NOI DUNG

3/21/2024

seavier:

30

TANG HUYET AP
KEM BENH MACH VANH:
- NHU’NG CAU HOI

-CAN GIAI DAP

ThS.BS. Nguyén Truéng Duy
'Bo Mon Noi — Dai Hoc Y Duoc
Trung Tam Tim Mach — BV.4Cho Ray

-

SERV-HCMC-HTN-15-03-2024

@ THLS: THA c6 bién chirng tim mach
@ Diéu tri THA d3 c6 bién chirng

@ Cap nhat diéu tri THA theo ESH 2023



3/21/2024

seavien;

Triwong hop lam sang

BN nam, 54 tudi.

Nghé nghiép: lai xe.

Ly do dén kham: dau dau + dau nguec trai.

3 thang nay: dau dau ving dinh va sau gay, lién tuc, nhiéu vao bubi sang;
dau that vang ngwc trai khi chay bé tap thé duc, giam khi nghi

Khoéng kém: nhin mo, yéu liét chi

1 thang nay: dau dau ting, HA tai nha # 170/100 mmHg

Khoéng ghi nhan THA
Huat thube 14 32 goi-nam

1 nadm trwée: rdi loan lipid mau

seavien;

Can 1am sang tai tuyen trwéc 30

Glucose = 102 mg/dL
HbAlc =5.7%
LDL-C = 181 mg/dL

HDL-C = 35 mg/dL

eGFR =98 mL/min/1.73m?
TPTNT: Pro (-)




Két qua MSCT mach vanh tai tuyén trwéc 30

1.Panh gia véi hoa mach vanh theo phwong phap Agatston:

Phuong phap AgatstoLM LAD LCx RCA Téng

S6 diém véi hoa o0 0 0 o0 O

2.Dénh gia hé thong mach vanh:

-Bét thudng gidi phéu mach vanh: Khéng c6

-Hé thong dong mach vanh wu thé: Phai (Nhanh PDA xuit phét tir RCA).

-Déng mach vanh tréi chinh (LM): Khéng thdy xo vira, khong hep

-Dong mach xudng trude trai (LAD): LAD I xo vira khong voi hoa gdy hep # 50% dudng kinh long
mach. Nhanh chéo (Diagonal) khong hep.

-Péng mach vanh mii (LCx): LCX I, LCX II xo vira khong vdi héa gdy hep # 50% dudng kinh long
mach. Nhanh b& ti OM1 xo vira khéng voi héa gay hep # 40- 50% dudng kinh 1ong mach

-Dong mach vanh phai (RCA): RCA 1 xo vira khong v6i héa gy hep # 60-70% dudng kinh long mach
Nhénh PDA, PL khong hep.

Bénh 3 nhanh mach vanh:
LAD I: hep 50%

* LCX I+Il, OM 1: hep 50% e

* RCAI: hep 70% i

Chan doan & diéu trj tai tuyén trwec 30
* A: Tang huyét 4p vd can - Bénh 3 nhanh mach vanh - Réi loan lipid mau

« Diéu tri:
o Clopidogrel 75mg
o Valsartan/HCTZ 80/12.5mg
o Metoprolol succinate 25mg
o Atorvastatin 20mg

Sau 2 tuan: dau nguc con 4/10, HA = 150/90 mmHg
- kham tai BV. Pai Hoc Y Dwgc TP.HCM
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seavien;

Kham lam sang Qm

« Con dau ngwc 4/10 khi gang strc
« Con dau dau vao budi sang
« M: 78 l4n/ph; HA 2 tay: 150/90 mmHg

Siéu am tim 30

2D/ MM -Ivsd
73% 64% -LvIDd
T - LVPWd
HGen e |5
. - LVIDs
w0 - LVPWs
EDV (MM-Teich) 74.7 ml
IVSILVPW (MM)  1.15
IVS % (MM) 15.2%
= FS (MM-Teich)  36.5%
NS Esv(MM ) 248ml
EF (MM-Teich)  66. %@ : AdCd I
+ LVPWY% (MM)  42.6 %8 LV Length 8.70cm
sk LV Area 327 cm?
LV Vol 103 mi
* A4Cs
LV Length 6.68 em
LVArea 206cm?

EDV (AdC)
ESV (A4C)
EF (A4C) 50.1 %!

e |VSD=13.2 mm, LVWd =11.5 mm * Day dong tam that trai

* LV massindex = 118 g/m? ¢ Giam déng ving mdm va thanh bén

« RWT=0.56 e Chtrc ndng tdm thu that trdi bdo tén EF = 50% (Simpson)

& Tiéu chuan A phi dai that trai (ASE & EACVI 2015): LV Mass > 115 g/m2 (Nam)
& RWT > 0.42: phi dai d6ng tdm

Thomas H. et al. Eur Heart J Cardiovasc Imaging . 2015 Jun;16(6):577-605




Van deé ton tai

THA + phi dai that trai +

ﬁ bénh mach vanh

HA = 150/90 mmHg

Pang diéu tri v&i
Valsartan + HCTZ
(80/12.5mg)

Con dau dau +
dau that nguc

Nam, 54 tudi

9
l’\ y LIV
Huyét ap muc tiéu theo ESH 2023 ﬁg
Systolic BP target Diastolic BP target
A r'y
1001 ~
Lower BP Targets
90 . <140/90mmHg
for all
561 ~ Ideally
<130/80mmHg if
tolerated
70+ -
mmHg }
1
Most patients® Most patients®
Target . Auoid .
Journal of Hypertension. 2023 Jun 21. doi: 10.1097/HJH.0000000000003480. Online ahead of print &
10
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1.00_|

Piéu tri THA...la phai dat dich _

NHANES Il Linked Mortality Study

+ N=13.947
+ 1988-1994
* T=19.1years

Stroke Recurrence Risk after ICH (%)
8

Dot quy tdi phat

95 0.08
g MGHICH 1305 1258 1222 1163 1043 83 783 T8 L)
HKACH 523 509 478 435 e 308 e 138 121
g Combined 1828 1768 1698 1588 1422 1289 1155 1046 858 856 762
E 90 | e e THA T Eoows Time (Monty e
é Didu tri vé kiém soét = Ti&r vong
i Ti LE TU VONG PIEU TRI, KHONG KIEM SOAT g
Q oz
AO GAN NHU NHAU.'KHONG BIEU TR gm
E 015
=
.80 4 ; . y ; ; . Théi gian gap bién c8 (thang) 010
0 50 100 150 200 250 300
0.05
b MGHICH 1308 1250 1222 1183 1043 o83 783 e L2
1. Zhou D. etal. Scientific Report. 2018;8:9418 el i i il i R
2. Biffi A. etal. J Am Heart Assoc. 2021;10(11):e020392 L F" 2 % @ . e
olowupTimeMontns) |
11
Cham kiém soat huyéet ap lam gia tang 3g
bien co tim mach
A R 7 X R \ . ’ A
Cham kiém soat HA sau 6 tuan ké tir khi phat hién THA
1.3 - =P tang dang ké nguy co t& vong va bién co tim mach
&
3
o
-; Hazard ratio
2 —— == 95% Gl
>
(]
2
3
©
S
2
®
.; 0.8 T T T T 1
§ 0 10 20 30 40 50
T Mean time (months) from non transient raised SBP to initiating or changing treatment
Retrospective cohort study, UK primary care practices, 1986-2010; n=88 756 adults with hypertension, >10 years follow-up
1 XuWael al BMJ 2015350158
12



1. Tang liéu cua Valsartan + HCTZ
2. Chuyén qua 1 dang phéi hop déi khac

3. Chuyén qua str dung phéi hop ba thudc

13
SERVIER
Chien | dieu tri THA (ESH 2023 30
-
ien lwoc diéu tri ( )
Prefer SPCs Start with Dual Combination fﬂﬂtmﬂm;:mm
it 1t H 3 r ! nd L risk
at any step Therapy in most patients i ';2':’;;?‘2‘:“":":‘,““:“’?;"“*
Step 1 ACEi or ARB + CCB or 4y, Diuretic®
Dual combination (b Increase to full-dose if well tolerated BBP
—+ up to ~ 60% controlled® Can be used
as monotherapy
or at any step
Step 2 ACEi or ARB + CCB + 1y, Diuretic of combination
Triple combination ) increase to fulldose i well tolerated therapy
—+ up to ~ 90% controlled
Step 3 True resistant Hypertension 4
Add further drugs — up to ~ 5%
Consider to consult hypertension
specialist in patients who are still
not controlled
Journal of Hypertension. 2023 Jun 21. doi: 10.1097/HJH.0000000000003480. Online ahead of print
14
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THA chwa kiém soat véi PH2 > chuyén qua PH3 mang lai
hiéu qua ha ap cao gap 4 lan tang gap doéi lieu PH2

PHOI HOP 3 THUOC GAP POI LIEU Phéi hop 2

HATTh HATTr HATTh HATTr
Y
Hiéu qua gap

4 LAN

mm Hg

y

Phdn tich téng hop tir 14 nghién ctru RCT, N = 11.457 bénh nhén
So sdnh hiéu quad ha dp cta phdi hop ba so vdi viéc gép déi liéu phdi hop déi déi véi céc bénh nhdn khéng
kiém sodt dwoc véi phdi hop déi trudc dé

Salam A. et al. J Hypertens. 2019;37(8):1567-1573

seavien;

15
Strc manh bang chirng cua 0
phoi hop ARB + CCB ==
ARB + CCB
Study [\ Comparator  Population Outcomes
Older, high-risk NS overall difference in CV events
OSCAR 1,164 ARB hyper'rensive -31% events, patients with CV
patients disease (P=0.02)
CCB + diuretic : NS difference in CV evenfts or stroke
Sleifts S278 CCB + BB FRRERg e NS difference in CV evenfts or stroke
COLM 5,141 ARB + diuretic Older hypertensive NS difference in CV events
Total Patients 9,598
Statistically significant rows are coloured
There are no double-blind RCTs supporting
ARB + CCB combination in hypertensive patients
Mancia G. et al. J Hypertens. 2023;41(12):1874-2071
16
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Strc manh bang chirng 0
cua phoi hop ACEi + CCB ==

ACEi + CCB

Study N Comparator Population Outcomes

Syst-Eur 4695 Placebo Older with ISH -31% CV events (P<0.001)
Syst-China 1253  Placebo Older with ISH -37% CV events (P<0.004)
ASCOT 19342 BB + diuretic Hypertensive with risk factors -16% CV events (P<0.001)
ACCOMPLISH 11506 ACEi + diurefic Hypertensive with risk factors -21% CV events (P<0.001)
NORDIL 10881 BB + diuretic Hypertensive NS difference in CV events
INVEST 22576 BB + diuretic Hypertensive with CAD NS difference in CV events
Total Patients 70253

Statistically significant rows are coloured

Mancia G. et al. J Hypertens. 2023;41(12):1874-2071

17

Thiazide vs. Thiazide-like 30

Dot quy, Bién c6 TM Suy tim

10%

3% (NS)

Phan tich gép 19 RCT
*n=112113

* Thiazide-like vs. nhém chirng
* Theo dbi trung binh: 3,9 nam

0%

-10%

-20% _18%*
-22%*
-30%
-29% (NS)
-40%
M Thiazide-like Thiazide-type -43%*
Eg, Indapamide Eg, HCTZ

Risk ratios of Thiazide diuretics vs controls

-50%
*P<0.001

Chen P et al. Am J Hypertens. 2015;28(12):1453-1463.

18



Phoi hop 3 Perindopril/Indapamide/Amlodipine
giam huyet ap hiéu qua bat ké phdi ho'p 2 dung trwéc dé6

PIANIST

- Béo phi: 36.7%
- Bénh mach vanh: 36.0%
- Bai thao dwong: 32.9%

(10/2.5/5 hoac 10/2.5/10) trong 4 thang, bét ké diéu trj truéc do

= Chuyén sang perindopril/indapamide RIS D i

+ amlodipine liéu cao

(N = 4731, p<0.0001).

Téth K; PIANIST Investigators. Am J Cardiovasc Drugs. 2014;14(2):137-145

3

Ban dau

Phéi hop 2
UCMC + AMLODIPINE UCcMC + HCTZ UCTT + AMLODIPINE UeTT +HETZE  rooens
Murc thay déi HA (mm Hg)
o WS RIS HATTh HATTr HATTh HATTr HATTh HATTr HATTh HATTr
473" + HA dau vao trung binh: 158 93 158 93 160 o4 158
el e 160.5/93.8 mm Hg
lensive ient i £
ﬁh unoon(?caled . T‘hOI gian méc THA trung
hypertension binh: 11.9 nam
- Réi loan lipid mau:
63.9%

Sau 4 thang

19

Tré lai trirdng hop lam sang

HA muc tiéu:
HA = 150/90 mmHg < 130/80 mmHg

Dang diéu trj véi Chuyén sang phéi hop 3
Valsartan + HCTZ Nam, 54 tusi A +C+ D ngapamide

20

3/21/2024
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Phi dai that trai: 3 '
giai doan chuyén tiép tir THA sang suy tim —-r

Sympathetic nervous system activation

Adrenergic pathways QVNM adrenergic pathways

Pressure overload Insulin, Insulin growth factor,
% f lipids \1
\\‘ \\

AN,
Volume overload |>

Atheros

cardiac [
Afterload 1

Angiotensin — I,
f\‘ «i] Aldosterone, Endothelin

Hypertension Heart Failure

Cellular mechanisms
NT-DroBNP; Caria troponin; GDF-15; ncRNAS

Endothelial mechanisms

Ve,
"1, E. s
E-selectn; vy oy, Endothelin-1; ADM; CNP; noRNAS|

Hypertrophy

1.  Bruno RM. et al. Eur Heart J. 2014;35(33):2205-2207
2. Lucas L. etal. Eur HeartJ . 2023 Jun 20;44(23):2066-2077

21

Bénh co tim do THA: 3"‘“"“,
giai doan va hau qua ==
Ti Ié tir vong gia tdng theo mirc d6 ndng cda phi dai thét trdi

= Men Mortality Derived Thresholds
L Men
l = LV diastolic dysfunction I % e s 1o

N
= No LV hypertrophy - - M:ml

Moderate
Severe

50
@

0
20 ... e
10 -

LVMi Increment (%)

LV diastolic dysfunction and
®= LV hypertrophy

o

-
Proportion of deaths per
8 "
8
i
3 i
i
Cumulative Hazard
e &
o N &
L8

s 0 130 10 17 180 20
LY Mass Index (g/m?) 0 3 6 9 12 15 18
Follow-Up Time (years)

3
% 3
8o
L

Conventional LVH Criteria

= Clinical heart failure with E_» o8 Normal
* Preserved LV ejection fraction 60 % Mild "
— Severe

04

— 0 o
2 4 0.2 ”
\ = Eccentric LV hypertrophy W
i 0 \
Reduced LV ejection fraction T S T S F A 00 -
LV Mass Index (g/m?) ] 3 3 9 12 15 8
[ seiow-normat [l Normat [ mia [l voserate [ severe Follow-Up Time (years)

Increasing left ventricular mass and mortality in 303,548 men and
women investigated with echocardiography

LVMi Increment (%]
8 8

Proportion of deaths

Cumulative Hazard

1.  Nwabuo CC. et al. Curr Hypertens Rep. 2020;22(2):11
2. Playfold D. et al. European Heart Journal (2023) 44 (Suppl 2)

22
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HA cang cao: bénh suat va
twr suat cua BMV cang tang

A: Systolic blood pressure B: Diastolic blood pressure Arteriosclerotic/Atherogenic/Endothelial Factors
q Age at sk B P (cytokines, free radicals, growth factors, SNS,
256 -| 80-50 256 | . lipids, angiotensin 11, endothelin, catecholamines)

years 80-89 J I

years

128 - 70-79 128 -

/ 70-79 l
years
Ly years
64 60-69 64 - .
years Wf:’ Hypertension > Artery stiffness
e <«——— Hypertrophy

32 | / 50-50 32 - . 80:50
years E .7 years
16 3 161
40-49 ‘40-49 )
years " Jears Coronary|
o i) , T Pulse wave velocity atheroma|
3 Left ventricular | I
el 4 ¥ hypertrophy l l

IHD mortality

(floating absolute risk and 95% CI)
IHD mortality

(floating absolute risk and 95% Cl)

= £ | 2:5
TsBP 1l pBP
1 1 - {
‘ T Myocardial O,  Myocardial O,
T T T I T T T T I L———— demand supply «———
120 140 160 180 70 80 90 100 110
Usual systolic blood Usual diastolic blood
pressure (mm Hg) pressure (mm Hg)

1. Lewington S. et al. Lancet. 2002;360(9349):1903-1913
2. Hypertension: A Companion to Braunwald's Heart Disease 3 . Chapter 31: Hypertension in Ischemic Heart Disease

23

Phi dai that trai + TMCTCB trong THA

Molecular factors

4 Aortic dilation Epicandial spasm dvocandial
« Neurohormonal activation yocardiai bridgs

4 Arterial stiffness

4 Arterial wall thickness

dysfunction/ROS N i - -
baddi Microvascular Angina

Microvascular spasm

« Endothelial dysfunction

* Abberant Ca2+ handling Pi
d 4 LA myopathy R Endotmetial dystuncton
4 LA dysfunction :l:?"”i;‘“':m.&‘.'i, smooth musc
coll prckterstion. pernvascuiar foross
Anteriolar Qororiary Microvgaculer Dyshunction
Sructral Encotpe [
4 RAenlargement 4 LV hypertrophy (concentric or eccentric) mowa::wo o0 =
» vl =
+ RAdysfunction 4 LV systolic and diastolic dysfunction o e o t s igh i i Seor
Capillaries: st fon s
4 LV dyssynchrony - ———
4+ WV torsion B e ==
—_— : 0o ===
Capillary rarefaction  Low sty Lowwmatsr e
e o v
Cellular factors
hctvaton of Normal Normal LVH
CFR
« Cardiomyocyte [ ——
hypertrophy remodeling + RV hypertrophy
« Thelper type 2 cell 4 RV systolic and diastolic ~ 2
« differentiation dysfunction Cardiac fibrosis POTTYU

Maximal

&
SUY TiM

Impaired
. CFR

- e e Baseling = fm———— -

MBF

1. Ranil de Silva, Kevin Cheng. European Heart Journal (2021) 00, 1-4
2. Nwabuo CC. et al. Curr Hypertens Rep. 2020;22(2):11
3. Camici PG. et al. J Mol Cell Cardiol. 2012;52(4):857-864
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Long-term effect of the perindopril/indapamide/amlodipine single-pill
combination on left ventricular hypertrophy in outpatient hypertensive

subjects
Alberto Mazza™.., Danyelle M. Townsend", Laura Schiavon‘, Gioia Torin™, Salvatore Lenti®, biomedicing .«
Ciro Rossetti, Gianluca Rigatelli‘, Domenico Rubello® RO DAY
Perindopril/Indapamide/Amlodipin thoai trién phi dai that trai sau 14 thang diéu tri
160 - p=0,042
A DOBaseline
f \ mFollow-Up
N =92
T = 14 months 140 1
E
B %*
= 120
E *
2
100 A
80
FCT TFC
“p =0,0001 baseline vs. follow-up
Alberto Mazza et al. Biomedicine & Pharmacotherapy 120 (2019) 109539
25
- SERVIER
Dieu tri THA ke
ieu tri em 3[}
bénh h vanh (ESH 2023 =T
énh mach vanh ( )
Step 1 ACEi (ARB if not tolerated) + BB?2
Dual combination Increase to full-dose if well tolerated
Step 2 With angina Without angina
Triple combination + DHP-CCB + DHP-CCB or T/TLDiuretic
Increase to full-dose if well tolerated Increase to full-dose if well tolerated
Step 3
Add further drugs ACEis have been shown to reduce CV outcomes in high CV risk patients including patients
with CAD in RCTs, which supports their use in CAD as part of the antihypertensive
combination therapy, while ARBs can substitute ACEis in patients with hypertension and
CAD who are intolerant to ACEis
Journal of Hypertension. 2023 Jun 21. doi: 10.1097/HJH.0000000000003480. Online ahead of print
26
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va twr vong trong HCVM

EUROPA
Primary outcome: CV death,
M, cardiac arrest

TRANSCEND
Primary outcome: CV death,
M, stroke, or HF hospitalisation

ACEis lam giam bién co tim mach

30

HOPE
Primary outcome: CV death,
MI, or stroke

14~ Relative risk reduction 20% 0.201 Relative risk reduction 8% 0.20. Relative risk reduction 22%
& HR 0.92 a Placebo :
2 E 124 g5 . Haceho L HR 0.92 » HR 0.78 Placebo
5 =147 95%Cl, 9 to 29; p =0.0003 ¢ 95% Cl, 0.81 10 1.05;p =0.216 _ % £ 95% C1, 07010 0.86;p <0001
€% | NNTS0 9 015 . 5 A
2 £ 104 H s = 015
2 2 = Telmisart g
E % & g 010, 2, elmisarian 5 ‘// RGm|pI’II
gs Perindopril o e 0.10 '
o = 64 > o /
£0° = £
ZE 4 2 5
§2 2 o.05 S 0.05 o
88 o 3 & 15% reduction in
g° events at 1 year
0- 1] - - . - " 0 T -
0 1 2 3 4 5 0 1 2 3 4 5 o 500 1,000 1,500
Time (years) Follow-up, years Follow-up, days
* Perindopril va Ramipril cé bang chirng manh nhat trong HCVM (EUROPA & HOPE)
e Telmisartan khéng gidm bién c6 va tir vong (TRANSCEND)
1. EUROPA Investigators. Lancet . 2003 Sep 6;362(9386):782-8.
2. TRANSCEND Investigators. Lancet 2008;372:1174-83
3. HOPE Study Investigators. N EnglJ Med 2000;342:145-53
27
- - SERVIER
] y - A d > ~n
ACEi c6 nhiéu bang bao vé -
| |
tim mach chirng hon ARB
' . g
ACEi iy ARB
2000

Clinical indications for

ALLHAT
2002
- 8 L
AR W ST w Heant failure
1999

m Post-M|

o —
/fm::_. N

PROGRESS
2001 Diabetes, diabetic
nephropathy
Wypartansion ACTIVEA
2011

OPTIMAAL
2002

High CV risk

Stroke prevention PROFESS

2011

microalbuminuria) over comparator

Dusing R. et al. Ther Adv Cardiovasc Dis. 2016;10(3):133-150

Clinical indications for
ARB use

W Heart failure
u Post-MI

m (New-onset) diabetes,
diabetic nephropathy

Hypertension

m High CV nisk incl
atrial fibrillation

m Stroke prevention

/" Shows efficacy (in BP lowering, CV events, all-cause mortality, OR

28
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seavien;

Tré lai trirdng hop 1am sang 3@_8

Toa thuéc méi
Toa dang str dung

Clopidogrel 75mg

* Clopidogrel 75mg Perindopril/Indapamide/Amlodipin
» Valsartan/HCTZ 80/12.5mg 5/1.25/5mg

» Metoprolol 25mg Metoprolol succinate 50mg

* Atorvastatin 20mg Rosuvastatin 20mg
Trimetazidine MR 35mg x 2

29

Phél hop Perindopril/lndapamide/Amlodipin: cai thién tuan tri +
giam nhap vién & chi phi so v&i phoi hgp A+C+D trong 2 vién r&i

BETTER ADHERENCETOTRIPLE 26% LOWER RISK OF HOSPITALIZATIONS FOR MAJOR CV
THERAPY WITH SPC EVENTS IN PATIENTS HIGHLY ADHERENT TO TRIPLE THERAPY
59% +138%?2 |
p<0.001 L
-67%* ;| - RR (95% Cl)
p<0.001 1.00 (reference)
—il
1.21 (0.93-1.58)
' 23% 20 - 0.92 (0.85-1.00)
- . . - i E 0724068 0.80)
POORLY ADHERENT HIGHLY ADHERENT — LOWER COST FOR CV HEALTHCARE SERVICES WITH SPC —
(PDC <25%) (PDC >75%)
TWO PILLS
41% LOWER RISK OF CV hospitalisations 477

3
DISCONTINUATION WITH SPC Antihypertensive drugs

Outpatients services

Total P<0.001

Federico Rea et al. J Hypertens . 2023 Sep 1;41(9):1466-1473 30

30
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Dién tién 1am sang 30

Sau 1 thang

Hét dau dau & dau ngwc
M: 62 lan/ph

HA: 125/70 mmHg

Kha nang géng strc tang

Clopidogrel 75mg
Perin/Inda/Amlo 5/1.25/5mg
Metoprolol succinate 50mg
Rosuvastatin 20mg

Trimetazidine MR 35mg x 2

seavien;

Sau 6 thang

+ Khéng dau dau & dau nguc

» Khong triéu chirng ha HA

« M: 64 lan/ph; HA: 120/70 mmHg
* CLCS céi thién ro

* Clopidogrel 75mg

e Perin/Inda/Amlo 5/1.25/5mg
* Metoprolol succinate 50mg

* Rosuvastatin 20mg

* Trimetazidine MR 35mg x 2

31

Day that trai (LVM = 118 g/m?)
EF = 50% (Simpson)

Siéu am tim sau 6 thang

EDV (MM-Teich) 74.7 mi}
o IVSILVPW (MM) 115
= VS % (MM)

FS (MM-Teich)

ESV (MM-Teich) 24.8 m|

EF (MM-Teich)  66.8 %

LVPW % (MM)

IVS/LVPW (MM)
IVS % (MM)

FS (MM-Teich)
EF (MM-Teich)
LVPW % (MM)

< A4Cd

LV Length 7.58

LV Length 5.63 cm
LVArea 154 cm?

LV Vol 36.3ml

EDV (AdC)

e Cécthanh khéng day (LVM = 111 g/m?)
¢ EF=60% (Simpson)

32
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PV g Y

KET LUAN 30

THA: gay nhiéu bién ching trén da co quan

Phi dai that trai + bénh mach vanh > suy tim & dét t

HA muc tiéu: < 130/80 mmHg trong phan 1&n truéng hop (ca thé héal)
Phéi hop thuéc sém = dat HA muc tiéu nhanh chéng va lau dai

Phdi hop A + C + D gapamice: NHi€U bang chirng

noHa ap hiéu qua > phéi hop déi

0Thoai trién phi dai that trai/THA

0 Gidm bién cb tim mach

33

PlaniCareTaday

34
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