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Therapies based on LDL-C lowering reduce the risks of CAD
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LDL-C, huyét ap va dudng huyét.
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5@ Banh gia non —HDL-C —danh gia nguy ca bénh tim mach
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Cong thic Friedewald: Non-HDL-c = TC —HDL-e(mg/dL)

bang cach
kiém soat TG

1. T8ivu
muc tiéu LDL-C
Luong IDL-c thap khong déng ké

Lugng cholesterol trong VLDL-c chiém khoang 1/5 lugng triglyceride

Adapted from ESC 2019; European Heart Journal (2019) 00, 1-78
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Statin 10-20%
[ Fibrates 50% ]
Omega 3 (EPA/ DHA/ EPA) 45%
Giai phap méi néi
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ias. Eur Heart J . 2020 Jan 1;41(1):111-188.
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soattriglyceride

Fenofibrate giup kiém so4t cac théng sé lipid mau,
dac biét giam 40-55% TG va tang 10-30% HDL-C

Glam Triglyceride

A0-55% 1
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Giam LDL-C2
20-25%
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20-ZE55%h

of Clinical Endocrinologists/; ican College of Endocrinology
of Dyslipi ia and P ion of Cardi Disease Clinical Practice
Guidelines. Diabetes Spectrum. 2018;31(3):234-245. doi:https://doi.org/10.2337/ds18-0009.
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SAFARI: Fenofibrate + statin
*if”/ cai thién thém chi sé TG, VLDL-C, Non-HDL-C so vdi statin don tri
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SAFARI : 618 bénh nhan, 21-68 tudi, TG = 150-< 500 mg/dL and LDL > 130 mg/dL; 17% macdaithdodudng, 16% macbénh timmach
Simva20 vsSimya20/Feno 160 trongvong12 tuan
P<0.001 (chotattcakétquagitranhomSimvavs Simva/Feno)
ApoAl, apolipoprotein Al; ApoB, apolipoprotein B; CVD, cardiovascular disease; Feno, fenofibrate;
HDL, high-density lipoprotein; LDL, low-density lipoprotein; SAFARI, SimvastAtinplus FenoflbrAtefor combined hypeRlipldaemia; Grundy SM, et al. Am J CardioR005;95(4):462—-468

Simva, simvastatin; TC, total cholesterol; TG, triglyceride N f

7z ACCORD LIPIDy(Subgroup): E@hafibrate gidp giam 31% bién c6
Y tim mach trén'bénh nha@®TRLtip 2 c4. TG cao va HDL-C thap

norotherapy
W Fenofibrate-simvast:

P value for

(0'TA) OTLTSETNIA

Prespecifiea subgroup All others
with dyslipidemia*®

*Triglyceride = 2.3 mmol/L (= 204 mg/dL) and HDL-C < 0.9 mmol/L (< 34 mg/dL)

Elam M, et al.Clin Lipidol2011;6(1):9-20
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e Bang chirng b6 sung vé hiéu qua tim mach cula fenofibrate:
ey Nghién clru doi thuc

ECLIPSE-REAL study: Nghién ctru doan hé Han Quéc trén 29.771 bénh nhan mic hoi
chirng chuyén hoa dugc dung statin.

Primary outcome: CV death, CHD, and ischemic stroke
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| ! <% Earard rav {9 SN CHe OB 0 AT o0 A
! Fazard ratio [¥5% ClF = 074 (0034 (o 0SE Pow s
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26% . 36%

i oo —

Il -

e dHE0 nglih gl BN HCCH c6TG tangvaHDL-C thap

Cl, confidence interval; CV, cardiovascular; CHD, corona ry heartdisease; ECLIPSE-REAL, Effectiveness of FenofibratéiTherapy in Residual Cardiovascular Risk
Reduction in the Real World Setting study;
HDL-C, high-density lipoprotein cholesterol; RCT, randomized controlled trial;TG, triglyceride.
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Kim NH, Han KH, Choi J, Lee J, Kim SG. Use of fenofibrate on cardiovascular outcomes in statin users with metabolic syfilfome:propensityiatched cohort stllgy.BM. Published ol 27 201818125 o8 mmﬁﬂﬁ M NAM IS -

== Fenofibrate:két hop V&i i Statin nén.lam giam t(r vong

i v

< chung va bénh ti h'@ dan s6 chung co tang TG

Results
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i 2 Mypcardial infechon 7au §

Ischemec simokn 7% 4
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S Khéng co su khac bietve tac dung khébng mong muon
S . . . . 7, . .
i gira nhoém statin + fenofibrate so vai statin don tri

ACCORD LIPID -thoi gian theo dai 4,7 nam ECLIPSE REAL-Thoi gian theo dai 2’4 nam
;oL R Fenofibrate+ ) k i R Fenofibrate + . N
i Tacdung khong Simvastatin Simvastatin P H Tac dungnlfhong Statin Statin 1
! mong muédn (N = 2765) (N =2753) ) (JEERICHEUCH (N = 2,156) (N = 8,549) _é;
1 (N
i ' T
' pAUCO i E
I * Khéngliénquan CK 1110 (40%) 1115 (41%) 081 1! - . , .
L. K> SxUIN 7(0,3%) 8(0,3%) 0,79 mp 1y CrectinIN( ummol/L) 81 (27,6%) 83,7 (51,0%) o4 §
|+ CK>10xULN 1(0,04%) 2 (0,07%) : E.dES I ] | Crea:inin_(ummol/L) >2 11,0 (0,9%) 54,0 (1,1%) 0,4 5
! U .
1
' DAU CO/VIEM 4(0,1%) 4(0,1%) 10 ! i
! €O/ HUY CO VAN Il ALT(IU/L) > 2 ULN* 34(2,7%) 90 (1,9%) 03
1 5 11 :
! 9 0 Y10 AST (1U/L) > 2 ULN* 25 (2,0%) 55 (1,2%) 0,4
' VIEM GAN S0} Q0% '-I-'d,lyd'::‘ i E
\\ I ’l A = ’}

NghiénctruAccord lipid duwgcthyrchiéntrén5518 bénhnhanbTD tuyp2 voithoi

N by, S ) Nghlencu'chIlpse Real duocthyrchiéntrén10705 bénhnhanHCCH véithoigian
giantheodditrungbinhlad,7 nam

theodditrungbinhla2,4 nam

ng tadc dung khong mong mudn

s Fenofibrate.khéng | ,
kRacicon dudng chuyén héa

& khi ph6i hop stati

3000 — h Statin st’rdungUGTlAllﬁ3 déchuyénhda
2800 — i
20 | — Fenofibrate chiyéustr
£ 1500 — B e dungUGT1A9 va287 dé
ES oo — chuyén héa
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& E s 7 ¥ ' - 5
£ s = <
S £ 5
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Gemfibrozil canhtranhvéi o ) .
statin trongviécsirdung o Thtr nghiém IN-VITRO
UGT1A1 valA3 so sanhtacdéngcliagemfibrozil so véi

fenofibrate trén6 loaiUGT isoenzyme

PrueksaritanontT. et al -Drug Metab. Dispos. (2002) 30(11):1280-1287
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2011 ESC Guidelines on cardiovascular disease Recommendations for drug treatments of patients with
prevention in clinical practice hypertrigiycacidanmia,
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drig of cheice for reducing OV risk in high-risk
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LA L]
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pentethyd 2 « 2 giday) may be considered in
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Visseren FLJ, Mach F, Smulders YM, et al. 2021 ESC Guidelines on Cardiovascular Disease Prevention in Clinical Practice. European He
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. Khuyén cdodiéutrirdiloanlipid maucta
=g HGi Tim mach hoc Viét Nam2024

1 TIM MECH HOG VIET NAM

05 it TN MR O VIET MM O nhém BN dyr phong tign phat da dat mijc igu LDL-C mé |
SIEU TR RO LOAN LIBID MAU ndng d6 TG >2,3 mmoliL (>200 mgidL), fenofibrate hodc
s bezafibrate c6 thé-duge xem xét két hop véi statin [263],
- (2304, (231} 1232}
.nhimg BN c6 nguy co cad-ma g5 dat muc tiéu LOL-C |
mé mirc TG >2,3 mmolL (=200 mgidL)’ fencfibrate hodc
bezafibrate o thé duoe xem xét kit hoh vl statin [263),

' [237]

High-risk and very-high-risk patients with elevated TG

TG =2.3 and <5.6 mmal/L

(=200 and <500 mg/dl) YEﬂi-i On HI statin*? NO: Add HI statin®
on lifastyla Inmﬁlon? 1 % w +
STEP 1 ves

Box 5
Managing ebevated TG-riel lipopooteins.

& FElevated TG-nch Iipnprm-.-hl-: nssocinte withs increased cnrdicvascular msk, even if patients are af LDL-C goal

= Comtemporary evidence suggests that the atherogenic risk detived from TG-rich particles and their remnants approximates the rsk from on
LI, pasticle.

s In typee 2 dinbetes mellitus patients with elevated TG on LOL-lowerng therapy, fenofibiate may be considered for ben=ficial macro. and
nmcrovsculi effects.

o High-dose omega-3 formy acids {icosapent ethyl) may be considered, weighing the bens=ft versus risks of treatment

(0'TA) OTLTSETNLIA

L - ]
¢
Conslider risk for 'é Conslider high-dose Consider tenofibrate
atrial fibrillation Icosapent ethyl

* M slatin Figh-intensity statio or masimally tolerated stalin hormpy

mbination lipid-modifying therapy in high-and very-high-risk patients: A statement from a European Atherosclero

O NGH KO HOC T 6 WIEN N 2025

Averna M, Banach M, Bruckert £, et al. Practical guidance for co
i:https://doi.org/10.1016/j. i5.2021.03.039
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{-F'JFIM Padebnhied june 20 313
Evidence Do 18 g e e Am 84" SEebis
Association P
Effect of Fenofibrate on Progression of Diabetic ]
Rﬂinﬂpﬂth}? Kétluan: Fenofibrate lamgiamtiéntriénbénh

trén nhirng ngudi cé tén thuong véng mac sém
The LENS (Lowering Events in Non-proliferative retinopathy

in Scotland) trial ol Wy T R V3 8T -85
o
- Nghién ctru da trung tdm, ngau nhién, - = 127/§
mu déi, c6 nhédm chirng gid duwoc (RCT) - g™ = X
1511 bénh nhan dai thdo dudong cé ] = S
bénh VMBTD hosc bénhhoang diém - 2 T ;" 2
nhém: 1. fenofibrate 145mg; 2. 'gid ’; - .{.3 - e

duoec - Tiéu chi chinh: bién ¢ gdp dau
tién cla tién trién hodc diéu. trj (tiém
ndi nhan, laser, phau thuat cit dich 1
kinh) bénh VMBTD / bénh hoangdiém. L

David Preiss et al. Effectof Fen of ibrate on P rogres sion o f DiabeticReti

HU'GNG DAN CHAN DOAN, BIEU TRI VA HU'GNG DAN CHAN DOAN VA BIEU TRI
QUAN LY BENH VONG MAC DAI THAO BU'ONG TiP 2/2020
DAI THAO BPUONG / 2022

1. © i alen sodi bidn chumg wéng mge chi mgen bdah BTER tip | shen ndm s
hi ehitn doan, ¢iin dm soal badn chaing wimg mac chi ngee s TR g 2
422 K fri an oy wigny dhin didim chln dabn Phig ol dae obds deda BT g | vi tp 2 el
e sha il Hide chidmy vhing mge rie khik of thal hay chsibn b mung thaik

o, Dicw vy benh VWETH Khing clm thim wdt bisdm iy ving mas cho phg nd duoe shibn doan B0
Wi 'y

i fog Kivoagr 20 Dhop YORSTIER Bont RN T Xhing ek siny oty 2 M M i sk i s cho ki agud bink Dusimg (kg oo Imén chomg g
hadic vim: Theo A va khdm Laa dish by thee khoven céo, Eréu iep phis bodang didm mae do TEH, mguid bénh 5@ dege dm sast mili 1-2 s mdt Tin. Thes 6l si

. ; { : e = o 1 .1'u|n [14 |.lq,|_|lﬁ.|.' l.r..hu:,ﬂllll hig mia ;lu.ll-n'.u_ﬂ_ull..

DTEr eén i Fenafibete Iﬂm'w il i dl.l'ﬂ Fiem [y sirfién wikn ain 1 KR the wids hay bae sl chuydn ko DT deve db g vl Budn luvdn of thd
b VMBTR” whins washe Db by i i il by B of chuvln kloa min s bl g vl o ¢

(0'TA) OTLTSETNLIA

A Kidm st st dusimg bupdl vi huydl dp giop nplm ngis vh T chim didn nén
cus hidn chimp vieg mae Ny oh blag chimg bidn clamg vimg mae khing
lng wink i dé mhg, lesafibwute 145200 mgmghy dooc chi din mi khieg
wlln gy W gyt |omsor quinng i vl ane- YECE dags ol dish i

- tlwgw him i ey o8 chigdn Khos min
] I NGH] KHOA HOGC THLU MG RIEN MAM 2836
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eCholesterol toén du tir cac lipoprotein giau TG (TRLs) gép phan giy nén nguy co tim

mach tén du bén canh LDL-C, dugc do ludng qua non-HDL-C
*TG huyét twong phan dnh néng d6 cla lipoprotein giau triglyceride (TRLs)

*Kiém soat non-HDL-C can kiém soat dong thoi LDL-C va TG

(0'TA) OTLTSETNLIA

eLiéu phap phdi hop fenofibrate'va statin dung nap tét, giip lam gidm non-HDL-C, gidm
bi€n cé tim mach trén bénh nhan BT tip 2 ¢ TG tdng. Ngoai ra, fenofibrate ciing cho

thay hiéu qua lam gidm tién trién bénh véng mac dai thao duong dugc chirng minh

qua nghién clru LENS.
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