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EERMEDAD CORONARTA ESTABLECIDA:

== ESTRATEGIAS Y OBJETIVOS DE CONTROL

Dra CARMEN DE PABLO Y ZARZOSA
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European guidelines on cardiovascular disease
prevention in clinical practice

Third Joint Task Force of European and other Societies on
Cardiovascular Disease Prevention in Clinical Practice
(constituted by representatives of eight societies and by
Invited experts).

Eur J Cardiovasc Prev Rehabil. 2003 Aug;10(4):S1-S10.
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OBJETIVO

Prevenir la discapacidad y la muerte prematura
provocada por las enfermedades cardiovasculares,
mediante cambios en el estilo de vida, correcto manejo
de los factores de riesgo cardiovascular y, si fuese
necesario el uso de medicamentos preventivos
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Pacientes con enfermedad coronaria establecida, enfermeda
arterial periférica y enfermedad cerebrovascular
aterosclerotica. —

Individuos asintomadticos con alto riesgo de desarrollar enfermedad
cardiovascular aterosclerotica por presentar

* Multiples factores de riesgo que den lugar aun riesgo actual (o extrapolado a los 60
afios de edad) > 5% de desarrollar un evento cardiovascular mortal a lo largo de 10 afos

* Niveles marcadamente elevados de un dnico factor de riesgo: colesterol total > 8mmol/I|
(320 mg/dl), LDL-c > 6 mmol/l (240mg/dl), presion arterial >180/110

* Diabetes tipo 1 con microalbuminuria o Diabetes tipo 2.

Familiares proximos de:

* pacientes con enfermedad cardiovascular aterosclerdtica de aparicion precoz
* individuos asintomaticos de muy alto riesgo

Otros individuos a los que se atiende en la practica clinica habitual
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®* No fumar
e Dieta saludable
 Ejercicio fisico habitual
® Indice de Masa Corporal < 25 kg/m2
® Presion Arterial < 140/90 mmHg, o < 130/80 mmHg en grupos
especificos (*)
® Colesterol Total < 5mmol/l (190 mg/dl), o <4.5 mmol/l (175 mg/dl)
en grupos especificos (*)
-~ ® LDL-c <3 mmol/l (115 mg/dl), o <2.5 mmol/l (100 mg/dl) en grupos
especificos (*)
e Control de la glucemia en sangre en todos los diabéticos

~ = Considerar tratamiento con farmacos preventivos en algunos grupos
especificos (*)

(*) grupos especificos
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Implications of recent clinical trials for the
National Cholesterol Education Program Adult Treatment Panel 111
guidelines. Circulation. 2004;110:227-239.

* Cannon CP. et al. N Engl J Med. 2004;350:1495-1504.
* Heart Protection Study Collaborative Group. Lancet. 2002;360:7-22.

* PROspective Study of Pravastatin in the Elderly at Risk. PROSPER: a randomised controlled trial.
Lancet. 2002;360:1623-1630.

* Antihypertensive and Lipid-Lowering Treatment to Prevent Heart Attack Trial (ALLHAT-LLT).
JAMA. 2002;288:2998 -3007.
* Anglo-Scandinavian Cardiac Outcomes Trial-Lipid Lowering Arm (ASCOT-LLA): a multicentre
randomised controlled trial. Lancet. 2003; 361:1149 -1158.
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* Treating fo New Targets (TNT) Investigators. Intensive lipid lowering with atorvastatin in patients
with stable coronary disease. N Eng/ J Med. 2005;352: 1425-1435.

* Incremental Decrease in End Points Through Aggressive Lipid Lowering (IDEAL) Study Group. High-
dose atorvastatin vs usual-dose simvastatin for secondary prevention after myocardial infarction: the
IDEAL study: a randomized controlled trial. JAMA. 2005;294:2437-2445.
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Presentation Notes�
Los hallazgos de varios estudios posteriores, en la reducción de las cifras de colesterol, con mas de 50.000 pacientes tratados, obligó al National, Heart, Lung and blood Institute….a puiblicar updates: Estos cambios definen la opción de disminuirmas el LDLen los pacientes de muy alto riesgode enfermedad coronaria, como SCA y aumentar las indicaciones de fármacos. Dos estudios posteriores,TNT e IDEAL, mostraron los beneficios de dism colest tb en Cisq cronica.�
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AHA/ACC Guideline

AHA/ACC Guidelines for Secondary Prevention
for Patients With Coronary and Other Atherosclerotic

Vascular Disease: 2006 Update
Endorsed by the National Heart, Lung, and Blood Institute
Sidney C. Smith, Jr, MD: Jerilyn Allen, RN, ScD: Steven N. Blair, PED: Robert O. Bonow, MD:
Lawrence M. Brass, MD+: Gregg C. Fonarow, MD: Scott M. Grundy, MD, PhD: Loren Hiratzka, MD:

Daniel Jones, MD+: Harlan M. Krumholz. MD: Lori Mosca, MD, PhD, MPH: Richard C. Pasternak, MD*;
Thomas Pearson, MD, MPH. PhD: Marc A. Pletfer, MD. PhD: Kathryn A. Taubert, PhD

Cireulation 2006:113:2363-2
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ELOCO PRESSLAE COMTROL:
Goal
14096 mm Hg

o
< 120'30 mm H il patisnt has diabetes
or chronic kidney dzeaze

For al pafients:

« Irébate or mainkain lfestyls modiliction—weight conirat increased physcal actiaty; aloshol modsraiion;)

sodium reduchion; and emphasis an incraassd
preducks. | [B)

al frech fruits, vegetables, and low-fat dairy

For patients with bhbed prescare =140/20 mm Hy (or =130/80 mn Hg lor individuals with chronic
biduey dissace or diabekst
« b tlerated, add blood pressurs medication, reating inrially with 5-blckers and'or ACE inkibitors, mih
addiien of other druge such a3 hiandes a5 nesded 1o achieve goal bocd pressurs, | )
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MNabonal Commitier on Pravention, Deteciion, Ecskation, and Treaiment of High Blod Przsurs (M 7))

Toal

LLLL <100 ma'dl
I ingycendes ars =200 modl,
non-HOL-C sheuld be <120 mydlt

For al pafients:

= Start distary herapy. Reduce intake of satursied fabs (te <7% of tetal cabriss), trans-batly acids, and
cholesteral ta <202 mg'd). | )

+ tdding plant stanch'zterdls |2 3d) and viscoue fber (=10 g'd will Furher lowar LOLC.

« Premate daly physicd acieity and weight mmagsment. | (B}

« Ercorags norsased corgumplion of omega-2 faty aads in the form of fisht or in capsule fom (1 0'd)
or risk reduction. For rssiment of elevatsd thghyoanides, higher dases ars usudlly necassary br nsk
recuciicn. Ib (B)

For lipid management:

fezess facting lipid profile in 2l patients, and within 24 heurs of hospitalization fee hose wih an acute
cardovascuar of corenary event For haspitaliced paberts, mtiaks iped-lowsring madicaion 25 recommendsd
below befors discharge according to the folowing schedule:

© LDLC shoud be <100 my/dL | (&) and

« Fusther reduchon of LU to <70 mo'dL iz reasonable. lla (4

« |f bassine LIL-C is =100 mg/dL initate LOLowering drug herapy & | (&)

« If on-trestment LOL-C i =100 mgldL, mbereily LIL-Aewerng dug hergy (may requirs LW owerng
drug combination]. | (&)

o I bassine LIL-Cis 70 te 100 mg'dL, it i reascnble b treat o LIUC <70 mp'd. | (B)

« |f tnglycandes are 200 to 469 mg'dl, non-HIL-C shoud be <120 mo'd. | B and

» Futher reducion of norrHOL-C o <100 mg'dl is reasenable, [l (E)

« Therpeutic cpicre b reduce nonHIL-C are

Mare intenss LOL<~lowening herapy | [EL o

P (after LIL-C-omering thermpyt lla (8], o

Fibrate therapy# jaker LIC-C-bomenng herapy) la B)

« IF tnghycsrides are =203 my'dLe, terapaulic opicns o prevent pancreaiis ars fbrated o riacnd
before LDLewerng therapy; and treal LDL<C 1o godl aker wigycendedowenna therapy. Achisss

neerHIL-C <120 mo'dL il pessble | (T)
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+ Shart aspinin 75 b 162 mo'd and continue ndelinitely in al paients urbsss contraindicated | (&)
= For paiients undergoing cononary artery bypags grating, aspinin sheud be started wnthin 42 howrs
ahier curgery to raduce saphences vein oraft dosurs, Dosing regmens anging from 100 o 227
myid apper to be shizzoous. Dases higher than 152 mo'd can be confirued for up to 1 year. | [E)
* Start and continue chpidogrel 72 modin combinaicn vith 2epim b wp to 12 meatte in paiients lln'w
caranary FyTdrome of ey with stent (=1 monh bor bars metd
stent, =2 montte fnnmhm-ﬂ.mg stnl and =4 menths bor pﬂltml—dlm; skt | (B)
= Pabenk: who have undergone peradtaneaus cornary inkrenion wih stend placenvend l'nddiliidlf
recene higher-doze aspion & 325 mg'd bor 1 meeth for bare et stenl 3 months for ardlimes-duing
=il and £ menths for paciitzed -ehaing =ent | B)
+ Monisge werfarin b indemaboral normalized rabio=2.0to 3.0 b parocpermed or cheeei: atil ibrlbticn o
fitter, nd in post-repocadal inkrchon patients when cinicaly indicated (e, el Balzion, lefi veninadar
theeerbue). | ()
+ Undmhmlnmmwllmﬂ'ﬂ'ordq)ﬂq\dammlhdwhmmdndmlbkﬂilnm

shoukd be monilorsd

REHN-ANGIOTEHSIN-ALDOSTEROHE
BYSTEM ELOCKERS:

ECE inkibitors:

« Syt nd continue indefinitely in 3l pabents with bt weniricdar sjchion fciion = 40% and in hose
wih byperiercion, diababes, or cheonic bidney dzence, unbsss contmindicated | (&)

« Consder for Al cther patients. | ()

« bmong lowsrnsk prient wih norrmal bk wniniader ajchion fracion in whom cxr dovasaulyr ni
factors are well contralled and revasoulwizzion has been parformed, use of ACE inhibitors may be
careidered cptiaral. lla (B)

HLugiotensin recepior blockers:

« Lke n pabienis whe are intobrart of &CE whibitors and have heart fdurs or have had 2 myocardid
infarciion with leh vertnouly ejrciion Faction =#0%. | &)

« Consder in cther pakents who are ACE inhibilr mlclerant. | B}

+ Consider uze in combinatian aih ACE ihibitoes in spstelic- dyshanctian heart faiks. [1b (B)

AMoskrone blockade:
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wha are absady recening herpaulic doses of an ACE inkibitr and E-blukr Im'e 2kt mimla'
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Congider chronic therapy for ol cther patients with coronary or otheer vaceulyr diseass or disbeles unless
coniandiated Il (1)
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* No fumar -

* Dieta saludable | 7 ]
* Ejercicio fisico habitual: 30 min / dia x 7 dias 15

* Indice de Masa Corporal < 25 kg/m2
Perimetro abdominal <102 cm en hobres y <88 cm en mujeres

* Presion Arterial < 140/90 mmHg, o < 130/80 mmHg en insuficiencia
renal cronica y DM

—  * LDL-c <100 mg/dl, siendo razonable llegar a < 70 mg/dl en grupos

_—

| especificos

L

- * Control de la glucemia en sangre en todos los diabéticos: HbA <7%

* Considerar tratamiento con farmacos preventivos:
Ac a salicilico / Clopidogrel / Anticoagulantes
Betabloqueantes
IECAS / ARA |l / Antialdosteronicos




NTIPLATELET AGENTS/
NTICOAGULANTS:

ENIN-ANGIOTENSIN- ALDOSTERONE
YSTEM BLOCKERS:

-BLOCKERS:

« Start aspirin 75 to 162 mg/d and continue indefinitely in all patients unless contraindicated. 1 (A)
= For patients undergoing coronary artery bypass grafting, aspirin should be started within 43 hours
after surgery to reduce saphenous vein graft closure. Desing regimens ranging from 100 to 323
ma‘d appear to be efficacdous. Doszs higher than 162 mgdd can be continued for up to 1 year. | (B)
« Start and cortinue chpidogrel 75 ma‘d in combiration with aspirin for up to 12 months in patients after acu
corarary syndrome or percutaneous coronary intervention with stent placement (=1 month for bare metal
stert, =3 monthe for simlimus-ebting stent, and =5 months for paditacel-ehuding stert). | (B)
Patients who have undemone percutaneous comnary intervention with stent placement should intially
recete higher-dase aspirin at 325 ma‘d for 1 maonth for bare metal stent, 3 months for sirolimus-eluting
stent, and & months for padituel-eluting stent. 1 (B)

« Marage warfarin to international normalized rativ=2.0 to 3.0 for paraysmal or chronic atrial fibrillation or
flutter, and in_ post—myocardial infarcion_patents when chincaly indicatzd (2q, atreal fonleEton, BT venbicular
thrombusi. | (A)

« ls2 of warfarin in conjunction with aspirin and‘or clopidogrel is associated with increased risk of bleeding and
should be monitored dosely. 1 (B)

ACE inhibitors:

« Start and continue inu:lefiniterz' in all Eatient':, with left ventricular e'|ectiun fraction =40% and in th
with hypertension, diabetes or chronic kidney disease, unless contraindicated. 1 {A)
+ Consider for all other patients. | (B)

« Among lgwer-risk patients with normal left ventricular ejction fraction in whom cardiovagcular fisk
& = [

factors are well controlled and evascularization has been performed, use of ACE inhibitors may be
considered optional. lla (B)

Angiotensin receptor blockers:

« lzz in patients who are intalerant of ACE inhibitors and have heart failure or have had a myocardial
infarction with left ventricular ejection fraction =40%. | (A)

« Consider in other patients who are ACE inhibitor intolerant. 1 (B)

« Consider use in combination with ACE inhibitors in systolic-dysfunction heart failure. b {B)
Aldosterone blockade:

e Uz in post-myncamdial infarction ratients, without significant renal dysfunction™ or hyperkalemiatt,
who are already recziving therapeutic doses of an ACE inhibitor and 2-blocker, have a left ventricular
ejection fraction =40%, and have either diabetes or heart failure. 1 (A)

kft ventricular dysfunction with or without heart failure eymptome, unless cortraindicated. 1 (A)

Congider chronic therapy for all other patients with coronary or other vascular diseass or diabetes unkss
contraindicated. Na (G)
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¢ COMO CONSEGUIR SU CUMPLIMIENTO ?
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EUROASPIRE I, Eur Heart J 1997

* Alta prevalencia FRCV modificables

* Prioridad médica

EUROASPIE I,ﬂ Eur H;z;rt T 2001

- 21% Fumaban - 31% Obesos
- 50% No control TA - 58% Colesterol elevado
- 20% DM

- Farmacos: 90% Ac.a.salicilico
66% Betabloqueantes
38% Iecas

43% Hipolipemiantes

FALLO COLECTIVO EN LA PRACTICA
MEDICA EUROPEA (Lancet 2001)




//—/,—l CENOSUNEVENEONTROL DE FACTORES DE RIESGO EN.

SREVENGION SECUNDARIAZ

% en el ALTA HOSPITALARIA ?
" enlla CONSULTAMEDICOFAMI
“en la CONSULTA CARDI 0L0GO?

—y — e
cHRECOMENDAMOS FIACER £J5 ’?f/f/O /J/fJ "/\/r) =VENC IO
- SECUNDARIA:

= De fi -ma GENERAL “debe usted caminar’...
| HQ E ejercicio, FRECUENCIA E INTENSIDAD

> BENEFICIOS DEL EJERCICIO

MOS A LOS PACIENTES DESDE EL PUNTO DE VISTA
PSICOLOGICO?

ANSIEDAD: en la fase aguda ¢DESPUES?
DEPRESION, CONDUCTA TIPO A, ESTRES

iy
T ‘_

= UNOS IMPLICAMOS EN LA REINCORPORACION AL TRABAJO
TRAS UN EPISODIO CARDIOVASCULAR?

cCUMPLINMOS LOS OBJETIVOS FARMACOLOGICOS RECOMENDADOS ?
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AHA Scientific Statement

Cardiac Rehabilitation and Secondary Prevention of
Coronary Heart Disease

An American Heart Association Scientific Statement From the Council on
Clinical Cardiology (Subcommittee on Exercise, Cardiac Rehabilitation,
and Prevention) and the Council on Nutrition, Physical Activity, and
Metabolism (Subcommittee on Physical Activity), in Collaboration With
the American Association of Cardiovascular and Pulmonary Rehabilitation

Arthur S. Leon, MD, MS, Chair; Barry A. Franklin, PhD; Fernando Costa, MD; Gary J. Balady, MD;
Kathy A. Berra, MSN, ANP: Kerry J. Stewart, EdD; Paul D. Thompson, MD;
Mark A. Williams, PhD; Michael S. Lauer, MD

Abstract—This article updates the 1994 American Heart Association scientific statement on cardiac rehabilitation. It
provides a review of recommended components for an effective cardiac rehabilitation/secondary prevention program,
alternative ways to deliver these services, recommended future research directions, and the rationale for each component
of the rehabilitation/secondary prevention program. with emphasis on the exercise training component. (Circulation.
2005:111:369-376.)
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A: OBJETIVOS

_~ ==> MEJORAR PRONOSTICO
3.3 DISMINUYENDO
MORBIMORTALIDAD

L
v -

Entrenamiento Fisico

£ Control de Factores de Riesgo

& Actuacion Psicologica

T
e

| Programa Educativo

)

Valoracion sociolaboral

Tratamiento Farmacoldgico




LACION CARDIACA:
ONES ACTUALES

MR BIOPATAS:

1-CARDIOPATIA ISQUEMICA S lnfarto miocardio
-~ Revascularizacion quirudrgica
E: ACTP Stent
* Angina cronica estable

— —

EN SUJETOS SANOS:

1= ALTO RTESGO POR FACTORES DE RIESGO
2="EDAD MEDIA QUE INICIAN ACTIVIDAD DEPORTIVA
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N CARDIACA

CENTROS DE U. DE REHABILITACION

ATENCION PRIMARIA CARDIACA
| |
CENTROS DE POLIDEPORTIVOS CLUB CORONARIO
ATENCION PRIMARIA
| —
— - T -‘_ —
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BAJO RIESGO

* Curso hospitalario sin complicaciones

* Ausencia de signos de isquemia miocardica |

2 " P " o M 2 - a =y
Capd MEDIO RIESGO

*
* Frac., Presencia de angina
Ause

severd * Positividad en la ergometria a partir del min 5 (Bruce)

. qua(:idqd Funcionnl ontrne R_A Q AETe

ALTO RI
* Defectos reversib *l;[ f ; ESGO.
nfarto previo

| * Fraccion de eyecc . .
* Respuesta hipotensiva al esfuerzo

_.;-T e * Capacidad funcional < 5 METs con respuesta
= hipotensiva o depresion del ST > 1 mm

e - * Depresion del ST > 2 mm a niveles de
—— frecuencia cardiaca < 135 por minuto

- * Fraccion de eyeccion < 35%
* Presencia de arritmias ventriculares severas




BLA 4. COMUNIDAD DE MADRID

600 (00)0) habutan‘res

11 CENTROS DE SALUD 2 AMBULATORIOS 1 POLIDEPORTIVO MUNICIPAL




PROGRAMA DE REHABILITACION CARDIACA .HOSPITAL RAMON Y CAJAL |
—_

5 dias/semana

1.-ACTUACION FISICA

SUBUNIDADES

hospital (3 dias a la semana)

A.-Tabaquismo

1 cardidloga

1 médico rehabilitador

1 enfermera

2 psicologas
B.-Lipidos

1 cardidloga

1 enfermera
B.-Disfuncion eréctil

1 cardidlogo

1 psiquiatra

1 urdlogo (andrélogo)

1 enfermera

- - B . .-
) -enfrevistas individuales y r'e‘amcién

== b; Terapia de grupo (jueves)




TACION| CARDIAC/

T | — . — .
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* Vigilancia durante el programa

( Americam Association for Cardiovascular and Pulmonary Rehabilitation, 1999)

- Telemetria

- Control hemodinamico
- FCEntrenamiento

- Escala de Borg




ACTUACEO)LPSTCOLGGRET

* ENTREVISTA INDIVI DUAL

i T
* CUES TIONARIO.% G

| ™ ol

* PSICO TERAPIA DE GRUPO

* SESIi ONE.S DE RELAJ'A CION:
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CALIDAD
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CAPAGCIDAD) FUNCIONAL
B . e

EL ENTRENAMIENTO FISICO MEJORA DE FORMA SIGNIFICATIVA |
LA CAPACIDAD FUNCIONAL. EN TODAS LAS PERSONAS,

INDEPENDIENTEMENTE DE LA EDAD Y EL SEXO

——

AUMENTO CONSUMO MAXIMO OXIGENO

*:p< 0,001 **:p< 0,05

M G.Rehabilitado:
90 ptes

[ G.Control:
90 ptes

INICIAL 1 ANO Rev Esp Cardiol, 1996




REHABILTTACION CARDIACA:
GONTROL FACTORES RIESGO
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L REHABTITTACION CORONART

AD0S. A NIVEL PSTCOLO
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== EHDP National Exercise and Heart Disease Project; CSMC:
= =Cedar's Sinai Medical Center; HRyC: Hospital Ramon y Cajal
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TRAS INFARTO AGUDO
MIOCARDIO

INCORPORACION LABORAL
TRAS REVASCULARIZACION

* p<0.002
** n<0.0004

INCORPORACION LABORAL [N

PINFACION CARDIACA:
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=pased rehabilitation...coronar
itdisease. .. meta-analysis of

. Am J..Maf 2004:116: 682-692

e —

48 estudios (1970-2003) 8940 pacientes

** Descenso significativo en:
mortalidad cardiovascular y total
colesterol total, triglicéridos y tension arterial
sistolica

=

=

= ™ No diferencias significativas en:
= reinfartos, necesidad de revascularizacion,

——

=3 HDL-C, LDL-C y tension arterial diastdlica

(5 metaandlisis)




ALEATORI IZADOS QUE DEMUESTRAN U
SIGNIF. . ,ﬁ-ﬁj ORTALIDAD CON
ITACION CARDIACA

* Kallio JA et al. Lancet, 1979 (a los 3 afios) f’?

* Hammalainen H et al, Eur Heart T 1989 (a
los 10 anos), Eur Heart J,1995 (a los 15 anos).

=~  * Hedback P y col. Eur Heart J, 1987 (a los 5
~~ | afos) y Eur Heart J,1993 (a los 10 atos)

— * A)AOI"O"'O J M Y CO' Rev Esp Cardiol, 2005 ( a los 10
— afos
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REHABTIINACION: CORONART/

Kaplan-meiery)

I~ )
-~

- Descenso del 56,57
en la mortalidad total
(p=0,04)

- Descenso del 50,47

en la mortalidad CV
(p=n.s.)
- Descenso significativo

en: complicaciones totales,
insuficiencia cardiaca,
angina inestable,

cirugia coronaria

Maroto JM y col. Rehabilitacion cardiaca en pacientes con Infarto de miocardio. Resultados |
tras 10 afios de seguimiento Rev Esp Cardiol. 2005;58:1181-1187. .
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