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Introduccion

* No hay que perder de vista que el objetivo del
tratamiento de la dislipidemia es la reduccion de
eventos cardiovasculares que deberia traducirse en
mayor sobrevida

* La causa principal de muerte en pacientes con DM
es cardiovascular

* Manejar la dislipidemia es un componente esencial
en la reduccidn de eventos CV

* Deberiamos usar Unicamente estrategias que han
probado reducir riesgo CV
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Introduccion (2)

* No todos los DM tienen el mismo riesgo

* Podemos asumir que un DM-1 de 20 afios de edad
tiene el mismo riesgo que un DM-2 de 60 afios de
edad?

* Por supuesto que no!

* La evidencia en poblaciones jévenes es escasa

* Inicio de DM es cada vez mas temprano y hay que tener
cuidado con extrapolar los datos que hemos obtenido
de poblacién mas afiosa, con DM-2 y muchas veces en
prevencién secundaria

Ejemplos de casos

* Masculino de 35 afios, DM2 diagnosticado hace 1
afio, con Hbalc en 8.0% en tratamiento con
metformin 500 mg tid. No tabaquista ni HTA.

* FO no se observan lesiones. Presion arterial 140/80
mm Hg.

* Cual es el riesgo cardiovascular de este paciente?

* Moderado
« Alto
* Muy alto




Ejemplos de casos

* Masculino de 70 afios, DM2 diagnosticado hace 1
ano, con Hbalc en 8.0% en tratamiento con
metformin 500 mg tid. No tabaquista ni HTA.

* FO no se observan lesiones. Presion arterial 140/80
mm Hg.

* Cual es el riesgo cardiovascular de este paciente?

* Moderado
* Alto
* Muy alto
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Ejemplos de casos

* Masculino de 60 afios, DM2 diagnosticado hace 1
afio, con Hbalc en 8.0% en tratamiento con
metformin 500 mg tid. No tabaquista ni HTA.

* FO no se observan lesiones. Presion arterial 140/80
mm Hg. Presenta microalbuminuria.
* Cual es el riesgo cardiovascular de este paciente?
* Moderado
* Alto
* Muy alto

Ejemplos de casos

* Masculino de 65 afios, DM2 diagnosticado hace 1
afio, posterior a IAM. con Hbalc en 8.0% en
tratamiento con metformin 500 mg tid. No
tabaquista ni HTA.

* FO no se observan lesiones. Presion arterial 140/80
mm Hg. Presenta microalbuminuria.

* Cual es el riesgo cardiovascular de este paciente?

* Moderado
* Alto
* Muy alto




Absolute Risk of Ml is Higher in

Patients with DM

Diabetes n = 379,003
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T2DM for > 15 Years Duration Confers a Similar Risk of
Fatal CHD as Prior CHD and No Diabetes

|_| Women Without History of CHD
30 [ Women With History of CHD 300 20 year follow-
up of 121,046
% women aged 30
%20 to 55 yearsin
H Nurses’ Health
2 15.4
]
g 11 Study
— 11.0 —
10 361\ /
) 7.59 866
424
B 3.07 2
1
No DM "5 6-10 1115 >15

HuF, etal. Arch Intern Med. 2001;161:1717-1723.

Duration of DM,y

Jackson Heart Study: HR ajustados

e N Events  Unadjusted HR Model 1 HR Model 2 HR
(95% CI) (95% CI) (95% CI)
Incident stroke
No diabetes or CKD 2235 2 T.00 (reference) T.00 (reference) T.00 (reference)
Diabetes but no CKD 83117 323 (1.75t0 59! 1.94 (096 t03.93)  1.83 (0.90 to 3.74
[ CKD but no diabetes 38 g 365 (L ; 243 (102 to5.74) 191 (080 to 4.
Diabetes and CKD 184 19 1033(570t018.73) 7.41 (3.87 to 14.18)  6.23 (3.22 to 12.09)
Tcident coronary hearf disease
No diabetes or CKD 2186 3 T.00 (reference) T.00 (reference) T.00 (reference)
Diabetes but no CKD 409 17 2.23(126t0395)  1.59 (084 t03.03)  1.36 (0.74 to 2.60
CKD but no diabetes 215 9 244(1.18t0505)  1.65 (073 t03.75)  1.32 (0.58 to 3.00)
Diabetes and CKD 162 16 590 (330t010.56) 432 (233t08.04)  3.33 (179 to 6.20)
[Cardiovascular morality
No diabetes or CKD 2297 30 1.00 (reference) 1.00 (reference) 1.00 (reference)
| Diabetes but no CKD 436 16 252(13710462) 206 (1
CKD but no diabetes 257 2 7.00 (404 t0 12.13)  5.04 (270 to 9.40) 4.2 (2.24 to 7.97)
Diabetes and CKD 201 30 1338(745t020.56) _7.46 (4.15t013.43) 6.44 (3.53 to 11.78)

Afkarian M. Clin J Am Soc Nephrol. 2016;11: early on line.




Doblamiento creatinina y riesgo de
eventos
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Outcome No DsC* DscC HR  95%Cl P-value HRadj* 95%Cl P-value|
Cases Censored Cases Censored

Angina pectoris

Al 8l 2595 2 1213 LIS (064204 064 118 (066-2.10) 058

Females 82 11655 3 610 062 (020-194) 041 060 (0.19-190) 039

Males 399 14250 9 603 163 (083-318) 0.5 173 (088-338) 0.1

CHE

Al 1009 25699 60 1,043 359 (275-469) <001 298 (27-389) <001

Females 485 11513 27 525 320 (15476 <001 271 (1.82-404) <001

Males 524 14186 3 518 400 (280-577) <001 331 230477) <001

Myocardial infarction

Al 487 26103 2 1,200 258 (165404 <001 253 (162-396)  <0.01

Females 189 1752 13 5% 365 (205-651) <001 332 (185-593)  <0.01

Males 298 14351 8 604 179 (088-365) 011 184 (090-376)  0.10

Stroke

Al 932 25681 38 1,160 212 (152295 <001 193 (138-269)  <0.01

Females 29 153 2 576 234 (151-363) <001 209 (135-325)  <0.01

Males 503 14,158 16 584 186 (112-308) 002 170 (102-283) 004

TIA

Al 563 26014 15 1219 139 (082233 o022 132 078-222) 030

Females 267 11,662 8 613 145 (0.71-2.96) 031 131 (0.64-2.69) 0.46

Males 29 14,352 7 606 131 (061-279) 0.48 131 (0.61-2.79) 0.49

Schneider C. Clinical Epidemiology. 2016;8:177

Guias de manejo

Introduccion

* Por qué si los grupos de expertos revisan la misma
literatura, llegan a posturas y recomendaciones
diferentes?

* Dos estrategias

 Basados en identificacion de grupos de riesgo
* Basados en metas de LDL (e identificaciéon de grupos de
riesgo)

* Inicialmente esto puede lucir muy confuso

* Finalmente no son tan disimiles




Foco en reduccidn de riesgo de enfermedad aterosclerdtica
sintomatica:

4 grupos que se benefician de estatinas®
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Enfermedad
aterosclerdtica
sintomatica (ASCVD)

* Terapia con estatinas a intensidad moderada-alta para estos 4 grupos

" ASCVD se define como sindrome coronario agudo, historia de 1AM, angina estable o inestable, revascularizacion coronaria o arterial, ictus,

isquemia cerebral transitoria o enfermedad arterial periférica
# Estimado usando “Pooled Cohort Risk Assessment Equations”

Stone N, et al. S Am Coll Cardiol. 2013: doi:10.1016/}jacc.2013.11,002. Available at:
Accessed November 13, 2013,

DM con LDL entre 70y 189 mg/dlI

 Estatinas a intensidad moderada debe ser
utilizado en TODO diabético entre 40y 75
afnos de edad

* Estatinas a intensidad alta para aquellos
diabéticos con riesgo cardiovascular >7.5% a
menos que esté contraindicado

* En diabéticos de <40 afios 6 >75 afios, se debe

evaluar cada caso basado en el perfil de riesgo
beneficio

Collaborative Atorvastatin Diabetes
Study

CARDS

Helen Colhoun, John Betteridge, Paul Durrington, Graham
Hitman, Andrew Neil, Shona Livingstone, Margaret
Thomason, Michael Mackness, Valentine Menys, John Fuller
on behalf of the CARDS Investigators

i



http://content.onlinejacc.org/article.aspx?articleid=1770217
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CARDS Criterios de eligibilidad

* Diabetes tipo 2

* Masculinos o femeninos
* 40-75 afios

* Sin historia clinica de enfermedad coronaria,
cerebrovascular o enfermedad vascular periférica

* LDL-C <£4.14 mmol/L (£160 mg/dL)
* TG <6.78 mmol/L (<600 mg/dL)
* Uno de:

— Hipertensién definido como uso de terapia antihipertensiva o PAS 2140 mm Hg o PAD 290 mm
He

Retinopatia
— Microalbuminuria o macroalbuminuria

— Tabaquismo activo

CARDS Lipidos basales

Placebo Atorvastatina
Median (IQR) Median (IQR)

Colesterol total (mmol/L) 5.36 (4.78, 5.94) 5.37 (4.85, 5.91)
(mgldL) 207 (185,230) 208 (188, 229)

LDL-colesetrol (mmol/L) 3.06 (2.58, 3.56) 3.09 (2.58, 3.56)
(mgldL) 118 (100,138) 120 (100, 138)

HDL-colesterol (mmoliL) 1.37 (1.18, 1.58) 1.35 (1.17, 1.56)
(mgldL) 53 (46, 61) 52 (45, 60)

IQR = Rango intercuartil

Riesgo acumulado para el punto final primario
Riesgo relativo -37% (95% ClI: -52, -17)
15+ P=0.001
= Placebo
=;, 127 eventos
B 101
3
§ Atorvastatina
3 83 eventos
2 54
]
T
0 T T T T T 1
0 1 2 3 4 475  Afos
Placebo 1410 1351 1306 1022 651 305
Atorva 1428 1392 1361 1074 694 328
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Prevencion primaria

Estatinas intensidad moderada

Pacientes con diabetes y LDL-

€ 70-189 mg/dL

(edad 40-75 afios) sin ASCVD \

Estatinas a alta intensidad si
riesgo a 10 afios de ASCVCD
27.5% *

* Estimado usando Pooled Cohort Risk Assessment Equations

Stone N etal 2013: 131 fable at:
‘Accessed Novernber 13, 2013.

2016 ESC/EAS Guidelines

on the management of
dyslipidaemias

EUROPEAN
SOCIETY OF
European Heart Journal 2016 - doi:10.1093/eurhearti/ehv272 CARDIOLOGY=

Risk categories

2 i B Subjects with any of the following:

- Documented CVD, clinical or unequivocal on imaging. Documented clinical CVD includes

previous AMI, ACS, coronary revascularization and other arterial revascularization

procedures, stroke and TIA, aortic aneurysm and PAD. Unequivocally documented CVD.

on imaging includes significant plaque on coronary angiography or carotid ultrasound. It

does NOT include some increase in continuous imaging parameters such as intima-

media thickness of the carotid artery.

DM with target organ damage such as proteinuria or with a major risk factor such as.

smoking or marked h olesterolaemia or marked hy n:

- Severe CKD (GFR <30 mL/min/1.73 m3).

- A calculated SCORE >10%.

High-risk Subjects with:

- Markedly elevated single risk factors, in particular cholesterol >8 mmol/L (>310 mg/dL)
(e.g. in familial hypercholesterolaemia) or BP >180/110 mmHg.

Most other people with DM (with the exception of young people with type 1 DM and

without major risk f: m low or moderate risk

- Moderate CKD (GFR 30-59 mL/min/1.73 m?).

- A calculated SCORE 25% and <10%.

SCORE is 1% and <5% at 10 years. Many middleaged subjects belong to this category.

SCORE <1%.

EAS @

w dio.org/guideli Europeart’ - doi:10. socemsy



http://content.onlinejacc.org/article.aspx?articleid=1770217

T

Intervention strategies
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Total CV risk LDL-C levels.
Seore <70 mgldL T0to<100mg/dl | 100to<i55mgldl | 155t0 <190 mg/dL | 2190 mg/dL
<1.8 mmollL 18to<26mmolL | 2.6to <40 mmollL | 4.0to<4.9 mmolL | 24.9 mmollL
Lifestyle advice,
consider drug
if uncontrolled

Class/Level

/A

Lifestyle advice, | Lifestyle advice, | Lifestyle advice,
9 . g . ug

Class/Level

Lifestyle advice
S

2510 <10,
or highvrisk

Lifestyle advice  Lifestyle advice

#funcontrolied and drug treatment  and drug treatment

Lifestyleadvice Lifestyleadvice Lifestyleadvice Lifestyle advice
> ifest
;"’ S, cm‘ﬂ:‘:::' and concomitant  and concomitant and concomitant and concomitant
ery hig drug treatment drug treatment drug treatment drug treatment
ClassiLevel lalA
*In patients with myocardial infarction, statin therapy EAS &

shod be considered imespective of ttal cholestero! levels.
www.escardio.org b - doii10. Sotersy

B

Pharmacological treatment of hypercholesterolaemia

U

Recommendations Class | Level

Prescribe statin up to the highest recommended dose or highest
tolerable dose to reach the goal.

In the case of statin intolerance, ezetimibe or bile acid sequestrants,
or these combined, should be considered.

If the goal is not reached, statin combination with a cholesterol
absorption inhibitor should be considered.

If the goal is not reached, statin combination with a bile acid b
sequestrant may be considered.

In patients at very high-risk, with persistent high LDL-C despite '

IIa

treatment with maximal tolerated statin dose, in combination with b
ezetimibe or in patients with statin intolerance, a PCSK9 inhibitor may
be considered.

EAS (@

wi dio.org/guideli . 1,2016 - doi: 10. scerey

Drug treatments of hypertriglyceridaemia

Recommendations Class | Level
Drug treatment should be considered in high-risk patients with IIa 5
TG >2.3 mmol/L (200 mg/dL). =
Statin treatment may be considered as the first drug of choice for b o
reducing CVD risk in high-risk individuals with hypertriglyceridaemia. =
In high-risk patients with TG >2.3 mmol/L (200 mg/dL) despite statin T
treatment, fenofibrate may be considered in combination with statins.

EAS @

w di ideli Europear - doi: 10, seERer
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Guias National Lipid Association

Considerar

tratamiento
farmacolégico

Colesterol no HDL mg/dl

Colesterol LDL mg/dl
Bajo - 0-1 factores de riesgo mayor cardiovascular <130 2190
- Considerar otros indicadores de riesgo, si son conocidos <100 2160
Moderado - 2factores de riesgo mayor cardiovascular <130 2160
- Considerar cuantificacion de riesgo (por calculadoras de riesgo) <100 2130
- Considerar otros indicadores de riesgo
Alto - 23factores de riesgo mayor cardiovascular <130 2130
- Diabetes melitus (tipo 102) <100 2100
- 0-1 factores de riesgo cardiovascular
- sinlesion de 6rgano blanco
- Enfermedad renal cronica estadio 38 0 4
- LDL2190 mg/dl (hipercolesterolemia severa)
- Calculo de riesgo llegando al umbral de alto riesgo
Muy alto - Enfermedad cardiovascular establecida <130 2100
- Diabetes melitus (tipo 102) <100 270

22 factores de riesgo cardiovascular
- Lesion de 6rgano blanco

Para pacientes con enfermedad cardiovascular o diabetes mellitus, se debe considerar el uso de estatinas de intensidad
moderada o alta independientemente de su perfil de lipidos

Jacobson TA. J Clin Lipidol. 2016;9(2):129

Guias Asociacidon Americana de
Endocrinologia Clinica (AACE)

DLmg/dl  Colesterolno  ApoB
HOL g/l

me/dl
Riesgo extremo. delnL 5 <& 7
<7omg/d)
enfermedad
364, G
mujeres)
Muyaltoriesgo - ide = ] <100 <0

establecido u hospitalizacion reciente por éstas
364con1

riesgo
- Hipercolestgerolemia familiar heterocigota

Ao riesgo 22 factores de riesgo yriesgo a 10 afos 10-20% <100 <30 <0
364sin otros

Riesgomoderado <2 factores de resgoy riesgo a 10 aos <10% <100 <30 <0

Bajo resgo 0factores de iesgo <130 <150 No
recomiend

Jellinger PS. Endocr Pract. 2017;23(Supl 2):1

Qué tienen en comun las guias?

N 7 = S T S

DM sin lesién de alto riesgo (LDL LDL <100 mg/dl
érgano blanco 100-155 mg/dl),
drogas para
mayoria
DM con lesién de Muy alto riesgo LDL <70 mg/dI
6rgano blanco (LDL 70-100),
drogas para
mayoria
DM sin otros Si ASCVD <7.5%, LDL <100 mg/dl
factores de riesgo  estatinas de Colesterol no HDL
intensidad <130 mg/dI
moderada
DM con més 2 Si ASCVD >7.5%, LDL <70 mg/dl,
factores de riesgo estatinas de alta colesterol no HDL
intensidad <100 mg/dI

10
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Terapia combinada en
diabéticos

Primary Endpoint — ITT %VE/I’

Cardiovascular death, MI, documented unstable angina requiring
rehospitalization, coronary revascularization (230 days), or stroke

“01 1R 0.936 C1 (0.887, 0.988) eI

p=0.016 2742 events

EZ/Simva — 32.7%
2572 events

Event Rate (%)

2 3 4 5 7
Time since randomization (years)

7-year event rates

Major Pre-specified _
Subgroups IMPROVEIT

Simvaf EZ/Simva'

Male 34.9 33.3
Female 34.0 31.0

Age < 65 years 30.8 29.9
Age 2 65 years 39.9 36.4

No diabetes 30.8 30.2
Diabetes 45.5 40.0

Prior LLT 43.4 40.7
No prior LLT 30.0 28.6

LDL-C > 95 mg/di 31.2 29.6
LDL-C = 95 mg/di 38.4 36.0

0.7 1.0 13 17-year
Ezetimibe/Simva Simva event rates

Better Better ., interaction = 0.023, otherwise > 0.05

11



IMPROVE-IT: DM vs no DM

KM Rates of Primary Endpoints

526 for non-diabelics & =<0 001 for dabelics
04
03
02
01
——— o dabetes, ezetmbelsrmastalin
|——— o diabetes, piacebo/smvastatin
Diabetes. ezetmise/simvastain
—— Disbees
00 =
No diabetes, ezedmibessimwastatin [ 297102 720 e T %08 5 %2
No diabetes, pacebosimiastatn | 2489 1923 1751 817 1430 969 3
Diabetes, ezetimibe/simvastatin | 6598 5531 so76  a7es 46 396 2817 1493
Diabetes, placebo/simvastatin (6604 448 6050 4758 4400 3315 2601 1514
o 1 2 3 4 H 6 7

Time (year) post-randomization

Giugliano RP. Circulation. 2018;137:1571]

IMPROVE-IT: poblacién >75 afios

A
os
04
g
H
&
02
00

KM Rates of Primary Endpoints in Subjects with age >=75

1003 for nondabelics &

——— o dabetes, ezetmbesmvastatn
|—— o dabetes, placeboisimastatin
es, ezetmbe/smvastaln

No diabetes, czetimibelsimvastatin
No diabetes, placeboisimvastatin
Diabetes, ezetimibe/simvastatin
Diabetes, placebo/simvastatin

T 0 I i TE G w T
02 300 258 28 200 133 0 Aa
1000 784 698 639 551 397 283 150
968 8 708 545 512 394 206 177
0 1 2 3 4 5 6 7

Time (year) post-randomization
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Giugliano RP. Circulation. 2018;137:15714

IMPROVE-IT: poblacién <75 afios

Probabilty

00

No diabees, ezetimibe/simvastalin
No diabetes, placebo!

Diabetes, ezetimibe/simvastatin

Diabetes, placebo/simvastatin

KM Rates of Primary Endpoints in Subjects with age <75

88 for non-diabetics &

[— o diabetes, ezetimbe/simvastatin

|— No diabetes, placebo/smvastatin
jabeles, ezeimibe/simvastatin

|—— Diabetes, placebolsimvastatin

7056 62T 7z =g Ti5 o1 EQ £
2057 10 148 13 1 7 3
5580 4747 48 4127 3805 2809 2334 1334
5636 4670 4344 413 3w 2o 2305 1337
o 1 2 3 4 5 6 7

Time (year) post-randomization
Giugliano RP. Circulation. 2018;137:1571

12



Algunas consideraciones

* Poblacion con DM de IMPROVE-IT tenian
caracteristicas diferentes:
¢ Tenian mayor edad

Mas mujeres

y hsPCR <2 mg

/L

Mayor cantidad con IAM o CABG previo
Mayor adherencia a tratamiento
Mayor cantidad de pacientes alcanzaron LDL <70 mg/dI

Mayor tasa de eventos musculares y biliares comparado

con poblaciéon no DM aunque sin diferencias entre
ezetimibe y placebo

Giugliano RP. Circulation. 2018;137:1571f
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Cochrane: fibratos y MACE

Sty or sibgroup Forates Pacsbolusal e sk Raio weight Rk Raio
N wn Mfedssxa MHFoxed95% CI

V7S iz L 1% 0 (078,126

e ms —_— 14% 061 (018,209

fELD 2005 e P [ sx amam 098]
FRST 2014 101 1n» — % 911006, 1450]
Frick 1987 6051 8772030 - 76% 71 {051,097]
SENDCAP 1998 1 w 6% Qw[00s322]
Subtotal (95% CI) 8087 8048 o 100.0 % 0.84[0.74,0.96 ]

Tota cverts 418 (Forates), 495 (Placcbolsual care)
Heteropencit: Ch = 400, =5 0
Testfor overall effect 7 = 26 (° = 00078)

0%

Jakob T. Cochr Datab Syst Rev. 2016;11:CD009753

Cochrane: fibratos y mortalidad

total

Sy orsibgroup Fotes  Pacebotusual care sk Ratio Wit sk Raio
o o Mbsbeasn Q MHst95% @

[
ccoRD 2010 o7y asn7as L carx 101 (078,131
Emmerch 2009 s s — 9% ani o419
ARST 2014 st 122 _— arx 091 (006 1450
ok 1987 ssnos1 o200 - 2r6% L0607, 161
EnDCAP 1978 s o Lox a3 (001 26)
Subtotal (95% CI) 4258 4213 100.0 % 1.01[0.81,1.26]

Total events: 155 (Fbrat

Heterogenity: Chét
Test for overall efect Z

Jakob T. Cochr Datab Syst Rev. 2016;11:CD009753
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Cochrane: fibratos y elevacién de
creatinina

Study or subgroup Fibrates. Pacebotusal are Risk Ratio Weight Risk Raio
N N MHFed95% O MHFedssk QO

Emmerich 2007 s 126 —t 2% 3200137783
ACCORD 2010 o730 279 L] 6% 187 1.64.2.14]
FRST 2014 3051 o9 02% &m {03, 12302]
Total (95% CI) 2099 2074 . 100.0 % 1.88[1.65,2.15]

Tota events 507 (Fbrates), 267 (Pacebolusialcare)
Heterogeneity: O = 077, &= 2 (P = 068):F =00%
Test for overall effect Z = 9.38 (P < 000001)
Tes for subgroup diferences: Not appicable

a o 0 s

Facurs s Faves b

Jakob T. Cochr Datab Syst Rev. 2016;11:CD009753

Fibratos y retinopatia
diabética

World First Approval for Fenofibrate in Diabetic
Retinopathy

Becky McCall
DISCLOSURES | November 29, 2013

The first approval of fenofibrate (Lipidil, Abbott) for a new indication — to slow
the progression of existing diabetic retinopathy in people with type 2 diabetes
— was granted in Australia last week.

14



4/14/18

@TIELD Results: retinal laser therapy

Placebo
Fenofibrate

HR =0.70
95% Cl = 0.58-0.85

L P=0.0003

=
)
°
2
s
El
£
S

Years from randomisation
Placebo 4900 4775 4664 4573 4472
“enofibrate 4895 4792 4701 4618 4502

ACCORD: progression de retinopatia y
pérdida de visién a 4 afios

Progression
of Diabetic  Adjusted Odds Moderate Vision Adjusted Hazard
Treatment Retinopathy  Ratio (95% CI) P Value Loss Ratio (95% CI) P Value
no. fiotal no. (%) no. /total no. (%)
Glycemia therapy 067 (0.51-0.87)  0.003 0388 (077-101) 006
Intensive 104/1429 (7.3) 409/1715 (23.8)
Standard 149/1427 (10.4) 457/1737 (26.3)
Dyslipidemia therapyt 0.60 (0.42-0.87)  0.006 095 (0.79-1.14) 057
With fenofibrate 52/806 (6.5) 227/956 (23.7)
With placebo 80/787 (10.2) 233/950 (24.5)
Antihypertensive therapy 123 (084-179)  0.29 117 (0.96-142) 012
Intensive 67/647 (10.4) 221/798 (27.7)
Standard 54/616 (8.8) 185/748 (24.7)

ACCORD Study Group. N Engl J Med. 2010;363:233)

Cochrane: fibratos y progresion
retinopatia

Study or subgrowp Fbrates Paccbolsal are Rk Rato Wei R Raio
N N MHFed95% O M HFed95% C1
FELD 2005 751500 Cl 50% 036]
Emmerich 2000 s - 77%
ACCORD 2010 o7 = 73% 2
1435 . 100.0 % 0.6710.56,0.81]
Testfo subgroup dferences: Not sppicable
S N S—

Jakob T. Cochr Datab Syst Rev. 2016;11:CD009753
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Cochrane: fibratos y casos nuvos

retinopatia
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Inhibidores de PCKS9 en
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ODYSSEY DM-DYSLIPIDEMIA
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Inhibidores PCSK9 y glicemia
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Inhibidores de PCSK9 y hbalc
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Conclusio

nes

* Aun dentro de los diabéticos tenemos que
estratificar el riesgo cardiovascular

* Presencia de lesion de érgano blanco,

especialmente insuficiencia renal 6 eventos CV

previos o multiples FR descontrolados le confieren

mayor riesgo

* Las estatinas siguen siendo primera linea de
tratamiento luego se pueden combinar con
ezetimibe o inhibidores de PCSK9

* Fibratos en retinopatia diabética?
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chenku2409@gmail.com

Puede descargar la
presentacion en:
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