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Ruolo del colesterolo LDL 

Il colesterolo viene, ad oggi, 

universalmente considerato non 

un semplice fattore di rischio 

ma, un fattore causale di 

malattia aterosclerotica
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TARGET DIVERSI PER PAZIENTI DIVERSI

ESC guidelines 2019
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Più tempo siamo esposti a bassi valori di 

colesterolo minore sarà il nostro rischio di 

presentare un evento aterosclerotico
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INIZIARE 
PRESTO
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TERAPIE A DISPOSIZIONE
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LA ‘POTENZA’ DEI FARMACI A DISPOSIZIONE

Inclisiran
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CONCLUSIONI
LOWER

SOONER

FOR LONGER

EFFICACY

PERSISTENCE

SAFETY
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Jane K Stock Atherosclerosis 2020
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Il paziente con ipertensione arteriosa
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Cosa c’è di nuovo?

NUOVA 
CLASSIFICAZIONE
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TARGET PIÙ AMBIZIONI
PAS 120-129 mmHg

PAD 70-79 mmHg
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Abstract—Elevated blood pressure remains the single biggest risk factor contributing to the global burden of disease and 
mortality. May Measurement Month is an annual global screening campaign aiming to improve awareness of blood 
pressure at the individual and population level. Adults (≥18 years) recruited through opportunistic sampling were screened 
at sites in 92 countries during May 2019. Ideally, 3 blood pressure readings were measured for each participant, and data 
on lifestyle factors and comorbidities were collected. Hypertension was defined as a systolic blood pressure ≥140 mm Hg, 
or a diastolic blood pressure ≥90 mm Hg (mean of the second and third readings) or taking antih ypertensive medication. 
When necessary, multiple imputation was used to estimate participants’ mean blood pressure. Mixed-effects models were 
used to evaluate associations between blood pressure and participant characteristics. Of 1 508 130 screenees 482 273 
(32.0%) had never had a blood pressure measurement before and 513 337 (34.0%) had hypertension, of whom 58.7% 
were aware, and 54.7% were on antihypertensive medication. Of those on medication, 57.8% were controlled to <140/90 
mm Hg, and 28.9% to <130/80 mm Hg. Of all those with hypertension, 31.7% were controlled to <140/90 mm Hg, 
and 350 825 (23.3%) participants had untreated or inadequately treated hypertension. Of those taking antihypertensive 
medication, half were taking only a single drug, and 25% reported using aspirin inappropriately. This survey is the 
largest ever synchronized and standardized contemporary compilation of global blood pressure data. This campaign is 
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Sottoposti a screening 1 508 130

A che punto siamo?
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Diabete mellito & co
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COME TUTTO È INIZIATO
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Come tutto è iniziato
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ahHF or an urgent HF visit; bPost-hoc analysis; cNominal 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.

DAPA 10 mgStatistically 
significant 
as early as 

Day 283,b

Months from Randomization 

Placebo

HR: 0.74 (95% CI: 0.65-0.85)
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Primary Endpoint
Composite of CV Death or Worsening HFa

CV death Worsening HFa

30RRR
%

3.7% ARR
p=0.00003

18RRR
%

1.9% ARR
p=0.029

26 RRR
%

p=0.00001

CV Death or 
Worsening HFa

Consistent benefit in the primary 
endpoint across key subgroups 

All-cause 
mortality

17RRR
%

2.3% ARR
p=0.022c

All-cause 
mortality was 

also reduced in 
the dapagliflozin 

group

ARR
%4.9

Quality of life

18RRI
%

P<0.001

SCOMPENSO CARDIACO A FRAZIONE DI 
EIEZIONE RIDOTTA

Emperor reduced
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SCOMPENSO CARDIACO 
A FRAZIONE DI 
EIEZIONE LIEVEMENTE 
RIDOTTA O PRESERVATA
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OOnnee ffoorr  aallll

HFpEFHFrEF HFmrEF



#ForumRisk19

HFrEF

HFpEF

HFmrEF

Dapagliflozin/
Empagliflozin

(Class I)

Dapagliflozin/
Empagliflozin

(Class I)

Dapagliflozin/
Empagliflozin

(Class I)

MRA
(Class I)

Beta-blockers
(Class I)

ACEI/ARNI/ARB

(Class I)

Diuretics for 
fluid retention

(Class I)

Diuretics for 
fluid retention

(Class I)

ACEI/ARNI/ARB

(Class IIb)
MRA

(Class IIb)
Beta-blockers

(Class IIb)

Treatment for 
eatiology, CV 

and no-CV 
comorbodities

(Class I)

Management of patients

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

ESC Heart Failure Guidelines: Class IA Recommendation for SGLT2-i in 
Patients With HF 
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EMPA-REG OUTCOME: improvement in kidney outcomes was 
consistent across kidney-related subgroups

*Prespecified outcome defined as progression to severely elevated albuminuria (UACR >300 mg/g), doubling of serum creatinine (accompanied by eG FR [MDRD] ≤45 ml/min/1.73 m2), 
initiation of RRT or death from kidney disease; †Reduction was also consistent across subgroups of baseline anti-hypertensive, ACEi/ARB, and diuretic use; From Week 4 to the last value on 
treatment. ACEi, angiotensin-converting enzyme inhibitor; AKI, acute kidney injury; ARB, angiotensin-receptor blocker; eGFR, estimated glomerular filtration rate; MDRD, Modification of Diet in 
Renal Disease; RRR, relative risk reduction; RRT, renal replacement therapy; UACR, urine albumin-to-creatinine ratio
1. Wanner C et al. N Engl J Med 2016;375:323; 2. Wanner C et al. J Am Soc Nephrol 2018;29:2755
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The safety profile of empagliflozin was consistent across 
ba eline eGFR bg  ( 60 and <60 ml/min/1.73 m2)1

Events consistent with acute kidney failure, including 
AKI and hyperkalemia were reported in a

lower percentage of people in the empagliflozin 
group than in the placebo group1

Reduction in the risk of incident or 
worsening nephropathy* 1

eGFR category
(ml/min/1.73 m2)

p-interaction=0.74
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60 to <90

45 to <60

<45Albuminuria category
(mg/g)

p-interaction=0.87

30<30

In the overall population

39% RRR

HR 0.61
(95% CI 0.53, 0.70)

Rate of kidney function decline was reduced with 
empagliflozin compared with placebo2
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per year
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Empagliflozin

Patient analysed

Placebo
Empagliflozin

2323 2295 2267 2121 2064 1927 1981 1479 1262 1123 977 731 4482205 1763
4644 4578 4318 4225 4018 4131 3103 2654 2387 2087 1623 10374451 3710

Placebo
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0

0 26 52 78 104 130

EMPEROR-Reduced: empagliflozin slowed the rate of kidney function 
decline in HFrEF, in a population which included people with CKD

CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; HFrEF, heart failure with reduced ejection fraction; SGLT2, sodium-glucose cotransporter 2; UACR, urine albumin-to-
creatinine ratio 
1. Zannad F et al. Circulation 2021;143:310; 2. Packer M, et al. N Engl J Med 2020;383:1413
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Early difference between 
empagliflozin and placebo 
due to the previously reported 
initial drop with SGLT2 inhibitor 

Empagliflozin: decline of
-0.55 ml/min/1.73 m2 per year

Placebo: decline of 
-2.28 ml/min/1.73 m2 per year

1-year 2-year 3-year

+1.73
eGFR slope difference

ml/min/1.73 m2 per year
p<0.001

CKD

47%
Mean eGFR 79

ml/min/1.73 m2

Median UACR 36
mg/g

CKD

53%
Mean eGFR 47

ml/min/1.73 m2

Median UACR 15
mg/g

Of 3730 people with HFrEF1,2: Rate of long-term kidney function decline was 
slower with empagliflozin than placebo1,2

<60 ml/min/1.73 m2

in 48% of people eGFR
Overall mean

62
ml/min/1.73 m2

50% had diabetes at baseline

eGFR

Weeks since randomisation
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EMPRISE: empagliflozin improved kidney-related safety 
compared with DPP-4i treatment in the US real-world setting

*Defined as history of myocardial infarction, unstable angina, coronary atherosclerosis and other forms of chronic ischemic heart disease, coronary procedure, heart failure, ischemic or 
hemorrhagic stroke, transient ischemic attack, peripheral arterial disease or surgery, lower extremity amputation; †Defined as a discharge diagnosis code in the primary position; Defined as a 
discharge diagnosis code in any position.
AKI, acute kidney injury; CI, confidence interval; CV, cardiovascular; DPP-4i, dipeptidyl peptidase 4 inhibitor; HR, hazard ratio; RRR, relative risk reduction; T2D, type 2 diabetes
1. Patorno E et al. Diabetes Obes Metab 2022;24:442

20

10% had diabetic nephropathy at baseline

Empagliflozin reduced the risk of AKI compared with 
DPP-4i treatment1

Of 78,144 people with T2D were included in the 
3 Year analysis1:

28% had CV disease*

AKI (primary)

40% RRR

HR 0.60
(95% CI 0.43, 0.85)

AKI (broad)

38% RRR

HR 0.62
(95% CI 0.55, 0.71)

EMPEROR-Preserved: empagliflozin slowed the rate of decline in kidney 
function in people with HFpEF with or without T2D

*Chronic dialysis, kidney transplantation, sustained reduction of ≤40% in eG FR, or sustained eG FR <15 ml/min/1.73 m2 for people w ith baseline eG FR ≤30 ml/min/1.73 m2 or <10 ml/min/1.73 m2 for people with baseline 
eGFR <20 ml/min/1.73 m2. eGFR, estimated glomerular filtration rate; HFpEF, heart failure with preserved ejection fraction; HR, hazard ratio; SGLT2, sodium-glucose cotransporter 2; T2D, type 2 diabetes
1. Anker S et al. N Engl J Med 2021;385;1451

14

Incidence of the composite kidney outcome in people 
treated with empagliflozin was similar to placebo*1

HR 0.95
(95% CI 0.73, 1.24)

Incidence of acute kidney 
failure was similar between 

treatment arms
1-year 2-year 3-year 4-year

Of 5988 people with HFpEF1: Empagliflozin reduced the rate of kidney 
function decline1

<60 ml/min/1.73 m2

in 50% of people eGFR
Overall mean

61
ml/min/1.73 m2

49% had diabetes at baseline
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Early difference between empagliflozin and 
placebo due to the previously reported initial 
drop with SGLT2 inhibitor 

Empagliflozin: decline of
-1.25 ml/min/1.73 m2 per year

Placebo: decline of
-2.62 ml/min/1.73 m2 per year

+1.36
eGFR slope difference

ml/min/1.73 m2 per year
p<0.001

eGFR

Baseline
12 32 52 76 100 124 148 172

Weeks since randomisation
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PROTEZIONE CARDIO-NEFRO-METABOLICA
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CONCLUSIONS
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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Effetti Metabolici: 

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

2) Riduce l’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 velocità di declino del filtrato glomerulare stimato (eGFR) e riduzione dell’albuminuria nel tempo

Effetti Anti infiammatori:

1) riduzione dei livelli di citochine pro-infiammatorie
2) modulazione dell'attività del sistema immunitario

SEMAGLUTIDE (glp-1 ra) MECCANISMI DI CARDIO-NEFROPROTEZIONE 
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mace Hf 
composite

CV 
death

All cause death

HFrE
F

HFpEF

Lo studio SELECT ha recentemente valutato l’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
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SEMAGLUTIDE

▪ 529 pazienti con scompenso cardiaco con funzione cardiaca preservata e 
obesità (BMI >30)

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

▪ End point primari: Variazione del Kansas City Cardiomyopathy 
Questionnaire clinical summary score (KCCQ-CSS; valori da 0 a 100, 
valori più alti indicano meno sintomi e meno limitazione fisica) e 
cambiamento del peso corporeo . 

▪ End point secondari: 6MWT, composito di morte, scompenso cardiaco, 
cambiamenti nel KCCQ-CSS e 6MWT, cambiamenti nei valori di PCR.

▪ 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 
(differenza -10.7 punti percentuali; 95% CI, -11.9 a -9.4; P<0.001). 

▪ Eventi avversi seri : 35 participanti (13.3%) in  semaglutide , 71 (26.7%) 
in placebo.

▪ Conclusioni: Nei pazienti con scompenso cardiaco a funzione sistolica 
preservata e obesità il trattamento con semaglutide (2.4 mg) porta a 
riduzione dei sintomi e incremento della capacità di esercizio e perdita 
di peso rispetto a placebo. 

STEP-HFpEF TRIAL
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TARGET SFIDANTI CON 
FORTI RICADUTE 
PROGNOSTICHE

FARMACI EFFICACI

VALUTAZIONE 
CARDIO-METABOLICA 

«OLISTICA» DEL PZ

VALUTAZIONE MMG

CUP

CONSULENZA 
CARDIOLOGICA

CASA DI COMUNITA’

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 AI MMG DELLA CASA DI 
COMUNITA’

- ATTIVITA’ DI «HEART TEAM» 
TERRITORIALE

PROPOSTE DI NUOVI MODELLI GESTIONALI

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 E VERIFICA DEI TARGET

AMBULATORIO DEDICATO FOLLOW-UP A 1 MESE

PROGRAMMI DI TELERIABILITAZIONE 
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AZIENDA USL TOSCANA CENTRO 
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