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¿Qué sabemos de la EPOC en el paciente con IC? 



From a clinical perspective, they support the need to consider CVD in the 

routine assessment of patients with COPD, and that patients with CVD 

should also be routinely screened for COPD 
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Systemic inflammation has been proposed as having a potential role in 

explaining the association between COPD and increased risk of CVD.  

Other factors have also been implicated, including : 

autonomic imbalance,  

vascular endothelial dysfunction,  

lower arterial compliance  

arrhythmias.  

It is, however, also possible that the decreased physical activity associated 

with even mild COPD may increase the risk of CVD, as well as other 

comorbidities.  
Eur Respir J 2013; 41: 1017–1022 

 Relación entre EPOC y la IC 



Grupo de IC de la SEMI 

- Registro SEMI- IC 2002: 30%  

- Estudio ATICA 2006: 29% 

- Estudio GESAIC: 25% 

 

A nivel mundial: (> año 2000) 

- 9-52%   registros 

- Ensayos clínicos 7-13% 

- 20-30% (ADHERE; OPTIMIZE-HF) 

Med Clin (Barc) 2002;118(16):605-10 

An Med Interna (Madrid) 2006; 23: 478-482 

Med Clin (Barc) 2010;134(10):427–432 

Am Heart J 2007;153: 1021-1028 

Eur J Heart Fail 2012;14, 395–403 

 

 

 

Eur J Heart Fail 2009;11:130–139  

  

Am Heart J 2008;156:662-673 

¿Es frecuente la coexistencia IC-EPOC? 

ECCO
1 

ESMI2 

Edad (años) 75 72,6 

FEV1 postBD (%) 43,2 43 

Comorbilidad (%) (%) 

    Hipertensión 55 65,6 

    Anemia 33 27,1 

   Diabetes Mellitus 29,5 37,1 

   Insuf cardíaca 27 35,5 

   Arrítmia  27 25,8 

   C. isquémica 17 22 

   Enf arterial periférica 12,6 17,4 

   Enf cerebrovascular 9,5 12,2 

   Insuficiencia renal 6,5 16,8 

1 Rev Clin Esp 2010;210(3):101-108 
2 CHEST 2012; 142(5):1126–1133     



 ¿Es un factor pronóstico la coexistencia de EPOC en IC? 

 Val-HeFT trial : Chronic obstructive pulmonary disease strongly predicted non-cardiovascular 

mortality (HR 2.50 [1.58– 3.96) and hospitalizations (HR1.71[1.43–2.06]. 

 

 Escasa influencia en el pronóstico a corto plazo (1año):  

    Disminución de un 20% en la supervivencia a 5 años 

 

 OPTIMIZE-HF: COPD was associated with increased  in-hospital non-CV mortality but similar 60-      

day mortality  

 

 FEV1 had independent prognostic value…. provides significant prognostic information for all-

cause mortality in patients admitted with HF… 

 

Spirometry therefore seems to be worth considering for all patients admitted with HF in order to 

identify patients at high risk. 

 

 Comorbidities had similar impacts on mortality in patients with HFpEF compared with those with 

HFrEF, except for chronic obstructive pulmonary disease, which was associated with a higher 

hazard (1.62 [95% confidence interval: 1.36 to 1.92] vs. 1.23 [95% confidence interval: 1.11 to 1.37], 

respectively, p < 0.01 for interaction) in patients with HFpEF. 
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In press 
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 ¿Es un factor pronóstico la coexistencia de IC en la EPOC 
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¿Qué sabemos del riesgo de arritmias en el paciente con EPOC? 

¿Qué nos dicen las guías? 

¿Qué sabemos de los nuevos broncodilatadores? 

 

 

 

 

¿Qué sabemos del tratamiento de la EPOC en el paciente con IC?  



JAMA. 2008;300:1439-1450 

Drugs 2009; 69: 2025-2033 

Seguridad cardiovascular de los broncodilatadores 



Ann Intern Med. 2008;149:380-390 



• Increase risk of unstable angina, myocardial infarction  

• Increase cardiovascular  and cardiac failure risk  

• When LVSD is present are associated with an increased risk of heart 

failure and hospitalization  

• In preexisting cardiac arrhythmias and hypoxemia, LABA may have 

adverse effects on the myocardium  

• Could increase heart rate, decrease potassium concentration, risk of sinus 

tachycardia and cardiovascular events  

 

Chest 2003; 123:1964–1969 

Am Heart J 2001; 142:E11. 

Chest 2004; 125:2309–2321 

Adverse events LABA 



 B2A use is associated with excess HF hospitalizations as well as increased 

risk of all-cause mortality in patients with left ventricular dysfunction (LVSD). 
Chest 2003; 123:1964 – 1969 

 

 A long-term inhaled salmeterol therapy (100 μg twice daily) improved 

pulmonary function, without augmentation of neurohormonal systems or 

ventricular ectopy, in symptomatic heart failure patients with a left ventricular 

ejection fraction of less than 40%.  
Cardiovasc Pharmacol 2002 40:140–45  

 

A retrospective analysis of the CHARM dataset showed a concerning 26% 

excess risk of mortality when using bronchodilators.  
Eur J Heart Fail 2010;12:557–565 

 

 A longitudinal, retrospective cohort study of patients suggest that inhaled B2As 

are not associated with increased mortality in community-managed HF patients. 

 
Eur J Heart Fail 2011;13:885–891. 



formoterol 
salmeterol 

global 

The Cochrane Library 2013 



The primary objective … to examine whether there were specific events that might show 

either a decreased or an increased risk with tiotropium. Attention was focused on selected 

CV events, including a composite CV end point and mortality. 

Chest 2010;137;20-30 



Chest 2010;137;20-30 

Cardiovascular events 

Cardiovascular  deaths 

Cardiovascular Safety of Tiotropium in Patients With COPD 



N Engl J Med 2013.DOI: 10.1056/NEJMoa1303342 



¿Qué sabemos de la EPOC en el paciente con IC? 

¿Qué sabemos del tratamiento de la EPOC en el paciente con IC? 

  

¿Qué nos dicen las guías? 

¿Qué sabemos de los nuevos broncodilatadores? 

 

 

 

 

¿Qué sabemos del riesgo de arritmias en el paciente con EPOC? 



Eur Respir J 2013; 42: 341–349  





Am J Cardiol 2014;114:272-277 



Circulation 2014;129:971-980 



Heart 2015;0:1–6. doi:10.1136/heartjnl-2014-307043 
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¿Qué nos dicen las guías? 





Cardiovascular disease (including ischemic heart disease, 

heart failure, atrial fibrillation, and hypertension) is a major 

comorbidity in COPD and probably both the most frequent and 

most important disease coexisting with COPD.  Benefits of 

cardioselective beta-blocker treatment in heart failure 

outweigh potential risk even in patients with severe COPD. 

 

Cardiovascular disease should be treated according to usual 

guidelines 

 

 

  

Global Strategy for Diagnosis, Management and Prevention of COPD 

Manage Comorbidities. Update 2015 
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¿Qué sabemos de los nuevos broncodilatadores? 



Recomendaciones de la guía de desarrollo de fármacos para EPOC1,2,3 

Deberían reflejar a la población de pacientes EPOC y sus tratamientos en el 
mundo real.  

Las variables de eficacia deberían incluir: 
Evaluación de la función pulmonar 
Evaluación de los beneficios en control de síntomas 

 

1. US Department of Health and Human Services Food and Drug Administration Center for Drug Evaluation and Research 
2.European Medicines Agency  

3. ATS/ERS task force. Eur Respir J. 2008;31(2):416-469  
 

COPD drug development standards and regulatory guidance 
recommendations  



British Journal of Pharmacology (2011);163:4-17 







Respiratory Medicine 2014;108:1498-1507 



Respiratory Medicine 2014;108:1498-1507 



Respiratory Medicine 2014;108:1498-1507 



Adecuado beneficio/riesgo en los estudios de búsqueda de dosis 

Troost J. Poster P13-05951, ATS 2013. 

Olodaterol 





Respiratory Research 2014 



Respiratory Research 2014 



Respiratory Medicine 2014; 108:1171-1179 



JAMA Intern Med. 2013;173(13):1175-1184 



Para recordar 

• 1 de cada 3-4 enfermos con IC tiene EPOC. 

• La EPOC condiciona un peor pronóstico. 

• La presencia de EPOC no debe interferir el tratamiento de la IC. 

• La EPOC se acompaña de un riesgo de desarrollo de arrítmias. 

• El tratamiento de la EPOC con los nuevos LAMA y LABA es eficaz y seguro. 



Mira la luna, no el dedo que apunta a la luna 

Mira al paciente, no a su función pulmonar 

 

    Fabbri L, AMJRCCM 2013 


