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i:‘}é: 2019 ESC Guidelines for the diagnosis and
management of chronic coronary syndromes

The Task Force for the diagnosis and management of chronic
coronary syndromes of the European Society of Cardiology (ESC)
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2024 ESC Guidelines for the management
of chronic coronary syndromes

Developed by the task force for the management of chronic
coronary syndromes of thwtuﬁpﬁn Sndetr of Cardiology (ESC)

Endorsed by the European fnfl':nrdh-mwudﬂmgm’ (EACTS)
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Vandé1:Cap nhat khang huyét khoi
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ESC 2024: Mérongdinhnghia
N nhém nguycoHuyétkh6iCAO
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Dinh nghia nguy co huyét khéi tang cao:

+ ESC 2019: Bénh machvanhdanhanh, lantba KEM THEO cac yéutd
nguyco(daithaodudngcandung thude, taiNMCT, PAD, CKD).
ESC 2024:Chi can1 TRONG CAC yé&utdnguycanhu
PAD ]
[ENSUNNIC | [E N jats stent I8

ténthuang, téngchiéudaistent >60mm, PCI phirctap.
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s ESC 2024: Nén kéodaiKhangkéttap ti€ucau kép
%) & ngudibénh cé nguycoHuyétkhgitangCAO
va khéngcé nguycoXuathuyétcao
Phé&ihop thém1 thuécchdnghuyétkhdivéi aspirin d€ duphong
thirphatdaihannén dugc cannhacd ngudi bénh c6 nguyco lla

HuyétkhaitangCAOva khéngco nguycoxuathuyétcao.

Nguy co Huyét khoi tang CAO

@ &)

PaithaoduongBénh thanman BMV danhanh

1. European Heart Journal/olume 41, Issue 3, 14 January 2020, Pages 407477 2. European Heart Journal
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.. ESC CCS 2024: U'utiénTica

60 mg,Rivaroxaban 2.5 mg
kY phéihopvé&iaspirin &

uyl_co’H uyétkhdicao

In summary, in high ischaemic risk CCS patients without HBR, either
aspirin plus |ticagrelor 60 mg b.i.d. or aspirin plus rivaroxaban 2.5 mg
b.i.d. should be considered, based on patient characteristics
(Figure 11). DAPT prolongation with clopidogrel or prasugrel may
also be an option, although the evidence for this choice suffers limita-
tions. In patients with extended intensified antithrombotic therapy, re-
evaluation of bleeding and ischaemic risk at regular intervals is essential.
Randomized evidence beyond study follow-up times is unavailable.

Clopidogrel/Prasugrel c6thélal lwrachon, tuynhiénhanchévématbangchirng

ongtin kétoa ca octaiviét Nam

fol &t N = PUR P 2 a0 '3 .\ N - L x x ~ ’™ A
Ald f“e"‘ag r el.or dungdongth g.iv.g jASA. du crcct“gyl‘ﬂ‘lgﬁlgg‘régn‘g{%ﬂgg&agmsgcohuyetkholdo xoviradongmach * “m“‘““ ,
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ESC 2024: RutnganDAPT sau1-3 thangtrénnguwdi bénh

&0 nguycoXuathuyétcao dugc khuyéncaoClass IA
MASTER-DAPT Meta-analysis by Costa et al.

Srard S

Ngudi bénh c6 nguycoxuathuyétcao
nhtrngkhdngco nguycoHuyétkhdicao,
khuyéncaodirngDAPT 1-3 thangsauPCl
va ti€p tuc Dontri khangkéttap ti€ucau.

2024 ESC Guidelines for the management of chronic coronary syndromes: https://doi.org/10.1093/eurheartj/ehae177
Vuilongthamkhaothémthong tin kétoa clia thuSctai Viét Nam
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Cap nhat liéu phap ha lipid mau
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fﬁSC 2024: Cap nhat vai tré quan trong clia Statin cwo'ng do cao
N0 trén bénh nhan Hdi chirng vanh man

Recommendations Class Level
Lipid-lowering drugs in patients with chronic coronary syndrome
Lipid-lowering treatment with an LDL-C goal of <1.4 mmol/L (55 mg/dL) and a 250% .-
reduction in LDL-C vs. baseline is recommended.

For patients who are statin intolerant and do not achieve their goal on ezetimibe, n
combination with bempedoic acid is recommended,

For patients who do not achieve their goal on a maximum tolerated dose of statin and
ezetimibe, combination with bempedoic acid should be considered.

Recommendations in 2019 version Y n"‘ﬁ;\;’ ; Mhmm Chass'  Level®

Statins zre recommended in all patients wrﬂs{ﬁi ﬁ.h@ﬁmgmup lc-thew tolerated dose l.
s to reach the LDIC lnab tsm:anwfdtd forall
o pﬂmts’wnhw
- S e managemgnt o v cornan Sy F w&.mmmmﬂuﬁlmm

) Taisao laican S cwong do cao?
r:ji[';:f g X0 vira:

Piéu triha LDL-C
https://doi .org/10.3390/ph16091242 FHH MEH) KHOA DG THUMHE Wkl MAM 1675 ,
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i Statin c6 thé gidm hau hét marker viém,
{31-}5‘} Ezetimibe thi khéng (PCSK9i khéng gitp gidam hsCRP)

Table 1. Impact of lipid-lowering drugs on selected inflammatory biomarkers.

Inflammatory Biomarkers
Medication 2

CRF or hsCRP IL-1 IL-6 TNF IL-10
Statins 1 T4 & J: /
Ezetimibe - / / / /
BAS 4 / LS = ¥
PCSK9i “ 1 } I T
Bempedoic acid il / / / /
Lomitapide & s / / /
Evinacumab A /4 / / /i
Fibrates 1 4 W 1 T
Omega-3 fatty acids / / . 1 /
Icosapent ethyl 4 iF ¥ / /

T—increased concentration; || —decreased concéntration;/~—no date available; <+—no changes in the con-
centration; CRP—C—reactive protein; hsCRP—high-sensitivity C—reactive’ protein; 1L-1—interleukin 1;
IL-6—interleukin 6; TNF—tumor necrosis tor; IL-10—interleukin 10; ‘BAS—bile acid sequestrants;
PCSK9i—proproteinconyertase subtilisin /kexirilype 9 inhibitors,

W i) AL WO THAN WG e A 28 ,

o Hiéu qua clia Statin k J nhat gitra cac murc lidu:
k) Statin cuwdngddécaogidmhsCRPgaphon3 lan
' of trungbinh/yéu

Baatin (3733 ratiin n=117d) » S = D67 Aiin ju- 7] F ke
Baseling lipid profile, mg'dL
o [Tiz6La 1241 an 125241 12241 054
HOL-C [ ege1z 51 w4 | #6a12 W12 om
" Trighcandes 1550114 1512108 T 1552114 154007 090
| Time-averaged LOL-C, mgidL® 5813 FlE12 004 5613 | B2:13 0.03
Reduchon from bassins BG=36 51435 <00 5636 | 61235 010
LDLC. myicL
Paroat rediction freen 8.0 304 0 479 429 T
|_baseine LL-C. % 4 ~ - -
Popuiation wilh avalabie hs-CAP daa {r=292) [n=024) {n=287) | =554}
Bassiing hs-CRP mgiL QF£353 B9+21.5 0.2 9.7+356 I 6241689 N
| Time-averaged hs-GAP. mglL” 30:80 482157 a0 30490 [a1e1a7 015
Reduction from basgline 86348 21-245 004 674351 214180 0.04
hs-CHRP, mglL

+ JAm Heart Assoc. 2018;7:¢009517. DOI: 10.1161/JAHA.118.009517 “ HEH) KHOA B)C THUM NG W MAM 7Y ,
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ESC 2024:
ﬂf;x Tang liéuStatin téidagiupgiamtirvongéd bénhnhanCCS
_Qua_Iityar_|d0utc_:omes<_>fLipidManageme_nt Incidence of all-cause death in CCS
inHigh-RiskPatientswith AcuteorChronic &
Coronary Syndromes in the Prospective LDL = | ™0l
Target DiscoveryRegistry E
=
L=
=1
=
-5
besd
Mingdon ) eate [ _ o v f2; 3.4 5 & 7
- g = Years
0 i -f'-. 11030 2186
Y N M 77 427

Khong toi uu T6i wru liéu
liéu Statin Statin

mCAD,obesity,P\D,ACE/ARBaten -.i. B

ex,ethnicity, priorCABG,CKD, COPD;acti CVA diabete: Wiﬂmﬂmwmm
d
L
s Rosuyastatin 20mg:
.n ~ . parr
*}f'/Glam dong thoi LDL-C, hs hang viém) va bién co tim mach
B Myocardial Igﬁ;di-nn, Stroke, or Death from Cardiovascular Causes
o
? 0.08
o O 0.06
I S . _— b Placebo
| Foma e g R £ et vm e i e R ey 1 Bty Ty © _& 0,04
o T 14 e il b Tl 06—
EaTrae  Auke Smserwr Rus e et o Pk __E 0oz
- = F!nsuvistatlr
m 2 044 DI'.'HJ
{2 13l LE-& 1 Lk Lk =3
5 v
s R R LR 5 W< 11 Y2 ears
Po0.00001
» 1 | 1 l| (]
LRl il =kl -kl LiE L) alead Al nu - ; - ; —
™ 1 - 0 I 2 3 4
e e e S Years
I:“‘:.‘lllll ;I-u:. .:.I‘I-:‘ 1@?}?3:|T r\..-'l.-':l b:.':m:.:': ks B AL Ts . w1 |J| - hi:ﬂ e Mo, at Risk
Rosuvastatin  §50]1 B643 B4317 6571 3921 1979 1370 998 545 159
DOI: 10.1056/NEJMoa0807646 Placebo E301 R633 BIE1 6542 31918 1952 1365 97% 547 181

Rosuvastatin khéng cé chi dinh khang viém, vui long tham khdo ttkt tai Viét Nam * l.ﬂ ENOA m m H “ T ,
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Vandé3:

Cap nhat vai tré SGLT2i/GLP1-RA va

cac liéu phap chéng viém

FAT———

SGLT2i/ d6ngvanGLP-1

_..ESC 2024: Capnhatvaitrocual
rongdiéu triHCVM
|

K va nhémthudcchdngyié

2o

Recommandations ' I: Class”  Lavel”

Sodium~glucose cotransporter 1 inhibitors andior glucagon-like paptide-1 receptor agonists in patients with chronic coronary
syndrome—Section 4

SGL T2 inhibwors with proven CV benefit are recommended in patsnts with T20M and CCS 10 redoce CV svents; independent of tazelng
aor targes HoATC and independent of concomitant glucose-lowering medication

The GLP-1 receptor agonist samaghutide showd be contidersd in TS patierts withaoart diabates: but with ovaremight orobesity iia i

._EHI =17 |-.§.'|||‘I:|_ 1o reduce CV mortsiny, M or sroke

Anti-inflammatory drugs in patients with chronic coronary syndrome—3Section 4

In CIC5 patientz with athercsclerotic CAD, low-dose colchicing i0L5 mg daily) should be contidered 1o reduce myocardal infaretion, siroke, "
A
and need for revascolarizanon.

7 FHH MEH) KHOA DG THUMHE Wkl MAM 1675 ,

2024 ESC Guidelines for the management of chronic coronary : hitps://doi.org/10.
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Vandé4:
Vai tro clia chen beta trénbé&nhnhan

co tién str NMCT

£ A i) MDA HOC THUONG W MM 2078 ,

42 ABYSS Trial -Nghiénc nérbstaiEsc 2024
(1ol The ag¥ss trial ﬁ
e NEW ENGLAND :

.': ."'-. ](:U R N.H. I. of f'r'1 I.": I-J 1 {':I N l_-_ .’-,mwulm.‘m Ilfﬂ-.'hl.ﬂl.'h.'l' |.|'|I.r11|.|p|!r.1|| g '} cai Wliter an ||||1|.:n|1|.|'||h'i|.|..'|| |1|:.'|1..'_'|ri|.|;|r
- infretion on Safety and Symptamotie cordine evenis requiring bospitalization

: | N= 3700 stabllized post-MI patients (> 6 months from the acute
. : : event) on Beta-Blocker therapy and without reduced LVEF (>40%)
Beta-Blocker Interruption or Connnuatien

after Myocardial Infarction ﬁ
| 4

e

Primary EndPoint : Death, M1, stroke and hn'l-plulluﬂnll- for CV reasons,

| l

Evaluation at the longest Follow up (1 year min = 5 max)

MNCTORAARO06 « [UERALCT Noj 201 7-[HAMER- 27 wrasa

| TTTT——

DOI: 10.1056/NEJMoa2404204
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s ~ kd TN ” V4
*fi}p? Ket qua tiéu chi chinh
P Tiéptucchenbeta laudaigiupgiambiéncdgdp: tirvong,
nhéimaucotim, détquyvanhapviéndo biéncotimmach LACTION
Group
Risk Difference (95% CI)
p-blocker fi-blvcker
in percentage paints Contin lmrrumﬁ:u
Prespegified mangin of aon infemonty 1% n=1852* e
Primary Endpoint ———— 173% (L0400 54T)  3BLI%)  432(238%)
Death 0.02%(-1.15101.39)  74(4.0%) 76 (4.1%)
Myocardial Infarction 2% (08B0 L11)  44(2.4%) 46 (2.5%)
Stroke 0.05% {-069talD.59) 19 (1.0%%) 18 {1.0%)
Hospitalization for CV reason —_—— 233% (-0.13 ui#.‘m]f 307 (16.6%) 349 {1 B.9%)
T T T Y v F
4 gD 2 4 f B 3 ATT popalation
Interruption Better. 31w 45 paticnte with rissig dats for Uhe geimeny snipei
. BB o i e >
7 NghiénciruABYSS: trénhuyétap, nhiptim
L T
S ACTION
- Grouio
I p{lml any P‘-ml +
! 1 18 0 .
i /
" \ 1
i = '. i
o + i r =
% i .+ Iu i i

P s W . - [T L) 15 rm e o -

Vi 8 e w v dansa g Vi wincn Fa il dats

[SELE

Limap e A [B] (L] i " ]
[ ———————] [ . " e =l

Nhémngungchenbeta tang3.7mmHg 7 & A i
huy@t aptamthu Nhémngungchenbeta tang9.8 nhipkhinghi

DOI: 10.1056/NEJMoa2404204
FHH MEH) KHOA DG THUMHE Wkl MAM 1675 m
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s Chen beta nao cé bang chirng trén bénh nhan
‘.‘ﬂ;}[‘:?" - t.\;\ 2> h‘n. ” t. 2
N co tien s nhol mau co tim*
Metoprolol gitp gidam 40% ty 1& dot tlr sau NMCT
[Ténghgptlr5 nghiénciruAmsterdam, Belfast, Gothenburg, Stockholm and LIT (n=5474)]
120 5
Placebo ;g
© 100 (n=2721) 50]
'g’ 40‘
- 30
(§- 80 p=0.002 fg A;‘;;;;)
2 60 Metoprolol ]
9 7 =2753) 7
.‘_E; (n 20
~ 40 ]
15
20 i
5
NiF (n=1121)
3
1 2
N
. T

CApnhatESC 2024 vécaithienTRIEUCHUNG
cho bénh nhan hdi chirng vanh man
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&

Van dé1

Cap nhat diéu tri dau that nguc

| T——

L A :
ESC 2024: Vanduy triClass/| chidlnhchenBeta dau

M . o~ A &8 cor
tayo’ cacbénhnhanHoi «A_r u’qgvanhman
vV AN
Recommendations k| Class Level
Selection of antianginal medication
SKitactingchitra tesar el capmridhepde d for did rtia e Fetiéfbof @riging e ngay 1ap tic | B
IKhiil teitrirethd withudetahigio dresand/hodBsbe cdt@ohhesdni i dkidmd spaptdip tim va | B

reédunchermied dorcrbsty@at st civit IG0S hét bénh nhan bi hdi chirng vanh man

INgng il yiAptonis @réanotbatcegsiuly Gosteotizd lifimitiad réhermbriowi b argeeach diéu
Bididken e QOB chee, bkéachvbinatien deaberididoketratida DHPACBNoOREb&Et hopcd 1la B
aomsidbegd, wintéssrceétaicalidatbdm DHP, trir khi chdng chi dinh

2024 ESC Guidelines for the e managemen nt of chronic coronary syndromes
(European Heart Jo urnal 2024-doi: 10.1093/eurheal n,/ lehae 177)
European Heart Journal (2024) 00, 1123 https://doi.org/10.1093/eurheartj/ehae 177
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7o ESC 2024: Chinéndungtrimetazidine, ivabradine,... nhuwdiéu tribd
-%ﬂff‘ﬁ' sungkhicéchdngchidinhchenBeta/ CCB hodckhdngthédatmuc
tiéukhidatoiwudiéu tri

mmwmwmmmM‘

Micerandd, mnodaging, ivabrading, or nivsTandng Lieng-acting reranes or mnclizine shoud b considered
should be corsidered a5 a sscond-lne trestment to & add-on therapy in patients with inedequate contral of
symptams while on tregtment with bela-bloders and’

reduce angin frequesncy and improve exercise

toleranoe n subjects who cannot tolerabe, have l-h or OCBs or 23 part of initql treatment in propery h.
eartraindicalions 10, o whos symplamd e nat K "'ﬁ“d pitinis .
adequatedy contralied By bera-blockers, CCEs, and F B 5
lorg sacting nirabes II. ¥ Jlll-.l:'

In selected pati=nts, the combination of 2 beta-hi Micorandi ar ninets =111a:.' b= canzidersd @
o 1 ST with second-lree drugh (ranolsoe lgﬁ'\qdll add-on thernpy in pﬂmﬂlmm!qul.'e eomitred of
n

L} e— 1 v i
r, v Ay nnhl_ig_' Jrmptoms wehil: cn freatmud® wh hats-bockers ard!
L:;Thﬁ:-::;::ﬂri 1a WE‘E::I.M : r:ﬁ;:upurt of nital I:r:a‘lrl?rf-l: progerty

hnbeadineg, and frimetardne] mgy b ¢

European Heart Journal (2024) 00, 1-123 =

J
| .
’d | W i) NELA HOC THANOHE WO MAM 2075 m

1;'};;. ESC 2024: Khongdun radine chob&nhnhan
N COEF >40% makhéngcésuy tim

Recommendations | | F Class Level
Selection of antianginal medicationcont. i
Ivabradine is not recommended as add-on therapy in patients with CCS, LVEF >40%, and

no clinical heart failure. -.
Combination of ivabradine with non-DHP-CCB or other strong CYP3A4 inhibitors is not

recommended. ..
Nitrates are not recommended in patients with hypertrophic cardiomyopathy or in co-

administration with phosphodiesterase inhibitors. ..

European Heart Journal (2024) 00, 1-123 https://doi.org/10.1093/eurheartj/ehae177 Iﬂ HEH) KHOA B)C THUNE Wk MAM 27675 ,
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Y

4 ™

ESC 2024 : Ti€pcankim
cuongdécao vaitro cot
Iichiaca théhéadiéu tri
HG6i chirngvanhman
ChenBeta vandirng
hang dau

o= Llurkal onyghieenicns - oo
- wich, sty efterra

@Eesc—

L | LI.

pr | W i) NELA HOC THANOHE WO MAM 2075 m
af "

N Nhung, khéngphdimoi cchenbeta déugiéngnhau!
) |

Dang bao ché ZOK (dugc dong hoc iup téi-wru hiéu qua & gidm tac dung phu ngoai y
* Khéng c6 dinh ndng dd gidp han ché cac tac dung ngoai ¥ do (rc ché thu thé Beta 2

« Khéng c6 day ndng do gidp duy tri hiéu qua e ché thy thé Beta 1

_Ghlﬁ!ﬂlm_“

el et D THng
it dlirh e ildy ndireg B

Méng 56 thufic romg huydt tudng

(.
»

Thal gian

Chugh Isha et al. IP 2012,3,(5)
I HEH) KHOA ROC THUN'NG WEN MAM T9T5 m

CAP NHAT CHAN BOAN VA BIEU TRI BENH LY NGUOI CAO TUOI -



HOI NGHI KHOA HOC THUGNG NIEN 2025
LIEN CHI HOI LAO KHOA TP.HO CHI MINH

;}a Metoprolol dang Zok gitip giam 9/10 con TMCB co tim trong 24h va
Jik giam 68% lugng nitrate can dung trong 1 thang

Nghién cru ngdu nhién, mu d6i, pét chéo trén 52 bénh nhan dau that ngurc, theo déi trong 8 tuan. D& danh gia
hiéu qua gidm ganh ndng dau that nguc clia Metoprolol dang phong thich kéo dai so véi Metoprolol dang ZOK

Téng lugng
Nitrate phai
dung/ 1
thang

Téng thoi S6 con Thai gian
gian thiéu thiéu toi da cta
ENTPZL] mau/24h 1 con

68%

Bongers, V., Sabin, G.V. Comparison of the Effect of Two i on Total

lin. Drug Investig.17,103-110 (1999)
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Van de2
Diéu tri dau that nguc do ANOCA/INOCA
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CapnhatESC 2024

i

Rec%mmendatlons

Recurrent or refractory angina/ischaemia

In patients with refractory angina leading to poor quality of life and with documented or
suspected ANOCA/INOCA, invasive coronary functional testing is recommended to define

ANOCA/INOCA endotypes and appropriate treatment, considering patient choices and B
preferences.

ClassLevel

Diagnosis and management ofpatients with angina/ischaemia with non-obstructive coronary arteries
Management of ANOCA/INOCA

In symptomatic patients with ANOCA/INOCA, medical therapy based on coronary lla -
functional test results should be considered to improve symptoms and quality of life.

For the management of endothelial dysfunction, ACE-I should be considered for symptom lla B
control.

For the management of microvascular angina associated with.reduced

coronary/myocardial blood flow reserve, beta-blockers should be considered for symptom
control. i
For the treatment of isolated vasospastic'angina:

* calcium channel blockers are reecommended to control symptoms and to.prevent
ischaemia and potentially fatal complications; |

nitrates should be considered to prevent recurrent eplsodes

In patients with evidence of overlapping er]dothes,

calcium channel blockers, and-other vasodilators ma

European Heart Journal (2024) 00, 1-123 https://doi.org/10.1098/eurheartjlehae 177

mbination therapy with nitrates,

consrdei'ed. ¥
| =T

ESC 2024 dugc to chirc tai London vao thang 9. VGi diém ndi bat 1a cong bd guideline
diéu tri HGi chirng vanh man sau 5 nam

Guideline CCS 2024 cap nhat toan dién vé cai thién tién lwvgng va chat lwgng cho hau hét

E%'i iﬁfé‘ﬁ%ﬁ'\ﬂv&ﬁﬁ“c&ﬂ “ﬂéjt nguyccohuyétkhdicao va vaitrocllaKKTTC manh,

Vvaitrobatbudccliastatin cudng dd caova nhirngdi€émmditircac thudc khang viém/
é%ﬁé’r@éﬁﬂ’m’q% song: Néu bat vai tré nén tang dau tay clia chen beta, cap nhat muirc

khuyé&n cao m&i vé cac liéu phap diéu tri dau nguc bd sung, inocal/anoca,...
Vv
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