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VAI TRO CUA TAN SO TIM O BENH NHAN SUY TIM
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Target

Therapy

Renin-angiotensin-aldosterone system

Sympathetic nervous system
Natriuretic and other vasodilator peptides
Sodium-glucose cotransporter-2

Balanced vasodilation and oxidative stress
modulation

ARNIs/ACEIs/ARBs, aldosterone
antagonists

Beta-blockers
Neprilysin inhibitor (ARNI)
SGLT2 inhibitors
HYD/ISDN

[Elevated heart rate

Beta-blocker, ivabradine ]

Guanylyl cyclase

Relief of congestion

Ventricular arrhythmias
Ventricular dyssynchrony due to
conduction abnormalities

Mitral regurgitation

Reduced aerobic capacity

Soluble guanylyl cyclase
stimulators

Diuretic agents

Implantable cardioverter-
defibrillators

Cardiac resynchronization therapy

Surgical or percutaneous mitral
valve repair

Aerobic exercise training

Thomas M. Maddox et al. J Am Coll Cardiol 2021; 77:772-810.

MUC TIEU SINH LY BENH QUAN TRONG VA CHIEN LUOC PIEU TRI O BN HFrEF
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CAC THUOC KIEM SOAT TAN SO TIM
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CHEN BETA TRONG CHUOI BENH LY TIM MACH

Mpyocardial
Non-cardiac surgery / infar ct:on
oronary thrombosis Neurohormona/ Ar rhythm;as and , Sudden
’ activation loss of muscle death
Myocardial ischemia \‘
f 3 RB-blockade Remodeling

.

Ventricular enlargement

LVH ‘(
Risk factors
Hyperlipidemia CHF
Hypertension /
Diabetes
Smoking Death

ie W. et al. EHJ Supplements (2009) 11 (Supplement A), A1-A2
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CO CHE BAO VE CUA CHEN BETA TRONG SUY TIM
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Figure 1. Mechanism of -blockers in heart failure.

CircJ 2016; 80: 565-571



CHEN BETA CAI THIEN CHU’C NANG TAM THU VA BPAO NGU'OC TAI CAU TRUC CO' TIM

Systolic Hypertrophy/
Dysfunctlon Remodeling
CRT- (D) Aldo
(QRS T) }@SQ\CE')Q goms)
{ mortality by 24% I mortality by 32% {12 month \ 12 month

(cumulative ! by 57%)  (cumulative | by 44%) mortality by 17% mortality by 32%

Figure 3. Effect of medical therapies that affect the natural his-
tory of heart failure based on the primary site of action. CRT-(D)

iIndicates cardiac resynchronization therapy plus defibrillator;
ACEls, angiotensin-converting enzyme inhibitors; and Aldo,

aldosterone.
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CHEN BETA VA TAN SO TIM O BENH NHAN SUY TIM

23 trials in 19 209 HF patients with beta-blocker (mean EF=17%-36%)

Potential Modifier

Percentage of men

Mean age

Percentage with an ischemic cause

Mean baseline L\VEF

Percentage with MYHA class Il or IV symptoms
Percentage with atrial fibrillation

Percentage of dlgexln Lse

Heart rate reduction*®

-Blocker dose

fean SBP reduction

Agent
Carvedilol
Bisoprolol
Metoprolol
Atenolol
Bucindolol
Mebivolol

Trials, n

21
27
21
20
27
B
19

10
21

Patients, n

18773
18773
18773
18 392
18773

8915

Ratio of Relative Risks (95% CI)

0.23 (0.79-1.10) per 10% increment
1.04 (0.86-1.24) per decade

0.99 (0.86-1.14) per 20% increment
1.04 (0.92-1.18) per 5% increment
1.00 (0.96-1.05) per 10% increment
1.00 (0.91-1.09) per 5% increment
1 m (0.96-1.06) per 10% m-:rement

0.82 (0.71-0.94) per & beatsﬁmm
1.02 (0.93-1.10) per increment

1.02 {ee? 1. 20} per 2 mm Hg
Reference

1.05 (0.82-1.35)

1.03 (0.77-1.38)

0.89 (0.29-2.78)

1.36 (1.09-1.69)

1.30 (0.99-1.71)

P Value

0.38
0.69
0.88
0.54
0.84
0.95
0.e4
)

McAlister et al. Ann Intern Med. 2009;150:784-794.
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HIEU QUA CUA CHEN BETA THEO TAN SO TIM BAN DAU

TABLE 2 Beta-Blockers Versus Placebo and All-Cause Mortality According to Baseline Heart Rate and Rhythm at Randomization

Beta-Blockers vs. Placebo

Heart Rate <70 beats/min Heart Rate 70-90 beats/min Heart Rate >90 beats/min Interaction
p Value for
Heart Rate as
Number of Events/ Number of Events/ Number of Events/ a Continuous
Number of Patients HR (95% Cl) p Value Number of Patients HR (95% ClI) p Value Number of Patients HR (95% Cl) p Value Variable
Sinus rhythm 328/2,386 0.64 (0.51-0.80) <0.0001 1,293/9,042 0.79 (0.71-0.89) <0.0001 520/2,738 0.62 (0.52-0.74) <0.0001 0.35
Atrial 104/423 0.76 (0.51-1.13) 0.18 345/1,791 1.07 (0.87-1.33) 0.51 160/820 0.87 (0.63-1.19) 0.38 048

fibrillation

Hazard ratio (HR) analyzed using the 1-stage Cox regression model, with studies as strata (censored at 1,200 days); adjusted for age, sex, baseline left ventricular ejection fraction, baseline systolic blood

pressure, prior myocardial infarction, baseline angiotensin-converting enzyme inhibitor or angiotensin receptor blocker use, baseline diuretic therapy, randomized treatment allocation, and baseline heart rate
(within each heart rate group).

Cl = confidence interval.

Beta-blockers reduced heart rate by 11 to 12 beats/min in both sinus rhythm and AF

(J Am Coll Cardiol 2017;69:2885—96
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HIEU QUA CUA CHEN BETA THEO TAN SO TIM BAN PAU

Baseline heart rate <70 bpm Baseline heart rate 70-90 bpm Baseline heart rate >90 bpm
50% - 50% + 50% -
40% + 40% + 40% +
= = = '
I I 4 ™ F o
£ 30% - =¥ 5 30% - - 5 30% - o
= —_ = _r = 2
i o s 2
® 20% - = 20% ® 20% -
y # b o i '
< < <
10% - P RRR =28% 10% ~ RRR = 18% 10% - RRR = 29%
ARR = 4.8% ARR = 2.9% / ARR = 6.8%
NNT = 21 (95% CI 13 to 51) NNT = 35 (95% Cl 23 to 68) , NNT =15 (95% CI 10 to 26)
0% - 0% - 0% -
1 1 1 L} L 1 1 1 1 ] 1 1
0 1 2 3 0 1 2 3 0 1 2 3
o Years Years Years
Number at risk
Placebo 1212 839 301 91 4476 2946 963 350 1318 818 266 120
Beta-blocker 1208 883 335 m 4650 3101 1038 408 1446 1028 423 202

Beta-blockers

—— Placebo

Beta-blockers reduced heart rate by 11 to 12 beats/min in both sinus rhythm and AF

(J Am Coll Cardiol 2017;69:2885—96
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) Chen beta & suy tim ,
Tw chong chi dinh t&i chi dinh dworc khuyén cao

Beta-blockade in CHF: from contraindication

to indication Chen Beta cho suy tim - Pa tdi lac
nghi dén diéu khong thé
Christian Funck-Brentano’ OJM

Beta-blockers for heart failure—time to think the
unthinkable?

C.H. DAVIES and Y. BASHIR

From the Departments of Cardiovascular Medicine and Cardiology, John Radcliffe Hospital,

EU I,Opean Oxtord, UK
Heart Journa| European Heart Journal (2000) 21, 354-364
S Articke No. cuhj.1999.1717, available online at huitp//www idealibrary.com on l.!%l"
Review Article

Chen Beta tiép tuc lam y gidi ngac nhién
Beta-blockers continue to surprise us

J. M. Cruickshank




CHUNG CU UNG HO CHEN BETA O’ BENH NHAN HFrEF

Table 2. Summary of randomized control clinical tnials in heart failure with reduced ejection fraction. LVEF: left ventricular ejection fraction, NYHA: New York Health

Association.
Trial Year Type of B-Blockers n° of Patients Inclusion Criteria Effects on Mortality
CIBIS 1994 Bisoprolol 641 LVEF = 40%, NYHA class [Il-V No significant difference in mortality between the two groups
MERIT HF 1999 Metoprolol 3991 LVEF < 40%, NYHA class [I-IV 34% relative risk reduction in all-cause mortality
CIBIS I 1999 Bisoprolol 2647 LVEF = 35%, NYHA class [lI-IV 34% relative risk reduction in all-cause mortality
CAPRICORN 2001 Carvedilol 1959 Previous AMI and LVEF < 40% 23% relative risk reduction in all-cause mortality
COPERNICUS 2001 Carvedilol 2289 LVEF = 25% and NYHA class [lI-IV 31% relative risk reduction in all-cause mortality
COMET 2003  Metoprolol vs Carvedilolo 2309 LVEF < 35% and NYHA class II-IV 17% relative risk reduction in all-cause mortality in carvedilol group
SENIORS 2005 Nebivolol 2128 LVEF < 35%, NYHA class II-IV, age = 7o years No significant difference in mortality between the two groups

J Cardiovasc Dev Dis. 2021 Sep; 8(9): 101. doi: 10.3390/jcdd8090101

SERVIER S



CHUWNG CU UNG HO CHEN BETA O’ BENH NHAN HFrEF

Survival % .
1.0 US Carvedilol Program
E Carvedilol
0.9 4§
N=1094 Placebo
0.8 4 (n=398)
0.77 Risk reduction=65%
p<0.001
0.6 7
0.5 r. LD
0 50 100 150 200 250 300 350400 days
Survival %
1.0

ciBis-ll

Bisoprolol

N=2647
0.8
Placebo
) Risk reduction=34%
0.6 p<0.0001
D T | | | | n | |
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Survival %

COPERNICUS

Carvedilol

BOI N=2289

70
Risk reduction=35%

601 p=0.00014 Placebo
50
0 4 8 12 16 20 24 28 months
Mortality %
= MERIT-HF
Placebo
=1 N=3991

Metoprolol CR/XL

Risk reduction=34%
p=0.0062

lays 0 3 6 9 12 15 18 21 months
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NNT CUA CHEN BETA TRONG CAC RCT DIEU TRI HFrEF
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*Treatment of 15 to 43 patients with heart failure prevents 1 death

» Mortality benefit in the overall cohort

Bangalore etal JACC Vol. 50, No. 7, 2007
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Doubling B-Blockers dose
every 2—-3 weeks until
achieve target dose

Severe asthma/COPD
I1°-111* dgree AV blocks

Recent exacerbations of HF
Critical limbs ischemia

-Blockers
in HFrEF

Use in all patients with HFrEF
(class |, Level of Evidence A)

Evaluate comorbidities for
the selection of of the best

J. Cardiovasc. Dev. Dis. 2021, 8(9), 101; https://doi.org/10.3390/jcdd8090101 suited B-blocker



VNHA 2022

Li¢u khéi diu Liéu dich
U'C CHE MEN CHUYEN (ACE-I)
Captopril® 6.25mg tid. 50 mg t.id.
Enalapril 25mgb.id. 10-20 mg b.i.d.
Lisinopril® 25-5mgod. 20-35mgo.d.
Ramipril 2.5mgb.id S5mgb.id.
Trandolapril® 0.5 mgo.d 4 mgo.d.
ARNI
Sacubitril/valsartan 49/51 mg b.i.d.c 97/103 mg b.i.d*
CHEN BETA
Bisoprolol 1.25 mg o.d. 10 mg o.d
Carvedilol 3.125mg b.id. 25mg b.id*
Metoprololsuccinate (CR/XL) 12.5-25 mg o.d. 200 mg o.d.
Nebivolol® 1.25 mg o.d. 10 mg o.d.
MRA
Eplerenone 25 mgo.d. 50 mg o.d.
Spironolactone 25mg o.d’ 50 mg o.d.
UC CHE SGLT2 (SGLT2-I)
Dapagliflozin 10 mg o.d. 10 mg o.d
Empagliflozin 10 mg o.d. 10 mg 0.d
UC CHE THU THE AT1 ANGIOTENSIN II (ARB)
Candesartan 4 mg o.d. 32 mgo.d.
Losartan 50 mg o.d. 150 mg o.d.
Valsartan 40 mg b.i.d. 160 mg b.i.d.
CAC THUOC KHAC
Ivabradine 5mgb.id. 7.5 mg b.id.
Vericiguat 25 mgod. 10 mg 0.d.
Digoxin 62.5 ugo.d. 250 ugod.
Hydralazine/Isosorbide 37.5mg tid/20 mgtid. 75mg tid/40mg t.id
dinitrate




Ti LE PAT LIEU BICH CUA CHEN BETA TRONG CAC NGHIEN CUU

FIGURE 1 Percentage of Target [i-Blocker Dose Achieved in Major Clinical Trials and Registries
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TREN THUC TE, LIEU CHEN BETA BUO'C DUNG

THAP HON NHIEU LIEU KHUYEN CAO

Less than 25% of HFrEF patients receive recommended drug doses

July 17, 2018 | Daniel Allar | Heart Failure

3390 bénh nhan khéng dudc
dung chen Beta

72%0 bénh nhan dung liéu
thap han so vdi lieu khuyén cao

https://www.cardiovascularbusiness.com/topics/heart-failure/less-25-hfref-patients-drug-doses
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TANG LIEU CHEN BETA CAI THIEN Ti LE SONG CON

Nghién ctru trén 5242 BN suy tim EF giam, theo déi 5 nam

1.0

0.9

Medium-dose

=
% 0.8 p-blockers -
3
0.7
HR 1.59; P < 0.001 medium vs. high
HR 1.59; P < 0.001 low vs. high
HR 1.00; P = ns low vs. medium
0.6
O 1 2 3 - 5

years

European Journal of Heart Failure (2017) doi: 10. 1002/ejhf 775



LIEU CAO CHEN BETA CO LO1 HON LIEU THAP O BENH NHAN HFrEF

Survival Probability
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HIGHER BETA-BLOCKER DOSE VERSUS LOWER HEART RATE IN PATIENTS WITH HEART FAILURE
DUE TO SYSTOLIC DYSFUNCTION

() ACC17

Kaplan-Meier Survival Estimates
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————— Low Dose — High Dose

Results: Beta blocker dose was related to mortality. After dividing average heart rate into separate quartiles and adjusting for it and patient
characteristics, we found that the high dose of beta blocker was associated with lower overall mortality as compared to low dose of beta
blocker (HR: 0.7429, 95% CI: 0.7250-0.7612, p<0.0001) independent of the heart rate achieved. The results held for all four quartiles of

average heart rate.

JACC March 21, 2017 Volume 69, Issue 11



LIEU CAO BAO NHIEU LA bU?

European Heart Journal (2017) 38, 1883-1890 CLINICAL RESEARCH
doi:10.1093/eurheartj/ehx026 Heart failure/cardiomyopathy

Determinants and clinical outcome of
uptitration of ACE-inhibitors and beta-blockers
in patients with heart failure: a prospective
European study

W. Ouwerkerk', A.A. Voors?**, S.D. Anker, J.G. Cleland®, K. Dickstein®®,
G. Filippatos’, P. van der Harst?, H.L. Hillege?, C.C. Lang®, J.M. ter Maaten?,
L.L. Ng’, P. Ponikowski'?, N.) Samani’, D.). van Veldhuisen?, F. Zannad'!, M. Metra'?,

and A.H. Zwinderman'




TANG LIEU IT NHAT 50% LIEU PICH

ACE-inhibitor/ARB Beta-blocker
— 0% (n=305) J — 0% (n=200)
25 - 1-49% (n=686) 25 |- 1-49% (n=1062) ;
—  50-99% (n=639) — 50-99% (n=581)
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Conclusion Patients with HFrEF who were treated with less than 50% of recommended dose of ACE-inhibitors/ARBs and
beta-blockers seemed to have a greater risk of death and/or heart failure hospitalization compared with patients
reaching >100%.
....................... e a0 s

Figure 2 Adjusted mortality rate for patients receiving 0, 1-49, 50-99% or > 100% of the recommended ACE-inhibitor/ARBs or beta-blocker
dose, together with the risk set sizes at each time point.



LIEU CAO LO'lICH TOT HON NHUNG LAM SAO PE TANG LIEU?

JOURNAL OF THE AMERICAN COLLEGE OF CARDICLOCGY VCL. 69, NO. 20, 2017
© 2017 BY THE AMERICAN COLLEGE OF CARDIOLOGY FOUNDATION ISSN O735-1097/336.00
PUBLISHED BY ELSEVIER hitg.//dx.dol.org/10.1016/).Jacc.2017 03.561

THE PRESENT AND FUTURE

REVIEW TOPIC OF THE WEEK

Achieving a Maximally Tolerated ®
B-Blocker Dose in Heart Failure Patients

Is There Room for Improvement?



SUY TIM MAN ON DPINH VE LAM SANG

Khé&i dau lieu THAP — Tang liéu tip tor



TIEU CHUAN VE PO ON PINH TREN LAM SANG

- Can bang dich 6n dinh: khdng can tang liéu loi tiéu qua mét lan/tuan
Khéng co triéu chirng sung huyét (kho thé khi nam, pha, ascites, JVP
>8)

Huyét 4p tam thu > 80 mmHg va on dinh:

- Khong ha HA tw thé
- Ty lé va&i ap suat mach > 20%

Khong cb6 con dau nguc

Khong c6 loan nhip nghiém trong va co triéu chirng

C6 thé tw mac quan 4o
C6 thé di b trén mot day phé

Lynne W. Stevenson, Am Heart J 1998:135:5293-5309



CHINH LIEU CHEN BETA O BENH NHAN HFrEF

Titrating beta-blocker therapy

Interval on | Meandose | Target dose
Trial Agent Initial dose | startingdose | achieved achieved
asis Bisoprolol 1.25 mg/d 1 week 8.5 mg/d 10 mg/d (43%)
COPERNICUS® | Carvedilol | 3.125mg bid 2 weeks 18.5mg bid | 25 mg bid (66%)
MERIT-HF Metoprolol 12.5 mg/d 2 weeks 159 mg/d | 200 mg/d (64%)
succinate
- Typical initial
Type of thera Role in thera Dru
yp by Py 9 dose (oral)
Beta blockers Preferred Carvedilol 3.125 mgq twice daily
Carvedilol CR 10 mg once daily
Metoprolol succinate @ 12.5 to 25 mg once
CR daily
Bisoprolol 1.25 mg once daily®

J. Cardiovasc. Dev. Dis. 2021, 8(9), 101; https://doi.org/10.3390/jcdd8090101

Minimum dose
titration
interval

Target dose

Double every 2
weeks T

<85 kg: 25 mqg twice
daily

>85 kg: 50 mg twice
daily

80 mg once daily
200 mg once daily

10 mg once daily

SEBVIERS



CHIEN LUPO'C SU’ DUNG CHEN BETA O BENH NHAN HFrEF

CENTRAL ILLUSTRATION Clinical Algorithm for Up-Titration of (-Blockers

Patient with HF and left ventricular ejection fraction (LVEF) < 40%
i

Does patient have contradictions to [3-blockers?
(Cardiogenic shock, symptomatic bradycardia, 2nd degree/3rd degree heart block)

I | 1
(D 7\"7 )
1 Req

Initiate and uptitrate 3-blocker

———t

(Double dose no more frequently than every 2 weeks; use specialized nurse facilitators) -'[ %]
,
Metoprolol XL Carvedilol Bisoprolol ' B—'blocker thera.py
Initial dose: 12.5-25 mg daily Initial: 6.25-12.5 mg twice daily Initial: 1.25 mg daily not appropriate
Target dose: 200 mg daily Target: 25 mg twice daily Target: 10 mg daily nuonf:)lnc;e':d[;g?s?:t

Is patient intolerant of increased dose? K.
(Worsening HF, bradycardia, hypotension, fatigue) |

{ =2

m ) Regularly
L assess

Achieve a maximally tolerated dose Strategies 1o increase tolerance: D

& Decrease diuretic dose if volume depleted

Does patient have LVEF = 35%,
sinus rhythm and heart rate = 70 bpm? & In-class switching

\ ) &2 Minimize other AVN blockers

€ Reduce calcium channel blocker dose

Consider initiation of ivabradine

Bhatt, AS. et al. J Am Coll Cardiol. 2017;69(20):2542-50.




SHIFT (Systolic Heart Failure Treatment with the I;

Inhibitor lvabradine Trial)

M Komajda (Groupe Hospitalier Pitie-Salpétriére, Paris, France)
European Society of Cardiology 2010 Congress

» Background:
Ivabradine is a selective inhibitor of a sodium-potassium channel highly

expressed in the sinoatrial node, on which it has a mild dampening effect
 Population and treatment:

>6500 patients with NYHA class 2—4 heart failure, an LVEF <35%, a resting
heart rate >70 bpm, and HF hospitalization within the previous year

Randomized to placebo or ivabradine at a starting dose of 5 mg twice daily,
with adjustments to achieve a resting HR of 50 to 60 bpm; all patients were on

standard HF medications according to guidelines

* Primary outcome:
Composite of CV death or HF hospitalization

HR=heart rate




Ivabradine group

Placebo group

(n=3241) (n=3264)
Patients receiving 3 blocker 2897 (89%) 2923 (90%)
Carvedilol 1323 (46%) 1281 (44%)
Bisoprolol 721 (25%) 765 (26%)
Metoprolol succinate 399 (14%) 416 (14%)
Metoprolol tartrate 303 (10%) 315 (11%)
Nebivolol 100 (3%) 98 (3%)
Other 55 (2%) 52 (2%)
Mean daily dosage of  blocker (mg)
Carvedilol 25.0 (17-8) 25.0 (17-7)
Bisoprolol 6-2 (3-3) 6-2 (3-4)
Metoprolol succinate 90-2 (59-9) 89-5 (60-0)
Metoprolol tartrate 66-8 (47-4) 71-2 (47-4)
Nebivolol 5-9 (2-8) 5-9 (3-0)
Patients at target dose of B blocker* 743 (26%) 745 (26%)
Patients at >50% target dose of B blocker* 1581 (56%) 1600 (56%)




SHIFT: Commentary*®

"SHIFT confirms the importance of heart rate in the pathophysiology of heart failure
and supports the concept that reduction of heart rate contributes significantly to
beneficial outcomes in patients with heart failure. It appears therefore likely that
heart rate is not only a risk factor but may well be a mediator of the progression of
heart failure."

- Dr Inder Anand
"This is a very interesting study that tests a novel concept of heart-rate slowing as
adjunctive therapy for heart failure, but sufficient questions remain regarding whom

it is who would benefit most from this approach."

- Dr Clyde Yancy

*All comments from SHIFT: Adding HR-slowing agent ivabradine to HF meds cuts mortality, I I

hospitalization (http://www.theheart.org/article/1113617.do)



PHOI HOP SOM IVABRADINE VOI CHEN BETA O BENH NHAN HFrEF

v" Nghién ctru quan sat/RCT

v' Chi phi diéu tri
v S0 lwong vién thudc

v' Téc dung phu cla thudc




CAC HUONG DAN THUC HANH LAM SANG KHUYEN CAO PIEU GI?

Chen beta giao cam duogc khuyén cao bénh nhan STPSTM

giam 6n dinh dé giam nguy co nhap vién do suy tim va tir vong

F L

ESC 2021, VNHA 2022

L]

L

Khuyén cio

Mirc
khuyén cdo

Mire

ching cir

Thuoc e ché kénh It

Ivabradine nén duoc can nhic & bénh nhan cé triéu ching voi
LVEF <35%, nhip xoang va nhip tim lic nghi 270 nhip/phut
mic du da duoc diéu tri béng chen beta giao cam voi lidu nghién
ctru (hodc liéu dung nap téi da thap hon), ACE-I (hoic ARNI)
va MRA dé giam nguy co nhap vién do suy tim va tir vong

tim mach

Ila

Ivabradine nén duoc can nhic & bénh nhan co triéu chiung voi
LVEF <35%, nhip xoang va nhip tim lic nghi 270 nhip/phut
khong dung nap hodc chéng chi dinh véi chen beta giao cam dé
giam nguy co nhap vién do suy tim va tir vong tim mach. Bénh

nhén ciing can phai dugc sir dung ACE-I (hoic ARNI) va MRA

Ila

SERVIER

moved by you



CAC HUONG DAN THUC HANH LAM SANG KHUYEN CAO PIEU GI?

- Recommendation

1. In patients with HFrEF, with current or previ-
ous symptoms, use of 1 of the 3 beta blockers
proven to reduce mortality (eg, bisoprolol,
carvedilol, sustained-release metoprolol succi-
nate) is recommended to reduce mortality and
hospitalizations.'®

2. In patients with HFrEF, with current or previous
symptoms, beta-blocker therapy provides high
economic value.*®

Value Statement:
High Value (A)

| Recommendation

1. For patients with symptomatic (NYHA class I
to Ill) stable chronic HFrEF (LVEF <35%) who
are receiving GDMT, including a beta blocker
at maximum tolerated dose, and who are in
sinus rhythm with a heart rate of 270 bpm at
rest, ivabradine can be beneficial to reduce HF
hospitalizations and cardiovascular death.? SERVIER

moved by you
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SGLT2i
Beta-tiocke!s
ACE! / ARE / ARNI
MRA

Juretics

I & SGLT2i
= MRA

SGLT2i ‘ SGLT2i
S A Beta-blocker
) fRA
" ['IL:E'f)L’E ACEI / ARB [ ARN'

MRA
Diuretics

Bata-blockar
ACE] 7 ARB / ARNI
MRA

SGLT2i
Bela-blocke

Duretics
= t Duretes

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

SGLT2i
MRA

MRA

SGLT2i
ACE! I ARB J/ ARNI

SGLT2i
Beta-blocker
LACES /ARS / ARNI
MRA
Diralies
Venogual
Hydralazine/

sosorbide dandrate

o

A

SGLT2i
Beatablocker
ACE 1 ARB | ARNI
MEA

Diretics

AU

According to some patient characteristics —
(BP), (HR), (AF), (CKD) or hypertension, some
drugs may have to be reduced,
discontinued or added. Black-drugs that
should be given to patients. Red-drugs that
should be reduced or discontinued. Blue-
drugs that should be added. In patients with
predominant chronic coronary syndrome, BP
thresholdis 120/80 mmHg



THONG DIEP MANG VE

Tan s6 tim 12 muc tiéu sinh Iy bénh quan trong dé diéu tri bénh nhan suy tim.

/

nhap vién do suy tim.

: : I\
Chen beta co vai tro nén tang & bénh nhan HFrEF, giam t&r vong do tim mach va

/

Chen beta can str dung dén liéu toi da theo khuyén cdo hoic ti da dung nap duoc
BN HFrEF.

ﬁ

lvabradine nén duoc can nhac khi cé triéu ching, EF <35%, nhip xoang lc ngh

liéu dung nap t6i da), ACE-1 /ARNI va MRA.

>70 nhip/phut mic du di duoc diéu tri bang chen beta vdi liéu nghién ctru (hodc

\

i

J




XIN CHAN

THANH CAM ON!

Du ban dung, nhung
khong c6 nghia la toi
sai. Ban chi la chua nhin
cudc song tur goc do cua
toi ma thoi




