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Diabetes Tipo 2 como Equivalente Coronario:

Evidencia epidemiologica




Estudio Framingham, 1979
Mayor frecuencia de ECV en personas con DM2

TABLE 3}

Average annual age adjusted incidence/1000 of specified cardiovascular
events, according to sex and diabetic status (Framingham cohort; men and
women ages 45—74 yr)

Men Women

Non- Non-

diabetic diabertic

Cardiovascular disease
Cardiovascular disease death

Congestive heart failure

Intermittent claudication

Atherothromboric brain
infarction

Coronary heart disease

Kannel WB, et al. Diabetes Care 1979: 2: 120



Estudio MRFIT, 1993

347978 varones, 12 anos de seguimiento
RR para muerte por ECV= 3.0

Table 2—Number of deaths by cause and age-adjusted death rate for men with (n = 5163) and without (n = 342,815) diabetes at
initial screening for the MRFIT

MEN WITH DIABETES MEN WITHOUT DIABETES

Rate (per 10,000 RaTE (per 10,000 Anjusten RR roR
DEATHS (M) PERSON-YR) DEaTHS (V) PERSON-YR) pABETIC NonplaeTic® (95% CD)

Cause oF pEatH (1CD-9 cope)

CVD (390-439) 603 85.13 8063 22,88 3.0(28-3.3)
CHD (410-414, 429.2) 460 65.91 6681 17.05 32(29-3.3)
STRoKE: (430-438) 48 6.72 685 L75 28(2.0-3.7)
Other CVD 86 12.49 1599 4.08 23(1.8-29

ALL DEATHS 1092 160.13 20,867 53.20 2.5(2.4-2.7)

*Adjusted lor age, race, income, serum cholesterol level, sBP, andnumber of cigareues/day

Stamler J, et al. Diabetes Care 1993; 16: 434



Estudio FINMONICA, 1998

Mortalidad después de ler IAM (198892)
HR=1.38 (H), 1.86 (M)

Women, non-DM
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Men, DM
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Miettinen H, et al. Diabetes Care 1998; 21: 69



DM2: Equivalente coronario
DM2 sin EC previa=No DM2 con EC previa

TABLE 2. INCIDENCE OF CARDIOVASCULAR EVENTS DURING A SEVEN-YEAR FOLLOW-UP
IN RELaTioN TO HisTory OF MyocARDIAL INFARCTION 1IN SUBJECTS WITH 1T YPE 2 IDMABETES
AND IN NONDIARETIC SUBJECTS.*

MONDIABETIC SUBJECTS

PRIOK NO

M1 PRICH MI
1304% wvaLUE

(N=69) (M

Fatal or nonfatal MI
Incidence during follow-up 3.5
Events,/ 100 person-yr 0.5

Fatal or nonfatal stroke
Incidence during follow-up 2 1.9
2 0.3

Events,/ 100 person-yr 1.
2.1
0.3

—_

Death from cardiovascular
causcs
Incidence during follow-up
Events,/ 100 person-yr

]‘.'

< (0.001

0.01

< (0.001

SUBJECTS WITH TyrE 2 DIABETES

FRIDR MO
MI PrRICE MI P
(w=169} (N=890% VALUE

45.0 < 0.001
7.8

19.5 10,3 =0.001
3.4 1.6

0.001

42.0

ALL SUBJECTS
P vALUE FOR
FRIOR MI I’ VALUE FOR
VA, DIARETES V&,
MO PRIOR MI MO DIABETES

<0.001 <0.001

<0.001 <1.001

<0.001 <0.001

tr_.

MI denotes myocardial infarction.

values were calculated with Cox proportional-hazards models. The Cox models were adjusted for age and sex.

Haffner SM, et al. N Engl J Med 1998; 339: 229




DM2: Equivalente coronario
18 anos de Seguimiento, HR= 1.9 (DM2 sin EC previe

Frior myocardial infarction Prior CHD

Men ' Men

DO+ MI+
D+ CHO+

D+ CHD-
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Juutilanen A, et al. Diabetes Care 2005; 28: 2901




Mayor Prevalencia de EC en DM2 con SM
2.6 veces mayor frecuencia de EC
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No MS ' No DM NS No DM DM No NS DMNLDMS
®s of Popuelaion 54.2 28.7 2.3 14.8

Moreno PR, et al. J Am Coll Cardiol 2004: 44: 2293



ECV segun glucosa basal (ayunas)
279290 participantes (14814 eventos)

Fasting blood glucose Mumber of Mumber HR (85% CI)
concentration participants (%)  of cases

Known diabetes at baseline

=7 mmol/l 13,122 (4.7%) — @ 236 (2.02-2.76)
<7 mmaol 5,807 (2.1%) 1.61 {1.42—1.82)
No known diabetes at baseline
=7 mmaol/l 7,240 (2.6%) 1.78 (1.56-2.03)
6.1 to <7 mmol/1 19,607 (7.0%) 1.17 (1.08-1.26)
5.6 to < 8.1 mmol/l 32,008 (11.5%) 1.11 {1.04-1.18)
3.9 10 <5.6 mmaold 185,590 (66.5%) 1.00 {0.95-1.06)

<3.9 mmol/ 15,916 (5.7%) 1.07 (0.97-1.18)
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Sattar, N. Diabetologia (Enero, 2013)




Estudio WOSCOPS, 15 anos de seguimiento

ECV segun glucosa basal (ayunas)

Table 4 Hazard ratio (95% Cl) of cardiovascular disease endpoints and all-cause mortality among participants with
impaired fasting glucose (two definitions) relative to normoglycaemia

CWVD events

CHD events

Stroke

CHD death

All-cause mortality

Events (%)

Model |
Model 2

Maodel 1
Maodel 2

Events (%)

Model 1
Model 2

Model 1
Model 2

Events (%)

Model 1
Model 2

Events (%)

Events (%)

Mo diabetes with
FPG <6.0 mmaol/L

(n = 6352)

2341 (36.9)

10
10

1448 (22.8)

10
10

397 (6.2)

10
10

10
10

1224 (19.3)

10
10

Impaired fasting
glucose: NCEP
ATPII (FPG 6.1 -

6.9 mmol/L)
(n=195)

HR (95% CI), 40

(42.1)
1.25 052
1.14 083

26 (27.4)

1.27 086
1.09 074

8 (8.4)

1.39 069
1.25 062

1.55 077
1.34 0.66

20011)

1.12 072
1.02 0.66

1.71

1.55

1.87

1.61

281

253

112

172

1.75
1.60

Mo diabetes with
FPG <5.5 mmaol/L

(n = 6144)

2268 (36.9)

10
10

1402 (22.8)

10
10

381 (6.2)

10
10

10
10

1181 (12.2)

10
10

Impaired fasting
glycaemia: ADA

(FPG 5.6-
6.9 mmol/L)

(n = 303)

HR. (95% CI}, 113

(37.3)
1.05 087
0.95 078

72 (238)

1.07 084
0.93 073

24 (7.9)

1.29 085
117 or7

1983

1.12 071

1.00 0.62

63(208)

1.08 084
1.01 079

1.27
1.15

1.36
1.18

1.94
1.78

1.78
1.59

1.39
1.31

Eur Heart J 2010; 31




Riesgo de ECV en pacientes con DM2 (versus no
diabéticos)
530083 participantes (102 estudios prospectivos)

Number HR (95% C1) IF(95% C1)

oronary heart disease* 26505 2:00 (1-83-2-19) 64 (54-71)
oronary death 11556 2:31(2:05-2-60) 41 (24-54)
Non-fatal myocardial infarction 14741 1-82 (1-64-2-03) 37 (19-51)

Stroke subtypes”

Ischaemic stroke 2:27 (1:95-265) 1(0-20)
Haemorrhagic stroke 156 (1-19-2-05) 0 (0-26)
Unclassified stroke 1-84 (1-59-2-13) 33(12-48)

Dther vascular deaths 1-73 (1:51-1-98) 0 (0-26)

Lancet 2010; 375: 2215



Disglicemia y riesgo de ECV
Seguimiento Estudio Reyjkavik y Revision Sistematic:

No. of Relative risk (95% Cl)
Study CHD cases per immol/L or 1% higher concentration

Fasting blood glucose
Reykjavik
VHMPP
MRFIT
CHS
NHANESII
PRHHP
Busselton
Rancho Bernardo
TARFS
Paris
Speedwell
Caerphilly
\Wang et al
SAHS
ARIC
Oslo
Honolulu
Helsinki Policemen
Zaragoza
FOS 76
BWHHS 60

NWAHS 42
AusDiab 31

Overall 10,808 ‘ 1.06 (1.00-1.12)

PlosMed 2010; 7: e1000278



Disglicemia y riesgo de ECV
Seguimiento Estudio Reyjkavik y Revision Sistematic:

Post-load glucose

Reykjavik
Whitehall

CHA Study
MRFIT

CHS

NHANESII

GPO

Rancho Bernardo
Paris

Wang et al

SAHS

Honolulu

Helsinki Policemen
FOS

AusDiab

Overall 1.05 {1.03-1.07)

PlosMed 2010; 7: e1000278




Disglicemia y riesgo de ECV
Seguimiento Estudio Reyjkavik y Revision Sistematic:

Glycated haemoglobin

EPIC-Norfolk
Rancho Bernardo
Wang et al

ARIC

CHS

FOS

BWHHS
NWAHS

AusDiab
Overall <> 120 (1.10-1.31)

PlosMed 2010; 7: e1000278



ECV segun glucosa, colesterol y PA
279290 participantes (14814 eventos)
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Sattar, N. Diabetologia (Enero, 2013)



Diabetes Tipo 2 como Equivalente Coronario:

Mayor riesgo de ECM (&ces), especialmente e
mujeres postmenopausicas
Mayor mortalidad después de |IAM




Insulina y Riesgo de Enfermedad
Cardiovascular:

Antecedentes




Insulina y RCV: Epidemiologia

A Insulina, podria ser un marcador para ECV

A Estudios prospectivos (1980s), evidencia epidemioldgica gt
asociaba insulina (ayunas o postprandial) con ECV

A Estudio Whitehall (1980), participantes con ITG, mayor ries:
de muerte por ECV

A Estudio Framingham (1979), exceso de mortalidad en ITG

Diabetologia 2012; 53: 3151



Insulina y RCV: Epidemiologia

A Estudio Busselton (19Y9)TOG, glucosa a la hora, mayor
mortalidad por ECV

A Estudio Paris (1980)nsulina en ayunas, indice
Insulina/glucosa, asociado a mayor riesgo de ECV

A Estudio Helsinki (1985nsulina en ayunas y postprandial,
mayor riesgo de muerte CV

A Estudio Gotemburgo (1992), Edinburgo (1992), indios Pima
(19927 No asociacion entre insulinay ECV

Diabetologia 2012, 55: 3145



Insulina y RCV: Epidemiologia

A Estudio Helsirdéguimiento por 9.5 afios (¥98%ociacion
leve entre insulina postprandial y ECV

A Encuesta Bedford (1982Relacion negativa entre insulina en
ayunas y ECV

A Estudio Parseguimiento por 15 afios (1994) se
confirma asociacion entre insulina en ayunas y ECV

A Estudio MRFIT (1984No diferencia entre pacientes con
FRCV y controles

A Estudio San Antonio (189Bjiperinsulinemia presente con
otros FRCV

Diabetologia 2012, 55: 3145



Insulina: Efectos vasculares

Diabetologia 2012, 55: 3145



