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Ruolo del colesterolo LDL

I1 colesterolo viene, ad oggi,

I universalmente considerato non

Tobac, | Pyl sty un semplice fattore di rischio

Pharmacotherapy + .. Perform 2150 mins/week
interventions recomment.. . of moderate or 275mins/week

to méi@imtie quit rates Prevention of vigorous physical activity

ma, un fattore causale di

] (]
n ‘. malattia aterosclerotica
Diet S Aspirin Use

Emphasis on intake v Low-dose aspirin
of vegetables, fruits, Type |l Diabetes for primary prevention
nuts, legumes, fish Control through now reserved for select

and whole grains diet and m high-risk patients

exercise. '
Metformin (primary therapy),
SGLT-2 inhibitor or

GLP-1 receptor agonist
(secondary)

DOI: 10.1016/j.jacc.2019.03.010
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@ESC  ESC Congress 2019

of Cardiclogy

LDL-C:The race to the bottom

“LDL-C it's a principal risk factor (cause) of a series
cardiovascular disease. We know that there are
other extremely important risk factors we know
about blood pressure, cigarette smoking,
diabetes, inflamation, but in the experimental

models in the absence of LDL-C is virtually
impossible to produce a plaque”
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TARGET DIVERSI PER PRZIENTI DIVERSI

ESC guidelines 2019

Treatment goal
for LDL-C

3.0 mmol/L

(116 mg/dL)

1.6 mmol/L
(100 mg/dL)

70 mg/dL
& >50% [
reduction

.4 mmol/L

(55 mg/dL)

from
baseline

«SCORE <I%

« SCORE 21% and <5%
* Young patients (T 108 <35 years:

T2DM <50 years) with DM duration
<10 years without other risk factors

« SCORE 25% and <10%
» Markedly devated single risk fctors, in
particutar TC >8 mmolll (310 mg'dl) or
LDLC >4.9 mmolL (190 mgidl) ar
BP 218071 10 memiHg
* FH withoes other major risk factors
. « Moderate CKD {¢GFR 30-5% mL/min)
“ /1 DM wio arget organ damage, with DM
e /| duration 210 years or other addtional risk factor

» ASCVD (chnicalimaging)
| » SCORE =10%
L #| = FH with ASCVD or with another
- S| major risk factor
« Severe CXD {eGFR <30 mbLimin)
« DM & target argan damage: =3
miapor risk factors; of early onget of
T1DM of long duration (> 20 years)

Low

Moderate

High Very high CV Risk
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©EsC e CURRENT OPINION Piu tempo slamo esposti a bassi valori di

f Cardiology

Low-density lipoproteins cause atherosclerotic . N\ e . . .
cardiovascular disease. 1. Evidence from CO].e SteIOIO minore sara 1]. IIOStIO IlSCh].O d].
genetic, epidemiologic, and clinical studies.
A consensus statement from the European

Atherosclerosis Society Consensus Panel presenta-re un evento ateIOSCIGIOtICO

80% +
N«
Mendelian randomization studies
median follow-up: 52 years
(N = 194,427)
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@ E S C European Heart Journal - Cardiovascular Pharmacotherapy (2023) 9, 156—164

European Society https://doi.org/10.1093/ehjcvp/pvac064
of Cardiology

Acute Coronary Syndromes

INIZIARE

Initial statin dose after myocardial infarction PRESTO
and long-term cardiovascular outcomes

Ville Kytd ©'2*, Piivi Rautava ©»2? and Aleksi Tornio*>

S . e High
e High

80 - Moderate 80 A Ili/loderate
— | ow —= ow

Cumulative incidence of MACCE (%)
Cumulative incidence of death (%)

O_Y T T T T

T T

0 1 2 3 4 5 6 7 8 9 10

-
-

Follow-up (years) Follow-up (years)

Higher initial statin dose after Ml is dose-dependently associated with better long-term cardiovascular outcomes. These
results underline the importance of using a high statin dose early after M.
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TERAPIE A DISPOSIZIONE

CENTRAL ILLUSTRATION: Working Mechanisms of Low-Density Lipopro-
tein Cholesterol Lowering Therapies

Chylomicron | Chylomicron
remnant ¢

Citrate + CoA
ApoB100 mRNA ‘ ACL Bempedoic acid

Mipomersen — l Acetyl-CoA
Lomitapide lHMGCRI— Statins

ApoB100 TG L  Cholesterol
¥ MTP

PO VLDL %

1!— Inclisiran

‘ g

Nurmohamed, N.S. et al. J Am Coll Cardiol. 2021;77(12):1564-75.
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LA ‘POTENZA’ DET FARMACI A DISPOSIZIONE

Farmaco Riduzione attesa di C-LDL
Statina a moderata intensita ~30%
Statina ad alta intensita ~50%
Ezetimibe ~18% in monoterapia
~65% in aggiunta a statine ad alta intensita
Anticorpi monoclonali anti- PCSK9 ~60% in monoterapia
Inclisiran ~75% in associazione a statine ad alta intensita

~85% in associazione a statine ad alta intensita ed ezetimibe

Acido bempedoico ~18% in aggiunta a statine (intensita moderata o alta)
~24% in monoterapia ipolipemizzante
~25% in pazienti intolleranti alle statine (+ ezetimibe)
~30% in aggiunta ad anticorpi monoclonali anti-PCSK9*
~38% in combinazione a dose fissa con ezetimibe (+ statine)
~60% in combinazione con ezetimibe e atorvastatina 20 mg

PCSK9, proproteina della convertasi subtilisina/kexina di tipo 9.
*Testato con evolocumab.

G Ital Cardiol 2023;24(6):490-498
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CONCLUSIONI

Cholesterol lowering trials in coronary heart disease:
frequency of citation and outcome. SOONER
U. Ravnskov

LOWER

FOR LONGER

Conclusion—Lowering serum cholesterol con-
centrations does not reduce mortality and is unlikely
to prevent coronary heart disease. Claims of the
opposite are based on preferential citation of sup-
portive trials.

EFFICACY

PERSISTENCE

BMJ. 1992 Jul 4; 305(6844): 15-19 SAFETY

#ForumRisk19 0X00
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Atherosclerosis 314 (2020) 74-76

o o
: STUDIO DA VINCI :
e . Contents lists available at ScienceDirect
: : atherosclerosis
. ® . Atherosclerosis

ELSEVIER journal homepage: www.elsevier.com/locate/atherosclerosis

EAS Updates )

DA VINCI study: Change in approach to cholesterol management will be S
needed to reduce the implementation gap between guidelines and clinical
practice in Europe

Jane K. Stock

MENO del 10%

dei pazienti a RISCHIO CV ELEVATO
o MOLTO ELEVATO riceve

una combinazione di statina

ed ezetimibe'

Proporzioni di pazienti che ricevono LLT (%)

B Combinazione di ezetimibe
Combinazione di PCSK9i
Altro LLT

B Monoterapida con statine a bassa intensité
E Monoterapia con statine a moderata intensitd
Monoterapia con statine ad alta intensitd

Studio Europeo DA VINCI - 2021

&,

MENO DEL 50%
DEI SOGGETTI DISLIPIDEMICI
RAGGIUNGE IL TARGET C-LDL*

7SU 10

dei pazienti a RISCHIO CV ELEVATO
sono ancora trattati con statine
a bassa e media intensita’

Jane K Stock Atherosclerosis 2020 @
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I1 paziente con 1pertensione arteriosa

Tobacco
Pharmacotherapy + behavior
interventions recommended

to maximize quit rates

Diet
Emphasis on intake
of vegetables, fruits,
nuts, legumes, fish
and whole grains

DOI: 10.1016/j.jacc.2019.03.010

Prevention
of CVD

0
@
Type |l Diabetes
Control through
diet and
exercise.

.al Activity
_«m 2150 mins/week
wrmoderate or 275mins/week
of vigorous physical activity

Aspirin Use
Low-dose aspirin
for primary prevention
now reserved for select

high-risk patients

Metformin (primary therapy),
SGLT-2 inhibitor or
GLP-1 receptor agonist
(secondary)

0XO0D
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@ E S C European Heart Journal (2024) 00, 1-107

European Society  https://doi.org/10.1093/eurheartj/ehae178
of Cardiology

ESC GUIDELINES

2024 ESC Guidelines for the management of
elevated blood pressure and hypertension

Developed by the task force on the management of elevated blood pressure and
hypertension of the European Society of Cardiology (ESC) and endorsed by the
European Society of Endocrinology (ESE) and the European Stroke Organisation (ESO)

MNon-elevated
blood pressure

Office BP

SBF <120 mmHg

NUOVE
CLASSIFICAZIONE

and
DEF <70 mmiHg

AEBPM

Diayptime 58P < | 2 mmHg
and
Diaptime DEP <70 mmiHg

Insufficient evidenoe confirming
the efficacy and safety of BF
pharmacological treatment

Elevated
blood pressure

Office BP

38F 1 20-137 mmiHg
ar
DaF Fi-8% mmiHg

HEPM
SBF 120-134 mmiHg

ar
DEP 70-84 mmig

ABPM

Daytime 56F 120—134 mmHg

ar

Daytime DEF 7084 mmHg

Risk stratify to identify

individuals with high

cardiovascular risk for BP
pharmacological treatment

Cosa c’e di nuovo?

Hypertension

Office BP

SBF =140 mmHg
ar
DBF =30 mmHg

HEPM

SBF 2135 mmHg
ar

DBF =85 mmHg

ABPM
Diaytime 5BP =135 mmHg

ar

Daytime DBF =BS mmiHg

Cardicvazcular risk iz
sufficiently high to merit
BF pharmacological
trextment inftiation
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To reduce CVD risk, it is recommended that treated

systolic BP values in most adults be targeted to 120—

129 mmHg, provided the treatment is well tolerated.

In cases where on-treatment systolic BP is at or below

target (120-129 mmHg) but diastolic BP is not at target

(>80 mmHg), intensifying BP-lowering treatment to

achieve an on-treatment diastolic BP of 70—79 mmHg

may be considered to reduce CVD risk.
Because the CVD benefit of an on-treatment systolic BP
target of 120—129 mmHg may not generalize to the

following specific settings, personalized and more lenient

systolic BP targets (e.g. <140 mmHg): should be

considered among patients meeting the following criteria:

* pre-treatment, symptomatic, orthostatic

hypotension;

+ and/or age >85 years.

Because the CVD benefit of an on-treatment systolic BP
target of 120—129 mmHg may not generalize to the
following specific settings, personalized and more lenient
BP targets (e.g. <140/90 mmHg) may be considered
among patients meeting the following criteria:

* clinically significant, moderate to severe frailty at any

age;

« ‘and/or limited predicted lifespan (<3 years).

TARGET PIU AMBIZIONI

IIb

Ila

IIb
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PAS 120-129 mmHg

PAD 70-79 mmHg
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Epidemiology/Population Science

May Measurement Month 2019 A Che punto Siamof,)

The Global Blood Pressure Screening Campaign of the International
Society of Hypertension

Sottoposti a screening 1 508 130

Proportion of Proportion of Proportion of Those Proportion of All

Number With Proportion With | Hypertensives Hypertensives on on Medication With Hypertensives
Region Hypertension Hypertension Aware Medication Controlled BP Controlled
South Asia 138236 29.3% 46.2% 43.1% 55.6% 23.9%
East Asia 86020 30.6% 57.9% 54.7% 63.1% 34.5%
Americas 107752 41.2% 73.0% 69.7% 61.2% 42.6%
Sub-Saharan Africa 49616 27.9% 42.7% 34.5% 49.3% 17.0%
South-east Asia and Australasia 58156 47.8% 65.5% 62.8% 59.6% 37.4%
Europe 46 881 43.6% 71.5% 64.4% 47.9% 30.8%
Northern Africa and Middle East 26677 30.6% 61.6% 98.1% 28.9% 34.2%
Worldwide 513337 34.0% 58.7% 54.7% 57.8%

DOI: 10.1161/HYPERTENSIONAHA.120.14874
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PG
Lhotesterot

s : Physical Activity
Pharmacotherapy + behavior oy N Perform 2150 mins/week
interventions recommended of moderate or 275mins/week
to maximize quit rates Prevention of vigorous physical activity

of CVD
Ve

Diet \spirin Use

Emphasis on int7 dose aspirin
of vegetables, fr Type |l Diabetes \ry prevention
nuts, legumes, Control through ved for select

and whole gr: diet and sk patients

exercise.
Metformin (primary therapy),
SGLT-2 inhibitor or
GLP-1 receptor agonist
(secondary)

DOI: 10.1016/j.jacc.2019.03.010

#ForumRisk19 0X00
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BM) Open Pioglitazone and cardiovascular
outcomes in patients with insulin
resistance, pre-diabetes and type 2
diabetes: a systematic review and

Risk Ratio

Risk Ratio
M-H, Fixed, 95% CI

OME TUTTO E INIZIATO —
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0.20 [0.01, 4.11]
1.00[0.36, 2.82]
0.84[0.26, 2.73]
0.83[0.71, 0.97]
1.06 [0.40, 2.77]
0.83 [0.72, 0.97]

meta-analysis
Pioglitazone = Comparator

Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI
2.1.1 MACE
CHICAGO 2006 0 230 2 228 0.8%
Kaku 2009 7 293 7 294 21%
PERISCOPE 2008 5 270 6 273 1.8%
PROactive 2005 257 2605 313 2633 93.1%
PROFIT J 2014 8 234 8 247 2.3%
Subtotal (95% CI) 3632 3675 100.0%
Total events 277 336

Heterogeneity. Chi? = 1.22, df = 4 (P = 0.87); I = 0%
Test for overall effect: Z =2.36 (P = 0.02)

2.1.2 Myocardial inarction

CHICAGO 2006
Lee 2013
PERISCOPE 2008
PROactive 2006
PROFIT J 2014
Subtotal (95% Cl)

Total events

0
2
2
90
6

99

230 1 228 1.2%
60 7 61 0.8%
270 4 273 3.2%
2605 116 2633 91.8%
234 4 247 3.1%
3399 3442 100.0%

126

Heterogeneity. Chi? = 1.76, df = 4 (P = 0.78); I = 0%
Test for overall effect: Z=1.73 (P = 0.08)

2.1.3 Stroke
CHICAGO 2006

J SPIRIT 2015
PERISCOPE 2008
PROactive 2005
PROFIT J 2014
Subtotal (95% Cl)
Total events

o » O

96
3

93

230 1 228 1.2%

63 7 57 6.1%

270 1 273 1.2%

2605 107 2633 88.2%

234 4 247 3.2%

3402 3438 100.0%
126

Heterogeneity. Chi? = 1.09, df = 4 (P = 0.90); > = 0%
Test for overall effect: Z=1.83 (P = 0.07)

Test for subgroup differences: Chi2 = 0.22, df =2 (P = 0.90), > = 0%

0.33[0.01, 8.07]
2.03[0.19, 21.84]
0.51 [0.09, 2.74]
0.78 [0.60, 1.03]
1.32[0.36, 4.85]
0.80 [0.62, 1.03]

0.33[0.01, 8.07]
0.52[0.16, 1.67]
0.34[0.01, 8.24]
0.81[0.61, 1.07]
1.79[0.18, 3.50]
0.78 [0.60, 1.02]

L
*

>

-
N

>~

v

—
D

0.1

0.2 0.5 1 2 5
Favours pioglitazone Favours comparator

10

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup Events  Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
3.1.1 Heart failure
ACT NOW 2011 1 303 1299  04%  0.99[0.06,15.70]
CHICAGO 2006 1 230 0 228 0.2% 2.97[0.12,72.62]
IRIS 2016 74 1939 71 1937 25.9% 1.04 [0.76, 1.43] -
PERISCOPE 2008 4 270 5 27 1.8% 0.81[0.22, 2.98] =
PROacive 2005 281 2605 198 2633 71.8%  143[1.21,1.71] b
Subtotal (85% CI) 5347 5370 100.0% 132[1.14,1.54] L 4
Total evenls 361 275 275
Heterogenaity: Chit=3.83, df=4 (P=0.43); F= 0%
Test for overall effect: Z = 3.64 (P = 0.0003)
3.1.2 Fracture
ACT NOW 2011 ] 33 7299 80% 1.13[0.41,3.07] —
IRIS 2016 99 1939 62 1937  70.9% 1.80[1.17,2.18] ——
Kaku 2009 18 293 18 294 205% 1.00 (0.53, 1.89] I e
PERISCOPE 2008 B 270 0 273 0.6% 17.19[1.00,296.32] "
Subtotal (85% CI) 2805 2803 100.0% 1.52[1.17,1.99] -
Total evenls 133 87 &7
Heterogeneity: Chi*=4.89, df =3 (P=0.18); '=39%
Test for overall effect: Z=3.13 (P=0.002)
3.1.3 All-cause mortality
ACT NOW 2011 3 303 1 299 03%  296[0.31,28.30] *
CHICAGO 2006 1 230 0 228 02%  297[0.12,7262] +
IRIS 2016 136 1939 146 1937 49.6% 0.93[0.74, 1.17] —ﬂ-
Lee 2013 0 60 161 05% 0.34 (0.01, B.16] |
PERISCOPE 2008 3 270 2 273 07% 1.52 [0.26, 9.01] —J—
PROactive 2005 129 2605 142 2633 48.0% 0.92[0.73,1.16]
PROFIT J 2014 1 234 2 247 07% 053[0.05,578
Subtotal (95% CI) 5641 5678 100.0% 0.93[0.80, 1.09] L
Total events 273 294
Heterogeneity: Chi=2.42, df =6 (P=0.88); F=0%
Test for overall effect: Z= 0.85 (P =0.40)
3.1.4 Any cancer
ACT NOW 2011 3 303 8 299 30% 037[010,1.38) Y
IRIS 2016 133 1939 150 1937 56.5% 0.89(0.71, 1.11]
PROactive 2005 103 2605 103 2633  38.6% 1.01[0.77,1.32]
PROFIT J 2014 3 234 5 247 18% 0.63 [0.15, 2.62]
Subtotal (35% CI) 5081 5116 100.0% 0.91[0.77, 1.08]
Total events. 242 266
Heterogeneity: Chi*=2.68, df=3 (P=0.44); F=0%
Test for overall effect: 2= 1.05 (P = 0.30)
3.1.5 Bladder cancer
IRIS 2016 12 1939 8 1937 57.3% 1.50 [0.61, 3.66) —
PROactive 2005 14 2605 6 2633 42.7% 2.36 [0.91, 6.13] T
Subtotal (85% CI) 4544 4570 100.0% 1.87[0.98, 3.57] e—
Total events. 26 14
Heterogeneity: Chif=0.46, df=1 (P=0.50); F=0%
Test for overall effect: 2= 1.89 (P = 0.06)
3.1.6 Edema
ACT NOW 2011 39 303 19 299 2.0% 2.03 [1.20, 3.42]
CHICAGO 2006 30 230 16 228 17%  186[104,331]
IRIS 2016 691 1939 483 1937 50.6% 1.43[1.30, 1.58] =
Kaku 2009 48 293 12 294 1.3% 4.01[2.18,7.40]
PERISCOPE 2008 48 270 30 273 31% 1.62 [1.06, 2.47] -
PROactive 2005 689 2605 397 2633 41.3% 1.75 [1.57, 1.96] =
PROFIT J 2014 12 234 0 247 01% 26.38[1.57,443.09] P
Subtotal (35% CI) 5874 5911 100.0% 1.63[1.52, 1.75] L]
Total events 1557 957
Heterogeneity: Chi*=21.65, df =6 (P =0.001); F=72%
Test for overall effect: Z=13.62 (P <0.00001)
3.1.7 Weight gain
ACT NOW 2011 205 303 128 299 15.6% 1.58 (1.36, 1.84] -
CHICAGO 2006 15 230 10 228 1.2% 1.49 [0.68, 3.24] —
IRIS 2016 1013 1839 653 1937  79.0% 1.55 [1.44, 1.67] |
PROaclive 2005 95 2605 35 2633 4.2% 2.74 [1.87, 4.03]
Subtotal (85% CI) 5077 5097 100.0% 1.60[1.50, 1.72] +
Total events. 1328 826  B26
Heterogenity: Chi‘=8.38, dt=3 (P =0.04); F'=64%
Test for overall effect: Z=13.76 (P <0.00001)
3.1.8 Hypoglycemia
CHICAGO 2006 45 230 53 228 7.8% 0.84 (0.59, 1.20] 1
IRIS 2016 1 1308 0 1937  04%  3.00[0.12,7352]
Kaku 2009 46 293 38 294 5.6% 1.21[0.82, 1.81] ]
PERISCOPE 2008 41 270 101 273 14.7% 0.41 [0.30, 057] —_—
PROactive 2005 709 2605 494 2638 71.9% 1.45(1.31,1.61] H
Subtotal (85% CI) 5337 5365 100.0% 1.24[1.13,1.35] ¢
Total events 842 686
Heterogeneity: Chi=59.57, df =4 (P =0.00001); '=93%
Test for overall effect: Z=4.70 (P <0.00001)

01 02 05 1 2 5 10

Tact fr aiharnin diflarancas: Chit= Q4 24 it = 700 - 0 ONNNAY - G2 A8

favours ploglitazone

favours control
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A Primary Outcome

Come tutto e iniziato

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE ”

Empagliflozin, Cardiovascular Outcomes,
and Mortality in Type 2 Diabetes

Bernard Zinman, M.D., Christoph Wanner, M.D., John M. Lachin, Sc.D.,
David Fitchett, M.D., Erich Bluhmki, Ph.D., Stefan Hantel, Ph.D.,
Michaela Mattheus, Dipl. Biomath., Theresa Devins, Dr.P.H.,

Odd Erik Johansen, M.D., Ph.D., Hans J. Woerle, M.D., Uli C. BroedI, M.D.,
and Silvio E. Inzucchi, M.D., for the EMPA-REG OUTCOME Investigators

B Death from Cardiovascular Causes

The NEW ENG

LAND JOURNAL of MEDICINE

ORIGINAL ARTICLE |

Dapagliflozin and Cardiovascular Outcomes
in Type 2 Diabetes

S.D. Wiviott, |. Raz, M.P. Bonaca, O. Mosenzon, E.T. Kato, A. Cahn, M.G. Silverman,
T.A. Zelniker, J.F. Kuder, S.A. Murphy, D.L. Bhatt, L.A. Leiter, D.K. McGuire,
J.P.H. Wilding, C.T. Ruff, I.A.M. Gause-Nilsson, M. Fredriksson, P.A. Johansson,
A.-M. Langkilde, and M.S. Sabatine, for the DECLARE-TIMI 58 Investigators*
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20+ 97 Placebo
- — &1
g Placebo g
£ 15 £ ]
o o
& Hazard ratio, 0.86 (95.029% CI, 0.74-0.99) 2 Hazard ratio, 0.62 (95% Cl, 0.49-0.77) Empaglflozin
< P=0.04 for superiority Empagliflozin < 54 P<0.001
5 10 E
a %
T T
g g
E s £ 2
a a 2
14
0 T T T T T T T 1 o T T T T T T T 1
0 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 42 48
Month Month
No. at Risk No. at Risk
Empagliflozin 4687 4580 4455 4328 3851 2821 2359 1534 370 Empagliflozin 4687 4651 4608 4556 4128 3079 2617 1722 414
Placebo 2333 2256 2194 2112 1875 1380 1161 741 166 Placebo 2333 2303 2280 2243 2012 1503 1281 825 177
C Death from Any Cause D Hospitalization for Heart Failure
154 7 Placebo
Placebo
g € 4
T £ 5
g 104 g
a Hazard ratio, 0.68 (95% Cl, 0.57-0.82) & Hazard ratio, 0.65 (95% Cl, 0.50-0.85)
£ P<0.001 Empagliflozin < 49 P=0.002 Empagliflozin
- -
8 2 4
£ 5 €
8 £ 2
s &
a a
14
o T T T T T T T 1 0 T T T T T T T 1
0 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 42 48
Month Month
No. at Risk No. at Risk
Empagliflozin 4687 4651 4608 4556 4128 3079 2617 1722 414 Empagliflozin 46387 4614 4523 4427 3988 2950 2487 1634 395
Placebo 2333 2303 2280 2243 2012 1503 1281 825 177 Placebo 2333 2271 2226 2173 1932 1424 1202 775 168

A Cardiovascular Death or Hospitalization for Heart Failure

100
90+
80+
70
60
50
40+
30
20+
10+

0

Cumulative Incidence (%)

6 Hazard ratio, 0.83 (95% Cl, 0.73-0.95)
P=0.005 for superiority

Placebo
4
3 Dapagliflozin
2
1
0

T T T T T T T 1
0 180 360 540 720 900 1080 1260 1440

0

No. at Risk
Placebo 8578
Dapagliflozin 8582

T T T T
180 360 540 720
Days

8485 8387 8259 8127
8517 8415 8322 8224

T T T 1
900 1080 1260 1440

8003 7880 7367 5362
8110 7970 7497 5445

B MACE
1009 104 Hazard ratio, 0.93 (95% Cl, 0.84-1.03)
90 9+ P=0.17 for superiority
= 3 Placebo,
g 809 7
g 04 o
2 0] s Dapagliflozin
£ 5 4
[ 3
> -
2 40 2
S 304 1
£
a 204 0 T T T T T T T 1
104 0 180 360 540 720 900 1080 1260 1440
o T T T T T T T 1
0 180 360 540 720 900 1080 1260 1440
Days
No. at Risk
Placebo 8578 8433 8281 8129 7969 7805 7649 7137 5158

Dapagliflozin 8582 8466 8303 8166 8017

7873 7708 7237 5225

C Renal Composite
1004
90+
804
70+
60+
50+
404

Cumulative Incidence (%)

0

Hazard ratio, 0.76 (95% Cl, 0.67-0.87)

Placebo

Dapagliflozin

T T T T T T T 1
0 180 360 540 720 900 1080 1260 1440

No. at Risk
Placebo 8578
Dapagliflozin 8582

T T T T
180 360 540 720
Days

8508 8422 8326 8200
8533 8436 8347 8248

T T T 1
900 1080 1260 1440

8056 7932 7409 5389
8136 8009 7534 5472

D Death from Any Cause

1009 64 Hazard ratio, 0.93 (95% Cl, 0.82-1.04)
= 7 s
K 80
g 704 4 Dapagliflozin
2 604 3
2 5o
- 2
2 40
'—é 34 !
S 204 0 T T T T T T T 1
& 104 0 180 360 540 720 900 1080 1260 1440
0 T T T T T T T 1
0 180 360 540 720 900 1080 1260 1440
Days
No. at Risk
Placebo 8578 8542 8484 8414 8337 8258 8184 7741 5715

Dapagliflozin 8582 8554 8495 8437 8369

8305 8207 7763 5715
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SCOMPENSO CARDIACO A FRAZIONE DI
EIEZIONE RIDOTTA

Emperor reduced
QD DAPAHF

All-cause
CV Death or mortalit
. . € y was Day 12 Day 34
. Primary Endpoint . Worsening HF?2 also reduced in 5 Statistical significance Statistical significance
Composite of CV Death or Worsening HF? % the dapaglifiozin reachsdlﬁrstu‘me |'
7 26 RoRR group - 4 1 1 Placebo
2 I I
HR: 0.74 (95% Cl: 0.65-0.85) = L .

25+ All-cause € HR 0.42 (95% Cl 0.19, 0.92) L Statistically significant
9 Placebo mortality % 3 P=0.029 1 :
b | 7% b Empagiifiozin difference after
O 20 Statisticall RRR 2 A H
5 sinI\?fif:nty DAPA 10 mg % 2+ randomization
% as early as 2.3% ARR s
£ 154 3b CV death Worsening HF?2 p=0.022¢ I
¢ Day 28 o o = iy : HR 0.67 (95% Cl 0.44, 1.00) Statistical significance was
s 1 8 2 30 i 1 EXQ345 sustained from
2 10+ RRR RRR ol . : sustained
g T T T T T Day 34
5 s 1.9% ARR 3.7% ARR y 34.
° 5 ﬂ NNT=21 p=0.029 p=0.00003 Quality of life 0 10 20 30 40

Days after randomization
% Patients at risk
0- r r r r r r r s i ) ) 1 8 RRI Placebo 1867 1852 1830 1811 1792
0 3 6 9 12 15 18 21 24 Consistent benefit in the primary e Empaglifiozin 1863 1855 1845 1826 1815
Months from Randomization endpoint across key subgroups :
Major outcomes: Time to all-cause mortality, hospitalization for heart failure, or emergency department or urgent care visits for heart failure requiring IV therapy

3hHF or an urgent HF visit; ®Post-hoc analysis; “Nominal p-value.
1. McMurray JJV et al. N Engl J Med. 2019;381(21):1995-2008; 2. McMurray J. Presented at: ESC Congress; August 31-September 4, 2019; Paris, France; 3. Berg DD et al. JAMA Cardiol. 2021;6(5):499-507.
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Emperor-preserved: Empagliflozin demonstrated a clinically
meaningful 21% RRR in the composite primary endpoint of

CV death or HHF

251
201
Placebo

151

104 _ Empagliflozin HR: 0.79

— (95% Cl: 0.69, 0.90)
p<0.001
54
0 T T T T T T T T T T T 1 Empagliflozin:

415 (13.8%) patients with event
Rate: 6.9/100 patient-years
Patients at risk Placebo:

Placebo 2991 2888 2786 2706 2627 2424 2066 1821 1534 1278 961 681 400 511 (17.1%) patients with event
: ] 4 . Rate: 8.7/100 patient-years

*During a median trial period of 26 months. AR N

mber needed to reat: RRR. relative ris

HF, hospitalization for heart failure; HR, hazard ratio

DELIVER- Primary Composite of CV Death, hHF or Urgent HF Visit?

30 7 HR: 0.82 (95% CI: 0.73-0.92)
25 +
- Placebo
X
% 90 4 DAPA 10 mg
[=] ‘-e,\.
@ e CV Death or
3 Statistically : .
'S significant? Worsening HF
T 15 1 as early as 1 8 %
2 3
g . Day 13 RRR
E 10 N 3.1% ARR
o
5 4 CV death
- . y
L T NNT=32 12RRR
0 - 1% ARR 3.7% ARR
T T T T T T T T T T T T 1
0 90 180 270 360 450 540 630 720 810 900 990 1080
Number at Risk Days since Randomization Consistent benefit in the primary
QAPA 10 m . o endpoint across key subgroups
DAPA 10 mg 3131 304C I/
Placebo : 3007 96 279 ) ) 2080 32 1554 40 772 383
3Nominal significance at Day 13 (HR, 0.45; 95% Cl, 0.20-0.99; p=0.046), with sustained statistical significance starting at Day 15.
1. Solomon SD et al. N EnglJ Med. 2022;387(12):1089-1098; 2. Solomon SD. Presented at: ESC Congress; August 26-29, 2022; Barcelona, Spain; 3. Vaduganathan M et al. Online ahead of print. JA] 3

Cardiol. 2022.
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ESC Heart Failure Guidelines: Class IA Recommendation for SGLT2-i in

Patients With HF

HFrEF
HFmrEF
Treatment for
eati% I?,%X’C%/V
HF pE F — cc?rgorbodities
(Class 1)

Dapagliflozin/
Empagliflozin

(Class 1)

Dapagliflozin/
Empagliflozin

(Class )

Dapagliflozin/
Empagliflozin

(Class I)

Management of patients

Diuretics for
fluid retention

(Class I)

Diuretics for

fluid retention

(Class 1)

Adapted from: McDonagh TA et al. Eur Heart J. 2021; McDonagh TA et al. Online ahead of print. Eur Heart J. 2023.

ACEI/ARNI/ARB
(Class I)

ACEI/ARNI/ARB
(Class llb)

MRA Beta-blockers
(Class 1) (Class 1)
MRA Beta-blockers
(Class llb) (Class lIb)
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EMPA-REG OUTCOME: improvement in kidney outcomes was EMPEROR-Reduced: empagliflozin slowed the rate of kidney function
consistent across kidney-related subgroups decline in HFrEF, in a population which included people with CKD

Reduction in the risk of incident or

. Rate of kidney function decline was reduced with
*H1 . . . .
worsening nephropathy empaglifiozin compared with placebo? Of 3730 people with HFrEF1-2; Rate of long-term kidney function decline was
eGFR category - +1.68 miymin/1.73 m? slower with empagliflozin than placebo’2

In the overall population (ml/min/1.73 m?2) per year 0

eGFR slope difference &E " +1.73 :
€l eGFR slope difference i
¥ 39% RRR 290 L 2 @ mi/min/1.73 m2 per year |
i < 2 <0.001
HR 0.41 e p
(95% C10.53, 0.70) 6010 <90 " 47% 53% S E 3 Empagliflozin: decline of
Boseli £ = , i 2
45 1o <40 o Mean 6GFR 79 Moean 6GFR 47 g é ) 0.55 ml/min/1.73 m? per year
Empogitom 4 U s e e ml/min/1.73 m? mi/min/1.73 m? ox )
Albuminuria category <45 Median UACR 36 Median UACR 15 £0 51 o e e o
_ma/g) The safety profile of empagliflozin was consistent across me/Q ma/g 3£, |duete ine previously reported
@ @ p-interaction=0.74 baseline eGFR subgroups (260 and <60 ml/min/1.73 m2)! <60 mi/min/1.73 m? @ Overall mean 3 .g -
) ) ) ) ) . ; . 62 T 7 Placebo: Qechneo
; N h K f incl b R
binterachon=0.7 Bt peteme o s in 487 of people o 23
lower percentage of people in the empagliflozin -8 T T T T 1
group than in the placebo group! . X 0 26 52 78 104 130
@ 50% had diabetes at baseline Weeks since randomisation
1-year 2-year
EMPEROR-Preserved: empagliflozin slowed the rate of decline in kidney @ EMPRISE: empagliflozin improved kidney-related safety
function in people with HFpEF with or without T2D compared with DPP-4i treatment in the US real-world setting
. . Empagliflozin reduced the rate of kidney
Of 5988 people with HFpEF': function decline’
. Overall mean
<§0 mi/min/1.73 m? 61 . 0 Early difference between empagilifiozin and Of 78,144 people with T2D were included in the Empagliflozin reduced the risk of AKI compared with
in 50% of people eljerind1 73 m? g'rggeﬁfhd;’ee&g Ine previously reported inificl 3 Year analysis': DPP-4i treatment!

N

Placebo: decline of
-2.62 ml/min/1.73 m? per year

@ 49% had diabetes at baseline

Incidence of the composite kidney outcome in people
treated with empagliflozin was similar to placebo*!

A

Empagliflozin: decline of
-1.25 ml/min/1.73 m?2 per year

+1.36

eGFR slope difference
ml/min/1.73 m2 per year
{ p<0.001

&

AKI (primary)t AKI (broad)t
10% had diabetic nephropathy at baseline 3 40% RRR @ @ 3§ 38% RRR

HR 0.60 HR 0.62

HR 0.95 (95% C10.43, 0.85) (95% C10.55, 0.71)

(95% C10.73, 1.24)

in eGFR (ml/min/1.73 m?)
o~

IS

J

Incidence of acute kidney RY) — . . . . . . .
failure was similar between 412 32 52 76 100 124 148 172
treatment arms Baseline Weeks since randomisation

lyear | 2year

28% had CV disease*

Adjusted mean change from baseline
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Metabolic

Insulin sensitivity

Muscle free fatty acid
utilzation

Lipolysis

Ketogenesis

Body weight

Adiposity (total and
visceral)

Uric acid levels

Muscle glucose utilization

Liver steatosis

Hepatocellular injury

l

Vascularand
hemodynamic

Hematocnt
Endothelial function

Blood pressure

Preload and afterload

Sympathetic nervous
system activity

Interstitial vs. intravascular
volume

Arterial stiffness

l

Cardiac

Ketone utilization (vs. fatty
acids and glucose)

ATP production
Anti-arrhythmogenic effects

Oxidative stress
Myocardial hypertrophy and
fibrosis
Cardiac remodeling
Oxidative stress
Mitochondrial Ca®* influx
Epicardial fat accumulation
Oxygen consumption
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PROTEZIONE CARDIO-NEFRO-METABOLICA

i

Renal

Preservation of renal
function

Erythropoietin

Diuresis

Uricosuria

Oxidative stress

Albuminuria

Intraglomerular pressure

Renin-angiotensin system
activation

Glucose reabsorption

Sodium reabsorption

€
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ESTABLISHED IN 1812 OCTOBER 24, 2024 VOL. 391 NO. 16

Finerenone in Heart Failure with Mildly Reduced
or Preserved Ejection Fraction

S.D. Solomon, J.J.V. McMurray, M. Vaduganathan ggett, P.S. Jhund, A.S. Desai, A.D. Henderso
M. Senni, S.J. Shah, AA .A. Alcocer-Gamba, J.J. Atherton, ). Bau
C.-E. Chiang, O.C Filippatos, C ca, G. Gajos, S. Goland, E. Gc
T. Katova, M.N r 5 G. Llamas-Esper6n, V. Ma
V. Mele sky, B. Merkely, S. Noc a, N. Sato, M. Schou, K. St
J.A. Udell, H. Ukkonen, O. Var ski, L kov, M.B. Yilmaz, S. Zier

|. van Gameren, F. Amarante , for the FINEARTS-HF Committees

ma, R. Tro

and Investigators

CONCLUSIONS

1, J. Lay-F urrie,

A Total Worsening Heart Failure Events and Death from Cardiovascular
Causes

B Total Worsening Heart Failure Events

60+ 60+
Placebo
w 504 w 50
= s
g~ g = Placebo
a2 4o w2 40
v g Qg
25 Finerenone 25
E3 5 E3 5
=g 2 g -
§ S g S inerenone
(W . U g .
2g o 2g o
© — 5=
] @
= 10 = 10
O_ T T T T T 1 0_ T T T T T
0 6 12 18 24 30 36 0 12 18 24 30 36
Months Months
C Death from Cardiovascular Causes D First Worsening Heart Failure Event or Death from Cardiovascular
Causes
100+ 10+ 1004
9]
< 50 -y = 50
E 7 g 0
[ 6 Placebo [
S 404 5 £ 40
[T} 44 5]
= =]
9] 34 Finerenone [v]
£ 304 2] - £ 304 Placebo
= 0 e =]
Lé 207 0 6 12 13 24 30 36 Lé 20 Finerenone
S 10 S 10
_l_________——__.—_'-
0+ | T T T T 1 0+ T T T T T 1
0 6 12 18 24 30 36 0 6 12 18 24 30 36
Months Months

In patients with heart failure and mildly reduced or preserved ejection fraction, finerenone resulted in a

significantly lower rate of a composite of total worsening heart failure events and death from cardiovascular

causes than placebo
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SEMAGLUTIDE (glp-1 ra) MECCANISMI DI CARDIO-NEFROPROTEZIONE

Effetti Metabolici:

1) Riduce la glicemia in modo glucosio-dipendente, stimolando la secrezione di insulina e riducendo la secrezione di
glucagone quando la glicemia ¢ elevata

2) Riduce I’appetito per azione sul nucleo arcuato a livello ipotalamico che comparta un ridotto apporto calorico e di
conseguenza una riduzione del peso corporeo e della massa grassa

3) Miglioramento dei lipidi plasmatici e una riduzione della pressione arteriosa sistolica e diastolica (azione anti-
aterosclerotica)

Effetti Nefroprotettivi:

1) Attenuazione della velocita di declino del filtrato glomerulare stimato (¢GFR) e riduzione dell’albuminuria nel tempo

Effetti Anti inflammatori:

1) riduzione dei livelli di citochine pro-infiammatorie
2) modulazione dell'attivita del sistema immunitario
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Semaglutide and cardiovascular outcomes in patients with
obesity and prevalent heart failure: a prespecified analysis of

the SELECT trial

John Deanfield, Subodh Verma, Benjamin M Scirica, Steven E Kahn, Scott S Emerson, Donna Ryan, Ildiko Lingvay, Helen M Colhoun, Jorge Plutzky,
Mikhail N Kosiborod, G Kees Hovingh, Seren Hardt-Lindberg, Ofir Frenkel, Peter E Weeke, Seren Rasmussen, Assen Goudev, Chim C Lang,
Miguel Urina-Triana, Mikko Pietild, A Michael Lincoff, for the SELECT Trial Investigators

Lo studio SELECT ha recentemente valutato 1’efficacia e la

sicurezza di semaglutide 2,4 mg s.c. in 17.604 soggetti con
IMC=>27 kg/m2 e una storia di ASCVD documentata ma

senza diabete tipo 2 noto

— Placebo—heart failure with reduced ejection fraction
— Semaglutide 2-4 mg—heart failure with reduced ejection

Y0)

CrossMark

Placebo—heart failure with preserved ejection fraction
Semaglutide 2-4 mg—heart failure with preserved ejection

fraction fraction
A Semaglutide 2-4 mg HR Interaction B Semaglutide 2.4 mg HR Interaction
vs placebo (95% C1) p value vs placebo (95% Cl) pvalue
Heart failure with reduced 0-65 (0-49-0-87) Heart failure with reduced 079 (0-58-1-08)
ejection fraction 082 ejection fraction 079
Heart failure with preserved (.69 (0.51-0.91) Heart failure with preserved .75 (0.52-1.07)
ejection fraction ejection fraction
204
+  HFrE ] HFpEF
] F |
14 e
124 -
104 b
8 -
6 -
4 -~ -
24 - I gl
0 T T T T T T T 1 T T T T T T T 1
0 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 42 48
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Proportion of patients (%)

Number at risk

Semaglutide 2-4 mg—heart failure
Semaglutide 2-4 mg—no heart failure
Placebo—heart failure

Placebo—no heart failure

Proportion of patients (%)

Number at risk

Semaglutide 2-4 mg—heart failure
Semaglutide 2-4 mg—no heart failure
Placebo—heart failure

Placebo—no heart failure

—— Placebo—heart failure
— Semaglutide 2-4 mg—heart failure

Placebo—no heart failure
Semaglutide 2-4 mg—no heart failure

A Semaglutide 2-4mg HR Interaction B Semaglutide 2.4 mg HR Interaction
vs placebo (95% CI) pvalue vs placebo (95% Cl) p value
Heart failure 0-72 (0:60-0-87) Heart failure 079 (0-64-0-98)
16— ‘ 019 _ _ 0-64
No heart failure 0-84(0-74-0-97) No heart failure 0-85 (0-68-1-06)
144 -
- | Hf
mace .
104 -
composite
3 4
6 4
44 4
2 -
0 1 1 1 T 1 1 1 1 1 1 1 1 1 1 1 1
0 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 42 48
2155 2126 2085 2039 1996 1739 1370 970 421 2155 2133 2100 2068 2028 1772 1402 1008 444
6647 6568 6475 6387 6257 5489 4406 3155 1312 6647 6606 6553 6488 6396 5636 4541 3268 1371
2131 2082 2022 1978 1925 1651 1308 912 371 2131 2084 2038 2002 1968 1707 1361 954 399
6667 6568 6463 6346 6237 5448 4351 3102 1301 6667 6625 6561 6481 6411 5632 4522 3243 1367
C Semaglutide 2.4 mg HR Interaction D Semaglutide2-4mg HR Interaction
vs placebo (95% Cl) p value vs placebo (95% Cl) pvalue
Heart failure 076(059-097) ¢, Heart failure 0-81(0-66-1-00)
16 - ) 24 _ ) 098
No heart failure 0-93 (0-72-1-21) No heart failure 0-81(0-67-0-97)
14 i
124
CVv All cause death
"l death |
N ea i
6 i
4_ —
2 -

0 1 T T T T T T 1 1 T T T T T T T 1
0 6 12 18 24 30 36 42 48 0 6 12 18 24 30 36 42 48
Time since randomisation (months) Time since randomisation (months)

2155 2141 2114 2083 2047 1796 1427 1029 451 2155 2141 2114 2083 2047 1796 1427 1029 451
6647 6606 6558 6500 6417 5655 4560 3285 1380 6647 6606 6558 6500 6417 5655 4560 3285 1380
2131 2101 2061 2029 1998 1736 1390 983 413 2131 2101 2061 2029 1998 1736 1390 983 413
6667 6630 6571 6497 6430 5657 4546 3266 1380 6667 6630 6571 6497 6430 5657 4546 3266 1380
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SEMAGLUTIDE | |

Semaglutide in Patients with Heart Failure

STEP-HFpEF TRIAL e

CLINICAL PROBLEM i —
Lo (WP
Patients with heart failure with preserved ejection frac- ==

. . . . . tion often have obesity, a condilign that is associated He'“ failure
= 529 pazienti con scompenso cardiaco con funzione cardiaca preservata @ - iha geaer burden of heart fulure-related symproms, ik presarvsd \ N ;

worse functional capacity, and more impaired quality of

Ob eSité. (B MI >30) life. Whether therapies that target obesity in such pa- + M1 230

tients can alleviate symptoms and physical limitations

N

is unknown. Change in KCCQ-CSS at 52 Wk

= Semagludite (2.4 mg a settimana) vs placebo per 52 settimane.

CLINICAL TRIAL

Design: A multinational, double-blind, randomized, placebo-

= End point primari: Variazione del Kansas City Cardiomyopathy coatrolied sl evaleated whether trcatment with scnaght
Questionnaire clinical summary score (KCCQ-CSS; valori da 0 a 100, o, S e v o ol
valori piu alti indicano meno sintomi e meno limitazione fisica) e 1 4lioe o Sty wilght o In ks wih b
cambiamento del peso corporeo . A SR R

Intervention: 529 patients with a body-mass index of
230 were assigned to receive subcutaneous semaglutide Change in Body Weight at 52 Wk

= End point secondari: 6MWT, composito di morte, scompenso cardiaco, Y

. . A . d . " prim:.lry end points were rhclchm?gg in the Kansas City
cambiamenti nel KCCQ-CSS e 6MWT, cambiamenti nei valori di PCR. Chihpyuty Cumbsaaiise SRl ks et

toms and physical function, and the change in body
weight from baseline to week 52.

= Risultati: variazione KCCQ-CSS 16.6 points in semaglutide , 8.7 in
placebo (differenza stimata 7.8 punti; 95% [CI],4.8 a 10.9; P<0.001), )
cambiamento peso corporeo -13.3% in semaglutide e -2.6% in placebo  Eficao: the mean change in KcCQ-CSS and the mean

. . . ercentage change in body weight were significantly
(differenza -10.7 punti percentuali; 95% CI,-11.9 a -9.4; P<0.001). greser with semaglutide than with placebo.

Safety: Serious adverse events occurred less often with Serious Adverse Events Cardiac Disorders
semaglutide than with placebo, primarily because fewer

] E‘V‘enti avve rsi Seri . 35 partic ipanti ( 1 3_3 %) in Semaglutide y 7 1 (2 6_ 7 %) cardiac disorders occurred in the semaglutide group.

Adverse events leading to treatment discontinuation

.
ln p].a. CebO. were more common with semaglutide.

= Conclusioni: Nei pazienti con scompenso cardiaco a funzione sistolica T 1 i i E
SN e . s The number of non-White trial participants was low. — S—

preservata e ObeS]'ta 1]' trattamento Con Semaglutlde (2'4 mg) porta‘ a‘ = The trial was not sufficiently powered to evaluate the
riduzione dei sintomi e incremento della capacita di esercizio e perdita el o

di peSO riSpettO a p].a.C ebo- = Whether the observed effects of semaglutide would last

beyond 1 year is unknown.

Links: Full Article | NEJM Quick Take | Editorial
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TARGET SFIDANTI CON

FORTI RICADUTE
PROGNOSTICHE

VALUTAZIONE

CARDIO-METABOLICA

«OLISTICA» DEL PZ

FARMACI EFFICACI

PROPOSTE DI NUOVI MODELLI GESTIONALI

h 4

EQUIPE DI CURA
MULTIDISCIPLINARE

MMG:
- ATTREZZATURE DIAGNOSTICHE

INFERMIERE:

- DEVICE PER TELEMONITORAGGIO

- POINT OF CARE

- AMBULATORI VALUTAZIONE
RISCHIO CARDIOVASCOLARE

CARDIOLOGO:

- AMBULATORI IN SEDE CON SLOT
DEDICATI AT MMG DELLA CASA DI
COMUNITA’

- ATTIVITA’ DI <kHEART TEAVD)
TERRITORIALE

DIMISSIONE OSPEDALIERA:
- OTTIMIZZAZIONE DELLE CURE
- PIANIFICAZIONE DI FOLLOW-UP

TELEMONITORAGGIO:

- RILEVAZIONE MULTIPARAMETRICA NEL PRIMO
MESE CRITICO POST DIMISSIONE

TELEVISITA:

- IMPLEMENTAZIONE RAPIDA DELLA TERAPIA
POST DIMISSIONE EVERIFICA DEI TARGET

AMBULATORIO DEDICATO FOLLOW-UP A 1 MESE

PROGRAMMI DI TELERIABILITAZIONE

€
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CONNECT CHF/CKD
Progetto telemonitoraggio post dimissione scompenso cardiaco
AZIENDA USL TOSCANA CENTRO

Dimissione Ospedaliera dopo SC:
Segnalazione al MMG della dimissione del pz e
KIT BASE ALTRI STRUMENTI trasmissione di password per accedere al portale
di monitoraggio

1 \ Pulsossimetro () - ' . N 3
' N0 Termometro Pz ad alto profilo di rischio: consegna di Kit di
| : telemonitoraggio con rilevazione autonoma,
o , , giornaliera dei parametri da effettuare nelle prime
Kit di monitoraggio e R 3 settimane dalla dimissione = Visita ambulatorio

remoto del paziente scompenso

e Bk Pz a basso profilo di rischio: attivazione
' dell’infermiere di famiglia (COT) che con kit di

monitoraggio mobile effettua un controllo
settimanale nelle prime 3 settimane dalla
dimissione > Visitaambulatorio scompenso

_" Misuratore
/  dipressione
~ Dispositivo anticaduta

~ Altri strumenti

Contattoin TELEVISITA a 10 gg dalla dimissione

Durante la fase di telemonitoraggio, tuttii dati sono accessibili anche al MMG ed al per controllo preordinato di: Creatinina (GFR) e

Nefrologo in modo da identificare e risolvere eventuali criticita emerse. In particolare, Ib ‘ / tini . ia Na-K NT BNP
visto che la funzione renale rappresenta un fattore critico potenzialmente limitante la B piL

corretta up-tritation della terapia, sono previsti momenti preordinati di confronto con il
nefrologo per la discussione dei casi piu complessi
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