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« Comparar guias: ADA, AACE, ALAD, ESC
* Recomendaciones en manejo de glucosa, presion arterial y lipidos
* Intrepretacion personal de guias




Decision Cycle for Patient-Centered Glycemic Management in Type 2 Diabetes
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ADA: A1C Goals (1).

6.4 A reasonable A1C goal for many nonpregnant adults is <7% (53 mmol/mol) A

6.5 Providers might reasonably suggest more stringent A1C goals (such as <6.5%
[48 mmol/mol]) for selected individual patients if this can be achieved without
significant hypoglycemia or other adverse effects of treatment (i.e.,
polypharmacy). Appropriate patients might include those with short duration of
diabetes, type 2 diabetes treated with lifestyle or metformin only, long life
expectancy, or no significant cardiovascular disease C
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ADA: A1C Goals (2).

6.6 Less stringent A1C goals (such as <8% [64 mmol/mol]) may be appropriate for
patients with a history of severe hypoglycemia, limited life expectancy, advanced
microvascular or macrovascular complications, extensive comorbid conditions,
or long-standing diabetes in whom the goal is difficult to achieve despite
diabetes self-management education, appropriate glucose monitoring, and
effective doses of multiple glucose-lowering agents including insulin B

6.7 Reassess glycemic targets over time based on the criteria in Fig. 6.1 or, in older
adults, Table 12.1 E

Table 12.2—Considerations for treatment regimen and in older adults
with diabetes (39,55)

When may treatment

Patient characterstics/ Reasonable ALC/ When may regimen deintensification/
health status treatment goal simplificaion be required? _deprescribing be required?
Healthy (few coenxisting AlC <7.5% «Patients can generaly  of severe or recument  o!f severe or recurrent
chronic iinesses, intact (58 mmal/mol) perform complex tasks to  hypoglycemia occurs in  hypoglycemia occurs in
cogaitive and functional maintain good glycemic  patientson insulintherapy _patients on noninsulin
status) control when health s (evenif ALCis appropriate)  therapies with high risk
stable «1f wide gucose excursions  of hypoglycemia (even if
« During acate ilness are dbserved AIC is appropriate)
patients may be more at o f cogritive or functional e f wide ghicose excursions
visk for administration or  deckine occurs following  are observed
dosing errors that can  acute ilness «In the presence of
result in hypoglyceia, polypharmacy
falls, fractures, etc
Complex/intermediate. AtC <8.0%  Comorbidiies may affect o f severe or recurrent s If severe o recurrent
{multiple coenisting (64 mmol/mol) self-management abiities hypoglycemia ocaurs i hypoglycemia occurs in
chronic lnesses or and capacty toavoid  patients on insuintherapy _patients on norinsulin
2+ instrumental ADL hypoglycemia (evenif ALC s appropriate)  therapies with high risk
impairments or mil-to- «Long-acting medication » f unable to manage of hypogiycemia (even if
moderate cogritive formuations may complexity of an insulin  ALC is appropriate)
impairment) decrease pill burden and  regimen o f wide ghicose excursions
complexity of medication «!f there is a signifiant  are observed
regimen change in social oIn the presence of

circumstances, suchas loss  polypharmacy
of caregiver, change in

Iiving situation, o financial

diffculties




AMERICAN ASSOCIATION OF CLINICAL ENDOCRINOLOGISTS
AMERICAN COLLEGE OF ENDOCRINOLOGY

AACE/ACE COMPREHENSIVE

TYPE 2 DIABETES
MANAGEMENT ALGORITHM

0 A
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GLYCEMIC CONTROL ALGORITHM

A1C <6.5%

LIFESTYLE THERAPY (

Entry A1C <7.5%

MONOTHERAPY. YR TTISD

2019 ESC Guidelines on
diabetes, pre-diabetes,
and cardiovascular diseases

@Esc

European Society
of Cardiology
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Recommendations for glycaemic control in individuals

with DM @Esc
European Societ
Recommendations Class Level of Cardiology |

Itis recommendedto apply tight glucose control, targetinga
near-normal HbA1c(<7.0% or <53 mmol/mol), to decrease
microvascular complicationsin DM.

Itis recommendedthat HbAlctargets are individualized
according to duration of DM, comorbidities, and age.

!

Avoid of hypogly iais r
The use of structured self-monitoring of blood glucose and/or
continuous glucose monitoring should be considered to lla

facilitate optimal glycaemic control.

An HbAlctarget of <7.0% (or <53 mmol/mol) should be
considered for the prevention of macrovascular lla G

complicationsin individuals with DM. .a
wwwescardio.org/guidelines £
Joums!2013 - doi/10.
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5.3 ;CUAL DEBE SER LA META
DE CONTROL GLUCEMICO
EN PACIENTES CON DM2?

5.3.1 La meta general de A1c en pacientes con dia-
betes tipo 2 debe ser menos de 7.0%.
Recomendacién A

5.3.2 En pacientes de menos de 60 afios de edad,
reciente diagnéstico y sin comorbilidades impor-

tantes, se puede considerar una meta de 6.5%.
Recomendacién de consenso

5.3.3 En el adulto mayor con deterioro funcional
importante y/o comorbilidades que limitan la ex-
pectativa de vida, se puede considerar una meta
de A1c hasta 8.0%

Recomendacién C




Comentarios...

« Si son los mismos estudios, por qué no nos ponemos de acuerdo
entre 6.5y 7.0%?
* Las metas hay que individualizarlas:
« Contexto clinico
« Disponibilidad terapéutica
* Objetivos terapéuticos
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Impact of Intensive Therapy for Diabetes:
Summary of Major Clinical Trials

Study Microvasc CVD Mortality
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Results — Nephropathy Outcome #1
Development of microalbuminuria
(urine albumin:creatinine ratio = 30 mg/g)
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Results — Nephropathy Outcome #2

Development of macroalbuminuria
(urine albumin:creatinine ratio = 300 mg/g)

Until Transition Through End of Study
06 o
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s 05

a4 HR (95% CI):
0.68 (0.54, 0.86)
03] P=0.0013

04| HR (95% CI):
0.71 (0.59, 0.86)
P'=0.0003

Proportion With Event
Proportion With Event
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ADVANCE

Major microvascular events

Number of patients with event

Intensive Standard  Favors | Favor Relative risk
(n=5,571) (n=5)569) Intensive| Standard _ reduction (95% CI)
Microvascular 526 605 == 14% (30 23)1
New or worsening retinopathy 332 349 S+ 5% (1010 18)
New or worsening nephropathy 230 20—t 21% (70 34)%
05 20

10
Hazard ratio

1P=0.01
1P=0.006
S
v
Tacrorae
ermrore
i

Por lo tanto...

« Deberiamos llevar al menos a 7% en la mayoria de los pacientes, a
menos que sean pacientes adultos mayores, fragiles o con corta
expectativa de vida

* Se puede tratar de llevar a menos de 6.5% en pacientes jovenes, de
recién inicio, especialmente si lo logramos con pocas hipoglicemias y
efectos adversos

* El beneficio es principalmente prevencién de apariciéon de microalbuminuria
en alrededor de 20%

* No es insignificante!
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Pardmetro

Hbalc <7% <6.5% <7% <7%

Como tratamos la hiperglicemia?

WITH ESTABLISHED ATHEROSCLEROTIC CARDIOVASCULAR

CHOOSING GLUCOSE-LOWERING MEDICATION IN THOSE @
DISEASE (ASCVD) OR CHRONIC KIDNEY DISEASE (CKD)
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ESTABLISHED ASCVD OR CKD

ASCVD PREDOMINATES e « If A1Cis above target despite
EREDOMINATES recommended first-line treatment and

PREFERABLY the patient has ASCVD or CKD:
:(:;u:l:vi/m’cx;i * ASCVD Predominates:
seqww’ * Add GLP-1 RA with proven CVD
convandensd o 14655 s benefit, OR
ettt * Add SGLT-2 inhibitor with proven

CVD benefit (if eGFR adequate)
* If HF or CKD Predominate
* Add SGLT-2 inhibitor with evidence

roquired or on * Avoid TZD in the

P S0 72 g of benefit
T e | e s * If can’t take an SGLT-2 inhibitor,
roven €D et use a GLP-1 RA with proven CVD
e benefit

-
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WITHOUT ESTABLISHED ASCVD OR CKO
! ! {

COMPELLING NEED TO MINIMIZE COST IS AMAJOR
LYCEMIA s
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Within many of these trials the benefit of treatment (in terms of MACE endpoints) was less pronounced in subjects with lower risk for ASCVD; however data from
'DECLARE-TIMI 58 and REWIND trials indicate that the CV benefits of SGLT2 inhibitors (in terms of reduction in the risk for heart failure hospitalization) and GLP-1
receptor agonists (in terms of lower risk of MACE) may extend to higher-risk type 2 diabetes patients in the primary prevention group. In addition, canaglifiozin
significantly reduced the risk of MACE events and hospitalization for HF in patients with diabetic kidney disease, regardless of prior ASCVD status. For patients at high
risk for cardiovascular events due to established ASCVD or multiple risk factors for ASCVD (which may include diabetic kidney disease), incorporating one of the SGLT2
inhibitors or GLP-1 receptor agonists that have been to events is 1,

Suggested citation: American Diabetes Association. 9. Pharmacologic Approaches to Glycemic Treatment: Standards of Medical Care in Diabetes—2019 [web
annotation). Diabetes Care 2019;42(Suppl. 1):590-5102.




* UPDATI

, consider use of a 2inhibitor in patients with an
KD who

1.3 For patients with type 2 diabetes and diabetic
€GFR = 30 and particularly in those with >300 mg/g albuminuria CKD progression, events, or both. A
are at increased risk for CV events, use of a glucagon-like peptide 1 receptor agonist may reduce risk of progression of albuminuria, cardiovascular events, or
both (Table 9.1). C

UPDATE: 11.8 Based on findings from the Canaglifiozin and Renal Events in Diabetes with Established Nephropathy Clinical Evaluation (CREDENCE) trial,
11.8n Section 11 Compl d Foot Care has b d and is no longer a

N Engl) Med 2019 April 14 [Epub ahead of

Reference: Perkovic V, Jardine M), Neal B, et al. Canaglif d in type 2 diab
print). https://doi.org/10.1056/NEJMoa1811744

Annotation published: june 3, 2019.
Annotation approved by PPC: May 26, 2019,

Suggested citation: American Diabetes Association. 11. Microvascular complications and foot care: Standards of Medical Care in Diabetes—2019 [web annotation.
Diabetes Care 2019;42(Suppl. 1):5124-5138.
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GLYCEMIC CONTROL ALGORITHM

POVATICE A 1C <6.5% [ oinacrr=tees [ A1C >6.50 frpiesnsomreneics

LIFESTYLE THERAPY (including Medically Assisted Weight Loss)

Entry A1C <7.5% Entry A1C27.5% Entry A1C>9.0%

MONOTHERAPY YR TTISD SYMPTOMS
= TRIPLE THERAPY
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Treatment algorithm in patients with T2DM and ASCVD or @ESc

European Society

high/very high CV risk - drug naive (1) st

a) Type 2 DM - Drug naive patients

ASCVD, or high / very high CV risk =]
(target organ damage or multiple risk factors)®

Metformin Monotherapy

If HbAw above target If HbAw above target

SGLT2i
GLP-1RA| jfaGrr | TZD

adequate
v

IfHoAw above target 3
' !

AddMetformin

[ 2

www.escardio.org/guidelines

10



Treatment algorithm in patients with T2DM and ASCVD or @ ESC

high/very high CV risk - drug naive (2)

European Society

of Cardiology
If HoAwcabove target
4 ’ RS
) (G- or
IfHow above target SGLT2i || SGLT2I | 1pp g | DPP-gi or

orTZD | orTzD

'

« Consider adding the

or leD GLP-1RA

'

other class (GLP-1RA IfHbAw above target

or SGLT2i) with proven v

CVD benefit Continue with addition of other
* DPP-4iif not on agents as outlined above
GLP-1RA v

 Basal insulin IfHbAw above target

*TZD (not in HF pat] o - v

«SU ¢ pat) Consider the addition of SU OR basal insulin:

* Choose later generation SU with lower risk of

hypoglycaemia

« Consider basalinsulin with lower risk of hypoglycaemia /&

Esc

www.escardio.org/guidelines

Journai 2018 - doi/ 10
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Recommendations for glucose-lowering treatment in DM (1) @ ESC

Recommendations
SGLT2 inhibitors

Empagliflozin, canagliflozin, or dapagliflozin are recommendedin
patients with T2DMand CVD or at very high/high CV riskto reduce CV
events.

Empaglifiozin is recommended in patients with T2DM and CVD to
reduce theriskof death.

European Society
of Cardiology

Class  Level

orsc

www.escardio.org/guidelines

Recommendations for glucose-lowering treatmen

Recommendations
GLP1-RAs

Liraglutide, semaglutide or dulaglutide are recommended in patients
with T2DM and CVD or at very high/high CV riskto reduce CVevents.

Liraglutide is recommended in patients with T2DM and CVD or at very
high/high CV riskto reduce the riskof death.

Esc

tinDM (2) @ ESC

European Society
of Cardiology

® o

www.escardio.org/guidelines

12019- doi/10.

11



Recommendations for glucose-lowering treatment in DM (3) @ ESC
European Society
o Cocoodn

Recommendations Class Level
Biguanides

Metforminshould be consideredin overweight patients with T2DM

without CVDand at moderate CV risk. D <
Insulin

Insulin-based glycaemic control should be consideredin patients with
ACS with significant hyperglycaemia (>10 mmol/L or >180 mg/dL), with lla C
the targetadapted according to comorbidities.

® i

[

www.escardio.org/guidelines

Journa12018 - doi/10.
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Recommendations for T2DM treatment to reduce heart @ ESC
EL

failure risk (1) Goropen oty

Recommendations Class Level

SGLT2inhibitors (empagliflozin, canagliflozin, dapagliflozin) are

recommended to lower risk of HF hospitalization in patients with

DM.

Metformin should be considered for DM treatment in patients with HF, if lla ¢

the eGFRis stable and >30 mL/min/1.73 m?

GLP1-RAs (lixisenatide, liraglutide, semaglutide, exenatide, dulaglutide)

have a neutral effect on the risk of HF hospitalization, and may be b

considered for DMtreatment in patients with HF.

v escardio.org/guidelines e

10

Recommendations for the prevention and @ESc
management of CKD in patients with DM (2) it

Recommendations Level

Treatment with a SGLT2 inhibitor (emplagliflozin, canagliflozin,
dapaglifiozin)is associated with a lower risk of renal endpoints and is
recommendedif eGFR is 30 to <90 mL/min/1.73 m?).

Treatment with the GLP1-RAs liraglutide and semaglutide is associated
with a lower risk of renal endpoints and should be considered for DM lla
treatment if eGFR is>30 mL/min/1.73m?

Class
A RAAS blocker (ACEIl or ARB) is recommended for the treatment of
hypertensionin DM, particularly in the presence of proteinuria,
microalbuminuria, or LVH.

[

wwwescardio.org/guidelines

Journ12018 - doi/10
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I Si tiene IMC 2 35 kg/m” o es candidato a remisién, considerar programa cirugia bariatrica, dieta muy bajas calorias, medicamentos anti-obesidad

Paciente clinicamente estable

St Perdida de peso recient
mitico, deshi

Metformina + ISGLT2
Preferirsi hay v f
30 mi/min 0 macroalbuminuria)
Metformina + IDPP4
ir i edad >75 afios o nefropatia (TFGe <30 mi/min)
jiado)

& otecdi
Preferirsi 530 ko/m?) 2%
Wetformina + Sulfonilurea 23.G ) |m..m se estabic

Metformina
Titular

Formulacion XRsi [ Homu27% |

‘hay intolerancia.

(Utilizar si no es posible alguna de las opciones anteriores

JMRORTANIEL l -~ + Insulina basal.
Cada 3 a 6 meses - G
estilode vida y modifcar tratamiento | ( Metformina-+SGLT2 + IDPP4
e » Sulfonilurea se debe
o se pierde of y ) =
e e reducir o suspender
EVITE LA INERCIAIl Preferir i persiste obesidad (IMC >30 kg/m?)
Metformina + Sulfonilurea 22 G + SGLT2 o iDPP4
Utilzar i no hay otra opcidn

Preferirsi persiste exceso peso
e

IMC 525 kg/m?, HbA, <6.5%-7% o
' o et

Preferirsi persiste pérdida peso,
de

remisicn, control lescompensacicn clinica
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13.2.7 El tratamiento con un inhibidor de SGLT-2 (em-
pagliflozina, canagliflozina o dapagliflozina) se
asocia a un menor riesgo de deterioro de la fun-
cién renal.

13.2.8 El tratamiento con un agonista GLP-1 (liraglu-
tida o semaglutida) se asocia a un menor riesgo
de deterioro de la funcién renal.

14.6.4 En pacientes con elevado riesgo cardiovascu-
lar o enfermedad cardiovascular documentada, el
tratamiento con el inhibidor del cotransportador de
sodio-glucosa tipo 2 (iSGLT-2) los inhibidores de
SLGT2 disminuye el riesgo de hospitalizacién por

insuficiencia y de muerte cardiovascular

14.6.5 El tratamiento farmacolégico para la insufi-
ciencia cardiaca sistdlica en pacientes con diabetes
incluye tres tipos de antagonistas neurohormona-
les: los inhibidores de la enzima convertidora de
angiotensina (IECA) o bloqueadores del receptor de
angiotensina 2 (ARA2), los beta-bloqueadores (BB)
metoprolol, bisoprolol y carvedilol, y los antagonis-
tas del receptor de mineralocorticoides espironolac-
tona y eplerenona.

13



Reflexiones...

« Tenemos suficiente evidencia para quitar de primera linea a
metformin en pacientes con enfermedad cardiovascular?
* UKPDS no es la mejor evidencia cientifica para los estdndares de hoy
« Es la referencia mas citada pero no es la tnica

8/11/19

Metanalisis: metformin y mortalidad
cardiovascular

Metformin Control RR

Study or subgroup Events Total Events Total Weight M-H, fixed (95% Cl) M-H, fixed (95% CI)
Chiasson et al (2007a) [24] 0 & 0 8 Not estimable

Chiasson et al (2001b) [24] o 76 0 8 Not estimable

DeFronzo et al (1995a) [25] 0 143 0 U6 Not estimable

DeFronzo et al (1995b) [25] 0 213 0 209 Not estimable

Hermann et al (2001) [20] 0o 1 0 15 Not estimable

Holman et al (2008) [21] 81 2 120 411 623%  081(064,103) o

Horton et al (2000a) [26] 1178 0 172 03% 290(012,7069)

Horton et al (2000b) [26] 0 18 0 1% Not estimable

Hallsten et al (2002) [19] 0 18 0 14 Not estimable

Kooy etal (2009) [22] 4 196 1 194  06% 3.96(0.453510) 1
Rachmani et al (2002) [27] 50 195 52 198 205%  0.98(0.70,136) 1

UKPDS (1998) [12] 25 268 13 260 74%  1.93(1.01,369)

Total (95% CI) 1858 1927 1000%  0.97(0.80,1.16)

Total events 161 86

Heterogeneity: 72 = 8.4, df = 4 (p = 0.08); = 53%

Test for overall effect: Z=0.36 (p = 0.72) T T

001 01 10 100
Favours (metformin)  Favours (control)

Griffin sj. Diabetologia. 2017,60:1620

Metanalisis: metformin e IAM

Metformin Control RR RR
Study or subgroup Events Total Events Total Weight M-H, fixed (95% CI; M-H, fixed (95% CI|
Gram etal (2011) (23] 15 184 16 187 74 0.05 (0.49, 1.87)
Hermann et al (2001) [20] 116 0 15 02% 282(0.12 64.39)
Holman et al (2008) [21] 81 342 126 411 523% 0.77 (0.61, 0.98) -
Hallsten et al (2002) [19] 1 13 o 14 02% 3.21(0.14,72.55) —_—
Kooy et al (2009) [22] 4 19 4 194 18% 0.99 (0.25, 3.90) —
Rachmani et al (2002) [27] 51 195 53 198 240%  0.98(0.70,1.36) -+
UKPDS (1998) [12] 33 268 31 260 141%  1.07(0.67,1.69) .
Total (95% CI) 1214 1288 100.0% 0.89 (0.75, 1.06) 4
Total events 18¢ 230
Heterogeneity: 22 = 3.50, df = 6 (p= 0.74); P=0%
Test for overall effect: Z=1.33 (p = 0.18) 001 041 10 100

Favours (metiormin)  Favours (control)

Griffin Sj. Diabetologia. 2017:60:1620
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Reflexiones...

« Tenemos suficiente evidencia para quitar de primera linea a
metformin en pacientes con enfermedad cardiovascular?
* UKPDS no es la mejor evidencia cientifica para los estandares de hoy
« Es la referencia mas citada pero no es la tnica
* Es una droga barata, segura, disponible en la mayoria de los lugares
del mundo
* Depende de la rigurosidad con la que se quiere interpretar los
ensayos clinicos
* No hay interés comercial en hacer un estudio comparativo directo
entre metformin y alguno de los agentes nuevos en desenlaces CV

8/11/19

Reflexiones

* En todos los demas, mas o menos de acuerdo:
* Alto riesgo CV o prevencion secundaria: iSGLT2 6 arGLP-1
* Nefropatia: iSGLT2 (mayor evidencia) 6 arGLP-1 (menor evidencia)
* Falla cardiaca: iSGLT2

Como iniciar inyectables?

15



Use principles in Figure 91

INITIATION FOR GLP-1RA

It sartng dose

[ ——

Consider: + INITIATION + TITRATION

+ G rain to manon
dose (rriscros coss)

INITIATION FOR BASAL

+ S0l adu 08
o1, INMATION

21Ut doy e
Forpatient on GLP-ARA NG |« foncLrp1mase
TITRATION FOR BASAL basalinsulin 107 dose steps (ol 4)
© ettt utn's Raang
© SerPG ettt e Consider + INITIATION « TITRATION insuin (Dosl.ra or GiarL i)
b, gt Sut note max doseof insuin in
+ s s s thrston e FRCs TITRATION

vy i oo G 7 = Toatoto 95 et

and sttty

v dosa by 020K,

8/11/19

e cony 3%,

+ 3ty cr0mot s s

et
£ e ot e e
INmIATION

B o3 o

{ Conor wicaor § | s el com e
Conetponng oo by 10-20% ©oweetmesdaiy ;| DYEET

 Coremicioin’

P

INTIATION OF STEPWISE
PRANDIAL p——

e et B

—
TITRATION FOR PRANDIAL

Procsed to FULL basal-

T

o, ooesvor

GLYCEMIC CONTROL ALGORITHM

POl A1C <6.5% [miiniinrntees | AIC>6.5% Ll s

LIFESTYLE THERAPY (including Medically Asssted Welght Loss)
Entry A1C <7.5% Entry A1C27.5% Entry A1C>9.0%
MONOTHERAPY UL HERAR sYMPTOMS
Mettormin TRIPLE THERAPY'
— GpaAD
apraan e —  piaan
=-. sourai —
— ; ovra v s
. 720 0

Ty Basal lsull

Coleseveam ovpal
Colesevelam

aromocriptine OR ADD OR INTENSIFY
—_— INSULIN

Bromocrptine QR

LEGEND

DISEASE — )

PROGRESSION OF

16



ALGORITHM FOR ADDING/INTENSIFYING INSULIN

START BASAL (Long-Acting Insulin) INTENSIFY (Prandial Control)

ATC 8% AIC>8% Add Prandial Insulin

add
GLP1-RA
TDD (04-02; TDD 0.2-03 Urkg) l I
Basalpis 1,
Insulin titration every 2-3 days Plus 2, Plus 3 e
e ki

+ start; 10 of + Start:so%of T0D.
basal dose or nthree doses.
Sunits before meals

(Consider discontinuing or reducing sulfonylurea after
starting basal insulin (basal analogs preferred to NPH) - -

Insulin titration every 2-3 days to reach glycemic go
*Glycemic Goal

8/11/19

Reflexiones

* arGLP-1 deberia ser el primer inyectable
« ... limitante es el costo!

« Es una alternativa para intensificacion

« Facilidad de usar un Unico dispositivo

Metas de presion arterial
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Hypertension/Blood Pressure Control:
Treatment Goals (1).

10.3 For patients with diabetes and hypertension, blood pressure targets should be
individualized through a shared decision-making process that addresses
cardiovascular risk, potential adverse effects of antihypertensive medications,
and patient preferences C

10.4 For individuals with diabetes and hypertension at high cardiovascular risk
(existing atherosclerotic cardiovascular disease or 10-year atherosclerotic
cardiovascular disease risk >15%), a blood pressure target of <130/80 mmHg
may be appropriate, if it can be safely attained C

8/11/19

Hypertension/Blood Pressure Control:
Treatment Goals (2).

10.5 For individuals with diabetes and hypertension at lower risk for cardiovascular
disease (10-year atherosclerotic cardiovascular disease risk <15%), treat to a
blood pressure target <140/90 mmHg A

10.6 In pregnant patients with diabetes and preexisting hypertension who are
treated with antihypertensive therapy, blood pressure targets of 120-160/80-105

mmHg are suggested in the interest of optimizing long-term maternal health and
minimizing impaired fetal growth E

Recommendations for the Treatment of
Confirmed Hypertension in People With Diabetes

RS— v
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ASCVD RISK FACTOR MODIFICATIONS ALGORITHM

DYSLIPIDEMIA HYPERTENSION

LIFESTYLE THERAPY (including Me isted Weight Loss)
GoAL: ssTOLIC <130,
AN DIASTOLIC <80 mm Hg

STATIN THERAPY ACEL  Forinialblood pressure
76,3500 Mg/, flbrates, Rgrade omega-3 faty acids,nacin o Hg

ARB  DUAL THERAPY

RISK LEVELS VERYHIGH  exrreme [T

Intensiy festyle therapy (welght oss, physcal actiy dietary

ot at desiable levels: qhanges)and gycemic contol consider adaitional terapy

Tolower LDLC: Intensiy statin, add zetimibe, PCSKS), colesevelam,or niacin
Tolower NorvHDLC TG:  Intensiystat andior add e rade OMS3 fatty acid,flrate, andior iacn
Tolower Apo?, Intensiy stoin andior add ezetmibe, PCSKD, colesevelam,and/or iacn
Tolower LDLCIN FHEs* St + PCEKSI

Assess adequacy & toleranceof therapy wih focused Iaboratory evalations and patient follow-up.

8/11/19

Recommendations for the management of BP in patients
with DM and pre-DM (1) @Esc

European Society

T Tilogy
Recommendations Class Level
Treatmenttargets

Antihypertensive drugtreatment is recommended for people with
DM when office BP is >140/90 mmHg.

It is recommended that patients with hypertension and DM are treated
in anindividualized manner. The BP goal is to target SBP to 130 mmHg
and <130 mmHg if tolerated, but not <120 mmHg. In older people (aged
>65 years), the SBP goal is to a range of 130 - 139 mmHg.

Itis recommended to target DBP <80 mmHg, but not <70 mmHg.
An on-treatment SBP of <130 mmHg may be considered in patients at

particularly high risk of a cerebrovascular event, such as those with a
history of stroke.

www.escardio.org/guidelines

1.1 ;_CUA'L DEBE SER LA META
DE PRESION ARTERIAL EN
UN PACIENTE CON DM2?

11.1.1 Se debe alcanzar una meta entre 130 mmHg y
140 mmHg para la presién arterial sistdlica (PAS),
y menor o igual a 80 mmHg para la presién arte-
rial diastélica (PAD). En mayores de 65 afios, la
meta para la sistélica es 130-139
Recomendacién B
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Reduccion de eventos segun PA inicial
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Emdin CA. JAMA. 2015;313:603

Reflexiones

« De donde viene entonces las metas mas estrictas (<130 mm Hg de
PAS)?

 Son extrapolaciones del SPRINT, que no incluyd pacientes diabéticos!

* Si hay evidencia que metas mas estrictas pueden ser beneficiosos
para el rifion e ictus, pero no tenemos datos suficientes para el
corazén

* Por lo tanto... al menos <140 mm Hg PAS y si se puede llevar a <130
mm Hg sin efectos adversos (ortostatismo)

LDLY AACE ESC LAD
Hbalc <7% <6.5% <7% <7%
Presion <130 mm Hg (alto <130 mm Hg 120-130 mm Hg <140 mm Hg
sistdlica riesgo)
<140 mm Hg (riesgo
intermedio)
Presion <80 mm Hg (alto <80 mm Hg 70-80 mm Hg <80 mm Hg
diastélica riesgo)
<90 mm Hg (riesgo
intermedio
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Manejo de dislipidemia

8/11/19

Lipid Management:
Statin Treatment (1).

10.19 For patients of all ages with diabetes and atherosclerotic cardiovascular
disease or 10-year atherosclerotic cardiovascular disease risk >20%, high-
intensity statin therapy should be added to lifestyle therapy A

10.20 For patients <40 years with additional atherosclerotic cardiovascular disease
risk factors, the patient and provider should consider using moderate-intensity
statin in addition to lifestyle therapy C

10.21 For patients with diabetes aged 40-75 years A and >75 years B without
atherosclerotic cardiovascular disease, use moderate-intensity statin in addition

to lifestyle therapy.

s updated based on the outcome of Reduction of Cardiovascular Events with Icosapent Ethyl-Intervention Trial (REDUCE-IT), which determined the
addition of icosapent ethyl to statin therapy for patients with high triglyceride levels reduced cardiovascular events. The Standards of Care now include a
recommendation that icosapent ethyl be considered for patients with diabetes and atherosclerotic cardiovascular disease (ASCVD) or other cardiac risk
factors on a statin with controlled LDL-C, but with elevated triglycerides (135-499) to reduce cardiovascular risk
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ASCVD RISK FACTOR MODIFICATIONS ALGORITHM

DYSLIPIDEMIA HYPERTENSION

LIFESTYLE THERAPY (ncluding Med . Welght Loss)

T GOAL: s¥sTOLIC <130,
EIRIREANESS _ L DIASTOLIC <80 mm Hg

STATIN THERAPY
76,3500 Mg/, flbrates, Rgrade omega-3 faty acids,nacin

Fornial blood pressure

RISK LEVELS VERYHIGH  EXTREME

Add calium channel blocker,

blocker or thiazide diuretc
Intensiy festyle therapy (welght oss, physcal actiy dietary Add next agent from

ot atdesiable levels: 4 ‘group

hanges) and gycamic contro consider addionsl therapy o

Tolower LDL: Intensiy statn, add ezeimibe, PCSK), colesevela, o oo
Tolower NorvHDLC TG:  Inensiystat andior acd cgrade OM3 faty acid,florate, andior il e
Tolower ApoB,LDLP:  Itensiytatn andior add setimibe, PCSKD, colesevear, i
Tolower LDLCnFHE4*  Statn + PCSKO,

Achievement of target blood
Assess adequacy & toleranceof therapy wih focused Iaboratory evalations and patient follow-up. pressure s critical

8/11/19

Central lllustration Upper panel Treatment goals EAS @ @ ESC
for low-density Iiroprotein cholesterol (LDL-C) across ©§rrcoanrz‘a;\‘5melv
categories of total cardiovascular disease risk o

Treatmentgoal
SCORE <1%
oy T
S T +Young patients (T1DM <35 years; T2DM <SOyears) with DM
(116mg/dL) duration <10years without other risk factors
N +SCORE 25% and <10%
“Markedly elevated single risk factors, in particular TC>8 mmol/L (310
~ mg/d)or LDLC 4.9 mmoiA. (130mg/ct)or BP2IBYLI0 mimig
FH without other major risk factors
“Moderate CKD (GFR 30-59 mU/min)
9 ~DMw/otarget organ damage, with DM
1.8mmol/L duration 210years or other additional risk factor
LRI (70 mg/dL) “ASCVD (cirical/maging)
i e ———
4 <P wit orwith ancther major
from baseline [ S—_—_y it
(55 mg/dL) +DM& target organ damage:23 majorriskfactors;
or early onset of TIOMoflong duration (-20 years)
'Y H
Low Moderate High _ very-High CVRisk Py

2019

www.escardio.org/guidelines

12.1 ;CUALES SON LAS METAS
DE PERFIL LIPIDICO EN
EL PACIENTE CON DM2?

12.1.1 El nivel de colesterol de LDL (cLDL) recomen-
dado para las personas con diabetes sin enfer-
medad cardiovascular (ECV) es < 100 mg/d. EI
nivel correspondiente para los casos en preven-
cién secundaria es < 70 mg/dl. Valores atin me-
nores (< 55mg/dl) aplican para casos con muy
alto riesgo (CHD o con complicaciones crénicas.
Recomendacién A

12.1.2 Es deseable mantener un nivel de triglicéridos
<150 mg/dl y un nivel de colesterol HDL > 40 mg/dl.
Recomendacién C
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Comentarios

* Las metas de LDL se derivan del promedio de LDL alcanzado en los
ensayos de estatinas

* No hay ensayos clinicos disefiados con metas de LDL

« Sin embargo, hasta el momento los estudios que han comparado una
nueva intervencién y bajar mas el LDL ha sido efectivo en reducir
MACE, al menos ezetimibe e inhibidores de PCSK9

* Los 2 ensayos realizados en prevencion primaria en DM (CARDS y
HPS-DM) han sido en pacientes >40 afios con factores de riesgo
adicionales (retinopatia, microalbuminuria, tabaquismo)

8/11/19

Pardmetro ADA AACE ESC ALAD
Hbalc <7% <6.5% <7% <7%
Presion <130 mm Hg (alto <130 mm Hg 120-130 mm Hg <140 mm Hg
sistdlica riesgo)
<140 mm Hg (riesgo
intermedio)
Presion <80 mm Hg (alto <80 mm Hg 70-80 mm Hg <80 mm Hg
diastélica riesgo)
<90 mm Hg (riesgo
intermedio
LDL Alto riesgo estatinas <55 mg/diriesgo <55 mg/dimuyalto <55 mg/dl muy alto
alta intensidad extremo riesgo riesgo
<70 mg/dl altisimo <70 mg/dl alto riesgo <70 mg/d
40-70 affos sin ECV riesgo <100 mg/dl riesgo prevencién
estatinas de intensidad <100 mg/dl alto moderado secundaria
riesgo <100 mg/dl sin ECV

Conclusiones

* Metformin sigue siendo primera linea en mayoria de guias

« Segundo agente va a depender de la presencia de enfermedad
cardiovascular, enfermedad renal crénica o falla cardiaca

* Primer inyectable deberia ser arGLP1
* Post insulina basal una forma de intensificar es con arGLP1
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Preguntas...

chenku2409@gmail.com

Puede descargar la
presentacion en:

;5[]
o

www.EndoDrChen.com

8/11/19
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