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KHOI TRI CAC THUOC DiEU TRI
SUY TIM CHO NGU'O'l BENH NHAP
VIiEN VI SUY TIM CAP:

NHUNG DIEM LUU Y

BS NGUYEN THANH HIEN _
TRUNG TAM TIM MACH BV DHYD TP HO CHi MINH
NGUYEN BS BV NHAN DAN 115

Dan bal

Tai sao can diéu tri s&m va du theo guideline
Can quan tdm nhirng van dé gi trede khai tri?
Céc bang chirng moi

Nén bat dau va diéu chinh nhu thé nao?
Théng diép mang vé
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Tai sao can diéu tri sm va du theo guideline

Nam 2021 hdi ST va ESC xb Guide DT ST, trong d6 dé nghi
td som BN STC sau XV va bat dau BT thubc sém, nhung
murc dd bang chirng thap va liéu thubc con chwa ré rang.
Cac thudc BT ST udng nhuw B blockers; trc ché RAS/ARNI,
MRA va gan day la SGLT2 Ins da dwoc chirng minh loi ich
lau dai trén Bn ST man 6n dinh.

Lam thé nao dé téi wu cac thubec BT ST trong giai doan mong
manh “so-called vulnerable phase” sau STC con chuwa ro.
Mot sb phan tich héi ctru va vai NC quan sat du nhé va chua
da manh dé két luan cac chién luvgec BT khac sau sau STC.
Tang lieu nhanh cac thudc BT theo guideline voi sw theo ddi
chat ché trong va s&m sau XV c6 thé cé anh hudng tét Ién
két cuc LS.

(1) A randomized study )-HF ). Eur J Heart Fail 2022; 24: 215-26.
(2} Fail 202 0-81.
(2) 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure.

Thuéc sir dung sau nhap vién trén BN HFrEF:
17 106 bénh nhan suy tim

Table 3. Medication Use Following HF Hospitalization
Among Patients With HFrEF

Dual Triple
Monotherapy | Therapy Therapy

n=3777 n=7056 n=2286 = 3987 BN
Mesdications by class, n (%) _ kh 6 n g ‘E)T

ACEls, ARBs, or 1012 (26.8) 6394 (90.8) 2286 (100.0)
ARNIs

BBs 2598 (68.8) 6873 (97.5) 2286 (100.0)
MRAs 167 (4.4) 8339 (11.9) 2286 (100.0)

Mo dose escalation, 2365 (62.6) 2952 (41.8) B65 (29.1)

n (35)

Maintenance dose, n (%)

No. of patients 2468 (65.3) 6129 (86.9) 2120 [(92.7)
who achieve
maintenance dose

Maintenance dose 1528 (24.9) BI92 (32.6)
S50%e—T4% of target”

Maintenance dose 54 (10.3) 745 (12.2) 242 (11.4)
=75% of target®

Real-World Analysis of Guideline-Based Therapy After Hospitalization for Heart Failure. J Am Heart Assoc. 2020;9:e015042.
DOl 10.1M161/JAHA 119.015042
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Effects of combined renin—-angiotensin- aldosterone system inhibitor and
beta-blocker treatment on outcomes in heart failure with reduced ejection
fraction: insights from BIOSTAT-CHF and ASIAN-HF registries

= (A) Hazard ratio of mortality and/or
heart failure-related hospitalization
for patients achieving a combination
of 0%, 1-49%, 50-99% and 2100%
recommended treatment dose of
angiotensin-converting enzyme
(ACE) inhibitor/angiotensin receptor
blocker (ARB) and g-blocker (BB)
dose.

(B) Hazard ratio of mortality for
patients achieving a combination of
0%, 1-49%, 50-99% and =100%
recommended treatment dose of
ACEI/ARB and BB dose

European Joumnal of Heart Failure (2020) RESEARCH
ARTICLE doi:10_1002/ejhf. 1869

Kh&i dau, diéu chinh dé dat liéu muc tiéu va ngirng GDMTs trén nhirng BN méi str
dung GDMTs sau HHF o Nhat Ban, Thuy Pién va Hoa Ky

Look-Back Period Follow-Up Period: 1 Year

After 100 Days After1 Year

Initiation of novel GDMTs (dapaglifiozin /"-'}' After GDMT initiation, target dose
and sacubitrilfvalsartan) was delayed | (.) | achievement was often low, while
compared with other GDMTs, despite N/ discontinuation rates were high
high CW death/hHF risks E

e

Patients
() 270,000 ™

users

s ‘:D:' ® := = Dapagliflozin Sacubitrilfvalsartan
' ke L
3 o
& 90 4
: - k=]
r2 ~+@ O EE
i d o 80 4
QP XD Xa ¥
- - I B 70 ACE inhibitor ARB
Drug-naive hHF Mew use E -
patients discharge of GDMT 85 601 ‘
(Initiation within E 5, 50 4
1 year of B
hHF discharge) i g a0
=
= 301 MRA BR
Aim g
When are GDMTs initisted = P ‘
and how are they used? 10 4
E 5
a 0
= Japan Sweden LLS.
) o Discontinued
L2 Ay L w Switch to sacubitril/valsartan
W Sacubitrilfvalsartan Start
B ACE inhibitorf ARB Low
W BB Intermediate dose
= W Target dose

J Am Coll Cardiol HF 2022. hitp://creativecommons.org/ licenses/by-nc-nd/4.0/.
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Oral guideline-directed medical therapies for heart failure prescribed, in
high-intensity care and usual care groups by visit

High-intensity care group
] Manie
B Less than half of a ful u|.|l.'i|r|.|| diose
I Half to less than a full optimal doss
I Full optimal dose of mare
ACE inhibitors, ARBs,
or ARM inhibitars

Usual care group

[ Hone

2 Less than halfof a full L||.l1||||.‘||d(n:'
Il Half to kess than a ful r:|:|[ir|1.1| o
M Full optimal dose of more

Minembocorticoid
receptor antagonists
e

B blockers

—_——

—_—

Proparticn ufpalimlh-: )

L]
el ]
i
aF _\.f-'} R::?“

&
Study timepaint
Safety, tolerability, and efficacy of up-titration of guidelinedirected medical therapies for acute h
multinational, open-label, randomised, trial. Lancet 2022; 400: 193

failure (STROMNG-HF): a

52

STRONG-HF

Adjusted Kaplan-Meier estimates of cumulative event-free survival

with down-weighting of cohort 1 for all-cause death or heart failure

readmission (A), all-cause death or heart failure excluding deaths
due to COVID-19 (B)

z *] == —_—
= Bo . 4 T —_—
& "
[ 4
i oo -
T 50 4
£
£ 304 -
e |
£
£ 10 — Usual cane growp 180 deay adjusted sk ditference 81% 180-day adpsted risk difference B.5%
] High-intensity care group (95% C12.9 t013.2; p=0-0031) 1 195% 0 3.9 to14.0; p=0-0005)
q T T T T T T T T 1 T T T T T T T T
{ 15 30 45 60 75 90 105 120 135 150 165 180 0 15 30 45 60 75 90 165 1M 135 150 15 180
Number at risk
Wswal caregroup 502 494 474 454 438 423 410 394 3B1 37T 366 35T I20 SO0 494 474 454 4319 421 410 394 I I 66 IS 138
High-intansity caregroup 506 497 484 458 449 440 430 419 415 408 397 384 345 506 497 dBq 466 445 440 430 919 415 goB 397 3B 45

Safety, tolerability, and efficacy of up-titration of guidelinediracted medical therapies for acute heart failure (STRONG-HF): a
multinational, open-label, randomised, trial. Lancet 2022; 400: 1938-52
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Can quan tdm nhirng van dé gi trwéc khéi tri?

Théng sb co ban
Xac dinh dé nang (shock tim, phai dung thudc van mach,
tang co bop...)
Nguyén nhan, YTTD (hoa tri, nhiém trung, NMCT c6 bién
chirng co hoc...)
Loai STC:
+ M6i khéi phat? Man mat bu cap? THA. Cung lvong cao...?
+ Thét tén thwong chu yéu
« Tudi mau va sung huyét (phéi hay ngoai bién, hoac ca 2)
« Type huyét déng (Iwu y thém kilip iii-iv, forrester)
Bénh di kem
Thuéc dang BT

(1). Gheorghiade. M, Filippatos. G5, Felker. GL: "Diagnosis and Management of Acute Heart Failure Syndromes. In Boow. RO et al: Braunwald's heart disease.
11" 2018: 518-538_ (2). Meyer.TE et al: Acute Heari Failure and Pulmonary Edema. In Jeremias A& & Brown.DL- Cardiac intensicare. 3th. 2018: 180-187.
(2.3 ESC 2021. (4). Arrigo. M et al: Acute heart failure. Mat Rev Dis Primers. 2020; 8(1): 18. doi:10.1038/s41572-020-0151-7.

=Sau STC con sung huyét:

rm Dung chen BB sau, dung UC
: RASS, SGLT2i

=Sau STC khé: Dung SGLT2

sau

=Co thé diing 2 or 3 thuéc

cung luc

Gitozins

Optimizing Guideline-directed Medical Therapies for Heart Failure with Reduced Ejection Fraction During Hospitalization. US Cardiclogy Review 2021;15:207.
DOl hitps:{'doi.orgf10.15420/usc 2020. 28

Looking for a Tailored Therapy for Heart Failure: Are We Capable of Treating the Patient Instead of the Disease? J. Chn. Med. 2021, 10, 4325.
hitps:iidoi.org10.3280cm 10184325
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Thiét ké nghién curu @2 PIONEERHF

BN suy tim phan suat tdng mau giam
nhap vién vi dot mat bu cap

(adm 881 BN)
On dinh

Y Enalapri
S:‘t:ql_ 10 mg 2 lan/ngay

Khmtr,i\él vién

An toan: Giam chirc nang than, tang kali mau, ha HA co triéu chiing, phd mach
Tham do: Két cuc 1am sang nghiém trong; T& vong, nhap vién do suy tim, str dung dung cu
hé tre that frai (LVAD) hoac phai che ghép fim

*Liéu muc tiéu

Velazquez EJ, et al. N Engl J Med. doi:10.1056/NEJMoa1812851.

Tiéu chuan nhan bénh chinh

Nhap vién do suy tim mat bu cap
LVEF < 40% trong vong 6 thang gan nhat

NT-proBNP > 1600pg/mL ho&c BNP > 400 pg/mL tai thei diém
nhéan bénh

Diéu tri 6n dinh trong théi gian nam vién

— SBP = 100 mmHg trong 6 gi® truéc; khéng ha huyét ap cé triéu
chtrng

— Khéng tang liéu thude loi tiéu dwong tinh mach trong 6 gid trude

— Khéng st dung thudc ddn mach dwéng tinh mach trong 6 gidr trude

— Khéng st dung thudc tang co bép co tim dudng tinh mach trong 24 gio
trudc

Velazquez EJ, et al. N Eng/l J Med. doi:10.1056/NEJMoa1812851
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Gop cac tiéu chi lam sang

Phoi hop tir vong, nhap vién do suy tim, LVAD,

ché ghép tim'
e
S Enalapril
o HR 0.54 {95% 0.63, 0.80) TN
ol i P=0.004 n =I'Jf41
c 10
S NNT=13
2 Sacubitril/Val GiAm nauy co bién cd lam
& sartan s4nq naghiém frong.
n=440
0 T 14 21 m K] 42 49 i)
Ngay tir lc phan ngau nhién
S5BN?
Enalapril 441 429 418 408 104 367 367 357 352
Sacubitnlvalsardnd 434 421 416G 402 Jod Jag 382 a1

va tai nhap vién do suy tim

Velazquez EJ, et al. N Engl J Med. doi-10.1056/NEJMoa1812851

EMPULSE: NC nham danh gia hiéu tac dung cua
empagliflozin & BN nhap vién vi suy tim cap

Két cuc chinh
« Leiich lam sang duwoc danh
gia voi ty & thang dua trén téng
hop cua:
Tir vong

Empagliflozin 10 mg

g - I M

[+3
=1
z
1]
o
(e

Placebo

Thai gian dén HFE

15 an 20
Randomization . .. N 2 .z
Days Thay doi so v ban dau vé dién
Median time fram hospital admission KCCQ-TSS sau 90 r‘ngﬁy didu h'i_

torandomization waos 3 days

CV, cardiovascular; HF, heart failure; HFE, heart failure event; HHF, hospitalization for heart

failure; KCCQ-TSS, Kansas City Cardiomyopathy Questionnaire Total Symptom Score; NT-
proBNF, N-terminal prohormone of brain natriuretic peptide.

Tromp J et al. Eur J Heart Fail. 2021;2
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EMPULSE: Tiéu chuan nhan bénh va loai trtr

Tiéu chuan nhan vao Tiéu chuan loai triv

Nhdp vién vi suy tim mat bl ca . I
{de novo hodc suy tim man mat bi), bat ke EF I

Biéu tri &n dinh trong théi gian ndm vién.

sau khi nhap vién, cang s&m cang tot sau khi on dinh

Sac tim

HHF khéi phat do NN thir phat (vi du NMCT cp, PE)

D3 Ién ké hoach hodc d3 duoc tai thﬁ‘ng tirp {trong vong
30 ngay) hoac PT tim lon/can thigép/cay thiet bi.

va khi con ndm vién
Tang NT-proBNP or BNP: I

Khdng AF: NT-proBMP = 1600 pg/ml hodc BMP = 400 pg/ml.
V& AF: NT-proBNP = 2400 pg/ml hodic BNP = 500 pg/ml. l

ACS, MI, @5t quy hodc TIA trrdre 36 trong vong 90 ngay

eGFR = 20 mlimin/1.73 m2
Didu tri Vi li&u toi thigu 40 mg Furosemide IV
{hodc heu trong duong vai cac loi ieu quai IV khac)

I Ngdu nhién, = 24 gidr v3 khdng mudn hon 5 n;!éy I

I Bai thao dwdmag tip 1

ACS, acute coronary syndrome; AF, atrial fibrillation; AHF, acute heart failure; BNP, brain
natriuretic peptide; EF, ejection fraction, eGFR, estimated glomerular filiration rate; HF, heart
failure; HHF, hospitalization for heart failure; IV, intravenous; M|, myocardial infarction; NT-
proBNF, N-terminal prohormone of brain natriuretic peptide; TIA, transient ischaemic attack.

Tromp J et al. Eur J Heart Fail. 2021;23:826.

1 7 EMPULSE: ’
Tiéu chuan BN 6n dinh sau nhap vién vi suy tim cap

Théa tat ca cac tiéu chi sau day:

8 8 0O

Khéng dung thudc

HATThu = 100 mmHg

L _Khong tang gidn mach Khéng dung thudc
__va khong lieu thudc loi tieu tinh mach tang co bop co tim
Wl BT Tl tinh mach trong bao gbm nitrates trong 24 gio
trﬁ&%ﬁ géﬂ" 6 gior trwoc do. trong vong 6 gio’ trude do.

trwdre do.

Tromp J et al. Eur J Heart Fail. 2021,23:826.
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NGHIEN CU’U EMPULSE-AHA 2021

Primary endpoint

+ Patients treated with empagliflozin were 36% more likely to experience a clinical benefit* compared
with patients on placebo

) I 5o .
Clinical benefir 30.7% Stratified
£.4%

win ratio: 1.36
(95% CI: 1.09, 1.68)

T.2% =
Time to death !.ma p=0.0054
HFE™ § 10.6%
"* frequen 1% . r - - = = H .
o Lovi ich trén cac thé suy tim cap Death:

Empagliflozin: 4.2%

Tine to HFE™ | %%%
ime i 8%
| Placebo: 8 3%

35 9%
KCCQ-TSS 2.5% HF event:
Ties, none of the . Empagliflozin 10.6%
Previols | g4 Placebo 14.7%
. Empaglifiozin winner . Placebo winmer . Tios 0.25 ) 0.5 1 3 . 4

Favors placahs Fanors ampaglifiozin 10 mg

Mumbers reflect percentage of compansons, For the componants of the win miio these n%ﬁo nol, refact randomized compatsons, *Compasite of death, number of HFEs, tme o first HFE and
changa from baseling in KCOO-TSS after $0 days of treatment. **HFE includes hospitalizati o filuse, urgant heart failure wisits, and unplannad outpatiant visils. C1, confidenca inbarval;
HFE. heart failure evenl, KOCQ-T3S, Kansas City Canfiomyopathy Cueslionnaine lobal symplom soose,

Voors b, Angarmann CE, Tesdink IR, et al, for the EMPULSE Tral [nvestigators. Empaghiflozinin patients hospitalized for acute heart failure: the EMPULSE trial. Presentad at
the 2021 Amenican Heart Association Scientific Sessons, Virtual: Movember 14, 2021, Late-breaking session 5

Lo ich cta viéc bat dau diéu tri HF s&m trén
bénh nhan HFrEF*

Bat dau som dong thoi hodc theo trinh tw nhanh chong cac liéu phap coban o
BN nhép vién mang lai loi ich lam sang r6 rang trong vong 30 ngay ké tir khi bat dau, cho
phép bac silam sang xac dinh BN khang tri d& co thé bd sung kip thdvi liéu phap diéu tr.

42% l

ARN
CV death or CV death or ‘
HFH Early relative risk HFH Consider add-on
reduction NSNS /\fter Day 42 medications or '
with foundational | advanced therapies if
25% therapies* 58% patients are refractory’
BB SGLT2i
Death, HFH or
Death emergency visit

*Duwra trén dif liéu tir cac thir nghiém lam sang COPERNICUS2, EMPHASIS-HF 3,
PIONEER-HF4 va EMPEROR-Reduced 5.

SJ et al. JAMA Cardiol 2 rum H et al. JAM nnad F et al. M Engl J Med 2011; 364:11-21;
uez EJ et al. N Engl J Med 5. Packer M et al 36
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Mt ké hoach dwoc dé xudt mé ta cac rao can chung doi voi viéc khéi dong diéu trj toan dién
cho BN noi trd suy tim phan suat tong mau giam HFrEF va mét chién Iwec cho thay kha nang

bat dau diéu tri néi tru ciia ca bon nhom thuéce co ban & liéu thap nhat hoac liéu lwong dé
dung nap nhat cho tirng BN.

amesamtiv macarbil, CRT

Barriers in practice NO STEP 1.
Chinigal inerii x r\) IN-HOSPITAL INITIATION
ETESICn
L i Gan ndng, AF, Kndi START AT THE LOWEST DOSE
Hyperkalemia T
Patient's talerability lrgng co i - ] n
Mlergies A - : -
Socicdemographic factors Stable maintenance of BP? - & i i
2100 mmHg for at least 24 hours; ARNi or Beta 4 SGLT2
ahsence of symplomatic hypolension . — L
Mo increase in IV diuretics ACE- Blonk_er* MB’F inhibitor
for al least 24 hours? £ =T I'\\_ . c’
Mo use of IV vasodilators in last 24 hours? - e b
Mo use of IV inotropes in last 24-36 hours™
“ No overt renal dysfunction? IB/IA 1A 1A 1A
IN-HOSPITAL (eGFR <30 mLimin /1.73 m?) Ramipril Carvedilol Eplerencne  Dapaglifiozin
INITIATION Serem Eﬁ:;: [a'g:l:::d:mu? 1_251,11 25mg 3125mghid 26 mg o.d. 10 mg 0.0,
{patiant switched 1o oral diuratic) :-H’- OR Blugp.:.olnl nun Emp:F .
— HNo impending contrast use for ‘Sacubitrill Spironolactone iflozil
:"ﬁ]_ . 1%&— diagnostic examinalions? Valsartan 1.25mg o.d. 25mg o.d. 10 mg a.d.
" s sy 4851 mg
[ s CRRUIGAL bid
P -STABILIZATISN ot ——
— | ACHIEVED? beta biocker (lowest dose) + SGLT2 inhibitor while in hospital
el STEP 3.
Comprehensive ASSESSMENT o=
disease-modifying  Additional therapies? wa 5 @
for HErEF vericiguat, ivabradine, =13

rognosis’ in hear failure: time-to-treatment initiation as a modifiable risk factor. ESC Heart Failure 1; 8- 44444453

STEP 1.
IN-HOSPITAL INITIATION

START AT THE LOWEST DOSE

L kN

- - I
& - I
I
I

&=

ARNi or Beta
ACEJ*™  Blocker* ~
& &> y -
1A 1A

Ramipril Carvedilol Eplerenone Dapaglifiozin
1.25t025mg 3.125mg bid 25 mg 0.d. 10 mg o.d.
b.id. OR OR OR OR
Sacubitril/ Bisoprolol Spironolactone  Empagliflozin
Valsartan 1.25mgod 25mgod 10 mg o.d.
48/51 mg
b.id.

IF NOT FULLY FEASIBLE AIM AT LEAST FOR THE INITIATION OF:
beta blocker (lowest dose} + SGLTZ inhibiter while in hospital

*Béi véi nhitng BN khong thé bat déu liéu phap co ban véi 4 nhém thuée, NEN CAN NHAC bét
dau déng theri thude SGLT2 Is va thudc chen beta & mirc tdi thiéu trwdre khi XV (mau da).
**ARNi nén duwoc bat dau voi liéu thap nhat trweére khi xuat vién nhuwng ciing co thé duo
diing mé&i hoac tét nhat la thay thé ACE-l trong vong 2—4 tuan sau khi xuat vién, tiy thudc vao
huyét ap (dwérng mau xanh lam).
***MRA co thé |a thudc cudi cung trong sé bén loai thudc voi liéu khéi dau 25 mg mot 1an moi
ngay trong vong 2—4 tuan sau khi xuat vién tiy thudc vao huyét ap, chirc ndng than va nong do
kali huyét thanh (vach mau tim).

Time is prognosis’ in heart failure: time-to-treatment initiation as & modifiable risk factor. ESC Heart Failure 2021; 8: 44444453
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Kha niang giam cac bién c6 tir viéc nhanh chéng diéu chinh

lidu va t6i wu héa diéu tri so v&i lich trinh théng thwong

L]
. ﬁ HF hospitalization or CV death Event probability at 1 year per
3
Mo treatment 280.4
seq 1 QN e ¢
— -22.8
Seq 1a BE 106.0 g .
Seq 1> QRN \ 9.3
=16.8
seqa 2 (EE 2 815 I
~-cause death vent probability at ear per
C § &) Al-cause deatl Event probability at 1 year p
a
Mo treatment 139.3
Seq 1 R g
, - -7.4
S'Erl 1a 579 I_1 4 -13.7
seq 1b se.5 :
-4.9
5eq 3 = 16 I

@ rasi Beta-blocker (B MRA @ arn @ scLT

G The numbers in the bars denote the duration of up-titration periods in weelks.

Accelerated and personalized therapy for heart failure with reduced ejection fraction. European Heart Journal (2( 2573-2587

Trinh tw dung
thudc va thoi

gian chuan dé
thuoc

Accelerated and personalized therapy
for heart failure with reduced gjection
fraction. European Heart Journal
(2022) 43, 25732587
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B
Sequence duo 1

L I 1
o 1 2

Sequence duo 2

J Trinh tw dung

thudc va thoi

gian chuan dé
thuéc

L 1 1
o 1 2 T "
m ¢

Saquence duo 3

Accelerated and personalized therapy
for heart failure with reduced ejection
fraction. European Heart Journal
(2022) 43, 2573-2587

Mot ké hoach dwoc dé xuat mé ta cac rao can chung doi véi viec khi
dong dieu tri toan dién cho BN néi tra suy tim phan suat tong mau giam
HFrEF va mét chién lwoc cho thay kha nang bat dau diéu tri ndi tra cua

ca bon nhém thuéc co ban & mirc thap nhat hoac lieu lwong dé dung
nap nhat cho tirng BN.

STEP 3.

ASSESSMENT

Additional therapies?
Ferric carboxymaltose,
vericiguat, ivabradine,

omecamtiv mecarbil, CRT

TITRATE TO

MAXIMALLY

TOLERATED
DOSE

Time is prognosis’ in heart failure: ime-to-treatment initiation as a modifiable risk factor. ESC Heart Failure 2021; 8: 44444453
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Kha nang bat dau thuéc trong bénh vién

Eligibility for In-Hospital Initiation of
Quadruple Therapy in HFrEF

All HFrEF: 71.6%
De Novo HF: 75.5%
Chronic HF: 69.5%

Moghaddam N, et al. J Am Coll Cardiol HF. 2022 https://doi.org/10.1016/].jchf.2022.10.013

Tac dung phu lién quan dén thubc
va chién lwo'c giam thiéu TDP

Follow-up Laboratory and Clinfeal

Clinical Parameters to Parameters (Within 2-4 Weeks of ‘When to Consider Reducing
Initiate and Titrate Initiation) Dese or Discontinuing Strategies to Mitigate Adverse Side Effects
ARNIJACE inhibitor/ARE  SBP =100 mm Hg Symptoms of postural Symptomatic postural hypotension,  Recognize that early rise in serum ereatining

eGFR =30 mLjmin/1.73 m®

hypotension, serum

K* 5.4 mmol/L, serum increase

is an anticipated effect of drug.

" <54 mmol/L cregtining, serum potassium creatining >30% within 4 weeks  Discontinue antitypertensive medications
of initiating without cardiovascular benafit (eg,
talcium-channel blockers). Can also
consider novel potassium binders such as
patiramer and sodium zirconium
cyclosilicate to enable the uptitration of
ARNI/ACE nhibitor/ARB and MRA if
hyperkalemia persists
EE HR =80 beats/min No laboratory parameters HR <50 beats/min (without PEM),  IF indicated as per practice guidelines,
SBP =100 mm Hg needed. Heart rate and 58P symptomatic postural consider ICO/CRT implantation to
hypotension mitigate risk of bradycardia
MREA 5BP =100 mm Hg Symptoms of pastural Symptomatic postural hypotension, Discontinue antinypertensive medications
&GFR =30 mLfmin/1.73 m2 hypotension, serum K" 5.5 mmol/L, increzss in without cardiovascular benafit (sq,
I =5.4 mmal/L creatining, serum potassium serum creatinine »30% within calcium-channel blockers)
4 weeks of initiating
SGLTA 3BP »100 mm Hg Symptoms of postural Symptomatic postural hypotension, Recognize that early rise in serum creatining

©GFR =25 mLfmin/1.73 m®

hypotension, serum
creatining, glycemic control
(if diabetic), serum/urine
ketones and lactate (if
presenting in acute
decompensation), genital
mycotic infection

increase in serum

creatining »30% within 4 weeks
of initiating, development of
ketones or elevated lactate if
patient prasenting acutely
decompensated

is an anticipated effect of drug; proper
genital hygiene; if genital mycotic
infection develops, consider treating with
a single oral dose of fluconazole 150 mg.
Counsel patient to temporarily hold
SGLT2 if acutely unwell (eq, viral illness,
dehydration); stop SGLT20 2-3 days
before procedure or surgery

Optimizing Foundational Therapies in Patients With HFrEF How Do We Translate These Findings Into Clinical Care? J Am Coll

Cardiol Basic Trans Science 2
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Théng diép mang vé
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Initkation and Uptitration of
Events Therapautic |nitiations Patient the “Must Haves"
and O Ch ization Followed by Treatment Layering
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In-hospital initiation of quadruple medical therapy
for heart failure: making the post-discharge

vulnerable phase far less vulnerable

In-Hospital Initiation of Quadruple Medical Therapy for HFrEF

Hospitalized Post-Discharge

In-Hospital Initiation

Conti Titrate, Titrate, * Maintenance / further More likely to be treated
e as tolerated as tolerated m;’:“f‘”’:]“f
uadruple thera
& i o Maore likely to tolerate
Titrate Titrate Titrate + Consideration of EP
Beta-blocker : . g : .
- as tolerated as tolerated as tolerated de_mca_memplas.-' Mare likely to fill prescription
Mitraclip
Titrate, . + Consideration of add-on M ;
ore likely to adhere
m Continue an tolarated Continue el Therup e Y
advanced therapies, if ’ .
refractory More likely to persist
SGLT2i Continue Continue Continue v o
. ti .
R ey Maore likely to feel better
Low starting IBlar_'laﬁts of each Rx demonstrated within 30 days of More likely to be home
doses initiation

Prioritize beta- Cumulative benefits within 30 days (>75% relative
blocker titration [EEEEG Tl= {4}

Maore likely to survive
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Thank you!
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