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TANG HUYET AP: YEU TO NGUY CO' TIEN TRIEN BENH THAN MAN
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Young Adults, N = 4,382
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THUOC HA AP TRONG BENH THAN MAN:
KHONG CHi QUAN TAM TRI SO
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BIEN THIEN HUYET AP

BU’C TRANH VE SU BIEN THIEN HUYET AP
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BIEN THIEN HUYET AP CANG CAO,
BIEN CO TIM MACH CANG NHIEU

Y
o
1

-
1

-]
1

Ten -year absolute risk of mortality (%)

The Onasama Study. Masahiro Kikuya . (mmHg)

DOI:10.1161/HYPERTENSIONAHA.107.104620

BIEN THIEN HUYET AP CANG CAO
NGUY CO SA SUT TRi TUE CANG NHIEU
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Day-to-Day Blood Pressure Variability a
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Day-to-Day Blood Pressure Variability and Risk of Dementia in a General Japanese Elderly Population: The Hisayama Study; Circulation; Volume
136, Number 6; nttps://doi.org/10.1161/CIRCULATIONAHA.116.025667
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CHEN KENH CALCI GIAM BIEN THIEN HUYET AP TOT HON
CAC NHOM HA AP KHAC: PHAN TiCH GOP

In a meta-analysis of 389 e

clinical trials, group systolic s . * +
BPV was significantly £ . +
reduced following treatment é ' ° + ’

with CCBs & I '
Pooled VR = 0.89; 95% Cl, s e

0.82-0.97; P=0.0062 5% © +
There was an increase in %é o + s 4 ¢
group systolic BPV with s o +

mOSt Other drug Classes £§ ’ C:B C:ND‘ DD ‘ARB ‘ ACEI‘ BB ‘ AB Pl b‘

Treatment allocation

AB, alpha-1 blocker; ACE,

88, beta-blocker; BPV, BP variability; CCB, calcium channelblocker;
CCBND, c8; Cl, ),

Webb AJ, et al. Lancet. 2010;375:906-915.

KIEM SOAT BIEN THIEN HUYET AP
Ti lé day/ dinh ciia cac nhém thuoc ha ap

Ty TP Thoi gian
Nhom thuéc Dontriliéu  (HATT) banhuy(h) "

ARB Azilsartan 0.95* 11
% Upto 24
9
13
6
Losatan 0.62* 2 (6-9 for metabolite]
Irbesartan 057 11-15
ccB Amlodipine 0.85* 35-50
Diltiazem SR 0.20-0.80* 6-8
Nitrendipine  0.10-0.80° 12-14
ACE inhibitor ~ Lisinopril 0.63¢ 126
Ramipril 0.50-063 13-17
0.25* 2

G.Parati , H. Schumscher, H® Viét Lé Diém. Panh gi& su dung chi sé ém diu véi Telmisartan - Amlodipine don tri liéu va
két hop. Chuyén dé tim mach hoc 2014 1

diéu tri

KIEM SOAT BIEN THIEN HUYET AP: giam bién c6 tim mach
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TELMISARTAN KIEM SOAT HUYET AP ON DINH 24 GIO
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Gosse P, Neutel JM, et al. The effect oftelmisartan and ramipril on early morning blood pressure surge: a pooled analysis oftwo randomizegd,eclinical

trials. Blood Press Monit 2007; 12: 141-147.
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TELMISARTAN KIEM SOAT HUYET AP ON DINH 24 GIY
NC PROBE: 6 tun

© Losartan 50 mg/HCTZ 125 mg
¢ Telmisartan 40 mg/HCTZ 12.5 mg
& Telmisartan 80 mg/HCTZ 12.5 mg

00

10 12 14

Time post-dose (h)
***p < 0.05 Telmisartan + HCTZ > Losartan + HCTZ last 6-h mean SBP

Neutel et al. Hypertens Res 2005;28:555-563 13

TELMISARTAN KIEM SOAT HUYET AP ON BINH 24 GIY
NC SMOOTH: BTD, béo phi, 10 tudn

© Valsartan 160 mg + HCTZ 12.5 mg
# Telmisartan 80 mg + HCTZ 12.5 mg

SBP change from baseline (mmHg)

Time post dose {(h)

***p < 0.001 Telmisartan + HCTZ > Valsartan + HCTZ 24-h and last 6-h mean SBP
Sharma et al. Cardiovasc Diabetol 2007;6:28

THUOC HA AP TRONG BENH THAN MAN:
KHONG CHi QUAN TAM TRI'SO

DA NANG KHONG CHi CAU VANG

BAO TON CHU’C NANG THAN

NON-DHP CCBs LAM GIAM PAM NIEU
BN tiang huyét ap co6 tiéu dam
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MAP: Mean Arterial Pressure

(19 Kioke H et al. Kidney Int. 1998;53:1559-73,
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DILTIAZEM LAM GIAM BDAM NIEU
BN THA kém bénh than DTD tip 2
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THUOC U’'C CHE RAA BAO VE THAN/ BN BAI THAO BUONG

Impaired
Albuminuria Renal
Function

Type-2-Diabetes | Endothelial Micro

Hypertension Dysfunction | Albuminuria

Timeframe up to 25 years

‘Addapted from Mitch W.E., Neng J Med 2004;351: 1934-1936; Ruliope L.M.Acta Diabetol 2005;42:533-41; Schmieder R.E., J Hyoertens Suppl 2006; 24: S31-5

THUOC U’'C CHE RAA BAO VE THAN/ BN BAI THAO BUONG

Study (year) Patients with end points/total patients (%) RAAS inhibitor type  Hazard ratio of end pointwith P value
Treatment group Placebo group use of RAAS inhibitor (95% CI)

Preventing ESRD and death

“Coaborate SGy (19901 26/207 (12%) 43/202(21%) 052(0.16-067) 0.007
RENAAL (2001 327/751 (44%) 359/762 (47%) 0.84 (0.72-0.98) 0.02
IDNT (200177 189/579 (33%) 222/569 (39%) 0.81(0.67-0.99) 0.03
Preventing overt pephropathy

W—w 117/1,808 (6%) 149/1,769 (8%) 0.75(0.64-0.88) 0.027
UIFE (20021 27/586 (8%) 31/609 (11%) ND ND
IRMA 2 (2001 10/194 (5%) 30/201 (15%) 0.30(0.14-0.61) <0.001
Preventing microaibuminuria
oo sene 13/213 (%) 18/227 (8%) 1.30(0.64-2.70) 05
DIRECT 1 and 2 (2009)":% ND ND 0.95 (0.78-1.16) 0.60
Mater et al. (20091 4/94 (4%) 6/95 (6%) D 0.6
Mauer et al. (20091 16/94 (17%) 6/05 (6%) ND 0.01
JMIND (2001 23/105 (22%) 15/95 (16%) ND ND
BENEDICT (2004)° 18/301 (6%) 30/300 (10%) 0.47 (0.26-0.83) 0.01

Ruggenenti, P. et al. Nat. Rev. Nephrol. 6, 319-330(2010)

HIEU QUA TREN THAN
CUA ACEI VA ARB / BN BTD CO ALBUMIN NIEU

Medicine placebo 0Odds Ratio Odds Ratio
Stu Events Total Events Total Weight M.H,Random,95% Cl M.H, Random, 95% CI
6.1.1 ACE inhibitors and placebo
Capeketal 1994 g o 10 Not estimable ACE
DIABHYCAR 2004 48 2443 B0 2468 145% 0.80[055,1.18] -1
JAPAN-IDDM 2002 2 52 2 27 06% 0.50[0.07,3.76] =
Lewis etal 1993 25 207 43 202 77% 0.51[0.30, 0.87] o
Parving et al 1989 2 15 317 06% 0.72[0.10,5.01] T el
Ravid etal 1993 2 0.12[0.03,0.56] —
Tona et al 2006 4 0861019 3 85]

ne huyét thanh / PTP cé albumin
niéu:
—ACEi / ARB déu lam giam cé ¢ nghia nguy co tidng gép 2
Creatinine huyét thanh
RENAAL2001 162 751 o8 782 328% i
Subtotal (95% CI) 2001 1816  74.6%
Total events. 66

Heterogeneity Tau®= 0.00; Chi*=1.26,
Test for overall effect Z=3.50 (P = 0.00(

453
df=2(P=053),F=0%
05)

Total (95% C1) 4802 4613 100.0% 0.72[0.62,0.84]
Total events 449 578
Heterogeneity. Tau®= 0.00; Chi*=8.58, df= 8 (P= 0.38), =7% hor o 1 T 00

Test for overall effect Z= 4.18 (P < 0.0001)

Test for subaroun differances: Chit=0.97.df=1 (P = 0.3%. F= 0% RS RO Femr

Wang K et al, Kidney Blood Press Res 2018;43:768-779




PAI THAO BUONG: U’C CHE THU THE GIAM TIEN TRIEN
MICRO -> MACROALBUMIN

No of patients with No of patients
" = Relative risk Weight Relative risk
Angiotensin Il Placebo or no treatment (random) 95% CI (%) (random} 95% CI
receptor antagonist

Microalbuminuria to macroalbuminuria
Muirhead 1999" 162 9 -~ 384 0.16(0.02101.44)
Tan 2002" 4140 7/40 —— 1438 057(0.18101.80)
Parving 2001 %9 ws2 201389 30/201 —— 81.78  050(0.31100.81)
Total (95% CI) 49 270 e 100.00  0.49(0.32100.75)

Test for heterogeneity: 3?=1.10, di=2, P=0.58, 1*-0%
Test for overall effect: 2-3.24, P=0.001

p1 02 05 2 & 1
Favours agent Favours placebo
or no freatment

Effects of angiotensin converting enzyme inhibitors and angiotensin Il receptor antagonists on mortality and renal outcomes in diabetic nephropathy: systematic
review_Giovanni F M Strippoli, et al_BM.J, doi:10.1136/bmj.38237.585000.7C (published 30 September 2004) “t
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] ~ DAITHAO BUONG:
(’c cHE THU THE THOAI LUI MICRO -> NO-ALBUMIN NIEU

No of patients with eventtotal No of patients

— Relative risk Weight Relative risk
Angiotensin Il Placebo or no treatment (random) 85% C1 (%) (random) 95% C1
receptor antagonist

Microalbuminuria to normoalbuminuria
Tan 2002* 5/40 240 —f—®%—> | 372 250(051t012.14)
Parving 2001138 w958 113/389 42201 3 o 9628  1.39(1.02t01.90)
Total (95% CI) 429 24 - 10000 1.42(1.05101.93)
Test for heterogeneity: =051, di=1, P=0.47, I'=0%
Test for overal effect: 2-2.26, P=0.02 01 02 05 2 5 1

Favours placebo Favours agen

or no treatment

Effects of angiotensin converting enzyme inhibitors and angiotensin Il receptor antagonists on mortality and renal outcomes in
diabetic nephropathy: systematic review_Giovanni F M Strippoli, et al_BMJ, doi:10.1136/bm;.38237.585000.7C (published 30 September =2
004)

DPAI THAO PUONG: Urc cHE THU THE CAI THIEN CHUYC NANG THAN

Mo of patients with eventAotal No of patients

Angiotensin Il Placebo or no treatment (rl?d[:llv:\]"!:::cl w&"]M (r:;l:m;';: ol
receptor antagonist
Doubling of serum creatinine concentration
Parving 200138 w3 wsd 0/389 0201 Not estimable
Lewis 2001%7 98/579 135/569 - 4019 0.71(0.57 10 0.90)
Brenner 2001%%% 162/751 1957762 —H 59.81 0.84 (0.70 1o 1.01)
Total (95% CI) 1719 1532 - 10000  0.79 (0.67 10 0.93)

Test for heterogeneity: y'=1.22, df=1, P=0.27, 1'=18.2%
Test for overall effect: 2=2.91, P=0.004

End stage renal disease

Panving 20018 W9 ws 0389 02201 Not estimable
Lewis 20017 82/579 101/569 —i 3335 0.80 (0.6110 1.04)
Brenner 2001"5¢ 1477751 1947762 - 66.65 0.77 (0.64 10 0.93)
Total (95% C1) 1719 1532 - 10000  0.78 (0.67 10 0.91)
Test for heterogeneity: ?=0.05, df=1, P=0.82, I’=0%
Test for overall effect: 2-3.18, P=0.001 0.2 05 2 5

IFavours agent Favours placebo

or o treatment

Effects of angiotensin converting enzyme inhibitors and angiotensin Il receptor antagonists on mortality and renal outcomes in diabetic §
nephropathy: systematic review_Giovanni F M Strippoli, et al_BMJ, doi:10.1136/bmj.38237.585000.7C (published 30 September 2004) B

TELMISARTAN NGAN CHUYEN THANH BENH THAN TOAN PHAT
Nghién ctiru INNOVATION

Nghién ctru ngau nhién, da trung tam, mu doi, ddi chirng gia dwoc, DTD

80% typ 2, THA, proteinuria (2900 mg/24 h), creatinine HT (<3.0 mg/dl); n=527
== Placebo
— Telmisartan 40 mg
o 80% [ — Telmisartan 80 mg
®
c 49.9%
2 A S
5 1 1
40% 1 p<0.0001 1
< ] RRR: 55% p<0.0001
o NNT:37 3 RRR: 66%
<« 1 I T30
[l 226% | 1
20% 16.7% II
0
0 3 6 9 12 18 21 2 27 30

Makino et al. Diabetes Care 2007;30:1577-1578,




TELMISARTAN DAO THAI QUA THAN iT NHAT TRONG NHOM ARBs

Khéng can chinh liéu : ngwi gia, suy than va dang loc than nhan tao
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*Telmisartan is metabolised hepatically, and should be used with caution in patients with mild-to-
moderate hepatic impairment

Song..C. & White CM., Formulary 2001;36:487-499; Stangier L, et al. J Int Med Res 2000;28:149-167
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THUOC HA AP TRONG BENH THAN MAN:
KHONG CHi QUAN TAM TRI SO

GIAM NGUY CO TiIM MACH
GIAM BIEN CO TIM MACH

TINH TRANG DONG MAC & BENH THAN MAN

A: Stage 1-2 B: Stage 3a8b C: Stage 4-5 D: KTx
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Hawthorne, G, Lightfoot, C.J, Smith, AC. et al Multimorbidity prevalence and patterns in chronic kidney disease: findings from an observational multicentre UK cohort study. /nt Urol Nephrol $5,2047~
2057 (2023). hitps://doi.org/10.1007/511255-023-03516-1

rC CHE MEN CHUYEN/ ’'C CHE THU THE
giam dai thao dwong méi khéi phat

Lisinopril Ramipril Losartan Candesartan Valsartan Candesartan
(ALLHAT)  (HOPE) (LIFE)  (SCOPE) (VALUE) (CHARM)

-10

-20

23 -22
-30 4
30

-33

-40 J

ALLHAT Officers and Collaborators. JAMA. 2002;288:2981-2997. Yusuf S et al. JAMA. 2001;286:1882-1885. Dahlof B et al. Lancet. 2002;359:995-1003. Lithell H etal. J
Hypertens. 2003;21:875-886. Julius S et al. Lancet. 2004;363:2022-2031. Pfeffer MA et al. Lancet. 2003;362:759-766.




CAC NHOM THUOC HA AP

Tac dong trén chuyén héa dwong, mé
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TELMISARTAN: DPONG VAN TREN THU THE PPARy
> GIAM VIEM , TANG NHAY INSULIN

® ~ Lean adipocytes Obese adipocytes Small adipocytes
) — @B — [ — o ety
Obesity (TZDs)
26.67 oo / NV A Tadvogeness @
A Telmisartan ®  infitration
PeARy activation
1IRS TLPL

cytokines
Microglia Y Lotm i 1 TNF, 1L, MCP-
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Improve insulin sen: y

Telmisartan

Telmisartan Candesartan ~ Olmesartan Losartan Irbesartan Valsartan Eprosartan

DILTIAZEM GIAM NGUY CO BOT QUY

o

én cb

Lo tidu v chen i

Phén tram bénh nhan o6 bi
"o

] 1 2 2 4 5 (Nam}
NC NORDIL: Diltiazem giam 20% ty & dot quy,
so v&i lgi tiéu & chen beta
(12) Hanson L et al. The Lancet 2000, Nordil study: 359-365.

~ TELMISARTAN GIAM NGUY CO’ )
SA SUT TRi TUE, DOT QUY TREN BN DAI THAO BUONG

) 1600
1000 —non-Telmisartan = = Telmisartan
S —non-Telmisaran — = Telmisarn K 1400 22
bt 921 B Log rank p =0.008. 8
E 22 2
2 Logrankp=0022 0 ) z Hazard ratio = 0.79 (95% C1 0.67-0.94)
g
2 ]
= Subdistrbution azand rato = 0.70 (95% C1 0.51-0.95) SRS
2 2
g sw Z
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H E
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o
200
o & 0.00 >
1 2 3 4 s 6 7 8
Follow Year N Follow Year
90 m9 eS8 s 4 e 286 22 12
non-Telmisartan 9120 8IS 6636 540 4332 3407 2683 200 1529
m0 A 186 16 B2 dod e s 3
Telmisartan 280 238 1819 19 1260 98T 79 523 M6

+ adiponectin, FGF1, FGF21
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. _ . . *C CHE THU THE
DILTIAZEM CAI THIEN THIEU MAU CO' TIM giam bien co tim mach qua cac nghién ctru ban le
g -3 A X < A ~ .
Diltiazem giam tan suat con dau that ngwc & lieu dung Nitrate Tang huyét ap e —
: . e
*p<0.05 *p<0.05 Bénh than do . A that
; sop \jéi trudc diéu tri ] scf Vi trudic diéu tri Téng huyét ép '::?’J::V‘d‘ ap va g:g h?.?é? aﬁo e thI::ngg Bénh mach vanh Dot quy, D °°!‘g.:“‘°" trai
S Mean +SE & Mean +SE ez ' phidaithittrsi  coquandich DD
3 “Q
£ 6 S o
g £ Telmisartan / / J / /
2 s 5 7
"E " ‘é P Candesartan v v
- o
é 5 é N Valsartan e v
§ 5 _5 2 Olmesartan v
9 1 ° Azilsartan e
y
Eprosartan v
9 Tdcdiéutd 1 2 3 4 (tuan) U-Tma(méu w1 2 3 4 (tuan) rbesartan v v
DPéi twong: 17 BN Dau that ngwc do gang strc
Lidu ; Diltiazem 100- 200 mg /ngay X 4 tuan Losartan v v v v
Nitani H et al. J. Clin Ther Med 1989, 5 (11); 2401

Uc cHE THY THE CO Ti LE GAN BO DIEU TRI CAO NHAT
THUOC HA AP TRONG BENH THAN MAN: Nghién ctru IMS-Mediplus: tuan tri cla 2.416 BN tang huyét ap diéu trj thudc khac

KHONG CHI QUAN TAM TRI'SO nhau .
¢ 6o
: <t
DA NANG KHONG CHI BAI BIEN MY KHE T . o
-§ 40 * 43.6 Phan tich don bién
A ; 30 *p<0.05;  p=0.009 vs. irbesartan;
TUAN TRI T
: 5 20
5
R
22 4
Loitidu Ucché Chen chen  Chen

men chuyén kénh Ca  péta thu thét

Hasford J et al. J Hum Hypertens 2002; 16:569-575.
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CAC NGUYEN NHAN KHONG TUAN TRI PHOI HOP TELMISARTAN/AMLODIPINE GIAM PHU NGOAI VI

Nguyén nhan khéc I p <0.0001

i thuse qud e ‘ <0.0001
o N =1,361 20

17.8 [

Gay phién tosi IENG—_G

(49%)

Thuse khang phi hop v6i t5i I

Thudc khéng hidu qua I

Boc dugc théng tin tidu cyc I
Mudn ty quan f mé khong dung thudc I
Qué nhiéu logl thudc phal dung IEG_—_—__—
Cosur kign xdy ra ddng thoi IEG—_—_—
Khéng téi knam dé Iy don thudc mei IEEG—_—_———
Cam thay khoe nén ngung thucc IGEG—

Téc dung phu

et thusc I

( auen uing thuse I8 A10 T40-80+A5 T40-80+A5-A10
0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50% (n=124) (n=264) (n =543)

Bénh nhan phu ngoai vi (%)

ESC Congress 2023. Session: Treatment efficacy and adherence: the virtuous circle in hypertension management. Topic: Is adherence the § Littlejonn et al. 7 Clin fypertens. 2009111207213,
biggest elephant in the cardiovascular room?
Claudio Borghi et al. Int J Cardiol Cardiovasc Risk Prev . 2021 Aug 8:10:200102
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