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Na Europskom kardioloπkom kongresu u Parizu kra-
jem kolovoza predstavljene su prve smjernice o li-
jeËenju dislipidemija koje su zajedniËki naËinili Eu-

ropsko kardioloπko druπtvo i Europsko druπtvo za atero-
sklerozu. Smjernice su takoer istodobno tiskane u sluæ-
benim glasilima oba spomenuta europska druπtva — Euro-
pean Heart Journal i Atherosclerosis1. Moæda Êe se netko
pitati zbog Ëega je trebalo uloæiti dvogodiπnji trud velike
skupine najistaknutijih znanstvenika iz ovog podruËja da
se naprave te smjernice, kada veÊ postoje ZajedniËke eu-
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SAÆETAK: Prve europske smjernice o lijeËenju dislipi-
demija koje su zajedniËki naËinili Europsko kardioloπko dru-
πtvo i Europsko druπtvo za aterosklerozu bave se lijeËenjem
dislipidemija kao integralnim i vaænim dijelom prevencije
kardiovaskularnih bolesti (KVB). Prema njima u bolesnika s
vrlo visokim rizikom za KVB (dokazana KVB, dijabetes tipa
2, dijabetes tipa 1 s oπteÊenjem ciljnih organa, umjereno do
jako zatajenje bubrega ili SCORE  ≥10 %) LDL-kolesterol tre-
ba smanjiti na ispod 1,8 mmol/l odnosno za najmanje 50%
ako se ova ciljna vrijednost nikako ne moæe postiÊi. U oso-
ba sa visokim rizikom za KVB, a to su one sa izraæenim jed-
nim Ëimbenikom rizika (primjerice jako poveÊanim koles-
terolom), odnosno s razinom SCORE  ≥5 do <10%, valja po-
stiÊi LDL-kolesterol manji od 2,5 mmol/l. Osobe s umjere-
nim rizikom za KVB, a to su one sa SCORE  >1 do ≤5%, tre-
baju imati LDL-kolesterol  manji od 3,0 mmol/l dok oni s
niskim rizikom (SCORE <1%) ne zahtijevaju nikakvu inter-
venciju ili, ako im je LDL-kolesterol veÊi od 2,5 mmol/l, tre-
baju samo promijeniti naËin æivota u onaj zdraviji. U smjer-
nicama se takoer po prvi puta daju naputci o lijeËenju
poveÊanih triglicerida i smanjenog HDL-kolesterola, poro-
diËnih dislipidemija, prehrambenim dodatcima koji djeluju
na lipoproteine u krvi, kombiniranom lijeËenju dislipidemi-
ja, lijeËenju dislipidemija u djece, æena i starijih osoba te li-
jeËenju dislipidemija u posebnih skupina bolesnika kao πto
su bolesnici s dijabetesom i/ili metaboliËkim sindromom,
bolesnici s akutnim koronarnim sindromom i oni koji Êe biti
podvrgnuti perkutanim koronarnim intervencijama, bolesni-
ci s bolestima bubrega, perifernom arterijskom boleπÊu,
moædanim udarom, aneurizmom aorte, bolesnici s HIV in-
fekcijom i sl. 

KLJU»NE RIJE»I: dislipidemije, kolesterol, trigliceridi,
HDL-kolesterol, LDL-kolesterol, kardiovaskularne bolesti.

SUMMARY: The first European guidelines for the mana-
gement of dyslipidaemias produced jointly by the European
Society of Cardiology and the European Atherosclerosis So-
ciety deal with the management of dyslipidaemias as an in-
tegral and important part of cardiovascular diseases (CVD)
prevention. According to them, in patients at very high CVD
risk (established CVD, type 2 diabetes, type 1 diabetes with
target organ damage, moderate to severe chronic kidney dis-
ease or a SCORE level ≥10 %) the LDL-cholesterol goal
should be <1.8 mmol/L and/or reduced by a least 50% when
target level cannot be reached. In patients at high CVD risk
(markedly elevated single risk factors eg. hypercholestero-
laemia, and SCORE level ≥5 to <10%) a LDL-cholesterol
goal <2.5 mmol/L should be considered. In subjects at mo-
derate risk (SCORE level >1 to ≤5%) LDL-cholesterol  goal
<3.0 mmol/L should be considered and in those at low risk
(SCORE level <1%) either no lipid intervention or, if LDL-
cholesterol is <2.5mmol/L, only a lifestyle intervention is ad-
vised. The guidelines also address for the first time some ot-
her important issues such as treatment of high triglycerides
and low HDL-cholesterol, familial dyslipidaemias, dietary
supplements and functional foods active on plasma lipid val-
ues, lipid-lowering drug combinations, management of dys-
lipidaemias in children, women and the elderly, manage-
ment of dyslipidaemias in different clinical settings such as
diabetes and metabolic syndrome, patients with acute coro-
nary syndrome and those undergoing percutaneous coronary
interventions, patients with renal disease, peripheral artery
disease, stroke, aortic aneurysm, human immunodeficiency
patients etc.
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The first Guidelines on treatment of dyslipidemia pre-
pared jointly by the European Society of Cardiology
(ESC) and European Atherosclerosis Society were pre-

sented at the ESC Congress  in Paris held by the end of Au-
gust. The guidelines were also published in the official
journals of the both above mentioned European societies
— European Heart Journal and Atherosclerosis1. Someone
may wonder as to why it was necessary for a large group
of the most prominent scientists in this field to make a two-
year effort in order to prepare such guidelines since the
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ropske smjernice za prevenciju kardiovaskularnih bolesti
(KVB) objavljene prije Ëetiri godine2. Razlog nije bila samo
Ëinjenica da su se nakon objave spomenutih zajedniËkih
smjernica za prevenciju KVB pojavile i posebne smjernice
o dijabetesu i KVB te one o lijeËenju arterijske hipertenzi-
je iako su zajedniËke smjernice obuhvatile i te Ëimbenike
rizika3,4, veÊ poglavito to πto su mnogi lijeËnici æeljeli doz-
nati neπto viπe o lijeËenju dislipidemija u posebnih skupi-
na bolesnika vezano uz prevenciju KVB Ëemu je u zajed-
niËkim smjernicama bilo posveÊeno tek malo ili Ëak nima-
lo prostora, a joπ viπe to πto se upravo u posljednjih neko-
liko godina doπlo do brojnih novih spoznaja.

Kako bi se najbolje odgovorilo na pitanje postavljeno u
naslovu ovog Ëlanka, valja krenuti redom. Najprije treba
naglasiti da je u ovim smjernicama jasno i viπe puta istak-
nuto da su  dislipidemije samo jedan, iako moæda najvaæ-
niji, Ëimbenik rizika za nastanak KVB te da je njihovo li-
jeËenje integralni dio opÊe prevencije KVB. Pritom, kada
se procjenjuje rizik KVB uvijek treba procjenjivati ukupni
rizik, a ne samo obraÊati pozornost na jedan Ëimbenik
rizika, pa niti samo na dislipidemije5. Ukupni rizik treba
procjenjivati na temelju, u praksi veÊ godinama primijenji-
vanih i dobro provjerenih u nizu europskih zemalja, SCO-
RE tablica koje se temelje na podacima o ukupnom koles-
terolu, arterijskom tlaku, puπenju, æivotnoj dobi i spolu. U
njima je apsolutni rizik izraæen kao rizik da osoba umre od
nekog kardiovaskularnog dogaaja u sljedeÊih 10 godina.
Jedna od novosti u ovim smjernicama su dodatne tablice u
koje je uvrπten i HDL-kolesterol kao pokazatelj koji znaËa-
jno doprinosi procjeni ukupnog rizika i te su tablice do-
stupne u elektroniËkoj inaËici na www.heartscore.org.

Druga je znaËajna novost i razlika prema proπlim Za-
jedniËkim smjernicama podjela stupnjeva rizika na Ëetiri
razine sukladno SCORE sustavu: vrlo visoki, visoki, umje-
reni i niski rizik. Naime, iako je rizik zapravo dio kontinu-
uma, iz praktiËnih je razloga u svakodnevnom radu po-
trebno imati neke uporiπne toËke odnosno razdjelnice. Ra-
nija podjela osoba bez dokazane KVB samo na one s po-
veÊanim rizikom (SCORE >5%) koje treba lijeËiti (πto su li-
jeËnici pod snaænim utjecajem farmaceutske industrije ner-
ijetko pogreπno tumaËili potrebom za propisivanjem lije-
kova) i one s rizikom <5% koje se uopÊe nije lijeËilo, nije
viπe bila prihvatljiva. Stoga je u ovim smjernicama primije-
njen sustav stupnjevanja ukupnog rizika KVB u Ëetiri kate-
gorije koji je povezan s pristupom lijeËenju dislipidemija
temeljenom na pet razina LDL-kolesterola i to: LDL-kole-
sterol manji od 1,8 mmol/l, onaj od 1,8 do 2,5 mmol/l, od
2,5 do 4,0 mmol/L, od 4,0 do 4,9 mmol/l i onaj veÊi od 4,9
mmol/l. Naime, ove smjernice upuÊuju da pozornost nika-
ko ne treba obraÊati samo na one s vrlo visokim i visokim
rizikom, veÊ bi i osobe s umjerenim rizikom trebale dobiti
struËni savjet o tome kako da promijene nezdravi naËin
æivota (neki Ëak i da uz to uzimaju lijekove), a oni s niskim
rizikom kako da odræe svoje povoljno zdravstveno stanje.

Sukladno ovome u bolesnika s vrlo visokim rizikom
KVB, a to su svi oni s dokazanom KVB (invazivnim ili nein-
vazivnim dijagnostiËkim metodama, oni s preboljelim in-
farktom miokarda, akutnim koronarnim sindromom, ishe-
mijskim moædanim udarom ili pak nakon koronarne revas-
kularizacije) ili s dijabetesom tipa 2 odnosno dijabetesom
tipa 1 i oπteÊenjima ciljnih organa (primjerice mikroalbu-
minurijom) te oni s umjerenim ili teπkim zatajenjem bubre-

Joint European Guidelines on cardiovascular diseases
(CVD) prevention published four years ago already exist2.
The reason did not only lie in the fact that the publication
of the above mentioned guidelines for prevention of CVD
was followed by publication of special guidelines on dia-
betes and CVD and the guidelines on management of  hy-
pertension, although the Joint guidelines included those
risk factors3,4, but mainly in the fact that many physicians
wish to learn more about dyslipidemia in special patient
groups relating to prevention of CVD which is the issue to
which a little or no attention was paid in common guide-
lines, and especially in the fact that many new data have
been collected in the last several years.

In order to answer the question posed in the title of this
article, we should address this issue by applying a certain
order. We should first emphasize that these guidelines
have clearly and many times pointed out that dyslipidemia
is only one, maybe even the most important risk factor for
CVD and that its treatment is an integral part of the gene-
ral prevention of CVD. When evaluating the CVD risk, we
should always estimate the total risk and we should not
pay attention only to one risk factor eg. only to dyslipi-
demia5. The total risk should be estimated according to
SCORE charts that have been applied for years and have
been well evaluated in a great number of the European
countries, which are based on the data on total cholesterol,
blood pressure, 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 charts which
include HDL-cholesterol as an indicator that greatly contri-
butes to the evaluation of the total risk and these tables are
accessible in electronic form at www.heartscore.org.

Another important novelty and the difference to the
Joint Guidelines is the classification of risk into four levels
according to SCORE: very high, high, moderate and low
risk. Although the risk is actually a part of the continuum,
for practical reasons it is necessary to have some footholds
or dividing lines in daily work. The previous division of
persons without proven CVD into only those with in-
creased risk (SCORE >5%) that need to be treated (which
was often wrongly interpreted by physicians strongly influ-
enced by the pharmaceutical industry as a necessity for
prescribing drugs) and those with risk <5% that were not
treated at all, was no longer acceptable. Therefore, these
guidelines apply the system of gradation of the total CVD
risk into four categories that is related with an approach to
management of dyslipidemia based on five levels of LDL
cholesterol, namely into: LDL-cholesterol below 1.8
mmol/l, the one from 1.8 to 2.5 mmol/l, from 2.5 to 4.0
mmol/l, from 4.0 to 4.9 mmol/l and the one over 4.9
mmol/l. These guidelines show that the attention should
not be paid only to those with very high and high risk, but
the subjects with moderate risk should receive profession-
al advice on how to modify their lifestyle (some should, in
addition to that, take medications), but those with low risk
should be advised how to maintain their favourable health
condition.  

Accordingly, LDL-cholesterol should be decreased to
below 1.8 mmol/l, or by at least 50% if this target value
cannot be achieved in all patients with very high CVD risk
and these are all those patients with proven CVD (by inva-
sive or non-invasive diagnostic methods, those who suf-



2011;6(9-10):121.

fered from myocardial infarction, acute coronary syndro-
me, ischemic stroke or following coronary revasculariza-
tion) or with diabetes type 2 or diabetes type 1 and dam-
aged target organs (such as by microalbuminuria) and tho-
se with moderate or severe chronic kidney disese (glo-
merular filtration <60 ml/min/1.73 m2) or those with SCO-
RE level ≥10%. In persons with high CVD risk, and these
are subjects with markedly elevated single risk factor (such
as strongly elevated cholesterol), or with SCORE ≥5 to
<10%, LDL-cholesterol below 2.5 mmol/l needs to be
achieved. Persons with moderate CVD risk whose number
is great among middle aged people, and these are the per-
sons with SCORE >1 to ≤5%, need to have LDL-cholesterol
below 3.0 mmol/l while those with low risk (SCORE <1%)
are not required to undergo any lipid intervention or if their
LDL-cholesterol exceeds 2.5 mmol/l, they just need life-
style intervention.

We should especially emphasize that all above men-
tioned target values of LDL-cholesterol are neither, as so-
meone not familiar with this issue may think, the result of
some arbitrary opinion of the authors of these guidelines,
no matter how renowned they are  nor are they the result
of an influence of the pharmaceutical industry that un-
doubtedly has an interest in having the target values as low
as possible, but they are based on results of the most recent
large clinical trials and thorough analysis of the results of
all researches and meta-analyses that have been published
during the last few years. 

All the above mentioned shows that although the SCO-
RE system of risk estimation is based on total cholesterol
and other risk factors, the main attention is paid to LDL-
cholesterol in the new guidelines. Many studies have
shown that it is a better and more reliable indicator than
the total cholesterol. This is why LDL must be measured or
if it cannot be measured in any laboratory for any reason
whatsoever (it can be measured in all Croatian laborato-
ries), LDL-cholesterol should be calculated by using the
Friedwald’s formula:  LDL-cholesterol = total cholesterol
— HDL-cholesterol — (0.45 x triglycerides). This calcula-
tion is however accurate only if triglycerides are below 4.5
mmol/l. 

The new guidelines suggest that the patients with dia-
betes type 2 should receive drugs for dyslipidemia no mat-
ter what their value of LDL-cholesterol is, and all patients
with diabetes type 2 should necessarily have LDL-chole-
sterol below 2.5 mmol/l. The patients with diabetes type 2
that also have a proven CVD and those who do not have
proven CVD, but are over 40 years of age and have one or
several other CVD risk factors, should have LDL-choleste-
rol below 1.8 mmol/l.  

The guidelines especially emphasize that the patients
with familial hypercholesterolemia irrespective of their
LDL should be considered the high-risk patients and they
should have the LDL concentration below 2.5 mmol/l, and
if they have proven CVD they need to be treated as very
high risk subjects and have LDL-cholesterol values achie-
ved below 1.8 mmol/l. The criteria are indicated for ma-
king diagnosis of familial hypercholesterolemia which is,
although being quite a frequent disease (1:1500 people),
unfortunately relatively rarely diagnosed and treated, and it
causes an early coronary heart disease (CHD). These crite-
ria are mainly a significantly increased LDL-cholesterol,

ga (glomerulska filtracija <60 ml/min/1,73 m2) odnosno oni
s razinom SCORE  ≥10%, LDL-kolesterol treba smanjiti na
ispod 1,8 mmol/l, odnosno za najmanje 50% ako se ova
ciljna vrijednost nikako ne moæe postiÊi. U osoba s vi-
sokim rizikom za KVB, a to su one s izraæenim jednim Ëim-
benikom rizika (primjerice jako poveÊanim kolesterolom),
odnosno s razinom SCORE  ≥5 do <10%, valja postiÊi
LDL-kolesterol manji od 2,5 mmol/l. Osobe s umjerenim
rizikom za KVB, kojih ima mnogo meu onima srednje
æivotne dobi, a to su osobe sa SCORE  >1 do ≤5%, trebaju
imati LDL-kolesterol manji od 3,0 mmol/l dok oni s niskim
rizikom (SCORE <1%) ne zahtijevaju nikakvu intervenciju
ili, ako im je LDL-kolesterol veÊi od 2,5 mmol/l, trebaju
samo promijeniti naËin æivota u onaj zdraviji.

Treba posebno naglasiti da sve navedene ciljne vrijed-
nosti LDL-kolesterola nisu, kako bi moæda netko neupuÊen
mogao pomisliti, rezultat nekog proizvoljnog stava autora
ovih smjernica bez obzira kako ugledni oni bili niti utjeca-
ja farmaceutske industrije koja nedvojbeno ima interes da
ciljne vrijednosti budu πto niæe, veÊ su iskljuËivo uteme-
ljene na objektivnim rezultatima najnovijih velikih istraæi-
vanja i pomnoj analizi rezultata svih istraæivanja i meta-
analiza objavljenih zadnjih godina. 

Iz svega gore navedenog je vidljivo da, iako je SCORE
sustav procjene rizika temeljen na ukupnom kolesterolu i
ostalim Ëimbenicima rizika, u novim je smjernicama glav-
na pozornost  usmjerena ka LDL-kolesterolu. Naime, niz je
velikih istraæivanja pokazalo da je on bolji i pouzdaniji
pokazatelj od ukupnog kolesterola. Stoga bi obvezatno tre-
balo mjeriti LDL-kolesterol ili, ako ga se u nekom labora-
toriju iz bilo kojeg razloga ne moæe izmjeriti (u Hrvatskoj
ga svi laboratoriji mogu mjeriti), valjalo bi svakome izraËu-
nati LDL-kolesterol po Friedwaldovoj formuli koja glasi:
LDL-kolesterol = ukupni kolesterol — HDL-kolesterol —
(0,45 x trigliceridi). Taj je izraËun, meutim, toËan samo
ako su trigliceridi manji od 4,5 mmol/l. 

Nove smjernice preporuËuju da bolesnici s dijabete-
som tipa 2 trebaju dobivati lijekove za dislipidemije bez
obzira na to kolika im je koncentracija LDL-kolesterola, a
svi bolesnici s dijabetesom tipa 2 trebali bi obvezatno imati
LDL-kolesterol manji od 2,5 mmol/l. Bolesnici s dijabete-
som tipa 2 koji imaju i dokazanu neku KVB, ali i oni koji
nemaju dokazanu KVB ali su stariji od 40 godina i imaju
jedan ili viπe drugih Ëimbenika rizika za KVB, trebali bi
imati LDL-kolesterol manji od 1,8 mmol/l. 

U smjernicama je posebno naglaπeno da bolesnici s
porodiËnom hiperkolesterolemijom neovisno o koncen-
traciji LDL-kolesterola trebaju biti shvaÊeni kao bolesnici s
visokim rizikom i u njih se mora postiÊi koncentracija LDL-
kolesterola manja od 2,5 mmol/l, a ako imaju i dokazanu
neku KVB treba ih lijeËiti kao osobe s vrlo visokim  rizikom
i postiÊi vrijednosti LDL-kolesterola manje od 1,8 mmol/l.
Pritom se detaljno navode i kriteriji za postavljanje dijag-
noze porodiËne hiperkolesterolemije koja se, iako je za-
pravo Ëesta bolest (1:500 ljudi) i uzrokuje preuranjenu i ja-
ko izraæenu koronarnu bolest srca (KBS), naæalost relativno
rijetko dijagnosticira i lijeËi. Ti su kriteriji prvenstveno jako
poveÊan LDL-kolesterol, ponekad Ëak i iznad 8,5 mmol/l,
ali i manje poveÊani LDL-kolesterol, tj. iznad 4,0 ili 5,0
mmol/l ako je praÊen preuranjenom koronarnom ili cere-
brovaskularnom boleπÊu, pojavom preuranjene KBS u bli-
æih roaka te eventualno promjenama na koæi poput ksan-
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toma ili onih na oËima poput arcus cornealis prije 45. go-
dine æivota.

U smjernicama je osobito velika pozornost posveÊena
potrebi promjene nezdravog naËina æivota, naroËito
prehrane, jer je nizom velikih istraæivanja pokazano da to
znaËajno mijenja rizik od KVB, bilo izravno bilo ne-
izravno, utjeËuÊi na lipide u krvi, arterijski tlak i glukozu u
krvi. Za smanjenje koliËine kolesterola u krvi posebno je
vaæno smanjiti unos zasiÊenih masti i trans-masnih kiseli-
na hranom te poveÊati unos prehrambenih vlakana i fito-
sterola, dok je za smanjenje triglicerida uz krvi kljuËno
smanjiti prekomjernu tjelesnu teæinu, unos alkohola i uglji-
kohidrata, posebice mono- i disaharida, poveÊati tjelesnu
aktivnost i unositi dosta viπestruko nezasiÊenih omega-3
masnih kiselina.

ZnaËajan je prostor u smjernicama, naravno, dan i ulo-
zi lijekova za lijeËenje dislipidemija, kako onima za sma-
njenje previsokog ukupnog i LDL-kolesterola, tako i onima
za smanjenje previsokih triglicerida i poveÊanje preniskog
HDL-kolesterola. Takav se poremeÊaj lipida Ëesto nalazi u
bolesnika s dijabetesom i metaboliËkim sindromom i nazi-
va se aterogena dislipidemija. Naime, jedna od novosti u
ovim smjernicama je upravo velika pozornost koja se,
osim hiperkolesterolemiji, posveÊuje previsokim triglice-
ridima i preniskom HDL-kolesterolu kao znaËajnim Ëim-
benicima rizika. To je rezultat niza novih spoznaja o vaæ-
nosti upravo ovih poremeÊaja lipida u nastanku KVB6,7. 

Vaæni dijelovi smjernica su i oni o kombiniranom lije-
Ëenju dislipidemija, osobito za poremeÊaje kod kojih su uz
LDL-kolesterol poveÊani i trigliceridi te smanjen HDL-ko-
lesterol. Za takve se poremeÊaje preporuËuju kombinacije
statina i fibrata, osobito fenofibrata te eventualno statina i
nikotinske kiseline ili statina i omega-3 masnih kiselina, a
moguÊe je i lijeËenje kombinacijom statina, fenofibrata i
omega-3 masnih kiselina. Ako se samim statinom ne uspi-
je previsoki LDL-kolesterol smanjiti na ciljne vrijednosti,
moæe se davati kombinacija statina s ezetimibom ili statina
s ionskim izmjenjivaËima ili Ëak kombinacija sve tri vrste
spomenutih lijekova na πto takoer upuÊuju rezultati novi-
jih istraæivanja8. 

Posebna je pozornost u smjernicama posveÊena potre-
bi lijeËenja dislipidemija u æena za koje se Ëesto pogreπno
smatra da su “poπteene” od KVB pa im se dislipidemije
nerijetko ne lijeËe na odgovarajuÊi naËin. Na temelju re-
zultata brojnih istraæivanja smjernice preporuËuju da treba
jednako lijeËiti dislipidemije i u æena kao i u muπkarca,
kako u sklopu primarne tako i u sklopu sekundarne preven-
cije KVB. SliËno je i s lijeËenjem dislipidemija u starijih os-
oba kojima se takoer nerijetko uskraÊuje lijeËenje, iako
istraæivanja pokazuju da takvo lijeËenje i u njih sprjeËava
kardiovaskularne dogaaje i produljuje æivot. Naravno,
smjernice upuÊuju i na to da je pri lijeËenju starijih osoba
potrebno posvetiti posebnu pozornost na interakcije lijeko-
va za dislipidemije s drugim lijekovima koje te osobe Ëesto
uzimaju te na problem redovitosti uzimanja lijekova.

Smjernice naglaπavaju potrebu primjene visokih doza
statina u bolesnika s akutnim koronarnim sindromom veÊ
u prvih 1-4 dana hospitalizacije i postizanja ciljnih vrijed-
nosti LDL-kolesterola od <1,8 mmol/l kao i potrebu primje-
ne statina prije perkutanih koronarnih intervencija te pri-
mjene visokih doza statina nakon takvih intervencija. Iako

sometimes above 8.5 mmol/l, but also a less increased
LDL-cholesterol, that is, above 4.0 or 5.0 mmol/l if it is fol-
lowed by early coronary or cerebrovascular disease, oc-
currence of early CHD in close relatives and any changes
to the skin such as xanthoma or those on eyes such as ar-
cus cornealis below the age of 45 years. 

The guidelines are especially focused on the need of
lifestyle modifications to improve the plasma lipids, espe-
cially diet, because many studies have shown that it great-
ly changes the CVD risk, either directly or indirectly, in-
fluencing the blood lipids, blood pressure and blood glu-
cose. In order to decrease the amount of serum cholesterol,
it is very important to decrease the intake of saturated fatty
and trans-fatty acids and increase the intake of dietary fi-
bers and phytosterols, while for the purpose of decreasing
serum triglycerides, it is crucial to reduce excessive body
weight, intake of alcohol and carbohydrates, especially
mono- and disaccharides, increase physical activity and
take much more polyunsaturated omega-3 fatty acids.

An important part of the guidelines is, naturally, focu-
sed on the role of medicines for the treatment of dyslipi-
demia, not only the ones for the decrease of high LDL-cho-
lesterol but also those for the decrease of high triglycerides
and increase of low HDL-cholesterol. Such a disorder of
lipids often affects the patients with diabetes and metabol-
ic syndrome and is called atherogenous dyslipidemia. One
of the novelties in these guidelines is a great attention that
is, besides to hypercholesterolemia, paid to high triglyce-
rides and low HDL-cholesterol as the important risk fac-
tors. This is the result of a series of new information on the
importance of such disorders of lipids in occurrence of
CVD6,7. 

Important parts of the guidelines are those on com-
bined treatment of dyslipidemia, especially regarding lipid
disorders where besides LDL-cholesterol, even triglyceri-
des are increased and HDL-cholesterol is decreased. In
such disorders they recomended the combinations of sta-
tins and fibrates, especially fenofibrate, statins and nicoti-
nic acid or statin and omega-3 fatty acids, whereas the
treatment by a combination of statin, fenofibrate and ome-
ga-3 fatty acids may be considered. If the statin fails to de-
crease the high LDL-cholesterol to target values, the com-
bination of statin with ezetimibe or statin with bile acid se-
questrant or even the combination of all three types of the
above mentioned medications may be considered, as sug-
gested by the results of the more recent studies8. 

A special attention in the guidelines has been paid to a
need of treatment of dyslipidemia in women that are wron-
gly considered to be “spared” from CVD, so their dyslipi-
demias are not treated in an appropriate way. According to
the results of numerous studies, the guidelines suggest that
dyslipidemia in women is to be treated in the same way as
in men not only as a part of primary, but also secondary
prevention of CVD. Dyslipidemia treatment in elderly per-
sons is discussed since they are often denied medical treat-
ment, although the studies show that such treatment of eld-
erly persons prevents cardiovascular events and prolongs
their life. Of course, the guidelines suggest that while treat-
ing elderly persons, special attention has to be payed to in-
teraction of medications for dyslipidemia with other medi-
cations that such persons often take thereby considering
the problem or regular taking medications. 
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se bolesnicima s uznapredovalim zatajivanjem srca moæe
preporuËiti davanje 1 g/dan omega-3 masnih kiselina uz
ostale lijekove, ne preporuËuje se lijeËenje statinima bole-
snika s umjerenim i uznapredovalim zatajivanjem srca,
kao ni onih s bolestima zalistaka bez KBS.

Premda bolesnici s autoimunim bolestima imaju veÊe
stope pobola i smrtnosti od KVB, nema dokaza da te bo-
lesnike treba rutinski lijeËiti lijekovima za dislipidemije s
ciljem prevencije KVB. Za razliku od toga, bolesnici koji-
ma su presaeni solidni organi, buduÊi da Ëesto imaju dis-
lipidemije i poveÊani rizik KVB, trebaju dobivati lijekove
za dislipidemije, poglavito statine. Ako ne podnose statine
ili im je glavni poremeÊaj poveÊanje triglicerida i smanje-
nje HDL-kolesterola treba ih lijeËiti kombinacijama drugih
lijekova za dislipidemije. Pri lijeËenju uvijek treba obratiti
posebnu pozornost na moguÊe interakcije s drugim lije-
kovima koje ti bolesnici dobivaju.

BuduÊi da kroniËno zatajenje bubrega predstavlja za-
pravo jednaki rizik za KVB kao i KBS, dane su detaljne
upute o potrebi smanjivanja LDL-kolesterola, osobito u bo-
lesnika sa stupnjem kroniËnog zatajenja 2-3, dakle s
glomerulskom filtracijom od 15-89 ml/min/1,73 m2. Stoga
se takvim bolesnicima moæe preporuËiti lijeËenje statinima
kao monoterapijom ili u kombinaciji s drugim lijekovima
za dislipidemije, s ciljem postizanja LDL-kolesterola man-
jeg od 1,8 mmol/l.

U smjernicama se naglaπava da postojanje periferne ar-
terijske bolesti (okluzivna bolest arterija nogu, karotida, ar-
terija mreænice te aneurizma abdominalne aorte) upuÊuje
na veliki rizik za infarkt miokarda i KBS te da takvi bolesni-
ci obvezatno trebaju dobivati statine. Statini se svakako
preporuËuju i bolesnicima koji su preboljeli ishemijski
moædani udar ili tranzitornu ishemijsku ataku kako bi po-
stigli ciljne vrijednosti LDL-kolesterola koje su jednake on-
ima koje moraju postiÊi bolesnici s visokim rizikom za
KVB. Takvo se lijeËenje, meutim, ne preporuËuje bolesni-
cima koji su preboljeli hemoragijski moædani udar. I bole-
snici sa HIV infekcijom koji Ëesto imaju dislipidemije bi
takoer trebali dobivati lijekove za dislipidemiju kako bi
postigli ciljne vrijednosti koje su jednake onima koje mora-
ju postiÊi bolesnici s visokim rizikom za KVB.

Predzadnje je poglavlje smjernica posveÊeno tome
kako treba pratiti bolesnike koji se lijeËe zbog dislipidemi-
ja i koje im pretrage te kako Ëesto treba raditi (navodi se
primjerice da bolesnicima koji su postigli ciljne vrijednosti
lipida nalaz lipida treba kontrolirati svega jednom godiπnje
te da ni transaminaze ne treba kontrolirati ËeπÊe, osim ako
nisu poviπene). Jasno se naglaπava da ne treba rutinski kon-
trolirati CK u bolesnika koji uzimaju lijekove za dislipide-
mije, odnosno da ovaj pokazatelj treba odrediti samo ako
bolesnik uz uzimanje lijekova za dislipidemiju dobije mi-
algiju. 

U zadnjem su poglavlju dani savjeti kako se moæe po-
boljπati ustrajnost bolesnika u pridræavanju savjeta o zdra-
vom naËinu æivota te uzimanju lijekova pri Ëemu se citira-
ju i rezultati nekih istraæivanja provedenih u Hrvatskoj9,10.

Na kraju valja reÊi da Êe utjecaj ovih smjernica na kar-
diovaskularno zdravlje bolesnika ali i cijelog puËanstva,
kao i bilo kojih drugih struËnih smjernica, ovisiti iskljuËivo
o tome koliko Êemo ih primjenjivati u svakodnevnoj prak-

The guidelines emphasize a need for applying high do-
ses of statins in patients with acute coronary syndrome dur-
ing the first 1-4 days of hospitalization and the achieve-
ment of target values of LDL-cholesterol of <1.8 mmol/l
and a need for giving statin prior to percutaneous coronary
interventions and giving high doses of statin following such
interventions. Although the patients with advanced heart
disease may be advised to take 1 g/day of omega-3 fatty
acids along with other medications, the treatment of pa-
tients with moderate as well as advanced heart failure and
those with valvular heart failure without CHD by applying
statins is not recommended.  

Although patients with autoimmune diseases show hig-
her rates of morbidity and mortality from CVD, there is no
proof that such patients should be routinely treated with
lipid-lowering drugs in order to prevent CVD. Unlike this,
the patients with transplanted solid organs need to receive
lipid-lowering drugs, especially statins, since they frequ-
ently have dyslipidemia and increased risk of CVD. If they
do not tolerate statins or if their main disorder is an in-
crease in triglycerides and decrease in HDL-cholesterol,
they need to be treated by combinations of some other me-
dications for dyslipidemia. However, attention has to be
payed to potential interactions with other medications that
such patients receive. 

Since the chronic kidney disease (CKD) is acknowled-
ged as a CHD risk equivalent, detailed instructions on a
need for a decrease in LDL-cholesterol especially in pa-
tients with stage 2-3 of CKD, that is, with glomerular filtra-
tion of 15-89 ml/min/1.73 m2 have been given. Therefore,
such patients may be advised to undergo treatment by us-
ing statins as a monotherapy or in combination with other
lipid-lowering drugs for the purpose of achieving LDL-cho-
lesterol below 1.8 mmol/l.

The guidelines emphasize that the existence of peri-
pheral arterial disease (occlusive disease of arteries of legs,
carotids, retinal arteries and abdominal aortic aneurism)
indicates a high risk for CHD and such patients should re-
ceive statins. Statins are definitely recommended to pa-
tients who have suffered from ischemic stroke or transitory
ischemic attack as to achieve target values of LDL-choles-
terol that are equal to the values to be achieved by patients
with a high risk of CVD. Such treatment is, however, not
recommended to patients who have suffered from hemor-
rhagic stroke. Even the patients with HIV infection who of-
ten have dyslipidemia should receive lipid-lowering drugs
as to achieve target values that are equal to the values to
be achieved by patients with a high risk of CVD.

The penultimate chapter of the guidelines addresses the
issue of how the patients being treated from dyslipidemia
are to be monitored and which tests are to be performed or
how often the tests are to be performed (it is stated that the
patients that have achieved target values should have the
lipids controlled once a year and that transaminases are
not to be controlled more often, except if they are in-
creased). It is clearly pointed out that CK should not be
routinely controlled in patients that take lipid-lowering
drugs. This laboratory test should only be determined if the
patient gets myalgia at the time of taking lipid-lowering
drugs. 

The last chapter includes tips on how the persistence of
patients in following the lifestyle advice and taking medi-
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si i koliko Êemo ih se mi, ali i naπi bolesnici pridræavati.
Smjernice su, naime, samo koristan i vaæan putokaz, no o
nama ovisi hoÊemo li iÊi putem na koji nas taj putokaz us-
mjerava ili ne.

cations may be improved thereby quoting these results
from some studies conducted in Croatia9,10.

Eventually, it is worth noting that the impact of these
guidelines on cardiovascular health of patients and the
population in whole as well as any other professional gui-
delines will depend only on how we shall apply them in
daily practice and how we or our patients will abide by
them. The guidelines are, in fact, only a useful and an im-
portant guide, but it is up to us whether we shall follow the
suggestions or not.
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