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Ti LE LU HANH TANG HUYET AP - TREN THE GIOI
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worid heatr TI LE LU HANH TANG HUYET AP - TAI VIET NAM

Organization. :

Viet Nam

Hypertension profile

Tong dan sd (2019): 95 777 000
Téng sé tlr vong (2019): 728 000

Ty lé ting huyét ap theo dd tudi & ngudi trwéng thanh tir 30-79 tudi (2019) 30% 33% Q 26%
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BAO CAO CUA WHO 09/2023 — TAI VIET NAM

@L’@*& Bao céo ciia WHO 09/2023:
NS Tai Viét Nam, 60% sé ca tir vong tim mach |4 do

World Health S A ~
s HUYET AP TAM THU CAO! @O
Rl Global report on

hypertension

VI et N am Total population (2019): 95 777 000
Hypertension profile Total deaths (2019): 728 000
Age-standardized prevalence of hypertension among adults aged 30-79 years (2019)2 30% 33% 9 26%
Mortality

both sexes males females year
Probability of premature mortality from NCDs (%) 21 29 14 2019

isease doathe 237 000 154000 133000 2019
Cardiovascular disease deaths attributable to high systolic blood pressure (%) 60 62 57 2019'

1. Global report on hypertension WHO 09.2023



Ti LE TU VONG DO HUYET AP TAM THU CAO TANG LIEN TUC TU 1990-2019

Fig. 8. Percentage of global deaths attributable to high systolic blood pressure (1990 and 2019), by cause of death
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Source: Global Burden of Disease Collaborative Network (25) and additional calculations.

Fig. 9. Deaths attributable to high systolic blood pressure (1990 and 2019), by WHO region
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Source: Global Burden of Disease Collaborative Network (25) and additional calculations.

1. Global report on hypertension WHO 09.2023



60+THA CO GI KHAC BIET?



60+ TANG HUYET AP CO Gi KHAC BIET- CUNG MACH SINH LY

Su 130 hda gay ra mét s6 thay doi ciu tric va chirc nang thanh mach: giam elastin,

collagen, tang sai fibrin va lang dong canxi
— Gia tang d6 cirng thanh dong mach

- M van toc séng mach va huyét ap tdm thu

m Cartoon of Young and Old Human Aorta

J Am Coll Cardiol. 2007 Jul 3;50(1):1-13. doi: 10.1016/j.jacc.2006.12.050.




60+ TANG HUYET AP CO GI KHAC BIET - HE RAAS SUY GIAM

Nong dé renin huyét twong GIAM 54% va aldosterone GIAM 66% so v&i
ngudi tré tudi 2 Nhém thudc hé RAAS kho phat huy hiéu qua téi wu
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GIA TANG HUYET AP TAM THU THEO TUOI VA CAC YEU TO NGUY CO’

Ti lé tir vong do dét quy ting tuyén tinh véi
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Wozniak G et al. J Clin Hypertens (Greenwich). 2015. [Epub ahead of print] DOI: 10.1111/jch.12654



BENH NHAN TREN6OTUOI
NGUY CO' DOT QUY CAO GAP 2 LAN NHOI MAU CO' TIM
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THE NAO LA KIEM SOAT
HUYET AP TAM THU HIEU QUA?



MU’C DIEU TRI - MUC TIEU HA: XU HUONG GIAM?

2002 2008 2021
1979 4ggo 1991 1987 AASK HYVET, 2013
HDFP  wREIT SHEP Syst-Eur JATOS SPs3 SPRINT
1967, 1970 1080 2010 (final report with
VA Cooperative Oslo 1085 1094 19908 2005 ACCORD, 2015 follow-up data)
Studies I, Il Study MRC MDRD  [HOT REIN-2  (ADVANGE | SPRINT 2016
PAST BP
——— — ——— — —— : — : —— | —
1970 1980 10990 2000 2010 2020
ESC/ESH 2018 KDIGO 2021
JNC- 1084 1903 2003 2014 BP < 130/80 SBP < 120
Diastolic JNC-II JNC-V JNC-VII JNC-VIII
BP =105 BP >160/90 BP >140/90 BP =140/90 BP = 140/90 ISH 2020
1080 10ag 1997 2012 2017 BP <130/80
JNC-II JNC-IV JNC-VI KDIGO ACC/AHA
BP >160/00 BP =160/90 BP >140/90 BP = 130/80
MUC HUYET AP MUC TIEU

160/90 - 150/90
140/90
130/80 - 120/80

Clinical Journal of the American Society of Nephrology 14(1):p 161-169, January 2019



PIEV TRI TOT TANG HUYET AP SE
NGAN NGUA bUQC DANG KE TY LE DOT QUY

Reduction in endpoint for each

GIAM 10 MMHG HUYET AP TAM THU GIAM 5 MMHG HUYET AP TAM THU
;* CVD events Stroke | Heart failure ;‘::::i’; ggﬁﬁction: stroke IHD Death from CVD
o N=42 324
3 -17% @ﬁzi{f w54 -13% |13%  -8% - 5%
2 -20% (95% Cl, 0.84t00.91)
E 0. ;35;5: ; Iasj PR 0s -27% -28%
8 oo | eswa - even in people with normal or mildly elevated BP

B - proportional to the intensity of BP-lowering.

GIAM NGUY CO TUONG DBOI XAY RA BIEN CO TIM MACH

Phan tich gop BPLTTC - Lancet 2021; 397: 1625-36



HUYET AP MUC TIEU PHONG KHAM THEO ESH 2023

Recommendations and statements CoR LoE

Patients 18 to 64 years old

The goal is to lower office BP to <130/80mmHg.

Patients 65 to 79 years old

The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to below 130/80mmHg can be considered Il B
if treatment is well tolerated.

Patients 65 to 79 years old with ISH

The primary goal of treatment is to lower SBP in the 140 to
150 mmHg range.

However, a reduction of office SBP in the 130 to 139 mmHg
range should be considered if well tolerated, albeit cautiously if
DBP is already below 70 mmHg.

Patients =80 years old

Office SBP should be lowered to a SBP in the 140 to 150 mmHg
range.

However, reduction of office SBP between 130 to 139 mmHg may Il B
be considered if well tolerated, albeit cautiously if DBP is already
below 70 mmHg.

Additional safety recommendations

In frail patients, the treatment target for office SBP and DBP
should be individualized.

Do not aim to target office SBP below 120 mmHg or DBP below
70 mmHg during drug treatment.

However, in patients with low office DBP, i.e. below 70 mmHg,
SBP should be still lowered, albeit cautiously, if on-treatment SBP
is still well above target values.

Reduction of treatment can be consider in patient aged 80 ] Cc
years or older with a low SBP (< 120 mmHg) or in the presence
of severe orthostatic hypotension or a high frailty level.




HUYET AP MUC TIEU PHONG KHAM THEO ESH 2023

Recommendations and statements

CoR

LoE

Patients 18 to 64 years old

The goal is to lower office BP to <130/80mmHg.

Patients 65 to 79 years old

The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to below 130/80mmHg can be considered
if treatment is well tolerated.

Patients 65 to 79 years old with ISH

The primary goal of treatment is to lower SBP in the 140 to
150 mmHg range.

However, a reduction of office SBP in the 130 to 139 mmHg
range should be considered if well tolerated, albeit cautiously if
DBP is already below 70 mmHg.

Patients 280 years old CoR LoE
Office SBP should be lowered to a SBP in the 140 to 150 mmHg
range.
However, reduction of office SBP between 130 to 139 mmHg may I B

be considered if well tolerated, albeit cautiously if DBP is already
below 70 mmHg.

Additional safety recommendations

In frail patients, the treatment target for office SBP and DBP
should be individualized.

Do not aim to target office SBP below 120 mmHg or DBP below C
70 mmHg during drug treatment.

However, in patients with low office DBP, i.e. below 70 mmHg, Cc
SBP should be still lowered, albeit cautiously, if on-treatment SBP

is still well above target values.

Reduction of treatment can be consider in patient aged 80 ] Cc

years or older with a low SBP (< 120 mmHg) or in the presence
of severe orthostatic hypotension or a high frailty level.




LUA CHON THUOC DE:
v KIEM SOAT HUYET AP TAM THU HIEU QUA



VSH/VNHA 2022 : CHIEN LU'OC DIEU TRI TANG HUYET AP

CHIEN LU'OC PIEU TRI KET HOP 2 THUOC POI VO1 THA

Piéu tri ban dau. . . — Dan I THA 804 DeuY
7 + co thdp hodc rdt gia >80
@ K&t hop 2 thudc U'CMC hoac CTTA + CKCa hoac Lo tiéu bimitieelil e
1|
v
Budc 2 e
@ K&t hop 3 thudc U'CMC hodc CTTA + CKCa + Lg'i tiéu
Budc 3
pee o THA Khéﬂg Tl‘i
@ Két hop 4 thudc Thém spironolactone (25-50mg/ngay) hodc lgi cnwrg:r;i:tgorm
tiéu khéc, chen alpha hodc chen béta

Chen Béta
Xem CB cho & bét ky budc nao khi ¢é chi dinh
dung nhu suy tim, dau thdt nguc, sau NMCT, rung

nhi, hodc phu nir ¢6 ké hoach hay dang mang thai

Diéu tri ban dau: két hop 2 thudc=> Buwédrc tiép theo: phdi hop 3 thudc




HIEU QUA HA AP KHI TANG GAP POI LIEU PON TR
CHi BANG 20% HIEU QUA PAT BUQC SO VOI PHOI HOP THEM 1 THUOC

. Tang gap doi liéu
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Thiazide Beta-blocker ACE inhibitor CccB Tat ca cdc nhém

Wald DS et al. Am J Med. 2009;122:290-300.



PHOI HOP THUOC SOM GIUP KIEM SOAT HUYET AP
VA GIAM BIEN CHU'NG TOT HON

% bénh nhan dat HA muc tiéu
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90 -+
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60 - P=0.0040

5] 0 e N Y S pES IR ER SR R -

40 4

30 4 Phéi hop thudc ngay tir dau

20 A Don tri - Add-on

10 -

Thoi gian (thang)
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13. Gradman AH et al. Hypertension. 2013;61:308-318. SERV'ER/




KHONG CHi KIEM SOAT TOT HA, PHOI HOP THUGC CON MANG LAL
TIEN LUONG BAO VE TOT HON
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# Events Person-days
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Circ Res. 2019;124:1113- 1123. DOI: 10.1161/CIRCRESAHA.118.313294

Any CV events

Ischemic heart
disease

Cerebrovascular
disease

Heart failure

Atrial fibrillation

Monotherapy
Combination therapy

Monotherapy
Combination therapy

Monotherapy
Combination therapy

Monotherapy
Combination therapy

Monotherapy
Combination therapy

313,463
420,917

122,712
182,428 -

40,506
59,139

25,984
43,731 —@—

91,513

66,897 —a—

J) 1.00 (Ref)
0.44

(0.40 - 0.49)

1.00 (Ref)
0.41
(0.35 - 0.47)

1.00 (Ref)
0.66
(0.50 - 0.87)

1.00 (Ref)
0.29
(0.21 - 0.40)

1.00 (Ref)
0.41
(0.32 - 0.53)




CHEN KENH CANXI VA LO1 TIEU THIAZIDE-LIKE _
PUQ'C KHUYEN CAO CHO BENH NHAN CAO TUOI

Khuyén céo NICE 2019

«V’@w World Health
{‘,1, ﬁOrganization 2021

e

Can nhac st dung Thudc lgi tiéu hodc Chen kénh

Guideline A . o St dung mét CCB cho bénh nhén tdng huyét dp trén
I)%ra::weacological canxi o bénh nhan 2 65 tuoi 55 tudi & budc 1. Néu bénh nhdn khéng dung nap (vi
treatment of :
hypertension

;el)srt;:::‘ll I;lil;;"yol:llt."d;lll:;-u »n ﬂLlUlIIPdIIyIII!’ eviueiLe Ul enu Ulyﬂll uﬂlllﬂgﬂ, HudauuvIl Ul ueaunen snivuiu du ph l‘l)’ phéli h.olp thém m.ét Iqi tié‘,u thiazide_like.ll
Patient should be counselled about starting medication therapy.

in adults Basic laboratory testing (electrolytes, creatinine, lipogram, glucose, HbA1C, urine dipstick, and ECG) to

occur as long as it does not delay treatment.

A CV risk assessment can be conducted immediately (as long as it does not delay initiation of treatment)
or at a later visit.

Consider using diuretics or CCB in patients 65 years or older, or those of African or Afro-Caribbean descent, 1433  Offer a calcium-channel blocker (CCB) to adults starting step 1 antihypertensive
beta-blockers (BBs) post MI, ACEis/ARBs in those with DM, heart failure or CKD. treatment who:

* are aged 55 or over and do not have type 2 diabetes or

* are of black African or African-Caribbean family origin and do not have type 2
diabetes (of any age). [2019]

1434 If aCCBis not tolerated, for example because of oedema, offer a thiazide-like
diuretic to treat hypertension, [2019]




CO CHE TAC DPONG HIEP DPONG: GIAN MACH KEP

Indapamide SR + Amlodipine
T

U'c ché kénh Calci

Gan véi Protein huyét twong (79%)

+ san xuat Prostaglandin

Tac dong
. S = GIAN MACH KEP
Bai tiét qua than dang con hoat tinh (5%) =

L 1 thai Na+ v
L) > > > g 3 s ~ = r
2|§shch|nh qua tai Na+ ¢ thanh déng HA HUY ET AP

Loi tiéu NHE (5%)

v Phu ho'p v&i dac diém sinh ly bénh cta BN cao tudi




Ti LE DAY DiNH CAO GIUP KIEM SOAT HUYET AP 24H

08:00 Trua 16:00 20:00 Khuya 04:00 08:00

Perindopril®

75-100%
Enalapril 40-60% High risk of %

Stroke/ Ml \
Captopril 60-70% (bid)

Telmisartan 97
Valsartan 69-76%
Irbersartan 50-60% N\
Amlodipine 50-100%
Indapamide

85-98%

HCTZ 33%

Kiém soat HA ngay ca thoi diém nhay cdm — sdng sm

1. Physicians Desk Reference. NJ: Medical Economics Company; 2008. 2. Diamant H and Vincent HH. Lisinopril versus enalapril: evaluation of trough:peak ratio by ambulatory blood pressure monitoring. J Hum Hypertens. 1999;13:405-412. 3. Martell M, Gill B, Marin R, et al. Trough to peak ratio of once-daily lisinoprol and twice-
daily captopril in patients with essential hypertension. J Hum Hypertens. 1998;12:69-72. 4. Hermida RC, Calvo C, Ayala DE, et al. Administration time-dependent effects of valsartan on ambulatory blood pressure in hypertensive subjects. Hypertension. 2000;42:282-290. 5. Flack JM et al. Vasc Health Risk Manage. 2011:(7);777-787. 6
Lacourciére Y et al. Am J Hypertens. 1995;8:1154-1159.



HIEU QUA HA HUYET AP TAM THU

Phoi hop Indapamide SR/Amlodipine HA HUYET AP TAM THU TOT HON
so vé&i liéu phap két hop CCB va RAASI

( NC NESTOR CCB ELDERLY J f NC DOMNICZAK J
Mirc do hda:)a‘mbSR+ Mirc do Vdsarlan+ hda:m‘ﬂaSR+
giam HA (mmHg) giam HA (mmHg)
0 0
-15 -15
-10 -10
-15 -15
-20 -20
-25 -25
-30 -30
rthm1%l‘?n 7 an A -6.2 mmHg — a-4.7mmHg
(P=0.022) (P=0.016)

1.4 WO etal J Clin 261 7:19(1):965-97
2. Dgrrﬁhcz% etal. ngur éfe'}teHyspertensmn )Novem/béer2019 Volume 37 -Issue 11 - p 2280-2289



PHOI HOP AMLODIPINE & INDAPAMIDE DUNG NAP TOT

NC DOMINICZAK Do dung nap tot, it anh hwéng dién giai va chuyén héa

Thay doi so v&i nén

AMLODIPINE 5 mg VALSARTAN 80mg
Natri (mmol/l) -0.1+2.6 -04+23
Kali (mmol/I) -0.2+0.5 -0.0+ 0.4
Creatinine (mmol/l) -0.3+9.9 0.7 +£10.9
Glucose (mmol/l) 0.2+1.5 0.1+1.6
Triglycerides (mmol/l) -0.04 + 1.07 0.02+1.03

Cholesterol (mmol/l) -0.04 £ 1.08 -0.14 £ 1.06

1. Dominiczak et al. Journal of Hypertension: November 2019 - Volume 37 - Issue 11 - p 2280-2289
2. Kobalava ZD et al. J Hypertens. 2019;37:p €106



PHOI HOP AMLODIPINE & INDAPAMIDE DUNG NAP TOT
Giam phu

Bénh nhan

> 65 tudi (n=107)

ENALAPRIL/ INDAPAMIDE/
AMLODIPINE AMLODIPINE

6% 2%

(n=54) (n=53)

1. Hanon O et al. J Clin Hypertens. 2017;19(1):965-972



INDAPAMIDE — PHAN TU’ LO1 TIEU KHAC BIET!

Phi dai

that trai

TANG HUYET AP
CO PHI BAI THAT TRAI

Nghién ctrtu LIVE®
Indapamide

giam phi dai that trai
nhiéu han Enalapril
(7.5% vs 2.8%).

Hiéu qua trén da dang déi tudng Bénh nhan

TANG HUYET AP
TAM THU BON BOC

Nghién cifu X-CELLENT®

Indapamide SR 1.5mg

giam huyét ap tam thu

hiéu qua (16.9 mmHg).

Bai xuat
albumin
niéu

TANG HUYET AP KEM
DAl THAO DUGNG
CO ALBUMIN NIEU

Nghién ctru NESTOR'®
Indapamide SR

giam bai xuat
albumin/nudc tiéu
tudng dudng enalapril
(4.0 vs 3.7 mg/mmol).

Bién co
tim mach

TANG HUYET Ap
RAT CAQ TUOI

_Nghién cfu HYVET®?

Giam 21% tr vong chung

Giam 39% dot quy tu vong
Gidm 64% suy tim.



LUA CHON THUOC PE
v KIEM SOAT HUYET AP TAM THU HIEU QUA
v NGAN NGUA BOT QUY



POT QUY - NGUYEN NHAN GAY TU VONG HANG DAU VIET NAM

TABLE 1. Top 10 causes of death in Vietnam, with percentage

. change (2005-2016)
International
. % Percentage
SOCIth of 2020 Rank Cause Change Percentage  (US)*
Hypertension 1 Stroke +13 1554 6.39
) ~ 2  Ischemic heart disease +23.5 1313 19.65
Chéu A cé ti lé dot quy cao hon chau Au 3 Alzheimer disease +41.4 6.42 8.62
4  Lung cancer +35.1 5.95 6.91
Populations from Asia 5 COPD +15.9 4.35 5.91
e Ethnic-specific characteristics are recognized for East 6 Diabetes +30.1 417 258
Asian populations. Hypertensive patients have a 7 Road injuries +8.5 367 161
greater likelihood of salt-sensitivity accompanied with —— . : ' '
mild obesity. When compared with Western popula- 8 Chronic kidney disease +191 3.21 2.98
tions, East Asian people present a higher prevalence 9 Lower respiratory infection ~ -5.9 2.83 3.46
of stroke (particularly hemorrhagic stroke), and non- 10  Tuberculosis -34.6 2 89 0.034

ischemic heart failure [1].

The 2016 prevalence ratio between Vietnam and the US, calculated using the
GBD data, was significantly greater than 1 for stroke, diabetes, road injuries,
and tuberculosis.

* Relative proportion of deaths attributed to each disease in the US, for
comparison.

1. 2020 ISH global hypertension practice guidelines
2. Neurosurg Focus 45 (4):E12, 2018



AMLODIPINE: NGAN NGUA POT QUY TIEN PHAT

Tac dong cla diéu tri tang huyét ap 1én tinh trang dot quy trong 7 thir nghiém so
sanh amlodipine v&i placebo hodc cac thubc ha ap khac, bao gdbm ARB va ACEI

Amlodipine .
L | Meta-analysis

N =94.338

bot quy
Thif nghiém Tinh khéng S bién cd Odds ratio Difference (%)
dong nhat (95% CI) (Dd lech chudn [%])

Thit nghiém lam sang Cac loai thudc khac:

déi chitng chi déng Amlodipine '

ALLHAT/Chlorthalidone 675:377 -I:-

ASCOT/Atenolol 422:327 - |

ALLHAT/Lisinopril 457:377 -

CAMELOT/Enalapril 8:6 O—

Dai chirng véi ACEi P=0.99 465:383 < i -18 (7)P =0.004
Béi chiing vai thudc P=0.79 1562:1087 < E -21 (5) P<0.0001
khéng bao gém ARB '

IDNT/Irbesartan 30:18 —-—
VALUE/Valsartan 322:261 -
CASE-J/Candesartan 60:47 —I—E—

Dai chitng véi ARB P=0.46 412:346 <, -16 (8)P =0.02
Béi chiing véi thudc P=0.79 1974:1433 = : -19 (4)P=0.0001
khong bao gém ARB !

Thif nghiém lam sang Placebo:Amlodipine i
déi chitng véi placebo i
CAMELOT 12:6 —.
IDNT 28:18 R —
PREVENT 5:5 E
Dai chitng véi placebo P=0.69 45:29 {}-:* -37 (29)P =0.06
I I 1 [ |
n=78323 00 05 1.0 1.5 20
Amlodipine c6 két cuc tot hon Amlodipine cé két cuc xau hon

Wang et al. Hypertension. 2007;50:181-188.



INDAPAMIDE: BAO VE TIM MACH VUQT TROI O
BENH NHAN THA RAT CAO TUOI

TU VONG POT QUY
¥ SUYTIM —_—
. _CHUNG TU VONG N - 3.845
" BN > 80 tudi
20—
2 21% R
o 40 — e '1"‘,« —
< 39% - = —
£ ~ D I
.a I IN THE VERY ELDERLY TRIAL
£ 60— \
64% .
80 — 4

Nghién clru HYVET dugc dirng trudc thai han vi: nhdm Indapamide giam ti |é tir vong
chung vugt troi so véi nhdm ching

N Engl J Med 2008; 358:1887-1898



PHf)’l HOP GIUA LO1 TIEU + CCB MANG LAI HIEU QUA
GIAM POT QUY TOT HON CAC PHOI HOP KHAC

Risk ratios for stroke comparing treatment with
combination CCB/thiazide-like diuretic vs other

combinations
Trials Active Comparator : RR (95% CJ)
-—
ELSA 9177 14/1157 0.63 (0.27, 1.45)
i
VALUE 281/7596 322/7649 : 0.88 (0.75, 1.03)
e
FEVER 177/4841 251/4870 E 0.71 (0.59, 0.88)
S—
COPE 12/1168 44/2333 0.54 (0.29,1.03)

- o :
Overall 23 A) e 0.77 (0.64, 0.92)

in favor of CCB/DIU

I | = | I I

0.1 0.2 0.5 1 2 5 10
Favors Favors other
CCB/DIU combinations

1. Rimoldi SF et al. J Clin Hypertens (Greenwich). 2015;17:193-199



KET LUAN

1. Tang huyét ap tam thu I3 nguy co hang dau dan dén dot quy, tl vong tim
mach & BN THA > 60..

2. Bénh nhan THA > 60 c6 nhitng dac diém khac biét: 130 hda mach mau, tang
tinh cirng déng mach, hé renin suy giam = Khé kiém soat huyét ap véi thudc
RAASi & co nguy co dot quy cao.

3. Lwa chon thudc phu hop: Loi tiéu va chen kénh canxi nén dwoc wu tién cho
BN THA trén 60 tudi.

4. Vién phoi hop liéu cd dinh tang sw tuan tri tao co hoi dat muc tiéu diéu tri.



