HOI NGHI LIEN NGANH
PHIEN Y HOC GIA PiNH

Quan ly va phong ngtra viém gan

trong cham séc ban dau

ThS.BS Lé Thai Kim Thw

Trung tam bac si gia dinh
Trwong Y, Pai hoc Y Dworc thanh phé H6 Chi Minh

Thanh phé H6 Chi Minh, 20 thang 9 nam 2025



CAC BENH MAN TiNH

TANG HUYET AP ROI LOAN MO MAU “

PAI THAO PUONG ®

BENH PHOI TAC
NGHEN MAN TiNH

BENH THAN MAN TiNH
VIEM KHOP,

THOAI HOA KHOP,
LOANG XUWONG P

BENH GAN MAN TiNH
ALZHEIMER, PARKINSON, POT QUY

CAC ROI LOAN TAM THAN



DAN BAI

QUAN LY VIEM GAN SIEU VI B MAN TAI
PHONG KHAM NGOAI TRU

QUAN LY BENH GAN NHIEM MO LIEN QUAN BEN
ROI LOAN CHUYEN HOA TAI PHONG KHAM NGOAI TRU

QUAN LY BENH GAN MAN TiNH DUA TREN
CONG CU Y HOC GIA DINH



QUAN LY VIEM GAN SIEU VI B MAN

TAl PHONG KHAM NGOAI TRU




‘ Ganh ning bénh tat
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Ganh nang cta nhiém HBV trén thé gi&i %‘i
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Burden of chronic hepatitis B infection (HBsAg +) Prevalent cases of chronic hepatitis B by
by WHO Region, 2019 WHO region, 2022
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WHO-INTERIM GUIDANCE FOR COUNTRY VALIDATION OF VIRAL HEPATITIS ELIMINATION. JUNE 2021 WHO. Global hepatitis report 2024: action for access in low- and middle-income countries

World Health Organization. Global hepatitis report 2024: action for access in low- and middle-income countries, 2024. https://www.who.int/publications/i/item/9789240091672.
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Cac nwoc c6 so ca nhiém HBV chiem tong 2/3
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WHO

Country Total hepatitis B Total hepatitis C Total hepatitis Proportion of
2 0 2 4 infections infections B + hepatitis C total hepatitis
(all ages) (all ages) infections B + hepatitis C
(all ages) infections(%)
China 79700000 4000000 83700000 27.5
India 29800000 5500000 35300000 11.6
Indonesia 17 500 000 1400000 18900 000 6.2
Nigeria 14 400000 1350000 15700000 5.2
Pakistan 3800000 8800000 12 600 000 4.2
Ethiopia 7700000 692 000 8400000 2.7
Bangladesh 7200000 1020000 8300000 2.1
I Viet Nam 6500000 900000 7400000 2.4 I
Philippines 5700000 400000 6100000 2.0
Russian Federation 1700000 2700000 4300000 1.4

WHO. Global hepatitis report 2024: action for access in low- and middle-income countries



Ganh nang bénh tat

Thanh twu va khoang trong trong quan ly viém gan B
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B Hepatitis B diagnosis coverage to end of 2022
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Hepatitits B treatment coverage to end of 2022 (of all people diagnosed with hepatitis B)

WHO. Global hepatitis report 2024: action for access in low- and middle-income countries



‘ Cac hwéng dan chan doan va diéu tr

CONG HOA XA HOI CHU NGHIA VIET NAM
J— Béc lap - Tw do - Hanh phic

Sb: 3310/QD-BYT Ha Ngi, ngay 29 thang 7 ném 2019

QUYET DINH
VE VIEC BAN HANH HPONG DAN CHAN DOAN, BIEU TR| BENH VIEM GAN VI RUT

Cén ctr Nghi dinh s6 75/2017/NE-GF ngay 2
chiFe nang, nhiém vu, quyén han va co cau e

Xét bién ban hop ngay 03/7/2016 cda Héi dbng ch .
ddn chén doan, didu tri bénh viém gan vi it B;

Xét dé nghi cla Cuc trwdng Cuc Quén Iy Khém, chira bénh -
QUYET BINH:

Piéu 1. Ban hanh kém theo Quyét dinh nay Huéng dén chin doan, diéu tr bénh viém
gan virit B va cac phu luc kém theo. |

Biéu 2. Quyét dinh nay c6 hiéu luc ké tir ngay ky, ban hanh. Bai bé Quyét dinh sé i
5448/QB-BYT ngay 30/12/2014 cia Bé trieéng B Y té vé viéc ban hanh hwéng din chan
doan, diéu tri bénh viém gan vi rit B.

Piéu 3. Céc éng, ba Cuctn.rcrng Cuc Quan Iy Kham, chiia bénh; Chanh Van phong Bg;
Chanh Thanh tra B4; cac Vu tnrdng, Cuc trwdng cda B4 Y té: Gidm déc cdc bénh vién,
vién cé givdng benh triee thudc BG Y té; Giam déc S& Y té cac tinh, thanh pho trrc thuc_)c
Trung wvong; Tha trudng y té cac Bg, ngénh; Thi tredng cac don vi ¢d lién quan chiu
trach nhiém thi hanh Quyét dinh nay./

KT. BO TRUONG
Noi nhan: THIF TRUONG
- Nhwr Bigu 3
- B tnrdmg (38 bio cao);
- Céc This treéng (32 bidt);
- Website BA Y té, website Cuc QLKCB;

- L VT, KCB. Nguyén Viét Tién

World Health
Organization

Guidelines for the prevention,
diagnosis, care and treatment
for people with chronic
hepatitis B infection

March 2024

Update on Prevention, Diagnosis,
and Treatment of Chronic
Hepatitis B: AASLD 2018 Hepatitis
B Guidance

Clinical Practice Guidelines

JOURNAL
OF HEPATOLOGY

EASL Clinical Practice Guidelines on the management of
hepatitis B virus infection

European Association for the Study of the Liver



‘ Bac si gia dinh & dau trong cac hwéng
dan gan méat? R

Clinical Practice Guidelines JOURNAL
OF HEPATOLOGY

EASL Clinical Practice Guidelines on the management of
hepatitis B virus infection”

European Association for the Study of the Liver

» Specialists in gastroenterology, hepatology, and infectious diseases

* Physicians in internal medicine and transplant medicine

* Primary care practitioners, who play a key role in screening individuals with risk
factors for HBV infection and administering hepatitis B vaccinations when
necessary.

» All physicians prescribing immunosuppressive therapies

(e.g. haematologists, oncologists, rheumatologists, dermatologists, and neurologists).



‘Béi twong tam soat VGSV B

Appendix 1. Delphi round agreement on the recommendations of the present clinical practice

guidelines.
Recommendation/statement Consensus
For initial screening of HBV infection, HBsAg and anti-HBc should be determined (strong recommendation). 94%

*The recommendation not to include anti-HBs in the initial screening did not achieve strong consensus, as some Delphi panellists

advocated for incorporating anti-HBs testing into the screening process.

HBV screening should be performed in individuals (strong recommendation): 98%
* with elevated liver enzymes and/or clinical signs of liver disease

with cirrhosis/ffibrosis of the liver

with liver cancer (HCC or biliary tract cancer)

with extrahepatic manifestations possibly related to HBY

with end-stage kidney disease undergoing haemodialysis

with HIV infection

with HCV infection

being considered for or undergoing immunosuppressive/immunomodulatory therapy or chemotherapy

with congenital immunodeficiency

considered for stem cell/bone marrow or organ transplants and recipients of such transplants

with an increased risk of exposure to HBV

> individuals from regions with intermediate to high HBsAg prevalence

> family or household members of HBV-infected individuals

> sexual partners of HBV-infected individuals

> individuals in care/correctional facilities

> individuals with multiple sexual partners

> individuals who seek examination or treatment for sexually transmitted diseases

> individuals with nonmedical exposure to body fluids

2 active and former people who inject drugs

HBV screening (HBsAg [anti-HBc not required) should be performed to prevent transmission in (strong recommendation): 98%
+ Blood, tissue, semen, and organ donors

* Healthcare workers

* Pregnant women

Because of the importance of eady diagnosis of HBV infection (prevention of transmission, availability of safe and effective treatment 98%
measures), EASL advocates population-based screening beyond risk groups to identify unknown cases, especialy in countries with

intermediate to high endemicity.
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Hwéng dan WHO niam 2024 R

DPanh gia ban dau trwéc 1 ca HBsAg dwong
ALGORITHM FOR ASSESSMENT, TREATMENT AND MONITORING OF
PEOPLE WITH CHRONIC HEPATITIS B INFECTION=

HBsAg positive

ASSESSMENT FOR TREATMENT ELIGIBILITY VI SCEUEIA T G T L T 23
1. Severity of liver disease using non-invasive tests (APRI or transient elastography)
2. ALTand HBV DNA level

3. Medical history: Screening for presence of coinfections (eg. HIV, HDV or HCV), comorbidities
(eg. diabetes, steatotic liver disease) immune suppression (eg. long term steroids, transplant),
extrahepatic manifestations (eg. glomerulonephritis, vasculitis), or family history of liver cancer or cirrhosis

GENERAL CARE MEASURES

1. Counselling on lifestyle eg. alcohol consumption, diet and physical activity

2. Preparation for starting freatment eg. adherence support, risk factors for renal dysfunction® and baseline
renal function (as indicated)

3. Preventive measures eg. HBsAg screening of family and household members and sexual contacts, with
HBV vaccination of those negative

WHO. Global hepatitis report 2024: action for access in low- and middle-income countries



Quyeét dinh dieu tri bénh nhan VGSVB
Hwdng dan WHO nam 2024 %

DPanh gia ban dau trwéc 1 ca HBsAg dwong

TREAT ALL ADULTS and ADOLESCENTS

d nt and non-p
1. |SIGNIFICANT FIBEROSIS {=F2] gr CIRRHOSIS (F4}’regardless. of HBY DMNA or ALT levels ALT

* Clinical criteria for cirrhosis®
* Mon-invasive tests: APRI »0.5 or transient elastography>7 kPa (adults)®

® ®

2 HBV DNA>2000 IU/mL ANITALT Tevel = OLH" | | HEV DNA

@ <2000 IU/mL

3. PRESENCE OF of any of following [lggrdless of APRI score, HBW DNA or ALT level) J

+ Coinfection (eg. HIV, HDV, HCV)
= Family history of liver cancer or cirrhosis

.
Comorbidities (eg_ diabetes, metabolic dysfunction-associated steatotic I Absence of
liver disease) coinfections,

= Extrahepatic manifestations (eg. glomerulonephritis or vasculitis) _ €°“"°rb'dﬂ'25-_
immune suppression,
extrahepatic
manifestations
family history of liver
4. PERSISTENTLY ABNORMAL ALT LEVELS ALOME" | cancer of cirrhosis

INITIATE ANTIVIRAL THERAPY AND MOMNITOR®
* TDF or ETV DEFER

i * TDF + 3TC or TDF + FTC TREATMENT
WHO. Global hepatitis report - e ) : : AND MONITOR

Persistently normal*®

In absence of al:oas_sto HBV DNA assay

2024: action for access in low-
and middle-income countries




‘ Nhirng thach thirc quan ly VGSVB

Diéu tri cho thanh thiéu nién va tré em

NA dai han gé Thoi diém tbi wu bét dau va
o nan o5 nosn nata ngng TDF dé ngan ngtra lay
cac bién chirng xo gan truyén {tr me 2ang con

Theo dbi chirc nang than M& rong quy O \(/Zé,aiC:Lgrwggtgﬂc]:Sgicg
i mo xét nghlem
NITs trong cac va diéu tri Can nhéc ngirng
quan thé dac hwong téi cac diéu tri
biét N s
' , muc tiéu loai trty
Cac phuwong phap do Mé& rong tiéu
do dan hoi thay thé ® chi diéu trj

Xét nghiém déng nhiém

Diéu tri tac dung kéo HBV/HDV

dai (thudc tiém/cay

gheép) A PP
Phat hién s&m ung thu biéu mé té bao gan

WHO. Global hepatitis report 2024: action for access in low- and middle-income countries
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History of MASLD

(1962-1970's) Clinical
and pathological

(1884) Fatty Liver (1938) Fatty Liver in descriptions of fatty liver
(1836) Fatty Liver found in patients those with Diabetes in those with obesity (1983) NASH diagnosis
First Described with Diabetes linked with Cirrhosis and/or diabetes was extended to children
@® ® ® o @ ® ® ® @
(1838) Fatty Liver (1885) Fatty Liver (1958) Histological (1980) NASH was described
First associated and Obesity were Findings of Fatty by Ludwig as histologically like
with Cirrhosis linked Liver in Obesity alcohol steatohepatitis but in

those denying alcohol misuse

(2023)- MASLD (metabolic
dysfunction associated steatotic

(1986) Shaffer
and Thaler liver disease) was proposed as
formally named (1999) Metabolic areplacement for NAFLD and
this liver disease syndrome (MetS) (2015) Reciprocal MAFLD to not only highlight
as Nonalcoholic was associated with causality reported the metabolic features but also
fatty liver disease steatotis, fibrosis and (2002) The first STC between NAFLD and to reduce stigma with terms
(NAFLD) cirrhosis on NAFLD MetS alcohol and fatty.
@ ® e o ® ® [ ® [
(1998) Hyperinsulinemia, (1999) The Clinical (2008) Lean NAFLD was (2020) MAFLD (metabolic
insulin resistance (IR) and Pathologic described as a result of IR, associated fatty liver
and hypertriglyceremia Spectrum of NAFLD oxidative stress and endothelial disease) was proposed as
were linked with fatty liver was described dysfunction rather than by MetS a replacement for NAFLD to
highlight the features of this
liver disease.

Figure 1. Timeline for the evolution of metabolic dysfunction-associated steatotic liver disease (MASLD). NASH, nonalcoholic steato-
hepatitis.

AFLD Alcoholic Fatty Liver Disease: bénh gan nhiém mé& do rwou

NAFLD Non Alcoholic Fatty Liver Disease : bénh gan nhiém mé& khong do ruou

NASH Non Alcoholic Steatohepatitis Viém gan nhiém mé& khong do rwou

MAFLD Metabolic dysfunction Associated Fatty Liver Disease B&nh gan nhiém m& lién quan rdi loan

chuyén hoa



Sinh bénh hoc
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Figure 2. Role of hepatokines and other factors in the development of insulin resistance and cardiovascular disease. MASLD, metabolic
dysfunction-associated steatotic liver disease. Adopted and modified from the article of Stefan et al.”” (Cell Metab 2023;35:236-252) with
permission from creative commons.



Sinh bénh hoc

15%-30% 12%-40% 15%-25%
LA RN ] LA AN ] et e
-'... ...'o‘ .0... - o ...°o‘
Healthy liver Simple steatosis Cirrhosis

.
V.. R .’ - .
Fatin <5% of ®%esssee®’ Steatosis ®%eessec®’ Steatosis o Diffuse fibrosis o 7%
hepatocytes ( 25% fat) Ballooning % Severe dysfunction ?
Inflammation °,
Fibrosis

Factors associated with MASLD progression

Genetic factors Environmental factors  Complications
PNPLA3 Diet Diabetes
TM6SF2 Gut microbiota Obesity

Cardiovascular disease

FIGURE 1
MASLD spectrum. According to different clinical conditions, a healthy liver can develop into simple steatosis and metabolically associated
steatohepatitis (MASH), which is still reversible. If MASH develops into cirrhosis, the histopathology becomes irreversible and may develop into

hepatocellular carcinoma (HCC). At the same time, genetic, environmental factors and combined diseases can affect the occurrence and development
of MASLD.



‘Sinh bénh hoc

CHRONIC
INFLAMMATION

TERT
@ P53
g z cwne:
M 2 AXIN1
Hev Hov g 8 ARIDLA/ARID
8 NFE2L2/KEAP1/RPS6KA3
**
= TUMOR INITIATION

GENETICS
CO-MORBIDITIES
GENDER [ —_— —)
AGE
AFLATOXIN

Chronic viral infection Inflammation Fibrosis Cirrhosis Hepatocellular carcinoma

!

Hepatocellular carcinoma Steatosis

Progression of liver disease caused by Hepatitis B, C, or D infection (10-40 years) ]



‘Tiéu chuan chan doan MAFLD

Dan sé nguy co cao cua xo héa gan tién trién do MAFLD
(Béo phi, Pai thao dwéng type 2, hdi chirng chuyén héa)
v
Nhiém m& gan & ngwdi Ién
I (hinh anh hoc, xét nghiém hoéc sinh thiét gan)
i B &
Thira can hogc béo phi Can nang WE—"W Dai thao dwéng type 2
(BMI = 25 kg/m? & Au-My hoac (BMI < 25 kg/m? & Au-M§ hoac _ )
BMI = 23 kg/m2 & chau A) BMI < 23 kg/m? & chau A) (theo tiéu chudn thé gidi) )

Hién dién it nhat 2 yéu té nguy co chuyén hoa:

Viéng eo 2102/88 cm dbi véi namind & Au-M§ (= 90/80cm & dbi véi naminik & chau A)
Huyét ap = 130/85mmHg hodc dang dung thudc ha ap

Triglycerid mau 2 150mg/dl hode dang ding thube

HDL-Cholesterol < 40mg/dl véri nam va < 50 mg/dl véi nir hode dang dung thube

Tién BTD: Buéng huyét doi 100-125mg/dl hodc dwéng huyét sau 2h nghiém phép dung
nap glucose 140-199mg/fl hodc HbA1c 5.7%-6.4% HOMA-IR:

Homeostasis model assessment (HOMA)- chi sé d& khang insulin = 2.5 Fasting glucose (mmoliL) + insulin (mU/ml)

. I Hs-CRP = 2mg/L I 225
r * ] *
Khoéng can loai trwv
CHAN POAN MAFLD Nguyén nhan khac

Eslam M et al. Hepatol Int. 2020 Dec;14(6):883-919



Tiéu chuan chan doan MAFLD

Bénh gan nhiém m& (SLD)

Bénh gan nhiém m& lien
quan dén réi loan chuyén
héa (MASLD)

Gan nhiém m& lién quan
dén réi loan chuyén héa
(MASL)

MASH nguy co cao
Thang diém hoat dong

MASLD (MAS)**

Céac giai doan xo héa

Xo hoa dang ké vé mat
lam sang

dén rdi loan chuyén héa

Mot thuat ngr “chung” bao g8m nhiéu phan nhém bénh khac nhau,
chi yéu dic trung bai tinh trang r dong ma tui lon tai gan.

C6 SLD v&i it nhat mét Y TNC chuyén héa (thira can hodc béo phi hodc
vong eo lén hon phéan vi th 95, tang huyét ap, tién BTD hoac BT tip
2, tang triglyceride hoac HDL thap) va khéng uéng rugu hoac uéng
vé&i 56 lrgng khong cé kha nang truc tiép dan t6i bénh gan (< 20
g/ngay déi vai nir gidi, < 30 g/ngay déi véi nam gidi).

Gan nhiém m& khong cé viém tiéu thuy hoac chi cé & murc t6i thiéu va
khéng ¢6 tinh trang phinh to va luong ruou tiéu thu dudi ngudng ghi
chi & trén.

Viém gan nhiém m& (c6 diém MAS = 4) va xo héa giai doan = F2 (tirc
la nhirng ngudi cé nguy co mac bénh xo gan trong tuong lai cao hon)

(xem bén dudi).

Téng s6 diém cho tinh trang nhiém m& (0-3) cong v&i tinh trang
phinh té bao gan (0-2) céng vdi tinh trang viem tiéu thuy (0-3).

Dura trén murc dé nghiém trong va su phan bé cliia mé seo.

Xo hoéa nhe: giai doan F1 (c6 xo hda xoang tinh mach gan & vi tri
quanh té bao)

Xo hda trung binh: giai doan F2 (tirc la xo hda xoang va xo hda
khoang ctra)

Xo héa tién trién: giai doan F3 (ture la xo héa cau néi, thudng la cau

ndi tir trung tam dén khoang cira hoac tir trung tam dén trung tam)
hoac giai doan F4 (cirrhosis - xo gan)**

Xo hoa giai doan = F2

SLD (steatotic liver disease), bénh gan nhiém m&
MASLD (Metabolic dysfunction-associated steatotic liver disease), Bénh gan nhiém ma lién quan

- MASL (metabolic dysfunction-associated steatatic liver), Gan nhiém mé& lién quan dén réi loan

chuyén hoa

loan chuyén hoa

MASH (metabolic dysfunction-associated steatohepatitis), Viem gan nhiém ma lién quan dén r6i

MAS (MASLD activity score), thang diém hoat dong MASLD

PONG THUAN
ADA 2025

MASLD O’ BENH NHAN A
PAITHAO PUONG

sang loc va can thi

Tailiéu duoc luoc dich boi Z-waka

Nhw vay MASLD
bao gom MASL chwa viém
va MASH da c6 viém-xo’ héa



‘Tiéu chuan chan doan MAFLD
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p
Thay dé6i danh phap trong SLD

—

MASLD Gan nhiém m& c6 = 1YTNC tim mach chuyén hoa:
« Tién DTD hodc DTD
(Bénh gan nhiém « Thira can hodc béo phi
ma lign quan dén réi « Réiloan lipid mau (hodc dang diéu tri ha lipid)
loan chuyén héa) » Téng huyét ép (hoic dang dung thude ha huyét 4p)

- MetALD MASLD trong bdi canh tiéu thu nhiéu rugu
Benh gan (tir 20 d&n 50 g/ngay & nir gidi va tir 30 dén
== - 60 g/ngay & nam gidi)
nhiem mo&
(SLD) [
P

Gan nhiém mé trong béi canh lién tuc
tiéu thu nhiéu rugu (> 50 g/ngay & nir
gidiva = 60 g/ngay & nam gidi)

o

(Bénh gan lien
quan dén ruou)

« Nguyén nhan da biét: gan nhiém ma do thuéc, SLD

monogenic v c4c nguyén nhan khéc Tai liéu duoc lugc dich boi Z-waka
Nguyén nhan chua biét: chua xéac dinh : 3 E i

Gan nhiém m& khang ¢6 YTNC tim mach chuyén
héa hoac khéng sir dung rugu qua mic (MASLD
trong tuong lai?)

SLD, steatotic liver
disease; MetALD,
metabolic dysfunction
and alcoholic liver
disease; ALD, alcohol-
associated liver disease

Céc nguyén
nhan khac
cua SLD




QUAN LY CAN NANG
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QUAN LY PAI THAO PUONG

FPh

tang nguy cd xd hoa

MNguy co thap

MHguy cd
chua xdc dinh
FIB-4 &7

LSM

Nguy od coo

M&u cé thé, kidm sodt bl uu Judng huyét bdng vidge uu tén s dung cdc thudc cd khda ndng dédo ngude vigm gan
mhetm md U tidn GLP-1 RA wi SGLT2i wang CVD. Uu tidn SGLT2i trong CKD wé HF

Gidm lugng duding nap vao od the€ béng viéc @n cdc loai tinh bét nguyén chdt jrou, d&u, trai céy) thay i tink bét

ch bidn

=6,5% trén nhitng bénh nhén khdng ob ode bénh mac kim ngh
6.5% cho cdc trudng hdp con lai)

nguy cd ha dudng huyét thap

m trgng wh

Trong xo gan tién trién’, thén

trong wdi nguy oo ha duling huydt
wi trdmh s dung odc thudc dudng

umg?

Cn nhiic sl dung cdc logi thwdc lam
giam md gan |pioglitazone, GLP-1
RaA, SGLT2)

SGLT2i cdi th

Cén nhéc monh vidc s0 dyng odc
thudc b hidu qud trong NASH:
Pioglitozone viyhodc GLP-1 RAL
Khéng cd béing chidng cho thiiy

1 vk gan nhikm md

Cén nhéc cdc thudc cd hifu qua

trang MASH: Pioglitazol véhodc

GLP-1RA?. Khéng cd di lidu wé
hidu gqud trong xd gan

Cd thé tiép tyc s dyng nhung Igi ich hgm ché trén md hge gan trong NAFLD

Cd théé tifp tuc sl dung (F2-F3)
nhuing trédnh sd dung cdc thudc
dubng wing trén bénh nhin xa
gan tin trién. Khing thé tranh
dudc vige s0 dung insulin trén
nhifng bénh nhin néay wa 45
thuBing I o chan duy nkdt




QUAN LY TANG HUYET AP

LSM B

ELF 7.7

12k
88
Téi uu hod vidc kifm sodt huyét dp

Ph cd xd héa
MHguy od thap chu:g::::inh
AB-4: <1.3 FiB-4: 1.3-2.67
S ]

o khi mive o6 thé, Ddnh gid 3 1

wa cdi thién sidc khoée tim mach béng
hdng mt 1dn va ting cudng didu tri

cdch sif dung cdc thudc vu tién, bt
cho dén khi dgt dugc myc tiéu

HA tm thu <130mmHgf

HA tdm thu <130mmHg/
HA tdm trudng <B0 mmHg

HA tdm trudng <B0 mmHg

Ha tdm thu <130mmHg/f
HaA tdm trugng <80 mmiHg;
Cd thi hod ndu xa gan mat bl

{wi du: ché dd an kigng DASH).

Ligu phdp déu tay:

nigodi cde khuy@n odo chung wé ché dd an udng, gidm lugng natri wa tEng cudng thye phdm gibu kali

Ligu phdp dbu tay:
ACEls vd ARBs

ACEls v ARBs

Tuding ty nhung tranh ACEI hodc
ARB néu xd gon mdt bl

Lyfa chgn thit hai: CCB, BB® hodic thude 1gi tiéu thiczide
(b8 sung khi cdn thiét)

Tuigng ty nhung ca thé hoo néu xo
gon mdt ba, Than trong khi sd
dung thubc Idi tidu nguy cd lgi tidu
quad muc)

Lya chon thudc ha HA bé sung: thudc chen alpha, thubc tde ddng trung
témn, thude gidn mach, thude khdng oldosterone

*Chu thich:

Tuizng ty nhung cd thé hda néu xd
gan mdt bl

du: 120
mimHig bt St vl by phip ke
chven beba Bic @ing cEn cin néng mic & T

o © wh Behing chuing 1 stng vl £oc Bl o kbm (gHn tinh mock, tineg de s Bnh mmach i, viém cf tretng, v
N rrari-bg W phis b v u

dyng gy

ung ph <o thusc




QUAN LY ROI LOAN LIPID MAU

. innnmant sthyd Sgingery duse

Cén didu tri tich cue =dm rdi loan lipid mdu 3& gidm nguy ed tim mach
Témg cuting didu tr cho dén khi dot dudge muc tiéu lipid

Tang higng chit xg (=25 gingdy), wu tién row o, trdi ody nguyén hot, oo logi hat, gigm chdt béo bao hiso va dudng bé sung
[wi dhy; ché @4 &n Dig Trung Hai)

Mguy ed CV rit can®
B8 od CVD hodc nguy od trong
10 ndm =20%
BTE wdi >1 yfu t8 nguy cd. CKD 23, HeFH|

Il =70 Il <55
] <100 [ <80
| <150 <160
o0 ] <80 <70

Si dyng stotin? cuding &4 trung binh dé€n coo, trif khi cd chéng chi dinh
Statin an tedn trong MAFLD hedc NASH nhwng khéng sd dyng trong wd gan mdt ba {Child C)

Sif dung stotin lifu coo han hode hidu Iye cao han

Eretemibe. chiit dic ché PCSEA, acid bermpedoic, colesevelam, inchsiron

Fibrate, Ax grade omega 3 FA. icosapent ethyl (néu mdc bénh BT, t8i uu hao viéc kifm sodt duiing hayét va odn nhdc
U dyng pioglitazone)®

Thiéém icosapent etyl® ” Thém icosopent ety

i = Too thedc

A0 B0 magir
g nap 35 S nlfu Ehlng St A chiit e chif PES, axfl Bempadale, (akummlom hede incli
s b phii bitng ode disk gid 190 Fung tang phisg
L nfwing kihing |iam gaim Dot Lim mach v km nohsm Eong rm B Auiing Pyt & nbdng ngull o nguy £3 coo més ek OT0
wrpties £fie it e i phdes b e che libu e shatn duse Sung rop B e 38 gdm nguy o mbe bk tre mech & nhing rouil £ rguy £8




QUAN LY BENH GAN MAN TiNH

DUA TREN
CONG CU Y HOC GIA BINH




THANK YOU

For Your Attention
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