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The four (five) pillars approachQ

REDUCTION IN DIABETES COMPLICATIONS

Glyeemic | | Blood Pressure
Management | | Managemeant
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Lifestyle and T2D: La situazione in italja®
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3.0-5.9 METS/min
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MVPA (min-day")

<1.5 METS/min
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SED-time (hours-day')

3.89 hours-day!
(2.96-4.93)

12.9 min-day"
(9.0-16.0)

364 METs-min/week
91 min/week !!

11.6 hours-day!
(10.6-12.4)

Balducci S. PlosOne 2017
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| benefici dell’attivita fisica (ESC %9%4)

o
0\ \\
Effects of vity for all individuals and patients
Effects of | activ of the traditional cardiovascular risk factors . ‘\\(bQ 3 A I
R m P &3
D . Breast, '
Hypertension Dyslipidaemia Obesity Hyperglycaemia Kidney function All-caulse. Q\(.b' &olorgiatzland Cardlovaspular Influenza alnd
_ - . ‘ ’ monalmjo\ "O\ prostate cancer mortality pneunomia
‘@’ 't ? %\ If & 4 38% 27 45%
lBIood pressure l Serum lipids lAdipose tissue T Blood glucose TKId"e)' function (g . \AQ)
| | A
v v v v v 0 . O
Systolic blood Ger:eral 4 T Total ilqergy T Glut4 to surface T GFR @b 6\
tri i expenditure b

et IRPpEmEes = e @0 Q? Reduced relative risk of mortality (%) attributed to physical activity (PA)

Diastolic blood Basal metabolic Skeletal I Kidney blood _ \| (%4)

pressure lTotal Shiciese) Tra’:e ca;iﬁa?i;;;ijsﬁe flow &?\’ . QK

Age-associated
l artery stiffening l LDL-cholesterol T Lean body mass T Muscle mass é?“ @\Q) . |

: ?“ \(\ Dementia Depression Humeral Humeral bone

l ms:n"_'l:?..;tm T HDL-cholesterol l Hepatic fat T Liver function OQg/ O&b fractures mineral density
T Endothelial Muscle lipid l Visceral fat é QQ) 33% Zcb lfb

function turnover ?‘ . \O

P
S o
&@Q QQK Prevented cases (%) attributed to physical activity (PA) Improvement (%)
)
. Q(b' Q\O

Physical inactivity was seen Bé\%gq'}esponsible for the loss of 13.4 million disability-adjusted life years (DALYs) worldwide,
these DALYs were estim%\eﬂ for coronary heart disease, stroke, type 2 diabetes, breast cancer, and colon cancer [11].



EASD GUIDELINES

Management of Hyperglycemia in Type 2 Diabetes, 2022. A
Consensus Report by the American Diabetes Association (ADA)
and the European Association for the Study of Diabetes (EASD)

>150 min/sett moderata intensita
Oppure
>75 min/sett alta intensita
Suddivisa in 23 giorni senza
superare 2 giorni di inattivita

Aggiungere esercizi di equilibrio/flessibilita
o contro resistenza.

(30 min di att. fis/sett migliora il profilo
metabolico)

% é\oo
oY
Glucose/insulin | Blood pressure HbA, Lipids Physical function Depression Quality of lif AQ

v v v * v 12 \(b

v ? v (b) o

¥ ¥ v ¥ 3 ¥ ,,0'1‘
STRENGTHENING ¢ Y 0 RAEX\
ADEQUATE SLEEP DURATION ¢ ¢ ¢ ¢ @ Q‘ -Q‘
600D SLEEP QUALITY ¢ ¢ ¢ ¢ >} \(0' N ,\\)r
CHRONOTYPE/CONSISTENT TIMING ) ) 0.}'\\\‘ < M)

S o
o° R
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.\(b’
IMPORTANCE OF 24-HOUR PHYSII:AI.é@ﬂ VIOURS FOR TYPE 2 DIABETES

SITTING/BREAKING UP PROLONGED SITTING

Limil sitting. Breaking up prolonged sitting (every 30 min) with short
regular bouts of slow walking/simple resistance exercises can

SWEATING (MODERATE-TO-VIGOROUS ACTIVITY)

+  Encourage =150 min/week of moderate-intensity physical activity
{i.e. uses large muscle groups, rhythmic in nature} OR =73 min/

O

improve glucose metabolism. Q(b week vigorous-intensity activity spread over =3 days/week,
o 5 with no more than 2 consecutive days of inactivity.
WY W Supplement with two to three resistance,
'(b*\ @‘\'\ flexibility and/or balance sessions.
. = As little as 30 min/week of moderate-
STEPPING U o . ,\\ intensity physical activity improves
+ Anincrease of only 500 9} metabolic profiles.
steps/day is associated (b%o Q)(b —
with 2-9% decreased
risk of cardinooliiar (b\.\ ‘ AQ} ) o
=z oty and all- x 0\\ Physical function/railty/
cause mortality. D . S sarcopenia
+ A5 1o & min brisk @6 N\ @ + The frailty phenotype in
intensity walk per C) (b' type 2 diabetes is unique,
day equates to @jyears’ often encompassing
greater I% ectanw\@ STEPPING obesity alongside physical
?* ‘\Q frailty, at an earlier age.
@ Q)‘b The ability of people
with type 2 diabetes
(\(b'\ to undertake simple
functional exercises in
m Shnsistent, middle-age is similar o that
errupted sleep, in those over a decade older.
even on weekends.
@ Quantity - Long (>8h)
and short (<bh) sleep
durations negatively
impact Hba, . STRENGTHENING

Quality - lrregular sleep results
in poorer glycaemic levels, likely
influenced by the increased prevalence
of insomnia, obstructive sleep apnoea and
restless leg syndrome in people with type 2 diabetes
Chronotype - Evening chronotypes (i.e. night owl: go to bed late and

get up late) may be more susceptible to inactivity and poorer glycaemic levels vs
morning chronalypes (i.e. early bird: go to bed early and get up early).

Resistance exercise (i.e. any activity that uses

the person's own body weight or works against

a resistance) also improves insulin sensitivity and
glucose levels; activities like tai chi and yoga also
encompass elements of flexibility and balance.

o o
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e Wall sit Push-up and ?,Sv %\Q 3-4 METS
rotation é ®\®
2N
30-60sec 8 Mets QQ' o‘\
. NP
1 -2 min Rest o 0@\0
> N

(b&é\ %
20 min approx. 70 METS &@Q AQ}Q’ 20 min approx. 70 METS
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Aerobic exercise

Exercise type
Walking
Houseworks

Yoga

Bicycling <10 km/h

3-4 METS

20 min approx. 70 METS
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Esercizio ed HbA1lc: quale volume &&fficace ?
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Predicted response in HbA1c level (MD)
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Esercizio ed HbAlc: Quanti minuti e quale ggpf% di esercizio
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It is recommended that: sQ \
> All adults and older adults with type 2 dlabetefb\ﬁm\&i@ undertake regular physical activity.
Strong recommendation, moderate certainty evidence b\
* 00
N

>
At least é at Ieast\(b*\'b \(b > Adults and older adults with type 2
or

diabetes should do at least 150-300
150 minutes of moderate-intensity aerobic
2020 physical activity; or at least 75-150
t0300 \?OJSO minutes of vigorous-intensity aerobic
physical activity; or an equivalent
minutes 60 5 'nUtes combination of moderate- and vigorous-
Orld H Ea It h :::::Ir:t:r;vnﬁls %‘ :leg:zrt:::sp;‘r;iei:::ty intensity activity throughout the week
0.) activity for substantial health benefits.

actl\rlto
Strong recommendation, moderate certainty evidence
Y Organization @@ s |
or ar& ﬁft combination throughout the week

ng«@

O
é Its and older adults with type 2 diabetes On at |east

&b' ‘?Ehould also do muscle-strengthening activities muscle-
\‘b’ AQ) strengthening

For additional health benefits:

at moderate or greater intensity that involve all
&(b' N4 major muscle groups on 2 or more days a week
(b d moderate or greater
\QQ Q) as these provide additional benefits. days intensity that
~

involve all major
003 \O® a week muscle groups.
‘Q
S e -

ISBN 978-92-4-001513-5 '550'@7@92 4-001512-8
https://iris.who. |nt/b|tstr§3m/handIe/10665/336656/9789240015128 -eng.pdf?sequence=1

activities at

Strong recommendation, moderate certainty evidence
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| D ES— 2 St U d y 150 Treatment \Qé\:\
PA volume: +198 METS/wgé\%.\\qQ '
300 sedentary T2D Sedentary time:  -336 min/w,g?}\s\\(b go O\:'Il-up i\g/el\‘j:;
MVPA: + 45 min{iﬁ@ uartiles o
150 Standard Care . K\(bq’}\’b
\(b N\
¥ P
> 2
Hbalc Q}\(b\\é Hbalc
\\
e 0,6

-600 -400 - 400 600
-0,2
0,4
-0,6
-0,8 + 111 min/week
(+104 = 215)
Q
Variazione attivita sedentag@ g K/set) Variazione attivita fisica (METS/set)
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QO Balducci S et al Diab Care 2022
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Weight management ADA Standard o[@Qﬁ’re 2024
S
N \\’b
8.4 In people with type 2 diabetes and overweight op"g@slty, weight management
should represent a primary goal of treatment alonﬁ\gﬁh glycemic management. A
\\’0 >
2
8.5 People with diabetes and overweight or @%gify may benefit from any
magnitude of weight loss. Weight loss of 3-7%%f baseline weight improves
glycemia and other intermediate cardlovd%gﬂar risk factors. A

8.6 Individualize initial treatment a Y:oﬁehes for obesity (i.e., lifestyle and
nutritional therapy, pharmacolog;j g@%ts, or metabolic surgery) A based on the
person’s medical history, life c@u@&tances, preferences, and

motivation. Consider comblrggﬁj atment approaches if appropriate.



HbA1c change (%)

Relazione tra weight loss e delc
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MACRONUTRIENTI

management of diabetes

N4

®)
Evidence-based European recommendations for the\&etary Aprile 2023

O\Q >

N\
The Diabetes and Nutrition Study Group (DNSG) of the European Asg& %&&1 for the Study of Diabetes (EASD)

Carboidrati
Preferire i cereali integrali (ricchi in fibre), non
importa la quantita ma meglio evitare gli

G;;%Imeno 35 g/die

AQi:ontl cereali integrali, verdura, frutta,

estremi. 6\\’“@ @ﬁeguml semi, frutta a guscio.
- Preferire cibi con basso indice glicemico. @0 P Considerare supplementi per raggiungere
- Evitare zuccheri semplici (<10% Kcal tot) &?Q\Q@ il target.
é?‘ (g@%
. (OY“ N
Grassi & O@
e Proteine

- Preferire grassi vegetali (MUFA e PUF o
- Evitare grassi saturi (<10% Kcal tot)be"’t@hs (<1%

Kcal tot) fo@ N3

<
@Q W

%)
D " WO
Dolcificanti S é\

Tutti OK, ma non é chla,gébse%lutmo

-10-20% Kcal tot se < 65 aa

-15-20% Kcal tot se >65 aa
-23-32% Kcal tot durante calo ponderale
-Se eGFR 60-45 ml/min: max 10-15%



<8 weeks

LOW-CARBOHYDRATE DIET VS. LOW-FAT DIET FOR T2D 315

Low fat diet Mean Difference

1V, Random, 95% CI [%]

Low carbohydrate diet Mean Difference
%)

Study or Subgrou

1.1.1 Short term (up to 8 weeks)

Lerman-Garber 1995 (78) 04 159 13 17 15 13 445% 210 [-3.29, -0.91) —a—
Nuttall 2012 (84) 12 085 8 04 085 8 555% -0.80 [-1.63, 0.03] .
Subtotal (95% CI) 21 21 100.0% -1.38 [-2.64, 0.11] i Ca ro:

Heterogeneity: Tau? = 0.57; Chi* = 3.08, df = 1 (P = 0.08); |* = 68%
Test for overall effect: Z=2.13 (P = 0.03)

Test for overall effect: Z = 0.09 (P = 0.93)

U-Tn
A -4 -2 0 2

Favors low carb diet Favors low fat diet

4

Test for subaroup differences: Chi*=7.29, df = 4 (P =0.12), ? = 45.1% % \e
FIGURE 3 Change from baseline in HbAlc. The forest plot (the graph right-] side) shows 1 line representing each study in the meta-analysis,

plotted according to the mean difference (indicated by the gray box on The lmiamond at the bottom of each graph indicates the average effect
size of the studies. carb, carbohydrate; HbAlc, glycated hemoglobin; @ TSE Var

X\
Aqﬁa(\(z%u ren EJ, Am J Nutr 2018
.\3 K
o AD
o° R
S

6-month follow-up (n = 29 trials)

Mean difference (%)

0.00

-0.20

-0.40

-0.60

-0.80

-1.00

-1.20

-1.40

-1.60

HbAlc

—

65% 60% 55% 50% 45%  40% @ 35%

% Carbohydrate

30% 25% @ 20%

15%

10%

Jayedi A et al Am J Clin Nutr 2022




Very Low carb diet

. D> -
Free choice i .\\@0 @%\
363, LCD, cal restriction = (0((§\’<>
. L. g .
220, KD 20 g/die, no cal restriction E g0 N
o LCD T2D
: N4
5 60 Q)Q} S
A0 3 Q¥ ‘\@0 KD T2D
3 SIS 85—0——0———0-—.—=0===Q
g \® 002 . . . . : :
3 ?\/ Qo 4 8 12 16 220 2
:i . LCD TRD (24) é&{%&%\ b
: NI
& -2 KDTZIQ%f é@ 2 8.5 i
N £ g0 -
4 8 12 16 20 24 ?S ‘OQQ) % 8.0 LCD T2D
B Weeks A\ A g
O O 8 75 1
(5\,(0 3 B 9 Insulin and SU dose
@K N4 g 70 - halved !!
Q QQ) 8 :
e~ @ > KD T2D
Q& Q}A Z 65 -
R\ ’\\0 3 1 -1.5%
X A Y 6.0 ;
2) QQ) 3 D 8 16 b7}
QO Weeks
N4
Q Hussain TA, Nutrition 2012



Low carb diet

Non-ketogenic diet, no weight loss
30% carbohydrate, 30% protein, 40% fat (30:30:40)

55:15:30

: Baseline - 15 §
] 30:30:40 E
el
%ﬂm: _10
E
o =
8 m i
5 v +——= Baseline S

] A 5 Weeks

m B L D s A—aA 10 Weeks

2 4 6 8 10 12 14 16 18 20 22 24

- 400
= =
+—— Baseline -
Aty 5 Weeks - 300 g
A—dk 10 Weeks Q
- 200
AL 100
B D S
------------------------- -0
2 4 6 8 10 12 14 16 18 20 22 24
Hours

Gannon MC, Nutrition&Metabolism 2010



Low fat vs Low carb vs Med:

”””””””” e s | BMI30, 100 (15 T2D) per group
CPLlL &
A\
Low-fat: 511930 (lowcal) & &
Med 50 18 32 (low cal) & 8\@
N\

Low-carb: 40 22 38 (free!l) & OHbAlc @ 24m

Mean Weight Change (kg)
£

5 O 1,5
- Low-fat diet @ ‘\AQ
-74 == Mediterranean diet @ K
=k~ Low-carbohydrate diet o\ 60 110
-8 y
0 Il ﬁ é ';f % l‘i ‘7 2‘3 é1‘01‘11‘21'31I4ll51l61l71‘81‘92‘02‘12‘22‘32‘4 Di@ti 6\
Months of Intervention 0’5
Figure 2. Weight Changes during 2 Years According to Diet Group.
A HDL Cholesterol
0,0
104
. Low fat
=
Eo 6 015 ns ns
-= -
v 24 1,0 %
0
-1,5
Months \('b,
L3
C LDL Cholesterol
-2,0

Change (mg/dl)

Shai |, N Eng J Med 2008

Months



Dieta mediterranea

D N
Overweight newly diagnosed T2D; therapy indicated for follow-up Hbﬁ@kq;%%%

MED diet (hypocaloric)
Rich in vegetables and whole grains

\O

O .
A@' \\b,\\

. =)
] . ili | f antih I '
Figure 2. Probability of r{;{gh p%@free of antihyperglycemic

drug therapy. X N
s TRy 2 @

and low in red meat, which was o o 100 — MED diet
. . o a \\(0' -------
replaced with poultry and fish. g & Q0 T T e Low-fat diet
<50% carb L&:_‘i 8&2 6(} ......
20% protein £ 2@ (bb\ .
30-40% lipids (olive oil) E\% - Ty
& mQﬁ

fat diet (h lori o :% :
Low fat diet (hypocaloric) N 28 o logmnktestP=ooot
Rich in whole grains and Q/?*‘ (5}0 B £ Hazard ratio, 0.63 (95% Cl, 0.51-0.86)
restricted additional fats, sweets, OQ* Ok\ -

. 0.00
a;g;lfgh_fat SnaCkS §©Q® {I] 1E|30 3E|'>O 54I'0 ?ZIO 9(|]0 10|80 '12!60 14|40
< at

° . &b Q}% Days After Randomization
20% protein x> A At risk, n
50-60% carb f0<0 Q}\Q’ MEDdiet 108 108 105 101 89 80 77 66 52 49

@Q AQ} Low-fatdiet 107 107 98 87 72 64 54 45 35 29
R4 ’\\0@
§Qé MED = low-carbohydrate, Mediterranean-style.

O
S

Esposito K, Ann Int Med 2008



Perché non fare una low-carb Nied ?

259 overweight diabetic patients (HbA1c=8.3%)

MD ADA Diet
Carb (50-55%) Carb (50-55%)
low Gl Fat (30%)
Fat (30%) Protein (15—
Protein (15-20%) 20%)
é?‘
LC-MD Q,V“ .
35% Carb OQ- <§\
45% Fat (50% ?ﬁ &
MUFA) 0 K‘@\O
20% Prot <o ¥
Q@ @
o (@
R &
N
&
N A
P Q¢
R

Q\

.

FPG

Elhaynay A et al DOM 2010



Dieta mediterranea: come si misura ?

3 MN" porzioni al giorno @,',\6\"

5 | Frutta
6 Verdura

7 |Cerealiintegrali

Verdura

= |
]
-
& |Fruttaaguscio
9 |Latticini

10 | Vino/birra

Olio d'oliva (uso abituale=1) 0\'(0 6c}

[0 | | R | S I R | S
.
éﬁ

Cereali integrali

13 W* porzioni alla settimana 0@ PJ”Q’HE
O @9
&Y:‘IH@\HL}LEEE.APE
é?‘
¥ &
Q/ &\Q) Carne rossa

(\Q’ .

Frutta a guscio

ﬂ

15 | Patate
16 |Legumi

17 |Pesce

Latticini

18 Carne rossa

19 Carne processata
20 | Pollame

21 Uova

22 | Dolci

24 TOTALE @(b J15
26 ADERENZA @Q Q} i

Vinofbirra

Olio d'oliva

(= Lol =]
L L B e

Legumi

nttps://www. sgﬁ’%a‘ﬁa it/clinica/formule-e-calcolatori

SID study group “Dieta e diabete”

\@Q
Q Nutrition, Metabolism & Cardiovascular Diseases (2023) 33,724e736
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No breakfast

6\ G
b\
,bo

AN
Fasting until noon triggers increased PPH%?% nch and dinner
YesB

Eating Breakfast

NoB
skipping Breakfast

as0

Glucose magid iGLP-1 * pmoliL

250
200

150

100 <2~@ ¢
&Q B L D
so LT « & T T +
#-'FE' #'.!9&"?"35} '.!'q '@' dﬂ & § &.#@.-F@*,p? -'\.‘? 1-& n-l? -ch# ﬁ'ﬂ{iﬂp ‘? ‘P 1‘;5# i?ﬂ? #“P‘ {‘F ,}"F .F'EF E'ft@‘ '&ﬂa ;P -"E'l? "“P
Time in th Ay @ﬁ

o M & O @

Time in the day (hours) Time in the day (hours)

Jakuhm{(&n\ab, iabetes Care 2015
@Q AQ}
<
@ RN
o’ QQ’
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Big breakfast vs big dinner

ROMR
O .x?
18 T2D 6 days/cross-over N %\8\\
1,500 Kcal (46/31/23) \,5\\’0%@
R
’é{b ‘s\(b
Equal O(} o
Large Medium-size Lz?rge% Q)‘b
18- breakfast I""}Ch/ D :AQ}
p— i 50/23/27 Q
= 16 g _ 9
O 14+ o
€ 12 | sols g
E : § 30 %3es -
S’ 10_ » ey ood | 4II;%Hj¥,1-
q) 8_ {4 =~ o ; S X % 1D-r ::‘. ——
8 0O - SmaII Q/?\ O ) Y A T s
S breakfast AN small
5 4- ?§O R Dinner
2- O
0 L L L | N 6'®IQ.I,’K%I LENE DL DL | I 1 1 I 1
OO o ‘%\,gooooooooo
OO O cfecR-NoNoNeoNeNeNe)
VORI NNITODONDD O~ A
R4 {\0
B
o° R

Jakubowicz D, Diabetologia 2015



Big vs small breakfast

AR
S

> .
BB: B= 33% daily cal (rich in fat and@t\)@?\) L&D 33% calories
SB: B= 12% daily cal (rich in carb&itr%@glm% cal

59 T2DM; 1400 Kcal
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Q
B%&\’“ 5B
Weight loss (kg) -1.9 ns
HbA1c (%change) 4qs® 1.5  p=0.047
Dose reduction (%) g @?1 0 p=0.02
Dose increase (°/ Y \QQ’ 3 17 p=0.002
Aver. Glucose @g/dﬁ) 13 -4 p=0.032
SBP (mmHg) \Oo -9.6 2.4 p=0.04
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Conclusioni

NN

NP4
Esiste un margine molto ampio di mtgﬁlei’ito
La dose efficace di attivita fisica peg@mi%horare il controllo
metabolico & alta (200-300 min ehgvi\lPA + 60 min esercizi di
resistenza/sett) @9
Perdere peso va sempre Qe/h@*(S% = 0.5 punti di HbAlc)

La dleta mlgllore Dletggfhgﬁlterranea con pochi (40%) di Carb
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...... Si ma il lookahead é stato déludente
. ’\ :
S @
0Q® ’\‘b,\\
- > O
RS
100- Q\(b .
16+ Q\ #‘
O (]
S
80- 12 NS
. £5) .\A /4
§ \(b é %" Intervention
t 8] 6\) ‘\6
i @~ O
£ 60+ O o A
2 \® oy L2
- vg;“ A
EE N o
ﬂ év | [ [ [ |
3 v~ .\(\(bo 2 4 6 g 10
& Q/ .\\
§' }0.95 (95% CI, 0.80-1.09)
5
"ol
K%
\S
K@Q(b' Q} Years
IQ. at@*
4 A‘bion{r&) 2575 2425 2296 2156 2019 688
R ggervention 2570 2447 2326 2192 2049 505
LR



A Post Hoc Analysis of the Look AHEAD Trial O°
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Table 2. Risk of Primary and Secondary Outcomes Stratified by Weight Loss and PA Trajectorles 0 ‘\\, 3
ﬂ'mw_mgm e : Group Participants, No. (%) Model 1, HR (95% CI)? ﬁaﬁg@ Model 2, HR (95% CI)® Pvalue P for interaction
T P et Primary outcome: CV death, nonfatal Ml or stroke, or hospitalization for angina \(b'\ v (b@
. Low PA and no weight loss 105 (15.8) 1 [Reference] \ 1 [Reference] NA
121 Only high PA 39(16.7) 0.87 (0.59-1.26 @ b\ 45 1.04 (0.70-1.53) .86
é - Only weight loss 46 (20.2) 1.29(0.91- ]éa @\ .15 1.13 (0.78-1.62) .52 01
E.; High PA and weight loss 8(7.6) 0.36 (0 1 74}2 .005 0.39(0.19-0.81) .01
T S N Secondary outcome 1: CV death, nonfatal MI or stroke
oed—2 il e S Low PA and no weight loss 68 (10.3) efe \3 NA 1 [Reference] NA
: Only high PA 22 (9.4) \)0 76 ( -1.25) .28 0.96 (0.57-1.59) 86
L L I W T TN Only weight loss 34(14.9) 0 1 40.96-2.21) 07 1.40 (0.91-2.15) 13 10
High PA and weight loss 6(5.7) \ .45(0.19-1.04) .06 0.57 (0.24-1.36) 21
Secondary outcome 2: all-cause death, nonfatal bgstrok@;‘ﬁ’ospltalnzatlon for angina
Low PA and no weight loss Ny 1 [Reference] NA 1 [Reference] NA
Only high PA 2» 0.83(0.59-1.19) .32 0.98 (0.68-1.42) .92 002
ST Only weight loss Vsl( 1.48 (1.09-2.02) .01 1.33(0.96-1.84) .08 '
1) e High PA and weight loss Q.V 9{8&@ 0.35(0.18-0.69) .002 0.38(0.19-0.75) .006
al T e e gﬁiesceoanlglary outcome 3: all-ca ath@oﬁatal MI or stroke, hospitalization for angina, CABG, PCI, hospitalization for heart failure, carotid endarterectomy, or peripheral vascular
M i Low PA and no weight s 98?\ é\o 154(23.2) 1 [Reference] NA 1 [Reference] NA
;w ______________________ Only high PA ‘b’b QQ) 52(22.3) 0.79(0.57-1.09) .15 0.88 (0.63-1.22) 44 002
E e S i Only weight lospb, 68 (29.8) 1.27(0.95-1.70) .10 1.14(0.84-1.53) .40 ’
o8t = | High PA a%@gh}&}ss 10(9.5) 0.29(0.15-0.56) <.001 0.31(0.16-0.60) <.001
06] = T Smmemmns i — Abbreyj {Qr?s %@G‘ coronary artery bypass grafting; CV, cardiovascular; MI, myocardial ~ ® Model 2 was adjusted for age, race and ethnicity, sex, history of cardiovascular disease,
el _ _ _ ' : _ |nf I%@lot applicable; PA, physical activity; PCl, percutaneous coronary fasting plasma glucose level, history of hypertension, insulin use, aspirin use, sedentary
9 2 r:.uw-up ﬁme“’y g 3 @&erve time, drinking status, smoking status, triglyceride level, and treatment group.

IQ@% was adinisted far age race and ethnircitv and sex

H|gh PA volume: > 2@0 MET- mm/wk JAMA Netw Open, Published Online: February 22, 2024
2024;7;(2):e240219. doi:10.1001/jamanetworkopen.2024.0219
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2) Terapia nutrizionale . - . N
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Nutrition Therapy for Adults With e e e e (MNT) tera Q&ra izionale medica
Diabetes or Prediabetes: - Tty Gy o el gren o .,0*\" ,&\\(b
A Consensus Report Cramero s’ s S Supp@ie%
e fdoora 102533/ 6e15 0014 pri i 1),0@%’a*olla B12 se metformina
S
0@)‘ .g?omo, curcuma, cannella, aloe
6\{}' _Pvera, vit D, .... ?2?
N »
\>® @9 Sodio
Perdere peso <X é\Q <2.3 g/die?
1) Effetto proporzionale su HbAlré?“ Q}@
(>5% - 15%) Qg,‘?k@Q Proteine
2) Non importaiil tipo di diga P~ 1.0-1.5 g/kg/die (IBW?)
importa riuscire a con)g’?fcgé\ il
paziente a seguirla,o AQ} Barriere
fb@ Q)\Q’ Facilitare I'accesso alla MNT
&R &
* @ [ . . .
Alcol &\4(0 &K\o Nutrizione personalizzata (omics)
N . -
1) <1 s/diexdoRria, <2 uomo Qualche osservazione intrigante, ma

2) Atte@(z?ione all’ipoglicemia tardiva

nessuna solida evidenza
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