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GIOI THIEU LUAN AN
1. Pit van dé

Dai thdo duong (DTD) 1a bénh rdi loan chuyén hoa glucid man
tinh, bénh phd bién co tinh chét xa hoi, 1a mot trong ba bénh khong 1ay
truyén c6 tbc do phat trién nhanh nhit. Bénh DTD giy ra nhiéu bién
ching nguy hiém: bao gdm céc bién ching cip tinh va bién chimng
man tinh. Bién chimg man tinh thudng gip 14 cac bénh vé tim mach,
bénh vé mat, bénh than va cac bénh vé than kinh.

Bénh vong mac dai thdo duong (VMDTD) 1a bién chimg hay
gip nhat trong bénh 1y mat do DTD. Theo WHO ty 18 bénh VMDTD
chiém tir 20 - 40% ngudi bi bénh DTD, gidi han nay tiy theo timg qudc
gia va khu vyc. Thoi gian mic bénh TP va kiém soat duong mau la
yéu t6 nguy co chii yéu ciia bénh VMBDTD. Day 14 nguyén nhan hang
dAu gay giam thi luc va giy mu Ida. Bénh nhan mic bénh DTD ¢ nguy
co mil 10a ting gép 30 1an so véi ngudi ciing tudi va gioi.

Hién nay, tai Viét Nam da c6 nhitng nghién ctru vé bénh DTD,
bénh VMDTD va cic yéu tb lién quan tdi bénh nay. Dong thoi ciing
da co nghién ctru dé cap va gi6i thiéu cac phuong phép diéu tri hién
dai, hiéu qua. Tuy nhién, cac chuong trinh can thi€p cong df")ng du
phong cac bién chimng cia DTD con han ché, dic biét 1a voi bénh
VMDTD, cic chuong trinh can thi¢p va danh gia hiéu qua tuong ung
hau nhu chua duoc thyc hién. Vi vy, chung t6i tién hanh nghién ctru
“Pic diém dich té, lim sang bénh vong mac ddi thio dwong va
hiéu qud bién phap can thiép tai tinh Ha Nam” véi 2 myc tiéu sau:
1. M0 ta ddc diém dich té, lam sang va mét s6 yéu 16 lién quan cia

bénh vong mac ddi thdo dwong trén bénh nhan dai thao dwong

dang dwoc quan ly tai tinh Ha Nam nam 2013.

2. Pdnh gia hiéu quad bién phdp can thiép phong chong bénh vong
mac ddai thao duong tai huyén Binh Luc, tinh Ha Nam
2. Nhirng dong gop méi cia luidn an

Két qua nghién ctru di mé ta duoc dic diém dich &, 1am sang
bénh VMDTD trén bénh nhan DTP dang dugc quan Iy tai tinh Ha
Nam, 1 mét tinh dong bang chau thé Séng Hong. Ddng thoi, nghién



ctru ciing tim ra dugc cac yéu t6 lién quan dén bénh VMBTD nhu:
thoi gian méc bénh kéo dai, mirc duong mau cao va hidu qua diéu tri
dai thao duong kém. Bénh nhan sdng ¢ nong thon, nguoi thira cén,
ngudi ¢6 kién thire va thuc hanh vé phong chdng bénh kém...1am gia
taing bénh VMDTD.

Nghién ciru ciing danh gid dugc hi¢u qua bién phap can thiép
phong chéng bénh VMDTD tai huyén Binh Luc tinh Ha Nam. Bién
phap can thiép cha yéu 1a giao duc ngudi bénh, truyén théng nhim
thay ddi kién thirc, thuc hanh vé bénh DTD va bénh VMDTD nhur:
Thuec hién phac do diéu tri bénh DTD dung, thyuc hién ché do an udng
va luyén tap khoa hoc. Nang cao hiéu qua diéu tri bénh BTD, kiém
sodt cac yéu td nguy co, tir 46 lam giam céc bién ching cua bénh
DTD trong d6 ¢6 bénh VMDTD. Két qua nghién ciru cho thiy viée
kiém soat cac yéu td nguy co & nhom can thiép thuc sy c6 hiéu qua
s0 v6i nhom ching nhu cac chi sé vé BMIL, huyét ap, duong mau, ché
dd theo doi, ché do diéu tri, kién thirc, thuc hanh trong cong tac
phong va diéu tri bénh. Tur d6 lam giam ty 1& mic méi bénh
VMDTD.

Két qua nghién ctru chimg minh dugc mé hinh can thiép truyén
thong két hop giita cac bién phap can thiép du phong trén cong dong va
day manh ning luc cia can bd y té co s& trong viée quan 1y, theo ddi va
giam sat 1a ¢ hiéu qua tot. M6 hinh can thiép c¢6 thé duoc tmg dung m&
rong.

3. B6 cuc ciia ludin 4n

Luan 4n c¢6 117 trang, gdm Dit van dé (2 trang). 4 chuong:
Chuong 1: Tong Quan (39 trang), Chuong 2: Péi tuong va phuong
phap nghién ciru (11 trang), Chuong 3: Két qua nghién ctru (31
trang), Chuwong 4: Ban ludn (29 trang), Két luan (2 trang), Kién nghi
(1 trang). Ngodi ra con c¢6: phan tai liéu tham khao, 7 phu luc, bang,
biéu dd va hinh anh minh chimg.

Chuong 1: TONG QUAN
1.1. Pic diém dich t& bénh dai thio dwong

Dai thao duong 1a mot hoi chimg ¢ dic tinh biéu hién bang ting
duong mau do hiéu qua cia viéc thiéu/hodc mat hoan toan insulin hodc
do ¢6 lién quan t6i sy suy yéu trong bai tiét va hoat dong ciia insulin.

C6 nhiéu cach phan loai bénh dai thao duong (DTD), nhung phan
loai mgi cia WHO dua theo typ bénh can hién dang dugc st dung
rong rii: DTD typ 1 (chiém khoang 5-10%) va DTD typ 2 (chiém
khoang 90-95%). Bién chung cia bénh PTD thuong dugc chia ra
theo thoi gian xuét hién va mirc do cuia cac bién chimg: gdm céc bién
chung cép tinh va bién chimg man tinh. Bénh vong mac dai thao
duong (VMDTD) 1a mot trong cac bién chirng mach mau nhé vé mat
thuong gap.

1.2. Pic diém dich t&, 1am sang bénh vong mac dai thao dwong
1.2.1. Dic diém dich té bénh vong mac ddi thdo dwong

Bénh VMBTD phat trién ¢ gan nhu tit ca nhitng ngudi mic
bénh DTD typ 1 va trén 77% nhitng ngudi mic DTD typ 2 trén 20
nam. Sobha (2012) thyc hién nghién ciru cit ngang trén nhitng bénh
nhan kham DTD tai bénh vién. Trong ) nhiing nguoi mic bénh
DTD typ 2, ty 1é mac bénh VMDTD la 38% & nhom ngudi Chau Au
trang, 52,4% & nhom ngudi Chau Phi, 42,3% & nhém ngudi Nam A.
Nghién ctru tai Pai Loan bao cdo ty 16 mdi mic & nam dau tién 1a
1,1% & nir gidi va 1,5% & nam gidi. Tai Viét Nam, Nguyén Thi Thu
Thay (2009) tién hanh nghién ctru cho két qua ti 1& bién ching
VMDTD chiém 28,7%.
1.2.2. Sinh bénh hoc bénh vong mac ddi thao duong

Tang dudong mau 1a mot r6i loan chuyén hoéa dac hiéu ctia bénh
DTD, dan dén tén thuong mach mau rong khép co thé, biéu hién rd
nhét & cac vi manh mau, trong d6 c6 cac mach mau vong mac. Pac
biét, cac té bao ndi mo rat d& bi ton thuong do ting duong mau. Ton
thuong cdc mao mach vong mac do mét cac té bao ngoai vi, mit cac
té bao ndi mod va rdi loan chire nang cac té bao ndi mod lam thanh
mach dan ra tao nén cac vi phinh mach. Hang rao mau-vong mac bi



pha hiyy, lam ting tinh thim thanh mach, gay thoat huyét twong vao
vdng mac, gdy xuat tiét va pht né vdng mac. Khi mao mach bj pha
hity dan dén co thé phan ting b%mg cach tiét ra cac yéu td kich thich
su phat trién cac mach mau méi. Tuy nhién, nhitng mach mau nay rat
dé v& gy ra cic bién chimg xuét huyét vong mac, xuét huyét dich
kinh, gdy xo hoa va co kéo bong vong mac. Ro va tic cac vi mach
méu 13 hai nguyén nhan chinh dan t6i cac bién chimg de doa t6i thi
Iuc cua bénh nhan.

1.2.3. Dac diém lam sang bénh vong mac ddi thdao dwong

Dau hiéu 1am sang dau tién c6 thé phat hién ra khi soi day mat 1a
vi phinh mach. Xuat huyét vng mac thuong xuét phat tir tin cling
cua mao tinh mach, chung két lai ¢ 16p hat trong cua vong mac cé
dang hinh chém, dang vét hodc hinh ngon Itra. Phu vong mac bét dau
xuét hién gitra 16p r6i ngoai va 16p hat trong sau dé c¢6 thé lan vao 16p
rdi trong va 16p soi than kinh, dén cudi cing 1a phi toan bd vdng
mac. Xuét tiét cimg nam & giita 16p 1di trong va 16p nhan trong cua
vong mac. Xuat tiét mém (hay con goi 14 xuét tiét dang bong) 1a do
tdc mao mach trong 16p soi than kinh thi giac. Cac tin mach dugc coi
1a ton thuong hang dau ciia bénh vdng mac ting sinh, tin mach bét
dau phat trién tr mang ngin trong cia té bao ndi mé vong mac, di
qua chd thiéu hut té bao ndi méd cua mach mau vong mac dé tién vao
budng dich kinh.

Ngiy nay c6 nhiéu cach dé phan loai bénh VMDTD, nhung
phan loai don gian dugc nhiéu ngudi sir dung 14 phan loai Alphediam
chia bénh VMDTD thanh 2 nhém chinh 1a bénh VMDTD chua tang
sinh va bénh VMBTD ting sinh. Phu hoang diém c6 thé gip ¢ ca
hinh thai tang sinh va chua tang sinh.

Bénh vong mac dai thdo duong chua tang sinh c6 cac giai doan:
chua tang sinh nhe (c6 t6i thiéu 1 vi phinh mach va xut huyét, khong
¢6 cac ton thuong khac ciia vong mac); chua ting sinh vira (c6 thém ton
thuong khac nhu: xudt tiét mém, ton thuong cua tinh mach va bét
thuong vi mach & trong vOng mac); chua tang sinh ndng va chua tang

sinh rat nang (c6 tir 2 déu hiéu cta bénh VMBDTD ning trd 1én nhung
chua c6 tan mac).

Bénh 1y hoang diém: C6 thé gip & moi giai doan cia bénh
VMDTD. Viing hoang diém bi phu day 1én, duong kinh c6 thé chiém
2 lan duong kinh dia thi. Cé cac déu hiéu: phu hoang diém dang
nang, bénh 1y hoang diém thiéu mau.

1.2.4. Mpt 6 yéu 16 lién quan dén bénh vong mac ddi thdo dwong

Thoi gian méc bénh DTD 1a yéu t6 nguy co hang dau din dén
bien chung vong mac. Bénh VMDTD xdy ra ¢ hau hét cac truong
hop DTD tién trien sau 10-15 nam. O Viét Nam, Nguyen Thi Lan
Anh (2017) cho thay nhiing bénh nhan c6 thoi gian mac PTD trén 10
nam cé nguy co mac VMDTD cao hon 15,9 lan so vdi bénh nhén
DTD duéi 10 nam.

Mbi quan hé giita chat lwong kiém soat duong mau va cac bién
ching véng mac cua ngudi bénh TP di duoc nhiéu nghién ciru
chimg minh. Daniel (2016) da khang dinh mdi 1% dwong méau giam
xudng giup 40% giam nguy co mic VMDTD.

Tang huyét ap 1a dic diém thudng gip ¢ nhitng nguoi bénh DTD
¢6 ton thuong mat. Trong nhidu nghién ctu, ty 18 ting huyét 4p & cac
bénh nhan DTD ting gip 1,5-2 1an so v6i ngudi khong bi DTD.

Nguyén Thi Lan Anh (2017) cho thiy c6 mbi lién quan giita tinh
trang 161 loan lipid mau véi tinh trang mic bénh VMDTD. Nhiing bénh
nhan khong bi r6i loan lipid mau it c6 nguy co mac bénh VMDTD 1,9
1an so véi nhitng bénh nhan bi rdi loan lipid mau (p<0,05; 95%CI = 1,1-
3,3).

Trong nghién clru cua Yamamoto (2012) bénh VMDTD thuong
gip ¢ bénh nhan ngudi Nhat tir 65 tudi trd 1én. Didu nay cho thiy do
tudi cao d& c6 cac méi de doa vé méc bénh VMDTD.

Nghién ctru ciia Rajiv (2008) cho thiy nam gi6i c6 nguy co méc
cao hon 1,41 14n so vdi it gi6i (95% CI 1,04-1,91).

Thiéu mau hdng cau thuong lién quan dén nguy co bi bénh
VMDTD, dic biét 1a thé ning. Diéu tri dong thoi thiéu mau c6 thé



lam cham tién trién bénh VMDTD. Nghién ctru ctia Chong Wu (2014)
da cho két qua voi ndng d6 hemocystein & nhom cac bénh nhan co
bénh VMBTD cao hon 2,5 1an so véi & nhom cac bénh nhan chung,
va cac bénh nhan PTD c¢6 thiéu mau homocystein ¢ nguy co méc
VMBTD ting gap 1,9 lan (OR=1,93; 95%KTC=1,46-2,53).

Cho dén nay, co ché tén thuong than do BTD con chua 13, mdi
lién quan giita bénh than va VMDTD ciing chua dugc khing dinh.
Tuy nhién, ¢ giai doan bénh than BPTD tién trién, c6 protein ni¢u phat
trién va dy bao bénh vdng mac ting sinh, c6 80% ngudi bénh co
protein niéu dai dang c6 bénh vdng mac ting sinh so véi 25% &
nhiing nguoi khong c6 protein nicu.

1.3. Cac bién phap can thiép dy phong va diéu tri bénh vong mac
dai thao dwong

Cac bién phap can thiép phong va diéu tri bénh VMDTD gdm
hai nhém: Phuong phap diéu tri tryc tiép va cac chwong trinh phong
chéng/dy phong.

Phuong phap diéu tri bénh VMBTD chua ting sinh cha yéu dua
trén co s& toi wu hoa strc khoe ciia nguoi bénh. Cac phwong phap
diéu tri tot nhét hién nay 1a ngin ngira tién trién va sy ting sinh cia
bénh véi viée kiém soat dwong méau. Diéu tri bénh VMBDTD phai co
sur két hop chit ch@ giita cac thay thudc chuyén khoa mét, noi tiét va
tim mach. Tuy thudc vao tén thuong cia bénh dé c6 phuong phap
diéu tri thich hop. Vi nhiing tién bd vuot bac trong diéu tri cac bénh
dich kinh, véng mac n6i chung, bénh VMDTD néi riéng. Trong diéu
tri bénh VMDTD ngoai st dung laser vong mac hay cit dich kinh,
ngay nay da dua mot s phuong phap diéu tri méi nhu phuong phap
sir dung cocticoid hodc cac thudc e ché tin mach (VEGF).

Ngoai cac bién phap can thiép diéu tri da duoc dé cap o trén.
Hién nay, trén thé gioi ciing nhu tai Viét Nam, khong c6 nhiéu
nghién ctru can thi€p ap dung cac bién phap danh riéng cho phong
chéng bénh VMBTD. Tuy nhién, cac y vin da chi ra kiém soat bénh
DTD chinh 13 cich phong chdng cac bién ching cia DTD no6i chung

va bénh VMDTD néi riéng mdt cach hi¢u qua. Kiém soat bénh BTD
bang cach dung thudc diéu tri dung phac dd, hoat dong thé chat va
duy tri ché d6 an udng lanh manh c6 thé ngan ngira hodc 1am cham
su mat thi Iyc. Vi bénh VMBTD thudng khong duoc chi ¥ dén, bénh
chi dugc phat hién khi thi lyc suy giam, vi vdy nhiing ngudi méc
bénh DTP nén kham mét toan dién it nhit m&i nim mot lan. Phat
hién sém, diéu tri kip thoi, cham soc va theo doi bénh DTD phu hop
¢6 thé bao vé, chong lai sy mét thi luc.

Trén thuc té, cac chuong trinh can thiép dugc lua chon tuy thudc
vao cac nhom ddi tuong dich, tir d6 cac chuong trinh can thiép c6 thé
thién vé diéu tri 1am sang hodc 13 cac chwong trinh can thiép phong
chéng tai cong ddng, hodc c6 thé két hop ca hai.

1.4. Tinh hinh nghién citu bénh véng mac dai thao dwong trén
thé gii va Viét Nam

Nhimng tén thwong vong mac & bénh nhan DTD dugc Eduard
Jager nhin tha”iy lan déu tién nam 1855, sau do6 trén thé gidi da co rat
nhiéu nghién ctu vé bénh VMDTD nhu ty 1& méc; phuong phap
kham sang loc; cac yéu td lién quan va cac phuong phap diéu tri.

O Viét Nam, cac nghién ctru lién quan dén DTD chu yéu duoc
thyc hién trén bénh DTP ndi chung hoac tim hiéu cac yéu td lién
quan dén bénh, cac nghién ctru trén cong dong cha yéu 1a cac nghién
ctru vé kién thirc va thyc hanh phong chéng bénh DTD néi chung.

Tuy nhién, & Viét Nam cho dén nay chua c6 mot nghién can thiép
cong dong nao vé bénh VMDTD huéng t6i giam ty 1& méi mic ciing
nhu kiém soét cac bién chimg trim trong gy giam thi luc va mu 10a cua
bénh VMDTD.

1.5. Mt s6 dic diém kinh té-xa hdi va sw quan 1y bénh dai thao
dwong/bénh vong mac dai thao dwong tai tinh Ha Nam

Ha Nam 1a mét tinh thudc dong bang chau th song Hong, nam
cach thu d6 Ha Noi 60 km vé phia Nam vé6i dién tich tw nhién 851km? va
dan s6 785.057 ngudi, su phan bd déan cu tuong dbi tap trung. Hién nay



trén dia ban tinh Ha Nam bénh nhan mac bénh DTD dang ky quan 1y,
kham va diu tri & ca tuyén tinh, tuyén huyén va tuyén xa. Nhimg bénh
nhan mic cic bénh vé mit noéi chung, bénh VMBTD néi riéng kham va
diéu tri chu yéu ¢ Bénh vién Mt tinh Ha Nam.

Chuong 2: POI TUQONG VA PHUONG PHAP NGHIEN CUU
2.1.Ddi twgng nghién ciru

Nghién ciru dugc tién hanh tai tinh Ha Nam tir thang 6/2013 -
12/2013 nham khao sat phuc vu muc tiéu 1 ciia nghién ctru. Nghién
ctru can thiép (muyc tiéu 2) duge tién hanh tir thang 06/2014-06/2016
trén dia ban huyén Binh Luc (can thi€p), huyén Ly Nhan (ching) cua
tinh Ha Nam.

2.1.1 Déi twong nghién citu muc tiéu 1

- Tiéu chudn lua chon: Nhitng bénh nhan dugc chén doan xac
dinh DTD typ 2 dang dugc quan ly tai tinh Ha Nam.

- Tiéu chudn logi trie: Bénh nhan khong ddng y tham gia nghién
ctru; Bénh nhéan khong soi dugc rd day mit do o seo giac mac, duc thé
thuy tinh...

2.1.2. Poi twong nghién ciru muc tiéu 2

- Tiéu chudn la chon: Bénh nhan DTP nhung khong mic bénh
VMDTD trong quan thé bénh nhan BT duoc kham ¢ giai doan 1.

- Tiéu chudn logi trie: Bénh nhan khong ddng y tham gia nghién
clru; Bénh nhan khong cu tra thuong xuyén tai dia ban nghién ciru;
Bénh nhén bo cudc trong qua trinh theo ddi tai cong dong.

2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién ciru

- Thiét ké nghién ciru muc tiéu I: Thiét ké nghién cru mé ta cat
ngang (Cross-sectional Study)

- Thiét ké nghién ciru muc tiéu 2: St dung thiét ké nghién ctu
can thiép so sanh trudc-sau va c6 d6i chung.

2.2.2. C& méu va chon miu
- C& mau cho muc tiéu 1:
C& mau dugc xac dinh theo cong thuc:
n=72 o0 a i p)
€

Trong do:

n: C& mau nghién ctru.

Zaan :Lado tin ciy ldy ¢ ngudng xac suit o= 5% (lay bang 1,96).

P: La ty 1& bénh VMDTD trung binh theo bio c4o nhanh (p bang
20%) dya trén hd so quan 1y ciia cac bénh nhan DTD trén dia ban.

&: Sai s6 twong d6i cho phép (udc tinh 14 0,15), twong dwong véi
ty 1¢ p gid dinh s€ dao ddng trong khoang tir 17% - 23%.

Do vay ¢& mau tinh theo cong thirc trén s& 1a: 683 ngudi va du
phong dbi tugng 15%, nén c& mau sé 1a: 784 nguoi. Danh sach 2.083
bénh nhan dang dugc theo ddi dugc dua vao dir liéu dién ti va dugc
xir 1y bang Excel. C& mau véi 784 bénh nhan DTD lya chon theo
phuong phap ngau nhién don sir dung ham RANDOM trén Excel.

- C& mau cho muc tiéu 2:

Nghién ciru dinh hudng can thiép & mirc dy phong cap 2, nghia
1a han ché ty 1é méi méc bién chimg bénh VMBTD do DTD.

C& mau:
[Z- a/z)\/(1+k)12 +Z(1- ) |kA3+23 12
n K(A1- 1)?
Trong do:

n: C& méu tinh toan cho nhom dbi tugng.

Z(1« ) DO tin cdy ldy & ngudng xac sudt o = 5% (liy bang 1,96)

1- B: Luc mau (trong nghién ciru nay lay bang 80%).

A1: Chung toi khong tim thdy duoc cac nghién ctru cé thiét ké
twong tu vé st dung can thiép truyén thong cho 2 nhém chimg va can
thiép. Tuy nhién, tdng quan tai liéu cho thay hiéu qua ciia cac can
thiép truyén thong c6 thé lam giam tir 50-70% cac bién ching cia



DTD. Vi viy, ty 1& mic moéi bénh VMDTD/nam sau can thiép &
nhom déi chimg duogc gia dinh bang véi 63% Az + A2 (2.43%).

ho: Ty 1€ mic m6i bénh VMDTD/nam sau can thiép & nhom can
thiép (Chiing t6i tham khao nghién ciru tai Dai Loan tir nim 2005 dén
2011 trén bénh nhan DTD typ 2 cho két qua ty 1¢ m&i mac trung binh
mdi nam 1a 1,49%).

Du phong ddi tugng bo cudc trong qua trinh nghién ctru nén
chung toi tinh thém 10% s6 bénh nhan. Vi vdy, ¢& mau tdi thiéu cho
nghién ctru theo muc ti€u 2 s€ 1a 77 nguoi trén 1 nhoém. Sau can thiép,
trong 210 dbi tuong dwoc danh gia & thoi diém ban dau (M1) va tham
gia vao muc tiéu 2 ctia nghién ctru, 13 di tuong loai khoi nghién ciru
do khong thudng xuyén cu tra tai dia phuong (6 dbi twong), khong lién
lac dwoc (4 ddi twong), khong dong ¥ tiép tuc tham gia nghién ctru (3
dbi twong). Vi vay, chi c6 197 dbi twong duge sir dung lam dir lidu cho
danh gia hiéu qua cua can thiép (ty 1¢ dam bao theo doi ctia nghién ciru
dat 93,8%). C& miu nay hoan toan théoa man yéu cau vé so luong theo
tinh toan cua cong thirc ¢d mau dit ra cho muyc tiéu 2.

2.3. Trang thiét bi phuc vu nghién ciru

Trang thiét bi phuc vu nghién ctru bao gdm bang thi luc Landolt,
hop thir kinh, nhin ap ké Goldmann. Sinh hién vi kham bénh, dén soi
day mét truc tiép, gian tiép, kinh Volk + 20D, + 90D. May chup day
miét khong gidn dong tir, may siéu &m A — B, thudc gidn dong tir
Mydrin - P 1%. Mau bénh 4n nghién ctru va mau phiéu phong van.
2.4. Cac buwéc tién hanh nghién ciru
Buwéc 1: Thu thip théng tin: Qua mau phiéu phong vin, mau bénh
an nghién ctru do cac can bg Bénh vién Mit tinh Ha Nam, Trung tam
truyén thong — Giao duc stic khde tinh Ha Nam thyc hién.

Budc 2: Kham mat: Thuc hién béi can bd Bénh vién Mat tinh Ha
Nam. Trong d6 c6 2 bac sy chuyén nganh phu trach viéc do, chup
anh d4y mit. Ton thuong day mét dugc xac dinh dwa vao két qua
chup anh day mét va kham 1dm sang. Nhimng truong hop biéu hién

lam sang khong rd rang can chup mach huynh quang hoic OCT gui
Bénh vién Mit Trung wong thyc hién.

Buéc 3: Kham toan than: Pugce thuc hién boi can bd Bénh vién Mt
tinh Ha Nam va cén b y té xa.

Buwéc 4: Ddanh gid cdn ldm sang.

Buwdc 5: Phén tich, xi¢ Iy 56 liéu.

Buwéce 6: Can thi¢p:

- Nhém can thiép: Bao gdbm cac bénh nhan DTD nhung chua mic
bénh VMPTD cua huyén Binh Lyc dugc quan 1y, huéng dan cac bién
phép kiém soat DTD va dugc theo dbi ddy du qua cac lan kiém tra tai
thoi diém diéu tra ban dau (M) va kiém tra lap lai sau 12 thang (tai M)»)
va 24 thang (M) dé dénh gia. Nhom can thiép duge thuc hién dong bo
mot s bién phap can thiép két hop diéu tri va dy phong.

- Nhém doi ching: Bao gdm nhimng bénh nhan DTD nhung chua
méc bénh VMDTD cta huyén Ly Nhan duoc lap hd so quan 1y va
dugc hudng dan cach diéu tri, phong chdng bién chimg bénh DTD
qua cac lan kiém tra tai thoi diém diéu tra ban dau (M), kiém tra lap
lai sau 12 thang (tai M;») va 24 thang (Ma).

Buwéc 7: Ddnh gid két qud sau can thiép
2.5. Bién s6 va chi s6 nghién ciru
2.5.1. Nghién cvru mo tda cit ngang (muc tiéu 1)

Céc bién s6 trong muc tiéu 1 bao gdm dic diém chung, dic diém
tién sir, thong tin cac bénh vé mat, kién thirc va thuc hanh phong
chéng bénh DPTH/VMPTD.

2.5.2. Nghién ciru can thiép (muc tiéu 2)

banh gi’é su th‘ay dbi cac chi sb: Duong mau, h}lyét ap, ché do
theo doi, cheé do diéu tri, hi€u qua diéu tri DTD, kién thirc va thuc
hanh. Panh gia ty 16 méi mac bénh VMDTD. Panh gia hiéu qua can
thi€p (HQCT) cua cac bién phap can thiép.

2.6. Cong cu va phwong phap thu thép sé li¢u

Cac thong tin dinh lugng dugc thu thap tu béph an va b0 cau
hoéi, dugc thuc hién boi cac can b Bénh vién Mat va Trung tam
Truyén thong, gido duc suc khde tinh Ha Nam. Cac thong tin 1am



sang dugc thu thdp sau ’khi tham kham béng cac thiét bi hd tro béi hoc vén phé thong. Nghé nghiép chu yéu 1a ngudi vé huu (44,1%) va
cac can bo Bénh vién Mat tinh Ha Nam. R R
nong dan (42,5%).

2.7. Xirly sb ligu . o L
Nhap s6 lieu béng phén mém Epidata 3.1, 1am sach, ma hoa ) Hau het bénh nhan deu st dyng BHYT trong kham chira bénh

lidu: diung phan mém SPSS 22.0. Ngudng gié tri ¢6 ¥ nghia thong ké (99,2%). Bénh nhan song & nong thon 58,3%, thanh thi 41,7%. Hon
ap dung trong nghién ctru 1a p<0,05. 96% bénh nhan c6 hoan canh kinh té trung binh tr& 1én.
Su dyung kiém dinh t-test ghép cap (paired sample t-test) dé so 3.1.2. Péc diém vé miit ciia déi twong nghién ciru

sanh tinh trang cua cung mét doi tugng trudc va sau can thiép. Viée

o et VR e R e Sal C Y - Tinh trang thj lyc:
ghép cdp tao cac rang budc vé mot s6 yéu to6 nhan trac hoc, dich te,

EPhu Ly u Ly Nhan Binh Lyc Duy Tién
lam sang. 80%
. Nhiam tiéI} hanh danh gia hiéu qua chuong trinh can thi€p cong 0% N=1.568 mit
dong, & chi so hi€u qua = [|P1-P2| / P1] x 100% thuong duogc s
dung. Hiéu qua can thiép duoc tinh boi hiéu s6 ctia 2 chi sé hiéu qua 40%
6 huyén Binh Lyc va huyén Ly Nhéan. 20% II
Phuong phap st dung cac biéu thie udc luong tépg quat 0% II III II I T -
(Generalized Estimating Equations — GEE) dugc sit dung d¢ chung >7/10 >=3/10-  DNT>=3m- ST(+) - ST (-)
minh tinh hiéu qua cua can thiép trong su tuong tac voi cac yéu to =<7/10. 3/10. DTN<3M
nguy co khac.

Biéu d6 3.1: Phan bo ty 1¢ tinh trang thi lic tai cic huyén

Hon 80% dbi tugng nghién ciru b suy giam thi lyc (dudi 7/10)

- Pdc diém cdc bénh vé madt: Trong s6 784 bénh nhan tham gia
nghién ciru ¢6 542 bénh nhan khéng c6 tén thwong vong mac do
DTD, chiém 69,1%. Sb con lai 1a nhiing bénh nhan méc DTD ¢o tdn
thuong vong mac voi ty 1¢ dat 30,9%.

- Tinh trang ton thwong vong mac do ddi thio dwong:

2.8. Dao dirc trong nghién ciru

bé tai dugc Hoi df")ng khoa hoc cuia Truong Pai hoc Y Ha Néi
thong qua. Pugc sy dong ¥ ciia Bénh vién Mét Trung wong, Uy ban
nhan dan tinh va S& Y té tinh Ha Nam. Céac bénh nhan tu nguyén tham
gia nghién ciru, thong tin ciia bénh nhan duoc gitt bi mat. Bénh nhan
duoc xéac dinh ton thuong mit can diéu tri, 1ap danh sach gui vé Bénh
vién Mt tinh Ha Nam hodc Bénh vién Mt Trung wong didu tri.

v i A : B Khong ton thuong B (6 ton thuong N=784
Chuong 3: KET QUA NGHIEN CUU 100% .
3.1. Pic diém dich t&, 1dAm sang va mot s6 yéu t6 lién quan cia . . .

bénh vong mac dai thao dwong 50%

3.1.1. Dac diém chung cua doi twong nghién ciru.

784 d6i tuong tham gia nghién ctu voi do tudi trung binh 1a 0%

B} . . Phu Ly LyNhan  BinhLyc Duy Tién ThanhLiém Kim Bang  Chung
63,9. Bénh nhan nit chiém 53,3%. Pa phan bénh nhan déu cé trinh do
Biéu d6 3.2: Phéan bo ty 1€ ton thuwong vong mac do dai thao duong

100% 0395 00% 03080% 0.0 0%  gael1% gaiod 1% GO g0 0%
1.7% 1.8% 2.3% — 1.9%

80% 3-3% 2.9%
60%
40%

20% N = N = .




Biéu d6 3.3: Phan b6 ty 1& mirc dd ton thwong vong mac

Cac bénh nhan DTD mic ton thwong véng mac ¢ tinh Ha Nam
¢6 day du cac mirc do ton thwong chua ting sinh. Ty 1é mét chua ting
sinh mirc d6 nhe chiém 28,5%, chwa tang sinh mic dj vua chiém
50%, chua tang sinh mirc d¢ nang chiém 19,2%, chua tang sinh muc
do rat nang chiém 1,9% va tang sinh chiém 0,4%.

3.1.3. Diic diém tién sir bénh ddi thio dwong

Ty 1é bénh nhan c6 ché do theo dbi thuong xuyén dat 79,2%,
ché 46 diéu tri chit ché 75,1% va 59,3% bénh nhan c6 hidu qua diéu
tri DTD tdt.

Hau hét bénh nhan c6 thoi gian mic bénh PTD dudi 5 nim
(42,6%). Thoi gian mic bénh tir 5-10 nam va trén 10 nam co ty 1
thdp hon lan luot 14 29,1% va 28,3%.

3.1.4. Dic diém cin lim sing ciia déi twong nghién ciru

- Tinh trang dwong mau:

B <7 mmol/l ®7-9 mmol/l ®>9mmol/ N=784

100%
289
266 2 2 321 243 286
50%
s 54.5 253 514 502
0%

PhuLy LyNhan BinhLyc DuyTién Thanh Kim Bang Chung
Liém
Biéu dd 3.4: Phan bd ty 1¢ tinh trang dwong mau

C6 50,2% bénh nhén c6 ndng do dudng mau binh thuong,
28,6% c6 nong do duong mau tir 7-9 mmol/l va 21,2% bénh nhan c6
nong d6 duong mau trén 9 mmol/I.

- Tinh trang lipid méu, chi s6 BMI va tang huyét dp: Da s6 bénh
nhan c6 chi s6 lipid méau binh thuong (91,5%). C6 35,6% ddi tugng
thira can, béo phi va 5,9% ddi tuong suy dinh dudng. Ty 1¢ bénh
nhén ting huyét ap 1a 49,2%.

3.1.5. Mét 0 yéu 16 lién quan dén bénh vong mac ddi thdo dwong.

- Méi lién quan gitka cdc yéu té nhan trdc hoc va kinh té xd hoi

dén tinh trang mdc bénh vong mac ddi thdo dwong

+ Bénh nhan ¢ néng thon méic bénh VMDTD cao hon 76% so
vGi bénh nhan ¢ thanh thi.

+ Bénh nhan c¢6 hoc vin phd thong mic bénh cao hon 84% so
v6i bénh nhéan ¢ hoc van tir trung cép tro 1én.

- Moi lién quan cdc yéu to bénh sir véi bénh vong mac ddi thio dirong.

+ Bénh nhén c6 thoi gian DTD tir 5-10 nim méic bénh
VMDTD cao hon 1,76 1an va thoi gian DTD trén 10 nim méc bénh
cao gap 8,77 lan so v6i bénh nhan DTH duéi 5 nam.

+ Hiéu qua diéu tri PTD kém nguy co méc bénh VMDTD cao
hon hiéu qua DTD t6t 1a 1,79 lan.

+ Nguoi giy méic bénh VMBTD cao gép 5,5 lan, ngudi thira can
méc bénh cao gép 15 1an so v6i ngudi cb chi s khéi co thé binh thudng.



+ Bénh nhan THA c¢6 nguy co mic bénh VMDTD ting hon
1,57 1an so vi bénh nhan khong ting huyét ap.

+ Bénh nhan c6 mirc duong mau trén 9 mmol/l 1am ting nguy
co méc bénh VMDTD cao gin gap doi.

- Méi lién quan giita kién thirc va thwc hanh dén tinh trang
bénh: Nguy co mic bénh VMDTD & cic bénh nhan ting 4.8 lan khi
khong co kién thire tot va 1,5 lan khi khong thuc hanh t6t.

3.2. Panh gia hi¢u qua can thi¢p phong chong bénh véng mac dai
thao duwong
3.2.1. Dia ban can thiép va théong tin chung

Téng cong co 210 ddi twong duge dénh gia ¢ thoi diém ban dau
(M1), 197 dbi tuong cua dot danh gia ¢ thoi diém 12 thang (M12) va
thoi diém 24 thang (M24) duoc sir dung dé phén tich vé ty 18 méi
méc bénh VMDTD va cac yéu t6 lién quan. Mic du ¢6 su thay ddi vé
s6 lugng ddi twong giita cac dot danh gia, nhung sy thay doi nay
khéng c6 y nghia théng ké (p > 0,05).

3.2.2. Thue trang méi mic bénh vong mac ddi thio dwong
Bang 3.1: Phéan bo ty 1¢ méi mic bénh véng mac dai thao duong
trwdc va sau can thiép

Binh Luc Ly Nhéan

MI2 | M24 | Tichlay | MI2 | M24 | Tichlay

(%) | n(%) | n(%) | n(%) | n%) | n(%)
Khéng méc (9122) 97 (97,0)| 97 (93,3) (95;?5) (879;) (872?8)
P 4 3 7 7 9 16

G8 | G0 | 6n | @5 | aon | a12
Tong 104 100 104 93 84 93

100) | (100) | 00y | (100) | 00y | (100)
D 0,74 0.46

Khong ¢6 ¥ nghia trong sy thay d6i vé ty 16 méi mac (p >0,05).
3.2.3. Sw thay déi vé tinh trang thi luc
Su thay ddi vé tinh trang thi lyc cua cac dbi tugng nghién clru

dugc danh gia trén timg mit riéng biét. C& miu dé dua ra phan tich
kiém dinh so sanh & Binh Luc 1a 208 mét va ¢ Ly Nhéan 1a 186 mit.
Nhin chung, gin nhu khong c6 sy thay doi dang ké vé tinh trang thi
luc cia cac ddi twong nghién ciru trudce va sau can thiép (p >0.05)

3.2.4. Sw thay déi cic chi sé BMI, dwong mdu va huyét ap
Bing 3.2: Kiém dinh sy thay ddi cac chi s6 BMI va dwdng mau
trude va sau can thiép

Binh Luc Ly Nhén
M1 M24 M1 M24

TB (PLC) TB (PLC) TB PLC) | TB (PLC)
BMI

22,0 (2,8) 22,1 (2,7) 22,4 (3,1) 22,1(2,7)
(kg/m?)
PBMI 0,77 0,34
DPuong
mau 7,8 (6,3) 6,7 (1,5) 7,6 (4,2) 8,4 (5,3)
(mmol/l)
Pduong méau 0,05 0,20

Chi s duong mau trung binh & cac bénh nhan dugc can thi€p
giam xuéng 0 rét sau thoi gian can thi€p (p=0,05).
Bang 3.3: Sy thay ddi vé tinh trang ting huyét 4p truéc va sau can thié]

-

Binh Luc Ly Nhan
M1 M24 M1 M24

n (%) n (%) n (%) n (%)
Khéng THA 55(52,9) 71 (68,3) 50 (53,8) | 60 (64,5)
THA 49 (47,1) 33 (31,7) | 43 (46,2) | 33(35,5)
Tong 104 (100) 104 (100) 93 (100) | 93 (100)
OR (95% KTC) 0,52 (0,28 — 0,95) 0,63 (0,34-1,20)
HQCTtHA 9,5%

Co su thay ddi vé tinh trang THA & cac bénh nhan dugc can
thiép (p<0,05).

3.2.5. Sw thay déi vé ché dp theo déi, ché dé diéu tri va hi¢u qud
diéu tri bénh ddi thio dwong
Bang 3.4: Phin b ty 18 vé ché d¢ theo doi, ché d¢ didu tri va hiéu
qua diéu tri bénh dai thiao dwong trwde va sau can thi¢p



O Ly Nhan, ty 1& kién thirc tang 1a 8,3%, ty 1& khong thay ddi 1a
88,1%, ty 1& kién thuc giam 3,6%. Ty 1€ thuc hanh tang 1a 41,7%, ty
1¢ khong thay ddi 14 39,3%, ty 1€ thuc hanh giam 1a 19%.

3.2.7. Hi¢u qud qua trinh can thiép
Bang 3.6: Hiéu qua qu4 trinh can thi¢p phong chéng bénh ving
mac dai thao duwdng sir dung mé hinh wéc hrong tong quat

Binh Luc Ly Nhin
M1 M24 M1 M24
n%) | n(%) | n(%) n (%)
Ché d. g;;g thuong| 53 201y | 1096) | 170183) | 23 24,7)
theo ot ong xuyen | 81(77.9) | 94 (90.4) | 76 (81,7) | 70 (75.3)
OR (95%KTC) 2,67 (1,13-6,64) 0,68 (0,31-1,46)
HQCT ché a4 theo dai 8,2%
, Khén
dcl};ifﬁ chatc%lé 35(33,6) | 10(9,6) | 32 (34,4) | 25(26,9)
" |Chat che 69 (66,4) | 94 (90,4) | 61 (65,6) | 68 (73,1)
OR (95%KTC) 4,77 (2,12-11,47) 1,42 (0,72-2,81)
HQCTché a5 didu tri 24,7%
Hiéu qua |Khong tbt 41 (49,0) [ 27 (36,0) | 37(39,8) | 41 (44,0)
diéu trj Tét 53 (51,0) | 77 (74,0) | 56 (60,2) | 52 (56,0)
OR (95%KTC) 2,21 (1,16-4,20) 0,8 (0,4-1,6)
HQCThiéu qua gidu tri 38,1%

Co su thay ddi tich cuc vé ché do theo ddi, ché d6 diéu trj va
hiéu qua diéu tri DTD cta bénh nhan & nhém can thiép (p<0,001).
3.2.6. Sw thay déi vé kién thirc va thwe hanh

Bing 3.5: Su thay ddi trung binh diém kién thirc, thue hanh
trwéc va sau can thiép

Sai s0 o
] chuin P OR (95% KTC
.. |Khong 0,46 0,34 0,007 (3,5 (1.4 (8,6
Can thiép Co 0" ]
Théi eian <5 nam -0.58 ]0.59 0.324 ]0.56(0.2 |[1.8
P 5-10 nim -1.21 |0.58 0.037 1(0.30(0.1 (0.93
mac BDTD —
> 10 nam 0? 1
Pue <7 mmol/l -0.44 |0.61 0464 (0.64|0.2 (2.1
h&‘%‘t‘g 7-9mmol/l |-0.80 |0.74 0.280 |0.45[0.1 |1.9
Y > 9mmol/l Oa 1
£ . Khong 0.90 0.55 0.102 [2.46|0.84 |7.3
Huyét ap o 0a 1
Tung hat|Khong 0.76 0.43 0.08 2.1310.91 |5.01
thudc Céo Oa 1
e Nam 0.42 0.45 0.354 |1.52|0.63 (3.7
Giébi tinh p
Nir Oa 1
BMI 0.003 |0.025 0.905 [1.00(0.96 [1.05
Tuoi -0.01 ]0.08 0.898 10.99(0.84 [1.17

Binh Luc (N=104) Ly Nhan (N=93)
M1 M24 M1 M24
TB(PLC) | TB(MLC) | TB((MLC) | TB (PLC)
Kién thire 7,0 (1,3) 7,2(0,7) 7,0 (1,1) 7,0 (1,0)
PKién thte 0,01 0,64
Thuc hanh 77(,) | 89014 76(1,8) | 7907
PThyc hanh <0,001 0,11

Sau can thiép c6 su ting 1én rd rang vé diém trung binh kién
thire va thyc hanh ¢ nhém bénh nhan dugc can thiép (p<0,001).

O Binh Luc, ty 1¢ kién thirc ting 1a 25%, ty 1é khong thay doi 1a
64%, ty 1& kién thirc giam 1 11%. Ty 1é thyc hanh ting 1a 61%, ty 1¢
khong thay doi 1a 34%, ty 1¢ thuc hanh giam 13 5%.

“ Py la moc so sanh nén c6 gid tri bang 0.

Két qua ciia mo hinh cho thiy néu kiém soat cac yéu té nguy co
(thoi gian mac DT, duong huyét, huyét ap, thoi quen hat thude, chi
s6 BMI, tudi va gidi) & cac bénh nhan, viéc khong dugc can thiép
khién cac bénh nhan c6 ty 1& mic méi VMDTD cao gap 3,5 1an so
véi cac bénh nhan dugc can thiép. (OR=3,5; 95%CI = 1,4-8,6)

CHUONG 4: BAN LUAN
4.1. Pic diém dich t&, 1Am sang va mot s6 yéu t6 lién quan caa
bénh vong mac dai thao duwong
4.1.1. Dic diém chung ciia déi twong nghién citu




Téng s6 784 bénh nhan DTD trén dia ban tinh Ha Nam duoc
dua vao nghién ctru voi d6 tudi trung binh 1a 64 tudi, day 1a do tudi
thuong méc bénh VMBTD va tuong dwong voi nghién ctru trén 960
bénh nhan DTD typ 2 cua Yamamoto (2012) tai Nhat v6i do tudi
trung binh cta bénh nhan trong nghién ctru 1a 63,8 (4,6) tudi. Ty 1&
dbi twong nir giéi chiém da s (53,3%) twong ty voi nghién ctru cia
Nguyén Québc Dan (51,1%), nhung khac véi nghién ciru cia Nguyén
Hiru Lé (44%). Hau hét bénh nhan c6 trinh d6 hoc van phd thong, tuy
nhién vin con mot phan nho bénh nhan khong biét chir. Cac dbi
tuong nghéo va can nghéo chiém 4%. Day 1a nhom nguoi dé ton thuong
hon cac ddi tugng khac. Nam 2013, ty 1 h can nghéo & Ha Nam 1a
5,37% va ho nghéo 1a 6,28%. Trong nghién ctru cta chung t6i, ty 1¢ nay
giam xuong twong img 1 2,6% va 1,3%, do cac ddi tugng cua chung toi
da phan 14 ngudi cao tudi, khac voi khao sat chung trén toan bo dia ban
tinh. Pa phan cac dbi twong déu di so hiru BHYT (99%), vuot xa chi
tiéu bao phit BHYT chung cua tinh Ha Nam nam 2017 (78,8%), cling
nhu ty 1& sit dung BHYT niam 2013 (63,8%). D& thiy loi ich va tim
quan trong khong thé thiéu cua BHYT v6i bénh nhan, dic biét 1a cac déi
twong méc bénh man tinh. Vi vy, can co cac chinh sach hop 1y dé xay
dung quy BHYT bén virng.

4.1.2. Dic diém cdc bénh vé mit

Trong nghién ctru ctia chung t6i ¢6 ddy du cac hinh thai bién chimg
vé mit do bénh PTD. Ty 1¢ bénh nhan c¢6 ton thwong day mit cao
(huyén c6 sb bénh nhan c6 ton thuong day mét cao nhat 1a Ly Nhan véi
18,2%), va cao hon so voi nghién ctru cuia Kawashima (2010) (10,5%).
Phan 16n cac d6i tuong déu c6 su suy giam vé thi luc (>80%), ty 1€
nay cao h(m nghién ctru cta Tran Thi Thu Hién (5,1%). Péanh gia
chung vé ton thuong vong mac do DTD cho théy ty 18 bénh nhan co
tén thuong téi 30,9%. So v6i cac nghién ctru trong nude ty 18 tdn
thuong vong mac cta ching to6i cao hon so vdi nghién ctru tai Vién
Noi tiét (27,8%), nghién ctru ciia Nguyén Kim Luong (22, 9%) thap
hon so véi nghién ctru cia Nguyén Huong Thanh (33%), Tran Minh
Tién (36,1%), co 1& do cic nghién clru trude déu nghién ctru voi s6
Iwgng bénh nhan it hon, déu dugc tién hanh tai bénh vién.

4.1.3. Dic diém tién siv va cin lam sang

Céc bénh nhan DTD dugc huéng dan thuc hién tu theo dbi tinh
trang bénh, ché d6 diéu tri va duoc danh gia hiéu qua diéu tri DTD.
Hau hét cac bénh nhan déu tu giac chip hanh ché d6 didu tri cua
minh (75,1%), cling nhu c6 theo ddi DPTD mdt cach thuong xuyén
(79,2%). Ty 1& nay cao hon so v&i nghién ctru vé thyc hién ché do
theo doi tinh trang DTD cta cac bénh nhan BDTD typ 2 tai Uc (70%)
va 0 My (53, 0%) Co nhitng sy khac biét nay co thé 1a do thé trang,
van hoa, va 16i sdng clia cac bénh nhan DT ¢ nhitng khu vuc nay
khac véi dac thu bénh nhan DTD ¢ Viét nam.

4.1.4. Mpt Y yéu 16 lién quan dén tinh trang mic bénh vong mac
ddi thdao dwong

Két _qua nghién ctru chi ra cac yéu t6 nguy co lién quan dén tinh
trang mic bénh VMBTD nhu sinh séng & nong thon, thoi gian méc
bénh DTD kéo dai, mirc dudng huyét ting cao, giy com, thira cén, kién
thirc va thyc hanh khong t6t ciia bénh nhan DTD. Mot sb yeu t6 nhu
THA, tinh trang ting lipid mau tuy chua dugc chiig minh & nghién ciru
nay nhung ciing da dugc chimg minh trong nhiéu nghién ctru khac.

Trong nghién ctru cua ching t6i nguy co méic bénh VMDTD
tang 1,76 1an & bénh nhan méc DT tir 5-10 nam va ting 8,78 1an &
bénh nhan mic bénh VMDTD trén 10 ndm so véi bénh nhin méc
bénh BTD dudi 5 nam. Didu nay khang dinh bénh VMDTD xéy ra &
hau hét cac truong hop DTD tién trién sau 10-15 nim. Két qua nay
cao hon rat nhidu so voi nghién ctru ciia Wolfensberger voi nguy co
méc bénh VMBDTD ting 25% & bénh nhan mic DTD sau 5 nam va
60% sau 10 nam va nghién ctru cta Rajiv tai An D v6i nguy co mic
VMDTD cao gip 6,43 1an ¢ nguoi mic DT trén 15 nim. Nghién
ctru ctia Daniel (2016) ciing da khing dinh giam 1% dwong mau gitp
giam 40% nguy co mic bénh VMBTD. Dic biét véi nhitng bénh
nhan DTD typ 2 néu co sy diéu chinh dudng mau tdt, chat ché thi
hon 90% khong phat trién sang giai doan ting sinh.

4.2. Panh gia hi¢u qua can thi¢p phong chong bénh vong mac dai
thao duwong
4.2.1. Dia ban can thiép va thong tin chung

S6 luong cac dbi twong nghién ciru ¢ timg dia ban khong c6 sy
khac biét. Déng thoi cac dic diém nhan tric va xa hoi thé hién su
turong dong vé ddi twong nghién ctru gitta nhom chimg va nhém can



thiép tai mdi giai doan. Ngoai ra, ciing khong cé sy thay doi dang ké
nao vé s6 luong bénh nhan giita 2 1an danh gia, tao diéu kién cho cac
so sanh ghép ciap theo thoi gian trong mdi nhém bénh nhan.
4.2.2. Thay déi vé ty Ié mdi mdic bénh ving mac ddi thdo dwong

Do bénh VMDTD 14 bénh tién trién chdm, nén trong nghién ctu
ctia chung t6i, s6 ca mdi mac thu thap dwoc van con thip. Didu nay
cho théiy can ¢ nhitng nghién ctru dai hon nham theo déi va danh gia
tinh trang moi mic bénh VMDTD trén cac bénh nhan DTD. Tuy
nhién, & Viét Nam, bén canh yéu td bénh VMDTD 1a bénh c6 tién
trién cham, chua c6 cac nghién ctru nao c¢6 thé danh gia ky vé tinh
trang méi méc ciia bénh nhan, ciing nhu tim hiéu cac mdi lién quan
toi tinh trang nay.
4.2.3. Sw thay doi vé tinh trang thi lwc

Két qua nghién ciru cho thiy gan nhu khong cé su thay ddi vé
tinh trang thi lyc cua cac ddi tugng nghién ctru & ca nhom can thi€p
va nhom ching. Pay 1a diéu d& hiéu, vi hau hét cac bién phap can
thiép trong nghién ciru cta chung t6i tap trung vao diéu tri BT va
phong chdng cac bién chimg vong mac chi khong phai can thigp
diéu tri bénh VMBTD. Do viy, cac két qua nghién ctru cho thiy thi
luc ciia bénh nhan khong thay d01 cling phan nao chimg to dwoc cac
bién phép can thiép da gbp phan 6n dinh va duy tri tinh trang thi luc
cua dbi tuong nghién clru, giup han ché cac tién trién x4u vé thi luc
qua thoi gian ciia bénh nhan BDTD.
4.2.4. Sw thay doi cdc chi sé BMI, dwong mdu va ting huyét dp

Khong chi ¢6 hiéu qua trong viéc 1am giam ty 16 méi mic, cac
yéu t6 lién quan dén bénh VMDTD nhu chi sé6 BMI, mtc duong mau
va tinh trang THA déu c¢6 chuyén bién tot hon & ca 2 dia ban véi viéc
cac chi sb nay déu ha thap hon, dic biét 14 tinh trang THA. Két qua
nay thé hién hiéu qua tich cuc ciia chuong trinh can thiép dén cac chi
s6 quan trong cua bénh DTD va VMDTD.
4.2.5. Suw thay déi vé ché dj theo déi, ché dp diéu tri va hiéu qua diéu

tri

Qua trinh can thiép con thanh céng nang cao hiéu qua diéu tri,
ché do diéu tri va ché do theo ddi & nhom bénh nhén can thiép. Cac
két qua nay két hop voi két qua vé sy thay doi vé chi sé dudng mau
tich cuc tai huyén can thiép cho thay qua trinh can thiép da giup cho

bénh nhan duy tri va kiém soat tét chi sb duong mau cua minh, thdm
chi con gitp ho cai thién chi sb nay. Diéu nay ciing d& hiéu vi cac
bién phap can thi€p tac dong truc tlep vao vi¢c tu theo doi, chap hanh
ché do diéu tri va nang cao hiéu qua diéu tri DTP cho cac bénh nhan
duoc can thiép nhu phan trén da dé cap toi.

Nhiéu nghién ctru da d& cap toi viéc giam chi sb duong mau
gitp giam kha niang phat sinh bién ching véng mac. Nghién ctru &
Wisconsin di chi ra rang véi nhitng bénh nhan DT typ 2 néu c¢6 sy
diéu chinh duong méau tot, chat ché thi hon 90% khong phat trién
sang giai doan tang sinh. Hay nhu ngay trong nghién clru nay cling
da chi ra ngudi co chi sé dudng mau cao c6 nguy co mic VMDTD
cao gap doi so v6i bénh nhan c6 chi sé duong mau binh thuong.
4.2.6. Sw thay doi vé kién thivc va thwe hanh vé phong chéng bénh

Khi danh gia kién thtc, thyc hanh phong chong bénh cho két
qua rat tot & huyén Binh Luyc. Cac bénh nhan & nhém can thi¢p thuc
hanh dugc cai thién 13 rét sau can thi€p so véi trude can thi€p, dac
biét 1a viéc tuan thu thuc hién cac bién phap phong chéng, diéu tri
bénh dugc tang cuong hon. Trong khi cdc bénh nhan ¢ nhém chimng
thi viéc thay doi hoan toan khong rd rang. Su thay doi tich cyc vé
kién thirc, thyc hanh vé bénh DPTD/VMDTD va phong ching bénh
BTB/VMDTD cho thdy hiéu qua dang ghi nhan cua cac bién phap
can thiép truyén thong glao duc strc khoe trén dia ban can thiép, cing
nhu tic dung néng cao kién thirc cho bénh nhén théng qua cac budi
tu van truc tiép do cic can bd y té thuc hién ngay trong nhimng dot
kham va theo d6i bénh DTD dinh ky. Ngoai ra, viéc can thiép dén ca
cac can bo y té gitp ting cuong kién thirc chuyén mon, ky nang quan
ly, theo ddi bénh DTD. Tir d6 dan dén viéc cung cép cac dich vu
cham soc stc khoe t6t hon cho cac bénh nhan, ciing nhu quan ly t6t
h(m vé cic tinh trang bénh 1y ciia cac bénh nhén nay, gbp phin gian
tlep tang cuong hi€u qua cac qua trinh didu trj va theo ddi bénh DTD.
4.2.7. Danh gid hiéu qud can thi¢p

Cac bién phap can thi€p da dat duogc cac két qua kha quan va thé
hién dwoc hiéu qua cia ca qua trinh can thi¢p. Cu thé, viéc nang cao
kién thuc gitp giam 38% nguy co mgi mac VMBDTD & huyén can
thiép. Gido duc, tu Van nang cao kién thirc, thuc hanh luén 1a mot van
dé then chdt, 13 yéu tb dam bao quan 1y thanh cong bénh DTD. Nghién



ctru DCCT da chi ra gido duc nguoi bénh, tu véan vé ché d6 an, ché do
luyén tap 1a yéu o c6t 16i ctia liéu phap diéu tri tich cuc. Vi thé can thiét
phai duy tri cac bién phap giao duc, truyén thong nang cao kién thirc, mo
rong pham vi tuyén truyén, dong thoi lién tuc d6i méi hinh thire tuyén
truyén, cach thirc gido duc, cai thién va rat gon ndi dung nhung van dam
bao diing, di va dé nhé, dé tham khao, khong chi cho ngurdi bénh ma ca
cho ngudi nha, nguoi than ciia ho. Cac két qua kiém dinh cho thdy ¥
nghia dy phong quan trong ciia cac bién phap can thiép nang cao kién
thure, thuc hanh ciing nhu quan ly bénh DTD mot cach hé théng va theo
st bénh nhan tir viéc theo di tinh trang bénh, cung cip ché do diéu tri
chat ché ciing nhu trg giip ho cd hiéu qua didu trj tt. Tur do, gitp ho
tranh dugc cac nguy co bién chimg vong mac gdy anh hudng t6i cudc
song cuia ho, khong chi vé sttc khoe ma con ca vé kinh té, xa hoi. Mt
khdc, viéc giam nguy co mic bénh ciing gitp giam ganh ning cho hé
thong y té hién nay.

Bén canh nhiing gia tri dong gop khoa hoc va thyuc tién cua dé
tai, dé tai ciing ton tai mot s6 han che can dugc nhic dén 1a (1) déi
tugng nghién ciru dya trén khung mau cta cac bénh nhan dang duoc
theo ddi trong chuong trinh phong chdng bTb tai Ha Nam, vi vay co
the chua danh gia dwoc hét tinh trang thuc té tai cong dong; (2) thoi gian
tién hanh can thiép va theo ddi cua nghién ciru con han ché so sanh véi
cac nghién ctru khac trén thé gidi; (3) han ché vé cac trang thiét bi chan
doan & tuyén dudi.

KET LUAN

1. Pic diém dich t&, 1am sang va mot sé yéu t6 lién quan ciia bénh
vong mac dai thao dwong
1.1. Bic diém dich té, lam sang

784 dbi twong tham gia nghién ctru véi cac dic diém vé do tudi,
gi6i tinh kha twong dong véi mot s6 nghién ctru trong nude va trén
thé gidi. Trong nghién clru cua chiung t6i ¢6 dﬁy du cac hinh thai bién
chig vé& mit do bénh DTD. Ty 1¢ bénh nhan co ton thuong vdng mac
téi 30,9%. Trong do c6 77,7% mic bénh VMDPTD chua tang sinh.
Phan 16n cac d6i tuong déu co su suy giam vé thi luc, ty 1¢ bénh nhan
¢6 thi lyc dudi 7/10 1a trén 80%.

1.2. Mjt 56 yéu té lién quan dén bénh vong mac ddi thao dwong

Nghién ctru chi ra cac yéu td nguy co lam ting kha ning méc
VMDTD bao gf‘)m sinh séng 0 nong thon, co6 trinh do hoc vén thép,
thoi gian mic bénh dai, hiéu qua diéu tri DTD kém. Nguoi thira cén,
nguoi gly, ting huyét ap, ngudi co kién thirc va thyc hanh vé bénh
bTb/VMDTD kém.

2. Panh gia hiéu qua can thiép phong chdng bénh vong mac dai
thio duong

Sau 24 thang can thié€p, nghién ctru da c6 hiéu qua rd rét va co y
nghia du phong trong viéc han ché tinh trang méi mic bénh VMBDTD
trén dia ban can thiép. B(‘“)ng thoi, cac bién phap can thi¢p gitp duy
tri tinh trang thi lyc cia bénh nhan, ching té cac bién phap can thiép
da gop phan 6n dinh va duy tri tinh trang thi luc ciia dbi tuong nghién
ctru. Hiéu qua cua nghién ctru con thé hién khi giam chi s6 duong
mau trung binh tai cdc bénh nhan dugc can thi€p. Sy thay ddi tich
cuc vé kién thirc, thyc hanh vé bénh PTD/VMDTD va phong chong
bénh DPTD/VMBPTD cho thiy hiéu qua ddng ghi nhan cua cac bién
phéap can thiép truyén thong gido duc sirc khoe trén dia ban can thiép,
cing nhu tic dung nang cao klen thire, thuc hanh cho bénh nhan
thong qua cac budi tu vén tryc tiép do cac can bo y té thuc hién ngay
trong nhiing dot kham va theo doi bénh DTD dinh ky.

KIEN NGHI

- Pé nghi B6 Y té va Uy ban nhéan dan tinh Ha Nam trién khai thuc
hién mé hinh phong chéng bénh khong ldy nhidém, mé hinh Béc si gia
dinh.

- Pé nghi Cuc Y te Dy phong, Tap doan Vién thong Quan d6i
Viettel xdy dung va trién khai phan mém quan 1y bénh khong lay
nhiém, trong d6 c6 bénh PTH/VMDTD.

- Nganh Y té va Bao hiém x4 hoi tich cuc van dong nguoi dan
tham gia BHYT, tién t6i bao hiém y té toan dan vao nam 2020.

- Pé nghi S¢ Y té tinh Ha Nam trién khai quan 1y bénh khong
lay nhiém trong d6 co6 bénh DTD, bénh VMDTD trén dia ban toan
tinh. Tang cudng cong tic truyén thong — gido duc sirc khoé, nang
cao kién thirc va thuc hanh cho nguoi dan vé bénh DPTH/VMDTD.



- P& nghi Bénh vién Mt tinh Ha Nam tiép tuc quan tdm b sung
cac thiét bi nhan khoa, trong d6 co cac thiét bi chan doan va diéu tri
bénh VMDTD nhu may chup huynh quang hay OCT.

- Nghién ciru cta chung t6i méi tién hanh trén bénh nhan dai
thio dudng dugc quan 1y cua tinh Ha Nam, vi vy cac két qua c6 thé
chua hoan toan dai dién dugc cho toan bo nguoi dan, can co cac
nghién ctru sau hon, rong hon. Thoi gian thuc hién nghién ciru can
kéo dai hon (5 ndm tr& 1én) dé phan anh dwoc khach quan dién bién
dich té hoc ciia bénh VMDTD tai dia ban nghién ciru (ty 1& méi
méc/nam).
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INTRODUCTION ABOUT THE THESIS
1. Introduction

Diabetes is a chronic disorder of the glucose metabolism, a socially
prevalent disease, one of the three non-communicable diseases with the
fastest growth. Diabetes causes many dangerous complications: including
acute complications and chronic complications. Common chronic
complications are cardiovascular diseases, eye diseases, kidney diseases
and neurological diseases etc.

Diabetic retinopathy (DR) is the most common complication of
diabetic eye disease. According to WHO, the incidence of DRs ranges
from 20% to 40% of people with diabetes, which varies by countries
and regions. Diabetes mellitus and blood glucose control are the major
risk factors of DR. This is the leading cause of vision loss and
blindness. People with diabetes have a 30% increased risk of blindness
compared to those at the same age and sex.

Currently, in Vietnam there have been some studies on diabetes,
DR, and factors related to these diseases in Vietnam. Besides, there
have been studies which refer and introduce modern and effective
treatment methods. However, community-based intervention programs
for prevention of diabetic complications are still limited, especially with
DR, the corresponding intervention programs and effectiveness
evaluations are almost inadequate. We therefore conducted the study
"Epidemiological and clinical characteristics of diabetic retinopathy
and effectiveness of intervention measures in Ha Nam province" with
two objectives:

1. Describe the epidemiological, clinical characteristics and some
factors related to diabetic retinopathy in diabetic patients being
managed in Ha Nam province in 2013.

2. Evaluate the effectiveness of intervention against diabetic
retinopathy in Binh Luc district, Ha Nam province.

2. New contributions of the thesis

The study results described epidemiological and clinical
characteristics of diabetic retinopathy in diabetic patients being managed in
Ha Nam province, a province in the Red River delta, where the people are
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mainly farmers. Besides, the study also found some factors related to
diabetic retinopathy such as prolonged illness, high level of blood glucose
and poor treatment effect of diabetes. That the patients living in the rural
area have poor knowledge and practice on prevention of diseases increases
the diabetic retinopathy.

The study also evaluated the effectiveness of intervention measures
against diabetic retinopathy in Binh Luc district, Ha Nam province. The
main intervention is to educate the patients and communicate them to
change their knowledge and practice on diabetes and diabetic
retinopathy such as: Implementing the correct diabetes treatment
regimen, following diet and scientific exercises, improving the
effectiveness of diabetes treatment, controlling risk factors; therefore,
reduced complications of diabetes including diabetic retinopathy. The
study results showed an effective control of risk factors in the
intervention group when compared to the comparison group such as
indicators of BMI, blood pressure, blood glucose, follow-up regimen,
treatment regimen, treatment effectiveness, knowledge and practice in
prevention and treatment of diseases. This reduces the incidence of
diabetic retinopathy.

The study results show that the communication intervention
models combine the community-based preventive measures and
strengthen the competency of grassroots health staff to manage, monitor
and follow up diabetes in an effective manner. The intervention model
can be applied extensively.

3. Structure of the thesis

The thesis has 117 pages, including Introduction (2 pages). 4
chapters: Chapter 1: Litterature review (39 pages), Chapter 2: Objects
and methods of study (11 pages), Chapter 3: Study results (31 pages),
Chapter 4: Discussion (29 pages), Conclusion (2 pages),
Recommendations (1 page). Others: reference section, 7 appendices,
tables, charts and illustrations.

Chapter 1: LITTERATURE REVIEW
1.6. Epidemiological characteristics of diabetes

Diabetes is a syndrome characterized by hyperglycemia due to the
effect of lack of or complete loss of insulin or because of its association
with impairment in the secretion and activity of insulin.
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There are many ways to classify diabetes, but the new
classification of WHO, based on disease type, is currently widely
applied: type-1 diabetes (about 5-10%), and type-2 diabetes (about 90-
95%). The complications of diabetes are usually divided by the time of
occurrence and the extent of complications: including acute and chronic
complications. Diabetic retinopathy (DR) is one of the common eye
complications
1.7. Epidemiological, clinical characteristics of diabetic retinopathy
1.7.1. Epidemiological characteristics of diabetic retinopathy

The DR disease develops in nearly all people with type-1 diabetes and
over 77% of people with type-2 diabetes over 20 years. Sobha (2012)
conducted cross-sectional studies in patients who examine diabetes in
hospitals. Among people with type-2 diabetes, the incidence of DR was
38% in the white European group, 52.4% in the African group, 42.3% in
the South Asian group. A study in Taiwan reported that new incidence in
the first year was 1.1% for women and 1.5% for men. In Viet Nam,
Nguyen Thi Thu Thuy (2009) conducted a study which shows that the
complication incidence of DR accounted for 28.7%.

1.7.2. Pathogenesis of diabetic retinopathy

Hyperglycaemia is a specific metabolic disorder of diabetes,
leading to extensive blood vessel damage, most manifested in blood
vessels, including retinal blood vessels. In particular, endothelial cells are
particularly vulnerable to hyperglycemia. Damage to the capillaries of the
retina due to the loss of peripheral cells, the loss of endothelial cells, and
dysfunction of endothelial cells resulting in dilated blood vessels leading to
aneurysms. The blood-retinal barrier is destroyed, increasing blood vessel
permeability, causing the plasma to drain into the retina, resulting in retinal
edema and edema. When the capillaries are destroyed, the body responds
by secreting factors that stimulate the growth of new blood vessels.
However, these blood vessels are very fragile, causing complications of
retinal hemorrhage, haemorrhagic haemorrhage, fibrosis and retinal
detachment. Leukemia and occlusion are the two main causes of
complications that threaten the patient's vision.

1.7.3. Clinical characteristics of diabetic retinopathy

The first clinical sign that can be detected at the ophthalmoscopy is

an aneurysm. The retinal hemorrhage usually comes from the bottom of
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the venous capillaries, which binds to the inner layer of the retina in the
dot-shaped or flame-shaped form. Retinal edema begins to appear
between the outer layer and the inner layer, which can then spread to the
inner layer and layers of the nerve fibers, eventually reaching the entire
retina. The hard tissue is located between the inner layer and inner core
layers of the retina. The soft tissue (also called cotton tissue) is caused
by occlusion of the capillaries in the optic nerve layer. The neoplasms
are considered to be the leading lesions of proliferative retinopathy, the
neoplasms beginning to develop from the inner membrane of the retinal
endothelial cell, passing through the endothelial cell defect of the retinal
vein to enter the glass chamber.

Today, there are many ways to classify the DR disease, but the
simple classification used the most is the Alphediam classification that
divides the disease into two main categories: non-proliferative DR and
proliferative DR. Venous jaundice can be found in both proliferative
and non-proliferative forms.

Retinopathy of diabetic retinopathy is characterized by mild, non-
proliferating stages (at least one aneurysm and hemorrhage, no other
retinal lesions); Moderate hyperplasia (other extra lesions such as soft
tissue discharge, venous injury and microvascular abnormalities in the
retina); Severe proliferations (one or more of the following signs:
haemorrhage and multiple aneurysm over 4 quarters), venous
abnormalities seen in both quadrants, abnormalities of deep veins in the
retina encountered at least one quarter corner); and severe proliferation
(there are two signs of severe DR but no precursors). Proliferative
diabetic retinopathy is characterized by the following stages: early
proliferation (pre-necrotic neoplasia of less than half the area of the
visceral disk), high-risk proliferation with 3 moderate, evidence.

Venereal disease: It can be seen at every stage of the disease. The
crown is thickened, with diameters up to 2 times the disk diameter.
There are signs: follicular papillae, anemia of royal anemia.

1.7.4. Some factors related to diabetic retinopathy

The duration of diabetes is a leading risk factor for retinal
complications. In most cases, DR disease develops over 10-15 years. In
Vietnam, a study of Nguyen Thi Lan Anh (2017) showed that patients
with history of diabetes over 10 years had a 15.9 times higher risk of
developing the disease than those with diabetes less than 10 years.



The relationship between the quality of blood glucose control and
retinal complications of diabetic patients has been well proved by many
studies. Daniel (2016) claimed that each 1% of the blood glucose
decreased will reduce the risk of developing DR by 40%.

Hypertension is a common characteristic in diabetic people with
eye injury. The combination of hypertension and severe DR was also
reported. In many studies, the prevalence of hypertension in people with
diabetes was 1.5-2 times higher than that of people without diabetes.

Nguyen Thi Lan Anh (2017) found a link between dyslipidemia and
status of DR. Patients with no dyslipidemia were 1.9 times likely to have DR
less than patients with dyslipidemia (p <0.05; 95% CI=1.1-3.3).

In the Yamamoto’s study (2012), the DR is common in Japanese
patients aged 65 years or older. This shows that a high age is more
likely to develop DR.

Rajiv's study (2008) found that men had a 1.41 times more likely to
have disease than women (95% CI 1.04-1.91).

Normal red blood cell anemia is usually associated with the risk of
developing lymphoma, especially severe ones. At the same time, anemia
can slow the progression of DR.

High levels of homocysteine in the blood are responsible for damage
to the vascular wall, leading to vascular dysfunction, which can damage the
vascular system (both large blood vessels and microvascular systems).
Chong Wu's study (2014) showed that hemocysteine levels were 2.5 times
higher in patients with DR, and those with homocysteine at risk The odds
ratio increased 1.9 times (OR = 1.93; 95% CI = 1.46-2.53).

Up to now, the mechanism of kidney damage due to diabetes is not
clear, the relationship between kidney disease and diabetes mellitus is not
confirmed. However, with progressive diabetic nephropathy,
developmental proteinuria and proliferative retinopathy, 80% of patients
with persistent proteinuria have proliferative retinopathy, compared to 25%
in non-diabetic patients. proteinuria.

1.8. Interventions to prevent and treat diabetic retinopathy

Interventions to prevent and treat DR include two groups: direct
therapy and prevention / preventive programs

Treatment method of non-proliferative DR is mainly based on
optimizing the health of patients. The best treatments available today
are to prevent the progression and proliferation of the disease with blood
glucose control. Treatment of DR must have a close association between
the specialist eye, endocrine and cardiovascular medicine. Depending on
the lesion of the disease to have appropriate treatment. With advances in
the treatment of diseases of the glass, the retina in general, DR in
particularly. In the treatment of peripheral retinoblastoma treated with
retinal laser or glass, nowadays some new treatments such as corticoid or
vascular endothelial growth factor

In addition to the treatment interventions mentioned above,
currently, in the world as well as in Vietnam, there are not many
intervention studies which apply measures dedicated to the prevention
of DR. However, the literature review showed that controlling diabetes
is a way to prevent the complications of diabetes in general, and the DR
disease in particular in an effective manner. Controlling diabetes by
taking the right medicine, doing physical activity, and maintaining a
healthy diet can prevent or delay vision loss. Because the DR disease is
often unnoticed, the disease is only detected when the eyesight is
reduced, so people with diabetes should have a comprehensive eye
exam at least once a year. Early detection, timely treatment, proper care
and monitoring of diabetes can protect against vision loss.

In practice, the intervention programs are selected by the target
population, so that intervention programs may be biased towards
clinical intervention or community-based intervention programs, or can
combine both.

1.9. Research on DR worwide and in VietNam

The diabetic retinopathy of diabetic patients was first discovered in
1855 by Eduard Jager, after which there was much research on the
disease in the world, such as research on incidence; screening method;
related factors and treatments.

In Vietnam, diabetes-related studies are primarily conducted on
diabetes in general or on related factors of the diabetic. Community-
based research is primarily on knowledge, practice and prevention of



diabetes generally. There has been no community-based intervention on
DR in Viet Nam to reduce incidence as well as to control serious
complications of vision loss and blindness of the disease.
1.10. Some socio-economic characteristics and management of
diabetes / diabetic retinopathy in Ha Nam province

Ha Nam is a province in the Red River delta, 60 km far from Hanoi
in the southern, with a natural area of 851 km 2 and a population of
785,057 people, with a relatively concentrated population distribution.
Currently, in Ha Nam province, people with diabetes have registered for
management, examination and treatment at the provincial, district and
communal levels. Patients with eye diseases in general, DR in particular
have medical examination and treatment mainly in Ha Nam
Ophthalmology Hospital.

Chapter 2: OBJECTS AND METHODS OF STUDY
2.1. Objects of study

The study was conducted in Ha Nam province from June 2013 to
December 2013 to survey the first objective of the study. The
intervention study (objective 2) was conducted from June 2014 to June
2016 in the Binh Luc district (intervention), Ly Nhan district
(comparison) of Ha Nam province.

2.1.1. Study objects of the objective 1

- Selection criteria: Patients diagnosed with type -2 diabetes who are
being managed in Ha Nam province.

- Exclusion criteria: Patients who did not agree to participate in the
study, patients whose eye bottom could not be clearly seen due to corneal
scars, cataracts etc.

2.1.2. Study objects of the objective 2

- Selection criteria: People with diabetes who do not have DR in
the group of diabetic patients, are examined in the stage 1.

- Exclusion criteria: Patients who did not agree to participate in the
study, patients not permanently residing in the study area, patients who
withdrew during follow-up in the community.

2.2. Methods of study
2.2.1. Study design

- Design of study of the objective I: Cross-sectional study

- Design of study of the objective 2: intervention study with pre-
post comparison and comparison groups.

2.2.2. Sample size and sample selection
- Sample size for objective 1:
Sample size is determined by the formula:
n= 221—a/2 P (182 p)

Of which:

n: Study sample size

Z-o2) : means the confidence level obtained at the probability level
o= 5% (equals 1.96).

P: means the average rate of diabetic retinopathy according to a
quick report (p = 20%) based on the management records of diabetic
patients in the area.

€: Allowable relative precision (estimated at 0.15), equivalent to
the assumed p rate, ranges from 17% to 23%.

Therefore, the sample size calculated by the above formula will be
683 people and object reserve of 15%, so the sample size will be: 784
people. The list of 2,083 patients being monitored is put into electronic data
and processed in Excel. Sample size of 784 diabetic patients is selected
using single random method using RANDOM function on Excel.

- Sample size for objective 2:

Intervention study at level-2 prevention level which limits the
incidence of diabetic retinopathy due to diabetes.

Sample size:

[Z(l— a/z)\/ (1+R)ZZ+Z(1_ B kl%+l§ ]2
n k(1= 12)?

Of which:
n: Sample size calculated for the target group.

Z-a ny: the confidence level obtained at the probability level a =
5% (equals 1.96).



9

1- B: power level (80% taken in this study).

M: We did not find studies with similar design on the use of
communication interventions for the control and intervention groups.
However, a literature review showed that the effectiveness of
communication interventions could reduce 50-70% of complications of
diabetes. Thus, the new incidence of DR per year after intervention in the
comparison group was assumed to be equal to 63% A2 + A2 (2.43%).

A2: New incidence of DR per year after intervention in the intervention
group (We refer to the Taiwan study from 2005 to 2011 for type -2 diabetic
patients with an average incidence rate of 1.49% per year).

With assumption for withdrew objects during the study, we add 10%
of patients. Therefore, the minimum sample size for the study of
objective 2 will be 77 people per group. After the intervention, in 210
objects who were assessed at initial point of time (M1) and included in
objective 2 of the study, 13 objects were excluded from the study because
they did not regularly reside in the locality (6 objects), could not contact
(4 objects), did not agree to continue to participate in the study (3
objects). Therefore, only 197 objects were included as data for evaluating
the effectiveness of the intervention (the follow-up rate of the study was
93.8%). This sample size satisfies the quantitative requirement according
to the calculation of the sample size formula set for objective 2.

2.3. Equipment for study

Equipment for study includes the Landolt eyeglass, the test box,
the Goldmann manometer, examination microscope, direct, indirect
ophthalmoscope, Volk + 20D, + 90D glass, non-dilated pupil cataract,
A-B ultrasound, Mydrin-P 1% pupil dilution medicament, sample
medical records and interview forms.

2.4. Steps of study

Step 1: Information collection: via interview form, study disease
sample is conducted by Ha Nam Ophthalmology Hospital, Ha Nam
Health Communication and Education Center.

Step 2: Eye examination: Performed by Ha Nam Ophthalmology
Hospital staffs. There are 2 doctors in charge of measuring and
photographing the optic. The ophthalmoscopy was determined based on the
intraocular photograph and clinical examination. Cases of clinical
manifestations that are unclear need fluorescence or OCT sent to the Central
Eye Hospital to perform.
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Step 3: Full body examination: Performed by Ha Nam Eye
Hospital staff and communal health staff.

Step 4: Subclinical assessment.

Step 5: Analysis, processing data.

Step 6: Intervention:

- Intervention group: including patients with diabetes but not
infected with DR in Binh Luc district who are managed and guided
diabetes control measures and were followed up adequately through the
examinations at the time of the initial survey (M1) and repeat testing
after 12 months (at M12) and 24 months (M24) for evaluation.
Intervention group is implemented in a number of interventions
combining treatment and prevention.

- Comparison group: Including patients with diabetes but not
infected with DR in Ly Nhan district who are documented for management
and guided in the treatment and prevention of diabetes complications
through the examination at the time of the initial survey (M1) and repeat
testing after 12 months (at M12) and 24 months (M24).

Step 7: Results evaluation after intervention
2.5. Variables and study indicators
2.5.1. Cross-sectional descriptive study (objective 1)

The wvariables in Objective 1 include general characteristics,
historical characteristics, information on eye diseases, knowledge and
practice of prevention against diabetes / DR.

2.5.2. Intervention study (objective 2)

Evaluating changes in indicators: blood glucose, blood pressure,
monitoring regimen, treatment regimen, effectiveness of diabetes treatment,
knowledge and practice. Assessing the new incidence of DR. Assessing the
intervention effectiveness index (IE) of interventions.

2.6. Data collection tools

Quantitative information was collected from the patients using the
interview questionnaire, which was conducted by the staff of the Hanam
Ophthalmology Hospital and Ha Nam Health Education
Communication Center. Clinical information was collected after using
equipment assisted by Ha Nam Ophthalmology Hospital staff.
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2.7. Processing data

- Data entry using Epi data 3.1, cleaning, data coding: using SPSS 22.0
software

- Using the %2 test with large samples, accurate Fisher test with
small samples and statistical algorithms to find the correlation.

- Using paired sample t-test to compare the status of the same
objects before and after the intervention. Pairing creates constraints on a
number of anthropometric, epidemiological, and clinical factors. The
significant level of 0.05 were applied for all statistical analyzes.

- In order to evaluate the effectiveness of community-based
intervention programs, the efficiency indicator = [| P1-P2 | / P1] x 100% is
usually used. Intervention effectiveness index is calculated by the effect of
the two efficiency indicators in Binh Luc and Ly Nhan districts.

- The method of using generalized estimating equations (GEE) is
used to explore the overall effect of interventions on the change of DR
incidence rate adjusting with other risk factors.

2.8. Ethics in study

This thesis was approved by the Scientific Council of Hanoi Medical
University. With the consent of the Central Eye Hospital, the Provincial
People's Committee and the Health Department of Ha Nam Province. The
patients voluntarily participated in the study and their information is kept
confidential. Patients determined with eye injury should be treated, making
a list sent to Ha Nam Eye Hospital or Central Eye Hospital for treatment.

Chapter 3: STUDY RESULTS
3.3. Epidemiological, clinical characteristics and some factors of
diabetic retinopathy
3.3.1. General characteristics of the study object.

784 objects involved in the study have an average age of 63.9 year.
Female patients accounted for 53.3%. Most patients have general
education. They are mostly retired people (44.1%) and farmers (42.5%).

Most patients used health insurance (99.2%). Patients live in rural
areas 58.3%, urban 41.7%. More than 96% of patients have average
economic condition or higher.
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3.3.2. Characteristics of the study objects’ eyes
- Eyesight status:
= Phu Ly ™= Ly Nhan = Binh Luc Duy Tien = Thanh Liem = Kim Bang ™= Tong
70% General

60%

50% N=1.568 eyes

40%

30%

20%

= Tl |

N I I anle-lim __ -—

0%
=7/10 >=3/10 - =<7/10. CF >=3m —3/10. LP (+)-CF<3M LP (-)

Figure 3.1: Distribution of eyesight status in districts
Only 15.6% of study objects with good visual (more than 7/10),
and about 30% of study objects with visual less than counting finger
(CF) 3m. Especially, 0.8% of study objects completely blind (no light
perception — LP (-))
- Characteristics of eye diseases: Of 1,568 eyes of 784 objects, 4.3%
had cataracts, 1.5% had glaucoma, and 0.4% had other eye diseases

- Retinal damage caused by diabetes:
® No damage ® having damage N=784

50%
702 ) 68.2 73.6
0%

Phu Ly Ly Nhan  Binh Luc  Duy Tien Thanh Liem Kim Bang Total

Figure 3.2: Percentage distribution of retinal damage due to diabetes
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Figure 3.3: Percentage distribution of retinal damage

Patients with DR are 30.9%. Of these, 77.7% did not proliferate
mildly, 15.6% did not proliferate moderately and 5.9% did not
proliferate severely.
3.3.3. Characteristics of diabetes history

The rate of patients with regular check-up was 79.2%, strict
treatment 75.1% and 59.3% of patients with good diabetes treatment.

Most patients have a diabetes prolonged less than 5 years (42.6%).
[llness duration of 5-10 years and over 10 years had lower rates of
29.1% and 28.3%, respectively.
3.3.4. Para-clinical characteristics of the study objects

- Blood glucose level:

Liei

Figure 3.4: Distribution of blood glucose level
50.2% of patients had the normal blood glucose level, 28.6% had
blood glucose level of 7-9 mmol/l and 21.2% had blood glucose level
above 9 mmol/l.
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Blood lipid, BMI indicator and glaucoma: Most patients have the
normal blood lipid level (91.5%). 35.6% of patients were overweight,
obese, and 5.9% were malnourished. The rate of hypertensive patients
was 49.2%

3.1.5. Some factors related to diabetic retinopathy.

- Relations of anthropometric and socioeconomic factors to
diabetic retinopathy

+ Patients in rural areas have DR 76% higher than those in urban areas.

+ Patients of high school education have DR 84% higher than
those with higher education level.

- Relations of diabetes history to diabetic retinopathy.

+ Patients with diabetic duration of 5-10 years had incidence of
DR 1.76 times higher, and those with diabetic duration above 10 years,
had 8.77 times higher than that of diabetic patients with diabetic
duration of fewer than 5 years.

+ Poor diabetic treatment have the risk of DR is 1,79 times higher
than better diabetes treatment.

+ Underweight patients are more likely to have DR with 5.5 times
higher than people with normal body mass index. That of overweight
people is 15 times higher.

+ Patients with hypertension are more likely to have DR with
1.57 times higher than those without hypertension.

+ Patients with a blood glucose level above 9 mmol/l increase the
risk of DR approximately 2 times.

- Relationship between knowledge and practice and disease
status: The risk of DR in patients is 4.8 times higher than those without
good knowledge and 1.5 times higher than those without good practice.
3.4. Effectiveness of diabetic retinopathy interventions
3.4.1. Intervention sites and general information

A total of 210 objects were assessed at initial point of time (M1),
197 objects at 12™ month (M12) and 24™ month (M24) were analyzed
about the incidence of DR and related factors. Despite the change in the
number of objects between the assessments, such changes were not
statistically significant (p> 0.05).

3.4.2. Incidence of diabetic retinopathy
Table 3.1: Distribution of incidence rate of diabetic retinopathy
before and after intervention
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Binh Luc Ly Nhan
Mi2 M24 | Cumulative | M12 M24 | Cumulative
n (%) | n (%) n (%) n (%) | n (%) n (%)

No new| 100 | 97 86 75 77
patients ©962) | ©7.0) | TP | 025y | 89.3) | (82.8)
New 4 3 7 7 9 16
patients 3.8) | (3.0) (6.7) (7.5) | 10.7) | (17.2)
Total 104 | 100 104 93 84 93

(100) | (100) (100) (100) | (100) (100)
p 0.74 0.46

There is no significance in the change in incidence (p >0,05).

3.4.3. Change in eyesight status

The change in eyesight status of study objects was assessed on each
eye. The sample size for comparative testing in Binh Luc was 208 eyes and
Ly Nhan 186 ones. Generally, there was no significant change in the
eyesight status of study objects before and after intervention (p> 0.05).
3.4.4. Changes in BMI, blood glucose and blood pressure
The mean blood glucose indicator in the intervention patients was
significantly reduced after intervention (p = 0.05).

Table 3.2: Test for change in BMI and blood glucose
before and after intervention

Binh Luc Ly Nhan
M1 M24 M1 M24
Mean (SD) | Mean (SD) | Mean (SD) | Mean (SD)

22.0 22.1 22,4 22,1
BMI (kg/m’) (2.8) 2.7) (3,1) 2.,7)
PBMI 0.77 0.34
Blood glucose 7.8 6.7 7,6 8,4
(mmol/1) (6.3) (1.5) (4,2) (5,3)
Phlood glucose 0.05 0.20

Table 3.3: Changes in hypertension before and after intervention

16
. 55 71 50 60
No hypertension (52.9) (68.3) (53.8) (64.,5)
Hypertension 49 >3 - "
yp 47.1) GBL7) (462) | (35.9)
104 104 93 93
Total (100) (100) (100) (100)
0.52 0.63
OR (95% CI) (0.28 — 0.95) (0.34-1.20)
IEhypc.‘ . 9.5%

There was a change in hypertension in patients receiving
interventions (p <0.05).
3.4.5. Changes in monitoring regimens, treatment regimens, and
treatment effectiveness of diabetes
Table 3.4: Percentage distribution of monitoring regimens,
treatment regimens and treatment effectiveness of diabetes before
and after intervention

Binh Luc Ly Nhan
M1 M24 M1 M24

n(%) | n(%) n (%) n (%)
Monitoring Notregular |23 (22.1)] 10 (9,6) | 17 (18,3) | 23 (24,7
regimen Regular 81 (77.9)|94 (90,4)| 76 (81,7) | 70 (75,3)
OR (95%CI) 2.67 (1.13-6.64) 0.68 (0.31-1.46)
IEmonitoring regimen 8.2%
Treatment |Notstrict |35 (33.6)] 10(9,6) | 32 (34,4) | 25 (26,9)
regimen Strict 69 (66.4)194 (90,4)| 61 (65,6) | 68 (73,1)
OR (95%CI) 477 (2.12-11.47) | 1.42(0.72-2.81)
IEtreatment regimen 24.7%
Treatment |Notgood |41 (49.0)[27 (36,0)] 37 (39,8) | 41 (44,0)
effectiveness | Good 53 (51.0)|77 (74,0)| 56 (60,2) | 52 (56,0)
OR (95%CI) 2.21 (1.16-4.20) 0.8 (0.4-1.6)
IEtreatment effectiveness 38.1%

Binh Luc Ly Nhan
M1 M24 M1 M24
n (%) n (%) n (%) n (%)

There was a positive change in the monitoring regimen, treatment
regimen and treatment effectiveness of patients with diabetes in the
intervention group (p <0.001).

3.4.6. Change in knowledge and practice
Table 3.5: Changes in mean score of knowledge, practice before
and after intervention

| Binh Luc (N=104) | Ly Nhan (N=93) |
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M1 M24 M1 M24
Mean (SD) | Mean (SD) Mean (SD) Mean (SD)
Knowledge 7.0 (1.3) 7.2 (0.7) 7.0 (1.1) 7.0 (1.0)
PKnowledge 0.01 0.64
Practice 77(.7) | 89(1.4) 7.6(1.8) | 79(.7)
PPractice <0.001 0.11

After intervention, there was a clear increase in knowledge and
practice scores in the intervention group (p<0.001).

In Binh Luc, the better knowledge rate was 25%, the unchanged
knowledge rate was 64%, the poorer knowledge rate was 11%. The
better practice rate was 61%, the unchanged knowledge rate was 34%,
the poorer practice rate was 5%.

In Ly Nhan, the better knowledge rate was 8.3%, the unchanged
knowledge rate was 88.1%, the poorer knowledge rate was 3.6%. The
better practice rate was 41.7%, the unchanged practice rate was 39.3%,
the poorer practice rate was 19%.

3.4.7. The effectiveness of the intervention
Table 3.6: The effectiveness of the intervention using Generalized
Estimation Equation

B S.E p OR [95% KTC
Intervention No 0,46 0,34 0,007 3,5 |14 |8.,6
Yes 02 1

<5 years -0.58 10.59 0324 ]0.56/0.2 |1.8

5-10 years  |-1.21 |0.58 0.037 10.30/0.1 |0.93
> 10 years 0? 1
<7mmol/l |-0.44 ]0.61 0464 10.64/0.2 |2.1
7-9mmol/l  |-0.80 ]0.74 0.280 ]0.45|0.1 [1.9

Period of time
getting DM

Glucose level
in blood

> 9mmol/l Oa 1
Hypertention No 0.90 0.55 0.102 2.46|0.84 |7.3
Yes Oa 1
Smoking No 0.76 0.43 0.08 2.1310.91 |5.01
Ye Oa 1
Male 0.42 0.45 0.354 1.5210.63 |3.7
Gender
Female Oa 1
BMI 0.003 |0.025 |0.905 1.00/0.96 | 1.05
Age -0.01 0.08 0.898 0.99(0.84 |1.17

@ This is the comparison benchmark so it has a value of 0.

The results of the model suggest that if control of risk factors
(duration of diabetes, blood glucose, blood pressure, smoking habits,
BMI, age and gender) in patients, no intervetion could increase the
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likelihood of being DR 3.5 times higher than that of patients receiving
interventions. (OR = 3.5; 95% CI = 1.4-8.6)

CHAPTER 4: DISCUSSION
4.3. Epidemiological, clinical characteristics and some related
factors of diabetic retinopathy
4.3.1. General characteristics of the study object

A total of 784 diabetic patients in Ha Nam province were included in
the study with an average age of 64 years, which is the age often having
DR and comparable to the study of 960 patients with type 2 diabetes by
Yamamoto (2012) in Japan with the average age of the patients in the study
of 63.8 (4.6) years. The majority of female objects (53.3%) were similar to
those of Nguyen Quoc Dan (51.1%), but different from the study of
Nguyen Huu Le (44%).

Most patients have a general education level, but there is still a
small rate of illiterate patients. The poor and near poor accounted for
4%. This group is more vulnerable than the others. In 2013, the rate of
near-poor households in Ha Nam was 5.37% and the poor households
was 6.28%. In our study, this rate decreased to 2.6% and 1.3%,
respectively, as our objects were mostly elderly, unlike the survey
across the whole province.

Most of the objects have health insurance (99%), far exceeding the
target of general health insurance coverage of Ha Nam province in 2017
(78.8%), as well as the rate of using health insurance in 2013 (63.8%).
It is easy to see the benefits and indispensable importance of health
insurance for patients, especially those with chronic diseases. Therefore,
it is necessary to have reasonable policies to build a sustainable health
insurance fund.

4.1.2. Characteristics of eye diseases

In our study, there was a complete set of diabetic eye complications.
The number of patients with high lesions (the district with the highest
number of lesion patients was Ly Nhan with 18.2%), and higher than the
study by Kawashima (2010) (10.5%).

Most of the objects had visual impairment (> 80%), which was
higher than that of Tran Thi Thu Hien (5.1%)

A general assessment of retinal damage due to diabetics revealed that
the rate of patients with damage was as high as 30.9%. Compared to the
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national studies, our rate of retinal damage was higher than that of the
Institute of Endocrinology (27.8%), Nguyen Kim Luong (22.9%), lower
than the study of Nguyen Huong Thanh (33%), Tran Minh Tien (36.1%),
possibly due to previous studies having studied fewer patients and
conducted in hospitals.

4.1.3. Disease history and para-clinical characteristics

The disease history and para-clinical characteristics of diabetic
patients in the study were nearly the same as the studies in Vietnam and
countries in the region and were lower than the studies in Europe and
America.

Diabetic patients were instructed to perform self-monitoring
disease status, treatment regimens and to evaluate the effectiveness of
diabetes treatment. Most patients voluntarily followed the treatment
regimens (75.1%), as well as the regular diabetes check-up (79.2%). This
rate is higher than that in the studies on diabetes check-up of patients with
type-2 diabetes in Australia (70%), and in the United States (53.0%). This
may be due to the differences in culture and lifestyle of diabetic patients in
these areas from diabetes patients in Vietnam.

4.1.4. Some factors related to diabetic retinopathy

The study results indicated risk factors related to the incidence of
DR, such as living in rural areas, prolonged duration of diabetes, high
blood glucose, thin people, overweight people, poor knowledge and
practice of diabetic patients.

Several factors such as hypertension, hyperlipidemia have not been
demonstrated in this study, but have been shown in some other studies.

In our study, the risk of incidence of DR increased by 1,76 times
higher in patients with diabetes for 5-10 years and 8.78-fold higher in
diabetic patients over 10 years compared to patients with diabetes for
less than 5 years. This confirms that DR occurs in most cases of
diabetes progressing after 10-15 years. This result is much higher than
the findings of Wolfensberger's study with a 25% increased incidence
of DR in patients with diabetes after 5 years and 60% after 10 years,
and Rajiv's study in India with 6.43 times higher risk of DR in people
with diabetes over 15 years.

Daniel's study (2016) also confirmed a 1% decrease in blood glucose
which reduced the risk of developing the disease by 40%. Especially for
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type-2 diabetes patients, if they have good and strict blood glucose control,
more than 90% of them did not develop into hyperthyroidism.
4.2. Evaluation of the effectiveness of diabetic retinopathy
interventions
4.2.1. Intervention sites and general information
The number of study objects in each site is not different. Besides,
anthropometric and social characteristics reflect the similarity of the
study objects between the control and the intervention group at each
stage. In addition, there was no significant change in the number of
patients between the two assessments, which facilitates paired
comparisons over time in each patient group.
4.2.2. Changes in the incidence of diabetic retinopathy
Since the disease is a slow-moving disease, our study found that
the number of new cases was still low. This suggests that longer studies are
needed to monitor and assess the new incidence of DR in diabetic patients.
However, in Viet Nam, in addition to the fact that the DR is a slow-
moving disease, there are no studies that can thoroughly assess the new
incidence of patients, as well as understand relationships to this status.
4.2.3. Change in eyesight status

The study results show that there was almost no change in the
visual status of objects in both intervention and comparison groups.
This is understandable because most of the interventions in our study
focus on the treatment of diabetes and prevention of retinal
complications rather than the treatment of DR. As a result, the results of
the study show that the patient's eyesight did not change, showing that
interventions have contributed to stabilizing and maintaining the
patient’s eyesight, minimizing bad progression of visual acuity over
time in diabetic patients.

4.2.4. Changes in BMI, blood glucose and hypertension

Not only effective in reducing the incidence, but also effective in
factors related to DR such as BMI, blood glucose levels, and
hypertension which have better progression in the sites of interventions
where such indicators were found at lower rates. This result
demonstrates the positive effect of interventions on important indicators
of diabetes and DR.
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4.2.5. Changes in monitoring regimen, treatment regimen and
treatment effectiveness

Interventions have also improved treatment effectiveness, treatment
regimen and monitoring regimens in the intervention group.

These results combined with positive changes in the blood glucose
indicator in the intervention district show that the intervention allowed
the patients to maintain and control their blood glucose indicator well,
even helping them improve this indicator. This is also understandable
because the interventions directly impact on self-monitoring,
compliance with treatment regimen, and improve treatment
effectiveness of diabetes in the intervention patients mentioned above.

Therefore, when patients well comply with treatment and achieve
good treatment results, their blood glucose indicator will be well
controlled. This is a very important factor in helping patients reduce
their risk of having complications related to the DR disease.

Many studies have reported that reducing blood glucose levels
could reduce the likelihood of developing retinal complications. Studies
in Wisconsin showed that among patients with type-2 diabetes who
have a good blood glucose control, more than 90% do not develop into
a proliferative stage. Daniel's study (2016) confirmed that every 1% of
the blood sugar decrease would reduce the risk of developing DR by
40%. Or even this study showed that people with high blood glucose
levels are twice as likely to have DR than patients with normal blood
glucose levels.

4.2.6. Change in knowledge and practice against disease

When evaluating the knowledge, practice against disease, it
showed very good results in Binh Luc district. Patients in the intervention
group improved their knowledge and practice clearly after intervention
compared to that before intervention, especially the compliance with
improved disease prevention and treatment. While the patients in the
comparison group the change was completely unclear.

Positive changes in the knowledge and practice about diabetes /
DR and prevention against diabetes / DR show a remarkable effect of
interventions in health education and communication in the intervention
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site, as well as improve the knowledge of patients through direct
counseling conducted by health staff during periodic exams and diabetic
follow-up visits. In addition, the intervention to even health staff also
improves professional knowledge, management skills and diabetes
monitoring. This leads to the provision of better healthcare services to
patients, as well as better management of the patient's medical conditions,
which indirectly enhances the effectiveness of the procedures of treatment
and monitoring of diabetes.

4.2.7. Assessment of the intervention effectiveness

Factors negatively affecting the incidence of DR are the poor
treatment efficacy and prolonged duration of diabetes. This finding is
consistent with many studies in the world, such as Wolfensberger (2001),
who found that after five years 25% of people would have DR, 60% for
after 10 years, 80% for after 15 years and 25% DR proliferated. Tien's
study (2008) suggested that the likelihood of having the DR increases by
1.07 when the duration of diabetes is more than 1 year.

The interventions have achieved positive results and demonstrated
the effectiveness of the whole intervention. Specifically, knowledge
enhancement reduced the new incidence of DR by 38% in intervention
districts. Education, counseling, and enhancing knowledge and practice are
always a key issue, the key to successful management of diabetes. The
diabetes control and complications trial study showed that educating patients,
giving diet advice, and following exercise regimen are key elements for
active treatment. Therefore, it is necessary to maintain education and
communication measures to improve knowledge, expand the scope of
propaganda, and continuously innovate communication propaganda ways,
improve and make brief contents to ensure sufficient, adequate and easy to
remember, not only for the patients but also for their relatives.

The test results show significant importance of interventions that
improve knowledge, practice and management of diabetes
systematically and closely follow patients from follow-up of disease
status, provision of strict treatment regimens as well as assisting them
with effective treatment. This helps them avoid the risk of retinal
complications affecting their lives, not only in health but also in



23

economics and social aspects. On the other hand, reducing the risk of
incidence also reduces the burden on the health system today.

Apart from the scientific and practical contributions of the study,
there are also some limitations that should be noted: (1) the participants
of study is based on the sample frame of patients being monitored in
diabetes prevention program in Ha Nam, so the study results may
underestimate the actual situation in the community; (2) the duration of
intervention and follow-up was limited compared to other studies in the
world; (3) limitations on diagnostic equipment.

CONCLUSION

1. Epidemiological, clinical characteristics and some related factors
of diabetic retinopathy
1.1. Epidemiological, clinical characteristics

784 participants in the study have age, gender characteristics quite
similar to some studies in the country and in the world.

In our study, there is a complete set of diabetic eye complications.

The rate of patients with retinal damage was up to 30.9%.
77.7% of them have not had proliferation. Most of the study objects
have vision loss, the rate of patients with eyesight below 7/10 was
over 80%.
1.2. Some factors related to diabetic retinopathy

Study showed that risk factors for increased incidence of DR are
the living in rural areas, low education qualification, long duration of
illness, high blood glucose levels, and poor treatment effectiveness,
overweight/underweight, hypertension, poor knowledge and practice
about diabetes/ DR.
2. Evaluation of the effectiveness of diabetic retinopathy
interventions

After 24 months of intervention, the study showed a good
effectiveness and preventive meaning in reducing the incidence of DR
in the intervention site. Besides, interventions helped to maintain the
patient's eyesight, demonstrated that interventions contributed to
stabilizing and maintaining the eyesight of the study objects.

The effect of the study was also shown when the mean blood
glucose indicator was reduced in the intervention patients.
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Positive changes in knowledge and practice about diabetes / DR
and prevention against diabetes / DR show a remarkable effect of
interventions on health education and communication in the
intervention area, as well as improvement of knowledge and practice for
patients through direct counseling sessions conducted by health staff
during exams and follow-up visits to diabetes.

RECOMMENDATIONS

- The Ministry of Health and the People's Committee of Ha Nam
Province continue to implement the model of non-communicable
disease prevention, the model of family doctor in Ha Nam province.

- The Department of Preventive Medicine, Viettel Military
Telecommunication Corporation shall develop and implement non-
communicable disease management software, including diabetes / DR.

- The health and social insurance sector actively mobilize people
to participate in health insurance towards the universal health
insurance by 2020.

- Ha Nam Health Department should deploy non-communicable
disease management including diabetic and diabetic retinopathy in the
whole province. Strengthen health communication and education to
improve the knowledge and practice of the people about diabetes / DR.

- Ha Nam Ophthalmology Hospital needs to pay more attention to
invest ophthalmic devices, including diagnostic and therapeutic devices
such as fluorescent capture devices or OCT.

- Our study was just conducted in patients with diabetes managed
in Ha Nam province, so its results may not be fully representative of the
whole population; it is necessary to have deeper and broader studies
with longer study time (more than 5 years).



