SERVIER

moved by you
K : . . - \ \
NS -
m N7 . . 4y

Tiép can ca thé hoa diéu tri bénh nhén '
suy tim phan suat tong mau giam: |
Tu khuyén cao dén thuc hanh lam san

/

ThS. BSCKII Ly Van Chiéu
Pho khoa Noi tim mach,

PhG gigm dbc Trung tém tim mach, Bénh vién Cho Ray
SERV-CARD-24-06-2025



SUY TIM: dich dén cudi cling chu6i bénh ly tim mach-chuyén héa
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BN suy tim phan suat tong mau giam
cO nguy co nhap vién va tu vong cao
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*Di¥ liéu nghién ctru dwa trén 105.388 bénh nhan Hoa Ki, nhap vién tir 1997 dén 2004 do suy tim trong nghién ctru Acute Decompensated Heart Failure National Registry
HFrEF=Suy tim c6 phan suét tbng mau giam

1. Adams et al. Am Heart J 2005;149:209-16; 2. National HF audit 2013/14: www.ucl.ac.uk/nicor/audits/heartfailure/documents/annualreports/hfannual13-14.pdf;
3. Loehr et al. Am J Cardiol 2008;101:1016—22; 4. Chen et al. JAMA 2011;306:1669-78; 5. Roger et al. Circulation 2012;125:e2-220; 6. McMurray et al.. Eur Heart J 2012;33:1787-847
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Cac nghién ciru suy tim noi bat thap nién 1980s — 2020s

B Hydralazine and isosorbide dinitrate (H-SDN) Implantable cardioverter defibrillator/ cardiac Head-to-head comparison
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. ) . AFFIRM-AHF
1. Rate vs rhythm control in atrial fibrillation (AF)
2. Exercise prescription

Positive trials in the treatment of heart failure with reduced ejection fraction from 1986 to 2020. Modified from McMurray

ESC Heart Failure2020;7:3505—-3530. Published online in Wiley Online Library SERV'ER:t
(wileyonlinelibrary.com)DOI:10.1002/ehf2.13124
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Cac thu nghiém lam sang cua cac nhom thuoc dieu tri suy tim
theo phan nhom EF
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10 nam chuyén minh trong Khuyén cao diéu tri Suy tim
Tu khai tri tu tu tirng budc dén cham soc ca theé véi khai tri tich cu’c, nhanh
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New indication for lvabradine HF mid-range ejection fraction HF with mildly reduced EF
New indication for ARNIs New recommendations for SGLT-2

1. European Heart Journal (2012) 33, 1787—-1847; doi:10.1093/eurheartj/ehs104
2. European Heart Journal (2016) 37(27), 2129-2200, https://doi.org/10.1093/eurheartj/ehw128 SERV'E&*
3. European Heart Journal (2021) 42(36), 3599-3726, https: i.org/10.1 rheartj/eh
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https://doi.org/10.1093/eurheartj/ehw128
https://doi.org/10.1093/eurheartj/ehab368
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10 nam chuyén minh trong Khuyén cao diéu tri Suy tim
Tu khdi tri tu tu’ tirng bu'dec dén cham séc ca thé véi khdi tri tich cuc, nhanh

To reduce mortality - for all patients To reduce HF hospitalization/mortality - for selected patients

Volume overload |
ACE-IARN D e |
|
| | | | = 1
SR with LBBB = 150 ms SR with LBBB |30—149 ms or non LBBB= /50 ms
For selected advanced HF patients | CRT-PID ) ]

Heart transphntation ~ MCSasBTT/BTC ) __Long-termMCSasDT ) Ischaemic aetiology Non-ischaemic aetiology
| | T | e |
J |

To reduce HF hospitalization and improve QOL - for all patients
| Atrial fibrillation Atrial fibrillation Coronary artery disease

Aortic stenosis Mitral regurgitation ~ Heart rate SR>70 bpm Black Race ACE-/ARNI intolerance
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Khuyén cao diéu tri Suy tim — ACC 2022

Table 2. Treatment recommendations for patients with HFrEF (Stage C - D)

HFrEF are displayed. Step 1 medications may be started - N | e
simultaneously at initial (low) doses recommended for s W e i
HFrEF. Alternatively, these medications may be started

sequentially, with sequence guided by clinical or other

HFrEF NYHA [V, in

. g q LVEF s40% [ —» African American -
factors, without need to achieve target dosing before (stage ©) patients -
initiating next medication. Medication doses should be
. NYHA I—III;. Refractory HF | |
increased to target as tolerated. Bl (stage D) -
LVEF <40%
Persistent HFrEF |— NYHA [I-1I;
secoMMENDATIONS | R syt -
NSR and QRS Ty

1. In patients with HFrEF, titration of guideline-directed medication dosing to achieve target doses showed — 2150 ms with LBBB

to be efficacious in RCTs is recommended, to reduce cardiovascular mortality and HF hospitalizations, HFimpEF

unless not well tolerated (1-10). i) o tnvestigationa

studies*

2. In patients with HFrEF, titration and optimization of guideline-directed medications as frequently as

every 1to 2 weeks depending on the patient's symptoms, vital signs, and laboratory findings can be
useful to optimize management.

#®
Heidenreich et al JACC VOL. 79, NO. 17, 2022 2022 AHA/ACC/HFSA Heart Failure Guideline MAY 3, 2022:6263 — e421 SERVIER_
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biéu tri noi khoa toi vu 6 bénh nhan suy tim: Ky vong & thuc te !!!

. y

Ti Ié bénh nhan dat lieu dich caa thudc theo khuyén cao

NGAY CA TRONG CAC NGHIEN CU’U RCT con rat thap

Table 1: Current Usage Rates of Guideline-Directed Medical Therapy and Comprehensive Disease Modifying Medical Therapy

Percentage of Patients on Treatment Percentage at 250% target Percentage at target
CHAMP- PINNACLE QUALIFY ESC-HF BIOSTAT- CHAMP-HF BIOSTAT- QUALIFY Savarese CHAMP-HF QUALIFY ESC-HF BIOSTAT-  Savarese
HF 20187 2020° 2016 2013 CHF 20177 2017* CHF 2017%%r 2016***  etal. 2017* 2016%°*  2013*"* CHF 2017**! etal.
20217 202133
ACEVARB/ARNI  721% 78.0% : 40.4% i 16.8% :
ARNI 12.8% 8.5% | 3% 43.5% 53% i 14.0% 30% |
ACEI/ARB 59.9% 922%  85% : 39.8% 53% = 175% 22% :
ACEI 54.8% 65.7% 70.7% | 45% 63.3% 28% I 279% 29.3% 21% 15% |
ARB 27.8% 21.5% 23.5% ! 67% 39.5% 19% = 6.9% 241% 20% 10% :
B-blocker 66.8% 74.6% 86.7% 927% 90% i 76% 54.3% 40% 51.8% 30% b o275% 14.8% 175% 12% 12% |
MRA 331% 69.3% 67% I 6o% 98.2% 99.1% 60% ! 76.6% 70.8% 30.5% 60% [

*% of patients on medication. "% of all study patients. ACEl = angiotensin-converting enzyme inhibitor; ARB = angictensin receptor blocker; ARNI = angictensin receptor-nepniysin infibitar; COMMT = comprehensive disease modifying medical therapy; GOMT = guideline-directed medical
theropy: MRA = mineralocorticoid receplor antogonist.

Nicholas K Brownell, et al. Cardiac Failure Review (2021);7:e18
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Thu'c té, ti 1€ BN dugc diéu tri ndi khoa t6i uu ciing con thap
Két qua tir NC so bo CHAMP-HF trén BN suy tim PSTM giam

A 100% -
90% A 26.2%
80% A 39.1%
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10% - I | (| I I
"1 . = TR D T
0% L —=ascd— Raeed  Losxa  leged a0
ACEI/ARB/ Beta-
ACEI/ARB ARNI ARNI Blocker MRA
Without Contraindication and Not Treated 1374 3029 920 1159 2317
Treated 2107 452 2536 2351 1163
With Contraindication 37 37 62 8 38

e >
Ti Ié BN dat <50% liéu dich 60.2% 56.5% 59.5% 45.7% 1.8%

Greene, S.J. et al. J Am Coll Cardiol. 2018;72(4):351-66. SERV'ER;t
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50% Target Dose  50% to -100% Target Dose |- 50% Target Dose  50% to - 100% Yarget Dose |50% Yarget Dose  50% to - 100% Target Dose | SO% Target Dose  SO% to - 100% Target Dose
. (n - 1261) (n - 466) (n - 255) (n  133) (n 10N (n - 628) n- 2 (n  250)
Age, yrs 67 (58-7%) 67 (58-75) 65 (55-73) 63 (54-N) 68 (59-76) 67 (58-74) 71 (64-76) 65 (56-74)
Female 359 (28.5) 133 (28.5) 68 (26.7) 47 (35.6) 305 (28.5) 167 (26.6) 7(333) 62 (24.8)
' Ejection fraction, % 30 (23-35) 3 (25-36) 27 (20-33) 28 (2-3) 28 (21-35) 30 (23-35) 12 (29-39) 30 (20-35)
NYHA functional class

RESULTS Overall, 3,518 patients from 150 primary care and cardiology practices were included. Mean age was 66 + 13
years, 29% were female, and mean EF was 29 + 8%. Among eligible patients, 27%, 33%, and 67% were not prescribed
ACEI/ARB/ARNI, beta-blocker, and MRA therapy, respectively. When medications were prescribed, few patients were
receiving target doses of ACEI/ARB (17%), ARNI (14%), and beta-blocker (28%), whereas most patients were receiving
target doses of MRA therapy (77%). Among patients eligible for all classes of medication, 1% were simultaneously
receiving target doses of ACE/ARB/ARNI, beta-blocker, and MRA. In adjusted models, older age, lower blood pressure,
more severe functional class, renal insufficiency, and recent HF hospitalization generally favored lower medication uti-
lization or dose. Social and economic characteristics were not independently associated with medication use or dose.

CONCLUSIONS In this contemporary outpatient HFrEF registry, significant gaps in use and dose of guideline-
directed medical therapy remain. Multiple clinical factors were associated with medication use and dose prescribed.
Strategies to improve guideline-directed use of HFrEF medications remain urgently needed, and these findings
may inform targeted approaches to optimize outpatient medical therapy. (J Am Coll Cardiol 2018;72:351-66)

© 2018 by the American College of Cardiology Foundation.

Chronic renal insufficiency 208 (16.5) 7 017.0) 42 (16.5) 17029 216 (20.2) 128 (20.4) 4 (19.0) 39 (15.6)
Asthma/COPD 389 (30.9) 142 (30.5) 65 (25.6) 37 (28.0) 327 (30.6) 170 (272) 6 (286) 56 (22.4)
History of ventricular tachycardia/fibrillation 270 (1.4) nas3) 77 (30.2) 26 (19.5) 199 (18.6) 140 (223) 838 72 (28.8)
Depression 328 26.1) 105 (22.6) 58 (22.8) 33(25.0) 270 (25.2) 132 1) 5238 54 (1.6)
Active cigarette smoking 275 (1.8) 100 (21.5) 51000 27 (20.5) | 223 (20.8) 141 (22.5) 2095 42 (16.8)
Greene, S.J. et al. J Am Coll Cardiol. 2018;72(4):351-66. SERV'ER;
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A heart failure spending function — a conceptual framework for
tailored intensification of GDMT

Goal heart failure
spending means tailored
therapies that optimize
spending from reserves

SPENDING &]- \&/ RESERVES for each patient, in order
ACCOUNES I@_ to maximize the return

on investment in terms
 of clinical benefit.

BLOOD PRESSURE

HEARTRATE  (3)(E)(3)
renal ()G )
potassium  (3)(3)(3)E)

ouT-oF-PockeT costs (£ (¢)

REGIMEN COMPLEXITY @@@

Allen A et al. Circulation: Heart Failure. 2022;15
https://doi.org/10.1161/CIRCHEARTFAILURE.121.008594
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https://doi.org/10.1161/CIRCHEARTFAILURE.121.008594

PATIENT
CHARACTERISTICS
AND COMORBIDITIES

oo

Chronic Kidney disease
and/or hyperkalemia

i

=y

Heart rate

Blood pressure

Atrial fibrillation

Rosano GMC et al. Eur J Heart Fail. 2021;23:872-81

Pong thudn suy tim 2021 ESC dua ra cac kiéu hinh bénh nhan suy tim
Ca thé hoa diéu tri va@i khgi tri sGm, tich cuc dua trén 4 thong so nén tang
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Bénh nhan suy tim khong thé dugc xem la “on dinh”

Tan suat mat bu va nguy co tlr vong gia tangl® véi nhivtng dot cap va dot tir xay ra vao bat ki
thot diem nao

Iﬁ

Suy giam man tinh?!

Chirc nang
tim va chat
~ ?
lwong song ~ Tu vong
N (\ ) YR
~ Y " -A " J (
Mat bu/ nhap vién - \_ /
Dién tién bénh
1. Adapted from Gheorghiade et al. Am J Cardiol 2005;96:11G-17G; 2. Ahmed et al. Am Heart J 2006;151:444-50; 3. Gheorghiade and Pang. J Am Coll Cardiol 2009;53:557-73; 4. SE R v' E R;

Holland et al. J Card Fail 2010;16:150-6; 5. Muntwyler et al. Eur Heart J 2002;23:1861-6



Ty Ié tai nhap vién cao nhat tai thoi diém 1 thang ra vién

Dién tién cda Suy tim
Chronic decline

Function
& quality

ol hie

(Qol.)

Acute episodes

—_— &

Disease progression

Sau moi lAn nhap vién,
BN Suy tim lai cang gan véi tir vong

Timing and Duration of Interventions in Clinical Trials for Hospitalized Heart Failure Patients. Marti NC et al, Circ Heart Fail. 2013 Sep 1; 6(5):

Hazard ratio

4

0-1

L) . 1
12-24 24+ No HF
) hospitalization

1-3 36  6-12
Time after discharge from hospital (months
Ty 1€ tai nhap vién cao nhat
0 thang dau tién sau xuit vién
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https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=24046476

TAN SO TIM CAO trudc lic xuat vién gia ting tir vong & tai nhap vién
trong giai doan mong manh (Vulnerable phase)

Estimated One-Year Mortality by Heart Rate (Adjusted)
Normal Sinus Rhythm Patients
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Figure 2. Estimated mortality at 1 year in patients with sinus rhythm (n=26 020). The inflection point
represents a single linear spline at 75 bpm (see text for details). Risk of mortality rises steadily with heart
rate. BPM indicates beats per minute.

J Am Heart Assoc. 2015;4:e001626. https://doi.org/10.1161/JAHA.114.001626

A retrospective cohort study from clinical registry data linked to medicare claims for 46 217
patients participating in get with the guidelines’—heart failure (2005 — 2011)

Adjusted Model (Patient and Hospital
Characteristics)

Outcome in patients
with HR 2 75 bpm, sinus
rhythm group (n = 26

020) HR for Heart Rate per P Value
10 bpm
Mortality 1.185 <0.0001
[0,30] days 1.300 <0.0001
[31,365] days 1.155 <0.0001
All-cause readmission 1.063 <0.0001
[0,30] days 1.128 <0.0001
[31,365] days 1.02 0.1872
Composite 1.082 <0.0001
readmission/mortality
[0,30] days 1.148 <0.0001
[31,365] days 1.037 0.0125
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https://doi.org/10.1161/JAHA.114.001626
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Thoi diém vang dé toi vu hda diéu tri ndi khoa & kiém soat TST

Optimal moment

Kiém tra - I

tién trién Khong ca?
= thién/ té di

(diR¥tng) Lt

Focus of Care

Gb
mong manh

Lan tai
kham diu

GP tbi uu
héa diéu

|
Nhap vién 'St dung lai | xuit vieén |
' thuéc udng

GP mat bu

Gb Phéi hop xudt vién

Duy tri tdi wu hoda diéu tri ngoai

FER

Piéu tri ndi khoa theo khuyén cédo -

Theo ddi - danh gid su tién trién cua
bénh

OEEnEn

JACC, Volume 74, Issue 15, 15 October 2019, Pages 1966-2011; https://doi.org/10.1016/j.jacc.2019.08.001
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https://www.sciencedirect.com/journal/journal-of-the-american-college-of-cardiology/vol/74/issue/15
https://www.sciencedirect.com/journal/journal-of-the-american-college-of-cardiology/vol/74/issue/15

Thdi gian ctia Bénh nhan SUY TIM — KHONG CHO POT!

Conventional Sequencing Rapid Sequencing
S1GCTOR I ACE inhibitor or angiotensin recepte tep 1 +

Step 2

¥

Angiotensin receptor
neprilysin inhibitor

y

Step 3

Step 4 Angiotensin receptor neprilysin inhibitor

Mineralocorticoid receptor
antagonist

Step 5 SGLT2 inhibitor

Uptitration to target doses at each step All 3 steps achieved within 4 weeks
Typically requires 6 months or more Uptitration to target doses thereafter

SERVIER

moved by you

European Journal of Heart Failure (2021) 23, 882—894 REVIEW doi:10.1002/ejhf.2149



Thai gian ctia Bénh nhan SUY TIM — KHONG CHO POT!

Kiém soat TAN SO TIM

y = ~;\\
\
I - A

Tang lieu
chen beta

| B-Blockers + 'vabradine
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CHAN THANH CAM ON SV
CHU Y LANG NGHE CUA
QUY PONG NGHIEP!




