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khi khoi tri twe tru
o ngwoi bénh HFrEF
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HF with EF <40%
Lack of Initiation, Titration, or Persistence of:

Beta-Blocker - MRA
T 34%-35% relative risk of all-cause mortality o T 24%-35% relative risk of all-cause mortality
T 19%-24% relative risk of all-cause mortality or T 35%-42% relative risk of HF hospitalization
hospitalization
ARNI 4 SGLT2i
T ~25% relative risk of all-cause mortality vs putative : T 13% relative risk of all-cause mortality
placebo ~ 1 31% relative risk of HF hospitalization
T ~30% relative risk of CV mortality or HF hospitalization vs
putative placebo
HF with EF >40%

Lack of Initiation or Persistence of:

SGLT2i

T 20% relative risk of CV mortality or HF hospitalization
T 26% relative risk of HF hospitalization

—

Delaying or Omitting GDMT in Eligible Patients With Heart Failure Associated With:

« Patient never being initiated on GDMT, or substantial delay
» Worse quality of life and health status

» Excess risk of disease progression

» Preventable deaths and hospitalizations

* Tang 13 —35% tlr vong do moi nguyén nhan
* Tang 19-42% nhap vién vién vi suy tim

JACC 2023, https://doi.org/10.1016/j.jacc.2023.04.006
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Hau qua

khi cham treé
dieu tri noi
khoa theo
khuyén céo



Guidelinves

#1. Kho'i tri toe tru
dwoc chi dinh nhw thé nao?




ACC/AHA/HFSA 2022: Diéu tri ndi khoa theo khuyén cao

Ngu&i bénh HFrEF can nhap vién, phac do diéu tri ndi khoa theo khuyén cdo (GDMT —
‘Guideline Directed Medical Therapy) nén tiép tuc dwec duy tri va toi wu dé cai thién tién
luwgng trir khi c6 chéng chi dinh

o nguwdi bénh HFrEF, diéu tri ndi khoa theo khuyén cdo nén dwoc khéi tri trong qua trinh
nam vién sau khi 6n dinh tinh trang 1am sang

O’ ngudi bénhHFrEF, néu phai dirng phac do diéu trj theo khuyén cdo trong qua trinh nam
vién, nén khé&i dau lai phac d6 va toi wu sau d6 cang sém cang tot

JACC 2022, https://doi.org/10.1016/j.jacc.2021.12.012;
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ESC 2021: Khéi tri cac thuoc cé bang chirng dwérng uong

Cac thudc diéu tri cé bang chirng duwdrng uéng (Evidence-based oral medical

%treatment) dwoc khuyén cédo khéi tri trwde khi ra vién

European Heart Journal (2021) 00, 1128; doi:10.1093/eurheartj/ehab368
BS. Van Blc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai



ESC 2023: Khéi tri cac thuoc cé bang chirng
dwérng uong & ngwdi bénh suy tim cap

Khuyé’n cao Class Level

Chién lwoc tich cuc khéi tri va tang lieu nhanh cac thudc diéu tri cé bang
ching truéc khi ra vién, trong qua trinh diéu tri va tai kham can than trong
vong 6 tuan sau khi ra vién dwoc khuyén cdo giam nguy co nhap vién vi suy
tim va tu vong.

Trong thir nghiém STRONG-HF, thubc ACEi/ARB/ARNI, beta-blockers va MRA dugcstr dung cho ngu&i bénh HFrEF,
HFmrEF and HFpEF.

Mac du thtr nghiém STRONG-HF duorc thiét ké cho téi wu hoa 3 thudc (ACEi/ARB/ARNI, beta-blockers va MRA),
khuyén cao nay van bao gém empaglifozin hodc dapaglifozin dwa vao cac bang chirng hién tai

EuropeanHeartJournal; 2023 — doi:10.1093/eurheartj/ehad195
BS. Van Birc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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#2. Caé linh vé chuyén mén khi kh&i ‘tri “-
twr trl;l‘g é “ < 1%

1. Tut huyét ap, thiéu dich va tén thwong than cap
2. Tang kali mau



Tut huyét ap, thiéu dich va ton thwong than cap
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Hiéu qua ha huyét ap cua thuoc RAASI, BB, l¢i tieu

SBP: 12— 16 mmHg All
DBP: 8 =12 mmHg No. No.
of of Average Effect = SD
Medication* Trials Pts (SBP/DBP in mm Hg)
ACE 36 1898 BE.5 & SNy = 3.0
«,-Blockers 15 1849 155 = qa ). = 3.3
B,-Blockers 18 908 14.8 = 4.9/12.2 = 2.2
Calcium blockers 34 3727 15.3 = 55105 > 2.8
Dihydropyradine 26 3169 159.09 = SN2 = 2N
Non-Dihydropyradine 8 558 ik 2 SRS = 3.
Thiazides 18 1657 15.3 + 5.4/9.8 = 3.6
Loop diuretics 17 366 15.8 = 7.8/8.2 = 4.7
Average 137 10405 14.8 =+ 1.1/10.5 = 1.0

Am J Hypertens 2005;18:935-942
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Hiéu

qua ha huyet ap cua thuoc SGLT2i

Subgroup MD 95% Cl 12 (%) P
24H SBP
SGLT2i
Empagliflozin -7.30 -7.86,—-6.73 86.6 0.000
Dapagliflozin -29 -6.09,0.29 - 0.075
Canagliflozin —-44 -7.25,—-1.56 0.0 0.002
Dose
Large dose -741 -799,-683 843 0.000
Small dose -400 -5.70,—- 230 223 0.000
Course of treatment
>6 week -7.29 —785,-6.72 87.1 0.000
<6 week -394 —-6.04, - 185 0.0 0.000
24H DBP
SGLT2i
Empagliflozin -490 -5.14,-467 949 0.000
Dapagliflozin =07 —-287,-147 - 0.52
Canagliflozin -245 -412,-078 00 0.004
Dose
Large dose —-499 —523,-475 0 0.000
Small dose =211 -3.04,-1.17 940 0.000
Course of treatment
>6 week —-490 —5.13,—-466 95.1 0.000
<6 week -207 -3.36,-077 p.o 0.002

Subgroup MD 95% Cl 12 (%) p
Office systolic pressure
SGLT2i
Empagliflozin -6.03 -6.36,—-5.71 66.9 0.000
Dapagliflozin —-355 —-498,-213 0.0 0.000
Dose
Large dose -597 —-6.29,-565 724 0.000
Small dose -4 —-5.88,—-232 0.0 0.000
Course of treatment
<12 week -6.06 -6.39,-5.72 68.3 0.000
>12 week -413 —5.29,—-298 0.0 0.000
Office diastolic pressure
SGLT2i
Empagliflozin -338 -358,-3.18 97.0 0.000
Dapagliflozin -099 -2.10,-0.12 0.0 0.082
Dose
Large dose -340 -360,—-3.20 97.1 0.000
Small dose - 194 -271,-117 0.0 0.000
Course of treatment
<12 week —-409 —-432,—-386 927 0.000
> 12 week -144 -1.80,-1.08 0.0 0.000

BS. Van B¢ Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai

SBP: 3 —7 mmHg
DBP: 1 -5 mmHg

Diabetology &
Metabolic Syndrome
(2023)15:118
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Nguy co’ ton thwong than cap & BN suy tim

* Tinh trang tang creatinin mau thwdng xay ra ngay thr 3 — 5 sau khi
nhap vién

« Trong qua trinh diéu tri suy tim cap hoac man tinh, 20 — 30% BN c¢d ton
thwong than cap

Smith GL et al, JACC2006 Heywood JT J Card Fail 2007
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Dinh nghia ton thwong than cap

Table 2
RIFLE,® AKIN,® KDIGO,'® and WREF Criteria for Definition of Acute Kidney Injury

e — e ——————————————————————————————————————— A et

Viinimum tim:

e Risk: increase in sCr > 1.5 times baseline or decrease in eGFR < 25% The sCr changes over 1-7 days, sustained for more than 24 h
e Injury: increase in sCr > 2.0 times baseline or decrease in eGFR > 50%
e Failure: increase in sCr > 3.0 times baseline or decrease in eGFR > 75% or an

absolute sCr > 4 mg/dL (= 354 pmol/L) with an acute rise of at least 0.5 mg/dL

(44 pumol/L)
AKIN? e Stage 1: increase in sCr of 0.3 mg/dL (= 26.2 pwmol/L) or increase to a Acute sCr changes occur within a 48-h period during
value > 150%-199% (1.5 to 1.9-fold) hospitalization

e Stage 2: increase in sCr to 200%-299% (= 2 to 2.9-fold) from baseline
e Stage 3: increase in sCr to 300% (> 3-fold) from baseline or sCr > 4 mg/dL
(= 354 pumol/L) with an acute rise > 0.5 mg/dL (44 pumol/L) or initiation of RRT

KDIGO'? e Stage 1: > 1.5 times baseline or 0.3 mg/dL increase Defintion of AKI requires sCr changes > 1.5 times baseline to
e Stage 2: > 2 times baseline have occurred within 7 days, or a 0.3-mg/dL increase in sCr
e Stage 3: > 3 times baseline or increase in sCr to > 4.0 mg/dL must occur within a 48-h time period

WRF Increase in sCr from baseline > 0.3 mg/dL (26.5 p.mol/L) The sCr change can occur at any time during admission

AKI, acute kidney injury; AKIN, Acute Kidney Injury Network; eGFR, estimated glomerular filtration rate; KDIGO, Kidney Disease: Improving Global Outcomes; RIFLE, Risk,
Injury, Failure, Loss of Kidney Function, and End-stage Kidney Disease; RRT, renal replacement therapy:; sCr, serum creatinine; WRF, worsening wenal function.

Hau hét cac t6 chirc 1dy mac creatinin tang 2 0,3 mg/dL (27micromol/L) |
hodc creatinin tang > 25% = c6 ton thwong than cap

J. Nu'n’ez et al. Rev Esp Cardiol. 2015;xx(x):0x—xxx
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Ton thwong than cap lam ting nguy co’ tir vong
tai vién va twr vong trong vong 1 nam

Ty lé tr vong tai vién

Ty lé tr vong trong vong mot nam

Stugy % Study %
0 RR (95% C) Waght D RR (95% CI) Weight
L
'
Zhou, Q. G (2012) —— 3.18(2.18, 4.64) 2503 Risk Ratio :
1
Hata, N (2010) ' 10.65 (1.47, 77.47) 122 Ruan, Z. B (2014) ; 1.94 (1.18, 3.20) 1331
- Shirakabe, A (2012) — 212 (1.32,3.29) 1489
Ruan. 2 B (2014) e — 3.35 (140, 8.04) 287 '
'
Lassus, J. P (2010) —_— 1.44 (0.95,2.17) 19.42
U, Z.L(2012) —— 3.28 (2.35, 4.60) 2847 '
Subtotal (1-squared = 0,0%, £ = 0.438) <> 1.77 (1,36, 2.30) 4763
Shirakabe, A (2012) ——— 363 (159,830) 685 -
L '
Macdenald, S (2012) - - 15.45 (1.91, 125.26) 041 -
Hazard Ratio '
]
Ge. H X (2021) —— 432(286,6.52) 17.54 '
Berra, Gregory (2015) — 1.94 (1.43,2.64) 3525
Shirakabe. A (2013) —_—— 327(0.72,62Y) 1007 '
. Shirakabe, A (2018) —_— 1.92(1.23,2.97) 17.12
Y [ X] ) e~ L 13,9 " 4
SaIROpiE, B AN ; AN a5 Subtotal (I-squared = 0.0%, P = 0.964) O 1.93 (1.50, 2.48) 52.37
Yang. C. H (2016) —_—— 4.04(1.20,13.64) 2w -
' '
Soyler, Canan (2015) —_— 3.20(1.26,8.13) 253 Heterogeneity between groups: £ = 0.629 |
' : 7 '
Overall (-squared = 0.0%. P = 0.897) 0 365(3.04,439) 100.00 Overall (l-squared = 0,0%, p= 0.757) @ 1.85(1.54,222) 100.00
L '
: '
' '
A e
T
1 20 1
ESC Heart Failure 2023; 10: 3237-3249
20
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Cac yéu to dw doan ton thwong than cap
o ngwoi bénh suy tim

All predictors NS P-value
Diabetes mellitus 4 NT-proBNP: x 1,24 (I? 64%) <0.001
Age 4 g3 ; <0.001
Hypertension 2 Tieu duong: x 1,7 (12 42%) 0.005
LVEF 2 0.887
NT-proBNP 3 Tudi cao: x 1,02 (12 25%) <0.001
Creatinine 3 0.282
Creatinine >1.0 mg/dL 3 o . 2 NO 0.011
Index eGFR <60 mL/min/1.73 m? 2 Tang huyet ap: x 1,8 (1* 0%) <0.001
Index eGFR 2 <0.001
» . )

Blood urea nitrogen >24 mg/dL 2 Creatinin>1,0 mg/dl—' 1,15 (I 0%) <0.001
Sex, male 3 0.178
Pre-CKD 3 BUN >24mg/dL:x 2,7 (1> 0%) <0.001
Serum albumin 4 . . <0.001
CHF systolic 2 Suy tim man tinh: x2,5 (I 0%) <0.001
Intravenous dobutamine 2 <0.001
CKD, chronic kidney disease; CHF, chronic hea Truyén dobutamine: x 2,8 (12 0%) et, P hetero-
geneity; GFR, glomerular filtration rate; LVEF, l€ tic peptide.

ESC Heart Failure 2023; 10: 3237-3249

BS. Van Blrc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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X tri ton thwong than cap theo mirc do creatinin mau

Change in renal function associated with drug
treatment in heart failure: national guidance

Andrew L Clark,” ' Paul R Kalra,” Mark C Petrie,** Patrick B Mark,”
Laurie A Tomlinson,’ Charles RV Tomson®

Creatinin mdu ting < 30% Can nhic dirng UCMC/DKTT/ARNI Tiép tuc duy tri thudc trir khi tut huyét dp co triéu
Danh gid str dung thudc khang aldosterone tuy chirng
theo tinh trang dich

OPEN ACCESS

Creatinin mdu tiang 30 —50% Dirng thudc rc ché hé RAAS Can nh3c gidm liéu ho3c tam thoi tri hodn RAASI*
Creatinin mdu tang > 50% Dirng thudc trc ché hé RAAS Tam thoi dirng thudc hé RAASI*

R&i loan chirc ndng than ning Dirng thudc trc ché hé RAAS Dirng thudc RAASI néu c¢6 triéu chirng tdng ure mau
VD MLCT < 20 du bat ky chirc ndng than ban dau nhu thé nao

* Tai khéi dong hodc téi tang liéu khi chirc ndng than cai thién & BN HFrEF

Clark AL, et al. Heart 2019;105:904-910. doi:10.1136/heartjnl-2018-314158
BS. Van Blrc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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BN ton thwong than cap dang si dung thudc RAASI Xl]’ tl'i
kém triéu chirng ban dau quan trong nhu sau:

ton thwong

Qua tai dich do suy tim sung Tut huyét ap Nhiem trung than Cép

huyét :

(khi so sdnh v&i huyét dp (diéu tri bang khdng sinh 2 3, ~
S e S thuong quy va/hodc giam theo khuyén cdo dia 0 4 ng WOl ben h
Cai thién sung huyét bang lgi tiéu i ;
Thuong lgi tiéu quai tinh mach the tich} EUNEmE) d ~ th A
litu cao, bolus ban d3u ' u ng UOC

C6 thé can két hop loi tiéu va .
khang aldosteron RAAS 1

Dirng thudc UC hé RAAS néu khong rd loiich trén tién
lvong

C6 thé truyén dich tinh mach, theo d&i can than va ldp
HFTEF: chi can nhac giam hodc lai danh gid 1am sang + xét nghiém
tam dirng thuéc U'C RAAS néu tut
huyét ap 6 triéu chirng, ting kali
mau trung binh — ndng hodc tén :
thuong than tién trién du thé tich da, tang kali mau trung binh — ndng va ton

C6 thé tam thoi gidm hodc dirng RAASI ngay ca khi cé

lgi ich tién lwong néu tut huyét dp cé triéu chirng mac

thwong than cap tién trién
HFpEF: dirng UCMC/DKTT, Khang

aldosterone c6 thé c6 lgi ich cai Clark AL, et al. Heart 2019;105:904-910. doi:10.1136/heartjnl-2018-314158
thién triéu chirng

BS. Van Blrc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Cho tat ca bénh nhan cé kali > 5,4 mmol/L

« Panh gia qua liéu thudc loi tiéu / gidm thé tich

« Thudc chen beta giao cdm khdng chon loc c6 thé lam tang kali mau. Kiém tra lai
chi dinh (loi ich tién lwong & HFrEF ma khong c6 loi ich & HFpEF) c6 gang duy tri
& nguwoi bénh HFrEF

« Dirng cung cap kal
« Dirng cac thudc khang viém non-steroid
« Kiém tra tinh trang ngd déc digoxin

« Pwa ra 1o khuyén ché dd an giam kali mau

Clark AL, et al. Heart 2019;105:904-910. doi:10.1136/heartjnl-2018-314158
BS. Van Blrc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Xuw tri tang kali mau theo muirc do

Tang kali mau nhe

(K*5,5-5,9)

Tang kali mau trung binh
(K* 6,0 — 6,4 mmol/L)

Tang kali mau nang
(K* > 6,5 mmol/L)

BN Iam sang on dinh,
khéng c6 tén thwong
than cap

LaAm sang khéng 6n

dinh kem sepsis hoac
giam thé tich va/hoac
ton thwong than cap

LAm sang khéng 6n
dinh k&m suy tim mat
bu kem/khong kém
ton thwong than cap

Theo doi sinh hod mau
thuwong xuyén hon
Khéng dirng RAASI, can
nh3c giam liéu RAASI

Dirng RAASI t6i khi
sepsis/giam thé tich 6n dinh
thi khoi dong lai

Khéng dirng RAASI, can
nh3c giam liéu

Piéu tri sung huyét bang 10i
tiéu quai hodc két hop loi
tiéu

Durng RAASI

B3t dau lai voi lidu thap khik*<
5,5. Bat dau lai tir 1 thudc, theo
doi sinh hoa mau

Dirng RAASI tdi khi sepsis/giam
thé tich 6n dinh sau do khoi
dong lai khiK* < 5,5

Giam liéu RAASI va theo ddi xét
nghiém thuong xuyén

Diéu tri sung huyét bang loi tiéu
quai hodc két hop loi tiéu

Nhap vién dé diéu tri ha kali mau ngay lap tirc
Durng RAASI

B3t dau lai voi lidu thap khi K* <5,5

B3t dau lai tir 1 thudc, theo ddi sinh hod mau

Dirng RAASI tdi khi sepsis/giam thé tich 6n
dinh sau d6 khai dong lai khiK* < 5,5
Bat dau lai tir 1 thudc, theo ddi sinh hod mau

Dirng RAASI va b3t dau lai tir lidu thap khi K+
<6,0
B3t dau lai tir 1 thudc, theo ddi sinh hod mau

Clark AL, et al. Heart 2019;105:904-910. doi:10.1136/heartjnl-2018-314158

BS. Van Burc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Bang chirng hiéu qua ctia thuoc trén nguwei cao tuoi

« Nguwoi cao tudi thwdrng khéng phai la doi twong chinh trong cac thir
nghiém lam sang

» Tudi trung binh cla cac thtr nghiém 1am sang vé thudc: khoang 60

« /i vay thiéu bang chirng vé hiéu qua va an toan cla thudc trén nguoi
cao tuoi

« Nguwdi cao tudi thwdng nhay cdm on véi tac dung phu nhw tut huyét
ap, ton thwong than cap, roi loan dién gidi vi vay thiéu bang chirng
trong st dung va tang liéu cac thudc

Journal of Pharmacy Practice and Research (2022) 52, 72-79; doi: 10.1002/jppr.1796

BS. Van Blrc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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@ E SC European Journal of Heart Faiure (2023) 25, 1145-1155

European Society  doi:10.1002/e(. 2920
of Cardiology

RESEARCH ARTICLE

STRONG-HF: Hiéu qua
tang lieu thuoc dieu tri
suy tim & ngw®i cao tuoi

Safety, tolerability and efficacy of up-titration
of guideline-directed medical therapies for
acute heart failure in elderly patients:

A sub-analysis of the STRONG-HF randomized
clinical trial

Crraanchnt

European Journal of Heart Failure (2023) 25, 1145-1155

BS. Van B¢ Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Hiéu qua cta SGLT2i trén ngwoi cao tuoi

Clinical SGLT2 Hospitalization for heart failure + cardiovascular mortality
trials inhibitor
<55 <65 65 ;<75 >75 (=80 f
years years years years | years interacti
on
DAPA- Dapaglifloz | 0.87 0.71 0.76 0.68 (0.53:0.88) 0.76
HF [36] n (0.60;1.2 | (0.55:0.9 | (0.61:0.9
8) 3) 5)
EMPERO | Empagliflo 0.71 (0.57:0.89) 0.72 0.86 (0.67:1.10) 0.25
R- zin (0.57:0.9
Reduced 3)
[37]
EMPERO | Empagliflo 0.73 (0.57:0.95) 0.72 086 0.83 0.33
R- zin (0.55:0.9 | (0.69:1.0 | (0.61:1.1
Preserved 5) 7) 4)
[38]
DELIVE | Dapaglifloz | 0.80 0.88 0.79 0.82 (0.69:0.98) 0.95
R [39] n (0.47:1.3 | (0.65:1.1 | (0.65.09
7) 9) 6)

Loi ich SGLT2i khong phu thudc
tuoi

Bang chi*ng an toan ctia SGLT2;i
trén nguoi cao twong ty ngu o
khéng cao tudi

Lwu ¥ can trong & ngudi cao tudi
suy yéu va ngudi cé nguy co mat
dich

Diabetes & Metabolism, 2023, 49 (2), pp.101419. Doi 10.1016/j.diabet.2023.101419. hal-04068673

BS. Van Birc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Str dung lovi tiéu

quai hop ly

s

Som
Tinh mach
Liéu vira du

Theo d&i mdi 2 — 6h
Két hop loi tiéu (lla — B theo ESC 2021,
VNHA 2022 va ACC/AHA 2022)

Al ol o

European Heart Journal (2021) 00, 1128;
doi:10.1093/eurheartj/ehab368; Khuyén cdo Suy tim Hoi Tim Mach
hoc Viét Nam

BS. Van Blc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai




Panh gia mrc dé sung huyét dé str dung lieu loi tiéu

Qo
c
D,

Sung huyét (am):

! CONGESTED
. Phu phéi
= Kho thé khi nam/ban dém
= Phu ngoai bién Variable
=  Tinh mach cé ndi. EUVOLEMIA
=  Ganto. Cotrréng |
. k- 2 Orthopnea None Mild Moderate Severe/worst
" Phan hoi gan TM ¢6 % JVP (cm) <8 and no HIR <8 8-10 or HIR+ 1115 >16
g Hepatomegaly Absent Liver edge Moderate Massive
S pulsatile enlargement
g enlargement and tender
£ Edema None +1 +2 +3/+4
S emwr >400m | 300-400m | 200-300m | _ 100-200m <100m
NP (one of
both): <100 100-299 300-500 >500
2 X 8NP <400° | 4001500 | 1500-3000 >3000
ox m ok am va am “NT-proBNP
kho va am huvét “puimonary | - Interstitialor
clea clear rd ly venous alveolar edema
(sung huyet) - — ‘ cardiomegs .
: 2 - small pleural
Giam twéi mau mé (lanh): Khé v3 z . g effusions®
=  Lanh &m dau chi ova li.lllh am va l?nh 2 none of two: One of two: Both:

3 B .2 re - A g| VemaCava - Max diameter >2.2 cm - Max diameter >2.2 cm - Max diameter
= Tut huyét ép (giam twéoi mau | (sung huyet + €| imaging® | collapsiilty <50% -collapibiity <S0% Jazam
* Thicunicy, gamCN 5. h hoac giam the giam twoi <s0%

than ] . - g Lung <15 B-lines when scanning |  15-30 B-lines when scanning w;f:;‘mm
= Thay ddi tri gidc (Cold) tich) mau) Uttrasound * 28-sites 28-sites 28 ohtes

Circulation 2013; 128:e240-327; European HeartJournal (2016) 37, 2129-2200; European Journal of Heart Failure (2019) 21, 137-155

BS. Van B¢ Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai



Lucas score

Rohde score

EVEREST score

Gheorgiade score

Khé the

Khé tho khi
nam

Tang ap Iwc tinh
mach cé6 (JVP)

Ran am

Phu

Testdi bo 6
phut

Khac: Mét

moi, gan to...

BNP/ NT-
proBNP

1: kho thé khi ndam
hodc can thém > 1
goi

1:> 10 cm H,0

1: phu

Ligulgi tiéu: 1:téng
litu loi tiéu so voi
tuan truedc; 2: gap
doi litu loi tiéu so
véi [an kham trudce

Danh gia tuan trudce, diém tir
0 —4 (0: khéng can goi; 4: it
nhat 1 dém phai ngdi dé ngl)

Diém tir 0— 4 (0: khong thay;
4: thay khi BN nam 30 — 45d06)

0:khong; 1:< 25%; 2: 25—
50%; 3: > 50%; 4: toan phoi

0: Khong. Diém tir 1 — 4 tuy
vao mirc do phu

Tiéng tim T3

0: khong; 1: hiém khi; 2:
thudng xuyén; 3: lién tuc

0: khéng; 1: hiém khi; 2:
thuedng xuyén; 3: lién tuc

0:£6;1:6—-9;2:10- 15;
3:>15

0: Khong; 1: day; 2: < 50%;
3 > 50% phoi

0: Khong, kin ddo; 1: Nhe;
2:Vira; 3: Nang

Mét moi:
0: khoéng; 1: hiém khi; 2:
thudng xuyén; 3: lién tuc

J Am Coll Cardiol HF 2018;6:273-85
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0: khéng; 1: nhe (1 gbi); 2: vira (>1 gbi); 3: ndng (ngl ngdi)

-1: <8 va khong cé phai hdi gan-TM ¢6; 1: 8 — 10 hodc ¢
phan héi gan-TMC; 2: 11-15;3:> 16

0:Khodng; 1:1+; 2: 2+; 3: >3+

-1: 300—-400m; 1: 100 — 200m, 3 < 100m

Gan to:
-1: gan khéng to v&iJVP binh thudng; 0: khéng; 1: gan méap
mé; 2: tovira; 3: to nhiéu

* BNP (pg/ml): 0 < 100; 1: 100- 299; 2: 300-500; 3 > 500
* NT-proBNP (pg/ml) 0< 400; 1:400-1.5000; 2: 1.5000-
3.000; 3 > 3.000



Yéu té nguy co ton tai sung huyét tai thoi diém ra vién va

hoac tai nhap vién vi suy tim

« Lam sang: NYHA > 2, nhap vién trong vong 6 thang, huyét ap thap (SBP < 90
mmHgQ)

« Lién quan liéu phap diéu tri: dvng GDMT trong khi nam vién, khéng dung nap
v&i GDMT, liéu cao loi tiéu

« Xét nghiém: rdi loan chirc nang than, rdi loan dién gidi, NP cao, thiéu mau

« DTD va hinh anh: QRS > 130ms khéng c6 CRT, RL nhip that, EF < 20%, ALDMP
cao, tang ap lwc d6 day that trai, HoBL vira-nhiéu, IVC >21 mm, B-lines>15

- Bénh dong mac: DTD, Bénh van tim, bénh DMV, rung nhi, bénh phdi, suy yéu

European Journal of Heart Failure (2023) 25,1115-1131
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Tiéu chi suy tim cap on dinh trong mét so thir nghiém

PIONEER — HF (ARNI, 2018) STRONG - HF (2022)

EMPULSE (empagliflozin, 2022)

« BN 6n dinh trong vién: + 18— 851tudi
1. HA tdm thu = 100 mmHg va khéng cé tut . Nhap Vién trgng vong 72h trudc khi sang loc
huyét ap trong vong 6h * muyetdong Omdin L ”
- - 2 A * NT-proBNP >2.500 pg/mL va giam > 10% giira
2. Khong tang liéu loi tiéu tinh mach trong . 4 : i : % A
. cang loc va trwwéc khi chia nhom ngau nhien
vong 6h | (nhitng vin > 1.500 pg/ml)
3. Khéng dung gian mach trong vong 6h « Chua diéu trj liéu téi wu thubc suy tim 2 ngay trwdc
4. Khéng dung tang co bop co tim trong vong Khi ra vién
24 gi(‘)’ « 5/2018-9/2022:1.078BN / 87 BV / 14 quéc gia

N Engl J Med. 2018. doi: 10.1056/NEJM0a1812851; Nature Medicine 2022, https://doi.org/10.1038/s41591-021-01659-1;
Lancet 2022; 400: 1938 — 52
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Theo doi lam sang va xét nghiém trwoc va
sau khi khé&i tri thuoc diéu tri suy tim c6
bang chirng

- PDanh gia lam sang
» Tinh trang huyét déng

« Theo doi nwéece tiéu

* Theo doi xét nghiém
« Dién giai
« Chtrc nang than
« Hinh anh hoc

41
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Patients hospitalized for AHF: assessment & targets of (de)congestion

I

Clinical
Laboratory Imaging
assessment

Congestion score
Optimal =0
Acceptable = 1-2

Weight loss
Optimal
Historical weight

NYHA class
Optimal
NYHA <2

Vital signs,
including BP and HR

ﬁ

NPs
Optimal
> 30% NPs decrease
or
Nt-pro BNP
<1500 pg/mL
or
BNP
< 250 pg/mL

Renal function
and electrolytes

|
HC (tHb,THt)
Optimal
AHb = 1g/dL

Resolution of
signs of congestion
(CSI=0)

Lv ﬁ|ling
pressure

Optimal
Optimal Size< 21 mm
E/e' <10 and

(or AE/e"> 5) Collapsibility index

Acceptable > 50%
' < 1
Ele' <15 Acceptable
| Size < 21 mm
_ or
MR severity Collapsibility index
E/A ratio <2 > 50%
EDT> 130 ms
TRV <28 m/s

Optimal
<5 B-lines

Acceptable
<15 B-lines

(28-sites
scanning)

European Journal of Heart Failure (2023) 25, 1115-1131
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A

=~ Khoi tri toe tru
theo mirc loc cau than
va dién bién than

§ Symptomatic HFrEF patient
l v v A
Assess baseline kidney funtion through determination of estimated GFR
v v A
eGFR <15 eGFR 15-30 eGFR 30-60 eGFR > 60
mi/min/1,73m* mi/min/1,73m* mmin/1,73m* mi/min/1,73m’
r y A
Initiate monotherapy | | Initiate triple therapy | | Initiate triple therapy | | Initiate quadruple therapy
beta-blocker (iow sos) beta-blocker (iow sse) beta-blocker {iow dese) beta-blocker liow cew)
S | consider hydratazine or | { SGLT2-i (eGFR>20mi/min) SGLT24 5 SGLT24
< 1SDN and if tolerated ACE-H (ow sore) ARNI (0w so) ARNI (ow ose)
ACE-i (10w dosat l MRA
§ 565 00 No 15 3
| et e S S ) ¢ eGFR>30ml/min =38 &~ — + — — —
+ \ K< 5meg/l ) 1
............... »
l YES -3
Initiate MRA
§ ————————————— Starttitration b = = = = = = - - - - - - -
s
------ { - '------{-----. :‘..‘.l
{ Creatt <so% \ [ HR>60/min 3 No R Y
| K<55meqd -+ Nosymptomatic ;.....pi% &
{ No symptomatic B hypotension ! = B
oo © )
YES [ YES
Titrate ARNI or ACE-i | | Titrate beta blocker
TOTAL= 28-42 days to maximal dose to maximal dose

Presence of congestion treat with loop diuretics at the discretion of physician

« Low BP: stop other antihypertensive agents, assess volume status, low output state?, prasence of specific cardiomyopathies?

« Low eGFR: stop nephrotoxins, consider renal work-up (eg renal artery stenosis?)

I A decrease in eGFR over time does not automatically mean RAASI/SGLT2-i need to be downtitrated or discontinued

EuropeanJournal of Heart Failure (2022) 24, 603-619
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« High K : if very high perform ECG, conside- ab mistake, stop K supplements, assess volume status, consider K-binder
« Low HR (<50 bpm); perform ECG, conside: stopping other heart rate slowing drugs, take adequate measures if high degree AV block



A ot | aweds | 2iokwsdls
ACEi / ARB ()

== o—0 Kho't tri te try theo

S & o P benh canh lam sang
MRA O] ®

ACEi / ARB © (A) chronic stable heart failure and reduced

ARNI (O L— 'O ejection fraction;

SGLT2i @ {9 (B) acute heart failure;

R-blocker - 0 (C) de novo non-ischemic heart failure with
MRA ® @ reduced ejection fraction.

ARNI ® O N— '0)
SGLT2i Q} ®

R-blocker @ ....... @ ........ @ . | |
MRA @ @ JAmColl Cardiol Basic Trans Science

2022;7:504-517
Q Discontinue @ Start @ Consider starting in select patients @ Continue @ Titrate
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ACC/AHA/HFSA 2022: Diéu tri ndi khoa theo khuyén cao

Nguwdi bénh cé suy than mirc dd nhe hodc tut huyét ap khdng co triéu chirng trong qua trinh
“diéu tri ndi trd suy tim, lgi ti€u va cac thudc diéu tri ndi khoa theo khuyén cdo khdng nén
~dung thuwong quy

JACC 2022, https://doi.org/10.1016/j.jacc.2021.12.012;
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Loi ich cua RAASI va SGLT2i tréen MLCT

135 HE-start ~ 1ml/min/1.73m? per year (normal person) Average HE-dedline
~ - [ . :
(g (acute event) 2-3 ml/min/1.73m’ per year (average in HF) ——— Acute drop + slope after
~ 120- 5 ml/min/1.73m” per year STAASi &
el o . -~ T ope wit
o i (extreme deterioration) Start RAASI P : .
£ 105 gl ERREEEEE Slope with SGLT2-i
E o or SGLT2i
‘-E’ 1:acute drop in eGFR with RAASI
E F ok HF-sl ope 1 2 : slope remains parallel
(V) 60 tart RAAS] 3: altered slope with ARNI and SGLT2-i
w 1

45 -

\ finerenone >
e (g B N SGLT2-
Mf\si
15- -
" End stage renal disease End stage renal disease
T T
Young age Older age e
Key messages

1. Acute drop in GFR with RAASI, ARNI and SGLT2-i does not diminishes treatment effect

2. A reduction in slope deterioration in HFrEF with ARNI and SGLT2-i is associated with reduced hard renal endpoints

European Journal of Heart Failure (2022) 24, 603-619
BS. Van Birc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Mot so van dé bé ngé...

* Hiéu qua, an toan va khai tri, duy tri cua t& tru trén nguoi
HFrEF suy yéu

* Hiéu qua, an toan va khai tri, duy tri cua t& tru trén nguoi
HFrEF c6 BMI thap

BS. Van Blrc Hanh, Vién Tim Mach Viét Nam, Bénh Vién Bach Mai
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Covclusion

Cac tr& ngai khi khoi tri te tru
o ngwoi bénh HFrEF

\N



KET LUAN

« Khéi tri, duy tri va tang liéu t& tru & nguwdi bénh HFrEF gilp cai thién cac
bién co tién lwong & nguwdi bénh HFrEF

« C4c tré ngai trong qua trinh diéu tri: (1) Tut huyét ap, thiéu dich va tén
thwong than cap, (2) Tang kali mau va (3) Tudi cao

« Tuy theo bénh canh 1am sang, mdc dd ton thwong than va kali mau ma co
thai dé x& tri phu hop theo phac dd

« M6t s6 bién phap dé dat hiéu qua khi dung t& tru: (1) St dung loi tiéu quai
hop ly), (2) Danh gia dung thoi diém suy tim giai doan 6n dinh, va (3) Theo
doi sat lam sang va xét nghiém

« Than trong khi diéu trj suy tim & ngw®i cao tudi dic biét kém suy yéu
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