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Introduccion: Revascularizacion en el diabético

Es relevante el problema?

De la Hera JM et al. Eur Heart J 2009; 30: 2614

Por gqué es diferente?

v Hiperagregabilidad plaquetaria, inflamacion, ateromatosis “acelerada”, mayor restenosis

v Enfermedad coronaria mas extensay compleja

v Comorbilidad asociada: Edad, HTA, Insuficienciarenal, enfermedad vascular
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Cuando debemos revascularizar? Hay papel para el tratamiento
médico?

Prognostic 5-Year e A2. Noninvasive Risk Stratifﬁﬂﬂ'n\
Weight Survival Rate

Extent of CAD (0_100) (%}* h-Risk (greater than 3% annual mortality rate)
1-vessel disease, 75% 23 03 1 on (LVEF less than 35%)

. 2. High-risk treadmill score (score less than or equal to —11)
>1-vessel disease, 50% to 74% 23 93

3. Severe exercise left ventricular dysfunction (exercise LVEF less than 35%)
1-vessel disease, =95% 32 91 4. StressAnduced large perfusion defect (particularly If anterior)
2-vessel disease 37 88 5. StressAnduced multiple perfusion defects of moderate size
2vessel disease, both =95% 42 86 6. Large, fixed perfusion defect with LV dilation or increased lung uptake
, i thalllum-201.

1-vessel disease, =95% proximal LAD 48 83 ( :

7. StressAnduced moderate perfusion defect with LV dilation or increased

83 lung uptake (thalllum-201)

8. Echocardiographic wall motion abnormality (Involving greater than two
segments) developing at low dose of dobutamine (less than or equal to

2-vessel diseas

disease, =95% proximal LAD 56

3-vessel disease 56
10 mg/kg/min) or at a low heart rate (less than 120 beats/min)
. — .
3-vessel disease, =95% in at least 1 63 9. Stress echocardiographic evidence of extensive ischemia
3-vessel disease, 75% proximal LAD 67 Intermediate-Risk (1% to 3% annual mortality rate)

essel disease, =95% proximal LAD T4 1. Mild/moderate resting left ventricular dysfunction (LVEF equal to 35% to

49%)
2. Intermediate—risk treadmill score (—11 less than score less than 5)

T W —C ———r———— e e 3. Stressdinduced moderate perfusion defect without LV dilation or increased

© 2009 by the American College of Cardiology Foundation ISSN 0735-1097/09/836.00 lung intake (thallium-2041
Published by Elsevier Inc. doi:10.1016/].jacc.2008.10.005 e ( )

4, Limited stress echocardiographic ischemia with a wall motion abnormality
APPROPRIATENESS CRITERIA only at higher doses of dobutamine involving less than or equal to two
segments

ACCF/SCAI/STS/AATS/AHA/ASNC 2009 Appropriateness Low-Risk (1ess than 1% annual mortality rate)
Cri teria fOI' coronary Reva s C“I a I'i Zati on 1. Low-risk treadmill score (score greater than or equal to 5)

2. Normal or small myocardial perfusion defect at rest or with strass*

3. Normal stress echocardiographic wall motion or no change of limited
resting wall motion abnormalities during stress*
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Cuando debemos revascularizar? Hay papel para el tratamiento
médico?

s Ry ascularization — Revascularization
+ = + = Medical therapy * == + == Medical therapy
A Survival in PCI Stratum B Survival in CABG Stratum A Survival, Revascularization vs. Medical Therapy
X .
100 Revascularization

L e

Medical therapy
----- . _ . 8938

88.3

C Revascularization ap-
86.4

90 - B0 278
20 R lari ?9'2 3.6 70 Medical therapy
evasculanzation . —
70 Medical therapy —
£ o0 3 §, 60—
= = o
g so H ; 50
£ £
3 107 p=04s 3 P=0.33 & 197 P=097
CONCLUSIONS 304

Overall, there was po significant difference in the rates of death and major cardio- 20

R R . . 10
vascular events between patients undergoing prompt revascularization and those _
. . . o
undergoing medical therapy or between strategies of insulin sensitization and in- ° o 1 3 3 4 :
sulin provision. (ClinicalTrials.gov number, NCT00006305.) Years since Randomization
o 333
Coronary anglography was performed No. at Risk 2368 2296 2247 2197 1892 1196
in patients with type 2 diabetes referred
for evaluation for coronary artery disease ABG Stratum
C Freedom from Major Cardiovascular Events, Revascularization vs.
Medical Therapy
‘ 2368 Were enrolled ‘ Revascularization 100
‘ -::'5—-7_7'6 90+ Revascularization
A T 20 —== 77.2
69.5 Ll
l l Medical theraj i 70 75.9
— Medical therapy
763 Were selected for CABG 1605 Were selected for PCI g
stratum stratum ‘E 60—
= P=0.70
\ \ @ 50
a
l ! l l £
-
g 304
385 Were randomly assigned 378 Were randomly assigned 807 Were randomly assigned 798 Were randomly assigned o
to medical therapy to revascularization to medical therapy to revascularization 20
[ N |
4 5 10
tion
o T T T T 1
[} 1 2 3 4 5
194 Were 191 Were 190 Were 188 Were 399 Were 408 Were 402 Were 396 Were 421 230
randomly randomly randomly randomly randomly randomly randomly randomly Years since Randomization
assigned assigned assigned assigned assigned assigned assigned assigned
to insulin to insulin to insulin to insulin to insulin to insulin to insulin to insulin
provision sensitization provision sensitization provision sensitization provision sensitization .
Mo. at Risk 2368 2094 1984 1807 1459 823
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Cuando debemos revascularizar? Hay papel para el tratamiento

médico?

The NEW ENGLAND

]OURNAL of MEDICINE

1ED IN 1812 JUNE 11, 2009 VOL. 360 NO. 24

A Randomized Trial of Therapies for Type 2 Diabe
and Coronary Artery Disease
The BARI 2D Study Group*

B MI, CHF and PAD
H MI and CHF

H MI and PAD

O CHF and PAD

Mi

Distribution of Percent Myocardium Jeopardized
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Qué dicen las guias?

ACCF/SCAI/STS/AATS/AHA/ASNC 2009 Appropriateness
Criteria for Coronary Revascularization

La mejor revascularizacion en el diabético en 2011

Intermediate Risk Findings on Noninvasive Study CCS Class I or Il Angina High Risk Findings on Noninvasive Study CCS Class 111 or IV Angina
Symptoms Stress
Test
Med. Rx Med. Rx
Class 11T or IV High Risk 1| Class mor 1v High Risk
Max Rx Max Rx Max Rx Max Rx
Class Tor Il U High Risk U Class Lor I High Risk
Max Rx ~ No/min Rx I Max Rx No/min Rx
Asymptomatic Int. Risk Asymptomatic Int. Risk
Max Rx U U Max Rx U i Max Rx U Max Rx
Class 11l or IV Int. Risk Class I or TV Int. Risk
No/min Rx U U No/min Rx U U || No/min Rx No/min Rx U U
Class Lor I1 Low Risk Class Tor 11 Low Risk
No/min Rx U U Max Rx U U A No/min Rx U Max Rx U
Asymptomatic Low Risk Asymptomatic Low Risk
No/min Rx No/min Rx U U U No/min Rx U U Nofmin Rx U
Coronary CTOof | 1-2vz. 1 vz 2vz. 3 vz, Coronary | CTOof | 1-2vz 1 vz. 2vz. 3 vz. || Coronary CTO of 172 vz, IAV‘L 2A\’Z. 3‘vz. Coronary | CTO of IT2 vZ. I_w‘ 2_vz. : 3 vz
Anatomy L vz;no | disease; | disease | disease | disease; Anatomy | | vzino | disease; | disease | disease disease; || Amatomy 1vz;no | discasc; | discasc | discasc | discasc: Anatomy | ! vz;no [ discase: | discase | discase | discase;
other no Prox. | of Prox. | with no Left © | other no Prox. | of Prox. | with no Left other no Prox. [ of Prox. | with 1o Left other no Prox. [ of Prox. | with no Left
discase [LAD  |LAD  [Prox. [ Main discase |LAD  [LAD | Prox. Main disesse |LAD — iLAD:- [sfroec,, || -Mein discwse? LAD, || LoDy [Erox. Mein
LAD LAD LAD LAD
CABG PCI
No diabetes Diabetes Depressed No diabetes Diabetes Depressed
and normal LVEF and normal LVEF
LVEF LVEF
Two vessel coronary artery disease with proximal
LAD stenosis
Three vessel coronary artery disease
Isolated left main stenosis
Left main stenosis and additional coronary artery
disease
Method of Revascularization of Advanced Coronary Artery Disease
7
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Guidelines on myocardial revascularization

The Task Force on Myocardial Revascularization of the European

Qu é d ice n Ia S gu I’a S? Society of Cardiology (ESC) and the European Association for ESE.'E?-F‘B’:
¢ Cardio-Thoracic Surgery (EACTS) ARBIOLOGY®
Table 16 Specific recommendations for diabetic ;
. P Score Calculation Number of variables used to Validated outcomes Class¥level
patients calculate risk
Clinical Angiographic PCI
b
Class | Level | Rge™ b osconE euroscore.org/calc heml 17 0 Short- and long-term morality|  1ib B
In .patients pr:&senting with STEMI, SYNTAX 0 " Jesi Quantify coronary artery
primary PCl is preferred over A | ccore syntaxscore.com (per lesion) | & o complexity
fibrinolysis if it can be performed
within recommended time Jimits E:fsg'r':" (7.8) 7 0 MACE and procedural death | Ilb C
stable patients with extensive
< CAD, revascularization is indicated - i EIChDP?ZI (5) 8 0 In-hospital mortality b B
in order to improve MACCE-free i
o
rarsonnet (9 16 0 30-day moraality —
Use of DES is recommended in
order to reduce restenosis and . 15 Operative mortality, stroke,
t TVR. renal failure, prolonged
STS 4 | heepi//209.220.160.181/ 40 7 ventilation, deep sternal
In patients on metformin, renal SCOTE™ | STSWebRiskCalc261/ infection, re-operation, -
function should be carefully o morbidity, length of
monitored after coronary stay <6 or >[4 days
angiography/PCL - .
[Agelejection fraction (%)] + | - .
ACEF ] L 2 0 Mortal lective CABG —
should be considered, rather o (if creatinine >2 mg/dL)(1 1) S
than PCl, when the extent of the 29 34
CAD justifies a surgical approach lla T 3' | I:S
(especially MVD), and the patient’s ’
: ile is acceptable.
In patients with known renal failure
undergoing PCl, metformin may be I1b —
stopped 48 h before the procedure.
Systematic use of GIK in diabetic 17 118
patients undergoing revascularization |'22 ’

is not indicated.
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Qué hacemos con esta paciente?

Mujer. 70 afios. HTA. Hipercolesterolemia. Angina de esfuerzo progresiva Il-111/1V, Ergo +, FEVI normal
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Qué hacemos con esta paciente?

Mujer. 70 afios. HTA. Hipercolesterolemia. Angina de esfuerzo progresiva II-111/1V, Ergo +, FEVI normal

Enf 3 vasos, FEVI 63%, Euroscore 2,5%, Syntax score 28

DM nuevo dgo
GB 110, SOG 220, HbAlc 6%
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Qué hacemos con esta paciente? Nueva diabetes

Free MACE survival (%)

08+

06+

0.4+

0.24

Months

De la Hera JM et al. Eur Heart J 2009; 30: 2614
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De la Hera JM et al. Abstract SEC 2010
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Qué hacemos con esta paciente? DMID

MACE a 12 meses Syntax — Diabéticos

O CABG OTAXUS
3 P=0,003

25
20
15
10
5 -
0-

A

(P:0,0fs

P =0,001

Total Hipo.Orales Insulino
Diabeticos dep.

Banning, JACC 2010;55:1065
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Qué hacemos con esta paciente? Como revascularizo?

The Einal 10 Vaas ||.-...ku..

h LR A E
‘ rl'\ 3

“\"

= CABG (77.3)
PTCA (77.0)

BG (57.9)
_SCA (45.5)
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Qué hacemos con esta paciente? PCl vs CABG?

Cardia — Diabéticos 1 afo
N° 502 pacientes 70% DES, 30% BMS

Revascularizacion completa CABG 90% vs 88% ACTP.

Insulino dependiente

1.00 1.004 =
11.39 10.3%
0.90- p— 90- .
0.80- 9 3 0 17.4%
0.70- 0.70-
0.60 Muerte, IAM, ACVA, Revascl. 0.60- Muerte, IAM, ACVA
0.5 P<0.017 Hr 1.67
ﬂt CABG PCI
0 60 120 180 240 300 .0 60 120 180 240 300 360

DESD G dviertpligiadh C\RABEAB R Y ¥ 415 9% AGYR ACTP

Kapur et alJACC 2009; 55: 432-40
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Qué hacemos con esta paciente? Uso sistematico DES?

Meta-Analysis of Studies Comparing Coronary Artery Bypass
Grafting With Drug-Eluting Stenting in Patients With Diabetes
Mellitus and Multivessel Coronary Artery Disease

Study name  Sample size Odds ratio and %5% CI

Odds Lower Upper Relative
CABG PCI ratio limit  limit  weight

Tarantinietal 127 93 262 011 6121 470 ] - |

Brigworietal 149 69 075 029 209 4812 —
Leeetal 103 102 0.23 0.03 1.1 19.31
ARTS I 06 159 1.70 0.47 6.20 2787
475 423 082 041 16l Rl

0r 02 05 12 5 10

Favors CABG Favors PCI
Figure 3. OR and conc]usior(p]ol of myocardial infarction assu)ialcd with
CABG versus DES.

Study name  Samplesize

Odds ratio and 95% CI

Odds  Lower Upper Relative
CABG PCI ratio limit  limit  weight
Briguorictal 149 69 022 009 058 2942
Lee etal 103 102 012 004 042 17.54
Qiao et al 282 383 007 0.02 0.25 18.03
ARTS T 96 159 028 0.12 0.68 35.00
630 693 0.18 0.11 0.30

-

01 02 05 1 2 5 10

Favors CABG  Favors PCI

Figure 4. OR and conclusions ot of repeat revascularization assdciated
with CABG versus DES.

Study name

Sample size

Tarantini et al
Briguori et al
Lee et al
Qiao ctal
ARTS 11

CABG PCI
127 93
149 69
103 102
282 363
e 1549
737 786

Odds Lower Upper Relative

ratio

0.49
0.82
0.78
1.00
1.00
0.85

limit
0.10
0.24
0.30
(.40
0.31
0.52

limit
2.47
2.84
2.05
2.49
3.20
1.39

weight
9.41
16.10
26.63
29.62
18.24

Odds ratio and 5% C1

0or 0z 05 1 2 5

Favors CABG Favors PCI

10

Figure 2. OR and conclusions pld

VEIsUS

of mortality asg

ciated with CABG

Freedom trial

(Am J Cardiol 2010;105:1540-1544)
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Qué hacemos con esta paciente? Uso conductos arteriales

Loop FD et al. NEJM 1986; 314: 1-6

Second Internal Thoracic Artery Versus Radial Artery in
Coronary Artery Bypass Grafting
A Long-Term, Propensity Score-Matched Follow-Up Study

MACCE free Survival - Propensity-score matched Patient Population

100=

20

80—

70—

60—

Cumulative MACCE free Survival in %

50—

1 1 1
o 12 24

1 1 U
36 48 60

Follow-up in Months

1
72

U
B4

(Circulation. 2011:;124:1321-1329.)
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Qué hacemos con esta paciente? A largo plazo?

Comparison of coronary bypass surgery with
. . European Heart Journal (2011) 32, 2125-2134
drug-eluting stenting for the treatment of left ey wioi09eubeayenas

SOCIETY OF
CARDIOLOGY =

main and/or three-vessel disease: 3-year follow-up
of the SYNTAX trial

A 3-vessel Disease (N=1095)

X Score
P=0.04 P=0.02 P=0.64 P=0.005 P<0.001 P<0.001 2 34.1%
- 40 e o e o e o e e e o o 1 I
€ o 28.8 i )
.5 an 14 R 1.4 18.8 —‘I'_d_’_;i%
Conclusions At 3 vears, MACCE was significantly higher in PCl- compared with CABG-treated patients. In patients with less 10.0 —
complex disease (low SYNTAX scores for 3VD or lowfintermediate terciles for LM patients), PClis an acceptable 314%
revascularization, although longer follow-up is needed to evaluate these two revascularization strategies. | I
........................................................................................................................................................... Repeat Revasc MACCE | :
C Diabetes (nN=452) __I,_,_r—-i
P=0.53 P=0.11 P=0.46 P=0.63 P=0.001 P=0.002 e
o o e o o o oo oo oo
40 - 37.0 T
< 304 289 29 I :
5 ——
2 212%
a
24 36

Allocation

Death/Stroke/M| Death Stroke Mi
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Qué paso con la paciente?
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Qué paso con la paciente?
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Qué paso con la paciente?




" N

Qué paso con la paciente?

Mujer, 70 a
DMID

Enf 3v sin DAp
FEVI 63%
Euroscore 2,5%
Sintax 28
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CONCLUSIONES

La mejor revascularizacion en el diabetico es..

v’ La que aporta valor afiadido

¢, Tratamiento medico?
v’ La que prolonga lavida

v TCI, Enf 3 vasos con DA prox, disfuncién VI: CABG
v’ Resto de situaciones: Ambas, PCly CABG

v’ La que alivia sintomas
Ambas, PCly CABG

v La que es duradera
CABG (valorar SYNTAX, evolucién de diabetes)

Diabetes de nuevo diagnéstico en el intervencionismo coronario 22
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