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Disclaimer:

Information provided in this educational presentation may contain recommendations outside
the approved labeling of the drugs under discussion. It is intended to provide healthcare
professional audience with pertinent scientific data to form your own conclusions and make
your own decisions. This information is not intended to be promoting or recommending any
indication, dosage or other claims not covered in the licensed prescribing information.
Please refer to the VN MoH-approved prescribing information for these therapies for a
complete list of approved indications and dosing, contraindications and warnings.

This presion is financially supported by Boehringer Ingelheim.



Ty lé Pai thao dwérng toan cau.

Number of people with diabetes worldwide and per IDF region in 2019, 2030

and 2045
(20-79 years) and anticipated percentage increase

North America &

Caribbean 2045 | &3

million !

2030 | 56 million * 33%

increase

2019 | 48 million
South & Central
America 2045 | 4
million

2030 | 40 million ¢ 55%
increase
WORLD 2019 | 32 million
2045 700 1\
million 51% Africa Middle East & North
| | . -
2030|578 - 2045 | 47 Africa 2045 | 108 mjllion
. | increase million T143% 2030 | 76 million  196%
million 2030 29 ‘increase increase :
2019 | 463 million 2019 | 55 million
illi 2019 19
million T2D, type 2 diabetes |

million
International Diabetes Federation. IDF Diabetes Atlas. 9th edn. 2019. www.idf.org/diabetesatlas
(accessed Jun 2020)

T2D accounts for 90%
of
diabetes worldwide

Europe

2045 | 68 T

million 115%
2030 | 66 ‘increase
million

2019 | 59

million

South-East Asia
2045 153
million

2030 115

- million

2019 | 88 million

4%
sincrease

Western Pacific

20451 212 T

million 131%
2030 | 197 *increase
million

2019 163

million


http://www.idf.org/diabetesatlas

Céac bénh ly Tim mach — Than — Chuyén héa gay ra
ganh nang bénh tat I&'n trén toan cau

eN4
/ cau dwoc woc tinh la 5

@),
Khoang 50% Bénh
oang 50% Bén CKD thwong khong cé triéu chirng

nhan suy tim (HF) sé % c4C qiai d om dan toi
{&? vong trong 5 nam o ¢ cac giai doan so'm an,o’lA
O bénh

sau chuan doan X TR
nhan CKD va nhan vién y té 6

w

cua CKD trén toan

Ty Ié lwu hanh cua T2D

>530 TRIEU rat cao va ngay cang
Bé&nh nhan T2D*’ tang Ién trén tat ca cac

MET P

S thiéu hut cac liéu >60 TRIEU
phap dwoc phé duyét Bénh nhan
dé diéu tri mot sé hinh
thirc ciia Suy tim

(e.g. HFpEF)?

*Adults 20-79 years old

CKD, chronic kidney disease; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; T2D, type 2 diabetes

1. Tsao CW et al. Circulation 2022;145:e153; 2. Heidenreich PA et al. J Am Coll Cardiol 2022;79:€263; 3. GBD 2016 Disease and Injury Incidence and Prevalence Collaborators. Lancet 2017;390:1211;

4. ASN. The hidden epidemic: worldwide, over 850 million people suffer from kidney diseases. 2018. https://www.asn-online.org/news/2018/0626-Joint_Hidden_Epidem.pdf (accessed Mar 2023);

5. Jager KJ et al. Nephrol Dial Transplant 2019;34:1803; 6. Shlipak MG et al. Kidney International 2021;99:34; 7. International Diabetes Federation Diabetes Atlas 10th edition 2021. Available here: https://diabetesatlas.org/atlas/tenth-

edition/ (accessed Mar 2023)



Nhirng bénh ly cua hé Tim Mach-Than-Chuyén hoéa .
cO chung nhieu yeu to nguy co.

Tién trién cha nhirng bénh Iy lién quan (BTD2, TM, ST va BTM) c6 thé xuat hién do sw rdi loan
chirc nang clia hé TTC, va sw rdi loan nay c6 thé 1am gia tdng nguy co t& vong do TM2-4
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Bénh ly Tim mach - Than - Chuyén héa
thwong ton tai dong thoi va lien hé mat thiét voi nhau
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* Lén t61i 60% BN Bénh than man e Lén t4i 40% Bénh nhan T2D cé
c6 bénh ly tim mach? \. CKD56

30-40% Bénh nhan suy tim cé
Bénh thin man 2 /

-

a2

~

@! '
e Khoang 1 trong 3 Bénh nhan ®
T2D c6 bénh Iy tim mach? ‘0

* 20-40% Bénh nhan Suy tim c6
T2D*

o )

ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; HF, heart failure; T2D, type 2 diabetes
1. Lovre D et al. Endocrinol Metab Clin North Am 2018;47:237; 2. Ahmed A et al. Heart Fail Clin 2008;4:387; 3. Einarson TR et al. Cardiovasc Diabetol 2018;17:83; 4. Thomas MC et al. Curr Cardiol Rev 2016;12:249;
5. Afkarian M et al. JAMA 2016;316:602; 6. International Diabetes Foundation. Diabetes Atlas 9th Edition. http://www.diabetesatlas.org (accessed Mar 2023)



Leading causes 19901

Leading causes 20071

Leading causes 20171

| 1 Neonatal disorders

| 1 Neonatal disorders

| 1 Ischaemic heart disease

| 17 Alzheimer’s disease

| | |
| 2 Lower respiratory infections | | Lower respiratory infections | | 2 Neonatal disorders |
| 3 Diarrhoeal diseases | | 3 Ischaemic heart disease | | 3 Stroke |
| 4 Ischaemic heart disease | | 4 Diarrhoeal diseases | | 4 Lower respiratory infections |
| 5 Stroke | | 5 HIV/AIDS | | 5 Diarrhoeal diseases | .
| 6 Congenital anomalies | | 6 Stroke | | 6 Road injuries | :'l
| 7 Tuberculosis | | 7 Malaria | | 7 corp | ,'*
| 8 Road injuries | | 8 Road injuries | | 8 HIV/AIDS | ,"III
| 9 Measles | | 9 Congenital anomalies | | 9 Congenital anomalies | "llll
| 10 Malaria | | 10 Tuberculosis | | 10 Malaria | "'/
[ 11 copp | [ 11 copD | [ 11 Tuberculosis | ';"
| 12 Protein-energy malnutrition | | 12 Cirrhosis | | 12 Lung cancer | ','
| 13 Drowning | | 13 Self-harm | | 13 Cirrhosis | ,1'
| 14 Self-harm | | 14 Lung cancer | | 14 Self-harm |,’:"
| 15 Meningitis | | 15 Meningitis | | 15 Diabetes {.,'l
[ 16 cirrhosis | ! 16 Chronic kidney disease | ! 16 Chronic kidney disease
|
|
|

| 19 Liver cancer

| | 18 Interpersonal violence

| 20 Meningitis

| 17 Lung cancer | 17 Diabetes

| 18 Tetanus | 18 Drowning

| 19 HIV/AIDS | 19 Protein-energy malnutrition
| 20 Interpersonal violence | 20 Interpersonal violence
|24 Chronic kidney disease _

| 28 Diabetes |

Red: Communicable diseases. Blue: Noncommunicable diseases. Green: Other causes
COPD, chronic obstructive pulmonary disease; HIV/AIDS, human immunodeficiency virus/acquired immune deficiency syndrome
References : 1. GBD 2017 Causes of Death Collaborators. Lancet 2018;392:1736; 2. Foreman KJ et al. Lancet 2018;392:2052

Bénh ly Tim mach — Than - Chuyen hoéa la cac nguyén nhan
gay twr vong hang dau trén thé gioi

Leading causes 20402

| 1 Ischaemic heart disease

| 2 Stroke

Lower respiratory infections

4 COPD

Chronic kidney disease

Alzheimer’s disease

Diabetes

6
7
8 Road injuries
9

Lung cancer

| 10 Diarrhoeal diseases

| 11 Self-harm

| 12 HIV/AIDS

| 13 Liver cancer

| 14 Hypertensive heart disease

| 15 Colorectal cancer

| 16 Tuberculosis

| 17 Congenital defects

| 18 Neonatal preterm birth

| 19 Breast cancer

| 20 Falls

U | ISUR R SUSSU S SN ) S ) SUni ) SUS—— SUSiGe ) S6-—) S j SuSe ) SuS ) S p S-S J S puS-——) Sunw ) Sw—.




Giam dang ke ki vong song & BN DTD tip 2

4111 60" T&r vong
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DPTD: dai thao dworng; NMCT: nhdi mau co tim; PQ: dot qui

1. The Emerging Risk Factors Collaboration. JAMA 2015;314:52—-60.



> 50% bénh nhan chau A khéng dat muc tiéu
dieu tri HbAlc <7.0%

A HbA_ <7-0%

|

¥ @O Young-onset diabetes
Hong Kong (2674/12 633) _* - Late-unset diabetes

China (887/4495) >
India (1135/3700) *

Philippines (847/3770) +

South Korea (276/1457) +

_.Vletnam(l 10/533) .............................................................. jl » il 7 O %

Singapore (98/272)

Taiwan (14/87)

Thailand (68/206)

Total (6109/27 153) ¥

Data in parentheses are the number of patients with young-onset diabetes/number of patients with late-onset diabetes with valid data included in
the analysis. *p<0-05. 1p<0-01. £p<0-001. Error bars indicate 95% Cls.

Yeung RO, et al. JADE Programme. Lancet Diabetes Endocrinol 2014; 2: 935-43



Tiéu chi chan doan va phan tang nguy co’ ctiia bénh than m
c6 ca eGFR va UACR

Persistent albuminuria categories
Description and range

CKD

Al A2 A3
N?;T da;;to Moderately Severely
increased increased increased

Phan loai va chan doan CKD <30 mg/g 30-300 mg/g >300 mg/g
<3 mg/mmol  3-30 mg/mmol  >30 mg/mmol

4 . & cAu truc v GL  Normalorhigh 290 Low* HIBEIEIEIELy High

Bat thwong vé cau truc va/ g i crensed g
hoac chirc nang cua than G2  Mildly decreased 60-89 Low* '\I":cdr‘z;astg('jy High ]
Z eGFR - ~
trong> 3 thang categories Mildly to A | A
(mL/min/ G3a moderately 45-59 increased High o
1.73 m?) decreased P
Description Moderately to Q
<60 mL/min/1.73 m? decreasled &

and /Ol' ecrease
G5 Kidney failure <15

Albuminuria A2-A3
(>30 mg/g)

Risk of progression

KDIGO, Kidney Disease: Improving Global Outcomes. *If no other markers of kidney disease, no CKD.
Kidney Disease: Improving Global Outcomes (KDIGO) Diabetes Work Group. Kidney Int. 2020;98(suppl):S1-S115.



ACR la yéu to lién quan ddc lap véi tang tle vong do tim mach

Owerall

Urine albumin-creatinine ratio, ma/lg

Urine albumin-creatinine ratio, mg/g

eGFRcr

<10

10-29 30-299 300-95949

1000+

<10

10-29 30-299 | 300-9599

1 (00

All-cause mortality: 82 cohorts
26 444 384 participants; 2 604 028 events

105+

90-104
G0-89
45-59
30-44
15-29
=15

105+
20-104

60-89
45-59
044
15=-29
<15

Myocardial infarction: 64 cohorts
22 838 356 participants; 451 063 events

\NO¥dly,

o

Associations of
chronic kidney
disease (CKD) staging
by estimated
glomerular filtration
rate by creatinine
(eGFRcr) and albumin-
to-creatinine ratio
(ACR) categories and
risks for 10 common
complications in
multivariable-adjusted
analyses

Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2024 Clinical Practice Guideline for the Evaluation and Management of Chronic

Kidney Disease. Kidney Int. 2024;105(4S):S117-S314. doi:10.1016/j.kint.2023.10.018



Bénh than 1a bien chirng xuat hién s&m va thwong
& DTD tip 2 12

Tan suat tiéu dam vi thé hodc dai thé theo thoi gian
mac DTD tip 2 (N=5097)12

< 30 -
< 28.0
O O O g 25 1 24.9
mim £ %.
~50% :GE,_ 5 | 17.3
Bénh nhan .
= 10
7.3
5 -
50% BN DTD tip 2 c6 bénh than man 0 +— — — -
: . n .2 o > -\ %] Khi mé&i chan  Sau 5 nam Sau10 nam  Sau 15 nam
(albumin niéu, giam eGFR hoac ca hai) doan

*In a study of patients with T2D but without a known history of proteinuria and/or kidney disease; TAt 15 years, 435 patients were alive and examined

1. Thomas MC et al. Nat Rev Nephrol 2016;12:73; 2. Adler Al ef al. Kidney Int 2003;63:225



Tuy vay nhan thirc viéc tam soat UACR khéng cao ...

Ti 1é bénh than man & BN DTD tip 2

Pwoc chan doan than man —ﬂ
Primary care setting 9307

bénh nhan BTD tip 2 Theo ddi rd
15 thang ;

Cé6 bénh Khdéng cé
0 0) than man bénh than
52.9% 15.2%

khéng dwgc xét = khong dwoc xét

nghiém A/C nghiém eGFR
Khong dwoc chan doan bénh thAan man =
Xét nghiém nwérc tiéu co ti lé thap va con nhiéu bénh nhan DTD tip 2 mac bénh than man
chwa dwoc chan doan

9 CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; UACR, urine albumin-to-creatinine ratio; T2D, type 2
diabetes Szczech LA et al. PLoS One. 2014;9:e110535



Khuyén cao tiép can da yeu to trong diéu tri PTD

American
A Diabetes
T2D patient . Association.

Connected for Life
|_ |

Reduction in diabetes complications

Glycaemic Blood pressure Lipid Agents with
management management management CV and kidney
benefit*

| Po & ¢

e modifications and diabetes education

Standards of Medical Care in Diabetes - Diabetes Care 2023;46(Supplement_1):5158-S190
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Tir 2016: Cac hwéng dan diéu tri va Hoi da khuyen nghi sw
dung SLT2i vi lgri ich Tim Mach- Than Chuyen hoa

...2015 2016 2018 2019 2020 2021

ADA/EASD!.2 ESC (May)34 ESC7 and
T ERA-EDTAS

Glycaemic c CV and mortality ADA/EASD® ADA/EASD?10 SGLT2 inhibitors with d
ontrolt.2 benefits34 T emonstrated

Benefits in SGLT2 inhibitor CV benefit are recom
ASCVD and (proven CVD bene_fi KDIGO11 mended to reduce th
chronic HF56 t) before metformin e risk of MACE and/or

7 _ HHF12
Benefits in
‘, Nephroprotection in ASCVD, HF or CKD inde
é D +CKD + DKD7.8 pendent of HbA1c9:10

Benefits in T2D and CKD
and CV diseasell

» @

For recommendations, please refer to the individual references and guidelines. The initiation of treatment with SGLT2 inhibitors or GLP-1 RAs in T2D monotherapy is only indicated if metformin
is considered unsuitable or contraindicated due to an intolerance (see product information for the respective medication)

*In patients with ASCVD or high/very high CV risk. ACC, American College of Cardiology; ADA, American Diabetes Association; ASCVD, atherosclerotic cardiovascular disease;

CDA, Canadian Diabetes Association; CKD, chronic kidney disease; CRM, cardio-renal-metabolic; CV, cardiovascular; CVD, cardiovascular disease; DKD, diabetic kidney disease; EASD,
European Association for the Study of Diabetes; ERA-EDTA, European Renal Association-European Dialysis and Transplant Association; ESC, European Society of Cardiology; GLP-1 RA,
glucagon-like peptide-1 receptor agonist; HbA1lc, glycated haemoglobin; HF, heart failure; HF, hospitalisation for heart failure; MACE, major adverse cardiovascular event; SGLT2, sodium-
glucose co-transporter-2; T2D, type 2 diabetes

See slide notes for full list of references
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BANG CHUNG CUA SGLT2i TREN
THAN VA TIM MACH O BENH
NHAN DAl THAO PUONG



Co ché bao vé tim - than
cua SGLT2i

N Engl J Med 2022;386:2024-34.
DOI: 10.1056/NEJMra2115011

1 Left ventricular wall stress
1 Oxygen delivery
T B-hydroxybutyrate oxidation
1 NHE3 activity
1 Oxidative stres

1 Glomerular hyperten:
1 Distal delivery of

Glucosuria

1 Tubular work

thetic nervous system

~ activity

1 Erythropoietin activity
1 Glycemia

' 1 Body weight

' 1 Free fatty acids

Figure 3. The Kidney—Heart Connection for Organ Protection by SGLT2
Inhibitors.

NHE3 denotes sodium—hydrogen exchanger 3. Modified from Tuttle et al.**
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EMPA-KIDNEY: expanding the range of kidney

HOME ~ RESEARCH  OURTEAM  PROGRAMMES ~ DATAACCESS  NEWS  PUBLIC ENGAGEMENT Search qQ " . P

protection by SGLT2 inhibitors

B o ST s i Beatriz Fernandez-Fernandez!%* Pantelis Sarafidis®, Maria José Soler2*®
and Alberto Ortizh%*
'Department of Nephrology and Hypertension, IIS-Fundacion Jimenez Diaz UAM, Madrid, Spain, ZRICORS2040, | & X

efﬂ Ca Cy Madrid, Spain, *Departamento de Medicina, Facultad de Medicina, Universidad Auténoma de Madrid, Madrid, G,
Spain, *GEENDIAB, Sociedad Espafiola de Nefrologia, Spain, *Department of Nephrology, Hippokration

16 March 2022 Hospital, Aristotle University of Thessaloniki, Greece and ®Nephrology Department, Vall d'Hebron University 1~ &
Hospital, Vall d'Hebron Institue of Research, Barcelona, Spain ﬁ \

EMPA-KIDNEY chirng to hiéu qua cua SGLT2i - /lfi g
quan thé CKD da dang nhat va phan anh dan sé thwon
lam sang, vay chung ta da biét dwo'c gi tor EMPA-KIDNEY

Iy
EMPA-KIDNEY trial stops early due to evidence of efficacy — Medical Research Council Population Health Research Unit (MRC PHRU) (ox.ac.uk) y
EMPA-KIDNEY trial early stop due to positive efficacy | Press (boehringer-ingelheim.com) |
DMC, Data Monitoring Committee; ESKD, end-stage kidney disease
1. The EMPA-KIDNEY Collaborative Group. N Engl J Med 2023 388:117; 2. Boehringer Ingelheim International GmbH Press release. 2022. Available here: https://

i
health/metabolic-diseases/early-stop-cHigitieddidiee asarairherisendiaceesskst @t 20820ment of chronic kidnev disease in Vietnam. Please refer to local produ

ingelheim.com/human-
rmation



https://www.mrc-phru.ox.ac.uk/news/empa-kidney-trial-stops-early-due-to-evidence-of-efficacy
https://www.boehringer-ingelheim.com/human-health/metabolic-diseases/early-stop-chronic-kidney-disease-trial-efficacy
https://www.boehringer-ingelheim.com/human-health/metabolic-diseases/early-stop-chronic-kidney-disease-trial-efficacy
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EMPA-KIDNEY: danh gia hiéu qua ctua Empagliflozin trén tién tri
hoac tir vong tim mach & bénh nhan Bénh than man

Nghién ctru pha lll ngau nhién mu déi, doi chirng gia dwoc

Dan s6 nghién ciru: Puoc thiét ké dé danh gia hiéu qua ctia empagliflozin trén dan sé phé rong (sé lwong gan 6000) cé
bénh than man cé nguy co tién trien, trong dé it nhat 1/3 l1a bénh nhan tiéu dwdng

Thiét ké nghién clru Tiéu chi

Empagliflozin 10 mg 1 lan/ngay+ ) .
EMPA-KIDNEY didu tri tieu chuant Bénh than tién trién hoac Ttr vong tim mach

Bénh nhan dwoc xac

nhan co bénh than man

c6 nguy co tré thanh .

bénh than tién trién Placebo 1 lan/ngay+
dieu trj tiéu chuant giam eGFR

eGFR duy tri <10 ml/min/1.73 m2

+ Bénh than giai doan cudi Puwoc
dinh nghia bang viéc bat dau
loc mau man tinh hoac ghép
than

* Tw vong do bénh than

M4t chirc nang than dwoc dinh
nghia: Giam lién tuc 240% suv suy

Event driven: 1070 primary outcomes:
90% power at 2p<0.05
to detect an 18% relative risk reduction

Nhap vién do moi nguyén nhan

Nhap vién 1an dau do suy tim hodc tl vong tim
mach

*  Tl& vong do moi nguyén nhan

Tiéu chi phu

19

Empaaliflozin is currently not indicated for the treatment of chronic kidney disease in Vietnam. Please refer to local product information



Phan tich dwéi nhom vé nhap vién do moi nguyén nhan
Hiéu qua cua Empagliflozin nhat quan trén cac phan nhom

Empagliflozin 10 mg Placebo ;
guf’gm“p HR (95% CI) HR (95% ClI) '”teraf“o”
ategory n with event /N analyzed p-value
Overall 1611/3304 1895/3305 0.86 (0.78, 0.95) "'
Baseline diabetes status 0.99
No 655/1779 781/1790 0.86 (0.74, 0.99) @
Yes 956/1525 1114/1515 0.86 (0.75, 0.98)
Baseline eGFR (CKD-EPI), ml/min/1.73m?2 0.63*
<30 716/1131 821/1151 0.88 (0.75, 1.03) —@—
230 to <45 646/1467 793/1461 0.81 (0.70, 0.94) —@—
245 249/706 281/693 0.91 (0.72, 1.15) —e—
Baseline UACR, mg/g 0.36*
Al (<30) normal to mildly increased 326/665 410/663 0.80 (0.65, 0.99) ——
A2 (=30 to <300) moderately increased 451/927 563/937 0.83(0.69, 0.99) —e—i
A3 (>300) severely increased 834/1712 922/1705 0.89 (0.78, 1.02) @
0.25 0.5 1 2
< N
~ 7
Events confirmed or unrefuted by adjudication are considered as an endpoint event. *Trend test across all subgroups F‘OVO.I’S Favors
eGFR, estimated glomerular filiration rate; UACR, urine albumin-to-creatinine ratio. empagliflozin  placebo
The EMPA-KIDNEY Collaborative Group. N Engl J Med 2023;388:117

20

Empagliflozin is currently not indicated for the treatment of chronic kidney disease in Vietnam. Please refer to local product information



‘ ’ EMPA—KIDNEY StMup  Accewasty Contact Coskes Logn
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Tiéu chi chinh: Empagliflozin lam giam 28% nguy co’
Bénh than tién trién hoac tir vong tim mach T

EMPA-KIDNEY trial stops early due to evidence of

efficacy
40 T Placebo
- — Empagliflozin 10 mg
B
S 30-
>
L
<
2
% 20 - Placebo N(%):
a 558 (16.9%)
,4(__) Events/100 PY: 8.96
£ 10
Empagliflozin N(%):
432 (13.1%)
Events/100 PY: 6.85
0 | | | | |
0 0.5 1 1.5 2 2.5
Patients at risk, n Years of Follow-up
Placebo 3305 3250 3129 2243 1496 592
Empagliflozin 3304 3252 3163 2275 1538 624

*NNT: 28 (95% Cl 19, 53) per 2 years af risk

ARR for the primary composite outcome of kidney disease progression or CV death is 3.6% per patient year at risk

Kidney disease progression defined as end-stage kidney disease, a sustained decline in eGFR to <10 ml/min/1.73 m?, renal death, or a sustained decline of 240% in e GFR from randomization
ARR, absolute risk reduction; CV, cardiovascular, eGFR, estimated glomerular filfration rate; NNT, number needed fo tfreaf; RRR, relative risk reduction; UACR, urine albumin-to-creatinine ratio
The EMPA-KIDNEY Collaborative Group. N Engl J Med 2023;388:117

Empagliflozin is currently not indicated for the treatment of chronic kidney disease in Vietnam. Please refer to local product information
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Khé&i tri SOM v&i Empagliflozin la chia khoéa cho bénh nhan CKD

Hiéu qua tiém nang dén thoi diém diéu tri thay thé than so v&i gia dwoc sau khi khéi tri véi
Empagliflozin s&m va muon trong thir nghiém EMPA-KIDNEY

Khéi tri sém v&i Empagliflozin
(baseline eGFR = 85 mL/min/1.73 m?)

Khéi tri mudn v&i Empagliflozin

(baseline eGFR = 20 mL/min/1.73 m?)

T30 <
™ ™
o o Empagliflozin
= Empagliflozin = Pag
E 2 E
— -
E E \
il Placebo 5.4 © 30 \
@ 1w 350 @ ? 2 Placebo \
Difference: N\
1.9 10 20.8 -@<+— @ 47.5
-J years Difference: 26.6 years
0 | | | | | | 0 | | | | |
0 1 2 3 4 5 6 0 10 20 30 40 50
Time to kidney replacement therapy (years) Time to kidney replacement therapy (years)

Extrapolated data from the EMPA-KIDNEY trial. Based on hypothetical transformation of chronic eGFR slopes into time to kidney failure, defined as eGFR = 10 mL/min/1.73 m2,

The EMPA-KIDNEY trial included 3304 patients in the empagliflozin treatment group and 3305 patients in the placebo group.
Graphical representation of representative chronic eGFR slopes from baseline to kidney failure, i.e., to the need for kidney replacement therapy. Hypothetical lines have been traced starting from extremes of the baseline eGFR inclusion criteria values

(20 and 85 mL/min/1.73 m2) to eGFR 10 mL/min/1.73 mZ2, corresponding to chronic eGFR slopes of participants on placebo and on empagliflozin within each baseline eGFR subgroup.

CKD: chronic kidney disease; eGFR: estimated glomerular filtration rate. ) o o . . . .
Fernandez-Fernandez B, et al. Clin Kidney J. 2023;16(8):1187-1198.  Empagliflozin is currently not indicated for CKD treatment in Vietnam. Please refer to local product information



Empagliflozin tri hodn thei gian dan t&i suy
than, dac biét & nhom eGFR bao ton

Number of
Haemodialysis sessio
potentially avoided

EMPA-KIDNEY: Hypothetical analysis of the delay in time to kidney failure*
according to baseline eGFR

70 3,333
E
S 60 2,778
gy
£
§ 50 2,222
E
e 40 2,100
0
()
2 30 1,400
E
@ 20 301
0 25

Delay in time to kidney failure (years)

*eGFR <10ml/min/1.73m?
Empagliflozin is not indicated for the treatment of Chronic Kidney Disease yet
Ferndndez-Fernandez B et al. Clin Kidney J. 2023 Jun 16;16(8):1187-1198. doi: 10.1093/ckj/sfad082.



Toém tat két qua nghién ctru EMPA-KIDNEY

Empagliflozin giam 28% nguy co tlen trién bénh t
hoac tir vong do tim mach trén phé rong benh nha
benh than man (thuwong gap trén lam sang nhwng chwa

Z $2A§R dwoc danh gia trong cac thir nghiém trwdc day)

eGFR 220 mI/min/1.73 m?

Hiéu qua diéu tri nhat quén trén phd réng bénh nhan
28% bénh than man bat ké:

RRR - Nguyén nhan bénh than man ban dau
— *

Sy NNT=28" _ nigc eGFR

- Co hoac khong kem BTD

EMPA-KIDNEY la NC dau tién cua thuoc SGLT-2i da
chirng minh empagllflozm giam 14% nguy co nhap vién

E%é do moi nguyén nhan (1an dau va tai nhap vién) trén phé
rong benh nhan bénh than man.

The EMPA-KIDNEY Collaborative Group. N Engl J Med 2023;388:117

Empagliflozin is currently not indicated for the treatment of chronic kidney disease in Vietnam. Please refer to local product information



T %% eEMpa-rEG DAU TIEN chirng minh Igi ich bao vé tim mach

o °UT°ME giing trén New England Journal of Medicine

. Placebo + Diéu tri nén ti wu (n=2333)
Phan ngau nhién

— va dieu tri — Empagliflozin 10 mg + Diéu tri nén téi wu (n=2345)
(n=7020)

Sang loc
(N=11,531)

Empagliflozin 25 mg + Diéu tri nén tdi wu (n=2342)

Nghién ctru RCT

/020 Bénhnhan A2 auéc gia 3.1 nam

Tiéu chi chinh: Tiéu chi phu:
3-point MACE: bién c0 tlr vong tim mach, dét qui T vong tim mach, dét qui khdng tlr vong, nhéi mau co
khéng t&r vong hoac nhdi mau co tim khéng tlr vong. tim khéng t&r vong, nhap vién do suy tim, t&r vong do

moi nguyén nhan.

1. Zinman B et al. N Engl J Med 2015;373:2117; 2. Zinman B et al. Cardiovasc Diabetol 2014;13:102



e ché SGLT2 cai thién cac réi loan chuyén hoda
trén dai thao dworng tip 2

SGLT2 inhibitor on top of Empagliflozin Canagliflozin Dapagliflozin Ertugliflozin
metformin 10 mg? 100 mg? 10 mg?3 5 mg*

HbAlc, % -0.70* 0.73t 0.84 078

Can ning, kg -2.08* -3.31 -2.9¢% -3.08

Huyét ap tam thu,
mmHg

-4.5% -3.51 -5.11 -4.48

Huyét ap -2 O* -1.8t -1.87 -1.68

tam trwoong, 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; tLeast squares mean change from baseline at Week 52; fAdjusted mean change from baseline at Week 24; SLeast squares mean
change from baseline at Week 24; "TMean change from baseline at Week 24

HbA1c, glycated haemoglobin; SGLT2, sodium-glucose co-transporter-2; T2D, 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 9@,

) $ EMPA-REG

o .‘240.. OUTCOME®



Empagliflozin: giam 38% nguy co’ tir vong tim mach

9- 0 Placebo + toi wu diéu
MR 0.62 °.9% tri nén (n=2333)

81 (95% CI0.49, 0.77)

i p<0.001%
. 38%

3.7% iflozin + ti
Empagliflozin + toi wu tir vong tim

. diéu tri nén (n=4687) mach

Bé&nh nhan c6 bién cb (%)

01 . : : . NNT =46

I I
0 6 12 18 24 30 36 42 48

Thoi gian (thang)
Hiéu qua SOM va CAIl THIEN VUOT TROI suét 3 nam

Empagliflozin |a thuoc DTP dwdng uéng duy nhat hién nay dwoc duyét chi dinh
giam nguy co’ tir vong tim mach trén bénh nhan BTD typ 2 kem bénh tim mach?3
o gboicl®

X $* EMPA-REG

1. Zinman B et al. N Engl J Med 2015;373:2117. 2. Thong tin ké toa Empagliflozin tai VN.

: ‘ ( s & ®
3. Hwéng dan chan doan va diéu tri DTD tip 2 B Y Té VN 2020 - https://emohbackup.moh.gov.vn/publish/home?documentld=8174 ®e .633’ o’ QUICGOME



BAO LAU BE THAY bU’OC LOI1 ICH GIAM TU VONG TIM MAC

16 =

\ Ngay tho* 59 .,

41, Day 59 HR 0.60

", HR0.28 (95% C1 0.37, 0.98)
(95%%.C1 0.08, 0.96) p=0.0409

T~ —

1 ——r —_— —

-
0.25 g
- -
. -
—"’-’
-

Hazard ratio (95% CI)

empagliflozin vs placebo
\
\
i
1
i
|
1
1
i
I
I
i
i
\
I
1
\
i
\
i
1
i
I
i
B
I
i
!

-~
-
-

0.0625 4 ~

0 30 60 90 120 150 180 210 24 270 300 330 360

Censoring relative to randomization (days)

Cox regression for time to CV death, pooled empagliflozin versus placebo. Hazard ratios and 95% confidence intervals (Cl) are shown in relation to time

point of censoring — treated set ..é o
CV, cardiovascular '*..
€ & EMPA-REG
o, . ®. OUTCOME®
" ol ©



BAO LAU BE THAY bU'QOC GIAM NHAP VIEN VI SUY TIM?

16 -
%417 Ngay thir 1
. 4] TR gay thw 17
e (95% C10.01, 0.87)
o 3 p=0.0372
9 D "
I°D Q 1 ——— e
ow 191 1 TTrrmrmtmmcame.
> |\ | e
2 .
° 9 0.25 -
T =
S o
"g ©
22 ooes{d | e
R N m———
0.0156 4--="""_
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Censoring relative to randomization (days)

Cox regression for time to first HHF, pooled empagliflozin versus placebo. Hazard ratios and 95% confidence intervals (Cl) are shown in relation to time
point of censoring — treated set
HHF, hospitalization for heart failure .‘ﬁ*;.
1. Fitchett D et al. Eur Heart J 2018;39;363 .‘
X ‘!f EMPA-REG
o Sis .I e OUTCOME®
® O



Tong quan vé cac CVOTs ciia SGLT2i

EMPA REG CANVAS DECLARE-TIMI a
OUTCOME! Program? 583 (\I/EEtE-glj_lliﬁocz:i\r/]) Luseogliflozin
(Empagliflozin) (Canagliflozin) (Dapagliflozin)
HR 0.86 HR 0.86 HR 0.93
Mma
*'Qv MACE (95% C1 0.74, 0.99)|  (95% CI 0.75,0.97)  (95% Cl 0.84, 1.03) HR 0.97 No CVOT
_ _ - (95% ClI, 0.85, 1.11)
p=0.04 p=0.02* p=0.17
Y HR 0.62 HR 0.92
@ 'I:u’ vong | 9596 ci0.49 0.77) . gRoO?'g?l N gIROOégsl (e (95% Cl,0.77-1.11) No CVOT
tim mach p<0.001t (95% C10.72, 106} (95% C10.82, 1.17) p=0.39
o A A HR 0.65 HR 0.70
Xa. Nhap vién HR 0.67 HR 0.73
- . (95% CI 0.50, 0.85) (95% ClI, 0.54, 0.90) No CVOT
— do suy tim 0=0.002" (95% C1 0.52,0.87)t  (95% Cl 0.61, 0.88)* 5 = 0.0061
A HR 0.61 HR 0.53 HR 0.81
% KeAt cé'c (95% CI 0.53, 0.70) (95% glRooﬁoo 773 (95% Cl 0.43, 0.66) (95% ClI, 0.63, 1.04) No CVOT
than \_  p<0.001t ) 0 A p<0.0001t p=0.08t

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

p-values are for superiority. *Testing for superiority for 3P-MACE was part of the statistical analysis plan but was not part of the hierarchical testing strategy; p-value for superiority in VERTIS-CV was not tested. TNominal p-value; *Exploratory outcome,
no p-value is reported; SEMPA-REG OUTCOME: progression to macroalbuminuria (UACR >300 mg/g), doubling of serum creatinine (accompanied by eGFR [MDRD] <45 ml/min/1.73 m2), initiation of RRT or death from kidney disease; CANVAS
Program: Sustained 240% reduction in eGFR, RRT or renal death; DECLARE-TIMI 58: Sustained 240% reduction in eGFR to <60 ml/min/1.73 m2, ESKD, or renal death

; SEMPA-REG OUTCOME: progression to macroalbuminuria (UACR >300 mg/g), doubling of serum creatinine (accompanied by eGFR [MDRD] <45 ml/min/1.73 m2), initiation of RRT or death from kidney disease; CANVAS Program: Sustained 240%
reduction in eGFR, RRT or renal death; DECLARE-TIMI 58: Sustained 240% reduction in eGFR to <60 ml/min/1.73 m2, ESKD, or renal death
Adapted from Oral Presentation during ADA Virtual 80" Scientific Sessions, June 16,2020 (VERTIS-CV Trial)
SGLT2, sodium—glucose transporter 2; CV, cardiovascular; CVOT, CV Outcomes Trial, MACE, major adverse cardiovascular events; HHF, heart failure hispitalisation.

1. Zinman B et al. N Engl J Med 2015;373:2117-2128. 2. Neal B et al. N Engl J Med 2017;377:644-657. 3. Wiviott SD et al. N Engl J Med 2019;380:347-357.
4. VERTIS CV Trial, Presented during ADA Virtual 80th Scientific Sessions, June 16 2020



Empagliflozin: Giam bién ¢6 mach mau Ién
va mach mau nhé

Tién trién

o P * ? 2 PN N .
Bién cd tim mach TU VONG TIM MACH Tur vong chung Nhap vién do suy tim bénh than do BT

4/39%

Bién c6 tim mach*: T&r vong tim mach, Nhéi mau co tim khdng t&r vong, d6t quy khdng tl&r vong

.o *.
jb" ’:- EMPA-REG

o ®
1.Zinman B et al. N Engl ] Med 2015;373:2117; 2. Wanner C et al. N Engl J Med 2016;375:323 e .&.% ' OUTCOME


https://www.google.com/url?sa=i&url=https://briefhealthology.com/what-is-indicated-by-stages-of-chronic-kidney-disease/&psig=AOvVaw0F9PQYJQIDo3CqeLV-7ZtW&ust=1617523186965000&source=images&cd=vfe&ved=2ahUKEwi-9ojJzeHvAhWZTPUHHdN7C-QQjRx6BAgAEAc
https://www.google.com/url?sa=i&url=https://briefhealthology.com/what-is-indicated-by-stages-of-chronic-kidney-disease/&psig=AOvVaw0F9PQYJQIDo3CqeLV-7ZtW&ust=1617523186965000&source=images&cd=vfe&ved=2ahUKEwi-9ojJzeHvAhWZTPUHHdN7C-QQjRx6BAgAEAc

Empagliflozin: An toan & dung nap tot

Tan suéat cla céac bién cb bat loi twong dwong voi gia duwoc

Incidence of adverse events, %

o

20 40 60

00}
o

100

Bét ct bién cb bét loi nao*

Bién cb bat loi nangt

Bién cb bat loi nghiém trongt*

Ta vong

Bién cb bat loi dan dén ngwng thubcs
Ha dwong huyét dwoc xac nhan
Ha dwong huyét can sy tro' gitp
Nhiém trang dwéng tiéu 1
Nhiém trung tiéu phtrc tapl
Nhiém tring sinh duc**

Giadm thé tichtt

Suy than cép#t

Nhiém toan ceton do DTDSS
Gay xwong

-'ﬂ'r|r|||

= Placebo

Céc bién cb lién quan dén huyét khéi machitt
Poan chi dudi

*p<0.001; tp<0.05; ¥p<0.01; Sglucose level of <70 mg/dl (3.9 mmol/l); Tbased on 79 MedDRA terms; **based on 88 MedDRA terms; tthased on 8
MedDRA terms; ¥based on 1 MedDRA term; $Sbased on 4 MedDRA terms; flbased on 62 MedDRA terms
Patients treated with =1 dose of study drug
1. Zinman B et al. N Engl J Med 2015;373:2117; 2. Kohler et al. Adv Ther. 2017;34:12

m Pooled empagliflozin




Céac Hiép héi khuyén céao str dung SGLT2i, trong dé cé
Empagllflozm nh& Igi ich trén Tim mach - Than - Chuyén héa

e
d American
Heart iy
W Association. American
= L““ American A Diabetes
H FS A Diabetes . Association.
. Association.
HEART FAILURE SOCIETY OF AMERICA

2023
EASD @
"’ Liéu phéap khéi tri cho BTD tip 2 kem hoac nguy co cao ASCVD, HF or

‘\"'-_.,,=/ CARDIOLOGY.

)i ESC
= (@

e A fmerican Khéi tri cho BTD tip 2 kém hodc c6 nguy co cao bénh tim mach xo viva 13, suy tim 13
@ E S C . Association.
HFpEF (class 2a), bat ké c6 BTPD tip 2 hay khéng *15

CKD dé giam nguy co tim-than %7
hoac bénh than man 1314
EASD i"" 2021 Két qua tir cac thtr nghiém tim va than (bao gém subgroup) mé réng khuyén céo dé

,agera @ ESC 2022 Giam nhap vién va tir vong tim mach cho HFmrEF, HFpEF
Giam nhap vién suy tim va tir vong tim mach HFrEF (class 1), HFmrEF (class 2a) va
bao vé tim-than & bénh nhan DTD tip 2 cé nguy co tim mach cao 16

gmggtcan
@ E S C AMAI:‘.;ot':Ieastlcms

_ 2020 Lovi ich tim mach va giam tir vong cho BTD tip 2 kém nguy co’ tim mach cao hodc c6 HFrEF 12
N Biabeies
. Association. fesecaten 2019 Doc lap véi HbAlc; wu tién cho bénh tim mach do xo’ vira, suy tim, bénh than man & bénh nhan BTD tip 2 11
EASD 2018 Bao vé than cho bénh nhan BTD tip 2 kem bénh than man 8-10
2016 Loi ich giam bénh tim mach xo vira va suy tim man cho PTb tip 2 7

. _201 5 Lei ich tim mach va giam tir vong cho DTD tip 2 kém bénh tim mach 3¢

Kiém soat dwong huyét cho BTD tip 2 12

For full recommendations, please refer to the individual references and guidelines or the AT2D module ‘Evolving evidence-based recommendations in T2D

*Class denotes strength of recommendation: class 1 = strong; class 2a = moderate!’
ASCVD, atherosclerotic cardiovascular disease; CVD, cardiovascular disease; DKD, diabetic kidney disease; HFmrEF, heart failure with mildly reduced ejection fraction;

HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction; HHF, hospitalisation for heart failure 33
See slide notes for full list of references



Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addition to comprehensive CV risk management)*

+ASCVD! +Indicators of high risk
Defined differently across
CVOTs but all included
individuals with established
CVD (e.g., MI, stroke, any
revascularization procedure).
Variably included: conditions
such as transient ischemic
attack, unstable angina,
amputation, symptomatic
or asymptomatic coronary
artery disease.

While definitions vary, most
comprise =55 years of age
with two or more additional
risk factors (including obesity,
hypertension, smoking,
dyslipidemia, or albuminuria)

ADA 2023:
SGLT2i duwoc
khuyén cdo sém &
bénh nhan DTD tip 2
€O nguy co’
tim mach-than cao

+ASCVD/Indicators of High Risk

GLP-1 RA* with proven @ SGLT2i® with proven
CVD benefit CVD benefit

If A1C above target

« For patients on a GLP-1 RA, consider adding SGLT2i with
proven CVD benefit or vice versa
« TIDA

+HF

Current or prior
symptoms
of HF with

documented

HFrEF or HFpEF

SGLT2iS
with proven
HF benefit

in this
population

v

+CKD

eGFR <60 mL/min per 1.73 m? OR
albuminuria (ACR 23.0 mg/mmol
[30 mg/g]). These measurements
may vary over time; thus, a repeat
measure is required to document CKD.

+CKD (on maximally tolerated dose
of ACEi/ARB)

PREFERABLY

SGLT2i® with primary evidence of
reducing CKD progression
Use SGLT2i in people with an eGFR
220 mL/min per 1.73 m’; once initiated

should be continued until initiation
of dialysis or transplantation

______ UR i —
GLP-1 RA with proven CVD benefit if
SGLT2i not tolerated or contraindicated

USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

T0 AVOID
THERAPEUTIC
INERTIA REASSESS
AND MODIFY TREATMENT
REGULARLY
(3-6 MONTHS)

é Goal: Achievement and Maintenance of Glycemic and Weight Management Goals

Glycemic Management: Choose
approaches that provide the
efficacy to achieve goals:
Metformin OR Agent(s) including
COMBINATION therapy that provide
adequate EFFICACY to achieve
and maintain treatment goals
Consider avoidance of hypoglycemia a
priority in high-risk individuals

If A1C above target, for patients on
SGLT2i, consider incorporating a
GLP-1 RA or vice versa

In general, higher efficacy approaches
have greater likelihood of achieving
glycemic goals
Efficacy for glucose lowering
Very High:

Dulaglutide (high dose),

Achievement and Maintenance of
Weight Management Goals:

[ Set individualized weight management goals ]

General lifestyle advice: Intensive evidence-
medical nutrition based structured

therapy/eating patterns/ weight management
physical activity program

Consider medication Consider metabolic
for weight loss surgery

When choosing glucose-lowering therapies:

Consider regimen with high-to-very-high dual
glucose and weight efficacy

If additional cardiorenal risk reduction or glycemic lowering needed

* In people with HF, CKD, established CVD or multiple risk factors for CVD, the decision to use a GLP-1RA or SGLT2i with proven benefit should be independent of background use of metformin; 1 A strong
recommendation is warranted for people with CVD and a weaker recommendation for those with indicators of high CV risk, Moreover, a higher absolute risk reduction and thus lower numbers needed to treat
are seen at higher levels of baseline risk and should be factored into the shared decision-making process. See text for details; A Low-dose TZD may be better tolerated and similarly effective; § For SGLT2i, CV/
renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause martality, MI, HHF, and renal outcomes in individuals with T2D with established/high risk of CVD;

# For GLP-1 RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, M, stroke, and renal endpoints in individuals with T2D with established/high risk of CVD.

Diabetes Care 2023;46(Suppl. 1):5140-S157

Semaglutide, Tirzepatide |
Insulin Efficacy for weight loss
Combination Oral, Combination Very High:
Injectable (GLP-1 RA/Insulin) Semaglutide, Tirzepatide
High: High:
GLP-1 RA (not listed above), Metformin, Dulaglutide, Liraglutide
SGLT2i, Sulfonylurea, TZD Intermediate:
Intermediate: GLP-1 RA (not listed above), SGLT2i
DPP-4i Neutral:
DPP-4i, Metformin
2 v
If ATC above target ]
Identify barriers to goals:

« Consider DSMES referral to support self-efficacy in achievement of goals

« Consider technology (e.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy
« Identify and address SDOH that impact achievement of goals

34



Khuyén cao SGLT2i theo KDIGO 2024

Recommendation Evidence leve

We recommend treating adults with T2D, CKD with

eGFR 220 ml/min/1.73 m? with an SGLT2i 1A
We recommend treating adults with CKD with an SGLT2i
for the following:
« eGFR 220 ml/min/1.73 m? with UACR 2200mg/g 1A

or
» Heart failure, irrespective of level of albuminuria.

We recommend treating adults with
eGFR 20 to 45 ml/min/1.73 m? with UACR <200mg/g 2B
with an SGLT2i

Adapted from: KDIGO 2024 CKD Guideline.
Empagliflozin is not indicated in CKD freatment in Vietnam yet



Empagliflozin dwoc BO Y Té Viét Nam khuyén cdo giup
giam nguy co’ tir vong tim mach va nhap vién do suy tim

BQ Y TE CONG HOA XA HQI CHU NGHIA VIET NAM
Poc lap - Tu do - Hanh phic
S6: 1857 /QD-BYT Ha Néi, ngay 05 théng 7 nam 2022
QUYET PINH

A en \ \eprA ~ A
Vé viéc ban hanh tai liéu chuyén mén
. z Z - s A 5 s 5
“Huéng dan chin dodn va diéu tri suy tim cAp va man”

AHF (Suy tim cap)

Khdi tri SGLT2i sém cho cac bénh nhan suy tim cap giai
doan 6n dinh trude khi ra vién kém hoic khong kem dai thao
duong dugc chimg minh giam sém téng bién cb tim mach
gdm tir vong, suy tim va cai thién thang diém chat lwong
cude song.

HFrEF (Suy tim PXTM giam)

Hién nay 2 thude la dapaglitlozin hodc empagliflozin duge khuyén cao cho bénh
nhan suy tim phan suét tbng méu giam bat ké c6 kém theo dai thio duong hay
khong. Cac thube duge chimg minh giam tir vong tim mach va tai nhap vién do
suy tim. Thude con duoc chimg minh ¢6 hiéu qua giam cac bién ¢b than cap va
ngin ngira su suy giam chirc ning than vé dai han.

HFmrEF (Suy tim PXTMG nhe)

Thubc we ché SGLT2: Thudc tc ché SGLT2 nén duoc chi dinh & bénh nhan suy
tim PSTM giam nhe gitip gidm nhdp vién do suy tim va tir vong tim mach. Nghién
ctru gan diy cho thay empagliflozin c¢6 hi¢u qua lam giam nhap vién do suy tim va
tir vong tim mach. Dt liéu ban dau cia nghién ctru véi dapagliflozin ciing cho két
qua twong tw & nhitng bénh nhan suy tim phén suat tong mau giam nhe hoac bao ton.
Chua c6 dit liéu véi cac thude trc ché SGLT2 khac.

HFpEF (Suy tim PXTM bdo t6n)

4

Thudc te ché thu thé SGLT?2 nén duogc chi dinh & bénh nhan suy tim PSTM bao tdn

nhim lam giam nguy co nhap vién va tr vong tim mach. Ciing giéng nhu & nhém
suy tim c¢6 phan sut tong mau giam nhe, empagliflozin c6 nhimg dir liéu cho thiy
giam nhap vién do suy tim va tir vong tim mach, dapagliflozin ciing cho két qua ban
déau tuong tu.

https://kcb.vn/phac-do/quyet-dinh-1857-qd-byt-ngay-05-07-2022-ve-viec-ban-hanh-tai-lieu-chuyen-mon-huong-dan-chan-doan-va-dieu-tri-suy-tim-cap-.html
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https://kcb.vn/phac-do/quyet-dinh-1857-qd-byt-ngay-05-07-2022-ve-viec-ban-hanh-tai-lieu-chuyen-mon-huong-dan-chan-doan-va-dieu-tri-suy-tim-cap-.html

((3) M1 TIM MACH HOC QUOC GIA VIET NAM

KHUYEN CAO cUA
HOITIM MACH QUSC GIA

mhsi  KHUYEN CAO CUA HOI TIM MACH QUOC GIA VIET NAM 2
biéu tri bang thudc cho BN suy tim phan suit tdng mau giam nhe va bao t

SUYTIM MAN

Khuyén cdo diéu tri bénh nhan suy tim phan suat tdng mau gidm nhe

Khuyén cdo diéu tri bénh nhan suy tim phan suat tdng mau bdo tén

Khuyén céo

Thuéc ¢ ché thy thé SGLT2 (Empagliflozin,
Dapagliflozin) nén dugc sir dung gilp giam nhap vién
va tir vong tim mach ¢ bénh nhan STPSTMG nhe.

Thudc loi tiéu dugc khuyén céo & nhitng bénh nhan
STPSTMG nhe ¢6 sung huyét dé giam baot cac triéu
chirng va dau hiéu.

ACE-I c6 thé dugc xem xét cho bénh nhan STPSTMG
nhe dé giam nguy co nhap vién va tir vong do suy tim.

ARB c6 thé duoc xem xét cho bénh nhan STPSTMG
nhe dé giam nguy co nhap vién va tir vong do suy tim.

Thudc chen beta cd thé duoc xem xét cho bénh nhan
STPSTMG nhe dé giam nguy co nhap vién va tir vong
do suy tim.

MRA c6 thé dugc xem xét cho bénh nhan STPSTMG
nhe dé giam nguy co nhap vién va tir vong do suy tim.

Sacubitril/valsartan c6 thé duoc xem xét cho bénh
nhan STPSTMG nhe d¢ giam nguy co nhap vién va tir
vong do suy tim.

Mirc khuyén cao

Mirc chirng cir

Khuyén c4o

Thudc te ché thu thé SGLT2 (empagliflozin,
dapagliflozin,) duoc khuyén cdo & bénh nhan
STPSTM bao t6n nham lam giam nguy co nhap
vién va tir vong tim mach

Tam soat, diéu trj nguyén nhan va cac bénh dong
méc tim mach va khong tim mach dugc khuyén
c40 & bénh nhan STPSTM béo ton

Loi tiéu duoc khuyén dung ¢ bénh nhan STPSTM
bao t6n co tridu ching sung huyét dé lam giam

triéu chirg.*®

Vinh Pham et al. “Khuyén cdo cda héi tim mach quéc gia vé chdn dodn va diéu tri Suy tim cép va suy tim man”. VNHA.2022.www.vnha.org.vn




Chi dinh cua Empagliflozin tai Viét Nam

DTD tip 2 Suy tim (bat ké EF)

Kiém soat dworng huyét

duwdng huyét chat ché hon

|
|
|
|
|
|
|
< I
= | Giam nguy co’ tir vong tim mach va nhap vién do
o= Giam nguy co’ tlr vong tim mach & bénh nhan | suy tim & bénh nhan truwdng thanh suy tim
= trwong thanh dai thao dwong tip 2 va c6 san bénh |
ly tim mach |
|
|
Khuyén cdo khéi tri: §  Khuyén cao khoi tri:
- O bénh nhan vdi eGFR 230ml/phtt/1.73m? | O bénh nhan véi eGFR 220ml/phuit/1.73m?
= :
© I
= Liéu khoi dau: empagliflozin la 10 mg 1 lan/ngay : . .
fir Cé thé tang liéu 1én 25 mg 1 lan/ngay néu can kiém soat | 10 mg 1 lan/ngay
I
|
|

Chéng chi dinh empagliflozin trén bénh nhan phailoc than

To huwdng dan sit dung thudc empagliflozin tai Viét Nam, 05/2023 38



PIEU TRI DAl THAO BUONG TIP 2
LUA CHON TOI ’U CHO NHIEU MUC TIEU

Nhirng bénh ly cua hé Tim Mach-Than-Chuyén Empaglifiozin trong diéu tri D TD typ 2
hoa co chung nhiéu yéu to nguy co. Lwa chon toi wu cho nhiéu muc tiéu

NMCT va dot qui
Bénh mach i i 330/
vanh Tur vong tim mach l 0
=
¥ U
Tiéu dam dai lwgng Tai céu tric P
(— thét trai Kiém soat HbA1c
@ : . Bénh than
Tiéu dam vi man
lwong )
Xo vira ’
Wi 52 w éncbimmeen |14°
ongmach (23 — - Bién cé tim mach | 14%
@*0 BTM giai _ Giam Cén nang
: O doan cudi \
Réi loan chirc nang ndi mac | P @
3 0l Ma | Nhap vién do suy tim | 35%

, Giam Huyét ap
Yeu to nguy co:
) ‘
+ THA :
- Béophi Tievong ™M
+  RLIipid méu

IF-WACE, B ey skt s deents {V, 4 0 eesr iy HDAC, gipmned resmidgh e, B30T, S0 e il (6 COrTraneon - 1
1. Ziremin B-rtol K Engl) e 3013575 1217; 1. Huea I8 ot al K Engl) Mwe' J00T37T-044; 1 Wivicen S o’ W gl ivbed 1005380347, 4. Schenrrchwrae G ool Disbrien 00523 Suppl 1]:A264; 5 Chillean A el A4 200 o
prasminiion; & WanrarDerel KErgl /Mg TILEI79ERS 7. Parkovic rtal Loncwr Disbanen Ensooninsd JO10E061



KET LUAN

< Bién ch&ng than, tim mach la nguyén nha
guan trong gay t¢ vong & cac bénh nhan
PbTb.

< Viéc lwa chon phac dd diéu tri BTD tip 2 nén
dwoc ca nhan hoa.

< Thudc SGLT-2i d& mé ra nhiéu co hoi dé dat
dwoc nhiéu muc tiéu diéu tri cling ldc.

< NC EMPA-KIDNEY, EMPA-REG OUTCOME giup hiéu thém vé tiém nang cla
SGLT2i trong bao vé than, tim mach, ngay ca & nhirng BN c6 nguy co thap.






