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PROFESS

Impacto de la FC basal sobre la mortalidad, discapacidad y
deterioro cognitivo tras un AVC icquémico

Indice de Barthel alos 3 meses
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PROFESS

Impacto de la FC basal sobre la mortalidad, discapacidad y
deterioro cognitivo tras un AVC icquémico

Minimental Test < 24 (demencial inicial)

P < 0,001
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Asociacion de grasa epicardica
con IAM en poblacion general.

Sin ajustar

Ajustado edad y sexo

+ factores riesgo
convencionales

+ score calcico
coronario

2,24 (1,24 - 2,88)

1,63 (1,23 -2,17)

1,54 (1,09 - 2,19)

1,50 (1,07- 2,11)

<0,001

0,001

0,01

0,02

AA Mahabadi 2949
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Angiotensin-converting enzyme inhibitors reduce
mortality in hypertension: a meta-analysis

of randomized clinical trials of
renin—-angiotensin—-aldosterone system inhibitors

involving 158 998 patients
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All-cause mortality: effect of ACE inhibitors

Random effects model

HR (95% CI)
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All-cause mortality: effect of ACE inhibitors

Random effects model
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All-cause mortality: effect of ARBs

Random effects model

HR (95% CI)

RENAAL (losartan)

IDNT (irbesartan)

LIFE (losartan)

SCOPE (candesartan)
VALUE (valsartan)

MOSES (eprosartan)

JIKEI HEART (valsartan)
PRoFESS (telmisartan)
TRANSCEND (telmisartan)
CASE-J (candesartan)
HIJ-CREATE (candesartan)
KYOTO HEART (valsartan)
NAVIGATOR (valsartan)

Overall

(N=82 383)

1.03 (0.83-1.29)
0.92 (0.69-1.23)
0.88 (0.77-1.01)
0.96 (0.81-1.14)
1.04 (0.94-1.14)
1.07 (0.73-1.57)
1.09 (0.64-1.85)
1.03 (0.93-1.14)
1.05 (0.91-1.22

0.85 (0.62-1.16)
1.18 (0.83-1.67)
0.76 (0.40-1.30)
0.90 (0.77-1.05)

0.99 (0.94-1.04)

Eur Heart J 2012; 33:2088-2007.




ALTITUDE: Aliskirén en
diabéticos con enfermedad renal

ALISKIREN vs PCB (+IECAs/ARA2 en ambos brazos) en diabéticos
con enfermedad renal (FG<60 6 macroalbuminuria)

Objetivo: disminuir eventos CV y renales

End-point principal 767 (17,9%) 721 (16,8%) p=0,14
Ictus 146 (3,4%) 118 (2,7%) p=0,07
K+= 6,0 (8,8%) (5,6%)

Parving HH et al.



ALTITUDE: Aliskirén en
diabéticos con enfermedad renal

cEl riesgo es debido al propio aliskiréen,
0 al doble bloqueo?
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K+= 6,0 (8,8%) (5,6%)

Parving HH et al.



Catheter-Based Radiofrequency
Renal Nerve Ablation

 Standard interventional technique —
« 4-6 two-minute treatments per S
artery \e
» Proprietary RF Generator \
- Automated
- Low-power

- Built-in safety algorithms




Treat Distal to Proximal
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Office BP 18 months Post Procedure

Systolic BP (mmHg)

Primary Endpoint

Randomization reached”
220 - l
183 (n= 191 (n=37)
350 * 178 (n=52)
166 (n=39) -
&7 : 162(n=31)
—n
151(n= 47)
147 (n=49) o
T 0\. 145 (n=43)
140 -
B Control
Crossover
B RDN
100 , | | |
Baseline 6M Baseline 6M Post RDN 12M Post RDN 18M Post RDN

6M Post RDN 12M Post RDN 18M Post RDN

*Patients randomized to control were offered RDN following the primary endpoint assessment.
Only patients still meeting entry criteria (SBP =z 160 mmHg) were included in this analysis (n=37)




Office BP 18 months Post Procedure

 Eficaz: reduce PA 30mmHg
 No reinervacion posterior
« Pocas complicaciones

« Exclusiones: arteriopatia renal e
insuficiencia renal

« Gran expansion: > 5.000 casos efectuados

Fallc - Ul Ywelie olicicu N Wil c y SHJdpo - - IR
Only patients still meeting entry criteria (SBP = 160 mmHg) were included in this analysis (n=37)
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European Guidelines on cardiovascular disease

prevention in clinical practice (version 2012)

The Fifth Joint Task Force of the European Society of Cardiology
and Other Societies on Cardiovascular Disease Prevention in Clinical
Practice (constituted by representatives of nine societies

and by invited experts)

Developed with the special contribution of the European Association
for Cardiovascular Prevention & Rehabilitation (EACPR)’

Authors/Task Force Members: Joep Perk (Chairperson) (Sweden)*, Guy De Backer!'
(Belgium), Helmut Gohlke' (Germany), lan Graham' (Ireland), Zeljko Reiner?
(Croatia), Monique Verschuren' (The Netherlands), Christian Albus? (Germany),
Pascale Benlian' (France), Gudrun Boysen® (Denmark), Renata Cifkova® (Czech
Republic), Christi Deaton! (UK), Shah Ebrahim' (UK), Miles Fisher® (UK),
Giuseppe Germano! (Italy), Richard Hobbs'” (UK), Amo Hoes” (The Netherlands),
Sehnaz Karadeniz® (Turkey), Alessandro Mezzani! (ltaly), Eva Prescott! (Denmark),
Lars Ryden' (Sweden), Martin Scherer’ (Germany), Mikiko Syvanne’ (Finland),
Wilma J.M. Scholte Op Reimer' (The Netherlands), Christiaan Vrints' (Belgium),
David Wood' (UK), Jose Luis Zamorano' (Spain), Faiez Zannad' (France).

Other cxperts who contributed to parts of the gulde lines: Marie Therese Cooney (Ireland).

ESC Committee for Practice Guidelines (CPG): Jeroen Bax (Chadrman) (The Netherlands), Helmut Baumgar toer
(Germany), Claudio Ceconi (Maly), Veronica Dean (France), Christi D eaton (UK), Robert Fagard Belgium),
Christian Fund Brentano (France), David Hasdai (lsrael ), Amo Hoes (The Netherlands), Paulus Kirchhol
(Germany) Jubani Knuuti (Raland ), Philippe Kolh (Belgium), Theresa MdD ona gh (UK), Cyril Moulin (Frunce),
Bogdan A Popescu (Romania), idiko Reiner (CGroatia), Udo Sechiem (Germany), Per Anton Simes (Norway)
Michal Tendera (Poland ), Adam Torbickd (Poland), Alec Valanian (France), Stephan Wind ecker (Switzerland ).

Docume nt Reviewers Christian Funck-Brentano (CPG Review Coordinator) (Franae ) Per Anton Simes (CPG
Revew Coordinator) (Norway), Viaor Aboyars (France), Bdusrdo Alegria Exquerr (Spain ), Colin Baigent (UK)




Recomendaciones manejo hiperlipidemia

Recommendations

The recommended target levels are <5 mmol/L (less than ~190 mg/dL) for total plasma cholesterol and
<3 mmol/L (less than ~1 15 mg/dL) for LDL cholesterol for subjects at low or moderate risk.

In patients at high CVD risk, an LDL cholesterol goal <2.5 mmol/L (less than ~100 mg/dL) is recommended.

In patients at very high CVD risk, the recommended LDL cholesterol target is <|.8 mmol/L (less than ~70 mg/dL)
or a 250% LDL cholesterol reduction when the target level cannot be reached.

All patients with familial hypercholesterolaemia must be recognized as high-risk patients and be treated with
lipid-lowering therapy.

In patients with an ACS, statin treatment in high doses has to be initiated while the patients are in hospital.

Prevention of non-haemorrhagic stroke: treatment with statins must be started in all patients with established
atherosclerotic disease and in patients at high risk for developing CVD.Treatment with statins must be started
in patients with a history of non-cardioembolic ischaemic stroke.

Occlusive arterial disease of the lower limbs and carotid artery disease are CHD risk-equivalent conditions and
lipid-lowering therapy is recommended.

Statins should be considered as the first-line drugs in transplant patients with dyslipidaemia.

FY

Chronic kidney disease (stages 2-5,i.e. GFR <90 mL/min/1.73 m?) is acknowledged as a CHD risk-equivalent and
the LDL cholesterol target in these patients should be adapted to the degree of renal failure.




Recomendaciones manejo hiperlipidemia

Recommendations Class?®

The recommended target levels are <5 mmol/L (less than ~190 mg/dL) for total plasma cholesterol and
<3 mmol/L (less than ~I 15 mg/dL) for LDL cholesterol for subjects at low or moderate risk.

In patients at high CVD risk, an LDL cholesterol goal <2.5 mmol/L (less than ~100 mg/dL) is recommended.

In patients at very high CVD risk, the recommended LDL cholesterol target is <|.8 mmol/L (less than ~70 mg/dL)
or a 250% LDL cholesterol reduction when the target level cannot be reached.

All patients with familial hypercholesterolaemia must be recognized as high-risk patients and be treated with
lipid-lowering therapy.

In patients with an ACS, statin treatment in high doses has to be initiated while the patients are in hospital. 1

Prevention of non-haemorrhagic stroke: treatment with statins must be started in all patients with established
atherosclerotic disease and in patients at high risk for developing CVD.Treatment with statins must be started 1
in patients with a history of non-cardioembolic ischaemic stroke.

Occlusive arterial disease of the lower limbs and carotid artery disease are CHD risk-equivalent conditions and

lipid-lowering therapy is recommended. I
Statins should be considered as the first-line drugs in transplant patients with dyslipidaemia. lla
Chronic kidney disease (stages 2-5,i.e. GFR <90 mL/min/1.73 m?) is acknowledged as a CHD risk-equivalent and la

the LDL cholesterol target in these patients should be adapted to the degree of renal failure.
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Mortality and cardiovascular risk associated
with different insulin secretagogues compared
with metformin in type 2 diabetes, with or
without a previous myocardial infarction:

a nationwide study

Tina Ken Schramm '*, Gunnar Hilmar Gislason?, Allan Vaag?,

Jeppe Nergaard Rasmussen®, Fredrik Folke®, Morten Lock Hansen?,

Emil Loldrup Fosbgl?, Lars Keber !, Mette Lykke Norgaard?, Mette Madsen®,
Peter Riis Hansen?, and Christian Torp-Pedersen?

011; arkom pubish-cheatofdree & Aprl 2011

See page 1832 for the editorial comment on this article (dok:10.109 Veurheartjichr0 19)

Alms The impact of inséin secretagogues (1S3) on long-term major cinical outcomes n type 2 dabetes remains unclear.
We camined mortaiity :nd cardiovascular risk assocized with 2l avatable s companed with metfonmin ina mation-
wide study.

All Darish residents 20 years intating sngleagent [Ss or metformin between 1997 and 2006 were ioliowed for wp
to 9 years (medan 13 years) by individual-evel inkage of mtionwide regsters. All.cuse moralty, crdovascular
montaity, and the composte of myocrdal infarcion (M), stroke, and cardiovascuar mortality assocated with ind-
vidual Bs were nvestiated n patients with or without previous Mi by multivanable Cox proportiomi-tuzand ana.
fyses including propensity amiyses. A total of 107 806 subjacts were included, of whom 9607 had prevous ML
Compand with metformin, gimepiride (hazard ratios and 95% confidence intervals): 1.32 (1.24-1.40), ghenciamide
119 (1.11-1.28). gipizde 127 (1.17-1.38), and tcbutimide 128 (1.17-1.39) were amociated with increased al-
cuse morhlity in patients without previous ML The comespanding resulls for patients with previous Ml were as
follows gimepinde 130 (1.11-1.44), gbenclamide 1.47 (122-1.76), ghpizde 153 (1.23-1.89). and tobutamide
147 (1.17 -184). Results for ghickmide (105 (094-1.16) and 090 (0.68- 1.20)] and repaginide nnd [0.97 (081-1.15)
and 1.29 (0.86—1.94)] were not statistically diflerent from mefiormin in both patients without and with previous ML
respectvely. Reults were simifar for candiovasaular mortality and for the composite endpont.
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Conclusion Monotherapy with the most wed Bx. ncluding glmepinde, gibanchmide, gipizide. and tolbutamide, seems to be
amodated with noesed mortafty and crdiovascuar risk compared with metfommin. Giciazide and remginde
appear to be assocated with a lower risk than other Bs.

Dibetes type 2 o kmulin secretagngues @ Matiormin « Mortality » Cardovasculer dsease « Populaton

* Commpendng mther T +46 26 75 Fee: +46 7020 12 89, Emal

Fublshad on behalf of $w Europumn Sockty of Cadidogy. Al dghts reerved © The Auther 2011, For panadon plum amad: journals e @oup com.




Riesgo CV asociado a diversos
secretagogos de insulina

Pacientes con historia de IAM

i
|
|
Metformina ® 1

1
|

Glimepirida I —— 1.30 (1.11-1.51) 0.001
1

Gliclazida ——} 0.90 (0.66-1.20) 0.48
|

Glibenclamida i —— 1.47 (1.22-1.80) <0.001
|

Gliplizida ! ® 1.53 (1.23-1.89) <0.001
1

Tolbutamida i PA 1.47 (1.17-1.84) <0.001
1

Repaglinida : ® 1.29 (0.86-1.94) 0.22
!

o 1 2
Menor riesgo Mayor riesgo

con secretagogos con secretagogos



Hipoglucemiantes orales
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Hipoglucemiantes orales
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Hipoglucemiantes orales
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Muchas gracias



