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Chan doan — Phan loai TP

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 OGTT. The test should be performed as described
by 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).

DCCT, Diabetes Control and Complications Trial; FPG, fasting plasma glucose; OGTT, oral glu-
cose tolerance test; NGSP, National Glycohemoglobin Standardization Program; WHO, World
Health Organization; 2-h PG, 2-h plasma glucose. *In the absence of unequivocal hyperglyce-
mia, diagnosis requires two abnormal test results from the same sample or in two separate
test samples.
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Table 2.1—Criteria for the diagnosis of diabetes in nonpregnant individuals

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
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 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

In an individual with classic symptoms of hyperglycemia or hyperglycemic crisis, a random
plasma glucose =200 mg/dL (=11.1 mmol/L). Random is any time of the day without
regard to time since previous meal.

DCCT, Diabetes Control and Complications Trial; FPG, fasting plasma glucose; OGTT, oral glu-
cose tolerance test; NGSP, National Glycohemoglobin Standardization Program; WHO, World
Health Organization; 2-h PG, 2-h plasma glucose. *In the absence of unequivocal hypergly-
cemia, diagnosis requires two abnormal test results obtained at the same time (e.g., A1C
and FPG) or at two different time points.

Phong ngwa DTD tip 1

Recommendation

3.15 Teplizumab-mzwv infusion to de-
lay the onset of symptomatic type 1
diabetes (stage 3) should be considered in
selected individuals aged =8 years with
stage 2 type 1 diabetes. Management
should be in a specialized setting with
appropriately trained personnel. B
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Teplizumab has been approved to delay
the onset of stage 3 type 1 diabetes in
people 8 years of age and older with
stage 2 type 1 diabetes based in part on
the results of a single trial in relatives of
people with type 1 diabetes (126). In
this study, 44 individuals were random-
ized to a 14-day course of teplizumab
and 32 to placebo. The median time to
stage 3 type 1 diabetes diagnosis was
48.4 months in the teplizumab group and
24.4 months in the placebo group. Type 1
diabetes was diagnosed in 19 (43%) of
participants who received teplizumab and
23 (72%) of those who received placebo
(HR 0.41 [95% Cl 0.22-0.78]). In prespeci-
fied analyses, the presence of HLA-DR4,
absence of HLA-DR3, and absence of anti-
zinc transporter 8 antibody predicted re-
sponse to teplizumab (HR 0.20 [95% CI
0.09-0.45], 0.18 [0.07-0.45], and [0.07
[0.02 to 0.26], respectively). The most
common adverse reactions were transient
lymphopenia (73%) followed by rash
(36%).
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Tiép can dieu tri toan dién

ASSESS KEY PERSON CHARACTERISTICS

REVIEW AND AGREE ON MANAGEMENT PLAN

*  Review management plan
+  Mutually agree on changes
«  Ensure agreed modification of therapy is implemented

in a timely fashion to avoid therapeutic inertia
«  Undertake decision cycle regularly (at least once/twice a year)
«  Operate in an integrated system of care

The individual's priorities

Comorbidities (i.e., CVD, CKD, HF)

s e e e .

Social determinants of health

Current lifestyle and health behaviors

Clinical characteristics (i.e., age, A1C, weight)
Issues such as motivation, depression, cognition

OF TREATMEN
PROVIDE ONGOING SUPPORT AND ﬁnAl's

; « Individualized glycemic and weight goals
MONITORING OF: 0F CARE «  |mpact on weight, hypoglycemia, and cardiorenal protection

+  Underlying physiological factors
+  Side effect profiles of medications
Tolerability of medications « Dptimize guality of life « Complexity of regimen (i.e.. frequency, mode of administration)
+  Regimen choice to optimize medication use
and reduce treatment discontinuation

+  Emotional well-being o -
Lifestyle and health behaviors » Prevent complications

Biofeedback including BGM/CGM,
weight, step count, A1C, BP, lipids

CONSIDER SPECIFIC FACTORS THAT IMPACT CHOICE
T

' +  hceess, cost, availability of medication, and lifestyle choices

IMPLEMENT MANAGEMENT PLAN

«  Ensure there is regular review:
more frequent contact initially

is often desirable for DSMES AGREE ON MANAGEMENT PLAN 7

= Specify SMART goals:
- Spedific

Measurable

- Achievable
- Realistic

Time limited

UTILIZE SHARED DECISION-MAKING TO
CREATE A MANAGEMENT PLAN

+  Ensure access fo DSMES

« Involve an educated and informed person
(and the individual's family/caregiver)

+  Explore personal preferences

+  Language matters (include person-first,
strengths-based, empowering language)
Include motivational interviewing, goal
setting, and shared decision-making
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“Bone health”

Table 4.5—General and diabetes-specific risk factors for fracture

General risk factors
e Prior osteoporotic fracture
e Age =65 years
* Low BMI
e Sex
* Malabsorption
® Recurrent falls
® Glucocorticoid use
e Family history
e Alcohol/tobacco abuse
* Rheumatoid arthritis

Diabetes-specific risk factors
e Lumbar spine or hip T-score =-2.0
e Frequent hypoglycemic events
e Diabetes duration >10 years
» Diabetes medications: insulin, thiazolidinediones, sulfonylurea
e ALIC >8%
# Peripheral and autonomic neuropathy
# Retinopathy and nephropathy

Bone Health

Recommendations

4.9 Fracture risk should be assessed
in older adults with diabetes as a
part of routine care in diabetes clin-
ical practice, according to risk fac-
tors and comorbidities. A

4.10 Monitor bone mineral density
using dual-energy X-ray absorptiome-
try of high-risk older adults with dia-
betes (aged >65 years) and younger
individuals with diabetes and multiple
risk factors every 2-3 years. A

4.11 Clinicians should consider the po-
tential adverse impact on bone health
when selecting pharmacological op-
tions to lower glucose levels in people
with diabetes. Prioritizing medications
with a proven safety profile for bones
is recommended, particularly for those
at elevated risk for fractures. A

4.12 To reduce the risk of falls and
fractures, glycemic management goals
should be individualized for people
with diabetes at a higher risk of frac-
ture. C Prioritize use of glucose-lowering
medications that are associated with
low risk for hypoglycemia to avoid
falls. E
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Thach thirc kiém soat dwong huyeét

HbALc < 7.0% I HbAlc > 7.0%

Pong Au (n=2,605)

Singapore AnDd
(Diabcare?) (DEDICOM?)

Uc Théi Lan
(Diab Registry?)

36.0

(St Vincents?)

Hong Kong Trung Quéc
(Diab Registry®) (Diabcare®)

33.0 37.8

Asia (n=5,376)

Han Quéc USA

37.3 (KNHANES) (NHANES®)

M Latin (n=1,712)

36.0
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ADA, American Diabetes Association; EASD, European Association for the Study of Diabetes. Inzucchi SE et al. Diabetes Care 2012;35:1364-79.
ADA, American Diabetes Association; EASD, European Association for the Study of Diabetes. Nathan DM et al. Diabetes Care 2006;29:1963-72.
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Pong thuan ADA/EASD 2018
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* Davies MJ et al. Diabetologia 2018. https://doi.org/10.1007/s00125-018-4729-5
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+CKD (on maximally tolerated dose of ACE/ARB)
SGLT2i with proven HF
PREFERABLY benefit in this population
S6LT2i with primary evidence of reducing CKD progression
UseSLT7in ool withan R <20 i .73 o ntdshoud be Glycemic Management: Choose
continued until nitation of dialysis o transplan _ st - approaches ﬂlﬂ‘ﬂl’ﬂlﬂl the efficacy
____________ [ i e B ek ¢ . to achieve goals:
Metformin OR Agent(s) including
COMBINATION therapy that pravide
adequate EFFICACY to achieve and
maintain treatment goals
Cansider local Complication - . B
health care surveilance \ Consider avoidance of hypoglycemia a
setting and and 3 priority in high-risk individuals
are Tesources screening L teN
decision-making
GLP-1 RA with SGLT2i with proven
proven CVD benefit CVD benefit
Monitoring and
ongoing review
PRINCIPLES OF CARE
Diabetes structured Reducing risk of
education and support GOALS OF CARE hypoglycemia
+ Prevent complications
+ Optimize quality of life
Ensure strategies are in place to detect and =
i 5 S Achievement and Maintenance of
optimize management of LV risk factors' including Sy Fifective practicn and Weight Management Goals:
= s organization of
CV risk factor screening and surveillance care [ Set individualized weight management goals ]
% Sacial Consider
determinants Avoid underlying o RS
BP lowering : of health therapeutic physiology General ifestyle advice: Intensive evidence-
s medicalnutriton based strucured
Lipid lowering physical activity program
Antithrombatic agents Consider medication Consider metabolic
for weight loss surgery
n & Stmoling cessation When choosing glucose-lowering therapies:
Consider regimen with high-to-very-high dual
glucose and weight efficacy
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DPanh gia NAFLD/NASH & tat ca BN BDTD

Noninvasive testing for fibrosis (FIB-4 or NFS)

Vibration-controlled transient elastography
or blood tests measuring fibrosis markers

Repeat in 2-3 years

Age (Years) AST Level (u) * *
) X @O
FIB-4 = =
Platelet Count (10%L) - / ALT (uin)
CCD X D
semvier
of Care in Diabete 2023 Refer toa
3 * Repeat in 2-3 years gastroenterologist
I : or hepatologist
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Han ché ngdi lau, | intstm setseminms i S ot e ¢ e Tap luyén thé luc
thay d(’j' tw thé m6i improve glucoss metabolism, week vigarous-intensity activity spread over =3 daysiweel, N § N
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SLEEP

Aim for consistent,

usinterrupted sleep,

#vEn 00 weekends,
Guantiy - Long (=341 =,
and short (<4 bl sleep Coigelivie
durations megatively

2. sa N s impact AIL. STRENGTHENING A A i
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SERVIER Chronotype - Evening chanatypes fie., night onl: g 1o bed lale encompass elements of flexibility and balance.

and get up Late) may be mare susceptibe tn inactivily and poorer glyeemic fewls
1 5. morning chreasiypes ., early bird: g b bed early and get up earlyl. @
-
Standards of Care in Diabetes—2023
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Glucoselinsulin | Blood pressure AlC Lipids Physical function Depression Quality of life
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STEPPING + e ¥ i
STRENGTHENING NP ¥ T 7
ADEQUATE SLEEP DURATION < N2 ¥ N (2]
500D SLEEP QUALITY 4 ¢ & $ () 2
CHRONOTYPE/CONSISTENT TIMING @ (2] (2] (2]

Standards of Care in Diabetes—2023
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Injected insulin regimens l:';&;:;;i’:;'a
MDI with LAA + RAA or URAA +++ +++ +++
Less-preferred, alternative injected insulin regimens
MDI with NPH + RAA or URAA +4+ ++ ++
MDI with NPH + short-acting (regular) insulin e + e
Two daily injections with NPH + short-acting (regular)
insulin or premixed + + +
: . . . . Lower risk of
Continuous insulin infusion regimens S
Hybrid closed-loop technology +++++ +++++ +t
Insulin pump with threshold/
predictive low-glucose suspend o i e +4++++
seavien;
1 Insulin pump therapy without i +++ +4++ 44+
*
Standards of Care in Diabetes—2023
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Time in Ranges

(" Very High
250
High

180

_— Target

70 m— Lo
=

L veryLow

Type of CGM

20%

Vai tro cua CGM

44%

46%

10%

50%

>
Range \/\/
Range

D

12am Sarr sam 12pm om : " 12am

Description

rtCGM

Professional CGM

isCGM with and without alarms

CGM systems that measure and display glucose levels continuously

CGM systems that measure glucose levels continuously but require scanning for visualization and storage of

glucose values

CGM devices that are placed on the person with diabetes in the health care professional’s office (or with remote
instruction) and worn for a discrete period of time (generally 7-14 days). Data may be blinded or visible to the
person wearing the device. The data are used to assess glycemic patterns and trends. Unlike tCGM and isCGM

devices, these devices are clinic-based and not owned by the person with diabetes.

SERVIER

CGM, continuous glucose monitoring; isCGM, intermittently scanned CGM; rtCGM, real-time CGM.

MOMEDBXLOU
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Muc tieu CGM
L}
Metric Interpretation Goals
1. Number of days CGM device is worn 14-day wear for pattern
management

2. Percentage of time CGM device is active 70% of data from 14 days

3. Mean glucose Simple average of glucose values *

4. Glucose management indicator Calculated value approximating A1C ¥

(not always equivalent)

5. Glycemic variability (%CV) target Spread of glucose values =36%t

6. TAR: % of readings and time >250 mg/dL (>13.9 mmol/L) Level 2 hyperglycemia <5% (most adults);
<10% (older adults)

7. TAR: % of readings and time 181-250 mg/dL (10.1-13.9 mmol/L) Level 1 hyperglycemia <25% (most adults);
<50% (older adults)*

8. TIR: % of readings and time 70-180 mg/dL (3.9-10.0 mmol/L) In range >70% (most adults);
>50% (older adults)

9. TBR: % of readings and time 54-69 mg/dL (3.0-3.8 mmol/L) Level 1 hypoglycemia <4% (most adults);
<1% (older adults)§

10. TBR: % of readings and time <54 mg/dL (<3.0 mmol/L) Level 2 hypoglycemia <1%

semvien;
&
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Person / Disease Features
Risks potentially associated

with hypoglycemia and
other drug adverse effects

Disease duration

Ca thé héa diéu tri

More stringent 4m=- A1C 7% - Less stringent

[}
2
=
@
=

&
@
5 S : 3
go#iyiciaanosed ong standing £ Table 6.3—Summary of glycemic recommendations for many nonpregnant
2 adults with diabetes
Life expectancy 5
long Shoit § AlC <7.0% (<53 mmol/mol)*+
% Preprandial capillary plasma glucose 80-130 mg/dL* (4.4-7.2 mmol/L)
Important comorbidities ;
& — Peak postprandial capillary plasma glucoset <180 mg/dL* (<10.0 mmol/L)
absent few / mild severe
*More or less stringent glycemic goals may be appropriate for individuals. +CGM may be
Sz:b::zzzgr‘l’:smla 4— used to assess glycemic status as noted in Recommendation 6.5b and Fig. 6.1. Goals should
5 atearit o il Savers be individualized based on duration of diabetes, age/life expectancy, comorbid conditions,
= known CVD or advanced microvascular complications, hypoglycemia unawareness, and indi-
— & vidual patient considerations (per Fig. 6.2). $Postprandial glucose may be targeted if A1C goals
Individual needs and preferences g are not met despite reaching preprandial glucose goals. Postprandial glucose measurements should
highly motivated, excellent preference for less | & pe made 1-2 h after the beginning of the meal, generally peak levels in people with diabetes.
self-care capabilities burdensome therapy ‘;
=3
Resources and support E
system &
readily available limited | ®
semviER
-
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« Nén tiép can st dung cac dung cu cho bénh nhan BTD (e.g., insulin
pens, connected pens, glucose meters, and CGM or AID systems).

« Nhan manh kh&i ddng CGM s&m, khi m&i chan doan & bénh nhan
PTD tip 1, dé tdng kha nang dat muc tiéu dwdng huyét.

 BS, nhan vién y té, nhém quan ly BTD can co6 kién thirc chac chan
vé rng dung cong nghé cho BN BDTD

« Vai trd clia isCGM trong mét sé trwdng hop khéng can can thiép
qua tich cuwc.

18
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Medication

Table 7.4—Continuous glucose monitoring devices interfering substances

Systems affected

Cac yéu té anh hwéng CGM

Effect

Acetaminophen
>4 g/day
Any dose

Ascorbic acid (vitamin C), >500 mg/day

Hydroxyurea

Mannitol (intravenously or as peritoneal
dialysis solution)

Sorbitol (intravenously or as peritoneal
dialysis solution)

Dexcom G6, Dexcom G7
Medtronic Guardian

FreeStyle Libre 14 day, FreeStyle Libre 2,
FreeStyle Libre 3

Dexcom G6, Dexcom G7, Medtronic Guardian

Senseonics Eversense

Senseonics Eversense

Higher sensor readings than actual glucose
Higher sensor readings than actual glucose

Higher sensor readings than actual glucose

Higher sensor readings than actual glucose

Higher sensor readings than actual glucose

Higher sensor readings than actual glucose

SERVIER
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»  Phoi hop nhiéu liéu phap

Béo phi va kiem soat can nang
« Nhan manh vai tro, loi ich ctia gidm can dbi v&i bénh nhan BDTD
c6 thtra can béo phi.

Gidm 3-7% can nang giup cai thién dworng huyét va cac yéu tb
nguy co tim mach.

» Duy tri gidm trén 10% can nang => loi ich cang nhiéu, c6 thé hoi
phuc, cai thién két cuc tim mach.

« Céc thé hoa trong tiép can diéu tri (TBLS, dinh dwéng, thubc,

20
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Béo phi va kiém soat can niang

» Sl dung thudc diéu tri béo phi doi voi BN BTD tip 2 c6 thira can
béo phi. Can nhac lgi ich — nguy co.

« Thubc BTD wu tién st dung: GLP-1RA, Dual GIP/GLP1 RA

« Can thiép diéu trj tich cwc, tranh tri hoan

21
Thuoc dieu tri béo phi
Medication name and typical [Treatment arms Weight loss (% loss from Common side effects
adult maintenance dose baseline)

Short-term treatment (12 weeks)
Sympathomimetic amine anorectic : Phentermine
8-37.5mg q.d.* 15 mg q.d. 7.5 mg q.d. Placebo 5.0-4.9- 1.9 Dry mouth, insomnia, dizziness,
irritability, increased blood
pressure, elevated heart rate

Long-term treatment (52 or 56 weeks)
Lipase inhibitor : Orlistat

60 mg t.i.d. (OTC) 120 mg [120 mg t.i.d.} Placebo 9.6-5.6 /Abdominal pain, flatulence, fecal
t.i.d. (Rx) urgency
Sympathomimetic amine anorectic/antiepileptic combination: Phentermine/topiramate ER
7.5 mg/46 mg q.d. 15 mg/92 mg q.d.§ 9.8-7.8-1.2 Constipation, paresthesia,
7.5 mg/46 mg q.d.§ Placebo insomnia, nasopharyngitis,
xerostomia, increased blood
pressure

Opioid antagonist/antidepressant combination: Naltrexone/bupropion ER
16 mg/180 mg b.i.d. 16 mg/180 mg b.i.d. Placebo 5.0-1.8 Constipation, nausea, headache,
xerostomia, insomnia, elevated
heart rate and blood pressure

seRviER

MGUELBXXDU

22

11



3/18/2024

Thudc d

éu tri béo phi

Medication name and typical adult
maintenance dose

Treatment arms

Weight loss (% loss from baseline)

Common side effects

Glucagon-like peptide 1 receptor agonist

Liraglutide
3mgq.d. 3.0 mgq.d. 6.0 Gastrointestinal side effects
1.8 mg q.d. 4.7 (nausea, vomiting, diarrhea,
Placebo 2.0 esophageal reflux), injection site
reactions, elevated heart rate,
hypoglycemia
Semaglutide
2.4 mg once weekly 2.4 mg weekly 9.6 Gastrointestinal side effects
1.0 mg weekly 7.0 (nausea, vomiting, diarrhea,
Placebo 3.4 esophageal reflux), injection site

reactions, elevated heart rate,
hypoglycemia

Dual glucose-dependent insulino

Tirzepatide

tropic polypeptide and glucagon-like peptide 1 receptor agonist

5 mg, 10 mg, or 15 mg once
weekly

SERVIER

10 mg weekly
15 mg weekly
Placebo

12.8
14.7
3.2

Gastrointestinal side effects
(nausea, vomiting, diarrhea,
esophageal reflux), injection site
reactions, elevated heart rate,
hypoglycemia

MOUEDBXLDU
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diéu tri.

nguy co

thude, phau t

MGUELBXXDU

huat)

Str dung thuoc trong diéu tri DTD

« Can nhac phéi hop thuéc s&m dé rat ngan thei gian dat muc tiéu
« Lwa chon thubc can ca thé héa, danh gia toan dién cac yéu té

o Dé[ v&i bénh nhan chwa dat muc tiéu diéu trj => Iwa chon thubc
phéi hop tiép theo dwa yéo muc tiéu dwong huyét, can nang,
nguy co ha dwong huyét va cac bénh ly di kem.

« DPbi voi ‘bénh nhan chwa dat muc tiéu can nang => can phai can
thiép dieu tri tich cwc trén can nang (TBLS, tap luyén, sir dung

24
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o TI0A

+ASCVD!

Defined differently across
CVOTs but all included
individuals with established
CVD (e.g., MI, stroke, any
revascularization procedure).
Variably included: conditions
such as transient ischemic
attack, unstable angina,
amputation, symptomatic
‘or asymptomatic coronary
artery disease.

USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

+Indicators of high risk
While definitions vary, most
comprise 255 years of age
with two or more additional
risk factors (including obesity,
hypertension, smoking,
dyslipidemia, or albuminuria)

+ASCVD/Indicators of High Risk

GLP-1 RA® with proven @ SGLT2if with proven
CVD benefit CVD benefit

« For patients on a GLP-1 RA, consider adding SGLT2i with
proven CVD benefit or vice versa

+HF

Current or prior

symptoms
of HF with
documented

HFrEF or HFpEF

S6LT2i¢
with proven
HF benefit
in this
population

h 4

Goal: Cardiorenal Risk Reduction in High-Risk Individuals with Type 2 Diabetes (in addition to comprehensive CV risk management)*

+CKD
eGFR <60 mL/min per 1.73 m? OR
albuminuria (ACR 23.0 mg/mmol
[30 mg/g)). These measurements
‘may vary over time; thus, a repeat
measure is required to document CKD.

+CKD (on maximally tolerated dose
of ACEi/ARB)

PREFERABLY
SGLT2i* with primary evidence of
reducing CKD progression
Use SGLT2i in people with an eGFR
220 mLimin per 1.73 m’; once initiated
should be continued until intiation
of dialysis or transplantation
GLP-1 RA with proven CVD benefit if
SGLT2i not tolerated or contraindicated

If ATC above target, for patients on
SGLT2i, consider incorporating a
GLP-1RA or vice versa

!

Glycemic Management: Choose
approaches that provide the
efficacy to achieve goals:
Metformin OR Agent(s) including
COMBINATION therapy that provide
adequate EFFICACY to achieve
and maintain treatment goals
Prioritize avoidance of hypoglycemiain
high-riskindividuals
|
In general, higher efficacy approaches
have greater likelihood of achieving
glycemic goals
Efficacy for glucose lowering
Very High:

Dulaglutide (high dose),
Semaglutide, Tirzepatide
Insulin
Combination Oral, Combination
Injectable (GLP-1 RA/Insulin)

S6LT2i, Sulfonylurea, TZD

Intermediate:
DPP-4i

!

Achievement and Maintenance of
Weight Management Goals:

[ Set individualized weight management goals

)

General lifestyle advice: Intensive evidence-

medical nutrition

patterns/
physical activity

Consider medication Consider metabolic
for weight loss surgery

Consider regimen with high-to-very-high dual
glucose and weight efficacy

When choosing glucose-lowering therapies:

High:
GLP-1RA (not listed above), Metformin,

Efficacy for weight loss
Very High:
Semaglutide, Tirzepatide
High:
Dulaglutide, Liraglutide
Intermediate:
GLP-1 RA (not listed above), SGLT2i
Neutral:
DPP-Ai, Metformin

2 2

[

If additional cardiorenal risk reduction or glycemic lowering needed

—=

If A1C above target

4

GLP-1RA or SGLTZi

See et for detals A Low-dose T20 may
i efficacy i reducing the isk of composite MACE, CV death,al-cause mortality, M, HHF,and renal

vigMEDa ¥ ForGLP-1RA.CH

it eficacy i

MACE, CV death, all-

* In people with HF, CKD, established CVD, or multiple risk factors for CVD, isi i i i
recommendation is warranted for people with CVD and a weaker recommendation for those with indicators of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat

are seen at higher levels of baseline risk into

be better tolerated and similarly effective; § For SGLTZi, CV/

metformin:} A strong

f CVD;

lity, M, stroke, and renal endpoints in indivi

VD

Identify barriers to goals:

« Consider DSMES referral to support self-efficacy in achievement of goals

« Consider technology (e.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy
« Identify and address SDOH that impact achievement of goals

25
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Kiém soat nguy co’ tim mach

Recommendations 10.39a and 10.39b were added to include screening of adults with diabetes for
asymptomatic heart failure by measuring a natriuretic peptide level to facilitate the prevention or
progression to symptomatic stages of heart failure.
Recommendation 10.40 was modified to include screening for peripheral artery disease with ankle-brachial
index testing in asymptomatic people with diabetes aged =50 years, microvascular disease in any location,
foot complications, or any end-organ damage from diabetes. Peripheral artery disease screening should be
considered for individuals with diabetes for 210 years or more.
Recommendation 10.42a was updated to recommend either an SGLT2 inhibitor or an SGLT1/2 inhibitor for
people with diabetes and established heart failure with preserved or reduced ejection fraction to reduce risk
of worsening heart failure and cardiovascular death. Additional text includes a discussion on cardiovascular
outcomes trials of the SGLT1/2 inhibitor sotagliflozin.
Recommendations 10.45a-10.45e have been added to address treatment approaches for people with
diabetes and heart failure, including the roles of an interprofessional team and pharmacological approaches
to prevent heart failure progression and hospitalization.

Recommendation 10.47 was added to suggest including education on risks and signs of ketoacidosis and
methods of management and tools for testing in people with type 1 diabetes, ketosis-prone type 2 diabetes,
and/or those consuming ketogenic diets treated with SGLT inhibition.

26
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Kiém soat nguy co tim mach

REDUCTION IN DIABETES COMPLICATIONS

[ Khdang tiéu cau

-

alnl alal mﬂml nlln
| | | s :::::‘ [ Kiém sodt huyét 4p

-

;UUUL UUU\ JUUU

SERVIER

30

Q ‘UFESTYLE MODIFICATION AND DIABETES EDUCATION LH O _

Standards of Care in Diabetes—2023

seRviER

Recommendations for the Treatment of Confirmed
Hypertension in Nonpregnant People With Diabetes

Initial BP >130/80 and .
[ <150/90 mmHg ] [ Initial BP =150/90 mmHg J

1 ' 1 1

( Start one agent ] [ Lifestyle management ] [ Start two agents ]

Y !

Kiém soat huyét ap trén bénh nhan BTP

( Albuminuria or CAD* ] [ Albuminuria or CAD* ]
No Yes No Yes
Start one drug: Start: Start drug from Start:
= ACEi or ARB = ACEi or ARB 2 of 3 options: = ACEi or ARB
= ccBt = ACEi or ARB and
= Diuretict =CCBYT = CCBt or Diuretict

|

= Diuretict l

Assess BP Control and Adverse Effects

28
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Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target Adverse effects
and target achieved

Add agent from Consider change to
[ Continue therapy ] complementary drug class: alternative medication:
= ACEi or ARB = ACEior ARB
» CCBYT = CCBY
= Diuretick = Diuretict

Not meeting target | Adverse ’
on two agents * effects

Assess BP Control and Adverse Effects

Not meeting target or

Treatment tolerated adverse effects using a drug
and 1argeiach|eved from each of three classes
[ Continue therapy J Consider Addition of Mineralocorticoid Receptor Antagonist;
Refer to Specialist With Expertise in BP Management
29
Str dung statin/phong ngtra tién phat
< Bénh nhan DTD tir 40 — 75 tudi, khéng ASCVD => statin trung binh. (A)
*» Bénh nhan DTD tlr 20 - 39 tudi, c6 YTNC ctia ASCVD => khdi trj statin
két hop TBLS. (C)
< Bénh nhan nguy co cao, hoac nhiéu YTNC clia ASCVD, hoac tir 50 — 70
tudi => statin manh. (B)
s Bénh nhan gé nguy co ASCVD 10 nam > 20% => can nhac thém
ezetimibe dé giam LDL-c trén 50%. (C)
30
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St dung statin/phong ngtra thir phat

s Bé&nh nhan BT kém ASCVD => statin manh. (A)

< Bénh nhan BTD kém ASCVD va nguy co rat cao => can nhac phdi hop
thudc (ezetimibe hodc PCSK9i dé& dwa LDL-c < 70 mg/dL). (A)

< Bénh nhan khéng dung nap statin manh => dung liéu ti da dung nap
duwoc. (E)

< Dbi v&i bénh nhan BTD tip 2 trén 75 tudi, dang diéu tri statin => tiép
tuc sr dung statin. (B)

% Doi voi ,bénh nhan DTD tip 2 trén 75 tudi, chwa dung statin => kh&i tri
statin néu lgi ich Idn hon nguy co. (C)

SERVIER

30

31

Thudc khang tiéu cau
* Aspirin (75—-162 mg/ngay) phong ngtra thir phat trén bénh nhan DT c6 BTMXV.
(A)
* Bénh nhan BTD c6 BTMXV va di trng Aspirin => dung Clopidogrel (75 mg/ngay).
(B)
«  S{r dung khang tiéu cau kép trong vong 1 nam sau nhdi mau co tim cap. (A)

» Can nhac s dung khang tiéu cau kép lau dai trén bénh nhan BTD da can thiép
mach vanh trwéc dé, nguy co thieu mau cao va nguy co’ chay mau thap. (A)

« C6 thé can nhéac phdi hop Aspirin va Rivaroxaban liéu thAp cho bénh nhan ¢
BMV 6n dinh va/hodc bénh dong mach ngoai bién va nguy co chay mau thap
dé ngan ngwa bien co tim mach va thiéu mau chi (A)

« Can nhéc dung Aspirin (75 - 162 mg/ngay) phong ngtra tién phat cho BN BTD c6
. NQuy co tim mach cao, sau khi thao luan day du v&i BN vé lgi ich so v&i nguy co
30 chay mau. (A)

32
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Kiém soat nguy co’ tim mach

DPbi v&i bénh nhan sir dung ACEis/ARBs MRA, o tiég => danh
gia lai Creatinin/feGFR va Kali mau sau 7-14 ngay bat dau stp
dung thudc.

Pbi véi bénh nhan khéng dung nap Statin => khuyén cao sl
sung Bempedoic acid gilp giam cac bién co tim mach

DPbi v&i bénh nhan BTD cé ASCVD khéng dung nap statin => str
dung PCSK?9i, Bempedoic acid , inclisiran siRNA

“Interprofessional team approach” (Bs tim mach, Bs than kinh) =>
quyét dinh thdi gian st dung khang tiéu cau kép & nhirng bénh
nhan BTD sau HC vanh clp hoac dét quy thiéu mau hodc con
thoang thiéu mau néo

Kiém soat bénh than man

? = Regular
pe Q-r»; - @ risk factor
Lifestyle é ) / reassessment

= (every 3-6
Healthy diet Physical activity Smoking cessation Weight management months)
SGLT2i Metformin RAS inhibitor at maximum Moderate- or
First-line (Initiate if eGFR >20; (if eGFR =30) tolerated dose (if HTN*) high-intensity statin
drug therapy continue until dialysis % % @@
or transplant) , %

&9

Regular reassessment
of glycemia, albuminuria,
BP, CVD risk, and lipids

| v v
- GLP-1 RA if needed to Nonsteroidal MRA' if Dihydropyridine CCB Antiplatelet Ezetimibe, PCSK9i,
Addltlnnal achieve individualized ACR 230 mg/g and and/or diuretic* if agent for or icosapent ethyl if
risk-hased glycemic target normal potassium needed to achieve clinical ASCVD indicated based on

therapy % g @ % m img;i:!aur;tzted .@ ASCVD risk and lipids
(R

Other glucose-lowering

Steroidal MRA if

drugs if needed to needed for resistant
achieve individualized hypertension T2D only
glycemic target if eGFR 245 All patients

(TIDand T20)
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Diéu tri insulin cho BN cao tudi

Simplification of Complex Insulin Therapy

[ Patient on basal (long- or intermediate-acting) and/or prandial (short- or rapid-acting) insulins¥* J ( Patient on premixed insulin§ J

¥ ¥

* Use 70% of total dose as

basal only in the morning

[ Change timing from bedtime to morning j

{

'S ~
Titrate dose of basal insulin based on fasting If mealtime insulin <10 units/dose:
fingerstick glucose test results over a week If prandial insulin >10 units/dose; =  Discontinue prandial insulin and add
: insuli it
Fasting Goal: 90-150 mg/dL (5.0-8.3 mmol/L) + | dose by 50% and add noninsulin noninsuliny agertis)
= May change goal based on overall health agent
and goals of care™ Titrate prandial insulin doses down as

noninsulin agent doses are increased
with aim to discontinue prandial insulin

!

If 50% of the fasting fingerstick glucose
values are over the goal:
= T dose by 2 units

Add noninsulin agents:

= IfeGFR is 245 mg/dL, start metformin 500 mg
daily and increase dose every 2 weeks, as

If >2 fasting fingerstick values/week are <80 = IfeGFR is <45 mg/dL, patient is already
mg/dL (4.4 mmol/L): taking metfarmin, or metformin is not tolerated,
= | dose by 2 units proceed to second-line agent
semviER; * v
3 G
MGUEDALIDU
Kiém soat BTD & bénh nhan tré
[]
New-Onset Diabetes in Youth With Overweight or Obesity With Clinical Suspicion of Type 2 Diabetes
Initiate lifestyle management and diabetes education
A1C <8.5% A1C 28.5% 2 .
No acidosis or ketosis ] [ No acidosis with or without ketosis Ak oals sncor PIOA ancl/or HHNK
. = Metformin
- Meﬂqmln * Titrate up to 2,000 mg per day - _MapagelDKA or "!HNK
« Titrate up to 2,000 mg per day as tolerated = i.v. insulin until acidosis resolves, then
as tolerated o } subcutaneous, as for type 1 diabetes
. Long.-achng insulin: start at 0.5 units/kg/day until antibodies are known
and titrate every 2-3 days based on
BGM
-l i -
L J
NEGATIVE | POSITIVE
« Conlinue 6r startimetformin = Continue or |m't|ate MDI insulin or pump therapy,
P : as for type 1 diabetes
= If on insulin, titrate guided by glucose values % A 2
» Discontinue metformin
= Continue metformin
SERVIER = Consider adding GLP-1 receptor agonist or SGLT2
inhibitor approved for youth with type 2 diabetes
3 c A1C goals not met * Titrate/initiate insulin therapy; if using long-acting insulin
only and glycemic goal not met with escalating
- doses, then add prandial insulin; total daily insulin
dose may exceed 1 unit/kg/day
MGUERRXIDU
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KET LUAN

< DTD dang ngay moét gia tng, l1a ganh ndng toan cau

% Cac khuyén céo diéu tri dwoc cap nhat lién tuc, rng dung nhiéu loai
thudc, phwong tién méi trong diéu tri, theo doi DTD.

< Tiép can diéu tri can ca thé hda, toan dién, can thiép da yéu td, kiém
soat tat ca cac bénh ly di kem....

< Chu y van dé thay dbi 16i séng, van déng thé lwc, cac yéu té vé khia
canh tam ly, xa hai....

< Dat ngwoi bénh lam trung tam, kiém soat tich cwc, phong ngtra
bien chirng, cai thién chat lwong cudc song.

30
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