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Gy Disclaimer

* Information provided in this educational presentation may contain recommendations outside the approved labeling
of the drugs under discussion. It is intended to provide healthcare professional audience with pertinent scientific
data to form your own conclusions and make your own decisions. This information is not intended to be promoting

or recommending any indication, dosage or other claims not covered in the licensed prescribing information.

* Please refer to the VN MoH-approved prescribing information for these therapies for a complete list of approved

indications and dosing, contraindications and warnings.

» This presentation is financially supported by Boehringer Ingelheim.
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* TONg quan vé suy tim cap

* Muc tiéu & chién lwgc quan ly bénh nhan trudc & sau xuat vién
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T| lé tr vong cao sau nhap vién do suy tim cap
" C6 dén % bénh nhan to vong sau 5 nam

100% . TR
El Kimmoun’s meta-regression
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Antohi, L.E., Adamo, M, Chioncel O. (2022), Long-term survival after acute heart failure hospitalization: from observation to .
collaborative interventions. Eur J Heart Fail, 24: 1529-1531. Hm HGH' KHOA Hl)c THU'O'NG HlE" IIM! 2025



Viét Nam: 1 trong 4 bénh nhan suy tim tr vong trong
vong 1 nam sau xuat vién

The 1-Year Mortality of Asian HF Patients Is Still High,
Especially in Southeast and South Asia:
CV Death is the Primary Cause of Death for HF

Crude Mortality of HF at 1 Year of Asian Countries in
the Report-HF Study
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JACC: Asia. 2024 Apr, 4 (4) 249264
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https://www.jacc.org/journal/jacc-asia
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\ ESC 2021: Muc tieu & cach tiep can cho twng giai doan
N suy tim cap I |

'+ Close monitoring of vital signs and

 Suy tim cap (STC) la tinh trang triéu chirng suy e _-mgmmgmgggs
? . 7 n ~n [V \ \ N perfusion . A
tim khoi phat dot ngot hoac tur t nhuwng lam it oot e (e iy ‘Sﬂm&i’:ﬁfﬁ;‘

renal, hepatic, gut)
* Prevent thromboembolism

functions (vasodilators,

vasopressors, inotropes,
diuretics, supplemental O,)

nguoi bénh phai di bénh vién hodc kham ngoai

ké hoach hodc nhap vién cép ctru

+ Identify aetiology and relevant
co- morbidﬂs and start targeted
treatment

» Titrate therapy to control
symptoms and to relieve

Intermediate congestion, manage hypoperfusion

o 4 and optimize blood pressure

+ Initiate and up-titrate disease-
modifying pharmacological therapy

» Consider device therapy in

appropriate patients

¢ STC la nguyén nhan nhap vién hang dau &
ngudi trén 65 tudi va ti |é t&r vong/tai nhép

Vién cao

» Initiate and up-titrate disease-
modifying pharmacological and
device therapy

+ Develop a care plan with the

phoi cap; Suy tim phai cAp don ddc; Séc tim o i pmiat ] | e

* Improve symptoms and quality. '
oflife - '

+ Achieve full congestion relief
» Prevent early readmission

 Biéu hién Idm sang: Suy tim mat bu cap; Phu

monitoring of pharmacological
therapy, review of device therapy
« Enrolment in a disease
management programme
1. European Heart Journal, Volume 42, Issue 36, 21 September 2021, Pages 3599-3726; 2. Khuyén céo vé chan doan

va diéu tri suy tim (2022)—!1I6i tim mac’h hoc Viéyt Nam ’ ’ 0 - <
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Quan ly suy tim cap theo bénh canh l1am sang

Clinical phenotypes

A
/ \

Suy tim mdt bu cdp Phu phéi cdp Suy tim phéi cép don déc Séc tim

Chn nhac digu tri
giam nha

1. European Heart Journal, Volume 42, Issue 36, 21 September 2021, Pages 3599-3726; 2. Khuyén cdo vé chan doan

va diéu tri suy tim (2022)-Hgi tim mach hoc Viét Nam = s
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'Panh gia trwéc xuat vién
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Cac yéu to giup cai thién két cuc e
sau xuat vién: |

e Loai trir/giam sung huyét dai
dang

e T6i wu hda diéu tri ndi khoa |
(GDMT)

* Lén k& hoach quan ly chat sau Regular follow-up_

xuat vién

Pre-discharge Early post-discharge

Pre-discharge and early post-discharge management of patients hospitalized for acute heart failure: A scientific statement by the Heart ' s
Failure Association of the ESC European Journal of Heart Failure (2023) 25, 1115-1131 “m -ﬂ'“ KHOA “oc THU'O'NG HIE" "m 2025



\’“ // sung huyét dai dang luc xuat vién lai
EVEREST ESC HF LT registry PROTECT

Intematvonal joumal of Cardsology 258 (2018] 185-191

w113 bénh nhan suy tim cap con tinh trang

@ESC European Journal of Heart Falure (2019 RESEARCH ARTICL| st Conteris lists available at ScienceDirect N
et ourral (013 4, 635 CLINICAL RESEARCH Eumopean Socicly  dot 10,1000/ 492 . , e
s 0O Heart failurelcardiomyopathy International Journal of Cardiology
c“nical ——— and predictive value of ACUtE heal't fa-ilure COI‘Ig‘;‘StiOl’I and perfusion I I journal homepage: www.elsevier.com/locate/ijcard
congestion during hospitalization in patients status — impact of the clinical classification on
admitted for worsening signs and symptoms of in-hospital and long-term outcomes; insights Prevalence, predictors and clinical outcome of residual congestion in ®
heart failure with reduced ejection fraction: from the ESC-EORP-HFA Heart Failure SUIE e bedrtfakuce
. T Long-Term Registr Jorge Rubio-Gracia %, Biniyam G. Demissei €, Jozine M. ter Maaten ¢, John G, Cleland ¥,
ﬁndmgs from the EVEREST trial g ) g y . _C!l_ri_s:up!@r!g‘l.O‘an_nor_“._MflrEp Merﬂra_‘._!l’_iqgr Poni!:(jwsk_i’f._jo_i_m R.'[eeriink",__cad Cotter', Beth A. Davison ',

Admission Discharge

(N=7865) (N=7448) Course of clinical congestion during a
s, hospitalization for ADHF

dry-cold 16

SEEERERERE

§

DAY1 DAY2 DAY3 DAY4 DAY7 DAY 14

"dry-warm ® wet-warm  dry-cold ' wet-cold

EERERINERE

mNOT CONGESTED MILD CONGESTED

Baseline Discharge/Day 7
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(B)

Cumulative Event Rate (%)
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EVEREST

CLINICAL RESEARCH
Heart failurelcardiomyobathy

European Heart journal (2013) 34, 835841
AN dai 101093 erheartjehi 444

Clinical course and predictive value of
congestion during hospitalization in patients
admitted for worsening signs and symptoms of
heart failure with reduced ejection fraction:
findings from the EVEREST trial®

Andrew P. Ambrosy’, Peter S. Pang??, Sadiya Khan?, Marvin A. Konstam®,

Gregg C. Fonarow?®, Brian Traver”, Aldo P. Maggioni®, Thomas Cook’, Karl Swedberg?,
John C. Burnett Jr'?, Liliana Grinfeld!, James E. Udelson’, Faiez Z. d'?, and

Mihai Gheorghiade®®, on behalf of the EVEREST trial investigators

Sung huyét dai dang khi xuat v

ACM by Discharge Congestion Score
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ESC HF LT registry

M)
RESEARCH ARTICL| Ghecktor

@EsC

Euwropean Socsety
of Cardiology

Eurogean journal of Hearr Failure {201%)
ok 10.1002/ehf 1492

Acute heart failure congestion and perfusion
status — impact of the clinical classification on
in-hospital and long-term outcomes; insights
from the ESC-EORP-HFA Heart Failure
Long-Term Registry

Ovidiu Chioncel'*, Alexandre Mebazaa?, Aldo P. Maggioni**, Veli-Pekka Harjola®,

Giuseppe Rosano®.’, Cecile Laroche8, Massimo F. Piepoli?, Maria G. Crespo-Leiro'?,

Mitja Lainscak!!, Piotr Ponikowski'%'3, Gerasimos Filippatos'415,

Frank Ruschitzka'®. Petar Seferovic'’. Andrew LS. Coats'®, and Lars H. Lund%2?,

on behalf of the . m Registry Investigators™
One-year ACM: discharge gistry ®

"Emergency Inwrure jor Cardiora i MUniversiy of Faris Dideros, Hopioux
Linivscsisires Saine Lawde Lariboisiara, APHF, Paris, Franes; *ANMCD Rasearch Contar; Aoranes, lesly; "ELRObssrvaticnal Rusarch Pragramems. Eurepaan Sadasy of

ien
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Free of congestion;
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Logrank p<0.001
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lién quan deén tién

PROTECT

Intematvonal joumal of Cardsology 258 (2018] 185-191
Contents lists available at Scienceliect

International Journal of Cardiology

journal homepage: www.elsevier.com/locate/ ijeard

Prevalence, predictors and clinical outcome of residual congestion in
acute decompensated heart failure

=

Jorge Rubio-Gracia ™, Biniyam G. Demissei €, [ozine M. ter Maaten %, John G. Cleland ¢,

Christopher M. 0'Connor ¢, Marco Metra, Piotr Ponikowski®, John R. Teerlink ', Gad Cotter ", Beth A. Davison ',
Michael M. Givertz’, Daniel M. Bloomfield ¥, Howard Dittrich ', Kevin Damman ¢,

Juan 1. Pérez-Calvo **, Adriaan A. Voors =

* Serwicms de Medficios bterm Huntal (inien Umweritoris “losmms Bk o™ Zorenm. Smom

All-cause mortality

100-M

=k No congestion by day 7

& == Mild congestion by day 7

Log rank test P<0.001
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&) Dieu tri loii tieu & bénh nh3 ti :
(1 2N(.&
S Dieu tri loi tieu @ bénh nhan suy tim cap
o Continue diuretics
) o s A L A Initiate IV loop . T % Folief of
Co so dé khoi dong SGLTi ti ndi vién: diuretics early (ED or _| Adequate et
immediately after diuresis songesion
et on) * Plan for transition to
.2 A Ny x o > 1A A oral therapy
* Giam bénh suat va t vong ¢ bénh nhan » )
Initial dose usually p .
; Xy L8 1525 Himax tofal ( Escalate diuretics )
suy tim man bat ké LVEF daily oral loop Measure daily : it :
diuretic agent in weights, urine o L
SiaEamida output, may include dluoretlc aogent dose by
° h s 7.2 h PN kh ? . d.z\ N A PN ? Equi\falents urine sodium 50’5-100/6
Chirng cr ung ho khoi dong tir ni vién o Inadequate + Considet
. , Prescribe IV diuretics Monitor vital signs, diurens :";'t‘::a.zlc’"e 2.8-8hg
bénh nhan suy tim mat bu: SOLOIST-WHF (every 8-12 hrs or track symptoms and . Gt ah
continuous) signs of congestion i it
] ) (Fig 5) tl?lazm'les or additional
(Sotagliflozin); EMPULSE/EMPA-RESPONSE Coniia A _ diuretic agents |
SGLT inhibitors for \ J . .
AHF/EMPAG-HF (Empagliflozin),... chronic therapy* Change course
] . = Escalate diuretics
gf’"s'tc_’er adl"::"“ . « Consider additional
° 7 R o, v \ PN 2 o 40 N x iuretic age.n such as Refractory to diUretic agents
Cé thé tang cuvong hiéu qua lgi tiéu, dan ot e | {iRaizacto s
. o , e < . a . decongestion strategies
dén tang lvgng nudc tiéu va cai thién tinh - Consider hemodynamic
monitoring to guide
~ th
trang sung huyét | Srany )

2024 ACC Expert Consensus Decision Pathway on Clinical Assessment, Management, and Trajectory of Patients Hospitalized With Heart s
Failure Focused Update HOI NGH] KHOA HOC THU'G'NG NIEN NAM 2025
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Co che cac thudc c6
hiéu qué lo’i tieu dworc
danh gia @ bénh nhan
suy tim cap

JACC Heart Fail. 2025;13:14-27

CENTRAL ILLUSTRATION Mechanism of Diuretics Evaluated in Acute Heart Failure Trials
= Spironolactone
— * Inhibits carbonic anhydrase « Competitively inhibits mineralocorticoid
R 4 ;’" the PCT it teouch ? receptors in the DCT to promote Na
= e NUSEP;eSS’”Q a* transport throug and water excretion and potassium
retention
L} NHE3 receptors
DCT p—
N8,
PCT ’1' e N\ \'{ | - -
TS : '. (,/_\ R .
' \\ Hydrochlorothiazide
\‘- - f |
u » Act primarily in the DCT, inhibiting
\ electroneutral Na-Cl reabsorption
« Has significant carbonic anhydrase
| inhibition activity that may contribute to
- Thick natriuresis
ey Ascending
v o, Limb R R
D . '
- ——— L L E p—
PN Loop Diuretics o 'j\ Loop of Henle —
R d SN . &
1 - & +
- Ce « Inhibit apical Na-K-Cl transporterin ~ \_ ) 2 e g
P thick ascending limb of loop of Henle  ~~--| |
Empagliflozin QN Tolvaptan
* Block Na+ and glucose reabsorption by _ F Blocks the V2 receptors in the
SGLT2 inhibition in PCT . “?  collecting ducts, hence, excretes
. Reggllate:lNHE}medlated Na R water and conserves Na*
FEanSOrpLon < « May cause natriuresis b
» Leads to increase in Na-Cl at macula \ congulation of multiplg Na
densa - transporters
siddiqi TJ, et al. JACC Heart Fail. 2025;13(1):14-27.

For educational purpose only. Please refer to local product information. Hm HﬁH' KHOA IIlJc THU'O'NG HlEH HﬂM 2025 z



Giam nhiéu hon thé tich mo ké c¢6 thé
hiéu qua hon :1-3

* Giam cac dau hi€u va triéu ching
cua sung huyét mo ké

o Uc ché SGLT2 Loi tiéu quai o
Phu mo k€ trong suy * Cai thién ap lwc do day cua tim

tim sung huyeét * Ngan chin tac hai cta viéc giam thé

] tich mau qué mirc, bao gom kich
hoat than kinh thé dich
« Ngin chin kich hoat hé thong than

kinh thé dich va hé thong than
kinh giao cam

Na* Thé tich  Thé tich noi Na* Thé tich  Thé tich noi
mo k& mach mo k& mach
Thudc trc ché SGLT2 c¢o6 thé [am giam chgn
loc trén the tich mo k€ kem thay do1 toi
thiéu thé tich mau ...!

Figure adapted from Verma S & McMurray J a -
1. Verma S & McMurray J. Diabetologia 2018;61:2108; 2. Hallow KM et al. Diabetes Obes Metab 2018;20:479; 3. Sano M et al. J Cardiol 2018;71:471 HOI NGH] KHOA HOC THU'G'NG NIEN NAM 2025

... Trong khi do, thuoc lgi ti€u quai c6 thé
lam giam ca thé tich mo k& va ndi mach!



(\ﬁ(«// Diéu tri ndi khoa & bénh nhan nhap vién do suy tim

1. In patients with HFrEF requiring hospitalisation, pre-existing GDMT should be continued and
optimised to improve outcomes, unless contraindicated

2. In patients experiencing mild decrease of renal function or asymptomatic reduction of blood pressure
during HF hospitalisation, diuresis and other GDMT should not routinely be discontinued

AHA/ACC/HFSA Guideline
Khuyén cao duy tri hoac t6i wu
GDMT khi nhéap vién

3. In patients with HFrEF, GDMT should be initiated during hospitalisation after clinical stability is
achieved

4. In patients with HFrEF, if discontinuation of GDMT is necessary during hospitalisation, it should be
reinitiated and further optimised as soon as possible

Recommendation Table 3 — Recommendation for
pre-discharge and early post-discharge follow-up of
patients hospitalized for acute heart failure

2023 ESC Recommendation Class® Level®
Kh uyén cao Chién |U’O’C khéi déng va téng ||éu An intensive strategy of initiation and rapid
nhanh-tich cwc GDMT up-titration of evidence-based treatment before

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

| HOI NGH] KHOA HOC THU'G'NG NIEN NAM 2025 m

© ESC 2023

HF rehospitalization or death. 5 '®




Khoi dong va toi wu diéu tri néi khoa theo tinh trang
ban dau va dlen tien 1am sang
SGLTi c6 thé khéi ddng som

Improving trajectory
At admission Approaching decongesfion, stale BP IDEAL GOAL: all pillars of GDMT
and kidney function without inotropes

Personalise initiation of
NEWIHE pillars of GDMT

diagnosis . . .
Attention fo BP, kidney function,
heart rate and cost

GDMT 2024 0

- Design for
SGLT inhibitors ongoing

Personalise to fill gaps ARNI or ACEi/ARB addition
Switch RAS iphibi’ror fo AR.NI if.BP allows, BGTO-blOCkerS Qnd
consider dose upfitration MRA s o
GDMT
after
discharge

Chronic HF on
partial GDMT

Diuretics

SGLT inhibitor

Loop diuretic plan
on discharge

Chronic class IV

despite Caution required

attempted
GDMT

Even for low-dose RAS inhibitor or BB
Q Evaluation of
short-term trajectory

i Consider advanced
Q Re-evaluate IConS!I-der therapies, adjunctive
. > Clinical status, -» |ONg-term @ =P and investigational Rx,
@ Evaluation Of. comorbidities, diagnoses, g redefinition of
long-term trajectory therapies ’rrOJec’rory goals of care

Those with an improving frajectory (denoted by arrows in green circles) should have optimisation of GDMT; patients whose short-term trajectory is stalled or worsening (denoted by arrows in orange circles) should
have reevaluation of comorbidities and consideration of other diagnoses; the long-term trajectory (denoted by the compass icon) should be reevaluated, with consideration of goals of care, candidacy for
advanced therapies, and experimental freatments.

ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; ARNI, angiotensin receptor/neprilysin inhibitor; BB, beta-blocker; BP, blood pressure; GDMT, guideline-directed medical therapy;
HF, heart failure; HFrEF, heart failure with reduced ejection fraction; MRA, mineralocorticoid agonist; RAS, renin-angiotensin system; Rx, prescription; SGLT, sodium-glucose co-transporter.

Hollenberg SM et al. J Am Coll Cardiol 2024;84:1241. )
HOI NGH] KHOA HOC THU'0’'NG NIEN NAM 2025 m
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EMPAG-HF: danh gia thé tich nwéc tiéu khi st dung
// Empagliflozin vs gia dwo'c/SoC trén BN suy tim cap mat bu

0

Tiéu chi chinh:
Cumulative urine output over 5 days

Acute Empagliflozin //
decompensated 25mg

Cac tiéu chi phu
heart failure. « Markers of kidney function under
treatment (increase in creatinine of >0.3

(n=60) // mg/dL, doubling of serum creatinine
1:1 * Need for renal replacement therapy)
| | | * And the trajectory of eGFR, cystatin-C
« And changes in baseline kidney function

0 5 30
| Days
Randomization within 12 hours Exclusion Criteria:
. o - T1D, CKD with eGFR <30 mL/min per 1.73 m? or ESKD need
Inclusion Criteria: KRT, AKI
- Patients with ADHF (1 8 to 85 years of age) with BNP - Current medication with SGLT2 inhibitors,
(brain natriuretic peptide) >100 pg/mL or NT-proBNP - Contraindication/ intolerance to Empagliflozin or furosemide,
(N-terminal pro-BNP) >300 pg/ - acute HF without signs of congestion (“dry” case),

- with or without type 2 diabetes or impaired glucose - And others™ (refer to the original paper)

golerance Circulation Volume 1486, Issue 4, 26 July 2022; Pages 289-298. https://doi.org/10.1161/CIRCULATIONAHA.122.059038

1 ) ) )
Empagliflozin is indicated for treatment of T2D, HF and CKD. Please refer to local product information for =
a complete list of approved indications and dosing, contraindications and warnings "m Hﬂ"' KHOA “oc THU'O'NG "IE“ "m 2025



https://doi.org/10.1161/CIRCULATIONAHA.122.059038

>

v, EMPAG-HF: Phoi hop so'm empagliflozin giup cai

y

? thién thé tich nwérc tiéu & bénh nhan suy tim cap

>

Phdi hop sém empagliflozin trong 12h tir khi nhép vién 1am cai thién 25% thé tich nuwéc tiéu

Nghién ctru don trung tam, tién ctru, mu d6i, phan ngau nhién c6 nhém ching & 60 bénh nhén suy tim cap danh gia hiéu qua loi tiéu ciia empagliflozin
25mg o.d phoi hop lgi tiéu quai

5

Cumulative urine volume B Change from baseline in eGFR by day
1250071 Mixed model analysis of daily urine volume sum . ~ Mixed model analysis g8
Difference of least square means (treatment effect): o Difference in slope {lreaimtznt—tlme interaction):
387 mL (95% Cl 50 to 724) Empagliflozin E 0.29 mL/min per day (95% CI10.07 to 0.51) Empaglifiozin
iy P=0.025 £ P=0.010
I3 : | 0-
E 10000 =
o IPlacebo o
= e g 1
kS &
5 ®
£ =
s 7500 P
£ £
; ;
' -10 — \
: £
S 5000 | o N T
S E e
g )
5 Placebo
2500
-20 1
T T T T ! T T T T T T
day 1 day2 day3 day 4 day5 Baseline day2 day 3 day4 day5 Discharge  day30

Empagliflozin is indicated for treatment of T2D, HF and CKD. Please refer to local product information for a complete list of approved indications and dosing, contraindicati j
Circulation. 2022;146:289-298 HOI NGH] KHOA HOC THU'0’'NG NIEN NAM 2025 n
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vy EMPULSE: danh gia hiéu qua cua Empagliflozin trén

\'3 // BN nhép vién do suy tim cap on dinh

Acute HHF;

Empagliflozin 10 mg

stabilized
(n~500)
1:1 Placebo
[ [ [
1-5 15 30
Randomization
l Days

Median time from hospital admission to
randomization was 3 days

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

Tromp J et al. Eur J Heart Fail. 2021; doi:10.1002/ejhf.2137.

90

Tiéu chi chinh: Lei ich lam sang
Duwoc danh gia bang phéan tich ty Ié thang
duwa trén cdc két cuc gép gom:

*T(r vong

«S6 bién cd nhap vién (bao gdbm nhap vién do
suy tim, thdm kham suy tim khan cap va kham
suy tim ngoai tru khéng hen trudc)

*Thoi gian dén bién cb suy tim dau tién

*Thay déi diém KCCQ-TSS tir ban dau sau 90
ngay diéu tri

Cac tiéu chi phu

- Thay déi trong thang diém KCCQ-TSS

* Thay déi nong dd NT-proBNP

- S6 ngay séng va khéng nam vién

» Thoi gian dén Tir vong do Tim mach va
bien co Suy tim

Composite of death, number of HF events (including HHFs, urgent HF visits and unplanned outpatient visits), time to first HF event and change from baseline in KCCQ-TSS after 90

days of treatment

Empagliflozin is indicated for treatment of T2D, HF and CKD. Please refer to local product information for a complete list of

approved indications and dosing, contraindications and warnings

HOI NGH] KHOA HOC THU'G'NG NIEN NAM 2025 ,



/\ EMPULSE: BN dwoc didu tri bing Empagliflozin
NPy lo’i ich lam sang cao ho'n 36% so v&i nhom gia dwoc

53.9%
Clinical benefit* 39.7% ¢
6.4%
7.2% Stratified win ratio:
Time to death
1.36
10.6% (95% Cl: 1.09, 1.68)
HF event frequency 7.7% p=0.0054
0.2%
Time to HF event || 0.6% Death:
Empagliflozin: 4.2%
35.9% Placebo: 8.3%
KCCQ-TSS 27.5% aceno: 8.3%
HF event:
Ties, none of the previous Empagliflozin: 10.6%
6.4% Placebo: 14.7%
0.25 0.5 1 2 4
B Empagliflozin winner B Placebo winner B Ties < >
Favours placebo Favours empagliflozin 10 mg

Numbers reflect percentage of comparisons. For the components of the win ratio these numbers do not reflect randomized comparisons. *Composite of death, number of HFEs (including HHFs, urgent HF visits and unplanned outpatient
visits), time to first HFE and 25 point difference in the KCCQ-TSS change from baseline after 90 days of treatment. Cl, confidence interval; HF, heart failure; HFE, heart failure event; HHF, hospitalization for heart failure; KCCQ-TSS, Kansas
City Cardiomyopathy Questionnaire Total Symptom Score. Voors AA et al. Nat Med. 2022;doi:10.1038/541591-021-01659-1.

19 —
Empagliflozin is indicated for treatment of T2D, HF and CKD. Please refer to local product information for a complete list of = =
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em pag I |f| OZI N tre N IO’l |C h Ia m Impact of empagliflozin on decongestion

in acute heart failure: the EMPULSE trial
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\/;;\ EMPULSE cho thay hiéu qua cai thién chat lwong
I’ sdng ctia empagliflozin & bénh nhan suy tim cap

40 -
Empagliflozin
35 —1
~ 30 {
E Placebo
c 25-
O
]
E 20 -
g,
9
g 154
=
< 10- :
Mean difference at day 90:
5 _ 4.45 (95% Cl:0.32, 8.59)
p=0.0347
0- I I |
Baseline Day 15 Day 30 Day 90
Planned study day
No. with data at visit
Placebo 250 240 234 221
Empagliflozin 245 233 237 230

KCCQ), Kansas City Cardiomyopathy Questionnaire; SE, standard error; TSS, Total Symptom Score. Boehringer Ingelheim. Data on file.
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X7 Tinh an toan twong tw nhw da biét & bénh nhan suy tim man

i

3.8%
4.9%

70.0% Hepatic injury

Any AE

77.3%
7.7%
14.4% Acute renal failure
12.1%
Severe AEs
0.0%
Ketoacidosis 0.0%
- B Empagliflozin (n=260)
Drug-related AEs TZ 29 4.2%
.Z70 |Urinary tract infection ' =
ry 6.4% Il Placebo (n=264)
AEs leading to : .
discontinuation Symptomatic hypotension
12.7%
Volume depletion
10.2%

Serious AEs

Hypoglycaemia

Percentages calculated using total number of patients per freatment as the denominator. A patfient may be counted in more than one seriousness criterion.
AE, adverse event. Voors AA et al. Nat Med. 2022;doi:10.1038/541591-021-01659-1.
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loi & than va tiét niéu bat ké eGFR ban dau

iy EMPULSE: Empagliflozin khéng lam tang bién cé bat

Baseline eGFR (mL/min/1.73 m?)

<45

45 to <60

260

Placebo, n (%)

Empagliflozin, n (%)

Placebo, n (%)

Empagliflozin, n (%)

Placebo, n (%)

Empagliflozin, n (%)

S6 BN

R&i loan & than va tiét niéu
Tén thwong than cap
Suy giam chirc nang than
CKD
Bi ti€u
Tiéu khé
Suy than
Ti€u mau

Protein niéu

87 (100)
24 (27.6)
9 (10.3)
6 (6.9)
4 (4.6)
3 (3.4)
1(1.1)
2(2.3)
1(1.1)
0

98 (100)
17 (17.3)
6 (6.1)
6(6.1)
1(1.0)
1(1.0)
1(1.0)
1(1.0)
0
1(1.0)

58 (100)
9 (15.5)
3(5.2)
3(5.2)

62 (100)
5(8.1)
1(1.6)
2(3.2)

1(1.6)
1(1.6)
1(1.6)

105 (100)
9 (8.6)
5 (4.8)
2 (1.9)
2 (1.9)

0
2 (1.9)
1(1.0)

87 (100)
6 (6.9)
2(2.3)
1(1.1)

AE, adverse event; eGFR, estimated glomerular filtration rate.
Voors AA et al. Eur J Heart Fail. 2022; doi:10.1002/ejhf.2681.

Empagliflozin is indicated for treatment of T2D, HF and CKD. Please refer to local product information for a complete list of
approved indications and dosing, contraindications and warnings
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SGLT2i c6 thé gitp tang tinh dung nap cua cac diéu tr
nén tang khac

Medication Sodium Glucose
- Co-Transporter 2 (SGLT2) Inhibitors

|
l ! 1

» Decreased risk of = Slow progression of * Minimal to no effect
Potential Enabling hyperkalemia renal dysfunction of blood pressure

ARAM
il

7/
: mm

Effect » Decreased risk of = No increased risk of

ESRD or sustained symptomatic
worsening renal hypotension

J K function

Potential Impact on
Tolerance of Other GDMT

!

T ARNI ™ ARNI <> ARNI
™ MRA ™ MRA <> Beta-blocker
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Greene. ] Am Coll Cardiol. 2021;77:1408.



& Théng diép mang ve

* Suy tim cap: tang dang ké nguy co tlr vong va tai nhap vién; giai doan s&m sau xuat
vién co nguy co cuc ki cao

« Hudéng dan diéu tri khuyén cdo téi wu diéu tri ndi khoa trong sudt qua trinh nhap vién

* Nén khdi dong sém SGLT2i nhu Empagliflozin & bénh nhan suy tim cidp da 6n dinh twr
noi vién:

>Hiéu qua loi tiéu, gidm sung huyét

> Loi ich/an toan da dugc chirng minh trén bénh nhan suy tim bat ké LVEF, ca suy tim
man & cap 6n dinh

>Tao thuln lgi dé dung nap cdc GDMT khdc, giup toi wu diéu tri ndi khoa
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