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SAÆETAK: Nove europske smjernice o prevenciji kar-
diovaskularnih bolesti (KVB) rezultat su zajedniËkog ra-
da devet glavnih europskih struËnih druπtava koja se ba-
ve tom tematikom. Najvaænije razlike u usporedbi sa
prethodnim Europskim smjernicama o prevenciji KVB
koje su bile objavljene 2007. godine su, da za razliku od
njih u kojima su asimptomatske osobe bile podijeljene u
svega dvije skupine — one s velikim i one s malim rizi-
kom za KVB, u novim smjernicama postoje Ëetiri razine
rizika: vrlo veliki, veliki, umjereni i mali. Nove smjernice
preporuËuju da se procjene Ëimbenici rizika u svih mu-
πkaraca starijih od 40 godina i svih æena starijih od 50
godina, ali i mlaih ako su u postmenopauzi. U ovim je
smjernicama viπe europskih zemalja nego u prethodnim
svrstano meu zemlje s niskim rizikom, a naglaπena je
takoer vaænost psihosocijalnih Ëimbenika rizika. No-
vost je i koncept tzv. “dobi rizika”. Naime, rizik mlae
osobe koja ima nekoliko Ëimbenika rizika za KVB je jed-
nak onom kojeg ima znatno starija osoba ali koja nema
Ëimbenike rizika. Naglaπeno je da bi sve osobe s povi-
πenim arterijskim tlakom (AT) trebale promijeniti naËin
æivota u zdraviji, da su svi glavni antihipertenzivi zapra-
vo otprilike podjednakih uËinaka u kliniËkoj primjeni te
da je za sve osobe ciljni AT <140/90 mmHg. U bolesni-
ka s dijabetesom, kada se radi o prevenciji KVB, ciljna
vrijednost HbA1c je <7,0% (<53mmol/mol), ciljna vrijed-
nost AT je <140/80 mmHg i preporuËuje se uzimanje
statina kako bi se smanjio rizik. Za bolesnike s vrlo
velikim rizikom ciljna vrijednost LDL-kolesterola je
<1,8mmol/l (<80mg/dl), za one s velikim rizikom
<2,5mmol/l (<100mg/dl), a za sve ostale je <3,0mmol/l
(<115mg/dl). Naravno da nitko ne bi trebao puπiti, ali je
novost to πto se preporuËuje i izbjegavanje pasivnog
puπenja jer i ono poveÊava rizik od KVB.
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SUMMARY: New European guidelines on cardiovascu-
lar disease (CVD) prevention in clinical practice reflect
the consensus of nine major European professional
societies dealing with this topic. The main differences
when compared with the previous European guidelines
on CVD prevention issued in 2007 are that unlike these
previous guidelines which had a split up of the asympto-
matic population into only two groups — those with high
and those with  low CVD risk, in the new guidelines four
levels of CVD risk exist: very high, high, moderate and
low risk. In the new guidelines it is recommended that
risk factor screening should be considered in adult men
≥40 years and in women ≥50 years of age or if postme-
nopausal. More European countries are at low risk than
in previous guidelines and the importance of psychoso-
cial risk factors is stressed. The novelty is also the risk
age concept. Naimly, the risk age of a younger person
with several CVD risk factors is the same as that of a
significantly older person with no risk factors. Concer-
ning blood pressure (BP) it is stressed that lifestyle
measures are needed for all hypertensive patients, that
all the major antihypertensives are more or less equal
for clinical use and that target BP is <140/90 mmHg. In
patients with diabetes target HbA1c for CVD prevention
is <7.0% (<53mmol/mol), target BP is <140/80 mmHg
and statins are recommended to reduce cardiovascular
risk. Target LDL-cholesterol for very high risk patients is
<1.8mmol/L (<80 mg/dL), for high risk patients <2.5
mmol/L (<100 mg/dL) and for all others <3.0 mmol/L
(<115 mg/dL). Of course, all smoking has to be avoided
but the novelty is that exposure to passive smoking
should be avoided as well since it also increases risk of
CVD.
KEYWORDS: cardiovascular risk, blood pressure, cho-
lesterol, diabetes mellitus, smoking.
CITATION: Cardiol Croat. 2012;7(11-12):310-315.



Na Europskom kardioloπkom kongresu u Münchenu krajem
kolovoza 2012. godine predstavljene su nove Europske
smjernice o prevenciji kardiovaskularnih bolesti (KVB) u kli-
niËkoj praksi koje su istodobno tiskane u sluæbenim glasili-
ma Europskog kardioloπkog druπtva (ESC) i Europskog dru-
πtva za aterosklerozu — European Heart Journal i Athero-
sclerosis1,2. Vjerojatno Êe smjernice ubrzo biti objavljene i u
Ëasopisima ostalih najznaËajnijih europskih struËnih i
znanstvenih druπtava iz tog podruËja koja su sudjelovala u
njihovom stvaranju (a bilo ih je ukupno devet), od onog za
arterijsku hipertenziju do onog za dijabetes ili pak onih za
moædani udar i opÊu/obiteljsku medicinu.
Da se odgovori na pitanje iz naslova Ëlanka valja usporediti
ove smjernice s prethodnim zajedniËkim europskim smjerni-
cama za prevenciju KVB koje su bile objavljene 2007. go-
dine3. Osim Ëinjenice da su ove smjernice po opsegu jed-
nake tzv. “executive summary” prethodnih smjernica, od-
nosno da su znaËajno kraÊe te da su popraÊene s joπ kudi-
kamo znaËajnije saæetom dæepnom verzijom, ali i saæetkom
na jednoj stranici koji Êe biti posebno koristan lijeËnicima
obiteljske medicine koji izloæeni brojnim smjernicama iz ra-
zliËitih podruËja medicine nemaju vremena Ëitati opπirne tek-
stove. Od novosti najprije treba spomenuti naËin evaluacije
podataka. Naime, osim stupnjevanja preporuka i razine do-
kaza kakvi postoje i u drugim preporukama ESC, u ovim je
preporukama po prvi puta primjenjeno stupnjevanje prema
GRADE sustavu4. Taj sustav ima samo dvije kategorije pre-
poruka koje bi se pojednostavljeno mogle objasniti kao: “to
treba raditi” ili “to ne treba raditi”. Pritom taj sustav razlikuje
kvalitetu dokaza od snage preporuka, jer jaki i uvjerljivi do-
kazi temeljeni na kriterijima ESC ne moraju, iako to moæe u
prvi mah zvuËati Ëudno, odmah nuæno voditi do jake pre-
poruke i obrnuto. Takav je pristup u ovim smjernicama pri-
hvaÊen jer se pri uobiËajenom stupnjevanju ESC daleko
najveÊa pozornost posveÊuje randomiziranim kontroliranim
ispitivanjima koja su u pravilu orijentirana ka ispitivanju uËi-
naka lijekova, dok su populacijska istraæivanja slabo vredno-
vana, a ona su, kada je rijeË o prevenciji KVB, itekako zna-
Ëajna i vaæna. Primjer za to moæe biti Ëinjenica da razinu
dokaza A sukladno kriterijima ESC mogu dobiti samo pre-
poruke temeljene na podacima viπe velikih randomiziranih
kliniËkih ispitivanja pa slijedom toga zabrana puπenja nikad
ne bi mogla dobiti tu razinu dokaza jer u svezi s  pogibelji od
puπenja naprosto takva ispitivanja ne postoje niti Êe ikada
biti naËinjena i to iz cijelog niza razloga, od onih etiËkih pa
do mnogih drugih.
Druga je bitna novost i razlika prema proπlim zajedniËkim
europskim smjernicama za prevenciju KVB podjela stupnje-
va rizika na Ëetiri razine sukladno SCORE sustavu: vrlo vi-
soki, visoki, umjereni i niski rizik. Doduπe, ta se podjela veÊ
pojavila u Europskim smjernicama za lijeËenje disipidemija
objavljenim proπle godine, s kojima su ove nove zajedniËke
smjernice za prevenciju KVB u potpunom suglasju5,6. Ta je
nova podjela vaæna zato jer je, iako je rizik zapravo dio kon-
tinuuma, iz praktiËnih razloga u svakodnevnom radu potreb-
no imati neke uporiπne toËke odnosno razdjelnice. Podjela
kakva se rabila u prethodnim zajedniËkim europskim smjer-
nicama za prevenciju KVB za osobe bez dokazane KVB
samo na dvije skupine: one s poveÊanim rizikom (SCORE
>5%) koje treba lijeËiti (πto su lijeËnici pod snaænim utjeca-
jem farmaceutske industrije u pravilu tumaËili iskljuËivo po-
trebom za propisivanjem lijekova) i one s rizikom <5% koje
se uopÊe nije lijeËilo, nije viπe bila prihvatljiva. Upravo je
stoga u ovim novim smjernicama primijenjen sustav stup-
njevanja ukupnog rizika KVB u Ëetiri kategorije. Naime, uvi-
djelo se da pozornost ne treba posveÊivati samo osobama s

At the end of August 2012, the new European guidelines on
cardiovascular disease (CVD) prevention in clinical practice
were introduced at the European Society of Cardiology Con-
gress in Munich and they were simultaneously published in
the official journals of the European Society of Cardiology
(ESC) and European Atherosclerosis Society — European
Heart Journal and Atherosclerosis1,2. The guidelines are like-
ly to be soon published also in journals of other major Euro-
pean professional and scientific societies in that area that
participated in their creation (there were nine of them) star-
ting from the hypertension to diabetes, or stroke and ge-
neral/family practitioners.
In order to answer the question posed in the title of this arti-
cle, we should compare these guidelines to the former com-
mon European guidelines for the prevention of CVD, which
were published in 20073. Apart from the fact that according
to their volume, these guidelines are equivalent to the “Exe-
cutive summary” of former guidelines, they are much short-
er and they are accompanied by a highly abridged pocket
version and also by a one-page summary, which will be par-
ticularly useful for general practitioners who being exposed
to a number of guidelines in different areas of medicine do
not have time to read such comprehensive texts. The man-
ner of evaluating data is also a novelty. Besides the classi-
fication of the recommendations and level of evidence con-
tained in other ESC recommendations, for the first time the-
se recommendations include the grading according to the
GRADE system4. This system contains only two categories
of recommendations that could be simply explained as “it
should be done” or “it should not be done.” In doing so, this
system distinguishes between the quality of evidence and
the power of recommendations because strong and con-
vincing evidence based on the ESC criteria need not neces-
sarily lead to a strong recommendation and vice versa even
though it may sound strange at a first glance. This approach
has been adopted in these guidelines, because while doing
normal ESC grading, the greatest attention is attached to
randomized controlled trials, which are principally focused
on evaluating the effects of drugs, while the population trials
were poorly evaluated and they are, when it comes to the
prevention of CVD, very significant and important. An exam-
ple for this can be the fact that according to the ESC crite-
ria, the A level of evidence can be assigned to the recom-
mendations based on data from several large randomized
clinical trials and consequently the beneficial effets of smo-
king could never be assigned this level of evidence, be-
cause there are no such trials and there will never be such
trials relating to the danger of smoking for a number of rea-
sons, such as ethical and many other cessation.
Another important novelty and the difference compared to
the previous ESC Guidelines on CVD prevention is the clas-
sification of risk into four levels according to SCORE sys-
tem: very high, high, moderate and low risk. However, this
classification already appeared in the European guidelines
for the management of dyslipidemias published last year,
that these new common guidelines for CVD prevention are
fully complied with5,6. This new classification is important
because, although the risk is actually a part of the continu-
um, for practical reasons it is necessary to have some se-
paration points in a daily work. The division that was used in
the former common European guidelines for the CVD pre-
vention for the persons without proven CVD only into the
two groups: those at a high risk (SCORE >5%) that need to
be treated (which was interpreted by physicians strongly
influenced by the pharmaceutical industry as a necessity for
prescribing drugs) and those with a risk <5% that were not
treated at all, was no longer acceptable. For this particular
reason the system of grading the total CVD risk into four ca-
tegories was applied. It was actually recognized that the at-
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visokim rizikom i samo njih lijeËiti veÊ je itekako valja posve-
titi i onima s umjerenim rizikom, koji su zapravo u veÊini, pa
slijedom toga i oni trebaju barem dobiti ozbiljan i kvalificiran
savjet o promjeni nezdravog naËina æivota a neki od njih i
lijekove.
Spomenute su Ëetiri kategorije rizika definirane na slijedeÊi
naËin. Vrlo veliki rizik imaju oni koji imaju bilo πto od nave-
denoga: dokazanu KVB i to bilo invazivnim bilo neinvazivnim
metodama (koronarna angiografija, nuklearne metode osli-
kavanja, stres ehokardiografija, karotidni plak dokazan ultra-
zvuËno), preæivjeli infarkt miokarda, akutni koronarni sin-
drom, koronarnu revaskularizaciju (perkutana koronarna in-
tervencija ili operacija premoπtenja) i ostali postupci arterij-
ske revaskularizacije, preæivjeli ishemijski moædani udar,
perifernu arterijsku bolest, dijabetes (tip 1 ili tip 2) s jednim
ili viπe Ëimbenika rizika i/ili oπteÊenjem ciljnih organa (prim-
jerice mikroalbuminurija: 30-300mg/24h), teπku kroniËnu
bubreænu bolest (glomerulska filtracija <30 mL/min/1,73m2)
ili pak SCORE ≥ 10%. Veliki rizik imaju oni koji imaju
znaËajno izraæen jedan Ëimbenik rizika, primjerice imaju
nasljednu obiteljsku dislipidemiju ili teπku arterijsku hiperten-
ziju ili dijabetes (tip 1 ili tip 2) ali bez Ëimbenika rizika ili
oπteÊenja ciljnih organa ili umjereno izraæenu kroniËnu
bolest bubrega (glomerulska filtracija 30-59 mL/min/1,73m2)
ili pak SCORE ≥ 5%. Umjereni rizik imaju oni sa SCORE
≥ 1 a <5%,  a mali rizik oni sa SCORE <1% koji nemaju
nikakvih drugih obiljeæja koja bi ih svrstala u skupinu s
umjerenim rizikom. 
U ovim je novim smjernicama joπ jaËe nego u prethodnim
naglaπena potreba da kada se procjenjuje rizik KVB uvijek
treba procjenjivati ukupni rizik, a ne samo obraÊati pozor-
nost na jedan Ëimbenik rizika. Pritom je naglaπeno da je pre-
vencija KVB cjeloæivotni proces koji se itekako isplati, ne
samo jer se time spaπavaju ljudski æivoti, veÊ je i financijski
isplativ za zdravstvene sustave. Ukupan rizik treba procje-
njivati na temelju, u praksi veÊ godinama primijenjivanih i
dobro provjerenih u nizu europskih zemalja, SCORE tablica
koje se temelje na podacima o ukupnom kolesterolu, arteri-
jskom tlaku (AT), puπenju, æivotnoj dobi i spolu. U njima je
apsolutni rizik izraæen kao rizik da osoba umre od nekog kar-
diovaskularnog dogaaja u sljedeÊih deset godina. Jedna
od novosti u ovim smjernicama su dodatne tablice u koje je
uvrπten i HDL-kolesterol kao pokazatelj koji znaËajno dopri-
nosi procjeni ukupnog rizika πto je takoer potpuno suklad-
no sa Europskim smjernicama o lijeËenju dislipidemija5,6.
Tablice su dostupne u elektroniËkoj verziji i to u interaktiv-
nom obliku na www.heartscore.org. 
Na temelju epidemioloπkih podataka doπlo je i do novog
svrstavanja zemalja u SCORE tablicama rizika, ovisno o ri-
ziku za KVB kojem je njihovo puËanstvo izloæeno, a koje je
drugaËije nego ono u prethodnim smjernicama. Tako su
neke zemlje zbog poboljπane situacije u njima tijekom pro-
teklih godina promijenile svoj status i preπle iz kategorije
velikog rizika u kategoriju malog rizika, primjerice nama sus-
jedna Slovenija, ali takoer i Irska te Velika Britanija. Hr-
vatska je, na æalost, ostala i dalje meu zemljama velikog
rizka za KVB. Stanje u nas je, naravno, bolje nego ono u
nekim zemljama koje se ubrajaju u zemlje vrlo velikog rizika,
kao πto su primjerice Rusija i veÊina zemalja bivπeg So-
vjetskog Saveza te Bugarska i Makedonija, no to nas nikako
ne moæe i ne smije zadovoljavati. To je svrstavanje vrlo
vaæno jer se, ovisno o stupnju rizika zemlje, uporabom od-
govarajuÊe vrste SCORE tablica (za zemlje s niskim ili one
s visokim rizikom) na temelju postojanja Ëimbenika rizika za

tention is not only to be paid to high risk persons and that
they are the only ones who should be treated, but the atten-
tion should also be paid to those at a moderate risk, who are
actually in the majority, and consequently they should at
least receive serious and qualified advice on changing their
unhealthy way of life and some of them should even be
treated wiith drugs.
The above mentioned four risk categories are defined in the
following way: Very high risk have those who have anything
of the following: proven CVD diagnosed either by means of
invasive or noninvasive methods (coronary angiography, nuc-
lear imaging methods, stress echocardiography, carotid
plaque detected by ultrasound), history of myocardial infarc-
tion, acute coronary syndrome, coronary revascularization
(percutaneous coronary intervention or bypass surgery) and
other arterial revascularization procedures, a history of is-
chemic stroke, peripheral artery disease, diabetes (type 1 or
type 2) with one or more risk factors and/or target organ da-
mage (e.g. microalbuminuria: 30-300 mg/24h), severe chron-
ic kidney disease (glomerular filtration rate <30 mL/min/1,
73m2) or SCORE ≥ 10%. High risk have those who have sig-
nificantly pronounced one risk factor, e.g. they have familial
dyslipidemia or severe arterial hypertension or diabetes (type
1 or type 2), but without risk factors or target organ damage
or a moderately pronounced chronic kidney disease (glome-
rular filtration rate 30-59 ml/min/1, 73m2) or SCORE ≥ 5%. A
moderate risk have those with SCORE ≥ 1 a <5%, and a
low risk havethose with <1% who have no other characteris-
tics that would classify them into a moderate risk group. 
These new guidelines emphasize the need for evaluating a
total risk always when the CVD risk is to be evaluated to a
much greater extent than the former guidelines stressing that
it is not only one risk factor that needs to be taken into con-
sideration. It is emphasized that the prevention of CVD is a
lifelong process that certainly pays off, not only because
human lives are saved in this way, but it is also financially
cost-effective for healthcare systems. The total risk should be
evaluated on the basis of the SCORE tables that have been
used in medical practice for many years and that are well
proven in a great number of European countries and they are
based on data on total cholesterol, blood pressure (BP),
smoking, age and gender. They present the absolute risk as
the risk of dying of a person from some of the cardiovascular
events in the next 10 years. One of the novelties in these
guidelines are additional tables which include HDL chole-
sterol as a risk factor that greatly contributes to the evaluation
of the total risk which is also entirely compliant with the
European Guidelines for management of dyslipidemias5,6. The
tables are available in the electronic interactive format at
www.heartscore.org. 
Epidemiological data formed a basis for the creation of a
new classification of the countries in the SCORE risk tables
depending on the CVD risk that their population is exposed
to, and which is different from the one presented in the for-
mer guidelines. So, some countries have due to the impro-
ved situation changed their status in the guidelines during
the past few years and moved from a high-risk category to a
low risk category, e.g. neighboring Slovenia, Ireland and Uni-
ted Kingdom. Unfortunately, Croatia has remained among
the countries with a high CVD risk. The situation in our coun-
try is naturally better than the situation in some countries
which are among the countries with a very high risk, such as
Russia and most countries of the former Soviet Union,
Bulgaria and Macedonia, but this can be no comfort for us.
This classification is very important because depending on
the risk level of a country, a cardiovascular risk is calculated
for individuals in such a country based on the existence of
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KVB izraËunava kardiovaskularni rizik pojedinaca u toj zem-
lji.
Jedna od vaænih novosti je i koncept tzv. “dobi rizika”. O Ëe-
mu se zapravo radi? Naime, uoËeno je da je æivotna dob rizi-
ka mlae osobe koja ima nekoliko Ëimbenika rizika podjed-
naka znaËajno starijoj osobi ali koja nema tih Ëimbenika rizi-
ka. Tako je, primjerice, iz tablica rizika koje su kao novost
uklopljene u ove nove smjernice razvidno da muπkarac pu-
πaË u dobi od Ëetrdeset godina s vrijednostima ukupnog
kolesterola 6mmol/l i sistoliËkog AT 180 mmHg ima podjed-
naki rizik smrti od KVB u sljedeÊih deset godina kao muπka-
rac star 60 godina ali koji ne puπi, ima vrijednost ukupnog
kolesterola 4 mmol/l, a sistoliËki AT 120 mmHg. Dakle, dob
rizika mlaeg muπkarca, iako ima 40 godina je zapravo 60
godina.
Sukladno novim smjernicama pretraæivanje populacije na
Ëimbenike kardiovaskularnog rizika trebalo bi provoditi u
svih muπkaraca starijih od 40 godina i u æena starijih od 50
godina, ali i u onih mlaih ako su veÊ uπle u postmenopau-
zu. To je novi pristup koji nije bio spomenut u ranijim smjer-
nicama. 
ZnaËajna novost u novim smjernicama je i u tome πto je
mnogo veÊa pozornost posveÊena psihosocijalnim Ëimbe-
nicima kardiovaskularnog rizika (osim πto pozornost, narav-
no, i dalje treba posveÊivati poznatim Ëimbenicima kao πto
su poremeÊaji serumskih lipida, poviπeni AT, puπenje, dija-
betes, debljina i sl.). To su poglavito niski socioekonomski
status, stres na poslu i u obitelji, nedostatak druπtvene pot-
pore, nezaposlenost i strah od gubitka posla, depresija i sl.
Osim πto ti Ëimbenici izravno doprinose razvitku KVB te
pogorπavaju kliniËki tijek i prognozu KVB, oni takoer ome-
taju promjenu naËina æivota na bolje (primjerice te osobe
ËeπÊe puπe) te ustrajnost u lijeËenju kao i uzimanje lijekova
pa i time negativno utjeËu na KVB. ©to se tiËe puπenja, nove
smjernice ne ukazuju samo na pogibelj puπenja i potrebu
prestanka puπenja radi prevencije KVB veÊ navode i niz
dokaza o opasnosti izloæenosti pasivnom puπenju za na-
stanak KVB pa bi stoga i pasivno puπenje svakako trebalo
izbjegavati.
Iako se mnogo oËekivalo od tzv. novih Ëimbenika rizika kao
πto su visoko osjetljivi CRP, fibrinogen, homocistein i sl., na
temelju analize svih do sada objavljenih istraæivanja nove
smjernice upuÊuju da ti Ëimbenici relativno skromno dopri-
nose procjeni rizika te da ih ne treba rutinski odreivati u
osoba koje imaju mali rizik, ali niti u onih s velikim rizikom s
ciljem procjene 10-godiπnjeg rizika od KVB.
Novost je i to da bi, buduÊi se ti poremeÊaji povezuju s
rizikom KVB, svakako trebalo procijeniti rizik te naËiniti od-
reivanje lipida i i izmjeriti AT svima koji imaju apneje u snu,
muπkarcima koji imaju erektilnu disfunkciju, bolesnicima s
autoimunim bolestima, periodontitisom, a posebno onima s
kroniËnom boleπÊu bubrega.
Kako su novija istraæivanja ukazala da nije potrebno toliko
jako sniæavati poviπeni AT kao πto se to mislilo na temelju
nekih ranijih istraæivanja, novost je i to da se smatra da je
poviπeni AT samo onaj viπi od 140/90 mmHg, no svatko bi
trebao imati tlak niæi od toga. To vrijedi i za bolesnike s dija-
betesom za koje se ranije preporuËivalo da im AT treba
smanjivati lijekovima na vrijednosti znaËajno niæe od ove.
DijabetiËarima se u ovim smjernicama preporuËuje AT niæi
od 140/80mmHg dok bi im HbA1c trebao biti niæi od 7%.
Prema tome, to je najbolji dokaz da nije toËno (kao πto neki
Ëesto povrπno navode) da se ciljne vrijednosti odreenih
pokazatelja u svakim novim smjernicama stalno samo sni-
æavaju, veÊ se one mijenjaju (ako se uopÊe mijenjaju) is-

CVD risk factors by using an appropriate score table (for
countries at a low or those at a high risk). 
One of the important novelties is the concept of the so called
“risk age”. What is risk age? We actually observed that the
risk age of a younger person that has several risk factors
considerably equals the age of risk of an older person, but
who has no such risk factors. Thus, for example, the tables
of risk which are as a novelty incorporated into these new
guidelines clearly show that a male smoker aged 40 years
with a total cholesterol of 6mmol/l and the systolic BP 180
mmHg has the same risk of death from CVD in the next 10
years as a man aged 60, but who does not smoke, has a
total cholesterol 4mmol/l, and the systolic BP 120 mmHg. To
conclude, the risk ageof a younger man is 60 years, al-
though he is actually 40. 
In accordance with the new guidelines, the screening of the
population on cardiovascular risk factors should be conduc-
ted in all men over 40 and women over 50, but also in the
younger ones if they have already entered the post-me-
nopause. This is a new approach which has not been men-
tioned in the former guidelines. 
An important novelty in the new guidelines is that much mo-
re attention is paid to psychosocial cardiovascular risk fac-
tors (except that the attention is naturally still to be paid to
the well-known factors such as dyslipidemia, elevated BP,
smoking, diabetes, obesity, etc.). These are primarily low
socioeconomic status, stress at work and in the family, lack
of social support, unemployment and fear of loosing the job,
depression, etc. Besides the fact that these factors directly
contribute to the development of CVD and impair the clinical
course and prognosis of CVD, they also hinder a change to
the lifestyle for the better (for example, such persons smoke
more often), and persistence in the treatment and taking
drugs, and thereby adversely affect CVD. As for smoking,
the new guidelines do not only point to the danger of smok-
ing and the necessity to stop smoking for the purpose of pre-
venting CVD, but also present significant evidence about
the danger of exposure to second-hand smoke for occur-
rence of CVD which is why passive smoking should be avoi-
ded in any case.
Although a lot was expected from the so-called new risk fac-
tors such as highly sensitive CRP, fibrinogen, homocysteine
etc., based on the analysis of all investigations published so
far, the new guidelines indicate that such factors relatively
modestly contribute to the risk assessment and they should
neither be determined routinely in persons at low risk nor in
those at high risk with an aim of assessment of the 10-year
CVD risk. 
The novelty is that since such disorders are associated with
the CVD risk, the risk has to be assessed and lipids and BP
have to be measured in all those having sleep apnea, an
erectile dysfunction, patients suffering from autoimmune
diseases, periodontitis and especially those suffering from
chronic kidney disease. 
As some more recent investigations have showed no need
to greatly lower the elevated BP as was thought on the basis
of some earlier investigations, the novelty is also that only
BP over 140/90 mmHg is to be considered elevated and
everybody should have the BP lower than that. This applies
to the diabetic patients who were previously advised that
their BP should by taking drugs be lowered to the values sig-
nificantly below this value. Diabetic patients are according to
these guidelines advised to have BP lower than 140/80
mmHg, while their HbA1c should be lower than 7%.
Accordingly, this is the best evidence that it is not true (as
according to some superficial allegations) that the target val-
ues of certain indicators in all new guidelines are only con-
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kljuËivo utemeljeno na znanstvenim dokazima koji su se
pojavili nakon objave prethodnih smjernica. Primjena acetil-
salicilatne kiseline se ne preporuËuje bolesnicima s dijabete-
som koji nemaju kliniËki dokazno aterosklerotsko suæenje
arterija.
Kada je rijeË o poremeÊajima lipida ove su smjernice, kako
je veÊ i ranije spomenuto, u potpunom suglasju s Europskim
smjernicama za lijeËenje dislipidemija5-7. Slijedom toga u bo-
lesnika s vrlo velikim rizikom KVB, LDL-kolesterol treba
smanjiti na ispod 1,8mmol/l odnosno za najmanje 50% ako
se ova ciljna vrijednost nikako ne moæe postiÊi. U osoba s
velikim rizikom za KVB valja postiÊi LDL-kolesterol manji od
2,5 mmol/l. Osobe s umjerenim i one s malim rizikom za
KVB trebaju imati LDL-kolesterol manji od 3,0 mmol/l. Bo-
lesnici s obiteljskom hiperkolesterolemijom neovisno o kon-
centraciji LDL-kolesterola trebaju biti shvaÊeni kao bolesnici
s velikim rizikom i mora ih se lijeËiti lijekovima kako bi se po-
stigla koncentracija LDL-kolesterola manja od 2,5 mmol/l, a
ako imaju i dokazanu KVB treba ih lijeËiti kao osobe s vrlo
velikim rizikom i postiÊi vrijednosti LDL-kolesterola manje od
1,8 mmol/l. Bolesnici s dijabetesom, osobito oni s tipom 2
trebali bi, bez obzira na razinu LDL-kolesterola, dobivati sta-
tine da smanje svoj kardiovaskularni rizik. Posebno se istiËe
da su okluzivna arterijska bolest nogu i aterosklerotska bo-
lest karotida te kroniËna bubreæna bolest (stupnjevi 2-4, tj.
glomerulska filtracija <90 ml/min/1,73m2) zapravo stanja ko-
ja predstavljaju jednak rizik kao i dokazana koronarna bolest
srca, pa i ti bolesnici trebaju dobivati lijekove za dislipidemi-
je. BuduÊi da mnogi bolesnici imaju poremeÊaje lipida kod
kojih su uz LDL-kolesterol poveÊani i trigliceridi te smanjen
HDL-kolesterol ili im se davanjem samo statina Ëak i u veÊim
dozama ne uspijeva postiÊi ciljna vrijednost LDL-kolestero-
la, znaËajna je pozornost u ovim smjernicama posveÊena i
lijeËenju dislipidemija kombinacijama viπe lijekova8.
Kao i kod svih drugih smjernica, utjecaj i vaænost ovih smjer-
nica ovisit Êe iskljuËivo o tome koliko Êe ih kardiolozi pri-
mjenjivati u svakodnevnoj praksi i koliko Êe ih se njihovi bo-
lesnici pridræavati. BuduÊi se radi o smjernicama za preven-
ciju KVB, one bi trebale imati bitan utjecaj i na prevenciju
KVB u puËanstvu uopÊe, no i to Êe ovisiti iskljuËivo o tome
koliko Êe ih primjenjivati poglavito lijeËnici obiteljske/opÊe
medicine, ali i dijabetolozi, internisti, kardiolozi i svi ostali li-
jeËnici, jer su one itekako i njima namijenjene.
Naravno da svaka zemlja, pa tako i naπa, moæe ako to æeli
naËiniti vlastite smjernice koje, meutim, ne bi trebale biti u
bitnom nesuglasju s ovim europskim smjernicama. ©to se
pak tiËe smjernica nacionalnih zdravstvenih osiguravajuÊih
sustava, one su neπto potpuno razliËito od smjernica koje
donosi bilo europsko bilo neko nacionalno kardioloπko dru-
πtvo, jer su one utemeljene prvenstveno na financijskim mo-
guÊnostima osiguravatelja, a ne na znanstvenim spoznaja-
ma na kojima se temelje smjernice kardioloπkih druπtava.
Stoga je potpuno ispravan stav o neprimjerenosti izravnog
preuzimanja smjernica osiguravatelja od strane strukovnih
organizacija koji je nedavno izraæen u uvodniku objavljenom
u Ëasopisu Cardiologia Croatica9.

tinuously lowered, but they change (if they change at all) only
based on scientific evidence that occurred after the publica-
tion of the previous guidelines. The use of aspirin is not ad-
vised to the diabetic patients who have no clinically proven
atherosclerotic changes of arteries.
When it comes to dyslipidemias, these guidelines are, as
previously mentioned, completely compliant with the Euro-
pean guidelines for the management of dyslipidemiast5-7.
Consequently, LDL cholesterol should be lowered to below
1.8 mmol/l or by a minimum of 50% in very high risk patients
if such target value may not be achieved in any way. LDL
cholesterol should be lowered to below 2.5 mmol/l in high
risk patients. Persons at moderate and those at high risk for
CVD should have LDL cholesterol lower than 3.0 mmol/l.
The patients with familial hypercholesterolemia should be
treated as the high risk patients irrespective of the LDL cho-
lesterol concentration and they should be treated by drugs
to achieve the LDL-cholesterol concentration below 2.5
mmol/l, and if they have proven CVD they need to be trea-
ted as very high risk persons and they should achieve LDL-
cholesterol values below 1.8 mmol/l. Diabetic patients, es-
pecially those with type 2 diabetes, should, irrespective of
the LDL cholesterol level, be treated with statins to reduce
their cardiovascular risk. It is especially worth mentioning
that the peripheral arterial disease and carotid atheroscle-
rotic disease and chronic kidney disease (grade 2-4, that is,
glomerular filtration <90 ml/min/1,73m2) are actually condi-
tions that pose the same risk as the proven coronary di-
sease, so such patients should be treated with lipid-lowering
drugs. Since many patients have dyslipidemia who in addi-
tion to LDL-cholesterol also have elevated triglycerides and
low HDL-cholesterol or in whom the treatment with only
statins even though administered in greater doses cannot
result in achievement of the target value of LDL cholesterol,
a great attention in these guidelines is drawn to the treat-
ment of dyslipidemia by combining several drugs8.
As in case of any other guidelines, the impact and importan-
ce of these guidelines shall depend only on how the cardio-
logists will apply them in their daily practice and to what
extent their patients will adhere to them. Since the guide-
lines for CVD prevention are in question, they should have a
significant impact on the CVD prevention in population in
general, but it will only depend to what extent they will be
implemented by family/general practitioners, diabetologists,
internists, cardiologists and all other physicians because the
guidelines are certainly intended to them as well. 
National guidelines may be produced by every country, and
our country as well, which guidelines should not greatly dif-
fer from the European guidelines. Regarding the guidelines
of the national healthcare insurance systems, they are so-
mewhat different from the guidelines produced by either
European or any national society of cardiology, because
they are mainly based on the insurers’ financial position, not
on the scientific evidence that the guidelines of the cardiolo-
gy societies are based on. The position about how inappro-
priate it is for the professional organizations to directly ac-
cept the insurers’ guidelines, which position has been re-
cently publicized in the editorial of the Cardiologia Croatica9

is completely correct.
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