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TI LE RUNG NHI TREN BENH NHAN SUY TIM

A Y

Rung nhi va suy tim thwdng phé' i hop trén cung bénh nhan, khdng nhirng do
cuing nguyén nhan gay bénh ma con do n6 co tac dung hd tuo’ng

) . . | Prevalence of atrial fibrillation (AF) in several

New York Heart Association Functional Class major heart failure trials. CHF-STAT = Congestive

1 TI-111 III-1V IV Heart Failure Survival Trial of Antiarrhythmic

50 - — Therapy; CONSENSUS = Cooperative North
498 Scandinavian Enalapril Survival Study; DIAMOND

%0 CHF = Danish Investigations of Arrhythmia and

Mortality on Dofetilide Congestive Heart Failure
study; GESICA = Grupo de Estudio de Ia
Sobrevida en la Insuficiencia Cardiaca en
Argentina; SOLVD = Studies of Left Ventricular
Dysfunction; V-HeFT = Vasodilator in Heart
Failure Trial. (Adapted from Lancet,9) Am Coll
Cardiol, 10N Engl J Med,11,12,15,16 and
Circulation.13,14)
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Costantini M, Ranieri AT, Fachechi C, Tritto C, Sticchi G. Atrail.(2006): Fibrillation and heart failure: a complex relationship. G Ital Cardiol (Rome) Jan; 7 (1): 40-9.
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Rung nhi va bénh mach vanh

Published in final edited form as:
Am J Cardiol. 2013 November 1; 112(9): 1390-1395. doi:10.1016/j.amjcard.2013.07.006.

New-Onset Atrial Fibrillation after Acute Myocardial Infarction
and its Relationship to Admission Biomarkers [From the
TRIUMPH Registry]
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Abstract

Aprial fibrillation (AF) is an independent predictor of mortality after acute myocardial infarction
(AMI). We analyzed the relationship between biomarkers linked to myocardial stretch [NT-pro-
brain natriuretic peptide (NT-proBNP)]. myocardial damage [Troponin-T (TnT)] and
inflammation [high-sensitivity C-reactive protein (hsCRP)] and new-onset AF during AMI to

biomarkers with new-onset AF, after adjusting for other covartates. New-onset AF was
documented in 114 AMI patients (4.8%; mean age 58 years; 32% women). For each 2-fold
icrease in NT-proBNP, there was an 18% tncrease in the rate of AF (OR 1.18 93% CT1.03-1.35;

(OR 1.1595% CI 1.02-1.30; p=0.02). TnT was not independently associated with new-onset AF
(OR 0.96 95% CI 0.85-1.07; p=0.3). NT-proBNP and hs-CRP were independently associated with
new in-hospital AF after MI, in both men and women, irrespective of race. Our study suggests that
markers of myocardial stretch and inflammation, but not the amount of myocardial necrosis, are
important determinants of AF in the setting of AMI.
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Rate of atrial fibrillation for deciles of NT-proBNP
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Rung nhi va bénh mach vanh
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coronary syndromes: results from

the prospective EPICOR Registry
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Abstract

Background: Atrial fibrillation (AF) is associated with increased morbidity in acute coronary syndrome patients, but
impact on outcomes beyond | year is unclear.

Methods: This was a post-hoc analysis from the long-tErm follow-uP of antithrombotic management patterns In acute
CORonary syndrome patients (EPICOR) registry (NCTOI171404), a prospective, observational study conducted in
Europe and Latin America, which enrolled acute coronary syndrome survivors at discharge. Antithrombotic management
patterns, mortality, a composite endpoint of death/new non-fatal myocardial infarction/stroke and bleeding events were
assessed after 2 years of follow-up in patients with or without AF.

Results: Of 10,568 patients enrolled, 397 (4.7%) had prior AF and 382 (3.6%) new-onset AF during index hospitalisation.
Fewer patients with AF underwent percutaneous coronary intervention (52.1% vs. 66.6%; P<0.0001). At discharge,
fewer AF patients received dual antiplatelet therapy (71.6% vs. 89.5%; P<0.0001); oral anticoagulant use was higher in
AF patients but was still infrequent (35.0% vs. 2.5%; P<0.0001). Use of dual antiplatelet therapy and oral anticoagulants
declined over follow-up with over 50% of all AF/no AF patients remaining on dual antiplatelet therapy (55.6% vs. 60.6%),
and 23.3% (new-onset AF) to 42.1% (prior AF) on oral anticoagulants at 2 years. At 2 years, mortality, composite
endpoint and bleeding rates were higher in AF patients (all P<0.0001) compared to patients without AF. On multivariable
analysis, the risk of mortality or the composite endpoint was significant for prior AF (P=0.003, P=0.001) but not new-
onset AF (P=0.88, P=0.92).

Conclusions: Acute coronary syndrome patients with AF represent a high-risk group with increased event rates
during long-term follow-up. Prior AF is an independent predictor of mortality and/or ischaemic events at 2 years. Use of
anticoagulants in AF after acute coronary syndrome is still suboptimal.
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Chién lvoc diéu tri

 Diéu trj giai doan cap
e Diéu tri lau dai

— Kiém sodt nhip

— Kiém soat tan s6
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Management of patients presenting acutely with AF and heart failure

Acute management Chronic management

Cardiovert if unstable

Anticoagulate according to stroke risk




r ™
Avoid bradveardia
Perform echocardiogram to
— | determine further .
choice of mmm'ncmengemmt,
Consider need for anti lerapy
.

dose of beta-blocker to
achieve rate control

cker or diltiazem or

verapamil

Add digoxin

Add digoxin
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PIEU TRI GIAI DOAN CAP

" Piéu tri bénh nhén suy tim cap cé kém rung nhi ddp &ng that nhanh I3
mot thir thach 1am sang
= Chién lugc diéu tri
= Piéu tri suy tim = lgi tiéu, dan mach
= Kiém sodat tan sb that = digoxin, amiodarone TM
= Uc ché beta chi cho khi d3 6n dinh suy tim
* Tranh dung thudc e ché calci do tac dung inotropes dm tinh
= S&c dién chuyén nhip néu cé rdi loan huyét déng
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PIEU TRI LAU DA

Kiém soat nhip hay kiém sodat tan s& & bénh nhén
rung nht kem suy tim?

® SCENTIRCMEETHG 3,018
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Nghién ciru AF-CHF

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 JUNE 19, 2008 VOL. 358 NO. 25

Rhythm Control versus Rate Control
for Atrial Fibrillation and Heart Failure

Denis Roy, M.D., Mario Talajic, M.D., Stanley Nattel, M.D., D. George Wyse, M.D., Ph.D., Paul Dorian, M.D.,
Kerry L. Lee, Ph.D., Martial G. Bourassa, M.D., J. Malcolm O. Arnold, M.D., Alfred E. Buxton, M.D.,

A. John Camm, M.D., Stuart J. Connolly, M.D., Marc Dubuc, M.D., Anique Ducharme, M.D., M.Sc.,
Peter G. Guerra, M.D., Stefan H. Hohnloser, M.D., Jean Lambert, Ph.D., Jean-Yves Le Heuzey, M.D.,
Gilles O'Hara, M.D., Ole Dyg Pedersen, M.D., Jean-Lucien Rouleau, M.D., Bramah N. Singh, M.D., D.Sc.,
Lynne Warner Stevenson, M.D., William G. Stevenson, M.D., Bernard Thibault, M.D., and Albert L. Waldo, M.D.,
for the Atrial Fibrillation and Congestive Heart Failure Investigators*
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Nghién ciru AF-CHF

= 1376 bn cé LVEF< 35%, triéu chirng suy tim, tién st rung nhi con hay
rung nhi bén bi

=  Puoc phan 2 nhdm diéu tri kiEm sodt nhip (amiodarone, sotalol,
hay dofetilide) hay kiém soat tan s (vdi rc ché béta).

= Tiéu chi chinh: t&r vong do nguyén nhan tim mach

) VIETHAM NATIONAL CONGRESS OF CARDIOLOGY
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https://www.uptodate.com/contents/amiodarone-drug-information?source=see_link
https://www.uptodate.com/contents/sotalol-drug-information?source=see_link
https://www.uptodate.com/contents/dofetilide-drug-information?source=see_link
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Kiém soat nhip so vdi kiém sodt tan so

= Kiém sodt nhip va kiém soat tan s6 hiéu qua twong dwong nhau déi véi bn rung
nhi kem suy tim.
=  Tuy nhién, kiém soat nhip 1 liéu phap lva chon &

= Bn suy tim cé huyét déng khéng 6n dinh,

= Bn cé triéu chirng nang du da duwoc kiém sodt tan
sO

= BN rung nhi ma&i xuat hién va lam nang |én tinh
trang suy tim, du d3 duoc kiém soat tan s6
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Kiém soat nhip

= S3c dién chuyén nhip
* Thudc chéng loan nhip
= C3t dot dién sinh ly
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Soc dién chuyén nhip

= POi vdi con rung nhi lan dau, séc dién khong can dung thudc chéng loan nhip
trwdc do

= PGivéi bn rung nhi tai di tai lai, can dung thudc chéng loan nhip trudc dé tang ti 1é
thanh céng va duy tri nhip xoang sau soc dién

= SAc dién chuyén nhip cd vai trd han ché trong diéu tri ban dau & bn suy tim mat bu
cap (chud yéu 1a 6n dinh suy tim)

.m—';"-



Kiém soat nhip

MOt s6 thube chdng loan nhip l[am tang t&r vong & bénh nhan suy tim:
propafenone, flecainide, dronedarone

* Thudc cé thé str dung trong suy tim: amiodarone, sotalol, dofetilide

* Tranh dung sotalol & bn suy tim nang (EF<30%), suy tim giai doan cap

=  Amiodarone vira cé tac dung chuyén nhip vira cé tadc dung lam cham tan sé that.

) VIETHAM NATIONAL CONGRESS OF CARDIOLOGY
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Kiém soat nhip va vai tro chen beta

= Chen beta giam nguy co rung nhi @ bénh nhéan
suy tim

= Phan tich tong hop 7 RCTs v&i 11,952 bn, theo
doi 6 thang — 2 nam

= Tilé rung nhi mdi phat hién thap mot cach cé
v nghia @ nhédm st dung chen bé ta so vdi gia
duoc (28 vs 39/1000 bn-nam)

Eur Heart J. 2007;28(4):457.

(€9 VEETHAM HATIONAL CONGRESS OF CARDIOLOGY
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Co ché cla chen beta trén bénh nhan
suy tim

Myocardial Death
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Figure 1. Mechanism of S-blockers in heart failure.

Circulation Journal Vol.80, March 2016
: VIETNAM NATIONAL CONGRESS OF CARDIOLOGY
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PHONG NGUA RUNG NHI TREN BENH NHAN
SUY TIM: Vai trd chen béta

Newly Diagnosed Atrial Fibrillation

149 Placebo
12 4
10 - p=0.0005
AR
- - Metoprolol CR/XL
a 6
4 -
5 ; Risk reduction 48%
L 7
ay o i

Months of follow-up

Fig. 4. Kaplan—Meyer estimates of newly diagnosed atrial fibrillation
during follow-up in patients in sinus rhythm at baseline. Baseline rhythm
defined from baseline ECG. Atrial fibrillation during follow-up was
reported as an adverse event and/or defined from the follow-up ECG (time
to first event, see text for comments). Atrial fibrillation is only counted once
in each patient.

Nghién ctru MERIT-HF

Thiét ké nghién ciru

Metoprolol CR/XL n=1990

Run-in Placebo n = 2001
-2 3 6 9 12 15 18 21
I Tuin : Thang :
—Midon Mi dbi -

* Chinh liéu tir 12.5 mg/25 mg dén 200 mg od trong khoing 6 tuin t6i 8 tuin
lieu khéi dau 13 12,5mg ciia thude & nhitng bénh nhin suy tim NYHA d¢ II1-
IV va 25 mg suy tim NYHA d¢ 11

D.J. van Veldhuisen et al. / European Journal of Heart Failure 8 (2006) 539 — 546

VIETHAM NATIONAL CONGRESS OF CARDIOLOGY
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Table 1. Entry Characteristics in the Two Randomization Subgroups With Severe Heart
Failure: Data Are Also Given for All Other Patients Randomized

Metoprolol CR/XL Placebo All Other
Characteristics (n = 399) (n = 396) (n = 3,196)

Mean age (yrs) 64.7 64.6 63.6
Gender, (%) women 24 22 22
Caucasian (%) 91 91 95
Ischemic etiology of heart failure (%) I 64 65 66 I
NYHA functional class (96)

IT 0 0 51

I 920 91 47

IV 10 9 2
Ejection fraction (mean) 0.19 0.19 0.30
Systolic blood pressure (mean) 125 124 131
Diastolic blood pressure (mean) 77 77 79
Heart rate (mean) 85 85 82
Medical history

Previous MI (%) 47 49 48

Time since last MI <1 year (%) 6 6 8

Hypertension (%) 40 41 45

Diabetes mellitus (%) 23 27 25
: VIETNAM NATIONAL CONGRESS OF CARDIOLOGY
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Liéu dung Metoprolol CR/XL trong MERIT-HF

Metoprolol CR/XL
(n=1.990)

Trung binh 179mg 159mg
>100mg 93% 87%
DAT 200MG 82% 64%

Lancet 1999;353:2001-7
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Kiém soat tan s6

=  Giup cai thién triéu chirng & bénh suy tim
= C3ithién chirc nang that trai 1.23
= Caithién tilé tlr vong?

. Am Heart J. 2001:142(3):498.
2. Eur Heart J. 1992;13(9):1290.
3. Mayo Clin Proc. 2000;75(8):790.
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Long-term heart rate control of AF

!

Perform echocardiogram (IC)
Choose initial rate control therapy (IB) and combination therapy if required (llaC)
Target initial resting heart rate <[ 10 bpm (llaB), avoiding bradycardia

. “

\ .
|
v “ v v v
i " F '
Bm-HodmrJ [ Digoxin Diltiazem/ [ Beta-blocker J [ Digoxin
I ) | verapamil )
Consider early low-dose ) [ Add therapy to achieve target heart rate or )
L combination therapy ) X if ongoing symptoms )
¥ . v v v
- i ™ - ‘Add dilg N
Add digoxin Add digoxin Add digoxin verapamil or
beta-blocker beta-blocker
e > . A
ESC 2016
sﬁ, VIETNAM NATIONAL CONGRESS OF CARDIOLOGY
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TIEP CAN CHON LUA THUOC KIEM SOAT TAN SO THAT & BENH NHAN RUNG
NHI

[ Atrial Fibrillation ]

: LV
No Other Hypertension :
CV Disease [ or HFpEF ] Dyzfrumztlon COPD

Y y A A 4

y

Beta blocker Beta blocker Beta blockert Beta blocker

Diltiazem Diltiazem SNt Diltiazem

Verapamil Verapamil 'goxi Verapamil

C 1 )
A 4
[ Amiodarone§ ]
ACC/AHA/H RS 2014
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Tan sb tim va bién cd & bénh nhan
suy tim

A Cardiovascular Death B Admission to hospital for heart failure

15 p=0.0041 15 4 p<0.0001
Heart rate 270 bpm

- Heart rate <70 bpm

Percentage with event

Number at risk

Heart rate =70 bpm 2693 2580 2405 1537 639 2693 2480 2265 1436 593
Heart rate <70 bpm 2745 2670 2510 1578 722 2745 2628 2445 1516 683
C  Admission to hospital for M D Coronary revascularization
104 p=0.0066 8 - p=0.037
5
s 6 -
s
E
f<2
g
g
e

Number at risk
Heart rate 270 bpm 2693 2548 2347 1493 617 2693 2552 2347 1483 624
Heart rate <70 bpm 2745 2653 2467 1542 703 2745 2649 2463 1537 703

Patients with CAD and LV systolic dysfunction in sinus rhythm included in the placebo group of the BEAUTIfUL trial.

European Journal of Heart Failure (2014) 16, 76—85

st, VIETNAM NATIONAL CONGRESS OF CARDIOLOGY
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Tac dung cua chen béta Ién t&r vong chung & BN suy tim nhip

xoang vs suy tim rung nhi

Beta-Blocker Placebo Odds Ratio Odds Ratio
Study or Subgroup  Events  Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
AF
CIBIS-II 42 257 43 264 6-9% 1-00 [0-63, 1-60] 1T
MERIT-HF 30 274 3 282 53% 100 [0-58, 1-69) -1
SEMIORS 38 227 51 237 B1% 073 [0-46, 117) -1
US-Carvedilol 4 B4 B a2 1-d% 0-38 [0-10, 1-43] +
Sublotal (95% Cl) B42 B35  216% 0:-86 [0-B6, 1-13] -
Total events 114 131
Hetarogeneity: Chi? = 2-61, df = 3 (P = 0:46); I = 0%
Test for overall effect: £ = 1-07 (P = 0-28)
SR
CIBIS-I M5 1014 170 1004 29-T% 0-57 [0-44, 0-74) —
MERIT-HF 02 1563 160 1568 29-0% 051 [0-47, 0-80) —m
SEMIORS 7T 451 84 444  1386% 0-88 [0-63, 1-24) —
US-Carvedilal 18 8§12 25 346 6-0% 0-39 [0-21, O0-72]
Sublotal (95% Cl) 3640 3363 TE4% 063 [0-54, 0-73] <&
Total events 302 439
Hetaroganeity: Chi? = 671, df = 3 (P = 0-08); 1? = 55%
Test for overall effect: £ = 588 (F < Q-00031)
Total (85% Cl) 4482 4198  100-0%: 0-68 [0-59, 0-77] &>
Tolal avenls 416 570
Heterogeneity: Chi* = 13-30, df = 7 (P = 0OT); 17 = 47% oz 05 1 2 P

Test for overall effect: £ = 566 (P < 0-00001)

Test for subgroup differancas: Chif = 3.97 df = 1 (P = 0-048), I = 74-8%

Favours Beta-Blocker

Favours Placebo

Rienstra M, Damman K, Mulder BA, et al. Beta-blockers and outcome in heart failure and atrial fibrillation: a meta-
analysis. JACC: Heart Failure 2013;1:21-8

ol
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Tac dung cua chen béta I1én tir vong chung &@ BN suy tim nhip

Xoang vs suy tim rung nhi

All-cause mortality: atrial fibrillation

All-cause mortality: sinus rhythm

A B
1.0 10 4
09 - 0.9 -
c
i
<
8 08- 038 -
o
=
2 o7+ 07
E HR 0.73 (95% Cl 0.67-0.80); P< 0.001 HR 0.97 (95% C1 0.83-1.14); P=0.73
v
06 - 06 -
M Placebo M Placebo
05 - M p-blocker 05 - M (-blocker
0 1 2 3 0 1 2 3
Time (years) Time (years)
Number at risk
Beta-blocker 7123 5014 1798 722 1521 997 331 113
Placebo 6819 4604 1530 561 1542 1020 346 115

Figure 4 B-Blockers in heart failure and reduced ejection fraction with sinus rhythm and atrial fibrillation. Kaplan—Meier survival curves for
B-blocker vs. placebo in heart failure patients with (A) sinus rhythm and (B) atrial fibrillation. Data are unadjusted survival curves for all reported
deaths. Hazard ratios are derived from an adjusted one-stage Cox regression model, stratified by study and censored at 1200 days (3.3 years).
Reproduced from Kotecha et al."*

Kotecha D, et al. ] Am Coll Cardiol 2017

® VETAAM NATONAL CONGRESS OF CARDILORY
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Cac nghién ctru cho kg doi lap...

TABLE 1 Main Studies Assessing the Effect of BB Therapy on Mortality in HFrEF Patients

Mo. of Beta-Blocker Beta-Blocker Interaction
First Author, Year (Ref. #) Study Type Patients AF Effect in SR Effect in AF p Value
Rienstra et al., 2013 (9) Meta-analysis 8,680 1,677 (19) 0.63 (0.54-0.73) 0.86 (0.66-1.13) 0.048
Kotecha et al., 2014 (3) Meta-analysis 18,254 3,066 (17) 0.73 (0.67-0.80) 0.97 (D.83-1.14) 0.002
Li et al., 2015 (10) HF registry 18,858 7,392 (39) 0.77 (0.63-0.94) 0.71 (0.61-0.84) 0.637
Mielsen et al., 2016 (12) AF registry, PS matching 39,741 39,741 (100) - 0.75 (0.71-0.79) —
Cadrin-Tourigny et al., 2017 (11)  RCT subanalysis, PS matching 1376 1,376 (100) - 0.72 (0.55-0.95) -

Values are n, m (%), or hazard ratios (95% confidence intervals). Bold indicates statistically significant result.

AF = atrial fibrillation; BB = beta-blockers; HF = heart failure; HFrEF = heart failure with reduced ejection fraction; PS = propensity score; RCT = randomized controlled trial;
5R = sinus rhythm.

Filippatos. JACC 20 June vol . 69, no 24, 2017
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Decreased Mortality With
Beta-Blockers in Patients “
With Heart Failure and
Coexisting Atrial Fibrillation

Without AF With AF
A 1.0 \‘\ + Censore( B 1.0 4 — 'CGﬂSONd
\_\\\‘ Hazard ratio 0.721, 95% CI (0.549-0.945), P=0.01¢ i “‘1\ Hazard ratio 0.625, 95% CI (0.432-0.909), P=0.003
08 - \\\\\ 08 - W \-s.,\\
é MM :,\; "m“ s
Yy ~ B |
'a 0.6 “OM\ ‘a’ 0
.> v '6 1
g AT L“_H g th .
:: » : J»-Hrw
'g 02 = B-blocker § 02 | == p-blocker
Fe
o) No B-blocker 3 No B-blocker '
02 02 |
Number at risk
X ; Number at risk
426 it i - 214 181 109 21 0
00 | 229 169 i d ‘ 00 | 112 82 53 9 0
0 4 . L\ .
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Kaplan-Meier survival curves for all-cause mortality in patients with and without betablockers at baseline in the (A)
matched cohort and in the (B) subgroup of matched patients with a high atrial fibrillation burden. CI: confidence interval
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KET LUAN

¢ Rung nh |3 triéu chirng rat pho bién trén bénh
nhan suy tim, dac biét @ bénh nhan suy tim do
bénh dong mach vanh

¢ Dy phong rung nhi trén bénh nhan suy tim do
bénh mach vanh la hoan toan kha thi.

« Cac khuyén cdo cho dén hién nay van dé nghi str
dung chen béta nhw di€u tri hang dau cho bénh
nhan suy tim va suy tim kem rung nhi

¢ Tan s6 muc tiéu ban dau la <110 pbm

% Can lvu y st&r dung dud liéu dé dat muc tiéu diéu
tri.
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