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Diabetes tipo 2 y enfermedad Coronaria
Incidenciaa 7 anos de IM fatal/no fatal del East West Study
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Presentation Notes
Figure 3. Kaplan–Meier Estimates of the Composite End Point of Death from Cardiovascular Causes, Nonfatal Myocardial Infarction, Coronary-Artery Bypass Grafting, Percutaneous Coronary Intervention, Nonfatal Stroke, Amputation, or Surgery for Peripheral Atherosclerotic Artery Disease in the Conventional-Therapy Group and the Intensive-Therapy Group (Panel A) and the Relative Risk of the Development or Progression of Nephropathy, Retinopathy, and Autonomic and Peripheral Neuropathy during the Average Follow-up of 7.8 Years in the Intensive-Therapy Group, as Compared with the Conventional-Therapy Group (Panel B). The P value in Panel A was calculated with the use of the log-rank test. The bars in Panel A show standard errors. CI denotes confidence interval.�Figure 3. Kaplan–Meier Estimates of the Composite End Point of Death from Cardiovascular Causes, Nonfatal Myocardial Infarction, Coronary-Artery Bypass Grafting, Percutaneous Coronary Intervention, Nonfatal Stroke, Amputation, or Surgery for Peripheral Atherosclerotic Artery Disease in the Conventional-Therapy Group and the Intensive-Therapy Group (Panel A) and the Relative Risk of the Development or Progression of Nephropathy, Retinopathy, and Autonomic and Peripheral Neuropathy during the Average Follow-up of 7.8 Years in the Intensive-Therapy Group, as Compared with the Conventional-Therapy Group (Panel B). The P value in Panel A was calculated with the use of the log-rank test. The bars in Panel A show standard errors. CI denotes confidence interval.�


Intervencion multifactorial y enfermedad
cardiovascular en diabetestipo 2: STENO 2
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Presentation Notes
Figure 3. Kaplan-Meier Estimates of the Risk of Death from Any Cause and from Cardiovascular Causes and the Number of Cardiovascular Events, According to Treatment Group. Panel A shows the cumulative incidence of the risk of death from any cause (the study's primary end point) during the 13.3-year study period. Panel B shows the cumulative incidence of a secondary composite end point of cardiovascular events, including death from cardiovascular causes, nonfatal stroke, nonfatal myocardial infarction, coronary-artery bypass grafting (CABG), percutaneous coronary intervention (PCI), revascularization for peripheral atherosclerotic artery disease, and amputation; Panel C shows the number of events for each component of the composite end point. In Panels A and B, the I bars represent standard errors.


Baja dosis de aspirina para prevencion
primaria de eventos ateroesclerdticos en
pacientes con Diabetes tipo 2.

104

Log-rank F=.16
HR, 0.80 (25% CI, 0.58-1.10)
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Results A total of 154 atherosclerotic events occurred: 68 in the aspirin group (13.6

per 1000 person-years) and 86 in the nonaspirin group (17.0 per 1000 person-years)

(hazard ratio [HR], 0.80; 95% confidence interval [CI], 0.58-1.10; log-rank test, P=.16).

The combined end point of fatal coronary events and fatal cerebrovascular events occurred

in 1 patient (stroke) in the aspirin group and 10 patients (5 fatal myocardial

infarctions and 5 fatal strokes) in the nonaspirin group (HR, 0.10; 95% CI, 0.01-0.79;

P=.0037). A total of 34 patients in the aspirin group and 38 patients in the nonaspirin

group died from any cause (HR, 0.90; 95% CI, 0.57-1.14; log-rank test, P=.67). The

composite of hemorrhagic stroke and significant gastrointestinal bleeding was not significantly

different between the aspirin and nonaspirin groups.

Conclusion In this study of patients with type 2 diabetes, low-dose aspirin as primary

prevention did not reduce the risk of cardiovascular events.


Agentes antiplaguetarios en Diabetes, 2010

Prevencion primaria (75-162 mg/dia):

= Diabetes tipo 1 o tipo 2 en riesgo CV aumentado
(riesgo a 10 anos > 10%), hombres > 50 o mujeres
> 60 afos que tengan al menos un factor de riesgo
mayor adicional (historia familiar de Enf. CV,
hipertension, tabaquismo, dislipidemia, o albuminuria)

= No hay sufficiente evidencia para recomendar aspirina
para prevencion primaria en individuos de bajo
riesgo.

Prevencion Secundaria (75-162 mg/dia):

= Use aspirina como estrategia de prevencion secundaria
en aquellos con diabetes e historia de Enf. CV.

ADA Clinical Practice Recommendations, Diabetes Care, January 2010



Riesgo cardiovascular y diabetes

Las personas diabéticas y con
complicaciones renales tienen un riesgo
cardiovascular mas elevado.

La mortalidad cardiovascular aumenta al
doble o hasta cuatro veces en personas
con microalbuminuria y entre 5.8 veces en
las con proteinuria, al compararlas con las
gue no tienen elevacion de la albumina.




Riesgo cardiovascular y diabetes

Una alta proporcion de las muertes
cardiovasculares ocurre en personas sin signos o
sintomas previos de enfermedad CV.

En estudios cardiovasculares dirigidos hay
evidencia que el 20% de los diabeticos
asintomaticos presenta isquemia silente.

El tratamiento intensificado de los factores de
riesgo revierte la isquemia en aproximadamente
el 80% de los casos.




A contar del 2009, en el Sistema Publico
de Salud, el Programa de Salud
Cardiovascular (PSCV), promueve el uso

de las Tablas de riesgo cardiovascular para
la poblacion Chilena
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Pacientes diabéticos
de muy alto riesgo

Antecedentes personales de una enfermedad CV
previa: angina, |AM, angioplastia, bypass coronario,
CIT, AVE o enfermedad vascular periférica.

Sin antecedentes personales de enfermedad CV, pero

con un Col-total >280 mg/dl o Col LDL >190 mg/dl o
una relacion Col-total /Col-HDL > 8.

Personas con una enfermedad lipidica genética

Cifras de presion arterial elevadas en forma
permanente: PAS 160-170 y/o PAD 100-105 mm Hg.

Personas con diabetes y nefropatia diabética
establecida o diabetes y otra enfermedad renal.




Factores de riesgo no
considerados en las Tablas

Antecedentes familiares de cardiopatia coronaria o
ataque cerebral prematuro em familiar de primer grado
(hombre < 55 afnos, mujer < 65 anos)

Personas en tratamiento antihipertensivo

Obesidad central (circunferencia de cintura 2102 cm en
hombres y = 88 cm en mujeres)

Concentracion elevada de triglicéridos (2150 mg/dl)

Concentraciones elevadas de proteina C-reactiva,
fibrinbgeno, homocisteina, apolipoproteina B o Lp(a),
hiperglicemia en ayunas o intolerancia a la glucosa

Microalbuminuria en diabéticos




Niveles optimos de los factores de riesgo
mayores en personas con diabetes

Perfil lipidico

Colesterol total < 150 mg/dI
Colesterol LDL <100
Colesterol HDL > 40
Relacion Colesterol total/HDL <4.5
Triglicéridos <150

Presion arterial Sistolica Diastodlica

Personas con diabetes o enf. CV <130 < 80

Personas con diabetes y nefropatia Control agresivo habitualmente con
2 drogas incluyendo IECA
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