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Preface
Goals and Intents of this
Pamphlet
A Patient’s Awareness Guide to A Silent Killer

A:

To provide a method of building awareness with respect to
the danger of asymptomatic CAD/events.
B:

To provide the Type II diabetic population with a tool that
will allow for a better understanding of what is needed to
avoid preventable ischemic events.
C:

To promote better quality and quantity (influence morbidity
and mortality) of life in the above noted patient population.
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Introduction to Heart Disease in the
Type II Diabetic

T

How does diabetes affect my
heart?

1.) Tendency toward high amounts of fat (cholesterol) in the blood.
This is a known contributor to cholesterol plaque build-up within
the walls of your blood vessels.
2.) Poor capability to break down already formed blood clots. This
is caused by overproduction of an enzyme that prevents clot
breakdown, called plasminogen activator -inhibitor-1 (PAI-1).
3.) Diminished ability to adequately control movement of blood vessels
and flow of blood through them. When blood vessels increase their
internal thickness and/or lose nerve function, they are unable to accommodate the heart’s need for more blood flow.

4.) The effects of poor blood flow and high blood sugar on the nerves
that supply your heart. As mentioned above, this can lead to poor response to the heart’s demand for more oxygen (blood flow). Also, this
may be responsible for the lack of sensation when a heart attack ensues (will be discussed more later on).
5.) The detrimental effects of higher insulin levels on blood vessels. This
results in additional “hardening” of the arteries.
***Please note that the above factors work together in a collaborative effort to render the diabetic more vulnerable to heart disease.
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Introduction

here are various mechanisms by which diabetes attacks the
heart, invoking its deadly effects. The following is a basic description of the pathologic changes that may take place in those who
suffer from this disease:

•

14.5 million in the U.S. are currently living with Type II diabetes
mellitus (90% of all diabetes cases).

•

Coronary artery disease (CAD) represents the leading cause of
death in America.

•

CAD is the most common and costly vascular complication of
diabetes; it is, furthermore, the major cause of death in the Type
II diabetic population.

•

Type II diabetics are at the same risk for a heart attack as nondiabetics who have already had a heart attack.

•

Those who are not yet diabetic (“borderline”) are at increased
risk of cardiovascular disease even before the diagnosis.

•

Diabetes has been noted to be the only disease that causes women
to have heart disease rates similar to those of men.

•

The number of those Type II diabetics affected by asymptomatic
CAD is not clearly known, only estimated (one study demo nstrated significant CAD in 20.9% of the study group; another
gave ranges between 9% and 48%).

What are the symptoms of heart
attack?
Typical: pain/tightness (chest, left arm), lightheadedness/passing
out, nausea/vomit, difficulty breathing/shortness of breath, sweating,
pale skin, sensation of heart beating faster/harder than usual
(palpitations).

Atypical: pain/tightness (jaw, back, mid-upper abdomen),
cough, anxiety, fatigue.

Absent
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How do painless heart attacks come
about?
The current thoughts on the pathology of the disease are three-fold with
respect to the estimated cause:
1.) Differences in in areas of blood flow to the heart and the effects on
nerves supplying the heart (exercise tolerance and nuclear scan
studies). Current opinions are controversial, however, this may
play a role in decreasing the interpretation of pain with heart attack.
2.) Variation in pain thresholds
3.) Genetic predisposition
Potential indicators of asymptomatic CAD in Type II diabetes are protein in the urine (small amount of protein in the urine
[microalbuminuria] has been noted to be an independent risk factor for
CAD in the Type II diabetic—diabetic nephropathy) and heart rate variability with testing (autonomic neuropathy).

Who is susceptible?
•
•
•

Those with potential indicators (diabetic nephropathy and autonomic neuropathy).
The elderly: asymptomatic heart attacks increase with age despite the presence of diabetes.
Those with Metabolic Syndrome: a constellation of signs noted
in Type II diabetes characterized by elevated blood glucose,
elevated insulin, high blood pressure, and elevated blood cholesterol; this all results from profound insulin resistance leading
to a greater production of insulin in the body (or need for more
insulin to be administered) in order to control blood glucose.
This is extraordinarily damaging as higher insulin levels give
rise to more accelerated CAD/events (heart attack) due to
greater salt retention (worsening blood pressure) and higher
cholesterol (particularly triglycerides) levels among other
things. Synonyms for metabolic syndrome are “Syndrome X” ,
CHAOS, and insulin resistance syndrome (IRS).

Asymptomatic Coronary Artery Disease (CAD)
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Prevention/Contact Information

Screening
Who should be screened for asymptomatic CAD regularly?

What steps can be taken to prevent
this?
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CAD Prevention: The Bigger Picture
1.) Blood Pressure: according to the recently released “Seventh Report
of the Joint National Committee (JNC 7) on the Prevention, Detection, Evaluation and Treatment of High Blood Pressure” by the National High Blood Pressure Education Program, those with diabetes
should maintain a blood pressure <130/80.

-Population deemed high risk according to the ADA:
•Male gender.
•Presence of retinopathy (eye problem particularly associated with diabetes.
•Family history of CAD.
•ABOVE ALL: arterial disease with a high number of
cardiovascular risk factors.

2.) Cholesterol: the National Cholesterol Education Program’s (NCEP)
latest release (Adult Treatment Panel III [ATP III]) recommends
maintaining cholesterol levels in diabetic patients as follows: LDL
<100, HDL >40, triglycerides <200, and total cholesterol <200.

-Others at risk: those demonstrating a particular abnormality
on their resting electrocardiogram (ST-T changes).

3.) Smoking: cessation is advocated.
4.) Blood Glucose Levels: the American Diabetes Association (ADA)
recommends that before meal glucose levels should be 80 - 120,
night time levels should be 100 - 140, and hemoglobin A1C levels
(the 3 month monitoring test) should be <7.
5.) Exercise/Diet and Weight Control: it should be advocated to consume a diet low in saturated fat and cholesterol, with limitation of
concentrated sweetened foods (e.g., candy bars) and those high in
starch (e.g., potatoes). Also, it has been noted that eating several
small meals throughout the day (rather than 3 large meals) will
avoid large after-meal spikes in blood glucose and insulin which
can be detrimental. In addition, before beginning any exercise program, you should consult your doctor, who may wish to perform a
stress test on you prior to beginning the program.
6.) Medications: continue to take your medications consistently as directed by your doctor.
7.) Consistent Follow Up: be sure to regularly follow up with your doctors regarding your condition. This includes your primary care doctor (s), as well as your endocrinologist, cardiologist, and ophthalmologist (where applicable).
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Screening Measures (according to the U.S. Preventive Services Task
Force [USPSTF] and the American Diabetes Association
[ADA]).
-Resting electrocardiogram (ECG).
-Exercise stress testing

Important Contact Information
•

•

•

American Diabetes Association (ADA):
Phone—1-800-DIABETES (1-800-342-2383).
Web—www.diabetetes.org.
Address—1701 Beauregard St., Alexandria, VA 22311.
American Heart Association (AHA):
Phone—1-800-AHA-USA-1 (1-800-242-8721).
Web—-www.americanheart.org.
Address—7272 Greenville Ave., Dallas, TX 75231
National Institutes of Health (NIH)/National Institute of Diabetes
& Digestive & Kidney Diseases (NIDDK):
Phone—1-800-860-8747
Web—www.niddk.nih.gov.
Address—Office of Communications and Public Liaison,
NIDDK, NIH, Building 31, room 9A04 Center Drive,
MSC 2560, Bethesda, MD 20892-2560.

Prevention/Contact Information

-Population deemed high risk according to ALFEDIAM:
•Those with peripheral arterial disease.
•Those with protein in the urine.
•Those with cardiovascular risk factors other than diabetes (e.g., smoking, high cholesterol/blood pressure, etc.)
•Age >65 years.
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