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Comment fcélre évoluer nos pratiques
autoeir du patient diabétique?
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Parqﬁ% d’experts autour d’un cas cllmﬁue
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s = PrPatrice DARMON, Diabétologie, AP- Marsellle
v = Dr Francois PAILLARD, Cardiologie, CHU Rennes
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S‘Q’
Une demande de bilan cardloyasculalre chez un homme de 56 ans...

e ayant un diabete type 2 de 8 @ﬁs d’ancienneté,
* IMC 30 kg/m? 5

6\)

 HTA traitée eqwllbreeo(elfandesartan 8 mg)
 HbA1C7,5% (Metfgfmme 2 g/j + Gliclazide 60 mg/j)

e Lipides: Cholesterol total 2,22 g/I; Triglycerides 3,10 g/I; &
HDB‘% 0,39 ¢/; LDL-Cholesterol 1,21 g/| &
* DFG 68 r@fP/mn MAU 50 mg/g creat urinaire (N< 30 mg/g) @bo‘;\oo
. Patls\ﬁf asymptomatique au plan cardiovasculaire '&OO@&Q
& eée,e

1. Comment estimez vous son risque CV ? Risque: M@ﬁere / Elévé / Tres élevé ?
2. Quel bilan cardiovasculaire préconisez-vous ? C}\‘"

D
3. Quelles mesures d’optimisation de la prevent&f)n des complications macro /

microvasculaires proposez-vous ? Qo@
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Estimation du r|§c]ue CV chez le diabétique
Recomﬁvandat:ons ESC 2021

0\

Patients with type 2 diabetes mellitus Q &

Patients with type 1 DM above Patients 38‘31 well controlled short-standing
40 years of age may also be classified DM LE'/E <10 years), no evidence of TOD 7 /A 4
according to these criteria a%d* no additional ASCVD risk factors risk o@‘

\'\

& Patients with DM without ASCVD and/or Residual 10-year CVD risk estimation a§t\er‘ general

AL o
H severe TOD, and not fulfilling the moderate High-risk prevention goals (e.g. with the AD‘{&F&CE risk score or
)

risk criteria. DIAL model). Consider lifetime § @YD risk and benefit
& estimation of risk factor tre%m?ent (e.g. DIAL model).
‘Q)‘b
<O Patients with DM with established ASCVD &
«0&0 and/or severe TOD:#-%3% &O&Q’
v . ; i i .
q/,\© zfjiu:iigmmﬂ'n i i Residual 10-yea@Z VD risk estimation after general
DY  eGFR 45.59 mL/min/1.73 m2and prevention gﬁ (e.g. with the SMART risk score for

Very estabhsl@‘é’ﬂ[} or with the ADVANCE risk score or
high-risk i} \t,he DIAL model). Consider lifetime CVD risk and
t@%flt estimation of risk factor treatment (e.g. DIAL

microalbuminuria (ACR 30 -300 mglg)
* Proteinuria (ACR =300 mg/g)
* Presence of microvascular disease
in at least 3 different sites (e.g.
microalbuminuria plus retinopathy

plus neuropathy)
&

i
©
FHJ 2021, 42: 3227-3337



S‘Q’

Une demande de bilan cardloyasculalre chez un homme de 56 ans..

e ayant un diabete type 2 de 8 @ﬁs d’ancienneté,
IMC 30 kg/m? 5

6\)

HTA traitée eqwllbreeo(elfandesartan 8 mg)

HbA1C 7,5% (Metfgfmme 2 g/j + Gliclazide 60 mg/j)

Lipides: Cholesterol total 2,22 g/I; Triglycerides 3,10 g/I; &
HDg& 0,39 g/ LDL-Cholesterol 1,21 g/I &

DFG 68 r@fP/mn MAU 50 mg/g creat urinaire (N< 30 mg/g) @bo‘;‘\oo
Patls\ﬁf asymptomatique au plan cardiovasculaire '&OO@&Q

,\Qﬂ, &of\@%
1. Comment estimez vous son risque CV ? Risque: M?@%re / Elévé / Tres élevé ?
2. Quel bilan cardiovasculaire préconisez-vous ?
3. Quelles mesures d’optimisation de la prevent&f)n des complications macro /

microvasculaires proposez-vous ? Qo@
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Quel bilan cardiovasculaire préconisez-vous ?

06\;\\00
1. ECG repos
. ’ Kg\\@'
2. ECG.d’effort
.&6\@ . A . \Q}\\‘?J
3. S€intigraphie myocardique o
& .\Oo@
47 Echocardiographie de stress &
Q’OOQ &QKQJ
" 5. Score calcique coronaire o
> &
6. Coroscanner &
<0
. K
7. Coronarographie o
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DIAD Study. Critéres d’@@ﬂ%éiusion et caractéristiques de base
Dépistage de I'ischémie myocQa?gdique chez le diabétiqgue asymptomatique

* Diabete type 2 (duree 8°+/ 7 ans) indemne de mal CV

 Randomisation depﬂstage (n=561) vs pas de dépistage (n= 562) &
 Age: 50-75 ans" emoy = 60 +/- 7 ans 5

* ECG norma(L\ét absence de test de dépistage depuis 3 ans <
 HbA1C ,ﬁ’ 1+/-1,5% S

* IMCg "_3»1 1 kg/m? &
. L@\Lc 1,11 +/- 0,33 g/I &
e TG:1,42+/-1,09 g/ S
e HDLc:0,47 +/-0,15 g/I &

* Aspirine : 44% des sujets
al Wackers, Diab Care 2004, 27: 1954



Etude DIAD: pourcentage d’anomall%sbde perfusion a la scintigraphie myocardique
chez des dlapéthues asymptomatiques

Sa
100 &
Abnormal <$ IS Scar = Large
(ischaemia) ey |8 —+Mixed
80+ 35 —Medium
c
1+ 8\@'
2 60 - | &
& 2
E NeS” ibl I e
& 40- iscl;tagemia <13 Reversible Sma QQQ,
IIE ec)\z“ 6@6\
® 20+ &
q@% &
& Q@Q
«%@Q’ D — /\O\‘)\
,©q’ Incidence of Nature of Extent of Q\'e?'
DN ischaemia pefusion defect  pefusion defect @é”
(all scans, a
n=522) Characteristics of scans showin
abnormal myocardial perfusion &m
é()
O
The left column shows the incidence of abnormal SPECT stud&e% Wackers, Diab Care
demonstrating the presence of myocardial ischaemia in th%cﬁﬁzerall 2004, 27: 1954
population. The centre and right columns illustrate subqg‘msmns within the
group showing abnormal scans A
P
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Le dépistage par scintigraphie myocardique ne modifie pas globalement le
pronostic de diabétiques tout vgﬁ\ant (A) bien que l'incidence d’événements est 6
fois plus élevée en caoosz%l’anoma/ies modérées ou importantes (B)

@)
6\)
— L -
| A | Al participants Q@Q B | Screening group
0.061 <> 0.167 |
= SIeENIng o MP! Screening resulls 8\@‘
______ No screening & Mormal &
“@ & & s Small dafect -l
§ NG § s===== hoderate or large datect I\QQ’
z | S . ] w 0.12 ——— Monperfusion abnormality (»\é.’\
2 . ulative 5-year cardiac event rate: 2.9% § No sereening test oL |
n = o
8 éc;?“# 0.6% per year g 010 & |
- O x T T
2 » € 008 | &
. M 1
0 oq&% ! g= ' n@b Etude DIAD,
o | ' &
£ | 4‘_‘_‘——'7 g 0.6 | JAMA 2009; 301:
2 A . !
- ah = J . _
3 P e 2 004 i &7 Log-rank P=.005 8547-1555
E Qq/ E p——,
=) =] i R
& G hae A
— Log-rank P=.73 i*\
1
F— 23]
D |:| W'uu“w.‘@\-?n!
0 1 2 3 4 5 0 éo‘z‘i 2 3 4 5
Years L Years
Mo, @l risk Mo, al rick .ng
Mo screening 562 557 246 529 495 381 MPI Screening results oq‘
Screening 561 £56 546 526 4509 390 Marmal L4 408 402 359 370 290
Small datect S 80 49 48 46 42 a2
Moderate or larg@idatect 33 33 a2 30 29 22
Nonpartusion ahomality 30 29 79 27 26 20
No screeningflst a3 a7 35 35 3 26y




Score calcique coronaire: dgﬁ‘i\stage de I'athérosclérose calcifiée

A\

(b&@ Type 2 Type 3 Type 4 Type 5 Type 6
®Q Lesion Pre-atheroma Atheroma Fibroatheroma Complicated lesion
The Calcium Scale ’ Hematoma e

The calcium scale is a linear scale with 4
calcium score categories:

0 none

1-99 mild o
100-400 moderate
>400 ssyere Soft plaque regression
T "Noncalcified" "Mixed" plaque
*Calcium score .corr(‘e::aies directly with ris*k of cxcos'zl(?g”: 0 soft plaque CAC S(F;rﬁ Pl
events and likelihood of obstructive CAD CAC score = 0 >0 <100 CACrg&are ~ 100
(o el
&
i \ r .
D’apreés Parikh, 2018, ¢
. Group 1 Grogp 2 I o(’GrouP 3
Cleveland Clin J Med Incident CAC  Calcified & Calified
nonprogress&é progressors

| &

Increasing'@grdiac mortality risk
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» Dépiste les seules plaques
coronaires calcifiées (20%)

Normal Moderate
Calcification




Recommandations ADA (US) 2021 &

> Pas de recommandation de dépistage system\\athue de
I"IMS chez le diabétique asymptomathue@e‘h I ‘absence de

bénéfice démontré.

10.40

/gcommen dations

In asymptomatic patients, rou-
tine screening for coronary

mended as it does not |mprox[é
outcomes as long as atgﬁro—
sclerotic cardlovaSCLQar dis-
ease risk factors ar&}t\reated

10.41

Consider mvestlga‘t’lons for cor-
onaryartery@@easemthe pres-
ence of amf of the following:
atyplca} cardiac symptoms
(e.g., unexplalned dyspnea,
chest discomfort); signs or
symptoms of associated vas-
cular diseaseincluding carotid
bruits, transient ischemic at-
tack, stroke, claudication, or
peripheral arterial disease; or
electrocardiogram abnormalities
(e.g., Q waves). E

0(\

ADA Sga‘hdards of Medical Care,
D/a\gé?es Care 2021, 44, suppl.1

&0

v

'06
artery disease is not recom- ¢

N
&

\\Q

Recommendations &0

@

Routine assessment of microalbuminuria s indicated 10 identify patients at risk of developing '(‘"l,fe)@%llﬁh"-"'-l‘ a
high risk of future CVD. (\
A resting ECG &s indicated In patients with DM dagnosed with hypertession or with ¢ ,6&e cvD”

Assesiment of carotid and'or femoral plaque burden with artorial ultrascadgraph /G'Q( A Db considoned 34 4 ¢

Recommandations ESC / EASD 2020

Cosentino, EHJ 2020 Jan 7;41(2):255-323

la B
modfier in asymplomatic patents with DM.™ a\,@
N . = N
CAC score with CT may be considered s a risk moddier in the CV 1 ’.‘iéf'.:-'.'.'m"ll of asymptomatic patients with i1 8
i 4
DM at moderate rigk* *’ O‘Q\
-0-.1
CTCA or functional imaging (radonuclide myocardial perfus ,@ Maging, stress cardiac magnetic resonance Imaging, or
exorcie or ’umdt\t,_ 3 Mress eChoCaroora H\I" &%‘ onsidered in asymptomatic patients with DM for Iib B
frmx;x'(/«[“‘ 221 ,\O
ABI may be considered as a risk modéier In Cé@e: assessment [} ]
Detecvon of atheroscieratic plague of (8&)‘! or fernoral artories by CT, o magnetic resonance imaging, may be con- i1 8

dored a8 a risk modifier in patier 115@?1 DM at moderate or high risk Cve
Carotid ultrasound intima m@)qm kness soreering for CV risk assessment {s not recommer yded.”
© R PaL
Routinne assossiment of ¢ ({,\ fating biomarkers i not recommendid for CV rak stratification

sk scores -:f:‘.c‘.oagx' for the general population are not recommended for CV risk assessment in patients with DM

P



Prise de position SFC / SFD
sur le dépistage de la maladie
coronaire chez le diabétique
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Diabétique a haut risque:
1. Proposerle SCC
2. Test dépistage d’|sche@\% si SCC > 400

» Stratégie /%Iius ciblée mais dont le
bénéficeh’a pas encore été évalué

SFC/SFD, Diabetes
Metabolism 2021

\
S
&

y 2 Patients with diabetes aged 35-75 years

X
&
QQ? 4 1. Very high risk 7 At least 1 of : )
\@\\ 1 Previous C\ disease (including atrial fibrillation/heart failure)
,b(\ 1 LDL cholesterol = 190 mg/dL despite treatment
Q,Q I Alcuminuria = 300 mgd24 hours or 200 mg/L or equivalent? Yes
o | eGFR < 30mL/min/1.73 m? )
| ECG : abnormnal Q waves
| Echo : abnormal LV (function/hypertrophy)
| Peripheral atheromatous stenosis = 50% )
Mo 1
o . .
2. High risk ? At least 2 of :
"1 Diabetes duration = 10 years for type 2 or = 20 years for type 1
! Premature CAD in a first-degree relative (men < 50 years ; women < 80 e%rs}
Mo 1 Persistently uncontrolled risk factors (Hb&,_, LDL-C, non-HDL-C, BP, siwoking)®
Confirmed alouminuria : 30-300 mg/24 hours or 20-200 ma/L or eq alent
or @GFR 30-60 mL/min/1.73 m? \\
Severe retinopathy or autonomic neuropathy or erectile dysfuncﬁbn
Low physical activity (cannot climb more than 2 stairs) &0 y
oS
Yes 1 (\@
O
3. CAC score &
| O \
. I IR b
0-10 11-100 &403 > 400
N r<° A
= 50 < 50 P60 <60
years years | oc\}rears years
T ¥
',\\9 W
—— Moderate risk &sﬁgh risk =~ Very high risk ::
<
| & !
Apprupr'@&e therapeutic targets (Table 2]
\)O
%6 Screening for
Q@ CAD (table 1)
o
O .
. _ I8 . . — MNegative
Cardiological’ Very high risk
advice © with ischemia Positive
COro or suspected

.

J

angicégrpyhy

significant CAD




TABLE 2 Summary of CAC Absolute Event Rates From
14,856 Patients in 5 Prospective Studies (11,19,21,24,25)
CAC Score FRS Equivalent 10-Year Event Rate, %
0 Very low 1.1-1.7
1-100 Low 2.3-5. 95@’
101-400 Intermediate 12. 8;1% 4
~400 High %286
. ~1,000 Very high &Q 37.0
Q\f\ Moderate Severe Q}““’
ogeo Calcification Calcification CAC = coronary artery calcium; FRS Frammghan&qRus ore.
S &
5 s Hecht, JACC 2015
& > Que proposez-vous ? . o N
q:\e’ A9
Qq/© ‘oyf\‘@%

1. Traitement médical optimisé des FDR &

2. Ajout d’aspirine 75-100 mg Qf

3. Scintigraphie myocardique ou Echocardio, ape stress

§°
4. Coroscanner o
b
! ©
5. Coronarographie &
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» Score caquue eﬁ}onalre mesuré a 524 UA

TABLE 2 Summary of CAC Absolute Event Rates From
14,856 Patients in 5 Prospective Studies (11,19,21,24,25)

JACC 2015

Normal Q:\O Moderate Severe
Qeo Calcification Calcification
60
&
» Que proposez-vous ?
©f9

N
N4

CAC Score FRS Equivalent 10-Year Event Rate, %
0 Very low 1.1-1.7
1-100 Low 2.3-5. 90‘@’
101-400 Intermediate 12. 8;1% 4
~400 High 125286
~1,000 Very high & 370
,Q)(’\‘
CAC = coronary artery calcium; FRS Frammghan&qRusk Score. HECht,
&
,\o
@Q
@
<9
1%'

QQ\Q

1. Traitement médical optimisé des FDR: conseng@f et preuves

2. Ajout d’aspirine 75-100 mg: consensus >100Q4’00 (extrapolation études)

3. Scintigraphie myocardique ou Echocardio, ape stress: discute
4. Coroscanner: limites d’/nterpretatmn/cﬁ?af:catlons

5. Coronarographie

P




Optimisation des FDR du

diabétique a tres haut nsﬁue Ccv

Exercice physique 30 mnggﬁf/ semaine

Alimentation optlmls%étype
medlterranneenneb@‘

LDL- Cholestero@z O 55 g/I:
» Statine -gy‘ Ezetimibe
PAS < 13’ mmHg

Optlrrﬂsatlon du traitement anti diabétique: Cf.

Aspirine 75-100 mg: proposée si SCC > 100 a 400

chez le diabétique

In patients with DM at high or very high CVD

mary prevention in the absence of clear
5,624,625

contraindications.

risk, low-dose aspirin may be considered for pri-

b

2021 ESC Guidelines on cardiovascular disease

prevention in clinical practice

in: EHJ 2021

STEP | [
Stop smoking and Mestyle recommendations (Chss 1)) AND | ‘

I

(%)
Intensified treatr@& based on:
« 10-year CVD risk 32
« Lifetime CVD r& and treatment benefit?

+ Comorbi {, fmilty
+ Patientypreferences
O
s o
S sBP oLCc
& <130mmHg  <1.8 mmollL
QQ if tolerated (<70 mg/dL)
I (Classl) (Class 1)

SGLT2-i or GLP-IRA
if not already on it
(Class IIb)

Patients with type 2 diabetes mellitus

— Established ASCVD or severe TOD* -~
Without With
i .
*@
Risk & »
( B é\
Moderate® High® ®®
; D
S~ o & :
. SBP<I40to BP <140 to
130 mmHg @130 mmHg A""g‘:'“"""‘
if tolerated (Qea if tolerated = ""{
(Class 1) Q (Class 1) ( )
;QO
o =
e ¥ LDL-C | SGLT2-i or GLP-1RA..c
i arol O >50% reduction and — -
(<100 mg/ KQ) <1.8 mmol/L ... for CVD: Class |
G ",'é, (<70 mg/dL)
ll) (Class 1) ... for TOD: Class Ilb
4 l l
STEP 2 R

HbAlc: <53 mmol/mol (<7.0%) (Class I)

Intensified treatment based on:
« Residual 10-year CVD risk
« Lifetime CVD risk and treatment benefit*
« Comorbidities, frailty

l

« Patient preferences

<130 mmHg <1.4 mmol/L DAPT, DPI,
if tolerated (<55 mg/dL)  novel upcoming
(Class 1) (Class I) interventions
- N - (e.g. colchicine,
SGLT2-i or GLP-1RA EPA)
if not already on it (Class lIb)
(Class I)

@ rFsr-—




Importance de combiner pIu5|esﬂrs interventions médicamenteuses

et non medlcamenteﬁses dans le diabete de type 2.
Le risque d’événement C(JI’dIO\(ﬁSCU/GII’e est reduit de 57% avec une intervention

multifactorielle mt@nSIve dans le diabete type 2: essai STENO-2

&O
@Q
\.
o 380 &0\) 80—
& 104 Conventional therapy T 300+ P D
: > N
£ 93 g . P i S
3 £ - E 250 60 Conventional therapy - Q}
_E? | H_i I = - 2 E 2009 &' S h E — i \Q\' T
74 Intensive therapy &= e q: L
o 3 18 imenswethersgy © 7 T o i Conventiona heg'ae‘:ﬁ.
-.E 5 6&_ = e EIE_ Q
% y %§ 507 3 - Q,&
7 & -~ Q
O —T—T T T T T T T 0 | LA S S B S B E = ED_ '|- %)
o1 3 5 6 7 8 9 10 11 1 13 2 3 4 5 6 7 8 9 1011 12 13 & il = f@
iﬁ 170+ O% 175 o= 40 o
E' 162___ Conventional therapy 60 i e 61 Conventional therapy E 3 ] & |: E.:.l \)&O T
R I 162 R EEE S & g . S
3 1e0d 1o Y Q H = : »
£ 1304 I -3 (\9 100 Intensvetheram T - =
o Intensive therapy 6 E —F- — -E = I = —h r ¥
120l ’ FIE y | = O ntensive therapy
E 110+ ,\‘e@ § 50 3 'E
£ 1004 Vv 8 oz E 2
2y © 3
& TN T T T T T o T T T T T T L,I
] l(iQ 4 5 6 7 & 9 10 11 12 13 5 g 9 10 11 12 13
i‘ﬁ 954 350 | | T T T
E a0+ 1 omventional therapy L
-E— a5 8 Conventional therapy i ic:: © : T & I g J.E ].J. 1.2 13
s 25
B %0733 3 E o 1 ! &0\}
E ool g i’ : Years of Follow-up
.§ 204 Intensive therapy I-I -i 150 I—II - 3 5—F--- B E O\z\
: :;_ ::!_-h IC-; Intensive therapy Hﬂ Et Eish: 6\)0%
= 3/ 5
D’ FtEﬂEWEtﬂEFEP.Eﬂ-e%FE 65 6l 56 50 47 131
0 1 2 3 4 5 6 7 & 9 1011 12 13 o 1 2 3 4 5 & 7 8 9 1011 12 13 q - -
Years of Follow-up Years of Follow-up Convention al & 300 Y 60 a0 38 23 25 14
therapy s
q/\
: . ©
Gaede P: NEJM 2008, 358: 580-91 QO

%




Qwe retenlr ?

6\

La détection de I'lMS chei Ie diabétique (par scintigraphie) détecte environ
1/5 patient avec |schem|e

» Ceci identifie dQS’SUJetS a risque coronaire plus élevé. &
Mais le deplog’t%ge n‘améliore pas significativement le pronostlgeﬁes patients
C)e ~o°
& oc}\

Le scora%aluque coronaire est propose chez le d|abet|qu\eba haut risque
(alfbb + FDR ou AOC):
»$CC > 400 = trés haut risque. \
La prise en charge optimisée du diabete et dg@ FDR améliore
considérablement le pronostic. Ooo@
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L'alimentation medlterrahneenne réduit tres fortement
le risque cardlovascujzalre notamment chez le diabétique

c°°
AO

A Primary End Point (acute myocardial infarction, stroke, Oé,‘é?éath from
cardiovascular causes) <9

Med diet, EVOO: hazard ratio, 89 (95% Cl, 0.53-0.91)
Med diet, nuts: hazard ratio,@@?Z (95% Cl, 0.54-0.95)

PR=)
Q
0.07+ A
1.0+ o o C | di
0.06- - %B/ 31 A, ontrol diet
0.9+ : ‘\0
. Med diet,
. 084  0.05- e(3?‘ e
2 071 O /
‘g 0.6 &
= 3]
s 05_&00
= 0.02
L; ‘4} Med diet,
£ '\@3— 0.01- EVOO
o,
0,00"l T T T T T T T T T I 1
0.1+ 0 1 2 3 4 5
0.0—=—=—== T T T T T T T T T 1
0 1 2 3 4 5

Effet observé dans les sous- groupes

@‘
Combined Control é\.
. . . <
Mediterranean Diets Diet %) lue f
Subgroup - T ‘ HazargeRatio (95% Cl) P Value for
no. of participants with primary end-point ,b(\' Interaction
event/total no. of participants Q)Q
Sex 0.62
Male W07/2178 B4/987 —— 'Q)é\ 0,68 (051-0.94
Female 72/1819 45(1463 —-% 0.73 (050-1.07
;QO
Lge O 0.24
<F0yr 853272 4771504 + 072 [0.52-1.05
70w 93/1725  62/946 —O@.— 0.71 (051098
[ imbetes . N QKV 0.63
No 58/2572 40/1261 \’}S-—.— 0.67 (0:45-1.01
Yes D I a b Ete 171/2425  £G/1189 &O S — 0.71 (051-0.98
- —
Hypertension '®% 0.06
No 40/8E5 11400 6 . 1.25(D62-2.45
Yes 139/4112 58,2050 ‘@60 + 0.65 (050-0.84
Dyslipidemia ‘\9« 0.06
Mo TS 55&@\ I S 0.95 (064-1.42
Tes 102/5620 a) 765 _._ 0.60 (0.44-0.50
<0”
o
3
6\)
&
O
(o)

Estmch NEJM 2018

o
P>




Characteristics of tésts commonly used to
diagnose the presence of CAD

& Diagnosis of CAD

Sensitivity (%) Specificity (%)
Exercise ECG2

Exercise stress egls%cardiography

Exercise stregs%PECT
%h
Dobutam'r}@ stress echocardiography >
Dobuoté$nine stress MRIP 79-88 81-91
\ég@%dilator stress echocardiography 72-79 Q@Q‘Ov 92-95
il Vasodilator stress SPECT 90-91 P 7584
N R
| Vasodilator stress MRIb 67-94 %@9‘7’0 61-85
Coronary CTAS 95.98 64-83
Vasodilator stress PET $@1-97 74-91

CAD = coronary artery disease; CTA = computed tomography angiography; ECG = electrocardlggram; MRI = magnetic resonance imaging;
PET = positron emission tomography; SPECT = single photon emission computed tomograp

#Results without/with minimal referral bias; ®Results obtained in populations with medium- % lgh prevalence of disease without @

compensation for referral bias; cResults obtained in populations with low-to-medium prq@ ence of disease.
This slide corresponds to Table 12 in the full text.

EUROPEAN
SOCIETY OF

49-3003. doi:10.1093/eurheartj/eht296 NP —

www.escardio.org/guidelines
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Pas de bénéfice de la stratégie mvasf\le
vs conservatrice dans la mal%dle
coronaire stable: ISCHEMIA‘“I'rlaI

A Primary Composite Outcome

100+ 25

Conservative strategy

Invasive strategy

Cumulative Incidence (%)
»
=
T

404 5
304 0 T T T T 1
204 0 1 2 3 4 5
]04/
0-1 T T T T 1
0 1 2 3 4 5

Years since Randomization

Cumulative Incidence (%)

1004
90+
80
704
60
504
40
30
20+

B Death from Cardiovascular Causes or Myocardial Infarction

254
20+ ]
Conservative strategy
15+
10
Invasive strategy
54
c T ] T T 1
0 1 2 3 4 5

0

]0-/
0+

1 20

. 3 B 5

X
Years@\uce Randomization

xQ

@Q
@
<«
’
éo?’
. "90 Difference in Event Rate,
Percent of @ Invasive Strategy Minus Conservative Strategy
Subgroup Patients  Estimated 5-X{Event Rate (95% CI)
Invasive QQonservatuve
Strate Strategy
— - . /\0 N ;
Met ischemia eligibility criteria, according to ;
core laboratory 0 E
No 13 24.4 16.3 * L 8.1 (-11.0to 27.3)
Yes § 16.0 18.2 —- -2.2 (-5.2t0 0.8)
Degree of baseline ischemia, according to core laboratoryb E
None or mild Q~ 119 24.7 16.9 t L 7.9 (-11.3 to 27.1)
Moderate (\Q 333 18.2 20.0 —— -1.8 (-6.9t03.2)
Severe ('.C) 54.8 14.6 17.1 —=—: -2.6 (-6.3 to 1.2)
Diabetes _® i
No A’ 58.2 145 15.7 — -1.2 (-4.8 t0 2.4)
NS, % 41 R 18 R 216 —.—:— _228 (705 t02 0)
New or more frequent angina ?iq\o H
No Q 73.8 16.0 19.1 - = -3.1 (-6.6 t0 0.3)
Yes (1' 26.2 17.6 15.9 —— 1.7 (-3.6 t0 6.9)
Guideline-based medical therapy at baseline E
No 80.3 17.0 18.7 — -1.6 (-5.1t0 1.8)
Yes 19.7 12.7 16.0 _— 33 (-9.1t02.5)
CAD severity based on 50% stenosis !
One vessel 233 9.6 8.2 —:VI— 14 (-42t07.1)
Two vessel 31.4 10.2 11.9 _— -1.8 (-6.7 t0 3.2)
Three or more vessels 45.1 20.7 239 —I—E— -3.2(-9.5t03.2)
Stenosis of the proximal LAD coronary artery (=50%) i
No 53.2 13.4 133 —a— 0.1 (-3.9t0 4.1)
Yes 46.8 15:5 18.1 ——— -2.6 (-7.5t02.3)
20 o o 1o 2 10
Invasive Conservative
Strategy Strategy
Better Better

No. at Risk No. at Risk XS
Conservative strategy 2591 2431 1907 1300 733 293 Conservative strategy 2591 ﬁ} 1933 1325 746 298
Invasive strategy 2588 2364 1908 1291 730 271 Invasive strategy 2588 3 1933 1314 742 282
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Years since Rando@n&lion Years since Randomization
No. at Risk (;\\' No. at Risk
Conservative strategy 2591 2548 2065 & 1445 844 349 Conservative strategy 2591 2452 1931 1321 747 298
Invasive strategy 2588 2518 2 1431 827 317 Invasive strategy 2588 2379 1931 1313 742 283
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