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In Memory of Arnold M. Katz

“In central problem in heart failure is not
that patients are short of breath or that
they retain fluid: the problem is that they
die. Heart failure is a mortal illness, more
serious than most malignancies”
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Tién lwong bénh nhan suy tim cap dac biét xau

Trends in Hospitalizations and Survival of Acute Decompensated Heart Failure in Four US Communities
(2005-2014): ARIC Study Community Surveillance

40,173 bién cb suy tim cap tai 4 cdng ddng Forsyth County, NC; Jackson, MS; Minneapolis, MN, suburbs; and Washington
County, MD (Hoa Ky). 50% HFrEF va 39% HFpEF
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Circulation. 2018;138(1):12-24.



Sung huyét 1a nguyén nhan chinh gay nhap vién & BN suy tim cap

ESC Heart Failure Long-Term Registry
Classification of patients with AHF: Congestion/hypoperfusion classification by geographical area

m Congestion and hypoperfusion m Congestion without hypoperfusion
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AHF, acute heart failure; ESC, European Society of Cardiology. Chioncel O et al. Eur J Heart Fail. 2017;19:1242.



Cai thién nhanh tinh trang sung huyét gitp
giam nguy co tir vong va tai nhap vién do suy tim

T vong do moi nguyén nhan

T vong do TM va tai nhap vién do suy tim

A. Change in volume overload
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Nhom c6 thoi gian gidm sung huyét (giam BNP va NT-proBNP) nhanh nh4t (Q4) so véi nhém gidm cham nhat (Q1):

v" Nguy co két cuc kép tr vong TM va tai nhap vién do suy tim thép hon ( HR=0,49 [0,39, 0,60] va HR=0,54 [0,42, 0,71])

McCallum W, et al.. Rates of In-Hospital Decongestion and Association with Mortality and Cardiovascular Outcomes Among Patients Admitted for Acute Heart Failure. Am J Med. 2022 Sep;135(9):e337-e352. doi:
10.1016/j.amjmed.2022.04.003. Epub 2022 Apr 25. PMID: 35472391;

v Nguy co t&r vong do moi nguyén nhan thap hon (HR=0,43 [0,31, 0,59] va HR=0,27 [0,19, 0,40])




Vai tro cua lgi tiéu quai trong giam sung huyét & BN suy tim cap
Khéi ddng cang s&®m cang tot

REALITY-AHF: Nghién ciru doan hée,
tién ctu, da trung tdm, danh gid moi
lién quan gilra thoi gian khdi dong
thubc loi tiéu quai va két qua Iam sang
& 1291 bénh nhan suy tim cap nhap
vién tai khoa céap cuu.

« Early group (n=481): nhém khoii
dong loi tiéu sém <60 phat

* Non-early group (n=810):nhém
khéng kh&i ddng Ioi tiéu sém
 Q1-Q4: nhém t& phan vi phan
tang theo diém nguy co GWTG-
HF cho nguy co t& vong ndi vién

& BN nhap vién vi suy tim.

In-Hospital Mortality (%)

15 -

14.2

10 -~
P 0. 002
5_ J
All cohort Q4
(low rlsk) (high risk)
Group

m Early group = Nonearly group

1. GWTG-HF: Get With the Guidelines-Heart Failure risk score theo huwéng dan cia Hoi TM Hoa Ky 2010. 2. Yuya Matsue et al. JACC 2017;69:3042-3051




Loii tieu dong vai trd dau tay trong xd tri suy tim cap

Intravenous loop diuretics are recommended for

all patients with AHF admitted with signs/symp-
145

toms of fluid overload to improve symptoms.

Combination of a loop diuretic with thiazide- | W
type diuretic should be considered in patients Ila
with resistant oedema who do not respond to

5

an increase in loop diuretic doses."

ESC Guideline 2021
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Khuyé&n céo diéu trj suy tim cap va man cta B Y Té Viét Nam 2022



Tang liéu loi tieu quai don thuan khéng cai thién ty I1é tir vong,
tai nhap vién va nhap vién cap ctru

DIURETIC-CENTRIC PARADIGM

Vasoconstriction

High sodium avidity

Water and Na+
accumulation
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The DOSE-AHF trial

Diuretics and
other volume
removers

Acute Heart Failure (1 symptom AND 1 sign)
Home diuretics dose = 80 mg furosemide and < 240 mg

<24 hours after admission

_—

2x2 factorial randomization |
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High intensity (2.5 x oral)
Continuous infusion

High intensity (2.5 x oral)
Q12 IV bolus

Low intensity (1 x oral)
Continuous infusion

Low intensity (1 x oral)
Q12 IV bolus

48 hours

1) Change to oral OR

2) continue cmrent dose OR

s

3) increay
77 B Low-Dose vs. High-Dose Strategy
Primary endpoints: Ch; 109 Hazard ratio with high-dose strategy, 0.83 (95% CI,
' pt 094 0.60-1.16)
P=0.28
_ 0.84
Secondary Endpoints:
(see protocol for list) 0.74
S 06-
E=l Low dose
e 0.5+
. 2 g4d
Kaplan—Meier Curves for the a Y .
. ) ) High dose
Clinical Composite End Point of 0.3
Death, Rehospitalization, or 0.2-
Emergency Department Visit. 014
ﬂ.ﬂ T T | T
0 10 20 30 40 50
Days

. European Journal of Heart Failure (2024) 26, 2094—-2106; 2. N Engl J Med 2011;364:797-805 DOI: 10.1056/NEJM0a1005419
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Vai tro ctia phoi hop thuoc loii tieu khac véi loi tieu quai (1)

Does Acetazolamide Help Decongest in Acute Decompensated %

Heart Failure with Volume Overload (ADVOR)? #Neph)C
Primary End Point Secondary End Point
Multicenter @ ()
o) 4 A A
Acute S & Al talit Rehospitalization
Decompensated v Successful Decongestion -cause monality ¢, b oart failure
Heart Failure
n=519 -g Placebo
S - 30.59 29.7%
NT proBNP > 3 n =259 /o /o
1000 pg/ml or §
BNP > 250 pg/ml o
? 8 RR 1.46 HR 1.07
BB Follow up 95%Cl1[1.17, 1.82] 95%Cl [0.78, 1.48]
E S e @ Acetazolamide
S ful d tion: No si f o Y
o oot s eop e, [N S00iE 42.2% St

escalation < 3 days of randomization n-= 260

(0713 [ed [TEY (o] s HIM W o ToW=To [o i1 To] s W o) i=Tel=1 P=Vdol ETaa 1 o [T (oM [oTe] oMo [{VI(=lifol Mullens W, Dauw J, Martens et al. ADVOR Study Group.
. : ; . Acetazolamide in Acute Decompensated Heart Failure with
therapy in patlents with acute deCOmpensated heart failure Volume Overload. N Engl J Med. 2022 Aug 27. doi:

resulted in a greater incidence of successful decongestion UL VIR VR gy g

Vui long tham khao thém thong tin ké toa cla thudc tai Viét Nam.



Vai tro ctia phoi hop thuoc loii tieu khac véi loi tieu quai (2)

ReincIB25ch HERIGI=Oint, Changes in weight (kg) Changes in weight per 40mg of furosemide
placebo-controlled clinical trial from baseline to 96 hours from baseline to 96 hours

History of chronic heart failure

Treatment with oral furosemide
(B0-240 mg/day)

Admission for acute decompensation

08 P=0.002 -4 P<0.001
230 patients were randomized to G @ @ @ @ @ @ @ @ @
5 days of oral treatment with Hour Hour
hydrochlorothiazide or placebo Placebo HCTZ
& or
o Safety Placebo HCTZ p-value
‘ All-cause mortality at 50 days 19 (16.4%) 23 (20.2%) 0566
Z 9 All-cause rehospitalizations at 20 days 40 (34.5%) 43 (37.7%) 0,709
Impaired renal function (serum creatinine and eGFR) 20 (17.2%) 53 (46.5%) <0,001
83 years-old 48% women
Hyponatraemia (Na+ < 130 mmoliL) - (Ma+ < 125 mmellL) 6 (5.2%2 (17%) 10 (B8%)F3 (26%)  0.416-0.682
&
w %f Hypokalaemia (K+ = 3.0 mmaliL) - (K+ = 25 mmel/L) 18 (16.1%)-0 (0.0%) 43 (40.6%)-2 (1.8%) <0.001-0.245
HF-PEF 65% Serious adverse events 27 (23.3%) 26 (228%) 093

European Heart Journal (2023) 44, 411-421. https://doi.org/10.1093/eurheartj/ehac689 Vui long tham khéo thém théng tin ké toa clia thudc tai Viet Nam.



Thay déi cach tiép can suy tim cap twr “loi tieu la trung tam” thanh
“khéi tri sém GDMT” giup giam tac dung phu va cai thién két cuc xau

INNER
DESTABLIZIATION
or

INSULT NEUROHORMONAL BLOCKADE

T et ] ]|

SODIUM AVIDITY

Stable CHF Acute HF Post discharge phase

The new neurohormonal centric approach
for sustained decongestion.

© 2024 The Author(s). European Journal of Heart Failure (2024) 26, 2094-2106. doi:10.1002/ejhf.3423

GDMT-CENTRIC PARADIGM
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SGLT2i la GDMT tang hiéu qua lgi niéu va giam tac dung bat loi
khi phoi hop loi tiéu truyéen thong

Hiép déng thai Na+ & 6ng lwon gan va doan day quai SGLT2i giam Na+ va thé tich mé ké,
Henle, giup giam hoat héa RAAS va SNS it anh hwéng thé tich long mach

CENTRAL ILLUSTRATION: Mechanism of Diuretics Evaluated in Acute
Heart Failure Trials

- Spironolactone
— = 4+ P 4 > = 2 Interstitial oedema in
= -Uc ché carbonic anhydrase trén - - *Canh tranh trc ché t[\u the; . congestive heart failure
be 4 OLG. mineralocorticoid & OLX dé thuc day
—rha «c ché van chuyén Na* qua NHES3. thai Nivé nu'(zc, dong thf‘ri gitr kali.
Acetazolamide +Tang Na-Cl tai macula densa. *C6 thé rc ché van chuyén Na* qua
thu thé NHE3.
6ng lwron xa —
L FamnN
o) N |+ Vo d
Ong lwvon gan -
Hydrochlorothiazide

*Tac déng chd yéu tai OLX, trc ché tai
hap thu Na-Cl.

*C6 hoat tinh trc ché& carbonic
anhydrase dang ké co thé gép phan vao
qua trinh lgi tiéu tham thau.

= Poan day
o=
Vo d .
- ': 8 .
= . Loop Diuretics ! QuaiHenle = SGLT2i Loop diuretics
¥ H [ + |
- Cw U'c ché& Na-K-Cl transporter & doan  \_ i 7 =] é’.
SGLT2i day ctia quai Henle. ""§ Tolvaptan
+Chan tai hap thu Na* va glucose bé&i wrc 'C,hf’f‘.tf‘k’ the }12 (? S th? Bap o
G 2R do bai tiét nwdc va bao toan Na*.
ché SGLT2 tai OLG. 7 +C6 thé gav loi tiéu tham thau b3
*Diéu chinh tai hap thu Na* qua NHE3. ,Oh d?‘ Bay lot i him Jatibane
*Lam tang Na-Cl tai macula densa. Sas < S AR S
chuyén Na.
Siddiqi TJ, et al. JACC Heart Fail. 2025;13(1):14-27. Na* Thé tich Thétich Na* Theé tich Thé tich
mé ké long mach mo ké long mach

1. Verma S, et al. Diabetologia. 2018; 61(10):2108-2117. 2. Cherney DZ, et al. Cardiovasc Diabetol. 2014;13:28.



SGLT2i cap nhat bang chirng ngay cang so'm hon
trong diéu tri suy tim cap/mat bu cap
ﬁ 2

e@

'

Sdm hon nira???

6 \ Dir liéu vé sir dung SGLT2i trong
vong 24 gi® nhap vién?

Pha cap giai doan &n dinh

Nghién ctru EMPULSE: DICTATE-AHF
St dung Empagliflozin sau 3-5 ngay sau nhép EMPA-RESPONSE-AHF
\ = vién mang lai cdc lgi ich Idm sang nhiéu hon DAPA-RESPONSE-AHF
Pidu tri suy tim man la sau 1-2 ngay & bénh nhén suy tim cép ENDORSE-HF
giai doan duy tri DAPA-ACT HF TIMI ROAD-ADHF
DAPA-HF,
DELIVER

EMPEROR-reduced,
EMPEROR-preserved



DICTATE-AHF: Kheoi tri som Dapagllflozm cho bénh nhan
suy tim cap trong vong 24h nhap vién

Tiéu chun nhan vao 240 bénh nhan suy tim cap c6 qua tai dich dwgc phan ngau nhién 1:1 diéu tri lgi tieéu quai thong

. Suy tim mét bl c6 qué tai dich thuwdng hay phdi hgp dapagliflozin 10mg trong vong 24 gio dau nhap vién

« Pang st dung loi tiéu quai i.v ] ]
2t Nat i £ S
. eGFR > 25 ml/ph/1.73m? Thai Na+, giam sung huyeét Bién thién eGFR

Tiéu chuan loai trir A D g 100
n
«  Pai thao dwdng type 1 _ 250 - P=0.025 "‘E‘ zg I
- Pudng huyét < 80 mg/dL 3 | ! Be ol
s . . . w £ 200 - Median 50 Median 35 = E :
» Can st dung inotrope .v 73 (IQR: 24-102)  (IQR: 19-63) =R 60 T ]
« Hep van hai la/hep van dong ; ‘é 150 - mmol/40 mg IV mmol/40 mg IV = E‘ 50 1 l 1
= . E i
mach chd nang chia sitra 'z‘; > Furosemide Furosemide s :'é 40 | l
a2 2 AR [ =) -~ 30
« Tién can nhiém toan ceton 3 € 100 - g 20 -
m
. Phéi hop loi tidu quai va i g E 10
— i |
thiazide ngoai trd > 7 ngay N E 50 A “ 0 . . . . .
. . 1 2 3 4 5
* Suy gan nang (Child C) é Day
«  Nghi ng& nhéi mau co tim cip 01 — Usual Care — Dapagliflozin

Dapagllﬂozm Usual Care

Cox ZL et al. Am Heart J. 2021;232:116-124



Khéi tri sém Dapagliflozin trong 24h dau nhéap vién
tang co hoi bénh nhan dwoc toi wu noi khoa trwwéc xuat vién

GIAM LIEU LOI TIEU QUAI TANG TY LE DUNG DU T TRU TRUOC XUAT VIEN

Ty 1é dung tr tru trwé'c xuat vién

4 Median560 mg  Median 800 mg
0001 (1gR:260-1150) (IQR: 380 - 1.715) 35

30

P =0.006

20
2,000 -

o - E

0+ Dapagliflozin Placebo
Dapagliflozin Usual Care W <4 thuGc M4 thudc

15

10

Cumulative Loop Diuretic Dose (mg)

Cox ZL et al. Am Heart J. 2021;232:116-124

ENDORSE-HF Presented in ESC-HF 2024 by loan Radu Lala MD



Khei tri sém Dapagllflozm trong 24h dau nhap vién
cai thién triéu chirng 1am sang va rat ngan th&i gian nam vién

XUAT VIEN NHANH HON

CAI THIEN DIEM KHO THO TRU'C QUAN (VAS)

DICTATE-AHF
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P = 0.007
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Cumulative Incidence of
Hospital Discharge

]

o
o

1 2 3 4 5 >5
Day
— Dapagliflozin 118 118 114 91 70 55
— UsualCare 116 116 112 91 83 76
— Usual Care — Dapagliflozin

VAS dyspnea

DAPA-RESPONSE-AHF (n=87)

100+

80+

== Dapagliflozin

VAS dyspnea
AUC 3192.2 (SD 1631.9) mmxhr  N=45

AUC 4713.1 (SD 1714.9) mmxhr  N=42
P<0.001

Placebo

Dapagliflozin

48 72 96
Time (hours)

Emara AN, Wadie M, Mansour NO, Shams MEE. The clinical outcomes of dapaglifiozin in patients with acute heart failure: A randomized controlled trial (DAPA-RESPONSE-AHF). Eur J Pharmacol. 2023 Dec 15;961:176179. doi: 10.1016/j.ejphar.2023.176179.
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ESC 2025: Khoi tri sém Dapagliflozin

thié

\ DAPA ACT HF
X/ ) TIMI 68

Trial Design

Randomization
(Day 0)

End of Study
(Day 60)

Patients Hospitalized for
Acute Heart Failure

N=2401

S/Sx of fluid overload
Elevated NT-proBNP or BNP
eGFR >25 ml/min/1.73 m?
Any LVEF, w/ or wio T2D
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Newly diagnosed & worsening chronic HF
>24h but <14d after admission (early as possible)
No intensification of IV diuretics x12h, no IV vasoactives x24h

An Academic Research Organization of
Brigham and Women’s Hospital and Harvard Medical School

!
Dapaglifiozin
10 mg daily

Primary Endpoint
Time to CV Death or Worsening HF
(Decompensation during Index Admission,
Rehospitalization for HF, Urgent HF visit)

1:1 Randomization
(Double-blind)

Placebo

Alpha level (2-sided) = 0.05

Power = 80%

+ Placebo event rate = 16%
+ Relative risk reduction (RRR) = 27%
+  Drop out rate (WoC, LTFU) = 0.5%

Sample Size
Assumptions

Berg DD, et al. JACC Heart Fail. 2025;13(5):829-839.

n tién lwong cho benh nhan suy tim cap noi

vién

Primary Endpoint (@ s
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Cumulative Incidence (%)
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An Academic Research Organization of
Brigham and Women’s Hospital and Harvard Medical School

Cardiovascular Death or Worsening HF Event
12.7%

HR 0.86 (95% C10.68-1.08)

p=0.20 10.9%

==Placebo
==Dapagliflozin

7 14 21 28 35 42 49 56 63
Days Worsening HF event: (1) Decompensation during index admission;
(2) Rehospitalization for HF; (3) Urgent HF visit with IV diuretic Rx



Safety Endpoints

( .\ DAPA ACT HF

\’ / TIMI 68
Dapagliflozin Placebo

(N=1218)

(N=1183)

Symptomatic hypotension 43 (3.6%)
Worsening kidney function 71 (5.9%)
Major hypoglycemia 3 (0.2%)
Diabetic ketoacidosis 0 (0.0%)
AE leading to IP discontinuation 98 (4.8%)

26 (2.2%)
55 (4.7%)
3 (0.3%)
0 (0.0%)
56 (4.7%)

Symptomatic hypotension included events leading to hospitalization or study drug discontinuation
Worsening kidney function defined as resulting in at least a doubling of serum creatinine, hospitalization, study drug discontinuation, dialysis, or renal death
Major hypoglycemia defined as resulting in severe impairment in consciousness or behavior, or requiring emergency external assistance

@988 An Academic Research Organization of

Brigham and Women's Hospital and Harvard Medical School



HFSA 2025: Dapagllflozm cai thién tién lwong tw diéu tri ndi vién
dén ngoai tru, xuyén suot phan tang EF

Két qua tir phén tich gop DAPA-TRIO-HF tir 3 nghién ciru DAPA-HF, DELIVER va DAPA ACT HF-TIMI 68

Nguy co ttr vong do tim mach va suy tim tram trong hon

Test for Heterogeneity: P = 18.1%; p=0.36

HR (95% Cl) DD ASM 2025

Study '
DAPA-HF m : 0.72 (0.63-0.83) HFSA ANNUAL SCIENTIFIC MEETING
DELIVER _._._ i 0.82 (0.73-0.92) Where Heart Failure Teams Gather
R - : -
DAPA ACT HF-TIMI 68 ; : 0.82 (0.65-1.05) #HFSA2025
Overall P | 0.78 (0.71-0.86)
0.50 0.75 1.00 P<o0.001
Twr vong do tim mach Tram trong hon tinh trang suy tim
Test for Heterogeneity: 7 = 0.0%; p=0.73 Test for Heterogeneity: 7 = 24.6%; p=0.22
Study HR (95% Cl) Study HR (95% Cl)
: ] : ]
DAPA-HF —a— 0.83 (0.68-1.01) DAPA-HF —— : 0.70 (0.59-0.83)
DELIVER -, 0.88 (0.74-1.05) DELIVER . i 0.79 (0.69-0.91)
DAPA ACT HF-TIMI 68 —| 0.72(0.43-1.19) DAPA ACT HF-TIMI 68 —a—] 0.91 (0.71-1.18)
Overall o - | 0.85 (0.75-0.96) Overall - | 0.78 (0.69-0.87)
0.40 0.50 0.75  1.00 P<0.011 0.50 0.75 1.00 P<0.001

Presenting slide at HFSA 2025 - Berg DD et al. Circulation 2025.
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Bong thuan ACC 2024: Khoi tri SGLT2i diéu tri bwdc 1 va som
cung v&i loi tieu ngay tir th&i diém BN nhap vién vi suy tim

TRIEU CHU’NG CAI THIEN
Ti€p cén giam sung huyét, 8n
dinh huyét ap va chircning
théan ma khéng dung thuédc
tang co bop

LUC NHAP VIEN

MUC TIEU LY TUONG:

Téi wu t& tru

[ TRUGC XUAT VIEN | [ SAU XUAT VIEN |

M¢&i chan

doan Suy tim

Suy tim man,
Chwa du t8i wu

Diuretics

A A

Suy tim man
dolv,

du da t8i wu

@ Danh gid ngan han
@ panh gia dai han

Ca thé hoa
khé&i tri cac tru cot
Chu y HA, chirc ndng than,
nhip tim, CHI PHi

GDMT 2024

Sclhpli Thém thuéc

Ca thé hda

dé t6i wu

Chuyé&n RASi thanh ARNI néu HA
cho phép, tang liéu téi wu

ARNI hoac ACEI/ARB
Beta-blockers
MRA

va tang liéu

t0i wu sau
»~ -n
Xuat vién

Than trong
Du liéu thap RASi hoidc BB

Loi tiéu quai
khi xuat vién

@®

Banh gia lai tinh trang 1am sang,
bénh ddng mic, chan doan

—>

- 5 gas Can nhacdigu tri bd sungvaxem
Can nhacdai han —’ - s - .
lai muc tiéu cham soc

Dapagliflozin dwoc chi dinh vé’illiéu 10mg dé diéu tri DTD tip 2, Suy tim va Bénh than man, khuyén c4o khdi tri véi eGFR >= 25
ml/phat/1.73m2 da va duy tri dén khi loc mau. Vui long tham khao thém thong tin ké toa cla thuoc tai Viét Nam.

JACC. Aug 08, 2024. Epublished DOI: 10.1016/j.jacc.2024.06.002



VNHA 2024: Cap nhéat & khang dinh vai tro cia SGLT2i trén
nhom bénh nhan suy tim cap

HOI TIM MACH HQC VIET NAM

“Cdc thuoc SGLT2i da dwoc nghién ctru & chirng minh hiéu

qua trén bénh nhan suy tim ndng dang nam vién:

KHUYEN CAO CUA ) )
HOI TIM MACH HOC VIET NAM 1. Thuoc co thé sw dung & bénh nhan dai thao dwong hoac
VE KHAO SAT LAM SANG, khéng d4i thdo dwong

DIEVU TRI VA THEO DOI LAU DAI
BENH NHAN SUY TIM NAM VIEN

(B3 sung Khuyén céo clia Héi im mach hoc Viét Nam
Cap nhat 2024 v& chdn dodn va didu trj Suy tim)

2. Bénh nhén suy tim cap can nhap vién, dang dung ngoai tru

véi SGLT2i, c6 thé van tiép tuc st dung thuéc

: — Dapagliflozin dwgc chi dinh vé&i li&u 10mg dé didu tri DTD tip 2, Suy tim va Bénh than man, khuyén céo
www.vnha.org.vn kh&i tri v&i eGFR 2 25 ml/pht/1.73m2 da va duy tri dén khi loc mau. Vui ldng tham khao thém thong tin ké
https://www.vnha.org.vn/ toa cuia thudc tai Viét Nam



ESC/HFA 2025: Kh&i tri SGLT2i sém & BN suy tim cap
c6 huyet ap thap, du suy tim méi mac hay da dieu tri trwwéc do

Acute Heart Failure with Low BP
J’ 1. Confirm low BP

Low BP ;Low Perfusion
(Cardiogenic Shock)*

Low BP; Normal Per

1-Hold HFrEF therapy
2-Workup CS
3-Treat as per CS guidelines

De Novo AHF

IV diuretics (irrespectively of BP)
maintaining: Oxygenation and hemodynamics (perfusion) and Reducing Symptoms

!

1.Initiate SGLT2i & MRA (low dose) **
2.linitiate low dose BB or RAASH* 2. Initiate low dose of BB or RAASI?if not on either or
then initiate the other up-titrate BB or RAASI if either is Suboptimal

1

» 1.Try to maintain all GDMT
. 2.If need to reduce : BB(symptomatic bradycardia;
. or ARB/ACEi/ARNI(AKI or Hyperkalemia)

LR R R R RN

o

1.Initiate SGLT2i & MRA' if Not on any or Up-titrate
MRA% (if suboptimal dose)**

uonsebuod Jeel) g "SIy 8-+ 154l ZIIGPIS HY oAou aq Ji-Z
Aburp10230 ss21ppo pub 4g Moj Jo ABojoId dUIWI12G-T

First 24-48 hours-Patient/Risk
Profiles

paipaipur Ajppasuna Ji 3dadxa Adoiayi 4344H daay 03 suoffa (o ayow 4HAY Ji-€

Kh&i tri SGLT2i

Managen.
3101 AW3[0AN3 [13UN saulapInb 4ad sp sjua1I0d Pa1sabuol/pPappojIano awnjon ul Adoiay) 21324n1G-r

1. If one or more therapy is missing still, make all efforts to initiate (if no contraindication)
2. Up-titrate therapy accordingly within short period of time 4-6 weeks

Strategies to achieve optimization despite low BP:

- Close follow up

- Small increments

Discharge

- Up-titrate one drug at a point of time §
- Prefer up titrating RAASi when HR<60 bpm ¥

Hadi Skouri, European Journal of Heart Failure (2025) 27, 707—722



KET LUAN

1. Ganh nang suy tim ngay cang I&n. Dac biét 1a suy tim cap véi ty 1é t& vong ndi vién cao.

2. Tinh trang sung huyét can dwoc gidi quyét nhanh chéng va tich cwe bang viéc két hop liéu phap
loi tiéu. Khi dé, thubc SGLT2i tdng cworng hiéu qué gidm sung huyét, cai thién triéu ching, 6n

dinh huyét dong, tlr d6 gitp tang kha nang tdi wu hoa cac diéu tri suy tim.

3. Cac khuyén cao va ddng thuan méi déu chung quan diém: Kh&i tri sém t& tru trwdc xuat vién va

tdi wu hoa liéu sé giup cai thién chat lwong cudc sdng, gidm nhap vién va ty vong cho BN.

4. Trong do, SGLT2i dwoc khuyén cdo kh&i ddng s&m cung lgi tiéu truyén thdng, ngay ca trén
bé&nh nhan huyét ap thap hoac duy tri khdng gian doan khi nhap vién néu dang dwoc diéu tri

trwdc do
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