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¢Es el riesgo cardiovascular de los pacientes diabéticos
equiparable al riesgo de los que han sufrido un infarto agudo de
miocardio?

¢Cuales son las cifras objetivo de HbA,c?

éCuales son las cifras de PA objetivo en el tratamiento del
paciente diabético hipertenso?

¢Cuales son las cifras de lipidos objetivo en el tratamiento del
paciente diabético?

¢Deben tratarse con acido acetil salicilico las personas
diabéticas?
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Event rates for cardiovascular mortality in men (A) and women (B) stratified by age and sex in
relation to diabetes mellitus (DM) and a prior MI.
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Event rates for the composite end point of Ml (nonfatal), stroke (nonfatal), and cardiovascular
death in men (A) and women (B) stratified by age in relation to diabetes mellitus (DM) and a
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Figure 1—Free of cardiovascular mortality (panel 1) and free of coronary heart disease (panel 2) survival curves among initially non—coronary
heart disease diabetic patients compared with nondiabetic first acute myocardial infarction (AMI) survivors. A: According to time of evolution of type
2 diabetes (cut point 8 years). B: According to AIC levels (cut point 7%). C: According to diabetes treatment (diet alone, only oral drugs, or insulin).



¢Es el riesgo cardiovascular de los pacientes diabéticos
equiparable al riesgo de los que han sufrido un infarto
agudo de miocardio?

e NO puede afirmarse en base a la evidencia revisada

e La diabetes en mujeres supone un mayor riesgo relativo para
enfermedad coronaria que en los hombres diabéticos y en algunos casos este
riesgo es igual o o incluso mayor al de las mujeres con antecedentes de

cardiopatia isquémica.

e La duracion de la DM es un factor de riesgo independiente y que, a partir
de 10 ainos de evolucién de la enfermedad, el riesgo coronario se iguala con
los que tienen antecedentes de cardiopatia isquémica
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Figure 3. Framingham-based REGICOR risk function, simplified into 4 risk groups based on the risk cut-points at 10 years proposed by experts from several
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autonomous regions and in the concentration of events. HDL, high-density lipoproteins.
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Effects of Intensive Glucose Lowering in Type 2 Diabetes
The Action to Control Cardiovascular Risk in Diabetes Study Group
ACCORD. N Engl J Med 2008;358:2545-59.
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Figure 1. Median Glycated Hemoglobin Levels at Each Study Visit.

I bars denote interquartile ranges.




Effects of Intensive Glucose Lowering in Type 2 Diabetes
The Action to Control Cardiovascular Risk in Diabetes Study Group
ACCORD. N Engl J Med 2008;358:2545-59.
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Intensive Blood Glucose Control and Vascular
Outcomes in Patients with Type 2 Diabetes
The ADVANCE Collaborative Group*

N Engl J Med 2008; 358:2560-72.
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Intensive Blood Glucose Control and Vascular
Outcomes in Patients with Type 2 Diabetes
The ADVANCE Collaborative Group*

N Engl J Med 2008; 358:2560-72.
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Glucose Control and Vascular Complications
in Veterans with Type 2 Diabetes

VADT. N Engl J Med 2009;360:129-39
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META-ANALISIS
Forest plot for macrovascular events: myocardial infarction (fatal and non-fatal) and stroke
(fatal and non-fatal).

No of events/No in group

Study Intensive Standard Risk ratio Mantel- Weight Risk ratio Mantel-
treatment treatment Haenszel, fixed (3(5 Haenszel, fixed
All myocardial infarctions (99% C1) (99% C1)
uGDP?223 57/408 22/205 — 2.9 1.30(0.71to 2.39)
UGDP?% 42/204 42/210 —— 4.1 1.03 (0.62 to 1.70)
Veterans Affairs®® 5/75 4/78 0.4 1.30 (0.24 to 6.95)
UKPDS?” 444/3071 186/1138 —— 26.8 0.88 (0.72to 1.09)
ADVANCE® 310/5571 337/5569 —- 33.2 0.92(0.76t0 1.12)
ACCORD” 205/5128 248/5123 —-— 24.5 0.83 (0.65 to 1.05)
VADT® 64/892 78/899 e 7.7 0.83 (0.54 to 1.25)
HOME?® 8/196 5/194 0.5 1.58(0.37 to 6.72)
Total (99% Cl) 1135/15 545 922/13 416 @ 100.0 0.90 (0.81 to 1.01)
Test for heterogeneity: x’=5.52, df=7,
P=0.60, I’=0%
Test for overall effect: z=2.42, P=0.02
Non-fatal myocardial infarctions
uGDP??23 32/408 20/205 3.3 0.80 (0.401t0 1.62)
uGDP?* 29/204 30/210 —t— 3.7 1.00 (0.53 to 1.85)
UKPDS?7 221/3071 101/1138 =t 18.2 0.81 (0.60 to 1.09)
PROactive?® 119/2605 144/2633 —t 17.7 0.84 (0.61 to 1.14)
ACCORD” 186/5128 235/5123 = 29.1 0.79 (0.62 to 1.01)
ADVANCE® 153/5571 156/5569 —— 19.3 0.98 (0.73 to 1.31)
HOME?® 4/196 4/194 0.5 0.99 (0.16 to 6.00)
VADT® 51/892 66/899 —— 8.1 0.78 (0.49 to 1.24)
Total (99% CI) 795/18 075 756/15 971 L 4 100.0 0.85 (0.74 to 0.96)
Test for heterogeneity: 7_7=3.12, df=7,
P=0.87, I’=0%
Test for overall effect: z=3.31, P<0.001
All strokes
UGDP?* 8/204 5/210 —] 0.9 1.65 (0.39 to 7.00}
Veterans Affairs?® 5/75 2/78 > 0.4 2.60(0.31to 21.54)
UKPDS?” 160/3071 55/1138 SRS 14.6 1.08 (0.73 to 1.60)
PROactive®® 86/2605 107/2633 —am 19.4 0.81(0.56t0 1.17)
ADVANCE® 238/5571 246/5569 - 44.9 0.97 (0.77 to 1.22)
ACCORD” 76/5128 72/5123 o 13.1 1.05 (0.69 to 1.61)
VADT® 28/892 36/899 e 6.5 0.78 (0.41 to 1.48)
HOME?® 1/196 1/194 0.2 0.99 (0.03 to 37.46)
Total (99% CI) 602/17 742 524/15 844 - 100.0 0.96 (0.83 to 1.13)
Test for heterogeneity: 12=5.36, df=7,
P=0.62, I’=0%
Test for overall effect: z=0.60, P=0.55
Non-fatal strokes
UKPDS?” 120/3071 441138 — 17.5 1.01 (0.65 to 1.58)
ACCORD” 67/5128 61/5123 =T T 16.6 1.10 (0.70 to 1.73)
ADVANCE® 214/5571 209/5569 56.9 1.02 (0.80 to 1.31)
HOME™ 1/196 1/194 0.3 0.99 (0.03 to 37.46)
VADT® 22/892 32/899 T 8.7 0.69 (0.34 to 1.40)
Total (99% CI) 424/14 858 347/12 923 L 4 100.0 1.00 (0.83 to 1.21)
Test for heterogeneity: x°=2.14, df=4, ooz 05 o > Lo
P=0.71, I’=0%
Favours Favours
Test for overall effect: z=0.07, P=0.95 intensive standard
treatment treatment

©2011 by British Medical Journal Publishing Group
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META-ANALISIS
Forest plot for microvascular events: visual deterioration, neuropathy, microalbuminuria,

renal failure or doubling of serum creatinine level, and peripheral vascular events

No of events/No in group
Study 1 ive

Risk ratio Mantel-

©2011 by British Medical Journal Publishing Group

d Weight Risk ratio Mantel-
treatment treatment Haenszel, fixed 6) Haenszel, fixed
Visual deterioration or blindness (99% cn (99% cn)
uGDP?? 23 27/354 12/179 0.5 1.14 (0.48 to 2.69)
uGDP?* 21/174 22/180 0.6 0.99 (0.47 to 2.06)
UKPDS?7 90/3071 38/1138 1.6 0.88 (0.54 to 1.43)
ACCORD” 258/4651 273/4689 e 8.0 0.95(0.77 to 1.18)
ADVANCE® 3033/5571 3015/5569 | ] 89.2 1.01 (0.96 to 1.05)
Total (99% CI} 3429/13 821 3360/11 755 ) 100.0 1.00 (0.96 to 1.05)
Test for heterogeneity: 7_"’=1.06, df=4,
P=0.90, I’=0%
Test for overall effect: z=0.01, P=0.99
New or worsening neuropathy
Veterans Affairs®® 12/75 12/78 0.3 1.04 (0.40 to 2.73)
UKPDS?” 381/2437 167/1014 e 5.7 0.95(0.76 to 1.18)
ADVANCE® 2353/5571 2311/5569 - 56.0 1.02 (0.96 to 1.08)
ACCORD” 1277/2815 1338/2791 —-r 32.5 0.95 (0.88 to 1.02)
VADT® 202/464 218/498 _— 5.1 0.99 (0.82 to 1.20)
HOME?® 19/196 18/194 0.4 1.04 (0.47 to 2.34)
Total (99% CI} 4244/11 558 4064/10 144 L 4 100.0 0.99 (0.95 to 1.03)
Test for heterogeneity: x“=4.33, df=5,
P=0.50, I’=0%
Test for overall effect: z=0.62, P=0.54
New or wor mic: ia
uGpp?? 2?3 15/187 15/191 0.5 1.02 (0.41 to 2.52)
uGDP?* 22/384 9/186 0.4 1.18 (0.44 to 3.20)
UKPDS?7 305/2538 152/1048 —_— 7.7  0.83 (0.65 to 1.05)
Kumamoto?> 5/55 10/55 0.4 0.50 (0.13 to 1.88)
PROactive?® 555/2218 563/2225 —- 20.1 0.99 (0.87 to 1.13)
ACCORD” 399/3204 494/3232 —-— 17.6 0.81 (0.69 to 0.96)
ADVANCE® 1318/5571 1434/5569 E 51.2 0.92 (0.84 to 1.00)
HOME?® 15/196 14/194 0.5 1.06 (0.42 to 2.66)
VADT® 30/728 48/731 — 1.7 0.63 (0.35to 1.13)
Total (99% CI) 2664/15 081 2739/13 431 <& 100.0 0.90 (0.85 to 0.96)
Test for heterogeneity: x°=11.64, df=8,
P=0.17, ’=31%
Test for overall effect: z=4.18, P<0.001
Renal failure or doubling of serum
creatinine level
uGDP?2 23 48/374 25/181 1.2 0.93 (0.51 to 1.68)
uGoP?* 19/187 16/191 0.6 1.21 (0.53 to 2.79)
UKPDS?” 18/3071 9/1138 0.5 0.74 (0.26 to 2.11)
ACCORD” 2701/5035 2627 /5034 - 92.9 1.03 (0.98 to 1.08)
ADVANCE® 67/5571 61/5569 2:2 1.10 (0.70 to 1.73)
VADT® 78/882 78/884 2.8 1.00 (0.68 to 1.49)
Total (99% CI} 2931/15 120 2816/12 997 &> 100.0 1.03 (0.98 to 1.08)
Test for heterogeneity: x°=1.27, df=5,
P=0.94, ?=0%
Test for overall effect: z=1.44, P=0.15
Peripheral vascular events
uGDpP?? 23 59/367 16/182 —1———————= 3.8 1.83 (0.92 to 3.64)
uGDP?* 32/181 40/191 6.9 0.84 (0.49 to 1.46)
Veterans Affairs®® 3/75 4/78 0.7 0.78 (0.11 to 5.33)
UKPDS?7 35/3071 18/1138 4.6 0.72 (0.34 to 1.51)
PROactive?® 80/2605 65/2633 —_—]—— 11.4 1.24 (0.81 to 1.90)
ADVANCE® 343/5571 366/5569 —-— 64.8 0.94 (0.78 to 1.13)
VADT® 28/892 36/899 i 6.3 0.78 (0.41 to 1.48)
HOME>® 7/196 8/194 1.4 0.87 (0.23 to 3.20)
Total (99% CI} 587/12 958 553/10 884 100.0 0.98 (0.84 to 1.13) -
Test for heterogeneity: x°=10.53, df=7, ] % \ 1
P=0.16, I°’=34% 0.5 0.7 1 1.5 2 J
Test for overall effect: z=0.39, P=0.69 Favours Favours
intensive standard i
treatment treatment

Boussageon R et al. BMJ 2011;343:bmj.d4169



META-ANALISIS
Forest plot for severe hypoglycaemia.

No of events/No in group

Study Intensive Standard Risk ratio Mantel- Weight Risk ratio Mantel-
treatment treatment Haenszel, random (%) Haenszel, random
(99% CI) (99% CI)

UKPDS?/ 33/2487 8/1138 . 9.6 1.89(0.691t05.19)

PROactive’® 19/2605 11/2633 10.2  1.75 (0.66 to 4.62)

ACCORD’ 538/5128  179/5123 - 32.7 3.00(2.42t0 3.73)

ADVANCE® 150/5571 81/5569 —a— 27.5 1.85(1.301t0 2.63)

VADT® 76/892 28/899 —— 19.9 2.74 (1.57 t0 4.77)

Total (99% Cl}) 816/16 683 307/15 362 i 100.0 2.33 (1.62 to 3.36)
Test for heterogeneity: 1°=0.05, 1°=10.95,

df=4, P=0.03, ’=63% el 0 1 2 3 3D

e Favours Favours
Test for overall effect: z=5.98, P<0.001 (Ctarcive atandard
treatment treatment

Boussageon R et al. BMJ 2011;343:bmj.d4169
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éCuales son las cifras objetivo de HbA,c?

e Objetivo de control HbAlc < 7%

e En pacientes con enfermedad cardiovascular valores de
HbAlc entre 7-8% pueden ser aceptables y mas seguros

e Los pacientes que se pueden beneficiar mas de un
tratamieno intensivo son los pacientes son nefropatia



¢Es el riesgo cardiovascular de los pacientes diabéticos
equiparable al riesgo de los que han sufrido un infarto agudo de
miocardio?

¢Cuales son las cifras objetivo de HbA,c?
ZCuales son las cifras de PA objetivo en el tratamiento del
paciente diabético hipertenso?
¢Cuales son las cifras de lipidos objetivo en el tratamiento del

paciente diabético?

¢Deben tratarse con acido acetil salicilico las personas
diabéticas?



Effects of a fixed combination of perindopril and indapamide (or placebo) on macrovascular and
microvascular outcomes in patients with type 2 diabetes mellitus (the ADVANCE trial)

Lancet 2007; 370:829 - 840
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Figure 2: Mean systolic and diastolic blood pressure during run-in on active treatment and after
randomisation to active treatment or placebo

M=average difference between randomised groups during follow-up. R=randomisation.
Per-ind=perindopril-indapamide.



Effects of a fixed combination of perindopril and indapamide on macrovascular and microvascular
outcomes in patients with type 2 diabetes mellitus (the ADVANCE trial)

Lancet 2007; 370:829 - 840
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Effects of Intensive Blood-Pressure Control
in Type 2 Diabetes Mellitus
The ACCORD Study Group*

N EnglJ Med 2010;362:1575-85.
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Prescribed
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Intensive 2174 2071 1973 1792 1150 445 156 156
Standard 2208 2136 2077 1860 1241 504 203 201

Figure 1. Mean Systolic Blood-Pressure Levels at Each Study Visit.

I bars indicate 95% confidence intervals.




Effects of Intensive Blood-Pressure Control
in Type 2 Diabetes Mellitus
The ACCORD Study Group*
N Engl J Med 2010;362:1575-85.
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Figure 2. Kaplan—Meier Analyses of Selected Outcomes.

Shown are the proportions of patients with events for the primary composite outcome (Panel A) and for the individual components
of the primary outcome (Panels B, C, and D). The insets show close-up versions of the graphs in each panel.



Effects of Intensive Blood-Pressure Control
in Type 2 Diabetes Mellitus
The ACCORD Study Group*
N Engl J Med 2010;362:1575-85.

* Reduccion significativa del %
de pacientes con aumento creatinina

* Reduccion significativa del %
de pacientes con FG < 30 ml/min/1.73 m2

* Reduccion significativa del %
de pacientes con macroalbuminuria



éCuales son las cifras de PA objetivo en el
tratamiento del paciente diabético hipertenso?

* El objetivo de control de PA tradicionalmente recomendado
de < 130/80 mmHg no se puede sostener por la evidencia actual
(excepto en pacientes con nefropatia)

* El objetivo de control de la PA es de <140/90 mmHg



¢Es el riesgo cardiovascular de los pacientes diabéticos
equiparable al riesgo de los que han sufrido un infarto agudo de
miocardio?

¢Cuales son las cifras objetivo de HbA,c?
éCuales son las cifras de PA objetivo en el tratamiento del
paciente diabético hipertenso?
¢Cuales son las cifras de lipidos objetivo en el tratamiento

del paciente diabético?

¢Deben tratarse con acido acetil salicilico las personas
diabéticas?



Evidencia de ECs en prevencion primariay en
prevencion secundaria

Reduction in 1o-year risk of major CVD endpoints (CHD death /non-fa
in major statin trials, or substudies of major trials, in diabetic subject

16,03=2)
Stody L I Statin dosas Ri=k BFaelatiwe Abhx=oclnts
=X .) arcl redocotion risk ri=k
comparator (&) redoncoction rmedocotion
(%) L]

4 5 — D1 2= Simvastatcin = -7 Lo S50 43 5
(21 5) 20—40 mg V= . 4= .2

placelo
OSFPEI 2= ODrorvastacin 39.5 To =43 15
2= 10 my V= 249 .5
[(Z20) placelo
HEPS—-Di1 2= Simvastatin 4=.8 o a7 T .5
[(Z21a) 40 mgy VW=. 3a.3

placelh o
CARRE — 2= Pravastatin 40.8 to 1= 5.4
-1 40 g W= . 5.4
[ZA7]) placelho
THT—D 2= ABtorvastatctin 26.3 to 1s g 7
[(Z218) 820 mg w=. 10 Z21.&6

pacis g

HES—DMHM i Ry Simvastacin 17.5 to =43 [
[Z1a) 40 Mg V= . 11.5

placel o
CoEDS a= ODirorvastacin 11 .5 o =5 =
(221 ) 10 Mgy w=.a FT.5

placelo
OS5 PEI a= Ortorvastatin 9.8 to 19 1.9
i 10 My W= . T .9
(220} placelh o
BS5C0OT— a-= BAtorvastatcin 11.1 to b= o.9
-1 A0 Mg = o 10 .2
(219 placelh o



Effects of Combination Lipid Therapy

in Type 2 Diabetes Mellitus

The ACCORD Study Group*N Engl J Med 2010;362:1563-74.
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Figure 2. Kaplan—Meier Analyses of the Primary Outcome, Expanded Macrovascular Qutcome, and Death.
Shown are the cumulative incidence of the primary outcome (nonfatal myocardial infarction, nonfatal stroke, or death from cardiovascu-
lar causes) (Panel A), the expanded macrovascular cutcome (a combination of the primary outcome plus revascularization or hospital-
ization for congestive heart failure) (Panel B), and death from any cause (Panel C) or from cardiovascular causes (Panel D) during fol-

low-up. The insets show close-up versions of the graphs in each panel.




éCuales son las cifras de lipidos objetivo en el
tratamiento del paciente diabético?

* El objetivo de control del cLDL es < 100 mg/dI

* En pacientes con enf.CV es recomendable un objetivo < 70 mg/dlI
(diabéticos de alto riesgo ?)

* Slno sellegan a estos objetivos con el tratamiento con estatinas a
las dosis maximas toleradas una reduccion del cLDL en un 30-40%
del valor inicial es un objetivo alternativo.

* Se recomienda un nivel de TG < 150 mg/dl, cHDL en hombres > 40
y en mujeres >50



¢Es el riesgo cardiovascular de los pacientes diabéticos
equiparable al riesgo de los que han sufrido un infarto agudo de
miocardio?

¢Cuales son las cifras objetivo de HbA,c?
éCuales son las cifras de PA objetivo en el tratamiento del
paciente diabético hipertenso?
¢Cuales son las cifras de lipidos objetivo en el tratamiento del

paciente diabético?

¢Deben tratarse con acido acetil salicilico las personas
diabéticas?



Estudio POPADAD

The prevention of progression of arterial
disease and diabetes (POPADAD) trial:
factorial randomised placebo controlled trial

of aspirin and antioxidants in patients with
diabetes and asymptomatic peripheral
arterial disease

BMJ 2008;337:a1840



Kaplan-Meier estimates in aspirin and no aspirin groups of proportion of patients who experienced the

composite end point of death from coronary heart disease or stroke, non-fatal myocardial infarction or

stroke, or above ankle amputation for critical limb ischaemia; and death from coronary heart disease or
stroke

Aspirin  No aspirin
Composite end point  =— ———
Death from coronary heart disease or stroke  e——— - —

25

(%)

20

15

10

Proportion of patients with events
[ -5 |

0
Time (years)
Mumbers at risk for composite end point
Aspirin 638 599 543 399 48
Mo aspirin 638 50 534 381 48

|
Belch, J. et al. BMJ 2008;337:a1840 B MJ

Copyright ©2008 BMJ Publishing Group Ltd.



Estudio JPAD

Low-dose aspirin for primary prevention of
atherosclerotic events in patients with type 2

diabetes: a randomized controlled trial.

n = 2539 patients with type 2 DM

JAMA 2008;300:2134



% Total de eventos ateroscleroticos segun el grupo de tratamiento

107
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-20% NS
p=016
RR = 0,80 (95% IC, 0,58-1,10)
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RR = riesgo relativo ; IC = intervalo de confianza

JAMA 2008;300:2134



Riesgo relativo para los objetivos primarios y secundarios en
el analisis por grupos de edad

Riesgo Relativo (IC 95%)

. o
Variable principal w p =016
Muertes por eventos
cardiacos o cerebrales p =0,0037
Eventos CV totales p = 0,047
en > 65 afos
0 01 02 03 04 05 06 0,7 08 05 1 11 1.2 1.3
favorable a dosis bajas favorable
de acido acetilsalicilico a placebo

* Compuesta por la incidencia de muerte subita; muerte por causa coronaria,
cerebrovascular, o aortica; IM no fatal, angina instable, angor de esfuerzo de
nueva aparicion; ictus isquémico o hemorragico no fatal; TIA; o enfermedad
vascular o aortica no fatal

JAMA 2008;300:2134



Effect of aspirin therapy on primary prevention of major cardiovascular events, myocardial infarction,
stroke, death from cardiovascular causes, and all cause mortality in participants with diabetes (6
ENSAYOS CLiNICOS).

No of events/No in group

Aspirin Control or Relative risk Relative risk
placebo (95% C1) (95% C1)

Major cardiovascular events

JPAD® 68/1262 86/1277 0.80 (0.59 to 1.09)

POPADAD’ 105/638 108/638 0.97 (0.76 to 1.24)

WHS? 58/514 62/513 0.90 (0.63 to 1.29)
Eve ntos CV PPP?? 20/519 22/512 0.90 (0.50 to 1.62)

ETDRS?! 350/1856 379/1855 0.90 (0.78 to 1.04)

Total 601/4789 657/4795 0.90 (0.81 to 1.00) </
Myocardial infarction R R R 10%

JPAD'® 28/1262 14/1277 0.87 (0.40 to 1.87)
POPADAD’ 90/638 82/638 1.10 (0.83 to 1.45) o)
WHS® 36/514 24/513 R 1.48 (0.88 to 2.49) RAR 1 . 2 A)
I M ppp?2 5/519 10/512 —_— 0.49 (0.17 to 1.43)
ETDRS! 241/1856  283/1855 - 0.82 (0.69 to 0.98) N NT < 100
PHS! 11/275 26/258 — 0.40 (0.20 to 0.79)
Total 395/5064 439/5053 e 0.86 (0.61 to 1.21)
Stroke
JPAD® 12/1262 32/1277 —— 0.89 (0.54 to 1.46)
POPADAD’ 37/638 50/638 —— 0.74 (0.49 t0 1.12)
ICtUS WHS® 15/514 31/513 —e 0.46 (0.25 t0 0.85)
ppp?2 9/519 10/512 — 0.89 (0.36 to 2.17)
ETDRS?! 92/1856 78/1855 +m— 1.17 (0.87 to 1.58)
Total 181/4789 201/4795 —er 0.83 (0.60 to 1.14)
Death from cardiovascular causes
JPAD'® 1/1262 10/1277 <—8——— 0.10 (0.01 t0 0.79)
POPADAD’ 43/638 35/638 —m— 1.23 (0.80 to 1.89)
ppp?2 10/519 8/512 1.23 (0.49 to 3.10)
M u e rteS CV ETDRS?! 244/1856 275/1855

0.87 (0.73 to 1.04)

Total 298/4275 328/4282 0.94 (0.72 to 1.23)

All cause mortality

N PR
JPAD™® 34/1262 38/1277 0.90 (0.57 to 1.14)

POPADAD’ 94/638 101/638 0.93 (0.72 to 1.21)

. ppp?? 25/519 20/512 1.23 (0.69 to 2.19)

Morta I |dad tOtaI ETDRS?! 340/1856 366/1855 0.91 (0.78 to 1.06)

Total 493/4275 525/4282 0.93 (0.82 to 1.05)
0.03 0.125 05 1 2 8
Favours Favours control
aspirin or placebo

\4
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Effect of aspirin therapy on primary prevention of myocardial infarction and stroke among men and
women with diabetes.

No of events/No in group

Aspirin Control or Relative risk Relative risk
placebo (95% CI) (95% CI)
Myocardial infarction
Men
IM hombres PPP?2 3/246 8/251 o= 0.38 (0.10 to 1.43)
ETDRS?! 89/1031 128/1065 - 0.74 (0.59 t0 0.94)
PHSY/ 11/275 26/258 —— 0.40 (0.20 t0 0.79) /
Total 103/1552 162/1574 —— 0.57 (0.34 to 0.94) RRR 43%
Women RAR 3.5%
WHS® 36/514 24/513 4= 1.48 (0.88 to 2.49)
IM mujeres PPP22 2/273 2/261 0.96 (0.14 to 6.74) NNT < 30
ETDRS?! 81/825 100/790 0.91 (0.70 t0 1.18)
Total 119/1612 126/1564 i 1.08 (0.71 to 1.65)
Stroke
Men
Ictus hombres PPp?2 4]246 2/251 = > 2.04(0.38t0 11.04)
ETDRS?! 45/1031 42/1065 1.07 (0.71to 1.61)
Total 49/1277 441316 I 1.11 (0.75 to 1.64)
Women
. WHS® 15/514 31/513 —_— 0.46 (0.25 t0 0.85)
Ictus mujeres  ppp2 5/273 8/261 ==l s 0.60 (0.20 to 1.80)
ETDRS?! 38/825 30/790 - 1.31 (0.83 to 2.08)
Total 58/1612 69/1564 — 0.75 (0.37 to 1.53)
0.03  0.125 05 1 2 8
Favours Favours control
aspirin or placebo

A
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Figure 1. Meta-Analysis of Trials Examining the Effects of Aspirin on Risk of Cardiovascular Disease Events in Patients With Diabetes

A: Effiect of aspinn on coronary heart disease ewents. Tests for heterogeneiny: .T} 871, F=0.367, ’=E.2%. B: Efect of aspirn on risk of stroks in patierts with disbetes.
Tests fior I're:zrng:r\:i‘ty:f 12 48, P=0.131, F=35.9% BMD indicates British Medical Dootors {11} O, confidenoe imeral; ETDRS, Eary Treatment of Disbetic Retinopa-
thy Ssudy (18l; HOT, Hypertension Optimal Treatment [14); JPAD, Japanese Primary Prevention of Asherosolemsis with aspirin for Disbetes {51; PHS, Physicans” Heakh Shody
112%; POPADAD, Prevention of Progression of Arieral Disease and Disbetes (100; PPP, Prmary Prevention Project (16 TPT, Thrombosis Prevention Trial (13); and WHE,

‘Women's Heakh Study (1T).



FUTUROS ENSAYOS CLINICOS
ACCEPT-D (Aspirin and Simvastatin Combination for CV

events Prevention Trial in Diabetes)

Ensayo en prevencion primaria (ITALIA)
Diabéticos sin enfermedad vascular

Tratados con Simvastatina
Grupos: AAS+SIMVA / SIMVA sola
Tiempo de seguimiento: 5 afnos
Pacientes a reclutar: 4700
Endpoints: total eventos CV




FUTUROS ENSAYOS CLINICOS

ASCEND
(A study of CV events in Diabetes)

Ensayo en prevencion primaria
Diabéticos sin enfermedad vascular

Grupos: AAS+AG-OMEGAS3/AAS sola
Tiempo de seguimiento:5 anos
Pacientes a reclutar: 10,000
Endpoints: total eventos CV




Aspirin for Primary Prevention of Cardiovascular Events in People
With Diabetes
New Join Position Statement of the of the ACC/ADA/AHA

¢ L P Reviews/Commentaries/ADA Statements EXPERT COI us TRER
American Heart : 2 N mm INSENSUS DOC
1 I C l I a 10 I I Associations

Aspirin for Primary Prevention of

Learn and Live..
e Aspirin for Primary Prevention of Cardiovascular Events in People With Diabetes
c“rdlovuSCUIur Evenls In People w"h A Position Statement of the American Diabetes Association, a Scientific Statement of the
Diabetes American Heart Association, and an Expert Consensus Document of the

American College of Cardiology Foundation

Aspirin for Primai

¢ Prevention of Cardiovascular Events in People With A position statement of the American Diabetes Association, a scientific
Ameri i

Diabetes. A Position Statement of th Diabetes Association, a Scientific AteTre N e ot Accme . T EYET (AT PTG
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sults of two recent mndomized controlled

e Aspirin (75-162 mg/day) para adultos con diabetes en
prevencion primaria que tengan un riesgo de
enfermedad coronaria >10% a los 10 afios y que no
tengan riesgo de hemorragia.



¢Es el riesgo cardiovascular de los pacientes diabéticos
equiparable al riesgo de los que han sufrido un infarto agudo de
miocardio?
NO
SI, si 10 anos evolucion

¢Cuales son las cifras objetivo de HbA,c?
< 7%
7-8% (en pacientes con enf CV)

éCuales son las cifras de PA objetivo en el tratamiento del
paciente diabético hipertenso?
<140/90 mmHg

éCuales son las cifras de lipidos objetivo en el tratamiento del
paciente diabético?
LDL < 100 mg/dlI
< 70 mg/dl (en prevencion secundaria)

¢Deben tratarse con acido acetil salicilico las personas
diabéticas?
NO todos. SI, si riesgo > 10%



