Vi tri cua Sulfonylurea trong cac
khuyén cao va thuc hanh lam sang
trén bénh nhan dai thao duwong tip 2

ThS.BS. Tran Thé Trung
B6 mén Néi Tiét - Pai hoc Y Dwoc Tp.HCM



Mé dau

= Kiém soat DH la muc tiéu quan trong trong diéu tri DTD tip 2

= Hién nay, nhiéu nhém thudc ha PH maéi da dwoc kham pha
va dang canh tranh nhau vé vi tri trong cac phac doé diéu tri

m Nhiéu nhém thudc ha BH giup da dang lwa chon phac do phu
hop v&i dac diém bénh nhan va tinh trang bénh

= Nhom thudc Sulfonylurea (SU) 1a nhom thudc udng lau doi
nhat, co vai tro quan trong trong hon 60 nam qua trong diéu
tricho BN DTD tip 2

= Cho toi nay, SU co chiéu dai thdi gian thir thach, tham dinh
va sr dung trén 1am sang, v&i nhiéu théng tin gidp sang té
gia tri trong diéu tri DTD tip 2



Lovi ich cua kiem soat dwéng huyeét

» Kiém soat tot dwdng huyét gitp gidm nguy co' tim
mach bénh dai thao duwdng?
50% bénh nhan dai thao dwong tip 2 da c6 bién chirng tai thei diém chan doan 2
. Nho6i mau co’ tim

Bién chirng mach mau nhé

T vong lién quan dén dai thao
dwong

!

1. Holman, et al. NEJM 2008;359:1577—-89
2. UKPDS 6. Diabetes Res 1990;13(1):1-11
3. Stratton, et al. BMJ 2000;321(7258):405-12



Lich str phat hién cac thuoc ha PH
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Nhém thuoc Sulfonylureas

= Sulfonylureas dwoc phat hién khi str dung nhém
khang sinh sulfonamides ghi nhan xay ra hién
twong ha dwong huyét.

= Sulfonylureas duwgc phan loai
— Thé hé th&r nhat: nhw tolbutamide, chlorpropamide...
— Thé hé th hai: glibenclamide (glyburide), gliclazide,

glipizide va glimepiride

= Thé hé th& hai c6 dwoc lwc manh hon nén

thwong dung vaoi lieu lwgng thap hon.



Cac thuoc SU ha duwdng huyeét

= Tolbutamide

= Acetohexamide
nlopropamide

Ipizide

yburide (Glibenclamide)
iIclazide

Imepiride

OWOOoo



Co’ ché tac dung cua SU

= SU tac dung tryc tiép trén té
P:t‘;Zs.lL?:wnélr:;\:menel bao B tuy:
Glucosee <--- pkﬂﬁ@ﬁ#kli_(;","» Sulfnyureas - Gén vao thu thé SUR1
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(cytosolic face of ATP-binding
cassette sub-family C
member 8), 1a mét phan cla
phirc hop kénh kali nhay cam
v&i ATP Kir6.2
— Ngan can dong kali va gay
kh&r cwc mang té bao =>
JIrrrreor oI phong thich insulin.
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SU: Hiéu qua giam HbA1c

1 Mtrc giam SU
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Hiéu lwc giam HbA1c ctia cac nhém thuoc

Giam HbA,_ (%)

Hiéu qua don tri liéu
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Nhirng lo ngai khi dung SU

1. Thu thé SUR codn hién dién & co tim, SU
c6 thé anh hwédng dén bénh tim mach:
— R&i loan co ché tién thich nghi
— Tang nguy co bién cb tim mach
2. Kich thich tiét insulin
— Nguy co ha dwérng huyét
— Tang can



Thu thé SUR va Kénh K, vai tré & phan bo
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Sw khac biét giira cac SU

Figure 1. Structure of the binding regions of SURI for sulphonylureas and glinides. A- and B-sites are shown in dotted lines (see the text for
TMD, transm J i

\_

vi tri Ava B c6 hiéu lwc giam
dwong huyét manh hon cac SU
chiganlén 1 vi tri

" Cac thubce co tinh gan két trén hai

embrane

A-site

= sho
domain; CL, cytosolic loop; NBF, nucleotide binding fold. The figure is modified from figure 1 in ref. [21].

= Cau truc cha kénh K,;p va thu thé

Sulfonylurea SUR1 trén mang té bao.

Céac SU khac nhau cé sw gan két khac
nhau trén cac vi tri A va B cua SUR1
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S. Seino et al. Diabetes, Obesity and Metabolism 14 (Suppl. 1): 9-13, 2012.



SU: Tinh an toan tim mach

= Cho dén nay, tinh an toan tim mach ctia SU van con
tranh cai.

= UGDP (1960s): (University Group Diabetes Program)

- Gay lo ngai vé tdng nguy co t& vong tim mach cuda
Tolbutamide

= UKPDS, ADVANCE va ACCORD:
- Khéng tang bién ¢ va t&r vong tim mach & nhém dung SU
- CAROLINA (2019): s0 sanh Linagliptin (DPP4i) véi
Glimepiride

- Khéng tang nguy co tim mach & nhom dung Glimepiride so
vOi Linagliptin



University Group Diabetes Program (UGDP)

Nghién ctu da trung tdm tai Bac My
Thoi gian: 8 nam (1961-1969)
1027 BN phan ngau nhién vao 5 nhém:

« Placebo - Ché dd an

= Tolbutamide - Liéu c¢b dinh 1.5 g/ngay

» Phenformin - Liéu cb dinh 100 mg/ngay
= Insulin - Liéu cb dinh

= Insulin - Liéu diéu chinh

Klimt et al. Diabetes. 1970;19(suppl 2):747-783



UGDP: Két cuc tir vong tim mach

20+ Port B. Cardiovasculor Causes

=Nhém BN dung
Tolbutamide co
tan xuat to
vong tim mach
tang cao

CUMULATIVE MORTALITY RATE

YEARS OF FOLLOW-UP

Meinert et al. Diabetes. 1970;19(suppl 2):789-830



UKPDS va Nhoi mau co’ tim

% of patients with Ml
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ADVANCE: Bién c6 mach mau Ién

T vong tim mach, NMCT, dét qui

25

20

HR 0.94 (0.84-1.06) L . _
15 4 P=0.32 Diéu tri thwong qui
Tan xuat cong don (%)

Diéu trj tich cwc*

0 6 12 18 24 30 36 42 48 54 60 66

*Didu tri tich cwe dwa trén Gliclazide MR Thoi gian theo ddi (thang)
ADVANCE Collaborative Group. N Engl J Med. 2008;358:2560-72.



Phan tich gop: Sw khéac biét ve tan xuat tir
vong gitra cac SU

Tt vong do
moi hguyén nhan

T vong do
tim mach

Relative risk (95% credible interval)

Chlorpropamide 4 1.34 (0.98-1.86)
Tolbutamide L 4 1.13 (0.90-1.42)
Glibenclamide (reference group) 'S Reference
Glipizide < 0.98 (0.80-1.19)
Glimepiride < 0.83 (0.68-1.00)
Gliclazide < 0.65 (0.53-0.79)
[ 1
0.5 1.0 2.0
Chlorpropamide B . S——— 1.45 (0.88-2.44)
Tolbutamide —t— 1.11 (0.79-1.55)
Glibenclamide (reference group) Reference
Glipizide _I_ 1.01 (0.72-1.43)
Glimepiride o— 0.79 (0.57-1.11)
Gliclazide —— 0.60 (0.45-0.84)
[ 1
0.1 —— 1.0 —» 10.0

Lower risk than for reference group

Higher risk than for reference group

Simpson et al. Lancet Diabetes Endocrinol 2015;3:43-51.



So sanh SU v&i Insulin (phéi hop véi metformin)

Figure 2. Cumulative Incidence of Cardiovascular Events and Mortality

Cardiovascular disease or death
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Years of Follow-up
No. at risk
Metformin + insulin 2436 1362 805 430 213
Metformin + sulfonylurea 12 180 6742 3693 2003 974
No. of events
Metformin + insulin 105 40 14 5
Metformin + sulfonylurea 353 150 76 35

Christianne L. Roumie .JAMA. 2014;311(22):2288-2296. doi:10.1001/jama.2014.4312



CAROLINA (2019): SU so v&i DPP4i

CAROLINA: Linagliptin demonstrates CV
safety vs. sulfonylurea in type 2 diabetes

February 14, 2019

| @) ADD TOPIC TO EMAIL ALERTS |

Top-line results from the CAROLINA study released Thursday demonstrated that the
DPP-IV inhibitor linagliptin was noninferior vs. glimepiride for time to first major
adverse cardiovascular event in adults with type 2 diabetes at high CV risk,
according to a press release from Boehringer Ingelheim and Eli Lilly.

The study, the first and only active-comparator CV outcomes trial for a DPP-IV

Ridgefield, Conn. and Indianapolis, February 14, 2019 - Boehringer Ingelheim and Eli Lilly and
Company (NYSE: LLY) announced CAROLINA® (CARdiovascular Outcome study of LINAgliptin
versus glimepiride in patients with type 2 diabetes) met its primary endpoint, defined as non-
inferiority for Tradjenta® (linagliptin) versus glimepiride in time to first occurrence of
cardiovascular death, non-fatal myocardial infarction or non-fatal stroke (3P-MACE).




Két luan vé Tinh an toan tim mach cta SU

. Cﬁéc SU ¢6 dac tinh chuyén hoéa va dwoc lwc khac
nhau:

— Cac SU thé hé hai (Glimepiride va Gliclazide MR) cé
hoat lwc manh, tac dung chon loc SUR1, liéu dung
thap, 16 ra an toan trén tim mach

= Khéng c6 chirng clr tang nguy co' tim mach cua
cac nhom SU thé hé hai

= CAROLINA: SU thé hé hai c6 tinh an toan tim
mach twong dwong nhw DPP4;



Cac loai SU thé hé hai hién nay

Last man standing ...
= Gliclazide MR
= G

Imepiride W
«j

= Glipizide XL



SU: Tac dung ngoai y

Ha PH va tang can la tac dung ngoai y chinh cua SU.
= Tang can:
— 1-4 kg trong khodng 6 thang dau, sau d6 6n dinh
— Do tang insulin va giam glucose niéu
= Ha BPH xay ra ~ 20-40% bénh nhan dung SU.
— Tan xuat ha BH ~ 40% ~ BN dung insulin < 2 ndm dau
— HabHnang ~1-7%
—  Tuy thudc d&c diém BN, loai SU
— SU cd tac dung dai va chat chuyén hoa cé hoat tinh tdng nguy co ha BH
L&n tudi, suy gan, suy than, nghe tai xé tang nguy co ha bH
o Glao duc va Ty theo déi PH Ia can thiét cho BN dung SU



Ha DH & bénh nhan DTD tip 2

Ha DH xay ra nhiéu & nhirng bénh nhan dung insulin hodc sulfonylurea

6 - 5.5%
5 _
C |
<O 4
€ 3
c o
c o 2
<@~
Q 1 -
O 0.1%
N 0
Tiét Sulfonylurea Metformin  Basal Basal +
ché insulin  prandial insulin

Wright AD, Cull CA, Macleod KM, Holman RR. Hypoglycemia in Type 2 diabetic patients randomized to and maintained on monotherapy
with diet, sulfonylurea, metformin, or insulin for 6 years from diagnosis: UKPDS73. J Diab Compl. 2006;20(6)



Sulfonylureas and Body Weight Regulation

Body Wt (% change from baseling)
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Lwa chon thuoc dé kiém soat BH

« Khi bénh tién trién ...
= Khi thoi gian mac bénh kéo dai ...
=>Bbuong huyet va HbA1c tang dan

=> Can st dung phdi hop nhiéu thudc dé kiém
soat tot BH:

— Insulin thwérng 1a hiéu qua nhat, can thiét nhirng tinh
hudng dac biét

— SU Ia thudc lwa chon trong da sb trwérng hop, tredc
khi can nhac dén insulin



St dung SU trong cac nghién curu

Trong cac nghién ctru thtr nghiém Iam sang cua
cac nhém thudc DPP4i (nhw TECOS), SGLT2i
(nhw EMPAREG-Outcomes), GLP1RA (nhw
LEADER), mdt phan I&n bénh nhan trong nghién
cu phai dung SU dé kiém soat dwdrng huyét
nham duy tri HbA1c trong muc tiéu.




SU trén BN trong nghiéen ctru TECOS

Sitagliptin Placebo
Characteristic n=7332 n=7339

Duration of diabetes (years) 11.6 = 8.1 11.6 = 8.1

HbAlc (%)

Medication taken alone or in combination

Metformin

7.2*x05

5936 (81.0%)

7.2=*x05

6030 (82.2%)

Sulfonylurea

3346 (45.6%)

3299 (45.0%)

Thiazolidinedione

Insulin

Median daily dose (units)

Monotherapy

Dual combination therapy

Green JB et al. NEJM 2015; DOI: 10.1056/NEJM0a1501352

196 (2.7%)
1724 (23.5%)
50 (33, 80)
3496 (47.7%)
3766 (51.4%)

200 (2.7%)
1684 (22.9%)
50 (32, 80)
3498 (47.7%)
3768 (51.3%)

Values are mean £SD or median (IQR) for continuous variables or n,% for categorical variables.

28



SU trén BN trong nghién ctru EMPA-REG Outcome

Placebo Empagliflozin Empagliflozin
(n=2333) 10 mg 25 mg
(n=2345) (n=2342)
HbAlc, % 8.08 (0.84) 8.07 (0.86) 8.06 (0.84)
Time since diagnosis of type 2 diabetes, years
<5 423 (18.1) 406 (17.3) 434 (18.6)
>510 10 571 (24.5) 585 (24.9) 590 (25.2)
>10 1339 (57.4) 1354 (57.7) 1318 (56.3)
Glucose-lowering medication*
Metformin 1734 (74.3) 1729 (73.7) 1730 (73.9)
Sulphonylurea 992 (42.5) 985 (42.0) 1029 (43.9)
Thiazolidinedione 101 (4.3) 96 (4.1) 102 (4.4)
Insulin 1135 (48.6) 1132 (48.3) 1120 (47.8)
Mean daily dose, U** 65 (50.6) 65 (47.9) 66 (48.9)

Data are n (%) or mean (SD) in patients treated with 21 dose of study drug

*Medication taken alone or in combination

**Placebo, n=1135; empagliflozin 10 mg, n=1132; empagliflozin 25 mg, n=1120

29



SU trén BN trong nghién ctru LEADER

Antihyperglycemic medication at baseline

100 -~
= go{ 758 77.0
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o
29 28 63 6.0 3.8 3.7
0 . T — . -| | . I 1 .
Metformin Sulphonylureas] Alpha-glucosidase TZDs Glinides Insulin
inhibitors

TZD: thiazolidinediones.

Bl Liraglutide [] Placebo

Presented at the American Diabetes Association 761" Scientific Sessions, Session 3-CT-SY24. June 13 2016, New Orleans, LA, USA.



Kinh nghiém lam sang vé&i nhom SU

= Hiéu qua giam HbA1c manh
= Chi phi thap

= Cha v van dé:

< Ha dwdng huyét: BN I&n tudi, nhiéu bénh di kém, suy than, ...
% Tang can

Khéng phai cac SU déu giéng nhau



Vi tri SU trong cac guidelines hién nay

0 ADA (My) va EASD (Chau Au) wu tién (DPP-4i)
hon SU nhu 14 thuoc Iwa chon thir hai hodc thiy
ba trong diéu tri DTD tip 2.

0 WHO dé nghi s dung SU phoi hop (1a thudc
th(r hai) khi DPH khéng kiém soéat tot voi
metformin.

Q Cac nuwdc khac (Nam A, An dd va Nam Phi) dé
nghi ca hai lwa chon.



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

NO

TO AVOID
CLINICAL INERTIA
REASSESS AND

MODIFY
TREATMENT
REGULARLY

{3-6 MONTHS)

ESTABLISHED ASCVD OR CKD

4

WITHOUT ESTABLISHED ASCVD OR CKD

2 d 4

COMPELLING NEED TO
MINIMIZE WEIGHT GAIN OR

ASCVD PREDOMINATES

COMPELLING NEED TO MINIMIZE COST IS A MAJOR

PREFERABLY HYPOGLYCEMIA PROMOTE WEIGHT LOSS ISSUE® "™
SEUT2 SGELTZ2I with evidence of
GLP-1 RA weith reducing HF and/or CKD
with oroven progressicn in CVOTs If eGFR PE-4 GLP-1 R SoLT2 7D p——
promen VD edequate’ '\n:i.t'\ ::lood
CWD benefit. M F—————""—"—"—"0OR ———-—-————+ o SGLT2¢F
- : fricacy f
benafit if eGFR f SGLT2I not tolerated or * 4" * * :e'ls‘:r;)lro;:
adequate’ contraindicated or if eGFR less If HbA If HbaA If HbA If HosA,
than adeguate” ada GLP-1 RA above target above target above target
with proven CVD benefit [
* * If HbA, above target
l GLP-1 RA SGLT2P * *
G 2 o
SGLT2i SGLT2i on or
[ If HpA, above target ] oR OR DPE-4i Dpo-aj GLE RA
I 7D TZ0 OR OR cGLT2R with g\ood
If further intensification is TZD GLP-1 R& eﬂ_lr:m_y far
required or patient is now » Ayoid TZD in the weight loss®
unable to tolerate setting of HF 'b ¢ + *
GLP-1 R4 and/or SGLT2i, Choose agents [ If HbA_ above target ] 3 4
choose agents demonstrating demanstrating TV safety:
CW safaty: . wl, I If HbA, above target I
= Consider adding
m Consider adding the other the other class with [ Continue with addition of other agents as cutlined above ] ¢ ¢ = Insulin therapy basal
class (GLPA1 F«:A ar SGl _-?u} proven CVD benefit If triple therapy recuired or nsulin with lowest
with proven CWD benefit » DPP-4i (not saxaglipting * SGLT2i and/or GLP-1 RA not acquisition cost
= DPP-40 if not on GLP-1 Ra in the setting of HF (if [ If HbA, above target ] tolerated or contraindicated oR
= Basal insulin® nat on GLP-1RAY I use regimen with lowest risk of = Consider DPP-4i O
i weight gain SGLT2i with lowest
r = S I Consider the addition of SU* OR basal insulin: PREFE BLY Scauisition cost
= Choose later generation SU with lower risk of hypoglycemia DPP-4i (if not on GLP-1 a0
= Consider basal insulin with lower risk of hypoalycemia®™ based on welght neutrality
1. Proven CVD benefit means it has label indication of reducing CVD events. For L

GLP-1 RA strongest evidence for liraglutide > semaglutide >

release. For SGLT2i evidence modestly strenger for empaglifiozin > canagliflozin.

2. Be aware that SGLT2i vary by regien and individual agent with resard
to indicated level of @GFR for initiation and continued use

3. Both empagliflozin and canaglifiezin have shown reduction
in HF and reduction in CKD progression in CVOTs

4, Degludee or OO0 glargine have demonstrated CVD safety

Choose later generation SU with lower risk of hypoglycemia

= f DPP-4i not tolerated or
7. Degludec / glargine US00 = glargine W100 / detemir < NPH insulin

B

a

contraindicated or patiant

already on GLP-1 RA, cautious
addition of:

. Semaglutide > liraglutide > dulagluticke > exenatide > lixisenatide

. If ne specific comarbidities (iLe,ne established CVD, low risk of hypoglycemia,
and lower priority to avoid weight gain or ne weight-related comorbidities)

10.Consider country- and reglon-specific cost of drugs. In some countries

ADA EASD
2019

5. Low dose may be better tolerated though less well studied for CVD effects TZD's relatively more expensive and DIPP-4i relatively cheaper

Figure 9.1 —Glucose-lowering medication in type 2 diabetes: overall approach. For appropriate context, see Fig. 4.1. ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular
CWD, cardiovascular disease; CWVOTs, cardiovascular outcomes trials; DPP-4i, dipe ptidyl peptidase 4 inhibitor; eGFR, estimated glomerular fikration rate; GLP-1 RA, glucagondike peptide 1 receptor agonist; HF, heart failure
SGLT2i, sodium—glucose cotransporter 2 inhibitor; SU, sulfonylurea; TZD, thiazolidinedione. Adapted from Davies et al. (39).



GLYCEMIC CONTROL ALGORITHM

INDIVIDUALIZE o, For patients without concurrent serious o, For patients with concurrent serious
GOALS A1 C 56'5 /0 illness and at low hypoglycemic risk A1 C >6-5 /0 illness and at risk for hypoglycemia

LIFESTYLE THERAPY (Including Medically Assisted Weight Loss)

Entry A1C <7.5% Entry A1C =27.5% Entry A1C >9.0%

R Y SYMPTOMS
MONOTHERAP > <«

DUAL THERAPY'
> TRIPLE THERAPY' NO

DUAL INSULIN
Therapy +
OR

v Metformin
GLP1-RA 23

MET ~ sGLT2i22

or other )
1st-line DPP4i

agent

v UGEERRAS v GLP1-RA22

MET .  scLt2i2:

v'  SGLT2j 23
Other

Agents

or other

1st-line TZD

agent + !

2nd-line Basal Insulin
agent !

v~ DPP4i TZD

TRIPLE

TZD Therapy

Basal Insulin

Colesevelam

I ~ DPP4i

+~ Colesevelam

Bromocriptine QR

ADD OR INTENSIFY
INSULIN

Refer to Insulin Algorithm

SU/GLN
! LEGEND

~ S Few adverse events and/or
If not at goal in 3 months possible benefits
Certain GLP1-RAs and SGLT2is have shown P"OC?Ed to or intensify
CVD and CKD benefits—preferred in insulin therapy
patients with those complications

v~ Bromocriptine QR

v AGI

If not at goal in 3 months
proceed to Dual Therapy

1 Order of medications represents a If not at goal in 3 months

suggested hierarchy of usage; length of proceed to Triple Therapy .'
line reflects strength of recommendation

©2019 AACE MAY NOT BE REPRODUCED IN ANY FORM WITHOUT EXPRESS WRITTEN PERMISSION FROM AACE. DOI 10.4158/C5-2018-0535

! Use with caution

3 Include one of these medications
if CHD present

COPYRIGHT

PROGRESSION



. Guidelines on second-and third-line
Y %VOﬂd .Hea.lth medicines and type of insulin for the
Y rgamzatlon control of blood glucose levels in non-

© World Health Organization 2018 Pregnant adults with diabetes mellitus

Hypoglycaemic agents for second and third-line treatment in type 2
diabetes

1. Give a sulfonylurea* to ts with type 2 diabetes who do not achieve
glycaemic control with metformin alone or who have contraindications to
metformin (strong recommendation, moderate quality evidence).

Remarks

* Glibenclamide should be avoided in patients aged 60 years and older.
Sulfonylureas with a better safety record for hypoglycaemia (e.g. gliclazide) are
preferred in patients for whom hypoglycaemia is a concern (people who are at risk
of falls, people who have impaired awareness of hypoglycaemia, people who live
alone, people who drive or operate machinery as part of their job).
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Chi dinh Sulfonylurea

Q SU la lya chon diéu tri hiéu qua, an toan, dung nap tot, chi phi thap va
thuan tién trong diéu tri DTD tip 2 (Grade A; EL1).

QO SU la thudc thi hai hiéu qua sau metformin trong diéu tri DTD tip 2.
Pon tri SU cé thé dwoc can nhac st dung khi metformin bi chdng chi
dinh/khéng dung nap va & bénh nhan MODY (Grade A; EL2).

a Cac SU‘hién dai (Glimepir[de va Gliclazide MR) nén duoc khai tri som
trong diéu tri DTD tip 2 nham dat hiéu qua lgi ich kiém soat BH tbi da
va lgi ich tri nhé chuyén hoa (Grade A; EL1).

Kalra S, Aamir AH, Raza A, Das AK, Azad Khan AK, et al. Place of sulfonylureas in the management of type 2 diabetes
mellitus in South Asia: A consensus statement. Indian J Endocr Metab 2015;19:577-96.
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Lwa chon loai Sulfonylurea

Q Cac SU hién dai (Glimepiride and Gliclazide MR) nén dwoc chon
hon so v&i cac SU cb dién:
Xét vé mat loi ich gidm t& vong (do moi nguyén nhan va do tim mach), két cuc tim
mach (gép NMCT, dét qui va tlr vong tim mach) va bao vé than (Grade A; EL 1).
Cho BN DTD tip 2 c6 tang nguy co ha DH (Grade A; EL1).
Cho nhirng BN DTD tip 2 c6 thira can/béo phi (Grade A; EL1).

Cho nhirng BN BTD tip 2 c6 tang nguy co tim mach hoac c6 bénh tim mach (Grade
A; EL 2).

Kalra S, Aamir AH, Raza A, Das AK, Azad Khan AK, et al. Place of sulfonylureas in the management of type 2
diabetes mellitus in South Asia: A consensus statement. Indian J Endocr Metab 2015;19:577-96.



Két luan

Kiém soat DPH & BN BTD tip 2 1a thach thurc:

—  Tilé HbA1c dat muc tiéu thap

—  Khé kiém soat BH theo théi gian mac bénh, khi bénh tién trién

—  Thweng can phdi hop thubc dé kiém soat tét BH

SU 1a nhém thude c6 tac dung gidm BH manh, gitp dat muc tiéu diéu tri:
- Lwu y han ché tac dung phu ha BH khi st dung, dac biét trén nhém BN nguy co.

SU la lwa chon phu hop cho phan Ién BN BTD tip 2:

— Khéng kiém soat t&t DH va&i don tri metformin, d3c biét trén nhém BN co nguy co ha bH thép
va nguy co tim mach khéng cao.

— V@i nhirng tinh huéng khac, SU la Iwa chon can nhac khi kiém soat PH chwa dat muc tiéu.
Céac SU hién dai (Glimepiride va Gliclazide MR) van la nhirng lwa chon quan trong
trong cac khuyén cao diéu tri hién nay.
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