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Psychological domain
= Cognitive function
* Well-being
Motivation
Delirium Poverty
Depression Isolation
Dementia \mmekessness
Medical domain = Hypoglycemia Saocial domain
+ Diabetes-related complications + Diabetes targets + Social support
and comorbidities » Self-management * Insurance
* Mon-diabetes-related conditions * Salf-sfficacy * Access to care
* Polypharmacy * Quality of life * Living situation
= End-organ damage = Life expectancy = Caregiver involvement
Osteoporosis Self-care impairment
Falls/fractures Loss of independence
Disability Placement
Functional domain
* Maobility
* Manual dexterity
= Visual capacity
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Co ché tac dong cua cac thuéc diéu tri DTD tip 2

Sulfonylureas,

Meglitinides , GLP1 receptor agonists
GLP1 receptor agonists  DPP-IV inhibitors
, DPP-IV inhibitors Amylin analog
BLP1 receptor agonists INCREASE DECREASE
Amylin analog INSULIMN GLUCAGON
SECRETION SECRETION

Biguanides

EMPTYING

DECREASE
S DIABETES
GLUCOGENESIS | CONTROL o
, I ‘ DELAY GHO .
REDUCE FOOD ABSORPTION |Phe-glucosidase
; INTAKE & = b
I PROMOTE INCREASE (A T
A A GATIATY GLUCOSURIA_ L. i
x .l 3 . GLP1 receptor agonisis et
= Amylin analog m
) SGLT2 Inhibitors

Cac bénh doéng mac ¢ bénh nhan BTD tip 2 cao tuoi

Type 2 Diabate
ype ] sability
Urinary Incontinence

Frontiers in Endocrinology www.frontiersin.org. February 2019 | Volume 10 | Atticle 45
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Tinh phwc tap khi bénh nhan BTD tip 2 cao tudi dung insulin

| Reaction to insulin | [ e s e,

=) =)
— — — — \ _____

,m:\ Physical capacity of
to insul administering insulin

—— — ——

Older Type 2
{ self-monitoring

Experiences with

I\. / insulin knowledgerbeliefs

Daily living Emotional factors Social factors

Bién chirng man tinh & bénh nhan PTD tip 2 cao tudi

® Dizbetes No dabetes ® Diabetes No diabetes

Prevalence (%)
— ] (7]
(=1 = -1 o
o
=
B
Prevalence (%)

0
Reti thy, R thy, Reti hy, Micrealbumi t Decreased Congestive  Coronary Angina Heart Any Heart  Any Heart Stroke
Total® Non-Proliferative  Proliferative Kidney Heart Heart Antack Condition  Condition
Functionf Failure Disease With Angina  Without
Angina

CAP NHAT CHAN DOAN VA BIEU TRI BENH LY NGUOI CAO TUOI



HOI NGHI KHOA HOC THUONG NIEN 2023
LIEN CHI HOI LAO KHOA TP.HO CHi MINH

Nguyén tac quan ly bénh nhan BTD tip 2 cao tudi

Medical
Complications

Physical
Function

Older adult with diabetes

Cognitive
Function

Geriatric
Syndromes

Is this consistent with the

Pharmaco

considerati

&

ycemia risk

Individualize targets and strategies

Hypoglycemia

Standard Interventions

prevention

Geriatrics Approach
Engage family, system &
social resources
Screen, prevent & control
geriatric syndromes

Telemedicine
Maonitor, support
educate
Link patient with
providers
Improve HbAlc

Functional Medicine
Improve nutrition, metabolism, sleep,
Decrease stress and inflammation

Re-evaluate targets and strategies

Thuéc vién uéng & bénh nhan BTD tip 2 cao tudi

Class Aggeiins Advaitiges Disadvantages

Biguanide [1-3, 5-10] Metfarmin Larw ot Lactic acidosis risk (rure)
Improvement i dyslipidemia Coetraindicated when patient hes reral
Proven sality and effectiveness insafficiency or significunt heart Tailune
Mo Ty poglyceniia Gl side effects
Lamers. CV risk Risk of vitaman B12 deficiency

SU 13, 3-10] Glimepiride, glipizide
GLS [1-3.5-10] Acarbose, migliio]
TZD [1-3. 5-10] Floglmazone. rosighiazone

DIFP- [1-3, 5-10] Slesgliptin, vildaglipin.
saxagliptin, linaglipiis,
alogligin

SGLTH [1-3, 510, 2%, 28]  Canaglificain, dapagli-
Mozin, empagliflozin
eriuglifloein

Lower cancer risk than ogher therspiss.

Lo ot
Extensive experience
Lowers microvascular risk

Lower hypoglycemin and weight gain
tham 517

Beaer TV safery than siher oral agents

Reduces PP excumsioes

Lo et

Lo hypoghveemin risk

Wl paleraced sod effective
Can be used in renal impairment

Lo hypoglycemsia risk
Well tolerated

Weight meulral

May help preserve i cells

L hypog vcensda risk

Weight lpss

Lower systolic hlood pressure

Well talerated

Efficucious and safe in older sdubts with
chronic kidney discase

Associaied with lower UV evens rane
and mortality in panents wiih CVD

My cause weight boss ar GI s-inlc effiects in
fruil patients

Welgh gain

Hypoglycemin

Caution recommended in patienis with
renal. cardiac, or hepaiic insufficiency

Purssible inereased risk of CWD and OV
mxtality

Gl side efects {require gradual fitration)

Potemtial bepatioxicity with acarbose

Miglitl eontraindicated in poople with
seial fail e

Moderae A1C lowering

Frequent dasing schedule

Hepatie tosbedty repoened

Weight grin doe 1o Suid retenrion

Imcressed risk of bone lass and froctures

Edemheari fisilure

Pressible inereased TV risk

High cest

Reqquires renal dose adjustment (ot
linagliptan}

Feperts of worscnieg hiart failure. head-
achis, elevatid neidkence of masopharyn-
Eitts, and resparatory rect infectinie

Dpes on lomg-term effects in older adulis
are lacking

Highs cest

G Infections

Volume depletion, bypatenssan, and diz-
aingss

Imcressed LDL-C

Comrrns neganding Jong-teren impast on
LV rksk and carcinageniciny
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Thudc dang tiém & bénh nhan DTD tip 2 cao tudi

Class Agents Advantages Disadvantages
GLP-1 RA [1-3, 5-10] Exenatide, liraglutide, dulaglutide, Low hypoglycemia risk High cost
lixisenatide Weight loss GI side effects
Reduced PPG excursions Increased heart rate
Reduces some CV risk factors Acute pancreatitis (exenatide and
Once-daily and once-weekly liraglutide)
formulations Acute renal failure (exenatide)
Intermediate-acting insulin [1-3,  NPH Long-term experience of use Significantly elevated risk of
5-10] Nearly universal response hypoglycemia
Theoretically unlimited efficacy Weight gain
Long-acting insulin [1-3, 5-10] Insulin glargine 100 units/mL, Provides relatively uniform insulin - Hypoglycemia
insulin glargine 300 units/mL., throughout the day Weight gain

insulin detemir, insulin degludec  Nearly universal response Patient reluctance

{100 or 200 units/mL} Theoretically unlimited efficacy
Lower hypoglycemia risk than
NPH
Premix insulin [9. 10] TF0/30 (NPH + regular, Reduced number of injections Hypoalycemia
INPH + aspart), 75/25 (lispro Long-term experience of use Weight gain

Nearly universal response Patient reluctance

Theoretically unlimited efficacy

protamine + lispro)

Fixed-ratio combination GLP-1
RA plus insulin [46, 47]

1GlarLixi (insulin glargine
100 units/mL 4 lixisenatide),
IDegLira (insulin degludec
100 units/mL + liraglutide)

Reduced number of injections
Possible better glucose control and
increased safety compared with

individual components

Moderate hypoglycemia risk

Maximal doses

Not feasible for patients who
require high insulin dosage

Uu va nhwoc diém cua cac thuéc diéu tri PTD &

bénh nhan cao tudi

Diug class

Advantages

Disadvantages

Injectable
Insulin
GLP=1 receptor agonists

Pramlintide
Oral
Sulfonylurezs

Meglitinides

Biguanides (metformin)

TZD (pioglitzone)

AGI
DPP-4 inhibitors

SCLT-2 inhibitors

Bromaocriptine QR
Colesevelam

Generally affordable, high efficacy

Mo (negligible) risk of hypoglycemia when used as
monotherapy, may help weight loss, some agents in
class may reduce cardiovascular evenis

Reduces postprandial hyperglycemia, decreases insulin
resistance

Low cost, high efficacy

High efficacy

Low cost, high efficacy. no (negligible) risk of hypogly-
cemia when used as monotherapy

Muoderate efficucy, no risk of hypoglycemia when used
as monotherapy

Muoderate efficacy, no risk of hypoglycemia

Mo (negligible) risk of hypoglycemio when used as
monotherapy, ne weight gain

No risk of hypoglycemia when used as monotherapy, has
been shown o reduce CVD

Mo risk of hypoglycemia
Mo risk of hypoglycemia

High risk of hypoglycemia, net shown o reduce CVI

Expensive, modest efficacy, small risk of pancreatitis and
thyroid cancer

Pre-meal injections, modest efficacy, rarely useful in older
peaple

High risk of hypoglycemia

High risk of hypoglycemia, pre-meal dosing

Can cause gastrointestinal symptoms and vitamin B,
deficiency, small risk of lacuc scidosis, dose adjustment
in mild renal impairment, contraindicated when eGIFR.
<30

Water retention, small risk of bone fracture and bladder
cancer

Causes gastrointestingl symptoms, pre-meal dosing

Expensive, modest efficacy, small risk of pancreatitis and
thyroid cancer

Expensive, modest efficacy, aggravites urinary incon-
tinence and causes yeast infection of genitalia, risk of
arthostatic hypotension (falls) especially if concomitant
use of diuretics

Expensive, modest efficacy, rarely useful in older people

Expensive, low efficacy, rarely used in practice, high
incidence of constipation
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Muc tiéu HbA1c & bénh nhan DTD tip 2 cao tudi

Group 1: Group 2: Group 3:
Cricrall Hoalth Catagory Good Health Intermediate Health Poor Health
Any one of the following:

3 of more non-diabates

chronic illnesses® End-staga

Mo comarbidities and/or medical condition(s)"*
or -
1.2 nonjdiabates chronic Any one of the following: Moderate h:.
|l1n::s;s mild cognitive impaiment severe dementia
_ o Mo ADLE impairments o sesly clemee 22 ADL
Patient characteristics | and <1 IADL impairment 22 JADL impairments

impairments Residence in a lang-term

nursing facility

Reasonable glucose target ranges and HbA1c by group

Shared dec

aking: individualized goal may be lowear ar higher

Fasting: 90-130 mg/dL | Fasting: 80-150 mg/dL | Fasting: 100-180 mg/dL
Bedtime: 80-150 mg/dL | Bedtime: 100-180 mg/dL | Bedtime: 110-200 mg/dL

Use of drugs N
that may cause =7.5% <B% <8.5%"
hypoglycemia
(2.g., insulin,
sulfarylurea, Fasting: 90-150 mg/dL | Fasting: 100-150 mg/dL | Fasting: 100-180 mg/dL
glinides) Vst Bedtime: 100-180 mgfdL | Badtima: 150-180 mgfdL | Badtime: 150-250 mg/dL

=7.0 and <7.5% =75 and <8.0% =8.0 and <B.5%"

Healthy/pr limild frailty
n 3 months

HbA1c 258 mmolimel (27.5%) HbA1c <53 mmolimol (<7.0%) |

Metformin® + DPP-4i
HF detected Reduced
“{if eGFR 230 mbLimind1. 73 m?
/ i or suspected || renal function
) h (BMNP (8GFR <30 mL/
HF detected F— No ASCVD measurement) || min/1.73 m?)
ol srgﬂ;cwd high risk for scszzﬁirng s E] Switch from twice-daily NPH ar
-d by e by twice-dai ix insulins to...
measurement) stroke/MI for HF) & -+ ice-daily premix insuling
i
Discontinue 1, Discontinue | |Reduce insulin ‘ ‘
pioglitazone ;0 metformin | dose in 20%
and l: 1| increments to || Basal insulin Basal insulin
GLP-1 RA saxagliptin :. ! | maintain Hba1ic| |analogue (e.g..|| analogue +
SGLT-% as I' ! DPP-4i or +initiate o0 1| in the target degludec or SGLT-2i or
et (injectable SGLT-2i or sGlT2i 1 { range IGlar U300), GLP-1RA
Sl semaglutide oip1ra ] s===mmmm- S with a 20% | |ie.g.. IDeglira
or dulaglutide) dose or LixiLan}),
reduction with a 30%
reduction® in
total insulin
dose and
A long-acting basal insulin with in g‘:j;;cg?:ny
low risk af hypoglycaemia concomitant
{e.g. degludec or |Glar L1300} i sU
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Tiép can bénh nhan BTD tip 2 cao tudi suy yéu trung binh

HbA1c 284 mmol/mol (28.0%) HbA1c <58 mmaolimel (<7.5%)

HF detected I pro_gyisting HF detected Reduced
e Eugﬁ‘;-’"’d stroke/MI or suspectad || renal function
{l (EMP [@GFR =30 mL/
measurament} measurement) || min1.73 m?)

Hypoglycaemia suspected

Meatformin
KR ol ‘ ‘ Remembaring adranergic
Consider minf .3t e 4 el skl e e i symptoms less frequent
GLP-1 RA | Discontinue 1) Discontinue !} Reduceor ! No Yes
SGLT-2i as (injectable 1 pioglitazone 41 metiormin  §1 discontinue |
appropriate’ semaglutide ; ans ti ! : i ' SI—P‘;SW i ‘ ‘
or dulaglutide)* paREQIUn @ 5
“Providing y Einitiate  u! ! '
'
| '

sdaninisirabion ; SGLT-4 i! Reduce insulin| | Switch from
is Toasibie i‘;ﬂi:i;: U Ay W | 8 & dosein 20% || twice-daily
incraments NPH or twice-
to maintain daily premix
HbAlcin the insulins to
target range basal insulin
analogue
{e.g., degludec
A long-acting basal insulin with or 1Glar U300),
low risk of hypoglycaemia with a 20%
(e.q. degludec or IGlar U300) dose reduction

‘ HbA1e269 mmolimol (28.5%)

HF detacted
or suspecied
{ENP
| measurement) | |

=
[
1 Consider ! Switch from twice-
- - = 1 disconfinuation of daily NPH or
C W \ " i caly
emmence or Co i T STy A | [ SGLT-2is 1| twice-daily premix
continue Add DPP-4i ; || £ P . ' y Inoevienceof HF.and 1t | insulins 1o DPP-4i
SGLT-2i as Saxagiplin may Consider 1, Discontinue 1, Discontinue 1 it scive soennator f| inslins ta DPP-4i
: incmas risk of HF stopping TZDs* 'y SUs* ¢ : HF aflor slopping, ask 1  basal insulin
appropeate metiormin ' (substitute 0 “Rekot | |1 sesentompenitwei 1| analogue (e.g.,
s B and ') with DPP-gj) ¥} Preosbceemin | |4 cimeer2aidsreum 1] degludec or IGlar
dehydraticniinfecton GLP-1 RA* : 1 “HF aned fracune : ' : : el b 1 | U300), with a 20%
(substitute 1} oo [ aks 1| dose reduction
with DPP-4i) 11 ] .
“Risks of mecuced 1 ! 1l
appeliteand ¢! % '
waight loss ' ! [ ! ]
........ C R Ry S+

Reduce insulin dose
in 20% incremants
to maintain HbA1cin
the target range

A long-acting basal insulin with
low risk of hypoglycaemia
(e.g. degludec or I1Glar U300)
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Phan loai bénh nhan DTD tip 2 cao tudi dwa trén kiéu hinh
AM

Low weight. » Relaxed glycaemic control.

Poor appetite. * GLP-1RA and SGLT-2 inhibitors should
not be considered.

« Aim for deintensification of therapy.
= Focus on maintenance of quality of life.

Less insulin resistance.
Less dyslipidaemia.

SO

High weight. * Tight glycaemic control.

* GLP-1RA and SGLT-2 inhibitors should
be considered.

+ Aim for intensification of therapy.

More dyslipidaemia. * Focus on reduction of cardiovascular risk.

Normal appetite.
More insulin resistance.

AM: Anorexia malnourished SO: Sarcopenia Obese

Nguyén tac tiép can bénh nhan BTD tip 2 cao tudi theo

kiéu hinh
Avoid Ie u I n Avoid
hvpoglycacmia hypoglyeaemin
Adm for weight Aim for weight
gain T
lenprove musche < Goals of therapy > Improwe mas che
function function
Faius on quality of Focus on OV tisk
lific reduction

AM S0

Anorexic, reduced energy
inkake, malnounished, weight
I
Reduosd mnisehe and fan mass
Rodueed msalin resistance

Increasid energy mlake, weight
i

@
Redueed muscle and increased
Fat s
Incrensed insulin resistancs
Progressive course of DM
Wight gaining hypophenemic
agenis not suible

Regnezsive couse of DM
Woight lirniting hypoglycacmic
HBEN1S Not cultable

Dirall intake complizn Merforenia alernt Metformin msslerant
Metfommin e Mtfaras GLP- KA or SGLT-2
PP inhiliors GLPIRA o SGLT:2 inlhabdioes

Long-acting & short- paalvcacmic apen inhibitors ¥4 inbibutoes

acting inadin Long-acting nsulin Y. 2 bt DT imhibitors i g it
nalngis as aslegues TEREAL RS i Syei or insulin are bast

reqeired Shor-acting imsuin o insulin are kst rea
wmialingioes i€ vguivel resom
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Tiép can bénh nhan PTD tip 2 cao tudi dwa trén kiéu hinh
==

Frailty metabalic phenotype |

® N abwious frailty phenotype
*  Independent ving

Xu hwong don gian hoa
phac do va vai tro cua
insulin nén thé hé maéi
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DPon gian héa phac dé diéu tri Ia xu hwéng trong quan ly
dai thao dwong, dac biét la cho bénh nhan I&n tudi

Diéu quan Imng Ia phal die eu chlnh 1 cach pha hop giira su phu'-:: tap ctia ché dé diéu tri v&i kha ndng

Nhiéu BN Ion tu6i mac BT gap nhiéu kho khan khi phai duy tri phac do tiém nhiéu mii va theo déi
dwrdng huyét thwrong xuyén, diéu nay lam gidm kha néng tudn thu diéu tri cia BN

%
Cac muc tiéu dwong huyét ca thé hoa nén dwgc thiét lap va diéu chinh dinh ky dwa trén cac yéu t6:

bénh di kém, chirc ndng nhan thirc va cac tinh trang strc khée khac

e SRR

Pon gian hoa/giam cwéng do
cac phac do phirc tap dé giam
nguy co’ ha dwéng huyét va
giam s dung nhiéu thuéc va
tranh diéu tri qua mirc trong bdi
Standards of Care canh muc tieu HbA1C duoc ca thé

in Diabetes—2023 e

1 Amaricin Dinbstes Axssclion. Disbatas Core. S5 480asppl 10818290,

e
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DPon gian héa phac dé khi lwa chon insulin cho BN I&n tubi

Phac do6 nhiéu miii tiém co6 thé qua phirc tap ddi véi bénh nhan Ién tudi

4 v ¢ 0

Tan sudt tidm Cam gidc xdu ho vi phai Bau do tidm Tang cin So ha dwémg huyét
hang ngay tiém thudc

Insulin nén mdt Ian/ngay cd it tac dung phu
va c6 thé la mét lva chon hdp ly & nhiéu bénh nhan Ién tudi

1, Pirpssth, atal 42 Dudeal, ol 273,
1A Dlakaiss, [ pE-2a

Insulin nén kiém soat dwéng huyét doi
va gop phan han ché tang dwéong huyét sau an

oy, !

\

Basal .
Insulins / Téang dwéng huyét déi va tan tao dwéng tir gan

Puwong huyét doi binh thuéng

Giam FPG trworc sé lam giam PPG do do co thé duy tri
hiéu qua kiém soat dwéng huyet suot ca ngay

Hirean Rt ot ol N Engy e 006,381 384 TR 74T
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Cac loai insulin khac nhau c6 thé c¢é nguy co ha dwdng huyét
khac nhau

va
Human insulin 4
Analog insulins v
Rat thiromg xuyén :
(3.5-6.0 con/nam) plxlure {70F30) A v
Basal plus 2—3 prandial v
Thwrdémg xuyén Basal plus 1 prandial W
(2-4.5 ca/nam)
Neutral protamine Hagedom N N
it Analog basal v
(1.5-3.5 ca/nam)
Newer basal analogs N

Cac insulin nén analog thé hé méi c6 nguy co ha dwéng huyét thap nhat

Msphinal B, il Eader PRt 2013 HEADE 538

o 23
Pon gian héa phac d6 insulin cho bénh nhan I&n tudi
g P :
Bon gian hoa phac do insulin phi h % kha ndng fr quan Ij va ngudn luwc ho trer cda bénh nhan gidp gidam nguy cor HEH va
- P 2 - = - L & = =& . x i
ganh nang bénh t2 3 BN ma khong anh hwdng den ket qua kiem soat duréng huyet
[ |EM dang ding Inculin ndn (o ddeg kéo dall TH) wahode inculln biva dn fiso Adng nhanfvmglng ] ( BN Gang Bing e frée e )]
¥
Dung Insulin nin vao busl
¥ wding, Ik bling 7% téng
Thay 281 i gian fm 1Al sang SAm zang ) 1 —
. pr T ot &n = 10U bl an: -imlnhﬂuﬁs1mlﬂnlh|:
o e i e L TR XM M e 0 b S i [M%
Mg By S84 221 30 — 150 mpidl (4.5-2.3 mmoll) Iibas Irvsulin bifa dn trong kil tang I cic.
Cevind tnay o myc B theo sic ihde ting quat mmuﬂlmmnﬁ!mmm y
-2t dm Triem cac thuds khong phil nsuln:
“ | im&ﬁm.ummmmnm Mumdi 2
Py 50% g trl B4 0l > muc Tty g nap S
#GFR <48 mgid, BN dang uling mefomin, halc metionmin Khing
Tang i en 2U \_dung nan, Sin ddn fulc i 2
Fifu > 2 gI8 ] ©H maa mech < B3 mgidl (4.4 mmelil *
* cdm i 20 Cdn nidc thées Bubc khi chn dya trén cic 8o @dm bénh nhin va Fulc
. W5 2 tudn, chink [ Insuln vahodc cac tudc ha BH theo XN BHMM tneec an tnra ¥ an 3
Ly
o g I e g i 0 gl mrﬂwﬂs&mg&mmmmmnummmmdlmmunnﬁedm
it i i b sk B, £ el Aibb hinh B ke thamg, Wi Sy Hilu = 50% BHMM tnréc 8n rong 2 tulin = myc S Beg by hobc thim fhulc
* B0 brnbur oy 00 g 1414 st ion 14 inpo iy g nghnimants Hifu > 2 g8 il SHMM Surde S fudin < 50 mp!d (S mmai), oldm Il thude
# B tnadre fim = 280 mgid| [10.4 mmalT), thim 48 veuiln te Seg shanh heje sgin
= higrang ehin i bile thirg ideg agy i khing cle thill
BOFR, aiited lenien MEEIEA b, MPH, ReUTE Srotiise hgelam.
“acea! inaubre: glasging U-100 a0 U-300, detarsk, degiasec, dred hemin MY,
hrmecka issuiim unpart,
irernioad IauiT MV, TERS, had BUBS prodicts.
it Cone B35 S6{BUpeL 1} S206— B30 | hmper Nebel argiiiL ES3Tie5-5000.
24
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[ ———— |

4

( ] sang, lieu bang 70% tong lieu

Diing insulin nén vao budi
insul €

Thay d5i thisi gian tiém #i - sing

|

Chinh ligu insulin nén theo kit qua
XN BHMM déi trong 1 tudn
Muc tidu BH dai: 90 — 150 mgidl (4.9-
8.3 mmolll). Cé thé thay d4i muc tidu
theo sirc khéa thng quat va muc tigu
chiam sdc

|

Néu 50% cac gia tri DH déi trén muc tidu

+ Tang liéu lén 2U

Néu > 2 gia tri BH mao mach < 80 mg/di (4,4
mmalil)

* Gidm ligu 2U

Thém thude khi cin dya trén cac dic diEm bénh nhan va thude:

« M&i 2 tudn, chinh ligu insulin vifhoic cic thude ha DH theo XN DH MM
trurdee an frua va dn toi

« Muc tigu 90-150 mgidl (4,9-8,3 mmolll trirdre cac bika 3n, muc tidu cb thé thay
@i dira trén sirc khie ting quat va muc fiéu chim séc

+ Néu trén 50% gia tri BH MM truée 3n trong 2 fudn > mue tiéu, ting lidu
hodc thém thude

- Héuj:v2|]iilriBH MM trrdre 3ni tudn < 90 mgidl (4,9 mmolll), giam lidu

thuac

KET LUAN

O BN DT tip 2 Ion tudi, can can nhéc nhiéu yéu t6 dé Iwa chon phac d6 phu
hop nham kiém soat dwong huyét dat muc tiéu ca the hoa vira han ché toi da
tinh trang ha duwéng huyét.

Don gian hoa va giam liéu la xu hwéng mai trong viéc diéu tri insulin &

ngudi I6n tudi theo ADA 2023

3 Phac d6 1 mii insulin nén (insulin nén analog tac dung kéo dai)
6 it nguy co ha dwéng huyét, phi hop doi véi ngudi lon tudi.

CAP NHAT CHAN DOAN VA BIEU TRI BENH LY NGUO!I CAO TUOI




