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PREVALENCE"?

2,4 %

of the population in
developed countries
have HF'-?

~21
million
are affected by HF in
the EU and USA?%3

~1 in 5 people aged >40

years will develop HF in
their lifetime*®

“he

Suy tim l1a van dé sirc khoe toan cau va
c6 xu hwéng ngay cang tang

INCIDENCE

(new cases per 100,000 per year)

— P
— I

HF is the leading cause of
hospitalization in people

aged =65 years

1. Mosterd & Hoes. Heart;2007;93:1137-46; 2. Mozaffarian et al. Circulation
2015;131:29-322; 3. Dickstein et al. Eur Heart J 2008;29:2388—-442; 4. Lloyd-Jones et
al. Circulation 2002;106:3068-72; 5. Go et al. Circulation 2014;129:e28—e292;
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1. National Cancer Institute. Cancer stat fact sheets. Available at:
http://seer.cancer.gov/statfacts. Accessed 31 May 2016;
2. Roger et al. JAMA 2004;292:344-50

*Calculated using the incidence rate of HF in 1997 for the population in Hong Kong and applying it to
the Chinese population

EU=European Union; HF=heart failure; Ml=myocardial infarction; USA=United States of America


http://seer.cancer.gov/statfacts

Suy tim: GANH NANG CUA KINH TE

Every year heart failure costs
the world economy

S108 vitiion™

RNeumann T, Biermann J, Erbel R et al, Dtsch Arztebl Int.

2009;106:269-75
RStewart S, Jenkins A, Buchan S et al, Eur J Heart Fail. 2002

Jun;4(3):36-71

Chi phi nam vién trong diéu tri SUY TIM

Cham sdc ban dau

Kham ngoai tra

Chuyén tuyén

Chi phi ndm vién Thudc diéu trj

Stewart S et al. Eurd HeartFail 2002;4:361-71.

“he



“ube

% Céac thir nghiém lam sang c6 két qua tich cwc
trong cac nam qua
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Adapted from Sacks C et al. N Engl J Med 2014; 371:989-991
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42.3%
22 S-year
10.4%

30-day

1-year

5
Tsao, Connie W., et al. "Heart Disease and Stroke Statistics—2022 Update: A Report From the American Heart Association." Circulation 145.8 (2022): e153-e639.



Tai liéu thong tin thude
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American
Heart .
Association. CLINICAL PRACTICE GUIDELINE: FULL TEXT

AMERICAN 2022 AHA/ACC/HFSA Guideline for

B COMLECE Y the Management of Heart Failure

A Report of the American College of Cardiology/American Heart Association
Joint Committee on Clinical Practice Guidelines

H FA EUROPEAN

) SOCIETY OF
Heart Failure CARDIOLOGY
Association

HFSA

HEART FAILURE SOCIETY OF AMERICA

I'he Japanese
. Heart Failure Society
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Tai liéu thong tin thubc

Lwu do chan doan bénh nhan Suy tim
Danh gia

Bénh s
Kham lam sang

ECG, xét nghiém

Peptide loi niéu
* NT-proBNP > 125 pg/mL
 BNP 235 pg/mL

Siéu am tim qua thanh ngwc
Xét nghiém khac néu can

Xac dinh chan doan Suy tim
Xac dinh nguyén nhan va phan loai

HFrEF HFpEF

LVEF < 40% LVEF 250%
]

. 2 2 2 A . A 2022 ACC/AHA/HFSA Guideline for the M t of
Danh gla’ Cac‘:\ yeu t? thUC day Heart Failure — DOI: 10.1u(l)1%/'jr.1c?ar?:lrfail‘.aZOZaZn.gg(.eOr?gn °
Kh&i dong diéu tri




Tai liéu thong tin thude

Chan doan Suy tim EF > 40%: TANG AP LUC PO bAY

Phan loai suy tim dwa theo LVEF Tiéu chuan

HFrEF

o
(Suy Tim véi EF giam) SAAFEA
HFimpEF = Luc déu‘ LVEF <40% va
(Suy Tim v&i EF cai thién) = Nhirng lan theo doi sau do LVEF >40%
= LVEF 41%-49% - ,
HFmrEF = Co6 bang chirng tang ap lwc do day that trai tw phat hoac gay ra dugc
(Suy Tim v&i EF giam nhe) (VD tang natriuretic peptide, do huyét ddong xam lan hoac khéng xam
1an)
" LVEF 2 50% o ,
HFpEF ‘ = (C6 bang chirng tang ap lwc do day that trai tw phat hoac gay ra dugc
(Suy Tim v&i EF bao ton) (VD tang natriuretic peptide, do huyét dong xam lan hoac khéng xam
1an)
Paul A. Heidenreich, et al. Circulation. 2022;145:e895-e1032. DOI: 8

10.1161/CIR.0000000000001063



Tai liéu thong tin thubc

THANG DIEM H,FPEF tién doan chan doan
Suy tim EF>50%

Heavy Body mass index > 30 kg/m?
HZ

Hypertensive On > 2 anti-hypertensives ~ +1

F Atrial Fibrillation Paroxysmal or Persistent AF
P Pulmonary Hypertension RVSP>35mmHg #
F Elder Age > 60 years  +1
F Filling Pressure Ele'>9 +

Score

(Sum of above numbers)

Consider sending high R atviek 3 4 5 6+

probability HFpEF patients
for further evaluation

Indicates a HFpEF probability of >50% >70% >80% >90% 9




Tai liéu thong tin thubc

9 Phan loai suy tim dwa theo LVEF

Phan loai lai sau qua

Phan loai ban dau trinh theo doi

HFrEF
HFrEF « LVEF <40%

- LVEF <40% HFimpEF
- LVEF >40%

HFrEF
« LVEF <40%

_>

« LVEF 250%

HFrEF
« LVEF <40%

HFpEF
« LVEF 250%

HFpEF
« LVEF 250%

10

Paul A. Heidenreich, et al. Circulation. 2022;145:€895-e1032. DOI: 10.1161/CIR.0000000000001063
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3 Khuyén cao cho HFimpEF

Khuyén céao

O nhi*rng b&nh nhan HFimpEF sau khi diéu tri, GDMT nén dwoc
tiép tuc dé ngan ngtra tai phat suy tim va rdi loan chirc nang that
trai, ngay ca & nhirng bénh nhan khéng triéu chirng

COR

LOE

B-R

= B&nh nhan c6 HFimpEF nén dworc tiép tuc theo phwong phap diéu tri HFrEF

= C6 it bang chirng vé hwdng dan diéu tri cho BN cai thién LVEF tlr mirc gidm

nhe I&n t&i 50%. Khéng rd nén diéu tri b&nh nhan theo HFpEF hay HFmrEF

11

Paul A. Heidenreich, et al. Circulation. 2022;145:e895-e1032. DOI: 10.1161/CIR.0000000000001063




GIAI DOAN A
C6 nguy co’ suy tim

BN cé nguy co ST nhung
chuwa tirng cé dau hiéu co
nang/ thuc thé cda ST va
khong cé bat thuong vé
cidu trac/ chlrc nang/ chi
dau sinh hoc

BN cé THA, bénh MV, DTD,
béo phi, phoi nhiém chat
ddc tim, bién thé gen cla
bénh co tim hodc cd tién
sir gia dinh mac bénh co
tim

BN chua tirng c6 triéu
chitng CN/TTcla ST nhung
c6 bang chirng cla 1 trong
cac yéu td sau

Bénh tim c4u truc

Bang chirng ting ap luc
dé day

YTNC va

*Tang néng dé peptide
loi niéu hoac

*Tang troponin tim dai
ding ma khong cé
nguyén nhan khac

GIAI DOAN C
Suy tim co triéu chirng

BN da twrng hoac hién cé
triéu ching CN/TT cua
ST

Thay doi trong phan giai doan suy tim (Dat lai tén)

Triéu chirng ST dang ké gay
anh hudng cudc sdng
thudng nhat vdi nhiéu [an
tdi nhap vién du d3 tdi uwu
hod diéu tri ndi khoa theo
hudng dan

Paul A. Heidenreich, et al. Circulation. 2022;145:€895—e1032. DOI: 10.1161/CIR.0000000000001063



5 Muc tiéu dieu tri - PHONG NGUA SUY TIM

GIAI DOAN C
Suy tim c6 triéu chirng

GIAI DOAN A GIAI DOAN B
C6 nguy co’ suy tim Tién Suy tim

Diéu tri YTNC va
bénh tim ciu truc
nham phong nglra

ST

Piéu chinh cac
YTNC nham

Giam triéu chirng, bénh tat va t&r vong

phong nguwa ST

W

Giam tw
vong

Phong tranh

Cai thién
nhap vién

triéu chirng

Paul A. Heidenreich, et al. Circulation. 2022;145:e895-e1032. DOI: 10.1161/CIR.0000000000001063 13
McDonagh et al European heart journal 42.36 (2021): 3599-3726.



Khuyén cao diéu trj giai doan A:
Phong ngwa tien phat

COR LOE

Recommendations

In patients with hypertension, blood pressure should be controlled in
accordance with GDMT for hypertension to prevent symptomatic HF

In patients with type 2 diabetes and either established cardiovascular
disease or at high cardiovascular risk, SGLT2i should be used to prevent
hospitalizations for HF

In the general population, healthy lifestyle habits such as regular physical
activity, maintaining normal weight, healthy dietary patterns, and avoiding
smoking are helpful to reduce future risk of HF

2a B-R

For patients at risk of developing HF, natriuretic peptide biomarker—based
screening followed by team-based care, including a cardiovascular specialist
optimizing GDMT, can be useful to prevent the development of LV
dysfunction (systolic or diastolic) or new-onset HF

2a B-NR

In the general population, validated multivariable risk scores can be useful
to estimate subsequent risk of incident HF

Paul A. Heidenreich, et al. Circulation. 2022;145:e895-e1032. DOI: 10.1161/CIR.0000000000001063

McDonagh et al European heart journal 42.36 (2021): 3599-3726.

14
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Khuyén cao diéu tri giai doan B:
Phong ngtra hay giam thiéu triéu chirng suy tim

COR LOE Recommendations

In patients with LVEF <40%, ACEi should be used to prevent symptomatic HF and reduce mortality
1 A

In patients with a recent or remote history of myocardial infarction or acute coronary syndrome,
1 A statins should be used to prevent symptomatic HF and adverse cardiovascular events

In patients with a recent myocardial infarction and LVEF <40% who are intolerant to ACEi, ARB should
1 B-R |beusedto prevent symptomatic HF and reduce mortality

In patients with a recent or remote history of myocardial infarction or acute coronary syndrome and
1 B-R |[LveEr <40%, evidence-based beta blockers should be used to reduce mortality

In patients who are at least 40 days post—myocardial infarction with LVEF <30% and NYHA class |
1 B-R symptoms while receiving GDMT and have reasonable expectation of meaningful survival for >1 year,

; an ICD is recommended for primary prevention of sudden cardiac death to

reduce total mortality

1 C-L In patients with LVEF <40%, beta blockers should be used to prevent symptomatic HF
-LD

Paul A. Heidenreich, et al. Circulation. 2022;145:e895—-e1032. DOI: 10.1161/CIR.0000000000001063
McDonagh et al European heart journal 42.36 (2021): 3599-3726. 15




Dieu tri suy tim kinh dién

NT-Pro BNP

Vasoconstriction /BP
Heart rate
Contractility

B1 stimulation
RAAS Activation
Vasopressin

R

CEeEeceEds

Vasodilation
Natriuresis /diuresis
Sympathetic tone & BP
Vasopressin

RAAS Activation
Fibrosis /hypertrophy

e

Vasoconstriction /BP

Sodium retention

Water retention
Aldosterone
Sympathetic tone

LV Fibrosis/Hypertrophy

HF PROGRESSION &
SYMPTOMS

Progress in Cardiovascular Diseases (2017), doi: 10.1016/j.pcad.2017.08.006

16



Két qua nghién clru trong suy tim & cac mirc LVEF

HFrEF HFmrEF HFpEF
<40% 41-49% 250%
LVEF 30 35 40 45 50 55
SOLVD! PEP-CHF2
ACEi € : —
CHARM-Alternative3 CHARM-Preserved*
ARB o [ e I-PRESERVES
8 COPERNICUS® CIBIST '
Beta blockers MERIT8 ' !
8_ ! SENIORS'™
o EMPEROR-Reduced?® b EMPEROR-Preserved?!
SGLT2 inhibitors DAPA-HF12 : !
8 EMPHASIS-HF!3 ] ! R
MRA & RALES! ] e
)
PARADIGM-HF*16 PARAGON-HF
Sacubitril/valsartan €9 = 4 =)
Hydralazine- 0 A-HeFT (+ hydralazine)?8 I
isosorbide dinitrate '
VICTORIA?®
Vericiguat €9 /
GALACTIC-HF?
Omecamtiv € |

‘ Primary EP achieved ‘ Primary EP not achieved

17



4 Tru coét diéu tri theo hwéng dan(GDMT) HFrEF

COR

LOE




4 Tru cét dieu tri theo hwéng dan (GDMT) HFrEF

COR

LOE

Recommendations

1

A

In patients with HFrEF and NYHA class Il to Il symptoms, the use of ARNi is
recommended to reduce morbidity and mortality

In patients with previous or current symptoms of chronic HFrEF, the use of ACEi
is beneficial to reduce morbidity and mortality when the use of ARNi is not
feasible

In patients with chronic symptomatic HFrEF NYHA class Il or lll who tolerate an
ACEi or ARB, replacement by an ARNi is recommended to further reduce
morbidity and mortality

In patients with HFrEF, with current or previous symptoms, use of 1 of the 3
beta blockers proven to reduce mortality is recommended to reduce mortality
and hospitalizations

In patients with HFrEF and NYHA class Il to IV symptoms, an MRA is
recommended to reduce morbidity and mortality, if eGFR >30 mL/min/
1.73 m2 and serum potassium is <5.0 mEq/L

A

In patients with symptomatic chronic HFrEF, SGLT2i are recommended to
reduce hospitalization for HF and cardiovascular mortality, irrespective of the
presence of type 2 diabetes

2022 ACC/AHA/HFSA Guideline for the Management of Heart Failure — DOI: 10.1016/j.cardfail.2022.02.010 19




, Pidu trj HFrEF theo ESC 2021

.
http://www.vnha.org.vn/congress12.asp?hoinghi=25 McDonagh, Theresa A., et al. European heart journal 42.36 (2021): 3599-3726.

@ESC—

20


http://www.vnha.org.vn/congress12.asp?hoinghi=25

Diéu tri buwéc 1: 4 thuoc nén dwoc bat dau dong thoi
hoac tuan tw khong cham tre

Step 1
Establish diagnosis of HFrEF
Address congestion
Initiate GDMT

-
LVEF <40%
Stage C)

ARNI in NYHA [I-lIl;
\ “Step 1 medications may be started simultaneously at initial (low) doses

ACEi or ARB in
M recommended for HFrEF. Alternatively, these medications may be started
sequentially, with sequence guided by clinical or other factors, without need to

Beta blocker ]
) ’{ achieve target dosing before initiating next medication.”

“ Inifiation or sequencing “does not necessarily need to be done according to the
sequence of trial publications and should not be delayed.”

Diuretics as
needed

(1)

2022 ACC/AHA/HFSA Guideline for the Management of Heart Failure — DOI: 10.1016/j.cardfail.2022.02.010



8 SGLT2i dwoc khéi dau trong Bwéc 1 GDMT

Step 1 Step 2 Step 3 Step 4 Step 5 Step 6
Establish diagnosis of HFrEF [| Titrate to target dosing as Consider these patient Implement additional Reassess symptoms, labs, Referral for HF specialty
Address congestion tolerated, labs, health scenarios GDMT and device health status and LVEF care for additional
Initiate GDMT status and LVEF therapy, as indicated therapy

4
HFrEF NYHA -V, in - In select patients,
LVEF <40% » African American Hydral(-lr;mates durable MCS
(Stage C) patients (1)
N - \
4 4 N\

ARNI in NYHA IlI-l1I; NYHA I-llI; Cardiac
ACEi or ARB in > LVEF <35%; Re(fS’fGCTg%)HF transplant
NYHA II-1V (1) >1 yr survival 9 )

. J/ - /)
( 3\ ( . ) 4 N\
NYHA [I-II; _
Beta blocker LVEF <40% | ambulatory IV; LVEF Symptoms Palllchve.c.o.re (1)
Persistent HFrEF > . : (can be initiated
(1) (Stage C) <35%; NSR and QRS improved before Stage D)
L 9 ) L >150 ms with LBBB L ) g
e A
MRA LVEF >40% Investigational
Q)] HFImPEE studies*
(Stage C)
§ y,
SGLT2i
(1)
Diuretics as
needed
(1)
A\ 4 v
Continue GDMT with serial reassessment and optimize dosing, adherence and patient education, address goals of care
Participation in investigational studies is appropriate for stage C, NYHA class Il and Ill HF. See slide notes for abbreviations and definitions of 22

classes of recommendation (COR) and levels evidence (LOE). Heidenreich PA et al. J Am Coll Cardiol. 2022; doi:10.1016/j.jacc.2021.12.012.



9 | Khuyén céo vé cac thuoc trc ché hé Renin- Angiotensin
véi ACEiI hoac ARB hoac ARNi

Trén BN HFrEF véi NYHA tur IT dén III, ARNI dudc khuyén cao (1-A) nham gidm nguy co nhap
vién va tir vong. Chi can nhac dung ACEi, tiép dén la ARB khi ARNi khong "kha thi”.

Recommendations for Renin-Angiotensin System Inhibition With ACEi or ARB or ARNi

Referenced studies that support the recommendations are summarized in the

COR LOE RECOMMENDATIONS

1. In patients with HFrEF and NYHA class Il to Ill symptoms, the use of ARNi is recommended to reduce
morbidity and mortality (1-5).

2. In patients with previous or current symptoms of chronic HFrEF, the use of ACEi is beneficial to reduce
morbidity and mortality when the use of ARNi is not feasible (6-13).

3. In patients with previous or current symptoms of chronic HFrEF who are intolerant to ACEi because of

cough or angioedema and when the use of ARNi is not feasible, the use of ARB is recommended to reduce
morbidity and mortality (14-18).

Value Statement: High Value (A) 4. In patients with previous or current symptoms of chronic HFrEF, in whom ARNi is not feasible, treatment
with an ACEi or ARB provides high economic value (19-25).

Heidenreich et al. 2022 AHA/ACC/HFSA Heart Failure Guideline Journal of American College of Cardiology



Khuyén céo vé cac thudc trc ché hé Renin- Angiotensin
véi ACEiI hoac ARB hoac ARNi

Thay thé ACEi/ARBs bang ARNi trén BN suy tim man duoc khuyén céo dé
giam thém nguy co’ bénh tat va tlr vong.
Su thay thé nay cd lgi ich cao vé hiéu qua kinh té y té cao (<60K USD/nam)

. In patients with chronic symptomatic HFrEF NYHA class Il or Il who tolerate an ACEi or ARB, replacement
B-R by an ARNi is recommended to further reduce morbidity and mortality (1-5).

I

Value Statement: High Value (A) 6. In patients with chronic symptomatic HFrEF, treatment with an ARNi instead of an ACEi provides high
economic value (26-29).

7. ARNi should not be administered concomitantly with ACEi or within 36 hours of the last dose of an ACEi
B-R (30,31).

8. ARNi should not be administered to patients with any history of angioedema (32-35).
C-LD

9. ACEi should not be administered to patients with any history of angioedema (36-39).
C-LD

Heidenreich et al. 2022 AHA/ACC/HFSA Heart Failure Guideline Journal of American College of Cardiology
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Sacubitril/Valsartan giam 20% nguy co’ tir vong do tim mach va nhép vién
do suy tim so véi ACEI*

Thiét ké nghién clru: Nghién ciru da trung tam, ngau nhién mu d6i, thwc hién trén 8442 bénh nhan HFrEF (EF< 40%, sau d6 diéu

chinh 18n < 35%) so sanh Sac/Val va enalapril vé cong gop tlr vong do tim mach va nhap vién vi suy tim. Thai gian theo ddi trung vi 27 thang.

Nghién ctru lam sang I&n nhat dworc tién hanh trén BN

suy tim

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812

Angiotensin—Neprilysin Inhibition versus Enalapril

John J.V. McMurray, M.D., Milton Packer, M.D.,
Martin P. Lefkowitz, M.D., Adel R. Rizkalz, Pharm.D., Jean L.

SEPTEMBER 11, 2014

in Heart Failure

Akshay S. Desai

Rouleau, M.D., Victor C. Shi,

VOL. 371 NO. 11

Scott D. Solomen, M.D., Karl Swedberg, M.D., Ph.D., and Michael R. Zile, M.D.

for the PARADIGM-HF Investigator

*827 thang ké tlr khi chia ngau nhién (trung vi)

ARR=absolute risk reduction; Cl=confidence interval; HF=heart failure; HFrEF=heart failure with reduced ejection fraction; HR=hazard ratio; NNT=number needed to treat

McMurray et al. N Engl J Med 2014;371:993-1004

dC
Sdnad o

ommittees

M.D., M.P.H., Jianjian Gong, P
M.D.,

h.D

Cac tiéu chi thanh phan trong gop
cac tiéu chi danh gia chinh

TIEU CHi CHiNH

207

NGUY CO TU
VONG DO TIM
MACH

p <0.0001, 95% CI (0,71,0,89)

21 7%

NGUY CO NHAP
VIEN LAN PAU
DO SUY TIM

p <0.0001, 95% CI (0,71;0,89)

TIEU CHi PHU

16 %

NGUY CO TU
VONG DO MOI
NGUYEN NHAN

p <0.0001, 95% CI (0,76,0,93)

“he
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BN chuyé&n tir Enalapril sang Sac/Val mudn sé khang bét kip dwoc cac loi
ich & nhém BN khéi tri Sac/Val tir sé&m

Tiéu chuan nhan vao nghién ctru

SBP >100 mmHg trong 6 gi® trwd’c; khdng ha huyét ap cé triéu chirng
Khéng tang liéu thudc i tiéu dwong tinhmach trong 6 gidr trudc
Khéng sir dung thudéc dan mach dwéng tinh mach trong 6 gio trwéc
Khéng sir dung thudc tang co bép co tim dwéng tinh mach trong 24

Nh&p vién do suy tim mat bu cap

LVEF <40% trong vong 6 thang gan nhat

NT-proBNP >1600pg/mL hodc BNP 2400 pg/mL

e e s . 2 a io trudrc
biéu tri on dinh trong thoi gian nam vién: &
Két qua tir nghién ctru Pioneer- HF trén bénh nhan 6n dinh sau suy tim cap @ PoNeERHF
30 , F— .
HR 0.54 (95% Cl, 0.37 to 0.79) Tat ca bénh nhan

i NNT™= 13 dwoc chuyén sang
£ Tét ca bénh 2 ARNI ARNI trong giai
E nhan dwoc 220 M Enalapril doan nhan m¢
2 chuyén o
g sang g’
g 2 ARNI <
E trong giai @ 10
3 doan nhan o
s .4 B mo i
b ] Mirc giam tai tuan thir 8
3 0
5 6 v M gidm tai tudn thir | 0 1 2 3 4 5 6 7 8 9 10 11 12 13,
= 71: 95% C, 0. ' " 4so0véi enalapril Th&i aian tr khi phan nadu nhién (tuan)

Th&i gian tir khi phan ngéu nhién (tuan)

Thei aian tie khi phan naau nhién (tuan)

Januzzi JL, Butler J, Fombu E, et al; Am Heart J, 2018;199:130-136.



“ube

-%) Sacubitril/ valsartan an toan va dung nap twong dwong so véi ACEi

Thiét ké nghién clru: Nghién ctru tién ctru, da trung tdm, mu déi, ngau nhién co déi chirng danh gia hiéu
qua va an toan khi kh&i tri ARNI v&i enalapril trén 881 bénh nhan HFrEF tai My.

Q2 PIONEERHF
- 20+ RR=1.18 (0.85 - RR=0.93 (0.67 Sacubitril/Valsartan (N=440)
< 1.64) - 1.28) Enalapril (N=441)
S 45- 15.0 14.7 RR=1.25 (0.84 -
2 12.7 13.6 1.84)
Ne) N
3 11.6
>
.g- 104 9-3
(O
(@)]
C
:(cz RR=0.17 (0.02 -
= 54 1.38)
C
@ 1.4
m n
0.2
0
Ha ap co triéu Chirc nang than Tang kali mau Phu mach
chirng xau di

Cl=confidence interval; RR=relative risk; SCr=serum creatinine.

*Worsening renal function was defined by an increase in the SCr of 0.5 mg per deciliter or more (244 umol per liter) and a decrease in the eGFR rate
of 25% or more.
tPositively adjudicated angioedema cases.

Tai liéu tham khao: Velazquez EJ, et al. N Engl J Med. doi:10.1056/NEJMoa1812851.




Tai liéu thong tin thubc

10| SGLT2i cé thé c6 lgi trong viéc giam ty 1é nhap vién
va tir vong do tim mach trong HFmrEF va HFpEF

( Treatment of HFmrEF ) ( Treatment of HFpEF )

Diuretics(clz.;. needed
SGLT2i
(2a)
Symptomatic HF W _ ACEi, ARB, ARNI Symptomatic HF w
with LVEF 41-49% J " (2b) with LVEF 250% J
“
Evidence-based beta

blockers for HFrEF
(2b)

Diuretics as needed

(M

SGLI2i ]
(2a)

H%

The CCS/CHFS? and ESC Guidelines® do not include guidance on the use of SGLT2 inhibitors in HFmrEF and
HFPEF as they were published before the disclosure of EMPEROR-Preserved

*Greater benefit in patients with LVEF closer to 50%. See slide notes for abbreviations.
s 1. Heidenreich PA et al. J Am Coll Cardiol. 2022; doi:10.1016/j.jacc.2021.12.012; 2. McDonald M et al. Can J Cardiol. 2021;37:531; 3. McDonagh TA et al. Eur Heart J. 2021;42:3599.

-
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14 Cap nhat khuyén cao SGLT2i trong diéu tri suy tim

Only the AHA/ACC/HFSA Guidelines were published AFTER disclosure of the
EMPEROR-Preserved trial

HFrEF (LVEF <40%) HFmrEF (LVEF 41-49%) HFpEF (LVEF 250%)

7z

2021 CCS/CHFS Guidelines1

2021 ESC Guidelines? HFmrEF

« SGLT2 inhibitors have a Class 2a recommendation in HFmrEF

2022 AHA/ACC/HFSA Guidelines3 » Weaker recommendations (Class 2b) are made for ARNI, ACEi, ARB, MRA

and BB in HFmrEF

2022 AHA/ACC/HFSA Guidelines?3

. )\ (4

. el HFpEF
) ﬁlrlslp_ Clllijgz ig:::y'?;:'g';?gz as « SGLT2 inhibitors have a Class 2a recommendation in HFpEF
creating a four foundational pillars + Weaker recommendations (Class 2b) are made for ARNI, ARB and MRA in

HFpEF
\_ treatment strategy (Class 1a) ) k

J

ACC, American College of Cardiology; ACEi, angiotensin-converting enzyme inhibitor; AHA, American Heart Association; ARB, angiotensin receptor blocker; ARNI, angiotensin receptor-neprilysin
inhibitor; BB, beta blocker; CCS, Canadian Cardiovascular Society; CHFS, Canadian Heart Failure Society; ESC, European Society of Cardiology; HF, heart failure; HFmrEF, heart failure with mildly

reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; HFEF, heart failure with reduced ejection fraction; HFSA, Heart Failure Society of America; LVEF, left ventricular
ejection fraction; MRA, mineralocorticoid receptor antagonist; SGLT2, sodium-glucose co-transporter-2.

1. McDonald M etal. Can J Cardiol. 2021;37:531; 2. McDonagh TA et al. Eur Heart J. 2021;42:3599; 3. Heidenreich PA et al. J Am Coll Cardiol. 2022; doi:10.1016/j.jacc.2021.12.012.
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Hanh trinh SGLT2 trong diéu tri suy tim

Diabetes Diabetes and Non-Diabetes

Pre-clinical Detectable
(subclinical) stage Azl cardiac
of the disease
of the disease involvement

I |
‘ 10 years ‘18-20 years ‘

Normal End-stage
Ventricular

. Heart Failure
Function

HF Prevention HF Treatment

|
0 years

—

—™

Tai liéu théng tin thubc
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Meta-analysis DAPA-HF va EMPEROR-Reduced:
SGLT2i giam 26% két cuc chinh & 14% t&r vong tim mach

Két cuc chinh: Tr vong tim mach hoéc nhap vién do suy tim

Trial SGLT2i, n/N (%) Placebo, n/N (%) HR (95% CI) HR (95% CI)
EMPEROR-Reduced 361/1863 (19.4) 462/1867 (24.7) 0.75 (0.65, 0.86) -
DAPA-HF 386/2373 (16.3) 502/2371 (21.2) 0.74 (0.65, 0.85) ——
Total 0.74 (0.68, 0.82) <P |
Test f Il treatment effect, p<0.0001
Tzzt fg: ﬁ\é?er?og;aei?;?; e?‘feict:, pp=0.89 0 0.5 < ] > 1.5
Favours drug  Favours placebo
T vong tim mach
Trial SGLT2i, n/N (%) Placebo, n/N (%) HR (95% CI) HR (95% CI)
EMPEROR-Reduced 187/1863 (10.0) 202/1867 (10.8)  0.92 (0.75, 1.12) .
DAPA-HF 227/2373 (9.6) 273/2371 (11.5) 0.82 (0.69, 0.98) —
Total 0.86 (0.76, 0.98) -
Test for overall treatment effect, p=0.027 (I) Oi 5 ]I 1 I 5

Test for heterogeneity of effect, p=0.40

1. Data on file

HF, heart failure; SGLT2i, sodium-glucose co-transporter-2inhibitor

pd ~
~ Cdd

Favours drug  Favours placebo

31
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NC EMPEROR-Preserved va EMPEROR-Redgced deu QQt gwqc cac tiéu
chi chinh cho bénh nhan suy tim bat ke phan suat tong mau

LVEF N

HF with reduced EF HF with mildly reduced EF HF with preserved EF
(HFrEF) (HFmrEF) (HFpEF)
8.
& EMPEROR &% EMPEROR
: Reduced ° Preserved
@ Tt vong do tim mach hoac nhép 0.75 0.79
vién do suy tim (0.65 - 0.86) | (0.69-0.90)

0.73

(0.61-0.88)

Nhap vién do suy tim [an dau va tai 0.70

nhép vién dwoc tham dinh (0.58-0.85) i

-1.36

ml/min/1.73m?

N D6 giam eGFR -1.73

ml/min/1.73m?
‘t—-}
\ Empaglifliozin
EF, ejection fraction; HF, heart failure
32 Empagliflozin is currently not indicated for the treatment of heart failure yet in Malaysia.

1. Packer M, etal. N Engl J Med. DOI: 10.1056/NEJM0a2022190; 2. Anker S et al. N Engl J Med. 2021; DOI: 10.1056/NEJMoa210703




Hiéu qua loi ich SGLT2 xuat hién sém

Phan tich 100 ngay dau tién
Tai ngay 28, HR 0.51 (0.28, 0.94) P=0.03

4 —
Day 12 Day 34
5 Statistical significance Statistical significance
reached first time sustained Risk reduction
I 1 bserved b
. 4 1 | Placebo 3 S Pl.acebo
2 1 1 2 8 with SoC
£ HR 0.42 (95% C10.19, 0.92) ' DAYS
5 3 P=o_029 2 | HR 051 (95% CI, 0.28, 0.94)
“— Norminal p=0.03
2 Empagliflozin
= 2 - FORXIGA
S with SoC
° 1
& L I HR 0.67 (95% CI 0.44, 1.00)
: P=0.048
0 | 1
T T T T T 0 — | | |
0 10 20 30 40 0 1 2 3
am
g
£ E Y | I —— T ------------ T 7 Ty 1& tir vong/tai nhap vién
i ,' ‘e --""" = > , A “n X an
:g - peooos Pedii08 .. o 6 CAO NHAT & thang dau tién sau xuat vién
= -
8 g L ! P=0.04 | | @©
ge 'I | _o 5 -
j=2 0 ¢ ot
az 2 T 4
QE, zZ \ I g
5< \ P=0.03 ' T, |
25 - v P=0008 0 A== }
3 \ PP P=0.049 ,
80 - s L P=0.04
og -
- 1 L 2
L - L L J T T I T I T T
0 4 12 32 52 0-1 1-3 3-6 6-12 12-24 24+ No HF
Weeks After Randomization \ )
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Khuyén cao cho SUY TIM tién trién

COR LOE Recommendations
In patients with advanced HF, when consistent with the
patient’s goals of care, timely referral for HF specialty
1 C—LD care is recommended to review HF management and

assess suitability for advanced HF therapies
(e.g., left ventricular assist devices, cardiac
transplantation, palliative care, and palliative inotropes)

2022 ACC/AHA/HFSA Guideline for the Management of Heart Failure — DOI: 10.1016/j.cardfail.2022.02.010
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Khuyén céao diéu tri cac

ol wu

tri no6i khoa toi

diéu

*

em vao

~

Th

y

Bénh nhan
suy tim,vé
tang huyét ap

Bénh nhan
suy tim va dai
thao dwdng 2

Bénh nhan chon
loc suy tim va
LVEF < 35% co
gidi phdu mach
vanh phu hgp

Bé&nh nhan suy
tim c6 bénh van
tim hoac ung
thw tri liéu

Bé&nh nhan suy
tim chon loc co
rung nhi

Bénh nhén’
HFrEF co6 thiéu
sat

bénh dong mac cua ST

Truyén sat tinh
mach
(2a)

g tin thuéc

Bénh nhan rung nhi
va LVEF < 50%, néu
kiém soat nhip that

P6t nat nhi that

bail hosc dap tng va dat CRT
that nhanh du da didu (2a)
tri ndi khoa tbi wu
Bénh nhan suy )
tim co triéu Dot rung nhi
chirng do rung (2a)
nhi
Bénh nhan suy
tim c6 ngwng thé CZAP
khi ngu (2a)
Bénh nhan
khong triéu ARB, ACEi, va
chirng véi tri liéu chen beta
ung thw-bénh co (2a)

tim (EF < 50%)

Heidenreich, Paul A., et al.
"2022 AHA/ACC/HFSA

Guideline for the Management

of Heart Failure." Journal of
Cardiac Failure (2022).
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13 | Hiéu qua kinh té - y té ciia cac phwong phap diéu tri

Level Statements

High |In patients with previous or current symptoms of chronic HFrEF, in whom ARNi is not feasible, treatment
with an ACEi or ARB provides high economic value
High |In patients with chronic symptomatic HFrEF, treatment with an ARNi instead of an ACEi provides high
economic value
High |In patients with HFrEF, with current or previous symptoms, beta-blocker therapy provides high economic
value
High |In patients with HFrEF and NYHA class Il to IV symptoms, MRA therapy provides high economic value

For patients self-identified as African American with NYHA class Ill to IV HFrEF who are receiving optimal

High medical therapy with ACEi or ARB, beta blockers, and MRA, the combination of hydralazine and isosorbide
dinitrate provides high economic value
High A transvenous ICD provides high economic value in the primary prevention of sudden cardiac death

particularly when the patient’s risk of death caused by ventricular arrythmia is deemed high and the risk of
nonarrhythmic death is deemed low based on the patient’s burden of comorbidities and functional status
High | For patients who have LVEF £35%, sinus rhythm, LBBB with a QRS duration of 2150 ms, and NYHA class II,
lll, or ambulatory IV symptoms on GDMT, CRT implantation provides high economic value

2022 ACC/AHA/HFSA Guideline for the Management of Heart Failure — DOI: 10.1016/j.cardfail.2022.02.010
36
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’ LINICA NE: FULL TEXT
AMERICAN Aaverboan = FS A 2022 AHA/ACC/HFSA Guideline for
COLLE(’E ()f Heart :
CARDIOLOGY Association. o HEART FAILURE SOCIETY OF AMERICA the Management of Heart Failure
A Repeat o the Amesice Collige of Cardiaciogy/Ameican Hoam Assocation
Todne Cooar e on Clinical Practios Coiddine

Mot so diém cap nhat chinh ciia ARNI trong khuyén cao dieu tri suy tim
ACC/AHA/HFSA 2022

Chirng clr tang ap lwe do day Ia quan trong dé chan doan suy tim néu LVEF > 40%

Céc giai doan suy tim da dwoc stra doi dé nhan manh thuat nglr mé&i gom nhirng thuat ngiy
“c6 nguy co- giai doan A” hodc “tién suy tim- giai doan B” muc tiéu Ia phong ngira tién phat.

Bénh nhan HFimpEF nén duoc tiép tuc diéu tri nhw HFrEF

G & GF 7

GDMT cho HFrEF bao gém 4 try cot: (rc ché hé RAAS- ARNi, chen beta, MRA, SGLT2.
SGLT2 la tru c6t chinh méi.

\ Heidenreich et al. 2022 AHA/ACC/HFSA Heart Failure Guideline Journal of American College of Cardiology

VN2207017997



’ LINICA NE: FULL TEXT IUéC
AMERICAN . : £
COLLEGE of American (Q) HFSA 2022 AHA/ACC/HFSA Guideline for
CARDIOLOGY Association. e HEART FAILURE SOCIETY OF AMERICA the Management of Heart Failure

A Repeat o the Amesice Collige of Cardiaciogy/Ameican Hoam Assocation
Tedne Coourimee an Clinical Practios Cuidvdine

Mot so diém cap nhat chinh ciia ARNI trong khuyén cao dieu tri suy tim
ACC/AHA/HFSA 2022

SGLT2 duoc diéu tri cho bénh nhan HFmEF (Mdc khuyén cao 2a)

Khuyén cao mé&i cho bénh nhan HFpEF bao gom SGLT2 (2a), MRA (2b) va ARNi (2b)

Trén BN HFrEF c6 phan do NYHA tir Il den Ill, ARNI 1a nhom thuoc dwoc khuyén céo diéu tri
dé giam tr vong va nhap vién (Mdc dé khuyéen cao la)

G & G 7

Trén BN HFrEF c6 phan 36 NYHA twr I dén Ill, dung nap véi ACEi/ARB, thay thé bang ARNI
dwoc khuyén cao diéu tri dé giam hon nira tr vong va nhap vién (Mlrc do khuyén cao | B-R)

\ Heidenreich et al. 2022 AHA/ACC/HFSA Heart Failure Guideline Journal of American College of Cardiology

VN2207017997
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d CLINICAL PRACTICE GUIDELINE: FULL TEXT [V[e]e3

AMERICAN s : :
@ AMERICAN Amaciean @ HFSA 2022 AHA/ACC/HFSA Guideline for

CARDIOLOGY Association. HEART FAILURE SOCIETY OF AMERICA the Management of Heart Failure

A Teepet o the A ice Collige of Cardiciogy/Ameican Hoam Assocation
Tedne Coowr e on Clinical Praction Cuidilines

Mot so diém cap nhat chinh ciia ARNI trong khuyén cao dieu tri suy tim
ACC/AHA/HFSA 2022

Diéu tri bwéc 1 nén dwoc bat dau dong thdi 4 tru cdt hodc tuan tw khdng cham tré
Nhirng BN suy tim tién trién mudn kéo dai sbng sét nén dwoc chuyén dén mét nhom
chuyén gia vé suy tim

ARNi- tre g:hé hé RASS- chen beta- MRA- ICD- CRT Ia liéu phap c6 loi ich cao vé hiéu qua
kinh té y té?

GE  Er

Heidenreich et al. 2022 AHA/ACC/HFSA Heart Failure Guideline Journal of American College of Cardiology

VN2207017997
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