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> 190 new trials

. REBOOT Trial:Beta-Blockers in Post-MI with Presery

«The REBOQOT trial, presented in a Hotline session, four
benefit of beta-blocker therapy on composite cutcome
death, reinfarction, or heart failure admission) in post-i
infarction (MI) patients with left ventricular ejection fra
=40% .

-Meta-analysis including REBOOT hinted there might b
in patients with mildly reduced LVEF (40-49%), though
preliminary .

P. PARACHUTE-HF Trial§Sacubitril/Valsartan in Chagas

al showed efficacy of sacubitri
treating the often-overlooked Chagas cardiomyopathy,
improvements in NT-proBNP levels. Experts hope this |
further targeted research .

argeting High-Normal Potassium Le
al, another late-breaking study, founc
plasma potassium to the high end of normal (4.5-5.0m
significantly reduced ventricular arrhythmias, ICD inter
hospitalizations, and possibly mortality, without increa
hyper- or hypokalaemia .

-The hazard ratio for the primary composite cutcome w
0.61-0.95; p=0.015), indicating a robust benefit .
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VI SAO CAP NHAT HWONG DAN XU TRi ROI LOAN MO MAU

: _— _ , ORIGINAL RESEARCH
} frontiers | Frontiers in Cardiovascular Medicine published: 09 Juna 2022
0.3380/fcvm. 20

doi: 1 2022 903126

“This 2025 Focused Update addresses changes in
@ recommendations for the treatment of dyslipidaemia based

on new evidence published”
Global Burden Attributable to High

< EAS @ESC
Low-Density Lipoprotein-Cholesterol

— 2025 Focused Update
L et of the 2019 ESC/EAS Guidelines
for the management of dyslipidaemias

Death rate

[16.4, 29.7)
[29.7. 38.9)
[38.9, 44 3)
[44.3, 52.6)

1. Cap nhat cong cu danh gia toan dién YTNC

2. Thém diéu tri mdi

EM 3. Quan ly déi tugng dac biét (ACS, HIV,...)

[120.2, 306.9]
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DANH GIA NGUY CO' TIM MACH = SCORE 2/ SCORE 2 OP

Recommendation Table 1 — Recommendations for cardiovascular rislk estimation in persons without known cardio-
vascular disease (see also Supplementary data online, Evidence Table 1)

Recommendations Class® Level®

SCORE2 dung cho ngu i cé vé khde manh < 70 tudi, khéng cé ASCVD, dai thao dwdng, suy than man, réi loan lipid hodc huyét ap
di truyén/it gap dé wéc tinh nguy co tir vong va khéng tir vong do CVD trong 10 ndm.

SCORE2-0P diing cho ngudi c6 vé khée manh > 70 tudi, khéng c6 ASCVD, dai thdo dwdng, suy than man, rdi loan lipid hodc huyét
ap di truyén/it gap dé woc tinh nguy co tlr vong va khong tir vong do CVD trong 10 nadm.
lla

Presence of subclinical coronary atherosclerosis by imaging or increased CAC score by CT should be considered as risk modifiers in

individuals at moderate risk or individuals around treatment decision thresholds to improve risk classification. 747 @

Risk modifiers” should be considered in individuals at moderate risk or individuals around treatment decision thresholds to improve risk

. . 172737 f
classification. -

In primary prevention,® pharmacological LDL-C-lowering therapy is recommended in persons:
+ at very high risk and LDL-C >1.8 mmol/L (70 mg/dL), or
+ at high risk and LDL-C >2.6 mmal'L (100 mg/dL)

despite optimization of non-pharmacological measures, to lower CVD risk, "1 EEE

In primary prevention,® pharmacological LDL-C-lowering therapy should be considered in persons:
* at very high risk and LDL-C >1.4 mmolL (35 mg/dL) but <1.8 mmol/L {70 mg/dL), or

* at high risk and LDL-C >1.8 mmol/L (70 mgfdL) but <2.6 mmol/L {100 mg/dL), or

* at moderate risk and LDL-C >2.6 mmel(L (100 mg/dL) but <4.2 mmolL (190 mg/dL), or

* at low risk and LDL-C =3.0 mmol/L (116 mg/dL) but <4.2 mmol/L (120 mg/dL)
sk 11338 %%

€ BSC/EAS 2025

despite optimization of non-pharmaceological measures, to lower CVD ri

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



CAC YEU TO PIEU CHINH NGUY CO NGOAI SCORE2 VA SCORE2-OP

Box 1 Risk modifiers for consideration 1. Nhan khau hoc — 1am sang
beyond the risk estimation based on the

Gia dinh bénh tim mach sém (nam: <55 tudi; nir: <60 tubi)

SCORE2 and SCORE2-OP algorithms . Dan tdc nguy co cao (vi du: ngwdi Nam A)
Demographic/clinical conditions . CAc triéu chirng stress va cac ap lwc tam Iy xa hoi
* Family history of premature CVD (men: <55 years; women: - Tinh trang thiét thoi xa hoi

<60 years) ' ' '
* High-risk ethnicity (e.g. Southern Asian) « Beéo phi

* Stress symptoms and psychosocial stressors
* Social deprivation

* Obesity « Cac bénh man tinh do réi loan mién dich hodc viém
* Physical inactivity

* Chronic immune-mediated/inflammatory disorders
* Major psychiatric disorders « Tién sl man kinh s&m
* History of premature menopause

* Pre-eclampsia or other hypertensive disorders of pregnancy
* Human immunodeficiency virus infection « Nhiém virus HIV
* Obstructive sleep apnoea syndrome

« Thiéu hoat dong thé chét
« Cac rdi loan tam than nghiém trong
- Tién san giat hoac cac réi loan tdng huyét ap trong thai ky

» Hoi chirng tac nghén dwdng thé khi ngua
Biomarkers o
2. Dau an sinh hoc
* Persistently elevated hs-CRP (>2 mg/L)

* Elevated Lp(a) [>50 mg/dL (>105 nmol/L)]. * hs-CRP tang keo dai (>2 mg/L)
* Lp(a) tang > 50 mg/dL (> 105 nmol/L)

CVD, cardiovascular disease; hs-CRP, high sensitivity C-reactive protein; Lp(a),

lipoprotein(a).
European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



THEM MOT GOC NHIN VE YEU TO NGUY CO TIM MACH TON DU

“Atherosclerosis is caused by the
progressive deposition of LDL-C and other
apolipoprotein-B (ApoB)-containing

lipoproteins within the artery wall, which

triggers a cascade of inflammatory reactions

leading to the formation and progression of

atherosclerotic plaque...”

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190
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Recommendation Table 4 — Recommendations for
measurement of lipoprotein(a) (see also Supplementary

data online, Evidence Table 4)

Recommendations

Lp(a) > 50 mg/dL(105 nmol/L}nén

xem xet O’ tat ca nguo'l treo'ng
thanh nhw 1 yéu t6 [am téng nguy
co tim mach, Lp(a) cang cao thi
nguy co tim mach cang tang

Class®

lla

Level®

ESC/EAS 2025

P T—
ol

Lién quan gilra mirc Lp(a) va nguy co’
sudt d&ri chia cac bién cd tim mach Ién

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



MUC TIEU BIEU TRI LDL-C THEO PHAN TANG NGUY CO TIM MACH

Treatment goal
for LDL-C

<3.0 mmol/L

Class llb (<116 mg/dL)

<2.6 mmol/L

Class lla (<100 mg/dL)

& =50% reduction
from baseline

<1.8 mmol/L

Class| (<70 mg/dL)

<1.4 mmol/L

a
Class| (<55 mg/dL)

<1.0 mmol/L

Class llb (<40 mg/dL)

—_——————————

—_——_——— —_——

—_———————— e —

[ - SCORE2/SCORE2-OP >2% and <10% |

PHAN TANG MANH HON VO

NHOM NGUY CO' CUC KY CAO

AClass lla for individuals in primary prevention with FH at very high risk

Young patients (T1DM <35 years;
T2DM <50 years) with DM duration
__<10years without other risk factors

l. SCORE2/SCORE2-OP 210% and <20% |
I « Markedly elevated single risk factors, in particular |
| TC>8 mmol/L (310 mg/dL) or LDL-C >4.9 mmol/L (190 mg/dL) |
or BP 2180/110 mmHg |
|+ FH without other major risk factors I
|+ Moderate CKD (eGFR 30-59 mL/min/1.73 m2) |
I. DM w/o target organ damage, with DM duration =10 years |
|

L_or other additional risk factor

—_—_—_— - - e e ————

« ASCVD (clinical/imaging) |
» SCORE2/SCORE2-OP =20% |
- FH with ASCVD or with another major r|skfactor |
+ Severe CKD (eGFR <30 mLfmlnH 73 m 2 I
I
|

- Patients with ASCVD who experience
recurrent vascular events while taking
maximally tolerated statin-based therapy

- Patients with polyvascular (e.g. coronary
and peripheral) arterial disease

@ESCc @

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190
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THEM NHIEU LIEU PHAP KIEM SOAT LIPID MAU HIEU QUA

Average LDL-C reduction (%)
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STATIN GIAM HAU HET DAU AN VIEM SO VOI THUOC HA MO’ MAU KHAC

Table 1. Impact of lipid-lowering drugs on selected inflammatory biomarkers.

Inflammatory Biomarkers

Medication CRP or hsCRP IL-1 IL-6 TNF IL-10
Statins i Tl J ) /
Zeumibe —

BAS 1) / < < /
PCSK9i “ l l l 0
Bempedoic acid J / / / /

Lomitapide ) / / / /

Evinacumab / / / / /
Fibrates i l 1) l T

Omega-3 fatty acids / / / } /
[cosapent ethyl i) l ) / /

t—increased concentration; |—decreased concentration;/—no date available; ¢»>—no changes in the con-
centration; CRP—C—reactive protein; hsCRP—high-sensitivity C—reactive protein; IL-1—interleukin 1;
IL-6—interleukin 6; TNF—tumor necrosis factor; IL-10—interleukin 10; BAS—bile acid sequestrants;
PCSK9i—proprotein convertase subtilisin/kexin type 9 inhibitors.

14
Nutrients 2023, 15, 1517. https://doi.org/10.3390/nu15061517



NON-STATIN
CHi DUNG KHI KHONG THE TANG LIEU HOAC KHONG THE DUNG STATIN

Recommendations Class® Level®

MNon-statin therapieswith proven cardiovascular
benefit,” taken alone or in combination, are
recommended for patients who are unable to take
statin therapy to lower LDL-C levels and reduce the
risk of CV events. The choice should be based on the

magnitude of additional LDL-C lowering

need ed.4‘53'54

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



TRONG DO, ACID BEMPEDOIC DUQO'C KHUYEN CAO MANH
KHI KHONG THE DUNG STATIN

Recommendations Class® Level®

Bempedoic acid is recommended in patients who are
unable to take statin therapy to achieve the LDL-C

goal.?

The addition of bempedoic acid to the maximally

tolerated dose of statin with or without ezetimibe

lla C

should be considered in patients at high or very high

risk in order to achieve the LDL-C gca|.42’55

Evinacumab should be considered in patients with
homozygous familial hypercholesterolaemia aged 5
years or older who are not at LDL-C goal despite lla
receiving maximum doses of lipid-lowering therapy

to lower LDL-C levels.>%>"

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



CLEAR OUTCOME TRIAL: ACID BEMPEDOIC THAY STATIN

RN i 13.970 BN khéng dung nap Statin

ESTABLISHED IN 1812 APRIL 13, 2023 VOL. 388 NO. 15

Bempedoic Acid and Cardiovascular Outcomes Theo d6| trung binh 40,6 théng

in Statin-Intolerant Patients
S.E. Nissen, A.M. Lincoff, D. Brennan, K.K. Ray, D. Mason, J.J.P. Kastelein, P.D. Thompson, P. Libby, L. Cho,

J- Plutgky, H.E. Bays, P.M. Moriarﬁty, V. Menon, D.E. Grobbee, M _J. Fouie, C.-F. Chen, N. Li, LA Bloedon,
B 1 g o L e e b s Four-Component MACE [rimary End Point)
100 —
A LDL Cholesterol Level 207 Hazard ratio, 0.87 (95% CI, 0.79—0.96)
0. 6% — P=0.004
o £ gpd 15- Placebo
] [-T]
< 1]
5 10— A
5 ﬁ 60— Bempedoic acid
= L=}
£ -10- £ 5
g w
3 -154 2 40+
= L; o777 1T 7
s -20 £ 20 0 6 12 18 24 30 36 42 48 54 60
S _
& _254 \ Bempedoic Acid '3 /
c -21.7%
E -30 -26.1% 0 = T | | | | T | T |
0 3] 12 18 24 30 36 47 48 54 &0
_35_
Months since Randomization
_4{. T T I T T T I T T I I .
i 6 12 13 24 30 36 42 43 54 60 Mao. at Risk
Base- Months since Randomization Placebo 6978 6779 6579 6401 6206 5995 5105 2524 1207 513 55
line Bempedoic 6992 6816 6654 6472 6293 6106 5257 2601 1240 556 74
acid

DOI: 10.1056/NEJMoa2215024 . .
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KHI TANG CHOLESTEROL MAU GIA DiNH
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to lower LDL-C levels.
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PIEU TRI TANG TRIGLYCERID MAU

Recommendation Table 5 — Recommendations for drug treatment of patients with hypertriglyceridaemia (see also
Supplementary data online, Evidence Table 5)

Recommendations Class® Level’
LM
High-dosdlicosapent ethyl (2 X 2 g/day)hould be considered in combination with a statin in high-risk or very high-risk patients with . B %
d
elevated triglyceride levels (fasting triglyceride level 135499 mg/dL or 1.52-5.63 mmol/L) to reduce the risk of cardiovascular events.” E
Volanesorsen (300 mg/week)fhould be considered in patients with severe hypertriglyceridaemia (>750 mg/dL or >8.5 mmol/L) due to I B E’:
a
familial chylomicronaemia syndrome, to lower triglyceride levels and reduce the risk of pancreatitis.*'"/ 3

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190
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n PIEU TRI HOI CHWPNG VANH CAP TICH CU’C HON TU NOI VIEN

Recommendation Table 3 — Recommendations for
lipid-lowering therapy in patients with acute coronary

syndromes (see also Supplementary data online,
Evidence Table 3)

Recommendations Class® Level®

Intensification of lipid-lowering therapy during the
index ACS hospitalization is recommended for
patients who were on any lipid-lowering therapy

before admission in order to further lower LDL-C

levels.

Initiating combination therapy with high-intensity

statin plus ezetimibe furing index hospitalization for

ACS should be considered in patients who were E

treatment-naive and are not expected to achieve the

© ESC/EAS 2025

LDL-C goal with statin therapy alone.®®

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



STATIN VAN LA NEN TANG O’ BENH NHAN : HIV, HOA TRI ANTHRACYCLINE

Recommendation Class® Level®

Statin therapy is recommended for people in primary

prevention aged >40 years with HIV}irrespective of
estimated cardiovascular risk and LDL-C levels, to
reduce the risk of cardiovascular events: the choice

of statin should be based on potential drug

intera::ticrns.?

Statins should be considered in adult patients at high
or very high risk of developing chemotherapy-related

cardiovascular toxicity® to reduce the risk of

anthracycline-induced cardiac dysfunction Lt

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190



THUC PHAM CHUC NANG, VITAMIN KHONG GIAM BTMXV

Recommendation Table 8 — Recommendations for
dietary supplements (see also Supplementary data

online, Evidence Table 8)

Recommendation Class® LE'H'Elh

Dietary supplements or vitamins vithout

documented safety and significant LDL-C-lowering

efficacy are not recommended to lower the risk of

© ESC/EAS 2025

European Heart Journal (2025) 00, 1-20 https://doi.org/10.1093/eurheartj/ehaf190
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