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Thwe trang Bénh than man
C6 t&i 9110 ngwdi I1&n bi CKD khéng biét minh bj bénh

* Hon 1 trong 7 ngwoi tredng thanh & Hoa Ky - khoang
35,5 triéu nguoi, twong dwong 14% - duwgc woc tinh
méc CKD.

+ C6 t6i 9/10 ngudi I6n bi CKD khong biét minh bi bénh.

« Khoang 1/3 ngui I6n bj CKD n&ng khéng biét minh bj
CKD US adults are estimated to

have chronic kidney
is about 35.5 million pe

More than Tin

« Bénh than la nguyén nhan gay t&r vong dirng hang thi

9 & Hoa Ky. Cenersfor Disease Contol and Prevenfion

CDC 247 Savng s, rotecting People™

Chronic Kidney Disease in the United States, 2023

Tang huyét ap va bénh than man cé méi quan hé tac dong qua lai

N,
Kich hoat RAAS
Kich hoat hormone than kinh
Tinh trang viém nhiém
( Réi loan chtre nang ndi mo )
Thiéu mau cyc bo
Chimg xo héa
Stress oxy héa

=

Téng huyét &p la nguyén nhan nhung ciing Ia bién ching rét thuong gép & bénh nhan CKD

Tang huyét ap lam trdm trong thém cac bién chirng khac trén bénh nhan CKD
Kiém soat THA & bénh nhan CKD kho khan va thuong phai két hop nhidu loai thuéc hon so véi bénh nhan THA

thong thuong

Duy tri chi¥c nang than gitip tao diéu kién dé téi wu cac ligu phap kiém soat huyét ap cho bénh nhan

., 8 Darva

Ty 1& cao BN phai didu trj thay thé than do nguyén nhan ting huyét ap

Ty 1& bénh nhan phai diéu tri thay thé than do nguyén nhan tang huyét ap
ERA-EDTA Japan P

USRDS, Al

USRDS,

USRDS, White Non-White/Non-Biack
& (mostly Asians) h

Nitta K, et al. Ren Replace Ther 20195:53, USRDS 2019 ADR, Thailand Renal Replacement Therapy Report 2017
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A A N N N O 5. £ Theo ISN va KDIGO, BN ting huyét ap dwge xép vao nhém nguy co cao mic
Ty Lé Bénh Than Man Trén Bénh Nhan Tang Huyet Ap bénh than man, tuy nhién ty I& bo sét chan doan con cao

Hon 1/3 bn ting huyét ap cé Protein niéu 54,7% BENH TIM MACH TANG HUYET AP DAI THAO BUONG
UACR 2 30 mg/g ty Ié THA ton thwong co quan dich

©

Du vay, ti 1é chwa dwoc
chan doan bénh & giai doan
3 vén cao & mirc 95%3-52
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Muyc tiéu lau dai cia didu trj huyét 4p la giam va ngén ngiva téi da Can thiép s&m la “CHIA KHOA” dé cai thién két cuc
“nguy co bién ¢cé & co quan dich”

Bénh tim do ting huyét 4p Bénh than kinh 'd
doting hupltdp CARDIOVASCULAR EVENT RENAL EVENT
ax % 2 &
+ Muc tiéu diéu trj 1a dat “huyét ap muc tiéu” va o% b
23, "
giam t6i da “nguy co tim mach”. w 23
« 5]
- P ' o, ’ a ~ og L
« Dieu tri can het strc tich cwc & bénh nhan da 's§ HE A W W B - 4
Bénh véng mac g‘ 1 |
. doing 8]
¢6 tdn thwong co' quan dich S © L] H H
+ Kiém soat huyét ap ngan ngira tén thwong Lo em e oW ¢ mmmmem w
UAE (mg/24hr)
co quan dICh Follow-up (vears) N 6013 1279 1023 121 134 4132 7% 574 51 57
N L n 252 121 150 20 =) 143 42 49 9 13 )
Huéng dan chén doan va diu tri lang huyél 4ép, 2016, wnede.gov.vn
apectves HypertensionL et Dis. 2016 270, ot 10 18865104.26 3267

Gansevoort RT et al. JAmSocNephrol 2009;20:465-468
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HUONG DAN THUC HANH LAM SANG KDIGO 2024 Tam soat bénh than man - Khuyén cdo ciia KDIGO 2024

Identify adults at isk for CKD ~

Testfor GFR® and ACR  other markers of kidney damage’

‘and/or other markers of kidney damage present

Hwéng Dan Thwe Hanh Lam Sang 2024 vé Danh Gia va Quan Ly

Testfor GFR or ACR If not performed and exclude AKI/AKD

J

AKIAKD present: GFR 260 mi/min per 1.73 m* and

Bénh Than Man (CKD)

GFR <60 mi/min per 1.73 m' and/or

‘or earlier f evidence of chronicity and no other markers of

Kidney damage present

Measure eGFRer-cys Ifnot
performed and available. ¥
K not present
Timing of etesting based on
individual characteristcs such
as isk of progression

Initiate treatment

Khuyén céo clia KDIGO 2024

Xac dinh giai doan cta bénh than man Phan tang nguy co va diéu tri

Cac méi lién quan cua giai doan bénh than man tinh (CKD) theo ty I loc cAu than o tinh theo creatinine v cystatin C (eGFRer-cys) va céc loai 1y 18

albumin/creatinine (ACR) va nguy co méc 10 bién ching phé bién theo db tudi trong cac phan tich diéu chinh da bién. Phan loai albumin niéu Nguy co thap
A a2 s Bénhén dinh HOAC KHONG CKD khl khing 6 cic.
Phamvi  <30mef 30293 marg a o
o pode som hon wongwng.
r | s | ompere NS

220 ) .
& nguai I6n da cd nguy co mac B Theadin ‘ R Nauy ca ting vira phai
bénh than man, khuyén céo str a
dung dé loc cau than wér tinh £ @ | Theodsi o (1) I

A sk n H on ot it
dura trén creatinine (eGFRcr),xét S o
nghiém Cystatin C dé danh gia va ZE ‘j:_* o (1) -
phan hang giai doan cta bénh than 25
man. 5 304
22 o
. Khuyén céo cia KDIGO 2024 dya
el theo de Boer IH et al. Diabetes
are 2022; Epub ahead of print
S (DOI: 10.2337/dci22-0027)
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Yéu t6 nguy co bénh than man - Khuyén céo cia KDIGO 2024

Table 5| Risk factors for CKD
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People who live in geographical areas with o
Tigh prevalence of CKD Areas vith the high prevalence of APOL1 genetc varants
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Khuyén céo clia KDIGO 2024, KDIGO-2024-CKD-Guideline.od

Biéu tri bénh than man bing thudc
Tac dong gian tiép va tripc tiép

Gian tiép Trwe tiép

Téc dong lén yéu td nguy co chinh 2

| |

suy giam chirc nang than

—— —
Tang dwong Tang huyét ap Tang thé tich Lam cham téc Giam albumin
huyét m d6 giam eGFR
! .ﬁﬂ% : Abumin
{.\ Meu
- = Mang Loc
°

eGFR ® — Nuscid

RAASI, SGLT2i

Biém ndi bat - Khuyén céo ciia KDIGO 2024

Recommendation 3.4.1: We suggest that adults with high BP and CKD be treated witha target systolic blood pressure
(SBP) of <120 mm Hg, when tolerated, using office (2B).

Nguéi lon bi huyét ap cao va CKD
huyét ap tam thu muc tiéu (SBP)
<120 mm Hg

ACEi va ARB duoc khuyén nghi cho ngudi mac bénh than man
(CKD) c6 albumin niéu téng, cé hodc khdng c6 bénh tiéu dudng

3.6.1: We starting i t inhibi (RASI) i in-con-
bitor [ACEi] or anglolensln Il receptor blocker [ARB]) for people
with CKD and severely increased albuminuria (G1-G4, A3) without diabetes (1B).

Recommendation 3.6.2: We suggest starting RASi (ACEi or ARB) for people with CKD and moderately increased
albuminuria (G1-G4, A2) without diabetes (2C).
3.6.3: We d starting RASi (ACEi or ARB) for people with CKD and moderately-to-
severely increased albuminuria (61—64, A2 and A3) with diabetes (7B).

3.6.4: We d avoiding an ion of ACEi, ARB, and direct renin inhibitor
(DRI) therapy in people wuth CKD, with or without diabetes (1B).

Khuyén céo cita KDIGO 2024, KDIGO-2024-CKD Guideline pdf

Piém nédi bat - Knuyén céo clia KDIGO 2024

ARB duoc khuyén céo str dung & liéu ti da c6 thé dung nap cho ngudi mac bénh than man (CKD) dé dat higu
qua tét nhét va duy tri diéu tri ngay ca khi eGFR giam duéi 30 ml/phat/1,73 m?

Practice Point 3.6.1: RASi (ACEi or ARB) should be administered using the highest approved dose that is tolerated to
achieve the benefits described because the proven benefits were achieved in trials using these doses.

Practice Point 3.6.2: Changes in BP, serum creatinine, and serum potassium should be checked within 2—4 weeks of
initiation or increase in the dose of a RASi, depending on the current GFR and serum potassium.

Practice Point 3.6.3: Hyperkalemia associated with use of RASi can often be managed by measures to reduce the serum
potassium levels rather than decreasing the dose or stopping RASI.

Practice Point 3.6.4: Continue ACEi or ARB therapy unless serum creatinine rises by more than 30% within 4 weeks
following initiation of treatment or an increase in dose.

Practice Point 3.6.5: Cansider mlumg the dose or discontinuing ACEi or ARR in the setting of ither symptomatic hy-

d hyperkalemia despite medical or to reduce uremic symptoms

while :mmng kidney failure (estimated glomerular filtration rate [éGFR] <15 mU/min per 1.73 m?).

Practice Point 3.6.6: Oonmkr starting yoopk with CKD with normal to mn]d.ly increased albuminuria (A1) on RASi (ACEi or

for specific i (e.g. to treat hyp or heart failure with low ejection fraction).
Practice Point 3.6.7: Continue ACEi or ARB in people with CKD even when the ¢GFR falls below 30 ml/min per 1.73 m’.

Khuyén céo clia KDIGO 2024, KDIGO-2024-CKD Guideline pdf




CO SO NEN TANG - TLP CAC NGHIEN CUPU LAM SANG ARB

2024 |

KDIGO 2024 Clinical Practice Guideline for the ? NGHIEN CL’rU ARB?

Evaluation and Management of Chronic Kidney Disease

ONEY 5
B
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Type-2Diavetes. | Endotholal [ micro
ypertension | Dystunction | Albuminuria

!

TRENDY |nErA\L [
BENEDICT MICRO HOPE

Abuminuria

dation 3.6.3: We d starting ACE-l naco
RASi (ACEi or ARB) for people with CKD and

(G1-G4, A2 and A3) with diabetes (1B).

Timsframo up to 25 years.

impairod
Renal

unction

Addapted from MitchW.E., Neng J Med 2004;351: 1934-1936; Ruliope LM Acta Diabetol 200542:533-41; Schmieder R.E., J Hyoertens Suppl 2006; 24: S31-5
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Telmisartan: Chirng cir bao vé TM - than qua cac nghién ciru trai dai subt
chuéi bénh ly TIM MACH — THAN

IMVOVATION AMAEO

DETAIL [

vivaol
Remodell Ventricular Dilation/
S Cognitive Dys«uncxmn/ PRoFESS
ATHoS
Myocardial a
Infarction & Stroke 2:; f;ﬂ,v,z 3
Secondary Stroke
4 & \ d-Sta
therosclerosis o) Heart Disease/
\ Brain Damage and
Demen

£ SMOOTH b
I Kuy than giai doa
G AL L T = e
ONTAPGET
ARBs FDC TRAINSCEND

Adapted from Dzau, Braunwald. Am Heart ] 1991;121:1244-1263

Tir HOPE dén ONTARGET:
Telmisartan hiéu qua bao vé tim mach twong dwong ramipril

Giam nguy co’ tim mach trén tiéu chi gép *

020 m— Telmisartan
— Ramipril
=
2
= o1
s
=]
8
> o0
3
3
2
@
> oo
o
0 1 2 3 4 5
S6 nam theo doi
$6 bénh nhan
Telmisartan 8452 8177 7778 7420 7,051 1,687
Ramipril 8,576 8,214 7.832 7472 7,093 1,703

E nonatal stroke)
Toe ONTARGET Investigators. N Eng . Med 2008:356:1547-1559

..den TRANSCEND: Telmisartan giam bien co TM & bénh nhan nguy co TM
cao khéng dung nap UCMC
020 Tiéu chi tién chuyén biét vé tir vong do tim mach
nhdi mau co tim, dét quy,
mm— Dang ding thuéc diéu tri chuan + Telmisartan
Dang ding thuéc diéu tri chuan + placebo
- 015
3
=
] HR: 0.87; P < 048
3 o |
>
3
3
g
@
= oo
000
T T T T 1
0 1 2 3 4 5
. S6 nam theo doi
6 bénh nhan
Telmisarian 2954 2839 2745 2634 2304 1427
Placebol 2072 2,866 2745 2626 2306 1,103
YusufS. Lancer 2008 Sep 27:372(9644):1174-83. Epub 2008 Aug 20




Nghién ctru ONTARGET
BN c6 nguy co mach mau cao, telmisartan ¢é hiéu qua hon trong giam albumin niéu
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€5 e Ramipril
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a2 Number of participants with
&= measurements: Baseline:
gL 4 21,076

sz 2years: 19,397

5 0 Study end: 16,098

£ - —

z 2-year increase Final increase

* S gia ting albumin niéu thap hon & nhitng ngwi diing telmisarta

nhirng ngw&i diing ramipril sau 2 nam va két thic nghi

Manm ot al. Lancat. 2008
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Nghién clru ONTARGET

BN cé nguy co mach mau cao, telmisartan cé hiéu qua hon trong giam albumin niéu

Vs

P=0.0013

lbumin niéu dén creatinin
qid tr cos6 (%)

P=0.033

B Telmisartan

|

Number of participants
with measurements:
Baseline: 21,076
2years: 19,397
Study end: 16,098

2-year increase

8w gia tdng albumin ni

Final increase

&u thap hon & nhivng nguwdi diing telmisarta
nhirng ngwi ding ramipril sau 2 nam va két thic nghi

~

e o e of it i croion fbasein ange bowsen (81 T 3 083yt cresiins and vas ot e bowsen o iz goups. e o Lance. 2008

Telmisartan dao thai qua than it nhat trong cac thudc ARB

Sir dyng dé dang trén bénh nhan bénh than; Khang cin chinh liu trén bénh nhan ngudi gia, suy thin va dang loc thin nhin tao)

&
&
<8 Y,

“Telmisartan is metabolised hepaticaly, and shouk be used with caution n patients with mi-lo-moderate hepalic impairment
S0ng J.C. & White C.M., Formulary 2001;36:487-499; Stangler )., et al. J Int Med Res 2000;28:149-167

M6t sé rao can khi str dung thuéc trc ché hé RAA

Ty 1& BN bénh than man dwoc ké don
thubc trc ché hé RAA

64%

Kedon Ml Knong ke don

Trong sé 627 bénh nhan cé chi dinh tc ché RAA
bénh nhan dugc ké don thude e ché RAAS
bénh nhan khong duoe chi dinh.

Nghién ciru dénh gié viéc ké don thuéc Gc ché RAAS va Iy do khong ké don thuéc rc ché RAAS & bénh nhan
CKD giai doan 3-5 duoc thyc hign & cac don vi diéu trj bénh than man ngoai tri & Hoa Ky ttr 2011-20132

Ly do khdng ké don thudc trc ché hé RAAb<

_ Ténthuong
than cip
Tang kali mau

Ha huyétap

Ngungthuée
Knong 06 CO

Khc. /«sp om Bénh than man tién tién
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Tén throng than cAp, tang kali mau & ha huyét
& kho

13 nhiing 1§ do chinh din
thuéc (rc ché hg RA
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Sudt 20 nam qua, chi c6 liéu phap rc ché hé RAA trén diéu tri
bénh than man nhwng chwa du

RENAAL: Nguy co dSCr, ESKD, hodc tir vong A z N e 4 &
& BN DTD tip 2 va bénh thans ' Nguy co tén dw van con khi s dung cac thuoc

A Gcchéhe RAAT2
Placebo & 36% benh nhan bénh than man giai doan 3-5 van
chuwa kiém soat dwoc huyét ap®

8

8

Cac nghién ctru cua thudc RAASI ciling chua
chirng minh dwoc muc tiéu giam tor vong'2

7\, Suy than cép, Tang kali 12 02 1y do hang du lam tri
hoén str dung RAASI*

i 1€ rdi ro con lai

=
£
Z
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k3
S
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3
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8
¥

36
Théi gian nghién ciu (thang)

Can c6 liéu phap m&i dé cai thién doi séng & két cuc BN bénh than man

SCr, doubling of serum creatinine; CKD, chroric kidrey disease: ESKD, end-stage Kidney disease: T20, Type 2 diabetes.
1 Bromer B. otal N EnglJ Mod 2001;345:851-869; 2 Lewis EJ. ot al. N Eng J Mod 2001:345 851-860 3. Xl X, ot al. Am J Kicney Dis 2016,67.728-741; 4. Shirazian S, ot al. Am J Mo Sci
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Nhu ciu can c6 liéu phap méi cai thién két cuc Bénh than man

& |
Liéu phap nao cé thé:
ACE-1/ + Lam cham dién tién bénh
? than man hon?
Phi hgp v&i phd réng bénh
nhan Bénh than man?

I
I [ Rosidual risk
[ Lifestyle and diet |
[ Glucose and blood pressure |

SGLT2i - nhém thuéc ¢6 hiéu qua bao vé than
dwoc chirng minh

DKD
. oo &&=
= v
EMPAREG '\

- o OUTCOME
RA CANVAS !

® sourzenmior DECLARE

|
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AGE inaitor
W scLT2imbior EMPA-KIDNEY
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e T T 5 T2 e Wt s s s i 6 4
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SGLT2i hiép ddng cling (rc ché RAAS 1am giam ap lwc loc ciu than &
bao vé cau than (nephron) 122

Co ché hoat dong clia SGLT2i'3

< +

SGLT2i

- . ACEi/ARB
Co tieu dong mach den P——

Gian tiéu dong mach di

Nang Bowman
Coché ciia SGLT2i trong béo tdn
chirc nang than khang phu thuoc

ic dung ha dwong huyét va

han & BN BTD tip2 3

\ Ong lugn gén

ACE ntibtors and ARBS are o o major RARS inhiblors, commorly used i cnial prcicet
\CE() angotarsin comvering enayme (nhtor): ARB, anglensin recepor bocksrs CKD, hrorc Kney dissase; MOA, mecharism of acton; RAKS, rein-angeensin-
Slostrong System T30, Tobe 3 Gare
T Recrspr e et o Gicdaton 30161 Cherney DZI, etal. L ;3. Tallrcio JJ, et al. Cleve Ciin J Med 20208359
63




Cac nghién ctru bao vé than cua SGLT2i

Bl EMPA-KIDNEY ' |
CKD 72D va eGFR 245
A3 dén <90 ml/ph/1.73 m? va
UACR 2200 mglg

n and range (mglg)

Normal-to-mildly

Moderately increased | Severely increased Hodc
increased €GFR 220 dén <45
<30 30-300 >300 _ mLiphi1.73m?

&1 290
& T o CREDENCES [
§T G2 60-89 I ]
S 2D + CKD va GFR 230
A o 4559 aén <90 miiphut/1.73 m?
£F va UACR >300 mglg
bl o 3044
£E N 15-29 . DAPA-CKD ¢ I
2 CKD + T2D va eGFR 225

s <15 aén <75 milph/1.73 m?

va UACR 2200 mglg

Low risk* Moderately increased risk High risk [l Very high risk

*If no other markers of kidney disease, no CKD.
1. Th ENPAKIDNEY Colsboraive Grop. ek Do Trasplan 0221oc040 2 Kivey Dsse:Ingroing Gl Ostames (KDIGD) CHD Work
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SGLT2i giam nguy co’ tién trién bénh than hodc tir
vong tim mach cho ngw&i bénh than man

DAPA-CKD

Sustained 250% eGFR decline, ESKD,
renal, or CV death”

EMPA-KIDNEY

Kidney disease progression* or CV

CREDENCE

Doubling of serum creatinine,
ESKD, renal, or CV death

) 27 Hazard rati -
254 P-0.00001 peooos -
% Placebo 20- Placebo =

Dapaglifiozin

Canagliflozin

———
0 6 12 18 24 30 36 4 o o.s 10 15 20 25

67% BN 12D

Sodit Gl C 2 Inhibi and Major
Adverse Cardiovascular Outcomes: A SMART-C
Collaborative Meta-Analysis

SGLT2i lam giam t vong tim mach
trén bénh nhan bénh than man

seir2 Placebo seir2 Placebo Hazard Ratio
¥ T——— inhibitor inhibitor (95%C1)
no. /totalno. (%) 0.per 1000 patient years
Diabetes at high risk for ASCVD trials H
EMPA-REG OUTCOME 172/4687(3.7) 137/2333(5.9) 124 20.2 ——=—— H 0.62(0.49-0.77)
CANVAS Program 268/5795(4.6)  185/4347(43) 116 128 : 0.87(0.72-1.06)
DECLARE-TIMI58 245/8582(2.9)  249/8578(29) 7 7 0.98(0.82-117)
VERTIS-CV 31/5499(62)  184/2747(67) 180 19.0 0.92(0.77-1.1)

Groupestimate (FE; p-heterogeneity=0.01) 0.86(0.78-0.95)

Heart failure trials

DAPA-HF 237306)  WBNOS) 651 0.82(0.69-0.98)
EMPEROR-Reduced 187/1863(10) 202/1867(10.8) 755 im 20% nguy co 0.92(0.75-1.12)
EMPEROR-Preserved 29/2997(73)  244/299182) 342 mach & bénh 0.91(0.76-1.09)
DELIVER 2173131 (7.4) 6131283 33 nhan CKD 0.88(0.74-1.05)
Group estimate (FE; p-heterogeneity=0.81) 0.88(0.82-0.96)
fronic idney discase trals
CREDENCE 110/2202(5) 140/2199(6.4) 190 E 0.78(0.61-1.00)
DAPA-CKD. 65/2152(3) 80215267) 139 3 — 0.81(0.58-1.12)
EMPA-KIDNEY 59/3304(1.8) 69330521) 91 10.6 — 0.84(0.60-1.19)
‘Group estimate (FE; p-heterogeneity=0.94) ~ 0.80(0.68-0.95)
P £ g 086(0.81-0.92)
Overall(RE; p-heterogeneity=0.66, I-squared=0%) < 0.86(0.81-0.92)

pfor treatment effect < 0.0001
Kl

KDIGO 2024 — SGLT2i dwoc khuyén cdo dau tay
trong dieu tri Bénh than man

Khuyén céo st dung SGLT2i cho bénh nhan Bénh than man c6 Suy tim hoac 1
c6 eGFR > 20 ml/phut/1,73m?2 véi ACR > 200mgl/g A

Khuyén céo st dung SGLT2i cho bénh nhan BTD cé bénh than man véi 1A
eGFR > 20 ml/phut/1,73m?2

C6 thé st dung SGLT2i cho bénh nhan cé eGFR 20 - 45 ml/phit/1,73m?2 véi
ACR < 200mg/g

T2 Vit .
KDIGO 2024 CLINICAL PRACTICE GUIDELINE FOR THE EVALUATION AND MANAGEMENT OF CHRONIC KIDNEY DISEASE




Cac diéu tri nén tang cho bénh than man
SGLT2i — RAASI — STATIN

) oarn g
MR @ 9 i
1 ohé a an Hoat dong thé ke Dirng it thubc Guin 1 cin ndng >

Muc G HA < 120 kg o
y i 1 ahu tay cho WD T 6D o B
INTERNATIONAL P e i mau oy oép than  + (0 06 THA)

e LX) B 9ow 2

i sk g bl o o KKTTC —
rrdncla comam e Sn"a‘f;:i.‘.&'tu BT & ’:,n.‘!.f‘m".ﬂ Thubc SGL2i dwoc khuyén cdo cho ngudi bénh than man c6/ khéng cé DTD véi eGFR 2 20 hodc
CL R a9 B o it e 25 ml/phat/1,73 m? (Class |, LoE A).
@ LA
Sooa RAucin Ry Nhém thuée loi tidu khang aldosterone khéng c6 cau tric steroid (finerenone) duoc khuyén céo cho
e D ngudi bénh than man va c6 albumin niéu co dai thao dudng tip 2 voi eGFR 2 25 mL/phut/1.73 m? and
a [K*] < 5.0 mmol/L (Class I, LoE A).
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2023 ESH: Hwéng dan didu tri ting huyét ap

DIEU TRI TANG HUYET AP & NGU'Gl CO BENH THAN MAN

Cac khuyén cao diéu tri bing thubca

Thubc UCMC/CTTA, voi lidu dwoc chinh dén mirc téi da dung nap dwoc, dugc khuyén cao cho ngudi
bénh than man cé albumin niéu t& mérc trung binh (UACR 30-300 mg/g) dén cao (UACR>300 mg/g)
(Class I, LoE A).

KET LUAN:

+ TAm soat chirc nang than va cé ké hoach quan ly sém la cin
thiét trén bénh nhan cé nguy co nhét la bénh tang huyét ap.
« Didu tri phéi hop RAASI (Vd: Telmisartan) véi SGLT2i:
v'Lam cham tién trién bénh than man: bao tdn eGFR, gidm
albumin niéu
v Gidm nhép vién do suy tim.
v Gidm nhap vién va tlr vong do nguyén nhan tim - than va to
vong chung.

XIN CHAN THANH CAM ON!




