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DINH NGHIA SUY TIM

~ Suy tim la mot hoi ching lam
sang |a hé qua cla cac bat thwo’ng
vé cau trac va chire nang tim dan
dén gidm kha nang do day hoac
tong mau cla tam that”
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Burden of Heart Faillure

® Lifetime risk > 20% for Americans >40 years of age

® 870,000 new cases diagnosed annually

1.9

— of all —

® Prevalence in US: 5.7 million

Americans

@
will be in the

%, s | over

%65

) age bracket \ %

AL Lifetime risk = >207% by mw&g 2017



TRIEU CHUNG LAM SANG

® Suy tim trai:
- Kho thé khi gang strc
Kho thé khi nghi ngoi
Khé thé khi nam
Con kho thé kich phat vé dém (PND)
Mét, khdong co kha ndng gang strc
® Suy tim phai:
= Phu chan
Cé chwdng, chwéng bung
= Twrc nang ha swdn phai
= Chan an
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TRIEU CHUNG THUC THE

® Suy tim tral
Nghe c6 rale am & phdi
Tran dich mang phdi
M&m tim day léch xudng thap
Tim dap nhanh, tiéng T3 ngwa phi, tiéng
thoi tam thu cla hé van hai l&
Huyét ap ket

° Suy tim phai:

- Phu chan

Téng ap lwc tinh mach trung tam
Tieng ngwa phi phai, théi tam thu do hé

(6P van ba la
ee « CO chwéng, dich mang phbt e 2017\3
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CAC GIAI DOAN SUY TIM

Khong triéu chirng

A

At high risk for HF but without
structural heart disease or symptoms
of HF (e.qg., patients with HTN or CAD)

Phan dé NYHA

Structural heart disease but without
symptoms of HF

Structural heart disease with prior or

current symptoms of HF /

Class | Asymptomatic: No limitation of physical
activity. Ordinary activity does not cause sxs.

Il Symptomatic with moderate exertion.
Ordinary physical activity causes SOB, fatigue

V

Refractory/advanced HF requiring
specialized interventions

&%triéu chirng

LA b L L]

[l Symptomatic with minimal exertion.
Less than usual activity causes sxs

2017 A
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PHAN DO NYHA VA TY LE TU’ VONG

Pé NYHA

Ty lé ttr vong 1 nam

@)

Class | 5-10%
Asymptomatic: No limitation of physical activity.
Ordinary activity does not cause Sxs.
9-10%
Il Symptomatic with moderate exertion.
Ordinary physical activity causes SOB, fatigue
- 0
Il Symptomatic with minimal exertion. 10 25 /0
Less than usual activity causes sxs
25-60%

HO! NGHI KHOA HOC
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Cac nhom suy tim: khuyén cao ACC/AHA 2013

Dinh nghta hién tai suy tim dya trén phan suat tong mau that trai (EF):

® Suytim c6 EF giam (HFrEF, EF <40%)

EJECTION
FRACTION

’x/[amount of bIood\
Q pumped out )

é\ amount of blood
in chamber )

-
-

0' .
w CW, Jessup M, Bozkurt B, et al. 2013 ACCF/AHA Guideline for the Management of Heirt Yailure: a

%W geport of the American College of Cardiology Foundation/AmericWWame eon
Smama: me Practice Guidelines. Circulation. 2013;128ﬁw*

® Suy tim c6 EF bao ton
(HFPEF, EF 250%)

® HFpEF, ranh gi¢i (EF 41-49%)

® HFpEF, cai thién (EF >40%)

ACC/AHA'&idelines 2013
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At Risk for Heart Failure

STAGE A

At high risk for HF but

STAGE A
At high risk for HF but
without structural heart
disease or symptoms of HF

e.g., Patients with:

e HTN

o Atherosclerotic disease

e DM

e Obesity

e Metabolic syndrome

or

Patients

e Using cardiotoxins

o With family history of
cardiomyopathy

J L

THERAPY
Goals
e Heart healthy lifestyle
e Prevent vascular,
coronary disease
e Prevent LV structural
abnormalities

Drugs

e ACEl or ARB in
appropriate patients for
vascular disease or DM

e Statins as appropriate

{* )

L b L N B

Structural heart
disease

STAGE | .

without structural heart
disease or symptoms of HF

_AGEC

Structural heart ¢ sease ‘

‘ Structur: heart disease

but without sig
symptoms of

LVH and low EF

e.g., Patients with:

e HTN

)
e.g., Patients with:  ® DM
e Previous Ml ° Obes|ty
e LV remodeling ir -

Metabolic syndrome

or or current
.oms of HF

Atherosclerotic disease

al heart disease and
ymptoms

Heart Failure

Refractory
symptoms of HF
at rest, despite
GDMT

STAGED
Refractory HF

e Asymptomatic vi

or

disease
e Using
J L

< =
THERAPY

Patients

cardiotoxins

e With family history of
cardiomyopathy

Goals
e Prevent HF sympt ms
e Prevent further cai liac

. ymptoms
QOL

remodeling

Drugs

e ACEl or ARB as
appropriate

e Beta blockers as
appropriate

Goals

In selected patient

e Revascularization
valvular surgery at
appropriate

Drugs

THERAPY

e Heart healthy lifestyle

e Prevent vascular,
coronary disease

e ICD e Prevent LV structural

abnormalities

e ACEIl or ARB in
appropriate patients for
vascular disease or DM

e Statins as appropriate

HFrEF

e.g., Patients with:

® Marked HF symptoms at
rest

® Recurrent hospitalizations
despite GDMT

THERAPY
Goals
e Control symptoms
e Patient education
e Prevent hospitalization
e Prevent mortality

Drugs for routine use

o Diuretics for fluid retention
e ACEIl or ARB

e Beta blockers

o Aldosterone antagonists

Drugs for use in selected patients
e Hydralazine/isosorbide dinitrate

» ACEI and ARB
* Digoxin

In selected patients

e CRT

e ICD

e Revascularization or valvular
surgery as appropriate

4L

THERAPY
Goals
e Control symptoms
e Improve HRQOL
e Reduce hospital
readmissions
e Establish patient’s end-
of-life goals

Options
e Advanced care

measures

e Heart transplant

e Chronic inotropes

e Temporary or permanent
MCS

e Experimental surgery or
drugs

e Palliative care and
hospice

e |CD deactivation

-
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At Risk for Heart Failure

STAGE A
At high risk for HF but
without structural heart
disease or symptoms of HF

e.g., Patients with:

e HTN

o Atherosclerotic disease

e DM

e Obesity

e Metabolic syndrome

or

Patients

e Using cardiotoxins

o With family history of
cardiomyopathy

Bl

THERAPY
Goals
e Heart healthy lifestyle
e Prevent vascular,
coronary disease
e Prevent LV structural
abnormalities

Drugs

e ACEl or ARB in
appropriate patients for
vascular disease or DM

e Statins as appropriate

Structural heart
disease

STAGE B

Structural heart disease

but without signs or

symptoms of HF

STAGE B
Structural heart dis
but without signs
symptoms of H

e.g., Patients with:

e Previous Ml

e LV remodeling incl
LVH and low EF

e Asymptomatic val
disease

Heart Failure

e.g., Patients with:
e Previous Ml

e LV remodeling including

LVH and low EF

e Asymptomatic valvular

disease

y)ms of HF

or current

THERAPY
Goals
e Prevent HF symptol
e Prevent further cardi
remodeling

Drugs

e ACEl or ARB as
appropriate

e Beta blockers as
appropriate

In selected patients

e ICD

e Revascularization or
valvular surgery as
appropriate

heart disease and

ptoms GDMT

HFrEF

STAGED
Refractory HF

Refractory
symptoms of HF
at rest, despite

e.g., Patients with:

® Marked HF symptoms at
rest

® Recurrent hospitalizations
despite GDMT

L
HERAPY
Gna

THERAPY
Goals
e Prevent HF symptoms

e Prevent further cardiac

remodeling

Drugs
e ACEI or ARB as

appropriate
e Beta blockers as
appropriate

In selected patients

e |[CD

e Revascularization or
valvular surgery as
appropriate

THERAPY
Goals
o Control symptoms
e Patient education
e Prevent hospitalization
e Prevent mortality

Drugs for routine use
o Diuretics for fluid retention

* ACEI or ARB
e Beta blockers
o Aldosterone antagonists

Drugs for use in selected patients
e Hydralazine/isosorbide dinitrate

e ACEI and ARB
o Digoxin

In selected patients
CRT

[ ]

e ICD

e Revascularization or valvular
surgery as appropriate

4

THERAPY
Goals
e Control symptoms
e Improve HRQOL
e Reduce hospital
readmissions
e Establish patient’s end-
of-life goals

Options

e Advanced care
measures

e Heart transplant

e Chronic inotropes

e Temporary or permanent
MCS

e Experimental surgery or
drugs

e Palliative care and
hospice

o |CD deactivation

r,
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STAGE C
Structural heart disease
with prior or current

At Risk for Heart Failure symptoms of HF Heart F ilure
STAGE A STAGE B
At high risk for HF but Struc Iral heart disease 1se STAGED
without structural heart but vithout signs or t Refractory HF
disease or symptoms of HF sy nptoms of HF
e.g., Patients with:
e.g., Patients with: e Known structural heart disease and
e HTN e HF signs and symptoms
e Atherosclerotic disease I e
« DM | e.lgj.,ﬂf %. Dationte with Re ractory e.g., Patients with:
. A ® °revi us €.g., Fatients witn:
'\O/Ibeslty. Structural heart e LV re 10deling inclu HFpEF ent of A —Known SuEE sy Iptoms of_ HF \| ® Marked HF symptoms at
e Metabolic syndrome disease LVH . nd low L e HF sians an at 3st, despite rest
Patient a e Asyn itomatic vahuilar I G ® Recurrent hospitalizations
Fatients ; despite GDMT
e Using cardiotoxins diseg THERAPY w espie
o With family history of Goals Goals
sy o Control svmot « Control symptoms
1 [ -~ *vontrolsymptoms FoE ® Patient education 1 [
~ e Improve HRQOL - e Prevent hospitalization L
L, Al o ® Prevent hospitalization ERA o Prevent mortality R
e Heart healthy lifestyle - preve ® Prevent mortality ptor ) : %’ggg?lleszigggﬁs
e Prevent vascular, o Preve ol Drugs for routine use  Reduce hospital
coronary disease remoc pital P H H H readmissions
e Prevent LV structural Strategies rtalit * Diuretics for fluid retention e Establish patient's end-
abnormalities Drugs 4 — o ACEl or ARB of-life goals
- acel e |dentification of comorbidities e Beta blockers Ontions
Drias appro n of i e Ad d
© ACE! or ARB in o Betal » Aldosterone antagonists Advanced care
appropriate patients for appro - Tregtment L . Eﬁ?JL It(r‘:alrgzrgrlggé .
lar di DM =TI _ i ; : s .
ST L nselec o Diuresis to relieve symptoms ole Drﬁqg folr Use /'.n selegtgd gat[[entts e - Temporary or permanent
° . X [ ]
eRevac  Of Congestlon eline ydralazine/ISosorbide dinitrate o Experimental surgery or
valvul C g . orc ® ACEl and ARB drugs
a0 ® FOllow guideline driven \F, o Digoxin * Pallative care and
- ; ; SO i ospice
indications for comorbidities, ;;;'r « ICD deactivation
e.g., HTN, AF, CAD, DM In selected patients o
. e Revascularization or valvular || ® I%FE)T b
Jl . ) . [ ] . .
’ vq‘ surgery as appropriate e Revascularization or valvular
W surgery as appropriate 2 0 1? o
R R L N R
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THAM DO CLS SUY TIM GIAI POAN C

Sau khi hai tién st chi tiét; 1am cac XN ban dau: ’
* CTM,TPT nudc tieu, Canxi, Magie, lipid mau luc doi, TSH, sat
Theo do6i dinh ky bao gdm: dién giai va chirc nang than.

PTD 12 chuyén dao lam ban dau & moi b&nh nhan co triéu chirng
suy tim.

X quang tim phdi thang & cac BN mai kh&i phét suy tim.

Siéu am tim & moi bénh nhan mé&i chan doan suy tim.

Siéu am tim lap lai déi véi BN co thay doi ro rét vé lam sang hoac
can nhac thay doi dieu tri hoac danh gia cho diéu tri cay may.

Céac tham do hinh anh gang strc khdng xam lan hoac thdng tim co
thé thwe hién & BN suy tim nghi c6 b&nh mach vanh

e 2017 %



BNP (NT-proBNP)

°* BNP hoac B-type natriuretic peptide
dwoc san xuat chi yéu bdi tam that
dap ng voi tinh trang cang gian cua
Hefnv:(iir:/!;namic(balancedv;dilation) coO tlm

cammueis & * BNP ¢6 tac dung gidn mach, lgi
tiéu, thai natri > ich loi & BN suy tim

Pharmacologic Actions of Human BNP

Neurohumoral
+J, aldosterone

L endtte * nong do tang & BN bj suy tim, co

Cardiatf ) +J, norepinephrine
* lusiotropic r o e A
 nibrotc twong quan voi ap lwc cudi tam
antiremodeling Renal , . < R
. it ‘?9 trwong that trai va tién lvong
%’? Heart failure h&art., Medscape -
°* BNP < 100 pg/ml c6 thé loai trir suy
tim déi v&i cac trwdng hop kho thé
cap
() - |
W HO! NGHI KHOA HOC
----- - TIN MACS TOAN QUOC 2017 8



* BN khi ra vién c6 ndong dé BNP > 400-500 pg/ml c6 nguy co
cao tai nhap vién vi suy tim va t& vong

* BN suy tim v6i EF thap néu dwoc diéu tri loi tiéu day du co
thé c6 ndbng do NT- Pro BNP trong gi¢i han binh thwdng (20-
25% cac tredng hop suy tim man tinh)

* Nong dd 1 theo tudi, dac biét & ni gidi I&n tudi, va BN ¢
suy than.

*+ cao hon & BN suy tim c6 EF gidm so v&i EF bao ton

*Tang BNP & BN suy that phai va nhéi mau phdi

TIN MACS TOAN QuoC

| e
1% o BN béo phi HOI NGHI KHOA HOC gy



Giai doan C (HFrEF & HFpEF)

® Can thiép khdng dung thubc

Giado duc tw cham séc

Phuc hdi chirc nang, hoat ddng thé Iwc déu dan

Han ché mubi

Diéu chinh cac bénh tat kém theo: THA, dai thao dwdng, bénh mach
vanh, ngirng thé khi nga, thiéu méau

Tiém phong cim va phé cau

Giam/ngirng udng rwou, hit thude va str dung cac chat kich thich khéac
Theo do6i sat bénh nhan ngoai tri

® Tranh s dung mét s6 nhom thude:

CVKS

Thubc chen kénh Ca, ngoai trwr amlodlplne (trong suy tim giam EF)
Cac thuoc chdng loan nhip, ngoai trtr amiodarone, dofetalide
Thubc diéu tri dai thao dwéng: Thiazolidinediones (TZDs)

" 2017



SINH LY BENH SUY TIM GIAM EF

VA DICH BPIEU TRI

Beneficial physiological response

NPs Natriuretic peptide system

Neprilysin

Inactive
fragment

\J

Vasodilation
Blood pressure
Sympathetic tone
Aldosterone levels | =———p

Natriuresis

Diuresis

Antifibrotic effects

Damage

HF symptoms/progression

—
LV remodeling

Neurohormonal imbalance in HF

v t m Angiotensin Il

l

Angiotensin ||

type 1 receptor
(AT,R)

l

Vasoconstriction
4Blood pressure

A Sympathetic tone
AAldosterone
ASodium

Fibrosis

SNS= sympathetic nervous system

RAAS= Renin angiotensin aldos

ohe system

RO



HFrEF: Thuoc va cac thiet bi

| Symptoms | Hospitalizations | Mortality

Diuretics

<
~~

~J
~

ACE | /ARBs

Beta-Blockers

Aldosterone
Antagonists

Digitalis
Nitrates/Hydralazine

ARNI

Ivabradine

AICD (Defibrillators)

< X 2 2 =2 =2 2 =2 =2
< X 2 2 2 =2 2 =2 =2
2 2 X 2 2 X =2 =2 =2 N

CRT (BiV pacemakers)



CAC THUOC LOI TIEU THUWONG DUNG

Diuretic Initiating Daily | Maximum Daily
Dose (mg) Dose (mg)
HCTZ 25 50
Loop Diuretics
Furosemide 20-40 480
Bumetanide 0.5-2 10
Torsemide 10-20 00
Metolazone 2.5 10

HO! NGHI KHOA HOC

e maca o e 20 17 %




Diéu tri ndéi khoa HFrEF gd C: Lo
ich qua cac thtr nghiém |lam sang

RR NNT to | mortality RR
| Mortality (standardized 36 | HF Hospital.
months)

ACE | / ARB 17% 26 31%

Beta-Blockers 34% 9 41%

Aldosterone

0 0

Antagonists 30% 6 35%

Nitrates/Hydralazine 439% 7 339
)
S’, HO! NGHI KHOA HOC 2017 %,
s TIN MACH TOAN QuiC



HFrEF Stage C
NYHA Class I -1V

Treatment:
Class I, LOE A
ACEI or ARB AND
Beta Blocker
A A l Y
Eremin e et e ) . For pirfi!stenﬂy symptomatic ) . l-;or 'I\T_E;IZA cl§|ss ll;jl\f‘ patients.
NYHA class TI-IV patients < > 1can Americans, < > rovided estimated creatinine
NYHA class III-IV =30 mL/min and K+ <5.0 mEq/dL
\ 4 v A 4
Add Add Add

Class I, LOE A
Aldosterone
Antagonist

Class I, LOE C
Loop Diuretics

Class I, LOE A
Hydral-Nitrates

ACEI indicates angiotensin-converting enzyme inhibitor; ARB, angiotensin-receptor blocker; HFrEF, heart failure with \
reduced ejection fraction; Hydral-Nitrates, hydralazine and isosorbide dinitrate; LOE, Level of Evidence; and NYHA, New \

{ "\} York Heart Association.
LN 1
.::.'..--.. 2013 ACCF/AHA Guidelim WW@WU’*G Rilure



SU DUNG THUOC CHEN BETA TRONG HFrEF

A R L )

!’“‘3 - 2 o .
“*% can de dat toi lieu dich ! NG| KNOA HOC 2y 97

® DPijéu chinh cac thudc khac néu cé kho thé’,"g?g

Chi dinh suy tim co triéu chirng va khong cé triéu
chirng voi EF <40%.

S dung cac thudc va liéu dwoc khuyén céo.

Bat dau dung khi khéng con tinh trang thira dich,
khong dung cac thudc van mach TM, va trwédce
khi ra vién.

Tang liéu moi 2 -4 tuan chirng nao BN van thay
dung nap dworc.

Khéng tiép tuc tang liéu khi tan sb tim < 60 hoac
HA tam thu <90.

L

TIN MACS TOAN QuoC
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LOAI CHEN BETA NAO? LIEU?

. . . o Liéu trung binh dat
Thuoc Lieu khéi dau Lieu toi da dwoc tir thir nghiém
LS

Chen beta

Bisoprolol 1.25 mg/ngay 10 mg/ngay 8.6 mg/ngay

3.125mg x 2 50 mg x 2
lan/ngay lan/ngay
Carvedilol CR 10 mg/ngay 80 mg/ngay

Carvedilol 37 mg/ngay

Metoprolol
succinate extended | 12.5-25mg
release (metoprolol /ngay

CR/XL)

200 mg/ngay 159 mg/ngay

A" HO! NGH| KHOA HOC 1 o
~~~~~ - 2013 ACCF/AHA Guidetmmmagzigl ZH Failure



Loai UCMC nao; Liéu lwong?

Liéu trung binh tip
cac thir nghiém LS

Thuéc Lieu hang ngay | Liéu toi da

UCMC

Captopril 6.25 mg x 3 50mg x 3 122.7 mg/ngay

Enalapril 2.5mgx?2 10-20mg x 2 16.6 mg/ngay

Fosinopril 5 - 10 mg/ngay 40mg/ngay | = -

20 - 40 mg
/ngay
Perindopril 2 mg/ngay 8-16 mg/ngay | = --------

Lisinopril 2.5 - 5 mg/ngay

Quinapril 5mg X 2 20mgx2 | 0 e
1.25-2.5mg
. /ngay |
%}dolapril 1 mg /ngay A MYINGAY i bt ksinn sine====="==

Ramipril

10 mg/ngay | = - %

Al Al i
“““ 2013 ACCF/AHA Guidemmmﬂﬁgement of Hi @ Failure



UCMC hay UCTT hay ca hai?

® Céc thube rc ché thu thé khuyén céo dung khi khong
dung nap voi cac thuoc UCMC (ho +/- phu mach), trt
khi c6 chdng chi dinh, lam giam ty 1é t& vong, bénh tat

® Thubc UCTT c6 thé diing thay thé thu6c UCMC nhw
lieu phap diéu tri ban dau doi véi BN suy tim giam EF
da dugnf UCTT vi chi dinh khac

C6 thé can nhac st dung thém thudéc UCTT dbi voi
bénh nhan suy tim EF giam c6 triéu chirng da duwoc
diéu tri véi thudbc UCMC va chen beta nhwng chwa co
chi dinh ding hodc khéng dung nap v&i thude khang
aldosterone.

—— Tanicy o wke 2017 \3

ACC/AHA'&idelines 2013



LOAI UCTT NAO; LIEU LUONG?

THUOC

LIEU KHOI PAU

LIEU TOI PA

LIEU TRUNG BINH
TRONG CAC TNLS

UCTT

Candesartan

4-8 mg /ngay

32 mg/ngay

24mg/ngay

Losartan

25-50 mg/ngay

50 - 100
mg/ngay

129 mg/nay

Valsartan

20-40 mg x 2

160 mg x 2

254 mg/ngay

e 2017 -

ACC/AHA'&idelines 2013



Thuoc khang Aldosterone

Thudc khang Aldosterone khuyén céo dung cho BN NYHA Il —IV ¢c6
LVEF < 35%.

BN khé th& NYHA Il c6 tién s& nhap vién vi bénh tim mach hoac tang
nong d6 NT — Pro BNP co thé can nhac dung thuéc khang
aldosterone.

Nong dd Creatinine < 220 umol/l & ham hoac or < 176 umol/l & ntr
(hoac eGFR >30 mL/min/1.73m2) va nong d6 Kali mau < 5.0 mEqg/L.

Theo ddi than trong ndng dd Kali va chirc nang than. Nén dung loi tiéu
trong vong 7 ngay va theo déi sau dé dé phong ngtra nguy co’ tang
kali mau va suy than tang Ién.

Wy H! NGHI KHOA HOC £
----- - TIN MACS TOAN QUOC 2017 %



Céac thuoc khéang Aldosterone

X Y > n A Y X Ll‘éu trung binh dat
Thuoc Lieu khéi dau Lieu toi da dwoc tir TNLS

Thuéc khang Aldosterone

12.5 - 25
mg/ngay
Eplerenone 25 mg/ngay 50 mg/ngay 42.6 mg/ngay

Spironolactone 25 mg/ngay 26 mg/ngay

® Eplerenone la chat d6i khang dac hiéu hon dbi vai thu thé cla
aldosterone vi vay c6 thé dung thay thé néu Spironolacton gay triéu
chirng vu to va dau nguc. _

® Eplerenone co6 tac dung twong tw trén ndng dod Kali mau va chir¢ nang

{S’J}thén nhw spironolactone. HO1 NGHI KHOA HOC
el TIN MACS TOAN QUOC 2017 L



Nitrate/Hydralazine (ISDN/HDZ)

® Phéi hop nitrat /hydralazine khuyén céo déi véi BN my goc
Phi co suy tim EF thap va NYHA do llI-IV da dwoc diéu
tri toi wu véi UCMC va chen beta.

® HDZ/ISDN c6 thé st dung lam gidm ty & t&r vong va ty I&
bénh tat o bénh nhan hién tai hoac trwéc do bi suy tim EF
giam co triéu chirng ma khong thé sir dung UCMC hodc
UCTT do khéng dung nap hoédc suy than hodc tut ap trir khi
c6 chong chi dinh.

(W) \
o4 i sncuse 2017 %



Digitalis

® Digoxin c6 thé co lgi doi véi BN suy tim EF giam
cO nhip xoang lam giam nhap vién vi suy tim:
can nhac diéu tri thém néu dang st dung céc
thudc diéu tri suy tim ma van con triéu chirng

® Digoxin c6 thé dung & BN suy tim co6 rung nhi dé
kiem soat tan so6 that

* **Ljéu: 0.125 -0.25 mg /ngay tuy thudc chirc

nang than |
® **fpong tac v&i amiodarone, lam tang néng dé
¥ ~ :
=--. DIgoXIn " 2017 7t



Neprilysin: THUOC PIEU TRI BICH THE HE M(

Natriuretic peptides
Adrenomedullin
Bradykinin

* Neprilysin lam phan giai cac peptid néi mach
bao gom peptide Igi nigu nhi.
. Uic ch,e neprl.lysm Co thé lam tang tac dung Substance P
cua cac peptide nay. o (angiotensin 1)
Vi angiotensin Il cling la mét chat nén cua
neprilysin, nén cac chat trc ché neprilysin c6 1
thé phdoi hgp cung véi cac chat e ché hé
RAAS. ’ . . . . Inactive
» Phdi hop chat te ché neprilysin va trc ché - +“e  fragments
men chuyén c6 thé lam tang dang ké tac
dung phu gay phu mach

Sacubitril/Valsartan (LCZ696):
Angiotensin Receptor—Neprilysin Inhibitor (ARNI)

!‘v‘g
..... F;'.‘-":ﬁ::m‘&mz%;




THU NGHIEM PARADIGM-HF: Ttr vong do
tim mach hoac nhap vién do suy tim

40 — (Tieu chi chinh)
“ - i Enalapril 1,117 (26.5%)
A | (n=4,212) 914 (21.8%)
EQ |
u‘ﬁ l;:u 24 — i Sacubitril/valsartan
- | (n=4,187)
= 15% at 1 year |
s & 16—
] : ____________ | T
€ E
‘_;_ S 8 i HR =0.80 (0.73-0.87)
G QO 94 | P = .0000004
i Number needed to treat = 21
0 | '

0 180 360 540 720 900 1.080 1.260

Days After Randomization
Patients at Risk
LCZ696 4,187 3,922 3,663 3,018 2257 1,544 896 249

Enalapril 4,212 3,883 3,579 2922 2123 1488 853 236
SEspa— 1. McMurra)r-mnmv!d.\!(H‘B?@-lOM



Thw nghiém SHIFT: tiéu chi cong gop chinh:
Twr vong do tim mach hoac nhap vién vi suy tim

40
2 HR =0.82 (95% CI, 0.75-0.90) Placebo 189,
a’é 30 4 P < .0001 ’
c
S
g lvabradine
w 204
@
2
©
=
£ 10-
=
&

0 I ! ! | |
0 6 12 18 24 30
Months
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2016 ACC/AHA/HESA: Thudc méi

trong diéu tri suy tim
KHUYEN CAO

UCMC hoéc UCTT hodc ARNI dung phoi hop véi chen beta va
thudc khang Aldosterone (khi phu hop) dwgc khuyén cao & BN
suy tim man tinh cé EF giam lam giam ty 1é t&r vong va bénh tat

O BN suy tim man EF giam, c6 triéu c,;huing Il hoac Ill dung nap
voi UCMC hoac UCTT c6 thé thay thé bang ARNI lam cai thién
hon nira ty 1€ mac bénh va ty Ié tr vong

1] EE8 ARNI khong nén §GJ dung cung UCMC hoac trong vong 36 gi¢
twr khi ngrng thuéec UCMC

1l o2=0l ARNI khéng nén ké & BN co tién st pht mach

COR LOE Recommendations

IE B8N |vabradine c6 thé c6 hiéu qua 1am gidm nhap vién vi suy tim &
BN suy tim EF giam (LVEF <35%), ¢ triéu chirng (NYHA 46 II-
III) 6n dinh da dworc diéu tri suy tim t6i wu theo khuyen cao bao
gom chen beta VoI liéu cao nhat c6 thé dung nap dwoc)\c nh|p

xoang voi tan sb tim khi nghi van >?9$R"/mﬁm 2017




Cay may pharung (ICD)

®* Tim nhanh that bén bi lién

guan voi nguy co dot te ¢
bénh nhan suy tim.

® Khoang 1/3 trwdng hop tr
vong trong suy tim la do dét
tr.

® 1CDs dw phong nguyen phat
duwoc chwng minh lam cai
thién séng con & nhom BN
suy tim duwoc Iwa chon theo
tieu chuan

)
¥ s e 2017 %



CHI BINH DIEU TR| CAY ICD

® ICD khuyén céo dw phong nguyén phat & BN suy tim EF giam
it nhat 40 ngay sau nhoi mau co tim cé LVEF <35%, va mdc
dd NYHA 1l/ 1ll dang dwoc diéu tri cAc thudc diéu tri suy tim
theo khuyén céo va tién lwgng séng =1 nam

® ICD khuyén cao dw phong nguyén phat dot t&r & mot sé6 BN
suy tim EF gidm it nhat 40 ngay sau nhoi mau co tim co LVEF
<30%, va mirc dd NYHA | dang dwoc diéu tri cac thudc diéu tri
suy tim theo khuyén céo va tién lwong séng =1 ndm

® % |CDs khong cai thién triéu chieng; hdu hét BN dang
dwoc diéu tri cac thuéc diéu tri suy tim theo khuyen cao

{v\va tién IU’O’ng song 21 nam :
H%I—'ailure

HO! NGHI KHOA HOC
..... - 2013 ACCF/AHA Guzdewmegzgﬂz



TAO NHIP TAI DPONG BO: Hé qua
cua ORS kéo dai

Lam chdm hoat hoa tam that
Giam co bop thanh bén

Sinus R&i loan co bop tam that

node Giam hiéu qua bom mau

Gidm thoi gian dé day

AV

Kéo dai thoi gian ho van hali
node ~

14

Conduction
block

W)
— T mice o st 2017 %



CO CHE: TAI DPONG BO THAT

Sinus ®  Hoat hoa trong that

node ®* Hoat hoa tam that theo trinh tw

®*  Phdi hop co bop viing vach va thanh
tw do

® Tang hiéu qua bom mau cua tim

AV
node

Conduction

block Stimulation

therapy L
(¥ |
W HO! NGHI KHOA HOC
et mncaminwic 2017 \5"



PIEU TRI TAI PONG BO TIM (CRT)

® LVEF < 35%

® Hiéu qua nhat @ BN suy tim c6 triéu chirng,
block nhanh trai va QRS > 150 msec dang
dieu tri suy tim theo phac do, c6 nhip xoang

® Co6 thé can nhac & BN suy tim c6 triéu chirng véi LBBB
va QRS 120-149 msec

® C6 thé can nhac & BN suy tim co triéu chirng ,khéng c6
block nhanh trai va QRS > 150 msec

® Co6 thé can nhac & BN rung nhi néu can tao nhip that va
kiém soat tan s6 that cho phép tao nhip that gan nhw

{ ‘. 0
~~~~~~ 2013 ACCF/AHA GuidelimmIWMgenngZea ilure
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HF pEF

THERAPY

Goals

e Control symptoms

e Improve HRQOL

e Prevent hospitalization
e Prevent mortality

Strategies

e |dentification of comorbidities

Treatment

e Diuresis to relieve symptoms
of congestion

e Follow guideline driven
indications for comorbidities,
e.g., HTN, AF, CAD, DM

e Revascularization or valvular
surgery as appropriate

HFpEF

Cac thir nghiém khbéng chirng

minh hiéu qua ro rét khi st

dung UCMC/ UCTT & Bn suy

tim EF bao ton

Khong thtr nghiém nao chirng

minh hiéu qua cua chen beta

hoac sildenafil

Thdr nghiém TOPCAT :ngau

nhién mu déi str dung

spironolactone (15-45 mgq) so

v@i gia duwoc & BN suy tim EF

bao ton (LVEF >45%) c6

® Tién st nhap vién vi suy
tim hoac

®* BNP > 100 pg/ml

HO! NGH| KHOA HOC =y 8 97
TIM MACS TOAN QUOC ™= = ¥



° T'P 'L‘AT
1° Qutcome Funded by the NHLBI
(CV Death, HF Hosp, or Resuscitated Cardiac Arrest)

351/1723 (20.4%)

320/1722 (18.6%)

Placebo

Probability
0.00 0.05 0.10 0.15 0.20 0.25 0.30 0.35

Spironolactone

HR =0.89 (0.77 — 1.04)

| p=0.138
I [ [ I I | I
0 12 24 36 48 60 72
Months
Number at risk
Spiro 1722 1502 1168 870 614 330 53
Placebo 1723 1462 1145 834 581 331 53

(AHA 2013, NEJM 2014)
U



TOP AT

Exploratory-Post Hoc: Faed BT NALE:
Placebo vs. Spiro by Region

Probability
0.30 0.40 0.50
] ] ]

0.20
!

0.10
!

0.00
]

Primary Outcome Placebo:
280/881 (31.8%)

US, Canada,
Argentina, Brazil

HR=0.82 (0.69-0.98)

Spiro:
242/886 (27.3%)

Interaction p=0.122 Spiro:
78/836 (9.3%)

—___‘---'hf Placebo:
.,,-..-.*-""ﬁ-‘ Russia, Rep Georgia N
HR=1.10 (0.79-1.51)
EIJ 1I2 2|4 3|6 4|8 Bl{l ?|2
Months

AHA 2013



HF pEF

HFrEF

THERAPY

Goals

e Control symptoms

e Improve HRQOL

e Prevent hospitalization
e Prevent mortality

Strategies

e |dentification of comorbidities

Treatment

e Diuresis to relieve symptoms
of congestion

e Follow guideline driven
indications for comorbidities,
e.g., HTN, AF, CAD, DM

e Revascularization or valvular
surgery as appropriate

THERAPY

Goals

e Control symptoms

e Patient education

e Prevent hospitalization
e Prevent mortality

Drugs for routine use

e Diuretics for fluid retention
e ACEI| or ARB

e Beta blockers

e Aldosterone antagonists

Drugs for use in selected patients
e Hydralazine/isosorbide dinitrate
e ACEIl and ARB

e Digoxin

In selected patients

e CRT
e ICD

e Revascularization or valvular
surgery as appropriate !
.



THERAPY

Goals

e Control symptoms

e Improve HRQOL

e Reduce hospital

readmissions
Stage D e Establish patient’s end-
Refractory HF of-life goals
Marked HF symptoms at rest

Recurrent hospitalizations despite GDMT Options
e Advanced care

measures

e Heart transplant

e Chronic inotropes

e Temporary or permanent
MCS

e Experimental surgery or
drugs

e Palliative care and
hospice

e |CD deactivation

J'
LW H! NGHI KHOA HOC 3 2y
. R 4 ) e n.m‘OMWOC 26?? 8‘




Cac bénh ly kem theo trong
di€u tri suy tim

Thiéu mau

s 20m 3



Anemia

o .\
l(=
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LA L L AL

morbidity and mortality.

. Comment
COR LOE Recommendations . /
Rationale
In patients with NYHA class Il and Il HF | NEW: New evidence
and iron deficiency (ferritin <100 ng/mL | consistent with
or 100 to 300 ng/mL if transferrin therapeutic benefit.
lib B-R L . .
saturation is <20%), intravenous iron
replacement might be reasonable to
improve functional status and Qol.
In patients with HF and anemia, NEW: Current
erythropoietin-stimulating agents recommendation
B-R should not be used to improve reflects new evidence

demonstrating
absence of
therapeutic benefit.

o 2017




Hypertension

Treating Hypertension to Reduce the Incidence of HF

COR LOE Recommendations Com.ment/
Rationale
In patients at increased risk, stage A HF, | NEW:
: B-R the optimal blood pressure in those Recommendation
with hypertension should be less than reflects new RCT data.
130/80 mm Hg.
Y& :
S’) H NGH| KHOA HOC 2017 £
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Hypertension

Treating Hypertension in Stage C HFEF

COR LOE Recommendations Com.ment/
Rationale

Patients with HFrEF and hypertension | NEW: Recommendation

should be prescribed GDMT titrated | has been adapted from

to attain systolic blood pressure less | recent clinical trial data
I C-EO |than 130 mm Hg. but not specifically

tested per sein a
randomized trial of
patients with HF.

S 2017




Hypertension

Treating Hypertension in Stage C HFpEF

prescribed GDMT titrated to attain

COR LOE Recommendations Com.ment/
Rationale
Patients with HFpEF and persistent NEW: New target goal
hypertension after management of blood pressure based on
I C-LD volume overload should be updated interpretation

of recent clinical trial

systolic blood pressure less than 130 | data.

mm Hg.

S 2017




Important Comorbidities in HF

Sleep Disorders

(Moved from Section 7.3.1.4, Treatment of Sleep Disorders in
the 2013 HF guideline)

() X
= w2007 %



Sleep Disorders

()
A

Ll L R

harm.

COR LOE Recommendations Com.ment/
Rationale
In patients with NYHA class II-IV HF NEW: Recommendation
and suspicion of sleep disordered reflects clinical necessity
lla C-LD |breathing or excessive daytime to distinguish obstructive
sleepiness, a formal sleep assessment | versus central sleep
is reasonable. apnea.
In patients with cardiovascular NEW: New data
disease and obstructive sleep apnea, |demonstrate the limited
CPAP may be reasonable to improve |scope of benefit expected
s ol sleep quality and daytime sleepiness. |from CPAP for obstructive
sleep apnea.
In patients with NYHA class lI-IV NEW: New data
HFrEF and central sleep apnea, demonstrate a signal of
B-R adaptive servo-ventilation causes harm when adaptive

servo-ventilation is used
for central sleep apnea.

HO! NGHI KHOA HOC
TIM MACS TOAN QUGG 2017 2




SUMMARY

* C4c diéu tri ndi khoa suy tim theo khuyén

céo doi véi tirng phan loai suy tim gilp cai

thién tr vong va bénh tat.

*Cac thudc mdi trong diéu tri suy tim: (¢

ché Neprilysin (ARNI).

°lvabradine giam nhap vién vi suy tim &

nhém BN suy tim EF gidm da dwoc diéu tri

tdi wu ndi khoa theo khuyén céo.

*Bién phap diéu tri ICD, CRT

*Diéu tri cac bénh ly kém theo: Thiéu-mau,
(SUTHA, ngirng thé khi ngd o o .1 %
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