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La dr.ssa llaria Malandrucco dichiara di aver ricevuto negli ultimi due. aqj@‘f’compena
o finanziamenti dalle seguenti Aziende Farmaceutiche e/o Dlag Qg.\it sRoche.

Dichiara altresi il proprio impegno ad astener |,&‘:’vﬂec]baa\\3 ito dell’evento, dal

nominare, in qualsivoglia modo o forma, a2|en ’cféarq@(éeutlche e/o denominazione

commerciale e di non fare pubblicita 6 qlglé‘a tipo relativamente a specifici
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ANAMNESI

Francesca paziente di 56 aa manager di azienda, viaggia molto per lavoro. N
\og\
Ad agosto 2018 si trasferisce in un’altra citta e giunge per la prima \6&&8 ?Jresso
un centro di diabetologia; ultima visita diabetologica 9 mesi prlrr\aa
22 %\c\\’@\
* DM 2 noto dall'eta di 53 anni in terapia con Met{orgmﬁg\a\\'b
\aa 2
storia di diabete gestazionale (aII egas%ﬁ @@%a) alla seconda gravidanza,
trattato con insulina \)c, oo? 6
&0?\ \Q
® |pertensione arteriosa @Qﬁ&\d}@@@a di 50 anni
N
° Sovrappeso »@a@t% péfﬁderale di 7kg in 12 mesi, peso stabile da circa un
anno, %@l@ Yieta personalizzata per diabetici (compatibilmente con |
wgg@ﬂ atbéstero e i numerosi pranzi e cene di lavoro); pratica saltuariamente

O\%&tlvna fisica




ANAMNESI

' A. Familiare:

> padre affetto da diabete tipo 2 o

» genitori ipertesi G
SO

> fratello affetto da dlsllpldem@oe 6\60‘\‘

P@p\o\g\o@ 7& Fisiologica:
NS
< N

o » non ha mai fumato

= » pratica saltuariamente attivita
fisica




TE RAP lA Agosto 2018
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PARAMETRI agosto 2018

oo
Peso: 70Kg  Ov°
. (\@6\‘ 6"\’\.
;a\’\a\\6 \d\\@\\
Altezza: 1,65 mt ¥ @
\\060 ‘\6‘\\6\\
60\6‘6 (© 2
BMI: 25,7 kg/m? 2 @
’ OOO ead\s
O?\\) ] Q(Gg
PA: 130/75mmHg (W e
?\\P‘\h 0{\9\

. \Sa g;\O(\G

FC: 68 bpma\ac\'é\a\,d
“\1-39 ((\0
05\\'\ ?e



ESAMI EMATOCHIMICI

PARAMETRO Agosto 2018 5o
..\0©
Glicemia 146 mg/d| 066\O\§°
AP\
HbAlc 7,2% 55 mmol/mol ‘e\fb\\a\\ é\d\\a\
6‘509\6\\6\\6
GFR 87,6 ml/min 6\)\@@\;@69\
c N
creatinina 0,95 mg/dl c© ead\e’d\
0?\\) ‘\Q(eg
S
colesterolo totale 186;@@&(@\6
QP ¢ 0
HDL oo TRmE/d
LDL \&Nﬂi\jﬁo@qé 84 mg/d|
=)
trigheeridi 160 mg/dl

microalbuminuria 12 mg/gr

Non porta in visione il diario glicemico




ESAMI STRUMENTALI
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ESAMI EMATOCHIMICI

PARAMETRO
Glicemia

HbAlc

GFR

creatinina
colesterolo totale
HDL

LDL o oo
trighceridi

microalbuminuria

Gennaio 2018
158 mg/dl

7,6% 60 mmol/mol
92,7 ml/min

0,80 mg/dl Ooc

p\\, 6\
W e

\»F‘@

"

Agosto 2018
126 mg/dl

7 2% 52 mm%/n&qd;\

186 mg/dlI
70 mg/dl
84 mg/dl
160 mg/dI

12 mg/gr
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La paziente...

v" Presenta comorbilita: v Nonaggégqgm\é compllcanze
e@\)\a e(ea

) N
0 Ipertensione 000666\50
?\\) Q(Gg
\,P*\A 6\65\

v sovrappeso PP e

\6
\/Stile %aﬂ“tg@d?scontmua aderenza alla dieta
ERt

y@Attha fisica praticata in maniera saltuaria

v Non abbiamo dati relativi alllautomonitoraggio
della glicemia capillare




Il controllo glicemico della nostra paziente e
soddisfacente?
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Obiettivi glicemici

"  personalizzati

TIPO DI DIABETE CARATTERISTICHE DEL PAZIENTE | C(I_;EI\T;:’)O

TIPO 1 SENZA COMPLICANZE o2 \\?>\\ \d\’\ \ 6.5%
oS @

A0 o8
TIPO 1 CON COMPLICANZE 6\3\6 @ ? <7.0%

WO

O S 6\50(
TIPO 2 IN TP C\Qﬁf\%&m&%l A BASSO RISCHIO DI <6.5%
@P\@ o‘\&
TIPO 2 $ \\,P‘ gxb"leP CON INSULINA, SULFANILUREE 6.5—-7.5%
Qa(.a\’&e( ° “ GLINIDI
e N
TIPO1 e?2 \’{\\"‘)Q(e‘ (P INFANZIA, ADOLESCENZA, GRANDI <8.0%
0\")90% © ANZIANI, COMORBIDITA’, IN TP CON
FARMACI CAPACI DI DETERMINARE

TIPO1 e 2 CON RIDOTTA ASPETTATIVA DI VITA meno stringenti

S

L mod. da Standard lItaliani per la cura del diabete mellito 2018




ESAMI EMATOCHIMICI

PARAMETRO
Glicemia

HbAlc

GFR

creatinina
colesterolo totale
HDL

LDL o oo
trighceridi

microalbuminuria

Gennaio 2018
158 mg/dl

7,6% 60 mmol/mol
92,7 ml/min

0,80 mg/dl Ooc

p\\, 6\
W e

\»F‘@

"

Agosto 2018
126 mg/dl

7 2% 52 mm%/n&qd;\

186 mg/dlI
70 mg/dl
84 mg/dl
160 mg/dI

12 mg/gr
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al termine della visita agosto 2018

g\@

\0\
v' Confermata la terapia in atto Metformina 750mg 2 @@ﬁle
\\3\\26\\2‘\\

v' Raccomandazioni generiche sullo stile ({I g&ﬁ,\@\\a@
PGS
RN




Avreste fatto la stessa cosa?
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visita di controllo rebbraio 2019

Francesca paziente di 56 aa manager di un’azienda, viaggia molto per lavoro.
2
\oO

Giunge per la prima volta presso il nostro ambulatorio per la visita dfvg{@é?b?ogvca

°* DM 2 noto dall’eta di 53 anni in terapia con Metformlna\a\\’&\ \c\\’\@\

50 @\\‘3
storia di diabete gestazionale (all’'eta d& 0(!5)0\5 ) seconda gravidanza,
trattato con insulina e° et
Oe @\‘5
® ipertensione arteriosa nota qgkﬂg‘ cgliQ‘jeO anni
\Q’\(\

®* Sovrappeso, calo\\;vghqm% di 7kg in 12 mesi, peso stabile da circa un
anno, segues c\ugﬂ& personallzzata per diabetici (compatibilmente con |
V|agg| ?{@&g@rﬁb | numerosi pranzi e cene di lavoro); pratica saltuariamente
it
o
* infezioni ricorrenti del tratto genito-urinario




ESAMI EMATOCHIMICI

PARAMETRO
Glicemia
HbAlc

GFR

creatinina

O
\36

colesterolo totale
A
e0° =)

‘\IQQ( (%)

HDL
LDL Oé\\\ ?e( \C
trighceridi

microalbuminuria

Gennaio 2018
158 mg/d|I

7,6% 60 mmol/mol

92,7 ml/min

0,80 mg/glx(l)\\)oC

ﬁv e S\
@P‘\’P\g\(\a\
?\\P ° o®
\\,P 9;\0(\
"

12 mg/gr

Agosto 2018 Febbraio 20\10\%(5\ '
126 mg/dl | 142 e/
NP\
7,2% 52 mmol/%wﬁbﬁé%\\% mmol/mol
\6%.O \6\\6\\

87,&&@(@# 90,9 ml/min
e % ot

Q95 mg/dl | 0,85 mg/d|
186 mg/dlI
70 mg/dl
84 mg/dl
160 mg/dI




DECISION CYCLE FOR PATIENT-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

REVIEW AND AGREE ON MANAGEMENT PLAN

Review maragement plan
Mutual agreement on changes

Ensure agreed madification of therapy is implemented

in & timely fashian to avaid clinical inertia
Decision cycle enderlaken regularly
(at least onceltwice a year)

ONGOING MONITORING AND
SUPPORT INCLUDING:

«  Emotional well-being
+  Check tolerabilty of medication

Muonitor glycemic status
Biofeedback including SMAG,
weight, step count, HbA
blood pressare, lipids
SRR
\O
MPLEMENT m{ggm}\p’@@\

. : o

+  Patient ﬁ@u s\generﬂl'r
@ﬁg@ﬂ ﬁrerﬂ

é\&\\l’b:%@w%m 25 progress is being

. QO ma¥e; more frequent cantact initially
0\'a is often desirable for DSMES

B5CVD = BRemvacharotic Candievascular Disaa

KD = Chromic Kadrery D s

HF = Heart Falure

DEMES = Diabeles Gelf-Management Educafion and Seppart
SMBE = St -Manatanesd Elaed Elucoos

Davies MJ at al. Diabetologia 2018

ASSESS KEY PATIENT CHARACTERISTICS
Current lifestyle S
Comorbidites, .., ASCYD, CKD, HF e\o\Og
Clincal characteristics, i.e., age, HbA, , weight '\3‘0
lssues swch as mativation and depre<sion 6\0 .
«  Cultural and sociceconomic cunlaxk 6(\6 \'\6'\\
N e

GOALS
OF CARE

* Prevent compiicalions
= Dptimire waality o¢ ite

i SHARED DECISION MAKING TO CREATE A

? Tndiidualized Hbl,, target

L}

+ * + +*

Impact on weight and hypoglycemia

Side effect profile of medication
Complexity of regimen, Lz, frequency, mode of administration
Choose regimen to optimize adherence and persistence
Acress, cost, and availability of medication

MANAGEMENT PLAN
+  |mvolves an educated and informed patient {and their
familylcaregiver)
+  Soeks patient preferences
AGREE ON MANAGEMENT PLAN +  Effective consultation includes motivational
* Specify SMART goals: interviewing. goal setting,and shared decision making
- Specific +  Empowers the patient
- Measurable +  Ensures access to DEMES
= Achievable
- Realistic
| - Time limited )




Diabetes self-management education and support
DSMES

v’ Basata sulle evidenze Og'\@
v" Individualizzato ai bisogni della persona, inclusi lingua e cultura \@‘06&0\
v' Programma strutturato teoria spiegata con materiali di supporto ‘ (\66\,0\\
v/ Stabilito da personale competente (educatori) qualificato (a\’\ﬁ\\aé\d\\@\\a‘
v" Realizzato in gruppo o in sedute individuali 601“}\6\\6\\2\
v' Allineato con le esigenze di appartenenza sociale Io&s{g@\\?e 39\6
v' Supporto della persona e della sua famiglia aévglig%ag@(‘é‘t%eggiamenti, convinzioni,
conoscenze e abilita \3(}0 GQ? h
v Autogestione P\$0?\ oo
M \

X
v" Include informazioni di b s\g%‘\hg@@\%io fisiopatologia del diabete e opzioni di trattamento;
uso di farmaci; monitq;ﬁggigoﬁ?evenzione, individuazione e trattamento delle complicanze
J©

acute e cronic(hgada\.a
S
v’ Affront %B@h% psicologici e preoccupazioni; risoluzione dei problemi e gestione di

I (N . ..
sﬂg@ﬂ%nppér‘tlcolarl (ad es.digiuno)
A T . . . .
‘O\Q&Spomblllta per i pazienti in momenti critici (vale a dire alla diagnosi, ogni anno, quando
sorgono complicazioni e quando si verificano transizioni di cura)
v" Include il monitoraggio dei progressi del paziente, compresi lo stato di salute, la qualita della
vita

v'Qualita verificata regolarmente
Davies MJ at al. Diabetologia 2018



Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the
American Diabetes Association (ADA) and the
European Association for the Study of Diabetes (EASD)

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)

T0 AVOID
CLINIC%. INERTIA
FEASESS AND
IF HbA, ABOVE TARGET PROCEED AS BELOW \ MCDF TREATMENT

Davies MJ at al. Diabetologia 2018



Diabetologia
htips:/fdol.org/10.1007/5001 25-018-4726-5

CONSENSUS REPORT

Lifestyle management Y
g Management of hyperglycaemia in type 2 diabetes, 2018. A consensus

report by the American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD)

Melanie J. Davies " - David A. D'Alessio* - Judith Fradkin® - Walter N. Kernan® - Chantal Mathieu® -

Consensus recommendation Geltrude Mingrone”® - Peter Rossing®'® - Apostolos Tsapas'’ - Deborah J, Wexler'>'* - John B. Buse™
e . X

An individualised programme of MNT should be offered ‘ be\o\ o°
to all patients. . 6\0\2

. \\6\\6(\6\\3\\ A

R
. s 0%, N2
Medical nutrition therapy 9\\66@ NG
2

Consensus recommendation O~ &°

\)O eg@
All overweight and obese patie Wl gfﬁ‘i%betes should
be advised of the health @@hg@%&lght loss and

encouraged to eng gauh gramme of intensive
lifestyle managg g\wﬁlch may include food
substitutions©® e
o‘f’\“ et
O\@Q

Consensus recommendation

Increasing physical activity improves glycaemic control
and should be encouraged in all people with type 2
diabetes.



La nostra paziente...

\o@a
Si attua un rinforzo educazionale sullo_ %

\0\
stile di vita 2°

W

v' Visita dietologica per g@%g@?sonallzzata sulla base delle
patologie, delle prgvex@r\ge\% dello stile di vita della paziente

o)
O(\Q\(\

4 Cowg"f@a‘?’athwta fisica
oe,\"\l eet*
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Modificheresti la terapia farmacologica?
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Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the
American Diabetes Association (ADA) and the
European Association for the Study of Diabetes (EASD)

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)

T0 AVOID
CLINIC%. INERTIA
FEASESS AND
IF HbA, ABOVE TARGET PROCEED AS BELOW \ MCDF TREATMENT

¢ REGULARLY
NO N (3-6 MONTHS)
ESTABLISHED ASCVD OR CKD '\
)2 l J PRe\ o . ’6:\\
) WITHOUT ESTABLISHEI! Aﬂw‘aq\ d\\»a\\
C;\G\a g 3@6
S0 '\6\\
A
R
66 . \‘e(
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W e’
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e
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S ot
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Davies MJ at al. Diabetologia 2018



Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the
American Diabetes Association (ADA) and the
European Association for the Study of Diabetes (EASD)

TO AVOID
FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY) F gy

IF HbA, ABOVE TARGET PROCEED AS BELOW MEDEE{ TREATMENT
I REGULARLY

NO (3-6 MONTHS)
J 6\
WITHOUT ESTABLISHED A a
s&@“ SN

Si 0 MINIMISE WEIGHT
PROMOTE WEIGHT LOSS

\

COMPELLING NEED TD MINIMISE HYPDGLYCAEMIAQ\\Q COST IS A MAJOR ISSUE®"

\_@
GLP-1 RA with
‘ DPP-4i ‘ ‘ GLP-1RA l éﬁﬁe CIE 120 good efficacy S6LT2i su¢ 20"
C \l, for weight loss*
L c » hAW: " HhAk ¢ ¢
e Q ahove target above target [ If HbA,_above target If HbA, above tamet ]
2 ¥ ¥ ¥
GLP-1RA SGLT2
® b SGLT2i DR OR GLP-1 RA with
. OR DPP-4i DPP-4i SGLT21 good efficacy "
\\/Ps TID OR O0R for weight loss®
%\ 66 \‘G( T GLP-1RA
(o ¥ ¥ ¥ v ¥ ¥
(GQQ G\l el If HbA, above target If HbA,_ above target lf HbA,_ ahove targel ]
w2 ((C 3 3 7 & T
06\\\ ? S Continue with addition of other agents as outlined above If triple therapy required or SGLT2i * Insulin therapy basal insulin with
< and/or GLP-1 RA not tolerated or lowest acquisition cost
O\'aQ ‘1’ contraindicated use regimen with OR
Ii HbA,_above target lowest risk of weight gain = Consider DPP-4i OR SGLT2i with
4/ PREFERABLY lowest acquisition cost"

Davies MJ at al. Diabetologia 2018

Consider the addition of SU°* OR basal insulin:

» Choose later generation SU with lower risk of hypoglycaemia
= Consider basal insulin with lower risk of hypoglycaemia’

DPP-4i (if not on GLP-1 RA)
based on weight neutrality

¥

If DPP-4i not tolerated or
contraindicated or patient already on
GLP-1 RA, cautious addition of:

* SU* = TZD® « Basalinsulin




Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the
American Diabetes Association (ADA) and the
European Association for the Study of Diabetes (EASD)

TO AVOID
FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY) F CLMES\WERTA
IF HbA, ABOVE TARGET PROCEED AS BELOW D | TREATMENT
1 REGULARLY
(3-6 MONTHS)

NO
o
l ~ ol
J, WITHOUT ESTABLISHED Aﬂw‘a%\ d\\'a\

COMPELLING NEED TO MINIMISE HYPOGLYCAEMIA 6 \
2\ 9\6

0\‘3 ‘3
slp-ml e%ﬁle
“J@@@Jﬁ =

WO )\ ©
Cunsensuw@ﬁﬁmendatlnn

Fa{nllgahh’g@(ﬁ%d ication adherence should be specifi-
G wﬁsldered when selecting glucose-lowering
| ros\’i\“amé ications.
0\6 l If HbA,_above target |

Glycaemic treatment targets should be individualised based
on patient preferences and goals, risk of adverse effects of
therapy (e.g. hypoglycaemia and weight gain) and patient
characteristics, including frailty and comorbid conditions

‘ DPP-4i ‘

[ S—— 1

Davies MJ at al. Diabetologia 2018
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Standard italiani per la cura del diabete mellito 2018
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| ORIGINAL RESEARCH

Comparative Effectiveness of DPP-4 Inhibitors Versus e
Sulfonylurea for the Treatment of Type 2 Diabetes e\o\o
in Routine Clinical Practice: A Retrospective : 0‘\0\0
Multicenter Real-World Study PN
\\3\\6‘6\\3\\ .
Gian Paolo Fadini @  On behalf of the DARWIN-T2D Network . e\:a 5\
Rt
?ﬁ\agoé\d‘@\a
Sita  Vida Alo  Saxa MR e
0.0- 0,G™ ¢4 ,
3 O © S C -~ DPP4i
S oo ?\\)C{ (ega Gliclazide
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CompoSIT R

Change from Baseline A1C, %
(LS Mean + SE)

Change from Baseline in

o\

.@ eek 24

HQ&:@

Percentage og&? ts at Goal of

HbA1c through Week 24 00 @
@ na\d\a
g2 o8
o et A= 15.5%
o o & 50(\ 0. (7.7.23.2)
cC ad\ - 426
e9 8 (n=116)
) Q( 0]
T-036(-045 027) <
A=015  ® 3. L
(-0.26, -0.04) &
) P =0.006 g
] -0.51 (-0.60, -0.43) g 207
1]
= 0. = Sitagliptin
mmm Dapaglifiozin
0.

Bailey RA, et al. BMC Res Notes. 2014;7:415,



In patients with severe RI, reduction in HbAlc was
maintained over 52 weeks

D
\oO
) 6\06\0
Adjusted* HbA1lc (%) mean change (SE) 6\0\\
—e— Linagliptin (n\:‘g@a(\a‘\a\\’a’}acebo (n=62)
0.2 - Vo
o \\\\9% "\‘\\;\\0 =
.5:’_ 'a a% :
) :
[=T+] .
.':Ej p<0.0001 @
: 4
I
0 61{'3\'6 (%\'3\‘ 12 16 20 24 28 32 36 40 44 48 52
> Q(QQ <\OG\‘G Treatment duration (weeks)
N Y
W pe
. QO
o

McGill JB et al. Diabetes Care 2013;36:237



Probability of treatment maintenance

DPP-1V e durability

Studio ODYSSEE: maggiore persistenza con Sitagliptin vs SU:
Durability a 3,5 anni (4 anni / 3.543 pazienti) 0%

1.0

a"e
Product-Limit Survival Estimates 6\0\
With Number of Subjects at Risk and 95% Hall-Wellner Bands a\e‘%(\?) D \"
Logrank p<.0001 En ({%Ql, 6{&?@}5&'9
S

1| 1874 1293 1071 890 6 666 405 45 0

2 1 345 269 255 203 113 14 0
1 | | | | 1 I I !
0 6 12 18 24 30 36 42 48

Time (months)

I: metformin + sitagliptin - — — — - 2: metformin + sulphonylurea |

Valensi P et al. Diabetes Metab. 2015;41:231-238 (48w/3543pts) .

re la durata e la

rsistenza del trattamento con
Sitagliptin vs Sulfanilurea
entrambi associati a
Metformina

maggiore  persistenza  con
Sitagliptin vs SU:

Durability a 3,5 anni (4 anni /
3.543 pazienti)



Sitagliptin vs SU progressione verso la terapia insulinica

Progressione verso la terapia insulinica tra i pazienti con diabete di tipo 2 trattati con

sitagliptin o sulfonilurea in associazione a metformina \0@6'
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“In conclusione, in questo studio sulla comune pratica clinica negli USA, i pazienti con
T2DM trattati con sitagliptin e metformina presentavano un rischio
significativamente inferiore di inziare la terapia con insulina rispetto ai pazienti
trattati con sulfonilurea e metformina, principalmente nel sottogruppo di pazienti con
livelli di HbA1 pil bassi”

Inzucchi et al:. Diabetes, Obesity and Metabolism 17: 956-964, 2015 (7 y/7728 pts)







Capacita di preservare la beta-cellula
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Aroda VR, Meta-analysis and systematic review. Clin Ther 34: 1247-1258, 2012
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DPP-1V e IPOGLICEMIE

L'incidenza di ipoglicemie con linagliptin in monoterapia e in add on all’insulina eci\a‘

.. O
simile al placebo 6\0\
o\
O
(\@d\ W
\CANEPA\C
‘ \\6\\ ‘ c)\,{&\\\
oo N
50052
As monotherapy (N=4540) NG ?;\(&\’\0
30 - Juke @?
c N2
e\
0° &¢
?\\)Q ega Week 24
20 - QSNER
WPV e
aWe™ o
\\/p?‘\ e g 23.2% 22.2%
10 - a2 \‘e%% E
©
o
° -‘QQO . .
o &Egggg) L('rr]‘ggggg)n Placebo Linagliptin
(n=630) (n=631)

Yki-Jarvinen H et al. Diabetes Care 2013;36:3875



DPP-1V e IPOGLICEMIE
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6\6Q0 * 11 53.9% dei pazienti nel gruppo SU prendeva gliclazide, il 24 % prendeva glibenclamide e il 21.6% prendeva glimepiride

Valensi P et al. Diabetes Metab. 2015,41:231-238 (48w/3543pts) .
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TECOS

Primary Composite Cardiovascular Qutcome*
PP Analysis for Non-inferiority
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SN2 Y O Months in the trial
Patients %@3}\\ ¢
Sitag¥A® 7,257 6,857 6,519 6,275 5,931 5,616 3,919 2,896 1,748 1,028
Placebo 7,266 6,846 6449 6165 5,803 5,421 3,780 2,743 1,690 1,005

* CV death, nonfatal Ml, nonfatal stroke, hospitalization for unstable angina

Green JB et al. NEJM 2015; DOI: 10.1056/NEJMoa1501352
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Primary End Point
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ESAMI EMATOCRHIMICI

PARAMETRO Gennaio 2018 Agosto 2018 Febbraio 2019 Glu%@ozom

02

Glicemia 158 mg/dl 126 mg/dl 142 mg/d| @\0321 mg/d|
HbAlc 7,6% 60 mmot/mol 7,2% 52 mmol/mol 7 50(@%8:\6\\ %\9;;66 6%49mmol/mol
GFR 92,7 ml/min 87,6 mI/n&uma\g@%d?;l/mm 87,6 ml/min
creatinina 0,80 mg/dl @g&ﬁga(é}f” 0,85 mg/dl 0,95 mg/dl
colesterolo tot ?\\w\“?:\é\a% mg/dl 177 mg/dI
HDL " da\ge@\o“"’ 70 mg/d| 72mg/dl
LDL \3@93::6\‘6@\ 84 mg/d| 77 mg/dl
trlglm%‘)rola\l o 160 mg/dI 140 mg/d|I
microalbuminuria 12 mg/gr 10 mg/gr
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Diabetologia
https:/idoi.org/10,1007/500125-018-4729-5

CONSENSUS REPORT

®

Management of hyperglycaemia in type 2 diabetes, 2018. A consensus
report by the American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD)

Melanie J. Davies'? - David A. D'Alessio® - Judith Fradkin® - Walter N. Kernan® - Chantal Mathieu® -
Geltrude Mingrone™® - Peter Rossing®'® - Apostolos Tsapas'' - Deborah J. Wexler'>'* . John B. Buse'*

@@T\EVD risk

management in its many forms is an&m@@g&@ part of diabetes
management that is beyond tlwéé‘%@p&e of this statement, but
physicians should be a @fé’qgcgh% importance of multifactorial

treatment in type g\,h“fg\la@t%‘\sq
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Rischio cardiovascolare

Table 7 Cardiovascular risk categories in patients with

diabetes®

\0\09\6
Very high risk Patients with DM and established CVD 0 (20

or other target organ damage” @ o

or three or more major risk fa%gl(sa\ d\\a\\

or early onset T1DM of lgﬁﬁgu@‘ﬂé (>20 years)
Patients with Dl‘g\f;iﬁrgtw ’éﬁm years without tar-
get orgar@ﬂﬁﬁ&g@i}s any other additional risk

S Q‘Gga

‘Q@ﬁg patients (T1DM aged <35 years or T2DM
aged <50 years) with DM duration <10 years,

without other risk factors

\!
eQ‘a © cardiovascular: CVD = cardiovascular disease: DM = diabetes mellitus;
6\\\‘69? et “T1DM = type 1 diabetes mellitus; T2ZDM = type 2 diabetes mellitus.
O

*Modified from the 2016 European Guidelines on cardiovascular disease preven-
27

O\'&Q

tion in clinical practice.
bProteinuria, renal impairment defined as eGFR =30 mL/min/1.73 m?, left ventric-
ular hypertrophy, or retinopathy.

“Age, hypertension, dyslipidemia, smoking, obesity.

2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases
developed in collaboration with the EASD 2019 European Heart Journal



Table7 Cardiovascular risk categories in patients with

diabetes® LDL target

ESC GUIDELINES

2019 ESC Guidelines on diabetes, pre-diabetes,
and cardiovascular diseases developed in
collaboration with the EASD

The Task Force for diabetes, pre-diabetes, and cardiovascular
diseases of the European Society of Cardiology (ESC) and the
European Association for the Study of Diabetes (EASD)

AS%J@‘@QJ.OO)

o o
l
wropnan Soorty dot 10109 MeurteuryshedS

[Patients with DM and established CVD
or other target organ damage®
or three or more major risk factors®

Very high risk

(\‘3 \
<50 mg/dl and d% 7 (5\\’”“\” be

&V,

or early onset TIDM of long duration (>20 years) c QO\e AR @ if no controind.
High risk Patients with DM duration >10 years without tar- ?6\\6 % May- h.e
= - } . g
-::tt:rrgan damage plus any other additional risk <?Q‘%ﬁ.§ow 0250% if no controind.
Young patients (T1DM aged <35 years or 1@3033
aged <50 years) with DM m—amn N <100 mg/dl Not recommended

o

without other risk factors g\(\‘a

CV = ardiovascular; CVD = cardiovascular %« ﬁb{\@la&tﬁ miellitus;
T1DM = type 1 diabetes mellitus; TEDM— dn

*Modified from the 2-::15 European % cular disease preven-
tion in clinical pracr.lce

UEWM

m <30 mUimin/1.73 m?, left ventric-

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

Clasy®  Lavel®

Recomemendations

In patierts with DM at highs'very high risk.”
zapirin (75 - 100 mg'day] may be considered in
orimars preventian i the absence of clear
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