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sumaER;
G McDonagh TA et al. Eur Heart J. 2023; 10.1093

N Cap nhat ESC 2023 .
vé dieu tri Suy tim PSTM giam nhe/ bao ton

)
3

-

SGLT2i dwoc khuyén céo str dung cho bénh nhan suy tim PSTM gidm nhe/ bao tdn nham
gidm nguy co nhap vién so suy tim va tlr vong tim mach (Class |, 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 for th
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®

L

© ESC 2023

Can nhac thay ddi 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

3/18/2024

T6i wu hoéa diéu tri ndi khoa: Nhw thé nao?
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Thwce 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

93.1%

100% -
90%
80% -
70% -
60% -
50% -
40% -

80.5% 85.5%
- o

: 30.5%
30% 22.3%
20% A
10% -

0%

Proportion With Postdischarge
Medication Fill

7.7%

Beta-Blocker ARNI MRA
m Prescribed at Hospital Discharge m Not Prescribed at Hospital Discharge

Patolia H, et al. J Am Coll Cardiol. 2023;82(6):529-543.

SERVIER

11
Tang nguy co khi tri hoan hoac bé qua cac GDMT
Suy tim EF < 40%
Khéng str dung, khong tang liéu hodc khdng duy tri:
9. Chen Beta: é
‘” Tang 34-35% nguy co tuong déi tr 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 dbi tir vong do moi nguyén nhan
Tang 35-42% nguy co nhap vién do suy tim
ARNI:

Tang ~ 25% nguy co twong ddi tir vong do moi nguyén nhan so véi gia duoc ¥ SGLT2i:
Tang ~ 30% nguy co twong doi tlr vong tim mach hodc nhap vién do suy tim - Tang 13% nguy co twong doi tr 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 st dung hodc khéng duy tri:

SGLT2i:
Tang 20% nguy co twong dbi tdr 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 quéa gi¢i han
- C6 thé phong ngtra dwoc tir vong va nhap vién
J U JACC VOL. 81, NO. 22, 2023: 2145-48
MOMEDBX.IDU
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Thiét ké nghién cruSTR®NG-HF
CD:’ Xu3t vién @

T week1 Week2 Week3 IO Tiéu chi chinh

Safety Safety Safety Safety

| I

Khé&i dong dén

Didu tri S N Tang dén Ligu t6i da
q . nira liéu t6i da |INtra liéu t6i da licu16i da — utolda = o Sida
tieh eye diéu tri suy tim || diéu tri suy tim Izli{éfltria it ] didu tri |
Tiéu chi lwa chon o suy tim .
suy tim suy tim .
- BN ST cdp chuén b xuét vién 180 ngay
- Chua c6/ dat ligu t6i da . Theo d&i Tai nhap vién do ST
Ngau nhién 90 ngay ho3c t&r vong do
;ril;égr;gs/hlr:ltru'dcxuatwen 1:1; n =1800 moi nguyén nhan
Diéu trj Theo ddi va diéu tri
thuwong quy theo théng & ciia bac st
— Diéu trj suy tim: phéi hop ACEi/ARB/ARNi & BB & MRA
BDdnh gid an toan = kham 1am sang & can 1dam sang (NT-proBNP, K, Creat, hemoglobin)
= Mebazaa A et al Lancet. 2022 Dec 3;400(10367):1938-1952.
MOMEDEXXDU
13
Can thiép tich cwc trwwéc khi xuat vién
Bénh nhan Két qua
1078 bénh nhan nhap vién vi suy tim cap Tilé BN dat liéu t6i da clia cac thuéc uéng. HIC vs UC
Chwa str dung liéu day da clia GDMT trwée do » ACE/ARB/ARNI 55% vs. 2%,
On dinh vé huyét dong hoc + Beta-blockers 49% vs. 4%
NT-proBNP >2500 pg/mL tai thdi diém sang loc va gidm >10% + MRA84% vs. 46%
tlr thoi diém sang loc dén can thiép (van > 1500 pg/ml) A
So sanh o
Can thiép tich cwc VS dieu tri thuwdng quy (HICvs UC) S s
E il
P g 6o
Can thiép tich cwc :
Som (2 ngay trwde khi xuat vién) va nhanh chéng toi wu liéu ¢ 2 01
thudc uong nhw ACE/ARB/ARNI, BB va MRA £ 301
2 m: — Usual care group 180-day adjusted risk difference 8.1%
1U —— High-intensity care group (95% C12:9t0 13.2; p=0-0021)
somans ’ 0 1'5 3'0 4'5 50 7'5 9,'0 155 120 1§5 15'[: 1&5 180
Number at risk
B Mebazaa A et al Lancet. 2022 Dec 3;400(10367):1938-1952. Usualcaregroup 502 494 474 454 439 423 410 384 381 373 366 353 329
High-intensity caregroup 506 497 484 466 449 440 430 419 415 408 397 384 45
MOMEDEXXDU
14



Loi ich dén SOM cua t6i wu diéu tri SOM véi cac thubc nén tang

1.2 Enalapril Eplerenone Carvedilol
= 1.0 - Empagliflozin Dapagliflozin AR!
3=
Lo —
[=2] 0'8 D H
A
£ 06 - -
= A i
= 04 - €
=
== 0.2 — G
0.0 —
I I T I I 1
od 12d 14d 28d 30d 120d
Time of assessment (days)
1992 SOLVD - All cause death or hospitalization for heart failure
1 COPERNICUS - All cause mortality in high risk patients
COPERNICUS - All caus: tality hospit T f
2003 EPHESUS - All cause mortality
EPHESUS - Sudden cardiac death
P A M-HF
- 2019 DAPA-HF
. EMPEROR-Reduced
MOMEDAXIDU
15
N
. X = > '€ - A -3 ~ 4 %
Loi ich den SOM cua toi wu diéu tri kiem soat TST SO %
P . . N . a .2 ;== - 2 a A °
Thei gian dat dwoc loii ich cua 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
32 =2 2
8 1 S e =~ Cardiovascular death
B R 2100 1--fg A b
© i |
5 5o+ I
§ g M\_/'\wa H e ———
2 I = 050 |
0.7 : |
Gt 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 |1B0 210 240 270 300 330 360
- 102 L-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
MOMEDAXIDU
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Focus of Care

Trwéc khi xuat vién — Thoi diém vang dé t6i wu diéu tri ndi khoa

Trajectory

Check
(ongoing)

Early acute
phase

Admission

. Clinical decompensation

Ongoing optimization of outpatient care

v

improved/
worsening #

Late acute

cho BN Suy tim

Optimization
phase

Transition to

(») Evaluation for long term traectory

. Discharge coordination

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

Early post- Transition to

discharge phase | chronic care

Disdharge First Follow-up

Visit

. Guideline-directed medical therapy

17
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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

Heart failure care from hospital to follow-up

Pre-discharge

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

v Hemodynamically stability

v Educate patients and caregivers
v Multidisciplinary team approach

Early follow-up after discharge

v GDMT initiation and up-titration
v 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.

MOUEDAXIDU
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Quan ly Suy tim ttr ndi tri dén theo déi ngoai tra

“Discharge is the START of the journey”

9

B, aHa s
(&) (5) Hospital
admission
H cart fallure “AHE Day 1
Acute heart failure "AH R
9"‘--. Day 3

Acetazolamide iv h.\
Non-invasive ventilation ————lp. [ o
\__; Yo .
f .
“
. [ ]
-
»
to be implemented - \—-I

at target doses i o .
Guideline-directed L= (g >
AHF medical therapies = . et
y Furosemide oral |esenns ammmunnent® Discharge
Past-discharge period J} ‘.-.-O"
: Six weeks . Assessment of congestion
Post-discharge management
SERviER; * Special attention should be paid & following STRONG-HF procedures
3 to female patients after discharge
G Eur Heart J, Volume 44, Issue 44, 21 November 2023, Pages 4634-4649.
19

) . Baihoc rutra: : )
Toi wu héa diéu tri ndéi khoa cang SOM cang to6t

y “KHOANG TRONG” |
GIA KHUYEN CAO VA THE GIO| THUC

3/18/2024
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NHG’NG TRANH LUAN TRONG
QUAN LY SUY TIM HIEN DAl

ThS. BSCKII Tran Quang Khanh
Khoa TMCT, Bénh vién Cho’ Ry
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To6i wu héa diéeu tri ndi khoa: Nhw thé nao?

22
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Thuwec té, diéu tri néi khoa & BN suy tim PSTMG...

Multinational HF registry of 23 341 participants in 40 high-income (HICs), upper-middle-income (UMICs), lower-
middle-income (LMICs), and low-income countries (LICs), followed up for a median period of 2.0 years.

100
Bl HICs
__ 80+ Em UMICs
% BEm LMICs
2 o mm LICs
=
=
S 40-
2
[}
=
20+
0-

B-Blocker RAS

inhibitor

Digoxin

SERVIER

HICs: cac nuéc thu nhap cao

UMICs: thu nhap trung binh cao
Joseph P. JAMA. (2023);329:1650-1661 UMICs: thu nhap trung binh thip

LICs: thu nhap thép

MOMEDBX.IDU
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Ty 1é str dung diéu tri n6i khoa theo hwéng dan (GDMT) con thap,
ngay ca trong cac nghién ctru RCT

Proportion of used (%)
2

40 4
30
20
10
(1]
. . = . o :
& S § o & & S &
R A S
o d ¥ < & & & N
& ha i & ) e
& & &% <
& & X
2 o
& &
sumnn;
WACEI/ARE WARNI ®BE ®MRA ®m SGLTH
m  J Am Coll Cardiol HF 2023 Jan, 11 (1) 1-14
MOUEDBYIOU

3/18/2024
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Ty 1é st dung GDMT dén liéu dich thap — can thei gian

Dapagliflozin Sacubirilivalsartan ACE inhibitor ARB Beta-blocker MRA
100
[ r
< - " ki3
.g 2 & ] 18% s 4% 1
05 40 i - 13% 2 3%
23 . 53%
Ow . 18% 195
o o 20 28% L % 24%
: % T 59%
0248681012 024681012 024681012 0246 81012 024681012 024681012
Time since treatment initiation (months)
I Discontinued treatment Il Switch to sacubitrilivalsartan Start dose Low dose (<50% of TD)
Intermediate dose (50-99% of TD) I TD (2100%)

SERVIER

m J Am Coll Cardiol HF 2023 Jan, 11 (1)1-14

U

3/18/2024

Guideli tell WHAT to do, but not HOW to do it
uidaeilines tell Us O do, but no o aol
Urgency of implementation )
P
2 ACEi, angiotensin-converting enzyme inhibitor; AF, atrial fibrillation; ARB, angiotensin receptor blocker; ARNI, angiotensin receptor-neprilysin inhibitor; BB, beta blocker; BP, blood pressure; bpm, beats per minute; CKD, 21
chronic kidney disease; GDMT, guideline-directed medical thera%': HK, hyperkalaemia; HR, heart rate; y receptor i, sodium-gl inhibitor. Adapted from Malgie J et
al. Heart Fail Rev. 2023;28:1221. References cited: Rosano GMC et al. Eur J Heart Fail. 2021;23:872; Packer M, McMurray JJV. Eur J Heart Fail. 2021;23:882; Greene SJ et al. JAMA Cardiol 2021;6:743.

13



Patient-related factors:

and polypharmacy

GDMT

underutilization

Healthcare-related factors:

* Inequalities in availability,
organisation and quality of HF:

+ Clinical inertia in prescribing an
optimising GDMT

SERVIER

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

Ly do stir dung chwa ding mic cac GDMT

Vulnerable patient groups:
Female sex

Advanced age

Lower BP, HR or BMI

Advanced NYHA class

Renal dysfunction, hyperkalaemia
Asthma

Frailty, cognitive impairment

03

Treatment-related factors:

« Actual or perceived tolerability
concerns

Medication side-effects

Drug reimbursement issues

Differences in national healthcare policies, funding and

service organisation

Paucity of specialised centres for HF management

Insufficient mechanisms to control prescriber self-efficacy in GDMT
implementation

2 European Journal of Heart Failure (2021) 23, 1999-2007

U

27
> y V4
y " A n > . - ~
Ly do chwa thé t6i wu cua tirng loai thuoc
. . .
From Qualify Registry Analysis
A. ACEI v Containdicated 23% B. ARB ssch S
— Not tolerated 62.5% = / e s
Reasons 3 Not tolerated 6.4%
No, Cough Reasons
349 56.9% Hypotension 48.1%
Hypotension 225% Worsening renal function sg 7o,
Woarsening renal function 11.8% Cough N
i 7.2%
Hyperkalemia 3.9% Hyperkalemia 5.5%
Othemeasons 152% Other reasons 7.9%
C.Beta-blocker -+  Notindicated 35.3% D. MRA Not indicated 61.8%
Contraindicated 22 4% o _~¥  Contraindicated 18.9%
Ny, Not tolerated 363% - Not tolerated 149%
Beasons Reasons
Asthma/COPD worse 28.3% Renal dystunchi
Hypotension 21.9% H'yr:a e s it Eh
Fa“gue i erkaliemia 31.4%
Bradycardia 19.7% Gynecomastia 15.3%
Dizziness 8.4% .
suwvizR;
European Journal of Heart Failure (2016) 18, 514-522
MOMEDBLIDU
28
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Theo dong lich str cac thir nghiém GDMT

ACEi BB
ARB MRA
ARNI  SGIT2i
1987 1991 1999 2001 2003 2005 2011 2014 2019 2020
] @ @ O @ @ @ ® [ ] *—>
CONSENSUS SOLVD- ATLAS COPERNICUS CHARM- SENIORS EMPHASIS-HF PARADIGM-HF  DAPA-HF EMPEROR-
Treatment RALES VAL-HeFT alternative Reduced
MERIT-HF CHARM-
ciBIS-II added

Khi béi canh diéu tri thay ddi theo thdi gian, cac phwong phap diéu tri co ban dwoc str dung trong mot sb
th& nghiém 1am sang vé suy tim trong lich st cé khac biét so v&i GDMT hién tai.

ACE,angiotensin-converting enzyme inhibitor; ARB,angiotensin receptor blocker; ARNI,angiotensin receptor—neprilysininhibitor; BB, beta blocker; GDMT, guideline-directed medical therapy; MRA,

mineralocorticoid receptor antagonist; SGLT2i, sodium-glucose co-transporter-2 inhibitor.

SERVIER

B Malgie et al. Heart Fail Rev.2023;28:1221.

29

Trinh tw GDMT: Chién lwoc tirng bwéc

0 4 8 12 16 20 24 28 32 36 40 44 48

() ) ® ">

® ®

. 188 |vrA:  |ARNE
Aggressive Ui 4 weeks |4 weeks |8 weeks 4 weeks 6 months
4 weeks
q ACEIi/ARB: BB: MRA: ARNI: SGLT2i:
Conservative NG BB: MR ARNI: Nehpl ~12
12 weeks 12 weeks 8 weeks 12 weeks 4 weeks months

Viéc téi wu héa GDMT c6 thé mat dén 1 nam dé hoan thanh'?2

/ACEi,angiotensin-converting enzyme inhibitor; ARB,angiotensin receptor blocker; ARNI, angiotensin receptor-neprilysin inhibitor; GDMT, guideline-directed medical therapy; MRA, mineralocorticoid
receptor antagonist; SGLT2i, sodium-glucose co-transporter-2 inhibitor.
sumaER;

Adapted from 1. DeFilippis EM et al. Circ Heart Fail. 2017;10:e004478 and 2. Khan MS et al. Eur J Heart Fail. 2021;23:1514.
MOMEDALXDU
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Dong thuéan 2023 caa Héi Tim mach Taiwan vé
dieu tri thuéc Suy tim man

Conventional Sequencing Rapid Sequencing
Titration Cumulative Titration Cumulative
steps time (W) steps time (W)
Step 1
MRA
SBP2100 5BP<100
U 3 6 e U 2554 1 2
o I o
U 3 12 U U 1 4
Pl ViR | B-blocker | ARNI* |
U 2 16 1 6
U 3 2
Step 5 SGLT2i
. 1 24
m  Acta Cardiol Sin 2023;39:361390; doi: 10.6515/ACS.202305_39(3).20230301A
MOMEDEXXDU
31
> m - r - )\ L] - y ~ Y
Khei tri tich cwce diéu tri Suy tim theo cac mé hinh
‘ ﬂ HF hospitalization or CV death Event probability at 1 year per
No treatment . 280.4
o1 QNN NS s g
Seq 1a 1060 ‘”“I” 473
Seq 1b 12 8 983 a e
Seq 2 815 J
MRA + SGLT2i
‘i i All-cause death o bility at 1 year per
hoi tot hon \
No treatment BB + SGLTZi
seq 1 EEEE . - -
e s v khichon khéi tri dau tién 4 e
Seq 1b : N 565 I'1'4
| seq3 @QEL T HEED - N\ - 514 1'4‘9
s = ~
l @ RASI Beta-blocker @ MRA @ ARNI @ SGLT2i
Li orien, et @l cutupean neant Juunidl 2U22,49.£91 9-£001
MOMEDEXXDU
32
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Probability of survival

Hiéu qua cac nhém thudc nén tang KHONG phu thudc
thuéc str dung ban dau

RALES*2
(Severe HFrEF)
ACEIi/ARB:
95%
BB: 11%
Spironolactone

Placebo

Probability of survival
o
3

12 24 36
Months

EMPHASIS-HF23
(Mild HFrEF)

Eplerenone

SERVIER

RRR Placebo
5
& ACEi/ARB:
HR=0.78 ol
20014 BB: 87%
0 12 24 36
Months

Cumulative probability of
CV death or HHF

Cumulative probability of
CV death or HHF

PARADIGM-HF4
0.4 No MRA
A Enalapril
03] P
HR=0.74
0.2
o Sacubitril/valsartan
0.0 T T T T T T d
0 180 360 540 720 900 1080 1260
Days since randomization
0.4 With MRA
':;7 Enalapril
0.3 y
HR=0.85
0.2
o Sacubitril/valsartan
0.0 T T T T T T d
0 180 360 540 720 9001080 1260

Days since randomization

Interaction p-value: 0.104

Adding SGLT2 inhibitor to ARNI5
Meta-analysis of DAPA-HF and EMPEROR-Reduced

Trial HR (95% CI)

CV death or first HHF
Receiving ARNI
EMP-R 0.64 (0.45,0.89)
DAPA-HF 0.75 (0.50, 1.13)
Subtotal 0.68 (0.53,0.89)
Test for overall treatment effect
Test for heterogeneity of effect
Not receiving ARNI
EMP-R 0.77 (0.66,0.90)
DAPA-HF 0.74 (0.65,0.86)
Subtotal 0.75(0.68,0.84)
Test for overall treatment effect
Test for heterogeneity of effect

Test for

p=0.0043
p=056

81

p<0.0001
p=0.71
p=0.50

by subgroupi

0.25

g T

0.5 1 2

ACE, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; ARNI, angiotensin receptor-neprilysin inhibitor; BB, beta blocker; CI, confidence interval; CV, cerdovzeciar[EMERY EMPEROR-Reduced; GDMT,
uidaine ool rocicathefapyrl et eartrllra e ceclefectonracton e ncepialtion| ot neot fllre R hazer i, MRA. minerslocotiooil receptor anizg

RRR, relative risk reduction; SGLT2, sodium-glucose co-transporter-2. Trial results cannot

general methodology

e directly compared ‘because of differences in endpoint definitions, the populallons studied, trial design and

1. PittB et al. N Engl J Med. (1999);341:709; 2. McMurray JJ. Eur J Heart Fail. (2011); 3. Zannad F et al. N Engl J Med. (2011);364:11; 4. Okumura N et al. Circulation.

(2016);9:e003212; 5. Zannad F et al. Lancet. (2020);396:819.
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Khuyén cao vé Suy tim trong Bwérc 1

Management of HFrEF

[

ARNI/ACEi/A

NYHA IV, in
African American

| —

KHONG c6 MOT THUOC nao la thu6c kh6’i tri dau tién

CO NHIEU THUOC diéu trl dau tién trong Suy tim

CS s BTTAITE

For selected advanced HF patients

']

To reduce HF hospicalization and improve QOL - for all patients

=

United States
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A heart failure spending function — M6t khung khai niém cho phép
tang cwong sw dieu chinh diéu tri néi khoa theo hwéng dan (GDMT)

4 thuéc nén tang

ACEIi/ARNI

MRA

Ti 16 BN dat
lidu dich:
55%2

Ti 1é BN dat
lidu dich:
49%2

Ti lé BN dal Ti 1é BN dat
liéu dich: liéu dich:
84%?2 55%?2

AlETA4@%@A4 AN 2SS
Ca thé héa diéu tri

Huyét ap | TAn sé tim | Rung nhi | Chirc ning than | Kali mau || Chiphi || Ché dé dung thudc

.
uye

U 1. Allen A et al. Circulation: Heart Failure. 2022;15; https://doi.org/10.1161/CIRCHEARTFAILURE.121.008594; 2. Mebazaa A et al Lancet. 2022 Dec 3;400(10367):1938-1952.
MOMEDAXXDU

35

THUC TE

g(ﬁ;, BN: Lwu Van T. SN 1958. Gi¢i tinh: nam
‘“ Cb: Suy tim NYHA Il (LVEF 30%).
o Nhdi mau co tim cii thanh trwéc da dat stent LAD | (DES, 4/11/2022).
= Tang huyét ap.
Bénh than man giai doan 3 (eGFR 54 ml/phat/1.73 m2 da).
Tang cholesterol mau.

Diéu tri sau xuat vién (2/2/2024):

Aspirin 81mg 1 vién udng
Sacubitril/Valsartan 24.3/25.7mg 1/2 vién x 2 ubng
Carvedilol 6.25mg 1/4 vién x 2 ubng
Spironolacton 25mg 1 vién udng
Furosemide 40mg 1 vién uéng
Empagliflozin 10mg 1 vién uéng
Rosuvastatin 20mg 1 vién uéng

3/18/2024
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THYC TE

Xét nghiém:
B.U.N 15 mg/dl, Creatinin 1.5 mg/dl
Na+ 140 mmol/l, K+ 4.0 mmol/|
NT pro BNP 512 pmol/l
Diéu tri (16/2/2024):
Aspirin 81mg
Sacubitril/Valsartan 24.3/25.7mg
Carvedilol 6.25 mg
Spironolacton 50 mg
Empagliflozin 10mg
Rosuvastatin 20mg
lvabradin 5mg
=> Hen tai kham sau 1 thang

SERVIER

Kham (16/2/2024): bénh tinh, khé thé khi géng strc (NYHA 11), khéng dau nguc.
Khong phu. Mach 84 lan/phat, Huyét ap 90/50 mmHg. Tim déu. Phéi khéng ran.

, €GFR (CKD-EPI) 52 ml/phut/1.73 m2 da,

1 vién ubng

1/2 vién x 2 ubng
1/4 vién x 2 ubng
1 vién uéng

1 vién udng

1 vién udng

1 vién x 2 uéng

37

HFA-ESC consensus
CA THE HOA dwa trén

SGLT2i
Bela-blockers.
ACEi / ARB / ARNI
MRA
Diwrelics

Ivabradine

w 3 Nd\\

Rung nhi
SGLT2i
Beta-blocker
ACEi /ARB /ARNI
MRA
Diuretics

CNthan

% 5

Adapted from European Journal of Heart Failure (2021) 23, 872-881

2 Digoxin
N o J
o S 5 \
5 < SGLT2I S SGLT2i
& . 3 & Betatlocker A * % & ACEI / ARB / ARNI
£ £ ACEi 1ARB 1ARNI 3 S i
Betab\ocf?r 3 & = T2 j Bete-bockel According to some patient characteristics —
) Diurelcs ‘ 2 ey oy Beferblocker A j Dhrolicg (BP). (HR). (AF), (CKD) or hypertension, some
\ L ACEi /ARB /ARNI  ericiguat z Diuretics z Anticcagulants drugs may have to be reduced,
\ | MRA A oo = discontinued or added. Black-drugs that
PI\  Polassium bindars % 5‘§ i ) % should be given to patients. Red-drugs that
& ki P\ HY/;);;,“‘?‘B, should be reduced or discontinued. Blue-
R isosarbide dinfrate *Fe drugs that should be added. In patients with

o®
S SGLTZi
) Beta-blocker
T LACEi /ARB / ARNI
MRA
- Diuretics
Tén sé tim Vericiguat
% Hydralazine/
%, isosorbide dinitrate
9 "~
N
8,
SGLT2i %
Beta-blocker f}
ACEi / ARB / ARNI 3
MRA &
Huyét ap Diuretics
Anticoagulants

predominant chronic coronary syndrome, BP
threshold is 120/80 mmHg

38
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Loi ich dén SOM va DUY TRI cuta téi wu diéu tri kiém soat TST
ngay tir trong noi tra va duy tri dai han

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

1.0
0.8
£ 06
o0
2
g
£ 04
= ‘A . .3 . . S . ' X )
o Liéu phap giam nhip tim bang cach phdi hop thudc chen Beta voi
0.2 Ivabradine gilip giam cd y nghia tlr vong do moi nguyén nhan va
tai nhap vién & BN suy tim diéu tri ndi tra c6 TST 270 nhip/phut
0.0
T T T T T
0 100 200 300 400
Time (days)
NP BBs = BBs and ivabradine
3 G Lopatin, Yuri, et al. International Journal of Cardiology 260 (2018) 113-117
39
Phoi hop sém Ivabradin + chen beta giip nhiéu BN dé dang dat liéu
toi wu chen beta hon so vé&i chi dung chen beta don déc
Prospective, open-label study, n=69 patients with HFrEF
dose of carvedilol and mean resting HR
Carvedilol dosage Resting heart rate
40 2 Carvedilol
alone (n=36)
Carvedilol/ivabradin 80
= e (N=33)
g 0 70 .
2 Il ' 3
= Carvedilol o
K] alone (n=36) ) 50 Carvedilol/ivabradin
5 20 ° e (N=33)
: g o
g E 30
"6 L)
% 10 = 3
g 10
a Time (weeks) Time (weeks)
0 —— 0
0 5 10 15 20 0 5 10 15 20
S * P < 0.05 versus patients on carvedilol alone
3 G Bagriy AE et al. Adv Ther. (2015);32:108-119.
MOMEDAXIDU

40
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re

Dir liéu d&i thwe cho théy phoi hop s&m Ivabradin + chen beta gitp
cai thién chirc nang that trai va dw hau tot hon chi dung chen beta

A retrospective analysis in 370 hospitalized HF patients with heart rate > 70 bpm in the Optimize Heart Failure Care
Program in Armenia, Azerbaijan, Belarus, Georgia, Kazakhstan, Russia, Ukraine, and Uzbekistan

LVEF (%) Cumulative survival
35— 18 —
0.001 HR 0.45 (95% Cl, 0.32-0.64) P<0.0001
0.001 0.001 -+
34 -
33 - 14 -
32 -
R-Blockerand
31 — 10 Ivabradin (n=150)
h —
08 L
B-blockers
aa < {n=220)
Time (days)
0
0! R-Blockers(n=220) Ivabradin + B-Blockers (n=150) 0 100 200 300 10

SERVIER

I Admission M12

2 Lopatin YM et al. Int J Cardiol. 2018;260:113-117.

41

Quan ly Suy tim hién dai

42

3/18/2024

21



Hop tac v&i bénh nhan dé nhanh chéng téi wu GDMT

Chia sé
quyeét dinh

diéu tri

SERVIER

B ReferdMindham - ESC PatientForum wuw escardio oro/Guidelines/Guidelines-for-Patients

MOMEDBYXDY
43
High tech and high touch approach
Cac phong kham chuyén khoa va y ta thdm kham tai nha cai thién dang ké két cuc cla
bénh nhan suy tim

Comparative effectiveness of transitional care services following HFH in a large network meta-analysis (N=12,356)

Disease management clinics ——ii 0.80(0.67-0.97) ——i 0.80(0.66-097)
Education alone # 0.99 (0.40-2.46)

Nurse case management . | 0.86 (0.71-1.05) —— 0.77 (0.63-0.95)
Nurse home visits —— 0.78 (0.62-0.98) —— 0.65 (0.49-0.86)
Pharmacist interventions ——p—— 0.82 (0.56-1.20) 1—04—1 0.90 (0.68-1.20)
Standard care L 2 1.00 (reference) ‘ 1.00 (reference)
Telemonitoring |—§-—| 0.90 (0.68-1.19) I—Q—H 0.82 (0.62-1.08)
Telephone support 1—0—-—1 0.82 (0.62-1.08) 1—0—-—1 0.86 (0.64-1.15)

0.5 1 2 0.5 1 2
Treatment «— Favors ——p Standard care Treatment «— Favors — Standard care
R
m  EurJ Heart Fail. 2017 Nov;19(11):1427-1443. doi: 10.1002/ejhf.765. Epub 2017 Feb 24.
MOMEDBYXDY
44
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IMPROVING STANDARDS OF CARE AND NOVEL
TECHNOLOGIES

« Multidisciplinary team management

EDUCATION OF HEALTHCARE + Seamless transition of care from primary to tertiary levels
PROFESSIONALS AND PATIENTS and vice versa.

* Improved GDMT implementation thro

education and increased awareness |

Inhospital management:

Improvin + GDMT implementation/
” P 9 optimization multidisciplinary HF
Facilitated by: GDMT « Predischarge counselling and care in ESC member
« Printed educational material follow-up plan countries

+ Mobile phone applications Implementation
« e-Learning platforms/websites

 Social media

+ Monitoring of drug
intolerance/side-effects

+ QCC networking

I I NOVEL MEDICATIONS AND PATIENT PROFILING
National Heart Failure | | heari oo Patient
Zocletle.sIWorklng « Improved HF « Support of - )
roups: awareness patient self- C porary “core’ (all nts): )
. Educaho_nal courses « Patient empowerment care and « ARNI (or ACEI/ARB), BBs, MRAs, SGLT2i, diuretics (congestion)
ar)d seminars for self-care education o ) "
. Dlssemmallon of ) + Education of family « Advocacy Optlfnllsalton acmrdllng to patients proﬁle: ) )
educational material members activities « Clinical characteristics (BP, HR, congestion) and kidney function
suavieR;

3 G European Journal of Heart Failure (2021) 23, 1999-2007
POMELAYIDY

ESC/HFA QCC project: | Telemedicinel
+ Standardised,

45

Hwéng téi chuan héa trong quan ly Suy tim

Rung nhi Tan s6 tim

CN than Huyét ap

C4u truc da chuyén khoa

SERVIER

3 G McDonagh TA, et al. Eur Heart J. (2021) Sep 21;42(36):3599-3726
POMELAYIDY
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Phong kham /
tim mach

Chuyén bénh dé&
diéu tri dung cu

Bénh nhan sau
NMCT

Hop tac da nganh la can thiét dé nang cao chat lwong
quan ly Suy tim

Mang Iwéi cham séc bénh nhan Suy tim

Cham séc co ban

l ¢ Phong kham
Nhém nhiéu chuyén gia ndi khoa chung
TN Diéu dudng
Chuyen diave  chuyen v suy Dot mét bu
Y tim suy tim

Chuyén gia néi khoa, dwgc ly, 1o khoa,

o
i

th dudng, vat ly tri liéu, tam than Phong kham

Tim mach-Ung thw

r

Cham séc
L2 J—
gidm nhe

Phong kham va
diéu dudng
chuyén vé suy tim

Chan doan
Lén ké hoach diéu trj
Dénh gia dinh ky

Chém séc co bén +

Diéu dwéng chuyén khoa
sumvizR;

a European Journal of Heart Failure (2011)13, 235-241

MOUEDAXXDU

Chuong trinh quan ly

suy tim nang
Cham séc co ban

47

THON

cang tét

SERVIER

MOUEDAXXDU

G DIEP MANG VE

« Tr khuyén cao: Téi wu héa diéu tri ndi khoa cho bénh nhan Suy tim cang SOM

« Pén thwc hanh 1am sang: Téi wu hoa diéu tri can SOM — NHANH — AN TOAN
vi vay phai CA THE HOA tuy thudc vao kiéu hinh bénh nhan. Can danh gia cac
thong s6 nén tang dé coé dinh hwéng Iwa chon diéu tri phu hop.

« Hwéng t¢i chuan héa trong quan ly Suy tim hién dai: G&n két véi bénh nhan

— Cai thién/ phat trién cac chién lwoc méi — Hop tac da nganh la can thiét

48
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