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1. Dac diém ton thwong tim & bénh nhan dai thao dwéng
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Bénh ly Than - Tim mach - Chuyén héa
co6 tac dong qua lai, chong lap lan nhau va lam tang ganh nang

Ton thuong moé r w

(NMCT, dot qui, suy than, 35% bn DTD dugc chan
doan bénh than man’

bénh PM ngoai bién) \I

Huyét khoi xa vira Tai dinh dang i | )
BEnh TM tién trién bénh ly 45% bn suy tim mac kém

T Cﬂ’ X/ | pTH2 |

RLCN sGm . ,
clia moé a Ton thucdng co quan dich

\

Viém, stress oxy hoa Suy cd quan g/d cuoi
va stress cd hoc (suy tim, suy than g/d cuoi)

( )
Tang huyét ap ’\ > 60% bn suy tim mac

Pdi thdo duwong ., kem bénh thdn man?
Réiloan m& mau Cac yeu to nguy co TI.I' VOI‘Ig

1 1 e Pa QL () () ()
Circulation, Volume 114, Issue 25, 19 December 2006, P ges 2850-2870 e e e —————————— Ty




trong cua viéc phong ngu’a soO'm

Schematic Representation of Natural Disease Progression, Risk of Complication and Outcomes in Diabetes

Death
Multiple CV risk factors: Increasing risk of: Event: Complications: /
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~ LV Dysfunction HF

T2D diagnosed

CKD, Chronic Kidney Disease; ESKD, End-Stage Kidney Disease; LV, Left Ventricular; HF, Heart Failure
Adapted from Giorgino F et al, Diabetes Obes Metab. 2020 Sep; 22(9): 1481-1495
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Bénh tim mach - Nguyén nhan tir vong hang dau
& cac BN DTD tip 2

Khac

Bénh tim mach
52%
Ung thw

Gﬁ%@ Bénh than

Mean follow-up was 9.4 years for men and 9.8 years for women; N=709

1. International Diabetes Federation. IDF Diabetes Atlas. 7th edn. 2015. www.idf.org/diabetesatlas (accessed June 2017);
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PAC DIEM SUY TIM O BN DTD: LA BIEN CHUNG THUONG GAP

Cohort study of patients (N~1.9 million) with T2D
and incidence of CV disease’ Suy tim thwérng 1a bién chirng tim mach dau tién
tréen BN DTD typ 2
hon 1a Pét quy hay Nhoi mau co’ tim

16.2%

% event as first CV event

- (Bc‘)ng mac cua DTD typ 2 va suy tim:2 h
» Thir nghiém BTD typ 2: tin suét suy tim 10% - 30%
_* Thi¥ nghiém suy tim man: tan suat DTD typ 2~30%

PAD HF @ NFMI Ischemic stroke CV death

Using records from the UK CALIBER program, the study examined data from
1,887,062 control patients and 34,198 patients with Type 2 diabetes to assess
the most common initial manifestations of cardiovascular disease
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Tuy nhién, ty |1&é I&n Suy tim khdong dwoc chan doan & BN DTD tip 2,
dac biét la suy tim PSTM bao ton

Patients with Type 2 Diabetes
Previously Undiagnosed with HF (n=581)

Ty 1& cao Suy tim khong duwoc phat
hién trén mo6t s6 phan nhom

BMI =30
kg/m?

Heart Failure
(HFpEF), 23%

Gia tang tuoi

tac

Heart Failure (HFrEF),
5%

o Diéu tri Tang
Kho tho Huyét ap

Suy tim PSTM bao tén 1a bién chirng thuwdng xuat hién sém, hay bi bé
s6t chan doan nhwng rat ngquy hiém & BN DTD tip 2

HF = heart failure; HFpEF = heart failure with preserved ejection fraction; HFrEF = heart failure with reduced ejection fraction; T2D = Type 2 diabetes mellitus
Boonman-de Winter L, et al. Diabetologia 2012;55:2154-2162 NGHI KHOA HOC BENH VIEN NQI TIET TRUNG UONG NAM 2025
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PDAC DPIEM SUY TIM EF BAO TON: TY LE MAC CAO

~ Percentage of Patients Within Reasons for Increased HFpEF Prevalence?
Each LVEF Category'-@

Increasing Life Expectancy and Aging of the Population
« Global population is rapidly aging

« Rate of HFpEF among patients with HF increases with age
HFpEF

* Increase in comorbidities associated with aging

Epidemic of Cardiac and Non-cardiac Comorbidities

HFmrEF « Improved survival after onset of CAD

« Rate of AFincreasing due to an aging general population and
increased longevity

* Increasing incidence of obesity, metabolic syndrome, and

Increased Clinical Recognition
« Improved diagnostic techniques

HFrEF

1985-1994 2005-2014  Development of diagnostic guidelines
S 0 ] . 1. VasanRS et al. JACC Cardiovasc Imaging. 2018;11:1-11; 2. Oktay AA et al. Curr Heart Fail Rep.
- Khoang 50% suy tim la HFpEF 2013;10:401-410

- HFrEF c6 xu hwéng gidm, EF béo ton ngay cang téng

HOI NGHI KHOA HOC BENH VIEN NOI TIET TRUNG UONG NAM 2025




DAC DIEM SUY TIM EF BAO TON: TIEN LUONG XAU

Readmission and Mortality Among HF Types' ©
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ouy 1M Gay 1 W VOIig INrnieu no’m wviot o0 oerin vng
Thw

% Ti Ié t&r vong sau 5 nam
50 -
40 A
30 -
20 A
10
0 | |
Ung thw Vu Hodgkin's lymphoma Non-Hodgkin's Ung thw dai tree trang Bénh bach ciu Suy tim
lymphoma

> Can diéu tri suy tim s&m, tich cwc: giong nhw diéu tri ung thw

11

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 Ol NGHI KHOA HQC BENH VIEN NOI TIET TRUNG UONG NAM 2025



http://seer.cancer.gov/statfacts

~ DAC BIEM SUY TIM O’ BN BTD: ‘
LAM TRAM TRONG SUY TIM EF GIAM VA EF BAO TON

CV Death or Hospitalization Due to HF
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Follow-up (years)

} Patients with T2D are at increased risk of CV events and death, regardless of EF

HOI NGHI KHOA HOC BENH VIEN NOI TIET TRUNG UONG NAM 2025



Iﬁ.&i’ﬂ:“g@ﬁlﬁr r%""‘c’% B S N 6 O t ® A't , t h A’ I ‘ ‘ A’ h ?
i tiét co thé lam gi tot hon:




NOI DUNG TRINH BAY

2. B6 xung xét nghiém gi vé mat tim mach & Bn dai thao dwéong
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Bo xung XN tam soat nguy co’ tim mach & bn BPTD (EASD 2019)

level
Khuyén cao

= SA dé phat hién mang vira xo dm cdnh va/hodc dm dui nén duwoc xem xét nhw 1a YTNC lla B

hiéu chinh & cac BN BTD khdng co triéu chirng

= Piém vbi héa mach vanh trén CT c6 thé dwoc xem xét nhw yéu td nguy co hiéu chinh b B
trong danh gia nguy tim mach & cac BN BTD khdng tri€u chirng cé nguy co trung binh.

* Chup CT mach vanh hoac hinh anh hoc chirc nang (xa hinh twoi mau co tim, MRI tim llb B
gang strc, hoac siéu am tim gang stre voi thude hoac tham lan) co thé dwoc xem xét &
nhirng BN DTD khong trieu chirng dé tam soat BMV

= ABI c6 thé dwoc xem xét nhw yéu td nguy co hiéu chinh trong danh gia nguy co tim b B
mach
= Phat hién mang xo vira DM canh hodc DM dui béi CT, hodc MRI, ¢c6 thé dwoc xem xét |Ib B

nhw yéu to nguy co hiéu chinh & BN BDTD nguy co tim mach trung binh ho&c cao.

= Siéu am danh gia bé day I6p trung ndi mac dm canh dé danh gia nguy co tim mach A
knong dwgc khuyén cao

= Panh gia thwéng quy cac dau an sinh hoc khdng dwoc khuyén cdo cho phan tang nguy - B
~y tim mach




Treatment goal

for LDL-C « SCORE <1%
» SCORE =1% and <5%
i Y * Young patients (TI1DM <35 years;
3.0 mmol/L ' T2DM <50 years) with DM duration
¥ <10 years without other risk factors
(116 mg/dL) Low i

» SCORE 25% and <10%
*» Markedly elevated single risk factors, in
particular TC >8 mmol/L (310 mg/dL) or
LDL-C >4.9 mmol/L (190 mg/dL) or
BP =180/1 10 mmHg
» FH without other major risk factors
* Moderate CKD (eGFR 30-59 mL/min)
* DM w/o target organ damage, with DM
duration =10 years or other additional risk factor

ESC 2019

1.8 mmol/L * ASCVD (clinical/imaging)
i (70 mg/dL) « SCORE 210%
& =50% « FH with ASCVD or with another
reduction major risk factor
from . 'éehx%r‘e CKD (eGFR <d30 mL/mir;)
. target organ damage: >
baseline | 4 mmol/L major risk factors; or early onset of
(35 mg/dL) T1DM of long duration (>20 years)

Low Moderate High Very high CV Risk

Mach F, et al. Eur Heart J. 2020;41(1):111-188.
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s=Nhan dién sém doi twong BN nguy co’ cao suy tim theo ACC/AHA/HFSA 2022

ACC/AHA/HFSA four stages of Heart Failure

a8 Y (= Y
Stage A ..Fﬁt ea-?leegrt Stage D
At risk Failure” End-stage
e Diabetes Asymptomatic with
e Obesity evidence of:
e Hypertension 1. Structural heart gr’)éc'frlr(eegui¥ g,;? Zoégft
e Atherosclerotic CVD disease Falliva talicati
e Exposure to 2. Raised filling ailure .osplta (satlons
cardiotoxic agents pressures despite max Imql/y
e Genetic variant for 3 Raised cardiac tO/?" ated guideline
cardiomyopathy biomarkers (in the directed therapy.
e Positive fam//y absence of
h’StO{)’ of alternative
cardiomyopathy diagnosis)
. J " J

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure
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ADA 2022: sang loc va chan doan suy tim trén BN BDTD

Phwong phap tiép can tirng bwéc dé sang loc va chan doan
\ suy tim

Bé&nh nhan PTP c6 nguy co’ mat ~ GiaidoanA  Giai doan CID

bénh HF va dwoc phan loai thudc ©o nguy cosuy tim o rieu chng s A
f.]' t " pd A " . Béo phi . R<'3:i loan chirc nang tam thu that o

nNNoOmM suy tim gial doan A. . PTD1ip 2 e Kho tha khi gang sirc

 RG&i loan chirc nang tam trwong

khé thé khi nam

« Tang huyét ap

- RGi loan lipid mau | thattal 2 Lot e A s

B Phi dai that trai Kho the kich phat vé dém

- Bénh déng mach vanh > LB g T Suy nhwoc/mét moi
i e e et as - * Bénhvan tim . o i

* Gigi tinh/Cac yéu té xa hoi quyét . Ap lyc Iam day ting HOAC d4u Téng can

Khuyén céo do ndng do dinh surc khoe
peptide loi niéu natri hoac hs-
E cTn it nhat hang nam dé xac
dinh Suy tim giai doan B va xac Sang loc dau an sinh hoc D4u hiéu ctia suy
dlnh nguy co tlén trién clia bénh (NT-proBNP, BNP, high-sensitivity cardiac troponin) tim
\ suy tim co triéu chirng PN | cs |

an sinh hoc tang cao

[ Binh thwong ] [ Tang? ] |
4 )
Y Y HFpEF
Lap lai it nha&t Hinh anh hoc X HFrEF
1 [an/nam (Chest X-ray, ECHO) | _ y

aBiomarker thresholds: BNP =50 pg/mL, NT-proBNP =125 pg/mL, high-sensitivity cardiac troponin >99th percentile upper reference limit.
Adapted from Pop-Busui R et al. Diabetes Care. 2022;45(7):1670-1690. DA HOC BENH VIEN NOI TIET TRUNG UONG NAM 2025




Lwu do chan doan suy tim & bénh nhan dai thao dwéng

~ ™
" Patient with diabetes (at risk for HF)
' _T'Rep‘e'a‘t evaluation | A
v z s . N v e 4—@——~ | signs for HF andlor
Tham kham triéu chirng va xét nghiem RN | g >
NT-pro BNP/ BNP cé vai tro quan trong t
A ” ‘ ~° o . “YM
trong tam soat va chan doan suy tim cho T
BN DTD trwdc si€u am tim f suspected HF
N & NTproBNP > |25 pg/mL ‘
or BNP =235 pg/mL )
Bénh nhan BTD co6 nguy co suy tim -.
Khuyén cdo khao sat cé hé thong vé |
cac triéu chirng va/ hodc dau hiéu L ®-| S o
suy tim tal MOi |‘én tham kham & té’t k functional card;ac abnormality
ca cac bénh nhan bTb Y
) v
Néu co trieu chirng nghi ngo suy tim, HF confirmed
~ , \ , N Define HF phenotype
khuyen cao lam xet nghlem BNP/ based on LVEF measurement
NT-proBNP 1
2 Y s— —1 3
C <40%  41%49% C 250%
(HFrEF) . (HFmrEF) _ (HFpEF)
o _ _ _ _ o Determine aetiology aﬁd commence treatment -_
2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes . =
(European Heart Joumal; 2023 —doi:10.1093/eurheartj/ehad192) 3 @ ESC—/
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NOI DUNG TRINH BAY

3. Bénh nhan BT, nén dung iSGLT2 & giai doan nao dé phong va diéu tri

ton thwong tim
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Y nghia Iam sang cho phan I&n dan sé DTD tw
lo’i ich bao vé tim than sdm trong DECLARE-TIMI 58

70-80% dan s6 DTP mé&i chi c6 YTNC: bao vé sém giup thay doi dw hau tim mach cta dan s6 PTD o
Ty lé dai 'dlen cho
dan s6 DTD

Nguy co’ tim mach & cac nghién ciru CVOT SGLT-2i

EMPA-REG OUTCOME
A (N = 23,941,512)
Yéu to nguy co’ tim mach: DTD tip 2 DTD tip 2 DTD tip 2 -
. Tudi + ASCVD (41%) +ASCVD (66%)  +ASCVD (99%) '
«  Tang huyét ap Hoac Hodc ’
«  Réi loan lipid mau >2 YTNC (59%) >3 YTNC (34%)
« Hutthudcla
ff_j - Béobung
G
0
g DECLARE-TIMI 58
‘5 (N =23,941,512)
O
S 39.8%

DECLARE (n=17,160)'

+) ”

Application in daily clinical practice

1. Wiviott SD, et al. Am Heart ) 2018;200:83-89; 2. Neal B, et al. N Engl J Med 2017;377:644—-657; 3. Zinman B, et al. N Engl J Med 2015;373:2117-2128; 4. Einarson TR, et al. Cardiovasc Diabetol 2018;17:83; 5. McGurnaghan S, et al.
Diabet. Med. 2019;36:718-725; 6. Raz |, et al. Diabetes Obes Metab 2018;20:1102-1110; 7. Wittbrodt ET, et al Am J Manag Care. 2018;24:5138-S145.
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Dapagliflozin Placebo
Decrease eGFR 240%, ESRD or KM KM
CV or Renal Death’ Event Rate Event Rate Hazard Ratio Interaction
n/N (%)  (4years) n/N (%) (4years) (95% ClI) P value
Baseline CV disease or risk factor
Established CVD 216/3474 (6.2) 6.1% 275/3500 (7.9) 7.3% F 0.79 (0.66-0.94) 0.67
Multiple risk factors 154/5108 (3.0) 2.9% 205/5078 (4.0) 3.9% F 0.74 (0.60-0.91)
DECLARE TI IV" 58 History of heart failure 100/852 (11.7)  11.0% 118/872 (13.5) 12.8% ——— 0.84 (0.64-1.11) 0.45
No history of heart failure 270/7730 (3.5) 3.4% 362/7706 (4.7) 4.5% - 0.74 (0.63-0.87)
Dapagliflozin gll'lp History of hypertension 348/7769 (4.5) 4.4% 435/7658 (5.7) 5.4% F o 0.78 (0.68-0.90) 0.19
. . , o e No history of hypertension 22/813 (2.7) 2.3% 45/920 (4.9) 4.6% Em— 0.56 (0.33-0.93)
phong nglra cac bién co . .
Baseline renal function
tim than trén bénh eGFR 290 mL/min/1.73 m? 135/4137 (3.3) 3.1%  164/4025 (4.1) 4.0% L] 0.79 (0.63-0.99)
nhan PTbH chu‘a c(’) b|é'n eGFR 60-<90 mL/min/1.73 m? 182/3838 (4.7) 4.6% 240/3894 (6.2) 5.7% H- 0.76 (0.63-0.93)
ch(rng tim mach & thé‘m eGFR <60 mL/min/1.73 m? 53/606 (8.7) 9.1% 76/659 (11.5) 11.3% = — 0.77 (0.54-1.09) 0.97
0 0308609 12 15 18
Eavnrs DAPA Favors PBO
Dapagliflozin group Placebo group Hazard ratio p value Pioteraction

Decrease eGFR 240% to less
than 60 mL/min/ 1.73 m?,

(95% Cl)

n/MN (%) Kaplan-Meier n/N (%) Kaplan-Meier
ESRD or Renal Death? event rate event rate
(4 years) (4 years)

eGFR =90 mL/min per 1.73m? 4174137 (1-0%) 1-0% 79/4025 (2-0%) 2-0% - 0-50 {0-34-0-73) 0.0003 0-87

eGFR 60 to <90 mL/min per 1.73m? 65/3838 (1.7%) 1-6% 121/3894 (3-1%) 2.8% - - 0-54 (0-40-0-73) =0-0001

eGFR <60 mL/min per 1-73m? 21/606 (3-5%) 3-8% 38/659 (5-8%) 5. 8% - 0-60 (0-35-1-02) 0-059

UACR <30 mg/g 50/5819 (0-9%)  0-9% 95/5825 (1-6%) 1.5% - 0-52 (0-37-0-74) 0-0002 0-30

UACR 30-300 mg/g 39/2017 (1-9%) 2.-0% 66/2013 (3-3%) 3-3% = 0-59 (0-39-0-87) 0-0082

UACR =300 ma/g 31/594 (5-2%) 4-8% 75/575 (13-0%) 12-8% - 0-38 (0-25-0-58) =0-0001

| | |
01 0.5 1.0 1.5

1. Mosenzon O et al. Lancet Diabetes Endocrinol. 2019;7:606-617.
2.  Lancet Diabetes Endocrinol 2019; 7: 606-17 < »

Favours dapaqgliflozin Favours placebo

ACR = albumin:creatinine ratio; CV = cardiovascular; CVD = ct
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Phan tich gop hiéu qua Dapagliflozin trén BN suy tim kem DT

A the effect of dapagliflozinin HHF in all heart failure patients
. .. dapaglifiozin  placebo Odds Ratio Odds Ratio
Stud subaroup i otal _Event ot al pight_M-H, Random, ¢ | M.H. Random, 95% CI
The EffeCtS Of Dapagllf_l ozin In McMurray 2019 138 1075 172 1064 56.0% 0.76 [0.60, 0.97] ]
Singh 2020 1 28 1 28 04%  1.00{0.06,16.82)
Patients With Heart Failure oo o S AR ARRE -
Complicated W|th Type 2 Diabetes_ Yang Zhen 2019 6 53 8 52 25% 0.70[0.23, 2.19)
A M t A I . f PI b - Total (95% C1) 2136 2151 100.0% 0.74 [0.61, 0.88] &
- - Total events 237 n
etla na ySIS O . ace 0 Heterogeneity. Tau®= 0.00, Ch*= 0.27, df= 3 (P = 0.97), F= 0% 902 o1 3 o 20
Control Ied Ra nd o m Ized Trlals Test for overall effect Z= 3.32 (P = 0.0009) Favours [dapaglifiozin] Favours [placebo)
Miaobo Zhai®, Xin Du", Changmei Liu and Huipu Xu® B the effect of dapagliflozinin CVD in all heart failure patients
Department of Cardiofogy, Affiliated Hospital of Binzhou Medical University, Binzhou, China Study of Subarous o ebo o il v . % Cl M.H OE “sl Rﬂk;i:l cl
Leiter 2014 2 482 1 483 07%  201[0.18,2222)
McMurray 2019 121 1075 148 1064 59.1% 0.79 (0.61, 101 =
Singh 2020 0 28 3 28 04% 0.13(0.01, 260] *
Wiviott 2019 78 980 85 1007 38.1% 0.95 [0.69, 1 31) -+
I.fl o h p . h Yang Zhen 2019 3 53 4 52 18% 0.72[0.15,339)
Da pag I OZI n c u’ng m I n Total (95% C1) 2618 2634 100.0% 0.84 [0.69, 1.03] &
Total events 205 241
Heterogeneity: Tau® = 0.00; Chi*= 2.89, df= 4 (P = 0.58); F= 0% = ' v :
N oA ° _ 0.01 01 1 10 100
¥ 26% nguy co’ nhap vién do suy tim  meeesemazeime=oom
0 C the effect of dapagliflozinin ACM in all heart failure patients
? . A A dapaglifiozin  placebo Odds Ratio Odds Ratio
 21% tlir vong do moi NGUYEN NAN susesimen S i ot wom oot wnpmgsssc
. Leiter 2014 5 482 4 483 17% 1.26 [0.34, 4.70] e
McMurray 2019 143 1075 178 1064 525% 0.76 [0.60, 0.97) -
Singh 2020 1 28 & 28 086% 0.22(0.02, 213)
Wiviott 2019 122 980 149 1007 452% 0.82 [0.63, 1.06) -
Total (95% CI) 2565 2582 100.0% 0.79 [0.66, 0.94] L3
Total events 2M 335
Heterogeneity. Tau®= 0.00; Ch*= 183, df= 3 (P = 0.61); P= 0% ' T + y
Front. Clin. Diabetes Healthc. 2:703937. doi: 10.3389/fcdhc.2021.703937 Test for overall effect Z= 2.68 (P = 0.007) 001  0f L 10 100

Favours dapa Favours placebo
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An toan: twong déng gitta nhém DAPA so vé&i PBO

Dapagliflozin 10 mg

Event, n (%) n=31262

Any serious AE® 1361 (43.5) 1423 (45.5)
AE leading to treatment discontinuation 182 (5.8) 181 (5.8)
AE leading to treatment interruption 436 (13.9) 494 (15.8)

AE of interest

Amputation 19 (0.6) 25 (0.8)
Major hypoglycemic event 6(0.2) 7 (0.2)
Diabetic ketoacidosis® 2(0.1) 0 (0)
Volume depletion serious AE or treatment discontinuation AE 42 (1.3) 32 (1.0)
Renal serious AE or treatment discontinuation AE 73 (2.3) 79 (2.5)
Fournier’s gangrene 0(0.0) 0(0.0)

3Includes all patients who underwent randomization and received at least 1 dose of study medication; PIncluding death; cAll cases were adjudicated as definite or
probable.

Article and supplementary appendix. to: Solomon SD, et, al. Dapagliflozin in heart failure with mildly reduced or preserved ejection fraction.

N Engl J Med. DOI: 10.1056/NEJM0a2206286 OA HOC BENH VIEN NOI TIET TRUNG UONG NAM 2025




LDL:

The lowest is
the best

e —

SGLT2i & ~ Huyét ap:
GLPa: The lower
The earlier '~ the better

the better
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ADA 2025:

Use of Glucose-Lowering Medications in the Management of Type 2 Diabetes

To avoid
therapeutic
HEALTHY LIFESTYLE BEHAVIORS: DIABETES SELF-MANAGEMENT iﬂﬂ;f:-mu:ﬂi;--
EDUCATION AND SUPPORT,; SOCIAL DETERMINANTS OF HEALTH treatment

regulariy
(32—6 months)

Goal: Cardiovascular and Kidney Risk Reduction in Goal: Achievement and Maintenance
High-Risk Individuals with Type 2 Diabetes™* of Weight and Glycemic Goals

~ oy o
+Indicators of
[ +ASCVD" ] [ hiah CVD risk ] +HF KD +Weight +Achievement and maintenance
g ris Curraent or prior aeGFR <60 mL/min/1.73 m*=* OR management ufglycemi: goals
symptoms of HF albuminuria (ACR =3.0 mg/mmol
with documented [20 ma/fgl). Repeat measurement
HFrEF or HFpEF is required to confirm CED
e il -
+ ASCVD/findicators of high CVDrisk= )
)| r Efficacy Metformin or other agent (including
GLP-1 RAF SGLT2i* with N for weight combination therapy) that provides
with proven proven CWD SGLT2i* +CKD {(on maximally tolerated loss adequate EFFICACY to achieve and
CVD benefit ) benefit with proven HF benefit dose of ACEi or ARB) maintain glycemic treatment goals
I I in this population — - : Priaritize avoidance of hypoglycemia
SGLT 2 with primary evidence in high-risk individuals

of reducing CKD progression

« SGLTZ2i can be started with
eGFR =20 mL/min/1.73 m=
If A1C is above goal « Continue until initiation of Dulaglutide, -
dialysis or transplantation liraglutide Efficacy for glucose lowering
= Glucose-lowering efficacy is reduced
with eGFR <45 mL/min/1.73 m= Intermediate: Very high:
GLP-1 RA (not Dulaglutide (high dose), semaglutide,
- For individuals on a GLP-1 RA, consider adding —— —_— listed above), tirzepatide, insulin
SGELT 2 with proven CVD beneaefit or vice varsa SGLT2i Combination oral. combination
= Pioglitazone” | I ectable (GLP-- sulin
- GLP-1 RAY with proven CKD benefit Neutral: inj G e )

A - Metformin, High:
: ASCVD PREDOMINATES : If AIC is above goal, for individuals e e Lo soarl, T,
: - Established ASCVD : on SGELT21, consider incorpoarating P el I Su
1 1 = i =
: « Indicators of high ASCVD : a GLP-1 RA or vice versa ) Intermediate:
; risk (age =55 years + LVH ! DPP-4i
1 or coronary, carotid, lower ' - 4
» extremity artery stenosis >=50%) :
o i
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Quan ly bénh tim mach va dai thao duong

Cardiovascular disease Type 2 diabetes mellitus

Patient
presentation

oo

N

Evaluation

I VD and l

type 2 diabetes mellitus

1 1 -

Type 2 diabetes mellitus Type 2 diabetes mellhitus Type 2 diabetes mellhitus
and ASCVD f and HF and CKD

(HFpEE HFmMmrEE HFrEF) y

2 —

T reatment

All therapies are recommended independent of glucose control and
i addimtion to standard of care

s & ESC

1. 2023 ESC Guidelines for the management of cardiovascular diseasein patients with diabetes(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad192)

2. Endocrinology Today2024; 13(2): 13-18. https://endocrinology.medicinetoday.com.au/et/2024/may/feature-article/heart-fail ure-patients-diabetes-intersecti
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ESC 2023: Dw phong suy tim cho bénh nhan Dai thao dwong

Khuyén céao Class Level

SGLT2i (canagliflozin, dapagiflozin, empagliflozin, ertugliflozin,
sotagliflozin) dwoc khuyén cdo & ngudi bénh BTD tip 2 cé nguy co tim mach
dé giam nhap vién vi suy tim, bién ¢6 tim mach chinh, bénh than man giai doan
cudi va t&r vong tim mach

SGLT2i (dapagliflozin, empagliflozin, sotagliflozin) dwoc khuyén céo &
nguwdi bénh BTD tip 2 va suy tim phan suat tong mau gidm dé gidm nhap
vién vi suy tim va t&r vong tim mach

Nguwdi bénh PTD tip 2 kém bénh than man tinh dwoc khuyén cao sir dung
thuoc SGLT2i (dapagliflozin hodc empagliflozin) dé gidm nhap vién vi suy tim
hoac tir vong tim mach

2023 ESC Guidelinesfor the management of cardiovasculardisease in patients with diabetes. European heart journal, 44(39), 4043-4140.

https://doi.org/10.1093/eurheartj/ehad192
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Diéu tri toi wu tlr suy tim ngay twr giai doan A-B

|

|

HF

(stage C)

|

HF
(stage C)

|

HF
(stage C)

l

» Risk prevention and » |f LVEF <40%: ACEIl or
lifestyle modification ARB, B-blocker

» SGLT2 inhibitors in » SGLT2 inhibitors in
patients with type 2 patients with type 2
diabetes diabetes

» Treatment of risk factors ¢ ACEl or ARB; SGLT?2
(such as hypertension, inhibitors or finerenone
ischaemic heart disease, in patients with type 2
obesity and diabetes) diabetes and CKD,

| albuminuria or
* HF screening abnormal uACR

« Vaccination

HFrEF (LVEF <40%)

» Diuretics if congested

HFmrEF (LVEF 41-49%) J HFpEF (LVEF >50%)

» Diuretics if congested

» Diuretics if congested

« ACE!l or ARB, ARNI
« SGLT? inhibitor

+ SGLTZ inhibitor

| [+ scLr2inhibitor

Blocker » ACEl or ARB « ARNI

: Emn * ARNI « MRA
« MRA « ARB
+ Hydralazine or nitrates  » B-Blocker
in Black patients
e |vabradine
« \ericiguat
+ Digoxin
Lifestyle modification

PIEU TRI TU GIAI POAN SOM DE LAM CHAM VA NGAN CHAN

Contemporary pharmacological treatment and management of heart failure. https://doi.org/10.1038/s41569-024-00997-0

Advanced HF
(stage D)

|

Referral to a specialist,
consideration of heart
transplantation, MCS,

palliative care

Class | recommendation
Class lla recommendation
Class llb recommendation

BENH LY SUY TIM
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NOI DUNG TRINH BAY

4. Thuoc diéu tri suy tim EF giam va EF bao ton c¢é nhw nhau khéng
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Giam tu' vong — cho tat ca bénh nhan

ACE-I/ARNI CHEN BETA

Giam nhap vién do suy tim/tu vong — cho tirng déi tuong bénh nhan
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o PHOI HOP 4 THUOC TRU COT DONG THOI

Early Relative
Risk Reduction

$42% of CV death
or HF hospitalization

$25% of death

437% of CV death
or HF hospitalization

158% of CV death
or HF hospitalization

Stephen ). et al. JAMA Cardiology 2021

Hospitalized or Outpatient

Day 7-14 Day 14-28

Titrate,
as Tolerated

Titrate, Titrate,
as Tolerated as Tolerated

Titrate,
as Tolerated

L OW SLHY D, :,N’i'—‘“»

Pnortize Beta Blocker

Day 21-42

Titrate,
as Tolerated

Titrate,
as Tolerated

Benefits of each Rx demonstrated within 30 days of initiation

Titrabon Cumulative benefits within 30 days (>75% relative risk reduction)

Recommendation

An intensive strategy of initiation and rapid
up-titration of evidence-based treatment before
discharge and during frequent and careful follow-up
visits in the first 6 weeks following a HF
hospitalization is recommended to reduce the risk of
HF rehospitalization or death.<< ¢

Class®

Level®

JAMA Cardiol 2021 Jul 1;6(7):743-744. doi: 10.1001/jamacardio.2021.0496.

Beyond

Maintenance/Further
Optimization of
Foundational Therapies

Consideration of EP Device
Therapies/Mitra-Clip

Consideration of Add On
Therapies or Advanced
Therapies, if Refractory

Manage Comorbidities
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PIEU TRI SUY TIM EF BAO TON: ESC 2023

@ESC

Furanssn '::ﬂEIEt}f
¥

Management of patients with HFpEF @ESC

- @ ESC—

CV, cardiovascular; HFpEF, heart failure with preserved ejection fraction.

©ESC

2023 Focused update of the 2021 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure

m'escard'o'org/gu'dehnes (European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad195)
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CHARM-Preserved

= Cac thudc trwéc diy chwa hiéu qua véi suy tim EF bao ton:

PEP-CHF

50 — Treatment Group
----- Perindopril
Placebo 366 (24.3%) 40 - —— Placebo
o 333 (22.0%) .
3 s Proportion 30 — 2
having
15 - = Candesartan an event (%) 20 —
10 1 10 HR 0.92; 95% C10.70 to 1.21;
g HR 0.89 (95% C10.77-1.03), P=0.118 P=0.545
Adjusted HR 0.86, P=0.051 - . . -
0 T T T T T 1 0 1 2 3 Time (years)
0 1 2 3 3.5 years
I-PRESERVE TOPCAT
“1  Hres% cn=09s 0ss105 P! fy 3 351/1723 (20.4%)
- Log-rank p=0.35 2
§ F 30 S Placebo
= F 1 6%
1‘:’ ;3 N=4,128 Irbesartan §§ SENIT22 (18.6%)
S ge Spironolactone
- @O 20 - ao
=4 o
£ § S HR = 0.89 (0.77 — 1.04)
= B Mean follow-up 49.5 th 8
g = 10 - (Mean follow-up months) B p=0.138
S 8 ,
0 12 24 3'6 48 60 72
o= Months
. ° 5 I I 2 3 t ! 5 5 1722 1502 188 aro H'a ) -3

0 6 12 18 24 30 36 42 48 54 60 Nurber o risk
Faceabo

Heart Fail Rev. 2022 Apr 29. doi: 10.1007/s10741-022-10228-8.

1T25 14862 1145 834 S81
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PIEU TRI SUY TIM EF BAO TON: ACC 2023

HFpEF Treatment

*Green color identifies a
Class 1 therapy from clinical
practice guidelines, yellow
color indicates a Class 2a
therapy, and orange color
denotes a Class 2b therapy.

! 1

fluid retention, - i
60%, those with fluid SAE R 22 cannot take due to
NYHA class II-IV <55-60%
retention cost or intolerance
Titrate Add Add Add
MRA ARNI ARB

AF = atrial fibrillation; ARB = angiotensin receptor blocker; ARNI = angiotensin receptor-neprilysin inhibitor; EF = ejection fraction; HFpEF = heart failure with preserved ejection fraction; LV EF = left
ventricular ejection fraction; MRA = mineralocorticoid antagonist; NYHA = New York Heart Association; SGLT2i = sodium-glucose cotransporter 2 inhibitor.
Kittleson MM et al. J Am Coll Cardiol 2023; 81:1835-1878.

Empagliflozina es el Unico fdrmaco autorizadoy financiado por el Sistema Nacional de Salud para el tratamiento de la insuficiencia cardiaca crénica sinfomdticaindependientemente de la FEVI.
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Proposed treatment initiation pathway for HF irrespective of LVEF

\ N\ * Signs and symptoms of HF
] . « Breathlessness
N N . m‘
DO ng t h U a n « Paroxysmal noctumal dyspnoea * Initiate SGLT2i and MRAs (where appropriate) to
. « Reduced exercies tolarance reduce the risk of HF hospitalization and death (irrespective of LVEF)
H FA/ H FSA/ "' H FS 2025 ° * Fatigue, tiredness, increased time * Initiate loop diuretics to reduce the signs and symptoms of

Kh&i tri SGLT2i cho BN | . et S
suy tim bat ké PSTM | ‘e oo

ngay khi chan doan i N S
A e ° pe Echocardiography _ . stroke, AF, !
(tham chi khi chwa cé o s

két qua siéu am tim) |
o5
to LVEF as needed

The diagnosis of HF is made by history, physical exam and markers of congestion (e.g. natriuretic peptides, chest
X-ray). It is advised that, once the diagnosis is established, treatment initiation need not to wait for
measurement of LVEF for agents such as loop diuretics, SGLT2is and MRAs or for the treatment of hypertension
and other comorbidities.

The use of left ventricular ejection fraction inthe diagnosisand managementof heart failure.A clinical consensus statement of the HeartFailure Association (HFA) of the ESC, theHeart Failure Society of America (HESA) and the
Japanese Heart Failure Society (JHFS). https://doi.org/10.1002/ejhf.3646 HOI NGHI KHOA HOC BENH VIEN NOI TIET TRUNG UONG NAM 2025




Trwére khi xuat vién
N\

Khuyén cdo vé quin Iy bénh nhin sau khi nhip vién do HF
ESC 2021

Céc bénh nhdn nhdp vién vi suy tim nén duoc danh gid can

Recommendations ESC 2021 Class® Level®

It is recommended that patients hospitalized for

HF be carefully evaluated to exclude persistent

c 1 r & & . ; 7 +

signs of congestion before discharge and to opti- thflll dé loar trir cac dau hiéu sung hu}rg[' dai dﬂﬂg trudie khi
i 421472 FURTURERFY B ¢ P oogeh o oeq L : . i

b fo Ll xudt vién va dé to1 uu hoa diéu tri bang thudc duong udng.
It is recommended that evidence-based oral i L . . i : R _
medical treatment be administered before C Dicu tr I’JEIIIg II]'IlI'Ilg thuoc ﬂlI’D‘IIg uong co ban cua Suy um
discharge.'?%°"2 nén duogc thue hién trrde khi xuat vién.
An early follow-up visit is recommended at 1 -2 Nén tai kham s6m trong 1-2 tuan sau khi xuat vién d¢ danh
weeks after discharge to assess signs of conges- T S : P P

c gia cac dau hiéu sung huyét, dung nap thudc, va bat dau va/

tion, drug tolerance and start and/or uptitrate
517.518

hodc ting liéu thudc co ban diéu tri suy tim.

evidenre-hased theranwv

> Khi ra vién: chu y dau hiéu sung huyét tiem tang dé phong suy tim tién trién sau ra vién

> Trwée khi ra vién co gang str dung toi da cac thuoc diéu tri suy tim theo khuyén cao

> Tai kham s&m sau 1-2 tuan sau ra vién: 1a thei diém nguy co’ tir vong va suy tim tién trién
cao
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Tuy nhién, thwc trang diéu tri suy tim hién nay:
Chuwa dwoc toi wu GDMT, ti 1é dwoc str dung SGLT2i con thap

Patients with higher B  Discharge Medications Among Patients
risk or severity of Eugib‘e for Qua ” h erapy*
. 100 -
symptoms receive less 90
treatment or lower ‘ -§ 80 -
doses of treatment. g 70 A
Treatment Risk N i gats S 60-
OoIl—-0 1M1ZaTl1Oo6nN
Paradox P E 50 4 41.5%
of GDMT at target 5 40-
9 dose g )
0
Erroneous £ 201 Sty
: 10
v perception of =
stability in the Quadruple Therapy Triple Therapy
patient (ARNI + BB + MRA + SGLT2i) (RASi + BB+ MRA)
Medical Inertia JACC Heart Fail 2024:12:1365-1377)
Heart 2025 . GMDT Guideline-Directed Medical Therapy .

—> Can manh mé va tich cwc hon trong diéu tri suy tim tdi wu cac t& tru cho bénh nhan,
dac biét trén ddi twong bénh nhan nguy co’ cao nhu mac kém TP
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KET LUAN

Pic diém ton thwong tim @ BN BDTP

- Bién chirng tim mach 1a nguyén nhan hang dau gay ti vong & BN PTD

- Suy tim la bién chirng hay gap hon NMCT va PQN, xuat hién s&m trén BN DTD

- 30% suy tim bi bé sét chan doan, nhat 1a suy tim EF bao ton

2. Tiép can BN DTD

- Danh gia nguy co’ tim mach va bénh ly tim mach: phan mirc dé nguy co’ (mirc ha LDL)
- Can sang loc suy tim tiem an (XN ProBNP)

3. Khi nao dung iSGLT2

- Lwa chon cac thuoc c6 loi ich trén tim mach nhw SGLT2i: Dapagliflozin giam 27% ty 1& suy tim mé&i mac
- Dung ngay twr giai doan A, giai doan B

4. Diéu tri suy tim EF bao ton va EF giam khac gi nhau

- Pieéu tri suy tim EF giam: phoi hop sé&m tr tru va tang liéu toi da dat dich sau 6 tuan
- Pieu tri suy tim EF bao ton: diéu tri nguyén nhan, l¢i tiéu, iSGLT2.

- SGLT2i nhw SGLT2i chi dinh class | v&i: suy tim EF giam va suy tim EF bao ton

SGLT2i nén khé&i tri s&®m trén bénh nhan suy tim do it tdc dung phu so vé&i thuoc tru cét khac .

Ti lé duy tri SGLT2i sau xuat vién con thap => Can tich cwec hon trong diéu tri.
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