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Hon 400.000 ngudi Viét Nam tif vong

do cac bénh khong lay nhiém moi nam

Cac bénh khong lay nhiém hién khong chi gay nén tinh trang
qua tai bénh vién ma con khién tudi tho, chat lugng séng
ngudi dan Viét Nam gié m xuéng.

(O Cacbénh man tinh

' Benh kh°“9 lay nhlem () Khéng lay tir ngusi sang ngusi

KN

(D Tién trién trong thai gian dai va cham

Ganh nang kinh té, xa héi

. ®
Cac bénh KLN phé bién tai Viét Nam (triéu ngusi) w
14

Bénh KLN 73% 14 —
66%
ganh nang Tl vong
bénh tat hang nam .
Oc=.
aa |
40% O % < i
Turvong Céac bénh Tang DPaithdo  Tim phéi Ung thu
<70 tudi r6i loan huyét ap dudng man tinh  (mac mai)
tam than
Giam thi€u cac hanh vi &
nguy co chinh gdy mac cac bénh KLN
50% — =2 24 12015
39,4 I 2025 (muc tiéu)
S 33 6,58

Mic tiéu thu muédi
(gam/ngugi/ngay)

Ty |é thiéu hoat
déng thé luc

Ty lé hat thuéc 1a
(nam gidi)

Py

Nguén: B4 Y té: Chinh pha

Ty 1é uéng rugu
bia & muic c6 hai
(nam gidi)

Oe
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http://infographics.vn
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Diabetes
~55% of patients with T2D have Py CKD affects -~50% of patients with
NAFLD®! Oam® T2Dlal
[ { ® 2017 Global
More than half of patients with ll ‘l Prevalence? ~—— Diabetes is the most common reason
T2D are reported to be obese!™ ~476M T2D ' for progression to ESKD, accounting
| ) for 30% to 50% of ESKD!"
Approximately 1in 3 patients with =
T2D has CV diseasel
2- to 5-fold increased risk of HF
in patients with T2D*
60% to 80% greater probability of Cv disease/ CKD
CV death and all-cause mortality == 17% to 21% of patients with
in patients with T2D and CKD also have HF'
L
SERDIIRG R R <}‘ ’@ Presence of CKD in patients
% with HF increases risk of
mortality

.

. b 7¢7Y

U TimYy OK3cod VMY y 060-80%i voncdotim Yy OKN yiglyO Buytim2S d%t Uy

U ¢ K~50%co0 YK Yy WNI K WEhWKARVI K gighS 2 yOyzB350%), 1721% CKDO suytim
U / K dzéhaehy> 5090 Beophi, gany K A WY

a. Younossi ZM, et al J Hepatology 2019.71:793-801. b Masmlquul'L et al_Cardiovasc Diabetol 2016,15:29; ¢. Einarson TR, et al. Cardiovasc Diabetol. 2018,17:83; d R@ur‘gwn Aetal
Diabetoiogia 2018,61:2300-2309; e. Mozaffarian D, et al. Circulation 2016,133:187-225; 1. MacDonald MR, et al, Eur Heart J 2008,29:1377-1385; g Thomas M, et al. Nat Rev Nephrol
2016;12:73-81. h. Toth-Manikowski S and Atta MG, J Diabetes Res 2015,2015:697010; L. Ryan DK, et al. Eur Cardiol. 2022:17.e17
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= Viém céu than
= Bénh than da nang

Khac

T | ‘mdCKDgiat £ rthpot h gian mduc
I §thao L € n g

50 A

B No diabetes
Undiagnosed diabetes
M <10 years
40+ 10-19 years
M 220 years
& 30
©
o
c
é 20 - [
=
o
) i i i
u =} i i
/ Any CKD ACR
23{1 mg!g 2300 mglg -::Eﬂ mUmw’ -=:3|.'I mUmlnF
a o 1.73m? 1.73m?
JY8%t r € I gp
suyt hdn

1. International Diabetes Federation. IDF Diabetes Atlas, 9th edn. Brussels, Belgium: International Diabetes Federation; 2019; 2. GBD 2016 Disease and Injury Incidence and
Prevalence Collaborators. Lancet 2017;390:12111 1259; 3. Hill NR, et al. PLoS One 2016;11:e0158765; 4. Nichols GA, et al. Diabetes Care 2004;27:1879i 1884; 5. Parving HH,
et al. Kidney Int 2006;69:20571 2063; 6. Ronco C, et al. J Am Coll Cardiol 2008;52:15271 1539



CV continuum: Di nti ni nt vongb ti ut cacy ut nguyc
(tthgyégt £nlgl Ynhguy "rt=li o Hipid m8 u é)

Ton thugng mo
(NMCT, dot qui, suy than,

bénh BM ngoai bién) \

S Huyét khoi xa vira Tai dinh dang
e DRSO edaiiosen) B&nh TM tién trién bénh Iy
1 454(248%) 7\
e RLCN sém T6n thu'ong co quan dich
anmnceoms) clia mo (suy tim, bénh than man)
+Dysllplde::lr; /‘
6,413(10.9%)
Viém, stress oxy hoa S“.V co qua"Ag/d cudi -
Hynaxtsasion va stress cd hoc (suy tim, suy than g/d cuoi)
13983(23.8%) !\ /
Cac yéu t6 nguy co Tu vong
(THA, BTD, hat thuéc ...)
J. Pers. Med. 2021, 11, 207. Circulation Volume 114, Issue 25, 19 December 2006, Pages

https://doi.org/10.3390/jpm11030207 2850-2870
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Nguy cd NMCT (%)
Nguy cd Pot quy (%)

fun

T2D T2D T2D T2D +
T2D T2D T2D T2D + : .
) . . + Dyslipidemia + Hypertension Hypertension +
+ Dyslipidemia + Hypertension Hg‘?::ill;eir;i-;?; Dyslipidemia

Nhoi mau cd tim Dot quy

Ann Transl Med 2019;7(18):436
DOI'10 2107/atm 20190 00 N4
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Treatable traits: mt moé hinhiit utr m ichoth k 21

Treatable traits: a new paradigm f845' century management of chronic airway diseases: Treatable Traits Down
Under International Workshop report

6 T ¢ Md TiTreatable traitso ' € £ Q u Bith @ tmdt h nc itrongqu [lcdc b’ nwC
L€ ntgh L,Hbi latcacb nliph tUmhJapd, nygh cat hiwdal W [ti hi
cack JJa, chot . ncgnhan.Vi cd uylWpi h €hphgpl i ©Qun. t khaini samgt h
hanh lam thacht h tey,nhienvi lamnaylac Fn hiV]th | thacl Xy i ffimh nghién

c wvat h hanhliénquanl Jjph€hphgpt i ¢dcacl HE I Wt hiW Q'€ H,t h[

Treatable Traits Down Under International Workshop L € tcr it dtp Melbourne, Uc vao thang
5/2018. T Yli © yhing t6i bao cao cac khai n i ~ chinh va cic cau h, righiénc U € It H®.
trongcacc u tch [ aw dkongs u ‘bt 'hi .@hang téi L & u bt €t h ©htmirdy nghiénc  lién
quanl JJmi Lélte < L~ ntghuelwm tch Qacl HEi Wnmm g congnhdsnphbi |
c. @eacl HEi Waxacl ™ mmh t hbdti @Qmancg ecl HEi Wm &én [ n h € dan
sangvak himk nlg§ png . i Qu’ ecl HEiI Wmn~ ntgh’chdngtdic I nnginn h d
| Gacp h €hphgpvat h ik Jhghienc a6t htWdrak i fm _m¢ lienquanl Jhi | uc,

ph€hphgpt i §doacl HE i Wit hiW Qull’€© @ cann h desdc md hinhc h Lsoc L a

LA 4

a

nganh cot NHWT 1t 1 iKAAIp h ©hphgp nay vao trong t h T

EurRespir) 2019: 53: 1802058 %{ bD;,eb bl O £Lbl



Xaci nh Treatable Traits
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Treatable traits

Hanh vi
Nhan thwe vé triéu chirng

Dung nhiéu dung cu xit hit thudc

Tuan tha didu tri
Ky thuat xit hit kém
H8 tro tir gia dinh va xa héi

M trwdng]

Hut thubc
O nhiém khéng khi

1

' trong/ngoai nha
Phoi nhiém tai noi lam viéc

AT P

o AP ARy e A

| nhaycam

>

COPD

Ca the hoa viéc gido duc tw
quan ly.

Giam tinh trana nhiéu
binh xit hit thudc
Giao duc ky thuat xit
hit

Tun thd ohign
lwoc r%?m

Dieu chinh ké
nhoach hanh déng

Giao dyc ty. | Heuin
quan ly HUOC va s\

bénh

(Gu

Tw vén va didu trithubc 40

gé cai thubc la

5

PGS NGUYEN NHU VINH TTDT BSGD UMP

3

D&n Iwu dich nhay (thiét bi PEP
va HS saline)

Diéu chinh ké hoach

Ky thuat tho
retraining

Statins systemic inflammation

Quan Iy dua theg
dan doi voi bénh,
) kem
~Liu phdp hanh vi —nhan_
thirc +/- thudc doi véi lo u
va/hoac tram cam.

9

Didu tri trana dich véi viem

4. duwong the
. Khana sinh cho téc nhan
7 13 vi khuan

hanh dong
-» May CPAP cho.

20 chirng nawna thé khi.
~ nad,

Tai phoi
Co thét co tron dwdng the
Khi phé thiing
Viém duwéng thé theo hwéng
tang bach cau ai toan.
Viém phé quan man
Vi khudn thwong tra trén
duong tho
Bénh ly gidn phé quén
Téng nhay cam
Phan xa ho tdng qua mic
Suy hé hdp man
Ngoai phdi
Chrng suy mon va béo phi
Nguwna thé téc nghén khi nal
Bénh tim mach vanh
Trao ngwoc da day thue
quan

Viém mdi xoang
R6i loan chirc ndng day

thanh
Tram cam
Lo du
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Toomas Palu, WB, 2015
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CAC VAN BE Sm:ﬁ.
KHOE THUONG GAP
THED VONG por | EATOATHED PHAC B0
CHUYEN KHOA O TUYEN
THEOHE CO' iy cHO CA NHAN VA GIA
QUAN PINH
SEN
sPEC | TEST
PREVALENCE

+
LR

NGU'GT BENH: 1 CAP cUU, 2
BENH THUGONG GAP, 3. ) - S—
BENH DONG MAC; 4. BENH | XAC DINH | CHAM SOC QUAN LY

BO SOT v sus | NGUY CcO CARE MANAGEMENT
NGUOT KHOE: 1 DI TRUYEN, 2.
DI UNG, 3. SUC KHOE TAM
THAN, 4. PHUC HOI cHUC
NIHG 5.TAM SOAT, 6. CHUNG
HEUA,, 7. MO1 'rm.ru'HG 8 TAM
SOAT e
IDEA
CONCERN LUA
EXPECTATION | CHON
BIOPSYCHOSOCIAL UU TIEN
DUNG THUOC
KHONG DUNG THUOC LAP KE HOACH CAN THIEP

Y HOC
CHUNG EVIDENCE BASE PRACTICE UP TO DATE

CU EBM
DUA TREN THAN PHIEN
. - . BENH NHAN
CHUNG (ILL- E:?:‘I:S;ff:gh:u' DLIA TREN NGUY CO DA
NESSES) DIEN f-"IHUNG KHU TRO }-:.EI.E BINH VOT CONG
: “— CU YHGE: CAY PHA HE,
NGOAI APGAR, VONG DOT,
TRU SCREEM..
THOT GIAN KHAM HAN
CHE 8, 18, 30 PHUT
NGUOT
BENH
NGUOT
BIO  wHoE
/- BIO PSYCHO SOCIAL THICH uﬁ;é; THUOC
. . DANG NU
CHUYEN PSYCHO TAMLY 'rhicH BI SHOPPING
NGANH Y coctaL VITRE XA HOI
Hgi:ﬂﬁl-}‘ XU TRI, 6 NGUYEN LY Y HOC GIA BINH
THAM HO SO GIAY, HO SO PIEN TU EHR
Vﬁl"l MO HINH BIOPSYCHOSDLIAL
THANH CHAM SOC HUONG VE
A in KHAM CHUYEN TUYEN 2 BENH NHAN B
EEE e HO SO SUC | CHIEU CHAM SOC HUONG VE
e KHOE MOI QUAN HE
cip cuy = YHGP TOAN DIEN
THUONG CHAM SOC CA NHAN VA GIA | LIEN TYC
GAP O PpINH THEO VONG POT | CHAM SOC BAN BAU
CONG THEO HUONG DY
DONG PHONG
THUOGC o
BIEN PHAP DUY TRI sUC
TAD TANG TUAN THU CHO _KHOE
LONG ' ~NGUOT TRONG GIA PiNH  HIEU CHO BAO
TIN VOl QUA GATE  HIEM XA

BIEUTRI yppper HOI

CHO BONG NGHIEP CAC CHUYEN KHOA
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Gia tri cot 18i cia chuyén nganh YHGD

Cau thidu cha BSGP: Quan Iy chdm séc cac van dé sirc khoe thuding gidp cho ca nhan va gia
dinh theo vong doi va hé co quan vdi ho so strc khoe YHGD.

Péi twong ctia YHGD 1a ngudyi khoe va ngudi bénh/giai doan khoe/giai doan bénh => quan ly,
chdm soéc chir khéng phai la chudn doan va diéu tri.

Tiép can cha BSGP 1a xac dinh nguy co wu tién va ké hoach gidi quyét sat hop vdi moi nguoi
bénh, khach hang. Toan dién va khu trd, lwva chon wu tién dua vao y hoc bang chirng mé hinh
BioPsychoSocial va ICE.

Chi dinh diéu tri va ra quyét dinh cia BSGD bao gébm: Drug Prescription va Social Prescription.

Tram y té& hoat ddng theo 6 NL YHGP |a thuc hién hién hé so SK YHGD (chira 6 NL YHGD), ap
dung cong cu YHGD va mé hinh BioPsychoSocial va ICE cho ngudi dan trong dién quan ly.

BSNT YHGPD thuc hién cac ki ning: Ling nghe tich cuc - cht ddng, cdp ctru ngoai vién, tham
van theo wu tién ICE, ap dung duoc cong cu YHGD trong ho so SK YHGD.

PLA 2023



Role of Family Physician in CAREME:
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Open Access Research

BMJ) Open Can doctors and patients correctly
estimate cardiovascular risk? A cross-
sectional study in primary care

MXt nghi°n cnu clst ngang L« Llac thoc hi<n tHi c8c ph,ng k2014 v Qi 1024 s
nh©&n v° 57 b8&8c sk. Nhvng b<nh nh®©n ti1 35 tuXzi tre€ | °n kht'ng .mls&§ cb <cnuhXct ipni
troc ti"p Wng b)ng c¢c©u hMi c- cdu tr¥%c L« Llac sA dyng L thu thtlp<mv I
nh©n v~ 1 Qc t2nh cea b8§c sk v’ nguy c¢1 CVD cegea b<nh nhon. Cha sA dyng ni
AQc t2nh nguy c¢c1 cega 304nsh% nth<©@nh nChh@n ¢c1-Qc t2nh L¥ng nguy c¢c1 mlsc b<nh tim
s8nh vQi ni " m nguy c¢1 Framingham (FRS), cho thdy r%wng hSu h"t b<nh 1flh©n
AQc t2nh nguy c¢c1 cega b8c sk: Kho)xng 55,7% b&8c sk 1Qc t2nh L¥WngXnhguyacs?=C
sk czng ¢+ nhvng L8nh gi §1l]khtng ch2nh x8c

ANh-m nguy ¢1 cao: Khi c¢cha sA dyng FRS, 46, 4% b<nh nho©n Llac pho®n | ohkilal"”
b<nh ti u L3Yng v o | "m y"u t= nguy ¢ cao [1].

B<nh nhon L &nh85gi68% tbh<gpph. nh®©n c¢- nguy c¢c1 cao L&nh gi § .t h@®c nw'uy tci «CVD
L8nh gi 8 thdp n"y bao gfm kh®*ng c¢c- ti’'n sA gia L3®nh mlsc CVD, v, ng eo nhM
B&c sk Lg§nhB§c&§skhidgnh gi 8§ thdp nguy c¢c1 ¢ 59, 8%.b<hBk yHh@ntE& Ilngdguwmy quanc dc
n"y bao gfMm b<nh nh®©n | " nv, tre® hin, khing b~ titng huy"t 8p, khtogtap  t
t©Om thu thdp hyin, khl'ng h%Wt thu=zZc v°™ mXt s=Z do©n t Xc nhdt L nh [ 1].

Su, May, Liew., Wai, Khew, Lee., Ee, Ming, Khoo., Irmi, Zarina, Ismail., Subashini, Ambigapathy., Mimi, Omar., Siti, Zaleha, Suleiman., Juwita, Saaban., Nur, Farhana, Mohd,
Zaidi., Harmy, Mohamed, Yusoff. (2018). Can doctors and patients correctly estimate cardiovascular risk? A cross-sectional study in primary care. BMJ Open, 8(2) doi:
10.1136/BMJOPEN-2017-017711



B nihant h€ og hi QINCcunglicn h €ncghn h dmi fléng | T

makhéngb i mt c nguyc hbi JtnTimmY c hT h dn, ahinh minh

T n th€hng m?
(Nh" i m8u,lcH tgium, suy gilm ch_ ¢ nktng thdn

H3nh th”"nh_mlng 4

, . .
B ' nh tim micWnt.i T8&i cblu tr Yc

R"i | oY T the€eht ( o
ch ncbng n ch qUac nYnmi u
’ l
Oxy hoda 4\.4 Suy tim
& cadcc h wiBnHo stress Suyt hdn

R" i o4%m mau,n §thao '€ n g

t £ rhoguy épthatt hulac Yu- T von
t h_can/béo phi / ’

Volume 114, Issue 25, 19 December 2006, Pages 2850-2870



Preventive Medicinmne o
vVolurme 99, June 2017, Pages 282-285

Cardiovascular disease screening in general
Practice: General practitioner rtrecording of
corrmimon risk factors
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|nj uries Cardiovascular diseases (CVDs) are caused by disorders of the heart and blood vessels. CVDs include coronary heart disease (heart
attacks), cerebrovascular disease (stroke), raised blood pressure (hypertension), peripheral artery disease, rheumatic heart disease
congenital heart disease and heart failure. The major causes of CVDs are tobacco use, physical inactivity, unhealthy diet and harmful use of
alcohol. Therefore, most CVDs can be prevented by addressing these behavioural risk factors

Tuberculosis

Source: Global Health Estimates 2016: Deaths by Cause, Age, Sex, by Country and by Region, 2000-2016. Geneva, World Health Organization; 2018. However, currently CVDs are the number one cause of death globally, representing 31% of all deaths. [IRHEENEWIMOUNERITEER STl RS

131% of total deaths in 2016 — equivalent to more than 170 000
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4.1.1 Rationale for assessing total cardiovascular disease
risk

All current guidelines on the prevention of ASCVD in clinical practice
recommend the assessment of total CVD risk. Prevention of ASCVD
in a given person should relate to his or her total CV risk the higher
the risk, the more intense the action should be.
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There is a high burden of poor cardiovascular-
kidney-metabolic health in the population, which
affects nearly all organ systems and has a

particularly powerful impact on the incidence of
cardiovascular disease. More guidance is needed

on definitions, staging, prediction strategies, and
algorithms for the prevention and treatment of
cardiovascular-kidney-metabolic syndrome to
optimize cardiovascular-kidney-metabolic health
across diverse clinical and community settings.
ardiovasculakidney-metabolic (CKM) health is the
clinical presentation of the pathophysiological
interactions among metabolic risk factors such as
obesity and diabetes, chronic kidney disease (CKD) al
the cardiovascular systemlhe clinical implications of
poor CKM health are significant, with potential for
premature mortality, excess morbidity, multiorgan
disease, and high health care expenditures driven
largely by the burden of cardiovascular disease (CVD)
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Diseases of th€aReMdriad share common

DIABETES, OBESITY AND METABOLISM pathophysiological traits that include neurohormonal
dysfunction, oxidative stress and systemic
inflammation.28,33,49 Separately and together, these
physiological abnormalities can contribute directly to the
collective development of CV, kidney and/or metabolic
dysfunction.49 On a pathophysiological level, the sustained

|nter'r9|ati0n5hip5 hetween Cardiovascmar, renal activation of endogenous neurohormonal systems, including

the sympathetic nervous system and regamgiotensim

and mEtabOIiC diseaSES: Underlying eVidence and aldosterone system (RAAS), is a shared feature of many

0 ' e ‘ : PN CaReMadlisease states,4%1 with complex interactions with
|mpllcat|0n5 f0r mtegrated InterdISCIpIInary care other pathophysiological events. Thus, cardiac dysfunction or

hypertension may reduce eGFR, thereby activating the RAAS
and management and promoting renal injury and endothelial
dysfunction.49,51,52 Elevated angiotensin |l promotes sodiun
Jiten Vora MD 3 David Cherney MD, Mikhail N. Kosiborod MD, Jonas SpaakMD,  and water retention via aldosterone secretion, and also

REVIEW ARTICLE @ Full Access

Naresh Kanumilli MD, Kamlesh Khunti MD ... See all authors v promotes cellular hypertrophy, apoptosis and fibrosis of
cardiomyocytes and renal tubular cells.49,50 These factors ca
First published: 08 February 2024 | https://doi.org/10.1111/dom.15485 | injure kidney tissue and induce sympathetic overactivation an

contribute directly to hypertension, cardiac injury, and further
deterioration of kidney function.49 Furthermore, proteinuria

raises risk of CVD and is related to tubular atrophy, interstitial
fibrosis and scarring.17
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FIGURE 1 The cardiovascular risk continuum in patients with type 2 diabetes (T2D). Each additional risk factor increases the overall lifetime
cardiovascular (CV) risk (steepening the curve), effectively decreasing the age at which the patient crosses the CV event threshold. Chronic kidney
disease (CKD) adds significant risk at any stage, as shown in the rear projection, again, in effect, decreasing the time taken to cross the CV event
threshold (denoted by the leftward shift from A to B). Every person's risk continuum varies, not only due to the nhumber and magnitude of risks

they have and the time they have had them, but also due to natural variations.” CAD, coronary artery disease. Figure adapted from

Renoprotection with SGLT2 inhibitors in type 2 diabetes over a spectrum of cardiovascular and renal risk by F Giorgino et al. Cardiovasc Diabetol.

2020;19 (1):196.” Copyright (2020) by BMC.
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Original isk profe diabetes (T2D). Via maximizing the

reduction of cardiovascular (CV) risk
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Intervention), a person's CV risk
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~ delaying the onset of risk driving
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sk cardiovascular and renal risk by F
Giorgino et al. Cardiovasc Diabetol.
2020;19 (1):196. Copyright (2020) by

» Years BVIC.


https://dom-pubs.onlinelibrary.wiley.com/doi/full/10.1111/dom.15485#dom15485-bib-0007

Nonmetabolic
etiologies of

/ hypertension

Stage 0: Stage 1: Stage 2:
No Risk Factors Excess/Dysfunctional Metabolic Risk
Adipose Tissue Factors and CKD

Hypertension

Metabolic
syndrome

QR AR D
D 3D ]
.....

oA
‘@. .’

Overweight/obesity
Abdominal obesity
Impaired glucose
tolerance

Type 2 Moderate- to
diabetes high-risk CKD

A focus on Vi
primordial prevention /
and preserving Nonmetabolic

cardiovascular health etiologies of CKD

38



Xacli nhy ut nguyc
TimM chTh n

0000000000



Tyl SAO VIwC nCNH GIC YuU T,
CHhA CP D NG R, NG Rél TRaN L

Hinh [ n & hmangtinhminhh™ a_ m_ ¢ 2 gihod _ gkhoa




Lam cach nao L Qh t r .
BS va BNt , th 4 ntrong
vi E8nbada S, ny€u
t, nguy c ¥



(&)
WO

< AstraZeneca

Hil TIM MACH HOC VIET NAM

Chhyung tr3nh n8nh giI 8
YEU t, nguy cu iTimXmYc ;y? |

eI
y 0

Hinh nh ch mangtinh minh h av im ciichgidod cy khoa



P Thac L Fwi_ E&nbid YTNCt r®
v/cac y€u ,  nguy cuTim mYch , / thanh t hh, mu & L Mg trén
ThXwa caic bi €Enh_ nsgu L - . ' lam sang

A Gitp KHUYTN KBLEClthan ¢ h, a H tr cac cong ¢  nCNH GI C

L. nbumnrong vi_ E&iJur c, Vi MN huXni  pho Bac s o
chinhminh, thay L~ il , is, nga ‘ H tr cYit hi oh[t h_ ntgh
t tnwan tr’ vIinLiJ/Jur tich c. cs, m




T 1 | | u chhwung tr33nh

A
*

)
» : “w‘?vv Tai | i jdo d° o hha
Cong ¢’ L'§npia YINCTim mYch Th Xn Rl al I, glao . N hhan
Tai |i_ th
vinyeu,
nguy ¢ uTM 1
ThXn
B U n tham
) chi em’ ¢
Phi €qi [y Quét QR code, tiéu LDL-C
L8 n bia b dJn g theo phan
Li, hbhoVYi t bln gguy c 4
‘NGUY co
TIM MACH T.rui
CUA MINH? giéo d ° CBN
5
2t o
Qu bl §nh

gia




