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Cd va dt suy tim & ngw&i cao tudi 000

Tam quan trong

USA: * nam 2000: 35 triéu (12,4%) nguwdi > 65 tudi
* nam 2030: 71 triéu (19,6%) > 65 tudi
Bénh tim mach:
* nguy@n nhan tl vong cao nhat/ > 65t
* THA: 50% - 65%/ > 65t

* BDMV nguwdi cao tudi: thwdng ton thwong 3 nhanh va
than chung

* > 65t: 80% twr vong vi bénh tim mach

TL: Schwartz JB, Zipes DP. Braunwald’s Heart Disease, 2008, 8" ed, Saunders, p.1923 - 1953 5



Cd va dt suy tim & ngwdi cao tubi 000

Tan suit suy tim theo tudi va gidi tinh | ¢
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TL: American Heart Association. Heart disease and stroke statistics: 2005 update Dallas, TX: AHA 2005
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Cd va dt suy tim & ngw&i cao tudi 000

:‘
Mot vai dinh nghia ve cao tuoi
WHO: > 60 tudi: ngwdi cao tudi
USA: * > 65tudi ngudi cao tudi
* 60 — 74: young old (cao tudi)
Gerontol

* 75 — 85: old old (cao tudi hon?

\ i ogist
* > 85: very old (rat cao tuodi)

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



Cd va dt suy tim & ngw&i cao tudi 000

Anh hwéng chinh cua tuoi cao 1én hé | ¢
tim mach

Tang strc cdn mach hé thdng, dac biét & mach mau I&n
Giam thw gian va chun gian that trai
Giam dap rng kich thich béta giao cam

Tén thwong san sinh nang lwgng cla mitochondria doi véi
stress

Giam chirc nang nut xoang

Tén thwong chirc nang ndi mac, dac biét tinh dan mach
trung gian ndi mac

TL: Thomas S, Rich MW. Heart Failure Clin 3 (2007) 381 -387 5
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Triéu chirng suy tim/ ngwei cao tuoj

Gidm kha nang gang src +++

Cac trieu chirng khac kém dac hiéu: bénh ndi khoa kem
theo

BNP, NT — Pro BNP: hivu ich gitp chan doan

Nguwoi gia > 75 tudi: mire NT — pro BNP can géap 4 lan, so
v&i < 75 tudi

Po loc cau than < 60 mI/mm/1,73m: BNP can gap 2 lan so
v&i gia tri chan doan



Cd va dt suy tim & ngw&i cao tudi 000

Vai diém can chu y vé chan doan
suy tim/ ngwol cao tuol

. Triéu ching co nang co thé khéng déc hiéu. Cac
triéu chirng: mét, khé tho, giam gang surc, kém hoat
doéng giup nghi ngo suy tim

. Suy tim c6 thé tam trwong, dac biét & nir cao tudi

. Siéu am tim, chat chi diém sinh hoc (biomarkers):
giup chan doan



Diéu tri suy tim/ ngwi cao tudi: can
trong trong dung thuoc, chu y twong
tac thuoc



Cd va dt suy tim & ngw&i cao tudi 000

Chan doan suy tim

Chan doan suy tim tim thu: 3 diéu kién
-TC/ CN

-TC/ thyc thé
-Giam PXTM

Chan ddan suy tim tAm truong: 4 diéu kién

-TC/CN

-TC/ thyc thé

-PXTM bao ton

-Chirng ctt bénh cau triic co tim (day TTr, nhi trai 16n)
va/hoic rdi loan chirc ning tam truong

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847



Cd va dt suy tim & ngw&i cao tudi 000

. < A e - - 000
Qui trinh chan doan suy tim cé6 do =
peptide bai nieu/ bénh nhan co triéu
chirng co’ nang goi y suy tim

Kham lam sang, ECG, phim nguc
siéu am tim
- — |
BNP <100[ pg/mL BNP 100-400 pg/mL ‘ BNP >400 pg/mL
NT-proBNP < 400 pg/mL NT-proBNP 400-2000 pg/mL NT-proBNP > 2000 pg/mL
| | |
It kha n&ng suy tim Chan doan chua Kha nang cao suy
chac chan tim man

TL: Dickstein K. et al. ESC Guidelines for the diagnosis and treatment of acute and chronic
heart failure 2008. Eur. Heart J 2008; 29: 2388-2442
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Cac triéu chirng thwc thé do giam
cung lwong tim

Mét

Lt dr hodc kém minh man

Than nhiét thap

Tim nhanh

Huyét ap tdm thu thap kém ap lwc mach hep

Giam bién d6 mach déng mach trung tdam hoac giam
thé tich (TD: mach ben, mach canh)

Chi lanh, am

11



Cd va dt suy tim & ngw&i cao tudi 000

NT-proBNP, BNP: hiru ich trong
chan doan cap ctru khi lam sang
suy tim khong chac chan (lla, A)

TL: Jessup M et al. 2009 Focused update: ACC/ AHA Guidelines for the Diagnosis
and Management of Heart Failure in Adults. Circulation 2009; 119: 1977-2016 12



Cd va dt suy tim & nguoi cao tudi

Kha ning chan doan cta khao sat | &:°

hinh anh khéng xam nhap

Morphology  Function Tissue Metabolism

Echo  —'

Nuclear

CT

MRI

=

TL: Friedrich MG. J Am Cardiol Img 1: 652, 2008 13



Cd va dt suy tim & ngudi cao tubi

Nguyén nhan
suy tim man

Bénh co tim TMCB (BPMYV cip, man)

Tang tai ap luc man:
-THA
- Bénh van tac nghén

Tang tai thé tich man

-Bénh ho van

-Dong chdy thong trong tim (shunt)
-Dong chay thong ngoai tim

Bénh co tim khong thiéu méau cuc bo
-R6i loan di truyén

-Réi loan thAm nhiém

-Ngd doc hoac thube

-Ri loan chuyén hoa

-Virus hodc nhiém trung khac

Roi loan tan sd hay nhip tim

Bénh tim do phoi
-Tam phé
-R61 loan mach mau phoi

Tinh trang cung lugng cao:
-Cuong giap

-Beri- beri

-Shunt dong tinh mach
-Thiéu mau man

14



Cd va dt suy tim & ngw&i cao tudi 000

Muc tiéu diéu tri suy tim

. Giam t&r vong

. Cai thién triéu ching, Qhét lwong cudc
song, tang kha nang gang strc, giam so
lan nhap vién

. Phong nglra téng ton thwong co tim;
giam tai cau truc co tim

15
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Pieu tri khéng thuoc

a chyng dan bénh nhan co thé tw cham séc, hiéu
biét vé tat bénh, triéu chirng bénh bat dau nang
hon.

. Hiéu blet vé diéu tri, tdc dung khéng mong mudn
cua thudc.

- Thay d’0| 16i song: gidm can, ngwng thudc 13,
khong uong,rwo’u bot man (bo’t Natri), tap the
duc, han ché nuw¢c (suy tim nang)

16



Cd va dt suy tim & nguoi cao tudi

D
N

Cac bién phap diéu

i Stage A | Stage B Stage C

| High risk | Structural Structural

| with no | heart disease,

| symptoms [ l disease, no previous or

b———— | symptoms current
b | symptoms

Stage D
Refractory
symptoms

requiring

special
intervention

tri/giai doan cua suy tim

ACE inhibitors and beta-blockers in all patients

Risk-factor reduction, patient and family education

Consider multidisciplinary team
Revascularization, mitral-valve surgery
Cardiac resynchronization if bundle-branch block present

Dietary sodium restriction, diuretics, and digoxin

Inotropes

Aldosterone antagonist, nesiritide

VAD, transplanta

Treat hypertension, diabetes, dyslipidemia; ACE inhibitors or ARBs in some patients

TL: Jessup M, Brozena S. N Engl J Med 348: 2007, 2003
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Uc ché men chuyén/ suy tim tam thu
(Loai I, MCC:A)

Tat ca bénh nhan cé PXTM < 40%

Chong chi dinh:
Tién sr phu mach

Hep DM than 2 bén
K*>5 mmol/L

Creatinine mau > 220 mmol/L (~2,5mg/L)
Hep van DMC nang

Liéu tr thap dén cao- Thir lai creatinine 2 tuan sau

Ngwng UCMC néu creatinine tang = 50% tri s6 ban dau (hodc K*>
5.5 mmol/L)

18
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Chen beéta/ suy tim tam thu :
(Loail, MCC: A)

Tat ca bénh nhan co PXTM < 40%, NYHA Il —IV

Pa dwoc ding lieu day dt UCMC hoac chen thu thé
AG Il £ doi khang aldoslerone

Lam sang dang 6n dinh
Khong bi:
Suyén

Bloc NT 11,111, héi chirng suy nat xoang, nhip xoang
cham (< 50/phut)

19



Cd va dt suy tim & ngw&i cao tudi 000

Cac nghién ctru chirng minh hiéu qua
cua chen béta / suy tim tam thu

- CIBIS Il (bisoprolol), COPERNICUS (carvedilol),
MERIT- HF (metoprolol CR/XL)

- SENIORS ( nebivolol)
- COMET (carvedilol)

20



Cd va dt suy tim & ngudi cao tubi
Nghién ctu MERIT- HF:hi€u qua cua
chen beta trén bénh nhan suy tim nang

Pooling of Patients with Severe Heart Failure
NYHA functional class II/IV and EF <0.25

Total Mortality Yearly
Randomized NYHA EF Placebo Risk

Plac/Beta No. Class  Mean Deaths/Pat. Yrs
CIBIS Il 84/65 —a—t 752 v 0.20 16.7
MERIT-HF 72/45 —=— 795 v - 0.19 19.1
COPERNICUS 190/130 -—&— 2289 (V)" 0.20 19.7
All pooled 346/240 = 3836

D.I!]] T [1.{:" | " NYHA Class not recorded in COPERNICUS,

Relative risk and 85% Cl  but placebo mortality indicates II/I\V

»J.Am.Coll. Cardiol. 2001,38;932-938

21



Cd va dt suy tim & ngudi cao tubi

Cac thuoc doi khang aldosterone/
suy tim tam thu (Loai I, MCC: B)

PXTM < 35%, NYHA III- IV, da st dung liéu tot nhat chen

béta va UCMC
Chong chi dinh:
K*>5 mmol/L
Creatinine mau > 220 Mmol/L (~2.5 mg/dL)
Dung chung vién Kali
Phdi hop véi UCMC va chen thu thé angiotensin |I

22



Cd va dt suy tim & ngw&i cao tudi 000

Cac thuoc chen thu thé :
angiotensin ll/ suy tim tam thu

Loai |, MCC A:bénh nhan cé PXTM < 40% van con triéu
chirng co nang du liéu t6i da UCMC va chen béta

Loai |, MCC B: thay thé khi bénh nhan khéng dung nap
dwoc UCMC

Chong chi dinh:
Twong tw UCMC, ngoai trtr phu mach

Bénh nhan dang s& dung UCMC va d6i khang
aldosterone

TL: Dickstein K. et al. ESC Guidelines for the diagnosis and treatment of acute and chronic heart
failure 2008. Eur. Heart J 2008; 29: 2388-2442

23



Cd va dt suy tim & ngw&i cao tudi 000

Cac chen thu thé AG II/ suy tim

Candesartan ( liéu lwong 8mg-32mg/ngay)
Valsartan (liéu lwong 80mg-320mg/ngay)

Losartan (liéu lwgng 100mg-150mg/ngay)



Cd va dt suy tim & ngu®i cao tudi o000

Hydralazine va Isosorbide dinitrate
(H— ISDN)/ Suy tim tam thu

Loai lla, MCC B
Khi khdng dung nap UCMC va chen thu thé AG Il

25



Cd va dt suy tim & ngudi cao tubi

Digoxin/ Suy tim tam thu

Loai |, MCC C:

PXTM < 40%, co triéu chirng co nang kém rung nhi

Loai lla, MCC B:

PXTM < 40%, co trieu chirng co nang, nhip xoang

TL: Dickstein K. et al. ESC Guidelines for the diagnosis and treatment of acute and chronic heart

failure 2008. Eur. Heart J 2008; 29: 2388-2442

26



Cd va dt suy tim & ngw&i cao tudi 000

Loi tieu/ suy tim tam thu

Loai |, MCC B: suy tim kem triéu chirng co nang cua
sung huyét



Cd va dt suy tim & ngudi cao tubi

Liéu luong o1
tiéu thu*cmg SUr
dung diéu tri suy
tim (tam thu,
tam truong,
man, cap)

TL: McMurray JJV et al. Euro. H.
Journal (2012); 33: 1787-1847

000
(L X X X
Diuretics Initial dose (mg) Usual daily dose (mg)
Loop diuretics®
Furosemide 2040 40-240
Bumetanide 05-1.0 -5
Torasemide 510 10-20
Thiazides®
Bendroflumethiazide 15 2.5-10
Hydrochlorothiazide 25 12.5-100
Metolazone 25 2.5-10
Indapamide® 15 255

Potassium-sparing diuretics?
+ACEi/ —ACE( +ACEI/ —-ACE/
ARB ARB ARB ARB

Spironolactone/

125-25 |50 50 | 00200
eplerenone
Amiloride 25 5 5-10 10-20
Triamterene 25 50 100 200

ACE = angiontensin-comverting enzyme inhibitor; ARB = angictensin receptor
blocker.

*Oral or intravenous; dose might need to be adjusted according to volume status/
weight; excessive doses may cuse renal impairment and ototoxicity.

®Dio not use thiazides if estimated glomerular filtration rate < 30 mlL/min, except
when prescribed synergistically with loop diuretics.

“Indapamide is a non-thiazide sulforamide.

“A mineralocorticoid antagonist (MRA) i.e. spironolactone/eplerencne is always
preferred. Amiloride and triamterene should not be combined with an MRA.



Cd va dt suy tim & ngw&i cao tudi 000

Cach str dung loi tieu/ suy tim
tam thu

. Liéu lwong: thay dbéi theo tirng bénh nhan va
tinh trang lam sang

_oi tiéu quai:rat hiéu qua
_oi tiéu:

_oi tiéu:hoat hoa hé repin. Angiotensin-
aldosterone — nén phoi hop voi UCMC hoac
chen thu thé AG I

* Nguwdi cao tudi: can than, gidm thé tich qua muc

29



Cd va dt suy tim & ngudi cao tubi

Céc thube duoc
chirng minh kéo dai
doi song b/n suy tim
tam thu man hoac
sau NMCT

- TL: McMurray JJV et al. Euro. H. Journal
(2012); 33: 1787-1847

000
aaaas
Starting dose (mg) | Target dose (mg)
ACE inhibitor
Captopril? 6.25 ti.d. 50 id.
Enalapril 15 bid. 1020 b.id.
Lisinopril® 25-5.0 od. 20-35 o.d.
Ramipril 25 ad. 5 buid.
Trandolapril? 05 od. 4 od.
Beta-blocker
Bisoprolol 1.25 od. 10 o.d.
Carvedilol 3.125 b.id. 25-50 b.id.
Metoprolol succinate (CRAXL) | 12.5/25 o.d. 200 o.d.
Mebivolol 1.25 od. 10 o.d.
ARB
Candesartan 4 or Bod. 32 od.
Valsartan 40 b.i.d. 160 b.i.d.
Losartan®: 50 od. 150 o.d.
MRA
Eplerenone 25 od. 50 o.d.
Spironolactone 25 oud. 25-50 o.d.

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker;
bi.d. = bis in die (twice daily); MRA = mineralocorticoid receptor antagonist;
o.d. = omni die (once every day); tid. = ter in die (three times daily).
*Indicates an ACE inhibitor where the dosing target is derived from
post-myccardial infarction trials.

®Indicates drugs where a higher dose has been shown to reduce morbidity—
mortality compared with a lower dose of the same drug, but there is no
substantive placebo-controlled randomized controlled trial and the optimum dose
is uncertain.

“Indicates a treatment not shown to reduce cardicovascular or all-cause mortality in
patients with heart failure or after acute mycocrdial infarction (or shown to be
non-inferior to a treatment that does).



Cd va dt suy tim & nguoi cao tudi

Recommendations

Thiazolidinediones (glitazones)
should not be used as they

C 4 h A cause worsening HF and increase
aC t uOC the risk of HF hospitalization.

Most CCBs (with the exception

khéng nén of amlodipine and felodipine)

should not be used as they have
a negative inotropic effect and can

S& dung trén cause worsening HF.

M5AIDs and COX-2 inhibitors

b/n Su ti m should be avoided if possible as 135,136
y they may cause sodium and water
retention, worsening renal function
A
tam thu

131133

and worsening HFE.

The addition of an ARB
. . . o (or renin inhibitor) to the
‘Thiazolinedione (rosiglitazone, combination of an ACE inhibitor AND
pioglutazone) a mineralocorticoid antagonist is
A X . L NOT recommended
-hau hét UC calci, ngoai trv because of the risk of renal
amlodipine va felodipine dysfunction and hyperkalaemia.

‘Khang viém khong steroid va

tre che COI,<2 ACE = angioctensin-converting enzyme; ARB = angiotensin receptor blocker;
‘Khoéng phbi hop UCMC, ARB va CCB = calcium-channel blocker; COX = grclo-oxygenase; EF = ejection
déi khéng aldosterone fraction; HF = heart failure; M5AID = non-stercidal anti-inflammatory druog;

MTHA = Mew York Heart Assodation.

*Class of recommendation.

®Level of evidence.

“References.

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847



Cd va dt suy tim & ngw&i cao tudi 000

Diéu tri suy tim vé&i chirc nang
that trai bao ton

Nghién ciru CHARM- Preserved (3023 bénh nhan):
candesartan khdng giam co y nghia tiéu chi chinh (tt
vong tim mach, suy tim)

Nghién ctru PEP- CHF (850 bénh nhan perindopril):
giam c6 y nghia tr vong tim mach va suy tim/ 1 nam
Loi tiéu: gidm triéu ching

Kiém soat tot THA va TMCB co tim, tan so that, RN

TL: Dickstein K. et al. ESC Guidelines for the diagnosis and treatment of acute and
chronic heart failure 2008. Eur. Heart J 2008; 29: 2388-2442
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Cd va dt suy tim & ngw&i cao tudi 000

Tai sao tan so6 tim cham giup cai
thién tien lwong bénh nhan?

33



Cd va dt suy tim & ngudi cao tubi

Nghién ctu diéu tri suy tim tam

thu bang thuoc (&rc ché kénh /f

(ivabradine)




Cd va dt suy tim & ngudi cao tubi

Tieu chi gop chinh

(T vong tim mach hoac nhap vién vi suy tim nang hosn)

Cumulative frequency (%)

40 -
.| *P<0.0001

20 -

10 -

HR = 0.82 (0.75-0.90) Placebo

1 1 1 1
0 6 12 18 24

Months

Swedberg K, et al. Lancet. 2010;online August 29.

18%

lvabradine

35



Cd va dt suy tim & ngw&i cao tudi 000

Tu vong vé suy tim

Cumulative frequency (%)

10 -

HR = 0.74 (0.58-0.94)
P=0.014

Placebo

26%

lvabradine

0 6 12 18 24 30

Thang

36

Swedberg K, et al. Lancet. 2010;online August 29.



Cd va dt suy tim & ngwdi cao tudi Loi tiéu gitp giam triéu ching 000

Cac bién phap
diéu tri suy tim

khong
A
tim thu man —
r
co TC/CN o
(NYHA 1I- 1V) . >
. (/ khong
Thém ivabradine
NYHA van con II- IV va PXTM < 35%
\l/c() k\llllﬁng —
QRS > 120 ms
e N
co khong
\4

co
TL: McMurray JJV et al. Euro. H. /

Journal (2012); 33: 1787-1847 Can nhic digoxin va/hoic Hydialagine/ ISDN
Néu 1a giai doan cubi, can nhic LVAD va hoic ghép tim 37




Piéu tri loan nhip/ bénh
nhan suy tim




Cd va dt suy tim & nguoi cao tudi

Klem soat
tan so
that/b/n suy
tim co kem

rung nhi

TL: McMurray JJV et al. Euro. H.
Journal (2012); 33: 1787-1847

Suy tim tdm thu

Suy tim PXTM béo tén ;

Chen beta

khong

trc ché calci giam tan s6 tim (
hodc chen beta)

.

khong

Thém digoxin Thém digoxin
khong > < khong
v J
Thay digoxin bang Thay digoxin bang chen beta
amiodarone (hodc UC cali giam tan so tim)
khong T D S khong
: v J
Can nhic k¥ nuat nhi that biéu trj duy tri Can nhéc ky nat nhi that

Hoi chéan chuyén gia

Hoi chan chuyén gia




Cd va dt suy tim & ngudi cao tubi

Xu tr1 loan nhip that/ suy tim

Khuyén cao

Tim va diéu tri yéu t6 1am nang (TD: rdi loan
dién giai, TMCB co tim...)

Téi wvu UCMC (hoic chen thu thé Ab 11, chen
beta, do1 khang aldosterone)

Tai lvu thong PMV/ loan nhip that kém BDMV
Pit ICD: loan nhip that kém triéu chimg, gitp
tang sOng con

Amiodarone trén b/n di dit ICD van con loan
nhip that

Huy bang catheter trén b/n da ¢6 ICD van loan
nhip that

Loai
I

MCC
C

ALCE = angictensin-comverting enzyme; ARB = angotensin receptor blocker; HF = heart failure; ICD = implantable cardioverter-defibrillator; MRA = mine ralocort ooid

receptor antagonist

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

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847
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Diéu tri suy tim bang
phau thuéat va dung cu




Cd va dt suy tim & ngu®i cao tudi o000

Khuyén cao sir dung may pha :
rung cay dwoc/ b/n suy tim

Khuyén cao Loai MCC

Phong ngtra thir phat I A
ICD/loan nhip that kém r6i loan huyét dong, kha

ning song > 1 niam, chirc ning con tbt, gitp

giam dot tu

Phong ngtra tién phat

ICD/ NYHA II- TV kém PXTM < 35% mac du >

3 thang diéu tri ndi toi wu, kha nang séng > nam,

chtrc ning con tot, giup giam dot tir

Bénh tim TMCB: > 40 ngay sau NMCT cép |
Bénh tim khong TMCB I

W >

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847
42



Cd va dt suy tim & ngudi cao tubi

Khuyén céo sir dung CRT/ b/n suy tim
NYHA IlIl, IV(NYHA IV phai khong nam
bénh vién

Khuyén cao Loai MCC

QRS dang bléc nhanh trai | A
CRT-P/CRT-D/ nhip xoang QRS > 120

dang bloc nhanh trai, PXTM < 35%, kha

ning song > 1 niam, chirc ning tot

QRS khoéng dang bloc nhanh trai lla A
CRT-P/CRT-D/ b/n nhip xoang QRS >

150 ms, PXTM < 35%, séng trén 1 nam,

chtrc ning tot

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847
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Cd va dt suy tim & ngu®i cao tudi o000

Khuyén cao str dung CRT/ b/n suy
tim NYHA I

Khuyén cao Loai MCC

QRS dang bléc nhanh trai | A
CRT hoic t6t hon CRT-D: b/n nhip xoang QRS >

130 ms dang bléc nhanh trai, PXTM < 30%, kha

nang song > 1 ndm chirc nang tot

QRS khong dang bléc nhanh trai Ila A
QRS can > 150 ms

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847
44



Cd va dt suy tim & ngwdi cao tubi 000

0000
| }\ u y mu X N u .. . .
Dieu tri tai dong bo co tim: °c¢
" A ’ o
nghién ctru CARE-HF
i 100 e’
e Cardiac resynchronization
L2
By 75 -
o
w S
0 B0 Medical therapy
=z
n <
——
E W
& P <0.002
0 T T l
0 500 1,000 1,500
DAYS
Number at risk
CRT 409 376 351 213 89 8
Medical 404 365 321 192 71 5
therapy

TL: Cleland JGF et al. N Engl J Med 2005; 352: 1539 45



Cd va dt suy tim & nguoi cao tudi

Diéu tri tai dong bé tim kém khir rung

that: Nghién

ciru MADIT-CRT

1.0

ICD only 731
CRT-ICD 1089

YEARS SINCE RANDOMIZATION

No. at risk (probability of survival)

621(0.89)
985(0.92)

379(0.78)
651(0.86)

173(0.71)
279(0.80)

I w

>

22 ose- |

=

i “—._ CRT-ICD
O X 0.8 ~—————

0 =
2o :
=
é E-) 0.7
m W
ot P <0.001 ICD only
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43(0.63)
58(0.73)

TL: Moss AJ et al. N Engl J Med 2009; 361: 1329
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Song con bénh nhan diéu tri suy

tim/nghien ctru SCD HcFT

0.4

MORTALITY RATE

0.0

- Amiodarone
- |CD therapy
- Placebo

| 1 | ! ! ! 1 | | 1

0 6 12 18 24 30 36 42 48 54 60
MONTHS OF FOLLOW-UP
Hazard ratio 97.5% ClI P value
Amiodarone vs. placebo 1.06 (0.86-1.30) 0.53
ICD therapy vs. placebo 0.77 (0.62-0.96) 0.007

(Modified from Bardy GH, Lee KL, Mark DB, & heart failure. N Engl J Med 352:225, 2005.)

TL: Bardy GH et al. N EngIJ Med 2005 352 225
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Song con trén b/n phau thuat BC/DMV so véi

d
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ieu tri noi
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M, Velazquez EJ, Gardner LH, et al: Comparison of coronary

artery bypass grafting versus medical therapy on
ardiovascuiar Disease Databank. Am J Card

v in patients with ischen
4 25-year expenence from the Duke Cardiovasculas

fol 90-101, 2002

year expenience from

coranary
the Duke Cardiova:

TL: O’ Connor CM et al. Am J Cardiol 2002, 90: 101

y bypass grafting versus herspy o t patients with ischemic oardi
ascular Disease Databank 2, 2

A = T4t ca cac nhom

B = Nhom co bénh 1
nhanh DMV

C = Nhém cé bénh 2
nhanh DMV

D = Nhém c6 bénh 3
nhanh DMV
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Song con bénh nhan ghép tim | ¢

KAPLAN-MEIER SURVIVAL (1/1982-6/2006)
100 ~
Half-life = 10.0 years
80 — Conditional half-life = 13.0 years
9
3 60+
S N = 74,267
> 404 N at risk at 22
C
) years: 70
n .
20
O | | | | | | | | | | | | | | | | | | | | | |
0123456 7 8 91011121314151617 18192021 22
YEARS

(From Hertz Mi,_ Aurcra F, Chnstie JD, et ai: Registry of the Intemationa! Socisfy for Heart and Lung Transpiantation: A quarter century of thoracic ranspiantation. J Heart Lung Transplant 27:937, 2008.)

TL: Hertz MJ et al. Heart Lung Transplant 2008; 27 : 937
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Qui trinh khao sat b/n nghi ng® suy tim cap | 2¢°

\%
Bénh sir /kham thuc thé (bao gdm huyét ap va tan s6 thd)

X-quang nguc ECG

Si€éu am tim hodac NT-proBNP, Do bao hoa O,
BNP (hodc ca 2)

Sinh hoa mau Cong thirc mau

\% \%
Khao sat
doéng thoi
Cép
cuu
ngay,
néu ¢co6

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847
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Yeu to lam
nang va
nguyén nhan
suy tim cap

- TL: McMurray JJV et al. Euro. H.
Journal (2012); 33: 1787-1847

Events usually leading to rapid deterioration

* Rapid arrhythmia or severe bradycardia/conduction disturbance

* Acute coronary syndrome

* Mechanical complication of acute coronary syndrome (e.g. rupture of
interventricular septum, mitral valve chordal rupture, right ventricular
infarction)

= Acute pulmonary embolism

* Hypertensive crisis

* Cardiac tamponade

» Aortic dissection

* Surgery and perioperative problems

* Peripartum cardiomyopathy

Events usually leading to less rapid deterioration

* Infection (including infective endocarditis)

» Exacerbation of COPD/asthma

» Anaemia

= Kidney dysfunction

* Non-adherence to diet/drug therapy

* latrogenic causes (e.g. prescription of an NSAID or corticosteroid;
drug interactions)

* Arrhythmias, bradycardia, and conduction disturbances not leading to
sudden, severe change in heart rate

* Uncontrolled hypertension

* Hypothyroidism or hyperthyroidism

* Alcohol and drug abuse

AHF = acute heart failure; COPD = chronic obstructive pulmonary disease;
MNSAID = non-steroidal anti-inflammatory drug.
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Cac
thuoc
dieu tri
suy tim
cap

min

| 000
Bolus Infusion rate
Dobutamine No 2-20 pg/kg/min (B+)
Dopamine No <3 pglkg/min: renal
effect (&+)
3-5 pglkg/min;
inotropic (B+)
>5 pglkg/min: (B+),
vasopressor (o+)
Milrinone 2575 pglkg over 1020 0.375-0.75 pgllkg/min
min
Enmoximone p.E—I 0 mgikg over 5-10 | 5-20 pg/kg/min

Levosimedan®

12 pg'kg over 10 min

0.1 pgflkg/min, which

(optional)® can be decreased to
0.05 or increased to
0.2 pgllkg/min
MNorepinephrine No 0.2—-1.0 pgikg/min

Epinephrine

Bolus: | mg can be given
i.v. during resuscitation,
repeated every 3—5 min

0.05-0.5 pg/kg/min

TL: McMurray JJV et
al. Euro. H. Journal
(2012); 33: 1787-1847

“Also a vascdilator.

"Bolus not recommended in hypotensive patients (systolic blood pressure
=290 mmHg).

o = alpha adrencoceptor; p = beta adrenocceptor; 6 = dopamine receptor.
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Khuyén cao diéu tri suy tim cap

Khuyén cao Loai MCC

B/n sung huyét phoi/ phu phoi khong ¢ soc

Loi tiéu quai TM. Theo di TC/CN, lugng nuéc | B
ti€u, churc nang than, dién giai

Liéu cao oxy, néu SatO2 < 90% hoidc PaO2 <60 | C
mmHg

Phong ngira huyét khoi thuyén tic (TD: heparin | A
TLPT thap)

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847
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Khuyén cao diéu tri suy tim cap

Khuyén cao Loai MCC

B/n huyét 4p thap, tudi mau thap hoic soc
Soc dién néu loan nhip nhi hoac that I C

Thudc ting co co tim (TD: dobutamine) TM néu |la C
HATTh < 85 mmHg va/hodc giam tudi mau.

Theo doi1 ECG lién tuc nguy co loan nhip do co

co tim

Tro gitip tuan hoan co hoc ngan han cac bénh Ila C
nhan con giam tud1 mau nang va nguyén nhan
co kha nang hoi phuc (TD: viém co tim)

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847 54
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Khuyén cao diéu tri suy tim cap

Khuyén cao Loai MCC
B/n hoi chimg PMV céap

Can thiép ngay hoic BCDMV néu 1a I A
NMCTC/STC hoic bloc nahnh trai méi xuat

hién

Tiéu soi huyét néu khong can thiép hoic I A
BCDMYV cap ctru

Can thiép sém hoic BCDMV néu NMCT/KSTC | A

kém huyét dong khong on dinh

Str dung eplerenone néu PXTM < 40% giup I B
giam tor vong va nhap vién

TL: McMurray JJV et al. Euro. H. Journal (2012); 33: 1787-1847 -
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Két luan

( X J
» Chan doan suy tim man va suy tim cap: c6 vai trd chat
chi diém sinh hoc (NT-proBNP, BNP)

« Diéu trj suy tim man:
Céc thudc va bién phap kéo dai doi song

Cham tan so tim: can thiét cho b/n suy tim
« Diéu tri suy tim cap:
Yéu t6 gay bénh
Sung huyét phoi, twéi mau thap, nguyén nhan co hoc, HC/
DMV cap: can quan tam
« Suy tim ngudi cao tudi: tan suat cao, bénh ndi khoa
khac kem theo, can trong lieu lwvgng thubc
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