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1. Cardiovascular diseases (CVD), as one of the leading
modern public health problems, need a systematic ap-
proach in prevention which must include further efforts in
developing the awareness of general population and au-
thorities. In accordance with the generally accepted con-
cept of continuous development of the atherosclerotic di-
sease and the definition of CVD as an isolated event within
a mentioned continuous cycle, the basic approach to pre-
vention should to a certain extent disregard the traditional
division into “primary” and “secondary” , at least in the ba-
sic discussion about this topic. The modern strategy impo-
ses two main goals: general population preventive strategy,
and strategy of preventive measures in high risk patients
equal to those already suffering from the CVD. The afore-
mentioned is the basis of profiling the modern general and
specific preventive plans in protection from CVD. 

2. The efficiency of efforts in prevention of CVD is di-
rectly dependent on a clear definition of all modifiable risk
factors as goals of preventive plans and actions.  In that re-
gard, the continuation in implementation of the existing
and formation of new integrated and comprehensive pro-
grams not only within medical institutions, but also in all
other social groups, is necessary. Moreover, this principle
of integrity cannot and should not imply the comprehensi-
veness of each individual action, but it imposes a strict co-
ordination of individual, specific actions which in their to-
tality must include all significant and modifiable risk fac-
tors.  

3. Such programs must be subtly formulated, based not
only on biomedical facts, but also as attractive as possible
in the communication and general methodological ap-
proach, aimed at redefining general desirable “modern”
patterns of everyday behavior. Their implementation has to
use the existing social resources to their maximum, include
experts, and also all other prominent persons on positive
principles of modern promotional programs. The imple-
mentation has to be flexible and in accordance with the
primary registered response of the population included in
the action, it must represent a permanently adaptable se-
ries of projects adjusted to the current social and political
circumstances, and actual changes in the users’ interest. 

4. The long term strategy in CVD prevention should in-
clude all modifiable risk factors and available action strate-
gies: promotion of physical activity (all forms: organized
kinesiotherapy as well as spontaneous daily activities), di-
etary interventions with a special emphasis on the eviden-
ce-based principle (promotion of general and specific die-

1. Kardiovaskularne bolesti (KVB) kao jedan od vode-
Êih suvremenih javnozdravstvenih problema nuæno treba-
ju sustavni pristup prevenciji koji mora ukljuËivati daljnje
napore u razvoju svijesti opÊe populacije i upravljaËkih
struktura. U skladu s opÊeprihvaÊenim konceptom nepre-
kidnosti u razvoju aterosklerotske bolesti i definicijom KVB
kao izoliranog dogaaja unutar navedenog neprekinutog
slijeda, temeljni pristup prevenciji treba donekle zanema-
riti tradicionalnu podjelu na “primarnu” i “sekundarnu”,
barem u naËelnim razmatranjima ovog tematskog podruË-
ja. Suvremena strategija nameÊe dva osnovna cilja: opÊu
populacijsku preventivnu strategiju, te strategiju preventiv-
nih mjera u visokoriziËnih bolesnika izjednaËenih s onima
koji su veÊ oboljeli od KVB. Navedeno je temelj profilira-
nja suvremenih opÊih i specifiËnih preventivnih planova u
zaπtiti od KVB. 

2. UËinkovitost napora u prevenciji KVB izravno ovisi
o jasnoj definiciji svih preinaËivih Ëimbenika rizika kao
ciljnih toËaka preventivnih planova i akcija. U tom je smis-
lu nuæan nastavak provedbe postojeÊih i formirane novih,
integriranih i sveobuhvatnih programa unutar medicinskih
ustanova, ali i svih drugih dostupnih druπtvenih zajednica.
Nadalje, takvo naËelo integrativnosti ne moæe i ne treba
podrazumijevati sveobuhvatnost svake pojedinaËne akcije
veÊ nameÊe strogu koordinaciju pojedinaËnih, specifiËnih
akcija koje u svojoj ukupnosti trebaju obuhvatiti sve zna-
Ëajne i preinaËive Ëimbenike rizika. 

3. Takvi programi moraju biti suptilno formulirani, te-
meljeni na biomedicinskim Ëinjenicama, ali u komunika-
cijskom i opÊem metodoloπkom pristupu πto atraktivniji,
usmjereni redefiniranju opÊih poæeljnih, “modernih” obra-
zaca svakodnevnog ponaπanja. Njihova provedba treba
maksimalno koristiti postojeÊe druπtvene resurse, ukljuËiti
struËnjake, ali i druge istaknute osobe na pozitivnim naËe-
lima suvremenih promotivnih programa. Implementacija
treba biti fleksibilna i u skladu s primarnim zabiljeæenim
odgovorom populacije ukljuËene u akciju, ona treba pred-
stavljati trajno prilagodljiv niz poduhvata usklaen s tre-
nutnim druπtvenim, politiËkim i socijalnim prilikama te ak-
tualnim promjenama interesa korisnika. 

4. DugoroËna strategija prevencije KVB treba obuhvati-
ti sve preinaËive Ëimbenike rizika i dostupne strategije dje-
lovanja: promociju fiziËke aktivnosti (svih oblika: organi-
zirane kineziterapije, ali i spontanih dnevnih aktivnosti),
prehrambenih intervencija s posebnim naglaskom na na-
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tary principles, placing out an emphasis on the necessity of
examining as to whether various dietary interventions are
based on facts — development of the critical approach of
the scientific community and general population), pointing
out a medical importance of overweight and obesity, stim-
ulating programs for reduction of body weight, spreading a
network of structured schools of non-smoking and a further
promotion of harmful effects of smoking, promotion of the
usage of a scoring system in the evaluation of the CVD
risks in the scientific public and general population, pro-
motion of the European guidelines for prevention of car-
diovascular diseases, pointing out an importance of iden-
tification of risk factors and early symptoms/signs of CVD,
promoting the awareness of the importance and irreplace-
able benefits gained from the system of cardiac rehabilita-
tion for the health of an entire nation, the promotion uses
“invested-gained” for all programs for prevention and reha-
bilitation of CVD. 

5. The continuous development and consistent promo-
tion of the overall national preventive CVD program, ac-
cording to international experience undoubtedly brings
long-term, irreplaceable success in the prevention of chro-
nic noninfectious diseases and general promotion of
health. 

6. The further advancement in the prevention of CVD,
in the following period, should take into account the addi-
tional involvement and cooperation with professionals
who are not cardiologists (nephrologists, diabetologists,
professional societies for arterial hypertension, diabetes
and obesity, pediatricians, clinical nutritionists, specialists
in the field of dietary technology, public healthcare profes-
sionals, epidemiologists, etc.), public organizations and
other entities whose activities are complementary to the
goals of the Working Group for Prevention and Rehabilita-
tion of CVD. 

7. The area of rehabilitation of CVD, with its undoub-
ted importance and comprehensive benefit for the entire
health system requires persistent promotion in all direc-
tions, primarily towards the public health administration. A
high healthcare and financial effect of the program for car-
diac rehabilitation, early stationary rehabilitation in the fra-
mework of excellent operation of the Croatian Network for
Primary Percutaneous Coronary Interventions and delayed
clinical cardiac rehabilitation within the framework of the
CVD prevention require correct valuation of the healthcare
administration and healthcare insurers, adequate treatment
and financing of these programs in accordance with the
applicable practice of the developed European healthcare
systems. 

8. Pursuant to the aforementioned, it is necessary to re-
commend a revision of the invoicing system in cardiac re-
habilitation to the Croatian Institute for Health Insurance.
The recognition and evaluation of all necessary therapeu-
tic interventions is imminent, and in the existing coding
system there is no way to note most of them. Furthermore,
the stationary cardiac rehabilitation should, according to
modern clinical practice, make a clear distinction between
the early and delayed rehabilitation. Early cardiac rehabi-
litation is basically the post-coronary care during the pe-
riod form the third to the fifth day from the primary coro-
nary intervention or from the seventh to the ninth day from
the cardiac surgery treatment, and it requires an extensive
diagnostic and therapeutic treatment and may not be in-
cluded in the existing price for the day spent in hospital, so
it should be corrected. The early cardiac rehabilitation de-

Ëelu utemeljenosti na dokazima (promoviranje opÊih i spe-
cifiËnih prehrambenih naËela, isticanje nuænosti propitiva-
nja utemeljenosti razliËitih prehrambenih intervencija na
Ëinjenicama — razvoj kritiËnog pristupa struËne javnosti i
opÊe populacije), isticanje medicinskog znaËaja pretjerane
uhranjenosti i pretilosti, poticanje programa redukcije tje-
lesne teæine, πirenje mreæe strukturiranih πkola nepuπenja i
daljnje promocije πtetnosti puπenja, promocija koriπtenja
bodovnih sustava za procjenu KVB rizika u struËnoj javno-
sti i opÊoj populaciji, promocija Europskih smjernica za pre-
venciju bolesti srca i krvnih æila, isticanje znaËaja identi-
fikacije Ëimbenika rizika i ranih simptoma/znakova KVB,
poticanje svijesti o nuænosti i nezamjenjivoj koristi koju
donosi sustav kardioloπke rehabilitacije za ukupno zdrav-
stveno stanje nacije, promocija koristi “uloæeno-dobiveno”
za sve programe prevencije i rehabilitacije KVB. 

5. Kontinuirani razvoj i dosljedno promoviranje sve-
obuhvatnog nacionalnog preventivnog KVB-programa,
prema meunarodnim iskustvima neupitno donosi dugo-
roËne, nezamjenjive uspjehe u prevenciji kroniËnih ne-
zaraznih bolesti i ukupnoj promociji zdravlja. 

6. Daljnji napredak u prevenciji KVB, u razdoblju koje
slijedi, treba voditi raËuna o dodatnom ukljuËivanju i in-
tenzivnijoj suradnji sa struËnjacima koji nisu kardiolozi
(nefrolozi, dijabetolozi, struËna druπtva za arterijsku hiper-
tenziju, dijabetes i debljinu, pedijatri, kliniËki nutricionisti,
struËnjaci s podruËja prehrambene tehnologije, specijalisti
javnog zdravstva, epidemiolozi i dr.), udrugama graana i
drugim subjektima Ëije su aktivnosti komplementarne cilje-
vima Radne skupine za prevenciju i rehabilitaciju KVB.

7. PodruËje rehabilitacije KVB, svojim neupitnim zna-
Ëajem i svekolikom koriπÊu u ukupnom zdravstvenom su-
stavu, zahtijeva upornu promociju u svim smjerovima, u
prvom redu prema dræavnoj zdravstvenoj administraciji.
Visok zdravstveni i financijski uËinak programa kardiolo-
πke rehabilitacije, rane stacionarne rehabilitacije u okviri-
ma izvrsnog funkcioniranja Hrvatske mreæe primarnih per-
kutanih koronarnih intervencija i odgoene ambulantne
kardioloπke rehabilitacije  u okvirima ukupne KVB preven-
cije, zahtijevaju inzistiranje prema zdravstvenoj admini-
straciji i zdravstvenim osiguravateljima o ispravnom vred-
novanju, primjerenom tretiranju i financiranju ovakvih
programa u skladu s pozitivnom praksom razvijenih europ-
skih zdravstvenih sustava. 

8. U skladu s prethodnim, nuæno je predloæiti Hrvat-
skom zavodu za zdravstveno osiguranje revidiranje susta-
va fakturiranja u kardioloπkoj rehabilitaciji. Neminovnim
se nameÊe prepoznavanje i evaluiranje svih nuænih terapi-
jskih intervencija, a za veÊinu kojih ne postoje moguÊno-
sti iskazivanja u postojeÊem sustavu πifriranja. Nadalje,
stacionarna kardioloπka rehabilitacija, u skladu sa suvre-
menom kliniËkom praksom, treba uËiniti jasnu distinkciju
izmeu rane i odgoene. Rana kardioloπka rehabilitacija u
osnovi je postkoronarna skrb u periodu treÊeg do petog
dana od primarne koronarne intervencije ili sedmog do de-
vetog dana od kardiokirurπkog lijeËenja, ona zahtijeva op-
seæan dijagnostiËki i terapijski tretman i ne moæe se uklopi-
ti u postojeÊu cijenu bolniËkog dana, pa isto valja korigira-
ti. Tako formulirana rana kardioloπka rehabilitacija, koja se
usprkos organizacijskim i financijskim problemima provo-
di, znaËajno racionalizira ukupni sustav zbrinjavanja bole-
snika i rastereÊuje akutne kardioloπke odjele. Odgoena
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fined in that way, which is being implemented despite the
organizational and financial problems, significantly ratio-
nalizes the entire system of patient management and relie-
ve the acute cardiac units of load.  The delayed cardiac re-
habilitation should include the invoicing of all interven-
tions (diagnostic and therapeutic) and the outpatient ones
as well, only with the addition of fee for the patients’ ac-
commodation. This concept of financing is inseparable
from the modern clinical practice, is highly rational and in
the coming period it has no other professional alternative.

kardioloπka rehabilitacija, trebala bi obuhvaÊati fakturira-
nje svih intervencija (dijagnostiËkih i terapijskih) kao i am-
bulantna, tek uz dodatak iznosa za smjeπtaj bolesnika.
Ovakva koncepcija financiranja neodvojiva je od suvre-
mene kliniËke prakse, visoko racionalna i u razdoblju koji
slijedi nema struËne alternative.
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