


Dr Joan Lima 
Unidad de Lípidos y Riesgo Vascular

Hospital Vall d’Hebron
Barcelona

PREVENCIÓN PRIMARIA CARDIOVASCULAR
EN EL PACIENTE DIABÉTICO



Bell DSH. Diabetes Care. 2003;26:2433-41.
Centers for Disease Control (CDC). www.cdc.gov.

Complicaciones
cardiovasculares

en la DM tipo 2

DIABETES Y RIESGO CARDIOVASCULAR

≈≈≈≈ 65%  de la mortalidad es 

de causa CV

Riesgo de ictus

↑ de 2-4 veces

Riesgo de muerte por CI

↑ de 2-4 veces

Insuficiencia cardiaca

↑ de 2-5 veces





Glycaemic  continuum and cardiovascular disease



Contributing factors in cardiometabolic risk

Brunzell JD et al. Diabetes Care. 2008;31:811-22.

ADA/ACC Consensus Statement
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physical inactivity,
unhealthy eating

Hypertension

Inflammation,
hypercoagulation
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Cardiometabolic
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Global diabetes/
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Overweight/Obesity
Abnormal lipid
metabolism

↑↑↑↑LDL-C
↑↑↑↑ApoB
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↑↑↑↑TG

Insulin resistance syndrome

Genetics Age

Insulin resistance

↑↑↑↑Lipids ↑↑↑↑BP ↑↑↑↑Glucose
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DIABETES Y RIESGO CARDIOVASCULAR .

FACTORES QUE CONTRIBUYEN AL RIESGO CARDIOVASCULAR



Cardiovascular risk factors in type 1 and type 2 diabetes:
contrasts  and  commonalities
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Trials in Type 2 Diabetes

Glycemic Control and Macrovascular Glycemic Control and Macrovascular 
Disease in Patients With Type 1 or Type 2 Disease in Patients With Type 1 or Type 2 
Diabetes:  Diabetes:  MetaMeta--analysis of Clinical Trialsanalysis of Clinical Trials
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Trials in Type 1 Diabetes



Changing BMI profiles in patients with T1DM in the 
Pittsburgh  EDC Prospective Cohort Trial



Proposed model of increasing coronary risk for patients
with type 1 diabetes mellitus
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DIABETES Y RIESGO CARDIOVASCULAR:
¿Es un equivalente de riesgo coronario?

Schramm et al, Circulation 2008; 117: 1945

Estudio en Dinamarca con más de 3 millones de personas; 71801pacientes diabéticos de más
de 30 años y 79575 con IAM. Seguimiento 5 años.









Meta-analysis of association between coronary artery 
calcium  score and outcome in type 2 diabetes



MODIFICACIÓN DEL RIESGO DE ATEROSCLEROSIS EN
LA DIABETES: TRATAMIENTO DE LOS FACTORES DE RIESGO 

CARDIOVASCULAR

Hipertensión Riesgo trombóticoDislipemia diabética

• Inhibidores ACE 

• Antagonistas ARA II

• Diuréticos

• Calcioantagonistas
• Bloqueadores beta

• Inhibidor de la renina

• Estatinas

• Ac. Nicotínico
• Fibratos

• Ezetimiba

• Omega-3

• Resinas

• Aspirina

• Clopidogrel

Modificación del estilo de vida

Tratamiento farmacológico

Diabetes

• Metformina

• Sulfonilureas

• Incretinas

• Glitazonas

• Inhibidores  alfa-glucosidasa
• Inhibidores de los SGLT-2

















Ongoing, prospective  clinical trials of DPP-4 inhibitors
with cardiovascular outcomes







Statin therapy should be added to lifestyle therapy , regardless of baseline
lipid levels, for diabetic patients:

�With overt CVD (A)
�Without CVD who are over the age of 40 years and ha ve one or more other 
CVD risk factors (family history of CVD, hypertensi on, smoking, dyslipidemia,
or albuminuria) (A)

For lower-risk patients than the above (e.g., witho ut overt CVD and under the 
age of 40 years), statin therapy should be consider ed in addition to lifestyle
therapy if LDL cholesterol remains above 100 mg/dL or in those with
multiple CVD risk factors. (C)

In individuals with overt CVD, a lowerLDL cholesterol goal of <70 mg/dL (1.8 
mmol/L), using a high dose of a statin, is an option. (B) In individuals without 
overt CVD, the goal is LDL cholesterol <100 mg/dL ( 2.6 mmol/L). (B)

If drug-treated patients do not reach the above tar gets on maximal tolerated 
statin therapy, a reduction in LDL cholesterol of  ~ 30–40% from baseline is an 
alternative therapeutic goal. (B)



Triglycerides levels <150 mg/dL (1.7mmol/L) and HDL  cholesterol >40
mg/dL (1.0 mmol/L) in men and >50 mg/dL (1.3 mmol/L ) in women are
desirable (C).
However, LDL cholesterol–targeted statin therapy re mains the preferred 
strategy. (A)

Combination therapy has been shown not to provide a dditional cardiovascular 
benefit above statin therapy alone and is not gener ally recommended. (A)



Results for the primary prevention of major cardiovascular 
and cerebrovascular events wtih statins in diabetic patients





Atherogenic dyslipidemia: typical lipid profile of patients
with type 2 diabetes



Residual risk in people with type 2 diabetes
and atherogenic  dyslipidemia



TRIGLYCERIDE-RICH LIPOPROTEINS AND HIGH-DENSITY LIPOPROTE IN
CHOLESTEROL IN PATIENTS AT HIGH RISK OF CARDIOVASCULAR

DISEASE: EVIDENCE AND GUIDANCE FOR MANAGEMENT



Evidence-based algorithm from drug therapy of
dyslipidemia in patients with diabetes mellitus



Cardiovascular event risk reduction in large monotherapy
fibrate clinical trials, relative to the ACCORD study





Patients with diabetes should be treated to a diastolic blood pressure <80 mmHg.(B)

People with diabetes and hypertension should be treated to a systolic blood
pressure goal of <140 mmHg. (B)

Lower systolic targets, such as  <130mmHg, may be appropriate for certain
individuals, such as younger patients, if it can be achieved without undue
treatment burden. (C)

Hypertension







Possible combinations of classes of antihypertensive drugs





-Consider aspirin therapy (75–162 mg/day) as a primary prevention strategy in those with 
type 1 or type 2 diabetes  at increased cardiovascular risk (10-year risk >10%). This includes 
most men aged >50 years or women aged >60 years who have at least one additional major 
risk factor (family history of CVD, hypertension, smoking, dyslipidemia, or albuminuria). (C)

-Aspirin should not be recommended for CVD prevention for adults with diabetes at low CVD 
risk (10-year CVD risk <5%, such as in men aged <50 years and women aged <60 years with 
no major additional CVD risk factors), since the potential adverse effects from bleeding likely 
offset the potential benefits. (C)

-In patients in these age-groups with multiple other risk factors (e.g., 10-year risk 5–10%), 
clinical judgment is required. (E)



CHD
Stroke



Benefits and risks of low-dose aspirin in
primary-prevention trials








