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La EPOC en España



Objetivo general 3: Reducir la morbimortalidad de l as 
personas con EPOC y mejorar la calidad de vida rela cionada 
con la salud.



Objetivo específico 4.4. Reducir el porcentaje de l os reingresos hospitalarios 
y visitas a urgencias no planificadas a los 30 días  del alta hospitalaria.



….los fallecidos por neumonía aumentaron un 59,1% y la mortalidad por enfermedades crónicas 
de las vías respiratorias inferiores, tales como bronquitis o enfisema, se incrementó en un 
38,7%, respecto al mismo período del año anterior. 

La prevalencia de las enfermedades respiratorias en España es más que notable. Más de 1.200.000 

personas sufren apnea del sueño, 3.000.000 son asmáticos o más de 2.100.000 de habitantes son 
pacientes con EPOC 



Comorbilidades en la EPOC



� Definición
Conjunto de alteraciones y trastornos que pueden encontrarse asociados, por 
uno u otro motivo, a esta enfermedad. 

� Pueden ser:
� causales (otras enfermedades de las que también el tabaquismo es la 
causa, como la cardiopatía isquémica o el cáncer de pulmón)
� una complicación (una hipertensión pulmonar o una insuficiencia 
cardíaca)
� una coincidencia (un trastorno relacionado con la edad avanzada 
como la hipertensión arterial, la diabetes mellitus, la depresión o la 
artrosis),
� una intercurrencia (un proceso agudo, generalmente limitado en el 
tiempo, como una infección respiratoria). 

Comorbilidades de la EPOC

Arch Bronconeumol. 2010;46(Supl 11):20-25



Enfermedad prevenible y tratable caracterizada por una obstrucción al 

flujo aéreo que no es totalmente reversible

La EPOC es una enfermedad prevenible y tratable, con un componente 

extrapulmonar que contribuye a la gravedad en algunos pacientes.
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Chest. 2005; 128: 2.099-2.107.

Comorbilidades ambulatorias en la EPOC



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

3N Engl J Med. 2013;369:1491-501. 

ECCO1 ESMI2 TIOSPIR3

Edad (años) 75 72,6 71-72,5

FEV1 postBD (%) 43,2 43 48
Comorbilidad (%) (%) (%)

Hipertensión 55 65,6

Anemia 33 27,1

Diabetes Mellitus 29,5 37,1

Insuficiencia cardíaca 27 35,5

Arrítmia 27 25,8 10,6-10,8

Cardiopatía isquémica 17 22 14,8-15,7

Enf arterial periférica 12,6 17,4

Enf cerebrovascular 9,5 12,2 2,2-2,4

Insuficiencia renal 6,5 16,8

Comorbilidades hospitalarias en la EPOC









� Enfermedad prevenible y tratable, caracterizada por una persistente 

limitación al flujo aéreo que es usualmente progresiva y asociada a una 

respuesta inflamatoria crónca en la vía aérea y en el pulmón en 

respuesta a partículas nocivas o gases

� Exacerbaciones y comorbilidades contribuyen a la gravedad total 
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Mol Syst Biol 2007;3:124.

Human disease classification in the postgenomic era: a complex 

systems approach to human pathobiology



N Engl J Med 2007

Network Medicine — From Obesity to the “Diseasome”



Thorax 2011;66:430-437. doi:10.1136/thx.2010.154484



Thorax 2011;66:430-437. doi:10.1136/thx.2010.154484



Am J Respir Crit Care Med  2013

Interestingly, the degree of airflow limitation, exercise capacity, and score on the updated BODE index were similar among the comorbidity clusters. This 

emphasizes the fact that comorbidities are an additional clinical attribute in patients with COPD, which cannot be predicted by the aforementioned clinical 

outcomes. In addition, low-grade systemic inflammation was mostly comparable among comorbidity clusters. This shows that the presumed association 

between systemic inflammation and comorbidities in patients with COPD is more complex than assumed at present.



Am J Respir Crit Care Med 2012; 186: 155–161.



Eur Respir J 2014 

next few years the practice of medicine will evolve from its traditional 

reactive mode (i.e., doctors diagnose and treat established diseases) to an 

anticipatory mode (i.e., centered in preserving health) 

‘‘P4 medicine’’ (Personalized, Predictive, Preventive, and Participatory) 

�Personalized because it will be based on the personal genome data

�Predictive because the analysis of these personal data will allow accurate risk 

predictions for several diseases

�Preventive because, from that prediction, preventive measures, either in the 

form of regular screening and/or specific interventions, could be implemented 

�Participatory because the participation of the individual is essential for all of the 

above, for instance, when lifestyle changes are advised or when compliance with 

chronic treatments are needed 



Comorbilidades y exacerbaciones 

en la EPOC



Factores de riesgo asociados a agudizaciones repetidas

Hurst JR et al.N Engl J Med. 2010 Sep 16; 363(12):1128-38.

• Edad avanzada

• Gravedad de la EPOC (mayor disnea basal, bajo FEV1, baja PaO2)

• Historial de exacerbaciones previas

• Inflamación (en la vía aérea, sistémica)

• Colonización bronquial en fase estable

• Hipersecreción mucosa bronquial crónica

• Comorbilidad/manifestaciones extrapulmonares (cardiovascular, ansiedad-depresión, 

miopatía, enfermedad por reflujo)



CHEST 2012; 142(5):1126–1133



Chest 2014;145:972-80.



Tratamiento de las 

comorbilidades en la EPOC



• Estudio observacional de 11.212 pacientes (98% H)      hospitalizados por EPOC. 

• Tratamiento con estatinas (20%). 

• Tratamiento con IECA-ARA II (30%). 

• Mortalidad a los 90 días del alta (12,4%). 

• Análisis multivariante ajustado por edad, comorbilidad, variables 

sociodemográficas... 

Respiratory Research 2009



Respiratory Research 2009



Thorax 2008;63:301–305

To examine the use of b blockers (both cardioselective and non-cardioselective) in patients admitted to a 

university hospital with acute exacerbations of COPD and to determine whether the administration of these 

drugs was associated with in-hospital mortality. 

“the use of b blockers in patients admitted with acute exacerbations of COPD is not deleterious 

and may be associated with a beneficial effect on mortality. These results have direct 

implications for the use of b blockers in patients hospitalised for acute exacerbations of COPD 

and suggest that they can be safely continued in this setting”.

40% reduction in mortality



n= 35082; median age: 72 years, 59% were women.

� only 40% of patients with AE-COPD who had an evidence-based indication for chronic b-blocker 
therapy (an ICD-9 code of prior MI) were given a b blocker during hospitalisation.

�…continuing a b1-selective b blocker among patients who are chronic users appears to be safe during 
a hospitalisation for AE-COPD. 

� Compared with b1-selective agents, non-selective b blockers were associated with an increased risk 
of 30-day readmission. 

In summary
among patients with COPD and coexistent IHD, CHF or HTN, continuing b1-selective b-blocker therapy 
among chronic users appears to be safe during a hospitalisation for AE-COPD. Until additional 
evidence becomes available, clinicians should consider choosing b1-selective rather than non-
selective b blockers in patients with COPD . Given the large number of patients with COPD and 
concurrent CHF and IHD, clinical trials assessing the riskebenefit of b blockers in this population would 
be valuable. 

Thorax Online First, published on August 31, 2012 as 10.1136/thoraxjnl-2012-201945





La EPOC como comorbilidad







Open Heart 2014;1:e000002. doi:10.1136

SWEDEHEART registry between 2005 and 2010. The stud y population: 81 191 patients with MI



Open Heart 2014;1:e000002. doi:10.1136

However, our findings suggest that improved cardiac treatment in patients with MI with COPD 
according to current guidelines could potentially result in improved survival. 





� Those with COPD were less likely to be receiving a beta-blocker on admission or to have a beta-blocker added

during hospitalization. Interestingly, beta-blocker cessation rates were no different between those with and

without COPD.

� Improved utilization of beta-blockers in HF patients with COPD is warranted and should involve cardioselective

agents as we await more definitive data.

�..patients with COPD were less likely to be initiated on an ACE-I/ARB or aldosterone blocker during admission and

were more likely to have their ACE-I/ARB discontinued.

European Journal of Heart Failure (2012) 14, 395–403
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