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ABSTRACT

Aim: Evaluation of complications after one-year observation 
in patients with acute and chronic coronary heart disease 
(CHD) depending on the presence of type 2 diabetes mellitus 
(T2DM). Material and methods: This comparative clinical 
study included 202 men and women with acute and chronic 
CHD. Patients were divided into four groups, depending on 
the presence of type 2 diabetes mellitus: acute CHD and T2DM; 
acute CHD without T2DM (control group); chronic CHD and 
T2DM; chronic CHD without T2DM (control group). Depending 
on the results of clinical status and coronary angiography 

data, patients underwent myocardial revascularization 
(balloon angioplasty without stenting, stenting, coronary 
bypass grafting, stenting + coronary bypass grafting) 
followed by pharmacological treatment. One-year composite 
endpoints included: recurrent myocardial infarction, acute 
cerebrovascular accident, readmission, and death. Results: 
After admission, up to 80% of patients, regardless of CHD type 
and glycemic status, underwent revascularization. Patients 
without T2DM underwent stenting significantly more often 
compared with patients with T2DM. Coronary artery bypass 
grafting, including in combination with stenting, was more 
frequent in patients with T2DM with acute and chronic CHD. 
One year after discharge, readmissions and reoperations were 
more prevalent among patients with acute and chronic CHD 
and T2DM. The groups did not differ by the number of non-
fatal and fatal complications. The total number of endpoints 
in patients with T2DM, regardless of the CHD type, were 2 
times higher compared with the control group (p<0.001). 

Conclusion: Patients with acute and chronic CHD without 
T2DM, underwent stenting of one coronary artery more 
often, while patients with T2DM underwent coronary bypass 
surgery, including in combination with stenting. After one year 
of observation, the number of complications in patients with 
various CHD types and T2DM was higher than those without 
T2DM. This once again indicates the need for comprehensive 
secondary prevention.

Keywords: acute and chronic coronary heart disease, type 2 
diabetes mellitus, revascularization, composite endpoints.

INTRODUCTION

Type 2 diabetes mellitus (T2DM) is one of the leading health 
issues of the 21st century [1]. Its prevalence is increasing in 
both developed and developing countries. Macrovascular 
complications are the main cause of mortality among patients 
with T2DM [2]. Another valuable issue is the increasing T2DM 
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prevalence among young adults. The presence of T2DM at 
early age is associated with higher risk of cardiovascular 
complications and mortality [3].

On the other hand, the number of patients with T2DM among 
people with acute and chronic CHD is increasing [4]. Thus, the 
comorbidity of these pathologies is of particular interest.

Several СHD clinical manifestations as well as cardiovascular 
system functional and anatomical features have been 
described in the literature in patients with T2DM that can be 
explained by the role of carbohydrate metabolism impairment 
in the development of atherosclerosis [5]. Angiographic 
studies have shown that patients with T2DM are more likely to 
have stenosis of the trunk of the left coronary artery (LCA) and 
multivessel CHD with the involvement of small blood vessels [6, 
7]. In addition, patients with T2DM have higher atherosclerotic 
burden and increased number of lipid-rich plaques with high 
likelihood of rupture [8, 9]. Silent myocardial ischemia occurs 
more often among patients with T2DM compared with those 
without carbohydrate metabolism disorders [10, 11].

International clinical guidelines for the management of 
patients with T2DM and CHD have been developed and are 
regularly updated as new data from large studies accumulate. 
According to the latest European guidelines, myocardial 
revascularization by percutaneous coronary intervention (PCI) 
or coronary artery bypass grafting (CBG) reduced the severity 
of clinical symptoms and the need for antianginal agents, and 
Improved exercise tolerance and quality of life compared with 
short- and long-term pharmacological treatment [12-14]. The 
predicted surgical mortality, anatomical features of coronary 
lesion, and the possibility of complete revascularization are 
important criteria for choosing between PCI and CABG. The 
decision on the preferred treatment method (conservative 
management, PCI or CABG) depends on the assessment of 
the risk-benefit ratio of the intervention, clarifying the risks 
of complications, dynamics of life quality and long-term 
prognosis, including the risk of myocardial infarction (MI) 
development [15].

It should also be emphasized that the analysis of the short-
term prognosis can serve as indicator for therapy effectiveness.

This study aimed to evaluate the characteristics of myocardial 
revascularization and ongoing medication therapy in patients 
with various CHD types and different glycemic status, followed 
by monitoring composite endpoints during one-year follow-
up.

MATERIAL AND METHODS

This clinical prospective study included 242 men and women 
with acute and chronic CHD, who have been admitted to the 
city hospital in Moscow. Acute CHD included MI without ST 
elevation and unstable angina. The group with chronic CHD 
included patients with stable CHD, including those with 
the history of MI. Only 202 patients completed the study. 
Regardless of gender, patients were divided into 4 groups:

•	 I group (n=50) (mean age 56.6±0.96 years, men/women 
34/16) – patients with acute CHD and T2DM;

•	 II group (n=52) (mean age 58.7±1.01 years, men/women 
37/15) – patients with acute CHD without T2DM;

•	 III group (n=49) (mean age 57.9±1.04 years, men/women 
35/14) – patients with chronic CHD and T2DM;

•	 IV group (n=51) (60.2±0.9 years, men/women 34/17) – 
patients with chronic CHD without T2DM.

The second and fourth groups without T2DM were control 
groups.

Exclusion criteria:

- age < 35 and > 75 years;

- type 1 diabetes mellitus;

- asthma and stages I-III of chronic obstructive pulmonary 
disease with respiratory failure;

- diseases of the hematopoietic system and collagenoses;

- oncology;

- endogenous mental disorders;

- participation in any other study no later than 30 days before 
selection.

According to the protocol, all patients underwent health 
records assessment, clinical examination, hemodynamic, and 
anthropometric parameters analysis. To verify the diagnosis, 
patients underwent the following instrumental studies:

- 12-lead electrocardiogram (ECG) (Schiller AT-10 plus, 
Switzerland).

- 24-hour ECG monitoring to assess cardiac rhythm, conduction 
disturbances, and ST segment abnormalities (Schiller MT - 101, 
Switzerland).
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-  transthoracic echocardiogram (Samsung HM70A, South 
Korea) according to the protocol of the American Society of 
Echocardiography in M- and B-modes.

In order to visualize coronary arteries (CA), determine the 
severity of atherosclerotic lesions and select the optimal 
treatment strategy, all patients underwent selective coronary 
angiography using the Allura Xper FD20 angiographic unit 
(Phillips, the Netherlands) using infiltration anesthesia (0.5% 
novocaine solution) according to the M. Judkins method 
with S. Seldinger’s percutaneous femoral artery or right radial 
artery puncture.

Subsequently, patients underwent the following types of 
revascularization: balloon angioplasty (BAP) without stenting, 
stenting (drug-eluting stent - DES), coronary artery bypass 
grafting + stenting.

The type of revascularization depended on the clinical 
condition and the results of coronary angiography. Patients 
with acute CHD underwent emergency revascularization, 
while those with chronic CHD underwent planned procedure.

To assess complications and endpoints one year after the 
hospitalization, the following incidents were evaluated: 

• recurrent MI;

•  acute cerebrovascular accident (ACA)

• death;

• re-admission for cardiovascular events;

• repeat revascularization.

The assessment of the total number of endpoints was carried 
out.

All patients signed written informed consent to participate 
in this study. The protocol was approved by the Local Ethics 
Committee.

Statistical analysis

Data entry was carried out with the ACCESS MS OFFICE system. 
Statistical analysis was performed using the SAS (Statistical 
Analysis System) software and the R statistical environment. 
The distribution was considered close to normal as there was 
no asymmetry and multimodality of the histogram. To assess 
the significance of differences between the two groups, in 
case when the parameter was normally distributed, we used 
Student’s t-test, otherwise, the Mann–Whitney U test was 
performed. The differences between qualitative data were 
determined using the χ2 test and Fisher’s exact test. Data are 
presented as means (M) with standard errors (m). For pairwise 
comparisons between groups, Bonferroni-Holm correction for 
multiple comparisons was applied. The chosen significance 
level for all tests was set as p = 0.05.

RESULTS 

Patients with acute coronary syndrome (ACS) and T2DM had 
non-ST elevation MI in 42% of cases, and those without T2DM 
in 19% of cases. The differences were statistically significant 
(p=0.018). Unstable angina was detected in 58% of patients 
with T2DM, and in 81% of patients without T2DM (p=0.046). 
Up to 20% of participants from both groups had the history 
of MI (Table 1). 

 
Acute CHD 
and T2DM 
n=50

Chronic CHD 
and T2DM 
n=49

Acute CHD 
without T2DM 
n=52

Chronic CHD 
without T2DM 
n=51

р

group1 
vs. group 
3

group2 
vs. group 
4

group 
1 vs. 
group2

MI without ST elevation 21 (42%) 10 (19%) 0,018

Unstable angina 29 (58%) 42 (81%) 0,046

Stable angina 16 (33%) 26 (51%) 0,072

History of MI 12 (24%) 22 (45%) 10 (19%) 20 (39%) 0,634 0,686 0,035

Table 1: CHD types among study participants, n (%)
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Stable angina was the reason for admission in 33% of patients 
with chronic CHD and T2DM, and was diagnosed in every 
second patient without T2DM. The history of MI was seen in 
45% of patients with T2DM and in 38% of those without T2DM. 
In general, patients with chronic CHD and T2DM had 2 times 
higher incidence of MI compared with acute CHD (p=0.03).

All patients underwent complex pharmacological treatment. 
Oral hypoglycemic medications were prescribed in 2/3 of 
patients with acute CHD and T2DM. Every fourth patient 
received insulin therapy, including combination therapy. 
Among those with chronic CHD and T2DM, oral hypoglycemic 
therapy was received by every second patient, while insulin 
therapy, including combination therapy was seen in 37% of 
cases. All patients were prescribed with antiplatelet therapy. All 
patients with acute CHD received dual antiplatelet therapy. Up 
to 61% of patients with chronic CHD received dual antiplatelet 
therapy, the rest were prescribed with monotherapy. Beta-
blockers and angiotensin-converting enzyme inhibitors (or 
sartans) were prescribed in 95% of cases among all groups, 
diuretics – in 60% of patients with acute CHD without T2DM 

and 94% of those with acute CHD and T2DM, calcium channel 
antagonists were seen in 30% of all cases. Patients from all four 
groups received statins.

The data of coronary angiography indicate that the groups 
with acute CHD with or without T2DM were comparable by 
the frequency of lesions of the main coronary arteries. Stenosis 
of the distal third of the coronary artery in patients with T2DM 
occurred 2 times more often than in the group with T2DM 
(78% of cases), and in patients without T2DM (42%), these 
differences were statistically significant (p<0.001).

Patients with chronic CHD did not differ significantly by the 
frequency of lesions of the main coronary arteries. Patients 
with CHD and T2DM significantly more often had diffuse 
multivessel CA lesions compared with those without T2DM – 
73% and 45%, respectively (p<0.005).

Stenting, the combination of stenting and CABG, as well as 
angioplasty without stenting prevailed among patients with 
acute and chronic CHD (Table 2). 

Table 2: Type of revascularization in patients with acute and chronic CHD with and without T2DM

 
 

Acute CHD 
and T2DM 
n=50

Chronic CHD 
and T2DM 
n=49

Acute CHD 
without 
T2DM n=52

Chronic CHD 
without 
T2DM n=51

р

group 1 vs. 
group 3

group 2 vs. 
group 4

group 1 vs. 
group2

Stenting 21 (42%) 17 (35%) 34 (65%) 31 (61%) 0,028 0,01 0,537

Coronary artery bypass 
surgery 6 (12%) 9 (18%) 4 (7,7%) 3 (5,9%) 0,521 0,069 0,414

Stenting + CABG 8 (16%) 9 (18,4%) 3 (5,8%) 4 (7,8%) 0,119 0,144 0,795

Balloon angioplasty without 
stenting 3(6%) 2 (4%) 0 (0%) 0 (0%) 0,114 0,238 1

Number of procedures 38(76%) 37(75%) 41(79%) 38(74%) 0,815 1 1

No revascularization 12(24%) 12(25%) 11(21%) 13(26%) 0,815 1 1
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The number of stents was by 50% higher among patients with 
acute CHD without T2DM compared with those with T2DM, – 
65 vs 42% (p=0.028). Patients with chronic CHD showed similar 
pattern. Stenting was performed in 61% of patients without 
T2DM, and in 35% of patients without T2DM (p=0.01). CABG 
frequency ranged from 6 to 18% among patients with acute 
and chronic forms of CHD. The frequency of this procedure 
did not differ significantly between the groups. The frequency 
of the combination of interventions (CABG followed by PCI) 

was comparable between those with and without T2DM. 
Angioplasty without stenting was performed among 4-6% 
of patients with T2DM. No patients from the control group 
underwent this procedure. Myocardial revascularization was 
not performed in 25% of cases, for various reasons, including 
subjective ones.

The aim of this study was to analyze endpoints in patients with 
acute and chronic CHD and T2DM (Table 3). 

Acute CHD 
and T2DM 
n=50

Chronic CHD 
and T2DM 
n=49

Acute CHD 
without 
T2DM n=52

Chronic CHD 
without T2DM 
n=51

р

group 1 vs. 
group 3

group 2 vs. 
group 4

group 1 
vs. group2

Repeated MI 5 (10%) 3(6,1%) 2 (3,8%) 1 (1,9%) 0,265 0,357 0,715

Cerebral stroke 2 (4%) 1 (2%) 1 (1,9%) 2 (3,8%) 0,614 1 1

Death 3 (6%) 3 (6,1%) 1 (1,9%) 1 (1,9%) 0,358 0,357 1

Readmission 15 (30%) 10 (20,4%) 8 (15,3%) 5 (9,8%) 0,099 0,168 0,356

Repeated revascularization 10 (20%) 14 (28,6%) 4 (7,7%) 4 (7,8%) 0,088 0,009 0,356

Total number of 
endpoints 35 (70%) 31

(63,3%)
16
(30,1%)

13
(25,5%) <0,001 <0,001 0,527

Table 3: The frequency of endpoints after one-year follow-up in patients with acute and chronic CHD 
with various glycemic status, n (%)

In both groups, recurrent MI was detected 2 times more often 
among patients with T2DM compared with those without 
T2DM. The frequency of stroke was up to 5%. One-year 
mortality in patients with acute and chronic CHD was 6%, 
and about 2% in patients without T2DM. Readmission was 
observed 2 times more often in patients with T2DM compared 
with the control groups. It is noteworthy that patients with 
acute and chronic CHD required repeated revascularization 3 
times more often than patients without T2DM. This difference 
in patients with chronic CHD was statistically significant. The 
total number of endpoints in patients with acute and chronic 
CHD and T2DM2 was 2.5 times higher compared with those 
without T2DM that was statistically significant in both cases 
(p<0.001).

DISCUSSION

High cardiovascular mortality in patients with T2DM remains 
one of the main medical and social issues worldwide. 
According to the Gulf COAST registry, every second patient 

with ACS was diagnosed with T2DM (1906 patients out of 
3576). One-year mortality was 13.7%, inpatient and 30-day 
mortality was 4.8% and 6.75%, respectively, that was higher 
compared with patients without T2DM [16].

The long-term prognosis of patients with ACS and T2DM 
was studied in another prospective study that included 2000 
patients. At the same time, every fifth patient had previously 
established T2DM. It was demonstrated that 17% of patients 
died at the medium-term follow-up period that was 3.7 years. 
The significance of T2DM did not depend on such factors as 
smoking, age, thrombolysis, and hypoglycemic therapy. The 
risk of death associated with T2DM was significantly higher in 
females [17].

According to the literature data, T2DM was diagnosed in 25-
30% of patients admitted with ACS, and in 40% of patients 
who underwent CABG [18].

Myocardial revascularization plays a pivotal role in the 
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reduction of absolute risk in patients with T2DM compared 
with those without T2DM [19]. International guidelines 
recommend CABG as revascularization method for patients 
with T2DM and multivessel CHD. However, the presence of 
severe comorbidity, older age, and a SYNTAX score of 0-22 are 
indications for PCI. [20].

In the present study, up to 80% of patients with acute and 
chronic CHD, regardless of the presence of T2DM, underwent 
myocardial revascularization, primarily stenting. It should 
be noted that the frequency of stenting among patients 
without T2DM with acute and chronic CHD was significantly 
higher compared with those without T2DM. At the same time, 
absolute number of patients with CABG and combination of 
CABG with stenting was higher in patients with T2DM.

According to the meta-analysis of 11 randomized trials 
involving 11518 patients who underwent PCI (n=5753) or 
CABG (n=5765) with mean follow-up of 3.8 years, mortality 
was higher in those who underwent CABG compared with PCI 
in patients with multivessel CHD (11.5% after PCI vs 8.9% after 
CABG, p=0.0019) and T2DM (15.5% vs 10.0%, p=0.0004) [21]. 
It is suggested that longer follow-up is needed to determine 
the difference in mortality between various revascularization 
strategies.

According to the Finnish National Registry (2000-2015) 
on day 28, the mortality risk after PCI was lower than after 
CABG among patients without T2DM, while no difference 
was observed among patients with T2DM. The situation was 
reversed during the long-term follow-up: PCI showed higher 
risk than CABG for most outcomes. In particular, during 3-year 
follow-up, all-cause mortality was higher among patients with 
T2DM (risk ratio (RR) - 1.30) than among patients without T2DM 
(RR - 1.09) when comparing PCI with CABG. Similar pattern has 
been shown for cardiovascular mortality (RR - 1.29) among 
patients with and without T2DM (RR - 1.03) [22].

In the present study, the majority of patients with T2DM 
underwent myocardial revascularization, however the number 
of refusals to procedure occurred 2 times more often than in 
patients without carbohydrate metabolism disorders - 15 vs 
7%, respectively.

The present study assessed the effect of treatment on the 
number endpoints during one-year follow-up. A greater 
number of readmissions and repeated revascularization 
procedures was registered among patients with acute and 

chronic CHD and T2DM. The groups of patients with and 
without T2DM did not differ by the number of non-fatal and 
fatal complications. However, the frequency of total endpoints 
in patients with T2DM, regardless of the CHD type, was 2 times 
higher compared with the control groups. It is obvious that 
more pronounced coronary atherosclerosis and multivessel 
and distal coronary lesions worsens the prognosis in patients 
with T2DM.

Experts argue that after successful myocardial 
revascularization, the incidence of cardiovascular events 
in patients with T2DM remains high, regardless of the 
revascularization method, which emphasizes the need 
for secondary prevention [10]. According to the Swedish 
national registry SWEDEHEART (the Swedish Web-system 
for enhancement and development of evidence-based 
care in heart disease evaluated according to recommended 
therapies), long-term use of secondary prevention agents 
after myocardial revascularization (statins, β-blockers, 
renin-angiotensin system blockers and antiplatelet 
agents) is associated with a lower mortality risk that once 
again underlines the importance of long-term secondary 
prevention using pharmacological agents with various 
mechanisms of action [23].

CONCLUSION

The majority of patients with acute and chronic CHD without 
T2DM underwent stenting of one coronary artery, while 
patients with T2DM underwent CABG or the combination of two 
procedures along with stenting. After one-year observation, 
the number of cardiovascular complications in patients with 
T2DM was 2 times higher than in patients without T2DM, 
which emphasizes the importance of secondary prevention, 
including complex pharmacological treatment.

REFERENCES

1.	 Zheng Y, Ley SH, Hu FB. (2018). Global aetiology and 
epidemiology of type 2 diabetes mellitus and its 
complications. Nat Rev Endocrinol. 14(2):88-98. doi: 
10.1038/nrendo.2017.151. 

2.	 Viigimaa M, Sachinidis A, Toumpourleka M, 
Koutsampasopoulos K, Alliksoo S, Titma T. (2020). 
Macrovascular Complications of Type 2 Diabetes Mellitus. 
Curr Vasc Pharmacol. 18(2):110-116. doi: 10.2174/157016
1117666190405165151.



2022; 3(1):08 Mekhman M, et al. 

Citation: Mekhman M, et al. (2022). Complications after One-Year Observation of Patients with Type 2 Diabetes Mellitus and 
Various Types of Coronary Heart Disease. Cardiac. 3(1):8. 7

DOI : https://doi.org/10.35702/card.10008 

3.	 Magliano DJ, Sacre JW, Harding JL, Gregg EW, Zimmet 
PZ, Shaw JE. (2020). Young-onset type 2 diabetes 
mellitus - implications for morbidity and mortality. Nat 
Rev Endocrinol. 16(6):321-331. doi: 10.1038/s41574-020-
0334-z.

4.	 Schütt K, Müller-Wieland D, Marx N. (2019). Diabetes 
Mellitus and the Heart. Exp Clin Endocrinol Diabetes. 
127(S 01):S102-S104. doi: 10.1055/a-1018-9065.

5.	 Nanayakkara N, Curtis AJ, Heritier S, Gadowski AM, 
Pavkov ME, Kenealy T, et al. (2021). Impact of age at type 
2 diabetes mellitus diagnosis on mortality and vascular 
complications: systematic review and meta-analyses. 
Diabetologia. 64(2):275-87. doi: 10.1007/s00125-020-
05319-w.

6.	 Ledru F, Ducimetiere P, Battaglia S, Courbon D, Beverelli 
F, Guize L, et al. (2001). New diagnostic criteria for 
diabetes and coronary artery disease: Insights from an 
angiographic study. J Am Coll Cardiol. 37(6):1543-1550. 
doi: 10.1016/s0735-1097(01)01183-4. 

7.	 Kokozheva MA, Mardanov BU, Poddubskaya EA, Kutsenko 
VA, Umetov MA, Mamedov MN. (2021). Assessment of 
structural and functional myocardial characteristics in 
patients with chronic coronary artery disease and various 
glycemic status. Cardiovascular Therapy and Prevention. 
20(7):3077.  doi:10.15829/1728-8800-2021-3077. 

8.	 Moreno PR, Murcia AM, Palacios IF, Leon MN, Bernardi 
VH, Fuster V, et al. (2000). Coronary composition and 
macrophage infiltration in atherectomy specimens from 
patients with diabetes mellitus. Circulation. 102 (18):2180-
2184. doi: 10.1161/01.cir.102.18.2180. PMID: 11056089.

9.	 Marso SP, Mercado N, Maehara A, Weisz G, Mintz 
GS, McPherson J, et al. (2012). Plaque composition 
and clinical outcomes in acute coronary syndrome 
patients with metabolic syndrome or diabetes. JACC 
Cardiovasc Imaging. 5(3 Suppl)S42-52. doi:  10.1016/j.
jcmg.2012.01.008

10.	 2018 ESC/EACTS guidelines on myocardial 
revascularization. (2019). Russian Journal of Cardiology. 
8:151-226. (In Russ.) doi:10.15829/1560-4071-2019-8-151-
226.

11.	 Buzurtanova MB, Didigova RT, Ugurchieva ZO, BU 
Mardanov, MN Mamedov. (2019). Clinical and anatomical 

features of the myocardium according to invasive and 
non-invasive research methods in patients with coronary 
heart disease in combination with diabetes mellitus. 
Cardiovascular Therapy and Prevention. 18(3):18-23. (In 
Russ.) https://doi.org/10.15829/1728-8800-2019-3-18-23

12.	 Fearon WF, Nishi T, De Bruyne B, Boothroyd DB, Barbato E, 
Tonino P, et al. (2018). FAME 2 Trial Investigators. Clinical 
outcomes and cost effectiveness of fractional flow reserve-
guided percutaneous coronary intervention in patients 
with stable coronary artery disease: Three-year follow-
up of the FAME 2 trial (Fractional Flow Reserve Versus 
Angiography for Multivessel Evaluation). Circulation. 
137:480-487. doi: 10.1161/CIRCULATIONAHA.117.031907

13.	 BARI Study Group 2D, Frye RL, August P, Brooks MM, 
Hardison RM, Kelsey SF, MacGregor JM, et al. (2009). A 
randomized trial of therapies for type 2 diabetes and 
coronary artery disease. N Engl J Med. 360(24): 2503-2515. 
doi: 10.1056/NEJMoa0805796

14.	 Shehab A, Bhagavathula AS, Al-Rasadi K, Alshamsi F, Al 
Kaab J, Thani KB, et al. (2020). Diabetes and Mortality in 
Acute Coronary Syndrome: Findings from the Gulf COAST 
Registry. Curr Vasc Pharmacol. 18(1):68-76. doi: 10.2174/1
570161116666181024094337

15.	 Liang B, He X, Gu N. (2021). Reassessing Revascularization 
Strategies in Coronary Artery Disease and Type 2 Diabetes 
Mellitus. Front Cardiovasc Med. 8:738620. doi: 10.3389/
fcvm.2021.738620.

16.	 Zubaid M, Rashed W, Alsheikh-Ali AA, Garadah T, Alrawahi 
N, Ridha M, et al. (2017). Disparity in ST-segment Elevation 
Myocardial Infarction Practices and Outcomes in Arabian 
Gulf Countries (Gulf COAST Registry). Heart Views. 18(2):41-
46. doi: 10.4103/HEARTVIEWS.HEARTVIEWS_113_16. 

17.	 Imamura F, Mukamal KJ, Meigs JB, Luchsinger JA, Joachim 
H Ix, Siscovick DS, et al. (2013). Risk factors for type 2 
diabetes mellitus preceded by β-cell dysfunction, insulin 
resistance, or both in older adults: the Cardiovascular 
Health Study. Am J Epidemiol. 177(12):1418-1429. Doi: 
10.1093/aje/kws440 

18.	 Luscher TF, Creager MA, Beckman JA, Cosentino F. 
(2003). Diabetes and vascular disease: Pathophysiology, 
clinical consequences, and medical therapy: Part 
II. Circulation. 108(13):1655-1661. doi: 10.1161/01.
CIR.0000089189.70578.E2



2022; 3(1):08 Mekhman M, et al. 

Citation: Mekhman M, et al. (2022). Complications after One-Year Observation of Patients with Type 2 Diabetes Mellitus and 
Various Types of Coronary Heart Disease. Cardiac. 3(1):8. 8

DOI : https://doi.org/10.35702/card.10008 

Copyright: Mekhman M, et al. (2022). This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unrestricted use, 
distribution, and reproduction in any medium, provided the original author and source are credited.

19.	 Chang M, Lee CW, Ahn JM, Cavalcante R, Sotomi Y, Onuma 
Y, et al. (2017). Comparison of outcome of coronary artery 
bypass grafting versus drug-eluting stent implantation for 
non-ST-elevation acute coronary syndrome. Am J Cardiol. 
120(3):380-386. doi: 10.1016/j.amjcard.2017.04.038

20.	 Mohr FW, Morice MC, Kappetein AP, Feldman TE, Ståhle 
E, Colombo A, et al. (2013). Coronary artery bypass graft 
surgery versus percutaneous coronary intervention in 
patients with three-vessel disease and left main coronary 
disease: 5- year follow-up of the randomised, clinical 
SYNTAX trial. Lancet. 381(9867):629-638. doi: 10.1016/
S0140-6736(13)60141-5

21.	 Head SJ, Milojevic M, Daemen J, Ahn JM, Boersma E, 
Christiansen EH, et al. (2018). Mortality after coronary 
artery bypass grafting versus percutaneous coronary 
intervention with stenting for coronary artery disease: 
a pooled analysis of individual patient data. Lancet. 
391(10124):939-948. doi: 10.1016/S0140-6736(18)30423-
9.

22.	 Lehto HR, Winell K, Pietilä A, Niiranen TJ, Lommi J, Salomaa 
V. (2021). Outcomes after coronary artery bypass grafting 
and percutaneous coronary intervention in diabetic 
and non-diabetic patients. Eur Heart J Qual Care Clin 
Outcomes 8(6):692-700.. doi: 10.1093/ehjqcco/qcab065.

23.	 Figtree GA, Vernon ST, Hadziosmanovic N, Sundström 
J, Alfredsson J, Arnott C, et al. (2021). Mortality in STEMI 
patients without standard modifiable risk factors: a sex-
disaggregated analysis of SWEDEHEART registry data. 
Lancet. 397(10279):1085-1094. doi: 10.1016/S0140-
6736(21)00272-5.


