HOI NGHI KHOA HOC THUONG NIEN
HOI HO HAP VIET NAM 2017

22 - 23/09/2017, DA NANG, VIET NAM




MUC LUC
KY YEU HOI NGHI
VNRS 2017

.......
.......
............

THU CHAO MUNG CUA CHU TICH HOI HO HAP VIET NAM.....o 3
BAO CAO HOAT PONG CUA HOI HO HAP VIET NAM NAM 2017........oo.. 4
DANH SACH BAN TO CHUC HOINGHL......ooooeoeesesss 12
DANH SACH CHU TQA DOAN - BAO CAO VIEN......oeeeeee 14
SO DO MAT BANG HOI NGHI VNRS 2017 ... 22
CO CAU GIAI THUOGNG.....sssssssssssssssssssssttess 23
MUC LUC BAO CAO TAI HOI NGHI VNRS 2017.......ooooeooeeoeeeeeeeseesese 24

f @

WWW. FACEBOOK.COM/HOIHOHAPVIETNAM.VNRS
WWW.HOIHOHAPVIETNAM.ORG




THU CHAO MUNG CUA CHU TICH HOI HO HAP VIET NAM

Kinh gii:

- Cdc Uy vién Ban Chap hanh H6i H6 hép Viét Nam - Céc héi vién H6i H6 hap Viét Nam - Cdc Quy dong nghiép

Hoi H6 hdp Viét Nam xin chao mling cac quy
déng nghiép tham gia HoOi nghi khoa hoc thudng
nién H6i H6 hdp Viét Nam nam 2017 tai Da Néng!

Trong suét nhiing nam qua, dudi su cho phép
clia Ban do6i ngoai Trung uong Dang, cla Bo Y té,
cla T6ng hoi Y hoc Viét Nam va véi su hgp tac, hé
trg cla cac don vi lién quan, H6i H6 hép Viét Nam
da t6 chuic thanh céng nhiéu ky Hoi nghi khoa hoc.
Tiép néi thanh céng cla Hbi nghi thudng nién Hoi
H6 hap Viét Nam trong nhiing nam qua, nam 2017,
Hoi H6 hép Viét Nam sé t& chtic Hoi nghi Khoa hoc
thudng nién Hoi HO6 hdp Viét Nam tai Da N&ng tu
ngay 22 dén 23 thang 9 nam 2017.

Tham gia héi nghi khoa hoc thudng nién HOi
H6 hap Viét Nam, quy dong nghiép cé ca hoi trao
déi kién thiic va tiép xdc véi cac chuyén gia trong
nudc va quéc té la cac Giao su, Tién sy, Bac sy
dén ti Hoi Léng nguc My, Hoi H6 hdp Chau Au,
Ho6i H6 hdp Chau A - Thai Binh Duong, Hoi Phdi

Phap - Viét...

Pé hdi nghi t6 chiic thanh cong t6t dep, Ban
t6 chuic rat mong nhan dudc su tham gia dong dao
clia toan thé Quy déng nghiép, Quy cd quan, t&
chlic quan tdm dén linh vuc bénh Iy H6 hap trén
moi mién clia Té quéc, chung ti kéu goi va khuyén
khich cac Quy vi dai biéu tham du va trinh bay bao
cao khoa hoc tai Hoi nghi khoa hoc thudng nién
Ho6i H6 hap Viét Nam 2017.

Chuc Quy Pai bidu va cac Ban déng nghiép
stic khoe, chuc Héi nghi thanh cong.
Thay mét ban t6 chiic H6i nghi
Chu tich H6i H6 hap Viét Nam

GS.TS. NGO QUY CHAU



BAO CAO HOAT DONG HOI HO HAP VIET NAM NAM 2017

I. VE TG CHUC CUA HOI
Téng s6 hdi vién: 700 Hoi vién

a) Viéc kién toan td chiic Hoi (t chiic Pai hdi, hdi nghi thudng nién, hop Ban Chap hanh, Ban Thudng vu
theo quy dinh cta Diéu I& Hoi, kién toan ban lanh dao, cac chulic danh chd chét...)
- Nhan sy Hoi nhiém ky dau tién (2014 - 2019):

+  Cha tich Hoi H6 hap Viét Nam: GS.TS. Ngé Quy Chau, Giam déc Trung tdm H6 hap - Phé giam
déc BV Bach Mai - Ha Noi,

+  Ban thudng vu gém 15 thanh vién va Ban chédp hanh gém 51 thanh vién la cac thay thudc, giao su,
tién sy, bac si chuyén nganh hé hép trén khap ca nudc.

+ Cac Pho chu tich Hoi: PGS.TS. Lé Thi Tuyét Lan; GS.TS. D& Quyét; PGS.TS. Nguyén Hiu Udc;
PGS.TS. Bui Binh Bao Son; GS.TSKH. Dudng Quy Sy; PGS.TS.Chu Thi Hanh; TS.BS.Nguyén Van
Thanh.

+ Téng Thu ky: PGS.TS. Vi Van Giap. Phé téng Thu ky: TS. Nguy&n Thanh Héi; TS. Lé Thugng V.

Il. KET QUA HOAT BONG NAM 2017

M&c du mdi thanh 1ap trong moét thdi gian ngan, nhung H6i H6 hdp Viét Nam da budc dau xay dung hinh
anh cia mot Hoi chuyén mén cé uy tin trong ca nudc va trén trudng quéc t& véi nhiing hoat dong tiéu biéu:
1. Phat trién Hai

H6i H6 hap Viét Nam cé khoang 700 Hoi vién. Héi vién Hoi H6 hap Viét Nam cé mat trén hau hét khap
cac tinh/thanh phé trong ca nudc, trai dai cac tinh Bac, Trung, Nam va dac biét con c6 cac Hoi vién dén tu
Nhat Ban. Cong tac phat trién Hoi vién ludn dugdc chu trong phat trién ca so lugng 1an chat lugng.
2. Cac hoat déng chuyén mén
a) Cong tac bao tao:

Hi ludn coi trong cdng tac dao tao lai va dao tao lién tuc théng qua céc I6p khda dao tao y khoa lién tuc,
cac hoi nghi, hoi thdo khoa hoc hoac ¢l hdi vién di hoc nuéc ngoai.

- 25/02/2017 t6 chtic Hi thao “Céap nhat huéng dan va diéu tri Bénh ph6i tdc nghén man tinh theo GOLD
2017” (Phoi hgp vé6i Van phong dai dién céng ty Boehringer Ingelheim)

- 16/03/2017 - 29/03/2017: Phéi hop véi Trung tam H6 hép t6 chiic 16p k§ thuat vién thuc hanh do chtic
nang hé hap va trao chiing chi cho 9 hoc vién cuta Vién stic khde nghé nghiép va mai truéng

- 29/03/2017 t6 chiic Hoi thdo “St dung hap ly khang sinh trong diéu tri bénh nhiém khuén (Phéi hop véi
Cong ty TNHH Sanofi - Aventis Viét Nam)

- 15/04/2017 6 chiic Hoi thdo “T6i uu héa diéu tri khang sinh trong viém phéi” (Phéi hop véi Cong ty
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TNHH Sanofi - Aventis Viét Nam)

- 17/06/2017: T8 chiic Hoi thao “Kiém soat hen t6t trong thuc hanh 1am sang” ngay véi su tham gia cla
hon 160 bac sy (Phéi hgp véi Van phong dai dién GlaxoSmithKline)

- 21/07/2017: T6 chiic Hoi thao “Ngén nguia dot cdp hiéu qua - Bang chiing méi trong quan ly va diéu tri
COPD” (Phoi hgp véi Van phong dai dién Novartis Pharma Services AG tai TP. HCM)

- 13/08/2017: Té chtic 16p dao tao lién tuc vé6i chl dé "Corticoid toan than va vai trd trong cac bénh ly
h6 hap" véi 60 hoc vién tham dy va trao chiing chi 29 hoc vién. (Ph6i hgp véi Van phong dai dién cong ty
Pfizer (Thailand)

- 25/08/2017: T chtic Hoi thao “Diéu tri bénh phéi tAc nghén man tinh: tif huéng dan chuyén mén dén
thuc hanh Iam sang” véi han 100 bac sy tham du. (Phoi hgp véi Van phong dai dién cong ty Boehringer
Ingelheim)




b) Céng tac khoa hoc
- Phéi hop véi Téng Hoi Y hoc Viét Nam té chiic hdi nghi khoa hoc hudng (ing ngay Bénh phéi tAc nghén
man tinh toan cau dién ra ngay 10/11/2017 tai khach san Melia
- Nhiéu dé tai da dugc lya chon bao céo tai cac H6i nghi khoa hoc Quéc té va khu vuc
- Tham gia cac Héi nghi khoa hoc Quéc té va khu vuc:
+  Hai nghi Hoi H6 hdp Chau Au (ERS)
+  HOi Nghi Hoi Long nguc My (ATS)
+  H6i nghi H6i H6 hdp Chau A Thai Binh Dudng (APSR)
c) Bién soan va an ban sach, tai liéu chuyén mén
Nham cap nhat kién thiic cho cac Hoi vién, H6i H6 hap Viét Nam tham gia cac hoat déng bién soan, &n
ban sach va céc tai liéu chuyén moén véi vai tro chu tri :
- Khuyén céao chan doan va diéu tri nhiém nam xam lan
- Khuyén céao chan doan va diéu tri viém phdi bénh vién, viém phdi thé may
Hoi H6 hap Viét Nam phéi hgp véi Hoi Hoi stic cdp ctiu va Chéng doc Viét Nam xay dung. 2 Khuyén cao
cung cdp nhiing ndi dung khoa hoc hiiu ich cho can bd y té& trong cong tac chan doan va diéu tri nhiém nam
xam |an trong thuc hanh lam sang tai Viét Nam va c6 dudc cai nhin toan dién, phuong hudng rd rang va hgp
ly trong chan doan, diéu tri nham cai thién tién lugng viém phdi bénh vién/viém phdi lién quan thd may & cac
bénh nhan ngudi I&n.
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- Khuyén céao chan doan va diéu tri nhiém trung hé hap cap & tré em

Phai hgp véi HOi Tai Mii Hong Viét Nam xay dung. Sau khi hoan tat cudn tai liéu sé mang tinh hudng dan
cao, co tinh khai luan sau dong thgi cung cdp nhiing ndi dung khoa hoc, cap nhat trén ca s& ap dung thuc té
tai Viét Nam, va sé trg thanh tai liéu rat hiiu ich cho cong tac kham, diéu tri nhiém trung hé hap cép G tré em
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- Chuyén ng tai liéu “Sang kién toan cau vé bénh phdi tic nghén man tinh” phién ban 2017 va
“Sang kién toan cau vé quan ly va diéu tri Hen phé& quan” phién ban 2017 vdi su cho phép ctia GOLD
va GINA nham tao diéu kién cho cac bac sy trén khap ca nudc ti€p can véi cac ngudn tai liéu chinh théng
va cap nhat dé dang han.

d) Coéng tac phong, chéng tac hai thuéc la

- Véi cuong vi cta Chu tich HGi H6 hap Viét Nam GS.TS. Ng6é Quy Chau ngoai viéc chi dao thuc hién
cac hoat dong noi trén cla Hoi, GS. TS. Ng6 Quy Chau tich cuc tham gia cong tac phong chéng tac hai
thudc la véi vai tro trudng ban chi dao chuong trinh Phong chéng tac hai clia thudc la do BO Y té giao.

- K& tui khi thanh 1ap cho dén nay phong tu van va hé trg cai nghién thudc 14 da tu van thanh céng hon
5.500 cudc goi dén va goi lai cho hon 1.000 déi tugng hut thudc 1a. D& cé dudc thanh tich nay la két qua
hoat déng tich cuc cla cac Bac sy Trung tdm Ho hép, cac thanh vién clia phong tu van la nhiing thanh vién
cuia Hoi.

- Céc gidng vién nong c6t 1a thanh viéen Hoi H6 hap Viét Nam da té chic truyén thong vé tac hai clia
thudc 1a cho 3.300 bénh nhan va ngusi nha bénh nhan théng qua céac budi hop héi dong ngudi nha bénh
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- Cac béc si cla Hoi da tham gia xay dung ndi dung va tra I18i phong van trong 03 chuong trinh
truyén hinh quang ba vé dich vu tu van cai nghién thuéc la phat song trén cac kénh VTV1, VTV2, 02TV,
1 théng diép truyén thanh, quang ba vé dich vu tu van cai nghién thudc la phat séng trén VOV giao
théng Ha Néi, TP.HCM va VOV2

- Tham gia xay dung chuong trinh, chiu trach nhiém vé chuyén mén cho nhiing I6p dao tao giang
vién ngudn vé tu van va diéu tri nghién thudc 14 1a nhan t6 nong c6t trong viéc trién khai chuong trinh
phong chéng tac hai thudc 14 va tu van diéu tri nghién thudc la tai tuyén y té co sé

e) Hoat ddng ddi ngoai, hop tac qudc té
- 10/2016 Hoi H6 hdp Viet Nam da déng cai thanh cong Hoi nghi H6 hdp Chau A Thai Binh Duadng
sé t6 chiic nam 2019 tai Ha Noi



Congress Venue: The National Convention Center, Hanol, Vietnam

Dates © 15" - 18" Movember, 2019

- Tang cudng quan hé hgp tac véi Trung tdm Quobc gia vé Stic Khde va Y khoa toan cau - Nhat
Ban (NCGM) thong qua viéc ¢’ cac thanh vién cta Hoi Ho hap Viét Nam tham gia cac khoa dao tao:
Khdéa hoc vé ndi soi phé quan véi su tham du clia 11 bac sy va 3 diéu dudng.

+
Héi nghi Noi soi phé quan Nhat Ban dién ra ngay 9 - 10/06/2017 véi su tham du cla GS.TS.

+
Ngdé Quy Chéau va cac bac sy dén ti: bénh vién Bach Mai, bénh vién da khoa tinh Hai Duadng, bénh

vién da khoa tinh Nghé An, bénh vién Dai Hoc Y Ha Noi, bénh vién Quan Y 103, bénh vién Pai Hoc Y

Dudc thanh ph6 H6 Chi Minh.

- Céc Hoi vien Hoi H6 hap Viét Nam thudng xuyén tham du, dugc tham gia bao céo, lam chil toa doan
tai cac Hoi nghi khoa hoc thudng nién clia cac Hoi chuyén nganh uy tin trén Thé gidi nhu: Hoi nghi khoa hoc
clia Hoi 16ng nguc My (ATS), Hoi H6 hap Chau Au (ERS), Hoi H6 hdp Chau A Thai Binh Duong (APSR)..

Thudng xuyén mdi cac chuyén gia hang dau trong linh vic H6 hdp va cac linh vuc cd lién quan tu
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cac t6 chiic chuyén mén uy tin trén thé gisi tham gia bao céo tai cac hoi nghi khoa hoc ctia Hoi H6 hap
Viét Nam va tham gia giang day tai cac I6p dao tao y khoa lién tuc do Hoéi té chtic

- Trong nam 2017, B&o cao vién tai H6i nghi khoa hoc thudng nién H6i H6 hap Viét Nam, gén bo véi
Hoi tU nhiing nam dau thanh lap dén nay la GS.TS. Teofilo Lee-Chiong va PGS.TS. Joshua Solomon
da dugc trao danh hiéu cao quy “Ky niém chuong vi stic khée nhan dan” vi nhiing déng gop to 16n trong
coéng tac hé trg Hoi H6 hdp Viét Nam, Bénh vién Bach Mai ndi riéng va nganh Y té néi chung

- Hdp tac vai Lién minh phong chéng bénh khong lay nhiém & Viét Nam (NCD)

f) Viéc thuyc hién nhiém vu dugc co quan cé tham quyén giao

- Chdp hanh céc quy dinh clia phap luat cé lién quan dén t6 chuic, hoat dong clia Hoi. T8 chuic, hoat
déng theo Diéu l&é Hoi da dugc phé duyét

- Thuc hién dung tén chi, muc dich ctia H6i nhdm tham gia phat trién linh vuc lién quan dén hoat
dong clia Hoi, gép phan xay dung va phat trién dat nuéc

- Phé bién, huan luyén kién thiic cho hdi vién, huéng d&n hdi vién tuan th( phap luat, ché do, chinh
sach clia Nha nudc va biéu Ié, quy ché, quy dinh cla Hbi

- Xay dung va ban hanh quy tac dao dtic trong hoat dong cla Hoi

- Quan ly va st dung cac ngudn kinh phi ctia Hoi theo dliing quy dinh cla phap luat

- Thuc hién viéc bao cdo quyét toan tai chinh hang nam theo quy dinh cia Nha nudc guli cé quan
tai chinh cung cdp va c¢o quan nha nuéc c6 thadm quyén

- Thuc hién cac nhiém vu khac khi co quan c¢6 thadm quyén yéu cau
g) Coéng tac khen thuéng - ky luat

- Trong nam 2017 T6ng Hoi y hoc Viét Nam da quyét dinh trao bang khen cho 11 thanh vién Ban
chdp hanh Héi ho hap Viét Nam.

- Hoi tang gidy khen cho 34 thanh vién Hoi c6 dong gop tich cuc vao cong viéc chung cla Hoi
3. Nhiing thuan Igi va khé khan
a) Thuan Igi

- Pudc su chi dao ding dan va tao diéu kién thuan Igi clia B6 Noi vu, Bo Y té va Téng Hoi Y hoc
Viét Nam.

- Co su hgp tac va giup da tich cuc cta cac Bénh vién, Dai hoc Y Dugc: Bénh vién Bach Mai, Bénh
vién Pai hoc Y dugc TP. HCM, Dai hoc Y Ha N6i, Bénh vién Pham Ngoc Thach - TP. H6 Chi Minh va
cac Hoéi chuyén nganh khac

- H6i vién co G khap cac tinh/thanh phé trén ca nudc
b) Khoé khan

- Hoi méi thanh Iap, con non tré nén cong tac quan ly, diéu phéi cac hoat déng ctia Hoi con nhiéu khé khan.

- Khéng ¢6 ngudn thu 6n dinh

- Céc Hoi vién chua thuc su cé y thuc tot vé viéc dong phi Héi vién
4. Du Kién phuong huéng, nhiém vy nam 2018

Muc tiéu chung:

- Nang cao uy tin va vi thé clia Hoi trong nudc va trén thé gidi

- Xay dung 16 trinh va tling budc chudn bi cho Hoi nghi H6 hdp Chau A Thai Binh Duong dién ra tai
Ha N6i nam 2019

- Cung c6 va nang cao trinh dé khoa hoc ky thuat, uy tin nghé nghiép hoi vién




No6i dung hoat déng:
Phét trién héi vién mdi
Thudng xuyén ma rong phat trién hoi vien mai tii cac nhan vién y t& lam viéc trong chuyén nganh
6 hap trén khap moi mién cla dat nudc
- Dong vién cac hoi vienen tham gia cac Hoi HO6 hdp quéc té, dac biét hoi vién la cac bac sy tré
- Bao vé quyén Igi va danh du cla Hbi vién
- Tham van chuyén nganh trong céac linh vuc cé lién quan
Thu hat nhiéu hoi vién tich cuc dong gép vao cac hoat dong clia Hoi
- DAam b&o cho Hoi phat trién lién tuc vé sé lugng va déc biét vé chat lugng
Cép nhat kién thdc cho hoi vién qua cac hinh thic
Khoa dao tao y khoa lién tuc, cp ching chi khi d diéu kién
Hoi thdo khoa hoc cép qudc gia, qudc té va hgp tac quoc té
MG céac I6p dao tao ngan han
Pao tao, cap nhat thong tin tU xa thdng qua mang internet:
http://hoihohapvietnam.org hodc Email: hoihohapvietnam @ymail.com
T4 chdic vén déng - thuc hién nghién cuu khoa hoc
- Goiy cac dé tai nghién ctiu khoa hoc chuyén nganh hé hap
- H6 trg vé mat ky thuat trong thuc hién cac dé tai nghién ctiu khoa hoc
- Tién hanh nghién clu cac dé tai clia hoi va maoi goi cac hoi vién tham gia
- Goép phan thdm dinh gia tri dé tai nghién ctiu khoa hoc
- Té chtic bao céo va dang bao, tap chi cac dé tai nghién ctiu khoa hoc trén céc 6 tap chi, tap san chuyén nganh.
- Khuyén khich va tai trg cac cong trinh nghién clu chuyén sau vé bénh HO6 hap
- Khuyén khich va hé trg Hoi vién dang tai cac nghién cuiu khoa hoc trén céac td tap tri, tap san chuyén nganh
- Xay dung cac khuyén cao vé chan doan va diéu tri mot s6 bénh H6 hap
P&y manh cac hoat déng déi ngoai
- Tham gia cac Héi nghi khoa hoc chuyén nganh ho hap trén Thé gidi
- Tao su gan két, hgp tac chat ché véi cac Hoi, t& chuc chuyén nganh quéc t8 chiic Hoi nghi khoa
hoc (trong va ngoai nudéc) va hoat déng dao tao y khoa lién tuc
- Phéi hgp cluing cac chuyén gia, H6i H6 hdp clia mot s6 nudc trén thé gidi trong viéc cung cap cac
tai liéu chuyén nganh hé hap qua mang internet
- Huy déng cac ngudn tai trg trong nudc va nuéc ngoai dé cac Hoi vién cé co hoi tham gia cac hoi
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thao khoa hoc, cac khda dao tao ngan han trong nudéc ciing nhu nuéc ngoai.
TM. BAN THUONG VU
CHU TICH HOI HO HAP VIET NAM

GS.TS. NGO QUY CHAU
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BAN TO CHUC HOI NGHI

BAN TO CHUC HOI NGHI THUGNG NIEN HOI HO HAP VIET NAM NAM 2017

STT HO VA TEN PON VI NHIEM VU
1 GS.TS. Ngbé Quy Chau Bénh vién Bach Mai Trudng ban
2 | PGS.TS. L& Thi Tuyét Lan Pai hoc Y dugc TP HCM Pr:sljéiznt?uia"
3 PGS.TS. Tran Van Ngoc Pai hoc Y dugc TP HCM Pr:ﬁ;;“:‘znﬁubca"
4 | GS.TS. b6 Quyét Hoc vién Quéan Y, Ha Noi Pho trudng ban
5 PGS. TS. Nguyén Hiu Udc Bénh vién Viét Buc Pho trudng ban
6 PGS.TS. Bui Binh Bdo San Pai hoc Y dudc Hué Pho trudng ban
7  GS.TSKH. Duong Quy Sy Cao dang Y Lam Béng Phé trudng ban
8 PGS.TS. Chu Thi Hanh Bénh vién Bach Mai Phé truéng ban
9 PGS.TS. Nguyén Hai Anh Bénh vién Bach Mai Pho truéng ban
10 PGS.TS. Phan Thu Phuong Bénh vién Bach Mai Pho trudng ban
11 PGS.TS. Vi Van Giap Bénh vién Bach Mai Pho trudng ban
12 TS.BS. Nguyén Van Thanh BVDK TW Can Thao Pho trudng ban
13  BSCKII. Lé Thj Tram Bénh vién Bach Mai Thanh vién
14 TS. Boan Thj Phudng Lan Bénh vién Bach Mai Thanh vién




BAN TO CHUC HOI NGHI

15  ThS. Nguyén Thi Diéu Hong Bénh vién Bach Mai Thanh vién
16  ThS. Trinh Thj Huong Bénh vién Bach Mai Thanh vién
17 ThS. Nguyén Thanh Thiy Bénh vién Bach Mai Thanh vién
18 | ThS. Lé Thi Thu Trang Bénh vién Bach Mai Thanh vién
19  ThS. Nguyén Vi Hoang Viét Bénh vién Bach Mai Thanh vién
20 ThS.Vd Thi Thu Trang Bénh vién Bach Mai Thanh vién
21 ThS. Phan Thi Hanh Bénh vién Bach Mai Thanh vién
22  ThS. Nguyén Thi Thanh Huyén Bénh vién Bach Mai Thanh vién
23  ThS. Pham Thi Lé Quyén Bénh vién Bach Mai Thanh vién
24 | ThS. Hoang Anh Buc Bénh vién Bach Mai Thanh vién
25 ThS. Nguyén Ngoc Du Bénh vién Bach Mai Thanh vién
26  ThS. Vi Tran Thién Quan Pai hoc Y Dugc TP.HCM Thanh vién
27 | BS. bao Ngoc buc Bénh vién Bach Mai Thanh vién
28 CN. Tran Hung Manh Bénh vién Bach Mai Thanh vién
29 CN. Hoang Thi Diém My Bénh vién Bach Mai Thanh vién
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LANH PAOBO Y TE

PGS.TS. Luong Ngoc Khué
Chd toa doan

GS.TS. Lé Quang Cudng

Chd toa doan

P N x Cuc trudng Cuc Quan ly Kham
Tha truéng BO Y té

TS.DS. Ha Van Thay
' Chd toa doan ' B o
. Phé Vu trudng Vu Bao hidm, B3 Y t6 ; ~ g S
} v L
? ya Ve ~ A’ A’
A CHU TOA - BAO CAO VIEN QUOC TE
GS.TS. Admad Rashid
Chu toa doan - bdo cdo vién
Bénh vién National Jewish Health

™

'\ GS.TS. Binh Xuan Anh Tuan
" | Chi toa doan - béo céo vién

chia bénh

\ PGS.TS. Nguyé&n Thj Xuyén
f Chd toa doan
Nguyén thi truéng Bo Y Té

Ch tich T6ng héi Y hoc Viét Nam

GS. TS. Ai Lan Kobayashi
Chd toa doan - bao cdo vién
Pho gido su Nhi lam sang

Pai hoc Y hoc Nebraska

GS. TS. Catherine Wittman
Chl toa doan - bao cdo vién

Téng bién tap tap chi H6 hap Chau Au _/ Bénh vién National Jewish Health




Khoa Khoa hoc SKMT va nghé nghiép
Gifu Generel Medical Center, Nhat Ban
Bénh vién National Jewish Health

GS.TS. Cecile S. Rose, M.P.H. .
, . T GS. TS. Fumihiko Asano
Chu toa doan - bao cao vién ) . L
Chu toa doan - bao céao vién

GS.TS. Hans Hamilton Liu
Chu toa doan - bao cao vién
Pai hoc Thomas Jefferson, Philadelphia,

Trudng khoa Hé hép - Trung tam quéc gia vé

Pennsylvania, My

GS.TS. Hideo Saka
Chd toa doan - bao cdo vién
Nagoya Medical Center Nhat Ban

GS. Roger Hideo Kobayashi
Chi toa doan - bao céo vién

stic khde va y khoa toan cau Nhat Ban

GS.TS. Haruhito Sugiyama
Chu toa doan - bao cdo vién

ChU tich Hoi H6 H&p Chau A Thai Binh

Duong (APSR)

GS.TS.Kwun M Fong
Chu toa doan - bao cdo vién

GS.TS. Sergey E. Boriso
Bao céo vién

Trudng khoa Nhi dj ting 1am sang
Moscow, Lién bang Nga

GS.TS. Urs B Schaad ]

Pai hoc Y dugc California - Los Angeles

GS.TS. Shu Hashimoto
Bao cao vién

Trudng khoa H6 Hap

Pai hoc Y hoc Nihon, Nhat Ban

PGS. TS. Joshua Solomon
Chd toa doan - bao cdo vién

Bao cao vién

Bénh vién Nhi, dai hoc Basel, Thuy Sy

TS. Nguyén Buc Trung

Bao céo vién

Pho trudng khoa Héi stic tich cuc
Trung tadm vién trudng CHU Nancy, Phap

Bénh vién National Jewish Health
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PGS.TS. Vinay Mehta
Chl toa doan - bao cdo vién

Mr. Yasutomi Yamanaka
Bao c&o vién
-/ Trudng phan khoa Di ting va hen Giam déc diéu hanh Hoi H6 Hap

Suyén - Bénh vién Bryan Health Chau A Thai Binh Duong (APSR)

BS. Masao Hashimoto

BS. Allyn Harris L
o Bao cao vién
Bao cao vién
Trung tam qudc gia y t& va stic
Bénh vién National Jewish Health

khde toan cau, Nhat Ban

GS.TS. Ng6 Quy Chéau

X . A GS.TS. bong Khac Hung
Chu toa doan - Bao cao vién . .
Chu toa doan
Ch tich H6i H6 H&p Viét Nam
Pho gidm déc Hoc vién Quan y
Pho giam déc Bénh vién Bach Mai

GS.TS. Tran Van Sang

, . GS.TS. b6 Quyét
Chu toa doan ) . y
Chu toa doan
Nguyén Chd nhiém bd mén Lao
Giam déc Hoc vién Quan y
va Bénh phéi, Pai hoc Y Ha Noi

GS.TSKH. Duong Quy Sy
Ch( toa doan - Bdo cao vién

PGS.TS. Tran Quang Binh
Chl toa doan - Bao c&o vién
Phé chi tich H6i HO hédp Viét Nam Nguyén Trudng khoa Truyén nhiém

Hiéu trudng CDYT Lam Déng Bénh vién Chg Ray




PGS.TS. Phan Hiiu Nguyét Diém
Bao cao vién

PGS.TS. Tran Thanh Cang
Chd toa doan - Bdo cao vién

Nguyén Trudng khoa Héi stc cép clu Trudng khoa Ngi tdng quat 2 - H6 Hap

NGi - Bénh vién Viét Tiép Bénh vién Nhi déng 1

PGS.TS. Lé Cong Dinh
Bao cao vién

PGS.TS. Nguyén Thi Ngoc Dung
Chd toa doan - Bdo cao vién
Trudng khoa Tai mdi hong Phé Chu tich Hoi Tai Mii Hong Viét Nam

Bénh vién Bach Mai

PGS.TS. Chu Thi Hanh
Chu toa doan - Bao cao vién

PGS.TS. Vi Van Giap
Bao cao vién

Téng thu ki Hoi H6 hap Viét Nam Pho Chd tich H6i HO hédp Viét Nam

PGS.TS. Nguyén Hai Anh
Bao cao vién

PGS.TS. Nguyén Van Hung
Chl toa doan - bao cao vién
Nguyén PGD. Trung tam H6 hép Trudng khoa Vi sinh - Bénh vién Phéi Trung

Bénh vién Bach Mai Uong

PGS.TS. Ha Tran Hung

Bzo céo vién PGS.TS. Lé Thi Minh Huong
Pho Giam déc Trung tam Chéng doc Bénh Chu t_O& doan - Bao cao vién
vién Bach Mai Pho Giam déc Bénh vién Nhi Trung Udng

PGS.TS. Luong Thi Minh Huong

L PGS.TS. Lé Thi Tuyét Lan
Bao cao vién , . 3 L
Chu toa doan - Bao cao vién
Ch0 nhiém bd mén Tai - Mii - Hong, Trudng
Phé ch tich H6i H6 hédp Viét Nam

Pai hoc Y Ha Noi




PGS.TS. Tran Van Ngoc
Chd toa doan - Bdo cao vién
Trudng khoa Hé hép

Bénh vién Chg Ray TP. HCM

PGS.TS. Bui Binh Bao Son
Chd toa doan - B4o cao vién
Pho trudng Bd mén Nhi

Pai hoc Y dugc Hué

PGS.TS. Nguyén Thi Diéu Thay
Béo cao vién
Chd nhiém bd mén Nhi

Trudng Pai hoc Y Ha Noi

PGS.TS. Nguyén Xuan Triéu
Chu toa doan
Nguyén Trudng Khoa Lao & BP

Bénh vién Quany 103

PGS.TS. Pang Quéc Tuan
Bao cao vién
Phé trudng khoa Héi suc tich cuc

Bénh vién Bach Mai

TS. Nguyén Thanh Héi
Bao cao vién

Giam déc Bénh vién Quéc té Hai Phong

PGS.TS. Phan Thu Phuong
Bao cao vién

Phé Giam déc Trung tdm H6 hép

Bénh vién Bach Mai

PGS.TS. binh Ngoc Sy

Chu toa doan

Nguyén Giam déc

Bénh vién Phdi Trung Uong
9

PGS.TS. Tran Phan Chung Thiy
Bao cao vién
Giam déc Bénh vién Tai Mdi Hong, TP. HO

Chi Minh

PGS.TS. Pao Minh Tuan
Bao cao vién
Trudng khoa H6 hép

Bénh vién Nhi Trung Uong

PGS.TS. Nguyén Hiiu Udc
Chd toa doan

Phé chi tich H6i H6 hédp Viét Nam

TS. Nguyén Thu Anh
Chd toa doan
Vién Nghién Cutu Y Khoa Woolcock Viét

Nam



TS. Tran Trong Kiém
Bao cao vién
Trudng khoa Ngoai Léng nguc

BV Trung uong Quan déi 108

TS. Nguyén Hiu Lan
Chd toa doan
Giam déc Bénh vién Pham Ngoc Thach

Thanh phd H6 Chi Minh

TS. D6 Thi Tudng Oanh
Bao cao vién

Bénh vién Pham Ngoc Thach

TS. Pham Van Thai
Bao cao vién
Phé Giam déc Trung tdm Y hoc Hat nhan Ung

buéu - Bénh vién Bach Mai

TS. Nguyén Van Thanh
Chu toa doan - Bao céo vién
Nguyén trudng khoa H6 hép

BVDK Trung udng Cén Tha

TS. Tran Anh Tuan
Bao cao vién

Phé chd tich Hoi H6 hdp TP. H6 Chi Minh

TS. Poan Thi Phuong Lan
Bao cao vién
Trung tdm H6 hap

Bénh vién Bach Mai

TS. Lé Pidc Nhan
Ba&o cao vién

Pho Giam déc Bénh vién Ba Néng

TS. Hoang Thi Phugng
Chd toa doan - Bdo cao vién

Khoa Y Pai hoc quéc gia Ha Noi

TS. Nguyén Toan Thang
Bao cao vién
Khoa gay mé héi stic

Bénh vién Bach Mai

TS. Nguyén Vian Tho
Bao c&o vién

Pai hoc Y dudc TP. H6 Chi Minh

TS. Lé Thi Diém Tuyé't
Chd toa doan - Bdo cao vién

Phé Trudng khoa Khoa Héi stic tich cuc

Bénh vién Bach Mai



TS. Nguyén Dang Tuan
Bao cao vién

TS. Pham Hung Van
Chd toa doan - Bdo cao vién
Khoa Héi suc tich cuc Chu tich Hoi Vi sinh 1am sang

Bénh vién Bach Mai TP. H6 Chi Minh

TS. Lé Thugng Vi
Bao cao vién

BSCKII. Nguyén Dinh Duy

Pho trudng khoa Hd Hép r Chu toa doan

Bénh vien Chg Réy Phé Giam déc Bénh vién Pham Ngoc Thach

ThS. Nguyén Thi Thanh Huyén
Bao cao vién

BSCKII. Tran Thi Thanh Nga
B&o céao vién
Nguyén Trudng khoa Vi sinh Trung tam Ho hdp

Bénh vién Chg Ray Bénh vién Bach Mai

ThS. Hoang Anh Btic
Béo cao vién

ThS. Hoang Pinh Hiu Hanh
Bao cao vién
Trung tam H6 hép Trung tam cham séc suc khdée cong déng

Bénh vién Bach Mai CHAC

ThS.BS. Lé Thi Thu Huong
Bao cao vién

ThS. Ng6 Gia Khanh
Bao cao vién
Trudng khoa Hé Hap Khoa Ngoai

Bénh vién Nhan Dan Gia Binh Bénh vién Bach Mai

ThS. Cao Thi My Thay
Bao c&ao vién

ThS. Nguyén Thanh Thay
Bao cao vién

Trudng khoa Hé hép Trung tam H6 hdp

Bénh vién Trung udng Cén Tho Bénh vién Bach Mai




ThS. Vi Thanh Trung
Bao cdo vién
Khoa chan doan hinh anh

Bénh vién Bach Mai

ThS. Nguyén Vii Hoang Viét
Bao c&do vién
Trung tam Ho hép

Bénh vién Bach Mai

ThS. Pham Van Tuyén
Bao cao vién
L&nh dao Trung tdm Giai Phiu Bénh

Bénh vién Bach Mai

ThS. Nguyén Nhu Vinh
Bao cao vién

Giang vién Dai hoc Y dugc TP.HCM
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CHUONG TRINH QUAY SO TRUNG THUGNG
(TAT CA CA NHAN DA PANG KY THAM GIA HOI NGHI)
1 GIAI DAC BIET: 1 MAY TiNH BANG

1 GIAI NHAT: 1 ONG NGHE LITTMANN CLASSIC
1 GIAI NHi: 1 MAY DO SPO,
2 GIAI BA: 1 MAY PO HUYET AP PIEN TU

BAO CAO NGHIEN CUU HOI NGHI
(BAO CAO VIEN TIENG ANH VA TIENG VIET)

GIAI NHAT: 1 ONG NGHE LITTMANN CLASSIC
GIAI NHI: 1 MAY PO SPO,
GIAI BA: 1 MAY PO HUYET AP PIEN TU



MUC LUC TOM TAT BAO CAO HOI NGHI

STT TEN BAI TAC GIA TRANG
Cap nhat chan doan va diéu tri Bénh phdi tac GS.TS. Ngbé Quy Chau
1 Ingh&n man tinh Chd tich VNRS 32
Cap nhat chan doan va diéu tri viem phéi méc | GS. Hans Hamilton Liu
2 | phai cong dong nam 2017 Pai hoc Thomas Jefferson, My 33
Chién lugc toan cau xU tri hen: Cap nhat bao cao | PGS.TS. Lé Thi Tuyét Lan
3 |GINA 2017 Phé chii tich VNRS 39
Ung thu phéi - Lich s(i va nhiing tién bdé méi trong | GS.TS. Kwun M Fong
4 | ch&n doan, diéu tri Chi tich APRS 40
Cap nhat chdn doan va diéu tri hen theo kiéu hinh | GS.TSKH. Ducng Quy Sy
5 | sinh bénh hoc va lam sang - thuc tién (ing dung tai | Ph6 chi tich VNRS 42
Viét Nam
Tiép can chan doan va diéu tri hen chéng |4p | TS.BS. Nguyén Vin Tho
6 | COPD (ACO) trong thuc hanh lam sang Dai hoc Y Duoc TP, H6 ChiMinh| 43
Cap nhat vé viém phdi tdng cdm man tinh GS. TS. Cecile S. Rose
7 Bénh vién National Jewish 44
Health, My
Kiém soat hen n&ng trong thuc hanh Iam sang nhu | Dr. Haruhito Sugiyama
g |thé nao: liéu phap diéu tri méi cho hen phé quén | Truéng khoa H6 hdp - NCGM 45
kho tri
Khuyén cdo chdn doan va diéu tri viém phdi bénh | Ban bién soan
9 |vien (HAP), viém phdi thé may (VAP) 47
Tiép can chén doan va diéu tri n6t ma phdi GS. Catherine Wittman
10 Bénh vién National Jewish 49
Health, My
Phan loai type mé bénh hoc clia ung thu phéi ThS. Pham Van Tuyén
11 Lanh dao Trung tdm Gidi Phdu| 50
Bénh, Bénh vién Bach Mai
Piéu tri dich trong ung thu phdi GS.TS. Kwun M Fong
12 Chd tich APRS 54

24




STT TEN BAI TAC GIA TRANG
Héa xa tri b6 trg sau phau thuat ung thu phdi TS.BS. Pham Van Thai
13 | khong té bao nho: chi dinh, Igi ich va nguy co PGD. Trung tdm YHHN UB 55
Bénh vién Bach Mai
Bién chiing & phdi clia bénh Iy mién dich nguyén | GS.TS. Roger H. Kobayashi
14 |phat DH California, Los Angeles, My 56
Tiép can chan doan va diéu trj bénh phdi mé k& |PGS.TS. Joshua Solomon
15 Bénh vién National Jewish 58
Health, My
Cap nhat khuyén cao BTS 2017 vé oxy tri liéu: |TS. D6 Thi Tuéng Oanh
16 |TU ly thuyét dén thuc hanh lam sang Bénh vién Pham Ngoc Thach 58
Tiép can chin doan va diéu tri COPD theo kiéu |ThS. Lé Thi Thu Huong
17 |hinh Bénh vién nhan dan Gia Pinh 60
XU tri dot cdp bénh phdi tdc nghé&n man tinh: TS. Nguyén Van Thanh
18 |khang sinh hay khang viém Pho chua tich VNRS 60
Piéu tri dot cdp Bénh phdi tAic nghén man tinh PGS.TS. Phan Thu Phuong
19 |nhap vién Phd Giam déc Trung tdm H6 61
hap, Bénh vién Bach Mai
Cac bién phap phong ngtra dgt cap COPD ThS. Cao Thi My Thuy
20 Trudng khoa H6 hap 63
BVBK Trung uong Can Tho
Tiép can chan doan, diéu tri hoi chiing xoang phé | ThS. Nguyén Vi Hoang Viét
21 | quén trong thuc hanh lam sang Trung tam H6 hap 64
Bénh vién Bach Mai
Dgt cap gian phé quan: bénh canh lam sang, vi|TS. Poan Thi Phuong Lan
22 |khuén hoc va diéu tri Trung tdam H6 hap 64
Bénh vién Bach Mai
Thu6c gian phé quén va cd ché tao siéu nac: liéu | ThS. Nguyén Nhu Vinh
23 |cac bac sy h6 hap da biét Bénh vién bH Y Duoc TP. HCM 65
Khuyén cdo chan doan va diéu tri nhiém nam |Ban bién soan
o4 |Xam lan 66

25




STT TEN BAI TAC GIA TRANG
Hudng dan thuc hanh nang bac trong diéu tri hen | PGS.TS. Vinay Mehta
25 | kiém soat kém Héi Dj Ung, Hen va Mién Djch,| 68
New York, My
Hen nghé nghiép: Ch&n doan va phong nguia GS. TS. Cecile S. Rose
26 Bénh vién National Jewish 69
Health, My
Théng khi nhan tao cho bénh nhan COPD PGS.TS. Admad Rashid
27 Bénh vién National Jewish 73
Health, My
Tiép can chén doan va diéu tri hoi chiing ngting | TS.BS. Nguyén Biic Trung
28 |thd - giam thé khi ngl tdc nghén dudi géc nhin | Trung tam vién trudng Nancy - 74
bac s§ TMH Phép
Diéu tri hoi chiing ngling thé khi ngd bang théng | ThS. Hoang Pinh Hiiu Hanh
29 | khi ap lyc duong lién tuc CPAP Trung tdm cham séc suc khée 75
coéng déng CHAC
Hudéng dan chan doan, diéu tri va du phong nhiém | Ban bién soan
30 |trung ho hap cép & tré em 76
Noi soi phé quan dugi hudng dan cla hé thong | GS.TS. Fumihiko Asano
31 |dinh vi Gifu General Medical Center, 78
Nhat Ban
Diéu tri ngoai khoa seo hep khi quén TS. Tran Trong Kiém
32 Trudng khoa Ngoai I6ng nguc 79
Bénh vién TW Quén déi 108
Noi soi phé quan 6ng siéu nhé va ndi soi siéu &m | GS.TS. Fumihiko Asano
33 | dudi man huynh quang Gifu General Medical Center, 81
Nhat Ban
Mgi lién quan gitia ndéng dé oxit nito trong khi thé | PGS.TS. Lé Thi Minh Huong
34 |ravdicac yéu t6 di Ging, di truyén va muc do kiém | Phé Gidm déc Bénh vién Nhi 83
soat hen G tré em Trung uong
K& hoach hanh dong danh cho bénh nhi hen va | PGS.TS. Ai Lan Kobayashi
35 |phong nglia con hen cap 6 tré em Truong DPai hoc Y, Omaha, 87
Nebraska, My
Chén doan va diéu tri hen kho tri PGS.TS. Bui Binh B4o Scn
36 | Gtré em Pho chd tich VNRS 87

26




STT TEN BAI TAC GIA TRANG
R&i loan mién dich & tré em: Biéu hién cla bénh | GS.TS. Roger H. Kobayashi
37 |hen, di ting, mién dich va ty mién dich PH California, Los Angeles, My 88
Trao ngudc da day thuc quan va bénh ly hd hap & | TS. Tran Anh Tuan
38 |tré em - céc truong hgp dac biét Trudng khoa H6 hdp - Bénh 90
vién Nhi Béng
Tiép can chan doan, diéu tri bénh nhan hen kém | PGS.TS. Nguyén Thij Diéu Thay
39 |viém mii di Ung trong thuc hanh lam sang Chd nhiém bdé mén Nhi 91
Dai hoc Y Ha Noi
Phuong phap ché&n doan vi sinh PGS.TS. Nguyén Vin Hung
40 |Vikhuén lao trong lam sang Trudng khoa Vi sinh 92
Bénh vién Phéi TW
Cd sd khoa hoc st dung khang nguyén lao tai t6 | GS.TS. Sergey E. Brisov
41 |hop chan doan sang loc nhiém lao chil dong va | Moscow, Lién Bang Nga 93
lao tiém &n & ngudi I6n
K7 thuat chan chan doan vi sinh |am sang bénh do | PGS.TS. Nguyén Van Hung
42 | mycobacteria khong lao Trudéng khoa Vi sinh 95
Bénh vién Lao & BP TW
Ung dung MSCT chén doan moét s6 bat thudng | ThS. BS. Vii Thanh Trung
43 |b&m sinh mach mau phdi va can thiép-néi mach | Khoa chan doén hinh dnh 96
diéu tri di dang thong déng - tinh mach Bénh vién Bach Mai
Chan doan va diéu tri phéi biét l1ap ThS.BS. Hoang Anh Diic
44 Trung tdm H6 hap 97
Bénh vién Bach Mai
Pao tao bac si ndi tru va bac si chuyén khoa hé | GS.TS. Shu Hashimoto
45 | hap & Nhat Ban Héi H6 hap Nhat Ban 98
Ché&n doan va diéu tri suy tim & bénh nhan COPD | PGS.TS. Admad Rashid
46 Bénh vién National Jewish 104
Health, My
Viém trong Hen va COPD: GS.TS. Pinh Xuan Anh Tuan
47 |Nhiing diém tudng déng va khac biét Téng bién tap tap chi H6 hdp| 105
Chéu Au (ERS)
XU tri cdp clu phu phéi cap TS. Lé Plc Nhan
48 PGD. Bénh vién Pa Ndng 107
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STT TEN BAI TAC GIA TRANG
XU tri Bdng ho héap PGS.TS. Ha Tran Hung
49 PGB. Trung tdam chéng déc 108
Bénh vién Bach Mai
XU tri con hen &c tinh PGS.TS. Pang Quéc Tuan
50 Phé truéng khoa Héi suc tich| 109
cuc, Bénh vién Bach Mai
Piéu tri VIém phdi méc phai cong déng nang do | TS. Lé Thi DIém Tuyét
51 |virus Phé trudng khoa Héi suc tich| 110
cuc, Bénh vién Bach Mai
Thé may khéng xadm nhap dai han tai nha trong | TS. Lé Thugng Vi
52 |diéu tri suy ho hap man tinh Téng thu ky H6i H6 hdp TPHCM| 112
Nhiing tién bo trong viéc phat hién can nguyén vi| GS. Hans Hamilton Liu
53 |sinh gay bénh dudng ho hap Dai hoc Thomas Jefferson, My 115
Ca ché dé khang khang sinh cla vi khudn TS. Pham Hung Véan
54 Chl tich Héi Vi sinh 1am sang| 116
TP. HCM
Ph&i hop khang sinh trong diéu tri viém phéi cong | PGS.TS. Tran Van Ngoc
55 |dong Trudng khoa H6 hap 117
Bénh vién Chg R4y TP.HCM
Du phong hiéu qua tai phat nhiém trung hé hap & | GS.TS. Urs B Schaad
56 |tré em - Nhiing quan diém méi Bénh vién Nhi, Pai hoc Basel, 121
Thuy Sy
Bénh phéi do thudc PGS.TS. Joshua Solomon
57 Bénh vién National Jewish| 4123
Health, My
Cap nhat nhiing déi mdi trong chén doan, diéu tri | TS. Hoang Thi Phuong
58 |bénh lao phéi va lao khang thudc Khoa Y Pai hoc quéc gia Ha N6i| 123
Ché&n doan va diéu tri nhiém TS. Nguyén Thanh Héi
59 |Mycobacteriae khong lao Giam déc Bénh vién Quéc té| 125
H&i Phong
Nhiém trung phdi do mycobacteria khong lao|TS. Hoang Thi Phuong
60 |(NTM). Tiép can thuc hanh Iam sang - t6i uu hda | Khoa Y Pai hoc quéc gia Ha Noi| 126

chan doan va diéu tri
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STT TEN BAI TAC GIA TRANG
Sang loc lao tiém 4n chuén bi ghép tang va diéu | ThS. Nguyén Thi Thanh Huyén
61 |[tri thudc sinh hoc Trung tdam H6 hap 127
Bénh vién Bach Mai
Tao hinh nhiét phé quan: Lua chon diéu tri cho | PGS.TS. Vinay Mehta
62 |bénh nhan Hen nang Hoi Dj U’ng, Hen va Mién Dich, 128
New York, My
Noi soi phé quan can thiép diéu tri hep khi phé |PGS.TS. Vii Van Giap
63 |quan Téng thu ky VNRS 129
Stent dudng thé: Phudng phap giti dudng thé | GS.TS. Hideo Saka
64 |thong thoang Nagoya Medical Center Nhat| 130
Ban
Gay mé cho noi soi phé quan ThS. Nguyén Toan Thang
65 Khoa Gay mé hoi suic 133
Bénh vién Bach Mai
Piéu dudng phat hién sém va x{i ly phan-vé do | TS.Lé Thi Diém Tuyét
66 |thudc Pho truéng khoa HSTC 134
Bénh vién Bach Mai
Hudéng dan thuc hanh cai nghién'thudc la ThS. Nguyén Thanh Thay
67 Trung tam H6 hap 135
Bénh vién Bach Mai
Cham séc bénh nhan sau phau thuat I6ng nguc | ThS. Ngd Gia Khanh
68 Khoa Ngoai 136
Bénh vién Bach Mai
Phuc héi chtic nang H6 hap cho bénh nhan COPD | Dr. Allyn Harris
69 |giai doan én dinh Bénh vién National Jewish| 137
Health, My
M6 hinh bénh tat, két qua diéu tri nhiém khudn hé | BS. Nguyén Thi Kim Phuong
70 | hdp cap tinh tré em Viét Nam Bénh vién Phu sén - Nhi, Pa Nang| 139
Vai trd clia siéu am phdi trong chén doan viém | BSCKI. Lé Thi Phuong Thao
71| bhéi tré em tir 2 thang dén 5 tudi Bénh vién Phu sn - Nhi, Da Néng| 140
MUic dé tuang quan vé vi sinh hoc va hinh anh cla | TS. Nguyén Thu Anh
5 nong dd Mycobacterium tuberculosis dugc phat| Giam déc vién nghién ciu Y 149

hién bang ki thuat XPERT MTB/RIF trong pham vi
sang loc lao ch( dong tai cong dong G Viét Nam

khoa Woolcock
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STT

TEN BAI

TAC GIA

TRANG

73

Lam sang, can lam sang va hiéu qué diéu tri bénh
nhan ACO tai Trung tam H6 hdp Bénh vién Bach
Mai

BS. bao Ngoc Phu
Dai hoc Y Ha Noi

143

74

Nhan xét dac diém lam sang, can lam sang, két qua
diéu tri bénh nhan Viém phdi bénh vién tai Trung
tam Ho6 hap Bénh vién Bach Mai 2016 - 2017

BS. Pham Thi Quynh
Dai hoc Y Ha Néi

144

75

Panh gia tinh kha thi va hiéu qué clda phuong
phap quan sat truc ti€p bang video (VDOT) trong
viéc theo doi tuan thi cha bénh nhan diéu trj lao
& Ha Noi

ThS. Pham Ngoc Yén
Vién nghién cuu Y khoa
Woolcock
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Nghién ctu su réi loan cac thong s chiic nang
hé hdp & bénh nhan Bénh phéi tAic ngh&n man
tinh bang phuong phap do thé tich ky than

ThS. Pham Thi Phuong Nam
Bénh vién Viét - Tiép, Hai Phong
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Panh gia hiéu qué céat u trung that bang phuong
phap ndi soi 16ng nguc

TS. Tran Trong Kiém
Truéng khoa Ngoai I6ng nguc
Bénh vién TW Quén déi 108
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78

Panh gia chi s6 BODE & bénh nhan Bénh phdi
tdc nghen man tinh ngoai dgt cap

PGS.TS. Ta Ba Thang
Phd chi nhiém khoa Lao va bénh
phdi, Bénh vién quan Y 103
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79

Panh gia hiéu qua phau thuat ndi soi cat thuy phéi
va vét hach diéu tri ung thu phéi khong t& bao nhd

TS. Tran Trong Kiém
Truéng khoa Ngoai I6ng nguc
Bénh vién TW Quén déi 108
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Nghién ctiu mot s6 dac diém dich t&, 1am sang, can
lam sang va yéu t6 tién lugng ti vong & bénh nhi
viém phé quan phdi adenovirus tai Bénh vién Nhi
Trung uaong

PGS.TS. Pao Minh Tuan
Truéng khoa H6 hap
Bénh vién Nhi Trung uong
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Tén thuong phdi trong bénh IgG4

BS. Masao Hashimoto
Trung tdm quéc gia y té va stc
khde toan cau Nhat Ban
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Acinetobater Baumannii: dac diém lam sang, can
lam sang va tinh hinh khang thuéc

PGS.TS. Nguyén Hai Anh
Nguyén PGD. Trung tdm H6 hap
Bénh vién Bach Mai
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Cac yéu t6 lién quan dén muc db nang cla viém

phdi & tré em tii 2 thang dén 5 tudi

ThS. Nguyén Thi Thanh Phucng
Bénh vién Nhi Quang Nam
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Nghién ctu gia tri ctia PET/CT trong chan doan giai
doan ung thu phdi khéng té bao nhé trudc diéu tri tai
Bénh vién Da Nang

BSCKIl. PDinh Céng Minh
Khoa N6i H6 hdp - Mién dich dj
ung, Bénh vién Pa Nang
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Nghién ctiu dich t& hoc Bénh ph6i tAc nghén man tinh
trong dan cu tai thanh pho bién Bién Ph, tinh Dién
Bién nam 2016

BS. D6 Quang Hai
Bénh vién Lao va ph5i Dién Bién
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Nghién cliu dac diém lam sang, chiic nang thong
khi va cat 16p vi tinh dinh lugng phéi & bénh nhan
Bénh phéi tdc ngh&n man tinh

BS. bang Thanh b6
Dai hoc Y Ha Noi
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Nghiém ctiu dic diém Iam sang, can lam sang va
danh gia két qua diéu tri viem phdi bénh vién do
Pseudomonas aeruginosa tai Bénh vién Bach Mai

BS. Nguyén Duic Nghia
Dai hoc Y Ha Néi
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Nghién ctu hiéu qua dich ra phé quan = phé
nang trong chdn doan lao phéi AFB am tinh tai
Bénh vién Da Néng

BSCKIl. Pinh Céng Minh
Khoa N6i H6 hdp - Mién dich dj
ung, Bénh vién Pa Nang
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CAP NHAT CHAN POAN VA PIEU TRI

BENH PHOI TAC NGHEN MAN TiNH
GS.TS. Ng6 Quy Chau'?
"Trung tdm H6 Hap Bénh vién Bach Mai
2Cha tich H6i H6 hdp Viét Nam
Bénh phéi tic nghén man tinh (BPTNMT) Ia tinh trang bénh ly dudng thd nhd va/hodc gian
phé& nang gay nén chl yéu bdi khéi thudc 14 véi rdi loan thdng khi tic nghén tién trién khong
héi phuc, gay ty 1&é méc, ty & ti vong hang diu va nhiing tén that vé kinh t&, xa hoi do bénh
gay ra ngay moét gia tang. BPTNMT van ti€p tuc dudc nhiéu tac gia nghién clu nhat 1a vé
danh gia phan loai va diéu tri. Do chutic nang théng khi phéi véi FEV1/FVC < 0,70 sau tét
phuc hdi phé quan xac dinh tinh trang réi loan thdng khi tdc nghén khng dinh bénh phdi tac
nghén man tinh. Tuy nhién chi s6 FEV1 khong con dugc tinh dén khi phan loai bénh nhan
theo lugc d6 ABCD. Dua trén cac két qua nghién ctiu, GOLD 2017 khuyén céo Iya chon
thu6c gian phé quan kéo dai dang khang cholinergic kéo dai (LAMA) ho&c kich thich beta 2
kéo dai (LABA) cho nhom B, LAMA cho cac bénh nhan nhém C, két hgp LAMA-LABA cho
cac bénh nhan nhém D, réi tuy theo dap (ing c6 thé thay déi, két hop thém véi corticoid hit va/
hodc mét s6 thudc khac trong moét s6 trudng hgp sé lam gidm triéu chiing, tan suét va muc do
nang, nang cao stic khde va cai thién kha nang gang stc. Lua chon chi dinh phau thuéat giam
thé tich phdi va cac can thiép giam thé tich phdi qua ndi soi da dudc dua ra cu thé hon. Mot
s6 nghién cliu huéng téi ca thé hoa trong diéu tri BPTNMT.

TU khéa: bénh phdi tdc ngh&n man tinh

UPDATE IN CHRONIC OBSTRUCTIVE PULMONARY DISEASE
Prof. Ngo Quy Chau, MD. PhD"2
"Respiratory Center - Bach Mai Hospital
2President of Vietnam Respirotary Society
Chronic obstructive pulmonary disease (COPD) describes a predominantly smoking induced
small airway disease and/or emphysema with progressive airway obstruction. It is responsi-
ble for substantial morbidity and mortality with important economic and social losses. COPD
continued to be a subject of many studies, especially in evaluation classification and therapy.
FEV1 is no longer included when classifying patients according to the ABCD scheme. Based
on the results of the study, GOLD 2017 recommends the long-term use of long-acting an-
ti-cholinergic bronchodilators (LAMA) or long-term beta-2-agonist (LABA) for group B, LAMA
in patients on group C, Combination of LAMA-LABA for patients in Group D, and depending

on the response, combined with inhaled corticosteroid and/or other drugs in some cases. In-
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dications for lung volume reduction surgery and lung volume reduction interventions through
bronchoscopy have been made described in details. Some studies in the phenotyping of

patients to personalize management in COPD.

UPDATE ON DIAGNOSIS AND TREATMENT OF

COMMUNITY - ACQUIRED PNEUMONIA IN 2017
Prof. H. Liu
Infectious Diseases and Antimicrobial Stewardship, Department of Medicine, Bryn Mawr Hos-
pital, Main Line Health System, Bryn Mawr, Pennsylvania, U.S.A
Background and Aims: This presentation reviews the use of antibiotics in the treatment of
community - acquired pneumonia (CAP) over the past seven decades. It describes how du-
ration of therapy guidelines originated and the subsequent overuse of antibiotics in many re-
spiratory infections. New approaches to diagnosis and management of CAP are emphasized.
Methods: A literature search of CAP was performed and there were discussions with physi-
cians, microbiologists, and pharmacists who are experts in the field. New diagnostic tests and
antibiotics just released or approaching approval were/ also researched.
Results: Initial guidelines for duration of CAP -therapy were conservative and based on an-
tibiotic eradication of pathogens in.Gr A streptococcal pharyngitis - these became accepted
standards for clinical trials and drug approvals. Overuse of antibiotics followed, in part due to
patient insistence. This led to increasing resistance in many classes of respiratory pathogens.
Now there is greater awareness of antibiotic toxicity and side effects, notably Clostridium dif-
ficile colitis. The evolution of more resistant pathogens and availability of fewer effective inex-
pensive antibiotics have made treatment of CAP more challenging. However, newer diagnostic
tests and emphasis on narrower and shorter duration of CAP therapy potentially will improve
outcomes. New antibiotics such as delafloxacin, omadacycline, and solithromycin may offer
better coverage of resistant RTI pathogens.
Conclusions: Narrow spectrum antibiotic therapy should be a goal in CAP. The decision is
based on severity of illness, local antibiotic resistance patterns, and specific patient risk fac-
tors for multidrug-resistant organisms. Shorter duration of antibiotic therapy for CAP is desir-
able and safe. Duration is best guided by clinical response (resolution of fever and respiratory
symptoms and normalization of laboratory values). Biomarkers (e.g., procalcitonin) may also
be helpful. Education of patients, family members, and health care professionals provides a

safety net. New antibiotics are slowly becoming available but must be used carefully.
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CAP NHAT CHAN POAN VA PIEU TRI VIEM PHOI MAC PHAI CONG PONG NAM 2017
GS. TS. H. Liu
Khoa Quan ly bénh truyén nhiém va thuéc khang sinh, Bénh vién Bryn Mawr, Hé théng Y t& Main
line, Bryn Mawr, Pennsylvania, Hoa Ky
Khai quat va muc tiéu: Bai trinh bay nay xem xét viéc s dung khang sinh trong diéu tri viem phéi
m&c phai cong dong (VPCD) trong bay thap ky qua. N6 mé ta su bat dau cac huéng dan diéu tri va
viéc lam dung khang sinh sau dé nhu thé nao trong nhiém trung h6 hdp. Cac céach tiép can méi nham
chan doan va diéu tri VPCP da dudc nhan manh.
Phuong phap: Téng quan tai liéu vé VPCD da dudc thuc hién va thao luan véi cac bac si, cac nha vi
sinh vat hoc, va dudc s la cac chuyén gia trong linh vic nay. Cac xét nghiém chdn doan mdi va cac
khang sinh mdi vua dua ra hoac dang chd phé duyét cling da dugc nghién cuu.
Két qua: Cac huéng dan ban dau vé thgi gian diéu tri VPCD dudc duy tri va dua trén nhiing khang
sinh tiéu diét nhiing tac nhan gay bénh trong viém hong do lién cdu nhém A - d& trd thanh tiéu chuén
dudc chap nhan cho céac thr nghiém lam sang va phé duyét thuéc. Lam dung khang sinh sau do, mot
phan do bénh nhan. Diéu nay da dan dén su gia tang dé khang cda nhiéu loai tac nhan hé hap. Hién
nay da c6 nhiéu hiéu biét hon vé ddc tinh khang sinh va cac tac dung phu, dic biét 1a viém dai trang
do Clostridium difficile. Su gia tAdng clia cac can nguyén khang thudc va tinh san cé cla cac khang
sinh hiéu qua thap gia ré da lam cho viéc diéu tri VPCD trG nén khé khan han. Tuy nhién, xét nghiém
chan doan méi hon va tap trung vao viéc diéu tri ph6i hep va rut ngan thai gian diéu tri VPCD sé cai
thién két qua. Cac khang sinh maéi nhu delafloxacin, omadacycline va solithromycin c6 thé dem lai su
bao phd t6t hon déi véi cac can nguyén khang thuéc gay nhiém trung hé hap.
Két luan: Khang sinh phé hep la muc tiéu trong VPCPD. Quyét dinh nay dua trén mic dd nang cla
bénh, cac m6 hinh dé khang khang sinh & dia phudng va bénh nhan dac biét cé cac yéu td nguy co
vGi sinh vat da khang. Thai gian diéu tri khang sinh ngan han cho VPCD dang 1a mong mudn va dat
su an toan. Thdi gian diéu tri dugc hudng dan t6t nhéat bang dap Gng lam sang (mic do s6t, cac triéu
ching ho hap va cac xét nghiém dat gia tri binh thuong). Dau an sinh hoc (vi du, procalcitonin) ciing
c6 thé hiiu ich. Gido duc bénh nhan, thanh vién gia dinh va dich vu chdm séc stic khod tao thanh
mang Iugi an toan. Thudc khang sinh méi dan dang dudc s8n sang nhung can phai dugc s dung cén

than.
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GLOBAL STRATEGY FOR ASTHMA MANAGEMENT AND PREVENTION
GINA 2017 UPDATE

A/Prof. Lan T.T. Le, MD., PhD.
Respiratory specialist, University Medical Center at Ho Chi Minh City
Asthma is a heterogenous disease, usually characterized by chronic airway inflammation. The Global Ini-
tiative for Asthma (GINA) report has been published and updated annually since 2002 to disseminate the
information translated from scientific evidence in order to improve asthma care. In 2017, GINA report has
been updated with several new points by GINA Scientific Committee after reviewing the literature. Additional
information about the values of fraction exhaled nitric oxide (FENO) has been added, including its relationship
with eosinophilic airway inflammation and predictive value in asthma. In step 3 and 4 of treatment regimen,
add-on sublingual immunotherapy can now be considered in adult house dust mite-sensitized patients with
asthma and allergic rhinitis, who have exacerbations despite treatment with inhaled corticosteroid (ICS). In
step 5 treatment, reslizumab has been included as an additional anti-IL5 treatment for adults with severe
eosinophilic asthma. The effect of poorly controlled asthma and ICS treatment on children growth is clarifed;
therefore, evaluating height of children under asthma treatment at least yearly is recommended. Prolong
cough in infancy, and cough without cold symptoms are associated with later parent-reported physician - di-
agnosed asthma. In addition, the term of “asthma - COPD oeverlap” (ACO) is now recommended by GINA
and GOLD and the term “asthma-COPD oeverlap syndrome’ (ACOS) is no longer advised, since ACOS has
often been used as if it was a separate disease. This review aimsto-summarize the new points in GINA report
2017 updated version.

CHIEN LUGC TOAN CAU XU TRi HEN
CAP NHAT BAO CAO GINA 2017

PGS. TS. Lé Thij Tuyét Lan
Chuyén gia H6 hap, Bénh vién Pai hoc Y Dugc Tp. H6 Chi Minh
Hen la bénh ly phc tap, dac trung béi su viém dudng thd man tinh. Bao cao clia Chién Iugc toan cau x{ tri
hen (GINA) dudc xuét ban va cap nhat hang ndm ti nam 2002, nham phdé bién céc thong tin tdng hop tii cac
chting cu khoa hoc, gép phan cai thién cac quan diém diéu tri hen. Nam 2017, Hoi déng khoa hoc clia GINA
cap nhat ban bao cdo véi nhiéu diém mdi dudc bé sung. Cac thong tin maéi vé gia tri cia FENO dudc thém
vao, bao gébm mai lién hé gitta FENO va viém dudng thé cé tham nhiém bach cau ai toan, cling nhu gia tri tién
doan ctia FENO trong hen. & budc 3 va 4 cla phac dé diéu tri hen, liéu phap mién dich duéi udi cé thé dugc
xem xét &p dung cho bénh nhan ngudi I6n man cam véi con bo (mat) nha, cd hen kém viém mi va hen khong
kiém soat dudc béng corticoid dang hit (ICS) c6. G bude 5 clia phéac doé diéu tri, reslizumab dugdc thém vao nhu
mét liéu phap diéu tri khang IL-5 & hen nang c6 tham nhiém bach cau ai toan. Anh hudng ciia hen kiém soat
kém va liéu phap ICS trén chiéu cao ciia tré em da dudc luu y. GINA khuyén céo kiém tra chiéu cao cla tré
dang diéu tri hen it nhat m6i nam mot Ian. Ho kéo dai va ho khong c6 triéu chiing cdm lanh dugc thay c6 lién
quan dén hen chdn doan mudn vé sau. Khai niém “Hen - COPD chéng 14p” (ACO) dudc khuyén céo thay thé
cho khai niém ci “Hoi chiing Hen-COPD chéng lap” (ACOS) vi do khéng phai 1a mot dang bénh ly tach biét
vé6i hen hay COPD. Bai bao cao nay sé tém tét cac diém méi dudc cap nhat trong ban bao cao GINA 2017.
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LUNG CANCER - HISTORY AND PROGRESS
Prof. Kwun M Fong
Department of Thoracic Medicine and UQ Thoracic Research Centre, School of Medicine, The Uni-
versity of Queensland, Brisbane, QLD 4032, Australia
*Author for correspondence
Lung Cancer is the biggest cause of cancer deaths in many countries and is estimated to kill about
1.6 million people each year. It used to be a rare disease and the public health efforts against smoking
is providing benefits in preventing lung cancer.
In addition, there have also been advances in lung cancer care due to modern research into better
ways to diagnose, stage and treat lung cancer.
In terms of early diagnosis, low dose CT screening is increasingly used in some parts of the world
to try and diagnose lung cancer earlier and most clinical cases are diagnosed at a late stage, when
curative treatment is not usually possible. The pivotal NLST trial showed that low dose CT can save
lives but has concerns with false positives, over-diagnosis and potential costs.
The bronchoscopic diagnosis of lung nodules and intrathoracic lymph nodes has also been revo-
lutionised by the use of endobronchial ultrasound. Together with improvements and innovations in
staging, including the increasing use of PET scans, clinicians are now able to better identify suitable
treatments for each person.
The treatment of lung cancers has also dramatically improved with:
1. Surgical innovations
2. Such as VATs, limited resection surgery
3. Stereotactic ablative body radiotherapy (SABR)
4. Modern chemotherapy
5. Targeted therapies
6. Immunotherapies
Other research efforts such as the genomic analysis of lung cancers is shaping the way for future
molecular interventions such as liquid biopsies to help personalise treatment. We look forward to the
day when lung cancer is no longer the biggest cause of cancer deaths.
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UNG THU PHOI - LICH SU VA NHUNG TIEN BO MGl TRONG CHAN BOAN, BIEU TRI
GS. TS. Kwun M Fong
Khoa Y hoc l6ng nguc va Trung tdm Nghién cuu I6ng nguc UQ, Trudng Y, Pai hoc Queensland,
Brisbane, QLD 4032, Uc
Ung thu phéi la nguyén nhan gay chinh gay ti vong & nhiéu quéc gia va udc tinh 1a nguyén nhan
gay tl vong cho khodng 1,6 triéu ngudi méi nam. Ung thu phdi truéc day tiing dudc xem 1& mot bénh
hi€m gap va nhiing nd luc phong chéng tac hai thudc la cia céng déng dang dem lai Igi ich trong viéc
phong chéng ung thu phéi.
Ngoai ra, c6 nhiing tién bd méi trong chan doan va diéu tri ung thu phéi dua trén nhiing phuong phap
mdi t6t hon gitp chdn doan sém, chan doan chinh xac giai doan gitp diéu tri ung thu phdi cé hiéu qua.
Chéan doan sém, CLVT dudc sl dung réng rai 3 mot sé ndi trén thé gidi dé chén doan sém ung thu
phéi bdi vi hau hét cac trudng hop khi cé céc triéu chiing lam sang thi bénh déu & giai doan muén va
khong thé chiia khdi hoan toan dugc. Mot thii nghiém NLST cho thady réng CT cé thé cliu séng nhung
cé méi quan tam vaéi viéc duong tinh gia, chan doan qua muc va cac chi phi tiém an.
Noi soi phé quan chan doan khéi u phdi va hach trong 16ng nguc cling da dat dugc thanh tyu I6n
bi&ng cach s’ dung ndi soi phé quan siéu am. Cung vdi nhiing cai tién va déi maéi trong chén doan
giai doan, bao gédm viéc st dung PET ngay cang ting, cac bac s§ 1am sang hién nay cé thé xac dinh
t6t han cac phuang phap diéu tri thich hgp cho méi-ngudi:
Viéc diéu tri ung thu phéi da dudc cai thien dangké vai:
. Ph&u thuat cat toan bd u.
. N6i soi 16ng nguc cé hé trg video (VATs);.phau thuat cat phéi gi6i han
. Xa tri da chiéu (SABR)
. Hoa tri liéu
. Diéu trj dich
. Liéu phap mién dich

o 00 A WO DN =

Nhiing né Iuc nghién cliu khac nhu phan tich gen clia ung thu phdi dang hinh thanh con dudng méi
cho nhiing can thiép phan ti trong tuong lai nhu sinh thiét I1dng dé gidp diéu tri ca nhan hoa. Ching
t6i mong muén ngay ma ung thu phdi khong con 1a nguyén nhan 16n nhat gay ti vong do ung thu.
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UPDATE THE DIAGNOSIS AND TREATMENT OF ASTHMA BASING ON ITS ENDOTYPES AND
PHENOTYPES - THE CURRENT APPLICATION IN VIET NAM
S. Duong - Quy'??3
'Department of Lung Function Testing. Cochin Hospital - Paris. France
2Department of Pulmonology and Immuno - Allergology, Penn State University of Medicine, USA
SLam Dong Medical College - Dalat, Vietnam
Asthma is a complex disease. Although the pathophysiology of asthma is almost homogenous, the clinical
features of the majority of asthmatic patients are heterogeneous. The great recent success from the bio-
molecular research works and the genetic studies in asthma help physicians to understand more clearly
about the pathophysiology of asthma and also help them to realize and individualize the target treatment.
Therefore, the determination of the endotypes of asthma is currently necessary because it helps to es-
tablish the interaction of genetic features and environmental factors into the pathophysiology of asthma.
It also help to understand the different phenotypes of asthmatic patients. In addition, current studies on
biomarkers of asthma allow to evaluate directly or indirectly the different endotypes compatible with varied
phenotypes, aiming to achieve the efficacy treatment.
The preliminary results of studies from the pathophysiology and clinical phenotypes of Viethamese pa-
tients with asthma suggest that they have some similar and some different features with other populations.
Hence, the deeper and complete understanding of the endotypes and phenotypes of Viethnamese patients
with asthma is crucial for the diagnosis and treatment of patients. Moreover, in Vietham, the percentage
of patients with asthma having the primary knowledge of asthma, following the treatment adherence for
asthma, and respecting the prevention of asthma is still low.

CAP NHAT CHAN POAN VA PIEU TRI HEN THEO KIEU HiNH

SINH BENH HOC VA LAM SANG - THUC TIEN UNG DUNG TAI VIET NAM
Duong Quy Sy'23
'"Khoa H6 hap - Thdm do Chtc ndng, Bénh vién Cochin - Paris, Phap
2Khoa Hé hap - Di ting & Mién dich, Pai hoc Y Khoa Penn State, My
3Truong CDYT Lam Pong, Pa Lat, Viét Nam
Hen phé quan (HPQ) la mot bénh ly phuc tap. DU tuang doéi ddéng nhat trong sinh bénh hoc nhung phan
I6n ngudi bénh lai cé nhiing dic diém lam sang khong déng nhat. Nhiing thanh tuu vugt bac trong thai gian
qua vé nghién clu sinh hoc phan-ti va di truyén hoc trong HPQ da gitp cac bac silam sang hiéu rd hon
vé sinh bénh hoc clia HPQ va gilp ich cho viéc diéu tri dich cling nhu ca thé héa diéu tri.
Do vay viéc xac dinh kiéu hinh sinh bénh hoc clia HPQ hién nay la rat can thiét vi gitip phan dinh dudc su
can thiép clia yéu t6 di truyén va mai trudng séng vao nhiing dic diém lam sang ctia HPQ, gitp lam ré hon
nhiing kiéu hinh lam sang khac nhau ctia bénh. Ngoai ra, viéc nghién cliu cac chi diém sinh hoc hién nay
ciing gitip danh gia dudc mot cach truc tiép hay gian tiép nhiing kiéu hinh sinh bénh hoc ctia hen tuang
ting véi nhiing kiéu hinh 1am sang khac nhau nh&m gitp cho viéc diéu tri hiéu qué han.
Nhiing két qua ban dau vé& nghién ctu dic diém sinh bénh hoc va kiéu hinh 1am sang & bénh nhan HPQ
tai Viét Nam cho thdy cé nhiing diém tuong déng va khac biét véi cac dan s khac. Do vay nhiing hiéu
biét day dd han vé kiéu hinh sinh bénh hoc va Iam sang clia bénh nhan HPQ Viét Nam la can thiét trong
chén doan va diéu tri. Ngoai ra tai Viét Nam, ty I& bé&nh nhan HPQ c6 kién thiic co ban vé hen ciing nhu

viéc tuan th{ diéu tri va du phong bénh con chiém ty Ié rat thap.
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TIEP CAN CHAN DOAN VA PIEU TRI HEN CHONG LAP COPD (ACO)
TRONG THUC HANH LAM SANG

TS. BS. Nguyén Van Tho

Dai Hoc Y Duoc TP. HCM

Hen chéng 1ap COPD (ACO) dudc déac trung bdi gisi han ludng khi khéng héi phuc, bénh nhan via co
vai triéu chiing cla hen viia cé vai triéu chiing cia COPD. ACO c6 thé la mét kiéu hinh d4c biét cla
nhom bénh tadc nghén dudng thd man tinh, trong dé hen va COPD la hai thai cuc cia nhém bénh nay.
Do do, ACO c6 thé 1a mét tii tam thdi dé dung cho cac bénh nhan ma béac sikho cé thé phan biét dugc
gitta hen va COPD. Luu hanh dé ctia ACO thay déi tuy thudc vao tiéu chudn chan doan bénh, giéi tinh
va lia tudi. Chan doan ACO la moét thach thiic cho cac bac silam sang vi tiéu chudn chan doan xac
dinh chua théng nhat va hién chua cé xét nghiém cu thé nao dé phan biét ACO véi hen hodc COPD.
Bang ching vé hiéu qué diéu tri ACO con rét it i do bénh nhan ACO bi loai ra khdi hau hét cac thi
nghiém mu déi cé doi chiing vé hen va COPD. Trong bai trinh bay nay, ching t6i ggi y cach tiép cén
thuc té cho viéc chdn doan ACO tuy thudc vao tién s bénh ly clia bénh nhan: ho da dudc chan doan
hen hodc COPD trudc d6 hodc chua dudgc chan doan bénh tdc nghén dudng thd man tinh. Ching toi
cling cap nhat mét sé Iya chon diéu tri cho ACO dua trén kinh nghiém thuc hanh |am sang va cac

bang chiing suy dién ti cac thi nghiém thuéc vé hen hoac/COPD.

PRACTICAL APPROACH TO DIAGNOSIS AND TREATMENT OF ASTHMA - CHRONIC
OBSTRUCTIVE PULMONARY DISEASE OVERLAP (ACO)

Nguyen Van Tho, MD, PhD

University of Medicine and Pharmacy at Ho Chi Minh City

Asthma-chronic obstructive pulmonary disease (COPD) overlap (ACO) is characterized by persistent
airflow limitation with several features usually associated with asthma and several features usually
associated with COPD. ACO may be a special phenotype of a spectrum of chronic obstructive air-
way diseases, in which asthma and COPD are at the two opposite ends. Therefore, ACO may be
a temporary term assigned for patients to whom physicians are facing a challenge in differentiating
between asthma and COPD. The prevalence of ACO varies depending on definitive diagnostic cri-
teria, patients’s gender and age. ACO is a diagnostic challenge for physicians because there is no
consensus on definitive diagnostic criteria and no specific biomarker to differentiate ACO from asth-
ma or COPD. There is poor evidence about the cost-effectiveness of therapeutic treatment for ACO
because patients with ACO have been excluded from most randomized controlled trials in asthma
and COPD. In this presentation, we suggest a practical approach to diagnosing ACO on the basis of
a patient’s medical history: the patient has ever been diagnosed with asthma or COPD or the patient
has not been diagnosed with a chronic obstructive airway disease. We also update some therapeutic
options for ACO based on our daily practice experience and findings extrapolated from some clinical
trials in asthma and COPD.
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UPDATE ON CHRONIC HYPERSENSITIVITY PNEUMONITIS
Prof. Cecile S. Rose
Department of Medicine, National Jewish Health and University of Colorado, Denver, CO, USA
Background and Aims: Hypersensitivity pneumonitis is an immunological inflammatory lung dis-
ease resulting from repeated inhalation of and sensitization to inhaled antigens. There are two major
forms: acute and chronic (fibrosing and non- fibrosing). Chronic HP (cHP) is the second or third most
common interstitial lung disease, and can be difficult to distinguish from idiopathic pulmonary fibrosis
(IPF).
Methods: A review of the published medical scientific literature was undertaken to provide an up-
date on the epidemiology, major antigen exposures, pathogenesis, clinical features, differential diag-
nosis, management and prognosis of cHP.
Results: Antigens causing HP (including microbial aerosols, animal and plant proteins, low molecu-
lar weight chemicals) can occur in the home or workplace. cHP can be either insidious or recurrent,
and the clinical presentation predicts response to treatment. Lung function testing is important for
diagnosis and to follow response to therapy. Chest CT imaging features that help distinguish cHP
from IPF/fibrotic NSIP include centrilobular nodules, more ground glass opacities, mosaic attenua-
tion and relative sparing of lung bases. BAL lymphocytosis is often unreliable in cHP diagnosis, as
are serum precipitins. Pathologic findings of cHP include frequent giant cells, infrequent fibroblas-
tic foci, moderate mononuclear inflammation, and bronchiolocentric distribution. Factors associated
with poor prognosis include failure to identify or abate the antigen, smoking, lower lung function at
time of diagnosis, pulmonary hypertension, and acute exacerbations. Treatment with steroids and/or
immunosuppressives (azathioprine, mycophenolate) may be helpful, but data on long- term efficacy
are limited.
Conclusions: Chronic HP is often difficult to diagnosis, but early recognition and removal from ex-

posure, along with pharmacologic treatment and careful follow-up, will improve prognosis.

CAP NHAT VE VIEM PHOI TANG CAM MAN TiNH
GS. TS. Cecile S. Rose
Khoa Y hoc, Bénh vién Dai hoc National Jewish Health, Colorado, Denver, CO, Hoa Ky
Téng quan va muc tiéu: Viém phdi tang cdm la bénh ly viém phdi mi&n dich do man cam véi cac
khang nguyén dang hit ti€p xdc nhiéu lan. Co hai dang chinh: cép tinh va man tinh (xo héa va khéng
xd héa). Viem phéi ting cAm man tinh (cHP) diing hang thd hai ho&c ba trong cac bénh ly phéi ké
va doi khi rat khé phan biét v6i bénh xa phéi vo can (IPF).
Phudng phap: M6t bai danh gia vé céc tai liéu y khoa da cong bé nham cap nhat nhiing kién thtic vé
dich t& hoc, nhiing di nguyén chinh, sinh bé&nh hoc, dac diém lam sang, chan doan phan biét, quan
ly va du phong cHP.

Két qua: Cac khang nguyén gay viém phdi tdng cdm (bao gém vi sinh vat, protein dong - thuc vat,
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hoéa chat cé trong lugng phan ti thap) c6 thé xuéat hién & trong nha hodc noi lam viéc. Viém phdi
tang cdm man tinh cé thé am thdm ho#c tai dién va dac diém lam sang tién lugng dap ling vdi
diéu tri. Do chiic nang hé hap déng vai trd quan trong trong viéc chan doan va theo déi diéu tri.
Hinh &nh CT nguc gitp chan doan phan biét viem phéi tdng cdm man tinh véi xo phéi vé can/
viém phdi k& khong dac hiéu xo héa bao gédm: cac nét trung tam ti€u thuy, hinh anh kinh mo
nhu mé, thé kham. Lympho bao trong dich rlia phé& quan ciing nhu céc chét két tla trong huyét
tuong thudng khong cé gia tri trong chdn doan viém phdi ting cAm man tinh. Tén thuang mo
bénh hoc trong cHP bao gém té bao khéng 16, it gap cac nguyén bao sdi, t& bao viém don nhan
& mc trung binh va phan bd trung tam tiéu phé quan. Cac yéu t6 lién quan dén tién lugng xau
bao gobm: khdéng xéac dinh dugc ho&c khéng chac chan vé khang nguyén, hat thuéce, chiic nang
phéi kém khi méi chan doan, tang ap dong mach phéi va nhiing dat tién trién cdp tinh. Diéu tri
véi steroid va/ho#c thudc tc ch& mién dich (azathioprine, mycophenolate) cé thé gitp ich phan
nao nhung di liéu vé hiéu qua kéo dai con han ché.

Két luan: Viém phdi tang cdm man tinh thudng khé chan doan nhung néu dugdc phat hién sém,

loai bd tac nhan phoi nhiém, diéu tri va theo d&i can than sé cai thién dugc tién lugng bénh.

HOW TO MANAGE SEVERE ASTHMA'IN CLINICAL PRACTICE:
NEW THERAPY FOR INTRACTABLE BRONCHIAL ASTHMA

Prof. Haruhito Sugiyama, MD
Director of Respiratory Medicine - National Centre for Global Health and Medicine, Tokyo, Japan
The combination therapy of inhaled steroid and long-acting beta2 agonist (ICS + LABA) be-
came popular and the numbers of intractable bronchial asthma patients diminished drastically.
Refractory asthma in spite of ICS + LABA is being currently at issue.
New therapy for asthma is introduced in the real world, for example, biologic agents and bron-
chial thermoplasty (BT).
Omalizumab, anti IgE antibody, was introduced for asthma in Japan since 2009.
We experienced 48 patients with long term administration of omalizumab.
78% of patients with omalizumab were shown the effectiveness.
The predictive factors for omalizumab are supposed to be exhaled nitric oxide and peripheral
blood eosinophils.
Mepolizumab. anti IL-5 antibody, is recently introduced in Japan.
It is effective for patients with high peripheral eosinophils and also may be effective for patients
complicated with eosinophilic sinusitis.
BT was introduced in Japan since 2015.

We have experienced 24 cases of intractable bronchial asthma, the most number of cases in

45



Japan.

Recently we published our experiences, in which we observed 12 cases for one year after BT.
We reported the elevation of AQLQ, the decrease of asthma exacerbation and the increase of
FEV1.0 after BT. All cases were performed safely.

From the point of precision medicine, | will discuss which treatments should be administered to

intractable asthma patients selectively.

KIEM SOAT HEN NANG TRONG THUC HANH LAM SANG NHU THE NAO:
LIEU PHAP PIEU TRI MGl CHO HEN PHE QUAN KHO TRI

GS. TS. Haruhito Sugiyama, MD
Truéng khoa H6 hap, Trung tdm Qudc gia Suc khde va Y khoa toan cau, Tokyo, Nhat Ban
Liéu phap phdi hgp steroid dang hit va thu6c cudng beta2 tac dung kéo dai (ICS + LABA) trd
nén phd bién va sd bénh nhan hen phé& quan khang tri gidm dang ké. Hién nay, liéu phap diéu
tri thay thé ICS + LABA trong hen khang tri dang la van dé dugc dat ra.
Liéu phap diéu tri hen méi da dudc dua vao ting dung trén lam sang, vi du, cac thudc sinh hoc
va tao hinh nhiét phé quéan (BT).
Omalizumab, khang thé khang IgE, da dugc dua vao diéu tri tai Nhat Ban ti nam 20009.
Chung tbéi da nghién clu 48 bénh nha&n dung omalizumab trong thdi gian dai. 78% bénh nhan
dung omalizumab dat hiéu qua.
Céc yéu 16 tién lugng dé dung omalizumab la néng doé NO trong khi thd ra va bach cau ai toan
mau ngoai Vvi.
Mepolizumab, chét tGc ché IL - 5, gan day da dugc dua vao diéu tri tai Nhat Ban. Cho thay hiéu
qua déi véi nhiing bénh nhan tang bach ciu ai toan & ngoai vi va cling cé thé cé hiéu qua doi
vGi cac bénh nhan bi viém xoang tang bach cau ai toan.
Tao hinh nhiét phé& quan da dudc dua vao Nhat Ban tii nam 2015.
Chung téi da nghién ctiu 24 trudng hdp hen phé quan khé tri, mot s6 Iugng bénh nhan nhiéu
nhat 3 Nhat Ban.
Gan day, chang t6i da céng bd cong trinh nghién clu, trong dé 12 trudng hgp dudc quan sat
trong mét nam sau tao hinh nhiét phé quan. Chung téi da bao cao vé su cai thién chat lugng
cudc séng, gidm s con hen cap va tang FEV1.0 sau khi tao hinh nhiét phé quan. Tat ca cac
trudng hgp déu dudgc tién hanh an toan.
TU quan diém vé su chinh xac cla y hoc, t6i s& thao luan vé nhiing phuong phap diéu tri c6 thé

lya chon nén dudc thuc hién cho bénh nhan hen phé quan kho tri.
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KHUYEN CAO CHAN POAN VA BIEU TRI

VIEM PHOI BENH VIEN (HAP), VIEM PHOI THG MAY (VAP)
Nguyén Gia Binh' , Ngé Quy Chau', Pd Quyét?, Tran Quang Binh3, Tran Thanh Cang*, Lé Tién
Diing®, Vii Van Giap', Chu Thi Hanh', Tran Van Ngoc®, Phan Thu Phuong', Pang Quéc Tuan’,
Pao Xuan Co', Lé Thugng Ve, Pham Thi Ngoc Thao?, Nguyén Dang Tuan', Lé Bldc Nhan?, Pham
Héng Nhung', Trucng Thién Phié, Nguyén Thi Nam Lién?, Tran Thi Thanh Nga®, Phan Thi Xuané,
Truong Thai Phuong?, D6 Danh Quynh®, Hoang Anh D', Nguyén Thi Thanh Huyén', Pham Thi
Lé Quyén', Nguyén Thanh Thuy', Mai Van Cuéng', Pham Thé Thach'
'Bénh vién Bach Mai, 2Hoc vién Quan Y 103, 3Bénh vién Qudéc Té TP. H6 Chi Minh, “Bénh vién Viét
Tiép, °Bénh vién Pai hoc Y dugc - TP. H6 Chi Minh, 6Bénh vién Chg Ray - TP. H6 Chi Minh, ’Bénh
vién Pa Néng, éBénh vién Trung uong Hué, °Bénh vién Viét Pic
Viém phéi méc phai trong bénh vién (HAP) va viém phéi lién quan thd may (VAP) thudc vé 2 nhém
bénh khac nhau. Viém phéi lién quan dén chadm séc y t& (HCAP) khong con dudc xép chung véi 2
nhom bénh nay.
Phuong phap 14y bénh phdm khéng xam nhap (hut qua 8ng ndi khi quan) va cdy ban dinh lugng dugc
uu tién dé chan doan VAP hon Ia 14y bénh phdm xam:hhadp,va cdy dinh lugng. Diéu tri HAP nén dua
trén két qua vi sinh véi bénh phdm ldy bang phuong phapkhéng xam nhap hon 1a diéu tri theo kinh
nghiém.
Khi nght dén HAP/VAP, dé quyét dinh diing khang sinh nén dua vao tiéu chuén lam sang don thuén,
khéng can phéi hgp véi két qua PCT, sTREM-1 hay CPIS.
Diéu tri khang sinh kinh nghiém nén can cu vao tinh hinh khang khang sinh clia cd sé diéu tri. Diéu
tri khang sinh kinh nghiém VAP can bao phl S.aureus, P.aeruginosa va cac truc khudn Gram am.
Dung phdi hgp 2 khang sinh thuéc 2 nhom khac nhau trong diéu tri kinh nghiém VAP khi cé cac yéu
t6 nguy co khang thuéc. Khéng nén dung aminoglycosid va colistin néu cé cac khang sinh khac cé
hiéu qua trén vi khudn Gram am. Dung khang sinh nén dua vao PK/PD han 14 dua trén théng tin ké
don cta hang thudc. Khi vi khuan chi nhay véi aminoglycosid ho#c colistin, cac tac gia goi y két hop
dung thuéc dudng hit va dudng toan than.
Khang sinh dugc khuyén cao trong diéu tri HAP/VAP do MRSA |a vancomycin hoac linezolid. Diéu tri
HAP/VAP do P.aeruginosa nén dua vao khang sinh dé hon la diéu tri kinh nghiém, khong dung dan
doc aminoglycosid; dung phdi hop 2 khang sinh khi cé sé¢ nhiém khuén hay cé nguy ca ti vong. Diéu
tri tric khudn Gram am sinh ESBL nén dua vao khang sinh dé va cac yéu t6 dac biét ctia bénh nhan.
Piéu tri HAP/VAP do Acinetobacter species bang carbapenem ho#dc ampicillin/sulbactam néu nhay
véi vi khuén; néu Acinetobacterchi nhay véi polymyxin nén dung polymyxin (colistin ho&c polymyxin
B) dudng tinh mach va c6 thé két hop véi duding hit; khong dung két hgp colistin va rifampicin; 6 bénh
nhan HAP/VAP do Acinetobacter khéng dung tigercyclin.
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Nén &p dung liéu phap xuéng thang. Thdi gian dung khang sinh dugc khuyén céo la 7 ngay. Dé quyét
dinh nguing khang sinh, nén phéi hop xét nghiém PCT véi tiéu chudn lam sang. Khéng dung CPIS

lam tiéu chudn ngling khang sinh

THE HAP/VAP GUIDELINE SUMMARY

Nguyen Gia Binh', Ngo Quy Chau', Do Quyet?, Tran Quang Binh3, Tran Thanh Cang* Le Tien
Dung® Vu Van Giap', Chu Thi Hanh', Tran Van Ngoc®, Phan Thu Phuong', Dang Quoc Tuan’,
Dao Xuan Co', Le Thuong Vu®, Pham Thi Ngoc Thao®, Nguyen Dang Tuan', Le Duc Nhan’, Pham
Hong Nhung', Truong Thien Phu®, Nguyen Thi Nam Lien?, Tran Thi Thanh Nga® Phan Thi
Xuan®, Truong Thai Phuong', Do Danh Quynh®, Hoang Anh Duc', Nguyen Thi Thanh Huyen',
Pham Thi Le Quyen', Nguyen Thanh Thuy', Mai Van Cuong', Pham The Thach'
'Bach Mai hospital, 2Vietnam Military Medical Academy, *Ho Chi Minh International Hospital, *Viet
Tiep Friendship Hospital, *University Medicine Center Ho Chi Minh City, ®Cho Ray Hospital, "Da
Nang Hospital, 8Hue Central Hospital, °Viet Duc University Hospital
Patients with HAP andVAP belong to 2 distinct groups, the panel unanimously decided that HCAP-
should not be included in the HAP/VAP guidelines.
Noninvasive sampling (endotracheal aspiration) with semiquantitative cultures are suggested to di-
agnose VAP, rather than invasive sampling with quantitativecultures and rather than noninvasive
sampling with quantitativecultures. Patients with suspected HAP (non-VAP) betreated according to
the results of microbiologic studies performed on respiratory samples obtained noninvasively, rather
than being treated empirically.
For patients with suspected HAP/VAP, the authors recommend usingclinical criteria alone, rather
than using serum PCT, or sTREM-1, or CRP, or CPIS plus clinicalcriteria, to decide whether or not
to initiate antibiotic therapy.
The authors recommend selection of an empiric antibiotic regimen for VAP be guided by local anti-
biotic-resistance data; in patients with suspected VAP, recommend includingcoverage for S. aureus,
Pseudomonas aeruginosa, and- othergram-negative bacilli in all empiric regimens. Prescribing 2
antipseudomonal antibiotics fromdifferent classes for the empiric treatment of suspected VAPonly
in patients with risk factor forantimicrobial resistance. Avoiding aminoglycosides and colistin if al-
ternative agents with adequate gram-negativeactivity are available. For patients with HAP/VAP, the
authors suggest that antibiotic dosing be determined using PK/PD data, rather than the manufactur-
er’s prescribing information.For patients with VAP due to gram-negative bacilli that aresusceptible to
only aminoglycosides or polymyxins (colistinor polymyxin B), the authors suggest both inhaled and
systemic antibiotics, rather than systemic antibiotics alone.
MRSA HAP/VAP be treated witheither vancomycin or linezolid. For patients with HAP/VAP due to
P.aeruginosa, the guideline recommend that the choiceof anantibiotic for definitive (not empiric)
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therapy be based upon the results of antimicrobial susceptibility testing, against aminoglycoside
monotherapy; for patients with HAP/VAP due to P. aeruginosa who remain in septic shock or at a
high risk for death when the results of antibiotic susceptibility testing are known, combination therapy
using 2 antibiotics is suggested. For patients with HAP/VAP due to ESBL-producing gram-negative
bacilli, the guideline recommend that the choice of an antibioticfor definitive (not empiric) therapy be
based upon the results ofantimicrobial susceptibility testing and patient-specificfactors. In patients
with HAP/VAP caused by Acinetobacter species, the authors suggest treatment with either a car-
bapenem or ampicillin/sulbactam if the isolate is susceptible to these agents; in patients with HAP/
VAP caused by Acinetobacter speciesthat is sensitive only to polymyxins, intravenous polymyxin
(colistin or polymyxin B) is recommended and adjunctive inhaledcolistin is suggested; not using
adjunctive rifampicin; In patients with HAP/VAP caused by Acinetobacter species,against the use of
tigecycline.

The authors suggest that antibiotic therapy be de-escalated rather than fixed and recommend a
7-day course of antimicrobial therapy rather than a longer duration. Using PCT levelsplus clinical cri-
teria to guide the discontinuation of antibiotictherapy, rather than clinical criteria alone; not usingthe

CPIS to guide the discontinuation of antibiotic therapy:

APPROACH TO THE PULMONARY-NODULE

Prof. Catherine Wittman

National Jewish Health Department of Pulmonary and Critical Care Denver, CO USA

There has been an increase in the number of incidentally found pulmonary nodules due to the
widespread use of CT scans and the recent recommendation to screen for lung cancer with CT.
Although the majority of pulmonary nodules are benign, clinical and radiological data should be
utilized to determine the likelihood of malignancy. Quantitative models also exist and have shown
moderate to excellent agreement with clinical judgment. Nodules judged to be low risk for malig-
nancy can usually be followed using guidelines (Fleischner Society Guidelines for incidentally de-
tected nodules and Lung - Rads for nodules found on screening CT scans). Nodules with a high risk
of malignancy should be sent for surgical resection. Intermediate risk nodules need further work
up with additional imaging or biopsy to determine if careful observation is appropriate or if surgical
resection is warranted. Patient preference and comorbidities should be considered as the optimal

treatment strategy may differ between patients.

TIEP CAN TON THUONG NOT TAI PHOI
GS. TS. Catherine Wittman
Khoa Phéi va Diéu tri tich cuc, Bénh vién National Jewish Health, Denver, CO USA

Gan day s6 ca n6t md phdi phat hién tinh cd ngay cang tang do viéc st dung chup cét 16p vi tinh

49



(CLVT) rong rai va cé khuyén céo gan day vé viéc sang loc ung thu phéi bang CLVT. Mac du phan
I6n cac nét phéi la lanh tinh, can phéi hgp triéu chiing 1am sang va phim chup dé xac dinh kha nang
ac tinh. Hién cé mot s6 phuong phap tham do dinh lugng va cé su phu hgp tU trung binh dén cao
véi danh gia lam sang. Cac nét md ¢6 nguy co ac tinh thap thudng cé thé dudc theo dbi theo cac
hudng dan (Hudng dan cuta hoéi Fleischner doi véi not phat hién tinh ¢cd va huéng dan Lung - Rads
vGi cac n6t phat hién dugc khi sang loc bang CLVT). N6t m& ¢ nguy ¢o ac tinh cao nén dudc phau
thuat cit bd. Cac nét m& nguy co trung binh can két hgp thém véi chdn doan hinh anh hoic sinh
thiét dé xac dinh nén theo ddi sat hay nén phau thuat cit bd. Su Iua chon clia bénh nhan va céac

bénh déng méc nén dudc xem xét vi chién lugdc diéu tri t6i uu c6 thé khac nhau gilta cac bénh nhan.

NGHIEN CUU MO BENH HOC UNG THU BIEU MO PHOI THEO PHAN LOAI

CUA HIEP HOI NGHIEN CUU UNG THU PHOI QUAC TE (IASLC) HOI LONG NGUC MY (ATS) VA

HIEP HOI HO HAP CHAU AU (ERS) 2011 CHO CAC MANH SINH THIET PHOI
Tran Van Chuong', Nguyén Van Hung?
"Trung tam Giai ph4u bénh - Té bao hoc, Bénh vién Bach Mai
2Cha nhiém bd mén Gidi phdu bénh, Giam déc Trung tdm Gidi phdu bénh - Té bao hoc, Bénh vién Bach
Mai
Pat van dé: Nam 2011, Hiép hdi quéc té vé nghién ctiu ung thu phdi (IASLC) Héi 16ng nguc My
(ATS) va Hiép hoi ho hdp chau Au (ERS) cho ra phan loai méi 4p dung trén cd manh sinh thiét. Phan
loai nay cai thién su tuong quan gilia giai phau bénh va cac dic diém lam sang, chdn doan hinh anh,
sinh hoc phan ti. Muc tiéu: Nghién ctiu mé bénh hoc ung thu biéu mé phé& quan theo IASLC/ATS/
ERS 2011 cho cac manh sinh thiét phéi. Khdo sat mét s6 ddu &n mién dich xac dinh tip mé hoc ung
thu biéu mo phé quan. Déi tugng va phuong phap: M6 ta cat ngang trén 273 bénh nhan dudc chén
doan mé bénh hoc trén sinh thiét 1a UTBM phé quan phdi tai Trung tdm Giai phau bénh - T& bao hoc,
Bénh vién Bach Mai tii thang 1/2014 dén thang 8/2015. Két qua: Ung thu biéu mé (UTBM) tuyén
63,3%. UTBM vay 14,3%, UTBM té bao nhd 14,3%. Ty I& UTBM khong té bao nhé (UTBMKTBN) xu
hudng biét hdéa tuyén vay 2,2%. UTBMKTBN khong dinh danh khac 3,7%. UTBMKTBN dang sarco-
ma 0,7%. 20,5% UTMKTBN phai sti dung HMMD. Trong UTBM tuyén, TTF1 duong tinh 77,0%, CK7
la 92,3%. Trong UTBM vay, ty Ié duong tinh clia CK5/6 1a 80%, P63 la 80%. Két luan: 75,2% trudng
hgp UTBM khéng té bao nhd cé thé chén doan thudng quy, 20,5% phai st dung HMMD. UTBM tuyén
la tip hay gap. UTBM vay va UTBM té bao nho chi yéu gap & nam. Vé HMMD, céac dau &an CK7,
TTF1, CK5/6, P63 co gia tri trong dinh tip UTBM khéng té bao nhd.
Tu khoéa: Sinh thiét phdi, IASLC/ATS/ERS, héa mé mién dich
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STUDY ON HISTOPATHOLOGY OF LUNG CARCINOMA ACCORDING TO THE 2011
INTERNATIONAL ASSOCIATION FOR THE STUDY OF LUNG CANCER/ AMERICAN THORACIC
SOCIETY/ EUROPEAN RESPIRATORY SOCIETY CLASSIFICATION FOR LUNG BIOPSY SPECIMENS

Tran Van Chuong', Nguyen Van Hung?

"Microbiology department, Vietnam National Lung’s Hospital

2Head of microbiology department, Vietnam National Lung’s Hospital

Background: In 2011, The new International Association for the Study of Lung Cancer (IASLC)/
American Thoracic Society (ATS)/European Respiratory Society (ERS) lung adenocarcinoma clas-
sification provides, for the first time, standardized terminology for lung cancer diagnosis in small
biopsies and cytology. This classification improves the correlation between pathology and clinical
features, imaging and molecular biology. Objective: To study histopathology of lung carcinoma by
IASLC/ATS/ERS 2011 for lung biopsy specimens. Investigation of some immunohistochemistry
markers that subtype of lung carcinoma. Patients and methods: A cross-sectional description, ana-
lyzed biopsy specimens of 273 patients with lung carcinoma were diagnosed on biopsy at the Center
of Pathology and cytology, Bach Mai Hospital from 01/2014 to 8/2015. Results: Adenocarcinoma is
highest proportion 63.3%. Squamous cell carcinoma\was/14.3%, small cell carcinoma was 14.3%.
Non-small cell carcinoma, favor adenosquamouscarcinoma-was 2:2%. Non-small cell carcinoma,
not otherwise specified was 3,7%. Sarcomatoid carcinoma-was 0.7%. In adenocarcinoma, TTF1
express in 77.0% of cases, CK7 express in 92.3% of cases. In squamous cell carcinoma, CK5/6
express in 80% of cases, P63 express in 80% of cases. Conclusion: 75.2% of non-small-cell car-
cinoma cases can be diagnosed by routinely stains,; 20.5% requires immunohistochemistry stains.
Adenocarcinoma is most common. Squamous cell carcinoma is more common in males. CK7, TTF1,
CK5/6 P63 markers are useful in the subclassification of non-small cell lung carcinomas.

Keywords: Lung biopsy, IASLC/ATS/ERS, immunohistochemistry.
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nGAY Mot LAn (

ultibro

GIAM TRIEU CHUNG va GIAM CACDOT CAP
& bénh nhan bénh phdi tac nghén man tinh (COPD)’

THONG TIN KE TOA

DANG BAO CHE: nang cting chifa bgt thudc dang hit. HOAT CHAT: Mdi nang chta indacaterol (dudi dang indacaterol maleat)
110mcg; Glycopyrronium (dudi dang Glycopyrronium bromide) 50mcg. CHi DINH: Ultibro Breezhaler la thudc gian phé quan
dugc chi dinh dung mét lan trong ngay trong diéu tri duy tri dé lam gidm triéu chiing va lam giam cac dot cdp & bénh nhén mac
bénh phdi man tinh tac nghén (COPD). LIEU DUNG: Liéu duoc khuyén cdo 12 diing 6ng hit Ultibro Breezhaler mét 14n trong ngay
vGi lugng thudc chia trong 1vién nang 110/50 mcg. Suy giam chitc nang than: ¢ thé st dung & muic liéu khuyén cao cho bénh
nhan suy gidm chiic nang than tir nhe dén trung binh. Chi nén st dung Ultibro Breezhaler cho bénh nhan suy than nang hodc
bénh than giai doan cudi can loc mau néu hiéu qua cla thudc vuot trdi han nquy co. Suy gidm chiic nang gan: ¢d thé st dung
Ultibro Breezhaler ¢ miic liéu khuyén cdo cho bénh nhan suy gidm chiic nang gan tir nhe dén trung binh. Chua c6 di liéu trén
bénh nhan suy gan nang. Tré em: Khong st dung Ultibro Breezhaler cho bénh nhan dudi 18 tudi. Ngudi cao tudi: ¢ thé st dung
Ultibro Breezhaler & mdic liéu duoc khuyén cao cho bénh nhan trén 75 tudi. CACH DUNG: Chi diing vién nang Ultibro Breezhaler
theo duting hit qua miéng va chi dung vdi éng hit Ultibro Breezhaler. Khong dugc nudt vién nang Ultibro Breezhaler. CHONG
CHi DINH: Bénh nhan qua mén véi indacaterol, mot thanh phan cia Ultibro Breezhaler, hodc bat ¢t thanh phan nao ciia thudc.
CANH BAO VA THAN TRONG: Khong dung dong thai Ultibro Breezhaler véi céc thudc ¢6 chifa chat dong van beta-adrenergic
tac dung kéo dai hodc cac thudc doi khang thu thé muscarinic tac dung kéo dai. Hen phé quan: Khong ding Ultibro Breezhaler
dé diéu tri hen phé quan do thiéu céc dt liéu cho chi dinh nay. Khdng st dung trong truéng hap cap tinh: Ultibro Breezhaler
khéng dugc chi dinh @€ diéu tri cdc con co that phé quan cap. Qua man lién quan dén indacaterol: Néu xuat hién cdc ddu hiéu
clia phan ting di ting (ddc biét 1a khd tha hodc khé nudt, sung luGi, moi va mat, ndi mé day, phét ban da), nén ngimg duing thudc
ngay va c6 bién phap diéu tri thich hgp. Co that phé quan nghich ly: Giong nhu céc liéu phap diéu tri dang hit khac, dung
Ultibro Breezhaler c6 thé dan dén co that phé quan nghich Iy, cé khi de doa dén tinh mang. Néu xuat hién biéu hién co that phé
quan nghich Iy, nén ngling diing Ultibro Breezhaler ngay lap tic va cd bién phap diéu tri thich hgp. Tac dung khang cholinergic
lién quan dén glycopyrronium: nén than trong khi st dung Ultibro Breezhaler cho bénh nhan bi glaucom gdc dong hodc bi
tiéu. Bénh nhan suy giam nang chirc nang than: Chi st dung Ultibro Breezhaler cho bénh nhén suy than nang (t6c @6 loc cau
than udc tinh dudi 30 mL/phiit/1,73 m?) bao gom cac bénh nhan suy than giai doan cudi can loc mau trong trusng hop lgi ich
clia thudc vugt troi hon nguy co va nén dugc theo doi chat céc phan ting bat lgi cta thudc. Tac dung toan than cia cac chat
dong van beta: nén than trong khi st dung Ultibro Breezhaler cho bénh nhén ¢ bénh Iy tim mach (bénh mach vanh, nhoi mau
co tim cap, loan nhip tim, tang huyét p), bénh nhan mac dong kinh hodc nhiém ddc tuyén giap va cac bénh nhan ¢ dap ting
bat thudng véi cac thudc dong van beta2-adrenergic. Khong nén st dung Ultibro Breezhaler nhiéu lan han hodc & liéu cao han
khuyén cdo. Tac dung trén tim mach ctia cac chat dong van beta: Ultibro Breezhaler ¢d thé gay dnh hudng trén tim mach ¢6
y nghia lam sang & mdt s bénh nhan thé hién qua tang nhip tim, huyét ap, ¢d hoac khdng cé triéu chiing. Trong trung hap nay,
can can nhac nging dung thudc. Tac dong cd y nghia lam sang lién quan dén kéo dai khodng QTc chua dugc ghi nhan trong cac
thit nghiém 1dm sang cta Ultibro Breezhaler st dung liéu diéu tri dugc khuyén cdo. Ha kali mau ctia cac chat dong van beta:
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Tac dong ¢6 y nghfa lam sang lién quan dén ha kali mau chua dugc ghi nhan trong cac nghién ctiu lam sang véi Ultibro
Breezhaler stt dung liéu diéu tri duoc khuyén cdo. Tang glucose mau véi cac chat dong van beta: Bénh nhéan ddi thao dudng
nén dugc theo ddi chat han khi bat dau diéu tri bang Ultibro Breezhaler. Ultibro Breezhaler chua dugc nghién ctiu trén bénh
nhan dai thdo dudng khong duoc kiém soat t6t dudng huyét. PHAN UNG BAT LGT CUA THUGC: Ho so vé do an toan clia Ultibro
Breezhaler dugc trinh bay dua trén dit liéu ghi nhan dugc véi Ultibro Breezhaler va cac thanh phan riéng 1é cia thudc. Phd bién
(=1/10): nhiém tring dudng ho hap trén; thuong gdp (=1/100 dén <1/10): viém hong hau, nhiém trung dudng tiét niéu, viem
x0ang, viém miii, chong mat, dau dau, ho, dau hong hau bao gém ca kich (ing c6 hong, dn khdng tiéu, sau rang, dau co xuong,
sot, dau nquc; it gdip (=1/1,000 dén <1/100): qua man, dai thdo dudng va tang dudng huyét, mat ngu, di cdm, glaucom, bénh
thi€u mau cg tim, rung nhi, nhip nhanh, danh trong nquc, chdy mau cam, khd miéng, ngiia/phat ban, chudt rit, dau cg, tac
nghén bang quang va ( nudc tiéu, phi ngoai bién, mét moi. Thong bao cho bac s nhiing tac dung khdng mong mudn gap phai
khi st dung thuc. TUGNG TAC THUOC: Chua 6 nghién ctiu tuong tac thudc — thudc dic hiéu dugc thuc hién trén Ultibro
Breezhaler. Thong tin vé kha nang tuong tac cia Ultibro Breezhaler dua trén kha nang gay tuong tac cla tling thanh phan cla
thudc. Tuong taclién quan dén indacaterol: Khong nén diing Ultibro Breezhaler cling cac thudc chen beta-adrenergic (bao
gom ca cac thudc nhd mat). Trong truding hgp can thiét, nén uu tién lua chon cac thudc chen beta-adrenergic chon loc trén tim,
nhung nén str dung than trong. Than trong khi st dung véi cdc thudc co kha nang kéo dai khodng QTc (thudc tc ché monoamine
oxidase, thudc chong trdm cdm ba vong...) vi ¢d thé lam tang nguy co gy loan nhip that. St dung dong thai véi cc thudc cudng
giao cdm khac (don doc hodc 6 trong dang phdi hop) ¢ thé lam tang tac dung bat loi clia indacaterol. St dung dong thi véi cac
dan chat methylxanthin, céc steroid, cac thudc loi tiéu khong gii kali c6 thé lam tang tac dung ha kali mau ctia cac thudc déng
van beta2-adrenergic. Tuong tac lién quan dén chuyén héa va van chuyén thudc: Miic do phoi nhiém thudc ting do
tuong tac thudc véi cac thuoc tic ché manh va dac hiéu CYP3A4 va P-gp (nhu ketoconazol, erythromycin, verapamil va ritonavir)
nhung khdng c6 bat ky anh hudng nao dén d an toan cta thudc. Tweng tac lién quan dén glycopyrronium: St dung dong
thai Ultibro Breezhaler véi cac thudc khang cholinergic dang hit khong dugc khuyén céo. Du kién khong cd tuong tac thudc khi
dung glycopyrrinium ddng thai véi cimetidin hodc cic thudc tic ché hé vén chuyén cation hitu co khac. DOI TUGNG DAC BIET:
Phu nir trong d tudi sinh san: Chua cd cac khuyén cao dac biét cho phu nit trong d6 tudi sinh san. Phu nir ¢6 thai: Chua 6 cac
ditliéu trong viéc str dung Ultibro Breezhaler cho phu nit ¢6 thai. Chi nén st dung Ultibro Breezhaler trong thoi ky mang thai néu
hiéu qué cia thudc vuot trdi hon nqguy co clia thudc trén thai nhi. Phu nif cho con bu: chi nén st dung Ultibro Breezhaler cho
phu nit dang cho con bu khi lgi ich clia thudc vugt trdi han nquy ca cla thudc trén tré em. Kha nang sinh san: khong cho thay
anh hudng cia thudc trén kha ndng sinh san cta ca nam va ni. Qua trinh chuyén da va sinh con: Tuong tu cac thudc dong van
beta2-adrenergic khac, Ultibro Breezhaler 6 thé tic ché qua trinh chuyén da do tac dung gian co tron ti cung. QUA LIEU: Qud
liéu c6 thé dan dén tac dung kich thich qua mdc beta2-adrenergic dién hinh nhu nhip nhanh, run, danh trong nquc, dau dau,
budn ndn, ndn, budn nqu, réi loan nhip that, nhiém acid chuyén hda, ha kali mau va tang glucose huyét hodc cd thé gy ra tac
dung khang cholinergic, nhu tang nhan ap (gay dau, réi loan thi gidc hodc d6 mat), tdo bon hoac tiéu kh. Diéu tri ho trg va diéu
tri triéu ching dugc chi dinh trong trudng hgp nay. Trong trudng hgp nghiém trong, nén cho bénh nhan nhap vién. St dung cac
thudc chen beta chon loc trén tim c6 thé dugc can nhac dé diéu tri céc triéu chiing cudng beta2-adrenergic nhung phai dudi su
gidm sat cta bac si va can hét stic than trong vi str dung cac thudc chen beta-adrenergic c6 thé gay co that phé quan. HAN
DUNG: 18 thdng. QUY CACH DONG GOI: Hop gom 5 vi x 6 vién nang cting kém 16ng hit; Hop gom 1vi x 6 vién nang cting kem
16ng hit; Hop gom 2vix 6 vién nang ciing kem 16ng hit. BAO QUAN: Khdng bao quan thudc trén 30°C. Tranh &m. Khéng nén
st dung Ultibro Breezhaler sau ngay “EXP” ghi trén vo hop. Ultibro Breezhaler phai dugc giif ngoai tam quan sat va tam vdi cla
tré em. NHA SAN XUAT: Novartis Pharma Stein AG, Schaffhauserstrasse, 4332 Stein, Thuy Si. NHA NHAP KHAU: Cong ty ¢6
phan Dugc liéu Trung Uong 2, s6 24 Nguyén Thi Nghia, Quan 1, Tp. Ho Chi Minh, Viét Nam.
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TARGETED THERAPIES FOR LUNG CANCER
Prof. Kwun M Fong
Department of Thoracic Medicine and UQ Thoracic Research Centre, School of Medicine, The Uni-
versity of Queensland, Brisbane, QLD 4032, Australia
For a long time, the management and treatment of lung cancer depends upon the cell type (non-small
cell lung cancer [NSCLC] versus small cell lung cancer), tumor stage and the patient’s overall fitness
and suitability for treatment including personal preferences and culture.
In recent times, the discovery of driver genes for lung cancer have led to the development of new
targeted therapies that are effective for those patients whose tumours carry these mutations, and are
of advanced stage. These include EGFR gene mutations, ALK gene fusions and other less common
gene mutations.
Because the prevalence of some gene mutations are especially high in the Asian population eg EGFR
mutations, knowledge of how best to use these new molecularly targeted agents is essential for opti-
mal management of our patients. We will review the use of these agents in the first and subsequent
lines of treatment, discuss their implications for diagnostic biopsies and explore the molecular mech-
anisms of resistance to tyrosine kinase inhibitors and potential strategies for subsequent treatment.

CAC LIEU PHAP PIEU TR| PICH TRONG UNG THU PHOI
GS. TS. Kwun M Fong
Khoa Y hoc I6ng nguc va Trung tam Nghién cudu 16ng nguc UQ, Trudng Y, Pai hoc Queensland, Bris-
bane, QLD 4032, Uc
Trong moét thai gian dai, viéc theo ddi va diéu tri ung thu phdi phu thudc vao type t& bao (ung thu phdi
khong té bao nhd [NSCLC] so véi ung thu phéi té bao nhd), giai doan ung thu va thé trang chung cla
bénh nhan va phuong an thich hgp dé diéu tri bao gédm nguyén vong c& nhan va van hoa.
Trong thoi gian gan day, kham pha ra cac gen lién quan dén ung thu phdi da dan téi viéc phat trién
cac phuong phap diéu tri nhdm dich méi c6 hiéu qua cho nhiing bénh nhan c6 khéi u mang cac doét
bi&n nay va dang & giai doan tién trién. Ching bao gém dét bién gen EGFR, su bién déi gen ALK va
cac dot bién gen khac it phd bién hon.
Do su phd bién clia mot s6 dot bién gen dac biét cao 3 quan thé chau A vi du nhu doét bién clia EGFR,
hidu biét vé cach sii dung cac tdc nhan nhdm dich & cdp dod phan ti mdéi nay la diéu can thiét dé diéu
trj t6i Uu bénh nhan cla ching ta. Chlng t6i sé trinh bay tdng quan vé viéc sl dung cac thudc nay vé
lya chon diéu tri dau tién va tiép theo, thdo luan vé y nghia ctia chiing déi véi sinh thiét chin doan va
kham pha céac c¢o ché phan ti trong dé khang vai cac chat Uic ché tyrosine kinase va cac chién lugc
tiém n&ng dé diéu tri tiép theo.
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HOA XA TRI BO TRQ SAU PHAU THUAT UNG THU PHOI KHONG TE BAO NHO:
CHi BINH, LGOI iCH VA NGUY CO

TS. BS. Pham Van Thai
Phé giam déc Trung tdm Y hoc hat nhan va ung budu, Bénh vién Bach Mai
B&i canh va muc tiéu. Bién phap diéu tri ung thu phdi khéng t& bao nhd (UTPKTBN) giai doan sém
chl yéu 1a phau thuat. Tuy nhién, dé han ché tai phat, kéo dai thdi gian séng thém cho ngusi bénh,
can ap dung cac bién phap diéu tri bé trg sau phau thuat bao gém héa tri, xa tri. Cho dén nay con
nhiéu quan diém khac nhau vé vai trd clia cac bién phap nay trong tling giai doan bénh. Chinh vi vay
chuing t6i tién hanh viét bao cao nay nham muc tiéu: cap nhat cac kién thic vé chi dinh, Igi ich va nguy
cd clia héa xa tri bé trg sau phdu thuat UTPKTBN. Phuong phap nghién ciu: Phan tich, téng hop
céac thi nghiém lam sang quéc té, cac hudng dan qudc té vé diéu tri bé trg sau phau thuat UTPKTBN
b&ng héda tri, xa tri. K&t qua: Xa tri b trg sau phau thuat giup kéo dai thai gian séng thém, giam ty I&
tai phat déi véi nhém cé tén thuang di can hach N2, trong khi khéng cé hiéu qué véi nhém No-1. Véi
héa tri liéu, bién phap nay giup cai thién song thém toan bé ddi véi giai doan I, IlIA, cé di can hach
N1,2 sau phau thuat ho&c dién cét duong tinh. Héa chét bé trg sau phau thuat khéng cé hiéu qué véi
giai doan IA, hiéu qua khong rd rang véi giai doan I1B; No. Déi véi giai doan Il sau phau thuat, hoa chat
dudc lya chon uu tién hon do hiéu qua kéo dai séng thém cao han xa tri. C4 héa chét va xa tri bé trg
sau phau thuat déu c6 cac tac dung phu cho ngudibénh. /Tan suat va mic do doc tinh tuy thudc vao
tiing phac dé, liéu lugng, tinh trang ngudi bénh. Kétluan: Dégiup kéo dai séng thém, gidm ty 1é tai
phat, tranh dudc cac tac dung phu khéng can thiét ella hoa xa tri, can chi dinh dung khi diéu tri hda
xa tri b6 trg sau phau thuat UTPKTBN:

CHEMORADIATION THERAPY FOLLOW BY SURGERY IN NON-SMALL CELL LUNG CANCER:
INDICATIONS, BENEFITS AND RISKS

Pham Van Thai MD., PhD.,

Vice Director of The Nuclear Medicine and Oncology Center, Bach Mai Hospital

Background and objectives: In the early stages of Non small non-small cell lung cancer (NSLC), the
main treatment is surgery. However, in order to reduce recurrence and prolong the patients’ survival
after operation, it need to be applied other adjuvant treatment methods including chemotherapy and
radiotherapy. So far, there are different views about the role of these regiments in each stage of the
disease. This report was conducted aiming to update the knowledge about indications, benefits and
risks of adjuvant chemoradiation in after surgery. Research methodology: Analyse, summary inter-
national clinical trials, guidelines on the adjuvant treatment after surgery of NSLC by chemotherapy,
radiation therapy. Results: Adjuvant radiotherapy resulted in prolonged survival, reduced recurrence
rates in patients with N2 stage-nodal metastasis, while not effective for the No-1 group. Adjuvant
chemotherapy improved overall survival for llIA, IlIA stage, N1,2 metastatic stage patients with post -
operative or margins positive. Post-operative adjuvant chemotherapy was not effective with IA stage,
and not cleared effective on IB, No stages. For the group of patients with stage Il after surgery, the
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chemotherapy was preferred because of its survival benefit compare with radiotherapy. Both chemo-
therapy and radiotherapy postoperative carried unwanted effects on patients. Frequency and degree
of toxicity were depended on the regimen, dose and patient status. Conclusions: It needs to correctly
indicate in order to prolong survival, decrease recurrence rate, and avoid unnecessary side effects

of chemoradiation therapy in NSLC after surgery.

PULMONARY COMPLICATIONS OF PRIMARY IMMUNE DISEASE
Roger H. Kobayashi, M.D., M.S
Clinical Professor UCLA School of Medicine United States of America
Contrary to conventional thinking, primary immune deficiency [PID] is not rare. While any of the
components of the immune system may be involved, antibody defects are the most common with
Vietnam having as many as 45,000 patients with significant PID and 3,600 with Common Variable
Immunodeficiency [CVID], the most severe and potentially life-threatening antibody abnormality [450
cases alone in Hanoi]. Pulmonary and ENT physicians are the specialists most likely to encounter
these severe and potentially fatal diseases [mortality is 30 - 45% world-wide].
Physicians dealing with lung problems, particularly in patients with chronic lung disease, repeated
or severe lung infections or infections involving multiple sites: lungs, sinuses, ears and/or G.I. tract
must strongly suspect PID. Patients admitted to the hospital repeatly for lung infections or complica-
tion of chronic bronchitis, bronschietasis, interstital lung disease, infections with unusual organisms,
especially with concurrent sinusitis should automatically screen for PID. In a report from Great Brit-
ain [Evley et al ATS 2009], involving patients referred to a pulmonary inpatient service, 40 out of 913
had CVID [almost 1 in 20]. Even more impressive, at the University of lowa ENT Department, of 316
patients referred, 10% had CVID and 6.2% had selective IgA deficiency.
Pumonary complications are common, often severe and the leading cause of morbidity and mor-
tality. Pneumonia, bronchitis, empyema, bronchiectasis and lung abscesses are major infectious
complications of PID, while auto-immune and auto-infllammatory mechanisms account for interstitial
lung disease, granulomatous-lymphocytic interstitial lung disease [GLILD], organizing pneumonia
[BOOP] and pulmonary adenopathies. Auto-immune lyphoproliferative syndrome and hemophago-
cytic lymphohistiocytosis are associated in PID patients with pulmonary adenopathies.
Malignancies are also common complications of PID and is the second leading cause of death in
these patients. Non-Hodgkins lymphoma can occur in as many as 8% of CVID patients. Patients
with Hyper - IgM syndrome also have a high incidence of cancer. Pulmonary lymphomas [extra-nod-
al marginal zone B-cell ymphomas] are associated with EBV infections.
Reactive airways disease [asthma] is a frequent complication and may mask or delay the diagnosis
of PID.
In summary, the physician is respectfully urged to consider PID in patients with severe, persistent
or repeated pulmonary infections or complications. The development of complications, particular-

ly bronchiectasis or lymphomas bodes for a poor prognosis and early and unwarranted demise.
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Screening studies are readily available in Vietnam and with immunoglobulin replacement, aggressive
and appropriate antibiotic therapy, skillful and careful monitoring, many of these patients can lead
normal, productive lives. Please keep an eye out for PID ... it is not as rare as you think.

BIEN CHUNG PHOI TRONG BENH LY TU MIEN TIEN PHAT
GS. TS. Roger H. Kobayashi
Truong Y khoa - Dai hoc California tai Los Angeles, Hoa Ky
Péi lap v6i quan diém thong thudng, suy gidm mién dich tién phat (PID) khéng phai 14 bénh hiém.
Trong khi bat ky thanh phan nao clia hé théng mién dich déu c6 thé biéu hién, khiém khuyét vé khang
thé 1a phé bién nhat tai Viét Nam véi 45.000 bénh nhan PID va 3.600 trudng hgp suy gidm mién dich
da dang thudng gap (CIVD), cac bat thudng vé khang thé nguy hiém nhat va de doa ti vong (450
trudng hop tai Ha Noi). H6 hap va tai mii hong 1a nhiing chuyén khoa chd yéu gap nhiing truéng hop
nang va co nguy co ti vong (ty 1é tli vong la 30-45% trén toan thé gidi).
Khi diéu tri nhiing trudng hop bénh hé hap, dac biét 1a ¢ nhiing bénh nhan bi bénh phéi man tinh,
nhiém khuan phdi tai dién ho&c nhiém trung phdi nang hodc nhiém trung da vi tri: phéi, xoang, tai va/
hodc da day - rudt thi phai nghi ngd PID. Bénh nhan nhap vién lién tuc vi nhiém trung phdi tai dién
ho&c vi bién chiing clia viém phé quan man tinh, gian phé& quan, bénh phdi k&, nhiém trung véi cac
tac nhan bat thudng, dac biét 1a ddng mac viém xoang can’dudc sang loc PID. Trong mét bao céo tai
Anh [Evley et al ATS 2009], 3 bénh nhandén diéutrindi trd cdbénh phéi, 40 trong s& 913 trudng hop
da c6 CVID [gan 1 trén 20]. Tham chi, tai khoa tai >mii - .heng, trudng dai hoc Lowa, trong s6 316
bénh nhan dugdc sang loc, 10% c6 CVID va 6,2% cd thiéu IgA chon loc.
Céac bién chiing vé phdi la phé bién, thudng nang va la nguyén nhan hang dau gay tan tat va td vong.
Viém phdi, viém phé& quan, gidan phé quan, khi phé thiing va ap xe phdi la nhiing bién chiing nguy hiém
cta PID, trong khi cac co ché ty mién va viém tu phat xay ra trong bénh phdi k&, bénh phéi ké - u hat
lympho [GLILD], viém phdi t chiic héa [BOOP] va bénh ly t6 chtic lympho tai phdi. Hoi chiing tdng sinh
tu mién t& bao lympho va hoi chiing thuc bao mau cé lién quan dén cac bénh nhan PID bi bénh phéi.
Ung thu ciing la bién chiing phé bién ctia PID va la nguyén nhan gay ti vong hang thi hai 8 nhiing
bé&nh nhan nay. U lympho khéng Hodgkin c6 thé xay ra § khodng 8% bénh nhan CVID. Bé&nh nhan cé
hoi chiing ting - IgM ciing ¢6 ti I& ung thu cao. U lympho & phdi (dang u lymphé té bao B ngoai hach
bach huyét) co lién quan dén nhiém trung EBV.
Bénh ly dudng hé hap do phan ting [hen/suyén] la bién chiing thudng xuyén va c6 thé che gidu hoic
tri hoan viéc chan doan PID.
Tém lai, cac bac silam sang can can nhic dén PID & nhiing bénh nhan bi nhiém trung phéi ning, dai
déng, tai phat hodc cé bién chiing. Su tién trién clia cac bién chiing, déc biét 1a gidn phé& quan hoac
u lympho cé tién lugng xau va gay ti vong sém va khong ré can nguyén. Cac nghién cliu sang loc da
c6 thé thuc hién & Viet Nam va véi lieu phap thay thé globulin mién dich, diéu tri khang sinh manh va
thich hgp, theo dai sat va cén than, nhiéu bénh nhan nay co thé co cudc s6ng binh thudng va co ich.
Hay chi y dén PID..... né khéng hiém nhu cac ban nghi.
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APPROACH TO THE DIAGNOSE AND TREATMENT OF INTERSTITIAL LUNG DISEASES
A/Prof. Joshua Solomon, M.D., PhD
National Jewish Health, USA
Interstitial lung diseases are a group of diffuse parenchymal disorders that affect the interstitial
component of the lung and are grouped together because of similar clinical, xray, physiologic or
pathologic patterns. There are over 200 different interstitial lung diseases that fall into the catagories
of idiopathic, drug induced, exposure related, genetic/inherited or related to systemic disease. The
evaluation of these patients is extensive and involves a thorough history looking for possible expo-
sures and a physical exam looking for signs of an associated systemic disease such as a connective
tissue disease. Physiology reveals evidence of restriction and HRCT shows some combination of
inflammation (“ground glass”) and fibrosis (reticulation, honeycombing, traction bronchiectasis). Bi-
opsy is occasionally needed to confirm the diagnosis. Treatment depends on the specific type of ILD
and often includes either immunosuppression or anti - fibrotic therapy.

TIEP CAN CHAN DOAN VA PIEU TRI BENH LY PHOI KE
PGS. TS. Joshua Solomon
National Jewish Health, Hoa Ky
Bénh phdi k& 1a mot nhém cac bénh ly nhu mé phdi lan tda, tac ddng 1én mé ké clia phéi, ching dugc
x&p cung mdt nhém do su tuong ddng vé lam sang, phim X-quang, dac diém sinh Iy va mé bénh hoc.
C6 han 200 loai bénh Iy phdi ké khac nhau dudc phan thanh cac nhém: vé cén, do thudc, do phai
nhiém, gen/di truyén va bénh Iy hé théng. Viéc danh gia cac bénh nhan nay réat phuc tap théng qua
khai thac ky tién s phoi nhiém, tham kham lam sang tim kiém cac triéu ching lién quan dén bénh
hé théng nhu bénh mo lién két. Sinh ly hoc cho thdy bang chuing rdi loan théng khi han ché va chup
céat 16p vi tinh do phan giai cao chi ra su két hop cla viém (kinh md) va xa (dang sai, t6 ong, gidn phé
quan do co kéo). Hiém khi can dén sinh thiét phéi dé khang dinh chin doan. Biéu tri phu thudc vao
typ d&c hiéu cla bénh phdi ké va thudng két hop thudc tc ché mién dich va Uc ché tao xo.

CAP NHAT KHUYEN CAO BTS 2017 VE OXY TRI LIEU
TU LY THUYET DEN THUC HANH LAM SANG

TS. D6 Thi Tudng Oanh
Truéng khoa Bénh ph5i tdc nghén Bénh vién Pham Ngoc Thach
THUC TRANG SU DUNG OXY TRI LIEU
Oxy dugc st dung nhiéu nhat trong cap clu nhung thudng dugdc chi dinh theo cdm tinh. Nhiing sai 1am
thudng gap la chi dinh oxy tri liéu réng rai qua mdc can thiét ngay ca khi oxy mau & mdc binh thudng
hoac nhan biét khong day du vé méi nguy cla tang oxy mau, dac biét trong cac trudng hgp suy hd hap
c6 tdng CO, mau. Chi dinh oxy tri liéu thudng dugc cho khdng diing cach, khong day di va thiéu theo dbi.

58



OXY TRI LIEU TRONG CAP CUU THEO KHUYEN CAO BTS 2017

Oxy liéu cao can cho ngay lap tic & nhiing bénh nhan rat nang de doa tl& vong. Oxy tri liéu chi
giup cai thién tinh trang oxy héa chi khéng diéu chinh cac nguyén nhan ha oxy mau. SpO, nén
dugc do G tat ca bénh nhan nhu |a diu hiéu sinh tén thi 5 va can dugc kham lam sang khi thap
hon SpO, muc tiéu hodc gidm > 3% so vé6i SpO, trudc day.

D6 bao hoda oxy muc tiéu 1a 94-98% ddi vGi hau hét bénh nhan bénh nang cép tinh va 88-92%
ddi vGi cac bénh nhan cé nguy cG suy ho hap type 2. Oxy tri liéu bao gém dung cu s dung va
luu lugng c&n dudc diéu chinh dé duy tri dd bao hoa oxy muc tiéu va can dudc danh gia lai béng
khi mau déng mach néu can phai tang liéu oxy. Nén gidm liéu va ngung oxy khi ngudi bénh co
thé tu duy tri dudc muc bao hoa oxy hon hodc bing muc muc tiéu véi khi troi.

Oxy phai dugc xem nhu Ia moét loai thuéc va can dudc chi dinh thich hgp: Ghi rd trong hé so
bénh an véi luu lugng, thiét bi s dung va muc tiéu do bao hoa cu thé, va nén dugc danh gia lai
thudng xuyén.

BTS GUIDELINE 2017 FOR EMERGENCY OXYGEN USE IN ADULTS PATIENTS
FROM GUIDELINE TO CLINICAL PRACTICE

Do Thi Tuong Oanh MD., PhD,
Chief of Lung Obstructive Diseases Ward Pham Ngoc Thach hospital
OXYGEN THERAPY IN CLINICAL USAGE
Oxygen is the most commonly used drug in the ER but'usually indicated inappropriately. The com-
mon mistakes is indicating oxygen even it is not needed when normoxemia or not fully aware the risks
of hyperoxemia, especially in respiratory failure with-hypercapnia. Prescription of oxygen is usually
inapproriately, and lack of monitoring.
OXYGEN USE IN EMERGENCY SETTINGS UPDATED TO BTS GUIDELINE 2017
High - concentration oxygen should be administered immediately for critical ill patients. Supplemental
oxygen improves oxygenation but does not treat the underlying causes of hypoxemia. SpO, should
be monitored in all patients as a fifth vital sign and clinical assessment is recommended when the
saturation is below the target range or falls by > 3%.
Target saturation is 94-98% for most acutely ill patients and 88-92% for those at risk of respiratory
failure type 2. Oxygen delivery devices and flow rates should be adjusted to keep the the oxygen sat-
uration in the target range and the patients should be re-evaluate with ABG if oxygen therapy need to
increase. Oxygen should be reduced and discontinued once patients can maintain saturation within
or above the target breathing air.
Oxygen should be regarded as a drug and needs to be appropriatedly prescribed: Oxygen prescrip-
tion should be written on the drug chart with delivery devices and target saturation, and shoud be
re-assess frequently.
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CHAN POAN VA PIEU TRI

BENH PHOI TAC NGHEN MAN TiNH THEO KIEU HINH
ThS. Lé Thi Thu Huong
Trudng khoa H6 hdp - Bénh vién Nhan Dan Gia Pinh
Bénh phdi tAc ngh&n man tinh (BPTNMT) l& nguyén nhan hang dau gay tan phé, tii vong, va chi phi
cham soéc stic khoé trén toan thé gidi. BPTNMT dudc nhin nhan 1a mot bénh rat khong dong nhat,
phtic tap va khong phai tat ca bénh nhan déu dudc hudng lgi tii cac loai thudc hién cé. Do dé, kiéu
hinh BPTNMT c6 thé giup xac dinh nhém bé&nh nhan cé cac dac diém lam sang tuong tu, tién lugng
va du doan ai s& dap (ing v6i mot nhém thude diéu tri BPTNMT. Cac kiéu hinh dudc dé nghi la: chéng
lan hen-BPTNMT, dgt kich phat thudng xuyén, khi phé& thiing chl yéu thly trén, viém phé quan man,
BPTNMT c6 bénh déng méc,.. Bai trinh bay nay sé tap trung vao nhiing tién bd gan day trong phan
loai va diéu tri BPTNMT dua trén cac kiéu hinh 1am sang.
TU khéa: Bénh phéi tdc ngh&n man tinh (BPTNMT), kiéu hinh, kiéu hinh Iam sang.

IDENTIFYING AND TREATING

CHRONIC OBSTRUCTIVE PULMONARY DISEASE BASED ON PHENOTYPES
Le Thi Thu Huong, MD
Head of Respiratory Dept - Nhan Dan Gia Dinh Hospital
Chronic obstructive pulmonary disease (COPD) is a worldwide leading cause of morbidity, mortality
and health - care expenses. It is recognized that COPD is a very heterogeneous, complex disease
and not all patients benefit from the available medications. Therefore, COPD phenotyping can help
identify groups of patients with similar clinical characteristics, prognosis and to predict who will re-
spond to a class of drugs for COPD. The proposed phenotypes include: overlap asthma - COPD,
frequent exacerbators, upper lobe predominant emphysema, chronic bronchitis, comorbid COPD,
amongst others. This presentation will focus on recent advances in grading and treating COPD
based on clinical phenotypes.

Key words: Chronic obstructive pulmonary disease (COPD), phenotype, clinical phenotype.

XU TRi BGT CAP BENH PHOI TAC NGHEN MAN TiNH
KHANG SINH HAY KHANG VIEM
TS. BS. Nguyén Van Thanh
Ph6 Chu tich Héi Lao va Bénh phéi Viét Nam
COPD la mét bénh khong déng nhat. Tinh khéng déng nhéat thé hién khong chi & dién bién bénh
ma con & cac dot cdp. Cac dii liéu nghién clu da chiing minh dudc cac dang kiéu hinh dot cdp c6

tién lugng va dap Ging diéu tri khac nhau. Céac tai liéu hudng dan xU tri dgt c4p hién nay con chua
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c6 cac khuyén cao rd rang trong viéc xac dinh va chi dinh khang sinh, CRS hay ca hai méc du biét
rang viéc chi dinh khéng hgp ly luén kém theo nhiing tac dung khéng mong muén. Trong khi chg
két qua nhiing nghién ctiu c6 thiét ké t6t han dé két luan, viéc nhan dang kiéu hinh trén nhém bénh
nhan nhe, trung binh diéu tri ngoai trd, 1a nhéom chiém da sé va tiép can diéu tri thudc phu hgp 1a
rat can thiét.

TU khoa: Bgt cap COPD, thu6c khang sinh, thuéc khang viém steroid, phenotype COPD

MANAGEMET FOR ACUTE EXACERBATION OF COPD:
ANTIBIOTIC OR CORTICOSTEROID

Nguyen Van Thanh, M.D.,Ph.D
Vice President of Vietnam Association Against Tuberculosis and Lung Diseases
COPD is a heterogeneous disease. Heterogeneity manifests itself not only in the course of disease
but also in the acute stages. Research data have demonstrated that the various phenotypes have
different prognostic and therapeutic responses. There are no clear recommendations in the guide-
lines for the definitive treatment of antibiotic, CRS, or both, despite the knowledge that unreasonable
indications are always accompanied by undesirable_ eftects/ While waiting for the results of better de-
signed studies to conclude, the phenotypic identification in-the-mild, moderate of acute exacerbation
on outpatient that are majority and indication-of appropriate drug treatment are very necessary.

Key words: acute exacerbation of COPD, antibiotics, steroids, COPD phenotype

PIEU TRI BGT CAP BENH PHOI TAC NGHEN MAN TiNH NHAP VIEN
PGS. TS. Phan Thu Phuong
Trung tdm H6 hap - Bénh vién Bach Mai
Dot cap bénh phc“Si tdc nghé&n man tinh |a su khdi phat cép tinh, néng lén cla cac triéu chiing ho hap
(vi du nhu khé théd tang, ho tang va thay déi vé tinh chat va sé lugng ddm) va can thiét c6 mot su thay
déi trong diéu tri hang ngay. Dot cdp bénh phéi tdc nghén man tinh nang va nhap vién la mét ganh
nang trong thuc hanh bénh vién, Dot cap bénh phéi tdc ngh&n man tinh 1a dién bién quan trong vi
né anh hudng dén tién trién ning clia bénh. Nhap vién 1a yéu té tién lugng kém & bénh nhan vai ti [&
bénh nhan ti vong trong vong 5 nam chiém khoang 50%. Chan doan muic dd nang clia dot cdp dua
vao muc do nang ctia bénh nén, cac bidu hién ning cla dot cdp va cac bénh déng mac. Nhiém trung
dudc danh gia 1a cidn nguyén chl yéu gay dot cap va nhap vién cla dot cap bénh phdi tdc ngh&n man
tinh. Hai van dé kho khan cho cac thay thudc lam sang la danh gia tinh trang nang va chi dinh khang
sinh diéu tri theo kinh nghiém trong diéu tri dot cdp do bdi nhiém. Cac nhém thuéc diéu tri trong dagt
cap COPD nhép vién la khang sinh thich hgp, corticoid va thudc gian phé quan. Thd oxy, thd may xam
nhap va khéng xam nhap dudc chi dinh trong trudng hop bénh nhan suy hé hap.
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TREATMENT OF ACUTE EXACERBATION CHRONIC OBSTRUCTIVE PULMONARY
DISEASE REQUIRING HOSPITALISATION

A/Prof. Phan Thu Phuong, MD., PhD

Respiratory Center - Bach Mai Hospital

Acute exacerbation chronic obstructive pulmonary disease (AECOPD) can be defined as an acute
event characterized by a worsening of the patient’s respiratory symptoms (e.g., worsening dyspnea,
worsening cough, and/or changes in the character or amount of sputum) that is beyond normal day
to-day variations. Exacerbations of COPD are important events as these have a major impact on the
natural history of the disease A case of Acute exacerbation chronic obstructive pulmonary disease
require hospital admission is a poor prognosis in patients with a 50% mortality rate within 5 years.
Diagnosis of the severity of the exacerbation is based on the severity of the COPD, severe manifes-
tations of the exacerbation and presence of comorbidities. A majority of episodes of AECOPD exac-
erbation requiring hospitalisation are triggered by infections. Two difficult issues for clinicians are the
assessment of severity and indication of antibiotic therapy empirically treated in acute exacerbation.
Treatment for AECOPD hospitalization are the appropriate use of antibiotics, corticosteroids and
bronchodilators. Oxygenated, invasive and non-invasive ventilation is indicated in COPD patients

with respiratory failure.
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CAC BIEN PHAP PHONG NGUA BGT CAP COPD
ThS. BS. Cao Thi My Thuy
Truéng Khoa H6 hap - Bénh Vién Pa Khoa Trung Uong Can Tho
Pot cdp bénh phdi tAic nghén man tinh (COPD) dudc dinh nghia la mét hién tugng trong tién trién
tu nhién cla bénh, dugc dac trung bang su thay déi cac triéu chuing khé thd, ho va/hoac khac dom
& muc co ban clia bénh nhan, vudt ra ngoai cac dao ddng hang ngay, xay ra cap tinh va cé thé
doi hdi mot su thay ddi vé ché do diéu tri. Dot cdp COPD c¢6 nhiéu  tac dong tiéu cuc, bao gém
giam chét lugng cudc s6ng, &nh hudng dén triéu chiing va chiic ndng phdi lam kéo dai thai gian héi
phuc, t6c do gidm chic ndng phdi nhanh va nhap vién. Hon niia, cac dot cdp gay ti vong dang ké,
dac biét 1a cac trudng hgp doi hdi nhap vién, gay bung phat kinh té xa hoi véi chi phi dgt cap chiém
gan nhu toan bé chi phi cham sdéc stic khoé COPD. Vi vay, cac diéu tri lam gidm tan suat dgt cap
sé c6 tac dong dang ké dén tinh trang stic khoé, séng con va giam bung phat kinh t& cia COPD.
Cac can thiép khoéng dung thudc, nhu du phong cum hay phé cau bang tiém ngiia, cai thuéc 14,
phuc héi chiic nang hé hap va gido duc, cung véi céac ti€p can diéu tri thuéc dac hiéu, bao gém,
cac thu6c dan phé quan, cac ché do diéu tri co corticosteroid, khang sinh macrolide kéo dai, cac
chét Gc ché phosphodiesterase - 4 (PDE4), cac chat diéu hoa tiét nhay cé thé lam gidm hay du
phong dot cap cla bénh.

TREATMENTS TO PREVENT-EXACERBATION OF COPD
Cao Thi My Thuy, M.D
Director of Respiratory Center Can Tho Hospital
An exacerbation of COPD is defined as an event in the natural course of the disease character-
ized by a change in the patient’s baseline dyspnea, cough, and/or sputum that is beyond normal
day-to-day variations; is acute in onset; and may require a change in medication regimen. The
consequences of a chronic obstructive pulmonary disease (COPD) exacerbation are many. Ad-
verse effects of an exacerbation include a negative impact on patient quality of life, an effect on
symptoms and lung function that are associated with a lengthy recovery, an accelerated rate of
decline in lung function and hospital admissions. Moreover, exacerbations may result in significant
mortality, particularly in cases that require hospitalization and are associated with a high socio-
economic burden, with exacerbations accounting for most of total COPD healthcare expenditure.
Therefore, treatments that reduce exacerbation frequency will have a significant impact on health
status, survival and reduce the economic burden of COPD.The treatment to prevent and reduce
the frequency and severity of exacerbations is one of goals of COPD management. Nonpharmaco-
logical interventions, such as prevention of influenza or pneumococcal disease via immunization,
smoking cessation, pulmonary rehabilitation, and education, along with specific pharmacological
approaches, including, bronchodilators, and corticosteroid - containing regimens, long term mac-
rolide antibiotics, phosphodiesterase - 4 (PDE4) inhibitors, mucoregulators may reduce or prevent
exacerbations of disease.
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THE SINOBRONCHIAL SYNDROME, DIAGNOSIS AND TREATMENTS
IN CLINICAL PRACTICE

Viet Nguyen Vu Hoang MD.,
Respiratory Central - Bach Mai hospital
The sinobronchial syndrome is chronic inflammation of the airways including: upper respiratory tract
infections (chronic sinusitis) and non-specific infections in lower respiratory tract (chronic bronchiol-
itis, bronchiectasis, and diffuse panbronchiolitis. It is common in East Asian countries, most common
in Japan and rare in Western countries. The cause of sinobronchial syndrome is unknown. Japa-
nese and Korean researchers suggest that the disease is linked to susceptible gene factors. Studies
about bacterial in patients with sinobronchial syndrome often present chronic infection with bacteria
such as Haemophilus influenza, Pseudomonas aeruginosa. Previously, sinobronchial syndrome has
a severe prognosis, often leading to chronic respiratory failure and death, with a survival rate of over
5 years of about 60%. Recently, many studies of using antibiotics in the low-dose long-acting mac-
rolide group have been shown to be effective.

HOI CHUNG XOANG PHE QUAN, TIEP CAN CHAN POAN VA PIEU TRI
TRONG THUC HANH LAM SANG

ThS. Nguyén Vii Hoang Viét
Trung tdm H6 Hap - Bénh vién Bach Mai
Hoi chiing xoang phé& quan la tinh trang viém man tinh dudng hé hap bao goém: viém dudng ho hap
trén (viém mii xoang man tinh) va viém dudng hé hap dudi khéng dac hiéu (viém phé quan man tinh,
gian phé& quan va viém tiéu phé quan lan tda ca hai phéi). Bénh hay gip & cac nuéc Bong A, phd
bi€n nhat 8 Nhat Ban va hiém gap & cac nudc phuong Tay. Nguyén nhan clia Hoi chiing xoang phé
quan dén nay chua rd. Cac nha nghién ctiu Nhat Ban va Han Qudc cho rang bénh c¢é lién quan dén
yéu t6 gen nhay cdm. Nghién ctiu vé vi khudn & bénh nhan héi chiing xoang phé quan thudng thay
nhiém man tinh cac vi khudn nhu Haemophilus influenza, Pseudomonas aeruginosa. TruGc day, hoi
chiing xoang phé quén la bénh cé tién lugng nang, thudng dan t6i suy hé hdp man tinh va tl vong,
ti 1& séng trén 5 nam chi khoang 60%. Gan day, c6 nhiéu céng trinh nghién clu s dung khang sinh
thuéc nhém Macrolid liéu thap kéo dai ¢ hiéu qua tét va cé thé noi 1a bénh diéu tri dugc.

EXACERBATIONS OF BRONCHIECTASIS:
MANIFESTATTION, MICROBIOLOGY AND TREATMENT

Doan Thi Phuong Lan, M.D., Ph.D

Respiratory Center-Bach Mai Hospital

Bronchiectasis is a permanent dilatation and thickening of the airways characterised by chronic
cough, excessive sputum production, bacterial colonisation, and recurrent acute infections. It may
be widespread throughout the lungs or more localised. Exacerbations are significant events in the
course of bronchiectasis. Exacerbations are associated with accelerated lung function decline and
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deterioration in quality of life. Deciding when a patient has an acute exacerbation is based on symp-
tomatic and physiologic changes, rather than any specific lab investigation. An acute bacterial infec-
tion is often preceded by an increase in exacerbations. Prevention of exacerbations is therefore one
of the key objectives of management of bronchiectasis. The most prevalent pathogenic bacteria are
Haemophilus influenzae, Pseudomonas aeruginosa, streptococcus pneumoniae, Staphylococcus
aureus and Moraxella catarrhalis. Acute exacerbations are treated with antibiotics directed against
the known bronchiectasis pathogens and guided by previous sputum culture results. Supportive ther-
apy for exacerbations should include airway clearance along term oxygen, hydration, and treatment
of bronchospasm as required.

POT CAP GIAN PHE QUAN: BENH CANH LAM SANG, VI KHUAN HOC VA BIEU TRI
TS. BS. Bboan Thi Phuong Lan
Trung tdm H6 hap - Bénh vién Bach Mai
Gian phé quan la bénh gidn va day thanh phé quéan khong héi phuc dugc dac trung bdi cac triéu
chiing ho kéo dai va tang tiét dom, c6 vi khuén cu trd thudng xuyén trong dudng thd va cé nhiéu dot
nhiém trung tai dién. Gian phé& quan cé thé lan tda hodc khu tri. Cac dot cap clia bénh gian phé quan
la khong thé thiéu. Cac dgt cdp clia gian phé quan lam cho chiic ning phdi suy gidm va anh hudng
dén chat lugng cudc séng. Chan doan dot cdp cla gian phé-quan la dua vao thay déi cac triéu chiing
cd ndng va thuc thé. Nguyén nhan dgt cdp thudng-do-nhiém tring. Trong quan Iy bénh gidn ph& quan
phong nglia dot cdp 1a mau chét. Cac vi khuén hay gédp trong dot cap cla gian phé quan |4 Haemoph-
ilus influenzae, Pseudomonas aeruginosa, streptococcus pneumoniae, Staphylococcus aureus and
Moraxella catarrhalis. Diéu tri khang sinh trong dot cap dua vao loai vi khuén cu tri hoac két qua cay
ddm gan day. Bén canh dé can phdi hop véi cac diéu tri bd xung nhu thd oxy dai han tai nha, uéng du
nudc, dung thudc gidan phé quan..

BRONCHODILATOR DRUGS AND THEIR MECHANISM IN INCREASING MUSCLE MASS
IN ANIMAL: DID RESPIRATORY PHYSICIANS KNOW?

Nguyen Nhu Vinh MD'?2
"Center for Family Medicine Training, University of Medicine and Pharmacy at Ho Chi Minh City
2Department of Functional Exploration - University Medical Center, Ho Chi Minh City
Beta adrenergic agonists - a group of bronchodilator drugs - has been used recently with anabolic
dose in animals results in a significant increase in muscle mass and a decrease in body fat mass,
better utilization of food, increased growth of animals and improved organoleptic properties of meat
produced. Providing meats produced from this method lead to worry in community about their poison
right after use and adverse effects on human health later on. In medical literature, p - agonists were
illegally used in many countries during the fattening of animals, with the aim to achieve significant
yield in meat production and higher economic profit and resulted in some poisoning cases in con-
sumers eating these meats. This presentation will describe the mechanism of p - adrenergic agonists
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in increase muscle mass and decrease body fat mass; types of drugs has been used in animal and
regulations from some countries around the world regarding using these drugs in animal and report
some food poisoning evidences related to using these meats. Misuse of these substances in weight
loss intervention and muscle building in human will also be discussed.

THUOC GIAN PHE QUAN VA CO CHE TAO SIEU NAC:
LIEU CAC BAC SY HO HAP DA BIET?

ThS. Nguyén Nhu Vinh'?
"Trung Tam Pao Tao Béac ST Gia Pinh - Pai Hoc Y Dugc Tp. H6 Chi Minh
2Khoa Tham Do Chuc Nang - Bénh Vién Pai Hoc Y Dugc Tp. H6 Chi Minh
Gan day céc loai thit siéu nac dudc tao ra va dua vao tiéu thu gay nhiéu hoang mang trong du luan.
Nhiéu vu ngd doc da xuat hién do an phai cac loai thit nay cling nhu céac lo ngai vé tac dung gay hai
lau dai & ngudi do cac thuc phdm nay gay ra. Viéc st dung céc thudc dan phé quan nhém kich thich
beta 2 dé tao ra siéu nac & thu nudi va siéu co bap & ngudi da dudc y van dé cap nhiéu va tu lau.
Lam thé& nao céc thudc nay tao ra nac hay cd bap & ngudi va thu nudi la diéu ma cac bac sican biét
dac biét la cac bac s hoé hdp dang st dung nhom thudc nay hang ngay. Bai bao céo trinh bay co ché
tao nac va gidm ma@, cac loai thudc kich thich beta 2 hién dugc dung dé tao nac trong chan nuébi, cac
vu ngd doc 16n trong qué kh, cac khuyén cao & cac qudc gia khac nhau vé viéc st dung thuée kich
thich beta 2 trong chan nudi. B4o céo ciing diém qua viéc lam dung nhém thudc nay & ngudi trong
viéc gidm can va thé duc hinh thé.

KHUYEN CAO CHAN POAN VA BIEU TRI NHIEM NAM XAM LAN
Ngé Quy Chau', Nguyén Gia Binh', D6 Quyét?, Tran Quang Binh3, Tran Thanh Cang®, Lé Tién
Diing®, Vii Van Giap', Chu Thi Hanh', Tran Van Ngoc®, Phan Thu Phuong', Pdng Quéc Tuan',
Pao Xuan Ca', Lé Thugng V¢, Pham Thi Ngoc Thao®, Nguyén Pang Tuan', Lé Pldc Nhan’,
Pham H6ng Nhung', Truong Thién Phié, Nguyén Thi Nam Liéné, Tran Thi Thanh Nga®, Phan Thi
Xuan®, Truong Thai Phucng', D6 Danh Quynh®, Hoang Anh Btic', Nguyén Thi Thanh Huyén’,
Pham Thj Lé Quyén', Nguyén Thanh Thuy', Mai Van Cudng', Pham Thé Thach'
'Bénh vién Bach Mai, 2Vietnam Military Medical Academy, 3Bénh vién Quéc Té TP. H6 Chi Minh,
‘Bénh vién Viét Tiép, °Bénh vién Pai hoc Y duoc - TP. H6 Chi Minh, ¢Bénh vién Cho Ray - TP. HO
Chi Minh, ’Bénh vién Ba Nang, 8Bénh vién Trung uong Hué, °Bénh vién Viét Puc,°Trudng Pai Hoc
Y Ha Noi
Nhiém ndm xam ldn dudc xac dinh khi ¢6 su hién dién clia ndm, cé thé 1a ndm men, ndm madc hay
nam ludng hinh, tai cac mo sau cla co thé dudc khéng dinh bang cac xét nghiém mo bénh hoc hoac
nudi cdy. Trong s6 han 1,5 triéu loai vi ndm trén trai dat chi cé khoang 300 loai gy bénh & ngudi. Cac
tac nhan gay bénh phé bién nhat 1a Candida, Aspergillus, Cryptococcus, Talaromyces marneffei va
Pneumocystis spp. Phan loai theo giai phau va vi tri tén thuong gédm c6 nhiém ndm da - niém mac

va nhidm n&m sau hay nhiém ndm xam |&n, trong dé nhiém ndm mau va nhiém nam phdi la hai thé

66



bénh phé bién nhat clia nhiém ndm xam lan.

Ch&n doan nhiém ndam xam l&n van 14 thach thic trong thuc hanh 1am sang va viéc diéu tri kip thoi
thudng phu thudc vao mic dé nghi ngd trén lam sang. Tan suat nhiém nam xam lan dang tang lén
nhanh chéng trong vong hon 20 ndm qua do su gia tang cla quan thé cé nguy co bi nhiém bénh.
Quan thé dé bao gébm cac bénh nhan suy gidm mién dich nhu ung thu mau, ung thu tly xuong, ung
thu hé bach huyét, nhiém HIV/AIDS va cac bénh nhan s dung céac thuéc tc ché mién dich trong cac
bénh tu mién hay dé chéng thai ghép.

Tiéu chuén vang dé chan doan nhi@m ndm xam lan dua vao xét nhiém mo bénh hoc hoac xét nghiém
vi nudi cdy va dinh danh ndm gay bénh ti cac bénh phdm ngudn géc vé trung trong co thé. Tuy theo
yéu t6 co dia, lam sang va muc do chic chan bang chiing vé nam chia thanh 3 muc dd: Chéc chan
(Proven) bi ndm xam 1an; Nhiéu kha n&ng (Probable) bi ndm xam 14an; C6 thé (Possible) bi bénh ndm
xam 1&n. Chan doan chéc chin nhiém ndm xam l4n & phdi dua vao bénh canh lam sang, hinh anh
XQ va bang chiing vé nam trén két qua moé bénh hoc, t€ bao hoc hoac xét nghiém vi sinh ti mo bi
t6n thuong. Ch&n doan nhidm ndm xam I&n mau chéc chan dua vao bénh canh lam sang, xét nghiém
cdy ndm mau.

Viéc lua chon cac thudc diéu tri ndm phu thudc vao can nguyén gay bénh ciing nhu cac yéu t6 ca dia
clia bénh nhan. Céac thudc diéu tri ndm quan trong la Amphotericin B, Fluconazole, Voriconazole véi
muc do uu tién lya chon khac nhau tly thuéc vao ean\nguyén gay bénh. Trong diéu tri nhiém nam
candida mau: lya chon hang dau la nhom|Echinocandin (Anidutafungin), Iua chon thay thé la Flucona-
zone. Voricanazole 1a lya chon uu tién trong-diéu tri.nhiém ndm Aspergillus xam 1an phdi. Con trong
diéu tri nhiém nam cryptococus, Amphotericin B 1a lya chon diéu tri ban dau.

Du phong nhiém ndm xam lan can phai ti€én hanh két hgp nhiéu bién phap: cach ly bénh nhan co yéu
t6 nguy cG cao, dam bao cac quy tac vé vé sinh nham tranh 1y truyén chéo va diéu tri du phong cac
thu6c chéng nam.

VNRS/VNACCEMT GUIDELINE FOR INVASIVE FUNGAL INFECTIONS

Ngo Quy Chau', Nguyen Gia Binh', Do Quyet?, Tran Quang Binh3, Tran Thanh Cang*, Le Tien
Dung®, Vu Van Giap', Chu Thi Hanh', Tran Van Ngoc®, Phan Thu Phuong', Dang Quoc Tuan'’,
Dao Xuan Co', Le Thuong Vué, Pham Thi Ngoc Thao®, Nguyen Dang Tuan', Le Duc Nhan?, Pham
Hong Nhung', Truong Thien Phu®, Nguyen Thi Nam Lien?, Tran Thi Thanh Nga®, Phan Thi Xuan®,
Truong Thai Phuong', Da Danh Quynh®, Hoang Anh Duc', Nguyen Thi Thanh Huyen', Pham Thi
Le Quyen', Nguyen Thanh Thuy', Mai Van Cuong', Pham The Thach'

'Bach Mai Hospital, 2Vietnam Military Medical Academy, *Ho Chi Minh City International Hospital,
“Viet Tiep Friendship Hospital, >°Ho Chi Minh City Medicine University Hospital, °Cho Ray Hospital,
’Da Nang Hospital, 8Hue Central Hospital, °Viet Duc University Hospital, "°’Hanoi Medical University
Invasive fungal infection is defined by the presence of fungus, can be the yeast, mold or dimorphic
fungus, in deep tissues of the body confirmed by histopathologic identification or microbiological
examination. There more than 1.5 million types of fungus on planet, but there are only about 300
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species cause disease in humans. The most common pathogens are Candida, Aspergillus, Cryp-
tococcus, Talaromyces marneffei and Pneumocystis spp. The anatomic categories are muccocuta-
neous infection and deep organ fungal infection or invasive fungal infection, in which bloody fungal
infections and pulmonary infections are the two most common kind of invasive fungal infection.
The diagnosis of invasive fungal infection has been still a challenge in clinical practice and the early
treatment often depends on the level of suspicion in clinical practice. The incidence of invasive fun-
gal infection has been increasing rapidly over the past 20 years due to the increase of the population
at risk. This population includes immunocompromised patients such as blood cancer, bone marrow
cancer, lymphoma, HIV/AIDS patients, and patients taking immunosuppressive drugs in autoim-
mune diseases or to prevent transplant rejection.

The gold standard for the diagnosis of invasive fungal infection bases on histopathologic identifi-
cation or microbiological culture tests and the identification of fungus from sterile specimens in the
body. Depending on the host factors, the clinical signs and the level of evidence of the fungus, inva-
sive fungal infection is divided into three levels: Proven invasive fungal infection; probable invasive
fungal infection; possible invasive fungal infection. Diagnosis of proven pulmonary fungal infection
base on clinical signs, chest X-rays, and evidence on histopathologic, cytological, or microbiological
examination. The diagnosis of bloody invasive fungal infection basses on clinical signs, blood culture
examination.

The choice of treatment depends on the pathogen as well as the host factors. These important an-
tifungal medicaments are Amphotericin B, Fluconazole, Voriconazole with the priority depending
on the pathogen. In treatment of Candidiasis of blood: the first choice is the Echinocandin (Anidula-
fungin), alternatively choice is Fluconazone. Voricanazole is a first choice for pulmonary Aspergillo-
sis. In the treatment of Cryptococus, Amphotericin B is the primary treatment option.

Prevention of invasive fungal infection should include the incorporation of many solution: isolation of
high-risk patient, respect the rules of hygiene to avoid the cross-transmission, and using antifungal
prophylaxis drugs.

NOVEL APPROACHES TO TREATING SEVERE ASTHMA

A/Prof. Vinay Mehta, M.D. Allergy

Asthma & Immunology Associates, P.C., Lincoln, NE, USA

An estimated 300 million people are affected by asthma worldwide, and the burden is likely to rise sub-
stantially in the next few decades. Approximately 5-10% of these individuals have severe, poorly asth-
ma, and are at particular risk for exacerbations, hospitalizations and even death. This presentation will
review novel pharmacological and non-pharmacological approaches to treat severe asthma based on
phenotype. Specific treatments discussed include tiotropium, omalizumab, mepolizumab, reslizumab,
bronchial thermoplasty and macrolide antibiotics. A practical and clinically meaningful step-up strategy

will be presented based on current guidelines, review of novel data and expert opinion.
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TIEP CAN MGI TRONG PIEU TRl BENH HEN NANG
PGS. TS. Vinay Mehta, M.D. Allergy
Hoi lién hiép Dj Ung, Hen va Mién Dich, New York, Hoa Ky
Theo udc tinh c6 khodng 300 triéu ngudi bi mac bénh hen trén toan thé gidi, va con sé nay cé thé sé
tang 1&n dang ké trong vai thap ky téi. Khodng 5-10% nhiing ngudi nay bi hen nang, cé nhiing yéu té
nguy cG gay dot cap, phai nhap vién, tham chi t& vong. Bai trinh bay nay dé cap céach ti€ép cén dung
thudc va khong dung thudc dé diéu tri b&nh hen néng dua trén kiéu hinh. Cac phuong phap diéu tri
cu thé bao gém tiotropium, omalizumab, mepolizumab, reslizumab, tao hinh nhiét phé quan va khang
sinh nhém macrolide. Chién Iugc nang béc diéu tri theo ti€p can thuc hanh 1am sang sé dudc trinh bay
dua trén cac hudng dan diéu tri hién tai, xem xét cac di liéu mdi va y kién chuyén gia.

WORK - RELATED ASTHMA: RECOGNITION AND PREVENTION
Prof. Cecile S. Rose
Department of Medicine, National Jewish Health and University of Colorado, Denver, CO, USA
Background and Aims: Work-related asthma is a substantial contributor to the worldwide burden
of lung disease. Work-related asthma includes both occupational asthma (OA) caused by work and
work-exacerbated asthma (WEA, worsening of pre-‘existing-asthma due to workplace conditions).
Work-related asthma is characterized by variable airflow limitation and/or hyper-responsiveness as-
sociated with airway inflammation due to exposures-at work:
Methods: A review of the published medical scientific literature was undertaken to provide an update
on the epidemiology, causes (including new causes and syndromes), diagnosis, treatment and pre-
vention of work-related asthma.
Results: Approximately 16.3% of adult-onset asthma is due to occupation, including sensitizer-in-
duced and irritant-induced OA. There are over 300 known sensitizers that can cause OA, including
proteins (i.e., grains, plants, animals, enzymes) and chemicals (isocyanates, quaternary ammonium
compounds, pharmaceuticals, metals). Irritant-induced OA occurs following a single high exposure
to a known irritant or with prolonged low-level irritant exposure. The estimated prevalence of work-
exacerbated asthma is 21.5%. Diagnosis of work-related asthma requires a careful occupational
history, a high index of suspicion, appropriate lung function testing, and exclusion of other similar
illnesses. New causes of WRA continue to emerge, and delay in diagnosis is common. Follow up of
OA cases shows prolonged unemployment and substantial income loss. Prevention efforts for work-
ers exposed to latex, isocyanates, baking inhalants, detergent enzymes and laboratory animals have
shown somesuccess.
Conclusions: Early recognition, treatment, worker education and accommodation, and exposure
control are important in controlling work-related asthma prevalence and prognosis.
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HEN LIEN QUAN PEN CONG VIEC: CACH NHAN BIET VA DU PHONG
GS. TS. Cecile S. Rose
Khoa Y hoc, Bénh vién Dai hoc National Jewish Health, Colorado, Denver, CO, Hoa Ky
Pai cudng va muc tiéu: Hen lién quan dén cong viéc déng goép dang ké vao ganh ning bénh phdi
trén toan cau. Hen lién quan dén cong viéc bao gdbm ca hen nghé nghiép gay ra do cong viéc va hen
cap tinh lién quan dén nghé nghiép (lam nang Ién tinh trang hen co tu truéc do déu kién lam viéc).
Hen lién quan dén cong viéc dac trung bdi gidi han ludng khi thd ra dao déng va/hoac tang phan Gng
lién quan dén phan Ging viém cla dudng th3 do phai nhiém khi lam viéc.
Phudng phap: M6t bai danh gia cac tai liéu y hoc da cong bé dudc tién hanh nhdm cung cédp nhiing
kién thiic mdi vé dich té hoc, nguyén nhan (bao gém cac nguyén nhan va hoi chiing méi), chan doan,
diéu tri va du phong hen lién quan dén cong viéc.
Két qua: Khoang 16,3% cac trudng hop hen khdi phat & ngugi trudng thanh 1a do nghé nghiép bao
gdm hen nghé nghiép do nhay cadm va hen nghé nghiép do kich thich. C6 trén 300 tac nhan cé thé
gay hen nghé nghiép bao gbm protein (ngi coc, thuc vat, dong vat, enzym) va hoéa chéat (isocyanat,
hdp chat amoni bac 4, dudgc pham, kim loai). Hen nghé nghiép do kich thich xu&t hién ngay sau khi
phoi nhiém vai tac nhan kich ting muic do cao da biét hoic ti€ép xuc vaGi cac tac nhan kich ting mdc do
th&p trong thai gian dai. Udc tinh ty 1& clia hen cap tinh lién quan dén cong viéc 1a 21,5%. Chan doan
hen lién quan dén cong viéc yéu cau phai khai thac tién s nghé nghiép cén than, luén dén do, nghi
ngd, chiic nang phéi phu hgp va loai trii cac bénh ly khac. Cac tac nhan gay hen lién quan dén cong
viéc tiép tuc dudc lam rd, viéc bd sét chan doan rat thudng gép. Theo dbi cac trudng hgp hen nghé
nghiép thdy dudc tinh trang that nghiép kéo dai va su sut gidm thu nhap dang ké. Cac né Iuc du phong
cho ngudi lao dong ti€p xuc véi latex, isocyanat, khéi dun, chat tay rlia va dong vat thi nghiém da cho
thay thanh céng budc dau.
Két luan: Viéc phat hién sém, diéu tri, gido duc va hd trg cong nhan, kiém soat phai nhiém doéng vai
trd quan trong trong viéc kiém soat ty I& méc va tién lugng cla bénh hen lién quan dén cong viéc.
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Tai liéu théng tin cho cdn bé y t€

mups’

esomeprazole

Bom qua 8ng sonde
ddi véi bénh nhan
khéng nudt dugc

*Multi Unit Pellet System (MUPS): cdu tric da tiéu vi hat
1. Théng tin ké toa déa dugc Cuc Quan ly Dugc - B Y Té phé duyét

Esomeprazole vién nén khéng dich da day 20 mg va 40 mg.
Mbi vién chira 20 mg hoéc 40 mg esomeprazole (dudi dang magié trihydrate).
Nexium mups 20 mg: hop 2 vi x 7 vién; Nexium mups 40 mg: hop 2 vix 7 vién.

Nguoi [6n va tré tr 12 tudi tré lén: Bénh trao nguoc da day-thuc quan (GERD): Diéu

tri viém xudc thuc quan do trao ngugc; Diéu tri dai han cho bénh nhéan viém thuc quan da chira
lanh dé phong ngra tai phét; Diéu trj triéu chiing bénh trao ngugc da day-thuc quan (GERD).
K&t hop véi mot phac d6 khang khuan thich hop dé diét trir Helicobacter pylori: Chia lanh
loét ta trang hodc phong ngtra téi phét loét da day-ta trang & bénh nhan loét c6 nhiém
Helicobacter pylori. Ngudi /6n: Bénh nhan can diéu tri bing thudc khang viém khéng
steroid (NSAID) lién tuc: Chita lanh loét da day do dung thuéc NSAID va phong ngtra loét da
day va loét ta trang do dung thuéc NSAID & bénh nhan c6 nguy co. Diéu tri kéo dai sau khi
da diéu tri phong ngiia tai xuat huyét do loét da day ta trang bang dudng tinh mach.
Diéu tri hoi chiing Zollinger-Ellison. Nén nuét toan b vién cling véi chét 1dng.
Khéng nén nhai hay nghién nat vién. Déi v6i bénh nhan khé nuét, c6 thé phan tan vién thudc
trong ndia ly nudc khong chita carbonate, khudy cho dén khi vién thudc phan tan hoan toan va
uéng dich phan tan chda vi hat nay ngay lap tdc hodc trong vong 30 phut. Béi véi bénh nhan
khéng nuét dugc, c thé phan tan vién thudc trong nudc khong chia carbonate va dung qua
8ng théng da day. Ngudi Ion va tré tir 12 tudi tré én: Viém xudc thuc quan do trao ngugc: 40
mg, 11an/ngay trong 4 tuan, nén diéu trj thém 4 tuan nita cho bénh nhén viém thuc quan chua
dugc chifa lanh hay van cé triéu ching dai déng; Diéu tri dai han cho bénh nhéan viém thuc
quan da chita lanh dé phong ngtra tai phat: 20 mg, 11dn/ngay; Diéu tri triéu chiing GERD:
20 mg, 1 1an/ngay & bénh nhan khéng bj viem thuc quan. Néu khong kiém soét dugc triéu
chiing sau 4 tuan, bénh nhan nén dugc tham do can lam sang ky hon dé dé xac dinh chéan
doan. Khi dé hét triéu chiing, c6 thé duy tri su kiém soét triéu chimg vdi liéu 20 mg, 11an/ ngay.
Ngudi [6n: K&t hgp véi mot phac d6 khang khuan thich hgp dé diét tri Helicobacter pylori:
Chita loét ta trang hodc phong nguia tai phét loét da day-t4 trang & bénh nhan loét c6 nhiém
Helicobacter pylori: Nexium mups 20 mg, amoxicillin 1 g va clarithromycin 500 mg, tat ca dung
2lan/ngay trong 7 ngay. Bénh nhan can diéu tri bang thudc NSAID lién tuc: Chiia lanh loét
da day do diing thudc NSAID: 20 mg, 1 lan/ngay trong 4-8 tuan; Phong loét da day va loét
té trang do duing thudc NSAID & bénh nhan ¢6 nguy co: 20 mg, 1 1an/ngay. Diéu tri kéo dai
sau khi da diéu tri phong ngtra tai xuat huyét do loét da day ta trang bang duéng tinh
mach: 40 mg, 1 18n/ngay trong 4 tuan. Piéu tri héi ching Zollinger-Ellison: Liéu khai dau
khuyén céo la Nexium mups 40 mg, 2 lan/ngay, chinh liéu theo dap ting clia bénh nhan va tiép
tuc diéu tri khi con chi dinh vé mat 1am sang, di liéu 1am sang cho thdy phan I6n bénh nhan
dugc ki€ém soat vdi liéu 80-160 mg/ngay. Khi liéu dung > 80 mg/ngay, nén chia liéu thanh 2
lan/ngay. Tré tur 12 tudi trd Ién: Diéu tri loét ta trang do Helicobacter pylori: can xem xét
hudng déan chinh thiic clia quéc gia, viing va dia phuong vé su dé khang cla vi khuan, thoi
gian diéu trj va cach dung céac thuéc khang khuan thich hgp. Li€u dung khuyén céo la: Tré
30-40 kg: Nexium mups 20 mg, amoxicillin 750 mg va clarithromycin 7,5 mg/kg, 2 lan/ngay
trong 1 tuéan. Tré >40 kg: Nexium mups 20 mg, amoxicillin 1 g va clarithromycin 500 mg, 2
1an/ngay trong 1 tuan. Tré dudi 12 tudi: Tham khao t& Hudng dén st dung clia Nexium dang goi
chita c6m khang dich da day. Bénh nhdn suy thdn: Khong can chinh liéu. Bénh nhdn suy gan:
Khong can chinh liéu & bénh nhan tén thuong gan & miic @ nhe dén trung binh. & bénh nhan
suy gan nang, khéng nén dung qué liéu t6i da la Nexium mups 20 mg/ngay. Ngudi cdo tudi:
Khéng can chinh liéu. Tién sir qua man véi esomeprazole, phan nhom
benzimidazole hay cac thanh phan trong cong thiic. Khéng nén st dung esomeprazole déng
thai vai nelfinavir, atazanavir. Khi ¢6 su hién dién bat ky mét triéu ching bao
dong nhu giam can dang ké khéng chli y, nén téi phat, khé nut, nén ra mau hay dai tién phan
den va khi nghi ng& hodc bi loét da day nén loai trit bénh Iy &c tinh vi diéu tri bang Nexium
mups c6 thé lam gidm triéu chiing va cham tré viéc chan doan. Bénh nhan diéu trj thai gian dai
nén dugc theo doi thudng xuyén. Khi ké toa esomeprazole theo ché do diéu tri khi can thiét,
nén xem xét dén mai lién quan vé tuong tac véi cac thudc khéc. Khi ké toa esomeprazole dé
diét trir Helicobacter pylori, nén xem xét cac tuang tac thuc cé thé xay ra trong phac d6 diéu
tri 3 thuéc. Thude nay cé chita dudng sucrose. Bénh nhan c6 cac van dé di truyén hiém gap nhu
khong dung nap fructose, kém hép thu glucose-galactose hodc thiéu sucrase-isomaltase
khéng nén dung thudc nay. Diéu tri bdng thudc tic ché bom proton c6 thé lam ting nhe nguy
co nhiém khudn dudng tiéu héa do Salmonella va Campylobacter. Khong khuyén cao dung
dong thoi esomeprazole véi atazanavir. Néu su phéi hgp atazanavir véi thude tc ché bom
proton la khéng thé tranh khoi, can theo déi chat ché trén lam sang khi tang liéu atazanavir
dén 400 mg két hgp vaéi 100 mg ritonavir; khong nén st dung qua 20 mg esomeprazole.
Esomeprazole cé thé [am gidm h&p thu vitamin B12 do su gidm hodc thiéu axit dich vi, nén can
nhac & nhiing bénh nhén c6 gidm duy trit vitamin B12 hodc c6 yéu t6 nguy co gidm hap thu
vitamin B12 khi diéu tri dai han. Esomeprazole la chét tic ché CYP2C19. Khi bét dau hay két
thuc diéu trj véi esomeprazole, can xem xét nguy cd tuong tac thudc véi cac thuéc chuyén hda

-THONG TIN KE TOA -

DANG BAO CHE MUPS* PUGC SU DUNG
CHO CAC POI TUGNG BENH NHAN SAU™:

Nexium'mups®
20/40 mg

\

Nexium’mups®
20/40 mg

Nexium'mups®
20/40 mg

Phan tan trong nudc Uéng truc tiép
d6i véi bénh nhan
khé nuét

qua CYP2C19. Da cé ghi nhan tuong tac gitta clopidogrel va esomeprazole. Khong ré méi lién
quan lam sang ctia tuong tac nay. Nhu'la mot bién phép théan trong, khéng khuyén khich diing
dong thai esomeprazole va clopidogrel. Ba c6 cac bao cdo vé gidm magié mau nang & nhiing
bénh nhan diéu tri bang thudc Gc ché bom proton (PPI) nhu esomeprazole trong it nhat 3
thang. Can nhéc dinh lugng ndng d6 magié mau trudc khi bat dau diéu tri PPl va dinh ky theo
doi trong qua trinh diéu tri & bénh nhan can diéu tri kéo dai hodc dung déng thai PPI va
digoxin hodc cac thudc cé thé gay ha magié mau. PPl khi dung liéu cao va trong thai gian dai
(>1 ndm), c6 thé lam tang nhe nguy co gdy xuong héng, xuang 6 tay va cot séng, dac biét &
bénh nhan cao tudi hoc khi ¢ su hién dién clia yéu t6 nguy co khac. Nham trénh su can thiép
vao viéc do tim cac khéi u than kinh noi tiét do tang néng do CgA, nén tam thai ngling diéu tri
bang esomeprazole it nhat ndm ngay trudc khi dinh lugng CgA.
Thén trong khi dung cho phu nif c6 thai, khéng dung cho phu ni cho con bu.

[t anh hudng téi kha nang lai xe
va van hanh may méc, cé thé xdy ra phan ting ngoai y nhu chéng mat (it gap), nhin ma (hiém
gap). Phén loai theo tan suat xay ra: Thudng gdp >1/100va
<1/10: Nhtic dau, dau bung, tao bon, tiéu chay, day bung, buén nén/nén. It gdp >1/1000 va <
1/100: phti ngoai bién, mat ngu, choang véng, di cdm, ngl ga, chdng mat, khé miéng, téng
men gan, viém da, nguta, ni méan, mé day. Hiém ggp >1/10000 va <1/1000: gidm bach cau, gidam
tiéu cau, phan tng qua man nhu sét, pht mach, phan tng/séc¢ phan vé, gidm natri mau, kich
dong, 1 1an, tram cam, r6i loan vi gidc, nhin ma, co that phé quan, viém miéng, nhiém candida
dudng tiéu hda, viém gan c6 hodc khéng vang da, héi dau, nhay cam véi anh sang, dau khdp,
dau cg, kho 6, tang tiét mo héi. Rdt hiém gdp < 1/10000: mat bach cau hat, gidm toan thé huyét
cau, néng nay, 4o giac, suy gan, bénh ndo & bénh nhéan da cé bénh gan, héng ban da dang, hoi
chiing Stevens-Johnson, hoai tl biéu bi gay doc (TEN), y&u co, viém than ké, nit hoa tuyén va.
Chua biét: giam magié mau. Cac nghién ctu vé tuang tac thuéc méi chi
dugc thyc hién & ngudi I6n. Esomeprazole c6 thé lam tang hay gidm su hap thu ctia cac thuéc
khac néu co ché hép thu ctia cac thudc nay bi dnh hudng bai d6 axit da day nhu ketoconazole,
itraconazole, erlotinib va digoxin. Hiém c6 cac bao céo vé ddc tinh cta digoxin. Tuy nhién, can
than trong khi dung esomeprazole liéu cao & bénh nhan cao tudi. Can tang cudng theo doi
viéc diéu tri bang digoxin. Esomeprazole c6 thé lam gidm néng do atazanavir va nelfinavir
trong huyét thanh. Khéng khuyén cdo st dung esomeprazole dong thoi vdi atazanavir va
chong chi dinh stt dung esomeprazole dong thai véi nelfinavir. Esomeprazole tic ché CYP2C19,
c6 thé lam tang néng dd cac thudc diazepam, citalopram, imipramine, clomipramine,
phenytoin... trong huyét tuong va can gidm liéu dung. Nén theo ddi bénh nhan dung déng
thoi esomeprazole véi warfarin hodc cac dan chat khac clia coumarin. Esomeprazole lam tang
thoi gian béan thai cda cisapride 1&n 31%. St dung clopidogrel (liéu nap 300 mg/ liéu duy tri
hang ngay 75mg) va esomeprazole (40mg uéng 1 lan/ngay) lam gidm néng dé va thai gian
ti€p xtic v6i chat chuyén hoa c6 hoat tinh clia clopidogrel trung binh 40% va gidm su Uic ché toi
da két tap tiu cau (gay ra bai ADP) trung binh 14%. Khi st dung déng thai clopidogrel véi phéi
hop liéu ¢6 dinh esomeprazole 20mg + ASA 81mg, nong do va thai gian tiép xtc cda chét
chuyén héa c6 hoat tinh clia clopidogrel gidm gan 40% so vdi st dung clopidogrel don thuan.
Mic d6 t6i da Uic ché két tap tiéu cau (gay bsi ADP) trén nhiing déi tugng nay la nhu nhau &
nhom clopidogrel don thuan va nhom clopidogrel phéi hgp véi (esomeprazole + ASA). S6 liéu
chua nhat quan vé biéu hién lam sang clia tuang tac Dugc dong / Dugc luc clia esomeprazole
trén cac bién c6 tim mach chinh da dugc bao cdo tir cac nghién cliu quan sat va nghién ctu
lam sang. Nhdm muc dich thén trong, viéc dung dong thdi clopidogrel khéng dugc khuyén
khich. Chua biét co ché viéc lam tang néng do tacrolimus, methotrexate khi st dung dong thai
vGi esomeprazole.Cac thudc tc ché CYP3A4 va CYP2C19 ¢6 thé lam tang néng do va thdi gian
tiép xuc clia esomeprazole, clarithromycin (500 mg, 2 lan/ngay) lam tdng géap doi dién tich
duai dudng cong (AUC) clia esomeprazole. Su diéu chinh liéu can dugc luu y & bénh nhan suy
gan ndng hoac diéu tri lau dai. Cac thuéc cdm ting CYP2C19 va CYP3A4 c6 thé gay gidm néng
d6 esomeprazole huyét thanh (nhu rifampicin va c6 St. John's).
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THONG TIN KE TOA -
PULMICORT RESPULES (Budesonid)

THANH PHAN: M6i 2 ml chifa budesonid 500 mcg. DANG BAO CHE: Hn dich khi dung diing dé hit. DANG TRINH BAY: Hop 4 gdix 5 6ng2mL. CHi PINH: Diéu tri hen phé quan. St dung khi can thiét phai
thay thé hodc gidm liéu steroid dung udng. Diéu tri viém thanh quan -khi quan -phé quan cap (bénh Croup) & nhii nhi va tré em. LIEU LUGNG: Nén dugc sit dung véi mdy khi dung thich hap. Khi 6 I3ng
dong thudc, sau khi ldc ma thudc khong tré lai dang hdn dich thi nén loai b ng thudc. Hen phé quan: Liéu khdi ddu, hodctrong giai doan hen néing, hodc trong thi gian gidm liéu corticosteroid duting udng:
Ngu®i [n: 1-2 mg x 2 [an /ngay. Tré em: 0,5-1 mg x 2 Ian /ngay. Diéu tri duy tri: Nén dung liéu thap nhat lam mat triéu chiing. Nguai I6n: 0,5-1 mg x 2 Ian /ngay. Tré em: 0,25-0, 5 mg x 2 1an/ngay. Viém
thanh quan-khi quén-phé quéan cap (bénh Croup): &'tré em va nhii nhi: 2mg 11an. CHONG CHi DINH: Man cam véi budesonid hay bét ky thanh phan nao ctia thuéc. THAN TRONG: (o thdt phé qudn:
Khéng thich hop la don liéu phap diéu tri con hen hay dot kich phat hen cap. Ding corticosteroid dang uéng: Can déc biét theo ddi nhiing bénh nhan chuyén tir corticosteroid dang uéng sang PULMICORT vi
van con nguy ca giam chic nang tuyén thugng than. Tic déng toan than 6 thé xdy ra khi diing corticosteroid dang hit: tic ché truc HPA, gidm mat dd xuong, duc thuy tinh thé, ting nhan &p, chdm téng trudng
atré.Uc ché truc HPA va suy tuyén thugng than: Su tic ché truc HPA phu thudc vao liéu. Rt hiém truting hap réi loan chiic nang tuyén thugng than cé biéu hién 1am sang. Theo déi déu hiéu rdi loan chiic ndng
tuyén thugng than & cac bénh nhan: chuyén tir corticosteroid dang uéng sang dung PULMICORT, diéu tri vdi corticosteroid liéu cao trong trutng hgp khan cap, diéu tri kéo dai vdi corticosteroid hit & cac liéu
khuyén cdo cao nhdt, dung ddng thdi cac thudc chuyén héa qua CYP3A4. Cac bénh nhan nay ¢6 thé ¢6 ddu hiéu va triéu chiing suy thugng than khi bj stress ndng nhu chan thuong, phau thudt, nhiém khudn
(dac biét la viém da day-rudt) hodc cac tinh trang do mat chét dién gidi tram trong. Nén xem xét dung thém glucocorticosteroid toan than trong giai doan stress, can hen néng hodc phau thuat chon loc. Mat
d0 xuong: Diéu tri budesonid trén ngui trudng thanh 6 cac liéu khuyén cao khdng chiing to tac dong bat lgi trén khoi lugng xuang so vdi gia dugc. Cic so do mat do khodng hda xuong 6 tré em nén dugc
phan tich than trong vi ¢6 thé phan anh su gia tang thé tich xuong. Su téng truding: Tré em diéu tri bing budesonid duting hit cudi cling ciing dat dén chiéu cao muc tiéu khi truéng thanh, ¢d sit giam téc do
tang trudng Itic dau, thudng xay ra trong nam dau tién. Thuc hién cac phép do chiéu cao dé nhan biét cac bénh nhan qua nhay cdm va xéc dinh liéu thudc thap nhét cd hiéu qué cho timg bénh nhan. Bénh
nhdn nhiém khudn vé bénh lao: Liéu cao glucocorticosteroids ¢6 thé che Iap ddu hiéu nhiém khuan hién tai va tinh trang nhiém khuan mdi, luu y trén cac bénh nhan: lao phdi, nhiém ndm, vi khudn hodc virit
dutmg hd hap tiém &n hodc tién trién. Chiic niing gan: Giam chtic néng gan ¢6 thé dnh hudng dén su thai trir corticosteroid. Hé thdng phdn phdi dudi dp luc duoing: Khdng nén sit dung & cac bénh: tran khi
mang phdi, kén khi, tran khi trung that. Khd nding gdy ung thu va gdy dot bién: Kh6ng dugc ghi nhan trén chuot bach. PHU NU' CO THAI HOAC CHO CON BU: Phu nif d thai: Nhém A: Lai ich cGia viéc kiém
soat hen da dugc danh gid I vugt tri hon so véi cc téc dong ngoai y o thé xay ra cho me va thai nhi. Phu ni cho con bu: Budesonid bai tiét qua sita me. Do liéu dung tuong doi thap nén thudc hién dién
trong stfa cling véi mot luong thap. Xem xét st dung Pulmicort trong thdi gian cho con b khi lgi ich cao han nguy co. ANH HUONG LEN KHA NANG LAI XE VA VAN HANH MAY MOC: Khang dnh hugng.

TUONG TACTHUGC: Than trong khi diéu tri 1au dai budesonid vai cac chat ttc ché men CYP 450 nhu ketoconazol vaitraconazole c6 thé lam ting nong @0 budesonid toan than. TAC DUNG NGOAI Y: Thuang
gdp (>19): khan giong, dau, kich thich ¢& hong, kich thich lui va miéng, khd miéng, ndm Candida miéng, ho. /t gdp (< 79): kich thich thanh quan, vi gidc kém, tiéu chay, budn nén, cc phan ting qua mén
tiic thoi va mudn nhu phan ting da (ndi mé day, ban d0, viém da), co that phé& quan va phti mach, phan ting phan vé, nhiic dau, choang véng, cdm gidc khat, mét mi, tang can. Cdc tdc dong toan thdn cd thé
gdip khi diing corticosteroid dang hit: Uc ché truc HPA: phu thudc liéu, c6 thé xem nhu'su dap ting sinh Iy; Ut ché mdt d6 xuong: khong ghi nhan khi duing liéu khuyén cdo trén nguiIdn, trén tré em s gia ting
mat do khoang & viing xuong c6 thé phan anh su tang thé tich xuung, Gidm tdc dé phdt trién ¢ tré em: thudng thoang qua va cudi cling ciing dat dén chiéu cao muc tiéu khi trudng thanh. Hiém gap truong
hop tham tim da, co that phé quan - diéu tri bang thudc cudng glao cdm béta 2 dang hit, cd ghi nhan triéu chting r6i loan hanh vi, kich thich, bon chn, trdm cdm. (6 thé ngén ngtra su kich ing da mat khi
st dung may xong khi dung véi méit na bang cach rita mét sau mdi lén diing. C thé giam nhiém nam candida béing céch stic miéng sau mdi 1an hit. HUGNG DAN SU DUNG: 1. Xoay nhe ong thudc dé cic
thanh phan trong 6ng thudc dugc phan bd déu trd lai. 2. Gt 6ng thudc don liéu hudng Ién trén va mé 6ng bang céch xodn phan dinh (canh). 3. Dat phdn m@ ctia Gng thudc vao binh chia cia méy khi dung
va hdp tir tir. Néu chi dung 1 mL, bop thanh phan bén trong ra cho dén khi miic chat long dat dén vach chi. Bao quan tranh dnh sang ddi véi dng thudc da mé. St dung 6ng thudc da md trong vong 12 gic.
Nén luu ¥ néu chi duing 1 mL, phan thé tich con lai s& khdng bao dam v trung. Trudc khi duing phan chét 1ng con lai, xoay (Iac) nhe dng thudc d€ cac thanh phan trong dng thudic dugc phan b6 déu trd lai.
QUAN LY LAM SANG: 1. Bénh nhan khéng phu thuc corticosteroid du@ng udng: Biéu tri véi PULMICORT & liéu chi dinh cho hiéu qua diéu tri trong vong 10 ngay. G bénh nhan 6 xust tiét dam qua miic, nén
cho liéu trinh ngan khéi dau (khodng 2 tudn) bang corticosteroid dutg udng, bat dau bang liéu cao sau do giam tir tir d€ b sung cho PULMICORT. Viéc diéu tri phai tiép tuc it nht 1théng trudi khi xac dinh
su dap (ing t6i da véi liéu PULMICORT dugc st dung. 2. Bénh nhan phu thudc liéu corticosteroid dutng udng da dung trudc day trong khoang 2 tudn. Nén giam liéu corticosteroid dudng udng tir tir téi liéu
thdp nhat c6 hiéu qua. Khong nén thay ddi liéu PULMICORT trong thoi glan bénh nhan con st dung corticosteroid dudng udng. Cac triéu chiing di ting s6m c6 thé téi phét (nhu 1 viém mdi, cham, viém két
mac) hodc bénh nhan mét mai, nhiic dau, dau co khdp, tram cdm, mét mi, thinh thoang budn nén vanon. ( nhii nhi va tré em mac bénh Croup, liéu théng thudng 2 mg PULMICORT RESPULES duing 1 13n.
NHA SAN XUAT: AstraZeneca AB, SE 151-85 Sodertalje, Thuy Bién. NHA NHAP KHAU VA PHAN PHOI: (6ng ty (6 Phan Dugc Liéu TW2, 24 Nguyén Thj Nghia, Q.1, Tp. H6 Chi Minh.
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MECHANICAL VENTILATION IN COPD
A/Prof. Ahmad M Rashid MD, FCCP
National Jewish Health hospital, USA
COPD is one of the leading causes of mortality throughout the world. In patients with severe ex-
acerbation of COPD, noninvasive or invasive mechanical ventilation are often required in the ICU
setting. In this presentation we review the indications, contraindications and potential problems with
noninvasive ventilation. We have also reviewed the basic physiologic principles and side effects of
mechanical ventilation in patients with COPD.
Noninvasive ventilation (NIV), that include the CPAP, BiPAP and AVAPS modes has been shown
to reduce need for intubation in patients with COPD exacerbation. While there have not been large
studies comparing different modes of NIV, we suggest starting with BiPAP, and monitoring the pa-
tient closely for signs of worsening respiratory failure. Some of the contraindications for NIV therapy
are: altered level of consciousness, hemodynamic instability and copious secretions.
Once a decision is made to start mechanical ventilation, the main objectives should be to: ensure
adequate gas exchange, minimize dynamic hyperinflation, prevent ventilator induced lung injury
and rest the respiratory muscles. Ventilator should initially be set on volume control/assist control
mode, with target tidal volume of 6-8ml/kg, and target plateau pressure of <30 cm H20. Dynamic
hyperinflation resulting from auto PEEP is the most common complication resulting from mechanical
ventilation. This causes patient ventilator asynchrony, hemodynamic instability and increased work
of breathing. The auto PEEP can be measured on the mechanical ventilator through analyzing the
waveforms. It can be corrected by a variety of maneuvers, including a reduced inspiration time, and
application of external PEEP. Respiratory muscle rest is achieved when patient is relaxed and re-
ceiving full assisted mechanical ventilation, the respiratory muscle rest should be balanced against
the atrophy that these muscles experience after prolonged inactivity.
Weaning from the mechanical ventilation is an active process, that should involve daily assessments
of patient’s breathing status, and scheduled spontaneous breathing trials.

THONG KHI NHAN TAO TRONG COPD
PGS. TS. Ahmad M Rashid, FCCP
Bénh vién National Jewish Health, Hoa Ky
COPD la mét trong nhiing nguyén nhan ti vong hang déu trén toan thé gisi. G bénh nhan dot cdp
COPD ning, thong khi nhan tao khéng x&m nhap hay xdm nhap can dugc thuc hién & don vi hoi stic
tich cuc. Trong bai trinh bay nay, ching téi xem xét lai cac chi dinh, chéng chi dinh va cac van dé
tiém &n cla thdng khi khéng xam nhap. Chung tdi cling xem xét nhiing nguyén ly sinh Iy hoc va tac
dung phu cla théng khi nhan tao & bénh nhan COPD.
Thong khi khéng xadm nhap (NIV), bao gdbm cac phuong thiic thd CPAP, BIPAP va AVAPS gilp lam
gidm nhu cau dat ndi khi quan & bénh nhan dgt cdp COPD. Mac du chua cé cac nghién ctu I16n so
sanh cac phuang thiic thong khi khong xdm nhap khac nhau, ching t6i khuyén nén bat dau bang thé
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BIPAP va theo ddi chat ché bénh nhan, tim cac dau hiéu cla suy hé hdp nang hon. Mét sé chdng chi
dinh cla théng khi khéng xam nhap la: réi loan y thic, huyét dong khéng 6n dinh, & dong dom dai,
chat tiét. Khi da quyét dinh thd may, muc dich chinh la: dam bao trao déi khi, gidm t&i thiéu cing gian
phéi, phong tranh tén thuang phdi do thong khi va gitip cho co hd hdp dudc nghi ngdi. May thé nén
dudc cai dat ché do ban dau kiém soat/ hé trg thé tich, véi muc tiéu thé tich khi luu thong 6-8ml/kg va
ap luc dinh < 30 cm H20. Céng gidn phdi do PEEP tu phat 1a bién chiing hay gap nhat cta théng khi
nhan tao. Diéu nay gay ra su khdng déng bd gilia ngudi bénh va may tha, thay déi huyét dong va tang
coéng ho hap. PEEP tu phat c6 thé do dudc trén may thd thdng qua viéc phan tich dang séng ctia dé
thi. N6 c6 thé dudc khic phuc bang cach: giam thdi gian hit vao va s dung PEEP ngoai sinh. Co ho
hdp dudc nghi khi bénh nhan tha 1dng va dudc théng khi hé trg day da. Viéc cho ¢ hé hép nghi can
dudc can bang, tranh teo ¢ do khong hoat déng trong thoi gian dai.

Cai thd may la mot qua trinh déng, can cé su danh gia hang ngay vé tinh trang h6 hap clia bénh nhan,
va c6 ké hoach cho bénh nhén tap thé tu nhién.

APPROACH TO DIAGNOSE AND MANAGE OF OBSTRUCTIVE SLEEP APNEA-HYPOPNEA
SYNDROME FROM ENT DOCTOR VIEW

Duc Trung Nguyen, M.D, Ph.D, M.P.H"2
'Affiliation Details- department, institution/hospital, city, state (if relevant), country Service d’otorhino-
laryngologie et chirurgie cervicofaciale
"Centre Hospitalier Régional Universitaire de Nancy, Hépitaux de Brabois, Rue du Morvan, 54500
Vandoeuvre-lés-Nancy, France
Some understanding of obstructive sleep apnea - hypopnea syndrome (OSAHS) was well estab-
lished over these 30 years: first, the upper airway (UAW) is the site of obstruction; second, the UAW
obstruction occurs because of a misbalance between intrapharyngeal pressure and outward forces
generated by pharyngeal soft tissue and muscles; and third, specific anatomical abnormalities or a
disproportional anatomy, which can compromise pharyngeal lumen and size, is present in patients
with OSAHS. Changes in pharyngeal size and its configuration during sleep are a multifactorial
consequence having direct participation of anatomical and neural disorders. The pharyngeal pa-
tency during wakefulness is attributed to continuous neuromuscular control by the central nervous
system, but during sleep this control is physiologically decreased and pathologically increased in
some patients. The occurrence of both anatomical abnormality and neuromuscular disorder can
facilitate the narrowing and closure of the pharynx during sleep. Therefore, pharynx obstruction in
patients with OSAHS can be associated with both smaller and more collapsible UAW when more
than one site of obstruction may be involved. The most frequent sites of pharyngeal collapse are
soft palate, lateral pharyngeal walls, palatine tonsils, and base of the tongue. The larynx can be
involved as a site of obstruction, at epiglottis level in most cases. Frequently, UAW collapse occurs
at the same time at different section levels. ldentifying sites of anatomical abnormalities and the
dynamic pattern of obstruction is mandatory in therapeutical decision-making. This is the principal
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goal of the clinical examination by otolaryngologists. Anatomical abnormalities are not the only
cause of OSAHS in most patients, but identification of the abnormalities is part of a patient’s in-
vestigation and therapeutic evaluation. Selection of proper treatment is crucial. Clinicians must
recognize patients who might benefit from a surgical procedure by identifying anatomical areas in
which surgery could increase airway size and/or reduce airway resistance, thus contributing to a
less collapsible pharynx during sleep.

TIEP CAN CHAN POAN VA BIEU TRI HOI CHUNG NGUNG THG - GIAM THS KHI NGU TAC NG-
HEN DUGI GOC NHIN BAC SY TAI MUl HONG
TS. BS. Nguyén Btic Trung'2
'Khoa Tai Mdi Hong va Phau Thuét Cé Mat
2Trung tdm vién truong Pai hoc Nancy, Bénh vién Brabois, 54500, Ph6é Morvan, Vandoeuvre, Nancy, Phap
Trong 30 nam gan day da c6 nhiéu hiéu biét vé hoi chiing ngling thd - gidm thd khi ngl tdc nghén
(NT-GTKNTN): th( nhat, vi tri tic nghén la dudng ho hap trén; thi hai, tic nghén dudng hé hap trén
la do mét can bang giia ap luc trong vung hau hong va céc luc tii bén ngoai lién quan dén mé mém
va cd hau hong; va thi ba la cac bat thudng vé giai phdu dic hiéu hodc sy mat can déi trong giai
ph&u d&n dén bién déi kich ¢ va dung tich ving hau hong c6 & nhiing b&nh nhan méc héi chiing
NT-GTKNTN. Su thay déi kich ¢ va hinh thé clia hau hongtrong qua trinh ngli 14 hau qua da yéu 16,
co lién quan truc tiép véi réi loan vé giai phau vathankinh.-VVung hédu hong & trang thai md trong khi
thic tinh 1a do hé than kinh trung uong diéukhién lién tuc.hé théng than kinh co, nhung khi ngl, su
diéu khién nay giam sinh ly va tdng bénh Iy.6 mot s6 bénh nhan. Khi viia cé bat thudng giai phau va
viia c6 r6i loan hé thdng than kinh co, cé thé 1am hep hodc déng vung hau hong trong qua trinh ngd.
Vi vay, tdc nghén ving hau hong & bénh nhan NT-GTKNTN cé thé lién quan vdi tinh trang dudng
ho hap trén nho hon va dé bi xep han khi hep tac & nhiéu vi tri. Vi tri xep hdu hong thudng gap nhat
la khdu cai mém, thanh bén hau hong, amidan khdu cai va géc Iusi. Ciing c6 thé tac nghén thanh
quan, thudng & nap thanh quan. Xep dudng ho hap trén thudng xay ra cung ltc & cac vi tri khac nhau.
Xéc dinh vi tri bat thudng giai phau va dong hoc cla su tdc nghén |1a bt budc trong viéc quyét dinh
diéu tri. Pay la muc dich chinh khi bac sy tai mdi hong tham kham |am sang. Bat thudng gidi phau
khoéng phai nguyén nhan duy nhat dan dén NT-GTKNTTN & da s6 bénh nhan, nhung xac dinh cac
bat thudng dé 1a mot phan trong qua trinh danh gia va lya chon diéu tri. Lua chon phuong phap diéu
tri phu hop rat quan trong. Bac s§ can xac dinh b&nh nhan nao c6 thé phiu thuat hiéu qua bang cach
xac dinh vung giai phdu méa phau thuat cé thé 1am théng thoang dudng thd va/hodc gidm khang trd
dudng thé, ti dé gép phan giam xep vung hau hong trong khi ngu.

THG AP LUC DUONG LIEN TUC TRONG NGUNG THG KHI NGU DO TAC NGHEN
ThS. Hoang Pinh H{iu Hanh
Bénh vién Pai hoc Y duoc Tp. HCM
Téng quan: Nhiing dot ngung thd Iuc ngd kéo dai hon 10 giay két hgp véi gidm do béo hoa oxy SpO,
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hay Vi thiic gidc gay hau qua nghiém trong. Hé théng da ky gidc ngul 1a xét nghiém tiéu chuédn vang
dé chén doan va theo déi diéu tri ngung thé khi ngli do tic nghén. Thé ap luc duong lién tuc 1a mot
trong nhiing phuong phap diéu tri hiéu qua cho ngung thd khi ngd ti muc doé trung binh trd 1én

CONTINUOUS POSITIVE AIRWAY PRESSURE (CPAP)
THERAPY IN OBSTRUCTIVE SLEEP APNEA

Hoang Dinh Huu Hanh MD.,
University Medical Center Ho Chi Minh City
Review: when a more than 10 seconds long spell of obstructive sleep apnea while sleeping combines
with saturation of oxygen decreased or arousal can cause the severe consequences. Polysomnogra-
phy is the gold standard to diagnose and observe obstructive sleep apnea. CPAP is one of effective
therapy applied for moderate and severe obstructive sleep apnea.

HUGNG DAN CHAN POAN, PIEU TRI VA DU PHONG
NHIEM TRUNG HO HAP CAP & TRE EM

Ngé Quy Chau', V6 Thanh Quang?, Bui Binh Bdo Son?, Lé Thi Minh Huong?, BDao Minh Tuan?,
Nguyén Thi Diéu Thay*, Phan Hiiu Nguyét Diéms, Nguyén Tién Diing', L& Céng Dinh', Nguyén
Thi Ngoc Dung?®, Luong Thi Minh Huong?, Tran Phan Chung Thuay?, Tran Viét Héng?, Vi Van
Giap', Chu Thi Hanh', Phan Thu Phuong', Poan Thi Phudng Lan', Vi Trudng Phong?, Nguyén
Ngoc Du'
'Bénh vién Bach Mai, 2Bénh Vién Tai Mii Hong Trung uong, *Pai hoc Y dugc Hué, ‘Bénh vién Nhi
Trung Uong, *Pai Hoc Y Pham Ngoc Thach, 6Bénh vién Tai Mii Hong TP. H6 Chi Minh, ’Bénh vién
Nhéan dan Gia Pinh, éBénh vién Nhi Béng
Nhiém trung ho hdp cap & tré em cé ty 1& méc va ti vong cao, bao gédm cac nhiém khuan ho hép trén
(viem mdi hong cép, viém hong - amidan cép, viém mii xoang cép, viém thanh quan cép), nhiém
khuén hé hdp duéi (viem phé quan cép, viém tiéu phé quan, viém phdi).
Can nguyén hay gép la vi rat (RSV, cum, Adeno virus..). Vi khudn gay bénh chinh |a H.influenzae,
phé& céu, vi khuén ndi bao.
Viém hong cap cé triéu chiing sét, dau rat hong. Khdm hong thdy hong dd, amidan to, né dé. Viém
hong do lién cau thady cham xuat huyét khau cai, hach cé sung va dau. SU dung thang diém Joachim
sang loc viém hong, amida cap do lién cau la can thiét. Diéu tri khang sinh viém hong, amidal do lién
cau. Chi dinh cat Amidan khi Amidan cép tai dién > 7 dgt 1 nam; > 5 dgt/ndm trong 2 nam lién ti€p
hoac gay cac bién ching.
Viém mdi hong cép véi biéu hién viém long dudng hé hap trén, dau rat hong. Niém mac mii sung
huyét, phu né, xuat tiét, hong né dé. Diéu tri gidm cac triéu ching: giam hat hai, chay mii, théng mdi,
vé sinh mii hong. Dung khang sinh khi c6 nhiém khuan.
Viém tai gilia thudng gap & tré 3 - 18 thang, da phan do vi khuan gay ra. Triéu chiing thudng gap sét,
dau tai, nghe kém, U tai. Soi tai thdy mang nhi m& duc, sung huyét, cang phong, kém di dong, chay
mu tai. Diéu tri gidm dau, ha s6t, khang sinh, trich rach mang nhi khi c6 & ma hom nhf.
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Viém mii xoang cép co triéu chiing nghet tac mdi, chay mii, dau nang mat vung tran kéo dai trong
3 thang. Niém mac mdi phu né, c6 dich nhay, mi & khe gilia, ngach buém sang. Diéu tri gidm triéu
chiing: gidm dau, ha s6t, théng mii, sach mii. Dung khang sinh khi cé vi khuan. Ngoai khoa khi cé
bi€n ching.

Viém thanh quan thudng xuat hién sau viém mdi hong cép. Tré sét, khan tiéng, mat tiéng, kho nuot,
ho, kho thd xuét hién sau hat hai, chay mdi, ngat mdi. Soi thanh quan thdy phu né, sung huyét
thugng thanh mon, thanh moén, dich nhay day thanh. Diéu tri ddm bao luu théng dudng thd. Dung
corticoid khi c6 khé thd. M khi quan cép khi suy hé hdp. Khang sinh khi cé nhiém khuén.

Viém phé quan cédp thudng gap & tré trén 5 tudi. Tré sét, ho c6 dom, ran rit, ran ngay, ran 4m to hat.
X-quang: hoi chiing phé quan, nét, ddm mg. Lay ddm, dich mii hong, mau, dich phé quan tim can
nguyén. Diéu tri gidm sét, gidm ho, dung khang sinh khi c6 nhiém khuén.,

Viém tiéu phé& quan thudng gédp & tré duéi 2 tudi, biéu hién thd nhanh, rat I6m 16ng nguc, kho khe,
ran phdi, xay ra sau nhiém vi rat dudng ho hédp trén. Tén thuang X-quang phdi khong dic hiéu. Piéu
tri: thG oxy, cung cép dich va dinh dudng, gian phé quan.

Viém phdi méac phai cong déng c¢6 triéu chiing nhiém khuén, thd nhanh, khé thd, suy hé hap, ran 4m
nhd hat. X-quang: ddm md rai rac hai phdi, bach cau ting. Diéu tri chéng nhiém khuén, chéng suy
h6 hap, bu nudc dién giai, dinh dudng.

Du phong nhiém trung ho hap cdp can gido duc kién-thiic/cham soc tré cho bé/me, ngudi cham sdc,
tiém chlng cac loai mam bénh thudng gap, sii dung-cac ché phdm kich thich mién dich khi cé chi dinh.

GUIDELINE FOR DIAGNOSIS, TREATMENT AND PREVENTION A
CUTE RESPIRATORY TRACT INFECTION IN CHILDREN

Ngo Quy Chau', Vo Thanh Quang?, Bui Binh Bao Son3, Le Thi Minh Huong*, Dao Minh Tuan?,
Nguyen Thi Dieu Thuy*, Phan Huu Nguyet Diem?®, Nguyen Tien Dung’, Le Cong Dinh', Nguyen
Thi Ngoc Dung?® Luong Thi Minh Huong?, Tran Phan Chung Thuy®, Tran Viet Hong’, Vu Van
Giap', Chu Thi Hanh', Phan Thu Phuong', Doan Thi Phuong Lan', Vu Truong Phong?, Nguyen
Ngoc Du'
'Bach Mai Hospital, 2Central Otolaryngology Hospital, 3Hue University of Medicine and Pharmacy,
“Vietnam National Children’s Hospital, °Pham Ngoc Thach University of Medicine, °®Ho Chi Minh City
Hospital of Otolaryngology, “Nhan Dan Gia Dinh Hospital, Children No1 Hospital
Acute respiratory tract infection in children have high morbidity and mortality, including upper
respiratory infection (acute pharyngitis, tonsillitis, rhinitis, sinusitis, laryngitis) and lower respiratory
infection (acute bronchitis, bronchiolitis, pneumonia).
The common cause is virus (RSV, Influenzae, Adenovirus..). The common bacteria are H.influenzae,
S. Pneumoniae, atypical bacterial.
Acute pharyngitis has fever, sore throat. Pharyngeal redness, tonsil enlargement. Acute pharyngitis
by Streptococcal has hemorrhage in soft palate, swollen and pain swelling of regional lymph nodes.
Using Joachim score in screening the cause by streptococcal is necessary. Antibiotics are used to
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treat streptococcal. Indication remove tonsil when recurrent acute tonsillitis > 7 times/year, or > 5 times/
year continuous in 2 years or have complication.

Acute rhinitis with upper respiratory tract inflammation, sore throat. Nasal congestion, edema,
discharge, pharyngeal redness. Treatment reduce symptoms: sneezing, runny nose, clear nasal, throat
hygiene. Use antibiotics to treat infection by bacterial.

Otitis media is common in children 3-18 months, mostly caused by bacteria. Symptoms are fever,
earache, hearing loss, tinnitus. The ear eardrum is opaque, congested, swollen, less moving,
Treatment help reduce pain, fever, antibiotic; extraction of eardrums.

Acute sinusitis has symptom Stuffy, runny nose, forehead pain under 3 months. Nasal mucosal
edema, pus in the middle sphenoidal - sieves. Symptomatic treatment: analgesic, antipyretic, nasal
decongestion. Use antibiotics when there are bacteria. Surgery when has complications.

Acute bronchitis is more common in children over 5 years of age. Fever, cough, sputum, wheezing,
crackles. X-ray: bronchial syndrome, nodules, blurred. Get sputum, nose and throat fluids, blood,
bronchial lavage to find the root cause. Treatment of fever, cough reduction, antibiotics when infection.
Bronchiolitis is more common in children under 2 years of age, characterized by shortness of breath,
wheezing, following upper respiratory tract infection. Non-specific lung X-ray. Treatment: oxygen, fluid
supply and nutrition, bronchodilator.

Community-acquired pneumonia has symptoms of bacterial infection, shortness of breath, respiratory
failure, small moist droplets. X-rays: blur in the lung. White blood cells increased. Treatment of infection,
respiratory failure, electrolyte recharge, nutrition.

Prophylaxis of acute respiratory infection needs to educate the knowledge of child care for parents and
caregivers. Immunization of pathogens (H.influenzae, pneumococcus, measles, influenza, diphtheria ...).

NAVIGATIONAL BRONCHOSCOPY
Prof. F. Asano
Department of Pulmonary Medicine, Gifu Prefectural General Medical Center, Japan.
At present, bronchoscopy for peripheral pulmonary lesions is performed using a bronchoscope with
an external diameter of about 5-6 mm under X-ray fluoroscopy. Two-dimensional CT mapping is
used for selecting the bronchoscopic path. Bronchoscopists mentally reconstruct the 3D bronchial ar-
rangement based on 2D CT planar axial slices obtained before bronchoscopy and select a bronchial
path. However, it is difficult to identify the bronchial path to the lesion, and path selection is inaccu-
rate. Therefore, the diagnostic yield depends on the operator’s experience and skKill.
To address this, navigational targeting to the lesion during bronchoscopy has been developed. The
methods of navigational bronchoscopy that can be used clinically employed at present are virtual
bronchoscopic navigation (VBN) and electromagnetic navigation (EMN).
VBN is a method to guide a bronchoscope to peripheral lesions under direct vision using virtual bron-
choscopic images of a bronchial route, and the diagnostic yield, that of 2-cm or smaller lesions, and
the complication rate were 73.8, 67.4, and 1.0%, respectively.
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EMN is a navigation method utilizing electromagnetism, for which the diagnostic yield was 64.9% -
71% and the pneumothorax complication rate was 4%.

Since navigational bronchoscopy is advantageous in that the diagnostic yield is higher than that of
conventional bronchoscopy, and fewer complications are caused compared with transthoracic nee-

dle aspiration, wider use are expected.

NOI SOl PHE QUAN BINH V|
GS. TS. F. Asano
Khoa hé6 hap, Trung tdm Y t€ Gifu Nhat Ban
Hién tai, ndi soi phé quan nham danh gia nhiing tén thuong ngoai vi phéi béng 6ng ndi soi phé quan
vGi dudng kinh ngoai khoang 5-6 mm dudi man huynh quang. Hinh &nh cét I6p vi tinh 2D dugc su
dung dé chon dudng vao phé quan. Bac si soi phé quan sé tudng tugng hinh anh phan chia phé& quan
dua trén hinh &nh CLVT 2D trudc soi va lya chon mét duding phé quan. Tuy nhién rat kho dé xac dinh
dudng phé quan téi tén thuang, va né khéng chinh xac. Vi thé, kha nang chan doan phu thudc vao
kinh nghiém va ki nang cla ngudi thuc hién.
TU dé, dinh vj t8n thuong dich trong ndi soi phé quan da dudc phat trién. Phuong phap noi soi phé
quan dinh vj cé thé dudc ting dung trong l1am sang & thdi diém hién tai 1 noi soi phé quan dinh vi o
(VBN) va dinh vi dién tii (EMN).
VBN la phudng phap dan dudng 6ng.ndilsoi t6i tén-thuiong ngoai vi quan séat tryc tiép hinh anh dudng
d&n noi soi 4o clia phé quan va kh& ndng chén doan’ cho hhiing tén thuong < 2 cm ho&c nhd hon va
ty 1& bi€n chiing tuong Ung la 73.8; 674 va1%.
EMN 13 phuong phap dinh vi st dung dién ti cho kha nidng chan doan |a 64.9%-71% va ty |& bién
chung tran khi la 4%.
Vi ndi soi ph& quan dinh vi ¢6 uu diém la kha ndng chan doan cao hon ndi soi phé quan théng thudng
va it bién chiing han nén né dugc ky vong st dung réng rai hon.

TONG QUAN BIEU TRI NGOAI KHOA HEP KHi QUAN
TS. Tran Trong Kiém
Bénh vién Quéan déi Trung uong 108
Gidi thiéu khai quat vé hep khi quan: hep khi quan la hep doan khi quén ti thanh mén dén phé quan.
Hep khi quan do nhiéu nguyén nhan:
- Hep khi quan do can thiép diéu tri: sau dat ong néi khi quan dai ngay, sau ma khi quan, sau diéu tri
xa vung c6, sau phiu thuat
- Hep khi quan b&m sinh
- Hep khi quan do khéi u &c tinh ho&c lanh tinh & khi quan hoac chén ép khi quan
- Hep khi quan do chén thuong
- Hep khi quan do ty mién dich: sarcoidosis, polychodritis
- Hep khi quan do nhiém khuén: lao
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Diéu tri hep khi quan:

Phau thuat:
+ Ph&u thuat xam 14n t6i thidu: SU dung dung cu dac biét va 8ng noi soi, phau thuat vién tién hanh
phau thuat qua ndi soi dua vao hinh anh trén man hinh.
+ Ph&u thuat ma: cat ndi, tao hinh khi quan, phau thuat cat bé doan khi quan hep, tao hinh lai khi quan
- Phau thuat khi quan bang Laser: dung laser |4y phan xd seo hodc té chiic hat gay hep khi
quan. phuong phap cho két qua tét, gidm nhe tén thuang cé tinh tam thoi.
- Nong khi quén: Dung ballon ho&c dung cu nong khi quan lam cho khi quan réng hon. Phuong
phép nay gidm triéu ching kho thé tam thai
- Pat stent khi quan: dung metal, silicon hoac hybrit tuble dat vao vi tri khi quan bi hep lam cho
khi quan rong hon sau khi nong khi quan. Day la phudng phap diéu tri tam thGi hoac lau dai.
Kinh nghiém ph&u thuat cat ndi khi quan tai bénh vién TWQD 108: Gém 87 bénh nhan dugc cat néi
khi quan, Tudi trung binh 42,2 + 15,48 tudi, c6 60 bénh nhan (69%) Hep 71 - 99%, 18 bé&nh nhan
(20,7%) hep 50-70%, hep dudi 50% co6 9 bénh nhan. 69 bénh nhan khé thé dé 3,4. D6 dai doan hep
< 2 cm chiém 25,35%; > 2-4 cm chiém 42,5%;>4 cm chiém 26,4%. Thdi gian phau thuéat trung binh
168 + 37 phut. Liét day thanh am tam thd&i 3,5%, nhiém trung vét mé 2,3%, tu vong 1,2%. Sau 18
thang 71/86 bénh nhan dén kham lai c6 88,7% binh thudng, 11,3% hep dudi 50% khong can can
thiép thém. Sau 3 nam, 68 bénh nhan dén kham cé 3 trudng hop hep >50%, phai ma khi quan dat
ong chi T.
Két luan: Diéu tri ngoai khoa hep khi quan la phuang diéu tri cé két qua lau dai; an toan, it bién chuing.
TU khéa: diéu tri phau thuat hep khi quan

OVERVIEW OF SURGICAL TREATMENT OF TRACHEAL STENOSIS
Tran Trong Kiem, MD., PhD.
Head of thoracic surgery 108 Military Central Hospital
The trachea is the airway that leads from the larynx to the bronchi. Tracheal stenosis is a narrowing
or constriction of the trachea.
Tracheal stenosis can develop from a number of other causes, including:
- After prolonged intubation, tracheostomy, radiotherapy, surgery
- Congenital stenosis
- Benign or malignant tumor of trachea or pressing on the trachea
- Autoimmune disorders, such as polychondritis, sarcoidosis
- Infections: tuberculosis.
Stenosis treatments
- Surgical treatment:
+ Minimally invasive surgery involves inserting special instruments and an endoscope.. surgeon sees
trachea on the screen while performing surgery. Minimally invasive surgery generally involves a fast-
er recovery and less pain than open surgery.
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+ Open surgery: Tracheal resection and reconstruction. During a tracheal resection, surgeon re-
moves the narrowing section and rejoins the ends. This is usually a very successful treatment, with
excellent long-term results.

- Tracheal laser surgery: doctors can use lasers to remove the scar tissue that is causing the ste-
nosis. Laser surgery offers good short-term effects and provides temporary relief, -Tracheal dilation:
Widening of the trachea — either with a balloon or tracheal dilators — provides temporary symptom
relief

- Tracheobronchial airway stent: A tracheal stent is a metal, silicone, or hybrid tube placed at the
site of the stenosis to help keep the airway open. Stents are used as both short- and long-term treat-
ments for stenosis.

Experience of tracheal resection-reconstruction at 108 military hospital: 87 patientsunderwent tra-
cheal resection and end-to-end anastomosis. Mean age was 42,2 + 15,48 ages. 60 patients (69%)
stenosis 70-99%, 18 patients (20,7%) stenosis 50- 70%, 9 patient stenosis < 50%. 69 patients had
short breath at grade 3,4. Length of stenosis was <2 cm (25,3%), Length of stenosis was > 2- 4
cm (42,5%), Length of stenosis was > 4 cm (26,4%). Overage operation time was 168 + 37 minute.
Post-operative complications were: wound infection 2, temporary unilateral vocal fold palsy 3,5%,
death 1,2%. After 18 months, CT examination, there was 71/86 patients (88,7%) normal, 11,3%
restenosis <50% without any treatment. After 3 years; there was 3/68restenosis

Conclusion: Surgical treatment of tracheal stenosis-can be-used safely and successfully and less

complication.

ULTRATHIN BRONCHOSCOPY AND R-EBUS
Prof. F. Asano
Department of Pulmonary Medicine, Gifu Prefectural General Medical Center, Japan
Bronchoscopy to examine peripheral pulmonary lesions is performed using a bronchoscope with an
outer diameter of about 5-6 mm under fluoroscopy, but the diagnostic yield is insufficient. Problems
with transbronchial biopsy include a limited range of bronchoscope insertion, difficulty in guiding a
bronchoscope and biopsy instruments to lesions, and insufficient confirmation of the arrival of biopsy
instruments at the target lesion.
Ultrathin bronchoscopy was developed and studied in Japan. Since a bronchoscope with a 2.8-mm
external diameter and 1.2-mm working channel diameter was commercially released, the number of
facilities that perform the technique have increased in Japan. A retrospective study reported that the
diagnostic rate of TBB with an ultrathin bronchoscope was 63% in the evaluation of 209 malignant
lesions and 63% in the evaluation of lesions with diameters of 2 cm or less. While ultrathin
bronchoscopy has the advantage of easy navigation of the bronchoscope, its limitation is that it pro-
vides only small samples. Thus, it is important to increase the number of samplings and efficiently
used cell samples.
Radial-endobronchial ultrasound (R-EBUS) is used to identify peripheral pulmonary lesions and
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sampling sites. On meta-analysis, the diagnostic yield, that of lesions smaller than 2 cm, and
complication rate were 73, 56.3, and 1.0%, respectively. For R-EBUS, a technique using a guide
sheath (EBUS-GS) was reported in 2004 in Japan, and the diagnostic rate from its prospective use
in the evaluation of 150 lesions was 77%. The number of patients undergoing this examination is
increasing in Japan, partly due to the approval of an increase in National Health Insurance reimburse-
ment points for the use of a guide sheath. The repeatability of precision biopsies at target lesions is
one advantage of this technique.

Each technique has advantages and disadvantages, and the investigation of appropriate
combinations corresponding to individual cases is necessary.

KY THUAT NOI SOl PHE QUAN ONG SIEU NHO VA SIEU AM NOI PHE QUAN
GS. F. Asano
Khoa hé hap, Trung tam y té€ Gifu Nhat ban
Noi soi phé quan dé danh gia nhiing t6n thuong ngoai vi dugc thuc hién bang cach s dung &ng noi
soi c6 dudng kinh ngoai khodng 5-6 mm dudi man huynh quang nhung kha ning chan doan con han
ché. Nhiing van dé tr§ ngai trong sinh thiét xuyén thanh phé quan gébm pham vi bi han ché khi dua
6ng soi vao va khé khan trong viéc diéu khién 8ng soi ciing nhu cac dung cu sinh thiét téi vi tri tén
thuong.
Noi soi ph& quan &ng siéu nhd dudc nghién ctiu va phat trién tai Nhat Ban. Tu khi 6ng noi soi phé
quan dudng kinh ngoai 2,8 mm va dudng kinh kénh chiic nang 1,2 mm dudc sl dung, sé ¢o sd thuc
hién ki thuat da gia tang tai Nhat Ban. Mét s6 nghién ctiu hdi cliu cho thay ty 1& chan doan sinh thiét
xuyén thanh véi ki thuat noi soi 8ng siéu nhd 1a 63% khi danh gia 209 trudng hgp tén thuong &c tinh
va 63% khi danh gia tén thuang véi dusng kinh < 2cm. Trong khi noi soi phé quan éng siéu nhd c6 Igi
thé& 14 dé dang dinh vi 6ng soi, han ché la chi cung cdp nhiing mau bénh phdm nhd. Vi vay, can thiét
phai gia tdng s6 lugng cac mau bénh pham va si dung hiéu qua m&u bénh pham té bao.
Siéu am ndi phé quan (R-EBUS) dugc st dung dé xac dinh cac tén thudng & ngoai vi va vi tri 1dy bénh
pham. Theo mot phan tich gop héi cliu, kha ndng chén doan véi nhiing tén thuong < 2cm va ty 1é bién
chuiing rat hiém tuong Ung la 73; 56,3 va 1%. D6i vGi siéu &m ndi phé quan, mét ki thuat st dung dung
cu dan dudng c6 v boc (EBUS-GS) dudc cong bé nam 2004 3 Nhat Ban, ty 1& chan doan khi danh
gia 150 tén thuong a4 77%. S bénh nhan dudc thuc hién gia tang 3 Nhat, mot phan bdi su chdp nhan
tang chi tra cla bao hiém stic khod Quéc gia cho viéc st dung dung cu dan dudng. Kha n&ng sinh
thiét lai tén thuong dich mét cach chinh xac la moét uu diém cua ki thuat nay.
M&i ki thuat déu cé uu, nhudc diém, va viéc két hgp cac ki thuat phu hgp vai tung trudng hgp cu thé
la can thiét.
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MOI LIEN QUAN GIJA NONG PO OXIT NITG TRONG KHi THG RA VGI CAC YEU TO DI UNG, DI
TRUYEN VA MUC DO KIEM SOAT HEN G TRE EM

Nguyén Thi Bich Hanh, Lé Thi Minh Huong, Duong Quy Sy

Néng do oxit nio trong khi thd ra (FENO) la biomaker chi diém viém ting bach cau &i toan dudng
hé hap, cé y nghia trong chan doan va theo déi diéu tri hen. Muc tiéu: Tim hiéu maéi lién quan gilia
FENO va yé&u t6 di ting, bach cau &i toan trong mau, di truyén va muc do kiém soat hen. Dai tugng
va phuong phap: nghién ctu tién cliu, can thiép diéu tri du phong hen cho 42 bénh nhi tudi ti 6 tudi
dén 17 béng corticoid dang hit trong vong 3 thang, danh gia muic do kiém soat hen clia bénh nhan.
Két qua: Nong do trung binh FENO cla nhém tré hen la 25,7 ppb. Nong dé6 FENO ban dau khéng
phu thudc vao cac di ting nguyén hé hap, cé madi tuong quan gitia FENO va bach cau ai toan trong
mau (r=0.5217, p=0,0004). FENO cao hon & nhom cé dét bién gen FCER2 (p <0,05). FENO gidm
dan sau 3 thang diéu tri (p< 0,05), c6 méi tudng quan nghich gidia s6 nhat s dung Flixotide sau 3
thang va néng dd FENO (p< 0,01). B&nh nhan kiém soat hen mot phan hoc kiém soat t6t cé néng
dd FENO gidm dan qua cac thang, ngudc lai nhém bé&nh nhan khong kiém soat hen thi néng do
FENO c6 xu huéng ting Ién. K&t luan: Néng dé6 FENO trong khi thd ra chi diém cho tinh trang hen di
(ing tang bach cau ai toan. FENO giam dan qua céac thang diéu tri du phong hen bang corticoid dang
xit 1a tin hiéu t6t cho tinh trang kiém soat hen clia bénh nhan.

CORRELATIONS BETWEEN FRACTIONAL EXHALED NITRIC OXIDE AND ALLERGIC FACTORS,
GENETIC AND ASTHMA CONTROL STATUS IN CHILDREN

Nguyen Thi Bich Hanh, Le Thi Minh’Huong, Duong Quy Sy

Introduction: Fractional exhaled nitric oxide (FENO) levels have been used as a biomarker of eo-
sinophilic airway inflammation, FENO is the used to support the diagnosis, monitoring treatment of
asthma. Objectives: The aim of this study was to find correlations between FENO and allergen of skin
prick test, eosinophils in peripheral blood, genetic and asthma control status. Subjects and Methods:
this was prospective studies, intervention treatment and prophylaxis of asthma for 42 patients, ages
vary from 6 to 17 years old, using inhaled corticosteroids, follow up in 3 months to evaluate the level
of control asthma. Result: FENO levels in asthmatic children was 25,7ppb. FENO did not depend on
allergen in prick skin test, increase FENO appears to correlate with increased eosinophils in peripheral
blood (r=0.5217, p=0,0004). FENO increase in mutation of FCER2 group (p < 0,05). FENO decrease
after 3 months of ICS treatment (p <0.05). There is a negative correlation between the number of puffs
Flixotide after 3 months and FENO concentrations (p <0.01). Partial controlled or well controlled asth-
matic patients demonstrated an decreasing FENO level over the months and FENO level tend to rise in
non-controllable group. Conclusion: The FENO concentration in exhaled breath indicate for increased
eosinophils allergic asthma condition. FENO reduces over the months of preventive treatment is a
good signal to reveal controllable condition of asthma patient.
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Tai liéu théng tin cho can bg y té

VENT"® LIDV

(ipratropium bromid + salbutamol)

KIEM SOAT €O THAT PHE QUAN €O HOI PHUC DO BENH LY TAC NGHEN BUO'NG HO HAP (COPD/HEN)
O BENH NHAN CAN NHIEU HON MOT THUOC GIAN PHE QUAN ™

THONG TIN KE TOA

THANH PHAN: : M6t lo don ligu (2,5 ml) dung dich dung cho khi dung chtta: (8r)-3a-hydroxy-8-isopropyl-1aH,5aH-tropanium bromide (+)-tropate monohy-
drate (= ipratropium bromid): 520 mcg; twong (ng véi 0,5 mg ipratropium bromid dang khan. di[(RS)-2-tert-butylamino-1-(4-hydroxy-3-hydroxymeth-
yl-phenyl)ethanol] sulphate (= salbutamol sulfat) 3010 mcg; tuong u'ng V@i 2,5 mg salbutamol dang ba zo. CHi DINH: COMBIVENT dung dich dung cho khi
dung trong lo don liéu duoc chi dinh dé kiém soat co that phe quan c6 hoi phuc do bénh ly tdc ngh&n dudng ho hap & nhitng bénh nhan can nhiéu hon mot
thudc gidn phé quan LIEU DUNG: Do thiéu théng tin vé viéc st dung trén tré em COMBIVENT khéng duorc chi dinh cho bénh nhan nhi. COMBIVENT chua
dugc nghién ciru sir dung trén bénh nhan suy gan hodc suy than. Nén than trong khi s&r dung thudc cho nhitng d&i twong bénh nhan nay. Bénh nhan nén
dén kham béc st hodc dén bénh vién gan nhat ngay l4p tirc trong truong hop bi khé the ca'p hogc ching khé thd ndng thém mot cach nhanh chéng néu dung
thém liéu khi dung COMBIVENT khong dem lai cai thién théa déng. Trong diéu tri hen, nén can nhac s dung dong thei thudc khang viém. Liéu Iu'o’ng sau day
cGa COMBIVENT duoc khuyen cao cho ngu’o!l I6n (ké ca bénh nhan cao tu0|) COMBIVENT dung dich dung cho khi dung trong lo don liu cé thé sir dung vdi
may khi dung phu hop hoac bang may thd dp luc duwong ngat quing. Piéu tri con cap tinh: 01 lo don lidu la da dé cat con nhanh chéng trong nhiéu trudong
hop. Trong cac trudng hop ndng, néu khong cat con duoc véi mot lo don lidu, cé thé can dung dén lo don lidu thit 2. Trong nhitng trudng hop nay, bénh
nhan nén dén kham bac s§ hodc ngay lap tirc dén bénh vién gan nhat. Diéu tri duy tri: 1 lo don lidu x 3 dén 4 [an/ngay. CACH DUNG: Lo thudc don lieu chi
dugc dung dé hit véi dung cu thich hop, khng dugc uéng hodc tiém. Khéng can thiét pha lodng dung dich trong lo don liéu dé khi dung. Vi lo thudc don liéu
khoéng cé chat bao quan, nén diéu quan trong |a can dung ngay dung dich thudéc sau khi mé va lo thudc mdi chi dwoc dung mét [an dé tranh nhiém khuan.
Nén loai bo nhitng lo thuoc da dung mét phan, da mé hoic bj hu. Tuyet d8i khong duoc trén COMBIVENT dung dich khi dung vdi cac thudc khac trong cung
mot dung cu khi dung. TAC DUNG PHU: Nhiéu tac dung khdng mong mudn duoc liét ké cé thé do déc tinh kich thich than kinh glao cam beta2 va khang cholin-
ergic cla COMBIVENT. Giéng nhu tat ca cac thudc dung duong khi dung, COMBIVENT cé thé gay kich (ng tai chd. Cac phan tng bat loi dwoc ghi nhan tir di
liéu cda céc thir nghlem l&m sang va canh glac duoc sau khi thuéc duoc luu hanh Tac dung phu gap thu‘orng xuyén nhat trong cac thlr nghiém Iam sang la
dau dau, kich &ng c6 hong, ho, khé miéng, réi loan nhu dong da day - ruét (bao gébm tdo bon, tiéu chay va nén), buén ndn va chéng mat. R3i loan hé mién
dich: Phan (ng phan vé&; Qua man. Rdi loan chuyen héa va dinh du‘o’ng Ha kali huyet RGi loan tdm than: Réi loan tinh than; Lo Iang RGi loan hé than kinh:
Chéng mat; Dau dau Run. Réi loan thj gidc: RSi loan diéu tiét; Phu gidc mac; Gl6-com; Tang ap lwc ndi nhan; Gidn dong tlr; Nhin mo; Pau mat; Sung huyét két
mac; Nhin thay hao quang. Réi loan tim mach: Panh tréng nguc; Tim dap nhanh; Loan nhip tim; Rung nhi; Nhip nhanh trén that; Thiéu mau co tim; R&i loan
h hap, nguc va trung that: Ho Khé phét am; Kho hong; Co that phé& quan; Co that phé& quan nghich Iy (géy ra bé&i thudc gian phé quan); Co that thanh quan;
Phu hong R&i loan da day rudt: Khé miéng; Bubn ndn; Kich rng hong; Tiéu chay; Nén; Tdo bdn; R0| loan van dong da day rudt; Phu miéng; Viém miéng. RGi
loan da va m6 duai da: Cac phan (rng da nhu : Phat ban, Ngu‘a May day; Phu mach; Tiét nhiéu mé hbi. Rdi loan co xuong va mo lién két: Co that co; Yéu co;
Dau co. RGi loan than va tiét niéu: U’ tiéu. RGi loan toan than va tal vi tri str dung: Suy nhugc. Nghiém phap danh gid: Giam huyét &p tdm truong; Tang huyét
ap tam thu. Théng bao cho bac sy cac tac dung khéng mong mudn gip phai khi dung thuc. CHONG CHi DINH: Khong st dung COMBIVENT cho bénh nhéan
bi bénh co tim tac nghen phi dai hodc loan nhip nhanh. Khong st dung COMBIVENT cho bénh nhan qua man vdi atropin hodc cac dan xut clia atropin hodc
bat cit thanh phan nao clia thudc. THAN TRONG VA CANH BAO: C6 thé xuat hién cac phan tng qua man tirc thi sau khi dung COMBIVENT, biéu hién béi cac
tru’o’ng hop hiém gép bi may day, phu mach, phat ban, co that ph& quan va phlu hau hong. B cé nhitng bao cao riéng & vé cac bién chirng tai mat (nhu’ gian
dong tt, tang ap luc ndi nhan, glé-cdm goc hep, dau mat) khi bj ipratropium bromid dang khi dung dung mét minh hoac két hdp v6i mot chat chu van beta2
adrenergic ban vao mat. Pau mat hoac khé chiu & mat, nhin mo, thay hao quang hoéc nhin hinh anh bj nhum mau két hop véi dé mat do sung huyét két
mac hodc phu glac mac c6 thé 13 cdc dau hiéu cla gld-com goéc hep cap. Néu cb bat ky sy két hdp nao cla cac triéu chirng trén thi nén diéu trj tic thi bang
thudc nhd mat gay co dong tir va tham khao y kién béc si. Bénh nhan phal dugc hudng dan su‘ dung ding cdch COMBIVENT. Phai can than khong dé dung
dich hodc khi dung cia COMBIVENT vao mat. Nhitng bénh nhan c6 kha nang bj bénh gIo c6m can dugc canh bao déc biét d& bao vé mat. Khuyén cdo st dung
COMBIVENT dung dich dung cho khi dung (UDV) qua 6ng ngam. Néu khong san cé 6ng ngam ma st dung mét na khi dung thi phai dung mat na phu hop.
Trong cac trwong hop sau, nén can nhac st dung COMBIVENT sau khi cé danh gia k¥ Iu'o'ng gitra lgi ich/nguy co, dac biét khi dung liéu cao hon liéu khuyén
céo: bénh nhan tiéu dudng khéng duoc kiém soat day da, moi bl nhdi mau co tim, réi loan tim mach thyc thé tram trong, cuwdng giap, u tuy thu’dng than,
nguy co glo-com goc hep, ph| dai tién liét tuyen hodc tdc nghén c6 bang quang. Cac anh huo’ng trén tim mach dd dugc quan sat thay khi s dung céc thuéc
gidng giao cam, trong d6 cé COMBIVENT. D3 cé bang chirng tir dit lieu hau mdi va trong y vdn da duoc cong b6 vé céc truang hop hiém xay ra thi€u mau co
tim cuc bo lién quan dén salbutamol. Nhitrng bénh nhan dang mac bénh tim ndng (nhu bénh tim do thi€u méu cuc bd, loan tim nhip nhanh hoéc suy tim ning)
ma dung salbutamol diéu tri bénh dudng hé hap nén than trong héi y ki€n bac sy néu bj dau nguwc hodc céc triéu chirng khac cla tinh trang bénh tim nang
I&n. Nén luu y dénh gid cac triéu chirng kho th& va dau nguwc do nhitng triéu chirng nay c6 thé xuat phét tir nguyén nhan hd hap hodc tim mach. Diéu tri bang
thudc chi van beta2 cé thé gay ra ha kali huyét ndng. Ngoai ra, tinh trang giam oxy cé thé lam tram trong thém tac dong cla ha kali huyét trén nhip tim. Bénh
nhan bi xo hda dang nang c6 thé dé bj rdi loan nhu dong da day ruot. Trong trudng hop kho thé tién trién nhanh, cap tinh, nén dén kham bac sy ngay lap
tlrc. Bac sinén xem xet lai phdc d6 diéu trj bénh nhan néu can dung liéu cao hon mirc khuyen c40 m&i kiém soat dwoc triéu chu‘ng Viéc sit dung COMBIVENT
c6 thé dua dén két qua duong tinh vai salbutamol khi lam xét nghlem can 1am sang dé danh gia lam dung hoat chat salbutamol, vi du trong trwéng hop dung
chat kich thich d& nang cao thanh tich thé thao. Khd ndng sinh sdn, thai ky va cho con bu: Chua thiét 1ap dwoc tinh an toan cia COMBIVENT trong g|a| doan
thai ky & ngudi. Nén chi y tac dung géy rc ché co thét tlr cung cia COMBIVENT. Loi ich clia viéc stt dung COMBIVENT trén phu nit nghi ngdr hodc da xac dinh
c6 thai phai dwoc can nhac so vdi nguy co d6i véi thai nhi. Nén ap dung cdc bién phdp than trong thong thuwong khi sir dung thudc trong thai ky, dac blet
trong 3 thang dau thai ky. D6i vai ipratropium bromid, cac nghién ctru tién 1am sang khong cho thay déc tinh trén phéi thai hodc tac dung gay quai thai cta
thudc sau khi st dung thudc dudng khi dung hodc duwdng trong mili vdi liéu cao hon déng ké liéu khuyén cdo & ngudi. D6i vai salbutamol sulfat, cac nghién
clru tién [am sang da khong chi ra anh hudng c6 hai truc ti€p hay gidn ti€p trir khi xéng hit qua liéu hang ngay t6i da duoc khuyén cdo st dung cho nguoi
(Maximum Recommended Human Daily Dose - MRHDD). Hién van chua rd ipratropium bromid va salbutamol sulfat c6 duoc bai tiét vao sita me hay khéng.
Mac du céc cation bac bdn khong tan trong lipid vao duoc sita me, rat khé cé kha nang ipratropium bromid dén dugc tré dwoc bd me véi lwgng I6n khi dung
dang hit. Tuy nhién, cling nhw nhiéu loai thuéc dwoc bai tiét vao sira me, nén than trong khi dung COMBIVENT & phu nit dang cho con bu. Chuwa cé nghién
clru nao vé anh hudng dén tinh sinh san trén ngudi dwoc tién hanh véi COMBIVENT. Cac nghién clru tién |dm sang dugc tién hanh véi ipratropium bromid
va salbutamol cho th3y khéng cé anh hudng bat loi dén kha nang sinh san. Tdc déng Ién khd nédng Idi xe va van hanh mdy mdc: Chua cé nghién clitu dugc
ti€n hanh vé anh huwdng cla thudc 1én kha nang Ii xe va van hanh may madc. Tuy nhién, bénh nhan nén dugc thong bao vé cac tac dung khéng mong muén
c6 thé xay ra trong qua trinh s&* dung COMBIVENT nhu chéng mat, réi loan diéu tiét, gidn dong tlt, nhin md. Vi vy nén than trong khi I3 xe hodc van hanh
may méc. Néu gap phal cac tac dung khéng mong mudn nhu dé cap & trén, bénh nhan nén trénh nhu’ng hoat dong cé kha nang gay nguy hiém nhu I3i xe
hoac van hanh may méc. TWO'NG TAC THUOC: Dung dong th&i cac dan xuat cla xanthine cling nhu cac thuéc beta-adrenergic khac va cac thudc khéng cholin-
ergic c6 thé lam tang cac tac dung phu. Giam kali mau do chat chi van beta c6 thé s& tram trong hon khi diéu tri dong thoi véi cac dan xuat xanthine, cac
glucocorticosteroid va thu6c loi tiéu. Nén xét dén kha ndng nay ddc biét & nhitng bénh nhan bj tdc nghén dwong ho hap ndng. Giam kali mdu cé thé lam cho
nhitng bénh nhan dung digoxin dé bj loan nhip tim. Phai theo ddi nong do kali huyét tuwong trong nhu‘ng trwong hop nay Tac dung gidn phé& quan cd thé giam
nghlem trong khi dung déng thoi véi céc thube e ché beta. Nén st dung than trong céc chat chi van beta- adrenerglc @ nhitng benh nhan dang diéu tri vdi
céc thudc (rc ché monoamine oxidase hodc thudc chéng tram cam ba vong, do tac dung clia cac chat chl van beta- adrenerglc c6 thé manh Ién. Hit cac chat
gay mé hydrocarbon duoc halogen héa nhu halothane, trichloroethylene va enflurane c6 thé gay ting su nhay cdm déi véi tac dung trén hé tim mach cla
céc chat chi van beta. NHA SAN XUAT: Laboratoire UNITHER, Espace Industriel Nord, 151 rue André Durouchez, CS 28028, 80084 Amiens Cedex 2, Phép. NHA
PHAN PHOI CHINH: Coéng ty C6 phan y Dugc Pham Viét Nam (Vimedimex) - 246 Céng Quynh, Q. 1, TP. HCM. MQI THONG TIN SAN PHAM XIN LIEN HE:
TP.HCM: Toa nha Kumho Asiana - Lau 14 - 39 L& Duin - Q.1 - TP.HCM; DT: (028)3.823.6919 - Fax: (028)3.823.6916. Ha Noi: Toa nha VIT - Lau 14 - 519 Kim Ma
- Ha Noi; DT: (024)3.562.4128 - Fax: (024)3.562.4129 Pa Nang 167 Tran Phd - Q. Hai Chau - TP. Da Nang; DT: (0236)381.7404 - Fax: (0236)389.6628

S6 Gidy ti€p nhan ho6 so didng ky tai liéu théng tin thudc cta Cuc Quan ly dwoc - BO Y t& 0291/17/QLD-TT, ngay 27 thang 07 ndm 2017.
Ngay 01 thang 08 nam 2017 in tai liéu.
(1) Théng tin ké toa sdn phdm. COPD: Bénh phdi tdc nghén man tinh GPM-ASTH-0002-VN




Tai liéu thong tin cho can bo y t&

& SPIRIVA

t-‘ ___-""r (tiotropium)

Dudgc chi dinh trong
giam con kich phatit

Dugc chi dinh dieutrih
nham cai thién cactriel

S6 Gidy tiép nhdn hé so ddng ky tai liéu théng tin thuéc 1 BOEh rim ger
cla Cuc Quan ly dugc - B6 Y t€ 0907/15/QLD-TT, ‘ “ .
ngay 03 thdng 06 ndm 2016, ngay 09 thdng 06 ndm 2016 in tai liéu. l I IIlgElhElm

Chd thich: (*) Bénh phéi tdc nghén man tinh.
(**) Chi tiét vé chi dinh xin xem phdn théng tin san phdm & trang s6 02.



Tai liéu théng tin cho can bo y té

SPIRIVA® RESPIMAT ®

Dung dich khi dung.

Thanh phan: Méi nhat xit cung c&p 2,5 mcg tiotropium (mét liéu twong dwong 2 nhat xit). 2,5 mcg tiotropium twong dwong
3,124 mcg tiotropium bromide monohydrate. Chi dinh diéu tri: COPD: SPIRIVA RESPIMAT duwoc chi dinh dé diéu tri duy
tri cho bé&nh nhan COPD (bao gbm viém phé quan man va khi phé thiing), diéu tri duy tri khi kho thé, cai thién chat lwong
cudc séng clia bénh nhan COPD va giam dot kich phat. Hen: SPIRIVA RESPIMAT dwoc chi dinh diéu tri bd sung duy tri
nham cai thién cac triéu chirng hen & bénh nhan nguoi lén bi bénh hen dang diéu tri duy tri bang phéi hop corticoid dang
hit va chd van beta-2 tac dung kéo dai ma van cé it nhat mot con hen nang trong vong mot nam trwdc do. Liéu lwong va
cach dung: Liéu khuyén céo ctia SPIRIVA RESPIMAT 14 hai nhat xit tr dung cu khi dung RESPIMAT mét 1an méi ngay
vao cung thdi gian (xem Huéng dan sir dung). Trong diéu tri hen, hiéu qua diéu tri diy da sé thay sau vai liéu SPIRIVA
RESPIMAT. Nhém bénh nhan dic biét: Bénh nhan cao tudi c6 thé dung SPIRIVA RESPIMAT véi liéu khuyén céo. Bénh
nhan suy than cé thé dung SPIRIVA RESPIMAT véi liéu khuyén céo. Tuy nhién, cling nhuw tat ca cac thubc duoc thai triy
cht yéu qua than, nén theo dai than trong khi dung SPIRIVA RESPIMAT & nhirng bénh nhan suy than trung binh dén
nang. Bénh nhan suy gan cé thé dung SPIRIVA RESPIMAT véi liéu khuyén céo. Tré em (dwéi 18 tudi): COPD (*) khong
thudng gdp & tré em vi thé tinh an toan va hiéu qua ctia SPIRIVA chwa dwoc xac dinh ré trén bénh nhi. St dung binh dung
cu khi dung SPIRIVA RESPIMAT méi ngay. Chuwa thiét Iap dwoc tinh hiéu qua va an toan ctia Spiriva Respimat trén bénh
nhi bi hen. Ch6ng chi dinh: SPIRIVA RESPIMAT bi chéng chi dinh cho nhirng bénh nhan da biét qua man véi atropine
ho&c cac dan xuét clia né, nhw ipratropium hoac oxitropium, ho&c véi bat ky thanh phan nao ctia thubc. Canh bao va than
trong dac biét: SPIRIVA RESPIMAT, véi vai tro |a thubc gidn phé quan diéu tri duy tri véi liéu mot 1an méi ngay, khong
nén dwoc st dung diéu tri khéi dau trong con co that phé quan cép tinh nhw liéu phap cét con. Spiriva Respimat khong
nén s dung nhuw mot thuéc diéu tri ban dau cho bénh nhan hen. Cac bénh nhan hen phai dwoc khuyén tiép tuc st dung
tri liéu chéng viém, vi du corticosteroid dang hit, gitr nguyén sau khi dung Spiriva Respimat, ngay ca khi cac triéu chirng
dwoc cai thién. C6 thé xuét hién cac phan (rng qua man tre thi sau khi dung dung dich khi dung SPIRIVA RESPIMAT.
Ciing nhw cac thuéc khang cholinergic khac, nén str dung Spiriva Respimat than trong & nhirng bénh nhan tang nhan ap
géc hep, phi dai tuyén tién liét hodc tic nghén cd bang quang. Nén st dung Spiriva than trong va theo déi chat ché & bénh
nhan suy than trung binh va ndng (thanh thai Creatinin < 50ml/phut) do tdng ndng d6 thubc trong huyét twong. Can huéng
dan dé bénh nhan st dung SPIRIVA RESPIMAT mét cach dung dan. Than trong tranh dé dung dich hoac hoi swong vao
mat. Dau ho&c kho chiu & mat, nhin mé, nhin quang sang hoac hinh anh cé nhiéu mau séc kém theo dé mét do sung huyét
két mac va phu né giac mac c6 thé 1a diu hiéu cta tdng nhan ap goc hep cap tinh. Nén kham chuyén khoa ngay néu xuét
hién bat ky sw két hop nao clia cac triéu chirng néu trén. Thubéc nhd mat gay co ddng ttr khong phai 1a diéu tri hiéu qua.
Khoéng nén dung SPIRIVA RESPIMAT nhiéu hon mét 1an méi ngay. Ong thudc SPIRIVA chi s& dung dwoc véi dung cu
khi dung RESPIMAT. Twong tac véi cac thudc khac va cac dang twong tac khac: Mac du chua tién hanh nghién ciru
twong tac thubc chinh thire, tiotropium bromide da dwoc dung véi cac thube diéu tri COPD (*) phd bién khac, bao gébm cac
thudc gian phé quan cwéong giao cdm, methylxanthine, steroid uéng va hit, khang histamin, thudc tiéu nhay, thubc diéu
bién leukotrien, cromon va khang IgE ma khéng thy bang chirng twong tac thube trén 1am sang. Cac thudc thuwéng dung
két hop (LABA, ICS va két hop cuia ching) dwoc st dung cho bénh nhan COPD (*) chwa dwoc phat hién gay thay déi
ndng do tiotropium. Chwa nghién ctru st dung két hop 1au dai tiotropium bromide v&i cac thubc khang cholinergic. Do d6,
khong nén dung SPIRIVA RESPIMAT két hop v&i cac thube khang cholinergic khac trong thdi gian dai. Kha nang sinh
san, thai ky va cho con bu: Chua cé di¥ liéu 1am sang vé viéc str dung SPIRIVA cho phu ni* mang thai. Chwa cé di liéu
lam sang vé viéc st dung tiotropium cho phu ni¥ cho con bu. Do d4, khéng nén dung SPIRIVA RESPIMAT cho phu ni
mang thai hoac cho con bu trir khi Igi ich mong doi vwot trdi nguy co ¢cé thé xuat hién & thai nhi va nhi nhi. Chwa c6 di
liéu 1am sang trén kha n&ng sinh san dbi véi tiotropium. Mét nghién ctru phi lam sang véi tiotropium cho thay khéng cé bat
ky tac dung bét loi dén kha nang sinh san. Anh hwéng dén kha ning lai xe va van hanh may méc: Chua tién hanh
nghién ctru vé anh hwéng dén kha nang lai xe va van hanh may méc. Tuy nhién, triéu chirng chdng mat hodc nhin mé c6
thé anh huéng dén kha nang lai xe va van hanh may maéc. Tac dung ngoai y: Nhiéu tac dung ngoai y dwdi day co thé do
tac dung khang cholinergic clia SPIRIVA RESPIMAT. Cac phan &ng ngoai y dwoc xac dinh tir di¥ liéu nghién ctru lam
sang va bao cdo tw phat trong thoi gian lwu hanh thubc sau khi dwoc cAp phép. Réi loan chuyén héa va dinh dwéng:
Mat nuwdc. Réi loan hé than kinh: Chéng mat, dau dau, mat ngl. Réi loan mat: Tang nhan ap, tdng ap lwc ndi nhan, nhin
m&. Réi loan tim mach: Rung nhi, danh tréng nguc, nhip nhanh trén that, nhip nhanh. Réi loan hé hap, ngwe va trung
that: Ho, chay mau cam, viém hong, khé phat am, co that phé quan, viém thanh quan, viém xoang. Réi loan dwéng tiéu
héa: Khé miéng: thwdng nhe, budn noén, tao bén, nhiém ndm candida hau hong, khé nuét, bénh trao ngwoc da day thuc
quan, viém loi, viém lwdi, viem miéng, tac rudt bao gém ca liét rust. Réi loan da va mé dwéi da, Réi loan hé mién dijch:
Phan (rng phan vé, phat ban, ngra, phtt mach than kinh, may day, nhiém khuén da va loét da, khd da, qua man (bao gébm
cac phan &ng tirc thi). Réi loan co’ xwong va mé lién két: Sung khép. Réi loan than va tiét niéu: Bi tiéu (thuwong gap
& nam v&i cac yéu tb thic day), khé tiéu, nhiém khuén dudng tiét niéu. Bao quan: Duwéi 30°C. Khong déng da. Han dung:
36 thang ké tir ngay san xuéat. Han dung trong th&i gian str dung: 90 ngay. Tén NSX: Boehringer Ingelheim Pharma
GmbH & Co. KG. Dia chi: Binger strasse 173, 55216 Ingelheim am Rhein, Germany. Phan phéi bé&i: Vimedimex Binh
Dwong, 18 L1-2 VSIPII, dwéong sb 3, khu Viét Nam - Singapore 2 phwédng Phu Hoa, thi xa Tha Dau Mét, tinh Binh Duong.

Tai liéu tham khdo: (1) Théng tin ké toa Spiriva Respimat.



PREVENTING ASTHMA EXACERBATIONS IN CHILDREN
ASTHMA ACTION PLAN FOR CHILDREN

A/Prof. A. Kobayashi, M.D.
Midlands Pediatrics, P.C., Papillion, Nebraska, USA
Background and Aims: To review management of asthma in children in order to prevent
exacerbations
Methods: Literature review
Results: Update information to health care professionals who take care of children with asthma
Conclusions: With appropriate preventive measures, incidence of acute asthma exacerbations,
visits to doctors’ offices/clinics/hospital Emergency Department and hospitalizations in children
should decrease

PHONG NGUA BOT CAP HEN G TRE EM

KE HOACH HANH PONG CHO HEN G TRE EM
PGS. sTS. A. Kobayashi
Midlands Pediatrics, P.C., Papillion, Nebraska, Hoa Ky
Téng quan va muc tiéu: Danh gia lai quan Iy hen tré em dé phong nglia nhiing dot cdp
Phudng phap: Théng ké di liéu
Két qua: Cap nhat thong tin ti cac chuyén gia véhen-tré em
Két luan: Véi cac bién phap phong ngira thich hgp,-¢an giam ty 1& mac dot cap hen, phai t6i phong
kham/bénh vién/bac si/khoa cap cliu va nhap vién & tré em.

CHAN DOAN VA PIEU TRI HEN KHO TRI G TRE EM
PGS. TS. Bui Binh Bao Son
Bo6 Mén Nhi - Trudng Pai Hoc Y Duoc Hué
Cho dén nay, hen van la mét trong nhiing ganh nang I6n nhat déi véi cac ngudn luc cham soc stc
khde cho ca ngudi I6n va tré em trén toan cdu. Trong hau hét trudng hgp, bénh nhi cé thé dat dugc
kiém soat t6t triéu chiing vdi liéu phap corticosteroid hit liéu thap. Tuy nhién, van cé mét s6 bénh nhi
khéng dat dugc kiém soat trieu chiing mac du da dudc diéu tri véi corticosteroid hit liéu cao kém theo
céac lieu phap bd sung. Nhiing tré bi hen khé tri nay can dugdc chuyén dén cac chuyén gia vé hen tré
em dé lam thém cac tham do va diéu tri hop ly. Bai trinh bay nay tap trung vao cach tiép can danh gia
theo tling buéc clia Nhém Hanh Bong vé Hen Kho Tri 8 Tré Em (PSACI) - H6i H6 Hap Chau Au véi
mot s6 diéu chinh cho phu hgp véi hoan canh Viét Nam. 4 budc tiép can bao gom: (1) 1am day du cac
xét nghiém chan doan dé loai trli nhiing bénh nham vdéi hen; (2) danh gia toan dién cac van dé, nhat
la cac bénh ly kém theo; (3) danh gia hinh thai viém; va cudi cung (4) danh gia dap Uing véi steroid.
Viéc thiéu céac chiing cl cé gia tri va ban chat khong déng nhat clia nhiing trudng hgp hen khé tri da
han ché kha nang t6i uu hoéa diéu tri dua trén tiing ca thé & nhém bénh nhi hen du s& lugng khdng
nhiéu nhung day thach thic nay.
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DIAGNOSIS AND MANAGEMENT OF PROBLEMATIC
SEVERE ASTHMA IN CHILDHOOD

A/Prof. B. B. B. Son
Department of Pediatrics - Hue University of Medicine and Pharmacy
Asthma continues to be one of the greatest burdens to healthcare resources for both adults and
children worldwide. In most cases, good symptom control can be achieved with low-dose inhaled
corticosteroids (ICSs). However, there is a group in whom control is not reached despite high-dose
ICSs and add-on therapies; these are children with problematic severe asthma (or difficult-to-treat
asthma) that should be referred to specialists for further investigation and management. This
presentation focuses on the stepwise manner approach of PSACI (Problematic Severe Asthma in
Childhood Initiative) group for assessment of problematic severe asthma in children with some adap-
tations for Viet Nam’s situations. A four-step assessment scheme is proposed. First, a full diagnostic
work-up is performed to exclude other diseases which mimic asthma. Secondly, a multi-disciplinary
assessment is performed to identify issues that may need attention, including comorbidities. Thirdly,
the pattern of inflammation is assessed, and finally steroid responsiveness is documented. The lack
of good data and the heterogeneity of problematic severe asthma still limit our ability to optimise the
management on an individual basis in this small, but challenging group of patients.

IMMUNE DYSREGULATION: MISDIRECTED INFLAMMATION
AND IMMUNE DEFICIENCY CO-EXISTING IN CHILDREN

Prof. Roger H. Kobayashi, M.D
Clinical Professor UCLA School of Medicine
The practicing clinician is faced with children, who stand out in terms of chronicity of symptoms, dif-
ficulty in attenuating or resolving symptoms and the frustration of these patients returning because
the symptoms have not resolved. Most often, these children are thought to have infections, are giv-
en antibiotics, decongestants, anti-tussives and occasionally steroids and much to the chagrin of the
physician, the child might get temporarily better, but the symptoms persist and return. If the sinuses
or ears are involved, they are referred to the ENT surgeons, who frequently perform surgical pro-
cedures such as sinus surgery, adenoidectomy, tonsillectomy or tympanostomy tubes. While these
may be temporarily successful, these children again return with recurrent symptoms.
In the large number of these cases, allergy and/or asthma, together with exposure to concomitant
irritants and infections need to be addressed aggressively and minimized. For example, in the busy
pediatric practice, respiratory allergies are often overlooked and untreated, which results in chronic
obstruction and inflammation of the upper airways which results in chronic or persistent infections
of the sinuses, ears, throat and lungs. Unless the allergy is aggressively and correctly managed,
the infections will recur. Similarly, asthma is frequently undiagnosed or under-treated. Antibiotics
and anti- tussives are most often used to treat intermittent asthma, even in the United States [even
after 35 years of intensive education]. Only after repeated episodes, is the asthma recognized and
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appropriately treated, although many of these children also have respiratory allergies and if that goes
untreated, asthma symptoms and chronic infections persist.

Subsequently, a small group of children remain, where despite proper treatment of their allergies and
their asthma, their infections including recurrent otitis, sinusitis, bronchitis and pneumonia persist.
They often have other complications such as gastro-intestinal symptoms [more complicated in Viet-
nam] or skin infections. Occasionally, the symptoms are more severe or involving multi-organ sys-
tems than the physician would normally encounter in children with frequent infections. This should be
an immediate clue that a screening immunologic evaluation is warranted. A simple CBC, CRP/ESR,
quantitative immunoglobulin levels [IgG, IgA, IgM] and a tetanus serum titer may help determine
whether a severe immune deficiency is present. Typically, in chronic infections, the immunoglobulin
levels are elevated [and also with auto-immune disease], however, if the immunoglobulin levels are
low, then a more extensive immune evaluation should be undertaken. A serum IgE might be ordered
and can be interpreted in light of the individual child. There is a final group of children, who may pres-
ent with auto-immune symptoms such as ITP, auto-immune hemolytic anemia, lymphocytic infiltration
of the lungs or intestines, auto-immune thyroiditis who subsequently also have immunodeficiency.
The clinician is alerted to the possibility that several elements of immunedysregulation in the child
may co-exist.

Brief examples will be presented in this discussion.

ROI LOAN MIEN DICH: BAP UNG VIEM SAI

VA SUY GIAM MIEN DICH CUNG TON TAI G TRE EM
GS. TS. Roger H. Kobayashi
Truong Y khoa - Pai hoc California tai Los Angeles, Hoa Ky
Cac bac sy lam sang phai tiép xuc vGi nhiing tré nhé véi nhiing triéu chiing man tinh, kho thuyén
gidm hoac khong khai va su that hong clia ho quay lai vi cac triéu chiing van con. Hau hét, nhiing tré
nay dudc nght bi nhiém trung, dugc cho dung thudc khang sinh, thuéc giam dau, chéng viém va doi
khi dung steroid, tré nay tam thgi t6t hon, nhung céac triéu chiing van ton tai va trg lai. Néu co6 bénh
ly xoang hodc tai, ho sé dudc gidi thiéu t6i bac s phau thuat Tai - Mdi - Hong, nhiing ngudi thudng
xuyén thuc hién phau thuat nhu phau thuat xoang, cat amidan, cat VA, dat 6ng théng hom nhi. Mac
du nhiing diéu nay c6 thé tam thdi dudc thanh céng, nhiing dda tré nay sé trd lai véi cac triéu chiing
tai phat.
Trong phén I6n cac trudng hgp nay, di (ing va/hodc hen xuyén, cung véi phai nhiém véi cac tac nhan
kich thich va nhiém tring can dudc giai quyé&t mét cach tich cuc va giam thiéu téi da. Vi du, trong thuc
hanh nhi khoa, di ing dudng hé hap thudng bi bd so6t va khéng diéu tri, dan dén tdc ngh&n man tinh
va viém dudng ho hép trén, dan dén nhiém trung méan tinh hoac lién tuc & xoang, tai, hong va phéi.
Néu di ing khong dugc diéu tri va quan ly tich cuc, nhiém trung sé tai phat. Tuong tu, bénh hen/suyén
thudng khong dudc chan doan hoic khong dudc diéu tri. Khang sinh va chéng viém thudng dudgc s
dung dé diéu tri bénh hen/suyé&n khong lién tuc, ngay ca & Hoa Ky [tham chi sau 35 ndm hoc tap ng-
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hién cuu]. Chi sau nhiing dot 1ap di lap lai, bénh hen/suyén dugc nhan biét va diéu tri hgp ly, méc du
nhiéu tré trong so6 nhiing tré nay ciing bi di ting h6 hap va néu khong dugc diéu tri, cac triéu chiing
hen va cac bénh méan tinh van ton tai.

Sau do, mét phan nho cua tré van con, mac du da diéu tri dung cach vé di ing va hen suyén, cac
bénh nhiém trung bao gém viém tai giia, viém xoang, viém phé quan va viém phdi van tén tai. Ho
thudng cé cac bién chiing khac nhu cac triéu chiing da day-rudt (phtic tap hon & Viét Nam) hoac
nhiém trung da. Thinh thodng, bac si thudng gap & tré bi nhiém trung thudng xuyén vai cac triéu
ching nghiém trong hon hoac lién quan dén hé théng nhiéu ¢ quan haon. Day phai la mot dau hiéu
canh bao ngay lap tlc thuc hién sang loc danh gia mién dich. Céng thiic mau, CRP/ESR, globulin
mién dich dinh lugng (IgG, IgA, IgM) va mic do huyét thanh udn van cé thé giup xac dinh c6 hién
tugng gidm mién dich nang nay hay khéng. Théng thudng, trong nhiém trung man tinh, néng do
globulin mién dich tang cao (va cling thé véi ca bénh tu mién), tuy nhién, néu néng dé globulin mién
dich thap thi can phai tién hanh danh gia mién dich sau han. IgE huyét thanh phai dugc ti€n hanh
dinh lugng va c6 thé 1am sang té tling van dé cla méi tré. Cudi cung c6 mdt nhém tré, co thé co cac
triéu chiing bénh ty mién nhu ITP, thiu mau tan mau tu mién, tham nhiém lympho bao phdi hoic
rudt, viém tuyén giap tu mién sau do cling c6 suy gidm mién dich. Bac si 1am sang dugc canh bao
vé kha ndng mot sd yéu t6 réi loan mién dich & tré cé thé cung ton tai

Cac vi du ngan sé dudc trinh bay trong cudc thao luan nay.

PANH GIA VA XU TRi TRAO NGUGC DA DAY - THUC QUAN
CO BIEU HIEN HO HAP G TRE CO NGUY CG CAO

TS. BS. Tran Anh Tuan
Bénh vién Nhi déng 1 - TP. HCM
Tré c6 bénh nén thudng la nhiing tré cé nguy co cao bi trao ngudc da day - thuc quan (TN DD-TQ)
c6 biéu hién hé hdp nang - man tinh so vdi tré binh thudng.
D6 1a nhiing tré c6 bénh Iy than kinh (bai ndo, teo c¢o tdy song, bénh than kinh khac), sinh non, béo
phi, di tat bAm sinh dudng tiéu hoa (teo thuc quan da phau thuat, achalasia hay céc dj tat thuc quan
bam sinh khac, rudt xoay bat toan, thoat vi hoanh bam sinh, thoat vi rén, hé thanh bung), bénh ho
h&p man tinh (hen, loan san phé quan = phdi, mém sun thanh quan, hoi chiing Pierre - Robin, bénh
phdi k&, bénh xo nang), bat thudng nhiém séc thé (hdi chiing Down), thd may, ghép phdi.
Bién chiing nang cta TNDD - TQ ciing thudng xay ra véGi tan suét cao G tré c6 nguy cG cao nay.
Can tAm soat cé hé théng va diéu tri phi hop TNDD - TQ & nhiing déi tuong déc biét ké trén.
Con chua cé nhiéu di kién dé cho phép cé dudc cac khuyén cdo diéu tri dua trén y hoc chiing ¢
& nhiing d&i tuong nay. Tuy nhién, thudng nhiing tré nay can phai dudc diéu tri 1au dai dé chia lanh
céac bién chiing ciing nhu can diéu tri duy tri kéo dai. Viéc diéu tri trong dé cé thay déi 16i séng can
phai phu hgp v6i bénh nhan. Diéu tri khang tiét acid cling can phai toi uu hoa. Diéu tri PPIs lau dai
thudng hiéu qua trong kiém soat cac triéu chiing va duy tri hdi phuc viém thuc quan.
Tré c6 nguy co cao ciing thudng phai dugc ph4u thuat diéu tri TNDD-TQ, tuy nhién can can nhic
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nhiéu yéu t6 dé xac dinh Igi ich va nguy cad cla phéu thuat 3 nhém bénh nhan dac biét nay.

EVALUATION AND MANAGEMENT OF GERD

WITH RESPIRATORY MANIFESTATIONS IN CHILDREN AT HIGH RISK
Tran Anh Tuan, MD, PhD
Children’s hospital No1, Ho Chi Minh City
Children with certain underlying disorders are at high risk for developing severe-chronic GERD, com-
pared with those who are otherwise healthy.
These include neurologic impairment (cerebral palsy, spinal myoatrophy), prematurity, obesity, gas-
tro-intestinal congenital defects (repaired esophageal atresia, repaired achalasia or other congenital
esophageal disease, intestinal malrotation, congenital diaphragmatic hernia, omphalocele, gastro-
schisis), chronic respiratory disorders (asthma, bronchopulmonary dysplasia, laryngomalacia, Pierre
- Robin syndrome, interstitial lung disases, cystic fibrosis), chromosomal abnormality (Down’s syn-
drome), children under mechanical ventilaton, lung transplantation.
Complications of severe GERD occur with greatest frequency in children with underlying GERD-pro-
voking conditions.
The systematic screening and the appropriate management of GERD will be indispensable in these
specific patient populations.
These limit the data available to allow,_evidence-based recommendations on therapy. However, these
children are more likely to require long-term-treatment for healing and maintenance. Treatment in-
clude lifestyle changes should tailored’io the risk factors of the patient. Antisecretory therapy should
be optimized. Long-term treatment with PPIs is often effective for symptom control and maintenance
of remission of esophagitis.
Children with underlying conditions predisposing to the most severe GERD comprise a large percent-
age of most of the surgical series, further confounding efforts to determine the benefits versus risks
of surgical antireflux procedures in specific patient populations.

TIEP CAN CHAN DOAN, BIEU TRI BENH NHAN
HEN KEM VIEM MUI DI UNG TRONG THUC HANH LAM SANG

PGS. TS. Nguyén Thi Diéu Thuy

B6 mén Nhi - Bai hoc Y Ha Néi

Hen phé quan va viém mi di ting la bénh thudng gap hay di kém véi nhau. Méi lién quan nay da dugc
quan sat thay tu 1au, nhung khai niém chung mét bénh dudng hé hdp mdéi duge dé cap nhiéu trong thoi
gian gan. Hen phé& quan va viém mdii di ing ¢c6 tuang déng vé tén thuaong gidi phAu dudng ho hédp, déu
chung viém niém mac dudng thd, viém mii di ting &nh hudng dén niém mac dudng hé hap trén, trong
khi hen ph& quan anh hudng dén niém mac dudng hé hap dudi. Mdc do viém trong hen phé quan co
lién quan rat chat ché dén mdc doé viém trong viém mdi di tng. V& mat 1am sang, hen kém viém mdi
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di ting thudng xuyén anh hudng va tadc dong qua lai 1an nhau, doi hdi can c6 cach tiép can chan doan
va diéu tri hen kém viém mii di Gng phu hop. Vi vay, dé kiém soat t6t hen, viéc diéu tri viem mi di
(ing la mot diéu vé cung quan trong. Phac dé hudng dan x{ tri hen kém viém mdii di Gng can luu y
khai niém “Moét dudng thd” va khuyén cao diéu tri hen phé quan can danh gia ca tinh trang viém myi
di ting va ngudc lai. Cac phac db hién nay khuyén cao két hgp diéu tri ca hai tinh trang bénh gidp
kiém soat ca hai bénh.

APPROACH TO DIAGNOSE AND TREAT ASTHMATIC PATIENTS
WITH ALLERGIC RHINITIS: A CLINICAL PRACTICE

A/Prof. Nguyen Thi Dieu Thuy, MD., PhD
Head of Pediatrics Department, Hanoi Medical University
Asthma and allergic rhinitis (AR) frequently coexist, with epidemiological data suggesting that most
asthma patients also suffer from AR. Both diseases share similar triggers and similar pathophysiol-
ogy characterized by similar inflammatory cell infiltrates. It has also been found that the degree of
inflammation in asthma correlates highly with the level of inflammation in the nose. Three areas of
research suggest there is a real importance clinically in the ‘one-airway’ concept. The first of these
relates to the possibility of interference in the development of asthma in patients with rhinitis; the
second is that the severity of rhinitis appears to be a risk factor for poor asthma control and thirdly
that common anti-inflammatory therapy may improve outcomes for both. Treatment guidelines have
recognized that asthma and AR are linked conditions of ‘One Airway’ and recommend that patients
with asthma be evaluated for AR and vice versa. These guidelines support a combined approach to
treating both conditions.

CLINICAL MICROBIOLOGY TECHNIQUES FOR

TUBERCULOSIS DIAGNOSIS: AN OVERVIEW
A/Prof. Hung N.V, MD., PhD
Department of Microbiology and National TB Reference Laboratory, National Lung hospital
Abstract: After many decades of tuberculosis control and prevention globally, WHO has recognized
the tremendous gains we have made, contributed to save the lives of 56 million people with tuber-
culosis since 1995. However, what has not been achieved isn’t also small that impact the situation
of TB epidemiology. Accurate, rapid and accurate diagnosis of all forms of TB is an urgent need, as
well as a challenge in the field of tuberculosis bacteriology diagnostics, particularly with MDR-TB,
HIV/TB and TB in children.
It is undeniable that classical microbiological techniques have great contributed, are being widely
maintained and will continue to be used but they are no longer meet the current requirements. New
techniques have created a revolution in TB diagnostic. Overview of clinical microbiologic diagnostic
techniques are recommended by WHO and its application in the NTP’s laboratory system.
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Ki THUAT CHAN POAN VI SINH LAM SANG BENH LAO
PGS. TS. Nguyén Van Hung
Khoa Vi sinh va Labo Lao chudn Quéc gia, Bénh vién Phéi Trung uong
Tém tat: Sau nhiéu thap ki phong chéng bénh lao trén toan cau, TCYTTG nhan dinh thanh tuyu thu
dudc la rét 16n, ching ta da gép phan clu séng 56 triéu ngudi méc lao ké ti nam 1995 dén nay, tuy
nhién nhiing diéu con chua dat dudc ciing khéng hé nhd, tac dong thay déi dén dich t& hoc bénh lao.
Ché&n doan s6m, nhanh, chinh xac tat ca cac thé lao 1a yéu cau cap thiét dong thdi cling la thach thtic
trong Iinh vuic chan doan vi khudn hoc bénh lao, nhat 1a véi lao da khang, lao tré em.
Mé&c du khéng thé phl nhan céac ki thuat vi sinh ¢ dién da déng gép rat 16n, dang dudc duy tri rong
rai va sé con tiép tuc dugc s dung, nhung cac ki thuat ¢é dién khdng con dap ting dudc cac yéu cau
tU thuc tién. Céac ki thuat mdai ra doi da tao nén cudc cach mang trong chan doan. Bai trinh bay t6ng
guan cac ki thuat chan doan vi sinh Iam sang dudgc TCYTTG khuyén céo va viéc (ing dung trong hé
théng xét nhiém cldia CTCLQG.

BACKGROUND OF USING RECOMBINANT TUBERCULOSIS ALLERGEN
FOR DIAGNOSTICS OF ACTIVE AND LATENTTB INFECTION IN ADULTS

Prof. Sergey E. Borisov
Moscow, Russia
Table of content:
1. Tuberculosis: definition, active and latent form
2. TB epidemiology:

- Worldwide

- In Russia
3. TB risk groups in Russia
4. TB diagnostics methods in Russia
5. Diaskintest overview:

- Brief product’s characteristic (description of ESAT6/CPF10 proteins)

- Clinical trials background

- Diaskintest as an in-vivo test, method of administration

- Sensitivity and specificity definition

- Sensitivity and specificity of Diaskintest

- Diaskintest and IGRA-test: comparative analysis
6. State guidelines for TB diagnostics in Russia
7. Background of using Diaskintest in different groups: screening of children and teenagers; HIV-pos-
itive patients; autoimmune diseases; contacts; risk groups.

8. Conclusion
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HIEU QUA SU DUNG VI KHUAN KHANG LAO TAI TO HOP
PE CHAN POAN NHIEM LAO VA NGUY CG NHIEM LAO G NGUOI LGN

GS.TS. Sergey E. Borisov
Mat - xco - va, Lién bang Nga
N&i dung bao cao:
1. Bénh Lao: dinh nghia, nguyén nhan va nguy cd
2. Dich t& hoc bénh Lao:

- Trén toan cau

- Tai Nga
3. Cac nhom cé nguy cd nhiém Lao tai Nga
4. Cac phuong phap chan doan Lao tai Nga
5. Tém tat vé dac tinh cia s&n phdm (mé ta cac protein ESAT6/CPF10)

- K&t qué thi nghiém lam sang

- Diaskintest trong thi& nghiém in vivo va phudng phéap diéu tri

- Binh nghia dé nhay va dé dac hiéu

- D6 nhay va d6 dac hiéu clia Diaskintest

- Diaskintest va IGRA-test: phéan tich so sanh
6. Chi dao diéu tri cGia chinh phl vé chan doan Lao 8 Nga
7. Hiéu qua sU dung Diaskintest trén cac nhéom khac nhau: tré em va vi thanh nién, bénh nhan duadng
tinh v&i HIV, nhédm bé&nh nhan mac cac bénh tu nhiém va nhém bénh nhan tu nhiém
8. Két luan

94



CLINICAL MICROBIOLOGY TECHNIQUES FOR NTM DIAGNOSIS: CURRENT SITUATION
A/Prof. Hung N.V, MD., PhD
Department of Microbiology and National TB Reference Laboratory, National Lung hospital
Abstract: Non-tuberculosis mycobacteria (NTM) are bacteria of Mycobacterium family but not M.
tuberculosis (MTB). In the past decade, many NTM species have been identified. Currently, there
are 178 species and 14 subspecies. Distribution of NTM species vary geographically. Infection with
NTM may cause the disease named mycobacteriosis has a lot of various clinical symptoms, includ-
ing a tuberculosis- like symptoms. This makes difficulty in both diagnosis and treatment of NTM. The
incidence of NTM increases as HIV prevalence increases. NTM are opportunistic bacteria that have
broad pathogenic spectrum, symptom and infection level depend in species of Mycobacteria and
body immune system.
Diagnosis of differentiation between MTB and NTM and NTM identification will help the physicians
choose the appropriate treatment. This should be gotten reasonable and timely consideration, espe-
cially preferred accurate diagnosis methods. Properly NTM identification will help in the selection of
effective treatment regimens.
In Vietnam, NTM studies are still few due to the lack of reliable NTM identification technique. In 2008,
the World Health Organization recommended the use of LPA technique for the MDRdiagnosis. LPA
technique is also useful in identifying NTM. National Lung’Hospital (NLH) has began applying the
LPA technique since 2009. From 2010.up,to now; it-has been official technique to diagnosis NTM in
NTP lab system.

KI THUAT CHAN CHAN DOAN VI SINH LAM SANG

BENH DO MYCOBACTERIA KHONG LAO
PGS. TS. Nguyén Van Hung
Khoa Vi sinh va Labo Lao chudn quéc gia, Bénh vién Phéi Trung uong
Tom tat: Cac mycobacteria khong lao - NTM (Nontuberculous mycobacteria) la cac vi khuén thudc
ho mycobaterium nhung khong phai 1a vi khudn lao M. tuberculosis (MTB). Trong thap ky qua nhiéu
loai NTM da dudc dinh danh. Hién nay da cé t6i 178 loai va 14 dudi loai (th). Phan bé cac loai thudc
NTM khéc nhau theo ving dia ly. Nhiém trung do NTM c6 nhiéu biéu hién Iam sang khac nhau, trong
dé c6 bénh canh lam sang biéu hién bénh giéng nhu lao, do vay thudng gép nhiéu khé khan trong
chén doan va diéu tri bénh. Ty 1&é mac NTM cang tang khi ty I& ngudi nhidm HIV gia tdng. Dién bién
dich t& bénh do NTM ngay cang cé xu hudng mé rong. NTM 1& céac vi khudn gay bénh co hdi, man
tinh, c6 phd gay bénh rong, triéu triing va tinh nhiém trung phu thudc vao loai mycobacteria va stic
dé khang cla co thé ngudi bénh.
Ché&n doan phan biét MTB véi NTM, dinh danh loai NTM sé& gilp cac thay thudc lua chon phuong thic
diéu tri thich hgp trong chan doan va diéu tri NTM, can dudc quan tam hgp ly va kip thai, dac biét uu
tién cac phuong phap chan doan chinh xac can nguyén. Viéc dinh danh chinh xac loai NTM gay bénh
cho bénh nhan sé gitp lua chon phac dé diéu tri hiéu qua.
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S Viét Nam, cac nghién ctiu vé NTM con it do khéng co ki thuat dinh danh NTM tin cay dugc ap
dung. Nam 2008, T6 chuic Y té thé gi6i da khuyén céo s dung ki thuat LPA dé chan doan bénh lao
da khang, LPA ciing rat hiiu ich trong viéc dinh danh NTM. Tai Bénh vién Phéi Trung uong (BVPTU)
b4t dau ap dung LPA dinh danh NTM tii ndm 2009, va chinh thiic phuc vu chan doan tii ndm 2010
cho dén nay cho hé théng xét nghiém clia CTCLQG.

UNG DUNG MSCT CHAN POAN MOT S6 BAT THUONG BAM SINH MACH MAU PHOI VA CAN
THIEP NOI MACH PIEU TRI D| DANG THONG DONG - TINH MACH

Pham Minh Théng', Vi Thanh Trung?, Nguyén Xuan Hién? Phan Hoang Giang*

'Gs.Ts.Bs, Khoa Chan doan hinh dnh, Bénh vién Bach Mai, Ha Noi, Viét Nam

2Ths.Bs, Khoa chdn dodn hinh dnh, Bénh vién Bach Mai, Ha Noi, Viét Nam

3Ts.Bs, Khoa chdn doan hinh dnh, Bénh vién Bach Mai, Ha Noi, Viét Nam

4Ths.Bs Khoa chdn dodn hinh dnh, Bénh vién Bach Mai, Ha N¢i, Viét Nam

Céc bat thudng bdm sinh & phéi dugc chia lam 3 nhém chinh: bt thudng phé quan - nhu mé phéi,

b&t thudng mach mau phdi va phéi hop bat thusng mach mau véi nhu mé phéi.

B4t thudng mach mau phdi la bénh ly hiém gap, cé thé 14 don thuan ho#c phéi hgp, thudng biéu hién

lam sang sém & tré nhé hoac triéu chiing tram trong khi truéng thanh nhung déi khi ton tai khéng triéu

chiing va dugc phat hién tinh ¢ bang chup X - quang hoac cat I6p vi tinh.

Céat I6p vi tinh da day (MSCT) véi dd phan gidi cao, tai tao nhiéu mat phang (MPR), tai tao ty trong

t6i da (MIP), tai tao thé tich (VRT) khong gian 3 chiéu gitp phan tich rd dac diém bat thudng mach

mau, giup danh gia toan bé hé mach mau phdi va nhiing lién quan giai phiu truéc phiu thuat hosc

trude can thiép ndi mach.

Chung t6i da (ing dung MSCT dé chan doan va danh gia mot sé bat thudng bam sinh mach mau clia

phdi bao gém: bat thudng ddng mach (méat doan ddng mach, bat thudng géc xuat phat, thiéu san

toan bo), di dang thédng dong - tinh mach, bat thudng mach mau két hop véi bat thudng nhu mé phéi

(thiu san phdi trong hoi chiing Scimitar, phdi biét 1ap)

Sau khi da dudc chdn doan bing MSCT, ching t6i ti€n hanh chup DSA va can thiép ndi mach dé

diéu tri mét s6 trudng hop di dang théng déng - tinh mach ph6i.

APPLICATION MSCT FOR DIAGNOSIS SOME CONGENITAL LUNG VASCULAR ABNORMALI-
TIES AND TREATMENT PAVM BY ENDOVASCULAR INTERVENTION

Pham M. Thong', Vu T. Trung?, Nguyen X. Hién3, Phan H. Giang*

"Prof. Ph.D, Radiology Department, Bach Mai Hospital, Ha Noi, Viet Nam

2MD, Radiologist, Radiology Department, Bach Mai Hospital, Ha Noi, Viet Nam

’Ph.D, Radiologist, Radiology Department, Bach Mai Hospital, Ha Noi, Viet Nam

“MD, Radiologist, Radiology Department, Bach Mai Hospital, Ha Noi, Viet Nam

Congenital lung anomalies divided into three categories: nonvascular lesions (abnormal lung and

normal vasculature), vascular lesions (normal lung and abnormal vasculature), or a combination of
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both (abnormal lung and abnormal vasculature).

Multi-Slice Computer Tomography (MSCT) with high resolution imaging, recontruction MPR, MIP,
Volume redering technique (VRT) provide a noninvasive method for the diagnosis of pulmonary vas-
cular abnormalities allowing its accurate characterization, anatomy structure, pre-operative and en-
dovascular intervented evaluation and avoiding for conventional angiography unless endovascular
interventional procedures are required.

In this acticle, we review the MSCT technique for evaluation of some congenital pulmonary vascu-
lar abnormalities diagnosed in our department: (1) abnormal artery (congenital interruption of the
pulmonary artery, anomalous pulmonary artery from the aorta, pulmonary artery sling, pulmonary
agenesis, (2) combined abnormal artery and vein (pulmonary arterio-venous malformation, PAVM),
(8) combined abnormal parenchymal and abnormal vasculature (Hypogenetic lung and anormalous
venous return : Scimitar syndrome, Sequestration).

With diagnostic comfirmation by MSCT, we use DSA to treat some case PAVM by endovascular in-

tervention.

CHAN DPOAN VA PIEU TRI PHOI BIET LAP
ThS. Hoang Anh Buc
Trung tam H6 Hap, Bénh Vién Bach Mai
Pinh nghia: Phéi biét lap dudc dinh nghia khi cé-su-tén tai-clra moét vung nhu mo phéi khéng chtic
ning dudc biéu hién bang su thiu lien thong binh/thudhg véi hé théng khi phé quan va dudc
c4p mAu tii tudn hoan hé théng. Phan loai phdi biét 1ap: gém cé phdi biét 1ap noi thuy, phdi biét
lap ngoai thuy va mot dang hiém gap nhat la di dang phdi - dudng tiéu héa. Sinh bénh hoc: phéi
biét lap dudc hinh thanh qua ché& bam sinh hodc mac phai. Co ché bam sinh do su phan chia bat
thudng cla tuan hoan hé théng va tuan hoan phéi ti trong giai doan bao thai; c6 ché mac phai
lien quan dén su tidng sinh clia dong mach day chang phdi cdp mau cho vung phdi bj tén thuong &
thuy dudi. Cac dong mach cap mau cho vlung phdi biét 1ap bao gom: Béng mach chid nguc, dong
mach chl bung, déng mach lién sudn, dong mach duéi don,..Cac tinh mach dan luu ctia vung
phdi biét 1ap bao gém tinh mach phéi, ddng mach phéi, tihh mach ch(,..Triéu chiing 1am sang:
da dang, khéng dac hiéu phu thudc vao vi tri, kich thudc va loai tén thuong hoac la khéng c6 triéu
chting. Céc triéu chiing hay gép la ho mau va nhiém trung ho hép tai dién nhiéu lan. Triéu chiing
X quang: trén X quang nguc: phdi biét 1ap cé hinh anh khéi déng dac, déng nhét, thudng gap &
thuy duéi, c6 thé thdy hinh hang, kén, kém theo mic nuéc hoi do nhiém trung hé hép tai dién.
Chup MSCT nguc c6 tiém thudc can quang 1a phuong phap t6t nhat dé chan doan phdi biét lap:
tén thuong phdi dang déng dac, hang, kén va cac bat thudng vé mach mau cdp mau lién quan dén
vung phdi biét 1ap. Diéu tri: diéu tri phau thuat 1a phudng phap diéu tri triét can nhat dé du phong
cac bién chling nang va cai thién tién lugng bénh.
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DIAGNOSIS AND TREATMENT OF BRONCHOPULMONARY SEQUESTRATION

Hoang Anh Duc MD.,

Respiratory Centre, Bach Mai hospital

Definition: Bronchopulmonary sequestration (BPS) is defined when consists of a nonfunction-
ing mass of lung tissue that lacks normal communication with the tracheobronchial tree, and
that receives its arterial blood supply from the systemic circulation. Classification: BPS include:
Intralobar pulmonary sequestration (ILS); Extralobar pulmonary sequestration (ELS); Broncho-
pulmonary-foregut malformation (BPFM). Pathogenesis: development of BPS related to con-
genital mechanism or acquired mechanism. Congenital mechanism: separation of the aortic and
pulmonary circulations occur very in embryonic development. Acquired mechanism relate to
hypertrophy of pulmonary ligament artery provide systemic blood to the pulmonary parenchyma.
The aterial supply include lower thoracic or upper abdominal aorta,.. Venous drainage include
pulmonary vein, pulmonary artery, vena cava,..Clinical symtoms: non-specified, variable, and
depends upon the type, size, and location of the lesion. Common symptoms are hemoptysis
and recurrent respiratory infection. Radiology: On a chest radiograph: pulmonary sequestration
appear as a uniformly dense mass usually locate in the lower lobe. Cavity or cystic lesion asso-
ciated with air-fluid levels may be seen due to the recurrent infection. MSCT contrast injection
is the best method to diagnose pulmonary sequestration: the appearance is the pulmonary con-
densation with the aberrant systemic artery. Treatment: Surgery is the most curative method to

prevent the complication and improve the prognostic.

TRAINING TO BECOME RESIDENT AND SPECIALIST IN PULMONARY FIELD
IN JAPAN: PULMONOLOGY SPECIALIST SYSTEM
Prof. S. Hashimoto'?3
"Chairman of the board of director of the Japanese Respiratory Society
2Division of Respiratory Medicine Department of Internal Medicine
3Nihon University School of Medicine, Tokyo, Japan
In Japan, there is a two-step specialist system (basic education & sub-specialty education).
1st floor, for becoming Internal Medicine Specialist,
« After working junior resident for 2 years, work at Educational Hospital as senior resident for 3 years.
« Internal Medicine Society Member for 3 years
« Submit 25 clinical cases from each internal medicine area.
« Qualifying Internal Medicine Specialist Examination
2nd floor; for becoming Pulmonary Specialist,
« Internal Medicine Specialist
« Working at Educational Hospital as Senior resident for 3 years.
« JRS Member: 3 years
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« Submit 25 clinical cases from each pulmonary medicine area.

« Submit Experience Records on Bronchoscopy, Ventilator, NIPPV.

« Attendance of Clinical Pulmonary Function Course

« Common lectures; Medical safety, infection control, ethics, etc.

« Non-smoker

« Specialist accreditation not by the certifying boards of each specialty but by a neutral third-party
organization

« Specialist training provided in accordance with a training program. A neutral, third - party organiza-
tion assesses and certifies the program and conducts on-site inspections of the training facilities

« Comprehensive medical care specialists to be considered part of a basic education step

PAO TAO DE TRG THANH BAC ST NOI TRU VA BAC ST CHUYEN KHOA HO HAP
G NHAT BAN: HE THONG CHUYEN KHOA HO HAP

GS. TS. S. Hashimoto'?3
'Chd tich hoi H6 hap Nhat Ban
2Phong H6 hdp cta Bé mén Ni
3Pai hoc Y khoa Nihon, Tokyo, Nhat Ban
3 Nhat, hée thdng chuyén khoa gém hai budc (daotao-ed ban va dao tao chuyén khoa sau). Budc thi
nhat, dé trd thanh bac sindi khoa
« Sau khi hoan thanh béac si néi tri méitrong 2 nam, sé tiép tuc lam viéc & bénh vién dao tao vdi vai
tro bac si ndi tru véi trinh dé cao hon trong 3 nam.
« Thanh vién héi néi khoa trong 3 nam.
« Dua ra 25 trudng hgp lam sang cho méi linh vuc ndi khoa.
« Th&m dinh chuy&n mén vé néi khoa.
Budc thi 2, dé trd thanh bac s chuyén khoa ho hap
« Bac si chuyén khoa néi.
« Lam viéc & bénh vién thuc hanh vai tro bac si noi tri trong 3 nam.
« Thanh vién hoi hd hap Nhat Ban: 3 nam.
. Dua ra 25 ca lam sang ti méi linh vuc cla hé hap.
« Trinh bay kinh nghiém vé ndi soi phé quan, may thd, thédng khi khdng xam nhap ap luc ducong.
« Tham du khoa hoc lam sang chiic nang ho hap.
« Cac bai giang chung, an toan y té, kiém soat nhiém khuén, dao dtic y hoc.
« Khong hut thudc.
« Chiing chi chuyén mén khong phai do méi chuyén khoa c&p ma do mét t6 chuic trung gian thi 3.
« Dao tao bac si chuyén khoa theo khung chuaong trinh. Mét t6 chiic trung gian thii 3 s& danh gia va
xac nhan chuaong trinh va tién hanh kiém tra tai ché cac co sé dao tao.
« Cac bac si chuyén khoa cham soc y té€ toan dién dugc coi la mot phan clia budc gido duc cd ban.
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Tai figu théng tin cho cdn bo v 1é

UGMENTIN

amoxicillin + clavulanate potassium

Khang sinh dudc chi dinh trong diéu tri
ngan han nhiém khuin céng dong:

Nhiém khuan hé hap trén
Nhiém khuan hé hép duci
Nhiém khuan niéu sinh duc
Nhiém khuan da mé mém
Nhiém khuén xuong khop
Nhiém khuan rang .
Nhiém khuén san khoa, 6 bung

54 gidy tiép nhan ho so dang ky thong tin thude
i an ly duge - Bo Y 18: 0168/16/QLD-TT

07 ndm 2016:
8 thang 8 nam 2016.
y c6 02 trang, thong tin chi tiét vé
san pham xem & trang 2.

Code: VN/CAM/0015/16 CENB 16/08/2016




THONG TIN KE TOA TOM TAT

TRINH BAY: AUGMENTIN 1g tablet: m&i vién chifa amaxicillin 875 mg,
acid clavulanic 125 mg.
Dang bao ché: Vién nén bao film. Hop 2 vi x 7 vién nén

CHI BINH: Mhigm khudn dubng hé hip trén (gbm ca tal-mii-hong) viém
amidan, viém xoang, viém tai gita. Mhitm khuan duéng hd hip dudi: dot
cap cda viém phé quan man, viém phdi thiy va viém phé quan - phéi.
Mhiém khudn duding nigu- sinh duc: viém bang quang, viém niéu dao, viém
than - bé than. Nhiém khuan da va md mém: nhaot, &p xe, viém mé té bag,
nhiém khudn vét thuong. Nhiém khudn xudng va khdp nhu viém tdy
xuong, Nhigm khudn riing nhu dp-xe & ring. Cic nhiém khudn khic nhu
nao thai nhiém khudn, nhiém khudn sdn khoa, nhigém khuan trong & bung

LIEU DUNG: Liéu théng thudng dé didu tri nhiém khudn: Ngudi ldn va
tré trén 12 tdi': Nhidém khuin nhe dén vira: 1 vién 625 mg x 2 lan/ngay;
Whiém khuan ndng: Tvién 1g x 2 lan/ngay. C6 thé bat diu bing dudng tiém
truyén va tidp ndi bing duding udng. Liéu ding cho nhiém khudn rang
{nhu ap-xe & rdng) : Ngudi ldn va tré trén 12 tudl' : 1 vién 625 mg x 2
lan/ngay, ding trong 5 ngdy. Khong khuyén cdo ding 625 mg va 1g cho tré
12 tudi v nhd han, Lidu ding che bénh nhan suy than: Ngudi lén: Chinén
diing vién AUGMENTIN 1g cho bénh nhan cé mic loc cdu than (CrCl) = 30
mi/phit). Ligu ding cho bénh nhan suy gan: Than trong khi ding, nén
kigm tra chie ndng gan dinh ky

Suy thin nhe
{ErCl =30ml/phuit)

Suy thin trung binh
{CrCl: 10-30mlfphut)

Suy thin nang
(CrCl = 10ml/phit)

Khang thay déi lidu 1 vién 625mg x 2 ln/ngdy. | Khing ding qua
{1 vién 625mg x 2 lAn/ngdy | Khong nén ding 1g 1 vién
hoac 1 vién 1g x 2 1dn/ngay 625 mg/24 gid

CACH DUNG: Nén udng thudc vao diu bita 3n d€ han ché téi da khd nang
khéang dung nap. Nén nudt ca vién , néu cdn cd thé bé ddi vién thudc, khéng
duge nhal. Khéng nén didu tri qua 14 ngay ma khéng kiém tra.

CHONG CHI BINH: Oud man vai penicillin. Nhay cdm chéo vdi cephalospo-
rin, Tién sif vang da, rdi loan chiic nang gan khi ding Augmentin hoac
penicillin

CANH BAO VA THAN TRONG: Hai ki tién sl qud min véi penicillin, cepha-
losporin hodc cac chat di ing khac trugc khi khdi dau digu tri bang
AUGMENTIN, B3 co bdo cdo vé cac phan ding qué man nang (s6c phan vé)
i khi cé 1l vang & nhimng bénh nhan didu tri bang penicilin, Cac phin (ng
nay thuding xdy ra hon & nhiing bénh nhan cd tién sirqua man vai penicillin,
Mén tranh si dung AUGMENTIN néu nghi ngd ting bach cdu don nhan
nhiém khudn do su xuat hién cba ban dang sdilién quan d&n tinh trang nay
sau khi ding amoxicillin. 50 dung dang dai déi khi & thé gay tang sinh cac
ching vi khuidn khéng nhay cadm. Viém dai trang gid mac d& dugc bio céo
khi ding khang sinh wéi mic d& nghiém trong tr nhe dén de doa tinh
mang. Néu tiéu chdy nhiéu hodc kéo dai hodc bénh nhan bi dau bung co
that nén ngung diéu tri ngay va lap tic kiém tra thém

Hiém cé bdo cao vé st kéo dai thdi gian bat thudng thél gian prothrambin
& nhitng bénh nhan ding AUGMENTIMN va cac thudc chong dong mau ding
duiting udng. Nén theo dai thich hop khi cac thudc chdng déng méu dugc
ké toa ding thoi. Co thé cin diéu chinh lidu cic thude chdng déng mau
ding duding udng dé duy tri mic d6 chdng déng mong mudn.

Mén ding AUGMENTIN than trong & nhitng bénh nhan c6 ddu hidu rdi loan
chifc nang gan. Hiém ¢6 béo cdo vang da & mat, ¢d thé ning nhung thuing
hdi phuc. Cac dau higu va trieu chiing co thé khdng trd nén rd rang cho dén
tan 6 tuan sau khi ngling didu tri. Nén diéu chinh liéu AUGMENTIN & bénh
nihan suy than theo khuyén cao trong phan Liéu lugng va cach ding. Chidng
co giat co thé xdy ra & nhiing bénh nhan bi suy gidm chic ning than hoac
dang st dung lidu cao. Da quan sét thay tinh thé niéu & nhiing bénh nhan
giam bai tiét nude tiéu nhung rat hiém, chi yéu gip khi bénh nhan ding
duéng tiém truyén,

Mén khuyén bénh nhan duy tri @i lugng nudc dua vao va lugng nudc tidu
dao thii trong théi gian ding amoxicillin liéu cao dé lam gidm khd ning
xuat hién tinh thé amoxicillin niéw.

PHU NO €O THAI VA CHO CON BU: Nhiing nghién cdu vé kha ning sinh
san trén déng vat (chudt nhat va chudt céng) khi ding AUGMENTIN dudng
udng va tiém truyén khong cho thdy tac dung sinh quai thai. Trong mét
nghién cdu don & nhimg phu nl sinh non do v& mang &1 sém (pPROM), 83
o bio cio vé vigc diéu tri du phong vai AUGMENTIN cé thé lién quan dén

T ligu thding tin cho cdn bd y 1é

AUGMENTIN

omouicilin « Svulondglo poboEarm

tang nguy cd viem rudt hoai tb & tré so sinh. Cing nhu tat cd cac thudc khac,
nén tranh diing thudc trong thai ky, nhat 1a trong ba thang ddu, tri khi bac
sicho la can thiét.

Ca thé ding AUGMENTIN trong thoi gian cho con bu. Ngoeai trif nguy oo bi
man cam, lién quan dén vigc thude bai tiEt mét ucng rit it vao slta me, chua
co tac dung bat lgi nao cho tré dang ba me.

TUONG TAC: Khing khuyén cdo st dung déng théi vai probenecid. Probe-
necid lam giam bai tiét amoxicillin gqua ong than. S0 dung déng thai vai
AUGMENTIN cd theé gay tang va kéo dai nong do amoxicillin trong méu
nhung khéng dnh hudng dén clavulanate.

5t dung déng théi allopurinel trong khi diéu tri véi amoxicillin ¢é thé gay
tang kha ndng xay ra cac phan Ung di dng trén da. Khang oo di liéu vé viéc
sif dung két hop AUGMENTIN véi allopurinel.

Cing gidng nhu cac khdng sinh khac, AUGMENTIN c6 thé dnh huéng dén
hé vi khudn dudng rudt din dén lam gidm tai hip thu cestrogen va lam
gidm hiéu qua cha cdc thude trdnh thal duding udng diing két hop. Hiém cd
cac trudng hop tang INR & nhing bénh nhan ding acenccoumarol hoac
warfarin va dugec ké toa 1 dot amoxicillin, Néu can thiét ké toa déng thed,
nén theo dbi cdn than thdd glan prothrombin hodc INR khi bit ddu hodc
ngung ding AUGMENTIN. & nhifng bénh nhan dang ding mycophenolate
mofetil, 83 cd bao cao vé su gidm nong do trude lidu (pre-dose concentra-
tion) cda chit chuyén héa cd hoat tinh mycophenclic acid (MPA) khodng
50% sau khi bit dau ding amoxicillin dudng uang két hop acid clavulanic.
Sy thay ddi nong do trudc liéu co thé khong thé hién chinh xac nhing thay
dléhi vé miic phoi nhidm MPA téng thé,

TAC DUNG KHONG MONG MUGN: Rat phé bién (>1/10): Tiéu chiy &
ngudi lan, Phé bién (>1/100 va <1/10): Budn non, non, nhidqm nam
candida trén da v niém mac, tiéu chiy & tré em. Khéng phé bién (>1/1000
va <1/100): Chang mat, dau dau, kho tidu, cd bio cdo ting vifa phai AST
va'hodc ALT, ban trén da, ngda, may day. Higém (=1/10.000 va <1/1000):
gidm tidu cdu, gidm bach cdu ¢é hdi phuc, héng ban da dang.

Rat hiém (<1/10.000): Viém dai trang do khang sinh, phi mach than kinh,
phan v& vh thidu mau tan mau, Viém gan va vang da & mat, Hoi ching
Stevens-Johnson, hoai tdf bidu bi nhiém déc, viém than k&, tinh thé niéu,
thiéu mau tan mau, ting hoat déng cd hdi phuc va co giat, ddu ludi cd mau
den, viém da bang nudc bong vay vi ngoai ban viém mi cdp tinh toan than
[AGEP).

Cac diu higu va triéu chiing thuéng xuat hién trong hodc ngay sau khi diéu
tri nhung mot sé truding hop od the khéng trér nén rd rang cho dén vai tudn
sau khi ngling thude. Cac bién €d nay thudng héi phuc.

QUA LIEU: Cac tridu ching trén duding tiéu hda va rdi loan cin bang nudic
dién gidi co thé 12 bidu hién cla qua liéu, Co thé didu tri tridgu chang bidu
hién trén duding tiéu hda vdiluu ¥ can bing nudc va dién gidi.Da gap tinh
thé amoxicillin nigu, trang mat sé trudmg hop din dén suy than (xem Canh
bao va Than trong). AUGMENTIN 6 thé dugc loai bd khoi vang tudn hoan
bang tham phan mau

sAMN XUAT BOI: SmithKline Beecham Pharmaceuticals, Clarendon road,
Worthing, West Sussex, BM14 8QH, United Kingdom.

NHA PHAN PHOI: Cang ty cé phin Dugc lidu TW 2 (PHYTOPHARMA), 24
Nguyén Thi Nghia, O1, TP HCM.

Dua trén GDS21/IPI0S ban hanh ngay 18 thang 01 nam 2013, AUGMENTIN
la nhan higu thugng mai da dang ky cda GlaxoSmithKline group of compa-
nies: AUGTAB 0913-09/180113

VISA: VN-5377-10

Théng tin ddy & xin xem tér huidng dén s dung thude.

Xin lign hé VPED GlaxoSmithKiine Pte, Ltd. Cao &¢ Metropolitan- 701, 235 B\ang Khdi,
Qudn 1, TR HCM. BT 08, 38248744 Fax08,38248722.

He Ngi Tower Center-Phang 704, 49 Hai BaTrung, Quan Hodn Kigm, Ho Noi, 8T
(4.39362607 - Fax: 04.39362608,

Xin vui tong thdng bdo cdc tdc dung ngoai ¥
ctia thudc vé vin phdng dai dién cda GSK Pre
Led teri TRHCM vé Hi NGi hode 56 dién thoai
di ddng 0963905235 hodc email
antoanthuoc@gsk.com
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DIAGNOSIS AND TREATMENT OF CONGESTIVE HEART FAILURE CHF) IN PATIENTS WITH
CHRONIC OBSTRUCTIVE PULMONARY DISEASE
A/Prof. Ahmad M Rashid MD FCCP
National Jewish Health hospital, USA
Chronic obstructive pulmonary disease (COPD) is defined as lung disease characterized by chronic
obstruction of lung airflow that interferes with normal breathing and is not fully reversible. Conges-
tive heart failure is defined as inability of the heart to keep up with the demands on it, with failure of
the heart to pump blood with normal efficiency.
Both of these conditions are global epidemics, they also coexist in a large cohort of patients as both
have common risk factors. In this presentation, we have addressed various clinical signs and symp-
toms as well as lab tests and imaging studies that can help make the diagnosis of CHF in patients
with COPD. We have also addressed different treatment modalities used to treat patients with CHF
who also have underlying COPD.
Patients with both COPD and CHF present with near identical signs and symptoms. Both set of
patients have dyspnea, decrease exercise tolerance, elevated Jugular Venous Pressure, and both
can exhibit dependent edema. While presence of rales on exam and orthopnea can point towards
a diagnosis of CHF, these signs are neither sensitive nor specific. Chest X Rays and routine blood
work are also nonspecific. Two tests that can help distinguish the two disease conditions are the
echocardiogram, which can show Left/Right Heart Failure and determination of serum pro Beta Na-
triuretic Peptide (BNP) levels-an elevated BNP level is indicative of CHF, even though there is some
data suggesting that BNP levels can be elevated at baseline in COPD patients without a diagnosis
of CHF.
Treatment of a COPD patient with CHF generally follow the regular CHF treatment guidelines. Ox-
ygen therapy is beneficial for both sets of patients. Antibiotics and bronchodilators, have no direct
effect on CHF, although they can help reduce the duration of COPD exacerbations, hence indirectly
helping to unload the right ventricle. Traditionally there has been concern about using Beta Blockers
(specially non cardioselective ones) in patient with COPD, because of fears about bronchospasm.
There is a growing body of evidence, as outlined in the presentation, suggesting that Beta Blockers
are not only safe in CHF patients with COPD, but may also help improve mortality in patients with
COPD exacerbation. Finally, noninvasive ventilation has emerged as an important adjunct to the
medical therapy for both COPD and CHF.

CHAN POAN VA PIEU TRI SUY TIM SUNG HUYET
G BENH NHAN BENH PHOI TAC NGHEN MAN TiNH
PGS. TS. Ahmad M Rashid FCCP
Bénh vién National Jewish Health, Hoa Ky
Bénh phéi tdc ngh&n man tinh (BPTNMT) dudc dinh nghia la bénh phdi d&c trung béi tinh trang tac
nghén man tinh luéng khi thd gay trd ngai cho qua trinh hé hap binh thudng va khéng héi phuc hoan
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toan. Suy tim sung huyét dugc dinh nghia la tim khéng cé kha ndng bom mau di dé dap Gng dudc
yéu cau cla cd thé.

Ca hai tinh trang nay déu la nhiing van dé y té toan cau, chlng cung tén tai trong mot nhoém I6n bénh
nhan vi ca hai déu co cac yéu t6 nguy co chung. Trong bai trinh bay nay, ching t6i dua ra cac dau
hiéu va triéu chiing 1am sang khac nhau ciing nhu cac xét nghiém va chan doan hinh anh cé thé giup
chén doan suy tim & bénh nhan BPTNMT. Chung t6i cling dé cap dén phuong phap diéu tri khac nhau
dugc st dung cho bénh nhan BPTNMT cé suy tim.

Bé&nh nhan mac cd BPTNMT va suy tim cé cac diu hiéu va triéu chiing gan giéng nhau. Ca hai nhém
bénh nhan déu cé khé thd, gidm kha nang gang stic, ting ap luc mach canh, va ca hai déu c6 thé biéu
hién phu. Mac du su xudt hién cla tiéng ran & phéi trong tham kham va triéu chiing khé thd khi nam
dau b&ng c6 thé gai y chan doan suy tim, nhung nhiing d4u hiéu nay khéng nhay va khéng dac hiéu.
Chup X - Quang nguc va xét nghiém mau dinh ki cling khéng dac hiéu. Hai xét nghiém c6 thé giup
phan biét hai bénh ly nay |a siéu am tim, c6 thé cho thay tinh trang suy tim trai/phai va xac dinh néng
dé pro Beta Natriuretic Peptide huyét thanh (BNP) - mic BNP tang cao chi ra tinh trang suy tim, mac
du c6 mot s6 did liéu cho thdy rang mic BNP cé thé dudc nang l1én & miic nén & bénh nhan BPTNMT
khoéng c6 chén doan suy tim.

Diéu tri bénh nhan BPTNMT c6 suy tim nhin chung tuan theo cac huéng dan diéu tri suy tim thong
thudng. Liéu phap oxy co Igi cho c& hai nhom bénh-nhan. Thubc khang sinh va thudc gian phé quan
khéng c6 tac dung truc ti€p 1&n suy tim,/mac duching cé thé-gilp lam gidm thdi gian cac dot cap
clla BPTNMT, do dé gian tiép gilp gidm' ganh nang-cho tam that phai. Cé nhiing su lo ngai vé viéc
s dung thu6c chen Beta (dac biét 1a_ nhém-thudc khong chon loc trén tim) & bénh nhan BPTNMT vi
nguy cG gay co that phé quan. Cé mét s6 bang chiing ngay cang tang, nhu da trinh bay trong bai, cho
thay thu6c chen Beta khong chi an toan trong bénh nhan suy tim cé6 BPTNMT, ma con gilp cai thién
ti 1& t& vong & bénh nhan dgt cadp BPTNMT. Cudi cung, thong khi nhan tao khéng xam nhap 1a mét
bién phap diéu tri b sung quan trong cho cd BPTNMT va suy tim.

INFLAMMATION IN ASTHMA AND COPD: SIMILARITIES AND DIFFERENCES

Prof.A.T. Dinh - Xuan

Cochin Hospital, Paris Descartes University, Paris, France

Asthma and chronic obstructive pulmonary disease (COPD) are both heterogeneous lung diseas-
es that share common biological and physiological features, including airflow obstruction, chronic
inflammation, and remodeling of the airways. Not only the triggers and their cellular responses are
distinctive in asthma and COPD, the nature and the site of inflammation can also markedly differ, thus
explaining the large spectrum of pathological features, clinical manifestations and responses to ther-
apy. The eosinophil is the most prominent inflammatory cell in asthma, with mast cells, lymphocytes,
and macrophages playing important but less prominent roles. In COPD the cellular composition of the
airway inflammatory infiltrate differs, with neutrophils, macrophages, and lymphocytes being at the
forefront and the eosinophil playing a minor role, except during exacerbations. Though the underlying

105



inflammatory and cellular mechanisms in asthma and COPD are different in their extreme pheno-
types, overlapping phenotypes are characterized by the presence of eosinophilic inflammation, even
in stable COPD, and neutrophilic inflammation in longstanding and severe asthma. Asthmatics with
a neutrophilic airway inflammation are associated with a poor response to corticosteroids, whereas
asthmatics with eosinophilic inflammation respond better to corticosteroids. Biologicals targeting
the Th2-eosinophil nexus such as anti-interleukin (IL)-4, anti-IL-5, and anti-IL-13 are more effective
in asthma patients with type 2 inflammation endotype as identified by cellular (eg, eosinophils) or
molecular (eg, periostin) biomarkers. A better understanding of the underlying cellular and molecu-
lar mechanisms of asthma and COPD, leading to the use of novel inflammatory mediator-targeted
therapeutic agents in selected patients with asthma or COPD will hopefully lead to the development
of new treatments in areas of unmet need, such as severe asthma and COPD with frequent exac-
erbations.

VIEM TRONG HEN VA COPD: NHUNG PIEM TUONG DONG VA KHAC BIET
GS.TS.Dinh Xuan Anh Tuan
Bénh vién Cochin, Dai hoc Paris Descartes, Paris, Phap
Bénh hen suyé&n va bénh phdi tAc nghén man tinh (COPD) la hai bénh phdi khac nguén géc nhung
c6 cac dac diém sinh hoc va sinh Iy chung, bao gém tic ngh&n dong khi, viém man tinh, va tai cau
tric dudng thd. Hen suyén va COPD khéng chi khac biét vé cac tac nhan kich ting va dap ung té
bao clia chiing, ma con cé thé khac nhau rd rét vé tinh chat va vi tri cia viem, do dé giai thich pham
vi rdng 16n vé cac dac diém bénh ly, biéu hién 1am sang va dap Gng véi diéu tri. Bach cau &i toan la
té bao viém chinh yé&u nhat trong bénh hen suyén, vsi dudng bao (t& bao mast), t€ bao lympho va
dai thuc bao déng vai trd quan trong nhung kém ndi bat han. Trong COPD, thanh phén t& bao tham
nhiém viém dudng hé hap thi khac, véi bach cau trung tinh, dai thuc bao va lympho bao la chi dao
con bach cau ai toan dong mot vai trdo nhd, ngoai tri trong dgt kich phat. Mac du cac co ché viém
va t& bao cd ban & bénh hen va COPD khac biét nhau & cac kiéu hinh dac thu, van c6 cac kiéu hinh
chéng chéo nhau dudgc dac trung bdi hién tuong viém bach cau &i toan ngay ca 8 COPD 6n dinh, va
viém bach cau trung tinh trong bénh hen suyén kéo dai va nang. Bénh nhan hen véi viém dudng thé
bach cau trung tinh thudng dap Ging kém véi corticosteroid, trong khi bénh nhan hen cé dac diém
viém bach cau ai toan c6é dap Ung t6t véi corticosteroid. Cac tac nhan sinh hoc nham muc tiéu lién
quan dén bach cau ai toan Th2 nhu anti - interleukin (IL) - 4, anti - IL-5, va anti - IL - 13 ¢6 hiéu qué
hon & nhiing ngudi bi hen suyén véi kiéu noi sinh viém tuyp 2 dudc xac dinh cac dau &n sinh hoc té
bao (vi du nhu bach cau ai toan) hodc phan ti (vi du, periostin). Su hiéu biét t6t hon vé co ché co
ban vé té bao va phan tl ctia hen va COPD, dan dén viéc sl dung cac tac nhan diéu tri nhAm muc
tiéu trung gian gay viém cho cac bénh nhan hen suyén hodc COPD hy vong sé dan dén viéc phat
trién cac phuong phap diéu tri méi trong nhiing linh vuc chua dugc dap Ging, nhu bénh hen ning va
COPD nhiéu con kich phat thudng xuyén.
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ACUTE PULMONARY EDEMA TREATMENTS
Le Duc Nhan MD.,PhD’
"Head of Intensive Care Unit, Danang Hospital, Da Nang, Viet Nam
Background: Acute pulmonary edema is a medical emergency, common and potentially fatal cause
of acute respiratory distress which requires immediate management. It is characterised by dyspnea
and hypoxia secondary to accumulation of fluid within the lung’s interstitial and /or alveolar which
impairs gas exchange and lung compliance.
Cardiogenic pulmonary edema is most often a result of acute decompensated heart failure due to left
ventricular systolic and/or diastolic dysfunction, with or without additional cardiac pathology, such as
coronary artery disease or valve abnormalities. However, a variety of conditions or events can cause
pulmonary edema due to an elevated pulmonary capillary wedge pressure in the absence of heart
disease, including primary fluid overload, severe hypertension, and severe renal disease.
Noncardiogenic pulmonary edema is a distinct clinical syndrome associated with diffuse filling of the
alveolar spaces in the absence of elevated pulmonary capillary wedge pressure.
The goals of treatment are to provide symptomatic relief, improve oxygenation, maintain cardiac out-
put and perfusion of vital organs, and reduce excess extracellular fluid. The drugs used in treatment
include nitrates, diuretics, morphine and inotropes. Some patients will require early ventilatory sup-
port. Any underlying cause should be identified when starting treatment.
Conclusions: Acute pulmonary edema has a high-mortality. 1t requires emergency management and
usually admission to hospital. Guidelines have also highlighted that there is a lack of evidence to sup-
port the currently used therapies, additionally there are concerns regarding the efficacy and safety of
these treatments for acute pulmonary edema.

XU TRi CAP CUU PHU PHOI CAP
TS. Lé buc Nhan
Khoa Héi stic tich cuc - chéng déc, Bénh vién Pa Nang
B&i canh: Phu phdi cap 1a mét cap cliu thuding gap, dac trung bai tinh trang suy hé hdp do G dong dich
trong khoang ké va phé nang, lam anh hudng nghiém trong dén kha nang trao déi khi va do dan hoi
cta phéi, c6 thé dién tién nang I&n va tli vong.
Phu phéi c4p do tim thudng 1a hau qua cua tinh trang suy tim c4p mat bu do réi loan chiic nang that
trai trong boi canh bénh ly mach vanh hoac van tim, tuy nhién mot s6 bénh ly nhu tang huyét ap, qua
tai dich hodc bénh than cé thé gay nén tinh trang phu phéi do tang ap luc mao mach phéi & nhiing
bénh nhan khéng c6 bénh ly tai tim.
Phu phdi cap khong do tim 1& mét hdi chiing riéng biét trén 1am sang, trong dé cé su lap day cac kho-
ang ph& nang ma khéng c¢6 tinh trang tang ap luc mao mach phéi.
Muc tiéu x{ tri 13 gidm nhe triéu chiing, tdng cudng oxy héa mau, duy tri ddm bao cung lugng tim dé
tudi mau cho cac cd quan sinh thdi gidm thiéu lugng dich thiia & ngoai bao. Cac thudc thudng dung
la nitrate, Igi tiéu, morphin va inotrope. M6t s6 bénh nhéan co thé can théng khi nhéan tao sém. Bénh ly
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nén can dugdc phat hién va diéu tri dong thai.

K&t luan: B&nh nhan phu phéi cdp can dudc nhap vién va diéu tri c&p clu vi ty 1& ti vong cao. Nhiing
hudng dan diéu tri gan day nhan manh muic dé bang chuiing thdp cta nhiing liéu phap dang dudc ap
dung ciing nhu tinh an toan va hiéu qua déi khi ap dung cho bénh nhan phu phéi cép.

THE AIRWAY IN INHALATIONAL INJURY:
DIAGNOSIS AND MANAGEMENT

A. Prof. Ha Tran Hung
Poison Control Center - Bach Mai Hospiatal, Hanoi, Vietnam
Background and Aims
It has been shown that inhalational injury, in addition to total burn surface area and age, is one of
the three most important predictors of mortality subsequent to a burn injury. A review of literature
is presented in order to provide clinicians at Emergency Department with a systematic approach to
patients with inhalational burns to optimize treatment, morbidity and, most importantly, mortality.
Results
Initial assessment and determining the need for intubation
Close physical examination of patients with inhalational injury can reveal signs of smoke inhalation,
including facial burns, perioral burns and singed nasal hairs. This warrants laryngoscopy, flexible
bronchoscopy and evidence of significant edema, blisters or ulcerations should lead to consideration
for intubation to stabilize the airway
Determining the need for tracheostomy
Patients with vocal cord damage undergo a tracheostomy in order to prevent any further damage to
the vocal cords and airway.
Management of tracheal complications
The high temperature of the smoke in patients with inhalational burns can cause necrosis of part of the
trachea, and could lead to the formation of a tracheo- esophageal fistula and may sometimes rupture.
Management of delayed airway obstruction
All burn patients that develop delayed symptoms of airway obstruction should
undergo direct laryngoscopy and bronchoscopy to assess airway patency.
Management of patients on mechanical ventilation
Avoiding complications, nebulized heparin sulfate, NAC and salbuterol maybe improved survival in
patients requiring mechanical ventilation.
Management of carbon monoxide and/or cyanide toxicity
Management of bronchospasm and ARDS
Low tidal mechanical lung protective ventilation can be of help, and early ECMO was found to be
very beneficial.
Conclusions
Inhalational burns remain a major challenge. There is a paucity of research conducted in this field.
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BONG BDUONG HO HAP
PGS. TS. Ha Tran Hung
Trung tdm chéng déc - Bénh vién Bach Mai, Ha Noi, Viét Nam
Béi canh va muc tiéu
BAng dudng hd hép la mét trong ba yéu to tién lugng ti vong chinh & bénh nhan bong (cung véi dién
tich bdng da va tudi). Bao céo téng quan gilp cac bac si cdp cliu bénh nhan bdng cé danh gia toan
dién hon nham muc dich c6 dugc quyét dinh diéu tri t6t nhat, gidm bién chiing va t vong.
Két qua
Padnh gia ban dau va xac dinh nguy co ddt 6ng NKQ
Kham k¥ chu y cac biu hién nghi ngd nhu bdng & mat, quanh miéng, mi..Khi nghi ngd can soi thanh
quan ho#c soi ph& quan, néu dudng thd phu né nhiéu, phdng hodc hoai tii xét dat 6ng kiém soat
dudng thé.
Xac dinh nguy co phai mé khi quan
Céc bénh nhan tén thudng nang day thanh am can MKQ.
XU tri cac bién chiing cua NKQ va MKQ
BAng gy hoai ti mot phan khi quan dé cé bién chiing théng thuc quan - khi quan ho&c thdng khi
quan.
XU tri tdc nghén dudng hé hdp mudén sau béng
Bénh nhan c6 biéu hién tic nghé&n dudng thd muén-can soithanh quan hodc soi phé quan danh gia
va can thiép néu cé hep.
XU tri bénh nhdn thé may
Cham séc tranh bién ching nhu VAP..m6t s6 nghién ctiu cho thay khi dung heparin, NAC va salbu-
tamol c6 thé cai thién tli vong.
XU tri ngd déc CO va/hodc cyanide
XU tri co that phé quén va ARDS
Chién lugc théng khi bao vé phdi vé6i Vit thadp va ECMO sém
Két luan
XU tri bdng dudng thd van la thach thic 16n khi c&p clu bénh nhan. Can c6 thém cac nghién ciiu dé
c6 dudc tién bd vé xU tri bdng dudng hé hap.

XU TRi CON HEN PHE QUAN CAP MUC DO NANG VA NGUY KICH
PGS.TS. Ping Quéc Tuan
Phé trudng khoa Hai stic tich cuc - Bénh vién Bach Mai
XU tri con hen phé& quén nang can két hgp liéu phap oxy, thubc gian phé quan va corticosteroid. Thong
khi nhan tao dudc xem xét khi diéu tri thuoc khong két qua.
Thudc gian phé quan dugc lua chon hang dau la kich thich béta-2 giao cdm dung tai chd (dang xit dinh
lieu ho&c khi dung), liéu cao; két hgp véi thudce tic ché cholinergic. NEu bénh nhan khong dap Ung co
thé dung kich thich béta-2 giao cAm truyén tinh mach. Magie sulphat dudng tinh mach c6 thé dugc chi

109



dinh. Xem xét dung theophyllin tinh mach, nhung khéng phai lya chon hang dau.

Corticosteroid c6 thé dung dudng uéng hodc dudng tinh mach. Ciing cé thé xem xét dung dudng tai
ché (xit dinh liéu ho&c khi dung vdi liéu cao).

Thong khi nhan tao can dugc xem xét néu xudt hién: réi loan y thiic; PaO, dudi 50 mmHg; CO, téng
kém theo pH giam; tinh trang 1dm sang suy gidm nhanh; bénh nhan mét; thd may khong xam nhap
khoéng cé hiéu qua. Muc dich cla théng khi nhan tao 1a dé bao dam oxy mau, bao dam théng khi,
tranh tinh trang kiét stic hé héap.

Trong xU tri cdp cliu can hen phé& quan nguy kich, héi stic ho hap két hgp vai dung thubc gian
ph& quan dudng tiém bap va truyén tinh mach. Théong khi nhan tao xdm nhap can dudc chi
dinh ngay.

MANAGEMENT OF ACUTE SEVERE AND LIFE - THREATENING ASTHMA
A/prof. Dang Quoc Tuan MD., PhD.
Deputy Head of Intensive Care Department - Bach Mai hopspital
Management of severe asthma includes: oxygenation therapy, bronchodilators and steroids. Me-
chanical ventilation is considered in case of poor response.
The first choice of bronchodilators is beta-2 receptor agonists (MDI or nebulizer), with high dose,
combine with anticholinergics medication. IV beta-2 agonist can be used if needed. Magie sulfat |V
is also considered. Theophylline IV is the second choice with notice.
Steroids could be administerd IV or oral. Local use can be appropriated (high dose MDI or nebulizer).
Indication for mechanical ventilation: alter mental status, PaO, under 50mmHg, decrease pH with
hypercapnia, clinical deteriorate, respiratory muscle weakness and noninvasive ventilation failure.
The target of mechanical ventilation is to maintain oxygenation, lung ventilation and avoid tiredness
of respiratory effort.
In life-threatening asthma attack, the mechanical ventilation is immediately indication for respiratory

resuscitation in combination with bronchodilator IV or IM and steroids.

MANAGEMENT OF COMMUNITY ACCQUIRED
PNEUMONIA IN ADULTS

Le Thi Diem Tuyet MD, PhD
Deputy Head of Intensive care Dept - Bach Mai Hospital
Community acquired pneumonia (CAP) due to viral infections is very common and high mortality
4-40% among severe CAP. Viral etiology of CAP are syncytial respiratory virus, adenovirus, para-
influenza, coronavirus. Some high virulent etiology that causes of severe CAP with high mortality
especial in vulnerable population such children, elderly, immunocompromise.
In 2003, an out-break of coronavirus, in 2005 SARS out-break, in 2012 new CoV called MERS-
CoV, in American 2012, H3N2-porcine out-break that mutated from H7N9-avian from China. Clinical
symptoms were severe not only rapidly developing bilateral pneumonia, but also included acute
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renal failure and MODS.

Risk factor of severe viral CAP are co-viral infection, co-bacteria infection, underlying diseases, un-
derlying pulmonary disease.

To confirm diagnosis bases on clinical features, epidemic factor, PCR, serology..

Pathology of severe influenza viral pneumonia: In early phage, on histopathology show an extensive
diffuse alveolar damage (DAD), hyaline membrane formation,

pulmonary edema, and acute pulmonary hemorrhage. In lately phage. These pulmonary lesions
usually in association with co- bacteria infection worsens the prognosis.

Etiological treatment can be divided into 3 areas: treatment influenza virus (oseltamivir; zanamivir;
laninamivir; adamantanes); treatment for SRV (intravenous ribavirin); treatment for other respiratory

viruses (cidofovir, intravenous ribavirin)

PIEU TRI VIEM PHOI MAC PHAI CONG DPONG NANG DO VIRUS
TS. Lé Thi Diém Tuyét
Phéo Trudng khoa Héi stic tich cuc - Bénh vién Bach Mai
Viém phdi méc phai cong ddng nang do virus thudng do rat nhiéu nguyén nhan virus. Ty lé ti vong
con cao tu 4-40% tuy theo nghién ctiu. Cac nhom nguyén nhan virus gay bénh nhu: coronavirus, vi-
rus hop bao hd hap, adenovirus, virus & cim, virus.cim. Mét-s6 nhém virus chuyén dang cé thé gay
viém phdi nang, dic biét trén cac cao_dia nhu tré nhd, tubi cao; bénh man tinh, bénh phéi man, suy
gidm mién dich.
Céc dai dich trén thé gidi dudc biét dén gan.day nhu ndm 2003 dich viém phdi do Coronavirus, 2005
dai dich SARS & Héng kéng, 2012 dich viém phdi do MERS-CoV, & My 2012 dich viém phéi do H3N2.
Bénh n&ng do c6 tén thuong phdi lan tda, suy than cdp, suy da co quan. Mot s6 yéu t6 cung lam bénh
nang lén nhu déng nhiém 2 loai virus, déng nhiém vi khuan gay tén thuong phéi.
Ché&n doan viém phdéi do virus dua vao triéu chiing lam sang, dich t& hoc, xét nghiém PCR tim khang
nguyén virus, huyét thanh chan doan loai virus.
Sinh bénh hoc cda tén thuong viém phéi ndng do virus dugdc biét dén nhd cac phat hién trén hinh anh
giai phau bénh hoc nhu: tén thuong phé nang lan tda (DAD), méat chat surfactant, phlu phdi, chay mau
phdi. Trén lam sang biéu hién cla viém phdi cong déng nang do virus chinh I& tén thuong ARDS Vi
t6n thuong mang phé nang mao mach, tén thuang phé bao phéi typ Il, méat chiic nang surfactant, tang
tinh th&m thanh mach, phu phéi nang, xep phdi, gidm stic cing cla phdi. Trong giai doan mudn, ddng
nhiém vi khudn lam t6n thuong phdi nang né hon.
Piéu tri nguyén nhan virus phu thudc vao loai virus gay viém phdi: déi véi loai virus hop bao hé hap
diéu tri bang ribavirin truyén tinh mach. D&i véi virus cum diéu tri bang oseltamivir; zanamivir; lanin-

amivir; adamantanes. D6i vGi mot sé virus khac diéu tri bang cidofovir, ribavirin tinh mach.
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THONG KHi KHONG XAM LAN TRONG DIEU TRl SUY HO HAP MAN TiNH
TS. BS. Lé Thugng Vi
Téng Thu ky HOi H6 hdp Tp. H6 Chi Minh
Suy ho hédp tang CO, dudc cai thién séng con ¢ y nghia théng ké khi diéu tri bang thd may khong
xam |an trong bénh canh dgt cap bénh phéi tic nghén man tinh  moi truéng bénh vién. Chinh vi vay
théng khi khong xam lan tai nha da dudgc nghién cliu va ching toé dudc cai thién su tang than co y
nghia théng ké. Diéu dang ngac nhién la mac du cai thién dugc cac thong sé suy hé hdp man nhung
cac két cuc lam sang nhu tl vong va nhap vién khong ludn cai thién trén tat ca cac nhoém bénh nhan.
Huéng d&n GOLD 2017 khuyén céo c6 thé xem xét thong khi khdng xam I&n tai nha trén cac bénh
nhan bénh phdi tic nghén man c6 tién st nhap vién vi suy hé hép cép tang CO, trén nén man nham
cdi thién t&f vong va tai nhap vién. Cac chiing cl chiing té hiéu qué cla théng khi khdng xam Ian tai
nha trén cac déi tugng nay sé dugc trinh bay. Cach tién hanh, theo ddi, Iua chon phuadng phap théng
khi khdng xam |an trong thuc hanh Iam sang dugc mo ta chi tiét. Biét chi dinh ding thong khi khéng
xam |an tai nha cho ding bénh nhan can, ngudi thay thudc cé thém mot phuadng tién diéu tri méi hiéu
qua dé cai thién cac chi s stic khde cho cac bénh nhan BPTNMT c¢6 tan sudt luu hanh va tat bénh
cao nay.

NON-INVASIVE MECHANICAL VENTILATION AT HOME

FOR TREATMENT OF CHRONIC RESPIRATORY FAILURE
Le Thuong Vu, MD., PhD.
Secretary of Ho Chi Minh Respiratory Society
Hypercapnic respiratory failure treated by non-invasive ventilation has improved survival in the con-
text of hospital management of acute exacerbation in COPD patients. This is the reason why people
think that non-invasive ventilation could help in home based management of chronic respiratory fail-
ure and it did show that the treatment could help decreased PCO, significantly. Although hypercap-
nic respiratory failure parameters were reduced, death and rehospitalization rate were not changed
in all subgroups of patients. GOLD guideline in 2017 recommended home non-invasive ventilation
in COPD patients with history hospitalization due to acute hypercapnic respiratory failure to improve
mortality and rehospitalization rate. Evidence to prove that home non-invasive ventilation could be
of help in these patients will be presented. Introduction, follow up and titration of non-invasive ven-
tilation in clinical practice will be described in detail. Knowing how to use the right treatment for the
right patient the clinicians has a new and effective treatment tool to improve health indices of this
high prevalence high morbidity group of COPD patients.
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& Pho khang khuan réng: vi khuan gram
am, gram duong va vi khuan khéng
dién hinh

& Hiéu qua trong diéu tri nhiém khuan

hé hap do vi khuan nhay cdm gay ra &

ngudi lén

v’ Viém phdi mac phai céng déng

v Dot kich phat nhiém khuan cap cta viém
phé quan man

v’ Viém xoang nhiém khuan cap
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TAVANIC

Théng tin san pham™

THANH PHAN: Levofloxacin hemihydrate.

DANG BAO CHE: Vién nén bao phim 500 mg.

CHi PINH: Puoc chi dinh dé diéu tri nhiém khuan do cac vi khudn nhay
cam vdi levofloxacin gay ra 6 ngudi I6n: Viém xoang nhiém khuan cép, dot
kich phét nhiém khuan cap ctia viém phé quan man, viém phdi mac phai
cdng déng, nhiém khuan dudng tiéu c6 bién ching (k€ ca viéem than-bé
than), viém tuyén tién liét nhiém khudn man, nhiém khuén da va mé mém.
CACH DUNG: Thuéc dugc udng qua dudng miéng. Nudt tron vién thuéc véi
mét ly nudc. Vién Tavanic c6 thé dugc chia theo khia ngang dé phan liéu thich
hop. C6 thé udng thudc trong biia an hodc bét c(f Itic nao gitia cac bita an.
LIEU DUNG: Tavanic dugc dung mét hodc hai lan méi ngay. Liéu dung
tly thudc vao loai va d6 nang clia nhiém khuan va do nhay cdm cuia tac
nhan gay bénh gid dinh.

Théi gian diéu tri: Thoi gian diéu tri thay d6i tuy theo loai bénh (xem bén
dudi). Nhu diéu tri khang sinh n6i chung, nén tiép tuc st dung Tavanic trong
it nhat 48 dén 72 gi sau khi hét s6t hodc c6 bang chiing da trir tiét vi khudn.
Liéu diing & bénh nhén ¢6 chiic néing thén binh thudng:

(Thanh thai creatinine >50 ml/phut)

Chidinh Lifudungméingdy DPudng Thédigian
(tiy theo do nang) ding
diéutri
Viém xoang cap 500 mg/lan/ngay Uéng 10-14ngay
Dotkich phatcdpcliaviem  250mg-500mg/lan  Udng  7-10ngay
phé quan man mai ngay
Viém phdi mac phai cong 500mg/1-2lan/ngay Ubng 7-14ngay
dong méi ngay
Nhiém khuan dudng tiéu 250 mg/lan/ngay Uéng 3ngay
khong bién ching
Nhiém khuan duong tiéucd 250 mg®/lan/ngay Uéng 7-10ngay
bién chiing (k€ ca viém than,
bé than)
Viém tuyén tién liét nhiém 500 mg/lan/ngay Uéng 28ngay
khuan man
Nhiém khudn davamé mém 250 mg/lan/ngay hodc Udng  7-14ngay

500 mg/1 -2 lan/ngay

(2) Trong truéng hop nhiém khudn nding c@n xem xét tdng liéu bing dudng
tiém truyén tinh mach

Théan trong d8i véi bénh nhan suy than:

Vi levofloxacin ch( yéu dugc bai tiét trong nudc tiéu, nén giadm
liéu & bénh nhan suy than. Cac thong tin lién quan dugc trinh bay
trong bang sau:

250 mg/24 gid 500 mg/24 gid 500 mg/12 gic¢

Thanh thai liéu dau tién: liéu dautién: liéu dau tién:

creatinine 250 mg 500 mg 500 mg

50-20 ml/phut lieu ké tiép: lieu ké tiép: liéu ké tiép:
125mg/24 gic 250 mg/24 gid 250 mg/12 gid

19-10 ml/phut. lieu ké tiép: lieu ké tiép: liéu ké ti€p:
125mg/48 gid 125 mg/24 gid 125 mg/12 gio

<10 ml/phat (k€ ca liéu ke tiép: liéu ké tiép: liéu ké tiép:

loc mau va CAPD*) 125 mg/48 gid 125 mg/24 gid 125 mg/24 gis
*Khéng can dung thém liéu sau khi loc mdu hodic thdm phdn phic mac lién tuc
luu d@éng (CAPD).
Thén trong déi véi bénh nhan suy gan: Khong can diéu chinh liéu ding,
vi levofloxacin it dugc chuyén héa & gan.
Bénh nhan cao tudi: Khong can chinh liéu trén ngusi cao tudi, ngoai viéc
xem xét kha nang suy gidm chtic nang than.
Bao vé da tranh anh nang: Can tranh anh nang truc tiép trong thai gian
dung Tavanic. Da ctia ban s& nhay cdm hon véi anh ndng va c6 thé bi bong,
rat hodc phong rop néu khéng ép dung cac bién phap dé phong sau day:
Dung kem chéng ndng cé chi s6 cao, Ludn ludn ddi mi va méc o dai tay va

- \

-

Tai liéu théng tin cho Can bo Y té

quan dai, Tranh tam nang.
CHONG CHi DINH: Man cam vdi levofloxacin, cac quinolones khac hoac véi
bét ctr té dugc nao clia thudc, bénh nhan dong kinh, bénh nhan c6 tién st
dau gén co lién quan vdai viéc st dung fluoroquinolones, tré em hodc thiéu
nién, phu n{ c6 thai va cho con bu.
THAN TRONG: Bénh nhan cao tudi (>65 tudi), bénh nhan dang dung
corticosteroids, bénh nhan da timg c6 con ngét hodc choéng, da ting bi tén
thuong ndo do dét quy hodc chan thuang néo khac, cé bénh than, c6
chimg thiéu glucose-6-phosphat dehydrogenase, bénh nhan da tiing bi roi
loan tam than, tiing c6 bénh tim, dai thdo dudng hodc cé bénh gan. Nén
than trong khi duing cac fluoroquinolones, bao gém levofloxacin, trén bénh
nhan da biét c cac yéu t6 nguy ca kéo dai khoang QT chang han nhu: réi
loan dién giai chua dugc diéu chinh (vi du ha kali mau, ha magnesi mau), hoi
chiing QT kéo dai b&m sinh, bénh tim (vi du suy tim, nhéi mau ca tim, nhip
tim cham), st dung dong thai véi nhiing thudc gay kéo dai khoang QT,
bénh nhan cao tudi va phu nir c6 thé nhay cdm hon déi véi cac thude gay
kéo dai khoang QT. C6 tién st bénh nhugc co.
TAC DUNG KHONG MONG MUON: Rat hiém gap (xay ra & <1/10 000 ngudi):
Phan ting di ing nhu: phét ban, kho nudt hodc khé thd, pht méi, mét, hong
hodc lui. Cdm giac rat bdng, kim cham, dau hodc té ran. C6 thé la ddu hiéu
clia bénh ly day than kinh. Giam lugng dudng trong méu. Réi loan thinh
giac hoac thi giac hoac thay déi vi gidc va khiu giac. Ao gidc, phan ting loan
than véi nguy co co y dinh hodc hanh dong tu ti. Truy tuan hoan. Yéu co, co
thé trdm trong & bénh nhan nhuoc ca. Viém gan, r6i loan chiic ndng than
va déi khi suy than. S6t, dau hong va cam giac khdng khoe kéo dai. Nhiing
triéu chiing nay c6 thé do gidm s6 lugng bach cau. S6t va phan ting di ting
& phdi. Hiém gap (xay ra & <1/1000 ngudi): Tiéu chay toan nudc hodc c6
mau, c6 thé kém dau quan bung va sét cao. Day ¢6 thé Ia nhiing dau hiéu
clia mot bénh ndng dudng rudt. Dau va viém gan, c6 thé dut gan. Co giat.
Cam giac kim cham & ban tay va ban chan (di cdm) hoac run. Cdm giac cang
thang, lo 1dng, trdm cam, cac van dé tam than, bit rit hodc 1 1an. Nhip tim
nhanh bat thudng hodc ha huyét dp. Pau khép hodc dau co. Bam méu va
dé chdy mau do gidm s6 lugng tiéu cau. Gidm bach cau trung tinh. Khé thé
hodc thd kho khe. it gap (xdy ra & <1/100 ngudi): Nguia va phét ban. Réi
loan tiéu hda. Nhiic ddu, chéng mit, hoa mét, buén ngli hoic cing théng
than kinh. Xét nghiém mau cé thé cho két qué bat thudng do cac r6i loan &
gan va than. Thay déi s6 lugng bach cau. Yéu stic. Tang s6 lugng clia cac vi
khuan hodc nam khéc. Thudng gap (xdy ra & <1/10 ngudi): Budn nén va
tiéu chay. Tang men gan trong mau. TUONG TAC: Vi6i corticosteroids, bénh
nhan rat c6 thé sé bi viém va/hoac dt gan. Vi warfarin, bénh nhan rat c6
thé sé bi chdy mau, can xét nghiém mau thudng xuyén dé kiém tra tinh
trang déng mau. VGi theophylline, thuéc khang viém khong-steroid
(NSAIDS), bénh nhan rét c6 thé sé bi co giat (d6ng kinh). Véi ciclosporin,
bénh nhan rat c6 thé sé gap tac dung phu cla ciclosporin. V&i thudc anh
hudng dén nhip tim (thudc chéng loan nhip nhu quinidine va amiodar-
one), thudc chita tram cam (thudc chéng tram cam ba vong nhu amitripty-
line va amipramine) va thuéc chifa nhiém trung (cac khang sinh
'macrolides’ nhu erythromycin, azithromycin va clarithromycin). Probene-
cid va cimetidine, can than trong ddc biét khi duing chung nhiing thu6c nay
vGi Tavanic. Néu bénh nhéan 6 bénh than, bac si sé cho duing liéu thap han.
Khéng dugc ding vién bao phim Tavanic cting ltc véi nhiing thudc sau
day, vi chling 6 thé anh hudng dén co ché téc dong cta Tavanic: vién sit,
thuéc khang acid chita magnesi hodc nhém hodc sulcralfate.
PHU NU' CO THAI VA CHO CON BU: Khong diing Tavanic.
LAI XE VA SU DUNG MAY MOC: Mét s6 tac dung phu c6 thé dnh hudng
dén kha nang tap trung va t6c do phan tng. Néu xay ra, khdng nén lai xe
hodc lam bat ctr viéc gi can su chd y cao do.
NHA SAN XUAT: Sanofi Winthrop Industrie: 56, route de Choisy au Bac
60205 Compiégne - Phap
NHA PHAN PHOI CHINH: Céng ty CP Dugc Liéu Trung uong 2
24 Nguyén Thi Nghia, P. BEn Thanh, Quan 1, Tp. H6 Chi Minh
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ADVANCES IN UNDERSTANDING OF RESPIRATORY TRACT PATHOGENS
Prof. H. Liu
Infectious Diseases and Antimicrobial Stewardship, Department of Medicine, Bryn Mawr Hospital,
Main Line Health System, Bryn Mawr, Pennsylvania, U.S.A
Background and Aims: Many pathogens of different types can cause respiratory tract infections
(RTrs). However, the prevalence and antimicrobial susceptibilities of these organisms may vary sig-
nificantly over time. This presentation reviews advances in the diagnosis of RTI pathogens, a bet-
ter understanding of pathogenesis, evolving approaches to management, and newer antimicrobial
agents in development.
Methods: A literature search of common RTI pathogens was performed and results discussed with
physicians, microbiologists, and pharmacists who are experts in the field. New findings in RTI etiol-
ogies, including polymicrobial infection, as well as the role of inflammation and its treatment in RTI’s
was emphasized.
Results: Bacteria are a common cause of RTI’s worldwide. However, viruses cause a significant por-
tion of RTI’s. Coinfections with a variety of pathogens are also encountered in pneumonia. Strepto-
coccus pneumoniae and Haemophilus influenzae commonly cause bacterial RTI's but vaccines offer
a means of prevention. The need to treat for potential MRSA in CAP is still debated. Gram-negative
bacteria seem a more common cause of RTI's in Asia-than/the United States for example. More rapid
in vitro identification of bacterial RTI pathogens and-reporting-of preliminary susceptibilities must now
be considered in designing treatment strategies. The atypical RTI pathogen Mycoplasma pneumo-
niae has become more resistant to macrolide antibiotics. Rapid diagnosis of viral pathogens in RTI’s
is becoming easier and may allow more cost-effective management even without specific antiviral
agents
Conclusions: Avoiding broad spectrum antibacterials or antibiotics altogether in treatment of RTI’s
should be a goal if supported by clinical evidence. Judicious use of rapid viral diagnostic testing may
improve outcome and decrease costs. Encouraging compliance with vaccinations against influenza,
pneumococcal disease and H. influenza type b. can reduce the burden of RTI’'s.Advances in under-
standing inflammation and RTI pathogenesis also offer ways to improve diagnosis and treatment.

TIEN BO TRONG HIEU BIET VE TAC NHAN GAY BENH PUONG HO HAP
GS. TS. H. Liu
Bénh truyén nhiém va Quan ly khang sinh, Cuc y té, Bénh vién Bryn Mawr, Hé théng Y té Main line,
Bryn Mawr, Pennsylvania, Hoa Ky
Khai quat va muc tiéu: Nhiéu tdc nhan gay bénh thudc cac loai khac nhau cé thé gay nhiém khuén
dudng hd hdp (NKHH). Tuy nhién, ty 1& méc va nhay cdm véi khang sinh cia nhiing vi khuén nay cé
thé thay déi dang ké theo thdi gian. Bai trinh bay nay danh gia nhiing tién bo trong chan doan cac tac
nhan gay nhiém khuén dudng hé hap, su hiu biét han vé sinh bénh hoc, cach tiép can diéu tri, va
cac tac nhan vi sinh méi trong qua trinh phat trién.
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Phuong phap: Tim kiém céac tai liéu nghién clu vé vi sinh vat gay nhiém khudn dudng ho hap
(NKHH) thudng gap va thao luan cac két qua vai cac bac si, cac nha vi sinh hoc, va dugc sila chuyén
gia trong linh vuc nay. Cac phat hién méi vé can nguyén NKHH, bao gém nhiém da vi khuén, ciing
nhu vai trd phan ng viém va diéu tri cac nguyén nhan nay né trong NKHH da dugc nhan manh.
K&t qua: Vi khudn la mét trong nhiing nguyé&n nhan phé bién ctia NKHH trén toan cau. Tuy nhién, vi
rat cling 1a mot nguyén nhan dang ké trong NKHH. Béng nhiém cuing véi su da dang cia mam bénh
cling thudng gép trong viém phdi. Streptococcus pneumoniae va Haemophilus influenzae thudng
gay NKHH c6 thé phong nglia béng tiém vAc xin. Su can thiét phai diéu tri S.aureus khang methicillin
(MRSA) tiém &n trong viém phdi méc phai cong déng van con dang tranh cai. Cac vi khudn Gram
am dudng nhu 1a nguyén nhan phd bién cia NKHH & Chau A hon so vé6i Hoa Ky. Can nhanh chéng
dinh danh cac vi khudn gay NKHH va thong bao so bd vé su nhay cadm dé cé phac dé diéu tri. Cac vi
khuén khong dién hinh gay NKHH Mycoplasma pneumoniae da khang khang sinh nhém macrolide.
Ché&n doan nhanh NKHH do virus dang trd nén dé dang hon va c6 thé gidm chi phi diéu tri hon tham
chi cé khi khong cé cac thubc khang vi rut dac hiéu.

Két luan: Viéc tranh cac khang sinh phé rong hodc khang sinh toan bo trong diéu tri NKHH nén la
mot muc tiéu néu dudc Gng hd bdi cac bang chiing lam sang. S dung cac xét nghiém chan doan
nhanh vi rat cim cé thé gitp cai thién két cuc va giam chi phi. Khuyén khich tuan thd vac xin phong
nglia cum, phé cau va H. influenza type b. c6 thé lam gidm ganh ning ctia NKHH. Nhiing tién bo
trong hiéu biét vé phan (ing viém va sinh bénh hoc ctia NKHH ciing cung cdp phudng hudéng dé cai

thién chan doan va diéu tri.

PE KHANG KHANG SINH VA CAC CO CHE BDE KHANG CAC KHANG SINH HIEN NAY
TS. Pham Hung Van
Chd tich Héi vi sinh Ld&m sang TP. H6 Chi Minh
Hién nay cac vi khuédn thudng gap gay nhiém khuén hé hap cdng ddng nhu S. pneumoniae va H. in-
fluenzae da c6 mot ty 1&é cao khang cac khang sinh thong dung va day chinh la nguyén nhan cuia cac
that bai diéu tri khi bac s st dung cac khang sinh dau tay nhu Co-trimoxazol, Ampicillin hay amoxi-
cillin, hay cac macrolides. Trong bénh vién thi tdc nhan phai déi phé l1a tu cau khang methicillin, cac
truc khuan Gram [-] dudng rudt khang cac khang sinh b-lactam phé réng do tiét dugc enzyme ESBL,
va cac truc khuédn P. aeruginosa hay A. baumannii da khang hay tham chi cuc khang. Tinh hinh nay
da va dang la thach thic cho cac bac si khi chon khang sinh budc dau diéu tri cho bénh nhan. Bai
viét phan tich tinh hinh va cad ché& dé khang khang sinh hién nay cla céac vi khuan gay nhiém khuén
hé hap cong déng va bénh vién va giai phap dé st dung khang sinh hagp ly.
TU khéa: Dé khang khang sinh

MECHANISM OF ANTIBIOTIC RESISTANCE OF BACTERIA

Pham Hung Van, MD., PhD
President of Vietnamese Society of Clinical Microbiology
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Now-aday the most common bacterial pathogens causing community acquired respiratory infections
like S. pneumoniae and H. influezae are resistant to the common-used antibiotics and this is the main
reason of the treatment failure when the physicians using co-trimoxazol, ampicillin/amoxicillin, or
macrolides as the first choice of antibiotic. In the hospital, the physicians are facing the methicillin re-
sistance S. aureus, the ESBL Gram [-] rods, and the multidrug-resistance or even the extremely drug
resistance P. aeruginosa and A. baumannii. This situation is the challenge for the physicians to select
the first chaice antibiotics for treatment. The text state the current situation of antibiotic resistance
and the mechanisms of the antibiotic resistance as well as the solution for rational using of antibiotic
in community acquired infections and in hospital acquired infections

Key words: Antibiotic resistances

PHOI HOP KHANG SINH TRONG BIEU TRI VIEM PHOI CONG PONG
PGS.TS. Tran Van Ngoc'?%*
'Ph6 Chu nhiém B6 mén Noi - Pai hoc Y Dugec TP. H6 Chi Minh
2Trudng khoa H6 hap Bénh vién Cho Ray
3Phé Chu tich Hoi Lao va Bénh phéi Viét Nam
“Chd tich H6i H6 hap TP. H6 Chi Minh
Nguyén nhan gay viém phdi cong déng thudng do S.pneumonea, H.influenzea, M.catarrhalis, vi khudn
khoéng dién hinh. Nhiing vi khudn gram .am Inhu K.pneumoniea hay P.aeruginosa thusng xay ra trén nhiing
bénh nhén suy dinh dudng, I6n tudi hay-¢6 bénh di kem:
S dung khang sinh thich hgp rat quang trong.trong diéu tri thanh cong VPCB. Theo ATS-IDSA 2007 hay
ERS 2011, phéi hgp khang sinh dudc chi dinh cho nhiing bénh nhan bénh nang, c6 nhiéu bénh déng méc,
da st dung khang sinh trong 90 ngay qua hay véi muc dich bao pht cac tac nhan nghi ngd ma ché dé mot
khang sinh khéng c6 phé du rong.
Dua vao dac tinh dudc dong Iuc hoc clia khang sinh va hiéu qua diéu tri clia ching, ngudi ta phan khang
sinh thanh 3 nhém khac nhau:
+ Nhom khang sinh diét khudn phu thudc néng dé nhu aminoglycoside.
+ Nhom khang sinh phu thudc dién tich dudi dudng cong trén MIC (AUC/MIC) nhu fluoroquinolone.
+ Nhom khang sinh phu thuéc thai gian trén MIC (T/MIC) nhu nhém khang sinh betalactam.
Theo huéng dan ATS-IDSA 2007 hay ERS 2011 khi bénh nhan cé bénh déng thdi nhu bénh tim, phéi gan
than man, tiéu dudng, nghién rudu, tc ché mién dich, st dung khang sinh trong 3 thang trudc hay nguy co
nhiém vi khuén khang thudc, can st dung fluoroquinolone hé hap (moxifloxacin, gemifloxacin, levofloxacin),
hay f3-lactam két hgp macrolide. B&nh nhan nhap vién khéng & ICU va khéng c6 nguy cd nhiém P. aerugi-
nosa, fluoroquinolone hé hap hay f3-lactam + macrolide dugc chi dinh. BN nhap ICU, can phdi hgp f3-lactam
+ azithromycin hay fluoroquinolone. BN di ting penicillin, fluoroquinolone va aztreonam la thudc thay thé.
Bénh nhan nhiém Pseudomonas, betalactam (piperacillin - tazobactam, cefepime, imipenem or meropen-
em) két hgp ciprofloxacin hay levofloxacin dugc chi dinh. Phat do thay thé: f-lactam nhu trén + aminoglyco-

side + azithromycin/fluoroquinolone.
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ANTIMICROBIAL COMBINATION IN THE TREATMENT
OF COMMUNITY ACQUIRED PNEUMONIA

A/Prof. Tran Van Ngoc'?34
"Deputy Head Internal Medicine Dept - University of medicine and Pharmacy at Ho Chi Minh City
2Head of Respiratory Dept - Cho Ray Hospital
3Vice - President of Vietnam association against tuberculosis and lung diseases
‘President of Ho Chi Minh City Respiratory Society
Pathogens causing CAP are usually S.pneumoniae, H.influenzea, M.catarrhalis, atypical bacteria.
The gram negative pathogens such as K.pneumoniae or P.aeruginosa can be detected in CAP pa-
tients with malnutrition, old age or comorbidities.
The appropriate antimicrobial therapy is very important in successful treatment of CAP. According
to guideline of ATS-IDSA 2007 or ERS 2011, antimicrobial combination is indicated for serious cas-
es, many comorbidities, antimicrobial used within 90 days or for covering the suspected pathogens
which is not effective with monotherapy.
Based on PK/PD characteristics of antibiotics and their therapeutic effectiveness, antibiotics were
classified into 3 groups:
+ Concentration dependent killing antibiotics (Cmax>MIC) such as aminoglycosids.
+ Area under course/MIC killing antibiotics (AUC/MIC).
+ Time dependent killing antibiotics (T/MIC).
Based on the guideline of ATS - IDSA 2007 or ERS 2011, patients with concomitant disorders such
cardiac, pulmonary, hepatic and nephrologic diseases, alcoholic abuse, immunocompetency, treated
by antibiotic in past 3 months or risk of DRSP, respiratory fluoroquinolones or betalactam combined
macrolides should be used. Non-ICU admitted patients without the risk of P.aeruginosa infection,
respiratory fluoroquinolones or betalactam plus new macrolides are indicated. For patients admitted
to ICU, combination of betalactam/betalactamase inhibitors and fluoroquinolones or macrolides are
suitable indications.
Patients suspected to P.aeruginosa infection should be treated by antispeudomonal betalactam (pip-
eracillin-tazobactam, cefepime, imipenem or meropenem) combined with ciprofloxacin or levofloxa-
cin. Aztreonem is an altenative selection in case of allergy to betalactam.
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BURDEN OF DISEASE AND OPTIMAL MANAGEMENT OF RECURRENT RESPIRATORY
TRACT INFECTIONS (RTIs) IN CHILDREN

Prof. Urs B. Schaad
University Children’s Hospital, Basel, Switzerland
Respiratory tract infections (RTIs) constitute a huge healthcare burden in children throughout the
world. They tend to be recurrent, often causing multiple episodes of illness within a single year. These
infections are not only very common but are also associated with significant morbidity and mortality.
The role of physicians and other healthcare providers has expanded from merely treating disease to
implementing measures aimed at disease prevention and therefore health maintenance.
Paediatric RTIs mainly affect the upper airways (in 80-90%), the lower airways are involved in 10
- 20%. There are two peaks of RTls: between 6 and 12 months of age (i.e. between maternal and
sufficient own antibodies) and after enrolment in day-care, nursery or school (social mixing). Typical
is seasonality with the highest rate during during the seasonal change.
A crucial point for optimal management of these children is to determine the origin or the cause of
these recurrences: the pathogenesis includes immaturity or defects of the immune system, increased
exposure to respiratory pathogens, the presence of environmental factors (indoor and outdoor pol-
lution) and genetic factors (especially atopy and allergy). For the great majority of RRTIs diagnosis
is exclusively based on careful medical history and.complete clinical examination, and treatment is
most often symptomatic only.
Standard management of respiratory-infections includes the.early use of antibiotics, despite the fact
that the majority of these RTls are caused by viruses. Even more, overuse and misuse of antibiotics
are contributing to the major healthcare problem of increasing antibiotic resistance. Priority must be
given to preventive measures. The most basic forms of prevention are behavioural interventions (e.g.
promotion of breastfeeding, smoking cessation). Vaccination against some of the pathogens causing
RTls, such as influenza virus, is effective and also strongly recommended in high-risk groups; how-
ever, no vaccines are available against many of the common causes of RTIs, such as rhinoviruses,
RSV and adenoviruses.
Finally, another option to prevent respiratory tract infections is nonspecific stimulation (modulation) of
the immune system with immunostimulants.
Immunostimulants are bacterial preparations, herbal and thymic extracts, or synthetic compounds.
These immunostimulants nonspecifically activate the innate response and can improve the efficiency
of the adaptive response of both cellular and humoral arms.
In 2010 meta-analysis of recent placebo-controlled trials of OM-85 BV in children with recurrent RTls
was performed (2). Following treatment, there was a significant decrease in the percentage of chil-
dren with recurrent RTls, as defined as at least three such episodes in six months. There was an as-
sociation between OM-85 BV efficacy and the number of RTls in the year prior to treatment indicating
that patients with the highest frequency of RTIs benefit the most from treatment. The safety profile of
OM-85 BV was found to be good.
Preventive measures represent the most wanted approach for the management of paediatric recur-
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rent RTls. There is a clear role of immunostimulants like OM-85 BV for this purpose.

GANH NANG BENH TAT VA XU TRi TOI UU

NHIEM KHUAN BUGNG HO HAP TAI DIEN (RTIs) G TRE EM
GS. TS. Urs B. Schaad
Bénh vién Nhi, Dai hoc Basel, Thuy Sy
Nhiém khudn dudng h6 hap (NKDHH) da tré thanh mot ganh néng stic khde & tré em trén toan thé
giGi. Bé&nh thudng tai phat, xuét hién nhiéu dgt trong mét nam. Nhiém khudn dudng ho hdp khéng chi
thudng gap ma con anh hudng dang ké dén ty 1é bénh tat va td vong. Vai trd clia bac si khéng chi
diing lai & viéc diéu tri ma con phai co cac chién luge du phong cho ngudi bénh nham dam bao stic
khée cho cong dong.
Nhiém khuén dudng ho hap & tré em gép chd yéu & dudng ho hép trén (khoang 80-90%), dudng ho
h&p dudi gap 10 - 20%. C6 hai thdi ky dinh diém mac NKDHH 1a tif 6 dén 12 thang tudi (giai doan
khang thé truyén tii me sang tré da hét va khang thé & tré chua day dd) va giai doan tré di hoc (hoa
nhap x& hoéi). Bénh thudng lién quan theo mua, ty 1€ mac cao nhét vao lic giao mua.
M6t diém rat quan trong trong quan ly t6i uu cho nhiing tré nay la phai xac dinh dudc ngudn géc
ho&c nguyén nhan cla nhiing dot tai phat: sinh bénh hoc clia bénh bao gém hé mién dich chua hoan
thién con nhiéu khi€ém khuyét, tiép xuc nhiéu véi cac tac nhan gay bénh dudng ho hép, cac yéu té
moi trudng (6 nhiém trong nha va ngoai nha) va cac yéu té di truyén (dac biét la co dia va di tng).
Ché&n doan & phan 16n cac trusng hop NKDHH 14 dua vao héi bénh ti mi, kham |am sang day dd va
diéu tri triéu chiing la chu yéu.
Piéu tri nhiém khudn dudng hoé hdp thudng la diéu tri khang sinh sém, mac du trén thuc té phan 16n
cac trudng hgp nguyén nhan do virus. Lam dung thuéc khang sinh dang la van dé I6n trong cham
séc stic khde, lam gia ting tinh trang vi khu&n khang khang sinh. Phong bénh dudc coi 1a van dé uu
tién. Cac bién phap c6 ban nhat clia phong bénh la can thiép hanh vi (vi du: khuyén khich cho con
bu, cai thudc 1a). Tiém véc-xin cé hiéu qua phong chéng mot s6 tac nhan gady NKDHH nhu virus cm
va dudc khuyén cao manh trong nhém cé nguy ¢ cao. Tuy nhién, van chua c6 loai vac-xin nao cho
cac loai virus thudng gap trong NKDHH nhu rhinoviruses, RSV va adenovirus.
Cudi cuing, c6 thé Iya chon moét gidi phap khac dé ngén nguia nhiém trung dudng hé hép la kich thich
khéng dac hiéu (kha nang thich ting) ctia hé mién dich véi cac kich thich mién dich.
Céc chat kich thich mié&n dich c6 ngudn géc tii vi khudn, chiét xuat tif thao dugdc va tuyén Uc hodc cac
chéat téng hap. Nhiing chét kich thich mién dich nay kich hoat khéng dac hiéu dap Ging bam sinh cla
cd thé va c6 thé nang cao hiéu qua céac dap ting thich nghi clia ca té bao va dich thé.
Nam 2010, phan tich t6ng hop cac nghién ctiu déi chiing - gid dugc ciia OM-85 BV trén tré em
bi NKDHH tai phat da dugc thuc hién. Theo ddi diéu tri trong nghién clu cho thay ty 1& tré em bi
NKBHH tai phat giam dang ké, theo dinh nghia NKDHH tai phat la cé it nhat 3 dot NKDHH trong
vong 6 thang. C6 maéi lién quan gilia hiéu qué ctia OM-85 BV va s6 lan NKDHH trong nam trudc khi
diéu tri, két qua nghién clu nhan thdy nhiing bénh nhan cé sé lan mac NKDHH cao dat hiéu qué cao
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nhat ti viéc diéu tri. Tinh an toan cia OM-85 BV dudc danh gia tot.
Cac bién phap du phong la cach t6t nhat cho viéc quan ly NKDHH tai phat & tré em. Vai tro cla cac
chat kich thich mién dich nhu OM-85 BV da dugc chiing té trong phong bénh NKDHH.

DRUG - INDUCED PNEUMONITIS
A/Prof. Joshua Solomon, MD., PhD, FCCP"23
"Autoimmune Lung Center and Interstitial Lung Disease Program
2Associate Division Chief
3Division of Critical Care Medicine
Drug-induced lung disease is a common disorder that is increasing in frequency. Over 350 drugs are
known to cause lung disease. Drugs can affect all components of the respiratory system but intersti-
tial lung disease (ILD) is the most concerning. The diagnosis of drug-induced ILD is difficult to make
as the signs and symptoms are non-specific. There are many different radiographic and histologic
patterns seen such as non-specific interstitial pneumonia, usual interstitial pneumonia and organiz-
ing pneumonia. Treatment involves stopping the offending medication and initiating treatment with
corticosteroids. The more common drugs implicated in drug-induced ILD are amiodarone, bleomycin,

nitrofurantoin and methotrexate.

VIEM PHOI KE-DO THUOC
PGS. TS. Joshua Solomon'23
'Chuong trinh bénh phdi ké va trung tam bénh phéi tu mién
2Pho trudng khoa
3Khoa cham séc suc khée
Bénh phéi do thudc 1a bénh ly thudng gép va dang ngay cang gia tang.Trén 350 loai thudc dudc biét
dén cé kha nang gay bénh phdi. Ching c6 thé tac dong dén tat ca thanh phan cla hé hé hap nhung
chl yéu la mo k&. Chan doan viém phdi ké do thudc rat khé khan do triéu chiing trén Iam sang khéng
d&c hiéu. Cé nhiéu hinh thai khac nhau trén X quang va mé hoc nhu viém phéi k& khéng dac hiéu,
viém phéi k& thong thudng va viém phdi t6 chiic héa. Diéu tri bao gédm ngiing dung thudc va khéi dau
véi corticosteroid. Cac thudc thudng gay bénh phdi ké do thuéc bao gém: amiodarone, bleomycin,
nitrofurantoin va methotrexate.

CAP NHAT NHUNG pOI MGl TRONG CHAN POAN,
PIEU TRI BENH LAO PHOI VA LAO KHANG THUGC
TS. Hoang Thi Phugng
PGS. TS. Nguyén Viét Nhung
Bénh vién phéi Trung uong
Theo bao cdo clia T8 chiic Y t& Thé gidi (TCYTTG), bénh lao van ti€p tuc la mot trong cac van dé
chinh vé stic khde céng déng, udc tinh nam 2015 trén toan cau cé khoang 10,4 triéu ngudi méi mac
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lao va c6 khoang 580.000 trudng hgp mac lao da khang thudc. Viét Nam diing thi 15 trong 30 nudc
c6 s6 ngudi mac bénh lao cao nhat trén toan cau, udc tinh ¢ 5.200 bénh nhan lao khang da thuéc
(MDR-TB), trong do6 16,7% tién siéu khang (pre-XDR); 5,6% siéu khang (XDR). Chién dich két thuc
bénh lao (End TB Strategy) doi hdi can phai chan doan sém, diéu tri hiéu qua bénh lao va lao khang
thuéc. Hién nay cé nhiéu loai ky thuat méi chan doan lao, bao gém cac xét nghiém sinh hoc phan ti
(Line Probe Assays (LPA); Xpert Omni, Xpert Ultra) dé phat hién nhanh vi khuén lao cling nhu thii
nghiém tinh nhay cadm thudc cta vi khuén lao. Cac thuéc méi (bedaquiline, delamanid...) va phac dé
méi dugc dua vao diéu tri lao. Pay 1a nhiing phat trién quan trong trong cudc chién chéng lai bénh lao
va két thic bénh lao. Bai trinh bay nham cap nhat théng tin cd ban thuc hanh va cac khuyén cao vé
chén doan va diéu tri bénh lao phéi va lao khang thudc & cac co s cé xét nghiém nudi cdy vi khuan
lao, cac thi nghiém vé tinh nhay c&m ciia thudc (theo kiéu gen, kiéu hinh), Xquang va cac coéng cu
chan doan khac. Nhiing théng tin lién quan dén chan doan nhanh va quan ly hiéu qua bénh lao phéi
va lao khang thudc. Cac khuyén céo cu thé vé viéc sl dung cac chién lugdc quan ly ca bénh, phac dé
va lya chon liéu lugng, diéu tri lao trong trudng hop nhiém HIV (thdi gian diéu tri bénh lao va thdi diém
bat dau diéu tri ARV). Cac khuyén cao thuc hanh vé quan ly bénh lao khang thudc (thiét ké phac db
diéu tri theo ca thé) cac phac dé thudc di manh nhdm t8i uu héa phac dé diéu tri lao khang thudc.
Thuc hién thiét k& phac dé cho bénh nhan tién siéu khang va siéu khang thuéc.

RECENT INNOVATION IN DIAGNOSIS AND TREATMENT OF OF TUBERCULOSIS AND
DRUG-RESISTANT TUBERCULOSIS

Hoang Thi Phuong. MD, PhD.
A/Prof. Nguyen Viet Nhung
National Lung Hospital
Summary: As reported by the World Health Organization (WHO), tuberculosis continues to be one
of the major public health problems, with an estimated global population of around 10.4 million glob-
ally by 2015. TB and about 580,000 cases of multidrug resistant TB. Vietnam ranks 15th among the
30 countries with the highest TB incidence globally, with 5,200 MDR TB patients, (16.7% pre-XDR,;
5.6% XDR). End TB Strategy requires early diagnosis, effective TB treatment and drug resistant tu-
berculosis. There are now a number of new TB diagnostic techniques, including Line Probe Assays
(LPA), Xpert Omni (Xpert Ultra), for rapid detection of TB bacteria as well as drug susceptibility tests.
New TB drugs (bedaquiline, delamanid ...) and new regimens are introduced into TB treatment.
These are important developments in the fight against TB and ending tuberculosis. The presenta-
tion aims to update practical information and recommendations for the diagnosis and treatment of
tuberculosis and drug-resistant tuberculosis in TB tuberculosis screening facilities, susceptibility
tests (gene, phenotypic) X-ray and other diagnostic tools. Information related to rapid diagnosis and
effective management of tuberculosis and tuberculosis drug resistance. Specific recommendations
on the use of case management strategies, regimens and dosage options, and TB treatment in HIV
infection (duration of TB treatment and time of initiation of ART). Practical recommendations for the
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management of drug-resistant tuberculosis (individualized therapy design) drug regimens are strong
enough to optimize the drug-resistant TB regimen. Implemented the regimen design of pre-XDR;
XDR.

CHAN DOAN VA PIEU TRI NHIEM MYCOBACTERIAE KHONG LAO

TS. Nguyén Thanh Héi
Bénh vién Quéc té Hai Phong
Mycobacteria khéng lao (NTM) la cac chiing Mycobacteriae khéng thuéc nhom Mycobacterium tuber-
culosis. C6 trén 140 chling NTM da dugc phat hién. Nhin chung, cac chiing NTM gay bén bénh canh
lam sang & ngudi bao gom:

- Bénhd ph6i, d&c biét  ngudi gia c6 kém hoac khong cac bénh ph(‘Si tu truGc va nhiing b&énh nhan
xd nang phdi ban dau gay ra do Mycobacterium avium complex (MAC) va Mycobacterium kansasii;

- Viém cac hach duéi da, dac biét hach cé;

- Bénh lan tran nhiéu noi & nhiing ngudi suy gidam mién dich néng (hau hét gay ra do MAC);

- Nhiém trung da va phan mém: thudng do tiép xuc truc ti€p, bénh thudng do Mycobacterium
marinum va Mycobacterium ulcerans.
Diéu tri thuéc khang cac Mycobacteriae thudng kéo dai, va trong nhiéu trudng hgp bénh nhan khé
dung nap thudc, do vay chi nén can nhic & nhiing.bénh nhan cé di céac tiéu chi chan doan ca trén
triéu chiing lam sang, x quang, va vi sinh cho chan-doean bénh do nhiém trung NTM:

- Nhiing bénh nhan di tiéu chudn.chan doan vacé bénh-xd hang: diéu tri ngay;

- Bénh nhan dap (ing tieu chuan-chan doan va c6/bénh dang nét, gian phé quan: quyét dinh diéu
tri hoac theo doi ngudGi bénh phu thudc/vao biéu hién l1am sang va tinh trang chung cta bénh nhan.

- Thudc diéu tri dugc st dung cho dén khi két qua cdy dom am tinh va tiép tuc diéu tri tiép sau dé
it nhat 12 thang.

DIAGNOSIS AND TREATMENT OF NONTUBERCULOSIS MYCOBACTERAE INFECTION
Nguyen Thanh Hoi, MD, PhD.
Haiphong International Hospital
Nontuberculous mycobacteria (NTM) species are mycobacterial species other than those belonging
to the Mycobacterium tuberculosis complex. There have been more than 140 NTM species identified.

In broad terms, NTM can cause four clinical syndromes in humans:

- Pulmonary disease, especially in older persons with or without underlying lung disease
and patients with cystic fibrosis, caused primarily by Mycobacterium avium complex (MAC) and
Mycobacterium kansasii;

- Superficial lymphadenitis, especially cervical lymphadenitis;

- Disseminated disease in severely immunocompromised patients (most commonly caused by MAC);

- Skin and soft tissue infection usually as a consequence of direct inoculation, caused primarily by
Mycobacterium marinum and Mycobacterium ulcerans and the RGM spp.

Antimycobacterial treatment is prolonged and potentially difficult to tolerate and should only be con-

sidered in patients who meet the clinical, radiographic, and microbiologic criteria for the diagnosis of
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nontuberculous mycobacterial infection

- Patients who meet the diagnostic criteria and have fibrocavitary disease: treatment at the time
of initial diagnosis.

- Patients who meet the diagnostic criteria and have nodular bronchiectatic disease, the decision
to treat or observe depends on the clinical presentation and the overall clinical status of the patient.

- Antimycobacterial treatment is continued until sputum cultures are consecutively negative for
at least 12 months.

NHIEM TRUNG PHOI DO MYCOBACTERIA KHONG LAO (NTM)

TIEP CAN THUC HANH LAM SANG - TOI UU HOA CHAN POAN VA BIEU TRI
TS. BS. Hoang Thi Phugng
Bénh vién phéi TW
Bénh do mycobacteria khéng lao (nontuberculous mycobacteria: NTM) dang néi Ién trén thé gidi nhu
la nguyén nhan gay ra nhi&m khuédn man tinh, gay ra mot sé thach thiic cho ca cac bac sy lam sang.
M&c du mot s6 nghién clu trén toan thé gidi da mo ta su gia tang bénh NTM ngay cang tang theo thai
gian. Hon niia, can bénh nay khéng dong nhéat vé mat dia ly. Mot cach tiép can lay bénh nhan lam
trung tam 1 rat can thiét. NTM c6 thé gay bénh & hau hét cac té chic, chil yéu & phdi. Bénh thudng
gdp & nhiing ngudi c6 di dang c4u tric phdi va nhiing ngudi suy gidm mién dich. Bénh canh lam
sang va can lam sang do NTM r&t da dang trong dé cé biéu hién giéng nhu lao, do vay thudng gép
nhiéu kho khan trong chan doan va diéu tri bénh. Chan doan bénh can c6 dud thdi gian dé thu thap
dii liéu va dap Ging tiéu chuén can thiét cho chan doan (Iam sang, Xquang, vi sinh, mé bénh hoc).
Diéu tri can dugc phai s dung liéu phap da héa tri dya trén su thi nghiém tinh nhay cam thich hop
cho céc loai dang dugc nghi ngd. Phuong thiic chan doan va diéu tri chudn can thiét dé téi uu héa
viéc quan ly bénh nhiém trung do mycobacteria khong lao.

NONTUBERCULOUS MYCOBACTERIAL INFECTION
CLINICAL PRACTICE APPROACH - OPTIMIZE DIAGNOSIS AND TREATMENT

Hoang Thi Phuong MD., PhD

National Lung Hospital

Non-tuberculous mycobacteria (NTM) are emerging worldwide as significant causes of chronic in-
fection, posing a number of challenges for both clinicians. While a number of studies worldwide have
described an increasing prevalence of NTM disease over time. Furthermore, the disease is geo-
graphically heterogeneous. a patient-centered approach is essential. Mycobacterial infection can
appear in any organ in human body, but the disease commonly infected to the lung. While anyone
can develop a NTM infection, most patients have underlying structural lung diseases and immune
deficiency. The NTM infections vary in the clinical and pre-clinical manifestations in which these
features are very similar in TB patients. Diagnose of NTM infection should have enough time to
collect the patient information and reach the diagnostic criteria (clinical, Xquang, bacteriology, and
histopathology). When treatment is required, multidrug therapy based on appropriate susceptibility
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testing for the species in question should be used. Standardized diagnosis and treatment methods

are needed to optimize the management of non-tuberculous mycobacterial infections.

SANG LOC LAO TIEM AN CHUAN Bl GHEP TANG
VA BIEU TRI THUGC SINH HOC

ThS. Nguyén Thi Thanh Huyén
Trung tdm HO hap, Bénh vién Bach Mai
Lao tiém &n dudc dinh ngha |a tinh trang dap Ging mién dich dai d&ng véi khang nguyén vi khuén lao
Mycobacterium tuberculosis ma khéng cé biéu hién lao hoat dong. Ngudi bénh ghép tang hoac diéu
tri thudc sinh hoc 1a nhiing doi tugng cé nguy cd cao bién chiing thanh lao hoat dong va lam gia tang
ty 1& mAc va ganh nang bénh tat do bénh lao gay ra.
C6 hai xét nghiém gitip chan doan lao tiém 4n la Mantoux va thli nghiém giai phéng interferon-gamma
(IGRA: Interferon-gamma release assays). Nguyén ly clia cac xét nghiém nay la do luéng dap Ung
mién dich cla cd thé véi khang nguyén Mycobacterium.
K&t qua Mantoux duang tinh khi dudng kinh s&n cuc > 5mm. Mantoux cé thé duong tinh gia khi phoi
nhiém vé6i Mycobacterium non tuberculosis ho&c sau tiém véc xin BCG. Mantoux cé thé am tinh gia
trong trudng hop suy gidm mién dich té bao thoang qua hodc khi khodng cach gitia thoi diém lam
Mantoux va thdi diém phoi nhiém véi truc khudn lae qud ngan (thudng 1a dudi 8 tuan). Do nhay clia
Mantoux thdp hon & nhiing trudng hdp.cé bénh than-giai doan-cudi hodc bénh gan tién trién.
IGRA la xét nghiém danh gia su gidiphonginterferon tli cac.té bao lympho T dudc kich thich in vitro
va dugc lam theo 2 cach: 1) test QuantiFERON-TB Gold/ In Tube dinh lugng IFN -y dugc tiét ra bdi té
bao lympho T bang ky thuat ELISA; 2) test T-SPOT.TB xac dinh s6 lugng bach cau lympho san xuéat
ra IFN - y sau khi bi kich thich. Test IGRA c6 dé nhay tudng duong v6i Mantoux & nhiing ngudi mién
dich binh thudng nhung c6 dé nhay cao hon & nhiing ngudi suy gidm mién dich. Néu IGRA cho két
qua khong xac dinh, can phai l&p lai dé ddm bao khong cé 16i ki thuat hodc phong thi nghiém.
3 nhiing bénh nhan cé bing chting lao tiém &n can dudc lam cac xét nghiém dé danh gia lao hoat
déng trudc khi tién hanh diéu tri cho ngudi bénh.

SCREENING FOR LATENT TUBERCULOSIS

FOR ORGAN TRANSPLANTATION AND BIOLOGICAL AGENT TREAMENT
Nguyen Thi Thanh Huyen. MD
Respiratory Center - Bach Mai Hospital
Latent tuberculosis infection is defined as a state of persistent immune response to stimulation by
Mycobacterium tuberculosis antigens without evidence of clinically manifested active TB. Organ
transplantations and biological agent receivers have high risk factors for complications of active TB
and increase the incidence and burden of TB disease.
Two tests for latent TB are Mantoux and Interferon-gamma release assays (IGRA). The principle of
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these tests is to measure the immune response of the body to Mycobacterium antigens.Mantoux
results are positive when dashed line diameter is more than 5mm. Mantoux may be falsely posi-
tive when exposed to Mycobacterium non tuberculosis or after BCG vaccination. Mantoux may be
false-negative in cases of transient cellular depletion or when the distance between the Mantoux
time and the time of exposure to the TB germicide is too short (usually less than 8 weeks). Mantoux’s
sensitivity is lower in cases of end-stage renal disease or advanced liver disease.

IGRA evaluates the release of interferon-gamma from T-lymphocytes that is stimulated in vitro, in-
cluding: 1) QuantiFERON-TB Gold / In Tube: Measurement of gamma interferon secreted by T-cell
lymphocytes by ELISA; 2) T-SPOT.TB test: measurement of gamma-interferon-secreting T cells.
The IGRA test has the same sensitivity to Mantoux in immunocompetent hosts but is more sensitive
in immunocompromised individuals. If the IGRA gives an unspecified result, it must be repeated to
ensure no technical or laboratory errors.

Patients with latent tuberculosis should be tested to evaluate active TB before treatment.

BRONCHIAL THERMOPLASTY: A TREATMENT OPTION FOR SEVERE ASTHMA
A/Prof. Vinay Mehta
M.D. Allergy, Asthma & Immunology Associates, P.C., Lincoln, NE, USA
Bronchial thermoplasty (BT) is a novel therapy for patients with severe asthma. Using radio frequen-
cy thermal energy, it reduces airway smooth muscle massand limits its ability to constrict the air-
ways. Long-term data has established its safety and demonstrated improvement in rates of asthma
exacerbations, reduction in health care utilization, and improved quality of life. In addition, recent
airway biopsy studies have demonstrated BT’s disease-modifying effect on smooth muscle, inflam-
matory mediators, and bronchialnerve endings. The aim of this presentation is togive an overview of
the bronchial thermoplasty procedure, discuss its clinical safety and effectiveness, analyze its cost
effectiveness compared to standard of care therapy, and review appropriate patient selection.

TAO HINH NHIET PHE QUAN: MOT LUA CHON PIEU TRI CHO BENH HEN NANG

PGS. TS. Vinay Mehta

M.D. Dj ting, Hen va Mién dich, P.C., Lincoln, NE, Hoa Ky

Tao hinh nhiét phé& quan (Bronchial thermoplasty: BT) la mét liéu phap méi cho bénh nhan bi hen
nang. Phuong phap nay s dung nang lugng nhiét tan s6 vé tuyén, lam gidm khdi lugng ca tron
dudng thé va han ché kha nang co that dudng thd. Nhiing di liéu nghién clu dai han da chi ra su
an toan clla phuong phép nay va cho thay cai thién tan s6 con hen, gidm s dung cham soc y té va
cai thién chat lugng cudc séng. Ngoai ra, cac nghién cliu gan day vé sinh thiét dudng th3 cho thay
hiéu qua thay ddi bénh cla tao hinh phé quan b&ng nhiét trén co tron, cac chat trung gian gay viém
va cac tan cung day than kinh phé& quan. Muc dich cla bai trinh bay nay nham dua ra céi nhin téng
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quan vé phuadng phap tao hinh nhiét phé quan, thao luan vé tinh an toan va hiéu qua cda né trén lam
sang, phan tich hiéu qua chi phi clia né so véi cac phuong phap khac, va xem xét lya chon bénh nhan
phu hgp.

NOI SOl PHE QUAN CAN THIEP PIEU TRI HEP KHi - PHE QUAN
PGS. TS. Vi Van Giap
Trung tam H6 hap - Bénh vién Bach Mai
Pinh nghia: Hep khi - ph& quan (HKPQ) la tinh trang bénh ly tdc nghén ctia dudng hé hap trung tam,
bao gém khi quan va phé& quan géc, do thuong tén vé mat cdu trdc hodc chiic ning.
Nguyén nhan hep khi ph& quan bao gém: Bénh ly 4c tinh (Ung thu phéi nguyén phat; ung thu phdi
th( phat: di can cla cac loai ung thu da, vu, than, dai trang; Ung thu xam Ian truc ti€p vao khi phé
quén: ung thu thuc quan, tuyén giap). Bénh ly lanh tinh (Seo hep do dat ndi khi quan kéo dai; Seo
hep do md khi quan qua da; Seo hep sau lao ndi khi - phé quén; Seo hep do bdéng dudng hd hép;
Papiloma ndi khi phé quan; Seo hep sau ghép phéi).
Chan doan hep khi ph& quan: Dua vao khai thac tién sii, kham lam sang, do chlic nang thong khi
phéi va chup cét 16p vi tinh 16ng nguc da day c6 tai tao BD cay khi phé quan. Noi soi ph& quan viia
giip chén doan muc do, tinh chét, vi tri hep va Iy dude mé-bénh hoc ti tén thuong.
Phac dé diéu tri: Phac do diéu tri tuy theo nguyén-nhan hep khi phé quan. Két hop gilia ndi khoa véi
ndi soi can thiép (dién déng cao tan, laser, nong va dat/stent)-ho&c phau thuat cat ndi, tao hinh khi phé
quan. Chi dinh clia m&i phudng phap cling nhu uu nhudc diém phu thudc vao vi tri, dac diém, nguyén
nhan va thuong tén HKPQ.
TU khoa: hep khi phé quan, ndi soi phé quan can thiép

INTERVENTIONAL BRONCHOSOPY IN THE MANAGEMENT
OF TRACHEOBRONCHIAL STENOSIS

A/Prof. Vu Van Giap, MD, PhD
Respiratory Center - Bach Mai Hospital
Definition: tracheobronchial stenosis is a central obstruction of the central airways, including the
trachea and bronchi, due to structural or functional injury.
The causes of tracheobronchial stenosis: Malignant neoplasms (primary lung cancer, secondary
lung cancer: metastases of skin, breast, kidney, colorectal cancer; Invasive cancer to tracheobronchial
(esophageal cancer, thyroid cancer). Benign disease: stenosis post intubation and tracheostom; scar of
endobronchial tuberculosis and respiratory burn; stenosis post lung transplantation.
Diagnosis of tracheobronchial stenosis: Based on asking medical history, clinical examination, pul-
monary function test and thoracic MSCT with 3D reconstruction of tracheobronchial and airway. Bron-
choscopy helps to diagnose the causes with severity, the location and the characteristics, especially to
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obtain histopathology from lesions.

Management: Treatment of tracheobronchial stenosis depends on the severity of tracheobronchial
stenosis. Treatment of symptoms and combination with endoscopic intervention (high frequency elec-
tro cautery, laser, dilation and stent) or surgery. The indications of each method as well as its strengths
and weaknesses depend on the location, characteristics, cause and severity of tracheobronchial ste-
nosis.

Key words: tracheobronchial stenosis, interventional bronchoscopy

AIRWAY STENT: HOW TO KEEP AIRWAY OPEN

Prof. H. Saka', M. Oki’

"Department of Respiratory Medicine, Japanese National Hospital Organization, Nagoya Medical Center,
Nagoya, Japan
Airway stenting is a method to prevent obstruction of central airway mostly in advanced malignancies. In
many cases, this treatment belongs to the palliative care; however, sometimes it is performed for “bridg-
ing” to the following aggressive treatment like chemotherapy or radiation therapy.
There are three types of stent: silicone, metallic and hybrid. Silicone stent is the most commonly used
in our institute. It has wide variety of types, diameters and lengths. As the most common indication for
stenting is lung cancer invasion around tracheal bifurcation, to deploy Dumon silicone Y-stent has been
a routine procedure. We have prepared all types of Dumon stents in our stock to respond emergency
needs. Further more, we can use 2 or more stent combination at the same time to adapt to complex stric-
tures. In general, silicone stent placement needs rigid bronchoscopy and general anesthesia. If you have
anesthesiologist’s help, you can enjoy safer, easier procedure to solve the acute central airway problem.

Metallic stent has self-expandable nature and it can be deployed under local anesthesia. The most
frequent indication is esophagotracheal fistula due to esophageal cancer invasion. The expand force
will effectively cover the fistula. The warning from US-FDA recommends us NOT to use metallic stent in
patients with benign airway disorders. This should be kept in mind.
Hybrid stent has combined characteristics of metallic and silicone stents. Dynamic stent is an old one,
and AERO is a recent one. AERO stent can be deployed and removed under local anesthesia. As this
procedure is so stressful to the respiratory distress patients, general anesthesia or deep conscious se-
dation is a reasonable choice. The removal of AERO stent by flexible bronchoscopy may risk the patient.
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Théng tin sdn pham

THANH PHAN:

Klacid®250mg : chta 250mg clarithromycin. Mai vién dugc khac ddu biéu trung cia Abbott trén mot mét.
Klacid MR®: chifa SDOmg clarithromycin & dang gidi phong <6 diéu chlnh

Klacid suspension®: cém pha hon dich danh cho tré em c in. Hoat chat dlari in

clarithromycin va cdc macrolid khac ciing nhur véi lincomycin va lindamycin.
Cdc thuéc ha duéng huyét dang udng/ Insulin
Sit dung déng thai véi céc thudc ha dudng huyetdang uo'ng va hodcinsulin c6 thé 1am gidm dang ké dudng

125mg/5ml. Trudc khi ding cén thém nudc vao dé tao thanh huyén dich.

CHi DINH DIEU TRI

Klacid®250mg, Klacid MR®, Klacid suspension® dugc chi dinh trong diéu tri nhiém triing do mot hoac
nhiéu vi khuan nhay cam.

Nhiing chi dinh gom:

* Nhiém truing dudng ho hap dudi vi du viém phé quan cp tinh va mén tinh, va viém phdi.

* Nhiém tring dutng ho hap trén vi du viém xoang va viém hong.

Klacid® thich hgp dé diéu trj khéi déu nhitng nhiém triing hé hdp méc phéi trong cong déng va da dugc
chiing minh [a ¢6 hoat tinh trén thuc nghiém chng lai nhiing tac nhan gy bénh thong thuong va nhiing tac
nhan gdy viém phéi khong dién hinh nhu da duoc liét ké trong phan loai vi sinh hoc.

* Klacid® ciing dugc chi dinh trong nhiing nhiém trung da va mo mém tif nhe dén trung binh.

- Vigi st hién dién cda chét tic ché axit omeprazole, Klacid®250mg ciing dugc chi dinh trong diéu tri diét
trit H.pylori & nhiing bénh nhan loét ta trang.

- Klacid® dang hén dich diing cho tré em ciing dugc chi dinh trong viém tai giia cp va céc nhiém khuan
Mycobacterium khu trd hogc lan tod do M. avium hogc M. intracellulare; céc nhiém khudn khu tr do M.
chelonae, M. fortuitum, hoac M. kansaii.

LIEU DUNG VA CACH DUNG

Klacid®250mg

Nhiém trung dutng hd hép/da va mo mém

Ngui dm: Liéu thudng dung la 250 mg méi ngay hai ln trong 7 ngay méc du trong nhimng truting hgp
nhiém tring néng ¢ the tang dén 500mg méi ngay hai lan va kéo dai dén 14 ngay.

Tré em trén 12 tu lung nhu ngui [6n

Tré em dudi 12 tudi: sit dung Klacid dang hon dich danh cho tré em.

Ngudi cao tudi: st dung nhu ngui fon

Suy than: Thudng khong can diéu chinh liéu trir khi bénh nhan suy than ndng (thanh thai creatinine
<30ml/phit). Néu can chinh liéu nén giam mét nita tong liéu méi ngay, vi du 250mg méi ngay mot lan,
hodc 250mg mdi ngay hai lan trong trudng hop nang. Khdng nén kéo dai dot diéu tri qud 14 ngay & nhiing bénh
nhén nay.

Klacid® c6 thé cho ma khong cén quan tam dén céc bifa an vi thiic an khong anh hung gi vé mét gid tr sinh hoc.

Klacid MR°500mg

Nguifon: Liéu khuyén cdo thutng diing cho Klacid MR & ngu@i I6n 1a 1vién 500 mg gidi phdng cé diéu chinh
méi ngay, udng cuing véi thic &n. Trong nhiing trudng hop nhiém tring néng hon, liéu dung 6 thé tang dén
2vién 500mg gidi phéng cd diéu chinh méi ngay. Thoi gian diéu tri thong thutng 1a 7 - 14 ngay.

Tré em trén 12 tudi: st dung nhu nguai I6n

Tré em dudi 12 tudi: st dung Klacid dang hn dich danh cho tré em.

Klacid MR® khong dugc diing cho cac bénh nhan suy than (thanh thi creatinine < 30 ml/phit). Klacid®
dang gidi phong nhanh cd thé duing cho céc bénh nhan nay (xem (CD)

Klacid® dang hon dich diing cho tré em (125mg/5ml)

Bénh nhi 6 thang t6i 12 tudi

LIEU DUNG: mdi ngay udng 2 Ian, téi da 500 mq x 2 14n ddi vai cac nhiém khuan khong do Mycobacterium.
Thei gian diéu tri thudng la 5-10 ngay tuy theo tac nhan gay bénh va mitc d bénh.

Hon dich da pha ¢6 thé dung kém hodc khong kém vdi bifa an, va cd thé uf)'ng cling vdi sifa.

Liéu dung cho bénh nhan ¢6
ton thuong than

Trong higng <o thé * Liéu dang (mi) ngay 2 lin 0 tré em 6 do thanh thai
Kg Lbs (125 mg/5 ml) creatinin dudi 30ml/phut, liéu
311 825 25 dung clari in phai gidm di
x;z ii:i jz mot nia, nghfa la 250mg ngay 1
o= = To Ian hodc 250mg ngay 2 lan & cac

nhiém khudn nang hon. Khong
nén dung qué 14 ngay & cdc bénh
nhn nay.
Liéu diing cho cac bénh nhan
hiém Mycobacterlum

*Tré em<8kg hoac <18 Ibs cin tinh liéu theo kg hay Ib
(khoang 7,5mg/kg, ngay 2 lén hoac 3 4mg/lb ngay 2 i),

Trong lugng * in 125mg/5ml)

po u " tré em bi nhiém Mycobacte-
Kg Pao 15mg/kg 30mgikg Khu trd hosc lan to3 (M.
51 825 50 100 rium khu trd hodc lan tod
12-19 2643 10,0 200 avium, M. intracellulare, M.
20-29 4464 15,0 300 chelonac, M. fortutium, M.
30-40 6588 200 00 kansasii), liéu khuyen dung la

*Tré em <8kg (18 pao) cén tinh liéu theo kg (15-30mg/kgingay) 15-30mg/kg/ngay, chia lam 2

I&n. Diéu trj bang clarithromycin
can tiép tuc néu lgi ich [am sang dugc chiing minh. €6 thé phdi hop véi céc thudc chéng Mycobacterium khéc
néu dem lai lgi ich hon.

Céch chudn bi hén dich dé ding: cdn thém mt lugng nudc thich hop vao céc hat thudc cm trong chai
va lac dé dat dugc 125mg/5ml, huyén dich da pha xong c6 thé st dung dugc trong 14 ngay khi bdo quan &
nhiét d9 binh thung trong phong (150-3000). Lic déu trudc khi 18y thudc dung.

CHONG CHI DINH (CCD)

Bénh nhan ¢4 tién sit qud man cdm véi nhiing khang sinh thudc nhom macrolide hodc bét ky té dugc nao
ctia thudc.

( liéu khang thé giam hon 500mg ngay 1 1n, clarithromycine dang phong thich c6 diéu chinh chdng chi
dinh cho nhitng bénh nhan c6 do thanh thai creatinine nhé han 30ml/phut. 6 thé st dung clarithromycine
dang phong thich nhanh cho nhing bénh nhén nay.

((Dstrdung déng thasi clarithromycin bt ky thudc nao sau day: astemizole, cisapride, pimozide, terfenadine
vi ¢6 thé gay kéo dai khoang QT va loan nhip tim bao gdm nhip nhanh that, rung tam thét va xoan dinh. CCD
dl'lng cing vdi cdc alkaloid ndm cya ga (ergotamine hodc dihydroergotamine do cd thé géy ngd d(f)c nam cva
ga. ((D dung cuing véi midazolam dang ung. Ciing khong dugc ding dongthm clarithromycin va lovastatin
hodc simvastatin. Khng duc sif dung clarithromycin cho bénh nhan c6 tién sir khoang QT kéo dai trén ECG
hodc loan nhip that, bao gdm ca xodn dinh (xem CANH BAO va THAN TRONG, TUONG TAC THUOC)

Khang st dung cho bénh nhan giam kali mau (nguy co kéo dai khoang QT), bénh nhan suy gan nang co kem
suy than.

Clarihromycin (va céc chdt tic ché CYP3A4 manh khéc) khong duoc st dung cling vdi colchicine cho cac bénh
nhan suy than hodc suy gan.

Clanthromycln khéng dugc dung cling véi céc thudc tic ché enzyme HMG-CoA reductase (céc thudc stann)
ma chuyén héa phan 16n bdi CYP3A4 (lovastatin hodc simvastatin), do tang nguy co céc bénh vé co, ké cd
globin cg niéu kich pht (xem phan CANH BAQ VATHAN TRONG)

CANH BAOVA THAN TRONG

Strdung bét ky Ileu phap khang sinh nao, VD. Clarithromycin, dé diéu tri nhiém khuan H.pylori cho thé tao ra
cdc chiing khang thudc.

Khdng nén ké toa dlarithromycin cho phu nit ¢6 thai trudic khi can nhdc ky Iuong vé loi ich va nguy co, déc biét
trong 3 théng dau thai ky.

Néu hén dich clarithromycin cho tré em dugc diing cho bénh nhan sau tui ddy thi, cén cdn nhéc loi hai khi
da nghi ng hodc xac dinh tré cd thai.

Giting nhu cdc khang sinh khdc, viéc st dung clarithromycin dai han cd thé gay nén s tang sinh cda vindm
va vi khuan khang nhay cam véi thudc. Néu xdy ra bdi nhiém, nén tién hanh tri liéu thich hop. Viém rudt két
gid mac da dugc bdo cdo vdi hdu hét cac thudc khang khudn, bao gém cac macrolid, va tinh trang c6 thé tir
nhe dén de doa tinh mang. Tiéu chay cd lién quan dén Clostridium difficile (CDAD) da dugc béo cdo khi stt
dung véi hdu hét cic loai khang sinh bao gom cd clarithromycin, va muc d6 cd thé tir tiéu chdy nhe dén ti
vong. Diéu trj khang sinh lam thay d3i vi khudn chi binh thuéing cda rudt, diéu nay cd thé dan dén phat trién
qua mifc ctia C. difficile. CDAD phéi dugc quan tam & tat cd bénh nhan bi tiéu chay sau khi ding khang sinh.
Viéc ghi chép bénh dn can than Ia cén thiét vi da c6 bdo cdo vé viéc xudt hién CDAD 2 thang sau khi dung
khang sinh.

Da cd bdo cdo vé viéc Iam tram trong thém cdc triéu chiing clia bénh nhugc co nang ¢ nhitng bénh nhan stt
dung clarithromycin. Clarithromycin dugtc bai tiét chd yéu qua gan, do vdy nén than trong khi st dung khang
sinh nay & nhitng bénh nhan suy chic nang gan. (ung nén than trong khi st dung cho nerng é
than tir vita dén nang. Cofchicine: Da 6 cic bdo céo sau khi dua thudc ra thi lruong vén
khi ding ﬂong thai clanthromycln va colchicine, ddc biét ¢ ngudi cao tudi, mot so xay ra & nhiing bénh nhan
suy than. Da ¢ tirvong & mot so truong hgp nay (xem TUONG TAC THUOC: Néu can phai dung dong thoi véi
colchicine can theo doi chit ché cdc triéu chiing ngd doc colchicine & bénh nhan, liéu colchicine nén dugc
giam khi st dung ddng thai véi clarithromycin. (CD dung ddng thdi colchicine va clarithromycin cho bénh
nhan suy than hoac suy gan. Nén luu y dén khd nang khang chéo giiia clarithromycin va céc thudc macrolid
khac, ciing nhu lincomycin va clindamycin.

Cén than trong khi st dung cing véi cac thudc tri nhu triazolam, duong
tiém bap. Do nquy co kéo dai khoang QT, clarithromycin nén si dung than trong & bénh nhan c6 bénh Iy lién
quan dén xu hudng tang kéo dai khoang QT va xoan dinh. Than trong stt dung & bénh nhén cd bénh dong
mach vanh, suy tim nang, thiéu magnesium, nhip tim cham (<50 Ian/phiit), stf dung dong thoi véi cac thuoc
géy kéo dai khoang QT khéc. Khong dung cho bénh nhén c6 khoang QT kéo dai bdm sinh hodc méc phai hodc
0 tién st’rlogn nhip tam that.

Viém phéi:

Do tinh trang khang macrolie ctia streptococcus pneumonla ﬂang gia lang, viéc thyc hién khang sinh 6 la
quan trong khi ké toa clarithromycin cho bénh nhan viém phdi méc phdi (ong dong Clamhromycln nén dugc
sudung két hop vdi cacthuoc khang sinh thich hop khdc trong diéu trf viem phdi méc phi bénh vién.
Nhiém tring da va mé mém miic d ti nhe dén trung binh:

Phén I6n cac nhiém tring da thugng do Staphylococcus aureus va Streptococcus pyogenes, ¢ hai vi khudn
nay déu cd thé khang macrolide, do vay viéc lam khang sinh dé rat quan trong. Trong trudng hop khang stt
dung dugc céc khéng sinh nhom beta-lactam (vi du do di tng), cdc khang sinh khac nhu clindamycin, c6 thé
13 Iya chon ddu tién. Hién nay, cic thudc macrolide chi dugc can nhdc chi dinh diéu tri cc nhiém khudn da
va md mém nhu nhiém khudn gay ra bi ndm Corynebacterium minutissimum (viém da man téi phat),
trding cd, nhiém trung da gay s6t cao cap tinh va cic truting hop khong thé dung dudc penicillin.

Trong trudng hop xut hién cdc phén ting qua man cép tinh nang nhu hdi chiing Stephen-Jonhson, soc phan
V&, hoai tif biéu bi nhiém ddc, DRESS va ban xuat huyét Henoch-Schonlein, ngay lap tiic ngting st dung
clarithromycin va khan triong diéu tr thich hop.

Than trong khi dung cuing véi cac thudc gay kich ting hé enzyme CYP3A4. Luu y khé nang khang chéo giita

TP.HCM: Phong 1002 ldu 10 - S8 2 Ngo Bic K& , Mé Linh Point Tower - Quin 1. BT: (08) 3824 2006 *Ha N@i : Ldu 7- Toa nha A, Handi Resco Building, 521 Kim Ma, Ba Binh- Ha Noi, BT: (04) 3733 7486

huyet Clari in tc ché enzyme (VPSA 6 thé gay ha duong huyel khi ding phoi hop vi céc thudc
giam dutng huyét nhu i va Can kiém sodt chdt ché duding
huyét.

Cdc thuée chong dng dudng uéng:

Sit dung ddng thei véi warfarin ¢6 gay nguy co gdy chéy mau nghiém trong, tang chi s6 INR (international
lized ratio) va thi gian in. Phai kiém tra thuting xuyén chi s6 INR va thoi gian prothrombin

khi bénh nhan uéng dong thdi vi cac thudc chdng dong.

Thudc iic ché enzyme HMG-CoA Reductase (Cdc thudc statin)

Khong dugc dung déng thai dlarithromycin véi lovastatin hodc simvastatin vi cdc thudc statin chuyén héa

phan I6n bdi CYP3A4, tang néng do thudc trong huyét tuong khi sit dung cing véi clarithromycin, dan t6i

tang nguy co bénh Iy vé co, ké cd ly gidi co van. Da ¢6 cac béo céo vé ca niéu kich phdt & bénh nhan st dung

clarithromycin ciing véi céc thudc statin nay. Néu can thiét phai diéu tri bang clarithromycin, phai ngiing

dung lovastatin hodc simvastatin. Can than trong khi ké toa véi céc thudc statin. Khi bat budc st dung,

khuyén céo ké liéu thap nhét cta thudc statin, cn nhdc st dung thudc statin khong phu thudc vao chuyén

hoa CYP3A 4 (VD. Fluvastatin)

Té dugc

Clarithromycin vién nén gidi phong cham ¢6 chifa lactose. Cac bénh nhan véi di truyén hiém khong dung nap

dugc galactose, thi€u hut Lapp Lactase hoac kém hép thu glucose-galactose khong nén sit dung dang bao

ché nay.

Clarithromycin c&m pha hén dich uéng danh cho tré em c6 chifa duting sucrose. Cac bénh nhan véi di truyén

hiém khong dung nap duoc fructose, kém hap thu glucose-galactose hodc thiéu hut sucrose-isomaltase

khdng nén st dung dang bao ché nay. Khi ké don cho bénh nhén tiéu dutng, can tinh dén ham lugng sucrose

@ trong thudc.

TUGNG TAC THUGC

Diing cdc thudc sau bj chong chi dinh nghiém ngdt do khd ndng tuong tdc thudc ndng:

Cisapride, pimozide, astemizole va terfenadine: Tang nong do cisapride d duoc bo cdo & bénh nhan dung

déng thai cisapride va dlarithromycin. Diéu nay ¢6 thé gay kéo dai khoang QT va loan nhip tim bao gém nhip

nhanh that, rung that va xoan dinh. Nhiing biéu hién tuong tu da dugc thdy khi dung déng thi pimozide va

dlarithromycin (xem (CD).

Cacmacrolide lam réi loan sy chuyén héa cla terfenadine lam téing néng do cda terfenadine, d6i khi dan dén

loan nhip tim nhu kéo dai khoang QT, nhip nhanh tht, rung thét va xodn dinh (xem CCCB). Trong mét nghién

c(fu trén 14 ngudi tinh nguyén khoe manh, diing dong thai clarithromycin va terfenadine lam tang 2-3 lan

néng do trong huyét thanh chét chuyén héa acid cda terfenadine va kéo dai khoang QT nhung khong phét

hién dugc bat ky tac biéu hién 1am sang nao. Céc biéu hién tuong ty ciing dugc théy khi ding déng thdi

astemizole va cac macrolid khac.

Alkaloid ndm ava ga: Cac béo cdo hdu thi trutng cho théy diing cung lic clarithromycin vdi ergotamine

hodc dihydroergotamine ¢ lién quan dén doc tinh do ndm cya ga cap dac trung béi hién tuong co mach,

thi€u méu cuc b & cdc chi va cdc md khac bao gom ca hé than kinh trung uong. Chdng chi dinh dung cing

liic clarithromycin vdi cac alkaloid ndm cua ga ( xem (CD).

Tac dung cia céc thudc khac lén clarithromycin

Cac thudc sau duoc biét hoac nghi ngar ¢6 anh huéng dén ndng d tudn hoan cta clarithromycin; diéu chinh

liéu clarithromycin hoac Iua chon phuong phap diéu tri 1haythe nén dugc xem xét.

Efavirenz, nevir in, rifabutin va rifap

Nhiing thudc géy cdm (ing hé Ihong chuyén héa cytochmme P450 nhu efavirenz, nevuapme nfamplcm

rifabutin va rifapentine c6 thé lam téng sy chuyen héa cta clarithromycin do do lam gidm ndng do cia

dlarithromycin trong huyét tuang, trong khi d6 ndng do ciia 14-O0H-clarithromycin tang lén, chat chuyen héa

nay cing c6 hoat tinh khang khudn. Vi hoat tinh khang khuan cia 14-OH-clarithromycin va dlarithromycin

khéc nhau ddi véi cacloai vi khudn khéc nhau, nén tac dung diéu tri dy tinh ¢6 thé bi thay ddi khi dung chung

clarithromycin vdi cc enzyme gay kich hoat.

Fluconazole

Sit dung cung lic fluconazole 200 mg/ ngay va dlarithromycin 500 mg 2 lan/ngay cho 21 ngudi tinh nguyén

khée manh lam tang ndng do toi thiéu (Cmin) cta clarithromycin & trang thdi on dinh cla dlarithromycin Ién

33% va dién tich dudi dudng cong (AUC) 1én 18%. Néng do & trang thdi 6n dinh cGa chdt chuyén hoa ¢ hoat

tinh 14-OH-clarithromycin khong b anh huéng dang ké khi dung déng thoi vdi fluconazole. Khong cén diéu

chinh liéu cda clarithromycin.

Ritonavir

Mot nghlen cttu dugc dong hoc chiing to rang dung déng thai ritonavir 200 mg mdi 8 gic'va dlarithromycin

500 mg mdi 12 gier e ché 6 rét su chuyén héa cda clarithromycin. Cmax cla clarithromycin tang 31%, Cmin

tang 182% va AUC tang 77% khi dung clng ritonavir. Da thay tc ché hoan toan sy tao thanh

14-OH-clarithromycin. Vi clarithromycin cd khoang diéu trj In, nén khong can thiét giam liéu &

€6 chifc nang than binh thung. Tuy nhién véi bénh nhéan suy than, can diéu chinh liéu nhu sa

nhan ¢6 dd thanh thai creatinin tir 30-60 ml/phat, giam liéu clamhromycm 50%. V6i bénh nhan c6 6 thanh

thdi creatinin <30 ml/phit, gidm liéu dlarithromycin 75%. Khong nén dung clarithromycin liéu I6n hon

1g/ngay cling vdi ritonavir.

Tac dung cta Clarithromycin [én céc thudc khdc

Thudc chéng foan nhip

Da c6 cdc bdo cdo sau khi dua thudc ra thi truting vé xodn dinh xdy ra khi diing cung lic ¢

o vé sy tang ndng do digoxin trong huyét thanh & bénh nhan dung cung Iic digoxin va clarithromycin.

Mot s6 bénh nhan 6 nhitng dau hiéu dm sang cta nhiém ddc digoxin, bao gém cac rdi loan nhip tim co kha

nang gay tl vong. Nén theo di chat ché ndng do digoxin huyét thanh & nhing bénh nhan ding

clarithromycin va digoxin ciing ltic.

Zidovudine

Udng cung ltic clarithromycin dang phéng thich nhanh va zidovudine & cc bénh nhan nguai I6n nhiém HIV

6 thé dan dén giam néng do zidovudine dtrang thdi 6n dinh. Vi clarithromycin anh huéng dén hép thu cia

zidovudine khi udng cling lic, nén c6 thé trénh dugc tuong tic nay bang cach dung clarithromycin va

1|duvud|ne § céc thai diém céch xa nhau. Tuong tac nay khang xdy ra & bénh nhi nhiém HIV dung hon dich
in véi zidovudine hodc di Céc nghién ctfu tuong téc thudc tuong ty vdi vién nén

clamhromycm dang phéng thich ¢ diéu chinh vdi zidovudine chua dugc thuc hién.

Verapamil:

Ha huyét ap, cham nhip tim va nhiém toan lactic da dugc ghi nhan & nhitng bénh nhan dung déng thai

clarithromycin va verapamil.

Tuong tac thudc hai chiéu

Atazanavir

(3 clarithromycin va atazanavir déu la chat nén va Ia chat tic ché cia CYP3A4, va c6 bang chiing vé su tuong

téc thudc 2 chiéu. Dung cung lic clarithromycin (500mg 2 1an/ngay) véi atazanavir (400mg ngay mét Ian)

lam téng sy phm nhiém véi clarithromycin 1én 2 1an va gidm 70% sy phol nhiém véi 14-0H-clarithromycin,

tang 28% AUC clia atazanavir. Do (Iamhmmycm ¢6 khoang diéu tri rong nén su giam liéu clarithromycin la

khdng can thiét & nhiing bénh nhan ¢4 chic néng than binh thuﬂng ('nhiing bénh nhan suy than mic do

trung binh (d6 thanh thai creatinin 30 dén 60 ml/pht), liéu cda clarithromycin nén gidm 50%. Déi véi

nhiing bénh nhan 6 do thanh théi creatinin nhé hon 30ml/phdit, liéu clarithromycin nén gidm 75% va nén

diing dang thudc hop Iy. Khong nén dung ciing ldc clarithromycin liéu >1000 mg/ngay véi nhiing thuc it

ché protease.

Céc thudc chen dong Calcium:

Than trong dung chung véi céc thudc chen dong Calcium chuyén héa qua CYP3A4 (nhu  verapamil,

amlodipine, diltiazem) do nguy co ha ap. Nong do thudc trong huyét tuong cta clarithromycin va cac thugc

chen dong Calcium ¢4 thé tang do tuong téc thudc. D quan sét thdy ha huyét p, loan nhip tim chdm va

nhiém acid lactic & cac bénh nhan st dung dong thoi clarithromycin va verapamil.

Itraconazole

(3 dlarithromycin va itraconazole déu I3 cht nén va chat Gic ché CYP3A4, dan dén mot tuong téc thudc 2

chiéu. Clarithromycin co thé [am tang néng @9 huyét tuong claitraconazole, trong khi 6 itraconazole c6 thé

lam ting ndng dd trong huyét tuong cda clarithromycin. Nhiing bénh nhan dang st dung cung lic

clarithromycin va itraconazole nén dugc theo doi chat ché nhiing ddu hiéu hodc triéu ching do tac dung

duocly tang hodc kéo dai nay.

Saquinavir

(3 clarithromycin va saquinavir déu [ chat nén va Ia chét tc ché ctia CYP3A4, va da ¢6 bang chiing vé sy tuong

tac 2 chiéu. Dung két hop clarithromycin (500 mg 2 lan/ngay) va saquinavir (vién nang gelatin mém, 1200 mg

31an/ngay) cho 12 nguoi tinh nguyén khée manh lam tang AUC & trang thai 6n dinh Ién 177% va Cmax lén

187% so vdi dung riéng saquinavir. Gia tri AUC va Cmax cta clarithromycin vao khoang 40% cao han so vdi

dung riéng clarithromycin. Khang can diéu chinh liéu khi diing dong thi 2 thudc nay trong mot thai gian nhat

dinh & liéu/ dang thudc nghién cttu. Nhiing quan sat tir nhiing nghién cttu vé tuong tac thudc sit dung dang

vién nang gelatin mém cd thé khang gidng nhu khi dung vién nang gelatin cting clia saquinavir. Nhiing quan

st tirnhiing nghién cu tuong téc thudc dugtc thuc hién chi véi saquinavir cd thé khang gidng nhiing tac dung

thay duoc khi diéu tri véi saquinavir/ritonavir. Khi diing chung saquinavir va ritonavir, nén luu y tac dung tiém

&n cta ritonavir lén clarithromycin. ( xem phan Than trong, Tuong tac thudc).

Verapamit

Ha huyét ap, nhip tim cham va nhiém acid lactic da duoc bdo cdo & nhitng bénh nhén dung dlarithromycin

két hop vdi verapamil.

THAI NGHEN VA CHO CON BU

Tinh an toan cda dlarithromycin trong thoi ky mang thai va nudi con bang sita me chua dugc nghién ctu. Vi

vy khang nén st dung clarithromycin trong thai ky mang thai hoac cho con b trir khi Igi ich I6n hon nguy

0. Mt vai cng trinh nghién cdu trén dong vt goi § vé tac dung doc véi bao thai nhung chi & nhitng liéu ro

rang ¢6 doc doi véi me. Clarithromycin dugc xéc dinh cd trong sifa ctia nhiing dong vat dang cho con bi va

trong sita me.

TACDUNG BAT Lol

Bang Tnéura nhung téc dung bét li dugc bao cdo & nhitng bénh nhéan dang st dung clarithromycin trong

nhitng nghién cdu 1am sang. Nhitng téc dung bét Igi nay dugc sap xép theo hé thong cia co thé va mic do

hay gap phai.

Bang 1. Nhiing tac dung bt lgi dugc bao cdo trong nhitng thit nghiém lam sang

Kinh nghiém sau khi dua thudc

quinidine hogc disopyramide. Nén kiém tra dién tam d6 vé 9 dai khoang QT trong thdi gian st dung cing
liic clarithromycin véi nhitng thudc nay. Can theo ddi ndng do trong huyét thanh cia céc thudc nay trong khi
dung clarithromycin.

Nhiing twong tdc qua CYP3A4

St dung ddng thai clarithromycin, duoc biét [a mot chét dc ché CYP3A4, vi mot thudc chuyén hoa chi yéu
qua CYP3A4 c6 thé lién quan dén st tang ndng do cla thudc, diéu do ¢ thé lam tang hodc kéo dai ca tac
dung diéu tri va tac dung bét loi ca thudc dung cing. Nén thén trong khi stt dung clarithromycin trén nhiing
bénh nhén dang diéu trj bang nhiing thudc dugc biét I chdt nén cda enzym CYP3A4, déc biét néu chét nén
CYP3A4 6 d6 an toan hep (vi du, carbamazepine) va/hodc chat nén dugc chuyen héa chd yéu bdi enzym nay.
Diéu chinh liéu c6 thé dugc xem xét va khi ¢ thé, ndng do trong huyét thanh cla céc thudc chuyén héa chi

nhan Tac dung bit Igi theo hé thang co quan cothé | Micdo | Tacdungbitlgi | ra thi truong:
i bénh ey P Dau dau Clarithromycin dugc dua ra thi
R6iloan hé than kinh Phobien | o2 ) rithromycin dugc dua i
Réiloan vi gidc trudng § mot so dang khac nhau.
Tiéu chiy Bang 2 la b suu tap nhiing téc
. Budn non dung bét loi cta tét cd cac dang
Réiloan hé tiéu ha PhGbién | paubung thudc bao gdm clarithromycin
Ko tiéu MR. Do nhiing tac dung nay dugc
in véi § Non béo cdo mot céch tinh nquyén tir
Gicxét nghiém Phobién | Tangmengan mot phén quan thé khong ¢6 @

mau xdc dinh, nén hoan toan
khéng thé udc tinh mot céch xdc thyc tén sudt clia ching hodc thiét Ip méi quan hé nhan qué khi tiép xtic
vdi thudc. Sy phai nhiém ctia bénh nhan duoc udc tinh hon 117 ngay diéu tri- Bénh nhan bang clarithromycin.
Béng 2. Nhiing tac dung bat lgi thu dugc tir khdo sat sau khi dua thudc ra thi trugng.

1. Rét hiém céc truong hop bao

I:(:::g‘ :ﬁ. ? theohethong | Tacdung batlgi o ha dueng huydt, mot s5
a8 IE —— xudt hién trén bénh nhan diing

g . e
e miuva bach huydt Gidm bach i, g ugng 66 ciu chungd in véinhing

thudc ha dudng huyét dang

R loan hé mién dich

yéu bdi CYP3A4 nén duoc kiém tra chit ché & nhitng bénh nhan dang sif dung dong thoi clari in

udng hoac insulin.

Rdiloan vé dinh duang va chuyénhéa' | Ha duong huyét

Céc thudc hodc nhém thudc sau déy dugc biét hodc nghi ngd 1a chuyén héa bdi isozyme CYP3A4:
astemizole, carbamazepme alostazo\ (lsapnde cyclosporine, disopyramide, nhitng alkaloid ciia ndm cva
qa, lovastatin, methylpred le, cac thudc chdng dong mau dung udng (vi du
warfarin), pimozide, quinidine, rifabutin, sildenafil, simvastatin, tacrolimus, terfenadine, triazolam va
vinblastine tuy nhién danh sach nay khang hoan chinh. Céc tuong téc thudc véi co ché tuong tu thong qua
cacisozyme khac trong hé thong cytochrome P450 bao gom phenytoin, theophylline va valproate.

Uc ché men khir HMG-CoA :

Cing nhu céc macrolide khac clarithromycin dugc béo cdo lam téing nong d9 cac chdt Gc ché men khit
HMG-CoA (v du, lovastatin va simvastatin). Hiém cd bdo cdo vé hién tugng globin ca niéu kich phat ¢6 nhiing
bénh nhan dang st dung ddng thi nhiing thudc nay.

Omeprazole

St dung clarithromycin (500 mg moi 8 gid) cung vi omeprazole (40 mg/ngay) trén ngudi I6n khée manh.
Néng do trong huyét tuong & trang thai on dinh ctia omeprazole tang Ién (Cmax téng 30%, AUCo-2« tang
89% va thai gian ban thai tang 34%) khi dung cling lic véi clarithromycin. B9 pH dlch vi trung binh 24 gior
1a 5,2 khi sit dung mot minh omeprazole vala5,7 khi dung chung le vdi ¢

2. Giéng nhu céc macrolie khac,
da 6 bao cdo khi st dung
clarithromycin gdy kéo dai
khodng QT, nhip nhanh that va
xodn dinh.

3. Rat hiém trutng hop vé suy
gan gay i vong dugc bdo cdo

Loan thén kinh, do gidc, mat phuong hudng, tinh
trang i Iin, mat nhan cich, trim cim, o ling, mat
ngi, mo bit thuéng, hung cim

Chiing co giat, mat vi giac,loan khiu giac, mat khiu
gidc, cim gidc bit thuong

Diéc, chong mat, 0 Tai

Yoan dinh, kéo dai khoang QT trén ECG,

Réi loan tam thin

Réi loan hé than kinh

RGiloan tai v taitrong

B 2
R loan tim mach’

Gyl va nhin chung c6 lién quan dén
Réiloan dung tiéu héa :m\;-:.y;;:'égmIumrép,wemdaday,dm mau ludi, nhiing bénh nghiém trong va/

hodc dung két hop vdi cac thude
khac.

Da 6 cdc bdo cdo sau khi dua
thudc ra thi trutng vé ngo doc
colchicine khi dung dong thoi
clarithromycin va colchicine,

Relogn bé gan mat’ oA R R anl
6 hing Sevens Johnson,Hoai @ biu b e
dic Ny day,phit ban

Dau

Réi loan da va mé dudi da

Rl lanim e e oxuong

Cdcthuéc chéng dng duéng udng:
Nhiing bdo cdo trong giai doan hau thj trudng cho théy st dung dong thoi dlarithromycin véi céc thudc
chdng dong dudng udng c6 thé lam tang tac dung cla cac thudc chdng dong dutng udng. Thai gian
prothrombin nén dugc kiém tra can than khi bénh nhan dang st dung dng thei clarithromycin véi cac thugc
chdng dong dudng udng.
Sifdenafi, tadalafil va vardenafil
IM8i cht ttc ché enzym phosphodiesterase dugc chuyén héa, it nhat Ia mét phan, bdi CYP3A4, va CYP3A4 &
thé bj (ic ché khi duing déng thdi clarithromycin.
Sit dung cing lic nhiing thudc nay véi clarithromycin sé cd thé lam tang sy phoi nhiém cla céc chét e ché
enzym phosphodiesterase. Nén giam liéu ctia nhiing thudc nay khi dung déng thai véi clarithromycin.
Theophyllin, carbamazepine
Két qua ctia cdc nghién ctiu lam sang cho théy méc du ting & mic d khiém ton nhung cd y nghia thang ké
(p <0,05) ndng dd ctia theophylline hodc carbamazepine trong tuan hoan khi ding chung mét trong nhiing
thudc nay vdi dlarithromycin.
Toiterodine
Con duung chuyén héa chi yeu clia tolterodine la qua 206 isoform cia cytochrome P450 (CYP2D6). Tuy
nhién, & nhiing nguoi khong co CYP2D6, ﬂ‘uang chuyen héa nhén biét dugc Ia qua CYP3A4. ('Jnhung nguoi
nay, sy tc ché CYP3A4 sé lam tang déng ké ndng do cda tolterodine trong huyét thanh. Su gidm liéu
toltemdlne ] the can thiét khi c6 mat cdc chat tc che (YP3A4 nhu la clarithromycin.

ine (vidu :
Khi diing ciing liic midazolam voi (Iamhmmycln (SOOmg, ] Ian/ngay) AUC clia midazolam tang 2,7 lan khi
dung duong tiém va tang 7 1an khi dung dudng uéng. Vi véy nén tranh dung clarithromycin véi midazolam
duding uéng cing liic. Néu dung midazolam dudng tiém cung lic vdi clarithromycin, nén theo ddi bénh nhan
chit ché dé c6 thé diéu chinh liéu. Luu y tuong tu d6i véi céc benzodiazepine khac chuyén héa qua CYP3A4,
bao gom triazolam va alprazolam. Ddi véi cac benzodiazepine ma su dao thai khong phu thudc vao CYP3A4
(temazepam, nitrazepam, lorazepam), su tuang tac quan trong cd y nghia Iam sang hau nhu khong xdy ra
khi dung cung clarithromycin.
Dd ¢6 cac bdo cdo sau khi dua thudc ra thj trudng vé cac tuong tac thudc va nhiing dnh hugng dén hé than
kinh trung wong (vi du budn ngu va I an) khi duing cling lic clarithromycin vdi triazolam. Nén theo dgi tac
dung 1én hé than kinh trung ong & bénh nhan dung thudc.
Nhitng tuong tdc thudc khdc
Coichicine

ong nigu va than Viém than ké

dac biét & ngudi cao tudi, mot
s6 & bénh nhan suy than. Vai
truting hop ti vong da duge bdo cdo (xem tuong tac thudc: Colchicine va Than trong)

Bénh nhdn suy. gldm mién dich

@bénh nhan AIDS va nhiing bénh nhan suy giam mién dich khéc duoc diéu tri nhiém mycobacterium véi liéu
cao clarithromycin trong thai gian dai, rét kho phat hién dau 1a téc dung bét loi gay ra do clarithromycin hay
triéu chiing cdia bénh HIV hoac bénh hién tai.

Nhitng téc dung bét Igi thuting gap nhat, loai b nhiing biéu hién do tinh trang bénh hién tai la: U tai, diéc,
ndn, budn ndn, dau bung, ban xuat huyét, viém tuy va tang amylase. Nhiing xét nghiém can 1am sang cho
nhiing bénh nhan nay dm_lc tién hanh bﬁng cdch phan tich nhiing thong so qud bat binh thudng bang xét
nghiém dac hiéu. Dya vao nhitng tiéu chudn nay, mt bénh nhan nhi nhiém AIDS dung dlarithromycin it hon
15mg/kg/ngay cd bilirubin toan phn tang bét thuong; trong sé nhiing bénh nhan dung clanthromycm tlr
15 dén <25mg/kg/ngay, 6 mot bo cdo la SGPT, BUN tang bat terUng va gidm dang ké s luong tiéu cau.

Khong cd gid tri bat thuong nghiém trong nao ctia nhiing thong s6 nay dugc bdo céo & nhitng bénh nhan sit
dung liéu cao nhat clarithromycin (<=25mg/kg/ngay)

TACDONG CUA THUGC TRONG KHI LAI XE VA VAN HANH MAY MOC

Chua ¢6 bdo céo vé téc ddng cta thudc trong khi 3i xe va van hanh may moc.

QUALIEY

Nhiing béo cdo cho thdy viéc udng lugng I6n clarithromycin c6 thé gay ranhiing triéu chiing vé tiéu hod. Mot
bénh nhan cd bénh st r6i loan luGing cuc da udng 8 gram clarithromycin va cho théy tinh trang tam than bi
thay ddi, hoang tuéng, ka-li mdu gidm va 0-xy mdu gidm. Nén diéu tri nhiing phan ting di ting di kem Khi
duing qud liéu béing cach rira da day va diéu trg. Giong nhu nhitng macrolid khéc, nang d9 clarithromy-
cn trong huyét thanh khong bj anh huéng béi loc mdu hodc thdm phén phic mac.

BA0 QUAN

Béo quan & nhiét d 15 dén 30°C. Tranh anh séng.

DONG GOI: Klacid® MR: Hop 1vi 5 vién; Klacid® 250mg: Hop 10 vien

Klacid® hon dich danh cho tré em : chai 60 ml
SAN XUAT BOI:

Klacid MR, Klacid 250mg

Aesica Queenborough Limited

Quenb h, Kent, MET1 SEL, UK

Yetnghiém Tang ceatinin mau, ting men gan

Klacid dang hén dich
San xudt bdi: PT. Abbott Indonesia

Colchicine Ia chét nén cho cd CYP3A4 va protein van chuyén P-glycoprotein (Pgp). Clari in va cdc
macrolid khdc tc ché CYP3A4 va Pgp. Khi dung dlarithromycin cung lic véi colchicine, st dc ché CYP3A4
va/hay Pgp do clarithromycin 6 thé dan dén tang phoi nhiém véi colchicine. Can kiém tra bénh nhan vé
nhiing triéu chiing lam sang do ngd ddc colchicine. Nén giam liéu Colchicine khi st dung déng thai véi
clarithromycin & bénh nhan ¢6 chiic nang than va gan binh thuang. (CD sit dung dong thai vdi colchicine &
bénh nhén suy than va suy gan. (xem Than trong).

Digoxin

Digoxin a chét nén cho chat van chuyén P-glycoprotein (Pgp). Clarithromycin tic ché Pgp. Khi dung chung
dlarithromycin va digoxin, st c ché Pgp bii clarithromycin ¢6 thé lam tang su phoi nhiém digoxin. D cé béo

JI. Raya Jakarta Bogor Km. 37, Depok 16415, Indonesia

Cho: Abbott Laboratories, USA Cho: Abbott Laboratories, USA
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1. Emie Riffer et al. “Once daily clarithromycin extended release vs. Twice-daily amoxicillin/ clavulanate in
patients with acute bacterial sinusitis: a randomized investigator-blinded study’, current Medical Research

and opinion 2005; Vol 21, No. 1,61-70
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DAT STENT BUONG THO: PHUONG PHAP GIU DUGNG THG THONG THOANG
GS. TS. H. Saka', M. Oki'
'Khoa noi hé hap, Té chiic bénh vién quéc gia Nhat Ban, Trung tam y t&€ Nagoya, Nagoya, Nhat Ban
Pat stent dudng thd 1a mot liéu phap diéu tri chong tac nghén dudng thé trung tam, da s6 la cac truéng
hgp bénh &c tinh tién trién. Trong nhiéu trudng hap, bién phap diéu tri nay nham muc dich cham séc
gidm nhe, tuy nhién, déi khi bién phap nay dugc thuc hién dé lam cau néi trudc khi tién hanh cac bién
phap diéu tri tdn cong nhu hoa tri hoac xa tri.
Co 3 loai stent: silicon, kim loai va hén hgp. Stent sillicon dugc s dung rong rai nhéat & vién ching toi.
C6 nhiéu loai, dudng kinh va do dai stent khac nhau. Vi chi dinh hay g&p nhat dé dat stent la ung thu
phdi xam 14n quanh carina nén dit stent sillicon chi Y Dumon 14 thd thuat thudng quy. Ching t6i chuén
bi tat ca cac loai stent Dumon trong td dung cu dé phong cac trudng hgp cép cliu. Hon niia, ching toi
ciing c6 thé st dung két hgp 2 stent hodc nhiéu han cung mét Itc dé phu hgp véi cac vi tri hep phlic tap.
Noi chung, dét stent sillicon can s dung ndi soi phé quan 6ng cling va gay mé toan than. Néu cé su trg
gilp cla bac sy gay mé, thi thuat c6 thé thuc hién an toan va dé dang hon dé x{ tri cac tinh trang cap
cuu tai dudng thé trung tam.
Stent kim loai c6 thé tu bung va cé thé dat duéi gay té tai ché. Chi dinh thudng gép nhat 1a rd thuc quan
- khi quén do ung thu thuc quan xam lan. Khi stent dugg dat vao sé che phl dugc dudng ro. Khuyén
cao than trong clia FDA Hoa Ky 1a khong nén st dung'stent’kim loai & cac bénh lanh tinh. Diéu nay can
hét stic cha y.
Stent hén hgp co6 cac dac diém clia ca stentkim loai va sillicon. Stent déng luc hoc la loai cd dién, stent
AERO la loai méi cé hién nay. Stent AERO ¢6 thé dat vao va ldy ra duéi gay té tai ch6. Vi thd thuat nay
rat khé chiu déi véi nhiing bénh nhan suy giam chuic nang hé hdp nén gay mé toan than hoac gay té
sau la su Iya chon hop ly. Thao bd stent AERO bing ndi soi phé quan 6ng mém c¢é thé cé nguy ca tai
bi€én cho bénh nhan.

GAY ME CHO NOI SOI PHE QUAN
ThS. Nguyén Toan Thang'2
'Khoa Gay mé hoi stic - Bénh vién Bach Mai
'B6 mén Gdy mé hoi stic - Pai hoc Y Ha Noi
Noi soi phé quan 1a tht thuat chdn doan va can thiép diéu tri phé bién trong chuyén nganh h6 hdp. Phéi
hagp t6t gitia bac sy hé hap va gay mé hdi stic mang lai hiéu quéa can thiép va miic dd an toan cao hon
cho ngudi bénh. Nhin chung, ndi soi 6ng cling thudng dugdc thuc hién dudi gady mé toan than trong khi
ndi soi 6ng mém co6 thé tién hanh dudi an than mic dd nhe dén trung binh k&t hop vdi cac bién phap
gidm dau va/hoac gay té bé mat hoic tai ché. Trang thai an than tinh phu hgp cho hau hét thd thuat noi
soi dan gian. Tuy nhién, gay mé toan than van la ky thuat chuén dai véi cac can thiép ndi soi phtc tap va
kéo dai. Cac tién bd gan day vé dudc ly hoc (opioid tac dung ngan, dexmedetomidine), dung cu dudng
thé va thong khi.. gop phan tao thuan Igi hon cho thl thuat néi soi phé quan nhung muc doé thanh thao
clia ngudi gay mé van la mot yéu té quan trong déi véi an toan clia ngudi bénh.
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TU khéa; ndi soi phé quan (6ng cling, 6ng mém), gay mé hdi suc.

ANESTHESIA FOR BRONCHOSCOPY
Nguyen Toan Thang, MD.
Anesthesia and Recovery Department - Bach Mai Hospital
Bronchoscopy is a commonly diagnostic and therapeutic procedure in pulmonology. The effective
combination of pulmonary interventionist and anesthesiologist can improve the outcome and the safe-
ty of bronchoscopy. In general, rigid bronchoscopy usually requires general anesthesia while flexible
bronchoscopy can be done under light to moderate sedation supplemented with analgesic and/or
topical or local anaesthesia. Conscious sedation is common anesthetic technique for simple broncho-
scopic procedures. However, general anesthesia still remains a standard technique for long and more
complex procedures. Recent developments in pharmacology (short acting opioids, dexmedetomidine),
airway and ventilation devices have facilitated for the conduct of the procedure, but anesthesiologist’s
skill is still an important factor.
Key words: Bronchoscopy (rigid, flexible), anesthesia.

EARLY CLINICAL DIAGNOSIS AND MANAGEMENT OF ANAPHYLAXIS
Le Thi Diem Tuyet MD, PhD,
Deputy Head of Intensive care Dept - Bach Mai Hospital
Anaphylaxis is a medical emergency. It is very important written a protocol for management of Ana-
phylaxis in health care.
The last update of Viet Nam Ministry of health guidelines for assessement and management of Ana-
phylactic shock was in 1999. The clinical diagnosis is tardy based on skin changes, life-threatening
airway and low blood pressure.
The recommendations of the ICU Bach Mai Hospital guidelines for management Anaphylaxis in
health care setting and any medical staffs.
The guidelines based on clinical experiences and our study with 161 patients anaphylaxis diagnosis
from 8 hospitals at the North of Vietnam.
This clinical guidelines emphasize that the clinical diagnosis of Anaphylaxis based primarily on the
life-threatening airway and/or breathing and/or circulation problems and signs with sudden on set
minutes to few hours after expose to an allergen or other trigger factors.
The assessement and management of Anaphylaxis focus and emphasize on the primary role of epi-
nephrine in the urgent treatment.
This guidelines purpose improving on the mortality percentage from Anaphylaixs

PIEU DUGNG PHAT HIEN SGM VA XU LY PHAN VE DO THUOC
TS. Lé Thi Diém Tuyét
Phé Trudng khoa Hai stic tich cuc - Bénh vién Bach Mai
Phan vé [a mét tinh trang cap cliu kh&n cap. Phac dé cép cliu s6c phan vé clia Bo Y té ban hanh nam
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1999 da hudng dan chan doan séc phan vé véi triéu chiing man nguia ban dé trén da, mach nhanh,
huyét ap tut, kho thé, vat va.

Phac dé chan doan va xU tri phan vé do khoa Héi stic tich cuc Bénh vién Bach Mai xay dung lan nay
dua trén cac kinh nghiém thuc t& 1am sang ciing nhu dua trén mét nghién ctu téng két viéc ap dung
phac dé nay & 8 bénh vién mién Bac Viét Nam.

Tam quan trong cla viéc dua ra mot phac dé 1am sang dé nhan biét sém va xU tri phan vé 1a giup cac
nhan vién y té cé thé chan doan nhanh chéng ttc thi hién tugng phan vé véi 3 mic do dua trén cac
thay déi bat thudng vé dusng ho hdp va/hodc thay déi vé tudn hoan khéi phat nhanh chéng sau mot
tiép xuc véi thudc va cac chat co thé gay phan vé.

Péng thsi véi viec nhanh chéng chdn doan, viéc xU tri hién tugng phan vé ngay tai ché béng thudc
epinephrine (adrenalin) |1a rat quan trong, va phai can nhd rang adrenalin khi c6 chi dinh, tiém bap
ngay 0,5mg, nh&c lai sau méi 2-3 phat, déi véi tré em 0,3mg méi lan. Bong thdi véi viéc tiém adren-
alin, can tién hanh ngay cho thé oxy, dat dudng truyén tinh mach I6n, truyén dung dich tinh thé, tiém
TM corticoid, c8p cliu ngling tuan hoan co ban theo hudng dan C, A, B.

Viéc tap huan t6t, ludn ghi nhé phac dé x{ tri phan vé gop phan ctiu séng va giam ty 1& ti vong & cac
bénh nhan bi phan vé.

HUGNG DAN THUC HANH -CAlI NGHIEN THUOC LA
ThS. Nguyén Thanh Thay
Trung tam H6 hap bénh vién Bach Mai
Trén toan thé gidi c6 khoang 1,1 ty ngudi hut thudc la va khoang 5,8 nghin ty diéu thudc dudgc tiéu
thu moéi nam. Tai Viét Nam c6 khoang 12,5 triéu ngudi hat thuée la va 4,1 triéu ngudi hat thude lao.
Nghién thudc 14 12 mo6t bénh ly, bao gém nghién tam1i, nghién hanh vi va nghién thuc thé - dugc ly.
Qua trinh cai nghién thudc 1a phai trai qua chu trinh trudng thanh quyét tam cai va phéi hgp nhiéu
bién phap tu van ciling nhu dung thudc. Quyét dinh thanh cong cla cai thuéc 14 1a kién thic - quyét
tam - ho trg. Viéc xac dinh y dinh cai thudc, ly do cai thuée, Igi ich khi hat thudc va Igi ich khi cai thuéc
gitp cling c6 quyét tam cai thudc. Danh gia tinh trang st dung, mdc do nghién thuéc 14, do néng do
CO hoi thd, yéu t6 hanh vi, cdm xuc, triéu chiing cai thuéc la hién tai va du kién,...gilp xay dung mot
k& hoach cai nghién thudc 14 ca nhan, déng thdi xac dinh phudng phap diéu tri cu thé. Cac phuong
phéap diéu tri gébm tu van ngan, tu van sau, tu van qua dién thoai, tu van truc tiép, st dung thudc va
can phdi hgp cac phuong phap dé hiéu qua thanh céng cai thudc cao haon.

GUIDELINES OF SMOKING CESSATION IN PRIMARY CARE
Nguyen Thanh Thuy, MD.
Respiratory Center - Bach Mai Hospital
Worldwide, approximately 1.1 billion smokers and 5.8 trillion cigarettes which are consumed each
year. In Vietham, there are about 12.5 million cigarette smokers and 4.1 million water pipe smokers.
Tobacco addiction is a disease, including psychological addiction, behavior addiction and pharmacol-
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ogy addiction. Smoking cessation has to go through a determined cycle of cessation and coordina-
tion of counseling and medication. The successful decision to stop smoking is knowledge - deter-
mination - support. Determining the intention to stop smoking, the reasons for quitting smoking, the
benefits of smoking and the benefits of quitting help to strengthen the determination to stop smoking.
Assessing the status of use, level of tobacco addiction, measuring CO concentration, behavioral and
emotional factors, current and proposed withdrawal symptoms, ... help develop a individual smoking
cessation plan as well as specific treatments. Treatment options include short counseling, follow-up
counseling, telephone counseling, direct counseling, drug use, and the need for more effective
methods for successful quitting.

CHAM SOC BENH NHAN SAU MO LONG NGUC
Ng6 Gia Khanh', Nguyén Hiiu Uéc?
'Khoa Ngoai Bénh vién Bach Mai
2Khoa Phau thuat tim mach 16ng nguc, Bénh vién Viét Pic
Trong Ngoai khoa néi chung va phau thuat 16ng nguc ndi riéng céng tac diéu dudng dong vai trd
quan trong. Diéu dudng la ngudi gan bénh nhan nhat viia thuc hién cac y I1énh chuyén mon viia cham
soc dong vién tinh than va stic khée bénh nhan. Trong phau thuéat 16ng nguc, tuu trung lai céng tac
cham séc bénh nhan cta diéu dudng c6 ba ndi dung:
- Cham séc ngoai khoa chung
+ Theo ddi cac dau hiéu sinh ton
+ Theo dbi tinh trang vét mé
+ Theo d&i tinh trang dan luu
- Cham séc dan Iuu mang phdi
+ Dam bao nguyén téc cla dan luu mang phdi: Théng, kin, mét chiéu, vé trung, hat lién tuc
ap lvc - 20cmH20
+ Thuc hién cac cham soc thudng quy: Ghi nhan sé lugng, mau sac dich dan luu, thay bang
chan dan luu, thay chai, ddm béo ap luc hut
+ XU tri cac bién chiing: hd dan luu, tic dan luu
+ Khi nao rat DLMP: dan luu ra duéi 100ml/24h, phéi thong khi t6t, X Quang: Phéi sang déu
hai bén.
- Hudng dan va thuc hanh ly-liéu phap ho hap
Hudng dan bénh nhan ngdi day sém, vé rung, tap hit thd, tap ho, tap van déng sém
Ké&t qua diéu tri 1a téng hda clia c& ba qua trinh: chuan bi bénh nhan truéc mé t6t (bao gém Iua chon bénh
nhan, Bilan trudc md), phau thuat va cham séc sau mé t6t khong thé coi nhe bat kj mot qua trinh nao.

POSTOPERATIVE CARE OF THORACIC SURGICAL PATIENTS
Ngo Gia Khanh, MD'; Nguyen Huu Uoc?
'Surgery Department, Bach Mai Hospital
2Cardiovascular and Thoracic Center, Viet Duc University Hospital
In general surgery and thoracic surgery in particular, nursing plays an important role. Nurses who
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has both specialized medical care and mental health care.

In thoracic surgery, the nursing care has three main areas:
- General surgical care:
+ Monitor vital signs
+ Monitor incision status
+ Draining status monitoring
- Monitor pleural drainage:
+ Ensure the principle of pleural drainage: convex, sealed, one-way, aseptic, continuous
suction pressure - 20cmH20
+ Pleural drainage routine care: Record the number and color of draining fluid, change the
drain bandage, change bottles, ensure suction pressure.
+ Managing complications: drainage fistule, drainage obtruction
+ When to removal pleural drainage: pleural drainage is less than 100ml/ 24h, lungs ventilated
is well, X rays is good
- Practiced respiratory therapy: sit up early, breathing, coughing, exercise early
Treatment results are the sum of all three procedures: prepared preoperative patient, surgery and

postoperative care. It's not to underestimate any process.

PULMONARY REHABILITATION IN PATIENTS WITH STABLE COPD
Allyn Harris, M.D.
National Jewish Health Hospital, USA
Pulmonary Rehabilitation is defined bythe American Thoracic Society and European Respiratory Soci-
ety as, “an evidence-based, multidisciplinary, and comprehensive intervention for patients with chronic
respiratory diseases who are symptomatic and often have decreased daily life activities. Integrated into
the individualized treatment of the patient, pulmonary rehab is designed to reduce symptoms, optimize
functional status, increase participation, and reduce health care costs through stabilizing or reversing
systemic manifestations of the disease.” The concept of what we now know as pulmonary rehab was
first described in the early 1800s by a French physician who worked with patients infected with Tuber-
culosis, but it would be nearly 2 centuries later before the first randomized controlled trial would be done
demonstrating the efficacy of pulmonary rehabilitation in chronic lung disease.
Pulmonary rehabilitation involving a multi-discipline approach including exercise, nutrition, psychoso-
cial support, education, and occupational therapy is now the standard of care in chronic obstructive
pulmonary disease and recommended in the most recent version of the GOLD Criteria. The exercise
portion should target cardiovascular fitness as well as skeletal muscle training, but otherwise there is no
consensus on what type of program should be implemented. A review of the current literature reveals
that the type of exercise is less important than achieving a challenging level of intensity. Because the
amount of work needed to produce the appropriate intensity will be highly variable between patients,
exercise programs should be individually tailored for each patient. There is no standard for the length of
exercise program, but it appears that patients are able to achieve more improvement in symptoms and
maintain that benefit when the rehab program is 6 months or longer. Progress can be monitored over
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time by health related quality of life questionnaires, 6 min walk testing, and cardiopulmonary exercise
testing.

Pulmonary rehabilitation consistently shows improvement in symptoms of dyspnea, exercise capacity,
health related quality of life, and a return to independence in patients with chronic obstructive pulmo-
nary disease and should be offered to any patient motivated to complete the program.

PHUC HOI CHUC NANG PHOI G BENH NHAN COPD GIAI POAN ON BINH
ThS. Allyn Harris
Bénh vién National Jewish Health, Hoa Ky
Phuc héi chiic ndng phéi dugc dinh nghia theo Hiép hoi 16ng nguc Hoa Ky va Hiép hoi H6 hdp Chau
Au nhu 12 mot can thiép dua trén bang chiing, da nganh va toan dién cho bénh nhan mac bénh hé
h&p man tinh cé triéu chiing va thudng lam gidm hoat dong hang ngay. Tap trung cé thé hoa diéu tri,
phuc héi chiic nang phéi dudc xay dung dé gidm cac triéu chiing, t6i uu héa chuic nang, tdng cudng
tham gia va gidm chi phi cham soc stic khoé théng qua lam én dinh hoac duy tri cac biéu hién toan
than ctia bénh “Khai niém vé phuc héi chiic nang phdi dugc mé ta 1an dau tién vao dau nhiing nam
1800 b3i mot bac si ngudi Phap da lam viéc véi cac bénh nhan bi bénh Lao, nhung gan 2 thé ky sau
dé chang ta dudc biét, trusc khi thdi nghiém ngau nhién cé déi chiing dau tién dudc thuc hién dé
chiing minh hiéu qua cla viéc phuc héi phéi trong bénh phdi méan tinh.
Phuc héi chtic ndng phéi gdm da phuong phap bao gém tap thé duc, dinh dudng, hd trg tam ly xa hoi,
gido duc va liéu phap nghé nghiép hién nay la tiéu chuin chdm séc bénh phdi tAc ngh&n man tinh
va dudc khuyén cao trong GOLD gan day nhét. Luyén tap nén nham muc tiéu phu hgp vé6i bénh tim
mach cling nhu tap luyén cc xuong, nhung néu khéng thi sé khong c6 su théng nhét vé loai chudng
trinh dudc thuc hién. M6t danh gia cla cac tai liéu hién tai cho thdy rang cac loai tap thé duc 1a it
quan trong han thach thic ctia cudng do. Vi khéi lugng bai tap can thiét dé tao ra cudng do thich
hgp rat khac nhau gilia cac bénh nhan, cac chuong trinh tap luyén nén dudc diéu chinh riéng cho
moi bénh nhan. Khéng co tiéu chuén cho chuadng trinh tap thé duc, nhung nhu bénh nhéan cé thé dat
dudc nhiéu cai thién triéu chiing va duy tri dudc Igi ich dé khi chuong trinh phuc héi la 6 thang hoac
lau han. Tién bd cé thé dudc giam sat theo thdi gian bing cac cau hdi vé chat lugng cudc séng lién
quan dén stc kho8, tht nghiém di bd 6 phut va thi nghiém tap thé duc.
Ph&u thuat phdi cho thady cai thién cac triéu chiing kho thd, kha ning tap thé duc, chét lugng cudc
séng lién quan dén stic khoé va phuc héi su doc 1ap clia bénh nhan méc bénh phéi tAic nghén man
tinh va nén dudc cung cap cho bat ky b&énh nhan nao cé dong luc dé hoan thanh chuadng trinh.
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MO HINH BENH TAT, KET QUA BIEU TRI NHIEM KHUAN
HO HAP CAP TiNH TRE EM VIET NAM

Nguyén Thi Kim Phucng'?, Marais Ben?3, Graham Steve®, Nguyén Dai Vinh5, Truong Thi Nhu
Huyén?, Tran Minh Pién®,
'Bénh vién Phu san Nhi Da Nang; 2Discipline of Paediatrics and Adolescent Medicine, The Children’s
Hospital at Westmead, Australia; *Marie Bashir Institute for Infectious Diseases and Biosecurity, The
University of Sydney, Australia; *Centre for International Child Health, University of Melbourne and
Murdoch Childrens Research Institute, Royal Children’s Hospital, Melbourne, Australia; >Trung tam
Y té€ huyén Hoa Vang, Ba Nang; ¢Vién Nhi Trung Uong, Ha Noi.
*Mdc dé dong gop ngang nhau
Muc tiéu: Danh gia mo hinh bénh tat, k&t qua diéu tri tré& em nhap vién vi nhiém khuén hé hap
(NKHH) cép tinh tai Viét Nam.
P6i tugng - phuong phap: Hbi cliu tat ca cac tré nhap vién vi NKHH cép tai 3 tuyén y té: tuyén co sé
(trung tam y t& huyén Hoa Vang - TTYTHV), tuyén tinh (bénh vién Phu San Nhi Da Nang-BVPSNDN)
va tuyén trung uang (Vién Nhi Trung Udng - VNTW) trong 1 nam (01/09/2015 - 31/08/2016).
Két qua: NKHH cap chiém 27.9% (37,436/134,061) cac chdn doan nhap vién; chiém 47.6% d6i v6i
TTYTHV. Phan I6n (64.6%) tré nhap vién < 2 tudi. Viémphdi/cum chiém 69.4%; lao chiém 0.3%. T
vong chiém 0.8% (284), hau hét (269/284; 94.7%)-xay ra’tai VNTW. Thai gian ndm vién trung binh
7.6 ngay. Chi phiy té€ trung binh cho 01/ trudng hgp-nhap vién-tai BVPSNDN la 157.5 USD. 62.6%
tré c6 bao hiém y té.
Két luan: NKHH céap la nguyén nhan’nhap. vién hang dau cla tré em Viét Nam, dac trung bdi thoi
gian nam vién dai ngay ca trudng hgp bénh nhe. Can can thiép nham giam nhap vién khong cén
thiét va gidm chi phi diéu tri.

DISEASE SPECTRUM AND MANAGEMENT

OF CHILDREN ADMITTED WITH ARI IN VIET NAM
Nguyen TKP'2, Nguyen DV?3, Truong TNH?, Tran MD*, Graham SM?°, Marais BJ'®
'Discipline of Paediatrics and Adolescent Medicine, The Children’s Hospital at Westmead, The Uni-
versity of Sydney, Australia; 2Da Nang Hospital for Women and Children, Da Nang, Viet Nam; 3Hoa
Vang District Hospital, Da Nang, Viet Nam; “National Hospital of Paediatrics, Ha Noi, Viet Nam;
5Centre for International Child Health, University of Melbourne and Murdoch Childrens Research
Institute, Royal Children’s Hospital, Melbourne, Australia; °Marie Bashir Institute for Infectious Dis-
eases and Biosecurity, The University of Sydney, Australia.
Objective: To assess the acute respiratory infection (ARI) disease spectrum, duration of hospitalisa-
tion and outcome in children hospitalised with an ARI in Viet Nam.
Methods: We conducted a retrospective descriptive study of ARI admissions to primary (Hoa Vang
District Hospital), secondary (Da Nang Hospital for Women and Children) and tertiary (National
Hospital of Paediatrics in Ha Noi) level hospitals in Viet Nam over a 12-month period (01/09/2015 to
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31/08/2016).

Results: ARIs accounted for27.9% (37,436 / 134,061) of all paediatric admissions; nearly half (47.6%)
of all children admitted to Hoa Vang District Hospital. Most (64.6%) children hospitalised with an ARI
were <2 years of age. Influenza/pneumonia accounted for 69.4% of admissions; tuberculosis for
only 0.3%. Overall 284 (0.8%) children died; most deaths (269/284; 94.7%) occurred at the tertiary
referral hospital. The average duration of hospitalization was 7.6 days (median 7 days). The average
direct hospitalization cost per ARI admission was 157.5 USD in Da Nang Provincial Hospital. In total,
62.6% of admissions were covered by health insurance.

Conclusion: ARI is a major cause of paediatric hospitalization in Viet Nam, characterized by pro-
longed hospitalization for relatively mild disease. There is huge potential to reduce unnecessary
hospital admission and cost.

ROLE OF LUNG UTRASOUND IN THE DIAGNOSIS OF PNEUMONIA IN CHILDREN
FROM 2 MONTHS TO 5 YEARS OLD

L. T. P. Thao', B. B. B. Son?
" Respiratory Department - Da Nang Hospital for Women and Children
2 Department of Pediatrics - Hue University of Medicine and Pharmacy
Background and Aims: Pneumonia is a common diagnosis and a leading cause of mortality in chil-
dren. In contrast to adults, the diagnosis of pneumonia in children is only based on clinical criteria.
Chest radiographs (CXR) are only recommended in severe cases or if complications occur. There-
fore, lung ultrasound (LUS) has become important for the diagnosis and follow-up of pneumonia. Aim
of the study is to compare the agreement between LUS and CXR in the diagnosis of pneumonia in
children.
Methods: A descriptive cross-sectional study was conducted in 72 children aged 2 months to 5 years
with pneumonia admitted to the Pediatric Center, Hue National Hospital from April 2015 to June 2016.
Results: LUS detected 80.6% cases of pneumonia; in which, lung consolidations accounted for
69.4%, pleural effusions for 2.8%, and multiple lesions for < 10%. LUS detected pneumonias in
80.3% of cases with tachypnea, in 89.7% of cases with chest indrawing, and in 78.4% of cases with
crackles. LUS was superior to CXR in identifying lung consolidations, pleural effusions, and atelec-
tasis. In cases of pleural effusions and lung consolidations, agreement between LUS and CXR were
found (kappa coefficient 0.478 and 0.237; respectively).
Conclusions: LUS detected 80.6% cases of pneumonia in children aged 2 months to 5 years. Agree-
ment between LUS and CXR were found in cases of pleural effusions and lung consolidations (kappa
coefficient 0.478 and 0.237; respectively).

VAI TRO CUA SIEU AM PHOI TRONG CHAN POAN

VIEM PHOI TRE EM TU 2 THANG PEN 5 TUOI
L. T. P. Thao', B. B. B. Son?
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'Khoa Nhi H6 Hap - Bénh vién Phu san - Nhi Ba Nang

2B6 Mén Nhi - Trudng Pai Hoc Y Dugc Hué

B6i canh va muc tiéu: Viém phdi la bénh Iy thudng gap va la nguyén nhan hang dau gay td vong &
tré em. Khac véi ngudi 16n, viéc chan doan viém phdi & tré em chl yéu dua vao céc tiéu chuén lam
sang. X- quang nguc chi dugc khuyén céo trong trudng hap viém phdi ndng hoac cé bién chiing. Siéu
am phdi vi thé 1a phuaong tién quan trong gitp chan doan va theo dai dién tién viém phdi. Muc tiéu
cla nghién ctiu 1a so sanh mic do phu hop cla X- quang nguc va siéu am phdi nhdm danh gia vai
trd clia siéu am phdi trong chan doan viém phdi tré em.

Phuong phap nghién ctu: Nghién cliu mé t& cit ngang trén 72 bénh nhi ti 2 thang dén 5 tudi bi
viém phdi diéu tri tai trung tam Nhi khoa, Bénh Vién Trung Uong Hué ti thang 04/2015 - 06/2016.
K&t qua: Siéu am phdi phat hién dudc 80,6% trudng hop viém phdi; trong dé déng d&c phdi don
thuan chiém 69,4%, tran dich mang phdi don thuan chiém 2,8%, cac tén thuong phdi hop chiém
< 10%. Siéu am phat hién hinh anh viém phéi trong 80,3% trudng hop c6 thd nhanh, trong 89,7%
trudng hop cé rat 18m 16ng nguc, trong 78,4% trudng hop ¢6 ran 4m nhd hat/ ran né. Siéu am phat
hién dudc sé trudng hop déng dac phdi, tran dich mang phéi, xep phéi cao han so véi X - quang
nguc. Cé su phu hop gilia siéu am phdi va X - quang nguc trong phat hién tran dich mang phdi, dong
dic phéi (kappa lan lugt 14 0,478 va 0,237).

Két luan: Siéu am phdi phat hién dudc 80,6% trudng hgpviém phdi & tré em. Siéu am phdi va X -
quang nguc c6 muc do phu hop kha.trofig, xac dinh-tran dich-mang phdi va déng dac phéi.

MYCOBACTERIUM TUBERCULOSIS DETECTED USING XPERT MTB/RIF IN THE SETTING OF
COMMUNITY WIDE ACTIVE FINDING FOR TUBERCULOSIS IN VIETNAM

Jennifer Ho'?, Nguyen Thi Bich Phuong', Nguyen Thu Anh', Tran Hien Khoa® Nguyen Van

Son3, Nguyen Viet Nhung*, Tran Nhu Phong’, Luu Boi Khanh', Greg J. Fox', Guy B. Marks'?

"Woolcock Institute of Medical Research Vietnam

2University of New South Wales, Sydney, Australia

3Center of Social Disease Prevention, Ca Mau, Vietnam

“National Tuberculosis Program, Vietnam

Background: Xpert MTB/RIF is recently used in the routine tuberculosis (TB) diagnostic setting.

The use of this technology for TB screening (active case finding) is novel. We are evaluating its per-

formance in this context. This study was performed in the setting of community - wide active case

finding for TB in a high prevalence country using Xpert MTB/RIF as the primary screening tool. The

objective of this study was to compare the level of Mycobacterium tuberculosis (MTB) DNA (derived

from Ct values) in the Xpert test with acid fast bacilli (AFB) smear and culture and with chest X-ray

(CXR) in screened participants whose sputum was Xpert MTB positive

Method: Field-staff conducted door-to-door household visits to approximately 43,200 adults in 53

randomly selected villages in Ca Mau province. All participants, regardless of reported symptoms,

who were able to produce sputum after being given specific cough and sputum submission instruc-

tions, had one sputum tested using Xpert MTB/RIF. Xpert MTB positive participants had a CXR and
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two further sputum samples tested by AFB smear and culture.
Result: The table below shows the microbiological and radiological findings in Xpert MTB positive
participants.

Level of MTB detected using MTB culture AFB smear Abnormal
Xpert n (%) positive n/N (%) | positive n/N (%) CXR n/N (%)
High 9 (5.9) 6/7 (85.7) 5/7 (71.4) 6/6 (100)
Medium 28 (18.4) 24/25 (96.0) 17/25 (68.0) 25/25 (100)
Low 1 (20.4) 19/ 28 (67.9) 14/29 (48.3) 23/26 (88.5)
Very low 84 (55.3) 23/64 (36.0) 15/72 (20.8) 50/65 (76.9)
Total 152 (100) 72/124 (58.1) 51/133 (38.3) 104/122 (85.2)

Conclusion: In this screen - detected sample of TB patients, most Xpert MTB positive samples were in
the very low range, associated with negative smear and MTB culture, but have abnormal X-ray result.

MUC DO TUONG QUAN VE VI SINH HOC VA HINH ANH CUA NONG BO MYCOBACTERIUM
TUBERCULOSIS DUGC PHAT HIEN BANG Ki THUAT XPERT MTB/RIF

TRONG PHAM VI SANG LQOC LAO CHU DONG TAI CONG DONG G VIET NAM
Jennifer Ho'2, Nguyén Thi Bich Phugng', Nguyén Thu Anh', Tran Hién Khéa3, Nguyén Van Son?,
Nguyén Viét Nhung?, Tran Nhu Phong', Luu Béi Khanh', Greg J. Fox', Guy B. Marks'?2
'Vién nghién cuu y khoa Woolcock, Viét Nam
2Trudng dai hoc New South Wales, Sydney, Uc
3Trung tdm phong chéng cac bénh xa hoi Ca Mau, Ca Mau, Viét Nam
“Chuong trinh phong chéng lao qudc gia, Viét Nam
Cd sé nghién cuu: Viéc s dung ki thuat Xpert MTB/RIF dé phat hién lao chil déng tai céng dong con
khéa mgi tai Viét Nam, do vay, ching téi ti€n hanh nghién ctiu nham so sanh néng dé MTB ADN véi
nhudém soi AFB va nudi c4y, ciing nhu phim X-quang phdi clia nhiing ngudi c6 két qua duong tinh véi
Xpert MTB dé danh gia hiéu qua cla ky thuat nay.
Phuong phap nghién ctliu: 43.212 ngudi trén 15 tudi 6 53 dp dudc chon ngiu nhién tai Ca Mau dugdc
yéu cau cung cdp mau dam dé xét nghiém bang ki thuat Xpert MTB/RIF. Ngusi cé két qua Xpert MTB/
RIF dudng tinh ti&p tuc cung cap hai mau dam dé nhudm soi AFB va nudi cdy 16ng va chup X quang phéi.
Két qua: Cac phat hién vé mat vi sinh va hinh anh & nhiing ngudi dudng tinh vsi Xpert MTB dudc
trinh bay nhu sau

Néng dé MTB phat hién qua Nuéi cdy MTB|Nhuém soi AFB |X quang phdi bat
Xpert n (%) ducng tinh n/N (%) | duong tinh n/N (%) [ thuéng n/N (%)
Cao 9 (5.9) 6/7 (85.7) 5/7 (71.4) 6/6 (100)
Trung binh 28 (18.4) 24/25 (96.0) 17/25 (68.0) 25/25 (100)
Thap 31 (20.4) 19/ 28 (67.9) 14/29 (48.3) 23/26 (88.5)
Rat thap 84 (55.3) 23/64 (36.0) 15/72 (20.8) 50/65 (76.9)
T8ng cong 152 (100) 72/124 (58.1) 51/133 (38.3) 104/122 (85.2)

K&t luan: Trong nhom bénh nhan lao dugc phat hién qua dgt sang loc nay, hdu hét cac mau Xpert
MTB duadng tinh déu cé néng doé MTB rat thap va thudng di kem véi két qua nhudm soi va nudi cay
am tinh nhung hau hét c6 Xquang phdi bat thudng nghi lao
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MUC PO TUONG QUAN VE VI SINH HOC VA HINH ANH CUA NONG PO MYCOBACTERIUM
TUBERCULOSIS DUGC PHAT HIEN BANG Ki THUAT XPERT MTB/RIF TRONG PHAM VI SANG
LOC LAO CHU BONG TAI CONG PONG G VIET NAM

Pao Ngoc Phu, Phan Thu Phucng

Trung tam H6 hap - Bénh vién Bach Mai

Muc tiéu nghién ctiu: M6 ta dic diém lam sang, can lam sang ctia bénh nhan mac hoi chiing chéng
l&p hen - COPD (ACO) va bénh nhan COPD dan thuan.

Dai tugng nghién ciu: 68 bénh nhan méc bénh phdi tdc ngh&n man tinh giai doan én dinh tai kham
dinh ky tai phong Quan Iy bénh phéi tic nghén man tinh - Bénh vién Bach Mai

Phuong phap nghién ctiu: M6 ta cat ngang

K&t qua: Tudi trung binh 67,62 + 7,08, ty 1& nam/nii ~ 5,2/1, ty 1& nii trong nhém ACO 28,6%. Trong
nhom ACQO 62,9% cé tién sl hen va 54,3% cé tién sl bénh di ting khac.Triéu chiing co nang: khé thé
COPD (97%), ACO (91,4%), rieng nhém ACO con hay gap triéu ching kho khe (97,1%), nang nguc
(94,3%). Triéu chung thuc thé: RRPN gidm COPD (97%), ACO (14%), ran rit va ran ngay déu hay
g&p VG6i ty & tuong dudng & 2 nhém. Xquang nguc: phéi bAn COPD (92,9%), ACO (80%); Tim hinh
giot nuéc COPD (42,9%), ACO (16,7%). Dién tam dé: day nhi phai COPD (45,5%), ACO (22,9%).
Bach cau ai toan mau COPD (3,0 + 2,9%), ACO(4,9 + 4,5%).

Két luan: COPD va ACO cé dac diém lam sang, can\lam-6ang da dang, ngoai nhiing diém tuong
déng con c6 nhiéu diém dic trung dé pHan biét hai-nhom.

CLINICAL, SUBCLINICAL CHARACTERISTICS
OF THE ASTHMA - COPD OVERLAP SYNDROME AND COPD ONLY

Dao Ngoc Phu, Phan Thu Phuong
Respiratory Center - Bach Mai Hospital
Objective: Describing clinical and subclinical characteristics in patients with asthma - COPD over-
lap syndrome and COPD only.
Subjects: 68 COPD patients in stable phase in Respiratory centre at Bachmai hospital were divided
in two groups: ACO and COPD only.
Method: descriptive cross - sectional study.
Results: Average age 67,62 + 7,08; male/female ~ 5,2/1, rate of female in ACO group is 28,6%.
In the ACO group, 62.9% had a history of asthma and 54.3% had a history of others allergic diseas-
es. Symptoms: shortness of breath COPD (97%), ACO (91,4%), in ACO group wheezing (97,1%)
and chess tightness (94,3%). Signs: lung sound decreased COPD (97%), ACO (14%), wheeze is
common and similar in two groups. Chest x - ray: bronchial wall thickening COPD (92,9%), ACO
(80%); long narrow heart COPD (42,9%), ACO (16,7%). ECG: prominent P wave COPD (45,5%),
ACO (22,9%). Blood eosinophilia COPD (3,0 + 2,9%), ACO (4,9 + 4,5%).
Conclusions: COPD and ACO have a variety of clinical and subclinical characteristics, not only sim-
ilar points between two groups but also lots of features to distinguish them.
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MOT SO PAC PIEM LAM SANG, CAN LAM SANG VIEM PHOI BENH VIEN TAI TRUNG TAM HO
HAP BENH VIEN BACH MAI 2016 - 2017

Pham Thij Quynh', PGS. TS. Vi Van Giap?

"Trudng Pai hoc Y Ha Noi

2Trung tdm Hé hap - Bénh vién Bach Mai

Pat van dé: VPBV hién nay dang la mét thach thic 16n y hoc toan cau do ty 1& méc, ti vong cao, chi

phi diéu tri t6n kém, kéo dai thdi gian diéu tri. Viéc gia tdng cla cac chlng vi khudn da khang thudc

dan dén gap nhiéu khoé khan trong diéu tri.

Muc tiéu: M6 ta dic diém lam sang, can lam sang va can nguyén vi khudn gay VPBV tai trung tam

h6é hap bénh vién Bach Mai 2016 - 2017.

Péi tugng va Phuong phap: M6 ta cat ngang, ti€n clu va héi cuu.

Két qua: 1. Lam sang va can lam sang 348 bénh nhan viém phdi diéu tri tai khoa H6 hap ti 6/2016

dén 6/2017, c6 72 bénh nhan VPBV dudc dua vao nghién clu. Tudi trung binh la 64.6 + 14,7. Triéu

chiing 1am sang: Ho khac ddm (97,2%), ran nd (93,1%), khé thd (80,5%), s6t (80,5%), ran rit, ngay

(23,6%), dau nguc (15,2%). X - quang nguc: Tham nhiém mdi 2 phéi (73,6%), TDMP 2 bén (27,8%),

tham nhiém mot bén phéi (22,2%), xep phéi 1 bén (4,1%) 2. Bac diém cin nguyén vi sinh gay VPBV:

Vi khuén phan lap phan lap dudc: A.baumanii (43,1%), P. aeruginosa (28,5%), S.aureus (14,2%), K.

pneumonia (14,3%). Ty l& khang khang sinh cla vi khuén: A.baumanii khang Carbapenem(83,3%).

P. aeruginosa (66,7%), Nhay 25% vdéi carbapenem. S.aureus khang penicillin (100%), 66,7% VGi

carbapnem, aminoglycozid.

Két luan: Ty lé phan lap dudc cac chlng vi khuén da khang & bénh nhan VPBV tuong déi cao, gap

nhiéu & VPBV mudn ding dau la A.baumanii, P. aeruginosa, S.aureus thdp han so véi 5 nam trudc.

Tuy nhién céac vi khuén phan lap dugdc gia tang dé khang khang sinh.
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Tai liéu thong tin cho cdn bg y t&
San phdm ké don

Avelox:

moxifloxacin

FLUOROQUINOLONE

NGAY 1 LAN

vox Avelox  Avelox Avelox Ave

50ml 400mg/250ml 400mg/250ml 400mg/250ml 400mg/2

Avelox Avelox  Avelox Avelox:

400mg/250ml 400mg/250ml 400mg/250ml 400mg/250ml

lox Avelox Avelox Avelox Avei

50ml 400mg/250ml  400mg/250ml  400mg/250ml  400mg/25

Avelox Avelox Avelox Avelox .

100mg/250ml  400mg/250ml 400mg/250ml 400mg/250ml 4

lox' Avelox  Avelox  Avelox Avel

oml 400mg/250ml  400mg/250ml 400mg/250ml 400mg/25(
Avelox Avelox Avelox: Avelox .
J0mg/250ml 400mg/250ml  400mg/250ml 400mg/250ml 4
ox Avelox: Avelox  Avelox Avel
nl - 400mg/250ml 400mg/250ml  400mg/250ml 400mg/25
velox Avelox Avelox Avelox
/250ml 400mg/250ml 400mg/250ml  400mg/250ml
dvelox’ Avelox Avelox /
~/250ml  400mg/250ml 400mg/250ml
welox Avelox ~
250ml  400mg/250ml

8- methoxy

fluoroquinolone

> Viém phdi mic phai tir cong

Puwoc chi dinh trong diéu tri bénh:
dong do nhirng

chung vi khuan nhay cam.

> Nhiém trung da va t8 chic

dudidapha ctap

(bao gébm nhiém trung ban chan do bénh

S6 gidy tiép nhan ho so dang ky tai liéu théng tin ctia

dai thao duo'ng).

CucQLD-BOYTE:  0294/16/QLD-TT , ngay 20 thang 07 nam 2016
Ngay xx thang xx nam xxx in tai liéu.

Tai liéu gébm c6 2 trang. Théng tin chi tiét san phdm xem & trang 1 va 2

> Nhiém trang & bung phuc tap (bao gém ca
cac truong hop nhiém trung do nhiéu loai
vi khuan nhu ap xe).

THONG TIN KE TOA

THANH PHAN: 250 ml dung dich tiém truyén c6 chifa 400 mg moxifloxacin dudi dang
hydrocloride. CHi DINH: Dung dich Avelox” tiém truyén tinh mach dugc chi dinh trong
diéu tri bénh viém ph0| mac phai tir cong dong do nhiing chung vi khuan nhay cdm.
Nhiém triing da va t6 chic dusi da phtic tap (bao gom nhiém trung ban chan do bénh
ddi thdo duong). Nhiém tring bung phtc tap (bao gom ca cac truding hop nhiém
trung do nhiéu loai vi khudn nhu dp xe). LIEU LUONG VA CACH DUNG: Cach dung:
Truyén thudc theo dudng tinh mach véi thoi gian trén 60 phiit. Cac dung dich cuing
tiém truyen dudi day cho thay khi pha véi dung dich Avelox ¢ thé tao thanh hon hop
on dinh trén 24 gio' & nhiét do phong, do d6 ¢6 thé coi Ia tuong thich véi dung dich
Avelox dé tiém truyén: Nuci cit pha tiém, Natri Clorid 0,9%, Natri Clorid 1M, Glucose
5%, Glucose 10%, Glucose 40%, Xylit 20%, Dung dich Ringer, Dung dich Lactated
Ringer. Néu dung dich tiém truyen Avelox duotc cho cling véi mdt thudc khac, thi méi
thudc phai dugc truyén riéng r. Chi st dung dung dich con trong suot Liéu lugng:
Liéu ding (nglral Ion): Avelox dugc khuyén ding mot lan 400mg mdi ngay cho cdc
chi dinh néu trén va khong dugc dung qué liéu. Thi gian diéu tri : Nén xac dinh thoi
gian diéu tri tlly theo miic do nang cla chi dinh hay dap tng lam sang. Liéu thuong
khuyén diing dudi day 13 cho diéu tri nhiém tring dung ho hap trén va dudi. 6 thé

(L

khdi dau dot diéu tri vdi tiém truyén tinh mach sau do chuyén sang duing vién udng khi
c6 chi dinh trén [am 1 5ang. Tong tho gian diéu tri khuyén dung trong trudng hop diéu
tri ndi ti€p viém phoi cong dong (khai ddu bdng truyén tinh mach sau d6 chuyen sang
uéng) la tir 7 dén 14 ngay. Tong thoi gian diéu tri ndi tlep cho nhiém tring dava to chic
dudi da phtic tap: 7 — 21 ngay. Tong thai gian diéu tri néi tiép cho nhiém tring 6 bung
phuic tap: 5 — 14 ngay. Khong nén kéo dai qua thoi gian diéu trj dugc khuyén cdo. Dung
dich tiém truyén Avelox 400mg da dugc nghién ctu trong cac thif nghiém lam sang
kéo dai dén 21 ngay diéu tri (nhiém tring da va t§ chiic dudi da phic tap). Thong tin
bé sung cho cdc bénh nhdn ddc biét: Bénh nhi: Hiéu qua ctia moxifloxacin 6 tré em
va thanh thiéu nién chua dugc xdc dmh khong c6 khuyen cdo vé liéu lugng st dung.
D6 an toan cla Avelox 6 tré dudi 6 tudi chua dugc xdc dinh. Nguoi ldn tudi: Khdng a@n
chinh liéu. Cdc chiing toc khdc nhau: Khong can chinh liéu. Suy gan: | Khong can phai
chinh liéu & bénh nhan c6 tén thuong chic ning gan (xem phan Cdnh bdo va Than
trong khi Stfdung cho bénh nhdn bi xo gan). Suy than: Khong can chinh liéu & bat ky
miic d6 nao (k& ca khi d thanh thai creatinine< 30ml/phut/1, 73m?) va trén bénh
nhén dang phai loc mau kéo dai nhu tham tach mau va bénh nhan thdm phan phtic
mac lién tuc ngoai trd.
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THONG TIN KE TOA

CHONG CHi DINH: Man cdm véi moxifloxacin hoéic
cac quinolon khac hodc bat ky thanh phan ta dugc cla
thudc. Phu nif c6 thai va cho con bd. Bénh nhan cd
khodng QT kéo dai. Bénh nhan c6 ha kali mdu chua
dugc diéu chinh. Bénh nhan dang diu tri bang céc thudc chéng loan nhip nhém 1A (nhu
qumldln procainamid) hodc nhém IIf (nhu amiodaron, sotalol). Bénh nhan c6 bénh sir
bénh gan co. CANH BAO VA THAN TRONG: Trong mot s6 truong hop, phan (ing qud
man hoac phan tng diting xay ra sau lan diing thudc dautiénva pha| thong bao cho béc
sibiét ngay lap tiic. Phan ting phén vé trong mot s6 rét hiém truong hop co thé dan dén
tinh trang shock gay nguy hiém dén tinh mang, trong mot so truding hop 6 thé xay ra
sau lan dung thudc dau tién. Trong nhiing truong hgp nay, phai ngung sir dung Avelox
va can ¢6 dieu tri ndi khoa (vi du diéu tri shock). Avelox da dugc chiing minh lam kéo dai
khoang QT trén dién tam do & mot sé bénh nhan. Vi phu nif ¢6 khuynh hung ¢6 khoang
QT liic ban ddu dai hon so véi nam gidi, do dd ho co thé nhay cam hon véi cac thudc gay
kéo dai khoang QT. Nguoi gia c6 the nhay cam hon d6i véi nhiing tac dung lén khoang
QT c6 lién quan dén thudc. Do do rong cua khoang QT kéo dai o thé tang Ién theo nong
do gia tang clia thudc. Khong nén vugt qua liéu st dung va toc do truyén da dugc
khuyen cdo (400 mg trong thai gian 60 phiit). Tuy nhién doi véi nhiing bénh nhan viém
phoi, ngudi ta khong thdy ¢6 su tuong quan gilia nong do cta moxifloxacin trong huyét
tuong va kéo dai khoang Qlc. Sukéo dai khoang QT o thé dan tdi tang nquy o loan nhip
thét bao gom xodn dinh. Khdng co truong hop bénh hodc tlf vong tim mach ¢6 thé quy
cho su kéo dai khodng QT khi diéu tri véi Aveontrong ac ngh|en ctiu [dm sang trén hon
9.000 bénh nhan, tuy nhién mét s6 bénh c6 ban chat d& méc phai co thé am tang nguy
cd loan nhip thét. Than trong & bénh nhén duotc diéu tri dong thsi véi cac thudc [am kéo
dai khoang QT nhu asapnd erythromycm thudc chdng loan than hodc cic chong tram
@m3 vong; dang cd tinh trang tién loan nhip tim nhu nh|p chdm 16 trén lam sang hodc
thiéu mau cuc bo co tim cap tinh; xa gan ; Phu ni va nguoi gia 6 thé nhay cam han véi
cac thudc kéo dai khoang QT.Ba cd nhiing bao céo vé cdctruong hop viém gan t6i cdp ¢6
thé dan dén suy gan (bao gom cdc trudng hop t vong) vdi Avelox. Bénh nhan can dugc
khuyén cdo lién hé ngay véi bac sy trudc khi tlep tuc diéu tri néu xuat hién céc triéu
chiing lién quan dén suy gan. Da c6 nerng bdo cdo vé cic phan ting da bong rop nhu hoi
chiing Stevens-Johnson hodc hoai it biéu bi do nhiém doc véi Avelox. Bénh nhdn phéi
duoc khuyén céo lién hé ngay véi bac sf trudc khi tlep tuc diéu tri néu xuat hién cdc phan
(ing da va/hodc niém mac. Cac con dong kinh ciing c6 thé xy ra khi diéu tri v qumolon

Nén st dung than trong trén nhiing bénh nhan da cd hodc nghi nga ¢6 cac i loan clia
hé than kinh trung wong c6 thé dan tdi con dong kinh hodc lam giam ngung ctia con
dong kinh. Viém dai trang do st dung thudc khang sinh da duoc béo cdo khi sit dung
nhiing khang sinh phd rong, bao gom ca Avelox; do do, diéu quan trong la phai nghi tdi
chdn doan nay & nhiing bénh nhan bi tiéu chay nghiém trong di kem vi st dung Avelox.

Trong tinh hudng lam sang nay, nén tién hanh ngay cdc bién phap diéu tri pht hap.

Chéng chi dinh dung céc thudc tc ché nhu dong rudt trén nhiing bénh nhan tiéu chay
nghiém trong. (Cén than trong khi sudung Avelox cho bénh nhan bi nhuotc co nang vi c6
thé [am cho céc triéu chiing ctia bénh tram trong han. Viém gan va diit gan c6 thé xay ra
khi diéu tri bang qumolon bao gom cd Avelox, dac biét trén bénh nhan 1dn tudi va nhiing
nguoi dang diéu tri dong thoi véi corticosteroids, da c6 bdo cdo vé cic trudng hap xay ra
sau khi két thiic diéu trj vai thdng. Khi cd nhiing déu hiéu déu tién cta dau hay viem,

bénh nhan can ngung thudc va dé chi bi anh huéng nghi ngai. Quinolon cho thay G thé
lam bénh nhan ting nhay cdm véi anh sang. Tuy nhién, chua thy r6 tinh nhay cdm véi
anh sang trong cdcthinghiém tién lam sang va lam sang vdi Avelox. Ngoaira, ké tir khi
bét dau st dung cho dén nay chua thay cdc bang chiing 1am sang cho thay Avelox gy
cac phan (ing nhay cdm véi anh sang. Mac dui vay, nén khuyén bénh nhén tranh tiép xtic
nhiéu vdi tia cuc tim hodc anh sang mat troi. Doi vdi bénh nhan ¢6 bénh viém Vl‘Jng chdu
phiic tap (vi du lién quan dén ap xe voi tring-budng triing hay ap xe ving chau) can xem
xét dén diéu tri tiém truyen tinh mach, khong khuyén céo vién nén bao phim Avelox
400mg. Khong khuyén cao sit dung moxifloxacin dé diéu tri nhiém khuan do MRSA.

Trong trudng hop nghi ngohodc da xdc dinh nhiém khuén géy ra béi MRSA, nén bt déu
diéu tri bang khang sinh phu hgp. Hoat tinh ctia moxifloxacin in vitro co thé lam anh
huong dén cay Mycobacterium spp. qua tc ché sy phat trién cia vi khuan mycobacteria,

gdy rakét qua am tinh gid trén mau bénh pham 1ay tirbénh nhéan dang dung Avelox. D
c6 bao cdo Vé cac trudng hop bénh da day than kinh cdm giac hay van dong cam gidc,

dan dén di cdm, gidm cam gidc, réi loan cdm gidc hodc yéu co' & bénh nhan dang diing
khang sinh nhom quinolon, bao gém c& Avelox. Nén khuyén céo bénh nhén dang diéu
tri Avelox thong béo cho bdc T trudc khi tiép tuc diéu tri néu xdy ra cac triéu chiing cla
bénh day than kinh nhu dau, nong béng, ngua ran, té hodic tinh trang yéu co. Cac phan
(ing tam than ¢6 thé xay ra tham chi sau lan dau tién st dung khang sinh nhom
fluoroquinolon, bao gom & moxifloxacin. Rat hiém gap cac truting hop tram cam hoic
phan ting loan than dan dén y nghi tir tu va hanh vi tu gay thuong tich cho ban than nhu
€6 gang tl tu. Trong truong hop bénh nhdn mac phai cac phan ting nay, nén ngling sir
dung Avelox va dugc thay thé bang cac bién phap thich hgp. Nén than trong khi st dung
Avelox & cac bénh nhan loan than hodc bénh nhan c6 bénh st méc bénh tam than. Do
tan suat nhiém Neisseria gonorrhoeae dé khéng ﬂuoroqumolon lan rong va dang tang
[én, nén trénh st dung moxifloxacin don tri liéu & bénh nhan c6 bénh viém viing chau,

ngoai trif ¢ thé loai trir dugc N. gonorrhoeae dé khang ﬂuoroqumolon Néu khong Ioa|
trit duoc N. gonorrhoege dé khang fluoroguinolon, nén can nhac phdi hop thém mot
khang sinh thich hop thuong cd hoat tinh chdng lai N. gonorrhoeae (nhu khang sinh
cephalosporin) vao phac d6 moxifloxacin theo kinh nghlem Roi loan dudng huyet

Cing nhu'tdt cé cdc fluoroquinolones, s i loan dudng huyét, bao gom cé tang va giam
dudng huyét da dudc bao cdo véi Avelox. G bénh nhan diéu tri bing Avelox, rdi loan
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duong huyét xdy ra ch yéu 6 bénh nhan dai thdo dudng I6n tudi dang diéu tri dong thoi
v6i mot thudc ha dutng huyét dang uéng (v.d. sulfonylurea) hodc véi |nsuI|n ('bénh
nhan dai théo duting, can theo doi chat ché nong do duong. Thong tin vé ta dugc: Doi
vdi nhiing bénh nhan cén han ché luong natri dua vao o thé (bénh nhan suy tim xung
huyet suythan héi chiing than huv.v.) cén tinh thém dén tai lugng natri cla dung dich
tiém truyén. TUONG TAC VO1 CAC THUOC KHAC VA CAC DANG TUGNG TAC KHAC:
khong 0 cac tuong tac trén lam sang vdi Avelox': atenolol, ranitidin, cac ché phdm bé
sung canxi, theophyllin, cyclosporine, thudc uongtranhtha| gI|bencIam|d itraconazol,
digoxin, morphin, probenecid. Khdng can phai diéu chinh liéu doi véi nhiing thudc nay.
Warfarin: Khong ghi nhén c tuong tac thudc trong thoi gian diéu tri dong thoi vai
warfarin trén thoi gian prothrombin va céc thong 50 vé dong mau khdc, tuy nhién nén
tlen hanh theo doi INR va néu can thiét, nén diéu chinh liéu Iuang clia cac loai thudc
udng chdng dong méu cho phu hop. Digoxin: Dugc dong hoc ctia digoxin khong bianh
huéing dang k& bai moxifloxacin (va nguoc lai). SUDUNG G PHU NU' CO THAI VA CHO
CON BU: chdng chi dinh s dung Avelox” cho phu nit mang thaj va Phu nirdang cho con
bi. TAC DUNG TREN KHA NANG LAI XE VA VAN HANH MAY MOC: 6 thé gay anh
huéng. TAC DUNG KHONG MONG MUON: Hay gap (= 1/100 t6i < 1/10): Boi nhiém
nam; Dau dau, Chodng véng; Kéo dai khoéng ar dbénh nhan ha kali mau; Bun non,
Non, Dau da day va dau bung, Tiéu chdy; Tang cdc men transaminase; Phan ting tai vi tri
tiém va truyén thudc. it gap (= 1/1.000 téi < 1/100): Thiéu mau, Giam bach cau,
Gidm bach cau trung tinh, Giam ti€u cau, Tang tiéu cau, Kéo dai thoi gian prothrombln/
Tang chi s6 INR; Phan (ing di tng, Ngua, Ban da, May day, Tang bach (au ua eosin trong
mdu; Tang lipid mau; Cac phan tngloau, Tang| hoat dong tam than van dong /Loau; Di
cam va r6i loan cam gidc, Roi loan vi glac (ké ca mat vi giac rat hiém khi xay ra), Lan lon
va r6i loan dinh huéng, Réi loan glac ngu Rung, (hong mét, Tinh trang lo mo; Réi loan
thi giac (dac biét trong giai doan xay ra cac phan ting cia hé than kinh trung uong); Kéo
dai khoang QT,Danh trong nguc, Nhip tim nhanh, Gian mach; Kho thd (ké cd bénh hen);
Gidm am gidc ngon miéng va an it, Tao bon, Réi loan vi gidc, Dy hai, Viém da day rudt
(ngoai trir viém da day rudt do chat &n mon), Tang amylase; Ton thuong chifc ning gan
(bao gobm tang LDH) Tang bilirubin, Ting gamma-glutamyl-transferase, Tang phospha-
tase kiém trong méu; Dau khdp, Pau €0; Mat nudc (do tiéu chay hay gidm lugng dich
uéng vao); (@m gidc khdng khde, Dau khdng xdc dinh, Todt mo hoi, Viém tinh mach
(tac) taivitri truyen Hiém gap (=1/10.000 tdi < 171 -000): Nong do thromboplastln
bt thudng; Phan ing phan vé / phdn ting dang phan vé, Phi di ting / phirmach (ké ca
phu thanh quan, ¢6 kha nang dedoatinh mang); Tang du‘dng huyet Tang acid uricmdu;
Cam xtic khong on dinh, Trdm cam (vét hiém gap cac truging hdp 6 kha nang dan dén
ndng nhét la hanh vi ty gay thuong tich ban than, nhu y dinh i tu hodc ¢6 gang tu ti),
Ao gidc, Gidm cam gidc, Roi loan khiu gidc (bao gom ca mét khitu gidc hoan toan), Gidc
ma bdt thuong, Réi loan phdi hop van dong. (ké ca rdi loan déng di, dac biét do choang
véng hay chong mat; rat hiém trudng hop dan dén nqa vdi chan thuong, nhét 3 & nqudi
I6n tudi), Dong kinh véi nhiéu biéu hién lam sang khac nhau (bao gom ca dong kinh con
I6n); Rai loan chii y, Cac rdi loan vé giong ndi, Giam tri nhd, Bénh Iy than kinh ngoai vi va
da day than kinh; U tai, Suy gidm thinh luc bao gom ca diéc (thutng co thé hoi phuc),
Nhip nhanh that, Ngat, Tang huyét ap, Ha huyét ap, Khé nudt, Viém miéng, Viém rudt
két lién quan dén si dung khang sinh (rat hiém gap cic trudng hop lién quan dén cac
bién chiing de doa tinh mang), Vang da, Viém gan (chu yéu la & mat), Viém gan, Tang
truong luc o va chudt rit, Yeu co, Ton thuong chic nang than, Suy than (do mat nud,
ddc biét & nguoi I6n tudi da cd trudc cac rdi loan trén than); Phil. Rat hiém gap (<
1/10.000): Tang nong do prothrombin / gidm INR, Nong do prothrombin / INR bét
thuting; Soc phan vé / dang phan vé (co kha nang de doa tinh mang); Ha dudng huyét;
Mat nhan cach, Cac phan ting loan than, (nang nhat ¢ kha nang dan dén tu gay thuong
tich ban than, nhuy dinh / y nghi t tu hodc c6 gang tu td); Tang cam gidc, Mt thi luc
thoang qua (ddc biét trong giai doan xéy ra cdc phan l'rng clia hé than kinh trung uang),
Loan nhip khong xéc dinh, Xoan dinh *, Ngiing tim * (*déc biét & nhiing bénh nhan
dang mac céc bénh Iy nén tién loan nh|p nghiém trong nhu nh|p tim cham cd y nghia
1dm sang, thiéu mau cuc bg co tim cap tinh); (6 kha nang xay ra viém gan t6i cp dan
dén suy gan de doa tinh mang (bao gom ca céc trudng hop titvong); Cac phan ting bong
rop trén da nhu hoi chiing Steven-Johnson hoiic hoai i biéu bi nhiém doc (co kha nang
de doa tinh mang) Diit gan, Viém khdp, Réi foan dang di (do cdc triéu ching trén (g,
gan hoac khdp); Tram trong them cdctriéu chlmg cia bénh nhugc co. Tac dung khdng
mong muén sau thudng xdyra &tan suat cao hon khi sir dung moxifloxacin i.v
sau d6 chuyén sang udng: Thudng gdp: Tang chi so Gamma- -Glutamyl- -Transferase.
Khéng thuang gdp: Nhip nhanh that, ha huyet ap, gian mach, viém dai trang lién
quan dén khdng sinh (trong mot s6 rat hiém trudng hgp 6 thé gay bién chiing nguy
hiém dén tinh mang), |én con dong kinh vdi céc biéu hién lam sang khacnhau (bao gom
nhiing con dng kinh con I6n), 40 giac, ton thuong chiic nang than (trong mot s
trudng hop do mét nudc dan dén suy than, dac biét 6 nhiing bénh nhén I6n tudi da co
ri loan chiic nang than trudc d6). DIEU KIEN BAO QUAN: Khong bao quan thudc trén
30°C. Khéng gt thudc trong t{i lanh va td da. Than  trong khi bao quan Trong diéu kién
nhiét d6 lanh (<15°C) thudc c6 thé bi két tia, nd sé tan ra ¢ nhiét do phong (15-25°C).
Chinh vi vdy khong nén bao qudn thudc tiém & trong td lanh. Nén kiém tra chai thudc
xem ¢6 van khong trudc khi st dung. Chi duoc st dung nhiing chai ma dung dich trong,
khong ¢ van. TRINH BAY: Avelox i.v: Chai thuy tinh 250 ml (400 mg momﬂoxacm)
NHA SAN XUAT: BAYER PHARMA AG. D-51368, Leverkusen, CHLB Biic. NHA DANG KY:
BAYER (SOUTH EAST ASIA) PTE., LTD.,, SINGAPORE. NHA NHAP KHAU: Cong ty c6 phan
Dugc liéu Trung Uong 2-5624 Nguyen Thi Nghia, Q1, Tp. H6 Chi Minh. Tai liéu tham
khao: T Huéng dan st dung Avelox” i.v/CCDS 21/110815/ PI VNO1 dugc Cuc Quan Ly
Dugc duyét, s6 24215/QLD-DK ngay 31/12/2015.



STUDY ON THE CLINICAL FEATURES

AND LABORATORY TEST HOSPITAL ACCQUIRED PNEUMONIA

AT RESPIRATORY CENTER, BACH MAI HOSPITAL 2016 - 2017
Pham Thi Quynh', A/Prof. Vu Van Giap?
"Hanoi Medical University
2Respiratory Center - Bach Mai Hospital
Background: HAP is a major global medical challenge because of the high morbidity, mortality,
costly treatment and prolonged treatment The increasing the risk of bacterial isolates and multi-drug
resistance makes treatment more difficult.
Objectives: To describe the clinical features and laboratory test, agents caused HAP at the respira-
tory center of Bach Mai Hospital from 2016 to 2017.
Subjects and Methods: A prospective, cross-sectional, prospective.
Result: 1. Clinical feature: 348 pneumonia patients patients treated in Respiratory Department,
There are 72 patients enrolled in the study. The average age was 64.6 + 14.7 years. Common
symptoms: cough sputum (97.2%), lung rupture (93.1%) dyspnea (80.5%), fever (80.5%), cramping
(23.6%). Sputum symptoms: yellow sputum (42.6%), white sputum (36.1%), sputum (18.1%), blood
cough (1.4%).X - rays: two new lung infections (73.6%), bilateral pleural effusion (27.8%), one - sid-
ed lung infiltration (22.2%). 2 Characteristics of microbiological causes of HAP: Isolated bacteria are
A.baumanii (43.1%), P. aeruginosa (28.5%),.S.aureus (14.2%)and K. pneumonia (14.3%). Antibiotic
resistance rate of bacterial isolates:-A.baumanii high resistance (83.3%) with Carbapenem antibi-
otics. P. aeruginosa 25% with carbapenem. S. aureus is completely resistant to penicillin, 66.7% to
carbapnem, aminoglycoside.
Conclusion: The high rate isolated multidrug resistance bacteria, high incidence in late HAP with
A.baumanii, P. aeruginosa, S.aureus, which is lower than previous year. However, these bacterias

increase antibiotci resistance.

THE FEASIBILITY AND EFFECTIVENESS OF VIDEO
DIRECTLY OBSERVED THERAPY (VDOT) IN MONITORING
ADHERENCE OF PATIENTS TREATED FOR TUBERCULOSIS IN HANOI
Fox G.J.', Nguyen T.A.', Loi N.T.", Tam P.M.1, Cuong P.D.!, Hoa N.B.2, Nhung N.V.2, Marks G.B.'
"Woolcock Institute of Medical Research, University of Sydney, Australia
2National Lung Hospital, Hanoi, Viet Nam
Background: Directly Observed Therapy (DOT) is recommended for monitoring adherence of tuber-
culosis patients. However, DOT deployment is becoming increasingly difficult in Vietnam for many
reasons.
Methods: This study was designed to measure the feasibility and effectiveness of video Directly
Observer Therapy (VDOT) in monitoring adherence of patients treated for tuberculosis. From No-
vember 2016 to April 2017, 40 newly diagnosed TB patients in Hanoi were recruited for the study.
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Patients used smartphone and simple SureAdhere mobile app to record medication ingestion every
day. Evaluation of the treatment adherence was performed by monthly pill count.

Results: 40 patients were recruited among 100 patients meeting eligible criteria. The main reasons
for refusal of involving in the VDOT study were (1) unable/unfamiliar to use smartphone; (2) self-ad-
ministered; (3) lacking of confidence about the security when recording and uploading videos to the
Internet; (4) refused to receive a smartphone from VDOT study support. The figure for adherence to
VDOT and dose taken were 88% (76 - 94%) and 100% (98.4 - 100%), respectively. Of the 38 pa-
tients completed VDOT and follow-up, 35 (92%) participants found VDOT system easy to use. The
figure for technical problems encountered during 2 months of participating in VDOT: 4 (10%) patients
had problems recording a video while 16 (42%) had trouble with uploading video was. Only 1 (3%)
patient had problems due to poor mobile phone reception. 2 phones had minor problems that did not
prevent VDOT use, and 1 phone was lost.

Conclusions: VDOT was feasible and well - received among TB patients in Vietnam. Although fol-
low-up period was only 2 months but the proportion of adherence to VDOT and TB treatment were
high. However, there were some technical difficulties which limited TB patients to perform VDOT,
especially among people who were unable/unfamiliar to use smartphone.

PANH GIA TiNH KHA THI VA HIEU QUA CUA PHUGNG PHAP
QUAN SAT TRUC TIEP BANG VIDEO (VDOT) TRONG VIEC
THEO DOI TUAN THU CUA BENH NHAN BIEU TRI LAO TAI HA NOI
Fox G.J.', Nguyen T.A.', Loi N.T.", Tam P.M.", Cuong P.D.', Hoa N.B.2, Nhung N.V.2, Marks G.B.'
'Vién nghién ciu y khoa Woolcock, Pai hoc Sydney, Uc
2Bénh vién Phéi Trung Uong, Ha Néi, Viét Nam
Téng quan: Chién Iudc diéu tri cé kiém soat truc tiép (DOT) dugdc khuyén céo dé dam bao su tuan
th( diéu tri ca bénh nhan lao. Tuy nhién, viéc trién khai DOT & Viét Nam gap kho khan do thi€éu nhan
Iyc. Nghién ctiu VDOT khao sat tinh kha thi va hiéu qua cla ting dung céng nghé thong tin trong téng
cuodng tuan tha diéu tri Lao.
Phuong phap nghién ctu: Nghién ctiu tién hanh trén 40 bénh nhan lao phéi méi tai Ha No6i. Bénh
nhan st dung Ging dung SureAdhete trén dién thoai dé quay video qua trinh uéng thuéc méi ngay.
DPéanh gia tuan tha diéu tri dya vao dém s6 thudce con lai khi hoan thanh diéu tri.
Két qua: Nghién clu thu nhan thanh cong 40 trong s6 100 bénh nhan dd tiéu chuén. Ly do ti chdi
tham gia la: Khong st dung dudc dién thoai théng minh; cé thé ty giac tuan thd diéu tri ma khéng
thiét bi giam sat; lo 1ang vé bao mat; khéng mudn nhan dién thoai hé trg ti nghién clu; khéng tim gap
dudc bénh nhan. Ty I& tuén thd VDOT la 88% (76 - 94%), ty 1& tuan thi diéu tri gan dat 100% (98.4
-100%). C6 38 NTG hoan thanh nghién ctu, trong dé 92% thdy VDOT dé s dung. Nhiing khé khan
ch( yéu khi st dung ting dung gébm kho va tai quay video, kho st dung vi dién thoai kém chat lugng.
K&t luan: VDOT kha thi va dudc cac bénh nhéan lao chap nhan. Ty 1& tuan thd VDOT va tuan tha diéu
tri cao du chi theo ddi trong 2 thang. Tuy nhién van con moét sé yéu t6 ky thuat giéi han ngudi tham gia.
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NGHIEN CUU SU ROI LOAN CAC THONG SO CHUC NANG
HO HAP G BENH NHAN BENH PHOI TAC NGHEN MAN TiNH

BANG PHUONG PHAP PO THE TiCH TOAN THAN
ThS. Pham Thi Phuong Nam', GS. TS. Déng Khic Hung?, PGS. TS. Nguyén Huy Luc?
'Bénh vién Viét Tiép Hai Phong, ?Hoc vién quan y, °Bénh vién 103
Muc tiéu: 1. Xac dinh cac théng s6 théng khi phéi, tham do khi c&n, co hoc phéi, khuéch tan khi clia
BN BPTNMT b&ng phuong phap do thé tich toan than. 2. Nghién ctiu méi tuong quan gilia cac théng
s0 nay véi mic dé nang clla BPTNMT.
Phudng phap: Nghién culu tién clu két hgp cat ngang mo ta.
K&t qua: G BN BPTNMT, c6 su giam cac théng s6 thong khi phdi (FEV1, VC, MVV) va khuéch tan
phé& nang mao mach (DLCO, KCO); déng thdi tdng cac thong sé tham do cing gian phdi (RV, TLC)
va slic can dudng thd (Raw). Su rdi loan nay cé tuang quan véi mic dd nang cla BPTNMT. Ngoai
FEV1 cac thong s6 MVV, RV/TLC, Raw, DLCO déu c6 mai tuong quan kha chat ché véi mic do nang
ctia bénh (1an lugt r = -0,709; r= - 0,677; r= 0,636, r= 0,529), v&i p< 0,05. Khi MVV < 35 %SLT; RV/
TLC> 0,6; Raw > 500% SLT va DICO < 70% c6 gia tri tién lugng bénh nang.
Két ludn: C6 méi tuong quan gitia su réi loan cac thong s6 CNHH véi muc dd nang cdia bénh BPTNMT.
Tu khéa: tham do chiic nang ho hap, bénh phdi tac nghéniman tinh, muc dé nang, do thé tich toan than.

DISORDER OF RESPIRATORY-FUNCTIONAL PARAMETTERS
OF PATIENT WITH CHRONIC OBSTRUCTIVE PULMONARY DISEASE
BY BODY PLETHYSMOGRAPHY METHODE

Pham Thi Phuong Nam MD', Prof. Dong Khac Hung? , A/Prof. Nguyen Huy Luc?®

'Viet Tiep Hospital at Hai Phong, 2Vietnam Military Medical University, 3Vietnam Military Medical Hospital
Objective: 1. Determine the indices of respiratory functional exploration of 117 patients with COPD
at 103 Hopital from Octobre 2013 to March 2016 by Body plethysmography methode. 2.ldentify cor-
relations between these indices with the severity of COPD. Methods: Prospective, cross - descrip-
tive. Results: Noting the decrease of the pulmonary ventilatory indices, difusing capacity for carbon
monoxide (DLCO) and the increase of airway resistance, distention pulmonary indices in patients
with COPD. There was the correlations between these disordre with stages of COPD. In addition to
FEV1, MVV, RV/ TLC, Raw, DLCO parameters are high correlated with the severity of the disease (r
=-0.709; r=-0.677; r = 0.636, r = 0.529), respectively with p <0.05. When MVV < 35% PRED; RV/
TLC > 0.6; Raw > 500%PRED, DLCO < 70%PRED was serious prognosis for patient with COPD.
Conclusions: There was the disorders of respiratory functional exploratory indices and these dis-
orsers correlated with the severity of COPD. MVV, Raw, RV/TLC parametters are very importants in
prognosis of COPD. Key words: Respiratory functional exploration, Chronic Obstructive Pulmonary
Disease patients, Whole body plethysmographie, Stages of COPD.
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Tai v théng tin cho cdn by té

Bronchol:
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FHEU TR| TANG CUGNG MIEN DICH
PHONG NGUA NHIEM KHUAN TAI PHAT BUGNG HO HAP VA NHIEM KHUAN
KICH PHAT COA VIEM PHE QUAN MAN TINH

BIEL TR PHOI HOP TRONG NHIEM KHUAN BUONG HO HAP CAp

Thiinh philn thube: M vién nang cho ngwdi lim cé
chira hoat chdr: chit ly gidi vi khodn ddog kh cia
Haemophilus infheeneas, Diplococcus  preurmdoniae,
Kichsiclla poeumoniee vi ozaenas, Staphvlococous
gurcus, Streptococous pydoemes vA viridans, Meisseria
catarrhalis ; 7 mg M vién nang cho tré em ol chite
hogt chit- chit by gidi vi khufin dong khé cis Hiemophil
influerzas, Diiplococcus pneumoniae, Kleheiells poeu-
mionise Vi czaenas, Staphylococcus suneus, Streptoco-
cus pyopenes vi vindans, Neissena catarrhalis: 3.5 mg.
Td duwgre: Makee gtarch, magnesiom stearate, propyl
gu.ll.ut: {E310), sodium ghesmate, manmtol, gelatin,
mdigotin, titanium dioxide,

Chi djnh ﬂlh erf: - Pidu i ting colmg miln d:r:h
Phing ngim nhifm khuin tii phit dwémg hé h
mhifm khujn chip kich phét ciia vidm phé quin man ljnh

- Pidu phﬁ]hqphmguhlfmkhﬂﬂdﬁughﬁhﬁpr&p.

Lléu u-:ul va cich diing: Didy tr] dy phing vahode
didu irf cang oo M3 ngdy airg 1 vign khi 86i, dang 10
ngiy luiutmngml:ll dﬁmj thing. Bigu trj

giai doan cap tinh: M&mg,a.y ng | vién khi d6i 16 khi
hé; tridu chimg (nhung phild ditng it nhét 10 ngdy), Trong
ineémg hop phéy dimg khing sinh, nén phii hop vl
Bromcho-vaxom tie e khéi ddo didu wi. Tré em 1 &
thitrg dén 12 tudd dimg vién 3, 5my; tré em trén 12 todi vi
ngwi lim dimg vién Tmg. Lua - Méu tré khé modt dang
nang thise thi cb thé mirnang va trit thude bit vilo nude
(murdc, siim, mree gua:.. ).

Bria chi lién h§: Ever Neuro Pharma
Ha Mo ; (4 38251243 — 244854
B Ning: 0511 3833195

TEHCM: 08 38329561/62

Chiing chi dinh: Qué min cam v che thanh phiin cia
Broncho-Vaxom.
Cinh béo dic bift va thin trong khi ding thube: Theo
cite hitu bift hisn nay, khing khuyén céo ding Broncho-
waxom cho tré em dudi 6 thing i vi hé miln dich cia e
-emn:llu:ahrdnt,ﬂﬂnh

the thullc vi cic dgng tuong tic kivic: Cho 10
Ay 1.-£1 chira thiy ¢ furomg the thudc,
Phy nir of thai vil third k¥ che con bi: Chim ob dit lifa
l&m sing cd gid trj v& sir dyng thude ndy & nguid mang
thai va cho con . Cic nghién ciru trén ding wit chira cho
thdy dic tinh tryre tifp v gidn tiép trén ngwid mang thai..
Cén ding thin frgng Bropchovaxom khi mang thai va thivi
k¥ cho con bi.
Tic dyng khing mong mudin: Ty 1& chumg vé tic dung
klﬁgnmngmuﬁutrmgﬁirnghl@mlﬁmﬂng]ktﬂ]dﬁn
4 %, Nhimg tée dung khing mong misin hay gip li: o
logn e hﬁa{huﬁnnﬁynﬂn,dauh;ng},ﬁinhgngnéj
da Ejnhithm.dlﬂ-m}, réii logn thin kinh (dag -Iﬁu:l.rﬁ: ln#h
hés hiip (ho, hen, khé thir) va phin (mg todn thin {s6t, m
midi phuimgﬂ,tﬁmg}.N&ugﬁprﬁl fogn tida hia hodc
logn b6 hp kéo di, nén ngimg si dyng thude, T-{é‘uggp
cic phin img ngodd da, nén ngimg thuoc vi o6 the giy ra
céc phin img di img.

Thing bdo cho bde si niimg tic dung khing mong
musdn gip phii khi s dung thude.

Dpe k7 haring din sie dung trivde khi ding
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= OM Pharma
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Tai liéu théng tin cho can bo y t&

@ Maltofer’

Phirc hop Sét (1) Hydroxide Polymaltose R
Ml TOFER® UONG GIOT BICU TRI:
THIEU SAT TIEM AN & THIEU MU
PO THIEU SAT o
PicU TR DU PHONG THIEU SAT BE
PP UNG THEO LICU RHUYEN CAO
HANG NGAY (RD) BOI VOI TRE €M
THANH PHAN: M&i vién nén nhai Maltofer® chira 100mg sét dang phirc hop sét (1ll)-
Hydroxide Polymaltose (IPC); 1ml (20 giot) chira 50mg sét dudi dang phirc hop sét (111)-
Hydroxide Polymaltose (IPC); 1ml siro chra 10mg sat dudi dang phirc hop sat (11I)-

Hydroxide Polymaltose (IPC); Mi vién nén nhai Maltofer” Fol chita 100mg sét dang
phrchop Sat (I11) - Hydroxide Polymaltose (IPC) va 0,35 mg acid folic.

CHi DINH, LIEU LUONG VA CACH DUNG:
Maltofer® vién: Diéu trj thi€u sit tiém &n va thi€u mau do thiéu sét (c6 biéu hién thiéu
sat). Dieu trj du phong thiéu sét trong khi cd thai. Ligu dung va thoi gian diéu tri phuy
thudcvao mirc do thidu sét.

Tré em (>12 tudi), ngwerilon va ba me cho con bu:

Biéu hién thiéu sdt : 1 vién nén nhai, 1-3 [an m&i ngay trong 3-5 thang cho dén khi trj s6
haemoglobin tr& lai binh thudng. Sau dé nén tiép tuc diéu trj trong vai tuan 1 vién nén
nhai mdi ngay. Thiéu sdt tiém dn: 1 vién nén nhai mdi ngay.

Phu ni¥ cé thai:

Biéu hién thiéu st : 1 vién nén nhai, 2-3 [an mdi ngay cho dén khi trj s6 haemoglobin
trd lai binh thudng. Sau d6 nén tiép tuc diéu tri 1 vién nén nhai mdi ngay it nhat cho
dén cudi thai ky. Thiéu sdt tiém @n va dy phong thiéu sdt: 1 vién nén nhai mdingay.

Liéu hang ngay cé thé chia nhiéu [an hodc dung 1 liéu duy nhat. C6 thé nhai hodc nuét
caviéntrong hodcngay sau bitaan.

Maltofer‘Fol: Didu trj thiéu st tiém an, c6 biéu hién thiéu sit, du phong thidu sit va
acid folic trwdrc, trong va sau thai ky ( trong khi cho con bu). Ligu dung va thoi gian diéu
tri phu thudc vao mirc do thiéu sit.

Biéu hién thiéu sdt: 1 vién nén nhai, 2-3 [an mdi ngay cho dén khitrj s6 haemoglobin tré
lai binh thuong. Sau dé nén tiép tuc diéu tri 1 vién nén nhai mdi ngay it nhat cho dén
cudi thai ky. Thiéu sdt tiém @n va du phong thiéu sdt va acid folic: 1 vién nén nhai mi
ngay. Lidu hang ngay cd thé chia nhiéu Ian hodc dung 1 liéu duy nhat. Cé thé nhai hodc
nudt ca vién trong hodc ngay sau bira an.

Maltofer” xiro: Didu trj thi€u st tiém 4n va thi€u mau do thiéu sit (c6 biéu hién thiéu
sét). Diu tri du phong thiéu sét trong khi c6 thai. Ligu dung va thoi gian diéu tri phu
thudc vao mirc do thidu sét. Biéu hién thiéu sdt : diéu tri khoang 3-5 thang cho dén khi
tri s6 haemoglobin tré lai binh thudng. Sau d6 nén tiép tuc diéu trj trong vai tuan, véi
phu nir cé thai it nhat cho dén cudi thai ky véilidu dung nhw thiéu sét tiém an. Thiéu sdt
tiém d@n : Didu trikhoang 1-2 thang

Biéu hién thiéu sat| Thiéu st tiem

Diéu tri duw phong

an (theo RDA)
Tré nhé ( duéi 1 tudi) 2,5-5ml /ngay - -
(25-50mg sat)
Tré em (1-12 tudi) 5-10 ml/ngay 2,5-5 ml/ngay -
(50-100 mg sat) | (25-50 mg sat)
Tré em (>12 tudi), nguoi 10-30ml/ngay 5-10ml ngay -

1&n va phu ni¥ cho con bl | (100-300 mg sét) | (50-100 mg sat)
Phu ni¥ ¢6 thai 20-30ml/ngay 10ml/ngay 5-10ml/ngay
(200-300 mg sét) (100 mg sat) (50-100 mg sét)
Dung dudng ubng, lieu hang ngay cé thé chia nhiéu [an hodc dung 1 liéu duy nhat. Nén
dung Maltofer®xiro trong hodc ngay sau bira an. Maltofer’xiro c6 thé trén véi nudr tréi
cay hoacnudcrau hodctron vdisita.
Maltofer” udng giot: Didu trj thi€u sit tiém &n va thi€u mau do thiéu sit (c6 bi€u hién
thiéu sat). Biu tri dy phong thiéu sat dé dap &ng theo lidu khuyén co hang ngay
(RDA) trong khi ¢ thai, cho con by, cho tré em, thanh nién, phu nitt c6 kha ning cé thai
va ngudi lén (nhu ngudi n chay va ngudi cao tudi). Lidu dung va thoi gian diéu tri phuy
thudcvao mirc do thidu sét.
Biéu hién thiéu | Thiéu sittiém an | Diéu tri dy phong
sat (theo RDA)
10-20 giot/ngay 6-10 giot/ngay 2-4 giot/ngay
(25-50mg sat) (15-25 mg sat) (5-10 mg sat)
20-40 giot/ngay 10-20 giot/ngay 4-6 giot/ngay
(50-100 mg sat) (25-50 mg sat) (10-15 mg sét)
40-120 giot/ngay 20-40 giot/ngay 4-6 giot/ngay
(100-300mg sat) | (50-100mg sét) (10-15mg sét)

Tré nhé
(dwdi 1 tudi)
Tré em (1-12 tudi)

Tré em (>12 tudi),
nguoilon va ba me
cho con bu

Phu ni¥ c6 thai

80-120 giot/ngay 40 giot/ngay
(200-300 mg sat) (100 mg sat)
1-2 giot/ngay mdi kg thé trong (2,5-5 mg sat)

20-40 giot/ngay
(50-100 mg sat)

Tré dénon

S6 gidy ti€p nhan hd so dang ky tai liéu théng tin thudc cta Cuc Quén Iy Duwoc-Bo Y té: 0729/15/QLD-TT ngay 18 thang 11 ndm 2015

Ngay 31 thang 03 nam 2016 in tai liéu

Nha san xuat

= Vifor Pharma

Rechenstrasse 37, 9014 St,
Gallen, Switzerland

il

v’ Hiéu qua ting Haemoglobin va du trit sit

v’ Vién nhai ¢é vi socola

Biéu hién thiéu sdt : Didu tri khodng 3-5 thang cho dén khi tri s6 haemoglobin tr& lai
binh thudng. Sau d6 nén tiép tuc diéu tri trong vai tuan, véi phu nit cé thai it nhat
cho dén cudi thai ky véi lidu dung nhu thidu st tiém an. Thiéu st tiém dn : Diéu tri
khoadng 1-2 thang.

Lidu hang ngay cé thé chia nhiéu [3n hogc diing 1 1i8u duy nhat. Nén dung Maltofer’
udng giot trong hodc ngay sau bita an. Maltoferwu()'ng giot c6 thé tron véinudc tréi
cdy hodcnudcrau hodctron voisita.

DACTINH:

- Sét trong Maltofer® & dudi dang phirc hop Sét (I11) - Hydroxide Polymaltose (IPC),
trong d6 cac phan tlr riéng 18 duoc gén véi phan tir polymatose, giip ngan can sat
khéng gy ra batky thuong tn nao & hé tiéu héa. Digu nay gitip IPC khéng twong téc
véithirc dnva bao dam sinh kha dung cla sit.

- C4u tric cla IPC trong tw nhu cla ferritin 1a sit du trir trong co thé. Do sy gidng
nhau nay, IPC duoc hdp thu mét cach chon loc. IPC khéng cé dic tinh tién oxy héa
nhu trong trieong hop mudi sat (11).

CHONG CHi DINH:

- Thira sat ( nhu trong chirng nhiém sac t6 sat, nhiém haemosiderin) hodc réiloan st
dung sat (nhu thiéu méau do nhidm doc chi, thi€u mau do mat str dung sét, bénh
thi€uméu ving bién)

- Thiéu méau khdng do thiéu sat (nhu thi€u mau tan huyét). Da biét khong dung nap
v&ibatkithanh phan nao cliathudc.

CANH BAO VA THAN TRONG DAC BIET KHI SU' DUNG:

-Trong trwdng hop thiéu mau do nhiém khudn hodc bénh ac tinh, luwgng sit thay thé
duoc dy trir trong hé vong ndi mo, tir d6 sit duwgc huy dong va str dung chi sau khi
diéutri duvgcbénh chinh.

-Bénh nhan dai thdo duong luu y : Mdi vién nén nhai twong dwong 0,03 don vi banh
mi. M&i ml xiro tvong dwong 0,04 don vibanh mi.

M&i ml (20 giot) tuwong duwong 0,01 don vibanh mi.

TUONG TAC VG CAC THUGC KHAC VA CAC DANG TUO'NG TAC KHAC: Dén nay chua
c6 twong tac nao dugc ghi nhan. Vi sit & dang phirc hop nén khé cé thé xay ra twong
tac vé ion véi cac thanh phan cla thirc 3n (phytin, oxalate, tannin v.v...) va véi viéc
dung déng thoivéi cac thude khac (ngay ca tetracycline, thudc khang acid)

PHU N’ €O THAI VA CHO CON BU : C4c nghién ctru trén phy ni ¢é thai sau ba thang
dau khong thay bat ky téc dung khéng mong muén nao déi véiba me va tré so'sinh.
Chinén dung thudc sau khitham khao y kién clia bac s§ hodc duwocs§

TAC DONG TREN KHA NANG LAI XE VA VAN HANH MAY MOC : Khéng c6.

TAC DUNG KHONG MONG MUON: Nhitng phan tng phu sau day rat hiém gip sau
khidung Maltofer® :

Téo bon, tiéu chay, budn nén, dau bung, réi loan da day, khé tién, nén, ban (mé day,
ngoaiban, ngira).

Phan sAm mau do sy dao thai satkhong ¢ y nghta vé lam sang.

Maltofer® khong lam d6i mau men réng.

Théng bdo cho bdc sT nhitng tdc dung khéng mong muén gdp phdi khi st dung
thuéc.

QUALIEU : Dén nay chua ghi nhan truong hop qua liéu do ngd ddc hodc do
thira sét nao.

BAO QUAN: B3o quan dudi 25°C trong bao bi géc.

QUY CACHDONG GOI:

Maltofer®vién nén nhai va Maltofer Fol®: Hop3vix 10vién.

Maltofer” xiro: Hop 1 chai 150 ml duoc ddy bing nip bio vé va cé mét cdc do dé
dung.

Maltofer®u6nggiot: Hop 1 chai 30ml cé gan dung cu nho giot.

Visa: VN 12424-11; VN 12425-11
VN 12426-11; VN 12427-11



DANH GIA HIEU QUA CAT U TRUNG THAT

BANG PHUONG PHAP NOI SOI LONG NGUC
TS. Tran Trong Kiém va cong su
Bénh vién quéan dji Trung uong 108
Muc tiéu: Danh gia két qua phau thuat ndi soi I6ng nguc cat u trung that.
Phuong phap nghién ctu: nghién clu tién clu, theo ddi doc theo thsi gian cac trudng hgp u trung
that dugc phau thuat ndi soi 16ng nguc cat u tai khoa phau thuat 16ng nguc- Bénh vién Trung uong
quén doi 108 ti thang 7/2010 dén thang 10/ 2015
Két qua: 152 bénh nhan cé u trung that. Kich thuéc u trung binh: 5,62 + 1,78. Thai gian mé trung binh
110,5 + 22, 5phdt, thai gian rat d&n luu trung binh: 2,55 + 1,56 ngay namvién sau mé trung binh 6,0
+ 3,7 ngay, khong co tai bién, bién chung.
Két luan: Pay |1a phuong phap phau thuat cé nhiéu uu diém: dudng mé nguc nhd, hau phau nhe
nhang, thsi gian ndm vién ngén, dau sau mé giam.

EVALUATE THE RESULTS OF THORACOSCOPIC SURGERY
TO TREAT MEDIASTINAL TUMORS

Tran Trong Kiem, M.D., PhD and partner
108 Military Central Hospital
Objective: Evaluation the early results of thoracoscopic surgery to treat mediastinal tumors .
Method: Prospective and descriptive study for all patients, who had mediastinal tumor , were thora-
coscopic surgery in 108 military central hospital from 7/2010 to 10/2015.
Result: There were 152 patients. Mean tumor size: 5,62 + 1,78. Mean operating time was 110,5 +
22,5 minutes, average time of removing tube chest after surgery: 2,55+1,56; average time of hospi-
talization after surgery: 6,0 + 3,7 without complication.
Conclusion: This method has many advantages such as decreased postoperative pain, better post-
operative respiratory function, short hospitalization.

PANH GIA CHi SO BODE G BENH NHAN

BENH PHOI TAC NGHEN MAN TiNH NGOAI BGT CAP
Ta Ba Thang', Nguyén Minh Thé?
'Bénh vién Quan y 103, 2Hoc vién Quéan y
BODE la chi s6 quan trong danh gia BPTNMT mot cach toan dién: du bao nguy cd dot cép, theo doi
két qua diéu tri va tién lugng ti vong & bénh nhan bénh phdi tAic nghé&n man tinh (BPTNMT). Muc tiéu:
Panh gia két qua chi s6 BODE va méi tuong quan véi phan nhém bénh va thang diém CAT & bénh nhan
BPTNMT ngoai dgt cap. D4i tugng va phuong phap: Nghién ctiu trén 41 bénh nhan BPTNMT ngoai
dgt cap diéu tri tai Bénh vién Quén y 103 tii thang 1/2016 dén thang 10/2016. Panh gia muic do kho thé
theo thang diém mMRC, test di bd 6 phat, FEV1%, chi s6 BODE va thang diém CAT. Két qua: Chi s8
BODE trung binh 12 5,21 + 1,96 va 69,7 % bénh nhan & BODE llI, IV. Chi s6 BODE tang theo nhém bénh
nang (P<0,05). Cé méi tuong quan thuan, chat ché gitia chi s6 BODE va thang diém CAT (r = 0,681,
p< 0,001); giai doan bénh theo BODE c6 méi tuang quan thuan véi muic anh hudng lén chat lugng cudc
séng stic khde theo thang diém CAT (r = 0.52, p=0.002). K&t luan: Chi s6 BODE la mdt cong cu hiéu
qua danh gia mdc dd bénh, chat lugng cudc séng-stic khde G bénh nhan BPTNMT.
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THE ASSESSMENT OF BODE INDEX IN PATIENTS

WITH STABLE CHRONIC OBSTRUCTIVE PULMONARY DISEASE
Ta Ba Thang', Nguyen Minh The?
103 Military Hospital, 2Vietnam Military Medical Academy
BODE is the important index to evaluate total COPD: prediction of acute exacerbations, assessment
of management and prediction of mortality on COPD patient. Aims: Evaluating the results of BODE
index and the relation between BODE with COPD groups and CAT in patients with stable COPD.
Subjects and methods: the study included 41 patients with stable COPD confirmed by spirometry
admitted to 103 Military hospital in the period from Jan 2016 to Oct 2016. We performed 6 minute
walking test (6MWT), forced expiratory volume in 1st second (FEV1%), mMRC dyspnea scale,
BODE index and CAT. Results: The mean BODE index was 5.21 + 1.96, and 42.42% of patients was
class Ill in BODE index. BODE index increased with the stage of disease (p<0,05). BODE index has
strong positive correlation with CAT scale (r = 0.681, p< 0.001).BODE class has also positive cor-
relation with CAT impact (r=0,52, p= 0,002). Conclusion: BODE index is a effective measurement
to evaluate the quality of life and predict in stable COPD patients.

DANH GIA HIEU QUA PHAU THUAT NOI SOl

CAT THUY PHOI VA VET HACH PIEU TRI UNG THU PHOI KHONG TE BAO NHO
TS. Tran Trong Kiém
Bénh vién Quéan déi Trung uong 108
Muc tiéu: Panh gia két qua phau thuat néi‘soi I6ng/nguc cét thuy phéi va vét hach diéu tri ung thu
phéi khong té bao nhd.
Phuong phap nghién ctu: Nghién tién ‘cliu, theo d&i doc theo thdi gian cac trudng hgp ung thu phéi
khong t& bao nhd dudc phau thuat ndi soi 16ng nguc cat thuy phdi va vét hach tai Khoa ngoai l16ng
nguc - Bénh vién TUQD 108 tl 07/2011 dén 11/2015
Két qua: 120 bénh nhan (62 nam, 58 nii) ung thu phdi khong té bao nhd. Vi tri tén thuong: thuy trén
phéi phai 28 , thuy gitia 8, thuy dudi phdi phai 50, thuy trén phdi trai 8, thuy dudi phéi trai 26 tudi
trung binh 1a 56,7 + 12,6 tudi. Thai gian trung binh 120,5 + 23,9 phut, S6 hach vét dudc bén phai 23/
bénh nhan, bén trai 24,1/bénh nhan, ngay ndm vién sau mé trung binh 7,0 + 3,7 ngay, khéng cé tai
bién, bién chiing.
Két luan: Pay la phuong phap phau thuat c6 nhiéu uu diém: dudng mé nguc nhd, hau phau nhe
nhang, thsi gian ndm vién ngéan, dau sau mé giam.

EVALUATE THE RESULTS OF THORACOSCOPIC LOBECTOMY AND LYMPHADENECTOMY
FOR TREATEMENT OF NON-SMALL CELL LUNG CANCER

Tran Trong Kiem MD., PhD
108 Military Central Hospital
Objective: Evaluation the early results of thoracoscopic lobectomy for treatement of non- small cell
lung cancer.
Method: Prospective and descriptive study for all patients, who had non - small cell lung cancer
stage |, Il were thoracoscopic lobectomy in 108 military central hospital from 7/2011 to 11/2015.
Result: there were 120 patients (62 males and 58 females)non - small cell lung cancers. Anatomic
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position included 28 right upper lobes, 8 right middle lobes, 50 right lower lobes, 8 left upper lobes
and 26 left lower lobes. Mean age was 56,7 + 12,6 years. Mean operating time was 120,6 + 25,9
minutes, The number of lymph nodes removed was as follows: right side 23.0 lymph nodes/patient,
left side 24.1 lymph nodes/patient. mean hospitalization was 7,0 + 3,7 days, without complication.
Conclusion: This method has many advantages such as decreased postoperative pain, better post-
operative respiratory function, short hospitalization.

STUDY ON THE CLINICAL, PARACLINICAL CHARACTERISTICS AND SOME RISK FACTORS
RELATED TO DEATH BY ADENOVIRUS PNEUMONIA

MT Dao', TNT Nguyen’,
"Respiratory Department - National Children’s Hospital - Hanoi - Vietnam (National Hospital of Pediatrics)
Background and Aims: Study on the epidemiological, clinical, paraclinical characteristics and some
risk factors related to death by Adenovirus pneumonia from January 2016 to June 2017 at the Na-
tional Children’s Hospital.
Methods: Cross-sectional descriptive study.
Study subjects: 56 patients with adenovirus pneumonia.
Results: Children under 12 months old (76.79%), male / female ratio = 1.33. Cough, fever and rapid
breathing (100%, 98.21%, 100%). Mechanical ventilation (49.33%). Coagulation disorder (26.78%).
CRP < 6 mg/dl (51.79%). Increase liver enzymes (25%). X-ray: localized or fuzzy cluster infiltration
(75%). High rate of co-infection. The median duration of hospitalization was 28.63 + 17.93 days. The
mortality rate was high in 7/56 patients (12.50%). Shock, coagulation disorders and mechanical ven-
tilation are high risk factors for mortality.
Conclusions: Children under 12 months old who lived in hospital and contacted with other children
with Adenovirus infection are high risk of Adenovirus pneumonia. Symptoms of cough, fever, difficulty
breathing, mechanical ventilation support. Long median duration of hospitalization. High co-infection
rate, high mortality. Shock, coagulation disorders and mechanical ventilation are risk factors for death.

NGHIEN cUU MOT SO PAC PIEM DICH TE,
LAM SANG, CAN LAM SANG VA YEU TO TIEN LUGNG TU VONG G BENH NHI
VIEM PHE QUAN PH6I NHIEM ADENOVIRUS TAI BENH VIEN NHI TRUNG UGNG
DPao Minh Tudn', Nguyén Thi Ngoc Tran'
'"Khoa H6 hap - Bénh vién Nhi Trung Uong - Ha Ngi
B6i canh va muc tiéu: Nghién ctu dac diém dich t&, lam sang, can lam sang va moét s yéu té tién
luong t& vong clia viem phé& quan phéi nhiém Adenovirus tii thang 1 nam 2016 dén thang 6 nam 2017
tai Bénh vién Nhi Trung Udng.
Phuong phap nghién ciu: M6 ta
56 bénh nhi dudc chén doan 1a viém phé quan phdi nhiém Adenovirus
Két qua: Tré <12 thang tudi (76,79%), ty 1&é nam/ni = 1,33. Ho, s6t va thd nhanh (100%, 98,21%,
100%). Thé may (49,33%). Roi loan déng mau (26,78%). CRP < 6 mg/dl (51,79%). Tang men gan
(25%). Xquang: thAm nhiém tiing dam ho&c tap trung (75%). Ty 1& déng nhiém cao. S6 ngay nam
vién trung binh: 28,63 + 17,93. Ty lé tli vong cao 7/56 bénh nhi (12,50%). Tinh trang s6c, réi loan
dong mau va thd may la nhiing yéu td nguy cd gay tl vong cao cho bénh nhi
Két luan: Tré dudi 12 thang séng trong moi trudng bénh vién va tiép xuc vai tré khac nhiém Adenovi-
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rus, nguy cd mac viém phé& quan phéi nhiém Adenovirus cao. Triéu chling lam sang ho, sét, khé thd,
can thd may hd trg. Thai gian nam vién kéo dai. Ty 1& déng nhiém, ty 1& t& vong cao. S4c, rdi loan
déng mau va thd may la nhiing yéu t6 nguy co gay ti vong.

LUNG LESIONS OF IGG4 RELATED DISEASE
M. Hashimoto, M. Suzuki, Y. Shimoda, S. Ishii, G. Naka, E. Morino, J. Takasaki, M. likura, S. lzu-
mi, Y. Takeda, H. Sugiyama
Department of Respiratory medicine, National Center for Global Health and Medicine, Japan
Background and Aims: IgG4 (Immunoglobulin G4) related disease has been reported from Japan
in the beginning of 21th century. The number of patients is not many, but nowadays it is also a well
known disease in the world. The epidemiologic data is still unclear, but in some reports there are
more patients in Asian country than in Europe / USA, so it is possible that there are some cases
in Vietnam also. This time we reported 1 case of lung lesion due to IgG4 related disease in Japan,
and described the characteristics of lung lesion of IgG4 related disease (also introduce uncommon
bronchoscopy techniques in Vietnam).
Case: 74 years old Male. Medical history: About 10 years ago the patient was diagnosed as IgG4
related pancreatitis. Patient had high fever and went to our hospital, and found consolidation in right
lung in chest X-ray suspected pneumonia. Clinical course: initiate antibiotics therapy to reduce the
possibility of infectious disease, and then we performed EBUS-GS-TBLB (Endo Bronchial Ultra
Sound - with Guide Sheath - Trance Bronchial Lung-Biopsy). for a definite diagnosis. As a result of
clinical information including BAL (BronchioArveoler Lavage), corticosteroid therapy has been ex-
pected much effective, so we start treatment before pathological diagnosis. The definitive diagnosis
was the lesion due to IgG4. Some months later, after finishing treatment, the lung lesion recur, but
the image of the lesion is not the same as before.
Conclusion: The CT image of lung lesions due to IgG4 related disease is much varied, and we re-
ported one case that had different CT images in one case.

TON THUGNG PHOI TRONG BENH IGG4
M. Hashimoto, M. Suzuki, Y. Shimoda, S. Ishii, G. Naka, E. Morino, J. Takasaki, M. likura, S. lzu-
mi, Y. Takeda, H. Sugiyama
Trung tdm Qudc gia vé Stc khée va Y té toan cau, Nhat Ban
Bdi cdnh va muc dich: Bénh IgG4 (Immunoglobulin G4) da dudc bao cao ti Nhat Ban vao thé ky
21. S6 lugng bénh nhan khéng nhiéu nhung hién tai cling dang 1a moét bénh phé bién trén thé gidi.
Dich té thi chua rd tuy nhién, theo bao céo thi s6 ca & Chau A nhiéu hon & Chau Au/ My, do do, cé
kha nang la bénh nay ciing sé cé thé xay ra tuong déi nhiéu 3. Lan nay chulng téi bao céo 1 trudng
hop tén thuong phdi do bénh IgG4 tai Nhat Ban va mé ta vé dic diém cla tén thuong phéi do bénh
IgG4 (cling gidi thiéu k¥ thuat lién quan noi soi phé quan (NSPQ) khong phé bién & Viét Nam).
Trudng hgp: Nam bénh nhan 74 tudi. Bénh si: khodng 10 ndm truéc da dugc chan doan méc bénh
viém tuy IgG4. Bénh nhan bi s6t cao va dén kham tai bénh vién, hinh &nh X-quang cho thay cé déng
d&c trong phdi phai, nén bi nghi ngd viém phdi va phai nhap vién. Qua trinh: bat dau diéu tri béng
thuéc khang sinh dé gidm kha nang bénh nhiém trung, réi thuc hién EBUS-GS-TBLB (Endo Bron-
chial Ultra Sound - with Guide Sheath - Trance Bronchial Lung Biopsy) dé chan doan. Theo két qua
thong tin 1am san bao gobm BAL (BronchioArveoler Lavage: rita phé quan va phé nang) thi liéu phap
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corticosteroid dudc ki vong la co6 hiéu qua, do do ching toi khong dgi két qua gidi phau bénh va bat
dau diéu tri. Chan doan xac dinh da la tén thuong do bénh IgG4.

Sau khi két thic diéu tri vai thang, thuong tén tai phat, tuy nhién, hinh anh thuong tén khéng giéng
V@i truGc do.

Két luan: Hinh &nh tén thuong phéi do bénh IgG4 rat da dang, ching tdi bao cao vé mot trudng hop
da cé hinh anh CT khac nhau trong 1 ca.

NGHIEN CUU PAC DIEM LAM SANG, CAN LAM SANG
CUA BENH NHAN VIEM PHOI BENH VIEN DO ACINETOBACTER BAUMANII
TAI TRUNG TAM HO HAP BENH VIEN BACH MAI
Nguyén Hai Anh', Mai Héng Van2, Lé Minh Hang?
"Trung tdm H6 hap Bénh vién Bach Mai Ha Noi
2Pai hoc Y Ha Noi
Viém phdi bénh vién do vi khudn Acinetobacter baumannii dang cé chiéu huéng gia tidng lam ting
ti 1& t& vong, tang thai gian nam vién va chi phi diéu tri. Muc tiéu: Nhan xét dac diém lam sang, can
lam sang clia viém phdi bénh vién do Acinetobacter baumannii. D&i tugng nghién ctiu: 37 bénh nhan
dudc chan doan viém phdi bénh vién do Acinetobacter baumannii tai Trung tam H6 hdp - Bénh vién
Bach Mai ti 2/2013 dén 12/2015. Phudng phap nghién clu: HOi cliu mo ta. Két qua nghién clu:
Ty 1& nam/nii 14 1,5/1. Ty 1& VPBV muodn/sém 1a 2/1. Cac triéu chiing 1am sang phd bién nhat 1& ho
khac dom (67,6%), khé thd (64,9%) triéu chiing sét (51,4%). Cac yéu t6 nguy co gay viém phdi bénh
vién hay gap bao gém sl dung khang sinh truéc do (86,5%), diéu tri hd trg hé hdp (73%). S6 lugng
BC trung binh: 13,7 + 9,0 G/L. Tén thuong déng dac/XQ nguc: 64,9%. Aci. Baumanii (+) trong bénh
ph&m cdy dom: 78,4%, cdy dich phé& quan: 18,9%, cdy mau: 2,7%. Aci. Baumanii khang véi Meropen-
em, Imipenem, Ampicilin + Sulbactam, Piperacillin + Tazobactam: 51%, khang nhém Cephalosporin
51,4%, khang nhém Amynoglycoside: 54%, khang Ciprofloxacin: 53,1%. Aci. Baumanii nhay cdm véi
Quinolon: 40%, Minocycline: 80%, va Colistin: 100%.

RESEARCH THE CLINICAL AND PARA-CLINICAL FEATURES
OF NOSOCOMIAL PNEUMONIA DUE TO ACINETOBACTER BAUMANNII
AT RESPIRATORY CENTRE - BACH MAI HOSPITAL
Nguyen Hai Anh', Mai Hong Van?, Le Minh Hang?
"Respiratory Centre, Bach Mai Hospital, Hanoi
2Hanoi Medical University
Background and Aims: The rate of nosocomial pneumonia due to drug-resistant Acinetobacter bau-
mannii is rising which increases mortality, hospitalization time and hospital budget. We research to
review the clinical features of nosocomial pneumonia due to Acinetobacter baumannii at Respiratory
Centre - Bach Mai Hospital.
Methods: A 3 years retrospective study was conducted at Respiratory Centre of Bach Mai Hospital.
The medical profiles of 37 patients who suffering from nosocomial pneumonia due to Acinetobacter
baumannii from Feb/2012 to Dec/2014 were evaluated. The clinical features of the patients were ex-
tracted from the patient’s clinical profile and used descriptive statistics for analyses.
Results: The mean age of the patients was 56.0 + 20.8. The ratio of male/female was 1.5/1. The late
onset nosocomial pneumonia was majority (67.6%). The most common symptoms were productive
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cough (67.6%), dyspnea (64.9%), and fever (51.4%). The prevalence of patients who had both of
productive cough and fever was 16.2% and prevalence of patients who had three symptoms include
productive cough, dyspnea, fever was 18.9%. The risk factors of nosocomial pneumonia due to
Acinetobacter baumannii included previous antibiotic therapy (85.6%), ventilation support (73.0%),
age over 70 years (37.8%) and chronic pulmonary disease (24.3%), having a weakened immune
system due to diabetes, using corticosteroid for a long time (18.9%). Mean of WBC count: 13.7 + 9.0
G/L. Consolidation in chest X-ray: 64.9%. Positive culture of sputum, bronchial fluid, blood: 78.8%,
18.9%, 2.7%. A. Baumanni resistant to Meropenem, Imipenem, Ampicillin + Sulbactam, Piperacillin
+ Tazobactam: 51%. Resistance to Cephalosporin, Aminoglycoside, Ciprofloxacin: was at 51.4%,
54%, 53.1%. A. Baumanii was susceptible to Quinolon, Minocycline and Colistin (40%, 80%, 100%).
Conclusions: It is important to choose suitable empirical antibiotics and manage the risk factor of
nosocomial pneumonia due to A. baumannii to reduce the proportion and the level of severity.

RISK FACTORS OF SEVERE PNEUMONIA

IN CHILDREN AGED 2 MONTHS TO 5 YEARS
N. T. T. Phuong', B. B. B. Son?
"Quang Nam Children Hospital
2Department of Pediatrics - Hue University of Medicine and Pharmacy
Background and Aims: Pneumonia is a common diagnosis and a leading cause of mortality in chil-
dren. Aim of the study is to evaluate factors related-tothe severity of pneumonia in children aged 2
months to 5 years.
Methods: A descriptive cross-sectional study was.conducted in 221 children aged 2 months to 5
years with pneumonia admitted to the Pediatric Center Hue National hospital from April 2015 to May
2016. Separate logistic regression analyses were used to identify determinants in children of this
age group.
Results: Risk factors associated with severe pneumonia in children aged 2 months to 5 years were
malnutrition, living in the rural areas, delay treatment for 3 days or more, passive smoking, young
age with corrected ORs of 5.143 (2.174-2.167); 3.870 (1.244-12.043); 3.214 (1.165-8.867); 2.714
(1.162-6.339); 0.952 (0.910-0.997), respectively. Sex, number of siblings, history of prematurity or
low birth weight, inadequate breastfeeding, previous RTls, previous antibiotic use at home, mothers’
education, insufficient vaccination, history of chronic diseases, contact with persons with RTlIs did
not associate with the severity of pneumonia.
Conclusions: Risk factors associated with severe pneumonia in children aged 2 months to 5 years
were malnutrition, living in the rural areas, delay treatment for 3 days or more, passive smoking,
young age.

CAC YEU TO LIEN QUAN DEN MUC DO NANG
CUA VIEM PHOI & TRE EM TU 2 THANG PEN 5 TUOI
N. T. T. Phuong', B. B. B. Son?
'Bénh vién Nhi Quang Nam
2B6 Mén Nhi - Trudng Pai Hoc Y Duoc Hué
B6i canh va muc tiéu: Viém phdi la bénh Iy thudng gap va la nguyén nhan hang dau gay td vong &
tré em. Muc tiéu cla nghién clu la danh gia cac yéu t6 lién quan dén muic dd nang cda viém phdi
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tré em.

Phuong phap nghién ctu: Nghién cliu mé ta cat ngang trén 221 bénh nhi ti 2 thang dén 5 tudi bi
viém phdi diéu tri tai Trung tam Nhi khoa, Bénh vién Trung udng Hué tii thang 4/2015 dén 5/2016.
Két qua: Cac yéu t6 lien quan dén mic dd ning clia viem phdi la: suy dinh dudng, séng  néng thon,
thoi gian khdi bénh ti 3 ngay trd 1én, hit khoéi thubce 1a va tudi nhd, v6i OR hiéu chinh Ian lugt 12 5,143
(2,174-2,167); 3,870 (1,244-12,043); 3,214 (1,165-8,867); 2,714 (1,162-6,339); 0,952 (0,910-0,997).
Céc yéu t6 gi6i, s6 anh chi em ru6t, tién sl sinh non hodc nhe can, thi€u siia me, tién st nhiém khuén
ho6 hap cép, st dung khang sinh truéc nhap vién, trinh dé hoc van clia me, tiém chiing khéng day da,
tién st bénh man tinh, tiép xtc ngudi nhiém khuan ho hap cdp khong lién quan dén mic dé ning cla
viém phéi.

Két luan: Cac yéu t6 lien quan dén muc do nang cla viém phdi la: suy dinh dudng, séng & néng thon,
thdi gian khdi bénh ti 3 ngay trd I1&n, hit khéi thudc 14 va tudi nha.

NGHIEN CUU GIA TRI CUA PET/CT TRONG CHAN POAN

GIAI POAN UNG THU PHOI KHONG TE BAO NHO TRUGC PIEU TRI
BSCKII. Pinh Céng Minh', Ths. BSCKII. Nguyén Hiia Quang', BSCKII. Nguyén Van Minh2,
BSCKI. Tran Thi Hong Diém?
'"Khoa Noi H6 hdp Bénh vién Pa Ndng
2Trung tdm Y hoc hat nhan Bénh vién Pa Nang
Pat van dé: Chan doan sém va phan chia chinh xac giai doan ung thu phdi khong té bao nhd déng
vai trd quan trong trong viéc quyét dinh phuang phap diéu tri. Phuong phap chan doan thudng qui con
gap nhiéu kho khan va sai sét trong phan giai doan ung thu phdi khéng té bao nhd. Gan day, PET/
CT da dugc st dung rong rai trong chan doan phan chia giai doan bénh truéc diéu tri ddi véi ung thu
phéi khong té bao nhd.
Muc tiéu nghién ctu:1. BPac diém |am sang, can lam sang bénh nhan ung thu phdi khong té bao nhd
truéc diéu tri. 2. Danh gia két qua phan chia giai doan bénh theo PET/CT & bénh nhan ung thu phdi
khéng té bao nhé trudce diéu tri.
Péi tugng va phuong phap nghién ctiu: Nghién ctiu mé ta cat ngang 65 bénh nhan ung thu phdi
khong té bao nhé diéu tri tai B&nh vién Da Néng ti thang 09/2015 dén thang 09/2016.
K&t qua: Bénh nhan dén vién véi ly do: dau nguic 84,6%; ho khac dam 61,5% va ho khac ra mau 21,5%. Pa
s6 bénh nhan cé chi s6 Karnofsky > 80 va biéu hién dau nguc 89,2 %; ho khac dam 66,2 %; chan &n 35,4 %.
Ty |é tang clia CEA, CYFRA 21-1, NSE lanlugt 12 73,8 %; 69,2 %; 92,3 %. Trén CLVT nguc va PET/CT u nam
& phéi phai chiém ty 1& cao 61,5%; thuy trén gap chl y&u 63,1%. Trén CLVT nguc u phéi da sé bd khong déu
86,2%; cau tric khéng dong nhat 64,6%; 47,7% ngam thudc khong dong nhat va ngdm thudéc manh; 46,2%
u phéi c6 di can hach va 7,7 % u phdi cé di can xa. Trén PET/CT ty I& di c&n nhiéu nhat 14 hach trung that:
76,9%; hach thugng don: 21,5 %; xuong: 16,9 %. U nguyén phat c6 SUV trung binh la 15,9 + 6,95. 78,5% u
phdi cé di can hach va 36,9 % u phéi co di can xa. Trudc khi chup PET/CT, phan loai giai doan theo phuong
phap thudng qui cho thdy: Bénh nhan giai doan IA (6,2%); giai doan IB (12,3%); giai doan IIA (16,9%); giai
doan IIB (13,8%); giai doan llIA (32,3%); giai doan llIB (9,2%); giai doan IV (9,2%). Sau khi chup PET/CT cho
thay: Bénh nhan giai doan 1A (4,6%); giai doan IB (3,1%); giai doan lIA (4,6%); giai doan IIB (3,1 %); giai doan
A (27,7 %); giai doan IIIB (20 %); giai doan IV (36,9 %). Sau chup PET/CT s6 bénh nhan thay déi giai doan
chiém ti 1& 60 % va s6 bénh nhan phai thay déi chién Iugc diéu tri chiém ti & 38,46 %.
Két luan: C6 su khac biét gidia truéc va sau chup PET/CT trong phan giai doan ung thu phéi khdng t& bao nhé.
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Vi thé chién Iugc diéu tri cho méi bénh nhan sé thay déi dé dat dudc két qua thich hgp. PET/CT déng vai trd
quan trong trong viéc phan giai doan ung thu phéi khéng t& bao nhé trudc diéu tri.

Khuyén nghi: Danh gia giai doan ung thu phéi khong t& bao nhd dua trén hinh anh PET/CT trudc khi tién
hanh diéu tri cho bénh nhan tai trung tam ung buéu.

STUDY ON THE VALUE OF PET/CT IN STAGING OS

SMALL CELL LUNG CANCER PRIOR TO TREATMENT
Pinh Cong Minh', Nguyen Hua Quang', Nguyén Van Minh2, Tran Thi Hong Diem?
Introduction: Early diagnosis and accuracy stage division of the non-small cell lung cancer play an
important role in determining the treatment. Routine diagnostic methods are also problematic and
inaccurate in non - small cell lung cancer staging. Recently, PET/CT has been used extensively in
pre-treatment of non-small cell lung cancer for staging tumor.
Objectives: 1.Clinical, subclinical characteristics of non-small cell lung cancer patients before treat-
ment.2.Evaluation of stage base on imaging of PET/CT in patients with non-small cell lung cancer
before treatment.
Subjects and Methods: Cross-sectional study of 65 patients diagnosed non-small cell lung cancer,
treated at Da Nang Hospital from September 2015 to September 2016.
Results: Patients hospitalized with the symtoms: chest pain 84.6%; cough 61.5% and blood cough
21.5%. Most patients have Karnofsky > 80 and have chest pain 89.2%; cough 66.2%; anorexia
35.4%. The growth rate of CEA, CYFRA 21-1, NSE were 73.8%; 69,2%; 92.3% respectively. On
chest CT Scanner and PET/CT image, tumors maostly located in the right lungs 61.5%; in which the
upper lobe meets mainly 63.1%. On-chest CT Scanner, the tumors are mostly non-uniform (86.2%);
heterogeneous structure (64.6%); inhomogeneous inhalation and strong drug infusion (47.7%);
46.2% of lung tumors have lymph node metastasis and 7.7% of lung metastases are far distant. On
PET/CT image the highest rate of metastases was mediastinal lymphadenectomy: 76.9%; upper
lymph nodes: 21.5%; bones: 16.9%. The SUV average is 15.9 + 6.95; 78.5% of lung tumors have
lymph node metastasis and 36.9% of distant lung tumors. Pre PET/CT screening, routine screening
showed that: Stage IA (6.2%); Stage IB is 12.3%; Stage llA is 16.9%; Stage 1IB is 13.8%; Stage
lIIA has a rate of 32.3%; Stage IIIB has a rate of 9.2%; Stage IV is 9.2%. Post PET/CT screening
showed: Stage IA (4.6%); Stage IB is 3.1%; Stage IlIA is 4.6%; Stage IIB is 3.1%; Stage IlIA is
27.7%; Stage IlIB is 20%; Stage 1V is 36.9%. After PET/CT, 60% of patients with stage changes and
38.46% of patients with changes in their treatment strategies.
Conclusions: There is different in pre PET/CT screening and post PET/CT screening in staging
non-small cell lung cancer. Therefore, stratergy treatment for each patien will be changed for getting
appropriate results. PET/CT plays an important role in the pre-treatment diagnosis of non-small cell
lung cancer.
Recommendations: Evaluation of staging non-small cell lung cancer base on PET/CT screening
before further treatment in oncology centre.
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NGHIEN CUU DICH TE HOC BENH PHOI TAC NGHEN MAN TiNH
TRONG DAN CU TAI THANH PHO PIEN BIEN PHU, TiNH DIEN BIEN NAM 2016
D6 Quang Hai, Nguyén Nhu Quynh, Phan Thi Hudng
Bénh vién Lao va bénh ph6°i tinh Pién Bién
Muc tiéu: Nghién clu ty 1& mac BPTNMT & d6i tuong > 40 tudi va mot sé yéu t6 nguy cd tai cong
ddng dan cu thanh phé Bién Bién Pha; M6 ta
hén man tinh;

déc diém lam sang & déi tugng mac bénh phdi tic ng-

Phuong phap nghién ctu: Nghién ctiu & 2029 ngusi I6n > 40 tudi dang sinh séng tai 6 xa, phudng
clia thanh phd Dién Bién Ph(, tinh Dién Bién;

Két qua: Ty I&8 RLTKTN phdi chung & d6i tuong diéu tra 1a 4,14%. Trong d6 8 nam gidi la 3,2% va nii
la 0,94%; Ty 1& mac COPD la 2,9%; Bénh nhan COPD cé hat thuSc 1a 67,24%; Triéu chiing hay gap
nhét 1a: thudng xuyén ho, khac ddm vao budi sang: 54,7% va dén thic gidc ban dém vi con ho; 1én
con kho thd sau gang stic.

STUDY ON EPIDEMIOLORY OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE
IN THE DIEN BIEN PHU CITY DIEN BIEN PROVINCE IN 2016

Do Quang Hai, Nguyen Nhu Quynh, Phan Thi Huong
Objective: To study the prevalence of COPD in subjects aged > 40 years and some risk factors in
the population of Dien Bien Phu city; Describe the clinical characteristics of patients with chronic
obstructive pulmonary disease.
Study method: Study with 2029 adults aged > 40 years living in 6 communes of Dien Bien Phu city,
Dien Bien province.
Study results: The prevalence of airflow limitation was 4,14%; The prevalence of COPD is 2,9%.
Among men 2,3% and women 0,6%; There were 67,24% of COPD smokers, the non-smokers were
32,76%; The most common symptoms of COPD are: frequent cough, sputum in the morning (54,7%).
Next comes the symptoms of waking up at night with a cough;
Conclusion: The prevalence of COPD is 2,9%; There were 67,24% of COPD smokers; The most
common symptoms of COPD are: frequent cough, sputum in the morning (54,7%);

NGHIEN CUU DAC PIEM LAM SANG, CHUC NANG THONG KHi
VA CAT LGP VI TINH DINH LUGNG PHOI G BENH NHAN
BENH PHOI TAC NGHEN MAN TiNH
Pang Thanh D6, Ngé Quy Chau
Trung tdm H6 hap - Bénh vién Bach Mai
Muc tiéu nghién ciu: 1.Khao sat dic diém lam sang clia bénh nhan BPTNMT. 2. Nhan xét két qua
chiic ndng théng khi phéi va cét I6p vi tinh dinh lugng phéi cia bénh nhan BPTNMT.
Péi tuong va phuong phap nghién ctiu: nghién ctiu md ta cit ngang 30 bénh nhan chan doan BPTN-
MT tai Trung tam H6 hap Bénh vién Bach Mai tt thang 10-2016 dén thang 6-2017.
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K&t qua: Tudi trung binh 62,90 + 11,24. Gidi: nam/ nii ~14/1. Triéu chiing co nang: khé thd (100%),
khac ddm (50,0%). Diém mMRC trung binh 2,57 + 0,73. Diém CAT trung binh 23,07 + 6,62. Triéu
chiing thuc thé: ran rit ran ngay (73,3%), ri rao phé& nang giam (40%). Chi s6 Gaensler trung binh la
53,84 + 11,93(%). Chi s6 FEV1 trung binh la 55,48 + 22,65 (%).RV (% du doan) 107,00 + 34,80, TLC
(% du doan) 94,86 + 18,28, RV/TLC 0,41 + 0,14. Ty trong trung binh ctia phéi 1a -856,64 + 23,86 HU.
Ty 1é phan trdm khi phé thiing trung binh cla toan phéi 14 30,29+8,56 (%).

Két luan: CT dinh lugng ph6i cé thé phat hién va tinh toan thé tich khi phé thiing. Do chiic nang théng khi
va chup CT dinh lugng 1a hai phuong phap hiéu qua dé danh gia tinh trang bénh ctia bénh nhan BPTNMT.
TU khéa: BPTNMT, cét I6p vi tinh dinh Iugng phéi, chiic nang thong khi

CLINICAL FEATURES, PULMONARY FUNCTION TESTS AND QUANTITATIVE COMPUTERIZE
TOMOGRAPHY IN CHRONIC OBSTRUCTIVE PULMONARY DISEASE

Dang Thanh Do, Ngo Quy Chau

Objectives: 1. To descibe clinical features in COPD. 2. Review pulmonary function tests and quan-

titative computerize tomography in COPD.

Subjects and methods: A cross-sectional study in 30 patients were confirmed COPD in Respiratory

Center at Bach Mai Hospital from 10/2016 to 6/2017.

Results: Average age 62,90 + 11,24; male/female 14/1. Clinical charaterestics: Symtoms: shortness

of breath (100,0%), sputum (50,0%), cough (33:3%). Average mMRC score 2,57 + 0,73. Average

CAT score 23,07 + 6,62. Signs: wheezing (73,3%), lung sound decreased (40,0%). Average Gaens-

ler 53,84 + 11,93(%), average FEV1 55,48 + 22,65 (%), RV (% predict) 107,00 + 34,80, TLC (% pre-

dict) 94,86 + 18,28, RV/TLC 0,41 + 0,14.Mean lung density -856,64 + 23,86 HU, mean percentage

emphysema of two lungs 30,29 + 8,56 (%).

Conclusions: Quantiative computed tomography can detect and quantify emphysema. Pulmonary

function tests and quantitative CT are effective methods to examine COPD patients.

Keywords: COPD, pulmonary function tests, quantitative CT.

NGHIEN CUU PAC PIEM LAM SANG, CAN LAM SANG VA DANH GIA
KET QUA BIEU TRI VIEM PHOI BENH VIEN DO PSEUDOMONAS AEREGINOSA

TAI BENH VIEN BACH MAI TU THANG 9 - 2016 DEN THANG 6 - 2017
Nguyén Duc Nghia', Nguyén Hai Anh?
'Dai hoc Y Ha Noi
2Bénh vién Bach Mai
Muc tiéu: 1) M6 ta dac diém lam sang, can lam sang cla viém phdi bénh vién do P. aeruginosa tai
Bénh vién Bach Mai. 2) Nhan xét dac diém dé khang khang sinh va danh gia két qua diéu tri bénh
nhan viém phéi bénh vién do P. aeruginosa tai Bénh vién Bach Mai. Phuong phap nghién cuu: tién
cliu, m6 t& chum ca bénh. P&i tugng nghién ctiu: gém 62 bénh nhan (BN) dudc chén doan va diéu
tri viém phdi bénh vién do P. Aeruginosa tai Trung tam Hé hap, khoa Diéu trj tich cuc va khoa Than
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Kinh Bénh vién Bach Mai tii thang 9 - 2016 dén thang 6 - 2017. K&t qua nghién ctu: viém phdi bénh
vién (VPBV) 54,84% viém phdi thd may (VPTM) 45,26%. Khac dom xanh (48,4%), s6t (85,5 %) ,kho
thd 72,6%, nghe ph6i: rale né (96,8%). Bach cau (BC) méau ngoai vi: 16,87 + 8,2 G/I, BC da nhan
trung tinh 81,93 + 10,84 (%), ndng dd Pro calcitonin 4,31 + 8,97 ng/ml, diém SOFA 3,31 + 2,28, X-Q
nguc tén thuong phdi lan tda 2 bén 50%. Cay vi sinh: Cdy ddm duong tinh 80,6%. V& khang sinh dé
cla P. aeruginosa ty 1& khang véi Ceftazidime 75,8%, Ceftriaxone 74,2%, Imipenem 62,9%, Mero-
penem 58,1%, Ciprofloxacin 64,5%, Levofloxacin 62,9%, Amikacin 74,3%. Chua ghi nhan truéng hgp
nao khang véi colistin nhung cé 1 trudng hgp Mic colistin: 2ug/ml. Viéc st dung khang sinh meronem
50,8%, levofloxacin 41%, colistin 31,6%. Ty |é tli vong 43,5% va chl yéu 6 bénh nhan VPTM (66,7%).
Ty l& P. Aeruginosa da khang 59,7% %. Ty lé ti vong trong sé da khang |a 62,2%.

THE CHARACTERISTICS OF P.AERUGINOSA HOSPITAL ACQUIRED PNEUMONIA
AT BACH MAI HOSPITAL FROM SEPTEMBER 2016 - JUNE 2017

Nguyen Duc Nghia', Nguyen Hai Anh?
"Hanoi Medical University
2Bach Mai Hospital
Objectives: studying clinical characteristics, subclinical characteristics of hospital aquired pneumo-
nia (HAP) caused by P.aeruginosa and P.aeruginosa’s characteristics of antibiotic resistance in HAP
at Bach Mai Hospital from 9/2016 to 6/2017.
Patients and Materials: Case series descriptive study of 62 patients with HAP caused by P.aeruginosa
diagnosed and treated at ICU, ICU of Neurological department, Respiratory center from 9/2016 - 6/2017.
Results: Hospital aquired pneumonia (HAP): 54,84% (n=34) ventilator-associated pneumonia
45,26% (n=28). Gender ratio is 1,7/1. Clinical: coughing up blue sputum 48,4%, Fever 85,5%, Crack-
les 96,8%. Mean of white bloodcells is 16,87 + 8,2 G/I, Pro calcitonin 4,31 + 8,97 ng/ml. Mean of
SOFA score 3,31 + 2,28. Chest x-ray: 50% of cases have bilateral pervasive infiltration. Resistant
rate of P.aeruginosa with meropenem is 58,1%,Imipenem is 62,9% Ceftazidime is 75,8%, Ceftriax-
one is 74,2%, Ciprofloxacin is 64,5%, Levofloxacin is 62,9%, Amikacin is 74,3%. We did not find any
Pseudomonas aeruginosa that resisted Colistin. Raw mortality rate is 43,5%. P.aeruginosa has re-
sisted many antibiotic and 59,7% of cases is multi drugs resistance(MDR). The mortality rate of MDR
P.aeruginosa is 62,2%.
Conclusion: Pseudomonas aeruginosa was a major cause of MDR of VAP. MDR Pseudomonas
aeruginosa prevalence was in 59,7.%. The mortality rate of MDR P.aeruginosa is 62,2%. Clinical:
coughing up blue sputum 48,4%, Fever 85,5%, Crackles 96,8%. Mean of white bloodcells is 16,87 +
8,2 G/I, Pro calcitonin 4,31 + 8,97 ng/ml. Mean of SOFA score 3,31 + 2,28. Chest x-ray: 50% of cases
have bilateral pervasive infiltration. Resistant rate of P.aeruginosa with meropenem is 58,1%,Imipe-
nem is 62,9% Ceftazidime is 75,8%, Ceftriaxone is 74,2%, Ciprofloxacin is 64,5%, Levofloxacin is
62,9%, Amikacin is 74,3%. We did not find any Pseudomonas aeruginosa that resisted Colistin. Raw
mortality rate is 43,5%.
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NGHIEN CcUU HIEU QUA DICH RUA PHE QUAN - PHE NANG
TRONG CHAN POAN LAO PHOI AFB AM TiNH
TRONG DAM TAI KHOA NOI HO HAP - BV DA NANG
BSCKII. Dinh Céng Minh, ThS. Tran Minh Huy
Bénh vién Pa Néang
Pat van dé: Lao phdi AFB am tinh trong dam ngay cang tang va viéc phat hién sém, chinh xac bénh
lao c6 AFB am tinh con gap nhiéu khé khan. Hién nay, noi soi phé quan 6ng mém lam xét nghiém
nhuém AFB, PCR lao, MGIT dich riia phé& quan - phé nang chan doan lao phéi AFB am tinh sé& cho két
qué nhanh va chinh xac hon nhung con chua dudc ap dung thudng quy tai nhiéu bénh vién & Viét Nam.
Muc tiéu nghién ciu: Danh gia hiéu qua dich rlia phé& quan - phé nang trong chan doan lao phdi
AFB am tinh trong dam va maéi lién quan gitia két qua dich rifa ph& quén - phé nang véi két qué hinh
anh noi soi phé quan.
Poi tuong va phuong phap nghién ctu: Nghién clu ti€n cliu moé ta cat ngang 75 bénh nhan theo
ddi lao phéi hoat déng cé AFB am tinh trong dam diéu tri tai khoa N6i ho hdp - Bénh vién Ba Nang
tU thang 03/2016 dén thang 09/2016.
K&t qua: Nghién ctiu 75 bénh nhan theo déi lao phdi hoat dong c6 AFB am tinh trong dam xac dinh
c6 10 bénh nhan viém phdi va 65 bénh nhan lao phéi. Trong 65 bénh nhan lao phdi :11,1% bénh
nhan da dudc chdn doan va diéu tri lao phdi va 7,4% c6 dai thao dudng; 12,3 % bénh nhan lao phdi
AFB (-) khong thay hinh &nh tén thuong trén phim X- Quang; 41,5% bénh nhan noi soi phé quan cé
hinh &nh niém mac phé& quan binh thudng va hinh &nh tén thuong nhiéu nhét |a viém nung mi phé
quan 33,8%. Ty |& phat hién lao cla nhuém BK, PCR Lao, MGIT dich rlta phé& quan lan lugt 1a 26,2%;
36,9%;49,2%. Khdng c6 su lién quan gitia két qua BK dich r&ta phé quan va hinh anh ndi soi d bénh
nhan lao phdi AFB (-) trong dam véi p = 0,66. Khong cé su lién quan giia két qua PCR lao dich riia
phé& quan va hinh &nh noi soi & bénh nhan lao phdi AFB (-) trong dam véi p = 0,184. C6 su lién quan
gitia két qua MGIT dich riia phé quan va hinh anh ndi soi 8 b&nh nhan lao phdi AFB (-) trong dam
vGi p = 0,025.
Két luan: Ty I& phat hién lao cia nhuém BK, PCR Lao, MGIT dich riia phé& quan lan lugt la 26,2%;
36,9%;49,2% va co su lién quan gitta MGIT dich riia phé& quan va hinh anh ndi soi ¢ bénh nhan lao
phéi AFB (-) trong dam. Nén néi soi phé& quan 6ng mém lam xét nghiém nhuém AFB, PCR lao, MGIT
dich r(fa phé& quan - phé nang dé chan doan lao phdi AFB am tinh.
Khuy&n nghi: Bé&nh nhan nghi ngd lao phdi ma AFB dam 3 1an am tinh vA&n nén cho noi soi phé
quan xét nghiém nhudém BK, PCR Lao, MGIT dich réia phé quan dé xac dinh chan doan.
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ROLE OF BRONCHOALVEOLAR LAVAGE FLUID

IN AFB - NEGATIVE PULMONARY TB DIAGNOSIS AT DANANG HOSPITAL
Dr. Dinh Cong Minh, Tran Minh Huy MD.
Da Nang Hospital
Background: AFB-negative pulmonary tuberculosis have been growing and early detection of
AFB-negative tuberculosis is still difficult. Bronchial bronchoscopy for bronchial-bronchoalveal la-
vage AFB staining, tuberculosis PCR, MGIT should be performed fast and accuracy but not apply for
routine diagnosis at many hospital in Vietnam yet.
Objectives: To evaluate the effectiveness of bronchial-bronchoalveal lavage in the diagnosis of
AFB-negative pulmonary tuberculosis and the relationship between result of bronchoalveal lavage
and image of bronchoscopy.
Subjects and Methods: Prospective and cross-sectional descriptive study 75 patients with active
AFB negative pulmonary tuberculosis at the respiratory department, Da Nang Hospital from March
2016 to September 2016.
Results: A study of 75 patients with AFB-negative pulmonary tuberculosis screening identified 10
patients with pneumonia and 65 patients with pulmonary tuberculosis. In 65 patients with pulmonary
tuberculosis: 11.1% of patients have been diagnosed and treated for pulmonary tuberculosis and
7.4% of patients have diabetes; 12.3% of patients with AFB(-) pulmonary tuberculosis did not see
any lesions on chest X-ray; 41.5% of patients had"normal bronchial and the most common broncho-
scopic lesion was bronchial pyelitis (33.8%).The tuberculosis detection rate for BK staining, tubercu-
losis PCR, MGIT bronchial lavage was 26.2%; 36,9%; 49,2% respectively. There was no relationship
between results of BK staining of bronchial lavage and bronchial imaging in patients with p = 0.66.
There was no relationship between results of PCR of bronchial lavage and bronchial imaging in pa-
tients with p = 0.184. There was a relationship between results of MGIT bronchoalveolar lavage and
bronchial images in patients with p = 0.025.
Conclusions: The tuberculosis detection rate for BK staining, TB PCR, MGIT bronchial lavage was
26.2%; 36.9%, 49.2% respectively and there was a relationship between results of MGIT bronchial
lavage and bronchial imaging in AFB - negative pulmonary tuberculosis patients. Using bronchosco-
py should be done for bronchial-bronchoalveal lavage AFB staining, tuberculosis PCR, MGIT for the
diagnosis of AFB- negative pulmonary tuberculosis.
Recommendations: Patients suspected pulmonary tuberculosis that AFB 3 times negative should
do bronchoscopy for bronchial-bronchoalveal lavage AFB staining, tuberculosis PCR, MGIT to deter-

mine diagnosis.
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HOI NGHI
KHOA HOC THUONG NIEN

HOI HO HAP VIET NAM

22 - 23/09/2017, DA NANG, VIET NAM

H6i H6 hap Viét Nam duoc thanh I3p ngay 30 thang 8 ndm 2014
Ia Héi thanh vién truc thudc tdng hdi Y hoc Viét Nam.

H6i H6é hap Viéet Nam bao gdm hon 700 thanh
vién 13 cac Gido su, Tién Sy, Bac Sy, Ky thuat vién,
nhan vién y té tai cac bénh vién, dai hoc, t8 chirc vy
té€ trén toan qudc. Nhdm nang cao chat Iuvong trong
nghién ctu, chan doan, diéu tri cac bénh vé hd hap cla
cac thanh vién hdi, Hdi H6 hap Viét Nam dang ting
buéc phat trién va tirng budc phat trién dé phuc vu cdng tac
cham séc stic khde nhan dan.

Tai sao nén tham gia VNRS?

o Cap nhat cac théng tin vé y hoc

N&m 2017 13 ndm th tu Hi nghi khoa hoc thuéng nién cla Hi
hé hap Viét Nam duoc t8 chic. Hoi nghi dién ra tai thanh phd Da
N3ng xinh dep - Mt trong nhitng thanh phd duoc binh chon I3
dep va nhat dinh phai dén tham khi dit chan dén Viét Nam.

Tham du hoéi nghi khoa hoc thuong nién Hai
H6 hap Viét Nam ndm nay, Quy déng nghiép c¢é co hdi trao ddi
kién thac va ti€p xGc véi cdc chuyén gia trong nuéc
va qudc té€ 1a cac Gido su, Tién s§, Bac sy dén tu Hi
Long nguc My, HOi Hd hdp Chau Au, Hdi HO hap
Chau A - Thai Binh Duong, Hdi Phdi Phap - Viét... Cung nhiéu
hoat ddng thu vi khac trong sudt thoi gian t8 chdc hdi nghi.

o Nang cao kién thtic chuyén mén qua cac khéa dao tao/ hdi nghi hang nam
o HO trg, giai dap thic mac tu cac nha khoa hoc, chuyén gia ddu nganh trong linh vuc hé hap

HOTLINE LIEN HE VNRS
0243.629.1207

WEBSITE THONG TIN HOI NGHI
http://hoihohapvietnam.org/




