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In memoriam
akagemuKy OparaHy Muuuhy

Axanemuka Jlparana Munuha cam no3HaBao myHHux detrpaeceT ronusa. Kana
caMm ce npBH IyT nojaBuo Ha Exnnokpunonoruju, taga va Matepnoj A, parax je
Beh yBelHMKo McTpakuBao (PeHOMEH WHCYIMHCKE pe3ucTeHluje. bruo je jenan ox
MPBUX KOJI HAC KOJH j€ Y MMPaKcu KOpucTro Biostator — mpBH ,,BEIITaUYKH MaHKpeac*,
LITO je y TO BpeMe MpeJicTaBbalo BpXyHal] HayyHe TexHonoruje. Beh tana je 6uo
mel)y Bogehum excriepruma He caMo y 3eMJbH, Hero 1 y EBpory, ca jacCHUM HayYHUM
BH3HWjaMa U peTkoM noceehenornhy ucrpaxupamy.

Toxom HapenHuX JneleHHja, Jparan je HacTaBHO Ja Tpajy CBOj HMIPECHBAH
Hay4YHH U JBYJICKH ITyT. YCcaBpIaBao ce Ha BogehuM kinHuKama cBeta — on JIoH0Ha
u bocrona 1o Konenxarena u Ocia — yBek Bpahajyhu cBoje 3Hame CB0jOj 3eMJbU U
cBojuM nanujeaTuma. [loceOHO je 6o MUOHUP y 00JIACTH TOja3HOCTH, MHOTO TP
HETO IITO j& Ta TeMa N0CTalla IEHTPalIHA y CaBpeMeHO0j MeauiiuHu. CBOjJUM pajioM je
JOIIPUHEO HE caMO pa3yMeBamby METa0OIMUKUX MeXaHu3ama, Beh u npemnosHaBamy
JbyACKE TUMEH3H]je TOT Ipobiema — 6opOe, maTme U NoTpede 3a MOAPIIKOM.

Kao akanemuk, 6uo je cexperap 3a Ojiesbehe MEIUIIMHCKUX HAayKa, YOBEK KOjU
je OBe3MBa0 UCTPaXKHUBaUe, Jiekape U HHCTUTYIIM]E, YBEK ca INIEMEHUTOM HAMEPOM
Jla HayKa CIIy’KH YOBEKY.

Axkanemuk Munuh je cBojuM 3HameM M HCKpeHoM nocBeheHomhy ocTaBuo
AyOOK Tpar v BaH yHUBEP3UTETCKUX KaTeapu. Kao ypeaHuk MequunHCKOT ITacHUKa,
012001. 10 2003. rojuHe, YHEO je HOBY SHEPIH]jY U MOIUTra0 HaAyYHU HUBO YacoIuca.
VY Cnenujannoj O0THHUIIM je TOAMHaMa 1SN0 CBOje 3HAKE Kao KOHCYITaHT, IpeJaBayd
1 OpraHm3arop OpOjHHUX CTPYYHHMX CKYNOBA, YBEK CTPIUBHMB M MOJACTHUIIAjaH MpemMa
minahuma. Kao npencennuk YnpaBHor 0o100pa, CBOjJUM MUPHUM, & OJTYYHUM CTHUIIOM
PYKOBOAMO je pa3BojeM YCTAaHOBE U OCTaBHO TPajaH Tpar y lbeHOM HaIPETKY.

JlparaHt je 00 4OBEeK peTKe KOMOMHAIIH]e HHTEJICKTa, UCTPAjHOCTHU U TOTUTHHE.
HberoBa npupoaHa BeAprHA U CMHPEHOCT YJIUBAJIe CYy CHUTYPHOCT M KoJierama u
nanujeHTuMa. Ypkoc OpojHUM Ay>)KHOCTHUMA, YBEK j€ Hala3uo BpEMEHa 3a PasroBop,
CaBeT WJIM ped oxpadpema.
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Hberos oxias3ak je BeNMKH TyOUTaK 3a CPIICKY M €BPOTICKY CHIOKPHHOJIOTH]Y,
aJIM M3HaJI CBETa 3a CBE HAC KOjU CMO MMaJIM IPUBUJICTH]Y Aa T'a TI03HAjeMO, yYUMO
O]l Bhera U JICIIMMO 33jCIHNYKU SHTY3HUja3aM 3a HayKy M 4OBEKa.

Cehame Ha akagemuka J[parana Munuha ocrahe 1y0oko ype3aHo — He camo y
HAy4HO]j 3a0CTaBIITHHU KOjy je OCTaBHO, Beh y cpirMa OHUX KOju Cy T'a TTO3HABAJH
Kao yuuTeJba, CapaHUKa U MPHjaTeba.

Ipogh. Munow Kaprosuh



MpemuHyo akagemuk AparadH Muuyuh

Cpricka akaznemuja Hayka u ymetHocTH (CAHY) ca Benukom xanoiihy o0aBe-
IITaBa jaBHOCT Jia je 5. HoBeMOpa 2025. roqune, y beorpay, y 76. roauHu MPeMHUHYO
akagemuk JIparan Munuh (beorpan, 13. janyap 1950), jenan ox HalMx HajUCTaKHY-
THJUX CTPy4mbaka y 001acTH €HJIOKPHUHOIOTH]e .

Jurutomupao je Ha MemunuackoM dakynrety y beorpany, 1974. roausne, ca
cpeamom otieHoM 9.68. Ha ucrom dakynrery je maructpupao (1977) u onbpanuo
nokropeky aucepranujy (1981). T'omqune 1976. 3anocnuo ce Ha MHTEpHO] KIMHU-
uu A y beorpany. Crnenujanusanujy M3 MHTEpHE MeaulMHe 3aBpiuo je 1981, a
CyIICIIeIMjalIn3alijy U3 eHaoKpuHosoruje 1983, roqune.

CrpydHO ce ycaBplIaBao Ha KIMHHKaMa y YiaMmy (YHUBEpP3UTETCKa KIMHUKA,
1981), y Jlounony (St. Bartholomew’s Hospital, 1986; Middlesex Hospital, 1987.
u 1988), y boctony (Joslin Diabetes Center, 1988; Peter Bent Brigham Hospital na
Yuusep3utery Xappapj, 1988), y Konenxareny (Steno Memorial Hospital, 1998)
n 'y Ocny (Yausep3urercka Oonnuia Akep, 2010). 3aBpiino je MoCaeIUIIOMCKH
Kypc u3 eHokpunosoruje y opranuzanuju EFES (European Federation of Endocrine
Societies) y Llnanuju (1994).

' Tlpeysero ca 3Banu4Hor cajra CAHY.
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Ha Menununckom dakynarety y beorpany mpoinao je cBa YHUBEP3UTETCKA
3Bamba, a 3a peloBHOT npodecopa u3adpas je 1996. ronune. Ha maTtrunoM dakynrety
00aBJba0 je JY’)KHOCT TPOJICKaHa 3a PEIOBHY HACTABY U CICIU]jAJIMCTHYKY HACTABY,
kao u meda Karenpe 3a mocieaniioMcKy HacTaBy U3 €HIOKPUHOIIOTH]E.

buo je nupexrop Knunuke 3a eHI0OKpUHONOTH]jY, Irjaderec u Oonect MeTabo-
m3ma y Kiimamukom nentpy Cpouje. O6aBibao je pyHkuujy HauenHuka Ofesberma 3a
rojasHoct, merabonnuke u pernponykruae nopemehaje KLIC u nauennuka LlenTtpa
3arojasnoct KI[C. Takohe, 6uo je uian Hayunor caBera Kimunuukor niearpa Cpouje,
noMohHuK aupekTopa Kiuanukor nenrpa CpOuje 3a MHTEpHY MEHUIIUHY, IPEICETHUK
YpasHor 0j100pa y IHCTUTYTY 3a IITUTACTY JKJIE3/1y U MeTa00IM3aM Ha 311aTnoopy u
npeceIHUK YipaBHor ooopa y MHcTuTyTy 32 peymaroiorujy y beorpany. O6aBibao
je IyX)KHOCT mpenceannka 3apaBcTBeHor caBeta CpOuje u Cprickor ynpyxema 3a
00pOy MPOTHB rOja3HOCTH.

3a nonucHor wiana Cpricke akaJeMuje Hayka 1 yMETHOCTH u3abpas je 2003, a
3a penoBHor wiana 2009. roqune. [lyxHoCT cexpetapa Onesbema METUITTHCKUX Ha-
yka CAHY 00aBibao je o 23. neriemOpa 2015. ronune. Y okBupy Axkajiemuje Ouo je
npezaceanuk Onoopa 3a eHJI0KPUHOIOTH]Y U yTUIA] TPUPOAHUX (DaKTOpa, Kao U 4iaH
Onbopa 3a kapauoBackyiapHy narosiorujy, Omoopa 3a xymany penpoaykiujy, Onu-
Oopa 3a MyITHAMCIMIUIMHAPHA UCTPaXKUBama IiehepHe 00JecTH, AKaJIEMH]jCKOT Of-
0opa 3a OMOMEAMIINHCKA HCTPAXKUBAba U AKaJIeMHUjCKOT 0100pa 3a CPIICKO MHTAbE.

Buo je unoctpanu unan thyjopiike akagemuje Hayka (on 1988) u Axanemuje
Hayka u yMmjetHocTH PenyOnnke Cpricke (o 2014), kao u uian AkajieMuje MEUIUH-
ckux Hayka Cprickor sekapcekor apymrsa. [ogune 2004. u3abpaH je y 38ame SCOPE
(Specialist Certification of Obesity Professional Education) ox ctpane Melyynapomsor
yApykemwa 3a mpoydaBame rojazHoctu (International Association for the Study of
Obesity) y Jlongony. [dyxHoct nornpenacenanrnka EBporicke acorujaiuje 3a rojas-
HOcT 00aBJbao je 012011, 1o 2017. ronune. bro je npeaceannk Pemybnnuke cTpyyne
KOMHCH]E 3a eHIOKpHHOIOTHjy 1 wiaH CaBera YHuBep3uteta y beorpany.

Kao roctyjyhu npodecop npeaasao je Ha MeauiuackoM GakynTeTy YHHUBEP3H-
tera y Kiyxy (ox 2007) u Ha MeaununckoMm ¢akynrery Cerrahpasa YauBep3urera
y UctanOyny (o1 2014). beros HayyHu paji UMao je 3Ha4ajaH ojjek y Mmeh)yHapoaHoj
Hay4YHOj JABHOCTH.

[Tosbe HberoBor HayYHOT pajia 00yXBaTao je: MHCYIMH-HEe3aBUCHH U MHCYITHH-32-
BUCHH Jlja0eTec, MHCYJIMHCKY PE3UCTEHIIN]Y, TOja3HOCT, 000JbeHa KOpe Ha10yOpek-
HHX JKJIe3/1a, 000JbeHha MITUTACTE XKJe3ne u 000bea xunoduse. therosa Gorara
oubmorpaduja caapxku npexo 220 HaydHUX pagoBa 00jaB/beHUX y Mel)yHapoIHUM
gyacomucuMa U MoHorpadujama, mpeko 150 cTpyuHHX M HaydHHX pajoBa o0jaBibe-
HuX y nomahum vaconucuma, 100 mormassba y nomahum MoHorpadujama u oko 50
MoTJIaBJba y HAyYHUM 300pHUIIMMA. PajoBu akaemuka Muruha nutupanu cy Buiie
o 7.000 myTa. PykoBonuo je mim OMO WwiaH TUMa y BUILE HAYYHOHUCTPAKMBAUYKUX
npojekara. bro je aBHM ypeJHUK U WiIaH pelakiMjCKUX 0100pa BUILIE HAYYHHX Y4aco-
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nuca, mehy kojuma cy: Acta Clinica, Meouyuncka ucmpasicusarna, Acta Physiologica
et Pharmacologica, Obesity and Metabolism v nip.

buo je unan Hajymieanujux nomahux u MehyHapoqHUX CTPYUYHHX YAPYKEHba,
Meljy kojuma cy: CpIicKo JieKkapcko ApyiITBo, EBporicka acomujaiyja 3a mpoydaBame
mujadereca (EASD), UnTepnanuonanna nqujadercka deneparuja (IDF), Amepruka
acouujauja 3a aujaderec (ADA), EBporicka HEypOSHIOKPHUHOJIOIIKA acolldjalija
(ENEA), EBporicko ynpyxeme 3a npoydaBame rojasnocta (EASO), MuaTepHanmo-
HaJHO YIpYXeme 3a npoydaBawme rojasHoctd (IASO). Crekao je yries jemHor oj
BoJichnx ekcriepara cpricke, ajau U Mel)yHapoiHe eHIOKPUHOJIOTH]E.

JobutHuk je [opuinme Harpaje 3a Hay4dHU pajl U3 MOJIpy4Yja JaujadeTonoruje
,Byk Bpxosar™ (3arpe0, 1981) u l'oguiime Harpazie 3a HaydHOMCTPa)KUBAUKH Paj
Cprckor nekapcekor apyintsa (beorpan, 1999). PymyHcko yapyskeme 3a qujaderec,
UCXpaHy U MeTaboJInYKe 00JICCTH JOACIIIIO MY je moyacHy TuTyay Diabetes Honoris
Causa (2015).

CBOjUM CTPYYHUM, MENATOIIKUM U HAYYHUM PaJIOM JIa0 je u3y3eTaH JOMPUHOC
y pa3Bojy MEAMIMHCKUX HAyKa, HAPOUMUTO Yy 00JIACTH SHIOKPUHOJIOTH]E.

HberoB omiazak Benuku je ryoutak 3a CpricKy akajeMHjy HayKa U yMETHOCTH
Y CBEYKYITHO CPIICKO JAPYILITBO.






Snezana Knezevi¢!, Andelka Dugali¢?, Slavica Dordevic3,
Marijana Jandri¢-Kocic¢4, Dalibor Staji¢®

FAKTORI KOJI UTICU NA IZBOR LEKARA
OPSTE MEDICINE MEDU RADNO AKTIVNOM
POPULACIJOM U SRBIJI

Sazetak: Ova studija istrazuje kako apsentizam, socio-demografski i
profesionalni faktori uticu na izbor lekara opste medicine u Srbiji. Cilj
studije je identifikacija faktora koji uticu na izbor lekara opste medicine
medu zaposlenima u Srbiji, uzimajuéi u obzir slucajeve apsentizma. U
istrazivanju su analizirani podaci iz Nacionalnog istrazivanja zdravlja
Srbije 2019. godine, ukljucujuéi 4.652 ispitanika uzrasta od 18 do 65
godina, koristec¢i deskriptivnu statistiku i binarnu logisticku regresiju.
Ukupno 92,4% ispitanika, najvise zaposlenih u javnom sektoru (85,2%),
izabralo je lekara opSte medicine, sa ve¢om prevalencijom kod epizoda
dugotrajnog apsentizma (92,8%). Na izbor lekara opste medicine uticu
socio-demografski i zdravstveni faktori. Zaposlenost kod poslodavca
dovodi do ¢eséeg biranja lekara opSte medicine (OR = 2,277). Fizicki
radnici (OR =0,757) i zaposleni srednjeg i siromasnog materijalnog sta-
tusa rede biraju lekara opste medicine medu ispitanicima bez apsentizma
(srednji OR = 0,709, siromasni OR = 0,701). Zaposleni u Vojvodini sa
apsentizmom su znacajno manje skloni izboru lekara opste medicine u
poredenju sa Beogradom (OR = 0,111). Poslednja poseta lekaru opste
medicine je znacajan prediktor kod obe grupe. Socio-demografski, faktori
poslaizdravstvenog stanja znacajno uti¢u na izbor lekara opste medicine
medu zaposlenima u Srbiji, Sto ukazuje na znacaj pristupacne primarne
zdravstvene zastite tokom perioda apsentizma.

Kljuéne reci: Lekari opSte medicine, apsentizam, zdravstvene nejedna-
kosti, pristup primarnoj zdravstvenoj zastiti, Srbija

' Snezana Knezevi¢, Akademija strukovnih studija Politehnika, Katedra za medicinske nauke,
Beograd, Srbija, e-mail: lestaS9@yahoo.com
2

Dom zdravlja Kraljevo, Kraljevo, Srbija
3 Akademija strukovnih studija Beograd, Visoka zdravstvena $kola, Beograd, Srbija
4 Dom zdravlja Krupa na Uni, Banja Luka, Republika Srpska, Bosna i Hercegovina

5 Univerzitet u Kragujevcu, Fakultet medicinskih nauka, Kragujevac, Srbija



14 MEDICINSKI GLASNIK / str. 13-25

Uvod

Deklaracija iz Astane iz 2018. godine isti¢e primarnu zdravstvenu zastitu
(PZZ) kao osnov za univerzalnu zdravstvenu pokrivenost (1, 2). U Srbiji, pod
nadzorom Ministarstva zdravlja i Republickog fonda za zdravstveno osiguranje,
zdravstvena zaStita se finansira iz obaveznih doprinosa i obuhvata 98% stanov-
nistva (3, 4). Od 2005. godine gradani Srbije u PZZ mogu da biraju lekara opste
medicine, dok je kapitacija uvedena 2013. sa ciljem nagradivanja kvaliteta i
efikasnosti (3, 4). Tokom 2019. godine, 3.493 izabrana lekara opSte medicine
bilo je dostupno u 158 domova zdravlja. Izrazen je izbor lekara opSte medicine
u drzavnom zdravstvenom sektoru u odnosu na privatnu praksu (69,4% naspram
5,6%) (3, 5, 6). Privatna praksa, koja funkcioniSe nezavisno, zahteva direktno pla-
¢anje ili privatno osiguranje, uz ogranicen pristup uslugama pacijentima. Gradani
dobijaju zdravstveno osiguranje po osnovu zaposlenja, a medicina rada u PZZ
obezbeduje obavezne prethodne i periodi¢ne preglede zaposlenih (4).

Apsentizam, kao klju¢ni zdravstveni pokazatelj radno aktivnog stanovnistva,
predstavlja predmet interesovanja razlicitih stru¢njaka, uklju¢ujucéi zdravstvene
radnike i ekonomiste (7). Pod uticajem demografskih, socio-ekonomskih faktora
i radnih uslova (8), apsentizam predstavlja sloZzeno pitanje sa posledicama po
dobrobit zaposlenih i ekonomske troskove (9—11). Apsentizam ima znacajne po-
sledice po pojedince, poslodavce i zdravstveni sistem (12). TroSkovi apsentizma
su znacajni i ukljucuju izgubljenu produktivnost i troSkove zdravstvene zastite.
Ucestalost i trajanje apsentizma se razlikuju, Sto dodatno usloznjava problema-
tiku, pri cemu postoje razli¢iti ¢inioci kod epizoda kratkotrajnog i dugotrajnog
apsentizma (13).

Istrazivanja ukazuju da na apsentizam uticu uslovi posla, demografski faktori,
zdravstveno stanje, ponasanje u vezi sa zdravljem i koriS¢enje zdravstvenih usluga
(13, 14). Lekari opsSte medicine imaju klju¢nu ulogu u upravljanju apsentizmom,
povratku na posao i proceni trajne nesposobnosti za rad, sa potvrdenom vezom
izmedu PZZ i dobrobiti radnika. U Srbiji su lekari opSte medicine nadlezni za
izdavanje doznaka do 30 dana (kratkotrajni apsentizam), nakon ¢ega upucuju
pacijenta Prvostepenoj lekarskoj komisiji Republickog fonda za zdravstveno
osiguranje (3, 4).

Drzave, ukljucujuéi i Srbiju, teze univerzalnoj zdravstvenoj pokrivenosti
(15, 16). Izbor lekara opsSte medicine utice na zadovoljstvo pacijenata, ucesta-
lost poseta 1 kvalitet zdravstvene zastite, ¢ime se povecava efikasnost usluga i
konkurentnost lekara (16, 17). Da bi se ostvarili ovi ciljevi potrebno je uzeti u
obzir prevalenciju bolesti i stavove javnosti, sa fokusom na pacijenta (18, 19).
Dostupnost, stru¢nost i pozitivna iskustva predstavljaju kljucne faktore prilikom
izbora lekara opSte medicine (15, 16). Kvalifikacija lekara, detaljnost pregleda



FAKTORI KOJI UTICU NA IZBOR LEKARA OPSTE MEDICINE MEDU RADNO AKTIVNOM... 15

i individualna iskustva pacijenata dodatno oblikuju preferencije u izboru lekara
opste medicine (17, 20).

Postoji nedostatak istrazivanja o faktorima koji uti¢u na izbor lekara opste medi-
cine kod zaposlenih, posebno tokom epizoda apsentizma u Srbiji. Cilj ove studije je da
istrazi kako sociodemografske karakteristike, faktori povezani sa poslom i zdravstveno
stanje uticu na izbor lekara opste medicine u kontekstu apsentizma.

Materijal i metode

U ovoj studiji analizirani su podaci iz Nacionalnog istrazivanja zdravlja Srbije
1z 2019. godine. Istrazivanje je sprovedeno od oktobra do decembra 2019. godine i
obuhvatilo je 13.178 osoba uzrasta od 15 i viSe godina, dok se nasa studija fokusi-
rala na radnu populaciju uzrasta od 18 do 65 godina, $to je rezultovalo uzorkom od
4.652 ispitanika. KoriS¢eni su upitnici Evropskog istrazivanja zdravlja (EHIS 3),
zasnovani na medunarodno prihvacenim i definisanim kriterijumima, prilagodeni
srpskom kontekstu. Primenjeni su upitnik za domacinstva, intervju licem u lice i
upitnik za samostalno popunjavanje.

Zavisna varijabla se odnosila na izbor lekara opste medicine, pri cemu su od-
govori kategorizovani kao ,,ne” (kodirano kao 0) i,,da” (kodirano kao 1). Dodatno,
ucesnicima je postavljeno pitanje da li njihov izabrani lekar opSte medicine radi u
javnom, privatnom sektoru ili u oba.

Vodeni Andersonovim bihejvioralnim modelom, studija je razmotrila predis-
ponirajuc¢e, omogucavajuce i faktore potreba. Predisponirajuéi faktori obuhvatili
su pol (muski ili Zenski), uzrast (godine), bracni status (udat/ozenjen, samac i ra-
zveden/udovac), nivo obrazovanja (visoka Skola i fakultet, srednja Skola, osnovna
skola i nize), status u zaposlenju (samostalno zaposlen, zaposlen kod poslodavca)
i zanimanje (sluzbenici, fizicki radnici). Omogucavajuéi faktori ukljucili su indeks
bogatstva (bogat, srednji i siromasan) i geografske regione. Faktori potreba obu-
hvatili su poslednju posetu lekaru opste medicine (pre > 12 meseci, < 12 meseci),
samoprocenjeno zdravlje (dobro, osrednje, lose), ogranic¢enost u aktivnostima (ne,
da) i prisustvo hroni¢nih bolesti (0, 1, >2).

Kategorijski podaci su prikazani kao ucestalost i procenat. Korelacije varijabli
testirane su hi-kvadrat testom (p < 0,05). Binarna logisticka regresija procenjiva-
la je prediktore, sa prikazom odnosa $ansi (OR) i 95% intervala poverenja (95%
CI). Sve analize su sprovedene u IBM SPSS Statistics, verzija 20.0 (IBM Corp.,
Armonk, NY).

Pre prikupljanja podataka, od ucesnika u studiji je dobijen informisani prista-
nak, dozvola za kori$¢enje sekundarnih podataka je dobijena od Instituta za javno
zdravlje Srbije ,,Dr Milan Jovanovi¢ Batut”, a baza podataka je prosledena Univer-
zitetu u Kragujevcu, Medicinskom fakultetu, za dalja istrazivanja.
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Rezultati
Studija je obuhvatila 4.652 ispitanika, od kojih je 55,9% muskaraca i 44,1% Zena,
sa stopom odgovora od 97,6%. Prosecan uzrast muskaraca bio je 42,55+ 11,5 godina,

a zena 42,84 + 10,7 godina. Ostale karakteristike ispitanika prikazane su u Tabeli 1.

Tabela 1. Karakteristike ispitanika

Varijabla N %
Muski 2599 55,9
Pol = -
Zenski 2053 441
18-25 315 6,8
26-35 1034 22,2
Starost 36-45 1354 29,1
46-55 1224 26,3
56-65 725 15,6
U braku 3189 70,5
Bracni status Samci 975 21,5
Razvedeni/udovci 368 8,0
Visoka/Fakultet 1352 29,1
Nivo obrazovanja Srednja Skola 2960 63,7
Osnovna $kola 338 7,3
Samozaposlen 630 13,9
Zaposlenost
Kod poslodavca 3901 86,1
Sluzbenici 2733 59,3
Zanimanje T .
Fizic¢ki radnici 1874 40,7
Bogati 2537 54,5
Materijalni status Srednja klasa 958 20,6
Siromasni 1157 249
Beograd 1234 26,5
Vojvodina 1133 24,4
Region . -
Centralna i zapadna Srbija 1458 31,3
Juzna i isto¢na Srbija 827 17,8
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Poslednja poseta > 12 meseci 1866 40,5
lekaru opste ]
medicine < 12 meseci 2738 59,5
Ne 3915 85,2
Apsentizam Kratkotrajni (< 30 dana) 554 12,1
Dugotrajni (> 30 dana) 125 2,7
Dobro 3650 84,5
Samoprocenjeno Osrednje 650 147
zdravlje ’
Lose 119 2,7
Ne 3265 70,2
Ogranicenost
Da 1384 29,8
0 3025 65,1
Hroni¢na bolest 1 943 20,3
>2 679 14,6

Continuity Correction®

Tabela 2 prikazuje duzinu apsentizma u odnosu na izbor lekara opste medicine.
Ukupno, 4.194 ispitanika, 91,1% muskaraca i 94,0% Zena je izabralo lekara opste
medicine. U drzavnom zdravstvenom sektoru, 85,2% je izabralo lekara opste medi-
cine, a 92,8% je imalo dugotrajni apsentizam. U privatnom sektoru, 2,1% je izabralo
lekara opste medicine, sa 0,8% ispitanika sa dugotrajnim apsentizmom. Oni koji su
izabrali lekara opste medicine u oba sektora (ukupno 5,1%) imali su 6,4% dugotrajni
apsentizam. UoCena je znacajna povezanost (p < 0,05) izmedu izbora lekara opste
medicine i apsentizma.

Tabela 2. Prevalencija apsentizma u odnosu na izabranog lekara opSte medicine

Ukupno Apsentizam
- .+ | Pearson Chi-
Izabrani lekar Be; Kratkotrajni | Dugotrajni Souare/df
N % | apsentizma | (<30 dana) | (>30 dana)| °9" p
N % N % N %
Ne 343 | 7,6 | 322 | 85 | 21 | 3.8 0 0,0
Drzavni sektor | 3819 | 85,2 | 3218 | 84,5 | 485 | 87,9 | 116| 92,8
— 30,423/6/0.000
Privatni sektor 93 2,1 83 2.2 9 1,6 1 0,8
Oba sektora 229 | 5,1 | 184 | 48 | 37 | 6,7 8 6,4
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Postoji statistiCki znacajna razlika (p < 0,05) izmedu izbora lekara opste medi-
cine i faktora kao S$to su pol, uzrast, bra¢ni status, obrazovanje, status u zaposlenju,
materijalni status, region, poslednja poseta lekaru opste medicine, prisustvo hroni¢nih
bolesti, samoprocenjeno zdravlje i dugotrajna ogranicenost u aktivnostima.

U univarijantnoj regresiji kod zaposlenih bez apsentizma Zene su cesce birale
lekara opste medicine u odnosu na muskarce (OR = 1,496). Grupa uzrasta 5665
godina je Cesce birala lekara opSte medicine u odnosu na grupu 18-25 godina (OR =
1,770). Samci su rede birali lekara opste medicine, a oni sa srednjoskolskim ili nizim
obrazovanjem su takode bili znac¢ajno manje skloni izboru lekara opste medicine.
Zaposlenost kod poslodavca (OR = 2,238) je dovela do ¢esceg biranja lekara opste
medicine, dok su fizi¢ki radnici rede birali lekara opste medicine (OR = 0,605).
Kategorije srednjeg i siromasnog materijalnog statusa su bile manje sklone izboru
lekara opste medicine u odnosu na bogatu klasu. Svi regioni, osim glavnog grada
(Beograd), pokazali su manju sklonost ka izboru lekara opste medicine. Poseta
lekaru opste medicine u poslednjoj godini znac¢ajno je povecala sklonost ka izboru
lekara opsSte medicine (OR =4,053). Osrednje samoprocenjeno zdravlje, dugotrajna
ograni¢enost i postojanje jedne hroni¢ne bolesti takode su doveli do ¢es¢eg biranja
lekara opste medicine. U univarijantnoj regresiji za ispitanike sa apsentizmom dva
faktora su se izdvojila. Ispitanici u Vojvodini su rede birali lekara opste medicine u
odnosu na Beograd (OR =0,193). Vreme od poslednje posete lekaru opste medicine
bilo je najznacajniji prediktor za izbor lekara opste medicine (OR =4,243) (Tabela 3).

Tabela 3. Izbor lekara opSte medicine u odnosu na socio-demografske i faktore posla
kod ispitanika bez i sa apsentizmom

Bez apsentizma Sa apsentizmom
Univarijantna Multivarijantna Univarijantna Multivarijantna
OR (95%CI) OR (95%CI) OR (95%CI) OR (95%CI)
Predisponirajuéi faktori
Muski 1 1 1 1
Pol Fenski 1,496 1,186 1,452 1,332
enskt (1,179-1,899) (0,901-1,559) (0,604-3,493) (0,456-3,891)
18-25 1 1 1 1
2%6-35 0,778 0,662 1,516 3,096
(0,491-1,234) (0,393-1,114) (0,296-7,761) (0,432-22,207)
3645 1,143 0,971 4,196 6,311
Starost (0,719-1,818) (0,559-1,688) (0,728-24,182) (0,743-62,434)
4655 1,210 0,972 2,341 2,822
(0,754-1,940) (0,542-1,742) (0,541-14,903) (0,323-24,655)
5665 1,770 1,265 5,304 5,251
(1,027-3,050)* (0,654-2,450) (0,711-39,587) (0,415-66,528)
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U braku 1 1 1 1
» Samei 0,668 0,852 0,549 1,411
Bratni status (0,516-0,864)* (0,610-1,190) (0,192-1,574) (0,371-5,362)
Razvedeni/ 0,724 0,732 0,628 0,654
udovei (0.481-1,091) (0.457-1,172) (0,175-2,259) (0,152-2,824)
Visoka/Fakultet 1 1 1 1
) Srednja $kola 0,641 0,884 1,321 1,635
Obrazovanje (0,485-0,847y (0,636-1,228) (0,512-3411) (0,538-4,970)
Osnovna $kola 0,474 0,869 1,257 2,154
(0,303-0,741y* (0,500-1,509) (0,255-6,206) | (0327-14,183)
Samozaposlen 1 1 1 1
Zaposlenost Poslodavac 2,238 2271 1,933 2,655
(1,718-2,915)** (1,695-3,060)** (0,55-6,777) (0,605-11,645)
Sluzbenik 1 1 1 1
Zanimanje Fizicki radnik 0,605 0,757 1,164 1,433
(0,482-0,761)** (0,581 -0,987)* (0,476-2,848) (0,488-4,212)
Omogucavaju¢i faktori
Bogati 1 1 1 1
o Srednia Klasa 0,583 0,709 1,457 1,645
Materijalni status Y (0,436-0,780)** (0,512-0,982)* (0,401-5,296) (0,399-6,775)
Siromasni 0,511 0,701 0,590 0,476
(0,392-0,665)* (0,512-0,960)* (0,224-1,553) (0,1563-1,481)
Beograd 1 1 1 1
Vojvodina 0,500 0,545 0,193 0,111
(0,335-0,747)y* (0,348-0,854)* (0,054-0,696% | (0,027-0,456)*
Region f;“ﬁr‘:; 0321 0,344 0,772 0,670
Srbga (0,223-0,464)** (0,229-0,515)** (0,171-3,494) (0,132-3,401)
Juzna i isto¢na 0,329 0,270 0,668 0,482
Stbija (0,222-0,480)** (0,172-0,425)* (0,110-4,069) (0,066-3,542)
Faktori potreba
Poslednja poseta | > 12 meseci 1 1 1 1
lekaru opte | _ 1 mesec 4053 3,990 4243 5061
medicine = (,133-5243)%% | (2,999-5307)* | (1,655-10,877)% | (1,649-15,533)
Veoma dobro/
dobro ! ! ! !
Samoprocenjeno Osrednic 4,053 1,049 1,764 1,150
zdravlje ! (3,133-5,243)* (0,643-1,713) (0,582-5,349) (0,302-4,373
Lose/veoma 1,029 0,517 2,198 0,744
loge (0,408-2,592) (0,182-1,467) (0,286-16,887) | (0,055-10,110)
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Bez apsentizma Sa apsentizmom
Univarijantna Multivarijantna Univarijantna Multivarijantna
OR (95%CI) OR (95%CTI) OR (95%CTI) OR (95%CI)
Ne 1 1 1 1
Ogranicenost D 1,650 1,234 3,349 3,502
(1,011-2,691) (0,679-2,242) (0,772-14,530) (0,550-22,309)
Ne 1 1 1 1
. e 1,467 1,367 1,884 1,671
Hronicne bolesti (1,069-2,014)* (0,974-1,918) (0,534-6,648) (0,421-6,635)
2ivite 1,231 1,061 1,136 0,950
(0,871-1,739) (0,733-1,536) (0,367-3,515) (0,260-3,470)

Statisticki znacajno (p < 0,05); OR — odnos $ansi; 95%CI — 95% interval poverenja;
*p<0,05; ** p<0,01

U multivarijantnom regresionom modelu pokazale su se razlike izmedu ispita-
nika sa i bez apsentizma u pogledu izbora lekara opste medicine. Zaposlenost kod
poslodavca je dovela do ¢eS¢eg biranja lekara opste medicine (OR = 2,277). Fizicki
radnici rede su birali lekara opste medicine u odnosu na sluzbenike, a osobe srednjeg
i siroma$nog materijalnog statusa su bile manje sklone izboru lekara opste medicine u
odnosu na bogate. Po regionima, zaposleni sa apsentizmom u Vojvodini bili su znacajno
manje skloni izboru lekara opste medicine u odnosu na Beograd. Vreme poslednje
posete lekaru opste medicine bilo je najznacajniji faktor koji uti¢e na izbor lekara opste
medicine za obe grupe ispitanika. Ispitanici bez apsentizma su bili znacajno skloniji
izboru lekara opste medicine (OR = 3,990), a zaposleni sa apsentizmom su pokazali
jos vecu sklonost ka izboru lekara opste medicine (OR = 5,061).

Diskusija

Nase istrazivanje, zasnovano na Andersonovom bihejvioralnom modelu, na-
glasava klju¢ne faktore koji uti¢u na izbor lekara opste medicine medu zaposlenima
u Srbiji. Znacajna 92,4% je izabralo lekara opSte medicine, $to je izmedu 96% u
Svedskoj (21) i 43,10% u Kini (2). Medu predisponirajué¢im faktorima, Zene i osobe
uzrasta 56—65 godina imale su vec¢u Sansu za izbor lekara opste medicine, $to je u
skladu sa nalazima iz Francuske (22), Kine i Velike Britanije (23, 24). Bracni status
1 obrazovanje takode su uticali na izbor lekara opste medicine, pri ¢emu su samei i
osobe sa nizim obrazovanjem imali manju Sansu izbora lekara opSte medicine. Vise
obrazovanje, mladi uzrast i ve¢i prihodi povezani su sa aktivnijim biranjem lekara
opste medicine, slicno nalazima Victoor i saradnika (25) i istrazivanjem u Kini (23),
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$to ukazuje da je viSe obrazovanje povezano sa ¢e$¢im koriS¢enjem usluga primarne
zdravstvene zastite. Status u zaposlenju, posebno zaposlenost kod poslodavca, po-
vecava Sansu za izbor lekara opsSte medicine, dok su fizicki radnici bili manje skloni
tome, Sto odgovara rezultatima studija sprovedenih u Finskoj (26, 27).

Socioekonomski status i region znac¢ajno uti¢u na izbor lekara opste medicine,
$to je u skladu sa Andersonovim modelom i postoje¢im studijama (3, 28). Nizi socio-
ekonomski status povezan je sa redim posetama lekaru opste medicine, dok stanovnici
Beograda ¢esce biraju lekara opste medicine. Osobe sa apsentizmom u Vojvodini imaju
manju $ansu za izbor lekara opste medicine. U juznoj i istocnoj Srbiji 11,8% nema
izabranog lekara opste medicine uprkos univerzalnoj zdravstvenoj zastiti, Sto ukazuje
na regionalne nejednakosti (6). Udaljenost ostaje kljucni faktor u izboru lekara opste
medicine, $to potvrduju i ranija istrazivanja (23).

Faktori potreba, prema Andersonovom modelu, kao $to su nedavna poseta lekaru
opste medicine, samoprocenjeno zdravlje kao osrednje i hroni¢na stanja uti¢u na izbor
lekara opsSte medicine. Osobe sa loSe samoprocenjenim zdravljem imaju vecu $ansu
za izbor lekara opste medicine, $to je u skladu sa studijama iz Francuske (22), Srbije
(29, 30), Kine i Irana (23, 31). Hroni¢na oboljenja znacajno povecavaju posete lekaru
opste medicine, posebno u privatnom sektoru u Srbiji.

Rezultati ukazuju na snaznu vezu izmedu izbora lekara opste medicine i dugo-
trajnog apsentizma u drzavnom zdravstvenom sektoru, gde 92,4% bira lekara opste
medicine. Suprotno odredenim promenama ka pruzaocima usluga u privatnom sektoru
koje se vidaju drugde (31), nasi podaci ne potvrduju ovaj trend u Srbiji (32). Osobe
koje biraju lekare opste medicine u oba sektora (5,1%) u 6,4% slucajeva imaju epizode
dugotrajnog apsentizma. Posto privatni sektor radi na osnovu plac¢anja po usluzi i ne
moze da izdaje doznake, isklju¢ivo lekar opste medicine iz drzavnog zdravstvenog
sektora je nadlezan za izdavanje bolovanja pacijentima sa apsentizmom (3). Medu
onima koji su izabrali lekara opste medicine u privatnom sektoru (2,1%) samo 0,8%
prijavljuje dugotrajni apsentizam. Ovaj kontekst znacajno oblikuje izbor lekara opste
medicine, uti¢e na dostupnost zdravstvene zastite i preferencije pacijenata. Ovakav
slozeni zdravstveni sistem zahteva bolje razumevanje uticaja na apsentizam i brigu
o pacijentima. Ovi rezultati mogu usmeriti kreatore politike i pruzaoce zdravstvenih
usluga u oblikovanju prilagodenih intervencija koje ¢e zadovoljiti preferencije zapo-
slenih ka razli¢itim sektorima.

Dobijeni nalazi pruzaju vazan uvid u izbor lekara opste medicine kod radno aktiv-
ne populacije u Srbiji, stvaraju¢i osnovu za buduca istrazivanja i ciljane intervencije.
Resavanje socioeckonomskih nejednakosti zahteva intervencije koje premoscavaju
razlike u pristupu zdravstvenoj zastiti zasnovane na obrazovanju i materijalnom stanju.
Potrebne su regionalne strategije za suzbijanje regionalnih nejednakosti i obezbediva-
nje jednake dostupnosti primarne zdravstvene zastite. Prilagodeni programi medicine
rada mogu ublaziti faktore posla i podstaci koris¢enje opste medicine. Za zaposlene
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sanizim obrazovanjem i u nepovoljnom ekonomskom polozaju klju¢no je podsticanje
redovnih poseta izabranim lekarima opste medicine.

Ova studija dopunjava postojece znanje prouc¢avanjem veze izmedu demograf-
skih, socioekonomskih i zdravstvenih faktora i izbora lekara opste medicine, §to je
oblast koja je nedovoljno istrazena u dostupnoj literaturi. Kao prva nacionalna studija
u Srbiji u ovoj oblasti, stratifikovani uzorak obezbeduje pouzdan i reprezentativan
skup podataka, ¢ime se povecava pouzdanost i primenljivost nasih nalaza.

Nekoliko ograni¢enja treba imati na umu pri interpretaciji rezultata. [zbor lekara
opste medicine je procenjen jednim pitanjem, Sto pruza pojednostavljenu sliku. Nedo-
statak podataka o ucestalosti poseta i uzrocima apsentizma ogranic¢ava razumevanje
izbora lekara opsSte medicine. Nismo istrazili praksu ¢uvara kapije zdravstvenog
sistema, reputaciju lekara, profesionalne aspekte ili kulturoloska uverenja. Podaci
zasnovani na samoizvestavanju mogu dovesti do pristrasnosti. Buduca istrazivanja
treba da ukljuce longitudinalne i kvalitativne studije za bolje razumevanje faktora
izbora lekara opste medicine.

Zakljucak

Prikazani rezultati naglasavaju ulogu demografskih, socioekonomskih i faktora
zdravstvenog stanja u izboru lekara opste medicine radno aktivnog stanovniStva u
Srbiji. Zene, zaposleni starije Zivotne dobi i osobe sa visim obrazovanjem ¢esce biraju
lekara opSte medicine. Takode, visi socioekonomski status i zivot u glavnom gradu
povezani su sa izborom lekara opste medicine. Dugotrajni apsentizam je znacajno
povezan sa izborom lekara opste medicine. Rezultati naglasavaju potrebu za cilja-
nim intervencijama kako bi se poboljSala dostupnost primarne zdravstvene zastite,
smanjile nejednakosti i pruzile informacije o znacaju izbora lekara opste medicine
medu zaposlenima u Srbiji.
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Introduction

The 2018 Astana Declaration emphasizes Primary Health Care (PHC) as the
foundation for universal health coverage (1, 2). In Serbia, overseen by the Ministry
of Health and the National Health Insurance Fund, healthcare is funded through man-
datory contributions and covers 98% of the population (3, 4). Since 2005, Serbian
citizens have been able to choose general practitioners (GPs) in PHC, while capitation
was introduced in 2013 with the aim of rewarding quality and efficiency (3, 4). During
2019, 3,493 chosen GPs were available across 158 health centers. There is a prono-
unced choice of GPs in the public health sector compared to private practice (69.4%
versus 5.6%) (3, 5, 6). Private practice, which operates independently, requires direct
payment or private insurance, with limited access to patient services. Citizens receive
health insurance based on employment, and occupational health in PHC provides
mandatory pre-employment and periodic examinations of employees (4).

Sick leave, as a key health indicator for the working-age population, is a subject
of interest for various professionals, including healthcare workers and economists
(7). Influenced by demographic, socio-economic factors, and working conditions (8),
sick leave represents a complex issue with consequences for employee well-being
and economic costs (9—11). Sick leave has significant consequences for individuals,
employers, and the healthcare system (12). The costs of sick leave are significant and
include lost productivity and healthcare costs. The frequency and duration of sick
leave vary, which further complicates the issue, with different factors in episodes of
short-term and long-term sick leave (13).

Research indicates that sick leave is influenced by working conditions, demo-
graphic factors, health status, health-related behavior, and healthcare utilization (13,
14). GPs play a key role in managing sick leave, return to work, and assessment of
permanent work incapacity, with a confirmed link between PHC and worker well-be-
ing. In Serbia, GPs are authorized to issue sick leave certificates for up to 30 days
(short-term sick leave), after which they refer the patient to the First-Level Medical
Commission of the National Health Insurance Fund (3, 4).

Countries, including Serbia, strive for universal health coverage (15, 16). The cho-
ice of GP affects patient satisfaction, visit frequency, and quality of healthcare, thereby
increasing service efficiency and physician competitiveness (16, 17). To achieve these
goals, it is necessary to take into account disease prevalence and public attitudes, with
a focus on the patient (18, 19). Accessibility, expertise, and positive experiences are key
factors in choosing a GP (15, 16). Physician qualifications, thoroughness of examinati-
on, and individual patient experiences further shape preferences in GP choice (17, 20).

There is a lack of research on factors influencing GP choice among employees,
especially during episodes of sick leave in Serbia. This study aims to investigate how
sociodemographic characteristics, work-related factors, and health status influence
GP choice in the context of sick leave.
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Material and methods

In this study, data from the 2019 Serbian National Health Survey were analy-
zed. The survey was conducted from October to December 2019 and included
13,178 individuals aged 15 and above, while our study focused on the working-age
population aged 18 to 65 years, resulting in a sample of 4,652 participants. We used
European Health Interview Survey (EHIS 3) questionnaires, based on internatio-
nally accepted and defined criteria, adapted to the Serbian context. A household
questionnaire, face-to-face interview, and self-administered questionnaire were
employed.

The dependent variable related to the choice of general practitioner, with respon-
ses categorized as “no” (coded as 0) and “yes” (coded as 1). Additionally, participants
were asked whether their chosen general practitioner worked in the public, private
sector, or both.

Guided by Anderson’s behavioral model, the study considered predisposing,
enabling, and need factors. Predisposing factors included gender (male or female),
age (years), marital status (married, single, and divorced/widowed), educational level
(college and university, high school, primary school, and lower), employment status
(self-employed, employed by an employer), and occupation (white-collar, blue-collar).
Enabling factors included wealth index (rich, middle, and poor) and geographic re-
gions. Need factors included the last visit to a general practitioner (> 12 months ago,
< 12 months ago), self-perceived health (good, fair, poor), activity limitations (no,
yes), and presence of chronic diseases (0, 1, >2).

Categorical data were presented as frequency and percentage. Variable correlati-
ons were tested using the chi-square test (p < 0.05). Binary logistic regression assessed
predictors, with presentation of odds ratios (OR) and 95% confidence intervals (95%
CI). All analyses were conducted in IBM SPSS Statistics, version 20.0 (IBM Corp.,
Armonk, NY).

Before data collection, informed consent was obtained from study participants,
permission to use secondary data was obtained from the Institute of Public Health of
Serbia “Dr Milan Jovanovi¢ Batut”, and the database was transferred to the University
of Kragujevac, Faculty of Medical Sciences, for further research.

Results

The study included 4,652 participants, of whom 55.9% were men and 44.1%
were women, with a response rate of 97.6%. The mean age of men was 42.55 +
11.5 years, and women 42.84 + 10.7 years. Other participant characteristics are
shown in Table 1.
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Table 1. Participant characteristics

Variables N %
Gender Male 2599 55.9
Female 2053 441
18-25 315 6.8
26-35 1034 22.2
Age 36-45 1354 29.1
46-55 1224 26.3
56-65 725 15.6
Married 3189 70.5
Marital status Single 975 21.5
Divorced/widowed 368 8.0
College/University 1352 29.1
Educational level Middle school 2960 63.7
Primary school 338 7.3
Employment Self-employed 630 13.9
By employer 3901 86.1
Oceupation White collars 2733 59.3
Blue collars 1874 40.7
Rich 2537 54.5
Wealth index (class) | Middle 958 20.6
Poor 1157 24.9
Belgrade (Capital) 1234 26.5
o Northern Serbia 1133 24.4
District
Central and Western Serbia 1458 313
Southern and Eastern Serbia 827 17.8
Last visit to a > 12 months 1866 40.5
general practitioner | < 12 months 2738 59.5
No 3915 85.2
Sick leave <30 days 554 12.1
> 30 days 125 2.7
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Good 3650 84.5
General health Fair 650 14.7

Bad 119 2.7

No 3265 70.2
Chronic morbidity

Yes 1384 29.8
Long-standing No 3265 70.2
activity limitations Yes 1384 298

0 3025 65.1
Chronic illness 1 943 20.3

>2 679 14.6

Continuity Correction®

Table 2 shows the length of sick leave in relation to the choice of general pra-
ctitioner. In total, 4,194 participants, 91.1% of men and 94.0% of women, chose a
general practitioner. In the public health sector, 85.2% chose a general practitioner,
and 92.8% had prolonged sick leave. In the private sector, 2.1% chose a general
practitioner, with 0.8% of participants with prolonged sick leave. Those who chose
a general practitioner in both sectors (5.1% in total) had 6.4% prolonged sick leave.
A significant association (p < 0.05) was observed between GP choice and sick leave.

Table 2. Prevalence of sick leave in relation to chosen general practitioner

Total Sick leave
Chosen general -
practitioner N % No <30days | >30days | Pearson Chi-
N % N % N % -Square/df/p
No 343 | 7.6 | 322 | 85 | 21 | 3.8 0 | 00

Public sector 3819 | 85.2 | 3218 | 84.5 | 485 | 87.9 | 116 | 92.8
Private sector 93 2.1 83 2.2 9 1.6 1 0.8
Both sectors 229 | 5.1 184 4.8 37 6.7 8 6.4

30.423/6/0.000

There is a statistically significant difference (p < 0.05) between GP choice and
factors such as gender, age, marital status, education, employment status, wealth status,
region, last visit to a general practitioner, presence of chronic diseases, self-perceived
health, and long-term activity limitations.

In univariate regression among employees without sick leave, women were more
likely to choose a GP compared to men (OR = 1.496). The age group 56-65 years
was more likely to choose a GP compared to the 18-25 age group (OR = 1.770). Sin-
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gles were less likely to choose a GP, and those with high school or lower education
were also significantly less likely to choose a GP. Employment by an employer (OR
= 2.238) led to more frequent choice of a GP, while blue-collar workers were less
likely to choose a GP (OR = 0.605). Middle and poor wealth status categories were
less likely to choose a GP compared to the rich class. All regions, except the capital
city (Belgrade), showed less inclination toward choosing a GP. A visit to a GP in the
last year significantly increased the likelihood of choosing a GP (OR = 4.053). Fair
self-perceived health, long-term limitations, and having one chronic disease also led
to more frequent choice of a GP. In univariate regression for participants with sick
leave, two factors stood out. Participants in Vojvodina were less likely to choose a GP
compared to Belgrade (OR = 0.193). Time since the last visit to a GP was the most
significant predictor for choosing a GP (OR = 4.243) (Table 3).

Table 3. GP choice in relation to socio-demographic and work factors among participants
without and with sick leave

Without sick leave With sick leave
Univariate Multivariate Univariate Multivariate
OR (95%CI) OR (95%CI) OR (95%CI) OR (95%CI)
Predisposing factors
Male 1 1 1 1
Gender Fomale 1.496 1.186 1.452 1332
(1.179-1.899)** (0.901-1.559) (0.604-3.493) (0.456-3.891)
18-25 1 1 1 1
2635 0.778 0.662 1.516 3.096
(0.491-1.234) (0.393-1.114) (0.296-7.761) (0.432-22.207)
36-45 1.143 0.971 4.196 6.811
Age (0.719-1.818) (0.559-1.688) (0.728-24.182) (0.743-62.434)
46-55 1.210 0.972 2.841 2.822
(0.754-1.940) (0.542-1.742) (0.541-14.903) (0.323-24.655)
56-65 1.770 1.265 5.304 5251
(1.027-3.050)* (0.654-2.450) (0.711-39.587) (0.415-66.528)
Married 1 1 1 1
Marital Sinale 0.668 0.852 0.549 1.411
ot & (0.516-0.864)* (0.610-1.190) (0.192-1.574) (0.371-5.362)
Divorced/widowed 0.724 0.732 0.628 0.654
(0.481-1.091) (0.457-1.172) (0.175-2.259) (0.152-2.824)
College/University 1 1 1 1
. . 0.641 0.884 1.321 1.635
if/‘élca“‘)“al Middle school (0.485-0.847)* (0.636-1.228) (0.512-3.411) (0.538-4.970)
Primary school 0.474 0.869 1.257 2.154
Ty (0.303-0.741)** (0.500-1.509) (0.255-6.206) (0.327-14.183)
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Self-employed 1 1 1 1
Employment By emplover 2238 2277 1.933 2,655
y employ (17182.915)%* | (1.695-3.060)** (0.55-6.777) (0.605-11.645)
White collars 1 1 1 1
Occupation Blue collars 0.605 0.757 1.164 1433
(0.482-0.761)%* (0581 -0.987)* (0.476-2.848) (0.488-4.212)
Enabling factors
Rich class 1 1 1 1
Middle class 0.583 0.709 1457 1.645
Wealth index (0.436-0.780y%* (0.512-0.982) (0.401-5.296) (0.399-6.775)
Poor class 0.511 0.701 0.590 0476
(0.392-0.665)** (0.512-0.960)* (0.224-1.553) (0.1563-1.481)
Capital (Belgrade) 1 1 1 1
Northern Serbia 0.500 0.545 0.193 0.111
(0.335-0.747)%* (0.348-0.854)* (0.054-0.696)* (0.027-0.456)*
District Central and 0.321 0.344 0772 0.670
Western Serbia (0.223-0.464)%* (0.229-0.515)** (0.171-3.494) (0.132-3.401)
Southern and 0.329 0270 0.668 0.482
Eastern Serbia (0.222-0.489)%* (0.172-0.425)** (0.110-4.069) (0.066-3.542)
Need factors
Last visit | >12 months 1 1 1 1
fo a general 19 month 4053 3.990 4243 5.061
practitioner | =1~ MONAS (3.133-5.243)%* (2.999-5307)** | (1.655-10.877)* | (1.649-15.533)*
Very good/good 1 1 1 1
Self-rated | Fair 4053 1.049 1.764 1.150
health (3.133-5.243)* (0.643-1.713) (0.582-5.349) (0.302-4.373
Badiverv bad 1.029 0.517 2.198 0.744
& (0.408-2.592) (0.182-1.467) (0.286-16.887) (0.055-10.110)
Long-|No 1 1 1 1
standing Ves 1.650 1.234 3.349 3.502
limitations (1.011-2.691) (0.679-2.242) (0.772-14.530) (0.550-22.309)
No 1 1 1 1
Chronicli 1.467 1367 1.884 1.671
Tness (1.069-2.014)* (0.974-1.918) (0.534-6.648) (0.421-6.635)
2 or mote 1231 1.061 1.136 0.950
(0.871-1.739) (0.733-1.536) (0.367-3.515) (0.260-3.470)

Statistically significant (p<0.05); OR — odds ratio; 95%CI — 95% confidence interval; *
p<0.05; ** p<0.01

In the multivariate regression model, differences were shown between participants
with and without sick leave regarding GP choice. Employment by an employer led
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to a more frequent choice of a GP (OR = 2.277). Blue-collar workers (OR = 0.757)
were less likely to choose a GP compared to white-collar workers, and individuals of
middle and poor wealth status were less likely to choose a GP compared to the rich.
By region, employees with sick leave in Vojvodina were significantly less likely to
choose a GP compared to Belgrade. Time since the last visit to a GP was the most
significant factor influencing GP choice for both groups of participants. Participants
without sick leave were significantly more likely to choose a GP (OR = 3.990), and
employees with sick leave showed an even greater likelihood of choosing a GP (OR
=5.061).

Discussion

Our research, based on Anderson’s behavioral model, highlights key factors
influencing GP choice among employees in Serbia. A significant 92.4% chose a GP,
which is between 96% in Sweden (21) and 43.10% in China (2). Among predisposing
factors, women and individuals aged 56—65 years had a higher likelihood of choosing
a GP, which is consistent with findings from France (22), China, and the United King-
dom (23, 24). Marital status and education also influenced GP choice, with singles and
individuals with lower education having a lower likelihood of choosing a GP. Higher
education, younger age, and higher income are associated with more active GP choice,
similar to findings by Victoor et al. (25) and research in China (23), indicating that
higher education is associated with more frequent use of primary healthcare services.
Employment status, particularly employment by an employer, increases the likelihood
of choosing a GP, while blue-collar workers are less likely to do so, corresponding to
results of studies conducted in Finland (26, 27).

Socioeconomic status and region significantly influence GP choice, which is
consistent with Anderson’s model and existing studies (3, 28). Lower socioeconomic
status is associated with less frequent visits to a GP, while Belgrade residents more
often choose a GP. Individuals with sick leave in Vojvodina have a lower likelihood
of choosing a GP. In southern and eastern Serbia, 11.8% do not have a chosen GP
despite universal healthcare, indicating regional inequalities (6). Distance remains a
key factor in GP choice, which is confirmed by previous research (23).

Need factors, according to Anderson’s model, such as a recent visit to a GP, se-
If-perceived health as fair, and chronic conditions, influence GP choice. Individuals
with poor self-perceived health have a higher likelihood of choosing a GP, which is
consistent with studies from France (22), Serbia (29, 30), China, and Iran (23, 31).
Chronic diseases significantly increase visits to a GP, especially in the private sector
in Serbia.

The results indicate a strong association between GP choice and prolonged
sick leave in the public health sector, where 92.4% choose a GP. Contrary to certain
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shifts toward private sector providers seen elsewhere (31), our data do not confirm
this trend in Serbia (32). Individuals who choose GPs in both sectors (5.1%) have
episodes of prolonged sick leave in 6.4% of cases. Since the private sector operates on
a fee-for-service basis and cannot issue sick leave certificates, only the GP from the
public health sector is authorized to issue sick leave certificates to patients with sick
leave (3). Among those who chose a GP in the private sector (2.1%), only 0.8% report
prolonged sick leave. This context significantly shapes GP choice, affects healthcare
accessibility, and patient preferences. Such a complex healthcare system requires a
better understanding of the impact on sick leave and patient care. These results can
guide policymakers and healthcare providers in shaping targeted interventions that
will meet employees’ preferences toward different sectors.

The obtained findings provide important insight into GP choice among the wor-
king-age population in Serbia, creating a foundation for future research and targeted
interventions. Addressing socioeconomic inequalities requires interventions that
bridge differences in healthcare access based on education and wealth status. Regional
strategies are needed to combat regional inequalities and ensure equal accessibility to
primary healthcare. Adapted occupational health programs can mitigate work-related
factors and encourage the use of general practice. For employees with lower education
and in economically disadvantaged positions, it is crucial to encourage regular visits
to chosen GPs.

This study complements existing knowledge by examining the relationship
between demographic, socioeconomic, and health factors and GP choice, which is an
area that is insufficiently researched in the available literature. As the first national
study in Serbia in this area, the stratified sample provides a reliable and representative
dataset, thereby increasing the reliability and applicability of our findings.

Several limitations should be kept in mind when interpreting the results. GP
choice was assessed by a single question, which provides a simplified picture. Lack
of data on visit frequency and causes of sick leave limits understanding of GP choice.
We did not explore healthcare gatekeeping practices, physician reputation, professio-
nal aspects, or cultural beliefs. Data based on self-reporting may lead to bias. Future
research should include longitudinal and qualitative studies for a better understanding
of GP choice factors.

Conclusion

The presented results emphasize the role of demographic, socioeconomic, and
health status factors in GP choice among the working-age population in Serbia. Wo-
men, older employees, and individuals with higher education more frequently choose
a GP. Also, higher socioeconomic status and living in the capital city are associated
with GP choice. Prolonged sick leave is significantly associated with GP choice. The
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results emphasize the need for targeted interventions to improve primary healthcare
accessibility, reduce inequalities, and provide information on the importance of GP
choice among employees in Serbia.
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SEALED-OFF PERFORACIJA KOLOREKTALNOG
KARCINOMA INICIJALNO INTERPRETIRANA KAO
DIVERTIKULITIS: INTRAABDOMINALNI APSCES
KAO DIJAGNOSTICKA I TERAPIJSKA DILEMA

Uvod

Intraabdominalni apscesi predstavljaju Cesta urgentna stanja u klinickoj praksi,
najcesce kao komplikacija inflamatornih ili infektivnih procesa, ukljucujuéi apendici-
tis, divertikulitis, inflamatorne bolesti creva i postoperativne infekcije. Ipak, iako rede,
apsces moze predstavljati i inicijalnu manifestaciju maligniteta, narocito kolorektalnog
karcinoma (1). Takve atipic¢ne prezentacije mogu navesti na pogresnu dijagnosticku
orijentaciju i dovesti do odlaganja postavljanja prave dijagnoze.

Pravovremeno prepoznavanje ¢injenice da apsces ne mora uvek imati benignu
etiologiju, ve¢ moze biti posledica tumorske perforacije (1, 2), klju¢no je za izbor
optimalnog terapijskog pristupa. Uloga radioloske dijagnostike, kao i dosledno spro-
vodenje postakutnog protokola, ukljucujuci obaveznu kolonoskopiju, od presudnog
su znacaja kako bi se izbegli dijagnosticki propusti.

U ovom radu prikazujemo slucaj pacijentkinje kod koje je kolorektalni karci-
nom prvi put manifestovan kao apscesna kolekcija u desnoj ilijacnoj regiji, inicijalno
interpretirana kao komplikovani divertikulitis. Kroz prikaz toka dijagnoze i leCenja
diskutujemo o dijagnostickim dilemama, znacaju anatomskih varijacija i vaznosti
sistematske dijagnostike.

Prikaz slucaja

Pacijentkinja, starosti 61 godinu, bez prethodne istorije gastrointestinalnih bolesti,
javila se na pregled zbog akutne pojave bolova u donjem desnom kvadrantu abdomena,

mucnine, prolivastih stolica i poviSene telesne temperature koje su trajale tri dana.
' Srdan Milina, Sluzba opste hirurgije, Klinika za hirurgiju, KBC Zemun, Beograd, Srbija

2

Bolnica za onkologiju, KBC Zemun, Beograd, Srbija
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U li¢noj anamnezi navodila je depresivni poremecaj (na redovnoj antidepresivnoj
terapiji) i hroni¢nu leukopeniju, koja se pratila hematoloski, ali bez jasne etiologije.
Nije bilo znacajnih podataka o prethodnim abdominalnim bolestima, operacijama,
niti porodi¢noj istoriji karcinoma.

Na prijemu su laboratorijske analize pokazale povisene inflamatorne markere,
ukljucujuci C-reaktivni protein (CRP), dok su vrednosti leukocita bile blago snizZene,
u skladu sa prate¢om leukopenijom. Anemija nije bila prisutna.

Radioloskim pregledima (CT i NMR abdomena i male karlice) verifikovana je
kolekcija u desnoj ilija¢noj regiji, veli¢ine oko 5x5 cm, sa znakovima okolnog zapa-
ljenskog infiltrata. Kao uzgredan nalaz verifikovana je dekstroponirana dolihosigma,
$to je bilo klinicki znacajno jer je anatomska varijacija dodatno otezala interpretaciju
lokalizacije simptoma. S obzirom na lokalizaciju bola u desnoj ilijacnoj regiji i pratecu
klinicku sliku, inicijalno se sumnjalo na akutni apendicitis.

Medutim, radioloski nalazi i dalji tok bolesti ukazali su na komplikovani diver-
tikulitis sa apscesom. Postavljena je radna dijagnoza komplikovanog divertikulitisa
sa apscesnom formacijom (Hinchey stadijum II).

Pacijentkinja je zadrzana na bolni¢kom le¢enju na hirur§kom odeljenju, gde je
inicijalno le¢ena konzervativno. Terapijski pristup ukljucivao je obustavu peroralnog
unosa, parenteralnu rehidrataciju, korekciju elektrolita i uvodenje trojne antibiotske
terapije (cefalosporin trece generacije, metronidazol i gentamicin). Tokom sedmodnev-
nog bolnickog pracenja doslo je do progresivnog klinickog pobolj$anja, normalizacije
temperature, regresije abdominalnog bola i snizenja vrednosti zapaljenskih parametara.
Kontrolni CT abdomena sedmog dana hospitalizacije pokazao je znacajnu regresiju
apscesa i smanjenje inflamacije u okolnim tkivima.

Pacijentkinja je otpuStena sa planiranom kontrolnom kolonoskopijom za Sest
nedelja, u skladu sa standardnim protokolom.

Kolonoskopski, u sigmoidnom kolonu, na oko 40 cm od anokutane linije, videna
jenepravilna tumorska formacija koja je suzavala lumen debelog creva za vise od dve
tre¢ine. Takode je u celom levom kolonu uocen nalaz masivne divertikuloze. Tom
prilikom su uzeti uzorci za biopsiju. Histopatoloska analiza potvrdila je prisustvo
adenokarcinoma kolona.

Nakon kompletne onkoloske evaluacije i preoperativne pripreme, pacijentkinja
je podvrgnuta elektivnoj hirurskoj resekciji u osmoj nedelji od pojave simptoma. In-
traoperativni nalaz je pokazao tumorsku masu na sigmoidnom kolonu, bez znakova
peritonealne diseminacije ili rezidualnog apscesa. Uradena je onkoloski adekvatna
resekcija sa primarnom kolorektalnom anastomozom, bez potrebe za formiranjem
stome. Tokom postoperativnog perioda nije bilo komplikacija; pacijentkinja je mo-
bilisana i otpustena bez tegoba.

Definitivna histopatoloska analiza klasifikovala je tumor kao adenokarcinom
sigmoidnog kolona, stadijuma T4, sa prisutnim divertikulumom u podruc¢ju tumor-
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ske mase. Regionalni limfni ¢vorovi su bili pozitivni na metastatski infiltrat. TNM
stadijum tumora: T4a, N2, MO.

Pacijentkinja je prikazana onkoloskom konzilijumu i uklju¢ena u adjuvantni
terapijski protokol, koji je obuhvatao hemoterapiju u skladu sa vaze¢im vodicima za
tretman karcinoma kolona. Na kontrolnim pregledima u narednim mesecima nije bilo
znakova recidiva, a pacijentkinja je ostala bez funkcionalnih smetnji.

Diskusija

Intraabdominalni apscesi naj¢esce nastaju kao posledica razlicitih inflamatornih
i infektivnih procesa, kao i postoperativnih komplikacija. Divertikulitis predstavlja
najcesci etioloski faktor u njihovom razvoju, ali se tokom dijagnosticke evaluacije
mora imati u vidu i mogucénost perforacije kolorektalnog karcinoma.

Kolorektalni karcinom spada medu najceS¢e maligne bolesti gastrointestinal-
nog trakta, a njegova klinicka prezentacija moze biti veoma varijabilna. Perforacija
kolorektalnog karcinoma predstavlja jednu od najtezih komplikacija ove bolesti, sa
ucestaloscu koja se krec¢e izmedu 1,6% 1 10%. Ova komplikacija se ¢esce javlja u
uznapredovalim stadijumima bolesti i povezana je sa loSijom prognozom u odnosu na
neperforirane tumore, jer ¢esto dovodi do peritonitisa, sepse i potrebe za opseznijim
hirurskim zahvatima, ukljucujuéi hitne resekcije 1 izvodenje stome. Pored pove¢anog
perioperativnog mortaliteta, perforirani tumori ¢esto imaju i losiji onkoloski ishod
zbog potencijalne diseminacije tumorskih ¢elija kroz peritonealnu Supljinu u trenutku
perforacije (3, 4, 5, 6).

Perforacija tumora, iako reda od perforacije divertikula, poznata je komplikacija
kolorektalnog adenokarcinoma, narocito kod stenoza koje povecavaju intraluminalni
pritisak. Sealed-off (zatvorena) perforacija predstavlja poseban oblik perforacije
kod kolorektalnog karcinoma, pri kojoj dolazi do lokalnog, ogranicenog oSte¢enja
zida creva sa ekstraluminalnim Sirenjem sadrzaja, ali bez slobodne komunikacije
sa peritonealnom Supljinom. Ovaj mehanizam cesto rezultira formiranjem lokalnog
apscesa ili flegmone, a klinicka prezentacija moze imitirati divertikulitis, apendicitis
ili nespecificnu abdominalnu infekciju (6, 7).

Zarazliku od klasi¢ne slobodne perforacije, koja dovodi do difuznog peritonitisa
i zahteva urgentnu hirurSku intervenciju, sealed-off perforacija moze ostati klinicki
suptilna, Cesto se inicijalno tretira konzervativno, a dijagnoza osnovnog maligniteta
se odlaze do postakutne evaluacije. Medutim, i ovaj oblik perforacije nosi znacajan
rizik za diseminaciju tumorskih ¢elija i peritonealne implantate, te ima potencijalno
lo$iju prognozu u odnosu na neperforirane tumore (6, 7).

U ovom slucaju, prisustvo apscesa u desnoj ilijacnoj regiji, odsustvo vidljive
komunikacije sa luminalnim traktom i naknadno otkrivena stenoza sigmoidnog kolona
upucuju na mogucu sealed-off perforaciju koja se spontano zatvorila, verovatno za-
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hvaljujué¢i imunoloskom odgovoru i ranom antibiotskom tretmanu. Literatura opisuje
ovakve situacije kao dijagnosticke zamke, jer peritumorske perforacije mogu klinicki
imitirati divertikulitis. Klini¢ka prezentacija divertikulitisa, ukljuc¢ujuéi lokalizovan
bol, povisene inflamatorne parametre i nalaz apscesne kolekcije na radioloskom pre-
gledu, cesto se preklapa sa slikom sealed-off perforacije kolorektalnog karcinoma. Obe
patologije mogu pokazivati slican nalaz na CT-u, kao §to su perikoli¢na inflamacija,
ekstraluminalna kolekcija i zadebljanje zida creva. Medutim, kod sealed-off perfo-
racije tumora, inflamatorni proces je najcesc¢e posledica maligne stenoze ili fokalne
ishemije izazvane tumorom, dok kod divertikulitisa nastaje kao posledica perforacije
divertikuluma (8).

Prikazani slu¢aj ilustruje slozenost dijagnostickog procesa kod pacijenata sa ati-
pi¢nom anatomijom, kao §to je dekstroponirana dolihosigma. Klinicka slika sa bolom
u desnom donjem kvadrantu abdomena i povisenim inflamatornim parametrima tipi¢no
upucuje na apendicitis. U ovom slucaju, upravo zbog lokalizacije bola i laboratorijskih
nalaza, postavljena je inicijalna sumnja na akutni apendicitis, §to je dodatno usmerilo
klinicko razmisljanje ka hitnoj hirur§koj intervenciji. Medutim, anatomske varijacije
znacajno mogu promeniti tok dijagnostike, a u takvim situacijama radioloski nalazi
dobijaju klju¢nu ulogu. Precizna radioloska procena moze spreciti neindikovane
urgentne operacije, koje ¢esto podrazumevaju invazivne procedure poput formiranja
stome, ¢ime se dodatno opterecuje pacijent (8).

U retrospektivi, hipoteti¢ka rana identifikacija maligniteta kao uzroka apscesa
mogla je ubrzati dijagnosticki i terapijski proces. Rana onkoloska evaluacija bi omo-
gucila blagovremeno staziranje bolesti i planiranje elektivne resekcije sa potencijalnim
oc¢uvanjem funkcionalnosti (3). Medutim, operacija u uslovima aktivne inflamacije
nosi znacajan rizik od komplikacija, kao $to su opsezna resekcija, izvodenje stome i
produZena hospitalizacija (3, 4, 6). S druge strane, konzervativni pristup sa odlozenom
intervencijom, kakav je primenjen u ovom sluc¢aju, omogucava stabilizaciju pacijenta
i smanjenje perioperativnog rizika (9).

Otvoreno ostaje pitanje odnosa izmedu divertikulitisa i kolorektalnog karcinoma,
da li se radi o dva nezavisna entiteta ili o medusobno povezanim stanjima. U prika-
zanom slucaju, iako je inicijalna dijagnoza bila divertikulitis sa apscesom, naknadno
otkrivanje stenoziraju¢eg adenokarcinoma sigmoidnog kolona postavlja dilemu da li
je zapravo maligna lezija bila primarni uzrok zapaljenskog procesa. Jedna od moguéih
patofizioloskih veza jeste da tumor izazove delimi¢nu ili potpunu opstrukciju lumena,
Sto pogoduje stazi fekalnog sadrzaja i lokalnoj bakterijskoj proliferaciji, a samim tim i
razvoju sekundarnog divertikulitisa. Alternativno, karcinom moze dovesti do fokalne
ishemije i oStecenja zida creva, $to dodatno olakSava nastanak inflamacije (2).

Dakle, u odredenim sluc¢ajevima, zapaljenski proces ne mora biti odvojen entitet,
ve¢ manifestacija ili posledica osnovne maligne bolesti. Ova dijagnosti¢ka preklapanja
naglasavaju vaznost sprovodenja kompletne evaluacije i nakon smirivanja akutnih
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simptoma, jer isklju¢ivanje maligniteta ima direktan uticaj na pravovremeno lecenje
i prognozu (10, 11, 12, 13).

U ovom slucaju, dosledna primena postakutnog protokola za divertikulitis, uk-
ljucujuéi i obaveznu odlozenu kolonoskopiju, omogucila je pravovremeno otkrivanje
tumora, ali i masivne divertikuloze levog kolona. Ta ¢injenica dodatno potvrduje da
je pacijentkinja imala predispoziciju za zapaljenske komplikacije, te da nije bilo mo-
guce sa sigurno$c¢u razlikovati da li su simptomi bili posledica divertikularne bolesti
ili tumorske patologije. Da taj korak nije sproveden malignitet bi verovatno ostao
neotkriven, §to bi dovelo do kasnjenja u leCenju. Literatura belezi slucajeve viseme-
seCnih, pa ¢ak i visegodisnjih odlaganja dijagnoze zbog prerane obustave evaluacije
(14,15, 16, 17).

Zaklju¢no, ovaj slucaj jasno ilustruje koliko nespecifi¢na prezentacija sa apsce-
som moze maskirati ozbiljan patoloski entitet kao $to je kolorektalni karcinom. Kom-
binacija atipi¢ne anatomije, nespecifi¢ne klinic¢ke slike i odsustva tipi¢nih simptoma
moze dovesti do pogresnog le¢enja, dok dosledno sprovodenje protokola znac¢ajno
doprinosi blagovremenoj dijagnozi i optimalnom ishodu.

Zakljucak

Prikazani slucaj podseca na vaznost diferencijalne dijagnoze kod pacijenata sa
abdominalnim apscesima, narocito kada klinicka prezentacija nije tipicna. Iako su
najces¢i uzroci inflamatorni 1 infektivni, moguénost postojanja maligniteta ne sme biti
zanemarena, posebno kod starijih pacijenata i atipi¢nih nalaza. Detaljna radioloska
evaluacija i dosledno sprovodenje postakutnih dijagnostickih protokola, ukljucujuéi
kolonoskopiju, od presudne su vaznosti za pravovremeno otkrivanje osnovnog uzroka
i planiranje adekvatnog lecenja.

Konzervativni pristup u fazi akutne inflamacije omogucava bezbednije uslove
za elektivnu operaciju i bolji funkcionalni ishod. Ovaj slu¢aj potvrduje znacaj multi-
disciplinarnog pristupa, klinicke sumnje i protokolarne dijagnostike kao faktora koji
direktno uticu na kvalitet leCenja i ishod bolesti.
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SEALED-OFF PERFORATION OF COLORECTAL
CARCINOMA INITIALLY INTERPRETED

AS DIVERTICULITIS: INTRA-ABDOMINAL ABSCESS
AS A DIAGNOSTIC AND THERAPEUTIC DILEMMA

Introduction

Intraabdominal abscesses represent common emergency conditions in clinical
practice, most frequently arising as complications of inflammatory or infectious
processes, including appendicitis, diverticulitis, inflammatory bowel disease, and
postoperative complications. However, although less common, an abscess can also
be the initial manifestation of malignancy, particularly colorectal cancer (1). Such
atypical presentations may lead to incorrect diagnostic assumptions and delay the
establishment of the correct diagnosis.

It is important to promptly consider that an abscess may occasionally originate
from tumor perforation rather than a benign process. That is crucial for choosing the
optimal therapeutic approach (1, 2). The role of radiologic imaging, as well as con-
sistent implementation of the post-acute protocol, including mandatory colonoscopy
is of vital importance to avoid diagnostic oversights.

In this paper, we present the case of a female patient in whom colorectal cancer
first manifested as an abscess formation in the right iliac region, initially interpreted as
complicated diverticulitis. Through the course of diagnosis and treatment, we discuss
diagnostic dilemmas, the significance of anatomical variations, and the importance
of systematic evaluation.

Case Report

A 61-year-old female patient with no prior history of gastrointestinal diseases

presented with acute onset of pain in the lower right abdominal quadrant, nausea,
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diarrhoea and fever lasting for three days. Her medical history included depressive
disorder (on regular antidepressant therapy) and chronic leukopenia, monitored by
hematologist but without a clear etiology. There were no significant previous abdo-
minal illnesses, surgeries, or family history of cancer.

Upon admission, laboratory analysis revealed elevated inflammatory markers,
including C-reactive protein (CRP), while leukocyte counts were mildly decreased,
consistent with the underlying leukopenia. Anemia was not present.

Radiologic evaluation (CT and MRI of the abdomen and pelvis) revealed a
collection in the right iliac region, approximately 5x5 cm in size, with signs of
surrounding inflammatory infiltration. As an incidental finding, dextropositioned
dolichosigmoid colon was noted, which was clinically relevant as this anatomi-
cal variation complicated the interpretation of symptom localization. Given the
location of pain and the clinical presentation, acute appendicitis was initially
suspected. However, radiological findings and disease progression pointed toward
complicated diverticulitis with abscess formation. A working diagnosis of com-
plicated diverticulitis with abscess formation (Hinchey stage II) was established.
The patient was admitted to the surgical department for inpatient care, initially managed
conservatively. The therapeutic approach included bowel rest, parenteral rehydration,
correction of electrolytes, and initiation of triple antibiotic therapy (third-generation
cephalosporin, metronidazole, and gentamicin). Over seven days of hospital moni-
toring, there was progressive clinical improvement, normalization of temperature,
regression of abdominal pain, and decreased inflammatory markers. A follow-up CT
scan on the seventh day showed significant regression of the abscess and reduced
inflammation in the surrounding tissues.

The patient was discharged with a scheduled follow-up colonoscopy in six weeks,
in accordance with standard protocol.

Colonoscopy revealed an irregular tumor formation in the sigmoid colon,
approximately 40 cm from the anocutaneous line, narrowing the lumen by more than
two-thirds. Additionally, massive diverticulosis was observed throughout the left
colon. Biopsy samples were taken.

Histopathological analysis confirmed the presence of colonic adenocarcinoma.

After complete oncologic evaluation and preoperative preparation, the patient
underwent elective surgical resection in the eighth week following symptom onset.
Intraoperative findings revealed a tumor mass in the sigmoid colon, without signs
of peritoneal dissemination or residual abscess. An oncologically adequate resection
was performed with primary colorectal anastomosis, without the need for stoma
formation. The postoperative course was uneventful. The patient was mobilized and
discharged without complaints.

Definitive histopathological analysis classified the tumor as adenocarcinoma
of the sigmoid colon, stage T4, with diverticula present in the tumor area. Regional
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lymph nodes tested positive for metastatic infiltration. Tumor TNM staging: T4a,
N2, M0. The patient was referred to an oncologic board and included in an adjuvant
chemotherapy protocol in accordance with current colorectal cancer treatment gui-
delines. On follow-up examinations over the following months, there were no signs
of recurrence, and the patient remained asymptomatic.

Discussion

Intraabdominal abscesses most commonly arise from various inflammatory and
infectious conditions or postoperative complications. Diverticulitis is the most frequent
etiological factor, but during diagnostic evaluation, the possibility of colorectal cancer
perforation must also be considered.

Colorectal cancer is among the most common malignancies of the gastrointestinal
tract, with highly variable clinical presentations. Perforation of colorectal cancer is
one of the most severe complications, with an incidence ranging from 1.6% to 10%.
It typically occurs in advanced stages and is associated with poorer prognosis com-
pared to non-perforated tumors, as it often leads to peritonitis, sepsis, and the need
for extensive surgical procedures, including emergency resection and stoma creation.
In addition to increased perioperative mortality, perforated tumors often carry worse
oncologic outcomes due to the potential dissemination of tumor cells into the perito-
neal cavity at the time of perforation (3, 4, 5, 6).

Tumor perforation, although less frequent than diverticular perforation, is a
known complication of colorectal adenocarcinoma, particularly in the presence of
stenosis that increases intraluminal pressure. A sealed-off perforation represents
a specific type of tumor perforation, characterized by localized disruption of the
bowel wall with extraluminal spread of contents, without free communication with
the peritoneal cavity. This mechanism often results in localized abscess or phlegmon
formation, and the clinical presentation may mimic diverticulitis, appendicitis, or
nonspecific abdominal infection (6, 7).

Unlike free perforation, which leads to diffuse peritonitis and requires urgent
surgery, a sealed-off perforation may remain clinically subtle, often initially treated
conservatively, and the underlying malignancy diagnosed only during post-acute
evaluation. Nonetheless, even this form of perforation carries a significant risk of
tumor cell dissemination and peritoneal implants, thus potentially predicting a worse
prognosis than non-perforated tumors (6, 7).

In this case, the presence of an abscess in the right iliac region, absence
of visible luminal communication, and subsequent discovery of a stenosing si-
gmoid tumor suggest a sealed-off perforation that spontaneously closed, likely
due to immune response and early antibiotic therapy. Literature describes such
scenarios as diagnostic traps, as peritumoral perforations may clinically resemble
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diverticulitis. The clinical presentation of diverticulitis, including localized pain,
elevated inflammatory markers, and abscess formation on imaging often overlaps
with sealed-off colorectal cancer perforation. Both conditions may demonstrate
similar CT findings, such as pericolic inflammation, extraluminal collections, and
bowel wall thickening. However, in tumor-related perforations, inflammation is
typically caused by malignant stenosis or tumor-induced focal ischemia, whereas
in diverticulitis, it arises from diverticular rupture (8).

The presented case illustrates the diagnostic complexity in patients with atypical
anatomy, such as dextropositioned dolichosigmoid colon. A clinical manifestation
of lower right quadrant pain and elevated inflammatory markers typically suggests
appendicitis. In this case, the localization of pain and laboratory findings initially
led to a suspicion of acute appendicitis, further guiding clinical reasoning toward
urgent surgery. However, anatomical variations can significantly alter diagnostic
pathways, highlighting the critical role of radiologic imaging. Accurate radiological
assessment may prevent unnecessary emergency surgeries, which often involve in-
vasive procedures such as stoma creation, thereby increasing patient morbidity (8).

In retrospect, earlier identification of malignancy as the cause of the abscess
might have accelerated diagnosis and treatment. Early oncologic evaluation could
have enabled timely staging and planning of elective resection with preservation of
function (3). However, surgery during active inflammation carries significant risks,
such as extensive resections, stoma formation, and prolonged hospitalization (3,
4, 6). On the other hand, the conservative approach with delayed intervention, as
applied in this case, allows for patient stabilization and reduced perioperative risk (9).

The relationship between diverticulitis and colorectal cancer remains open to
debate, whether they represent distinct entities or interrelated conditions. In this case,
although the initial diagnosis was diverticulitis with abscess, the later discovery of
a stenosing sigmoid adenocarcinoma raises the question of whether the malignancy
was the primary cause of the inflammatory process. One possible pathophysiological
link is that the tumor causes partial or complete luminal obstruction, promoting fecal
stasis and local bacterial overgrowth, thereby facilitating secondary diverticulitis.
Alternatively, the tumor may lead to focal ischemia and bowel wall damage, further
contributing to inflammation (2).

Therefore, in certain cases, the inflammatory process may not be a separate
entity but rather a manifestation or consequence of underlying malignancy. These
diagnostic overlaps emphasize the importance of complete evaluation after resolution
of acute symptoms, as ruling out malignancy directly impacts timely treatment and
prognosis (10, 11, 12, 13).

In this case, consistent application of the post-acute diverticulitis protocol,
including mandatory delayed colonoscopy enabled timely detection of the tumor as
well as extensive left-sided diverticulosis. This further confirms that the patient had a
predisposition to inflammatory complications, and it was not possible to definitively
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determine whether symptoms were due to diverticular disease or tumor pathology. If
this step had been omitted, the malignancy might have remained undetected, delaying
treatment. Literature reports cases of several-month or even multi-year diagnostic
delays due to premature cessation of evaluation (14, 15, 16, 17).

In conclusion, this case clearly illustrates how a nonspecific abscess presentation
can mask a serious pathological entity such as colorectal cancer. A combination of
atypical anatomy, vague clinical signs, and absence of classic symptoms can lead to
misdiagnosis and inappropriate treatment, while strict application of diagnostic pro-
tocols significantly contributes to timely diagnosis and optimal outcomes.

Conclusion

This case highlights the importance of differential diagnosis in patients with ab-
dominal abscesses, particularly when the clinical presentation is atypical. Although the
most common causes are inflammatory and infectious, the possibility of malignancy
must not be overlooked, especially in older patients and in the presence of atypical
findings. Detailed radiological assessment and consistent implementation of post-acute
diagnostic protocols, including colonoscopy, are crucial for timely identification of
the underlying cause and planning appropriate treatment.

A conservative approach during the acute inflammatory phase provides safer
conditions for elective surgery and better functional outcomes. This case confirms
the value of a multidisciplinary approach, clinical vigilance, and protocol-based
diagnostics as factors that directly influence treatment quality and disease outcomes.
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Apstrakt: Pozadina: Fragmentisani putevi zbrinjavanja nodularne bolesti
Stitaste zlezde produzavaju vreme do odluke i povecavaju troskove. ,,One-
stop* klinike (OSK) integriSu klinicki pregled, ultrazvuk, UZ-vodenu
FNA i, po potrebi, ROSE/telecitologiju u jednoj poseti.

Cilj: Mapirati organizacione modele OSK, definisati klju¢ne pokazatelje
performansi (KPI) i sumirati ishode (vreme, posete, adekvatnost, pono-
vljene FNA, troskovi, zadovoljstvo, bezbednost).

Metode: Scoping pregled prema PRISMA-ScR i JBI. Pretrazene su
MEDLINE, Scopus i Web of Science (2000 — avgust 2025). Ukljucene
su studije koje operacionalizuju OSK 1/ili izvestavaju KPI/ishode. Ek-
strakcija je obuhvatila organizacione karakteristike, protokole (ACR/
EU-TIRADS, Bethesda), metrike toka, adekvatnost FNA/ROSE, eko-
nomiku, zadovoljstvo i bezbednost. Sprovedena je narativna sinteza.

Rezultati: Identifikovani modeli OSK dosledno skraéuju lead-time do
odluke i redukuju broj poseta. Adekvatnost uzoraka je visoka, posebno
uz ROSE/telecitologiju, $to smanjuje ponovne punkcije. Zadovoljstvo
pacijenata je visoko; bezbednosni profil FNA ostaje povoljan. Ekonomske
analize ukazuju da je isplativost ROSE kontekst-zavisna i najveca pri
visoj baznoj neadekvatnosti /ili nizem trosku. Predlozen je KPI paket:
lead-time, udeo ,,jedna poseta“, Bethesda I, udeo ROSE, ponovna FNA
<90 dana, troSak po epizodi, zadovoljstvo.
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Zakljucak: OSK su primenljiv i vrednosno orijentisan model za dijagno-
stiku Stitaste Zlezde. Selektivna primena ROSE/telecitologije i upravljanje
na osnovu KPI omogucavaju efikasnu i bezbednu implementaciju u
razli¢itim resursnim okruzenjima.

Kljuéne redi: one-stop klinika; Stitasta zlezda; ultrazvuk; fina iglena
aspiracija; ROSE; TIRADS; Bethesda; indikatori performansi; zdrav-
stveni menadzment

UvobD

Nodularna bolest Stitaste zlezde spada medu najcesée razloge upucivanja u en-
dokrinoloske i radioloske ambulante, sa Sirokim spektrom klini¢kih scenarija — od
slucajno otkrivenih nodusa na ultrazvuku do sumnje na diferencirani karcinom. U
poslednje dve decenije, standardizacija dijagnostike i odlucivanja, zasnovana na smer-
nicama Americkog tireoidnog udruzenja (ATA), postavila je cvrst temelj za racionalno
koris¢enje ultrazvuka (UZ), citologije tankom iglom (FNA) i procene individualnog
rizika (1). Istovremeno, razvoj sistema za stratifikaciju rizika na osnovu UZ karakte-
ristika, posebno ACR TI-RADS i EU-TIRADS, doneo je ve¢u doslednost u proceni
verovatno¢e maligniteta i indikacijama za FNA, ¢ime je unapredena uskladenost
izmedu endokrinologa i radiologa (2-3). Standardizacija izveStavanja citologije kroz
”The Bethesda System™ (verzija 2017) dodatno je smanjila ,,sive zone* i olaksala
jasnije klinicke odluke (4).

Uprkos napretku, klinicki putevi Cesto ostaju fragmentisani: pacijenti obavljaju
viSe poseta (klinicki pregled, UZ u radiologiji, zatim FNA i kasniji povratak po re-
zultat), §to produzava vreme do definitivne odluke, povecava opterecenje sistema i
troskove za pacijenta i ustanovu. Sumarni pregledi ukazuju da optimizovani algoritmi
— koji povezuju UZ-baziranu stratifikaciju, selektivnu FNA i ranu multidisciplinarnu
diskusiju — skracuju dijagnosticko-terapijski tok i smanjuju nepodesne intervencije
(5). Na toj osnovi razvio se model ”one-stop* klinike (OSK): organizacije u kojoj se
klinicki pregled, UZ, indikacija i izvodenje UZ-vodene FNA (po potrebi i brza on-site
citoloska procena, ROSE), te inicijalna odluka o lecenju obave u jednoj poseti (5-8).

OSK pristup integriSe kljucne resurse u jednom terminu i prostoru — endokri-
nologa, radiologa/sonografistu, citopatologa i, prema potrebi, hirurga — oslanjajuci
se na standardizovane alate (ACR/EU-TIRADS, Bethesda) i jasne protokole. Podaci
iz praksi u razli¢itim zdravstvenim sistemima pokazuju da OSK skracuje vreme od
upucivanja do plana leCenja, smanjuje broj poseta i interspecijalistickih transfera,
podize zadovoljstvo pacijenata i moze ostvariti ekonomske ustede (6—8). Posebno
su informativni modeli takozvanih ,,visokorezolutivnih* endokrinoloskih ambulanti
gde se UZ i FNA izvode tokom iste posete, uz demonstriran pad dodatnih uputnih
procedura i troSkova (7-8).
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Kriticne ,,tehnic¢ke poluge* kvaliteta u OSK su adekvatnost FNA i blagovre-
mena interpretacija. Uvodenje ROSE (rapid on-site evaluation), gde citopatolog ili
obuceni profesionalac potvrduje adekvatnost materijala tokom iste seanse, dosled-
no podize stopu adekvatnih uzoraka i smanjuje potrebu za ponovnim punkcijama,
¢ime se dodatno skracuje tok i Stedi resurs (9). Ovakav fokus na kvalitet uzoraka,
u kombinaciji sa doslednom primenom TIRADS kriterijuma i Bethesda kategori-
zacije, omogucava brzu i pouzdanu trijazu izmedu nadzora, dodatne dijagnostike
ili hirurgije (2-4, 9).

Vazno je i da je izvodljivost OSK potvrdena i u okruzenjima sa ograni¢enim
resursima, uz o¢uvanje bezbednosti i ishoda — §to sugerise dobru prenosivost modela
i van visoko-specijalizovanih centara (10). To je narocito relevantno za zdravstvene
sisteme u tranziciji i regione sa neravnomernom raspodelom radioloskih i citopato-
loskih kapaciteta, gde integrisanje usluga u jednom terminu moze znacajno ublaziti
uska grla.

Polaze¢i od toga, ovaj rad ima tri cilja: (i) da opisno mapira organizacione mo-
dele 1 kljuéne procese OSK za nodularnu bolest Stitaste zlezde; (i) da predlozi skup
kljucnih indikatora performansi (KPI) za pracenje kvaliteta, efikasnosti i vrednosti za
pacijenta; i (iii) da sintetiSe dostupne ishode (vreme do dijagnoze/odluke, adekvatnost
FNA, broj poseta, troskovi, zadovoljstvo 1 bezbednost) iz literature, uz prakti¢ne
smernice za implementaciju u nasim uslovima (1-10).

METODOLOGIJA

Dizajn pregleda. Sproveden je scoping pregled u skladu s PRISMA-ScR smer-
nicama i aktuelnim metodoloskim uputstvom JBI (11-12). PRISMA 2020 okvir je
koriS¢en za transparentno prikazivanje toka selekcije (dijagrama) i izveStavanje,
prilagodeno scoping formatu (13). Pretrazivacka strategija i izvestavanje o pretrazi
slede PRISMA-S preporuke (14).

Okvir pitanja (PCC).

— Populacija: odrasli sa nodularnom bolesc¢u Stitaste zlezde ili upuceni na dija-
gnostiku Stitaste zlezde.

— Koncept: modeli “ne-stop* klinika (OSK), “high-resolution* endokrinoloske
ambulante, organizacija ,,isti dan UZ+FNA/ROSE®, integrisana dijagnostika i trijaza.

— Kontekst: ambulantne 1 bolni¢ke endokrinolosko-radioloske sluzbe, sve razine
zdravstvenih sistema, bez geografskog ogranicenja.

Kriterijumi ukljuc¢ivanja/iskljucivanja. Ukljucene su primarne studije i izve-
Staji (prospektivne/retrospektivne kohorte, pre-post evaluacije, serije slucajeva >
30 pacijenata, programi unapredenja kvaliteta, ekonomske evaluacije) koji opisuju
organizaciju procesa OSK 1/ili izvestavaju ishode/KPI (vreme do dijagnoze/odluke,
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broj poseta, adekvatnost FNA, ponovljene punkcije, upotreba ROSE, troskovi, za-
dovoljstvo, bezbednosni dogadaji). Iskljuceni su izolovani case report-i, komentari,
pregledni ¢lanci bez originalnih podataka, studije bez jasnog OSK koncepta i radovi
bez relevantnih ishoda.

Izvori informacija i strategija pretrage. Pretrazene su MEDLINE/PubMed,
Scopus i Web of Science od 2000. do 14. avgusta 2025. Bez jezi¢kog ogranice-
nja; u praksi su obuhvaceni engleski, Spanski, portugalski, francuski, nemacki i
srpsko-hrvatski. Kori§¢ene su kombinacije klju¢nih reéi i kontrolisanih pojmova
(prilagodeno bazi):

(“one-stop” OR “same-day” OR “high-resolution clinic” OR “rapid access cli-
nic”) AND (thyroid OR “thyroid nodule”) AND (ultrasound OR FNA OR “fine-needle
aspiration” OR ROSE OR cytology) AND (clinic* OR pathway OR workflow OR
organization OR efficiency OR cost).*

Dodatno je sprovedeno ”snowballing® pracenje referenci i citata u relevantnim
radovima (11-14).

Selekcija studija. Naslovi/sazeci su skriningovani u duplikatu, uz razreSavanje
neslaganja konsenzusom. Potencijalno relevantni radovi su nabavljeni u punom tekstu;
ukljucivanje je odlucivano prema unapred definisanim kriterijumima. Tok selekcije
bice prikazan PRISMA 2020 dijagramom (13).

Ekstrakcija podataka. Standardizovana Sema (pilotirana na 5 radova) obuhvatala
je: karakteristike OSK modela (jedinice ukljucenih disciplina; dostupnost UZ, FNA,
ROSE; logistika iste — posete), protokole (TIRADS, Bethesda), metrika toka (lead
time do odluke; broj poseta), dijagnosticke performanse (adekvatnost FNA, ponov-
ljene punkcije), ekonomske pokazatelje (direktni troskovi, ustede), zadovoljstvo
pacijenata i bezbednost (komplikacije). Podaci su uparivani/deduplicirani po autoru,
godini, ustanovi i periodu.

Procena metodoloskih karakteristika (opciono). lako formalna kriticka procena
kvaliteta nije obavezna u scoping pregledima (11-12), planirano je deskriptivno
mapiranje izvora potencijalne pristrasnosti; za nerandomizovane uporedne studije
aludirali smo na dimenzije ROBINS-I (15). Za studije dijagnosticke tacnosti (npr.
UZ/TIRADS vs. citologija/histologija) belezeni su elementi STARD 2015 (16); za
opservacione studije elementi STROBE (17).

Sinteza i prezentacija. Rezultati ¢e biti prikazani narativno po domenima: (i)
organizacioni modeli i protoci; (ii) KPI skup; (iii) ishodi (vreme, posete, adekvatnost
FNA/ROSE, troskovi, zadovoljstvo, bezbednost); (iv) kontekstualni faktori (tip usta-
nove, resursi). Kada je metodoloski smisleno i1 podaci homogenih metrika dostupni,
bice prikazane i sumarizovane deskriptivne statistike (npr. median/IRQ vremena do
odluke) bez formalne metaanalize (11-12).

Etika. Prethodno objavljeni i agregirani podaci bez identifikatora; stoga eticko
odobrenje nije bilo potrebno (11-12).
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MODELI PROCESA "ONE-STOP“ KLINIKA
(ORGANIZACIJA I TOK RADA)

Definicija i cilj. ”One-stop* klinika (OSK) za nodularnu bolest Stitaste zlezde
organizuje klinicki pregled, ultrazvuk (UZ), eventualnu UZ-vodenu FNA (po potrebi
sa ROSE) i inicijalnu odluku o le€enju u jednoj poseti, oslanjajuéi se na standardizo-
vane alate (ACR/EU-TIRADS; Bethesda) i jasno definisane protokole (2—4, 6-8, 10).

A) Standardni tok rada (primer operativnog protokola)

1. Pre-dolazak (e-upit i trijaza)
— Elektronski upit s razlozima upuéivanja i ranijim nalazima (TSH/FT4/an-
ti-TPO, prethodni UZ/FNA).
— Preliminarna UZ-stratifikacija rizika (ako postoji raniji nalaz) i zakazivanje
OSK termina sa o¢ekivanim trajanjem (2-3).
2. Prijem i klinicki pregled
— Endokrinoloska anamneza i status; verifikacija indikacije za UZ i moguce
FNA prema ACR/EU-TIRADS pragovima (2-3).
— Obavezni ,,time-stampovi‘“ (prijem, pocetak UZ, odluka o FNA) radi pracenja
lead-time metrika.
3. UZ i odluc¢ivanje o FNA
— Standardizovan UZ protokol (veli¢ina, kompozicija, ehogenost, margine,
kalcifikacije, oblik; TIRADS skor) (2-3).
— Odluka o FNA na osnovu TIRADS kategorije i pre¢nika; informisani pristanak
i zajedni¢ko donosenje odluke (1-3, 5).
4. UZ-vodena FNA (po potrebi ROSE)
— 25-27G igla; 24 prolaza, direktni razmazi + “cell block*.
— ROSE (rapid on-site evaluation) za proveru adekvatnosti; narocito korisna
u sredinama sa viSom baznom stopom neadekvatnosti ili kod operatera u
obuci (9).
— Alternativa’/kombinacija: telecitologija za udaljenu ROSE podrsku (npr. re-
al-time video) kada citopatolog nije fizicki prisutan (18).
5. Preliminarna integracija nalaza i plan
— Kratki ”huddle® endokrinolog—radiolog—citopatolog: privremena klasifikacija
po Bethesda (ako je dostupna brza procena) i zapis odluke: nadzor / dodatna

dijagnostika (ponovna FNA, molekularno testiranje) / hirurSka evaluacija
(4-5,9).
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— Dokumentovan individualizovani plan i edukacija pacijenta; termin za do-
stavu finalne citologije i MDT po potrebi.
6. Isti dan — perspektiva pacijenta
— U OSK modelima dosledno je zabeleZzeno smanjenje broja poseta i krace

vreme do odluke, uz visoko zadovoljstvo; u ,,visokorezolutivnim* endokri-
noloskim ambulantama demonstrirane su i ekonomske koristi (6-8).

— U modelima isti-dan FNAC-dijagnostike registrovano je i brze smanjenje
anksioznosti mereno STAI skalom (19).

Upravljanje OSK treba uskladiti s konceptom ,,vrednosti* i sa ”Triple Aim*
okvirom (ishodi, iskustvo, trosak), jer KPI moraju odrazavati ono §to je klinicki i
organizaciono najvaznije (20-21).

B) Varijante implementacije (u zavisnosti od resursa)

« OSK-Lite: UZ + FNA u jednoj poseti, bez formalne ROSE; fokus na
skracenje ,,vreme-do-odluke*, uz ciljanu ponovnu FNA sledeceg dana ako
je prvi nalaz Bethesda I (4, 6).

« OSK sa ROSE (on-site ili telecitologija): maksimalno smanjenje udela
Bethesda I i ponovnih punkcija (9, 18).

« OSK sa preliminarnom citologijom istog dana: gde logistika dozvoljava brzu
boju i evaluaciju; preliminarni izvestaj + finalna verifikacija (4, 9, 18).

C) Kontrola kvaliteta unutar procesa

« Standardizacija UZ izvestaja (ACR/EU-TIRADS) i dosledna primena in-
dikacija za FNA (2-3).

« Adekvatnost FNA: cilj je nizak udeo Bethesda I; ROSE dokazano povecava
adekvatnost i smanjuje ponovljene punkcije (9, 22-23).

« Vreme procedure i logistika: ROSE moze smanjiti odlozena zakazivanja,
ali ponekad produzi trajanje pojedinacne procedure; to treba balansirati
rasporedom i resursima (9, 23, 24).

+ Bezbednost: prac¢enje nezeljenih dogadaja posle FNA (krvarenje, vazova-
galne reakcije) 1 “rescue” termina (5).

« MDT-case review za grani¢ne/indeterminantne slucajeve da bi se smanjili
nepotrebni zahvati (1, 4-5).
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PREDLOG SKUPA KPI ZA OSK

Okuvir i principi. KPI grupisati prema operativnim, klini¢ckim, ekonomskim
1 iskustvenim pokazateljima, u skladu s pristupom vrednosti i Triple Aim para-
digmom (20-21). Pragove postaviti prema lokalnim baznim performansama i
prioritetima.

1) Operativni KPI (efikasnost toka)

Lead-time od uputa do inicijalnog plana (dani); medijana i IQR (68, 10).
Udeo pacijenata kompletiranih u jednoj poseti (%) (UZ + FNA + plan)
(6-8).

Udeo FNA izvedenih istog dana posle UZ (%) (6-7).

Udeo FNA s ROSE (%) i vreme po proceduri (min); korist vs. opterecenje
resursa (9, 23, 24).

Stopa ponovne FNA u <90 dana (%) (nize je bolje) (4, 9).

2) Klini¢ki KPI (kvalitet dijagnostike/ishodi)

Bethesda I (nondiagnostic) (%) — cilj <10% uz optimalan proces; smanjenje
nakon uvodenja ROSE (4, 9, 22).

Distribucija Bethesda [I-VI (%) i konverzija u definitivnu dijagnozu (4).
Stopa ,,benignih* operacija (%) medu operisanima (indikator adekvatne se-
lekcije) (1, 5).

Vreme do hirurske odluke / do zahvata (dani) za Bethesda V-VI (6-7).
Stopa nezeljenih dogadaja posle FNA (%) (5).

3) Ekonomski KPI (trosak i iskoriS¢enje)

TroSak po epizodi (poseta + UZ + FNA + ROSE) i uStede po izbegnutoj poseti
(6-8).

Inkrementalni troSak-po-adekvatnoj FNA sa i bez ROSE; cost-effectiveness
zavisi od bazne adekvatnosti i cene ROSE (22-23).

— Pragovi u praksi: rutinska ROSE tezi da nije isplativa ako je bazna adek-
vatnost bez ROSE > 85% 1i/ili su troSkovi ROSE visoki; postaje isplativa
pri nizoj baznoj adekvatnosti ili nizem trosku ROSE (23).
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4) Iskustvo pacijenta

« Zadovoljstvo (Likert/NPS) nakon posete OSK (7-8).

« Promena anksioznosti (STAI-6) pre/posle posete u modelima sa isti-dan di-
jagnostikom (19).

Implementaciona napomena: KPI automatizovati iz HIS/RIS/LIS (time-stampovi,
Sifre procedura, citologija); mesecni “run-chart™ pregledi i kvartalni MDT audit (20-21).

ISHODI "ONE-STOP“ KLINIKA IZ LITERATURE

Sazetak nalaza. U “one-stop*‘/visokorezolutivnim endokrinoloskim ambulantama
za nodularnu bolest Stitaste zlezde dosledno se belezi manje poseta i kra¢e vreme do
odluke, uz dobru dijagnosticku adekvatnost, visoko zadovoljstvo pacijenata i raci-
onalizaciju troSkova. Efekti su najizrazeniji kada su UZ-stratifikacija rizika (ACR/
EU-TIRADS) i standardizovana FNA (po potrebi sa ROSE/telecitologijom) ukom-
ponovani u isti dolazak (6-9, 19, 22-23, 25-27, 32).

1) Vreme i efikasnost toka

Uvodenje “one-stop* modela (UZ + isti-dan US-FNA u endokrinoloskoj/
hirurskoj ambulanti) smanjuje broj dolazaka i medijanu vremena do plana lecenja
(npr. 42—14 dana) (6). U nacionalnim iskustvima ,,visokorezolutivnih* klinika
drugi kontrolni pregled je u 21-42% slucajeva postao nepotreban, a zahtevi upuceni
radiologiji za tiroidealni UZ znacajno su opali, uz merljive ustede (7-8). Analize
klini¢kih puteva dodatno ukazuju da je ,,usko grlo ¢esto upravo zakazivanje UZ
u radiologiji, koje OSK model premosc¢ava integracijom UZ u prvu posetu (25).

2) Dijagnosticki kvalitet (adekvatnost i ponovljene FNA)

Sistematske i institucionalne analize pokazuju da ROSE smanjuje udeo Bethesda
I i optimizuje broj prolaza, iako se efekat razlikuje po kontekstu (9, 22, 26-27). U
velikoj seriji ROSE je skratio vreme procedure i broj uboda (27), dok metaanalize
potvrduju poboljsanje adekvatnosti (9, 22). Uvodenje telecitologije moze smanjiti
neadekvatnost na ~2-4% 1 tako pribliziti u¢inak “on-site* citopatologa u centrima
bez njegove stalne fizicke dostupnosti (32).

3) Iskustvo pacijenata

Modeli sa isti-dan FNAC dijagnozom dovode do brzog pada anksioznosti (STAI)
i zadrzavaju visoku dijagnosti¢ku tac¢nost (19). U anketama, zadovoljstvo korisnika
u visokorezolutivnim ambulantama je visoko (prosec¢no ~4/5) (8).
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4) Ekonomika

Osim direktnih usteda zbog manjeg broja pregleda i eksternih UZ (7-8), cost-effe-
ctiveness analiza za ROSE pokazuje da je isplativost kontekst-zavisna: ROSE je
verovatnije isplativ tamo gde je bazna neadekvatnost visa i/ili su troskovi ROSE nizi
(23, 28). U suprotnom, selektivna primena (npr. za ,,teSke* nodule ili tokom obuke)
moze biti racionalnija (22-23, 26-28).

5) Bezbednost

US-vodena FNA je bezbedna procedura sa vrlo niskim stopama ozbiljnih ne-
zeljenih dogadaja (29-30). U velikoj kohorti CNB (kao dopunske metode) ukupne
komplikacije su ~0,8%, a ozbiljne ~0,06% (31). U OSK okruzenju, standardizovani
protokoli informisanog pristanka i post-proceduralno pracenje doprinose bezbednosti
(5,29-31).

Zakljucak: OSK za stitastu zlezdu, kada su protokoli uskladeni sa ACR/EU-TI-
RADS i Bethesda, uz selektivnu upotrebu ROSE/telecitologije, donosi brzu, vred-
nosno orijentisanu dijagnostiku uz visoko zadovoljstvo i kontrolisane troskove, bez
naruSavanja bezbednosti (6-9, 19, 22-23, 25-32).

DISKUSIJA

Tumacenje klju¢nih nalaza. U skladu sa nalazima iz viSe zdravstvenih sistema,
model “one-stop* (OSK) za nodularnu bolest Stitaste zlezde donosi krace vreme
do odluke, manje poseta i racionalizovane troskove, bez kompromisa u bezbed-
nosti (6-8, 10, 22-23, 29-31). Efekti su najizrazeniji kada su ACR/EU-TIRADS
i Bethesda dosledno primenjeni, a ROSE/telecitologija koriS¢eni selektivno za
kontekste sa ve¢im rizikom neadekvatnosti uzorka (2—4, 9, 18, 22-23, 32). Ova-
kva organizacija je u skladu sa principima vrednosti u zdravstvu i Triple Aim
paradigme (20-21).

Implikacije za klinicku praksu. Za ustanove sa ogranicenim kapacitetima radi-
ologije i citopatologije OSK ,,premosc¢ava‘ uska grla integracijom UZ i (po potrebi)
FNA u istu posetu; to smanjuje odlaganja i nepotrebne transferne korake (6-8, 25).
ROSE dokazano poveéava adekvatnost i smanjuje ponovljene punkcije, ali rutinska
primena nije univerzalno najracionalnija; ekonomski modeli pokazuju zavisnost
isplativosti od bazne stope neadekvatnosti i cene ROSE, §to govori u prilog cilja-
noj (selektivnoj) primeni — npr. kod operatera u obuci, cisti¢nih/tehnicki zahtevnih
nodusa ili kada je bazna neadekvatnost visoka (9, 22-23). Telecitologija je odrziva
alternativa tamo gde on-site citopatolog nije dostupan, uz snizavanje neadekvatnosti
ka vrednostima 2—4% (18, 32).
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Organizacioni zahtevi. OSK trazi jasan protokol uloga (endokrinolog—radio-
log—citopatolog), standardizovane UZ izvestaje (TI-RADS), rutinsko evidentiranje
vremenskih oznaka (time-stamp) i ugradene liste za Bethesda klasifikaciju (2—4).
Za ,,isti-dan“ tok potrebna je tehnicka priprema (setovi igala, bojenja za brzu
procenu) i logisticki slotovi za ROSE/telecitologiju (9, 18, 22-23, 32). Bezbed-
nosni profil FNA ostaje povoljan uz standardizovan pristanak i postproceduralni
nadzor (29-31).

Pracenje performansi i upravljanje na osnovu podataka. Predlozeni KPI okvir
treba vezati za vrednost za pacijenta (20) 1 Triple Aim (21): lead-time do odluke,
udeo kompletiranih epizoda u jednoj poseti, Bethesda I (%), udeo FNA sa ROSE,
stope ponovne FNA, trosak po epizodi i zadovoljstvo. Operativno, promene je naj-
jednostavnije nadzirati mese¢nim run-chart prikazima, sa pragovima za brzu reakciju
tima (35). Kod pada performansi (npr. porast Bethesda I) prvi korak je ”oot-cause*
analiza: tehnika uzorkovanja, broj prolaza, raspolozivost ROSE/telecitologije, obuka
osoblja (9, 22-23, 35).

Ograni¢enja dokaza. Veéina dostupnih studija su opservacione (pre-post,
serije sluCajeva) i heterogene su po definicijama ishoda, §to ograni¢ava metaana-
liticko sintezovanje i namece rizike pristrasnosti (15, 17). Studije dijagnosticke
tacnosti ne primenjuju uvek STARD elemente, a ekonomske evaluacije variraju
po perspektivi i obuhvatu troskova (16, 22-23). Potrebne su multicentri¢ne,
prospektivne evaluacije sa harmonizovanim definicijama KPI i transparentnim
ekonomskim modelima.

Preporuke za implementaciju u nasim uslovima.

1. Fazno uvodenje OSK sa jasno definisanim protokolom UZ/FNA, eviden-
cijom “time-stamp* i standardizovanim TI-RADS/Bethesda izvestavanjem
(2-4).

2. Selektivna ROSE (ili telecitologija) usmerena na ,,teske‘ nodule i/ili programe
obuke; periodi¢na reevaluacija isplativosti (9, 18, 22-23, 32).

3. KPI paket: lead-time, Bethesda I, ponovna FNA <90 dana, udeo ,,jedna pose-
ta®, troSak po epizodi, zadovoljstvo; run-charts sa kvartalnim MDT auditom
(20-21, 35).

4. Okviri implementacije: planiranje i evaluaciju strukturirati kroz CFIR domene
(intervencija, unutra$nji/spoljasnji kontekst, pojedinci, proces) i RE-AIM
(doseg, efikasnost, usvajanje, implementacija, odrzivost) radi translacije i
skaliranja (33-34).

Istrazivacke praznine. Nedostaju standardizovani pragovi za ,,ciljanje* ROSE u
OSK, robustne procene uticaja OSK na ,,benigne® operacije i dugoro¢ne ishode, kao
i komparativne studije razli¢itih modela telecitologije (9, 18, 22-23, 32).
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ZAKLJUCAK

U sopstvenoj oceni, model “one-stop* klinike (OSK)) za nodularnu bolest Stitaste
zlezde predstavlja najracionalniji nacin da se dijagnosticki tok ucini brzim, pregled-
vanog ultrazvuka i, po potrebi, UZ-vodene FNA sa brzim ocitavanjem adekvatnosti
(ROSE/telecitologija) u jednoj poseti prirodno eliminise nepotrebne korake i smanjuje
varijabilnost procesa.

Smatramo da je klju¢ uspeha OSK dosledna primena TI-RADS/Bethesda pro-
tokola, zajednicko donosenje odluka u okviru kompaktne, ko-lokirane (ili virtuelno
uvezane) endokrinolosko-radiolosko-citopatolosSke jedinice i aktivno upravljanje
vremenom kroz obavezne “’time-stampove®. Takva organizacija omogucava timu da
svakodnevno vidi gde nastaju uska grla i da pravovremeno intervenise.

ROSE 1/ili telecitologiju preporuc¢ujemo selektivno: kod tehnic¢ki zahtevnih
nodusa, operatera u obuci i u okruzenjima sa viSom baznom stopom neadekvatnosti.
Time se balansira dodatni angazman resursa sa dobitkom u adekvatnosti i smanjenju
ponovnih punkcija.

Predlazemo pragmatican KPI paket za rutinsko prac¢enje ucinka OSK: (1) le-
ad-time od uputa do inicijalnog plana, (2) udeo epizoda zavrsenih u jednoj poseti, (3)
Bethesda I (%), (4) udeo FNA sa ROSE, (5) ponovna FNA u <90 dana, (6) troSak po
epizodi i (7) zadovoljstvo pacijenata. Kao polazne ciljne vrednosti za prvi godiSnji
ciklus sugeriSemo: lead-time < 14 dana, > 70% epizoda zavrSenih u jednoj poseti,
Bethesda I < 10%, ponovna FNA < 10%, i prosecna ocena zadovoljstva > 4/5; nakon
stabilizacije procesa ciljeve treba postrozavati.

Zaustanove sa ograni¢enim resursima zagovaramo fazni pristup: OSK-Lite (UZ
+ FNA u jednoj poseti, bez rutinske ROSE) kao pilot, potom ciljano uvodenje ROSE/
telecitologije i Sirenje na pun OSK model uz kvartalne revizije protokola i KPI.

Istrazivacki prioriteti, po naSem misljenju, obuhvataju razvoj standardizovanih
definicija KPI za OSK, evaluaciju uticaja OSK na ,,benigne* operacije i dugoro¢ne
ishode, te robustne ekonomske modele koji ukljucuju perspektivu pacijenata i platisa.
Verujemo da su ovi koraci dovoljni da OSK postane odrziv standard prakse u klinickim
sredinama sli¢nim nasoj.
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Abstract: Background: Fragmented care pathways for thyroid nodular
disease prolong time to decision and increase costs. “One-stop” clinics
(OSCs) integrate clinical evaluation, ultrasound, ultrasound-guided
fine-needle aspiration (FNA) and, when appropriate, rapid on-site eva-
luation (ROSE)/telecytology in a single visit.

Objective: To map organizational models of OSCs, define key performan-
ce indicators (KPIs), and summarize outcomes (time, visits, adequacy,
repeat FNA, costs, patient satisfaction, safety).

Methods: Scoping review following PRISMA-ScR and JBI guidance.
MEDLINE, Scopus, and Web of Science were searched (2000—-August
2025). We included studies that operationalized OSCs and/or reported
KPIs/outcomes. Data extraction covered organizational features, proto-
cols (ACR/EU-TIRADS, Bethesda), flow metrics, FNA/ROSE adequacy,
economics, satisfaction, and safety. Narrative synthesis was performed.

Results: Identified OSC models consistently shorten lead time to decision
and reduce the number of visits. Sample adequacy is high—especially with
ROSE/telecytology—thereby lowering repeat FNA rates. Patient satisfa-
ction is high; the safety profile of FNA remains favourable. Economic
analyses indicate that the cost-effectiveness of ROSE is context-depen-
dent and greatest when baseline inadequacy is higher and/or ROSE costs
are lower. A KPI set is proposed: lead time, proportion of “single-visit”
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completions, Bethesda I rate, ROSE utilization, repeat FNA < 90 days,
cost per episode, and satisfaction.

Conclusion: OSCs are an applicable, value-oriented model for thyroid
diagnostics. Selective use of ROSE/telecytology and KPI-driven mana-
gement enable efficient and safe implementation across diverse resource
settings.

Keywords: one-stop clinic; thyroid; ultrasound; fine-needle aspiration;
ROSE; TIRADS; Bethesda; performance indicators; health management.

INTRODUCTION

Thyroid nodular disease is among the most common reasons for referral to endo-
crinology and radiology clinics, spanning a wide spectrum of clinical scenarios—from
incidentally detected nodules on ultrasound to suspected differentiated carcinoma.
Over the past two decades, diagnostic standardization and decision-making based
on the American Thyroid Association (ATA) guidelines have established a firm
foundation for the rational use of ultrasound (US), fine-needle aspiration cytology
(FNA), and individualized risk assessment (1). At the same time, the development of
ultrasound-based risk stratification systems—particularly ACR TI-RADS and EU-TI-
RADS-has brought greater consistency to estimating the probability of malignancy
and determining indications for FNA, thereby improving alignment between endo-
crinologists and radiologists (2-3). Standardization of cytology reporting through
The Bethesda System (2017 version) has further reduced “grey zones” and enabled
clearer clinical decisions (4).

Despite these advances, clinical pathways often remain fragmented: patients
make multiple visits (clinical examination, US in radiology, then FNA and a later
return for results), which prolongs time to a definitive decision and increases system
burden and costs for both patient and institution. Summary reviews indicate that
optimized algorithms—which link US-based risk stratification, selective FNA, and
early multidisciplinary discussion—shorten the diagnostic—therapeutic pathway and
reduce inappropriate interventions (5). On this basis, the “one-stop” clinic (OSC)
model emerged: an organization in which clinical examination, US, the indication
for and performance of US-guided FNA (with rapid on-site cytologic evaluation,
ROSE, when needed), and the initial treatment decision are completed in a single
visit (5-8).

The OSC approach integrates key resources in one time slot and setting—an
endocrinologist, a radiologist/sonographer, a cytopathologist, and, when necessary,
a surgeon-relying on standardized tools (ACR/EU-TIRADS, Bethesda) and clear
protocols. Data from practice across different health systems show that OSCs shorten
the time from referral to treatment plan, reduce the number of visits and inter-special-
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ty transfers, improve patient satisfaction, and can generate economic savings (6-8).
Particularly informative are models of so-called “high-resolution” endocrinology
clinics in which US and FNA are performed during the same visit, with demonstrated
reductions in additional referral procedures and costs (7-8).

The critical “technical levers” of quality in OSCs are FNA adequacy and timely
interpretation. Implementing ROSE—whereby a cytopathologist or trained professio-
nal confirms specimen adequacy during the same session—consistently increases the
adequacy rate and reduces the need for repeat aspirations, thereby further shortening
the pathway and conserving resources (9). This focus on sample quality, combined
with consistent application of TI-RADS criteria and Bethesda categorization, enables
rapid and reliable triage among surveillance, additional diagnostics, or surgery (24, 9).

Importantly, OSC feasibility has been confirmed in resource-limited settings
while maintaining safety and outcomes—suggesting good transferability of the model
beyond highly specialized centers (10). This is particularly relevant for health systems
in transition and regions with uneven distribution of radiologic and cytopathologic
capacity, where integrating services into a single appointment can significantly alle-
viate bottlenecks.

Building on this, the present paper has three aims: (i) to descriptively map or-
ganizational models and key processes of OSCs for thyroid nodular disease; (ii) to
propose a set of key performance indicators (KPIs) to monitor quality, efficiency, and
patient value; and (iii) to synthesize available outcomes (time to diagnosis/decision,
FNA adequacy, number of visits, costs, satisfaction, and safety) from the literature,
with practical guidance for implementation in our setting (1-10).

METHODOLOGY

Review design. A scoping review was conducted in accordance with PRI-
SMA-ScR guidelines and current JBI methodological guidance (11-12). The PRISMA
2020 framework was used for transparent presentation of the study selection flow
(diagram) and reporting, adapted to the scoping format (13). The search strategy and
search reporting followed PRISMA-S recommendations (14).

Question framework (PCC).

— Population: adults with thyroid nodular disease or referred for thyroid dia-
gnostics.

— Concept: models of “one-stop” clinics (OSCs), “high-resolution” endocrinology
clinics, same-day US+FNA/ROSE organization, integrated diagnostics and triage.

— Context: outpatient and inpatient endocrinology—radiology services, all levels
of health systems, without geographic restriction.

Inclusion/exclusion criteria. We included primary studies and reports (prospecti-
ve/retrospective cohorts, pre—post evaluations, case series >30 patients, quality-im-
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provement programs, economic evaluations) that describe the organization of OSC
processes and/or report outcomes/KPIs (time to diagnosis/decision, number of visits,
FNA adequacy, repeat aspirations, ROSE utilization, costs, satisfaction, safety events).
We excluded isolated case reports, commentaries, review articles without original
data, studies without a clear OSC concept, and papers lacking relevant outcomes.

Information sources and search strategy. MEDLINE/PubMed, Scopus, and Web
of Science were searched from 2000 to 14 August 2025. No language restrictions were
applied; in practice, English, Spanish, Portuguese, French, German, and Serbo-Cro-
atian were covered. We used combinations of keywords and controlled vocabulary
(database-specific):

(“one-stop” OR “same-day” OR “high-resolution clinic” OR “rapid access cli-
nic”) AND (thyroid OR “thyroid nodule”) AND (ultrasound OR FNA OR “fine-needle
aspiration” OR ROSE OR cytology) AND (clinic* OR pathway OR workflow OR
organization OR efficiency OR cost).”

Reference and citation snowballing was additionally performed in relevant
papers (11-14).

Study selection. Titles/abstracts were screened in duplicate, with disagreements
resolved by consensus. Potentially relevant records were retrieved in full text; inclu-
sion was decided against pre-specified criteria. The selection flow will be presented
in a PRISMA 2020 diagram (13).

Data extraction. A standardized template (piloted on 5 studies) captured: OSC
model characteristics (disciplines involved; availability of US, FNA, ROSE; same-visit
logistics), protocols (TI-RADS, Bethesda), flow metrics (lead time to decision; num-
ber of visits), diagnostic performance (FNA adequacy, repeat aspirations), economic
indicators (direct costs, savings), patient satisfaction, and safety (complications). Data
were matched/deduplicated by author, year, institution, and period.

Assessment of methodological characteristics (optional). Although formal quality
appraisal is not required in scoping reviews (11-12), we planned descriptive mapping
of potential sources of bias; for non-randomized comparative studies we referenced
ROBINS-I domains (15). For diagnostic accuracy studies (e.g., US/TI-RADS vs.
cytology/histology) we noted STARD 2015 elements (16); for observational studies,
STROBE elements (17).

Synthesis and presentation. Results will be presented narratively by domain:
(i) organizational models and workflows; (ii) KPI set; (iii) outcomes (time, visits,
FNA/ROSE adequacy, costs, satisfaction, safety); (iv) contextual factors (facility
type, resources). Where methodologically appropriate and homogeneous metrics
are available, descriptive statistics will be summarized (e.g., median/IQR for time to
decision) without formal meta-analysis (11-12).

Ethics. Previously published and aggregated data without identifiers were used;
therefore, ethics approval was not required (11-12).
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PROCESS MODELS OF “ONE-STOP” CLINICS
(ORGANIZATION AND WORKFLOW)

Definition and aim. A one-stop clinic (OSC) for thyroid nodular disease organizes
the clinical examination, ultrasound (US), US-guided FNA when indicated (with ROSE
if needed), and the initial treatment decision within a single visit, relying on standardi-
zed tools (ACR/EU-TIRADS; Bethesda) and clearly defined protocols (2—4, 6-8, 10).

A) Standard workflow (example operating protocol)

1) Pre-arrival (e-intake and triage)

— Electronic intake form with reasons for referral and prior results (TSH/FT4/
anti-TPO, prior US/FNA).

— Preliminary US-based risk stratification (if a prior report exists) and scheduling
of the OSC slot with expected duration (2-3).

2) Check-in and clinical assessment
— Endocrine history and examination; verification of indication for US and
potential FNA according to ACR/EU-TIRADS thresholds (2-3).
— Mandatory time-stamps (check-in, start of US, FNA decision) to track lead-ti-
me metrics.
3) US and FNA decision-making
— Standardized US protocol (size, composition, echogenicity, margins, calcifi-
cations, shape; TI-RADS score) (2-3).
— FNA decision based on TI-RADS category and size; informed consent and
shared decision-making (1-3, 5).
4) US-guided FNA (ROSE as needed)
— 25-27G needle; 2—4 passes, direct smears + cell block.
— ROSE (rapid on-site evaluation) to verify adequacy; especially useful where
baseline inadequacy is higher or operators are in training (9).
— Alternative/combination: telecytology to provide remote ROSE support (e.g.,
real-time video) when a cytopathologist is not physically present (18).
5) Preliminary integration of findings and plan
— Briefhuddle among endocrinologist-radiologist—cytopathologist: provisional
Bethesda classification (if rapid assessment available) and documented deci-

sion: surveillance / additional diagnostics (repeat FNA, molecular testing) /
surgical evaluation (4-5, 9).

— Documented individualized plan and patient education; appointment to deliver
final cytology and MDT as needed.
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6) Same-day—patient perspective
— OSC models consistently show fewer visits and shorter time to decision,
with high satisfaction; “high-resolution” endocrinology clinics additionally
demonstrate economic benefits (6—8).

— In same-day FNAC diagnosis models, a faster decrease in anxiety measured
by the STAI scale has been reported (19).

OSC management should be aligned with the concept of “value” and the “Triple
Aim” framework (outcomes, experience, cost), because KPIs must reflect what is
clinically and organizationally most important (20-21).

B) Implementation variants (resource-dependent)

« OSC-Lite: US + FNA in a single visit, without formal ROSE; focus on shor-
tening time-to-decision, with targeted repeat FNA the next day if the initial
result is Bethesda I (4,6).

+ OSC with ROSE (on-site or telecytology): maximal reduction of Bethesda I
proportion and repeat aspirations (9, 18).

« OSC with same-day preliminary cytology: where logistics allow rapid staining
and evaluation; preliminary report + final verification (4, 9, 18).

C) In-process quality control

« Standardization of US reports (ACR/EU-TIRADS) and consistent application
of FNA indications (2-3).

« FNA adequacy: aim for a low Bethesda I proportion; ROSE has been shown
to increase adequacy and reduce repeat aspirations (9, 22-23).

« Procedure time and logistics: ROSE can reduce deferred rescheduling but
may sometimes prolong the individual procedure; balance via scheduling and
resources (9, 23-24).

« Safety: track post-FNA adverse events (bleeding, vasovagal reactions) and
“rescue” slots (5).

« MDT case review for borderline/indeterminate cases to reduce unnecessary
interventions (1, 4-5).

PROPOSED KPI SET FOR OSCs

Framework and principles. Group KPIs into operational, clinical, economic, and
experience indicators, aligned with a value-based approach and the Triple Aim para-
digm (20-21). Set thresholds according to local baseline performance and priorities.
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1) Operational KPIs (flow efficiency)

* Lead time from referral to initial plan (days); report median and IQR (68, 10).

» Proportion of patients completed in a single visit (%) (US = FNA = plan)
(6-8).

* Proportion of FNAs performed the same day after US (%) (6-7).

* Proportion of FNAs with ROSE (%) and procedure time (min); benefit vs.
resource burden (9, 23-24).

* Repeat FNA rate within <90 days (%) (lower is better) (4, 9).

2) Clinical KPIs (diagnostic quality/outcomes)

* Bethesda I (nondiagnostic) (%): target <10% with an optimal process; re-
duction expected after introducing ROSE (4, 9, 22).

 Distribution of Bethesda [I-VI (%) and conversion to a definitive diagnosis
4.

* Rate of “benign” surgeries (%) among operated cases (indicator of appropriate
selection) (1, 5).

* Time to surgical decision / to procedure (days) for Bethesda V-VI (6-7).
* Post-FNA adverse event rate (%) (5).

3) Economic KPIs (cost and utilization)

» Cost per episode (visit + US £ FNA + ROSE) and savings per avoided visit
(6-8).

* Incremental cost per adequate FNA with vs. without ROSE; cost-effectiveness
depends on baseline adequacy and the cost of ROSE (22-23).

— Practical thresholds: routine ROSE tends not to be cost-effective if baseline
adequacy without ROSE is >85% and/or ROSE costs are high; it becomes
cost-effective with lower baseline adequacy and/or lower ROSE cost (23).

4) Patient experience

* Satisfaction (Likert/NPS) after the OSC visit (7-8).

* Change in anxiety (STAI-6) pre/post visit in same-day diagnostic models (19).

Implementation note: Automate KPI capture from HIS/RIS/LIS (time-stamps,
procedure codes, cytology); use monthly run-chart reviews and quarterly MDT audits
(20-21).
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OUTCOMES OF “ONE-STOP” CLINICS FROM THE LITERATURE

Summary of findings. In “one-stop”/high-resolution endocrinology clinics for
thyroid nodular disease, studies consistently report fewer visits and shorter time to
decision, together with good diagnostic adequacy, high patient satisfaction, and cost
rationalization. Effects are most pronounced when US-based risk stratification (ACR/
EU-TIRADS) and standardized FNA (with ROSE/telecytology where appropriate)
are integrated into the same visit (6-9, 19, 22-23, 25-27, 32).

1) Time and flow efficiency

Implementing a “one-stop” model (US + same-day US-FNA in an endocrino-
logy/surgical clinic) reduces the number of visits and shortens the median time to a
treatment plan (e.g., 42— 14 days) (6). In national experiences with high-resolution
clinics, a second follow-up visit became unnecessary in 21-42% of cases, and radiology
requests for thyroid US declined substantially, with measurable savings (7-8). Clinical
pathway analyses further indicate that the key bottleneck is often scheduling US in
radiology, which the OSC model overcomes by integrating US into the first visit (25).

2) Diagnostic quality (adequacy and repeat FNA)

Systematic and institutional analyses show that ROSE lowers the Bethesda I
rate and optimizes the number of passes, although the effect varies by context (9, 22,
26-27). In a large series, ROSE shortened procedure time and reduced the number of
needle passes (27), while meta-analyses confirm improved adequacy (9, 22). Introdu-
cing telecytology can reduce inadequacy to ~2—4%, approaching the performance of
on-site cytopathology in centers without continuous on-site availability (32).

3) Patient experience

Models with same-day FNAC diagnosis lead to a rapid decrease in anxiety (STAI)
while maintaining high diagnostic accuracy (19). Surveys show high user satisfaction
in high-resolution clinics (mean ~4/5) (8).

4) Economics

Beyond direct savings from fewer appointments and fewer external US
examinations (7-8), cost-effectiveness analyses for ROSE indicate that its value
is context-dependent: ROSE is more likely to be cost-effective where baseline
inadequacy is higher and/or ROSE costs are lower (23, 28). Otherwise, selective
use (e.g., for “difficult” nodules or during training) may be more rational (22—-23,
26-28).
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5) Safety

US-guided FNA is a safe procedure with very low rates of serious adverse events
(29-30). In a large cohort of core-needle biopsy (CNB) as an adjunct method, overall
complications were ~0.8%, and serious events ~0.06% (31). In an OSC environment,
standardized informed-consent protocols and post-procedural monitoring support
safety (5, 29-31).

Conclusion: When protocols align with ACR/EU-TIRADS and Bethesda, and
ROSE/telecytology is used selectively, OSCs for thyroid disease deliver faster, va-
lue-oriented diagnostics with high satisfaction and controlled costs, without compro-
mising safety (6-9, 19, 22-23, 25-32).

DISCUSSION

Interpretation of key findings. In line with findings from multiple health
systems, the “one-stop” (OSC) model for thyroid nodular disease yields shorter
time to decision, fewer visits, and rationalized costs without compromising safety
(6-8, 10, 22-23, 29-31). Effects are most pronounced when ACR/EU-TIRADS
and Bethesda are applied consistently, and ROSE/telecytology is used selectively
in contexts with a higher risk of inadequate samples (24, 9, 18, 22-23, 32). This
organization aligns with the principles of value-based health care and the Triple
Aim paradigm (20-21).

Implications for clinical practice. For institutions with limited radiology and
cytopathology capacity, OSCs “bridge” bottlenecks by integrating US and (when
needed) FNA into the same visit, thereby reducing delays and unnecessary handoffs
(6-8, 25). ROSE has been shown to increase adequacy and reduce repeat aspirati-
ons, but routine use is not universally the most rational approach; economic models
show that cost-effectiveness depends on baseline inadequacy rates and the cost of
ROSE, arguing for targeted (selective) use—e.g., with operators in training, cystic/
technically challenging nodules, or where baseline inadequacy is high (9, 22-23).
Telecytology is a viable alternative where an on-site cytopathologist is not available,
lowering inadequacy toward 2—4% (18, 32).

Organizational requirements. OSCs require a clear role protocol (endocrino-
logist—radiologist—cytopathologist), standardized US reports (TI-RADS), routine
recording of time stamps, and embedded templates for Bethesda classification
(2-4). For a same-day workflow, technical preparation (needle sets, rapid stains)
and logistical slots for ROSE/telecytology are needed (9,18,22-23,32). The safety
profile of FNA remains favorable with standardized consent and post-procedural
monitoring (29-31).

Performance monitoring and data-driven management. The proposed KPI fra-
mework should be tied to patient value (20) and the Triple Aim (21): lead time to
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decision, share of episodes completed in a single visit, Bethesda I (%), share of FNAs
with ROSE, repeat FNA rates, cost per episode, and satisfaction. Operationally, the
simplest way to track changes is via monthly run-chart displays, with thresholds for
rapid team response (35). When performance declines (e.g., rising Bethesda I), the
first step is a root-cause analysis: sampling technique, number of passes, availability
of ROSE/telecytology, staff training (9, 22-23, 35).

Limitations of the evidence. Most available studies are observational (pre—post,
case series) and heterogeneous in outcome definitions, which limits meta-analytic syn-
thesis and introduces risks of bias (15,17). Diagnostic accuracy studies do not always
implement STARD elements, and economic evaluations vary in perspective and cost
components (16, 22-23). Multicenter, prospective evaluations with harmonized KPI
definitions and transparent economic models are needed.

Recommendations for implementation in our setting.

1. Phased introduction of OSCs with a clearly defined US/FNA protocol, ti-
me-stamp capture, and standardized TI-RADS/Bethesda reporting (2—4).

2. Selective ROSE (or telecytology) focused on “difficult” nodules and/or training
programs; periodic re-evaluation of cost-effectiveness (9, 18, 22-23, 32).

3. KPI package: lead time, Bethesda I, repeat FNA <90 days, single-visit completion
rate, cost per episode, satisfaction; run-charts with quarterly MDT audit (2021, 35).

4. Implementation frameworks: structure planning and evaluation using CFIR
domains (intervention, inner/outer setting, individuals, process) and RE-AIM
(reach, effectiveness, adoption, implementation, maintenance) for translation
and scale-up (33-34).
Research gaps. We lack standardized thresholds for targeting ROSE within OSCs,
robust estimates of OSC impact on “benign” surgeries and long-term outcomes, and
comparative studies of different telecytology models (9, 18, 22-23, 32).

CONCLUSION

In our view, the one-stop clinic (OSC) model for thyroid nodular disease is the
most rational way to make the diagnostic pathway faster, clearer, and more predictable
for both patients and the care team. Integrating the clinical examination, standardized
ultrasound, and—where appropriate—US-guided FNA with rapid adequacy assessment
(ROSE/telecytology) into a single visit naturally removes unnecessary steps and
reduces process variability.

We consider the keys to OSC success to be the consistent application of TI-
RADS/Bethesda protocols, shared decision-making within a compact, co-located (or
virtually networked) endocrinology—-radiology—cytopathology unit, and active time
management using mandatory time stamps. Such an organization allows the team to
see daily where bottlenecks arise and to intervene promptly.
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We recommend ROSE and/or telecytology selectively: for technically demanding
nodules, operators in training, and settings with a higher baseline rate of inadequacy.
This balances the additional resource commitment against gains in adequacy and
reductions in repeat aspirations.

We propose a pragmatic KPI package for routine monitoring of OSC performan-
ce: (1) lead time from referral to initial plan, (2) proportion of episodes completed in
a single visit, (3) Bethesda I (%), (4) proportion of FNAs with ROSE, (5) repeat FNA
within <90 days, (6) cost per episode, and (7) patient satisfaction. As starting targets
for the first year, we suggest: lead time < 14 days, > 70% of episodes completed in a
single visit, Bethesda I < 10%, repeat FNA < 10%, and an average satisfaction score
> 4/5; after the process stabilizes, targets should be tightened.

For resource-limited institutions, we advocate a phased approach: OSC-Lite
(US + FNA in a single visit, without routine ROSE) as a pilot, followed by targeted
introduction of ROSE/telecytology and expansion to a full OSC model, with quarterly
reviews of protocols and KPIs.

In our opinion, research priorities include developing standardized KPI defini-
tions for OSCs, evaluating the impact of OSCs on “benign” surgeries and long-term
outcomes, and building robust economic models that incorporate the perspectives
of patients and payers. We believe these steps are sufficient for OSCs to become a
sustainable standard of practice in clinical settings similar to ours.
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MQGUéNOSTI I OGRANICENJA KONZERVATIVNOG
LECENJA ENTEROKUTANIH FISTULA TANKOG CREVA

Uvod

Enterokutane fistule (EKF) predstavljaju ozbiljnu i potencijalno Zivotno
ugrozavajucu komplikaciju koja podrazumeva abnormalnu komunikaciju izmedu
gastrointestinalnog trakta i koze. U preko 85% slu¢ajeva EKF nastaju kao posledica
postoperativnih komplikacija, dok se u manjem broju slu¢ajeva javljaju spontano,
naj¢escée kod pacijenata sa inflamatornim bolestima creva, malignitetima, infekcijama
ili nakon zracne terapije.

U okviru enterokutanih fistula razlikuju se one koje poticu iz tankog i iz debelog
creva (kolokutane fistule). Ovaj rad se fokusira iskljuc¢ivo na fistule tankog creva,
koje predstavljaju specifi¢an klinicki i terapijski izazov zbog svoje kompleksnosti i
Cesto produzenog i sloZzenog toka leCenja.

Spontano zatvaranje EKF je mogu¢, ali relativno redak ishod, koji zavisi od
vise faktora, ukljucujuci protok fistule, prisustvo infekcije, nutritivni status pacijen-
ta 1 osnovnu bolest. Razumevanje mehanizama koji uti¢u na spontano zatvaranje i
faktora koji usmeravaju tok lecenja klju¢no je za pravilan izbor terapijskog pristupa
i izbegavanje nepotrebnih invazivnih intervencija.

Cilj ovog rada je narativni pregled aktuelne literature, sa fokusom na konzer-
vativne terapijske strategije, faktore prognoze i ishode le¢enja enterokutanih fistula
tankog creva.

Materijali i metode: Ovaj rad predstavlja narativni pregled literature usmeren
na konzervativno leCenje enterokutanih fistula tankog creva. Sistematska pretraga
je sprovedena u bazama PubMed, Scopus, Web of Science i Cochrane Library, sa
fokusom na radove objavljene u periodu od 2010. do 2025. godine. Za pretragu su
kori$¢ene kljucne reci i fraze na engleskom jeziku: enterocutaneous fistula, conser-
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vative management, spontaneous closure, intestinal fistula. Pretraga je ograni¢ena na
radove na engleskom i srpskom jeziku.

Identifikovano je vise desetina radova koji se bave razli¢itim aspektima entero-
kutanih fistula, ukljucujuci dijagnostiku, faktore prognoze, konzervativne terapijske
pristupe i ishode le¢enja. Vec¢ina ukljucenih studija obuhvatala je pacijente sa entero-
kutanim fistulama tankog creva, koji su ispitivani u kontekstu faktora poput protoka
fistule, infekcije, nutritivnog statusa i prisustva komorbiditeta. Ukupan broj pacijenata
iz relevantnih studija procenjuje se na nekoliko hiljada.

Ukljucéene su studije koje su se fokusirale na konzervativni tretman kao osnovni
ili pocetni modalitet leCenja, sa posebnim osvrtom na faktore koji uti¢u na spontano
zatvaranje fistula. Iskljuéene su studije koje obraduju fistule debelog creva (kolokutane
fistule) ili druge etiologije van fokusa rada.

Pregled i selekcija radova izvrSeni su na osnovu naslova, apstrakta i punog teksta,
a sintetizovani podaci su interpretirani deskriptivno, uz naglasak na identifikaciju
kljucnih principa konzervativnog lecenja, indikacija i ogranic¢enja.

S obzirom na heterogenost studija i dizajn, koji varira od retrospektivnih serija
slucajeva do meta-analiza, cilj rada je bio pruziti pregled aktuelnih saznanja i prakticnih
smernica za vodenje pacijenata sa enterokutanim fistulama tankog creva.

Diskusija

Enterokutane fistule (EKF) predstavljaju ozbiljnu komplikaciju abdominalnih
hirurskih zahvata i patolosku vezu izmedu gastrointestinalnog trakta i koze. Njihova
pojava znacajno komplikuje tok leCenja pacijenata, povecava morbiditet i produzava
hospitalizaciju (Hérle i sar., 2024) [1]. Postoperativni uzrok je dominantan, sa oko
85% fistula koje nastaju usled dehiscencije anastomoze, infekcija ili nekroze okolnog
tkiva, dok preostalih 15% obuhvata spontano nastale fistule koje su ¢esto povezane
sa inflamatornim bolestima creva, malignitetima, traumama i zra¢enjem (Tang i sar.,
2023; Rao i Reddy, 2025) [2, 3].

Stopa spontanog zatvaranja fistula varira znacajno u literaturi, $to odrazava
heterogenost pacijenata, razlicite protokole lecenja i selekciju slucajeva. Prosecne
vrednosti spontanog zatvaranja krecu se izmedu 15% 1 30%, medutim, u odredenim
studijama su zabeleZeni i znacajno visi procenti, od 50% pa i do 70-79% u selekto-
vanim populacijama sa optimalno sprovedenim konzervativnim tretmanom (Varcus i
sar., 2022; Martinez i sar., 2008; Zhou i sar., 2024) [10, 9, 12]. Ove varijacije ukazuju
na znacaj precizne identifikacije pacijenata koji imaju vec¢i potencijal za spontano
zatvaranje, $to je kljucno za odabir terapijskog pristupa.

Konzervativni tretman EKF ima dvostruku funkciju — pokusaj postizanja
spontanog zatvaranja fistule i istovremeno stabilizaciju pacijenta kao pripremu za
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eventualnu hirursku korekciju (Ali i sar., 2022; Deipolyi i Oklu, 2014) [4, 5]. Kon-
trola infekcije je jedan od najvaznijih faktora za uspeh lecenja. Prisutnost sepse,
intraabdominalnih apscesa i peritonitisa znacajno smanjuju Sanse za spontano za-
tvaranje i povecavaju stopu komplikacija (Fischer i Bland, 2007; Liang i sar., 2023)
[6, 7]. Selektivna antibiotska terapija i odgovarajuca drenaza su stoga neophodni,
a kontinuirano pracenje klinickog stanja i laboratorijskih parametara omogucava
pravovremenu intervenciju.

Pored infekcije, mehanicki i lokalni faktori imaju presudnu ulogu. Uklanjanje
stranih tela, korekcija ishemije okolnog tkiva i smanjenje pritiska na fistulozni trakt
omogucéavaju regeneraciju i zaceljivanje. Zastita koze oko fistule je od velike vaz-
nosti, jer iritacija crevnim sadrzajem dovodi do maceracije, sekundarnih infekcija i
komplikacija koje otezavaju leCenje (Hérle i sar., 2024; Ali i sar., 2022) [1, 4].

U takvim situacijama koza oko fistule postaje crvena, vlazna i bolna, ¢esto sklona
ulceracijama. Pravilna lokalna nega je stoga od sustinskog znacaja. Preporucuje se
pazljivo CiS¢enje 1 suSenje zahvacenog podrucja, zatim primena zastitnih barijernih
sredstava kao $to su kreme ili paste na bazi cink-oksida (npr. cink pasta), koje stva-
raju mehanicku barijeru i ublazavaju iritaciju. U tezim slu¢ajevima mogu se koristiti
specijalizovane obloge i barijerni filmovi, koji dodatno $tite koZzu i omogucavaju
bolju toleranciju terapije.

Nutritivni status pacijenta je mozda i najvazniji faktor za uspeh konzervativnog
tretmana. Hroni¢ni gubici te¢nosti, proteina i elektrolita kroz fistulu brzo dovode do
malnutricije, koja znacajno usporava proces zarastanja (Lloyd i sar., 2006; Varcus i
sar., 2022) [14, 10]. Nizak nivo serumskog albumina (<25 g/L) predstavlja jak neza-
visan faktor rizika za neuspeh lecenja i povecanu stopu komplikacija (Fischer i Bland,
2007) [6]. Prema smernicama, enteralna ishrana je poZeljna kad god je mogucéa, jer
podrzava integritet crevne sluzokoze i imuni odgovor, dok se kod fistula visokog pro-
toka 1 kod pacijenata sa teSkom klini¢kom slikom koristi totalna parenteralna ishrana
(TPN) (Tang i sar., 2023; Abubakar i sar., 2010) [2, 8]. Adekvatan nutritivni status
uslov je za optimalan tok le¢enja i smanjenje mortaliteta, §to potvrduju i metaanalize
(Cheng i sar., 2023).

U molekularnom smislu, faktori kao $to su VEGF i TGF-p igraju vaznu ulogu
u procesu angiogeneze i regeneracije tkiva, ali njihova efikasnost zavisi od opsteg
stanja pacijenta i prisustva komorbiditeta (Ali i sar., 2022) [4]. Hroni¢ne inflamacije,
maligniteti i prethodna zracenja smatraju se nepovoljnim faktorima za spontano za-
tvaranje (Rao 1 Reddy, 2025; Martinez i sar., 2008) [3, 9].

Medu kljucnim prognostickim faktorima koji uticu na ishod konzervativnog
lecenja EKF uocava se sledece:

1. Protok fistule: Fistule sa protokom manjim od 200 mL/dan imaju znacajno vece

Sanse za zatvaranje, dok visokoproduktivne fistule ¢esto zahtevaju hirursku
intervenciju (Fischer i Bland, 2007; Liang i sar., 2023) [6, 7].
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2. Anatomska kompleksnost: Jednostruke fistule sa jednim kanalom imaju bolju
prognozu u poredenju sa visekanalnim i kompleksnim fistulama (Hérle i sar.,
2024) [1].

3. Nutritivni status: Pored serumskog albumina, prisustvo sarkopenije i hipo-
proteinemije povezani su sa losim ishodima (Varcus i sar., 2022) [10].

4. Infekcija i sepsa: Aktivna infekcija i apscesi znacajno smanjuju stopu zatva-
ranja (Tang i sar., 2023) [2].

5. Otvoren abdomen (open abdomen): Postoji negativan uticaj na zatvaranje
fistula, sa znacajno nizim Sansama za uspeh (Fischer i Bland, 2007) [6].

Verovatnoca zatvaranja enterokutanih fistula po klinickom faktoru

Nizak protok (<200 mL/dan) | —’—
Visok protok (=500 mL/dan) E—
Bez infekcije/sepsa —'—
Sa infekcijom/sepsom }
Normalna ishrana | 4'7
Malnutricija (albumin <25g/L) }
Jednostavna fistula 4’7
Kompleksna fistula }
Bez otvorenog abdomena | —|—
Otvoren abdomen E—

0 10 20 30 0 50 50 70 80
Verovatnoca spontanog zatvaranja (%)

Grafikon 1. Procenjeni opseg verovatnoce spontanog zatvaranja enterokutanih fistula kon-
zervativnim tretmanom, u zavisnosti od kljucnih klinickih faktora. Vrednosti su sintetizovane
na osnovu podataka iz vise studija navedenih u diskusiji.

Farmakoloski, upotreba analoga somatostatina, kao sto je oktreotid, pokazuje
korisne efekte u smanjenju protoka fistula, produzenju vremena do zatvaranja i sma-
njenju trajanja hospitalizacije (Deipolyi i Oklu, 2014; Cheng i sar., 2023) [5]. Ipak,
nije uoceno znacajno poboljSanje u mortalitetu, Sto ukazuje da su ovi lekovi korisni
kao dodatak, ali ne i zamena za sveobuhvatnu terapiju.

Terapijske metode, poput negativnog pritiska (NPWT) i primene fibrin-lepka
(fibrin glue), pokazuju obecavajuce rezultate u selektovanim slucajevima, posebno
kod fistula sa povoljnim karakteristikama (Zhou i sar., 2024) [12]. NPWT pomaze u
odrzavanju suve i kontrolisane lokalne sredine, podsti¢u¢i granulaciju i smanjujuci
rizik od sekundarnih infekcija (Cheng i sar., 2023) [5].
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Znacajan izazov kod konzervativnog tretmana predstavlja dugotrajnost procesa
i potreba za kontinuiranim pracenjem. Tok lecenja moze trajati nedeljama, ¢ak i do
nekoliko meseci, zahtevajuci hospitalizaciju, prilagodavanje nutritivnog rezima,
ponovnu evaluaciju fistule i eventualnu pripremu za hirurSku intervenciju ukoliko
spontano zatvaranje nije postignuto (Tang i sar., 2023; Varcus i sar., 2022) [2, 10].
Hirurska intervencija se preporucuje nakon $to se postigne adekvatna nutritivna i
infekcijska stabilizacija pacijenta, kako bi se smanjio rizik od recidiva i komplikacija
(Owen i sar., 2013) [16].

Upravo zbog slozenosti i heterogenosti klinickih stanja, multidisciplinarni pri-
stup, koji ukljucuje hirurge, nutricioniste, radiologe i specijaliste intenzivne nege,
neophodan je za uspesno vodenje pacijenata sa EKF.

Zakljucak

Enterokutane fistule tankog creva predstavljaju ozbiljan klinicki izazov koji
zahteva individualizovan i multidisciplinaran pristup. lako vecina pacijenata na kra-
ju zahteva hirursko lecenje, konzervativna terapija ima nezamenljivu ulogu, kako u
pokusaju spontanog zatvaranja tako i u pripremi pacijenta za bezbedniju i uspesniju
operaciju. Ishod konzervativnog tretmana u velikoj meri zavisi od faktora kao §to su
protok i slozenost fistule, prisustvo infekcije, nutritivni status i opSte zdravstveno
stanje bolesnika. Pravilno sprovedena nutritivna podrska, kontrola infekcije, odgova-
rajuca lokalna nega i upotreba dodatnih terapijskih metoda (npr. somatostatin, NPWT,
fibrinski lepak) mogu znacajno poboljsati Sanse za uspeSan ishod.

Razumevanje patofiziologije i identifikacija prognostickih faktora kljucni su za
pravovremenu odluku o nastavku konzervativnog lecenja ili upu¢ivanju na operativni
zahvat. Dalja istrazivanja i standardizacija terapijskih protokola doprinela bi unapre-
denju kvaliteta leCenja i smanjenju mortaliteta kod pacijenata sa EKF.
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CONSERVATIVE MANAGEMENT OF SMALL BOWEL
ENTEROCUTANEOUS FISTULAS: POSSIBILITIES
AND LIMITATIONS

Introduction

Enterocutaneous fistulas (ECF) represent a serious and potentially life-threatening
complication characterized by an abnormal communication between the gastrointestinal
tract and the skin. In over 85% of cases, ECF occur as a result of postoperative com-
plications, while spontaneous occurrence is less common, mostly seen in patients with
inflammatory bowel diseases, malignancies, infections, or following radiation therapy.
Among enterocutaneous fistulas, a distinction is made between those originating from the
small intestine and those from the large intestine (colocutaneous fistulas). This paper focu-
ses exclusively on small bowel fistulas, which represent a specific clinical and therapeutic
challenge due to their complexity and often prolonged and complicated course of treatment.
Spontaneous closure of ECF is possible but relatively rare, depending on several
factors including fistula output, presence of infection, patient nutritional status,
and underlying disease. Understanding the mechanisms influencing spontaneo-
us closure and the factors guiding treatment course is crucial for appropriate
therapeutic decision-making and avoiding unnecessary invasive interventions.
The aim of this paper is a narrative review of current literature, focusing on conserva-
tive therapeutic strategies, prognostic factors, and treatment outcomes of small bowel
enterocutaneous fistulas.

Materials and Methods

This paper presents a narrative literature review focused on the conservative tre-
atment of small bowel enterocutaneous fistulas. A systematic search was conducted in
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the PubMed, Scopus, Web of Science, and Cochrane Library databases, concentrating
on articles published between 2010 and 2025. The search utilized English keywords
and phrases: enterocutaneous fistula, conservative management, spontaneous closure,
intestinal fistula. The search was limited to articles in English and Serbian.

Several dozen articles addressing various aspects of enterocutaneous fistulas
were identified, including diagnostics, prognostic factors, conservative therapeutic
approaches, and treatment outcomes. Most included studies involved patients with
small bowel enterocutaneous fistulas, examined in the context of factors such as
fistula output, infection, nutritional status, and presence of comorbidities. The total
number of patients in relevant studies is estimated to be in the several thousands.
Studies focusing on conservative treatment as the primary or initial treatment modality
were included, with particular attention to factors influencing spontaneous fistula
closure. Studies addressing large bowel fistulas (colocutaneous fistulas) or other
etiologies outside the scope of this paper were excluded.

Screening and selection of articles were performed based on titles, abstracts,
and full texts. The synthesized data were interpreted descriptively, emphasizing
identification of key principles of conservative treatment, indications, and limitations.

Given the heterogeneity of studies and designs ranging from retrospective case
series to meta-analyses, the aim of this review was to provide an overview of current
knowledge and practical guidance for managing patients with small bowel entero-
cutaneous fistulas.

Discussion

Enterocutaneous fistulas (ECF) represent a serious complication of abdominal
surgical procedures and constitute a pathological connection between the gastrointesti-
nal tract and the skin. Their occurrence significantly complicates patient management,
increases morbidity, and prolongs hospitalization (Harle et al., 2024) [1]. The postope-
rative cause is dominant, with about 85% of fistulas arising due to anastomotic dehis-
cence, infections, or necrosis of surrounding tissue, while the remaining 15% include
spontaneously occurring fistulas often associated with inflammatory bowel diseases,
malignancies, trauma, and radiation (Tang et al., 2023; Rao and Reddy, 2025) [2,3].
The rate of spontaneous fistula closure varies significantly in the literature, re-
flecting patient heterogeneity, different treatment protocols, and case selection.
Average rates of spontaneous closure range between 15% and 30%; however, some
studies have reported significantly higher percentages, from 50% up to 70-79%
in selected populations with optimally managed conservative treatment (Varcus
et al., 2022; Martinez et al., 2008; Zhou et al., 2024) [10,9,12]. These variations
highlight the importance of precisely identifying patients with a higher potential
for spontaneous closure, which is crucial for selecting the therapeutic approach.
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Conservative treatment of ECF serves a dual purpose—attempting spontaneo-
us fistula closure and simultaneously stabilizing the patient in preparation for
possible surgical correction (Ali et al., 2022; Deipolyi and Oklu, 2014) [4,5].
Infection control is one of the most important factors for treatment success.
The presence of sepsis, intra-abdominal abscesses, and peritonitis significantly
reduces the chances of spontancous closure and increases complication rates
(Fischer and Bland, 2007; Liang et al., 2023) [6,7]. Selective antibiotic thera-
py and appropriate drainage are therefore essential, with continuous monito-
ring of clinical status and laboratory parameters enabling timely intervention.
Besides infection, mechanical and local factors play a crucial role. Removal of fo-
reign bodies, correction of ischemia in surrounding tissue, and reduction of pressure
on the fistulous tract enable regeneration and healing. Skin protection around the
fistula is of great importance, as irritation from intestinal contents leads to mace-
ration, secondary infections, and complications that hinder treatment (Hérle et al.,
2024; Ali et al., 2022) [1,4].

In such cases, the skin around the fistula becomes red, moist, and painful, often
prone to ulcerations. Proper local care is therefore essential. Careful cleaning and
drying of the affected area are recommended, followed by application of protective
barrier agents such as zinc oxide-based creams or pastes (e.g., zinc paste), which
create a mechanical barrier and soothe irritation. In more severe cases, specialized
dressings and barrier films can be used to further protect the skin and improve
therapy tolerance.

The patient’s nutritional status is perhaps the most important factor for successful
conservative treatment. Chronic losses of fluids, proteins, and electrolytes through
the fistula rapidly lead to malnutrition, which significantly slows the healing process
(Lloyd et al., 2006; Varcus et al., 2022) [14,10]. A low serum albumin level (<25 g/L)
is a strong independent risk factor for treatment failure and increased complication rates
(Fischer and Bland, 2007) [6]. According to guidelines, enteral nutrition is preferred
whenever possible as it supports intestinal mucosal integrity and immune response,
while total parenteral nutrition (TPN) is used in high-output fistulas and patients with
severe clinical conditions (Tang et al., 2023; Abubakar et al., 2010) [2,8]. Adequate
nutritional status is a prerequisite for optimal treatment course and reduced mortality,
as confirmed by meta-analyses (Cheng et al., 2023).

At the molecular level, factors such as VEGF and TGF-p play important roles in
angiogenesis and tissue regeneration, but their effectiveness depends on the patient’s
overall condition and presence of comorbidities (Ali et al., 2022) [4]. Chronic inflam-
mation, malignancies, and previous radiation are considered unfavorable factors for
spontaneous closure (Rao and Reddy, 2025; Martinez et al., 2008) [3,9].

Among the key prognostic factors influencing the outcome of conservative ECF
treatment, the following stand out:
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1. Fistula output: Fistulas with output less than 200 mL/day have significantly
higher chances of closure, while high-output fistulas often require surgical
intervention (Fischer and Bland, 2007; Liang et al., 2023) [6,7].

2. Anatomical complexity: Simple fistulas with a single tract have better pro-
gnosis compared to complex, multitract fistulas (Hérle et al., 2024) [1].

3. Nutritional status: Besides serum albumin, presence of sarcopenia and hypo-
proteinemia are associated with poor outcomes (Varcus et al., 2022) [10].

4. Infection and sepsis: Active infection and abscesses significantly reduce clo-
sure rates (Tang et al., 2023) [2].

5. Open abdomen: Has a negative impact on fistula closure with significantly
lower success rates (Fischer and Bland, 2007) [6].

Verovatnoca zatvaranja enterokutanih fistula po klinickom faktoru

Nizak protok (<200 mL/dan) | +
Visok protok (=500 mL/dan) E—
Bez infekcije/sepsa | —'—
Sa infekcijom/sepsom }
Normalna ishrana 4’7
Malnutricija (albumin <25g/L) }
Jednostavna fistula [ 4|—
Kompleksna fistula }
Bez otvorenog abdomena | —’—
Otvoren abdomen E—

0 10 20 30 40 50 60 70 80
Verovatnoca spontanog zatvaranja (%)

Chart 1. Estimated probability range of spontaneous closure of enterocutaneous fistulas with
conservative treatment, depending on key clinical factors. Values synthesized from data in
multiple studies cited in the discussion.

Pharmacologically, the use of somatostatin analogs such as octreotide
shows beneficial effects in reducing fistula output, prolonging time to closure,
and shortening hospital stay (Deipolyi and Oklu, 2014; Cheng et al., 2023) [5].
However, no significant improvement in mortality has been observed, indicating
these drugs are useful adjuncts but not replacements for comprehensive therapy.
Therapeutic methods such as negative pressure wound therapy (NPWT) and
fibrin glue application show promising results in selected cases, especia-
lly in fistulas with favorable characteristics (Zhou et al., 2024) [12]. NPWT
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helps maintain a dry and controlled local environment, promoting granula-
tion and reducing the risk of secondary infections (Cheng et al., 2023) [5].
A significant challenge in conservative treatment is the prolonged process and need
for continuous monitoring. The treatment course can last weeks to months, requiring
hospitalization, nutritional regimen adjustments, fistula reassessment, and possible
preparation for surgery if spontaneous closure is not achieved (Tang et al., 2023; Varcus
et al., 2022) [2,10]. Surgical intervention is recommended after adequate nutritional
and infectious stabilization to reduce the risk of recurrence and complications (Owen
etal., 2013) [16].

Due to the complexity and heterogeneity of clinical conditions, a multidisciplinary
approach involving surgeons, nutritionists, radiologists, and intensive care specialists
is essential for successful management of patients with ECF.

Conclusion

Small bowel enterocutaneous fistulas represent a serious clinical challen-
ge requiring an individualized and multidisciplinary approach. Although most
patients ultimately require surgical treatment, conservative therapy plays an
indispensable role both in attempting spontaneous closure and in preparing the
patient for a safer and more successful operation. The outcome of conservative
treatment largely depends on factors such as fistula output and complexity, pre-
sence of infection, nutritional status, and the patient’s overall health condition.
Properly implemented nutritional support, infection control, appropriate local
care, and the use of adjunctive therapeutic methods (e.g., somatostatin, NPWT,
fibrin glue) can significantly improve the chances of a successful outcome.
Understanding the pathophysiology and identifying prognostic factors is crucial
for timely decision-making regarding continuation of conservative management or
referral for surgery. Further research and standardization of therapeutic protocols
would contribute to improving treatment quality and reducing mortality in patients
with ECF.
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da ima 250 reci i treba da se nalazi izmedu zaglavlja (naslov, imena autora i dr.) i
kljucnih reci, nakon kojih sledi tekst clanka.
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Kljucne reci: Kljucne re¢i su termini ili fraze koje adekvatno predstavljaju
sadrzaj Clanka za potrebe indeksiranja i pretrazivanja. Broj klju¢nih reci ne moze
biti ve¢i od 10. Kljuéne reci daju se na jeziku na kojem je napisan ¢lanak (sazetak)
i na engleskom jeziku. U ¢lanku se piSu neposredno nakon sazetka. Preporucuje se
primena MESH zaglavlja (heading) sa PubMed-a.

U radu treba obavezno navesti da li je dobijena dozvola etickog odbora i kog ili
ukoliko nije zasto nije (na primer nije potrebna).

Tabelarni i graficki prikazi: Tabele se piSu na isti nacin kao i tekst, a oznaca-
vaju se rednim brojevima sa gornje strane. Fotografije i crtezi treba da budu jasni,
pregledni i pogodni za reprodukciju. Potrebno je obeleziti gde bi bilo pozeljno da se
u tekstu postave ilustracije.

Preporucljivi formati su: JPG, PDF, TIF, a rezolucija slika treba da bude 300 dpi.

Na kraju teksta, a pre navodenja literature treba navesti:

Zahvalnosti: Zahvalnosti osobama za doprinos koja ne zasluzuje koautorstvo, kao
$to je podrska, zahvalnost za tehni¢ku pomo¢, zahvalnost za finansijsku i materijalnu
pomo¢, uz naznacavanje vrste pomoci.

Sukob interesa: Neophodno je navesti da li postoje sukobi interesa, odnosno
jasno naglasiti da sukobi interesa ne postoje.

Izvori finansiranja: Molimo navesti izvore finansiranja ukoliko ih ima.

Navodenje (citiranje) u tekstu: Reference se navode uzastopnim numerickim
redom u tekstu, slikama i tabelama i istom numeri¢kom redosledu na kraju rukopisa.
U samom tekstu, reference se navode u uglastim zagradama, na mestu na kojem se
vr§i pozivanje, odnosno citiranje literature nabrojane na kraju ¢lanka.

Lista referenci (literatura): Potrebno je da se literatura numerise onim redosle-
dom kojim se na nju upucuje u tekstu, tabelama i legendama i to arapskim brojevima.
Svi podaci o citiranoj literaturi moraju biti tacni. Citirana literatura se navodi u za-
sebnom odeljku ¢lanka, u vidu liste referenci. Reference se ne prevode na jezik rada.

Radovi koji su prihvaéeni za Stampu, a jo$ nisu objavljeni, citiraju se tako $to
se na kraju reference dodaje u zagradi in press.

Reference se citiraju u skladu sa Vankuverskim pravilima citiranja.

Primeri:

Rad u ¢asopisu

Carr D, McLeod DT, Parry G, Thornes HM. Fine adjustment of thyroxine re-
place ment dosage: comparison of the thyrotrophin releasing hormone test using a
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sensitive thyrotrophin as say with measurement off reethyroid hormones and clinical
assessment. Clin Endocrinol (Oxf). 1988 Mar; 28(3): 325-33.

American Institute of Ultrasound in Medicine, American College of Radiology,
Society for Pediatric Radiology, Society of Radiologists in Ultrasound. AIUM practice
guideline for the performance of a thyroid and parathyroid ultrasound examination. J
Ultrasound Med. 2013 Jul; 32(7): 1319-29.

Kniga
Lavin N. Manual of endocrinology and metabolism. 5th ed. Philadelphia: Wolters
Kluwer; 2019.

Poglavije u knjizi

Domenico Salvatore, Ronald Cohen, Peter A. Kopp, P. Reed Larsen. Thyroid
Pathophysiology and Diagnostic Evaluation. In: Shlomo Melmed, Richard J. Auchus,
Allison B. Goldfine, Ronald J. Koenig, Clifford J. Rosen, editors... 14th ed. Phila-
delphia: Elsevier; 2020. pp. 332-63.

Web strana

Surks MI. Drug interactions with thyroid hormones [Internet]. Up To Date. 2016
[cited 2017 Aug 5]. Available from: https://www.uptodate.com/contents/drug-intera-
ctions-with-thyroid-hormones

Svi prihvaceni radovi objavice se u Stampanoj i elektronskoj verziji. Elektronska
verzija je identi¢na Stampanoj, bi¢e objavljena u .pdf formatu, dostupna na web por-
talu Specijalne bolnice za bolesti Stitaste Zlezde i bolesti metabolizma (www.cigota.
18), u delu sajta koji nosi naziv Medicinski glasnik. Medicinski glasnik je dostupan
u punom tekstu na SCIndeksu, srpskom nacionalnom citatnom indeksu koji referise
domace casopise kategorizovane kao periodi¢ne publikacije nau¢nog karaktera, na
sajtu Ministarstva nauke i EBSCO svetske akademske i medicinske baze podataka.

Centar za evaluaciju obrazovanja i nauku, CEON, omogucio je nau¢nim casopi-
sima sistem uredivanja ¢asopisa pod nazivom Elektronsko uredivanje (e-Ur).

Glavni i odgovorni urednik
Prof. Milo§ Zarkovi¢
Medicinski fakultet, Univerzitet u Beogradu
Klinika za endokrinologiju, KC Srbije



GUIDELINES TO AUTHORS ON HOW TO PREPARE ARTICLES

Medical Gazette is a professional and scientific magazine of The Special Hos-
pital for Thyroid and Metabolism Zlatibor. It is published annually in one volume
consisting of four issues. The magazine covers all areas of medicine.

Medical Gazette publishes only those papers that have not been previously
published. Papers which have been presented at a scientific/ professional conference
and published as an abstract of up to 500 words, may also been accepted.

Medical Gazette publishes: editorials, original articles, previous or short anno-
uncements, review papers of general review type, current topics, meta-analyzes and
seminars on physicians’ practice, casuistry (presenting cases), articles on the history
of medicine, personal views, comments, letters to editors, reports of scientific and
professional meetings, book reviews.

Previous or short announcement is an initial or short note about an
unfinished research where information of interest to the scientific and professi-
onal public was obtained.

Meta-analyses, study of studies, is an analytical— synthetic study of a number
of studies on a significant topic and an assessment of practical applicability; allows
recommendations and conclusions based on literarture data and must have a clearly
formulated conclusion and a structured abstract from 250 to 300 words long, both in
Serbian and English languages.

A current topicdiscusses a contemporary, unresolved or contradictory issue
of theoretical and practical importance, with the presentation of their own research
results or the latest important data from the literature. Short concluding remarks with
a clear message are recommended.

Seminar of a physician’s practice, dentist or pharmacist discusses a current
issue from practice and recommends approaches that contribute to the improvement
of prophylaxis, diagnosisor treatment, that is, solving a problem of importance for
the daily work of health professionals.

Case Reports, presentation of one or several cases of a disease, usually of a didactic
character ( diagnostic, therapeutic or from the domain of preventive medicine). Cases
of very rare diseases may be shown if they are important for the differential diagnosis.
The paper is accompanied by an abstract in Serbian and English (up to 250 words).

For the history of medicine, materials relevant to the elucidation of individual
events and a depiction of significant figures from the history of medicine are published.
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Book reviews contain basic information about a book (authors, original title,
publisher, place and year of publication), short summary and assumed domain of
interest. A review is a basic information about the publication but may also contain
critical comments.

Personal views, comments and letters to editors may refer to texts published
in Medical Gazette on topics relevant to medical practice in general, as well as to
books ( monographs) of special medical significance. They are published according
to the decision of the editor-in-chief.

Reports from scientific and professional conferences are brief overviews of
the conference, with emphasis on the most important papers or conclusions, that
is, recommendations of importance to a wider circle of readers of Medical Gazette.
Papers are published in Serbian and English with abstract in Serbian and English for
original articles, meta-analyses and casuistry.

Word text is used to write manuscripts with 1.5 word spacing, on A4 format. A
font size of 12 is used ( Times New Roman is recommended).

Manuscripts are to be sent only electronically using the Assistant system to the

following url: https://aseestant.ceon.rs/index.php/mgiszm/login .

Papers ( without the author’s name) are referred for review by at least two edi-
tors/ reviewers. The editor’s/ reviewer’s remarks and suggestions (without reviewer’s
name) are submitted to the author for the final version of the paper.

The article should contain a summary with key words, introduction, elaboration,
conclusion, literature and abstract with key words in English language ( without title
and subtitle numbering). The length of the article should be up to one author’s sheet
( 16 pages, A4 format with single spacing), maximum 24 pages.

The title of the paper should be short, clear and informative, both in Serbian
and English, without abbreviations and to match the content of the paper.

Below the title are full names and surnames of the authors with a relevant number
of co-authors, with ordinal numbers in the superscript.

Full names of the organizational unit and institution in which the work was pre-
pared are given as well as the places and states in which the institutions are located.

Name, address and telephone numbers ( fixed, mobile) and e-mail address of
the author are listed next to the name of the author.

Summary: Summary is a brief informative overview of the content of the
article. The components of the summary are introduction/ goal of research, met-
hods, results and conclusion. The summary should have 250 words and should
be between the headings( title, author’s name, etc.) and the keywords, followed
by the text of the article.
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Key words: Key words are terms or phrases that adequately represent the
content of the article for the purposes of indexing and searching. The number of
key words cannot exceed 10. Key words are given in the language in which the
article is written ( abstract) and in English. In the article they are written immedia-
tely after the abstract. It is recommended to use the MESH heading from PubMed.

It is obligatory to state in the paper whether the permission of the ethics
committee was obtained and by whom, or if not why it is not (for example it is
not required).

Tabular and graphical representations: Tables are written in the same way
as text, and are denoted by ordinal numbers at the top. Photographs and drawings
should be clear, concise and reproducible. It is necessary to mark where it would be
preferred place to put the illustrations in the text.

Recommended formats are: JPG, PDF, TIF and the image resolution should be
300 dpi.

At the end of the text, and before citing the literature, the following should be
stated:

Acknowledgement: Acknowledgement to individuals for contributions that do
not deserve co-authorship, such as support, gratitude for technical assistance, gratitude
for financial and material assistance, indicating the type of assistance.

Gratitude: Gratitude to individuals for contributions that do not deserve co-au-
thorship, such as support, gratitude for technical assistance, gratitude for financial
and material assistance, indicating the type of assistance.

Conflict of interest: It is necessary to state whether there are conflicts of interest,
1.e. to clearly emphasize that there are no conflicts of interest.

Sources of funding: Please, indicate sources of funding if available.

In the text citations: List references in consecutive numerical order (in square
brackets) in the text, figures, and tables and list in the same numerical order at the
end of the manuscript.

List of references (literature): Number the references in the order in which
it is referred to in the text, tables and legends, in Arabic numerals. All data on the
cited literature must be accurate. Rerferences should be listed in the separate section
of the article. References are not translated into the language of the paper.

Papers accepted for publication but not yet published are cited by adding in
parentheses at the end of the reference in press.

References are cited in accordance with the Vancouver Citation Rules.
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Examples...

Work in a journal

Carr D, McLeod DT, Parry G, Thornes HM. Fine adjustment of thyroxine re-
place ment dosage: comparison of the thyrotrophin releasing hormone test using a
sensitive thyrotrophin as say with measurement off reethyroid hormones and clinical
assessment. Clin Endocrinol (Oxf). 1988 Mar; 28(3): 325-33.

American Institute of Ultrasound in Medicine, American College of Radiology,
Society for Pediatric Radiology, Society of Radiologists in Ultrasound. AIUM practice
guideline for the performance of a thyroid and parathyroid ultrasound examination. J
Ultrasound Med. 2013 Jul; 32(7): 1319-29.

A book
Lavin N. Manual of endocrinology and metabolism. 5th ed. Philadelphia: Wolters
Kluwer; 2019.

Chapter in the book

Domenico Salvatore, Ronald Cohen, Peter A. Kopp, P. Reed Larsen. Thyroid
Pathophysiology and Diagnostic Evaluation. In: Shlomo Melmed, Richard J. Auchus,
Allison B. Goldfine, Ronald J. Koenig, Clifford J. Rosen, editors... 14th ed. Phila-
delphia: Elsevier; 2020. pp. 332-63.

Website

Surks MI. Drug interactions with thyroid hormones [Internet]. Up To Date. 2016
[cited 2017 Aug 5]. Available from: https://www.uptodate.com/contents/drug-intera-
ctions-with-thyroid-hormones

All accepted articles will be published in print and electronic versions. The
electronic version will be identical to the print version and it will be in pdf format,
available on the web portal of The Special Hospital for Thyroid and Metabolism
(www.cigota.rs) in the web site section called Medical Gazette. Medical Gazette is
available in full text on the SClndex, the Serbian national citation index that refers to
domestic journals categorized as periodicals of a scientific nature, on the website of
the Ministry of science, and in the world academic and medical deta base — EBSCO
deta base.

Center for Evaluation, Education and Science, CEON, has provided scientific
journals with a journal editing system called Electronic Editing (e-Ur).

Editor in chief
Prof Milos Zarkovic
Medical School, Belgrade University
Endocrinology Clinic, Clinical Centre of Serbia



POLITIKE CASOPISA

(Opste informacije)

Casopis Medicinski glasnik posveéen je objavljivanju radova iz svih grana
medicine, kao 1 srodnih oblasti.

Casopis Medicinski glasnik objavljuje originalne, prethodno neobjavljene: ori-
ginalne naucne radove, pregledne radove, prikaze slucajeva, prikaze iz istorije
medicine, prikaze knjiga i pisma.

Medicinski glasnik se objavljuje u otvorenom pristupu.

Radovi moraju biti napisani na srpskom i engleskom jeziku sa rezimeima na
srpskom i engleskom jeziku.

Casopis izlazi kvartalno.
Casopis se indeksira u EBSCO bazi i SCideksu.

Digitalne kopije svezaka Casopisa arhiviraju se u digitalnom repozitorijumu
Narodne biblioteke Srbije.

Uredivacka politika
OBAVEZE UREDNIKA I UREDNISTVA

Glavni urednik ¢asopisa Medicinski glasnik donosi kona¢nu odluku o tome koji
¢e se rukopisi objaviti. Prilikom donosenja odluke glavni urednik rukovodi se uredi-
vackom politikom vodeci racuna o zakonskim propisima koji se odnose na klevetu,
krSenja autorskih prava i plagiranje.

Glavni urednik zadrzava diskreciono pravo da primljene rukopise proceni i
ne objavi, ukoliko utvrdi da ne odgovaraju propisanim sadrzinskim i formalnim
kriterijumima. U redovnim okolnostima, redakcija obavestava autora o tome da li je
prihvatila tekst u roku od mesec dana od datuma prijema rukopisa.

Glavni urednik ne sme imati bilo kakav sukob interesa u vezi sa rukopisima
koji se razmatraju. Ako takav sukob interesa postoji, o izboru recenzenata i sudbini
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rukopisa odlucuju ¢lanovi redakcije koji nemaju sukob interesa.! Urednik i ¢lanovi
redakcije su duzni da blagovremeno prijave postojanje sukoba interesa.

Glavni urednik je duzan da sud o rukopisu donosi na osnovu njegovog sadrzaja,
bez rasnih, polnih/rodnih, verskih, etnickih ili politickih predrasuda.

Urednik/ci i ¢lanovi redakcije ne smeju da koriste neobjavljen materijal iz dostav-
ljenih rukopisa za svoja istrazivanja bez izri¢ite pisane dozvole autora, a informacije
i ideje iznesene u rukopisima moraju se cuvati kao poverljive i ne smeju se koristiti
za sticanje li¢ne koristi.

Urednici i ¢lanovi redakcije duzni su da preduzmu sve razumne mere kako bi
identitet recenzenata ostao nepoznat autorima pre, tokom i nakon postupka recenzije.

OBAVEZE AUTORA

Autori garantuju da rukopis predstavlja njihov originalan doprinos, da nije
objavljen ranije i da se ne razmatra za objavljivanje na drugom mestu. Istovreme-
no predavanje istog rukopisa u vise ¢asopisa predstavlja krSenje etickih standarda.
Takav rukopis se momentalno iskljucuje iz daljeg razmatranja. Napominjemo da
se objavljivanje preprinta na odgovaraju¢im platformama i u repozitorijumima ne
smatra prethodnim objavljivanjem. Autori su duzni da prilikom dostavljanja rukopisa
napomenu da li je isti prethodno objavljen kao preprint i navedu gde je objavljen. Ako
rukopis bude prihvaéen za objavljivanje u ¢asopisu, autori treba da azuriraju podatke
na platformi ili u repozitorijumu u kom je preprint objavljen, a narocito da navedu
DOI oznaku objavljenog ¢lanka.

Ako je rukopis prethodno bio razmatran za objavljivanje u drugom casopisu,
autorima se preporucuje da informiSu urednistvo o ishodu tog recenzentskog postupka
odnosno da objasne u kojoj meri su uzeli u obzir primedbe recenzenata i/ili zasto ih
nisu prihvatili. To je u interesu autora, zato $to ove informacije mogu da pomognu
urednicima prilikom izbora recenzenata.

Ako je rukopis rezultat nau¢noistrazivackog projekta ili je, u prethodnoj verziji,
bio izlozen na skupu u vidu usmenog saopstenja (pod istim ili slicnim naslovom),
detaljniji podaci o projektu, konferenciji i sli¢no, navode se u napomeni.

Autori su duzni da se pridrzavaju etickih standarda koji se odnose na nauc¢no-
istrazivacki rad. Autori garantuju i da rukopis ne sadrzi neosnovane ili nezakonite
tvrdnje i ne krsi prava drugih. Izdavac nece snositi odgovornost u sluc¢aju da se ispo-
stavi zahtev za naknadu Stete.

' Ako sukob interesa postoji kod jednog ili vise ¢lanova redakcije ti ¢lanovi se isklju-
¢uju iz postupka izbora recenzenata i odlucivanja o sudbini rukopisa.
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Sadrzaj rada

Urednistvo Medicinskog glasnika se stara o tome da objavljeni radovi sadrze
dovoljno podataka na osnovu kojih bi se istrazivanja opisana u radovima mogla pono-
viti (reprodukovati). Iznesene Cinjenice treba detaljno opisati i potkrepiti referencama
kako bi se recenzentima, a potom i ¢itaocima omogucilo da provere tvrdnje koje su
u njemu iznesene — npr. treba dati detaljan opis koriS¢enih metoda i slicno. Autori su
duzni da se upoznaju sa standardima koji se odnose na razlicite tipove naucnog rada
(Equator Network) i koriste one koji su primereni njihovom istrazivanju. Namerno
iznoSenje neta¢nih tvrdnji predstavlja krsenje etickih standarda.'

Autori snose svu odgovornost za sadrzaj rukopisa i duzni su da pribave sve
potrebne saglasnosti za objavljivanje sadrzaja.’> Autori snose svu odgovornost i za
sadrzaj istrazivackih podataka i priloga i garantuju da su u procesu sakupljanja, obrade
i objavljivanja podataka postovali vazece propise, eticke standarde, autorska prava
tre¢ih lica, kao i druga prava.

Autori koji Zele da u rad ukljuce ilustracije, tabele ili druge materijale koji su ve¢
objavljeni duzni su da za to pribave saglasnost nosilaca autorskih prava. Materijal za
koji takvi dokazi nisu dostavljeni smatrace se originalnim delom autora.’

Autorstvo

Samo ona lica koja su znacajno doprinela sadrzaju rukopisa mogu biti navedena
kao autori, odnosno sva lica koja su znacajno doprinela sadrzaju rukopisa moraju biti
navedena kao autori. Ako su u bitnim aspektima istrazivackog projekta i pripreme
rukopisa ucestvovala i druga lica koja nisu autori, njihov doprinos treba pomenuti u
napomeni ili zahvalnici.

U tom smislu, autori bi trebalo da se upoznaju sa kriterijumima autorstva
koje je definisao Medunarodni odbor urednika medicinskih ¢asopisa (International

Committee of Medical Journal Editors — ICMJE). Kao autor se moze navesti samo

ono lice koje je:

e znatno doprinelo koncipiranju ili osmis$ljavanju rada, ili prikupljanju, analizi
1 interpretaciji podataka; i
e doprinelo pisanju rada, ili kritickom redigovanju njegovog nau¢nog sadrzaja; i
I Ako Casopis objavljuje i struéne tekstove i prikaze prikazi i stru¢ni ¢lanci moraju biti precizni
i objektivni.
2 Od autora se moze traziti da prilikom slanja rukopisa posalju potpisanu izjavu da su takvu
saglasnost pribavili.

3 Od autora se moze traziti i da prilikom slanja rukopisa posalju i dokaz da su dobili sve potrebne

saglasnosti.
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e konacno odobrilo verziju koja treba da se objavi; i

e pristalo da snosi odgovornost u vezi sa svim aspektima rada i stara se da pitanja
u vezi sa tacnoscu i integritetom bilo kog dela rada budu detaljno istrazena i
razreSena; 1

e dalo svoju saglasnost da bude navedeno kao autor i saglasilo se sa spiskom
autora.

Prilikom navodenja doprinosa autora mora se koristiti CRediT taksonomija.

Tokom recenzentskog postupka dodavanje novih autora i izostavljanje onih
koji su ve¢ navedeni dozvoljeno je samo u izuzetnim slucajevima, pod uslovom da
je urednistvu i izdavacu dostavljeno detaljno obrazloZenje zasto je to neophodno.
Navodenje imena lica ¢iji doprinos ne zadovoljava kriterijume autorstva (poklonje-
no i poc¢asno autorstvo, kao i navodenje tzv. autora iz senke) smatrace se krsenjem
etickih normi.

Navodenje izvora

Autori su duzni da ispravno citiraju izvore koji su bitno uticali na sadrzaj istrazi-
vanja i rukopisa. Informacije koje su dobili u privatnom razgovoru ili korespondenciji
sa tre¢im licima, prilikom recenziranja prijava projekata ili rukopisa i slicno ne smeju
se koristiti bez izricite pisane dozvole osoba od kojih su dobili informacije.

Kada u tekstu pominju istrazivacke podatke ili donose zakljucke na osnovu njih,
autori su duzni da ih navedu na isti nacin na koji navode publikacije. Preporuc¢ujemo
da se podaci navode u skladu sa principima koje definiSe FORCE11.

Plagijarizam

Plagiranje, odnosno preuzimanje tudih ideja, reci ili drugih oblika kreativnog
izraza i predstavljanje kao svojih, smatra se grubim kr§enjem naucne i izdavacke
etike. Plagiranje moze da ukljucuje i krSenje autorskih prava, $to je zakonom
kaznjivo.

Plagijat obuhvata sledece:

e doslovno ili gotovo doslovno preuzimanje ili smisljeno parafraziranje (u cilju
prikrivanja plagijata) delova tekstova drugih autora bez jasnog ukazivanja na
izvor ili obeleZavanje kopiranih fragmenata (na primer, koris¢enjem navodnika);

e kopiranje slika ili tabela iz tudih radova bez pravilnog navodenja izvora i/ili
bez dozvole autora ili nosilaca autorskih prava.
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Upozoravamo autore da se za svaki rukopis proverava da li je plagijat primenom
programa iThenticate.

Rukopisi kod kojih postoje jasne indicije da se radi o plagijatu bi¢e automatski
odbijeni i autorima ¢e se zabraniti dalje publikovanje u ¢asopisu.

Ako se ustanovi da je rad koji je objavljen u ¢asopisu plagijat, isti ¢e biti opozvan
u skladu sa procedurom opisanom pod Opozivanje ve¢ objavijenih radova, a autorima
¢e se zabraniti dalje publikovanje u Casopisu.

Sukob interesa

Autori su duzni da u radu ukazu na finansijske ili bilo koje druge sukobe
interesa koji bi mogli da uticu na iznesene rezultate i interpretacije. Ako sukob
interesa ne postoji, treba navesti sledece: ,,Autori izjavljuju da nisu u sukobu
interesa®.

Sukob interesa moze biti finansijski i nefinansijski. Neki od primera sukoba
interesa su:

e organizacija koja finansira neko lice, isplac¢uje mu zaradu ili drugu vrstu ma-
terijalne nadoknade, ili kod koje je to lice deonicar, mogla bi imati finansijsku
korist (ili gubitak) u slu¢aju objavljivanja rezultata;

e pojedinci, organizacija koja ih finansira, ili poslodavac su vlasnici patenta
koji je u vezi sa rezultatima rada, ili su u procesu prijave takvog patenta;

e zvani¢na afilijacija i ¢lanstvo u interesnim grupama koje su u vezi sa obja-
vljenim sadrzajem;

e politicki, verski ili ideoloski sukob interesa.

Autori zaposleni u farmaceutskim ku¢ama ili drugim komercijalnim organiza-
cijama koje sponzoriSu klinicka ili terenska ispitivanja ili neki drugi vid istrazivanja
treba da navedu tu ¢injenicu kao sukob interesa prilikom dostavljanja rukopisa.
U odeljku ,,Sukob interesa* treba objasniti odnos svakog pojedina¢nog autora sa
takvim organizacijama. Radovi objavljeni u ¢asopisu ne smeju da reklamiraju ko-
mercijalne proizvode.

GreSke u objavljenim radovima

U slucaju da autori otkriju vaznu gresku ili manji propust u svom radu nakon
njegovog objavljivanja, duzni su da odmah o tome obaveste urednika ili izdavaca i
da sa njima saraduju kako bi se rad opozvao ili ispravio.
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Dostavljanjem rukopisa Casopisu Medicinski glasnik autori se obavezuju na
postovanje navedenih obaveza.

ORCID

Od autora se zahteva da imaju registrovan ORCID (Open Researcher and Con-
tributor ID) identifikator. ORCID identifikatori svih autora navode se prilikom slanja
rukopisa i bi¢e objavljeni u radu, ako bude prihvacen za objavljivanje.

ORCID je jedinstven i trajan identifikator koji omogucava preciznu identi-
fikaciju autora i lakSe pronalazenje objavljenih radova, kao i ispravnu atribuciju
autorstva.

Podaci o finansiranju

Ako je rad nastao kao rezultat projekta autori su duzni da navedu izvore finan-
siranja u skladu sa ugovorom sa finansijerom.

OBAVEZE RECENZENATA

Recenzenti su duzni da strucno, argumentovano, nepristrasno i u zadatim roko-
vima dostave uredniku ocenu nauc¢ne vrednosti rukopisa.

Recenzenti ocenjuju rukopise u pogledu uskladenosti teme rada sa profilom ¢a-
sopisa, relevantnosti istrazivane oblasti i primenjenih metoda, originalnosti i nau¢ne
relevantnosti podataka iznesenih u rukopisu, stila naucnog izlaganja i opremljenosti
teksta nau¢nim aparatom.

Recenzent koji ima osnovane sumnje ili saznanja o krSenju eti¢kih standarda
od strane autora duzan je da o tome obavesti urednika. Recenzent bi trebalo da uka-
ze na vazne objavljene radove koje autori nisu citirali. Ukoliko ima licna saznanja
da u rukopisu postoje bitne sli¢nosti i podudarnosti sa nekim objavljenim radom ili
rukopisom koji je u postupku recenzije, recenzent je duzan da na to ukaze. Takode,
ako ima saznanja da se isti rukopis razmatra u vise Casopisa u isto vreme recenzent
je duzan da o tome obavesti urednika.

Recenzent ne sme da bude u sukobu interesa sa autorima ili finansijerima istra-
zivanja. Ukoliko postoji sukob interesa recenzent je duzan da o tome odmah obavesti
urednika.

Ako se smatra nekompetentnim za temu ili oblast kojom se rukopis bavi recenzent
je duzan da o tome obavesti urednika.
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Recenzija mora biti objektivna. Komentari koji se ticu li¢nosti autora smatraju
se neprimerenim. Sud recenzenata mora biti jasan i potkrepljen argumentima.

Rukopisi poslati recenzentima smatraju se poverljivim dokumentima. Recen-
zenti ne smeju da koriste neobjavljen materijal iz dostavljenih rukopisa za svoja
istrazivanja bez izriite pisane saglasnosti autora, a informacije i ideje iznesene u
dostavljenim rukopisima moraju se cuvati kao poverljive i ne smeju se koristiti za
sticanje li¢ne koristi.

Postupak recenzije

Svi rukopisi poslati za objavljivanje podlezu recenziji. Cilj recenzije je da ured-
nistvu pomogne u donosSenju odluke o tome da li rad treba prihvatiti ili odbiti i da
kroz proces komunikacije sa autorima pobolj$a kvalitet rukopisa.

Recenzije su anonimne, sa dva recenzenta. Odgovor recenzenta se o¢ekuje
u roku od dve nedelje.

Izbor recenzenata spada u diskreciona prava urednika. Recenzenti moraju da
raspolazu relevantnim znanjima u vezi sa oblaséu kojom se rukopis bavi i ne sme-
ju biti iz iste institucije kao autor, niti to smeju biti autori koji su u skorije vreme
objavljivali publikacije zajedno (kao koautori) sa sa bilo kojim od autora rukopisa
koji recenziraju.

Tokom c¢itavog procesa recenzenti deluju nezavisno jedni od drugih. Recen-
zentima nije poznat identitet drugih recenzenata. Ako odluke recenzenata nisu iste
(prihvatiti / odbiti) glavni urednik moze da trazi misljenje drugih recenzenata.

Tokom postupka recenzije urednik moze da zahteva od autora da dostave
dodatne informacije (ukljucujuci i primarne podatke), ako su one potrebne za
donosenje suda o nau¢nom doprinosu rukopisa. Urednik i recenzenti moraju
da cuvaju takve informacije kao poverljive i ne smeju ih koristiti za sticanje
licne koristi.

Redakcija je duzna da obezbedi kontrolu kvaliteta recenzije. U slucaju da
autori imaju ozbiljne i osnovane zamerke na racun recenzije urednistvo ¢e pro-
veriti da 1i je recenzija objektivna i da li zadovoljava akademske standarde. Ako
se pojavi sumnja u objektivnost ili kvalitet recenzije urednik ¢e traziti misljenje
drugih recenzenata.

Clanovi uredni$tva i gostujuéi urednici mogu da 3alju svoje rukopise za
objavljivanje u Casopisu Medicinski glasnik. Autor rukopisa koji je ukljucen u
izdavacki proces bice izuzet iz postupka recenzije i odlucivanja o prihvatanju ili
neprihvatanju rukopisa, a nadgledanje postupka recenzije bi¢e povereno drugom
¢lanu urednistva.
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DISKUSIJA NAKON OBJAVLJIVANJA RADA

Casopis Medicinski glasnik podsti¢e diskusiju nakon objavljivanja, bilo kroz
pisma uredniku ili na spoljnim platformama, kao Sto je PubPeer.

RazreSavanje spornih situacija

Svaki pojedinac ili institucija mogu u bilo kom trenutku da uredniku i/ili redakciji
prijave saznanja o krSenju eti¢kih standarda i drugim nepravilnostima i da o tome
dostave neophodne informacije/dokaze.

Provera iznesenih navoda i dokaza

e Urednik ¢e u dogovoru sa urednistvom odluciti o pokretanju postupka koji
ima za cilj proveru iznesenih navoda i dokaza.

e Tokom tog postupka svi izneseni dokazi smatrac¢e se poverljivim mate-
rijalom 1 bi¢e predoceni samo onim licima koja su direktno ukljucena u
postupak.

e Licima za koja se sumnja da su prekrsila eticke standarde bice data moguénost
da odgovore na optuzbe.

e Ako se ustanovi da je zaista doslo do nepravilnosti procenice se da li ih treba
okarakterisati kao manji prekrsaj ili grubo krSenje etickih standarda.

Manji prekrsaj
Situacije okarakterisane kao manji prekrsaj reSavace se u direktnoj komunikaciji
sa licima koja su prekrSaj ucinila, bez ukljucivanja trecih lica, npr.:
e obaveStavanjem autora/recenzenata da je doSlo do manjeg prekrsaja koji je
proistekao iz nerazumevanja ili pogres$ne primene akademskih standarda;

e pismo upozorenja autoru/recenzentu koji je uc¢inio manji prekrsaj.

Grubo kr$enje etickih standarda

Odluke u vezi sa grubim krSenjem etickih standarda donosi urednik u saradnji sa
uredniStvom i, ako je to potrebno, malom grupom struc¢njaka. Mere koje ¢e preduzeti
mogu biti slede¢e (i mogu se primenjivati pojedinacno ili istovremeno):
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e objavljivanje saopstenja ili uvodnika u kom se opisuje slucaj krsenja etickih
standarda;

e slanje sluzbenog obavestenja rukovodiocima ili poslodavcima autora/recen-
zenta,

e opozivanje objavljenog rada u skladu sa procedurom opisanom pod Opozivanje
ve¢ objavijenih radova;

e autorima ¢e biti zabranjeno da tokom odredenog perioda Salju rukopise u
casopis;

e upoznavanje relevantnih stru¢nih organizacija ili nadleznih organa sa sluc¢ajem
kako bi mogli da preduzmu odgovarajuce mere.

Prilikom razreSavanja spornih situacija redakcija Casopisa se rukovodi smer-
nicama i preporukama medunarodne organizacije Committee on Publication Ethics
— COPE: https://publicationethics.org/guidance/Flowcharts.

OPOZIVANJE VEC OBJAVLJENIH RADOVA

U slucaju krSenja prava izdavaca, nosilaca autorskih prava ili autora, povrede
profesionalnih etickih kodeksa, tj. u slucaju slanja istog rukopisa u vise ¢asopisa u isto
vreme, lazne tvrdnje o autorstvu, plagijata, manipulacije podacima u cilju prevare,
nenamerne greske koju je autor prijavio (npr. greske nastale zbog pomesanih uzoraka
ili koriS¢enja uredaja i opreme za koje je naknadno utvrdeno da su neispravni), objav-
ljeni rad se mora opozvati. U nekim slucajevima, objavljeni rad se moZe opozvati i
kako bi se ispravile naknadno uocene greske.

Prilikom opozivanja objavljenog rada navodi se razlog za opozivanje, kao i
na ¢iji se zahtev rad opoziva. Standardi za razreSavanje situacija kada mora do¢i
do opozivanja objavljenog rada definisani su od strane biblioteka i naucnih tela,
a ista praksa je usvojena i od strane Casopisa Medicinski glasnik: u elektronskoj
verziji izvornog ¢lanka (onog koji se opoziva) uspostavlja se veza (HTML link)
sa obavesStenjem o opozivanju. Opozvani ¢lanak se ¢uva u izvornoj formi, ali sa
vodenim zigom na PDF dokumentu, na svakoj stranici, koji ukazuje da je ¢lanak
opozvan (RETRACTED).

IstraZivacki podaci

Casopis podsti¢e autore da uéine dostupnim istrazivacke podatke koji pot-
krepljuju rezultate objavljene u rukopisu i/ili obogacuju objavljeni rad, tako da
podaci budu otvoreni u najve¢oj mogucoj meri, odnosno da budu zatvoreni samo
ako je to zaista neophodno. Casopis Medicinski glasnik prihvata pratece softverske
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aplikacije, slike visoke rezolucije, skupove podataka, zvuc¢ne ili video snimke,
obimne priloge, tabele sa podacima i druge relevantne dodatke koje nije moguce
ukljuciti u sam rad.

Autori mogu da deponuju relevantne podatke u repozitorijum koji je u skladu
sa FAIR principima, a to moze biti institucionalni, tematski ili repozitorijum opste
namene. Vise informacija o pronalaZenju adekvatnog repozitorijuma mozete naci
na adresi: https://repositoryfinder.datacite.org/. U repozitorijum treba deponovati
i sve informacije koje bi bile neophodne za repliciranje, validaciju i/ili koris¢enje
rezultata, odnosno analizu podataka — informacije o softveru, instrumentima i dru-
gim alatima koji se koriste za obradu rezultata. Ako je moguce, treba deponovati
i same alate 1 instrumente.

Izuzeci: Javno objavljivanje podataka nije uvek izvodljivo. U slede¢im slucaje-
vima podaci koji potkrepljuju rezultate objavljene u radovima ne moraju biti javno
dostupni: ako postoji obaveza zastite rezultata i poverljivosti, bezbednosna ograni-
¢enja, obaveza zastite licnih podataka i druga legitimna ogranicenja. Kada podatke
neophodne za validaciju objavljenih zaklju¢aka nije moguce objaviti u otvorenom
pristupu autori bi trebalo da obezbede pristup u meri koja omogucava validaciju
zakljuCaka uz postovanje legitimnih interesa ili ogranicenja.

ETICKA PITANJA I ZASTITA PODATAKA

Ako je pristup podacima ograniCen iz etickih razloga ili zato §to podaci moraju
biti zasti¢eni, u rukopisu se mora navesti:

e opis ogranicenja koja se odnose na podatke;
e stav etiCkog odbora ili drugog nadleznog tela o objavljivanju podataka; i

e na koji nacin Citaoci ili recenzenti mogu da zatraze pristup podacima i uslove
pod kojima ¢e pristup biti odobren.

Zastita podataka

U cilju zastite privatnosti ispitanika, istrazivacki podaci se ne smeju objav-
ljivati ako iz skupa podataka nije moguce efikasno ukloniti informacije o li¢nosti
na osnovu kojih se mogu identifikovati konkretni pojedinci, osim ako pojedinci
nisu dali izriitu pisanu saglasnost za javno objavljivanje podataka koji sadrze
informacije o licnosti.

Ako podaci ne mogu da budu javno dostupni rukopis rada mora da sadrzi:

e obrazloZenje zasto je neophodna zastita podataka;
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e povezane podatke iz kojih je moguée ukloniti informacije o li¢nosti;
e stav etickog odbora ili drugog nadleznog tela o objavljivanju podataka; i

e na koji nacin Citaoci ili recenzenti mogu da zatraze pristup podacima i uslove
pod kojima ¢e pristup biti odobren.

Pored toga, adrese na kojima se nalaze podaci treba navesti u Izjavi o dostupnosti
podataka u okviru dostavljenog rukopisa. Ako podaci nisu dostupni, u izjavi treba
objasniti zaSto nisu dostupni. Kada deponujete podatke koji su u vezi sa rukopisom
poslatim za objavljivanje u obzir treba uzeti sledece:

Repozitorijum u koji se podaci deponuju mora biti odgovarajuci u tematskom
smislu 1 mora biti odrziv.

e Podaci se moraju deponovati pod slobodnom licencom koja dozvoljava ne-
ogranicen pristup (npr. CC0, CC-BY). Restriktivnije licence treba koristiti
samo ako postoji opravdan (npr. pravni) razlog.

e Deponovani podaci moraju da sadrze i verziju koja je u otvorenom, nevla-
snickom formatu.

e Deponovani podaci moraju biti obelezeni na takav nacin da ih treca strana
moze shvatiti (npr. razumna zaglavlja kolona, opisi u tekstualnoj datoteci
readme).

e [strazivanja koja ukljucuju ljudske subjekte, istrazivanja na humanom ma-
terijalu, i podatke o ljudskim subjektima moraju se obavljati u skladu sa
Helsinskom deklaracijom. U odredenim slu¢ajevima studije moraju imati
odobrenje odgovarajuceg Etickog komiteta. Identitet subjekta istrazivanja treba
da bude anonimizovan kad god je to moguce. Za istrazivanje koje ukljucuje
ljudske subjekte neophodan je informisani pristanak ucesnika (ili njihovih
zakonskih staratelja) za uc¢esce u istrazivanju.

e Rukopis koji se Salje za objavljivanje treba da sadrzi Izjavu o dostupnosti
podataka, ispred spiska referenci. U njoj se navode podaci o dostupnosti po-
dataka, ukljuc¢ujuc¢i DOI oznaku podataka. Ako su pristup podacima na bilo
koji nacin ograniCen treba obrazloziti zasto je do toga doslo.

Otvoreni pristup

Medicinski glasnik je ¢asopis u otvorenom pristupu. Kompletan sadrzaj casopisa
je besplatno dostupan. Korisnici mogu da ¢itaju, preuzimaju, kopiraju, distribuiraju,
Stampaju, pretrazuju kompletan tekst ¢lanaka i uspostavljaju HTML veze ka njima
bez obaveze da za to traZe saglasnost autora ili izdavaca.

Postupak predavanja rukopisa, recenzija i objavljivanje radova su besplatni.
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SAMOARHIVIRANJE

Medicinski glasnik omogucéava autorima da nerecenziranu verziju rukopisa,
recenziran rukopis prihvacen za objavljivanje i objavljenu verziju deponuju u institu-
cionalni ili tematski repozitorijum, kao i repozitorijum opste namene, objave na licnim
stranicama autora (ukljucujudi i profile ne drustvenim mrezema za naucnike, kao $to
su ResearchGate, Academia.edu itd.) i/ili na veb-sajtu institucije u kojoj su zaposleni
pre ili tokom postupka slanja rukopisa u Casopisu, bilo kada nakon prihvatanja za
objavljivanje i nakon objavljivanja u ¢asopisu.

Pri tome se moraju navesti osnovni bibliografski podaci o ¢lanku objavljenom u
Casopisu (autori, naslov rada, naslov ¢asopisa, volumen, sveska, paginacija), a mora
se navesti i identifikator digitalnog objekta— DOI' objavljenog ¢lanka u formi HTML
linka, kao i licenca.

Autorska prava

Autori zadrZavaju autorska prava nad objavljenim ¢lancima, a izdavacu daju
neekskluzivno pravo da rukopis objavi, da u slucaju daljeg koris¢enja ¢lanka bude
naveden kao njegov prvi izdavac, kao i da distribuira ¢lanak u svim oblicima i medi-
jima. Clanak ée se distribuirati u skladu sa licencom Creative Commons Attribution
4.0 International (CC BY 4.0).

Autori mogu da stupaju u zasebne, ugovorne aranzmane za neekskluzivnu distri-
buciju rada objavljenog u casopisu (npr. postavljanje u institucionalni repozitorijum ili
objavljivanje u knjizi), uz navodenje da je rad prvobitno objavljen u ovom ¢asopisu.

METAPODACI

Metapodaci su javno dostupni svima i mogu se besplatno koristiti u skladu sa

licencom Creative Commons Universal (CCO0 1.0) Public Domain Dedication license.

Odricanje odgovornosti

Izneseni stavovi u objavljenim radovima ne izraZavaju stavove urednika i ¢lanova
redakcije Casopisa. Autori preuzimaju pravnu i moralnu odgovornost za ideje iznesene
u svojim radovima. Izdavac nece snositi nikakvu odgovornost u sluc¢aju ispostavljanja
bilo kakvih zahteva za naknadu Stete.

! URL adresa na kojoj je ¢lanak izvorno objavljen.
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Model politike je razvio EIFL inspirisan slede¢im dokumentima:

® Principles of transparency and best practice in scholarly publishing. Direc-
tory of Open Access Journals. https://doaj.org/apply/transparency/ (accessed
2023-01-06).

e Core practices. COPE: Committee on Publication Ethics. https://publicatio-
nethics.org/core-practices (accessed 2022-12-10).

e Policies. Open Research Europe. https://open-research-europe.ec.europa.cu/
about/policies (accessed 2022-11-08).

e Journal Policies. Glossa: a journal of general linguistics. https://www.glos-
sa-journal.org/site/journal-policies/ (accessed 2023-01-06).
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