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THUYC TRANG PAI THAO BUONG TAI VIET NAM
Nguyén nhan bénh tat gay tw vong hang thir 3 (2019)
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\os, T., Lim, S. S., Abbafati, C., Abbas, K. M., Abbasi, M., Abbasifard, M., ... & Bhutta, Z. A. (2020). Global burden of 369
diseases and injuries in 204 countries and territories, 1990-2019: a systematic analysis for the Global Burden of Disease Study

2019. The Lancet, 396(10258), 1204-1222.



> 50% bénh nhan chau A KHONG DAT
muc tieu diéu tri HbAlc <7.0%
A HbA <7-0%
Hong Kong (2674/12633)_| i * = Ao
China (887/4495) .

India (1135/3700) E—I *

Philippines (847/3770) +

Singapore (98/272) +

Taiwan (14/87)

Thailand (68/206)

Total (6109/27 153) *

Data in parentheses are the number of patients with young-onset diabetes/number of patients with late-onset diabetes with valid data included in
the analysis. *p<0-05. tp<0-01. p<0-001. Error bars indicate 95% Cls.

Yeung RO, et al. JADE Programme. Lancet Diabetes Endocrinol 2014; 2: 935-43



Tam quan trong cua viéc dat bénh nhan 1am trung tam

va ca thé hoa dieu tri

Comorbidities Medication/guidance Personal factors
: - - Macrovascular Gender
XEM XET VA DONG THUAN DANH GIA BAC PIEM CHINH CUA BN Patients attitudes
VE KE HOACH QUAN LY B ol Microvascular
* Xem xét k& hoach quanly . « Céc hanh vi sikc khoe va I6i song hién tai Obesity Hypoglycaemia risk
« Bong thuép vé r}hﬁng lhay di trong k& hoach quén Iy . « Céc bénh méc kém (CVD, CKD, HF) ’ 2 Dis d ration
TN W (s il W O 8 M BTG + Dac diém lam sang (1u6i, HBALC, cén nng) Liver disease ease du
nh dieu nun apeutc I, ‘ P -
+ Tién hanh quyét dinh theo chu ky thudng xuyén (it nhat mdt " a ;:z ?::::omﬁi:::}c:& ;"a" e Life expectancy
1an hodic hai lin mat nam) q ! Resources
» Hoat dong trong mét hé thong cham soc tich hop
2 CAN NHAC CAC YEU TO CHINH CO THE
CUNG CAP HO TRO VA MUC TIEU ANBANUCHG BN LA cion! D'E:;R!
) P . muyc tiéu can nang v: ng
HESBALENIVE CHAM SOC « Anh huéng clia cac yéu t6 can ndng, ha duang
« Trang thai tinh than 1ot 4 z o } huyét, bao v¢ tim mach
« LGi s6ng va hanh vi strc khoe * Ngan ngtra bién chirng . g:c ;giééu lﬁdsglahz :;;‘co.:a:: ”
« Kha nang dung nap thuéc « T6i wu héa chét lwong S A0 INLCD NEOA THIT: o . H
Dy T o Foo icRiadbeli beo S - s eml),c tap ciia phac do (1an sudt, ché 6o Diabetes phenotype Barconalisad Biccheniical
99m BGMCEM, clin ning, i burde « Lwa chon phac do dé t6i uru héa viéc str dung thudc Early (insulin resistance) 3
chén, HbAlc, huyét dp, lipid va gidm viéc ngirng didu uj : . : diabetes care markers
'  Khi ning 5p cin, chi phi, sur siin o6 cla thuc Late (insulinopenia)
THUC HIEN KE HOACH —
UCQUEANN LY CHIA SE QUYET BINH PIEU TRI DE
« DAm bdo dAnh gid thudmg xuyén; LEN KE HOACH QUAN LY
lién hé thudng xuyén hon vao thoi « Dam bao kha ning tép cén chuong trinh DSMES
gian dau thuong Ia mong mudn d6i THONG NHAT VE A « Co sir tham gia cla mt ngudn dugc gido duc va oo
v6i DSMES KE HOACH QUAN LY Kién thirc (va gia dinhingudi cham soc cia BN) Genetl
. « Khém pha & thich c nhan
* Cuthé héa myc téu SMART R O ot S D s e Healthcare enetic
- Specific: Cy thé g gl manh, ngn ngD iy det dén B) resources factors
- Measurable: Do luong duoc « Bao gdm phdng van tao ddng luc (motivational
- Achievable: C6 kha nang thuc hién intenviewing), thiét |3p muc iéu va ra quyét dinh chung
- Realistic: Tinh thyre 8 J
- Time limited: C6 giéi han théi gian

1.  ADA 2024 S52-76.
2. Williams, D. M., Jones, H., & Stephens, J. W. (2022). Personalized Type 2 Diabetes Management: An Update on Recent Advances and
Recommendations. Diabetes, Metabolic Syndrome and Obesity, 15, 281-295. https://doi.org/10.2147/DMS0.S331654



Ppat BN lam trung tam — kiém soat da muc tiéu!

DANH GIA PAC BIEM CHINH CUA BN

» Cac wu tién cla ca nhan
m HbAlc/ Adverse events Cac hanh vi strc khoe va I6i séng hién tai
HbAlc/ Tac dung phu Cac bénh mac kem (CVD, CKD, HF)
B Body Weight, Blood Presure Péac diém lam sang (tudi, HbAlc, can ni{mg)m
Can ndng, huyét ap Céc van dé nhu dong lwc, tram cam, nhan thirc

Complications/ Comorbidities Cac yéu t6 xa hoi quyét dinh strc khoe
Bién chirng/Bénh déng mac

E Duration

Tuan tha - DAi han CAN NHAC CAC YEU TO CHINH CO THE
B ANH HUONG PEN LUA-SHON DIEU

Economy
Hiéu qua - Chi phi

« Céathé hdéa muc tiéu can nang va duwdong huyét

+ Anh huéng cla cac yéu t6 can nang, ha dudng
huyét, bao vé tim mach

» Cac yéu td sinh ly co ban

» CAc bién c6 bét lgi cta thube m

« MUrc do phirc tap cha phéac do (tan suét, ché do
dung thuéc)

« Liwa chon phac do dé t6i wu hoa viéc sir dung thudc
va giam viéc ngurng diéu tri ﬁ

» Kha nang ti€p can, chi phi, sw san c6 cla thuﬁcﬂ

ADA 2024 S52-76



Pat BN |am trung tAm — kiém soat da muc tiéu!

American
Diabetes
- Association.

HINH 7 (9.3). CAC THUOC SU’ DUNG TRONG DTD TYP 2: TIEP CAN TONG QUAT

HINH 6: CAC CHIEN LU'Q'C CU THE TRONG QUYET DINH LAY BN LAM TRUNG TAM TRONG BTD TYP 2

CKD (& lidu téi da ¢ thé dung nap cia ACEA

L6I SONG LANH MANH, CHUONG TRINH GIAQ DUC VA HO TRO'TU QUAN LY BENH DAI THAO DUONG (DSMES), CAC YEU TO XA HOI QUYET BINH BEN SUC KHOE (SDOH)|

£ SGLT2i voi Ioiich HF 63
Myc tidu; Bat duwoe va duy tri myc tidu quan 1y dueng huydt va cin ndng . UU TIEN ——
GLT2i véi b ching chinh giam tién tri Kl
06 ssirrf::mzﬂﬂwm 73?# mot ki bt b :&D Sulnly ghiyEChin te
g mliphit/1,73 . SGLTH
duge vép tyc cho dén khi loe mau hode cdy ghép wm“:‘::::ﬂ' m::“.“!w“
Quén I dudmg huyét: Dt e v duy i cde mue ke quan Iy o dai 0 muc tiéu:
i Cie phiong v, EOD- A B N ettt el HOAC = = = = = = = i i ,
eGFR <80 mliphit1.73m? c':-;“ q...: “mme.m .{.gr . P Metformin HOAC (céc) nhém thubc
slbumin nigw (ACR 23.0 my i [ 6 thil i maye: s quukn 1§ i ning khéc bao gm liéu phap KET HOP
{30mgig}}. Céc chl 58 ndy oo thé thay Metiormin HOAC thuc khic, bao mang tal HIEU QUA todn dién dé dat
dii theo thii do vity ciin phii lig g0 ci 8 phép PHOH HOP 66 = dugc va duy tri cac myc tiéu didu tri
i e day 50 gidp dat va Duy i Lér kburyén chung v | | Chisomg trinh quin vus & noutn | Glam sat o
muc U digu i :‘m‘:“: lo;-nli: L} ‘::n Mmdﬂﬂni e Lm: znmr'.g,(,c' va sang % o n:‘n';mj;;‘::fud:::ohum
" N B M’ dvea trén bing X strc khoe loc toan )
v ;mucn wrdr nc?nwng st ey Chia sé tgi dja digén Didu chinh
fayé & rithg i ob gy ding i ; aupitdinh \\ s iéu chini
thld(vbl ligu A;.:iu ]AI'!B At >x::;;
ung nap 15l da) — . ‘Can nihis phd gt : :
N gimeim i tr 4 bnh et
szl dk TIEN Wi chung, cic PP cd hiku s ha dubng chuyin héa 7
chin SGLT2I £6 bing chirmg chinh lam huyét can hom €6 nhiéu kha nfing dat Van d& Gidm sitvi
gidm tién trién CKD a hon o e e prepo ey Lot danh gia lién tyc
| . 1 car yh marhihn.
Sie dung SGLT: & b ahan oo Hid W . dung hayét Lusa chon I phep ha duromg byt o b sod auomg huye, can ohdc a v i hap
GFR 220 miiphdt/L. 73m?, mit khi Can nhic phac a0 tie B0 kep co Mty e SGLT2UGLP-1 RA
b4t dAu nén i6p tuc cho dén khi oo Rilt cao: ha dutma huyEt v céin ning cao dén 1t cao ] . 7
mau hodc ghép thén utaghsie PO $ " NGUYEN TAC CHAM SOC
HOAC i I gt HAM SOC , Giam nguy o
- Nga chirng huyét
GLP-1 RA i dure ehimg minh Insuin Higu lye gidm cin g 0 CRoa Y
I ich trén tim mach néu SGLT-2i P horp thaic g udng, P hop ik o
khing dung nap hode chdng chi dink thudc duromg tiem (GLP-1 RAvinsulin) somaphuds, troepatte Dam bdo co cac chién hroc dé phat hién va a a ié
Néu HbALc cao hen muc tiéu : - s quén I ti wu cac yéu t nguy co CV 9 Thire hanh Ve "“""""i';':.:'n‘::g',"‘-“"""
Néu HaALE viln cao hom muc tisu, GLP1RA (ihing e e & v, Oulagiaice, liaguitide bea gim S -
m 3 st
aﬁmmm:amga\:um metioemin, SGLTZ., sulonyiurea, TZ0 T Sing loe va glam st whu ¥ nguy co CV 26c hidu qua [ Ca thé héa muc tiéu quan Iy can nang ]
+ DS v béh nhin dang diEu 1 véd GLP-1 RA cin nhis SGLT2i cn nhic phdi hop GLP-1 RA = : Cac yéu td - =
Mwmmﬁﬂ;:vclﬁll?umhlvibnmﬁm hodc ngusre i Utk LAl SEAn CLILL L LS HaHA A aTulél:.»"::\ Lo
DPF-di 1 i khuyén chung | | Chuong trinh quan
mach hadc ngue lai DPF- [P quyét djnh Kiydn ¢ ity
. 1207 - 3 s knde theo vé 161 sng: Néu  can nang
DPP-i, matiormin Kkinh phap dinh dudng y | | chuyén sdu duoc
p— nghiém té/an ubnghoat Mﬁmm
\I, ¢ béng chimg
( Néu cin gidm thém cée nguy cortim thin méc kem hode ha dusng huyét Néu HbALc trén mirc muye tiéu ] ki T
¢ thust chuyén hoa
“Tribn BN HF. CKD, 4 hinh thanh CVD hode o6 nhitu y&u 16 nguy cor clia CVD, vige quyBt dinh s dung 1 GLA-1 RA hodc SGLT a5
duoc chirng minh nén déc 18p v viéc sir dung metformin. tKhuyén c4o manh cho BN CVD va khuyén céo y&u hon cho BN ©6 nguy co tim Mach ca0. | ke dinh cdc Ao cin 081 vé4 myc tisu: i toke 14 Khi lya chon liéu phap ha dudng huyét:
Bén canh d6. d gidm nguy cor tuy8t di (ARR) cao hon va do d6 56 BN cin diéu iri d€ gidm duoc 1 bién od (NTT) thap hon ciing quan sat duoc dén + Can nhic tham khao DSMES G618 tror viec tw dat duga clc mye titu
nhrm ¢ mire nauy cor ban diu can hom visnin 1 1 yiu 18 ciin thao eiin 0F dua ra dBng thuln, "TZD i thip ¢6 thi dung nap 1t hen va higu qua + Ciin nhic céing nghi [vi dy: ehin dodn bAng CGM) 48 xae dinh khodng Can nhdc ché 86 dibu ¥ v6i hidu qud kép trén cin
wrong duong, SV SGLT21, thir nghim v cac bign o CWithén ching minh higy e cda thebc tong vide 1am gidm tigu chi gdp MACE, 1r vong do teing diby tri va didu chinh ligu phip ning va ghicose ¥ cao Gén rit cao
€V, tir vang da mgi nguyén nhan, MI, HHF va cac hién 66 v thin rén BN T2D da hinh thanhinguy oo cao CVD. #Vai GLP-1 RA, cac CVOT chimg .
minh hify I cim hudic rong vikc Em gidm ey chi gip MACE, 1 vong do CV, tir vong to moi nguyBn nhin, M1, HHF v cic bién c& v than wén BN Yike dieh wh gldl quylt SDOH dnh hirdng a6 vide dat duse chc mye tiu
T2D da hinh thanhinguy co cao CVD

A e e ché e b AR 11 st A e e it 0 COM e a8 P . €1, b P ACEi, thuéc trc ché men chuyén; ARB, thuéc chen thy thé angiotensin; ASCVD, bénh tim mach do xo vi¥a; HA, huyét ap; CKD, bénh than man tinh; CV, tim mach; eGFR, mirc
e ché men chuyén; L ty 1€ albuminicraatinin:. wde chen thy the angiotensing ASCVD, bénh tim mach xa v . theo ddi glucose lién tuc , bénh thin man; CV, tim mach: , Béan tim moc! . thif nghis t gu . x 0 i i . i i ‘ . 0

i ach: DRPA thet e ¢ oo Eaptdame£ SGFR, M Jot 080 Eror Lok e GLP- RA. 1 chl von e € BEpBiCocion Pastde. L HA.star Sm: HESEF, byt PS04t g Méts Suce b 161 HFIER. fup o bt gk efing M glont: loc cAu than uéc tinh; GLP-1 RA, chét chii van thu thé 1 peptide giéng glucagon; HF, suy tim; SGLT2i, chét trc ché kénh ddng van chuyén natri-glucose 2; T2D, BTD typ 2.

. nhgn viln vi suy tim; MACE, bidin ¢4 tim mgeh nghidm treng: M1, nhdi mau cd tim: SDOM, odc yiu 16 x6 hi quyét dinh siic khée: SGLT2L e o kinh déng vin chuydn natri-glucose Z; T20, BTP typ & TZD, thiazolidinedione

ADA 2024 S52-76




TIEU CHI LWA CHON THUOC PIEU TRI BTD TYP 2




Vi sao kiém soat HbAlc quan trong
va kiéem soat nhw the nao?




ADA: Kiém soat dwdng huyét 1 muc tiéu xuyén suot

Dlabetes Care
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Diabetes Care.

Diabetes Care
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 AMERICAN DIABETES ASSOCIATION 4 Standards of Care

STANDARDS OF Standards of Care )
" MEDICAL CARE
IN DIABETES—2018

B MEDICAL CARE
{ INDIABETES—2017

2018 g
« Kiém soat duwéng huyét - . Kiém soat dwérng huyét

*« Tranh ha glucose
« Kiém soat da yéu té nguy co

A\ 2= Diabetes Care

Diabetes Care 2024;47(Supplement_1):S5-S10;

= Ngira bién cd tim mach - than

+ Kiém soat dwérng huyetl/l

glam can

2024

+ Kiém soat dweng huyét
= Tranh ha glucose
« Ngira bién cé tim mach




Kiém soat s&m dwéng huyeét gitup giam

bién chirng mach mau trén dai thao dwérng tip 2

Theoi gian P . - A . , o e
A < Thuoc ha dwong Theo doi HbA,.: Ban dau, Khac BC vi Bénh ly tim -
Nghién ctru ma(s:“;))TB huyet? (trung vi) biéct gilra 2 nhanh mach mach T vong
7.1% (tt ca cac BN),
UKPDS! 10 nam —0.9%¢ l > «—>
ez SU/insulin hoac
M%L)Zfr\]an metformin@ so v&i ché
ReDS do an 10 ném sau | Khong khic bigt HbA,. | | ! !
kéo dai2 can thiép gitka 2 nhanh DT
—
KSDH tich cwe bao 0L (3 b
ADVANCES3 8 nam gdm gliclazide so v&i 5 nam 7.5% ((_38 éoj‘f}a”h) : l > —
DT thwdng quy o7
. Céac thuéc BT ha PH & y 8.1% (ca 2 nhanh)e,
4,5 G
ACCORD 10 nam 2 2 nhanh 3.4 nam 1 10 l — T
. Céac thubc BT ha BH & v 9.4% ( ca 2 nhanh)?
6 ] 1
VADT 11.5 ném ca 2 nhanh 5.6 nam _1.504d > <« >

Kiém soat HbAlc gilp cai thién ca BC vi mach lan
BC mach mau I&én nhwng can can thiép s&m va keo dai

20Obese patients; PMean baseline HbA, ; °Median between-arm difference; IMean between-arm difference; ®Median baseline HbA,..

CV = cardiovascular; UKPDS = United Kingdom Prospective Diabetes Study (UKPDS); ADVANCE = Action in Diabetes and Vascular Disease: Preterax and Diamicron Modified Release Controlled Evaluation; ACCORD =
Action to Control Cardiovascular Risk in Diabetes; VADT = Veterans Affairs Diabetes Trial.
1. UKPDS Group. Lancet. 1998;352:837—-853. 2. Holman RR et al. N Engl J Med. 2008;359:1577-1589. 3. ADVANCE Collaborative Group et al. N Engl J Med. 2008;358:2560-2572. 4. Gerstein HC et al. N Engl J Med.
2008;358:2545-2559. 5. Ismail-Beigi F et al. Lancet. 2010;376:419-430. 6. Duckworth W et al. N Engl J Med. 2009;360:129-139.



HbAlc — Ké thu “khéng dwore quén 1ang”

A MACE B Cardiovascular Death/Ml/Stroke C All-Cause Mortality
20+ 124 61
Baseline HbA1c 11.3% 5.9%
18| —=80 18.2% = ’ 5.1%
’ o o | 2 5.0%
16| — 75-<8.0 16'3(,/° o) 10 5 5 5.0%
16.1% 2 8.9%
7.0-< 75 o, 9 8.0% o 4.9%
| 14.5% = .0% X &
144 —65-<7.0 14.0% b gl 7.9% < 4, 4.8%
~ 12]|—6.0-<65 12.6% S 7.8% £
& — <60 £ 7.8% £
W 10- S 6 2 34
< & @
= 8- 8 3
= ©
6 g A Q 29
© —
3 <
4+ p < 0.001 g o 1
2 O
0 T T T T 1 0- 0 o T T T T 1
0 6 12 18 24 30 0 30 0 6 12 18 24 30
Month Month Month
Number of patients at risk: Number of patients at risk: Number of patients at risk:
- >8.0 1650 1572 1501 1436 1247 370 - >8.0 1650 1602 1563 1513 1337 395 - >8.0 1650 1634 1613 1590 1425 427
- 75-<80 792 765 732 708 622 169 - 75-<80 792 782 767 751 663 182 - 75-<80 792 789 781 777 689 190
70-<75 1111 1065 1026 983 885 258 70-<75 111 1082 1061 1037 945 291 70-<75 111 1100 1091 1077 979 302
- 65-<7.0 1554 1492 1437 1390 1242 353 - 6.5-<7.0 1554 1517 1486 1460 1320 379 - 65-<7.0 1554 1538 1522 1507 1372 390
- 6.0-<6.5 1620 1556 1500 1447 1291 383 - 6.0-<6.5 1620 1581 1542 1505 1354 399 - 6.0-<6.5 1620 1608 1589 1569 1419 415
- <6.0 1418 1370 1323 1284 1151 290 - <6.0 1418 1391 1360 1329 1203 308 - < 6.0 1418 1404 1389 1368 1243 318

Kiém soat da yeu to nguy co dwoc nhan manh NHUNG kiém soat glucose van
dwoc xem la yéu t6 quan trong nhat giup giam nguy co’ tim mach va twr vong

J Am Heart Assoc. 2020 Jan 7;9(1):e014328. doi: 10.1161/JAHA.119.014328. Epub 2019 Dec 19.



¥

Nhin lai muc tiéu dwédng huyét trén bénh nhan DTD

IDF (2017)! ADA/EASD (2019)32 ESC/EASD (2019)3 ADA (2022)>
6.5% for newly diagnosed pts

| needed
Chon Iwa thuoc va phoi hop theo muc tiéu

Pc ché DPP4 e ché SGLT-2 Metformin

SU

Maloney A et al. Clin Pharmacol Ther. 2019;105(5):1213-1223.
Diabetes Care 2014;37: S14-79. (1) Chao EC. Discov med. 2011; 11: 255-263



Country / Region

SU la thuoc vién ha dwong huyét dworc
str dung pho bién tai Viét Nam...

o L Viet Nam
- 72.3% | |53.4%
OADs
Non-SU
. 0 == oo [l St
WippInes Trong nhém BN s Trong nhém BN
srocvore- [ g OE st dung SU
n=4,188 _'3027
0.00 0.25 0.50 0.75 1.00

Proportion

Lee-Ling Lim et al, Diabetes Obes Metab. 2023 Jan;25(1):208-221



.do thiéu insulin 1a dac diém bénh sinh chu yéu

SUs dat & vi tri trung tam va c6 thé phoi hop véi cac
thuoc HPH khac & phia bén trai hoac phia bén phai

Déng héa khéng wu thé Insulin sensitivity

Kiéu hinh: Thira Cén, béo phl,
nhiéu m& tang

Sinh Iv bénh: D& khang insulin East Asians » Years

Lyachon:  GLP1RA, SGLT2 inhibitors

Model for ethnic
differences in relative
conftributions in p-cel

an bangd
Geat itors, AGIS

Choice: ppP4 inhibi

White people P Years

Di héa chiém wu thé

Q

Gy, tiéu co, mat Iép m

Kieuhinh: — 141g tham théu

v\

I

I

I

I | Sinhlybénh: Thiéu hut tiét insulin .>

l Giam tiet insulin tw tb B tuy la

Lwachon:  Insulin, Sulfonylureas j ,
N - co’ ché chinh trén ngw®i chau A

DOI: http://doi.org/10.17925/USE.2015.11.02.79

International Journal of Diabetes in Developing Countries https://doi.org/10.1007/s13410-023-01192-6

Study of the trajectories of 4106 people with normal glucose tolerance (NGT) from the Korean Health and Genome Study, compared with results from the Whitehall 1l study, N=6538 British civil servants for more than 10 years.
Abbreviations: T2D, type 2 diabetes Yabe D et al. Lancet Diabetes Endocrinol. 2016;4(1):2-3.



http://doi.org/10.17925/USE.2015.11.02.79

Dudng huyét déi (mmol/L)

Gliclazide cho thay hiéu qua kiém soat FPG va HbAlc
dat muc tiéu chi sau 3-6 thang

Vién Gliclazide MR 60mg : liéu tir 30-120 mg/ngay

12

10

9.9 10.2

111

liéu, diéu tri ha BH cai thién nhanh chéng

* P<0.001
7.9 24
7.1 .
6.4 68 6.3 66 67 %*
% x| F
Ban dau Sau 03 thang Sau 06 thang
[ Liéu 30mg Liéu 60mg [ Liéu90mg Liéu 120mg

HbA1c (%)
O P N W B U O N 0 W

=
o

Nghién ctpu EasyDIA: Bénh nhan BTD tip 2 > 35 tudi, HbA1c = 7.5%,

\ A 4
'y
ol

Ti I8 ha dwdng huyét thap : 0.06%, thwdng gap trong giai doan tang

9.2
36 %P <0.001
71 73 74, 7 69 7 7.3
(x |*|*| "
Ban dau Sau 03 thang Sau 06 thang
[ Liéu 30mg Liéu 60mg [ Liéu90mg Liéu 120mg

Leiter et al. Diabetol Metab Syndr (2018) 10:30 https://doi.org/10.1186/s13098-018-0331-8



Ludn can bang: nguy co Ha PH & HbA1C

Adverse
Event

Model-based meta-analysis used to compare 24 T2D drugs
from six drug classes in terms of glycemic control, weight
change, and hypoglycemia risk.

Data from 229 RCT were collated, representing 710
individual treatment arms and a total of 121,914 patients.

Abbreviations: RCT, randomized controlled trial; T2D, type 2
diabetes.

Maloney A et al. Clin Pharmacol Ther. 2019;105(5):1213-1223.

L
.

Biguanide metformin
[ Dipeptidyl peptidase-4inhibitors
[ GlucagorHike peptide 1 receptor agonists
[ Sodium glucose transporter-2inhibitors
B Sutfonylureas
B Thiazolidinediones

HbA, Hypoglycemia
» better > better

Metformin 2,000 mg -1.01 20 | | H
Metformin 2,550 mg 109 20 . i
Alogliptin 12.5 mg I 058 1.0
Alogliptin 25 mg I 06 1.0
Linagliptin 5 mg I 059 1.0 N
Saxagliptin 5 mg Bl 050 14
Saxagliptin 10 mg B 067 11 -
Sitagliptin 100mg k] 15 I
Vildagliptin 50 mg I 061 1.0
Vildagliptin 100 mg Il 069 10 [
Albigiutide 30 mg .-0.75 10 I
Albiglutide 50 mg . 056 10
Dulaglutide 0.75 mg [ ERH 22 :
Dulagiutide 1.5 mg . 135 22 I
Exenatide BID 20 pg . 036 31
Exenatide QW 2 mg I 116 14 I
Exenatide QWS 2 mg I -1.14 10
Liraglutide 0.6 mg I 088 19 I i
Liraglutide 1.2 mg . 113 19 N
Liraglutide 1.8 mg . 125 19 N
Lixisenatide 10 pg I 044 17 I
Lixisenatide 20pg I 056 17 I
Semaglutide 0.5 mg I 143 1.5 I
Semaglutide 1 mg . 177 1.0 I
Canaglifiozin 100 mg 084 14 I
Canaglifiozin 300 mg . 10 14 I
Dapaglifiozin 5 mg 065 1.0 [
Dapaglifiozin 10 mg B o7 10
Empaglifiozin 10 mg B 069 10 W
Empaglifiozin 25 mg . -0 10 o
Ertuglifiozin 5 mg I 073 1.9 I
omaibumy - — =
Gliclazide 80-320 mg I -1.04 I 5 I
Imepinge -0 mg R T i
Glipizide 5-20 mg I -0.86 I 139
Glyburide 1.25-20 mg | B I 102 i
Pioglitazone 15 mg I 062 11
Pioglitazone 30 mg I 085 11 I
Pioglitazone 45 mg . 036 14 -
Rosiglitazone 4 mg I -0.67 I

Rosiglitazone 8 mg . -0 [ ]
T T T T T T T T T
05 -1 -1.5 -2 16 8 4 2 1

HbA1c - change versus placebo (%)

Hypoglycemia - Relative risk versus placebo



https://pubmed.ncbi.nlm.nih.gov/30457671/

Nguy co’ thap bi ha PH nang khi diéu tri Gliclazide

ADVANCE! ACCORD? VADT?3
Per 100-patients per year Per 100-patients per year Per 100-patients per year
C s 15 7 15 15 7
S? bien P<0.001 P<0.001 P<0.01
co ha bH 12.0
néng 12 -'2 12 -'UE) 12
" o o
> >
(] (]
Q Q
- . . = - S -
? Gliclazide MR g 9 g 9
2 2
(@] (@]
o o
6 - S 6 - S 6
e <
o o
2 3.1 2
(B} (B}
3 n 3 7 1.0 n 3 7
0.4 0.7
4 s R _ _
0 0 0
Thwong Tich cyc Thwong Tich cwc Thwéong Tich cywc
quy quy quy

1. ADVANCE Collaborative Group. N Engl J Med. 2008;358:2545-59. 2. ACCORD Study Group. N Engl J Med. 2008;358:2545-59. 3. Duckworth W, et al. N Engl J Med. 2009;360:129-39.



Nguy co’ ha dwdng huyét do Gliclazide
khong khac DPP4i

2

Nhan md Sitagliptin vs gliclazide dudi

Aravind' 2012 ~ Sitagliptin vs SU nhom: NR
RCTn=870 3.8%vs 1.8%

Nhan mé Sitagliptin vs gliclazide dudi

Al Sifriz 2011 _ Sitagliptin vs SU nhoém: NR
RCT n=1,066 6.7%Vs 6.6%

MU do6i, RCT Vildagliptin vs

F. ] 0, 0 =
Hassanein® 2014 =557 gliclazide 6.0%vs 8.7% (p=0.173) NS
90mg 30mg 60mg 120mg
Zz — =
Via 0.7/100 e = 4/7170
? bénh nhan - nam v ‘Y P bao cao ha duong
ha duong huyét ) huyét nghiém trong |
nghiém trong
Dung liéu téi wu S6é bénh nhan
N=5571 BN ADVANCE N=7170 BN EASYDia
Diabetes Res Clin Pract. 2015 Aug;109(2):226-32 1.Aravind SR, Ismail SB, Balamurugan R, et al. 2012. 2. Al Sifri S, Basiounny A, Echtay A, et al. 2011. 3. . Hassanein M, Abdallah K and Schweizer A. 2014. 4.

Cesur M, Corapcioglu D, Gursoy A, et al. 2007. 5. . Anwar A, Aszmi K, Hamidon B, et al. 2006. 6. GLIRA study group. 2005.
oNR, not reported; RCT, randomised controlled trials; SU, sulphonylureas; T2DM, type 2 diabetes mellitus



Chon dieu tri dwa trén
ca the hoa can nang




Bénh nhan chau A khéi phat DTD v&i BMI thap

[y

South South Chinese
Asian Chinese Black White Asian /Black White
o 220 240 26.0 30.0 ol 21.6 26.0 30.0
35- 35
30 - § 30 4
g 25+ g 25 4
[0} o
E 20 g 20 ;
(] o
2 v
Y 15 o 151
o @
wi 0
E 10- A 104
.©
a 5|

(=]

04
S
18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 18 19 20 21 22 23 24 25 26 2 1

Body Mass Index (kg/m?) Body Mass Index (kg/m?)

- Age-adjusted associations between diabetes prevalence and adiposity (body mass index, BMI)
= A BMI of 24 for Chinese women and a BMI of 26 for Chinese men are equivalent to a BMI of 30 for Caucasians.

Ntuk UE, et al. Diabetes Care 2014;37:2500-7



Bénh nhan BTD chau A: BMI thap hon va chirc nang
té bao beta thap hon ngwéi Chau Au

BMI thap hon ngwéi Chau Au

Khuynh hwéng thiéu hut bai tiét Insulin 1a
chi yéu

Ti I& nhiéu bn thiéu insulin ndng hon

Tinh trang khang insulin thap hon so voi
ngwdi Chau Au

Chirc nang té bao R kém hon

D6 tudi chan doan tré hon

Indian populations Chinese populations

| First-phase
and second-phase
insulin secretion

d First-phase
insulin secretion

Pancreas
T Insulin T Insulin
- — p— A
resistance resistance
Liver v v Skeletal muscle
T Impaired T Impaired

fasting glucose  glucose tolerance

l J

Type 2
diabetes mellitus

Nat Rev Endocrinol 18, 413-432 (2022). https://doi.org/10.1038/s41574-022-00669-



Wu tién lwa chon thudc trung tinh trén can nang nhw Gliclazide

r e 4 ~
A Mean weight % Change in weight (kg)
1 kg 10
05 Okg
0kg = = — = = = = — ﬁ\_)A - 0.0 R —"
05 1N
-1 kg -10 ;
— aovance Gliclazide MR -15 ; |
-2.0
0 Y 1 E 2 Y 3 = 4 x 5 25 L ‘
Follow-up (years) Overall BMI 25-30 BMI =30 v
& )\ Mt body mass index Baseline subgroups > .,

ADVANCE' | + (kg
Gliclazide MR

Khéng phéi SU nao UKPDS

Chlorpropamide/

Cﬁng giéng nhau glibenclamide -
AC_CO_R_D

VADT
Glimepiride

Zoungas S et al. Diabetes research and clinical practice 89 (2010) 126-133.



Thay doi can nang khi dieu tri Gliclazide

Gliclazide:
Tang lugng co
Giam lwong m&

m body weight change

5.0kg W lean mass change
O fat mass change
2.5kg
of [ I
~2.5kg | | |
-5.0kg l
I l l
Gliclazide Metformin Acarbose

H. Wang et al. / Current Therapeutic Research 75 (2013) 88-92

-

(=]
)

=
A

~N
A

®o0s5*

o

FS

&

SWeight from Baseline at Month 6 (kg)
~

o

18.5 t0 <25.0 25.0 t0 <30.0 230.0
Baseline Body Mass Index (kg/m?)

Fig. 4 Weight lowering efficacy of gliclazide MR stratified accord-
ing to calculated baseline body mass index (BMI). =838 for the
"18.5-24.9 kg/m?" group; n=3029 for the “25.0 to < 30 kg/m?"group;
and n=3191 for the “> 30 kg/m*’ group. *P=0.02 and 'P< 0.001
for the difference between corresponding baseline and month 6
weights. BMI data are presented as mean (SD)

J

Leiter et al. Diabetol Metab Syndr (2018) 10:30 https://doi.org/10.1186/s13098-018-0331-8



\ Vong xoan kiém soat dwéng huyét
va bien chirng




Khuyén cao ADA 2024

Song hanh muc tiéu kiém soat dwéng huyét & bao vé co’ quan dich

LOI SONG LANH MANH, CHUONG TRINH GIAC DUC VA HO TRO' TW QUAN LY BENH BAI THAO PU'ONG (DSMES), CAC YEU TO XA HOI QUYET BINH BPEN SU'C KHOE (SDOH}I h:

Giam nguy co tim t o BN BTD typ 2 cd nguy co cao (Ngoai an ly toan dig ] Muc tifu: Bat duge va duy trl myc tiéu quan Iy dwing huyét va cin ning

+ASCVD +Céc chi diu +CKD Quan Iy dwdmg huyét: Dat duoc va duy tri céc muc tiéu quan I
nguy cor cao - . Chon cac phwrong phap mang lai CAN Nang:
: - eGER <60 mifpht/1.73m hoic higu qud d& dat dug: muc tidu
3Elhunl;nim niéu {ACH =3.0 m;;:;‘rm;l [ C4 thé hda muc tiéu quan I can nidng ]
(30mg/g)). cone thay Metformin HOAC thudc khéc, bao
HFFEF ho#c gam cé liu M,PH@ HOP m‘ [ I .
HEDEF higu lire dEy ﬂﬂ_glmhﬂal _\ré cluy tri Lévi khuyén chung vé Chuweorng trinh quan
muc téu digu tri 16i s6ng: liéu phap Iy edin ning chuyén
dinh dudng y khoal sau duwge thigt ké a2 ’
U tén mye 58u rnh ha drdng in unal dua wén bing K| ém soat
huyét & nhiing nguer oo nguy oo hoat déng thé chat chimg
CKD (v&i lieu ACElI ARB cao . N
dung nap t6i da) I 1 [ | lJ( )’
- ] Cén nhic phiu thut
- can 'j‘f‘i dang thude | | gieu ti cac benh n
SeLTZi da PU TIEN Nhin chung, cée PP c6 higu e ha didng g chuyén héa X A
duge chimg SGLT2i e6 biing ehirng ehinh lam huy8t cao hon ed nhiBu kha niing dat h u et Can
minh Igi fch gidm tign trign CKD duge muc tidu vé dudng huyét hon ( ’
trén tim mach Lira chon ligu phap ha dudng huyét:
. i _ i Sir dung SGLT2i & bénh nhén ct Hiéu lyc ha dwirng huyét —
S Y E B E I CE DTS €GFR =20 milphit/L.73m#; mét khi Can nhic phéc d9 tic dong kép o6 hiu o Nnan
A bét d&u nén tiép tue cho dén ki los Rét cao: ha dudng huyét va can niing cae dén rit cao .

GLP-1RA di dugc SGLT2i di dugc mau hode ghép than dulaglutide (iEu cao), semaglutide,

chirng minh loi ich HOAC chimg minhlgiich || s S [ Y- U tirzepatide T
trén tim mach trén tim mach i ) B
GLP-1 RA dd duwgo chirmg minh Insulin Higu lwc giam can
o ich trén tim mach néu SGLT-2i PHGi hop thulic dusemg uling, Pl hop E—
. khéng dung nap hoje chéng chi dinh 1hude dirdmg tim (GLP-1 RA/Insulin) R,
Néu HbAlc cao hon muc tiéu -

Cao: Cao:

Néu HbAle van cao hon muc tigu, GLP-1 RA (khéing duere I8t k2 & trér), dulaglutice, liraglutide

déii v bénh nhan dang dieu
SGLT2i ciin nhic phdi hop GLP-1 RA

metformin, SGLT2i, sulfonylurea, TZD

Trung binh:
GLP-1RA (khang duge liB0 kS & trén), SGLT2

s B0i i bénh nhan dang diéu tri vwei GLP-1 RA can nhic

bé sung SGLT2i di duoe chimg minh lgi ich trén tim hodc ngwoc lai Trung binh:
mach hofie nguge lal PPRi Giam nhe:
= TZDM I CPP-4i, metformin
2 . ¥ ¥
[ Né&u cén gidm thém cac nguy co tim thin m3c kém hod3c ha duwdng huyét Néu HbAlc trén mirc muc tiéu ]

Diabetes Care 2024;47(Suppl. 1):S158—-S178 | https://doi.org/10.2337/dc24-S009



Bénh nhan d&i thwe khdng hoan toan giong CVOT

* 57 articles: Europe (46%), Western Pacific/China (21%), North America (13%)
* 4,549,481 persons with T2DM; Europ (4.3 mill), N Am (170k), WP/China (44k)
¢ 2007-2017

CAD

CANVAS DECLARE-TIMI 58

40.5%

= CVD = Non-CVD

Einarson TR, Acs A, Ludwig C, Panton UH. Prevalence of CVD in type 2 diabetes: a systematic literature review of scientific evidence from across the
world in 2007-2017. Cardiovasc Diabetol. 2018;17:83.

W Non-eligible patients
M Eligible patients

EMPA-REG OUTCOME VERTIS-CV " Dlgible patients

Eligible patients
with established CVD

'REAL WORLD

Pintat S, et al. Eligibility of patients with type 2 diabetes for sodium-glucose cotransporter
2 inhibitor cardiovascular outcomes trials: a global perspective from the DISCOVER
study. BMJ Open Diabetes Res Care. 2019 Mar 21;7(1):e000627




SGLT-2i1/GLP-1 RA: Phong ngura tien phat va thw phat

L] ; > o L] "~ - k > ~ -
Tien s bénh tim mach Khong tien str bénh tim mach
% %
Trial HR (95% CI) Weight Trial HR (95% Cl) Weight
i i
1. GLP-1RAs : 1. GLP-1RAs :
[}
LEADER 0.83 (0.74,0.93) 2503 LEADER —— 1.20 (0.86, 1.67) 12.20
_5]_ :
SUSTAIN-6 + r 0.72 (0.55, 0.93) 474 SUSTAIN-6 + 1.00 (0.41, 2 46) 167
[}
EXSCEL ———— 0.90 (0.82, 1.00) 33.20 EXSCEL 0.99 (0.77, 1.28) 20.80
Subtotal (l-squared = 31.7%, P = 0.231) <> 0.86 (0.80, 0.92) 62.97 Subtotal (l-squared = 0.0%, P = 0.660) <T1~> 1.06 (0.87, 1.29) 34.67
[} 1
1 1
[} [}
2 SGLT-2i : 2: SGLT-2i !
1
CANVAS + 0.82 (0.72, 0.95) 17.01 CANVAS 0.98 (0.74, 1.30) 16.92
DECLARE +- 0.90 (0.79, 1.02) 20.02 DECLARE 1.01(0.86, 1.20) 48.41
Subtotal (l-squared = 0.0%, P = 0.333) Q 0.86 (0.79, 0.95) 37.03 Subtotal (I-squared = 0.0%, P = 0.857) I 1.00 (0.87, 1.16) 65.33
i i
1 1
Heterogeneity between groups: P = 0.918 : Heterogeneity between groups: P = 0.652 :
Overall (l-squared = 0.0%, P = 0.423) <> 0.86 (0.81,0.91) 100.00 Overall (l-squared = 0.0%, P = 0.900) < > 1.02 (0.91, 1.15) 100.00
1 1
[} 1
1 ]
1 1
I I | 1 | I I 1
S a5 1 1.25 1.5 4 67 1 15 25
Favors drug Favors placebo Favors drug Favors placebo
HR
r - r ~ r r - A
Cé loiich Khoéng c6 sw khac biét

Giugliano D, et al. J Am Heart Assoc. 2019 Jun 18;8(12):e012356



Ké ca khi bénh nhan c6 bénh Tim mach, trong cac CVOTs cua thuoc
méi van phai co nén tang la la Metformin va SUs

[ 1 Cac thudc mai dang cé mat tai Viet Nam

GLP-1 RA Baseline Metformin | Baseline SU SGLT2i Baseline Metformin | Baseline SU
ELIXA! (lixisenatide) 77% 37% EMPA-REG® (empagiliflozin) 74% 43%
LEADER? (liraglutide) 76% 51% CANVAS Program? (canagliflozin) 7% 44%
SUSTAIN-6* (semaglufide) 66% 33% DECLARE-TIMI 58'° (dapaglifozin) 82% 42%
. .

e S s VERTIS-CV!! (ertuglifiozin) 77% 41%
HARMONY? (albiglutide) 74% 29%

SCORED!? (Sotagliflozin) 55% 27%
REWIND® (dulaglutide) 81% 46%
PIONEER-67 ~77% ~32%

1. Pfeffer MA et al. N Engl) Med. 2015;373:2247-2257. /- Husain M et al. N Engl) Med. 2019; 381 (9): 841-851
2. MarsoSP et al. N EnglJ Med. 2016;375:311-322. 8. Zinman B et al. N EnglJ Med. 2015;373:2117-2128.
3. Marso SP et al. N EnglJ Med. 2017; 376(9):891-2. 7. NealB et al. N EnglJ Med. 2017:377:644-657.

4. Holman RR et al. N EnglJ Med.2017;377:1228-1239.  10. Wiviott SD et al. N Engl) Med. 2019:380:347-357.
5. Hernandez AF et al. Lancet. 2018:392:1519-1529.  11. Cannon CP et al. N EnglJ Med.2020; 383(15):1425-1435.

6. Gerstein HC et al. Lancet. 2019;394:121-130. 12.Bhatt DL et al. N EnglJ Med. 2021; 384(2):129-139



y y

CVOTs*: giam HbA1c sé giam dang ké bien c6 mach mau Ién

= 4ob y=0350 x+1.051 1: SUSTAIN-6 (subcutaneous-semaglutide)
c r2=0.750 2: PIONEER-6 (oral semaglutide),
£ 1.4} P<0.0001 3: REWIND (dulaglutide)
§ ol 4: LEADER (liraglutide) |
L. 5: EXCSEL (once-weekly exenatide)
“E 0.9l 6: ELIXA (lixisenatide)
; 7. EMPA-REG Outcomes (empagliflozin)
0 0.8f 8: DECLARE-TIMI-58 (dapagliflozin)
L 0.7} 9: CANVAS program (canagliflozin)
% . ® GLP-1RA 10: VERTIS-CV (ertugliflozin)
8 0.6} ® DPP-4 | 11: EXAMINE (alogliptin)
! 05l | | | | @ S.GLT-2 | 12 CARMELINA (linagliptin)
10 08 06 04 02 00 13: SAVOR-TIMI-53 (saxagliptin)
A HbA. vs. Placebo [%] 14: TECOS (sitagliptin)

CVOTs céac thudc méi cho thdy: Kiém soat HbAlc sé gitp giam cac BC mach méau Ién

Regression analysis of differences achieved in HbAlc concentrations between patients treated with placebo and active drug vs hazard ratios for MACE reported from cardiovascular outcome studies with
GLP-1 receptor agonists (red), SGLT-2 inhibitors (blue), and DPP-4 inhibitors (green). Numbers in symbols identify the clinical trials.
Nauck MA, et al. Mol Metab. 2021;46:101102.



HbAlc |a yéu to then chot dé phong ngtra cac bién chirng trén BN BT

Kiém soat da yéu t6 nguy co dworc nhan manh NHUNG kiém soat glucose van
dwoc xem la yéu to quan trong nhat lam giam nguy co’ bién chirng
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Diastolic blood pressure
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Body-mass index
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Stroke
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Death from Any Cause

Smoking
Physical activity
Marital status

Lipid-lowering medication
Estimated GFR
Body-mass index

Income

Heart failure

Coronary heart disease
Systolic blood pressure
Albuminuria

Education

Duration of diabetes
Immigrant

LDL cholesterol

Diastolic blood pressure
Blood-pressure medication

All Patients

Glycated hemoglobin (]

'

| T T
0.000 0.005 0.010 0.015 0.020

Increasing Importance

2. Rawshani A etal. N Engl J Med. 2018;379:633-644. Cohort study. N=271,174 T2D vs 1,355,870 controls. Follow-up: 5.7 years



Gliclazide dworc chirng minh leri ich trén tim mach
nho hiéu qua giam HbAlc

Relative risk (95% credible interval)

Relative risk (95% credible interval)

CV mortality
Chlorpropamide o 1.45 (0.68, 2.44)
Tolbutamide & ' 1.11 (0.79, 1.55)
Glibenclamide Reference group
Glipizide , I 1.01 (0.72, 1.43)
Glimepiride - @ | 0.79 (0.57,1.11)
Gliclazide L 4 ' 0.60 (0.45, 0.84)

All-cause mortality
Chlorpropamide +—@ 1.34 (0.98, 1.86)
Tolbutamide — 1.13(0.90, 1.42)
Glibenclamide I Reference group
Glipizide 0.98 (0.80,1.19)
Glimepiride —— 0.83 (0.68, 1.00)
Gliclazide @ 0.65 (0.53, 0.79)

- 0.25 0.5 1 2 4

-

Lower risk than glibenclamide

Higher risk than glibenclamide

Simpson H et al. Lancet Diabetes Endocrinol. 2015; 3(1):43-51.



Gliclazide lam giam tién trien bénh than giai doan cudi

' I

M
1%,
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Dieu tri 1au dai lién tuc
can chi phi hop ly




@ Pa s6 BN BDTD & quoc gia thu nhap

Diabetes x <
Federation

Edenstio thap — trung binh

North America and Caribbean (NAC), South and Central On the other hand, it is estimated that 94% of the
America (SACA), South-East Asia (SEA) and the Western increase in the number of people with diabetes by 2045
Pacific (WP). In total, 219 data sources from 144 will occurin low and middle-income countries, where
countries were included in the analysis.? population growth is expected to be greater (Table 3.2).

Table 3.2 Number of adults (20-79 years) with diabetes per World Bank income classification in 2021 and 2045

N

World Bank income Number of Diabetes Comparative Number of Diabetes Comparative

classification people with prevalence' diabetes people with prevalence' diabetes
diabetes (%) prevalence diabetes (%) prevalence'
(millions) (%) (millions) (%)

World 536.6 10.5% 9.8 783.2 12.2% 11.2

High-income countries 103.9 11.1% 8.4 117.7 12.4% 10.3

Middle-income countries  414.0 10.8% 10.5 623.3 13.1% 12.0

Low-income countries 18.7 5.5% 6.7 42.2 6.1% 7.0

Number of deaths due 6.7 million - -

to diabetes

i Prevalence is standardised to each national population for the respective year
ii Prevalence is standardised to world population for the respective year IDF Atlas, 10t edition 2021



Thu nhap binh quan dau ngwi VN: 4.7 triéu/thang

~®-Canuoc =®=Thanhthi -®-Nong thon

6022
5624 SS90 5358

Nghin dong

1579

2012 2014 2016 2018 2019 2020 2021 2022

Nguén: Tdng cuc théng ké.
Thong cao bao chi Két qua khao sat mirc s6ng dan cw 2022 — General Statistics Office of Vietham (gso.gov.vn)



https://www.gso.gov.vn/du-lieu-va-so-lieu-thong-ke/2023/05/thong-cao-bao-chi-ket-qua-khao-sat-muc-song-dan-cu-2022/

Kha nang chi tra cta céc loai thuoc thiet yéu cho bénh BDTP & cac
quoc gia c6 thu nhap cao, thu nhap trung binh va thu nhap thap

Ty 1& ho gia dinh c6 nguwoi Ién mac BTD * co thé khéng du tién mua thudc ha
duong huyét

70

60
R
°.50
c
=
'S 40
@
o))
e
220 |
|_

10 l | l

0 — I
Thu nhap cao Thu nhap trén trung  Thu nhap dwéi trung Thu nhap thap An Do
binh binh
Metformin M Gliclazide Glibenclamide Insulin

Nhin chung, cac thuoc BDTD dwéng udng nén tang nhw Metformin, SU (Gliclazide)

bénh nhan c6 thé dé dang chi tra & cac quéc gia

*Known diabetes: Self-reported or on drugs to lower blood glucose concentration.
Affordability was defined as the cost that will not exceed 20% of monthly capacity-to-pay (monthly expenditure minus cost of food).
Chow CK, et al. Lancet Diabetes Endocrinol. 2018;6:798-808. 36



Chi phi diéu tri cao thi dé tuan tri kém

Annual Medicare cost $

)
12000 11101 A s
 HOI clru
9972 g7g3 . .
10000 8019  gags 9268  Medicare claim
8000 USA
* P&i twong thu nhap
6000 thap co nhan tro
cap
4000
2000
0
>95% 90-95% 85-90% 80-85% 75-80% 50-75% 25-50% <25%
ZP% )

PDC: Proportion of Days Covered

Qiao Y, Steve Tsang CC, Hohmeier KC, et al. Association Between Medication Adherence and Healthcare Costs Among Patients Receiving
the Low-Income Subsidy. Value Health. 2020;23(9):1210-1217.



Bénh nhan tuan tha kém cho thay ting nguy co’ tir vong va nhap vién

Table 5. Association Between Medication Nonadherence and Outcomes Using Different PDC Cutoffs*

m

Summary Measure Oral Hypoglycemics Antihypertensives Statins

| PDC | - | |
] Cutoff, % Mortality Hospitalization : Mortality HnspitaIItIon Mortality Hnspltalizatlnn Mortality Hospltallzal[nn
I <50 2.01(1.38-2.94) 1.66 (1.34-2.04) y1.74 (1.17-2.59) 1.50(1.22-1.86) 2.16 (1.46-2.80) 2.02 (1.46-2.80) 2.30(1.49-3.56) 1.39 (1.09-1.78)
I <50 2.02 (1.56-2.73) 1.66 (1.34-2.04) §1.56 (1.12-2.18) 1.60 (1.35-1.89) 2.07 (1.42-3.02) 1.56 (1.23-1.99) 2.45(1.70-3.51) 1.28 (1.04-1.58)
[ <70 1.95(1.53-2.48) 1.49 (1.26-1.77) J1.54 (1.16-2.06) 1.49 (1.29-1.73) 2.09 (1.56-2.81) 1.62 (1.35-1.94) 2.22 (1.60-3.10) 1.39 (1.16-1.67)
: <80 1.81 (1.46-2.23) 1.58 (1.38-1.81) J1.39(1.07-1.82) 1.38 (1.21-1.58) 1.58 (1.22-2.05) 1.44 (1.24-1.67) 2.07 (1.54-2.80) 1.39 (1.18-1.63)
i <90 1.71(1.42-2.07) 1.48 (1.32-1.66) 11.48 (1.16-1.89) 1.36 (1.20-1.54) 1.57(1.25-1.98) 1.45(1.27-1.65) 1.76(1.34-2.32) 1.28 (1.11-1.47)

<100 1.47 (1.22-1.77) 1.35(1.24-1.50) 11.49 (1.17-1.89) 1.44 (1.27-1.62) 1.34 (1.07-1.68) 1.38 (1.23-1.56) 1.40 (1.07-1.82) 1.27 (1.11-1.44)

\

. B § % B B B § B B 0 B B B |

Abbreviation: PDC, proportion of days covered.
*Adjusted for all variables in Table 1. Data are given as odds ratio (95% confidence interval) unless otherwise indicated.

Nhin chung, viéc giai quyét van dé tuan thu ding thuoc & nhém bénh nhan T2D mang lai
tiem nang giam dang ke chi phi va cai thién viéc cham séc ciing nhw két qua cho bénh nhan

Arch Intern Med. 2006;166(17):1836-1841. doi:10.1001/archinte.166.17.1836



Chi phi tidng la do gia thuéc BTD méi va
do BN DTD co bien chirng

SO LIEU TAI MY
TocallU mecallcasts Fon sipalclaneres tfom 2007 5012020 (i Chi phi tdng do thuéc PTD méi

400
363 5441
Exenatide
53 .78 20 mcy daily
Insulin glargine
300 0.53 L/kg daily
$2.85  $2.92 L
= sz 54 Linagliptin Empaglifiozin
= oy - i 3 mg daily 10 mg daily I | |
5 insulin
3 200 g 075 kg daily — E——
‘E % I I I
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. . Glrclaade ‘
o} § 2000 mg daly 60 mg daily e I N N
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Source Additional Information: “ ..
l;l\ni;-:tli-is?:l;r;);};oup United States; UnitedHealth Group; 2007 to 2010; 18 years and older * Metformin &leum Basal DPP-4 SELT2 ng—actlng GLP-1
- ‘. " human insulin inhibitors inhibitors insulin analogues analogues
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Can bang gitra hiéu qua va kha nang chi tra - tiep can

Management of Type 2 Diabetes in Developing
Countries: Balancing Optimal Glycaemic Control
and Outcomes with Affordability and Accessibility
to Treatment

Viswanathan Mohan - Kamlesh Khunti - Siew P. Chan - Fadlo F. Filho - Nam Q. Tran -

In line with the few published recommendations focused on resource-
restricted settings, such as the WHO recommendations, the ADA/EASD
consensus statement notes that “access,treatment cost, and insurance
coverage should all be considered when selecting glucose-lowering
medications” [20]. The release of this statement is essential in providing
an evidence base for balanced and actionable guidance that should
ultimately be considered for global guidelines, where context-specific
recommendations are lacking. Newer agents certainly have a role to play

Kaushik Ramaiya - Shashank Joshi - Ambrish Mithal - Maimouna N. Mbaye - Nemencio A. Nicodemus Jrin the management of type 2 diabetes and may be appropriate as add-on

Tint S. Latt - Linong Ji - Ibrahim N. Elebrashy - Jean C. Mbanya

Kha nang tiép can — Chi phi diéu tri — D6 phu bao hiém
NEN dwoc xem la yéu té can nhac trong lwa chon thuéc BTD

Céac thuoc BPTD méi c6 thé thich hop trong mdt nhém
dan sb nhat dinh, bao gom:
Nguwdi c6 nguy co’ cao mac bién ¢o tim mach
khi kha nang TIEP CAN va CHI PHi cho phép

treatments in certain subpopulations, such as those at higher risk of
cardiovascular events and where accessibility and cost allow. However, a
pragmatic approach is required in regions where resources are
limited. In such restricted-resource settings, sulfonylureas are
recommended as the treatment of choice for type 2 diabetes when
metformin alone is inadequate to achieve glucose targets. Despite the
apparent “low-cost but more side effects” slogan introduced across much
of the literature, second-generation sulfonylureas have demonstrated
efficient glycaemic control, benefits in microvascular and macrovascular
outcomes, cardiovascular safety and less hypoglycaemia than older-
generation agents. More importantly, these therapies represent an
accessible and affordable treatment option for patients with restricted
choices. Looking to the future, when costs may be reduced for newer
agents, the benefits of sulfonylureas continue to be supported by a robust
and long-standing

evidence base.

Diabetes Ther (2020) 11:15-35
https://doi.org/10.1007/s13300-019-00733-9



Danh muc thuoc thiet yeu Bo Y te
cO san tai cac tuyen

Cap nhat Goéi diéu tri thiét yéu cho cac bénh khéng lay nhiém
(WHO Package of Essential NCD Interventions — WHO PEN) va
Thoéng tw 45/2013/TT-BYT vé

Danh muc thiét yéu tan dwoc lan VI dé kiém soat dwdng huyét cho
nhirng nguwdi mac dai thao dwdng tip 2 bao gdm: ché dé an uéng,

hoat ddng thé chat va:
« Metformin la Iwa chon diéu tri dau tay;

- Gliclazide la diéu tri hang hai (hodc diéu tri dau tay néu

metformin chéng chi dinh);

* Va Insulin 1a diéu tri hang thir ba.

Bang : Danh muc thudc thiét véu diéu tri PTP tip 2

STT | Tén thudc Pwiong | Dang bao ché Ham lwong,
ding nong do
1 Metformin Udng | Vién 500 mg. 850
mg
2 Gliclazid Ubng | Vién 30 mg, 80 mg
3 Glibenclanmid: nguy co ha Udng | Vién 2.5mg Smg
dueong huyét cao. can thin
trong khi sir dung.
Chéng chi dinh véi ngudi
=60 o1
4 Insulin Tiem | Dung dich 40 TU/mL. 100
5 Insulin (tac dung trung Tiém | Hén dich véi kém | 100 IU/mL. 40
binh) hoac Isophan [U/ml.
mnsulin
6 Acarbose Udng | Vién 30 mg, 100 mg

Hiéu qua — An toan — Chi phi hop ly




Danh muc thudc uong chi tra bao hiém tai Viét Nam

Nhom thudc BV hang dac BV hang Il va | PKdakhoa/chuyén Ty lé chi tra cia bénh nhan
biét va hang |

[\/*+ khoa, nha hé sinh tw
nhan chwa phan tuyén
chuyén moén ky
thuat,tram y té xa

Metformin + + I +
Gliclazide + + + +
Glimepiride + + + +
Glibenclamide + Metformin + + + +
Gliclazide + Metformin + + + +
Glimepiride + Metformin + + + +
DPP-4i* + +

DPP-4i* + Metformin + +

*Linagliptin, Saxagliptin, Sitagliptin, Vildagliptin
QuY bao hiém y té thanh toan 70% x

Empagliflozin + + 80% (Ddng chi tra) = 56%
. . o (Bong chi trad) = 0
+ + ~ ~ - >
Dapagliflozin => Bénh nhan chi tra 44%
Acarbose + + + +

S6: 20/2022/TT-BYT
**hao gom cé& phong kham da khoa thugc bénh vién da khoa hodc thudc trung tam y té quan, huyén, thi xa, thanh pho tryc thudc tinh thanh pho tryc
thudc trung wong, phong khém,da khoa, phong kham chuyén khoa, nha ho sinh tw nhan da dwoc co quan nha nwéc c6 thAm quyén phan tuyén chuyén
mon ky thuat twong dwong tuyén |l



Tom tat

1. Dat Bénh nhan lam trung tam — Toi wu diéu tri t& nhirng v khi c6 san ngay t&r sém

2. Lwa chon céac thudc diéu tri DPTD dwa trén cac tiéu chi:
ubA1c

A - Hiéu qua HbAlc <7%

B - An toan/trung tinh trén can nang
C - Kiém soét bién chirng

D - Tuan thd dai han

E - Kinh té

3. SUs thé hé mai - Gliclazide MR dap trng cac tiéu chi lwa chon thuéc ABCDE
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