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Chong lai suy tim 1a “cudc chién” khéng bién gi&i

e Tai chau A va Viét Nam

Ti 1é tlr vong trong vong 1 nam sau nhap vién vi suy tim (chau A)

Indonesia 34,1%
Malaysia 27,6%
Viét Nam — 25,8%

Thai Lan 20,6%

An Do 17,4%
Trung Qubc 16,9%

Philippine 16,1%

Nhat Ban 11,1%

Han Qubc 10,9%

\':' « Tai Chau A: t& vong trong 1 nam sau xuat vién khoang 10,9% - 34,1%,

cao nhat & BDong Nam A.
« Tai Viét Nam: tilé tor vong trong vong 1 nam: 25,8%.

2

VN-CONCO-00372

Feng J, et al. JACC: Asia. 2024,4(4):249-264
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» 2012

Xu hwéng diéu tri suy tim
Tirng bwéc => ca thé hoa + tich cwe nhanh

» 2016

»> 2021

» 2023

Diuretics to relieve symptoms/signs of congestion®

+
ACE inhibitor {or ARB i sot tolerated)®

ADD 2 beta-blocker®

Cansider CRT-PICAT.D"

5till N THA s VT

No furthar spactic tratm
Contimsain d lmmlprpmm

Cossidor dgee* sclor

HEDN:
¥ a0 siags. comsier INAD andior transplastasion

Patient with symptomatic® HFrEF® |
" Class Ila

Therapy with ACE-I° and beta-blocker
(Up-titrate to maximum tolerated evidence-based doses)

sl No
and LVEF <35%

Yul

Add MR antagonist®*
(up-titrate to maximum tolerated evidence-based dose)

ARNI to replace 5% [ need for radin
ACE-l CRygd = .

These above treatments may be combined if indicated
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Resistant symptoms.

|
Yes l No

v

Consider digoxin or H-ISDN
or LVAD, or heart transplantation

No further action required
Consider reducing diuretic dose

ACE-I/ARNI

CHEN BETA m SGLT2i

Giam nhap vién do suy tim/tir vong - cho tifng doi twgng bénh nhan
Qué ti thé tich

Nhip xoang vdi LBBB > 150 ms Nhip xoang vi LBBB 130 - 149ms
hoéc non LBBB > 150 ms
CRT-P/D R )

Bénh tim thiéu mau cuc b Bénh tim khdng thiéu mau cuc b
L o )

Rung nhi Rung nhi Bénh mach vanh Thiéu sat
Dgin ) ma )| s ) | Fercomoymatse )
Hep chil Hivan21a Nhip xoang >70 Da mau Knhong dung nap ACEI/ARNI
TUTI|  TEEMR )| Ivabradne ) | Hydrlazine/ISON ) T«

DGi vdi mot s6 bénh nhan suy tim tién trién

GETID | o wwes ) | _wss |

Giam nhap vién va tang chat lgng cudc song - cho tat ca bénh nhan

Tép phuc hoi chlic nang |
Quén If bénh da chuyén khoa |

ESC GUIDELINES

@ESC

Eurapean Saciely
ol Carmology

2023 Focused Update of
the 2021 ESC Guidelines
for the diagnosis and
treatment of acute and
chronic heart failure

Deraalnpead ey tha tash force dor the diagnosis and breaimant of
Boube mnd cheome homi fadure of the Eurcpean Socwly of
Cardiology (ESLC)
With the special contsibution of the Mean Failure Association
(HF&) of the ESC

New indication for lvabradine

HF mid-range ejection fraction
New indication for ARNIs

1. European Heart Journal (2012) 33, 1787-1847; doi:10.1093/eurheart] ﬂ
2200, https //doi.org/10.1093/eurheartj/e w128 3. European Heart Journal (2021) 42(36), 3599-3726, https://doi.org/10.1093

HF with mildly reduced EF
New recommendations for SGLT-2i

ilehs104 2. European Heart Journal (2016) 37527 2129-

VN-CONCO-00372
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Ca the hoa dieu tri suy tim

Initiation and Uptitration of

Events Therapeutic Initiations Patient the “"Must Haves"
and Outcomes Characterization Followed by Treatment Layering
Dopamine
- ‘ Normal to High HR / Low BP / Norepi
€ | Decompensation Low HR / Low BP
= P = | . .
A ~ S Normal to High HR / Normal to High BP
TAN SO TIM § Low HR / Normal to High BP Ivabradine
- Atrial Fibrillation / Low BP
- e Atrial Fibrillation / Normal to High BP '§
Recompensation . . g Normal to
Renal Dysfunction / Abnormal Potassium ‘ High HR /

Low BP

NHIP TIM

ARNI/ACEi ¥
Beta-blocker
MRAs Atrial
SGLT2i fibrillation ARNi

©
Early post-discharge

HUYET AP

Atrial

fibrillation /
Low BP

Chronic phase Ivabradine

CN THAN/PIEN GIAI

Beta-
blocker

VN-CONCO-00372 v



Vai tro chen beta suy tim

1906 ’ Q\ Sir Henry H Dale Vo mang X’O’
_ tim ra thu thé adrenergic j vira & huyet .
: d (Nobel Prize 1936) khoi Nhoi mau co
E Thiéu mau cuc bd tim cap
: . co’ tim \
: Sir James Black . ;
1958 ‘ tim ra chen beta Giam sulrc co
: khéng chon loc propranolol bop co’ tim
“ Benh \

dong mach vanh “—— Chen beta

: ~__Dan buong tim
1999 . \ / & tai cau truc

Bisoprolol Xo vira déng mach /

MERIT-HF

Metoprolol Tang huyét ap Suy tim

2001 ’ COPERNICUS R6i loan lipid mau o /
Carvedilol ,\ , : : Yeu to nguy co
Dé khang insulin TC d
2003 ' COMET L . wvong do
Dai thao dwong suy tim

VN-CONCO-00372

6 European Heart Journal Supplements (2009) 11 (Supplement A), A1-A2



Bang chirng levi ich ciia chen beta qua RCT

{a) MERIT-HF | (B) 109, [ giblsil |
207
Bisoprolol
15-
5 - 08
g 3
*E 10 / E
MERIT-HF (n = 3991) 2
5 Metoprolol CRIXL | | g
Diéu tri nén: ACE-i /ARB, digitalis P=0.0062 Risk reduction = 3% 1 | | fekreduemon=
_ a .;r 'IIS ';I' 1I2 ]IS l15 ?I] g 300 b s =
CIBIS ” (n - 2647) Months of follow-up Time after inclusion (days)
Piéu tri nén: ACE-i Y s ___copeRNicUs | ) o [ SENIORS |

o
=
i

COPERNICUS (n = 2289)
Piéu tri nén: ACE-i
SENIOR (n =2128)

Pidu tri nén: ACE-i /ARB, MRA (>70 tudi)

_ Mebivodal
P=0214 Risk reduction = 12%
I | I ] L] 1 1 T L] T 1

a 3 G 9 12 15 18 21 1] il 12 18 24 0
Months Time in study {months)

=]

Survival

o s

| [

f .-
1] Fl
3

Proportion having an event (%)
8 B

&

Lancet. 1999 Jun 12;353(9169):2001-7; Lancet. 1999 Jan 2;353(9146):9-13;
Circulation. 2002 Oct 22;106(17):2194-9; Eur Heart J. 2005 Feb;26(3):215-25 VN-CONCO-00372



Vai tro chen beta trong HFrEF

Diéu trj v&i bisoprolol giam:

. 44% ti1é dot tr (p=0.0011)
Placebo: 228 deaths (n=1320)

Time after Inclusion (Days)

CIBIS Il Investigators and Committees. Lancet 1999; 353:9-13

CIBIS Il
Survival
1.0 1
leol: 156 deaths (n=1327)
E 08 =
2
S
)
.8 -’ log rank test, p<0.0001
0 -
1 1 1 1 1
0 200 400 600 800

= 34% reduction in all-cause mortality with bisoprolol

/ (p=0.0001)

Lancet. 1999 Jan 2;353(9146):9-13

* 34% t&r vong do moi nguyén nhan (p<0.0001)

« 20% tat ca cac nguy@n nhan nhap vién (p=0.0006)

* 36% ti 1é nhap vién do suy tim nang hon

VN-CONCO-00372



Vai tro chen beta trong suy tim

Bang chirng loi ich phong ngtra dét ti¥ manh mé qua cac nghién ciru

100 —

80

trong 3 nam
H (0)]
o o
| |

N
o
|

@ ACE inhibitors

and ARBs

ICD
Class Il
Nonischemic

Combined
ICD
MRA + ARNI Class Il

Ischemic

NNT ngtra 1 treé'ng hop dot tir

Beta-
blockers O
0 } } { - } f i
0 10 20 30 40 50 60 70

% giam nguy co’ dot tr do tim

Packer M, et al. JACC Heart Fail. 2019;7(10):902-906

| Didutri | _Néntang NNT

Chen beta ACE-i/ARB

MRA

ARNI

CRT

ICD

NYHA [I-I1l: NNT =10
NYHA 1lI-1V: NNT = 13

ACE-i/ARB,  NYHAII-II: NNT =53

chen beta « NYHAII/IV: NNT = 22
Chen beta, NNT = 16
MRA
RASSI, chen NNT =16
beta, MRA
« NYHA Il, thiéu mau cuc bo:
NNT = 22
Piéu tri ndi « NYHA Ill, thiéu mau cuc bo:
khoa NNT =55
« Khéng do thiéu mau cuc bo:
NNT = 49

VN-CONCO-00372



Khong phai tat ca chen beta deu c6 vai tro giam
tir vong nhw nhau trong diéeu tri HFrEF

Panel to FDA: Nebivolol Shouldn't Be Approved
for Chronic Heart Failure

Steve Stiles
January 13, 2010

UIrcuiation (L
Volume 145, Issue 18, 3 May 2022 Pages 8895-61032 g
hitps://doi.org/10.1161/CIR.0000000000001063 Association.

AHA/ACC/HFSA CLINICAL PRACTICE GUIDELINE

2022 AHA/ACC/HFSA Guideline for the Management of
Heart Failure: A Report of the American College of
Cardiology/American Heart Association Joint Committee
on Clinical Practice Guidelines

7.3.2. Beta Blockers

L]

January 13, 2010 (Silver Spring, Maryland) — An FDA advisory panel voted
unanimously not to recommend approval of nebivolol (Bystolic, Forest
Laboratories) for the treatment of chronic heart failure. The FDA had already
announced it was leaning away from expanding the drug's indication from
hypertension, for which it has been available for several years, to include heart
failure, for which there are currently only two approved beta blockers in the
us.

Tir vong do moi nguyén nhan hoac nhap vién do nguyén nhan tim mach (= tiéu chi chinh): -14%,
p=0.039

: 100 —
Recommendatlo_n for Beta Blockers : : *‘\ Tir vong do moi nguyén nhén
Referenced studies that support the recommendation are summarized . giam khéng ¥ nghia: -12% (p=0.21)
in the o 90 - '
S
ag Nebivolol
10
In patients with HFFEF, with current or previ- % 80 7 Placebo
ous symptoms, use of 1 of the 3 beta blockers b2
proven to reduce mortality {eq, bisoprolol, § 70 -
carvedilol, sustained-release metoprolol sucal- §
nate) is recommended to reduce mortality and @ 60
hospitalizations.” ™ T wross [0.74;0.99], p=0.039
Value Statement: 2. In patients with HFrEF, with current or previ_ous 5 ' ' ' ' ' '
High Value (A) symptoms, beta—l:_)locker therapy provides high 0 . - 8 2t - 6
economic value, +-° Thé gian (Thang)
-
10 Flather MD, Shibata MC, Coats AJS, et al. On behalf of the SENIORS Investigators. Randomised trial to determine the effect of nebivolol on mortality and cardiovascular hospital CO 00372

admission in elderly patients with heart failure (SENIORS). Eur Heart J 2005;26:215-225



Estimated Probability of Death/Hospitalization (%)

Loi ich chen beta trong HFrEF: phu thuéc lieu
va tan so tim muc tiéu

HFrEF / nhip xoang

100% - ——— 1:High BB Dose + High Heart Rate
------- 2: High BB Dose + Low Heart Rate
3: Low BB Dose + High Heart Rate
------- 4: Low BB Dose + Low Heart Rate
2.0 -
80% - by
£
o 1.5+
=
60% §
5
= 1.0
S
40% - ©
®
o >
=
N
20% - p<0.0001
1 i I 1 I
60 80 100 120 140
0/, i i
0.0% —— . . T T BaselineMfeart Rate (Beats/min)

0 6 12 18 24

1. Mona Fiuzat PharmD. JACC Heart Failure Vol.4(2) 2016 2. Kotecha D et al. J Am Coll Cardiol. 2017 Jun 20;69(24):2885-2896
© VN-CONCO-00372



601
50+
40+
304
20+
101

Lieu Bisoprolol va ti Ié tir vong trong suy tim

Dosage of beta-adrenoceptor antagonist and mode of death

All-cause mortality (%)

Progressive HF death (%)

Sudden death (%)

P<0.001 257 P=0.002 159 P =0.009
204
151
10+
5.
h T T T T 1 o T T
0 1 2 3 4 5 0 1 2
Time (years) Time (years) Time (years)
Years 0 1 2 3 4 5
0 mg 273 232 204 179 154 129
= <25 mg 285 251 215 197 172 140
w— 2.5-7.4mg 876 800 724 650 584 451
12 — >7.5mg 355 331 299 275 250 181 VN-CONCO-00372

Sam Straw et a|. ESC Heart Fai,ure 2020;7:3859-3870



Tan so tim hay lieu chen beta lién quan den
két cuc BN HFrEF?

Heart Rate or Beta-Blocker Dose?
Association With Outcomes in
Ambulatory Heart Failure Patients
With Systolic Dysfunction

Results From the HF-ACTION Trial

Mona Fiuzat, PuarmD,* Daniel Wojdyla, MS, * Ileana Pina, MD, { Kirkwood Adams, MD,! David Whellan, MD,}
Christopher M. O’Connor, MD* |

Nghién ctru trén 2331 BN suy tim NYHA I[I-IV. Panh gia bién cb tim mach
(sdng con va tai nhap vién) & BN kiém soat tan so tim (< 70 so v&i = 70 bpm)
va lieu chen beta giao cam (liéu cao so v&i liéu thap)

VN-CONCO-00372

Fiuzat M et al. J Am Coll Cardiol HF 2016:4:109-15 13



Tan so tim hay lieu chen beta lién quan den
két cuc BN HFrEF?

Phan tich hau ky cua nghién ctiru HF-ACTION

100% 1: High BB Dose + High Heart Rate 25% - 1: High BB Dose + High Heart Rate
= 1 0000 ivEEme= 2:HighBB Dose + LowHeartRae | | 2: High BB Dose + Low Heart Rate
52 e L n e e e 3: Low BB Dose + High Heart Rate
c > = A T e e e ———— Yy 4: Low BB Dose + Low Heart Rate
S Tw vong do moi
©  80% A A o 20% -

- nguyén nhan )
,: e ~ LIP3 5 e -
g hoac nhap vién 5 Tw vong do moi
I D Pal Pal
L S ™ 5 15%- nguyén nhan
g | 00 T e e Siee 2
o P
D —
Ko
S -
E  40%- a1 o 10%-
® °
- A [ . . zation in unadjusted analysis; however, after adjust-
% ment for the wariables found to be significantly
% 0% associated with the primary endpoint, higher BB dose
£ . . . . . .
= remained significantly associated with improved
w . .
- outcomes regardless of high or low HR (hazard ratio:
0.0% - (‘)- é 1'2 0.77; p = 0.03 [95% confidence interval: 0.7 to 0.86]). T T T
Time from Randomizstidl Alow BB dose combined with a high HR conferred the 12 18 4
i izati ) ; ) . i i
i A8 614 . worst outcomes for this endpoint. The proportional jne from Randomization (Months)
2 808 613 430 O T B A 760 881 250
3 366 346 326 278 240
+ 25 9 e o= 4 301 291 274 231 185

Liéu cao chen beta cdi thién ré rét cac két cuc, bat ké tan so tim cao hay

thap; HR = 0.77; p = 0.03

Fiuzat M et al. J Am Coll Cardiol HF 2016:4:109-15 14 VN-CONCO-00372



Tan so tim hay lieu chen beta lién quan den
két cuc BN HFrEF?

Heart Rate or Beta-Blocker Dose?
Association With Outcomes in
Ambulatory Heart Failure Patients
With Systolic Dysfunction

Results From the HF-ACTION Trial

Mona Fiuzat, PauarmD,” Daniel Wojdyla, MS, " Ileana Pina, MD,{ Kirkwood Adams, MD,! David Whellan, MD,5
Christopher M. O’Connor, MD*

CONCLUSIONS There were more associated improvements in outcomes with higher BB dose than with reduced HR in
this well-treated HF cohort with systolic dysfunction, which suggests that titration of BB doses may confer a greater
benefit than reduction of HR in such patients. (Heart Failure: A Controlled Trial Investigating Outcomes of Exercise
Training [HF-ACTION]; NCT00047437) (J Am Coll Cardiol HF 2016;4:109-15} © 2016 by the American College of
Cardiology Foundation. Published by Elsevier. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/ licenses/by-nc-nd/4.0/).

KET LUAN: C6 nhiéu cai thién vé két cuc & bé&nh nhan suy tim khi diéu trj v&i liéu cao
chen beta hon so v@i viéc giam tan so tim, két qua nay goi y viéc toi wu hoa lieu chen beta
co the mang lai nhiéu lgii ich hon so véi viéc giam tan so tim & nhirng bénh nhan nay.
T —

VN-CONCO-00372
Fiuzat M et al. 3 Am Coll Cardiol HF 2016;4:109-15 15



Tuy nhién thwe té dieu trj thi.....

VN-CONCO-00372

16



Tuy nhién thwc te dieu tri cho thay
Nghién ctru so bd CHAMP-HF, 2018

v < 25% BN nhéan dugc cd 3 nhdm thudc chinh theo hudng dan diéu tri (ACE/ARB/ARNI, BB, va MRA)
v Phan I6n liéu dung < 50% liéu dich

v Chi c0 1% dat dudc liéu dich cua ca 3 nhdm thudc

v Huyét ap khong phai la rao can diéu tri trong NC nay

7~ "\
% dat lieu dich Beta ACEI/ARB ACEI/ARB/
blocker ARNI

<50% 45.7 56.5 59.5
50-100% 26.8 22.3 29.5 23.6 21.6
> 100% 27.5 17.5 14 16.8 76.6

> Str dung va lieu lwong cua cac loai thuoc suy tim da khéng dwoc cai
thién trong thap ky qua. ’ )
» Nhirng BN c6 nguy co’ cao nhat lai it c6 kha nang nhan dworc lieu dich.

Greene SJ, ET AL.J Am Co Cardiol, 2018; 72:351-366 17 VN_CONCO_OOS?Z



Thwe té str dung chen beta & BN Chau A:
BIOSTAT-CHF & ASIAN-HF registries

0.020

Thyc té diéu tri cho thay, mat dé bénh
nhan suy tim dat lieu dich |a rat thap:

0.015

cohort

DPat 100% liéu dich chen H ASIAN

/ BIOSTAT

Chi 14% BN dat trén 50% lieu dich cho phoi o010
hop hai thudc

0.005

A

0 50 100 150 200 250
% recommended Beta-blocker dose

0.000

VN-CONCO-00372
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Tinh hinh dieu trj suy tim tai Viét Nam

THUGC CAI THIEN KET CUC SUY TIM (N =313) T& tru trong diéu tri suy tim
55.6% 56.2% (N =110)

74.0%
80.00%

70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%

0.00%
CHEN BETA ACEi/ARB SGLT2i CHEN BETA

VN-CONCO-00372

Tap chi Y hoc Viét Nam. 2020:488:156-161; Tap chi Y hoc Viét Nam. 2024; 539:365-368 19




Khéi tri va tang lieu chen beta trong suy tim

Truoc day

e Khai tri: suy tim “khd” va suy tim “6n”
» Tang liéu: quy tac START LOW — GO SLOW?

MEG S BUDTENDER TIPS i

_ ‘START LOW, GO SLOW,

DON'T DVER-DO IT WITH EDIBLES.

¢,E00-OONOID-NA



CENTRAL ILLUSTRATION: Clinical Algorithm for Up-Titration of $-Blockers

Patient with HF and left ventricular ejection fraction (LVEF) < 40%

l

Does patient have contradictions to [3-blockers?
(Cardiogenic shock, symptomatic bradycardia, 2nd degree/3rd degree heart block)

l

- ¢ Regularly

——

Initiate and uptitrate B-blocker Sea
(Double dose no more frequently than every 2 weeks; use specialized nurse facilitators) ell:)igﬂ)ei[:'ty
|
Metoprolol XL Carvedilol Bisoprolol B-blocker therapy
Initial dose: 12.5-25 mg daily Initial: 6.25-12.5 mg twice daily Initial: 1.25 mg daily not appropriate
Target dose: 200 mg dail Target: 25 mg twice dail Target: 10 mg dail until conditions
arget dose mg daily arge mg twice daily arget: 10 mg daily e

Is patient intolerant of increased dose? R s
(Worsening HF, bradycardia, hypotension, fatigue) :

I
¢ Regularly
assess
Achieve a maximally tolerated dose Strategies to increase tolerance: patient
I tolerance
& Decrease diuretic dose if volume depleted :
Does patient have LVEF < 35%, [
sinus rhythm and heart rate = 70 bpm? & In-class switching :
_____ i
(\:/) & Minimize other AVN blockers
Consider initiation of ivabradine 2 Reduce calcium channel blocker dose

Bhatt, A.S. et al. J Am Coll Cardiol. 2017;69(20):2542-50.

VN-CONCO-00372

Can toi wu héa liéu
cho bénh nhan trong
diéu tri suy tim
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ESC 2023: tang lieu nhanh trong 6 tuan

Hién nay

Recommendation Class®

Level®

discharge and during frequent and careful follow-up
visits in the first 6 weeks following a HF

hospitalization is recommended to reduce the risk of
HF rehospitalization or death.>%¢ '

VN-CONCO-00372

22
European Heart Journal (2023) 44, 3627—-3639



Cach tang lieu nhanh thuoc chen beta

Up-titration Pause up-titration
e N
Decrease in NT-proBNP >10% increase in NT-proBNP
B blockers and HR =55 bpm or HR <55 bpm
and SBP =95 mmHG or SBP <95 mmHG
- J \
e N\
SBP 295 mmH SBP <95 mmHg
ACEi/ARB/ARNi/MRA and K+ <5.0 mmol/L or K+ >5.0 mmol/L
and eGFR =30 mL/min/1.73m? or eGFR <30 mL/min/1.73m?
. J (.
s N
>10% increase in NT-proBNP Decrease in NT-proBNP
Loop diuretics or congestion assessed and no congestion assessed
by physical examination by physical examination
- J

VN-CONCO-00372 Mebazza A et al. Lancet, 2022; 400: 1938-1952



Str dung thuoc chen beta ttr ndi trd ra ngoai tri

VN-CONCO-00372
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Tinh trang sung huyét
chiém 1/3 s6 bénh nhan
suy tim trwéc xuat vién:

tang tr vong va nhap vién
Vi suy tim

25

100% 1
90% | wet-cold
80% - dry-cold

70% -

60% -

50% -
wet-warm

40% -

30%

20%

10%
dry-warm

0% -

Wdry-warm ® wet-warm

Admission
(N=7865)

v

—

\\\\\

dry-cold ™ wet-cold

100%

80%

60% 1

40%

20%

0% -
100% 1

80%

60% 1

40%

20%

0% -

100% 1

80% 1

60%

40%

20%

0% -
100% 1

80%

60%

40%

20%

0% -

Discharge

=
%o
[N)

100% 1

90% A

80%

70%

60% -

50%

40%

30%

20%

10% -

0% -

wet-cold

dry-cold

wet-warm

dry-warm

Discharge
(N=7448)

e

Giai doan dé
ton thwong

European Journal of Heart Failure (2019)21,1338-1352

VN-CONCO-00372




TAN SO TIM TRUWOC LUC XUAT VIEN

Tan s6 tim trwéc lac xuat vién
%

e

100%
100
. 82.5% BN co6 TST
80 > 70 lan/phut
68,9 (n=71) /p
60% |
60
40%
40
20%
0 17,5 (n=18) 13,6 (n=14)
0% -

[

<70 70-100 > 100 lan/phut

Trong 24 gio  Trong 48 gio Sau 48 gio Xuit vién 0

B Co sir dung chen béta ¥ Khong sir dung chen béta

VN-CONCO-00372

26 Luan van cao hoc BM Néi TQ: Tan sb tim va sw st dung thubc chen béta trwdc xuat vién & bénh nhan suy tim cap. PH Y dwoc TP H6 Chi Minh. 2022



Pieu tri trwoc xuat viéen va sau xuat
vién trong “giai doan dé ton thwong”
nhw thé nao?

VN-CONCO-00372
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Q

P

-'

EHa

Hospital
admission

Kl

Acute heart failure “AHF” .

S

to be implemented
at target doses

Guideline-directed
AHF medical therapies
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8
Special attention should be paid
to female patients after discharge

Furosemide iv \‘ Day 3
Acetazolamide iv \\.
Non-invasive ventilation e v \
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Discharge

. Assessment of congestion

(‘x Post-discharge management
following STRONG-HF procedures

European Heart Journal (2023) 44, 4634-4649
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Nghien ciru STRONG-HF

INCLUSION CRITERIA

« ACUTE HEART FAILURE TO BE DISCHARGED
« SUBOPTIMAL GDMT
* PRE DISCHARGE PROBNP>1500 pg/ml

180 DAY FOLLOW U

DISCHARGE AT HALF UPTITRATION TO MAINTENANCE OF AN TEHANCE OF
OPTIMAL DOSAGE OF MAXIMAL DOSAGE  MAXIMAL DOSAGE OF SAOMAL BOSABE
THERAPY OF THERAPY AND  THERAPY AND SAFETY OF THERAPY AND
SAFETY CHECK CHECK SAFETY CHECK
90 DAY FOLLOW
. ‘ . |
" v
| | | | | | | | | | | | | |
2 WEEKS FROM
wo DISCHARGE w2 . -
3 WEEKS FROM
DISCHARGE

HIGH INTENSITY
CARE, N=506

15.2%

d USUAL CARE
'l N=502

PRIMARY ENDPOINT

23.3%
180 DAY HF READMISSION OR ALL
CAUSE MORTALITY

(Adjusted risk difference 8.1% [95% ClI
2.9-13.2] p =0.0021; risk ratio
0.66[95% C1 0.50-0.86]

10.72

SECONDARY ENDPOINTS T2

CHANGE IN QOL FROM BASELINE TO DAY
90 [95% CI 1.74-5.24, P<0.0001] (Adjusted
mean change was 3.49 points higher in
favor of high intensity care)

| FULL OPTIMAL DOSES ACHIEVED AT DAY 90

HIGH INTENSITY
CARE USUAL CARE

2%

.

29 RAPID UP-TITRATION OF HF THERAPIES UNDER CLOSE FOLLOW UP IS SAFE AND REDUCES READMISSIONS DUE TO HF OR ALL CAUSE DEATHS AND IMPROVES QOL
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Khé&i tri chen beta bénh nhan trwéc khi xuat vién

4 DPanh gia trwéc khi ra vién va ké hoach diéu tri sau khi ra vién h
4 . ) ) ) - Diéu tri ndi khoa tbi wu déng vai trd quan trong trong cai thién tién lwong gan & ngudi bénh
Profile 8: Pre-discharge patient suy tim c4p.

During hospitalization, patients may get stabilized while still remain-

, , ) - , - Khéi tri SGLT2i sém cho cac bénh nhan suy tim cap giai doan 6n dinh trwéc khi ra
ing congestive. A proportion of 30% of hospitalized HF patients

vién kem hoac khong kém dai thao dwong dugc chirng minh giam séom tong bién ¢é tim

are discharged with clinical signs of residual congestion, particularly mach gdm ttr vong, suy tim va cai thién thang diém chét lwong cudc séng.

patients with tricuspid regurgitation, diabetes, or anemia.®’ If these

patients are BB naive, or not on BB treatment at the time, these - Khéi tri ARNI (sacubitril/valsartan) & cac bénh nhan suy tim cdp c6 phan suét tbng mau
should not be the first-line treatment, as starting BB in a congestive giam giai doan 6n dinh trwéc khi ra vién dwgc chirng minh giam NT-proBNP.

patient may lead to clinical deterioration. ACEi or ARNI in patients

who had already received an ACEi at adequate dose, should be

started in patients with a systolic blood pressure of >90 or >100

mmHg, respectively'® MRAs and SGLT2i can be introduced safely, -C6 ké hoach hen kham lai sém (sau 1- 2 tuan) ddi v&i bénh nhan suy tim cap sau khi ra

even in the congestive and low blood pressure patient. vién dé danh gia lai cac dau hiéu va triéu chirng cla suy tim, tinh trang sung huyét, huyét
\__ J ap, tan sé tim cling nhw lam cac xét nghiém danh gia chirc nang gan, than, dién giai d6 va
c6 thé peptide loi tiéu.

Faropean Soclety HUONG DAN CHAN DOAN VA
of Cardiology PIEU TRI SUY TIM CAP VA MAN

- Xem xét kh&i tri sém chen beta giao cam giao cam véi liéu lwgng thap khi lam sang khéng
con cac dau hiéu sung huyét.

(Ban hanh kém theo Quyét dinh sé6 1857 /QD-BYT

ngay 05 thang 7 nam 2022 ciia Bé trueong Bo Y té)
/S”?Y OF H@

European Journal of Heart Failure (2021) doi:10.1002/ejhf.2206
Hudng dan chan doan va diéu trj suy tim cdp va man” —BYT 2022 — Quyét dinh s31857/QP-BYT 05/07/2022 30 VN-CONCO-00372
Vui ldng tham khao thém théng tin ké toa cla thudc tai Viét Nam



Duy tri chen beta nho Telemedicine?

CENTRAL ILLUSTRATION: Adjusted 7-Day ED Encounters and Hospitaliza-
tions Following a Primary Care Visit for a HF-Related Complaint by Visit

Modality
- Adjusted 7-day ED Encounters

3
P <0.05

oooo
oooo

1000
I:Iml:l

In-person
visits

Index primary
care visits
for HF

N = 3,902

Adjusted 7-day Hospitalizations

Telephone
visits

Casey SD, et al. JACC Adv. 2024;3(6):100969.
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. Chen beta giir vai tro nén tang trong diéu tri suy tim EF giam

. Khéng phai tat ca chen beta déu c6 vai tro giam tir vong nhw
nhau trong diéu tri suy tim EF giam.

. Can toi wu hoa liéu nhanh gitup giam tlr vong va tai nhap vién
VI suy tim

. Xem xét khéi tri s®m chen beta véi lieu khéi tri thap khi bénh
nhan khéng con cac dau hiéu sung huyét trwéc khi xuat vién
dé toi wu hoa loi ich diéu tri cho bénh nhan.
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XIN CHAN THANH CAM ON

KHI SUY TIM XAY RA, CHi KHOANG MOT NU’A BENH NHAN CON SONG!
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