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TS.BS. Hoang Viét Anh
Phé téng thu ky HOi tim mach Ha Noi
Phoé truong phong KHTH, Phé phong C2- Vién Tim mach , Bénh vién Bach Mai



Caldmsangso 1

Nit, 64 tudi Hb/WBC/PLT 133/98/211 G/L

VAo vién vi dau nguc trai Troponin Ths 11,8 --> 16,4 ng/L

Tién str: HCVM- THA- DTD2 NT-proBNP 785 pg/mL
Kham bénh va can lam sang: eGFR 74 ml/min/1,73 m2
-Tinh, CCS2, NYHA2 LB T,
- HA: 150/80 mmHg; NT: 85 chu ki/phit e e %‘W m M
- Phéi khong ran, gan khéng to, BMI: 25 kg/m?2 N__,j L,Jm' JTL J(LJ(\NWM
Siéu am tim: Dd: 48mm, EF 76%, Day TT, HoHL nhe ““"[“LV’“H‘L %Wﬂﬂw
CPMV: Hep 70-80% LAD, hep gan tac RCA, xo vita nhe LCX ”“"JL“””“““JL”“"‘Jt’“””“J”““’J..““JL’“”“JL'“'”NL”'m"mM

Nhip xoang TS 85ck/ph; Khdng bat thwong ST-T

Chan doan: Hdi chirng vanh man/Tang huyét ap — DTD2 — Ton thuwong 3 ddng mach vanh



Ca ldm sang so 2

Nam 75 tudi Hb/WBC/PLT 120/67/146 G/L
Vao vién vi mét moi kho thé
Tién sir: Dai thao dwdng type 11 10 ndm Troponin Ths 50,1 ng/L
NT-proBNP 3659 pg/mL
Kham bénh va can lam sang:
- Bénh nhan tinh, BMI: 23 kg/m?2 eGFR 60 ml/min/1,73 m2
- CCSl’ NYHA ” | ID: e N e CienmonKoroENFam 10214 ) 554 1347
- HA: 130/85 mmHg, NT: 110 chu ki/phut P L e T e T
- Bung mém khong chudng, gan lach khong to B e o e
- Khdong phu, mach ngoai vi bat rd w WW
Siéu am tim: Thanh that trai day, budng that trai khong gian, o
chirc ndng tam thu that trai gidm nhe (EF 44%). H& hai 13 WWWWW
nhe. H& chu nhe. Tdng dp lwc dong mach phoi vira quwwwﬂ
o oo e | i

CDMV: Binh thuong T ,
Nhip nhanh xoang TS 11ck/ph; T 4m nhiéu cd

Chan doan: Suy tim phan suat tdng mau gidm/DTDb2
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A .

Khoi dong....
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1. Tr vong do tim mach chiém ty |é bao nhiéu trong sé tir vong chung toan thé giéi?
A. 30% B. 50% C. 70% D. 90%
2. Nhip tim can dat cia bénh nhan tim mach la bao nhiéu?
A. <60ck/ph B. 60-80ck/ph C. 80-100ck/ph D. >100ck/ph
3. Chen béta chi dinh trén nhitng nhém bénh nhan nao?
A. Nhip nhanh B. Tang huyét ap C. Bénh DMV D. Suy tim
4. Chen béta c6 chdng chi dinh trén bénh nhan COPD?
A.Co B. Khong
5. Cac thudc chen béta dwoc chi dinh cho suy tim (nhiéu Iwa chon)?

A. Nebivolol B. Bisoprolol C. Metoprolol D. Carvedilol



NOI DUNG

1. Ganh nang bénh tat va t&r vong tim mach
2. Vai tro cua chen béta trong bénh ly tim mach

3. Chen béta wrng dung trong thuwc hanh lam sang



® O
#1 ~
cause of death + w w + S

worldwide

17 million $1044 billion
deaths yearly by 2030

GANH NANG BENH TAT VA TU VONG TIM MACH



Ti 1lé mdc bénh tim mach trén toan cau nam 2021

v' Cé khoang 620 triéu nguodi co bénh ly tim
mach trén toan cau.

EUROPE

100 MILLION = Udc tinh cr 13 nguwei thi cé6 1 nguoi

»
4 ¢ bénh Iy tim mach.

ASIA &

AFRICA & b _AUSTRALASIA . . ) A , N
MIDDLE EAST 340 MILLION v' MoOi nam, cé thém khoadng 60 triéu
98 MILLION -7 W

B MILLION B ngudi mac mdi cac bénh Iy tim mach,
GLOBAL twong dwong dan soé cda ca nwdc Anh.

620 MILLION

Global Heart & Circulatory Diseases Factsheet, British He:



Bénh ly tim mach la nguyén nhan gay

' . ) . . » c) N L q . . . 2 ” ) .
What do people die from? Causes of death globally in 20190 U
The size of the entire visualization represents the total number of deaths in 2019: 55 million. in Data
Each rectangle within it is proportional to the share of deaths due to a particular cause.

v 74% died from noncommunicable diseases 14% died from infectious diseases 4

33% died from heart diseases

Heart attacks, strokes, and other cardiovascular diseases.

Per year: 18.5 million deaths
Per average day: 50,850 deaths

4.4% Pneumonia

and other lower respiratory diseases

Per year: 2.5 million deaths
Per average day: 6800 deaths

% Diarrheal diseases

1.5 million deaths
age day: 4200 deaths

2% Tuberculosis

1.5% HIV/AIDS
1.1% Malaria

18% Cancers

Per year: 10 million deaths
Per average day: 27,600 deaths

2.1% other infectious diseases

3.3% Neonatal deaths

bables who died within the first 28 days of life

0.4% Maternal deaths
0.4% Nutritional deficiencies
2.3% Transport accidents

Per year: 1.3 million deaths
Per average day: 3500 deaths

7% Chronic respiratory diseases | 4.5% Digestive diseases

COPD, Asthma, and others Cirrhosis and others

2.7% Diabetes

5.7% Other noncommunicable diseases

3.1% Other accidents

including falls, drownings, and fires,
3.9% Neurological diseases
Alzheimer's, Parkinson’s, epilepsy,
and others

1.3% Suicides bt et
0.7% HOMICIAES f feriae oy x50 aeat

0.2% Wor battle deaths 0.05% Terrorism

Less than 1% died due to ™
interpersonal violence

rid's largest problems fer CC-BY by the author Max Roser

Data source: IHME Global B

QurWorldinData.org - Res




Tai Viét Nam, cuw t@ vong thi cé

vong vi bénh tim mach

Top 10 Causes of Deaths in Vietnam Figure 1: Proportional Mortality Rates
1. Stroke
2. Ischemic Heart Disease » 31% 18%
3. LLII"IQ Cancer Cardiovascular Other NCDs
. . d 3 g .
4.  Chronic Obstructive Pulmonary 'aeg? .
Disease (COPD) » 19% 11%
] Cancers Communicable,
5. Alzheimer's 6% maternal, perinatal NCDs are
: and nutritional estimated to
6. Diabetes e conditions account for 77%
7. Cirrhosis &':;Gilfmy of all deatns
' L - 11%
8. Road Injuries dlseases e
4?/_ Injuries
9. Lower Respiratory Infections °
] Diabetes
10. Tuberculosis

Source: World Health Organization, Non-
Source: GBD Compare 2018, Vietnam Communicable Disease Country Profiles: Vietnam



VAI TRO CHEN BETA TRONG CHUOI BENH LY TIM MACH



Hé than kinh thwc vat bao gém hé giao cam va phd giao cam

Hé giao cam Hé phd giao cam

,,,,,\,__‘; Postganglionic

Preganglionic

G M"ﬁ. |

o ™

\.h.",:‘;f. ‘. ‘
’~,_—¢ 'v,‘m ‘o’,‘
{

Hé giao cam va pho giao cam phoi hop diéu hoa hoat
déng cha cac co’ quan trong co’ thé mét cach tw dong

U 4 '
J

mm Acetylcholine
s Norepinephrine

https://www.ezmedlearning.com/blog/beta-receptors



Tac déng cua hé giao cam khi bij kich thich qua cac thu thé

S_Vm pathetic Adrenerglc

Receptors

Postgangllonlc NE
Sympathetic Chain = )
' /3

(Ganglla)

%g Giam tiét nudc bot
reganglionic () &

Cwong giao cam
| Gian khi quan gay ra

\§ + Tang nhip tim

+ Tang huyét ap
“?\5 = . Tang nhip tim
Y s N
. ’3

Tang catecholamine

== Acetylcholine )
- tang huyét ap

= Norepinephrine Gidm tao nudc tiéu

https://www.ezmedlearning.com/blog/beta-receptors



Receptor beta la 1 thu thé quan trong cua hé giao cam

D
fRenm

Gs = | AMP
Beta Receptors R ot

‘ Beta3 (Gs)

Beta2 (Gs) Adipose Tissue ‘, )Lipolysis
(Smooth Muscle Relaxation) Bladder

Lungs 1 w
Blood Vessels Urination

Gl Tract ‘
Penstalms‘ ' J'| Bladder

Digestion G5 Uterus ‘
Betal = Heart = 1 Heart
Liver - Urination

Beta2 = Lungs = 2 Lungs

' =P Glucose

https://www.ezmedlearning.com/blog/beta-receptors



Lich str ra d&i thudc chen béta giao cam

Sir Henry H. Dale
(1936 Nobel Prize for

medicine)
1906 1948
Discovery of Ahlquist’s
adrenergic theory of the

receptors (ARs) a- and B-ARs

S

Sir James Black

(1988 Nobel Prize for
medicine) /

1958 1966

Invention of the

nonselective - B,-selective

blocker antagonist
propranolol practolol

E. Oliver et al. Rev Esp Cardiol. 2019;72(10):853-862

Released 1st Lands et al,
described
Bi1- and Bz2- brown adipose

ARs

Profs. Brian Kobilka &
Robert Lefkowitz
(2012 Nobel Prize for
Chemistry)

1984

described in

tissue

2007

First 3D
crystalline structure
of B2-AR




Do chon loc B1 cua cac thudc chen beta

Ti 1€ Urc ché (c;/p; to ¢;p,) Bisoprolol

Atenolol Betaxolol

Metoprolol
1:20

Tang do chon loc B1

]

Khong chon loc .

Tang do chon loc B2 .

1.8:1
Propranolol

IC1 118,551

Wellstein A, Palm D, Belz G. Affinity and selectivity of the B-adrenoceptor antagonists in vitro. J Cardiovasc Pharmacol. 1986; 8 (Suppl. 11): 36—-40.



Lo'i diém chia chon loc
trén thu thé beta 1

Opie LH. Drugs for the Heart. WB Saunders 2009, 7t" ed.p19

% Tim cham
_--'--.---'F
\ Giam co co tim
Chon loc [31 ‘ HA

/‘ It co thELt phe
j

Tic dung chuyén héa
_'_'_._'_'_._ .
~—_ Tuéin hoan
Tac dung ha ap va réntim
firong t

It tic dung
ngoai vi hon

Tac dungngoai vi va trén
phél manh hon

Ehéng chon loc ___...‘-""
(B1.62)




HOW TO REMEMBER

CARDIOSELECTIVE Sedaethchiladmnding
(Acting mainly on B1 receptors in heart) BETA BLOCKER
« New + Nebivolol i SR S S S
« Exclusive « Esmolol CLASS'F'CATION
* Beta * Bisoprolol _ B B A R A
« Blockers « Betaxolol _ |
« Are > « Acebutolol ’ g
» Acting « Atenolol IN 5 MINs s
« Mainly « Metoprolol BT e L et
+ Cardioselectively + Celiprolol R T o
~ WITHPARTIALAGONIST ~ WITH MEMBRANE STABILIZING |
(SYMPATHOMIMETIC) ACTIVITY (LOCAL ANESTHETIC) ACTIVITY
« Contain « Celiprolol, Carteolol Possess * Propranolol
» Partial » Pindolol Local « Labetalol
» Agonist « Acebutolol Anesthetic « Acebutolol
« Like « Labetalol Memb. stabilizing « Metoprolol
* Property « Penbutolol Property « Pindolol




Chuoi bénh ly tim mach va vai tro cta chen beta

T * D3n that trai Loan nhip
A B e
uy tim man

Nhoi mau ¢

tim
F o 4
Bénh mach vanh \
’ Bénh tim giai
Xo vira dong mach -

doan cuodi

va phi dai that trai
BETA
BLOCKERS

Cac yéu 10 nguy co U

Déi thao duding / - S !
Tang huyét ap Twr vong

RL lipid mau
Hut thudc

Adapted from Dzau, Braunwald, Willenheimer R and Erdman E 2009

(1) Ronnie Willenheimer and Erland Erdmann. European Heart Journal Supplements (2009) 11 (Supplement A), A1-A2



Cac chen beta chon loc trén Beta 1 dwoc si* dung cht yéu trén Iam sang

EET

Khong chon loc trén tim (B1, B2)
|

Chon loc trén tim (B1)

|

-ISA +ISA +ISA
Carvedilol® Pindolol Metoprolol Acebutolol
Propranolol Carteolol Atenolol Celiprolol
Nadolol Penbutolol Esmolol
Timolol Alprenolol Bevantolol®
Sotalol Oxprenolol Bisoprolol
Tertalolol Betaxolol

ISA: Intrinsic sympathomimetic activity (Hoat tinh giébng giao cam noi tai)

* 1 C6 thém dac tinh chen alpha yéu

#: ¢0 tinh gidn mach

Nebivolol#

Cardiac Drug Therapy 7t edition, page 9



chest ?ﬁ
ilis released & &
ingrzdlenbs painkiller § indusbry 58

anbidepressants albernative ‘g

disease prescription 3
breabmenb soesdrug £ @ o

inberaction heart &
capsule remedy pharmaceuticals
@, dose cockuail

c
heart:beab E.’ pecuons chemistry
active chemical healthy
a
=21
=

failur D

bob
viGal
school

CHEN BETA UNG DUNG TRONG THU'C HANH LAM SANG



CHEN BE TA
VOI
NHIP NHANH




Nhip tim > 80ck/ph la dau chi cia cwong giao cam

MSNA (bs/min) NE (pg/mil)
100—- 7007
I_ ok _I l_ * _|
600 o
80-
. 500
%} o
8 o
507 o 400 & o
8
. . 300 % 4% I
I
200 E)
20-
%’ 100 g o
0 0
HR <80 b/min HR 280 b/min HR <80 b/min HR =80 b/min

For internal training onl
g onty https://doi.org/10.1161/HYPERTENSIONAHA.120.14804



https://doi.org/10.1161/HYPERTENSIONAHA.120.14804

Nhip tim nhanh lam tang gap 3 Ian nguy co’ v& mang xo’ vira

TABLE 6. Multivariate Analysis on Associations With Coronary
Plaque Disruption

OR (95% CI) P
Left ventricular mass =270 g 4.92 (1.83—13.25) 0.02
HR mean =80 bpm 3.19(1.15-8.85) 0.02
B-Blocker use 0.32 (0.13-0.88) 0.02
Wall thickness IVS 1.68 (0.57—-9.91) 0.06
PPF 1.81 (0.67—4.90) 0.07
ACE inhibitors 0.51 (0.19-1.34) 0.06
Statins 0.42 (0.16—1.22) 0.06

HR indicates heart rate; IVS, interventricular septum; PPF, fractional pulse
pressure; and ACE, angiotensin-converting enzyme.

For internal Heidland UE, Strauer BE. Circulation. 2001;104AJi4d7g I khdo Thong tin ké toa clia cac thubc dwoc phé duyét tai Viet Nam khi str dung
training onl v



TRECE Registry: Chen beta gitip ki€ém soat nhip tim lac nghi @ BN BMV

For internal
training onl v

Resting heart rate (bpm)

tot ho'n chen kénh Calci

TE -
?2 - I -
73.0 (13.4) |
72.4 (11.6)
| |
68 - p<0.01
! 71.8 (16.3)
67.2 (11.7)
64 | |
p=0.04
| T T T
MNone BB only CCEBE only BEB+CCB
n (%) 893 (30.8%) 1,636 (56.5%) 319 (11.0%) 49 (1.7%
RHR 73.0 (13.4) 67.2 (11.7) 72.4 (11.6) 71.8 (16.3)

Vui 1long tham khdo Théng tin ké toa clia cac thubc dugc phé duyét tai

Két luan: Trén bénh nhéan
BMV, nhdém chen beta gitp
lam giam nhip tim ldc nghi
cé v nghia thdéng ké& trong
khi nhém chen kénh canxi
khéng thé hién duoc su
khac biét so v&i nhdm
ching.

https://doi.org/10.1002/clc.



https://doi.org/10.1002/clc.20981

O’ dau can rc ché giao cdm, kiém soat nhip tim
O’ d6 can rc ché Beta

Beta
Blocker Beta
Blocker
Smoking
dyslipidemia
diabetes

Beta
Blocker

Beta
Blocker

Beta

Beta ' CRP C-reactive protein

Blocker EDV Endothelium dependent vasodilation
HF  Heart failure, HR heart rate

PRA Plasma renin activity

SNS Sympathetic nervous system

HTN Hypertension

Blocker

Fig. 1: The cardiovascular continuum viewed from a neurogenic perspective.' Increased SNS activity and faster HR are associated
with endothelial dysfunction, inflammation, incident hypertension and diabetes, LVH, vascular remodeling, and MI; LVH and M| are
linked with sudden death. Increased SNS activity and faster HR participate in the systolic dysfunction that often follows an Ml including
progression to HF; HF, in turn, substantially increases mortality including sudden death, which are associated with increased SNS
drive and faster HR. While not shown, p-blockers can interrupt this continuum with stronger evidence for secondary than primary
prevention of cardiovascular disease. LVH: Left ventricular hypertrophy; MI: Myocardial infarction

Hypertension Journal, July-September 2017;3(3):105-112



Phan tich gop: Metoprolol vieot troi ho'n carvedilol hoac bisoprolol trong viéc giam
dot tir & BN suy tim

*  Metoprolol virot tréi ho'n carvedilol (P=0.008) hodc bisoprolol (P=0.034) trong viéc giam dot t&r & BN suy tim

The better beneficial effect on reduced sudden death was (RR:0.40, 95% CI: 0.32-0.50). Metoprolol was signi_ﬁcantl}r\
observed in metoprolol than in either carvedilol (RR: 0.63, superior to carvedilol (z = 2.63, P = 0.008) or bisoprolol

95% CI: 0.40-0.97) or bisoprolol (RR: 0.61, 95% CI: 0.42-0.88) (z = 2.11, P = 0.034) in terms of reduced sudden death.

(Table 3).

Table 3. Benefits of Different -Blockers in Terms of Mortality

Carvedilol Metoprolol Bisoprolol Noncarvedilol
Groups RR (95% CI) RR (95% Cl) pe RR (95% Cl) pb RR (95% CI) pe
All-cause mortality 0.70 (0.60-0.83) 0.70 (0.60-0.84) 1.00 0.71 (0.60-0.83) 0.90 0.71 (0.63-0.80) 0.88
Cardiac death 0.65 (0.42-1.01) 0.78 (0.54-1.13) 0.54 0.72 (0.59-0.87) 0.68 0.71 (0.62-0.81) 0.70
Sudden death 0.66 (0.49-0.89) 0.40 (0.32-0.50) 0.008 0.64 (0.44-0.93) 0.90 0.52 (0.38-0.72) 0.28

P = carvedilol vs bisoprolol. ®Indicates comparison of relative risk of effects of carvedilol vs metoprolol on mortality; ®Carvedilol vs noncarvedilol;
Qwedilnl vs noncarvedilol. Noncarvedilol indicates metoprolol and bisoprolol. /

Céc thlr nghiém ngau nhién co6 kiém soat (RCT,) duwoc chon so sanh ba thudc chen beta vé&i gia dwoc, va danh gia ty |é tlr vong va loi ich cla viéc gidam nhap vién trén co s&
diéu tri dich. Cac nghién ctru phai kéo dai it nhat ba thang.
C6 28 RCT (14.829 bénh nhan). Thubc chen beta lam gidm dang ké ty 1é t& vong do moi nguyén nhan xudng 29,6%, t&r vong do tim 1& 29,8% va dot t&r 49,4%.

He YM., et al. Clin Cardiol. 2012:35(8):505-11.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6652611/

Chen béta dwo'c BYT Viét Nam dwa vao hwéng dan diéu tri

(]

’SM’Y OF H‘f‘\

()

/S"-?Y OF \\“1"

Bang 9. Lieu lirgng cac thuoc diéu tri STPSTM giam da dwoe nghién ciru chirng minh

CHEN BETA
Suy tim , Bisoprolol 1.25 mg o.d. 10 mg o.d
PSTM giam Carvedilol 3.125 mg b.i.d. 25 mg b.i.d.®
Metoprololsuccinate (CR/XL) 12.5-25 mg o.d. 200 mg o.d.
Nebivolol? 1.25 mg o.d. 10 mg o.d.
Thudc Liéu khéi dau Liéu dich Ciach dung
Hoi chirng Bisoprolol 1,25 mg 10 mg x 1 lan/ngay
mach vanh Célp Carvedilol 3.125 mg 25 mg x 2 lan/ngay
125 -25mg 200 mg x 1 lan/ngay

Metoprolol succinate

FLuropean Heart JournalNolume 37, Issue 27, 14 July 2016, Pages 2129-2200

Vui long tham khdo Théng tin ké toa day d Betaloc ZOK duoc phé duyét tai Viét Nam khi s&t dung



Chi dinh va cach dung cua cac chen beta ta

Chi dinh

i Viet Nam

Metoprolol : : Metoprolol
Succinate Bisoprolol Nebivolol Tartrate
Tang huyét ap v v B v
Pau that ngwc v v Ii?\?g?nﬁo v
Dw phong sau nhéi mau v Khéng c6 Khéng c6 Khéng c6
co tim chi dinh chi dinh chi dinh
Suy tim nhe - trung binh v v v lg;\?g?n%o
e ;o Mmee  wa
: Khong co Khong co v
Loan nhip nhanh 4 chi dinh chi dinh
Cach dung 1 lan/ngay 1 lan/ngay 11an/ngay  2-4 lan/ngay

Vui long tham khao théng tin ké toa clia Betaloc Zok, Concor, Nebilet, Egilok dwoc phé duyét tai Viét Nam trwdc khi str dung

Théng tin dwoc tdng hop tlr cac tai liéu tham khao



CHEN BE TA
VOl ’
TANG HUYET AP




Cwong giao cam la mot nguyén nhan lam THA

/ Cuong giao cam

Tang nhip tim Tang dé khang Tai cau trdc Hoat tinh
& khang luc insulin mach mau gay dong
ngoai bién | -

RGi loan chirc
nang noi mac

Lam hep
long mach

THA

https://basicmedicalkey.com/alterations-of-cardiovascular-function/



https://basicmedicalkey.com/alterations-of-cardiovascular-function/

Chen beta c6 hiéu qua ha huyét ap TUONG DUONG
nhirng nhém thudc khac

Phan tich gop tir 24 thw nghiém ngiu nhién (n=5071 bénh nhan) vé 5 nhém
thuoc ha huyet ap DPrus

Study ID WMD (95% CI) Weight, %
3 ARB i
.5{'@ / Asmar 2001b = —-10.70 (~20.01, —1.39) 100.00
[ @Q" L BB i
‘\0 SV Deery 2002 * ; —19.60 (-29.92, —9.28) 26.82
e © 1‘_60 / Dhakam2008 ——— —12.00 (-20.32, -3.68) 38.44
6‘* a0 . O Morgan 2004 — -9.00 (-17.85, -0.15) 34.74
o Subotal (1* = 17.0%, p = 0.3 —_ =13.00 (-18.75, -7.24 100.00
2 o
ACEI :
“y Deery 2002 > —16.60 (-26.33, —6.87) 47.13
LA Morgan 2004 . —8.00 (-16.85, 0.85) 52.87
\2
COL @ Subotal (12 = 39.1%, p = 0.2) ———T ———— | —12.05 (-20.47, -3.64) 100.00
1 n :
@ , Bﬁ Deery 2002 . -9.50 (-18.88, -0.12) 47.10
ré’("\ Morgan 2004 .- —15.00 (-23.85, —6.15) 52.90
Cp,: o Subotal (I = 0.0%, p = 0.4) e —12.41 (~18.85, -5.97) 100.00
We o e .
ccB .
v\}* Deery 2002 * —13.60 (=22.77, —4.43) 48.21
C FRY Morgan 2004 * ~18.00 (~26.85, -9.15) 51.79
, ‘-}9 Subotal (I? = 0.0%, p = 0.5) e —15.88 (-22.25, -9.51) 100.00
N A\ AB :
\,Q » “:é“ Deery 2002 —® —-10.60 (-19.77, —1.43) 100.00
e 5
6"01‘.\ Overall (I* = 0.0%, p = 0.8) <> —12.79 (~15.54, —10.04)
< i

Cp T T T T
=30 =20 =10 0 10

A bSBP (drug — placebo), mmHg

Manisty CH, Hughes AD. Br J Clin Pharmacol. 2013 Jan; 75(1):79-92.



Kiém soat huyét ap dé ngan ngtra ton thwong co’ quan dich

Phi dai tim Tach thanh P PO Bénh ly
= ’ . . Xuat huyét nao 5 -
suy tim dong mach chu m Hg (e T




N

Chi can ha huyét ap la du khi

diéu tri tang huyét ap? /
A



Tan sd tim cao: Tang bién cd trén bénh nhan THA

Nghién cuoru Value

o] 53 %
‘ N\,
S 12.% Tan s6 tim cao \ khac bllet ve le
© HA khéng dugrc ki€m bién co6 tién phat
2 0 soat 2 ,
<§' 10 % + Tan s6 tim cao 0 nhom HA dU’Q’C
3 HA dugrc kiem kiém sodat co TST
S 8% soat v L
c cao so v&i nhém
S o c6 TST thap
© Tan so tim thap (p<0'001)
3_ 49 ] HA dworc kiém n=15.193
E Tan sd tim thap soat
HA khéng dugc kiém
2 % — /__,’ soat
0% L I I I I I |
250 500 750 1000 1250 1500

The&i gian theo ngay ttr ndm thir 1 & sé BN nguy co

Julius S, Palatini P et al, Am J Cardiol 2012, 109;5: 685 - 692



Hon 30% bénh nhan tang huyét ap co tang tan so tim

Phén bé tén sé tim trén 38.145 bénh nhén THA
25 : lllllllllllllllllllllllllllllllllllllllllllllllllllllllll :

20.8

% bénh nhan

<65 55- 60- 65-  70- 75- 280- 85- 90- 95- 100- 105- >110
60 65 70 75 80 : 85 90 95 100 105 110

n
L s s S EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE ;

Tan sé tim (chu ky/phut)

Farinaro E et al, Nutr Metab Cardiovasc Dis 1999:9;196



Nhip tim lic nghi >80 I/p la yéu t6 nguy co’ tim mach
& bénh nhan tang huyét ap

Khuyén cao diéu tri tang huyét ap

hoi tim mach chau Au Ian/ph l]t
2018 ESC/ESH

Nhip tim lac nghi > 80 lan/phat
la yéu t6 nguy co tim mach
& bénh nhan tang huyét ap

Hién tai Muc tiéu

100 30

® «

Phan bo tan sé tim trén 38.145 bénh nhan THA
Farinaro E et al, Nutr Metab Cardiovasc Dis 1999:9:196



\,

éu tri tang huyét ap

Muc tiéu di

Kiém soéat dong

thei huyét ap va Ngan ngtra bién co Nang cao
nhip tim hiéu tim mach, giam ty lé chant Iu’?ng
' ' ter vong cudc song

qua/ 24 gio»



ESH 2023 d3 thay ddi “cho dirng” chia chen beta nhw thé nao?

Khang dinh 5 nhom thuéc
co’ ban dieu tri THA -

Ndm nhém thudc chinh bao gém UCMC, UCTT,
chen Beta, chen canxi va thudc lgi tiéu
thiazide/giéng Thiazide cé hiéu qua lam giam
huyét ap va giam cac bién cb tim mach trong
cdc RCTs. Nhitng loai thubc nay va dang phbi
hop cua ching dugc khuyén cdo lam co s& cho

chién lugc diéu tri ha huyét ép.

Chen Beta nén dugc su dung khi bit dau diéu

Nhan manh chi dinh

chen béta -

tri hodc & bit ky budc diéu tri nao nhu phéc

dé huéng dan, vi du
e Suy tim véi phén suidt téng mau gidm HFrEF
e Piéu tri chbébng thiéu mau cuc bd trong hdi

European Heart Journal (2018) 39, 3021-3104
2023 ESH Guidelines for the management of arterial hypertension, page

chitng mach wvanh man

-



h
héart., Medscape

2023 ESH Guidelines for the management of
arterial hypertension

News > Medscape Medical News > Conference News

The Task Force for the management of arterial hypertension New ESH Hypertensmn Guidelines Aim
of the European Society of Hypertension for Simplified Message

Endorsed by the European Renal Association (ERA) suabilidies

and the International Society of Hypertension (ISH) June 30,2023

« M6t trong nhirng diém md&i clia khuyén cdo ESH 2023 1a nang cao lai vi tri cta chen beta
trong diéu tri THA

« Thudc chen beta trwdc day co6 thé khdng dwoc coi la lwa chon dau tién trong diéu tri ha ap,
nhwng ching téi nhan thay rang trong thwe hanh 1am sang nhiéu bénh nhan thwc sw dwoc
diéu tri bang nhom thudc nay vi nhiéu tinh hudng Iam sang trong dé thudc chen beta c6 chi
dinh dwa trén bang ching thuyét phuc hodc dwoe cho 1a thuadn Igi. Vi vay, ching toi hién
dang dinh vi thudc chen beta |a thuéc c6 thé dwoec stir dung & bat ki bwéc nao cua
chién lworc diéu tri néu co chi dinh hwdng dan hodc cac tinh huéng khac ma dwoc cho la
cO loi



CHEN BE TA
VOI
BENH PONG MACH VANH




Sinh ly bénh cua Hoi chirng vanh man
Do mat cin bang Cung-Cau oxy co’ tim

Murc do hep
HA DM chu Nhip tim
Trwong Iwvc mach Strc cang thanh
Chiéu dai mach mau that trai
Lwc chén ep Co bop co tim

Cung cap O, Nhu cau O,

= Chuyén héa hiéu khi sang yém khi
= ATP chuyén thanh adenosine
= Adenosine gay dan tiéu déng mach va gay dau nguwc

The Washington Manual of Medical Therapeutics 2014




Pau that ngwc dan dén
Gi@i han van dong & Giam chat IUong cudc song

B Physical limitation
o W Quality of life
80
70 -
o 60
S 50
w
QJ: 40
e Bénh nhan khong thé B a5
gang surc .
* Gidi han cac hoat dong
nang trong sinh hoat L
hang ngay . 0/mth 1wk 1-2/wk 3/wk  1-3/d 4/d
° ? n ~ - 2 — 2
e Giam chat lwgng cudc m =W W W Y ay
séng Frequency of anginal episodes

Abbreviations: mth, month; SAQ, Seattle Angina Questionnaire; wk, week.
Based on data from reference 35: Beltrame et al. Arch Intern Med. 2009;169:1491-1499.

Hinh anh phuc vu cho muc dich cip nhat va gido duc y khoa. Astrazeneca khéng chju trach nhiém vé ban quyén



Bén canh giam nhip tim
Chen Beta giup tai 1ap can bang cung cau Oxy

Chen Beta gitip tdi 1ap can bang cung cau oxy
gidi quyét truwc ti€p nguyén nhan giy Pau that nguc

Opie 2008

Tang thoi
gian tam
trrong

‘ Nhip tim ] 1
It co mach khi

Hau tai o = gangstrc N
~ wall demz’andVS su 2,I
stress PPy

' Kich f(u’éfc - More spasm ?

tim Thiéu mau dwdi
noi tdm mac
¥ cobop ¢ \Cl){'
‘ O, Lang phi

Antiarrhythmic

cAu | $$¥ cung | ¥4

Thiéu Oxy "
Chuyén héayémkhi $&

Opie LH. Drug for the Heart. Elsevier Saunders 2005, 6" ed p.6



Guidelines for
Management of
Stable Angina

Giam triéu chirng
dau that nguc trong
Hoi chirng vanh man

Asplrin and
antl-ang_lnals

/ P

Botn blocker and >
blood pressure _ /

5—___—

Cholesterol and
cigarettes

Diet and
diabetes

Education and
exerclse

RE

0
. . :
Pt
'.‘ "
1
-~
K : .
» N



ESC 2019- Khuyén céo diéu tri

Hoi chibPng vanh man trén tirng doi twong bénh nhan

Liéu phap Nhip nhanh Nhip ch3 Suy giam CN
: T LER ip chdm o agip % o 2 L
chuan (vd > 80 lan/phut) (vd < 50 lan/phut) tha::;a;i:‘oac Huyét ap thap

BB or Low-dose BB or
|* step BB or CCB* non-DHP-CCB DHP-CCB BB Log:;?:zg;n-

Chen Beta la Iwa chon hang 1 trén cac déi twong BN
(Loai trir bénh nhan cé nhip tim <50 lan/phut)

Add ivabradine
Add h ’
3 step Add 2" line drug Add ivabradine DHP-CCB + LAN anoner ranolazine, or

2™ line dru
g trimetazidine

Add nicorandil,
4" step ranolazine or

@ESC

European Heart Journal (2019) 00, 171

©ESC 2019




Qua trinh hoai tur co’ tim theo thoi g

5.
-
i
=3
D>
c
(¢} N
C
(@]
-
(@]
(o

 Thiéumau
. Toén thwong

. Hoai tor

I

Time after onset Onset <20-40 min 30 min 1 hour 2hours 4hours 6hours 24 hours
>

Extent of infarction 0% 10% 30% 50% 70% 90% 100%

AHA Textbook of Advanced Cardiac Life Support, 1999



Hé qua hoat hda qua mirc hé TK giao cam
trén bénh nhan sau Nhéi mau co’ tim

Lam cho vung

nhéi mau co xu
hwéng lan rong

Lam giam ngwdng
rung that, dan dén
tang nguy co DOT
TU do tim

Kich hoat giao cam
ve lau dai dan dén

thi cau trGc tam
that va suy tim
(HF).

1 Heart Rate

d cardiac inflammatory
cytokines during ischemia

T Connexin 43
T Gap junctions

1 AV node conduction

T Vagally derived nitric
oxide

1 Ventricular refractory
period

[ -,

Sympathetic
Stimulation
(NA)

T Heart Rate

T Heterogeneity of
refractoriness

T Abnormal direction of
repolarization

T Action potential duration

T Contraction force

T ventricular refractory
period

L

T Triggered activity

i i Re-entry
T Abnormal automaticity

l

T VF inducibility

T Risk of ventricular arrhythmias

Beta-Blocker therapy in heart failure: scientific review. JAMA 2002;287:883-9



Vai tro ciia Chen beta & bénh nhin sau Nh6éi mau co’ tim

Giam kich thuwée vang
nhoi mau

Arthythmogenic myocardial scarring

Tang ngwdng roi loan
nhip that = " - |
’ ¢ 2 First-line beta-blockers for preventing Systolic dysfunction

. _ e —- § ventricular arrhythmias (LVEF < 40%)
Ngan ngwra viéc tai cau truc J
tam that khéng thich &ng va

&
HF A \\Shs |
. ey Catecholaminergic

polymerphic VT

— Long QT syndrome

AMI, acute myocardial infarction; LVEF, left ventricular ejection fraction; VT, ventricular tachycardia.
Reference: Martinez-Milla J, Raposeiras-Roubin S, Pascual-Figal DA, Ibanez B. Role of beta-blockers in cardiovascular disease in 2019. Rev Esp Cardiol. 2019;72(10):844-852.



Dung chen beta khi nao trong Nh6i mau co’ tim

_AT—
Chen beta
Thudc chen Beta dwoc khuyén cdo & tat ca BN HCVC ma CN tam thu that trai I
(LVEF) < 40% bat ké c6 triéu chirng suy tim hay khong

EUROPEAN o~ . . o — - ,
socleTy oF  Diéu tri chen Beta thwong quy cho tat ca BN HCVC bat ké LVEF nén dwoc xem xét  lla B

CARDIOLOGY

- Thuoc chen béta giao cam duong uong dwroc chi dinh cho bénh nhan suy tim on
dinh va/hodc chite nang co bop that trai < 40% néu khong ¢é chong chi dinh. Thuoc chen
béta giao cam dwong uong nén bat dau sit dung trong vong 24 gid dau cho tat ca cac
bénh nhan NMCT cap néu khong ¢é mot trong cac dau hiéu sau: (1) dau hiéu suy tim: (2)

bang chimg cua tinh trang giam cung lrong tim; (3) ting nguy co bi soc tim; (4) cac
chong chi dinh twong doi khac cua thuoc chen béta giao cam (khoang PR > 0,24 giay.
bloc nhi that d6 2—3, hen phé quan dang hoat dong, hay bénh dwong hé hap phan tmg)..

g O
IRy oF W™

- Dieu tr1 vo1 thuoc trc che beta dwong uong nen dwoc can nhac trong suot thoi
gian nam vien va keo dai sau do cho tat ca cac benh nhan trir khi co chong chi ¢ duy

Furopean Heart Journal olume 44, Issue 38, 7 October 2073, Pages 3720-3826
HUONG DAN CHAN POAN VA XU’ TR HOI CHU'NG MACH VANH CAP (Ban hanh kém theo Quyét dinh sé 2187/QP-BYT ngdy 03 thdng 6 ndm 2019 ctia B trudng B3 Y té)



Cac lru y khi dung chen beta &@ bénh nhan NMCT

ESC 2017

@ESC

European Society
of Cardiology

ACC/AHA 2013

L_trong

Chen beta dwdng tiém nén dwoc can nhac tai thei diém
nhap vién & bénh nhan c6 |am PClI ma khéng cé chéng chi
dinh: khéng c6 dau hiéu suy tim cap va huyét ap tam thu >
120mmHg

Chen beta dwong tiém nen tranh o nhwng bn: tut ap, suy
tim cap hoac block nhi that hoac c6 nhip cham nghiém

Chen beta giao cam dwdong uéng nén dwoc chi dinh

trong 24 gio dau & BN khong c6é 1 hoac nhiéu dau
hiéu sau:

1) D4u suy tim

2) Biéu hién tinh trang cung lwong tim thap

3) Nguy co séc tim

4) Chéng chi dinh twong déi khac caa chen beta giao
cam (PR > 0.24 s, Bloc nhi-that doé 2, 3, hen phé quan tién
trién, bénh ho hap tién trién).

European Heart Journal, Volume 39, Issue 2, 07 January 2018, Pages 119-177
Circulation. 2013 Jan 29;127(4):e362-425

I lla

8

b 1l
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CHEN BE TA
VOl
SUY TIM




SUY TIM LA KET CUC CUA HAU HET BENH LY TIM MACH

Left-sided

Damaged Right Ventricle

Suy tim: |a tinh trang trong d6 qua tim khdng bom méau dap &ng du nhu cau cta co’ thé



Hinh anh minh hoa vé Suy tim




Sinh ly bénh suy tim: kich hoat than kinh giao cam

T Trwong lwe qué mirc hé giao cam

T Hoat tinh giao cam T Hoat tinh giao cam
tim than + mach mau
Thu thé il Thu thé [l Thu thé Hoat héa hé
. Co macn
Tang nhip tim K: .
ang nhip t Gilr mudbi nwdc

Tang surc co bop tim
Gay doc co tim
R&i loan nhip tim
> “Lam suy yéu thém” tim
Packer. Progr Cardiovasc Dis. 1998;39(suppl 1):39-52.

- Tang ganh nang cho tim



Vai tro ciia thudc chen beta giao cam

Han ché téc dd con llra, tiét kiém nang lwong, ting sirc bén

SPEED ,
LIMIT | s D

35
MINIMUM

15




Chen beta: 1 trong 4 tru cot diéu tri Suy tim EF giam

@ ESC 2021 ESC Guidelines for the diagnosis and
European Society treatment of acute and chronic heart failure
of Cardiology

Management of HFrEF

|

‘—

Tai liéu nay khéng dugc chia sé hay phdn phdt dudi bat ki hinh thiuc nao, vui long khéng sao chép hodc chup man hinh



ACEIs*
vs Placebo

Diéu tri suy tim bang thudc

ARBs*
vs Placebo

B-Blockers*
+ ACEI/ARB vs.
ACEI/ARB alone

MRAs*

+ ACEI/ARB + B-blockers vs. ARNI + p-blockers + MRA vs.

ACEI/ARB + f-blockers

Cac liéu phap cai thién tir vong cho bénh nhan

ARNIst SGLT2it
DAPA/EMPA + RAAS + B-blockers + MRA

ACEI/ARB + p-blockers + MRA vs. RAAS + p-blockers + MRA

v

16%

(4.5% ARR,;
mean follow up
of 41.4 months)

17%

(3.0% ARR;
median follow up
of 33.7 months)

24%

V V

(0}
16% 17%
(2.8% ARR; median follow (2.3% ARR;

up of 27 months) median follow up of

(7.6% ARR; mean follow up of

SOLvDL2 PARADIGM-HF® 18,2 months)

Reduction in relative risk of
all-cause mortality

CHARM- 34% 21 months) DAPA_HF7
Alternatives (3.8% ARR; mean EMPHASIS-HFLS
follow up
of 1 year)
MERIT-HF4

Mdrc giam tr vong do moi nguyén nhan

D liéu ter cac nghién curu déce lap, khéng nham muc dich so sanh truc tiép

*On top of standard therapy at the time of study, except in CHARM-Alternative where patients were intolerant to ACEI:

TOn top of standard therapy and as a replacement for ACE!s (enalapril)

Patient populations varied between trials and as such relative risk reductions cannot be directly compared

1. McMurray et al. Eur Heart J 2012;33:1787—-847; 2. SOLVD Investigators. N Engl ] Med 1991;325:293-302; 3. Granger et al. Lancet 2003;362:772—66; 4. MERIT-HF study group. Lancet 1999;353: 2001-7 5. Pitt et al. N Engl J Med

1999;341:709-17; 6. McMurray et al.,N. Eng. ] Med. 2014, 371:993-1004. 7. McMurray JJV et al. Online. N Engl J Med. 2019;381:1995-2008



Khéi dau liéu thap -> Tang liéu tir tir dén khi dat dwoc liéu toi wu

Liéu TB trong céc thip

Liéeu kh&i dau Liéu téi da

nghiém |am sang
Beta Blockers

Bisoprolol 1.25 mg x 1 lan 10 mg x 1 lan 8.6 mg/ngay (118)
Carvedilol 3.125 mg x 2 lan 50 mg X 2 lan 37 mg/ngay (446)
Carvedilol CR 10 mg x 1 lan 80mgx1llan e
Metoprolol

succinate extended 12.5 — %5 mg X 1 200 mg x 1 1An 159 mg/ngay (447)
release (metoprolol lan

CRIXL)

2017 ACCF/AHA Heart Failure Guideline



CHEN BE TA
VOl

BENH PHOI TAC NGHEN
MAN TiNH

Phéi khée manh




Tong quan vé cwdng béta va chen béta trén TM va Ho hap

Effect of adrenaline/noradrenaline or B-agonists:
fight or flight response’ Effect of B-blockers

Reduction in heart rate

_ Reduction in force of contraction
Increase in heart rate

. _ Reduction in cardiac output
Increase in force of contraction

Increase cardiac output o . . . .
B1 Beneficial in heart disease (eg, heart failure, ischaemic

heart disease, arrhythmia)

Risk of bronchoconstriction in susceptible individuals
(eg, those with asthma, COPD)

EBronchodilatation

B2

| |
Leg blood vessels Risk of vasoconstriction or worsening of ischaemia in

Vasodilatation susceptible individuals

B2 (eg, those with peripheral vascular disease)



e ?

Lo'i ich va lo ngai cua chen béta trén HO6 hap

Theoretical risks of B-blockers Theoretical benefits of B-blockers

Reduction in basal lung function

Reduction in efficacy of emergency rescue (- Inhibition of cardiac stimulation by increased endogenous catecholamines

agonists during exacerbation

Reduction in efficacy of long-acting B-agonist Inhibition of cardiac stimulation of B-agonists given during exacerbation
Concern over distinguishing COPD from Potential reduction in systemic inflammation

asthma

B-Blockers, heart disease and COPD: current
controversies and uncertainties rree

Jillian G Baker ', Robert G Wilcox #
Correspondence to Professor lillian G Baker, Respiratory Medicine, Cell Signalling, School of Life Sciences. C Floar
Medical School, Queen's Medical Centre, University of Nottingham, Mottingham NG11 2UH, UK

jillian.bakerfdnottingham.acuk



Chen béta giam t&r vong va do't cap trén COPD

%

i ES{B5% Cl)  Weight EtUd}F %

AR sslgeris whih coranar ¥ : (85%

Goatieb (1998 e ; 0.80 (0.57, 0.63) B.41 ID ES b Welont
Chen (2001) = 0,86 (0.73, 1,00) B.43

Harwkin {2008) - 0.74 (0.68, 0.80) 8.21 :

Cianchock (2009) - 0.52 (0.45, 0.80) B.80 !

Angeloni (2012) —_— 0.38 (0.20, 0.71) 308 —_—

Subtotal (-aquared = 90.6%, p=0.000) <> 0,64 (0.54, 0.78) 8.7 Au (2004) : 0.65(0.29, 1.48) 12.28
P ssberts wiih hean falare . Rutten {2010) 4‘.. 0.71 (080, 0.83y 25080
Sin (2002) —_— 0.78 (0.63, 0.05) T80 :

Stmszewsky (2007} _— 0.58 (0,37, 0.82) &30 '

slertz (213 i 089 10,56, 1.58) 8.1 Short (2011) - ! 0.39 (0.32, 0.48) 2451
Gublolal (Fequared = 36.1%, p=0208) <_> 0,74 (058, 0.83) 18.01 ]

: Angeloni (2013) 1.03 (0.05, 22.50) 1.53

LR F|'|:I lh_]frh wwiih n-hpﬂ'lil disrass : :

Au [004) 0.58 (0.18, 1.03) 1.04 :

e i 1 o ey e Stefan (2012) : 0.98(0.77,1.24) 23.92
Dramfiekd [2008) - 0.30 (0.14, 0.00) 158 |

Rutten (2010 e 0.68 (0.56, 0.83) T2 Dransfiald (2007) »— 0.46 (0.21,1.04) 1260
Short (2011) —_ 0.78 (0.67, 0.62) B2 .

Esetan (2012 r— 0.88 (0.71, 1.08) 787

Elkstreem (2013 ' - 1,99 (1.04, 1,37) B&T Owarall {I"\Iquarﬂd = H.?%. p= U.DﬂD'_I Q 0.62 m.“l ﬂ.ﬁ!} 100,00
Sublotsl (-eguased = B2 4%, p = 0.000) {,‘.:- 081 (085, 1.00) 4338 ;

Owersll (Hegquared = B9.3%, p = 0.000) -::'.':r 0.72 (0.63, 0.83) 100.00 , Weights ass o random i i

NEITE: Weeights are from sandom effacts anabysls i ' i

14 1 714 2.3

Giam 28% tur vong va 38% dot cap COPD

Du Q, SunY, Ding N, Lu L, Chen Y (2014) Beta-Blockers Reduced the Risk of Mortality and Exacerbation in Patients with COPD: A Meta-Analysis of Observational Studies. PLOS
ONE 9(11): e113048. https://doi.org/10.1371/journal.pone.0113048



DhAn tirh cAn va rhan hata tran CODN  @Esc
Conclusions

The use of BBs in patients with chronic obstructive pulmonary disease is not only safe but also
reduces their all-cause and in-hospital mortality. Cardioselective BBs may even reduce exacerbations
in chronic obstructive pulmonary disease. In addition, cardioselective BBs do not affect the action of

hronchondilatore Tmnortantlv. BRs redinece the heart rate acceleration canged hv hronchondilatars.
.St dung chen béta & bénh nhan COPD khong nhirng an toan ma con giam tw
‘vong do moi nguyén nhan va giam tu vong trong bénh vién. Chen béta chon loc
tham chi gidam cac do't cap cua COPD. |
insufficient awareness of the treatment of comorbidities; thus, they often ignore the presence of
heart disease in chronic obstructive pulmonary disease. We sincerely hope that guidelines at all levels
will include better interpretations of comorbidities, thereby increasing the rate of BB prescription to
patients with chronic obstructive pulmonary disease.

473 ) 51 vs 0 11 CORDACVD —_— 18T 2 4.02)

Eur Heart J, Volume 41, Issue 46, 7 December 2020, Pages 4415-4422, https://doi.org/10.1093/eurheartj/ehaa793 G OXFORD
BRI Ty FisE g

The content of this slide may be subject to copyright: please see the slide notes for details.
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Vai tro va cach thirc diéu tri chen béta trén COPD

B0X 1 Potential cardiac targets for beta-biockers in chronic obstructive pulmonary disease
(COPD)

Potential cardiac targets for beta-blockers in COPD
» Improved left ventricular systolic and diastolic function
* Reduced left ventricular dilatation
« Protection against myocardial ischaemia

* Reduced left ventricular mass =

» Reduced heart rate i i = *
. : r

» Anti-arrhythmic effects
« Inhibition of myocyte apoptosis n
e ke e,

« Protection against hypoxic sympathetic drive

= Protection against adverse effects of beta-agonists
Potential noncardiac targets for beta-blockers in COPD

« Inhibition of endothelin-1 release

* Reduction in circulating pro-inflammatory cytokines

= Inhibition of neutrophil chemotaxis and respiratory burst

» Reduction in goblet cell number and mucus release

BOX 2 Prescribing of beta-blockers in chronic obstructive pulmonary
disease for cardiovascular disease

* Beta-1 selective antagonists including metoprolol, bisoprolol and

nebivolol exhibit dose related beta-2 receptor blockade

Carvedilol is a nonselective beta-antagonist that is more likely to
cause bronchoconstriction than beta-1 selective antagonists

Slowly titrate the dose of beta-blockers at 1-2 weekly intervals up to
the usual maintanance dose

Monitor supine and erect blood pressure, heart rate and spirometry
during dose titration

Concomitant long-acting muscarinic antagonists may obviate
potential bronchoconstriction

Symptomatic bradycardia may occur if beta-blockers are used with
other rate-limiting drugs such as calcium blockers (e.g. verapamil
and diltiazem), ivabradine or anti-arrhythmic agents (e.g. digoxin,
amiodarona and flacainida)

Symptomatic hypotension may occur when beta-blockers are used
with other vasodilatory drugs (2.g. angiotensin converting enzyme
inhibitors, angiotensin receptor blockers, calcium channel blockers
and alpha receptor blockers)

Lipworth, Brian, et al. "Beta-blockers in COPD: time for reappraisal." European Respiratory Journal 48.3 (2016): 880-888.



Drug Receptors Initial dose Target dose

@ ESC blocked

EwopeanSociety

of cardilogy Carvedilol  o4,B,, B, 3.125mgh.i.d. 25-50 mg b.i.d.

’ Bisoprolol 3, 1.25 mg o.d. 10 mg o.d.
Thuoc chen béta

va liéu str dung
trong COPD Nevibolol* f, 1,25 mg o.d. 10 mg o.d.

*Not approvedin USA. Vasodilatatory effects due to 3; receptor stimulation with NO

release. Nevibolol has the highest B1/p2 ratio (45:1), versus metoprolol (2:1) and
bisoprolol (14:1).

Metoprolol [3, 12.5-25 mg o.d. 200 mg o.d.

Eur Heart J Suppl, Volume 23, Issue Supplement_E, October 2021, Pages E172—E176, https://doi.org/10.1093/eurheartj/suab116

The content of this slide may be subject to copyright: please see the slide notes for details.
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bap an.... 3 TR

1. Tr vong do tim mach chiém ty |é bao nhiéu trong sé tir vong chung toan thé giéi?
A. 30% B. 50% C. 70% D. 90%
2. Nhip tim can dat cia bénh nhan tim mach la bao nhiéu?
A. <60ck/ph B. 60-80ck/ph C. 80-100ck/ph D. >100ck/ph

3. Chen béta chi dinh trén nhitng nhém bénh nhan nao?
A. Nhip nhanh B. Tang huyét ap C. Bénh DMV D. Suy tim
4. Chen béta c6 chdng chi dinh trén bénh nhan COPD?

A. Cé B. Khong
5. Cac thudc chen béta dwoc chi dinh cho suy tim (nhiéu Iwa chon)?

A. Nebivolol B. Bisoprolol C. Metoprolol D. Carvedilol



Caldmsangso 1

 PonthuScravign 121G

Vao vién vi dau ngwc trai KB C|Opidogre|/ASpirin 75/100mg 11,8 -->16,4 ng/L

A 8V B ety ey Ngay ubng 1 vién budi sdng sau én 785 pg/mL

2. Metoprolol XR 50mg :
Kham bénh va canlam sang: 041, ,6ng 1 vién buéi sdng sau én 74 ml/min/1,73 m2

- Tinh, CCS2, NYHA2 3. Amlordipine/Lorsartan 10/160mg -
- HA: 150/80 mmHg; NT: 85 chi Ngay uong 1 vién budi sang sau an ﬁ W W
e . 4. Atorvastatin 20mg 5‘-‘3\/M~JW~‘N L £ E
- Ph6i khong ran, gan khong to, . » A o o
Ngay uéng 1 vién budi sdng sau dn MJ Mﬂ JLMJ
Siéu am tim: Dd: 48mm, EF 76' 5 E
. Esomeprazol 40m t

CDMV: Hep 70-80% LAD, hep g¢ Ngay ubng 1 vién buébi sdng trwdc én =
* Thuéc diéu tri ddi thdo dwong tiép tuc /ph; Khéng bat thuong ST-T
duy tri theo phdc do trudc do

Chan doan: Hdi chirng vanh man/Tang huyét ap — DTD2 — Tén thuwong 3 ddng mach vanh



Ca ldm sang so 2

- Nam 75 tuoi x " W 20/67/146 G/L
- Vao vién vi mét moi kho t Thuoc ra viéen /67/ /

S CLEVEDERGELETLAES 1. Metoprolol XR 25mg 0,1 ng/L

Ngady uéng 1 vién budbi sdng sau én 659 pg/mL
Kham bénh va can lam sang: 5 g50()hjtril/\Valsartan 100m | ;
- Bénh nhan tinh, BMI: 23 k J L 5 0 ml/min/1,73 m2
- CCSL NYHA I Ngay udng 1 vién chia déi Sdng-Toi sau dn
- HA: 130/85 mmHg, NT: 11 3- Dapaglifozin 10mg R
- Bung mém khéng chuéng, g Ngay uéng 1 vién budi sdng sau dn “TT“V‘”V“ W\/\fﬂ)ﬂ
- Khong phu, mach ngoai vi bi 4, Franilax 20/50mg JWW
Siéu Am tim: Thanh that trai « N

ay uéng 0,5 vién budi sdng sau dn

chirc nang tam thu that trai g 5gG); gh YR 750 g ﬁw\ﬂ/\ﬂw
nhe. H& chi nhe. Tang ap luc ucop age mg &Muwm\ul
COMV: Binh thudng Ngay ubng 1 vién bubi sang sau &n - | — —

NI HHHatn Avaiig 19 .|.1Ck/ph T 4m nhiéu cd

Chan doan: Suy tim phan suat tdng mau gidm/DTb2



X =
CHEN BETA VA BENH TIM MACH: Théng diép ..... e

: S e \‘.
Cuwong giao cam lam nang thém cac bénh ly tim mach nhu Tang huyét ap, bénh mach

vanh, Suy tim, r6i loan nhip nhanh....

Chen thu thé beta giup gidm cac bién ¢d tim mach, trong d6 cic chen beta cd hoat tinh
chon loc thu thé Beta 1 c6 hiéu qua va giam tic dung phu.

Chen béta chirng minh cé lgi ich trén cac nhdm bénh nhan: Tang huyét ap, Nhip nhanh,
Bénh dong mach vanh va Suy tim qua cac nghién ctru.

Nén lya chon cac thudc chen beta c6 bang chirng vé lei ich qua cac nghién ctiru va khuyén
cao cua HOi TM uy tin va dwoc BO y té cap phép.

Nguyén tac diéu tri: kh&i dau liéu thap, tang liéu chdm dén khi dat liéu t8i da dé téi wu

hiéu qua diéu tri.



The good physician treats the
disease; the great physician treats

the patient who has the disease.

Ty

William Osler

Tran trong cam-on-Quy dong nghiép



