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Antecedentes personales

Mujer de 52 anos
DM tipo 2 desde hace 8 afios en tratamiento con ADOs
HTA
Dislipemia
Obesidad en tratamiento dietético
Niega habitos toxicos
|Q: herniorrafia inguinal derecha.Colecistectomizada.
AF: Hermano diagnosticado de DM-Il y otra hermana con dislipemia.

Tto actual : metformina( 2 comp/dia) y glimepirida ( 4 mg/dia) ,simvastatina
10 mg/dia, indapamida ( 1.5 mg/dia)



Enfermedad actual

*Remitida a consulta de endocrinologia por mal control metabdlico:
-Cifras medias glucemia en ayunas de 270 mg/d|
-HgA1c en un rango del 9,8-10,7 % en los dos ultimos afos.

*Refiere episodios de hipoglucemia ocasionales que no han requerido ingreso y son
subsanados por la propia paciente mediante la ingestion de azucar.

*No realiza controles de fondo de ojo

La analitica aportada por médico de cabecera : microalbuminuria de 220 mg/24h.

*No sigue la dieta de forma correcta y lleva una vida sedentaria.

*No refiere ningun episodio cardiovascular. Asintomatica



Exploracion fisica

Peso: 72 kg, Talla: 152 cm

Perimetro de cintura : 105 cm

IMC: 32 Kg/m2

TA: 170 / 90 mmHg

AC: ruidos ritmos. No ausculto soplos ni roces
AP: MVC. Sin ruidos sobreanadidos

Abd: Globuloso.ByD. No doloroso a la palpacion. No se palpan masas ni
visceromegalias

Neurologico: Sin signos focalidad. Tono, fuerza y sensibilidad
conservadas.ROT @



Analitica

Hemograma: normal
Coagulacion : normal

Bioquimica:
- Creatinina: 0.8 mg/d|
- Aclaracion de creatinina > 60 ml/min
- Cifras normales de acido urico, albumina, funcion hepatica
- Perfil lipidico: colesterol total 218 mg/dl, HDL 42mg/dlI,
LDL:156 mg/dl, TG:98 mg/dI.
-Nivel HbA1c: 10.4 %

Orina: indice albumina/creatinina se constata cifra de microalbuminuria 260 mg/g.

ECG : Ritmo sinusal a 75 Ipm.Sin trastornos en la repolarizacion ni signos de
hipertrofia ventricular izquierda.

El examen de fondo de 0jo demuestra retinopatia diabética no proliferativa leve.




;. Qué pruebas solicitariamos?

ECG
Ecocardiografia
Grosor intima- media carotidea

indice tobillo-brazo

Prueba de esfuerzo







ENFERMEDAD CORONARIA Y DIABETES MELLITUS
|

! * }
Diagnéstico principal: Diagnéstico principal:
DMz EC EC = DM
| |
! ' | !
EC EC conocida: DM desconocida: DM conocida:
desconocida: ECG, ECO, P. Esf, TSOG, Hb1AC, Perfil Screening de
ECG, ECO, consulta a lipidico, nefropatia.
P Esfuerzo cardiologo Si Hh1AC>7
En IAM o SCA consultar a
intentar conseguir endocrino
1 1 normoglucemia
NORMAL PATOLOGICO -
Seguimiento Consulta con
cardiologo. NORMAL Nuevo diagnoéstico de
Iniciar Seguimiento DMo IGT
tratamiento Consulta con endocrino

Guidelines on diabetes, pre-diabetes, and cardiovascular diseases. Eur Heart J 2007; 28, 88—-136
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Rev Esp Cardiol. 2008;61(7):752-64. “Obesidad, sindrome metabélico y diabetes:
implicaciones cardiovasculares y actuacion terapéutica”



Standards of Medical Care in Diabefes—2009

AMERICAN DIABETES ASSOCIATION

DIABETES CARE, VOLUME 32, SUPPLEMENT 1, JANUARY 2009
Candidates for cardiac testing include those with 1) typical or atypical cardiac
symptoms and 2) an abnormal resting electrocardiogram (ECG).

The screening of asymptomatic patients remains controversial, especially as
intensive medical therapy indicated in diabetic patients at high risk for CVD has an
increasing evidence base for providing equal outcomes to invasive revascularization,
including in diabetic patients

of diabetes care, treatment goals, and
ttua 10 ev asmu the quality of care.

A recent randomlzed observatronal trlal presented at the ADA's SC|ent|f|c Sessions in
June 2008 demonstrated no clinical benefit to routine screening of asymptomatic
patients with type 2 diabetes and normal ECGs. Despite abnormal myocardial
perfusion imaging in more than one in five patients, cardiac outcomes were

essentially equal (and very Iow) in screened versus unscreened patlents

Dhispetes Care, vOLUME 32, SuppLEMENT 1, January 2009 513




Limitaciones Ergometria

Ancianos
Alteraciones ECG basal: BCRI, WPW, marcapasos,...
Mujeres

Necesidad realizar esfuerzo para alcanzar FCME

Valoraciones abiertas a interpretaciones: HVI, FA,
digital, post revascularizacion...

Rentabilidad diagnostica dependiente de la
probabilidad pretest (teorema Bayes)



Probabilidad pre-test enfermedad
coronaria

(a) Pretest likelihood of CAD in symptomatic patients according to age and sex
Age (years) Typical angina Atypical angina Non-anginal chest pain

Male Female Male Female Male Female

69.7 + 3.2 25,8+ 6.6 21.8+2.4 4.2+1.3 5.2+ 0.8 0.8+ 0.3
87.3 + 1.0 55.2+ 6.5 46.1+1.8 13.3+2.9 141+ 1.3 2.8+ 0.7
794+ 24 58.9+1.5 32.4+ 3.0 8.4 2

94.3 + 0.4 90.1 + 1.0 67.1 + 1.3 54.4i2.418.6£1.9

Guidelines CSA. EHJ 2006,;27:1341
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ib) CAD post-test likelihood (%) based on age, sex, symptom classification and exercise-
ST-seroment danrr:c.-'.mn
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Indicaciones Ergometria

Sintomas de angina y probabilidad pretest

intermedia de enfermedad coronaria para |
diagnostico

Diagnostico con probabilidad pretest baja IIb
Diagnostico con | ST basal > 1 mm IIb
Control en pacientes estables IIb

CSA guidelines. EHJ 2006,27:1341
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Consideraciones especiales
en diabeticos

Mortalidad x3en &y x5en @
> frecuencia isqguemia silente
Asocia disfuncion ventricular suclinica

Diagnostico enfermedad coronaria similar al de
no diabéticos

Indicaciones de tratamiento farmacologico y de
revascularizacion similar a no diabéticos
(Objetivows especificos)

Guidelines CSA. EHJ 2006,;27:1341



ESTUDIO COURAGE

POBLACION:
*Estenosis de = 70% proximal en 2 1 CE + evidencia objetiva de isquemia

*Estenosis 2 80% + angina tipica sin isquemia objetivada

PCI + tratamiento médico 6ptimo Tratamiento meédico optimo

End-point primario > Muerte de cualquier causa + IM no fatal

End-point secundario = Muerte, IM, stroke y hospitalizacion por
angina inestable con marcadores negativos

EXCLUSION - Angina clase IV, test de induccién de isquemia de alto riesgo, IC refractaria

o shock cardiogénico, FEVI < 30%, revascularizacion en los ultimos 6 meses.

Boden et al, N Engl J Med 2007; 356:1503



Estudio COURAGE. Resultados
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Indicaciones ICP en angina
estable

Indication For prognosis® For symptoms” Studies

Class of Level of Class of Level of
recommendation evidence recommendation evidence

jtable anatomy for PCl, appropriate risk stratification, and discussion with the patient)

Angina CCS classes |-1V d@spite medical therapy l @ ACME and MASS
I

Angina CCS classes |-1V despite medical therapy RITA 2 and VA-ACME

with multi-vessel diseas

Stable angina witR
on medication and one-, e-vessel
disease but objective evidence of large ischaemia

ACIP

No angina 0

Guidelines CSA. EHJ 2006271341



cHasta donde y como
bayjar la HbAIc?



Glucose control in ADVANCE

Mean HbA,c (%)

9.0,
8.5-
8.0 -
7.5
7.0
6.5
6.0 -

4
0

Treatments in

-- Standard intensive control

— Intensive group at the end
of follow-up

A 0.67% (95% CI 0.64 - 0.70); p<0.001

1 1 I 1 1 1

6 12 18 24 30 36 42 48 54 60 66

Follow-up (Months)

ADVANCE Collaborative Group. N Engl J Med 2008 June 12.



ADVANCE. Control intenso de la glucosa en
pacientes diabéticos tipo 2.

El estudio ADVANCE: 11.140 pacientes con DM2 seguidos durante 5 anos.

Subgroup

Primary End Points

Combined major macrovascular
and microvascular events

gHb 6.5%

Intensive Standard
Control Control
(N=5571) (N=5569)
number of patients (percent)

gHb 7,3%

1009 (18.1) 1116 (20.0)

Hazard Ratio (95% Cl)

Relative Risk
Reduction
(95% Cl)

percent

10 (2 to 18)

| Major macrovascular events

557 (10.0) 590 (10.6)

b (-6to16)

Nonfatal M1
Nonfatal stroke
Death from cardiovascular causes

Major microvascular events

153 (2.7)
214 (3.8)
253 (4.5)
526 (9.4)

156 (2.8)
209 (3.8)
289 (5.2)
605 (10.9)

2 (-23t022)
-2 (-24 o 15)
12 (-4 to 26)
14 (3to 23)

| New or worsening nephropathy

230 (&) W5

T 7% 34)

New or wersening retinopathy

332 (6.0) 349 (6.3) 0.5

2.0 tolg)

=T+

Intensive
Better

Standard
Better

ADVANCE Collaborative Group. N Engl J Med 2008 June 12.




Glucose control in ACCORD

Y

Treatments in
intensive
control group

Standard therapy

Insulin 77%
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SU 78%
Metformin 95%
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N Engl J Med 2008;358:2545-59



ACCORD. Effects of Intensive Glucose
Lowering in Type 2 Diabetes

Primary Outcome

Death from Any cause

Intensive therapy

2 -
5
2 -
. 0
X
0 14
s 5 Standard therapy
it
£ 51
2
2
g 51
©
o
0 T T
0 1 2 3 4
6
Years
No. at
Risk
Intensive 5128 4843 4390 2839 1337 475
therapy
Standard 5123 4827 4262 2702 1186 440
therapy

448

395

2
5
2
— 0
S
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w .
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3
2
o
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o
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0 - T I 1
0 1 2 3 4 5
6
Years
No. at
Risk
Intensive 5128 4972 48803 3250 17484 523 506
therapy
Standard 5123 4971 4700 3180 1642 499 480
therapy

The Action to Control Cardiovascular Risk in Diabetes Study Group. N Engl J Med 2008;358:2545-59



ADVANCE ACCORD

Media HbA, 614,95 6145

Hipeglucemias graves

0% de farmacos; utilizades
SEcretagogos
metiermina
glitazenas
nsulina




VADT.

r

e

stz

-_— -

clos

10.54
10.0- Standard therapy
£
E
8
]
o
-
B bansive Hhes
_E £.0d Intensive therapy
& 551
3.0
4.5
4.0
0.0 T T T T T T T T T T T T 1
0 B 12 18 24 30 i6 42 48 54 [14] (3] 72 T8
Months
Mo. at Risk
Standard therapy 899 E11 El12 759 760 727 127 707 EER E&7 644 472 129 225
Intensive therapy £32 B0l 805 763 754 7I9 706 692 B6& b&1 639 489 340 273




VADT. Resultados

Eventos microvasculares:

T. estandar T. intensiva
Eventos (=) 0=592) P valor
no./no. total (%)
Inrumoniy o 2 ostadivs ui Ja 88/399 (22,1) | 69/406 (17,0) 0,07
severidad de la retinopatia
Cualquier incremento en la albuminuria 48/731 (6,6) 30/728 (4,1) 0,05
Nueva neuropatia autonoémica 26/498 (5,2) 38/464 (8,2) 0,07

Duckworth W. N Engl J Med 2009, 360

 129-39



VADT: Hest/itaclos
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VADT. Fasti/izic/os

Table 2. Hypoglycemic Episodes.*

Standard Intensive
Therapy Therapy
Variable (N=899) (N=892)
no./100 patient-yr
Episodes with impaired consciousness 3 9
Episodes with complete loss of consciousness 1 3
Nocturnal episodes 44 152

Total episodes
With symptoms
Without symptoms

Relieved by food or sugar intake
Measurement of blood glucose during episode 348 1392

With documented blood glucose <50 mg/d| 52 203
(2.8 mmol fliter)

* P<0.001 for all differences between the two groups.




ADA/ZEASD 2008. Objetivo HbAIc 7 %6

Tier 1: Well-validated core therapies

Lifestyle + Metformin Lifestyle + Metformin

v ir U
At diagnosis: p—b] . | +

Basal insulin ; Intensive insulin

Lifestyle ; 3 I

Lifestyle + Metformin
+

Sulfonyluras®

Metformin N N

STEP 1 _ STEP2  STEP3

Tier 2:  Less well validated therapies

- . — festvic + Metformi
Lifeslvle + Metformin Lifesiyl Metforman

foeli Piosrlilgeone
Pioglilazone 1oilitarone

Sulfonylurca®

Lifestyle + Metformin : .
+ S ] Lifestyle + Metformin

GLP-1 agonist!
Ve Basal insulin

Diabetes Care, volume 31, number 12, December 2008
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Conclusiones

e Necesidad de una categorizacion o
tabla de Riesgo del Diabético.

e Factores:
— Diagnostico de DM mas de 10 anos
— Tratamiento con Insulina

— Enf. Vascular o Microvascular
— Alteracion de la F. Renal ( MA o FG< 60)

— HTA
— Dislipemia
— Tabaquismo



Conclusiones

 Necesidad de una categorizacion o tabla
de Riesgo del diabético.

e Estrategia diagndstica de la C. Isqguémica
“similar” a los no diabéticos.

e Indicaciones de tratamiento farmacologico
y de revascularizacion similares a los no
diabéticos, aunque con recomendaciones
especificas (BSRA, Estatinas, Stents-DES)

e Control estricto de los objetivos
terapéuticos



Tratamiento
*Tras fracaso con ADOs combinados
-Se supende la glimepirida (amaryl)
- Se inicia tratamiento con insulina glargina (lantus) + misma dosis

previa metformina.

La dosis inicial de insulina glargina es de 22 Ul ( 0.3 Ul/ Kg/ dia ).administrada en
el desayuno.

*Por otra parte se refuerza el cumplimiento de la dieta de 1600 Kcal/dia

*Se insta a la paciente a realizar ejercicio fisico diario, consistente en caminar al
menos de 30 a 60 minutos.



Se inicia tratamiento para corregir el resto de factores de riesgo:

- Se retira indapamida y se la sustituye por ibersartan ( 300 mg/dia)
(controlar las cifras de PA y conseguir la nefroproteccion adecuada.)

-Se asocia hidroclorotiazida

- Se comienza con AAS ( 100 mg/dia) como prevencion complicaciones
aterotromboticas

- Se dobla la dosis de simvastatina ( 20 mg/dia) + ezetimibe
(para disminuir el colesterol LDL por debajo 100 mg/dl)



Evolucion

 La paciente es instruida sobre el ajuste progresivo de dosis, para alcanzar
objetos de glucemia en ayunas de 100-110 mg/dl.

* Dosis final insulina Lantus fue de 38 Ul ( 0.5 Ul/Kg/dia)

* En los 9 meses siguientes al inicio del tratamiento se consiguen de manera
progresiva unas cifras medias de Hb1Ac del 7.5 %.

» Se constata un aumento de peso 2kg..

* No se han producido episodios de hipoglucemia graves

«.Las cifras de PA en este momento son de 130/80 mmHg

 La microalbuminuria ha descendido a 60 mg / g y el colesterol LDL a 98 mg/dlI



Conclusion

« La combinacion insulina de accion prolongada y metformina es:

- Terapia sencilla, eficaz y segura tras el fracaso con terapia oral
- Permite conseguir excelente control metabdlico en espacio breve tiempo

Ademas la insulinizacion debe comenzar lo antes posible una vez se ha constatado
el fracaso con ADOs

La finalidad del tratamiento : mantener un buen control metabdlico con unas cifras de
HbA1c < 7 % valores recomendados por las guias internacionales y diversos estudios, para
prevenir la aparicion de complicaciones macro/microvasculares.

*Pero no sdlo debemos tratar las cifras de glucemia, sino todos los demas factores de
riesgo asociados, contemplando al paciente en su conjunto como individuo de alto
riesgo cardiovascular, a fin de prevenir episodios futuros, mortales o no.
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Standards of Medical Care in Diabetes—2008

AMERICAN DIABETES ASSOCIATION
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DIABETES CARE, VOLUME 31, SUPPLEMENT 1, JANUARY 2008
Candidates for a further cardiac testing include those with 1) typical or atypical
cardiac symptoms and 2) an abnormal resting electrocardiogram (ECG). The
screening of asymptomatic patients remains controversial, especially as
intensive medical therapy, indicated in diabetic patients at high risk for CVD, has
an increasing evidence base for providing equal outcomes to invasive
revascularization, including in diabetic patients There is also recent preliminary
evidence that silent myocardial ischemia may reverse over time, adding to the
controversy concernlng aggressive screenmg strategies
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Paciente con Enfermedad Coronaria y
alteraciones del metabolismo
hidrocarbonado

[l Reunion de Diabetes y Obesidad

@ Dr. Vicente Bertomeu Martinez
) Las Palmas de Gran Canaria, 29.1.2009




caso clinico

Progresion de enfermedad coronaria en
paciente con multiples factores de riesgo
cardiovascular




Historia clinica
Julio 2002

Fumador actiVo - -mmmmmrmmmmeeemmme e .
Dislipemia Mixta

TG e .

Col Total -oeeommeeoeeeeeee .

LDL e .
SODLEPESO - -mommmimimim oo S
Antecedentes personales de C. Isquémica -----. >
No DM ) .
No HTA R .

Perimetro abdominal - >

Paciente vardon
FN: 02-02-1955

>20 c/d

305 mg/dl

247 mg/dl

148 mg/dl
28.7Kg/m?2
Padre IAM 55a

GB: 98 mg/dl
135/85 mmHg




Historia clinica Paciente varén

FN: 02-02-1955

Julio 2002

Clinica: Dolor tipico en reposo de 20 minutos

Estrés emocional
ECG normal

Elevacion de troponina I (4ng/ml)
Ecocardiografia: Normal

Diagndstico: SCASEST

Tratamiento: Estrategia invasiva precoz




Coronariografia:

Angioplastia:

Historia clinica Paciente varén

FN: 02-02-1955

Julio 2002

TCI sin lesiones

Lesion 30% DAm
Oclusion total OM (vaso distal fino)

Suboclusion CDm (aguda)

Stent convencional AVE 3.5x12mm a
CD media




Historia clinica
Julio 2002

Tratamiento al alta:

* AAS 100 mg

* Clopidogrel 1 mes

* Tenormin 25 mg/12h

* Mononitrato de isosorbide : 20mg/12h

* Fenofibrato 200 mg/24h

Paciente vardon
FN: 02-02-1955

* Medidas dietéticas y consejo para abandono tabaco

(explicito en informe)




Historia clinica Paciente varon

FN: 02-02-1955

Febrero 2006

Dislipemia Mixta

TG e » | 138 mg/dl

Col Total - » | 229 mg/dl (150)

LDL s » | 122 mg/dl
HTA OSSOSO > 180/90 mmHg
Antecedentes personales de C. Isquémica --.--» | Padre IAM 55a
No DM e » | GB:107 mg/dl
Perimetro abdominal - » | PPPP?




Historia clinica Paciente varén

FN: 02-02-1955

Febrero 2006

Fumador actiVo - -ommmmmrmmmmimeimemmmm e > 20 c/d
Dislipemia Mixta

TG e . 138 mg/dl

Col Total - oo > 229 mg/dl (150)

LDL R N 122 mg/dl
SODLEPESO - -mommmimimim oo . | 27.7Kg/m2
HTA e > 180/90 mmHg
Antecedentes personales de C. Isquémica ... » | Padre IAM 55a
No DM e » | GB:107 mg/dl
Perimetro abdominal - » | PPPP?




Historia clinica
Febrero 2006

Paciente vardon
FN: 02-02-1955

Fumador actiVo - -ommmmmrmmmmimeimemmmm e . 20 c/d
Dislipemia Mixta

TG e . 138 mg/dl

Col Total - oo > 229 mg/dl (150)

LDL e . 122 mg/dl
SODLEPESO - -mommmimimim oo . | 27.7Kg/m2
HTA e > 180/90 mmHg
Antecedentes personales de C. Isquémica ... » | Padre IAM 55a
No DM e » | GB:107 mg/dl
Perimetro abdominal - » | PPPP?




ENFERMEDAD CORONARIA Y DIABETES MELLITUS
|

! * }
Diagnéstico principal: Diagnéstico principal:
DMz EC EC = DM
| |
! ' | !
EC EC conocida: DM desconocida: DM conocida:
desconocida: ECG, ECO, P. Esf, TSOG, Hb1AC, Perfil Screening de
ECG, ECO, consulta a lipidico, nefropatia.
P Esfuerzo cardiologo Si Hh1AC>7
En IAM o SCA consultar a
intentar conseguir endocrino
1 1 normoglucemia
NORMAL PATOLOGICO |
Seguimiento Consulta con } }
cardiologo. NORMAL Nuevo diagnoéstico de
Iniciar Seguimiento DMo IGT
tratamiento Consulta con endocrino

Guidelines on diabetes, pre-diabetes, and cardiovascular diseases. Eur Heart J 2007; 28, 88—-136



Historia clinica

Paciente vardon
FN: 02-02-1955

Febrero 2006
Categoria Fuent Criteri naliti me/dL
Glucometabolica uente riterios analiticos (mg )
Regulacion

normal glucosa

(NGR)

WHO | Glu. ayunas<110+2hPG<140
ADA | Glu ayunas<100+2hPG<140

Glucosa alterada
ayunas (IFG)

WHO | 110<Glu ayunas<126
ADA | 100<Glu ayunas<126

Tolerancia
glucosa alterada

(IGT)

WHO
ADA

140<2h PG<200

Diabetes Mellitus

WHO | Glu. ayunas>126+2hPG>140
ADA | Glu ayunas> 126+2hPG2140




Historia clinica

Paciente vardon
FN: 02-02-1955

Febrero 2006
Categoria RS
Glucometabélica Fuente | Criterios analiticos (mg/dL) paciente
(mg/dI)
Regulacion WHO | Glu. ayunas<110+2hPG<140
normal glucosa DA |Gl <1004+2HPG<140
(NGR) u ayunas
Glucosa alterada | WHO |110<Glu ayunas<126 NO
ayunas (IFG) ADA | 100<Glu ayunas<126 107

Diabetes Mellitus

WHO | Glu. ayunas>126+2hPG>140

ADA | Glu ayunas2> 126+2hPG2140
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Paciente vardon
FN: 02-02-1955

Febrero 2006
Categoria Niveles
Glucometabslica Fuente | Criterios analiticos (mg/dL) paciente
(mg/dl)
Regulacid ?
cgulacion WHO | Glu. ayunas<110+2hPG<140
normalglucosa | /) | g <100+2hPG<140
u ayunas
(NGR) Y A
Glucosa alterada | WHO | 110<Glu ayunas<126 NO
ayunas (IFG) ADA | 100<Glu ayunas<126 05
Tolerancia WHO
glucosa alterada | | 140<2h PG<200 159
(IGT)
7
: . WHO | Glu. ayunas>126+2hPG>140
Diabetes Mellitus
ADA | Glu ayunas>126 o




Historia clinica Paciente varén

FN: 02-02-1955

Febrero 2006

Clinica: Dolor tipico caminando de 30 minutos

Angor desde 2 semanas previas
ECG normal

Elevacion de troponina I (2,5 ng/ml)
Ecocardiografia: FEVI 55%. Hipocinesia leve inferior

Diagndstico: SCASEST

Tratamiento: Estrategia invasiva precoz




Angioplastia:

Coronariografia: TCI sin lesiones

Historia clinica Paciente varén

FN: 02-02-1955

Febrero 2006

Lesion 40% DAm
Oclusion total OM (vaso distal fino)

Lesion 99% CD distal (trombo)

Stent Farmacoactivo Taxus 3.5x28mm
en CD distal
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Febrero 2006




Historia clinica
Febrero 2006

Tratamiento al alta:

* AAS 100 mg

* Clopidogrel 75 mg 1 afio

* Carvedilol 25: /2 comp cada 12 horas
* Perindopril 4 mg/12h

Paciente vardon
FN: 02-02-1955

* Mononitrato de isosorbide liberacion prolongada: 50mg/24h

* Atorvastatina 20 mg/24h

* Medidas dietéticas y consejo para abandono tabaco

(explicito en informe)




Historia clinica
Febrero 2008

Fumador actiVo - rrmmmmmmmeei e >
Dislipemia

TG e .

Col Total  -oeeomeeoeeeeee .

LDL e .
SODLEPESO - -mommmimimim e S
HTA e R
Antecedentes personales de C. Isquémica ... >
Prediabetes oo e .

Perimetro abdominal - >

Paciente vardon
FN: 02-02-1955

10 c/d

108 mg/dl

140 mg/dl (108)
92 mg/dl

29 Kg/m?2
165/90 mmHg
Padre IAM 55a

GB: 112 mg/dl
104 Cm
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Febrero 2008

Paciente vardon
FN: 02-02-1955

Fumador acCtivo - -rrrrmimmimimimimii e e < 10 c/d
Dislipemia

TG e . 108 mg/dl

CoOl TOtal - > 140 mg/dl (108)

LDL e » | 92mg/dl
SODLEPESO - -oommmimimie e . | 29 Kg/m2
HTA I — » | 165/90 mmHg
Antecedentes personales de C. Isquémica ... » | Padre IAM 55a
Prediabetes oo » | GB:112 mg/dl
| VeI EIRD AIDQ @A e e » | 104 Cm
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Febrero 2008

Paciente vardon
FN: 02-02-1955

Fumador actiVo - rrmmmmmmmeei e > 10 c/d
Dislipemia Mixta

TG e . 148 mg/dl

Col Total - - 140 mg/dl1 (108)

LDL R . 92 mg/dl
SODLEPESO - -mommmimimim e . | 29 Kg/m2
HTA PSSP PSP > 165/90 mmHg
Antecedentes personales de C. Isquémica ... » | Padre IAM 55a
Prediabetes oo » | GB:112 mg/dl
Perimetro abdominal - » | 104 Cm
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Paciente vardon
FN: 02-02-1955

Fumador actiVo - -ommmmmrmmmmimeimemmmm e > 10 c/d
Dislipemia Mixta

TG e . 108 mg/dl

CoOl TOtal - > 140 mg/dl (108)

LDL e » | 92mg/dl
SODLEPESO - -mommmimimim e » | 29 Kg/m2
HTA R » | 165/90 mmHg
Antecedentes personales de C. Isquémica - » | Padre IAM 55a
PrediabDetes  ---oimmmiee e » | GB:112 mg/dl
Perimetro abdominal - - » | 104 Cm
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Paciente vardon
FN: 02-02-1955

Categoria Niveles
Glucometabélica Fuente | Criterios analiticos (mg/dL) paciente
(mg/dl)
Regulacién WHO |Glu. ayunas<110+2hPG<140
normal glucosa pA |l <100+2HPG<140
(NGR) u ayunas
Glucosa alterada WHO

ayunas (IFG)

Diabetes Mellitus

Glu. ayunas>126+2hPG=>140
Glu ayunas=>126




Historia clinica Paciente varén

FN: 02-02-1955

Febrero 2008

Clinica: Angor esfuerzo clase II CCS
Inicio 3 meses antes

ECG reposo normal

Ecocardiografia: FEVI 55%. Hipocinesia leve infetior y
lateral
Diagn()sticoz Angor de esfuerzo estable

Estrategia: Ergometria
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FN: 02-02-1955

Febrero 2008

ECG BASAL (REPOSO, ASINTOMATICO)
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Historia clinica

Febrero 2008

ERGOMETRIA

| | Max, esfuerzo | [Finndel Test | || | ST BASAL
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Paciente vardon
FN: 02-02-1955

| Findel Test
RECUPER.
i IR

84 Ipm 2321 HAH
120/80 mmHg
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Historia clinica
Febrero 2008

ERGOMETRIA

~ Fin del Test
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Paciente vardon
FN: 02-02-1955

| Findel Test |
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120/80 mmHg
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Historia clinica
Febrero 2008

PLLAN ACTUACION

Paciente vardon
FN: 02-02-1955

* Medidas dietéticas y consejo para abandono tabaco

* AAS 100 mg
* Clopidogrel 75 mg

* Carvedilol 25: 1 comp cada 12 horas
* Ramipril 10 mg/24h

* Mononitrato de isosorbide liberacion prolongada: 50mg/24h

* Amlodipino 10 mg/24h
* Atorvastatina 40 mg/24h

* SOLICITUD CORONARIOGRAFIA AMBULATORIA
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Marzo 2008. Coronariografia

Ventriculografia

T

Paciente vardon
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Marzo 2008. Coronariografia

Lesion severa DA media y Lesion severa Cx proximal-distal

b
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Marzo 2008. Coronariografia

Lesion severa DA media y Lesion severa Cx proximal-distal




r

. . r = Paciente varon
Historia clinica N 02-02. 1955

Marzo 2008. Coronariografia

Lesion moderada CD media y Lesion severa rama PL




DA:
CX:

CD:

TCI:

. . r = Paciente varon
Historia clinica N 02-00.1955

Marzo 2008. Coronariografia

RESUMEN: ENFERMEDAD DE TRES VASOS

Sin lesiones
Ateromatosis difusa. Lesion 80% DAm
Lesion 75% proximal-distal.
Oclusioén total OM (vaso distal fino)
Lesion moderada tercio medio proximal a 1°stent

Lesion severa rama PL




Historia clinica

Julio de Febrero de Febrero de
2002 2006 2008
47 afios Asintomatico 51 anos Asintomatico 53 anos
SCASEST SCASEST Angor estable 3
Enf. 2 vasos: OM2 y Enf. 2_ vasos: OM2 y meses
CD media CD distal Ergometria positiva
ACTP y stent ACTP y stent Enfermedad de 3
convencional CDm Farmacoactivo CDd vasos: DAm, CXd'y

PL




. . ot Paciente varon
Historia clinica N 09-02. 1955
Abril 2008.

Tras coronariografia: SESION CLINICA

OPCIONES:

* ¢ Tratamiento medico?
* ¢Revascularizacion quirurgica?

* ¢ Revascularizacion percutanea?




. . ot Paciente varon
Historia clinica N 09-02. 1955
Abril 2008.

Tras coronariografia: SESION CLINICA

OPCIONES:

* ¢ Tratamiento medico?

* ¢Revascularizacion quirurgica?

* ¢ Revascularizacion percutanea?
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Optimal Medical Therapy with or without PCI
for Stable Coronary Disease

William E. Boden, M.D., Robert A. O’Rourke, M.D., Koon K. Teo, M.B., B.Ch., Ph.D., Pamela M. Hartigan, Ph.D.,
David J. Maron, M.D., William J. Kostuk, M.D., Merril Knudtson, M.D., Marcin Dada, M.D., Paul Casperson, Ph.D.,
Crystal L. Harris, Pharm.D., Bernard R. Chaitman, M.D., Leslee Shaw, Ph.D., Gilbert Gosselin, M.D.,

Shah Nawaz, M.D., Lawrence M. Title, M.D., Gerald Gau, M.D., Alvin S. Blaustein, M.D., David C. Booth, M.D.,
Eric R. Bates, M.D., John A. Spertus, M.D., M.P.H., Daniel S. Berman, M.D., G.B. John Mancini, M.D.,
and William S. Weintraub, M.D., for the COURAGE Trial Research Group*

STUDY POPULATION
Patients with stable coronary artery disease and
those in whom initial Canadian Cardiovascular
Society (CCS) class IV angina subsequently stabi-
lized medically were included in the study. Entry
criteria included stenosis of at least 70% in at least
one proximal epicardial coronary artery and ob-
iective evidence of myocardial ischemia (substan-
tial changes in ST-segment depression or T-wave
inversion on the resting electrocardiogram or in-
ducible ischemia with either exercise or pharma-
cologic vasodilator stress) or at least one coronary
stenosis of at least 80% and classic angina with-
out provocative testing. dncluded
persistent CCS class IV angina, a markedly posi-
tive stress test (substantial ST-segment depression
or hypotensive response during stage 1 of the
Eruce protocol), refractory heart failure or cardio-
genic shock, an ejection fraction of less than 30%,
revascularization within the previous 6 months,
and coronary anatomy not suitable for PCI A de-
tailed description of the inclusion and exclusion
criteria is included in the Supplementary Appen-
dix (available with the full text of this article at
www.nejm.org). Patients who were eligible for the
study underwent randomization after providing
written informed consent.
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Abril 2008. Angioplastia

Multivaso
Angioplastia sobre DA

b

Stent Taxus Liberté 3x16 mm
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Abril 2008. Angioplastia

Multivaso
Angioplastia sobre DA

Stent Taxus Liberté 3x16 mm
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Abril 2008. Angioplastia

Multivaso
Angioplastia sobre CX
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Stent Taxus Liberté 2.25x24mm
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Abril 2008. Angioplastia
Multivaso

FN: 02-02-1955

Angioplastia sobre CX

Stent Taxus Liberté 2.25x24mm



Historia clinica Paciente varon
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Abril 2008. Angioplastia
Multivaso

Angioplastia sobre PL

Stent Taxus Liberté 2.25x12 mm




Historia clinica Paciente varon

Abril 2008. Angioplastia

Multivaso PL pre y pot y sus stents
Angioplastia sobre PL

FN: 02-02-1955

Stent Taxus Liberté 2.25x12 mm




Historia clinica
Abril 2008. Angioplastia

Paciente vardon
FN: 02-02-1955

Multivaso

Estudio motrfologico de CDm

Wessel Lurnen
Area | 1402 | 427
Ayerage diameter | 422 | 233
Largest diameter | 4,36 | 249
Smallest diameter | 4.08 | 2.039
Spmmetiy | 039z | 0s4

Plaque burder 2 I e

Perc. plague burden
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Tratamiento al alta

Paciente vardon
FN: 02-02-1955

* Medidas dietéticas y consejo para abandono tabaco

* AAS 100 mg

* Clopidogrel 75 mg ¢1 afio? ¢indefinido?
* Carvedilol 25: 1 comp cada 12 horas

* Ramipril 10 mg/24h

* Mononitrato de isosorbide liberacion prolongada: 50mg/24h

* Amlodipino 10 mg/24h
* Atorvastatina 80 mg/24h
* Metformina 850 Mg/12h
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Tratamiento al alta

Paciente vardon
FN: 02-02-1955

* Medidas dietéticas y consejo para abandono tabaco

* AAS 100 mg

* Clopidogrel 75 mg g1 afio? ¢indefinido?

* Carvedilol 25: 1 comp cada 12 horas
* Ramipril 10 mg/24h

* Mononitrato de isosorbide liberacion prolongada: 50mg/24h

* Amlodipino 10 mg/24h

* Atorvastatina 80 mg/24h

* Metformina 850 mg/12h
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Standards of Medical Care in Diadbhetes—2008

napeTes Carg, voLuME 31, SUPPLEMENT 1, Jamuary 2008

C. Diagnosis of pre-diabetes
Hyperglycemia not sufficient to meet the
diagnostic criteria for diabetes is catego-
rized as either IFG or impaired glucose
tolerance (IGT), depending on whether it
1s identified through the FPG or the
OGTT:

e [FG = FPG 100 mg/dl (5.6 mmol/1) to
125 mg/dl (6.9 mmol/1)

¢ [GT = 2-h plasma glucose 140 mg/dl
(7.8 mmol/l) to 199 mg/dl (11.0

mmaol1)
Table 2—Criteria for the diagnesis of diabetes
1. FPG =126 mg/dl (7.0 mmol/1). Fasting is defined as no caloric intake for at
least 8 h.*
OR
2. Symptoms of hyperglycemia and a casual plasma glucose =200 mg/dl (11.1

mmol/1). Casual is defined as any time of day without regard to time since last
meal. The classic symptoms of hyperglycemia include polyuria, polydipsia, and
unexplained weight loss.
OR

£ 2-h plasma glucose =200 mg/dl (11.1 mmolA) during an OGTT. The test
should be performed as described by the World Health Organization, using a
glucose load containing the equivalent of 75 g anhydrous glucose dissolved in
water.®

*In the absence of unequivocal hyperglycemia, these criteria should be confirmed by repeat testing on a
different day (5).




Standards of Medical Care in Diadbhetes—2008

napeTes Carg, voLuME 31, SUPPLEMENT 1, Jamuary 2008

Il. TESTING FOR PRE-

DIABETES AND DIABETES Recommendations
IN ASYMPTOMATIC e Testing to detect pre-diabetes and type
PATIENTS 2 diabetes in asymptomatic people

should be considered in adults who are
overweight or obese (BMI =25 kg/m?)
and whao have one or maore additional
risk factors for diabetes (Table 3). In
those without these risk factors, testing
should begin at age 45. (B)

® [ftestsare normal, repeat testing should
be carried out at least at 3-year inter-
vals. (E)

® To test for pre-diabetes or diabetes, ei-
ther an FPG test or a 2-h OGTT (75-g
glucose load) or both are appropriate.
(B)

* An OGTT may be considered in pa-
tients with IFG to better define the risk
of diabetes. (E)

® In those identified with pre-diabetes,
identify and, if appropriate, treat other
CVD risk factors. (B)




Standards of Medical Care in Diadbhetes—2008

napeTes Carg, voLuME 31, SUPPLEMENT 1, Jamuary 2008

IV. PREVENTION/DELAY
OF TYPE 2 DIABETES

Recommendations

Patients with IGT (A) or IFG (E) should
be given counseling on weight loss of
5-10% of body weight, as well as on
increasing physical activity to at least
150 min/week of moderate activity
such as walking.

Follow-up counseling appears to be im-
portant for success. (B)

Based on potential cost savings of dia-
betes prevention, such counseling
should be covered by third-party pay-
ors. (E)

In addition to lifestyle counseling, met-
formin may be considered in those who
are at very high risk (combined IFG and

IGT plus other risk factors) and who are
obese and under 60 years of age. (E)

® Monitoring for the development of di-

abetes in those with pre-diabetes
should be performed every year. (E)
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ACC/AHA PRACTICE GUIDELINES—FULL TEXT

ACC/AHA 2004 Guideline Update for Coronary Artery
Bypass Graft Surgery

A Report of the American College of Cardiology/American Heart Association Task Force
on Practice Guidelines (Committee to Update the 1999 Guidelines for Coronary Artery
Bypass Graft Surgery)

Developed in Collaboration With the American Association for Thoracic Surgery and the
Society of Thoracic Surgeons
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Eobert A. Guyton, MD, FACC, FAHA, Co-chair

Ravin Davidoff, MB, BCh, FACC, FAHA L. David Hillis, MD, FACC

Fred H. Edwards, MD, FACC, FAHA Adolph M. Hutter, Jr., MD, MACC, FAHA
Gordon A. Ewy, MD, FACC, FAHA Bruce Whitney Lytle, MD, FACC

Timothy J. Gardner, MD, FACC, FAHA Robert A. Marlow, MD, MA, FAAFP
James C. Hart, MD, FACC William C. Nugent, MD

Howard C. Herrmann, MD, FACC, FAHA Thomas A, Orszulak, MD, FACC




BThree Vessel,
Prox LAD

BThree Vessel,
Non-prox LAD

BTwio Vessel,
Prox LAD

OTwo Vessel,
non-prox LA

OTwo Vessel,
Mo LAD

B (ne Vessel,
Prox LAD

OOne Vessel,
Mon-prox LAD

B{ne Viessel,
Mo LAD

-4 -2 0 2 4 6
= PTCA Botter CABG Baetter —
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Figure 7. Panel A: 95 Confidence interval for In (adjusted hazard ratio) of PTCA patient death: CABG patient death within a 3-year
period (excluding patients with myocardial infarction less than 24 hours before the procedure). For the sample size within each anatom-
ic cohort, see Table 11. Panel B: Differences in adjusted percent survival at 3 years: percent CABG survival minus percent PTCA sur-
vival. Solid bars show statistically significant differences. Prox indicates proximal; LAD, left anterior descending coronary artery; PTCA,

percutaneous coronary angioplasty; CABG, coronary artery bypass graft. Reprinted with permission from Elssvier Science, Inc.
(Hannan et al. J Am Coll Cardiol. 1999;33:63-72) (150).




Table 12. Three-Year Survival by Treatment in Each Anatomic Subgroup
Survival
Coronary Anatomy Group Patients, Observed,  Adjusted,
n %o Yo P

1-Vessel, no LAD CABG 507 89.2 02.4 0.003
FTCA 11,233 954 953

1-Vessel, nonproximal LAD CABG 153 95.8 96.0 0.857
PTCA 4130 95.7 95.7

1-Vessel, proximal LAD CABG 1917 05.8 96.6 0.010
PTCA 5808 95.5 95.2

2-Vessel, no LAD CABG 1120 91.0 93.0 0.664
PTCA 2729 93.4 92.6

2-Vessel, nonproximal LAD CABG 850 91.3 92.3 0438
PTCA 2300 3.3 93.1

2-Vessel, proximal LAD CABG 7242 93.5 93.3 <0.001
PTCA 2376 92.8 1.7

3-Vessel, nonproximal LAD CABG 1984 90.1 90.3 0.002
PTCA 660 86.7 86.0

3-Vessel, proximal LAD CABG 15,873 0.1 90.3 =0.001
PTCA 634 88.2 86.1

LA indicates left anterior descending coronary arthery: CABG coonary artery bypasa graft; and PFT'CA. percutaneous transluminal corenary angioplas-

ty.

C‘u:-:rmpnrati'ﬂs obaerved and adjusted 2-year survival of patients treated with PTCA or CABG in vaniouws anatomie subgroups.

Reprinted with permission from Elsevier Science, Inc. (Haonan et ol. 1 Am Coll Cardiol. 1959:33:63-T2) (1500,




BARI — Resultados 5 anos en diabéticos

Pacientes aleatorizados y registro
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Enfermedad Multivaso- CABG frente ACTP stent
Estudio ARTS 1 ano

DIABETES NO DIABETES

Stent CABG Stent CABG
n=112 n=96 P n = 488 n = 509 P

Muerte, n (%) 7(6.3) 3(3.1) 0.294 8(1.6) 14(2.8) 0.412

Accidente

cerebrovasc, n (%) 2(1.8) 6(6.3) 0.096 7(1.4) 6(1.2) 0.722
IAM, n (%) 7(6.3) 3(3.1) 0.294 25(5.1) 21(41) 0.453

Nueva Revasculariz
CABG,n (%) 9(8.0) 0 19 (3.9) 3(0.6) <o0.001
PTCA, n (%) 16 (14.3) 3 (3.1) 57 (11.7) 15(2.9) <0.001
Libre MACE, n (%) 71 (63.4) 81 (84.4) \< 0.001 / 372 (76.2) 450 (88.4) < 0.001

aid et al. Circ 2001;104:533-538.
Legrand VM et al. Circulation 2004;109:1114-1120




Enfermedad Multivaso- CABG frente ACTP

Nueva revascularizacion del vaso tratado

N

PTCA
BARI Trial

Stent
ARTS Trial

CABG
BARI Trial

Cypher Stent
SIRIUS Trial




Revascularizacion coronaria electiva

Paciente diabético con indicacion de revascularizacion coronaria

f f 4
Estenosis 2 50% 3 \Vasos 0 2 vasos con 1 vaso o 2 vasos sin , "
Lesion 2 70% en DAp lesion 2 70% en DAp Al sieso 0

Mejor CABG NInguna estrrategia

Eleccion: CABG ACTP alternativa Eleccion: ACTP Superior

razonaklesegun Eleccion
preferencia paciente Individualizada

Flaherty JD et al. JAMA 2005 ;293 :1501 *Criterios AWESOME: SCASEST refractaria atto médico mas 1 criterio de alto riesgo (CABG previa,
IAM 7 dias previos, FEVI<35%, Edad>70 afios, necesidad BIAC
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Guidelines for Percutaneous Coronary Interventions

The Task Force for Percutaneous Coronary Interventions

of the European Society of Cardiology

Table 1 Recommendations of PCl indications in stable CAD

Indication Classes of recommendations
and levels of evidence

Randomized studies
for levels A or B

Objective large ischaemia [

Chronic total occlusion lla C

High surgical risk, including LV-EF < 35% lla B

Multi-vessel disease/diabetics lIb C

Unprotected LM in the absence lIb C
of other revascularization options

Routine stenting of de novo | A
lesions in native coronary arteries

Routine stenting of de novo | A

lesions in venous bypass grafts

ACME®
ACIPP

AWESOME

BENESTENT-I
STRESS
SAVED
VENESTENT

Assuming that the lesions considered most significant are technically suited for dilatation and stenting, the levels of

recommendation refer to the use of stainless steel stents.
*The benefit was limited to symptom improvement and exercise capacity.

BACIP is not a pure trial of PCl vs. medical treatment as half of the revascularization patients were treated with bypass

graft surgery. Drug-eluting stents are discussed subsequently.




Guidelines for Percutaneous Coronary Interventions

The Task Force for Percutaneous Coronary Interventions
of the European Society of Cardiology

Table 19 Recommendations for the use of DES in de novo lesions of native coronary arteries

DES Indication Classes of recommendations Randomized
and levels of evidence studies for
levels A or B
Cypher stent De novo lesions in native vessels according to the inclusion criteria | B SIRIUS
Taxus stent  De novo lesions in native vessels according to the inclusion criteria | B TAXUS-IV
Taxus stent  De novo long lesions in native vessels according to the inclusion criteria | B TAXUS-VI

There are only three positive controlled, randomized, adequately powered trials with a primary clinical endpoint at an appropriate time interval.
Main clinical inclusion criteria for SIRIUS, TAXUS-IY, and TAXUS-YI were similar: stable or unstable angina or documented ischasmia. The stenoses had
to be innative vessels =50 <100%. In SIRIUS, reference diameter and lesion length for inclusion were 2.5-3.5 mm and 15-30 mm, respectively. The
reference diameter in TAXUS-IV and TAXUS-V1 was 2.5-3.75 mm. In TAXUS- 1V, the lesion length was 10-28 mm and in TAXUS-YI 18 -40 mm. The main
common exclusion criteria were acute M| or status post Ml with elevated CK/CK-MB, bifurcational or ostial lesions, unprotected left main, visible
thrombus, severe tortuosity, and/or calcification.










