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Abstract: Background: Cardiovascular disease (CVD), the main macro vascular complication of type 2 

diabetes (T2D), increases the risk of death significantly in patients with T2D.  

Introduction: Most of the patients with T2D do not have obvious CVD symptoms. Due to the paucity 

of data, CVD screening in asymptomatic patients with T2D remains highly controversial.  

Methods: This has driven a panel of experts to establish a novel consensus on how to approach patients 

with T2D at high CVD risk. The panel formulated a stepwise algorithm by which patients with T2D un-

dergo initial risk stratification into low, intermediate and high risk using the ASCVD calculator. In pa-

tients with intermediate risk, coronary artery calcium measurement is used to further stratify those pa-

tients into new low and high-risk categories.  

Results and Conclusion: The panel recommends using standard diabetes care in low risk patients and 

using SGLT2 inhibitors and GLP1 agonists with cardio protective effect, on top of standard care, in 

high risk individuals. 

Keywords: Diabetes mellitus, cardiovascular disease, risk stratification, SGLT2 inhibitors, GLP1 agonists, macrovascular 
complications. 

1. INTRODUCTION 

Cardiovascular disease (CVD) is considered as the main 
macro vascular complication of type 2 diabetes (T2D), and 
increases the risk of death three to four times compared with 
people who do not have CVD [1]. This is more pronounced 
in the presence of abdominal obesity which is known to ex-
acerbate cardiovascular risk factors [2]. Although cardiovas-
cular disease remains the major cause of death in patients 
with type 2 Diabetes [3], most of the estimated 400 million 
persons with diabetes worldwide do not have obvious signs 
of cardiovascular disease [4]. Although the high occurrence  
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of coronary artery disease in patients with T2D has been well 
recognized, the ability to improve CVD event rates by opti-
mizing glycemic control has remained elusive [5]. 

Metformin, widely accepted as the first choice anti-
diabetic drug, also improves the cardiovascular disease out-
comes [6]. This has been first illustrated by the UKPDS 
study which found a 39% risk reduction in myocardial in-
farction in the group assigned to metformin versus conven-
tional therapy [7-10]. Subsequent studies also found evi-
dence of reduced CVD with metformin therapy . 

Beyond metformin, and up until recently, data has always 
been limited to the comparative effectiveness of the many 
oral anti-hyperglycemic drugs [11]. Most studies focused on 
lowering glucose and related side effects rather than CVD 
outcomes [11]. Newer oral hypoglycemic drugs, however, 
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have demonstrated a clear benefit in reducing CVD risk be-
yond their glucose lowering effect [9]. 

In the Prospective Pioglitazone Clinical Trial in Macro 
vascular Events (PROactive), pioglitazone, on top of stan-
dard anti-hyperglycemic therapy, had no apparent benefit on 
the primary end point, which was a broad cardiovascular 
composite that includes peripheral vascular events [12]. It 
did however, modestly reduce a secondary outcome of MI, 
stroke, and cardiovascular mortality, but increased the risk of 
heart failure [13]. 

In the randomized, placebo-controlled trial, Saxagliptin 
and Cardiovascular Outcomes in Patients with Type 2 Diabe-
tes Mellitus, the DPP-4 inhibitor saxagliptin neither reduced 
nor increased the risk of the primary composite end point of 
cardiovascular death, myocardial infarction, or ischemic 
stroke, when added to the standard of care in patients at high 
risk for cardiovascular events, but increased the risk of hos-
pitalization for heart failure [14]. In a similarly designed 
trial, patients with type 2 diabetes and either an acute myo-
cardial infarction or unstable angina requiring recent hospi-
talization were randomly assigned to alogliptin or placebo, in 
addition to other diabetes medications (predominantly met-
formin, sulfonylurea, insulin) [15]. The primary endpoint (a 
composite of death from cardiovascular causes, nonfatal 
myocardial infarction, or nonfatal stroke) occurred in a simi-
lar proportion in both groups [15]. To determine whether 
sitagliptin, another DPP-4 inhibitor, was non inferior to pla-
cebo in patients with type 2 diabetes and established cardio-
vascular disease, a randomized trial, Effect of Sitagliptin on 
Cardiovascular Outcomes in Type 2 Diabetes [16], found 
that adding sitagliptin to usual care did not appear to increase 
the risk of major adverse cardiovascular events, hospitaliza-
tion for heart failure, or other adverse events [16]. In the 
CARMELINA randomized clinical trial, adults with type 2 
diabetes and high CV and renal risk were randomly assigned 
to receive, on top of standard medical care, either linagliptin, 
a selective DPP-4 inhibitor, or placebo [17]. The primary 
modified outcome, defined as the time to first occurrence of 
CV death, nonfatal myocardial infarction, or nonfatal stroke 
(3-point major adverse CV event [MACE]) over a median of 
2.2 years, occurred similarly in both groups [17]. 

Similarly, the CANVAS Program (Canagliflozin Cardio-
vascular Assessment Study) assigned participants with type 
2 diabetes mellitus to canagliflozin or placebo [18]. The pri-
mary end point, a composite of cardiovascular death, nonfa-
tal myocardial infarction, or nonfatal stroke was reduced 
with canagliflozin compared with placebo [18]. In addition 
to significantly reducing major adverse cardiovascular 
events, other trials have further demonstrated the reduction 
in cardiovascular death [19, 20]. The EMPA-REG OUT-
COME trail [19], a randomized, double-blind, placebo-
controlled assessed the effect of once-daily empagliflozin (at 
a dose of either 10 mg or 25 mg) versus placebo on cardio-
vascular events in adults with type 2 diabetes at high cardio-
vascular risk against a background of standard care. In the 
empagliflozin group, there were significantly lower rates of 
death from cardiovascular causes (3.7%, vs. 5.9% in the pla-
cebo group; 38% relative risk reduction) [19]. DECLARE, 
the trial of Dapagliflozin and Cardiovasular Outcomes in 
Patients with Type 2 Diabetes [21] studied the effect of Da-

pagliflozin versus placebo in patients with type 2 diabetes 
who had or were at risk for atherosclerotic cardiovascular 
disease The study found out that the treatment with dapagli-
flozin neither resulted in higher nor lower rate of the primary 
efficacy outcome of MACE when compared to placebo, but 
it did result in a lower rate of the other primary composite 
outcome of cardiovascular death or hospitalization for heart 
failure which was primarily driven by hospitalization for 
heart failure [21].  

Similarly, in LEADER [20], a double-blind trial has ran-
domly assigned patients with type 2 diabetes and high car-
diovascular risk to receive liraglutide or placebo. Fewer pa-
tients died due to cardiovascular causes in the liraglutide 
group (219 patients [4.7%]) than in the placebo group (278 
[6.0%]); 22% relative risk reduction [20]. Other trials [13, 
15-17, 22, 23] have studied cardiovascular outcomes in high-
risk patients with type 2 diabetes and displayed significant 
reduction rates of cardiovascular events but not of cardiovas-
cular death. In SUSTAIN-6, in patients with type 2 diabetes 
who were at high cardiovascular risk, the rate of cardiovas-
cular death, nonfatal myocardial infarction, or nonfatal 
stroke was significantly lower among patients who received 
semaglutide than among those who received placebo [22]. 

Accordingly, several guidelines and international consen-
suses have highlighted the roles of Empagliflozin and Lira-
glutide in reducing CV risks in T2D patients.  

In the recently issued American Diabetes Association 
Standards of Medical Care in Diabetes, the section of phar-
macological approaches to glycemic treatment [23] has 
stated the following, “In patients with type 2 diabetes and 
established atherosclerotic cardiovascular disease, antihyper-
glycemic therapy should begin with lifestyle management 
and metformin and subsequently incorporate an agent proven 
to reduce major adverse cardiovascular events and cardio-
vascular mortality (currently empagliflozin and liraglutide), 
after considering drug-specific and patient factors. (Level of 
Evidence A). Another antihyperglycemic agent, canagli-
flozin may be considered to reduce major adverse cardiovas-
cular events, based on drug-specific and patient factors 
(Level of Evidence C).” Empagliflozin was further given 
attention in the section on cardiovascular disease and risk 
management [23] which stated: “The FDA recently added a 
new indication for empagliflozin, to reduce the risk of car-
diovascular death in adults with type 2 diabetes and cardio-
vascular disease.”  

In the Diabetes Canada 2018, Clinical Practice Guide-
lines for the Prevention and Management of Diabetes in 
Canada [24], the following was stated, “In adults with type 2 
diabetes with clinical CVD in whom glycemic targets are not 
achieved with existing antihyperglycemic medication(s) and 
with an eGFR >%30mL/min/1.73 m2, an antihyperglycemic 
agent with demonstrated CV outcome benefit should be 
added to reduce the risk of major CV events [Grade A, Level 
1A for empagliflozin; Grade A, Level 1A for liraglutide; 
Grade C, Level 2 for canagliflozin.” 

The 2016 European Society of Cardiology Guidelines on 
Cardiovascular Disease Prevention in Clinical Practice [25], 
stated that “the SGLT2 inhibitor empagliflozin demonstrated 
substantial reductions in CVD death (by 38%) and all-cause 
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mortality (by 32%), as well as hospitalization for Heart Fail-
ure (by 35%), as compared with standard care, suggesting 
that the use of an SLGT2 inhibitor should come very early in 
the course of management of patients with DM and CVD” in 
light of the results of the EMPAREG study [19]. 

The current consensus statement from the American As-
sociation of Clinical Endocrinologists/American College of 
Endocrinology (AACE/ACE) for the management of T2D 
[26] states that “Empagliflozin recently received FDA ap-
proval for indication of reducing cardiac mortality in adults 
with T2D and established CVD” and “liraglutide which re-
cently received FDA approval to reduce the risk of cardio-
vascular death, nonfatal myocardial infarction, and nonfatal 
stroke in adults with T2D and established cardiovascular 
disease”. In its summary algorithm, both SGLT2 inhibitors 
(specifically Empagliflozin) and GLP1 agonist (specifically 
Liraglutide) are listed as anti-diabetic agents with few ad-
verse effects and possible cardiac benefit.  

Finally, in the ‘Management of hyperglycaemia in type 2 
diabetes, 2018,.a consensus report by the American Diabetes 
Association (ADA) and the European Association for the 
Study of Diabetes (EASD)’ [27], considering ASCVD, HF 
and CKD, and affecting up to 25% of the population with 
type 2 diabetes, was vital. Accordingly, among patients with 
type 2 diabetes who have established ASCVD, SGLT2 in-
hibitors or GLP-1 receptor agonists with proven cardiovas-
cular benefits were recommended as part of glycemic man-
agement (with proven CVD benefit meaning label indication 
of reducing CVD events). For GLP-1 receptor agonists, the 
strongest evidence is for Liraglutide, followed by Semaglu-
tide and Exenatide extended release. Furthermore, in patients 
with type 2 diabetes and CKD, with or without CVD, the 
consensus recommends the use of an SGLT2 inhibitor shown 
to reduce CKD progression or, if contraindicated or not pre-
ferred, a GLP-1 receptor agonist was shown to reduce CKD 
progression. Both empagliflozin and canagliflozin have 
shown a reduction in HF and in CKD progression. The panel 
cautions against the use of GLP-1 receptor agonists in end 
stage renal disease [27]. 

This has led a group of expert physicians of endocrinolo-
gists and cardiologists from various leaders of academic cen-
ters in Lebanon to gather and attempt to establish consensus/ 
protocol on how to approach T2D with high cardiovascular 
risk.  

2. SCREENING METHODS AND CVD RISK STRATI-
FICATION  

Since coronary artery disease is present in a silent fashion 
in patients with diabetes, the identification of asymptomatic 
cardiovascular disease is of paramount importance [11]. The 
detection of disease before acute coronary syndrome events 
may improve morbidity and mortality [11]. Due to the pau-
city of data, however, CVD screening in asymptomatic pa-
tients with diabetes remains highly controversial [28-30]. 
Thus, the panel proposes to individualize clinical decision 
making in performing the below stepwise approach to iden-
tify subclinical CVD in patients with Type 2 diabetes.  

The panel suggests calculating the 10-year risk of heart 
disease or stroke using the ASCVD calculator published in 

the 2013 ACC/AHA Guideline on the Assessment of Car-
diovascular Risk [31]. The major advantages of using this 
calculator are highlighted by Goff et al. [32] and include 
the ability to estimate the risk for a broader-based ASCVD 
outcome that is more relevant to additional segments of the 
population. In addition, lifetime risk estimation may repre-
sent an additional step forward in supporting lifestyle be-
havior change counseling efforts [32]. The panel, accord-
ingly, proposes that those with a calculated risk <10% 
should be identified as low risk for CVD and those with a 
calculated risk >20% should be identified as high risk. For 
those whose calculated risk lies between 10 and 20%, the 
panel recommends coronary artery calcium score calcula-
tion for further stratification. This should not replace clini-
cal judgment and clinicians should individualize risk esti-
mates of patients.  

Detecting subclinical carotid atherosclerosis improves 
the prediction of cardiovascular events in patients with dia-
betes, and this has been evaluated in the development of 
CVD risk stratification tools [33]. Measurement of coro-
nary artery calcium (CAC) by cardiac computed tomogra-
phy is a noninvasive method of quantifying the burden of 
coronary atherosclerosis that has been proposed as a tool to 
enhance traditional methods for risk stratification [34]. 
CAC scoring has emerged as a widely available, consistent, 
and reproducible tool of assessing the risk of major cardio-
vascular outcomes in asymptomatic people, and the need 
for intervention [35]. Patients are typically stratified by 
Agatston units, yielding CAC scores of <100 (low risk), 
100 to 400 (moderate risk), and >400 (high risk). Published 
data indicate a linear relationship between CAC and clini-
cal cardiac events among asymptomatic individuals irre-
spective of diabetes [36]. Compared to patients without 
diabetes, however, in patients with diabetes, coronary calci-
fication is more extent, and nearly 25% of asymptomatic 
individuals with type 2 diabetes have markedly elevated 
CAC [37]. In a risk-factor-adjusted model, by Raggi et al., 
there was a significant interaction of calcium score with 
diabetes, indicating that, for every increase in CAC, there 
was a greater increase in mortality for diabetic than for 
nondiabetic subjects [38]. More importantly, patients suf-
fering from diabetes with no coronary artery calcium dem-
onstrated a survival similar to that of individuals without 
diabetes and no detectable calcium [38].  

If the calcium score is zero or low (<100), the panel rec-
ommends identifying such patients at low risk. On the con-
trary, patients with elevated CAC (>100) are identified as 
high risk. This is in agreement with the most recently pub-
lished guidelines [35]. 

It is important, however, to highlight the several limita-
tions of the ASCVD risk calculator, as there are insufficient 
guiding clinical recommendations for certain patient 
groups. These include younger adults (<40 years of age) 
who have a low estimated 10-year ASCVD risk but a high 
lifetime ASCVD risk based on single strong factors or mul-
tiple risk factors. Other groups include those with serious 
comorbidities and increased ASCVD risk (e.g., individuals 
with HIV or rheumatologic or inflammatory diseases, or 
who have undergone a solid organ transplantation) [31]. 
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3. THE PANEL’S RECOMMENDATIONS 

Inspired by the most recent guidelines, mentioned above, 
and by the risk stratification tool described previously, the 
panel recommends using standard diabetes care for low risk 
patients, and using SGLT2 inhibitors and GLP1 agonists 
with cardio protective effect, on top of standard of care, in 
high-risk individuals (algorithm).  

The panel recommends using standard diabetes care for 
low risk patients, and using agents with cardio protective 
effect, on top of standard of care, in high-risk individuals 
(algorithm). 
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"#$%&'$()*%$+),-.

/0)1($#23%(+&4)

56.

7856.)9%(:

;<=>

8$#'4#?4)0@)5#?&A

<=B-=>

575)8C0?&

;<== D<==

D-=>

8$#'4#?4)0@)5#?&A

E)5#?4%0F?0$&C$%G& 7H&'$(AA

1($#23%(+&4)56.



Diabetes Without Manifest CVD Current Diabetes Reviews, 2020, Vol. 16, No. 8     873 

 http://dx.doi.org/10.1016/S0140-6736(17)30058-2 PMID: 

28190580 
[7] UK Prospective Diabetes Study (UKPDS) Group. Intensive blood-

glucose control with sulphonylureas or insulin compared with con-
ventional treatment and risk of complications in patients with type 

2 diabetes (UKPDS 33). Lancet 1998; 352(9131): 837-53. 
 http://dx.doi.org/10.1016/S0140-6736(98)07019-6 PMID: 9742976 

[8] Bennett WL, Maruthur NM, Singh S, et al. Comparative effective-
ness and safety of medications for type 2 diabetes: an update in-

cluding new drugs and 2-drug combinations. Ann Intern Med 2011; 
154(9): 602-13. 

 http://dx.doi.org/10.7326/0003-4819-154-9-201105030-00336 
PMID: 21403054 

[9] Hong J, Zhang Y, Lai S, et al. SPREAD-DIMCAD Investigators. 
Effects of metformin versus glipizide on cardiovascular outcomes 

in patients with type 2 diabetes and coronary artery disease. Diabe-
tes Care 2013; 36(5): 1304-11. 

 http://dx.doi.org/10.2337/dc12-0719 PMID: 23230096 
[10] Lamanna C, Monami M, Marchionni N, Mannucci E. Effect of 

metformin on cardiovascular events and mortality: a meta-analysis 
of randomized clinical trials. Diabetes Obes Metab 2011; 13(3): 

221-8. 
 http://dx.doi.org/10.1111/j.1463-1326.2010.01349.x PMID: 

21205121 
[11] Fox CS, Golden SH, Anderson C, et al. American Heart Associa-

tion Diabetes Committee of the Council on Lifestyle and Car-
diometabolic Health; Council on Clinical Cardiology, Council on 

Cardiovascular and Stroke Nursing, Council on Cardiovascular 
Surgery and Anesthesia, Council on Quality of Care and Outcomes 

Research; American Diabetes Association. Update on Prevention of 
Cardiovascular Disease in Adults With Type 2 Diabetes Mellitus in 

Light of Recent Evidence: A Scientific Statement From the Ameri-
can Heart Association and the American Diabetes Association. 

Diabetes Care 2015; 38(9): 1777-803. 
 http://dx.doi.org/10.2337/dci15-0012 PMID: 26246459 

[12] Dormandy JA, Charbonnel B, Eckland DJA, et al. PROactive In-
vestigators. Secondary prevention of macrovascular events in pa-

tients with type 2 diabetes in the PROactive Study (PROspective 
pioglitAzone Clinical Trial In macroVascular Events): a random-

ised controlled trial. Lancet 2005; 366(9493): 1279-89. 
 http://dx.doi.org/10.1016/S0140-6736(05)67528-9 PMID: 

16214598 
[13] https://www.ncbi.nlm.nih.gov/pubmed/?term=Pioglitazone+ 

use+and+heart+failure+in+patients+with+type+2+diabetes+and+pr
eexisting+cardiovascular 

+disease%3A+data+from+the+PROactive+study+(PROactive+08) 
[14] Scirica BM, Bhatt DL, Braunwald E, et al. SAVOR-TIMI 53 Steer-

ing Committee and Investigators. Saxagliptin and cardiovascular 
outcomes in patients with type 2 diabetes mellitus. N Engl J Med 

2013; 369(14): 1317-26. 
 http://dx.doi.org/10.1056/NEJMoa1307684 PMID: 23992601 

[15] White WB, Cannon CP, Heller SR, et al. EXAMINE Investigators. 
Alogliptin after acute coronary syndrome in patients with type 2 

diabetes. N Engl J Med 2013; 369(14): 1327-35. 
 http://dx.doi.org/10.1056/NEJMoa1305889 PMID: 23992602 

[16] Green JB, Bethel MA, Armstrong PW, et al. TECOS Study Group. 
Effect of Sitagliptin on Cardiovascular Outcomes in Type 2 Diabe-

tes. N Engl J Med 2015; 373(3): 232-42. 
 http://dx.doi.org/10.1056/NEJMoa1501352 PMID: 26052984 

[17] McGuire DK, Alexander JH, Johansen OE, Perkovic V, Rosen-
stock J, Cooper ME, et al. Linagliptin Effects on Heart Failure and 

Related Outcomes in Individuals With Type 2 Diabetes Mellitus at 
High Cardiovascular and Renal Risk in CARMELINA. Circulation 

2019; 139(3): 351-61. 
[18] Mahaffey KW, Neal B, Perkovic V, de Zeeuw D, Fulcher G, 

Erondu N, et al. Canagliflozin for Primary and Secondary Preven-
tion of Cardiovascular Events: Results From the CANVAS Pro-

gram (Canagliflozin Cardiovascular Assessment Study). Circula-

tion 2018; 137(4): 323-4. 
[19] Zinman B, Wanner C, Lachin JM, Fitchett D, Bluhmki E, Hantel S, 

et al. Empagliflozin, Cardiovascular Outcomes, and Mortality in 
Type 2 Diabetes. N Engl J Med 2015; 373(22): 2117-8. 

[20] Marso SP, Daniels GH, Brown-Frandsen K, Kristensen P, Mann 
JFE, Nauck MA, et al. Liraglutide and Cardiovascular Outcomes in 

Type 2 Diabetes. N Engl J Med 2016; 375-22.(4): 311-22. 
[21] Wiviott SD, Raz I, Bonaca MP, Mosenzon O, Kato ET, Cahn A, et 

al. Dapagliflozin and Cardiovascular Outcomes in Type 2 Diabetes. 
N Engl J Med 2019; 380(4): 347-57. 

[22] Marso SP, Bain SC, Consoli A, Eliaschewitz FG, Jódar E, Leiter 
LA, et al. Semaglutide and Cardiovascular Outcomes in Patients 

with Type 2 Diabetes. N Engl J Med 2016; 375(19): 1834-44. 
[23] American Diabetes Association. 8. Pharmacologic Approaches to 

Glycemic Treatment: Standards of Medical Care in Diabetes-2018. 
Diabetes Care 2018; 41(Suppl. 1): S73-85. 

 http://dx.doi.org/10.2337/dc18-S008 PMID: 29222379 
[24] http://guidelines.diabetes.ca/cpg 

[25] 2016.https://www.ncbi.nlm.nih.gov/pubmed/27222591 
[26] Garber AJ, Abrahamson MJ, Barzilay JI, et al. Consensus state-

ment by the american association of clinical endocrinologists and 
american college of endocrinology on the comprehensive type 2 

diabetes management algorithm - 2018 executive summarY. En-
docr Pract 2018; 24(1): 91-120. 

 http://dx.doi.org/10.4158/CS-2017-0153 PMID: 29368965 
[27] 2018.https://www.ncbi.nlm.nih.gov/pubmed/30291106 

[28] Upchurch CT, Barrett EJ. Clinical review: Screening for coronary 
artery disease in type 2 diabetes. J Clin Endocrinol Metab 2012; 

97(5): 1434-42. 
 http://dx.doi.org/10.1210/jc.2011-2122 PMID: 22419711 

[29] Bax JJ, Young LH, Frye RL, Bonow RO, Steinberg HO, Barrett EJ. 
ADA. Screening for coronary artery disease in patients with diabe-

tes. Diabetes Care 2007; 30(10): 2729-36. 
 http://dx.doi.org/10.2337/dc07-9927 PMID: 17901530 

[30] https://spectrum.diabetesjournals.org/content/21/3/166 
[31] 2013.https://www.ahajournals.org/doi/full/10.1161/01.cir.00004 

37741.48606.98 
[32] Goff David C, Lloyd-Jones Donald M. ACC/AHA Guideline on 

the Assessment of Cardiovascular Risk. Circulation 129(2): 49-
79.2013;  

[33] Masson W, Epstein T, Huerín M, et al. Cardiovascular Risk Strati-
fication in Patients with Metabolic Syndrome Without Diabetes or 

Cardiovascular Disease: Usefulness of Metabolic Syndrome Sever-
ity Score. High Blood Press Cardiovasc Prev 2017; 24(3): 297-303. 

 http://dx.doi.org/10.1007/s40292-017-0209-0 PMID: 28502055 
[34] Nasir K, Rubin J, Blaha MJ, et al. Interplay of coronary artery 

calcification and traditional risk factors for the prediction of all-
cause mortality in asymptomatic individuals. Circ Cardiovasc Im-

aging 2012; 5(4): 467-73. 
 http://dx.doi.org/10.1161/CIRCIMAGING.111.964528 PMID: 

22718782 
[35] Greenland P, Blaha MJ, Budoff MJ, Erbel R, Watson KE. Coro-

nary Calcium Score and Cardiovascular Risk. J Am Coll Cardiol 
2018; 72(4): 434-7. 

[36] Agarwal S, Morgan T, Herrington DM, et al. Coronary calcium 
score and prediction of all-cause mortality in diabetes: the diabetes 

heart study. Diabetes Care 2011; 34(5): 1219-24. 
 http://dx.doi.org/10.2337/dc11-0008 PMID: 21398528 

[37] Schurgin S, Rich S, Mazzone T. Increased prevalence of significant 
coronary artery calcification in patients with diabetes. Diabetes 

Care 2001; 24(2): 335-8. 
 http://dx.doi.org/10.2337/diacare.24.2.335 PMID: 11213888 

[38] Raggi P, Shaw LJ, Berman DS, Callister TQ. Prognostic value of 
coronary artery calcium screening in subjects with and without dia-

betes. J Am Coll Cardiol 2004; 43(9): 1663-9. 
 http://dx.doi.org/10.1016/j.jacc.2003.09.068 PMID: 15120828 

 

 


