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NOi dung

1. Anh hwéng cda bénh tim than trén bénh nhan dai thao dwdng tip 2.



Pai thao dwdng déng vai tro trung tdm trong tién trien
cac bénh ly tim mach — than

DTD anh é’
hu’o’ng dén

Dai théo dq’c‘yng la Igénh ly phire tap
lién quan den nhiéu hé thong co’ quan khac nhau
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ASCVD, atherosclerotic cardiovascular disease; T2D, type 2 diabetes
Verma S et al. Lancet. 2018;393:3-5



Suy tim va bénh than man la bién chirng dau tién va
pho bién trén bénh nhan BDTD tip 2

[ First complications in T2D patients ]

4 In a T2D population from 6 )

countries,
Cardiorenal disease 18% (137,081) had a first
(HF OVOCKD) S complication during a mean
60% 16% follow-up of
CKD

\ 4.5 years. )

36%

i3irkeland Kl et al. Diabetes Obes Metab. 2020;22:1607-1618.
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Suy tim 1a két cuc tim mach pho bién trong DKD, xay ra thwéng
xuyén nhat so vé&i cac ket cuc tim mach khac
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ALTITUDE, Aliskiren Trial in Type 2 Diabetes Using Cardiorenal Encpoints; CV, carcgiovascular; HF, heart fallure; hHF, hospitaization for HF; IDNT, Irbesartan Diabetic Nephropathy Trial;
MI, myocardial infarction; RENAAL, Reduction of Endpoints in NIDDM with the Angiotensin |l Antagonist Losartan

1. Brenner BM, et al. N Engl J Med 2001;345:861-869; 2. Berl T, et al. Ann Intern Med 2003;138:542.549; 3. Parving HH, et al. N Engl J Med 2012;367:2204-2213



Bénh nhan BTP c6 nguy co tién trién rat nhanh dén bénh than
man

Nguy co tién trién CKD nhanh?

S banh nhan CKD giai d 3 Céc yéu tb tién lwong ddc lap manh nhét cho bénh
o penn nnan glal aoan

than man tién trién nhanh
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Overall No diabetes Diabetes

n= 6549/36,195 3514/23,021 3035/13,174

Suy giam chirc nang than tién trién rat nhanh trong 2 ndm anh hwéng dén 1/4 bénh nhan bTh

aFast progression was defined as an increase in eGFR of > 4 mL/min/1.73 m2 per year; P°CKD Stage 3 was defined as eGFR 30-59 mL/min/1.73 m?; Urine dipstick measurement = 1
unit (approximately 30 mg/dL or greater)?

CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; SBP, systolic blood pressure
1. Go AS et al. BMC Nephrology. 2018;19:146; 2. Go AS et al. N Engl J Med. 2004;351:1296—-305



Suy giam chirc nang than |lam tang bién co tim mach, ty 1& nhap

vién va twr vong

CV events? Hospitalization rates Mortality
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aCV event defined as hospitalization for coronary heart disease, heart failure, ischaemic stroke and peripheral artery disease
CKD, chronic kidney disease; CV, cardiovascular; eGFR, estimated glomerular filtration rate; USRDS, United States Renal Data System
1. Go ASetal. N EnglJ Med. 2004;351:1296—305;
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Suy tim va bénh than man c6 mai lién hé twong quan

Incidence of HF is higher in those with CKD HF is associated with a more rapid
8% - than in those without?! decline in eGER2
——CKD HFrEF
w ——CKD HFpEF _ 25%
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Number at risk o
S Years Rapid eGFR decline
No CKD 8983 8845 8596 8318 7994 7644 7281 . .
m With HF = Without HF
CKD 906 854 783 711 648 596 511

aRapid rate of eGFR decline was defined as slopes steeper than -5 mL/min/1.73 m3/yr.

CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with
reduced ejection fraction

1. Nayor M et al. Eur J Heart Fail. 2017;19:615-23; 2. George LK et al. Circ Heart Fail. 2017;10:e003825
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2. Loiich cua SGLT2i trén tim-than.



Thay do6i chirc ndng than trén bénh nhan dai thdo dwéng

Ageing + fast progressing DKD
(5ml/min/year)

tChromc changes from
specific nephropathy

‘ ' '\umbe' of nephrons

Ageing + diabetes
(2ml/min/year)

' 'Neph«ml cccccc

' 'Numbe! of nephrons

Healthy ageing no diabetes
(1ml/min/year)

' Glomerular size

Current CKD
Definition

Structural and Functional Changes

Musab S. Hommos, Richard J. Glassock and Andrew D. Rule. JASN October 2017, 28 (10) 2838-2844



ADVANCE-ON: dd doc eGFR va moi lién quan bién co
tim than

ESM Table 3 Adjusted HRs and 95% Cls for study outcomes associated with eGFR slopes over the 20-month eGFR slope ascertainment period

il -2 1
eGFR slopes (mImin™ [1.73 m]* year™) p for linear p for quadratic

Clinical outcome

5 4 3 2 A 0 1 trend effect
Combined major renal events,
157 149 1.37 119 1.06 1.00 0.98
macrovascular events and <0.001 018
. (1.09, 1.31) (0.99, 1.12) (Reference) (0.91, 1.05)
all-cause mortality
265 1.30 1.00 0.90
Maijor renal events <0.001 0.48
(8.57,30.15) (6.26, 19.65) (3.60, 10.49) (1.71, 4.10) (0.91, 1.85) (Reference) (0.62, 1.29)
. 119 1.10 1.00 0.93
Major macrovascular events 0.001 0.80
(1.06, 1.33) (1.02, 1.20) (Reference) (0.85, 1.02)
, 1.20 1.00 1.00 1.05
All-cause mortality <0.001 0.005
(1.07,1.34) (0.92, 1.08) (Reference) (0.96, 1.15)

Covariates: registration values of age, sex, region of residence, duration of diabetes, log-transformed UACR, systolic BP, diastolic BP, a history of macrovascular disease, smoking, drinking,

treated hypertension, HbA+:, HDL-cholesterol, LDL-cholesterol, log-transformed triacylglycerol and BMI, 4-month eGFR and randomised treatment allocation (BP and glucose treatment)

Major renal events: requirement for chronic dialysis or kidney transplantation, or death from renal disease
Major macrovascular events: nonfatal and fatal myocardial infarction, nonfatal and fatal stroke or other cardiovascular death

Diabetologia (2019) 62:1988-1997. https://doi.org/10.1007/s00125-019-4948-4



https://doi.org/10.1007/s00125-019-4948-4

Kiém soat dwong huyét tich cwe chuwa loai triv hét nguy co’ bién
co suy tim trén bénh nhan BDTD tip 2

Number of events
(annual event rate, %) Favors Favors

Change in more less Hazard ratio
Less HbA1lc intensive ¢« e = intensive (95% CI)
Trials More intensive intensive (%)

Hospitalised / fatal heart failure

ACCORD 152 (0.90) 124 (0.75) -1.01 1.18 (0.93-1.49)
ADVANCE 220 (0.83) 231 (0.88) ~0.72 0.95 (0.79-1.14)
UKPDS 8 (0.06) 6 (0.11) -0.66 <& 0.55 (0.19-1.60)
VADT 79 (1.80) 85 (1.94) -1.16 0.92 (0.68-1.25)

1.00 (0.86-1.16)

Overall 459 446 0.88 ’ (Q=3.59, p=0.31, 12=16.4%)

Turnbull FM, et al. Diabetologia 2009;52:2288-2298
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Kiém soat da yéu to nguy co’ trén bénh nhan dai thao
dworng tieu albumin vi lwong

Kaplan-Meier estimates of the combined renal endpoint of
progression to glomerular filtration rate <45, endstage renal
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I
0 4 8 12 16 20

Number at risk Years since randomization
Intensive 80 75 61 53 46 37
Conventional 80 78 62 37 28 19

Kidney International (2017)



Co ché giam ap lwc trong cau than cia SGLT-2i

Normal TGF n Impaired TGF n Restored TGF
( 1 | Elevated ) ( e
Appropriate Macula Afferent GFR Decreased | — Increasgd
densa b arteriole Na* delivery | | a Na+ delivery
afferent N . = b Afferent of GFR
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é inhibition QJ
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Glucosuria

SGLT-2i giam siéu loc
giam ap lwc trong cau than

Sinh ly binh thwéng Bénh |y gay tang ap lwc loc

De Gruyter February 2, 2021. Journal of Osteopathic Medicine https://doi.org/10.1515/jom-2020-0153



SGLT2i: phat hién bat ng® vé hiéu qua trén than tr cac CVOTs

8 - EMPA-REG OUTCOME!.a o 10 - CANVAS pmg’amu‘ l 40%
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Reproduced with permission from the Massachusetts Medical Society and Elsevier Lid.
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DU liéu tur cac nghién cltu doc lap, khéng dung dé so sanh tryc tiép



Dapagliflozin giam nguy co hHF/tte vong do tim mach va DE;%RE
lam cham tién trién bénh than man trén bénh nhan PTD tip ™

Tiéu chi chinh Tiéu chi thir phat trénthan  Thay doi eGFR? Xuat hién méi albuminuria3
Tir vong do TM hoic Giam eGFR 240% tg Giam eGFR 240% to Tién trién tir normo-
nhép vién do suy tim <60 mL/ph/1.73m?, <60 mL/ph/1.73m? dén micro- hoic
ESRD, hoac tir vong do 1 ..
17% ™ macro-albuminuria

RRR

47%

)
ARR 0.9% 2 1 /0
Bl RRR RRR
CV death, MI, or stroke
(MACE)
HR 0.93
95% CI 0.84-1.03 ARR 1.3% ARR 1.2% ARR 3.2%
p<0.001 (noninferiority) p<0.0001 p<0.0001 p<0.0001

p=0.17 (superiority)

Dapagliflozin con cho
thiy loii ich vé thodi trién
dam niéu dam niéu3

aPrespecified exploratory outcome.

ARR = absolute risk reduction; CV = cardiovascular; eGFR = estimated glomerular filtration rate; ESRD = end-stage renal disease; hHF = hospitalization for heart failure; HR = hazard ratio;
MACE = major adverse cardiovascular event; Ml = myocardial infarction; RRR = relative risk reduction; T2D = type 2 diabetes.

1. Wiviott SD et al. N Engl J Med. 2019;380:347-357; 2. Mosenzon O et al. Lancet Diabetes Endocrinol. 2019;7:606-617; 3. Raz | et al. Presented at: ADA 79th Scientific Sessions;
June 7-11, 2019; San Francisco, CA. 244-OR.



Nghién ciru DAPA-CKD
Dirng s&®m vao 03/2020 vi hiéu qua r6 trén nhdm s dung Dapagliflozin

Dan s6 nghién ctru (4,304 BN) Tiéu chi danh gia
% eGFR: 25-75 mL/min/1.73 m2 282 BN Viét Nam Giam > 50% eGFR, ESRD, tur vong
_ tim mach hay than
e , ) At thé gigi 274 chau A Giam > 50% eGFR, ESRD,
CoO hoac khong c6 BTD tip 2 the giol, 2" chau tér vong do than
UACR: 200 — 5000 mg/g 11 trung tm, 9 bénh vién Nhap vien vi suy tim
/tl vong tim mach

K ( P DAPACKD T&r vong do moi nguyén nhan

Heerspink HIL et al. N Engl J Med. 2020; 383:1436-1446.




DAPA-CKD: Tém tat cac két qua chinh

DAPA-CKD Overview

° 68%

T T2D
N=4304 —
- 32%
No T2D

1:1

=)
£
2
Q
e
>
o
[a]

DAPA 10 mg Placebo
n=2152 n=2152

eGFR 245: 41%
eGFR <45: 59%
98% BN da diéu tri
v&i ACEI/ARB

Heerspink HiL et al. N EnglJ Med. 2020:383:1436-1446
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No. at Risk
Dapagliflozin
Placebo

36% RRR in
patients with T2D
HR, 0.64 (0.52-0.79)

39% RRR , NNT=19

in a composite of sustained 250% eGFR decline,

ESKD, renal, or CV death

HR, 0.61 (0.51-0.72); p<0.000000028

312 Events

Placebo

197 Events

Dapagliflozin

8 12 16 20 24 28 32
Months since Randomization

1855 1898 1841 1701 1288 831 308
1936 1858 1791 1664 1232 774 270

50% RRR in

patients without T2D
HR, 0.50 (0.35-0.72)

44% RRR

in composite outcome of sustained
250% eGFR decline, ESKD, or renal death

HR, 0.56 (0.45-0.68); p=0.000000018

29% RRR
in CV death or hHF

HR, 0.71 (0.55-0.92); p=0.0089

31% RRR

inallcause death
HR 0.69 (95% CI: 0.53, 0.88); p=0.0035




Dapagliflozin cai th

Least-Squares Mean Change in
eGFR (mL/1.73m?)

No. of Patients

Dapagliflozin

Placebo

1
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lam cham mdrc giam eGFR

Average DAPA-CKD PATIENT
Age = 62 years

eGFR: 43.2 mL/min/1.73m?2
Dapagliflozin
placebo
1 1 1 1 1 1 1 1 1
0 4 8 12 16 20 24 28 32 36
Months Since Randomization

2152 2031 2001 1896 1832 1785 1705 1482 978 496 157
2152 2029 1981 1866 1795 1753 1672 1443 935 447 157

. BL = baseline; DAPA= dapagliflozin; eGFR = estimated glomerular filtration rate; PBO = placebo.
. Heerspink HJL et al. Online ahead of print. N Engl J Med. 2020.

( P DAPACKD

-1.67 mL/min/1.73m?2

-3.59 mL/min/1.73m?



Dapagliflozin cai thién

Least-Squares Mean Change in
eGFR (mL/1.73m?)

BL = baseline; DAPA=

-10

" A I\

Average DAPA-CKD Patient
45 7 Age = 62 years
' eGFR: 43.2 mL/min/1.73m?

w
o
1

~1. 67
mL/Inin /7 73
. ’772

10.6 years

0 3 6 12 15 18
Years Since Randomization Placebo Dapagliflozin
Age = 70years Age = 74 years
eGFR =10 eGFR =10

dapagliflozin; eGFR = estimated glomerular filtration rate; PBO = placebo.

Heerspink HJL et al. Online ahead of print. N Engl J Med. 2020.

am cham murc giam eGFR

( P DAPACKD



Dapagliflozin: Giap Ngan ngtra dién tién bénh than

Dapagliflozin Placebo
KM KM Hazard Ratio Cox
n/N (%) Event Rate n/N (%) Event Rate (95% ClI) p-value

Endpoints

Deterioration from baseline

Normo/Micro to Macro 181/7836 (2..3) 2.30% 330/7838 (4.2) 4.2% HlH 0.54 (0.45, 0.65) <0.0001 ‘ 46%
Normo to Micro/Macro 772/5819 (13.3) 13.30% 959/5825 (16.5) 16.3% [ ] 0.79 (0.72,0.87) <0.0001 ‘ 21%
Normo to Micro/Macro or Micro to Macro 928/7836 (11.8) 11.90%  1243/7838 (15.9) 15.8% a3 0.73 (0.67,0.79) <0.0001 ' 27%

I 1 1

00 05 1.0 15

n o 0 Worse for Worse for
Phan loai Pam niéu Placebo DAPA

bai lwong UACR >300 mg/g < >
Vi lwgng UACR 30 — 300 mg/g
Binh thwong UACR <30 mg/g

. Baseline: ACEI or ARB therapy

. DAPA = dapagliflozin; KM = Kaplan-Meier; Macro = macroalbuminuria; Micro = microalbuminuria; ; Normo = normoalbuminuria; UACR = urine albumin-to-
creatinine ratio.

. Raz | et al. Presented at: ADA 79th Scientific Sessions; June 7-11, 2019; San Francisco, CA 244-OR.



Cac Két Cuc Vé Hiéu Qua Tir Cac Thir Nghiém SGLT2i
Trén DKD/CKD

3
DAPA-CKD!? CREDENCE?2 EMPA KIDNEY

(Total population)

Composite kidney /CV HR 0.61 (0.51, 0.72), 0.70 (0.59-0.82), 0.72 (0.64-0. 82)

outcome* p=0.000000028 ! p=0.00001 | P<0.001 i

h All cause hospitalization i i 0.86 (0.78-0.95) i
(first and recurrent) | NA | NA ! P=0.003 i

| | _ i 0.84 (0.67-1.07), :

ﬁ CV death/HHF ' HR0.71(0.55,0.92), p=0.00g -89 (0:57-083), ! P=0.15 :

| : p<0.001 ! : :

All-cause . HR0.69 (0.53,0.88), | | |

i . o Baelely i ! 0.87 (0.70-1.08 |

mortality : p=0.0035 : Bl : | | :

Content is purely descriptive; trial results cannot be compared directly

CV, cardiovascular; eGFR, estimated glomerular filtration rate; ESKD, end-stage kidney disease; HHF, hospitalization for heart failure; HR, hazard ratio; NA, not available

* Qutcome consisted of sustained >50% eGFR decline, ESKD, renal, or CV death in DAPA-CKD and doubling of serum creatinine, ESKD, renal, or CV death in CREDENCE; **UACR>200 for DAPA-CKD

1. Heerspink HJL et al. New Engl J Med 2020;383:1436; 2. Perkovic V et al. New Engl J Med 2019;380:2295; 3. The EMPA-KIDNEY Collaborative Group. [Published online ahead of print March 3 2022]; 4. data on file

D{ liéu tir cac nghién cru déc 1ap, khéng dung dé so sanh truc tiép



SGLT2i giam nhap vién do suy tim

Empa-reg outcome

No. at Risk
Empagliflozin
Placebo

Patients with Event (34)

Canvas

Placebo

90
2 3 _
R
S £ 704
Hazard ratio, 0.65 {95% CI, 0.50-0.85) 2 ol
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3 : 40
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s 204
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4687 4BL4 4523 4427 BOBR 2050 ME7 163 305 Placebo
333 A1 226 A7 19327 1424 1202 775 16

89 Hazard ratid h2-0.87)
:

5 Placebo

4_

3

29 Canagliflozin
14

0

T T T T T T T T T T T 1T
0 26 52 7& 104 130 156 182 208 234 260 286 312 338

Number of events

Declare Timi 58

DAPA 10 mg Placebo p-
N=8582) | ) =
(N=8582) (N=B57B) HR (95%CI) - .

Composite of hHF/CV death  ——— 417 486 0.83 (D.73, 0.95) D.005
Hospitalization for HF  ——@—— 212 286 0.73 (D61, 0.B8)
CV death 248 0.98 (D.82,1.17)

>—1—| 245

r T T T T 1
08 07 08 08 10111

Favors
DAPA

Favors
Flacebo

DU liéu tur cac nghién cltu doc lap, khéng dung dé so sanh tryc tiép

e ————————————
T I T T T T T
78 104 130 156 182 208 234 260 286 312 338

Weeks since Randomization

4347 4267 4198 4123 3011 1667 12741256 1236 1210 1180 1158 829 233
Canagliflozin 5795 5732 5653 5564 4437 3059 26432610 2572 2540 2498 2451 1782 490




Dapagliflozin giam nguy co’ tlr vong do tim (P DaraAHF
mach hoac bién co6 suy tim s&m tw ngay thir 28

30
| ['DAPA  Placebo Hia . s dai h
16.3% 21.2% Ieu qua trung va dal han: 260/
_ ..z . : 0
= 2 - Tai cau trdc co tim Placebo
S 2, : RRR
o - Chuyén hoa co tim
s Sy : DAPA 10 mg
S 20+ - Chlrc nang co’ tim
©
[

4.9% ARR

Hiéu qua s&m: NNT=21
- Giam Sodium

- Giam thé tich dich mo ké

- Co’ ché huyét dong

| |
0 3 6 9 12 15 18 21 24

Months from Randomization
Number at Risk

DAPA 10 mg 2373 2305 2221 2147 2002 1560 1146 612 210
Placebo 2371 2258 2163 2075 1917 1478 1096 593 210

a\Norsening HF includes hHF or urgent HF visit.

1. McMurray JJV et al. N Engl J Med. 2019;381:1995-2008; 2. Sabatine MS et al. Presented at: AHA Scientific Sessions; November 16-18, 2019;
Philadelphia, PA.



Vai tro cua SGLT2i trong quan ly toan dién bénh than man
Tac dong gian tiép

I
INSULIN
DUAL GIP/ 5 :
TS T A MET GLP-1RA 5 SGLT2i TZD (basal & DPP-4i su
g g y GLP-1RA basai bolus)

EFFICACY FOR
GLUCOSE +4+ [+ 4+
LOWERING

ASCVD = CHF Reduced Risk Moderatito Moderate Moderate? Possible
Severe Increased Risk

Increased
hypoglycemia
Insufficient Check risk with
RENAL Ng:(gn:h Exenatide not Evidence medication- impaired Adjust Dose®
ADJUSTMENT recommended renal

eGFR <306 eGFR <45 specific eGFR

thresholds® function

HYPOGLYCEMIA Moderate Moderate to
RISK14 to Severe

Cac nghién ctru doc 1ap, khdng nham muc dich so sanh truc tiép

2This is not an exhaustive list of treatable risk factors AA C E 2 02 3 . Use for internal training only

CKD, chronic kidney disease; eGFR, estimated glomerular filtr

Kidney Disease: Improving Global Outcomes. Kidney Int 2020; hiéu qUé trén dwb’ng huyét SG LT2| ~ SU, MET




ADA 2023: Piéu Tri Tang Puong Huyét
Bing Thuéc O Nguwdi Lén Mic BTD Tip 2

sU’ DUNG THUOC HA GLUCOSE TRONG QUAN LY BENH DAl THAO DUONG TiP 2

'DE TRANH SU TR TRE LAM
SANG DANH GIA LAI VA
DIEU CHINH DIEU TR|
THUONG XUYEN
(3-6 THANG)

HANH VI LOI SONG LANH MANH: GIAO DUC VA HO TRO' TU’ QUAN LY BENH TIEU DUONG (DSMES); CAC YEU TO XA HOI QUYET BINH DEN SU'C KHOE (SDOH)

Muc tiéu: Dat dwoc va duy tri cic muc tiéu dwong huyét va can ning

+ASCVD* +C4c chi ddu nguy co’ cao +HF Quén ly dwérng huyét: Chon cac phwong phap

mang lai hiéu qua dé dat dwoc muc tiéu:

Pat dworc va duy tri cdc muc tiéu quan ly can nang:

Buoc dinh nghia khac nhau gitta cac CVOT nhung tat

ca déu bao gébm cac ca nhan cé CVD da duogc xac dinh

(vi du: nhdi méu co tim, dét quy, bat ky th( thuat tai
tao mach mau nao). Bao gdm: céc tinh tr

Du cé nhiéu dinh nghta khac nhau,
hau hét bao gém tudi > 55 véi hai
hodc nhiéu yéu t6 nguy co kém theo

Cac triéu chirng hién tai
hodc truwdc day cha HF véi
HFrEF hodc HFpEF da duoc

Metformin HOAC (céc) thudc khac bao gbm liéu phéap PHOI Bt myc tiu quan Iy can néng cd nhan

HOP c6 HIEU LU'C day da dé dat duoc va duy tri muc tiéu

s e (bao gdm béo phi, tang huyét ap, ghi nhan digu tri Tu véin 161 s6ng chung: ligu phap Chuong trinh quan Iy can nan
thietiin-thdclelielbolthodhziqizAd Bl thabnBic hat thudc, ri loan lipid mau hosc Uu tién muyc tidu tranh ha dudng huyét & nhitng ngudi c6 dinh dudng y t& / cach an udng / . trér?b%n ghu'n \::hu é:ségu
khong 6n dinh, cat cut chi, bénh mach vanh cé triéu albumin niéu) w nguy co cao hoat déng thé chat U g g y
chirng hodc khong co triéu chirng.

T Can nhac dung thudc giam can Can nhic phau thuat chuyén héa

UUTIEN

Nhin chung, céc ti€p can c6 hiéu luc cao hon cé nhiéu kha
nang dat duoc
muc tiéu dwong huyét hon

+ ASCVD/ Cac chi dau nguy co’ cao Khi lyra chon liéu phap ha duéng huyét:

SGLT-2i § v6i bang ching chinh Can nhic phac d6 véi tac dong kép c6 hiéu luc ha dudng huyét va can

gidm tién trién CKD

SGLT-2i§ e , n R . ndng cao dén rat cao
GLP-1 RA# v&i lgi ich CVD da R ~ , SGLT-2i® d& duoc chimg Hiéu lyc ha duwong huyét
duoc chieng minh 16iloi ich CVD dé dugr chirng minh c6 lgi ich trén St dung SGLT-2i & nhikng ngudi c6 eGFR > 20 mi/phit/1,73 T
0 minh dan sé suy tim m2, sau khi bat dau nén tiép tuf cho dén khi loc mau hodc cay R4t cao: Hiéu qua gidm can
ghép Dulaglutide (liéu cao), Semaglutide, Tirzepatide 3
Insulin R_at ca_o i
HOAC Phéi hop thudc dudng udng, Phéi hop thudc dudng tiem Semaglutide, Tirzepatide

GLP-1 RA v&i lgi ich CVD d3 dugc chitng minh néu SGLT-2i
khong dung nap hodc chéng chi dinh

Néu HbA1C trén muc tiéu

(GLP-1 RA/Insulin) Cao:

Dulaglutide, Liraglutide
Cao:

. A FE 1A P . : Trung binh:
DEi v&i bénh nhén str dung GLP-1 RA, hdy can nhac thém SGLT-2i voi Né&u HbA1C trén muc tiéu, d6i véi bénh nhan st dung SGLT-2i, SRl du'gs#:;;i;;reT;){)Metformm' SoLT2 GLP-1RA (not listed above), SGLT-2i
loi ich CVD dd dugc ching minh va nguoc lai hay can nhic két hop GLP-1 RA hoiic nguoc lai - Neutral:
TzD" TruI;Ingilinh: DPP-4i, Metformin

v V v

[« Né&u HbA1c trén muc tiéu

* & nhirng ngudi bi HF, CKD va CVD d3 duoc xéc dinh hodic nhidu yéu té nguy co d6i véi CVD, quyét dinh str dung GLP-1 RA hodc SGLT-2i v&i loi ich d3 dwoc chirng minh ¢
nén doc 1ap véi viéc sir dung metformin; t Mét khuyén cdo manh cho BN CVD va khuyé&n nghi y&u hon cho nhitng ngudi c6 nguy co CV cao. Ngoai ra, mirc giam nguy co
tuyét déi cao hon va do dé s6 BN can diéu tri thdp hon ciing quan sét dugc & nhdm cé nguy co ban dau cao hon va nén 1a 1 yéu t6 can thao luan dé dua ra dong thuan. A
TZD ligu thap cé thé dwgc dung nap t&t hon va hiéu qua twong ty; § D8I véi SGLT-2i, thir nghiém bién cd CV/than chirng minh hiéu qua cla ching trong viéc gidm nguy co
mac MACE, t&r vong do CV, t&r vong do moi nguyén nhan, nhdi mau co tim, HHF va cac bién c6 vé than & nhitng ngudi bj T2D d4 hinh thanh/nguy co cao méc bénh tim
mach; # D8i vdi GLP-1 RA, CVOTs chirng minh hiéu qua cla ching trong viéc gidam MACE, t&r vong do CV, t&* vong do moi nguy&n nhan, nhéi mau co tim, dét quy va két
cuc than & nhitng ngudi bi DTD tip 2 d4 hinh thanh/nguy co cao méc bénh tim mach.

Dapagliflozin dugc chi dinh dé kiém soat dudng huyét cho bénh nhan mac BTD typ 2 c6 eGFR ti 45mL/p/1.73m2 va bénh nhan suy tim PSTMG, bénh nhan bénh than man v&i eGFR > 25
ml/phdt/1,73m2. Vui Iong tham khao thém thong tin ké toa cua thudc tai Viét Nam
ACEI, angiotensin-converting enzyme inhibitor; ACR, albumin/creatinine ratio; ARB, angiotensin receptor blocker; ASCVD, atherosclerotic cardiovascular disease; CGM, continuous glucose monitoring; CKD, chronic kidney disease; CV, cardiovascular; CVD, cardiovascular disease; CVOT, cardiovascular outcomes trial; DPP-4i, dipeptidyl peptidase 4 inhibitor; eGFR, estimated glomerular filtration rate; GLP-1 RA,

glucagon-like peptide 1 receptor agonist; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction; HHF, hospitalization for heart failure; MACE, major adverse cardiovascular events; MI, myocardial infarction; SDOH, social determinants of health; SGLT-2i, sodium-glucose cotransporter 2 inhibitor; T2D, type 2 diabetes; TZD, thiazolidinedione.
Standards of Medical Care in Diabetes - 2023: Diabetes Care, December 2022, \Vol.46, Supplement 1

Né&u can gidm thém nguy co’ tim than hodc ha dwdng huyét

Xac dinh cac rao can dai véi muc tiéu:

Can nhéc tham khao DSMES dé hd tro viéc tu dat duoc cac myc tiéu

+ Can nhic cong nghé (vi du: chan doén bing CGM) dé xac dinh cac khoang trong diéu trj va didu chinh liéu phap
* Xac dinh va giadi quy&t SDOH c6 tac dong dén viéc dat dugc cac muyc tiéu

Semaglutide chua duoc phé duyét & thi trvomg Vigt Nam Tai Viét Nam, Liraglutide 1.2mg/1.8mg dwoc phé duyét diéu tri dai thao dwong tip 2, Liraglutide 3.0 mg dwoc phé duyét diéu tri béo phi



KDIGO 2023 -

SGLT2i dwoc khuyén cdao dau tay trong diéu tri Bénh than man

Khuyén cédo s dung SGLT2i cho bénh nhan Bénh than man c6 Suy tim hodc c6
eGFR > 20 ml/phut/1,73m? vé&i ACR >= 200mg/g

1A

Khuyén céo st dung SGLT2i cho bénh nhan BTD c6 bénh than man voi
eGFR > 20 ml/phat/1,73m?

1A

Khuyén cédo s dung SGLT2i cho bénh nhan c6 eGFR > 20 dén 45 ml/phut/1,73m?
v&i ACR <200mg/g

Dapagliflozin dwoc chi dinh dé kiém soat dwdng huyét cho bénh nhan méc BTD typ 2 c6 eGFR tr 45mL/p/1.73m2 va bénh nhan suy tim PSTMG, bénh nhan bénh than man vé&i eGFR = 25 ml/phit/1,73m2. Vui ldng tham khao thém

théng tin ké toa cua thudc tai Viét Nam

KDIGO 2023 CLINICAL PRACTICE GUIDELINE FOR THE EVALUATION AND MANAGEMENT OF CHRONIC KIDNEY DISEASE




2020 KDIGO Guidelines khuyén cao djéu tri toan dién cho bénh nhan BTD va
BTM dée giam nguy co tién trien bénh than va bénh tim mach

Some
patients
Antiplatelet
therapies
@ Most
SGLT2 RAAS patients
inhibitors blockade
Smoking Glycaemic Lipid
cessation control management
All
0000
BP control Exercise Nutrition

Dapagliflozin dugc chi dinh dé kiém soat dudng huyét cho bénh nhan mac BTD typ 2 c6 eGFR tir 45mL/p/1.73m2 va bénh nhan suy tim PSTMG, bénh nhan bénh than man véi eGFR > 25 ml/phat/1,73m2. Vui
long tham khao thém théng tin ké toa clia thudc tai Viét Nam

Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. Kidney Int 2020;98:S1



Hiéu qua kinh té y té
Manh ghép hoan thién irng dung SGLT2i trong |1am sang

:;;;L;ri.nrgl{].ltlﬂ?fsI2325-(12I-(]2(13?-ﬁ ‘ % Thém da’pag“ﬂPZIn mang Ial
kKinh té va&i tong chi phi

ORIGINAL RESEARCH

Cost-saving  thap hon liéu phap chuan

Cost-Utility Analysis of Dapagliflozin as an Add-on
to Standard of Care for Patients with Chronic Kidney

Disease in Thailand ‘]f’
Kriengsak Vareesangthip - Chaicharn Deerochanawong - M Trl hoan tlen trlen BTM

Dittaya Thongsuk - Nuch Pojchaijongdee - Unchalee Permsuwan

Conclusions: On the basis of the DAPA-CKD Q L )
trial, the add-on dapagliflozin results in cost ~ Gla’m tyJe loc mau &
saving compared favorably with SoC alone in I-- ghep than

Thailand. The benefit of dapagliflozin in

delayed CKD progression is that it reduces the $ )
requirement for dialysis and KT, which can % Giam chi phi y te
offset the costs of dapagliflozin and early CKD

treatment.

Vareesangthip, K., et al. Adv Ther (2022). https://doi.org/10.1007/s12325-021-02037-6
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Dapagliflozin
SGLT2i dau tién dwoc BYT Viét Nam phé duyét cho 3 chi dinh

7
&

Dai thao dwong

Suy ti',T,' Tip 2 Bénh than man
PSTM giam .
(a ) DAPAHF D (") DAPACKD
DECLARE J

138 bn VN 157 bn VN 282 bn VN

Bao hiémy té chi tra cho Lieu don gian eGFR > 25 ml/phut
ca 3 chi dinh 10mg , ngay 1 lan Tiép tuc den khi chay than,

thay thé than

Thong tw 20/2022/TT-BYT ban hanh ngay 31/12/2022 “)Danh muc & ty 16, diéu kién thanh toan déi véi thudc héa durgre, sinh pham, thl{éc phéng xa va chét danh déu thudc pham vi duoc huéng ciia ngudi tham gia bo hiém y té
Dapagliflozin dugc chi dinh dé kiém soat dudng huyét cho bénh nhan mac BTD typ 2 c6 eGFR tir 45mL/p/1.73m2 va bénh nhan suy tim PSTMG, bénh nhan bénh than man véi eGFR > 25
ml/phut/1,73m2. Vui long tham khao thém thong tin ké toa cla thudc tai Viét Nam



Két luan

 Hoi chirng bé&nh Tim — Than co lién hé mat thiét véi nhau. Bénh nhan CKD
lam gia tang nguy co nhap vién va tién trien suy tim va nguoec lai.

» Két hop thuoc SGLT2i trén bénh nhan dai thao duwong da kiém soat da yeu
td6 nguy co - Gilp giam thém cac bién co tim - than.

e Thudc da dwoc chirng gidm dwoc ti 1& nhap vién do suy tim va bénh than
trén ca nhdm bénh nhan cé/ hoac khéng dai thao duwong.

. Dapagliflozin 1a SGLT2i dau tién dwoc BYT Viét Nam phé duyét cho chi dinh
bénh than man.






