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Different level of 
prevention of Diabetes

 All medical doctors should change their attitude toward 
prevention of diabetes

 It is mandatory for all health care providers
 It is prevention, not, treatment of diabetes

1. Primodial prevention( the whole population)
2. Primary prevention (high risk persons)
3. Secondary prevention (diabetes without complications)
4. Tertiary prevention.(Diabetes with complications)



Do you screen for Diabetes in 
asymptomatic person?

(a) Why do we need to screen for diabetes?
Prediabetes and type 2 diabetes meet criteria for conditions 
in which early detection is appropriate.
 Both conditions are common and impose significant 

clinical and public health burdens. 
 There is often a long presymptomatic phase before the 

diagnosis of type 2 diabetes.
 Simple tests to detect preclinical disease are readily 

available. 
 The duration of glycemic burden is a strong predictor of 

adverse outcomes. 
 There are effective interventions that prevent progression 

from prediabetes to diabetes and reduce the risk of 
diabetes complications.  
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Do you screen for Diabetes in 
asymptomatic person?

(b) How do we screen?
with a Screening for prediabetes and type 2 

diabetes through an informal assessment of risk 
factors or        

 assessment tool, such as the ADA risk test



Criteria for testing for diabetes or 
prediabetes in  asymptomatic adults
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Criteria for the diagnosis of diabetes

(c) Diagnostic Tests
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Categories of increased risk for diabetes (prediabetes)
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Community Screening
 Ideally, testing should be carried out within a 

health care setting because of the need for 
follow-up and treatment.

Community screening outside a health care 
setting is not recommended because people 
with positive tests may not seek, or have access 
to, appropriate follow-up testing and care.

Community testing may also be poorly targeted; 
i.e., it may fail to reach the groups most at risk 
and inappropriately test those at very low risk or 
even those who have already been diagnosed.
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Screening in Dental Practices

 Because periodontal disease is associated with 
diabetes, the utility of chair-side screening and 
referral to primary care as a means to improve 
the diagnosis of pre-diabetes and diabetes has 
been explored, 

with one study estimating that 30% of patients 
≥30 years of age seen in general dental practices 
had dysglycemia.

 Further research is needed to demonstrate the 
feasibility, effectiveness, and cost-effectiveness of 
screening in this setting.
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Recommendations

 Screening for type 2 diabetes with an informal 
assessment of risk factors or validated tools should 
be considered in asymptomatic adults. 

 Testing for type 2 diabetes in asymptomatic people 
should be considered in adults of any age who are 
overweight or obese (BMI ≥ 25 kg/m2 or ≥ 23 
kg/m2 in Asian Americans) and who have one or 
more additional risk factors for diabetes.

 For all people, testing should begin at age 45 years.

 If tests are normal, repeat testing carried out at a 
minimum of 3-year intervals is reasonable.
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Recommendations

 If tests are normal, repeat testing carried out at a 
minimum of 3-year intervals is reasonable.

 To test for type 2 diabetes, fasting plasma glucose, 
2-h plasma glucose after 75-g oral glucose 
tolerance test, and A1C are equally appropriate. 

 In patients with diabetes, identify and treat other 
cardiovascular disease risk factors. 

 Testing for type 2 diabetes should be considered in 
children and adolescents who are overweight or 
obese and who have two or more additional risk 
factors for diabetes. 
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Prevention or Delay of Type 2 Diabetes

LIFESTYLE INTERVENTIONS
 The DPP demonstrated that an intensive lifestyle 

intervention could reduce the incidence of type 2 
diabetes by 58% over 3 years. 

Follow-up of three large studies of lifestyle intervention 
for diabetes prevention has shown sustained reduction 
in the rate of conversion to type 2 diabetes: 
 43% reduction at 20 years in the Da Qing study, 
 43% reduction at 7 years in the Finnish Diabetes 

Prevention Study (DPS), and 
 34% reduction at 10 years in the U.S. Diabetes 

Prevention Program Outcomes Study (DPPOS).
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Prevention or Delay of Type 2 Diabetes

minimum of 7% weight loss 

 150 min of physical activity per week similar in 

intensity to brisk walking

TWO MAJOR GOALS
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Prevention or Delay of Type 2 Diabetes

 Reducing caloric intake is of paramount 
importance for those at high risk for developing 
type 2 diabetes.

 the quality of fats consumed in the diet is more 
important than the total quantity of dietary fat.

 For example, the Mediterranean diet, which is 
relatively high in monounsaturated fats, may 
help to prevent type 2 diabetes.

 overall healthy low-calorie eating patterns 
should be encouraged

NUTRITION
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Prevention or Delay of Type 2 Diabetes

 particular dietary components impact diabetes 
risk
Whole grains
Higher intakes of nuts
Berries
Yogurt
Coffee and tea
Red meats
Sugar – sweetened 

beverages

NUTRITION

Reduce Risk of T2 DM

Increase Risk of T2 DM
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Prevention or Delay of Type 2 Diabetes

 150 min/week of moderate intensity physical 
activity, such as brisk walking

 resistance training
 Breaking up prolonged sedentary time may 

also be encouraged

Physical Activity
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Prevention or Delay of Type 2 Diabetes

metformin, α-glucosidase inhibitors, 
 orlistat,
 glucagon-like peptide 1 (GLP-1) receptor 

agonists, and 
 thiazolidinediones

Pharmacologic Agents
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Prevention or Delay of Type 2 Diabetes

 Metformin has the strongest evidence base and 
demonstrated longterm safety as pharmacologic 
therapy for diabetes prevention.

 Metformin was less effective than lifestyle 
modification in the DPP and DPPOS but may be 
cost-saving over a 10-year period.

 It was as effective as lifestyle modification in 
participants  with BMI ≥ 35 kg/m2 but not significantly 
better than placebo in those over 60 years of age.

 In the DPP, for women with history of GDM, 
metformin and intensive lifestyle modification led to 
an equivalent 50% reduction in diabetes risk, and 
both interventions remained highly effective during 
a 10-year follow-up period. 

Pharmacologic Agents
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Prevention or Cardiovascular Disease

 Screening for and treatment of modifiable risk 

factors for cardiovascular disease is suggested 

for those with prediabetes.

Recommendation
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Diabetes Self-management
Education And Support

Diabetes self-management education and 

support programs may be appropriate venues for 

people with prediabetes to receive education 

and support to develop and maintain behaviors 

that can prevent or delay the development of 

diabetes. 

Recommendation
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Comprehensive Medical 
Evaluation and Assessment of 
Comorbidities

A patient-centered communication style that uses 

active listening, elicits patient preferences and 

beliefs, and assesses literacy, numeracy, and 

potential barriers to care should be used to 

optimize patient health outcomes and health-

related quality of life.
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Components of the comprehensive 
diabetes medical evaluation*

 Age and characteristics of onset of diabetes (e.g., diabetic 
ketoacidosis, asymptomatic laboratory finding)

 Eating patterns, nutritional status, weight history, sleep behaviors (pattern 
and duration), and physical activity habits; nutrition education and 
behavioral support history and needs

 Complementary and alternative medicine use
 Presence of common comorbidities and dental disease
 Screen for depression, anxiety, and disordered eating using validated 

and appropriate measures**
 Screen for diabetes distress using validated and appropriate measures**
 Screen for psychosocial problems and other barriers to diabetes self-

management, such as limited financial, logistical, and support resources
 History of tobacco use, alcohol consumption, and substance use
 Diabetes education, self-management, and support history and needs
 Review of previous treatment regimens and response to therapy (A1C 

records)

Medical History

ADA 2017 Diabetes Care. Vol 40, Supl 1



Components of the comprehensive 
diabetes medical evaluation*

 Assess medication-taking behaviors and barriers to 
medication adherence

 Results of glucose monitoring and patient’s use of data
 Diabetic ketoacidosis frequency, severity, and cause
 Hypoglycemia episodes, awareness, and frequency and 

causes
 History of increased blood pressure, abnormal lipids
 Microvascular complications: 

retinopathy, nephropathy, and neuropathy 
(sensory, including history of foot lesions; 
autonomic, including sexual dysfunction and 
gastroparesis)

 Macrovascular complications: coronary heart 
disease, cerebrovascular disease, and peripheral 
arterial disease

 For women with childbearing capacity, review 
   

Medical History
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Components of the comprehensive 
diabetes medical evaluation*

 Height, weight, and BMI; growth and pubertal development 
in children and adolescents

 Blood pressure determination, including orthostatic 
measurements when indicated

 Fundoscopic examination
 Thyroid palpation
 Skin examination (e.g., for acanthosis nigricans, insulin 

injection or infusion set insertion sites)
 Comprehensive foot examination

 Inspection
 Palpation of dorsalis pedis and posterior tibial pulses
 Presence/absence of patellar and Achilles reflexes
 Determination of proprioception, vibration, and 

monofilament sensation

Physical examination
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Components of the comprehensive 
diabetes medical evaluation*

 A1C, if the results are not available within the past 3 
months

 If not performed/available within the past year
 Fasting lipid profile, including total, LDL, and HDL 

cholesterol and triglycerides, as needed
 Liver function tests
 Spot urinary albumin–to–creatinine ratio
 Serum creatinine and estimated glomerular filtration rate
 Thyroid-stimulating hormone in patients with type 1 

diabetes

Laboratory evaluation

ADA 2017 Diabetes Care. Vol 40, Supl 1



A1C GOALS
 AreasonableA1Cgoalformany nonpregnant adults is, 7% 

(53 mmol/mol).

 Providers might reasonably suggest more stringent A1C 
goals (such as ,6.5% [48 mmol/mol]) for selected 
individual patients if this can be achieved without 
significant hypoglycemia or other adverse effects of 
treatment (i.e., polypharmacy). 

 Appropriate patients might include those with short 
duration of diabetes, type 2 diabetes treated with lifestyle 
or metformin only, long life expectancy, or no significant 
cardiovascular disease.



A1C GOALS
 Less stringent A1C goals (such as ,8% [64 mmol/mol]) 

may be appropriate for patients with a history of 
severe hypoglycemia, limited life 
expectancy, advanced microvascular or 
macrovascular complications, 

 extensive comorbid conditions, or long-standing 
diabetes in whom the goal is difficult to achieve 
despite diabetes self-management education, 

 appropriate glucose monitoring,

 and effective doses of multiple glucose-lowering 
agents including insulin









HbA1C and Estimated 
Average Glucose(eAVG)
HbA1C (%) eAG (mg/dL) eAG (mmol/l)

5 97 5.4

6 126 7.0

7 154 8.6

8 183 10.2

9 212 11.8

10 240 13.4

11 269 14.9

12 298 16.5

www.ngsp.org/ Harmonizing HbA1C testing/accessed on 16th September, 2016

http://www.ngsp.org/Harmonizing


Figure —Depicted are patient and disease factors used to determine optimal A1C targets.
Characteristics and predicaments toward the left justify more stringent efforts to lower A1C; 

those toward the right suggest less stringent efforts. Adapted with permission from 
Inzucchi et al. (53).







American Association of
Clinical Endocrinologists Healthful Eating 
Recommendations for Patients 
with Diabetes Mellitus

Topic Recommendation

General 
eating 
habits

Regular meals and snacks; avoid fasting to lose weight
Plant-based diet (high in fiber, low calories/glycemic 

index, and high in phytochemicals/antioxidants)
Understand Nutrition Facts Label information
Incorporate beliefs and culture into discussions
Informal physician-patient discussions 
Use mild cooking techniques instead of high-heat 

cooking



Topic Recommendation

Carbo-
hydrate

Explain the 3 types of carbohydrates: sugars, starch, and 
fiber and the effects on health for each type

Specify healthful carbohydrates (fresh fruits and 
vegetables, pulses, whole grains); target 7-10 servings 
per day

Lower-glycemic index foods may facilitate glycemic 
control (glycemic  index score <55 out of 100: multigrain 
bread, pumpernickel bread,  whole oats, legumes, 
apple, lentils, chickpeas, mango, yams, brown rice), but 
there is insufficient evidence to support a formal 
recommendation to educate patients that sugars have 
both positive and negative health effects

American Association of
Clinical Endocrinologists Healthful Eating 
Recommendations for Patients with Diabetes Mellitus



American Association of Clinical Endocrinologists 
Healthful Eating Recommendations for Patients 
with Diabetes Mellitus

Topic Recommendation

Fat Specify healthful fats (low mercury/contaminant-
containing nuts, avocado, certain plant oils fish)

Limit saturated fats (butter, fatty red meats, tropical plant 
oils, fast foods) and trans fat; no- or low-fat dairy 
products

Protein Consume protein in foods preferably with low saturated 
fats (fish, egg whites, beans); there is no need to avoid 
animal protein

Avoid or limit processed meats



American Association of Clinical Endocrinologists 
Healthful Eating Recommendations for Patients 
with Diabetes Mellitus

Topic Recommendation
Micronutri
ents

Routine supplementation is not necessary
Specifically, chromium, vanadium, magnesium, 

vitamins A, C, and E, and CoQ10 are not 
recommended for glycemic control

Supplementation to avoid insufficiency or deficiency 
in at-risk patients

A healthful eating meal plan can generally provide 
sufficient micronutrients

Abbreviations: BEL, best evidence level; CPG, clinical practice guideline; EL, 
evidence level; MNRCT, meta-analysis of nonrandomized prospective or 
case-controlled trials; NE, no evidence (theory, opinion, consensus, review, or 
preclinical study); PCS, prospective cohort study; RCT, randomized controlled 
trial.









Figure 8.2—Combination injectable therapy for type 2 diabetes. FBG, fasting blood glucose; GLP-1 
RA, GLP-1 receptor agonist; hypo, hypoglycemia.













 The joint 3rd World Congress on Interventional Therapies for Type 2 
Diabetes and the DSS-II, held in September 2015.

 “new guidelines from the 2nd Diabetes Surgery Summit that 
advocate for the consideration of bariatric/metabolic surgery as 
one option, along with lifestyle and medical therapy, to treat T2D 
among patients with a BMI ,35 kg/m”

 Metabolic surgery should be a recommended option to treat T2D 
in appropriate surgical candidates with class III obesity (BMI $40 
kg/m2), regardless of the level of glycemic control or complexity 
of glucose-lowering regimens, as well as in patients with class II 
obesity (BMI 35.0–39.9 kg/m2) with inadequately controlled 
hyperglycemia despite lifestyle and optimal medical therapy.

 Metabolic surgery should also be considered to be an option to 
treat T2D in patients with class I obesity (BMI 30.0–34.9 kg/m2)and 
inadequately controlled hyperglycemia despite optimal medical 
treatment by either oral or injectable medications (including 
insulin).

Metabolic Surgery



Fig (1): Common Metabolic Procedures and their frequency of use



Clinical Outcomes of 
Metabolic Surgery

Gastrointestinal procedures intended to yield 
long-term weight loss in patients with severe 
obesity, otherwise known as bariatric surgery.

 The original indications for bariatric surgery were 
based on BMI and were derived from the 
seminal National Institutes of Health (NIH) 
Consensus Conference in 1991, which 
considered surgery an option in patients with  
BMI ≥40 kg/m2 or with BMI ≥35 kg/m2 with 
significant obesity-related comorbidities.



Fig (2): Forest plot of mean differences (MDs) of %HbA1c serum
levels after bariatric/metabolic surgery compared with
medical/lifestyle treatments in published RCTs.



Fig (3) : Change in HbA1C after LAGB, RYGB, SG, and BPD in 11 RCTs.



Fig (4): Change in HbA1c after surgical vs. medical treatment of T2D in the studies
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Fig (5): Other secondary end points favoring surgery over medical treatment.
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Fig (5): Other secondary end points favoring surgery over medical treatment.



D  Change in Quality of Life

Fig (5): Other secondary end points favoring surgery over medical treatment.



Fig (6): Remission at 5 years in the study



Complications of Metabolic Surgery
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Hypertension/Blood Pressure Control

Recommendation
Screening and Diagnosis
 Blood pressure should be measured at every routine 

visit. Patients found to have elevated blood pressure 
should have blood pressure confirmed on a 
separate day. B



Hypertension/Blood Pressure Control

Recommendation
Goals
 Most patients with diabetes and hypertension should be 

treated to a systolic blood pressure goal of ,140 mmHg 
and a diastolic blood pressure goal of ,90 mmHg. A

 Lower systolic and diastolic blood pressure targets, such 
as 130/80 mmHg, may be appropriate for individuals at 
high risk of cardiovascular disease, if they can be 
achieved without undue treatment burden. C

 In pregnant patients with diabetes and chronic 
hypertension, blood pressure targets of 120–160/80–105 
mmHg are suggested in the interest of optimizing long-
term maternal health and minimizing impaired fetal 
growth. E



Hypertension/Blood Pressure Control

Recommendation
Treatment
 Patients with confirmed office-based blood pressure 

≥140/90 mmHg should, in addition to lifestyle 
therapy, have prompt initiation and timely titration of 
pharmacologic therapy to achieve blood pressure 
goals.A

 Patients with confirmed office-based blood pressure 
>160/100 mmHg should, in addition to lifestyle 
therapy, have prompt initiation and timely titration of 
two drugs or a single pill combination of drugs 
demonstrated to reduce cardiovascular events in 
patients with diabetes. A



Hypertension/Blood Pressure Control

Recommendation

Treatment

 Treatment for hypertension should include drug 
classes demonstrated to reduce cardiovascular 
events in patients with diabetes (ACE inhibitors, 
angiotensin receptor blockers, thiazide-like diuretics, 
or dihydropyridine calcium channel blockers).

Multiple drug therapy is generally required to 
achieve blood pressure targets (but not a 
combination of ACE inhibitors and angiotensin 
receptor blockers). A



Hypertension/Blood Pressure Control

Recommendation

Treatment

 An ACE inhibitor or angiotensin receptor blocker, at 
the maximum tolerated dose indicated for blood 
pressure treatment, is the recommended first-line 
treatment for hypertension in patients with diabetes 
and urinary albumin–to–creatinine ratio ≥300 mg/g 
creatinine (A) or 30–299 mg/g creatinine (B). 

 If one class is not tolerated, the other should be 
substituted. B



Hypertension/Blood Pressure Control

Recommendation

Treatment
 For patients treated with an ACE 

inhibitor, angiotensin receptor blocker, or 
diuretic, serum creatinine/estimated glomerular 
filtration rate and serum potassium levels should be 
monitored. B

 For patients with blood pressure >120/80 
mmHg, lifestyle intervention consists of weight loss if 
overweight or obese; a Dietary Approaches to Stop 
Hypertension–style dietary pattern including 
reducing sodium and increasing potassium intake; 
moderation of alcohol intake; and increased 
physical activity. B



Lipid Management

Recommendation

 In adults not taking statins, it is reasonable to obtain 

a lipid profile at the time of diabetes diagnosis, at an 

initial medical evaluation, and every 5 years 

thereafter, or more frequently if indicated. E

Obtain a lipid profile at initiation of statin therapy 

and periodically thereafter as it may help to monitor 

the response to therapy and inform adherence. E



Lipid Management
Recommendation

 Lifestyle modification focusing on weight loss (if 

indicated); the reduction of saturated fat, trans 

fat, and cholesterol intake; increase of dietary  v-3 

fatty acids, viscous fiber, and plant stanols/sterols 

intake; 

 and increased physical activity should be 

recommended to improve the lipid profile in patients 

with diabetes. A



Lipid Management
Recommendation

 Intensify lifestyle therapy and optimize glycemic control 

for patients with elevated triglyceride levels (≥150 mg/dL

[1.7 mmol/L]) and/or low HDL cholesterol (<40 mg/dL [1.0 

mmol/L] for men, <50 mg/dL [1.3 mmol/L] for women). C

 c For patients with fasting triglyceride levels ≥ 500 mg/dL

(5.7 mmol/L), evaluate for secondary causes of 

hypertriglyceridemia and consider medical therapy to 

reduce the risk of pancreatitis. C



Lipid Management
Recommendation

 For patients of all ages with diabetes and 

atherosclerotic cardiovascular disease, high-

intensity statin therapy should be added to life-style 

therapy. A

 For patients with diabetes aged <40 years with 

additional atherosclerotic cardiovascular disease 

risk factors, consider using moderate intensity or 

high-intensity statin and lifestyle therapy. C



Lipid Management
Recommendation

 For patients with diabetes aged 40–75 years 

without additional atherosclerotic cardiovascular 

disease risk factors, consider using moderate-

intensity statin and lifestyle therapy. A

 For patients with diabetes aged 40–75 years with 

additional atherosclerotic cardiovascular disease 

risk factors, consider using high-intensity statin and 

lifestyle therapy. B



Lipid Management
Recommendation

 For patients with diabetes aged >75 years without 

additional atherosclerotic cardiovascular disease 

risk factors, consider using moderate-intensity statin 

therapy and lifestyle therapy. B

 For patients with diabetes aged >75 years with 

additional atherosclerotic cardiovascular disease 

risk factors, consider using moderate intensity or 

high-intensity statin therapy and lifestyle therapy. B



Lipid Management
Recommendation

 In clinical practice, providers may need to adjust 

intensity of statin therapy based on individual 

patient response to medication (e.g., side 

effects, tolerability, LDL cholesterol levels). E



Lipid Management
Recommendation

 The addition of ezetimibe to moderate-intensity 
statin therapy has been shown to provide 
additional cardiovascular benefit compared with 
moderate-intensity statin therapy alone for patients 
with recent acute coronary syndrome and LDL 
cholesterol ≥ 50 mg/dL (1.3 mmol/L) and should be 
considered for these patients A and also in patients 
with diabetes and history of ASCVD who cannot 
tolerate high-intensity statin therapy. E



Lipid Management
Recommendation

Combination therapy (statin/fibrate) has not been 

shown to improve atherosclerotic cardiovascular 

disease outcomes and is generally not 

recommended.

 However, therapy with statin and fenofibrate may 

be considered for men with both triglyceride level 

≥ 204 mg/dL (2.3 mmol/L) and HDL cholesterol level 

≤ 34 mg/dL (0.9 mmol/L). B



Lipid Management
Recommendation

Combination therapy (statin/niacin) has not been 

shown to provide additional cardiovascular benefit 

above statin therapy alone and may increase the 

risk of stroke and is not generally recommended. A

 Statin therapy is contraindicated in pregnancy. B







Antiplatelet Agents
Recommendation

 Use aspirin therapy (75–162 mg/day) as a 
secondary prevention strategy in those with 
diabetes and a history of atherosclerotic 
cardiovascular disease. A

 For patients with atherosclerotic cardiovascular 
disease and documented aspirin 
allergy, clopidogrel (75 mg/day) should be used. B

 Dual antiplatelet therapy is reasonable for up to a 
year after an acute coronary syndrome and may 
have benefits beyond this period. B



Antiplatelet Agents
Recommendation
Consider aspirin therapy (75–162 mg/day) as a 

primary prevention strategy in those with type 1 or 
type 2 diabetes who are at increased 
cardiovascular risk. 

 This includes most men and women with diabetes 
aged ≥ 50 years who have at least one additional 
major risk factor (family history of premature 
atherosclerotic cardiovascular disease, 
hypertension, dyslipidemia, smoking, or 
albuminuria) and are not at increased risk of 
bleeding. C



Antiplatelet Agents
Recommendation

 Aspirin should not be recommended for 

atherosclerotic cardiovascular disease prevention 

for adults with diabetes at low atherosclerotic 

cardiovascular disease risk, such as in men or 

women with diabetes aged,50 years with no other 

major atherosclerotic cardiovascular disease risk 

factors, as the potential adverse effects from 

bleeding likely offset the potential benefits. C



Antiplatelet Agents
Recommendation

When considering aspirin therapy in patients with 

diabetes <50 years of age with multiple other 

atherosclerotic cardiovascular disease risk factors, 

clinical judgment is required. E



Coronary Heart Disease
Recommendation
Screening
 In asymptomatic patients, routine screening for 

coronary artery disease is not recommended as it does 
not improve outcomes as long as atherosclerotic 
cardiovascular disease risk factors are treated. A

 Consider investigations for coronary artery disease in the 
presence of any of the following: atypical cardiac 
symptoms (e.g., unexplained dyspnea, chest 
discomfort); signs or symptoms of associated vascular 
disease including carotid bruits, transient ischemic 
attack, stroke, claudication, or peripheral arterial 
disease; or electrocardiogram abnormalities (e.g., Q 
waves). E



Coronary Heart Disease
Recommendation
Treatment

 In patients with known atherosclerotic 
cardiovascular disease, use aspirin and statin 
therapy (if not contraindicated) A and consider 
ACE inhibitor therapy C to reduce the risk of 
cardiovascular events.

 In patients with prior myocardial infarction, β-
blockers should be continued for at least 2 years 
after the event. B



Coronary Heart Disease
Recommendation
Treatment

 In patients with symptomatic heart 

failure, thiazolidinedione treatment should not be 

used. A

 In patients with type 2 diabetes with stable 

congestive heart failure, metformin may be used if 

estimated glomerular filtration remains >30 mL/min 

but should be avoided in unstable or hospitalized 

patients with congestive heart failure. B



OUR VISION IS………..



OUR MISSION IS………..
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