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IMPACT OF PHYSICIANS' AGE ON THE CLINICAL MANAGEMENT OF GLOBAL CARDIOVASCULAR RISK: Analysis of the results of the Evaluation of Final Feasible Effect of Control Training and Ultra Sensitisation (EFFECTUS) Educational Program
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d'enseignement et de recherche français ou étrangers, des laboratoires publics ou privés.

• Ageing represents a well-known risk factor for cardiovascular diseases and metabolic dissorders in both Western and Developing Countries. Older individuals have, in fact, higher susceptibility to experience major cardiovascular events and non-cardiovascular mortality.

• Age has been included in some, but not in all algorhythms and risk calculators for individual cardiovascular risk assessment.

• While physicians recognize th eimportance of patients' age as a major driven for cardiovascular risk, yet few evidence are available regarding the potential impact of physicians' age on clinical attitudes and preferences for the clinical management of patients at cardiovascular risk.

What's new?

• We evaluate the potential impact of physicians' age on global cardiovascular risk management in the population of the Evaluation of Final Feasible Effect of Ultra Control Training and Sensitization (EFFECTUS) study, a multicenter, observational survey performed in Italy, by stratifying involved physicians into three age groups (≤45, 46-55 and >55 years).

• We observe a significantly higher prevalence of cardiovascular risk factors and clinical conditions among younger specialised physicians rather than in older physicians, the majority of which were general practitioners.

• This distribution was paralled by a significantly larger use of cardiovascular drugs (antiplatelet, glucose and lipid-lowering agents), in younger than in older physicians, in which a lower rate of control of major cardiovascular risk factors (e.g. hypertension, dyslipidemia, diabetes) was achieved. Older individuals have, in fact, higher and longer interactions with major CV risk factors, including smoking, hypertension, obesity, dyslipidemia, and diabetes mellitus, and more frequently have associated non-CV clinical conditions, thus leading to a substantially higher burden of CV disease than younger subjects. On the basis of these assumptions, current international guidelines for the clinical management CV diseases highlighted the importance of age for a proper global CV risk stratification and, mostly, for individual risk projection over the years in any apparently asymptomatic (healthy) subjects. As a matter of fact, however, while patients' age represents a well-recognized CV risk factor, few evidence are available regarding the potential impact of physicians' age on clinical attitudes and preferences for the clinical management of global CV risk in a setting of "real practice".

The Evaluation of Final Feasible Effect of Ultra Control Training and Sensitization (EFFECTUS)

program is a multicenter, observational study, designed to raise awareness on global CV risk management and control among physicians operating in the daily clinical practice in Italy [START_REF] Volpe | Global Cardiovascular Risk Assessment in Different Clinical Settings: Basal Results of the EFFECTUS (Evaluation of Final Feasible Effect of Control Training and Ultra-Sensitisation) Programme[END_REF]. In this population, we have recently demonstrated a relatively high prevalence of major CV risk factors, irrespective of the clinical settings (cardiologists, diabetologists and general practitioners) [START_REF] Volpe | Global Cardiovascular Risk Assessment in Different Clinical Settings: Basal Results of the EFFECTUS (Evaluation of Final Feasible Effect of Control Training and Ultra-Sensitisation) Programme[END_REF] and national areas in which patients were followed. In further analyses, we were also able to demonstrate that a more intensive clinical data recording was paralled with a better adherence to guidelines [START_REF] Giorda | Association of physicians' accuracy in recording with quality of care in cardiovascular medicine[END_REF], and that the use of electronic rather than conventional support may translate into better management of outpatients at CV risk by Italian physicians in their daily clinical practice [START_REF] Tocci | Use of Electronic Support for Implementing Global Cardiovascular Risk Management: Analysis of the Results of the EFFECTUS (Evaluation of Final Feasible Effect of Control Training and Ultra Sensitisation) Educational Programme[END_REF].

Overall these data, which were collected in a relatively elderly outpatient population (average age 67±9 years) by a relatively middle-aged cohort of physicians (average age 50±7 years), have provided a closer and updated glimpse on the current attitudes and preferences for the clinical The methodology of the study has been previously described [START_REF] Volpe | Global Cardiovascular Risk Assessment in Different Clinical Settings: Basal Results of the EFFECTUS (Evaluation of Final Feasible Effect of Control Training and Ultra-Sensitisation) Programme[END_REF]. Briefly, EFFECTUS is an educational program, which was planned in two separate phases, being the first one designed to evaluate prevalence of major CV risk factors and the second one to establish the potential influence of an educational intervention on global CV risk management among physicians operating in the clinical practice in Italy.

The study conformed to the Declaration of Helsinki and its subsequent modifications, and was authorized by the reference Ethical Committee. The confidentiality of the data was strictly protected. Written consent to participate to the educational program was obtained by all involved physicians and confidentiality on demographic and clinical data of all patients was carefully preserved.

Physicians' recruitment.

Physicians' recruitment was accomplished in May 2006. Participants involved in the program were randomly selected, in order to have a representative sample of the physicians in Italy, from a community of medical doctors, who shared some specific features: 1) experience in data collection and clinical case report compilation; 2) a routine practice of at least 60 patients per week, on average; 3) free on-line access to remote central database. Physicians were invited to participate to an educational training program, aimed at evaluating the efficacy of a clinical problem-oriented learning approach for improving individual global CV risk management in their routine clinical practice. Thus, involved physicians were blind to the final purposes of the survey. Acceptance of this initial invitation placed physicians under no obligation, and physicians were entitled to drop out of the survey at any stage. Written invitations were forwarded in a sizable number to ensure the study population sample was a sufficient representative and to achieve this target within a period of approximately 3-4 weeks. For this purpose, each of the 20-24 regional referral centres invited 60 physicians per region (35 general practitioners, 10 diabetologists and 15 cardiologists) to participate to this survey, for a total of 1.400 individual physicians, selected on the basis of the above-mentioned clinical habits and personal characteristics. Then, approximately 1.250 invitations were issued and physicians were asked to fill questionnaires featuring their characteristics and practice (age, gender, geographic location, professional expertise or speciality, use of electronic or conventional clinical database) and to reply anonymously to the administrative site of their regional referral centres.

The planned sample size of the survey participants included about 1.200 physicians, in order to achieve an adequate representation of all Italian regions, as well as to limit excessive heterogeneity in age, gender, geographic location, professional expertise and practice size. The predefined minimum percentage of responses to achieve in order to declare the representative sample size was arbitrarily fixed to 80% of the total sample. Overall, the survey generated a population sample of 1.078 physicians (89.8% of the planned sample size) and reflected approximately an outpatient practice of about 11.000 patients per week. Physicians who completed the program did not receive any compensation for their participation.

Following their acceptance, involved physicians were asked to provide clinical data extracted from their clinical records from the first 10 consecutive adult Caucasian outpatients aged more than 50 years, whatever the reason they referred to their own attending physicians. At each study site, data collection was accomplished during one week during May 2006. The entire data collection was completed by participants on-site and then delivered to the data collection centre by on-line access to remote database or by National mail delivery service.

Physicians involved in this program were stratified in three groups, according to the purpose of the present analysis, including physicians aged ≤45 years, between 46-55 years and >55 years. Medical history and lifestyle habits were assessed by means of a standardized questionnaire. Body mass index (BMI) was expressed as weight in kilograms divided by surface in squared metres.

Obesity was defined in the presence of a BMI ≥30 kg/m^2 [START_REF]Clinical guidelines on the identification, evaluation, and treatment of overweight and obesity in adults: executive summary. Expert Panel on the Identification, Evaluation, and Treatment of Overweight in Adults[END_REF]. Normal values of clinic and metabolic parameters were carefully assessed. In particular, systolic and diastolic BP control was defined as BP ≤140/90 mmHg) [START_REF] Mancia | ESH-ESC Practice Guidelines for the Management of Arterial Hypertension: ESH-ESC Task Force on the Management of Arterial Hypertension[END_REF], total cholesterol ≤190 mg/dl [START_REF]Executive Summary of The Third Report of The National Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation, And Treatment of High Blood Cholesterol In Adults (Adult Treatment Panel III)[END_REF], HDL cholesterol ≥40 mg/dl in men and 50≥ mg/dl in women [START_REF] Grundy | Definition of metabolic syndrome: Report of the National Heart, Lung, and Blood Institute/American Heart Association conference on scientific issues related to definition[END_REF], triglycerides ≤150 mg/dl [START_REF] Grundy | Definition of metabolic syndrome: Report of the National Heart, Lung, and Blood Institute/American Heart Association conference on scientific issues related to definition[END_REF], and fasting glucose levels ≤126 mg/dl [START_REF] Ryden | Guidelines on diabetes, pre-diabetes, and cardiovascular diseases: executive summary. The Task Force on Diabetes and Cardiovascular Diseases of the European Society of Cardiology (ESC) and of the European Association for the Study of Diabetes (EASD)[END_REF].

Diagnostic criteria proposed by international guidelines were applied in those patients having hypertension [START_REF] Mancia | ESH-ESC Practice Guidelines for the Management of Arterial Hypertension: ESH-ESC Task Force on the Management of Arterial Hypertension[END_REF], hypercholesterolemia [START_REF]Executive Summary of The Third Report of The National Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation, And Treatment of High Blood Cholesterol In Adults (Adult Treatment Panel III)[END_REF], low levels of high-density lipoprotein (HDL) cholesterol levels [START_REF] Grundy | Definition of metabolic syndrome: Report of the National Heart, Lung, and Blood Institute/American Heart Association conference on scientific issues related to definition[END_REF], diabetes [START_REF] Ryden | Guidelines on diabetes, pre-diabetes, and cardiovascular diseases: executive summary. The Task Force on Diabetes and Cardiovascular Diseases of the European Society of Cardiology (ESC) and of the European Association for the Study of Diabetes (EASD)[END_REF], and in those having previous history of coronary artery disease [START_REF] Thygesen | Universal definition of myocardial infarction[END_REF] or cerebrovascular disease [START_REF] Goldstein | Primary prevention of ischemic stroke: a guideline from the American Heart Association/American Stroke Association Stroke Council: cosponsored by the Atherosclerotic Peripheral Vascular Disease Interdisciplinary Working Group; Cardiovascular Nursing Council; Clinical Cardiology Council; Nutrition, Physical Activity, and Metabolism Council; and the Quality of Care and Outcomes Research Interdisciplinary Working Group: the American Academy of Neurology affirms the value of this guideline[END_REF].

Statistical Analysis.

Continuous variables were expressed as mean ± standard deviation and discrete variables as number and percentages. Physician's data were compared by using Analysis of Variance (continuous variables) or Pearson's chi-square test (categorical variables). Patient's data were analysed using a mixed model with age-group as fixed effect (≤45 years as reference category) and physicians fitted as random, so that possible differences in data across physicians could be considered. Data were entered into a database (Microsoft Access for Windows, Microsoft Corp, Redmond, Wash) and statistical analyses were performed with R (R Development Core Team, R Foundation for Statistical Computing, Vienna, Austria). Because of the large sample size, the comparisons were considered relevant for p value <0.001. 

RESULTS

The EFFECTUS program involved 1.078 physicians, among which 219 (20%) were aged ≤45 years, 658 (61%) between 46-55 years and 201 (19%) >55 years. They collected data of 9.904 outpatients (46.5% females, aged 67±9 years), who were distributed into three corresponding groups: 2,010 (20%), 6,111 (62%) and 1,783 (18%), respectively. General characteristics of physicians and patients involved in the EFFECTUS program are reported in Table 1.

A significant proportion of physicians aged more than 46 years were male, whereas a quite balanced gender distribution was reported in the younger group of physicians (P<0.001 for trend).

In addition, a significantly higher proportion of older physicians were general practitioners than young physicians, who were more frequently cardiologists and diabetologists (P<0.001 for trend).

Overall, different age groups of involved physicians were equally distributed throughout different geographical areas of our Country (P=0.026), and this balanced distribution allow us to reduce the potential impact of local influences on clinical practice, an issue that has been recently addressed in other analysis of this database (Volpe M, et 

al. Nutr Metab Cardiovasc Dis 2010; in press).

Patients' age distributions were substantially uniform among different physicians' age groups, whereas a significantly higher proportion of male subjects were followed by physicians aged more than 55 years as compared to other groups of physicians (P=0.001). In addition, patients followed by older physicians tended to have more frequently obesity (P=0.038) and smoking habit (P=0.006) than those followed by physicians aged <55 years, without any significant difference regarding BMI or waist circumference among different subgroups. On the contrary, a progressively, although not significant, increase in the practice of physical activity was reported in patients followed by younger towards those followed by older physicians.

In the overall population sample, arterial hypertension represented the most common CV risk factor, followed by dyslipidemia and diabetes mellitus, and this distribution was not affected by physicians' age stratification (Figure 1). Prevalence of different major CV risk factors was not statistically different among three age groups, although hypertension tended to be more prevalent in those subjects followed by younger physicians than in those followed by physicians aged more than 46 years (P=0.07). At the same time, ischemic heart disease, mostly myocardial infarction (P=0.003), and cerebrovascular disease, mostly stroke (P=0.008) and TIA (P=0.031), were more prevalent in outpatients followed by younger physicians than in those followed by physicians aged more than 46 years. Both systolic and diastolic blood pressure levels were higher in outpatients followed by older physicians as compared to those recorded by physicians aged <60 years (P=0.06 and P=0.002, respectively). It should be also noted that systolic blood pressure levels were on average in the highnormal range, while diastolic blood pressure levels were always below the normal values, irrespective of physicians' age. On the contrary, both fasting glucose and HbA1c levels were higher in those patients followed by younger physicians than in those followed by physicians aged >46 years (P=0.003 and P=0.06, respectively). A progressive increase in total cholesterol levels (paralled by a trend toward increase in LDL cholesterol levels) was observed in patients followed by younger towards those followed by older physicians (P=0.001 for trend), whereas no significant difference was found among three age groups with regard to HDL cholesterol and triglyceride levels. Of note, with the exception of LDL cholesterol levels, all these metabolic parameters were in the normal or in the upper normal thresholds. Also, no significant differences were found with regard to serum creatinine levels, which were, indeed, in the high-normal thresholds.

Figure 2 illustrates prevalence of patients showing normal values of major CV risk factors,

including blood pressure, total and HDL cholesterol, triglycerides and fasting glucose levels. Blood pressure control was substantially higher among patients followed by younger physicians as compared to that reported by physicians aged more than 46 years, irrespective of the relatively higher prevalence of hypertension in the former than in the latter group. At the same time, control rate of total and LDL cholesterol was significantly higher in outpatients followed by younger physicians as compared to that achieved by older physicians, whereas no significant differences were found regarding control of HDL cholesterol and triglycerides among three age groups. On the contrary, glucose control was significantly higher in those patients followed by older physicians as compared to that obtained in those outpatients followed by physicians aged less than 55 years.

Among markers of organ damage detection and evaluation (Electronic Table 1, on-line available), carotid ultrasonography and dosage of microalbuminuria were more prescribed by physicians aged <55 years than by those aged >55 years (P=0.019 and P=0.005, respectively), who prescribed for global CV risk stratification exercise stress testing and abdominal ultrasonography (P<0.001) in a higher proportion of their patients than younger physicians. With regard to EKG, echocardiogram and fundus oculi, no significant differences were found among different age groups of physicians.

As shown in Table 2, favourable life-style changes, including smoking cessation, diet and physical activity, were more frequently prescribed by physicians aged >46 years than those aged ≤45 years, most likely as a consequence of the higher prevalence of obesity and smoking habits in outpatients followed by the former than in those followed by the latter group of physicians. A higher number of prescriptions of CV drugs, mostly including ACE Inhibitors (P=0.006) and beta-blockers (P=0.016), were reported by younger physicians than by those aged >46 years, probably due to the higher prevalence of hypertension and associated clinical conditions (previous myocardial infarction and stroke or TIA) among outpatients followed by younger physicians as compared to those followed by older physicians. No significant differences were found regarding the other classes of antihypertensive drugs among three age groups. Antidiabetic drugs, mostly including insulin (P=0.005), were more prescribed by physicians aged ≤45 years than by those aged >46 years. At the same time, lipid-lowering agents, mostly statins (P=0.09), and antiplatelet agents, mostly aspirin (P=0.006), were more prescribed by physicians aged ≤45 years than by those aged >46 years, most likely due to the higher prevalence of associated clinical conditions (mostly previous myocardial infarction and stroke or TIA) reported in those patients followed by younger than in those followed by older physicians. Prescriptions of anticoagulant, antiarrhythmic and other lipid-lowering agents did not significantly differ among age groups. In this analysis, we highlighted some important differences not only in the distribution and detection of major CV risk factors, but mostly in the clinical management and therapeutic approaches adopted by younger (aged ≤45 years) as compared to that by older (aged >46 years) physicians. Among the large number of data made available by this analysis, some specific aspects deserve discussion.

First of all, in our population sample a significantly higher proportion of general practitioners were aged >46 years, while specialized physicians, such as cardiologists and diabetologists, were aged ≤45 years. This distribution may at least, in part, account for the higher prevalence of major CV risk factors and associated clinical conditions observed among those outpatients followed by younger specialised physicians (i.e. patients at higher CV risk profile due to the presence of hypertension, myocardial infarction, stroke, TIA and other comorbidities) as compared to patients followed by older general practitioners.

Secondly, our findings confirmed that arterial hypertension was the most frequent CV risk factor in the clinical practice of Italian physicians, thus highlighting the importance of early detecting and effectively treating high blood pressure levels, irrespective of age, medical degree [START_REF] Volpe | Global Cardiovascular Risk Assessment in Different Clinical Settings: Basal Results of the EFFECTUS (Evaluation of Final Feasible Effect of Control Training and Ultra-Sensitisation) Programme[END_REF], national area, and attitude for electronic support by physicians in our Country [START_REF] Tocci | Use of Electronic Support for Implementing Global Cardiovascular Risk Management: Analysis of the Results of the EFFECTUS (Evaluation of Final Feasible Effect of Control Training and Ultra Sensitisation) Educational Programme[END_REF]. Of note, while hypertension represents the most frequent CV risk factor, it was also underdiagnosed and undertreated, and this seems to be largely independent by the age of referring physicians. As a consequence, about 55% of the outpatients showed above normal blood pressure levels, which leads to a further increase in the risk of developing major CV events, mostly in elderly hypertensive patients. Also, the relatively low control rate of major CV risk factors, mostly hypertension, observed in patients followed by different groups of physicians seems to be at least, in part, independent by the use of diagnostic examinations or detection of markers of organ damage. In our analysis, in fact, no significant difference was found with regard to the use of advanced diagnostic examinations, mostly echocardiogram, exercise stress testing and Doppler ultrasonography, among the three age groups.

Of note, although not significant, a higher number of grade I diagnostic examinations (EKG and dosage of microalbuminuria) was prescribed by younger than by older physicians. In this latter regard, this trend may be of relevance for future guidelines for the clinical management of CV diseases, mostly hypertension, diabetes mellitus and CV disease prevention, since the latest sets of these guidelines strongly recommended the use of simple, largely available, and less expensive tools for global CV risk stratification in any individuals at CV risk.

The differences observed in CV drug prescriptions among the three groups, mostly ACE Inhibitors, beta-blockers, glucose and lipid-lowering agents (i.e. statins), may be related to the higher prevalence of associated clinical conditions (history of myocardial infarction, stroke and TIA) among patients followed by younger specialized physicians rather than in those followed by older physicians, who were more frequently general practitioners, as above mentioned. It should be highlighted, however, that even in this case the larger use of CV drugs by younger physicians was not paralled by a significantly better control of major CV risk factors, mostly high blood pressure and glucose levels, as compared to that obtained by older physicians, with the exception of total cholesterol and triglycerides levels, thus suggesting that other aspects should be taken into account in the clinical management of CV disease, beyond the number of prescriptions and dosages of drug molecules.

Finally, aging has demonstrated to provide a favourable impact in increasing physicians' accuracy in recording patients' clinical data. In the present analysis, older physicians tended to provide a significantly higher proportion of clinical data availability and a significantly higher rate of data registration of above all major CV risk factors, markers of organ damage and associated clinical conditions as compared to that reported by younger physicians (data not shown). Even in this case, this aspect may have potential impact on future recommendations for CV disease prevention, since previous analysis of this database has shown a close relationship between high level of accuracy for clinical data collection and better CV outcomes [START_REF] Giorda | Association of physicians' accuracy in recording with quality of care in cardiovascular medicine[END_REF].

Potential Limitations

The present study is based on a cross-sectional, descriptive survey and, as such, it can only identify associations, but it cannot provide insights on causation. In view of the relatively large sample size of our study, even the possibility of sampling bias has to be considered, although proven methods were applied to avoid this. The large sample size and different distribution of involved physicians may also mean that the views expressed by respondents may not be fully representative of opinions of the wider physician community in our Country. In most cases, dependence on physician selfreporting throughout standardized questionnaires, rather than more objective measures such as BP measurements or lipid or glucose quantifications, may also create potential biases. Our analysis cannot provide information about whether physicians' practices were located in rural or urban areas.

Since access to medical health care in rural areas may be more difficult than in urban areas, this aspect should be acknowledged when considering the higher prevalence of major CV risk factors and associated clinical conditions in Southern than in Northern areas of our Country. At the same time, we cannot provide data on the socio-economic position of individual patients. Finally, prevalence and characteristics of metabolic syndrome and other glucose or lipid abnormalities have not addressed in the present report, due to the decision of making further analyses on these clinical conditions. 

CONCLUSION

In this predefined analysis of the EFFECTUS educational program, we were able to demonstrated a significantly higher prevalence of major CV risk factors and associated clinical conditions among younger specialised physicians rather than in older physicians, the majority of which were general practitioners. This distribution of CV risk factors and diseases was paralled by a significantly larger use of CV drugs, mostly antiplatelet, glucose and lipid-lowering agents, in younger than in older physicians, in which a lower rate of control of major CV risk factors was achieved as compared to that reported in outpatients followed by physicians aged ≤45 years.

Despite arterial hypertension represents the most frequent CV risk factor and the relatively high global CV risk profile observed in this population sample, only 45% of the patients showed normal blood pressure values and no more than 50% of them received antihypertensive drug classes, irrespective of the age of referring physicians, thus confirming the undertreatment of hypertension as a key element for the global burden of CV diseases in Western Countries, including Italy. A potential explanation of this discrepancy may be the relatively low rate of data collection and registration observed in younger than in older physicians, thus suggesting a potential way to improve global CV risk management in the daily clinical practice. On the basis of these considerations, specific training and educational programs for specialized physicians should be carefully considered, in order to improve quality of care, reduce doctor's inertia and ameliorate the clinical management of CV diseases in Italy. Percentage of patients achieving recommended targets of major cardiovascular risk factors, including blood pressure (less than 140/90 mmHg), total cholesterol (less than 190 mg/dl), HDL cholesterol (more than 40 mg/dl in males and more than 50 mg/dl in females), triglyceride (less than 150 mg/dl) and glucose (fasting glucose less than 126 mg/dl) levels in the overall population and in subgroups of patients stratified according to physicians' age.

In 

INTRODUCTION

  Aging of general population has been advocated as one of the leading cause of the progressive increased prevalence of cardiovascular (CV) morbidity and mortality, mostly in Western Countries.

  global CV risk and may suggest a potential way to improve control of major CV risk factors in the daily clinical practice in Italy.In the present analysis, we aimed to examine the potential influence of physicians' age on strategies for the clinical management of global CV risk by evaluating the potential differences and discrepancies among physicians involved in the EFFECTUS program and stratified according to their age into three groups (≤45 years, 46-55 years and >55 years).

  Finally, physicians aged >45 years paid more attention on recording clinical data on major CV risk factors, including blood pressure, fasting glucose, cholesterol and triglycerides levels than physicians aged ≤45 years. In addition, information on these CV risk factors were significantly more frequently recorded by older physicians than by younger physicians, who provided more updated information on organ damage detection than the other groups of physicians. was aimed at providing information on prevalence of major CV risk factors and physicians' attitudes on global CV risk management in a large population sample of daily clinical practice of general practitioners, cardiologists and diabetologists in Italy. The present study reports data collected in the cross-sectional phase of this program, based on clinical information derived from the overall population sample of 9.904 subjects observed by 1.078 physicians, a large and age-and gender-representative sample of the Italian outpatient population.
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  Figure: *p<0.001 as compared to physicians aged ≤45 years.
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  Figure Legend: BP, blood pressure; TOT-C, total cholesterol; HDL-C, high density lipoprotein
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Table 1 .

 1 General characteristics of involved physicians, and prevalence and absolute levels of major cardiovascular risk factors and associated clinical conditions in the overall population and in subgroups of patients stratified according to physicians' age.

	Data are expressed as mean±SD, if needed.
	In Table: *p<0.001 as compared to physicians aged ≤45 years.

Table Legend :

 Legend BMI, body mass index; BP, blood pressure; CV, cardiovascular; HbA1c, glycated haemoglobin; HDL, high density lipoprotein; LDL, low density lipoprotein. TIA, transient
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Table 2 .

 2 Life-style recommendations and use of different pharmacologic strategies in the overall population and in subgroups of patients stratified according to physicians' age.In Table: *p<0.001 as compared to physicians aged ≤45 years.

Table Legend :

 Legend ACE, angiotensin-converting enzyme; ARBs, Angiotensin II receptor blockers.
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Table 1 (on-line available).

 1 Availability of diagnostic tests in the overall population and in subgroups of patients stratified according to physicians' age.In Table: *p<0.001 as compared to physicians aged ≤45 years; @, when available.
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	Physicians' Age (years)	P value
	≤45	46-55	>55
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	Overall	Physicians' Age (years)	P value
		≤45	46-55	>55
	(N=9.904) (n=2010) (n=6111) (n=1783)
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	Overall	Physicians' Age (years)	P value
		≤45	46-55	>55
	(N=9.904) (n=2010) (n=6111) (n=1783)
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