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N Cap nhat ESC 2023 .
vé dieu tri Suy tim PSTM giam nhe/ bao ton
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SGLT2i duoc khuyén céo st dung cho bénh nhan suy tim PSTM giam nhe/ bao tén
nham gidm nguy co nhéap vién so suy tim va tlr vong tim mach (Class I, A)

transuesophageal echecardiogram,
oll? phage iogs

Khuyén cao diéu tri Suy tim PSTM giam

To reduce mortality — for all patients

ACEIi/ARNI BB MRA SGLT2i

To reduce HF hospitalization/mortality — for selected patients

Volume overload

Diuretics
SR with LBBB 2150 ms SR with LBBB 130-149 ms or non-LBBB 2150 ms
CRT-D/H CRT-D/A
Ischaemic aetiology Non-ischaemic aetiology
ICD ICD
AF AF Coronary artery disease Iron deficiency
Anticoagulation Digoxin PVI CABG Ferric carboxymaltose
Aortic stenosis Mitral regurgitation Heart rate SR >70 bpm Black race ACEI/ARNI intolerance
SAVRITAVI TEE MV repair Ivabradine Hydralazine/ISDN

For selected patients with advanced HF
Heart transplantation MCS as BTT/BTC Long-term MCS as DT
To reduce HF hospitalization and improve QoL - for all patients
Exercise rehabilitation Multiprofessional disease management

ACE), Bngiotensin-converTing entyme inhititor; AF, atrsal ibrliation; ARB, angsotensin receptor blocker; ARNI, angiotensin receptoe-neprilysin Inhibitor; BB, beta blocker; bpo, beats per minute; BTC, bridge ta candidacy; BTT, bridge to transplantation; CABG, coronary artery bypass graft
CRT-0/-F, cardiac Py therapy: £SC, Eurapean Society of Cardiolegy; HF, heart failure; ICD, implantab rier defibrillator; [SON, isoserbide dinitrate; LBB, left lock; MCS,
SUPPOrT, MRA, Minerslocomiceid Ecaptor aNtsEONSE; MV, mitsal valve; PVI, pulmonary vein isciation; Ciol, quality of life; SAVR, SGLT2, # ransp innibiter; S8, TAv, aortic valve impiantation; TEE 6

Class 1 Class 2a
W McDonagh TA et al. Eur Heart J. 2021;42:3599 recommendation recommendation
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2023 Focused Update of the 2021 ESC Guidelines
the diagnosis and treatment of acute and chronic
heart failure

Table 3 Definition of heart failure with reduced ejection fraction, mildly reduced ejection fraction, and preserved
ejection fraction

Type of HF HFrEF HFmrEF HFpEF
Criteria 1 Symptoms £ signs®  Symptoms + signs® Symptoms + signs®
2 LVEF <40% LVEF 41-49%° LVEF >50%
3 - - Objective evidence of cardiac structural and/or functional abnormalities consistent with

the presence of LV diastolic dysfunction/raised LV filling pressures, including raised

natriuretic peptides®

© ESC 2023

Can nhac thay dbi HFrEF, HFmrEF va HFpEF thanh HFrEF va HFnEF
71% dong thuan b&i ban soan thdo cap nhat khuyén cao

SERVIER

Professor Roy Gardner — presented at ESC 2023

MOUEDAXXDU

Cap nhat ESC 2023 yé theo d6i bénh nhan suy tim cap
chuan bi xuat vién hoac méi xuat vién

Recommendation Table 3 — Recommendation for
pre-discharge and early post-discharge follow-up of

patients hospitalized for acute heart failure
Based upon the results of STRONG-HF, high-intensity care for initi-

ation and rapid up-titration of oral HF therapies and close follow-up in
the first 6 weeks after discharge for an acute HF hospitalization is re-
commended to reduce HF readmission or all-cause death. During the
follow-up visits, particular attention should be paid to symptoms and
signs of congestion, blood pressure, heart rate, NT-proBNP values, po-
tassium concentrations, and eGFR.

Level®

Class®

Recommendation

An intensive strategy of initiation and rapid
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

© ESC 2023

HF rehospitalization or death.“%¢ '

Chién lwgc didu tri tich cwe cho cac bénh nhan chuan bi xuéat vién va trong khoang 6 tuin sau
khi xuét vién dwoc khuyén cao mirc do IB

Tai kham: Can tap trung chu y kiém soat triéu chirng, dau hiéu sung huyét, huyét ap, tin s6
tim, NT-proBNP, n6ng do kali mau va eGFR

SERVIER

m 2023 Focused update of the 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure (European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad195)

MOUEDAXXDU
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Bénh nhan suy tim khéng thé dworc xem la “6n dinh”

Trajectory Not

Check improved/
o (ongoing) worsening #
©
O
Y
o
%)
=]
(%4
o
L
Early acute Late acute Optimization Early post- Transition to
phase phase phase discharge phase | chronic care
Admission Transition to Discharge First Follow-up
Oral Therapies Visit

. Discharge coordination

. Clinical decompensation

Ongoing optimization of outpatient care . Guideline-directed medical therapy

sumviER;
; G JACC, Volume 74, Issue 15, 15 October 2019, Pages 1966-2011; https://doi.org/10.1016/j.jacc.2019.08.001

(») Evaluation for long term traectory
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Quan ly Suy tim ttr ndi tri dén theo déi ngoai tra

“Discharge is the START of the journey”

In hospital management

v Diagnosis by HF specialist

- LVEF, ECG, NPs, blood test
v GDMT initiation and up-titration
v Address patient's comorbidities
v Educate patients and caregivers
v Rehabilitation

Pre-discharge

v/ GDMT initiation and up-titration
v Decongestion & symptom relief

v Hemodynamically stability

v Educate patients and caregivers
v Multidisciplinary team approach

Heart failure care from hospital to follow-up

Early follow-up after discharge

v GDMT initiation and up-titration
/' Decongestion & symptom relief
v Hemodynamically stability
v Lifestyle management

- fluid or salt restriction

v Educate patients and caregivers

SERVIER

3 G SE KIM, BS Yoo. Korean Circ J. 2023 May;53(5):294-312.
PEUEDEYIDY

Thwe trang GDMT sau khi,xuét vién (post discharge) phu thugc vao
viéc str dung thuoc ngay khi xuat vién (discharge)

60- to 90-Day Follow-Up 12-Month Follow-Up

100% -
90%
80% -
70% -
60% -
50% -
40% -
30% A
20% A
10%

0% -

93.1%
85.5%
80.5%

30.5%
22.3%

7.7%

Proportion With Postdischarge
Medication Fill

Beta-Blocker ARNI MRA
. m Prescribed at Hospital Discharge m Not Prescribed at Hospital Discharge
3 c Patolia H, et al. J Am Coll Cardiol. 2023;82(6):529-543.

MOMEDBX.IDU
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Tang nguy co khi tri hoan hoac boé qua cac GDMT

Suy tim EF < 40%
Khoéng st dung, khong téng liéu hodc khéng duy tri:

Chen Beta:

@ Tang 34-35% nguy co twong ddi tt vong do moi nguyén nhan MRA:
Tang 19-24% nguy co tuong déi tr vong do moi nguyén nhan hodc nhap vién Tang 24-35% nguy co twong déi tir vong do moi nguyén nhan
Tang 35-42% nguy co nhap vién do suy tim
ARNI:
u Tang ~ 25% nguy co twong ddi t&r vong do moi nguyén nhan so véi gia duwoc Y. SGLT2i:
- Tang ~ 30% nguy co twong ddi t&r vong tim mach hodc nhap vién do suy tim W Tang 13% nguy co twong ddi t& vong do moi nguyén nhan
so voi gia dwoc Tang 31% nguy co twong déi nhap vién do suy tim

Suy tim EF > 40%
Khong str dung hodc khéng duy tri:

SGLT2i:
Tang 20% nguy co twong doi tir vong tim mach hodc nhap vién do suy tim
Tang 26% nguy co twong déi nhap vién do suy tim

Van dé tri hoan hodc bé qua diéu tri n6i khoa téi wu & nhikng bénh nhan thwong lién quan téi:
- Bénh nhan chwa bao gi® bat dau diéu tri ndi khoa t6i wu hodc tri hodn qua lau
- Chét lwong cudc sdng va tinh trang st¥c khde ctia bénh nhan dién tién xau
- Nguy co tién trién bénh qua gi¢i han
- C6 thé phong ngtra dworc tir vong va nhap vién
JACC VOL. 81, NO. 22, 2023; 2145-48

*

MONELEYIOU
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11
“Nhap vién” la th&i diém vang dé tdi wu hoéa diéu tri
nham ngan ngira tlr vong sau xuat vién é tai nhap vién
Phong ngtra cac két qua bat loi & bénh nhan suy tim nhap vién dwa vao
viéc ngan ngtra tién trién suy tim bang cach:
« Khéi tri va chinh liéu cac diéu tri nén tang
« Dam bao duy tri/ tuan tha diéu tri
* Panh gia lai s®m sau khi xuét vién
Can t6i wu GDMT trwéce khi xuat vién
12



Thiét ké nghién cruSTR®NG-HF
CD:’ Xu3t vién @

~ P 7
Week 1 Week 2 Week3 Week6 Tiéu chi chinh
Safity Safety
Tang dén Litu t3i da
H liéu t6i da dizgu tri Liéu toi da
iBu tri . diéu tri
Tiéu chi lwa chon diéu Fr! suy tim -
suy tim suy tim .
- BN ST cdp chuén b xuét vién 180 ngay
- Chua c6/ dat liu téi da Theo d&i Tai nhap vién do ST
diéu tr ST Ngau nhién 90 ngay hoéc t&r vong do
- NT-proBNP truéc xuat vién 1:1; n =1800 . ~ A
51500 pg/rml moi nguyén nhan
Piéu tri Theo ddi va diéu tri
thuédng quy theo théng |é clia béc si

o Diéu trj suy tim: ph&i hop ACEi/ARB/ARNi & BB & MRA
Ddnh gid an toan = kham 1am sang & can lam sang (NT-proBNP, K, Creat, hemoglobin)
= Mebazaa A et al Lancet. 2022 Dec 3;400(10367):1938-1952.
13
Can thiép tich cwc trwwéc khi xuat vién
Bénh nhan ) Két qua o y
1078 bénh nhén‘nhé‘p vién vi suy tim cap Tilé BN dat liéu t6i da clia cac thuéec uéng. HIC vs UC
* Chua sty dung liu day dt cia GDMT trude do * ACEI/ARB/ARNI 55% vs. 2%,
+  Ondinh vé& huyét dong hoc + Beta-blockers 49% vs. 4%
* NT-proBNP >2500 pg/mL tai thoi diém sang loc va giam ¢« MRAB84% vs. 46%
>10% tir thoi diém sang loc dén can thiép (van > 1500 A
pg/mi) - lzzi%
So sanh ) ! e
Can thiép tich cwc VS diéu tri thwong quy (HIC vs UC) £ ™
Can thiép tich cuwc g 4
S6m (2 ngay trwdic khi xuét vién) va nhanh chéong toi wu liéu cac £
thuoc u6ng nhw ACEVARB/ARNL BB va MRA 2 iz: — Usual care group 180-day adjusted risk difference 8:1%
—— High-intensity care group (95% C12-9t0 13.2; p=0-0021)

0 15 30 45 60 75 90 105 10 135 150 165 180
Number at risk
m  Mebazaa A et al Lancet. 2022 Dec 3;400(10367):1938-1952. Usualcaregroup 502 494 474 454 439 423 410 394 381 373 366 353 329

High-intensity caregroup 506 497 484 466 449 440 430 419 415 408 397 384 345
MONELEYIOU
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Loi ich dén SOM cua t6i wu diéu tri SOM véi cac thubc nén tang

1.2 Enalapril Eplerenone Carvedilol
= 1.0 - Empagliflozin Dapagliflozin
3=
5 08 n{ }
o c A g
= 0.6
= A ¢
= 0.4 =
=
T— 0.2 — G
0.0 —
T T T T T 1
od 12d 14d 28d 30d 120d
Time of assessment (days)
1992 SOLVD - All cause death or hospitalization for heart failure
COPERNICUS - All cause mortality in high risk patients
COPERNICUS - Al caus: tality or hospitalization f
2003 EPHESUS - All cause mortality

EPHESUS - Sudden cardiac death
M-HF

2012 DAPA-HF

. EMPEROR-Reduced
MOMEDBX.IDU
15
Loi ich dén SOM cua tdi wu diéu trj ki€ at TS
oi ich déen cua toi wu dieu tri kiem soa
Th&i gian dat dwoc lgri ich clia viéc giam TST véi ivabradin & bénh nhan HFrEF

A 270bpm B 275bpm
15 200 =
9 175 1
13 — - Hospitalization for worsening heart failure

=i | = 1507 r == Hospitalization for worsening heart failure

LS L o

= 125

8 1 S =~ Cardiovascular death

B R 2100 1--fg A b

B i |

5 5o+ I

§ g M\_/'\wa H e

2 I = 050 |
0.7 : |
e 3 0.25 |

: HR:0.82 (0.67.1.00) | HR: 0.74 (0.56,0.88)
05 - T T T T s T T T T T T T T 1 0.00 - T T T + T T T I T T T T T T 1
0 3 &0 90 : 120 150 180 210 240 270 300 330 360 0 3 B : 80 120 150 1180 210 240 270 300 330 360
+ 102 :=78 L-168
Follow-up (days) Fallow-up (days)
SEVERE Time to benefit of heart rate reduction with ivabradin in patients with HFrEF: summary of the key findings
a European Journal of Heart Failure (2023) doi:10.1002/ejhf.2870
MOMEDBX.IDU
16
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Thi diém vang dé téi wu diéu tri ndi khoa
cho BN Suy tim

Trajectory Not

I
Check improved/ 1
(ongoing) ~ worsening_ ¢ |

|

Focus of Care

Optimization Early post- Transition to

Early acute Late acute
phase discharge phase | chronic care

phase phase
Transition to Disdharge First Follow-up
(Oral Therapies | Visit

(») Evaluation for long term traectory

Admission

. Discharge coordination

. Clinical decompensation

. Ongoing optimization of outpatient care . Guideline-directed medical therapy

! G JACC, Volume 74, Issue 15, 15 October 2019, Pages 1966-2011; https://doi.org/10.1016/j.jacc.2019.08.001

17

Bai hoc rut ra: Téi wu hoéa diéu tri néi khoa SOM

y “KHOANG TRONG” |
GIA KHUYEN CAO VA THE GIOI THUC
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Guidelines tell us WHAT to do, but not HOW to do it

SHAB

GDMT

Urgency of implementation

sumnn;
#*
MOMEDEXXDU
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Diéu tri nén tang toan dién
LN 4 > m - A - A . = ~ -
giup cai thién tién lwoong ngwoi bénh suy tim
Comprehensive Disease-Modifying Treatment Improves
Outcomes Compared With Conventional Therapy
Long-Term OS With Comprehensive Disease-Modifying Therapy vs Conventional Therapy*
Patients starting therapy at age 55 y Patients starting therapy at age 65y
Treatment Projected mean overall survival
—— Comprehensive therapy 100 Comprehensive therapy 150 years (13-1-16-8)
100 T —— Conventional therapy {‘\ Conventional therapy 10-6 years (9-4-11-8)
2, 7% Projected mean overall survival “ Difference (95% Cl) 4-4 years (2:5-6-2)
RN, Comprehensive therapy 177 years (14:9-20-5) 804 N \\*—\
80 . \__ Conventional therapy 114 years (92-135) = NN
g L\ “_ Difference (95% C1) 6-3years (3:4-91) = eod . o \\
E b0y A, < R \\
2 \\ \ E -\"\
3 0] T \\ e . N—\
S 564 ™ ‘\\\7 N -‘Kj, ° 20 P S L
. 0 T T T T T T - - 1 o T T T X 1
- s 60 65 70 75 8% 8 9 65 70 75 80 85 90
Age (years)
5 *Conventional therapy = ACE inhibitor/ARB + B-blocker; comprehensive therapy = B-blocker + MRA + ARNI + SGLT2 inhibitor.
Vaduganathan M, et al. Lancet. 2020;396:121-128.
MOMEDEXXDU
22
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Téac dong doc lap ciia cac nhém thude diéu tri nén tang

den tién lwong ngwei bénh suy tim

Distinguishing Endpoint Hazard Ratio
DrugClass Trial reperte osnc)
Beta-blockade following Nore receivin
acute myocardial BRAT ACE inhititors =03
infarction All-cause
mortality 077
CAPRICORN Most receiving
(with or without . (0.60-0.98)
AGE inhibitors) (carvedilol) ACE inhibitors
Post-nfarcion patients 85
SAVE with LV systolic (0.68-0.97)
ACE inhibitors (captopril) dysfunction, 35-40% on =
beta-blockers Alcause
(with or without - mortality
beta blockade) SOLVD Heart failure with LV -
Treatment ‘systolic dysfunction, no (0740.55)
(enalapril) use of beta-blockers E
>50% recelving
CONSENSUS
T > mineralocorticoid =073
ACE inhibitors (enaapril) racepibe ditagonist
All-cause
(with or without
mineralocorticold receptor morisltty
‘antagonists) SOLVD No recorded use of ™
Treatment mineralocorticoid © 75.»0 o)
(enalapril) receptor antagonist B
RALES ~10% ona 070
beta-block (060-0.82)
5 All-cause
mortality
(with or without EMPHASIS-HF >85% ona a
btz blockde) (eplerenane) beta-blocker S
) Receiving
Sacubitiilivalsartan mineralocorticoid ant
receplor antagonist c: A ]
(with or without PARADIGM-HF doath
mineralocorticoid receptor Not receiving
antagonists) mineralocorticoid
receptor antagonist
Receiving neprilysin
SGLTZinhibitors n——— inhibitor Cardiovascular
| (with or without et hospitalization for
neprlysin inhibitors) N Not receiving heart failure 075
neprilysin inhibitor (0.68-0.84)

u' u Milton Packer an:

d John J.V. McMurray. European Journal of Heart Failure (2021) doi:10.1002/ejhf.2149

- Bang chirng tir nhitng RCT cho thay
ré rang diéu tri nén khéng anh hwéng
dén dap rng voi tirng nhom thuoc
diéu tri nén tang.

* Hai y nghia quan trong:
- M&i nhém thudc tac dong lén tién trién
cia bénh ly co tim theo 1 co chée
sinh bénh hoc riéng biét.
- Quyét dinh th& tw wu tién dung thubc
khéng phu thuéc vao thi ty trong cac
thtr nghiém lam sang.

MONELEYIOU
- - e
Hié q a cua cac dieu tri nén tang den sém
] " g
Study drug; Endpoint Time of Dose attime of | Hazard ratio
Trial starting and s Comment
- Bt s reported assessment asse: (95%Ci) .
Effectat Enalaprl 3
Enelapen 14 days 255mgaD | 039109 || peo
. Allcause el
souo Stariing dose: ol Effectat Mixture of stating 049
Treatment 255 mg BID 30 days and target doses | (0.33-0.73) 14 aag‘
comparable
for heart ai i
Tamet dose br e | e e | Moan: 16.6 mg o074 o overall rial
1omg o dalyoverall | (0.66-0.82)
Viean: 6.5 mg BD =
Effectat 4 woeks and Maj
Allcause o emeabams | ©osoro il NEE
morkliyin wacks Kaan Meter
Carvedilo! Higrr-isk 2 Lol
e Eifect 1 overal el
pal nal | Mean:185moiD | st va
ing (mean follow-up. ... weeks
COPERNICUS 3.125 mg BID R
Allcause o071
Sarush o Effect at ataweeksand | o 071 Major
owan, | TRy B weeks nemaDats | || separation ot
weeks Kaplan-Meier
Efect I overall Tl o7 cunvesat4
in high-risk Mean: 18.5 mg BID
(mean follow-up, (0.56-0.89)
patients e at 4 monihs N
Y \ Py
Effectat 25 mg QD by 069 b h t 2 4 t
k Significant ’ — a
Eplesions Allcase ot studydesion | (054 099 B gt with run g n w uan
mortaliy verall ofect Prp—— Py starling dose
mean follow-up ks at 30 days
Starting dose: erliiral overall (0.7, 0.98)
EPHESUS 25mg QD
Effectat 25mg QD by [ P
Target dose: 30 days Ssuycesign | (040,100 || SeEn
50mg QD Soath verall ofect staring o
426mg D o079 ing dose
(mean follow-up at30days
o ik | overal (0.64,0.07)
Sacubltrilvalsartan Effect at 30 days g
. (045-0.83)
e Most patiers Signifcant
PARADIGULHE | 97103 MOBID | poosaiiotn | Eoctmoveraitna | - TAManGdat . et a0
oty | forheariaiue | (median olow-up, e
Empaglifiozin | Gargiovascuiar | Effectat 12 days 10mgaD NN
Biomine death and = Signifcant
EMPEROR- torke don hospalization |  Effectat 26 days 10mgaD onren || et
Reduced 0.0el; O UrgeNt VISt [—peor o starting dose
Target dose: for Worssning | median followup, 10mgaD ey | e
10 mg daily
Tapagifiozin
Cardiovasoular 051
death and Effect at 28 days 10mg GO (028094) || Signiicant
Starting dose: Stoniicant
papisE wmrey o urgentvisit | Efect in overall el ore starting dose
seavin; forworsening | (median followup, 18 | 10mg QD within 28 days
TR o heart failwre months) B8

30

Milton Packer and John J.V. McMurray. European Journal of Heart Failure (2021) doi

0.1002/ejht.2149

24
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Beta-Blocker

' T 34%-35% relative risk of all-cause mortality

HF with EF <40%

Nguy co cuia viéc cham hoac khéng diéu tri

Lack of Initiation, Titration, or Persistence of:

[ ]

T 19%-24% relative risk of all-cause mortality or

hospitalization

ARNI

@ 1 -25% relative risk of all-cause mortality vs putative

placebo

é

1 ~30% relative risk of CV mortality or HF hospitalization vs

putative placebo

HF with EF >40%

[ |

MRA

DY

nén tang

e
' 1 24%-35% relative risk of all-cause mortality

T 35%-42% relative risk of HF hospitalization

SGLT2i

1 13% relative risk of all-cause mortality
T 31% relative risk of HF hospitalization

Lack of Initiation or Persistence of:

SGLT2i

[}

@ 1 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

Fonarow and Greene. J Am Coll Cardiol. 2023:2145-2148

25

Gattis etal,” Randomized Predischarge
2004 (n=363) initiation of
(IMPACT-HF) carvedilol
(postdischarge
initiation)

Wachter et al”  Randomized Predischarge
1o =1002) initiation of
sacubitri/
valsartan
(postdischarge
initiation)

(TRANSITION)

Prediecharge

Velazquez et al? Randomized
2019 (n— 881) inttiation of

(PIONEER-HF)

enalapril)

SERVIER

& ngwei bénh suy tim nhap vién

Patients with HFIEF Number of patients
h for  treated with beta-
blockade 60 d after
randomization

Patierts with HF{EF Proportion of patients
hospitalized for reaching target dase
HE

Percent of patients in
predischarge group on
BB: 165/185 (91.2%)
Percent of patients in
postdischarge graup on
BB: 130/178 (13.4%)
Pearson chi-square test:
P £0.0001

Percent of patients
reaching target

Percent of patients titrated to

Voors etal, !
target dose by end of study

2001
period: (EMPULSE)
« Predischarge: 36.3%
« Postdischarge: 28.6%
Composite endpoint (including
death and rehospitalization):
« Predischarge: 84%
« Postdischarge: 820
« 95% CI: ~0.0959 to
0.1091
Percant of patients achieved
and maintained on any dose
of

10 wks

Patients with HFrEF Proportional change in
ospitalized for
HF basaline through wks
4 and

3 B Patolia et al. J Am Coll Cardiol 2023;82:529-543
MOUEDAXXDU

in predischarge group:
455%

Percent of patients
reaching target
sacubitrl/valsartan dose
in postdischarge group:
50.7%

Percent change in NT-
ProBNP for sacubitril/
valsartan: ~46.7%
Percent change in NT-
proBNP for enalapril:
~253%

Ratio of change: 0.71
(95% CI: 0.63-0.81)

=2 wks leading to wk 10:
o Predischarge: 62.1%
« Postdischarge: 68.5%
« Riskratio: 0.91

(95% C1: 0.83-0.95)
Discontinuation because of

Bhattetal, **

2021
(SOLOIST-HF)

« Predischarge: 7.3%
« Postdischarge: 4.9%
« Risk ratio: 149

(95% C1:0.90-2.46)
All-caiise mortality over 8 wks
« Sacubitril/valsartan: 23%
« Enalapiil: 3.4%
+ HR: 0.66

(95% C1: 0.30-1.48)
HF readmission over 8 wks
« Sacubitril/valsartan: 8.0%
« Enalapril: 13.8%
o HI

: 0.56
(95% Ci: 0.37-0.84)

202
(STRONG-HF)

Randomized
(0= 530)

Randomized

Mebazaa etal,”” Randomized In-|

Predischarge
intiation of
empaglifiazin
(placebo)

Peridischarge
initiation of
sotagliflozin
(placebo)

(=12

ital
simultaneous
initiation of

(n=1,078)

multiple GOMTs

with early

rapidtitration and
dose follow-up

(usual care)

Patients with HFfEF Composite of death from
hospitalized for  any cause, number of
HF heart failure events,

time to first heart
failure evert, and
KCOQ score at 90 d
(% wins)

Patients Composite of number of
hospitalized for  deaths or admissions
HF for aaste heart failure
up to 18 mo after
randomization
Patients 180-d readmission to
hospitalized for  hospital caused by
heart failure heart failure or all-
caise death

Bang chirng cla viéc khéi tri nén tang trong vién

Primary endpoint amang
patients in empagliflozin
group: 53.89

Primary endpoint amang
patients in placebo

(95% C: 1.09-1.68)

Composite event rate in
sotaglifiozin group
(events/100 patient-y):
51.0%
Composite event rate in
placebo group (events/
100 patient-y): 76.3%
I3

R: 0.67
(95% Cl: 0.52-0.85)

Primary endpoint in
intervention graup:
15.2%

Primary endpoint in usual
care group: 23.

Risk ratio: 0.66

(95% Cl: 0.50-0.86)
Trial terminated early by
safety monitoring board
because of overwhelming
efficacy in intervention
group and deemed un-
ethical to continue
randomization to usual
are

All-cause mortality until end-of-
L

« Empagliflozin: 4.2%

(11 of 265)

« Placebo: 8.3% (22 of 265)

Heart failure exacerbation
frequency (% win ratio)

« Empagliflozin: 10.6%

« Placebo: 7.7%

Number of patients with any
adverse events until end-of-
rial

« Empaglifiozin: 70.0%

(182 of 265)

« Placebo: 77.3% (204 of 265)

Hospitalizations and urgert
Vists for heart failure

« Sotagliflozin: 245 of 608
(51.0%)

« Placebo: 355 of 614 (76.3%)

o HR:0.67(35% CI: 0.52-0.82)

Least squares mean change in

KCCQ-12 score to month 4

« Sotagliflozin: +17.7

« Placebo +13.6

« Difference in change: 4.1
(1.3-7.0)

Change from baseline to day 90
in EQ-5D VAS

« intervention: +10.72

o Usual care: +7.22
Adjusted treated effect: 349
(95% Cl: 174-5.24)

All-cause death by day 180

+ Intervention: 39 of 506
(8.5%)

« Usual care: 48 of 502

.0%)

« Adjusted risk ratio: 0.84
(95% Cl: 0.56-1.26)

All-Gause death or heart failure

readmission by day 90

+ Intervention: 55 (10.4%)

o Usual care: 72 (13.8%)

+ Adjusted risk ratio: 0.73
(95% Cl: 0.53-1.02)
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Cap nhat khuyén cao suy tim ctia ESC 2023

Recommendation Class® Level”

An intensive strategy of initiation and rapid
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

HF rehospitalization or death.5%¢ '
Chién lwgc khéi tri tich cwe va tang liéu nhanh nhivng diéu tri dwa trén
bang ching trwérc khi xuat vién va giika cdc 1an kham theo déi can than,
thuong xuyén trong vong 6 tuan ké t khi nhap vién vi suy tim dwoc

khuyén céo dé gidm nguy co tai nhap vién vi suy tim hoac t&r vong (I-B).

sumaER;
3 G European Heart Journal (2023) 00, 1-13 https://doi.org/10.1093/eurheartj/ehad195
MOMEDBX.IDU

SERVIER ssesssssne

MOMEDBX.IDU
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= A = - ” - ~
Diéu tri HFrEF ngoai tru tai My:
- - - -
~ ~
s6 b6 CHAMP-HF
-
Ia 100% ) g — — — e B
" Angiotensin-Converting Enzyme
20 ‘ : Inhibitor (ACH jiotensi in Recep
80% - 4 Receptor Blocker (ARB) Inhibiter (ARNI) ACEI/ARB/ARNI
g 70% | ‘
§ 0% . =
& 60%-
g
L 50%-
o
E 40%
668%
5 30%- [599%
o
20% ST Beta-Blocker Mineralocorticoid Receptor = 21
10% et
0% o e it o e ‘
ACEI/ARB/ Beta-
ACEI/ARB ARNI ARNI Blocker MRA
= Without Contraindication and Not Treated 1374 3029 920 1159 2317
= Treated 2107 452 2536 2351 ne3
With Contraindication 37 37 62 8 38 H<50%  W50to<100%  W2100%
senvieR;
3 G Greene, S.J. et al. J Am Coll Cardiol. 2018;72(4):351-66
MGUEDAKIDY

29

Index:

Ing
Look-Back Period 2020-20:

Follow-Up Period: 1 Year

After 100 Days After 1 Year

Initiation of novel GDMTs (dapaglifiozin

while

C6 do tré véi nhivng diéu tri nén tang moi
va ty lé dieu tri dat lieu dich con thap:
dir liéu mé&i tr nghién ctru quan sat Ién EVOLUTION HF

METHODS EVOLUTION HF (Utilization of Dapagliflozin and Other Guideline Directed Medical Therapies in Heart Failure
Patients: A Multinational Observational Study Based on Secondary Data) is an observational cohort study using routine-
care Patients initiating any GDMT within 12 months of a hospitalization for heart failure (hHF) discharge were

3 G Savarese G, et al. J Am Coll Cardiol HF. 2023;11(1):1-14
POMELAYIDY

ol After GDMT initiation, target dose
Patients S Q i
O 270,000 ™% compared with other GDMTs, despite discontinuation rates were high
e high CV death/hHF risks
Cdhe i !
5 & 100
o % o
o~ £s
‘ 2% &0
OI>GEI>cy i :
2 v ACE inhibitor ARB
Drug-naive New use 8=
patients of GDMT 2 160
(nitiation within £ & 5o
1 year of 3 g
hHF discharge) 8 40
iz
55 MRA BB
(il §2 20
When are GDMTs initiated 23
and how are they used? 22 10
g
£ o
= Japan  Sweden us.
B Bt ™ Discontinued
paglifiozin : .
W Switch to sacubitril/valsartan
= Sacubitrivalsartan =
W ACE inhibitor/ARB e
L Intermediate dose
oA W Target dose
sumaER;

included. D: in (the only sodium-glucose ter-2 inhibitor approved at study onset), sacubitril/valsartan,
angiotensin-converting enzyme (ACE) inhibitors, angiotensin receptor blockers (ARBs), beta-blockers, and

i id receptor (MRAs) were considered separately. Doses and discontinuation were assessed
in the 12 months following initiation. Target dose was defined as =100% of the guideline-recommended dose.

RESULTS Overall, 266,589 patients were included. Mean times from hHF to GDMT initiation were longer for novel
GDMTs (dapagliflozin or sacubitril/valsartan) than for other GDMTs: 39 and 44 vs 12 to 13 days (Japan), 44 and 33 vs
22 to 31 days (Sweden), and 33 and 19 vs 18 to 24 days (United States). Pooled across countries, proportions of patients
who discontinued therapy (not including switches from ACE inhibitor or ARB to sacubitril/valsartan) within 12 months

were 23.5% 26.4% (sacubitril, , 38.4% (ACE 33.4% (ARBs), 25.2% (beta-blockers),
and 42.2% (MRAs). C target dose achi were 75.7%, 28.2%, 20.1%, 6.7%, 7.2%, and 5.1%,
respectively.

CONCLUSIONS Initiation of novel GDMTs is delayed compared with other GDMTs. Few patients received target
doses of GDMTs requiring uptitration. Persistence was higher for dapagliflozin than other GDMTs.

30
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Patient-related factors:

and polypharmacy

* Medical and socio-demographic characteristics
* Poor drug adherence, multiple comorbidities,

Vulnerable patient groups:
Female sex

Advanced age

Lower BP, HR or BMI

Advanced NYHA class

Renal dysfunction, hyperkalaemia
Asthma

Frailty, cognitive impairment

&

GDMT

underutilization

Treatment-related factors:

+ Actual or perceived tolerability
concerns

Medication side-effects

Healthcare-related factors:
+ Inequalities in availability,

Drug reimbursement issues
Differences in national healthcare policies, funding and
service organisation

orgalnisationlar.ad quality. Of Hi ™+ Paucity of specilised centres for HF management
. c'“l’“:“:’l_inert'a in prescribing a Insufficient mechanisms to control prescriber self-efficacy in GDMT
L. optimising GDMT implementation
3 G P.M. Seferovic et al. European Journal of Heart Failure (2021) 23, 1999-2007 doi:10.1002/ejhf.2378
OUELALIDY
31
1. Cac yéu to lién quan dén hé thong cham séc y te:
> = - - l’\ LN “ ~n - % ~ ~ - % ,’
Khéi tri ngay khi xuat vién - “Bay gio’ hoac khéng bao gio’!!!
60- to 90-Day Follow-Up 12-Month Follow-Up
0/ =
100%% 93.1%
w 90% 85.5%
=) g’ 80.5%
_ré 80%
-‘_-E E 70% +
3 60%
£g o0%
£ E 50% o
23 40%-
.5 s 30.5%
E 20 2.3%
g 20%-
a 10% - 7.7%
0% -
Beta-Blocker ARNI MRA
W Prescribed at Hospital Discharge B Not Prescribed at Hospital Discharge
iy Data from U.S. clinical practice, and reflects patient eligible for each therapy at the time of hospital discharge. Not prescribing guideline-
directed medical therapy (GDMT) at discharge carries substantial risk patient will never receive therapy as an outpatient, or receive the
3 G Patolia et al. J Am Coll Cardiol 2023;82:529-543 therapy after substantial delay. Adapted with permission from Rao et al.” ARNI = i i ilysin inhibi
MRA = mi L ticoid receptor
OUELALIDY
32
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SERVIER

2 G.M.C. Rosano et al. European Journal of Heart Failure (2021) 23, 872-881 doi:10.1002/ejhf.2206

2. Cac yéu t6 lién quan dén ngwei bénh

33
Cac bénh ly dong mac thwéng gap & ngwoi bénh suy tim
& anh hwéng den dieu tri
Comorbidity GDMT  Precaution Comment
Coronary artery disease and angina Beta-blockers and ivabradine may help
control symptoms
Diabetes GDMT have shown similar benefits in
diabetic patients
Lung disease Asthma is a relative contraindication to Beta-blockers can be given in COPD
beta-blocker; starting with low doses of
cardio-selective beta-blocker may allow its use
Depression Depression is associated with low
adherence to medication
Erectile dysfunction Thiazides, spironol 1e and beta-blockers
(nebivolol preferred) may aggravate
erectile dysfunction
Iron deficiency/anaemia
Kidney dysfunction ACEi, ARB, ARNI, MRA may have some limitations  Diuretics may need higher doses to be
(see text) effective
Cachexia ACEi, ARB, ARNI should be up-titrated carefully
because of orthostatic hypotension
semve;
®  G.M.C.Rosanoetal. European Journal of Heart Failure (2021) 23, 872-881 doi:10.1002/ejhf.2206
HGUEDALXDY
34
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*
-

3. Cac yéu t6 lién quan dén diéu tri:

/4
~

Tac dung phu cua cac nhém thuoc

Drug Common side effects
Diuretics Hyp ion; hypokalaemia; hypomagnesaemia; hyponatraemia; hyperuricemia; hypovolaemia/dehydration; rise in creatinine, urea
ACEi/ARB Cough; hypotension; rise in urea, creatinine, potassium
ARNI Hypotension; rise in creatinine, potassium; angioedema
Beta-blockers Worsening HF; low heart rate; hypotension
Ivabradine Low heart rate; visual phenomena
MRA Rise in creatinine, potassium; breast discomfort or gynaecomastia
SGLT2i Genital infection (in diabetic patients)
sumnn;
&+

G.M.C. Rosano et al. European Journal of Heart Failure (2021) 23, 872-881 doi:10.1002/ejhf.2206

35

Ca thé hoa va an toan khi diéu tri 1a can thiét!

To reduce HF hospitalization/mortality ' for selected patients

Volume overload
SR with LBBB > |50 ms SR with LBBB 130-149 ms or non LBBB> 150 ms
e
Ischaemic aetiology Non-ischaemic aetiology
Lo S e )
Atrial fibrillation Atrial fibrillation Coronary artery disease Iron deficiency
(Digoxin) PVl ) | CABG ) Ferric cboxymaltose )
Aortic stenosis Mitral regurgitation  Heart rate SR>70 bpm Black Race ACE-IIARNI intolerance
TEEMV Repiic ) babradine ) Hydralzine/iSON) | (EEECCIND
sumaER;
= European Heart Journal (2021) doi: 10.1093/eurheartj/ehab368
MOUEDAXIDU
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Tan so6 tim sau khi xuat vién & két cuc tim mach &
BN HFrEF nhap vién vi suy tim tang nang

- Age>18years

- LVEFs40%

EVEREST Program Patients

- Hospitalized for worsening HF
- NYHA classlllor IV

SERVIER

MOUEDAXXDU

- Two or more signs/symptoms of Excluded Pationts
volume overload i i 8
n=4133 - EGG evidence of atrial fibrilation, atrial 1-week Post-discharge Heart Rate 4-week Post-discharge Heart Rate
. flutter, other supraventricuiar rhythm, or
| pacemaker at any point between enrolment 10 10
and 4 weeks post-discharge (n=2,143) Log rark P<0,0001 Lo Fank P0,0001
,l, - History of pacemaker implantation (n=22) 08 08
Anelical Can - Missing baseline ECG (n=13) 3 T
nalytical Cohiort - Missing baseline HR measurement (n=8) g £
Patients in presumed sinus rhythm from n=2,186 g 5
weeks p d ® 08 @ 08
with validated follow-up HR data 5 ‘s
n=1,947 2z z
Z 04 2 04
]
g g
————— Baseline (Time of Enroliment]] 1 hogpital T 02 Quartie | Quarie I Quatis I Quartle v & 02 Quartie v
n=1.847 Change
. n=1926 L L L L . . n . L .
-hospital and |- - - . Discharge/ Day 7 ) 200 400 600 800 1000 0 200 400 600 800 1000
In-hospital and o)
Follow-up HR n=ty Time (days) Time (days)
Auaaldis Number at risk 2 § ——
i a1 a1 324 167 7 a1 445 300 156 & 3 [}
_____ Week 1 Post-discharge Q@ a2 202 151 55 4 0 @ 434 272 142 53 2 0
n=1,797 @ 455 287 158 &0 ] 0 Q@3 440 285 151 56 3 0
a4 52 203 188 54 6 0 Qi 252 127 ar 5 0
_____ Week 4 Post-discharge
n=1747 Kaplan-Meier Curves for All-Cause Mortality by Figure 4 Kaplan-Meier Curves for All-Cause Mortality by
1-Week Post-Discharge Heart Rate Quartile 4-Week Post-Discharge Heart Rate Quartile
All-cause Mortality Times to events were compared using log-rank tests. Times to events were compared using log-rank tests.
(median follow-up of 9.9 months)

Greene et al. J Am Coll Cardiol HF 2013;1:488-96
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Vai tro cia tan sé tim va dung sém cac

thudc diéu hoa

nhip tim luc ra vién véi két cuc tim mach & BN ADHF?

Nghién ctru quan sat tién ctru, tuyén 289 BN
nhap vién vi ADHF ra vién & 10 trung tam &
mi&n bic ltaly (4/2017-1/2018) nhdm danh gia
méi lién quan gitra tan sé tim va viéc dung céc
thuéc diéu hoa nhip tim (chen beta, ivabradine

hodc phéi hop 2 thubc) tai thoi diém ra vién véi

HF patients at admission
n=

H
@
o

Died during
hospitalization
n=2 (1%)

Hospitalization longer
(%) than 6 months
n=8 (3%)

HF patients at release
n=279 (96%)

HF patients followsd up for
6 months
n=238 (85%)
e

s g

e \\

\

7 > . N L. n R R A\ivi:\ 6 months FU Dfath at f“
két cuc tir vong tim mach va tai nhap vién vi ki

|
suy tim sau 6 thang.

Cardiovascular death
=22 (56%)

. /
i Re-hospitalizations for HF : Z
n=27 (42%) — Cumposltz:nﬂpﬁmt
n=48
m Front. Cardiovasc. Med. 2021; 8:665202 = )
MOMEDALXDU
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Vai tré cua tan s6 tim va dung sém cac thudc diéu hoa
nhip tim luc ra vién véi ket cuc tim mach & BN ADHF?

A B c
Mortality CV mortality Composite Endpoint
60 80 60
F = 60 =
£ s g
Zw < a0
E E 4 B
e & i
0 0 0
. o & ra o & . . . N .
s @&" &as' p.,o“ @y‘ ‘g Conclusions: Heart rate at discharge =90 bpm predicts cardiovascular mortality, while
o & ‘\3‘ & @.f & therapy with beta blockers is negatively associated with the composite endpoint of
cardiovascular mortality and hospitalization at 6 months in acutely decompensated HF
D E F patients. Patients receiving a HR moedulation therapy at hospital discharge showed the
Mortality CV Mortality Composite Endpoint  |owest rate of cardiovascular mortality and re-hospitalization.
60- 60 60
% 40 % 40 23 40
4 ' b
£
| £ I E.
a @ &
o — o — o
@ M N o e o o
.,bs“f Py o & vl x>°"“‘ »"““‘ L »a\"’d &
S & e o P
& T & é‘&vb T *‘é@b D
- & * & © <
& &

&
B

3¢
&
&
-~ u
@ Front. Cardiovasc. Med. 2021; 8:665202.
MOMEDALXDU
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Nghién ctru ETHIC-AHF

+ Nghién ctru tién ctru, so sanh, phan nhém ngéu nhién trén 72 BN HFrEF phai nhap vién vi suy tim, so sdnh
chién Iwoc ding chen beta “truyén théng”, chi thém Ivabradine sau khi dat lidu t6i wu hoac lidu téi da BN ¢
thé dung nap ma nhip tim van > 70 CK/phut (nhém ching) va chién lwoc khéi dau sém (24-48h sau khi

nhéap vién), déng thoi ca chen beta va Ivabradine (nhém can thiép).

Sau khi ra vién, lidu chen beta dwoc didu chinh & nhirng I4n tham kham vao ngay thir 14, 28, thang th 4, thi
8 va sau 1 ndm & ca 2 nhém v&i muc tiéu tan sb tim < 70 CK/phut va khoang 60 CK/phtt. Liéu lvabradine ban
dau 5 mg/méi 12 gid, c6 thé tang Ién 7,5 mg/mbi 12h & mdi 14n thdm kham & nhém can thiép va cé thé thém
vao & nhém chirng sau 28 ngay theo déi néu tan sé tim van hon 70 CK/phut du da dung liéu tdi wu hodc liéu

chen beta téi da BN c6 thé dung nap.

Tiéu chi chinh la tan sé tim 28 ngay sau khi xuét vién. Céc tiéu chi phu bao gém tan sé tim sau 4 thang va 1

nam, EF, n6ng dé BNP, d6 NYHA, tinh an toan va MACEs (ttr vong tim va tai nhdp vién vi suy tim sau 1 nam).

SERVIER

n Hidalgo et al. Int J Clin Cardiol 2017, 4:093

MONELEYIOU
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Phéi hop sém giup kiém soat nhip tim tét hon

80 %
75 =0.01 100
= pe

70
80

65
bpm 70
60 60
50
55 40
50 30
s Intervention 20
45 =& Conlrol 10
40 g

Discharge 28 days 4 months 1 year
Heart Rate

i .
Discharge 28 days 4 months

Percentage of patients with HR< 70 bpm

Imm"" -comm

1 ano

SERVIER

&

Hidalgo et al. Int J Clin Cardiol 2017, 4:093
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%

SERVIER

60

50

40

30

20

10

p=0.039

NS

32.9

Discharge 4 months

Phéi hop sé&m giup cai thién EF tot hon

p=0.002

48.2

® Intervention

B Control

1 year

Left ventricle ejection fraction

= Hidalgo et al. Int J Clin Cardiol 2017, 4:093
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Phéi hop sém giup lam g am bién c6 tim mach
nhwng sw khac biét chwa c6 y nghia thong ké

1.01 1.0 - 1
Intervention e E—

Wi HE Intervention

Control

Control

0.69 06

HR 0.92, IC95% 0.36-2.33 HR 0.74, 1C95% 0.12-4.43

0.41 p=0.86 04 p=0.74

- l 8%, 02 l 26%

0.04 004

O,‘[]D 3,’00 6,‘00 9. ‘l}ﬂ 12‘00 0 60 3,450 E,TDD Shﬂ 12r,l)ﬂ
months months
Cardiovascular death/Rehospitalization HF Cardiovascular death

SERVIER

3 G Hidalgo et al. Int J Clin Cardiol 2017, 4:093
MOMEDALXDU
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Loi ich dén SOM va DUY TRI cua t6i wu diéu tri kiém soat TST
ngay tlr trong noi tra va duy tri dai han

HR 0.45 (95% Cl 0.32-0.64), p<0.0001

1.0
0.8
g 0.6
€ o4 , , ,
3 Liéu phap gidm nhip tim bang cach phoi hop thudc chen Beta voi
0.2 Ivabradine gillp giam cé y nghia tlr vong do moi nguyén nhan va
tai nhap vién & BN suy tim diéu tri ni tri c6 TST 270 nhip/phut
0.0
T T T T T
0 100 200 300 400
Time (days)

sumaER; .
------ BBs — BBs and ivabradine
n Lopatin, Yuri, et al. International Journal of Cardiology 260 (2018) 113-117
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Ca thé hoa diéu tri suy tim theo dic diém cua ngwei bénh

AGE: | AFE [N
wRA
Onaslics

Aw

3 G G.M.C. Rosano et al. European Journal of Heart Failure (2021) 23, 872-881 doi:10.1002/ejhf.2206
MOMEDBX.IDU
45
Cac chién lwoc cdi thién diéu tri suy tim
Performance ~ Multidisciplinary
Start all 1 improvement heart failure Navigators or
classes of - systems disease pharmacists to
medication at 4 : — i
- ' GG (GWTG-HF, management guide GDMT
diagnosis e - IMPROVE-HF) programs
GDMT clinics, Patient
Virtual GDMT including activation
consult teams telehealth program
programs (EPIC-HF)

SERVIER

3 G Patolia et al. J Am Coll Cardiol 2023;82:529-543

MOUEDAXIDU
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KET LUAN

« Céac khuyén céo vé suy tim nhadn manh vai trd cta viéc diéu tri sé'm va tich cwc
v&i cac thudc diéu tri nén tang.

« Tuy nhién, trong thwc hanh |am sang c6 nhitng “khodng xam” doi héi ngudi thay
thubc can ca thé hoa diéu tri cho tirng ngwoi bénh dwa trén tinh trang lam
sang, huyét ap, nhip tim va tan sé tim, xét nghiém (chirc ndng than, dién giai,
NT-proBNP)...

* Quan ly suy tim hién dai: toan dién & da chuyén khoa!

For a just selection, everybody |
has to take the same exam:
Please climb that tree.
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