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Actualizacion en Diabetes Mellitus tipo 2 para el cardidlogo.

Int d pEp— Q BSF}/E@%AR;O
ntirodauccion: ... CENTRAL de
Los pacientes con DM2 tienen mas probabilidades de sufrir ECV y muerte
relacionada
Mayor riesgo de ECV Muertes causadas por ECV Mortalidad cardiovascular

Casi el 87% de los pacientes con DM2 tiene un El 75% de todas las muertes en pacientes con DM2 estan La mortalidad cardiovascular es
mayor riesgo de ECVL' causadas por ECV? un 183% mayor en los pacientes con DM2 que
en los no diabéticos?

T 1. Vinagre |, et al. Diabetes Care. 2012;35:774-779; 2. Cordero A, et al. Am J Cardiol. 2016;117(7):1088-94.
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La ECV es la primera causa de muerte y discapacidad en la DM2

El 5,7% de los pacientes con DM2 tiene
insuficiencia cardiaca®

El 3,5-11,5% de los pacientes con DM2
sufre un ictust.>:6

EI8,3-12,7% de los pacientes con DM2 tiene
cardiopatia coronarials¢

La ECV es la primera

7
~20% de los pacientes con DM2 tiene causa de muerte’y
discapacidad en la DM28

ECV en Espafial*

1. Ortega k, et al. Med Clin. 2015;235-8; 2. Vinagre |, et al. Diabetes Care. 2012;355:774-9; 5. Franch-Nadal J, et al. Int J Endocrinol. 2014,2014:151709; 4. Garzon G, et al. Gac Sanit. 2015;25(6):425-50; 5. Mata-
Cases M, et al. Eur J Health Econ. 2016;17:1001-10; 6. Sicras-Mainar A, et al. Rev Clin Esp (Barc). 2014;21:121-30; 7. Baena-Diez JM, et al. Diabetes Care. 2016; 8. Low Wang CC, et al. Circulation.
MNT1EA-122BIAKQ_ECEN?-Q Intarnatinnal Niahetac Eadaratinn Niahetac anAd Frardinvaceriilar dicaace 2016
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~ 2 de cada 10 pacientes adultos con DM2 sufren ECV en Espania

7,8 %

de la poblacion adulta ha
sido diagnosticada de DM2%"

~ (0)
20 %
de los pacientes con DM2
sufren ECVZ>

15,6 %

de la poblacién adulta
sufre ECV&'™

De los pacientes hospitalizados con
diabetes, el 41 % sufren ECV’

1. Soriguer F, et al. Diabetologia. 2012;55:88-93; 2. Ortega E, et al. Medicina Clinica. 2015;233-238. 3. Vinagre |, et al. Diabetes Care. 2012;35:774-779. 4. Franch J, et al. Int J Endocrinol. 2014;2014:131709. 5. Garzén
G, et al. Gac Sanit. 2015;29(6):425-430. 6. Cinza S, et al. Semergen. 2017;43(7):493-500. 7. Zapatero-Gaviria A, et al. Rev Clin Esp. 2018 Nov 15. pii: S0014-2565(18)30281-9. doi: 10.1016/j.rce.2018.09.012.
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La DM2 mal controlada entrafia un mayor riesgo de sufrir
complicaciones CV

Cada aumento en un 1% de la
HbA,, se asocia a

Una HbA, 2 7,0%
se asocia a

25%

% B ¥ " (i)

7

2)

Aumento de la
Aumento de la

El 51% de los pacientes con DM2 Mayor riesgo de Mayor riesgo de aparicion de aparicionde
- A ECV23 de ori P arteriopatia periférica®
no alcanza el objetivo de HbA,_ muerte de origen insuficiencia
< 7,0% en Espafa' cv? cardiaca!

1. Pérez A, et al. Rev Clin Esp. 2014;214(8):429-36; 2. Chen Y, et al. PLoS One. 2015;10(4):1-12; 3. Zhang Y, et al. PLos One. 2012;(7)8:e42551.
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Patients with type 2 diabetes mellitus

Patients with type 1 DM above Patients with well controlled short-standing
40 years of age may also be classified DM (eg. <10 years), no evidence of TOD
according to these criteria and no additional ASCVD risk factors

Tabla 7
'L‘ategorias de riesgo cardiovascular en pacientes con diabetes®

HETRTEOM  Pacientes con DM y ECV establecida

0 dafio de un drgano diana®

03 0 mas factores de riesgo mayores®

0 DM1 de inicio precoz y larga duracidn (> 20 afios)

Patients with DM without ASCVD and/or

severe TOD, and not fulfilling the moderate
risk criteria.

Patients with DM with established ASCVD : . E .
andlor severe TODZ.7% Riesgo alto Pacientes con DM de duracion > 10 afos sin dafio de

» eGFR <45 mL/min/1.73 m? irrespective un organo diana y con cualquier otro factor de riesgo

of albuminuria adicional
» eGFR 45-59 mL/min/1.73 m*and Ver
microalbuminuria (ACR 30 -300 mg/g) 4 Pacientes jovenes (edad < 35 afios en DM1 y <50 afios

+ Proteinuria (ACR >300 mglg) high-risk

* Presence of microvascular disease
in at least 3 different sites (e.g.
microalbuminuria plus retinopathy
plus neuropathy)

en DM2) con una duracion de | DM < 10 afios sin otros
factores de riesgo

2021 ESC Guidelines on cardiovascular disease prevention in clinical practiceEuropean Heart Journal (2021) 00, 1111
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ESC ESC GUIDELINES
European Heart journal (2019) 00, 1-69 B
European Society doi10.1093/eurheartj/ehz486
of Cardiology

2019 ESC Guidelines on diabetes, pre-diabetes,
and cardic

ESC ESC GUIDELINES
European Heart Journal (2021) 00, 1-111
CO “ElbO rat European Society doi:10.1093/eurheartj/ehab484
of Cardiology

2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice
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Un enfoque multifactorial puede mejorar el tratamiento de |la DM?2
y de sus complicaciones

Tratamiento de la diabetes y de sus complicaciones

Control de la
dislipemia

Modificacion del
estilo de vida

Control de la glucemia Reduccién de la TA

(estatinas intensificadas con
ezetimiba)

(dieta y ejercicio para control
del peso)

(IECAy ARA)

Objetivos recomendados en adultos con diabetes

HbA, Actividad fisica Tension arterial
<7,0 % (< 53 mmol/mol) > 150 minutos por semana’ < 130/80 mmHg C-LDL
<100 mg/dL (2,5 mmol/L) si riesgo CV
moderado

<70 mg/dL (1,8 mmol/L) si riesgo CV
elevado

<55 mg/dL (1,4 mmol/L) si riesgo CV
muy elevado

The Task Force for diabetes, pre-diabetes, and cardiovascular diseases of the European Society of Cardiology (ESC) and the European Association for the Study of Diabetes (EASD). Eur Heart J. 2020; 41(2):255-323.
2021 ESC Guidelines on cardiovascular disease prevention in clinical practiceEuropean Heart Journal (2021) 00, 1111;
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Ensayo Steno-2: Ventajas del tratamiento multifactorial e intensivo sobre el
tratamiento convencional

/) Después de 21 afios de seguimiento (media de 7,8 afios de tratamiento) \\

Reduccidn de la tasa de 0
mortalidad ajustada 4 5 /o
global

8 1 a Mas hasta el primer episodio
4

cardiovascular

Reduccién de las

complicaciones (1) M . .
microvasculares’ 3 3 -48 A) 7’ 9 a ayor supervivencia

t 1. Gaede P, et al. Diabetologia. 2016;59:2298-2307.
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Glycaemia targets

A target HbA1c for the reduction of CVD risk
and microvascular complications of DM of
<7.0% (53 mmol/mol) is recommended for the

majority of adults with either type 1 or type 2
DM 57,588

For patients with a long duration of DM and in
old or frail adults, a relaxing of the HbA1c tar- lla
gets (i.e. less stringent) should be considered.>*®
A target HbA1c of <6.5% (48 mmol/mol) should
be considered at diagnosis or early in the course

of type 2 DM in persons who are not frail and
do not have ASCVD,*"~*

lla

2021 ESC Guidelines on cardiovascular disease prevention in clinical practiceEuropean Heart Journal (2021) 00, 1111
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The NEW ENGLAND JOURNAL of MEDICINE

“ ORIGINAL ARTICLE ”

Intensive Blood Glucose Control and Vascular

Q. HosmaL

UNIVERSITARIO
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Outcomes in Patients with Type 2 Diabetes

The ADVANCE Collaborative Group*
Subgroup

Primary End Points
Combined major macrovascular
and microvascular events
Major macrovascular events
Monfatal M1
Maonfatal stroke
Death from cardiovascular causes
Major microvascular events
Mew or worsening nephropathy
MNew or worsening retinopathy
Secondary End Points
Death from any cause
Major coronary events
All coronary events
Major cerebrovascular events
All cerebrovascular events
Heart failure
Peripheral vascular events
All cardiovascular events
MNew-onset microalbuminuria
Visual deterioration
Mew or worsening neuropathy
Cognitive decline
Dementia
Haospitalization

Intensive Standard
Control Control
[N=5571) [N=5568)
number of patients (percent)
1009 18.1) 1116 (20.0)
557 (10.0) 550 [10.6)
153 [2.7) 156 (2.8)
214 [3.8) 209 [3.8)
253 [4.5) 289 (5.2)
526 [3.4) €05 (10.9)
230 [4.1) 292 (5.2)
132 [6.0) 349 (6.3)
498 (£.9) 533 (9.6)
310 (5.6) 337 (6.1)
560 (10.1) 572 (10.3)
238 [4.3) 246 [4.4)
352 [6.3) 327 (5.9)
220 [3.9) 231 (4.1)
343 [6.2) 366 (6.6)
1232 (22.1) 1249 (22.4)
1318 [23.7) 1434 (25.7)
3033 (54.4) 1015 (54.1)
2353 (42.2) 2311 (41.5)
835 [16.1) 911 (16.4)
&1 [1.1) 48 (0.9)
2501 (44.9) 2381 (42.8)

Relative Risk
Reduction
Hazard Ratio (95% CI) {953 CI)
percent
—_— 10 (2 to 18)
—t & [-6 to 1)
— 2 23 to 23)
— -2 24 to 15)
—L 12 -4 to 26)
—— 14 3 to 23)
—a—— 21 (7 to 34)
—— 5 10 to 18)
—- 7 610 17)
— = 8 -7 to 21)
2 (10t 13)
l 3 (16 to 19)
— = —8 2610 7)
—_— 5 14 to 21)
J—— & (-9 to 19)
17 t09)
N 9 (2o 5)
0[Stos)
-4 [F10t0 2)
2 (7 tol11)
-37 [-86to 13)
_ -7 13 to-1)
0 1.0 20
Intansive Standard
Better Better

N Engl J Med 2008;358:2560-72.
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The ADVANCE:

Mean Glycated Hemoglobin Intensive Standard Relative Risk
Reduction during Control Control Reduction
Characteristic Follow-up (95% CI) [N=5571) (N=556%) Hazard Ratio (95% CI) [95%6 CI)
percemnt mumber of patients (percernt) percent
Age i
=B yr 0.70 {0.65 to 0.75) 367 (15.1) 421 (15.7) — 14 (1 to 25)
=65 yr 0.70 {0.65 to 0.75) 642 (19.5) 695 (21.0) —= £ (-3 to 17)
Sex H
Male 0.65 (0.61 to 0.55) 635 (19.9) 705 (21.9) —— 10 [0 to 13)
Femnale 0.69 (0.65 to 0.74) 374 (15.7) 411 (17.4) —0—1 10 (-3 to 22)
Systolic blood pressure i
=140 mm Hg 0.67 (0.63 to 0.7I) 368 (15.7) 404 (17.1) — 9 (—4 to 21)
=140 mm Hg 0.67 (0.63 to 0.70) 641 (19.9) 712 (22.7) —— 11 (1 to 20)
Glycated hemoglobin H
=72% 0.46 (0.43 to 0.55) 387 (14.4) 430 (16.1) — 10 (3 to 22)
=7.2% 0.86 (0.51 to 0.91) 620 (Z1.7) 682 (23.8) — 10 (0 to 20)
Blood glucose i
=7.9 mmol/liter 0.52 (048 to 0.55) 414 (15.2) 472 (17.3) — ] 13 [0 to 23)
=7.9 mmol/liter 0.81 (0.77 to 0.86) 595 (21.0) 643 (22.7) —— & (-2 to 18)
Body-mass index 1
<28 0.58 (0.64 to 0.72) 558 (18.9) 653 (22.1) — 15 (5 to 24)
=28 0.65 (0.60 to 0.59) 451 (17.3) 452 (17.6) L 2 {11 to 14)
History of macrovascular disease E
Mo 0.67 (0.63 to 0.70) 591 (15.6) 678 (15.0) —— 14 (4 to 23)
Yes 0.67 (0.62 to 0.7Z) 418 (23.3) 438 (24.4) — = 4 [-10 to 16)
History of microvascular disease !
No 0.65 (0.62 to 0.68) 799 (16.0) 892 (17.9) - 11 (2 to 19)
Yes 0.79 {0.69 to 0.90) 710 (35.8) 224 (35.4) o 4 [-16 to 21)
Treatment with any blood-pressure— !
lowering drugs !
Mo 0.75 {0.69 to 0.81) 199 (14.3) 227 (16.0) —— 11 {7 to 27)
Yes 0.64 (0.61 to 0.67) 210 [19.4) 894 (Z1.4) — 10 (1 to 18)
Treatment with statins !
No 0.70 (0.66 to 0.73) 745 (18.6) 515 (20.5) —— 10 (1 to 13)
Yes 0.50 {0.55 to 0.55) 263 (15.9) 301 (15.9) —— 10 (-6 to 24)
Treatment with antiplatelet drugs I
Mo 0.70 (0.66 to 0.74) 485 (15.4) 541 (15.1) —— 9 (-2 to 20)
Yes 0.63 (0.59 to 0.67) 524 (20.0) 575 (22.3) —— 11 {0 to 21}
Owerall 0.67 (0.64 to 0.70) 1009 (18.1) 1116 {20.0 e 10 (2 to 18)
DI.S- 1.0 E.I'D
Intensive Standard
Better Better

N Engl J Med 2008;358:2560-72.
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Farmacos hipoglucemiantes:

Sulfonilureas

Meglitinidas
AR GLP-1

Tiazolidenidionas

ISGLT-2

Inhibidores
Alfaglucosidasa
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Farmacos hipoglucemiantes: Seguridad Cardiovascular

Riesgo y beneficio de los farmacos antidiabéticos

MET iSGLT2 aGLP1 iDPP-4 Insulina Pioglitazona SU/ GLIN iAG
Hipoglucemia Neutro Neutro Neutro Neutro Mocerado- Neutro Moderado- Neutro
severo severo/
Aumento de peso Pierde Pierde Neutro Gana Gana Neutro
Infecciones GU Meutro MNeutro Neutro MNeutro MNeutro MNeutro MNeutro
. . Neutro/beneficio
|C / eventos CV F‘omblle Heneficio (liraglutida y Neutro Neutro Moderado- Moderado/? Neutro
beneficio . severo/no
semaglutida)
Fracturas MNeutro Neutro Neutro Neutro MNeutro MNeutro MNeutro Neutro

aGLP1: analogos del péptido semejante al glucagon tipo 1; CV: cardiovasculares; GLIN: glinidas; GU: genitourinarias; iAG: inhibidores de
alfaglucosidasa; |C: insuficiencia cardiaca; iDPP-4: inhibidores de la enzima dipeptidilpeptidasa tipo 4; iISGLT2: inhibidores del cotransportador de
sodio-glucosa tipo 2; MET: metformina; SU: sulfonilureas.

B Beneficio

Riesgo leve B Riesgo moderado/severo

© 2016 Sociedad Espaiola de Cardiologia. Actualizacion del tratamiento antidiabético en el paciente con enfermedad cardiovascular



A Type 2 DM - Drug naive patients

ASCVD, or high / very high

=+ CV risk
— T ik et oo domoean. j [=]
R e

if Hbi . above target if HbA, . above target
| | ' Vo
Add Metformin DPP-4i [ GLP-1 RA || SG g:mﬁ 7o ]
l - l ) adﬂqmte l
k § I
if HbA . above target if HbA, . above target
+ Consider adding the " saity | seura | GLe-l rA|SGLT or
other class (GLP-1 RA or or or DPP-4 | DPP-41 or
or SGLT2I) with proven . TID | TID | orTZID | GLP-I RA
CVD benafit
» DPP-41 If not on 'L J’ l l‘
GLP-1 RA
- Basal Insulin if HbA, . above target

= TZD (not in HF pat) ‘lr
« S )

Continue with addition of other agents l

as oudined above

!

if HbA, . above target

|

Consider the addition of 35U OR
basal Insulinc
= Choose later generation SU with lower

risk of hypoglycaemia
= Consider basal insullm with lower risk

of hypoghycaemia

-

B Type2 DM

- On metformin

ASCVD, or high / very high

-+

H Hbi . above target

|

= Consider adding the
other class (GLP-1 RA
or 5GLT2) with proven
CVD benefit

= C¥PP- If not on
GLP-1 BA

= Basal Insulin

= TZD (mot In HF pat)

= 5U

Continue Metformin
Mo notherapy

i Hb&, . above target

Tl

aiGFR

L

i HbA, . above target

Lol

DPP- [GLF'—I Fa SGLTll 7D ]

[ scty | seuma |ele ralsGiTa or

or or or DPP-41 | DPP-4 or
TED TZD» orTZD | GLP-1 RA

b
i HbA, . above target

!

Continue with addition of other agents
as oudined above

!

i HbA, . above target

!

L.

Consider the addion of 53U OR
basal insulinc
= Choose later generation SU with lower

risk of hypoglycaemia
= Consider basal Insulin with lower risk

of hypoghrcaemia

-

=
=
U
i
@

ESC Guidelines 2019. F. Cosentino et al. / Rev Esp Cardiol. 2020;73(5):404.e1-404.e59
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iSGLT-2: Muerte cardiovascular

»0CT

Patients Events Events per Weight HR HR (95% CI)
1000 patient-years (%)
Treatment (n)  Placebo (n) Treatment Placebo
Patients with atherosderotic cardiovascular disease
EMPA-REG OUTCOME 4687 2333 772 37-4 439 20-4 —il— 0-86 (0-74-0-99)
CAMNVAS Program 3756 2900 796 34-1 413 324 —— 0-82 (0-72-0-95)
DECLARE-TIMI 5B 3474 3500 1020 36-8 41-0 382 —m| 0-90 (0-79-1-02)
Fixed effects model for atherosclerotic cardiovascular disease (p=0-0002) - 0.86 (0-80-0-93)
Patients with multiple risk factors
CANVAS Program 2039 1447 215 15-8 15§ 259 0-98 (0-74-1-30)
DECLARE-TIMI 5B 5108 Lo7a 539 13-4 133 741 1-01(0-86-1-20)
Fixed effects model for multiple risk factors (p=0-98) 1.00 (0-87-1-16)
035 050 1.00 2.50
Zelnicker et al;Lancet 2019; 393: 31-39 Favours treatment Favours placebo
CV death by ASCVD status
Treatment Placebo
Rate/1000 Rate/1000 Hazard ratio Favors | Favors
No./total No. patient-years MNo./total No. patient-years (95% CI) treatment | placebo Weight, %
Patients with ASCVD
EMPA-REG OUTCOME 172/4687 12.4 13772333 20.2 0.62 (0.49-0.77) —a— 18.61
CANVAS program NA/2756 14.8 NA/S2900 16.8 0.86 (0.70-1.06) |—.——| 22.08
DECLARE-TIMI 58 153/3474 10.9 163/3500 11.6 0.94 (0.76-1.18) I—.—| 19.64
CREDENCE 7571113 25.7 9371107 32.4 0.79 (0.58-1.07) I—'.—| 10.14
VERTIS CV 341/5499 17.6 1842747 19.0 0.92 (0.77-1.10) . 29.52
Fixed-effects model (Q=9.10; df=4; P=.06; [2=56.1%) 0.82 (0.76-0.92) <>
Patients without ASCVD
CANWVAS program NAS2039 6.5 NAS1447 6.2 0.92 (0.60-1.43) I—.—| 24.02
DECLARE-TIMI 58 92/5108 4.4 86/5078 4.1 1.06 (0.79-1.42) |—o—| 52.70
CREDENCE 35/1089 12.2 4771092 16.4 0.75 (0.48-1.16) I—-—| 23.27
Fixed-effects model (Q=1.65; df=2; P=.44; |2 =0.0%) 0.95 (0.77-1.17) ;

McGuire DK, et al. JAMA Cardiol. 2021 Feb 1;6(2):148-158.

HR (95% Cl)
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Patients Events Events per Weight HR HR [95% C1)
1000 patient-years (%)
Treatrment (n)  Placebo (n) Treatrment Placebo
Patients with atherosclerotic cardiovascular disease
EMPA-REG QUTCOME 4687 2333 FFE 374 439 294 —— 0-86 (0-74-0-99)
CANVAS Program 3756 2900 Tae 341 413 32-4 —i— 0-82 (0:72-0-95)
DECLARE-TIMI 58 3474 3500 1020 36.8 41.0 38.2 — 090 [0-79-1-02)
Fixed effects model for atherosclerotic cardiovascular disease | p = 0-00032) - 0-86 (0-B0-0.93)
Patients with multiple risk factors
CANVAS Program 2039 1447 75 158 155 259 098 (0-74-1-30)
PECLARE-TIMI G2 cind GOyE 539 134 133 41 1.01{0-86-1-20)
Fixed effects model for multiple risk factors (P = 0-98) 1-00 {3-B7-1-18)
035  0b0 100 250
Zelnicker et al;Lancet 2019; 393: 31-39 Fanvours traatment Favours placebo
Treatment Placebo
Rate/1000 Rate/1000 Hazard ratio Favors | Favors
Mo./total No. patient-years  No.ftotal No. patient-years (95% Cl) treatment : placebo Weight, %
Patients with ASCVD
EMPA-REG OUTCOME 126/4687 9.4 95,2333 14.5 0.65 (0.50-0.85) —ea— 19.62
CANVAS program NA/3756 7.3 NAS2900 11.3 0.68 (0.51-0.90) —a— 17.13
DECLARE-TIMI 58 151/3474 11.1 19273500 14.1 0.78 (0.632-0.97) I—.—| 29.66
CREDENCE 59/1113 20.6 9271107 33.2 0.61 (0.44-0.85) —a—| 12.74
VERTIS CV 139/5499 7.3 99,2747 10.5 0.70(0.54-0.90) —e— 20.84
Fixed-effects model (Q=1.97; df=4; P=.74; 12 =0.0%) 0.70(0.62-0.78) <> !
Patients without ASCVD :
CANVAS program MA/2039 2.6 NAS1447 42 0.64 (0.35-1.15) I - | 16.38
DECLARE-TIMI 58 61/5108 3.0 94/5078 4.6 0.64 (0.46-0.88) —e— 55.07
CREDENCE 320/1089 10.6 4971092 17.5 0.61 (0.39-0.96) I—.—| 28.56
Fixed-effects model (Q=0.03; df=2; P=.99; 12 =0.0%) 0.63 (0.50-0.80) _
T T T T T T T T | T
McGuire DK, et al. JAMA Cardiol. 2021 Feb 1;6(2):148-158. 0.2 1 2

HR (95% CI)
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iSGLT-2: Resultados renales

Patients Events Events per 1000 Weight HR HR (95% CI)
patient-years (%)

Treatment (n)  Placebo (1) Treatment Placebo
Patients with atherosclerotic cardiovascular disease
EMPA-REG OUTCOME 4645 2323 152 63 115 31-0 S — 0-54 (0-40-0-75)
CANVAS Program 3756 2900 179 6-4 105 356 —a— 0-59 (0-44-0-79)
DECLARE-TIMI 58 3474 3500 183 47 86 33-4 —— 0-55 (0-41-0-75)
Fixed effects model for atherosclerotic cardiovascular disease ( p < 0-0001) ———— 056 (0-47-0-67)
Patients with multiple risk factors
CANVAS Program 2039 1447 70 41 66 29-5 L 0-63 (0-39-1-02)
DECLARE-TIMI 58 5108 5078 182 30 5.9 705 — 051 [0-3?'—0—69)
Fixed effects model for multiple risk factors ( P < 0-0001) ————— 0-54 (0-42-0-71)

035 050 1.00 2.50
<+ m—
Zelnicker et al;Lancet 2019; 393: 31-39 Favours treatment Favours placebo

Kidney outcomes by ASCVD status

Treatment Placebo
Rate,/1000 Rate,/1000 Hazard ratio Favors Favors
Mo./total No. patient-years No./ftotal No. patient-years (95% CI) treatment : placebo Weight, %
Patients with ASCVD
EMPA-REG OUTCOME 81/4645 6.3 F1/2323 11.5 0.54 (0.40-0.75) —a— 16.67
CANVAS program MNAS3ITSE 6.4 NAS 2500 10.5 0.59 (0.44-0.79) —a— 19.23
DECLARE-TIMI 58 65/3474 4.7 118/3500 8.6 0.55 (0.41-0.75) —a— 18.06
CREDEMCE 6971113 241 10271107 36.5 0.64 (0.47-0.87) —a— 17 .37
VERTIS CV 175/5499 9.3 108/2747 11.5 0.81 (0.64-1.03) |—.—-| 28.66
Fixed-effects model (Q=6.09; df=4; P=.19; |2 =34.4%) 0.64 (0.56-0.72) <> :
Patients without ASCVD :
CANVAS program MNAS2039 4.1 MNAS1447 6.6 0.632 (0.39-1.02) |—.—| 15.72
DECLARE-TIMI 58 62/5108 3.0 120/5078 5.9 0.51 {0.37-0.69) f—a— 37.41
CREDEMCE 84/1089 29.9 12271092 443 0.68 (0.51-0.89) —a— 46.87
Fixed-effects model (Q=1.86; df=2; P=_.40; I2 =0.0%) 0.60 (0.50-0.73) e

McGuire DK, et al. JAMA Cardiol. 2021 Feb 1;6(2):148-158. HR (95% CI)
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Analogos del Receptor de GLP-1:

GLP-| receptor Placebo Hazard ratio NNT p value
agonist niN (%) niN (%) (95% CI) (95% CI)
Three-component MACE 1
ELIXA 40073034 (13%) 392/3034 (13%) !—0— 1-02 (0-89-1-17) 078
LEADER G08/4068 (13%) 604/4672 (15%) —— 0-87 (0-78-0-97) 0015
SUSTAIN-6 108/1648 (79%) 146/1649 (9%) _— 074 (0.58-095) 0016
EXSCEL 839/7356 (11%) 905/7396 (12%) ——] 091 (0-83-1-00) 0061
Harmony Qutcomes 338/4731 (7%) 428/4732 (9%) —o—r 078 (0-68-0-90) =0-0001
REWIMD 584/4949 (12%) 66374952 (13%) —— 0-88 (0.79-099) 0026
PIONEER & 61/1597 (4%) 76/1592 (5%) + 079 (0:57-1-11) 017
Overall 2948/2797T (11%) 3304728027 (12%) 0-88 (0-82-0-24) 75 (50=151) =0-0001
[F=409%, p=0-118) . .
Cardiovascular death |
ELIXA 156/3034 (5%) 158/3034 (5%) — 0-98 (0.78-122) 085
LEADER 219/4668 (5%) 278/4672 (6%) —— | 0-78 (D-66-0-93) 0-007
SUSTAIN-& 44/1648 (3%) 46/1649 {3%) R e 0-98 (0-65-1-48) 92
EXSCEL 340/7356 (5%) 3R3/TI06 (5%) —— 0-88 {0-76-1-02) 0096
Harmony Outcomes 122/4731 (3%) 130/4732 (3%) — 093 (0-73-1:19) 058
REWIND 317/4949 (6%) 346/4952 (79%) — 091 {0-78-1-08) 018
PIOMEER & 151591 (1%} 30/1592(2%) 44— | 0-49 (0-27-092) o021
Owverall 1277027977 (5%) 1471128027 (5%) 0-88 (0-B1-0-96) 163 (103-489) 0-003
{F=13-5%, p=0-327) T T
Fatal ar non-fatal myocardial infarction |
ELIXA 270/3034 (9%) 26173034 (9%) T 103 (0-87-1-22) N
LEADER 29274658 (6%) 339/4672 (7%) —_— 0-86 (0-73-1-00} 0046
SUSTAIN-6 541648 (3%) 671649 (4%) _ 0-81(0-57-1-18) 0-26
EXSCEL A83/7356 (7%) 493/7396 (79%) — 097 (0-85-1-10) 062
Harmony Outcomes 18174737 (4%) 240/4732 (5%) —— 075 (0-81-0-90) 0003
REWIND 22314948 (5%) 231/4952 (5%) + 096 (0-79-1-15) 063
PIONEER &* 371591 (2%) 3111592 (2%) - 1-18 (0-73-1-90) 0-49
Owverall 1540127977 (6%) 1662128027 (&%) <> 091 (0-84-1-00) 193 (109-NA) 0:043
(F=27-4%, p=0219) T T

Fatal or non-fatal stroke

ELIXA 67/3034 (2%) 60/3034 (2%]) - 112 (0-79-1-58) 0-54

LEADER 173/4668 (4%) 199/4672 (4%) —Io— 0-86 (0-71-1-06) 016

SUSTAIN-6 30/1648 (2%) 46/1649 (3%) —_—— 0-65 (0-41-1-03) 0066

EXSCEL 187/7356 (3%) 218/7396 (3%) —_— 0-85 (0-70-1-03) 0095

Harmony Outcomes G4/4731 (2%) 108/4732 (2%) —_— 086 (0-66-1-14) 030

REWIND 158/4949 (3%) 205/4952 (4%) —— 0:76 (0-62-0-94) a0

PIOMEER 6" 1211591 (1%) 16/1592 (1%) = 074 (0-35-1-57) 043
Overall T2UZTITT (3%) B52/28027 (3%) 0-84 (0-76-0-93) 209 (139-477) =<0-0001
(F=0-0%, p=0-557) Is Ts

— —>
Favours GLP-1 Favours
receptor agonist placebo

Kristensen et al. Lancet Diabetes Endocrinol. 2019 Oct;7(10):776-785.
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ESC GUIDELINES
@ ESC European Heart Journal (2021) 00, 1-111

European Society doi10.1093/eurheartjlehab484
of Cardiology

2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice

Treatment of hyperglycaemia and ASCVD/cardiorenal risks
Metformin is recommended as first-line therapy,
following evaluation of renal function, in the
majority of patients without previous ASCVD,
CKD, or HF *#?

In persons with type 2 DM with ASCVD, metfor-
min should be considered, unless contraindica-
tions are present.>>"" %2

Avoidance of hypoglycaemia and excessive
weight gain should be considered.”*?~%%>%3

2021 ESC Guidelines on cardiovascular disease prevention in clinical practiceEuropean Heart Journal (2021) 00, 1111
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In persons with type 2 DM and ASCVD, the use
of a GLP-1RA or SGLT2 inhibitor with proven . .
outcome benefits is recommended to reduce
CV and/or cardiorenal outcomes.>”% 372
I

an SGLT2 inhibig " P8ENts with type 2 DM but without ASCVD,
outcome benefit HF, or CKD, use of an SGLT2 inhibitor :.:-r GLP-
future CV and to 1RA should be considered based on estimated o
: . future risks (e.g. with the ADVANCE risk score
In patients with t DIAL model) for adverse CVD ) l
r il r r cardioren
an SGLT2 inhibit el) for adverse CVD or cardiorena

outcomes from risk factor profiles.®*
ASCVD and/or carmorena: outcomes. P

!
In patients with type 2 DM and HFrEF, use of an
SGLT2 inhibitor with proven outcome benefits
is recommended to lessen HF hospitalizations
and CV death, ™01

2021 ESC Guidelines on cardiovascular disease prevention in clinical practiceEuropean Heart Journal (2021) 00, 1111
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Tratamiento antiagregante:

A First Serious Vascular Event

100 154
904 Rate ratio, 0.88 (95% Cl, 0.79-0.97)
P=0.01 Placebo
g 8- 104
= 70 Aspirin
g
w 60
= 5+
= 50+
g 40
= 0
o 304 T T T T T T T T 1
E ] 1 2 3 4 5 6 7 8 9
a 204
10
0 T T T T T T T T 1
0 1 2 3 4 5 6 7 & 9
Years of Follow-up
No. at Risk
Placebo 1740 7618 7486 7342 7188 7001 5771 3890 2200 1430
Aspirin 7740 7655 7536 7404 7252 7096 5825 3966 2222 1428
Cumulative benefit per 1000 42 62 9+3 10+3 13:4 11+4 12:5 9+6 10+7

participants in aspirin group

B First Serious Vascular Event, According to Year of Follow-up

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE ”

Effects of Aspirin for Primary Prevention
in Persons with Diabetes Mellitus

The ASCEND Study Collaborative Group*

Year of First Aspirin Placebo
Event (N=7740) (N=7740) Rate Ratio (95% Cl) P Value
no. of participants with event (%)

<3 201 (2.6) 269 (3.5) — 00— 0.74 (0.62-0.89)

3 to <5 169 (2.3) 198 (2.7) — 0.85 (0.69-1.04)

=5to <7 180 (2.5) 171 (2.4) —0 1.04 (0.84-1.28)

7 108 (2.7) 105 (2.7) R 1.02 (0.78-1.33)

All 658 (8.5) 743 (9.6) —— 0.88 (0.79-0.97)  0.01

0|.6 Ol.S 1.0 ll.Z 1|.4 ll.E
Aspirin Better Placebo Better

ASCEND; N Engl J Med 2018;379:1529-39.
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Tratamiento antiagregante:

Aspirin Placebo
Type of Event (N=7740) (N=7740)

no. of participants with event (%)
Vascular Outcomes

Nonfatal myocardial infarction 191 (2.5) 195 (2.5)
Nonfatal presumed ischemic stroke 202 (2.6) 229 (3.0)
v

. In conclusion, the use of low-dose aspirin led
Tto a lower risk of serious vascular events than
:placebn among persons with diabetes who did
anot have evident cardiovascular disease at trial
ventry. However, the absolute lower rates of seri-
. ous vascular events were of similar magnitude to
sthe absolute higher rates of major bleeding, even
iamnng participants who had a high vascular risk.

The use of low-dose aspirin did not result in a

lower risk of gastrointestinal tract cancer or other

Rate Ratio (95% Cl) P Value
|
|
|
| 0.98 (0.80-1.19)
200 [ Nonfatal myocardial infarction, [] Nonfatal major bleeding
nonfatal stroke, transient ischemic g Fatal bleeding
1804 attack, or revascularization 176.4

[0 Death from cardiovascular cause
165.1

160
140+

1204

1004 9.9
835
80+
60— 54.3
44.0 44.7
w0l 379
286
20 181 159 198
0
\.\\o &‘Qo \.\\o ° \.\\o ¢‘,°p \.\\o ‘;QO '\(\0 é,oo '\;-\0 &‘Qo
¥t o o ¥ o W et o
Serious Major Serious Major Serious Major
Vascular Bleeding Vascular Bleeding Vascular Bleeding
Event or Event or Event or
Revascular- Revascular- Revascular-
ization ization ization
<5% 5% to <10% =10%
(40.5% of trial population) (42.3% of trial population) (17.2% of trial population)

Estimated 5-Yr Risk of Serious Vascular Event at Baseline

ASCEND; N Engl J Med 2018;379:1529-39.
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In patients with DM at high or very high CVD

risk, low-dose aspirin may be considered for pri- ll
mary prevention in the absence of clear

contraindications.>®***%

Antiplatelet therapy is not recommended in indi-

viduals with low/moderate CV risk due to the

increased risk of major bleeding,®**¢%¢ %% ..

© ESC 2021

2021 ESC Guidelines on cardiovascular disease prevention in clinical practiceEuropean Heart Journal (2021) 00, 1111
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¢Disponemos de herramientas
para Reclasificar el riesgo
Cardiovascular de nuestro
paciente con Diabetes
Mellitus?
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Recomendaciones sobre el uso de pruebas electrocardiograficas, de
laboratorio y de imagen para la evaluacion del riesgo CV en pacientes
asintomaticos con diabetes y prediabetes

Recomendaciones Clase® Nivel®
Se recomienda determinar sistematicamente la
microalbuminuria para identificar a los pacientes en riesgo
de disfuncion renal o con alto riesgo de ECV futura®’=*

Estd indicado un ECG en reposo para los pacientes
diabéticos diagnosticados de hipertension o con ECV
sospechada™®*®

Se deberia considerar la medicion de la carga de placas
carotideas o femorales con ecografia como un modificador
del riesgo para pacientes asintomaticos con DM****

La determinacion del CAC deberia considerarse un
maodificador del riesgo en la evaluacién de resgo CV de
pacientes asintomaticos con DM y riesgo moderado®©

——— — — e
funcional (gammagrafia de perfusion miocardica,
resonancia magnética cardiaca de estres, PE o
electrocardiografia de estrés farmacolégico) en
pacientes asintomaticos con diabetes o para para la
dEtE‘DEiﬁﬂ d'E Ecd.?,d-B,Ed,ﬁE,ﬁ?—?ﬂ

Se puede considerar el ITB como un modificador en la
evaluacién del riesgo cardiovascular™

(2] 1Cds

©ESC 2019

Se puede considerar considerar la deteccion de placas
ateroesclerdticas en las arterias carotidea o femoral con
TC o resonancia magneética como modificadores del
riesgo en DM con riesgo CV moderado o alto™77<

Valenti et al; Circ Cardiovasc Imaging. 2016;9:e003528.



Actualizacion en Diabetes Mellitus tipo 2 para el cardidlogo.

Ca Score:

Coronary Artery Disease

Diabetic Patients

=
= - . .
- ‘—LL \ : _ Absence of Coronary Artery Calcium Identifies
y e - Asymptomatic Diabetic Individuals at Low Near-Term
=4 _“H_\_‘_| ' . ) But Not Long-Term Risk of Mortality
= e A 15-Year Follow-Up Study of 9715 Patients
= ' ‘_‘.‘ Valentina Valenti, MD; Briain 6 Hartaigh, PhD; Iksung Cho, MD;
_ — - Joshua Schulman-Marcus, MD; Heidi Gransar, MS; Ran Heo, MD; Quynh A. Truong, MD;
: = Ty Leslee J. Shaw, PhD; Joseph Knapper, MD; Anita A. Kelkar, MD; Sebastiano Sciarretta, MD;
= ey Hyuk-Jae Chang, MD, PhD; Tracy Q. Callister, MD; James K. Min, MD
S = T
0o~ A
= —
= \" o . nts in 4 Race/Ethnic Groups
m. = B I
= 1
o C\?es.n
Fo
E T T ¥ T L] L] | 1
0 2 4 [ 8 10 12 14
Follgw-Up (v ears
CAC O CAC1-99 CAC100-399—— CAC 400+
E 9: FCT
T
2 c
[T
£ > 50+
2
=
3 2.5 -
=
=
o
0.0 " T T T T T bl T

0.0 1.0 2.0 3.0 4.0 5.0
Years to Event

Coronary-Artery Calcium Score

- >300 —101-300 —1-100 —
Detrano R et al. N Engl J Med 2008; 358(13):1336-45.

Valenti et al; Circ Cardiovasc Imaging. 2016;9:e003528.
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Ca Score:

A - All Patients
g ]
g 40%
g 30% |
* 20% |
i
2 10%
= 3
S 0%
0 = o= 4 15
D& Yems 5410 Yeurs 40-15Years
M TN GDEM) 1642(14D4-1516) M432(213D-27.68)
© NoDM 289 (2.56-3.26) 6.00 (i52-651) 291 (B308.57)
c CAC 1-399
. 50%
£ _ |
: 40% 1 |
§ 30% - - . ~
= |
® 20% -
%
2 10%
S g
0 5 Yos 40 15
D& Years 51D Yeurs 1015 Yenrs
[ 72 (4951032) 16EBD(12382058) 2454 (2.152564)
 NoDM 3VIEMAGR) BDO(717-8853)  M.35(10301251)

Cumuintiye HortulRty (%)

HOSPITAL

U UNIVERSITARIO
l.l CENTRALde
ASTURIA

CACO
50%
40% | «
30% : !
20% | 4 !~ é
10% ! \. —
0% 4= * =
0 5 o= 0 15
D& Years 541D Years 1D-15Years
25(1.2526) 505 (6 2413.16) 1.67 (22616.34)
o Mo 1.24(D56161) 272(229-3M) 1V R2E2R)
CAC =400

Cummive Hortulty (%)

50% T
40% | i
30%
20%
10% -

J

0%
0 3 Y= 40 15
D& Yews 51D Yeurs 1D-A5Yenrs
165 (1137-22%) ZEIIZB-E7E) S 14R.1985)

209 (62710.490) 1735(14.71-2041) 20 (2208-29.16)

Valenti et al; Circ Cardiovasc Imaging. 2016;9:e003528.
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Recomendaciones sobre el uso de pruebas electrocardiograficas, de

laboratorio y de imagen para la evaluacion del riesgo CV en pacientes
asintomaticos con diabetes y prediabetes

Recomendaciones Nivel®

Estd indicado un ECG en reposo para los pacientes C “
diabéticos diagnosticados de hipertension o con ECV (C

sospechada®*? )Q’{)e e
Se deberia considerar la medicion de la carga de pl :a.a aC\
carotideas o femorales con ecografia como 1% n \d1ﬁ:.

del riesgo para pacientes asmtma!.{ri:s il ‘h \ Q

La determinacion de QCACEGsberi S

Se recomienda determinar sistematicamente la
microalbuminuria para identificar a los pacientes en riesgo
de disfuncion renal o con alto riesgo de ECV futura®’=*

pueden considerar (c2: ithagen
funcional (gamm;m'a & Qﬂmmn miocdrdica,
resonancia magnet 'a<Zrdiack de estres, PEa “
electrocardiografia de estrés farmacoldgico a
pacientes asintomaticos con diabetes o para para la
deteccion de EC*7 4854656770

X Jonsiderarse un
modificador del rigsgen | =2valuacién de riesgo % a
pacientes asintorQi%cos con DM y riesgo gZf(E\ad

Se puede considerar el ITB como un modificador en la
evaluacién del riesgo cardiovascular™®

Se puede considerar considerar la deteccion de placas
ateroesclerdticas en las arterias carotidea o femoral con
TC o resonancia magnética como modificadores del
riesgo en DM con riesgo CV moderado o alto™77<

Valenti et al; Circ Cardiovasc Imaging. 2016;9:e003528.
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Risk reduction of cardiac events by screening of
unknown asymptomatic coronary artery disease in
subjects with type 2 diabetes mellitus at high
cardiovascular risk: An open-label randomized
pilot study

Ezio Faglia, MD,"* Mantero Manuela, MD,” Quarantiello Antonella, MD,” Gino Michela, MD," Curci Vincenzo, MD,*
Caminiti Maurizio, MD,* Mattioli Roberto, MD.” and Morabito Alberto, PhDS Milan, Italy

The preclinical diagnosis of CAD is effective in reducing the risk of

cardiac events, especially major events, in subjects with type 2
diabetes mellitus at high cardiovascular risk.

mayor en grupo de 0.25
control

0.00 -

months

Kaplan-Meier cumulative proportion curves of all cardiac events in
the 2 ams.

Faglia et al; Am Heart J 2005;149:283.e1-283.e6
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Liévre et al. Trials 2011, 12:23 \R\
http//wwwtrialsjournal.com/content/1 2/1/23 T R I A L
RESEARCH Open Access

Detection of silent myocardial ischemia in
asymptomatic patients with diabetes: results

of a randomized trial and meta-analysis assessing
the effectiveness of systematic screening

Michel M Ligvre'”, Philippe Moulin®, Charles Thivalet, Michel Rodier®, Vincent R\gaHeausj Alfred Penfornis®,
Alain Pradignac’, Michel Ovize®, the DYNAMIT investigators p p
=}k i i 0

The systematic detection of silent ischemia in high-risk
asymptomatic patients with diabetes is unlikely to provide any

major benefit on hard outcomes in patients whose cardiovascular
risk is controlled by an optimal medical treatment.

| I ] 1

g 8 0.2 1.0 3.0 5.0

g Figure 3 Meta-analysis of the DYNAMIT and DIAD study
@ a0 results. Relative risks (RR) and 95% confidence intervals (95% Cl),

’ ! ? *1 with usual care as the reference group. Main outcome of the DIAD
Figure 2 Survival curve for the main ¢ study (cardiac death or non-fatal myﬂ-cardla.l mfarﬂlﬂn (Card. Death/
(time to death from all causes, non-fatal 1| -f MI) and other outcomes. Plassoc): assodation p-value. P(het):

non-fatal stroke, or heart failure requirinc| heterogeneity p-value.
emergency service intervention). )

Lievre et al. Trials 2011, 12:23
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¢Es util la deteccién de isquemia en el paciente asintomatico? ™ e
Diabetes & Vascular Disease Research —_
Gender-based divergence of & The Authori) 2012 s
. . Reprints and permissions:
cardiovascular outcomes in sgspubcoourlsParmisions v 2 44
. . . 10 = Log-rank p =0.042
asymptomatic patients with type 2 %&a"Em o men
diabetes: Results from the DIAD study §
T 3;
Suman Tandon!, Frans JT Wackers', Silvio E Inzucchi?, 8
Shanti Bansal', Lawrence H Staib3, Deborah A Chyun?, Janice A E
Da; Dt i

Asymptomatic women with T2DM have significantly better cardiac
outcomes than their male counterparts and represent a subgroup

for which screening for coronary artery disease does not appear
warranted.

ke

T 61

=

N 4.1%

v 4

8]

g

4 24

Q

£ ol 2]
n= 142 373 326 121 125 17

Low Intermediate High  UKPDS Risk

Tandon et al; Diabetes & Vascular Disease Research 9(2) 124-130
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¢Es util la deteccion de isquemia en el paciente asintomatico?

Contents lists avalable at ScienceDirect

European Journal of Internal Medicine

journal homepage: www.elsevier.com/locate/ejim

Original Article

Does coronary Atherosclerosis Deserve to be Diagnosed earlY in Diabetic @mm
patients? The DADDY-D trial. Screening diabetic patients for unknown
coronary disease

Screening and revascularization o

silent CAD in diabetics, failed to

demonstrate a significant reduction in cardiac events and HF

Cunulative incidence ¢

0,00 —

episodes.

g 1
2 Log Rank P 0.083 |
£ |
v 002~ T
= |
=2 " —
z |
0,01 SRR
3 [
o i il
|
0,00 = .
T T T T I T T T T T T
0 1 2 3 4 2 3 4
Years Years

F. Turrini et al. / European Journal of Internal Medicine 26 (2015) 407—-413
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@ ESC European Heart Journal - Cardiovascular Imaging (2018) 19, 838-846 REVIEW

European Society dok10.1093/ehicifjey014
of Cardiology

Non-invasive screening for coronary artery
disease in asymptomatic diabetic patients:

a systematic review and meta-analysis of
randomised controlled trials

Olivier F. Clerc, Tobias A. Fuchs, Julia Stehli, Dominik C. Benz, Christoph Grini,

Michael Messerli, Andreas A. Giannopoulos, Ronny R. Buechel, Thomas F. Liischer,
Aju P. Pazhanlaottil_Philing A 4 Olive eropor ik

Compared with the standard care, non-invasive CAD screening

reduced cardiac events by 27% in asymptomatic diabetic patients,

largely through reductions in non-fatal Mls, and HF hospitalisations.

5.1.2 Non-randomised trials

Gazzaruso et al. 41 921 38 268 20.1% 0.31[0.21,0.48] 2012 -
Tsujimoto et al. 1 122 2 108 3.1% 0.44 [0.04, 4.81] 2016 *

Subtotal (95% Cl) 1043 376 232% 0.32 [0.21, 0.48] <
Total events 42 40

Heterogeneity: Tau? = 0.00; Chi?=0.08, df =1 (P =0.78); F=0%
Test for overall effect: Z = 5.44 (P < 0.00001)

Total (95% Cl) 2695 2023 100.0% 0.58 [0.37, 0.91] <

Total events 122 149

Heterogeneity: Tau? = 0.21; Chiz = 17.71, df = 6 (P = 0.007); * = 66% =0_05 oiz 1 5 20=
Test for overall effect: Z = 2.40 (P = 0.02) Favours sciesniy.  Eavouns conrol

Test for subaroup differences: Chi? = 8.47, df = 1 (P = 0.004), I? = 88.2%

Figure 5 Meta-analysis of any cardiac eventin randomised controlled trials and non-randomised trials.

Clerc et al; European Heart Journal - Cardiovascular Imaging (2018) 19, 838—-846
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European Society
of Cardiology

Se pueden considerar ACTC o técnicas de images ’e“ O
funcional (gammagrafia de perfusion miocargi! ‘::\
resonancia magneética cardiaca de estrias, PG
electrocardiografia de estrés farmacWld=N\-0) €n

pacientes asintomaticos con diabete{,o0 para para la
deteccién de EC47'43'64'55‘67‘_70 oL

* No a todos los pacientes de forma sistematica.
* Pacientes asintomaticos de muy alto riesgo con una carga
ateroesclerdtica significativa: enfermedad arterial periférica

[EAP], altas puntuaciones de CAC, proteinuria o insuficiencia
renal...
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Conclusiones: ? TR

ASTURIAS

* Los pacientes con DM tipo 2 tienen mas probabilidades de
sufrir ECV, principal causas de mortalidad y discapacidad en
la DM tipo 2.

* Un enfoque multifactorial e intensivo permite mejorar el
tratamiento de la DM2 y de sus complicaciones.

* iSGLT-2 y aGLP1 farmacos con beneficio cardiovascular, base
del tratamiento en pacientes con enfermedad cardiovascular
ateroesclérotica.

* La antiagregacion en prevencion primaria se puede
considerar en pacientes de alto o muy alto riesgo
cardiovascular.

* Importancia de la reclasificacion del riesgo en los pacientes
asintomaticos con DM tipo 2.
- Deteccion precoz de repercusion en organo diana y EACV.
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