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Suy tim & bénh nhan cao tudi
Nhi*ng Iwu y va can nhac trong diéu tri

PGS TS BS. Nguyén Van Tan, FAsCC FSCAI
B6 mon Lao khoa, PH Y duoc TP H6 Chi Minh
Khoa Tim mach Cap ctru va Can thiép, BV Théng Nhat TP H6 Chi Minh

é 2022 AHA/ACC/HFSA consensus: Suy tim & BN cao tudi

Ngudi cao tudi cod cung Suy tim phén suat téng Trong dan s6 Dong Nam A, bénh
20% nguy co mac suy tim mau giam chiém gan 1/3 DTD rat phé bién va thuong dan
sudt d&vi nhw nhitng ty 1& BN cao tudi duoc dén tién lwong kém hon?

ngudi & dd tudi 40, chan dodn suy tim?!
nhwng voi ki vong séng
thap hon!

1. 2022 AHAMACC/HFSA Guidsline for the Mensgement of Heart Failure: A Report of the American College of Gardiology/American Heart Associstion Joint Commitise on Clinical Practice Guidelines
> 2. Sung 5H., Wang, TL, Cheng, HM. ot af. Clinical Charscteristics and Outcomes in the Very Eiderly Patients Hozpitalized for Acute Heart Failure: Importance of Pharmacologic Guideline Adherence. Sci Rep 8, 14270 (2018).
https://doiong 10 1038/:41598-018-32684-0
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Thach thirc trong diéu tri suy tim & BN cao tudi

| Tudi tac 13 mét yéu té nguy co’
| chinh ddi v&i suy tim va tai

nhap vién do suy tim/ tl vong
| tim mach?

BN cao tudi twong déi it
dwoc nghién clru trong ca
cac th& nghiém lam sang
va di¥ lieu dang ky?

Bénh nhan cao tudi suy tim, dic biét dé gap
| van dé da thudc, da bénh, suy giam nhan
thire va suy yéu’

Liu, L & Eisen, H. ). Epidemiology of heart failure and scope of the problem. Cardiclogy clinics 32, 18, vii, https.//doi.onz/10.1016/].00.2013.09,009 (2014). ‘
Metra, M., Dei Cas, L. & Massie, B. M. Treatment of heart failure in the elderly: never say it's too late. European heart journal 30, 391-393, hitps.//doi.org/10.1093/eurheartj/ehpoz4 [2008)

Sung, 5H., Wang, Th., Cheng, HM. et al. Clinical Characteristics and Outcomes in the very Elderly Patients Hospitalized for Atute Heart Failure: iImportance of Pharmacologic Guideline Adherence. 5oi Rep B, 14270

[2018). https://doi.org/10.1038/541598-018-32684-9 -

Lo e

Céc van dé phé bién & BN suy tim cao tudi
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Front Endocrinal (Lausanne) - 2005 Feb 15:10:45. doi: 1003385 fendo. 2015 00045, .d
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CENTRAL ILLUSTRATION: The Inter-Relationship Between Frailty and

Mai lién hé chit ché gitra suy | Hetraie

~ b = Poor Outcomes Assessment Tools
veu Va Suv tlm « High risk of mortality & » Gait speed/Grip strength
hospitalization + Fried phenotype

= Worse QOL

A

O Tinh trang suy yéu thudng gip & Frailty |
~ A A Comorbidities Comaorbidities
nhirng BN cao tudi suy tim +.ﬂ- : ' *... :
Sarcopenia Sarcopenia
D Cé S uy yé u Vé S uy t |. m dé u C h ia S é Global dysfunction Global dysfunction
cac dic diém bénh ly chung, bao ihe T ot
= : A - < :a x 50% with HF
gom cac bénh dong mac, viém va & Frailty
thiéu co Potential Interventions
+ Multidomain rehabilitation
+ Diet & nutritional support
= Cognitive support
Pandey, A. et al. J Am Coll Cardiol HF. 2019;7(121001-11. ‘
g Amoarisn Pun::l_c—v. Calane Icnrncm Gor\:lc_ur‘ Eeeres. Froitty Is_lr'Term"ﬁecl wim Heart nglum: Mechanisms, Prevalence, Pragnosis, Assessment, and Management, JACC: Heart Failure, Volume d
7, ssue 12, 2019, Poges 1001-1011, IS5H 2213-1779, hitps://doi.ong/ 10,101 &/]jchf 2019.10.005.

Quan ly cac BN cao tubi suy tim
L ——

+ Evaluate stage and etiology of HF
« Consider challenges in

pharmacological treatment, « Evaluate cognition; if
focus on polypharmacy, impaired, evaluate impact
consider deprescribing on self-management skills

Diéu tri tich cwc suy tim

« Consider impact of « Screen for depression;
comorbidities: : n n a
sleep apnea, kidney consider treatment bén canh can nhac cac

disease, diabetes Discuss Goals of Care

van dé khac & BN cao
tudi va bénh déng mac

+ Assess for malnutrition

Physical Function Social Environment

= Inguire about extent of
= Screen for frailty: slowness, social support at home,
weakness, shrinking, inactivity, consider engaging
exhaustion community-based
" care services
= Evaluate mobility;
consider fall risk « Inquire about financial
resources for prescription
medications

Geriatric Cardiology Section, ACC (
Gorodeski EZ et al. JACC 2018
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PATIENT WITH SUSPECTED HF
(non-acute onset)

ASSESSMENT OF HF PROBABILITY

1. Clinical history:

History of CAD (MI, revascularization)
History of arterial hypertension
Exposition to cardiotoxic drug/radiation

O BN cao tudi

Giam 33% dau hiéu dién
hinh cla suy tim

Use of diuretics LEn il sl s

Orthopnoea / paroxysmal nocturnal dyspnoea d'éfn hif‘_h & thudng gap:

2. Physical examination: O Metmozl_ o

Rales o) 'I'htaﬁ,ur doi trang thai tinh

Bilateral ankle oedema lhfzn ,

Heart murmur o Tram cam

Jugular venous dilatation o Kém ngon miéng

Laterally displaced/broadened apical beat

3. ECG:

Any abnormality Oudejans | et al. EJHF 2011
:s-cardio.org/guidelines ESC Guidelines on HF. Ponikowski P et al. Eur Heart J 2016 J

Phdi hop tir tru trong diéu trj HFrEF

As highlighted in recent consensus
papers and guidelines from:

T2\ AMERICAN
| % COLLEGE of
! CARDIOLOGY

@ESC

European Society
of Cardiology

ACEi, angigtensin-converting enzyme inhibitor; ARN|, angictensin receptor-neprilyzin inhibitor; HFrEF, heart faillure with reduced ejeotion fragtion; MRA, mineralocorticeid reosptor entagonist;
inkribatar.

SGLT2i, sodium-glucase co-transporber-2 inkibs
1. Maddeox T et al. J Am Coll Cardiol. 2021:77:772; 2. MoDonald M et al. Can J Cardiol. 2021:37:531: 3. MoDonagh TA et ai. Fur Heart J. 2021:42:3599.
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Lwu y thoi diém nhap vién 1a thi gian vang dé ti wu hda diéu tri

Recommendations for pre-discharge and early post-dis-
charge follow-up of patients hospitalized for acute heart
d d e - i fai Iure
— Dam bao BN duoc diéu tri dung
a b
. Téng tinh dung nap Recommendations Class® Level
It is recommended that patients hospitalized for

- Tang tinh tuan thu HF be carefully evaluated to exclude persistent

C
— Giam tai nhap vién signs of congestion before discharge and to opti-
.. . . - . mize oral treatment 27472
— Cai thle-n tien Iu'g'ng SOng con It is recommended that evidence-based oral
medical treatment be administered before C
disdwarge_m””
An early follow-up visit is recommended at 12
weeks after discharge to assess signs of conges- c
tion, drug tolerance and start and/or uptitrate (
evidence-based thnerar.h)-r.sn'51 ’ .!
Le= D JAMA 3005, 284, 1240-1247
-
EMPULSE
Any EF
, ) s Win ratic: 1.36
s vrrr wionmim e
Time Lo death
HFE fraquency
Tims 10 HFE
PIONEER-HF i
SOLOIST-WHEF
HFrEF < 40% -
10 U‘B.DNMG Anv EF + DM
P S
a I Ermpagifiazin 10 mg wiresr 0% 0§ 1 2 4 o0 e
gz B Pacebowinner T e w0 pr=
g_ o -20 y LR placabo  empagifodn -
== Enalapril .
z -304 L
ig 40 § =
g 104 g |
g-ﬁ i \\_\\_{ ;[ an
50 Sacubitrilvalsartan E S0
20+ Hazard ratio. 0.87 (98% C1, 0.32-0.85)
- T T T T T T T T 1 - Pei 00
Baseline 1 2 k] 4 5 & 7 2
Weeks since Randomization &0 H M 4 12 s fal
Mo. at Risk N Months since Randomization
Enalagril 304 359 351 350 348 el
Sacubiiiivalsartan 397 355 383 365 349 B D B & = = & &
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s £
Sota-biociorn
BEFI AR ! 2

Rosan, Ghuseppe M. C., =% 8l Eurgpoan fowrmol of Heort Foilure, vol. 23, no. €, 2021

HFpEF dwoc xem nhw bénh ly cha ngwdi cao tudi, véi dd tudi
trung binh trén 65 tudi

Aging

HF pEF CV events, Tmzrbidlw
Mrailty

1*Polypharmacy
Mincontinence

SGLT2! JCV events, 1 Function
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BN suy tim EF bao t6n nhan dworc loi ich sém tir empagliflozin

EMPEROR-Preserved: Empagliflozin trong giam ttr vong tim mach hoac nhap vién
do suy tim 18 ngay sau phan nhém ngau nhién

Day 18
4 Time to CV death or first HHF M\ 'V HR (95% Cl):0.41 (0.17, 0.99)
[primary endpoint) 8 p=0.0474

Statistical significance achieved
for the first time and maintained

S 27
B Favours placebo
) 1
o=
Py v
g 054 \_4
E [~ ——
- 025 + - _.-'"l S

Statistical significance: E 0.125 - .
2 Favours empagliflozin

+  Reached 18 days after randomization 00425
+ Sustained for the duration of the 00313

\ follow-up period / Corse

0 15 a0 4|5
Study day 3 EMPEROR

Prasaned
Butler J ef ol Eur J Heart Faid. 2022:24:245

Empagliflozin and Elderly Patients With
Preserved Ejection Fraction Heart Failure
Is Age Just a Number?*

Andrew 3. Sawer, MO

FlaurE 1 Cellular Aging Contributors and Proposed Mitigation by SGLT2 Inhibition

Nutrient-Rich Environment —— Starvation ——b Nutrient-Deficient Environment
‘Suppression of SIRTI/PGC-T/AMPIK 5 sGLT2i ——»  Activation of SIRT1/PGC-1/AMPK

| Acivatlonof mIORCUAW | ——> Rapamydn ———>  Suppressionof mIORCIAK.

Comorbidities —Inflammation Reduced Senescence
= Autophagy

‘.
= Reduced oxidative ‘
stress }e__;)

= Oxidative stress
= Inflammation

Hypertroph = Mitigation of

% y inflammation x
sl = Reversal of

= Cellular senescence

hypertrophy
Coronary ks
microvascular === HFpEF = Arrested
inflammation cardiomyopathy

R
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Nhirng lo ngai pho bién trong diéu tri
BN cao tudi suy tim?

Bénh nhan cua t6i co:

Huyét ap thap?

Chirc ndng than suy giam?
bai thao duwong?

Nguy co tang kali mau?
Thi€u mau?

Al o S

===> Piéu tri s& nhw thé nao?

' r LY r Y] ~ . - .
Huyét ap va chirc nang than khi sir dung empagliflozin
Progression of renal failure ¢GFRslope
SBP >130 mmHg 121 (+-0.42)
1 ——
156(039,274) 278 (+-0.43)
SBP 110-130 mmHg : 0.19 (+-0.33)
179 (087, 271) - 1,98 (+-0.34)
SBP<110mmHg ! - 042 (+-0.49)
185(0.56,3.15) ! 2.27 (+-0.45)
I O O O B | I T | |
101234 0 1 2 3 4
Slope difference (95% Cl) Decline in eGFR
B Placebc M Empaglifiozin
Bohm et al (2021): JACC 78:1337-1348, 2021 .,J‘
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EMPEROR-Reduced: Ha huyét ap co triéu chirng khong tang khi dung
empagliflozin, ngay ca & nhirng BN co nguy co’ cao

Hypotension events, n (%)

All events
Events within first 30 days of freatment

r/'

Not influenced by:

+ Diabetes
* Kidney function
* Age

* FEjection fraction
+ Systolic blood pressure
= Neprilysin inhibition

-

CIF, cumuiative incidence function
Cata on file

Empagliflozin (n=1863)

Patients at risk
Flaceko 1863 1487
Ermnpaglificzin 1863 1707

106 (5.7)

(1.6

Estimated CIF (%)

Placebo (n=1843)
103 (5.5)

) S\ 28 (1.5)

8 @ PFlocsko @ Ermpagliiczin

éCI 2}0 3:&0 45{] 5:10 ééO ?éO 8"0
Study day

1578 1324 1108 858
1605 1353 1115 847

-
0 90

415
624

411
415

210 93
210 98

E

Change from baseline eGFR [ml/min/1.73 m?)

Empaglfilozin bao tén eGFR & BN suy tim

B EMPEROR-Reduced

“ wic-in::r ncc!|

mean 138

o Early difference between bt by
empaglifiozin and placebo dus fo

7 the previously reported initial drop

. with SGLT2]

+1.73 ml/min/ 1.73 m?fyear
difference in eGFR slope
(95% CI: 080, 2.74; p0 001

0 10 0 30 40 a0 60 m 4] 0

Weeks since randomization

0o e 12 a0

Change from baseline eGFR (ml/min/1.73 m?)

-12

,%%’ EMPEROR-Preserved

Lm!al.lri' Pgcabio
“
rmwan (8

miljevin T miyear

1.36 mLfmin/1.73 mi/year
difference in eGFR slope
[#3% Cl 1.06, 1.66; p<0.001)

— Flacsbo [Roncom Intercept Rondom Sops Mo del)
= Empagificain (Random intercent Random Hope Modsl)

Buisaline

412 32 52 76 100

Weeks

124

Empagiflozin has been opproved for the ireciment of heart failure regardiess of BF in UL, In Malaysia, # is approved for the reaiment of HFEF only and has notbeen approved for heatment of HFpEF.

1. Packer M, et al. N Engl J Medl BSE 10.1054/MEIMoa20221 90;

2. Arleer 3 et ol N Engl J Med. 2021; DO 10,1058/ MEIMoaZ10703; 2 Pocker ef ol NEJM. 2021; DOI: 1001056/NERICZ112411

194

CAP NHAT CHAN DOAN VA BIEU TRI BENH LY NGUOI CAO TUOI




HOI NGHI KHOA HOC THUONG NIEN 2023
LIEN CHI HOI LAO KHOA TP.HO CHI MINH

. L] - e - - . - ~ -
EMPEROR-Pooled: Thoi gian xuat hién albumin niéu dai thé hoac
~ - LY . "~ LY - - - e
thuyén giam thanh albumin niéu binh thwong hoac vi thé
Time to incidence of macroalbuminuria in patients with Time to remission to normeo- or microalbuminuria in patients
normo- or microalbuminuria at baseline with macroalbuminuria at baseline
3] Placebo =
167 -
: 50- Empoghflozin
g 1 £ .
—_ - I
E 124 Empagliflozin § 40 J Flacebo
. ]
- e
g o £
E 4 2 2
5 5
i)
24
o —— ] | — . : T T T T T .
o 20 180 270 260 450 540 4630 720 810 00 990 10BD 1170 o 0 180 o] 360 430 540 820 720 a1g 200 %0
Patients af rzk Study day Peatients af risk Study day
Placebo 43356 3711 3595 32098 2992 2240 1586 1412 B71 794 4346 3244 108 a4 Placebo 500 342 a3 244 221 163 1o L ad 57 20 24
Empoglificsn 4212 3775 3884 2145 2027 2283 1635 1435 P10 B4 441 374 110 77 Empogificain 525 azn 7 23 219 159 nr ) &1 54 20 25
|
Morma- microalbuminug was aefined as UACR £33.F mgsmmal; macroalbuminuna was defined as UACRE =33.7 mg/mmial.
UACR, urine albumin-to-creatinine ratic.
18 Femeira JP ef ol JAMA Cordiol. 2022; doiz10.1001 /jomacardio 2022 2924, ~
al

Side effects and treatment initiation barriers
of sodium=glucose cotransporter 2 inhibitors
in heart failure: a systematic review and
meta-analysis

Davor Vukadinovié'*o, Amr Abdinl, Stefan D. Anker?, Giuseppe M.C. Rosana?,
Felix Mahfoud!, Milton Packer!$, Javed Butlert, and Michael Bihm1

A Acute Kidney Injury

Study SGLT2i Control
Evirts  Toml Ewt Ev Toul  Evera Risk ratic {95%C)
DAPA HF 23 236E 09T% 46 2368 1.84% e 050 (0.30- 0.82)
EMPEROR-Reduced 46 1863 247% 67 1867 350% L = 068  (0.48- 1.00)
SOLOIST-WHF 25 605 413% 27 611 442% [a— 094 (055~ 1.59)
SUGAR-DM-HF 1 52 18% 0 53 DO0% a0 (0.13-73.36)
TOTAL 95 4883 194% 140 4800 206% @ 069 (051-0.93)
T T p=0.02
[i] 1 2 a 4 5
Favours SGLT2i  Favours control
B Rate of
acute kidney injury
8388888888 Bl aKlion SGLT2- 1.9% sGLT2-i
SGLT2i c6 xu hwénglam 0000000000 M Excessorfiacebe ;) 4ot piacane
S 0000000000 & Neaki
giam cac bién cé tén 0000000000
e 0000000000
thuo’ng than Cap ‘AKI} O0000Q0OOOOQO Excess of acute kidney injury (AKI) on placebo Is
- OOOOOOOOOO 0.9% = toavaid 1 AKI, 111 patients shouvid be
00000000 QOQ teated with SGLT2-i
elelelelolelololo]e)]

Total 100%

VukadinoviC et al, Eur J Heart Fail (2022): [doi:10.1002/ejhf.2584]
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Gi@i han chirc nang than khi sir dung SGLT2i & BN suy tim

EUE RSB G SGLT2 inhibitors are effective in a
Be Included in Trial broad range of patients!<]

DAPA-HF! 30 mL/min/1.73 m? Effects independent of

* Presence of T2D[
EMdPERg[Rb]- 20 mL/min/1.73 m? « Renal functionld
Reduce N

a. Mchurray IV, et al. NEJM. 2019;381:1905-2008; b. Packer M, et al. 2020;383:1413-1424; c. Zannad F, et al.
Lancet. 2020; d. serenelli M, eta al. EHL. 2020,41:3402-3418

Supplementary Table & Practical guidance on the use of the sedium-glucose co-transporter 2 inhibitors dapaglifiozin
and empagliflozin in patients with heart failure with reduced ejection fraction™

WHYI A AN | Bmu & 7
To improve QOL, reduce the risk of HF hospitalization, and increase survival

IN WHOM AND WHEN? AN . Yl 4 7
Indications:

1. Patients with HFrEF (regardless of concomitant diabetes mellitus).
Contraindications:

1. Known allergic reaction/other adverse reaction (drug-specific).

2. Pregnancy/risk of pregnancy and breastfeeding period.

3. eGFR =20 mL/min/1.73 m**

4. Symptoms of hypotension or a SBP =35 mmHg,

21
*DAPA-CKD (dapagiiflozing envolled patients with an ¢GFR =25 mUimini1.73 m? Europesn Heart lournal (2021) 00, 142

Thudc diéu trj dai thao dwdng va nguy co’ suy tim

Thuéc diéu tri déi thao Thuéc tri tiéu dwéng co tac
dwérng c6 tac dung trung dung cé loi d6i véi nguy cor
tinh ddi vé&i nguy co suy tim suy tim

- B

= Insulin-glargine . Metformin
» GLP-1receptor agonists

(lixisenatide, liraglutide, = SGLT-2 inhibitors

semaglutide, exenatide) (empagliflozin,cana-
« DPP-4 inhibitor: linagliptin, gliflozin)

sitagliptin

Seferovic P et al. EJHF 2018;20:853-872 J
-
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@Esc

European Society
of Cardialogy

ESC 2019 Guidelines on Diabetes, Pre-Diabetes and CV Diseases

Class of Level of

Recommendations for glucose-lowering treatment for patients with diabetes recommend | evidenc
ation [

SGLT2 inhibitors

Empagliflozin.t canagliflozin, or dapagliflozin are recommended in patients with T2D and CVD, or at ;
very high/high CV risk, fo reduce CV events

Empagliflozin is recommended in patients with T2D and CVD to reduce the risk of death

GLP-1 RAs

Liraglutide. semaglutide, or dulaglutide are recommended in patients with T2D and CVD, or at very ;
high/high CV risk, fo reduce CV events

Liraglutide is recommended in patients with T2D and CVD, or at very high/high CV risk, fo reduce the
risk of death

DPP-4 inhibitors
Saxagliptin is not recommended in patients with T2D and a high risk of HF

+CV benefils of empaglifiozin are proven in palients with 120 and established CVD. ACS, acube coronary syndrome
Cosenfing F of of. Eur Heart ] 2020;41:255
-

LR

Nguy co tang kali mau van tang trong cac nghién cttu trén BN dwoc diéu tri
bang RAASI, mic du d3 loai trir BN ¢c6 nguy co’

RALES! EMPHASIS? EPHESUS?
G W ACEiandfor ARB + PBO M ACEiandior ARB + MRA P:G.U[]EB 5
5
-E P=0.29
2w 4
£5 P=042
2 2 2 17 ' i
m “
®og
0
n=10 n=14 n=25 n=33 n=126 n=180
Renal exclusion (ma/dL) SrCr=25 GFR =30 SrCr=25
Potassium exclusion (mEqg/L) K+ =5 K =5 K= =5
Treatment Spironolactone 25— Eplerenone 25-50 mg QD + Eplerencne 25-50 mg QD +
50 mg QD + ACEi ACEi andior ARB ACEior ARB
placebo + ACEi and/or ARB placebo + ACEi or ARB

placebo + ACEI

1. Pitt B, et al. N Engl J Med. 1909;341:708-17; 2. Zannad F, et al. N Engl J Med. 2011;384:11-21; 3_ Pitt B, et al. N Engl J Med. 2003;345:1300-21.

E
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25

EMPEROR-Pooled:
Tac dong cua empagliflozin trong giam nguy co’ tang kali mau

Composite of investigator-reported hyperkalaemia or initiation of potassium binders

12

Empaglifiozin: 313/4837 (4.5%)
Placeko: 371 /4837 (7 .7%)

Flacebo

B

Empaglifiozin
HR:* 0.82
(95% Cl: 0.71, 0.95)
p=0.01

@

18%

RRR

Esfimated cumulafive incidence (%)

O PO 180 270 540 450 540 430 720 S10 POD PO 108C 1170 12480
Days since randomization

Patfients of risk
Placebo 4837 4400 4172 3784 3457 3025 2480 2003 1516 1186 BO1 44 313 157 29
Empagiifiozin 4837 4437 4231 3841 3550 3087 2493 2010 1536 1213 B3F 575 328 184 38

Thiéu sat trén bénh nhan suy tim?

Thiéu sat (ID) trong suy tim cé thé xay ra déng thoi
hodc déc lap vai thi€u mau
Thiéu sat la mét yéu té dw dodn déc Igp vé khé ndng
gdng strc va khé ndng séng con kém
Ty |& thi€éu mau & suy tim
+ =30% & BN 6n dinh
* = 50% & BN nhap vién
so v&i <10% trong dan sé chung
Ty & thi€u sat trong suy tim
" =x50% &BN én dinh
" ~80% & BN nhap vién

Anemia \
(Hb <12 g/dL)

ID-Anemia

Iron Deficiency
(without anemia)

Anand | et al. Circulation. 2018;138:80-58 Nanas IN et al JACC 2006, 48; 12: 2485
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Ferric carboxymaltose for iron deficiency at discharge after Component of Primary Endpoint:
acute heart failure: a multicentre, double-blind, randomised, 26% reduction in total HF hospitalisation
controlled trial N
FiotrPonikowsk], Bridget-Anve Kirwan, Siefan 0 Anker, Theresa McDenagh Mavia Dorobanty, Jarostaw Drozdz, Vingent Fabien, B 0 Rate ratio (95% CI): 0.74 (0.58-0.94); P=0.013
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Tom tat

* BN cao tudi cé suy tim ding trudc nguy co cao cla tai nhap vién do
suy tim/ tlr vong tim mach

* T tru trong diéu tri HFrEF v&i sw xuat hién gan day cda SGLT2i chirng
minh dwoc hiéu qua va an toan trén BN suy tim cao tudi

» Th&igian BN nhap vién |a thoi diém vang dé t6i wu héa diéu tri

* Can lvu y nhi*tng van dé thudong gap trén 1am sang nhu huyét ap thap,
tang kali mau, bénh déng mac, thiéu mau thiéu sat
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