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Thong nhat vé diéu tri ndi khoa tdi uvu trong cac Hudng dan

ESC GUIDELINES
WESC |, oo ol el 15

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

& To reduce mortality - for all patients - Khuyén cao diéu tri
e HFrEF z . i
= § LVEF 540% bal'!g cac thuor::
%= £ (Stage C) ’ dI;PO'ng uong co
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{05 - Nén tai kham sém
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x cC §¢ R 5
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S e ;g - Alternatively, these medications may be started sequentially, thuoc va bat dau
d N= <& with sequence guided by clinical or other factors, without need va/hodc ting liéu
to achieve target dosing before initiating next medication. cac thudc cé bang
- Medication doses should be increased to target as tolerated. chirng (IC)

Ky vong song cua BN ducc kéo dai vai chién luvgc mai
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Switch to ARNI Extend Your HFrEF Patient’s
Ep T ) Life by 6.3 Years

3. Start SGLT21

Kéo dai thém 6,3 ndm séng cho b&nh nhan vé&i chién lwoc phéi hop dd 4 nhém thudc

Vaduganathan M, et al. Lancet. 2020;396:121-128
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Nhirng khoang “gap” trong thu'c hanh dieu tri suy tim

S dung
dwéi mire
khuyén cao
vé GDMT

Theo doi tir
xa con han
che

Tiép can dieu
tri suy tim
theo chuyén
khoa con
gi¢i han

Kiém soat
bénh doéng
mac kém
Giao duc va
hé tro bénh
nhéan khéng
du

Thuc trang diéu tri suy tim theo khuyén cao maoi

CENTRAL ILLUSTRATIOMN Initiation, Titration to Target Dose, and Discontinuation of GOMTs Among New
Users of GDMTs After hHF, in Japan, Sweden, and the United States

Heart Failure Drug Treatment—
Inertia, Titration, and Discontinuation
A Multinational Observational Study (EVOLUTION HF)

Irdas:

Look-Back Period 2020-2022 Follow-Up Pariad: 1 Year

After 100 Days After 1 Year
—a Irinlatien of novel CORTS [dapagifiazia (i After GOMT initistion. target dose
Gianluigi Savarese, WD, PuD,"" Tabuya Kishi, MD, PaD," Orly Vardeny, Promil, M5," Samuel Adansson Patnss - ani] sacu bl valsartan) wis deliped Q ::lhmut-nlmlm.dih
Johan Bodegird, MI, Pub, Lars H. Lund, MD, Full*" Marcus Thuresson, Pull," Biykem Boakourt, MD, P O 270000 7, -zv R e S S

CC{}—"::% Dapaglifiezn Saceitrd/Valsartan

= Thei gian kh&i tri GDMT dai hon v&i khuyén cao méi
(dapagliflozin or sacubitril/ivalsartan): 39 va 44 vs 12
t&i 13 ngay (Japan), 44 va 33 vs 22 t&i 31 ngay
(Sweden), va 33 va 19 vs 18 t&i 24 ngay (USA).

= Nguwng diéu tri trong 12 thang: 23.5% (dapagliflozin),
26.4% (sacubitril/valsartan), 38.4% (ACE inhibitor),
33.4% (ARB), 25.2% (beta-blocker), va 42.2% (MRA).

= Dat liéu dich I3n lwot: 75.7%, 28.2%, 20.1%, 6.7%,
7.2%, va 5.1%.

EVOLUTION HF (Utilization of Dapaglifiozin and Other
Guideline Directed Medical Therapies in Heart Failure

Savarese 3, et al. J Am Coll Cardiol HF 2023;11:1-14
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Savarese G, et al. ) Am Coll Cardiol HF. 2023:10(1):1-14.
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*By dasign, in aach GOMT catagory, 100% of patients initiatod traatmant within | paar of KHF discharge. ACE = angintensin-sonvarting ercysns;
ARE = Angiotersin recentor Dlocker: BA = beta-Diocken; OV = cardicwasoular; GOMT = guidelre=cirectad medical Therapy; NHF = Nosgitalization e
Pt Tailura; MRA inaralscartiosd (e g iﬂlﬂmiﬂl’
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Lieu toi uvu theo Khuyén cao mai dat ti lé thap

H F 'I D T FIGURE & Titration to Target Dose and Discontiesation of the Most Fregeently Used Trestments in Each GOMT Class Amomg New Users of GOMTs After hiF
eart Failure Drug Treatment—
Dapaghfiazin Sacubitrilvalsartan ACE inhibiar ARB Bata-blocker MRA
Inertia, Titration, and Discontinuation "
A Multinational Observational Study (EVOLUTION HF) i 0 1
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- Ngwng diéu tri trong 12 thang: 23.5% (dapaglifiozin), | * '2
26.4% (sacubitril/valsartan), 38.4% (ACE inhibitor), 5« 1 1
33.4% (ARB), 25.2% (beta-blocker), va 42.2% (MRA). 2. ] ]
= Dat liéu dich 1an lwot: 75.7%, 28.2%, 20.1%, 6.7%, B e | S——
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7.2%, va 5.1%.
Time since treatment initiation (months)
B Dizcontinued reatiment B8 Switch to sacubitrilvalsarian Slert dose Low dase [<50% of TD)
Intarmediate dosa (S0-86% of TD) I T (=100%)
EVOLUTION HF (Utilization of Dapaglifiozin and Other
Guideline Directed Medical Therapies in Heart Failure o= Rt dese: el ablandations & K Fgere 1

Savarese G, et al. J Am Coll Cardiol HF 2023;11:1-14

Tri hoan khéi tri ndi vién cé thé lam mat co hoi diéu tri cho BN

Post-discharge Use of GDMT by Prescription Status at Hospital Discharge
(ACEi/ ARNi/ MRA: 12-Month Follow-Up; Beta Blocker: 60-90 Day Follow-Up)
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Prescribed at Hospital Discharge m Not Prescribed at Hospital Discharge

Deferring initiation of therapies to outpatient setting carries >75% chance
therapies will not be initiated within the next year

Curtis LH et al. Am Heart J. 2013;185:579; Bufler J et al. J Am Coll Cardicl. 2004:43:2038; Rac VN, et al. J Am Coll Cardicl 2021;78(20):2004-12.
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Nhirng thay doi trong chinh liéu thuéc thuong chi
trong thoi gian nam vién

ESC-HF-LT-R: prospective, cbservational registry in 21 European and'or Mediterranean courtries, which included 12 440 patients in 2011-2013
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Xuat vién la thoi diém tot nhat dé toi vu hoa diéu tri noi tru

ESC-HF Long Term Registry: Oral treatments of hospitalized HF patients (n = 5039)
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Bang ching hién tai cia GDMT theo tién trinh suy tim

EMPULSE
24 howrs-5 days 90-day follow-up
DAPA ACT HF TIMI&E:
24 hours—7 days 2-month follow-up
DICTATE-AHF-*
<24 howrs Unfil discharge
SOLOIST-WHF-" 24 hours—
= 5 days post-discharge 22-month follow-up
o
E EMPEROR-Preserve: 1 week post-discharge onwards; median 26 months’ follow-up?
g EMPEROR-Reduced: 1 week post-discharge onwards; median 14 months' follow-up
Qo
£ DAPA-HF: 4 weeks post-discharge onwards; median 18.2 months’ follow-up
o GALACTIC-HF: 24 hows-1 year post-discharge Up fo 4-years’ follow-up
=
Iu PIONEER: 24 hours-10 days VICTORIA: <3 months—4 months post-discharge; median 11 months’ follow-up
pest-discharge 4-8 weeks’ follow-up
In-hospital
% |
|
|
|
o |
2 !
o
Admission Discharge & months

*Only patients with fype 2 diabetes. 1. Adapted from Tromp J ef al. Eur J Heart Faill 2021;23:826; 2. Anker S et al. N Engl J Med. 2021;385:1451.

PIONEER-HF: ARNI 6 bénh nhan suy tim cap nhap vién
khi 6n dinh Tiéu chi chinh Wsionenr
Thay dbi mirc NT-proBNP so v&i ban diu *

-2 9%

Giam tham néng d¢
NT proBNP so voi

enalapril

Tiéu chuan nhan vao nghién ciru
= Nhép vién do suy tim mat bu cap
* LVEF = 40% trong vong 6 thang gan nhat 0
* NT-proBNP 2 1600 pq,me hodc BNP 2
400 pg/mL tai théi diem nhan bénh
» Diéu tri 6n dinh trong th&i gian ndm
vién:
- SBP z 100 mmHg trong 6 gio
trwére; khong ha huyét ap ¢é triéu

101

Enalapril

&, thay déi so véi ban diu
lg i

chirng - 40-
- Khéng ting liéu thudc lgi tiéu dwéng -
tinh mach trong 6 gi& trwéee - 507 Sacubitril/Malsartan
- Khéng str dung thudc din mach 60 1
dwéng finh mach trong 6 gid trurde HR 0.71 (95% €1 0.63, 0.80); P<0.004
- Khéng str dung thudc ting co bép cor 70— : 1 ; - r ; . T
tim dwdéng tinh mach trong 24 gi& Bandau Tuani Tuén2 Tuén 4 Tuén 8
trudre Thei gian theo déi
S6BN
Enalapril 394 359 35 350 348
Sacubitri 397 353 363 363 349
Valsartan

‘ Velazquez EJ, et al. N Engl J Med 2012, dol:10. 1056/NEMoald12851.
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TRANSITION: Giam sdm NT-proBNP vai S/V cai thien két cuc
tim mach

e 40 Favorable NT-proBNP (N=383) Pap rng thuan lgi vei S/V khi
i s S S NT-proBNP:

3 Mumber of : Favorable NT-proBNP: 34; N (72 .z -

) H;";m;::um o ¥ = Giam <1000 pg/mL hoac

g 30 4 I : 0.38-0.86) - - > 0 ro- A
5 Sl L Giam > 30% so vei ban dau
e 25
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Nurmber at risk Time following discharge from index hospitalization week
Favorable NT-proBNP 393 386 382 382 376 371 365 361 359 357 354 347 342 222
Mo response 503 496 4B3 469 459 446 435 424 M7 411 410 405 389 257

Domingo Pascual-Figal, et al. J Am Coll Cardiol HF 2020;8:822-33

EMPULSE: Empagliflozin trén BN suy tim cap

Nghién ciru mu déi, n=530 BN suy tim cap (de novo hoac mat bui), 6n dinh (nhap vién —
ngau nhién: 3 ngay), bat ké EF (EF > 40% = 31.8%)

. s - = Win ratio of Win ratio: 1.36
Tiéu chi chinh: tr vong chinical bensfit® 96% 01 (1.00-1.68) ——
chung, so bien co suy tim,
hoéac thay doi > 5 diém ¥ims 1o dend
KCCQ tai 90 ngay
HFE frequency
Time to HFE
KCCO-TSS
Ties, none of
the previous
2 Biaslbaueione tacia (Wit b the hosphal):
s e precedieg B
. nsn..uar:hmmuum:im:unwmmm W Empaglifiozin 10 mg winner 0.25 0.5 1 2 4
el g . “+ >
g -y Wl Placebo winieg Favars Favors
1 $GFR S mULIS at dung el rveeriab, ey Jvier S W Ties placene empagliflozin

oramuy
st 00 dseps i b pander i sins

Adriaan A. Voors, et al. Nature Medicine, 2022,28: 568-574; https://doi.org/10.1038/5415931-021-01659-1
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Loi ich sdm cua ARNI va SGLT2i trong HFrEF

PARADIGM-HF: Ty I& nhap vién DAPA-HF: Tir vong tim mach, nhap vién EMPEROR-Reduced: Tir vong chung,
: - Lt J ) . P iy - A PR
trong vong 30 ngay sau khi nhan suy tim, kham suy tim khan, va tang nhap vién suy tim, kham khan/ cap ctru
vao nghién ciru cwong diéu tri suy tim ngoai tra vi suy tim nang hon
15m Day 12 Day 34
' — 212 s . i —-—3 =
| Sacabi ! Placebo J v i Placebs
! HR.50 (6% GF D38-054) Hrtston 4161 = Day 27 i " i | ,_,-rr =
3w g‘.’-’ HR 0.55 [95% C| 0.30, 0.99) i HR 042798% C1 011, 0.42) A
f P [ FR0.039
E‘ = a ¥ =y i __r"'_'_: Empagifiozin
it & e . g
5 e [ | g 1
-v! ™ K- ; _.—"_Epagliflnzin 4 [ T A E1804, 108
= r o : ‘_J_. Pag g4l
3 U A Y 0 _‘L_,_.-i‘rr i i
2 =t i o 30 0
H 0 H H " 15 Y 25 * Diays ater rardam E0n
Marmbu ot et at Dwyn. afiee rancorvizntios Bumber af Risk Day: Sinos Randomization ——
ARNI 4 e I 4 273 273 2m zape 282 ] 2384 Placabo |57 fax A =i
Enalagrl 4212 4 ] 4 Placebo 71 = 2961 ) T E=m BH Empa. 153 e e L L
[1]Packer 6t al Circulation 2015;131:54-81; ty KF. ot al 020;142:1623-1832 [BIPacker ot al.

Circulstion 202,143 328-336

PARADIGM-HF: ARNi trén suy tim man

Tiéu chudn nhén vao nghién ciru:

+ Suy tim man, NYHA IHY, EF < 40% (s 35% .
sau 1 ndm nghién ciru bat dau) va: EnalaPﬂ' 17
* BNP = 150 pg/mL (hay NT-proBNP = 600) 4 32 (n=4212)
hodc )
3 & 1
+ BNP = 100 pg/mL (hay NT-proBNP = 400) % C‘Ee 914
+ Nhap vién vi suy tim trong 12 thang qua E a 24
« On dinh véi ACEVARB (lidu trong durong E r LCZ696
enalapril = 10 mg/ng) trong 4 tudn e w (n=4187)
+ Chen beta trong 4 tuan, trir khi khéngdung -3 2 =417
nap =8 16
- Libu ti vu cac thudc suy tim (MRA) £ g
Tiéu chuan loai: = 3
e — 83 HR = 0.80 (0.73-0.87)
N ¥4 -
- eGFR < 30 miimin/1.73m2 8 P = 0.0000002
+ K+=52mmoliL Number needed to treat = 21
+ HA tt = 100 mmHag, fut HA co triéu chirmg
« Suytim mAt b c4 o
y tim mat bl cap
0 180 360 540 720 900 1080 1260
T“":u ch |,da“h gia RIS, | Days After Randomization
chinh: T&r vong tim -
a n - LCZEg6 4187 3911 3663 3018 2357 1544 896 49
ma(:h va nhap Vlen Enalapril 4212 3883 3579 2 123 1488 853 236

do suy tim

McMurray, et al. N EnglJ Med 2014; ePub ahead of print: DOI: 10.1056/NEJMoa 1409077 .
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Hiéu qua diéu tri gia tang vadi s6 nhom thuoc
- ¥ - All-Cause Maortali

Phan tich gop o

75 nghién ciru ARNI + BB + MRA + SGLT2 — 0.39 [0.31; 0.49]
R B TR TT O TeSTY

voi 95.444 bénh ARNI + BB + MRA + Omecamtiv —_— 0.44 [D.36; 0.55]

nhan ) ACEI + BB + Dig + H-ISDN T 0.46 [0.35; 0.61]
ACEl + BB + MRA + |\VA — 0.48[0.39; 0.58]
ACEl + BB + MRA + Vericiguat — - 0.49 [0.39; 0.62]
ACEl + BB + MRA + Omecamtiv — = 0.52 [0.43; 0.63]
ARNI + ARB + BB + Dig —— 0.65 [0.55; 0.76]
ARNMI + BB + MRA —_— 0.44 [0.37; 0.54]
ACEl + BE + MRA —— 0.52 [0.44; 0.61]
ACEl + MRA + Dig — 0.66 [0.56; 0.78]
ACE| + BE + Dig — 0.68 [0.59; 0.78]
ARE + BB + Dig —— 0.73 [0.64; 0.83])
ACE| + ARB + Dig —— 0.82[0.72; 0.96]
Dig + H-ISDN A, W 0.67 [0.53; 0.86]
ARNI + BB —— 0.58 [0.50; 0.68]
ACEl + BB —-— 0.69 [0.61; 0.77]
ARE + BB = 0.74 [0.66; 0.82]
ACEI + Dig —] 0.87 [0.78; 0.858]
ARB + Dig - 0.94 [0.84; 1.05]
BB = 0.78 [0.72; 0.84]
ACEI = 0.89 [0.82; 0.96]
ARB 0.95 [0.88; 1.02]
Dig 0.99 [0.91; 1.07]
PLBO 1.00

0.25 0.5 1 2
Tromp J, et al. J Am Coll Cardiol HF. 2022 Feb, 10 (2) 73-84

Nhin lai

hiéu

qua cua cac nhom thuoc trén dai LVEF

B M ™M ®m M & & W 3 & s M

ARB ARNI .
Empaglifiozin
B CV death or HF hospitalization [+ GV death or HF hospitalization A CV death of HF hospitalization
4 04 — - e
:2 Penlesaction = 035 :2 Peinferaction = 0022 . ;
] 3] o ; Mon Linear assumption.
& & = g cubic spline regression model
e 2 =
2101 21 2§
4 & 27 r—\______/,—\
B B = f
0.5 0.5 E o
| O T . e (e e e O [ e T D S O R e . T L R - r T
15 20 25 30 25 40 45 50 55 60 65 70 75 15 20 25 30 35 40 45 50 55 G0 65 70 75 OB W F 3 A 8 K K R OE #
Left veritricudar ejection fraction (%) Left ventricular ejection fraction (%) Eaaging LR ek Beton P [
*Companed wih placsba “Cormparsd with snalagil o valsartan
MRA Digitalis Y Tglmozn
-interacton
D CV death or HF hospitalization E CV death or HF hospitalization .
2.0 2 04— —_—
= P-meractian = D07 = Peirteraction =013
] o a-
£ g B —
2 & i T
g 2 “
£ 0 £ 1.01 i=
o o -
B B .
5

=
n

=
&
I

L L T, . I U FNN | N NS B NN E
16 20 25 30 35 40 45 50 65 60 &5 TO 76

T T T ol T | L o o G R
15 20 25 30 35 40 45 50 55 B0 &5 70 75

IVEF %

Inferaction between the effect of: (A) the sodum-glucose co-ransporier 2 [SGLT2) empagifiozin; fram
Busier ef 312 *and of (5] the angiotensin raceptor Blocker (ARB) candesartan; (C) ihe anglatensin recepior-

MEpriyIn IhibRor (ARNI) sacublirll valsartan; (D) the mineralocoricold recepior antagonists (MRAS)
spironalactone and eplerenone; and (E) the digialls ghycoskie AgN acconing o baseine LVEF In the nals
repartad by Dewan ef 2. 7and the Digitalls Investigation Group's.

Left ventricular ejection fraction {%)
*Compared with placebo

Ll ventricular ejection fraction (%0}

“Companed wih placsto

Kondo T & McMurray JVV Eur Heart J 2021
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Manh ghép diéu tri suy tim da du?
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Nhanh nhat cé thé dat ducgc liéu tdi da dung nap du'cc
cua 4 nhom thuoc nén tang diéu tri HFrEF

» Sir dung 4 thudc nén tang: trong vong 4 tuan.

= Pat liéu to6i da theo khuyén cao hay dung nap dwoc
trong 8-12 tuan.

= Piéu chinh thudéc mdi 1-2 tuan.

‘ Amr Abdin, et al. Clinical Research in Cardiology (2021) 110:1150-1158
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Chién lugc khai tri va diéu chinh cac thuoéc nén tang
trong suy tim

The Four Pillars of Heart Failure

Initiate k BB MR ——
Optimise
ir
N N\
Re-assess

Consider additional therapies

Sam Siraw, ef al. Open Hearf 2021;8:e001585

Liéu thap cta nhiéu thudc van co Igi?

CV death or HF hospitalization | All-cause death
Adjusted HR (95% CI) Adjusted HR (95% CI)
ACEi/ARB/ARNi use
No use - Reference l Reference
1-49% of target dose —i— 0.B83(0.76 to 0.91) i 0.76/(0.70 to 0.84)
50-99% of target dose . 0.78(0.71 to 0.86) o 0.71 (0,64 to 0.78)
>100% of target dose — 0.73(0.67 to 0.80) —a— 0.64 (0.58 to 0.70)
Beta-blocker use
No use - Reference - Reference
1-49% of target dose —8— | 086007910095 —m—  089(081to0.98
50-5%% of target dose i 0.81(0.74 to 0.89) —a— 0.78 (0.71 to 0.B&)
=100% of target dose . | 0.74 (0,68 10 0.82) e | 0.7200.65 o 0.79)
as0 Lowne ot avs D Hm"i:k.o 11 0se A .‘L. il "‘:.ﬂ 1
HR for CY death or HF hospitalization HR for all-cause death
llag scakal o scalel

Figure 3 Independent associations of the percentages of target dose achieved per class of drug with the composite outcome of cardiovascular
death or heart failure hospitalization and with all-cause death. ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor
blocker; ARMI, angiotensin receptor—neprilysin inhibitor; CV, cardiovascular; HF, heart failure; HR, hazard ratio; TD, target dose.

Domenico D'Amario, et al. European Journal of Heart Failure {2022) 24, 871-884
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Loi ich cua liéu thap ARNI trong trong nghién cifu
PARADIGM-HF

Phan tich hau kiém nghién ctru PARADIGM-HF: liéu toi da (200 mg S/V, 10 mg enalapril bid) vs
giam lieu (100/50/0 mg S/V, 5/2.5/0 mg enalapril bid)
Tiéu chi: ttr vong tim mach hoac nhap vién vi suy tim

Favors Sacubitril/valsartan Fawors Enalapril
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—
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-

meT e Gsa P for interaction = 0.99
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HA 078, 85% C1 0.58-1.07

Ohwaeil
HR 080, 85% C1 0.73-087
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Hazard Ratio

Giam nguy co bién cé ciia ARNI so v&i enalapril & cac nhom liéu ARNI khac nhau khong
khac nhau
Orly Vardeny, et al. European Journal of Heart Failure (2016) 18, 1228-1234

Loi ich cua liéu thap ARNI trong trong nghién ciru
PARADIGM-HF

Phan tich hau kiém nghién ctru PARADIGM-HF: liéu toi da (200 mg S/V, 10 mg enalapril bid) vs
giam lieu (100/50/0 mg S/V, 5/2.5/0 mg enalapril bid)
Tiéu chi: tir vong tim mach hoac nhap vién vi suy tim

Bat ky giam liéu nao Trwde giam liéu Sau giam liéu
HR 2.5 (95% Cl 2.2-2.7) HR 0.79 (95%CI 0.71-0.88, P <0.001) HR 0.80 (95%CI 0.70-0.93, P < 0.001)
Events Prior io Dose Reduction Events aher Dose R
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Liéu giam tang nguy co bién cé bat i, nhwng liéu giam cua ARNI van giam bién cé tim
. mach nhiéu hon so vé&i lieu giam ACEi

Orly Wardeny, et al. European Journal of Heart Failure (2016) 18, 1228-1234
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Loi ich va nguy co cua GMDT trong vién

Hypotension
Hyperkalaamia
Warsening heart
failure
Worsening kidney
function
Ketoacidosls

Benefits

Rapid reduction
in readmission risk
Decreased mortality
Decreased natriuretic
peptides
Renal protection

The efficocy and safety afin-hospital guideline-direcfed medical therapy shown as fskbeneft

roifos from clinical irfaf and registry dato.

Cardiac Failure Review 2022;8:221. DOI: hitps://doi.org/10.15420/cfr 2022.08

v

Nhirng ly do chinh dan dén khong t6i wvu GDMT gom
Suy giam chu'c nang than / Tang kali mau / Ha huyét ap

Reasons for Discharge Reasons for Discharge with
with Congestion No or Less ACEi / ARB therapy’
100 4 100 -
an a0 -
80 o &0 4
g 70 4 T0
T
E o0 60 4
E 50 4 50 4 (m—'\‘
2 o
40 A 40
g 27% 5% 31%
g 30 9 1% 30 4
20 4 15% 20 4 14% .
10 1 % “ I* 10 4 3% .
o T - T — —T T T 7 D — — = - T 1
Renal Patient Hypotension Lowalbumin  Bestdinical Plan for Other* Hypotension Worsening Inotropic Hospice Mot
wn:ﬁDJ resistance)’ compromisef ocutpatient Kidney therapy/ recorded
noncompliance chronic diuresis function [ cardiogenic
oedema \ prertiiaemiy shock

*Other reasons for discharge with residual congestion included severe TR secondary to severe PH [n=2), severe TR secondary te biventricular HF (n=2), cedema caused by PVD [n=4), AS (n=1),
restrictive cardiomyopathy (n=1), noncardiac rales (n=1) and hospice [n=1). +Percentages reflect all reasons documented for discharge with less or no ACEi/ARB therapy among those either not
initiated or not maintained on at least their ACEi/ARE dose at admission. Adapted: Gilstrap LG et al. J Am Heart Assoc. 2018,;7:=008783.
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PIONEER-HF: ARNI & bénh nhan suy tim cap nhap vién
khi 6n dinh -

@ PIONEERHF
Bién cé ngoai y thwérng gép hodc can lwu y

P it =
20 Rinu-s‘lsﬂl-s RR=0.93 Sacublt-nINaIsartan (N=440)
1'54] (0.67 - Enalapril (N=441)
’ 1.28)
Y 14.7 RR=1.25
(0.84-
1.84)
116

101

Bénh nhan gap bién cd ngoai y(%)

Ha ap co Chirc ndng Tang kali mau Phi mach

I triéu chirng than xdu di

Velazquez E.J, &t 3l. N Engl J Med. ool 10. 1056 EMoa 1312851

Két luan

1. Diéu tri suy tim téi wu theo khuyén cao dwa trén cac chirng
cr manh mé vé cai thién két cuc tim mach.

2. Thwec trang t6i wu héa diéu tri dwa vao khuyén cao van con
nhiéu van dé can nhin nhan.

3. Biang chirng va khuyén cao tir cac guideline cho thay can tng

dung ca thé hoéa theo bénh nhan.
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Every Patient
Tells a Story ' Xin cam on qui

Thay Co va dong nghiép
® da lang nghe

MEDICAL MYSTERIES
and the

ART OF DIAGNOSIS
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