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Pt bénh mach mau & ngudi cao tudi: cn 2012

Cac bénh mach mau thuong gap ¢
nguo1 cao tudl
» Tiang huyét ap
* Bénh dong mach vanh
* Dot quy
* Bénh dong mach ngoai vi



Pt bénh mach mau & ngudi cao tudi: cn 2012

Tam quan trong

« USA: * nam 2000: 35 triéu (12,4%) nguoi > 65 tudi
* nam 2030: 71 triéu (19,6%) > 65 tudi
 Bénh tim mach:
* nguyén nhan tir vong cao nhat/ > 65t
* THA: 50% - 65%/ > 65t
* BDMV ngudi cao tudi: thuong ton thuong 3 nhanh va than
chung
* > 65t: 80% tur vong vi bénh tim mach

TL: Schwartz JB, Zipes DP. Braunwald’s Heart Disease, 2008, 8" ed, Saunders, p.1923 - 1953



Pt bénh mach mau & ngudi cao tudi: cn 2012

Mot vai dinh nghia vé cao tudi

« WHO: > 60 tudi: nguoi cao tuoi

« USA: * > 65tudi nguoi cao tudi
* 60 — 74: young old (cao tudi)
* 75 — 85: old old (cao tudi hon?)
* > 85: very old (rat cao tudi)

'Gerontologist

J

TL: Schwartz JB, Zipes DP. Braunwald’s Heart Disease, 2008, 8th ed, Saunders, p.1923 - 1953
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Sinh 1y ngudi cao tuoi (1)

Yoo 2 rma¥ Lu R :

Organ Age-Associated Changes Cardiovascular Disease

Vasculature Increased intimal thickness Systolic hypertension
Arterial stiffening Coronary artery obstruction
Increased pulse pressure Peripheral artery obstruction
Increased pulse wave velocity Caroud artery obstruction
Early central wave reflections
Decreased endothelial-mediated vasodilation

Atria Increased left atrial size Atrial fibrillation

Atrial premature complexes

TL: Schwartz JB, Zipes DP. Braunwald’s Heart Disease, 2008, 8th ed, Saunders, p.1923 - 1953
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Sinh 1y ngudi cao tudi (2)

Organ Age-Associated Changes Cardiovascular Disease
Sinus node Decreased maximal heart rate Sinus node dysfunction, sick sinus
Decreased heart rate vanability
Atrioventricular node Increased conduction time Type Il block, third-degree block
Valves Sclerosts, calcification Stenosis, regurgitation
Ventricle Increased left ventricular wall tension Left ventricular hypertrophy
Prolonged myocardial contraction
Prolonged early diastolic filling rate Heart failure (with or without preserved systohc function)
Decreased maximal cardiac output
Right bundle branch block
Ventricular premature complexes Ventricular tachycardia, fibrillation Q

TL: Schwartz JB, Zipes DP. Braunwald’s Heart Disease, 2008, 8th ed, Saunders, p.1923 - 1953
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Po loc cau than udce lugng thay doi

theo tuo1

Cr=1 Cr=1.2 Cr=15

Age (yr) 45 55 65 75 85 45 55 65 75 85 45 L) 65 75 85

Caucasian 86* 82 80 77 75 70 67 65 63 61 34 52 5( 4§ 47
men

Caucasian 64 61 ¥ ¥ ¥ X 0 #£ £ £ 4L B ¥ X B
women

Alrican 104 100 97 9 91 84 81 78 76 74 65 63 61 59 37
American
men

African 77 74 72 70 68 63 60 38 56 5 48 46 45 44 43
American

women

TL: Schwartz JB, Zipes DP. Braunwald’s Heart Disease, 2008, 8th ed, Saunders, p.1923 - 1953



Pt bénh mach mau & ngudi cao tudi: cn 2012

Bénh Tang huyét ap (THA) & nguoi
cao tud1: thuong gap, nguy co cao



Pt bénh mach mau & ngudi cao tudi: cn 2012

Pinh nghia va phan do huyét ap

Category Systolic Diastolic
Optimal <120 and <80
Normal 120-129 and/or 80-84
High normal 130-139 and/or 85-89
Grade 1 hypertension 140-159 and/or 90-99
Grade 2 hypertension 160-179 and/or 100-109
Grade 3 hypertension >180 and/or >110
Isolated systolic >140 and <90
hypertension

TL: Mancia G et al. European Heart Journal June 11, 2007



Pt bénh mach mau & ngudi cao tudi: cn 2012

Muc tieu dieu tri

Condition Target

SBP and DBP mmHg
Isolated systolic hypertension <140
Systolic/Diastolic Hypertension
 Systolic BP <140
* Diastolic BP <90
Diabetes or Chronic Kidney Disease
 Systolic <130
* Diastolic <80

TL: 2010 Canadian Hypertension Education Program (CHEP)
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Thay d6i 16i song nham phong ngura va diéu

tr1 tang huyet ap

Giam mudi natri < 1500 mg/ng

Khau phan lanh manh: nhiéu trai cy, rau; it sin pham tir sira, béo;
protein tir thwe vat, giam mé bao hoa, giam natri

Van dong thé luc déu din:

 Tong cdng 30-60 ph/ng

* 4-7 ngay/tuan, kém hoat dong thwong ngay

it uéng rueou

BMI 18.5-24.9 kg/m?

Waist Circumference Vong bung A Chau
- Europid, Sub-Saharan African, Middle Eastern Nam < 90 cm
- South Asian, Chinese Nt <80cm

- Mbi trwong khong thudc 14

TL: 2010 Canadian Hypertension Education Program (CHEP)
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Pt bénh mach mau & ngudi cao tudi: cn 2012

4 4

Thay d6i 10i song: dinh dudng

High in:

* Fresh fruits

* Fresh vegetables

» Low fat dairy products

» Dietary and soluble fibre

* Plant protein

Low in;

« Saturated fat and
cholesterol

 Sodium

www.hc-sc.gc.ca/fn-an/food-guide-aliment/index-eng.php "
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Khuyén cao st dung muo1 natri

Age Recommended
Intake
19-50 1500
51-/70 1300
/1 and over 1200

2,300 mg sodium (Na)
=100 mmol sodium (Na)
= 5.8 g of salt (NaCl)
=1 level teaspoon of table salt

e 80% mudi natri n, dén tu thuc pham ché bién san
e Chi 10% dén tu ban an va khi nau nuéng

Institute of Medicine, 206%
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Thay d6i 16i song: van ddng thé luc

Should be prescribed to reduce blood pressure

F Frequency - Four to seven days per week

| Intensity - Moderate
T Time - 30-60 minutes
T Type Cardiorespiratory Activity
- Walking, jogging
- Cycling

- Non-competitive swimming
Exercise should be prescribed as an adjunctive to pharmacological
therapy

TL: 2012 Canadian Hypertension Education Program (CHEP) 14



Pt bénh mach mau & ngudi cao tudi: cn 2012
Dicu tr1 tang huyét ap khong co chi dinh bat budc

TARGET <140/90 mmHg

Lifestyle modification

}
Initial therapy
I
v v v v }
Thiazide Long-acting Beta-
diuretic ACEI ARB CCB blocker*
\ v
CONSIDER ) )
Dual Combination
* Nonadherence
 Secondary HTN >
’ Ilir}';esrtfyelgng sty o . *Not indicated as first line
. White coat effect Triple or Quadruple Therapy therapy over 60y
4
15

TL: 2012 Canadian Hypertension Education Program (CHEP)
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Tém tat: dieu tri THA tam thu don thuan khong chi dinh
bat budc
TARGET <140 mmHg

Lifestyle modification
therapy

|
! } |

_— : : Long-acting
Thiazide diuretic ARB DHP CCB
| |
\ v
CONSIDER *If blood pressure is still not
« Nonadherence Dual therapy controlled, or there are adverse
« Secondary HTN > effe_cts, other _classes of
« Interfering drugs or ! antihypertensive drugs may be
lifestyle combined (such as ACE
« White coat effect inhibitors, alpha blockers,
D Triple therapy centrally acting agents, or
nondihydropyridine calcium
channel blocker).

16
TL: 2012 Canadian Hypertension Education Program (CHEP)



Pt bénh mach mau & ngudi cao tudi: cn 2012

Piéu tri ting huyét ap trén bénh nhan cé bénh tim thiéu

mau cuc bo

e

S 1. Beta-blocker
2. Long-acting CCB

Stable angina

ACEI are recommended for most
patients with established CAD*

/h ARBs are not inferior to ACEI in IHD

N

/

* Caution should be exercised when combining a non DHP-CCB and a beta-blocker
« If abnormal systolic left ventricular function: avoid non DHP-CCB (Verapamil or
Diltiazem)

» Dual therapy with an ACEI and an ARB are not recommended in the absence of refractory

heart failure ,
» The combination of an ACEi and CCB is preferred

*Those at low risk with well controlled risk factors may not benefit from ACEI therapy

TL: 2012 Canadian Hypertension Education Program (CHEP)

W
nifedipi
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Pt bénh mach mau & ngudi cao tudi: cn 2012
Dicu tr1 tang huyét ap trén bénh nhan
mo1 b1 nhd1 mau co tim

Recent Beta-blocker and
myocardial "
ACEIl or ARB

infarction

If beta-blocker
contraindicated or

not effective i

Heart YES Long-acting
Falj)ure —  Dihydropyridine
' CCB*

NO
Long-acting CCB

*Avoid non dihydropyridine CCBs (diltiazem, verapamil)
18

TL: 2012 Canadian Hypertension Education Program (CHEP)



Pt bénh mach mau & ngudi cao tudi: cn 2012

Diéu tr1 Tang huyét ap kem dai thao duong:
Threshold equal or over 130/80 mmHg and TARGET below 130/80 mmHg

with ACE Inhibitor
— —_—
Nephropathy or ARB

Diabetes =
1. ACElInhibitor or

ARB
without
Nephropathy or
2. Thiazide diuretic » > 2-drug combinations
or DHP-CCB

Monitor serum potassium and creatinine carefully in patients with CKD prescribed an ACEI or ARB

Combinations of an ACEI with an ARB are specifically not recommended in the absence of proteinuria

More than 3 drugs may be needed to reach target values for diabetic patients

If Creatinine over 150 pmol/L or creatinine clearance below 30 ml/min ( 0.5 ml/sec), a loop diuretic should be
substituted for a thiazide diuretic if control of volume is desired

TL: 2012 Canadian Hypertension Education Program (CHEP) 19



Pt bénh mach mau & ngudi cao tudi: cn 2012

Qui trinh diéu tr1 Tang Huyét Ap/ nguoi cao tuoi (1)
(Khuyén cao ACC/AHA nam 2011)

Principles of Hypertension Treatment
Target systolic blood pressure is < 140 mmHg in patients aged 55 to 79
Target systolic blood pressure is < 140 mmHg in patients = aged 80+
Achieved values < 140 mmHg for those aged < 79 are appropriate;
but for those aged = 80, 140 to 145 mmHg, if tolerated, can be acceptable

© miongCreices

TL: Aronow WS et al. J Am coll Cardiol 2011; 57: xxX- XX
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Qui trinh diéu tri Tang Huyét Ap/ ngudi cao tudi (2)

|

(Khuyén cao ACC/AHA nim 2011)

v

Without Compelling Indications

Stage 1 Hypertension
SBP 140 to 159 mmHg
or

DBP 90 to 99 mmHg

ACEI, ARB, CA,
diuretic, or
combination

Stage 2 Hypertension
SBP > 160 mmHg or
DBP > 100 mmHg

Majority will require at least
two medications to reach
goal if at least 20 mmHg
above target. Initial
combinations should be
considered. The combination
of amlopidine with an RAS
blocker may be preferred to
a diuretic combination,
though either is acceptable

!

With Compelling Indication

Compelling Indication
Heart Failure

Post myocardial infarction
CAD or High CVD risk
Angina Pectoris
Aortopathy/ Aortic
Aneurysm

Diabetes

Chronic kidney disease
Recurrent stroke prevention
Early demenia

Initial therapy Options*
THIAZ, BB, ACEI, ARB, CA,
ALDO ANT

BB, ACEI, ALDO ANT, ARB
THIAZ, BB, ACEI, CA

BB, CA

BB, ARB, ACEI, THIAZ, CA

ACEI, ARB, CA, THIAZ, BB
ACEI, ARB

THIAZ, ACEI, ARB, CA
Blood pressure control

* Combination therapy

Optimize dosages or add additional drugs until goal blood pressure is achieved.
Refer to a clinical hypertension specialist if unable to achieve control

TL: Aronow WS et al. J Am coll Cardiol 2011; 57;: xxx- XX
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Chen beta nhu 1a thude dau tién dieu tri THA cho
hi€u qua kem ¢ nguoi cao tudi

Ap lzc mach (mmHg) Két qua

Nghién ciu Chen beta Tudi (ndm) Huyétﬁp
trung vi khoi dau (mmHg)
MRC Elderly Atenolol (vs. placebo vs. diuretic) 70 185/91 94
HEP Atenolol (vs. nontreatment) 69 196/99 97
LIFE Atenolol (vs. losartan) 67 174/98 76
ASCOT Atenolol * Diuretic (vs. 63 164/94 70

amlodipine * perindopril)

Chiloi tiéu khdc placebo trong phong
ngira 36t quy. loi tiéu tét hon atenolol
trong giam bién c6 DMV

Atenolol giam cé ¥ nghia dot quy
nhung khéng giam bién c6 DMV
Losartan tréi hon atenolol trong giam
te vong tim mach, dét quy te vong
hay khéng twe vong

Amlodipine £ perindopril hon atenolol
= loi tiéu trong giam t& vong moi
nguyen nhan va tiéu chi dot quy, bénh
DMV

ASCOT, Anglo-Scandinavian Cardic Output Trial; BP, blood pressure; HEP, Hypertension in Primary Care; LIFE, Losaratan Intervention for Endpoint

Reduction; MRC, Medical Research Council.

From Cruickshank JM. Are we misunderstanding beta-blockers? Int J Cardiol 2007;120:10-27.

TL: Cruickshank JM. Int J Cardiol 2007;120: 10-27

22



Pt bénh mach mau & ngudi cao tudi: cn 2012

Hi€u qua cia chen beta kém lgi ticu
¢ b/n hut thuoc la

Dot quy Bién c6 mach vanh

Men

P
%
Smokers ), ecebo
Nonsmok %
onsmokers v &g ,
,)U/ O/o y
o7,
2%,
]

Incidence/1000 person-years
TL: Theo Medical Reseach Council Working Party MRC trial of treatment of Mild hypertension
principleresults. BrMed J 1985;291:97-104

23



Pt bénh mach mau & ngudi cao tudi: cn 2012

Hi¢u ung ngugc dan dén THA & bénh nhan nghién
thudc 14 sir dung chen beta khong chon loc

39.2

40 -

35+

30+
Thaydoi 25
huyét ap 20 18.1
trungbinh
mmHg

-~ n=11 Bisop2.5-  Metop25- = . 5 -
Khéng chen beta 10mg,n=3 200mg,n=13 Chenbetakhong chonloc,n=4

TL: Tarnow J et al. Anesthesiology 1991; 74: 1035-1043
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Vi tri ctia chen béta/ diéu tri THA

« Chen béta c6 thé 1a thudc dau tién trong diéu tri THA
khong bién chimg:
— JNC VI
— ESC 2007; ESC 2009
— Canadian Hypertension Education Program (CHEP) 2011

e Chen béta c6 thé 1a thudc dau tién trong diéu tri THA kém
bién chung:
— Bénh BPMV man
— Sau NMCT cép
— Suy tim
— Boc tach BPMC
— Loan nhip nhanh
— Tang nhan ap
— Thai ky

25



Pt bénh mach mau & ngudi cao tudi: cn 2012

Nghién ciru UKPDS : hi¢u qua cua chen béta
hay UCMC trén NMCT sau 20 nam

Death from Any Cause Myocardial Infarction
1.0+ 104
. ]P-0047 o

& ' 9
S 08 > 03
R ACE inhibitor £
$ 06 § 05
5 04 § (4
B 0.4+ g 4

0 - Beta-blocker g
o 0.2 o 021

g

o 1 o
0.01 | | | | | 0.0
0 4 38 12 1 2 0

Years since Randomization ,

No. at Risk No. at Risk

Myocardial infarction
-18% less on BB

P=0.24

ACE inhibitor

Beta-blocker

Years since Randomization

ACE inhibitor 400 373 328 262 159 32 ACE inhibitor 400 355 301 237 134 23
Beta-blocker %8 336 303 242 154 29 Beta-blocker 35 322 283 211 129 N3

Holman RR, Paul SK, Bethel MA, et al.. N Engl J Med 2008;359:1565-76
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Khuyén cao CHEP 2011 vé diéu tri
THA kem doét quy (1)
« Dot quy TMCB khong diéu tri tiéu soi huyét:

— Trong con dot quy cap hoic thiéu mau nio thoang
qua: khong diéu tr1 ha ap

— HA qua cao (TD: HATTh > 220 mmHg hoac
HATTr > 120 mmHg: giam < 25% muc HA trong
24 g10

TL: 2011 Canadian Hypertension Education Program (CHEP)
27



Pt bénh mach mau & ngudi cao tudi: cn 2012

Khuyén cao CHEP 2011 vé diéu tri
THA kem dot quy (2)

Proportion of patients who died within 14 days (solid lines) or were dead
or dependent at 6 months (dashed lines) by baseline SBP

30T 7 68
+ 66

28 '
\.\\\ T 84
20 1 = --%_____Jr__ s I

Dead within 14 days (%)

15 4 T 60
+ 68

10 T
w + 5B

5 } - : : - 54
<120 120-139 140-159 160-179 180-199 200+

Baseline systaolic blood pressure (mmHg)

'Dead or dependent' at 6 months (%)

—e—geath -=- death or dependency
Leonardi-Bee, J. et al. Stroke 2002;33:1315-1320

28
TL: 2011 Canadian Hypertension Education Program (CHEP)



Pt bénh mach mau & ngudi cao tudi: cn 2012

Cac diém moi trong NICE Guideline for
Management of Hypertension 2011

1. Muc tiéu huyét ap
— <80 tudi: < 140/90 mmHg
— >80 tudi: < 150/90 mmHg
2. Khong khac bigt vé thuoc dicu tri THA gitta ngudi > 80 tudi va nguoi 55-
80 tuoi
3. THA <55t: khoi dau dicu tri UCMC hogc chen thu thé AG I gia thanh
thap
4.  THA > 55t: khoi dau bang tre ché calci
5.  Loi tiéu: nén dung chlorthalidone hoac indapamide
6. Budc 2: phéi hgp UCMC + tic ché calci hodc chen thu thé AG I + uc ché
calci

7. THA khang tri: UCMC + tic ché calci + lo1 tiéu + spironolactone + chen
alpha hodac chen beta

TL: National Institute for Health and Clinical Excellence Hypertension Guideline 2011. www.nice.org.uk
29



Pt bénh mach mau & ngudi cao tudi: cn 2012

Cac diém mai trong khuyén cao CHEP 2012

» Do huyét 4p ngoai PK hay BV: quan trong trong chan
doéan va dieu tri

« THA/bénh than man khong do PTD: muc tiéu <
140/90 mmHg

e THA kém rdi loan chirc nang TTr: UCMC, chen beta,
d6i khang aldosterone

» Vién thudc phoi hop: hitu ich dat muc tiéu huyét ap

TL: CHEP 2012 Recommendations www. hypertension.ca. 30



Pt bénh mach mau & ngudi cao tudi: cn 2012

Cac dinh nghia va sinh ly bénh hg1 chimg dong
mach vanh cap (HCPMVC)

HOi chirng ddng mach vanh cap

e &

Khong ST chénh lén — ST chc?nh |én
1
NMCT
KSTC
Pau that
nguwc
khong 6n y
dinh
NMCT khéng Q NMCT ¢6 Q

Myocardial infarction
TL: De Lemos JA et al. Hurt’s The Heart, 13t ed 2011, McGraw-Hill. p. 1328-1351 31
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Pinh nghia ma&1 cua ESC/ ACC/ AHA/

WHF/ WHO vé nhéi mau co tim

Tiéu chuan chian doan NMCT cép

1. Tang va/hoac giam chat chi di€ém sinh hoc hoai tir co tim*; kem mot
trong cac bién doi sau:

a. Tri¢u chung TMCB
b.

C.
d.

e.

Xuat hién séng Q bénh 1y/ ECG
ST chénh 1én hay sup xuéng hodc bléc nhanh trai méi xuat hién
Ro6i loan van dong ving/ chan doan hinh anh

Thay huyét khoi khi chup PMV hodc mo6 tir thi

2. Giai phau bénh phat hién NMCT cap

* MOt trong cac gia tr1 phai trén bach phan vi 99 muc cao troponin

TL: Thygesen K et al. Definition of myocardial infarction. ESC/ACC/AHA/WHF/2012
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Pt bénh mach mau & ngudi cao tudi: cn 2012

Mang xo vira on dinh so vo1 mang xo
vita khong on dinh

Stable Unstable

Lumen

Endothelium

Platelets

Lipid-rich core

Inflammatory cells

Thick Thin fibrous cap

fibrous cap

TL: De Lemos JA et al. Hurt’s The Heart, 13" ed 2011, McGraw-Hill. p. 1328-1351



Phong thich chat chi diém ton thuong
co ttm 6 HC bMVC/KSTC

Mulliples of uppesr reference timit

Hours after admission

T1.: Bassand [P et al. ESC Guidelines for the diagnosis and treatment of non ST segment

elevation acute coronary syndrome. June 14, 2007 34



Pt bénh mach mau & ngudi cao tudi: cn 2012

Piéu tri ban ddu HCPMVC/KSTC

Oxygen Insufflation (4-8 L/min) if oxygen
saturation is <90%

Nitrates Sublingually or intravenously (caution if
systolic blood pressure <90 mmHg)

Aspirin Initial dose of 160-325 mg non-enteric

formulation followed by 75-100 mg/day

(intravenous administration is acceptable)
Clopidogrel Loading dose of 300 mg (or 600 mg for rapid

onset of action) followed by 75 mg daily

T1.: Bassand [P et al. ESC Guidelines for the
diagnosis and treatment of non ST segment elevation
acite coronary syndrome. June 14, 2007

Anticoagulation

-

Morphine

Oral
beta-blocker
Atropine

e e ——evy

Choice between d'iff_e_r_e.:nt option; depends

on strategy:

UFH intravenous bolus 60-70 IU/kg
(maximum 5000 IU) followed by infusion
of 12-15 IU/kg/h (maximum 1000 IU/h)
titrated to aPTT 1.5-2.5 times control
Fondaparinux 2.5 mg/daily
subcutaneously

Enoxaparin 1 mg/kg twice daily
subcutaneously

Dalteparin 120 1U/kg twice daily
subcutaneously

Nadroparin 86 I1U/kg twice daily
subcutaneously

Bivalirudin 0.1 mg/kg bolus followed by
0.25 mg/kg/h

3-5 mg intravenously or subcutaneously,

depending on pain severity

Particularly if tachycardia or hypertension

without sign of heart failure

0.5-1 mg intravenously if bradycardia or

vagal reaction

35



So sanh hiéu qua diéu tri can thiép véi diéu tri
khong can thiép b/n HC bPMVC/KSTC

[[]Conservative _
[[] Invasive : OR =0.55
35 - ' Cl(0.33, 0.91)
OR=055 30.6

30 - C10.40-0.75 ! OR =0.75

242 C10.57,1.00

20.3

% With primary endpoint

Normal Elevated Low (0-2) Intermediate (3-4)  High (5-7)
Troponin T : TMI risk score

TL: Cannon CP et al. N. Engl J Med 2001; 344: 1879-1887 36



Pt bénh mach mau & ngudi cao tudi: cn 2012

Cac thudc chong déng/ HCPMVC/KSTC

Heparin khong phan doan (TTM)
Heparin TLPT thap (TDD)
Fondaparinux (TDD): {rc ché yéu to Xa

Cac chat trc ché truc tiép thrombin (TTM): hirudin,
bivalirudin, argatroban

Thuoc d6i khang vit K (uong): warfarin,
acenocoumarol

37



Pt bénh mach mau & ngudi cao tudi: cn 2012

Khuyén céo tii thong DPMV/ HC DMV — KSTC

Chi dinh Loai MCC

Can thiép DMV & bénh nhan:

-Chi s6 GRACE > 140 hoac ¢6 it nhat mét nguy co cao I A
- Triéu chirng co nang tai dién
-TMCB trén trac nghiém gang strc

Can thigp som DMV (< 24 gi&) & bénh nhan: | A
-Chi s& GRACE > 140 hoac
-Nhiéu tiéu chuén nguy co cao

Can th’iép mudén DMV (trong vong 72 gi¢’) & bénh nhan I A
-Chi s0 GRACE < 140

hoac

—Kh(“)r)g c6 nhiéu tiéu chuér) nguy co cao nhwng co triéu chirng co nang
tai dien hoac TMCB trén trac nghiém gang swc

Bénh nhan nguy co TMCB rat cao (dau that ngwe khang tri kém suy tim,

loan nhip hay huyét déng khéng 6n): Can thiép khan cép (< 2 gi®) I Ia. C
Khéng can thiép: I I I A
-Nguy co’ thap

-Nguy co chup mach hay can thiép cao

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-2555
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Qui trinh chi dinh loai I va loai Ila trong xu
tri ban dau HCPMVC- KSTC (1)

Diagnosis of UANSTEMI is Likely or Definite

'

ASH (Class |, LOE: A)
Clopidogrel if ASA infolerant (Class |, LOE: A)

Select Management Strategy

W W
Initial Conservative Strategy or Unknown Invasive Strategyt

'\.ll.- '||.|

TL: Wright RS et al. 2011 ACCF/AHA Focus up date of Guideline for the management of patients with unstable
Angina/ Non ST Elevation Myocardial Infareter(Updating the 2007 Guideline)JACC vol 57, N°18 2011,
May 3, 2011: xxx 30



Pt bénh mach mau & ngudi cao tudi: cn 2012

Qui trinh chi dinh loai I va loai Ila trong xur
tri ban dau HCPMVC- KSTC (2)

& \

Initiale anticoagulant therapy [Class |, LOE: A) Initiate anticoagulant therapy (Class |, LOE: &)
Accepiable options include: Accepiable opbions include:

*Enoxaparin or UFH (Class |, LOE: A) *Encxaparin or UFH (Class |, LOE: A)
*Fondaparinux (Class |, LOE: BY® «Bivalirudin (Class |, LOE: B)

«Encxaparin or fondapannux preferred over ather

GP libAlla inhibitors (Class lla, LOE: B) il

PCI: Add a sacond antiplatelat agent (Class |, LOE: A)t
*Clopidogrel (Class |, LOE: B) or

y «GP lIbflla inhikitor (Class |, LOE: A)

Initiate clopidogrel (Class |, LOE: B) +(IV eptifibatide or tirofiban preferred)

Nexi step per triage decision al angiography

pfﬁ y ¥

CABG: PCI: R,. OVC GP libvila
Maintanance ASA Class | inhibitors if begun
{Class I, LOE: A) «Clopidogral (if not begun and give

precatheterization) (LOE: A) or clopidogrel per
*Prasugrel (LOE: B) or consarvative
«Salectivaly, a GP lIbflila inhibitor strategy

(if not begun precatheterization)

(LOE: A)

TL: Wright RS et al. 2011 ACCF/AHA Focus up date of Guideline for the management of patients with unstable Angina/ Non ST
Elevation Myocardial Infareter(Updating the 2007 Guideline)JACC vol 57, No18 2011, May 3, 2011: xxx 40



Pt bénh mach mau & ngudi cao tudi: cn 2012
Di€u tr1 bang thudc lau dai sau ta1 tud1 mau
co tim (1)

TL: Wijns W et al. ESC/ EACTS Guidelines on Myocardial revascularization. Eur. Heart J 2010; 31: 2501-
2555




Pt bénh mach mau & ngudi cao tudi: cn 2012
Di€u tr1 bang thudc lau dai sau ta1 two1r mau
co tim (2)

*Class of recommendation.

®Level of evidence.

“References.

ACE = angiotensin-converting enzyme; ACS = acute coronary syndrome; TL: Wijns W et al. ESC/ EACTS

CKD = chronic kidney disease; HDL = high density lipoprotein; HF = heart Guidelines on Myocardial

failure: LV = left ventricle: LVEF = left ventricular m fraction: Ml = revascularization. Eur. Heart J 2010; 31:

fial infaret : 42
ol _ 2501-2555
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Cac mach mau ngoai vi

 DPong mach canh

« Pong mach cot séng than nén (vertebrobasilar artery)
 DPong mach dudi don

 DPong mach than

 DPong mach chu va ddng mach chau

 DPong mach chi dudi

 Tinh mach chu trén

* Tinh mach chu dudi
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Nguyén nhan bénh dong mach ngoai vi

-Huyét khoi

-Thuyén tac

-Viém mach mau : TD: Takayasu
-Loan san co so1

-Chen ¢p

44



Muc tiéu diéu tri bénh dong mach
ngoat vi

e Cai thién chat lwong cudc séng
« Tang kha nang van dong
» Phong ngira thir cap:

— Bénh bMV

— Bénh DM nao

— Suy tim; suy than
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Qui trinh xur tri bénh dong mach ngoai vi

C Peripheral Arterial Disease )
Quantify severity with
ABI or Duplex

( Intermittent claudication ) ( Critical Limb Ischemia (CLI) )

Risk factor modification+medical MRA/CT/Contrast
therapy+ walking program Angiography

Continued life-style limiting
symptoms or DFOQression il - o

Endovascular or Surgical
revascularization

TL: Allagaband S et al. Curr Probl. Cardiol 2006, 31: 707 - 76 46




Pt bénh mach mau & ngudi cao tudi: cn 2012

Dicu tr1 nd1 khoa bénh dong mach ngoai vi
chi dudi

e Thay ddi yéu t6 nguy co XVDM: +++
* thude 14; DTD; lipid mau; huyét ap

« Chong két tap tiéu cau: aspirin + clopidogrel

e P1bo+++

o Thudc giam triéu chimg: pentoxifyllin (Torrental ®),
cilostazol*

* Tai luu thong mach mau: dau luc nghi, lo¢t, tri¢u chirng nang
han ché 161 song du di€u tr1 no1 tich cuc

TL: * Dawson DL et al. Am J Med 2000; 109: 523 — 530
* Allagaband S et al. Curr Probl. Cardiol 2006; 31: 707 - 760
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Hiéu qua cuia chong két tap tiéu cau trén b/n
BDMNV

n =9214 patients MI, stroke, or

42 trials vascular death

Category of trial Antiplatelet Control Odds reduction

Intermittent 6.4% 7.9% 4—— 23% + 9
claudication I

Peripheral graft 5.4% 6.5% 22% £ 16

Peripheral 2.5% 3.6% - 29% = 35
angioplasty

All PAD patients (P<0.0001)

i L R s
0.0 0.5 1.0 1.5 2.0

|
|
|
', 00% + 2

TL: Creager MA, Libby P. Peripheral Arterial Disease. In Braunwald’s Heart Disease. Ed by Libby, Bonow, Mann,
Zipes. WB Saunders 8t ed, 2008, p.1491 - 1514
48
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Khuyén céo 2011 Hoi Tim Mach Chau Au
ve xu tri bénh dong mach ngoai vi

ESC Guidelines on the diagnosis and treatment of
peripheral artery diseases

Document covering atherosclerotic disease of extracranial carotid
and vertebral, mesenteric, renal, upper and lower extremity arteries

The Task Force on the Diagnosis and Treatment of Peripheral
Artery Diseases of the European Society of Cardiology (ESC)

TL: Tendera M et al. ESC Guidelines on the diagnosis and treatment of peripheral artery disease. Eur Heart J: 49
2011; 32: 2851-2906



Dt bénh mach méu & ngudi cao tudi: cn 2012
Piéu tri ndi chung
cac bénh dong mach
ngoai vi

6 chi dinh loai I

-Thubc la = ngung
-LDL-C < 70 mg/dL

-HA < 140/90 mmHg
-Chdéng két tép tiéu cau
-HbA1C < 6.5%

-Ti€p can da chuyén khoa

*Class of recommendation.

*Level of evidence.

“References.

Y vidence is not available for all sites. When evidence is avalable,
recommendations specific for the vascular site are presented in the respective
sections.

Hb a1c = glycated haemoglobin; LDL = low-density lipoprotein;

LEAD = lower extremity artery disease; PAD = peripheral artery disease.

TL: Tendera M et al. ESC Guidelines on the diagnosis and
treatment of peripheral artery disease. Eur Heart J:
2011; 32: 2851-2906

Recommendations

All patients with PAD who
smoke should be advised to
stop smoking.

All patients with PAD should
have their LDL cholesterol
lowered to <2.5 mmol/L

(100 mg/dL), and optimally

to <1.8 mmol/L (70 mg/dL), or
= 50% when the target level
cannot be reached.

All patients with PAD should
have their blood pressure
controlled to <140/90 mmHg.

B-Blockers are not
contraindicated in patients
with LEAD, and should be
considered in the case of
concomitant coronary artery
disease and/or heart failure.

Antiplatelet therapy is
recommended in patients with
symptomatic PAD.

In patients with PAD and
diabetes, the HbA | ¢ level
should be kept at <6.5%.

In patients with PAD,a
multidisciplinary approach is
recommended to establish a
management strategy.

LevelP Ref¢©

Class?
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Qu trinh xur tri bénh dong mach canh

Management of carotid artery disease

Recent (<6 months) symptoms of stroke/TIA

Imaging of carotid artery
disease by Duplex ultrasound,
CTA and/or MRA

Imaging of carotid artery
disease by Duplex ultrasound,
CTA and/or MRA

Carotid artery Carotid artery Occluded Carotid artery Carotid artery Carotid artery

stenosis stenosis (or near-occluded) stenosis stenosis stenosis
<60% 60-99% carotid artery <50% 50-69% 70-99%

Life expectancy Revascularization Revascularization

>5 years!? BMT® BMT? should be is recommended'?
Favourable anatomy considered'? + BMT?

no yes + BMT?
A\

R b : The management of symptomatic carotid artery disease should be decided as
R soon as possible (<14 days after onset of symproms)
BMT? should be 2 After multidisciplinary discussion including neurclogists

considered? *: BMT = best medical therapy

(+ BMT?)

Figure | Algorithm for the management of extracranial carotid artery disease. CTA = computed tomeography angiography; MRA = magnetic

resonance angiography; TIA = transient ischaemic attack.

-BMT: diéu tri ngi tbi uu
-Revascularization = tai
luu thong mach

-Carotid artery stenosis:
hep PM canh

51

TL: Tendera M et al. ESC Guidelines on the diagnosis and treatment of peripheral artery disease. Eur Heart J: 2011; 32: 2851-2906
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Piéu tri bénh
dong mach canh
khong tri¢u
ching co nang

e 2 chi dinh loai I:
—  Chong két tap tiéu cau:
lau dai
— Statin: lau dai
« CEA: phau thuat g& bo
ndi mach DM canh (>
60%, < 3% t vong)
* CAS: stent dong mach
canh (= 60%, < 3% tu
vong hoac dot quy)

TL: Tendera M et al. ESC Guidelines
on the diagnosis and treatment
of peripheral artery disease. Eur
Heart J: 2011; 32: 2851-2906

Recommendations

All padents with asymptomatic
carotid artery stenosis should
be treated with long-tarm
antiplatelet therapy.

All patents with asymptomatic
carotid artery stenosis should
be treated with long-term
statin therapy.

In asymptomatic patients with
carotid artery stenosis =60%,
CEA should be considered

as long as the perioperative
stroke and death rate for
procedures performed by
the surgical team is <3% and
the patient’s life expectancy
exceeds 5 years.

In asymptomatic patients

with an indication for carotid
revascularization, CAS may be
considered as an alternative to
CEA in high-volume centres
with documented death or
stroke rate <3%.

lib

52,54,66

52,54, 66

*Class of recommendation.
"Level of evidence.
“References.

CAS = carotid artery stenting CEA = carctid endarterectomy.
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Piéu trj bénh
dong mach canh
cO tricu chung
CO nang

-4 chi dinh loai I:
-Chéng két tap tiéu cau; statin
-CEA: nghén 70-99%
-T4i luu thong trong vong 2 tuan
1€ cua T/C CN
-Chi dinh IIa: CEA/ nghén 50-69%
-Stent thay CEA/ nguy co phau thuat
Cao

Recommendations

All patients with symprtomatic
carotid stenosis should receive
long-term antiplatelet therapy.

All patients with sympuomatic
carctid stenosis should receive
long-term statin therapy.

In patients with symptomatic
T0-99% stenosis of the
imternal carotid artery, CEA

is recommendad for the
prevention of recurrent stroke.

In patients with sympoomatic
L0-69% stenosis of the internal
carctid artery, CEA should

be considered for recurrent
stroke prevention, depending
on patient-specific factors.

In symptomatic patients

with indications for
revascularization. the
procedure showld be
performed as soon as possible,
optimally within 2 weeks of
the onset of symptoms.

In symptomatic patients at
high surgical risk reguiring
revascularization, CAS should
be considered as an alternative
oo CEAL

In sympoomatic patients
requiring carotid
revascularization, CAS may be
considered as an alternative o
CEA im high-volume centres
with documented deach or
stroke rate <6%.

50.51.91,
X2

50.51.91,
X2

*hass of recormmmen dation .

5L evel of evidence

“References.

CAS = crotid artery stenting: CEA = carotid endarterectonmy.
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Két luan

* (Cac bénh mach mau chinh ¢ ngud1 cao tudi: THA,
bénh DMV, bénh DPMVM, dot quy

« biéu tri THA/ nguoi cao tudi
— Hi€u qua cao
— Chen beta hiéu qua khi phdi hop hoic chi dinh bat budc

» Ba vong tron ¢ nguoi cao tudi: PMV; Dot quy; Pong
mach chi duodi

54



