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MORTALITY FROM CORONARY HEART DISEASE IN SUBJECTS WITH TYPE 2 DIABETES
AND IN NONDIABETIC SUBJECTS WITH AND WITHOUT PRIOR MYOCARDIAL INFARCTION
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........ diabetic patients without previous myocardial infarction have as high a risk of myocardial infarction as
nondiabetic patients with previous myocardial infarction. These data provide a rationale for treating
cardiovascular risk factors in diabetic patients as aggressively as in nondiabetic patients with prior myocardial

infarction.
Haffner SM, N Engl J Med 1998;339:229-34 fﬂ“
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SCREENING E TRATTAMENTO DELLA MALATTIA CARDIOVASCOLARE

Standard italiani per la cura del diabete mellito 2016

RACCOMANDAZIONI

Screening
E’ consigliabile che lo screening di base sia effettuato annualmente in tutte le persone con diabete

a partire dalla diagnosi della malattia.
(Livello della prova Illl, Forza della raccomandazione B)

Tutte le persone con diabete, indipendentemente dal livello di rischio, devono eseguire annualmente
di base:
L1 esame dei polsi periferici e ricerca di soffi vascolari;
[0 ECG basale;
[1 determinazione dell'indice di Winsor (se normale puo essere rivalutato a distanza di 3-5 anni;
se <0,9 deve essere eseguito un ecodoppler degli arti inferiori).
(Livello della prova Illl, Forza della raccomandazione B)
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Summary of the characteristics of the most important methods for
diagnosing CAD in DM 2 patients

Diagnostic method Technique Contrast Cost Sens. Spec. Complications Advantages Disadvantages
Conventional angiography Invasive Yes High High High AMI, arrhythmias, Gold standard Invasive
bleeding, infections,
stroke
Ergometric test Noninvasive No Low Low Low Rare: arrhythmias, Low cost Inconclusive results
AMI
Myocardial scintigraphy Noninvasive Yes High High High Rare Physical stress or Functional test <
pharmacological sens | specif MSTC
Stress echocardiography Noninvasive No Low High High Rare: arrhythmias Low cost Difficulties: obese
achieve submax HR
Carotid Doppler ultrasonography Noninvasive No Low Low Low No Low cost Indirect method No
fast standard
Calcium Score Noninvasive Yes High Low Low Rare Noninvasive Indirect method does
not show percentage
obstruction
Intravascular ultrasound (IVUS) Invasive No High High High AMI, arrhythmias, Gold standard Invasive
bleeding, infections,  characterize plates
stroke
Angiotomography coronary Noninvasive Yes High High High nephrotoxicity Sens/Specif slightly Not applicable in
(MSTC) lower of angiography obesity and
arrhythmias; cost
ArchEndocrinol Metab. 2016;60(2):143-51 @.\
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Bauters and Lemesle BMC Cardiovascular Disorders (2016) 16:90
DOI 10.1186/512872-016-0256-9

-Faglia et al. Study } monocentrici

-DIAD study
-DYNAMIT study

-FACTOR-64 study multicentrici
-DADDY-D study

Events, Events, %

Study OR (95% Cl) Screening  Control  Weight

Faglia et al. (2005) %‘—— 0.13(0.01,2.66) 0/71 3/70 1.85

DIAD (2009) 1.21 (0.60,242)  18/561 15/562  33.97
DYNAMIT (2011) 1.16 (0.54,2.47) 15/316 13/315  28.47
FACTOR-64 (2014) 0.83 (0.42,1.63)  16/452 19/447  35.71
Overall (I-squared = 0.0%, p = 0.479) 1.00 (0.67,1.50) 49/1400  50/1394 100.00

NOTE: Weights are from random effects analysi

T
.00684 1 146

[T 09/08 (2007 1}




Bauters and Lemesle BMC Cardiovascular Disorders (2016) 16:90
DOI 10.1186/512872-016-0256-9

normal screening
O abnormal screening

Faglia et al. DIAD DYNAMIT FACTOR-64 DADDY-D OVERALL
(n=71) (n = 561) (n = 316) (n = 452) (n = 262) (n=1,662)
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No evidence for a benefit of screening diabetic patients for the presence of asymptomatic CAD.
The proportion of patients who undergo myocardial revascularization as a consequence of screening
was low.




| observational study Med iC i n e

Beneficial effects through aggressive coronary

screening for type 2 diabetes patients with

advanced vascular complications
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— Aggressive screening
Conventional screening P=0.04
0.75 1
T T T T
0 1 2 3
Years
Aggressive screening
(No.at risk) 122 116 106 100
Conventional screening
(No.at risk) 108 102 93 86

Aggressive coronary screening for T2D patients
with advanced vascular complications can reveal
several cases of having asymptomatically
significant CAD that put patients at an elevated
risk of severe coronary events

Medicine (2016) 95:33(e4307)



Lo screening indiscriminato per 'eventuale presenza di cardiopatia ischemica (IC) silente in pazienti
asintomatici non & raccomandato, poiché non migliora gli outcome se tutti i fattori di rischio
cardiovascolare sono trattati al meglio.

(Livello della prova I, Forza della raccomandazione B)

Lo screening per I'eventuale presenza di cardiopatia ischemica (IC) silente deve essere effettuato
solo in pazienti con elevata probabilita pretest di IC silente e con ragionevole aspettativa e qualita di
vita, in particolare se potenzialmente eleggibili per una eventuale rivascolarizzazione.

(Livello della prova VI, Forza della raccomandazione B)

Lidentificazione dei pazienti diabetici con elevata probabilita di IC silente in atto pud essere fatta
sulla base di alterazioni elettrocardiografiche a riposo suggestive di ischemia (blocco di branca
sinistro, alterazioni della ripolarizzazione ventricolare suggestive per ischemia miocardica, presenza
di onda Q o di alterazioni del tratto S-T) e/o della copresenza dei fattori di rischio e delle condizioni
cliniche evidenziate nella Tabella 22.

(Livello della prova VI, Forza della raccomandazione B)

La ricerca della cardiopatia ischemica asintomatica va effettuata dopo una attenta anamnesi ed
esame obiettivo che ricerchi la presenza di sintomi (anche equivalenti coronarici come la dispnea
da sforzo, affaticabilita, dolore toracico) o segni di cardiopatia.

(Livello della prova VI, Forza della raccomandazione B)




PAZIENTI AD ALTO RISCHIO DI CARDIOPATIA ISCHEMICA SILENTE

Macroangiopatia non coronarico
avanzata/molto avanzata

Sintomatica
*  Precedenti eventi aterotrombotici
* Intervent di rivascolarizzazione

Non sinftomatica
»  Arteriopatia periferica con ABI
<09
*+ Stenosi carotidea asintomatica
>50%
*  Aneurisma aortico

Score di rischio coronarico (UKPDS)
>30% a 10 anni

Score di rischio coronarico (UKPDS) >20%
a 10 anni + almeno uno dei seguenti:

* Placche ateromasiche determinanti
stenosi 220%

«  GFR <30 ml/min per 1,73 m’

* Neuropatia autonomica cardiaca

* Disfunzione erettile

* Familiarita di 1° grado positiva per
cardiopatia ischemica in giovane eta
{<55 anni maschi; <65 anni femmine)

Score di rischio coronarico (UKPDS) >20%
a 10 anni + almeno due dei seguenti:

»  GFR <30 ml/min per 1,73 m’
*  Micro- o0 macroalbuminuria
* Retinopatia laser-trattata/proliferante

09/06/2017

http://integrate.ccretherapeutics.
org.au/Calculator/UkPds.aspx

P




ALGORITMO PER LO SCREENING DIAGNOSTICO DELLA CARDIOPATIA ISCHEMICA
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CRITERI PER LA DEFINIZIONE DEL RISCHIO DEL PAZIENTE IN BASE Al TEST CARDIOLOGICI

Pazienti a rischio elevato (mortalita annua >3%)

OnhWN =

~

Frazione di eiezione a riposo del ventricolo sinistro <35%.

Test da sforzo ad alto rischio (score di Duke <-11).

Importante disfunzione ventricolare sinistra in corso di esercizio (FE <35%).

Difetti di perfusione ampi, soprattutto se anterion, allo stress test.

Difetti di perfusione multipl di dimensioni medie.

Difetti di perfusione estesi che non si modificano in corso di stress test, con dilatazione
del ventricolo sinistro o captazione polmonare del tallio-201.

Difetti di perfusione di entita media in corso di stress test, con dilatazione del ventricolo
sinistro o captazione polmonare del tallio-201.

Alterazioni della cinetica in piu di due segmenti in corso di eco-stress a basse dosi di
dobutamina (<10 mg/kg/min) o con frequenza cardiaca <120 b/m.

Evidenza di ischemia estesa all’eco-stress.

A




Europesn Heert Jumd (2013) 34, 20493003 ESC GUIDELINES
Eﬁff:’:f}i di: 10109 eurheart et 206
@) 2013 ESC guidelines on the management
of stable coronary artery disease

The Task Force on the management of stable coronary artery disease
of the European Society of Cardiology

Asymptomatic? Symptomatic

Probability of significant disease®

Low Intermediate High
(<15%) (15-85%) (>85%)
Class© | Level Class© | Level Class¢ | Level Class® | Level Refe

Anatomical detection of CAD

Invasive angiography A A 50-52,54
CT angiography®e C 57-62

Functional test

Stress echo

Nuclear imaging
Stress MRI
PET perfusion

Combined or hybrid imaging test

78-83

[ 3
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@ Excpem Herl burdl [(2M6 37, 27-315 ESCG GUIDELINES
n do 90 e hear e

@ 2015 ESC Guidelines for the management
of acute coronary syndromesin patients
presenting without perdstent ST-segment

elevation
stPtom onset E § Symptoms Onset
l <8
3
FMC—-STEMI diagnosis First medical contact —> NSTE-ACS diagnosis
Q
£
o l
)
£ = - § PCl center EMS or Non-PCI center
s | £ 2
< B c
- - (9] oo ot
5| 2 Primary-PCl capable EMS or non primary-PCI 9 Very-high-risk criteria
— v centre capable centre o 3\0
gl @ g S S \Z5y7 * Haemodynamic instability or cardiogenic shock 4@
= O le) =
x| e PCI with FMCTB <120 min g * Recurrent or ongoing chest pain refractory to medical treatment
@ Immediate and DI-DO <30 m 8 Life-threatening arrhythri ” .
* Life-threatening arrhythmias or cardiac arres
[a} 1l ;réTsfertto 1 1 é g m
. center H * Mechanical complications of Ml
v v ¥ v ¥ ¢ Acute heart failure
o s di
Rescue PCI * Recurrent dynamic ST-T wave changes, particularly with intermittent
. ST-elevation
Immediate T Immediate
transfer to High-risk criteria
PCI center 3 3 - - - -
Successful Immediate * Rise or fall in cardiac troponin compatible with MI
Fibrinolysis? Fibrinolysis + Dynamic ST- or T-wave changes (symptomatic or silent)
u * GRACE score >140
bR
g3 Intermediate-risk criteria
3-24h S5 — .
£° + Diabetes mellitus
Coronary angiography If cardiogenic shock, immediate transfer to PCI cent I
carclogenic shock mmedte franser fo T center * Renal insufficiency (eGFR <60 mL/min/1.73 m?)
DI-DO = door-in to door-out time; DTB = door-to-balloon time; EMS = emergency medical service; FMC = first medical contact; FMCTB = first-medical-contact-to-balloon time; ) 5 . .
PCI = percutaneous coronary intervention; STEMI = ST-segment elevation myocardial infarction. EMS = emergency medical ser| * LVEF <40% or congestive heart failure
* Early post-infarction angina
* Prior PCI
+ Prior CABG
* GRACE risk score >109 and <140
Low-risk criteria
* Any characteristics not mentioned above
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IMPATTO PROGNOSTICO IN DIABETICI
CON ANGINA INSTABILE E Non-Q-MI

Total Mortality New Infarction
Event Rate
0.20 0.15 Event Rate
0.15 0.10
0.10
0.05
0.05
0.00| / RR=1.84 p<0.0001 0.00 RR=1.44 p <0.0001
3 6 9 12 15 18 21 24 369 125 18 21 24
Months Months
New HF
diabetes 0.95
_ Event Rate
no diabetes 0.20
0.15
0.10
0.05 RR=1.82 p < 0.0001
The OASIS Registry 0.00 ' '

3 6 912 15 18 21 24
Months

Malmberg K et al. Circulation 2000; 102: 1014-1019
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The NEW ENGLAND N=2287
JOURNAL of MEDICINE CCSl_3

ESTABLISHED IN 1812 APRIL 12, 2007 VOL. 356 NO. 15 . . .
30% diabetici
Optimal Medical Therapy with or without PCI

for Stable Coronary Disease Malattia coronarica multivasale con ischemia inducibile

William E. Boden, M.D., Robert A. O'Rourke, M.D., Koon K. Teo, M.B., B.Ch., Ph.D., Pamela M. Hartigan, Ph.D.,
David J. Maron, M.D., William J. Kostuk, M.D., Merril Knudtson, M.D., Marcin Dada, M.D., Paul Casperson, Ph.D., H
Crystal L. Harris, Pharm.D., Bernard R. Chaitman, M.D., Leslee Shaw, Ph.D., Gilbert Gosselin, M.D., e a n n I
Shah Nawaz, M.D., Lawrence M. Title, M.D., Gerald Gau, M.D., Alvin S. Blaustein, M.D., David C. Booth, M.D., ’

Eric R. Bates, M.D., John A. Spertus, M.D., M.P.H., Daniel S. Berman, M.D., G.B. John Mancini, M.D.,
and William S. Weintraub, M.D., for the COURAGE Trial Research Group*

Outcome Number of Events Hazard Ratio (95% CI)j P Valuej Cumulative Rate at 4.6 Years
Medical-Therapy Medical-Therapy
PCI Group Group PCI Group Group
%
Death and nonfatal myocardial 211 202 1.05 (0.87-1.27) 0.62 19.0 18.5
infarctionz:
Death§ 68 74 Baseline Characteristics s e (95%C1) CENTREAEE ot
pCl Medical Therapy
Periprocedural myocardial 35 9 Overal 2287 105 (087-1.27) 019 019
! nfa rction Se:ﬂale 1947 1.15 (0.93-1.42) 0.19 0.18 oo
Spontaneous myocardial infarction 108 119 TR . e o o 015
Yes 876 0.91 (0.69-1.21) 0.23 0.25
Death, myocardial infarction, and 222 213 1.05 (0.87-1.27) 0.62 20.0 19.5 S L7 22(02Ea) 7 GiL) o
stroke Multivessel disease 1581 1.04 (0.84-1.30) 0.21 021
Single-vessel disease 700 1.17 (0.76-1.80) 0.15 0.12
Hospitalization for ACS 135 125 1.07 (0.84-1.37) 0.56 12.4 11.8 Smoldng on
Current 653 1.00 (0.71-1.41) 020 021
Death§ 85 95 0.87 (0.65-1.16) 038 76 8.3 D‘:Jbo;::rrem 1631 1.08 (0.86-1.36) 019 018 .
d Yes 766 0.99 (0.73-1.32) 0.25 0.24
Cardiac 23 25 Diabetes 0.33
Other 45 51 Yes 766 0.99 (0.73-132) 0.25 0.24
Unk 17 19 No 1468 1.20 (0.92-1.56) 0.17 0.15
rnown S wa  imwseis - B o
Total nonfatal myocardial infarction 143 128 1.13 (0.89-1.43) 0.33 13.2 12.3 e - DG - . - =
=65yr 1381 1.00 (0.77-1.32) —-— 0.16 0.16
Periprocedural myocardial 35 9 Previous CABG 081
infarcion v T ———
Race 043
Spontaneous myocardial infarction 108 119 White 1963 1.08 (0.87-1.34) --— 0.1 018 *
Nonwhite 322 0.87 (0.54-1.42) — 0.19 0.24
Death, myocardial infarction, and ACS 294 288 1.05 (0.90-1.24) 0.52 27.6 27.0 T o2 T | o s o
Stroke 2 14 1.56 (0.80-3.04) 0.19 2.1 18 DS = N == o
025 050 1.00 150 175 2.00
Revascularization (PCl or CABG)q| 228 348 0.60 (0.51-0.71) <0.001 21.1 32.6 D —
PCl Better Medical Therapy
Better
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INDICATIONS FOR REVASCULARIZATION IN PATIENTS WITH STABLE ANGINA OR SILENT ISCHAEMIA

Extent of CAD (anatomical and/or functional) References
Left main disease with stenosis >50%2 108,134,135
Any proximal LAD stenosis >50%? 94,108,135,136
.| Two-vessel or three-vessel disease with stenosis > 50%2 with impaired LV 93,94,108,112,
For prognosis | ¢ nction (LVEF<40%)? 121,135,137-142

Large area of ischaemia (>10% LV) 54,91,97,99,143,144

Single remaining patent coronary artery with stenosis >50%?

54,96,105,108,

Any coronary stenosis >50%? in the presence of limiting angina or angina
118-120,145

For symptoms i ) )
equivalent, unresponsive to medical therapy
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The New England
Journal of Medicine

© Copyright, 1996, by the Massachusetts Medical Socicty

Vol. 49, No. 15, 2007
1SSN 0735-1097/07/832.00
doi:10.1016/] jace.2006.

CLINICAL RESEARCH Clinical Trial

VOLUME 335 JuLy 25, 1996 NUMBER 4

The Final 10-Year Follow-Up
Results From the BARI Randomized Trial

COMPARISON OF CORONARY BYPASS SURGERY The BARI Investigators*®
WITH ANGIOPLASTY IN PATIENTS WITH MULTIVESSEL DISEASE

THE BYPASS ANGIOPLASTY REVASCULARIZATION INVESTIGATION (BARI) INVESTIGATORS*

60 5y FU -

= CABG + diabete

404 PTCA + diabete 10y FU

Survival (%)
()]
o
1

i Patients with treated
20 - diabetes, P =0.003
- All other patients, P =0.73

0 1 1 T T
0 1 2 3 4 5 6

Years after Randomization

PATIENTS WiTH TREATED DIABETES
CABG 180 161 93
PTCA 173 139 69

ALL OTHER PATIENTS

FToA 742 701 e BARI TRIAL
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uting stent.
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ESTABLISHED IN 1812 DECEMBER 20, 2012 VOL. 367 NO. 25

Strategies for Multivessel Revascularization in Patients
with Diabetes

Michael E. Farkouh, M.D., Michael Domanski, M.D., Lynn A. Sleeper, Sc.D., Flora S. Siami, M.P.H.,
George Dangas, M.D., Ph.D., Michael Mack, M.D., May Yang, M.P.H., David J. Cohen, M.D.,
Yves Rosenberg, M.D., M.P.H., Scott D. Solomon, M.D., Akshay S. Desai, M.D., M.P.H.,
Bernard J. Gersh, M.B., Ch.B., D.Phil., Elizabeth A. Magnuson, Sc.D., Alexandra Lansky, M.D.,

Robin Boineau, M.D., Jesse Weinberger, M.D., Krishnan Ramanathan, M.B., Ch.B., J. Eduardo Sousa, M.D., Ph.D.,
Jamie Rankin, M.D., Balram Bhargava, M.D., John Buse, M.D., Whady Hueb, M.D., Ph.D., Craig R. Smith, M.D.,
Victoria Muratov, M.D., M.P.H., Sameer Bansilal, M.D., Spencer King Ill, M.D., Michel Bertrand, M.D.,
and Valentin Fuster, M.D., Ph.D., for the FREEDOM Trial Investigators*

n= 1900 diabetici

Malattia coronarica multivasale (SYNTAX score medio 26.2 + 8%)
No malattia del tronco comune

Hb glicata media 7,8 + 1,7%

GABG vs Stent medicati (SES/PES)

I# 111109/06/2017
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2 Years after 5 Years after A Primary Outcome

Outcome Randomization Randomization Patients with Event P Value* 60—
PCI CABG PCl CABG PCl CABG s 504
2 P=0.005 by log-rank test
number (percent) number :‘é 0 5-Yr event rate: 26.6% vs. 18.7%
.
Primary composite 121 (13.0) 108 (11.9) 200 (26.6) 146 (18.7) 205 147 0.005% = %—
T X
Death from any cause 62 (6.7) 57 (6.3) 114 (16.3) 83 (10.9) 118 86 0.049 S % 309
° PCI
Myocardial infarction 62 (6.7) 42 (4.7) 98 (13.9) 48 (6.0) 99 48 <0.001 S5
e g -
Stroke 14 (1.5) 24 (2.7) 20 (2.4) 37 (5.2) 22 37 0.03§ E: " _,___,_—-——"‘“'" CABG
D — s
Cardiovascular death 9 (0.9) 12 (1.3) 73 (10.9) 52 (6.8) 75 55 0.12 P I
0 T T T T T T T T T 1
P Value for 0 ! 2 3 4 3
Subgroup No. 5-Yr Rate Hazard Ratio (95% ClI) Interaction Years since Randomization
Pt % chse No. at Risk
‘ PCI 953 848 788 625 416 219
All patients 1200 2 19 | = CABG 947 814 758 613 422 221
SYNTAX : 0.58
<22 669 23 17 ——
23-32 844 27 18 | ———
>33 374 31 23 —
Sex ! 0.46
Male 1356 27 18 P ——
Female 544 26 21 —_—
Race i 0.55
White 1452 27 19 —
Black 119 2 16 ‘
Disease type i 0.75
2-Vessel disease 314 22 11 :
3-Vessel disease 1573 27 20 | ——
LVEF ; 037
<40% 32 62 31 :
>40% 1259 23 18 —
LAD involvement , 0.83
No 151 23 18
Yes 1737 27 19 D——
History of stroke i 0.57
Yes 65 59 35 :
No 1835 25 18 ——
Renal insufficiency ' 0.62
Yes 129 44 37 —_——
No 1771 25 17 ——
Glycated hemoglobin 3 0.99
<7% 630 23 16 —_—
7% 1119 28 20 —
Region 1 0.05
North America 770 28 16 P———
Other 1130 25 21 —_. A
10 20 30 40

09/06/2017 PCl Better CABGBeter N Engl J Med 2012;367:2375-84. 309,1,Q_%




....... 2009..... Metanalisi 10 studi randomizzati
Lancet 2009; 373: 1190-97

35 4 —— CABG no diabetes
---- CABG diabetes
—— PCl no diabetes ,"“r
30 | ---- PCl diabetes l
25 — —'Jr
g /__,,"' -
Z 20 -
s A
= 15—

Years of follow-up




uting stent.
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Percutaneous Coronary Intervention versus Coronary-Artery
Bypass Grafting for Severe Coronary Artery Disease

Patrick W. Serruys, M.D., Ph.D., Marie-Claude Morice, M.D., A. Pieter Kappetein, M.D., Ph..,
Antonio Colombo, M.D., David R. Holmes, M.D., Michael . Mack, M.D., Elisabeth Stahle, M.D.,
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SYNTAX TRIAL IMPACT OF DIABETES 5Y FOLLOW UP
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P Value for

Subgroup No. 5-Yr Rate Hazard Ratio (95% Cl) Interaction
PCl CABG
%
All patients 1900 27 19 D ——
SYNTAX ! 0.58
<22 669 23 17 ——
23-32 844 27 18  ————
233 374 31 23 —
Sex \ 0.46
Male 1356 27 18 P ——
Female 544 26 21 D e ——
Race E 0.55
White 1452 27 19 —
Black 119 24 16 x
Disease type | 0.75
2-Vessel disease 314 22 11 —
3-Vessel disease 1573 27 20 | ——
LVEF E 0.37
<40% 32 62 31 : =
=40% 1259 23 18 —
LAD involvement | 0.83
No 151 23 18 —
Yes 1737 27 19 §——
History of stroke i 0.57
Yes 65 59 35 : =
No 1835 25 18 ——
Renal insufficiency | 0.62
Yes 129 44 37 —x
No 1771 25 17 D——
Glycated hemoglobin E 0.99
<7% 630 23 16 —- =
>7% 1119 28 20 —
Region | 0.05
North America 770 28 16 P ——
Other 1130 25 21 ——
10 20 3.0 40
PCI Better CABG Better
N Engl J Megd %12;367:2375-84.
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QUANDO RIVASCOLARIZZARE
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. . . . Revascularization e = « == Insulin provision
A Randomized Trial of Therapies for Type 2 Diabetes - = - = Medical therapy el entaton
and Coronary Artery Disease
The BARI 2D Study Group* A Survival, Revascularization vs. Medical Therapy B Survival, Insulin Sensitization vs. Insulin Provision

D Freedom from Major Cardiovascular Events in CABG Stratum 22
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Sottogruppo CABG: Years since Randomization
Malattia coronarica complessa
Multivasale No. at Risk 763 668 634 568 421 230
’ 10 10
IVA prOSSimaIe G-I T T T T 1 C—! T T T T 1
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CON ECCEZIONE DI MALATTIA CORONARICA COMPLESSA
(TRONCO COMUNE >50%, DISCENDENTE ANTERIORE PROSSIMALE O MALATTIA
TRIVASALE CON O SENZA DISFUNZIONE DEL VENTRICOLO SINSITRO)

LA RIVASCOLARIZZAZIONE IMMEDIATA NEL DIABETICO CON CAD
STABILE NON SEMBREREBBE MIGLIORARE LA SOPRAVVIVENZA
RISPETTO ALLA TERAPIA MEDICA OTTIMALE

NB: POPOLAZIONE SELEZIONATA CON CREATININA <2, HB GLICATA <13, NYHA 1-2 SENZA
PRECEDENTE RIVASCOLARIZZAIZONE (CABG O PCl)




REVASCULARIZATION IN PATIENTS
WITH DIABETES

W 1109/0 5/2017

Recommendations

Class® | Level® Ref¢

In patients presenting with
STEMI, primary PCl is
recommended over fibrinolysis
if it can be performed within
recommended time limits.

363

In patients with NSTE-ACS, an
early invasive strategy is
recommended over non-
invasive management.

180,338,
364-366

In stable patients with
multivessel CAD and/or
evidence of ischaemia,
revascularization is indicated in
order to reduce cardiac
adverse events.

93,367

In patients with stable
multivessel CAD and an
acceptable surgical risk, CABG
is recommended over PCI.

106,175,349

In patients with stable
multivessel CAD and SYNTAX
score <22, PCl should be
considered as alternative to
CABG.

346,350

New-generation DES are
recommended over BMS.

351,352

Bilateral mammary artery
grafting should be considered.

368

In patients on metformin, renal
function should be carefully
monitored for 2 to 3 days after
coronary angiography/PCI.

!I' 1)
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P.O.

90 aa

Ipertensione 3° grado,
diabete tipo 2

Pregressi TIA
Coronaropatia

bivasale 2012 ai limiti
PMK per bradi-tachi
Protesi valvolare biologica
Aortica (TAVI)

FEVSn 60%

Angina CCS4 invalidante
Terapia medica massimale
Syntax score >22

GFR 36 ml/min
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Event 30 Days after Procedure

PCI CABG  PValue

number (percent)

Major adverse cardiovascular and cerebrovascular 45 (4.8) 47 (5.2)  0.68

12 Months after Procedure

PCI CABG P Value

number (percent)

157 (16.8) 106 (11.8)  0.004

events
Death 8 (0.8) 15 (1.7) 0.12 32 (3.4) 38 (4.2) 0.35
Myocardial infarction 17 (1.8) 15 (1.7) 0.82 54 (5.8) 30 (3.4) 0.02
Stroke 3 (0.3) 16 (1.8) 0.002 8 (0.9) 17 (1.9) 0.06
Repeat revascularization 31 (3.3) 10 (1.1) 0.002 117 (12.6) 42 (4.8) <0.001
N Engl J Med 2012;367:2375-84. ﬁ
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Angiographic severity and extent of coronary
artery disease in patients with type 1 diabetes
mellitus.

*64 (24 women and 40 men) type 1 diabetic patients and
nondiabetic control subjects.

 QCA adopted to estimate the severity, extent, and overall
"atheroma burden" of CAD.

*Type 1 diabetic patients had greater global severity (p <
0.001), global extent (p < 0.001), and global atheroma burden
(p < 0.001) indexes than nondiabetic control subjects.
*Women had more severe, extensive, and distal type of CAD
than individually matched non-diabetic control patients.

Pajunen P et al. Am J Cardiol. 2000 Nov 15;86(10):1080-5.



Niccoli et al. Eur Heart J 2013

Diabetes: More calcium, less lipid pools

Lipid Pool Calcium‘


































e [s Diabetes per se a true risk
factor?









BARI TRIAL






Anatomical and clinical characteristics to guide decision
making between coronary artery bypass surgeryand
percutaneous comnary intervention for individual patients:
development and validation of SYNTAX score |
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*Diabetes is not an
independent predictor of
mortality in the CABG and
PCI groups of the SYNTAX
trial, and in a pooled
analysis of seven
contemporary stent trials
(n>6000)

Farooq Lancet 2013



SYNTAX Score ll: Designed to Objectively

Discriminate Between CABG and PCI
I nte ra Ct i 0 n S All other interaction Pvalues =0.10

10 20 30 40 50 60O 0 30 w0 90 120

moderate to strong interaction effect in affecting long-term
mortality predictions with CABG and PCI (p. interaction<0,10).

weak or
negligible interaction effect.






* [s Diabetes per se a true risk
factor?












NEXT: 6-month in-stent LLL

Primary Endpoint:
6-month in-stent Late Lumen Loss

Overall Population

Di i r
4 Cre8 (148 les,141 pts) abetic SUbg oup
05 . HTAXUS Liberté (145 les,135 pts) 0,5 7 0.43-£0.41
0a P=0.0002
0,4 - 0.3410.40 '
P<0.0001 0
£ 0,3 - - 60% £ 0,3 - - 2 /6 4 Cre8 (42 les, 42 pts)
€
02 €02 - M TAXUS Liberté (38 les, 33 pts)
’ o.14io.3e.| <€ > |o.12¢0.29]
0,1 - 0,1 -
0 0
In-stent LLL In-stent LLL

» The Late Lumen Loss in the diabetic subgroup is comparable to the Late Lumen Loss
obtained in the overall population (never seen before)



NEXT: 36-month clinical results

36-month cumulative MACE
(Cardiac death, all M|, all TLR)

Overall population Diabetic population
2 - | 2 p=0,1898 | p=0,0888
1 Cre8 (144 pts) 1 Cre8 (44 pts)
| 21,2 | 21,2
B TAXUS Liberté (138 pts) B TAXUS Liberté (33 pts)
20 | 20 I
| |
16 - I 16 - I
"] "]
£ p=0,5991 f=0,2464 g - 68%
812 : “37% 4 812 : A £
- 01 | ’ - @ I
2 (G e l
O mm—re NS
| p=0,6227 p=1,0000 I
4,5
4 - | 4 | 3,0
: 2,1 2,1 22 : ’
' 0,7 ' 0 0
0 12/144 14/138 ' 3/144 1/138 "3/144 3/138 10/14415/138 ‘ 0 4/a4 7/33 " o/aa 0o/33 2/a4 1/33 3/44 7/33
Hierarchical MACE  Cardiac death Mi TLR Hierarchical MACE  Cardiac death MI TLR

» Cre8 has shown that MACE and TLR in the diabetic subgroup are comparable to MACE
and TLR obtained in the overall population!



Questions

e [s Diabetes per se a true risk
factor?

































* [s Diabetes per se a true risk
factor?

e Do we need more potent anti-
thrombotic treatment?






| pazienti con diabete mellito
possono essere molto diversi

e Caratteristiche dell’aterosclerosi:

e Estensione della malattia

e Syntax score

e Dimensione delle coronarie
* Frazione d’eiezione

e Comorbidita



* Gli stent medicati di seconda
generazione sembrano migliorare
ulteriormente i risultati
dell’angioplastica

* | nuovi farmaci tienopiridinici
migliorano la prognosi nei pz con
SCA trattati con angioplastica
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