Dieu trj insulin ting cwéng cho
bénh nhan dai thao dwong
tip 2 ngoai tru
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bénh nhan c6 HbA1c > 7%

Két qua DiabCare Asia Vietnam (2015)
31 bénh vién
1631 bénh nhan

Tudi 62,67 + 10,39 —
Thoi gian DTD 9,51 + 6,54 —




ién cua dai thao dwong tip 2

P G oz wEn o

S6 nam ttr khi _j _5 0 5 10 15
chan doan Khéi phat Chan doan =

Chirc nang té bao B

Pé khang insulin

PH sau an .
PH doi !

Bién chirng mach mau nhé

Bién chirng mach mau Ién

Tién DTD | PTD tip 2

Holman RR. Diabetes Res Clin Pract. 1998;40(suppl):S21-S25;
Ramlo-Halsted BA, Edelman SV. Prim Care. 1999;26:771-789; Nathan DM. N Engl J Med.
2002;347:1342-1349; UKPDS Group. Diabetes. 1995;44:1249-1258



¢ dieu tri DPTD hiéu qua nhat

P G oz wEn o

Biguanides DPP-IV GLP-1
Sulfonylureas (metformin) Glinides inhibitors TZDs agonists Insulin

Giam HbA,. (%)

Hiéu qua don
tri liéu

Nathan DM, Buse JB, Davidson MB, et al. Medical management of hyperglycemia in type 2 diabetes: a consensus algorithm
for the initiation and adjustment of therapy: a consensus statement of the American Diabetes Association and the European
Association for the Study of Diabetes. Diabetes Care. 2009;32(1):193-203.



Cétcut chi ||
Bién chirng vimach
Tt vong do DTO 21%
Puc thay tinh thé [N 19%
Suy tim [ 16%
Nhdi mau co tim  [I1405

botquy BEE12%

43%

UKPDS 35, BMJ 2000; 321:405-12



IR oc v ouge TP vow

an loai insulin

Nhanh (Lispro, Glulisine, Aspart)

lin
=Y
N
o

Ngan (Regular)
Ban cham (NPH)

>

6 cua insuli

~

Dai (Detemir, Glargine)

Nong d
AN
<

Hirsch I. N Engl J Med. 2005;352:174-183



va muc tiéu dwdng huyeét

Insulin nén Insulin nhanh Insulin trén san
 Tac dung kéo dai  Tac dung ngan, nhanh « Tac dung hai pha
» Giam DH doi « Giam DH sau an « Giam DH déi + sau an
* Tiém khoéng phu thudc  Tiém trwdc an e Tiém trwde an
blra an « VD: Actrapid, « VD: Mixtard 30/70,
« VD: Tresiba, Lantus, NovoRapid, Apidra Novomix 30/70,
Levemir, Insulatard Ryzodec 30/70,

Humalog 50/50, 75/25

| |
T T T

0O 4 8 12 16 20 24 0O 4 8 12 16 20 24 0O 4 8 12 16 20 24

Rave K, et al. Diabetes care 2006; 29:1812-7
Becker RHA, et al. Exp Clin Endocrinol Diabetes 2005; 113:435-43



Chon loal insulin phl‘l h?’p VOl

nhu cau kiém soat duwdng huyét

&




BMI thap
- R&i loan chirc nang té baop
Pai thao duwdng tlp 2 khoi phat sém
Tang dwong huyet sau an
Khau phan an nh|eu carbohydrat




) 8 v o T

lam sang: B6i canh

”

= Bé&nh nhan nam, 65 tudi, buén ban

» PTD tip 2 # 14 nam, tang HA, NMCT da dat stent, suy tim,
hut thudc 14

= Thudc: Glimepiride 4 mg, sitagliptin 50 mg/metformin 1000
mg x 2, glargine 0-0-0-48, telmisartan 40 mg/HCTZ 12,5
mg, rosuvastatin 20 mg, ASA 81 mg

= Anh chiem ruét BTDb tip 2

Nguén: BCV



« BMI 27 kg/m?

= HA = 152/88 mm Hg

= Mach = 82 lan/phut

« it van dong do THK goi

. An 3 biva twong doi déu

Xét nghiém
HbAlc

Total cholesterol
LDL cholesterol
HDL cholesterol
Triglycerides

Chirc nang gan-
than, ion do

Két qua

8.0%

5.1 mmol/L (196 mg/dL)
3.3 mmol/L (129 mg/dL)

0.8 mmol/L (32 mg/dL)

2.0 mmol/L (175 mg/dL)

Binh thwdng

Nguén: BCV



Theo ddi dwdng huyét ctia bénh nhan & tuan trwdc khi tai kham

Trwdc an sang
Sau an sang
Trwdc an trwa
Sau an trua
Trwdc an chiéu
Sau &n chiéu
Trwdce ngu toi

126

223
161
250
189
279
202

N Bwong huyét | pwong huyét

6.9
12.4
8.8
13.9
10.4
15.5
11.1

- Lo lang vi dwéng
huyét dao déng

- Thinh thoang cé
con ha duwdng huyét
trwdc an sang

Nguén: BCV



IR oc v ouge TP vow

ém soat dwong huyét

Table 1 Glycemic targecs applicable to most patients according to existing guidclincs

Item ADA/EASD [2] IDF [1, 3] American Association of
ADA [4] Clinical Endocrinologists [5]
HbAlc, <7.0/<53 <7.0/<53 <7.0/<53
general (%])/
(mmol/mol)
FPG (mmol/ <7.2/<130 6.5/115 Suggests adding 1 unit of insulin
L)/(mg/dL) if fasting blood glucose

5.6-7.7/100-139

PPG (mmol/  <10.0/<180 9.0/160 10.0/180
L)/(mg/dL)
Time for PPG Not specified (2h for  1-2h 2h

measurement  diagnosis of diabetes)



bénh nhan lam trung tam

P, 66 ok ko o

Approach to Individualization of Glycemic Targets
Patient / Disease Features More stringent 4= A1C 7% == |ess stringent

Risks potentially associated
with hypoglycemia and

other drug adverse effects v high‘

“Phan anh sé thich,

Disease duration newly diagnosed long-standing g A hY 4 . A
¢ nhucauva giatri vé
Life expectancy iong ‘ short g m U C tl é U dU’(‘)’n g h Uyét

va lwa chon diéu tri
absent few / mild severe Cl]a bénh nhén”

Important comorbidities

Established vascular
complications

absent few / mild severe |

Patient preference highly motivated, excellent preference for less
self-care capabilities burdensome therapy

Resources and support
system

a|qelyipow Ajjenuaiod

readily available limited

ADA Standards of Medical Care in Diabetes — 2019
Diabetes Care Volume 42, Supplement 1, January 2019
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muc tieu HbA1c
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Caucasian Black Hispanic Other

aPercentage of patients above target HbA, . (<7%) after 6 months of therapy with once-daily insulin glargine.
Adapted from Davidson JA, et al. Ethn Dis. 2013;23(4):393-400.



AR 1 ouoc vc®

huyét déi va sau an
bA1c

290 T2DM patients on diet £ OAD
Mean Alc 8.86%
Standard meals at 0800, 1200 hrs
4-point daytime glucose profiles (0800, 1100, 1400, 1700 hrs)
Calculations assume hyperglycemia is > 6.1 mmol/L (110 mg/dL)

7.3-8.4 8.5-9.2 9.3-10.2 >10.2

Basal
hyperglycemia

Postprandial
hyperglycemia

Alc ranges
(quintiles)

Postprandial hyperglycemia is most important at Alc < 8,5%

Monnier L et al. Diabetes Care 2003;26:881-885



an khéng dwoc thay doi
insulin sau 02 nam

PR BB ok iEn ey

North America
(n=681) >
P ., Asla
(n=1577)

58%

Overall
study population
(N=4269)

B No treatment change
M Treatment change

Treatment Changes were defined as having: 1) additional insulin injections, 2) introduction of another insulin type, 3) addition of a GLP-1 RA, 4) additional oral anti-diabetic
agent [OAD], or 5) insulin dose escalation>30% U/kg or >10 U/day.
Rogers JR, et al. Poster presented at American Diabetes Association 76th Scientific Sessions. 10-14 June 2016, New Orleans, LA.



c Mo v 0w 1w

lién quan‘dén
hay doi dieu tri

= Chi phi diéu trj tang thém = Thiéu nhan vién va nguon

= Thiéu kinh nghiém dung e ho tro ,
insulin = Chwa quen voi tat ca cac

= Lo |éng: Tac dung phu insulin trén thi trU’O’ng
(tdng can va ha duong = Lo lang: Bénh ly di kem va
huyét) ha dwdng huyét

= Gap khd khan khi tang = Con thieu huéng dan ve st
thém mi tiém moi ngay dung insulin & bwéc tiép

theo

HCP = healthcare professional.
1. Polinski JM, et al. Diabetes Educ. 2013;39(1):53-65. 2. Polinski JM, et al. Prim Care Diabetes. 2014;8(2):101-109.



AR 1 ouoc vc®

Tiéu chi lwa chon
Basal — bolus

Ted Wu et al. Diabetes Ther. 2015 Jun 24.DOI 10.1007/s13300-015-0116-0



dnh nhan chap nhan
mui tiém insulin

o

1 N TREENHRENTERT

100 7
90 A
> 80 A
S
~ 70
c
<§- 60
- 50 A
< 40 A
L
c 30 A
«@-
11] 20 -
10 A1
0 T T T T i T 1
Chung! Argentinat Brazill Mexico? China? Japan? South
(n=2383) (n=99) (n=107) (n=145) (n=110) (n=94) Korea?
(n=91)

D ligu tlr nghién ctru MOSAIC: Yéu to dia Iy trong nhan khau hoc
va str dung insulin & 18 quoc gia

1. Linetzky B, et al. Diabetol Metab Syndr. 2016;8(41). 2. Matsuba |, et al. Diabetes Ther. 2016;7(2):349-360.



ESTABLISHED ASCVD OR CKD

ASCVYD PREDOMINATES

SGLT2

GLP-1RA with
with =l
provan cvD
[ benefit!,
benefit’ if elGFR
adeqguate’

If further intensification is
required oF patient is now
unable ta tolerate
GLP-1 Ra, andfor SGLT2I,
chooss agents demonstrating

CW safety:

= Consider adding the othar
class (GLP-1 RA or SGLT2i}
with proven CWD benefit

= DPE-4i if not on GLP-1 RA
" Bagal insulin®

" TIR"

" 5L

NO

HF OR CKD
PREDOMINATES

PREFERABLY

SGELT 2 with evidence of
reducing HF and/or CKD
pregression in CWVOTs if eGFR
adeguate®

B = | - TS ———

If SGELT 20 not tolerated or
cantraincicated or if eGFR less
than adequate” add GLP-1 RA
with proven CVD banelit!

3

FIRST-LINE therapy is metformin and comprehensive lifestyle {including weight management and physical activity)
if HbA,, above target proceed as below

WITHOUT ESTABLISHED ASCVD OR CKD

GLP-1 Red SGLT2R

" Awoid TZD in the

setting of HF
Chogse agants

demonstrating CV safety:

= Consider adding
the other class with
proven CVD banefit!

= DPP-4i (nat saxaglisting
in the setting of HF (f
nat an GLP-1RA)

= Basal insulin®

= 5U®

; GLP-1RA SGLT2E
SGLT2i SGLTZ or oR
oR oR CPP-4i DPP-4i
TZD TZD OoR oR
TZ0O GLE-TRA

I Conlinue with addition af ather agents as outlined abowve

Consider the addition of 5U° OR basal insulin:

1. Proven CVD benefit means it has |abel indication of reducing CVD events. For
GLP-1 RA strongest evidencs for liraglutide > semaglutide > exenatide extended
release. For SGLT 2 evidence madestly stronger fer empaglificzin > canagliflezin

2, Ba awars that SGLT2 vary by region and individual agent with regard
to indicated level of eGFR for initiation and continued use

3. Both empaglifiozin and canagliflozin have shown reduction
in HF and reduction in CED progression in CVOTs

4. Degludec or MO0 glarging have demonstrated CVID safaty
5. Low dose may be better tolerated though less well studied for CVD affects

= Choose later generation SU with lower risk of hypoglycemia

= Consider basal insulin with lower risk of hypoglycemia’

Choosa later genaration SU with lowar risk of hypoghrcemia
Degludec / glargine U300 < glargine U0 / detemir < NPH insulin
Samaglutida > lirsglutide = dulaalutide > exenatide > lldsenatide

. If na specific comaridities (La,no astablished CVD, low risk of hypoglycamia,
and lower priority to avoid weight gain or no weight-related comaorbidities)

0o oNom

10 Consider country- and region-specific cost of drugs. In some countiies
TZDs relatively more axpensive and DPP-4| ralatively cheapar

wizight lass®

A

EITHER,

=12]
SGLT2R

GLP-1RA
with good
efficacy far

GLP-1 RA
with good
efficacy for
weright loss®

SGLTE"

If triple therapy recuired or
SGLTE and/for GLP-1 RA not
talarated ar contraindicated
usa regimen with lowest risk of
weight gain

PREFERABLY

CPP-4i (if not on GLP-1 RA}
based on weight neutrality

v

If DPP-4i not tolerated or
contraindicated or patient
already on GLP-1 B4, cautious
addition of

= SUR . TZRE - Easal insulin

COST IS A MAJOR
ISSUE®™
‘ s

TZD* SLF

TZD*

= Insulin therapy basal
insulin with lowest
acouisition cost

oOR
» Consider DPP-41 OR

SGLTZI with lowest
acquisition cost™




9.8

9.9

b

The early introduction of insulin
should be considered if there is
evidence of ongoing catabo-
lism (weight loss), if symptoms
of hyperglycemia are present,
or when A1C levels (>10%
[86 mmol/mol]) or blood glu-
cose levels (=300 mg/dL
[16.7 mmol/L]) are very high. E
Consider initiating dual therapy
in patients with newly diag-
nosed type 2 diabetes who
have A1C =1.5% (12.5 mmol/
mol) above their glycemic tar-
get. E

yén cao cua ADA 2019

9.10 A patient-centered approach

should be used to guide the
choice of pharmacologic agents.
Considerations include comor-
bidities (atherosclerotic cardio-
vascular disease, heart failure,
chronic kidney disease), hypo-
glycemia risk, impact on weight,
cost, risk for side effects, and
patient preferences. E

ADA Standards of Medical Care in Diabetes — 2019
Diabetes Care Volume 42, Supplement 1, January 2019



INITIATION FOR GLP-1 RA

= |nitiate starting dose
(varies across class)

TITRATION FOR GLP-1 RA

Gradual titration to maintenance
dose (varies across class)

Consider GLP-1 RA in most prior to insulin’
Consider: » INITIATION * TITRATION

INITIATION FOR BASAL

Start 101U a day OR
01-0.2 1U/kg a day

A A4

I T T
-

TITRATION FOR BASAL

Patient self titration is

more effective

Set FPG target that correlates
to HbA,_target

Choose evidence-based titration
algorithm, e.g., increase 2 units
every 3 days to reach FPG
target without hypoglycemia
For hypoglycemia determine
cause, if no clear reason

lower dose by 10-20%

Add basal insulin

Consider: * INITIATION + TITRATION

T T

For patient on GLP-1 RA and
basal insulin

Consider FRC of GLP-1RA and
insulin (iDeglLira or iGlarLixi)

But note max dose of insulin in
the FRCs

srssrresnnny

|

trews

-

1lc111o?oooooooolllronlcccqoooooooo

If already on GLP-1 RA or if
GLP-1 RA not appropriate
OR insulin preferred

sasssssan

INITIATION

= |f on GLP-1 RA use
10-16 dose steps (iDeglLira)
or 10=15 units (iGlarLixi)

TITRATION

= Titrate to FPG target
and tolerahility




INITIATION FOR PRANDIAL
= 4 I a day or 10% of basal dose

= If Hba, <64 mmol/mal (8%)
cansider lowering Lhe total dose
by 41U & day or 10% of basal dose

TITRATION FOR PRANDIAL

® |ncrease dose by 1-2 1U or
10-15% twice weekly

For hypoglycemia determine
cause, if no clear reason lowear
corresponding dose by 10=-20%

INITIATION OF STEPWISE
PRANDIAL

Stepwise addition of prandial
insulin every 3 months if HoA =
target is associated with lower risk
of hypoglycemia and increases
patient satisfaction compared
with immediate intreduction

of full basal-bolus regimen

J

————

TITRATION FOR PRANMDIAL

Add prandial insulin

Usually one dose with the largest meal or meal
with greatest PPG excursion

Consider:

Stepwise additional injections of prandial insulin

{i.e, two, then three additional injections)
Consider: = INITIATION = TITRATION

INITIATION FOR PRANDIAL

TITRATION FOR PRANDIAL

Proceed to FULL basal-

bolus regimen,i.e., basal
insulin and prandial
insulin with each meal

A

IF HbA , DOES NOT
IMPROVE REVIEW
ONGOING NEED FOR

BASAL-BOLUS REGIMEN.

COMSIDER ADDITIOMAL
DSMES

IEEEEETRRY

e sansmsnaasnsnnanman

sEmrmsssEEEEs R AR
-
-
-

Consider twice or
three times daily
premix insulin
regimen

Caution higher risk
of hypoglycemia
and/or weight gain

Consider:

R TR RA AR AR NN REAE,

T

IR T

]

INITIATION

= |n insulin-naive patients
10-12 IJ or 0.3 U/ kg

® |f on existing insulin regimen
usually unit to unit at the
same total insulin dose but
may require adjustment
to individual needs

|

-

TITRATION

" |ndividual dose adjustment
depends on type of
biphasic insulin

= More complex if on three
times daily regimen




TO AVOID
CLINICAL INERTIA
REASSESS AND

MODIFY
TREATMENT
REGULARLY

(3-6 MONTHS)

ADA Standards of Medical Care in Diabetes — 2019
Diabetes Care Volume 42, Supplement 1, January 2019



yng dan ctia Bo Y té 2017
u tri insulin trong DTD tip 2

7, AV. N Iy - - - / \
Bat dau vdi insulin premix . C6 thd bit
hodc insulin nén o
dau insulin
= v sém, ngay
-] Néu chwa kiém soéat Alc, can nhac liéu phap tiém phéi ho £ b
o e bep P 2P sau that bai
[
<O ;. .
£ v@i metformin
«3 v & /
€3 i .
g"ﬁ Basal - plus Phoi hop ) Iere/mlx\ - ~
® S GLP-1RA an/ngay Y s :
3 E € ) Khéi tri insulin
o) .
g premix:
;E' - 1 1an/ngay:
<@
o - 12U truwéce
Basal - bolus € 3 Ers/r:;xay .
A\ 74 bira an toi.

« 2 lan/ngay: 6U
blra sang, 6U
bira toi.

N y

HUONG DAN CHAN POAN VA PIEU TR| BAI THAO BUONG TiP 2
(Ban hanh kém theo Quyét dinh sé 3319/QP-BYT, ngay 19 thang 7 ndm 2017 cua B truéng BO Y té)



Nghién ctru IOQE

So sanh lispro mix 75/25 vo&i glargine +
lispro trén bénh nhan DTD tip 2 c;hu’a E
soat dwoc DH vai glargine + thudc vién

Tinahones FJ, et al. Diabetes Obes Metab. 2014;16(10):963-970.



_ N oc v oug Teso®

chuan chon bénh

Tuyén chon
Tudi 18 — 75

DTD tip 2
HbAlc 7.5 - 10.5%
FBG < 6.7 mmol/L (120.6 mg/dL)

Pang s dung liéu metformin va’hodac pioglitazone én dinh trwdc khi sang
loc

S dung insulin glargine 1 1an/ngay trong = 90 ngay trwdc sang loc

Loai trir

BMI > 45 kg/m?
> 1 1an ha dwéng huyét nghiém trong trong vong 24 tuan trwdc tham kham

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



IR oc v ouge TP vow

ét ké nghién ciru

[3) : X
o LM25 2 lan/ngay + metformin and/or pioglitazone
o >
[ 1
/(O :/
0|
(< X
© Insulin glargine 1 lan/ngay va
O : L 2 R : o
Lo I insulin lispro 1 lan/ngay + metformin and/or pioglitazone
T -
&
‘ 1 T 1 1 T T T
Lan tham kham 1 2 3(T1) 4 5(T2) 6(T3) 7(T4) 8 9 (T5) 10 (T6)11

0 2 4 6 8 10 12 16 20 24
1 t
< . Két thic nghién clru
Ngau nhién

(1:1)

Tuan diéu tri -2

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



IR oc v ouge TP vow

b\

inh lieu insulin

Chinh
lieu Chinh liéu Chinh liéu
PPG ttr 3-7 ngay LM252  IGLP —insulin FBG 3 ngay trwéc IGLP — insulin
trwéc (mg/dL) {19)] lispro (1U) (mg/dL) glargine (IU)
< 80 -2 -2 < 80 -2
80 — 109 0 0 80 — 100 0
110 — 139 +2 +1 101 - 120 00— +2
140 — 179 +4 +2 121 — 140 +2
=180 +6 +3 141 — 180 +4
> 180 +6 — +8

LM25 dose adjusted to achieve target FBG or predinner plasma-

equivalent BG of < 110 mg/dL. b Insulin lispro dose adjusted to

achieve target premeal plasma-equivalent BG of 101 to 120 mg/dL

before the meal after the largest meal or before bedtime if dinner was

the largest meal; insulin glargine dose adjusted to achieve target

plasma-equivalent FBG of <100 mg/dL. Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



tiéu nghién clru

P G oz wEn o

 Muc tiéu chinh

— Thay déi HbA1C sau 24 tuan
* Muc tiéu phu
— Thay déi HbA1C sau 12 tuan
— Bénh nhan dat HbA1c < 7.0% hoac < 6.5%
— Thay déi FBG
— 7-point SMBG
— Tbng liéu insulin hang ngay va thay déi can nang
— Tilé ha dwdng huyét

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



IR oc v ouge TP vow

fiéem dau vao cta bénh nhan

Glargine + Lispro Lispro Mix 25 Chung

Pic diém (N=240) (N=236) (N=476)
Tudi, ndm 57.7 (9.1) 57.4 (9.9) 57.5 (9.5)
Nam, % 40.8 49.2 45.0
Chung téc, %,

Da trang 56.7 56.4 56.5
Chau A 33.3 33.9 33.6
Thoi gian BDTD, nam 11.3 (6.8) 12.2 (7.7) 11.7 (7.3)
HbAlc, % 8.6 (0.7) 8.7 (0.8) 8.6 (0.8)
FPG, mmol/L 6.2 (1.8) 6.4 (2.0) 6.3 (1.9)
SMBG, mmol/L 9.5 (1.8) 9.4 (1.9) 9.4 (1.8)
Bién dbi dwong huyét,m mmol/L 2.7 (1.0) 2.5 (1.0) 2.6 (1.0)
Liéu insulin glargine tai thoi diém sang loc, 1U 33.5 (17.1) 33.8(18.7) 33.6 (17.9)

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



IR oc v ouge TP vow

tic két thuc nghién ciru

12

= HbAlc at Baseline = HbAlc at Endpoint

Glargine + Lispro (N=240) Lispro Mix 25 (N=236)

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



c Mo v 0w 1w

lic két thuc nghién clru

East Asian Caucasian

Mean (SD) change in HbA1c (%)

-1.5 -
-2 - n=39 1
i n=142
- =40 n=136
e mLM25 mIGL

Han J, et al. Presented at: 2014 International Conference on Diabetes and Metabolism; 16-18 October 2014; Gyeonggido, Korea. Poster PE31.



Mean (SD)
Blood Glucose Level (mmol/L)

*p < 0.01

16

14

12

10

IR oc v ouge TP vow

m ltc két thic nghién cru

—&—Glargine + Lispro Baseline
—®— |nsulin Lispro Mix 25 Baseline
-~¢--Glargine + Lispro Week 24
--#--|nsulin Lispro Mix 25 Week 24

Before After
Breakfast Breakfast

Before
Lunch

After Before After 3:00 AM
Lunch Dinner Dinner

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



sulin va can nang

PR BB ok iEn ey

Glargine + Lispro Lispro Mix 25
(N=240) (N=236) p

Liéu insulin tai tuan th 24, 1U, mean (SD)

Téng 50.8 (22.0) 53.1 (24.6) 0.409
Nén 37.4 (18.8) 39.8 (18.5) 0.102
Bira an 13.5 (6.5) 13.3 (6.2) 0.488

Tang can tai tuan th 24, LS mean (95% ClI)

Can ning, kg 0.50 (0.11, 0.89)  1.13 (0.75, 1.52) 0.018

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70



Ha dwdng huyét

Ha PH toan bo
(3.9 mmol/L)

Triéu chirng dworc bao cao
(3.9 mmol/L; <70 mg/dL)

Khéng co triéu chirng
(3.9 mmol/L; <70 mg/dL)

Ban dém

Nang

IR oc v ouge TP vow

iwéng huyet dwoc bao cao

Glargine + Lispro

(N=240)
Bénh nhan Sé lan/ bénh
21 lan nhan-nam
n (%) Mean (SD)
150 (62.5) 16.51 (26.44)
110 (45.8)T 7.72 (15.67)
109 (45.4) 8.34 (18.00)
52 (21.7) 1.82 (5.25)
0 (0.0) 0.00 (0.00)

TOne patient discontinued treatment because of hypoglycemia
SNeither of these 2 patients required treatment discontinuation

Insulin Lispro Mix 25
(N=236)
Bénh nhan S6 lan/Bénh
>1 lan nhan- nam
n (%) Mean (SD)
144 (61.0) 13.07 (22.03)
109 (46.2) 7.21 (14.55)
97 (41.1) 5.18 (12.62)
50 (21.2) 1.54 (4.58)
2 (0.8)8 0.04 (0.45)

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70
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an chinh cua IOQE

”

Cai thién HbA1c dang ké
Puwdng huyét trung binh khdng cé sy khac biét
Tdng liéu insulin hang ngay khéng cé sw khac biét

Khéng co sw khac biét vé tan suat ha dwdng huyét

Tinahones FJ et al. Diabetes Obes Metab 2014;16:963-70
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X 75/25™ Kwikpen™

Analog tac déng nhanh Insulin nén
Humalog mix=dung dich insulin lispro Humalog mix=dich treo insulin lispro trong protamine
Humalog Mix 75/25 25% 75%
Khéi phat (gi®) Dinh (gi®) Théi gian (gio)
Humalog® Mix 75/25 0.25-0.5 05-26 16 — 20

-_—




N oc v ougc reson®

® Mix 75/25™ Kwikpen™

HUMALOG Mix 75/25 c6 thé dwoc str dung cho bénh nhan

« Pang dung thudc vién hoac insulin nén nhwng can kiém soat dwdng huyét tbt
hon

« CO ché d6 an udng va sinh hoat én dinh trong ngay

Thuan loi

« Insulin da dwoc trdn san nén thuan tién s dung

« Chivoi 1 thiét bj: Bat dau bang 1 mii, tdng cwdng lén 2-3 mdi
-« Kiém soat dworng huyét nén va sau an (bira an sang va chiéu)

c
E
= | Lispro Mix 75/25 Lispro Mix 75/25
3
5
jo]
7 — —
(S S Q§ 0/‘ /l/ .Q .
(9/) Q/)/ 7) 2 /)9 R 06.// Q’?
‘9@}7 /% (oX 4 % @%
% (%
o)

Roach P and Woodworth JR. Clin Pharmacokinet. 2002; 41: 1043-1057.
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uodc ha dwérng huyét
hop vé&i insulin

CONSIDERING ORAL THERAPY IN
COMBINATION WITH INJECTABLE THERAPIES

METFORMIN SGLT2i SULFONYLUREA DPP-4i

If an SGLTZi, continue
treatment

Continue treaiment Consider adding SGLTZ, if If o 54, stop or reduce

Stop DPP-4i if

with metformin = Established CVD ::::ﬁ:::u%n :?tT:ted BLP-TRA nitated
» |fHbA  above
target ar as weight
reduction aid
Consider slopping SU if
TZD Beware prandial insulin initiated
«  DKA (euglycemic) or on a premix regimen
= Instruct on sick-day rules
Stop TZ0 when = Do not down-titrate
commencing insulin insulin over-aggressively

OR reduce dose

1. Conlraindicated in some couniries, consider lower dose. This combinatian has a high risk of fluid retention and weight gain

ADA Standards of Medical Care in Diabetes — 2019
Diabetes Care Volume 42, Supplement 1, January 2019
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sang: Giai phap

LM25 2 lan/ngay — Bat dau véi lieu thap va tang lieu dan

Bénh nhan da s dung insulin 1 Khuyén céo thudc uéng:
Iéln/n,géy:R o \ = Tiép tuc Janumet nhwng nén
= Tinh tong lieu hang ngay ngwng Glimepiride (SU)

v/ Téng liéu hang ngay + 2
v 1/2 trwdc an sang va 1/2 trwéc an

chiéu Do dwong huyét:
= Do dwong huyet trvdc an sang
= Bénh nhan dang s dung insulin va trwéc an chiéu moi 3-4 ngay

glargine 48 dorn vi/ngay

= 48 + 2 = 24 = 24 don vi trwréc an
sang va 24 don vi trwwéc an chieu

Clinical guidelines task force. IDF Global Guideline for Type 2 Diabetes 2005. Hirsch et al. Clinical Diabetes 2005; 23:78-86



FBG tir 3-7 ngdy Chinh lieu FBG twr 3-7 ngay Chinh liéu

trwéc (ma/dL) LM252 (1U) trwéc (mmol/L) LM252 (1U)
< 80 -2 | <44 -2
80 dén 109 0 4.4 dén 6.0 0
110 dén 139 +2 6.1 dén 7.7 +2

Trwéece tién |1a chinh liéu bira an chiéu, tiép theo |a diéu chinh liéu bira dn sang

Tang thém 2 don vi 1 hay 2 lan/ngay cho dén khi bénh nhan dat muc tiéu < 110mg/dL (6
mmol/L) nhwng khéng cé gia tri nao < 80mg/dL (4.4 mmol/L) dwa trén dwéng huyét
trwéc an thap nhat hay tién sir ha dwong huyét

Diéu chinh liéu insulin trwéc dn chiéu dwa trén dwong huyét trieéc an sang. Piéu chinh
lieu insulin sang dwa vao dwong huyet trwédc bira an chieu

Néu dweng huyet < 80 mg/dL (4.4 mmol/L) hay ha dwong huyét xay ra, giam di 2 don vi.
Néu ha dwdng huyét van con, bénh nhan nén xin y kién BS

a M25 dose adjusted to achieve target FBG or predinner plasma-equivalent BG of <110 mg/dL. PInsulin lispro dose adjusted to achieve target premeal plasma-equivalent BG of 101 to 120
mg/dL before the meal after the largest meal or before bedtime if dinner was the largest meal; insulin glargine dose adjusted to achieve target plasma-equivalent FBG of <100 mg/dL.

Adapted from Tinahones FJ, et al. Diabetes Obes Metab. 2014;16(10):963-970. Suppl Table S1.
Adapted from Diabetes Ther. 2015 Sep;6(3):273-87. doi: 10.1007/s13300-015-0116-0. Epub 2015 Jun 24
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: Dién tién sau 04 tuan

\\ log Mix 25 Pwong huyét s 5
= Sir dung Humaios e iR wong huye Duwéng huyét
32 don vi sang va 26 dom fhondicm (mg/dL) (mmol/L)

6.1

vi chiéu

Trwdc an sang 112
. Banh nhan t tin kN dieu Sau &n sang 148 8.1
cpinh lidu va thay két qua Trwéc &n trua 128 7.0
do giam xuong Sau &n trua 168 9.2
- Banh nhan co dudong Trwoc an chiéu 116 6.4
huyét trung binh do & Sau an chiéu 154 8.4
tuan treoc do nhu bang Trwéc ngd téi 132 7.2

Nguén: BCV
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: Dién tién sau 12 tuan

e 4R Pwong huyét | Dwéong huyét

Trwdc an sang 108 5.9
= Str dung Humalog Mix 25: 36 Sau an sang 152 8.3
don vi sang va 32 don vi chieu

Trwdc an trua 118 6.5
= A1C giam xudng 7.1%, khong Sau an trua 156 8.6
co con ha dwong huyet Trwdc an chiéu 106 5.8
) Sau an chiéu 162 8.9

. Bq’c‘rng huyet trung binh cua Trud oL
tuan trwéc dwoc the hién & rroc ngu tol 130 7.1

bang bén

Nguén: BCV
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If you focus on regults,

You will never change.

If you focus on change,

you wi@ef results.

~Jack Dixon
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