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DICH TE HOC BTP VA BENH THAN MAN

+ N&m 2021, thé giéi ¢ 537 triéu nguwdi méc DTD (chiém 11% dan sé toan cau)
va c6 kha nang tang 1&n dén 783 triéu ngudi vao nam 2045

+ Khoang 20-50% BN DTD tién trién cudi cung dén bénh than dai thao dudng

+ Bénh than dai thao dwong (DKD) la mot trong nhirng nguyén nhan hang dau
clia BTM va BTM giai doan cudi, chiém 50% cac truong hop

+ BN méc bénh than BTD cé nguy co cao méc bénh tim mach va t& vong do tim

mach, gidm chéat lwong sbng

Hoogeveen, E.K. The Epidemiology of Diabetic Kidney Disease. Kidney Dial. 2022 3
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No6i dung

1. Thach thirc trong didu tri ha DH trén BN dai thao dwdng bénh than
man gd 5

2. Chon lya thudc diéu tri BN dai thao dwong cé bénh than man gd 5

3. C6 phai cac thudc trc ché DPP4 déu giéng nhau.

4. Kétluan

Kidney International (2020) 98, $1-5115 2

PIEU TR] ON DINH BH CHO BN BENH THAN MAN: BS gip nhivng thach
thirc gi?
« O'BN BTM, c6 nhiéu co ché anh hwdng dén sy can bang ndi méi BH, gay nén

tinh trang dé khang insulin:

* Ure mau cao, tinh trang viém man tinh, dw thira chét béo vung tang, stress

oxy hoa, toan chuyén héa, thiéu hut vitamin D
+ Giam ndng do adiponectin
« Giam ndng dé erythropoietin

- Dé khang insulin 1am tang nguy co’ bénh tim mach cho BN BTM

Am J Kidney Dis. 2014;63(2)(suppl 2):522-538 4




DIEU TR| ON BINH DH CHO BN BENH THAN MAN: BS gip nhirng thach
thire gi?
+ Kiém soat DH cho BN DTD va BTM, ké& ca bénh than man tién trién (ESRD) la

mét thach thire vi:

« Kho khan trong theo ddi hiéu qua diéu tri: dwa vao HbA1C?

« BN BTM vira c6 nguy co tang BH, vira cé nguy co ha BH - dat muc tiéu

HbA1C thé n&o la phu hop?
« Sy giam eGFR clia BN gay tich Iy lidu thuéc va mét sé san pham chuyén

héa clia thube.

Am J Kidney Dis. 2014;63(2)(suppl 2):S22-38
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HbA1C va BENH THAN MAN

« HbA1c chiém 4% téng lwong Hb trong HC ngudi trwéng thanh khong suy than.
Ndng d& HbA1c phan anh néng do glucose mau trung binh trong khoang 3
thang trudc dé. O BN suy than, doi séng HC c6 thé giam 30-70% -> co thé lam
gidm HbA1c

* Theo USRDS bao céo, ty 1é BN BTM gd 1-2 cé HbA1c >7% cao hon so vo&i
nhom BN BTM gd 3-4."2

1:US Renal Data System. Dat States. Bethesda, ofHealh, of Diabetes and
Digestive and Kidney Diseasos; 2008
2 Colins AJ, Foley RN, Herzog C, et al. US Renal Data System 2012 annual data report, Am J Kidrney Dis. 201361(1) (suppl 1)A7, e1-6476. 6
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HbA1C va BENH THAN MAN

« Mot NC khac cua Williams ME va cs® thye hién trén BN ESRD, NC ghi nhan HbA1c
trung binh 1a 6,77% va chi cd 35% BN cd HbA1c >7%

« Mot NC theo d&i BH lién tuc 4 ngay & 2 nhém BN BTD dang loc mau va BN BTD khong
c6 BTM cho thdy méi twong quan chat gitta HbA1c va BH (r=0,71) & BN khoéng loc
maéu, trong khi d6, nhém BN loc mau méi twong quan nay yéu véi r=0,47. Hb clia nhém
BN loc mau co str dung EPO thap hon so nhém con lai (11,6 vs 13,6 g/dL)*

+ HbA1c & BN BTM c6 thé phan anh néng do duwdng trong mau thap hon thuc té gay

danh gia dwéi mire tinh trang ting duwéng huyét cia BN

3: Wilams M, Lacson E Jr, Teng M, Ofsthun N, Lazarus JM and suvival. Kichey In.

1509
4 Riveline JP. Teynie J, Beimouaz S, ot al. Nephvol Dial Transpiant.

CAC THUOC HA BUONG HUYET CHO BN PAI THAO BUONG VA
BENH THAN MAN

Insulin dwoc xem la mot thudc ha BH an toan nén can nhéc diéu tri cho BN suy than

tuy nhién khi ké toa gap rao can vi tdm ly so' tiém va nguy co ha BH

DDP-4i dang duwoc st dung ngay cang nhiéu va & chon Iya wu tién khéng nhitng cho

BN BTM ma con ding cho BN BTM gd cudi, tham chi la BN dang loc mau

Nhigu NC thir nghiém LS cho thay hiéu qua ctia DDP-4i trong kiém soat BH vai tinh
an toan va khoéng c6 nguy co’ ha BH nghiém trong hodc tang can

Ngoai ra, DDP-4i c6 thé bao vé than vi thuéc lam giam tan suat méi mac albumin niéu




537 million
People live with diabetes worldwide

Type 2 diabetes Type 1 diabetes

95% 5%
510 million 27 million

Diabetic kidney disease

o000 o
/ Half of chronic kidney disease \
Heart failure,

Progression to Y atherosclerotic
kidney failure 1 1 cardiovascular

| disease, death

10% 90%
Tuttle Katherine R, Moving from Evidence to of Therapies for Di: Disease, CJASN, June 2022
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Prevalence of T2DM (%)
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KDIGO eGFR stages UACR KDIGO categories
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23,8%

16,8%

46,6%

+G1 (=90 mL/min/1.73m2) - G2 (60<90 mL/min/1.73m2) = Al (<30 mg/g)

s e T U e e

+ G3a (45<60 mL/min/1.73m2) = G3b (30<45 mL/min/1.73m2) = A2 (30-300 mg/g)

= G4 (15<30 mL/min/1.73m2) = G5 (<15 mL/min/1.73m2) » A3 (>300 mg/g) . .
- KDIGO 2023

DIABETES AND
THE KIDNEYS

Diabetes is one of the leading causes
of chronic kidney disease (CKD)

The prevalence of
end-stage renal disease (ESRD) 1 0
isupto 10 times higher  X.
in people with diabetes

LU

Pooled data from 54 countries reveal that more than
80% of cases of ESRD are caused by diabetes,
hypertension or a combination of both.

Screening for albuminuria
should be done every year after diagnosisin
people with type 2 dabetes and the same after




S6 lwgng bénh nhan phai loc mau chu ky do suy than giai doan cuéi do
nhiéu nguyén nhan khac nhau
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Sé ngwoi mac bénh than man giai doan cubi
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Thé&i gian tinh tirng quy trong nam

USRDS 2024
USADS, 2004
3 i
Decreased gluconeogenesis
. < 3 £ ~ A ik a x 3 Impaired insulin clearance and
Kiém soat dwong huyét trén BN BTM la diéu khéng dé dang Glucose and | degradation
insulin Variability of exposure to Hypoglycemia .
metabolism | ooqiycemic effect Glycemic
P P ; . Advanced | Nutritional deprivation - gty
« Can bang néi moi glucose thay do6i & nhitng bénh nhan mac DKD, cé nguy co’ cao bi ting vancel Hyperglycemia
. PR N % CKD Glucose concentration of the
dwong huyét va ha dwong huyet. ) dialysate
+ Ca mirc dwong huyét cao va thap déu lién quan dén tang ty 1é mac bénh CKD va rit ngan i —
thoi gian séng con & nhém bénh nhan nay Impaired beta-cell secretion
HbA1c

DE TANG PUONG HUYET
+ Giam loc va bai tiét glucose

« Giam gluconeogenesis than,

« Con duwong trao ddi chéat rdi loan
(bao gdbm thay ddi chuyén héa thubc)

« Giam do6 thanh thai insulin

» Khang insulin do viém

Pecoits-Filho, R., et al, Interactions between kidney disease and diabetes: dangerous laisons. Diabetol Metab Syndr, 2016. 8: p. 50.

Rodolfo J Galindo, Roy W Beck, Maria F Scioscia, Guillermo E Umpierrez, Katherine R Tuttle, Glycemic Monitoring and Management in Advanced Chronic Kidney 16

Disease, Endocrine Reviews, Volume 41, ssue 5, October 2020, Pages 756-774

LD Iﬂ
dosing CGM Pro or
real-time I\
Decrease basal insulin by CKD.
25-30% in CKD3
Decrease total daily dose by

Average glucose

Lack of assessment of
acute glycemic
- excursions
Correlate serum HbA1c and cGMI

o a CKD, on HD
40— 50% in CKD o Lack of validation of

Decrease basal insulin 25% Consider for glycemic assessment fructosamine and
for pre-HD days G Potential interferences? g glycated albumin

Several limitation/bias
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3.
4.

Kidney International (2020) 08, S1-5115

2. Chon lya thudc diéu tri BN dai thao dwéng cé bénh than man gd 5
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CHIEN LU'Q'C PIEU TRI

+ ESRD: eGFR<15mL/phtt/1,73m? da

« Can thigp diéu trj da yéu tb:
‘ RL lipid
mau
J

‘ Tang
huyét ap

« Bénh than DTD dac trung bai tinh trang albumin niéu va sy gidm dd loc cau than

Piéu tri

bién
chirng

Phong ngtra bénh tim o
mach do xo vira

Kiém soat BTM gd cubi ]

18

Glycemic Monitoring and Targets in Patients with Diabetes and CKD

Recommendation 2.2.1. We recommend an individualized HbA1c target

ranging from <6.5% to <8.0% in patients with diabetes and CKD not treated
with dialysis (1C).

<6.5% HbA1c
CKD G1 Severity of CKD
Absent/minor Macrovascular complications
Comorbidities
< teng Life expectancy
< Present Hypoglycemia awareness
Low P y of to h ly i

Kidney International (2020) 98, S1-S115

Treatment algorithm for selecting antihyperglycem
with T2D and CKD

s Lifestyle therapy

Physical activity
Nutrition
Weight loss

I

Reduce dose Discontinue ~ Discontinue.

Metformin SGLT2 inhibitor
fstline eGFR <GFR GFR =)
26" therapy s SR payss + i 4 Dilysis

Do not initiate

- Guided by patient preferences,

ic drugs for patients

Discontinue

dditional drug therapy as
\eeded for glycemic control

IDPM inhibitor Insulin I "

Sulfonylurea D

Kidney International (2020) 98,51-5115

) - See Figure 20

€GFR, and cost
Includes patients with eGFR
<30 ml/min per 1.73 m? or
treated with dialysis
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CHON LUA THUOC HA BTD - HIEU CHINH LIEU THEO eGFR . . P Ao L LE
i : : B Cac thudc (rc ché DPP-4 1a mét Iwa chon diéu tri phd bién hién nay
Cac thudc DP4i duwoc dé cap trong cac hwéng din quéc té va quen thudc véi cac bac sTchdm séc ban dau
insuin  oppait | CLRA Metformin - o, X L o
€ 60 (Liragiut - 1 i - Dlabetes Aﬁ'g "% Hiéu quad ha du’o'n: ILuyet la tu",p'lngltgr nhau giita cdc
2 ide) C 5 thuéc trong nhém
Mettormin 545 3 ] 1 . ! O ithosc khong tut duong huyét!
5 Can Chinh . oA x4
Insulin soLr2i %‘ nhic ~  lidu triv Ue ché DPMO Trung tinh v6i can nang
= chinh# - Linagli ) A t0&N (ba0 gdm tim mach)*2
r 30 ligu' - ptin h ~ .
% / O D& tuan tha didu tri
] A
. / = Khéng can chinh liéu O Kinh nghiém 1am sang trén 10 nam’
., Khong khéi dau
valhoac chinh lidu
* sitagliptin: liéu dung theo chirc niing than duoc danh gid bng Crcl; *potential sk of pancreatts, and bullous pemphigoid (are”
saxagliptin: khong khuyén cdo sir dung cho bénh nhan suy than & giai doan cudi can phai loc mau “Increased risk of hospitalisation for heart filure with saxagliptin in 3 cinical rial!
Tér huéng dén st dung hign hanh clia cc thube didu tri DTD & Viét Nam « o i R

HOI NOI TIET LAM SANG HOA KY 2020:
Ddc tinh cac thuée ha PH

CO CHE TAC PONG CUA DPP-4i trong HIEU QUA BAO VE THAN

PROFILES OF ANTIHYPERGLYCEMIC MEDICATIONS

GLP-1-independent «-- === GLP-1-dependent

ey

TGF-B

WEIGHT

> “EmT,
» KHONG CAN HIEU CHINH - ECM production|

- NF-xB|

GLP-1 receptor
Oxidative Stress + Hyperglycemial.
* NFxB|
- PKCP|
Apoptosis * ROS generation|
+ Cytokines|

LIEU TREN BN SUY THAN VO
LINAGLIPTIN
> GIAM ALBUMIN NIEU

RENAL / GU Inflammation

Fibrosis

i s micro RNAs * Chemokines|
= Possible increased hospitalization of heart

caroiAc failure with alogliptin and saxagliptin

nseve.

Keroaciosis PSR e e

miR-29.
2

miR-200a

* Nrf2/Keapl

Renoprotection

Neutra

Kawanami, D.; Takashi, Y.; Takahashi, H.; Motonaga, R ; Tanabe, M. Renoprotective Effects of DPP-4 Inhibitors. Antioxidants 2021, 10, 246.
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2.
3. C6 phai cac thudc trc ché DPP4 déu giéng nhau.
4.

Kidney International (2020) 08, S1-5115
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Hau hét cac thuéc trc ché DPP-4 yéu cau diéu chinh liéu theo chirc néng than

Liéu DPP-4i theo chirc nang than, theo thong tin ké toa -5

Q cKD1 cKD2 CcKD3a CKD3b CKD4. ESKD.

2 <90 10 260 <60 to 245 <45 to 230 <30 10215 e
eGFR 290 mimin/1.73m: mi/min/1.73m? mi/min/1.73m? mi/min/1.73m? mi/min/1.73m? <16 mmin/1.73m

Linagliptin

I 5 m o ——

Sitaglptin:

100 mg ad e .
Saxagliptin*® i i | mg qf 25 m? qd
250r5mgdd .
Vildagliptin® o i 25mgaqd
Alogliptin®* h H H 50 mg qd
5 mal G5 mgad €25 mg ad

Khi chirc nang than giam, khéng can chinh lidu vé&i Linagliptin'

s mgac; mi/min.

Do kha néang bai tlet qua thén thap, Ilnagllptln c6 thé dwoc str dung véi
cung liéu 5 mg méi ngay, bét ké chivc nang than’

/I 87% Sitagliptin

85% Vildaglipt . . <
) 1 85% Vildagiptin va/hoac theo déi chirc nang

< 76% Avgiptn than lién quan dén thuéc
75% Saxagliptin

o A a S
5 A) Khéng can theo d6i chirc nang

Cén chinh liéu & BN suy than

thém lién quan dén thuéc

Linagliptin

intutiog metabolts sl uncnge g streon ot dn-doe wiintation of sl g PD-4 Jpeit pettne hio
9,2 Thang, 20183, Thong tin 20164 Thong i 6 10 svadipin 201615 Théng tn k oa i, 2018

* Viém, stress oxy hoa, xo hoa dong vai trd quan trong trong sw phat trién
DKD. Stress oxy hoéa va nhitng con duong tin hiéu viém thic day sy biéu
hién yéu té tang trwdng TGF-p, sw san xuat chét nen ngoai bao (ECM)
thong qua hoat hoa NF-kB - xo héa cau than va éng than mo ké

* Su. chuyen déi ttr biéu mé sang trung mo cung dwoc xem la ngudn san xuét
chét nén ngoai bao ECM tir nguyén bao soi ctia DKD

« Céc cytokine viém nhw TNF-q, IL-1p, IL-6 va IL-18 d&n dén sy biéu hién ctia
cac chemokine, thuc day sw héa hwéng dong dai thwe bao dén té bao trung
mo. Truc AGE-RAGE déng vai tro quan trong trong bénh sinh DKD

« Tén thuwong té bao chan gla va sy chét tb theo chu trinh déng vai trd quan
trong trong s phat trién tiéu albumin

« DPP-4i c6 thé bao vé than théng qua 2 con dwong phu thudéc GLP-1 va
khong phu thuéc GLP-1




Linagliptin: Kiém soat dwéng huyét higu qua bét ké chirc nang than

Thay dbi HbA, trung binh c6 diéu chinh tir mirc nén so véi gia dwoc & cac giai doan clia
BTM
0 am 0 e i 0 e nin O o
thuong man GB 2 man GB 3 man GB 4-5
=
E Linagliptin 5 mg qd
2= 23
= . o o i R
g Phan tich gop ciia 3 nghién ciru pha Il tai thoi didm 24 tudn 1m0 o a2
EE
o2
<6 -0.63 -0.67 -0.72
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S
©8
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£
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Mirc nén trun
Binh HbAL (5) 8.1 80 82 82
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Nguy co’ ha dwong huyét cta Linagliptin & cac giai doan BTM

50
2 40
=3
=
k=3
< 30
Q . L
@ u Linagliptin
= 20 Cha
5 wng
z
o
« 10
) s 56 55

21 14 _ 15
N — || -
Suy than nhe Suy than trung binh Suy than néang

(60 to < 90 mL/min/1.73 m?) (30 to < 60 mL/min/1.73 m2) (< 30 mL/min/1.73 m?)

Source: McGill JB, et al. Diabetes Vasc Dis Res. 2015;12(4):249-57

3,Soofvingerngoheim and £ iy, Trleiad (inagipin) Sunman of Emmmmmsnc} 2015

Bién cb ha dwong huyét theo eGFR

eGFR 245 eGFR <45
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‘Any hypoglycomia _Plasma glucose
<54 mg/dlor

Plasmaglucose  Severe® 4 gl

Any
hypoglycemia <54 mg/di or

MlLinagliptin
WPiacebo

“Requiring the assistance of anather person to actively administer carbohydrate, glucagon or ofher resuscitative actions.

analysis was post-hoc.

Treated set. MedDRA version used for reporting: 20.1. AES occurring between first study drug intake until 7 days afte last permanent study drug stop eGFR <45 and 245 sybgrouy

CARMELINA® la CVOT duy nhét ciia cac DPP-4i danh gia an toan dai han
trén TIM MACH va THAN

Céac bz‘;nh nhan DTD tip 2 dwoc phan ngéu nhién vao nhanh linagliptin hodc placebo khi thém
vao diéu tri chudn*

Thoi gian didu tri trung vi : 1.9 nam

SCREENING

N=6,979 LINAGLIPTIN 5 MG/DAY + STANDARD OF CARE*

MATCHING PLACEBO + STANDARD OF CARE*

CV EVENTS

RANDOMISED
+ TREATED

+ Thém thuéc diéu tri DTD khac vao diéu tri nén khi HbA,, >7.5%
« Tt ca céc yéu t6 nguy co tim mach khac dwoc diéu tri theo huéng dan diéu tri chuén cta dia phuong
hay khu vue thue hién nghién ci




Tiéu chi thu nhan chinh

Bwoc chan doan DTD tip 2, dang diéu tri 6n dinh véi thuéc ha DH
Tudi 218
HbA,, 6.5%—10.0%
BMI <45 kg/m?2

Nguy co bién cé tim
mach cao:
1trong 2 nhém

Bénh mach mau Ié&n va
albuminuria (UACR >30 mg/g)
21 yéu té sau:

Tién st NMCT

Bénh mach vanh tién trién

Bénh mach vanh don nhanh nguy co cao

Tién st dot quy do thiéu mau hoac do xuét huyét
Bénh mach vanh

Bénh dong mach ngoai bién

Suy giam chirc nang than
valhodc albuminuria
* eGFR: 15-<45 ml/min/1.73 m?

+ eGFR: 245-75 ml/min/1.73 m? kém UACR >200*
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CARMELINA® tiéu chi danh gia

PRIMARY ENDPOINT
[
« T& vong tim mach

« NMCT khong ttr vong

* T vong do bénh

Tét ca bién o trong két cuc chinh v két cuc phu duec xac nhan bi ban danh gia

KEY SECONDARY ENDPOINT

) * Giam eGFR 240% lién tu
@ e?s « Tién trién dén suy than giai doan
cudi keo dai*

CARMELINA® c6 ti 1&é bénh nhan cé bénh than cao nhét trong cac
cvoT

Trong CARMELINA®, 62.3% bénh nhan cé eGFR <60 ml/min/1.73 m2, so v&i
ti & 9.3% dén 29.1% trong cac CVOTs'7

100

n of patients with

idney disease (%)

285
259 232 234 229

291
15.6* 16.4
[ | HA m B
2 s o 5 0
o

4 EnpRREG o z
(Swagiptn)  (Nogipt)  (Stagipin) os
P 5300 ne1d671 =8

ouTcos
(Empagifozn)
7020

e LeaD o
(Lodsoratide)  (Liegluide)  (Semaglutide)  (Canaglfled) (Cansgllcar) (E»
5056 8340 iy 4330 =581

216

1
exsce

seratide QW)
14752

CARMELINA, Linagliptin gém ti 1& I&n bénh nhan c6 bénh than

mLinagliptin = Placebo

100 '
. Albuminuria ! Stages 3-5 CKD
< 80 0.0% '
8 6o | Nomo- ™ Micro- Macro- 111 !
c 19.9% 41.5% 38.5% : Stages 3b-5 CKD
g 1 43.0%
S 40 ;
s
a 20

o

<30 30-300
UACR (mg/g)

Median UACR: 162 mglg

>300

Median eGFR: 49.0 mi/min/1.73 m?

Treated set CKD, chronic kidney disease; éGFR, estimated glomerular ftration rate; UACR, urinary albumin-to-creatinine ratio
Rosenstock J et al. Cardiovasc Diabetol 2018;17:39
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CARMELINA® cho thay tinh an toan tim mach dai han cua Linagliptin Dir liéu 1am sang cua Linagliptin trong nhém DPP-4i
M th Dual th Tripl High CV risk Heart fail High
3P-MACE Hospitalization for HF croferapy  DuATTISTERY nerapy foh Vs oI idney risk
HR (95% CI) HR (95% CI) p-value HR (95% CI) HR (95% CI) p-value o
Vildagiptin' o ovcenco s evance] it ovsnce
SAVOR-TIMI 53' 1,00 (0.89, 1.12) e 0.99 127 (1.07,1.51) o 0.007 ’ i
saxagiptn’ f o e | Sat s ] e o
EXAMINE2? 0.96 (n/a, 1.16) o« 032 1.07 (0.79, 1.46) —i— 0.657 !
Alogiptn’ o e | Unearant ] e o
TECOS* 0.99 (0.89, 1.10) Y 0.84 1.00 (0.83, 1.20) o 0.98 |
Sitagliptint oo soor | oo sy J it evene
CARMELINA®  { 02 (0.89, 1.17) - 0.7398 0.90 (0.74, 1.08) @ 0.2635 / J / :
inagliptin® [ Proven satety | Proven satety | Proven saety |
o5 o 20 05 o 20 Linagliptin : Proven safety Proven safety Proven safety
<
Favours DPP-4 inhibitor Favours placebo Favours DPP-4 inhibitor Favours placebo
Rosenstock et al. Cardiovasc Diabetol (2018) 17:39 a7
- Thoi gian bat | Thoi gian dat | Thoi gian tac | Giam liéu & N
Loal TENINSULIN | 43\, tac dung |néng db dinh | dung kéo dai| BN CKD S’ DUNG INSULIN O BN ESRD
Tacdung Lispro, Aspart, |5 15 o1t 12 gir 4-6 gio + 30-80% Insulin dugc chuyén héa qua than
nhanh Glulisine
- « Than giam thanh thai Insulin khi eGFR <15-20mL/phut/1,73m?
I;gndung Regular 30 phut 2-4 giv 6-8 gior « Giam tan tao dwong, tinh trang suy dinh dwéng, giam phong thich catecholamine,
Tac dun Giam 25% khi giam thoai giang va thanh thai insulin > gidm nhu cu insulin va thwéng gay ha BH
truna by gh NPH 1-2 gioy 4-8 giov 12-18 gioy eGFR:10- & BN ESRD
Tung oin 50mL/pht, : L R ) L
T:? dung Glargine 2 giv Khéng dinh 20-24 giv giadm 50% khi « Khoang 1/3 BN dang diéu tri v&i Insulin khéng can Insulin sau khi bat dau dieu tri
cham ﬁuﬁitFRﬂOm'-/P loc mau chu ky 1 nam
I:gr:l:lng Detemir 2 givy 3-14 gio 16-24 gior « Mot NC thuc hién viéc hiéu chinh liéu Insulin & BN loc mau chu ky so sanh gitra 2
G . S s A s . o/ IA
70130 aspart mix, 515 phat 3090 pht 21890 nhonl1 BN du’qc dieu Tr! I‘sulml j/m lieu chuan va nhém F}N duoc gllam 25% lieu
Hén hop 75/25 lispro mix Insulin vao ngay loc mau lam gidm nguy co ha BH trong va sau loc mau
70/30 human mix | 30-60 phut 3-12 gio 12-18 gio
Singhsakul A, Supasyndh O, Satirapoj B. Effectiveness of Dose Adjustment of Insulin in Type 2 Diabetes among Hemodialysis Patients with End-Stage Renal
Connie M. Rhee, Angela M. Leung et al. Updates on the Management of Diabetes in Dialysis Patients. Semin Dial. 2014 March ; 27(2): 135-145 39 Disease: A Randomized Crossover Study. J Diabetes Res. 2019 Nov 13;2019:6923543 40
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Combination of the DDP4 inhibitor (linagliptin)
with insulin-based regimens

in Type 2 Diabetes and chronic kidney disease

Source: McGill JB, et al. Diabetes Vasc Dis Res. 2015;12(4):249-57

29/11/2024

Phéi hop Linagliptin + Insulin & cac giai doan BTM
Hiéu qua giam HbA1c cho thay cai thién kiéem soat PH tot hon

Suy than nhe Suy than vira Suy than nidng

p<0.001

‘Source: McGill JB, et al. Diabetes Vasc Dis Res. 2015/12(4):249-57

Nguy co ha DH twong tw gitra 2 nhém c6 diéu tri Linagliptin + Insulin va
nhoém diéu tri Insulin don doc

Study 1 Study 2
50
»5 40
B = Linagliptin
gt 3 Placebo
29 30
it
.14
3§
g2
3 56% 5.5%
& 10 21% i 3.4% =3 (=3
4 . 1.5%
=6)  (reay (n=2) pao
of—— -, |_- i
Mild RI Moderate RI Severe RI
(80to <00 mUmin1.73 M) (3010 <60 miimin/1.73 mf) (<30 mUmin1.73 )

KET LUAN

1. Kiém soat dwong huyét trén BN BTM giai doan cudi gap nhiéu thach thirc
v&i nguy co gay ha BH
+ Chon lya thubc vién ha BH can phai hiéu chinh lidu

* Insulin la mét chon Iwa thwong gap trong thue hénh‘ LS nhwng nguy co
cao géy_ha DH dac biét & BN loc mau chu ky nén can dwgc giam so vé

lidu chuan

2. DPP-4i (Linagliptin) nén dwoc xem xét st dung vi
+ Gilp kiém soat dwéng huyét khéng phu thudc vao d loc cau than
« it nguy co ha dwéng huyét
+ Khong can chinh lidu & An toan cho than
3. DPP-4i phéi hop Insulin ciing Ia mét Iwa chon trong trwéng hop can kiém soat

DH téi uu hon & BN ESRD
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