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RESUMO

As complicagdes cardiovasculares dos
doentes diabéticos, especialmente tipo 2,
podem dividir-se em microvasculares (renais,
oftdlmicas e neurolégicas) e macrovasculares
(corondrias, cérebrovasculares e arteriais
periféricas).

Os doentes diabéticos (tipo 1 ou 2)
encontram-se em risco aumentado de doenga
cardiovascular, especialmente corondria. O
risco estd bem determinado em estudos de
excelente qualidade, e a eficdcia das inter-
vengdes nos factores de risco major também.
Os principais factores de risco para uma
incidéncia aumentada de doenca corondria
em doentes com diabetes mellitus incluem a
hiperlipidémia, hipertensao, tabagismo,
microalbumindria e hiperglicémia. O
esquema de tratamento do diabético tipo 2
dever4 portanto incluir sempre — se ndo
houver qualquer contra-indicagfo individual
— a manutengdo do peso ideal, uma dieta
racional, exercicio fisico, cessagdo tabégica e,
especialmente, intervengdes farmacol6gicas
com antiagregantes (principalmente aspirina
e clopidogrel) e/ou anticoagulantes (varfarina),
inibidores do enzima de conversdo,
antagonista dos receptores da angiotensina I,
beta-bloqueantes e antidislipidémicos
(principalmente estatinas), para além dos
antidiabéticos orais (ou insulina).

Neste artigo apresenta-se e discute-se o
resultado da diminui¢do do risco
cardiovascular nestes doentes, que se deverd
traduzir por uma diminui¢do muito marcada
da incidéncia de doenca coronéria,
cerebrovascular e periférica, melhorando
deste modo globalmente o seu prognéstico.
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ABSTRACT

Coronary heart disease in diabetes
mellitus: risk factors and epidemiology

Cardiovascular complications in diabetic
patients, especially type 2, can be classified
as microvascular (renal, ophthalmologic and
neurologic) and macrovascular (coronary,
cerebrovascular and peripheral vascular).
Type 1 and 2 diabetic patients have increased
cardiovascular risk, especially for coronary
artery disease. This has been well established
through high-quality studies, as have inter-
ventions to ameliorate the major risk factors.
The main risk factors for increased incidence
of coronary artery disease in diabetic patients
include hyperlipidemia, hypertension,
smoking, microalbuminuria and
hyperglycemia. The therapeutic approach to
the type 2 diabetic patient should include — if
there is no individual contraindication — diet
control, physical exercise, smoking cessation
and, particularly, pharmacologic interventions
with antiplatelets (mainly aspirin and
clopidogrel) and/or anticoagulants (warfarin),
angiotensin-converting enzyme inhibitors,
angiotensin Il receptor antagonists, beta-
blockers and anti-dyslipidemics (mainly
statins), as well as oral antidiabetics (or
insulin).

In this paper we present and discuss the
results of lowering cardiovascular risk in
these patients, which should lead to a marked
decrease in the incidence of coronary artery,
cerebrovascular and peripheral vascular
disease, with consequent improvement in
prognosis.
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INTRODUCAO

As complicag¢des cardiovasculares dos doen-
tes diabéticos, especialmente tipo 2, po-
dem dividir-se em microvasculares (renais, of-
tdlmicas e neurolégicas) e macrovasculares
(corondrias, cérebrovasculares e arteriais peri-
féricas)™.

A doenca corondria constitui uma causa ma-
jor de mortalidade em diabéticos, expressa —
entre outros — pelos seguintes factos objectivos:

¢ quando comparados com doentes nao-dia-
béticos, os diabéticos apresentam uma in-
cidéncia superior de doenca corondria —
DC (55%), um quadro isquémico mais
grave e uma taxa superior de isquemia si-
lenciosa ®;

e estudos epidemiolégicos confirmam que a
presenca de diabetes duplica a taxa de
mortalidade, mesmo apds ajustes para ou-
tros factores de risco CV, quer na DM 1
quer na 2;

e a extensfio e a gravidade da doenga coro-
ndria em diabéticos é superior aos ndo
diabéticos, com taxa superior de doenca
multivaso®;

¢ 0 risco de enfarte agudo do miocardio
(EAM) é superior nos diabéticos ', sendo
que a presenc¢a de DM s6 por si coloca os
doentes no grupo de alto risco para DC;

e as complicac¢des pés-EAM sdo mais fre-
quentes em doentes diabéticos, com taxas
superiores de angina e insuficiéncia car-
diaca®;

e existe uma relacfo linear entre a intole-
rancia a glucose e a incidéncia de eventos
cardiovasculares ?.

Este artigo ird apresentar e discutir breve-
mente os factores de risco de doenga corondria
na diabetes (especialmente tipo 2), assim como
intervengdes baseadas na evidéncia para a res-
pectiva reduc¢do e controle.

INTRODUCTION

Cardiovascular complications in diabetic pa-
tients, especially type 2, can be classified
as microvascular (renal, ophthalmologic and
neurologic) and macrovascular (coronary, cere-
brovascular and peripheral vascular)®.

Coronary artery disease (CAD) is a major
cause of death in diabetic patients, as the
following figures show:

e Compared to those without the disease,
diabetic patients have a higher incidence
of CAD (55%), more severe ischemia and
a higher rate of silent ischemia®;

¢ Epidemiologic studies confirm that diabe-
tes doubles mortality rates, even after ad-
justment for other risk factors, in both type
1 and type 2©;

¢ The extent and severity of CAD in diabetic
patients is higher than in those without the
disease, with a higher rate of multivessel
disease “;

e The risk of acute myocardial infarction
(AMI) is higher in diabetic patients®, the
presence of diabetes alone putting patients
in the high-risk group for CAD;

¢ Post-AMI complications are more common
in diabetic patients, who have higher rates
of angina and heart failure (6);

® There is a linear relation between glucose
intolerance and the incidence of cardio-
vascular events ™%,

In this paper we present and briefly discuss
the risk factors for CAD in diabetes, especially
type 2, and evidence-based interventions to re-
duce and control them.

RISK FACTORS IN DIABETES
MELLITUS

Patients with type 2 diabetes suffer from in-

ARA Antagonista dos receptores da angiotensina II
DAP doenga arterial periférica

DC doenca corondria

DCV doenca cérebrovascular

DM 1 diabetes mellitus tipo 1

DM 2 diabetes mellitus tipo 2

FRs factores de risco

HDL lipoproteinas de alta densidade

IDL lipoproteinas de densidade intermédia
IECA inibidor da enzima de conversdo

LDL lipoproteinas de densidade baixa
PTCA angioplastia corondria percutdnea

SM sindrome metabélico

VLDL lipoproteinas de densidade muito baixa

ACE angiotensin-converting enzyme
AMI acute myocardial infarction

ARA angiotensin Il receptor antagonist
CAD coronary artery disease

CVD cerebrovascular disease

HDL high density lipoprotein

IDL intermediate density lipoprotein
LDL low density lipoprotein

PAD peripheral artery disease

PTCA percutaneous transluminal coronary angioplasty
VLDL very low density lipoprotein




FACTORES DE RISCO NA DIABETES
MELLITUS

Os doentes com DM 2 apresentam resistén-
cia a insulina e muitas vezes obesidade, acredi-
tando-se que na base destas alteragdes se en-
contra o chamado «sindrome metabélico». Este
define-se por 5 parAmetros (Quadro I), dos
quais 3 devem estar presentes para que o diag-
néstico possa ser colocado®.

Quadro 1

Definicao do sindrome metabolico

 obesidade abdominal (circunferéncia abdominal >102 cm em
homens e > 88 ¢cm em mulheres)

o triglicéridos 150 mg/dL (1.7 mmol/L)

e colesterol HDL < 40 mg/dL (1 mmol/L) em homens e
< 50 mg/DL (1.3 mmol/L) em mulheres

o pressdo arterial 130/85 mmHg

e glicémia em jejum 100 mg/dL (5.6 mmol/L)

Idealmente, dever-se-ia documentar a hipe-
rinsulinémia nestes doentes com medi¢oes da
concentragio de insulina em jejum, mas a téc-
nica é dificil e ndo é recomendada por rotina.

Os principais factores de risco para uma in-
cidéncia aumentada de DC em doentes com DM
incluem a hiperlipidémia, a hipertensdo, o ta-
bagismo, a microalbumintria e a hiperglicémia.
Estes FRs — que serdo discutidos de seguida —
contribuem isoladamente para a DC, possuindo
um efeito aditivo, quando presentes em con-
junto ®.

Hiperlipidémia

O perfil lipidico é relativamente semelhante
na DM 1 — perfil normal nos doentes controla-
dos, hipertrigliceridémia, aumento das LDL e
diminui¢do das HDL em doentes néo-controla-
dos® — e na DM 2 - hipertrigliceridémia, au-
mento das LDL e lipoproteinas (a) com diminui-
¢éio das HDL.

Com o mesmo nivel absoluto de lipidos no
sangue, os doentes diabéticos apresentam uma
taxa superior de DC, do que os ndo diabéticos,
existindo uma correlagio entre o colesterol ndo-
HDL (LDL, lipoproteina (a), IDL. e VLDL) e a
incidéncia de DC em ambos os sexos 17,

Diversos ensaios de tratamento de hiperlipi-
démia com estatinas demonstraram diminui¢do
marcada de DC em doentes diabéticos, mesmo
nos assintomdticos ", A dislipidémia consti-
tui deste modo um factor de risco major nos
diabéticos.
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sulin resistance and very often obesity. It is
thought that the so-called «metabolic syn-
drome» is behind these alterations. This
syndrome is defined by five parameters (Table
), of which three must be present for the diag-
nosis to be made ©.

Table 1

Definition of metabolic syndrome

® abdominal obesity (abdominal circumference >102 ¢cm in men
and >88 c¢m in women)

e triglycerides 150 mg/dL (1.7 mmol/L)

e HDL cholesterol <40 mg/dL (1 mmol/L) in men and <50 mg/dL
(1.3 mmol/L) in women

® blood pressure 130/85 mmHg

e fasting glycemia 100 mg/dL (5.6 mmol/L)

Ideally, hyperinsulinemia should be docu-
mented in these patients by measuring fasting
insulin levels, but the technique is difficult and
is not routinely performed.

The main risk factors for increased inci-
dence of CAD in diabetic patients include
hyperlipidemia, hypertension, smoking, mi-
croalbuminuria and hyperglycemia. These risk
factors, which will be discussed below, contri-
bute in isolation to risk for CAD, and have an
additive effect when present together®.

Hyperlipidemia

The lipid profile of type 1 diabetes patients
(normal in controlled patients, hypertriglyceri-
demia, increased LDL and reduced HDL in un-
controlled patients) is similar to type 2 (hyper-
triglyceridemia, increased LDL and lipopro-
tein(a), and reduced HDL).

With the same absolute levels of blood li-
pids, diabetic patients present a higher rate of
CAD than non-diabetic patients; there is a cor-
relation between non-HDL cholesterol (LDL, li-
poprotein(a), IDL. and VLDL) and incidence of
CAD in both sexes .

Various trials of treatment of hyperlipidemia
with statins have shown a marked reduction in
CAD in diabetic patients, even asymptomatic
ones "9, Dyslipidemia is thus a major risk fac-
tor in diabetes.

Hypertension

Hypertension is very common in diabetic
patients, especially type 2, in whom around
40% have hypertension at diagnosis*® and most
are obese. The main evidence for its importance
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Hipertensao

A hipertensdo arterial é muito prevalente
nos doentes diabéticos, especialmente na DM
2, em que cerca de 40% tém hipertensdo no
momento do diagnéstico'” e a maioria sdo
obesos. A evidéncia mais importante sobre a
importancia vem do estudo UKPDS 36, que de-
monstrou que o tratamento da hipertensdo arte-
rial em doentes diabéticos tipo 2 — neste caso
com atenolol — diminuiu consideravelmente as
complicagdes vasculares (especialmente as ma-
crovasculares, incluindo o EAM), um efeito su-
perior ao obtido pelo controle glicémico"?.

A situacdo dos doentes com DM 1 é um
pouco diferente, ja que estes doentes sdo habi-
tualmente normotensos, excepto quando se ins-
tala insuficiéncia renal que é nessa altura
acompanhada de aumento da pressdo arterial ®®.

z

A incidéncia de hipertensdo nestes doentes é
de 5% aos 10 anos, 33% aos 20 anos e 70% aos
40 anos. Quinze a vinte e cinco por cento dos
doentes apresentando microalbumintria e 75-
80% dos que tém nefropatia diabética tém tam-
bém hipertensdo arterial '%.

O tratamento da hipertensio dos diabéticos
constitui uma medida preventiva absolutamente
crucial, sendo que o nivel-alvo de pressdo arte-
rial deverd ser consideravelmente mais baixo

do que o dos doentes ndo diabéticos ™.

Tabagismo

O tabagismo, por si s6, constitui um factor
de risco muito importante — e independente —
para as complicacdes quer micro (neuropatia,
retinopatia) quer macrovasculares (DC e AVC)
nos doentes diabéticos, especialmente em mu-
lheres @ e a cessacgo tabdgica tem um impacto
muito superior nos doentes diabéticos do que
nos nio-diabéticos ®".

Os diabéticos fumadores tém risco aumen-
tado de microalbumintria, de insuficiéncia re-
nal terminal, apresentando um perfil lipidico
desfavordvel e um aumento de mortalidade ®2.

Pelas razdes apontadas, a cessa¢do tabdgica
deve fazer sempre parte do esquema terapéu-
tico de qualquer doente diabético (tipo 1 ou 2).

Microalbuminairia

A microalbumintria constitui um factor de
risco cardiovascular independente, quer nos
doentes diabéticos, quer nos ndo diabéticos. Nos
doentes diabéticos, constitui habitualmente a ma-
nifestacdo mais precoce de nefropatia diabética.

comes from the UKPDS 36 study, which demon-
strated that treating hypertension in type 2 dia-
betic patients — in this case with atenolol —
considerably reduced vascular complications,
especially macrovascular complications inclu-
ding AMI, and that this effect was greater than
that obtained by controlling glycemia ™.

For type 1 patients the situation is slightly
different, since they are usually normotensive,
except when they have renal failure, which is
accompanied by a rise in blood pressure ®. The
incidence of hypertension in type 1 patients is
5% at age 10, 33% at age 20 and 70% at age
40. Fifteen to twenty-five percent of patients
with microalbuminuria and 75-80% of those
with diabetic nephropathy also have hyperten-
sion ¥,

Treatment of hypertension is an essential
preventive measure in diabetic patients, with
the target blood pressure level set considerably
lower than in non-diabetic patients .

Smoking

Smoking is in itself an important indepen-
dent risk factor for complications, both micro-
vascular (neuropathy and retinopathy) and ma-
crovascular (CAD and stroke), in diabetic
patients, especially women ®, and smoking ces-
sation has a much greater impact in diabetic
patients than in those who do not have the
disease .

Diabetic patients who smoke have increased
risk for microalbuminuria, end-stage renal fai-
lure, unfavorable lipid profile and increased
mortality ®2.

For these reasons, smoking cessation should
always be part of the therapeutic plan for any
diabetic patient (type 1 or 2).

Microalbuminuria

Microalbuminuria is an independent cardio-
vascular risk factor in patients with and without
diabetes. In diabetic patients, it is usually the
earliest manifestation of diabetic nephropathy.

Microalbuminuria is an indicator of poor
prognosis: in the HOPE®, LIFE ¢ and UKPDS®
studies its presence increased the risk for AMI,
stroke and cardiovascular mortality in all patients.

Treatment of microalbuminuria with glyce-
mic control and therapy with ACEI and/n ARA
is essential to improving the prognosis of these
patients.

Hyperglycemia

Controlling glycemia is the basis of treating




A microalbumindria é um marcador de mau
prognéstico: nos estudos HOPE @, LIFE @ e
UKPDS® a sua presenca aumentou o risco de
EAM, AVC e mortalidade cardiovascular em to-
dos os doentes.

O tratamento da microalbuminuria com con-
trolo glicémico e administragdo de IECAs e/ou
ARAs é essencial para melhorar o prognéstico
destes doentes.

Hiperglicémia

O controle da glicémia constitui a base do
tratamento da diabetes, ja que a hiperglicémia
estd relacionada com a patogénese da DCV,
quer em diabéticos tipo 129 quer tipo 2 #7.

A correc¢do da hiperglicémia é especial-
mente importante para a prevencdo das compli-
cagdes microvasculares na diabetes, j4 que as
macrovasculares sdo menos sensiveis ao con-
trole glicémico.

REDUCAO DO RISCO CORONARIO NA
DIABETES MELLITUS

Devido ao facto da doencga cardiovascular
ser multifactorial, qualquer abordagem do con-
trole dos factores de risco deverd ter em conta a
contribui¢fo individual de cada um para a inci-
déncia da doenca corondria, cerebrovascular ou
periférica. Em Portugal, a situa¢do é sobreponi-
vel ao resto do mundo e estd bem definida .

O objectivo é a diminui¢do do risco CV e
existe abundante evidéncia que intervengdes
focalizadas sdo eficazes neste contexto. As mo-
dalidades sdo variadas e incluem a manuteng¢éo
do peso ideal, dieta racional, exercicio fisico e,
especialmente, intervengdes farmacoldgicas ¢,

A prevengdo pode ser primdria ou secundé-
ria, conforme se destine a diminuir a ocorréncia
de doenca, removendo as suas causas, ou na
detec¢do precoce da doenga quando ainda é as-
sintomética, tendo em vista melhorar o seu
prognéstico ou reduzir a sua prevaléncia®. Um
muito importante conceito prético foi adiantado
no Third report of the National Cholesterol Edu-
cation Program (NCEP) Expert Panel on detec-
tion, evaluation, and treatment of high blood
cholesterol in adults ®, definindo a prevengdo
sempre como secunddria nos doentes diabéti-
cos. Esta recomendacio é baseada no risco CV
aumentado em doentes diabéticos (especial-
mente tipo 2 — que apresentam frequentemente,
como ja se disse, o chamado sindrome meta-
bélico), com um risco de EAM e de morte co-
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diabetes, since hyperglycemia is linked to the
pathogenesis of CVD in both type 129 and type
2@ patients.

Correction of hyperglycemia is particularly
important in the prevention of microvascular
complications in diabetes, since macrovascular
complications are less susceptible to glycemia
control.

REDUCING CORONARY RISK IN
DIABETES

As cardiovascular disease is multifactorial,
any attempt to control the risk factors must take
into consideration the individual contribution of
each factor to the incidence of coronary, cere-
brovascular and peripheral disease. The situa-
tion in Portugal is similar to the rest of the
world and has been thoroughly described ** 2.

There is abundant evidence that focused in-
terventions are effective in reducing cardiovas-
cular risk. There are various ways to do this, in-
cluding weight control, diet control, physical
exercise, and, most importantly, pharmacologic
intervention V.

Prevention can be primary or secondary, de-
pending on whether it is designed to reduce the
occurrence of disease by removing its causes or
to detect disease early, while it is still asympto-
matic, with the aim of improving prognosis or
reducing prevalence ®». An important practical
concept was put forward in the Third Report of
the National Cholesterol Education Program
(NCEP) Expert Panel on detection, evaluation,
and treatment of high blood cholesterol in
adults @, which stated that prevention in diabe-
tic patients is always secondary. This recom-
mendation is based on the increased cardiovas-
cular risk in diabetic patients (especially type
2, who often have metabolic syndrome, as sta-
ted above), with the same risk for AMI and co-
ronary death as non-diabetic patients post-AMI
(33)

The general approach to type 2 diabetic pa-
tients, in terms of reducing cardiovascular risk,
involves diet control, regular exercise, weight
control and the use of various drugs, including
antiplatelets (mainly aspirin and clopidogrel),
anticoagulants (warfarin), ACE inhibitors,
ARAs, beta-blockers and anti-dyslipidemics
(mainly statins)®%.

One of the best studies on controlling risk
factors was the Steno-2 trial ®, a randomized,
prospective, controlled, double-blind trial con-
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rondria igual aos doentes ndo-diabéticos pos-
EAM (33)‘

A abordagem global do diabético tipo 2 em
termos da reducdo do risco cardiovascular im-
plica dieta cuidadosa, exercicio fisico regular,
manutengdo do peso ideal e a utilizagdo de di-
versos agentes farmacolégicos, incluindo antia-
gregantes (principalmente aspirina e clopido-
grel), anticoagulantes (varfarina), IECAs,
ARAs, beta-bloqueantes e antidislipidémicos
(principalmente estatinas)®?.

Um dos melhores estudos sobre a reducio
de factores de risco até agora publicado foi o
ensaio Steno-2 %Y, um ensaio aleatorizado, pros-
pectivo e controlado, duplamente cego, reali-
zado num centro dinamarqués, com follow-up
de 7,8 anos. Neste estudo, 160 doentes com DM
2 e microalbuminuria e idade média de 55
anos, foram igualmente divididos para interven-
cdo convencional (n=80), baseada numa norma
de orienta¢do clinica nacional e interven¢do in-
tensiva (n=80) com alteracéo dos comportamen-
tos (dieta, exercicio e tabagismo), juntamente
com administra¢do de fdrmacos para a hipergli-
cémia, hipertensdo, dislipidémia, microalbumi-
niria e preven¢do da DC com aspirina. Os re-
sultados indicaram uma reduc¢éo do risco
absoluto (RRA) de 20% (44% vs. 24%) do re-
sultado primdrio — um resultado composto de
morte cardiaca + EAM ndo-fatal + cirurgia de
bypass corondrio + PTCA + AVC néao-fatal +
amputacdo por isquemia periférica + ou cirur-
gia vascular periférica — com reducdo do risco
relativo de 46% e um ndmero necessdrio tratar
de apenas 5. Os doentes que receberam o trata-
mento intensivo apresentaram também uma me-
nor taxa de progressdo da nefropatia, retinopa-
tia e neuropatia autonémica diabéticas. O
Quadro Il compara dados do artigo correspon-
dentes aos dois regimes de tratamento.

Baseado no estudo Steno-2 (e outros) é man-
datéria a interven¢do moduladora dos factores
de risco nos doentes diabéticos tipo 2, acima de
tudo com o tratamento da dislipidémia, HTA e
tabagismo — como os principais — e a hipergli-
cémia, como o menos importante ®?. Os niveis
ideais para objectivos de tratamento estdo no

Quadro 11.

CONCLUSOES

Os doentes diabéticos (tipo 1 ou 2) encon-
tram-se em risco aumentado de doenca cardio-
vascular, especialmente corondria. O risco estd

ducted in a Danish center, with a follow-up of
7.8 years. In this trial, 160 patients with type 2
diabetes and microalbuminuria and a mean age
of 55 years were divided equally between a
conventional intervention group (n=80), with
treatment based on national clinical guidelines,
and intensive intervention (n=80), which inclu-
ded behavior modification (diet, exercise and
smoking) together with drugs to control
hyperglycemia, hypertension, dyslipidemia, mi-
croalbuminuria, and aspirin to prevent cardio-
vascular disease. The results indicated an abso-
lute risk reduction of 20% (44% vs. 24%) in
the primary outcome (a composite endpoint of
cardiac death + non-fatal AMI + coronary
bypass surgery + PTCA + non-fatal stroke +
amputation due to peripheral ischemia + peri-
pheral vascular surgery), with relative risk re-
duction of 46% and number needed to treat of
only 5. The patients who received the intensive
treatment also had a lower rate of progression of
diabetic nephropathy, retinopathy and autono-
mic neuropathy. Table Il presents the two treat-
ment regimes from the study.

On the basis of the Steno-2 and other trials,
it is considered mandatory to intervene in order
to modify risk factors in type 2 diabetic pa-
tients, particularly to treat dyslipidemia, hyper-
tension and smoking, and to a lesser extent
hyperglycemia ®. The ideal levels for the treat-
ment goals are shown in Table I1.

CONCLUSIONS

Type 1 and 2 diabetic patients have in-
creased cardiovascular risk, especially for coro-
nary artery disease. This has been well establis-
hed through high-quality studies, as have
interventions to ameliorate the major risk fac-
tors.

The therapeutic approach to the type 2 dia-
betic patient should include — if there is no in-
dividual contraindication — weight control, diet
control, physical exercise, smoking cessation
and, particularly, the pharmacologic interven-
tions described above, as well as oral antidiabe-
tics (or insulin).

The results of lowering cardiovascular risk
in these patients should lead to a marked de-
crease in the incidence of coronary artery, cere-
brovascular and peripheral vascular disease,
with consequent improvement in prognosis.
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Quadro 11 Table 11
Ensaio Steno-2: objectivos de tratamento The Steno-2 trial: treatment goals

Tratamento Tratamento Conventional  Intensive

convencional intensivo treatment treatment
Pressao arterial sist6lica (mmHg) <160 <140 Systolic blood pressure (mmHg) <160 <140
Pressao arterial diastélica (mmHg) <95 <85 Diastolic blood pressure (mmHg) <95 <85
HbAlc (%) <75 <0,5 HbAlc (%) <7.5 <0.5
Triglicéridos (mg/dL) <194 <150 Triglycerides (mg/dL) <194 <150
Colesterol total (mg/dL) <250 <193 Total cholesterol (mg/dL) <250 <193
HDL (mg/dL) >35 >42 HDL (mg/dL) >35 >42
IECA (hipertenso ou ndo) néo sim ACE inhibitors (hypertensive or normotensive) no yes
Aspirina em doentes com DC conhecida  sim sim Aspirin in patients with known CAD yes yes
Aspirina em doentes com DAP conhecida nao sim Aspirin in patients with known PAD no yes

bem determinado em estudos de excelente qua-
lidade e a eficdcia das intervencdes nos factores
de risco major também.

O esquema de tratamento do diabético tipo 2
deverd incluir sempre — se ndo houver qualquer
contra-indica¢fio individual — a manutengo do
peso ideal, uma dieta racional, exercicio fisico,
cessagdo tabdgica e, especialmente, interven-
¢oes farmacoldgicas ja descritas, para além dos
antidiabéticos orais (ou insulina).

Os resultados da diminuicdo do risco nestes
doentes dever-se-4 traduzir por uma diminui¢ao
muito marcada da incidéncia de doenca corona-
ria, cerebrovascular e periférica, melhorando
deste modo globalmente o seu prognéstico car-
diovascular.
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