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U
svakodnevnom radu suoËavamo se s naizgled nepri-
hvatljivim situacijama. Naime, u Hrvatskoj je od 2005.
godine zaæivjela mreæa primarne perkutane koronarne

intervencije u akutnom infarktu miokarda s elevacijom ST-
segmenta (STEMI), sa svake godine rastuÊim brojem inter-
vencija u 12 centara diljem Hrvatske, gdje se perkutana in-
tervencija provodi na bazi 24 sata tijekom sedam dana.1,2 Od
njezinog osnutka pa do kraja 2012. godine uËinjeno je viπe
od 8.000 intervencija s mehaniËkim otvaranjem koronarne
arterije. Na ukupno 6.000 perkutanih koronarnih intervencija
tijekom 2012 godine, 2.222 su uËinjene u akutnom STEMI,
a viπe od 2.000 na preostale dvije poveznice akutnog koro-
narnog sindroma (ACS), tj. nestabilnoj angini pektoris i akut-
nom infarktu miokarda bez elevacije ST-segmenta (NSTE-
MI). Uspjeh ovih intervencija ovisan je od viπe Ëinitelja, a pri-
marno od vremena koje je proteklo od pojave simptoma do
same intervencije, no nedvojbeno se radi o u svijetu prihva-
Êenom, favoriziranom i najuspjeπnijem vidu lijeËenja koro-
narnih bolesnika.3

StatistiËkom obradom hrvatskih podataka uoËeno je da se u
gotovo 50% bolesnika radi o osobama koje po æivotnoj dobi
(<65 god.) odgovaraju radno aktivnom stanovniπtvu. Uspjeh
ovih intervencija ne temelji se samo na spaπavanju æivota,
veÊ i u vraÊanju u svakodnevicu normalnog æivota. PrateÊi
ove bolesnike po intervenciji tijekom narednih mjeseci uoËili
smo da je veliki broj bolesnika (napominjem po uspjeπnoj
intervenciji) na dugotrajnom bolovanju, gubi svoju profesion-
alnu radnu sposobnost, odnosno zavrπava u invalidskoj mi-
rovini. Smatramo da je to apsolutno krivo i da bi se ta situaci-
ja bliskom suradnjom lijeËnika obiteljske medicine, specijal-
ista medicine rada i specijalista kardiologa mogla zadovol-
javajuÊe promijeniti.4

Prema literaturnim podacima, a i naπim saznanjima, navodi
se Ëinjenica da bolesnici po preboljelom srËanom infarktu,

I
n our daily work we are facing seemingly unacceptable sit-
uations. In Croatia since 2005, a network of primary per-
cutaneous coronary interventions in acute ST-segment

elevation myocardial infarction (STEMI) has become widely
spread, with a growing number of interventions in 12 centers
all over Croatia each year, where percutaneous interven-
tions are performed at 24/7.1,2 Since it was founded by the
end of 2012 more than 8,000 interventions with mechanical
opening of the coronary arteries have been performed. Out
of a total of 6,000 percutaneous coronary interventions dur-
ing the year 2012, 2,222 interventions were performed in
acute STEMI, and more than 2,000 on the remaining two
types of acute coronary syndrome (ACS), i.e. unstable angi-
na pectoris and acute non-ST-segment elevation myocardial
infarction (NSTEMI). The success of these interventions
depends of many factors, but primarily on the time from the
onset of the first symptoms to the intervention itself, but it is
undoubtedly the internationally adopted, favored and the
most successful type of treatment of coronary patients.3

Statistical analysis of Croatian data has showed that almost
50% of patients are persons that by their age (<65 years)
are the working population. The success of these interven-
tions is not only aimed at saving lives, but also returning the
patients to normal everyday life. The follow-up of these pa-
tients upon completed intervention over the following
months showed us that a large number of patients (I must
point out upon the successful intervention) are on a long-
term sick leave, losing their professional work capacity, or
end up in disability pension. We believe that it is absolutely
wrong and by close cooperation of family physicians, spe-
cialists in occupational medicine and specialist cardiologist
this situation could could satisfactorily change.4

According to the literature and to our knowledge, the fact is
that patients upon a history of myocardial infarction who
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koji nemaju medicinsku kontraindikaciju za nastavak profe-
sionalne radne aktivnosti (npr. maligne aritmije, srËana insu-
ficijencija, znaËajno sniæena istisna frakcija lijeve klijetke),
povratom na posao ne samo da imaju duæi æivotni vijek, vje-
rojatnost je manja da Êe razviti ponovljeni srËani incident, a
postotak neuroza i depresije je i do pet puta manji u odnosu
na one koji su na dugom bolovanju, odnosno odlaze u miro-
vinu.5 Za razliku od rezultata poljskih autora, a vrlo srodnih
naπim podacima gdje se tek 50-60% bolesnika vraÊa u pro-
fesionalnu radnu aktivnost, u zemljama Zapadne Europe i
Sjedinjenih AmeriËkih Dræava (SAD), ovaj postotak iznosi
70-95%. Bolesnici koji se ne vraÊaju na posao imaju neπto
veÊu uËestalost teæe viπeæilne koronarne bolesti, a duæina
bolovanja je ovisna o lokalizaciji infarkta (infarkt prednje sti-
jenke) i postignutom TIMI protoku nakon intervencije man-
jem od III.5-9 Moderne smjernice znaËajno su smanjile raz-
doblje povratka na posao na 1-3 mjeseca nakon akutnog sr-
Ëanog infarkta (medijan 50 dana) dok neki autori, a posebice
u SAD, smatraju da je povratak na posao moguÊ veÊ dva tje-
dna po nekompliciranom srËanom infarktu.10

Prema podacima Hrvatskog zavoda za mirovinsko osiguran-
je (www.mirovinsko.hr) za listopad 2013. godine alarmantan
je odnos broja korisnika mirovina i osiguranika koji uplaÊuju
doprinose za mirovinsko osiguranje i iznosi 1:1,23. U protek-
lih pet kriznih godina broj osiguranika smanjio se za 172.000
osoba, a istodobno se broj umirovljenika poveÊao za
70.000, πto je Hrvatsku dovelo do ekonomski neodræivog
omjera broja zaposlenih i umirovljenika. Tu bitku poËeli smo
gubiti joπ devedesetih godina, kad smo imali gotovo idealnu
situaciju jer je na jednog umirovljenika dolazilo troje zapo-
slenih. VeÊ u iduÊih pet godina taj je omjer pao na 1,81 za-
poslenog na jednog umirovljenika i nastavio se nezaustavlji-
vo smanjivati sve do danas. Prvo je slijedilo masovno ga-
πenje tvrtki koje se rjeπavalo slanjem nezaposlenih u miro-
vinu umjesto na Hrvatski zavod za zapoπljavanje. Hrvatska
specifiËnost je i velik broj invalidskih mirovina koje prima
svaki peti hrvatski umirovljenik. Tako je od milijun i 218 ti-
suÊa hrvatskih umirovljenika trenutno samo 638.152 njih u
starosnoj mirovini. Hrvatski umirovljenici prosjeËno su odra-
dili 29 godina radnog staæa, a samo njih 138.410 ili 12,28%
je u mirovinu otiπlo s viπe od 40 godina radnog staæa. Tre-
nutno je 56.615 umirovljenika mlae od 54 godine. 
U zakljuËku moæemo istaÊi da bolesnici s uspjeπno prove-
denim kardioloπkim postupcima, odnosno adekvatnim lijeËe-
njem najveÊim dijelom ispunjavaju uvjete za nastavak profe-
sionalne radne aktivnosti. Stoga je neophodno jaËanje svije-
sti nas lijeËnika da im to moæemo omoguÊiti, tj. vratiti ih u pro-
fesionalnu radnu aktivnost. Time Êemo u cjelini podiÊi kva-
litetu æivota u Hrvatskoj, a naravno i kardioloπkih bolesnika. 

have no medical contraindication for continuing professional
work activities (e.g. malignant arrhythmias, heart failure, sig-
nificantly decreased left ventricular ejection fraction), not on-
ly have a longer life expectancy after they return to work, but
they are less likely to develop a recurrent coronary event,
and the rate of neurosis and depressions is up to five times
lower in comparison to those who are on long-term sick
leave or who retire.5 Unlike the results of the Polish authors
and very similar to our data, where only 50-60% of patients
return to their professional work activity, in Western Europe
and the United States of America, this percentage is 70-
95%. Patients who do not return to work have a higher inci-
dence of more severe multi-vessel coronary artery disease
and the length of the sick leave is dependent on the localiza-
tion of myocardial infarction (anterior wall infarction) and
achieved TIMI flow after the intervention less than III.5-9 Mo-
dern guidelines significantly reduced the period of return to
work in 1-3 months after acute myocardial infarction (medi-
an 50 days) and some authors, especially in the U.S. think
that patients can return to work already in two weeks after
non-complicated myocardial infarction.10

The data provided by the Croatian Pension Insurance In-
stitute (www.mirovinsko.hr) for October 2013 show the
alarming ratio between pension beneficiaries and insureds
who pay contributions for pension insurance which is 1:1.23.
In the past five years marked by economic crisis, the num-
ber of insureds declined by 172,000 persons, while the num-
ber of pensioners increased by 70,000, which led Croatia to
economically unsustainable ratio between the number of
employees and pensioners. We started losing this battle in
the nineties, when we had almost an ideal situation because
the ratio between the employees and pensioners was three
to one. Already in the next five years, this ratio dropped to
1.81 employee to one pensioner and continued to decline
inexorably up to date. The first thing that happened is clos-
ing down of companies when unemployed people were
retired instead to report to the Croatian Employment
Agency. A specific phenomenon in Croatia is also a large
number of disability pensions that each fifth Croatian pen-
sioner receives. Consequently, out of a million and 218
thousand Croatian pensioners there are currently only
638,152 of them of the full retirement age. Croatian pension-
ers on average have done 29 years of service, and only
138,410 or 12.28% has gone into retirement after having
reached 40 years of service. There are 56,615 pensioners
younger than 54 years of age. 
To conclude, we can point out that patients with successful-
ly performed cardiac procedures, or who have undergone
appropriate treatment largely meet the criteria for continuing
their professional work activities. Therefore, it is necessary
to strengthen the awareness of us physicians that doctors
can enable them to return to work, that is, to their profes-
sional work activity. This will raise the overall quality of life in
Croatia and naturally cardiac patients. 
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