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DIABETES MELLITUS
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Asociacion con EPOC

Tabaquismo

Inactividad fisica

Obesidad central

— Bajo FEV1 comparado con peso normal

— Menos actividad fisica lleva a mayor sobrepeso
Sarcopenia

Glucocorticoides
hipogonadismo
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Prevalencia de sindrome metabdlico

Prevalence of metabolic syndrome (%)
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Sindrome metabdlico y EPOC
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MetS Non-MetS p—value
Age,y 69+ 4(n=>537, 685 (n=604, 0135
6 studies) 6 studies)
Sex, %female 31(n=561,7 25(n=694,7 0.0m
studies) studies)
BMI, kg/m? 299+17(n= 246+17(n= <0.001
561,7 studies) 694, 7 studies)
FEV1, %predicted 54+ 8(n=414, 5149 (n="504, <0.001
5 studies) 5 studies)
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Mahboud B. Int J COPD. 2016;11:273

DM y exacerbaciones

Table 4 Presence of comorbidities in COPD subjects with or without exacerbation

No exacerbation Exacerbation Pvalue
(=731 (n=661)
Comorbidities, n (%)
None (n=704) 390 (55.4%) 314 (4.6%) 003
Any (n=688) 341 (49.6%) 347 (50.4%)
Type of comorbidity, n (%)
Cardiovascular diseases (n=344) 175 (50.8%) 169 (49.1%) 065
Diabetes (n=250) 133 (53.2%) 17 (46.8%) oI5
Asthma (n=99) 39 (39.4%) 60 (60.6%) 0003
Digestive diseases (n=56) 34 (60.7%) 2 (39.3%) 002
Eye diseases (n=74) 41 (55.4%) 33 (44.6%) 019
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EPOC y riesgo de desarrollar DM

Relative Risk

references) [133,134].

Song et al [133] Rana et al [132]
Figure 2 COPD and the risk of type 2 DM (adapted from
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EPOCy DM

Riesgo mortalidad en pacientes con

Table 3 Adjusted HRs of various glucose metabolism abnormalities for late death after obstructive lung disease
exacerbation

All patients, N=153,

Patients without doctor’s diagnosis

aHR (95% CI) of diabetes, N=130, aHR (95% Cl)
Doctor's diagnosis of diabetes 3.03(1.2810 7.18)" ND

Screening diabetes 070 (0.31 to 1.59)* 0.72 (0.30 to 1.67)

All diabetes 1.29 (0,68 to 2.44)" ND

Fasting hyperglycaemia >6.9 mmoll 1.09 (052 to 2.29) 092 (0.42 t0 2.02)

Highest fasting glucose value 1.10(1.01 to 120t 1.10 (0.96 to 1.25)t

Postprandial hyperglycaemia >11.1 mmol/L 1.18 (0.60 to 2.30) 1.04 (0.50 to 2.12)

Highest glucose value 1.07 (100 to 1.16)t 1.05(0.94 to 1.19)t

“Compared with patients without any form of diabetes.
tAdjusted HR s calculated per 1 mmollL of plasma glucose.
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In each case, the following confounders were included in the Cox multivariate regression analysis: age, body mass index, Kamoisky score,
L X o gl

Koskela HO. BMJ Open. 2015;5:006794

Causas de muerte

Table 4 The underlying causes of death

Obstructive
Group Cancer lung diseases
No diabetes (N=110, 38 deaths (34%)) 7(6%)  9(24%) 19 (50%) 3 (8%)
Doctor's diagnosis of diabetes (N=23, 11 deaths (48%)) 2 (18%) 5 (46%) 4(36%) 0(0%)
Screening diagnosis of diabetes (N=20, 8 deaths (40%)) ~ 2(25%)  1(12%) 5 (62%) 0(0%)
Al patients (N=153, 57 deaths (37%)) 11(19%) 15 (26%) 28 (49%) 3 (5%)
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Manejo en exacerbaciones

* Durante la excerbacion la hiperglicemia puede
ser por:

— Beta 2 agonistas

— Gluccorticoides sistémicos
— Hiperglicemia de stress

— Historia de DM

EndoDrChen.cos

15/3/16

GC inhalados

* De los pacientes con EPOC de recién
diagndstico:
—6.3% tienen DM
— Esteroides inhalados RR 1.23 (95% IC 1.07-1.47)
— Estatinas RR 1.48 (95% IC 1.27-1.72)
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Ajmera MR. Value Health.2015;18:A335
Approach to management
of hyperglycemia: more less
stringent stringent
Patient attitude and Highly motivated, adherent, Tess motivated, non-adherent,
expected treatment efforts poor it

Risks potentially associated  Tow

high
with hypoglycemia, other

adverse events

Disease duration ‘newly diagnosed long-standing

Life expectancy

|

Important comorbidities absent few  mild sovere

|

Established vascular absent few / mild severe.
complications

|

Resources, support system  readily available limited

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

(Adapted with permission from: Ismail-Beigi F, et al. Ann Intern Med 20115154:554)
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Farmacos en EPOC

* Metformin
— Precaucion en presencia de hipoxemia
* Exacerbaciones, hipoxemia crénica
« Si esta resuelto no hay contraindicacion
— Primera linea de tratamiento en mayoria de guias
de tratamiento
— En general se recomienda suspenderlo en el
agudo
* Ninguno de los otros farmacos estan
contraindicados
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OSTEOPOROSIS
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Definicion

* Desorden esquelético caracterizado por un
compromiso en la fortaleza 6sea que
predispone a mayor riesgo de fractura

* Fortaleza 6sea
— Densidad dsea

* Pico masa 6sea
* Cantidad de pérdida masa dsea
— Calidad ésea

 Arquitectura, remodelamiento, microfracturas,
mineralizacion
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Prevalencia

* 35-72% osteopenia
* 36-60% osteoporosis

* 40% con fracturas vertebrales
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Fisiopatologia

* Papel de GC orales o inhalados
* Liberacion de citoquinas inflamatorias

* Menor actividad fisica

* Menor exposicién solar
* Tabaquismo es toxico para el hueso también
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EPOC Yy osteoporosis

Tabaquismo es toéxico para el hueso
Sarcopenia

Inflamacidn

Inmovilizacion

Menor ejercicio

Menor exposicidn solar: déficit de vitamina D
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BMD y riesgo de fratura

Fracture probability (%)
[ 4ge 4

20 Women

80

70

60

Hurlund E. Arch Osteoporos. 2013;8:136

Factores de riesgo para fracturas

Edad

Sexo

IMC

Fractura de fragilidad previa

Historia de fractura de cadera en padres

Tratamiento con GC (>5 mg prednisona por >3
meses)

tabaquismo
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Factores de riesgo para fracturas

¢ Alcohol >3 u por dia
* Artritis reumatoide
* Causas secundarias de osteoporosis:
— Hipogonadismo no tratado
— Enfermedad inflamatoria intestinal
— Inmovilizacién prolongada
— Transplante de 6rganos
- DM-1
— Desoérdenes tiroideos
— EPOC
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Hurlund E. Arch Osteoporos. 2013;8:136
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DEXA

* Gold standard

* DMO medido por DEXA explica el 70% de la
fortaleza dsea

« Criterios diagndsticos para mujeres
postmenopausicas u hombres mayores de 50
afos

¢ Limitantes: DMO puede estar aumentado en
OA y enfermedades degenerativas

EndoDrChen.cos

. MARIA SOCORO Sex.Fonale

SN
. ESTUDIO BASAL

HOLOGIC

EndoDrChen.cos




[Name SOTO ROIAS, MARIA SOCORRD Sex Feme g 650 cn h
20336044 Bty Hspanc Wags: 90 kg |
Dicember 1958 Nenopaise A £ peicrs

Refermng Pryscon

Scan Information:

Scan Due: 21 uly 2005 1D: Aom210s08

ScanTupe. [Leh .

Ansyse. 21 July 2005 0835 Version 1123
Lenip

Opsrstor: ML

Nodd: Daphi A (SN 70668)

Commat:

Reion Ars BMC BMD T bR 7 aw

" e o ¢ she )
Nek S5 am om a5 moa1 M
Teh D4 e 0w 20 M ax 7]
e 167 W9 om0 s m a4 7
T s um oo as o a7 %
Wts 117 o6t osw 45 o8

Total [

Physician's Comment:

15/3/16

HOLOGIC
EndoDrChen.con
s SOLIS NARIN, ELIETH, Sox Famle g 1555 e
prent D1 03380770 Eimcn Rpaic Weght: 750 kg
(555" e 1335 Nonopeuse Ags 4 )
1D 072000
Node: . Dephi A (S 7066%)
Comment: ESTUDIO CONTROL
Total
DXA Resuits Summary:
o B3 wen) v pasctne " S Frevions
10042003 % Lozs i
~Denocs st change t he 953 coidence e,
HOLOGIC

EndoDrChen.con

Criterio de OMS para osteoporosis

B Tscoe |

Normal > -1

Osteopenia -1to-25

Osteoporosis <-25

una o mas fracturas de
fragilidad independientemente
de DMO

Kanis JA et al, J Bone Miner Res, 1994;9:1137-1141
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FRAX ® WHO Fracture Risk Assessment Tool

—_—
ion Tool
®
Country: US (Hispanic) ) NamefmD:| | Aoout the risk factors ‘N 28
Q ONo (es

1 5ge (ctween 40 30490 yars) O of 8t
sosaComprar v o oot Pownts > kg

25w e Crsmal

3 weor00)

Helght Conversion

00233635

EndoDrChen.cos

15/3/16

Caso ejemplo

* Femenina de 65 afios, peso 72 kg, talla 170
cm, con T -2.5 en cuello femoral. AHF
negativo. No otros factores de riesgo

Fracturas osteopordticas Fractura cadera
mayores

EU hispano 7,6% 1,6%
México 7,8% 2,4%
Colombia 5,4% 1,7%
Ecuador 1,7% 0,6%
Venezuela 3,7% 1,1%
EndoDrChen.con
FRAX

* Subestima el riesgo en pacientes con caidas
frecuentes

* Subestima riesgo si BMD bajo en columna'y
normal en cuello femoral

* Si hay datos de cadera total y cuello femoral, usar

éste ultimo

No utilizarlo si estd recibiendo tratamiento, se

puede usar luego de 1-2 afios de suspension

¢ Para causas secundarias, el botdn se inactiva
cuando se ingresa DMO de cuello femoral

EndoDrChen.con
Cosman F. Osteoporosis Int. 2014; online aug 15
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Medidas no farmacoldgicas

Ingesta adecuada de proteinas
Cese de fumado

Aporte adecuado de calcio
Suplementacién de vitamina D

— Requerimientos diarios 1200 u por dia
— Dosis mayores en casos de déficit
Ejercicios de resistencia y equilibrio
Prevencién de caidas

Evitar exceso de alcohol

EndoDrChen.cor
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Esteroides inhalados

Evidencia conflictiva con fracturas

Al parecer la asociacién es sobre todo con
dosis altas

— Equivalente a >800 ug por dia de budesonide
Inicialmente manejar con medidas no
farmacoldgicas

No hay RCT ni recomendaciones oficiales para
dar manejo farmacolégico con esteroides
inhalados
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Estudio EOLO

Fractures vs. no fractures

OR  95%Cl P DF

Age (years) 103 102105 <0001 1
Gender (M/F) 093 078113 ns. 1
BMI (<26.7 kg/m?) 128 1.07-154 0008 1
COPD severity

Very severe 205 128328 0.003

Severe 140 1.06-182 0017

Moderate 129 101-162 003

Mild 1.00 3
Inhaled GCs (pg/day)

GCs > 1,500 140 1.04-189 0.03

750 <GCs < 1500 136 093-1.72 ns.

GCs <750 126 098-189 ns.

No treatment 1.00 3
Inhaled f; agonists (ug/day)

>400 093 0.69-125 ns.

<400 1.00 1

‘This model includes 2,073 patientsChen.co;
Gonnelli S. Calcif Tissue Int. 2010;87:137
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Table 1. Clinical factors that may shift an individual to a greater risk category for glucocortcoid-induced osteoporosis.

« Low body mass index

« Parental history of hip fracture

« Current smoking

+ >3 alcoholic drinks per day

« Higher daily glucocorticoid dose

* Higher cumulative glucocorticoid dose

« Intravenous pulse glucocorticoid usage

« Declining central bone mineral density measurement that exceeds the least significant change

EndoDrChen.cos
GrossmanJM. Arthritis Care Res. 2010;62:1515
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>50 anos

Recommendations Level of evidence
Low-isk patent
Nendronate for >7.5 me/dayprednisone A
[
Fisedronate for 7.5 m/ day prednisone A
]
Toledronic acid for 7.5 mg/daypreciisone” 8
Medum-risk patient
Nendronate forany dose of gucocortionids A
Risedronate for any dose of glucocortcoids A
R
Toledronic acid for 7.5 mg/day predisone® 8
High-risk patientt
Nendronate A
R
Rsedronate A
[
Toledronic acid* [}
[
Terparatide} 8

t ighuisk patnts.

e ssmanIM. Arthritis Care Res. 2010;62:1515
Preguntas...
chenku2409@gmail.com
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