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The 20th century witnessed profound changes in me-
dicine. The evolution of knowledge, new techniques, and
scientific methodology has established that treatment be
based on the results of research, which elucidates the me-
chanisms of disease and assesses the results of proposed
therapies. This concept, called evidence-based medicine, is
currently the starting point of medical teaching and
scientific research 1.

In the final decades of the 20th century, mechanisms of
transmission and development of diseases were discove-
red, as well as their diagnoses, treatment, and prevention.
Some diseases have disappeared or their importance has
been significantly reduced with the advent of vaccines and
appropriate treatment. All these factors have contributed to
the aging of the population and the increase in the inciden-
ce of diseases of the elderly, a process called epidemiologi-
cal transition 2. The increase in the incidence of cardiovas-
cular diseases and mortality consequent to them in the final
decades is a more recent example of an epidemiological
transition 3, causing a change in the characteristics of the ill
population and requiring mechanisms of response by health
care professionals.

Recently, some studies have shown a reduction in the
incidence of mortality due to cardiovascular diseases 4-6, as
well as differences between the sexes, in the age groups,
and in the treatment of cardiovascular diseases 7-13.

Despite these changes, cardiovascular diseases have
remained the first cause of death in most countries, Brazil in-
cluded, reaching young people in their productive years and
having a great economic impact 14,15. The magnitude of the
problem requires a multidisciplinary approach to the conti-
nuous search for information to better understand the natu-
ral history and appropriate selection of therapeutic strategies
of primary and secondary prevention, because the characte-
ristics of the population undergo permanent changes.

The objective of this study was to assess the clinical
and demographic characteristics of the population with is-
chemic heart disease who were admitted to the Instituto do
Coração (InCor) of the Medical School of the University of
São Paulo in the final 2 decades of the 20th century.

Objective - To assess the clinical and demographic
characteristics of a population with ischemic heart disea-
se admitted in the final decades of the 20th century.

Methods - This study retrospectively assessed patients
hospitalized with ischemic heart disease divided into the fol-
lowing 2 groups: acute group - 11.181 patients with acute
myocardial infarction admitted from 1/1/82 to 12/31/94;
and chronic group - 4.166 patients undergoing coronary
artery bypass graft surgery from 1/1/84 to 12/31/94.

Results - In the acute group, an increase in the percen-
tage of females (from 22.7% to 27.7%, P<0.001) and dia-
betic individuals (from 12.4% to 17.5%, P<0.001) was
observed, as was an increase in age (from 57.4±11.5 to
59.9±12.1 years, P<0.05). In-hospital mortality was grea-
ter among females (27.8% and 15.7%, P=0.001), among
diabetic individuals (24.2% and 17.8%, P=0.001), and
among the elderly (60.9±15.2 and 57.7±11.8 years,
P=0.0001). In the chronic group, an increase in the percen-
tage of females (from 17.5% to 27.2%, P=0.001) was obser-
ved, as was an increase in age (from 56.3±8.6 to 60.5±9.6
years, P=0.0001). In-hospital mortality was greater among
females (8.3% and 5.8%, P<0.05) and among the elderly
(58.1±9.1 and 62.1±7.9 years, P=0.0001).

Conclusion - The characteristics of the population
studied with ischemic heart disease point towards a worse
prognosis, due to the greater percentages of females, older
patients, and diabetic patients, groups known to have
greater in-hospital mortality.
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Methods

The present study retrospectively analyzed patients
diagnosed with ischemic heart disease admitted to InCor
with the acute and chronic forms of ischemic heart disease.
Two groups of patients were defined as follows: acute �
comprising patients aged 20 years or older diagnosed with
acute myocardial infarction and admitted to the hospital
from 1/1/82 to 12/31/94. The criteria used for diagnosing
myocardial infarction were the same as those used in the
World Health Organization MONICA Project 16; chronic �
comprising patients diagnosed with ischemic heart disease
and undergoing coronary artery bypass graft surgery. Only
patients older than 20 years and admitted to the hospital
from 1/1/84 to 12/31/94 were studied, and the diagnosis of is-
chemic heart disease met the classical clinical and cine coro-
nary angiographic criteria of the national and international
literature 17,18. In the latter group, the diagnosis of myocardial
infarction was an exclusion criterion to prevent patients from
being included in both groups.

In the acute group, the variables age, sex, and in-hos-
pital mortality, and the presence of diabetes mellitus as an
associated disease were analyzed. In the chronic group, the
variables age, sex, and in-hospital mortality were analyzed.
Information was retrospectively retrieved from the hospital
databank. The medical records and statistics department of
the hospital attributed a code to each diagnosis, according
to the International Classification of Diseases (ICD-10) 19. In
the acute group, only the diagnosis of acute myocardial in-
farction was analyzed, and, in the chronic group, only coro-
nary artery bypass graft surgery was analyzed, patients
diagnosed with myocardial infarction being excluded.

In regard to the statistical analysis, the classifying va-
riables (sex, in-hospital mortality, and presence of diabetes
mellitus) were descriptively presented in tables containing
the absolute and relative frequencies. An initial exploratory
analysis allowed the division into time periods according to
the years of changes in frequencies. Data for the acute
group were analyzed divided into the following 3 periods:
1992-1995, 1986-1990, and 1991-1994; data for the chronic
group were analyzed divided into the following 3 periods:
1984-1985, 1986-1990, and 1990-1994. The chi-square test
was used to compare proportions, and when the test was
significant, the analysis was continued with the partition of
the chi-square to determine the differences between the pe-
riods. The continuous variable age was descriptively pre-
sented in tables containing means, standard deviations,
and minimum and maximum values; the means were compa-
red using analysis of variance and the Tukey test, a multiple
comparison procedure 20. The Student t test was used to
analyze the relation between the variable age and in-hospi-
tal mortality, and the chi-square test and its partition were
used for the other variables. In univariate analysis, the va-
riables with statistical significance in regard to in-hospital
mortality were used for adjusting a multiple logistic regres-
sion model with the stepwise selection method 20,21. The sig-
nificance level adopted for this study was 0.05.

Results

Data obtained in the 2 groups are shown separately.
Acute group � 11.181 patients were studied. The divi-

sion of female patients into periods of relative frequency is
shown in figure 1. No significant difference was observed
between the periods 1982-1985 and 1986-1990 (P=0.13). Ho-
wever, a significant increase in the frequency of females
with myocardial infarction was observed from period 1986-
1990 to period 1991-1994 (P<0.001).

A significant increase in the number of patients diag-
nosed with diabetes mellitus in association with myocardial
infarction occurred, and the division into periods is shown
in figure 2. No significant difference was observed between
the periods 1982-1985 and 1986-1990 (P=0.09). However, a
significant increase in the frequency of patients diagnosed
with the association of diabetes mellitus and myocardial in-
farction occurred from period 1986-1990 to period 1991-1994
(P=0.001).

A significant increase in the age of patients with myo-
cardial infarction was observed in the periods analyzed. No
significant difference between the periods 1982-1985 (57.4
years) and 1986-1990 (57.4 years) occurred. However, a sig-
nificant increase in the age of patients with myocardial in-
farction was observed from the period 1986-1990 (57.4 years)
to the period 1991-1994 (59.9 years, P<0.05) (fig. 3).

The analysis of the relation between the variables age and
sex revealed that females were older than males (62.3±13 and
57±12.1 years, respectively, P=0.0001).

Table I shows the variables age, sex, and presence or
absence of diabetes in absolute and relative numbers regar-
ding the 3 periods analyzed.

The relation between the variable in-hospital mortality

Fig. 1 -  Division into time periods of the relative frequencies of the female patients in
the acute group.

29

27

25

23

21

19

17

15

%

22.7

24.4

27.7*

1982-1985 1986-1990 1991-1994

TIME PERIOD* p < 0.001



Arq Bras Cardiol
2003; 81: 369-74.

Caramelli et al
Trends in a population with ischemic heart disease

3 7 1

and each of the other variables studied was analyzed. The
univariate analysis revealed greater coefficients of in-hos-
pital mortality due to myocardial infarction among females
(27.8 % vs 15.7%, P = 0.001), older patients (mean age of 60.9
years in deceased patients versus 57.7 years in survivors,
P=0.0001), and in patients with diabetes mellitus (P=0.001)
(fig. 4). In the multiple logistic regression model, only the
variables sex and age had statistical significance in regard to
in-hospital mortality (P=0.0001 for sex and P=0.0001 for age,
odds ratio of 0.528 and 1.016, confidence intervals of 0.476 �
0.585 and 1.012 � 1.020, respectively).

Chronic group � 4.166 patients were studied and a
significant increase in the number of females was obser-
ved with the division into periods shown in figure 5. No

significant difference was observed between the periods
1984-1985 and 1986-1990 (P= 0.63). However, a significant
increase was observed in the number of females in the
chronic group from period 1986-1990 to period 1991-1994
(P=0.001).

In the chronic group patients, a significant increase in
age was observed both from period 1984-1985 (56.3 years)
to period 1986-1990 (58.4 years) and from period 1986-1990
to period 1991-1994 (60.5 years, P<0.05) (fig. 6). Table II
shows the variables age and sex in absolute and relative
numbers in regard to the 3 periods analyzed.

Greater coefficients of in-hospital mortality were ob-
served among females (8.3% vs 5.8%, P=0.007) and the el-
derly (mean age of 62.1 years in deceased patients versus
58.1 years in survivors, P=0.0001). In the multiple logistic re-
gression model, age was the only variable with statistical
significance in regard to in-hospital mortality (P=0.0001,
odds ratio of 1.053, confidence interval of 1.038-1.069).

Discussion

This study revealed a significant increase in the age
and number of females among the patients with the acute
and chronic forms of ischemic heart disease. This study

Table I - Division into time periods of the variables sex, age, and the
presence of diabetes in the acute group

Year 1982-1985 1986-1990 1991-1994

Female 544 (22.7%) 1112 (24.7%) 1188 (27.7%)
Male 1851 (77.3%) 3389 (75.3%) 3097 (72.3%)
Total 2395 4501 4285
With DM 12.4% 13.9% 17.5%
No DM 87.6% 86.1% 82.5%
Age 57.4 ± 11.5 57.4 ± 12.5 59.9 ± 13.1

(20 - 91) (20 - 93) (20 - 96)

DM - Diabetes mellitus.

Fig. 2 - Division into time periods of the relative frequencies of the patients with dia-
betes mellitus as an associated diagnosis in the acute period.
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Fig. 3 - Age means and standard deviations in patients of the acute group divided
into time periods.
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Fig. 4 - Distribution of the coefficients of in-hospital mortality according to the
presence or absence of diabetes mellitus as an associated diagnosis in the acute group.
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also corroborated the findings of previous studies, in which
females were older than males 7,8,22.

The preoccupation with the changes in the characte-
ristics of the population diagnosed with ischemic heart di-
sease has been reported in the literature, and some of the
studies are discussed below.

Naylor and Chen 5, in a study with 110.979 patients to
determine the tendencies of in-hospital mortality due to
myocardial infarction, analyzed data from all general hospi-
tals in Ontario, Canada, in the years 1981, 1983, 1985, 1987,
1989, and 1991. The distribution of the patients according to
sex and age revealed a variation in age over the decade. An
increase in the number of patients with myocardial infarction
in the age groups 70-79 and > 80 years was observed (from

Table II - Division into time periods of the variables sex, age, and the
presence of diabetes in the chronic group

Year 1984-1985 1986-1990 1991-1994

Female 197 (17.5%) 369 (17.9%) 269 (27.2%)
Male 925 (82.4%) 1687 (82%) 719 (72.8%)
Total 1122 2056 988
Age 56.3 ± 8.6 58.4 ± 8.7 60.5 ± 9.6

(26 - 79) (29 - 81) (33 - 82)

25.1% to 28%, and from 12.4% to 17.3%, respectively). On
the other hand, a decrease in the number of females with
myocardial infarction in the age group 50-59 years was ob-
served (from 22.1% to 16.7%). During the same period, the
percentage of females increased from 34.3% to 35.7%. That
multicenter study comprising the entire population of pa-
tients with myocardial infarction in a Canadian region has
corroborated the findings in our population.

Similar results were reported by Diegues et al 11 analy-
zing the population of patients with myocardial infarction
admitted to the Instituto Dante Pazzanese of Cardiology in
São Paulo in different periods from 1973 to 1996. The au-
thors reported a progressive increase in the mean age of
myocardial infarction presentation from 53.3 to 60 years and
in the percentage of females from 10.7% to 29%. No signifi-
cant variation in the presence of diabetes mellitus as an as-
sociated disease in that population was observed.

In regard to the chronic form of ischemic heart disea-
se, Pepine et al 12 studied a population of 5.125 patients with
chronic stable angina in 1990 and reported the predominan-
ce of females (53%) with an elevated mean age greater than
that of males (70.8 vs 67.2 years). In comparison with pre-
vious studies, the authors concluded that the characteris-
tics of the population with chronic stable angina have been
changing, and that, independent of the causes involved,
that information is important for understanding the natural
history of the disease and for selecting the appropriate diag-
nostic and therapeutic strategies.

No study about the secular trends of the characteris-
tics of the population undergoing myocardial revasculariza-
tion has been found in the literature. Although Pepine et al 12

studied a different population and did not analyze other
time periods, their study confirmed our findings in patients
with the chronic form of ischemic heart disease undergoing
that procedure.

Several studies have reported the occurrence of a re-
duction in the incidence of ischemic heart disease, and some
authors have suggested that this reduction is smaller in the
female sex 3,23. This fact could account for the findings in this
and other studies regarding the increase in the percentage
of females with ischemic heart disease. The tendency to-
wards a smaller reduction in smoking in the female sex as
compared with that in the male sex (observed in the last Bra-
zilian census) and the growing participation of females in the
job market could relate to these data.

On the other hand, the aging of the population detected
in the final decades and the consequent increase in the inci-

Fig. 5 - Division into time periods of the relative frequencies of the female sex in the
chronic group.
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Fig. 6 - Age (in years) means and standard deviations in the chronic group divided
into time periods.
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dence of diseases of aging, known as epidemiological transi-
tion, is a continuous process and could explain in this popula-
tion, as well as in other populations studied, the increase in
the percentage of patients of more advanced age groups 2-4.

Diegues et al 11 reported no significant changes in the
prevalence of diabetes mellitus in patients with myocardial
infarction at the Instituto Dante Pazzanese of Cardiology in
São Paulo from 1973 to 1996.

In a larger population, our study showed a significant
increase in the incidence of diabetes in association with
myocardial infarction during the period from 1982 to 1994.
Changes in the age profile could contribute to the greater
frequency of that association, because diabetes is the most
prevalent disease in the older segments of the population 12.
This finding has important clinical implications, because the
greater prevalence of diabetes as a comorbidity in ischemic
heart disease is associated with a greater number of compli-
cations and a more prolonged hospitalization, which was
observed in the acute group. In the latter group, the diagno-
sis of diabetes associated with myocardial infarction relates
to higher in-hospital mortality rates.

A significant change in in-hospital mortality in the pe-
riod studied was observed only in the acute group. However,
no tendency in the behavior of that variable was observed.

The analysis of the relation between in-hospital mor-
tality and the other variables studied revealed greater rates
among females and the elderly. In the acute group, the pre-
sence of diabetes mellitus as an associated diagnosis rela-
ted to a greater in-hospital mortality. However, when consi-
dered together in the multiple logistic regression model, only
the variables sex and age for the acute group and age for the

chronic group had an association with greater in-hospital
mortality rates.

Greater in-hospital mortality rates due to myocardial
infarction have already been reported in female patients, in
the elderly, and in diabetic patients 7-10,24. In our study, sex
and age were associated with greater coefficients of in-
hospital mortality in multivariate analysis. However, the
greater influence of age (odds ratio = 1.016) suggested that,
at least partially, the greater in-hospital mortality rate in fe-
males may be explained by the fact that these patients are
older 25,26. The diabetes mellitus variable was not statistical-
ly significant in the multivariate analysis, suggesting that
the increase in mortality among diabetic patients may be se-
condary to an increase in the percentage of older patients,
among whom the disease is more prevalent.

In conclusion, all these findings point to a change in
the profile of the population with ischemic heart disease ad-
mitted to InCor during the period studied, indicating a
poorer prognosis associated with greater morbidity and
mortality rates. This suggests that in the final decade of the
20th century, the patients became older, more females were
affected, and the prevalence of diabetes mellitus increased.

Our study also confirms the findings of previous stu-
dies regarding the greater in-hospital mortality due to ische-
mic heart disease in females, in the elderly, and in patients
with diabetes mellitus as an associated disease. Despite
these results, no change in in-hospital mortality was obser-
ved during the study period. The recent advances in treat-
ment and prevention of ischemic heart disease may have so-
mehow compensated for the changes in the patients�
characteristics.
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prurido, desmaio, insônia, depressão, vômito, hipotensão, bradicardia, taquicardia, dispnéia, eosinofilia, trombocitopenia, fraqueza e perda de eficácia. Relataram-se casos isolados de angioedema, urticária
e outros eventos relacionados. Investigações: Raramente, observaram-se diminuição na hemoglobina ou aumento no ácido úrico. Observaram-se aumentos na creatinina ou nas enzimas hepáticas.  Efeitos
na habilidade de dirigir e utilizar máquinas: Ainda não se realizaram estudos específicos. Contudo, ao dirigir ou operar máquinas, pode ocasionalmente ocorrer tontura ou sonolência. Posologia: A dose
recomendada é de 40 mg uma vez ao dia. Alguns pacientes podem apresentar benefício com dose diária de 20 mg. Em casos em que a pressão arterial pretendida não seja atingida, a dose de MICARDIS pode
ser aumentada para no máximo 80 mg uma vez ao dia. Alternativamente, MICARDIS pode ser usado em combinação com diuréticos tiazídicos, como a hidroclorotiazida, para se obter uma redução maior da
pressão arterial. Quando se considerar um aumento da dose, deve-se levar em conta que o máximo efeito anti-hipertensivo é geralmente atingido quatro a oito semanas após o início do tratamento. MICARDIS
pode ser administrado com ou sem alimento. Insuficiência renal: Não há necessidade de ajustes de dose em pacientes com insuficiência renal leve a moderada. Telmisartam não é removido do sangue por
hemofiltração. Insuficiência hepática:  Nos pacientes portadores de insuficiência hepática leve a moderada, não se deve exceder a dose diária de 40 mg. Pacientes idosos: Não são necessários ajustes de doses.
Crianças e adolescentes: Não há dados de segurança e eficácia de MICARDIS em crianças e adolescentes. VENDA SOB PRESCRIÇÃO MÉDICA - MS - 1.0367.0110 - Boehringer Ingelheim do Brasil Química
e Farmacêutica Ltda.

Bula resumida – MICARDIS® HCT – Telmisartam/Hidroclorotiazida - Uso adulto - Composição: Cada comprimido de MICARDIS HCT contém 40 mg/12,5 mg ou 80 mg/12,5 mg de telmisartam/hidroclorotiazida.
Embalagens com 14 e 28 comprimidos. Excipientes q.s.p. 1 comprimido. Indicações: Tratamento da hipertensão arterial. MICARDIS HCT, como associação de dose fixa, é indicado em pacientes cuja pressão
arterial não é adequadamente controlada com telmisartam ou hidroclorotiazida isoladamente. Posologia:  MICARDIS HCT deve ser administrado uma vez ao dia. A dose de MICARDIS pode ser aumentada
gradativamente antes de substituí-lo pelo MICARDIS HCT. A substituição direta da monoterapia pelas combinações fixas pode ser considerada. MICARDIS HCT 40/12,5 mg pode ser administrado em pacientes
cujas pressões sangüíneas não sejam adequadamente controladas por MICARDIS 40 mg ou hidroclorotiazida. MICARDIS HCT 80/12,5 mg pode ser administrado em pacientes cujas pressões arteriais não sejam
adequadamente controladas por MICARDIS 80 mg ou por MICARDIS HCT 40/12,5 mg. O máximo efeito anti-hipertensivo é obtido após 4 a 8 semanas de tratamento. Quando necessário, MICARDIS HCT pode ser
administrado com outros anti-hipertensivos. MICARDIS HCT pode ser administrado com ou sem alimento. Devido ao componente hidroclorotiazida, MICARDIS HCT não deve ser usado em pacientes com
disfunção renal grave. Nos casos leves a moderados, não se observaram efeitos adversos renais e não é necessário ajuste de dose. Recomenda-se monitoração periódica da função renal. Nos casos de
insuficiência hepática leve a moderada, não se deve exceder a dose de 40/12,5 mg uma vez ao dia. MICARDIS HCT não é indicado em pacientes com insuficiência hepática grave. Não são necessários ajustes
de dose conforme a idade. Ainda não se estabeleceram a segurança e a eficácia de MICARDIS HCT em pacientes menores de 18 anos. Contra-indicações: Hipersensibilidade aos componentes ativos,
excipientes ou substâncias derivadas de sulfonamidas (como HCT). Gravidez e lactação. Colestase e distúrbios obstrutivos biliares. Insuficiência hepática ou renal grave (depuração de creatinina <30 ml/min).
Hipopotassemia refratária e hipercalcemia. Precauções: Não utilizar nos casos de colestase, distúrbios biliares obstrutivos ou insuficiência hepática grave. Usar com cautela nos casos de função hepática
alterada ou doença hepática progressiva, pois pode ocorrer coma hepático. Há maior risco em pacientes com estenose arterial renal bilateral ou estenose com um único rim funcionando. Micardis HCT não deve
ser administrado em pacientes portadores de disfunção renal grave. Não há experiência quanto à administração de MICARDIS HCT em pacientes com grave insuficiência renal ou com um rim transplantado
recentemente. Recomenda-se a monitoração periódica dos níveis séricos de potássio, creatinina e ácido úrico. A azotemia associada a diuréticos tiazídicos pode ocorrer em pacientes com função renal alterada.
Pode ocorrer hipotensão sintomática em pacientes que têm volemia e/ou sódio depletado. Insuficiência cardíaca congestiva grave ou doença renal, estenose da artéria renal tratada concomitantemente com
drogas que afetem o sistema renina-angiotensina-aldosterona foram associados com hipotensão aguda, hiperazotemia, oligúria ou, raramente, insuficiência renal aguda. Aldosteronismo primário: não se
recomenda o uso de telmisartam, precaução especial em estenose valvar aórtica ou mitral e cardiomiopatia hipertrófica obstrutiva. Como tiazidas podem prejudicar a tolerância à glicose, pode ser necessário
ajuste no tratamento em diabéticos e pode ocorrer manifestação de diabetes latente. A hidroclorotiazida aumenta os níveis de colesterol e triglicérides; contudo, nenhum ou poucos efeitos adversos foram
relatados na dose de 12,5 mg contida em MICARDIS HCT. Pode ocorrer hiperuricemia ou precipitação de gota devido a hidroclorotiazida. Pode ser necessária monitoração periódica dos níveis séricos de
eletrólitos, uma vez que a hidroclorotiazida pode causar desequilíbrio eletrolítico ou de fluidos (hipopotassemia, hiponatremia e alcalose hipoclorêmica). O tratamento concomitante com telmisartam pode
reduzir a hipopotassemia induzida por diuréticos, devido aos efeitos antagônicos. Diuréticos poupadores de potássio, suplementos de potássio ou substitutos do sal contendo potássio devem ser utilizados
concomitantemente com cautela. Não há evidências de que MICARDIS HCT reduza ou previna hiponatremia induzida por diuréticos. A deficiência de cloreto é geralmente leve. Tiazidas podem causar elevação
dos níveis séricos de cálcio e magnésio. Interromper o uso antes dos testes de função da paratireóide. Não utilizar em intolerância hereditária à frutose. A redução excessiva da pressão arterial no caso de doença
cardiovascular isquêmica pode ser prejudicial. Relatou-se exacerbação ou ativação do lupus eritematoso sistêmico com o uso de hidroclorotiazida.  Recomenda-se cautela no uso de anti-hipertensivos ao dirigir
e operar máquinas. Interações medicamentosas:  Relataram-se aumentos reversíveis das concentrações séricas de lítio durante administração concomitante com inibidores da enzima conversora de
angiotensina. Relataram-se casos de interação com antagonistas dos receptores da angiotensina II. O risco de toxicidade por lítio pode ser aumentado com o uso de MICARDIS HCT. Recomenda-se a monitoração
dos níveis séricos de lítio durante o uso concomitante. O efeito de depleção de potássio da hidroclorotiazida é atenuado pelo efeito poupador de potássio do telmisartam, mas é potencializado por outros diuréticos
caliuréticos, laxantes, corticosteróides, ACTH, anfotericina, carbenoxolona, penicilina G sódica, ácido salicílico e derivados. Por outro lado, o uso concomitante de diuréticos poupadores de potássio,
suplementos/sais de potássio ou outras drogas podem aumentar os níveis séricos de potássio. Nesses casos, recomenda-se a monitoração dos níveis plasmáticos de potássio. Recomenda-se monitoração
periódica de potássio na administração de MICARDIS HCT com digitálicos, antiarrítmicos e drogas que são conhecidamente indutoras de torsades de pointes. Telmisartam pode aumentar o efeito hipotensor de
outros agentes anti-hipertensivos. Observou-se um aumento de 20% da concentração plasmática média de digoxina. Não se identificaram outras interações de importância clínica. Interações com a
hidroclorotiazida: álcool, barbitúricos ou narcóticos (potencialização da hipotensão ortostática); drogas antidiabéticas (ajustes de dose podem ser necessários); metformina (risco de acidose láctica);
colestiramina e resina colestipol (absorção de hidroclorotiazida é prejudicada); corticosteróides, ACTH (depleção eletrolítica, principalmente aumento de hipopotassemia); glicosídeos digitálicos
(hipopotassemia ou hipomagnesemia induzida por tiazídicos favorece o aparecimento de arritmias cardíacas induzidas por digitálicos); drogas antiinflamatórias não-esteroidais (a administração de droga
antiinflamatória não-esteroidal pode reduzir o efeito diurético, natriurético e anti-hipertensivo dos diuréticos tiazídicos em alguns pacientes). Os efeitos das aminas hipertensoras podem ser levemente
diminuídos. Os relaxantes musculares esqueléticos não-despolarizantes são potencializados pela hidroclorotiazida. Medicamentos uricosúricos podem requerer ajustes. Verificou-se aumento da incidência
de reações de hipersensibilidade ao alopurinol. Os efeitos hiperglicêmicos dos beta-bloqueadores e diazóxido podem ser aumentados pelas tiazidas. Os agentes anticolinérgicos (por exemplo, atropina,
biperideno) podem aumentar a biodisponibilidade das tiazidas. As tiazidas podem aumentar os eventos adversos da amantadina. As tiazidas podem reduzir a excreção renal de drogas citotóxicas (por exemplo,
ciclofosfamida, metotrexato). Gravidez e lactação: É contra-indicado. Se ocorrer gravidez, telmisartam deve ser descontinuado o mais breve possível. As tiazidas atravessam a barreira placentária e podem
causar distúrbios eletrolíticos no feto e é possível que ocorram outras reações. Relataram-se casos de trombocitopenia ou icterícia neonatal com o tratamento tiazídico materno. Tiazidas são excretadas no leite
humano e podem inibir a lactação. Reações adversas: Foram relatadas as seguintes reações adversas: Bronquite, faringite, sinusite, infecções do trato respiratório superior, infecções do trato urinário,
sialadenite, eosinofilia, anemia aplástica, anemia hemolítica, depressão da medula óssea, leucopenia, neutropenia/agranulocitose, trombocitopenia, alergia, reações anafiláticas, perda do controle da diabete,
hipercolesterolemia, hiperuricemia, hipopotassemia, causa ou aumento da depleção de volume, desequilíbrio eletrolítico, hiponatremia, anorexia, perda de apetite, hiperglicemia, ansiedade, depressão,
inquietação, tontura, desmaio, insônia, escotomas, parestesia, distúrbios do sono, visão alterada, visão borrada temporariamente, xantopsia, vertigem, bradicardia, taquicardia, arritmias cardíacas, hipotensão,
hipotensão postural, angiite necrotizante (vasculite), dispnéia, sofrimento respiratório (incluindo pneumonite e edema pulmonar), dor abdominal, diarréia, dispepsia, gastrite, dor de estômago, boca seca,
flatulência, vômito, constipação, pancreatite, icterícia (icterícia hepatocelular ou colestática), eczema, aumento do suor, eritema, prurido, reações cutâneas do tipo lupus eritematoso, vasculite cutânea, reações
de fotossensibilidade, erupções cutâneas, reativação do lupus eritematoso cutâneo, necrólise epidérmica tóxica, atralgia, artrose, dor nas costas, dor nas pernas, mialgia, cãibras nas pernas, sintomas de
tendinite, fraqueza, espasmo muscular, nefrite intersticial, disfunção renal, glicosúria, impotência, sintomas de gripe, dor, dor no peito, perda da eficácia, febre. Investigações: Diminuição da hemoglobina, aumento
do ácido úrico, aumento na creatinina, aumento das enzimas hepáticas, aumento dos triglicérides. Assim como ocorre com outros antagonistas da angiotensina II, relataram-se casos isolados de angioedema,
urticária e outras reações relacionadas. VENDA SOB PRESCRIÇÃO MÉDICA. - MS 1.0367.0134 Boehringer Ingelheim do Brasil Química e Farmacêutica Ltda.


