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NOi dung

» M&i lién hé gitva DTD va bién chirng tim mach

« Danh gid nguy co bénh tim mach t cac khuyén céo
hién hanh

« Diéu trj da yéu to tlr sdm dé kiém soét bién chirng tim
mach theo ADA 2025

. Nghlen clu thudc e ché SGLT2 trong phong nglra
s&m bién cd tim mach cho BN BDTD tip 2



Vong xoay bénh ly BDTD va tim mach — than

Suy tim Nguyén nhan hang dau giy nhap

DTD tip 2 ting 5 ,
p<tang vién & BN 16n tudi 3

bTb tlp 2 lan nguy co' mac
40% BN DTD tién Bénh than man (%@ 64.5% BN bénh than giai doan 1-5 méc

suy tim? .' ” 1 trong 2 bénh nhan tién lwgng tw

63M?2 vong trong vong 5 ndm sau chéan

® . ° # dodn4
o .. ” tri€n thanh bénh P O ° kém bénh Tim mach®
than man? @ ) 2 ta g . e o
l"ﬂ' 425M1 e Global Ty 1& mac Suy tim gia ting theo tién
(2017) q ‘ l prevalence trién cla bénh Than man®
13.4%"

Suy tim va Bénh than man
629M | 13 vong xodn bénh Iy: I
Viét tdt: CKD, chronic kidney disease; CVD, cardiovascular disease; HF, heart failure; T2D, Type 2 diabetes

2045 ~ ~n \ \ v ~ ~ .
(2045) Y&u t8 nay lam nidng hon yéu té kia ®
International Diabetes Federation. IDF Diabetes Atlas, 8" edn. Brussels, Belgium: International Diabetes Federation; 2017; 2. GBD 2016 Disease and Injury Incidence and Prevalence Collaborators. Lancet 2017;390:1211-1259;

3. Foltz-Gray D. Available at: www.aarp.org/he alth/doctors-hospitals/info-03-2012/hospital-admissions-older-adults.html (Acce ssed July 2019); 4. Taylor CJ, et al. BMJ 2019;364; DOI: 10.1136/bmj.1223; 5. Hill NR, et al. PLoS One 2016;11:e0158765;
6. US Renal Data System. USRDS Annual Report, 2018; Chapter 4. Available at: https://www.usrds.org/2018/view/v1_04.aspx (Accessed July 2019); 7. Nichols GA, et al. Diabetes Care 2004;27:1879-1884; 8. Alicic RZ, et al. Clin J Am Soc Nephrol

2017;12:2032-2045; 9. Ronco C, et al. J Am Coll Cardiol 2008;52:1527-1539




Bién c6 tim mach thwong xuat hién SOM va TANG DAN theo th&i gian mac bénh &
ngw®i bénh DTD type 2

_ UKPDS-10 nim ADVANCE ACCORD VADT

C& mau 5.102 11.140 10.251 1.791
Tudi trung binh 54 58 62,2 60,4
Tinh trang DTD M&i chan doan 8 nam 10 ndm 11,5 ndm
Bién chirng tim 9% 32% 35% 40%
mach

Bién chirng 18% 10% 14% 62%
mach mau nhd | L

Sau 10 nam, bién chirng tim mach rat cao toi

O thoi diém chan doan téi 8 nam d4u tién, Bién
40% va BC MMN téi 62%

chiéng tim mach than tang nhanh nhat

Can thiép trong 10 ndm dau tién, co hoi BN c6 nguy cdtim‘ ma(ih cao
phong ngira sSO'M bién chirng tim mach Can thiép mubén hon =>can diéu tri tich cuc

Matheus AS, Tannus LR, Cobas RA, Palma CC, Negrato CA, Gomes MB. Impact of diabetes on cardiovascular disease: an update. Int J Hypertens. 2013;2013:653789. doi: 10.1155/2013/653789.



Kiém soat sém dwérng huyét gitup giam bién chirng
mach mau trén dai thao duong tip 2

Thei gian % R ~: A . . N .
ca 2 Thuoc ha dwong Theo doi HbA,.: Ban dau, Khac BC vi Bénh ly tim >
Nghién ciru ma(‘;BB)T b huyéta (trung vi) biét gitra 2 nhanh mach mach T vong
7.1% (tat ca cac BN)p,
UKPDS! 10 nam —0.9%¢ l < <
LR SU/insulin hoac |
M%'Og:]an metformin2 so v&i ché
TRPDe. do an 10 nam sau | Khéng khac biét HbA, ! ! !
kéo dai2 can thiép giira 2 nhanh bTd
|
KSDPH tich cwc bao » i
ADVANCE? |  8nam gbm gliclazide so voi 5 nam 7:5% (ca 2 phanh)”. ! o .
DT thuwong quy o7
. Céac thubc DT ha DH & y 8.1% (ca 2 nhanh)e,
. Céc thuéc DT ha bH & y 9.4% ( c& 2 nhanh),
VADT® 11.5 nam ca 2 nhanh 5.6 nam _1.5%¢d « « «

Kiém soat HbA1c gitip cai thién ca BC vi mach lan
BC mach mau I&n nhwng can can thiép s&m va kéo dai

aQObese patients; PMean baseline HbA,.; °Median between-arm difference; “Mean between-arm difference; eMedian baseline HbA..
CV = cardiovascular;, UKPDS = United Kingdom Prospective Diabetes Study (UKPDS);, ADVANCE = Action in Diabetes and Vascular Digase: Preterax and Diamicron Modified Release Controlled Evaluation; ACCORD =

Action to Control Cardiovascular Risk in Diabetes; VADT = Veterans Affairs Diabetes Trial.
1. UKPDS Group. Lancet. 1998;352:837-853. 2. Holman RR et al. N Engl J Med. 2008;359:1577—-1589. 3. ADVANCE Collaborative Group et al. N Engl J Med. 2008;358:2560-2572. 4. Gerstein HC et al. N Engl J Med.

2008;358:2545-2559. 5. Ismail-Beigi F et al. Lancet. 2010,376:419-430. 6. Duckworth W et al. N Engl J Med. 2009;360:129—139.



Vi sao can phong nglra bién co tim mach som
va quan ly bénh tim than hiéu qua cho BN DTD tip 2°?

.

Di

\_

én tién Aam tham: cac

tén thwong tim mach va

than tién trién am
tham, khong triéu
chirng ban dau.

/

ADA Standards of Care in Diabetes — 2025
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Kha nang phuc hoéi thap:
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Chi phi diéu tri cao:
Diéu tri bién chirng ton
kém va it hiéu qua hon
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Danh gia nguy co’ bénh tim mach twr cac
khuyén cao hién hanh



ADA 2025: Danh gia toan dién nguy co’
cua bénh nhan va cac bénh ly mac kém

Table 4.2—Essential components for assessment, planning, and referral

Assessing risk of diabetes complications
e ASCVD and heart failure history
e ASCVD risk factors and 10-year ASCVD risk assessment
e Staging of chronic kidney disease (see Table 11.2)
e Hypoglycemia risk (see Section 6, “Glycemic Targets and Hypoglycemia Prevention”)
e Assessment for retinopathy
e Assessment for neuropathy
e Assessment for MASLD and MASH

Goal setting

e Set A1C, blood glucose, and time in range goals

e Set lipid goal

e If hypertension is present, establish blood pressure goal
e Weight management and physical activity goals

e Diabetes self-management goals

Diabetes Care Volume 48, Supplement 1, January 2025 https://diabetesjournals.org/care
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ADA 2025: Tam soat suy tim cho tat ca BN dai thao dudng

Screening for Undiagnhosed Cardiovascular Disease

OO

000
~ M

Who to
Screen?

Coronary Artery

Disease

Heart Failure

Peripheral Artery
Disease

Routine screening is
not recommended for
asymptomatic individuals.

Screen all adults with
diabetes, which increases
risks for asymptomatic

(stage B) and symptomatic

(stage C) HF.

Screen individuals with diabetes and age
=65 years, any microvascular disease, foot
complications, or end-stage organ damage

from diabetes, if a PAD diagnosis would
change management. Consider screening
anyone with a diabetes duration =10 years.

If signs or symptoms of
cardiac or associated
vascular disease, or
electrocardiogram
abnormalities are
present, screen using
routine methods.

Measure BNP
or N-terminal pro-BNP.
Echocardiography is
recommended for those
with abnormal BNP levels.

J

Screen with ankle-brachial index testing.

Diabetes Care 202548 (Suppl.1):51-S5



Khuyén cao Hoi Tim mach Chau Au va Viét Nam:
S dung thang diém danh gia nguy co’ tim mach cho BN DTD

Bang 3. Khuyén cdo wéc tinh nguy co bénh tim mach do xo’ vira

Khuyén cao

O dbi twong khoé manh < 70 tudi ma khéng cé ASVCD,
DTD, bénh than man, bénh ly lipid di truyén hodc bénh tang
huyét ap thi khuyén céo wéc tinh nguy co CVD ttr vong va
khéng t&r vong 10 ndm bang thang diém SCORE?2.

O dbi twong dwoc khoé manh > 70 tudi khéng c6 BTMDXYV,
DTD, bénh than man, bénh ly lipid di truyén hodc bénh tang
huyét ap thi khuyén céo wéc tinh nguy co CVD t&r vong va

khéng t&r vong 10 nam bang thang diém SCORE2-OP

”

Murc
khuyén cao

'

Murc
chirng cwr

Bénh nhan BTMDXV ho&c t6n thudng cd quah dich néng

O BN BTD khéng c6 BTMDXV trwéc d6 thi khuyén cao0 woc
tinh nguy co CVD tl&r vong va khong ttr vong 10 nam bang
thang diém SCORE2-Diabetes.

Nhirng BN c6 BTMDXV da biét va/hodc BDTD va/hodc bénh
than trung binh — ndng va/hoac réi loan lipid mau tinh chat
gia dinh ho&c bénh tdng huyét 4p dwoc xem la nguy co CVD
cao hodc rat cao

European Heart Journal (2021) 42, 3227-3337 doi:10.1093/eurheartj/ehab484
KHUYEN CAO DIEU TRIROI LOAN LIPID MAU CUA HOI TIM MACH VIET NAM 2024
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Coéng cu danh gia nguy co Tim mach-Than do H6i Tim mach
hoc Viéet Nam phat trien tren website caremeyeulayminh.com

2.1.4. Mét s6 (rng dung thwe té gitp wée tinh nguy co bénh Iy tim mach tai
Viét Nam

Dé& c6 thé giip cho cac thay thudc Vigt Mam dé thurc hanh tinh nguy co tim mach
cho ngudi bénh, HAi tim mach qudc gia Vigt nam d3 xay dung nhifng bd cing cu
nhu bén dudi:

-SCORE_VN la mat cong cu Viét hda tlr ESC SCORE, dwoe Héi Tim mach hoc
Vigt Mam va Phan hdi tim mach can thiép Viét Nam thong nhat phat trién [14]. Ban
dau, tir ném 2021, App SCORE_VN duroc phét trién trén (g dung dién thoai. Bén
nam 2022, App SCORE_VN dugc cap nhat phién ban mai nhattlr ESC 13 SCORE2
va SCORE2-OP. M&i nhit, SCORE_VN d3 cd phién ban trén website cla Hoi tim
mach hoc Viét Nam, gilp ngudi ding cé thém cach tiép can. Cho d&n dau ndm
2024, SCORE_VN da co 63855 lwot truy cap. Bay 1a mdt phuong tién don gidn v
cac théng tin ca nhan va cac yéu to nguy co truyén thdng (giditinh, tudi, tién can hat
thudc 14, van dang thé lue, yéu to gia dinh, mirc huyét ap, Cholesterol toan phan,
LDL-C, HDL-C) giao dién than thién véi ngdn nglk Viét, gitip nhén vién y t& danh gia

nguy co cho nguéd bénh trong thi gian ngan. K&t qua danh gid duoc hinh anh héa
Chu’ong trinh sinh déng dé cho vigc gidi thich nowdi bénh voi cac muc tiéu cu thé.
Ching ta ¢ thé truy cap theo cac dwdng link sau & sir dung: hitps:/vnha.org.

vni/detail/1 3677 /cong-cu-danh-gia-nguy-co-tim-mach.html
= P a AT - CAREME - Yé&u lay minh. Nam 2021, H3i Tim mach hec Viét Nam d3 xay
D a n h g I a ye u to n g uy cd durng chuong trinh CaFteNle —“r'éu 18y minh nham dua ra métgii;\i phap don gidn
frong danh gia toan dién yeu t0 nguy co im mach — than — chuyen hoa cho bénh
nhan Viét Mam théng qua mdt img dung (httpivnha.orgvn/detail.asp?id=1425).
Moudi ding b thé truy cip ing dung bang ma OR, hodc may ki-0t dat tai bénh

TIM MACH - THAN N

Hodc quét ma QR

- Yéu ldy minh - 101 TIM MACH HOC VIET NAM

KIEM TRA MIEN PHI TAI DAY

Khuyén cao | DIEUTRI ROILOAN LIPID MAU 2024

vién cd thé duroe thirc hign bii bac sT, diéu durdng, bénh nhan, ngudi nha bénh nhan.
Gan day nhat vao ndm 2023, Hai Tim mach hoc Viét Nam d3 tich hop hai thang
diém SCORE2 va SCORE2-OP vao (g dung nay, va da thuc hién danh gia nguy
» : Jeta : 13 : ] ) sch-than.html - access on July 29th 2025 cor tim mach tai hon 50 bénh vién trén cd nude. Churong trinh CaReMe danh gia
11 nguy cor tim mach cho b&nh nhan théng qua ma OR, ki-6t d3t tai bénh vién, hodc

2. KHUYEN CAO BIEU TR| ROI LOAN LIPID MAU CUAHOI TIM MACH VIET NAM 2024 truv co dudma link hitos ficaremeveulavminh.com
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Cac danh gia phat hién cac bat thwong vé tim, than & BN BTD
tip 2 c6 nguy cor mac BTMDXYV, suy tim hoac bénh than man

Patient population Frequency

eGFR  Patients at risk of CKD * Monitor annually
@]
X
o - .

Albuminuria } II:Ia:tlents LS * Monitor annually

CAC score  Patients at risk of ASCVD * Monitor every 5 years
LL
I
g Natriuretic peptide
0 (NT-proBNP or  Patients at risk of HF * Monitor if needed
>3 BNP)*
) Symptomati ted

Echocardiogram H)Igmp omatic or suspecte * Monitor if needed

*For those with or at risk of HF, both natriuretic peptides are useful biomarkers to determine the presence and severity of HF, and monitoring their levels is useful/can be relevant if HF is suspected
ASCVD, atherosclerotic cardiovascular disease; BNP, B-type natriuretic peptide; CAC, coronary artery calcium; CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; HF, heart failure; NT-proBNP,
N-terminal pro- B-type natriuretic peptide; T2D, type 2 diabetes; UACR, urine albuminuria-creatinine ratio

12 Handelsman Y et al. J Diabetes Complications 2021;36:108101



Dieu tri da yeu to dé kiem soat
bien chirng tim mach



Cumulative Incidence of Death (%)

Ngoai kiém soat dwdng huyét, can diéu tri cac nguy co’ tim mach khéac

« Nghién ctru STENO 2, kiéem soat tich cwc cac chi s6: HbA1c(< 6.5%), cholesterol toan phan < 175mg/dL
(4.5 mmol/L), Triglycerid < 150 mg/dL (1.7 mmol/L), SBP < 130 mm Hg, DBP < 80 mm Hg

* Nghién ctru kéo dai 7.8 nam, me& réong theo doi dén 13.3 nam

Kéo dai tudi tho thém 7,9 nam &

Ty lé tor vong (%) Bién co tim mach (%) théi diem theo do6i 21 nam
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N Engl J Med 2008; 358:580-591 Diabetologia 2016 Nov;59(11):2298-2307.
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ADA 2025: bé giam bién chwng dai thao dwong -
Can quan Iy toan dién vira kiem soat bH
+ cac yéu to nguy co’ khac

American
Diabetes
. Association.

REDUCTION IN DIABETES COMPLICATIONS

Lol Baf ol Tof

o« N o A’ N " Glycemic Blood Pressure Lipid C:;gc!eigffsa:gittl:gr
S , Klem Klem Du ng thuoc Management Management Management aanKidgtey
Kiem soat soat huyé't soa’t RLLP co loi trén
dwong huyét su 5 ) 2
&ty tim - than k %O “%)

AND DIABETES EDUCATION

- - - - HJJ"J LIFESTYLE MODIFICATION L|‘LLH o

Thay ddi 16i sdng, gido duc bénh nhan

Figure 10.1—Multifactorial approach to reduction in risk of diabetes complications.

Cardiovascular Disease and Risk Management:
Standards of Care in Diabetes - 2025 Diabetes Care 2025;48(Suppl. 1):5206-5238



Muc tiéu dwérng huyét theo ADA 2025

N 0 , . Good health and Most Older adults Older adults with
< ( function, low adults with complex/ very complex/
M UC tleu A1 C 7 /0 d uJO,I 53 . treatment risks T Healthy intermediate poor health
= > 5 and burdens health
mmol/mol) la phu hop cho nhiéu i older 2 Any aduits
. adults with limited life

expectancy

nguwoi lon khnbng mang thai,

khéng bi ha duéng huyét néng [ ﬁ’ é% I R
o \ X \ | 1 \ !

hoac ha dwong huyét thwong foﬁh :
o~ 8 _ 1 - -

xuyén anh hwdng dén strc khoe
hOéC Chét |u’Q’ng Cuéc Séng' A <6.5% <7.0% <7.5% <8.0% No A1C goal

Modifying Factors

=

. > DY , x = Favor more stringent goal Favor less stringent goal

Giam lieu cac thuoc gay ha bH Short diabetes duration Long diabetes duration
(l”SUIln, SU hoaC meglltlnldes)’ Low hypoglycemia risk High hypoglycemia risk

o 2 X , Low treatment risks and burdens High treatment risks and burdens
hoaC Ch Uyen Sang th UOC CO Pharmacotherapy with cardiovascular, kidney, weight, | Pharmacotherapy without nonglycemic benefits

A S or other benefits
nguy co ha DH thap hon, danh _ — _ _ —
- No cardiovascular complications Established cardiovascular complications

Cho nhU’ng Ca nhan CO ng uy CO’ Few or minor comorbidities Severe, life-limiting comorbidities

cao bi ha dwdng huyét. B

Diabetes Care 2025;48(Suppl. 1):S181-5206



Thuoc tac ddong trén nhiéu co’ ché bénh sinh DTD 2
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Wc ché SGLT2 cai thién cac roi loan chuyén héa
tren dai thao dwong tip 2

SGLT2 inhibitor on top of Empagliflozin Canagliflozin Dapagliflozin Ertugliflozin
metformin 10 mg? 100 mg? 10 mg3 5 mg*

HbAlc, % -0.70* -0.73" -0.84* -0.7%

Weight, kg -2.08* -3.37 -2.9% -3.08

° Systolic blood

ol -4.5% -3.57 -5.11 -4.48
pressure, mmHg

g Diastolic blood 2 0% 1.8t -1.87 -1.68
pressure, mmHg

Comparison of studies should be interpreted with caution due to differences in study design, populations and methodology

*Adjusted mean change from baseline at Week 24; fLeast squares mean change from baseline at Week 52; *Adjusted mean change from baseline at Week 24; SLeast squares mean
change from baseline at Week 26; TMean change from baseline at Week 24

HbA1lc, glycated haemoglobin; SGLT2, sodium-glucose co-transporter-2; 12D, type 2 diabetes

1. Haring H-U et al. Diabetes Care 2014;37:1650; 2. Lavelle-Gonzalez FJ et al. Diabetologia 2013;56:2582; 3. Bailey CJ et al. Lancet 2010;375:2223; 4. Rosenstock J et al. Diabetes Obes
Metab 2018;20:520



Phoi hop thudc dé dat muc tiéu dwérng huyét nhw thé nao?

HbA1lc muc tiéu <7%

NICE 20203: Phdi hop d6i néu that bai Met

AACC 20232: Phéi ho'p d6i ngay AACC 20232: Phéi ho'p ba ngay
Néu HbAlc = 7.5% Néu HbA1c >9.0%

Khuyén cao

Hoan canh

Can nhac diéu tri

ADA12025 A1C cao hon 1.5-2.0% so v¢&i muc tiéu. Khai tri phdi hop
BOY TE Ph&i hop thudc s&m nén duoc cdn nhac & mot s6 BN khi bat dau khéi tri dé han

Viét Nam# 2020

ché that bai va dat muc tiéu diéu tri nhanh hon, tot hon.

Khong lwa chon cac thuéc cung 1
nhém, cung co ché tac dung

IDF> 2025

Liéu phdp phdi hop ban dau cé thé lam tdng hiéu qua l1au dai cla viéc kiém sodt
duong huyét so véi viéc bd sung tirng budc cac liéu phdp kiém sodt dudng huyét

Metformin + SGLT2i
tir bwéc cham séc co ban
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American Diabetes Association. (2024). Diabetes Care 2024;47(Supplement_1):S5-S10; https://doi.org/10.2337/dc24-SREV. https://doi.org/10.2337/dc23-S001
https://doi.org/10.1016/j.eprac.2023.02.001

National Institute for Health and Care Excellence. (2022, July 14). Type 2 diabetes in adults: Management. https://www.nice.org.uk/guidance/ng258
Bo Y té, Hwdng dan chan doan va diéu tri Bai thao duwdong, Qb so 5481/ Qb BYT ngay 30 thang 12 nam 2020
IDF Diabetes Atias 11th Edition — 2025 | diabetes.org
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Goal: Cardiovascular and Kidney Risk Reductionin

High-Risk Individuals with Type 2 Diabetes*

+ASCVD"

+Indicators of
high CVD risk

|

|

+HF

Current or prior
symptoms of HF
with documented

+CKD

eGFR <60 mL/min/1.72 m? OR
albuminuria (ACR 23.0 mg/mmol
[30 mg/g]). Repeat measurement

St dung cac thuoc cé
lo’i ich tim mach

HFrEF or HFpEF is required to confirm CKD
+ASCVD/indicators of high CVD risk* l l
GLP-1 RA# SGLT2i* with
with proven proven CVD SGLT2it +CKD (on maximally tolerated
CVD benefit benefit i
enet ) ( enetl with proven HF benefit dose of ACEi or ARB)
in this population
SGLT2it with primary evidence
of reducing CKD progression
A 4 « SGLTZican be started with
] eGFR =20 mL/min/1.73 m?*
If A1Cis above goal « Continue untilinitiation of

« Forindividuals on a GLP=-1 RA, consider adding
SGLT2i with proven CVD benefit or vice versa

+ Pioglitazone”®

dialysis or transplantation
» Glucose-lowering efficacy is reduced
with eGFR <45 mL/min/1.73 m?

“
pr— —

GLP-1 RA* with proven CKD benefit

If A1C is above goal, for individuals
on SGLT2i, consider incorporating
a GLP-1RA or vice versa

- Bénh tim mach xo’
vira/nguy co’ tim mach cao:
SGLT2i
GLP-1 RA
Pioglitazone
- Suy tim: SGLT2i
- BéEnh than man: SGLT2i

If additional cardiovascular and kidney risk reduction, management of other

metabolic comorbidities, and/or glycemic lowering is needed

Dapagliflozin dugc chi dinh véi liéu 10mg dé diéu tri BTD tip 2, Suy tim va Bénh than man,
khuyén cao khdi tri vi eGFR >= 25 ml/phit/1.73m2 da va duy tri dén khi loc mau. Vui
Iong tham khao thém thong tin ké toa clia thudc tai Viét Nam.

Diabetes Care 2025;48(Suppl. 1):5181-S206




ADA 2025 khuyén céo str dung céac thuoc
co loi trén tim dé bao vé s&®m co’ quan dich

Individual is =18 years old with T2D and has =1 of the following:
ASCVD* HF, CKD*, at high risk for ASCVD.#§

Address concurrently.
G oD v !
Optimize guideline-directed medical Recommend starting SGLT2 inhibitor or
therapy for prevention (lifestyle, blood GLP-1 RA with proven CV benefit depending on
* pressure, lipids, glucose, antiplatelet). patient-specific factors and comorbidities.!

<

Discuss patient-clinician preferences and priorities.

ﬂl’rao dbi v&i bénh nhan vé cac lya chon diéu N
tri SGLT2i hay GLP-1 RA trén mdt s6 khia canh:
« Bang chirng bao vé tim mach

. Chi phi , 1
* ch‘mg dl:lngi Tai VN, SGLT2i (uéng), No additional action SGLT2 inhibitor GLP-1RA selected.
\GLP_'] RA (t|ém) j taken at this time. selected.

N J

Reassess and consider the addition of the

alternative class, if benefits outweigh risks.

Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025 Diabetes Care 2025;48(Suppl. 1):S206-S238 Hinh anh chi mang tinh chat minh hoa, phuc vu muc dich gido duc y khoa



Kiém soat YTNC khac:
Quan ly tang huyét ap trén bénh nhan dai thao dwdng tip 2

Recommendations for the Treatment of Confirmed
Hypertension in Nonpregnant People With Diabetes L

M = A h R 4 . | Initial BP =130/80 and <150/90 mmHg I | Initial BP =150/90 mmHg |
uc tieu huyet ap: T T T T
g [ Start one agent ‘ ‘ Lifestyle management | Start two agents ]
| Albuminuria or CAD* | | Albuminuria or CAD* |

Khuyén cao | | | |

10.3. D6i voi BN DTD tip 2 va tang huyét 1 ) [ T ) [ T ) [ T )
4p, nén ca thé hoa muyc tiéu huyét ap dua ey |
trén cac yéu td nguy co’ tim mach, cac tac

dung phu cé thé xay ra cia thubc ha
huyét ap va s& thich ca nhan. B

10.4. Muc tiéu huyét ap <130/80 mmHg [ cortmue reren
néu cé thé dat dwoc mot cach an toan. A | ) s

Not meeting goal
on two agents

]

Start two drugs from

Start ACEi or ARB or .
\ | Start ACEi or ARB ACEi or ARB, CCB1 or diuretict

CCBT or diuretict

P—

Assess BP management and adverse effects

Treatment tolerated
and goal achieved

4" Adverse effects

-

[ MNot meeting goal

Add agent from Consider change to
complementary drug class: alternative medication:

= ACEi or ARB = ACEi or ARB
- CCBYT

= Diuretict

Assess BP management and adverse effects

Treatment tolerated Not meeting goal or adverse effects using
and goal achieved a drug from each of three classes

Cardiovascular Disease and Risk Management: Standards of Care in I
Diabetes - 2025 Diabetes Care 2025;48(Supp!. 1):5206-5238
| Continue therapy | Cmaidor:oddiﬂou r;tm:;:‘r:hoonlooi:‘r;:opmr antagonist;




Quan ly RL lipid mau trén bénh nhan dai thao dwdng tip 2

Phong nguwra tién phat
bién co ASCVD

Phong ngtra thir phat
bién c6 ASCVD

Cardiovascular Disease and Risk Management: Standards of
Care in Diabetes - 2025 Diabetes Care 2025;48(Supp!. 1):5206-
5238

Hinh &nh chi mang tinh cht minh hoa, phuc vu muc dich gido duc y khoa

Lipid Management for Primary Prevention of Atherosclerotic Cardiovascular Disease
Events in People With Diabetes in Addition to Healthy Behavior Modification

In people 20-39
years of age

In people 40-75
years of age

In people >75

years of age

Consider statin therapy if there
are additional ASCVD risk factorfs.

Use moderate-intensity statin Use bempedoic acid for those
therapy in those without _’ who arz statin intolerant
ASCVD risk factors. :

Use a high-intensity statin in It may be reasonable to add
those with =1 ASCWVD risk factor, ezetimibe or PCSK9 inhibitor to
with an LDL cholesterol goal of —> maximum tolerated statin therapy

<70 mg/dL (<1.8 mmol/L). if LDL goal is not achieved.

Continue current statin

weighing benefits and risks.

therapy or consider initiating a
moderate-intensity statin after

Figure 10.3—Recommendations for primary prevention of atherosclerotic cardiovascular disease (ASCVD) in people with diabetes using choles-
terol-lowering therapy. Adapted from “Standards of Care in Diabetes— 2024 Abridged for Primary Care Professionals” (325).

Lipid Management for Secondary Prevention of Atherosclerotic Cardiovascular Disease Events in People With Diabetes

Use lifestyle and high-intensity
statin therapy to reduce LDL
cholesterol by =50% from
baseline to a goal of <55 mg/dL
(<1.4 mmol/L).

==

Add ezetimibe or a PCSK8-
directed therapy with
demonstrated benefit if LDL
cholesterol goals are not
met on maximum tolerated
statin therapy.

=)

Use an alternative lipid-lowering treatment for those
who are statin intolerant:

PCSK9 inhibitor with monoclonal
antibody treatment

Bempedoic acid

PCSK9 inhibitor with siRNA inclisiran

Figure 10.4—Recommendations for secondary prevention of atherosclerotic cardiovascular disease (ASCVD) in people with diabetes using choles-

terol-lowering therapy. Adapted from “Standards of Care in Diabetes—2024 Abridged for Primary Care Professionals” (325).




Muc tiéu LDL-C can dat theo nguy co’ tim mach &
bénh nhan dai thao dwong

CV risk categorization in patients with T2DM based
on ASCVD, severe TOD, or SCORE2-Diabetes

©ESC

E .
@ESC ®

2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 —doi:10.1093/eurheartj/ehad192)



ESC 2025: Mrc dd gidm LDL cla cac thudc ha lipid mau
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Nghién ctru Iam sang cta rc ché SGLT2
trong phong ngira s&m bién ¢ tim mach
cho BN DTD tip 2

26



SGLT2i trc ché tai hap thu glucose,
thai ra nwée tieu khoang 70g/ngay, twong dwong 280kcal

Reduced glucose
reabsorption

N Increased urinary
W9 sGLT? excretion of excess
. Glucose glucose (~70 g/day,
<~ Glucose filtration corresponding to
m o 280 kcal/day*)
Dapagliflozin S
\_

« By inhibiting SGLTZ2, dapagliflozin removes glucose and associated calories
» Dapagliflozin is >1400-times more selective for SGLT2 versus SGLT1

*Increases urinary volume by only approximately one additional void/day (~375 mL/day) in a 12-week study of healthy subjects and
patients with Type 2 diabetes.

Dapagliflozin. Summary of product characteristics, 2014.



Cac co ché ngoai dworng huyét - Bao vé tim than ctia SGLT2i

SGLT-2 inhibition Pathway Possible cardio-renal benefits Cardio-renal outcomes

Arrhythmia

I
H
:

F 3

Fl
- -

T,

Volume 3rs

FaE

Cardiac function/output

o

l“:r lF‘mInad

£>nl Afterload
‘::‘ ’O Metabolism ? ' " " T Cardiac efficiency v
ﬁ v 9

A A dd4404t

EEEEEEEEEEEEREEEER,
[ ZA AR NN NN NN Y

” l Sudden death
CV death

l Fatal
] . i HF/MI/stroke
Arterial wall integrity

Ak EEEFERFEEFEE

FEREERE R R RY 4 Sodium

s Glomerular pressure

-, el
L
-
-

v

Albuminuria

l Renal events
¥

REG, removal of excess glucose; Una, urinary sodium

Butler J, et al. Eur J Heart Fail. 2017;19(11):1390-1400. 28



Cac nghién ciru CVOT cua SGLT2i trén BN DTD tip 2

Trong nghién ciru DECLARE-TIMI 58 ctia dapagliflozin: 60% bénh nhan cé tir 2 yéu t6

. > 1a EMPA-REG OUTCOME
nguy co’ tim mach tro lén (N = 23,941 512)
4.1%
Nguy co’ tim mach & cac nghién ciru CVOT SGLT-2i '
A
Yéu t6 nguy co tim mach: DECLARE DTD tip 2 DD tip 2
e Tubi PTD tip 2 +ASCVD (66%) +ASCVD (99%)
e Tanghuyét ap + ASCVD (41%) Hosc

o - . CANVAS Program
o Roi loan ||p|d mau Hoic >3 YTNC (34%) (N = 23,941,512)
Hut thuodc 1a >2 YTNC (59%) 8.8%

* Béobung

y

DECLARE-TIMI 58
(N =23,941,512)

Cardiovascular risk

\

DECLARE (n=17,160)'

©) o

D liéu tir cdc nghién ctru déc 1ap, khéng dung dé so sanh truc tiép Application in daily clinical practice

1. Wiviott SD, et al. Am Heart J 2018;200:83—89; 2. Neal B, et al. N Engl J Med 2017;377:644-657; 3. Zinman B, etal. N Engl J Med 2015;373:2117-2128; 4. Einarson TR, et al. Cardiovasc Diabetol 2018;17:83; 5. McGurnaghan S, et al. Diabet. Med.
2019;36:718-725; 6. Raz |, etal. Diabetes Obes Metab 2018;20:1102-1110; 7. Wittbrodt ET, et al Am J Manag Care. 2018;24:5138-S145.

39.8%




Giam bién c0 tim-than trén toan thé dan so6 BTD tip 2
tr nguy co cao dén nguy co thap hon qua DECLARE-TIMI 58

DECLARE Cardiorenal
MACE CV death/hHF hHF Renal outcome® outcome
0
L =
2 2 I
<S S P=0.17
% 1 S g9 ] forsuperiority 17
CANVAS t 2 _
o P=0.005
G 30 - for superiority 97 -24
o - 95% Cl for HR
D
EMPA-REG = 95% Clfor HR 0.67-0.87
© 0.61-0.88
o 40 -
o
S
03 -50 - 47
(OISR
2 ¥ 95% CI for HR
Q=2 0.43-0.66
A

Cardiorenal outcome: 40% decrease in eGFR to <60 ml/min/1.73 m?, ESRD, or death from renal or
cardiovascular cause

* Renal outcome without death from cardiovascular cause
Wiviott SD et al. Online ahead of print. N Engl J Med. 2018. DOI: 10.1056/NEJMoa1812389 30



Hiéu qua SGLT2i trén dieu tri BN DTD tir nguy co’ thap déen cao

EMPA-REG OUTCOME3

Ty Ié BN DTD tip 2
Chi mé&i c6 yéu t6 nguy co’

DECALRE-TIMI 581

Dapagliflozin vs placebo

" 60% |

Canagliflozin vs placebo

CANVAS?

35% 1%

Empagliflozin vs placebo

Bién c6 suy tim
Tw vong TM /
nhap vién vi suy tim

AN
117% \\/

Nhap vién
vi suy tim

127%

\

Két cuc than

1. NEngl J Med 2019;380:347-57
31 2. NEnglJMed 2017;377:644-57

3. NEnglJMed 2016;375:323-34

147%
\_ J

\_

Dapagliflozin phéng ngira s&m bién
chirng suy tim va bénh than man trén

bénh nhan dai thao dwong,
ké c& nhirng b&nh nhan

chwa c6 bénh ly tim mach do xo vira

~

/

D lidu cdc nghién ciru dbc Iap, khéng diing dé so sdnh truc tiép



Lgi ich trén suy tim du bénh nhan chua cé tién sir suy tim
hay chua cé tién sir bénh ly tim mach

hHF: C6 hodc khéng co tién st bénh ly Tim mach hHF: C6 hodc chwa co tién str Suy tim

Hazard ratio (95% CI) Hazard ratio (95% CI)

Pa co tién str bénh ly Tim mach Cé tidn str suy tim*

hHF — 0.78 (0.63, 0.97) hHF —— 0.73 (055, 0.96)
Da yéu t6 nguy co Tim mach .
KHong co tien s suy tim*

hHF ——i 0.64 (0.46, 0.88)

hHF —— 0.73 (0.58, 0.92)

0 05 1 15
> 0 0.5 1 15
Favors Favors >

Dapaglifiozin  Placebo Favors Favors

Dapaglifiozin  Placebo

N Engl J Med 2019; 380:347-357. DOI: 10.1056/NEJMoa1812389 DECLARE 32



» Nghién ctru DECLARE TIMI-58("

-

eecare ¢O pho réng 17,160 BN DTD c6 nguy co’ tim mach / BTMDXV

Can thudc ki€ém soat dwdng huyét
10,186 BN 6,974 BN 1,924 BN 5,192 BN HIEU LUC NHANH, NHU'NG EM DJU

(UACR >30mg/g)

Giam can qua m& dwdi da, ndi tang

A 4 A

N
Nguy co Bénh tim mach . n R X a Al s
. : ~ Suy tim Bénh than man Puong huyét Can nan
[ tim mach cao do xo’ vira y y - : & huy Ang
J
Tl vong
TM/Nhéap vién  Nhap vién do = Met XR ~2,000mg »
MACE do suy tim suy tim Bi€n c6 than Bién cb tim than Déu giam tdi 2% Alc? Giam
= 0 2-3kg
?c_-: = Glicazide MR 120mg SR
£ -10 1 7 Tuong duong Alc, m&
3 Dapa it dao dong duorng huyét  — dwo
L4 na -17 trong ngay hon®® da va
¥ . for superiority " N
-30 - - i noi
2 P=0.005 -27 >Gidm Alchon 1.5 lan DPPAI®) ¢ =)
% 40 for superiority 059% Cl for R 95% Cl for HR ang
= 0.61-0.88 0.67-0.87 + Phdi hop Insulin: ‘ 4
-50 - -47 Giam thém 1% Alc, giam liéu insulin
95% Cl for HR — Khéng tang nguy co tudt duwong®

0.43-0.66

L DAPAGLIFLOZIN PAT DU'QC CUNG LUC 2 MUC TIEU PIEU TRI NGU'O1 BENH PTD _|

1. Wiviott SD et al. N Engl J Med. 2019;380:347-357. 2. Henry R, et al. ADA 2011; oral presentation 307-OR; Henry RR, et al. Int J Clin Pract 2012;66:446—456; 3. Diabetes Obes Metab. 2020;22:501-511

33
4. hitps://diabetes.diabetesiournals.org/content/68/Supplement_1/156-LB; 5. Wilding JP, et al. Diabetes Obes Metab 2014;16:124—136; 6. Bolinder J, et al. Diabetes Obes Metab 2014;16:159—-169



https://diabetes.diabetesjournals.org/content/68/Supplement_1/156-LB
https://diabetes.diabetesjournals.org/content/68/Supplement_1/156-LB
https://diabetes.diabetesjournals.org/content/68/Supplement_1/156-LB

European Heart Journal (2023) 00, 1-98 https://doi.org/10.1093/eurheartj/ehad192

ESC 2023: SGLT2i la lwa chon
dau tay & BN DTD c6 nguy co’
cao hoac bénh tim mach — than

Risk assessment for patients with type 2 diabetes based on the presence of
ASCVD/severe TOD and 10-year CVD risk estimation via SCORE2-Diabetes

\ @ESc—

Cardiovascular disease

Patient
presentation

Type 2 diabetes mellitus

Evaluation

CVD and ?
type 2 diabetes mellitus

l !

, Type 2 diabetes mellitus Type 2 diabetes mellitus
and HF

Diagnosis and ASCVD V.

Type 2 diabetes mellitus
and CKD )

in all patien

withT2DM and HF
(HFpEF, HFmrEF, HFrEF)

Treatment

All therapies are recommended independent of glucose control and
in addition to standard of care




Két luan
* Can phan tang, danh gid nguy co, bién chirng ciia BN dai thao
duong tip 2 trudce khi lwa chon phac do diéu tri.
« Piéu tri dai thdo duong tip 2 can quan ly da yéu td nguy co tim
mach (Ph, HA, RL lipid mau, aspirin/clopidogrel) nham gidam bién
cod tim mach va giam tl vong

BN DTD tip 2 cd yéu td nguy co cao BTMXV hodc cé bénh TMXV,
suy tim hodc bénh thdn man: chon thudc (rc ché SGLT2 hoac

GLP-1 RA
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