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Screening for Asymptomatic Coronary Heart

Disease in Diabetic Patients

Chao-Chin Chen, and Meng-Huan Lei

Diabetes mellitus (DM) is an important risk factor for cardiovascular disease. Moreover, coronary artery dis-

ease (CAD) are the leading causes for morbidity and mortality in patients with type 2 DM. The conundrum of CAD

in conjunction with type 2 diabetes is that it is often silent and when it becomes clinically manifest the disease is

often in an advanced stage. The currently available data do suggest a significant prevalence of undiagnosed CAD

in this population, which may warrant screening. To make this screening more affordable, high risk diabetic pa-

tients with 1, or 2 additional coronary risk factors should be defined first and foremost. Several reports have

shown that detection of coronary atherosclerosis by imaging of coronary calcification using cardiac computed to-

mography(CT) or silent ischemia by stress myocardial perfusion scintigraphy (MPS) may predicted short-term

outcome and improve risk stratification. A stepwise screening, with assessment of atherosclerosis by cardiac CT,

followed by MPS if needed, maybe an optimal modality and cost-effective. Finally, the screening algorithm should

result in the alteration of individual treatment strategies and lead to improved outcome. Accordingly, further

studies are needed to address this issue and should include cost-effective analyses.  ( J Intern Med Taiwan 2008;

19: 227-237 )
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