CAP NHAT KHUYEN CAO SUY TIM 2022
CUA HOI TIM MACH VIET NAM
MOT SO PIEM CHINH

Ths. BS. Nguyén Dirc Khanh
Giang vién BO mén Nbi - Pai hoc Y Dwoc TP. HCM




Dich té hoc suy tim man

Europe
Sweden 2.2% . ~ A .
7 North America Germany 4.0% J— Asia Tal khu virc chau A:
Belgium 1.3% . P X .
Canada 3.6% ltaly 1.4% . China 1,3-3.5% Tan suat suy tim man
L UsA 2.4-2.6% | - Wmy _ Spain 2.1% A - Japan 0,8% khong khac biét nhidu so
’u L B N ) , . India 0,3% -
Fuld | v&i cac nwéc phwong Tay
{ « Bénh nhan suy tim man tré
"""""""""""" s 2. . oA
= t‘_\ hon 10 tudi so v&i chau Au
L 4 - W) Middle East
‘ ; i | va Bac My
7 Latin America y vy / .”‘ Turkey | 77%'94 y
Cuba 1221% R « Ganh nang bénh di kem
Yy Africa twong duong

No pepulation-based

. estimates

P Australasia

Australia 1.2%

Australia (indigenous}  5.3%

Eur J Heart Fail. 2020 Aug; 22(8): 1342—-1356.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7540043/

Thach thirc diéu tri suy tim man

Europe

Pén 9/10

Sweden 2.2%

sl cermanTrieonghop nhap vién lasuy tim
g‘n‘;‘g’a"g hop nhapvien hangnam  “<L™ mit Bhij’so véi suy, tim denovo, X&p xi 1 trong 4 bénh nhan (24%)
tai C'}%Uzé}' va Hoa Ky Shin o et 0.8% tai nhap vién vi suy tim trong vong

India 0,3% 30 ngay sau xuat vién

>

Ti lé t& vong so v&i dan s6 chung

" Middle East
Bénhtnhanisuy tim c6 it nhat 2,9%
cuba 1 bénh dong mac
e Xap xi 1 trong 2 bénh nhan (46%)

tai nhap vién vi suy tim trong vong
B PR R 60 ngay sau xuat vién
estimates Australasia )

Ambrosy PA et al. The Global Health and Economic Burden of Hospitalizations for Heart Failure. Lessons Learned F,

om iﬁltallzed Heart Failure Rgﬁ%?ries. J Am Coll Cardiol. 2014;63:1123-1133 2. Cowie MR et al. Improving care
patients with acute heart failure. 2014. Oxford PharmaGenesis. ISBN 978-1-903539-12-5. Available online at: http:/ dhealthpollcyforum or drts/acute-heart-failure/improving-care-for-patients-with-acute-heart-failure . 3.
tler J, Braunwald E, Gheorghiade M. Recognizing worsening chronic heart failure as an entity and an end point in clmiuartlrmlsa JAMA 22014;3$2(8):789296. 4. O’Connor CM et al. Causes of death and rehospitalization in patients
bspitalized with worsening heart failure and reduce left ventricular ejection fraction: results from efficacy of vasopressin antagonism in heart failure outcome study with tolvaptan (EVEREST) program




Sw ra d&i cac khuyén céo diéu tri suy tim
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ESC Guidelines for the diagnosis and treatme
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The Task Force for the diagnosis and treatment of &
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DPinh nghia toan cau va phan loai suy tim

-
Dinh nghia

Suy tim la mot hoi chimg Iam sang,

hién tai hay tién can bénh nhan co

«  Triéu chirng va dau hiéu do bat
thwéng cau truc va/hodc chirc
nang tim

Di kém it nhat mét trong céac tiéu

chi:

- Tang noéng d6 BNP/NT-proBNP

- Dau hiéu khach quan sung huyét
phdi hay hé théng

Thuat ngr:

- T

Nguy co
(Giai doan A)

Tién suy tim
(Giai doan B)

Suy tim
(Giai doan C)

“stable HF" — persistent HF “recovered HF" — HF in remission

Giai doan Phan loai bing EF

Bénh nhén cé nguy co suy tim, nhwng hién tai va tién can
khéng c6 triéu chirng/dau hiéu suy tim, khéng thay doi
cau tric, khéng tang cac chi diém sinh hoc bénh tim

Hién tai hay tién can bénh nhén khéng co triéu
chirng/dau hiéu suy tim, nhuwng c6 mét trong cac bang
chirng:

+  Bénh tim cAu tric

+  Bét thwirng chirc nang tim

*«  Tang peptide lgi niéu natri hay troponin tim

Hién tai hay tién can bénh nhan cé triéu chirng/dau hiéu
suy tim gay ra bdi bat thudng céu tric tim va/hoac chirc
nang tim

J Card Fail. 2021 Mar 1;51071-9164(21)00050-6



Y nghia tién lugng cua cac giai doan suy tim

Giai doan suy tim Ty lé séng con 5 nam, % (95% CI)
0 98.9 (98.0-99.0)
A 97.0 (94.3-98.8)
B 95.7 (94.2-97.3)
C1: giai doan s&m 78.0 (72.0-84.0)
C2: giai doan tién trién 60.0 (40.0-75.0)
D 20.0 (15.0-55.0)

Ammar KA, et al, Circulation, 2007; 115:1563




Suy tim co tinh chat “dong hoc”

- Cac dot suy tim cip/mat bu sé thic day suy tim tié€n trién ngay cang nang -7
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Adapted from Gheorghiade et al. 20052 1. Ahmed et al. Am Heart J 2006;151:444-50; 2. Gheorghiade et al. Am J Cardiol 2005;96:11G-17G 3.

Gheorghiade, Pang. J Am Coll Cardiol 2009;53:557-73; 4. Holland et al. J Card Fail 2010;16:150-6; 5. Muntwyler et
al. Eur Heart J 2002;23:1861-6; 6. McCullough et al. J Am Coll Cardiol 2002;39:60-9; 7. McMurray JJ. et al. Eur

HF, heart failure Heart J. 2012;33(14):1787-1847



Luu d6 chan doan theo huéng dan cia AHA/ACC/HFSA 2022

Natriuretic peptide HF Diagnosis Confirmed
Determine cause and classify

Assessment Evaluate for precipitating factors

Initiate treatment

Serial HF assessment

Transthoracic Echocardioraphy

Serial Assessment &

Initial Classification Reclassification

* There is limited
evidence to guide
treatment for
patients who

m HFmrEF LVEF 41%-49% improve their LVEF

LVEF 41%-49% from mildly

LVEF reduced (41-49%)

to >50%. Itis
unclear whether to
treat these patients
as HFpEF or

HFmrEF LVEF 41%-49% HFmIEF.
HFpEF LVEF

HFpEF
LVEF H50%

Abbreviations: BNP indicates B-type natriuretic peptide; ECG, electrocardiogram; HF, heart failure; HFimpEF, heart failure with improved ejection fraction;
HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced
ejection fraction; LV, left ventricle; LVEF, left ventricular ejection fraction; and NT-proBNP, N-terminal pro-B type natriuretic peptide.



Cac muc tiéu chinh trong diéu tri suy tim

HF treatment

A
4 A\

Prevent hospital Reduce mortality Improve clinical Improve quality of life
admission status* and functional
capacity

*Clinical status includes (but is not limited to) heart rate, heart rhythm, respiratory rate, oxygen saturation, blood pressure, weight, fluid balance, HF
symptoms and renal function’

1. Ponikowski P et al. Eur J Heart Fail. 2016;18:891; 2. Yancy CW et al. J Am Coll Cardiol. 2017;70:776.



mr A

ARNI: (rc ché neprilysin

NP system

NPRs NPs

Dan mach
HA )
Trwong lwc giao 2
cam

Thai Natri
Vasopressin
Aldosterone
Xo héa

Phi dai

T
N
\6¥\

‘%
e

Chét khong hoat tinh

HF=heart failure; NP=natriuretic peptide;
NPRs=natriuretic peptide receptors

Diéu tri suy tim theo sinh ly bénh

HF SYMPTOMS &
PROGRESSION

SNS

Epinephrine )_» a4, B1, By
Norepinephrine receptors
Co mach
RAAS hoat hoa +
Vasopressin 4
Tan so tim +
Kha nang co bép +
cla tim

RAAS

Ang Il AT,R

Co mach

Tang HA

Tang trvong lwc
_ giao cam
Tiét Aldosterone
Phi dai

Xo hoa

B-blockel:s: vai tro trc
ché SNS'

ACEls, ARBs and
MRAs' déng vai tro
quan trong trc ché

RAAS

Levin et al. N Engl J Med 1998;339:321-8; Nathisuwan & Talbert. Pharmacotherapy 2002;22:27-42; Kemp & Conte. Cardiovascular Pathology 2012;365-371; Schrier et al.
Kidney Int 2000;57:1418-25; Schrier & Abraham N Engl J Med 2009;341:577-85; Boerrigter & Burnett. Expert Opin Invest Drugs 2004;13:643-52; Ferro et al. Circulation

1998;97:2323-30; Brewster et al. Am J Med Sci 2003;326:15-24




Nhirng thuoc lam giam ty lé tu vong ¢ BN HFrEF

Drugs that inhibit the

Angiotensin Mineralocorticoid
receptor ACE Beta receptor
blocker inhibitor blocker antagonist

0% .
=
[ l 10%
c )
@ l 20% -1 I | J
o
@
=
9
(=
ES

30% - renin-angiotensin system
J, : have modest effects on
survival
l 40%—-
Based on results of SOLVD-Treatment, CHARM-Alternative,

COPERNICUS, MERIT-HF, CIBIS Il, RALES and EMPHASIS-HF



Hiéu qua thuoc trén tu vong tim mach & BN suy tim EF giam

ARNIs
ACEls ARBs B-Blockers MRAs ARNI + B-blockers + MRA vs.
vs Placebo vs Placebo + ACEI/ARB vs. + ACEI/ARB + f-blockers vs. ACEI/ARB + B-blockers +
ACEI/ARB alone ACEI/ARB + p-blockers MRA
©
®
0w
25
©
— )
o E 1 6 /o 17%
£ v (4.5% ARR; (3.0% ARR; median
C 8 mean follow up follow up of 33.7
o O of 41.4 months) months)
=L 1,2 V)
g SOLVD CHARM- 34% 0
8 Alternatives (3.8% ARR; mean follow 24 /0
Y up (7.6% ARR; mean follow
of 1 year) up of 21 months) o
MERIT-HF* EMPHASIS- 16%
1,5 (2.8% ARR; median
HF follow up of 27
months)
PARADIGM-
HF®

1. McMurray et al. Eur Heart J 2012;33:1787-847; 2. SOLVD Investigators. N Engl J Med 1991;325:293-302; 3. Granger et al. Lancet
2003;362:772-66; 4. MERIT-HF study group. Lancet 1999;353: 2001-7 5. Pitt et al. N Engl J Med 1999;341:709-17; 6. McMurray et al.,N.




ACC 2021: LY DO NEN BAT PAU SGLT2I SOM

(08
D¢

Vishal N.RaoMD et al., In-Hospital Initiation of Sodium-Glucose Cotransporter-2 Inhibitors for Heart Failure With Reduced Ejection Fraction, Journal of the American
College of Cardiology, 16 November 2021, Pages 2004-2012



https://www.sciencedirect.com/science/journal/07351097

SGLT2i giup cai thié

¢?
! . }

Co ché
tiem nang

n dung nap cac thuoc nén tang

v Giam nguy co’ tang kali mau:
tang kha nang sit dung MRA, RAAS

v Lam chim tién trién suy than:
tang co hdi sit dung MRA. RAAS

v Chi giam nhe huyét ap: thuan loi

Cai thién dung nap .
cua cac thudc nén l l l l phoi hop chen beta, RAAS

tang khac

N { ARNI { ARNI < ARNI
1 MRA
! MRA ! MRA <« Beta-blocker

J Am Coll Cardiol. 2021 Mar 23;77(11):1408-1411



N’m

Lgi ich tang liéu ciia cac nhom trong phoi hap thuoc

0.89 (0.61, 1.27)
ACEl vs placebo 0.84 (0.67, 1.01)

ACEI: high vs low dose SR A 0.94 (0.87, 1.02)

ARB: high vs low dose 0.96 (0.87, 1.04)

ACEl or ARB: high vs low dose 0.94 (0.89, 1.00)

©

ARB vs placebo

T vong do moi nguyén nhan trong HFrEF ; Hazard Ratio
— ARNI+BB+MRA vs placebo + : 0.38(0.2,0.65) |
ACEI+BB+MRA vs placebo * E 0.44 (0.27, 0.67)
ACEI+MRA vs placebo * E 0.58 (0.36, 0.9)
ARB+BB vs placebo * E 0.48 (0.24, 0.86)
ACEI+BB vs placebo ¢ E 0.57 (0.41, 0.72)
BB vs placebo . ; 0.58 (0.34, 0.95)

¢

L 4

I
I

European Journal of Heart Failure (2019) 21, 1510-1514




Hiéu qua theo lieu cua chen béta tréen tu vong

Beta-blocker
— 0% (n=200)
25 4— 1-49% (n=1062)
— 50-99% (n=581)
— 2100% (n=257)
- g 20°
Bénh nhan HFrEF dieu tri ¢
thuoc chen beta < 50% lieu g 551
khuyén cado cé nguy co tw §
vong va / hoac nhap vién g 10-
= N ™ E
suy tim cao hon bénh nhan 3
dat 2 50% lieu khuyéen cao. >
D,_

1 I 1 1 I 1 1
100 200 300 400 500 600 700
Survival Time in Days

Ouwerkerk W, Voors AA, Anker SD, Cleland JG, Dickstein K, Filippatos G et al. Determinants and clinical outcome of uptitration of ACE-inhibitors and
beta-blockers in patients with heart failure: a prospective European study . Eur Heart J 2017 ;38 :1883-90.




N’m

Lgi ich cong gop khi phoi hap du 4 “tru cot”

JAMA

Th J nal of the
M edical
A SSSSSS iation

Beta
Blocker

Fonarow GC. Et al. Am Heart J 2011;161:1024-1030. Lancet 2008:372: 1195-1196. Bassi NS et al. JAMA cardiol 2020, May 6.



KHUYEN CAO ESC 2021

ACEiI/ARNI*

Beta blocker

MRA
Dapagliflozin/empagliflozin
Loop diuretic for fluid retention

(Class 1)

SR and
LVEF <35% and
QRS 2130 ms

LVEF <35% and LVEF >35% or device
QRS <130 ms and therapy not indicated or
where appropriate inappropriate

*As a replacement of ACEi; T where appropriate.

ACEi, angiotensin-converting enzyme inhibitor; ARNI, angiotensin
receptor—neprilysin inhibitor; CRT-D/-P, cardiac resynchronization
therapy with defibrillator/pacemaker; HFrEF, heart failure with
reduced ejection fraction; ICD, implantable cardioverter-defibrillator;
LVEF, left ventricular ejection fraction; MRA, mineralocorticoid receptor
antagonist; QRS, Q, R, and S waves; SR, sinus rhythm. McDonagh TA, et al. Eur Heart J. 2021;42:3599

18



ﬁ;} HOI TIM MACH HOC QUOC GIA VIET NAM
e Vicinam National Hcart Association

KHUYEN cAo cUA

sE%Es  KHUYEN CAO CUA HOI TIM MACH QUOC GIA VIET NAM

SUY TIM CAP VA

s Piéu tri bang thudc cho BN suy tim phan suat tdng mau gidm

Diéu tri bénh nhin Suy tim phan suit tong mau giam ]
i Khuyeén cao
Uc ché men chuyén dwge khuyén cdo bénh nhan STPSTM
Dapagliflozin/ Empagliflozin giam dé giam nguy co nhap vién do suy tim va tir vong
Loi tiéu quai néu qua tai dich '
(Loai I) Chen beta giao cam duge khuyen cao bénh nhan STPSTM
* . * giam 6n dinh d¢ giam nguy co nhdp vién do suy tim va tir vong
Y
PSTM <35% va 5 1ol 5 chi : —— — - =
T e Zg;fkhhgﬁ; mnfozo - PSTA a2 Thubc d6i khang thu thé mineralcortiod (MRA) dwoc khuyén
Ichi phur I iéu tri ba iét bi RS =130 .y . - . n
pht hop ) C e | Q i " c40 cho bénh nhan STPSTM giam dé giam nguy co nhap vién
CRT D"/-P do suy tim va tit vong
QRSali(;i_nl:f i QRsai; Dapagliflozin hoiac Empagliflozin duge khuyén céo cho bénh
! ) i} nhan STPSTM giam dé giam nguy co nhap vién do suy tim va
Néu triéu chimg dai ding, can nhic flr vong
céc liéu php diéu tr theo Khuyén cdo — — —
(Loai T0) Sacubitril/valsartan degc khuyén cdo thay thé cho rc ché men
. . . chuyén & bénh nhan STPSTM giam dé giam nguy co nhép vién
Hinh 4. Quy trinh di€eu tri suy tim phan suat tong mau giam® .
£ BT g do suy tim va tir vong
2:Thay thé cho ACE-I; *:Khi phu hop

Vinh Pham et al. “Khuyén cdo cda héi tim mach quéc gia vé chdn dodn va diéu tri Suy tim cép va suy tim man”. VNHA.2022.www.vnha.org.vn




KHUYEN CAO AHA/ACC/HFSA 2022

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6
Establish diagnosis of HFrEF Titrate to target dosing as Consider these patient Implement additional GDMT Reassess symptomes, labs, Referral for HF specialty care
Address congestion tolerated, labs, health status scenarios and device therapy, as health status and LVEF for additional therapy

Initiate GDMT and LVEF indicated
HFrEF . . . In select patients,
LVEF <40% > N\L're'r'i'ca:\rf' 'gt?;;'f:“ Hydra'('lr‘)'"ates durable MCS
(Stage C) P (1)
4 N\
ARNI in NYHA IlI-liI; NYHA I-llI; .
ACEi or ARB in NYHA > LVEF <35%; Re(fgi‘:tzrg)HF e H";‘“Sp'a"t
-1V (1) >1 yr survival &
. J
4 N\ . 4 N\
LVEF <40% NYHA I ”_I' Palliative care (1)
Beta blocker . | ambulatory IV; LVEF . s
Persistent HFrEF > o Symptoms improved (can be initiated
(1) (Stage C) €35%; NSR and QRS before Stage D)
L y >150 ms with LBBB ) L y
4 N\
LVEF >40%
HFimpEF Investigational studies*
(Stage C)
. J

Diuretics as needed

(1)

Continue GDMT with serial reassessment and optimize dosing, adherence and patient education, address goals of care

*Participation in investigational studies is appropriate for stage C, NYHA class Il and IIl HF. See slide notes for abbreviations and definitions of classes of recommendation (COR) and
20 levels of evidence (LOE). Heidenreich PA et al. J Am Coll Cardiol. 2022; doi:10.1016/j.jacc.2021.12.012.



Phac do dieu tri BYT 20

BOYTE CONG HOA XA HQI CHU NGHIA VIET NAM
e Bﬁc ldp - Ty do - Hanh phic

$4: 1857 /QD-BYT Ha Néi, ngay 05 thang 7 ndm 2022
QUYET DPINH

A viée ban hianh nu ligu l.lm}en man

“Hwing diin chiin dodn va didu trj suy tim edp va man™

BQ TRUONG BO Y TE
Cein cir Lugt Kham bém‘r chira bénh ndm 2009

Can cir Nghj dinh s6 75/201 7/ND- CP ngay 20 thang 6 ném 2017 cua Chinh
phit quy dinh chite ndng, nhiém vy, quyén han va co cdu 16 chiic ctia Bj Y té;

Theo dé nghi cua Cuc triromg Cye Quan Iy kham, chita bénh.
QUYET DINH:
Biéu 1. Ban hanh kem theo Quye &t dinh nay tai liéu chuyén mén “Huéng din
chan dodn va diéu tri suy tim cép va man”

Piéu 2. Tai lidu chuyén mén “t Iu‘t:ﬂ'n[= din chén doan va diéu trj suy tim cap
vaman” dugc ap dung tai cic co sé khdm bénh, chira bénh trong ca nuéc.

Diéu 3. Olm,l dinh nay c6 hi¢u luc ké tir ngay ky, ban hanh va thay [he
Quye ét dinh 56 1762/QD-BYT ngdy 17 thang 04 nim 2020 cia B trudng Bo Y té
veé viéc ban hanh tai ligu chuyén mén “Hudng din chin dodn va diéu tri suy tim
man tinh”,

Piéu 4. Cac ong, ba: Chanh Vin phong B, Chanh thanh tra B, Iéng Cue
truomg, Cue truomg va Vu tr wong cac Tong cue, Cye, Vu thude B Y 18, Gidm
dée SO Y 1é cic tinh, thénh ph tr ue thude trung uong, Giam déc cic Bénh vién
trye thuée B Y té, Tha trurdmng Y 1é cdc nganh chiju trach nhiém thi hanh Omet
dinh nay. I‘L

&
Noi nhiin: KT. BQ TRUONG ("~
- Nhu Biéu 4 . = THU TRUONG
- Thir trwong phy trach B6 Xwan Tuyén (dé bic); 4
= Cée Thir tsomg; A
- Cing théng tin dign 1ir Bo Y té; Website Cye KCB; f
- Liu: VT, KCB.

yén Triring Son

Theo “Hwéng dan chan doan va diéu tri suy tim cap va man”
Vui Iong tham khdoThéng tin ké toa chi tiét duoc BYT phé duyét cta céc thube lid

Piéu tri bénh nhan Suy tim phan suit tdng mau giam

¥
+ Nhom (fc ché renin-angiotensin
(ACE-I hodc ARNI hodc ARB)*

= Chen beta giao cam
Thudc ddi khang aldosterone

» Dapagliflozin/ Empaqglifiozin

Lgi ti€u quai néu qua tai dich
(Loai I)
|

v

PSTM <35% va

QRS <130 ms va

khi phi hap
v
ICD
Khéng c6 bénh tim
thiéu mau cuc bd
(Loai I1a)
t

C& bénh tim

thigu mau cuc bd

(Loai I)

v

PSTM >35% hodc khéng cd chi

dinh ho#c khéng phu hgp dé
diéu tri bang thiét bi

(Loai I1a)

QRS 130 - 149 ms

v
SR va

PSTM <35% va

QRS =130 ms
v
CRT-D%/-P

QRS = 150 ms
(Loai I)

Néu triéu chiing dai dang, can
nhéc cac liéu phap diéu tri theo
khuyén cdo loai I1

Hinh 4. Phac do diéu tri suy tim phan suat tong mau giam

Quyét dinh s61857/QD-BYT 05/07/2022



Kéo dai
thai gian
séng

Du phong
réi loan
nhip

Kiém soat
nhip that

Cai thién
triéu ching
va EF

Tam quan trong cua chen beta ¢ BN HFrEF

Chen beta la mét trong cac thudc diéu tri nén tang vi kha

nang dao ngwoc tac dung than kinh-thé dich ctia SNS.

Pong thoi véi cac I ich trong viéc cai thién tién lwong tor
vong ciing nhw cai thién triéu chirng nén da dwoc dwa vao
cac khuyén cao nhw 1a mét trong cac thudc nén tang trong

diéu tri suy tim.

Chatterjee S, Biondi-Zoccai G, Abbate A, et al. Benefits of B-blockers in patients with heart failure and reduced ejection fraction: Network meta- analysis. BMJ. 2013,;346:




SGLT2i
Beta-blocker
ACEi / ARB / ARNI

MRA
Diuretics

Cac dac diém cta bénh nhan suy tim anh hwéng té&i diéu tri ndi khoa toi wu

@ E SC European Journal of Heart Failure (2021) POSITION PAPER

European Society  doi:10.1002/ejhf.2206
of Cardiology

Patient profiling in heart failure for tailoring
medical therapy. A consensus document of the
Heart Failure Association of the European
Society of Cardiology

Giuseppe M.C. Rosano'?, Brenda Moura23+', Marco Metra%. Michael Bohm5,

Dwa trén 4 thong so nén tang




Diéu tri tot nhat? CCS April 2021

Conventional sequencing Proposed new sequencing

Step 1 ACEi/ARB SEFW  B-blocker §d  SGLT2i

¥

¥

Step 2 B-blocker Step 2 ARNI
Step 3 Step 3 MRA
Step 4
Step 5
Uptitration to target doses at each step All 3 steps achieved within 4 weeks
Typically requires 6 months or more Uptitration to target doses thereafter

McMurray and Packer, Circulation 2021

McDonald \Wiranil at|al ¥ Canadian Uoumal, of, Cardiokogy?| hitps//doilorg/ 101016/ cca 20211011017 '® Canadian C ardovascular, Socaty 1202 1WA reghts!




Chen beta va Tan so tim

23 trials in 19 209 HF patients with beta-blocker (mean EF=17%-36%)

Mean SBP reduction

Agent
Carvedilol
Bisoprolol
Metoprolol
Atenolol
Bucindolol
Mebivolol

Potential Modifier Trials, n Patients, n
Percentage of men 21 18 773
Mean age 21 18773
Percentage with an ischemic cause 21 18 773
Mean baseline L\VEF 20 18 392
Percentage with NYHA class Ill or IV symptoms 21 18 773
Percentage with atrial fibrillation 8 8915
Percentage of dlgexm Lse 19 18 336

Ratio of Relative Risks (95% CI)

0.93 (0.79-1.10) per 10% increment
1.04 (0.86-1.24) per decade

0.99 (0.86—1.14) per 20% increment
1.04 {0.92-1.18) per 5% increment
1.00 {0.96—1.05) per 10% increment
1.00 {0.91-1.09) per 5% increment
1 {H {G 96—1 .08) per 10% mcrement

1.02 {ee? 1. ze} per 2 mm Hg
Reference

1.05 (0.82-1.35)

1.03 (0.77-1.38)

0.89 (0.29-2.76)

1.36 (1.09-1.69)

1.30 (0.99-1.71)

P Value

0.38
0.6e9
0.88
0.54
0.84
0.95
0.64
(]

0.6e8
0.85
0.83
0.008
0.056

McAlister et al. Ann Intern Med. 2009;150:784-794.




Két luan

. Khuyen cao suy tim 2022 cua H6i Tim Mach Viét Nam, twong tw
nhw cac khuyén céo cua Hlep Hoi I trén thé gidi, de nghi ph0|
ho’p twr tru: ARNI, chen beta, trc ché SGLT2 va MRA, an toan va
s&m nhat co thé de mang Ial lol ich cho bénh nhan suy tim EF
giam

 Mac du nhiéu khuyen cao ra doi, dwa trén nhiéu cong trinh
nghién ctru moi, tuy nhien chen beta van gilr vai trd nén tang
guan trong trong diéu tri suy tim

» Chen beta bén canh lam gidm tan s6 tim, con mang lai loi ich
tién lwong trong viéc giam ty 1€ t&r vong so moi nguyén nhan ¢
bé&nh nhan suy tim = t6i wu hoa tdi liéu tdi da bénh nhan co thé
dung nap dugc




