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M6t s6 diém méi trong cac
thir nghiém vé THA 2021 - 2022

= Thue trang bd mat THA trén toan thé gi¢i (bao céo tai ESC 2021)

= Dich huyét ap thap hon? N/C téng hop BPLTTC va N/C STEP 2021
= Thay ddi 16i sbng dong vai trd quan trong trong diéu tri THA

= Vién phéi hop (4 loai) cho sém c6 hiéu qua

= THA nhe & phu nir c6 thai

= Thubc chiva huyét ap va nguy co ung thw

= ARNI trong diéu tri THA khang tri?

= Thudc gidm dau (paracetamol) lién quan THA

= Vai trd clia Triét dbt giao cdm déng mach than hién nay

TANG HUYET AP - CH_UKN 3D
5120 TR] BONG B = 707700 TH0 DAL LAY

Worldwide trends in hypertension prevalence and progress

2021 i
E s C in treatment and control from 1990 to 2019: a pooled
' analysis of 1201 population-representative studies with
European Society - L
of Cardiology 104 million participants

NCD Risk Factor Collaboration (NCD-RisC)*

CONG BO TAI ESC 2021
Tan suat lu hanh va tinh hinh diéu tri
Tang huyét ap trén toan cau twr 1990 den 2019

- Phantich s liéu ctia 1201 nghién ctvu dai dién cho dan sé tir 184 quéc gia (104 triéu ngudi tudi 30-79) tir 1990 — 2019

- Muc tiéu: Xac dinh tAn suét lu hanh Tang huyét ap, ti 1& phat hién Tang huyét ap, ti 1& co diéu tri Tng huyét ap va kiém
soat huyét ap.

- Binh nghia THA: HA tam thu > 140 mmHg va/ho&c tam trwong > 90 mmHg hodc dang udng thudc diéu trj THA.

Worldwide trends in hypertension prevalence and progress in treatment and control from 1990 to 2019: a pooled analysis of 1201

population-representative studies with 104 million participants. ide trends in hypi p! and progress in treatment
and control from 1990 to 2019: a pooled analysis of 1201 population-representative studies with 104 million participants. Lancet 2021;
1398 957-80
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Thwce trang THA trén
the gi¢i?

VAN CON 1 LUQNG LON BENH NHAN CHUA PU'QC KIEM SOAT HUYET AP
DU DA PIEU TR| HAY CHU'A BIEU TR !

Tay Authu Trungva M Latinh va
nhp cao Dbéng du Caribbean

THE GIOI

Kigm soét huyét 4p
Didu tri nhung chua kiém soat
Chua didu tr

12504

[ Jufus]

Chua chan doan

Chau A thu

1000+
nhap cao
Asa-racanc

Number of people (millions)

Trung A, Trung Chau Pai Duwong Chau Phi

Doéng va Bic Phi
and north Atrica

0
&
Year o o o &
Q¥
&
Worldwide trends in hypertension prevalence and progress in treatment and control from 1990 to 2019: a pooled analysis of 1201 Year

population-representative studies with 104 million participants. Worldwide trends in hypertension prevalence and progress in treatment
and control from 1990 to 2019: a pooled analysis of 1201 population-representative studies with 104 million participants. Lancet 2021;
398: 957-80
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_ TiLE GAP BIEN CO O’ BENH NHAN DIEU TRI
CHUA KIEM SOAT HUYET AP VA KHONG DIEU TRI LA GAN NHU NHAU !

Tinh trang
——Khong c6 THA
Bénh tim mach Bénh tim Bénh mach mau nao —DBiéu tri dat muc tiéu
——Diéu tri khéng dat muc tiéu
——THA khéng diéu tri
1.000 1.000 1.000
995
: 995
H : ,
g .990 Nghién ctu diéu tra méi lién
§ .990 .998 quan cla ting huyét &p co
R kiém soat va khong kiém soat
= dwoce, va vai tro cta didu tr,
985 véi nguy co t& vong do moi
.980 nguyén nhan va t&r vong tim
mach b&ng nghién ctu doan
hé trén nguoi trwdng thanh &
975 .980 .996 N
0 50 100 150 200 250 300 0 50 100 150 200 250 300 0 50 100 150 200 250 300 Hoa Ky.

Thoi gian (thang)

CHAM KIEM SOAT HA DAN PEN TANG NGUY CO TIM MACH

*Delays of greater than 6 weeks, after SBP elevation, before initiating or increasing treatment significantly increase risk of an acute OV event or death.
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Mean time (months) from non transient raised SBP to initiating or changing treatment

Outcome risk increased progressively from the lowest (0-1.4 months) to the highest fifth of time to medication intensification (hazard ratio 1.12,
1.05 to 1.20; P = 0.009 for intensification between 1.4 and 4.7 months after detection of elevated blood pressure)

Xu'W et al. BMJ. 2015;350:h158 _
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Dich ha huyeét ap
bao nhiéu la toi wu?

2020 PHAN TiCH GOP BPLTTC

ESC Hotline ESC 2020

European Society
of Cardiology

Phan tich gbp s6 liéu clia 348,854 bénh nhan trong 48 nghién ciru
Thoi gian theo doi trung binh 4 nam

Tiéu chi chinh: cac bién c6 tim mach nang: Phai hop céc bién c6
dét quy gdy chét hodc khdng, nhdi mau co tim hodc bénh tim
TMCB gdy chét hodc khdng, suy tim gdy chét hodc khién phai nhap
vién.

Collaborating trials

AASK african
ABCD Approprioe slood resure

merican Sudy of Kiney Discase and Hypertension
i Dibetes

Treatment

LIFE (osoran ntervntion For Endpoin reduction

NORDIL orde ditiazem study
ONTARGET

nd
SPRINT systolc slood ressure intervention Tricl

SYST-EUR Systoic pertensior

'VALISH osarton in Edery slated Systlle ypertension
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11494 citations identified and screened:
5819 from Pubmed /MEDUNE database

1326 from ClinicalTrials.

4226 from Cochrane Central Register of Controlled Trials

123 from previous 2016 meta-analysis [14)]

v

| §942 citations after duplicates removed

B

6585 unrelated citations during initial title
screening

Y

I 358 citations included in abstract screening

A

113 studies excluded:

.
.

79 had <1000 patient-years in each arm
30 were non-randomised trials
4 were protocol, baseline or interim reports

| 245 citations includedin fulltext review

145 studies excluded:

e s e

10 had <1000 patient-years in each arm

41 were reviews/meta-analyses

3 could not be located

8 were non-randomised trials

5 were baseline or interim reports

4 were retracted

74 were subsequent reports after main trial
publication

Y

igible trials for consideration in the
. lual patient-level data meta-analysis .
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PHAN TiCH GOP BPLTTC
Hotline ESC 2020

10% bién c6 tim
mach nang

13% dot quy

7% bién c6 DMV
14% suy tim

5% tr vong tim
mach

ents (%)

Proportion with major cardiovascular eve

Hiéu qua trén bién cd tim mach chinh cho mdi 5mmHg gidm huyét

C

ap tam thu

di disease at
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— Comparator — Intenention — Comparator — Intervention

HR0.89 (0.86, 0.92) HR0.91(0.89, 0.94)

Proportion with major cardiovascular ev
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5L 1T coLLABORATION:

Can ha ap dén bao nhiéu dé ngan ngtra bénh
Tim mach trén cac bénh nhan c6/khéng c6 bénh tim mach truéc do?

Pravious cardiovascular disease W pravioiin cldirasouler diasse
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mach ca & nhirng ngudi co hodc khéng mac bénh tim mach trwéc do

Diéu tri huyét ap bang thuéc hiéu quéa trong viéc ngan ngtra cac bién c6 bénh tim

Current Cardiology Reports (2022) 24:851-860. DOI: 10.1007/511886-022-01706-4




15-Aug-22

u'

d

RVIER

R o 11 coLLaBoRATION: %

Loi ich cda diéu tri tdng huyet ap tay theo Itra tudi va
murc huyét 4p ban dau

HR (95% (1)
04 — 285 years 099 (0-87-112)
—75-84years  0-91(0-87-096)
—65-74years  0.91(0-88-0.95)
55-64 years  0.91 (0-88-0.95) -
—— <55 years 082 (076-0.88) f
= Nhém s0 sénh r
03 e+ Nhom can thiep . i B ] ; L. .
- Giam nguy co bién co tim mach nang rng v&i moéi 5 mmHg
" Huyét ap tam thu ha dworc.
-
E . 4 Bién c¢6 tim mach ndng: dwoc dinh nghia la t6 hop cda dét quy géy twr vong
é %] / 4 hodc khéng tdr vong, bénh co tim tir vong hodc khéng ti vong, nhéi méu
2 hodc thiéu mau co tim, hodc suy tim gay tir vong hodc phai nhap vién.
E) -
01+
H B 3 H H 5

Follow-up (years)

N;e—s(ratlf ied and blood-pressure—stratvﬁed effects of bIoc“ lowering for the p! ion of
disease and death: an -Iev | data met: lysis. The Blood Pressure Lowering Treatment
Trialists” Collaboration. https://doi.org/10. 1016/50140 6736(21)01921-8

)

HUYET AP MUC TIEU TOI LU: CANG THAP CANG TOT?
| Phan tich gép Thomopoulos: gdm 68 nghién ctru Randomize Controlled (1966 — 2013), n= 245 885
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Absoclute
Difference Events Risk reduction NNT
Trials SBP/DBP njpatients RR Standardized RR Standardized RR 1000 pts/5 years 5years
Outcome n) (mmHg) Treated Controls (95% Cl) (95% CI) (95% Cl) (95% CI) (95% CI)
Stroke 3 -0.0/48 1262/51179 1870/56326 0.68 (0.62-0.75) 0.63 (0.56-0.71) S -15(-18,-12) 67 (57, 84)
CHD 3 -9.0/-48 1443/52168 1723/56868 0.82 (0.77-0.88) 0.78 (0.72-0.85) . -8 (-11,-6) 118(94, 171)
HF 2 -10.6/4.8 231121517 415/20605 0.55 (0.46-0.65) 0.54 (0.45-0.64) —— =12 (-14,-10) 81(70, 101)
Stroke + CHD 32 -0.0/-48 2632/50705 3472/55848 0.77 (0.73-0.81) 0.75 (0.71-0.79) e =17 (=20, -15) 67 (50, 68)
Stroke + CHD + HF 2 112154 1960/31902  2536/30970 0.73 (0.68-0.80) 0.74 (0.69-0.81) — ~95(-31,-19) 40 (32,52)
CV death a3 0.1/-48 14730651245 1778/56402 0.82 (0.76-0.89) 0.80 (0.73-0.88) — “7(-10,-5) 134 (100, 221)
All-cause death k1 -0.0/-4.8 2013/53140 3336/58288 0.89 (0.84-0.04) 0.88 (0.82-0.93) e -8(-12,-5) 124 (83, 212)
—_—

0.4

e
&

10 125
Active better Control better

FIGURE 3 Relative and absolute risk reduction of various outcomes in the blood-pressure-lowering trials. Sensitivity analysis including intentional trials exclusively in
hypertensive patients. Standardized RR is to a SBP/DBP reduction of 10/5 mmHg. The column absolute risk reduction reports the number (and 95% Cl) of events prevented
every 1000 patients treated for 5 years with a standardized RR. NNT is the numbers (and 95% Cl) of patients needed to treat for 5 years to prevent one event. CHD,
coronary heart disease; Cl, confidence interval; CV, cardiovascular; HF, heart failure; n, number; NNT, number needed to treat; pts, patients; RR, Mantel-Haenszel risk
ratios.

Kiém soat huyét ap tich cuc

= Giam cé y nghia théng ké t4t ca cac bién cb tim mach

Thomopolus 2014 Dec;32(12):2285-95.
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HUYET AP MUC TIEU TOI WU: CANG THAP CANG TOT?

The NEW ENGLAND JOURNAL of MEDICIN E

I oRTGINAL ARTICLE |

A Randomized Trial of Intensive versus
Standard Blood-Pressure Control

The SPRINT trial

Tiéu chinh chinh: Té hop céc bién cb MI, ACS,
stroke, HF, or CV death

T vong chung

0.105 Hazard ratio with intensive treatment, 9105 OH;EB(SS;?E wat:(;fgeg;;ve freatment,
0.75 (95% Cl, 0.64—0.89) 5 0084 o '
T 0.08+ g
E Standard treatment £ 0.06+
3 0.064 2 Standard treatment
2 ) T 0.04-
£ 0.04+ Intensive treatment 2
g ol 3 0.024 Intensive treatment
0.00
OOG T T T T 1
T T 3 7 ioves 0 1 3 3 4 b veas

Ha &p tich cwc gidm bién ¢b tim mach, t& vong

N Engl J Med. 2015 Nov 9.
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HUYET AP MUC TIEU TOI UU:

THAP PEN MUC NAO?
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| Tir ONTARGET dén TRANSCEND: SBP khéng < 120mmHg; DBP khéng < 70mmHg |

Reprinted from The Lancet, Volume 389, Bohm M, Schumacher H, Teo KK, et al.
Achieved blood pressure and cardiovascular outcomes in highrisk patients: results from ONTARGET and TRANSCEND trials,
pages 2226-2237

a Primary endpoint Yearly P 25
event value
20
SBP <120 mmHg 361 <0:0001
SBP 21200 <140 mm Hg 308 15
SBP =140t0 <160 mmHg 417 10
SBP =160 mm Hg 712
05 :
DBP <70 mm Hg 436 <«0-0001 100 110 120 130 140 150 160 170 180 [mmHg]
DBP =70 to < 80 mm Hg 3.05 Optimal range of SBP |p——
DBP = 80to <90 mm Hg 374
DBP = 90 mm Hg 628
r T 1
b Cardiovascular death Yearly P 3.0
event value 25
SBP <120 mm Hg e 167 <0-0001 20
SBP2120to <140mmHg @ 130 15
SBP=2140t0 <160mmHg 8- 164
SBP > 160 mm Hg P —— 262 10
i 05 ! i
DBP <70 mm Hg ‘e 181 00025 60 70 80 90 100 [mmHg]
DBP = 70to < 80 mm Hg [ ] 133 === Optimal range of DBP
DBP = 80to<90mmHg @ 148 G—]
DBP = 50 mm Hg P —— 225 - Reduces organ perfusion

« Relative overdosing of antihypertensive drugs

« Reverse causation (comorbidities, frailti, etc.i
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HA MUC TIEU TOI UU: THAP BEN MUC NAO?
| Phan tich gop Ettehad: gdm 123 nghién ctu, trich dan trong ESC 2018, n= 600 000
Studies  Intervention Control RR (95%C1) per 10 MM HG Pros
blood pressure
B Padpas et Panidpans v Trung binh 10mmHg giam dwoc
Major cardiovascular events 022 ) L,
<130 4 2 4547 50 3881 —_— 0563 (0.50-080) _ G|ém 20% B|én 06 ™
130-139 7 S5 4103 5856 47167 == 087 (0-82-092)
140-149 7 4365 33133 4694 33062 - 079 (072-087) oo . N
150-159 13 1289 21290 uy 20088 e 080 (071-091) = Glam 17% Benh maCh Vanh
=160 14 1638 31045 1731 24060 B 074 (0-69-079)
Total L 0-80(0-77-0-83) .2 >
o et . |- Gidm 13% T vong chung
<130 s 489 6071 620 5395 —_— 055 (0-42-072)
130139 18 2258 47608 2461 47670 == 088 (0-80-096)
140-149 8 1225 34834 1307 34581 - 080 (0-69-094)
150-159 12 409 20386 442 19788 —te 084 (0-68-1095)
2160 13 481 28086 a1 3 082 (673-092) , %
oul * o83 (078088) v' M(rc huyét ap muc tiéu 130/80:
All-cause mortality 079
<130 7 320 7733 410 7059 . 053 (0-37-076) . A > Y > as
130-139 18 3596 47608 382 60 | 089 (0-82-098) H|eu qua g|am tu’ Vong Chung VU’O‘t tI'OI
140-149 7 3338 34166 PWE 3434 s 3 099 (0-89-109)
150-1 2 17 20705 1% 1951 8 (0-69-090) s , X . ~
- 5 A BF i e B o5 plonce so voi dich Huyét ap cii
Total L 0-87 (0-84-0-91)
033 0% 2
RR per 10 mm Hg reduction in systolic blood pressure
Favours intervention Favours control

@ESCZ(m STrategy of blood pressure intervention in the Elderly

e hypertensive Patients (STEP)

» Cong b trén tap chi New England Journal of
Medicine

Diéu trj tich cuwe:
110 mm Hg <HATT<130 mm Hg (n=4243)
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- Tién ctvu, da trung tdm, ngAu nhién cé déi chirng

Diéu trj tiéu chuin:
130 mm Hg <HATT<150 mm Hg (n=4268)

. Sang loc 9624 BN ttr 42 trung tam tai Trung Quéc
t fttt ¢ ¢ ¢ ¢ ¢ ¢

2w 0lm2m3m 6m 9m 12m 15m  18m --- 48m
Thoi gian 123 4 5 6 7 8 ... 18
theo doi
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NC STEP: KIEM SOAT HUYET AP TiCH CUC O NGU'OI LON
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TUOI MANG LAI LQ'T iCH CHO BENH NHAN

T WU o
0.10 gz?{g;z'g:‘glm";g‘ggaé&e)"k 26% A. Stroke B. Acute coronary syndrome C. Heart failure
08 008
L
S
3
B 6 0.06
= Standard treatment
5 o4
E 0.02 Intensive treatment F.Others
3 The risks of
02 i ary arizati
0. 5 1 % W % 2 @ @ Coronary revascularization
@ Atrial fibrillation
® All-cause mortality
b [} 12 18 24 30 36 42 48 were not different between groups

Time after randomization (Months)

Két luan:

Nghién ctru STEP chi ra rang dich HA th4p hon (110 mm Hg < HATT <130 mm Hg ) gidp lam giam 26%
tiéu chi chinh cong gop, khong lam tang dang ké tac dung phu nghiém trong va bién c6 than.

https://www.nejm.org/doi/full/10.1056/NEJM0a2111437

2022

BLOOD PRESSURE Tavlor &F H
2022, VOL. 31, NO. 1, 118-120 e aylor > rancis
https:/doi.org/10.1080/08037051.2022.2075826 Taylor &Francis Group

European
ESH), Society of
Hyper i

Két luan:

+ Nghién ctru STEP cung cép bang chirng méi vé viéc kiém soat HA tam thu <130 mmHg
mang lai lgi ich & bénh nhan I&n tudi (<80 tudi).

+ Han ché: s6 ngudi tham gia> 70 tudi it hon va khéng cé ngwdi nao> 80 tudi.

BLOOD PRESSURE. 2022, VOL. 31, NO. 1, 118-120. https://doi.org/10.1080/08037051.2022.2075826

ESH CLINICAL UPDATE AND NEWS 8 OPEN ACCFSS | ) checkforupdstes

Hypertension in older patients: a STEP forward? ESH

Athanase Benetos?, Alexandre Persu® and Reinhold Kreutz ESH Editor

Guido Grassi, Milan
“Geriatric Department, University Hospital of Nancy, Université de Lorraine, Nancy, France;
bDivision of Cardiology, Cliniques Universitaires Saint-Luc and Pole of Cardiovascular Research,
Institut de Recherche Expérimentale et Clinique, Université catholique de Louvain, Brussels, Belgium;
“Charité — Universititsmedizin Berlin, Institute of Clinical Pharmacology and Toxicology, Berlin, Germany

ESH Co-Editors:
Rosa Maria Bruno, Paris
Georg Ehret, Geneva
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Mot so nghién ctru méi vé
THA 2021 - 2022
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CAN THIEP THAY DOI LOI SONG PONG VAI TRO QUAN TRONG:
Nghién ctru SSaSS véi dieu chinh ché d6 mudi an

Outcomes Salt substitute Regular salt Rate ratio (95% CI) p value
Stroke* 29.14 33.65 0.86 (0.77-0.96) 0.006
Major adverse CV event® 49.09 56.29 0.87 (0.80-0.94) <0.001
Death from any cause® 39.28 44.61 0.88 (0.82-0.95) <0.001

According to Neal B et al. [7]
CI confidence interval

*Per 1000 person years

11
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diéu tri THA khang tri

'
iy

Adjusted Post-Treatment Blood Pressure A (mm Hg)

BEC-LIFE ESEPA

z’”r

Clinic SBP Clinic DBP Ambulatory SBP  Ambulatory DBP

Circulation. 2021;144:1212-1226
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CAN THIEP THAY DOI LOI SONG PONG VAI TRO QUAN TRONG:
Nghién ctru TRIUMP v¢i vai trd diéu chinh 16i sdng trong

Nghién cttru Ngau nhién, can
thiép thay déi 16i séng tich
cwc (C-LIFE) so v&i phuong
phap tiéu chuan (SEPA)

K&t ludn: Can thiép thay déi
I6i sbng tich cwc gidp lam
giam HA dang ké & BN THA
khang tri bén canh thuéc

European
ESH), Society of
Hypertension

Table 2. Management of hypertension in pregnancy.

Guidelines/country, year  BP threshold, mmHg BP target, mmHg

ESC/ESH, 2018 >150/95 Not defined

NICE, 2019 >140/90 135/85
Germany, 2013 >150/100 <150/80-100
Ireland, 2016/2019

ISSHP, 2018 >140/90 110-140/85
ACOG, 2019 >160/110 <160/110
Canada, 2018 >140/90 No recommendation/85
SOMANZ, 2014 >160/110 <160/110
Queensland, 2020 >140/90 <140/90

Brazil, 2016 >150/100 130-150/80-100

ACOG: American College of Obstetricians and Gynaecologists; BP: blood
pressure; ESH/ESC: European Society of Cardiology/European Society of
Hypertension; ISSHP: International Society for the Study of Hypertension
in Pregnancy; NICE: National Institute for Health and Care Excellence;
SOMANZ: Society of Obstetric Medicine of Australia and New Zealand

2022 TANG HUYET AP MAN TiNH NHE O
PHU NO’ MANG THAI: BIEU TRl HAY CHO BQI?

Table 1. Contemporary randomised studies of women with hypertension in pregnancy.

Items of interest

CHIPS (2015)

CHAP (2022)

Design
Condition

Study participants, n
Entry BP levels, mmHg

Entry period, weeks
Key exclusion criteria
Preferred drug(s)

BP measurements

Achieved systolic/diastolic BP, mmHg

More tight vs. Less tight
Gestational hypertension (1/3)
Chronic hypertension (2/3)
987 (736 with chronic hypertension)
Diastolic: 90-105 no meds

or 85-100 on meds

14-33

Severe hypertension
Proteinuria

Non-singleton pregnancy
Labetalol

Auscultatory method

138.8/89.9 vs. 133.1/85.3

Achieved systolic/diastolic BP difference, mmHg —5.8/-4.6
Outcomes®
o Primary® 0.65 (0.48-0.88)

e Preeclampsia with severe features

0.66 (0.48-0.91)

e Small for i age newborns (10th percentile) 152 (1.01-2.22)

Active vs. no treatment
Chronic hypertension

2408

140-159/90-104 no meds

Or <160/105 on meds

0-23

At-risk or with severe hypertension
Proteinuria

Non-singleton pregnancy

Labetalol

Nifedipine (extended-release)”
Auscultatory method

Automated device (ancillary research purposes)
129.5/79.1 vs. 132.6/81/5
—3.1/-23

0.82 (0.74-0.92)
0.80 (0.70-0.92)
1.04 (0.82-1.31)

NGHIEN CU'U CHAP
- HA muc tiéu & phu ni cé thai ting huyét 4p man tinh nhe nén
dwdi 140 / 90mmHg

BLOOD PRESSURE. 2022, VOL. 31, NO. 1, 121-124. https://doi.org/10.1080/08037051.2022.2077698

12
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THUOC PIEU TRI THA CO GAY GIA TANG NGUY CO UNG THU?
-
N Aoy catice Trials Treat 14 Control HR (95% CI
@ Antihypertensive treatment and risk of cancer: an individual ) T i (5%
participant data meta-analysis i s e atharcomipaRsans
ACE! vs other 15 2440/40455 5463/78115 099 (0-95-1-04)
Emma(op(ﬂndvﬂg cter Car ab Bidel, John Chalmers, Koon K Tec EarJJPepme,
m Rl S Tl Kazem Rahim, on behalfof Treatment Tralsts'Collaboration” ARB (siothe 1% 313044485 4095/55228 ]
B blocker vs other 5 822/16891 891/18276 098 (0-89-1-07)
Calcium channel blocker vs other 19 3005/60507 5019/90214 ' 3 1.06 (1-01-111)
Thiazide us other 6 1723/22587  2668/35602 1.01(0-95-1.07)
Phebisogensiy=0- 080
Drug class vs placebo comparisons
en , »° a ACEI vs placebo
Nghién ctru tong ho'p trén 260 Diectemimate 7 soBaor  4s9ias30 100(088-413)
o o Network estimate 1.00(0-93-1.09)
A A 14 Proportion of direct evidence=37%
447 bénh nhan THA dwoc diéu i
. Direct estimate 3 1001/17324 994/17359 1-00(0-92-1-09)
tri: Network estimate 099 (0:92-1.06)
"‘, A , . ~ » Propottion of direct evidence=69%
. Bblocker us placebo
Két luan: Cac nhém thuoc co’ ban , , . e
A - " on ~ Network estimate R 099 (0-89-1-11)
diéu tri THA khong lién quan dén Proporonof drc eience-0%
7 < Calcium channel blocker vs placebo
Direct estimate 4 246/3783 2433664 - T 098 (082-117)
nguy co’ ung thu bat ky T
Proportion of direct evidence=23%
Thiazide vs placebo
Direct estimate 1 17/416 13/424 1-29(0-63-2-65)
Network estimate —— 1.00 (0-90-1-10)
Proportion of direct evidence=2%
r ,

TIEM NANG CUA ARNI TRONG DPIEU TRl THA KHANG TRI?

‘ant nypertension W Apparent resistant nypertension

SBP change with
sacubitril-valsartan vs. valsartan

Apparent resistant hypertension Apparent MRA-resistant hypertension

150
1

150
L

145
L
145
i

140
L
—e—
140
i

Difference: -4.8 mmHg Difference: -3.9 mmHg

Systalic blood pressure (mmHg)
135
L
Systolic blood pressure (mmHg)
135
H

4
Weeks from randomization Weeks from randomization

—=&— Valsartan —®— Sacubitril-valsartan —=&— Valsatan —@—— Sacubitril-valsartan

Phan tich h3u kiém tir PARAGON-HF

Ké&t luan: ARNI c6 |1am gidm HA & nhém bénh THA khang tri

European Heart Journal (2021) 42, 3741-3752

[y —=
——=SeRviER

Apparent resistant hypertensio

3| (-7.0to -2.5) (-6.6 to -1.3) =~
" h Difference: -8.8 mmHg Difference: -6.3 mmHg
] 0 | (-14.0to -3.5) (-12.5t0-0.1)
& &

5 ; ; 15 2 0 16

13



15-Aug-22

Table 3. Change in BP After Acetaminophen and Placebo: Per-Protocol Analysis

[y —=

—= SERVIER

DUNG THUOC GIAM DAU ACETAMINOPHEN THU'ONG XUYEN
VA NGUY CO THA: NGHIEN CU'U THE PATH-BP TRIAL

Daytime systolic BP, mm Hg 133.1+10.6 136.7+10.2 3.616.9 134.1£10.5 132.9+10.2 —1.2176 4.5 (2.5-8.5) <0.0001
24-h systolic BF, mm Hg 126.719.9 130.3+9.9 3.616.6 127.519.7 126.71£9.3 —0.9+7.0 4.2 (2.3-6.1) <0.0001
Daytime diastolic BP, mm Hg | 80.8+7.8 81.8+7.7 1.0£3.9 81.4%7.7 80.8£7.9 —0.5%+4.4 1.6 (0.3-2.7) 0.015
24-h diastolic BP, mm Hg 76.5175 775174 1.01+4.0 77.01£7.0 76.617.1 —0.41+4.1 1.4 (0.2-2.5) 0.021
Clinic systolic BP, mm Hg 137.4+11.0 140.1+£11.8 2.7+10.2 137.0£10.3 135.5+10.4 | —1.5%£9.0 4.4 (2.1-6.7) 0.0002
Clinic diastolic BF, mm Hg 85.618.6 85.9+8.9 0.316.3 85.3+84 84.318.6 —1.016.2 1.5 (—0.1t0 3.0) | 0.069

Circulation. 2022;145:416-423.

Dung acetaminophen lau dai Iam tang huyét ap tdm thu rd rét

Cac th&r nghiém mdi cho
thay triét dot TK giao cdm
doéng mach than lam giam

huyét ap dang ké so vadi
nhém gia thd thuat & BN
THA c6 diéu tri hay chua
diéu tri bang thudc

Hypertension Research (2022) 45:1140-1146

(mmHg)

Changes in office systolic blood pressure

CAC NGHIEN Cl'U CAP NHAT VE TRIET DOT THAN KINH
GIAO CAM PONG MACH THAN TRONG BDIEU TR| THA

-7.1 -6.6
(-13.2to -1.1) (-9.6 to -3.5)

-6.8 -6.5
(-12.5t0-1.1) (-11.3 to -1.8)

SPYRAL SPYRAL
HTN-OFF HTN-OFF
Pilot Pivotal

SPYRAL RADIANCE
HTN-ON HTN-SOLO

[y —=

—= SERVIER

RDN
Sham

(including pilot) .
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S& dung vién thudc
cod dinh 4 loai ngay tir

dau giup gidm HA
dang ké so véi dung
don tri

www.thelancet.com Vol 398 September 18, 2021

CHO DUNG SOM VIEN THUOC CO DPINH 4 LOAI LIEU THAP
HIEU QUA TRONG DIEU TRI THA: NGHIEN CUU QUATET

[y —=

== a=o
—= SERVIER

[y
u1
[=}

[

=

[=]
Iy

Automated systolic blood pressure (mm Hg)
= [
[ w
o o

Systolic blood
pressure 6-9 77
difference (4.9-8.9) (52-103)
mm Hg

Initial monotherapy

-
=
o

=]

Number with data
Initial quadpill 300
Initial monotherapy 291

T
3 6
Visit (months)
276 267 192 178
272 270 188 180

Can thay doi chién lworc tich cuwe
hon trong dieu tri THA

d ,,

SERVIER
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2017

<130/80
mmHg
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ERVIER

iy

DICH HUYET AP MUC TIEU QUA CAC KHUYEN CAO

ESH/ESC 2018 VSH/VNHA 2018 ISH 2020

Essential (t6i thiéu): giam duoc it
Chung: < 140/90 nhat 20/10 mmHg so v&i ban dau, Iy
tudng la xuéng < 140/90 mmHg

) Optimal (t6i wu):
Néu dung nap dwoc: < 130/80 < 65 tudi: < 130/80 mmHg
> 65 tudi: < 140/90 mmhg

= Dich huyét 4p muc tiéu cang ngay cang chét ché hon véi cac khuyén cédo gan day
= Hudng t6i dich huyét &p t6i uu 130/80 mmHg

@ @

TOM TAT RANH GIO1 PiCH HAPK DIEU TRI (mmHg) ®:tsc_

of Cardiology

Bang 7. Muc tiéu huyét ap phong kham trong diéu tri tang huyét ap

Ranh gi&i dich HATT theo HAPK (mmHg)
Nhom tudi
(nam) THA khong co THA co bénh
bénh déng mac (mmHg) dong mac (mmHg)
18-69 120 - <140 mmHg 120 - <130 mmHg
Ca thé thdp hon néu dung nap
270 <140 mmHg, néu dung nap ha xudng 130 mmHg
CG thé ha thdp HATT hon nita néu dung nap
B'(%‘nl:ﬁg;r J < 80 mmHg cho t&t ca bénh nhan*

‘THA +BTB typ 2/ BMV: Muc tiéu HATTrorbénh nhan =65 tusi khéng didu tr tai tud mau la 70 — 79mmHg
Bénh dong mac: Bénh mach vanh; Bai thao dudng; Suy tim; Bénh than man; TIA: Thiéu méau ndo thoang qua.
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2017 2018 2018
o o
v
merican M
@D o &

Phan loai SBP

!
|
|
|
|
|
|
|
mmHg mmHg |
I
I
I
I
I
I
I

BUWOC CHUYEN MINH TRONG CHAN OAN & PIEU TRI
THA NHOPNG NAM GAN PAY

2019

SO i
P+ N

Tam soat huyét ap

mitc HA
Binh <120 va <80
thudng mmHg mmHg i = e
BTcao | 120-128 [ va | <80 Kh&i tri: Phéi hop déi
Téng huyétap Budrc 2: Phéi hgp ba
bo1 130-139 | or 80-89

mmHg mmHg
D62 2140 or 290

mmHg mmHg

Vién phéi hop ¢6 dinh Thiazide-like wu tién

.

*
%wzn

2020

International
Society of
Hypertension

Thiét yéu - tdi wu

Khéi tri: Phéi hop dbi LIEU THAP

Pon gian héa phan tang NCTM

T&i wu: vién phdi ho'p ¢6 dinh

HA phéng kham > 130/85 mmHg & ngu'dri > 18 tusi
Tham kham toan dién cho chan doan HA binh thuong cao, THA va danh gid nguy co

Bidu tr] theo CA THE HOA
thay a8i I8 sdng & thusc

Bgnh than man, BTD hoic

HA BTC + Nguy co' cao, BTMXV,
THA >140/90 mmHg**

PHOI HO'P 2 THUGGC SAN €O
TUr LIEU THAP DEN LIEU
THONG THUONG ™

“Xem xat don tri §du & HABTC co nguy
oo thip - trung binh sau 3 thing TBLS
HA khong dat muc tiau, hoac banh
nhan = B0 i, h chirng o hod. =
" L i = 12 R4 hong g, PHOI HOP 3 THUGC SAN o
xét ting

UUTIEN A+C+D (néu co)

+ B: Cho & bt ky bu'érc néo néu ¢ chi
dinh, nhar suy tim, dau thit ngue, sau
NMCT, rung nhi, kiém soét fan 56 im
hodic phu ni c6 thai.

Lo tisu thiazide - like wu tién hom I
6 hiaices.

THA KHO KIEM SOAT (KKS)

Tém lugce khuyén cdo chén doan va digu tri ting huyét 4p VNHA/VSH 2021

CJ SO DO DIEU TR|I TANG HA THEO VSH/VNHA 2021
‘.r./  Ph6i hg'p thudc & tat ca cac budc theo so d6 thiét yéu va tdi wu

.

*
%wzn

7w\

HOITIM MACK HOC VIET NAM

I I

HA phéng kham >130/85 mmHg & nguéi lom >18 tusi
Thém kham toan dign cho chén doan HA binh thué'ng cao, THA va danh gia nguy co’

[

HA BTG +
NgiywmﬂwTE'j { BTM, BTD hogc THA = 140/90 mmHg J

HABTC + Nguy co cao, BTMXV,

i |

Vign phéi hop: A+C hogc D™ tir tir lidu
thép dén lidu thdng thuéng

mmsmu.a.aﬂm'
khing aldostorona + D (LT qusi khi

-:mq.n,n

+ Banh thin mar: A+ G

+ BB typ 2 nguy cor cac: A + G/;
BGLTZ, hofio GLP1 RA

Vién phéi hgp: A+C+D"

THA KHANG TR|
Thém MRA “* hay LT khéc, chen alpha hogc B

* Xem xét dom tri libu & HABTC c6
nguy oo thép TB sau 3 thing TOLS
khéng kism soat HA, hodc bn = 80
tud, Kl chimg 1o hoa.

** Lisu thap = 1/2 Lidu thong thueng

~* cdn trong khi MLCT < 45

mU/p/H.73m?, K > 4.5 mmol/L

# A: FCMC hosc CTTA hosic ARNI

B cho & bt ki birde nao nhur suy

tim, dau thit ngu'e sau NMCT, rung

nhi, kiém sodt tin s6 nhip hoge phu

nir ¢6 thai.

D Lo tiéu thiazide - like wu fién homn
des

Tham khae chuyén gia v THA

17
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-
U DIEM CUA LIEU PHAP PHOI HOP THUOC
+ Ha huyét ap manh hon, nhanh chéng dat dwoc huyét ap muc tiéu hon!
- Bb sung cac co ché kiém soat huyét 4p23
- Trung hoa céac co ché diéu hoa ngwocts
+ Cai thién d6 dung nap
+ Giam liéu cac thubc thanh phan24
» Giam tac dung ngoai y®
« Cai thién tuan thu (khi phéi hop thanh vién 2 trong 1)
» Thuan tién3
+ Giam s6 vién thuéc trong 1 14n dung?
+ Giam gia thanh

1. Neutel JM et al. Am J Hypertens. 2001;14:286-292. 2. Sica. Drugs 2002;62:443-62 3. Weir MR. Am J Hypertens.
1998;11:1635-169S.4. Quan et al. Am J Cardiovasc Drugs 2006;6:103-13. 5. Mancia et al. J Hypertens 2009;27:2121-58. 6. Wald
letal Am J Med 2000:122:200-300

TIEU CHi LUA CHON THUOC THEO ISH 2020 va VNHA 2021

gl : T
Pz (@) ®

1. C6 chirng cr dw phong bénh suét / tir suat.

2. Liéu dung mét 1an kiém soat HA 24 gio.

3. Tinh hiéu qua - gia phu hop.

4. Dung nap t6t.

5. C6 chirng c loi ich trong cdng dong st dung.
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CAC YEU TO NGUY CO' TIM MACH LUON Bl SONG HANH

Average number of CVD risk factors
Average number of CVD risk factors

0- 04
25-34  35-44 45-54 5564 65-74 T75++ 25-34 3544 4554 5564 65-74 75++

mmm Metabolic CVD risk factors mmm Metabolic CVD risk factors
—— Behavioural CVD risk factors —— Behavioural CVD risk factors

(a) (b)

FicuRre 1: Average number of cardiovascular disease risk factors among men (a) and women (b), stratified by age group.

BIEN CO TIM MACH GIAM THEO THO'l GIAN
NHO KIEM SOAT TOT YEU TO NGUY CO’

a0

iy

SERVIER

-

g

TREATMENTS RISK FACTORS

-
-3

.
=3

% af total deaths prevented or postpomed
e
=]
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(VSH/VNHA 2021)

BAT PAU DPIEU TRI TUY THEO MUC HA PO O PHONG KHAM

HA binh thwéng cao
130-139/85-89 mmHg

Tang HA d6 1
140-159/90-99 mmHg

Tang HA d6 2
2160/2100 mmHg

| Thay déi 16i séng |

| Thay déi 16i séng |

| Thay dbi 16i séng |

Diéu tri bang thuéc cho
ngw&i nguy co’ cao, co

Diéu tri bang thuéc ngay
cho tat ca bénh nhan

Diéu tri bang thuéc ngay
cho tat ca bénh nhan

bénh tim mach xo vira,

dai thao dwong hoac
bénh than man

Pat dich HA trong 3 - 6 thang | | Dat dich HA trong 1 - 3 thang |

Tém lugce khuyén cdo chan dodn va diéu tri ting huyét 4p VNHA/VSH 2021

BENH NHAN KEM TUAN THU
MOT TRONG LY DO QUAN TRONG CHUA BDAT MUC TIEU
DU PHONG BIEN CO

Patient

Clinician/healthcare provider

Healthcare system

Medication side-effects
Too many medications
Cost of medications
Denial of disease

Denial of disease severity

Forgetfulness
Perception of low susceptibility

Absence of disease symptoms

Poor communication with
physician

Mistrust of physician

Depression, mental disease,
substance abuse

Low health literacy/poor aware:
ness on value of preventive
measure

Failure to initiate treatment
Failure to titrate to goal

Failure to set clear goals
Underestimation of patient need

Failure to identify and manage
comorbid conditions

Insufficient time

Insufficient focus of emphasis on
goal attainment

Reactive rather than proactive

Poor communication skills

Shortage of time

Poor awareness on value of
preventive measure

Lack of clinical guideline

Lack of care coordination

No visit planning

Lack of decision support

Poor communication between
physician and others involved
in a patient’s healthcare
provision

No disease registry

No active outreach

Perverse incentives

Pressure to shorten length of
hospital stay

Healthcare systems focused on
acute care (hospital-based
health systems)

Lack of preventive structure

Poorly designed preventive
programmes/lack of quality
control

and healthcare system level.

Piepoli MF_ et al. Eur J Prev Cardiol, 2016 Sep 6

Table 2. Factors leading to therapeutic inertia in cardiovascular prevention, attributed to patient level, clinician/health care provider level
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THE FOUNDATION

European
ze  USI

Hypertension

e Inkematicsl Heslth Asicciston

PATIENT PERSPECTIVES ON TREATMENT ADHERENCE IN
HYPERTENSION: PRELIMINARY RESULTS OF AN ESH SURVEY
IN FIVE COUNTRIES

M. Bunier, A. Persu. M. Azizi, A. Prejbisz, V. Cunha, P. Gupta. J. Vaclavik.
J. Versmissen, R. Kreutz, S. Kjeldsen, G. Desideri*®

For thee £5H Working Group on Lifestyle, Cardiovascular Therapy and Adherence in collaboration with the
Senior International Health Association (SIHA)® and Servier International

Muc tiéu: gidi ma nhan thirc, déong co va rao can cla
bénh nhan déi véi viéc tuan tha diéu tri bang thudc trong
bénh téng huyét ap

Déc diém bénh nhan:

QO 3033 BN & phase 1: nam/nlr = 55%/46%

Q 5 nwdce: Anh, Phap, Tay Ban Nha, Birc va Y

Q Tuébi trung binh = 69, 70% diéu tri THA trén 5 ndm

Q 93% duwoc didu tri bing thudc ha huyét ap trong> 3
thang va 50% khong kiém soat dwoc (140/90 mmHg)
HA sau 3 thang

European
sH), Society of
Hypertension

‘ Reasons that motivated not to take your treatment as prescribed?

e N=1458 (48%)
orugsare ot ffectve
Read negative nformation
Wantto manage wo mediatons
Toomany medcations mm—
sotmy
o s ok i am o e % 4 ek sox

7 Eurnean
CJ Wb Do you notify your doctor when you fail to take
your treatment as prescribed?

Reasons not to notify

Do you notify your doctor ?

e
5
5
: |
;

Always Often  Sometimes  Never

N=1219

ESH 2022

SPC LA GIAI PHAP TOT NHAT BE TANG TUAN THU PIEU TRI

European
£5H), Society of
Hypertension

Proposals which would be the most useful in helping to
take antihypertensive treatments as prescribed.

Proposals ranked first

Patient leaflets

Smaller pills

Single pill combinations

Smarter packaging

Less expensive medications

Better tasting pills

32.1%
18.6 %
15.8%
14.0 %
8.9%
6.3 %
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KET LUAN

1. Thwe trang THA van con nhiéu lo ngai
2. Dich HA can dat: thap trong kha nang mang lai nhiéu lgi ich

3. Piéu tri thiét yeu véi thubc san co va diéu tri téi wu vaoi vien phdi hop
liéu cb dinh nén bat dau som, liéu thap tirng hoat chéat hon la don tri
lieu

4. Piéu tri don lé 1 yeu td nguy co khong lam glam bién c¢b tim mach
ma can kiém soat tot dong thoi cac yéu t6, can chu y ca ché dé an
udng, sinh hoat va van dé tuan tha diéu tri cia BN

5. Mot s6 hwéng mai: triét ddt TK giao cdm; ARNI cho THA khang tri...

—=".SERVIER

CAM ON QUY DONG NGHIEP THEO /Dc")u
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