Suy Tim va Dai Thao Dwong
Pong thuan Hiép hoi Pai Thao Puong Hoa Ky (ADA)
Truwong Mon TM Hoa Ky (ACC) & Hiép Hoi TM Hoa Ky (AHA) Nam 2022

GS.TS.Nguyén Hai Thuy



2. Cerebrovascular
Infarct
3. Hemorrhage

1. Microangiopathy I S 1. Retinopathy
== == 44— 2 (Cataract (Immature)

3. Glaucoma

neuropathy |

- Mgfoc ardial
Hypertension mnfarction
Atherosclerosis
Nephropathy
Urinary bladder
Ertfctile. > l dysfunction
dystunction
-—— Skin infections
Peripheral

—{
‘4— Gangrene foot

labpedia.net

Bén canh d6 trén doi tuong Suy Tim ghi nhan
ty 1€ DTD mdi mac ngay cang cO Xu hudng

gia tang nhung lai cang it dugc quan tam.

e Khi néi d¢én TP nguoi ta thuong
lién twong dén cac bién chung Vi
mach ( bénh cau than, v8ng mac,
than kinh..) va bénh mach mau
16n (bénh tim TMCB, dot quy va
bénh mach mau ngoai Vi)

e Suy tim (ST) mot bién ching
nghiém trong trén Bn BT va
tan suat mac bénh ngay cang ting
nhung chua dugc quan tdm nhiéu

« ST xay ra trén Bn BDTD ngay ca
khi khong c6 THA, BMV hoac
bénh van tim.



DTP va ST luén dong hanh trén cung bénh nhan, mdt ganh ning
cho ca nhan, gia dinh va hé thong y té .



I. DICH TE HOC LIEN QUAN
SUY TIM & DAI THAO DUONG



* 1.Ty 1é va Tan suat Suy tim trén déi twong PTP
* Nghién ctru Framingham, NHANES I, nghién ctru Reykjavik (Scotland) ghi
nhan Bn BDTP va tién PTD ¢6 nguy co mac ST ting gap 2 & nam gidi va 4 lan o
phu nit S0 v6i nhitng nguoi khdéng mac bénh DTD.
» Nghién ciru tai Anh Quoc ghi nhan ST ciing 1a biéu hién TM pho bién nhat cua
o Bn PTPT2 va DPTDT2 14 mot YTNC doc lap d6i voi ST mdi mac va 1am ting
ty 1&é mac bénh va tir vong lién quan dén ST trong thoi gian theo ddi 5,5 nam
* Nghién ctru UKPDS, ty 1€ ST la 11,9/1.000 BN/nam qua theo doi 10 nam.

*Theo thong tin ttr American Heart Association and the Heart Failure Society of
America ( 2019) Ty 1€ ST 6 bénh nhan DT tr 9% - 22%, cao gap 4 1an so dan
sO chung va ty 1€ ST con cao 6 ngudi >60 tuoi



» Trong mot danh gia trén 12 triéu ngudi tham gia trén toan cau, ghi nhan ST o
PTDT]1 pho bién hon so véi PTDT2 .

« Ty 1¢ ST ting 1én & Bn DTDTI ghi nhan tai Scotland , Thuy Dién trong d6 ty
1¢ ST tang tur 2 dén 5 1an vé sd nhap vién va ty 1€ tir vong 6 Bn BPTDT1 so véi
nhitng nguoi khong mac TP va ty 16 RLCN tam truong ciing cao hon .

» Lién quan giita PTD va ST van ton tai sau khi diéu chinh tudi va cac bénh kém
» ST lién quan thoi gian mac bénh DT kéo dai , tuy nhién ST ciing ghi nhan
trén Bn DTD mdi khoi phat hodc ¢ Bn ¢ d6 tudi tré hon

» Kiém soat duong huyet kém va khang insulin cé lién quan chit ché véi nguy co
mac ciing nhu tién luong d6i ST.

* Theo Giuseppe MC Rosano va CS ( 2017) ghi nhan ty 1€ ST man la 25 % va ST
cap 1a 40 % Bn BDTD



« 2.Tan suat va ty 16 mac PTP trén doi twong Suy tim
« Trén doi twong ST ghi nhan c6 su gia ting PTP mdi mac
 NC Kaiser Permanente Northwest, 58.056 nguoi > 30 tudi khong DTD, ST la

yéu to lién quan DTD tip 2 co tlnh doc lap voi ty 16 PTP méi méc 13 48% (Cl

05%, 27-73%); trong do ty 1é mac ST ¢ Bn DTD 14 13,6/1000 ngudi /nam SO
VOl 9 2/1000 ngu'0’1/nam & nhirng nhom khéng PTPD.

* NC tai Pan Mach trén 104.522 d6i twong nhap vién lan dau do ST va thoi gian
theo doi TB la 3,9 nam, 10% bn duoc chan doan DTD mai khéi phat.

- Ty 1é mdi mac tir 2 /100 nguoi / nam trong nhitng nim dau va tang 3/100

nguoi/ nam sau 5 nam theo dol.

- Bn DTD méi khoi phat trén bn ST cling ¢0 nguy co tir vong cao hon (HR 1,47;
Cl 95% 1,42-1,52). Ty 1€ mac DTD cao h0’n & Bn ST nguoi cao tuoi.

- Nhém Bn ST cang it hoat dong hoac BMI cang cao thi nguy co mac bénh
DTD typ 2 mdéi khot phat cang nhiéu .




Bn ST ¢0 ty 1¢ khang insulin > 60% va DTD méi khai phat cling kha pho bién.

ty 1¢ ting duong huyeét 20% trong nhdm thuan tap cong dong, 34% trong cac thir
nghiém can thiép trén Bn ST tam thu va 47% trong ST cap.

Lién quan dén chung tdc.

Nhitng Bn ST ngudi da den goc Tay Ban Nha va ngudi My ban dia ¢ ty 1& mac
bénh BTD la 47-56%

ST tdm truong & Bn PTP nguoi Da den (40,5%) va nguoi goc Tay Ban Nha
(40,9%) cao hon S0 véi nguoi da trang (27,2%).

Nghién ctru Dot tir do suy tim & Chau A (ASIAN-HF), 41,3% doi twong ST tir 11
khu vuc Chau A ciing lién quan DTD.

Lién quan phan suat tong mau EF

Chua c6 nghién ctru so sanh tan suat va ty 1¢ mac DTP & nhitng Bn HFrEF so véi
nguo1 bénh HFpEF.

Ty 1¢ mac DTD 14 40% Bn ST nhap vién bao gom HFrEF va HFpEF .



Ty 1é mac PTPD ( 24-49.1%) trén doi twong Suy tim trén thé gigi

Country /Clinnical Trial Number | Prevalence of diabetes in heart failure patents, 5%
Country

US4, Olmsted County [9] 25.0
Europe, EvwroHeart Failure Survey [10] 270
England, Heart of England Stucdy [11] 24 .0
Italy [12] 0.0
China, Shanghai [13] 2591
Korea, Mational Sample Cohort [5] 4591
Japan, CHAET Cohort Study [14] 47 .4
Clinical trial

SOQOLVD [Z] 2,569 25.8
MERIT -HF [15] 3,991 245
CHARM-Alternative [7] 2,028 27.0
SHIFT [15] 5,558 =0.4
EMPHASIS -HF [4] 2,737 =14
PARADIGM-HF [E5] 3,442 =47
COPTIME (hospitalized) [17] 949 44 2
DAPA -HF [8] 4744 450

Jia Shen, Barry H. Greenberg. Diabetes Management in Patients with Heart Failure Published
online: March 25, 2021.DOI: https://doi.org/10.4093/dmj.2020.0296



https://doi.org/10.4093/dmj.2020.0296

Nhiing diém chinh
» CaDTPT1 va DTPT2 déu cb nguy co tién trien ST
ST & nhitng Bn PTDT1 pho bién hon ¢ 5o véi DPTPT2.

» CO su gia ting ty 1¢ mac ST & Bn DTP ngay ca sau khi diéu
chinh theo tué6i va cac bénh di kém.

» ST ¢0 thé 12 bién ching TM xuat hién dau tién & Bn BTD.
. DTP méi mac co ty 1& dang ké trén doi twong ST.



1. CO CHE BENH SINH



1. Co Ché Pai thao duong din dén Suy Tim

Commonly
Used Current
Pharmacological

Therapies to Lower

Hyperglycemia

N\

Pancreas

/4

II

¢0-

Kidneys 5

= Biguanides |=
= SU

= TZDs
«GLP-1 RA
= DPP4-i

= SGLT2

= [nsulin

AN

\\

Adipose
tissue /

Skeletal

Muscle I

Diabetes
Mellitus

Variable

Potential Pathways
that Could be Targeted
to Modulate Specific
Pathophysiologic
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Contribute to Diabetes-
Associated Heart Failure

<~ Altered Myocardial
Substrate Metabolism
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Bioenergetics
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<~ Lipotoxicity
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Mt s6 co ché phat trién ST trong bénh PTP bao gom

Kich hoat hé thong renin-angiotensin-aldosterone (RAAS)

R6i loan chirc ning ty thé

Stress oxy hoa

Phan trng viem

R6i loan can bang ndi mai cua ion calci

Gla tang AGEs.

Thay d6i chat nén ning luong TB co tim. bao gom ting st dung FFA, giam
str dung glucose va tang tiéu thu oxy, dan dén giam hiéu qua hoat dong cia
tim Mic du ty 1¢ st dung FA ting 1én, nhung TG va cac chat chuyén hoa
lipid khac (Ceramide, diacylglycerol, v.v.) tich tu trong co tim Bn BDTD.
Hau qua sau cung dua dén tinh trang co tim xo hoa , thua mach mau, nhiém
d6c m& va giam cung cap NO, dan dén RLCN tim .
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Multifactorial contributors to diabetic cardiomyopathy
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» No hypertension

» No dyslipidemia

» No coronary artery/valvular disease
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Cardiomyopathy in people with diabetes (CMiPD)

Sinh ly bénh co tim BTD &
PTD typ 2 .

Uu tién chuyén hoa FA tao
nang luong (ATP), duy tri
su CO co. Trong qua trinh
tién trién dén cac giai doan
nghiém trong ctia bénh co
tim, ca su gia ting chuyén
hta FA va tich Iluy
Ceramide déu gop phan gay
viém va xo héa, dan dén xo
cing co tim va giam kha
nang Co bop.



l’,——\\ [
) \/,fj"\ Free fatty acids

Lipid
OO droplet

Fatty acids 1 |t

!

Ceramide P l

Diacylglycerol P
ROST l
Activation of PKC |

@

- Mitochondrial dysfunction | | Increased oxidative stress

Exacerbation
of insulin resistance

Nhiém doc mé& doi véi co tim trong bénh co tim PTPD.
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Tuong tac gitra RLCH va tim.
Insulin can thiép qua trinh
chuyén hoa FFA. Tang FFA gay
giam hap thu glucose phu thudc
insulin dan dén ting G mau va
khang insulin, dong thoi thic
day ting HA qua ting tai hap
thu Na va hoat dong giao cam
Insulin thic day ting HA.
RLCH tang nguy co mac bénh
DTPT2 va tién trién suy tim,
ngoai ra Mé md& biéu mo tim
(EFT) chtra nhiéu FFA ciing tao
diéu kién cho suy tim



Effects on the vasculature
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Autonomic
Effects on the cardiomyocytes dysfunction

Sinh 1y bénh cua bénh co tim DTD. Céc co ché té bao va phan tir gay ra boi DTP dan dén
bénh co tim DTD véi thiéu mau cuc bo co tim, r6i loan nhip tim va suy tim



Co ché HFpEF lién quan roi loan chitc ning ndi mé va vi mach.

Co ché HFrEF Ia ton thuong co tim truc tiép lién quan BMV hoic THA
DTDPT1 biéu hién mét s6 dic diém cau tric dic trung ctia kiéu hinh
HFpPEF sém phan anh ting do cung tAm that trai ngoai ra con co nhiing
diém tuong dong ST dang chi y gitta DPTPT1 va PTDT2.

Cac co ché lién quan bao gom bénh Iy TK tu dong tim mach, dic biét
lien quan dén RLCN tdm truong that trai ¢ DPTPT2 va BPTPT1 va
RLCN vi mach vanh véi su phoi hop bat thuong chtic ning/hoic bat
thuong vé cau tric ctia vi mach vanh dan dén suy giam tudi mau co tim



Lién quan gioi tinh

Su khac biét vé gidi tinh anh hudng dén chirc ning ndi mo va vi mach
cling dong vai tro bénh nguyén ST & phu nit mac bénh DTD .Bn nit PTD
biéu hién bat thuong ndi mé, vi mach vanh va chirc ning tdm truong nhiéu
hon so vd1 Bn DTD nam gion.

Can nghién ctru lam r6 cac co ché chinh gop phan vao nguy co suy tim
qua mirc ndy & phu nit mac PTP (dic biét PTDT1) va xac dinh cé4c chién
[woc phong ngira va diéu tri ph hop theo gidi tinh cu thé.

Mot loat cac YTNC tim mach khac nhau va/hoac sy khac biét trong
cach ké don giira nam va nit c6 thé dong mot vai tro nao do.
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Tuwong tac gitra tim va than qua
trung gian su doi trong gitra peptid
loi niéu (PN) voi RAAS va SNS.

GP dau ST, tac dung NP chiém uu
thé (A), dan dén rc ché SNS bicu
hién bang gidn mach va thai natri va
loi tiéu & than, dan dén ha HA (B).
Trong ST man tinh, hiéu qua cua
cac NP mat di va c4c hoat dong cua
RAAS va SNS bi kich hoat qua
muc chiém wu thé dan dén co mach
va gia ting biéu hién renin va
angiotensin gay THA (C).



Co ché bénh sinh PAI THAO PUONG va BENH CO TIM PTDP
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Co ché bénh sinh ciia bénh PTPD lién quan Suy tim .
. Bénh mach vanh
. Thiéu mau cuc bo do roi loan mao mach (bat thuong vi tuan hoan mach vanh)
. Tang xo hoa co tim va phi dai co tim
. Tang hoat dong cua h¢ thong renin—angiotensin—aldosterone (RAAS)
5. Suy giam chuyén hoa ning luong co tim va nhiém doc md
5.1. Giam st dung glucose cta co tim do thiéu insulin tuyét dbi va tuong doi
5.2.Tang hap thu axit béo, ting san pham trung gian va nhiém doc mé&
6. Tang stress oxy hda do cac AGEs, ting hoat dong cia RAAS va RLCN ty thé
7. R6i loan chirc ning ti thé
8. Viém nhiém
9. Van chuyén canxi co tim bat thuong
10. Roi loan than kinh tu cha & tim
11. Gitr natri do tang insulin mau

B~ w N
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Nhirng diém chinh

 Bn DTD c6 thé phat trién “bénh co tim PTD,” duoc dinh nghia
la roi loan chirc niang tdm thu hodc tAm truong that trai ma khong
cd cac nguyén nhan nao khac (chiang han nhu BMV hoic ting
huyét ap), trong d6 phu nit 6 nguy co cao hon.
» Suy tim HFpEF va HFrEF déu c6 thé cd trong bénh DTD.
» Sinh Iy bénh ctia ST & nhiing ngudi mac bénh DTP phan anh su
twong tac phtc tap gitta nhiéu con duong véi nhitng tac dong cé
hai d6i véi viée tai cau trdc va chirc niang co tim.



2. Co ché suy tim dan dén
dai thao dwong



Metabalic Impairment
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Coronary artery disease

Ischemia due to capillary disorders (abnormal microcoronary circulation)

Increased myocardial fibrosis and myocardial hypertrophy

Increased activity of the renin-angiotensin—aldosterone system (RAAS)

Impaired myocardial energy metabolism and lipotoxicity

a. Decrease in myocardial glucose utilization due to absolute and relative insulin deficiency
b. Increased uptake of fatty acids, increased intermediate products and lipotoxicity

Increased oxidative stress due to advanced glycation end products (AGEs), increased activity of RAAS
and mitochondrial dysfunction

Mitochondrial dysfunction
Inflammation

Abnormal myocardial calcium handling
Autonomic dysregulation in the heart

Sodium retention due to h}’FEI‘i]‘IHUli]‘IEﬂ'IiEl

Int. |. Mol. Sci. 2022, 23, 3587. https:/ /doi.org /10.3390/ijms23073587



1.Khang insulin

Khang insulin lién quan béi cac yéu to khac nhau, bao gom kich hoat
ndi tiét to than kinh. Pic biét, hoat dong qua muc ctia hé thong than kinh
giao cam dong mdt vai tro quan trong trong su phat trién ctia khang insulin.

Piéu nay co thé 1a do sy kich thich cac thu thé alpha-adrenergic bai
catecholamine, mot qué trinh gay co mach va giam tudi mau ¢ cap do co van
va chiu trach nhiém lam giam sy hap thu glucose .

Khang insulin qua trung gian catecholamine ciing co thé lién quan dén su

gia tang stress oxy hoa , phan giai md va su san ¢ cua FFA, ciing nhu giam
hap thu glucose & co , chuyén héa glucose va ting tan tao glucose ¢ gan .



2.Hé thong renin—angiotensin—aldosterone (RAAS).

Nguy co cao mac DTD tip 2 méi khoi phat & bénh nhan ST ciing lién
guan hoat dong qua mirc ctia hé thong renin—angiotensin—aldosterone (RAAS).

Dic biét, gia ting nong d6 angiotensin Il (AT2) 1a nguyén nhan gay co
mach co, lién quan dén giam van chuyén glucose va giam do nhay insulin .
Ngoai ra AT2 c6 thé thic day qua trinh xo hoa, viém nhiém, chét TB theo
chuong trinh va chét t€ bao B tuy anh hudéng dén san xuat insulin .

Cac tac dong chuyén hoa tiéu cuc cia RAAS ciing ¢0 thé dugc diéu
chinh bang cach ting nong do aldosterone trong huyét thanh .

Aldosterone kich hoat cac thu thé mineralocorticoid (MRs), ¢é thé lam
thay doi do nhay insulin & cap d6 md ngoai Vi va ciing c6 thé gay viém nhiém
& cap do té bao beta tuyén tuy, do d6 anh hudng dén viéc tiét insulin
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3.Hé thong peptid loi niéu ( Natriuretic peptide =NP)
Cac NP c6 tac dung khang RAAS va SNA bang cach thlc day thai natri va
loi tiu, tdc dung chong doéng & cap do tim, gay gidn mach va tc ché RAAS.

RLCH glucose lién quan dén viéc giam hoat dong cua hé thong NP. Vi
vay nong d6 NP huyét thanh ting lén cing vdi su tién trién cua ST, nhung
hiéu qua cua cac NP bi giam do kha nang dap ing cuia co quan dich bi thay
d6i, hoat hda qua muc cuia RAAS va SNA va giam kha ning san ¢ ctia cac
NP c0 hoat tinh sinh hoc .

Bn béo phi hoiac HCCH, ting thanh thai NP co thé lién quan dén viéc
tang loai bo cac peptide bdi mO mo.

Giam nong do NP 1am ting nguy co mac bénh DTDT2. biéu nay la do
roi loan hiéu rng trao d6i chat thuan loi cta NP, trong d6 NP chiu trach nhiém
cai thién do nhay insulin, ting phan giai md nau, oxy hda lipid, giam bai tiét
Ghrelin va giam tinh trang viém nhiém.



4. Cytokine va stress oxy hoa
Mot trong nhitng yéu to chinh khién bénh nhan ST dé mac bénh DTD

typ 2 do anh hudng cua cac cytokine va stress oxy hoa lién quan & ST
5. Mt s6 yéu to6 nguy co khac

Trong so6 cac yéu to dan dén PTD tip 2 mai khoi phat & Bn ST, han
ché hoat dong thé luc va tac dong ctia n6 doi vai do nhay insulin.

Giam hoat dong hang ngay co thé 1a két qua cua viée khong tuan thu
16i song hodc c6 thé 12 hau qua cia mtc d6 nghiém trong ctia ST.

Trong ca hai truong hop, giam tudi mau co van va thiéu oxy dan dén
khéang insulin. Hon nita, viéc mat khoi luong co ¢6 thé dan dén mot vong
luan quan ciia nhirng han ché toi t& hon vé chitic ning va do nhay insulin
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Cac YTNC truyén thong vd YTNC gan day giai thich gia ting cic bién co bat
lo1 & BN suy tim phoi hop BDTD.



Unfavorable metabolic pathophysiological mechanisms }
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Heart Failure Therapy: Metabolic effects
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Co s6 sinh 1y bénh dan dén DTD & Bn suy tim va anh huong cua liéu phap diéu tri suy tim d6i
v6i nguy co phét trién bénh PTD.



11, CHAN POAN & CAC GIAI DOAN
LAM SANG SUY TIM DAI THAO DPUONG



Hwéng dan ST ciia ACC/AHA/HFSA vé Phan leai Suy tim

GIAI DOAN A:
C6 nguy cd suy tim

BN co nguy cd suy tim nhung
trudc kia va hién tai khong co cac
triéu ching/déu hiéu cda suy tim
vt khéng méc bénh tim céu tric

Jehiic néng hodc cdc dau hiéu

sinh hoc bat thugng

BN tdng huyét dp, CVD,
ddi thdo dudng, béo phi, tiép xic
vdi cdc tac nhan gday doc cho tim,
bién thé di truyén, cd bénh cd tim/
tién sif gia dinh méc bénh co tim

GIAI DPOAN B:
Tién suy tim

BN hién tai va trudc kia khong co
cdc triéu chifng/déu hiéu cla
suy tim nhung cé mét trong
nhifng béng chiing sau:

Bénh tim cfu tric

Bdng ching vé viéc
tang dp luc dé day

Cdc yéu to rii ro va

« Tang muc natriuretic peptide
hodc

« Troponin tim tang lién tuc
trong trudng hap khéng co
chan dodn nghi ngd khdc

GIAI DOAN C:
Suy tim co triéu chung

BN hién tai hodic trudc kia cd cdac
triéu ching/dau hiéu caa suy tim

Da xdc dinh cdc triéu ching
suy tim cdn trd cuéc séng
hang ngay va nhap vién tdi phat
mac du da cd gang toi uu hoda
diéu tri thudc theo hudng dan



Phuong phap tiép can timg budc dé sang loc & chan doan ST qua céc giai doan

N smeeop
Symptoms of HF

STAGE A ey
High risk for HF

* Obesity
* Hypertension
= Hyperlipidemia

STAGE B

Structural disorder
* LV systolic dysfunction
* LV diastolic dysfunction
* LV hypertrophy

* DKD * Chamber enlargement
* CAD = Valvular disease
* Sex * Increased filling pressures OR
» SDOH Elevated biomarkers
Biomarkers ]
(NT-proBNP, BNP, » Elevated

hs-cTN)

Repeat in at least 1 year

(CXR, Echocardiogram)

* Exertional dyspnea

* Orthopnea

* Paroxysmal nocturnal dyspnea
» Weakness/fatigue

» Weight gain

Lower extremity edema
Displaced lateral apical impulse
(HFrEF)

Sustained apical impulse (HFpEF)

53 (HFFEF),
54 (HFpEF)

l

| HEpEF

" HFrEF



Xé&c dinh cadc YTNC ciia ST trén doi twong PTP bao gom
Thoi gian mac bénh DTD,

Kiém soat duong huyét kém,

THA khong kiém soat duoc,

R6i loan lipid mau,

Chi s6 BMI nguy co,

Albumin niéu Vi thé,

R6i loan chirc ning than,

Bénh tim thiéu mau cuc bo va

Bénh dong mach ngoai vi . ...




Giai doan A: C4c c& nhan co6 cac nguy co mic Suy tim

STAGE A  smesa

i a CARE TEAM MEDICAL
“IE'IJ' rizk for HE * Primary care MANAGEMENT
. * Dietician * History * ACEi/ARBs
* Obes 1Ty » Endocrinology * Physical * Optimize BP and
= H Vpe rtension examination lipid control
o ) » Periodic * Optimize
- H YPEer li Pl demia evaluation with glucose control
- DED natriuretic (SGLT2i, GLP-
peptides or high- 1RA metformin
. sensitivity cardiac referre
CAD y card preferred)
troponin
* Sex /
+ SDOH

Bénh nhan BTD da xac dinh cho thay c6 Nguy Co mic ST dugc xem xét & giai
doan A va cO nguy co cao tién trién sang cac giai doan sau ctia bénh ST.

Trong giai doan nay, viéc kiém soat duong huyét va kiém Soat cac yéu to nguy co
khac co thé thay doi nguy co ST 1am sang.



Nhirng Piém Chinh
» Bat ky bénh nhan duoc chan doan mac DTP va cd cac
yéu to nguy co bang trén déu thudc nhdm Suy Tim giai
doan A.




2. Giai doan B: Tién suy tim /Phéat hién sé6m

aTAGE B

Structural disprder

* LV systolic dysfunction

* LV diastolic dysfunction

* LV hypertrophy

* Chamber enlargement

* Valvular disease

* Increased filling pressures OR
Elevated biomarkers

ST giai doan B c6 lién quan dén ting nguy co tir vong do TM va do moi nguyén
nhan, cling nhu tién trién dén cac GP ning ST. Khao sat c4c chi diém sinh hoc dé
hd tro phat hién RLCN tim & G sém. GP B bao gom Bn khéng co triéu ching
nhung ¢4 it nhat mot trong cac dau hiéu sau: (1) Bang chirng bénh tim cau tric, (2)

| CARE TEAM MEDICAL

MANAGEMENT
» ACEi/ARBs

* Primary care

* Dietician

+ Endocrinology
* Cardiology

+ Targeted SDOH

N

* History
+ Physical

examination

* Echocardiography
* Periodic evaluation

with natriuretic
peptides or high-
sensitivity cardiac
troponin

* S5GLT2i

(£ GLP-1RA,
metformin

preferred;
insulin SU

alternatives)
* BP and lipid

control

AVOID DPP-4i

AVOID TZDs
AVOID 5Us

/

Chure ning tim bat thuong va (3) Tiang nong dd NP hoac Troponin tim.



Suy tim giai doan B 1a nhitng nguoi ST khéng co triéu ching nhung chi cé bat
thuong vé cau tric/chirc nang tim hoic gia ting nong d6 chi diém sinh hoc (
BNP, NTProBNP hoic hscTnT) s& cho phép thuc hién sém hon c&c chién lugc
hiéu qua dé ngan ngira hoic tri hodn sy tién trién ST & nhitng nguoi bénh DTP.
Vi du t6i wu hda viéc st dung (rc ché RAAS va thudc chen B hodc bat dau
thudc SGLT2i sém hon nham ngin ngira tién trién cta ST.

Tuy nhién, viéc trién khai cac chién lugc nham phat hién sém ST khong co
triéu ching chua dugc thong nhat. Vi vay can khuyén c4o vé van dé nay va can
ap dung cac bién phap c6 loi hon cho nhirng bénh nhan noi trén .

B0 sung xét nghiém chi diém sinh hoc (BNP, NT ProBNP hoidc hscTnT )
nén dwge xem nhw 14 mot phan cia tiéu chuan chim s6c nham dw bao
nguy co ST ¢ nhirng Bn DTD.



Piém cat toi wu cac chat chi diém sinh hoc trong suy tim é bénh nhan PTD

Population Biomarker(s) Median
Cohort studied studied follow-up Outcome Biomarker thresholds and results
Thousand & 1 Study (58) 1,093 individuals with MT-proBNP 6.3 years Incident MACE* HF  NT-proBNP >300 pg/mL:
T1D, =18 years old, 41 per 1,000 person-years

with no known heart NT-proBNP <150 pg/ml:

disease at baseline 10 per 1,000 person-years

Pooled cohort from 6,799 individuals with MT-proBMP, 17 years Incident HF: hs-cTN =6 ng/L
Atherosclerosis Risk in dysglycemia hs-CRP, prediabetes vs. NT-proBNP =125 pg/mL
Communities (ARIC), (diabetes 33.2%, and diabetes hs-CRP =3mg/L
Dallas Heart SI‘.UII:l'y’ | prediabetes 66.8%), hs-cTN Bioaakar erone1
(DH5), and Multi-Ethnic and H.D CVD at HR1.40 (1.09-1.80)
Study of baseline vs. 1.82 (1.31-2.53)
Atherosclerosis (MESA)

(56) Biomarker score = 2
HR 1.83 (1.37-2.45)
vs. 2.42 (1.71-3.43)
Biomarker score 23
HR 3.68 (2.53-5.34)
vs. 4.72 (3.16-7.04)
EXAMINE (57) 5,224 individuals with MT-proBNP 597 days Incident HHF NT-proBNP 154.1-420.4:
T2D and a recent HR 3.27 (1.20, 8.92)

acute coronary NT-proBNP 420.4 to <1,084.0:

HR 7.24 (2.84-18.49)

MNT-proBNP =1,084.0:
HR 29.3 (12.0-71.5)

syndrome event



Piém cat toi wu cac chat chi diém sinh hoc trong suy tim & bénh nhan PTP

Cardiovascular
Assessment Study
(CANVAS) (131,211)

T2D and either CVD
or multiple risk
factors

or death

Population Biomarker(s) Median
Cohort studied studied follow-up Outcome Biomarker thresholds and results
5t Vincent's Screening to 1,374 participants at HF BNP 4.2 years LV dysfunction or At least one BNP =50 pg/mL
Prevent Heart Failure risk, ~20% with newly diagnosed OR for vtarsantion
(STOP-HF) (59) diabetes HF for intensive 0.55 (0.37-0.82); P —0.003
intervention vs. ' ' T '
usual care
NT-proBNP Selected 300 individuals with NT-proBNP 2 years HHF or death NT-proBNP >125 pg/mL
PreventiOn of cardiac T2D with no history 65% risk reduction with
eveMts in a populaTion of CVD intervention in primary
of dlabetic patients endpoint
B AL 40% risk reduction in HHF
Cardiac disease
(PONTIAC) (60)
Canagliflozin 4,330 individuals with NT-proBNP 6 years Incident HHF; HHF NT-proBNP =125 pg/mlL

Incident HHF:

HR 5.40 (2.67-10.9)
HHF or death:

HR: 3.52 (2.38-5.20)



Chi diém sinh hoc phéat hién ST giai doan B
|

Bn DTP can khao sat BNP, NT-proBNP hoic hscTnT rat c¢6 loi nhim Xac
dinh ST giai doan B va du doan tién trién ST ning khi thuc hién noi tiép phat
hién sy gia tdng CAC gia tri cAc chat chi diém .

Vi du; Bn BPTPT2 trong thtr nghiém kiém tra tim mach véi Alogliptin so véi
tiéu chuan chim so6c (EXAMINE), hai phép do NT-proBNP cach nhau 6
thang cé thé xac dinh nhitng ngudi c6 nguy co cao nhat (ca hai déu ting),
nguy co ting ( mic co ban thap, theo ddi cao hon) hodc nguy co thap hon
(thap hon khi do luong trong 6 thang).

Chi diém sinh hoc dé du doan khai phat ST ciing 4p dung tuong tuv é DPTPT]



Cac khuyén cao dé phat hién ST dwéi 1am sang é ngwoi bénh PTD

Bn DTD, nén do nong dd NP hodc hsTnT it nhat méi nam mot 1an dé xac dinh
cac giai doan ST sdm nhat va thuc hién cac chién lugc dé ngin ngira chuyén
sang ST c0 triéu chung.

Khuyén cdo nay dua trén dir liéu quan trong cho thay kha ning ctia cac dau an
sinh hoc nay trong viéc xac dinh Bn & giai doan A hodc B c6 nguy co cao tién
trien thanh ST c¢o triéu chimg hodc tir vong, clng véi bang chimg cho thay
nguy co giam ¢ nhitng ca nhan dé thong qua can thiép c0 muc tiéu hoac da
nganh quan tam.

Két qua tir hai thir nghiém doi ching ngau nhién trén nhitng ngudi ¢6 nguy co
ST cho thay rang cac bién phap can thiép chuyén sdu hon ¢ nhiing ngudi co
nong d6 NP cao s& giam nguy co RLCN that trdi , ST mdi dugc chan doan
hoac ST nhap vién .



Khuyén c40 ngudng chi diém sinh hoc dugc st dung 1am sang bao gom

BNP >50 pg/mL va NT-proBNP >125 pg/mL va doi véi hsTnT véi gia tri >
99 % doi voi dan so bénh nhan khoe manh (gidi han tham chiéu trén thong
thuong d6i voi cac xét nghiém ¢ do nhay cao).

Viéc str dung cac dau an sinh hoc va kiém soat nguy co mac ST phai luén
duogc thuc hién trong boi canh danh gia 1am sang chu dao, duoc hd tro boi tat
ca cac théng tin co san va voi su hiéu biét vé cac yéu to gay nhiéu da biét cd
thé 1am giam do tin cay ctia xét nghiém NP hoic troponin.

Than trong

Bn 16n tudi, bénh than man tinh (CKD) hodc rung nhi tién trién ning hon co
thé dan dén gia ting nong d6 cac chi diém sinh hoc cao hon

Bn béo phi cé thé giam nong dd NP ngay ca khi ¢ nguy co suy tim dang ké.



» Khio sat bat thwong vé cau tric va chirc ning tim

* SIeU am tim

» C6 thé danh gia cac dau hiéu bat thuong veé tai cau trdc that tral,
nhung sir dung SA thudng Xuyén khong duoc coi la hiéu qua vé

chi phi va do do khong duoc khuyen nghi mot cach cO h¢ thong

cho nhitng nguodi bénh khdng co triéu chiig, bao gom ca Bn
DTD.




» LDV B Bénh tim ciu truc dwéi 1am sang
~ SR (Subclinical Structural Heart Disease)
18 B Nhirng thay d6i can l1am sang cO thé
== ER = i xuat hién ¢ giai doan B bao gom
Biplan:ﬂEF=39% ﬁ Biplan.e;‘él;=35% RLCN té,m thu hOélC RLCN tém
+  LVESV " LVESV truong that tral,
ia Nl Phi dai that trai, din cac budng tim,
bénh van tim va/hoic bang chung veé
ting ap luc do day that trai
(ventricular filling pressure) .




Siéu Am danh dau mo tim
(Speckle tracking echocardiography

Arnold CT Ng, Victoria Delgado ... Am J Cardiol. 2009 Nov 15;104:1398-401
Hiromi Nakai, Masaaki Takeuchi*, Tomoko Nishikage. European Journal of
Echocardiography (2009) 10, 926—932



Nhirng diém chinh
Bn DTD ¢ ST giai doan B, duoc dinh nghia la khong co triéu chirng 1am sang di
kém it nhat mot trong cac dau hiéu sau:
1) Bang chung vé bénh tim lién quan cau trdc,
2) Churc nang tim bat thuong, hoic
3) Tang nong dd NP hoic ting nong dd troponin tim.
» Chan doan sém bénh ST c6 thé cho phép diéu tri nham muc tiéu dé ngan ngira két
qua bat 1gi.
« Nén do nong dd NP hoic hscTnT it nhat moi ndim mot lan dé xac dinh su hién
dién ctia ST giai doan B va xac dinh nguy co tién trién thanh ST c0 triéu chtng.
» C4c gia tri ngudng hitu ich d6i véi BNP (50 pg/mL), NT-proBNP (125 pg/mL)
hodc hsTnT (> 99% gidi han tham chiéu trén) dé xac dinh nguy co suy tim dua
trén dit liéu dua trén dan s6 va/hoic cac thir nghiém 1am sang
* Viéc xac dinh mot NP hodc hsTnT bat thuong nén la mot phan cua ké hoach ra
quyét dinh quan Iy ca thé hoa



STAGE D STAGE A

CARETEAM MEDICAL CARE TEAM MEDICAL
* HF specialist MANAGEMENT * Primary care MANAGEMENT
* Primary care * History * Same as * Dietician = History * ACEi/ARBs
* Dietician » Physical stage C * Endocrinology * Physical * Optimize BP and
* Endocrinology examination * Possible heart examination lipid control
* Advanced * Echocardiography transplantation * Periodic = Optimize
Practice * Periodic evaluation or left evaluation with glucose control
Providers with natriuretic ventricular assist natriuretic (SGLT2i, GLP-
* Pharmacists peptides device peptides or high- 1RA metformin
* Social support * Invasive sensitivity cardiac preferred )
| management troponin
W Individuals with ¢
o diabetes with or at risk )
for heart failure

Ko

STAGE B

CARE TEAM MEDICAL CARE TEAM MEDICAL
* Primary MANAGEMENT = B 2
. D*“:;_\ncnre « History « ARNI/ACES/ STAGE B * Primary care MAI‘{A_GEM[NT
+ Endocrinology |+ physical ARBs 3 Eﬁ:ﬂ_ﬂ e g::o_ryl : :tﬁ/: ?Rﬂs
< L;rdnolog)' examination * P blocker : Cardio&ol “; EY ) ”ic:;:im e
* Advanced Practicel « Echocardiography | = MRA y EXumina £ GLP-1RA,
Providers * Possible invasive = SGLT2i ® Tergeted SDOH g khfxx'rdlognp h\ mettormin
* Pharmacists evaluation *  Diuretic * Periodic evaluation pre(er'n:d
= Other specialties | « Periodic evaluation | = Other GDMT “ﬂ;‘:ﬂnm:tl; insulin SU
as needed with natriuretic as needed i B alternatives)
* Social support peptides - CGM sensitivity cardiac * BP and lipid
* Targeted SDOH » CRT/ICD troponin control
AVOID DPP-4i AVOID DPP-4i
\‘ AVOID TZDs / AVOID l:ZDs
» AvolDsus / AVOID SUs
\-_ o~

Hinh 2. Cham s6c ca nhan da nganh cho nhitng nguodi mac bénh DTP va ST



Gial doan suy tim C va D



Giai doan C va D: Suy tim c0 triéu chitng ¢ ngwoi bénh DTD.
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STAGE D

CARE TEAM

Primary care
Dietician
Endocrinology
Cardiology
Advanced Practice
Providers
Pharmacists
Other specialties
as needed

Social support
Targeted SDOH

N

* History

* physical
examination

* Echocardiography

* Possible invasive
evaluation

* Periodic evaluation
with natriuretic
peptides

MEDICAL
MANAGEMENT
* ARNI/ACEi/
ARBs

B blocker
MRA

SGLT2i
Diuretic
Other GDMT
as needed

*« CGM

* CRT/ICD
AVOID DPP-4i

AVOID TZDs
AVOID 5Us

CARE TEAM

* HF specialist

* Primary care

* Dietician

+ Endocrinology

* Advanced
Practice
Providers

* Pharmacists

» Social support

History

Physical
examination
Echocardiography
Periodic evaluation
with natriuretic
peptides

Invasive
management

MEDICAL

MANAGEMENT

* Same as
stage C

* Possible heart
transplantation
or left
ventricular assist
device



Chan doan Suy tim giai doan C va D
Ca nhan duoc col la ST & gial doan C
va D khi da c6 cac triéu ching ST
truoc do hoac hién ta1 .

Chan doan ban dau vé ST dua trén
danh gia cac triéu chung tai thoi diém
biéu hién, cac phat hién 1am sang quan
trong khi khdm thuc thé va két qua xét
nghiém ban dau hd tro chan doan ST
va loai trir nguyén nhan khac gay ra
biéu hién ctia ca nhan .

Lower extremity edema
DHsplaced lateral apical impulse
(HFrEF]

Sustained apical impulse (HFpEF)
53 (HFrEF),

| 54 (HFpEF)



Can c6 mot bénh sir toan dién vé cac triéu chirng va dau chirng ST 1am sang.
CAc triéu chting va dau hiéu pho bién co thé duoc phat hién va thudng phan anh
tinh trang & nudc va tac nghén, hodc cung luong tim thap.

Bn HFPEF c6 cac triéu chung twong tu nhu Bn HFrEF, pho bién nhat 14 kho tho
khi gang strc, mét va phu.

Cac dau hiéu 1am sang c6 thé bao gdm tang can va phi chi dudi.

Can danh gia cac dau hiéu sinh ton va tinh trang thé tich, bao gom can ning hién
tai va nhitng thay doi gan day vé can ning va danh gia cac phat hién thuc thé pho
hop véi tac nghén nhu rales phoi.

Trong qua trinh kham tim, mém tim di 1éch va tiéng tim tha ba c6 thé hiru ich
trong viéc danh gia sy gidn budng tim va ap luc do day that trai, twong ung, va co
thé phat hién tiéng thoi cua tim.

Trong ST ning hon, c4c dau chi cé thé lanh do ting stcc can mach mau hé thong;
pho bién nhat trong trong giai doan D.



Bilan ban dau véi Bn nghi ngo hoiic di xac dinh ST bao gom

Cong thirc mau toan bd

Phan tich nudc tieu

Dién giai d6

Uré mau, creatinine huyét thanh

Glucose, HbAlc

Thanh phan lipid mau ltc doi

Chtrc nang gan

Xét nghiém sat va TSH

Pién tam d6 12 chuyén dao, co thé gilp xac dinh nguyén nhan cu thé ciia ST
(thiéu mau cuc bd co tim, roi loan nhip tim..) va co thé cung cap thong tin dé
hudng dan cac chién luge quan 1y (bat thudng vé nhip, dd rong QRS dé xem
xét liéu phap tai dong bo ).



Chi diém sinh hoc BNP hoic NT-proBNP duogc khuyén nghi & Bn c6 triéu ching
kho thé dé xac dinh hodc loai trir ST va danh gid mirc dd nghiém trong

Poi voi ST giai doan C, twong ty nhu giai doan B, do nong do BNP va
NTproBNP binh thuong c6 gia tri tién doan Am tinh cao nén loai trir chan doan
suy tim mat bu

Gia tri tién doan duong tinh cta ting BNP hodc NT-proBNP ciing c6 chan doan
ST.

Do chinh x4c vé chan doan ctia NP khong anh hudng bsi bénh DTD.

Can khao sat thém vé HIV, cic bénh thap khép, amyloidosis hoic u TTT
(pheochromocytoma) néu c6 nhiéu nghi ngd vé mat 1am sang.

Luu V : Nong d6 NP tang c6 thé lién quan dén mot so nguyén nhan ngoai tim
bao gom tuoi cao, thicu mau, suy than, ngung théd khi ngti do tac nghén, tang ap
phoi, bénh nang va nhiém trung huyét, cling nhu bong nang .



Chan doan hinh anh khong xam lan Tim
Chup X-gquang nguc

Nham danh gia kich thudc tim va sy o tré
huyét dong phoi va danh gia cac nguyén nhan
khac gay kho tho.

Bdng tim to va tai phan bé mach mau phoi la
mot trong nhitng dau hiéu thuong thay nhat ¢
nhirng bénh nhan ST.

Tuy nhién, d6 nhay ctia X-quang nguc dé chan
doan kém:; 20% Bn bi ST cép tinh khong co
dau hiéu roi loan huyét dong tac nghén trén X-
quang nguc .

@

Imaging
(CXR, Echocardiogram)




Sieu am doppler tim 2D

Gilp x4c dinh chan doan rat quan trong trong viéc thiét 1ap chan doan
ban dau va nguyén nhan cua ST

Cung cap thong tin vé thay doi cau trdc va chirc niang tim cling nhu
nguyén nhan va sé phan biét gitra HFpEF va HFrEF .

EF that trai bao ton khi EF >50%, mic du dit liéu gan ddy mé rong
18n t&i >55%; diéu ndy cung voi cac két qua siéu am tim vé suy giam
kha ning thu gidn ctia co tim tao thanh cac tiéu chuan chan doan quan
trong d6i voi HFpEF .

EF that trai tir 41% dén 49% duoc goi 1a EF “giam nhe”

EF that trai < 40% duoc coi la c6 HFrEF.



Phan loai suy tim

Suy tim phan suat tong mau giam (Heart failure
with reduced ejection fraction — HFrEF)

Suy tim phan suat tong mau hoéi phuc (Heart failure
with improved ejection fraction — HFImpEF)

Phan suat tong mau
LVEF ban dau < 40%
LVEF ban dau < 40% va

cai thién > 40% sau khi tai
danh gia

Suy tim phan suat tong mau giam nhe (Heart failure
with mildly reduced ejection fraction — HFmrEF)

Suy tim phan suat tong mau bao ton (Heart failure

LVEF: 41-49%

LVEF = 50%

with preserved ejection fraction — HFpEF)



Khao sat BMV tic nghén
Co su lién quan gitra BPTD va XVDM & Bn DTDT2. Vi vay Bn DTD duoc
chan doan ST, khao sat BMV tic nghén nén tham do néu khdng chong CP.
Chup cat 16p vi tinh mach vanh khéng xam lan 1a mot phuong tién tot hon dé
tranh nguy co cho tham do y hoc hat nhan am tinh gia va thay cho trac nghiém
gang stc trude day .
ChupNmacENERRERMMATIN:n danh cho cac Bn cO xac suat cao BMV tic
nghé&n, Bn tai thong mach vanh hoic Bn khdng xac dinh chan doan qua test
gang strc Va/hoic chup cat 16p vi tinh mach vanh.
Khuyén c40
Thudc can quang duoc str dung cho ca chup cat 16p vi tinh mach vanh va chup
mach vanh xam 1an co thé dan dén ton thuong than cép tinh, dac biét & Bn co
chitc ning than bat thuong va nhitng Bn TP ¢ nguy co mac bénh than do
thubc can quang.



Nhiing diém chinh
» Can khao sat chi tiét vé nhiéu triéu chimg co ning va thuc thé cta ST trén
bénh nhan BTD
» Tham do xét nghiém cho Bn ST bao gom NP, hscTnT, cong thirc mau toan
bd, phan tich nudc ticu, dién giai huyét thanh, uré mau, creatinine huyét thanh,
glucose, lipid luc doi, chirc nang gan va TSH. Chup X-quang nguc va dién tam
d6 12 dao trinh ciing dugc khuyén nghi.
» C4c nghién ctru chan doan hinh anh nhu siéu &m tim s& bo sung thém thong
tin cO ¥ nghia dé danh gia Bn nghi ngd hodc di dugc xac dinh ST.
Khi Bn DTP duogc chan doan ST, nén khao sat thém BMV tic nghén.



4. QUAN LY SUY TIM
TRONG BENH PTP



1.Thay doi Loi song va Dinh dudng

Liéu phap thay doi 16i song la mot phan quan trong trong quan Iy nguy co ST.
Mot s6 céach tiép can da 10i song d3 dugc dé xuat vé van dé nay, chang han
nhu ,“7 diéu,dO’I’l g1an cua cug)c séngi’, cung cap mot 16 trinh quan trong dé giai
quyét cac yeu to rui ro co thé thay doi doi véoi ST (Bang3).

The American Heart Association’s “Life’s Simple 7”

Stop : Get : Control : Manage : Eat : Lose : Reduce
Smoking : Active ° Your : Blood : Healthy ° Weight :@ Blood
: - Cholesterol : Pressure - 5 . Sugar



Khuyén céo chung

Giam udng rugu

Khong hut thude.

Kiém soat luong muoi tiéu thu

B6 sung luong dich...

Nén ap dung nghiém ngat khi co tinh trang qué tai dich rd hoac chirng té su
nhay véi lugng dich dua vao ma khong kiém soat dugc bang loi tiéu .
Kiém soat Kali mau

Bn mac ST do c6 cac bénh kém va sir dung liéu phap loi tiéu, bo sung kali
va thuoc chen RAAS, bao gdom két hop gitta ARB va tc ché Neprilysin
Nong d6 kali mau du doan doc lap ty 1é tir vong & Bn ST: moi lién hé hinh
chit U. Bn TP c6 nguy co cao bi ting kali mau trong boi canh dung tc
ché RAAS; do d6 nén theo ddi kali mau dinh ky nhu khuyén céo hién nay.




"TAMRMI -

Nguyén nhan tang tang kali mau

Impaired excretion
Medications:

Angiotensin-converting enzyme
inhibitors
Angiotensin-Il receptor blockers

Aldosterone antagonists and
other potassium-sparing diuretics

Digoxin

Beta blockers

Heparin
Trimethoprim/sulfamethoxazole
Calcineurin inhibitors

Nonsteroidal anti-inflammatory
drugs

Reduced effective plasma volume
Renal failure:

Acute renal failure

End-stage renal disease

Type 4 renal tubular acidosis

Transcellular shift Increased intake

Ongoing release: Blood transfusions
Tumor lysis syndrome Commercially avail-
Rhabdomyolysis able salt substitutes

, , and potassium-
Severe hemolytic anemia S e e

Extensive burn injury Enteral feeding

Other transcellular shifts: High-potassium diet*

Metabolic acidosis Intravereus fiids

Hyperglycemia Parenteral nutrition

Pseudohyperkalemia
caused by hemolysis
during venipuncture,
small needle, sustained
tourniquet, transport on
pneumatic tube sys-
tem, thrombocytosis

(> 500,000 per mm?3), or
leukocytosis (> 70,000 per
mm?3) due to potassium
released during clotting

Note: Columns are listed in the order of frequency.

*—Typically, patients with impaired renal potassium excretion.

Information from references 3, /. and 43-46.

\

Bn nén dugc tu van vé
ché @6 an uong dé duy tri
mirc kali binh thudng
bang cach tranh bd sung
kali khong ké don va chat
thay thé mudi dua trén
kali, han ché in thuc
pham va d6 udéng cd ham
lrong kali cao va tranh
cac loai thudc khac co thé
lam tang nguy co tang
kali mau ( thuoc khang
viém khong steroid).



2. Vai tro cua dinh dwong
Can 6 ké hoach dinh dudng ¢ nhirng ngudi mac bénh PTD va ST.

Cac khuyén nghi vé ché d6 in udéng nén dugc diéu chinh riéng theo yéu cau
calo, s& thich thuc pham ca nhan va van hoa, thudc duoc ké don, tinh trang
thira can hoac beo phi va cac tinh trang bénh ly kem theo.

Cac can nhac ciing nén bao gdom giam luong chat béo bdo hoa, loai bo hoan
toan luong chat béo chuyén hoa ( trans fat), giam ning luong (< 125 kcal/100
g thuc pham tiéu thu) va wu tién ché do an kiéng tap trung vao lugng rau,
lwong trai cay vira phai. va ngii coc nguyén hat, thit gia cam, c4, sita it béo,
cac loai dau, dau thuc vat khdng nhiét déi va cac loai hat, chang han nhu cac
Phuong phap An kiéng dé Ngung Tang huyét ap (DASH) hoidc ché do an
Kiéu bia Trung Hai.



CENTRAL ILLUSTRATION: Heart Failure Following Anti-Inflammatory

Medications in Patients With Diabetes

Patients with
type 2 diabetes
mellitus
identified during

1998-2021

trenene
N=331,189

Q 44%

Age median

¢

— fhift

Case patients
developing
first-time

heart failure (HF)
during follow-up

Pt

Self-controlled
case-crossover design
associating short-term
NSAID use (within 28 days)

of incident HF

Associations
between
short-term NSAID

use and incident
HF

et

N =23,308

9 39%

Age median
of 76 years

" it

L
— -
_.._
| I T 1 1
0.50 1.0 15 20 25 30 40 50
Odds Ratio
[ celecoxib | Diclofenac | Ibuprofen = Naproxen

@ Anynsap

Holt A, et al. J Am Coll Cardiol. 2023;81(15):1459-1470.

Suy tim sau st dung
thudc khdng viém khong
steroid trén bénh nhan
dai thao duong



3. Hoat dong thé luc

Can nhan manh tam quan trong cta hoat dong thé luc thuong xuyén dé phong
ngtra va diéu tri ST. Vi du, tinh trang ctimg co tim thudng tang nhanh ¢ tudi trung
nién nhung co thé dao nguoc bang bai tap aerobic .

Bn HFpEF, hoat dong thé luc thudng xuyén sé chong lai nhiéu thay doi vé chuyén

hoa va chirc nang .

Trong nghién ctru HF-ACTION vé61 2.331 nguoi (32% DTD) vo1 HFrEF, duoc

chon ngau nhién dé tap

uyén thé duc nhip diéu hodc cham soc thong thuong véi

thoi gian theo d6i trung binh 1 2,5 nam. Tat ca cac c& nhan déu cd kha ning hoat

dong co ban thap hon, n

wng diéu quan trong 1a nhitng ngudi trong nhdm tap thé

duc d3 cd nhiing cai thién dang ké vé mirc tiéu thu oxy cao nhat va khoang cach
di bd 6 phut so véi nhirng nguoil duoc cham soc thong thuong.
Bn BDTD va suy tim, nén tap thé duc dé cai thién kha nang hoat dong. Cac ké

hoach phu hop véi ting
va ki€m tra gang strc tim

ca nhan bao gom phan tang nguy co , danh gia 1am sang
pho1 nén duoc thuc hién trude Khi bat dau tap luyén



4.Giam can

Giam can cO nhitng lgi ich dang ké vé tim mach va c6 thé quan
trong trong viéc giam cac bién co ST.

Nghién ctru Look AHEAD (Hanh ddng vi strc khoe d6i vai bénh
PTD) da duoc tién hanh dé danh gia liéu mot can thiép tich cuc vao
16i sdng co thé lam thay doi nguy co mac cac két qua tim mach &

nhitng ngudi mac bénh P’
va két qua duoc bao cao

"'DT2 bi thira can hoac beo phi hay khong
N0 thay

Giam chi s6 BMI ¢0 lién quan dén viéc giam nguy co mac bénh HF
Giam khoi lvong mé va chu vi vong eo lién guan dang ké voi nguy
co ST thap hon voi giam vong eo dac biét lien quan dén nguy co

HFpEF thap hon



Nhirng diém chinh

» Nén theo d6i kali huyét thanh dinh ky va giam thiéu
uong ruou va tranh hat thudc.

» Tap thé duc phi hop thuong xuyén dugc khuyén nghi
VI N0 da duoc chimmg minh la ¢co 1oi1 cho nhitng nguoi
mac bénh PTP va ST.

» Giam can gilp cai thién cac yéu to nguy co vé tim
mach va c0 thé lam giam nguy co mac ST.



5. Nhim muc tiéu cic yéu to x4 hdi quyét dinh sirc khoe
(SDOH=Soclial determinants of health).

Nhirng diém chinh
» C4c nha cung cap nén xac dinh cac yeu to yéu to xa
hoi quyét dinh sttc khée (SDOH) cO thé anh huéng
xau dén kha nang tiép can dich vu cham sOC cua mot
ca nhan (mat kiém soat giira lwong thuc va viéc lam,
hiéu biét vé strc khoe, kha ning tiép can nha & va moi
trudng an toan) dé giam thiéu tac dong ctia ching.



Picu Ir

1



CARE TEAM

* Primary care

* Dietician

* Endocrinology

* History

* Physical
examination

= Periodic
evaluation with
natriuretic
peptides or high-
sensitivity cardiac
troponin

MEDICAL

MANAGEMENT

» ACEi/ARBs

* Optimize BP and
lipid control

* Optimize
glucose control
(SGLT2i, GLP-
1RA metformin

preferred )

CARE TEAM

* Primary care

* Dietician

+ Endocrinology
+ Cardiology

+ Targeted SDOH

-

History

Physical
examination
Echocardiography
Periodic evaluation
with natriuretic
peptides or high-
sensitivity cardiac
troponin

MEDICAL

MANAGEMENT
* ACEi/ARBs
s SGLT2i

(£ GLP-1RA,
metformin
preferred;
insulin SU
alternatives)
* BP and lipid
control
AVOID DPP-4i

AVOID TZDs
AVOID 5Us




Nhiing diém chinh
» ACEi va ARB la nhiing thudc duoc wu tién trong viéc quan Iy bénh nhan
giai doan A hoic B véi DPTPTL1 hoic PTDT2 va ting huyét ap, dic biét 1a
khi co albumin niéu va’/hoac BMV.
» Diéu tri bang thuoc loi tiéu loai thiazide hoic thudc e ché men chuyén da
duogc ching minh 1a hiéu qua hon diéu tri bang thudc chen kénh canxi trong
viéc ngin ngua tién trién thanh ST ¢ triéu chung va viéc st dung ching
duoc khuyén nghi dé dicu tri cho nhitng ngudi bénh PTD va ting huyét ap.
» Trong s6 nhirng bénh nhan DTD va DKD khong ¢6 ST ¢ triéu ching, viéc
str dung Finerenone, mot MRA khéng steroid, c6 thé 1am giam sy tién trién
ctia DKD va giam nguy co mac ST mdi.
» Can theo dbi can than nong d6 kali huyét thanh khi st dung MRA va céc
thuoc chen RAAS khac.




Sir dung thudc trong Suy tim giai doan C va D :

Cac hudng dan thuc hanh 1am sang gan day va cac tuyén bo dong thuan ctia chuyél
gia dé xuat Diéu tri noi khoa theo hudng dan (GDMT) dé diéu tri HFrEF ;

Po6i voi Bn DTP c6 HFrEF c6 triéu ching, néu khdng chong chi dinh, cac thanl
phan dy kién cua diéu tri noi khoa theo huéng dan bao géom:

1) Nhom tc ché thu thé angiotensin/neprilysin (ARNI) hoic ACEi/ARB,

2) Nhém chen beta dua trén bang ching,

3) MRA, v

4) SGLT2i.

Mic dU céc tiy chon hudng dan ndi khoa truc tiép ( cho HFpEF it dugc xac dinh r
rang, SGLT2i hién ciing duoc khuyén nghi trong HFpEF




Piéu tri ndi khoa theo Huwéng din
(GDMT=Guideline Directed Medical Therapy)

II_.-""..-- --_HE. .l/,a"" --."‘\__.-
U ché hé renin-angiotensin ‘
Thl_mc e che thu th_e Thuoc chen beta
angiotensin-neprilysin |
(ARNI), thudc rc ché men (beta blocker —BB)

chuyén (ACEi), thuoe chen
thu the angiotesin II (ARB) |

a N X

Thuoc rc ché kénh dong van

A A - 2
Thuoc doi khang thu the natri-glucose 2

mineralocorticoid - :
iner s i : sodium-glucose
(mmfﬁféngﬂﬂff ﬂlﬂi%ptm cotransporter-2 inhibitor —
= SGLT21)

N J 4




STAGED

CARE TEAM MEDICAL
* Primary care MANAGEMENT CARE TEAM MEDICAL
* Dietician + History * ARNI/ACEi/ * HF specialist MANAGEMENT
* Endocrinology » physical ARBs * Primary care * History * Same as
* Cardiology examination * B blocker * Dietician + Physical stage C
* Advanced Practice, « Echocardiography | *+ MRA . - ot -
Providers + Possible invasive * SGLT2i Endncrmnlngy Exammat_mn Possible healjt
« Pharmacists ovaluation . Diuretic * Advanced * Echocardiography transplantation
» Other specialties | » Periodic evaluation | * Other GDMT Practice * Periodic evaluation or left
:S HETdEd with Ttriur&tic as needed Providers with natriuretic ventricular assist
* Social support peptides « CGM . . . .
* Targeted SDOH + CRT/ICD Pha_rmamStS pEptlt.:lES device
AVOID DPP-4i * Social support | + Invasive
AVOID TZDs |L management
AVOID 5Us
& & I( r I{ X ° }\ .
Cac nhom thuoc e cheé RAAS deé dieu tri HFrEF.

Cac thudc nhdm nay bao gobm ARNI (Sacubitril/valsartan), ACEi, ARB va MRA.
ACEi |4 phuong phép diéu tri chinh (ARB cho Bn khoéng dung nap voi ACEi).
Nhom e ché RAAS dai dién cho liéu phap nén trong quan Iy HFrEF, 1am gia ting
LVEF ngay ca & Bn trude day da dung ACEI hoac ARB, giam nguy co nhap vién
hoac tir vong va cai thién ST.



Sacubitril + Valsartan (Entresto @]
Neprilysin inhibitor + AT; receptor blocker

Heart Failure

J- cardiac output
T+ ventricular filling pressure
T~ atrial pressure

T edema l
ANP  BNP TRenin
Natriuretic peptides -I'
. TAng i
eneficial effects of ANF/BNP Neprilysin
Vascular Sacubitril ARB ¢ AT, receptor
Tvasodilation Inactive peptides
relaxes vascular smooth muscle
Renal Harmful effects of Ang Il
T GFR THypertension
dilates afferent arterioles A Ischemia
T diuresis 1 Aldosterone
inhibits ENaC T Cardiac remodeling
Adrenal (hypertrophy & fibrosis)
J-aldosterone release
Cardiac

J-ventricular hypertrophy & fibrosis

Do hiéu qua vuot tro1 nhom
ARNI (sacubitril/valsartan),
ACEI va ARB khong con duoc
coi la chat trc ché renin-
angiotensin tiéu chuan vang dé
cham so6c HFrEF.
Sacubitril/valsartan chtra chat
trc ché Neprilysin cong voi
ARB, va c0 bang chtng vé loi
ich & HFrEF vuot trdi so voi
nhirng nguoi dung ACEIL.



Chen beta trong diéu tri HFrEF.

St dung chen beta ¢ nhitng ngudi bi HFrEF c6 lién quan dén viéc cai thién
EF that trai, giam nguy co bién chirg nghiém trong cua HF nhu r6i loan nhip
tim, suy bom hoac tir vong va cai thién tinh trang strc khoe.

Nhom tc ché Beta cd bang chimng hd trg sit dung trong HFrEF bao gom
Metoprolol succinate, Carvedilol va Bisoprolol.

Str dung trc ché beta dua trén bang chimg c6 lién quan dén loi ich gita nhitng
ngudi mac HFTEF va DTDT2 .



SGLT2i va HFrEF.

Céac thur nghiém Bn c6 HFrEF véi SGLT2i (Dapagliflozin) va Phong ngira Két
qua Bat lgi trong Suy tim (DAPA-HF) (45% véi DTDT2), ciing nhu Thu
nghiém SGLT2i (Empagliflozin) trén Bn Suy tim Man tinh va Phan suét tong
mau giam (EMPEROR-Reduced) (50% véi PTDT2) da ghi nhan giam dang ké
nguy co tir vong do tim mach hoac ST nhap vién va cai thién tinh trang strc khoe
va chat luong cudc song lién quan dén sir dung Dapagliflozin va Empagliflozin,
twong tng, khong phu thudc vao tinh trang bénh PTD ban dau va trong su6t quéa
trinh lién tuc cua HbAlc .

Pang chi y, diéu tri Empagliflozin & Bn trong EMPEROR-Reduced it dan dén
viéc nging diéu tri MRA hon , va bénh DTP méi khai phat & bénh nhan trong
DAPA-HF it gip hon & nhitng Bn dung Dapagliflozin duoc chon ngau nhién.



Tac dung chinh bao vé Tim cta trc ché SGLT2

' inhibition of NHE1, I, and |

T natriuresis and
osmotic diuresis

reduction of preload

T ketone bodies

improved fuel
energetics

SGLT1

v

L Na' in cardiomyocytes

T mitochondrial function
T calcium homeostasis

! blood pressure and
arterial stiffness

¥

reduction of afterload

modulation of mitochondrial
dynamics and autophagy

v

T mitochondrial function
4 oxidative stress

weight loss, 1 blood pressure,
4 glucotoxicity, 4 insulinemia,
4 insulinresistance, 4 uric acid

v

+ coronary atherosclerosis

T hematocrit

v

weight loss, + epicardial fat,
1 uric acid, T ketone bodies,
direct effects (?)

¥

1 inflammation, oxidative
stress and fibrosis

T oxygen supply




HFrEF » Congestion Event
T Clinical Symptoms
T Hospitalization
T Mortality

SGLT-2i

(canagliflozin, dapagliflozin, empagliflozin)

Improves HF Outcomes

I Edema = | Hospitalization

2222222222



U'c ché& SGLT2
Suy tim EF gidm | Db,

*Improved endothelial function Vascular and
*Decreased interstitial vs intravascular volume

“Decreased preload and afterload hemodynamic
*Increased hematocrit ' effects
*Decreased sympathetic nervous system
activity

*Dereased renin angiotensin system activation
*Reduced intraglomerular pressure
*Increase in natriuresis. diuresis and uricosuria

*Decreased albuminuria Renal effects
*Decreased renal oxidative stress

EﬁeCtS Of *Preservation of renal function
*Increased erythropoietin
SGLT?2

inhibitors *Decreased myocardial hypertrophy and
fibrosis
*Reverse cardiac remodelling
*Improved myocardial energetics Cardiac Effects

*Decreased myocardiac oxidative stress

«Inhibition of Na+/H+ exchanger
*Decreased epicardial fat accumulation

*Weight loss

*Decreased total body and visceral adiposity
*Increased insulin sensitivity

*Increased muscle free fatty acid uptake Metabolic effects
*Decreased uric acid levels

*Decreased liver steatosis and hepatocellular

injury

Fig. 1 Figure summarizing the biological effects of SGLT2 inhibitors




(a) Heart failure Clinical correlates SGLT2 |nh|b|t|on
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™ Ht | 1 \ Loss of calories/glucose
«.j ¢ Hb \ __/( =
, Fatty acids / Glucose ™ EPO v @ : 2
= Muptake + | consumption ] S;LTZ = -
— P P Imaging & SRS e =
g Juweov | £ —l Rt - o
— ’ £ SGLT1 «— e
T bvesv N e p < _F
S h Y Lwmi 3 =
@ 0 e |
v | ©LEF n
TV ooals
2 \ Accum ulanon of I|p|d and glucose v
Yo intermediates in cardiomyocytes 7k o
- | 2 Perceived energy deprivation
4 SIRTUIN -1 J HIF 4 AMPK 2 mTORC1 ¢ il
OHDD NSIRTUIN-1/HIF/AMPK ¢,Akt/mTORc1
L\\:p aQ ® 332 ’ e
— - -
// , % —~
(3) IMPAIRED AUTOPHAGY (3 ) RESTORATION OF AUTOPHAGY
|y ilE i
Apoptosis OX/ER stress Inflammation Reversal of —N
- ) v @ © B e /\—i>
m — OO Q - \ cardiac remodelmg ‘ 4

(A) Suy tim la mét bénh dw thira chat dinh dwdng, thuc day sw tich tu cac chat trung gian lipid va glucose trong TB co
tim, dan dén khiém khuyét qua trinh tw thwe, chét theo chwong trinh, stress oxy héa (OX) va mang lwéi ndi chat
(ER) va viém.

(B) SGLT2i kich hoat tinh trang thiéu dinh dwé&ng bang cach thay déi trang thai can bang gitra con dwéng Sirtuin-1/yéu
td gay thiéu oxy (HIF)/AMPK va con dwdng phirc hop rapamycin 1 (mTORC1) dich Akt/dong vat cé va. Két qua 13,
khéi phuc autophagy co Igi cho viéc dao ngwoc qua trinh tu stra tim khéng thuan loi.



Mt s6 thuoe khac diéu tri HFrEF.

Hudng dan diéu tri noi khoa it duge sir dung cho HFrEF bao gdom thudc giam nhip
tim don thuan lvabradine, su két hop cua hydralazine va isosorbide dinitrate, va
thudc loi tiéu quai.

lvabradine duogc khuyén céo st dung cho Bn c6 HFrEF, & nhip xoang véi nhip tim
lic nghi 14 >70 nhip/phlt va dang dung thuodc chen beta dugc dung nap toi da
nham giam nguy co nhap vién do ST.

Két hop hydralazine va isosorbide dinitrate 14 mot su thay thé cho ARNI, ACEi
hoic ARB trong cac tinh huong dic biét, dic biét & nhitng nguoi Da den mac
HFrEF va nhiing Bn ting kali mau va/hodc suy giam chitc niang than nham dap tng
v6i rc ché renin-angiotensin ban dau hoic nhitng nguoi van con triéu chimg mic
dU hudéng dan liu phap ndi khoa GDMT ban dau.

Khong cé dit liéu ngau nhién cu thé ndo vé sy thay doi hiéu qua cua
hydralazine/isosorbide dinitrate do tinh trang bénh DTD hién c0



DRUGS.USED-IN.- TREALMENT-OF
ANGINA-  oTHERS

Ivabradine
Not classified + claimed to be CARDIOTONIC agent

Extracellular .
Funny T-type

fluid
l::i— Norepinephrine Adenylate channel calcium —
\ or epinephrine cyclase channel
.QQQQ( \QQQQQQQQQQQQQ QQQQQQQQQG

a Q‘.QQQQQ !! Q.QQ.Q.QQQQ

Cytosol Depolarization

Acts on the “ Funny Channel” a special Na channel in SAN
+ ¥+ HR-> ¥ myocardial work » ¥+ Myocardial 0, demand OTHERS



Heart failure

cGMP deficiency

=\

Myocardial
dysfunction

Vascular
dysfunction

Vericiguat

Enhances sensitivity
of sGC to NO

Directly stimulates
sGC

Vericiguat

chat kich thich enzyme
cyclase guanylate hoa tan
dugc chi dinh dé diéu tri
cho Bn ST man va EF <
45% va modi1 nhap vién Vi
ST nhung chi nén dugc bo
sung sau khi Diéu tri ndi
khoa theo huéng dan da
dwoc tdi wu hoa.



Thuoc loi tiéu quai thwong chi dinh Bn bi ST va giir nuéec.

Liéu cao loi tiéu quai cao hon c6 lién quan dén nguy co cao dén hau qua bat 1gi
va tac dung phu.

Nén str dung lidu t6i thiéu 6 hiéu qua nham tranh nguy co 1am suy giam chic
nang than, roi loan dién g1a1 hoac tut huyét ap do can kiét ndi mach.

Nén danh gia 1am sang can than vé cac dau hiéu ST sung huyét trude khi quyét
dinh thay d6i liéu thudc loi tiéu quai dé tranh nguy co thira hodc thiéu nude.
Ung dung cia GDMT c0 thé gilp giam hodc bo thudc loi tiéu quai; diéu nay
dic biét xay ra voi viée sir dung ARNI va SGLT2i nhiéu hon .

Trong s6 Bn khang thuéc lgi tiéu quai, nhém lgi tiéu thiazide doi khi duoc bo
sung nham “tang cuong” tac dung loi tiéu va theo ddi chit ché cac chat dién
giai va chitc ning than néu 4p dung phuong phap nay



Nhiing diém chinh

+ C4c khuyén nghi vé diéu tri ndi khoa theo hudng dan
(GDMT) cho nhiing ngudi mac HFrEF va bénh DTD ciing tuong
ty nhu nhitng khuyén nghi cho bénh nhan HFrEF khéng mac
PTD va bao gom ARNI, ACEi hoic ARB, thudc chen beta dua
trén bang chirmg, MRA va SGLT2i.

» Sacubitril/valsartan |3 thudc diéu trj dau tay ¢ nhitng nguoi
mac bénh DTD va HFrEF va duogc wu tién hon ACEI hoac ARB




Piéu tri suy tim véi phan suat tong mau bao ton (HFpEF).

Bn ST c6 LVEF > 40% c6 nhiéu han ché Iya chon thudc hon, vi hau
hét khuyén cdo noi khoa duoc kham pha trong quan thé nay da lam
giam nguy co on dinh hon so véi nhitng ngudi c6 LVEF < 40%.

Do d6, viéc diéu tri cho nhitng nguoi nhu vay thuong tap trung vao
kiém sodt ting huyét 4p bang ACEi hodc ARB, thudc loi tiéu quai dé
kiém soat tac ngh&n va diéu tri cac yéu to thic day (bénh van tim, roi
loan nhip nhi).

Hau hét cic thtr nghiém gan day vé liéu phap diéu tri HFpEF bao
gom nhitng ngudi HFMEF clng véi nhitng Bn HFpEF “co dién”;
theo do, khoang LVEF trong cac nghién ctru nay thuong la >40%.



Uc ché SGLT2 va Suy tim EF bao ton

Hypertension Obesity

Diabetes
mellitus

\

Chronic kidney

Oxidative stress /
Inflammation

NO bioavailability <, \ Fibrosis 1
) Hypertrophy 1

PKG signalin = =
gnaling ¥ [ camki 1 (?)

|

Diastolic dysfunction
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SGLT2 inhibition

Glycosuria Natriuresis 1 Erythrocytosis
l ' l 4 Uric acid production
i Bodym &uc:tse i m‘mm um l 1 Autophagic flux
gl Nutrient deprivation 4 Inflammation
Improved lipid profiles 4 Intraglomerular pressure signalling | 4 Oxidative stress
Improved cardiac energetics 4 Diuretic resistance Improved cellular function
v
Ca** and Na* homeostasis i M"‘“‘n'.“'m"“' <«
4 CaMKIl & NHE1 activity
4 Late |y,
l 1 Cardiomyocyte stiffness 1 Endothelial dysfunction
Improved excitation-contraction coupling }——»{ | Cardiac hypertrophy . :
l ¥ Miofiaient phosphorylstion 1 Interstitial fibrosis

1 Arrythmia burden Improved diastolic function




Nhitng diém chinh
» Trong s6 nhitng ngudi bi HFpEF, viéc cin nhac diéu tri bang
spironolactone hoac sacubitril/valsartan la hop ly.
» O nhitng nguoi mac HFpEF, diéu tri bang SGLT2i 14 liéu phap da
duoc chirng minh 1am sang giup giam ST nhap vién



Unfavorable metabolic pathophysiological mechanisms }
>
Neuro-hormonal status Reduced Inflammation
—| functional
/MSympathetic activity TAngiotensin Il Aldosterone . Natriuretic peptide status Oxidative stress
\_ system
Heart Type 2
Failure :_ Diabetes Mellitus
I,/" ™y
Type 2 SOdium'G.lu.mse Angmte:nksm re_r:tlaptur ACE-inhibitors AT2-receptor | Nebivolol  Bisoprolol Metopmlal Dluretl'cs
- Cotrasporter inhibitors  neprylisis inhibitors blockers Carvedilol Ivabradine )
Very Favorable Favorable Mild favorable / Neutral Unfavorable
i ™
Heart Failure Therapy: Metabolic effects

Hinh . Co s& sinh ly bénh dan dén dai thdo dudng & bénh nhan suy tim va anh hudng cua liéu phap diéu tri suy tim doi véi
nguy co phéat trién bénh dai thao duong




Quan Iy roi loan lipid mau

Khuyén cdo cho tat ca Bn DTD trén 40 tudi sir dung statin va Bn tré tuoi (20-39
tu6i) c6 thém céac yéu t6 nguy co BTMXV ngoai bénh DTPD.

Loi ich cta statin ¢ nhitng Bn DT nguoi 16n tudi (>75 tudi) chua 1o

Céac bién phap can thiép lam giam LDL.C c0 ngan ngira dugc ST & nhirng nguoi
bénh DT hay khong 1a khéng chac chan; tuy nhién, trong mot nghién ctru hoi
ctru trén 600 nguoi DPTPT2, viée str dung statin cuong do trung binh ban dau, so
véi viée st dung statin cuong d6 thap hoidc khong st dung statin, c6 lién quan
dén ty 16 mac ST thap hon trong qua trinh theo ddi trung binh 6 nam khéng phu
thudc vao mirc do LDL.C hoic bién c6 BMV.

Nhiing diém chinh
» C4c huéng dan thyc hanh Iam Sang khuyén nghi diéu tri Statin cho nhitng Bn
DTD dua trén tudi tac va cac yéu td nguy co co ban



Quan ly dwong huyét

Quan Iy G mau Ia trong tdm cua Bn DTP nham han ché nguy co bién
chung

Tang G mau lam ting nguy co ST, ngay ca khi khéng biét mac DTD,
nguy co nay rd nhat khi HbAlc > 8%.

Chua c6 dir liéu kiém soat G mau tich cuc giam nguy co ST trong
PTDT?2.

Mot s6 thir nghiém tién ctru & Bn DPTDT2 ghi nhan khdéng co su Khac
biét vé ty 1& ST gitta nhom diéu tri tich cuc (HbAlc 6,4-7,0%) va
tiéu chuan ( HbAlc 7,3-8,4%) .

Cac nghién ctru ghi nhan lién quan gitra HbAlc va ty 1€ tir vong & Bn
ST ¢6 hinh chit U, véi ty 1& tr vong thap nhat & Bn HbAlc 1a 7-8% .
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Effect of Glucose Lowering Agents on Cardiovascular Outcomes
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Nhom tre ché Dipeptidyl Peptidase 4.

Table 1 Risk of heart failure exacerbation in cardiovascular outcome trials on dipeptidyl peptidase-4 inhibitors

Study Drug N Baselineheart ~ Baseline cardiovascular Median follow-up  Heart failure hospitalisation risk
failure (%) disease (%) (years) (HR (95% CI))

SAVOR-TIMIS3 [19)  Saxagliptin 16492 13 78 2.1 1.27 (1.07-1.51

EXAMINE [20] Alogliptin 5380 28 100 15 1.07 (0.79-1.46

TECOS [21] Sitagliptin 14671 18 100 3.0 1.00(0.83-1.20

GARMELINA [22] Linagliptin 6991 27 57 2.2 0.90(0.74-1.08

CAROLINA® [23] Linagliptin 6033 4 42 59 1.21(0.92-1.59

N number, HR hazard ratio, (1 confidence inferval
4Compared with glimepiride instead of placebo

M. Wijnen - E. J. J. Duschek - H. Boom - M. van Vlie The effects of antidiabetic agents on heart failure.
Neth Heart J (2022) 30:65-75 https://doi.org/10.1007/s12471-021-01579-2



Nhom dong van thu thé glucagon-like peptide 1 (GLP-1RA).

Table 2 Risk of heart failure exacerbation in cardiovascular outcome trials on glucagon-like peptide-1 receptor agonists

Study Drug N Baseline heart Baseline cardiovascular  Median follow-up  Heart failure hospitalisation risk
failure (%) disease (%) (years) (HR (95%C1))
ELIXA [28] Lixisenatide 60Gs 22 100 2.1 0.96 (0.75-1.23)
LEADER [29 Liraglutide 9340 18 81 38 0.87 (0.73-1.09)
SUSTAIN-6 [30] Semaglutide 297 A 83 2.1 1.11(0.77-1.61)
EXSCEL [31 Exenatide 14,752 16 73 3.2 0.94(0.78-1.13)
HARMONY [32] Albiglutide 9463 20 100 1.6 0.85(0.70-1.04)
REWIND [33] Dulaglutide 9901 4 32 5.4 0.93(0.77-1.12)
PIONEER-G [34] Semaglutide 3182 NA 85 1.3 0.86 (0.48-1.55)

N number, HR hazard ratio, (1 confidence interval, N4 not available

M. Wijnen - E. J. J. Duschek - H. Boom - M. van Vlie The effects of antidiabetic agents on heart failure.
Neth Heart J (2022) 30:65-75 https://doi.org/10.1007/s12471-021-01579-2



Nhom e ché SGLT2.

Table 3 Risk of heart failure exacerpation in caraiovascular outcome, neart failure and kidney outcome ftrials on sodium-
glucose cotransporter-2 (SGLT2) inhibitors

Study Drug N Baseline heart Baseline cardiovascular Median follow-up  Heart failure hospitalisation risk
failure (%) disease (%) (years) (HR (95% CI))
Cardiovascular outcome trials
EMPA-REG [39) Empaglifiozin 7020 10 99 3.1 0.65 (0.50-0.85)
CANVAS Program [40]  Canaglifiozin 10,142 14 66 24 0.67 (0.52-0.87)
DECLARE-TIMI 58 [41]  Dapagliflozin 17,160 10 4 4.2 0.73 (0.61-0.88)
VERTIS CV [42] Ertugliflozin 8246 24 76 3.0 0.70 (0.54-0.90)
Heart failure trials
DAPA-HF? [45) Dapagliflozin 4744 100 56 1.5 0.70 (0.59-0.83)
EMPEROR-Reduced” [46] Empaglifiozin 3730 100 52 1.3 0.70 (0.58-0.85)
SCORED [60] Sotaglifiozin® 10,584 31 22 1.3 0.67 (0.55-0.82)
SOLOIST-WHF [49) Sotaglifiozin® 1222 100 NA 0.8 0.64 (0.49-0.83)
Kidney outcome frials
CREDENCE [50] Canagliflozin 4401 15 50 2.6 0.61 (0.47-0.80)
DAPA-CKD? [51) Dapagliflozin 4304 11 37 2.4 0.71 (0.55-0.92)*

N number, HR hazard ratio, & confidence interval, N4 not available

dIncluded 1983 diabetic and 2761 non-diabetic patients with heart failure with reduced ejection fraction (HFrEF)
YIncluded 1856 diabetic and 1874 non-diabetic patients with HFrEF

“Sotaglifiozin is a SGLT2 inhibitor with some anti-SGLT1 activity

Yncluded 2906 diabetic and 1398 non-diabetic patients with chronic kidney disease

“Composite outcome of heart failure hospitalisation and cardiovascular mortality

M. Wijnen - E. J. J. Duschek - Boom - M. van Vlie The effects of antidiabetic agents on heart failure. Neth Heart J
(2022) 30:65-75 https://doi.org/10.1007/s12471-021-01579-2



Nhirng diém chinh

Thubc diéu tri DTD ¢6 tdc dung khac nhau dbi voi nguy co ST, va cac
YTNC cua mdi ca nhan nén duoc xem Xxét va can nhic can than khi lua
chon phac db diéu tri bénh DTD.

« SGLT2i l1a mét thude dugc mong doi & tat ca Bn BDTD va suy tim ¢
triéu chirng va nén duoc st dung & nhitng ngudi €O nguy co tim mach
cao, ké ca nhitng nguodi mac bénh suy tim giai doan B.

* Néu can kiém soat duong huyét bo sung cho mot ngudi mac DPTDT2 ¢
nguy co cao mac hodc da mac ST, viéc sit dung GLP1RA, Metformin
hoac ca hai nén duoc uu tien hon so SU.

» Thudc trc ché DPP-4 hoic TZD khong duoc khuyén cdo cho bénh nhan
DTD co ST giai doan B, C va D.

» Bicu tri bang insulin c6 thé dugc thém vao néu co chi dinh kiém soat
duong huyét bo sung.



Theo doI dac biét
Phuc hoi chirc nang tim ( cardiac rehabilitation)

Nhirng diém chinh

» Cac chuong trinh phuc hoi chic niang tim cé loi ich thap hon
d6i voi nhitng ngudi bénh BPTD va HFrEF.

» Tham gia phuc hoi chtic ning tim cé lién quan dén viéc cai
thién kha niang gang stic va tinh trang stic khoe va cO thé lam
giam ty 1¢ tir vong.

» C4C nd luc nham ting cuodng gidi thiéu thuong xuyén nhiing
ngudi du diéu kién dén phuc hoéi chic nang tim dugc khuyén
khich.



Can nhac vé phiu thuit chuyén hoa
cho bénh dai thdo dwdng va suy tim

Nhitng diém chinh

» Phau thuat chuyén hoa thic day cai thién cac yéu
t6 nguy co lién quan dén HF va cd lién quan truc tiép
dén viéc giam C4c bién co tim mach chinh ¢ nhiing
ngudi mac HF va béo phi va do d6 nén dugc xem xét
& nhitng ngudi ndy dé cai thién két qua ctia HF.






Str dung COng nghé theo doi Bénh DTD ( Diabetes Technologies)
va Cham soc Siwre khée Di dong ( Mobile Health)

Nhiing diém chinh

* V61 nhiing loi ich cia CGM da duoc chirng minh trong viéc
giam thiéu nguy co ha dudng huyét va toi uu hda viéc kiém
soat glucose ¢ bénh nhan T1D va T2D trong sudt qué trinh
lién tuc theo do tudi, va trén cac quan thé da dang vé ching
toc va kinh té x& hoi, viéc tich hop CGM trong quan ly tat ca
nhitng nguodi mac bénh TP c6 nguy co mic hoic mic ST
nén dugc xem Xxet.



Nhirng can nhic vé quan Iy bénh nhan PTP va suy tim cap tinh
Nhirng diém chinh
» Nhap vién vi ST mat bl hoic ST méi khoi phéat 1 thoi diém then chot
trong hanh trinh bénh tat cua nhitng Bn PTD, vi nguy co dan dén két
qua bat lgi tang Ién dang ké trong boi canh nay.
 Trong thoi gian nhap vién, nhitng Bn DTD va suy tim nén dugc quan
ly tiéu chuan theo cac tai liéu dong thuan va hudng dan hién dai, bao
gom danh gia nguyén nhan gay suy tim cap tinh va to6i uvu hoa Piéu tri
ndi khoa theo Huéng dan ngoai tra.
« Xem xét viéc bat dau hoic tiép tuc diéu tri SGLT2i trong quan Iy bénh
nhan noi trd d6i voi bénh nhan dai thao duong va suy tim cap tinh.



TAC PONG LAM SANG VA DIEN BIEN O BENH PTPD.
Nhirng diém chinh s

Bénh DTP lam tram trong thém quy dao 1dm sang ctia nhiing
ngudi mac bénh ST.

o Nhitng ngudi mac bénh PTP va ST nén duoc gido duc vé vong
xoan bénh Iy cd thé xay ra ctia bénh tim va cac chién luge quan 1y c6
thé cai thién két qua cua ho, dé han ché sy tién trién cua bénh bao
g6m nhap vién va tir vong lién quan dén ST.



KET LUAN
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Chan thanh cam on
sw theo doi
cua quy dong nghié




Kinh moi quy dong nghiép tham duw Hi nghi
NGi Tiét — Dai Thao Puwéng — Rdi Loan Chuyén Hoa
Tai Thanh Pho Da Nang ngay 16 va 17/6/2023
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