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l. DAl CWUONG VE BENH DAl THAO BUONG

1. Pinh nghia

Theo Hiép hoi DTP Hoa Ky (ADA) 2017
* Pai thdo dudng 1a mot nhom bénh chuyén hoa,
dac trung bdi viéc tang dudng huyét man tinh
do:

< Su khi€ém khuyét trong viéc tiét Insulin.

< Khiém khuyét tac dung cta Insulin.

< Hoac két hgp ca hai.
Viéc tang dudng huyét man tinh cua bénh dai thao

dudng gay nén tac hai lau dai, rbi loan chiic nang va

suy nhiéu cd quan, dic biét la mat, than, than

kinh, tim va mach mau.”

Major Complications of Diabetes

Microvascular

Eye

High blood glucose and high
blood pressure can damage
eye blood vessels, causing
retinopathy, cataracts and
glaucoma

Kidney

High blood pressure
damages small blood vessels
and excess blood glucose
overworks the kidneys,
resulting in nephropathy.

Neuropathy
Hyperglycemia damages
nerves in the peripheral
nervous system. This may
result in pain and/or
numbness. Feet wounds may
go undetected, get infected
and lead to gangrene.

Macrovascular

Brain

Increased risk of stroke and
cerebrovascular disease, including
transient ischemic attack, cognitive
impairment, etc.

Heart

High blood pressure and insulin
resistance increase risk of coronary
heart disease

Extremities
Peripheral vascular disease results
from narrowing of blood vessels

5 increasing the risk for reduced or

lack of blood flow in legs. Feet
wounds are likely to heal slowly
contributing to gangrene and other
complications.

https://pdb101.rcsb.org/global-health/diabetes-mellitus/monitoring/complications
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l. DAl CWUONG VE BENH PAI THAO PUONG

2. Phan loai dai thao dwong

Theo ADA 2017, Bai thao duong duwgc chia thanh 4 loai

Pai thao
dwong type 1
(T1DM)

con goi la BDTDb phu
thudc Insulin, chd yéu
la hau qua cua sy pha
hdy té€ bao beta dao
tuy dan dén thiéu
Insulin tuyét doi.

DETRGET
dwong type 2
(T2DM)

con goi la BTD khong
phu thudc Insulin, dac
trwng bdi sy dé khang
Insulin cha thu thé
kem theo sy giam bai
tiét Insulin twong doi
(chiém 90-95% sb ca
pTD).

DETRGET
dworng thai ki

la tinh trang r6i loan
dung nap duong
huyét, thwong gap khi
cé thai lan dau, cé thé
dwoc chan dodn vao
ki thr 2, 3 cua thai ki.

Dai thao
dwong do
nguyén nhan
khac




l. DAl CWUONG VE BENH DAl THAO BUONG
3. Tiéu chuan chan doan dai thao dwéng theo ADA 2017

Table 2.2—Criteria for the diagnosis of diabetes
FPG =126 mg/dL (7.0 mmol/L). Fasting is defined as no caloric intake for at least 8 h.*

OR

2-h PG =200 mg/dL (11.1 mmol/L) during an OGTT. The test should be performed as described
by the WHO, using a glucose load containing the equivalent of 75 g anhydrous glucose
dissolved in water.*

OR

A1C =6.5% (48 mmol/mol). The test should be performed in a laboratory using a method that
is NGSP certified and standardized to the DCCT assay.*

OR

In a patient with classic symptoms of hyperglycemia or hyperglycemic crisis, a random plasma
glucose =200 mg/dL (11.1 mmol/L).

*In the absence of unequivocal hyperglycemia, results should be confirmed by repeat testing.




Il. PIEU TRI PAI THAO BPUONG TYPE 2
1. Muc tiéu diéeu tri T2DM

Approach to the Management of Hyperglycemia
Muc tiéu k|ém soat BT 6’ bénh nhan khﬁng mang thai Patient / Disease Features More stringent 4= AIC 7% == Less stringent

Risk tiall iated
» HbALC < 7% wizhshzﬁ&,feﬁ:‘:ﬁie
» Glucose mao mach trwéc an: 4.4 — 7.2 mmol/l (80-130 otherdrug adverse effects
mg/dl)
» Glucose mao mach sau an: < 10 mmol/I (< 180 mg/dl)
Muc tiéu nay nén dwoc ca nhan hoéa trén tieng bénh nhan
(cao hodc thap hon), phu thudc vao thdi gian mac bénh,
tudi/ ki vong sbng, bénh kém theo, bénh Iy tim mach dd  relevant comorbidities S—
duwoc biét hay mire dd nang cta bién chirng mach mau nhd, _
2 Lz R X z Establjshqd vascular
sy hiéu biét vé ha dwdng huyét. complications few / mild
Glucose mau sau an dwoc chon la muc tiéu néu HbA1C dich
~ o N ~ ‘n A i itud d - .
khong dat dwoc mac du da dat dUoc mUC tiéu V& gIUCOSE cxpected treatment efforts  Loiumoit ot onEnt,, S mora e noneeneren
mau trwdc an. Glucose mau sau an nén dwoc thwe hién sau
] , s . . . . . N Resources and support
khi bat dau an 1-2 h, nhin chung day la nbng dé Glucose R readily available limited _|
mau dinh & nhirng b&énh nhan DTD. Figure 6.1—Depicted are patient and disease factors used to determine optimal A1C targets. Char-

acteristics and predicaments toward the left justify more stringent efforts to lower A1C; those towand
the right suggest less stringent efforts. Adapted with permission from Inzucchi et al. (58).

Disease duration hewily diagnosesd long-standing

Life expectancy
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Ngubn: American Diabetes Association 2017




II. PIEU TRI DAl THAO BUONG TYPE 2

b

2. Cac nhém thuoc diéu tri T2DM
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Adapted from Harmel AP, et al. Davidson’s Diabetes Mellitus: Diagnosis and Treatment.
5th ed. Philadelphia, PA: Saunders;2004.




Il. PIEU TRI PAI THAO BPUONG TYPE 2
2. Cac nhém thuoc diéu tri T2DM

Traditional current oral therapies do not address
all islet cell dysfunction

/ Insulin Resistance \ / Pancreatic Islet Dysfunction

(Impaired insulin action) :
Inadequate Insufficient Insulin ( Progressive \
glucagon secretion decline of B-cell
suppression (B-cell function
(ce-cell dysfunction)
dysfunction)
\ : . \
[ A ) 2
S ¥
[ Metformin ] GLP-1 [ Sulfonylureas GLP-1
DPP-4 inhibitors \ | DPP-4 inhibitors
L Glinides

GLP-1
DPP-4 inhibitors

TZD=thixchdinedione; T2DM=type 2 diabetes melitus
Adapted from DeFronzo RA. B J Diabetes Vasc Dis 2003; 3{Supp! 1):524-5480.




II. PIEU TRI DAl THAO BUONG TYPE 2
2. Cac nhém thuoc diéu tri T2DM

Co ché phu thudc insulin Co ché doc lap Insulin
Chat trc ché SGLT2

Hoat dong Insulin .
‘Thiazolidinediones |

Tiét Insulin
-Sulphonylureas
GLP-1R agonists*
-DPP4 inhibitors*
‘Meglitinides

Thay thé Insulin

St dung Glucose Thai trir Glucose/mat nang lwong




P

U'U DIEM

METFORMIN

thudéc duy nhat trong nhom
Biguanide con duwoc si dung
dén hién nay.

Phenformin va Buformin déu
da bi rdt khoi thi trwong vi
tang nguy co gay nhiém toan
Elad[e

Giam HbA1c 1-1.5%.

Nguy co ha duong huyét thap.

Khong lam thay d6i can nang hodc

cé thé gidm can nhe.

An toan tim mach: giam nguy co

gay bién chirng tim mach (UKPDS).
> Gia thanh: thap

1. Biguanide

NHUOC PIEM
(1)

@Trén dworng tiéu héa: buén nén, dau bung, tiéu chay.
¢ Bat dau tur lidu thap, sau d6 ting dan liéu.

¢ Ubng thudc trong/sau bira an.

¢ Dung dang phong thich kéo dai.

@ Lam giam hdép thu Vitamin B12 nhwng it khi géy thiéu mdu. @)
¢ Kiém tra chi s6 B12 mdi hai dén ba nam doi v&i bénh nhan
cd nguy co thi€u hut B12, bj thi€u mau hodc cd bénh vé
than kinh.
P6i véi da s6 bénh nhan, khuyén cdo 1000 - 2000
mcg/ngay Cyanocobalamin dudong udng hodc duong dudi
lwdi dé diéu tri suy giam B12 va duy tri.

@ Nhiém toan lactic (hiém gdp nhwng nghiém trong).

(1): Hwéng dan chan doan va diéu tri DTD type 2 — Bo Y Té - 2017
(2): Clinical Resource, Management of Vitamin B12 Deficiency. PL 05/2016



Circulatory failure Renal insufficiency
Congestive heart failure l
Respiratory insufficiency

Metformin
accumulation

Hypoxia
—»[ Lactate ]-//-» W

Cellular  Anaerobic Gluconeo-  Hepatic
anoxia glycolysis genesis hypoperfusion

Fig. 1. Lactic acidosis and the special circumstances that might increase the risk
associated with metformin therapy.

Muscles




1. Biguanide

Than trong

\ , y . Nghién ruou.
Suy than (eGFR < 30ml/phut/1,73m2), giam 50% liéu khi eGFR trong

khoang 30-45 ml/phut/1,73m2. Thuc hién cac thu thuat
Suy tim ndng. phau thuét.
Suy gan.

Nhiém toan chuyén héa cp tinh hodc man tinh. Ngung Metformin 24 gid trudc khi
Cac tinh hudng lam gidm luvong mau dén t6 chirc (mé) va/ hoic

chup hinh v&i thuéc can quang chira
giam Oxy dén cac t6 chirc (mé) nhu: chodng, COPD.

lod, phau thuat.




Dang giai phéng tirc théi Imidiate Release (IR) Lwu y: Néu s&r dung dang giai phong kéo dai nhung

. . khong dat dwgc mirc dwdng mau mong mudn, xem
» Khai tri: 500mg 2 lan/ngay hoac 850mg 1 lan/ngay ‘ o ‘
. L . xét viéc chia lieu. Néu can liéu cao hon yéu cau nén
» Tang liéu: Tang 500mg moi tuan hoac 850 trong 2 tuan

N e

. , . chuyén sang dang gidi phdng tirc thoi.
» Liéu toi da: 2550mg/ngay ( chia liéu)

GLUCOPHAGE ¢
elease metformin 500 mg tablets

Dang giai phéng kéo dai Extended Release (ER) S

15 Bister
@8 Tablers

» Khéi tri: 500 — 1000mg 1 [an/ngay G’”‘”"’ge@’“f"f, |

» Tang liéu: Tang 500mg mai tuan

» Liéu tdi da: 2000mg 1 lan/ngay

Nguén: Mims.com




4

NHOM THUOC TANG NHAY CAM VO INSULIN

UU PIEM

» Giam HbA1C tir 0.5 — 1.4%.
» Nguy co ha dudng huyét thap.

P An toan tim mach: S dung trén
bénh nhan T2DM va bénh mach mau |&n (M,
dot qui, PCl) c6 thé lam gidm t& vong do moi
nguyén nhan, Ml khéng gay tlr vong va dot
quy.

P Pioglitazole khi dung chung vdi Insulin, liéu
Insulin cé thé gidm 30-50%.

NHUOC PIEM X |

» Thubc lam phu/ tang can 3-4%, khi dung cung véi Insulin, cé
thé tang 10-15% so v&i mirc nén.

» T&ng nguy co suy tim.

< Chéng chi dinh: Suy tim d6 3-4 theo Hiép hoi tim New York
(NYHA)

» Tang nguy co gay xuong (& phu nit), thi€u mau.

» Pioglitazole c6 thé lam tang nguy co ung thu bang quang.

< Khéng duoc khuyén cdo cho bénh nhan dang bi/ tién sl bi
ung thu bang quang. Can hdi ki bénh nhan vé tién sir ung
thw, dac biét la ung thu bang quang.

< Kiém tra nwdc tiéu, tim hong ciu trong nudc tiéu.

< Nén dung liéu thap va khéng nén dung kéo dai.




2.Thiazolidinedione (TZDs)

actos |

pioglitazone

Ngudn: Mims.com



. NHOM THUOC KiCH THIiCH TIET INSULIN TU
TE BAO BETA DAO TUY 3 1. Sulfonylurea (SUs)

» Tac dung

 Tai tuy: Kich thich bai tiét Insulin khéng phu thubc
glucose mau (gidm glucose mau sau an). thoi gian ban huy kéo dai). Nguy co ha
Ngoai tuy: Tang nhay cam vdi Insulin cia mé dich,
giam san xudt glucose & gan (giam glucose mau ,
déi). cao tudi, suy gan, suy than, suy dinh

Ha dwong huyét (dac biét cac thude cod

duwdng huyét do SU tdng & bénh nhan

dudng (bd an, kém an).
» Gidm HbA1C khoang 1-1.5%. ng (b6 an, kém dn)

Tang can.

» An toan tim mach: Gidm bién chirng mach mau

nhé (bénh vdéng mac, bénh than, bénh than kinh).

Chua chirng minh duoc tdc dung giam cac bién Phan &ng qua man vdi anh sang.

chirng mach mau I&n (nguy co tim mach va ti
vong).

Da: mé day dén hdi ching Lyell.

HGOi chirng antabuse (Chlorpropamide).

Hiéu qua cla thudc phu thudc vao chire

» Gia thanh: Thap nang té bao beta d3o tuy > gidm hiéu

U'U PIEM lwe theo thoi gian.
NHUOC PIEM




. NHOM THUOC KiCH THIiCH TIET INSULIN TU
TE BAO BETA DAO TUY 3 1. Sulfonylurea (SUs)

Khoang‘ lieu Thei g-l‘an tac Ctlat chuyeén Dio thai
(mg/ngay) dung (gi®) hoa

100% qua
tiéu

~70% qua
tiéu

~65% qua
tiéu

~65% qua
tiéu

~60% qua
tiéu

Tolbutamide 500 - 2000 - Bat hoat

Glipizide 2.5-20 Béat hoat

Gliclazide 40 - 320 - B4t hoat

Gliclazide MR 30-120 B4t hoat

Glimepiride 1.0-6.0

Glibenclamide ? |1.25- 15 >50% qua mat

>90% qua nwoc

Chlorpropamide | 100 - 500 tidu

a Glibenclamide dwoc biét dén véi tén Glyburide & mot sé nwéde

Nguobn: Textbook of Diabetes 5t edition Wiley Blackwell



NHOM THUOC KICH THICH TIET INSULIN TU
TE BAO BETA PAO TUY

S Da s6 cac thude thai qua thdn nén can S Hiéu qua ha glucose mau tdi wu cla
cha y gidm liéu hoac nguwng thudc khi thudc dat & liéu bang nira liéu téi da cho
bénh nhan suy thin. Néu thudc duwoc phép. Can than trong khi dung liéu cao
chuyén héa qua gan, can ngung khi cé hon vi hiéu qud khong tang ma cé thé

suy té bao gan. tang tac dung phu.

Bénh nhan suy than hodc suy gan & mirc S Thoi diém udng thubdc: Thude duoc
dd nhe, khuyén khich st dung gliclazid dung trwdc an 30 phat.
hodc glipizide & liéu thap nhat co hiéu

qua va tranh dung loai tac dung kéo dai.




. NHOM THUOC KiCH THICH TIET INSULIN TU’
. TE BAO BETA PAO TUY 3 1. Sulfonylurea (SUs)

DMMICRON MR 30mg raier

Gliclazide 30mg

Diamicron 30mg

2':- Les Laboratoires Servier - France 60 scored tablets

GLICLAZIDE
DIAMICRON"MR 60 mg Cm

modified release tablet
ANTIDIABETIC

e T gﬁ-

Gliclazide (Diamicron)

Diamicon 60mg

Ngubn: Mims.com




- NHOM THUOC KICH THICH TIET INSULIN TU' ;| EYFSTIT
. TE BAO BETA PAO TUY ; -

» Ha duwong huyét (nguy co thap hon SU)

» Tac dung chd yéu: gidam glucose mau sau an. y A
N8 yeu: glam & » Tang can

» Giam HbA1C khoang 1-1.5%.

» Dugc dong hoc: hap thu nhanh & rudt, chuyén Lwu y khi str dung

hda hoan toan & gan thanh chat chuyén hda < Thoi diém dung thuéc: 15-30 phut trudc bira an.

khong c6 hoat tinh, dao thai qua mat < Hién cé tai Viet Nam: Repaglinide (0.5 — 1 — 2mg).

(Repaglinide) va qua than (Nateglinide), thoi
gian ban hdy ngan.

< Repaglinide cé thé dung & ngwai gia va khi suy Braniain
(repagliride)
Tablets

than- 0Smg

100 tabiets 100 tablets

» Gia thanh: Thap.




. NHOM THUOC KiCH THIiCH TIET INSULIN TU’
: TE BAO BETA DAO TUY SRR INAE

Nhém thuéc déng van thu thé GLP-1

» Tac dung duocly:

* Kich thich tiét Insulin phu thudc glucose mau > Gidm dwdng mau sau an va it nguy co
ha duwdng huyét khi st&r dung don ddc.
Kich thich tié€t Glucagon phu thudc glucose mau > Gidm san xuat glucose & gan, giam
dwong huyét mau déi.

« Uc ché sy thém an.

»  Lam cham su thao rong da day.

» Giam can.
» Dung don doc it gdy ha dwéng huyét.

» Loi ich trén tim mach: gidm tl vong lién quan dén bénh tim mach & bénh nhan T2DM

co nguy co tim mach cao (Liraglutide).




. NHOM THUOC KICH THICH TIET INSULIN T0 .
. TE BAO BETA PAO TUY B

Nhém thuéc déng van thu thé GLP-1

» Trén tiéu hoa: Tac dung phu chinh cda thudc |a buén ndn, nén (10%), tiéu chay.
» Trén tuy: Viém tuy va ung thw tuy |3 2 méi quan tdm I&n (hiém xay ra).
< Than trong cho nhitng ngwdi co nguy co hodc cd tién sir viem tuy ‘
» Trén tuyén giap: Trén chudt thi nghiém, thudc lam tang nguy co ung thu giap dang tly, tuy nhién
tuyén gidp & ngudi it thu thé vai GLP1. Kha ndng hién twgng nay & ngudi thap nhung khéng loai
trir hoan toan.
S Thén trong cho nhitng nguoi cé tién sir cd nhan hodc gia dinh ung thw gidp dang tiy hodc bénh
da u tuyén ndi tiét loai 2.
» Pudng dung: dwéng tiém duwédi da

» Gia thanh: Dat




: NHOM THUOC KICH THICH TIET INSULIN TU 3 GLP-1 RAS

: TE BAO BETA PAO TUY — .
’ Nhém thudéc dong van thu the GLP-1

Hién nay ¢ Viét Nam chi luvu hanh Liraglutide.

Exenatide, twice-daily
4 2.4 hours
Short-acting Byetta®
i 4 h
B | - A0S Lixisenatide, once-daily
Lyxymia®

3 hours

13 hours

~4 days

5-8 days

14 days

Figure 32.7 Glucagon-like peptide-1 receptor agonists pharmacokinetic
properties: short- versus long-acting.




. NHOM THUOC KiCH THICH TIET INSULIN TU'  : IR R
. TE BAO BETA DAO TUY e

Nhom thudc &rc ché men DPP4

NHUOC DIEM

Giam HbA1c tir 0.5 - 1.4% ‘ » Viém hau hong, nhiém khuan dwong ho hap trén.
» Pau khép ning va cé thé dan dén tan tat.
» Viém tuy.

’ =) Ngung thudc & cac bénh nhan cé dau bung nang dai dang va
Khéng lam thay d6i can nang (murc cac bénh nhan dugc xac dinh viém tuy.

dd tang GLP1 qud nhé dé gidm can » Réiloan chirc nang gan (Alogliptin).

It nguy co’ ha dworng huyét (do tang

nong dd GLP1 dap &ng vdi bira an).

< Cac xét nghiém chirc ndng gan nén dugc theo di trudce khi

’ bat dau alogliptin va c&* khodng 3 thang d6i v&i nam diéu
Kha nang dung nap tét. trj dau tién.

dang ké).

Gia thanh: Pat. Sitagliptin, Saxagliptin, va Alogliptin c6 lién quan dén
phan rng qua man bao gdom phan (ng phan vé, phu mach
va cac truong hop troc vay da bao gém hdi chirng Stevens-

U;U BIEM Johnson.




. NHOM THUOC KiCH THICH TIET INSULIN TW
. TE BAO BETA DAO TUY

Thudc

Sitagliptin

S GE
dung (%)

Lién két
protein (%)

S6 lan
dung/ngay

Liéu
(mg/ngay)

Tinh chon

loc *

4. DPP4-i

Nhom thudc &rc ché men DPP4

Chuyén héa

Khéng doi

Bai tiét

~80% qua nudc
tiéu

Vildagliptin

Hydrolysis va
oxy hoa, khéng
qua CYP enzym
Bat hoat

~80% qua nudc
tiéu

Saxagliptin

77-390

CYP3A4/5
Co hoat tinh

~60% qua nudc
tiéu

Linagliptin

>10000

Hau nhu khéng

~80% qua mat

Alogliptin

>14000

Hau nhu khéng

>70% qua nudc

tiéu

Linagliptin thai trir cht yéu qua mat (80%), thuéc khdng can diéu chinh liéu khi do loc cau than giam dén 15ml/phut. Cac thudc con
lai can gidm liéu & bénh nhan suy than trung binh (t6c do loc cdu than < 50ml/phat).
Vildagliptin cé thoi gian ban hdy ngdn nén thudng dung 2 1an/ngay.

= Hién Viét Nam c6 cac loai: Vidagliptin, Saxagliptin, Vildagliptin, Linagliptin.




1. SGLT-2i

* Nhém thudc ke ché kénh déng van chuyén
Natri — Glucose 2

» Gidm HbA1c 0,6 -1%.
» it nguy co ha duong huyét.
» Gidm can.
» Loiich trén tim mach:
_ Ha huyét dp: Giam huyét ap tdm thu va huyét ap tdm truong.

Tang dao thai acid uric.

Thir nghiém EMPAG-REG OUTCOME cho thay viéc st dung Empagliflozin cé thé

lam gidm ty |1& t&r vong do CV va ty |é tlr vong téng thé.

& FDA chap thuan chi dinh mdi clia Jardiance (Empagliflozin) trong viéc giam nguy

co t&r vong do tim mach & ngudi trwdng thanh mac T2DM kém cac bénh mach

vanh.




. NHOM THUOC TANG DAO THAIGLUCOSE  : EileIlRiv)
. QUA NU'OC TIEU

Nhém thuéc rc ché kénh déng van chuyén
Natri — Glucose 2

Nhiém trung dwdng tiét niéu, sinh duc.

Nhiém toan ceton v&i mirc dudng huyét binh thudng ( Euglycemic DKA).

Giam thé tich toan hoan, gay ha huyét ap thé dirng (hoa mat, choang, ngat).

Trudc khi diéu tri, dadnh gia tinh trang thé tich, ddc biét trong cac trudng hop: suy than,
ngudi gia, giam HA tadm thu, dang dung cac thudc (thudc loi tiéu, ACEI, ARB).

R&i loan lipid mau (tdng LDL vira phai 3-8%).

Mot sé canh bao:

Canaglifozin lam tang nguy co gay xuong va giam mat do khoang trong xwong.
Canaglflozin lam tang nguy co doan chi.

Thoéng ké qua 22 nghién cru 1dm sang, co cac truong hop K bang quang dwoc bdo cdo &
nhdm bénh nhan diéu trj véi Dapagliflozin. Tuy nhién, chuwa c6 bang chirng ré rang.

Khéng nén st dung & bénh nhan mac K bang quang.




. NHOM THUOC TANG DAO THAI GLUCOSE  : Ellell g
. QUA NUO'C TIEU

Nhém thuéc rc ché kénh déng van chuyén
Natri — Glucose 2

| Hoatchat Canagliflozin Dapaglifiozin Empaglifiozin
INVOKANA® FARXIGA™ JARDIANCE®

Théigian phé | 3/2013(FDA) 2014(FDA) 2014(EMA)
duyét 2013(EMA) 2012(EMA)

Liéu Khéi dau: Khoidau: 5mg/ngay  |Khéidau: 10mg/ngay
100mg/ngay Téida: 10mg/ngay | Téida: 25mg/ngay
Téi da: 300mg/ngay
Céachdung Trwdc bira &n dau Vao budi sang, kém hodc khéng kém thirc &n
5 tién trong ngay

Suy than hoac Hiéu chinh liéu hodc ngung thuéc
suy gan

Chi phi 470 $/chai/30 vién

eGFR 1>45 mli/min/1,73m? |> 60 mi/min/1.73m2 | >45 mi/min/1,73 m?

Kha nang chon loc |>250lan >1200 l&n >2500 l&n
| SGLT2/SGLT1 (%)
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1. SGLT-2i

Nhém thuéc rc ché kénh déng van chuyén
Natri — Glucose 2
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Loai Insulin

Insulin tac

dung ngén
Insulin theo

Hoat chat

Regular

Biét dwoc

Actrapid
Humulin R
Novolin R

The&i gian bat
dau tac dung

30 — 60 phut

Thei gian dat
dinh

Thei gian
tac dung

bira an o
Insulin tac
dung nhanh

Lispro

Humalog

Aspart

Novolog

Glulisine

Apidra

5 — 15 phat

30 -90 phut

Insulin tac
dung trung
binh

Humulin N
Novolin N
Insulatard

2 -4 giov

10-16 gi®v

Insulin nén

Insulin tac
dung kéo dai

Glargine

Lantus

1- 2 gio

Detemir

Levemir

1gio

Degludec

Tresiba

30 — 90 phut

Dinh thap hoac
khong dinh

20-24 gidy

16-24 gioy

40 gio




Insulin tron
san

Insulin tac
dung trung
binh +
Insulin tac
dung
nhanh

70% NPH
30% Regular

70% aspart
protamin
30% aspart

Humulin 70/30
Novolin 70/30

Mixtard

Novolog Mix
70/30

30 — 60 phut

10 — 20 phut

Hai pha

10 - 16 gio’

15— 18 giov

75% lispro
protamin
25% lispro

Humalog Mix
75/25

5—15 phut

16 — 18 gi&




INSULIN

U PIEM NHUOC BPIEM

» Nguy co ha glucose mau cao.

, P Tang can.
» Insulin 13 thudc cé tadc dung ha dudng huyét
, » Di &ng Insulin.
manh nhat. Khong gid¢i han trong viéc giam
» Loan dudng mdé md: teo mé m& hodc phi dai
HbA1C.
mo ma.

» Khéng cé gidi han cao nhat cho liéu cda Insulin.

» Duwong dung: Tiém dudi da cd thé gy bat loi

cho bénh nhan.




Cach bao quan insulin

- Céc lo insulin chwa mé can dugc bao quan trong ngan dwéi cia tu
lanh (2-8°C), khéng dé & ngan da do cé thé lam thay déi hoat tinh

cta insulin. Nén dat nhiét ké trong tu lanh dé kiém sodat nhiét do.

Cac lo insulin 43 mé& can duoc bdo quan & nhiét dd phong, tranh

nhiét dd cao va dnh sang dé dam bao insulin tiém dwdi da sé gan vdi

nhiét do co thé, gitp gidm dau va diéu hoa qud trinh khuyéch tan

dudi da.

Thoi gian sit dung mot lo insulin d3 md khong nén vurot qua 28 - 42

ngay tuy loai.

Ngudn: http://magazine.canhgiacduoc.org.vn/Magazine/Details/82




Dang bao ché
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INSULIN

Dang bao ché

< Insulin lispro U-100 3ml Cartridge (Insulin insulin lispro U-100 prefilled pen (Insulin dang & .

dang cartridge, 100Ul/ml, méi Cartridge 3ml) bit tiém, 100U1/ml, moi bit 3ml)

INSULIN LISPRO

VL7516 (rDNA origin)
3ml Humalog® KwikPen™
1 100 Units per mL
5x3ml cartridges

Humalog“" 100 Umi

solution for injection
in cartridge

Insulin lispro
(rDNA origin)

100 U/ml (35 mg/mi)
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3. Phac do diéu tri T2DM
Cac yéu tod can xem xét khi lwa chon thudc diéu trj

01 Hidu qua gidm glucose mau. 02 = Nguy co ha duwong huyet: Glinides,
Sulfonylureas, Insulin.

03 Tang can: TZDs, Sulfonylureas, Giam can: GLP1-RA, SGLT2-i.
Glinides, Insulin.

05 Khéng anh hu’éfng nhiéu |én can 06 = Loiich trén tim mach.
nang: DPP4-i, Metformin.

07 Tac dung phu chinh. 08 = Gid thuoc: cAn nhac dya trén chi
phi va hiéu qua diéu tri.

Ngudn: Hudng dan chan dodan va diéu tri Dai thao duwdng Type 2- BO Y Té- 2017
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3. Phac do dieu tri T2DM

Ngubn: American Diabetes Association 2017

Start with Monotherapy unless:

AlC is graatar than or equal to 9%, consider Dual Tharapy.

—— AIC s greater than or egual to 10%, blood glucose s greater than or egual to 300 madl,
ar patient is markedly symplomatic, consider Combination Injectable Therapy (See Figure 8.2},
L

Monotherapy Metformin

Lifestyle Management

EFFICACY*
HYPO RISK
WEIGHT nautral/loss

SIDE EFFECTS Glflactic acldasis

COSTS* low

If A1C target not achisved after approximately 3 manths of monotharapy, proceed to 2-drug combination {ordar not
meant to denote any specific preference — choice dependent on a variety of patient- & disease-specific factorsh

high
low rFlak

J

Dual Therapy Metformin +

Lifestyle Management

Sulfonylurea
high
moderate risk

| Thiszolidinedions | DPP-4 inhibitor

kigh intermaediate intermaediate high
low risk low risk lowe risk
aain neutral lass loss
edema, HF, fxs rara G, dehydration, fxs Gl

high hileih high

| seurzinhibitor  GLP1

EFFICACY"
HYPO RISK
WEIGHT gain

SIDE EFFECTS hypoglycemia
COSTS" (=100} o

If AIC target not achieved after approximately 3 manths of dual therapy, proceed to 3-drug combination (order not
meant to denate any specific preference — cholce dependent on & varety of patient- & disease-specific factors)

¥
Metformin +

 Thiazolidinedions s | DPP-4 inhibitor +

suU

Triple Therapy

Sulfonylurea +

ar DPP-d-i

or  SGLT2H or | DPP-4

or GLP-1-RA or  GLP-1-RA
Sl insulin® | or IR

IF A1C target not achisved after approximately 3 manths of triple therapy and patient {13 on oral combinatian, move ta
basal insulin or GLP-1 RA, (2) on GLP-1 RA, add basal insulin, or (3} on optimally titrated basal insulin, add GLP-1 RA or
maaltima insulin. Metformin therapy should be maintained, while other cral agents may be discontinued on an individual
basis to avold unnecessarily complex or costly regimens (i.e, adding a fourth antihyoerglycemic agent).

¥
8 Combination Injectable Therapy (See Figure 8.2)

low risk

receptor agonist

Insulin (basal)

highaest

high risk

gain
hypoglycemia
high

Lifestyle Management
saurzinitors  ouparsceporasons+ [EEYCEE
su
or [TZEI

or  DPP-d-i

or  SGLT2A

or  GLP-1-RA

Figure 8.1—Antihyperglycemic therapy in type 2 diabetes: general recommendations. The order in the chart was determined by historical availability and
the route of administration, with injectables to the right; it is not meant to denote any specific preference. Potential sequences of antihyperghcemic
therapy for patients with type 2 diabetes are displayed, with the usual transition moving vertically from top to bottom (although horizontal movement
within therapy stages is also possible, depending on the circumstances). DPP-4-i, DPP-4 inhibitor; fxs, fractures; Gl, gastrointestinal; GLP-1 RA, GLP-1
receptor agonist; GU, genitourinary; HF, heart failure; Hypo, hypoglycemia; SGLT2-i, SGLT2 inhibitor; 5U, sulfonylurea; TZD, thiazolidinedione. *5ee ref. 21 for
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Ngudbn: Case Studies: Managing Type 2 Diabetes from Diagnosis Through Disease Progression- Role of GLP1-RA in Therapy



Bénh nhan X (54 tubi) cao 1.57m, nang 82kg, d3 dwgc chan dodn DTD type 2 cach day 5 nam.

1. Tién str 2. Tinh trang sirc khoe

< Ban than «» Xa hoi N A
Toan than

Dai thdo duwong type 2 Nghé nghiép: Nganh nhan sy
Tang huyét ap Hat thube 1a (dd bo thubc 1 20 nam trudc) Mach: 66 lan/phut

R&i loan lipid mau Udng ruou (1 li vao mbi budi téi) Huyét dp: 130/78 mmHg
Nhip thé: 15 nhip/phut
Soi day mat cho thay
bénh vong mac BTD

Lodng xwong Tap aerobic duwdi nwdc 2 lan/ tuan

Khong cé tién st viém tuy va D3 li hén, séng vdi 2 con nhd (14 va 12 tubi).

ung thur tuyén giap %+ Cac thudc dang dung
+* Gia dinh

Metformin 1000 mg/lan X2 [an/ngay (4 nam) Can |lam sang

BG bi BTD type 2 Glyburide 5 mg/ngay (3 nam) .
Me d3 chét vi nhéi mau co . . o HbA1C: 8.6%
' Lisinopril/Hydrochlorothiazide 20 mg/12.5
tim l4c 52 tudi p‘ /My y &/ FBG: 174mg/d|I
mg/ngay (8 nam)
PPG: 240mg/dI

Chi gai (60 tudi) bi DTD type Atorvastatin 40mg/ngay (4 ndm) LDL: 94mg/dlI

2 dang duogc diéu tri vai
Insulin < Di trng: dau phong TG: 189mg/dI




CAu 1: Phan tich don thudc hién tai cia bénh nhan

a) Cac thuoc thuéc nhom thuodc, chi dinh va tac dung dwoc ly?

Pon thudc Nhom thuéc

Chi dinh

Metformin 1000 mg/lan X2 lan/ngay (4 nam)
Glyburide 5 mg/ngay (3 nam)

Lisinopril/ HCTZ 20mg/12.5mg/ngay (8 nam)

Atorvastatin 40mg/ngay (4 nam)

b) Giai thich vé phac do diéu tri PTD type 2 ctia bénh nhan?




CAu 1: Phan tich don thudc hién tai cia bénh nhan

Pon thudc Nhém thudc Chi dinh
Metformin 1000 mg/lan X2 lan/ngay (4 ndm) Biguanide PTD type 2
Glyburide 5 mg/ngay (3 nam) Sulfonylurea DPTD type 2
Lisinopril/ HCTZ 20mg/12.5mg/ngay (8 nam) ACEI/ Loi tiéu Thiazide Tang huyét ap
Atorvastatin 40mg/ngay (4 nam) Statin Ri loan lipid mau

e Bénh nhan duoc chdn dodn DTD cach day 5 nam.
* Phdc d6 diéu tri bat dau bang viéc cai thién ché do an uéng va tap luyén.
e Sau moOt nam, bat dau diéu tri véi Metformin, liéu hién tai 1000 mg/lan X 2 [an/ngay.

e M6t ndm sau khi s&r dung Metformin, thém vao phac d6 diéu tri mét Sulfonylurea
(Glyburide), liéu hién tai 5 mg/ngay.

> Phéac d6 phdi hop 2 thudce diéu tri DTD duwdng uéng, két hop vdi thay doéi 16i sdng.




Cau 2: Panh gia tinh trang hién tai cia bénh nhan

a. Bénh nhan c6 cic yéu td nguy co’ tim mach nao?

b. Bénh nhéan cé6 bién chirng nao ctia bénh DTD chuwa?

c. Tinh trang kiém soat dwdng huyét hién tai ca bénh nhan?




Bénh nhan c6 cac yéu té nguy co tim mach nao?

Céc chi s6 muc tiéu trong diéu tri T2DM theo khuyén cdo ctia ADA 2017
HbA1C < 7.0% Weight (Kg)
Glucose mao mach luc doi 3.9 —7.2 mmol/l (70 — 130 mg/dI) BMI =
Glucpse mao mach sau an (1-2 gi®) < 10.0 mmol/l (< 180 mg/dl) (Height in meu-eﬁ}z
Huyét ap < 140/80 mmHa

Lipid mau LDL-C < 100 mg/dl (2 ; i ,
< 70 mo/dl (1.1 Weight Classifications by BodyMass Index

TG <150 mg/dl (1  NHLEI BMI Range WHOD

HDL-C > 40 mg/dl (1.0 Terminology (kg/m?) Classification
> 50 mg/dl (1.2

Underweight <1B8.5 Underseight
O'bénh nhan nay co: Normal 18.5-24.9 Narmal range

Tién st roi loan lipid mau. Overweight 95 [-20 9 Preohasa
Lipid mau hién tai: LDL — C: 94 mg/dl (< 100 mg/dl), ,
L s 1 4. 1
TG: 189 mg/dl (> 150 mg/dl). Dtily clost -1 Jhete g
Tién st ting huyét ap. Dbssity class 2 35.0-30.9 Dbese class 2

Huyét ap hién tai: 130/78mmHg (< 140/90 mmHg) Oibesity class 3 =>40.0 Dbase class 3
DPang duoc kiém soat tdt véi thudce diéu tri Tang huyét

NHLEl=National Heat, Lung, and Blood Felilute

ap , WHI=World Heaith Organization
BMI = 33.27 kg/m2 - Béo phicap do 1.

Tién st gia dinh c6 cac bénh tim mach.




Bénh nhan c6 bién chirng nao cta bénh BDTD chwa?

Bién chirng mach mau nhd: Bénh véng mac Pai thao duong.

Tinh trang kiém soat dworng huyét ctia bénh nhan?

HbA1C: 8.6% (Muc tiéu: < 7%)
FBG: 174 mg/dl (Muc tiéu: 70 - 130 mg/dl)
PPG: 240 mg/dl (Muc tiéu: < 180 mg/dl)

> Glucose mau kiém sodat chua tét, liéu phap diéu tri
DTP can duoc thay déi.
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Cau 3: Lwa chon muc tiéu kiém soat dwong huyét cho bénh nhan (HbA1()

A < 8% Approach to the Management of Hyperglycemia
’ Patient / Disease Features More stringent = AIC 7% = Less stringent

B, < ,5% Ri_sks potentially .-a_tssoclated
with hypoglycemia and
other drug adverse effects

D. <= 6.5% Disease duration
E. < 6%

newly diagnosed long-standing

Life expectancy

a|qeljipow jou Ajjensp

Relevant comorbidities TR AR =

Established vascular

complications few / mild severe |

Patient attitude and

highly motivated, adherent, less motivated, nonadherent,
expected treatment efforts i

excellent self-care capabilities poor self-care capabilities

Resources and support
system

3|qeljipow Ajlenualod

readily available limited

Figure 6.1—Depicted are patient and disease factors used to determine optimal A1C targets. Char-
acteristics and predicaments toward the left justify more stringent efforts to lower A1C; those toward
the right sugpgest less stringent efforts. Adapted with permission from Inzucchi et al. (58).




Cau 4: Liéu phap diéu tri DTD c6 thé duwoc thay doi nhw thé nao?

A. Thém mét loai Insulin nén.
B. Thém mot thudce &c ché DPP4 (DPP4-i)

Thém moét thude déng van thu thé GLP1 (GLP1-RA)
D. Thém moét thiazolidinedion (TZD)

‘Giﬁ' nuwdc, phu, tang can (bénh nhan béo phi).

TZD
Tang nguy co gay xuong (6 phu nit) ( bénh nhan dang bi lodng xuong).

Ha duwong huyét hiéu qua nhat nhung gay gang can (bénh nhan béo

phi).
DPP4-i |Khéng lam thay d6i cdn ndng ( bénh nhan béo phi).

Insulin

Gidam cén, hiéu qua ha dudng huyét cao hon DPP4-i. C6 lgi ich trén tim
GLP1-RA

mach ( Liraglutide).




Cau 5: Liraglutide la thudc thudéc nhém GLP1-RA dwoc lwa chon cho bénh nhan:

a. Trwdc khi bat dau dung Liraglutide, can khai thac thém tién s gi cha bénh nhan?

Can khai thac tién st cd nhan va gia dinh bj viém tuy, ung thu tuyén giap dang tay. Bénh nhan khong

cé tién s viém tuy va ung thu tuyén giap.

>> Liraglutide 1a an toan dé s dung.

b. Liragluteide nén dwoc bat dau st dung & bénh nhan nhw thé nao? Can lwu y gi vé cac thudc dang st dung?

Lieu kh&i dau: 0.6 mg tiém dudi da 1 [an/ ngay trong khoang 1 tuan. Liéu khéi dau nham lam cai thién
s dung nap (gidm tac dung phu trén dudng tiéu hda) va thuong khéng cd hiéu qua trong kiém soat
dwong huyét.

Liéu duy tri: 1.2 mg tiém dudi da 1 1an/ ngay. Néu chua dat muc tiéu kiém soat duong huyét, cd thé

tang dén 1.8 mg/ngay, 1 lan/ngay.

Liéu tdi da: 1.8 mg/ngay.




'D Victoza, INN-liraglutide > W&\ e = X
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metformin is considered inappropriate due to intolerance or contraindications.

Combination therapy

In combination with oral glucose-lowering medicinal produets and/or basal insulin when these,
together with diet and exercise, do not provide adequate glycaemic control (see sections 4.4 and 5.1
for available data on the different combinations).

4.2 Posology and method of administration

Posology

To improve gastro-intestinal tolerability, the starting dose 1s 0.6 mg liraglutide daily. After at least one
week, the dose should be increased to 1.2 mg. Some patients are expected to benefit from an increase
in dose from 1.2 mg to 1.8 mg and based on clinical response, after at least one week, the dose can be
increased to 1.8 mg to further improve glycaemic control. Daily doses higher than 1.8 mg are not
recommended.

Victoza can be added to existing metformin or to a combination of metformin and thiazolidinedione
therapy. The current dose of metformin and thiazolidinedione can be continued unchanged.

Victoza can be added to existing sulfonylurea or to a combination of metformin and sulfonylurea
therapy or a basal insulin. When Victoza is added to sulfonylurea therapy or basal insulin, a reduction
in the dose of sulfonylurea or basal insulin should be considered to reduce the risk of hypoglycaemia
(see section 4.4).

Self-monitoring of blood glucose is not needed in order to adjust the dose of Victoza. However, when
initiating treatment with Victoza in combination with a sulfonylurea or a basal insulin, blood glucose
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Cau 5: Don thudc mai:

Metformin 1000 mg/lan X2 lan/ngay
Glyburide 2.5 mg/ngay

Liraglutide 1.8 mg/ngay

Lisinopril/ HCTZ 20mg,12.5mg/ngay
Atorvastatin 40mg/ngay

Hay lap ké hoach uéng thuéc cho bénh nhan?

SANG TOI
M@éﬁ@ﬁﬁmn Sau bwa an Sau bwra an
SiyaTide '

Liraglutide
Liraglutide Sau bira an

TOT

inopril/ HCTZ Sau bira an

Lis

AtSPVERTAN Sau bira an







