CASO CLINICO 2.0

1. Valsartan 320
2. Bisoprolol 5
3. HCTZ 25
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PREGUNTA

17. A la hora de afiadir un nuevo farmaco ¢cual le
parece menos apropiado?:

J Doxazosina 4mg por la noche

1 Espironolactona 25 mg al mediodia
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Amistades peligrosas

Williams B, Mancia G, et al. Guia ESC/ESH 2018 sobre el diagndstico y tratamiento de la hipertension arterial. Rev Esp Cardiol.
2019;72(2):160.e1-e78. Hotel Hesperia. Cérdoba



Tratamiento

Paso 3 .
Combinacion triple + Afad o) HTA2resnsgente/ di diurét
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Refuerzo de las intervenciones en el estilo de vida, |-, i/ gy > 10 mmHg

especialmente la restriccion de la ingesta de sodio
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Pimenta E et.al Hypertension 2009;54:475-81

Williams B, Mancia G, et al. Guia ESC/ESH 2018 sobre el diagndstico y tratamiento de la hipertension arterial. Rev Esp Cardiol. e Octubre 201
2019;72(2):160.e1-e78. Hotel Hesperia. Cérdoba



PREGUNTA

17. ¢Cual seria el objetivo tensional de nuestro

-

-

naclente?:

AS <130 7

"AD <80

AS <140 T

"AD <90
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PREGUNTA

17. ¢Cual seria el objetivo tensional de nuestro
paciente?:

JTAS <130 TAD <80
J TAS <140 TAD <90

Hotel Hesperia. Coérdoba



Objetivos de control de PA tomada en consulta
segun condicion patoldgica y edad

Condicion

PAS <130* >120 mmHg ey

70-79
mmHg

PAS 130-139*mmHg
70-79mmHg PAD

* Sl se tolera
**Nno en ictus agudo

V Escuela de
Residentes de Williams B, Mancia G, et al. Guia ESC/ESH 2018 sobre el diagndstico y tratamiento de la hipertension arterial. Rev Esp Cardiol. 4y 5 de Octubre 2019

SADEMI 2019;72(2):160.e1-e78. Hotel Hesperia. Cérdoba



CASO CLINICO 3.0

Mujer
65 afios Fumadora de 100
Empresaria pag-ano

Amigdalas y hernia lumbar L4-L5
Tratamiento: paracetamol a demanda si dolor

Analitica de sangre de rutina:
Glucosa 150mg/dL, HbAlc 7,5%.
Creat 0.84, FG > 90 ml/h, iones normales.

Asintomatica
TA 110/65 mmHg, FC 70 Ipm, IMC 31.
Sobrepeso. Resto EF normal.

Hotel Hesperia. Cérdoba



PREGUNTA

18. ¢ Cual crees que seria la actitud mas correcta?:

 Repetir la analitica de sangre con una nueva
pioquimica.

 Realizar test de sobrecarga oral de glucosa para
confirmar diagnadstico

Hotel Hesperia. Coérdoba
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18. ¢ Cual crees que seria la actitud mas correcta?:

 Repetir la analitica de sangre con una nueva
pioquimica.

 Realizar test de sobrecarga oral de glucosa para
confirmar diagnadstico
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Diagnostico

Glucemia basal SOG > 200
en ayunas >126 || HbA1c >6,5% mg/dL (si

mg/dL dudas dx)

PRE-DIABETES

Alteracion de la glucemia en ayunas Intolerancia a la glucosa
Glucemia basal 100-125 Glucemia basal <126
SOG <140 SOG 140-199

V Escuela de¢ Cosentino F, Grant PJ, et al. 2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases developed in collaboration with the EASD. European

Heart Journal 2019; 1-69.

American Diabetes Association. 9. Pharmacologic approaches to glycemic treatment: Standards of Medical Care in Diabetes-2019. Diabetes Care

2019;42(Suppl. 1):S90-S102 Hotel Hesperia. Cordoba



PREGUNTA

20. ¢Cual seria el riesgo cardiovascular de nuestra
paciente?:

1 No puedo calcularlo, pues me faltan datos.

1 Riesgo moderado.

Hotel Hesperia. Coérdoba
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Riesgo CV

SCORE Cardiovascular Risk Chart
1 0-year risk of fatal CVD

Low-risk regions of Europe

Table 7 Cardiovascular risk categories in patients with
diabetes®

180
160
140
120

Very high risk Patients with DM and established CVD

or other target organ damage®

180
160
140
120

or three or more major risk factors®
w
140
120

or early onset T1DM of long duration (>20 years)

Patients with DM duration >10 years without tar-

180
160
140
120

get organ damage plus any other additional risk

180
160
140
120

| Systolic blood pressure (mmHg) |

factor

Young patients (T1DM aged <35 years or T2DM
aged <50 years) with DM duration <10 years,

180
160
140
120

©ESC 2019

without other risk factors

| Total cholesterol (mmol/L) l

Bax  3an o [Jeon

©ESC 2019

V Escuela de

Residentes de  cosentino F, Grant PJ, et al. 2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases developed in collaboration with the EASD. 4 v 5 de Octubre 2019
SADEMI European Heart Journal 2019; 1-69. Hotel Hesperia. Cordoba



PREGUNTA

23. ¢Comenzarias tambiéen tratamiento para la
dislipemia en prevencion primaria (CT 250, LDL 140,
HDL 45)7?:

Jd Si

Hotel Hesperia. Cordoba
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Tratamiento

Table 5 Intervention strategies as a function of total cardiovascular risk and untreated low-density lipoprotein choles-

V Escuela de

terol levels
TotalCVrisk Untreated LDL-C levels
(SCORE)%  g4mmol.  14to<18  1.8to<2.6 2.6 to <3.0 3.0 to <4.9 >4.9 mmol/L
(55 mg/dL) mmol/L (55 mmolL (70 mmol/L (100 mmolL (116 to (=190 mg/dL)
to <70 mg/dL) to<100 mg/dL) to<116 mg/dL) <190 mg/dL)
Primary <1, low-risk Lifestyle inter- | RIZEHENTIZTS
prevention vention, con- vention and
sider adding concomitant
drug if drug
uncontrolled intervention
Class*/Level® |/C Vc Vc c lla/A lla/A
>1 to <5, or Lifestyle inter-  Lifestyle inter- RRICHSUERTIZTS
moderate risk vention, con- vention, con- vention and
(see Table 4) sider adding sider adding concomitant
drug if drug if drug
uncontrolled uncontrolled intervention
Class®/Level® I/C lla/A lla/A
>5 to <10, or Lifestyle inter- EREHGY RS Lifestyle inter- ifestyle inter-
high-risk vention, con- vention and con  vention and ention and
(see Table 4) sider adding comitant drug concomitant oncomitant
drug if intervention drug rug
uncontrolled intervention itervention
Class®/Level® Ila/A lla/A lla/A
>10, or at Lifestyle inter- JRIEGUERTTETS Lifestyle inter- Lifestyle inter- Lifestyle inter-
very-high vention, con- vention and vention and con- | vention and vention and
risk due sider adding concomitant comitant drug concomitant concomitant
to a risk condi- drugif drug intervention drug drug
tion uncontrolled intervention intervention intervention
(see Table 4)
Class*/Level” Ila/B lla/A
Secondary Very-high-risk Lifestyle inter- QNN TN B NG G0 ET TS Lifestyle inter- Lifestyle inter- Lifestyle inter-
prevention vention, con- R ELT vention and vention and con- | vention and vention and
sider adding concomitant concomitant comitant drug concomitant concomitant [
drugif drug drug intervention drug drug E
uncontrolled intervention intervention intervention intervention &
Class*/Level”  Ila/A

ReSid@nteg de
SADEMI

4y 5 de Octubre 2019
Hotel Hesperia. Cordoba

Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce
cardiovascular risk. European Heart Journal. 2019;1-78.



PREGUNTA

21. ¢Cual seria el objetivo de HbAlc y de LDL-c de

nuestra paciente?:

u
u

DAlc 6-6,5% y

DAlc 6-6,5% y

DL-c <65mg/c

DL-c <70mg/c

Hotel Hesperia. Cor

doba



PREGUNTA

21. ¢Cual seria el objetivo de HbAlc y de LDL-c de
nuestra paciente?:

0 HbA1c 6-6,5% y LDL-c <55mg/dL
OHbA1c 6-6,5% y LDL-c <70mg/dL

Hotel Hesperia. Cor
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HbAlc 6-6,5%

Jovenes
Corta duracion DM

Sin ECV
Sin hipoglucemias

ODbjetivos

i ||

HbAlc < 7%

Ancianos

Larga duracion DM
Fragiles

Comorbilidades
Baja esperanza de vida
Con hipoglucemias

Cosentino F, Grant PJ, et al. 2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases developed in collaboration with the EASD.

European Heart Journal 2019; 1-69.

Hotel Hesperia. Cordoba



Objetivos | 5

Approach to Individualization of Glycemic Targets
Patient / Disease Features More stringent = A1C 7% == |ess stringent

Risks potentially associated
with hypoglycemia and
other drug adverse effects :
low high
e ase SHaLCh newly diagnosed long-standing | §
<
=)
o
-+
Life expectancy e SHaTE §
o
=
Q
g
- - - m
Important comorbidities S cent sew,/mild e ETE
Established vascular
compllcatlons absent few / mild severe |
)
_ o
®
Patient pref =
aHenL PIEICEChce highly motivated, excellent preference for less | &
self-care capabilities burdensome therapy |<
3
3
Rosources and bt N |
system readily available limited %

American Diabetes Association. 9. Pharmacologic approaches to glycemic treatment: Standards of Medical Care in 4y o de Uc v ) Ul>5
Diabetes-2019. Diabetes Care 2019;42(Suppl. 1):S90-S102 Hotel Hesperia. Cérdoba




Treatment goal

for LDL-C « SCORE <|%
* SCORE 21% and <5%
* Young patients (T IDM <35 years;
< : .
3.0 mmol/L L IZDM 50 ;fears] with Dﬂ duration
oW |0 years without other risk factors
(116 mg/dL)

1.8 mmol/L
(70 mg/dL)

& =>50%
reduction
from
baseline

1.4 mmol/L
(55 mg/dL)

ODbjetivos

» SCORE >5% and <10%

* Markedly elevated single risk factors, in
particular TC >8 mmol/L (310 mg/dL) or
LDL-C >4.9 mmol/L (190 mg/dL) or
BP >180/110 mmHg

* FH without other major risk factors

* Moderate CKD (eGFR 30-59 mL/min)

* DM w/o target organ damage, with DM

duration 210 years or other additional risk factor

* ASCVD (dlinical/imaging)
« SCORE =10%
« FH with ASCVD or with another
/ major risk factor
+ Severe CKD (eGFR <30 mL/min)
- DM & target organ damage: >3
maijor risk factors; or early onset of
T1DM of long duration (>20 years)

Low

CV Risk

Moderate

High

Very high

V Escuela de
Residentes de
SADEMI

4y 5 de Octubre 2019

Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce
Hotel Hesperia. Cordoba

cardiovascular risk. European Heart Journal. 2019;1-78.



PREGUNTA

22. ¢ Quée tratamiento seria el mas adecuado?:

d Meformina 850mg 1 comprimido diario y atorvastatina

40mg

1 Sitagli
20mg

nor la noche
ptina 100mg 1 comprimido diario y simvastatina

nor la noche y ezetimiba por la manana

Hotel Hesperia. Cordoba
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FIRST-LINE therapy is metformin and comprehensive lifestyle (including weight management and physical activity)
If HbA,_above target proceed as below

ESTABLISHED ASCVD OR CKD

ASCVD PREDOMINATES HF OR CKD

PREDOMINATES

PREFERABLY

SGLT2i with evidence of
reducing HF and/or CKD
progression in CVOTs if eGFR

If SGLT2i not tolerated or
contraindicated or if eGFR less
than adequate?add GLP-1RA
with proven CVD benefit!

v

2

* Avoid TZD in the

If further intensification is
required or patient is now

unable to tolerate setting of HF
GLP-1 RA and/or SGLT2I, Choose agents
choose agents demonstrating demonstrating CV safety:
eV sy, = Consider adding
= Consider adding the other the other class with
class (GLP-1RA or SGLT2D) proven CVD benefit!
with proven CVD benefit « DPP-4i (not saxagliptin)
= DPP-4i if not on GLP-1 RA in the setting of HF (if
= Basal insulin? not on GLP-1RA)
« TZDS = Basal insulin*
« SUS » SUS

1. Proven CVD benefit means it has label indication of reducing CVD events. For
GLP-1 RA strongest evidence for liraglutide > semagiutide > exenatide extended
release. For SGLT2i evidence modestly stronger for empaglifiozin > canaglifiozin.

2. Be aware that SGLT2i vary by region and individual agent with regard
to indicated level of eGFR for initiation and continued use

3. Both empaglifiozin and canaglifiozin have shown reduction
in HF and reduction in CKD progression in CVOTs

4. Degludec or U100 glargine have demonstrated CVD safety
5. Low dose may be better tolerated though less well studied for CVD effects

J

J

WITHOUT ESTABLISHED ASCVD OR CKD

2

. - :
HYPOGLYCEM PROMOTE WEIGHT LOSS
EITHER/
DPP-4i GLP-1RA SGLT2R TZD oLP1 rA
with good >
22 ¥ ¥ P ety [ S
e = = == weight loss®
¥ ¥ ¥ ¥ If HbA, above target
. GLP-1RA SGLT2¢ W ¥
SGLT2i SGLT2# oR OR
OR OR DPP-4i DPP-4i GLP-1RA
12D 12D OR on SGLT2R it good
TZD GLP-1RA efficacy for
* * + + weight loss®

v

2 v

TO AVOID
CLINICAL INERTIA
REASSESS AND
MODIFY
TREATMENT
REGULARLY
(3-6 MONTHS)

J

COST IS A MAJOR
ISSUE®™

TZD® sus

v ¥
If HbA,_ above target

v v

Continue with addition of other agents as outlined above

¥

v

Consider the addition of SU® OR basal insulin:

* Choose later generation SU with lower risk of hypoglycemia
= Consider basal insulin with lower risk of hypoglycemia’?

6. Choose later generation SU with lower risk of hypoglycemia

7. Degludec / glargine U300 < glargine U100 / detemir < NPH Insulin
8. Semaglutide > liraglutide > dulagiutide > exenatide > lixisenatide
9. If no specific comorbidities (i.e, no established CVD, low risk of hypoglycemia,
and lower priority to avoid weight gain or no weight-related comorbidities)
10.Conslder country- and reglon-specific cost of drugs. In some countries
TZDs relatively more expensive and DPP-4 relatively cheaper

2 v

If triple therapy required or
SGLT2i and/or GLP-1RA not
tolerated or contraindicated

use regimen with lowest risk of
weight gain

PREFERABLY

DPP-4i (if not on GLP-1 RA)
based on weight neutrality

v

If DPP-4i not tolerated or
contraindicated or patient
already on GLP-1 RA, cautious
addition of:

* SU® « TZD® » Basal insulin

* Insulin therapy basal
insulin with lowest
acquisition cost

OR

» Consider DPP-4i OR
SGLT2i with lowest
acquisition cost®

American Diabetes Association. 9. Pharmacologic
approaches to glycemic treatment: Standards of
Medical Care in Diabetes-2019. Diabetes Care
2019;42(Suppl. 1):S90-S102

tel Hesperia. Cordoba



A Type 2 DM - Drug naive patients

ASCVD, or high / very high

B Type 2 DM - On metformin

ASCVD, or high / very high

E CV risk (target organ damage - + CV risk (target organ damage -
or multiple risk factors)* or multiple risk factors)*
: Continue Metformin
If HbA,. above target If HbA,. above target If HbA,. above target If HbA,. above target
- i i SGLT2i i GLP- SGLT2i
Lol oL DPPA4I || GLPIRAT fearr | 2P « Consider adding the DPP4i || GLP-IRAT ecrr || 74P
adequate other class (GLP-1 RA adequate
l or SGLT2i) with proven l
CVD benefit
If HbA . above target If HbA,. above target | gmﬂm N If HbA,. above target
* Basal insulin
l l l l * TZD (not in HF par) l l l l
* Consider adding the SGLT2i SGLT2i | GLP-1 RA SGLT2i or » SU SGLT2i SGLT2i | GLP-1 RA| SGLT2i or
other class (GLP-| RA or or or DPP-4i DPP-4i or or or or DPP-4i | DPP-4i or
or SGLT2i) with proven TZD | TZD | orTZD |GLP-IRA TZD | TZD | orTZD |GLP-IRA
CVD benefit
* DPP-4i if not on l l l l l l l l
GLP-1 RA
* Basal insulin If HbA, above target If HbA,. above target
* TZD (not in HF pat) l i
* SU

Continue with addition of other agents
as outlined above

l

If HbA,. above target

l

Consider the addition of SU OR

basal insulin:

* Choose later generation SU with lower
risk of hypoglycaemia

* Consider basal insulin with lower risk
of hypoglycaemia

Continue with addition of other agents
as outlined above

l

If HbA,. above target

l

Consider the addition of SU OR

basal insulin:

* Choose later generation SU with lower
risk of hypoglycaemia

* Consider basal insulin with lower risk

of hypoglycaemia

©ESC 2019

Cosentino F, Grant PJ, et al. 2019 ESC Guidelines on diabetes, pre-diabetes, and
cardiovascular diseases developed in collaboration with the EASD. European Heart
Journal 2019; 1-69.

Hotel Hesperia. Cordoba



ODbjetivos

LDL 140 mg/dL

LDL 70 mg/dL

Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce

cardiovascular risk. European Heart Journal. 2019;1-78. Hotel Hesperia. Cérdoba



otencia reduccion LDL

85
’ 75
65
60
50 I I

Estatinasde AP Estatinasde APy Estatinasde AP y IPCSK9 Estatinas de AP, ezetimibe IPCSK9
ezetimibe y IPCSK9

m Estatinas mEzetimibe miPCSK9

90

80

70

60

50

40

30

20

10

Estatinas de ByMP

V Escuela de

Residentes de Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce 4y 5 de Octubre 2019
SADEMI cardiovascular risk. European Heart Journal. 2019;1-78. Hotel Hesperia. Cérdoba



PREGUNTA

28. ¢ Estaria indicado anadir ademas un fibrato en
orevencion primaria (TG 250)?:

1 Si, anadiriamos gemfibrozilo.

1 SI, anadiriamos fenofibrato.
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Amistades peligrosas

FENOFIBRATO

\

ESTATINAS - GEMFIBROZILO

Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce

cardiovascular risk. European Heart Journal. 2019;1-78. Hotel Hesperia. Cordoba



Hipertrigliceridemia

OMEGA-3

FIBRATOS

ESTATINAS

”43/]'03 V/D Y

Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce

cardiovascular risk. European Heart Journal. 2019;1-78. Hotel Hesperia. Cérdoba



PREGUNTA

28. ¢Estaria indicado anadir ademas AAS 100mg en
prevencion primaria?:

1 No, eso ya no se ve por el mundo.

d Si, ya que se trata de un paciente diabéetico de alto
riesgo.

Hotel Hesperia. Cor
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PREGUNTA

28. ¢Estaria indicado anadir ademas AAS 100mg en
prevencion primaria?:

1 No, eso ya no se ve por el mundo.

1SI, ya que se trata de un paciente diabético
de alto riesgo. -
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Antiagregacion

En pacientes DM con ALTO O
MUY ALTO riesgo podria
considerarse en prevencion
primaria siempre y cuando no

haya contraindicaciones

Mach F, Baigent C, et al. 2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce
cardiovascular risk. European Heart Journal. 2019;1-78.
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@ Medidas higiénico-dietéticas

Recommendations for lifestyle modifications in patients
with diabetes and pre-diabetes

2,5

Recommendations Class® Level®

Smoking cessation guided by structured advice is
recommended in all individuals with DM and pre-

DM 27,117

Lifestyle intervention is recommended to delay or

prevent the conversion of pre-DM states, such as
IGT, to T2DM.*%

Reduced calorie intake is recommended for low-

ering excessive body weight in individuals with
pre-DM and DM.© 82838290

Moderate-to-vigorous physical activity, notably a
combination of aerobic and resistance exercise, for
>150 min/week is recommended for the prevention
and control of DM, unless contraindicated, such as

1.5+

Cociente de mortalidad

Muy bajo Bajo |Moderado Alto

0 20 25 30 35 40
Indice de masa corporal (kg/m?)

when there are severe comorbidities or a limited life
d 110,111-113,119

Figura 1 Relacion entre el Indice de masa corporal y el riesgo de mortalidad
cardiovascular en hombres y mujeres de EE. UU. que nunca hablan fumado y no presen-

©ESC 2019

exPecu_mcy' o taban ninguna enfermedad preexistente. Las lineas verticales agrupan a los individuos
A Mediterranean diet, rich in polyunsaturated and con peso excesivamente bajo y delgados (izquierda) y a los individuos con sobrepeso
monounsaturated fats, should be considered to | FY y obesos (derecha) segin el Indice de masa corporal. (Basado en datos de Les EA,

96,97 Garfunkel! L. Variation in mortality by weight among 750,000 men and women. J Chron

EECRCRCYIsanTS Dis. 1987.32:563, adaptado por Bray GA. Obesity: basic considerations and clinical

Vitamin or micronutrient supplementation to approaches. Ois Mon. 1989,18:449 )

reduce the risk of DM, or CVD in patients with
d.79:120

DM, is not recommende

V Escuela de

Residentes de cosentino F, Grant PJ, et al. 2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases developed in collaboration with the EASD. 4y 5 de Octubre 2019
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H¢

1l

Hofer et al, 2009
Nissonetal, 2004 (TIOM) 1293
Niisson et al, 2004 (T20M) 1462
Reynoids etal 2011 TIOM  105.6
Reynolds etal, 2011 T2OM 1164
Thomas et al, 2006 13§

Total (95% CI)

11737 199329 23510 1168 14.0024 4051 15.5%

Mean Difference
otal Weight IV, Random, 95% CI

Mean Difference
IV, Random, 95% CI

160 118X -140[-4.54,1.74]
16 48 100[-734934
0.57(0.07,1.07)

167 9867 130 179 1646 15.% -0.70(-163,023)

194 36136 1422 193 4512 154X

4,00 (3.40, 4.60)

109 2124 1107 109 203 14.4% -5.10(-6.67,-3.53)
129 348 1208 118 66 118X -4.40(-7.55,-125)

0 300 13
12904

19 100X 4.00(0.40,7.60)

10850 1000% -034[-254, 187)

Heterogeneity. Tau' = 8.11; Cn = 185,57, df = 7 P < 0.00001); = 96%

Test for overall effect 2= 030 (P = 0.77)

Fig.5 Forest plots. Systolic blood pressure (smokers vs. non-smokers)

\

—_—t

-~
——

——

i I I

+
20 -0 0 10 0
Favours non-smokers Favours smokers

Non-smoker Smoker Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Gerber etal, 2011 779 103 603 768 123 160 96% 1.10(-0.983.18
Hansen et al, 1994 7 10 16 73 7 16 20% 200[-3.98 798
Hofer etal, 2009 67.6 1533 23510 68.2 10.82 4051 19.5% -0.60(-0.99,-0.2]) -
Nissonetal, 2004 (TIOM) 741 89 9867 735 &7 1646 193%  0.60]0.14, 1.06) v
Nissonetal, 2004 (T20M)  79.1 96 36136 79 96 4512 19.8% 0.10(-0.20,0.40) T
Reynolds etal 2011 TIOM 669 96 2124 711 98 203 13.4% -4.20[-5.61,-2.79 ——
Reynoids etal, 2011 T20M 722 108 348 748 102 66 7.0% -2.60(-5.31,0.11) S——
Thomas et al, 2006 B2 12 300 78 12 19 92% 4.00(1.84,6.16) Sp—
Total (95% CI) 72904 10850 100.0% -0.21(-1.10,068) -3

Heterogeneity: Tau' = 1.02; Chi’ = 68.46, df = 7 (P < 0.00001); I' = 90%

Test for overall effect 2= 0.47 (P = 0.64)

.

Non-smoker Smoker Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Gerber etal, 2011 27092 603 278 1 160 16.8% -0.08(-0.25,0.09) -
Hofer etal, 2009 5.26 5.52 23510 5.24 356 4051 213% 0.02[-0.11,0.19) T
Reynolds etal 2011 TIOM  5.39 149 2124 5.82 176 203 10.7% -0.43 [-0.68,-0.18) .2
Reynoidsetal, 2011 T20M 579 175 348 6.23 206 66 3.1% -0.44(-0.97,0.09] il
Thomas et al, 2006 35 08 300 36 09 19 185% -0.10(-0.26,0.06) B |
Wakabayashietal, 2014 3.04 081 1231 3.12 087 1332 29.6% -0.08(-0.15,-0.01) "‘
Total (95%CD 28116 6008 100.0% -0.11(-021,-0.01) ¢
Heterogeneity. Tau' = 0.01; O = 1158, 0f = (P = 0.04) = $7% —3 ; —
Test for overall effect 2= 2.21 (P = 0.03) Favours non-smokers. Favours smokers

Fig.4 forest plots. LDL-cholesterol (smokers vs. non-smokers)
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Fig.6 forest plots. Diastolic blood pressure (smokers vs. non-smokers)

Non-smoker Smoker Mean Difference Mean Difference
Study or Subgroup Mean  SD Total Mean  SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Gerber etal, 2011 8.1 2 603 9 23 160 9.6% -0.90(-1.29,-0.51) -
Hansen et al, 1994 8.1 14 16 87 12 16 S5.2% -060(-1.50,030) =T
Hofer et al, 2009 § 307 23510 91 191 4051 1L.7% -L10(-1.17,-1.03) .
Nissonetal, 2004 (TIOM)  7.21 134 9867 767 144 1646 11.7% -0.46(-0.53,-0.39)
Nissonetal, 2004 (T20M) 644 139 36136 6.65 15 4512 11..8% -0.21(-0.26,-0.16) .
Okhuma et al, 2015 7.27 08989 505 7.47 10423 679 1L6% -0.20(-0.31,-0.08) "
Reynoids etal 2011 TIOM 819 163 2124 9.6 208 203 10.4% -0.97(-1.26,-0.68) -
Reynolds etal 2011 T2DM  7.77 237 348 885 289 66 6.4% -1.08(-1.82,-0.34) ——
Thomas et al, 2006 76 18 300 82 2 19 10.0% -0.60(-0.95,-0.25) X
Wakabayashi et al, 2014 748 152 1231 775 159 1332 116X -0.27(-0.39,-0.15) *
Total (95% CI) 74640 12861 100.0% -061(-0.88,-0.33) +

Heterogeneity. Tau’ = 0.17; Ch = 477.82, df = 9 (P < 0.00001); I = 98%

Test for overall effect: 2 = 4.35 (P < 0.0001)

Fig.2 Forest plots. HbA1c¢ (smokers vs non-smokers)
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Mitos sobre las estatinas

¢, Mejor por la noche?

Beneficio en el SCA

Riesgo de
Ictus
hemorragico

¢, Son tan frecuentes las mialgias?

Schade DS, Shey L, et al. Prescribing Statins to Reduce Cardiovascular:10 Common Misconceptions. Am J Med 2019. Hotel Hesperia. Coérdoba



