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Ca lam sang

Bé&nh nhan ni¥, 55 tudi, biét DTD typ 2 tir 5 ndm va tang huyét ap tlr 2 nam.
Can nang 55 kg; BMI 23 kg/m?
Tim déu 75/phut; Huyét ap do nhiéu 1an 140-145/90 mm Hg.

Xét nghiém: HbA, . 6,8%; Creatinin/HT 0,73 mg/dl (eGFR 85 ml/min/1,73 m?); LDL-C 2.0 mmol/l;

HDL-C 1.01 mmol/l; TG 2.07 mmol/l
MAU (-).
ECG: Nhip xoang.

Siéu am tim: LVMI 102 g/m?; EF 57%.



Kiém soat toan dién da yéu t6 nguy co’ tim mach
ngan ngwa bién chirng & ngwi bénh BDTD
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ABCDES trong cham soc BT

v'A+ A1C — kiém soat duwdng huyét (thwdng <7%)

v'B « BP — kiém soat huyét ap (<130/80)

v'C » Cholesterol — giam LDL <2.0 mmol/L

v'D * Cac thudc bao vé tim mach
A—ACEior ARB | S—Statin | A—ASA néu c6 chi dinh | SGLT2i/GLP-1 RA vd&i lgi ich trén
tim mach da duwoc chiing minh & BN DTD 2 c6 bénh ly tim mach — than bat ké HbAlc muc
tieu

v'E » Thé duc / Ché dd an tét cho strc khde

v'S « Sang loc cac bién chirng

v'S « Ngtrng hut thube

v'S « Tw kiém soat cac cang thang, stress va nhirng rao can khéac

DIABETES
https://guidelines.diabetes.ca/reduce-complications/abcdes CANADA



Panh gia lam sang

PDTD tip 2—- THA — RLCH LIPID
v'DH, LDL-C dat muc tiéu theo khuyén cao
v THA chwa dat muc tiéu

. Piéu tri:
- Perindopril: 5mg/ngay
- Metformin XR 1000 mg/ngay
- Gliclazide MR 30 mg/ngay

- Rosuvastatin 10mg/ngay

1. Tiép can va diéu tri THA cho bn BTD nhw thé nao?

2. Dé dat muc tiéu diéu tri, bn can thay déi phac do diéu tri nhw thé nao?



Lien quan chat che gilra dai thao dwong va
Tang huyet ap

Mach mau nhé
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+ * >70% cac ca bénh than giai
doan cudi (ESRD) tai Hoa Ky
do THAva BTD.

e 40-80% bénh nhan PTD co
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=2 7 THA
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PUONG AP HA hon gap do6i so vOi hguoi
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TANG HUYET .+ Bénh nhan DTD dé mac tang
. khong DTD.
'« THA la mét yéu té nguy co
' chinh cho ca BTMXV lan bién

chirng vi mach & ngwéi bénh

' PpTP.

Mach mau ° Than kinh | ¢ .
ngoaibiéen T N e e = ="

A summary of the incidence of diabetes, hypertension, and clinical manifestations. BP, blood pressure; CHD, coronary heart disease; CHF, congestive heart failure; DM, diabetes mellitus; HTN, hypertension; LVH, left
ventricular hypertrophy.

N Engl J Med 2000;342:905 JAMA, 2004;291:335

Diabetes Care, 2005;28:310 Am J Hypertens, 2007;20:599

— o o o e e e e e e e e e e e e - P



Sw hién dién DTD tang bién co tim mach va
tr vong & BN THA
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HOI TIM MACH HOC VIET NAM
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Cac YTNC,

ton thuong Binh thuong cao Pod1 Do 2

CQ dich hoac HATT 130-139 HATT 140-159 HATT 2160 \

cac bénhly HATTr 85-89 HATTr 90-99 HATTr 2100 ‘4

Khong cé n n . 72 %

VTINC Thap Thap Trung binh |
y Tl vong chung ‘

1 hoac 2 e \ L

VTNC Thap Trung binh

>3 YTNC \ 57 %

T6n thuwong
CQ dich, BTM
GD 3, DTDH,
bénh tim mach

Bién co tim mach ]

I €

1/ Hypertension. 2020;75:1334-1357 ** VSH ESC 2018

MAC KEM BAI THAO DU’O’NG. NGUY CG CAO 3/ Ferrannini E, Cushman WC. Lancet. 20122958\6?;8/;/3%@12(8%%



Loii ich dieu tri ting theo nguy co’ tim mach &
ngwoi béenh THA

/7~ ™\

Active Control Mean BP differencg/ Risk difference (95% Cl) Risk ratio (95% Cl)
(n/N) (n/N) mm Hg
5-year risk of CVD
<11%  419/10644 623/14836 4.6/3.0 - |\ 141(-2:05t0077) LI— 0-82 (07310 0-93)
11-15% 443/5679  599/6865 6-0/3-2 —M— [)|-195(-3:09t0 0-82) —l— || 0-85(0:75t0 0.96)
15-21% 467/3944  575/4343  7-1/32 L -2-41 (-4-04t0 0-77) —l— || 0-87(0-78t00-:98)
>21% 472/2760 569/2846  5.9/3-0 B -3-84 (-6-06 t0 1-61) —— 0-85 (0-76 0 0-95)
b(het)=0-004, p(trend)=0-04 p(het)=0-93, p(trend)=0-30
4 4 3 2 1 0 05 15
4 / —> —>
Favouys active treatment Favours control Favours active\treatmen Favours control

Figure 2: Effects of blood pressure reduction on absol
of cardiovascular risk

Total sample, n=51917. n/N is the number of cases/number At difference is the difference between active and control groups in treatment-induced reduction
in systolic/diastolic blood pressures. BP=blood pressure. CVD=cardiovascular disease. het=heterogeneity.

al risks of cardiovascular disease for patient groups defined by different baseline levels

The Blood Pressure Lowering Treatment Trialists’ Collaboration* Lancet 2014; 384: 591-98



Kiém soéat huyét ap & bénh nhan BPTD can chat ché

Huyét ap muc tiéu < 130/80 mmHg

NGu&NG CHAN >140/90 >130/85 >140/90
dodN (MMHG) >160/90 (=280 TUbI)

DABCH dIéu TRi « SBP: dSN 130 HO4C « SBP: 120-130 MMHG « NGUY Co CAO
(MMHG) NéU DUNG NaP dugC « DBP: 70-79 MMHG >15%): <130/80 (B)
KHUNG <120 « BN =70 TU#6I: THé PHU HoP NéU AN
* DBP: <80 NéU DUNG NaP  N&U DUNG NaP duwoC CU » NGUY Co THAP
duwoC, NHUYNG KHUNG <70 XUOGNG déN 130 MMHG. (ASCVD<15%):
* BN 265 TU6I: HA TOM CU THE XUBNG THAP HON (A)

130-139 DUNG NaP duocC.

European Heart Journal 2018; 39, 3021-3404
Diabetes Care 2022;45(Supplement_1):S144-S174
VSH/VNHA 2021
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co & bénh nhan diéu tri chwa kiém soat

va khéng dieu tri 1a gan nhw nhau

Tinh trang

- Khéng c6 THA

—Diéu tri dat muc tiéu
—Diéu tri khdng dat muc tiéu

.................................... (©)Bénh mach mau nao

1.000 1.000 1.000
995 005
S :
= Nghién ctru diéu tra moi lién
S 990 quan cla tang huyét ap co
§ .990 .998 kiem soat va khong kiéem soat
@ g5 dwoc, va vai tro cua dieu tri,
= véi nguy co ti¢r vong do moi
985 nguyén nhan va t& vong tim
-980 mach bang nghién clru doan
hé trén nguwoi trwdng thanh &
975 Hoa Ky.
0 50 100 150 200 250 300 0 50 100 150 200 250 300 0 50 100 150 200 250 300
Normal 1561/10300 Elfe‘}er?_nce) 357/10300 glf:}erence) 286/10300 ':(ll-loecl"'erence) 71/10300 gi{oeoference)
:éfl‘;‘rf,‘lilf“i 335/743 E('}f;;_ 1.42) 0.151 91/743 361726_ 1.63) 0.565 71/743 26?7?1_ 1.67) 0.693 20/743 262.5‘}5_2.3 ) 0.593
anconrolled | 635989 | ((55_1 05, | <0001 |210980 | B, o) | <0.001 101989 | 312, 5 55, | <0001 71/989 Go1-azsy | <0001
Untreated 1019/1915 Ei‘.];)l—l_GZ) =<0.001 339/1915 :i?;4_2_35) = 0.001 245/1915 :i?§3—2.32) 0.002 94/1915 ?i?532—4.23) 0.001

Zhou D et al.

Scientific Report. 2018;8:9418.



Thi gian huyét &4p tam thu trong ranh gi&i dich va
két cuc tim mach

Systolic Blood Pressure Time in Target
Range and Cardiovascular Outcomes in

CENTRAL ILLUSTRATION Systolic Blood Pressure Time in Target Range as an Independent Predictor of Cardio-
vascular Outcomes

Patients With Hypertension P 150 1
Nayyra Fatani, PrusssD, " Dave L. Dixon, PusnD,” Benjamin W. Van Tassell, PrarD,” John Fanikos, RPu, MBA," @ 150 i ﬁ 150 -
Leo F. Buckley, PranuD’ E ] ]
] Target Range i Target
& 120 ] mo130mmHg) & 1207 ] (110-130 mm Hg)

ABSTRACT

Nhém diéu tri tich cwc c6 TTR :
110-130mmHg vs nhém thong e m.n{

Decreased Risk of MACE Target Ra
Despite Adjustment for 1

thwong 120-140mmHg giam Mean 567 | _ : |
15% cac BCTM HR 0.85 (9.74- T it 055 Contlneemerea)
0,96) P=0.0001 T

Fatani, N. et al. J Am Coll Cardiol. 2021;77(10):1290-9.




Kiém soéat huyéet 4p cham tré 1am tang nguy co’
tim mach!

N =15 665 bénh nhan DTD typ 2 e

~-
. o . . . . 2022 W
Adjusted incidence RRs (95% CI) for CV events in subjects with sustained BP = 140/90 mm Hg, -
compared with those with BP < 140/90 mm Hg* - ADA -

Event  RR (95% Cl) 140/90 mm Hg + vs <140/90 mm Hg N—

CVv 1.30 (1.01 - 1.69), P=0.04 | |
( ) . +30% “ Patients with confirmed office based BP

I >140/ 90 mmHg should, in addition to lifestyle
i therapy, have prompt initiation and timely
Mi 1.41 (1.01 - 1.96), P=0.04 X = L +41% titration of pharmacologic therapy to achieve

blood pressure goals2~

Stroke  1.25(0.85-1.82), P=0.26 |

- ’ +25%

[ I I I 1

0.8 11 1.4 1.7 2.0

Subjects with sustained BP = 140/90 mm Hg in the 1st year after HT onset had higher
likehood of subsequent stroke, MI and any CV events.

*Estimated based on the mean level of blood pressure control in the year after hypertension onset.

O ngwoi bénh DTD va tang HA méi khoi phét, HA khong dwoc kiém soat trong
nam dau tién lam tang nguy co’ tim mach trong 3 nam sau do

Retrospective cohort analysis that assessed the impact of early hypertension control (ie, <140/90 mm Hg within 1 year of the diagnosis of hypertension) on the occurrence of subsequent major cardiovascular events in those with diabetes and new-onset
hypertension. The study included 15 665 adults with type 2 diabetes and new-onset hypertension with a mean blood pressure of 136.8/80.8 mm Hg. Mean follow-up: 3.2 years. Major CV events were defined as myocardial infarction, hemorrhagic stroke, or
thrombotic stroke in the mean follow-up period.

1. O’Connor PJ et al. Diabetes Care. 2013;36:322-327. 2. American Diabetes Association. Diabetes Care Volume 45, Supplement 1, January 2022



Khéi tri phoi hop thudoc sém trong dieu tri THA
dw phong nguy co’ tim mach

OPTIMAL

International
Society of
Hypertension

Ideally Single
Pill Combination
Therapy (SPC)

Step 1
Dual low-dose#
combination

A+ Cabe

Step 2
Dual full-dose
combination

A+Cea®

Step 3
Triple combination

A+C+D

Step 4
(Resistant
Hypertension)
Triple Combination
+ Spironolactone or
other drug*

A+C+D
Add Spironolactone
(12.5-50 mg o0.d.)

ISH 2020 GUIDELINES

P Initial therapy - ) .
. Dual combination \_ACE' or ARB + CCB or diuretic (

Consider monotherapy in low-risk grade | hypertension (systolic
BP <150mmHg), or in very old (=80 years) or frailer patients

1

ACEi or ARB + CCB + diuretic

Triple combination

2 pills Step 3
Triple combination
+ spironolactone
or other drug

Resistant hypertension

Add spironolactone (25-50 mg o.d.) or other
- diuretic, alpha-blocker or beta-blocker

Consider referral to a specialist centre for further investigation

Beta-blockers

Consider beta-blockers at any treatment step, when there is a specific indication for their use,

e.g. heart failure, angina, post-myocardial infarction, atrial fibrillation,
or younger women with, or planning, pregnancy

European Heart Journal (2021) 42, 3227-3337; doi:10.1093/eurheartj/ehab484



Chién lwoc diéu tri véi SPC: dwore khuyén céo
manh me

Treatment with SPC is the emerging best
World Health

Organization practice for safe, effective, rapid, and
convenient HT control.

2020°'Canada

When possible, the use of a single-pill combina-
tion (SPC) should be considered to improve

treatment cf‘ﬁcaq-’, cf‘ﬁcicncy, and tolerability. -

2018 ESC/ESH

NEW 2021

2019 Russian
T_a ) Hauaanaﬂ Tepann.q
(1)

[BOIHaA KoMbuHaLUnAa

2 O 1 7 control.

The initiation of treatment in most patients with an SPC comprising
two drugs, to improve the speed, efficiency, and predictability of BP

Initiation of antihypertensive drug therapy with 2 first-line agents of different classes, either as separate

agents or in a fixed-dose combination, is recommended in adults with stage 2 hypertension and an average
BP more than 20/10 mm Hg above their BP target.

2017 LASH

WITH MODERATE or HIGH CV RISK WITH ANY LEVEL of CV RISK

Frefer FIXED DOSE COMBINATION: i Prefer FIXED DOSE COMBINATION:

I, ACFElor ARR -+ OCB or DIURETHC I ALENar ARTE 1 CCHE or DIURETIC

M. See text for special conditions i I Ifnecessary ACEVARE, und DIURETIC
I, Ses e for special conditions

2020:1SH

Ideally Single
Pill Combination
Therapy (SPC)

2018 Chinese

It 1s recommended that high-risk group of patients with BP =
160/100 mmHg or 20/10 mmHg higher than that of the target
BP. or patients who receive mono-therapy and do not achieve
the goal BP should be treated with combination therapy ( I . C).

mncluding fixed combination preparations or a free combination
of two or more agents.!""!

2021 VSH/VNHA

VIEN PHOI HOP: A + C hodcD **

tir LIEU THAP dén LIEU THONG THUONG

) Vién SPC gitip bénh nhan tuan tha tét hon dé kidm soat HA téi wu




Can phoi hop thuoc s&ém cho ngwdi bénh BDTD

Chién Iwoc diéu tri PHAI bao gém:

VSH/VNHA 2021
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Pc ché RAS + CCB/Loi tiéu Thiazide-like

Khuyén Céo

Ngudng ha HA bang thuoc khi HA 2130/85 mm Hg va dich diéu tri can dat
<130/80 mm Hg (& bénh nhan I&n tudi >70 tudi ngwéng ha HA >140/90
mmhg) va dich ha HA <140/80mmHg.

Ranh gioi dich ha HA & bénh nhan THA-DTD tir 18-69 tu?)i HATT: 120-
130mmHg va HATTr: 70-79 mmHg, c6 thé ha thap hon néu dung nap, = 70

LI 20 | r >
0 INnNh aior dich HA - ()-140mMmmHag va HA ()- /79 mMmHQo

Chién lwoc diéu tri phai bao gdm mot trc ché RAS va CKCa va/hoac LT
thiazide-like dac biét khi c6 dam niéu

Dieu tri phal bao gom ha dwong mau kni THA-D' T co BTMXV hay nguy co
cao voi wu tién SGLT2i hoac GLP-1 RA

biéu tri phai bao gom ha lipid mau cling cac yéu to nguy co khac va bénh
déng mac theo cac khuyén cao hién hanh

Muc
Chirng Cwr

Loai

A

A

UCMC: trec ché men chuyén - CTTA: chen thu thé angiotensin Il - CKCa: chen k&nh canxi - HATT: huyét ap tdm thu; HATTr: huyét ap tam truong; BTD: dai

thao duong



Co ché bénh sinh ctia THA & ngwd®i bénh PTD tip 2
Tang hoat tinh hé RAAS + Gilr mudi va nwéc

Khuynh hwong di

bé khang Insulin truyén
Tang dwong huyét Giam hoat dong Tang hoat tinh - Tang hoat dong than
man tinh hé RAAS kinh giao cam
‘ Tang gilp Natri :
I | hé i . - -

© ycoiéu t(;%rr])roteln Gitr muoi va nwéc Tang hoat dong

' tim

Bénh than tién Tang huyét 4p

trién

HIPPOKRATIA 2008, 12, 2: 74-80



Kiém soat huyét &p véi UCMC/UCTT + Loi tieu
phu hop vé&i cor ché bénh sinh cua tang HA /DTD typ 2

Khuynh huéng di
truyén

Gidm dé khang
insulin

. Tang hoat déng than

UCMC/UCTT kinh giao cam

Kiém soat ~ Giam hoat déng
HbAlc

Glycosyl hoa protein
cau than

Tang hoat dong
tim

Loi tiéu

l

Bénh than tién Kiém soat
trien Huyét Ap

HIPPOKRATIA 2008, 12, 2: 74-80



Guideline wu tién ACE| hon ARB (trén mét sé kiéu bn)

o o M R M R M R M R M R M R M O e e Em Em my,

e N

ESC GUIDELINES
@ESC European Heart fournal 2019) 00,169 ' ESC 2019 \

European Society dect0 109 eurhears'eha486 “f
of Cargiology . ®)-

2019 ESC Guidelines on diabetes, pre-diabetes,
and cardiovascular diseases developed in
collaboration with the EASD

=

« Bang chirng Ging hdé manh mé viéc s&r dung ACEI, E
hoac ARB & nhirng bénh nhan khdéng dung nap
ACEI :
« Kiém soat HA thwdng yéu cau diéu tri bang nhiéu |
loai thudc véi thuéec RAAS va CCB hoac chen DIU. |
.Diéu tri kép dwoc khuyén nghj 1a diéu tri bwdc dau

~ -

The Task Force for diabetes, pre-diabetes, and cardiovascular
diseases of the European Society of Cardiology (ESC) and the
European Association for the Study of Diabetes (EASD)

om T - - ——

o o o M E M R M R M R M R M R M R M M e my,

4 ; /
""""""" ' VNHA/VSH 2021
TOM LU'O'C KHUYEN CAO CHAN POAN VA ACEi wu tién hon ARB trén bénh nhan THA kem
PIEU TRI TANG HUYET AP VNHA/VSH 2021 suy tim, THA sau nhoi mau co tim

HIGHLIGHTS THE 2021 VNHA/VSH GUIDELINES ON
DIAGNOSIS AND MANAGEMENT OF HYPERTENSION
IN ADULTS

o T - - —

ESC 2019
VSH/VNHA 2021



ADA 2022: Kiéem soat HA & ngwoi bénh PTD

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target Adverse effects
and target achieved +
[ Add agent from 1 [ consider change to |
( Continue therapy ] complementary drug class: alternative medication:
= ACEi or ARB = ACEi or ARB
-_ - CCB*** u CCB***
3 = Diuretic** J 1 = Diuretic** )

Adverse
effects

Assess BP Control and Adverse Effects

Not meeting target
on two agents

[ Not meeting target or
Treatment tolerated adverse effects using a drug
and target achieved from each of three classes
( Continue therapy ) Consider Addition of Mineralocorticoid Receptor Antagonist;

Refer to Specialist With Expertise in BP Management

Assess BP Control and Adverse Effects

Diabetes Care 2022;45(Suppl. 1):S144-S174 | https://doi.org/10.2337/dc22-S010



Dwa theo nhirng bang chirng?



Thuoc rc ché men chuyén |lam giam tién trién den Protein
niéu lam sang & bn DTD tip 1 c6 microalbumin niéu

0.4 p=—
Risk Reduction = 67.8%
% 03 L P = 0.037
>
L Placebo
£ o2}
=
s 01} .
g 'l_ | N ]
o
| | 1 ]
Baseline 6 12 18 24

Months of Therapy

N =143, 14 to 57, BTD tip 1: 4- 33 years, HA < 140/90 mm ( Khéng diéu tri THA), persistent albumin excretion 20 - 200 micrograms/min were
randomized to double-blind treatment with captopril 50 mg or placebo BID.

Albumin excretion rate (AER), blood pressure, and glycohemoglobin were determined every 3 months, and creatinine clearance (CrCl) and urea
excretion were measured every 6 months.

Laffel LM et al. Am J Med 1995;99(5):497-504. MAU, microalbuminuria



Thuoc rc ché men chuyén lam giam bién c¢6 Than
o bn DTD tip 1 c6 Macroalbumin niéu

50 3 50
o 45] 8 c 45 ;
£ 2 o o
8 'g 35 e o _E; 35 1
£SO 301 Placebo _ & ® 2 30!
= o - O c Placebo _ ____
s Q © 25 9
55 2 g o gf &
g Q.) 20 ] P = 0007 5 _____ Q-- 9? 3 ‘6 20 P = 0006 Bp.--.if
@ § 15 1 P Ko 2.2 15 .;,.EF*@B-HG P
e _®° g--9 """ , s g j' -7 Captopril
®5 10 ¥ o Captopril c g 10 @
a £ $ o = & &
] Eg} _0._0"9 00 ] -@9 &0-
5 & - ﬁo' © 5 .EBGEB _9--06"'0
0bsoe ..o . Q- 0 oo @0 -7 SN e
00 05 10 15 20 25 30 35 40 00 05 10 15 20 25 30 35 40
Years of Follow-up Years of Follow-up

Placebo 202 184 173 161 142 99 75 45 22  Placebo 202 198 192 186 171 121 100 59 26
Captopril 207 199 190 180 167 120 82 S0 24  Captopril 207 207 204 201 195 140 103 64 37

Lewis EJ et al. N Engl J Med 1993;329:1456-62.



Thuoc chen thu thé 1am giam sw tién trién albumin
niéu & bn BTD tip 2 co microalbumin niéu

Primary endpoint: Time to onset of diabetic nephropathy* (n=590)

~ 20 -
X

E || Placebo
S 15 -

o

£ f

2 Irbesartan
g 101 .-'JJ 150mg

Q

0

S |

©

5 5 |_f Irbesartan
3 300mg

c

Q

% 0 [ [ [ [ [ [ [ 1

£ 0 3 6 9 12 15 18 21 24

Follow-up (months)

*defined by persistent albuminuria in overnight specimens,
with urinary albumin excretion rate > 200 pyg/min and 230% higher than baseline level

Parving et al. N Engl J Med 2001;345:870-8; MAU, microalbuminuria



Thuoc chen thu thé |am giam bién ¢c6 Than & BN BTD
tip 2 cO0 Macroalbumin niéu

Primary endpoint: Time to doubling of serum creatinine, ESRD,
or death (n=1513)

50 - _ _ Placebo
Risk reduction = 16%

40 A
p=0.02

20 Losartan

10

Cumulative % of
patients with event

0 12 24 36 48
Months

Brenner et al. N Engl J Med 2001;345:861-9; ESRD, end stage renal disease



So sanh hiéu qua bao vé tim

Phan tich gép tw 35 nghién
ciu RCT:
23 nghién ctru cua ACEi
vs placebo/active
(n=32827)
13 nghién ctru cua ARB
vs control (n=23867)
Bénh nhan cé6 BDTD

Theo do6i: 212 thang

1. Cheng J et al. JAMA Intern Med. 2014;174(5):773-785.

Risk ratios ACEi vs placebo or active/ARB vs control

30 4

20 -

10 -

-10 -

20

-30 -

m ACEi © ARB

-6%
(NS)

-13%

T vong chung

P =0.02

mach gitra ACEi va ARB

+21%
(NS)

-17%

T vong
tim mach

P=0.04

N

-11%
(NS)

-21%

Bién c6 tim mach
P=0.01

JAMA



Perindopril giam twr vong chung vwott troi hon cac
ACEi khac

|
Lisinopril ! 0.99 (0.92-1.06)
n=9067 !
Trandolapril ' m 0.98 (0.89-1.08)
n=11,267 !
Enalapril/imidapril 0 0.94 (0.78-1.14)
n=3,872 !
(" Perindopril O : 0.87 (0.81-0.94)* )
n=17,141 ! *p<0.001
T4t ca —‘— 0.94 (0.90-0.98)*
9 at ca i *p=0.007 y
!
0.8 09 1.0 1.1 1.2
|
|

ACEitét hon  Diéu tri khac tét hon

van Vark LC et al. Eur Heart J 2012;33:2088-2097



So sanh hiéu qua bao vé tim mach cua loi tieu
thiazide va thiazide-like

DPét quy Bién c6 TM Suy tim
10%
A ot n AT 3% (NS)
Phan tich gép 19 RCT e
*n=112 113 % 0% -
X . g R . . P (@]

* Thubc loi tiéu thiazide so voi 5

nhém chirng 9

* Theo d&i trung binh: 3,9 ndm ¢ 8% (NS)
8
@
S -20% - -18%*
2
) -22%*
©
N
S 30% -
IE -29% (NS)
S
7]
o -40% -
@
N M Thiazide-like Thiazide-type _43%*
0 Eg, Indapamide Eg, HCTZ
o -50% -

*P<0.001

*1. Chen P et al. Am J Hypertens. 2015;28(12):1453-1463.



Khuyén cao mé&i nhat ADA 2022 wu tién thiazide-like
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ADA 2022

“Thudc loi tiéu giéng thiazide: cac thubc tac dung
kéo dai dwoc chirng minh [a 1am gidm céc bién ¢o tim
mach, chéng han nhw chlorthalidone va INDAPAMIDE,
dwoc wu tién sty dung.”

Piéu tri ting huyét 4p nén bao gébm cac nhom thudc
dwoc chirng minh 1a lam gidm cac bién cb tim mach &
bénh nhan dai thdo dwdng (ACEi, thudc chen thu thé
angiotensin, thudc lgi tiéu gidng thiazide hodc thudc
chen kénh canxi dihydropyridine)
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Co ché tac dung khac biét caa INDAPAMIDE

Tinh than dau cao giup

TAC DPONG HIEP LUC gan vao thanh mach
than - mach mau

e B Ting tong hop PGI,

Thai qua than & dang ]
con hoat tinh (5%) e f N

& :‘.'-, -
R R s
2y

—> A ThaiNa+ =

su qua tai
& thanh PM™

i INDAPAMIDE

L
WA
s
™ TTINH,
H
CH,
3 Cc1

=,
o TR e T

-

Loi ti€u + gian mach gian tiép
(khac nhau vé tac dung lgi ti€u)

GIAN MACH TRU'C TIEP + LOI TIEU NHE

e Tac dung chung cia nhém lgi tiéu Thiazide Tac dung Indapamide




Vién phoi hop ddi — 3 co’ ché Perindopril/Indapamide
la giai phap phu hop cho bénh nhan tang HA kem DTD

Uc ché hé RAS

Co ché ha ap chinh

- Hiép dong trén co’ ché gian mach:
Tang hiéu qua ha ap

- Hiép doéng trén co’ ché loi tiéu:
Swv suy giam kali do indapamide dwoc dém bdoi
perindopril do tac dung tiét kiém kali

PERINDOPRIL

ian mach
Gian mac INDAPAMIDE  [PTT
tl'l:I'C tlep 5% @30 thai qua than
CrE e & dang con hoat tinh

Tac dong DA CO CHE cua bénh Iy THA
C6 thé Iwa chon cho BN THA ttr Tré dén Cao tudi

an M, gden peig y dapamid pharmacodynamic properties and peutic efficacy in hypertension. Drugs. p;28(3):189-235. d
10.2165/00003: 30-00 b mple y ion and rationale d combination of perindopril and indapamide in treating hyperten pd
clinical utility, 10 May olum g — ps://d t al d rugs Th ;24(4):331-339.4. Plante | J Med. 1



https://doi.org/10.2147/IBPC.S6636

ADVANCE

Nghién ctru DAU TIEN véi QUY MO LON st dung thude ha ap phoi hop liéu
thap c6 dinh trén bénh nhan dai thao dwong typ 2.

(o)
Q
(o
Pa trung tam 11,140 bénh THANH CONG
215 trung tam & nhan C6 bang chirng bdo vé
20 qudc gia 1/3 la nguoi tim mach, giam t& vong

chau A & BN BTD

1. Anushka Pate. The Lancet 2007 Sep 8;370(9590):829-40



https://eur01.safelinks.protection.outlook.com/?url=https://pubmed.ncbi.nlm.nih.gov/?term%3DPatel%2BA%26cauthor_id%3D17765963&data=04|01|vinh.vo-quang@servier.com|549c9dbd7938457d1dc608d9605de7c8|cc0a4ff694544e4b881b85f448dee2e3|0|0|637646778695169100|Unknown|TWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D|1000&sdata=PTS6f1TWoaD3uQunj%2BuKl9F9pLykEdcQvdkW93qic58%3D&reserved=0

Thiét ké nghién ciru

Perindopril +
Imdapamide
(PHCD)

+

Gliclazide MR
+

Ché q¢ diéu tri
toi wu

1. Anushka Pate. The Lancet 2007 Sep 8;370(9590):829-40

Bang ky
N =12 878

Phan nhom ng4u nhién
N =11 140

Perindopril +

Imdapamide
(PHCD) Placebo
+ +
Kidm soat Gliclazide MR
duwong huyét chuan L
+ Che do6 dieu tri
Ché do diéu tri toi wu

toi wu

Két thuc nghién ctvu (4 - 5 nam)

Giai doan 6 tuan
chuan bj tién nghién ctu

Placebo
+
Kiém soat
dweng huyét chuan
+
Ché do diéu trj
ti wu


https://eur01.safelinks.protection.outlook.com/?url=https://pubmed.ncbi.nlm.nih.gov/?term%3DPatel%2BA%26cauthor_id%3D17765963&data=04|01|vinh.vo-quang@servier.com|549c9dbd7938457d1dc608d9605de7c8|cc0a4ff694544e4b881b85f448dee2e3|0|0|637646778695169100|Unknown|TWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D|1000&sdata=PTS6f1TWoaD3uQunj%2BuKl9F9pLykEdcQvdkW93qic58%3D&reserved=0

Nghién ctru Advance chirng minh phed perindopril/indapamide

bao vé than & tim mach vwot tréi so véi don tri/phoi hop RAS + HCTZ khac

Nghién ctru

ONTARGET

Telmisartan vs.

TRANSCEND

Telmisartan vs.

RENALL

Losartan vs.

ADVANCE

Perindopril + Indapamide vs
placebo

-21%

P<0.0001

-22%

P< 0.0001

-21%

P< 0.0001

-14%

P =0.025

Diéu tri ramipril placebo placebo
-6%
New-onset
NS
Albumin
uria
‘ -17% -42%
Progression
NS p=0.018
o 0% -10%
Bién c6 than
NS NS
2% +5%
Chung NS NS NS
Tw
vong :
Tim 0% +3%
mach NS N> B

-18%

P =0.027

IRMA2 IDNT DIRECT ROAPMAP
Irbesartan vs. Candesartan vs. Olmesartan vs.
Irbesartan
placebo placebo placebo
-5%

NS

-5.5%

p=0.024 NS
Irbesartan: 8 Candesartan: 51 +70%
Placebo: 5 NS Placebo: 48 NS
-8% +394%
= NS = 0.01

1. Léwy BI, Taddei S. Curr Med Res Opin, 2018. Jan 8. Epub ahead of print. 2. Garcia-Donaire JA et al. Blood Pressure, 2011;20:322-334.



Phéi hop PERINDOPRIL + INDAPAMIDE: thw nghiém 1am sang trén .,
cac dang bénh nhan khac nhau chieng minh hiéu qua va an toan

Stiffened Artery

— Perindopril + indapamide

= REASON!, PREMIERZ, PICXEL3: Trén céc yéu td nguy co tim mach: tac
dung c6 lgi trén tim va phi dai mach mau, chirc nang néi mo, vi tuan
hoan va albumin niéu vi lwvgng

' EUROPA (n= 12 218)

= ADVANCEstrén bgnh nhan BTD type 2: gidm bién c6 tim mach,
bién co than va giam tl vong chung va t&r vong tim mach(ADVANCE,
2007)5

HYVET (n= 3 845)
PROGRESS (n= 6 105)

ADVANCE (n= 11 140) \

Indapamid

Perindopril

— Indapamide +/- perindopril

= HYVET4trén bénh nhan rat cao tudi
Giam t&r vong chung va t&r vong tim mach (Beckett, 2008, 2012)

= Trén cic bénh mach mau néo
PROGRESS® 2001; PATS” 1995 ; Liu 2009 ;
HYVET: Beckett 2008, 2012 giam bien c6 mach mau nao va ty 1é t&
vong.

PATS (n= 5 665)

REASON: preterax® in regression of Arterial Stiffness in a contrOlled double-blind study
PIXEL: Perindopril/Indapamide in a Double-blind Controlled Study vs. Enalapril in Left Ventricular Hypertrophy
PREMIER: Preterax® in Albuminuria Regression.

1. Protogerou J Am Coll Cardiol. 2009 Feb 3;53(5):445-51.doi: 10.1016/j.jacc.2008.09.046 /2 Mogensen CE et al. Hypertension. 2003;41:1063-1071 2; / 3 Dahlof J Hypertens. 2005 Nov;23(11):2063-70. / 4 Nigel S. Beckett, N Engl J Med. 2008 May 1;358(18):1887-98. doi:
10.1056/NEJM0a0801369. Epub 2008 Mar 31./ 5. Patel et al, ADVANCE Collaborative Group Lancet. 2007 Sep 8;370(9590):829-40. doi: 10.1016/S0140-6736(07)61303-8.
| 6 PROGRESS Collaborative Group. Lancet. 2001;358:1033-1041. / 7 PATS Collaborating Group Chin Med J (Engl). 1995 Sep;108(9):710-7.


https://pubmed.ncbi.nlm.nih.gov/?term=Protogerou+A&cauthor_id=19179203

Bénh nhan THA kem DTD: Perlndoprllllndapamlde glup
kiém soat huyét 4p manh mé bat ké phan dé THA dau vao

Phan tich gép Farsang: n = 16 763 bénh nhan chwa dwoc kiém soat véi diéu tri trwéc do
T = 3 thang, p < 0.001 , th&i gian mac THA trung binh 11 nam
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Fig. 1 Effect of treatment on blood pressure in the diabetes subgroup according to baseline SBP severity. M0, baseline. M1

1 month. M3, 3 months

PHU HOP VO'I THOT GIAN DAT HA MUC TIEU TRONG
DIEU TRI THIET YEU/TOI WU THEO VSH/VNHA 2021

Adv Ther (2021) 38:1776-1790, doi 10.1007/s12325-021-01619-8



Kiém soat HA ON PINH 24 gior & LAU DAI

NIKA STUDY

N=397,t=6 théng, p < 0.0001
Huyét ap ban dau: 160/95 mmHg
Noon 16:00 20:00

B Perindopril/indapamide 5/1.25 mg alone

VU"QT tﬂ?l hon cac phO' h()’p doi khac [0 Perindopril/indapamide 10/2.5 mg alone

Perindopril 75%- 100% B 10
Indapamide 85-98% - 90
H =

Enalapril 40-64% Nguy cocao ﬁg -
botquy & ¢ o 7

Ramipril 50-63% Nhdi mau co tim 23
§E

= e

s 8
Losartan 58-78% © 5 40
= E 30

Valsartan 69-76% S &
£ 2
Irbersartan 50-60% e -
e .

Systolic blood Diastolic blood
H Q
T/P (Rat|o)o % 20 10 60 80 100 pressure pressure

*T A Netchessova 1, A P Shepelkevich, T V Gorbat, NIKA Study Group. Flack JM et al, Hypertension, 2011;57;665-666.



Calam sang

. Piéu tri:
- Perindopril/Indapamide 5/1,25mg/ngay
- Metformin XR 1000 mg/ngay
- Gliclazide MR 30 mg/ngay
-Rosuvastatin 10mg/ngay
- Tai kham sau 6 tuan:
- HA 125/70 mmHg



1/ Tang huyet ap va dai thao dwong c6 moi lién quan chét ché va sy dong hién dién clia 2 bénh
lam tang nguy co bién ¢ tim mach va t& vong Ién nhiéu lan.
2/ O ngwdi bénh BPTD can kiém soéat huyét &p sém dé gidm bién cb tim mach va t& vong.

3/ Phoi hop liéu co dinh Perindopril va Indapamide 1a phoi hop chuyén biét cé co ché phu hop,
dwoc cac guideline khuyén cao manh mé va co cac bang chieng thuyét phuc trén nguwdi bénh BTD:

- Kiém soat huyét ap TOAN DIEN

» Bdo vé co quan dich, nglra bien chirng mach mau Ién + bién chirng vi mach, gidm tw vong dwoc
duy tri dai han: tw ADVANCE dén ADVANCE-ON

« An toan va dung nap tot



