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COMMENTARY

The St Vincent Task Force for Diabetes: report of the
Cardiovascular Disease Subgroup

The St Vincent Declaration was the outcome of a meet-
ing sponsored jointly by the World Health Organisation
and the International Diabetes Federation in the
Northern Italian town of St Vincent in 1989. Its stated
aim was to improve the quality of medical care received
by patients with diabetes, in particular the prevention of
complications. The declaration gave priority to the estab-
lishment of comprehensive and reliable databases detail-
ing the provision of care and its efficacy at both local and
national level. Within the United Kingdom a task force,
established by the Department of Health and the British
Diabetic Association, set up a series of subgroups, which
have now reported on several priority areas including car-
diovascular disease.'

Physicians are familiar with the heavy toll exacted by
cardiovascular disease among diabetic patients. Coronary
heart disease is two to three times more common among
diabetic men and four to five times more common
among premenopausal women.2' Myocardial infarction
has a higher case fatality in diabetic patients and is
responsible for nearly half of all deaths; among survivors
heart failure is a more likely sequel than for non-diabetic
patients.

At a time of increased interest in the prevention of
coronary disease the report provides a reminder of the
opportunities for prevention among those who are dia-
betic.' Although the classic risk factors for coronary dis-
ease may have less relative effect in the presence of
diabetes an increased absolute risk means that the attrib-
utable risk is also greater. Cigarette smoking and hyper-
tension merit particular attention by health professionals
in regular contact with diabetic patients particularly in
primary care and diabetic clinics. It has been calculated
that stopping cigarette smoking would reduce coronary
heart disease deaths by 15% and effective control of
hypertension by 6%.4 Control of hypertension also slows
the deterioration of renal function caused by diabetic
nephropathy. The report of the cardiovascular subgroup
was prepared before publication of two studies which
demonstrate the benefit of HMG Co-A reductase
inhibitors5 6 and so the value of treating moderate hyper-
lipidaemia in the prevention of coronary disease among
diabetic patients may have been underestimated.7 The
ongoing Heart Protection Study will provide additional
guidance on the value of statins among diabetic patients
with and without overt evidence of vascular disease,
although isolated hypercholesterolaemia is not the most
frequent lipid abnormality encountered in diabetes melli-
tus and so other lipid-lowering drugs may play a more
important part.
The cardiologist is addressed most specifically on the

management of symptomatic coronary disease which is

Glossary
GUSTO-1 = Global Utilization of Streptokinase and Tissue
Plasminogen Activator for Occluded Coronary Arteries
HMG CoA = 3-hydroxy-3-methylglutaryl coenzyme A

considered to have been influenced by some misconcep-
tions. Fear of intraocular haemorrhage from advanced
diabetic retinopathy has often lead to withholding of
thrombolytic drugs in the treatment of myocardial infarc-
tion; there is, however, little evidence to substantiate
such fear.8 Recent subgroup analysis of intervention trials
shows that thrombolytic therapy is highly effective among
diabetic patients, with the substantial reduction in mor-
tality being likely to outweigh any risk of eye damage. In
the GUSTO-1 study, there was only one ocular haemor-
rhage in 6011 diabetic patients given thrombolysis, and
that was periobital and not retinal.9

Physicians are sometimes reluctant to use /3 blockers
after myocardial infarction among diabetic subjects in
case the symptoms of hypoglycaemia are masked and
spontaneous recovery impeded. ,3 Blockade has however
been shown to reduce reinfarction and coronary mortal-
ity in people with diabetes'0 although caution must be
used in recommending these drugs to patients with
peripheral vascular disease, or in using non-selective /
blockers in insulin-treated patients. Coronary artery dis-
ease in diabetic patients is often judged likely to be dif-
fuse, severe, and unsuited to surgery. Angiographic and
necropsy evidence on this matter is inconclusive" 12 but
coronary atherosclerosis may progress more rapidly in the
presence of diabetes." Angiographic appearances of
advanced and extensive disease may therefore be the
result of delay in investigation. Although surgery may be
more often complicated by infection, symptom relief by
coronary bypass surgery, including internal mammary
grafting, is comparable to that achieved among non-dia-
betic patients but long-term survival is less good.'4-'6 A
reduced long-term survival does not of itself justify with-
holding surgery from diabetic patients. Similarly, diabetic
patients with angina experience good results from angio-
plasty, although there is some suggestion of a higher inci-
dence of restenosis'7 even when stents have been used.'8 19
A recent subgroup analysis of a large revascularisation
study for multivessel disease, however, showed a substan-
tially higher five year mortality in diabetic patients after
angioplasty than after bypass grafting, a finding which led
the United States National Heart Lung and Blood
Institute to issue a clinical alert.20
The report calls for more active consideration of revas-

cularisation procedures for diabetic patients by cardiolo-
gists and cardiac surgeons, as well as reminding
physicians and general practitioners of the potential for
prevention of vascular disease.' It acknowledges the
financial consequences of such a policy and in doing so
sends a clear message to those responsible for the pur-
chase of care that the cost of such provision should be
properly addressed in any contract for the comprehensive
medical care of diabetic members of society.
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