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Agenda	
  

•  Algunas	
  consideraciones	
  de	
  las	
  guías	
  de	
  ADA/
EASD	
  2012	
  

•  Consenso	
  de	
  hipoglicemias	
  
•  Guías	
  para	
  el	
  adulto	
  mayor	
  
•  Guías	
  canadienses	
  2013	
  
•  Otros	
  aspectos	
  interesantes	
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Approach to management 
of hyperglycemia: more 

stringent 
less 

stringent 

Patient attitude and 
expected treatment efforts 

highly motivated, adherent, 
excellent self-care capacities 

less motivated, non-adherent, 
poor self-care capacities 

Risks potentially associated 
with hypoglycemia, other 
adverse events 

low high 

Disease duration newly diagnosed long-standing 

Life expectancy long short 

Important comorbidities absent severe few / mild 

Established vascular 
complications 

absent severe few / mild 

Resources, support system readily available limited 

Figure	
  1	
   Diabetes Care, Diabetologia. 19 April 2012 [Epub ahead of print]	


(Adapted with permission from: Ismail-Beigi F, et al. Ann Intern Med 2011;154:554)	
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Caso	
  #1	
  

•  Masculino	
  de	
  60	
  años,	
  con	
  DM-­‐2	
  
diagnos6cado	
  hace	
  2	
  meses	
  durante	
  un	
  
internamiento	
  por	
  IAM.	
  IMC	
  30	
  kg/m2.	
  
Tabaquista.	
  	
  

•  Cuál	
  sería	
  su	
  meta	
  de	
  Hba1c?	
  
1.  <6.5%	
  
2.  <7%	
  
3.  <7.5%	
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Initial drug 
monotherapy 

Efficacy (! HbA1c) 
Hypoglycemia 
Weight 
Side effects 
Costs 

Healthy eating, weight control, increased physical activity 

Metformin 
high 
low risk 
neutral/loss 
GI / lactic acidosis 
low 

If needed to reach individualized HbA1c target after ~3 months, proceed to 2-drug combination  
(order not meant to denote any specific preference): 

Metformin 
+ 

Metformin 
+ 

Metformin 
+ 

Metformin 
+ 

Metformin 
+ 

Efficacy (! HbA1c) 
Hypoglycemia 
Weight 
Major side effect(s) 
Costs 

high 
low risk 
gain 
edema, HF, fx’s‡  
high 

Thiazolidine- 
dione 

intermediate 
low risk 
neutral 
rare‡ 

high 

DPP-4 
Inhibitor 

highest 
high risk 
gain 
hypoglycemia‡ 

variable 

Insulin (usually 
basal) 

Two drug 
combinations* 

Sulfonylurea† 
+ 

Thiazolidine-
dione 
 + 

DPP-4 
Inhibitor 
 + 

GLP-1 receptor 
agonist 
 + 

Insulin (usually 
basal) 
 + 

Metformin 
+ 

Metformin 
+ 

Metformin 
+ 

Metformin 
+ 

Metformin 
+ 

TZD 

DPP-4-i 

GLP-1-RA 

Insulin§   

SU†  

DPP-4-i 

GLP-1-RA 

Insulin§  

SU†  SU†  

TZD TZD 

TZD 

DPP-4-i 

Insulin§  Insulin§  

If combination therapy that includes basal insulin has failed to achieve HbA1c target after 3-6 months,  
proceed to a more complex insulin strategy, usually in combination with 1-2 non-insulin agents: 

Insulin#  
(multiple daily doses) 

Three drug 
combinations 

More complex 
insulin strategies 

or 

or 

or 

or 

or 

or 

or 

or 

or 

or 

or 

or GLP-1-RA 

high 
low risk 
loss 
GI‡  
high 

GLP-1 receptor 
agonist 

Sulfonylurea†  

high 
moderate risk 
gain 
hypoglycemia‡   
low 

If needed to reach individualized HbA1c target after ~3 months, proceed to 3-drug combination  
(order not meant to denote any specific preference): 

Diabetes Care, Diabetologia. 	


19 April 2012 [Epub ahead of print]	
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Efecto	
  hipoglicemiante	
  

Mohamed	
  EA.	
  AAPS	
  PharmSciTech.	
  2012:13:1013	
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American	
  Diabetes	
  Associa6on.	
  Diabetes	
  Care.	
  2013;36:S11	
  

Diagnós6co	
  diabetes	
  gestacional	
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Hipertensión	
  

•  Metas	
  de	
  tratamiento:	
  	
  
–  PAS	
  <140	
  mm	
  Hg	
  
–  PAD	
  <80	
  mm	
  Hg	
  
– Metas	
  menores	
  pueden	
  ser	
  consideradas	
  (<130)	
  para	
  
algunos	
  individuos,	
  por	
  ejemplo,	
  más	
  jóvenes,	
  si	
  se	
  
puede	
  alcanzar	
  sin	
  mucha	
  carga	
  de	
  tratamiento	
  

•  Administre	
  uno	
  o	
  más	
  medicamentos	
  HS	
  
•  Para	
  mujeres	
  embarazadas,	
  meta	
  PAS	
  110-­‐129	
  y	
  
PAD	
  65-­‐79	
  mm	
  Hg	
  

American	
  Diabetes	
  Associa6on.	
  Diabetes	
  Care.	
  2013;36:S11	
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Lípidos	
  

•  Si	
  no	
  se	
  alcanzan	
  las	
  metas	
  con	
  las	
  dosis	
  
máximas	
  de	
  esta6nas	
  toleradas,	
  se	
  puede	
  
considerar	
  como	
  opción	
  terapéu6ca	
  una	
  meta	
  
de	
  reducción	
  de	
  LDL	
  30-­‐40%	
  

•  La	
  terapia	
  combinada	
  no	
  ha	
  mostrado	
  proveer	
  
beneficios	
  adicionales	
  comparado	
  a	
  
monoterapia	
  con	
  esta6nas	
  y	
  usualmente	
  no	
  
está	
  recomendado	
  

American	
  Diabetes	
  Associa6on.	
  Diabetes	
  Care.	
  2013;36:S11	
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Otras	
  morbilidades	
  
•  Hipoacusia	
  
•  Apnea	
  obstruc6va	
  de	
  sueño	
  
•  Hígado	
  graso	
  
•  Hipogonadismo	
  
•  Enfermedad	
  periodontal	
  
•  Cáncer	
  
•  Fractura	
  
•  Deterioro	
  cogni6vo	
  
•  depresión	
  

American	
  Diabetes	
  Associa6on.	
  Diabetes	
  Care.	
  2013;36:S11	
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ENFERMEDAD	
  PERIODONTAL	
  

EndoDrChen.com	
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Enfemerdad	
  periodontal	
  

•  Es	
  la	
  condición	
  inflamatorio	
  crónica	
  más	
  
frecuente	
  en	
  el	
  mundo	
  

•  50%	
  de	
  los	
  adultos	
  6enen	
  periodon66s	
  
•  60%	
  de	
  los	
  mayores	
  de	
  65	
  años	
  
•  Periodon66s	
  severa	
  afecta	
  10-­‐15%	
  de	
  la	
  
población	
  

•  Iniciado	
  por	
  bacterias,	
  la	
  reacción	
  inflamatoria	
  
sistémica	
  viene	
  de	
  la	
  invasión	
  

Chapple	
  ILC.	
  J	
  Clin	
  Periodontol.	
  2013;40:S106	
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Periodon66s	
  

•  Asociación	
  entre	
  periodon66s	
  y	
  control	
  
glicémico	
  e	
  incluso	
  con	
  casos	
  nuevos	
  de	
  DM	
  

•  Tratamiento	
  de	
  la	
  enfermedad	
  periodontal	
  
puede	
  reducir	
  hba1c	
  en	
  0.36%	
  en	
  promedio	
  
– Se	
  desconoce	
  si	
  esto	
  se	
  man6ene	
  a	
  largo	
  plazo	
  

•  Tratamiento	
  consiste	
  en	
  debridación	
  
mecánica	
  y	
  cuidados	
  ambulatorios.	
  No	
  se	
  
recomiendan	
  an6bió6cos.	
  	
  

Chapple	
  ILC.	
  J	
  Clin	
  Periodontol.	
  2013;40:S106	
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DM	
  en	
  adultos	
  mayores	
  

•  Prevalencia	
  22-­‐33%	
  
•  1/3	
  no	
  diagnos6cados	
  
•  No	
  es	
  lo	
  mismo	
  el	
  diabé6co	
  que	
  llega	
  a	
  la	
  tercera	
  
edad	
  al	
  que	
  inicia	
  en	
  la	
  tercera	
  edad	
  

•  Mayor	
  prevalencia	
  de	
  complicaciones	
  
•  Tamizar	
  si	
  el	
  tratamiento	
  va	
  a	
  proveer	
  beneficios	
  
•  No	
  hay	
  ensayos	
  clínicos	
  específicos	
  para	
  esta	
  
población	
  

EndoDrChen.com	
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CALCULADORA	
  RIESGO	
  DE	
  
MORTALIDAD:	
  SCORE	
  GARGANO	
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h]p://www.operapadrepio.it/rcalc/rcalc.php	
  

EndoDrChen.com	
  

Caso	
  #2	
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GUIÍAS	
  HIPOGLICEMIA	
  ADA/
ENDOCRINE	
  SOCIETY	
  2013	
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Guías	
  hipoglicemia	
  

•  Nivel	
  de	
  alerta	
  <70	
  mg/dl	
  
– No	
  implica	
  ingesta	
  de	
  CHO	
  
– Poner	
  más	
  cuidado,	
  ajustar	
  tratamiento,	
  evitar	
  
ejercicio	
  hasta	
  que	
  esté	
  más	
  alto	
  

– Definirlo	
  como	
  umbral	
  en	
  sensor	
  
– Todas	
  las	
  definiciones	
  de	
  hipoglicemia	
  (severa,	
  
asintomá6ca,	
  etc)	
  basado	
  en	
  este	
  valor	
  

Seaquist	
  ER.	
  Diabetes	
  Care.	
  2013.	
  Online	
  15	
  abril.	
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Márgenes	
  de	
  error	
  

•  Glucómetros	
  
– Variación	
  de	
  lecutra	
  ±	
  20%	
  si	
  >75	
  mg/dl	
  
– Si	
  <75	
  mg/dl	
  ±	
  15	
  mg/dl	
  
–  Implicaciones	
  importantes	
  para	
  ajuste	
  de	
  dosis	
  en	
  
situaciones	
  crí6cas	
  que	
  pueden	
  contribuir	
  a	
  la	
  alta	
  
tasa	
  de	
  hipoglicemias	
  en	
  los	
  estudios	
  en	
  UCI	
  

•  Sensores	
  
– Entre	
  40-­‐80	
  mg/dl:	
  exac6tud	
  60-­‐73%	
  
– No	
  recomendado	
  para	
  manejo	
  intrahospitalario	
  

Seaquist	
  ER.	
  Diabetes	
  Care.	
  2013.	
  Online	
  15	
  abril.	
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01/06/13	
  

10	
  

Riesgos	
  asociados	
  

•  4-­‐10%	
  de	
  las	
  muertes	
  en	
  DM-­‐1	
  están	
  
asociados	
  a	
  hipoglicemias	
  

•  En	
  DM-­‐2,	
  los	
  estudios	
  cardiovasculares	
  han	
  
mostrado	
  la	
  asociación	
  de	
  hipoglicemia	
  severa	
  
con	
  el	
  riesgo	
  subsecuente	
  de	
  mortalidad	
  

•  En	
  asilos	
  de	
  ancianos,	
  PROHIBIDO	
  usar	
  sliding	
  
scales	
  y	
  glibenclamida	
  y	
  sus6tuirlos	
  por	
  
secretagogos	
  de	
  acción	
  corta	
  o	
  agentes	
  que	
  
no	
  produzcan	
  hipoglicemias	
  

Seaquist	
  ER.	
  Diabetes	
  Care.	
  2013.	
  Online	
  15	
  abril.	
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Otros	
  

•  Se	
  hace	
  una	
  serie	
  de	
  recomendaciones	
  sobre	
  
monitoreo	
  para	
  evitar	
  hipoglicemias	
  

•  Educación	
  para	
  evitar	
  hipoglicemias	
  
•  Uso	
  de	
  bombas	
  de	
  insulina	
  que	
  se	
  apagan	
  
durante	
  un	
  período	
  máximo	
  de	
  2	
  horas	
  
cuando	
  el	
  sensor	
  cae	
  por	
  debajo	
  de	
  cierto	
  
umbral	
  

•  Futuras	
  inves6gaciones	
  

Seaquist	
  ER.	
  Diabetes	
  Care.	
  2013.	
  Online	
  15	
  abril.	
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Cambios	
  ECG	
  en	
  hipoglicemia	
  

Nuryani	
  N.	
  Annals	
  Biomed	
  Eng.	
  2012;40:934	
  
EndoDrChen.com	
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Tu	
  E.	
  Int	
  J	
  Cardiol.	
  2008	
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The Essentials  

Canadian Diabetes Association 
2013 Clinical Practice Guidelines 

guidelines.diabetes.ca  |  1-800-BANTING (226-8464)  | diabetes.ca 
Copyright © 2013 Canadian Diabetes Association  

Guideline Targets Achieved    

50% 

57% 

36% 

13% 

0% 

20% 

40% 

60% 

A1c (≤7%) (n=5103) LDL (≤2.0 mmol/L) (n=5069) SBP/DBP (<130/80 mm HG) 
(n=5099) 

All 3 Endpoints                                             
(A1c, LDL, BP) (n=5104) 

%
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f p
at
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nt

s 

Leiter LA et al. Can J Diabetes 2013; in press 
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Care gap still exists for screening 

Canadian Institute of Health Information 
– Diabetes Care Gap 2009 

guidelines.diabetes.ca  |  1-800-BANTING (226-8464)  | diabetes.ca 
Copyright © 2013 Canadian Diabetes Association  

Targets Checklist 

ü A1C ≤ 7.0% for MOST people with diabetes 

ü  A1C ≤ 6.5% for SOME people with T2DM 

ü  A1C 7.1-8.5% in people with specific features 

2013 

guidelines.diabetes.ca  |  1-800-BANTING (226-8464)  | diabetes.ca 
Copyright © 2013 Canadian Diabetes Association  

Start metformin immediately 
 

Consider initial combination with 
another antihyperglycemic agent 

Start lifestyle intervention (nutrition therapy and physical activity) +/- Metformin 

A1C <8.5% Symptomatic hyperglycemia with  
metabolic decompensation A1C ≥8.5% 

Initiate 
insulin +/- 
metformin 

If not at glycemic 
target (2-3 mos) 

Start / Increase 
metformin 

If not at glycemic targets 

L 
I 
F 
E 
S 
T 
Y 
L 
E 

Add an agent best suited to the individual: 

Patient Characteristics 
Degree of hyperglycemia 
Risk of hypoglycemia 
Overweight or obesity 
Comorbidities (renal, cardiac, hepatic) 
Preferences & access to treatment 
Other             

See next page… 

AT DIAGNOSIS OF TYPE 2 DIABETES 

Agent Characteristics 
BG lowering efficacy and durability 
Risk of inducing hypoglycemia 
Effect on weight 
Contraindications & side-effects 
Cost and coverage 
Other         

2013 
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Start metformin immediately 
 

Consider initial combination with 
another antihyperglycemic agent 

Start lifestyle intervention (nutrition therapy and physical activity) +/- Metformin 

A1C < 8.5% Symptomatic hyperglycemia with  
metabolic decompensation A1C ≥ 8.5% 

Initiate 
insulin +/- 
metformin 

If not at glycemic 
target (2-3 mos) 

Start / Increase 
metformin 

If not at glycemic targets 

L 
I 
F 
E 
S 
T 
Y 
L 
E 

Add an agent best suited to the individual: 

Patient Characteristics 
Degree of hyperglycemia 
Risk of hypoglycemia 
Overweight or obesity 
Comorbidities (renal, cardiac, hepatic) 
Preferences & access to treatment 
Other             

See next page… 

AT DIAGNOSIS OF TYPE 2 DIABETES 

Agent Characteristics 
BG lowering efficacy and durability 
Risk of inducing hypoglycemia 
Effect on weight 
Contraindications & side-effects 
Cost and coverage 
Other         

2013 
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•  ≥40 yrs old  or  
•  Macrovascular disease or 
•  Microvascular disease or 
•  DM >15 yrs duration and age >30 years or 
•  Warrants therapy based on the 2012 Canadian 

Cardiovascular Society lipid guidelines 
 
 

Among women with childbearing potential, statins should only 
be used in the presence of proper preconception counseling & 

reliable contraception. Stop statins prior to conception. 

2013 Who Should Receive Statins?  
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If Triglycerides > 10.0 mmol/L … 

•  Use a FIBRATE to reduce the risk of pancreatitis 
•  Optimize glycemic control 
•  Implement lifestyle interventions 

–  Weight loss 
–  Optimal dietary strategies 
–  Reduce alcohol 

2013 

guidelines.diabetes.ca  |  1-800-BANTING (226-8464)  | diabetes.ca 
Copyright © 2013 Canadian Diabetes Association  

Who Should Receive ACEi or ARB Therapy?  

•  ≥55 years of age or  
•  Macrovascular disease or  
•  Microvascular disease  
 

At doses that have shown vascular protection (ramipril 10 mg daily, 
perindopril 8 mg daily, telmisartan 80 mg daily) 

Among women with childbearing potential, ACEi or ARB should 
only be used in the presence of proper preconception 

counseling & reliable contraception. Stop ACEi or ARB either 
prior to conception or immediately upon detection of pregnancy 

2013 

guidelines.diabetes.ca  |  1-800-BANTING (226-8464)  | diabetes.ca 
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Micro-HOPE (ACEi): CV Benefits 

RR = 0.67 (0.5-0.9) 
   p = 0.0074 

RR = 0.78 (0.64-0.94) 
   p = 0.01 

RR = 0.63 (0.49-0.79) 
   p = 0.001 

Stroke 
(NNT 53) 

CV Death 
(NNT 29) 

MI 
(NNT 37)  

0 400 800 1200 1600 
0 

0.1 

0.2 Placebo 

Ramipril 10 mg 

Primary Outcome (NNT 22) 

0 400 800 1200 1600 
0 

0.08 

0.16 All Mortality 
(NNT 31) 

RR = 0.76 (0.63-0.92) 
  p = 0.004 

0 1000 2000 
0 

0.06 

0.12 

0 1000 2000 
0 

0.04 

0.08 

0 1000 2000 
0 

0.08 

0.16 

Duration of follow-up (days) 

K
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M
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RR = 0.75 (0.64-0.88) 
   p = 0.0004 

HOPE study investigators. 
Lancet. 2000;355:253-59. 
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JPAD = Japanese Primary Prevention of  Atherosclerosis 
with Aspirin for Diabetes 
POPADAD =  Prevention of Progression of Arterial 
Disease and Diabetes 
PPP = Primary Prevention Project 
ETDRS = Early Treatment Diabetic Retinopathy Study 
PHS = Physicians’ Health Study 
WHS = Women’s Health Study 
 

De Beradis G, et al. BMJ 2009; 339:b4531. 
 
 

ASA for 1⁰ 
Prevention in 
Diabetes 
Meta analysis of 6 studies 
(n = 10,117) 

No overall benefit for:  
•  Major CV events  
•  MI 
•  Stroke 
•  CV mortality 
•  All-cause mortality 

0.03 0.125 0.5 1 
2 

8 
Favors ASA Favors control/placebo 

JPAD 
POPADAD 
WHS 
PPP 
ETDRS 
Total 

68/1262 
105/638 
58/514 
20/519 

350/1856 
601/4789 

86/1277 
108/638 
62/513 
22/512 

379/1855 
657/4795 

0.80 (0.59-1.09) 
0.97 (0.76-1.24) 
0.90 (0.63-1.29) 
0.90 (0.50-1.62) 
0.90 (0.78-1.04) 
0.90 (0.81-1.00) 

Major CV events 

No. of events/No. in group 

ASA Control/placebo RR (95% CI) RR (95% CI) 

JPAD 
POPADAD 
WHS 
PPP 
ETDRS 
PHS 
Total 

28/1262 
90/638 
36/514 
5/519 

241/1856 
11/275 

395/5064 

14/1277 
82/638 
24/513 
10/512 

283/1855 
26/258 

439/5053 

0.87 (0.40-1.87) 
1.10 (0.83-1.45) 
1.48 (0.88-2.49) 
0.49 (0.17-1.43) 
0.82 (0.69-0.98) 
0.40 (0.20-0.79) 
0.86 (0.61-1.21) 

Myocardial infarction 

JPAD 
POPADAD 
WHS 
PPP 
ETDRS 
Total 

12/1262 
37/638 
15/514 
9/519 

92/1856 
181/4789 

32/1277 
50/638 
31/513 
10/512 

78/1855 
201/4795 

0.89 (0.54-1.46) 
0.74 (0.49-1.12) 
0.46 (0.25-0.85) 
0.89 (0.36-2.17) 
1.17 (0.87-1.58) 
0.83 (0.60-1.14) 

Stroke 

JPAD 
POPADAD 
PPP 
ETDRS 
Total 

1/1262 
43/638 
10/519 

244/1856 
298/4275 

10/1277 
35/638 
8/512 

275/1855 
328/4282 

0.10 (0.01-0.79) 
1.23 (0.80-1.89) 
1.23 (0.49-3.10) 
0.87 (0.73-1.04) 
0.94 (0.72-1.23) 

Death from CV causes  

JPAD 
POPADAD 
PPP 
ETDRS 
Total 

34/1262 
94/638 
25/519 

340/1856 
493/4275 

38/1277 
101/638 
20/512 

366/1855 
525/4282 

0.90 (0.57-1.14) 
0.93 (0.72-1.21) 
1.23 (0.69-2.19) 
0.91 (0.78-1.06) 
0.93 (0.82-1.05) 

All-cause mortality 
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Conclusiones	
  

•  Metas	
  de	
  Hba1c	
  puede	
  ser	
  que	
  no	
  sea	
  tan	
  fácil	
  de	
  
establecer	
  

•  Nuevas	
  metas	
  de	
  control	
  de	
  HTA	
  y	
  lípidos	
  
•  Algunas	
  diferencias	
  entre	
  guías	
  de	
  ADA	
  y	
  
canadienses	
  

•  Papel	
  relevante	
  de	
  hipoglicemias	
  	
  
•  Ponerle	
  atención	
  a	
  periodon66s	
  
•  Scores	
  de	
  mortalidad	
  como	
  herramienta	
  
adicional	
  para	
  estra6ficación	
  de	
  riesgo	
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