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Tiéu duong thai ky (GDM)

)
Dinh nghia: ._,, %
Dé khang Insulin/ bat dung nap I 4

glucose phét hién trong thai ky
Tan suat: 5-15% thai ky

Cho thay kha nang sau do phat
trien thanh BTD type 2

Nguy co lap lai trong thai ky
sau:

30-84%
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DTD trong thai ky

Thai ky ¢ bénh nhan da dugc
chan doan BTD

HOAC
Tang dudng huyét phat hién
lan déu trong thai ky thoa cac
tiéu chuan WHO vé DTD &
phu nir khong mang thai

C6 thé xay ra & bit ky thoi diém
nao trong thai ky, ké ca TCN 1

N/

\_ _

PTP do thai ky

Tang duong huyét trong sudt
thai ky khong do BTD

Tang dudng huyét phat hién
lan dau trong thai ky

C6 thé xay ra & bat ky thoi diém
nao trong thai ky, nhung hau hét

sau 24 tudn /

(FIGO 2015)

Mot khai niém mai. ..

Tang duong huyét trong thai ky

DTD trong thai ky
|

|
DTD do thai ky

Puoc chin doan trude khi
06 thai

——

Puogc chan doan lan dau

khi c6 thai
I—I—|

(FIGO 2015)




DTD thai ky: Tan suat

it trung vi (%) cia DTD theo ving cia WHO, 2005-2015
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diabetes for 2011 and 2030
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Vong lan quan — Pai dich NCD
Cac hgi chung san khoa nang

Béo phi, PTP, Hpi chirng chuyén hod va Thai ky

han doan &
Xur tri Moi trwong chuyén
hoa bat thwong _
z - Lép trinh & In dau
S LY Ak hiA - trong tu cun :
Thai Ky cé bién ching P glucung Giai doan phéi — so sinh

DPTD & Cac hfi chung \ i
san khoa nang " Béo phi

(Obesity /\GDM/PGDM/PET)

y ; Beo phi Iuc nho

DTD type 2 sém
Bénh tim mach »
xitisausann  B€0 phi Hoi chimg chuyén hoa
noirdi 1on PCOS  <4m
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Lién doan San Phy khoa quéc té
Nhém nghién citru Thwe hanh tét San Phu khoa

Hwdng dan thwe hanh tot nhat
Tang dwong huyét trong thai ky
- |

GYNECOLOGY
BSTETRICS

FIGO INITIATIVE ON
GESTATIONAL DIABETES

—

| Infographics |
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| A s one of the a
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R moét aommon 1m live births occur to women with

) medical
conditions some form of hyperglycemia

it o
::,':.;":,2;:::;’ 84% of which are due to GDM

L

Leading causes of maternal mortality
Higher incider aternal morbidity

Higher incide perinatal and neonatal morbidity
Later long term consequences for both mother and child

Low and middle income countries account for:

o o s
85% of the annual global deliveries Establish sarvices
80% of the global diabetes burden Improve health

rgenerational
()% of al cases of matemal and perinatal . s
© deaths and poor pregnancy outcomes ommunicable diseases

in both mother and offspring, a focus on prevention,
screening, early diagnosis and managing
hyperglycemia in pregnancy is needed globally

Given the link between hyperglycemia in pregnancy, <
poor pregnancy outcome, and future risk of diabetes %

T #m Th e Pt fGaciogy e e I koo et s e 4 s e o grsnn asagent nd
W1 Gy oot 3018133 g 115173313 Tha P30 GOV WAt (5000 1448 st o 4 e st et e s oo




International Federation of Gynecology and Obstetrics
Working Group on Best Practice on Maternal-Fetal Medicine

Hwdng dan thwe hanh tot nhat
Tang dwong huyét trong thai ky

Tat ca thai phy can dworc sang loc ting dwong huyét.
Cé&c hiép hdi thanh vién deu thong nhat xét nghiém.
Phai dung tiéu chuan chan doan DTD thai ky cua
WHO(2013) va IADPSG(2010)

Chan doan HDP duing can lay mau tinh mach. O cac
nwéc dang phat trién co thé chap nhan dung may do
dwong huyet cho mau huyét twong lay tir ban tay
Can xtv tri HDP dwa trén nguon lyc va co’ s& ha tang
quoc gia co san.

FIGO INITIATIVE ON -
GESTATIONAL DIABETES

| Infographics |

nosis and management
55 half of the

| Ch an doan |
I
L esting is iagnos
e

SUCCESSFUL DIAGNOSIS

Diagnosis is best using

lab results of VENOUS Finances
PLASMA SAMPLES
but using a plasma
calibrated HAND

Human
Resources

HELD GLUCOMETER Infrastructure
is also acceptable Resources

All countries have an

obligation to implement

the best testing and

management practices , ,"
they can! , ,

FIGO

o S it i oy e 1 et oo S Vel gt G gt M e
e T DR e o e et 1t et e e




GESTATIONAL DIABETES

ANTENATAL
CARE with and

a GDM trained are KEY to reduce risk of
healthcare future obesity, type 2 diabetes, and
provider cardiovascular diseases

SELF-
MONITORING
LD ;';gff,fi !{‘];(estyle modification alone fails to
o itk achieve glucose control,
diabetes , or are safe and
effective treatment options

N Baby well-being should be
Fetal sonographic assessment can assessed through a simple

help determine size of the baby and fetal kick count technique or

diagnose fetal macrosomia (the most when resources are available

frequent complication of GDM) through biophysical profile
including cardiotocography

with good Elective cesarean

glycemic control and delivery may be 4000

appropriate size fetus recommended if grams
until fetal weight exceeds

Post-delivery the newborn must
e for respiratory
distress and hypoglycemia
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e e et S8 3 g 8173 213 T 3 L e 1 03 NG 8 e 0t

FIGO INITIATIVE ON
GESTATIONAL DIABETES

Early on all women Fulure
of pregnancy withGDMat 612 | blood glucose
of infections breastfeeding spacing weeks postpartum

The postpartum period is an
important platform to Both lifestyle intervention and metformin
for both can be effective in delaying or preventing

the mother and the child who diabetes in women with impaired glucose
are both at higher risk of: tolerance and a history of GDM

Future Obesity

Metabolic Syndrome : 8
Obstetricians to link with
other healthcare providers to
Hypertension support postpartum follow-up
Cardiovascular through
Disorders

Diabetes

AIMS FOR PRECONCEPTION & INTER-PREGNANCY INTERVALS

Increase Universal pre-conception
acceptance screening for malnutrition,

and access to anemia, overweight and obesity,
preconception hypertension, diabetes and
services thyroid dysfunction
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Lién doan San Phy khoa quéc té
Nhoém nghién ctru Thwee hanh tot San Phu khoa

Phai tw van dinh dwéng va hoat dong thé lwc va tiép
tuc nhw nhw vay sau sinh

Dung Insulin néu thay déi 16i séng va tiét ché khong da
kiém soat tang dworng huyét. Co thé dung Metformin
va hodc glyburide trong TCN thir 2 va 3. Thudc ubng
c6 thé 1a lwa chon dau tay cho TCN thir 2 va 3.

Can tw van thay doéi 16i sdng cho me va bé vao lan
kham 8 tuan sau sinh

Can c6 nhirng chinh sach y té cong doéng dé tiang
cwong nhan thire va chap nhan tw van tién thai cho tat
ca cac phu nir dw dinh mang thai.

Yeu to tién lwong som?
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ORIGINAL ARTICLE

Body mass index associated to rs2021966 ENPP1 polymorphism
increases the risk for gestational diabetes mellitus

Federica Targquini', Elena Picchiassi', Michela Centra', Luana Pennacchi', Vittorio Bini®, Benito Cappuccini®,
Elisabetta Turlcl-ned‘, Giuliana Cuatai, Giancarlo Di Renzu‘, and Stefano Brancorsini®

Department of Surgical and Biomedical Sciences Section of Obstetrics and Gynecology, University of Perugia, Perugia, Italy, “Department of
Medicing, University of Pesugia, Perugia, Italy, ‘Department of Neanatology, Hospital S.M. della Misericordia, Perugia, Italy, *Department of Internal
Medicine Section of Endocrinology and Metabolism, University of Perugio, Perugia, taly and “Department of Experimental Medicine, Section of
Terni, University of Perugia, Perugia, Italy
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G-dominant model

AG+G  OR
G (95% Cl)

P value

62 178
(25.8%)  (74.2%)

Age - [ 1.081(1.002-1.165; p=0.045)

PgBMI - 8 1.108(1.033-1.189; p=0.004)

ENPP1 A/A |

0.027

3197 (1.344-7.600; p=0.009)

ENPP1 G/G -

2417 (0.927-6.301; p=0.071)

ENPP1 A/G - ©  1.000 (Reference for ENFP1 allele frequencies)

3 4 5
Odds ratio (95%C.1.)
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( Di Renzo et al, 2016)

14



of subjects at study

Control subjects GDM subjects p-value

Age (y)* 32.0 (24.0-39.0) 35.5 (24.0-44.0)

Gestational age at blood collection (w)* 27.0 (19.0-36.0) 28.0 (12.0-38.0)

Pre-gravidic BMI (Kg/m2)* 21.3 (17.6-32.5) 24.9 (17.9-40.0) <0.0001

BMI atblood collection (Kg/m?2)* 24.8 (19.8-34.3) 29.1 (20.0-38.9)

Family history of type 2 diabetes (n; %) 10 (28.6%) 26 (63.4%)

Insulin (pg/ml)*
142.6 (63.4-255.1) 216.7 (73.9-1174.9) <0.0001

Glucagon (pg/ml)*
555.2 (429.9-949.8) 536.1 (398.2-864.8)

C peptide (pg/ml)*
528.9 (80.3-981.3) 882.0 (333.4-4405.0) <0.0001

GIP (pg/mi)*

129.8 (50.5-236.8) 153..3 (56.6-711.3)
GLP (pg/ml)* 211.6 (145.0-427.9) 216.0 (170.5-361.9)

*Data are expressed as median (min-max)

- Spearman's rho correlation coefficients
Control subjects GDM subjects
GIP GLP GIP GLP

rho p-value rho p-value rho p-value rho p-value
GIP - - 0.448 0.007 - - 0.093 0.560
GLP 0.448 0.007 - - 0.093 0.560 - -
Insulin 0.026 0.881 0.145 0.407 0.502 0.001 0.071 0.611
C peptide 0'2‘64 0.192 0_1'54 0.454 0.546 0.001 0_1'00 0.567
Glucagon 0.813 <0.0001 0.782 <0.0001 0‘1-01 0.529 0.811 <0.0001
Age 0.075 0.667 0.268 0.119 0.263 0.110 0.125 0.454
Pre-gravidic BMI 0.297 0.088 0.208 0.239 0.394 0.013 0.238 0.081




__ _ - Logistic regression model for the prediction of GDM at start of pregnancy

95%C.I.

Age (y)

Gestational age atblood collection

(w)

Pre-gravidic BMI (Kg/m2)

Family history of type 2 diabetes
(y/n)

C peptide (pg/ml)

GIP (pg/ml)

0.876-1.265

0.870-1.266

0.877-1.386

0.330-7.220

1.001-1.008
0.983-1.013

CO CACH NAO
DU PHONG?
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CHIEN LUOC DU PHONG

@

Diéu tri khong dung thudc

heo d6i dam bao
glucose phu hop

Sang loc toan cau
Tranh béo phi

Du phong

Du phong BTD thai ky C(:) thé 1a chién ’hro'c quan trong dé han ché béo phi va

daidich DTD.trong.thé hé.nay.va thé hé mai.sau
Xac dinh cac yéu t6 nguy co co thé thay déi duge va dinh
tinh tac dong co thé c6 1én bénh ly phé bién nay

Mot s6 yéu tb co Fhé thay doi dwoc trude khi co thai dé 1am giam nguy co

DTD thai ky bao gom:

- Can nang co thé phu hop,

- Dinh dudng hop ly,

- Van dong thé lyc thudng xuyén,

- Ngung ht thude

Zhang C. BMJ 2014
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U'éc lwgng nguy co twong doi &
phu nir trong nhém két hep ¢6
16i séng mang nguy co thap véi

cac phu nir khac

| Combined low risk lifestyle factors and risk of diabetes in 20 136 pr in Nurses’ Health Study Il

Percentage of HNo of pregnancies with Population attributable risk
Low risk group [ i ional diab Relative risk® (95% CI) percentaget (95% CI)

3 factors in low risk category {current 203 112 0.59 (D.4810 0.71) 35.4 (25.1 1o 44.9)
non-smoker, moderatelvigorous physical
activity =150 min‘week, healthy eating$)

All 4 factors in low risk category (BMI . 0.48 (0.3810 0.61) 47.5 (35,6 to 56.6)
<25.0, current non-smaker,

moderate/vigorous physical activity =150

min‘week, healthy eatingt)

*Estimated from generalized estimating equation models and adjusted for age, parity, family history of diabates, history of infertilty, race/ethnicily, questionnaire
period, total enargy intake, and alcohol intake. Reference group for relative risk is all other pregnancies not in low risk group as defined in table.

tPercenage of cases of gestational diabetes in population theoretically attributable to non-adherence to particular factors.

tAlernate Healthy Eating Index-2010 diet score in upper two fifths.

Zhang C. BMJ 2014

Két luan

Trong nghién ctu tién ctru 16n nay vé phy nit & do tudi sinh san,
101 song ¢ nguy co thap bao gom:

v'Duy tri can nang phu hep,
v'Dinh dudng hop ly,

v'Van dong déu din,
v'Khéng hit thudce

La yéu t6 ddi trong voi DTD thai ky

Phu nit ¢ ca 4 yéu to thude vé 16i séng trén cd nguy co thap hon
phu nir khéng c6 yéu t6 nao la 80%.

Zhang C. BMJ 2014
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Dinh du@ng
Hoat dong thé Iyc Probiotics

Inositols Antioxidants

INOSITOLS
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Chemische und afiroskepische
Untersuchungen

zur Pathologie
i

Johannes J. Scherer o e

Phan lap dwoc phan 5 4

vong ttr co’ vao nam

1849...

...va dat tén la “inositol” S —
(theo tieng Hy Lap la ilog =co SR

bép) Absdem. Vocagubasdlang vae C. ¥, Wistor

Trong sd cac chién luge 1am giam nguy co DTD thai ky
trong nhitng thai ky nguy co cao, cac chat lam ting
nhay cim véi insulin, nhu metformin, dugc dung trong
suot thai ky tao tac dung tuong phan.

Mot chat khac duoc ding de;lu‘ tay trong hoi ching budng
tring da nang (PCOS), nham lam gidm cuong insulin
mau va tai lap chirc nang buong tring, la ; duoc
dung dudi 2 dang:

20



Inositol & insulin

Insullin gan két véi thu thé ctia né 1am tiét ra inositol-
phosphoglycans phan tir Iwgng thap la chat truyén tin

thir 2
o © & ee® ©°
- lnsul-n . Glucose =

Insulin receptor

A
Glucose

DCI-PG GSK3 PKA [

A
Glucose-6-P
grycogen synthase

UDP-Glucose -
El’ G | GSIGP kinase )

= Glucose-1-P “

Glycogen phosphoryhso

Céc bao cao méi ting hd vai tro cia inositol trong co' ché kiém soat dwong
huyét. Cac béo céo ndy cho thdy tinh trang ting tiét inositol-
phosphoglycans trong nwée tiéu & thai phu PTD thai ky, c6 lién quan tich
cwe véi duong huyét. Inositol phosphoglycans cé thé déng vai trod trong ca
kiém soat dwong huyét va ting trwdng thai é thai phu DTD thai ky.

v'Myo-inositol lam giam khang insulin ~70% & phu nit hdu man kinh c6 hoi
chting chuyén hoa.

v Bé khang insulin duoc giam déng ké ¢ thai phu DTD thai ky.

v O thai phu PCOS, khi diing myo-inositol, trong subt thai ky, c6 thé giam tan
suat BTD thai ky.




MYOINOSITOL: GIAM TAN SUAT MOI MAC CUA BDTP THAI KY

INCIDENZA DI DGM:

RAPPORTO RAPPORTO
MYQ-INOSITOLO ~ CONTROLLO TRATRISCHI TRA I RISCHI

Studio
o sottogruppi

Barbara Matarrelll 2013 2 % 7 26% 008002031 —i—

Eventi Totale Eventi Totale Peso M-, fissato, IC 95% M-H, fissato, IC 95%

Fabio Facchinetti 2013 6 3 b 206%  048[0.221,06] —
Rosario D'Anna 2012 8 4 0 %% 032[0,16;065] —

Rosario D'Anna 2013 [ 99 15 190%  040[0,16;0,98] s

Totale IC 85% pall 100%  0,29[0,1%;0.44] L 2

Totale eventi 2

n,in ﬂ,1 1 0 "
Test per effetto complessivo: Z=5,72 (P<0,00001) Afavore del myo-inositolo Afavore del controllo

MI GIAM DANG KE TAN SUAT BTD THAI KY

MYOINOSITOL: GIAM TAN SUAT MOI MAC CUA BTD THAI KY

Rosario 110 Dal primo
D'Anna 230 trimestre
2015 110 al parto MI:14% CTRL33,6% p=0,001

Obstet Gynecol.2015 Aug;126(2):310-5..

Angelo 110 25sBM <30 Dal primo

Santamaria trimestre ) ) _
2015 110 A e MI:11,6% CTRL:27,4% p=0,004

J Matern Fetal Neonatal Med, 2015 Nov, Early Online: 1-4

MYO INOSITOL GIAM TAN SUAT MO/
MAC DT O’ PHU NU BMI > 25

22



MYOINOSITOL & BUONG [-IUYET TRONG
DTD THAI KY

Relationship Between Myo-Inositol Supplementary and
Gestational Diabetes Mellitus

A Meta-Analysis

OGTT: TEST DA CARICO ORALE DI GLUCOSIO

A digiuno Dopo 1 ora Dopo 2 ore

DIFFERENZA DIFFERENZA DIFFERENZA
Studio FRA LE MEDIE Studio FRA LE MEDIE Studio FRA LE MEDIE
0 sottogruppi IV, random, IC 95% 0 sottogruppi IV, fissato, IC 95% o sottogruppi IV, fissato, IC 95%
Barbara Matarelli 2013 - Barbara Matarrelli 2013 Barbara Matarmeli 2013
Francesco Comado 2011 —=- Fabio Facchinefi 2013 Fabio Facchineti 2013 —_
Fabio Facchinetfi 2013 Rosario D'Anna 2013 Rosario D'Anna 2013
Rosario D'Anna 2012 "
Rosar Dia 2013 + TotaleIC 85% * ot [C55% hd
Totale IC 95% & 24 01 2

Afavore Afavore del myo-inesitolo
del myo-inositolo el controllo

2 4

4 405 0 05 1

Afavore Afavore
delmyo-nositolo  del controllo

Test per effetto complessivo: Z=4.76 (P< 0.00001) Test per effetto complessivo: Z=3,35 (P=0,0008) Test per effetto complessive: Z=3,00 (P= 0,003)

MI LAM GIAM MUC DUONG O THAI
PHY DTD THAI KY

Medicine Volume 94, Number 42, October 2015

MYOINOSITOL: BIEN CHU’NG CUA BTD THAI KY

Relationship Between Myo-Inositol Supplementary and
Gestational Diabetes Mellitus

A Meta-Analysis
PESO ALLA NASCITA:

DIFFERENZA DIFFERENZA
MYQ-INOSITOLO CONTROLLO FRALE MEDIE FRALE MEDE

Studio

osattogruppi Media DS Totale  Media DS Totale  Peso IV, fissato, IC 96% IV, fissato, IC 96%

Rosario D'Anma 2013~ 3111 447 98 303 S04 470%  -162,00(-295,08;-28 92| ——
Barbara Matarreli 2013 3267 337 35 351 617 2.9% 16,00[-180.48; 212.48]
RosarioDAnna 2012~ 3089 424 46 33 30 304%  -142,00[-308,53; 4,53
Totale IC 5% 180 100% 116,98 [-2087.87;-25.09]

o
50
Afavore del myo-inositolo  Afavore del contrallo

Test per effetto complessivo: 2=2,50 (P=0.01)

MI GIAM CAN NANG LUC SINH
DANG KE

Medicine Volume 94, Number 42, October 2015




MYOINOSITOL: .
BIEN CHU’NG DTD THAI KY

myo-Inositol placebe
Stugy or Subgroup

0dds Ratio

Events Total Events Total Weight M-H, Fixed, 95% CI

0dds Ratio.
M-H, Fixed, 95%Cl

1.21.1 Distress respiratory syndrome

RO Anna2012 s 6 3 ¥
ROSAOD AN 2013 1w 1w
Subtotal (95°% CJ 145 5
Total events 1 1
Heteragenety. ChF = 0.02, df = 1 (P= 0.6 F= 0%
Test for overall ffect: Z= 024 (P= 0.81)

1.21.2 Macrosomia
RO Anna2012 s % 1%
ROSAOD AN 2013 0 W 7w
Subtotal (95°% Cl 145 5
Totd events 3 8
Heteragenety. ChF = 4.18, df = 1 (P= D.04); F= T6%
Test for overall ffect: Z= 156 (P= 0.12)

1.21.3 Shoulder dystocia
ROMAOD AN 2013 [
Subtotal (95°% Cl 98
Total evens 1
Heteragenety. Mot apiicable

Test for overall lfert. Z= 058 (P= 0.56)

1.21.4 Neanatal hypoglycemia
Bartara Matarrell 2013 0 %
Subtotal (95°% C) 3
Totd events 0
Heteragenety. Mot g piicable

Test for overall ffert. 2= 222 (P= 0.03)

1.21.5 Polyhydramnios

Bartara Matarrell 2013 [ ]
Subtotal (95°% CI £
Total evens 1
Heterogenety: Mot applcable

Test for overall effert. Z= 1,86 (P= 0.08)

1.21.6 Pre-term delivery

RO Anna2012 2 L3 n
Subtotal (5% Cl) % 37
Total evenls H

Heterogenedty: Nal applicable

Tesl for overall effed: Z= 0.22 (P= 0.82)

9% 079015417
30%  0.9910.06,16.09)
124% 0.84[0.20, 3.50]

31% 291025, 25.20
726%  0.06[0.00.109
25.7% 0.36 [0.10, 1.30]

60%  0.43[004,549
6.0% 0.49[0.04, 5.49]

38 299%  0.040.00, 068

29.9% 0.04 [0.00, 0.68]

38 196% 01302112

19.6% 0.13[0.02, 1.12]

64%  0.80[0.11,599
6.4% 0.80[0.11, 5.93]

Total (95% CI) 481 100.0% 0.31[0.16, 0.62]

Totd events
Heterageney: ChF = .86,
Test o orerall ffeet: 2= 3
< {or gy dif e

—_—

L 2

S
002 01
Fafours mjo- nositol Farours control

500

Dy phong bing Myo-inositol lam giam nguy co PTP thai ky
cho phu nir nguy co cao, nhu thira can va béo phi
Myo-inositol c6 thé cai thi¢n khang insulin & thai phu béo phi
va PCOS

Dicu chinh khing insulin din dén giam THA thai ky va sinh

non & thai phu béo phi

Dir liéu ban dau vé phdi hop Myo/D-chiro cho thiy cé tac

dung cong hop
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PROBIOTICS

Microbiome la gi?

Microbiome la nhirng vi sinh vat S(“’)ng trong
co’ thé nguoi.

Human genome
Tép trung & tit ci cc md c6  [Human microbiome V" Yttt
X . S 1,000,000
“tiép x(ic” bén ngodi (miéng, -

hé hap, tiéu hod, da, niéu duc)

Nhiéu hon té bao nguoi gap 10 lan; nhiéu
hon DNA gap 100 lan
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Anh huéng ciia Probiotics 1én chuyén hod dwomg la do
diic tinh diéu hoa mién dich. Probiotics tao ra kha niing
khang viém manh bang cach trc ché dwong chuyén hoa
NF-kB, la trung gian hoat hoa vi sinh ctia h¢ mién dich
thdng qua cac thu thé toll-like. Piéu hoa cac dwong din
viém bing probiotics rat quan treng vi viém gay khang
insulin. Tiang glucose mau dong thoi véi khang insulin
va réi loan lipid mau do qué trinh viém kich heat lam
ting nguy co' C4C rdi loan chuyén hod, ké ca béo phi va
bénh tim mach.

v Chuyén hoa glucose 6n dinh sudt thai ky 1am giam nguy co
bién chirng do thai va mang lai loi ich strc khoé lau dai cho
ca me va con.

v Phoi hop tu véan tiét ché va can thiép bang probiotics mang
lai chuyén hoa glucose 6n dinh va nhay cam insulin tot hon
& phu nit khoé manh, b2:in chirng lam sang dau tién
cho thay co lién hé giira thai phu va microbiota
trong chuyén hod glucose.

v’ Phéi hop tu van tiét ché va can thiép probiotics dudi dang
L. rhamnosus GG va B. lactis Bb12 lam 6n dinh glucose
huyét thanh va kiém soat duong huyét tot & phu nit tré
khoé manh trong va sau thai ky.

Laitinen BJN 2009




Thay ddi khuin chi dwong rudt bing probiotics, tir dé thay
ddi moi trwdomg sinh mién dich & rudt, co thé duoc xem la
phuong tién méi dé diéu hoa chuyén hoa glucose. Céch tiép can
dinh dwédng nay co thé 1a phwong phap kinh té gitp dw phong
va diéu tri réi loan chuyén ho4, tranh héi chirng chuyén hoa.
Loi ich dwge mong dgi la chi ra dwoe giai doan quan trong
trong phét trién con nguwoi dwdi goc dd 1ap trinh cho cac bénh

ly sau nay ngay ca khi con trong bung me.

v/ Phéi hop tu van dinh dudng va can thiép bang probiotics nham
dén chuyén hoé glucose ciia me, cho thiy sy quan trong cua
viéc duy tri duong huyét on dinh trong sudt thai ky.

v' Nhiing can thiép dinh dudng truéc day thuong lam giam cung
cap ning lugng va chat béo trudc tién két hop tiang sir dung
chat xo dan dén két qua xét nghiém dung nap glucose cai
thién.

v’ Tiét ché va microbiota c6 thé mang dén hiéu qua théng qua cac
duong dan diéu hoa dap tng mién dich.

v C4c qua trinh mién dich viém va viém mirc thap chiém wu thé
c6 thé gop phan vao cac bénh ly chuyén hoa anh huong lén
chuyén hoa glucose. Laitinen K. BN 2009
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CAC CHAT CHONG

OXY HOA

Ngira stress oxy hoa

Chién lugc chong stress oxy hod

1.- B6 sung chit chéng oxy hod
N- acetylcysteine (NAC), Vit. E, Vit. C, Lipoic acid

2.- Tang phong thi ching oxy hod

Thé hién qud nhiéu enzymes chdng oxy hod

Chit chéng oxy hod Hang rdo bao vé noi sil

Duong din tin higu dép Ging véi stress

Suy té bao Beta Khéng Insulin
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Khi nang ching oxy hoa

ORAC* units/ 100g

2036
* Mitc hép thu gbc Oxigen

CAC CHAT CO HOAT TiNH SINH HOQC trong cic sén

N Al Al
pkém tr COCOA
ﬁ:,ai;: Cacao (or cocoa) tree
(Theobroma cacao)
=
Phenyl .
ethylami phenols
ne (P Methyl
— xanthines
p— l Biogenic

Typtam amines SRS Cacao fruit (cacao
ine

. : \ poc.l z:AJ?d) )

- —
Cocoa beans
¢
‘ f Cocoa beans are the dried

and fully fermented fatty
seeds of Theobroma cacao




TAC PONG SINH HQC CUA COCOA FLAVONOIDS

JINSUL

POL
~ ‘i‘i‘k
iDA: y A
INSULIN B ) /, LEUK
VOI i *I'RIENEI A

PRI
STACYCLIN
RATIOS

N
N\ /
G, S

STEROL
l,TGF-ﬁ

ACE: Angiotensin-Converting Enzyme; DBP: Diastolic Blood Pressure; HDL: High Density Lipoprotein; IL: Interleukin; LDL: Low
Density Lipoprotein; oxLDL: oxidized LDL; SBP: Systolic Blood Pressure; TAOC: Total Antioxidant Capacity; TGF: Transforming
Growth Factor; TNF: Tumor Necrosis Factor.

PANH GIA TAC DUNG CUA CHOCOLATE TRONG

MO HINH NOI MOI KHANG INSULIN (HOMA-IR)
O NGUOI KHOE MANH

3.2

Grassi D et al. Am J Clin Nutr. 2005

207

2.2

b7

1.2

0.7

Before k chocolat : Before

Before values = baseline; NS: No Significant Differences
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MUC DPUONG HUYET

19-21 27-29

‘Weeks of pregnancy

——Group A ——GroupB

Group A: intervention group; Group B: control group
Statistically significant different averages (p < 0.05) according to Tukey's test

Di Renzo et al IMFNM 2012
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SANG LOC: €O

Ung dung HAPO
‘ Huéng din cia FIGO
IIEN DOAN : €O THE

dénh gid cdc chat danh diu chuyén
biét

DU PHONG: €O THE DUGC
inositols, chit chéng oxy hod va
probiotics (dang dwgc danh gid)
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SERIES IN

TEXTBOOK OF "
DIABETES AND
PREGNANCY

THIRD EDITION

Moshe Hod

Lois G. Jovanovic
Gian Carlo Di Renzo
Alberto De Leiva

Oded Langer @E{‘Sﬂ?ﬁw

“Trong méi khu rirng, canh déng, san vwon, trén
Trai Pat, nhivng thir phia dwéi tao nén nhivng thir
phia trén mat dat. Bé la ly do vi sao tap trung vao
qua chin la vé6 dung. Nhirng thir & trén cay thi
khéng thay déi dwoc”.

T. Harv Eker,2005
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PREIS
m SCHOOI:

Intamational and European Schodl
Nacnatal and Reprdicivs Meddna

In Parinatal,

GRAZIE
merci  gracias  thank you 569 DZIEKUJEMY
dékuji NTIN e
j tak tack E5%
obrigado Basapnanaa
hvala  iitos
choukrane shokran
danke kam cnacubo
DUSLICEo ZAFELICE. Kkész6ném
EUXOPLOTW
Xap dhanyavad blagodaram

www.preischool.com
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