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Approche syst;emique de ’ETP
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Negocier des objectifs

Attentes, désirs

Erustration

Succes Négocier

Prof. Alain Golay
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Therapeutiques normoglycemiantes

Sulfamides\

Insulinothérapie intensive
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Role qucorQ@UIateur du GLP-1:
Inhibiteurs des EPP4 Analogues du GLP1
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Glucose Concentration (mg/dL)

400

300

Mesure continue gif glucose: variabilité
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From Levetan C, et al. Diabetes Care 2003; 26:1-8
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La Mesure Continue du Glucose
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Interstitial
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Gluconic Acid
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1 Dexcom Eversens ®, Roche



Le systeme FreeStyLe Libre: systeme flash

Technologie

GapteurﬁeeStyle Libre*
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 Pas de calibration

* Fonctionnel
pendant 14 jours
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Médecin et patient ‘
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Remboursé diabétique traité par insulinothérapientensive, premiére prescription diabétologue



FreeStyle lere,@ etude Impact

* Réduction de 38% duftemps passé (74 minutes) en
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Lancet. 2016 Nov 5;388(10057):2254-2263.
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L’Insulinothérapie par Pompe a Insuline
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L’ InsullnotherapLe par Pompe a Insuline:
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GQ
P Mean %
Study ID & Difference (35% Cl) Weight
T '
BodeTpo Dntral‘&qgﬁﬁi —:—._ 0.80 (0.42, 1.18) 3493
Bade (good com@‘- (1996 St : -010(-051,031) 376
Kadﬂrmann,{\@S-ﬁ | . 1 18 (060, 1.7r6) 290
Maniatis 01) ——— 20 (0.10,0.50) 438
Rizvi (2801) | e 56 (1.11,201) 354
LigesP|2002) | v 60(098,222) 271
éﬁﬁkesch:ﬁa (2002) _.—:— U 4I] (0.01, 0.79) 350
®O Bruttomesso (2002) | — 1 A0(107,1.73) 421
&> Rudolph &Hirsch (2002) —_— 50 (0.26,0.74) 469 2
bﬁ Plotnick (2003) —— 20(0.00, 040) 492 , %06
> Cohen (2003} — u 40(025,105) 260 R
:\\00 Hunger-Dathe (2003) - 55 (0.40,0.70) 508 @‘\\'
N4 Weintrob (2003) —_— u 10(0.21,041) 43 @6
q(e? Weinzimer (2004) —— | 30 (0.05,055) 467 «0
L McMahon (2004) — sn 030,070) 491
Siegel-Czarkowski (2004) —_— []. (0.31, 0.95)

Alemzadeh (2004) —:—'_ 90 (0.49, 1.31) 3.79
Mack-Fogg (2005) —_— 50 (0.32, 0.68)% 500
Sciaffini (2005) . 1 10 (041, 1‘?#\ 244
Rodrigues (2005) : » 120 (0. 33@9 or) 184
Lepore (2005) | * ; 282
Hoogma (2006) ' BAT

Subiotal (l-squared = 83.8%, p=0000) <> 85.90

| | |
-5 0 5 15

Pickup & Sutton, Diabet Med, 2008
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“Let the Algorithm Do th)é Wnrk"

Reduction of Hypnglyceﬁ’ma Using Sensor-Augmented
Pump Therapy with Bredlctwe Insulin Suspension
(SmartGuard) in Pe;@llatrlc Type 1 Diabetes Patients
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LA PROCHAINE ETAPE VERS LE PANCREAS ARTIFICIEL
PROTEGE CONTRE LHYPOLSCEMIE
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Voie mtraperltonealé absorption par voie portale

hyl

liver

catheter tip

side port
refill port
flange

insufin pump

rectus muscle

Premier passage hépatique, regulatlog«rglycogene et glucagon
Insuman humaine, (Sanofi Aventlsggo
MIP Medtronic 2007 C o)



VQ‘Fe intrapéritonéale
Efle&”Clte sur les hypoglycémies
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Rétrospective : Inm@@‘qﬁce des hypoglycémies séveres Lancet 1994, 343 : 514, ¥ &
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Centre §§"3ere hypoglycemic events Severe hypoglycemia 20 1
B i Nb Per 100 patient.year (Per 100pat1ent.year)
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4 (ng ‘92) 1 a3
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Prospective : Fréquence des hypoglycémies Dzabetq}s\ *Care 1 996, 19 : 780 (lettre),
Type of treatment Cumulative follow-up HbAlc (0/@ Severe hypoglycemia
(Patient . Year) (Mean 6@SEM) (Mean per Patient . Year)
S
Group I 51 8.1 gfo 1 0.69 (n = 35)
Multlple injections 20 JOSORON D <0.001 @:t 0.2 0.99
External pump 28 ' ) 9+0.1 0.29

CPII 214 r@“‘b 7.7+ 0.1 ** 0.11 (n = 23) ***
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Remplacement de la cellule B
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Dialogue, adaptation, formation
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