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Du la trén toan thé gi&i hay tai Viét Nam, ‘
bénh tim thiéu mau cuc bo la nguyén nhan gay tr vong hang dau

Trends in causes of death and disability in Vietnam

(DALYs per 100,000, 2019, 10-year % of change)
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COPD, bénh phdi tdc nghén man tinh.
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44% so ca tir vong toan cau do IHD
c6 thé la do LDL-C cao, bat ké nhém thu nhap
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Vi vdy, str dung thuoc diéu tri m& mau la tru cot
trong diéeu tri Hoi chirng vanh man
Budic 4: Diéu tri T4 tui mau
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v' Nhém diéu tri mé mau

\. ¥ Nhém chen Beta giao cam (Trén nhéom bénh nhan sau NMCT,...)

European Heart Joumnal (2024) 00, 1-123



Muc tiéu diéu tri LDL-C theo phan tang nguy co’
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Treatment goal | + SCORE2/SCORE2-OP>2%and<10% |  _ _ _ _ _ ,
for LDL-C | + Young patients (TIDM <35years; | |. SCORE2/SCORE2-OP >10% and <20% |
| T2DM <50years) with DM duration | . Markedly elevated single risk factors, in particular I
1 <10 years without other risk factors | TC >8 mmol/L (310 mg/dL) or LDL-C >49 mmol/L (190 mg/dL) :

<3.0 mmol/L or BP2180/110 mmHg
Class lIb (<116 mg/dL) zkw « FH without other major risk factors :
I Moderate CKD (eGFR 30-59 mL/min/1.73 m?) |
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Class lla l or other additional risk factor |

& >50% reduction
from baseline

<1.8 mmol/L
Class| (<70 mg/dL)
a <14 mmol/L
Class| (<55 mg/dL)
<1.0 mmol/L
Class b (<40mg/dL) :

| « ASCVD (clinical/imaging) |
I-SCOREZ/SCOREz()P 220% |
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| + Severe CKD (eGFR <30 mU/min/1.73 m?) :
I+ DM &target organ damage: 23 major risk factors; |
| orearly onset of T1DM of long duration (>20 years) |

|+ Patients with ASCVD who experience !
| recurrent vascular events while taking

| maximally tolerated statin-based therapy |
1. Patients with polyvascular (e.g.coronary |

—————— —— ————————

AClass lla for individuals in primary prevention with FH at very high risk

CV Risk
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2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dys||p|daem|as

(European Heart Journal; doi: 10.1093/eurheartj/ehaf190)



Pau 1a xu hwéng lwa chon thuoc mé mau
trén bénh nhan Hoi chirng vanh man?




Nhirng lieu phap ha LDL-C dwo'c chirng minh
co loii ich tim mach

Average LDL-C reduction (%)
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Statin van la diéu tri dau tay
nho nén tang chirng ctr vurort troi

0.30+ -70
Relative risk reduction per 1-mmol/L (38.7-mg/dL) reduction in LDL-C:
23% (relative risk, 0.77 [95% CI, 0.75-0.79]); P<.001)
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CETP, cholesterylester transfer protein; Cl, confidence interval, CV, cardiovascular, LDL, low-density lipoprotein,
LDL-C, low-density lipoprotein cholesterol, PCSK9, proprotein convertase subtilisin/kinase type 9

Silverman MG, et al. JAMA. 2016;316:1289-1297
European Job ID: BIL/23/0459 | Date of preparation: August 2023

% U0IPNPaAY sty aAejY



Cac Statin khac nhau cé hiéu qua ha LDL-C khac nhau
Rosuvastatin ha LDL-C hiéu qua hon Atorvastatin lieu x2

Voyager: Meta-analysis twr 37 RCTs, n=32 258
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*p<0.001 rosuvastatin 10 mg vs atorvastatin 10 mg and 20 mg; simvastatin 10 mg, 20 mg and 40 mg
1p<0.001 rosuvastin 20 mg vs atorvastatin 20 mg and 40 mg; simvastatin 20 mg ,40 mg and 80mg
1p<0.001 rosuvastatatin 40 mg vs atorvastatin 40 mg and 80 mg; simvastatin 40 mg and 80 mg
#p<0.05 atorvastatin 20 mg vs rosuvastatin 5 mg

##p<0.05 atorvastatin 80mg vs rosuvastatin 5mg and 10mg
Nicholls SJ et al. Am J Cardiol 2010; 105: 69-76 Nicholls SJ et al. Am J Cardiol 2010; 105: 69-76

Vui long tham khao Thong tin ké toa cac thudc dwoc phé duyét tai Viét Nam khi st¢ dung



Tuy nhién, nguy co tim mach ton dw van con

J Cardiovasc Interv. 2024 Jul;2(32):119-135
https:/fdoi.org /10.54912/jci.2024.0006
PISSM 2799-6999-2ISSN 2799-7014

du LDL-C da dwoc kiém soat
J C I st

Review Article

I ‘W) Check for updates |

“East Asian Paradox’ Revisited:
Precision Medicine for Antithrombotic
Strategies Tailored to Atherothrombotic
Cardiovascular Risks

Young-Hoon Jeong (), MD, PhD', Udaya S. Tantry =, PhD?*, Mohamed Omar =), MD"3,
Eliano Navarese (%), MD*, Diana A. Gorog (', MD*, and Paul A. Gurbel ), MD*

Lifestyle interventions, guidelines-directed medical therapy

Residual CV risk targets Lipoproteins

Inflammation Glycemia Platelets Coagulation Fibrinolysis

v Méc du cholesterol toan phan
gidm théng qua thay dbi 16i
sdng va cac chién lwgc nham
muc tiéu LDL-C, cac bién cé
ASCVD van thwdng xuyén
xay ra, ngay ca @ nhirng ca
nhan cé muc LDL-C dwoc
kiém soat

v Nhirng né lwc gan day tap
trung vao viéc giai quyét cac

rai ro tim mach khac...

J Cardiovasc Interv. 2024 Jul;3(3):119-135: https://doi.org/10.54912/jci.2024.0006




Yéu to viém cé méat xuyén su6t qua trinh xooviba
T kich thich tan sinh mang xo’ vira téi thuc day qua trinh nit ve’ va bién co
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Fig. 1. Figure legend: inflammation plays a key role in all phases of atherosclerosis.
Abbreviations: ICAM, Intercellular adhesion molecule; VCAM, Vascular cell adhesion molecule; IL, interleukin; MQ, macrophage; MMP, metallop

vascular smooth muscle cell; Ox-LDL, oxidized low-density lipoprotein.

Abdulhamied Alfaddagh, et al. American Joumal of Preventive Cardiology 4 (2020) 100130



Viem va cholesterol:
biem giao thoa lam tang bién c6 tim mach

Methods
Patient population Outcome
Statin treated patients undergoing MACE: all-cause death, MlI, stroke
PCI for non-Ml|
/A %% @ t \ P o
AT v |

Subgroups stratified according to residual risk

l I l l

No residual Residual Combined residual Residual
cholesterol/ cholesterol risk cholesterol/ inflammatory risk
inflammatory risk (LDL-C 270 mg/dL inflammatory risk (LDL-C <70 mg/dL
(LDL-C <70 mg/dL + + hsCRP <2 mg/L) (LDL-C 270 mg/dL + + hsCRP 22 mg/L)
hsCRP <2 mg/L) hsCRP 22 mg/L)
ESC Congress 2024

London & Online



Két hop nguy co’ ton dw cholesterol va viém
lén tién lwong

Patients at risk Events AdjHR (95%-Cl) p-value p-trend
No residual cholesterol/ N=4,621 104 (2.6%) ‘ Reference
inflammatory risk
Residual cholesterol risk N=4,367 86 (2.3%) —— 1.01 (0.76-1.35) 0.920
.001
Combined residual cholesterol/ N=3 882 123 (3.7% 1.56 (1.19-2.04 0.001 <000
inflammatory risk o (3.7%) 56 (1.19-2.04) :
Residual inflammatory risk N=2,624 113 (5.1%) —_—Hp— 1.78 (1.36-2.33) <0.001
e
0.5 1 2
CEmmm—— ———)

Lower risk  Higher risk

Ihe model was adjusted tor age, gender, body-mass index, race/ethnicity (Caucasian as reterence group), current smoking, hypertension, diabetes,
chronic kidney disease and prior myocardial infarction.

Differences were driven by a superior association of hsCRP with all-cause
mortality and Ml




~20% bénh nhan chau A cé “nguy co’ viém ton dw dai dang” cao

lam gia tdng nguy co’ tir vong va bién co

Persistent high
RIR

Fortified
RIR

Attenuated
RIR

Persistent low

Baseline hsCRP High Low High Low
Follow-up hsCRP High High Low Low
Prevalence of each group
American cohort 36.5% 10.2% 15.5% 37.8%
East Asian cohort 18.3% 10.3% 20.5% 51.0%
Adjusted hazard risk for 4-year events (East Asian cohort)
All-cause death 216 1.64 1.20 ref.
(P < 0.001) (P = 0.024) (P =0.336)
MACE 1.41 1.49 1.21 ref.
(P =0.004) (P = 0.006) (P =0109)
Major bleeding 2.58 1.26 1.85 ref.

(P < 0.001)

(P = 0.549)

(P =0.018)

Ahn J-H, et al. JACC: Asia. 2022;2(3):323-337
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Viem: Xu hwéong dieu tri méi
dé dw phong bién c6 tim mach hién nay

Therapies that lower ASCVD Future directions
Colchicine Gut Microbiome
modification

Canakinumab

PCSK9 inhibition Inflammasome

; Inhibitor
Lowering bitors
Methotrexate Inflammation y microRNA
Darapladib therapy
Losmapimod
EPA
Atreleuton Salcalate
Varespladib Other

Therapies that did not lower ASCVD

Fig. 3. Figure legend: Therapies targeting inflammation for atherosclerotic cardiovascular disease prevention. Abbreviations: ASCVD, atherosclerotic cardiovascular
disease; EPA, eicosapentaenoic acid.

Abdulhamied Alfaddagh, et al. American Journal of Preventive Cardiology 4 (2020) 100130



Statin giam CRP manh, déc lap véi giam LDL-C

Phan tich gép twr 53 RCT vé&i 171.668 bénh
nhan.

Mdrc CRP (mg/L) giam dang ké béi statins:
-0.65 (-0.87 to -0.43), p< 0.05
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Sining Xie, et al. Cardiovascular Research (2024) 120, 333-344



Statin c6 thé giam hau hét dau an viém
trong khi cac liéu phap ha m& mau khac thi khong

Table 1. Impact of lipid-lowering drugs on selected inflammatory biomarkers.

Inflammatory Biomarkers

Medication CRP or hsCRP IL-1 IL-6 TNF IL-10
Statins i Tl ) ) /
Ezetimibe a / / / /
BAS 1) / = o /
PCSK9i = i) ) ) i)
Bempedoic acid ¢k / % / /
Lomitapide 1 / / / /
Evinacumab / / / / /
Fibrates if d 1 l T
Omega-3 fatty acids / / / l /
[cosapent ethyl 1 1 l / /

t—increased concentration; |—decreased concentration;/—no date available; <»>—no changes in the con-
centration; CRP—C—reactive protein; hsCRP—high-sensitivity C—reactive protein; IL-l1—interleukin 1;
IL-6—interleukin 6; TNF—tumor necrosis factor; IL-10—interleukin 10; BAS—bile acid sequestrants;
PCSK9i—proprotein convertase subtilisin/kexin type 9 inhibitors.

Nutrients 2023, 15, 1517. https:/doi.org/10.3390/nu1506 1517

Giam viém chi |a tac dung kém theo trong nghién ctvu ha LDL-c, khéng phai chi dinh cha thubc.
Vui 16ng tham khéo théng tin ké toa cac thuéc tai Viét Nam



Statin cwéng do cao ha hsCRP t6t gap hon 3 lan

so v@i Statin trung binh/yeéeu

Total Population Propensity-Matched Population
High-Intensity Mon-High-Intensity High-Intensity Non-High-Intensity
Statin (n=372) Statin (n=1374) P Value Statin (n=367) Statin (n=798) P Value
Baseline lipid profile, mg/dL
LDL-C 126+41 112+41 =0.01 125441 123441 0.54
HDL-C 46+12 45412 0.14 4612 4612 0.89
Triglycerides 155+£114 151102 0.57 155114 154£97 0.90
Time-averaged LDL-C, mg/dL* 89+13 61+12 0.04 59413 62+13 0.03
Reduction from baseline B66+36 01+35 =0.01 b6+36 61+£35 0.10
LDL-C, mg/dL
Percent reduction from 48.0 39.4 =0.01 47.9 42.9 <0.01
baseline LDL-C, %
Population with available hs-CRP data (n=292) (n=924) (n=287) (N=556)
Baseline hs-CRP, mg/L 9.6+35.3 6.9+215 0.22 9.7+35.6 6.2+16.9 0.11
Time-averaged hs-CRP, mg/L* 3.04+9.0 4.8+15.7 0.01 3.04+9.0 41+13.7 0.15

Rosuvastatin khéng cé chi dinh ha HsCRP va khang viém, vui long tham khao théng tin ké toa thudc tai Viét Nam

J Am Heart Assoc. 2018;7:€009517. DOI: 10.1161/JAHA.118.009517




ESC 2024: Statin toi wu giup giam tir vong
o bénh nhan Héi chirng vanh man

Quallty and Outcomes of Lipid Management in ngh- Incidence of a”_Cause death in CCS

Risk Patients with Acute or Chronic Coronary 2 ' ' :
Syndromes in the Prospective LDL Target Discovery O | plog rank<0.001
. lieu Statin Statin
Registry o | AdjHR:0.91,95% Cl 0.84-0.98, p=0.01
<t
o
o
™ 4
= 9%
o
C\! =)
o
=
o
=5 o
Hillingdon o 4
O T T T T | T T
0 1 2 3 B 5 6 7
Years
Number at risk
29217 20480 11030 2186
6471 4282 2177 427

Multivariate model adjusted for: age, sex, ethnicity, prior CABG, CKD, COPD, active smoker, CVA, diabetes, hypertension, dyslipidemia, known CAD, obesity, PVD, ACE/ARB at enrolment, B-blockers at enrolment and PMH of ACS.



Statin hiéu qua khang viém va glam blen co

Rosuvastatin 20mg giam LDLc, HsCRP va 47% bién co/tir vong

B Myocardial Infarction, Stroke, or Death from Cardiovascular Causes
1.0+ -
0.08-
T — ) ) \ 0.8- 0.06-
Table 2. Lipid and High-Sensitivity C-Reactive Protein Levels during the Follow-up Period, According to Study Group.* 8 .
Level 12 Mo 24 Mo 36 Mo 48 Mo 5 0 04 PIaCEbO
Rosuvastatin  Placebo  Rosuvastatin  Placebo  Rosuvastatin  Placebo  Rosuvastatin Placebo b =] ) 7
High-sensitivity C-reactive protein . 0‘6 -
(mg/liter) = 0 02 _
Median 2.2 3.5 2.2 35 2.0 3.5 1.8 33 L )
Interquartile range 1.2-4.4 2.0-6.2 1.2-4.3 2.0-6.1 1.1-3.9 1.8-6.0 1.1-3.7 1.7-6.1 2 Rosuvastatin
LDL cholesterol (mg/dl) E 0‘4— 000 [ I | I |
Median 55 110 54 108 53 106 55 109 3 0 1 yi 3 4
Interquartile range 44-72 94-125 42-69 93-123 42-69 90-121 44-70 94-124 E
HDL cholesterol (mg/dl) a Years
Median 52 50 52 50 50 49 50 50 0-2 B
Interquartile range 43-64 41-61 44-65 42-61 41-62 40-59 41-61 42-60 P {0‘00001
Triglycerides (mg/dl)
Median 99 119 99 116 106 123 99 118
Int rtil 74-137 87-167 73-134 83-165 77-148 90-173 74-140 87-164 0-0 I ! I I J I I '
nterquartile range - - - - - - -
0 1 2 3 4
* P<0.001 for all between-group comparisons except for high-density lipoprotein (HDL) cholesterol at 36 months (P=0.003) and at 48 months
(P=0.34). The mean difference in low-density lipoprotein (LDL) chelesterol levels between the two groups at 12 months was 47 mg per
deciliter (1.2 mmol per liter). To convert values for cholesterol to millimoles per liter, multiply by 0.02586. To convert values for triglycerides Yea rs
to millimoles per liter, multiply by 0.01129.
-
DOI: 10.1056/NEJMoa0807646 No. at Risk
Rosuvastatin 8901 8643 8437 6571 3921 1979 1370 998 545 159
Placebo 8901 8633 3381 6542 3918 1992 1365 979 547 181

Rosuvastatin khong cé chi dinh ha HsCRP va khang viém, vui long tham kh&o thong tin ké toa thudc tai Viét Nam



Dé dap trng xu hwéng diéu tri gidm LDL-C tich cwe & khang viém
Statin la chwa du, can Statin cwéong do cao

Recommendations in 2019 version Class® Level® Recommendations in 2024 version Class® Level®

Recommendations for lipid-lowering drugs in patients with chronic coronary syndrome—Section 4

Statins are recommended in all patients with CCS. A high-intensity statin up to the highest tolerated dose
to reach the LDL-C goals is recommended for all

patients with CCS,.

DOI: 10.1056/NEJM0a0807646



New Recommendations (3)

Recommendations

Recommendations for pharmacological low-density lipoprotein cholesterol lowering

Non-statin therapies with proven cardiovascular benefit, taken alone or in combination,
are recommended for patients who are unable to take statin therapy to lower LDL-C levels
and reduce the risk of CV events. The choice should be based on the magnitude of
additional LDL-C lowering needed.

Bempedoic acid is recommended in patients who are unable to take statin therapy to
achieve the LDL-C goal.

The addition of bempedoic acid to the maximally tolerated dose of statin with or without
ezetimibe should be considered in patients at high or very high risk in order to achieve the
LDL-C goal.

Evinacumab should be considered in patients with homozygous familial
hypercholesterolaemia aged 5 years or older who are not at LDL-C goal despite receiving
maximum doses of lipid-lowering therapy to lower LDL-C levels.

@Esc
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Class Level
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i
2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias



Chién lworc diéu tri viém ton dw

Established atherosclerosis
Cardiovascular *

event Lifestyle changes and optimal guideline-
directed medical therapy - Reach target LDL-C

Measure hs-CRP

Continue follow-up Consider anti-inflammatory

treatment (colchicine)

Ron Waksman, et al. Eurolntervention 2024;20:32-44
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KET LUAN

Bénh tim thiéu mau cuc bd (trong d6 co6 hodi chirng vanh man) la nguyén nhan gay tw
vong hang dau trén thé gi¢i & tai Viet Nam. Va phan I&n trong s6 dé co tinh trang
cholesterol cao

Ha LDL-C tich cwc luén Ia muc tiéu quan trong trong diéu tri toan dién cho b&nh nhan
Hoi chirng vanh man. Tuy nhién, nhw vay la chwa dd. Bénh nhan van c6 nguy co
bién cb & t&r vong do cac nguy co tim mach ton dw (viém dai dang,..)

Statin cwdng dd cao dwoc chi dinh loai IA cho bénh nhan HCVM dé tdi wu hoa hiéu
qué ha LDL-C tich cwc va khang viém Ia "xu hwdng" tat yéu dé bao vé bénh nhan
CCS trwdre bién cb tim mach
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