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CCTA vuot khéi % hep: phat hién plaque dé thay déi dw phong

6,6%

CHD death / nonfatal Mi

8,2%

CHD death / nonfatal Mi

HR 0,79

95% C10,63-0,99

Diém quan trong ctia SCOT-HEART 10 nam

e Tai thdng mach gan nhw gidéng nhau: 15,2% vs 15,3%
— loi ich khédng dén t “d&t nhidu stent hon”.

e Dy phong van dwoc ké nhiéu hon sau CCTA: 55,9% vs
49,0%.

e Théng diép: nhin thiy xo vira khong tac nghén cé thé
kich hoat dw phong sém va bén virng.

Clinical pearl: bao cao CCTA nén m6,té plaque
burden/composition va CAD khéng tac nghén

SCOT-HEART 10-year outcomes

CCTA-guided care vs standard care in stable chest pain

TRIAL DESIGN

KEY SECONDARY QUTCOMES

0923, Loi ich khi dy phong tich cuc nho két qua CCTA

PRIMARY ENDPOINT
CHD death or non-fatal MI Non-fatal MI
@ el 43% vi 60%
6.6%  CCTA-guided care ks
@ Mean age 57 MACE
> £.3% vi 10.3%
Gt W (HR 0.80)
Revanculartzation
Medan fobow-3p HR 0.79 15.2% v 15.3%
10y 95% C10.66-0.94) Lo
Prevantive therapy
0 Seoadchstpandcs ) ccti-gided e [ Sandardcare 56% v 49%
Ip < 0.001)
|
Sustained reduction in the primary endpoint at 10 years, |
[ @ TAKEAWAY driven by fewer heart attacks, not more stents. |
@ CLE R DEER RNV ETRGTTPIR wisioms MG et of. Lancet. 2025 Jan. doi: 10.1016/50140-6736(24)0200x
..... -




Hep 50-90% DMV: Can thém sinh ly trwéc khi dwa bénh nhan vao cathlab

0 CCTA 50-90%

Anatomy: lesion trung
gian; chwa ddng nghia
thiéu mau cuc bd

Prye-ey

PHYSIOLOGY
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FFR-CT / CT perfusion /
stress CMR tuy bénh
nhan & nguon lyc
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%%’f’A hep 50%-90%: Thém FFR-CT lam giam rd ty lé ICA!

CAD-RADS 4o 3

ICA

FUSION RCT 2026

Khi high-risk
anatomy, physiology
dwong tinh hodc con
bét dinh

+ FFR-CT
— giam ICA khoéng cé obstructive CAD

CCTA c6 hep 50-90%

Twéi mau co tim tinh qua CCTA c6 gia tri tién lugng

voe | R CAD-RADS 14
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l FUSION trial "l I et il FPR,, ander FRCT

4

FFR,, > 0.8 andior IFR-CT > 0.82

1

FFR,, 5 0.8 and/or IFR-CT £ 082

@ CLIGRITEIE RV AVURGITELN sharma SP. et ol J Am Coll Cardiol, 2026 Aug. dol; 10,1016/ jacc.2026.08.x0x.
o o e s o

value of dynamic CT p for significant
CAD: FFR as reference standard i
o{ (i Vossol based analysls
2| AUC: 082 (0.90 - 0.94)
‘ Pooled sensitivity:
of 0,82 (0.79-0.85)
ol Pooled specificity:
i 0.86 (0.84-0.88)
I Prognostic value of cT for p MACE
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Al hiru ich nhat & dinh lwong plaque
Al-QCT 10-year prognosis

HR 3,57 HR 4,37 AUC 0,82

PAV >15% Non-calcified plaque >7,5% Al-QCT + clinical + CAC

AI-CCTA wirgrt trd] CCTA thong thudmg & 4 khia cgnh cdt 151
- D6 chinh xdc chén dodn cao hom, gidm sai biét gilra ngudt doc,

o+ Dinh lrgng méng xo vira ty dfng, khdch quan khi thd cbng
khdng khd thi,
@ - Higusufit quy trinh nhanh hom 8 ét, vo
- - Phdn tang nguy coy/tién lugng tét hon.
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@ Koo B, et of. JACC Cordiovasc Imoging. 2024 Sep. doi: 10.1016/] jerng. 2024.03.xxx. - hini E, et ol. JACC Cardk
o 10.1016/] jomg. 2025.05 s0c « Nurmohamed NS, et ol. JACC Cardiovasc Imaging. 2024 Mor. dol: 10.1016/] jomg.2023.05 x00x.
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Gia tri cua Al

e Dinh lwong nhanh va nhat quan
total plaque volume / PAV /
composition.

e Giam variability gi(ba nguwdi doc va
theo ddi burden theo chuén hoa.

e C6 thé nang chét lwong risk
stratification néu di¥ liéu dau vao tét.



CAC la cong cu tai phan tang nguy co’

2026 ACC/AHA Dyslipidemia: 3 bwéc

‘ CALCULATE

PREVENT risk + clinical
context

ACC Guideline
Dyslipidemia 2026

° PERSONALIZE ‘

risk enhancers: CKD,
DM, Lp(a), apoB...

Incidental CAC on
nongated CT

|

v v

Moderate-to-severe
CAC

Start moderate- 24 Start moderate- 1o

Intensity statin high-intensity statin
Goal; 230% LDL-C Goal: 250% LDL-C
reduction; reduction;

LDL-C <100 mg/dL LDL:C <70 mg/dL
and non=HOL-C and non-HOL-C
<130 mg/dL <100 mg/dL

PGS. TS. DO QUANG HIUAN, FACC, FSCAL

RECLASSIFY

CAC khi quyét dinh
statin con bat dinh

CAC nén lam thay déi diéu gi?

e Khai tri / tang cwdng lipid-lowering khi risk
estimate con “gray zone”.

e Incidental CAC trén CT khéng ECG-gated
cling la tin hiéu can danh gia dw phong.

e Khéng dung serial CAC dé “chasing
regression”; statin c6 thé lam plaque 6n dinh
va tang mat do voi hoa.



CMR: tissue phenotype giai thich

| Wﬁ’. First or LVEF First?

©

| LVEF vin 3 nén

VEF~+ICD @
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Suy tim 2026: stage + phenotype + can thiép s&m

ESC 2026 giir EF quan trong nhwng bé sung cach nhin theo giai doan bénh

L Risk | PREHF

Competing risks +
advanced therapies

device ¢ LVAD - transplant
* palliative goals

Ngan HF trwéc khi cé Nhéan dién Phenotype + congestion
triéu chirng structural/biomarker + comorbidity
disease
BP < obesity « DM « CKD - LVH « dysfunction « HFrEF / HFmrEF / HFpEF;
CAD natriuretic peptides AF, CKD, obesity
HFrEF HFpEF

Khéi dong sém tir tru khi huyét dong/chirc nang than
cho’phép — wu tién hoan thién bé thuoc hon toi da 1
thuoc don lé.

Xac dinh congestion, CKD, AF, obesity, ischemia,
pulmonary HTN va phenotype chuyén hoéa.




Tang K+ / creatinine: dirng “giai quyét xét nghiém” bang cach bé thuéc tién lwong

VNCC26 dat ding cau héi: “giam RAASi hay xi tri K+ dé bao ton GDMT?”

0 XAC NHAN TiM NGUYEN NHAN 0 TOI UU Q GIJ GDMT
Lap lai K+ néu phu hop; AKl/volume, NSAID, Diuretic theo Cb gang bao ton
loai pseudohyperkalemia; K supplement, diet, congestion; diéu chinh RASI/MRA/SGLT2i
ECG khi K cao/triéu acidosis, constipation, contributors; potassium khi an toan; close
chirng thudc twong tac binder & bénh nhéan K/Cr monitoring

phu hop



HFpEF 2026: phenotype-directed therapy da tré thanh thwec té

Ba phenotype thwéng gap

-

CARDIORENAL

SGLT2i nén tang

Finerenone: FINEARTS-HF giam total

K/renal monitoring quan trong.

worsening HF + CV death & LVEF 240%.

-

OBESITY

Weight loss = CV therapy

SUMMIT: tirzepatide gidm worsening HF;
cai thién health status & HFpEF + obesity.

Khéng ap dung cho HFpEF khéng béo phi.

-

N

AF / HTN / VOLUME

Diéu tri phenotype

Decongestion, BP control, AF rate/rhythm
strategy, OSA va comorbidities.

Tim cause-specific disease: amyloid, valve,
CAD...




Dieu tri sau MI 2026: ca thé hoa ca KKTTC lan beta-blocker

4 N

ANTIPLATELET, B-BLOCKER

DAPT khéng con “mét th&i lwong cho tat ca” Sau MI véi EF that sw bao ton: lgi ich dai han khéng con chac
nhw trwéc

e ACS van can antiplatelet nén tang khi khéng chéng chi

dinh. 7,9% 8,3%

oAHBR: can nhac DAPT ngan hon / P2Y12 monotherapy & REDUCE-AMI: death/MI

bénh nhan chon lgc. death/Ml

e Long-term: can bang ischemic risk vs bleeding risk; xem block block

lai dinh ky. B-blocker no B-blocker

Short DAPT la chién lwgc cho selected HBR — khéng HR 0,96 (0,79-1,16) — neutral

phai xu hwéng mac dinh cho moi stent méi.
Khong suy dién “ngirng B-blocker cho tat ca”: giiv
khi HFrEF/LV dysfunction, angina, arrhythmia, HTN
hoac chi dinh khac.




Khéi lai DOAC s&m hon sau stroke — nhwng imaging va bleeding risk van quyét dinh

-
TRIAL BEDSIDE DECISION

OPTIMAS X

Infarct size Nho vs I1&n Hemorrhagic Coé/khong; type &

transformation stability

DOAC =4 ngay sau AF-associated
ischemic stroke

Renal function Dose/agent phu BP / bleeding risk Kiém soat truéc
Non-inferior so v&i kh&i tri muén cho hop khi DOAC
composite ischemic stroke / ICH /
unclas:smable stroke / systemic embolism & Indication AF that sy |2 Feeding / Kha nang diing
90 ngay. certainty ngudn embolic? adherence thubc an toan




