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1) Perché fare screening ?

Faity Intermediate Fibrous Complicated Unstable
Foam cells streak |esion Atheroma plagque lesionfrupture anginaul

i

Ischemic
stroke/TIA

-~ Acute limb

= ) s ischemia
Clinically silent ~

Stable angina Covtiovascutar
Increasing age intermittent claudication deatn

1) Iniziare la terapia specifica
2) Intensificare controllo CVRFs
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1) Per intensificare la terapia (LDL; ASA&BP?)

Table 7 Cardiovascular risk categories in patients with

diabetes® LDL target ASA (7§ 6)‘@0)

Very high risk Fatients with DM and established CVD \2

or other target organ damage <50 mg/dl w 6250% K 6 ‘%\bé‘
\,&a\\ 5\6“0 controind.

or three or more major risk factors*
or early onset T1DM of long duration (=20 years)

Patients with DM duration >10 years without tar- e\o 6\\’0 M ay be
get organ damage plus any other additional risk <70 m _‘g O% if no controind.
factor A N

Moderate risk Young patients (T1DM aged <35 years or T2DM 5 6 50
aged <50 years) with DM duration <10 yea.rﬁ P\\/ fé@ mg/dl Not recommended
without other risk factors Q

Recommendations for the use of antiplatelet therapy in
primary prevention in patients with diabetes

CV = cardiovascular; CVD = cardiovascular disease; %ﬁ'abe tus
m

T1DM = type 1 diabetes mellitus; T2DM = type 2 dg@ e
*Modified from the 2{}16 European Guldellne rdi r disease preven-

tion in clinical practice.”
°Prateinuria, renal impairment as EG{@"S@ mUmlnH 73 m?, left ventric- In patients with DM at highivery high risk.®
( aspirin (75 - 100 mg/day) may be considered in b

Recommendations Class® Level®

ular hypertrophy, or r*etmc:

primary prevention in the absence of clear

2013 %\\\‘ ((\ 2019
BP <
BP target <140/85 mmHg is recommended Individualized BP targets are recommended
for all SBP to 130 mmHg and, if well tolerated, <130 mmHg, but not <120 mmHg 120 - 130 - 140
< 140/85 In older people (>65 years) target SBP to a range of 130- 139 mmHg
DBP to <80 mmHg but not <70 mmHg 80-70
On-treatment SBP to <130 mmHg should be considered for patients at high risk of cerebrovascular

< 130

events or diabetic kidney disease



2) Per trattamento euglicemizzante appropriato ?

Table 7 Cardiovascular risk categories in patients with
diabetes®

Patients with DM and established CVD
or other target organ damageb

Very high risk

3]

or three or more major risk factors®
or early onset T1DM of long duration (>20 years)

N

Patients with DM duration =10 years without tar-
get organ damage plus any other additional risk
factor

Young patients (T1DM aged <35 years or T2DM
aged <50 years) with DM duration <10 years,

If Hk.
Moderate risk

©ESC 2019

without other risk factors

CV = cardiovascular; CVD = cardiovascular disease; DM = diabetes mellitus;

SGLT2 inhibitor or
GLP-I RA Monothera~,”

e above target

A Type 2 DM - Drug naive patients B Type 2 DM - On metformin
ASCVD, or high / very high s
TF/' r CV risk (target organ dai \Qg‘

or multiple risk fa
0\‘3?5e l

R\@nhe Metformin

6\\‘6 Monotherapy

...nGLn mumr
If HbA, . above target

o\e@\&% Vg@ |
2 o

ASCVD, or high / very high
CV risk (target organ damage
or multiple risk factors)®

Metformin Monotherapy

If HbA,. above target

i ll|l

TADM =type 1 diabetes mellitus; T2DM = type 2 diabetes mellitus. Add Metformin DPP-4i | | GLP-I | . ) ) DPP-4i || GLP-IRA | SGLT2i || 17D
*Modified from the 2016 European Guidelines on cardiovascular disease preven- 5‘\’ g (\ Consider adding the TgEGHie
tion in clinical practice.” e ade “36 other C|BSIS (G.LP_I RA adequal
“Proteinuria, renal impairment defined as eGFR <30 mL/min/1.73 m?, left ventric- 0 6\ or SGLTI') with proven l
ular hypertrophy, or retinopathy. \ CvD bl‘eneﬁt
“Age, hypertension, dyslipidemia, smoking, obesity. If HbA,. above taw <e@( Zbove target . gt;?g;ot on If HbA. above target
é Q l l ¢ + Basal insulin l l l ¢
H H * TZD (not in HF pat)
Proteinuria i Sdding ‘ﬁ?\e SGLT2i | SGLT2i [GLPIRA/SCLT2ior  +SU SGLT2i | SGLT2i | GLP-1 RA[SGLT2i or
4 class' or or DPP-4i| DPP-4i or or or or DPP-4i | DPP-4i or
EG F R < 30 or sgﬁ roven TZD TZD orTZD | GLP-1 RA TZD TZD orTZD |GLP-1RA
b¥efetit
LV H Q@J\h if not on l l l i l l l i
. g};’l' R If HbA . above target If HbA,, above target
+ Basal insulin
REtmOPathv + TZD (not in HF pat) l l
«SU

23 RFs
TiD >20 ys dis dur

Dis dur 210yrs and
21 RF
(HT, Dyslip, Smok, Obesity)

Continue with addition of other agents
as outlined above

Continue with addition of other agents
as outlined above

! !

If HbA,. above target I1f HbA, . above target
Consider the addition of SU OR Consider the addition of SU OR
basal insulin: basal insulin:
* Choose later generation SU with lower * Choose later generation SU with lower
risk of hypoglycaemia risk of hypoglycaemia
+ Consider basal insulin with lower risk + Consider basal insulin with lower risk
of hypoglycaemia of hypoglycaemia




Heart failure screening

Table 4.1 Symptoms and signs typical of heart failure
Symptoms Signs
Typical More specific

Orthopnoea

Breathlessness

Paroxysmal nocturnal dyspnoea
Reduced exercise tolerance
Fatigue, tiredness, increased time
to recover after exercise

Ankle swelling

Elevated jugular venous pressure
Hepatojugular reflux

Third heart sound (gallop rhythm)
Laterally displaced apical impulse

Less typical

Less specific

Wheezing

elderly)
Depression
Palpitations
Dizziness
Syncope
Bendopnea®

Nocturnal cough

Bloated feeling
Loss of appetite
Confusion (especially in the

Weight gain (>2 kg/week)
Weight loss (in advanced HF)
Tissue wasting (cachexia)

$P~
Cardiac murmur ‘\
Peripheral oedema @’g‘m (\ g\

scrotal)

Pulmo y@@lt&tl 5\
|r elkl‘; dullness to
ssm\@ g bases (pleural

e

. \\\‘a Q o an\ﬁg(?ycardla
5\ (\ Irregular pulse
Tachypnoea
Cheyne Stokes respiration
Hepatomegaly
Ascites
Cold extremities
Oliguria
Narrow pulse pressure

HF = heart failure.

e’
,‘ P\ \ Q‘e Laterally displaced/broadened apical beat

PATIENT WITH SUSPECTED HF .
(non-acute onset) g\a *
\O

l \O
0%
\ .

ASSESSMENT OF HF PROBABILITY X 0 \

o\ o

I. Clinical history: . 6(\3 6\6\\,@\

History of CAD (M|, revascularization) \\:a\

History of arterial hypertension
2
\0\\

Exposition to cardiotoxic dr é@
Use of diuretics

Orthopnoea { paro:

@@&mm@(e 2

llateral erna

E@Urii ur
& ar venous dilatation

nocturnal

3.ECG:
Any abnormality

' All absent
: z| present J
1

Assessment !

f natriureti 1 NATRIURETIC PEPTIDES
_*:j TG Y ! No HF unlikely:
PEPEID:; ?:eri':iuc:;‘e y : + NT-proBNP 2125 pg/mL —_— cons}ider c‘}:her
: X +BNP 235 pg/mL diagnosis
practice
[
1
1 Yes
)
Y
Normalb<
ECHOCARDIOGRAPHY

If HF confirmed (based on all available data):
determine aetiology and start appropriate treatment



Heart failure diagnosis (AF screening)

Table 3.1 Definition of heart failure with preserved (HFpEF), mid-range (HFmrEF) and reduced ejection fraction

HFrEF .
( ) g\a
X0
Type of HF HFrEF HFmrEF HFpEF \()G
1 | Symptoms & Signs® Symptoms * Signs® Symptoms £ Signs® Al 0\6 \\
< 2 | LVEF <40% LVEF 40-49% LVEF =50% 6 M 6\\‘6\ 6
=
- _ |. Elevated levels of natriuretic peptides®; |. Elevated levels of natriuretic p-eptldi{‘a\\ @
= 2. At least one additional criterion: 2. At least one additional crite
v a. relevant structural heart disease (LVH and/or LAE), a. relevant structura] @\é’cas or LAE]
b. diastolic dysfunction (for details see Section 4.3.2). b. diastolic dlrj&n for deu% ection 4.3.2).
r,\\\U‘
BMNPF = B-type natriuretic peptide; HF = heart failure; HFmrEF = heart failure with mid-range ejection fraction; Hw;%an pmemd ejection fraction; HFrEF =
heart failurewith reduced ejection fraction; LAE = left atral enlargement; LVEF = Ieﬂvmtncularqecmnfra & Cuhrhvmmnhr MNT-proBMP = N-termminal
pro-B type natriuretic peptide.
*Signs may not be present in the early stages of HF (especially in HFpEF) and in patuents t CI" or AF b}r pUlSE p&lp&tlﬂﬁ should be
b
BNP=>35 pg/ml and/or NT-proBNP>125 pg/mL. %\chm dered in patients aged >65 years with DM

?\e \ and confirmed by ECG, if any suspicion of AF, as lla C
P&O 6 (\g AF in patients with DM increases morbidity and
Key structural altera;\,gas‘ 5\00 mortality 501513517
Left Atrial Vo w@% {g@ex (LAVI) > 34 ml/m?2
Left Vengmdﬁl (ckil‘ass Index (LVMI) 2115 g/m? for males and 295 g/m? for females
=)
0\6Q 1%

Diastolic dysfunction

E/e’'2 13 and a mean e’ septal and lateral wall ,9 cm/s
(Longitudinal strain or tricuspid regurgitation velocity)



LEAD screening and diagnosis

Clinical suspicion (symptoms or physical examination) in diabetes patients
NO YES
consider PAD screening based on ABI* refer to the ESC Guidelines on TABLE 4

PAD for diagnosis work-up
Di ) i
. — & 8\}5 Disease on Ankle-
/__ ABI \ achial Testing
/ \ | a\\ fle~brachial index

.O to 13 Mormal

| >130 1.01-1.30 | 0.91-1.00 | <090 | d\)\@ o e
i l c© S 071009  Mild
o - LEAD \ S ga 04t007 Moderate
Significant LEAD pI"LS 4
unlikely Consider seco (e =0 s
Reassess every Toe-brachial index (used when ankle-brachial index is
2-3 years ;;[\Bla ec% noncompressible; >1.3)
>0.7 Normal
F"$ 04t007  Abnormal
6 O(\G <04 Severe
Normal 6\ | Abnormal J Note: MNoncompressible vessel
atherosclerosis. o ¥

(GQQ ‘e\ Adapted with permission from Fc ‘_‘--é/ ™
Contemporary evaluation and r (G
N |ﬂ Q A\‘e T i c

-
peripheral artery disease. Heart, 2 4
i B

%\\\“' oL :

Figu enlngfor wer extremityartery disease in patients with diabetes. ABl = ankle—brachial index; DM = diabetes mellitus; ESC = European
Society of Cardiology; LEAD = lower extremity artery disease; PAD = peripheral arterial disease; TBI = toe —brachial index. *ABl-based screening should
be performed once when DM is diagnosed, and then after 10 years of DM if the results from the initial examination were normal (can be considered after
5 years of diagnosis if other risk factors such as smoking exist). Patients should be assessed every year for symptoms and pulses should be checked. ABI-
based screening is proposed in the absence of any clinical suspicion of PAD. "In case of borderline results (e.g. 0.89), repeat the measurement and average
the results to increase accuracy. If TBl is available, this can be done in conjunction with the ABI.

Diagnosis and management of PAD
Low-dose rivaroxaban 2.5 mg b.i.d. plus aspirin 100 mg o.d. may be considered in patients with DM and symptomatic LEAD



Cerobrovascular Disease

In patients with DM without a history of cerebrovascular disease, \O
there is no evidence that carotid screening improves outcomes %\od‘o
systematic screening is not recommended (ESC-EASD 20,01 a\\
xa\‘ro\\\ao s
\

600\9 %\d\\a
No

\\16

Reverse screenmgf €VD = Diabetes)

,a\e

13 ‘What to do’ and wﬁ% d'fé\lc.}'to do’ messages from the Guidelines
A

O

Diagnosis af%{é@‘% {\t&mase metabolism
Reca@’f@ da.tlag Class® Level®

It is recommended that screening for potential T2DM in patients with CVD is initiated with HbA1c and FPG, and that an
OGTT is added if HbA1c and FPG are inconclusive.'*~ '8

It is recommended that an OGTT is used to diagnose IGT.2 %1% |

It is recommended that the diagnosis of DM is based on HbA1c and/or FPG, or on an OGTT ff still in doubt.! ~#7:10.16—22 1




CAD Vediamo le linee guida

ESC GUIDELINES
@ E SC European Heart journal (2019) 00, 1—69 LESE Sap,
E;Jg:aprg?;os;:retv doi10.1093/eurheartj/ehz486 ) Z;,
g\6 —
2019 ESC Guidelines on diab epre-dlabetes,
and cardiovascular dlsease(!,\ din
collaboration W|th %@\\6
The Task Force for- @etes, and cardiovascular
diseases of tha@fn\:ea ty of Cardiology (ESC) and the

Europear\\eas mtmaf& the Study of Diabetes (EASD)

ra' ask F éﬁembem Francesco Cosentino® (ESC Chairperson) (Sweden),
6 EN EASD Chairperson) (United Klngdom), Victor Aboyans (France),
Cl d iley' (United Kingdom), Antonio Ceriello’ (Italy),
a Delgado (Netherlands), Massimo Federici' (Italy), Gerasimos Filippatos
reece), Diederick E. Grobbee (Netherlands), Tina Birgitte Hansen (Denmark),
Heikki V. Huikuri (Finland), Isabelle Johansson (Sweden), Peter Jiini (Canada),
Maddalena Lettino (Italy), Nikolaus Marx (Germany), Linda G. Mellbin (Sweden),
Carl ). 6stgren (Sweden), Bianca Rocca (Italy), Marco Roffi (Switzerland),
Naveed Sattar' (United Kingdom), Petar M. Seferovi¢ (Serbia), Miguel Sousa-Uva
(Portugal), Paul Valensi (Fram:e}, David C. Wheeler' (United Kingdom)

5 Cardlovascular risk assessment in patients with diabetes

and pre-diabetes .. ... 12
5.1 Diabetes, pre-diabetes, and cardiovascular risk ............... 12
5.2 Stratification of cardiovascular risk in individuals with

didbetes L. 13
5.3 Stratification of cardiovascular risk in individuals with
pre-diabetes ... 13
5.4 Clinical assessment of cardiovascular damage ................ 13
541 Biomarkers ... 13
54.2 Electrocardiography ..........ciiiiiiiiiiiiiiii 14

543 Imagingtechniques ..........coviiiiiiiiiiiiiiennennen. 14



Asymptomatic CAD (ESC-EASD 2019)

Screenlng for asymptomatic CAD in patients with DM remains

controversial. With computed tomography (CT), non-invasive esti-

Table 8 Overview of randomized controlled trials

Study/author
Year of publication
PFatients (n)

Inclusion criteria

Mean age (years)
Male sex (%)
Screening test 6

ICA performed after

positive test (%)
Mean follow-up (years)

Annual rate of major CEs (%)

Main results of screening

Fagliaet al.®”’
2005

141 (+1)
T2DM

4576 years

=2 other CVRFs

NpNE
A3

20.1 OQ\QP‘

DIAD®® DYNAMIT*
2009 2011
1123 615
T2DM T2DM
50—75 years 50—75 years
N\
3&3&@ CVQQ(
o et
e &°
W\ 2
P\ Q(Gg
639
545
MPI EET or MPI

60 @%ﬁﬂ years

FACTOR-64%7
2014

T1DI QQQ\?
\Q

years,

& aged =40 years/
? aged =45 years,
DM for =5 years

61.5
522

CTCAand CAC
score

50—75 years

CV risk =10%

Sinus rhythm
Able to do EET
619

80.0

EET

5.9 moderate or

21.5 positive or

11.9 moderate; 10.7

7.6 I

large defects uncertain severe
ICA and cardiac fol- At the referring According to the Recommendation ICA if EET positive
low-up if any test physician's cardiologist's based on stenosis
was positive discretion decision severity and CAC

score

93.3 izl 25.2 47.3 850
15 4.8 3.5 4.0 36
19 0.6 1.0 0.8 14
Significant | of major | Non-significant | of Non-significant | of Non-significant | of Non-significant | of
and all CEs major CEs MI; no effect on combined CEs major CEs, but sig-

combined CEs

nificant | in those
aged >60 years

@ESC 2019



DIAD study

N=610 No screening \o@\a'
N= 510 screening (MPS ADO+EX): 21% Pos; 4.4% angio; 1.4% rivasc '@‘09\0
6\0\ \\6\\
|B| Screeninq\gg'\{@(\a 6\6\’\:a
All participants 0.169 %:‘ . " @
0061 e
—_— Screening. 9 1‘;~>0 —r= all defect
Mo soreening \o (&-<— Moderate o large defect i
g O\O U Q&P Nonperfusion abnarmality I
L% Oed . %0( weeeene N SCFBENING RS I
8 0041 \ © ad\m 0.10- !
B (P\\’ (Gg e =TT T T
0 K Q | |
p &P\ Q\Q & 0.08 I
g R o R\\< 2 |
= ] 'g\(\ £ 006 I
£ o) \ 2 I
£ 0oz R 8 .04 I Log-rank P =005
g 72 &P " ! =
E A (6 \16 3 I
3 N\ 0.02-
M@é o I
v R B S L T
\QQQ ?@( z Years : 4 2 Years
Mo. atrisk o N&Fﬁlg;:sriening results
Sy oeening 25 ot o 2o P Ee Nomnal 409 408 402 389 370 290
Small defect 50 49 48 46 42
Moderate or large defect 33 33 32 30 29
Monperfusion abnomality 30 29 20 27 26

Mo screening test 39 ar 35 35 34



Asymtomatic CAD (ESC-EASD 2019)

Accordingly, routine screening of CAD in asymptomatic DM is not

recommended. o

\O
e
However, stress testing or CTCA may be indicated in very hi Q‘l 15\\
asymptomatic individuals [with PAD, a high CAC score &aéﬁ%g\ep\ﬁ)temuna (?),
or renal failure (<30)] e\'b 0\\

S0

Recommendations for the use of laboratory, electrocardiogram, and ima% te @or cardiovascular risk assessment

in asymptomatic patients with diabetes \)\3 \‘G
9 50‘\
Recommendations \ S ,a 6 Class® Level®
Routine assessment of microalbuminuria is indicated to idents P@ s at \s@‘?we{opmg renal dysfunction or at
27,38 ! B

high risk of future CVD.™"
A resting ECG is indicated in patients with Dl ed y{“\%enensmn or with suspected CVD.*%%° 1 C
Assessment of carotid and/or femoral laN burd{{@:r@artenal ultrasonography should be considered as a risk la B
medifier in asymptomatic patignsg q\@
CAC score with CT m 'Qz‘ﬁvsg%eulg’a risk modifier in the CV risk assessment of asymptomatic patients with b B
DM at modera ‘6

“ﬂ@lona} G@Lg (radionuclide myocardial perfusion imaging, stress cardiac magnetic resonance imaging, or

e O cological stress echocardiography) may be considered in asymptomatic patients with DM for lib B
?eenmg CAD,7-486465.67-70
ABI may be considered as a risk modifier in CV risk assessment.’® b B
Detection of atherosclerctic plaque of carotid or femoral arteries by CT, or magnetic resonance imaging, may be con- m B

sidered as a risk modifier in patients with DM at moderate or high risk CV.© TAAT

Carotid ultrasound intima— media thickness screening for CV risk assessment is not recommended.5?7>7% -g_
4

Routine assessment of circulating biomarkers is not recommended for CV risk stratification,”3135—%7 - B o
w

Risk scores developed for the general population are not recommended for CV risk assessment in patients with DM. - Cc @

ABI = ankle— brachial index; CAC = coronary artery calcium; CAD = coronary artery disease; CT = computed tomography; CTCA = computed tomography coronary angiog-
raphy; CV = cardiovascular; CVD = cardiovascular disease; DM = diabetes mellitus; ECG = electrocardiogram.



Asymptomatic CAD (ADA 2018)

. .. : . \O-
1) In pazienti asintomatici lo screening per CAD non e raccomandat&d‘écp
momento che non migliora ’'outcome allorquando i FR veg%Qg\?\P%T\{ati

aggressivamente. (BARI 2D, COURAGE, DIAD). A \\606 é\d@\\
.\
RS
2) Fate indagini per CAD se 6500\35\
a) sono presenti sintomi (dispnea non0@§§M precordialgie)
b) segni e sintomi di MV (soffi c\a&cﬁﬁ?{e&ié\ , stroke, claudicatio, ECG

anormale). E RS e9
)

) \,\6\'\@

- Test iniziale: ECG da s&g&ig\cgh%(\senza eco, se = 40 aa anche CAC
- Test di secondo Ii,y(,ec% é‘g“\@fheﬁgrafia 0 ECO stress se ECG bas. alterato (BB, ST-T)

. o)
0 Se Nnon possil

seem\klo.
Sebbene\l{aaé)l&meéia in grado di predirre gli eventi cardiaci in p. sintomatici (1) il
var@g@q’% gietuesto approccio (costo/beneficio) in p. asintomatici non & dimostrato.

1) Hadamitzky M, Diabetes Care 2010



Asymptomatic CAD (SID 2018)

Macroangiopatia non coronaric @@rzatalmol-
to avanzata
Paziente con elevata probabilita di coronaropatia e\o
silente, indipendetemente da ECG o ECO cuore Sintomatica
e
rl

\ . Precedent?\( i&)mbo‘um

Paziente asintomatico Paziente asintomatico

con ECG normale con ECG anormale

Inte

&{Qg}\anzzamone

Controllo annuale

I Alte:zz::gﬁtc;ﬁ:tma S ECG da sforzo (se non indicato/eseguibilg), ~( e Opatla periferica con ABI <0,9
+ ﬂdotta FE SPECT o ECO cuore con stress farmao%: i tenosi carotidea asintomatica >50%
/ . > % Aneurisma aortico
ECO cuore m > . \‘ \ng
tro 3 i
entro < ann! \ IVS, disfunzione (\ R .
l diatolica positivo o dubbio &g Score di rischio coronarico (UKPDS) >30% a 10

normale l ‘ Nk P‘\/\ Q( ega 1 anni

l P\Cﬁn orG r@a% Rivalutare Score di rischio coronarico (UKPDS) >20% a 10

. — Q entro 2-3 anni anni + almeno uno dei seguenti:
Rivalutare Ottimizzare controllo <>@

entro 2-3 anni pressorio, “DidiGO,P\ 0(\9 l e Placche ateromasiche determinanti stenosi
glicemico exﬁo (\e =20%
6\"? e(‘o * GFR <30 ml/min per 1,73 m?
06( \a\l Se non indicata coronorografia, ¢ Neuropatia autonomica cardiaca
(S ,? terapia medica ottimale * Disfunzione erettile
Q e\zﬁé‘ azione e Familiarita di 1° grado positiva per cardiopa-
%\. (\0 2-3anni tia ischemica in giovane eta (<55 anni ma-
QO ?e( schi; <65 anni femmine)
ura 3. Algorltmo per lo screening diagnostico della cardiopatia ischemica*. Score di rischio coronarico (UKPDS) >20% a 10

anni + almeno due dei seguenti:

¢ GFR <30 ml/min per 1,73 m?
¢ Micro- o macroalbuminuria
¢ Retinopatia laser-trattata/proliferante




Primary screening

Reverse screening

My way

\0\0@\9
Convinco i cardiologi ‘@‘Oe\
HbA1 in all patients Secondary screemng/dmgnq.g;sd 6\‘0\6\
\\.
o
Cerco i sintomi Se sospetto ma|attI%OO\e 6\’\0\\
CAD, LEAD, CVD & FA, CVD \\0 3 -
AD: cg&&%{iﬁ or MPI 2
chocardlography S
Cerco i segni \ ﬁ o
'6 I
CAD, LEAD, CVD & FA, CV% ?/p\\{é,a\e Z4/48h ECG §
5@ AP o OVEVD:  Carotid US, 24h-ECG, TC 3
Misuro/verifico 2 6(6\0 2
Smoking _e0° 2 6\6\‘ ‘ / o
( o o o
BP, HR :?( 06\1 Se high/very-high risk
G\GGO(US?I"’ Carotid US (>2 mm), ABI, CAC (or EET)
Retina
A.Ib.U Se moderate risk
Lipids
eGFR <— Follow-up

Intensify/Revise theraphy



Real world

Soggetti con almeno una determinazione dell’'HbA1c (%)
DM1 opm2
2,3 3,0

I I HbAlc I I

Creagi®ine

\36‘0\
6\0&3 \ éﬁ&ltoran per creatininemia (%)

DM1
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Open questions
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e Definition of proteinuria 5ot
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e Carotid plaqu qgl;éi'}\lq;l@'?)n and characterization
. CAC < @G\ciwéxclude or CAC > 400 to suspect ?
6

50 \bat\ exactly is a risk modifyer ?

e Cost effectivenes






Scintigrafia
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Fattori di rischio non classici ed imaging

Fattori di rischio non classici
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Rivediamo le linee guida

ARIC study. 1,500 asymptopmatic type 2 diabetics FU 10 yrs, 225 first CHD events
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NCRF = BMI, waist-to-hip ratio, lipoprotein(a), aloumin, creatinine, WBC, fibrinogen, factor VIII, sport activity, Keys score, and pack-years
ATS = ECG LVH, IMT (ABI)



Imaging diretto

Location of coronary calcium
with calcification scan imaging section



CCS and CCTA in asymptomatic Pts
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Figure 2. Kaplan-Meier event-free survival curves of 3-year cardiac event outcomes. The numbers in each figure represent the 3-year event-free survival rates.



Algoritmo
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E’ meglio ’'ECG da sforzo o la scintigrafia ?
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L’ECG da sforzo ha un ottimo valore predittivo negativo



1) Per intensificare la terapia

Recommendations for lifestyle modifications in patients
with diabetes and pre-diabetes
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Fa“}r Intermediate Fibrous CGI‘r‘IpliGatad Unstable Recommendations Class® Level®
Foam cells streak lesion Atheroma plaque lesion/rupture angina P Smoking cessation guided by structured advice is
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- - ACS e 5\0
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prevent the conversum statespoich as 1
s 85,8
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Stahle anglna CaFle‘ﬁaSCU!ar y ‘ © E a<pectancyd”m” 13113
Increasing age intermittent claudication death \ 60 g ; g A Mediterranean diet, rich in polyunsa-turatedamd
E 2 s monounsaturated iargs};houtd be considered to lla B
8% 80 reduce CV events.”®
E :g\ ._g 'CE Vitamin or micronutrient supplementation to
% reduce the risk of DM, or CVD in patients with B
e A WO 0¥ |71 1
2013 2019 ?&P\ 2 6\
AN
BP targets &0 O(\g
BP target <140/85 mmHg is recommended  Individ ?\mwgrecommendad
forall ‘555@ if well tolerated, <130 mmHg, but not <120 mmHg
Q@ n ol @o e (>65 years) target SBP to a range of 130-139 mmHg
2 <80 mmHg but not <70 mmHg
6\\_\\‘ (\QG On-treatment SBP to <130 mmHg should be considered for patients at high risk of cerebrovascular
O < events or diabetic kidney disease
%69 ° ©
In patiettts with T2DM at moderate CV risk,” an LDL-C target of <2.6 mmoljL (<100 mg/dL) |s recommended.? 1?21 1
In patients with T2DM at high CV risk,” an LDL-C target of <1.8 mmolfL (<70 mg/dL) and LDL-C reductionjof at least I
50% is recommended 9 219212
In patients with T2DM at very high CV risk,“ an LDL-C target of <1.4 mmol/} (<55 mg/dL) and LDL-C reductior| of at I
least 50% is recommended.® 200:201.210
In patients with T2DM, a secondary goal of a non-HDL-C target of <2.2 mmol/L (<85 mg/dL) in very high CV-risk I

patients, and <2.6 mmol/L (<100 mg/dL) in high CV-risk patients, is recommended.®*"***
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