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Vai tro tién quyeét cua bac si khi lua chon thuoc

diéu tri noi khoa cho bénh nhan suy tim
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Dieu tri toan dién cho bénh nhan suy tim

Anticoagulant
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interventions blocker
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Loop diuretic
Hydralazine/ .- Ti-igegiiriad « _ If congestion g Thiazide
Nitrate ﬁal—us ”@;ﬁ-;
. fﬁ:;o?‘\a SGLT2 F@%@;%:h“ ~ .
L 250\ . o o> Vericiguat
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Mitral edge-to-edge repair Digitalis
Refer for LVAD/HTX

Johann Bauersachs. European Heart Journal (2021) 42, 681-683
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Diéu tri HFrEF theo khuyén cao mai

Hién nay.....

Diéu tri néi khoa HFrEF

AL
ACE/ARNI r@‘beﬁ% 4. M’gﬁ \ SLGT-2i

Nhip xoang tan sé > 70/ph Sung huyét Hé& van hai la co nang —
— |vabradine — Loi tieu Sira/thay van hai la
néu co chi dinh
Block nhanh trai va Ferritine < 100 hay
QRS = 130ms — CRT TSAT <20% Bénh nhén da den (twr xac
— Ferric Carboxymaltose nhan) — Hy/ISDN
Rung nhi
— Khang déng Dé cai thién chat lvong

- Digitalis MAét b nhiéu lan/suy tim cudc sdng— phéi hop da

C6 lap tinh mach phéi (PVI) khang tri — LVAD/Ghép tim chuyén nganh

Sau khi téi wu diéu tri ndi khoa va LVEF < 35% — ICD

Phucong thuc toi uvu diéu tri noi khoa

Phwong thirc 1 Phwong thirc 2

Proposed new sequencing Hospitalized or Outpatient

Day1 Day 7-14 Day 14-28 Day 21-42 Beyond

‘ ARN' Titrate, Titrate,
as Tolerated as Tolerated
Step 2 ARNI tional Therapies
‘ BB Titrate, Titrate, Titrate, i
asTolerated  asTolerated  as Tolerated C on of EP Device
Step 3 MRA ra-Clip
' ' Titrate,
B s Toleratdd Consideration of Add On

Manage Comorbidities

All 3 steps achieved within 4 weeks
Uptitration to target doses thereafter

Packer et McMurmray. Circulation. 2021:875— 877 Greene et al. JAMA Cardiol. 2021;6(7)743-744
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Phuong thirc toi vu diéu tri néi khoa

Phwong thirc 3 Cluster Scheme
Inittation and Titration of Foundational Therg) Heuart Fallure with LVEF < 40%
Red- Face to face visit with prescriber preferred Blue- Either face to face or virtual wisit with prescriber Orange- Wirtual wisit with prescriber preferred

Cluster A: Diuretic & SGLTi  + Cluster B: ARNi & MRA + Cluster C: Beta Blocker & SNI*

Encounter 1 (Usually face-to-face, up to 3 medication initiations)

Start Preferred Cluster A Medication Start Preferred Cluster B Medication Start Preferred Cluster Medication®

VN_GM_CV_314 Miller et al. Can J Cardiol. 2021;37:632-643.

Phuong thirc toi vu diéu tri noi khoa

So sanh céc cach thire t6i wu diéu tri néi khoa....

Packer et Khéi déng va t6i wvu BB + Khéi dong 4 nhém Quan trong khd nang dung  Khéi dau tuan tw tirng
McMurray! SGLT2i, sau do dén ARNI va thudc diéu tri noi nap, khong khéi dau qua nhom thudc trong thoi
sau cung la MRA khoa trong vong 4 nhiéu thudc cuing lic (nguy  gian kéo dai
tuan co tut huyét ap va suy giam
chirc nang than)
Miller et al? Tiép can theo nhém kiéu hinh 3-6 tudn khéi dau Dua trén dic diém lam sang  Bénh nhan phai tai
+ Néu qua tai dich: thém diéu tri ndi khoa, sau  bénh nhan dé tang kha nang kham nhiéu lan, khéi
SGLT2i do t6i wu hoa liéu dung nap t6i wu hoa diéutri  dau tuan tu tirng
+ Néu tang huyét ap: thém nhom thudc trong thoi
ARNI/MRA gian kéo dai

+ Néu tan so tim nhanh: thém
BB/SNI va toil wu ligu

Greene etal®  Khdi dau nhanh tit ca 4 thudc  Téi wu hoa liéu frong  T6i wru hoa nhanh/sém diéu  Néu bénh nhan co tac

nén tang diéu tri suy tim v&iliéu 1 thang fri ndi khoa, dat loi ichlam  dung phu ciia thuéc,
thap trong 1 tuan sang som kho xac dinh do nhom
thuéc nao

Abhinav Sharma et al. J Am Ceoll Cardiol Basic Trans Science 2022;
VYHN_GM_CV_314 Circulation. 2021:875— 877; 2Circulation. 2021:875— 877; 2JAMA Cardiol. 2021;8(7):743—744.
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Vai tro chen beta trong HFrEF

Bang chirng loii ich virng chic qua cac nghién ciru ban 1&é RCTs

@ . ® 101 Ccess ]
20 e h\m_\_\_\
MERIT-HF (n=3991) o 0 Nl
= A 0E e, —
- R - = - 5 . . » -
Bieu tri nen: ACE-i /ARB, digitalis = ) I \—‘__\_ﬂ
5 107 3
CIBIS Il (n=2647) :
. . 54 . Mieraprokal CRIXL 06 seiidni
biéu tri nén: ACE-i I 1 . Mol
COPERNICUS (n=2289) ° 3 6 5 m B owon ! S N
Manths of followsup Time after inclusion (days)
Diéu tri nén: ACE-i © L CHRN sENoRs |
R =
= 151 e £ 404
SENIOR (n 2128) \_\“‘\L‘_f" _| Carvedilal i "
Bieu tri nén: ACE-i /ARB, MRA (>70 tuoik ‘ Packbo [ e 5 =
2 15 H 3 20 M'!
= Plascho ——
8 —~T Nebivolol
57 § W04 — e
T rroom Risk reduction = 35K < / P=0214 Risk reclucton = 12%
T T T T T T 1 o T T T T 1
Lancet. 1999 Jun 12;353(9169):2001-7; Lancet. 1399 Jan 2;353(9146):9-13; a 36 9 s s o2 ° 6 12 18 24 L
Circulation. 2002 Oct 22;106(17):2194-9; Eur Heart J. 2005 Feb;26(3):215-25 Manths Tirne in stucly {menths)

Vai tro chen beta trong HFrEF

Survival

Diéu tri v&i bisoprolol giam:
1.0
Nm“ 166 deaths (n=1327) * 34% tr vong do moi nguyén nhan (p<0.0001)
= 08 -
H 4 0 P —
® Placebo: 228 deaths (n=1320} 44‘}3 ﬂ(_ﬂ. tw {p—0.0011}
0.8 lag rank test, p<0).0001
= * 20% nhap vién do moi nguyén nhan (p=0.0006)
N
4] 200 r400 GO0 B0
Time after Inclusion (Days) . . . . o _
3 34% reduction in all-cause mortality with bisoprolol 36% nhap vién do suy tim néng hon (p=0.0001)

CI2IS || e stigatons and Cammittess. Lancal 1999, 353:9-13 _/

VN_GM_CV_314 Lancet. 1999 Jan 2;353{9146):9-13
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Khong phai tat ca chen beta déu co vai tro giam tir vong
nhu nhau trong diéu tri suy tim EF giam

Circulato >

Velume 145, Issue 18, 3 Mey 2022, Papes ef5-21062 (" ey
hiitps: idoi.org 10 1187/ CIR 0000000000001 053 Aarezation.
AHAJACC/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
Tir vong do mgi nguyén nhan hodc nhap vién do nguyén nhan tim mach (= tiéu chi chinh): -14%,

on Clinical Practice Guidelines p=0.035
- 100
7.3.2. Beta Blockers Tur vong do moi nguyén nhan
giam khong ¥ nghia: -12% (p=0.21)
= . a0
Ed
the recommendation are summarized -E ——— Nebivold
kT
E B 4 ~——— Placeba
by patients with HEEF with cument o presi- =
otk symptomes, usa of 1 of the 3 beta blockars § 7o
proven o reduce martalily (sg, bizoprolal, ,g
carvadial, sustainad-releass matoprola sucei-
s reus 60 -
T:?:;:z;f;::::ﬂlml tor recuce rostality and HR.0.86 [0.74;0,99], p=0.039 ——
o Satamen; | P20 L LEE 00 ot e - , -
High Value (A) aconomic ;.'al:w e : 0 & 12 1 24 k] 36
. . ) Thiii gian {Théng)
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
car ilar hospital ission in eldery patients with heart failure (SENIORS). Buwr Hearf J 2005:28:215-225

Thuc trang dieu tri suy tim theo khuyén cao mai

CENTRAL ILLUSTRATION Initiation, Titration to Target Dose, and Discontinuation of GDMTS Among New

HEEII't Failure Drug Treatment— Users of GDMTs After hHF, In Japan, Sweden, and the United States

Inertia, Titration, and Discontinuation Look-Back Period  IndSK: Follow-Up Period: 1 Year

A Multinational Observational Study (EVOLUTION HF) After 100 Days After1 Year
: Iritianien of novel COMTS (dapagifiazs After GOMT inttistion. target dose

ma:;mu'-uumn}‘-uww @ achimvement wes often ko, while

enmpanid with oeher SOMTs, despig

high C¥ duathy/BHF risks

Gianluigl Savarese, MD, Pl Tabuya Kishi, MD, PuD,” Orly Vardeny, Proanab, M3, Samuel Adamsson PaLs -

Johan Bedeglnd, MD, PuD,' Las H. Lund, MD, PuD,"" Mareus Thasesson, Pul,” Blykem Bozkur, MD, T () 270,000 i
P

Chrene

iz_.
T
E

|

5 e Y
= Ngwng dieu tri trong 12 thang: 23.5% D Dhy O §§ - .
(dapagliflozin), 26.4% (SIV), 38.4% (ACEi), | .on. o s i - whem
33.4% (ARB), 25.2% (beta-blocker), va = , ’
42.2% (MRA). i {5 o
. . ti i MRA BE
- Pat lidu dich Ian lwot: 75.7%, 28.2%, o %E 2 ‘ ‘
20.1%, 6.7%, 7.2%, va 5.1%. e -
i e
EVOLUTION HF {Utilization of Dapaglifiozin and Other Savarese G, et al. J Am Coll Cardiol HF. 2023:11{1):1-14.

Guideline Directed Medical Therapies in Heart Failure = gt

*By dasign, @ aach GOMT catagory, 100% of patents ndiatad tWaatmant within | yaar of hHF dischange. ACE — angiotensin-Conwarting eraym:
ARE = angiotersin recepior Diockes; BA = bera-Dlocker; OV = candicasoular; GOMT = guideline-cinected medical therapy; RHF = hospisalization Tor
Feart Tailune; MRA — minaralecarticeid recepior antaganist

Savarese G, et al. J Am Coll Cardiol HF 2023;11:1-14
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Tri hoan khdi tri noi vién co thé lam mat cd 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)

100 93.1
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0
ACEI ARNIi Beta Blocker
¥ Prescribed at Hospital Discharge o Not Prescnbed at Hospital Discharge

Proportion With Postdischarge
Medication Fill (%)

Deferring initiation of therapies to outpatient setting carries >75 /0 chance
therapies will not be initiated within the next year

Curtis LH et al. Am Heart J. 2012;185:879; Butler J et al. J Am Coll Cardiol. 2004:43:2038; Rao VN, et al. J Am Coll Cardicl 2021, 78{20):2004-12.

Toi uu hoa liéu chen beta trong suy tim: 4R

TARGET
DOSE

CA THE HOA
DIEU TR

VN_GM_CV_314
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Khgi tri va tang liéu chen beta trong suy tim

« Khéi tri: suy tim “khdé” va suy tim “6n”
* Tang liéu: quy tic START LOW - GO SLOW

M§’E 5 nlg :uuezmps

. START LOW, G0 SLOW.

DON'T BVER-DD IT WITH EDIBLES.

Reduce
dose

Asymptomatic \ .
Bradycardia

History of myocardial START > Beta:blocker therapy

infarction or LVEF <40% \ e Hlitration

\
: Bronchospasm
Stable heart failure START Qe S

Z0

Unstable heart failure

Persistent gastrointestinal
e h dizziness Try anather
Readjustment | | Current symptoms at rest symptoms, headaches, T i
of regimen Evidence of fluid overload
including ACE ) J
inhibitors Hypotension

and diuretics | | Declining renal function

STOP
Recent hospitalization for
intravenous therapy )| 4@
Persistent (3 to 6 months) J
exertional fatigue, lethargy H;duce
If remains in patients m : e ose
unstable, beta- stable condition
blocker therapy
not indicated Unstable heart failure

NEJM Vol. 346, No. 18 - May 2, 2002
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Suy tim on dinh + nguy co thap

“Stable” heart failure # “low risk”

ﬂz‘otential risks of aﬁemptin& ﬂ:’otential risks of NOT \
to escalate GDMT in an attempting to escalate GDMT
eligible patient: in an eligible patient:

- Side effects - $Survival
- *Hospitalizations
- Adverse events - ¥ Quality of life

\ / \- 4 Symptoms /
-

Stephen J. Greene. J Am Coll Cardiol HF. 2020 Sep, 8 (3) 739-741
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ram CV death or HF hospitalization
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Lgi ich cong don khi dat lieu dich

Combinations of

ACEI/ARB/ARN + p-blocker ch(_en beta + ARNI

Log-rank: p=0,001

CV death or HF hospitalization | All-cause death
Adjusted HR (95% CI) Adjusted HR (955 ¢
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. : . : ; : Domenico D'Amario et al. European Joumnal of Heart Failure (2022) 24, 871-884
Time {years)
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L i

Liéu Bisoprolol va ti Ié tir vong trong suy tim

Dosage of beta-adrenoceptor antagonist and mode of death

Sudden death (%)

All-cause mortality (%) Progressive HF death (%)

607 P<0.001 254 P =0.002 15+ P =0.009
50 o0
—— 10
N — @ B ~
30 el J
20 — = 101 — 5]
] __,_/-JH 5- ) —
10 —— e f
r )
0 . - 0 - - r 0 T T
1 2 3 4 5 0 1 2 4 5 0 2 3
Time (years) Time (years) Time (years)
Years 0 1 2 3 L 5
0 mg 273 232 204 179 154 129
= <25 mg 285 251 215 197 172 140
== 2.5-T.4mg 876 800 724 650 584 451
== > 7.5mg 355 331 289 275 250 181

Sam Straw et al. ESC Heart Failure 2020;7-3859-3870

Tan so tim hay
lieu chen beta
lién quan dén
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-ACTIOMN Trial

Mona Fiuzat, PrarmD,* Daniel Wojdyla, MS,* lleana Pina, MD,{ Kirkwood Adams, MD,t David Whellan, MD,;
Christopher M. O°Connor, MD*)|

Nghién ctru trén 2331 BN suy tim NYHA [I-1V. Banh gia bién cb
tim mach (séng con va tai nhap vién) & BN kiém soat tan sé tim
(<70 so v&i 270 bpm ) va liéu chen beta giao cam (liéu cao so v&i
liéu thap)

Fiuzat M et al. J Am Coll Cardiol HF 2016;4:109-15
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Tan so tim hay liéu chen beta lien quan dén két cuc BN HFrEF?
Phan tich hau ky cua nghién ctru HF-ACTION

100% e {; Figh B Duusan + Figh Heari s 25% -
=, S-=-==. 2 55 Coua - Low et o - 2 1h0h 08 Dage + Lo Heon .
£ 3: Low BB Dioge + Hgh Heart Rate 3 Lew BE Cows = High Hean Raw
S - . 4 Low B0 Diose + Low Heart R & Low BB Dosa = Liw Hoan Rats
L Tw vong do moi o ;
B % A N & 204 Tw vong do moi
3 nguyén nhan £ nguyén nhan
g hoéc nhap vién 3 H_lff
E 0% - 5 15% o~ 7
2 8
g o E
& &
g 20% i
i
D.0% = i - T T 3 T
o L] 12 18 24 o 8 12 18 24
Time from Randomization (Months) Tirne from Randomization (Menths)

1 845 B1d aTs 48 251

2 808 613 450 b1 } ?‘m? Ll ;33 %? §£

3 358 27 Ll 109 &0 3 358 326 Pl ] 240

4 a1 26 e 14 LS 4 301 291 74 231 188

Liéu cao chen beta cai thién rd rét cac két cuc, bat ké tan sé tim

cao hay thip; HR =

0.77 [0.7-0.86];, p = 0.03

Fiuzat M et al. J Am Coll Cardiol HF 2016;4:108-15

Khuyén cao tu ESC 2021

5.3.2 Beta-blockers

Beta-blockers have been shown to reduce mortality and morbidity in
patients with HFrEF, in addition to treatment with an ACE-| and diu-
retic ™™ They alsa improve symptoms.'” There is consensus
that ACE-| and beta-blockers can be commenced together as soon
a5 the diagnosis of symptomatic HFrEF is established, There is no evi-
dence favouring the initiation of a beta-blocker before an ACEH and
vice versa'™* Beta-blockers should be initiated in clinically stable,
euvalaemic, patients at a low dose and gradually uptitrated to the
maximum tolerated dose. In patients admitted with AHF, beta-
blockers should be cautiously initiated in hospital, once the patient is
haemadynamically stabilized,

Irchannel inhibitor

lvabradine should be censidered in symptomatic
patients with LVEF <35%, in SR and a resting
heart rate >70 b.p.m. despite treatment with an
evidence-based dose of beta-blocker (or maxi-
mum tolerated dose below that), ACE-If{or
ARNI), and an MRA, to reduce the risk of HF
hospitalization and CV death.'**

lla

ESC 2021 khuyén cao néu da toi wu héa lieu chen beta triréc d6, ma BN suy tim EF giam van
co0 tan so tim, nhip xoang trén 70 l/ph, thi nén phoi hgp thém Ivabradine

Guideline ESC 2021
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Tiép tuc duy tri chen beta du EF cai thién

=0.83 =0.003

100% =

!.p.
=
|

B0%

0%

40% —

Difference in delta LVEF
compared to no beta-blocker, %

20% —

Beta-blocker dose

Beta-blocker Mo beta-blocker Beta-blocker No beta-blocker

Baseline 2-year
B <40% @ =40% and <50% @ =50%

Mobuyuki Enzan et al. J Am Heart Assoc. 2021 Jun 15; 10(12): 015240

1. Bac si déng vai tro tién quyét trong viéc ca thé héa diéu tri cho bénh

nhan suy tim trén nén cac hwéng dan diéu tri méi

2. Chen beta van dong vai tro nén tang trong diéu tri suy tim phan suiat téng
mau giam

3. Chly quy tic: START LOW — GO SLOW trong téi wu héa liéu chen beta

4. Nén duy tri diéu tri ndi khoa cho bénh nhan suy tim du phan suat téng

mau cai thién
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