njihovom
lije¢enju - ovi lijekovi mogu odgoditi zapodi-
njanje ili smanjiti potrebu za drugim lijekovi-
ma kao §to su antipsihotici (16). Sumanutosti
su Cesto susretani simptomi u pacijenata s AB
i mogu dovesti do znadajnog morbiditeta. U
¢lanku o klini¢kim istrazivanjima s fokusom
na tretman sumanutosti u bolesnika s AB da
bi se utvrdila razina dokaza za tretman, iden-
tificirane su tri glavne kategorije tretmana:
atipi¢ni antipsihotici, inhibitori kolinesteraze
i ostali razli¢iti tretmani. Zaklju¢eno je da su
svi oblici tretmana bili u¢inkoviti, premda je
najveca tezina dokaza postojala za risperidon

i donepezil.

Nuspojave su zabiljeZene kod svih oblika tre-
tmana i ukljucivale su somnolenciju i ekstra-
piramidne uéinke za antipsihotike, dok su ga-
strointestinalni uéinci imali veéu prevalenciju
u istrazivanjima koja su ukljutivala inhibitore
kolinesteraze (17).

Analiza sumanutosti i halucinacija treba ispita-
ti alternativne etiologije, uklju¢ujudi pogresnu
dijagnozu i nesporazum, pogresno tumacenje
stvarnosti zbog kognitivnih gubitaka, osjetilne
deprivacije i gubitak vida, neodredenih senza-

cija, delirija i medicinskih uzroka.

Nefarmakologki tretmani ucestalo proizlaze
iz etiologije kao $to su poboljsanje osjetilnih
funkcija putem slugnih pomagala ili naocala,
provodenje stimulacije, mijenjanje ranijih si-
tuacija kod kojih postoji sklonost pogre$nom
tumacenju (npr. odrazi u prozorima), ili izbje-
gavanje pogre$nog tumacenja (npr. osigura-
vanjem da je odgovarajuéi objekt dostupan
te da nema osjecaja gubitka ili pokradenosti)
(18).

sion, dysphoria/depression, anxiety, irritabil-
ity, disinhibition, euphoria, apathy, aberrant
motor behaviour, sleep disturbances, appetite
and eating changes, or altered sexual behav-
iour) and these noncognitive behavioural
changes are thought to result from anatomical
and biochemical changes within the brain, and
have been linked, in part, to cholinergic de-
ficiency; cholinesterase inhibitors may reduce
the emergence of NPS and have a role in their
treatment - these agents may delay initiation
of, or reduce the need for, other drugs such as
antipsychotics (16). Delusions are commonly
encountered symptoms in patients with AD
and may lead to significant morbidity. In an
article that reviewed clinical trials focusing
on the management of delusions in patients
with AD to determine the level of evidence
for treatment, three main categories of treat-
ment were identified: atypical antipsychotics,
cholinesterase inhibitors, and other miscella-
neous treatments. It was concluded that all
forms of treatment were effective although
the greatest burden of evidence existed for
risperidone and donepezil. Side effects were
noted in all forms of treatment and included
somnolence and extrapyramidal effects for
antipsychotic medications, whereas gastroin-
testinal effects were more prevalent in stud-
ies involving cholinesterase inhibitors (17).
An analysis of delusions and hallucinations
must examine alternative etiologies, includ-
ing misdiagnosis and misunderstanding, the
misinterpretation of reality due to cognitive
losses, sensory deprivation and vision loss,
ambiguous sensations, and delirium and med-
ical causes. Nonpharmacologic treatments
frequently follow directly from etiology, such
as improving the sensory function via hear-
ing aids or eyeglasses, providing stimulation,
changing previous situations prone to misin-
terpretation (e.g. reflections in windows), or
avoiding misinterpretations (e.g. ensuring
that an equivalent object is available so there

is no sense of loss or theft) (18).
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P

ZAKLJUCCI

Podatci iz literature pokazali su da se kod osoba
s demencijom ¢esto javljaju psihoti¢ni simpto-
mi kao $to su sumanutosti, ali su takoder po-
kazali razlike u ulestalosti razli¢itih tipova de-
luzija u demenciji. Osim farmakoterapije, bolje
razumijevanje etiologije pogre$nog tumacenja
stvarnosti (zbog kognitivnih gubitaka, osje-
tilne deprivacije i gubitka vida, itd.) pokazuje
vaznost nefarmakoloskih oblika lije¢enja koji
Cesto proizlaze izravno iz etiologije ovakvih
simptoma. Daljnja istraZivanja potrebna su za
stjecanje boljeg razumijevanja etiologije suma-
nutosti u osoba s demencijom te za pronalaZe-

nje uc¢inkovitog lije¢enja.

CONCLUSIONS

The findings of the literature review showed
that people with dementia often present with
psychotic symptoms such as delusions but also
revealed differences in frequencies of different
types of delusions in dementia. Apart from
pharmacological treatment, a better under-
standing of the etiology of misinterpretation
of reality (due to cognitive losses, sensory
deprivation, and vision loss, etc.) reveals the
importance of nonpharmacologic treatments
that frequently follow directly from the etiol-
ogy of such symptoms. Further investigations
are necessary for a better understanding of the

etiology of delusions in people with dementia,

10.

11.

12.

13.

14.
15.

16.

17.

18.

as well as finding effective treatment.
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Alzheimerova bolest (AB) je neurodegenerativna bolest mozga i najces¢i oblik demencije. Radi se o sindromu sa
progresivnim gubitkom kognitivnih funkcija popracenom ponasajnim i psihi¢kim simptomima. Nakupljeni 3-amiloid
i neurofibrilarni snopici implicirani su u nastanku funkcionalnih i neurodegenerativnih promjena koje zavrsavaju
smrcu stanice. Etiolosko lije¢enje zasad ne postoji. Aktualne moguénosti farmakoloskog lijecenja sastoje se od dviju
skupina lijekova: inhibitori kolinesteraze (donepezil, galantamin, rivastigmin) i antagonisti NDMA receptora, koji
su se pokazali ucinkoviti u poboljsanju kognitivnih funkcija, pojedini i s utjecajem na bihevioralne simptome. Ni
jedan od ovih lijekova ne mijenja tijek i ishod bolesti. Istrazuju se nove supstancije koje ciljaju na metabolizam
amiloida i tau proteina. Od neuromodulacijskih metoda najvise se istrazuju rTMS i tDCS, koji su pokazali pozitivne
uc¢inke na kognitivne funkcije. Kognitivna stimulacija takoder ima pozitivne rezultate pa se sve vise istrazuju ucinci
neuromodulatorskih metoda lije¢enja kombiniranih s kognitivnim vjeZbama, $to je u praksi moguce putem sustava
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/Alzheimer’s disease (AD) is a neurodegenerative brain disorder and the most common type of dementia. AD is a syndrome
leading to progressive loss of cognitive functions, often followed by behavioural and psychological symptoms. Amyloid
plaques and neurofibrillary tangles are implicated in functional and neurodegenerative changes leading to neuronal
death. A curative treatment does not exist. Pharmacological treatments include cholinesterase inhibitors (donepezil,
galantamine, rivastigmine) and NDMA receptor antagonists, which have been shown to improve cognitive functions
and some of them may also have positive effects on behavioural symptoms. None of these drugs effect the course and
outcome of the disease. New drugs that can interfere with 3-amyloid and tau protein metabolism are being researched.
Neuromodulator methods of treatment such as TMS and tDCS are being researched and have shown positive effects on
cognitive functions. Cognitive stimulation has also shown positive effects so it is not surprising that more research is being
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UvOoD

Alzheimerova bolest (AB) neurodegenerativna
je bolest mozga i naj¢es¢i oblik demencije koja
predstavlja 60-70% svih slu¢ajeva demencije.
Oko 50 milijuna ljudi diljem svijeta boluje od
ove bolesti, a projekcije su da ¢e se ove broj-
ke utrostruciti do 2050. godine (1,2), stoga AB
postaje jedan od javnozdravstvenih prioriteta
(2). Radi se o sindromu s progresivnim gubit-
kom kognitivnih funkcija; s deterioracijom
pamcdenja, spacijalne i temporalne orijentacije,
jezi¢nih funkcija, sposobnosti u¢enje i komu-
niciranja (3) uz promjene u ponaganju i estim
popratnim psihi¢kim simptomima poput de-
presije, anksioznosti i deluzija. Prevalencija
psihi¢kih simptoma poveéava se s trajanjem
bolesti (4) i u kona¢nici te osobe postaju pot-

pune ovisne o okolini.

Etiopatofiziologija AB nije poznata; najrasire-
nija je hipoteza amiloidne kaskade; BAmiloid se
nakuplja stvarajuéi ekstracelularne amiloidne
plakove. Amiloidni plakovi pak dovode do hi-
perfosforilacija tau proteina, koji su integralni
dio neurofibrilarnih snopica, upalnih promje-
na, ekscitotoksi¢nost i neuronalne smrti (5).
Druge hipoteze na prvo mjesto u patofiziolo-
giji AB smjeStavaju neurofibrilarne snopice
koji dovode do destabilizacije aksona, gubitka
sinaptickih veza uz kona¢nu strukturnu dege-
neraciju neurona (6). U patofiziologiji AB sve se

viSe paZnje pridaje vaskularnim ué¢incima (7).

METODE LIJECENJA

Farmakolosko lijecenje

Patofiziologke promjene mozga u AB dovode do
poremecaja neurotransmiterskih sustava oso-
bito kolinergickog sustava, koji ima bitnu ulogu

u raznim kognitivnim procesima (8).
Iz ovih spoznaja proizisla su Cetiri lijeka koji
djeluju kao inhibitori kolinesteraze (takrin,

donepezil, rivastigmin, galantamin), a njihovo

INTRODUCTION

Alzheimer’s disease (AD) is a neurodegener-
ative brain disorder and the most common
form of dementia contributing to 60-70% of
all cases. It is estimated that 50 million peo-
ple around the world suffer from AD, and this
number is thought to triple by the year 2050
(1,2), making AD a public health priority (2).
AD is a syndrome leading to progressive loss
of cognitive functions, with a deterioration of
memory, spatial and temporal orientation, lan-
guage functions, and the ability to learn and
communicate (3). This is often followed by be-
havioural and psychological symptoms such as
depression, anxiety, and delusions. The preva-
lence of psychiatric symptoms increases with
disease duration (4). The disease ultimately

leads to complete caregiver dependence.

The etiopathophysiology of AD is not under-
stood; the amyloid cascade hypothesis is the
most widespread hypothesis. B amyloid accu-
mulation leads to the formation of extracellular
amyloid plaques. Plaques lead to hyperphospho-
rylation of tau protein, which forms intraneu-
ral neurofibrillary tangles, neuro-inflammatory
processes, excitotoxicity, and neuronal death
(5). In other hypotheses, neurofibrillary tangles
are central in the pathophysiology of AD lead-
ing to axonal destabilization, synaptic loss, and
finally structural degeneration of neurons (6).
Vascular components in the pathophysiology of

AD are also being paid more attention (7).

METHODS OF TREATMENT

Pharmacological treatment

Pathophysiological brain changes in AD lead to
neurotransmitter abnormalities, especially in
the cholinergic system, which has an important

role in cognitive processes (8).

This knowledge has led to the development of

four different cholinesterase inhibitors
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djelovanje je simptomsko i ne mijenja prirodan
tijek i ishod bolesti. Takrin, kao lijek s neprak-
ti¢nim rezimom davanja (4 puta/dan) i najne-
povoljnijim profilom nuspojava, gotovo se vise

i ne koristi u klini¢koj praksi.

Inhibitori kolinesteraze

Donepezil

Rezultati Cochrane studije koja je uklju¢ivala
8257 pacijenata s blagom, umjerenom i tes-
kom AB pokazali su statisti¢ki znacajne u¢inke
donepezila na kognitivne funkcije, ljestvice za
procjenu dnevnih aktivnosti i na ljestvici kli-
nicke procjene globalnih promjena (Clinician
-Rated Global Impression of Change Scale), ali
bez utjecaja na bihevioralne simptome. Obje
doze (5110 mg) su se pokazale u¢inkovite uz
nesto vise nuspojava kod primjene veéih doza,

ponajprije gastrointestinalnih (9).

Rivastigmine

Rezultati studije Cochrane pokazali su u¢inko-
vitost rivastigmina kod blage do umjerene AB
prigodom primjene visokih doza (6 - 12 mg/
dan), sa statisticki znadajnim pobolj$anjem
kognitivnih funkcija bez znacajnijih u¢inka na
bihevioralne simptome. Nuspojave kod pri-
mjene vi$ih doza bile su ucestalije, ponajprije
gastrointestinalne, ali su se javljale i glavobolje
isinkope. Ispitan je rivastigmin u obliku trans-
dermalnog flastera; manji flaster, manje doze
bio je jednako u¢inkovit kao vedi flaster i pero-
ralni oblik lijeka ekvivalentne dnevne doze, uz

manje nuspojava (10).

Galantamine

Uéinci galantamina su takoder analizirani stu-
dijom Cochrane koja je uklju¢ivala 6805 osoba;
rezultati su pokazali statisticki znac¢ajno po-
boljsanje kognitivnih funkcija kod blagog do
umjerenog stupnja demencije, ali bez korelacije
s dozom. Nuspojave su sli¢ne kao i kod drugih

inhibitora kolinesteraze (11).

(tacrine, donepezil, rivastigmine, galantam-
ine), whose effects are not disease-altering but
only symptomatic. The use of tacrine has all but
been abandoned in practise due to its profile of
adverse effects and impractical dosing schedule
(4 times daily).

Cholinesterase inhibitors

Donepezil

The results of a Cochrane study, which included
8257 people with mild, moderate, and severe AD
showed statistically significant improvement in
cognitive functions, activities of daily living,
and clinician-rated global impression of change
scale, with no significant effects on behavioural
symptoms. Both doses (5 mg and 10 mg) were
effective, with more adverse effects reported for

the higher dose, mainly gastrointestinal (9).

Rivastigmine

According to the results of a Cochrane study,
rivastigmine has led to statistically significant
improvement in cognitive functions in patients
with mild to moderate AD when administered
in high doses (6-12 mg). It had no significant
effect on behavioural symptoms. Adverse ef-
fects were quite common with high doses,
mostly gastrointestinal symptoms, although
headaches and syncopes were also reported.
The rivastigmine transdermal patch was also
tested; a smaller patch with a lower dosage was
as effective as both the bigger patch (higher
dosage) and the peroral form of the medicine,
which was given in the equivalent daily dose
but had less adverse effects (10).

Galantamine

The effects of galantamine were also analysed
in a Cochrane study which included 6805 sub-
jects, and the results showed a statistically sig-
nificant improvement in cognitive functions in
mild to moderate AD, with no dose-effect corre-
lation. The side effects were similar to those of

other cholinesterase inhibitors (11).
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Antagonisti NMDA receptora

Memantin

Memantin djeluje kao nekompetativni antago-
nist N-metil-d-aspartat (NMDA) glutaminskih
receptora. Glutamat je glavni ekscitatorni neu-
rotransmitor mozga koji djeluje putem NMDA
receptora s klju¢nom ulogom u funkcijama
sinapticke plasti¢nosti. Aktivacija sinapti¢kih
NMDA receptora kriti¢na je za preZivljavanje
neurona (12), ali pretjerana glutaminergicka
stimulacija dovodi do ekscitotoksi¢nosti uz
posljedi¢an gubitak sinapti¢ke funkcije i ne-
uronalne smrti (13). Ovi procesi smatraju se
etiologki povezanima s nastankom neurodege-

nerativnih promjena u AB (14).

Do vezanja memantina za receptore dolazi zbog
povisene koncentracije glutamata u sinaptickoj
pukotini, kao $to je slu¢aj u AB. Memantin dje-
luje nekompetitivnim vezanjem na ekstracelu-
larne NMDA receptore za koje ima slab afinitet
pa ubrzo nakon vezanja uslijedi disocijacija
veze, posljedi¢no tomu onemogucena je dugo-
trajna blokada i njeni negativni u¢inci na uéenje

i paméenje (15).

Prema rezultatima studije Cochrane iz 2006.
godine zakljuéeno je da $estomjese¢na primje-
na memantina kod osoba s umjereno teskim
i teSkim stupnjem demencije ima blagotvorni
ucinak na kognitivne funkcije, ponasajne simp-
tome i u ljestvicama procjene dnevnih aktivno-
sti. Kod pacijenata s blagom do umjerenom AB
pozitivne promjene u kognitivnim funkcijama
bile su jedva detektibilne, bez ikakvih poboljsa-
nja ponadajnih simptoma i u ljestvicama procje-
ne dnevnih aktivnosti. U pacijenata s vaskular-
nom demencijom nisu detektirana poboljsanja.
Zakljueno je da pacijenti na terapiji memanti-

nom rjede razvijaju agitaciju (16).

Meta-analiti¢ka studija iz 2017. godine uspore-
divala je terapijski u¢inak i sigurnost primjene
monoterapije donepezilom s kombiniranom te-
rapijom donepezilom i memantinom u osoba s

umjerenom i tesSkom AB. Analizirane su kogni-

NMDA receptor antagonists

Memantine

Memantine is a non-competitive N-methyl-d-as-
partate (NMDA) glutamine receptor antagonist.
Glutamate is the brain’s main excitatory neu-
rotransmitter, it binds to NMDA receptors and
plays a crucial role in functions of synaptic plas-
ticity. The activation of synaptic NMDA recep-
tors is critical for the survival of neurons (12),
but excessive glutaminergic stimulation leads to
excitotoxicity which causes loss of synaptic func-
tion and neuronal death (13). These processes
are believed to be a part of the pathogenesis lead-

ing to neurodegenerative changes in AD (14).

Memantine binds to receptors when high con-
centrations of glutamate are present in the syn-
aptic fissure, as is the case in AD (15). Meman-
tine binds to extracellular NMDA receptors
non-competitively, and its low affinity for these
receptors allows rapid dissociation and pre-
vents prolonged receptor blockade, which has a

negative impact on learning and memory (15).

According to the results of another Cochrane
study from 2006, six months of treatment with
memantine in subjects with moderate to severe
AD had beneficial effects on cognitive func-
tions, behavioural symptoms, and in activities
of daily living (ADL). In mild to moderate AD
the positive effects on cognitive functions were
barely detectable, with no effect on behaviour-
al symptoms and ADL. No detectable improve-
ments were registered in subjects with vascular
dementia. Patients receiving memantine were

less likely to develop agitation (16).

A 2017 meta-analytic study compared the ef-
ficacy and safety between monotherapy of do-
nepezil and combined therapy with donepezil
and memantine in subjects with moderate and
severe AD. The study analysed cognitive func-
tions, behavioural and psychological symptoms,
and global functions. The results showed the
combination therapy to be superior in all do-

mains, without significant adverse effects (16).
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tivne funkcije, ponasajni i psihi¢ki simptomi te
mjere globalnih funkcija. Rezultati su pokazali
bolji ué¢inak kombinirane terapije u svim ana-
liziranim domenama, bez razvoja znacajnih

nuspojava (17).

Meta-analiti¢ka studija iz 2018. godine uspo-
redivala je u¢inkovitost i sigurnost pojedinih
inhibitora kolinesteraze i memantina. Prema
spomenutoj studiji najbolji u¢inak na poboljsa-
nje kognitivnih funkcija kod blage do umjerene
AB postignut je (pojedina¢no) donepezilom u
dozi od 10 mg i galantaminom u dozi 24 mg ili
32 mg/dan. Kod umjerene do teske demencije
najucinkovitija je kombinacija 20 mg meman-
tina sa 10 mg donepezila. Memantin je imao
najbolji profil tolerancije. Nisu uoéeni u¢inci na

bihevioralne simptome (18).

Supstancije s djelovanjem na [3-amiloid
i tau protein

Jedan od glavnih ciljeva u istrazivanjima AB je
bolje razumijevanje patologije bolesti i prona-
laZenje terapije koja ¢e utjecati na tijek i ishod
bolesti. Medu supstancijama koje se istrazuju
su one koje djeluju na B-amiloid (smanjena
proizvodnja, smanjena agregacija ili povecan
klirens pomo¢u imunoterapije), te razne mole-
kule koje djeluju na patoloske procese vezane
za tau protein, uklju¢ujuéi one koje inhibiraju
tau fosforilaciju (litij i valproat). Istrazuje se
uc¢inkovitost i sigurnost aktivne i pasivne tau

imunizacije (19,20).

Neuromodulacijske metode
lijeCenja

Transkranijska magnetska stimulacija
(TMS)

Transkranijskna magnetska stimulacija (TMS)
je sigurna, neinvazivna, stimulacija mozga s
neuromodulacijskim i terapijskim u¢inkom koji
je duzi od samog trajanja stimulacije. Ovisno
o primijenjenim frekvencijama i intenzitetima

stimulacije TMS utjece na neuronalnu ekscita-

A 2018 meta-analytic study compared the safe-
ty and effectiveness of cholinesterase inhibi-
tors and memantine. According to this study,
the most effective approach to improving cog-
nitive functions in mild to moderate AD was
(individually) donepezil 10 mg and galantam-
ine 24 mg or 32 mg daily. For moderate to se-
vere AD the most effective therapy was a com-
bination of memantine 20 mg and donepezil
10 mg. Memantine had the best acceptability
profile. No effects on behavioural symptoms

were registered (18).

B-amyloid and tau protein targeting
therapy

Trying to better understand the underlying
pathology of AD and find disease-altering
treatments has always been the main goal in
research. Some of the substances being stud-
ied act upon B-amyloid (lowered production,
lowered aggregation, or increased clearance
with the use of immunotherapy), while others
interfere with tau protein pathology, includ-
ing inhibition of tau phosphorylation (lithium
and valproate). The efficacy and safety of active
and passive tau immunization is also being re-
searched (19,20).

Neuromodulatory treatment

Transcranial magnetic stimulation
(TMS)

Transcranial magnetic stimulation (TMS) is
a safe, non-invasive stimulation of the brain
with neuromodulator effects and therapeutic
responses that outlast the stimulation period.
Depending on the frequency and intensity of
TMS stimulation, excitatory neuronal effects
are achieved not only in the stimulated areas
but also in other interconnected brain regions
(21). High frequencies have excitatory effects
whereas low frequencies have inhibitory effects
(22). TMS is approved for the treatment of de-

pression, but its therapeutic effects are being
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bilnost ne samo stimulirane mozdane regije ve¢
i drugih medusobno povezanih mozdanih regi-
ja (21). Visoke frekvencije imaju ekscitacijski, a
niske frekvencije inhibicijski u¢inak (22). TMS
je odobren za lijecenje depresije, ali se istrazuju
mogucnosti koristenja u lije¢enju mnogih neu-
rologkih i psihijatrijskih bolesti. Kod demencija
TMS se koristi u istrazivacke svrhe direktnim
ispitivanjima kortikalne ekscitabilnosti kako bi
se bolje razumjela patofiziologija bolesti te kao
alat u dijagnosticiranju i diferencijaciji izmedu
starenja zdravog mozga, blagog kognitivnog
poremecaja (engl. Mild Cognitive Impairment
/ MCI) i AB te u diferencijaciji razli¢itih vrsta
demencija (23). U ovom osvrtu bavimo se tera-

pijskim moguc¢nostima TMS-a.

Studije su pokazale da koristenje visokih fre-
kvencija repetitivne transkranijske magnetske
stimulacije (tTMS) u stimulaciji dorzolateral-
nog prefrontalnog korteksa (DLPFK) kod oso-
ba s AB i MCI dovodi do znacajnih pozitivnih
promjena u kognitivnim funkcijama ispitanih

nizom neuropsihologijskih testova (24,25).

U jednoj studiji usporedivali su se u¢inci stimu-
lacije DLPFK visokim i niskim frekvencijama
rTMS-a na kortikalnu ekscitabilnost i kogni-
tivne funkcije. Znacdajno pobolj$anje registri-
rano je kod tretiranih visokim frekvencijama
rTMS-a, s razlikama u u¢inkovitosti medu po-
jedinim podskupinama; naime kod pacijenata s
blagom/umjerenom AB registrirana su pobolj-
$anja, dok kod onih s uznapredovalom AB nije

uoceno znacajno poboljsanje (24).

Tri studije istih autora (Cotell i sur.) istraZivale
su utjecaj rTMS na imenovanje i jezi¢ne funkci-
je kod pacijenata oboljelih od AB. Koristene su
visoke frekvencije rTMS-a nad DLPFC. U prvoj
studiji uoceni su znacajni u¢inci na imenovanje
pokreta, ali ne na imenovanju objekta (26). U
drugoj studiji dobiveni su isti rezultati, ali samo
kod pacijenata s blazim stupnjem AB, dok su i
kod onih s umjerenim i teskim stupnjem uoce-
na pobolj$anja u imenovanju pokreta i objekta

(27). U trecoj, drugatije koncipiranoj studiji, re-

researched in many other neurological and psy-
chiatric disorders. In the research of dementia,
TMS is being used as a neuroscientific tool for
studying cortical excitability in order to better
understand the pathophysiology of AD, as a di-
agnostic tool for differentiating between nor-
mal aging, mild cognitive impairment (MCI),
and AD, and differentiating between different
types of dementia (23). Here we discuss the
therapeutic effects of TMS.

Studies show that stimulation of the dorso-
lateral prefrontal cortex (DLPFC) with high
frequency repetitive transcranial magnetic
stimulation (r*TMS) in subjects with AD and
MCI leads to significant positive changes in
cognitive functions measured by a battery of

neuropsychological tests (24,25).

One study compared the effects of high versus
low frequency rTMS, applied over the DLPEC,
on cortical excitability and cognitive functions.
Significant improvements were seen in those
stimulated with high frequency rTMS. Differ-
ences in efficacy were registered between in-
dividual subgroups; significant improvements
were seen in subjects with mild/moderate AD,
whereas in those with severe AD there were no

significant improvements (24).

Three studies by the same group of authors
(Cotell et al.) studied the effects of ¥*TMS on
naming and language functions in patients with
AD using high frequency rTMS applied to the
DLPEC. In the first study, significant improve-
ments in action naming were seen, but were
absent in object naming (26). The second study
had the same results as the first for subjects with
mild AD, while those with moderate and severe
AD showed an improvement in both action and
object naming (27). The third study, conceptu-
ally different from the previous two, showed no
improvement in naming but rather in auditory
sentence comprehension, with effects still pres-

ent at 8 weeks after treatment (28).

A number of studies examined the effects of

high frequency rTMS applied in combination
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zultati nisu pokazali pobolj$anja u imenovanju,
vec¢ u auditornom razumijevanju re¢enica. Ove
promjene bile su prisutne i 8 tjedana nakon za-
vrSetka tretmana (28).

Niz studija ispitivalo je u¢inkovitost visokih
frekvencija rTMS-a u kombinaciji s kognitivnim
vjezbama koristeéi sustav NeuroAD™ (29-31).
U ovim studijama stimuliralo se §est mozdanih
regija; lijevi i desni DLPFK (prosudivanje, egze-
kutivne funkcije, dugotrajno paméenje), Brokin
i Wernickeov centar (jezi¢ne funkcije), te lijevi
i desni parijetalni somatosenzorni asocijativni
korteks (spacijalna orijentacija, praksija). Moz-
dane regije su individualno lokalizirane pomocu
MR mozga, sa ciljano pripremljenim kognitiv-
nim zadatcima koji odgovaraju pojedinoj regiji.
U svim studijama neuropsihologijskim testovi-
ma (ljestvicama) potvrdeno je znacajno pobolj-

anje ispitanih kognitivnih funkcija (32-37).

Jedna skupina autora istraZila je u¢inak rTMS-a
kao adjuvantne terapije u lije¢enju bihevioral-
nih i psihi¢kih simptoma kod pacijenata s AB.
Rezultati su pokazali znacajno pobolj$anje ko-
gnitivnih funkcija, bihevioralnih i psihi¢kih
simptoma u skupini kod koje je uz male doze

antipsihotika primijenjen rTMS (38).

Transkranijska stimulacija istosmjernom
strujom (tDCS)

U transkranijskoj stimulaciji istosmjernom
strujom (tDCS) aplicira se elektri¢na struja ja-
kosti 1 - 2 mA kroz dvije ili vie elektroda smje-
tenih na tjemenu s moduliraju¢im u¢inkom na
neuronalnu aktivnost ciljane mozdane regije.
Anodalni tDCS povecava kortikalnu ekscita-
bilnost mozga dok ju katodalni tDCS smanjuje
(39). Smatra se da tDCS ima modulacijski u¢i-
nak na kognitivne funkcije u mnogim neuro-

psihijatrijskim bolestima (40).

U nekoliko studija malih uzoraka ispitivan je
uc¢inak tDCS na kognitivne funkcije pacijenta s
AB. U jednoj od njih bilateralno je stimulirana
temporoparijetalna regija mozga a rezultat je

bio pobolj$anje memorije prepoznavanja (41).

with cognitive training using the NeuroAD™
system (29-31). In these studies, six brain re-
gions were stimulated: left and right DLPFC
(reasoning, executive functions, long-term
memory), Brocca and Wernick’s area (lan-
guage function), and the right and left pari-
etal somatosensory associative cortex (spatial
orientation, praxis). The brain regions were
individually mapped using brain MR and the
cognitive training tasks were prepared to
match the stimulated brain regions. The re-
sults of these studies showed significant im-
provement of cognitive functions, measured
using a battery of neuropsychological tests
(32-37).

One group of authors studied the effects of
high frequency rTMS as adjunctive treatment
for behavioural and psychological symptoms in
patients with AD. The results showed a signif-
icant improvement of cognitive functions and
behavioural and psychological symptoms in
those patients who received rTMS along with

small doses of antipsychotics (38).

Transcranial direct current stimulation
(tDCS)

In transcranial direct current stimulation
(tDCS) an electric current of 1-2 mA is passed
through two or more electrodes placed on the
scalp, modulating neuronal activity of the
stimulated brain region. Anodal tDCS increas-
es cortical excitability whereas cathodal tDCS
decreases it (39). It is believed that tDCS has
a modulatory effect on cognitive functions in

many neuropsychiatric disorders (40).

There are few studies of small sample sizes that
have examined the effects of tDCS on cognitive
functions in patients with AD. One such study
used tDCS to bilaterally stimulate the tempo-
roparietal brain region, with improvements in

recognition memory (41).

The results of two other studies by the same

group of researchers showed an improvement
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Rezultati drugih dviju studija iste skupine istra-
Ziva¢a navode pobolj$anje memorije vizualnog
prepoznavanja na zadatcima Visual Recognition
Memory (VRM). Rezultati su odrzani tijekom 4
tjedna (42,43). U jednoj od najnovijih studija
rezultati ukazuju na pobolj$anje kognitivnih
funkcija mjereno ljestvicom MMSE nakon vi-
Sekratne primjene tDCS (44). Cotelli i sur. su
ispitivali primjenu anodalnog tDCS nad DLPFK
zajedno s individualiziranim kompjuterizira-
nim vjezbama pamdéenja ili motori¢kim vjezba-
ma. Pacijenti su randomizirani tako da je jedna
skupina primala tDCS + vjeZbe pamdenja, druga
tDCS + motoricke vjezbe, a treca placebo tDCS
+ vjezbe pamdenja. Rezultati su pokazali pobolj-
$anje pamcenja (asocijacije ime - lice) kod obje

skupine koje su primali vjezbe paméenja (45).

U randomiziranoj placebo kontroliranoj studiji,
u kojoj je primijenjen tDCS temporalno, autori
Bystad i sur. nisu nasli bitne razlike u neuropsi-
hologijskim mjerama izmedu aktivne i placebo
skupine (46).

Kognitivna stimulacija

Rezultati recentne meta-analiti¢ke studije, koja
je ukljutivala 14 randomiziranih, placebo kontro-
liranih studija (731 osoba, 412 primalo kognitiv-
nu stimulaciju) pokazali su da kognitivna stimu-
lacija dovodi do pobolj$anja kognitivnih funkcija
mjereno ljestvicama ADAS-Cog i MMSE. UoZena
su znacajna pobolj$anja u mjerama kvalitete Zi-
vota (QoL-AD), ali bez znacajnijih promjena na
ljestvici aktivnosti dnevnog Zivota (ADL); bez
utjecaja na raspoloZenje i bihevioralne simptome
(47). Cochrane meta-analiticka studija iz 2012.

godine imala je sli¢ne rezultate (48).

ZAKLJUCCI

Demencija je te$ka neurodegenerativna bolest
koja zbog starenja populacije i sve vece pojavno-
sti postaje prioritetni javnozdravstveni problem.
Etiopatofiziologija do danas nije jasna. Etiologko

lije¢enje ne postoji. Antidementivi, koji uklju¢u-

in visual recognition memory (VRM), and

these results were retained for 4 weeks (42,43).

The results of a recent study showed improve-
ments in cognitive functions measured by
MMSE after multiple applications of tDCS (44).
Cotelli and colleagues studied the application of
anodal tDCS on the DLPFC combined with in-
dividualized computerized memory training or
motor training. The patients were randomized
into three groups: one group received tDCS +
memory training, the second group received
tDCS + motor training and the third placebo
tDCS + memory training. The results showed im-
provement in memory (face-name association)

in both groups receiving memory training (45).

In a randomized placebo-controlled study in
which tDCS was applied temporally, Bystad et
al. did not find significant differences in neu-
ropsychological tests between the active and

placebo groups (46).

Cognitive stimulation

The results of a recent meta-analytical study,
which included 14 randomized controlled
studies (731 subjects, 412 received cognitive
stimulation), showed that cognitive stimula-
tion leads to improved cognitive functioning
as measured by ADAS-Cog and MMSE. Signifi-
cant improvements were seen in Quality of Life
assessment (QoL-AD) but without differences
in the Activities of Daily Living (ADL) scale
and with no benefits on mood and behaviour-
al symptoms (47). A Cochrane meta-analytic
study from 2012 showed similar results (48).

CONCLUSION

Dementia is a severe neurodegenerative dis-
ease. It has become a public health priority due
to population ageing and increase in prevalence.
The etiopathophysiology is still unknown. No
etiological form of treatment exists. Antide-

mentia drugs include cholinesterase inhibitors
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ju inhibitore kolinesteraze i antagoniste NMDA
receptora imaju simptomatski u¢inak, ali ne mi-
jenjaju prirodan tijek iishod bolesti. Trenutno se
ispituju supstancije koje na razne nacine djeluju
na B-amiloid i tau proteine. Od neuromodulacij-
skih metode lije¢enja rTMS i tDCS su pokazali
uéinkovitost u poboljanju kognitivnih funkcija,
ali su, kao i kod drugih metoda lije¢enja, uéinci
vremenski ograni¢eni. U podru¢ju neuromodu-
lacijskog lije¢enja potrebna su daljnja standardi-
zirana istrazivanja na ve¢im uzorcima. Premalo
je randomiziranih placebo kontroliranih studija.
Studije nisu standardizirane, velike su varijacije
u metodologiji, kriterijima uklju¢ivanja, na¢inu
pradenja i vremenu trajanja samih studija. Ko-
gnitivna stimulacija se pokazala u¢inkovitom u
poboljsanju kognitivnih funkcija, ali bez bitnog
utjecaja na druge simptome vezane uz AB (npr.

raspolozenje, bihevioralni u¢inci).
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Antidepresivi u starijih osoba
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Depresija pripada u kroni¢ne poremecaje s najvecim stupnjem onesposobljenosti, a njezina ucestalost raste s
dobi. Nadalje, starije osobe oboljele od depresivnog poremecaja imaju brojna obiljezja koja ih razlikuju od ostalih
dobnih skupina, poput tjelesnih komorbiditeta zbog kojih uzimaju ¢esto brojne lijekove, ogranic¢ene pokretljivosti,
dugotrajne boli, kognitivnhog propadanja, socijalne izolacije, usamljenosti, a zbog starenja prisutne su i fizioloske
promjene u gotovo svim organima. Antidepresivi su temeljna terapija depresivnog poremecaja u svakoj zivotnoj
dobi. U mladih odraslih osoba svi su antidepresivi podjednako ucinkoviti. Medutim, uc¢inak antidepresiva u starijih
osoba je u osnovi slabiji, te se razlikuje izmedu pojedinih antidepresiva. Starije su osobe iznimno osjetljive na
nuspojave antidepresiva, kao i na farmakodinamske i farmakokinetske interakcije s drugim supstancijama. Stoga je
za uspjeh lije¢enja kljucan ciljan odabir antidepresiva, polagana titracija doze, te primjena najnize terapijske doze
odrzavanja, uz pazljivo pracenje stanja bolesnika.

Lijecenje depresije u starijoj dobi izazov je za klini¢ara. S obzirom na veliku heterogenost klinicke slike, te brojne
tjelesne bolesti, potrebna su kvalitetna istrazivanja pojedinih podskupina starijih osoba s depresijom. Individualni
pristup iznimno je bitan u svakodnevnom lije¢enju ovih vrlo ranjivih bolesnika.

/ Depression is among the most disabling chronic disorders, and its prevalence appears to increase with age. Elderly
depressed patients differ from younger adults with depression in many ways, such as the presence of multimorbidity,
complex treatment regimens, reduced mobility, chronic pain, cognitive decline, social isolation and loneliness, and
physiological changes in almost all organs. Antidepressants are the first-line treatment for depression in any age. While
all antidepressants have similar efficacy in younger adults, elderly individuals might respond differently to particular ones.
Elderly individuals are highly vulnerable to adverse events and to both pharmacodynamics and pharmacokinetic drug-
drug interactions. Therefore, careful choice of antidepressant, slow dose-titration, and the lowest effective maintenance
dose, with close monitoring for potential adversities, are essential.

Treatment of depression in older age is a major challenge. Given the substantial clinical heterogeneity of clinical
presentations and comorbid conditions, more high-quality studies are needed in selected subpopulations, while an
individualized approach remains a high priority.
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UvoD

Depresivni poremecaj moze se pojaviti u svakoj
Zivotnoj dobi, pocevsi od djetinjstva. Cilj ovog
kratkog preglednog rada jest prikaz terapije an-
tidepresivima u starijih osoba s depresivnim po-
remecajem. Na pocetku valja napomenuti da se
postojeca literatura jako razlikuje prema dobnoj
granici, kada podinje starija dob. Prema nekim
autorima je to iznad 65 (1-3), ili iznad 60 (4-6) a
prema nekima ve¢ iznad 55 godina (7,8). Nada-
lje, depresija koja se pojavi tek u starijoj Zivotnoj
dobi jos$ se naziva i depresija starije Zivotne dobi,
ili depresija s kasnim pocetkom, dok se ona koja
pocinje u ranijoj dobi naziva i depresija s ranim
pocetkom. Simptomi depresije nikako nisu dio
procesa starenja, iako pojavnost depresije raste
s dobi. Depresivni poremecaj prisutan je u 7 %
osoba starije zivotne dobi (5). Medutim, u osoba
starijih od 100 godina izmjerena je udestalost

depresivnih simptoma od ¢ak 32,2 % (9).

Postoji slozeni i jos uvijek nedovoljno poznat od-
nos izmedu depresije, posebice one s kasnim po-
¢etkom, i demencije, a posebice Alzheimerove bo-
lesti. Cini se da je njihov odnos dvosmjeran, bu-
dudi da depresija s jedne strane prethodi demen-
ciji, a s druge strane moZe biti i njezina posljedica
(6). U nedavnom preglednom radu prikazani su
neki potencijalno povoljni u¢inci selektivnih in-
hibitora ponovne pohrane serotonina (SIPSS) na

bioloske pokazatelje Alzheimerove bolesti (6).

Starije osobe s depresivnim poremecajem ima-
ju drukéija obiljezja od mladih bolesnika. Na
primjer, ¢esto su smanjene pokretljivosti, imaju
kroni¢nu bol, vrlo su krhki, ¢esto u fazi Zalova-
nja, slabijeg socioekonomskog statusa nakon
umirovljenja, te takoder socijalno izolirani i
usamljeni (5). Starenje organizma popraceno
je brojnim fiziologkim promjenama, poput gu-
bitka neurona, smanjenja protoka u mozdanim
arterijama, redukcije koli¢ine P glikoproteina,

kao i sklonosti nastanku hipotenzije (10).

Starije osobe s depresijom vrlo ¢esto imaju brojne
tjelesne komorbiditete u sklopu kojih uzimaju ra-

zne lijekove. Stoga je polifarmacija Cesta, a s njom

INTRODUCTION

Depression might occur at any age, starting
from childhood. The topic of this article is de-
pression in the elderly, late-life depression or
geriatric depression. However, the age of onset
of “older age” in the population is not clearly
defined. It refers to the presence of depressive
disorder in individuals of over 65 (1-3), 60 (4-
6), or even over 55 (7,8) years of age. If patients
experienced their first depressive episode in
this age, they are considered to have late-onset
depression, and if they had depressive episodes
previously, they had early-onset depression.
While depression is not an essential part of
ageing, the prevalence of depression appears
to increase with age. Unipolar depression was
found to affect 7% of the world’s older popula-
tion (5). However, the prevalence of depressive
symptoms in individuals older than 100 years
was 32.2% (9).

The relationship between depression, par-
ticularly the late-onset one, and dementia of
Alzheimer type (DAT) is complex. There is evi-
dence that depression in older age is both a risk
factor and a consequence of dementia (6). The
potential beneficial effects of SSRIs on patho-
physiological biomarkers of DAT has been re-

cently reviewed (6).

Older patients with depression differ sub-
stantially from younger age groups. They face
additional issues such as reduced mobility,
chronic pain, frailty, bereavement, drop in so-
cioeconomic status with retirement, and iso-
lation or loneliness (5). Ageing is also charac-
terized by a number of physiological changes,
including loss of neurons, decline in cerebral
blood flow, reduction of P-glycoprotein levels,
and higher tendency for orthostatic hypoten-
sion (10).

Depression in this age group is also character-
ized by the presence of medical comorbidities,
requiring the use of different medications and

frequently coexisting cognitive dysfunction.
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i moguénost interakcija lijekova. U starijoj dobi

je, razumije se, ¢esta i kognitivna disfunkcija.

PRIMJENA ANTIDEPRESIVA U
STARIJOJ ZIVOTNOJ DOBI

Antidepresivi su temelj lije¢enja depresije. U
najvecoj mreznoj meta-analizi do sada, u oso-
ba starijih od 18 godina svi su antidepresivi bili
u¢inkovitiji od placeba u lije¢enju akutne epizo-
de, iako su medu njima utvrdene razlike u u¢in-
kovitosti (11). Medutim, druga je meta-analiza,
koja je obuhvatila samo istrazivanja antidepre-
siva u starijoj dobi, pokazala da mnogi anti-
depresivi nisu imali vedi u¢inak nego placebo,
ali su kvetiapin i duloksetin, te takoder mir-
tazapin, escitalopram, imipramin, agomelatin
i vortioksetin, bili u¢inkoviti u ovoj populaciji
(12). Ovakvi rezultati pokazuju da je lije¢enje
depresije u starijoj dobi poseban izazov. Na pri-
mjer, ¢ak polovica starijih osoba s depresijom
nije imala dobar odgovor na prvi primijenjeni
lijek (3). Medutim, i ove ¢injenice treba uzeti s
oprezom. Spomenuta meta-analiza je analizira-
la deset puta manji broj istrazivanja (12) nego
meta-analiza koja je obuhvatila dvostruko sli-
jepa istrazivanja u odrasloj dobi (11). Naime,
starija zivotna dob je iskljuéni kriterij u veéini
istrazivanja antidepresiva. Ipak, najzanimljivi-
je jest da je kvetiapin, koji uopée nije odobren
kao monoterapija depresije, bio naju¢inkovitiji
lijek, kako u odgovoru na antidepresive, tako i
u postizanju remisije kod starijih osoba s de-
presijom (12). No ne znamo je li kvetiapin u
monoterapiji ovako u¢inkovit i u mladih oso-
ba s depresijom, jer nije bio uklju¢en u ranije
spomenutu meta-analizu (11). Valja pritom
napomenuti da su meta-analize uklju¢ile samo
dvostruko slijepa istrazivanja (11,12), te je pi-
tanje mogu li se njihovi rezultati primijeniti i
na ¢itavu populaciju starijih osoba s depresi-
jom. Naime, ukljué¢ni kriteriji za ovakva istrazi-
vanja su vrlo strogi, te pacijenti sa somatskim
multimorbiditetima, posebice s nereguliranim

tjelesnim simptomima, ne mogu biti ukljuce-

Therefore, polypharmacy is common, as are
drug-drug interactions, while the sensitivity

to adverse reactions is increased.

TREATMENT OF DEPRESSION IN
THE ELDERLY

Antidepressants are the cornerstone for the
treatment of depression. In the most compre-
hensive network meta-analysis to date in in-
dividuals older than 18 years, all antidepres-
sants had higher acute response rates com-
pared to placebo, although some differences
were demonstrated across different agents
(11). However, the other meta-analysis,
conducted specifically on elderly patients,
demonstrated that many antidepressants did
not outperform placebo, whereas quetiapine
and duloxetine, followed by mirtazapine, es-
citalopram, imipramine, agomelatine, and
vortioxetine, were the most efficacious (12).
Those findings suggest that the treatment of
depression in elderly individuals is a particu-
lar challenge. For example, half of the elderly
individuals had no response to the first-line
agent (3). However, those conclusions should
be drawn with caution, given that the former
study analysed almost 10 times more trials
(11) than the latter (12). This is because el-
derly patients were excluded from many tri-
als. The most striking finding is that quet-
iapine, which has no improved indication as
monotherapy in major depression, was the
most effective drug in terms of achieving
both response and remission during acute
treatment of depression in elderly patients
(12). While both aforementioned large me-
ta-analyses focused on randomized-con-
trolled trials (11, 12), those data, particu-
larly regarding older patients, might not be
applicable to all patients. Participants with
multiple comorbidities, especially unstable
medical conditions requiring complex drug

regimens, are usually excluded from such
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ni. A upravo je takvih bolesnika s depresijom
mnogo u svakodnevnoj praksi. Zato u literaturi
nema mnogo dokaza o u¢inku antidepresiva u
depresivnih bolesnika starije zivotne dobi, koji
se takoder lijece i zbog brojnih tjelesnih bolesti

(7), te dobivaju visestruke kombinacije lijekova.

U svakom sluéaju, terapiju antidepresivom u
osoba starije zivotne dobi treba zapoceti s polo-
vicom doze antidepresiva kojom zapoéinje lije-
¢enje u odrasloj dobi (1), s paZljivom titracijom
do minimalne ué¢inkovite doze. Na primjer, ne-
davna meta-analiza dvostruko slijepih studija
primjene SIPPSa u osoba starijih od 18 godina
pokazala je da porast okupiranosti serotonin-
skog transportera ovim lijekovima za vise od
80 % ne dovodi do daljnjeg povedanja u¢inka
(13). Iako rezultati u osoba starije dobi nisu
posebno analizirani, zapaZen je nagli porast
odustajanja od terapije zbog nuspojava, kako
se doza SIPPSa povecavala (13).

Bez obzira na potencijalnu loiju u¢inkovitost,
te ostala navedena ogranicenja, antidepresivi
su prva linija lije¢enja u starijih osoba s depre-
sijom (14), bas kao i u mladih osoba, iako je u
starijih osoba potreban dodatan oprez. Prema
uputama o lijeku neki se antidepresivi u sta-
rijih osoba preporuluju primjenjivati u nizim
dozama. Upute o titraciji, dozama odrzavanja
te maksimalnim dopustenim dozama antide-

presiva u starijih osoba prikazuje tablica 1.

Medutim, u vrlo starih osoba, ili onih s brojnim
tjelesnim bolestima, preporuduju se jo§ nize
pocetne doze, doze odrZzavanja, te maksimalne
doze (7). Duloksetin i venlafaksin smatraju se
relativno sigurnim lijekovima $to se ti¢e pro-

duzenja QTc intervala i nastanka aritmija (17).

Starije su osobe posebice osjetljive na razvoj
nuspojava, kako antidepresiva, tako i drugih
lijekova. Stoga se mogu ocekivati i farmakodi-
namske interakcije medu razli¢itim supstanci-
jama. Neke od farmakodinamskih interakcija
prikazuje tablica 2.

Napominjemo da tablica 2 ne prikazuje sve far-

makodinamske interakcije, nego samo one koje

trials. Therefore, treatment of depression in
individuals with unstable or severe medical
comorbidities is not supported by evidence
because such patients are often excluded

from clinical trials (7).

The starting dose should be half of the ini-
tial adult dose (1) and be titrated until the
patient responds. A recent meta-analysis of
double-blind trials for individuals with MDD
aged 18 years or older reported that increases
in transporter occupancy above 80% by SIPSS
did not improve treatment efficacy (13). While
the latter study did not separately address old-
er individuals, dropouts due to adverse effects

increased steeply throughout the dosing range
(13).

Regardless of those limitations, antidepres-
sants are the first-line treatment in elderly pa-
tients with depression (14), which is similar to
depression in younger individuals. However, in
the age group of the elderly, particular vigilance
is needed. According to the prescribing infor-
mation, some antidepressants require dosing
restrictions, careful initial dose titration, and

monitoring, as shown in Table 1.

However, very old patients or those with medi-
cal comorbidities need even lower initial, main-
tenance, and maximum dosages of antidepres-
sants (7).

Duloxetine and venlafaxine are considered rel-
atively safe in respect to QTc prolongation and
arrhythmias (17)

Elderly patients might be particularly sensitive
to adverse effects of antidepressants, as well as
those of other drugs. Some pharmacodynamic
interactions which might occur between an-
tidepressants and other drugs are shown in
Table 2.

Elderly individuals are more vulnerable to
side effects, which might occur in lower dos-
es. For example, it was reported that about 8%

of elderly individuals on SSRIs or venlafaxine
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TABLICA 1. Preporuke o doziranju antidepresiva u starijih osoba
TABLE 1. Dosing recommendations for antidepressants in elderly patients

Antidepresivi /
Antidepressants

Maksimalna dnevna
doza u odraslih osoba
(mg) / Maximum daily
dose in adults (mg)

Maksimalna dnevna doza u starijih osoba (mg) /
Maximum daily dose in the elderly (mg)

Sigurnost primjene / Safety considerations

SIPPS / SSRI Povecan rizik hiponatremije i padova /
Potential hyponatremia and increased risk
of falls

Citalopram / 40 20 Produzenje QTc intervala ovisno o dozi /

Citalopram Dose-dependent QTc prolongation

Escitalopram / 20 10 Produzenje QTc intervala ovisno o dozi /

Escitalopram Dose-dependent QTc prolongation

Fluoksetin / 60 40

Fluoxetine

Fluvoksamin / 300 Nema ogranicenja / No restrictions Polaganija titracija doze i pazljiva opservacija

Fluvoxamine / Slower dose titration and caution

Paroksetin / 50-60 40 Mogucnost antikolinergickih nuspojava /

Paroxetine Potential anticholinergic side effects

Sertralin / 200 Nema ogranicenja, no preporucuje se oprez / No

Sertraline restrictions, but caution is advised

SNRI/SNRI

Duloksetin / 120 Nema ogranicenja, no preporucuje se oprez / No

Duloxetine restrictions, but caution is advised

Venlafaksin / 375 Nema ogranicenja, no preporucuje se oprez / No Preporucuje se najniza ucinkovita doza /

Venlafaxine restrictions, but caution is advised Lowest effective dose is recommended

Ostali

antidepresivi

/ Other

antidepressants

Agomelatin / 50 Nema ogranicenja doze do dobi od 75 godina / No Ne preporucuje se starijima od 75 godina, jer

Agomelatine dosing restrictions up to the age of 75 years nema dovoljno podataka / Not recommended
in patients older than 75 years due to the
lack of data

Amitriptilin / 150-200 Polagana titracija, polovicom uobicajene doze Moguc¢nost antikolinergickih nuspojava i

Amitriptyline 300 mg u hospitaliziranih  / Slow dose titration; half of the usual dose is hipotenzije / Potential anticholinergic side

bolesnika / 300 for recommended effects and hypotension
inpatients

Bupropion / 300 Nema ogranicenja / No restrictions

Bupropion

Maprotilin / 150 75 Mogucnost antikolinergickih nuspojava /

Maprotiline Potential anticholinergic side effects

Mirtazapin / 45 Nema ogranicenja / No restrictions

Mirtazapine

Moklobemid / 600 Nema ogranicenja / No restrictions

Moclobemide

Reboksetin / 12 Najvisa doza u klinickim istraZivanjima: 4 mg / Ne preporucuje se u starijih osoba zbog

Reboxetine Maximum dose in clinical trials: 4 mg nedovoljno podataka / Not recommended in
elderly patients due to the lack of data

Sulpirid / 400 Nema ogranicenja / No restrictions Starije su osobe 1 osjetljive na

Sulpiride ekstrapiramidne nuspojave, sedaciju i
hipotenziju / Elderly people are more
sensitive to extrapyramidal side effects,
sedation, and hypotension

Tianeptin / 37,5 Osobe s tjelesnom tezinom<55 kg smiju primati

Tianeptine najvise 12,5 mg2 x/dan / Patients with body weight

<55 kg should receive maximum 12.5 mg b.i.d.
Trazodon / 300 Pocetna dnevna doza ne smije biti>100 mg, dok Moguca sedacija i hipotenzija / Potential
Trazodone 600 mg u hospitaliziranih  pojedine doze odrzavanja ne smiju biti vise od sedation and hypotension
osoba / 600 for 100 mg / Initial daily dose should not be >100 mg,
inpatients while separate doses should not exceed 100 mg
Vortioksetin / 20 Pocetna dnevna doza je 5 mg;

Vortioxetine

oprez s dnevnim dozama iznad 10 mg / Starting

dose should be 5 mg daily; caution with doses >10

mg daily

SIPPS = Selektivni inhibitor ponovne pohrane serotonina / SSRI = Selective serotonin reuptake inhibitor

SNRI = Selektivni inhibitor ponovne pohrane noradrenalina / SNRI = Selective noradrenaline reuptake inhibitor
(Prema Kok i Reynolds, 2017;Beyeri Johnson, 2018;www.halmed.hr, 2019;Nevels i sur., 2016) / (According to Kok and Reynolds, 2017; Beyer and Johnson, 2018; www.
halmed.hr, 2019; Nevelset et al., 2016)
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TABLICA 2. Farmakodinamske interakcije antidepresiva i ostalih lijekova
TABLE 2. Pharmacodynamic interactions between antidepressants and other drugs

Antidepresivi / Interakcije s: / Interaction with

Antidepressants

Vrsta farmakodinamske interakcije /
Pharmacodynamic interaction

1 Rizik krvarenja / T Risk of bleeding

Hiponatremija / Hyponatremia

SIPPS / SSRI Antikoagulansima / Anticoagulants
Antitrombocitnim lijekovima / Anti-platelet drugs
Nesteroidnim antireumaticima / Non-steroid anti-inflammatory drugs
SIPPS / SSRIs Diuretici / Diuretics
SNRI/ SNRIs 722/ Kidney disease
TCA/TCAs
TCA/TCAs Klozapin / Clozapine

Paroksetin / Paroxetine Olanzapin / Olanzapine
Kvetiapin / Quetiapine

Biperiden / Biperiden

Antikolinergicke nuspojave /
Anticholinergic effects

SIPPS = Selektivni inhibitori ponovne pohrane serotonina / SSRI = Selective serotonin reuptake inhibitor

727/ SSRIs = Selective serotonin reuptake inhibitors

SNRI = Selektivni inhibitori ponovne pohrane noradrenalina / SNRIs = Selective noradrenaline reuptake inhibitors

TCA =Triciklicki antidepresivi / TCAs = Tricyclic antidepressants

(Prema Trifird i Spina, 2011; Nevelsi sur., 2016;Sultana i sur., 2015) / (According to Trifird and Spina, 2011; Nevelset et al., 2016; Sultana et al.,, 2015)

su najbolje utvrdene. U starijih osoba nuspoja-
ve lijekova se javljaju ve¢ kod nizih doza nego
u mladih osoba. Na primjer, u oko 8 % starijih
osoba koje dobivaju SIPPS ili venlafaksin, zapa-
Zena je hiponatremija, kao posljedica sindroma
neadekvatne sekrecije antidiuretskog hormona
(1). Medutim, brojne se nuspojave mogu spri-
jeiti propisivanjem najnizih u¢inkovitih doza,
te pazljivim izbjegavanjem farmakodinamskih
i farmakokinetskih nuspojava (17). Opceni-
to, SIPPS i SNRI se smatraju terapijom prvog
izbora u starijih osoba s depresijom (14). Ta-
koder se individualna terapija smatra moder-
nim standardom lijeenja, $to posebice dolazi
do izraZaja u starijoj zivotnoj dobi. Tako izbor
antidepresiva moze ovisiti i o nuspojavi koju
zelimo izbjedi. Prema meta-analizi, mirtazapin
i amitriptilin bili su povezani s manje muc¢nine,
maprotilin i mianserin s rjedom nesanicom, a
tianeptin s manje vrtoglavice, u usporedbi s
ostalim antidepresivima (12). Trazodon moze
poboljsati kvalitetu spavanja. Antidepresivi koji
jako povecavaju serotonergicku aktivnost mogu
povecati vjerojatnost fraktura u starijih osoba
(17). Osim navedenih nuspojava preporuka je
da, ako ne dode do pocetnog terapijskog odgo-
vora na kraju drugog tjedna terapije, treba ili
promijeniti antidepresiv, ili dodati drugi lijek,
posebice u osoba koje imaju i druge potencijal-

ne pokazatelje lodeg odgovora na terapiju (14).

would develop hyponatremia related to the
syndrome of inappropriate secretion of the
antidiuretic hormone (SIADS) (1). Many po-
tential adverse events might be prevented by
both prescribing the lowest effective antide-
pressant dose and avoiding potential PD and
PK interactions (17).

In general, SSRI/SNRIs are considered the first-
line treatment for the depression in the elderly
(14). However, individual treatment is crucial,
especially in the elderly population. The choice
on antidepressants might also depend on the
avoidance of potential adverse events. Accord-
ing to a recent network meta-analysis of side
effects, mirtazapine and amitriptyline were
associated with less nausea, maprotiline and
mianserine with less insomnia, and tianeptine
with less dizziness, compared to some other an-
tidepressants (12). Trazodone might improve
sleep quality. Antidepressants with high sero-
tonin activity are associated with the risk of
fractures in elderly (17). In patients with poor
response to a chosen antidepressant at week 2,
a switch to another drug or the augmentation
of the current regimen is recommended, par-
ticularly in those with predictors of treatment

resistance (14).

Given that elderly patients with depression
frequently receive polypharmacy, drug-drug
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S obzirom na ¢estu polifarmaciju u starijih osoba
kod uvodenja antidepresiva bitno je uvijek raz-
motriti mogude interakcije s ostalim lijekovima.
Vecina ovih interakcija se odvija putem enzima
citokroma P 450 (CYP 450). Antidepresivi mogu
biti supstrati i/ili inhibitori nekoliko skupina

ovih enzima, kao $to je prikazano u tablici 3.

interactions also need to be considered when 341
choosing antidepressants. The majority of
those interactions occur via cytochrome P 450
(CYP 450) enzymes. Antidepressants are sub-
strates for those enzymes, and some of them
are also inhibitors of several CYP450 isoen-

zymes, which is shown in Table 3.

TABLICA 3. Antidepresivi kao supstrati i/ili inhibitori CYP 450 enzima
TABLE 3. Antidepressants as substrates and inhibitors for enzymes CYP 450

Skupina CYP450

Supstrati / Substrates
/CYP450

Inhibitori / Inhibitors Induktori / Inducers

1A2 Agomelatin / Agomelatine
Duloksetin / Duloxetine
Mirtazapin / Mirtazapine
Klozapin / Clozapine
Olanzapin / Olanzapine
Teofilin / Theophylline

CYP2C9 Varfarin / Warfarin
Losartan / Losartan
Fluoksetin (!) / Fluoxetine (})

Sertralin (1) / Sertraline (|)

CYP2C19 Amitriptilin / Amitriptyline
Citalopram / Citalopram
Escitalopram / Escitalopram
Moklobemid / Moclobemide
Klopidrogel / Clopidogrel
Omeprazol / Omeprazole

CYP2D6 Duloksetin / Duloxetine

Venlafaksin / Venlafaxine

Vortioksetin / Vortioxetine

Maprotilin / Maprotiline

Mirtazapin / Mirtazapine

Sertralin / Sertraline

Antipsihotici (flufenazin, haloperidol, risperidon)
/ Antipsychotics (fluphenazine, haloperidol,
risperidone)

Metadon / Methadone

Antiaritmici (flekainid) / Antiarrhythmics
(flecainide)

Tramadol / Tramadol

Beta-blokatori (nebivolol, metoprolol,
propranolol) / Beta-blockers (nebivolol,
metoprolol, propranolol)

CYP3A4 Kvetiapin / Quetiapine

Mirtazapin / Mirtazapine

Trazodon / Trazodone

Antipsihotici (aripiprazol, brekspiprazol,
kariprazin) / Antipsychotics (aripiprazole,
brexpiprazole, cariprazine)

Statini / Statins

Makrolidi... / Macrolides...

Fluvoksamin / Fluvoxamine
Ciprofloksacin / Ciprofloxacin
Norfloksacin / Norfloxacin

Omeprazol / Omeprazole
Rifampicin / Rifampicin
Gospina trava / St. John's wort
Karbamazepin / Carbamazepine
Ritonavir / Ritonavir

Amjodaron / Amiodarone
Fluvastatin / Fluvastatin
Lovastatin / Lovastatin
Tiklopidin / Ticlopidine
Fluoksetin (!) / Fluoxetine (})
Fluvoksamin (!) /
Fluvoxamine (!)

Paroksetin (l) / Paroxetine (!)
Sertralin (1) / Sertraline ()

Gospina trava / St. John's wort

Fluoksetin / Fluoxetine
Fluvoksamin / Fluvoxamine
Moklobemid / Moclobemide
Tiklopidin / Ticlopidine

Karbamazepin / Carbamazepine
Fenitoin / Phenytoin
Fenobarbiton / Phenobarbitone
Gospina trava / St. John's wort

Fluoksetin / Fluoxetine
Paroksetin / Paroxetine
Amjodaron / Amiodarone
Kinidin / Quinidine
Ritonavir / Ritonavir
Tiklopidin / Ticlopidine

Diltiazem / Diltiazem
Eritromicin / Erythromycin
Inhibitori protein kinaze /
Protein kinase inhibitors
Indinavir / Indinavir
Itrakonazol / Itraconazole
Ketokonazol / Ketoconazole
Verapamil / Verapamil
Fluoksetin / Fluoxetine
Fluvok in/Flu ine
Sertralin (7 doze) / Sertraline
(T doses)

Karbamazepin / Carbamazepine
Fenitoin / Phenytoin
Fenobarbiton / Phenobarbitone
Gospina trava / St. John’s Worth
Rifampicin / Rifampicin
Glukokortikoidi / Glucocorticoids

(Prema Mannheimer i sur., 2008; Spina i de Leon, 2014; Spina i sur,, 2016; Sagud i sur,2017; Pifia i sur., 2018; Goodlet i sur., 2019) / (According to Mannheimer et al., 2008;
Spina and de Leon, 2014; Spina et al., 2016; Sagud et al., 2017; PiRa et al., 2018; Goodlet et al., 2019)
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ZAKLJUCAK

Depresivni poremecaj u starijoj dobi je Zesto
tezak i onesposobljavajudi, te se svakako treba
lijeciti. S obzirom na vrlo velik raspon dobi ove
populacije, koji obuhvaca vise od 40 godina, de-
presivni poremecéaj uklju¢uje osobe u razli¢itim
Zivotnim razdobljima. Stoga osobe na donjoj
granici ovog raspona mogu jo§ uvijek biti rad-
no aktivne, dok ostale mogu biti desetlje¢ima
umirovljene. Stoga mogu postojati i zna¢ajne
razlike u Zivotnim navikama, komorbiditetu
i kognitivnim sposobnostima. Naziv , starije
osobe“ obuhvaca vrlo raznoliku populaciju, te
sadrzi vjerojatno nekoliko vrlo razli¢itih kate-
gorija. Jo§ uvijek nemamo dovoljno podataka
o u¢inkovitosti i podnosljivosti antidepresiva
u starijoj populaciji. Za sada, dok jo§ nemamo
pouzdanih biologkih pokazatelja, izbor anti-
depresiva se temelji na vodeéim simptomima
kod pojedine osobe, prisutnosti tjelesnih bo-
lesti, nuspojavama koje Zelimo izbjeéi, te osta-
loj terapiji koju bolesnik dobiva. Individualni
pristup, uz uporabu najnize u¢inkovite doze,
principi su moderne psihofarmakologije, a od
klju¢ne su vaZznosti u osobito ranjivoj populaciji

starijih bolesnika s depresivnim poremecajem.
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Kod svakog bolesnika, a osobito onog s neizljecivom bolesti kao $to je demencija, neophodan je holisticki pristup.
Posljednjih godina se razvojem palijativne medicine nastoji ublaziti tjelesna bol i psiholoska patnja, kako bi se
bolesniku poboljsala preostala kvaliteta Zivota i omogucilo dostojanstveno umiranje. Patnja kroz koju prolazi
bolesnik utjece na ¢lanove njegove obitelji, ali i na medicinsko osoblje - ¢lanove palijativnog tima. Postavlja se pitanje
kako pomo¢i kada je kurativha medicina svojim dijagnostickim i terapijskim pristupom iscrpila svoje moguénosti.
Buduci da je jedan od principa djelovanja u palijativnoj medicini integralna medicinska skrb na fizi¢koj, psihi¢koj i
duhovnoj razini, najprihvatljivija psihoterapijska metoda kod ovih bolesnika je logoterapija, koja osobu dozivljava
kroz sve ove dimenzije, a posebno naglasava vaznost duhovne. Logoterapija se uspje$no koristi i kod ¢lanova obitelji
bolesnika, a njeni principi pomazu i ¢lanovima palijativnog tima da se nose s razli¢itim izazovima svakodnevnog
posla. U sredistu logoterapije je spoznaja da je Covjek, prema svojoj prirodi, usmjeren prema trazenju smisla, u cemu
treba osluskivati svoju savjest. Logoterapija ukazuje na prepoznavanje sudbinskog i slobodnog prostora i potic¢e
na aktivno djelovanje u slobodnom prostoru. Cak i kada se sudbina ne moze promijeniti (bolest, smrt), ovjek je
slobodan prema njoj zauzeti stav. Nasa najjaca motivacija je traziti smisao izvan sebe, u nekome ili ne¢emu, na nacin

da nadidemo svoje,ja". Imati smislenu zivotnu zadacu, znaci imati zdravi Zivot.

| With each patient, especially those with an incurable disease such as dementia, a holistic approach is essential.
In recent years, through the development of palliative medicine, medical professionals have been trying to reduce
physical pain and psychological suffering in order to improve the patient’s quality of life and to enable a dignified
death. The patient’s suffering affects their family members, as well as medical staff - the palliative care professionals.
The question is how to help when curative medicine has exhausted all its options with its diagnostic and therapy
treatments. Since integral medical care on a physical, psychological, and spiritual level is one of the principles of action
in palliative medicine, the best psychotherapeutic method for treating such patients is logotherapy, which considers
a person through all these dimensions, with special focus on the spiritual. Logotherapy is successfully used with the
patient’s family members, and its principles help palliative care professionals deal with the different challenges of their

daily work.

Logotherapy is based on the understanding that it is in the human nature to search for meaning while guided by
conscience. Logotherapy points at recognizing human fate and freedom and encourages actively exercising that freedom.
Even when fate cannot be changed (death, illness), a person is free to choose the attitude they have toward it. Our strongest
motivation is to search for meaning outside ourselves, in someone or something, by transcending our “self” To have a

meaningful purpose in life is to have a healthy life.
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uvoD
Od psihoterapijskih metoda prikladnih za osobe

kojima je dijagnosticirana teska, neizlje¢iva bo-
lest navode se egzistencijska psihoterapija, neki
elementi kognitivno-bihevioralne, psihodinam-
ske i interpersonalne psihoterapije te grupne
intervencije (grupe bolesnika i grupe obitelji)
(1,2). S obzirom na specifi¢nost problematike
(suocavanje sa smrc¢u i smislom Zivota) te nuz-
nost holisti¢kog pristupa, korisna je i logotera-
pija. Ovu vrstu psihoterapije utemeljio je Viktor
E. Frankl (1905.-1997.), poznati be¢ki neurolog
ipsihijatar. Logoterapija (logos, gr.- smisao, um,
govor, zakon) je psihoterapijski pravac izrastao
iz egzistencijske analize, koja po¢iva na filozof-

skom pravcu, egzistencijalizmu (3).

TEMELJI LOGOTERAPIJE

Franklova antropologija prikazuje ¢ovjeka kao
tjelesno, psihi¢ko i duhovno bice, koje je je-
dinstveno i neponovljivo, koje je upuéeno na
druge i ima potrebu za traZenjem smisla. Mo-
Zemo otkrivati smisao u Zivotu na tri nacina:
1. djelovanjem (hobi, posao, sport); 2. doZiv-
ljajima (umjetnost, boravak u prirodi, ljubav);
3. patnjom (4). Upravo zbog svoje duhovne
dimenzije ¢ovjek ima sposobnost odmaknuti
se od sebe, tj. odredi se nelega i podnijeti ne-
ugodne osjecaje samo ako za to ima smisleni
razlog (5). Iako nas odreduje bioloska, psiho-
logka i socioloska komponenta, nista nas od
toga ne treba odrediti jer sve ovisi o nasem

stavu, o naSem duhovnom. Ovo najvise do-

INTRODUCTION

Psychotherapeutic methods considered appro-
priate for patients diagnosed with a serious,
incurable disease are existential psychotherapy,
some elements of cognitive behavioural therapy,
psychodynamic and interpersonal psychothera-
Py, as well as group interventions (patient groups
and family groups) (1,2). Considering the spec-
ificity of the issue (confronting death and the
meaning of life) and the necessity of a holistic
approach, logotherapy is beneficial as well. This
type of psychotherapy was established by Viktor
E. Frankl (1905-1997), a well-known Viennese
neurologist and psychiatrist. Logotherapy (logos,
gr. - meaning, mind, speech, law) is a form of psy-
chotherapy based on existential analysis, which

rests on the philosophy of existentialism (3).

BASIC PRINCIPLES OF
LOGOTHERAPY

Frankl’s anthropology considers a person a
physiological, psychological, and spiritual being
which is unique and unrepeatable, directed to-
wards others, and which has a need to search for
meaning (“will-to-meaning”). Meaning in life
can be discovered in three ways: 1. through ac-
tion (hobby, work, sport); 2. through experience
(art, staying in nature, love); 3. through suffer-
ing (4). It is precisely the spiritual dimension
which allows self-transcendence, which means
giving up something and bearing unpleasant
feelings, but only if there is a meaningful rea-

son for it (5). Even though we are determined
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lazi do izraZaja u suocavanju s neizbjeznom
patnjom (bolest, smrt). Logoterapija pomaze
osobi da uvidi - iako su ¢injenice o njegovoj
nesredi to¢ne i nepromjenjive — da joj ipak pre-
ostaje izbor stava prema njima. Logoterapija
poziva osobu da svoje trpljenje ugradi u neku
smislenu vezu koju moze shvatiti i prihvatiti
(6). U pristupu ¢ovjeku oslanja se na njego-
ve ,, jake strane“ trazedi ono §to je pozitivno,
njegove dobre osobine i talente. Dakle, imamo
slobodu, ali i odgovornost za odluku i smisleno
djelovanje u svakom danu jer je zivot potreb-
no shvacati kao zadacu. Ne postoji jedinstveni
recept za nalaZenje smisla, jer zadace se mije-
njaju ne samo od ¢ovjeka do ¢ovjeka - u skladu
s jedinstvenogéu svake osobe - veé i iz sata u
sat, prema neponovljivosti svake situacije (5).
Sto je smisao opseZniji, to je manje shvatljiv.
Covjek ima svijest o svojoj zemaljskoj prola-
Prema Franklu, upravo nam ta ograni¢enost
omogucava da shvatimo dragocjenost svakog
Zivotnog trenutka, te upozorava: ,Sve §to je
u vje¢nosti zapisano ne moze se izgubiti - to
nam je utjeha i nada. No, isto tako vrijedi da
se u njoj vi$e nista ne da ispraviti - to nam je

opomena i podsjetnik” (3).

Logoterapijske metode zasnivaju se na pre-
poznavanju odrednica sudbine i slobodnog
prostora. Buduéi da logoterapeut nacelno dje-
luje na podrugju slobodnog duhovnog stava
pacijenta, upuduje ga na aktivan stav prema
zivotu (problemu), tj. da Zivot moze ili pozi-
tivno preoblikovati ili ignorirati ili ironizira-
ti. U tome se ocituju tri glavne logoterapijske
tehnike: modulacija stava (pomicanje tezista s
negativnog na pozitivno), paradoksna inten-
cija (ironiziranje, ismijavanje vlastitog straha,
prizeljkuje ono ¢ega se boji) i Sokratovski dija-
log (pazljivo sluganje bolesnikovih odgovora,
kako bi mu se pomoglo da osvijesti svoja zna-
nja i iskustva). Ostale logoterapijske tehnike
su derefleksija (nadilaZenje sebe i usmjera-

vanje nekom smislenom cilju), prkosna mo¢

by our biological, psychological, and sociological
components, none of these need to define us
because everything depends on our attitude,
our spiritual component. This becomes evident
in dealing with unavoidable suffering (illness,
death). Logotherapy helps a person see that
they still have the freedom to choose their at-
titude even though their misery is real and im-
mutable. Logotherapy invites a person to create
something they can understand and accept out
of their suffering (6). In its approach to peo-
ple, it relies on their “strengths”, searching for
their positive aspects, their virtues and talents.
Therefore, we have freedom, as well as a respon-
sibility to choose and act meaningfully each day
because life has to be seen as a task. There is no
one recipe for finding meaning because tasks
vary not only from person to person (in accord-
ance with the uniqueness of each individual)
but also from hour to hour in accordance with
the uniqueness of each situation (5). The more
comprehensive the meaning, the less under-
standable it is. A person is aware of their limited
time on Earth and they live their life by moving
towards death. According to Frankl, this limited
time allows us to understand that each moment
is precious and warns: “All that is set in eternity
cannot be lost - this is our solace and hope. Yet,
it is likewise true that in eternity nothing can be

changed - this is our warning and reminder” (3).

The methods of logotherapy are based on recog-
nizing the determinants of destiny and freedom.
Since a logotherapist primarily acts in the area
of free spiritual attitude of the patient, they di-
rect the patient to an active attitude towards life
(the problem), i.e. that they can either positively
reshape or ignore or ironize life. This is demon-
strated by the three main techniques of logother-
apy: formation of attitude (shifting the focus
from negative to positive), paradoxical intention
(ironizing, ridiculing our own fear, wishing for
the feared thing), and Socratic dialogue (paying
close attention to the patient’s words to help
them derive meaning from their experiences).

Other techniques are dereflection (transcend-
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duha (duhovna dimenzija se suprotstavlja
psihi¢kom, tjelesnom i socijalnom, zbog neke
znacajne vrijednosti/osobe), autotranscen-
dencija (zaboraviti na samoga sebe, dati pred-
nost nekome ili ne¢emu do ¢ega nam je stalo)
(6,7).

LOGOTERAPIJA | DEMENCIJA

Svatko tko se susreo s umiru¢im (palijativnim)
bolesnikom zna koliko je neophodna psiholos-
ka pomo¢ tom bolesniku, njegovoj obitelji, a
takoder i osobama koje su ¢lanovi palijativnog
tima (medicinske sestre i tehnicari, njegovate-
lji, psiholozi, fizioterapeuti, lije¢nici, socijalni

radnici...).

Bolesnik s demencijom, osobito u prvim fa-
zama bolesti, dok jo§ mozZe biti svjestan simp-
toma i prognoze bolesti, prolazi kroz razdoblje
straha, brige i ljutnje. Opcenito, kod bolesni-
ka u terminalnoj fazi bolesti javlja se strah od
smrti, duSevna patnja zbog ,gubitka smisla“
patnja zbog osjecaja otudenosti i osamljenosti
(8,9). Takve je bolesnike potrebno usmjeravati
na pozitivne, Zivotne dogadaje i njihova posti-
gnuda, te da nadu mir s prosloscu i prihvate
bolest (9). U razgovoru s bolesnikom treba tra-
Ziti njegove preostale snage i talente, pa dok
jo§ postoje kognitivne i funkcijske sposobno-
sti, poticati na aktivnosti i to uvijek s usmjera-
vanjem na nekoga i nesto (3,10). Tako je npr.
bolesnica opisivala kako u domu umirovlje-
nika plete alove za napustenu djecu i tako u
osmisljeno provedenom vremenu, zaboravi na
svoju osamljenost i brige (metode: derefleksija,
samonadilaZenje). U isto vrijeme vjeZba kogni-
ciju i motoriku. Kod bolesnika s uznapredova-
lom demencijom, kada je komunikacija gotovo
nemoguca, moze se dogoditi da prepoznamo
,bljesak bistrog razuma“ koji nas podsjeti da je
pred nama jedinstvena osoba sa svojim cjelo-
Zivotnim Zalostima, radostima, postignudima,
brigama... Pa ako i ne doZivimo nikada takav

“bljesak®, to je osoba koju treba postovati do

ing the self and focusing on a meaningful goal),
changing the thought focus (spiritual dimension
opposes the psychological, physical, and social
ones because of a significant value/person),
self-transcendence (forgetting our self, prioritiz-

ing someone or something we care about) (6,7).

LOGOTHERAPY AND DEMENTIA

Anyone who has ever dealt with a dying (palli-
ative) patient knows how crucial psychological
help is to that patient, their family, and to the
palliative care professionals (nurses, carers,
psychologists, physiotherapists, doctors, social

workers, etc.).

Patients with dementia, especially in the
early stages of the disease, while they can still
be aware of the symptoms and prognosis, go
through a period of fear, worry and anger. Gen-
erally, patients in the terminal stage of their
disease experience a fear of death, mental an-
guish over the “loss of meaning”, and suffer
because of a sense of alienation and loneliness
(8,9). These patients should be directed to-
wards the positive events in life, their accom-
plishments, as well as towards finding peace

with the past and accepting their illness (9).

In conversation with the patient, the logother-
apist should search for the patient’s remaining
strengths and talents. While their cognitive and
functional abilities are still present, activities
should be encouraged and always directed to-
ward someone or something (3,10). For example,
a patient at a nursing home has described how
she knits scarves for abandoned children and by
spending her time in that way forgets about her
loneliness and worries (techniques: dereflection,
self-transcending). At the same time, she practic-
es her cognitive and motor skills. While dealing
with patients in the final stages of dementia,
when communication is almost impossible, we
can recognize a “spark of lucidity” in the patient

which reminds us that we face a unique person
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njenog zadnjeg trenutka. Zbog ¢ovjekove du-
hovne dimenzije Frankl naglagava vaznost po-
§tovanja prema ljudskom Zivotu do njegovog
kraja (5).

Clanovi obitelji su s jedne strane zaprepaste-
ni promjenama koje vide u svojim najmilijima;
postaju svjesni tijeka i prognoze bolesti te pro-
laze kroz proces zalovanja jer ih jo$ za vrije-
me njihovog Zivota na odredeni nadin gube. S
druge strane su iscrpljeni i na njih ljuti, jer je
skrb o ovim bolesnicima veliki psihofizi¢ki i fi-
nancijski napor (11). Logoterapija i ovdje nudi
(supruzniku ili djeci bolesnika s demencijom)
da prepoznaju ,sudbinsko” (pojava demencije
u obitelji) i ,slobodan prostor® u kojem traze
najsmisleniju moguénost djelovanja. Upucuje
ih da se usredoto¢e na odnos koji jos posto-
ji, a ne da Zaluju za izgubljenim. Prihvacanje
bolesti ¢lana obitelji, prihvacanje da o njemu
skrbe, odabiranje pozitivnog stava i aktivno
traZenje novih mogucnosti, umanjuje osjecaj
njihove iscrpljenosti (12). Smisao sudbine
koju podnosi neki ¢ovjek (sam bolesnik ili
¢lan njegove obitelji) je da je on prvo, oblikuje
- gdje god je to moguce i drugo, da je podnosi
- kad je to nuzno. Prema Franklu, zivot uvi-
jek ima smisla, ¢ak i u patnji i u smrti moze
se nadi smisao samo ako ¢ovjek prema njima
zauzme pravilan stav. Modulacija stava tera-
pijska je pomo¢ kojom se sluzimo u sudbin-
skom trpljenju, a derefleksija tehnika kojom
se reducira nepotrebno trpljenje i koja sadrzi
klju¢ do duhovne ¢ovjekove slobode u kojoj ne
trijumfiraju nagoni nego snaga volje i razuma
(3,6,7).

Koliko god Zivot s ovim bolesnicima dovodi
do iscrpljenosti ukuéana, znaju se ¢uti i dru-
gadija iskustva. Sudjelovanje u odgovornom
preuzimanju brige o starijim ¢lanovima obi-
telji mnogima ¢e kasnije biti putokaz u njiho-
vim Zivotima. Tako je jedna snaha dovodedi
na pregled dementnog bolesnika s brojnim
smetnjama ponasanja spontano prokomen-

tirala kako njihova obitelj ,raste kroz ovu si-

with their lifelong sorrows, joys, accomplish-
ments, worries, etc. Even if we never see this
“spark”, this is still a person deserving of respect
until their dying moment. Frankl highlights the
importance of respect towards human life until

its end because of our spiritual dimension (5).

Family members are stunned by the changes
they see in their loved ones. They become aware
of the course and prognosis of the illness and
go through a grieving process because, in a way,
they are losing their loved ones while they are
still alive. On the other hand, they are exhaust-
ed and angry at them because care for these
patients is a great psycho-physical and financial
burden (11). Here, logotherapy offers to spous-
es or children of dementia patients a chance to
recognize the “destiny” (dementia in family)
and “freedom” to find the most meaningful
course of action. It directs them to focus on the
still existing relationship, instead of mourning
the one they lost. By accepting the disease of
their family member, agreeing to take care of
them, choosing a positive attitude, and active-
ly seeking new opportunities, they lessen their
sense of exhaustion (12). The meaning of a
person’s destiny (the patient’s or their family
member’s) is, firstly, that the person shapes it
- where possible, and secondly, that they bear
it - when necessary. According to Frankl, life
always has a meaning; meaning can be found
even in suffering and death, only if a person
chooses the right attitude. Formation of atti-
tude is a therapeutic assistance we use to help
with suffering due to destiny, while dereflec-
tion reduces unnecessary suffering and holds
the key to a person’s spiritual freedom in which
the strength of will and reason triumph over
instincts (3,6,7). As much as life with these
patients leads to exhaustion in the household,
there have been different experiences as well.
For many, participating in responsible care for
older family members will serve as guidance
later in their lives. For example, a daughter-
in-law who brought a dementia patient with

behavioural problems for a check-up spontane-
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tuaciju®. U susretu s teSkom boleséu i smrti
osoba postaje svjesna ogranienosti zivota i
svjesna svoje odgovornosti te po¢inje cijeniti
svaki dan kao $ansu da se jo$ nesto ulini, da se
ne propusti prilika za razgovor, $etnju, izmi-
renje... Kada se sve mogu¢nosti iscrpe, logote-
rapeut je tu da slusa i dade utjehu, pomogne u

procesu zalovanja.

Clanovi palijativnog tima svakodnevno se
susre¢u s bolesnicima koji unato¢ njihovim
naporima ne pokazuju znacajnija pobolj$anja
ili dapace, vrlo brzo psihi¢ki i tjelesno propa-
daju. Ovdje treba dodati i ¢injenicu da vec¢ina
ljudi osjeca nelagodu kada se susrece s umi-
ranjem i smréu bolesnika. Osim toga, stresni
¢imbenici medicinskog osoblja na palijativ-
nom odjelu su nedostatak vremena, nedovo-
ljan broj osoblja, slozenost odnosa s bolesni-
kom, a jo$ vise njegovom obitelji koja ponekad
ima nerealna o¢ekivanja. Zato ne treba ¢uditi
podatak da se za rad na palijativhom odjelu

malotko odlutuje.

U literaturi se kao zastitni ¢imbenik u savlada-
vanju navedenih stresova ¢lanova palijativnog
tima spominje nalaZenje smisla u zanimanju
te opdenito nalaZzenje smisla Zivota, $to pro-
izlazi iz osobina li¢nosti (optimizam, samo-
postovanje) i pozitivnog stava prema Zivotu.
Ove osobe imaju vide empatije, svjesnije su
zivota, duhovno orijentirane zbog ponavlja-
nog izlaganja smrti. Naime, brigom za osobe
koje su na kraju Zivota stjece se psihologka
zrelost koja dovodi do osobnog rasta i dubljeg
dozivljavanja zivota (13,14). Frankl govori o
ostvarivanju stvaralac¢kih vrednota na radnom
mjestu; tamo gdje se uéini nesto osobno, izvan
vi§e-manje propisanih duZnosti, tek tamo se
otkriva moguénost da se kroz zanimanje oso-
ba ispuni smislom. Nenadoknadivost i neza-
mjenjivost, ono neponovljivo i jedinstveno
ovisi uvijek o ¢ovjeku, o tome tko radi i kako
radi, a ne o tome 3to radi. Covjek na svom po-
slu moZe postiéi stvaralacke vrednote i jedin-

stveno samoostvarivanje (5).

ously commented that their family is “growing

through this situation”.

When dealing with a serious illness and death,
a person becomes aware of the finality of life
and of their responsibility. They start to appre-
ciate each day as a chance to do something, not
to miss a chance for a conversation, a walk, rec-
onciliation, etc. Once all the possibilities are de-
pleted, the logotherapist is there to lend an ear,

to offer comfort, to help in the grieving process.

Palliative care professionals daily deal with
patients who, despite their efforts, do not show
significant improvement or who deteriorate
very quickly both psychologically and physi-
cally. Here, it should be added that most peo-
ple feel uneasy when faced with dying and the
death of patients. Additional stress factors of
medical professionals at palliative care wards
include a lack of time, a shortage of staff, the
complexity of the relationship with the pa-
tient and of the relationship with their family,
who sometimes have unrealistic expectations.
Therefore, it is unsurprising that a job at a pal-

liative care ward is not a popular choice.

In the scientific literature, finding the meaning in
their vocation and in life in general is mentioned
as a measure for overcoming the aforementioned
stress in palliative care professionals. Finding
meaning stems from their personality traits (op-
timism, self-respect) and a positive attitude to-
wards life. These individuals feel more alive, em-
pathic, and spiritually oriented because of their
repeated exposure to death. Through care for the
dying, they become psychologically mature which
leads to personal growth and a deeper experi-
ence of life (13,14). Frankl speaks of achieving
creative values at the workplace; when someone
does something personal, beyond their more-or-
less defined duties, they reveal the possibility of
fulfilment through their vocation. A man is by
nature irreplaceable and unique; what matters
is who does something and how they do it, not
what they do. Humans can discover creative val-

ues and self-realization in the workplace (5).
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ZAKLJUCAK

U susretu s bolesnikom koji ima demenciju ni-
$ta se ne smije izgubiti iz vida: ni somatska, ni
psihicka, ni duhovna dimenzija. Iako se ¢ini da
se na ovom podrudju vrlo malo ili ni§ta moze
udiniti, i to malo, bolesniku i njegovoj obitelji
moze biti znacajno. Logoterapeut treba pomo-
¢i osobi da se trgne iz nesretnog samosazalje-
nja. Ako ve¢ ne moze oblikovati sudbinu, tre-
ba joj pravilnim drzanjem iéi u susret, podici
pogled (od patnje), prosiriti horizont, usmje-
riti se na nekoga i time nadi¢i sebe. Kako bi
mogao izdrzati u ovom nastojanju, potrebno
je svakodnevno graditi svijest o konkretnoj,
osobnoj zadadi, o jedinstvenom smislu svog
bitka.
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CONCLUSION

When dealing with a patient with dementia
nothing can be ignored; not the somatic, nor psy-
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shift their gaze from suffering, widen their hori-
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severe in this effort, they should daily build con-
sciousness about their concrete, personal task,
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Neuroloske promjene u dugovjecnosti

/ Neurological Changes in Longevity

Natasa Klepac
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neurologiju i neurofiziologiju, Zagreb, Hrvatska
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and Neurophysiology, Zagreb, Croatia

Ucestalost neuroloskih bolesti kao i njihovo breme postaju rastuci problem kao rezultat starenja populacije.
Neuroloske bolesti povezane su s visokom smrtnoscu, invaliditetom, institucionalizacijom i hospitalizacijom a
broj ljudi koji boluju od neuroloskih bolesti svakim danom sve vise raste. Porast ucestalosti onesposobljavajucih,
neizljec¢ivih neuroloskih poremecaja ima poguban utjecaj na bolesnike, obitelji, ali i ¢itavo drustvo, te traZzenje nacina
za usporenje njihove progresije i smanjenje ucestalosti postaje imperativ. Starenje je povezano s nakupljanjem
mnogih patoloskih stanja, posebno cerebrovaskularne bolesti, ali i s pojavom neurodegeneracije. U ¢este neuroloske
poremecaja koji pogadaju stariju populaciju ubrajamo mozdani udar, polineuropatiju, Alzheimerovu bolest i
Parkinsonovu bolest. Samo Alzheimerova bolest zahvaca jednu tre¢inu osoba starijih od 85 godina te se ocekuje
da se broj oboljelih koji je u 2015. godini procijenjen na 40 milijuna poveca na 135 milijuna do 2050. godine. Svake
godine 15 milijuna ljudi Sirom svijeta doZivi mozdani udar. Oko 6 milijuna tih ljudi umre u roku od jednog sata, a 5
milijuna bolesnika ostaje trajno onesposobljeno. Incidencija Parkinsonove bolesti raste s godinama i ne pokazuje
pad ni u najstarijim dobnim skupinama. Polineuropatija se javlja u 5,5 % starije populacije, njezina prevalencija raste
s dobi te je u skupini ispitanika starijih od 80 godina iznosila ¢ak 13,2 %. Epilepsija se relativno ¢esce javlja u starije
populacije u usporedbi s djecom i odraslima, a njezina sve veca ucestalost u starijih osoba povezana je s porastom
razli¢itih etiologija epileptogenih stanja koja mogu predstavljati terapijske ciljeve. Zbog vrhunca incidencije nakon
75. godine starenje globalne populacije u narednim ¢e godinama takoder rezultirati velikim brojem bolesnika koji
boluju od amiotrofi¢ne lateralne skleroze.

S obzirom na svjetski trend starenja populacije koji ima za posljedicu povecanu ucestalost neuroloskih bolesti
prevencija i adekvatno zbrinjavanje neuroloskih zbivanja postaju javnozdravstveno pitanje.

/ Neurological diseases are becoming more prevalent as the world’s population ages, and their burden is expected to
increase globally. The number of people living with neurological conditions in the world is rising and will continue to
increase. The increase in the frequency of disabling, currently incurable neurologic disorders is likely to have a devastating
impact on individuals, families, and societies, unless effective means to reduce the incidence and progression of these
diseases are discovered. Moreover, neurological diseases are associated with a high risk for adverse health outcomes,
including mortality, disability, institutionalization, and hospitalization. Ageing is associated with accumulation of
many pathologies, notably cerebrovascular disease, but also with the emergence of neurodegeneration. Some of the
more common neurological disorders that affect older adults include stroke, polyneuropathy, Alzheimer’s disease, and
Parkinson’s disease. Alzheimer’s disease alone affects between one-third and one-half of people above 85 years of age;
thus, the number of people affected, estimated at 40 million worldwide in 2015, is anticipated to increase to 135 million by
2050. Every year, 15 million people worldwide suffer a stroke. About 6 million of these people die within hours, and another
5 million are left disabled. The prevalence of Parkinson’s disease increases with age, with no levelling off in the highest age
categories. Polyneuropathy occurs in 5.5% of the elderly population and increases with age with a prevalence of 13.2%
in the group of people over the age of 80. Epilepsy is comparatively more frequent in the older population compared with
children and adults, and its increasing incidence in the elderly is related to the rise in age-related epileptogenic conditions
with specific underlying pathophysiological mechanisms that may represent therapeutic targets. Because of a peak of
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incidence around after 75 years of age, ageing of the global population will also result in a great increase in the number

of patients suffering from amyotrophic lateral sclerosis in the coming years.

Since the aging population is a real public health issue, it is essential to identify the incidence and prevalence of neurologic

diseases in the elderly population in order to develop strategies for prevention and management.
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UvoD

Starenje populacije je demografski fenomen s
velikim posljedicama u razli¢itim sektorima.
Prema podatcima iz 2017. godine broj ljudi sta-
rijih od 60 godina do 2050. godine udvostrudit
Ce se od 962 milijuna u 2017. na 2,1 milijardu
2050. godine. Najstariji udio stanovni$tva koje
predstavlja populacija starija od 80 godina u
istom e se razdoblju utrostruéiti sa 137 mili-
juna u 2017. na 425 milijuna 2050. godine (1).
Starenje stanovnistva rezultira snaZnim pora-
stom broja bolesnika, jer se o¢ekuje da se uce-
stalost vecine bolesti povecava s dobi. Kako bi
se te bolesti mogle pravodobno lije¢iti te poten-
cijalno prevenirati, osnovno je otkriti njihove
¢imbenike rizika. Kao odgovor na ovaj problem
koji je novonastao u svjetlu aktualnih demo-
grafskih promjena provedene su prospektivne
studije pracenja zdrave populacije. Rezultati
tih istrazivanja su pokazali usku povezanost
izmedu Zivotne dobi i u¢estalosti mnogih neu-
rologkih poremecaja te nametnuli zaklju¢ak da
je upravo neurologija medicinska disciplina na
koju starenje stanovni$tva ima poseban utjecaj.

Stovise, neuroloski i psihijatrijski poremecaji

INTRODUCTION

The increase in the number of elderly people of
the world population is an ongoing worldwide
phenomenon with major implications in many
different sectors. According to the World Popu-
lation Prospects: the 2017 Revision, the num-
ber of people over 60 will more than double by
2050 - from 962 million in 2017 to 2.1 billion
in 2050. The oldest segment of the population,
that is, people over 80 years of age, is expected
to triple over this period, from 137 million in
2017 to 425 million in 2050 (1). As a response
to the demographic changes that lead to an
increase of the proportion of elderly people
in most populations, several prospective fol-
low-up studies have been conducted. It is clear
that the aging of the population will produce
a strong rise in the number of elderly people
living with diseases, as most diseases cluster at
the end of life, and that to discover the caus-
es of diseases in the elderly one would have to
study risk factors of those diseases. Results
showed that there is the close relationship be-
tween age and the incidence of many neurolog-

ical disorders, and that neurology is a medical
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bili su najvazniji uzroci invalidnosti u starijih
osoba (2). Socioekonomski teret neuroloskih
bolesti naglo raste starenjem stanovnistva i
stalnim porastom ocekivanog trajanja zivota
girom svijeta te nedavna studija procjenjuje
da globalni troskovi iznose vise od 2 % svjet-
skog bruto drustvenog proizvoda. Ocekuje se
da ¢e se s obzirom na demografske promjene
ovaj trend dalje nastaviti (3). Javno zdravstve-
ni izvjestaji Velike Britanije za 2018. godinu
“Neurology Mortality” pokazao je trend porasta
smrtnosti od neuroloskih bolesti za 39 % tije-
kom 13 godina, dok je smrtnost populacije u
istom razdoblju pala za 6 % (4). Kao posljedica
navedenih promjena danas postoji tendencija
da se neurologke bolesti proglase javno zdrav-

stvenim prioritetima.

NEUROLOSKI POREMECAJI U
STARIJOJ POPULACUI

Starenje populacije rezultira pove¢anim brojem
odredenih neurologkih bolesti, ali pri tome ne
treba izgubiti iz vida da udestalost pojedinih
neuroloskih zbivanja ne prati porast zivotne
dobi. Neki od neuroloskih poremecaja, poput
glavobolje, uobicajeni su u populaciji tijekom
zivota, ali se njihova ucestalost ne povecava u
starijoj zivotnoj dobi. Naprotiv, pojedina zbiva-
nja poput migrene ¢e$¢a su u mladoj Zivotnoj
dobi tako da bolesnica koja je imala ulestale
napade migrene u dobi iznad 60 godina moze
imati znatno rjede napade ili napadi mogu u
potpunosti izostati. Starenje je povezano s na-
kupljanjem mnogih patologija, posebno u sklo-
pu cerebrovaskularne bolesti, ali i s pojavom
neurodegeneracije. Neki od ¢e$c¢ih neurolos-
kih poremecaja koji pogadaju starije osobe su
mozdani udar, polineuropatije, Alzheimerova i

Parkinsonova bolest.

Svake godine 15 milijuna ljudi $irom svijeta do-
bije mozdani udar. Oko 6 milijuna ljudi s moz-
danim udarom umre u roku od jednog sata, a

5 milijuna ima trajni deficit. U Rotterdamskoj

discipline that will be particularly impacted by
the ageing population. Moreover, neurological
and psychiatric disorders were the most impor-
tant causes of disability in the elderly (2). Re-
cent estimates indicate that the global costs of
neurologic illnesses total more than 2% of the
annual world gross domestic product. This so-
cioeconomic burden is expected to grow steeply
with the ageing of populations and continuing
increase in life expectancy worldwide (3). Eng-
land’s 2018 public health Neurology Mortality
reports show that the number of deaths in Eng-
land related to neurological disorders rose by
39% over 13 years, while deaths in the general
population fell by 6% over the same period (4).
As a result, this has led to widespread calls for

declaring these diseases a global health priority.

TYPE OF NEUROLOGICAL
DISORDER COMMON IN ELDERLY
POPULATION

Accelerated ageing will be accompanied by a
rise in the number of patients affected by cer-
tain neurological disease, but not all neurolog-
ical conditions rise with advanced age. Some
neurological disorders, such as headache, are
common in the global population during the
course of life but are not frequently encoun-
tered in the population of the elderly. Ageing is
associated with accumulation of many patholo-
gies, notably cerebrovascular disease, but also
with the emergence of neurodegeneration.
Some of the more common neurological dis-
orders that affect older adults include stroke,
polyneuropathy, Alzheimer’s disease, and Par-

kinson’s disease.

Every year, 15 million people worldwide have
a stroke. About 6 million of these people die
within hours, and another 5 million are left
disabled. In a Rotterdam study, which included
6.844 participants who were over 55 years of
age and free from stroke that during the study,
showed that 1.020 strokes occurred among the
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studiji u kojoj je praceno 6.844 sudionika stari-
jih od 55 godina i bez znakova mozdanog udara
tijekom pracenja, 1.020 osoba je razvilo moz-
dani udar (5). Analiza registra mozdanih udara
Dijon pokazala je da ¢e do 2030. godine dod¢i
do ocekivanog porasta ukupnog broja slu¢ajeva
mozdanog udara za 55 %, pri ¢emu Ce ovo po-
veéanje uvelike utjecati na porast slu¢ajeva koji
pogadaju starije osobe (65 %-tna ucestalost u
populaciji starijoj od 75 godina u odnosu na
25 %-tnu ucestalost u ljudi mladih od 75 godi-
na), $to ima velike posljedice u pogledu buduce
organizacije zdravstvene skrbi i potrebe za re-

sursima (6).

U dana$njim drustvima koja su obiljeZzena
starenjem populacije demencija je jedan od
glavnih zdravstvenih problema. Ucestalost
demencije je visoka kod starijih osoba i to po-
sebno u populaciji vrlo starih ljudi. Dosadasnja
istrazivanja su pokazala da je 9 % ispitanika u
dobi od 65 godina i vie dementno za razliku
od 34 %, ako se gleda Zivotna dob od 85 i vise
godina. Od svih slu¢ajeva demencije 72 % bilo
je uzrokovano Alzheimerovom boles¢u. Iz dosa-
dasnjih rezultata se neminovno namece zaklju-
¢ak da je izraZen porast prevalencije demencije
s godinama posljedica zna¢ajnog porasta Alz-
heimerove bolesti. Rezultati velike EURODEM
studije kojom je obuhvaceno ¢ak 28.768 osoba
dokazali su da uéestalost demencije i Alzheime-
rove bolesti ne prestaje rasti s dobi te se i dalje
povecava u populaciji ljudi u dobi od 85 do 90
godina (7-9).

Utestalost Parkinsonove bolesti, druge po uce-
stalosti neurodegenerativne bolesti, povecava
se s dobi, pratedi isti trend i u najvi§im dobnim
kategorijama i bez znacajnih spolnih razlika.
Podatci o prevalenciji prema objavljenoj epide-
miologkoj studiji bili su 0,3 % za one u dobi od
55 do 64 godine, 1,0 % za skupinu u dobi od
65 do 74 godine, 3,1 % za skupinu od 75 do 84
godine, i 4,3 % za skupinu od 85 do 94 godina.
U najstarijoj skupini izmedu 95 do 99 godina
prevalencija je bila 5,0 % (10).

participants (5). Analysis of the Dijon Stroke
Registry demonstrated that there “will be an
anticipated 55% increase in the total annual
number of stroke cases by 2030, this increase
being largely driven by a rise in cases affecting
elderly people (65% in people >75 years old ver-
sus 25% in those < 75 years old), with major
implications in terms of future care organiza-

tion and resource needs” (6).

Dementia is one of the major health problems in
aging societies. Dementing disorders are com-
mon in elderly and, especially, very old people.
According to existing studies, 9% of subjects
aged 65 and above and 34% of subjects aged 85
and over had dementia. Of all cases of demen-
tia, 72% were cases of Alzheimer’s disease. It
was concluded that the pronounced increase in
the prevalence of dementia with age was due
to a substantial increase in Alzheimer’s disease.
The EURODEM study that included 28.768 per-
son found that the incidence of dementia and
Alzheimer’s disease does not cease to increase
with age and continues to increase in the popu-
lation aged between 85 and 90 (7-9).

The prevalence of Parkinson’ disease increased
with age with no levelling off in the highest age
categories and no significant gender difference.
According to a published epidemiological study,
the prevalence figures “were 0.3% for those
aged 55 to 64 years, 1.0% for those 65 to 74,
3.1% for those 75 to 84, and 4.3% for those 85
to 94” and among “95- to 99-year-old women
the prevalence was 5.0%” (10).

Polyneuropathy occurs in 5.5% of the elderly
population and increases with age. The results
of the study clearly showed that when investi-
gating those over the age of 80, 13.2% of par-
ticipants had polyneuropathy. Almost half of
the cases were newly diagnosed, indicating that
the presence of polyneuropathy is underreport-
ed or underdiagnosed in almost half of these

persons (11).

Epilepsy is comparatively more frequent in the

older population when compared with children
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Polineuropatija se javlja s prevalencijom od
5,5 % u starijoj populacije s trendom poveca-
nja starenjem te u skupini ispitanika starijih
od 80 godina prevalencija je bila ¢ak 13,2 %.
Ista studija je takoder dokazala da je gotovo
polovica slu¢ajeva bila novo dijagnosticirana,
$to ukazuje da je prisutnost polineuropatije u
gotovo velikom broju populacije neprepoznata

i nedijagnosticirana (11).

Ucestalost epilepsija je relativno veca u stari-
joj populaciji u usporedbi s djecom i odraslima.
Sve veca ucestalost epilepsije u starijih osoba
povezana je s porastom razli¢itih etiologija ¢ija
ucestalost raste s dobi (12). Zbog vrhunca in-
cidencije nakon 75. godine, starenje globalne
populacije u narednim ¢e godinama takoder
rezultati velikim brojem bolesnika koji boluju

od amiotrofi¢ne lateralne skleroze (13).

Neuroloska zbivanja dijele mnoge ¢imbenike
rizika te vrlo ¢esto bolesnik s jednim neuro-
logkim zbivanjem tijekom vremena razvija i
drugo neurologko zbivanje. Bolesnici koji bo-
luju od mozdanog udara imaju povecani rizik
za demenciju, bolesnici koji boluju od demen-
cije imaju povecani rizik za mozdani udar, $to
potvrduje Framingham Heart studija. Pojava
jedne bolesti (npr. mozdani udar) uzrokuje ra-
zvoj etiologije kao posljedice primarnog uzroka
(npr. demencije nakon mozdanog udara). Osim
navedenog pojedini ¢imbenici rizika (npr. hi-
pertenzija) nisu povezani samo s poveéanom
ucestalo$¢u neuroloskih bolesti vec i s poveca-
nim mortalitetom od drugih uzroka (npr. sréa-
nih bolesti) (14).

POSEBNOSTI NEUROLOSKIH
BOLESTI U STARIJIH OSOBA

Klini¢ari trebaju biti upuceni u posebnosti neu-
roloskih bolesti u starijih osoba uklju¢ujudi ra-
zli¢ite klini¢cke manifestacije, specifi¢ne uzroke
i prilagodeni terapijski pristup. Starenje samo

po sebi nije bolesno stanje, ali moze biti u inter-

and adults, and its increasing incidence in the
elderly is related to the rise in age-related ep-
ileptogenic conditions with specific underly-
ing pathophysiological mechanisms that may
represent therapeutic targets (12). Because of
a peak of incidence around after 75 years of
age, ageing of the global population will also
increase the number of patients suffering from
amyotrophic lateral sclerosis in coming years
13).

These common neurological diseases share
many risk factors and subsequently tend to
show substantial co-occurrence, with stroke
and parkinsonism patients at increased risk
of dementia, and patients with dementia at
increased risk of stroke. Framingham Heart
Study reported lifetime risks of both dementia
(1in 5 women, 1 in 10 men) and stroke (1in 5
women, 1 in 6 men). The occurrence of one dis-
ease (e.g. stroke) causes the development of eti-
ology as a consequence of primary stroke (e.g.
post stroke dementia). Similarly, several risk
factors (e.g. hypertension) increase the suscep-
tibility for common neurological diseases and
are associated with an increased risk of dying

from other causes (e.g. heart disease) (14).

PARTICULARITIES OF
NEUROLOGICAL DISEASES IN
THE ELDERLY

Clinicians should be aware of some particular-
ities of neurological diseases in the elderly, in-
cluding different clinical manifestations, specif-
ic underlying causes, and tailored management
of treatments. Age by itself is not a disease con-
dition but may interact with several aspects of
neurological diseases including incidence, clin-
ical expression, or natural evolution. In the
case of some neurologic conditions that are
present throughout life and remain frequent
in the elderly, there is insufficient data about
therapeutic approaches in advanced age since

most older patients are excluded from large tri-
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akciji s nekoliko aspekata neurologkih bolesti,
ukljuéujudi incidenciju, klini¢ki fenotip i pro-
gresiju. O nekim neurolo$kim stanjima koja su
prisutna tijekom Zivota i koja su ¢esta kod sta-
rijih osoba nema dovoljno podataka o terapij-
skom pristupu u starijoj dobi, jer je veéina sta-
rijih bolesnika isklju¢ena iz velikih ispitivanja i
Cesto imaju vie komorbiditeta i polifarmacije.
Ostala neurologka stanja su izraziti klinicki fe-
notip u starijoj dobi i stoga predstavljaju tera-

pijski izazov.

Komorbiditeti u starijih osoba su pravilo, a
ne iznimka. Veliko nacionalno istrazivanje
zdravlja i razvoja u Velikoj Britanije ukljucilo
je u istrazivanje osobe rodene 1946. godine i
slijedilo ih prospektivno. Rezultati su pokazali
da ljudi i u dobi od 60 do 64 godine imaju u
prosjeku dvije bolesti: 54 % ih ima hipertenzi-
ju, 31 % pretilost, 26 % hiperkolesterolemiju i
25 % dijabetes melitus ili smanjenu toleranciju
glukoze. S druge strane, samo 15 % osoba nije
imalo komorbiditeta. U neselektiranom uzor-
ku pojedinaca starijih od 85 godina ucestalost
hipertenzije, osteoartritisa, ateroskleroze i
katarakte bila je oko 50 %, a otprilike je 90 %
ispitanika imalo tri ili vige bolesti (15).

MOGU LI SE SPRIJECITI
NEUROLOSKI POREMECAJI?

Broj bolesnika koji boluju od neurologkih po-
remecaja kao i posljedi¢no opterecenje zdrav-
stvenog sustava povezano je s dva demografska
fenomena: starenje i porast broja stanovnika.
Stoga je klju¢no razviti strategije za njihovu
prevenciju (16). Prvi korak je kontrola ¢imbe-
nika rizika poput pusenja, visokog krvnog tla-
ka, visokog kolesterola, pretilosti i nedostatka
tjelovjezbe koja moze pridonijeti mozdanom
udaru i eventualno drugim neuroloskim pro-
blemima. Posljednjih godina postalo je jasno
da su kardiovaskularni ¢imbenici rizika i niska
edukacija takoder ¢imbenici rizika za razvoj

demencije. Rezultati prospektivne Roterdam-

als and often have multiple comorbidities and
polypharmacy. Other neurologic conditions
present with a distinct clinical phenotype in
older age and therefore represent a therapeu-

tic challenge.

Comorbidities in elderly people are the rule
rather than the exception. Thus, in the MRC
National Survey of Health and Development,
a representative UK sample included those
born in 1946 and followed them prospectively.
Results showed that by the age of 60-64 the
participants had on average two medical con-
ditions: 54% had hypertension, 31% obesity,
26% hypercholesterolemia, and 25% either
diabetes mellitus or impaired glucose toler-
ance. By contrast, only 15% were free from any
comorbidity. In an unselected sample of indi-
viduals over the age of 85, the prevalence of
hypertension, osteoarthritis, atherosclerosis,
and cataract were each around 50%, and ~90%

had three or more conditions (15).

CAN NEUROLOGICAL
DISORDERS BE PREVENTED?

In terms of absolute number of people affected
by neurological disorders, most of the increase
in the burden of neurological diseases was asso-
ciated with ageing of the population and popu-
lation growth. Therefore, it is essential to devel-
op strategies for their prevention (16). The first
step is controlling risk factors such as smoking,
high blood pressure, high cholesterol, obesity,
and lack of exercise, which can contribute to
stroke, and possibly other neurological issues.
In recent years, it has become clear that cardio-
vascular factors and low education are risk fac-
tors of dementia. The results of the prospective
Rotterdam study showed that about one quar-
ter to one third of dementia cases could poten-
tially be prevented through optimal prevention
or treatment of cardiovascular risk factors and
diseases and the improvement of the educa-
tional level (17). As advocated by the recent
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ske studije su dokazali da se oko ¢etvrtine do
jedne treéine slu¢ajeva demencije potencijalno
moze sprijeliti optimalnom prevencijom ili li-
je¢enjem kardiovaskularnih ¢imbenika rizika
i poboljanjem obrazovne razine (17). Prema
nedavno objavljenom svjetskom izvjestaju o
Alzheimerovoj bolesti, ve¢ina tih ¢imbenika
potencijalno se moze modificirati, §to pruza
mogucénost za prevenciju demencije (18). Po-
datci iz Roterdamske studije su pokazali da
se oko polovine slu¢ajeva mozdanog udara u
populaciji moze pripisati kombinaciji nekoli-
ko etiologkih ¢imbenika: hipertenziji, pusenju,
dijabetesu, fibrilaciji atrija, sréanim bolestima
i prekomjernoj tezini / pretilosti. Autori su
zakljutili da se ve¢ina mozdanih udara moze
pripisati utvrdenim etioloskim faktorima koji
se mogu modificirati i da bi se teorijski mogla
smanjiti uestalost mozdanih udara uklanja-

njem tih ¢imbenika rizika u populaciji (19).

Rezultati prospektivnih studija pokazuju da
preventivne strategije koje odgadaju nastanak
mozdanog udara, demencije i Parkinsonove bo-
lesti za 1 do 3 godine mogu smanjiti u¢estalost
ovih stanja za 20 — 50 %. Ovi rezultati idu u
prilog vaZnosti prevencije kako bi se smanjio
trenutni i buduéi pobol neurologkih bolesti u

starijoj populaciji (20).

Nedavna velika studija pokazala je pad u trendu
incidencije demencije u stanovnis$tvu koje Zivi
u zemljama s visokim dohotkom $to je protu-
maceno kao pocletni rezultat preventivnih
strategija. Ovo namece zaklju¢ak da je boljom
kontrolom vaskularnih ¢imbenika rizika, po-
bolj$anjem obrazovanja kao i drugim mjerama
u okviru javnog zdravstva smanjena prevalen-

cija demencije (21).

ZAKLJUCAK

ProduZeni zivotni vijek i porast udjela starije
populacije je demografski fenomen posljednjih

godina prisutan Sirom svijeta zbog ega sve

World Alzheimer report, most of these factors
are potentially modifiable, which provides an
opportunity for prevention of dementia (18).
Data from the Rotterdam study found that
about half of the strokes in the study popula-
tion were attributable to a combination of sev-
eral etiological factors: hypertension, smoking,
diabetes, atrial fibrillation, heart disease, and
excess weight/obesity. Authors concluded that
the majority of the strokes were attributable to
established modifiable etiological factors and
could theoretically be prevented by eliminat-
ing these risk factors from the population (19).

Prospective studies that were designed to
investigate the causes and consequences of
long-term and disabling diseases in the elderly
suggested that preventive strategies that delay
disease onset of stroke, dementia, and Parkin-
son’s disease by 1-3 years have the potential to
reduce these risks by 20-50%. These findings
strengthen the call for a focus on prevention
to reduce the current and projected burden of
common neurological diseases in the ageing

population (20).

Recent observations on declining dementia
incidence trends from several large popula-
tion-based studies in high-income countries
may in fact reflect the (initial) signs of these pre-
ventive strategies through better vascular risk
factor management, improved educational at-
tainment, or other public health developments

that improved the resilience for dementia (21).

CONCLUSION

Increasing life expectancy and population
growth worldwide in recent years mean that
more people are now reaching the age in which
neurological disorders are most prevalent.
Consequently, neurological disorders are a
large cause of disability and death worldwide.
Globally, the burden of neurological disorders

has increased substantially over the past 25
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vedi broj ljudi doseze dob u kojoj su neuroloski
poremecaji ¢esti. Posljedi¢no su neuroloski po-
remecaji znacajan uzrok invaliditeta i mortali-
teta diljem svijeta. Kako bi se sprijecilo daljnji
porast invaliditeta i mortaliteta bitno je sen-
zibilizirati javnost za prepoznavanje razli¢itih
neurologkih stanja te nastojati provoditi mjere

prevencije neuroloskih bolesti.

years because of population ageing. Raising
awareness and informing the public about the
lifetime risk of neurological disorders should
be encouraged. Preventive measures for the
prevention of neurological diseases should be
tailored to individual lifetime risk estimates to
successfully develop a future prevention pro-

gramme for common neurological diseases.
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Potrebe i zahtjevi nagih bolesnika su primar-
na briga svih lije¢nika i medicinskog osoblja te
svih zaposlenika u zdravstvenom sustavu. Vr-
sna medicinska pomo¢ vi$e je od samog pruza-
nja medicinskih vje$tina. Humano ponasanje i
brizna njega vazni su elementi u lije¢enju nasih

bolesnika.

Danas se u lije¢enju osoba s neurokognitivnim
poremecajima primjenjuju najsuvremenije me-
tode psihijatrijskog lije¢enja - farmakoterapija,
razli¢iti oblici psihoterapije, socioterapija, rad-

na i okupacijska terapija i drugo (1-3).

Hrvatski zdravstveni sustav zadnjih se deset-
lje¢a susrece s izazovima karakteristi¢nim i
za druge europske zemlje: ubrzano starenje
stanovni$tva i produljenje o¢ekivanog trajanja
Zivota uz istovremeni snaZan razvitak medicin-
ske znanosti i tehnologija u zdravstvu koji sa
sobom povladi i znadajan porast troskova zdrav-
stvene zastite. Zbog demografskih promjena
mijenja se i zdravstvena slika stanovni$tva te
se u narednim desetlje¢ima ocekuje porast bro-
ja oboljelih od kroni¢nih bolesti. Navedeno ima
znadajan utjecaj na zdravstveni sustav u Repu-
blici Hrvatskoj, jer iziskuje njegovu prilagodbu

stvarnim potrebama stanovni$tva (4).

Prema nacelu supsidijarnosti zdravstveni
problemi trebaju se rje$avati na najniZoj razi-
ni pruzanja zdravstvene zastite na kojoj je to
moguce. Nacelo supsidijarnosti u potpunosti
je uskladeno s trendom deinstitucionalizacije
zdravstvenog sustava, a primjenjuje se pocev-
$i od tercijarne razine zdravstvene zastite kao

najslozenijeg oblika zdravstvene zastite (4).

Klinika za psihijatriju Vrapée Referentni je cen-
tar Ministarstva zdravstva Republike Hrvatske
za Alzheimerovu bolest i psihijatriju starije zi-
votne dobi. Kao $to se psihogerijatrija i njen
razvoj uopce veze uz Alzheimerovu bolest/
demenciju, tako je i razvoj te subspecijalisticke
psihijatrijske discipline u Hrvatskoj nemogude
odvojiti od Klinike za psihijatriju Vrapce. Te-

melji psihogerijatrije u Hrvatskoj postavljeni

The needs and requirements of our patients are
the primary concern of all physicians and med-
ical staff, and of all employees in the health-
care system. Good medical care is more than
justproviding medical skills. Humane behav-
iourand attentive care are important elements

inthe treatment of our patients.

Today, the modern methods of psychiatric
treatment are applied in the treatment of peo-
ple with neurocognitive disorders - pharma-
cotherapy, different types of psychotherapy,
socio-therapy and occupational therapy, etc.
(1-3).

In recent decades, the Croatian healthcare
system has faced challenges that are charac-
teristic of other European countries: accel-
erated aging of the population and prolon-
gation of life expectancy with simultaneous
strong development of medical science and
technology in healthcare, which entails a sig-
nificant increase in health care costs. Due to
demographic changes, the health picture of
the population is changing, and the number
of patients with chronic diseases is expected
to increase in the coming decades. This has a
significant impact on the health care system
in the Republic of Croatia, since it requires its

adaptation to the real needs of the population

(4).

According to the principle of subsidiarity,
health problems should be addressed at the
lowest possible level of health care provision.
The principle of subsidiarity is fully in line
with the trend of deinstitutionalisation of the
health system, and it applies starting with the
tertiary level of health care as the most com-

plex form of health care (4).

The University Psychiatric Hospital Vrapée is
the Referral Center of the Ministry of Health
of the Republic of Croatia for Alzheimer’s Dis-
ease and Old Age Psychiatry. Just as psycho-

geriatrics and its development are in general

S. Uzun, O. Kozumplik, I. Pozgain, D. Kalini¢, N. Mimica: Lijecenje osoba s neurokognitivnim poremecajem - kako poboljsati

uvjete lijecenja. Soc. psihijat. Vol. 47 (2019) Br. 3, str. 359-372.



su 1959. godine kada je u okviru Psihijatrijske
bolnice Vrapée, a na inicijativu i nakon dugo-
godisnjeg zalaganja prim. dr. Velimira Domca,
od 1957. godine pripreman, oformljen Odjel
za gerontopsihijatriju, kao prvi u ovome dijelu
Europe (5). Za budu¢nost psihogerijatrije u Hr-
vatskoj od iznimnog je znacenja hvalevrijedna
inicijativa prof. dr. sc. Vlade Jukiéa i prof. dr. sc
Ninoslava Mimice da se zapoc¢ne s izgradnjom
novog i veéeg Odjela za psihogerijatriju, koji
bi u potpunosti zadovoljio kako svjetske stan-
darde zbrinjavanja osoba starije zivotne dobi s
psihi¢kim poremecdajima tako i sve potrebe su-
vremene nastave iz psihogerijatrije, koja se na
ovoj Klinici ve¢ godinama provodi (5,6). Izgrad-
njom suvremenog objekta za lije¢enje gradana
starije Zivotne dobi oboljelih od demencija i
ostalih psihi¢kih poremecaja ostvarit ¢e se uvje-
ti za rad specijaliziranih dnevnih bolnica koje
¢e omoguditi pravodobno lijecenje pacijenata
s intencijom smanjenja broja hospitalizacija,
usporavanjem progresije bolesti te podizanjem

kvalitete Zivota oboljelih i njihovih obitelji.

Nacionalni plan Ministarstva zdravstva pred-
vida povecanje kapaciteta za palijativnu skrb u
bolni¢kim ustanovama kao jedan od strateskih
ciljeva razvoja palijativne skrbi u Republici Hr-
vatskoj (7,8).

Dnevne bolnice u kojima bi se lije¢ile osobe s
neurokognitivnim poremecajem omogucuju su-
vremeni, ekonomi¢an i multidisciplinaran nacin
lije¢enja koji znatno poboljsava kvalitetu zdrav-
stvene zastite. Njihova prednost je da kada za
to postoji potreba, dnevne bolnice se osim u
sklopu mati¢ne ustanove mogu uspostaviti i na
odvojenim lokacijama koje su prostorno blize
korisnicima, ¢ime se osigurava ve¢a dostupnost
zdravstvene za$tite uz o¢uvanu kvalitetu pruze-
nih zdravstvenih usluga i znacajne financijske
ustede za korisnike (npr. putni troskovi u spe-
cifi¢nim situacijama kada se bolnice nalaze na
vecoj udaljenosti). U dnevnim bolnicama moze
se osigurati provodenje znac¢ajnog broja dija-

gnosti¢kih i terapijskih postupaka (8,9).

related to Alzheimer’s disease/dementia, so is
the development of this sub-specialist psychi-
atric discipline in Croatia to be separated from
the University Psychiatric Hospital Vrapce.
The foundations of psychogeriatrics in Croa-
tia were laid in 1959 when, within the frame-
work of the Psychiatric Hospital Vrapée and at
the initiative of primarius Dr. Velimir Domac,
the Department of Gerontopsychiatry, which
had been prepared since 1957, was formed as
the first of its kind in this part of Europe (5).
For the future of psychogeriatrics in Croatia,
of particular value was the initiative of Prof.
Vlado Juki¢ and Prof. Ninoslav Mimica for
beginning construction of a new and larger
Department of Psychogeriatrics which would
fully meet both the world standards of care for
the elderly with mental disorders and all the
needs of contemporary teaching in psychog-
eriatrics, which has been implemented at this
Hospital for years (5,6). The construction of
a modern facility for the treatment of elder-
ly people suffering from dementia and other
psychiatric disorders will create conditions for
specialized day hospitals that will allow time-
ly treatment of patients with the intention
of reducing the number of hospitalizations,
slowing the progression of the disease, and
raising the quality of life of the patients and

their families.

The national plan of the Ministry of Health
envisages increasing the capacity for palliative
care in hospitals as one of the strategic goals
of the development of palliative care in the Re-
public of Croatia (7,8).

Day hospitals to treat people with neurocog-
nitive disorder allow contemporary, econom-
ical and multidisciplinary a treatment that
significantly improves the quality of health
care. Their advantage is yes when needed,
day hospitals do except within the home
institution, they can establish separate lo-

cations that are closer to the users in space,
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Povecanjem primjene modaliteta dnevne bol-
nice, uz smanjenje akutnih bolni¢kih postelja,
dostupnost bolnic¢koj zdravstvenoj zastiti se
ne smanjuje, nego se ostvaruje pomak znatnog
broja standardnih postupaka prema postup-
cima dnevne bolnice kojima ¢e se omoguditi
suvremen i ekonomi¢an natin lije¢enja (9). Sve
navedeno osigurava bolju kvalitetu zdravstve-
nih usluga, pobolj$avaju se ishodi lijeCenja te
povecdava zadovoljstvo pacijenata i pruzatelja

zdravstvenih usluga (8).

Vazna potpora u provedbi opisanog su i bes-
povratna sredstva iz europskih strukturnih
i investicijskih fondova dostupnih Republici
Hrvatskoj za financijsko razdoblje od 2014. do
2020., a nastavit ée se i u buduénosti (10). Pro-
gramsku osnovu za iskori$tavanje tih sredstava
¢ine usvojeni Operativni program ,Konkuren-
tnost i kohezija“ i Operativni program ,U¢in-
koviti ljudski potencijali, u kojima je jasno na-
znalena potreba za reorganizacijom bolnickog
sustava s ciljem poboljsanja njegove uinkovi-
tosti i djelotvornosti. U okviru tematskog cilja
posvecenog promicanju socijalne ukljuéenosti i
borbi protiv siromastva jedan od investicijskih
prioriteta odnosi se na ulaganje u zdravstvenu
i socijalnu infrastrukturu koja ¢e pridonijeti
nacionalnom, regionalnom ilokalnom razvoju,
smanjenju nejednakosti u zdravstvenom statu-
su, te prelasku s institucionalnih usluga prema

zdravstvenim uslugama u zajednici (10,11).

Uz pretpostavku da su svi drugi parametri jed-
naki, kra¢i boravak pacijenata na klinikama iu
bolnicama osigurava smanjivanje troskova lije-
cenja i omogucava preusmjeravanje pruzanja
zdravstvene zastite s akutnih kapaciteta pre-
ma financijski povoljnijim oblicima postakut-
ne zdravstvene zastite (4). Ipak, kraéi boravci
na Klinici podrazumijevaju intenzivnije pruza-
nje zdravstvene zastite, §to ponekad povecava
troskove po danu boravka na Klinici $to treba

uzeti u obzir pri planiranju i radu.

Akutno lijecenje, lije¢enje u dnevnoj bolnici i du-

gotrajno lijeCenje tri su osnovna i komplemen-

thus providing a larger availability of health
care while being preserved quality of health
services provided and financial savings for
users (eg travel expenses in specific situa-
tions when hospitals are located at a greater
distance). A significant number of diagnostic
and therapeutic procedures can be ensured at
day hospitals (8,9).

By increasing the use of day hospital modali-
ties with simultaneous reduction of acute hos-
pital beds, accessibility to hospital health care
is not diminished but rather a shift is made to
a considerable number of standard procedures
according to day hospital procedures through
which modern and cost-effective treatment
will be provided (9). All of these ensure better
quality of health services, improve treatment
outcomes, and increase patient and provider

satisfaction (8).

And important source of support for the im-
plementation of this is and will remain the
grants from the European Structural and In-
vestment Funds available to the Republic of
Croatia for the 2014-2020 financial period,
which will continue in the future (10). The pro-
gram basis for the utilization of these funds
is the adopted Operational Program “Compet-
itiveness and Cohesion” and the Operational
Program “Effective Human Resources”, which
clearly state the need for reorganizing the hos-
pital system in order to improve its efficiency
and effectiveness. Within the thematic objec-
tive of promoting social inclusion and combat-
ing poverty, one of the investment priorities
is related to investment in health and social
infrastructure that will contribute to nation-
al, regional, and local development, reduce
inequalities in health status, and move from
institutional services to health services in the

community (10,11).

Assuming all other parameters are equal, short-
er patient stay at clinics and at provides hos-

pitals with reduced cost of care. It also allows
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tarna modaliteta bolni¢kog lije¢enja, a njihovim
uravnoteZenjem pacijentima pruZamo najprimje-
reniju zdravstvenu zastitu, diferenciranu prema

njihovu zdravstvenom stanju i potrebama (4).

Pacijenti u bolnicama i klinikama ¢esto osjecaju
strah i nelagodu ne samo zbog toga $to im je
zdravlje naru$eno, ve¢ i zbog nedostatka sigur-
nosti koju im pruza boravak u poznatom okru-
Zenju i kontakti s bliznjima. Sva ta negativna
razmisljanja dovode do poveéanja stresa, $to
moze biti uzrok pada imuniteta, a samim time

i otezanog oporavka pacijenta.

Upravo je stoga potrebno voditi viSe ra¢una o
izgledu i namjestanju bolesnickih soba, sanitar-
nih ¢vorova i drugih prostorija u kojima borave
bolesnici, gdje se uz minimalne troskove moze
znatno poboljdati kvaliteta boravka tijekom lije-
enja, te zadovoljstvo bolesnika lije¢enjem, ¢ime
se pobolj$ava njihova motiviranost za lije¢enje,
ali istovremeno i olaks$ava i unaprjeduje bolni¢-
ko lije¢enje. Svim je bolesnicima potrebno omo-

guditi primjerene uvjete za lijecenje (12,13).

Kako bi se u prostoru stvorilo pozitivno tera-
pijsko okruZenje za lije¢enje bolesnika s ne-
urokognitivnim poremecajima potrebno je
imati na umu sljedece ¢imbenike: smanjenje
buke, neprikladnog osvjetljenja, loe kvalite-
te zraka, neudobnog namjestaja, neprikladne
sheme boja. Potrebno je poraditi na zvu¢noj
izolaciji soba, obradi podova materijalima koji
ne uzrokuju buku. Tijekom dana treba omogu-
¢iti prirodno osvjetljenje gdje god je moguce ili
umjetno bijelo svjetlo, a tijekom nodi, gdje god
to omogucuju uvjeti lije¢enja, u sobama treba
vladati potpuni mrak, eventualno moze biti
upaljeno blago no¢no svjetlo koje olaksava kre-
tanje. Potrebno je koristiti udoban namjestaj
od kvalitetnih materijala (nezapaljivi materija-
li, povrsine i tkanine koje se lako ¢iste i otporne
su na agresivna sredstva za ¢i$¢enje, ne upijaju
prolivenu tekudinu). Potrebno je koristiti boje
koje donose smirenje, sigurnost i opustanje
(namjestaj u svijetlim bojama drva (javor, buk-

va, hrast, itd.), zidovi - njeZne pastelne nijanse

the provision to be diverted health care from
acute capacities towards more affordable forms
of post-acute care (4). horter stays, though at
the Clinic they mean more intensive provision
of health care, which sometimes increases ex-
penses per day of stay at the Clinic to consider

when planning and operating.

Acute treatment, day hospital treatment and
ong-term treatment are three basic and com-
plementary modalities of hospital treatment,
and by balancing them with patients the most
appropriate health care, differentiated accord-
ing to their health status and needs (4).

Patients in hospitals and clinics often feel fear
and discomfort not only because their health
is impaired but also because of the lack of se-
curity which they acquire by staying in a fa-
miliar environment and in contact with loved
ones. All these negative thoughts lead to an
increase in stress, which can be a cause of a
fall in immunity and thus impede the patient’s

recovery.

That is why more attention should be paid
to the appearance and placement of patient
rooms, toilets, and other rooms where patients
stay, where minimal cost can significantly im-
prove the quality of stay during treatment and
patient satisfaction, thus improving patient
motivation for treatment and facilitating and
enhancing hospital treatment. All patients
should be provided with appropriate treatment
conditions (12,13).

In order to create a positive therapeutic en-
vironment in a room for the treatment of a
patient with neurocognitive impairment, the
following factors must be kept in mind: noise
reduction, inadequate lighting, poor air quali-
ty, uncomfortable furniture, and inappropriate
colour combinations. It is necessary to work on
sound insulation of rooms and use of flooring
materials that do not produce noise. During

the day, natural light or artificial white light
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i topli zemljani tonovi). Takoder, vaZzno je da
bolesnici iz prostorija u kojima borave imaju
pogled na prirodni okoli§, a da u prostorijama
u kojima borave budu slike i fotografije opu-
$tajucih pejzaza, opustajuca glazba, prostor
za molitvu, te knjige i ¢asopisi (13). VaZna je i
mogucnost $etnje uredenim bolni¢kim parkom.
Na svakom je odjelu potrebno osigurati prostor
u kojem bolesnici mogu neometano razgovara-
ti sa ¢lanovima obitelji i drugim posjetiteljima.
Vazno je, takoder, osigurati dje¢ji kutak s igra¢-

kama, npr. u ¢ekaonici.

Potrebno je osigurati smjestaj bolesnika u so-
bama s najvise ¢etiri kreveta, a po moguénosti
$to vise dvokrevetnih soba u kojima bolesni-
ci imaju vedi osjecaj privatnosti i ugodnije se
osjecaju, §to ima pozitivan u¢inak na njihovo

raspolozenje i ukupan terapijski proces.

Kada god je to moguce potrebno je omoguditi
pacijentima prilagodavanje okoline svojim po-
trebama (TV, radio, klima, svjetlo za ¢itanje).
Edukacija bolesnika o njihovoj bolesti, te o
moguénostima lije¢enja neizostavan je dio lije-
¢enja. U tom smislu potrebno je osigurati pro-
store opremljene literaturom i internetom u
kojima pacijenti mogu istrazivati o svom stanju
i moguénostima lije¢enja te o drugim temama

njihovog interesa (13).

U lije¢enju osoba s neurokognitivnim poreme-
¢ajima na ucinkovit i racionalan nacin trebaju
se provoditi mjere zastite i unaprjedenja zdrav-
lja te lijecenje i rehabilitacije bolesnika pri ¢emu
se uvijek treba voditi znanstveno utemeljenim
spoznajama. Bolesniku treba dati sredinju i
aktivnu ulogu, a pristup bolesniku, njegovoj
obitelji i osobama od povjerenja treba se teme-

ljiti na visokim eti¢kim i moralnim normama.

Grupnu i individualnu psihoterapiju ambu-
lantnih i bolni¢ki lije¢enih bolesnika trebaju
provoditi osim psihijatara i svi stru¢njaci (psi-
holozi, socijalni pedagozi, socijalni radnici, ali i
radni terapeuti i visoko obrazovane medicinske
sestre) koji su educirani iz pojedinih psihote-

rapijskih tehnika. U terapijski proces potrebno

should be provided wherever possible, and
during the night, where treatment conditions
allow, rooms should be completely dark, with a
faint night light left on to facilitate movement.
Comfortable furniture made of quality materi-
als should be used (non-flammable materials,
surfaces and fabrics that are easy to clean, are
resistant to aggressive cleaning agents, and do
not absorb spilled liquid). Colours that bring
calm, security, and relaxation (furniture in
light wood colours, such as maple, beech, oak,
etc., walls in delicate pastel shades and warm
earth tones) should be used. It is also impor-
tant that patients have a view of the natural
environment from the rooms in which they re-
side, and that the rooms have pictures and pho-
tographs of relaxing landscapes, relaxing mu-
sic, a prayer space, and books and magazines
(13). The ability to walk around a well-main-
tained hospital park is also important. Each
ward should be provided with a space where
patients can talk freely with family members
and other visitors. It is also important to pro-
vide a children’s playground with toys, e.g. in

the waiting room.

It is necessary to provide for the accommo-
dation of patients in rooms with a maximum
of four beds, and preferably as many double
rooms as possible in which patients have a
greater sense of privacy and are more com-
fortable, since this has a positive effect on
their mood and the overall therapeutic pro-

cess.

Whenever possible, patients should be able
to adapt their environment to their needs
(TV, radio, air conditioning, reading light).
Educating patients about their illness and
treatment options is an indispensable part
of treatment. In this regard, it is necessary
to provide literature and Internet facilities in
which patients can research their condition
and treatment options and other topics of

their interest (13).
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je ukljucivanje svih stru¢njaka, jer prekomjer-
no, ali i nedovoljno radno opterecenje zdrav-
stvenih radnika posebice lije¢nika u bolnickim
djelatnostima ima podjednako nepovoljan udi-
nak na kvalitetu i ishode lije¢enja. U uvjetima
prekomjernog opterecenja povecavaju se rizici
od pogresaka radnika zbog umora ili smanjene
koncentracije, a u uvjetima nedovoljnog radnog
opterecenja povecavaju se rizici od pogreaka
zbog nedostatka iskustva ili ste¢enih vjestina.
Upravo zato potrebno je ujednaciti radno opte-
recenje i tako smanjiti rizik od pogresaka zbog
prekomjernog ili nedovoljnog radnog optere-
¢enja. Promjenom modaliteta pruzanja zdrav-
stvene zastite osigurava se bolja komunikacija
medu zdravstvenim radnicima, ubrzava protok
informacija i razmjena iskustava te okruzenje
pozitivnog natjecanja. Stvaraju se preduvjeti
za standardizaciju postupaka, jednoobrazno
postupanje i smanjenje varijabilnosti u kvaliteti
zdravstvene zastite, osobito izradom i primje-
nom zajednic¢kih klini¢kih smjernica i sustava

informacijske i komunikacijske tehnologije.

Od osobite je vaznosti promicanje zdravih sti-
lova Zivota, razvijanje pravilnih prehrambenih
navika, utjecanje na povecanje tjelesne aktiv-
nosti, promicanje edukacije o na¢inu borbe sa
stresom i nasiljem te ukazivanje na §tetnost
raznih oblika ovisnosti. Poticanjem razvoja
zdravih stilova Zivota utjecat ¢e se na kvalitetu
Zivota i zivotni vijek, smanjenje pojavnosti kro-
ni¢nih nezaraznih bolesti kao i nekih malignih
bolesti. Pacijentu i njegovoj obitelji osigurava
se sredi$nja pozicija u zdravstvenom sustavu i
procesu lije¢enja te osnazuje ukljuc¢ivanje udru-
ga pacijenata u donosenju odluka o klju¢nim
zdravstvenim uslugama. U tom smislu svrha
fizioterapijske intervencije u lije¢enju psihija-
trijskih bolesnika je optimizirati razinu tjele-
sne funkcije uzimajuéi u obzir medudjelovanje
tjelesne, psiholoske, socijalne i profesionalne

domene funkcionalnosti (14).

Kako bi prethodno navedeno moglo realizira-

ti znac¢ajne aktivnosti u klinikama i bolnica-

The patient should be given a central and active
role, and access to the patient, his or her family,
and persons of trust should be based on high

ethical and moral standards.

Group and individual psychotherapy of out-
patients and hospital patients should be
performed by not only psychiatrists but all
other professionals (psychologists, social
pedagogues, social workers, but also occupa-
tional therapists and highly educated nurses)
who have training in particular psychothera-
py techniques. Involvement of all experts in
the therapeutic process is necessary because
both excessive and insufficient workload of
healthcare professionals, especially doctors
in hospital activities, has an equally adverse
effect on the quality and outcomes of treat-
ment. Excessive workloads increase the risk of
employees’ mistakes due to fatigue or reduced
concentration, while insufficient workloads
increase the risk of mistakes due to lack of
experience or skills. It is of particular impor-
tance to promote healthy lifestyles, develop
proper eating habits, influence the increase of
physical activity, promote education on how
to deal with stress and violence and point out
the harmfulness of various forms of addic-
tion. Encouraging the development of healthy
lifestyles will affect the quality of life and life
expectancy, reducing the incidence of chronic
non-communicable diseases as well as some
malignancies. In this regard, the purpose of
physiotherapy intervention in the treatment
of psychiatric patients is to optimize the level
of physical function while taking into account
the interaction of physical, psychological, so-
cial, and professional domains of functionality
(14).

In order to realize the above, significant ac-
tivities in the clinics and hospitals now and
in the the future must relate to the planning,
preparation and implementation of projects

co-financed by EU funds and other forms of
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ma sada i u budu¢nosti moraju se odnositi na
programiranje, pripremu i provedbu projekata
sufinanciranih sredstvima iz fondova Europske
unije i ostalih oblika medunarodne suradnje,
kao i na detaljnoj razradi podrudja ulaganja i
definiranju potencijalnih korisnika u podrugju
zdravstva za kori$tenje europskih strukturnih
i investicijskih fondova (ESI fondova), savjeto-
vanje u okviru partnerskih odnosa, pracenju i
vrednovanju pokazatelja, pripremi zalihe pro-

jekata, informiranju i promidzbi (11).

Posljednjih deset godina u svijetu i u zapadnoj
Europi koristi se TMS u lije¢enju psihickih i ne-
uroloskih bolesti te u rehabilitaciji bolesnika.
Unazad deset godina znacajan je broj recentnih
publikacija objavljenih u stru¢nim ¢asopisima
koje potvrduju u¢inkovitost uz minimalne nus-
pojave navedene terapije. Razumije se da uslu-
ge klinika i bolnica moraju biti dostupne kako
bolni¢kim tako i vanbolni¢kim bolesnicima i to

iu dijagnosti¢ckom i terapijskom smislu (15).

Terapijska metoda neurofeedback pokazala se
korisnom u lije¢enju osoba s du$evnim pore-
mecajima pa tako i u lije¢enju osoba s neuroko-
gnitivnim poremecajima. Rije¢ je o terapijskoj
metodi temeljenoj na pracenju elektri¢ne ak-
tivnosti mozga (EEG-a) i davanju povratne in-
formacije. Naime, neki poremecaji povezani su
sa specifi¢nim obrascima mozdane aktivnosti.
Pomocu ove metode moguce je trajno promije-
niti »lode» obrasce i jednostavno nauciti mozak
da funkcionira bolje, te time smanjiti ili u pot-
punosti ukloniti simptome poremecaja kao $to
su: poremecaj paznje/hiperaktivni poremecaj
(ADHD), poremecaj raspolozenja (depresije);
poremecaj spavanja (nesanice, tesko usnivanje,
Cesto budenje), tjeskobe i razliciti strahovi; stres
i otklanjanje posljedica stresa; lose koncentra-
cije; poteskoce u ucenju; glavobolja i migrena.
Iako je tehnologija vrlo sofisticirana, sam po-
stupak neurofeedbacka je vrlo jednostavan, bez-
bolan i neinvazivan. To je znanstveno dokazan
nacin kojim se pobolj$ava na¢in funkcioniranja

mozga intenzivnim treningom mozga (16-18).

international cooperation, as well as to the de-
tailed elaboration of the investment area and
the definition of potential beneficiaries in the
area of healthcare for the use of the European
Structural and Investment Funds (ESI Funds),
consultancy within partnerships, monitoring
and evaluation of indicators, project stock

preparation, information, and promotion (11).

For the last ten years, TMS has been used in
the world and in western Europe in the treat-
ment of mental and neurological diseases and
in the rehabilitation of patients. Over the past
ten years, a significant number of recent pub-
lications have been published in peer-reviewed
journals that confirm the efficacy with minimal
side effects of said therapy. Of course, the clinic
and hospital services must be accessible to both
inpatients and outpatients, both in diagnostic

and therapeutic terms (15).

The neurofeedback trap method has proven to
be useful in the treatment of people with men-
tal disorders and therefore in the treatment
of people with neurocognitive disorders. This
is therapeutic method based on monitoring
brain electrical activity (EEG) and giving feed-
back formation. Specifically, some disorders are
related with specific patterns of brain activity.
This method makes it possible to permanently
change nor ,bad“ patterns and simply teach the
brain to work better and thus reduce or com-
pletely eliminate the symptoms of the disor-
ders such as are: attention-deficit / hyperactive
disorder (ADHD), mood disorder (depression);
sleep disorder (insomnia, difficulty sleeping,
frequent awakening), anxiety and various
fears; stress and elimination of stress; bad
concentration; learning difficulties, migraine
headache. Although the technology is very so-
phisticated, the neurofeedback procedure itself
is very simple-out, painless and non-invasive.
It’s scientific a proven way to improve the way
we function brain zoning by intensive brain
training (16-18).
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REFERENTNI CENTRI KAO CENTRI
IZVRSNOSTI

Kako bismo omoguc¢ili najbolje lije¢enje za oso-
be s neurokognitivnim poremecajima potrebno
je osnovati referentne centre koji bi se povezali
s drugim centrima izvrsnosti i u Europskoj uniji.
Zdravstvene politike Europske unije teze una-
prjedenju suradnje medu zemljama Europske
unije, a to nadasve ukljucuje i njihovo umreza-
vanje. Neke mreze koriste javnozdravstvene i
istrazivacke programe Europske unije. Takva se
suradnja obi¢no temelji na bilateralnim spora-
zumima ili zajedni¢kim projektima u pojedinim
podrudjima. Stovise, zdravstveni pristup vari-
ra diljem Europske unije pa je stoga potrebno
w¢inkovitije i koordinirano povezivanje sa svr-
hom dijeljenja resursa i stru¢nosti stvaranjem
Europskih referentnih mreza. Ciljevi Europskih
referentnih mreza najbolje se mogu postiéi na
razini Europske unije, jer podrazumijevaju sve-
obuhvatni pristup bolesniku u smislu visoko
specijalizirane, kvalitetne i sigurne skrbi, europ-
sku suradnju visoko specijaliziranih zdravstve-
nih ustanova, udruzivanje znanja, poboljdanje
postavljanja dijagnoze i njege u medicinskim
domenama (u kojima je stru¢nost nedovoljno
sveobuhvatna ili ne postoji dovoljan broj paci-
jenata za pruZanje visoko specijalizirane skrbi),
maksimalnu brzinu i opseg $irenja inovacija u
medicinskoj znanosti i zdravstvenim tehnolo-
gijama. Europske referentne mreZe ujedno su i
centralne tocke medicinske izobrazbe i istrazi-
vanja, informiranja i ocjenjivanja. Sudjelovanje
pruzatelja zdravstvenih usluga u europskim re-
ferentnim mreZama je dobrovoljno i zahtijeva
prihvacdanje kriterija i pravila za ocjenjivanje i
vrednovanje. Svrha nije nuZno stvaranje novih
centara skrbi ve¢ umreZavanje - povezivanje po-
stojecih i/ili prepoznavanje postojece mreze koja

¢e raditi kao stalna platforma na razini EU (10).

Palijativnu skrb potrebno je razvijati prema
integriranom modelu koji ukljutuje postoje-
¢e elemente sustava zdravstvene zastite, uz

prenamjenu postojecih smjesdtajnih i terapij-

REFERENCE CENTER AS A
CENTER OF EXCELLENCE

In order to provide the best treatment for peo-
ple with neurocognitive disorders, it is neces-
sary to set up Reference Centers to connect
with other Centers of Excellence in the Europe-
an Union. European Union health policies seek
to promote co-operation between EU countries,
and above all involve networking. Some net-
works use public health and European Union
research programs. Such cooperation is usually
based on bilateral agreements or joint projects
in specific areas. Moreover, the health approach
varies across the European Union and therefore
amore effective and coordinated link is needed
with the purpose of sharing resources and ex-
pertise through the creation of European refer-
ence networks. The objectives of the European
Reference Networks can best be achieved at
the level of the European Union, as they entail
comprehensive access to the patient in terms
of providing highly specialized, quality, and
safe care, European cooperation of highly spe-
cialized healthcare institutions, pooling knowl-
edge, improving diagnosis, and care in medical
domains (in which expertise is insufficient com-
prehensive or insufficient number of patients
to provide highly specialized care), maximum
speed and scope of diffusion of innovation in
medical science and health technologies. Euro-
pean reference networks are also central points
of medical education and research, information
and assessment. Participation health care pro-
viders in European reference networks are vol-
untary and required acceptance of evaluation
criteria and rules and evaluation. The purpose is
not necessarily to create new ones care centers
already networking - connecting existing and
/ or identifying an existing network that will

work as a permanent platform at EU level (10).

Palliative care should be developed according to
an integrated model that incorporates the ex-
isting elements of the health care system, with

the conversion of existing accommodation and
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sko-rehabilitacijskih kapaciteta, osnazivanje i
osposobljavanje profesionalaca, te postavljanje
novih procedura i standarda rada. U pruzanju
palijativne skrbi vaznu ulogu trebaju imati i
partneri iz drugih sektora, uklju¢ujudi i civil-
no drustvo. No, na klinike i u bolnice trebalo bi
primati palijativne pacijente samo u sluéajevi-
ma pogorsanja stanja ili potrebe zahvata koji
se ne moze obaviti u kuénim uvjetima. Najve-
¢i dio palijativne skrbi treba i nadalje biti na
razini primarne zdravstvene zastite i domova
zdravlja koji ugovaraju koordinatore palijativne

zaStite i mobilne palijativne timove.

Vazno je ovdje istaknuti da domovi zdravlja, re-
gistrirani za palijativnu djelatnost, od pocetka
2016. imaju mogucnost ugovaranja koordina-
tora za palijativnu skrb i mobilnih palijativnih
timova utvrdenih prema broju stanovnika po-
jedinih Zupanija. Tako je Grad Zagreb s obzi-
rom na svoju veli¢inu dobio osam koordinatora.
Cijeli plan zbrinjavanja palijativnih bolesnika
osmisljen je na nacin da klinike i bolnice oba-
vijeste koordinatore o otpustanju palijativnih
pacijenata nakon ¢ega ¢e koordinatori osigura-
vati zdravstvenu njegu u kudi, socijalnog radni-
ka, obavijestiti izabranog lije¢nika, patronaznu
sestru i posudionicu pomagala te uskladiti sve
sluzbe na terenu uklju¢ene u skrb. Svrha svih
tih aktivnosti je da se palijativnog pacijenta ne
izolira u ustanovi i izolira iz obitelji, ve¢ da se
osigura maksimalna podrska kako bi pacijent
do kraja Zivota mogao ostati u svom domu. Obi-
teljima bi na raspolaganju trebale biti i razne
usluge socijalne skrbi, poput gerontodomacica,
gerontonjegovateljica i dnevnih boravaka za
smjestaj palijativnih pacijenata u razdoblju dok
se obitelj za njih ne moze brinuti. U Ministar-
stvu zdravstva Republike Hrvatske utvrdili su
kadrovske normative i osigurali nov¢ana sred-
stva za zdravstvenu zastitu palijativnih bolesni-
ka. Za ostalo je vazna podrska lokalne zajednice
i socijalne sluzbe. Lije¢nici obiteljske medicine
zaduzeni su za rano prepoznavanje takvog sta-
nja te upoznavanje pacijenta s njegovim pravi-

ma, npr. moguénosti odbijanja odredenih za-

therapeutic-rehabilitation capacities, the em-
powerment and training of professionals, and
the setting of new procedures and standards
of work. Partners from other sectors, including
civil society, should also play an important role
in providing palliative care. However, palliative
patients should be admitted to Clinics and Hos-
pitals only in cases of worsening conditions or
if there is need for a non-residential interven-
tion. The largest part of palliative care should
continue to be at the level of primary health
care and health centers contracting palliative
care coordinators and mobile palliative teams.
In order to improve the treatment of people
with neurocognitive disorders, it is necessary
to emphasize the importance of an interdisci-
plinary approach, that is, treatment in which
physicians of other specialties are involved in

addition to psychiatrists.

It is important to point out here that health
centers registered for palliative care are from
the beginning In 2016, they have the ability to
contract palliative care coordinators and mo-
bile palliative care providers teams determined
by population of individual counties. So is the
City of Zagreb with respect got eight coordina-
tors to his size. Complete care plan for pallia-
tive patients it is designed to inform clinicians
and hospitals of palliative care coordinators pa-
tients after which the coordinators will provide
home health care, social worker, inform the
chosen doctor, your sister and the utility bowl
to match you all field services involved in care.
Purpose all of these activities are to ensure that
the palliative patient is not isolated in the in-
stitution and isolated from the family, but to
provide maximum support in order the patient
could remain in his for the rest of his life home.
Families should be available various social wel-
fare services, such as housewives, carers and
day care provider tays for palliative patients in
a period until the family can take care of them.
Ministry of Health of the Republic of Croatia
established staffing standards and secured
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hvata. Palijativni bolesnik ve¢ sada kod svog li-
je¢nika moze potpisati standardizirani obrazac
kojim, s punom odgovorno§cu, odbija odredene
zahvate. Obrasci su dostupni na web stranici
Ministarstva zdravstva Republike Hrvatske (4).
Zahvaljujudi napretku medicine imamo mogu¢-

nost da ljudi umiru bez boli i to je imperativ.

U cilju poboljsanja lije¢enja osoba s neuroko-
gnitivnim poremecajima potrebno je naglasiti
vaznost interdisciplinskog pristupa, odnosno
lije¢enja u kojem uz psihijatre ucestvuju i lije¢-

nici drugih specijalnosti.

COVJEK JE | DUHOVNO BICE

Psihijatrija se od davnih dana otvara prema po-
drugju duhovnosti i to otvaranje nije slu¢ajno.
Naime, medicina je od svojih anti¢kih pocetaka
sagledavala ¢ovjeka kao jedinstvo duha i tijela,
pa samim time i ¢ovjekovo zdravlje, odnosno
dobrobit kao jedinstvo dobrobiti duha i tijela.
Veliki broj zdravstvenih studija potvrduje pozi-
tivnu spregu duhovnosti s brZim oporavkom od
raznih bolesti te pobolj$anjem kvalitete Zivljenja
kroni¢nih i terminalnih bolesnika. U sve ve¢em
broju zemalja duhovnost nalazi svoje mjesto i
u izravnoj klini¢koj primjeni, a vodeéi svjetski
medicinski fakulteti odrZavaju trajnu edukaci-
ju o pozitivhom uéinku duhovnosti na ljudsko
zdravlje kolegijem iz duhovnosti. Vjernici neovi-
sno o vjeroispovijesti potvrduju da im vjera daje
mir koji dovodi do psihofizicke relaksacije (19).

Bolesnicima i njihovim obiteljima na mreznim
stranicama zdravstvenih institucija moraju
biti dostupne sve informacije na temelju kojih
mogu odlu¢iti o odabiru ustanove i metoda li-
jecenja. Jedino tako osiguravamo i uklju¢ujemo
bolesnika i njegovu obitelj kao aktivne partne-
re u lije¢enju. Ukljucenost pacijenta u procesu
planiranja lije¢enja, izbora alternativa lijekova
i odluke o prijelazu drugim razinama skrbi tre-
ba biti maksimalna u cilju pobolj$anja uzimanja
lijekova i pridrzavanja plana lije¢enja. S obrazo-

vanim i opunomocenim bolesnikom moguce je

them financial support for palliative patients
health care. For the rest, support is important
local communities and social services. Doctors
of family medicine is responsible for early rec-
ognition of this condition and for informing
the patient of his or her rights, eg the possi-
bility of refusing certain procedures. Palliative
patient already now he can sign a standardized
form with his doctor, with full responsibility,
rejects certain interventions. Forms are avail-
able on the website of the Ministry of Health
of the Republic of Croatia (4). Thanks to the
advancement of medicine, we have the ability
to make people die without pain and it is im-

perative.

In order to improve the treatment of peo-
ple with neurocognitive disorders, emphasis
should be given the importance of an interdis-
ciplinary approach, respectively treatment in

which psychiatrists and other specialties.

THE HUMAN IS ALSO A
SPIRITUAL BEING

Psychiatry has been opening to the realm of
spirituality since ancient times, and this is no
accident. A large number of health studies con-
firm a positive connection of spirituality with
a faster recovery from various diseases and an
improvement in the quality of life of chronic
and terminal patients. In a growing number of
countries, spirituality is also in direct clinical
application, with world leading medical colleg-
es providing ongoing education on the positive
impact of spirituality on human health through
a course in spirituality. Believers, regardless of
religion, affirm that faith gives them peace that
leads to psychophysical relaxation (19).

Patients and their families must have access to
information on the health institution’s website
on the basis of which they can decide on the
choice of institution and treatment method.

This is the only way to secure and involve the
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uvesti prilagodene hitne planove i samoprocje-

nu za bolju kontrolu bolesti (2).

Vazan dio svake bolnice i klinike je i njen okolis.
Oblikovanje prostora je vazan korak u stvara-
nju ugodnog, terapijskog okruZzja u kojem se
bolesnici osjecaju ugodno i opusteno, u kojem
se smanjuje napetost i stres, te se poboljsava
njihovo raspoloZenje. Pri oblikovanju prostora
treba uzeti u obzir uskladivanje oblika i njiho-
ve visine u kompoziciji prostora, komponiranje
boja biljnih vrsta u skladu s njegovim vreme-
nom cvatnje, oblikovanje razli¢itih perspektiva
s obzirom na to¢ku promatranja pojedinih dije-
lova vrta, te osiguravanje logi¢ne komunikacije

u svim dijelovima prostora (20).

Ved je poznato kako kuéni ljubimci, posebno
psi i macke, donose mnoge dobrobiti za men-
talno zdravlje svojih vlasnika. Zbog toga se
ove zivotinje koriste u lije¢enju oboljelih od
PTSP-a ili anksioznosti. Ku¢ni ljubimci svakog
se dana sve vie vrednuju, a osim toga $to su
nam drustvo i uveseljavaju nas, njihova prisut-
nost ima pozitivan utjecaj na zdravlje bududi
da povecdava osjecaj sigurnosti i zastite, a in-
terakcija s ku¢nim ljubimcem izaziva lu¢enje
oksitocina. Pozitivne osobine ljubimca poput
odanosti, njeznosti, razdraganosti prenose se
na ljude razvijajudi kod njih socijalne vjestine
koje se opazaju kod bolje interakcije i suZivota
s drugim ljudima. Utjecaj Zivotinja na ljude je
pozitivan jer ih potice na interakciju, na preu-
zimanje odgovornosti za sebe i druge ija¢a vri-
jednosti poput solidarnosti i postovanja (21).
No, prednosti nisu samo emocionalnog tipa.
Posjedovanje ljubimca moZe pomodi i u pre-
venciji kardiovaskularnih i drugih bolesti, jer
time $to ih izvodimo u $etnju, ujedno vjezbamo

i boravimo na svjezem zraku (21).

Utjecaj zivotinja na ljude je toliko pozitivan da
su ¢ak i mnogi zdravstveni programi krenu-
li uklju¢ivati ljubimce u okviru terapije. Osim
pasa vodi¢a postoje psi koji su obuceni da po-
mazu oboljelima od dijabetesa ili jednostavno

prave drustvo bolesnim i starijim osobama (21).

patient and their carer as active partners in
treatment. Patient involvement in the treat-
ment planning process, choice of drug alterna-
tives, and decision regarding transition to oth-
er levels of care should be maximized in order
to improve medication uptake and adherence
to the treatment plan. With an educated and
empowered patient, customized emergency
plans and self-assessment can be introduced
to better control the disease (2).

A vital part of every hospital and clinic is its
environment. Designing a space is an impor-
tant step in creating a comfortable, therapeutic
environment in which patients feel comforta-
ble and relaxed, in which tension and stress are

reduced and their mood is improved. (20).

It is already known that pets, especially dogs
and cats, bring many mental health benefits to
their owners. Therefore, these animals are used
in the treatment of patients with PTSD or anx-
iety. Pets are becoming more and more valuable
every day, and in addition to keeping us com-
pany and entertaining us, their presence has a
positive effect on health as it increases the sense
of safety and protection, and interaction with
pets causes oxytocin to secrete. Positive char-
acteristics of pets, such as loyalty, tenderness,
and cheerfulness, are passed on to people, thus
developing in them those social skills which are
observed in better interaction and co-existence
with other people. The impact of animals on hu-
mans is positive because it encourages them to
interact, take responsibility for themselves and
others, and strengthen values such as solidarity
and respect (21). But the benefits are not just of
the emotional type. Having a pet can also help
prevent cardiovascular and other diseases be-
cause by taking them for a walk we also exercise

and stay out in the fresh air. (21).

The impact of animals on humans is so positive
that even many health programs have started
include pets within therapy. Except guide dogs,
there are dogs that are trained to help diabetics
or simply make society sick and elderly (21).
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Poznato je da se porastom temperature i vlage
iznad granice normale smanjuje radni u¢inak
zaposlenika. Oni postaju umorni i neraspoloze-
ni §to se odrazava na njihovu radnu u¢inkovi-
tost, a utjecaj ovih negativnih ¢imbenika utjece
ina osobe koje se lije¢e zbog neurokognitivnih

poremecaja (22).

ZAKLJUCAK

Daljnji razvoj klinika i bolnica u kojima se li-
jee osobe s neurokognitivnim poremecajima
trebao bi se razvijati u kontekstu cjelokupnog
razvoja zdravstvene za$tite osoba s duevnim
smetnjama koji se temelji na deinstitucionali-
zaciji, ja¢anju zastite mentalnog zdravlja u za-
jednici, ali i osuvremenjivanju potrebnih bol-
nickih kapaciteta i razvoju referentnih centara

kao centara izvrsnosti (23).
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Muce li starije ljude njihovi seksualni problemi?
/ Do Older People Suffer When They Have Sexual
Problems?

Goran Arbanas

Klinika za psihijatriju Vrapce, Zagreb i Medicinski fakultet u Rijeci, Rijeka, Hrvatska

/ University Psychiatric Hospital Vrapce, Zagreb & Rijeka Medical School, Rijeka, Croatia

Seksualni problemi imaju vecu ucestalost u starijoj Zivotnoj dobi, ali nose manju patnju nego u mladoj dobi. Cilj
ovog rada jest utvrditi ucestalost i vrstu seksualnih problema kod osoba koje su se javile u Ambulantu za seksualnu
smetnje. Pretrazeni su podatci Ambulante za seksualne smetnje Klinike za psihijatriju Vrapce, koja djeluje od 2014.
godine. Kroz tu ambulantu proslo je 589 pacijenata, od ¢ega je 6,8 % bilo starije od 65 godina (40 pacijenata).
Medu njima bila je samo jedna Zena. Vecina pacijenata (57 %) imala je erektilnu disfunkciju, dok su ostali seksualni
poremecaiji bili rijetki. Ni jedan pacijent nije se javio zbog rodne disforije, ni zbog parafilija. Vecina pacijenata s
erektilnom disfunkcijom imala je organsku podlogu ovog problema. Muskarci starije Zivotne dobi smatraju da im je
erektilna disfunkcija izvor patnje te se javljaju na lijecenje u ambulantu za seksualne smetnje. Potrebno je posebno
obratiti paznju na organske uzroke erektilne disfunkcije. Dio pacijenata koji se javlja zbog seksualnih smetnji zapravo
imaju drugu patologiju (npr. organski sumanuti poremeca;j).

/Sexual problems have a higher prevalence in old age but are considered less distressing than in younger people. The aim
of this study is to determine the prevalence and the type of sexual problems in people who contacted the outpatient clinic
for sexual problems. Data from the outpatient clinic for sexual problems of the University Psychiatric Hospital Vrapce,
founded in 2014, were analysed. 589 patients were examined in the outpatient clinic for sexual problems, and among
them there were 6.8% of those aged 65 and above. There was only one woman. The majority of the patients (57%) were
diagnosed with erectile dysfunction, while other sexual problems were rare. None of the patients suffered from gender
dysphoria or paraphilias. The majority of the patients with erectile dysfunction had a physical factor influencing the
problem. Men aged 65 and above consider erectile dysfunction distressful and seek treatment in outpatient clinic for
sexual problems. It is important to pay special attention to physical factors influencing erectile dysfunction in this group.
A small subgroup of patients think they have sexual problems but actually have other psychological problems (e.g. organic

delusional disorder).
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UvOoD

Seksualni problemi ucestali su problemi kod
muskaraca i Zena; veéina istrazivanja ukazuje da
gotovo svaka treca Zena i svaki ¢etvrti muska-
rac tijekom Zivota razvije barem jedan seksualni
problem (1-3). No, da bi se postavila dijagnoza
seksualne disfunkcije, potrebno je da ovaj sek-
sualni problem osobi stvara patnju (4). Otprilike
polovica ljudi sa seksualnim problemima navodi

da im je seksualni problem izvor patnje (4).

Utestalost seksualnih problema raste s dobi.
Samo rijetki seksualni problemi ¢e$¢i su u mla-
doj dobi, npr. vaginizam kod Zena ili prijevre-
mena ejakulacija kod muskaraca (taj je problem
podjednako ¢est u svim dobnim skupinama)
(5). S dobi se smanjuje udio onih koji seksualni
problem dozivljavaju kao onesposobljavajui ili

kao izvor patnje (4).

Brojni su razlozi povecane ucestalosti seksu-
alnih problema u starijoj zivotnoj dobi: pove-
¢ana ulestalost razlicitih tjelesnih bolesti koje
dovode do seksualnih problema (npr. $ecerna
bolest, hipertenzija, arterioskleroza), poveéa-
na ucestalost odredenih dugevnih bolesti (npr.
depresija), gubitak partnera. Fiziologka zbiva-
nja u starosti (npr. promjena sastava vezivnog
tkiva, promjena ucestalosti i medusobnog od-
nosa razli¢itih neurotransmiterskih receptora)
dovodi do fizioloskih promjena u seksualnom
funkcioniranju (npr. smanjena ¢vrstoca erekci-
je, duze vrijeme do ejakulacije, otezano vlaze-
nje i sli¢no) koji se jo§ ne smatraju seksualnim

disfunkcijama (6).

Seksualne poremecaje u $irem smislu dijelimo
u tri skupine: seksualne disfunkcije, rodna dis-
forija i parafilije (obje suvremene klasifikacije,
tj. MKB i DSM, prihvatile su ovakvu podjelu)
(4,7). Seksualne disfunkcije su daleko ¢esée od
drugih dviju kategorija i najve¢i broj ljudi koji
se javlja na lije¢enje zbog seksualnih problema

dolazi upravo zbog seksualnih disfunkcija (8,9).

U Hrvatskoj od 2016. godine djeluje Ambulan-

ta za seksualne smetnje (10). Veéina ljudi koji

INTRODUCTION

Sexual problems are prevalent both in men and
women; studies show that almost one third of
women and one fourth of men have at least
one sexual problem during their lifetime (1-3).
However, one of the criteria for the diagnosis of
a sexual dysfunction is for this sexual problem
to cause distress (4). Approximately one half
of the people with sexual problems claim that

their sexual problem causes them distress (4).

The prevalence of sexual problems is higher in
older age. Only a few of all sexual problems are
more prevalent in younger age: e.g. vaginismus
in women and premature ejaculation in men (it
is of the same prevalence in all the age groups)
(5). With the increase in age, there is less and
less of those who consider their sexual problem

to be debilitating or a source of distress (4).

There are many reasons why sexual problems are
more prevalent in older age: higher prevalence
of different physical conditions that can lead to
sexual problems (e.g. diabetes mellitus, hyper-
tension, arteriosclerosis), higher prevalence of
certain mental disorders (e.g. depression), and
loss of a partner. Physiological changes related
to age (e.g. change of the content of connective
tissue, the change in the amount and the ratios
of different neurotransmitter receptors) lead
to physiological changes in sexual functioning
(e.g. erections being less rigid, longer time to
ejaculation, difficulties in lubrication, etc.) that

are still not considered sexual dysfunctions (6).

Sexual disorders in a broader sense are divided
into three groups: sexual dysfunctions, gender
dysphoria, and paraphilias (both of the current
classifications, i.e. ICD and DSM, accepted this
kind of division) (4,7). Sexual dysfunctions are
much more prevalent than the other two cate-
gories and the majority of people who contact a
sexual therapist due to sexual problems do that

for sexual dysfunctions (8,9).

In Croatia, the first outpatient clinic for sexu-
al problems was established in 2016 (10). The

majority of people who have a sexual problem
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imaju neki seksualnu problem javlja se upravo
u ovu ambulantu, a puno rjede pojedinim spe-
cijalistima psihijatrima ili urolozima u njihove

specijalisticke ambulante (11).

CILJ RADA

Cilj ovog rada jest utvrditi koliko se ¢esto i s ko-
jim problemima javljaju stariji ljudi (stariji od
65 godina) u Ambulantu za seksualne smetnje

zbog svojih seksualnih problema.

METODE

Pretrazeni su podatci iz Ambulante za seksu-
alne smetnje Klinike za psihijatriju Vrapce, te
su obradeni demografski podatci i podatci o ra-
zlogu dolaska, te psihicki status, anamnesticki
podatci i podatci o komorbiditetu kod osoba

koje su se javile u ovu ambulantu.

Ambulanta za seksualne smetnje zapocela je
s radom u lipnju 2014. godine (tada u Op¢oj
bolnici Karlovac), a od 1. listopada 2015. godi-
ne djeluje u Klinici za psihijatriju Vrapce (10).
Kroz ambulantu je do 1. listopada 2019. godine
proslo 589 pacijenata.

REZULTATI

Kroz ambulantu za seksualne smetnje tijekom
pet i pol godina njezina postojanja lijeceno je
589 pacijenata od kojih 19 % (112) Zena. Od tih
589 pacijenata 40 je bilo u dobi 65 i vise godina,
$to ¢ini 6,8 % od ukupnog broja pacijenata. Od
ovih 40 pacijenata samo je jedna Zena, $to je
znacajno manje nego u ukupnom uzorku (y* =
6,93; p = 0,008).

Ispitanici (stariji od 65 godina) bili su prosje¢ne
dobi 70,4 godine, a raspon godina bio je od 65
do 88 (slika 1).

Postavljene dijagnoze prikazane su na slici 2.

Najvedi broj pacijenata (28 od 49) dosao je zbog

have come to this centre, and less often they
contacted other specialists of psychiatry or

urology in their specialist clinics (11).

AIM

The aim of this study was to establish how of-
ten elderly people (aged 65 and above) come to
the outpatient clinic for sexual problems and

for what reasons.

METHODS

Data from the outpatient clinic for sexual prob-
lems of the University Psychiatric Hospital
Vrapce were analysed and demographic data and
data on the reasons for contact, mental state,
medical history data, and comorbidity data of

the patients of this clinic were researched.

The outpatient clinic for sexual problems was
founded in June 2014 (at that time in the Kar-
lovac General Hospital) and moved on the first of
October 2015 to the University Psychiatric Hos-
pital Vrapce (10). By the first of October 2019,
589 patients contacted this outpatient clinic.

RESULTS

During the five and a half years of the clinic’s ex-
istence, 589 patients were treated in the outpa-
tient clinic for sexual problems, and among them
19% (112) were women. Among the 589 patients,
40 were aged 65 or above, which is 6.8% of the
total number. Only one woman was among these
40 patients, and this is statistically less than in
the total sample (3* = 6.93; p = 0.008).

Subjects (older than 65) were of the average age
of 70.4 and the age range was between 65 and
88 (Figure 1.).

The distribution of diagnoses reached during
the diagnostic process is shown in Figure 2.

The largest number of patients (28 of 49) came

G. Arbanas: Do Older People Suffer When They Have Sexual Problems? Soc. psihijat. Vol. 47 (2019) No. 3, p. 373-379.

375



376

age /dob
25
20
15 |-
10 |-
| I
0 . - .

65-69 70-74 75-79 80-84 85-89
W age/dob

SLIKA 1. Raspodjela broja pacijenata prema dobi
FIGURE 1. Distribution of number of patients of different
age groups

problema erektilne disfunkcije. Gledajuéi samo
seksualne probleme, dvojica su dosla zbog pri-
jevremene ejakulacije, te po jedan zbog odgode-
ne ejakulacije, pretjeranog seksualnog nagona i
nespecifi¢ne seksualne smetnje. Kod jednog bo-
lesnika nije utvrden seksualni problem, ve¢ mu
je postavljena dijagnoza organskog sumanutog
poremecaja. Nijedan pacijent nije se javio zbog
rodne disforije, ni zbog parafilije. Jedina Zena u
uzorku doéla je zbog problema s doZivljavanjem

orgazma.

Medu bolesnicima s erektilnom disfunkcijom
kod osam se radilo o direktnoj posljedici bolesti
(i operacije) prostate, a kod tri se radilo o hi-
pogonadizmu. Kod svih osim kod trojice utvr-
den je dodatni organski ¢imbenik koji je bio ili
(npr. kardiovaskularne bolesti, bolesti mokra¢-
nog mjehura). Svi osim Cetiri bolesnika uzimali
su razli¢ite lijekove (od kojih mnogi mogu imati

seksualne nuspojave).

RASPRAVA

U Ambulantu za seksualne smetnje Klinike za
psihijatriju Vrap¢e mnogo se ¢e$ée javljaju mus-
karci nego Zene, $to je u skladu s drugim sli¢-
nim ambulantama u Europi i svijetu (8,9,12).
Zene ¢ine manje od 20 % pacijentica u ovoj

ambulanti. Medutim, udio Zena medu starijom

dijagnoze / diagnosis

SN

W E29 M FO6 F41 W F52.2 W F523
F52.4 W F52.7 W F52.38 B N48

SLIKA 2. Dijagnoze kod osoba starijih od 65 godina
FIGURE 2. Diagnoses in patients aged 65 and above

due to erectile dysfunction. If we consider only
sexual problems, two came due to premature
ejaculation and one due to retarded ejacula-
tion, one for hypersexual disorder, and one for
a nonspecific sexual problem. In one of the pa-
tients no sexual problems were diagnosed but
was diagnosed for organic delusional disorder.
None of the patients had gender dysphoria nor
paraphilia. The only woman in the sample was

diagnosed with orgasm problems.

Among the patients with erectile dysfunction,
in eight the dysfunction was a direct conse-
quence of a prostate disease (or surgery), and
in three the cause was hypogonadism. In all the
patients but three, at least one organic factor
was established that was either the etiological
or an additional factor for the erectile dysfunc-
tion (e.g. cardiovascular diseases, diseases of
the vesicle). All but four of the patients had
been taking different medications (many of

which can have sexual side effects).

DISCUSSION

More men come to the outpatient clinic for sex-
ual problems of the University Psychiatric Hos-
pital Vrapce than women, and this is expected

as the same applies for the majority of sexology
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populacijom je daleko manji, te se u pet godina
javila samo jedna Zena (s problemima u doZiv-
ljavanju orgazma). Ovo je u skladu s ¢injenicom
da u starijoj Zivotnoj dobi, premda velik broj
ljudi i nadalje smatra da je seksualnost bitna
komponenta njihova Zivota, to vise vrijedi za
muskarce, nego za zene (13). No, ¢injenica
da se u ambulantu javila samo jedna Zena ne
moZe se objasniti isklju¢ivo ovim razlogom,
te smatramo da ulogu imaju i sociokulturalni
¢imbenici, tj. dvostruki kriteriji koji vrijede za
mugkarce i Zene, tj. spolni stereotipi. Jedan od
socijalnih stereotipa je da je mugkarac taj koji
treba biti seksualno aktivan, inicijator seksual-
nih aktivnostii koji bi trebao duze vrijeme odr-
zavati seksualnu aktivnost i zelju (14). U skladu
s time veca je $ansa da ¢e se medu osobama iste
razine patnje ¢e$ce na lijeenje javiti muskarci,
jer seksualni problem vi$e pogada stereotipnu
musku rodnu ulogu, a manje Zensku. Postavlja
se pitanje ne pate li zaista Zene starije Zivotne
dobi zbog postojecih seksualnih problema ili
unato¢ patnji ne traze lijecenje, jer bi u ovom
drugom slucaju trebalo reagirati na drugadiji
nacin (tj. razli¢itim mjerama umanjiti sram i

potaknuti ih na traZenje pomodi).

Dobna distribucija pacijenata pokazuje jasan
pad, tj. da je u kategoriji starijih (tj. >65 go-
dina) puno vige onih u dobnoj skupini do 75
godina, nego onih u vi$§im dobnim skupinama.
Razlozi su vjerojatno sve manji broj ljudi u sva-
koj sljedecoj dobnoj skupini, ali i sve manja pat-
nja zbog seksualnih problema u vi$im dobnim
skupinama (jednim dijelom jer se to smatra
dijelom normalnog starenja, a drugim dijelom
vjerojatno i zbog toga $to se s dobi povecava

udio onih koji vie nemaju partnera/icu).

Sto se ti¢e razloga za dolazak na lijecenje u
Ambulantu za seksualne smetnje, na prvom je
mjestu erektilna disfunkcija, $to je i o¢ekivano
(1,2). Utestalost erektilne disfunkcije jasno ra-
ste s dobi, te u visokoj dobi (iznad 70 godina)
preko 50 % muskaraca ima erektilnu disfunkci-

ju (15). Takoder, erektilna disfunkcija vise po-

units in Europe and worldwide (8,9,12). Women
make up less than 20% of patients in the clin-
ic. However, the proportion of women among
the population of the elderly is even lower, and
during the period of five years only one woman
(with orgasm problems) came to the clinic. This
isin line with the fact that in older age, although
many people consider sexuality to be the impor-
tant aspect of their life, more men than women
confirm the importance of sexuality (13). How-
ever, the fact that only one woman came to the
clinic cannot be explained by this reason alone.
We assume that there is a role of sociocultural
factors, i.e. double criteria for men and women
or sexual stereotypes. One social stereotype says
that men should be sexually active, the initiators
of sexual encounters and the ones who should
keep sexual activity and sexual desire into the
old age (14). In line with this, there is a greater
chance that among the people with the same
level of distress, more men will seek treatment
than women because sexual problems interfere
with the stereotypical male sexual role and less
with the stereotypical female gender (and sexu-
al) role. We do not know if elderly women really
do not suffer due to their sexual problems or if
they, despite their suffering, do not seek treat-
ment. If the latter is the case, then we should
(using different measures) try to diminish the

shame and encourage them to seek help.

Age distribution shows a clear linear relation-
ship, with more patients in the younger age
range (among those age 65 and above), and less
in the age group of 75 and above. The reasons
are: fewer people who are aged 75 and above,
less distress due to sexual problems in older
groups (at least partly due to the fact that the
decline in sexual functioning is a part of the
normal aging, and partly due to the fact that
with age there is a higher prevalence of those

who do not have a partner).

The most prevalent diagnosis in the outpatient
clinic for sexual problems in those aged 65 and
above was, as expected, erectile dysfunction

(1,2). The prevalence of erectile dysfunction
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gada osjecaj muzevnosti i musku rodnu ulogu

od drugih seksualnih problema (14).

Kod pacijenata smo nasli vrlo visoku udesta-
lost tjelesnih bolesti (na prvome mjestu bole-
sti prostate, hipogonadizam, kardiovaskularne
bolesti) koji mogu biti glavni uzrok ili pridono-
sni ¢imbenik erektilnoj disfunkciji. Kod samo
tri pacijenta s erektilnom disfunkcijom nismo
mogli nadi nikakav organski ¢imbenik koji bi

mogao pridonijeti ovom stanju.

Zanimljivo je ipak napomenuti da se jedan
pacijent javio zbog pretjeranog seksualnog na-
gona, koji dozivljava kao izvor patnje, jer vise
nije sposoban tjelesno pratiti svoju poveéanu
seksualnu Zelju, a i njegova partnerica je bila
nezadovoljna njegovom pojacanom seksual-

nom Zeljom.

Drugi zanimljiv podatak jest pacijent koji je
do$ao u ambulantu za seksualne smetnje zbog
problema koji je on smatrao da je seksualne
prirode, a na koncu se utvrdilo da se radi o
organskom sumanutom poremecaju. Kao i u
mladoj Zivotnoj dobi, razli¢ite dusevne bolesti
mogu imati simptome ili sadrzaje simptoma u
podrudju seksualnosti (npr. nerijetko osobe s
opsesivno-kompulzivnim poremecajem imaju

seksualnu tematiku opsesivnih sadrzaja) (16).

ZAKLJUCAK

Kad se govori o zdravstvenoj zastiti starijih
osoba obi¢no se ne pomislja na njihove seksu-
alne probleme, no ovaj rad ukazuje da musgkarci
starije zivotne dobi erektilnu disfunkciju sma-
traju dovoljno uznemiruju¢om da zbog nje tra-
Ze pomod. Veliko je znalenje tjelesnih ¢imbeni-
ka (i lijekova) u etiologiji erektilne disfunkcije,

posebice u ovoj dobi.

rises with age, and in older age (70 and above)
more than 50% of men have erectile dysfunc-
tion (15). Also, erectile dysfunction affects the
sense of masculinity and the male gender role

much more than other sexual problems (14).

A high prevalence of physical diseases was de-
termined among the patients, primarily pros-
tate diseases, hypogonadism, cardiovascular
diseases, which can be the main cause or the
additional factor for erectile dysfunction. Only
three patients with erectile dysfunction did
not have any additional physical problems that
could affect erectile function.

Interestingly, one patient came due to hyper-
sexual disorder, which is a cause of distress as
he is not able to physically follow his high sex-
ual desire and his partner was dissatisfied with

his high sexual desire.

The other interesting case was a case of a pa-
tient who came because of the problem he
considered to be of a sexual nature, but he was
diagnosed with organic delusional disorder. As
in younger age, different mental dysfunctions
can have sexual symptoms or the sexual con-
tent of symptoms (e.g. often people with obses-
sive-compulsive disorder have a sexual content
of obsessive thoughts) (16).

CONCLUSION
When considering health care of elderly people,

sexual problems are usually not in the focus of
interest, but this paper shows that men aged
65 and above believe that their erectile dys-
function is disturbing enough to seek profes-
sional help. There is a major influence of phys-
ical factors (and medications) on the aetiology

of erectile dysfunction in this age group.
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Uzroci i dinamika tjelesnih komplikacija/nezeljenih
dogadaja tijekom hospitalizacije bolesnika s
demencijom

/ The Frequency and Causes of Physical Complications/
Adverse Events During the Hospitalization of Patients
with Dementia

Mirna Sisek-Sprem’, Nikola Zaja', Dubravka Kalini¢'?,
Mira Stengl-Martinjak', Zrinka Petrovi¢', Katarina Brzak'
Ninoslav Mimica'?

'Klinika za psihijatriju Vrapce, Referentni centar Ministarstva zdravstva Republike Hrvatske za Alzheimerovu
bolest i psihijatriju starije zZivotne dobi, Zagreb, 2Sveuciliste u Zagrebu, Medicinski fakultet, Zagreb, Hrvatska

/ 'University Psychiatric Hospital Vrapce, Reference Centre of Ministry of Health of the Republic of Croatia for
Alzheimer’s Disease and Old Age Psychiatry, Zagreb, 2University of Zagreb, School of Medicine, Zagreb, Croatia

Uvod: Osobe s demencijom osjetljivije su na razvoj razli¢itih komplikacija/nezeljenih dogadaja u odnosu na osobe
iste dobne skupine bez demencije. Ce$¢e se zaprimaju u bolnicu, gdje imaju ve¢u prevalenciju komplikacija i
povecanu smrtnost. Cilj: ispitati ucestalost hitnih premjestaja bolesnika s demencijom zbog tjelesnih komplikacija
iz Klinike za psihijatriju Vrapce na somatske odjele drugih bolnica. Metode: U ovom retrospektivnom istrazivanju
analizirali smo podatke bolesnika s demencijom koji su lijeceni od 1. sije¢nja do 31. kolovoza 2019. godine na Odjelu
psihogerijatrije u Klinici za psihijatriju Vrapce s naglaskom na vrijeme trajanja hospitalizacije i razloge otpusta koji
su doveli do premjestaja s Odjela. Rezultati: Od sije¢nja do kraja kolovoza 2019. godine na Odjel psihogerijatrije u
Klinici zaprimljeno je ukupno 256 bolesnika (67,97 % Zena i 32,03 % muskaraca). Prosje¢na dob Zena bila je 80,5, a
muskaraca 76,4 godina. PremjeSteno na somatski odjel (bolnicu) bilo je 28 % bolesnika (40,24 % muskaraca, 23 %
Zena), a od toga 39 % u prvih sedam dana od dolaska u bolnicu. Pneumonija je bila vodec¢a somatska dijagnoza kod
19 % premijestenih. Prosjecno trajanje hospitalizacije medu svim ispitanicima bilo je kod muskaraca 33,08 dana, a kod
zena 36,47 dana. U istom je razdoblju na Odjelu preminulo 10,93 % bolesnika (12,2 % muskaraca i 10,34 % zena), od
toga 25 % unutar pet dana od dolaska u bolnicu. Zbog neujednacenosti pisanja redoslijeda otpusnih dijagnoza, za
detaljniju analizu razloga premjestaja, bit ¢e potrebno podrobnije ispitivanje. Zakljucak: Najteza tjelesna pogorsanja
i smrtni ishodi javljali su se u prvih tjedan dana od dolaska u bolnicu. Rezultati ukazuju na nuznost somatske obrade

i lijeenja bolesnika s demencijom prije nego budu hospitalizirani na psihijatrijskom odjelu.

/Introduction: Patients with dementia are more susceptible to the development of various complications/adverse events
than people of the same age group without dementia. They are more often admitted to hospitals, where they have a
higher prevalence of complications and higher mortality. Aim: To examine the frequency of physical complications that
require emergency transfers of patients with dementia from the psychogeriatric ward of the University Psychiatric Hospital
Vrapce (UPHV) to somatic wards of other hospitals. Patients and methods: In this retrospective study we analysed the
data of patients with dementia who received medical treatment at the psychogeriatric ward of the University Psychiatric
Hospital Vrapce between 1 January and 31 August 2019, with special emphasis on the treatment length and reasons for
discharge due to compromised medical condition. Results: 256 patients (67.97% female, 32.03% male) were admitted to
the psychogeriatric ward of the UPHV. The average age was 80.5 years for female and 76.4 years for male patients. 28%
of patients (23% of all female and 40.24% of all male patients) were transferred to somatic wards of other hospitals. 39%

of all transferred patients were transferred within the first seven days after the admission to the UPHV. Pneumonia was
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the main somatic diagnosis among 19% of all transferred patients. The mean duration of hospitalization was 36.47 days

for female patients and 33.08 days for male patients. 10.93% of all admitted patients (10.34% of all female and 12.2% of

all male patients) died at the psychogeriatric ward, 25% of whom died within the first five days after the admission to the

UPHYV. Due to a lack of uniform order of registering diagnoses, a more detailed examination of reasons for transfers will

be required. Conclusion: The most severe deteriorations in the physical condition and fatal outcomes occurred within the

first week after the admission to the UPHV. The results indicate the necessity of somatic treatment of dementia patients

before admission to a psychiatric ward.
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uvoD

Zbog starenja pulanstva, raste i udio starije po-
pulacije u bolnicama. Uz stariju dobnu skupinu
gotovo redovito je vezan i vedi broj kroni¢nih
somatskih bolesti.Kod osoba s demencijom, u
odnosu na istu dobnu skupinu bez demencije,

jo§ je veca ulestalost komorbiditeta (1,2).

Kod osoba s demencijom pocetak somatske
dekompenzacije moze dovesti do psihickog po-
gorianja (npr. delirantnog stanja) i rezultirati
hospitalizacijom na akutnom psihijatrijskom
odjelu (3,4). S obzirom da kod osoba s demen-
cijom somatska dekompenzacija moze imati
atipi¢nu klini¢ku sliku (npr. pneumonija bez
febriliteta) i razvijati se vrlo brzo, neophodno
je na vrijeme prepoznati problem (5). Potrebno
je naglasiti da kod ovih bolesnika, ¢ak i diskret-
na promjena u okruZenju, a osobito dolazak na
akutni odjel, moze dodatno nepovoljno utje-
cati na psihic¢ko i somatsko stanje bolesnika,
uzrokovati komplikacije, intenzivno somatsko
lije¢enje, duzu hospitalizaciju i veée troskove
1,2,6).

INTRODUCTION

Due to the aging of the population, the pro-
portion of the elderly in hospitals is increasing.
The elderly population is also often associated
with a greater number of chronic somatic dis-
eases, especially for patients suffering from
dementia (1,2). For dementia patients, the
onset of somatic decompensation may lead to
mental decompensation (e.g. delirious condi-
tions) and result in hospitalization in an acute
psychiatric ward (3,4). Having in mind that so-
matic decompensations of dementia patients
can have an atypical clinical presentation (e.g.
pneumonia without febrility) and can devel-
op very quickly, it is necessary to identify the
condition timely (5). It should be emphasized
that in these patients, even a discrete environ-
mental change, and especially admission to the
acute ward, can additionally adversely affect
the mental and somatic condition of the pa-
tient, causing somatic complications requiring
intensive somatic treatment, longer hospitali-

zation, and higher costs (1,2,6).
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BOLESNIC I METODE

U ovom retrospektivnom istraZivanju analizi-
rali smo podatke o bolesnicima s demencijom
koji su lijeceni na Odjelu psihogerijatrije Klini-
ke za psihijatriju Vrapce od 1. sije¢nja do 31.
kolovoza 2019. godine, s posebnim naglaskom
na razlog pogor$anog somatskog stanja koje
je zahtijevalo premjestaj. Iz medicinske doku-
mentacije se evidentirala dob, spol, trajanje ak-
tualne hospitalizacije, ishod lije¢enja. Koristila

se deskriptivna statisticka metoda.

REZULTATI

Od pocetka sije¢nja do kraja kolovoza 2019.
godine na Odjel psihogerijatrije Zavoda za
biologijsku psihijatriju Klinike za psihijatriju
Vrapce zaprimljeno je ukupno 256 bolesnika:
174 Zene (67,97 %) i 82 muskarca (32,03 %).
Prosje¢na dob Zena bila je 80,5 godina (od 55
do 97 godina), a muskaraca 76,4 godina (od 56
do 95 godina).

Zbog dekompenziranih tjelesnih stanja koja su
zahtijevala premje$taj na somatski odjel (dru-
gu bolnicu) u promatranom je razdoblju pre-
mjesteno 28 % svih bolesnika (40,2 % muska-
racai?23 % Zena), a od toga 39 % u prvih sedam
dana od dolaska u bolnicu. Prosje¢no trajanje
hospitalizacije u slu¢aju premjestaja u somat-
sku bolnicu bilo je kod mugkaraca 13,7 dana
(dogadalo se od 1. do 60. dana), a kod Zena
18,85 dana (dogadalo se od 1. do 67. dana).
Prosje¢no trajanje hospitalizacije kod svih bo-
lesnika na Odjelu psihogerijatrije u tom je raz-
doblju bilo kod musgkaraca 33,08 dana, a kod
Zena 36,47 dana.

U istom je razdoblju na Odjelu zbog posljedica
komorbiditeta sa somatskim bolestima premi-
nulo ukupno 28 bolesnika (10,93 %; od toga
12,2 % muskaraca i 10,34 % Zena). Od toga je
u prvih pet dana od dolaska u bolnicu premi-
nulo 25 %.

PATIENTS AND METHODS

In this retrospective study, we analysed the
data of the patients with dementia hospitalized
on the psychogeriatric ward of the University
Psychiatric Hospital Vrapée between 1 January
and 31 August 2019, with special emphasis on
the reason for the deterioration of the somatic
condition which required transfer to somatic
wards of other hospitals. The following varia-
bles were extracted from the patients’ medical
notes: age, sex, length of the current hospital-
ization, and the outcome of treatment. A de-

scriptive statistical method was used.

RESULTS

Between 1 January and 31 August 2019, a total of
256 patients were admitted to the psychogeriat-
ric ward at the UPHV. 174 were female (67.97%)
and 83 male (32.03%). The average age was 80.5
years (55 to 97 years) for female patients and
76.4 years (56 to 95 years) for male patients.

28% of all admitted patients (40.2% of all male
and 23% of all female patients) were trans-
ferred to somatic wards in other hospitals due
to the decompensated physical condition, and
39% of those transfers occurred within the first
seven days after the admission to the UPHV.
The average hospitalization duration of trans-
ferred patients before the transfer was 13.7
days for male patients (the shortest was 1 day
and the longest was 60 days) and 18.85 days for
female patients (the shortest was 1 day and the
longest was 67 days). The average duration of
hospitalization for all patients in the observed
period at the psychogeriatric ward was 33.08
days for male and 36.47 for female patients.

In the same period, a total of 28 patients (10.93%)
died at the psychogeriatric ward (10.34% of all fe-
male patients and 12.2% of all male patients) asa
result of the deterioration of the physical condi-
tion, 25% of whom died within the first five days
after the admission to the UPHV.
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Prema trenuta¢nim podatcima upala pluca bila
je uzrok premjestaja u somatsku bolnicu u 19 %

slu¢ajeva.

DISKUSIJA

Ovim smo istrazivanjem ustanovili da se na
Odjel psihogerijatrije zaprimi vise Zena s de-
mencijom u odnosu na muskarce (¢ak dvostru-
ko) sto je bilo za o¢ekivati s obzirom na njihov
duzi zivotni vijek i veéu ucestalost demencije
(7,8). To je potvrdila i nesto veca prosje¢na dob
ispitivanih Zena, iako se dobni raspon nije bit-

no razlikovao medu spolovima.

Kod musgkih bolesnika s demencijom, zbog ko-
morbiditeta i razvijenih somatskih komplikaci-
ja bila je dvostruko veca ucestalost upucivanja
u somatske bolnice i nesto veéi broj preminulih
u odnosu na Zene. To, medutim, ne znaci da se
kod Zena javljalo manje somatskih komplikaci-
ja, ve¢ da je ishod lije¢enja bio bolji. Chen i sur.
navode da su komplikacije i smrtnost kod hos-
pitaliziranih muskaraca s demencijom 2,9 puta
vedi u odnosu na Zene. Osim muskog spola,
ostali ¢imbenici koji povedavaju smrtnost bo-
lesnika s demencijom nakon njihovog dolaska u
bolnicu su starija dob, delirantni simptomi i de-

luzije, a naj¢e$ci uzrok smrti je pneumonija (9).

U promatranom razdoblju, zbog pogorsanja tje-
lesnog stanja koje je bilo toliko znacajno da je
zahtijevalo premjestaj u somatsku bolnicu, pre-
mjesteno je 28 % bolesnika, od toga ¢ak 39 % u
prvih sedam dana od pocetka hospitalizacije,
a preminulo je 10,9 % bolesnika, od toga 25 %
unutar prvih pet dana od pocetka hospitali-
zacije. Ovi podatci potvrduju da je vrlo Zesto
u podlozi delirantnih stanja, koja su najceséa
indikacija za prijam dementnih bolesnika na
psihijatrijski odjel, somatska dekompenzacija
koja u ovoj populaciji moze imati atipi¢nu kli-
nicku sliku i brzi razvoj. U literaturi se navodi
da bolesnici s demencijom koji su podvrgnuti
operaciji imaju vide postoperacijskih kompli-

kacija koje je posebno tesko prepoznati u ra-

According to current data, pneumonia was the
main reason for patient transfer in 19% of all

transferred patients.

DISCUSSION

The study showed that more women with de-
mentia than men (more than twice) were ad-
mitted to the psychogeriatric ward, which was
expected due to their longer life expectancy and
higher incidence of dementia (7,8). This was also
confirmed by the slightly higher average age
among female patients, although the age span

did not significantly differ between the sexes.

Male dementia patients were twice more likely to
be transferred to somatic wards of other hospi-
tals due to the comorbidities and somatic compli-
cations and also had a higher number of deaths
than female dementia patients. However, female
patients did not have fewer somatic complica-
tions, but the outcome of treatment seemed to
be better. Chen et al. state that the complications
and mortality of hospitalized male dementia pa-
tients were 2.9 times higher than those of female
patients. Other factors associated with higher
mortality of the dementia patients are older age,
delirious symptoms and delusions, and pneumo-

nia as the most common cause of death (9).

In the observed period, we found that 28% of all
patients were transferred to other hospitals due
to a severe deterioration of their physical condi-
tion, 39% of whom were transferred within the
first seven days after the admission to the psych-
ogeriatric ward. 10.9% of all admitted patients
died, 25% of whom died within the first five days
of hospitalization. These findings confirm that
somatic deterioration is very often underlying
delirious conditions, which are the most com-
mon indication for the admission of dementia
patients to psychiatric wards. Somatic deteriora-
tion in this group of patients can have an atypi-
cal clinical presentation and rapid development,
and those patients can also develop multiple

postoperative complications that are particular-
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nim fazama bolesti (npr. pneumonija, upala
mokraénog sustava, akutno renalno zatajenje,

septikemija) (5).

Takacs i sur. u svom radu navode da je 44 % bo-
lesnika s demencijom nakon dolaska na psihija-
trijski odjel zbog tjelesnog pogorsanja moralo
bilo premjesteno na somatski odjel, od toga
12 % unutar prva tri dana, odnosno da je 5 %
preminulo brzo nakon prijama na psihijatrijski
odjel. Zaklju¢uju da su kod ove skupine bolesni-
ka prije prijama na psihijatrijski odjel neophod-
ni tjelesni pregled i laboratorijska obrada (10).

Zaista, ovi podatci upozoravaju na potrebu
dijagnosticke obrade i lije¢enja dementnih bo-
lesnika u somatskim bolnicama prije hospita-
lizacije na psihijatrijskom odjelu. Sam pregled
bolesnika s demencijom u hitnoj internistickoj,
neurologkoj ili kirurskoj ambulanti, nazalost
nije garancija da je somatsko stanje bolesnika
stabilno te vrlo ¢esto bude predskazatelj ne-
povoljnog tijeka lije¢enja nakon $to bolesnik
bude hospitaliziran na psihijatrijskom odjelu.
Iako se rutinskom laboratorijskom obradom
odmah nakon dolaska na odjel, detaljnim so-
matskim pregledom i opservacijom bolesnika
dijagnosticiraju somatska stanja, ¢esto zbog
brzog razvoja klini¢ke slike dolazi do tjelesnih

dekompenzacija.

U literaturi se takoder navodi da starije osobe
opcenito, kada su hospitalizirane, imaju pove-
¢an rizik od pojave hospitalnih komplikacija
(padovi, upala pluéa, upala mokra¢nog sustava,
delirantna stanja) (6). Komplikacije dovode do
duZeg zadrzavanja u bolnici, §to opet povecava
rizik od novih komplikacija te na kraju loseg
ishoda lije¢enja, ali i ve¢ih troskova. U¢inak
komorbiditetnih dijagnoza se zbraja, a medu
svim dijagnozama klju¢na je demencija. Bo-
lesnici s demencijom imaju gotovo dvostruko
vige komplikacija u odnosu na bolesnike bez
demencije (6). Takoder se u literaturi navodi
mogudi utjecaj benzodiazepina i antipsihoti-
ka na veéu sklonost razvoju pneumonije kod

hospitaliziranih bolesnika s demencijom, pa je

ly difficult to identify in the early stages of the
disease (e.g. pneumonia, urinary tract inflam-

mation, acute renal failure, septicaemia) (5).

Takacs et al. found that 44% of patients with
dementia had to be transferred to somatic
wards after being admitted to the psychiatric
ward, 12% within the first three days, with 5%
of them dying shortly after the admission to
the psychiatric ward. They conclude that for
this group of patients, physical examination
and laboratory processing need to be complet-

ed before admission to psychiatric wards (10).

Indeed, these data point to the need for the di-
agnostic treatment and treatment of dementia
patients in somatic hospitals prior to hospital-
ization on a psychiatric ward. Examination of
patients with dementia in an emergency clinic
for internal medicine, neurology, or surgery un-
fortunately does not guarantee that the somatic
condition of the patient is stable, which is often a
predictor of an unfavourable course of treatment
after the patient has been hospitalized in a psy-
chiatric ward. Although somatic conditions are
diagnosed immediately upon arrival on the ward
in routine laboratory processing and detailed
physical examination and patient observation,
physical decompensation often occurs due to
the rapid development of the clinical picture.
Studies have found that the elderly population,
when hospitalized, is at an increased risk of hos-
pital complications (falls, pneumonia, urinary
tract infections, delirious conditions) (6). Com-
plications lead to longer hospitalization, which
again increases the risk of new complications and
ultimately poor treatment outcome and higher
costs. When the effects of comorbidity diagnoses
are summed up, dementia is of key importance
among all diagnoses. Patients with dementia
have almost twice as many complications than
patients without dementia (6). The potential im-
pact of benzodiazepines and antipsychotics on
the greater risk for developing pneumonia in hos-
pitalized patients with dementia has also been
reported, so it is certainly necessary to consid-
er the cost-benefit of their use (11,12). Patients
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svakako neophodno uzeti u obzir omjer koristi
i $tete njihove primjene (11,12). Bolesnici s de-
mencijom su specifi¢na psihijatrijska skupina
koja zahtijeva oprezan terapijski pristup zbog
njihove dobi, ¢estog komorbiditeta i uzimanja
razli¢itih medikamenata, veceg rizika od nus-

pojava i interakcije medu lijekovima (2).

Zbog svega toga preporuca se ostaviti hospi-
talizaciju samo za slucajeve kada ambulantno
lije¢enje ne daje rezultate, jer svaki dolazak bo-
lesnika s demencijom u bolnicu otvara mogué-
nosti nezeljenih dogadaja (2,4,13-16).

U ovom smo istraZivanju planirali analizirati
koja su somatska stanja zahtijevala premjestaj
na somatski odjel. Dosadagnjom obradom po-
dataka upala pluca je u 19 % slucajeva bila uzrok
premjedtaja u somatsku bolnicu. Od ostalih
uzroka navodila se respiratorna insuficijenci-
ja, upala mokra¢nog sustava, sepsa, renalno
zatajenje... Medutim, zbog velikog broja psihi-
jatrijskih dijagnoza koje prethode somatskim,
a takoder i neujednacenosti upisivanja redosli-
jeda dijagnoza nismo uspjeli dobiti relevantni
podatak zbog kakvog somatskog stanja je bole-
snik premjesten. Zbog toga se planira provesti
iscrpnije istrazivanje kojim bi se, osim detaljnije
analize prve i ostalih komorbiditetnih dijagno-
za, evidentirala indikacija za hospitalizaciju, za-
tim odakle pacijent dolazi na prijam (od kuce, iz
doma, nakon pregleda ili lije¢enja u somatskoj
bolnici), vrsta i teZina demencije te vrste ordi-

niranih psihofarmaka tijekom hospitalizacije.

ZAKLJUCAK

U bolesnika s demencijom se ¢esto u kratkom
razdoblju od dolaska u bolnicu pojave tjelesne
dekompenzacije koje zahtijevaju njihov pre-
mjestaj na somatski odjel ili dovode do smrt-
nog ishoda. Rezultati ovog rada naglasavaju
vaznost specifi¢tnog odnosa somatskih komor-
biditeta kod bolesnika s demencijom u odnosu
na drugu populaciju, teZe prepoznavanje po-
¢etka komplikacija, te znacajno brzu progresiju

simptoma.

with dementia are a specific psychiatric group,
requiring a cautious therapeutic approach which
takes into account their age, frequent comorbid-
ities, usage of various medications, increased risk

of side effects, and drug interaction (2).

Due to all these reasons, it is recommended to
consider hospitalization only in cases where
outpatient treatment does not produce results,
as each hospital admission of patients with
dementia increases the risk of adverse events
(2,4,13-16).

In this study, we planned to assess which somatic
conditions required transfer from psychiatric to
somatic wards. Available data showed pneumo-
nia was the cause of 19% of transfers to somatic
wards of other hospitals. Other causes include
respiratory failure, urinary tract infections, sep-
sis, renal failure, etc. However, due to the large
number of psychiatric diagnoses preceding so-
matic ones and lack of uniform order of register-
ing diagnoses, we were unable to obtain relevant
information on the transferred patient’s somatic
status. Therefore, there are plans to conduct a
more comprehensive study which would include
a more detailed analysis of the first diagnosis
and other comorbid diagnoses, indications for
hospitalization, information on where the pa-
tient was referred to hospital from (home, re-
tirement home, after examination or treatment
in a somatic hospital), the type and severity of
dementia, and types of psychopharmaceuticals

administered during hospitalization.

CONCLUSION

In dementia patients, physical decompensations
can often occur within a short period of time after
their admission to hospital, which then require
the patient’s transferral to a somatic ward or lead
to a fatal outcome. The results of this study em-
phasize the importance of a specific relationship
between somatic comorbidities in dementia pa-
tients when compared to other populations, more
difficult detection of the onset of complications,

and significantly faster progression of symptoms.
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Starija zivotna dob u hrvatskoj klinickoj praksi nije
diskriminirajudi cimbenik za transplantaciju jetre

/ Older Age in Croatian Clinical Practice is not
Discriminative Factor for Liver Transplantation

Milo$ Lalovac’, Tajana Filipec Kanizaj'?, Stanka Meji¢ Krstulovi¢?, Nikola
Sobocan'?, Dubravka Kalini¢**
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Sahlgrenska, Klini¢ka fiziologija, Goteborg, Svedska, *Klinika za psihijatriju Vrapce, Referentni centar Ministarstva
zdravstva za Alzheimerovu bolest i psihijatriju starije Zivotne dobi, Zagreb, Hrvatska

/ 'University Hospital Merkur, Zagreb, *University of Zagreb, School of Medicine, Zagreb, *Clinical Hospital Sahlgrenska,
Clinical Physiology, Goteborg, Sweden, *University Psychiatric Hospital Vrapce, Referral Centre for Alzheimer’s Disease
and Old Age Psychiatry, Zagreb, Croatia

Transplantacija jetre je oblik terapije kod ireverzibilnog akutnog ili kroni¢nog zatajenja jetre. Bolje lijecenje brojnih
bolesti rezultiralo je produzenjem Zivotnog vijeka s posljedi¢nim starenjem populacije. Valja naglasiti da ne postoji
dobna granica kako za primatelja tako ni za davatelja organa kod transplantacijskog lijec¢enja, pa se sve ¢esce radi
o starijim primateljima/davateljima organa. Cilj ovog rada je utvrditi udio bolesnika starijih od 65 godina lije¢enih
transplantacijom jetre u ukupnom broju jednako lijecenih bolesnika, te prikazati vrstu i ucestalost komplikacija
ovakvog lije¢enja. Od 1. sije¢nja 2013 do 1. rujna 2019. godine u KB Merkur transplantacijom jetre lije¢eno je ukupno
746 bolesnika od kojih je 206 (27,6 %) bilo starije od 65 godina. U toj podskupini bolesnika naj¢es¢a indikacija za
transplantaciju jetre bila je primarna neoplazma jetre (44,2 %), potom alkoholna bolest jetre (29,6 %), dok su ostale
indikacije bile prisutne u 26,2 % bolesnika. Mortalitet tijekom zahvata ili u posttransplantacijskom prac¢enju u ovoj
podskupini bolesnika iznosio je 31 %. Naj¢esci uzroci smrti bile su: infekcije, sepsa i multiorgansko zatajenje. Kao
zaklju¢ak moze se reci da zivotna dob bolesnika nije kontraindikacija za transplantacijsko lijecenje, osobito kod
bolesnika kojima je to jedina metoda lijecenja bolesti u vitalnoj indikaciji. Psihijatrijska procjena je vazan i sastavni
dio pre- i posttransplantacijske faze prac¢enja bolesnika.

/ Background: Liver transplantation is a method of treatment for irreversible end-stage liver insufficiency. Improved
treatment of various diseases has led to the extension of life expectancy and consequently older world population. It must
be pointed out that there is no age limit either for organ donation or organ transplantation. Since the population is getting
older, today more and more patients who receive liver transplantation are elderly patients. The aim of this study was to
show the percentage of elderly patients who received liver transplantation in our centre, as well as to analyse the rate and
type of complications of the treatment. The study was retrospective, and included patients treated by liver transplantation
in the period between January 1, 2013 and September 1, 2019 at the University Hospital Merkur. There were 746 treated
patients, 206 of whom (27.6%) were elderly (>65 years) patients. The main indication for the treatment was primary liver
neoplasm (44.2%), followed by alcohol liver disease (29.6%), and other indications (26.2%). The mortality rate during
operation and in the post-transplantation follow up period was 31%. The most frequent cause of death were infections,
sepsis, and multiorgan failure. Conclusion: Older age is not a contraindication for liver transplantation, especially if it is
a lifesaving procedure. Psychiatric assessment is an important and integral part of the pre- and post-transplantation
follow-up phase.
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UvoD

Prvu transplantaciju jetre ucinio je Thomas
Starzl 1963. godine. Od tada pa do danas svake
godine povecava se broj transplantacija jetre,
jednim dijelom zbog sve veceg broja indikacija
za takvo lije¢enje, a sigurno i zbog veceg broja
bolesnika koji su pogodni za ovakav izbor lije-
¢enja (1). U lijecenje transplantacijom jetre, uz
sam kirurgki zahvat presadivanja organa, spa-
daju i procjena potrebe za takvim lije¢enjem,
potvrda o provedenim iscrpnim mjerama kon-
zervativnog lijeCenja, kao i detaljna klinicka
tjelesna i psihijatrijska obrada svakog potenci-
jalnog kandidata u samom transplantacijskom

centru (2).

U nasem transplantacijskom centru posljed-
njih se godina obavi u prosjeku preko 100
transplantacija jetre godi$nje. Rastom broja
transplantacija sve ¢e3ce se radi o primateljima
organa koji su stariji od 65 godina (u daljem
tekstu “u starijoj zivotnoj dobi”). Unato¢ svim
napretcima u lije¢enju komplikacije transplan-
tacijskog lije¢enja ipak su cesée u bolesnika
starije zivotne dobi nego u mladih, neovisno

o bolesti koja je uzrokovala zatajenje jetre (3).

Treba imati na umu da je istodobno sve starija
i dob davatelja organa o ¢emu posebno treba
voditi ra¢una prigodom alokacije organa (4).
Pazljivim probirom starijih bolesnika danas je
korist transplantacije jetre jednaka kako kod
mladih tako i kod starijih bolesnika (5).

INTRODUCTION

The first liver transplantation was performed by
Thomas Starzl in 1963. Since then, the number of
liver transplantations has been steadily rising, at
least in part due to the expanding field of indica-
tions for such treatment (1). More and more pa-
tients suffering from end-stage liver insufficien-
cy can be stabilized by medicamentous therapy
enough to be suitable candidates for transplan-
tation. Apart from the operation/transplantation
itself, there are several important steps within
the transplantation process, for example physical
and psychiatric evaluation of the patient, indica-
tion for transplantation, evidence that conserva-
tive measures were applied but without beneficial
effect, diagnostic evaluation of the patient in a

transplantation centre, etc. (2).

On average, one hundred liver transplantations
are performed in our centre per year. With a
rise in the number of procedures, as well as
with improved selection of the patients and
preoperative assessment and treatment of
these patients, more and more elderly patients
(defined as older than 65 years) are treated by
transplantation. Even with all these improve-
ments they still have a higher rate of complica-
tions related to transplantation treatment than
younger patients, regardless of the disease that

caused liver insufficiency (3).

At the same time, donors are also older than

before, which should be specifically taken into
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U Klini¢koj bolnici Merkur jedini kriterij za
transplantacijsko lijecenje je teZina jetrene bo-
lesti, a danas najce$c¢a indikacija za transplan-
taciju jetre je primarna neoplazma jetre (hepa-
tocelularni karcinom), potom slijedi alkoholna
bolest jetre, te dalje autoimune bolesti, virusne
bolesti (hepatitis B i C), sekundarna bilijarna
ciroza, policisti¢na bolest, Budd Chiarijev sin-
dromidr. (6).

Poboljsanjem probira bolesnika, boljim mo-
guénostima medikamentne terapije i usavrsa-
vanjem tehnike transplantacije doslo je do sma-
njenja pojave postoperacijskih komplikacija, a
time je i Zivot bolesnika nakon transplantacije
jetre postao kvalitetniji (7). Pri tom se ne smije
zaboraviti da bolesnici dolaze u na$ centar obi¢-
no u te§kom opéem stanju s prisutnim brojnim
komplikacijama dekompenzirane ciroze jetre.
Ako periproceduralni tijek prode uredno, ¢ak i
kod takvih bolesnika, dolazi do zna¢ajnog fizi¢-

kog i psihi¢kog pobolj$anja i ozdravljenja.

Kod vecine bolesnika nakon transplantacije je-
tre dolazi do znadajnog porasta tjelesne tezine,
$to se ranije smatralo pozitivnim pokazateljem.
Medutim, danas se zna da takvo dobivanje na
tjelesnoj tezini tijekom duZeg vremena nosi bo-

lesniku vise rizika nego koristi (8).

Transplantacijska medicina je multidisciplinska
struka u kojoj zajedni¢ki rade lije¢nici razlici-
tih specijalnosti (kirurzi, internisti, psihijatri,
anesteziolozi, radiolozi, patolozi, mikrobiolozi,
transfuziolozi), medicinski tehni¢ari, medicin-
ske sestre instrumentarke i ostali. Psihijatrij-
ska potpora klju¢na je u bolesnikovom prihva-
¢anju vlastite bolesti, ¢injenice da je presadiva-
nje organa neophodno, kao i u brzem oporavku
nakon transplantacije. Vazno je da bolesnik u
cijeli postupak ulazi s punim povjerenjem s
obzirom da se radi o jednom od najsloZenijih
oblika lije¢enja danas (9). Stoga je i razgovor s
psihijatrom nuzan. Na taj na¢in bolesnik bolje
shvaca vlastitu bolest i prihvaca transplantaciju
kao jedinu metodu lije¢enja sa svim komplika-

cijama koje ona nosi (10).

account during allocation of organs (4). With
improved selection, especially of older patients,
the benefit of liver transplantation is today al-

most the same for elderly and younger patients

(5).

Therefore, in our clinic age itself is not a crite-
rium nor a contraindication for liver transplan-
tation, and the decision is made based on the

disease that caused liver failure.

In our facility, the main indication for liver
transplantation is primary liver neoplasm
(hepatocellular carcinoma), followed by alco-
hol liver disease, autoimmune liver disease,
viral liver diseases (hepatitis B and C), second-
ary biliary cirrhosis, polycystic disease, Budd

Chiari syndrome, and other liver diseases (6).

With improved patient selection, better medic-
amentous and other preoperative assessment
and treatment of the patient, improved oper-
ative techniques, postoperative complications
have been diminished, while the quality of life
after procedure has also been improved (7). It
should be mentioned that the patients referred
to our centre are often in life-threatening con-
ditions, with numerous complications of ad-
vanced liver disease. If we manage to stabilize
the patient and if the periprocedural course is
good, even such patients usually recover quick-
ly. Weight gain was previously considered a
positive sign, but today it is known that weight
gain over a longer time period also has negative
effects (8).

Transplantation medicine is a multidisciplinary
branch in which many different types of doc-
tors (surgeons, internal medicine specialists,
psychiatrists, anaesthesiologists, pathologists),
nurses, and other medical professionals need
to work together. Teamwork is important in
all steps of the process, for example during the
patient’s acceptance of the disease and the fact
that organ transplantation is indicated, as well
as in the recovery phase after the transplanta-

tion. It is of significant help it the patient un-
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Kako je jedna od komplikacija uznapredovalog
zatajenja jetre hepatalna encefalopatija koja se
moze manifestirati ¢itavim nizom psihijatrij-
skih i neurologkih poremecaja (od minimalnih
promjena osobnosti, pospanosti, usporenog
govora preko poremecaja kognitivnih funkci-
ja, neuromuskularne neuskladenosti i tremora
do sopora i kome) zadaca je psihijatra razluéiti
radi li se o anksioznosti, depresiji, halucinaci-
jama i poremecajima li¢nosti u sklopu hepatal-
ne encefalopatije ili se pak radi o primarnim
psihijatrijskim poremecajima li¢nosti, koje
pak nisu uzrokovane metabolitkim ili elek-
trolitskim disbalansom kao posljedica jetrene
bolesti (11).

Nakon transplantacije bolesnici trebaju uzima-
ti imunosupresivne lijekove od kojih su danas
najznacajniji kalcineurinski inhibitori, korti-
kosteroidni te mikofenolat-mofetil. Medutim
i lijekovi, posebno prve dvije navedene sku-
pine uzrokuju ¢este psihijatrijsko-neurologke
nuspojave, od smetenosti, depresije i smetnji
raspolozenja pa do dusevnih poremecaja. To
je osobito ¢esto u bolesnika lije¢enih kalcine-
urinskim inhibitorima. Sigurno da je situacija
jednostavnija, ako se navedene nuspojave ra-
zviju kao odgovor na kortikosteroidnu terapiju
jer se ona moze reducirati, a potom tijekom 2
- 3 mjeseca i u potpunosti izostaviti iz terapije
12).

Upravo zajedni¢kim, timskim radom lije¢enje
postaje sigurnije, kvalitetnije, uz moguénosti
prilagodbe lijecenja bolesniku, pa je stoga i bolji
postotak prezivljenja jetrenog presatka i samog

primatelja (13).

CILJ ISTRAZIVANJA

Cilj ovog rada bio je utvrditi udio bolesnika sta-
rijih od 65 godina lije¢enih transplantacijom
jetre u ukupnom broju ovako lije¢enih bolesni-
ka, te prikazati vrstu i u¢estalost komplikacija

ovakvog lijecenja.

derstands and is motivated to go through such

treatment (9).

Therefore, consultation with a psychiatrist is
an integral part of patient selection. There are
also other reasons why this is an integral part

of the assessment of the patients (10).

Many patients already have portal encepha-
lopathy with different clinical presentations:
from minimal personality changes, somno-
lence, slower speech, cognitive dysfunction,
neuromuscular problems such as tremors to
the soporous or comatose state. The role of a
psychiatrist is to differentiate between anxie-
ty, depression, hallucinations, and personality
changes as part of portal encephalopathy and
primary psychiatric disease not caused by met-

abolic or electrolyte disbalance (11).

After transplantation, patients are treated by
three different immunosuppressive medica-
tions: calcineurin inhibitors, corticosteroids,
and mycophenolate mofetil. The first two
groups of medications can have significant
psychiatric-neurologic side effects (ranging
from confusion, depression, and mood chang-
es to serious mental problems), especially cal-
cineurin inhibitors. It is easier if side effects
are caused by corticosteroid therapy since this
therapy can be reduced and discontinued com-
pletely after 2-3 months (12).

Teamwork and a multidisciplinary approach
make the treatment safer, better, individual-
ised, with better results of the treatment in
terms of lower graft loss rates, as well as lower

incidence of side effects of the therapy (13).

STUDY AIM

The aim of this study was to show the per-
centage of the elderly patients treated by liver
transplantation in our centre as well as to an-
alyse the rate and type of complications of the

treatment.
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METODA ISTRAZIVANJA

U studiju su ukljuceni svi bolesnici lije¢eni kada-
veri¢nom ortotopnom transplantacijom jetre u
Klini¢koj bolnici Merkur, Zagreb u razdoblju od
1. sije¢nja 2013 do 1.rujna 2019. Analiziran je
ukupan broj ovako lije¢enih bolesnika kao i udio
bolesnika starijih od 65 godina s osvrtom na indi-
kacije za ovakvo lije¢enje, ucestalost komplikacija
osnovne bolesti (tumori, hepatitis C) te postope-

racijskih infekcija kao glavnog uzroka smrti.

REZULTATI

Prva transplantacija jetre u Klini¢koj bolnici Mer-
kur u¢injena je 1998. godine. Od tada do danas
broj je transplantacija u stalnom porastu. To naj-
bolje pokazuje podatak da je izmedu 1998.12007.
godine u¢injeno ukupno oko 200 transplantacija
jetre, a od 2011. godine se svake godine u¢ini vise
od 100 transplantacija jetre. Najve¢i broj obav-
ljenih zahvata zabiljezen je 2015. godine, kada
je u¢injeno ukupno 130 transplantacija jetre. U
analiziranom razdoblju 746 bolesnika lije¢eno je
transplantacijom jetre, od kojih je 206 (27,6 %)
bolesnika ili svaki ¢etvrti bolesnik bio stariji od
65 godina. U toj podskupini bolesnika najcesc¢a
indikacija za transplantaciju jetre bila je primar-
na neoplazma jetre - kod 91 (44,2 % bolesnika
starije dobi), potom je slijedila alkoholna bolest
jetre - kod 61 (29,6 % bolesnika starije dobi), a
sve ostale indikacije bile su prisutne u preostala
54 bolesnika (26,2 % bolesnika starije dobi).

Mortalitet tijekom zahvata ili u daljem post-
transplantacijskom pracenju u skupini osoba
starije Zivotne dobio iznosio je 31 % (odnosno
64 bolesnika su umrla), a naj¢e$éi uzroci smrti
bile su: komplicirane infekcije, sepsa i multior-

gansko zatajenje.

RASPRAVA

Transplantacija jetre je metoda kojom se sve
Cesce i sve uspjesnije lije¢e bolesnici s ireverzi-

bilnim akutnim ili kroni¢nim zatajenjem jetre

METHODS

The study included patients treated by cadaver-
ic orthotopic liver transplantation in Clinical
Hospital Merkur Zagreb in the period between
January 1, 2013 and September 1, 2019. The
number of patients treated by liver trans-
plantation, the percentage of elderly patient,
as well as the analysis of indications for such
treatment and the rate of complications of the
main disease (tumour, hepatitis C) and post-
operative infections as the main cause of death

were analysed.

RESULTS

The first liver transplantation in Clinical Hos-
pital Merkur was performed in 1998. Since
then, the number of procedures per year has
been steadily rising. Between 1998 and 2007
altogether 200 liver transplantations were per-
formed, while for the last 8 years more than
100 liver transplantations a year have been per-
formed. The most liver transplantations were
performed in 2015, when 130 liver procedures
were conducted. In the analysed period, 746 pa-
tients were treated by liver transplantation, 206
of whom were elderly patients, which makes
every forth patient an elderly one. The indica-
tions for liver transplantation in the group of
elderly patients were primary liver neoplasm,
91 of them (44.2%), followed by alcohol liver
disease, 61 of them (29.6%), while other indica-
tions accounted for 26.2% (54 patients).

The mortality rate during the procedure and
during the post-transplantation follow-up pe-
riod was 31% in this age group (64 patients
died). The main causes of death were infec-

tions, sepsis, and multiorgan failure.

DISCUSSION

Liver transplantation is a method which is used
increasingly often and with more success in the

treatment of patients with end-stage irrevers-

M. Lalovacg, T. Filipec Kanizaj, S. Meji¢ Krstulovi¢, N. Sobocan, D. Kalini¢: Older Age in Croatian Clinical Practice is not
Discriminative Factor for Liver Transplantation. Soc. psihijat. Vol. 47 (2019) No. 3, p. 387-393.

391



392

(14). Iako je broj transplantacija u stalnom po-
rastu, i dalje je puno vedi broj bolesnika kojima
je potrebna transplantacija od broja u¢injenih
(15). Univerzalni problem u cijeloj transplanta-
cijskoj medicini, a time i u transplantaciji jetre
je nedostatak davatelja. To bi se moglo popra-
viti podizanjem svijesti populacije o potrebi
darivanja organa te o izvrsnosti lije¢enja ovom
metodom (16).

Starenjem populacije povecava se broj bolesni-
ka starijih od 65 godina kojima se transplanta-
cijom jetre moze spasiti zivot (17). Pri tome je
poznato da je kod ovih bolesnika komorbiditet
znaclajniji te posttransplantacijski mortalitet
vedi nego kod mladih bolesnika (18).

Za dalje poboljdanje posttransplantacijskog
prezivljenja, uz sve napretke koje donosi razvoj
medicinske znanosti, sve ve¢u ulogu imat ¢e so-
cijalna-psihologka potpora bliskog okruZenja
odnosno obitelji koja je od iznimnog znacenja
za psihicki i tjelesni oporavak nakon kirurskog
zahvata (19).

Brzim oporavkom te kra¢im boravkom u bol-
nici nakon kirurskog zahvata smanjuje se rizik
infekcija koje su i dalje vodeéa komplikacija
u postoperacijskom oporavku, te povecavaju
mortalitet osobito u prvom postoperacijskom
mjesecu kada bolesnici primaju visoke doze

imunosupresivne terapije (20).

Osim rizika infekcije, a ovisno o indikaciji za
transplantaciju jetre, odnosno o osnovnoj bole-
sti, postoje i drugi rizici. Takav je, primjerice, ri-
zik od recidiva alkoholne bolesti jetre (zbog po-
novne konzumacije alkohola), te je kod takvih

bolesnika nuzan daljnji psihijatrijski tretman.

ZAKLJUCAK

U zadnje se vrijeme viSe vaZnosti pridaje bio-

loskoj kondiciji nego kronoloskoj zivotnoj dobi.

Kao zaklju¢ak moze se reéi da zivotna dob bo-

lesnika nije kontraindikacija za transplantacij-

ible liver failure (14). Although the number of
liver transplantations is steadily rising, the
number of patients that are candidates for this
type of treatment still exceeds the number of
transplantations (15). As is the case with oth-
er organs, there is a lack of organ-donors. This
could be improved by preventive educational
activities about the need for organ donation
and the improvement of treatment of patients
with end-stage liver failure using this method
(16).

As the population ages, the number of elder-
ly patients suitable for liver transplantation is
also rising (17). It is well known that these pa-
tients often have significant comorbidity and
higher post-transplantation mortality rates
(18).

In the improvement of post-treatment surviv-
al, along with all the advantages provided by
the development of medical science, the so-
cial-psychological support of the environment
and the family will have an increasingly impor-
tant role in postoperative recovery of such pa-
tients (19).

It is well-known that shorter periods of hospi-
talization carry a lower risk for infection, which
is the most significant and serious complica-

tion in the postoperative recovery phase (20).

Beside the risk of infection, there are other
post-transplantation risks. For example, one
such risk is the recurrence of alcoholic liver
disease (due to re-consumption of alcohol),
and such patients require further psychiatric

treatment.

CONCLUSION

In recent times, increasingly greater impor-
tance has been given to biological fitness rather

than chronological age.

In conclusion, it can be said that the age of the

patient is not a contraindication for liver trans-
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sko lije¢enje zavrine faze jetrene bolesti. Na
Zivotnu dob ni u kom sludaju ne gledamo kao
na izolirani negativni prognosticki ¢imbenik, a
osobito ne u bolesnika kod kojih je transplan-

tacija jetre metoda koja spasava zivot.

Kao jedan od centara izvrsnosti u transplanta-
cijskom lije¢enju uvijek smo skloniji bolesniku
re¢i Da nego Ne, pogotovo kada je transplan-
tacija jedini izbor i jedina metoda lije¢enja bo-

lesnika.

plantation as a method of treating end-stage
liver disease. Age itself is not a contraindica-
tion for liver transplantation and is not consid-
ered negative prognostic factor in any patient,
especially not in elderly patients for whom liver

transplantation would be lifesaving procedure.

As a centre of excellence, we always tend to
say Yes rather than No, especially when liver
transplantation is the only choice and the only

method of treating patients.

18.
19.
20.
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Palijativni pristup kod osoba s demencijom ne temelji se samo na dijagnozi, ve¢ na postizanju najbolje moguce
kvalitete Zivota za oboljelu osobu i njezine najblize. Demencija je kroni¢na progresivna bolest koja ukljucuje sloZzene
potrebe imajudi u vidu niz komplikacija koje se ¢esto posljedi¢no razvijaju. Oboljele osobe u poodmakloj fazi mogu
Zivjeti godinama, dok pojedini nikada ne dozive lako prepoznatljiv terminalni stadij bolesti. Osim ¢lanova obitelji
i bliskih prijatelja klju¢nu ulogu u lije¢enju zahvaéenih skupina imaju i medicinske sestre. Upravo su one jedan
od elementarnih ¢imbenika u novonastaloj situaciji, kako za osobu s demencijom tako i za, ne manje pogodene,
¢lanove obitelji. Glavni cilj palijativnog pristupa medicinske sestre sastoji se, dakle, u korelaciji s oboljelom osobom
i njegovom obitelji. lako ucinkovit tretman cerebralne patologije ne postoji, pomo¢ oboljeloj osobi svakako je
moguca. Ona se u prvom redu sastoji u prilagodbi i suocavanju sa stresom. Kako bolest napreduje, demencija znatno
utjece i na komunikaciju, stoga je jasna i primjenjiva komunikacija od srediSnjeg znacenja u palijativnom pristupu.
Autorice ¢lanka upravo zbog toga naglasavaju medusobnu interakciju medicinske sestre i osobe s dijagnosticiranom
demencijom, a koja se realizira palijativnom skrbi u cilju poboljsanja kvalitete njihova Zivota.

| Palliative care in people with dementia is not only based on diagnosis but on achieving the best possible quality of life
for the affected person and their loved ones. Dementia is a chronic progressive disease that involves complex needs, while
considering the range of complications that often develop afterwards. Patients at advanced stages can live for years, while
some never experience the easily recognizable terminal stage of the disease. Apart from family members and close friends,
nurses play a key role in treating affected patients. Nurses are one of the elemental factors in the new situation, both for
the person with dementia and for affected family members. The main goal of the nurse’s palliative approach, therefore,
is to correlate with the diseased person and their family. Although there is no effective treatment for cerebral pathology,
itis certainly possible to aid the affected person. First and foremost, it is about adapting and coping with stress. Palliative
care is focused on addressing physical symptoms, the most common of which is physical pain and the satisfaction of basic
physiological needs, but its secondary role should not be neglected. As the disease progresses, dementia also significantly
affects communication, so clear and applicable communication is of major importance to the palliative approach. For
this reason, the authors place emphasis on the interaction between the nurse and the person diagnosed with dementia,
which is realized through palliative care in order to improve the quality of their lives.
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UvOoD

U posljednje vrijeme sve se vise govori o pa-
lijativnoj skrbi ili palijativnoj medicini. Pali-
jativna skrb pretpostavlja sveobuhvatnu skrb
pacijenta s naglaskom na psiholoskoj, soci-
jalnoj i duhovnoj dimenziji. Generalno je mi-
$ljenje kako palijativa zapo¢inje onda kada se
ljudski zivot bliZi svome kraju. Ipak, sve vise
se ocituje i puno prije. Cilj palijativne skrbi, uz
ublaZavanje boli, je i podizanje kvalitete Zivo-
ta. Prema tome, radi se o grani medicine koja
¢ovjeku pristupa individualno te ga promatra
holisti¢ki. Samim time jasno je koliko je posao
medicinskih sestara i njegovatelja opcenito za-
htjevan i slozen. Uz profesionalnu stru¢nost
traziipuno vise. Dozivjeti pacijenta i prozivjeti
ono §to on prolazi u datom trenutku nije jed-
nostavan zadatak. U slu¢aju osoba oboljelih od
demencije, on postaje jo$ tezi. Naime, osobe s
demencijom nisu kategorija pacijenata kojima
se blizi skori kraj Zivota. Veliki broj takvih bo-
lesnika prozivi dugi Zivotni vijek, a pri tomu,
medicinske sestre su njihovi pokretaéi. Demen-
cija je u danasnje vrijeme dosegla vrtoglavi broj
oboljelih te iziskuje jo§ detaljniji pristup od ve¢
postignutog. Predstavlja ireverzibilno umanje-
nje ili gubitak kognitivnih sposobnosti s pra-
te¢im poteskocama snalazenja u drustvenim,
emotivnim i psihi¢kim dimenzijama Zivota.
Ono $to je nesumnjivo prati je depresija koju
je nemoguce zanemariti i ukloniti. Takvim je
osobama, dakle, potrebna posebna posvece-
nost i stvaranje posebnog ozraé¢ja povjerenja
prema medicinskim sestrama. One su te koje
imaju odgovornost taj isti odnos izgraditi.
SlozZen je to postupak koji krece od uspostav-
ljanja komunikacije, stvaranja ozra¢ja sigurno-
sti i utjehe te vjerovanja u njihovu stru¢nost.
Zbog toga je potrebno vrednovati one koji su
se odlu¢ili pomodi u izgradnji kvalitetnija Zivo-
ta oboljele osobe. Jednako ih je tako potrebno
poticati na permanentnu edukaciju i usavrsa-
vanje te vrednovati njihovo zalaganje. U mjeri

u kojoj je profesionalna stru¢nost pracena iz-

INTRODUCTION

In recent times, palliative care or palliative med-
icine has been receiving increased attention.
Palliative care assumes comprehensive patient
care with an emphasis on the psychological,
social, and spiritual dimensions. It is generally
believed that palliative care begins when hu-
man life is nearing its end. However, it becomes
more apparent even before that. The goal of pal-
liative care, along with pain relief, is to raise the
quality of life. Therefore, it is a branch of medi-
cine that approaches a person individually and
views them holistically. Consequently, it is clear
how difficult and complex the work of nurses
and caregivers is. Professional expertise is no
longer sufficient. Understanding the patient
and experiencing what they are going through
at any given moment is not an easy task. In the
case of people with dementia, it becomes even
more severe. People with dementia are not the
category of patients nearing the end of their
lives. A large number of such people have long
lifespans, with nurses being their facilitators.
There is a great number of patients suffering
from dementia today, and this requires an even
more detailed approach than what has already
been achieved. Dementia represents an irre-
versible impairment or loss of cognitive abil-
ities with the attendant difficulties in coping
with the social, emotional, and psychological
dimensions of life. Dementia is undoubtedly
accompanied by depression that cannot be ig-
nored and eliminated. Such persons, therefore,
need special commitment and a special atmos-
phere of trust in nurses. Nurses are the ones
who have the responsibility to build that same
relationship. It is a complex process that starts
from the establishment of communication, cre-
ation of an atmosphere of safety and comfort,
and belief in their expertise. For this reason, it
is necessary to value those who have decided
to improve the quality of life for the affected
person. It is equally important to encourage

them to continue their education and training
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gradenom duhovnom i afektivnom zrelo$cu te
osobnim zadovoljstvom i cilj palijativne skrbi

bit ¢e ostvaren.

KOMUNIKACIJA

Etimologija rijeti ,.komunikacija“ najbolje uka-
zuje na definiciju i znaenje ovoga procesa. Nai-
me, sam termin ¢ine rijedi com(sa) i munire (po-
vezati, izgraditi). Komunikacija je, dakle, proces
u kojemu jedan subjekt djeluje s namjerom da
ga sugovornik Cuje, shvati i djeluje. Ne podrazu-
mijeva isklju¢ivu razmjenu informacija veé in-
teraktivni proces koji uklju¢uje emotivnu, afek-
tivnu i duhovnu dimenziju pojedinca. Upravo je
psihologija otvorila novi pristup definiranju ko-
munikacije smatrajuéi kako ona pretpostavlja
unutarnju dimenziju osobe nuzno zahvacajudi
injezin identitet (1). Interakciju s drugima uve-
like olaksava kognitivna sposobnost, empatija
te umijece vodenja, odrZavanja i usmjeravanja
interakcije. Primjenjujuéi do sada receno ja-
sno proizlazi kako je komunikacija svojevrsna
srazmjena“, odnosno uspostavljanje odnosa.
Ako bi proces komunikacije stavili u kontekst
govora o bolesnim osobama, nedvojbeno bismo
mogli zakljuciti kako je komunikacija jedna od
metoda njege i pomo¢i. Razmjena informacija
s oboljelom osobom podrazumijeva proces ko-
munikacije te izgradnju odnosa povjerenja pri
¢emu je nemogucde apsolutno apstrahiranje od
emocija. I upravo se u komunikativnoj relaciji s
pacijentom sastoji odgovornost osoba koje su-
djeluju u procesu lije¢enja. Ne treba zanemariti
ni podatak kako komunikacija pozitivno utjece
i na medicinsko osoblje, a §to potvrduju isku-
stva iz prakse. Jasno je da se komunikacija s
pacijentom uvijek moze i pogorsati i oslabiti
kao §to je slu¢aj osoba oboljelih od demencije,
ali to ne znaci da time postaje manje vazna za
oporavak pacijenta. Problemi u komunikaciji s
osobama s demencijom &esto su sloZeni i slo-
jeviti. Oboljele osobe u velikoj mjeri oteZano

komuniciraju, a kao prateca okolnost javlja se

and to value their commitment. To the extent
that professional expertise is accompanied by a
development of spiritual and affective maturity
and personal satisfaction, the goal of palliative

care will be achieved.

COMMUNICATION

The etymology of the word “communication®
best indicates the definition and significance of
this process. The term consists of the words com
(with) and munire (connect, build). Communi-
cation, then, is a process in which one subject
acts with the intention of being heard, under-
stood, and acted upon by the interlocutor. It
does not imply an exclusive exchange of infor-
mation but an interactive process involving the
emotional, affective, and spiritual dimensions
of the individual. Psychology opened a new ap-
proach to defining communication by stating
that it assumes the inner dimension of a per-
son, necessarily encompassing their identity
(1). Interaction with others is greatly facilitated
by cognitive ability, empathy, and the ability to
lead, maintain, and direct interaction. It is clear
that communication is a kind of “exchange”,
that is, an establishment of a relationship.
If we put the communication process in the
context of talking about patients, we can un-
doubtedly conclude that communication is one
of the methods of care and assistance. Sharing
information with a patient involves the process
of communication and building a relationship
of trust, whereby absolute lack of emotions is
impossible. It is precisely in communication
with the patient that the responsibility of the
persons participating in the treatment process
lies. It should not be neglected that communi-
cation has a positive impact on nursing staff,
which is evidenced by experience from practice.
It is clear that communication with the patient
can always be both exacerbated and impaired,
as is the case with people with dementia, but

this does not mean that it becomes less impor-
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i manjak drustvenih aktivnosti i depresija (2).
Osobe s demencijom mogu se boriti s bezbroj
promjena koje utje¢u na njihove komunikacij-
ske sposobnosti ovisno o stupnju uznapredo-
valosti bolesti, ali i o osobnoj vjestini komu-
nikacije. Demencija mozZe utjecati na nacin
interpretiranja informacija te na (ne)verbalno
izrazavanje osobe (3). Poteskoce s govorom ¢e-
sto su jedan od prvih vidljivih simptoma ljudi s
demencijom, a proizlaze iz ograni¢enosti pam-
¢enja, posebno kratkotrajnog. Osobe s demen-
cijom konstantno zaboravljaju ono $to su upra-
vo izgovorile ili u¢inile, a relativno dobro pamte
dogadaje koji su se dogodili prije vise godina
ili desetljeca. Vremenom osoba gubi osjecaj za
prostornu i vremensku orijentaciju, javljaju se
sve veli problemi u pronalaZenju adekvatnih
rijedi te usvajanju novih sadrZaja nevezanih
uz vel usvojene stereotipe (4). Vazno je da me-
dicinske sestre razumiju u¢inak promjena na
Zivote ljudi i razvijaju komunikacijske vjestine
koje ¢e pruziti sveobuhvatnu skrb osobama s
demencijom. NuZan preduvjet uspje$ne komu-
nikacije svakako je prethodno i permanentno
educiranje medicinskog osoblja, u prvom redu
medicinskih sestara koje su u najneposred-
nijem odnosu s dementnim pacijentima. Pri
tomu smjeramo na osobnu raspoloZivost te
aktivno i zainteresirano prisustvovanje razlici-
tim formama edukacije te razvijanjem osobne
empatije (5). Junaid i Hegde opisuju sloZenost
komunikacije medicinske sestre s osobom s
demencijom pojmom ,sofisticirane umjetno-
sti“ (6). Veliki doprinos ovoj problematici osta-
vila je i stru¢njakinja za Alzheimerovu bolest
i poznata gerontologinja njemacko-americkih
korijena, Naomi Feil, zasluzna za osnivanje te-
rapije prihvacanjem (validacija), koja omoguca-
va bolje razumijevanje verbalnih i neverbalnih
poruka oboljele osobe. Validacija je metoda
interakcije s ljudima s demencijom u kasnim
stadijima bolesti. Prvotni argument kojim op-
ravdava svoju tezu lezi u uvjerenju da ljudi s
demencijom rade i govore stvari s razlogom, a

validacija (vrednovanje) njihovih rije¢ii djela je

tant for the patient’s recovery. Communication
problems with people with dementia are often
complex. The affected persons have great dif-
ficulty in communicating and a lack of social
activities and depression also appear as an ac-
companying issue (2). People with dementia
can struggle with various changes that affect
their communication skills, depending on the
degree of disease progression, but also on their
personal communication skills. Dementia can
affect the way information is interpreted and
the (non) verbal expression of a person (3).
Speech difficulties are often one of the first
visible symptoms of people with dementia
and arise from memory limitations, especially
short-term ones. People with dementia con-
stantly forget what they have just said or did,
while they remember relatively well the events
that happened years or decades ago. Over time,
people lose their sense of spatial and temporal
orientation, and there are increasing problems
in finding adequate words and adopting new
content unrelated to already adopted stereo-
types (4). It is important for nurses to under-
stand the impact of change on people’s lives
and develop communication skills that will
provide comprehensive care for people with
dementia. A precondition for successful com-
munication is certainly prior and continued ed-
ucation of medical staff, primarily nurses who
are most directly involved with patients suffer-
ing fom dementia. We focus on personal availa-
bility and active and interested participation in
various forms of education and developing per-
sonal empathy (5). Junaid and Hegde describe
the complexity of a nurse’s communication
with a person with dementia using the term of
“sophisticated art” (6). A major contributor to
this issue was Alzheimer’s disease expert and
well-known gerontologist with German-Amer-
ican roots, Naomi Feil, who was responsible
for founding acceptance therapy (validation),
which provides a better understanding of the
patient’s verbal and non-verbal messages. Val-

idation is a method of interacting with people
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nacin ohrabrivanja osobe da odrzi otvorenu ko-
munikaciju s ostatkom svijeta. Drugi temeljni
princip validacije navodi da osobe s demenci-
jom ne treba poku$avati mijenjati. Nacin vali-
diranja osobe koja zZivi s demencijom sastoji se
u razumijevanju djelatnih ¢ina i izgovorenoga
te, na posljetku, prihvacanja takvoga tipa pona-
$anje. Koristenje validacijskih metoda interak-
cije ¢ini premisu za prevenciju kasnih stadija
bolesti, zastite od daljnjeg mentalnog gasenja
i zadrzavanje kognitivnih funkcija $to je vise
moguce aktivnima. Validacija ohrabruje oso-
bu za izgradnjom povjerenja prema povjerenoj
medicinskoj sestri. Slu$anje s razumijevanjem,
verbalizacija frustracija, brige i strahova moze
neutralizirati negativne emocije $to za posljedi-
cu ima bolje kognitivno funkcioniranju i pona-
$anje. Pozitivan efekt intervenata usmjerenih
na razvoj komunikacije (validacija, kognitivna
stimulacija i dr.) najveéi u¢inak postize u tzv.
single-task intervencijama, razgovoru ,jedan
na jedan®i tzv. Zivotnim osvrtima. Upravo se
Zivotni osvrt isti¢e kao poseban tip intervencije
bududi da u njemu pacijent prepoznaje smisao
isvrhu vlastita postojanja (7). Komunikacija, u
spomenutom kontekstu individualni je pristup
oboljeloj osobi te je kao takva preduvjet kvali-
tetnije skrbi i lije¢enja. Uspjesna komunikacija
ujedno je i znak postovanja dostojanstva osobe

s demencijom.

BOL | DEMENCUA

Palijativna skrb za svoj primarni cilj ima rje-
$avanje tjelesnih i fizioloskih simptoma medu
kojima je naj¢eséa bol. Bol je univerzalna kate-
gorija, razli¢ito doZivljena, te je kao takva su-
bjektivno iskustvo. Prema tome, i u ovom se-
gmentu palijativna skrb krece se na podrudju
osobnoga i individualnog. Za razliku od kura-
tivne medicine, koja za cilj ima lijeciti pacijen-
ta, palijativna medicina za cilj ima smanjenje
boli. Pri tome apstrahira od iskljucivo fizi¢ko-

ga i osobu promatra holisti¢ki. Kod demencije

with dementia in late stages of the disease. The
first argument she uses to justify her thesis lies
in the belief that people with dementia do and
say things for a reason, and validation (appre-
ciation) of their words and actions is a way of
encouraging a person to maintain open com-
munication with the rest of the world. Anoth-
er basic principle of validation states that we
should not attempt to change people with de-
mentia. Validating a person who lives with de-
mentia consists of understanding their words
and actions, and, finally, of accepting that type
of behaviour. The use of validation interaction
methods represents prevention of late-stage
illnesses, protection against further mental
impairment, and retention of active cognitive
functions. Validation encourages the person to
build trust towards the nurse. Attentive listen-
ing and verbalizing frustration, worry, and fear
can counteract negative emotions, resulting in
better cognitive functioning and behaviour. The
positive effect of interventions aimed at the de-
velopment of communication (validation, cog-
nitive stimulation, etc.) has the greatest effect
on so-called single-task interventions, one-on-
one conversations, and so-called life reviews.
Life review stands out as a special type of in-
tervention since the patient recognizes in it
the meaning and purpose of their existence (7).
Communication, in the abovementioned con-
text, is an individual approach to the patient
and as such is a precondition for better quality
care and treatment. Successful communication
is also a sign of respect for the dignity of a per-

son with dementia.

PAIN AND DEMENTIA

The primary goal of palliative care is to solve
physical and physiological symptoms, the most
common of which is a pain. Pain is a universal
category, differently experienced, and as such
represents a subjective experience. According-

ly, palliative care functions in the area of the
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raspodjela neuropatoloskih promjena dovodi
do veceg utjecaja na sredi$nji sustav boli. Kli-
nic¢ke posljedice za osobu s demencijom su
nepromijenjeni prag boli, ali i veca tolerancija
na bol. Osoba s teZim kognitivnim o$tecenji-
ma ima manje uzrokovanih poremecaja po-
na$anja povezanih s boli u odnosu na osobu s
laksim ili umjerenim kognitivnim o$tecenjima
(8,9). To¢na procjena boli glavni je preduvjet
za adekvatno lijeCenje, procjenu ucinka, ali i
potencijalno $tetnih u¢inaka analgetskih li-
jekova. Kod osoba s demencijom posebno je
izazovna zbog gubitka komunikacijskih spo-
sobnosti svojstvenih simptomatologiji stanja,
te ograni¢ava subjektivno izrazavanje boli. Pri
procjeni medicinska sestra treba definirati
¢imbenike uzroka boli, koji mogu biti fizicke i
psihicke prirode ili interakcija obiju. Razli¢iti
oblici boli predstavljaju razli¢ite izazove. Bol
koja se odnosi na unutarnje organe posebno
je zahtjevna za dijagnosticiranje u usporedbi
s bolovima povezanim s misi¢no-kostanim
sustavom, koji se mogu prepoznati po po-
kretima (10). Akutnu bol, kao npr. posljedicu
pada, lakse je procijeniti od kroni¢ne boli, koja
se Cesto prikriva ograni¢enim pokretom zbog
izbjegavanja boli. Oko 60-80 % osoba s demen-
cijom redovito dozivljava bol, najéesce pove-
zanu s mi$i¢no-kostanim, gastrointestinalnim
i sr¢anim organima (11). Davne 1984. godine
Svjetska zdravstvena organizacija donijela je
smjernice za terapiju boli, tzv. trostupanjsku
anglosaksonsku tablicu prema kojoj se intenzi-
tet boli odreduje numeri¢kom ljestvicom (12).
Uz spomenutu numericku ljestvicu najéesce
su koristene VisualAnalog Scale (VAS) te Scale
of Pains (FPS). Navedene ljestvice koriste se
u ranijem stadiju demencije, kada osoba ver-
balnom komunikacijom moze opisati ja¢inu
i lokalizaciju boli. U kasnijem stadiju bolesti
osoba ¢esto vise nije u moguénosti koristiti in-
trospekciju kako bi stekla znanje o boli, te nije
u stanju razumjeti pitanja vezana uz procjenu
boli. U tom slu¢aju samoprocjena nije moguca

te obi¢no njegovatelj ili medicinska sestra koji

personal and the individual. Unlike curative
medicine, which aims to treat the patient, palli-
ative medicine aims to reduce pain. In doing so,
it abstracts from the purely physical and views
the person holistically. In dementia, the distri-
bution of neuropathological changes leads to a
greater impact on the central pain system. The
clinical consequences for a person with demen-
tia are unchanged pain threshold but also great-
er tolerance for pain. A person with severe cog-
nitive impairment has fewer causes of pain-re-
lated behavioural disorders than a person with
mild or moderate cognitive impairment (8,9).
Accurate pain assessment is a major prerequi-
site for adequate treatment, evaluation of the
effect, but also the potentially harmful effects
of analgesic drugs. In people with dementia, it
is particularly challenging because of the loss of
communication skills inherent in the symptom-
atology of the condition, which limits the sub-
jective expression of pain. During assessment,
the nurse should define the causes of pain,
which may be of a physical or psychological na-
ture, or an interaction of both. Different forms
of pain present different challenges. Pain related
to the internal organs is especially challenging
to diagnose in comparison with pain associated
with the musculoskeletal system, which can be
recognized through movement (10). Acute pain,
such as the consequence of a fall, is easier to as-
sess than chronic pain, which is often masked
by the limitation of movement for the purpose
of avoiding pain. Approximately 60-80% of peo-
ple with dementia regularly experience pain,
and it is most commonly associated with the
musculoskeletal, gastrointestinal, and cardiac
organs (11). In 1984, the World Health Organi-
zation issued guidelines for pain therapy, the so-
called three-stage Anglo-Saxon table according
to which pain intensity is determined using a
numerical scale (12). In addition to the numeri-
cal scale mentioned above, the most commonly
used scales are the Visual Analog Scale (VAS)
and the Scale of Pains (FPS). These scales are

used at an earlier stage of dementia when a per-
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poznaju uobilajeno ponasanje oboljele osobe
bivaju uklju¢eni u procjenu boli. Medutim,
treba napomenuti da se uvijek nastoji dobiti
neka vrsta samoprocjene unutar ograni¢enja
pojedinih simptoma i stanja. Temeljito proma-
tranje ponasanja i sveobuhvatan pristup otkri-
va znakove koji upucuju na bol ili nelagodu.
Bol za rezultat moZe imati poremecaj ciklusa
spavanja i obrazaca aktivnosti, smanjenje tje-
lesne funkcije, a nerijetko je rezultat produze-
ni boravak u bolnici. Medicinska sestra treba
obratiti pozornost na govor tijela i izraze lica,
intonaciju i boju glasa, promjene u ponasanju,
meduljudskim interakcijama, emocionalnim
i psihickim promjenama, te na promjene u
dnevnim aktivnostima. Sve su to indikatori
da je bol nastupila ili se intenzivirala. Kako li-
jecenje fizicke boli samo po sebi nije dostatno,
razumijevanje potreba osoba s demencijom
smanjuje njihovo nezadovoljstvo i olak3ava

nastalo trpljenje.

POREMECAJ PREHRAMBENOG
OBRASCA KOD OSOBA S
DEMENCIJOM

Veliki broj istrazivanja koja za objekt imaju
prehranu i osobe s demencijom u prvom redu
zahvadaju eti¢ka pitanja, odnosno, umjetno
hranjenje oboljelih osoba u terminalnoj fazi
bolesti. U praksi, problemi zapo¢inju mnogo
ranije. Rizik loge ishrane oboljelih osoba zna-
¢ajno je porastao, prema procjenama, od 15 %
na 50 % sluéajeva (13). Utjecaj koji u preveni-
ranju ovoga elementa imaju osobe koje rade
u palijativnoj skrbi vrlo je znac¢ajan (14). Kod
osoba s demencijom, koje se zbog kognitivnih
i komunikacijskih poteskoc¢a ne mogu zauzeti
za sebe, obrok je ¢esto beznacajan dogadaj li-
gen dostojanstva. Nuznu pozornost potrebno
je obratiti ne samo vrsti ishrane ve¢ i natinu
na koji se ono provodi. Osoba u ranom stadiju
bolesti u okvirima optimalne prehrane funk-

cionira relativno dobro uz minimalnu pomo¢.

son can describe the severity and localization
of pain through verbal communication. In the
later stages of the illness, the person is often no
longer able to use introspection to gain knowl-
edge of pain and is unable to understand the
issues associated with pain assessment. In this
case, self-assessment is not possible and the car-
egiver or nurse who knows the usual behaviour
of the affected person is usually involved in pain
assessment. However, it should be noted that
some sort of self-assessment should be achieved
within the limitations of particular symptoms
and conditions. A thorough observation of the
behaviour and a comprehensive approach re-
veal signs that indicate pain or discomfort. Pain
can result in disruption of sleep cycles and pat-
terns of activity, decreased physical function,
and the result is often prolonged hospital stay.
Nurses should pay attention to body language
and facial expressions, intonation and tone of
voice, changes in behaviour, interpersonal in-
teractions, emotional and mental changes, and
changes in daily activities. All these are indica-

tions that pain has occurred or intensified.

EATING PATTERN DISORDER IN
PERSONS WITH DEMENTIA

A great deal of research on the subject of nu-
trition and people with dementia primarily ad-
dresses ethical issues such as artificial feeding of
patients in the terminal phase of the disease. In
practice, problems start much earlier. The risk
of poor nutrition for the patient is estimated
to have increased significantly from 15 to 50%
of cases (13). The impact which people working
in palliative care have on preventing this is of
great significance (14). For people with demen-
tia who cannot take care of themselves due to
cognitive and communication difficulties, eat-
ing is often an insignificant event devoid of dig-
nity. Attention should be paid not only to the
type of diet but also to how it is carried out. A

person in the early stage of the disease, in the
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Ima sposobnost opisati simptome koji oteza-
vaju prehranu, kao $to su stomatolodki pro-
blemi, bolovi u abdomenu ili pak poteskoée s
gutanjem. Navedeni simptomi, uklju¢ujuéi i
depresiju koja se javlja u navedenom stadiju,
kod nekih osoba rezultiraju smanjenim uno-
som hrane te gubitkom na tjelesnoj teZini
(15). U srednjem stadiju bolesti najées¢i rani
znak problema povezanih s prehranom je ne-
mogucnost koristenja pribora za jelo. Osoba
gubi sposobnost stavljanja hrane u usta zbog
toga $to zaboravlja kako koristiti pribor ili $to
treba u¢initi s hranom. Oboljela osoba ¢esto ne
moze dovoljno dugo biti psihomotorno mirna
kako bi zavrsila zapoceti obrok. Ako su prisutni
psihoti¢ni simptomi, osoba odbija otvoriti usta
ili pak pljuje hranu u strahu da ¢e se otrova-
ti. Buduéi da osoba s demencijom dosta luta,
u stalnom je pokretu, potrebna joj je visoko-
kalori¢na prehrana. Kako bolest napreduje,
vremenom se javljaju poteskoce sa Zvakanjem
i gutanjem hrane. Jednako tako dolazi do gu-
bitka na tjelesnoj tezini §to rezultira misi¢nom
slabog¢u, padovima i drugim komplikacijama
koje smanjuju kvalitetu Zivota (16). U zavrs-
nom stadiju bolesti osoba gubi nagon za hra-
njenjem, zaboravlja kako Zvakati i progutati
hranu, te postoji visoki rizik za aspiraciju ili
mehani¢ku opstrukciju gornjih di$nih putova.
Postoje kontroverze vezane uz procjenu guta-
nja i uvodenje nazogastri¢ne sonde kod osobe
u zavr$nom stadiju bolesti, ali ipak njihova vri-
jednost u produZavanju zivota nije dokazana
(16). Jedna od metoda rje$avanja ovoga pitanja
svakako je personalizirani plan ishrane oboljele
osobe, a koji nudi model GenteCare. Ovaj mo-
del pretpostavlja organiziranu nutricionisti¢-
ku ekipu te ocrtava metodoloske korake koje
je nuzno slijediti kako bismo dosli do cilja, a to
je kompletan osobni plan ishrane (17). Vredno-
vanje i izbor odgovarajuce strategije u¢inkovi-
tog interveniranja vrlo je sloZeno. Analiziranje
potegkoca i posljedica sluc¢ajeva iz prakse zasi-
gurno moze biti nit vodilja za razvijanje prakse

u kojoj ¢e centralnu ulogu imati osoba i koja

context of optimal nutrition, functions relative-
ly well with minimal assistance. They have the
ability to describe symptoms that make eating
difficult, such as dental problems, abdominal
pain, or difficulty swallowing. These symptoms,
including depression that occurs at this stage,
result in decreased food intake and weight loss
in some people (15). In the middle stages of the
disease, the most common early sign of eating
problems is the inability to use cutlery. A per-
son loses the ability to put food in their mouth
because they forget how to use the utensils or
what to do with the food. Often, the patient
cannot remain physically calm long enough
to finish their meal. If psychotic symptoms
are present, the person refuses to open their
mouth or spits food in fear of being poisoned.
Because a person with dementia is wandering a
lot, they are constantly on the move and need
a high-calorie diet. As the disease progresses,
problems with chewing and swallowing food
appear over time. Likewise, weight loss occurs,
resulting in muscle weakness, falls, and other
complications that impair quality of life (16). In
the final stages of illness, the person loses the
instinct to eat, forgets how to chew and swallow
food, and there is a high risk of aspiration or
mechanical obstruction of the upper respirato-
ry tract. There are certain issues regarding the
assessment of ingestion and the introduction
of a nasogastric tube in a person in the final
stages of the disease, but their value in prolong-
ing life has not been proven (16). One method
of addressing this is certainly a personalized
diet plan for the patient, which is provided
by the GenteCare model. This model assumes
an organized nutrition team and outlines the
methodological steps that must be followed
to reach the goal, which is a complete person-
al diet plan (17). Evaluating and selecting the
correct effective intervention strategy is very
complex. Analysing the difficulties and conse-
quences of cases from practice can certainly be
the guiding principle for developing a practice

in which the person will play a central role and
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Ce biti usmjerena zadovoljenju potreba u svim

kompleksnostima koji ju prate.

POMOC CLANOVIMA OBITELJI
(NJEGOVATELJIMA)

Iako su ¢lanovi obitelji klju¢ni element palija-
tivne skrbi, njihova vaznost vrlo Cesto je mar-
ginalizirana. Jednako tako, ne samo na nasim
podrudjima ve¢ i gire, efektivna uéinkovitost i
uloga koju one imaju nije ispravno shvacena.
Zahtjevnost njegovanja moZe biti porazna po-
gotovo ako osoba ima osjecaj da nema nikakvu
kontrolu nad situacijom u kojoj se nalazi. Pru-
zanje skrbi za obitelj u potrebi je stoljetni ¢in
dobrote, ljubavi i odanosti. Ipak, pomo¢ i njega
oboljelog ¢lana moze uzeti danak, ako se ne do-
bije odgovarajuca podrska (18). Njegovateljstvo
uklju¢uje mnoge stresore kao $to su promjena
obiteljske dinamike i socijalnog funkcioniranja
te financijski pritisak. Nagrade njegovateljima,
ako uopce i dolaze, su nematerijalne i vrlo ¢esto
neproporcionalne ulozenom trudu. Stalna bri-
ga oko bolesnog ¢lana, nagomilavanje stresa i
frustracija dovodi do pojavnosti anksiozno-de-
presivnih simptoma kod ¢lanova obitelji koji
njeguju oboljelu osobu (19). Njegovateljstvo je
posao, a odmor je nesto §to je njegovatelj zara-
dio, bio on stru¢na osoba ili ¢lan obitelji. Vazno
je uputiti njegovatelja prihvacanju pomodi lju-
di oko sebe te racionaliziranju vremena kojega
moZe posvetiti oboljeloj osobi. U 72 % sludajeva
skrb i njegu za oboljelog ¢lana obitelji pruzaju
zene (19). U danasnje vrijeme govorimo o Zen-
skom licu demencije, prevalencija i incidencija
znatno je vec¢a kod Zena nego kod muskaraca.
Zene imaju oc¢ekivano dulji Zivotni vijek u od-
nosu na musgkarce, te se prevalencija povecava
i s dobi osobe (20). Skrbnicki stres prisutniji
je kod Zena jer one puno emotivnije dozivlja-
vaju promjene voljenih o kojima skrbe (21).
Sraz emocija moze izazvati obiteljske sukobe,
$to opravdava uskracivanje pomodi potrebitom

¢lanu obitelji, ako je on u proslosti bio odsutan,

will be geared towards meeting the needs in all

the complexities that they experience.

ASSISTANCE TO FAMILY
MEMBERS (CAREGIVERS)

Although family members are a key element of
palliative care, their importance is very often
marginalized. Also, not only in our areas but
beyond them, the effectiveness and the role
they play is not properly understood. The com-
plexity of providing care can be overwhelming,
especially if the person feels they have no con-
trol over the situation they are in. Providing care
for a family is a centuries-old act of kindness,
love, and loyalty. However, the assistance and
care for a sick member can be a burden unless
adequate support is obtained (18). Nursing in-
volves many stressors such as changing family
dynamics and social functioning and financial
pressure. The rewards, if any, are immaterial and
often disproportionate to the effort. Constant
care for a sick member and the rise of stress and
frustration, leads to the onset of symptoms of
anxiety and depression in family members car-
ing for a sick person (19). Nursing is a job, and
a vacation is something a caregiver has earned,
whether they are an expert or a family mem-
ber. It is important to instruct the caregiver
to accept the help of the people around them
and to rationalize the time they can devote to
the affected person. In 72% of cases, care for a
sick family member is provided by women (19).
Nowadays there is talk about the female face of
dementia since the prevalence and incidence
are much higher in women than in men. Wom-
en have a longer life expectancy than men, and
the prevalence also increases with the age of the
person (20). Caregiver stress is more prevalent
in women because they experience a much more
emotional change in the loved ones they care for
(21). The collision of emotions can cause family
conflicts, which justifies denying help to a family

member if they have been absent, cold, selfish,
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hladan, sebi¢an ili nasilan. Zato, kada se razma-
traju potrebe njegovatelja osobe s demencijom,
moraju se sagledati svi odnosi $ire obitelji, uk-
lju¢ujudi i obiteljsku ulogu osobe prije nastupa
bolesti.

ZAKLJUCAK

Iako je palijativna skrb primarno orijentirana
rje$avanju tjelesnih simptoma, medu kojima je
najcesca fizicka bol i zadovoljenje osnovnih fizi-
oloskih potreba, ne treba zanemariti ni njezinu
sekundarnu ulogu. Naime, palijativna skrb fo-
kusirana je stvaranju kvalitetnih okvira zivlje-
nja svakodnevice u situaciji kada su sve ostale
klasi¢ne metode lije¢enja iscrpljene. Temelji se
na empatiji, komunikaciji s oboljelom osobom,
postivanju i o¢uvanju njegova dostojanstva. U
konkretnom slu¢aju, osoba s demencijom, ona
postaje jo$ izraZenija. Vise no fizi¢koj, oboljele
osobe pogodene su psihi¢ko-emotivnom boli,
te su medicinske sestre faktor koji utjece na
ublazenje takvoga stanja. Zbog toga je nuzno
osvijestiti ulogu sestara u palijativnoj skrbi
osoba s demencijom. Nekoliko je glavnih to-
¢aka koje karakteriziraju ulogu sestre. Prva je,
nedvojbeno, komunikacija odnosno prvi susret
s pacijentom i stvaranje odnosa povjerenja.
Nuzno je $to veéim intenzitetom apelirati na
komunikaciju kao , sredstvu lije¢enja“. Iako se,
nerijetko, komunikacija s oboljelim osobama
smatra besmislenom, njezina prisutnost u pa-
lijativnoj skrbi neophodna je te nije podloZzna
nikakvim ograni¢enjima. Nadalje, uloga koju
sestre imaju u ublazavanju fizicke boli te osta-
lih fiziolosgkih potreba takoder nije zanemariva.
Budu¢i da palijativna skrb polazi od holistickog
pristupa individui, nuZna je osobna angaZira-
nost i edukacija sestara u cilju $to kvalitetnija
pristupa osobama s demencijom. Kvaliteta dje-
lovanja medicinskih proporcionalna je kvaliteti
zivota oboljelih osoba. Ona je, ujedno i odraz
postivanja njihova dostojanstva u svakoj fazi
bolesti.

or violent in the past. Therefore, when consid-
ering the needs of the caregiver of a person with
dementia, all relationships of the wider family,
including the family role of the person before

the onset of the illness, must be considered.

CONCLUSION

Although palliative care is primarily focused on
addressing physical symptoms, the most com-
mon of which is physical pain and the satisfac-
tion of basic physiological needs, its secondary
role should not be neglected. Palliative care is
focused on creating quality frameworks of living
every day in a situation where all other classic
treatments are exhausted. It is based on empa-
thy, communication with the patient, respect,
and preservation of their dignity. In the case
of providing care for a person with dementia, it
becomes even more pronounced. Such patients
are affected by psycho-emotional pain more
than physical pain, and nurses are a factor that
contributes to the alleviation of this condition.
For this reason, it is necessary to raise aware-
ness of the role of nurses in the palliative care
of people with dementia. There are several main
points that characterize the role of the nurse.
The first is, undoubtedly, communication, or the
first meeting with a patient and creating a rela-
tionship of trust. It is important to emphasise as
much as possible that communication is a “treat-
ment”. Although communication with patients
is often considered pointless, its presence in pal-
liative care is necessary and is not subject to any
restrictions. Furthermore, the role nurses play
in alleviating physical pain and other physiolog-
ical needs is also far from negligible. Since palli-
ative care is based on a holistic approach to the
individual, personal involvement and education
of nurses is needed in order to provide better
access to people with dementia. The quality of
medical staff activity is proportional to the qual-
ity of life of the patient. It is also a reflection of

respect for their dignity at every stage of illness.
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Opterecenje njegovatelja osoba oboljelih od
Alzheimerove bolesti

/ Difficulties of Caregivers of Individuals Suffering from
Alzheimer’s Disease
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/ "University Psychiatric Hospital Vrapce, *University of Zagreb, School of Medicine, Zagreb, Croatia

U danasnjem drustvu postoji jasan trend porasta broja osoba starije Zivotne dobi pa time i sve veca statisticka
znacajnost broja osoba oboljelih od Alzheimerove bolesti sto generira povecanu potrebu adekvatne skrbi za
oboljele. Uz formalne oblike skrbi (pruzene od profesionalaca iz sustava zdravstvene i socijalne skrbi), neformalna
njega znacajan je resurs u pruzanju skrbi osobama s demencijom. Neformalni njegovatelji su pojedinci koji
se dobrovoljno brinu za ¢lana obitelji ili prijatelja koji se suocava sa bolescu, invaliditetom ili bilo kojim drugim
stanjem koje zahtijeva posebnu paznju. S obzirom na tijek i duljinu trajanja Alzheimerove bolesti i sama skrb za
oboljelog je dugotrajna i iscrpljuca, a ukljucuje sve razine funkcioranja njegovatelja pa ju je potrebno sagledavati
u kontekstu kako ekonomskog, tako i emocionalnog, mentalnog i fizickog stanja njegovatelja. lako moze imati i
neke blagotvorne aspekte, skrb za oboljeloga je obi¢no vrlo stresna i moze u znacajnoj mjesti utjecati na zdravlje i
dobrobit njegovatelja te je stoga potrebno razmotriti probleme i opterecenja s kojima se susre¢u njegovatelji osoba
oboljelih od Alzheimerove bolesti.

/In modern society, the number of elderly individuals is higher and so is the statistical significance of people living with
Alzheimer's disease. This trend results in a higher demand for adequate care for such patients. Along with formal care
(provided by social workers and other health care professionals), informal care has become a significant resource in the
nursing of individuals with dementia. Informal caregivers are individuals who voluntarily attend to the needs of a family
mwember or a frend living with illness, handicap, or any other condition that requires special needs. Considering the
course and duration of Alzheimer’s disease, the nursing of patients can also be lengthy and exhausting. Moreover, all
aspects of a caregiver’s job must be taken into consideration starting the mental, emotional, and physical health to nursing
expences. Although there are positive aspects, nursing an individual with dementia is extremely stressful and significantly
affect the health and wellbeing of the caregiver, and therefore it is necessary to take into consideration all difficulties and
problems caregivers of people living with Alzheimer’s disease may encounter.
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UvoD

Alzheimerova bolest (AB) je neurodegenerativ-
na, progresivna i neizlje¢iva bolest heterogene
etiologije koju klini¢ki prominentno obiljeza-
va deterioracija kognitivno-mnesti¢kih funk-
cija, a potom i gubitak sposobnosti izvodenja
svakodnevnih aktivnosti te ovisnost o tudoj
njezi i pomodi. Sindrom demencije ima visoku
godi$nju incidenciju u Europi te se procjenju-
je da premasuje incidenciju mozdanog udara,
dijabetesa i raka dojke (1). Svake godine se
biljezi 7,7 milijuna novih slu¢ajeva demencije
u svijetu ili slikovito - jedan novi slucaj svake
Cetiri sekunde (1). Epidemiologkim studijama
je pokazano da svjetska prevalencija demenci-
je iznosi oko 6,1 % u populaciji starijoj od 65
godina (0,5 % svjetske populacije) od ¢ega je
59 % zena (2). Prema Europskoj federaciji neu-
rologkih drustava, demecija zahvaca 5,4 % oso-
ba starijih od 65 godina te njena prevalencija
raste s povecanjem dobi (2). AB je sveukupno
najéeséi (60-70 %) oblik demencije, a nakon
dobi od 65 godina AB je uzrokom demencije u
viSe od 80 % dementnih bolesnika. Smatra se
da od demencije boluje vise od 85 000 osoba
(3). Takoder, smatra se da na podrudju glavnog
grada Hrvatske, Zagreba, ima vise od 15 000
osoba oboljelih od demencije (3). Neurodege-
nerativne bolesti koje dovode do demencije po
zdravstvenim (morbiditet i mortalitet su im
odmah iza kardiovaskularnih i malignih tu-
morskih bolesti), socijalnim (onemogucavaju
kvalitetan zivot oboljele osobe u zajednici) i
ekonomskim pokazateljima (tro$kovi uzdrza-
vanja i lije¢enja oboljelih od AB u zapadnom
e svijetu uskoro biti jednaki kao zajednic-
ki troskovi za kardiovaskularne bolesti, rak i
mozdani udar zajedno) imaju danas ogromno
znaclenje. Zbog porasta udjela starije popula-
cije u buduénosti se o¢ekuje daljnje poveéanje
broja oboljelih (4,5).

Uz formalnu skrb za pacijenta neformalna nje-
ga znadajan je resurs u pruzanju skrbi osobama

s demencijom (4-6). Neformalni njegovatelji

INTRODUCTION

Alzheimer’s disease (AD) is a neurodegenera-
tive, progressive, and incurable disease of heter-
ogeneous etiology, clinically prominently char-
acterized by a deterioration of cognitive-mnesic
functions, and later by the loss of ability to car-
ry out daily activities and by being dependent
on other people’s nursing and help. Dementia
is a syndrome with a high yearly incidence in
Europe, and it has been estimated that it is even
higher than stroke, diabetes, and breast cancer
(1). Every year around 7.7 million new cases of
dementia are recorded worldwide, which means

one new case every four seconds, on average (1).

Epidemiological studies have found that the
prevalence of dementia is 6.1% in the average
population above 65 years of age (0.5% of the
world population), 59% of whom are women
(2). According to the European Federation of
Neurological Societies, dementia affects 5.4%
of the population of 65 years of age and its
prevalence grows along with age (2). AD is
overall the most frequent form of dementia
(60-70%), whereas in the population of above
65 years of age AD is regarded as the cause of
dementia in 80% of cases. It has been recorded
that over 85.000 people suffer from dementia
(3). Also, in the area of Zagreb, the capital city
of Croatia, there are 15.000 people suffering
from dementia (3). Neurodegenerative diseases
that lead to dementia according to health (mor-
bidity and mortality are immediately behind
cardiovascular and malignant tumours), social
(they prevent quality lifestyle of patients with-
in their community), and economic parameters
(support and medical expenses for AD patients
in the western world will soon be equal to ex-
penses of cardiovascular diseases, cancer, and
stroke together) all have an enormous signif-
icance. Due to the growing percentage of the
older population, we can expect an even higher

number of patients in the future (4,5).

Along with formal care, informal care has be-

come a significant resource in the nursing of
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su pojedinci koji se dobrovoljno brinu za ¢lana
obitelji ili prijatelja koji se suocava s bole§cu, in-
validitetom ili bilo kojim drugim stanjem koje
zahtijeva posebnu paznju (7). Osobe oboljele
od Alzheimerove bolesti tijekom same bolesti
postaju u sve veem opsegu ovisne o okolini u
svim aspektima Zivota tako da neformalni nje-
govatelj zauzima klju¢nu ulogu u brizi za obo-
ljelog. Samim tim se povecava mogu¢nost eko-
nomskog, emocionalnog, mentalnog i fizickog
opterecenja njegovatelja $to generalno ostaje
neprepoznato od strane drZzave, tj. sustava so-

cijalne i zdravstvene skrbi.

EKONOMSKA OPTERECENJA
NJEGOVATELJA

Istrazivanje koje su objavili Bakker i sur. 2013.
ukazuje da je omjer neformalne i formalne
zdravstvene skrbi za osobe s demencijom 3:1
(8), dok prema Gustavssonu i sur. trosko-
vi neformalne njege ¢ine 82 — 86 % ukupnih
troskova njege za osobe s demencijom (9,10).
Prema Gustavssonu i sur. godi$nji trosak njege
po pacijentu je 7820 eura, od ¢ega 54 % &ine
troskovi neformalne njege (9,10). U troskove
neformalne skrbi spadaju lijekovi (porazna je
¢injenica da u Republici Hrvatskoj ne postoji
nijedan antidementiv na osnovnoj listi lije-
kova Hrvatskog zavoda za zdravsveno osigu-
ranje), pomoc¢na sredstva za njegu oboljeloga
(npr. pelene za odrasle, specijalizirani medi-
cinski kreveti i dekubitalni madraci, druga
medicinska pomagala i sl.), dodatne prehram-
bene potrebe oboljeloga, prijevoz (mimo onog
plac¢enog preko osiguanja), izvaninstitucijska
stru¢na pomo¢ medicinskog osoblja u kudi
(mreza patronazne skrbi u nekim sluéajevi-
ma nije dostatna), odrzavanje kucanstva, ali
i njegovateljevi izostanci s radnog mjesta,
smanjena u¢inkovitost na radnom mjestu pa
i potpuno napustanje radnog mjesta (davanje
otkaza) zbog skrbi za oboljeloga. S obzirom na

starenje stanovnista, ali i aktualne sociologke

individuals suffering from dementia (4-6). In-
formal caregivers are individuals who voluntar-
ily attend to the needs of a family member or
a friend suffering from an illness, handicap, or
any other condition that requires special needs
(7). Throughout the duration of their illness,
persons affected by Alzheimer’s disease become
more and more heavily reliant on their envi-
ronment in all aspects of their life. Therefore,
informal caregivers assume a fundamental role
in the nursing of patients. Consequently, there
is an increase in the risk of economic, emotion-
al, mental, and physical distress for caregivers,
who generally remain unrecognized by author-

ities such as social security and health service.

CAREGIVERS'ECONOMIC
DIFFICULTIES

According to a paper by Bakker et al. from 2013,
there is a 3 to 1 ratio between informal and for-
mal nursing of persons suffering from demen-
tia (8). Moreover, Gustavsson et al. found that
the costs of informal nursing of patients with
dementia amount up to 82-86% of the overall
nursing expenses (9,10). According to Gustavs-
son et al., yearly nursing expenses per patient
amount up to 7.820 EUR, 54% of which are in-
formal nursing expenses (9,10). Informal nurs-
ing costs include medications (it is a frustrating
that there are no antidementives on the basic
medication list issued by the Croatian Health
Insurance Fund), medical and general equip-
ment (adult diapers, specially designed medical
beds and anti-decubitus mattresses, or other es-
sential equipment), additional nutritional needs
of patients, transportation (other than what
is covered by insurance), professional medical
help at home (the patronage network is in some
cases insufficient), household maintenance; but
also it is important to take into account the car-
egivers’ frequent absences from work, reduction
of efficiency at work or even job loss or quit-

ting in order to be at the patient’s disposal at all
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trendove (izostanak klasi¢nog obiteljskog nu-
kleusa, poglavito u urbanim podru¢jima), broj
kreveta u drzavnim/gradskim domovima za
starije i nemo¢ne je daleko ispod potreba sta-
novni$tva te se pribjegava smjestaju oboljelo-
ga u privatne domove (pogotovo u terminalnoj
fazi bolesti) §to je takoder znacajno financijsko

optereéenje.

EMOCIONALNO I MENTALNO
OPTERECENJE NJEGOVATELJA

Briga za osobe oboljele od Alzheimerove bole-
sti je dugotrajna i emocionalno vrlo iscrpljuju-
¢a tako da i sami njegovatelji osjecaju patnju
prolazedi kroz sve zahtjeve koji su stavljeni
pred njih kao i sam proces bolesti koja je jos
uvijek neizlje¢iva i zavr$ava smrtnim ishodom.
U usporedbi s njegovateljima bolesnika koji bo-
luju od drugih kroni¢nih bolesti, njegovatelji
bolesnika s demencijom ¢eiée se suocavaju
s depresijom, doZivljavaju vece opteredenje i
pokazalo se da su logijeg opceg zdravstvenog
stanja (11,12). Njegovatelji su ¢esto osjecaju
nepripremljenima uz neadekvatna znanja i
vjestine za pruzanje skrbi za oboljeloga. Kao
rezultat i akutnog (poglavito u bihevioralnoj
simptomatici AB kao $to je agresivno pona-
$anje, lutanje i sl.) i kroni¢nog stresa zbog ne-
predvidive prirode simptoma AB te sve veéih
zahtjeva vezanih uz njegu oboljeloga, njegova-
telji mogu dozivjeti ozbiljne negativne psiho-
logke posljedice (poput depresije, anksioznosti,
nesanice) te Cesto izrazavaju osjeéaje ljutnje,
iscrpljenosti, socijalne izolacije/usamljenosti,
krivnje ili nemodi.

Postoje brojni mjerni istrumenti kako bi se
objektivizirala problematika s kojom se su-
sre¢u njegovatelji. Valjalo bi istaknuti Zarit
upitnik (Zarit Burden Interview, ZBI), samo-
ocjensku ljestvicu procjene opterecenja nje-
govatelja osoba oboljelih od Alzheimerove
bolesti koja je jedna od najcesce koristenih i

u klini¢koj praksi i u istraZivanjima te se sma-

times. Having in mind the rapid ageing of the
population, as well as current social trends (the
disappearance of nuclear families, especially in
urban areas), the number of beds in public fa-
cilities for the elderly is far below the required
number, which is why many are forced to seek
help in private institutions (especially at the
terminal phase of the disease), which also sig-

nificantly leads to financial difficulties.

EMOTIONAL AND MENTAL
DISTRESS

Providing care to patients suffering from
Alzheimer’s disease is a lengthy and emotional-
ly extremely exhausting experience. Apart from
the patients, the caregivers themselves also go
through suffering while meeting the demands
and challenges their work requires, especially
considering the nature of the disease which is in-
curable and ends in death. Compared to caregiv-
ers of other chronic patients, caregivers of pa-
tients with dementia more frequently suffer from
depression, experience higher strain, and gener-
ally suffer from worse medical conditions (11,12).
Caregivers often feel inadequate and believe they
have insufficient knowledge and skills to provide
the patients with the best possible care. As a re-
sult of both acute (especially in the case of be-
havioural symptoms of AD such as aggressive
and wandering behaviour, etc.) and chronic dis-
tress caused by the unpredictable nature of AD
symptoms, along with growing demands in the
nursing of the sick, caregivers may experience
significantly negative mental consequences (such
as depression, anxiety, and insomnia) and often
display feelings of anger, exhaustion, social isola-

tion, loneliness, guilt, and powerlessness.

There are many measurement instruments for
the objectification of problems caregivers face.
It is important to mention the Zarit Burden
Interview, ZBI - a self-evaluation scale that
estimates the difficulties caregivers of AD pa-

tients encounter. ZBI is one of the most widely
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tra da daje integrirane rezultate kod mjerenja
subjektivnog opterecenja skrbi. U upitniku
su opisane tri dimenzije opterecenja: utjecaj
na drustveni i osobni Zivot njegovatelja, psi-
holosko opterecenje te osjeéaj krivnje. Neka
istrazivanja su pokazala da supruZnici i djeca
osoba oboljelih od Alzheimerove bolesti dru-
gacije percipiraju opterecenje — dok supruZnici
naglasavaju deterioraciju njihovog osobnog i
drustvenog zivota, djeca, koja su nacelno ma-
nje involvirana u svakodnevnu njegu, vise su
sklonija izrazavati osjeéaj krivnje da ne ¢ine
dovoljno za pacijenta (13). Takoder je dokaza-
no da ne postoji znaéajna razlika u opterece-
nju njegovatelja u odnosu na dob, spol, uvjete
Zivota, bra¢ni status ili status zaposlenja te da
postoji snaZnija povezanost izmedu depresiv-
nih simptoma kod njegovatelja i bihevioralnih
problema pacijenta u odnosu na kognitivni i
funkcionalni status pacijenta (14). Treba na-
glasiti da su Adelman i sur. u preglednom
¢lanku iz 2014. ukazali da ¢imbenici rizika za
opterecenje njegovatelja uklju¢uju Zenski spol,
nisko obrazovanje, Zivljenje s oboljelim, veéi
broj sati provedenih u skrbi, depresiju, soci-
jalnu izolaciju, financijski stres i nedostatak
izbora da se bude njegovatelj (15) §to upucuje
na potrebu daljnjih istraZivanja i klarifikacije

ove problematike.

F1ZICKO OPTERECENJE
NJEGOVATELJA

Oboljeli od AB tijekom trajanja bolesti i po sa-
moj njenoj prirodi (uzimajudi u obzir i u¢estale
somatske komorbiditete) postaju sve vise fizi¢-
ki nemo¢ni i ovisni o okolini §to dovodi i do
vecih fizickih zahtjeva za njegovatelje. U uspo-
redbi s drugim njegovateljima, supruznici obo-
ljelih provode najvi§e vremena pruZajuéi skrb
(16) te mogu dozivljavati znacajno veée opte-
recenje ne samo zbog sve vecih zahtjeva oko
njege kako bolest napreduje (npr. podizanje

oboljeloga ili pomo¢ u osnovnim potrebama),

used parameter in clinical practice and research
and is considered to provide integrated results
in measuring subjective difficulties in caregiv-
ing. The questionnaire describes three burden
dimensions: impact of social and personal life,
psychological burden, and the caregiver’s feel-
ings of guilt. Some studies have shown that
spouses and children of AD patients experience
their burden in different ways — while spouses
stress the deterioration of their personal and
social lives, children, who are generally less in-
volved in daily caregiving, are more inclined to
express feelings of guilt for not doing enough
for the patient (13). Moreover, it has been prov-
en that there are no significant differences in
caregiver burden with respect to their age, gen-
der, life conditions, marital status, or employ-
ment, and that there is a stronger correlation
between the caregiver’s symptoms of depression
and the patient’s behavioural problems in rela-
tion to the cognitive and functional state of the
patient (14). It is important to mention that in
a review article from 2014 Adelman et al. point-
ed out that risk factors for caregiver burden are
female gender, lower education, living with the
patient, long hours spent nursing them, depres-
sion, social isolation, financial distress, and be-
ing compelled to assume the role of the caregiv-
er (15), which clearly shows the need for further

research and clarification of the issue.

PHYSICAL DIFFICULTIES

During the time of their sickness and due to the
nature of the disease (taking into account fre-
quent somatic comorbidities), AD patients be-
come more and more physically impaired and re-
liant on their environment, which causes growing
physical strain for the caregivers. In comparison
to other caregivers, spouses of AD patients are
those who spend most of the time nursing (16)
and more frequently experience significant strain,
not only due to greater demands in nursing as the

disease progresses (for instance, physically having
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nego i zbog njihovih zdravstvenih tegoba po-
vezanih sa starenjem. Nekoliko istraZivanja
je pokazalo da polovica njegovatelja pati od
barem jednog kroni¢nog zdravstvenog stanja
(17,18). Recentna demografska istraZivanja
pokazuju da je medu onima koji se brinu za
osobe starije od 65 godina prosje¢na dob 63
godine, a tredina tih njegovatelja je u loSem
zdravstvenom stanju (19). Kod njegovatelja
su zabiljeZeni pogor$anje tjelesnog zdravlja
(pogotovo kako bolest pacijenta kojeg njegu-
ju progredira) i prerana smrt pa tako stariji
supruznici koji se susrecu s vrlo stresogenim
zahtjevima za oboljeloga imaju 63 % vecu sto-
pu smrtnosti nego njihovi vrinjaci koji nisu
njegovatelji (20). Pogorsanje tjelesnog zdravlja
njegovatelja je posebno povezano s njegovate-
ljima koji sebe percipiraju optere¢enima (20).
Isto tako, poja¢ano opteredenje njegovatelja
je povezano s njegovim lodim zdravstvenim
stanjem, rizi¢nim zdravstvenim ponasanjem
(poput pusenja) i ve¢om uporabom lijekova
na recept (21). Razli¢ita istrazivanja su poka-
zala da kod njegovatelja postoji vedi rizik od
poremecaja spavanja, slabijeg funkcioniranja
imunologkog sustava, promijenjenog odgovora
na cjepiva protiv gripe, sporijeg zacjeljivanja
rana, povisene razine inzulina i krvnog tlaka,
izmijenenog profila lipida te kardiovaskularnih
bolesti (22).

ZAKLJUCAK

Alzheimerova bolest po svom tijeku, trajanju
i ishodu zahtijeva skrb cjelokupne zajednice,
ne samo pojedinca i njegove najbliZe okoline.
Poznato je da briga o pacijentu s demencijom
moZe negativno utjecati na psihi¢ko, fizicko,
socijalno i financijsko zdravlje (11). Drustvo bi
(sustavom socijalne skrbi i zdravstvene zasti-
te) trebalo jasno definirati i naglasiti potrebe
njegovatelja osoba oboljelih od Alzheimero-
ve bolesti te preuzeti aktivnu ulogu u pomo¢i

oboljelima i njegovateljima uz sredstva kojima

to move the patient or help them in basic activi-
ties), but also due to their health problems related
to ageing. Several studies have shown that half
of the caregivers suffer from at least one chronic
health condition (17,18). Recent demographic
studies have shown that among those who pro-
vide nursing to persons over 65 are on average
63 years old, whereas a third of them suffer from
some sort of health condition (19). It has been
found that caregivers suffer from a deterioration
of health (especially when the patient’s disease
progresses) and premature death. Elderly spouses
who are confronted with extremely stressful de-
mands in the nursing process have a 63% higher
chance of premature death than their peers who
are not caregivers (20). A deterioration of physi-
cal health in caregivers is particularly relevant in
the case of caregivers who consider themselves
burdened (20). Likewise, increased caregiver
burden correlates with deterioration of health,
high-risk health behaviours (such as smoking)
and higher intake rate of prescribed medications
(21). Several studies have shown that caregivers
are at risk of sleeping disorders, weaker func-
tioning of the immune system, alterations in the
response to influenza vaccination, slower wound
healing process, elevated insulin levels and blood
pressure, altered lipids profile, and cardiovascular
diseases (22).

CONCLUSION

Alzheimer’s disease, its course, duration, and out-
come require an engagement of the entire com-
munity, and not only of individuals and a closer
circle of people. It is known that the nursing of
patients with dementia will most likely affect the
mental, physical, social, and financial health of
caregivers (11). Society (through health care and
social security) should clearly define and stress
the need for caregivers for people affected by
Alzheimer’s disease and assume an active role in
helping patients and caregivers likewise through

resources that can provide them with adequate
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se moze pruziti potrebna podrska. Klju¢an je
dugoro¢ni partnerski odnos pojedinca/njego-
vatelja i zajednice kako bi se prevenirali i redu-
cirali multifaktorski $tetni u¢inci na kvalitetu
Zivota i zdravlja koju treba sagledavati iz svih
perspektiva. Vazno je istaknuti i ulogu struc-
nih drustava i gradanskih udruga kao i ulogu
osvje$tavanja javnosti o opisanim problemima

i potegkocama.

support. A long-term partnership between indi-
viduals/caregivers and the community is crucial
in order to prevent and reduce multi-factor dam-
aging effect on the quality of living and health,
which should be examined from all perspectives.
It is important to point out the role of profes-
sional associations and civil organizations, as
well as the need to inform the public of the prob-

lems and difficulties described in this paper.
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Razvili smo novi uredaj koji pomaze u ranoj
dijagnozi blagog kognitivnog ostecenja (mild
cognitive impairment — MCI, odnosno blagog
neurokognitivnog poremecaja prema DSM-5)
i demencije (velikog neurokognitivnog pore-
mecaja prema DSM-5, najéesce uzrokovanog
Alzheimerovom boleséu - AB). Sustav se te-
melji na odredivanju pozicije cilja koji nakon
kratkotrajnog prikazivanja vise nije vidljiv, pa
ispitanik mora svoju navigaciju do cilja teme-
ljiti na prethodno upaméenom polozaju cilja u
odnosu na svoj poletni polozaj (Cetiri egocen-

tricke podvarijante) ili zadane orijentire (¢etiri

SAZETAK POZVANOG PREDAVANJA
/ ABSTRACT OF INVITED LECTURE

We have developed a new device that helps in
early diagnosis of mild cognitive impairment
(MCI or minor neurocognitive disorder accor-
ding to DSM-5) and dementia (major neuroco-
gnitive disorder, mainly caused by Alzheimer’s
disease, AD). The system is based on the hidden
goal task test in which the aim is to find a tar-
get that is not visible, but instead the naviga-
tion must be based on previously memorized
target position in relation to the starting posi-
tion (four egocentric test subvariants) or other
navigational landmarks (four allocentric test

subvariants). In this respect it resembles the
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alocentricke podvarijante testa). U tom smislu
ovaj test podsjeca na Morrisov vodeni labirint
za glodavce. Testiranje prosje¢no traje oko 20
minuta te omogucuje brz, jeftin i neinvazivan
dijagnosti¢ki postupak. Sustav je namijenjen
klinikama i znanstvenoj zajednici, farmaceut-
skoj industriji te zdravstvenim i drugim usta-
novama koje se brinu za starije osobe za koje je
vazno rano otkrivanje spoznajnog urusavanja,
kao i kontinuirano pracenje njihovog statusa
i uspjes$nosti terapijskih postupaka. Tijekom
predavanja bit ¢e prikazani na$i preliminarni
rezultati, koji su pokazali izvrstan potencijal
testa za probir osoba s poetnim spoznajnim

uru$avanjem.

Morris water maze task for rodents. The testing
procedure has an average duration of about 20
minutes, which allows for a fast, low-cost, and
non-invasive diagnostic procedure. The system
is intended for the clinical and scientific com-
munity, pharmaceutical industry, healthcare
institutions, and other organizations caring
for the elderly and other populations for whi-
ch early detection of cognitive impairment is
important, as is ongoing monitoring of their
status and the success of therapeutic proce-
dures. During the meeting, I will present our
preliminary results, which showed excellent
potential of the hidden goal test for cognitive

impairment population screening.
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Zastita zdravlja starijih osoba je glavni pokaza-
telj napretka ili propusta u zastiti zdravlja cje-
lokupnog puc¢anstva. Prema klasifikaciji UN-a
Hrvatska se prema popisnoj 2011. godini, s
udjelom od 17,7 % starijih od 65 godina, nalazi
u Cetvrtoj skupini drzava svijeta s najstarijim
pucanstvom. Projekcije ukazuju kako ¢e do
2025. godine u Hrvatskoj udio starijih dose-
gnuti visokih 27,4 %. Zbog toga gerontologija
postaje prioritet te upucéuje na odrzivi razvoj

za$tite zdravlja starijih.

Zastita zdravlja starijih osoba zahtijeva in-
terdisciplinarni gerontoloski pristup, pa osim
glavnog nositelja tima obiteljske medicine uk-
ljutuje struénjake razlic¢itog profila: od geron-
tologa, gerijatra, psihogerijatra, gerontoloske/
gerijatrijske medicinske sestre, socijalnog dje-

latnika gerontostomatologa, gerontonutrici-

SAZETAK POZVANOG PREDAVANJA
/ ABSTRACT OF INVITED LECTURE

Protecting the health of the elderly people is a
major indicator of progress or failure in prote-
cting the health of the general population. Ac-
cording to the UN classification, with a share
of 17.7% of people over the age of 65, Croatia
belongs to the fourth group of countries that
have the oldest population (2011 census). Pro-
jections indicate that by 2025 the proportion
of older people in Croatia will reach a high of
27.4%. This makes gerontology a priority and
calls upon sustainable development of elderly
health care. Elderly health care requires an in-
terdisciplinary gerontological approach which,
in addition to the main family medicine team
leader, includes experts of different profiles,
such as gerontologists, geriatricians, psycho-
geriatricians, gerontological/geriatric nurses,

social workers gerontostomatologists, geronto-
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onista, radnog terapeuta, fizioterapeuta za
starije, gerontokineziologa, gerontotehnologa,
gerontoantropologa do gerontodomacice i ge-
rontonjegovateljice te drugih. Time je nuZna
trajna izobrazba iz gerontologije i gerijatrije
svih stru¢njaka koji skrbe u zastiti zdravlja sta-
rijih.

U Hrvatskoj je vrlo uspje$an model izvaninsti-
tucijske skrbi za starije organiziran putem ge-
rontoloskih centara. Nuzno je istaknuti osni-
vanje dnevnih boravaka za osobe oboljele od
Alzheimerove bolesti pri domovima za starije
osiguravajuéi psihogerijatrijsku i palijativno-
gerijatrijsku skrb. Gerontoloski centri (multi-
funkcijski, izvaninstitucijski centri za starije) i
domovi za starije osobe (institucijski smjestaj)
pripadaju sustavu socijalne skrbi. Na sekundar-
noj i tercijarnoj razini zdravstvene zastite za
starije legislativno je definirana specijalisticka
djelatnost gerijatrije osiguranjem dijagnostike,
lije¢enja i rehabilitacije, a gerijatrijska zdrav-
stvena njega za starije osobe (65+) u domovima
za starije je standard Hrvatske komore medi-
cinskih sestara. Gerontologko-javnozdravstve-
na djelatnost Referentnog centra Ministarstva
zdravstva RH za zastitu zdravlja starijih, Sluzbe
za javnozdravstvenu gerontologiju na nacio-
nalnoj razini, centri za gerontologiju u Zupa-
nijskim zavodima za javno zdravstvo i Gradu
Zagrebu znacajno u sada$njosti unaprjeduje
Programe mjera i postupaka u zastiti zdravlja
starijih osoba u Hrvatskoj. Medutim, preduvjet
za utvrdivanje, pracenje i evaluaciju zdravstve-
nih potreba te povezivanje svih sudionika u za-
§titi zdravlja starijih osoba je primjena inova-
cijskog informacijskog sustava projekt GeroS /
CEZIH/SELFIE/ EU. Cilj je praenje i evaluacija
zdravstvenih potreba i funkcionalne sposob-
nosti starijih, sa svrhom unaprjedenja zastite
zdravlja starijih osoba. Sukladno suvremenoj
gerontologkoj doktrini, buduénost je integrirati
sve sudionike u pruzanju skrbi za starije, a to
je ujedno i racionalizacija rastude gerijatrijske

zdravstvene potrosnje.

nutritionists, occupational therapists, physiot-
herapists, physiotherapists, gerontoanthropo-
logists geronto-housewives, geronto-cargivers
and others. This requires continuing education
in gerontology and geriatrics for all professio-
nals caring for the health of the elderly. In Cro-
atia, a very successful model of non-instituti-
onal care for the elderly is organized through
gerontology centres. It is necessary to highlight
the establishment of day care centres for peo-
ple with Alzheimer’s disease in nursing homes
providing psychogeriatric and palliative geria-
tric care. Gerontology centres (multifunctional,
non-institutional care centres for the elderly)
and nursing homes (institutional accommoda-
tion) belong to the social welfare system. At the
secondary and tertiary levels of health care for
the elderly, the specialist activity of geriatrics
providing diagnostics, treatment, and rehabi-
litation is legislated, and geriatric health care
for the elderly (65+) in nursing homes is the
standard of the Croatian Chamber of Nursing.
The gerontological-public health activities of
the Referral Centre of the Ministry of Health
of the Republic of Croatia for the protection of
the health of the elderly, Public Health Geron-
tology Service at the national level, Centres for
Gerontology at the County Institutes of Public
Health and the City of Zagreb significantly en-
hance the Programs of Measures and Procedu-
res for the Protection of the Elderly in Croatia
at the present time. However, the prerequisite
for identifying, monitoring, and evaluating he-
alth needs and connecting all stakeholders in
the protection of the health of the elderly is the
application of the GeroS/CEZIH/SELFIE/EU
project innovation system. The aim is to moni-
tor and evaluate the health needs and functio-
nal abilities of the elderly people, with a view to
improving the health care of the elderly. In line
with contemporary gerontological doctrine, in
the future all actors in the provision of care for
the elderly should be integrated, which simul-
taneously represents a rationalization of the

growing expenses related to geriatric health.

S.Tomek-Roksandié: Gerontology — The Present and the Future of Health Protection for the Elderly.
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Prema posljednjim podatcima WHO-a oko
800 000 ljudi godisnje pocini suicid $to bi otpri-
like znacilo da si svakih 40 sekundi jedna osoba
oduzme zivot. Najveca globalna stopa suicida
je u Europi te iznosi 15,4/100 000 stanovnika.
Zastradujuéi je podatak da je samoubojstvo
drugi vodedi uzrok smrti u osoba izmedu 15. i
29. godine Zivota. lako su pokusaji suicida cesci
u adolescenata i mladih odraslih osoba, mus-
karci i Zene starije Zivotne dobi u gotovo svim
zemljama svijeta imaju vecu stopu pocinjenog
suicida. Nadalje, stopa suicida se povecava u
osoba starijih od 60 godina.Medu ¢imbenicima
rizika za suicidalno ponasanje kod starije popu-
lacije su dusevni i neurokognitivni poremedaji,
naru$eno tjelesno zdravlje te socijalni aspekti
Zivota. Depresivni simptomi se Cesto kod stari-
jih osoba zanemaruju ili pak povezuju s ranim
stadijima demencije, a zapravo prema nekim

istrazivanjima do 97 % starijih osoba koje su

POSTER / POSTER

According to the latest WHO data, every year
approximately 800,000 people die due to sui-
cide, which is one person every 40 seconds. As
the region with the highest rate of suicide in
the world, Europe has a suicide rate of 15.4 per
100,000 people. Suicide is the second leading
cause of death in people between 15 and 29 ye-
ars of age. Although suicide attempts are more
common in adolescents and young adults, in
most countries in the world older men and wo-
men have a higher rate of suicide. Furthermo-
re, suicide rates are increasing in people over
60 years of age. The risk factors for suicidal
behaviour in the elderly include mental and
neurocognitive disorders, impaired physical
health, and social aspects of life. Depressive
symptoms in the elderly are often neglected or
associated with the early stages of dementia,
and in fact, according to some studies, up to

97% of older people who committed suicide
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pocinile suicid su bolovale od nekog poremeca-
ja raspolozenja. U osoba oboljelih od demencije
najrizi¢nija skupina su bolesnici u ranoj fazi bo-
lesti kod kojih su kognitivne funkcije jo$ uvijek
o¢uvane u mjeri dostatnog uvida o daljnjem
negativnom tijeku bolesti. Prevalencija razlici-
tih tjelesnih bolesti kao i njihova kumulacija s
dobi povecavaju rizik za suicid u usporedbi sa
zdravom osobom istih godina. Gubitak voljene
osobe i socijalna izoliranost su jednako vazni
faktori koje ne smijemo zanemariti. Prevenci-
ja samoubojstva u starijoj Zivotnoj dobi slozen
je zadatak i proces koji zahvaca razlitite grane
medicine i zahtijeva specijaliziranu edukaciju
kako bi se na vrijeme moglo prepoznati rizi¢ne

faktore te adekvatno djelovati.
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Pozadina: Nasilje u obitelji utje¢e na svaku
dobnu skupinu i prisutno je tijekom cijelog Zi-
votnog vijeka, iako se manje zna o prirodi i utje-

caju nasilja u obitelji medu starijim osobama.

Cilj: Istraziti neke socioekonomske ¢imbeni-
ke, vrstu nasilja u obitelji i po¢initelje nasilja
prema starijim osobama, prijavljivanje nasilja
i vrste intervencija kod nasilja prema starijim

osobama.

Metoda: Od 3164 odrasle osobe (25,1 % mus-
karaca i 74,9 % Zena; prosje¢na dob: 40,7+11,5
godina), koje su se javile u Savjetovaliste za Zr-
tve nasilja u obitelji u razdoblju od 1. sije¢nja
2013. do 20. lipnja 2017. godine, 48,9 % je bilo
u dobi od 18 do 39 godina, 44,7 % u dobi od
40 do 59 godina i 6,3 % iznad 60 godina. Dob

POSTERI/ POSTERS

Background: Domestic violence (DV) affects
every age group and is present throughout life,
although less is known about the nature and

impact of DV among elderly persons.

Objective: To explore some socioeconomic
conditions, type of domestic violence and per-
petrators against elderly persons, data related
to reporting violence, and types of intervention

in the maltreatment of the elderly.

Method: Of 3164 adults (25.1% men and
74.9% women; mean age: 40.7+/-11.5 years)
who visited the Counselling Centre for Victims
of Domestic Violence in Zagreb from January
1, 2013 to June 20, 2017, 48.9% were aged
between 18 and 39, 44.7% were aged between
40 and 59, and 6.3% were over 60 years of age.
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starijih sudionika definirana je u skladu s UN-
ovom definicijom starih osoba (osobe u dobi od

60 i vide godina).

Rezultati: Starije Zzrtve su znaajno e§ce ima-
le primarno obrazovanje u odnosu na mlade
zrtve (p<.001). Udovci/e su znalajno cedce
bile starije osobe u odnosu na mlade osobe
(p<.001). Mlade zrtve su bile ¢e§ce zaposlene
(p<.001), a starije zrtve su ¢e§ce bile umirov-
ljenici (p<.001). Djeca i drugi ¢lanovi obite-
lji su znacajno cesce bili pocinitelji nasilja u
obitelji prema starijim osobama u usporedbi
s mladim osobama (p<.001). ViSegodisnje
nasilje je ¢e$ce prema starijim nego mladim
osobama (p<.001). Psihi¢ko i financijsko zlo-
stavljanje je ucestalije kod starijih u odnosu
na mlade osobe (p=.04). Mlade osobe ¢escée
prijavljuju nasilje u obitelji centrima za soci-
jalnu skrb (p<.001) i prekriajnim sudovima
(p=.012) nego starije osobe. Obje dobne sku-
pine su podjednako koristile sve oblike savje-

tovanja.

Zakljucak: Psiholosko i financijsko nasilje je
najce$¢i oblik zlostavljanja starijih Zrtava. Sta-
rije osobe su osobito ranjiva skupina jer rijetko
prijavljuju nasilje u obitelji zbog ¢este ovisno-
sti o zlostavlja¢u/ima (pretezno djeca i ¢lanovi
obitelji).

LITERATURA/REFERENCES

The age of older participants was defined in line
with the UN definition of older people (persons
aged 60 years and older).

Results: Elder victims more often had primary
education in comparison with younger victims
(p<.001). Widows and widowers were significan-
tly more likely to be elder adults than younger
adults (p<.001). Younger victims were more of-
ten employed (p<.001) and older victims were
more often retired (p<.001). Children and other
family members were significantly more likely
to be perpetrators of DV against elder persons
when compared to young persons (p<.001).
Long-term abuse was significantly more com-
mon among elder persons than young persons
(p<.001). Psychological and financial abuse was
more frequent in the elderly than in younger per-
sons (p=.04). Younger adults reported DV to so-
cial welfare centres (p<.001) and misdemeanour
courts (p=.012) more often than the elderly. Both

age groups used all forms of counselling equally.

Conclusion: Psychological abuse and financial
exploitation were the most prevalent form of
maltreatment among elder victims. Elder per-
sons are a particularly vulnerable group becau-
se they rarely report DV due to frequent de-
pendence on the abuser/s (mainly children and

family members).

1. Knight L, Hester M. Domestic violence and mental health in older adults. Int Rev Psychiatry 2016; 28(5): 464-74.
2. Ayalon L, Lev S, Green O, Nevo U. A systematic review and meta-analysis of interventions designed to prevent or stop

elder maltreatment. Age Aging 2016; 45(2): 216-27.

3. YanY, Mikton RC, Gassoumis DZ, Wilber HK. Elder abuse prevalence in community setting: a systematic review and me-

ta-analysis. Lancet Glob Health 2017; 5(2): e147-56.

Z. Kovacic Petrovi¢, T. Peraica, D. Kozari¢-Kovacic: Analiza starijih zrtava obiteljskog nasilja u Savjetovalistu za Zrtve nasilja.
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Depresija kod starijih ljudi s obzirom na
globalno starenje populacije postaje ozbi-
ljan javnozdravstveni problem. Trenutno se
procjenjuje kako 8 — 16 % osoba starijih od
65 godina ima klini¢ki znac¢ajne depresivne
simptome $to doprinosi poveéanom pobolu i
preranoj smrti takvih osoba (1). Kod starijih
ljudi oboljelih od depresije ¢esto su prisutna
i kognitivna ostecenja, od blagih kognitivnih
ostecenja (MCI) pa sve do demencije. Opceni-
to, pacijenti s depresijom pokazuju znadajno
povecani rizik od demencije od opce popula-
cije. Takoder, smatra se kako je depresivna
simptomatologija kod podgrupe starijih ljudi
u stvari prodrom demencije (2). Iz navede-
nog bi se moglo zakljuciti kako je depresija
u starijih osoba povezana s pove¢anom poja-
vom kognitivnih o$tecenja, a pad kognitivnih
funkcija tijekom vremena prediktor za razvoj

demencije.

POSTER/ POSTER

Given the global ageing of the population, de-
pression in the elderly is becoming a serious
public health problem. It is currently estimated
that 8-16% of people over 65 years of age have
clinically significant depressive symptoms, whi-
ch contributes to increased sickness and pre-
mature death of such individuals (1). In elderly
people suffering from depression, cognitive im-
pairments are often present, from mild cogniti-
ve impairments (MCI) to dementia. In general,
patients with depression show a significantly
increased risk of dementia than the general po-
pulation (1). It is also believed that in a subgro-
up of older people depressive symptomatology
is actually a penetrating symptom of dementia
(2). Therefore, it can be concluded that depre-
ssion in the elderly is associated with an incre-
ased occurrence of cognitive impairment, and
a decline in cognitive function over time is a

predictor for the development of dementia.
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Pravovremena dijagnoza je klju¢na, kao i ka-
snije lijecenje depresije u starijih ljudi, koje se
sastoji od primjene antidepresiva (AD), elektro-
konvulzivne terapije (EKT), a u zadnje vrijeme
sve ¢e§ce i primjene repetitivne transkranijske
magnetne stimulacije ¢TMS). rTMS je nein-
vazivna tehnika kojom se modulira neuralna
aktivnost pomocu pulsnog magnetskog polja.
Smanjenje simptoma depresije se najéesce po-
stize *TMS-om u podrudju dorzolateralnog pre-
frontalnog korteksa (dIPFC). IstraZivanja poka-
zuju veliku ulogu rTMS-a u lije¢enju terapijski

rezistentnih depresija (3).

Prema nekim smjernicama rTMS je odobren
kao druga linija za lije¢enje depresija. Cesto se
koristi i kao komplementarna metoda lije¢enja
uz EKT zbog malog broja ozbiljnih nuspojava.
Prema literaturnim podatcima EKT je u¢inko-
vitiji u lije¢enju depresije kod starijih osoba
nego rTMS 8to se tice kratkoro¢nog ucinka, ali
jo$ nema dovoljno podataka pomocu kojih bi
se napravila usporedba dugoroénih rezultata.
Takoder, EKT je superiorniji rTMS-u u sluca-
ju psihoti¢nih simptoma tijekom depresivnih
epizoda. U slu¢ajevima kada nema psihoti¢nih
elemenata rTMS se smatra jednako u¢inkovit
kao EKT (1,3). Cimbenici u¢inkovitosti rTMS-a
kod starijih su dob bolesnika, stupanj mozda-
ne atrofije, broj isporuéenih impulsa, klinicki
profil bolesnika u koji spadaju medicinski ko-
morbiditeti, prisutnost psihoti¢nih elemenata,
simptomi melankolije te stupanj kognitivnog

ostecenja (1).

Potrebna su daljnja istrazivanja uéinkovitosti
rTMS-a kod starijih ljudi zbog ¢este prakse is-

klju¢enja ove dobne skupine iz istrazivanja.

LITERATURA/REFERENCES

Timely diagnosis is crucial, as well as later tre-
atment of depression in elderly people consi-
sting of the administration of antidepressants
(AD), electroconvulsive therapy (ECT), and re-
cently more frequent administration of repeti-
tive transcranial magnetic stimulation (rTMS).
RTMS is a non-invasive technique that modula-
tes neural activity using a pulse magnetic field.
The reduction of symptoms in depression is
usually achieved by ¥rTMS in the area of dorso-
lateral prefrontal cortex (dIPFC). Studies show
a large role of rTMS in the treatment of thera-

peutically resistant depression (3).

According to some guidelines, rTMS is appro-
ved as a second line to treat depression. It is
also often used as a complementary method
of treatment with ECT due to a small number
of serious side effects. According to existing li-
terature, ECT is more effective in treating de-
pression in older people than rTMS as regards
short-term effects, but there is still insuffi-
cient data to compare long-term results. Also,
ECT is superior to rTMS in case of psychotic
symptoms during depressive episodes. In cases
where there are no psychotic elements, rTMS
is considered as effective as ECT (1,3). The effi-
cacy factors of rTMS in the elderly are the age
of the patient, the degree of cerebral atrophy,
the number of impulses delivered, the clinical
profile of patients with medical comorbidities,
the presence of psychotic elements, the symp-
toms of melancholia, and the degree of cogni-

tive impairment (1).

Further studies on the effectiveness of rTMS in
older people are needed due to the frequent pra-

ctice of excluding this age group from research.

1. Sabesan P, Lankappa S, Khalifa N, Krishnan V, Gandhi R, Palaniyappan L. Transcranial magnetic stimulation for geriatric
depression: Promises and pitfalls. World J Psychiatry 2015; 5(2): 170-81.

2. Byers AL, Yaffe K. Depression and risk of developing dementia. Nat Rev Neurol 2011 ;7(6): 323-31.

3. Leblhuber F, Steiner K, Fuchs D. Treatment of patients with geriatric depression with repetitive transcranial magnetic

stimulation. J Neural Transm 2019; 126(8): 1105-10.
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Demencija je sindrom, odnosno skup simpto-
ma, koji se manifestiraju postupno ili naglo.
Karakteriziraju ju propadanje sposobnosti
pamcdenja, ucenja i rasudivanja te promjene
u ponasanju. Zbog specifi¢nosti tijeka bolesti
osoba s demencijom sve teze samostalno obav-
lja svakodnevne aktivnosti te postaje ovisna
o tudoj pomodi. Potrebe osoba oboljelih od
demencije raznolike su te tako zahtijevaju ra-
zumijevanje, strpljenje i empatiju zdravstve-
nih djelatnika s kojima se susre¢u u bolnici.
Medicinsko osoblje s kojima se oboljela osoba
susrece kod dolaska u bolnicu treba poznavati
cijelu prirodu bolesti, kako bi moglo odgova-
rajuce pristupiti bolesniku. Komunikaciju s
bolesnikom oboljelim od demencije treba pri-
lagoditi prema stadiju bolesti. Osobe oboljele

od demencije imaju potegkoéa i u osobnom

POSTERI/ POSTERS

Dementia is a syndrome or a set of symptoms
that manifest either gradually or suddenly. It is
characterized by a decline in ability to remem-
ber, learn, and reason, and changes in behavio-
ur. Due to the specificity of the course of the
disease, for the demented person it becomes
increasingly difficult to perform daily activi-
ties independently and the person becomes
dependent on someone else. The needs of peo-
ple with dementia are diverse and thus require
the understanding, patience, and empathy of
the healthcare professionals they meet at the
hospital. The medical staff encountered by the
sick person upon arrival at the hospital sho-
uld know the full nature of the disease so that
they can approach the patient appropriately.
Communication with a patient with dementia

should be tailored to the disease stage. People
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izrazavanju, ali i u razumijevanju onoga $to
im se govori. U radu s osobama oboljelima od
demencije vazan je holisti¢ki pristup u svim
aspektima sestrinske skrbi. Takve su osobe
vrlo Cesto u strahu koji mogu iskazivati nes-
pecifitnim reakcijama ili emocijama koje se
mogu manifestirati nemirom, bezvoljnoscu,
odbacivanjem i nesuradnjom. Osoblje koje
dolazi u kontakt s osobama oboljelima od de-
mencije treba razviti ugodno ozradje koje ce
rezultirati smanjenom napeto§éu osobe koja
se lijeci te samim time olaks$ati komunikaciju i
stedi povjerenje oboljele osobe. Rad s osobama
oboljelima od demencije podrazumijeva stalno
nadogradivanje vlastitog znanja kako bi mogli
$to bolje skrbiti o osobama oboljelima od de-
mencije te pruziti adekvatnu skrb bez obzira
u kojoj se fazi bolesti osoba trenutno nalazi.
Sestrinske intervencije zahtijevaju individua-
lizirani plan skrbi koji e rezultirati zadovolj-
stvom bolesnika, ¢lanova obitelji i osoblja na

radilistu.

with dementia have difficulties both in expre-
ssing themselves and in understanding what
is being said to them. When working with pe-
ople with dementia, it is important to have a
holistic approach in all aspects of nursing care.
Such people are very often afraid, which they
may express through nonspecific reactions or
emotions that may manifest as restlessness,
apathy, rejection, and lack of cooperation. The
personnel who come in contact with people
with dementia should develop a comfortable
atmosphere that will result in a reduced tensi-
on of the person being treated and thus facili-
tate communication and gain the confidence of
the patient. Working with people with demen-
tia involves healthcare professionals constan-
tly improving their knowledge so that they can
provide a better care for people with dementia
and adequate care regardless of the disease sta-
ge. Nursing interventions require an individua-
lized care plan that will satisfy patients, family

members, and on-site staff.

M. Fremec, N. Kip¢i¢: Izazovi u sestrinskoj praksi tijekom rada s osobama s demencijom.
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There should be a title, name and surname, address, town, state and
e-mail indicated for the corresponding author.
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Cilj je kratak opis §to se namjerava istrazivati, tj. $to je svrha istrazi-
vanja.

Metode se prikazuju tako da se ¢itatelju omoguéi ponavljanje opisanog
istrazivanja. Metode poznate iz literature ne opisuju se, ve¢ se navo-
de izvorni literaturni podatci. Ako se navode lijekovi, rabe se njihova
generi¢ka imena (u zagradi se moze navesti njihovo tvornicko ime).
Rasprava sadrzi tumacenje dobivenih rezultata i njihovu usporedbu
s rezultatima drugih istraZiva¢a i postoje¢im spoznajama na tom po-
dru¢ju.U raspravi treba objasniti vaznost dobivenih rezultata i njihova
ogranicenja, uklju¢ujudi i implikacije vezane uz buduca istrazivanja,
ali uz izbjegavanje izjava i zaklju¢aka koji nisu potpuno potvrdeni do-
bivenim rezultatima.

Zakljucci trebaju odgovarati postavljenom cilju istrazivanja i temeljiti
se na vlastitim rezultatima.

Tablice treba smjestiti unutar Word-dokumenta na kraju teksta, a
oznaciti mjesto njihovog pojavljivanja u tekstu. Ako se tablica daje u
formatu slike (tj. nije izradena u Wordu), za nju vrijede upute kao za
slike. Svaka tablica treba imati redni broj i naslov.

Slike treba priloziti kao posebni dokument u .tiff ili .jpg (jpeg) forma-
tu, minimalne rezolucije 300 dpi. Uz redni broj svaka slika treba imati
legendu. Reprodukciju slika i tablica iz drugih izvora treba popratiti
dopustenjem njihova autora i izdavaca.

Rad moze sadrzavati i zahvalu na kraju teksta.

U tekstu se literaturni podatak navodi arapskim brojem u zagradi.

Literatura

Casopis Socijalna psihijatrija usvojila je Vancouverski stil citiranja li-
terature, prema standardima ICMJE koji preporuluju citiranje djela
objavljena u cijelosti, odnosno ona koja su javno dostupna, to ujedno
znaci da treba izbjegavati navodenje saZetaka, usmenih priopéenjaisl.
Ponovno citiranje nekog rada treba ozna¢iti istim brojem pod kojim je
prvi put spomenut.

Prigodom doslovnog navodenja izvatka iz drugog teksta koriste se na-
vodnici. Ovaj nadin citiranja treba koristiti samo u slu¢ajevima kada
se informacija ne moze kvalitetno preformulirati ili saZeti (npr. kod
navodenja definicija).

Sekundarno citiranje odnosi se na slu¢aj kada autor koristi navod iz
djela kojemu nema pristup, ve¢ je do navoda dosao posredstvom dru-
gog rada u kojem je izvorni rad citiran. Ovaj na¢in citiranja treba izbje-
gavati gdje god je to moguce, odnosno uvijek treba pokusati pronaci
izvorno djelo. Ako to nije moguce, u popisu literature se navodi rad koji

je zaista koristen, a ne rad u kojem je informacija primarno objavljena.

1. Autori

Ako djelo ima $est autora, navode se svi autori. Ako djelo ima vie od
Sest autora, navodi ih se prvih Sest, a ostali se ozna¢avaju kraticom et
al. ilii sur. Prvo se navodi prezime, a potom inicijali imena. Vise inicijala

imena iste osobe pise se bez razmaka.

2. Naslov i podnaslov rada
Prepisuju se iz izvornika i medusobno odvajaju dvotockom. Samo prva
rije¢ naslova i vlastita imena (osobna, zemljopisna i dr.) pi$u se velikim

pocetnim slovom.

3. Naslov ¢asopisa

Naslovi ¢asopisa skracuju se sukladno sustavu koji koristi MEDLINE
(popis kratica dostupan je na adresi: http://www.ncbi.nlm.nih.gov/
nlmcatalog/journals). Naslov ¢asopisa se ne skracuje ako se on ne na-

lazi na prethodno navedenom popisu kratica.

4. Numeric¢ki podatci o ¢asopisu

Arapskim brojkama upisuju se podatci koje se moze pronaéi u samom
izvorniku ili u nekoj bibliografskoj bazi podataka i to sljede¢im redom:
godina, volumen ili svezak, sve§¢i¢ ili broj (engleski issue ili number

- no.), dio (engleski part), dodatak (engleski supplement ili suppl.),

and conclusion. The summary should be followed by 3 to 5 key words
for easy identification and classification of the content of the article.
Original scientific and professional papers should be arranged into
sections as follows: summary, introduction, aim, methods, results,
discussion and conclusion.

The Introduction section is a short and clear overview; it briefly men-
tion Authors involved with the research of the paper.

The Aim section briefly describes the goals and intentions of the re-
search, i.e. the point of the research.

The Methods section should be presented in such way as to allow the
reader to replicate them without further explanation. Methods known
from the literature need not be described but should simply be referred
to by their generic names (trade names should be given in parentheses).
The Discussion section includes the results and their comparison with
the results of other researchers and well known scientific knowledge in
that area. It should also explain the significance of the results and their
limitations, including implications regarding future studies, statements
and conclusions that are not verified by the results should be avoided.
The Conclusions section should correspond to the aim of the study and
be based on its results.

Tables should be placed at the end of the text in the Word document
and with an indication where they are to appear in the published ar-
ticle. If the table is submitted as an image (i.e. is not constructed in
Microsoft Word), the same instructions as for images apply.

Images should be submitted separately in .tiff or .jpg (jpeg) format,
with a minimum resolution of 300 dpi. Every image should have a
number and caption. Reproduction of images and tables from other
sources should be accompanied by a full reference and authorization
by their Authors and Publisher.

The manuscript may have an acknowledgement at the end of the text.

References should be written with Arabic numerals in parentheses.

References

Socijalna psihijatrija applies the Vancouver referencing style according to
the International Committee (I(CMJE) standards. ICMJE recommends
citation of the complete manuscripts, i.e. publicly accessible manu-
scripts, meaning that summaries, announces, etc. should be avoid.
Repeated citing of a manuscript should be marked by the same number
as when it is mentioned for the first time.

Quotation marks should be used when citing another text. This mode
of citation should only be used when the information cannot be prop-
erly reformulated or summarized (e.g. when referring to a definition).
Secondary citations refer to cases when Authors quote a passage from an
inaccessible work to using a different text than the one where the quote
originated. This kind of quotation should be avoided as much as possible
i.e. always try to find the original scientific manuscript. In cases when it
is not possible, the manuscript should cite the work that was used and

not the work in which the information was primarily published.

1. Authors

In case the manuscript has six or fewer Authors, all of them should be
listed. Should the manuscript have more than six Authors, the first six
should be listed and the rest of them marked with the abbreviation et al.
or i sur. First list the surname and then the initials of the first name(s).

Multiple initials for the same person should be written without spaces.

2. Title and subtitle

Titles and subtitles are copied from the original and separated by a colon.

Only the first word of the title and name are written in capital letters.

3. Journal title

Journal titles are shortened according to the MEDLINE system (a list
of abbreviations is available at: http://www.ncbi.nlm.nih.gov/nlmcata-
log/journals). The title of the journal is not shortened if fit is not found
in the abovementioned shortcut list.



stranice (engleski pages). Broj sves¢i¢a upisuje se u okruglu zagradu, a
obvezno ga je upisati ako paginacija (numeracija) svakog sves¢ica po-
¢inje od 1. Ako ne mozete prepoznati broj/sves¢ic ¢asopisa (primjerice,
kad su svesti¢i uvezani), taj se podatak moZe izostaviti. Stranice rada

se upisuju od prve do zadnje.

Primjer:

Kingdon DG, Aschroft K, Bhandari B, Gleeson S, Warikoo N, Symons
M et al. Schizophrenia and borderline personality disorder: similarities
and differences in the experience of auditory hallucinations, paranoia
and childhood trauma. J Nerv Ment Dis 2010; 10(6): 399-403.

5. lzdanje knjige
Navodi se rednim brojem i kraticom izd. Rednom broju sveska knjige

(ako je djelo u vise svezaka) prethodi oznaka sv.

6. Grad izdanja
Upisuje se prvi grad naveden u izvorniku, za sve ostale se dodaje itd.
(engleski etc.).

7. lzdavac

Prepisuje se iz izvornika.

8. Godina izdanja
Prepisuje se s naslovne stranice, a ako nije navedena godina izdanja,
biljezi se godina copyright-a © koja se ¢esto nalazi na poledini naslovne

stranice.

Primjer:
Kring AM, Johnson SL, Davison GC, Neale JM. Abnormal Psychology.
New York: Wiley, 2013.

9. Poglavlje u knjizi
Opisuje se prvo autorima i naslovom poglavlja, nakon ¢ega slijede
podatci o knjizi. Ispred navodenja urednika knjige stavlja se rije¢ u:

(engleski in:), a iza u okrugloj zagradi ur. (engleski ed.)

Primjer:

Millon T. Brief History of Psychopathology. In: Blaney PH, Millon T
(eds.) Oxford Textbook of Psychopathology. New York: Oxford Uni-
versity Press, 2009.

10. Stranica knjige

Navode se samo ako se citira dio knjige, uz oznaku str. (engleski pages).

Primjer:
Mimica N. Delirij. U: Begi¢ D, Juki¢ V, Medved V. (ur.). Psihijatrija. Za-
greb: Medicinska naklada, 2015, str. 84-86.

11. URL/Web adresa

Obavezno se navodi za mreZzne izvore.

12. Datum koristenja/pristupa

Obavezno se navodi za mrezne izvore.

13. DOI

Ako postoji, obavezno se navodi za mreZne izvore.

Primjer:

Cook A, Spinazzola J, Ford J, Lanktree C, Blaustein M, Cloitre M,
DeRosa R, Hubbard R, Kagen R, Liautaud J, Mallah K, Olafson E,van
der Kolk B. Complex trauma in children and adolescents. Psych Ann
2005; 35(5): 390-398. Preuzeto 14. listopada 2017. shttps://doi.
0rg/10.3928/00485713-20050501-05.

4. Numerical journal data
The data that can be found in the original or in any of the bibliographic

database should be written in Arabic numerals, in the following order:
year, volume, issue, part, supplement, pages. Issue number is entered
in parentheses and it is required to enter it starting from 1. In case
the issue of the Journal cannot be recognized (e.g. when the issues
are bonded), that data may be omitted. The page numbers are written

from first to last.

E.g

Kingdon DG, Aschroft K, Bhandari B, Gleeson S,Warikoo N, Symons
Metal. Schizophrenia and borderline personality disorder: similarities
and differences in the experience of auditory hallucinations, paranoia
and childhood trauma. J Nerv Ment Dis 2010; 10(6): 399-403.

5. Book issue

Book issue is indicated by the ordinary number and the abbreviation
“Ed”. In case the book has more than one volume, use the abbreviation
“Vol”.

6. City of issue
Insert only the first city from the original work. For every additional

city, use the abbreviation etc.

7. Publisher
Copy from the original.

8. Year of issue
Copy it from the main page. In case the year is not indicated, the cop-
yright year should be written (it can be found at the end of the book).

E.g
Kring AM, Johnson SL, Davison GC, Neale JM. Abnormal Psychology.
New York: Wiley, 2013.

9. Book chapter

Book chapter should list the authors and title followed by book data.
Use the abbreviation “In” before the Editor’s name:

E.g

Millon T. Brief History of Psychopathology. In: Blaney PH, Millon T
(eds.) Oxford Textbook of Psychopathology. New York: Oxford Uni-
versity Press, 2009.

10. Book page
Book pages are marked with “pages” only if a part of the book is being
quoted:

E.g.

Mimica N. Delirij. U: Begi¢ D, Juki¢ V, Medved V. (ur.). Psihijatrija. Za-
greb: Medicinska naklada, 2015, pages: 84-86.

11. Web address

Required for online resources.

12. Date of use

Required for online resources.

13. DOI

If available, it is mandatory to cite online resources.

E.g

Cook A, Spinazzola J, Ford J, Lanktree C, Blaustein M, Cloitre
M, et al. Complex trauma in children and adolescents. Psych Ann
2005; 35(5): 390-398. Accesed 14. October 2017. https://doi.
org/10.3928/00485713-20050501-05.



