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HOI NGHI BE KHANG KHANG
SINH TRONG VIEM PHOI

Dia diém: BENH VIEN CHQ' RAY, 201B Nguyén Chi Thanh, Q.5, TP.HCM

PHIEN TOAN THE - PLENARY SESSION
DPIA BIEM: HOI TRUONG A - TANG TRET

CHU TQA: PGS.TS. NGUYEN TRU'ONG SON, GS. TS. NGO QUY
CHAU, PGS. TS. BINH NGQC SY, PGS.TS. NGUYEN VIET NHUNG,
PGS.TS. TRAN VAN NGQC.

STT GIO PE TAI BAO CAO VIEN

8:00 - 8:30 Van nghé chao mirng Cty Imexpharm
8:30 - 8:40 Khai mac Héi nghi va gidi thiéu
Chid MC

dai biéu

2  8:40-8:50 Phat biéu ctia Giam déc BVCR PGS TS Nguyén Trwong Son

Phét biéu ctia Tdng Hoi Y Hoc
3 850-9:10 VN PGS TS Dinh Ngoc Sy

Tang ky niém chwong cho Chu
4 9:10 - 9:30 toa doan, BCV, Khach va cty tai Ban T chirc
tro

5 9:30-9:140 Gidi thiéu chwong trinh héi nghi PGS TS Tran Van Ngoc

Théch thire trwde tinh hinh dé PGS TS Nguyén Viét Nhung
6 9:40-10:20 khéng khang sinh trong viém .
viém phdi hién nay Cha tich H6i Lao & Bénh Phoi VN

PGS TS DS Nguyén Hoang Anh
Duwoc déng lwc hoc khang sinh PGD TT Thong tin thudc va theo déi
trong diéu tri hop ly viém phdi phan &ng c6 hai cta thuéc (TT DI &
ADR)

7 10:20-11:00

11:00-12:00  Lunch symposium

clia cac cong ty Dwoc pham BAYER

12:00-13:15 Com trwa



LUNCH SYMPOSIUM - BAYER VIET NAM: LWA CHON
KHANG SINH PIEU TRl HCAP: THEO PHAC PO HAP hay
CAP? ‘ ‘

DIA DIEM: HOI TRUONG A - TANG TRET

CHU TOA:
e PGS TS BS TRAN VAN NGOC, CHU TICH HOI HO HAP
TPHCM
e TS BS PHAM HUNG VAN, CHU TICH HOI VI SINH LAM SANG
TPHCM
e PGS TS BS CHU THI HANH, PHO GIAM BOC, TRUNG TAM
HO HAP BENH VIEN BACH MAI

STT GIO PE TAI BAO CAO VIEN

PGS TS BS Tran Van Ngoc, Chu
tich H6i H6 Hap TPHCM

TS. BS. Pham Hung Van, Chu tich

11:00 Phat biéu khai mac

Dich té hoc trong

1 11:05 H_CAFA’/CAP/HAP trén thé gidi va H6i Vi Sinh LAm sang TPHCM
tai Viét Nam
Lwa chon khang sin‘h diéu tri PGS TS Chu Thi Hanh,, Phé Giam
2 11:30 HCAP: theo phac do HAP hay Boc, Trung Tam H6 Hap Bénh Vién
CAP? Bach Mai
3 11:55 Thao luan
4 12:15 Két thuc

HCAP: Viém phéi lién quan cham séc y té
HAP: viem phdi méac phai bénh vién

CAP: viém phdi méc phéi céng déng



STT

GIO

13:15 - 13:30

13:30 - 13:50

13:50 - 14:00

14:00 - 14:15
14:15 - 14: 45

14:45 - 15:00

15:00 -15:20

15:20 - 15:40

15:40 - 16:00

16:00 - 6:30

16:30

DE TAI

Cap nhat Xu hwéng dé
khang khang sinh cua vi
khuan gay VPBV-VPTM tai
BVCR

Viém phéi BV-VPTM do vi
khuan da khang tai Viét
Nam

Cap nhat liéu phap xubng
thang trong diéu trj nhiém
khuan

Chuwong trinh quan ly khang
sinh cia BVCR
Giéi lao-tham quan trién 1am

Pé khang cuia VK gay VPTM
tai BV NDGD

Danh gia hiéu qua va doéc
tinh trén than cuta hai ché do
liéu st dung colistin trong
diéu trj VPTM

Cong ty gidi thiéu

Cap nhat phong ngtra viém
phdi bénh vién

Thao luan

Tong két HN

PHIEN 1: VIEM PHOI BENH VIEN- VIEM PHOI THO' MAY

DIA PIEM: HOI TRUONG A - TANG TRET

CHU TQA: GS.TS. PO QUYET, PGS.TS. BINH NGOC SY, PGS.TS.
TRAN VAN NGOC

BAO CAO VIEN

BS CKIlI Tran Thj Thanh Nga
BVCR

Pgs Ts Bs Tran Van Ngoc

Chu tich Hoi H6 hdp TPHCM
MSD:BS Phan Ha Minh Hung
Céng ty MSD

ThS BS Ton Thanh Tra

Phong Quan ly chat lwgng BVCR

ThS Tran Minh Giang
Pho6 Khoa ICU - BV NDGD

BS Nguyén Ba Cwéng
Khoa HSCC, BV Bach Mai

ThS BS Pang thi Van Trang /
PGS TS Lé Thi Anh Thu
Khoa Chéng nhiém khuan BVCR

PGS TS Tran Van Ngoc
Ban T4 chirc HN- DPHYD TP HCM



10.

THANH, PGS.TS. LE TIEN DUNG

GIO
13:15 - 13:30

13:30 - 13:50

13:50 - 14:00

14:00 - 14:15

14:15 - 14:30

14:30 - 15:00

15:00 - 15:15

15:15 - 15:30

15:30 - 15:45

15:45 - 16:00

16:00 - 16:20

16:30

PE TAI

Vi sinh dot cAp COPD va viém
phéi trén BN COPD

Viém phdi lién quan dén cham
séc y té hay viéem phdi cong
déng?

Két qua nghién ctiru SOAR

bac diém vi khuan & BN viém
phdi cdng dong nang

Diéu tri viem phdi cong dong
nang nhap vién

Giai lao-tham quan trién |am

KQ nghién ctru da trung tam
(REAL) cliia Hoi Lao & BP VN

Gia tr cga cac Biomaker
trong chan doan va tién lwgng
VPCD
Phéi hop khang sinh trong
diéu tri VPCD va vai tro cua
Clarithromycin.

Vi khuan dinh cw duong ho
hap va dot cap COPD

Thao luan

Tong két HN

PHIEN 2: VIEM PHOI CONG BDONG VA BDO'T CAP COPD
NHIEM KHUAN

DBIA PIEM: HOI TRUONG D3, 4, 5 LAU 11- TT UNG BU'OU BVCR

CHU TOA: PGS.TS. NGUYEN VIET NHUNG, TS.BS. NGUYEN VAN

BAO CAO VIEN
ThS BS Trwong Thai
GV BM Noi PHYD TPHCM

TS BS Nguyén Van Thanh
PCT H6i Lao& Bénh phoi VN

GSK: BS Trinh T. Tuyét Anh
Bo6 phan Y Khoa GSK

ThS BS Lé Thij Diéu Hién
Hoc vién Quan Y

PGS TS BS Lé Tién Diing
BV BDHYD TP HCM

TS BS Nguyén Van Thanh
PCT Hoi Lao& Bénh phdi VN

PGS TS Vi Vin Giap
PGD TT H6 hap BV Bach Mai

Abbott: PGS TS Tran Van Ngoc

TS BS D6 Thi Twéng Oanh
TK COPD BV PNT

Cha toa doan

PGS TS Tran Van Ngoc

Ban T6 chirc HN- DPHYD TP HCM



PHIEN 3: VIEM PHOI DO NAM

GIO

13:15-13:35

13:35 - 13:55

13:55 - 14:05

14:05 - 14:25
14:25 - 15:55

14:55 - 15:15

15:15 - 15:35

15:35 - 15:55
15:55 - 16:20
16:30

DE TAI

Phwong phap vi sinh hién dai
hay truyén théng trong chan
doan tac nhan gay bénh?
Dwoc dong hoc cac thube
khang nam

Candida Biofilm & Vai tro cta
cac thuoc khang nam

Phan loai va co ché tac dung
clia thuéc khang nam

Giai lao-tham quan trién |am

Tiép can Chan doan va diéu tri
viém phoi BV do nam

Chén doan va diéu tri viém phoi
BV do nam candida

Ca lam sang diéu tr viém phoi
do nam

Thao luan

Tong két HN tai HT A
Boc tham trang giai

PIA DIEM: HOI TRWONG D1, 2 — LAU 10, TT UNG BWOU BVCR

CHU TOA: GS.TS. NGO QUY CHAU, TS. BS. PHAM HUNG VAN,
PGS.TS. NGUYEN HOANG ANH

BAO CAO VIEN

TS BS Pham Hung Véan

Cha tich H6i Vi sinh lam sang
TPHCM

PGS TS DS Nguyén Hoang
Anh

PGD TT DI & ADR

MSD: TS BS Phan Trong Giéo
Coéng ty MSD

PGS TS Tran Quang Binh
PGP BV CIH

PGS TS Tran Van Ngoc
Chu tich Hoi H6 hdp TP HCM

BS CKII Phan Thi Xuan
TKICU BVCR

ThS BS Cao Xuan Thuc
BVCR

PGS TS Tran Van Ngoc
Ban Td chirc HN
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DUY, PGS. TS. BS. CHU THI HANH

GIO

13:15-13:35

13:35 - 13:55

13:55 - 14:15

14:15 - 14:55

14:55 - 15:15

15:15 - 15:35

15:35 - 16:20

16:30

PE TAI

Téng quan VPCD do MRSA

Téng quan VPBV-VPTM do
MRSA

B&o cao chuyén dé cta cong ty
Nghién ctru invitro phéi hop_
khang sinh trong nhiém khuan
do vi khuan da khang

Giéi lao-tham quan trién 1am

Chan doan va diéu tri viem mu
mang phdi do tu cau

Cap nhat cac thubc diéu tri
MRSA

Bé&o céo chuyén dé cta cong ty

Thao luan

Tong két HN tai HT A
Boc tham trang giai

PHIEN 4: VIEM PHOI BENH VIEN - VIEM PHOI THO' MAY
DO MRSA

DIA PIEM: HOI TRWONG D3- LAU 10, TT UNG BUGU

CHU TOA: PGS. TS. TRAN QUANG BiNH, BS CKIl NGUYEN DINH

BAO CAO VIEN

BS CK Il Nguyén Dinh Duy
PGD BV Pham Ngoc Thach

PGS TS Chu Thi Hanh
Trung Tam HO6 hap BV Bach Mai

TS BS Pham Hung Van
Cha tich HGi Vi sinh Iam sang
TPHCM

TS BS Lé Thwong Vi
Pho6 Khoa H6 hap BVCR

PGS TS Tran Quang Binh
PGD CIH TPHCM

Chu toa doan

PGS TS Tran Van Ngoc
Ban Té chirc HN



PHIEN 5: VIEM PHOI O TRE EM
DPIA BIEM: HOI TRUONG D1,2 - LAU 111, TT UNG BU'OU BVCR

CHU TOA: PGS. TS. PHAN H(PU NGUYET DIEM, PGS. TS. PHAM
THI MINH HONG

STT GIO TEN PE TAI BAO CAO VIEN

Viém phéi do vi khuan khéng dién PGS TS Phan Hiru Nguyét Diém

1 S e PCN BM Nhi PHYD TPHCM

PGS TS Phan Hiru Nguyét Diém

2 13:35 - 13:55 Diéu tri VP do tu cau khang thudc PCN BM Nhi DHYD TPHCM

Viém phéi do Burkholderia

3 13:55-14:15  pseudomallei & tré em tai BV Nhi BS Bham ThanhiUyen

Péng 1 BV Nhi Bong 1
4 14:15 - 14:30 Phoi hqp Amo}>§|lllr,1/sulbactam D::mchlz PGS TS Pham Minh
trong viém phoi tré em Hong

14:30 - 15:00 Giai lao va tham quan trién [&m

Nghién ctru dac diém l1am sang TS BS Nguy&n Thj Thanh Ha
5 15:00 - 15:20  vavi sinh & bénh nhan NKH do A. N
baumannii (2011 — 2012) BV Nhi Bong 1 TPHCM

ThS BS Tran Thién Ngoc Thao

6 15:20 - 15:40  Mycoplasma dé khang khang sinh BM Nhi — BH Y khoa PNT

Sw chon loc vi khuan chi dwéng A _
rudt khang thuéc trong qua trinh 1S BS Ngo Ngoc Quang Minh
diéu tri nhiém khuan hd hap cap gy Nhj Pdng 1

& tré em tai Bénh vién Nhi Bongl

7 15:40 - 16:00

8 16:00 - 16:10 Gi¢i thiéu cty Imexpharm

16:10 - 16:30  Thao luan va tdng két phién Chu toa doan

Téng két hoi nghi .
16:30 . PGS TS Tran Van Ngoc
Boc tham trdng giai
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THONG TIN SAN PHAM
TIENAM®
(Imipenem va cilastatin sodium)
THANH PHAN
500mg imipenem va 500mg cilastatin.
CHIDINH
Chi dinh dé diéu tri cac nhiém khuan do cacvi khuan nhay véi thude trong
céc trudng hop sau: Nhigm khuén trong & bung, Nhiém khuén duong hd
héap dudi, Nhiém khuan phu khoa, Nhiém khudn mau, Nhiém khuan
dudng niéu dyc, Nhiém khudn khép va xuong, Nhiém khudn da va mo
mém, Viém noi tam mac
LIEU LUONG VA CACHDUNG
Téng liéu hang ngay va dudng ding ctia TIENAM dugc dya trén tinh chét
hodc mirc d6 nang cla nhidm khuan va dugc chia thanh cac liéu bang
nhau dya trén viéc danh gid mic 66 nhay cam cda vi khuén gay bénh,
chirc nang than va thé trong. DUNG BE TIEM TRUYEN TiINH MACH.
Phén Ié&n cac nhiém khudn dap (ng vai lidu 1- -29 méi ngay chla lam 3-4
lan. Dé diéu trj nhidm khuén vira, co thé dung liéu 1g x 2 lan mdi ngay. Voi
cac nhiém khuén do vi khuén it nhay cam hon, liéu TIENAM tiém tinh mach
mbi ngay c6 thé dugctang lén t6i da 4g/ngay hoac 50mgikg/ngay, tiy theo
liéu nao thép hon. M3i lieu 500mg TIENAM tiém tinh mach phai dugc
truyén finh mach trong 20-30 phit. Méi ligu >500mg phai duoc truyen
trong 40-60 phit. O’ nhirng ngud| bénh bi budn ndn khi truyén, thi tbe do
truyén co thé cham hon, Téng lidu téi da trong ngay khong nén vuot
qué 50mg/kg/ngay hodc 4gingay, tiy theo lidu nao thdp hon. Tuy
nhién, ngudi bénh bi xo hoa nang vai chlrc nang than binh thwéng, da
duoc didu trf voi TIENAM i liéu 90mgrkgingay, chia 1am nhidu 1an, nhung
khéng qua 4g/ngay. Cén giam liéu TIENAM cho nguéi bénh c6 do thanh
loc creatinin 70 mL{ phit/ 1,73m2 va/hodc thé trong <70kg. Nén dung liéu
125 mg hay 250 mg cho méi 12 giér cho cac ngu o1 bénh co6 d thanh loc
creatinin t& 6-20 mL/ phat/ 1,73 m2 abi véi hau hét che tac nhan gay bénh
Khi dung liéu 500 mg cho méi 12 giér c6 thé lam tang nguy co gay co glax
cho nhi¥ng ngudi bénh nay. (Chitiet chinh lidu ,xin doc thong tin chi tiét san
pham). Khéng dwgc cho ngudi bénh co df thanh lgc creatinin Smi/ phut/
1,73 m2 ding TIENAM tiém tinh mach, trir khi sé& tién hanh thdm phan mau
trong vong 48 gié. Chua cé du dir liéu dé khuyén cao ding TIENAM tiém
tinh mach cho ngudi bénh thdm phan mang bung.
LIEU LUONG O' TREEM
(a) TRE EM can nang =40kg nén dung liéu cia ngudilon ( b) TRE EM VA
TRE SO SINH cén ning <40kg: Dbi v&i bénh nhi tir 3 thang tudi tré lén,
liéu khuyén cao cho cac truéng hop nhiém khuan ngoai hé than kinh lrung
wong la 15-25 mgrkg/ lidu cho méi khodng cach 6 gio mot lan. D6i voi
bénh nhi dwéi 3 thang tudi (thé trong = 1500 g), liéu khuyén cao cho
cac truong hop nhiém khuan ngoai hé than ktnh trung uong nhu sau: <1
tudn tudi: 25 mg /kg cho mbi 12 gity, 1-4 tuan tudi: 25 mg/kg cho méi 8 gicr, 4
tuén-3 thang tudi: 25 mg/kg cho mdi 6 gty
Cac liéu tir 500mg tror xuong nén dugc tmyén tinh mach t&r 15 dén 30 phat.
Liéu trén 500mg nén duore truyén tinh mach tir 40 dén 80 phit
Khéng dung TIENAM cho bénh nhi cé thé trong dudi 30 kg lai co suy chirc
nang than vi chura co dir liéu 1am sang cho cac trudng hop nay.
TIENAM khong duoe khuyén nghj trong diéu trj viém mang néo.
CHONG CHIDINH
Qua méan cam vai bat ky thanh phan nao cia sén pham.
THAN TRONG
C6 mét sé bang chirng trén lam sang va trong phong thi nghiém vé dj (ing
chéo mdt phan gitra TIENAM va cac khang sinh khac thude nhém beta-
lactam khac, penicillin va cephalosporin. Truwdc khi diéu trj bang TIENAM,
nén tim hidu k§ v& céc tién st phan (ng qué mén trde do véi céc khang
sinh nhém beta-lactam. Néu phan tmng dj tng véi TIENAM xay ra, phai
nglng thude va tién hanh c4c bién phép xd tri thich hop.
Cac truéng hop bao cao trong y van cho thdy viéc s dung cac
carbapenems bao gém imipenem cho ngucn bénh dang dung acid
valproic hodc divalproex sodium da lam giam néng dd acid valproic
Khéng khuyén céo str dung imipenem ciing lic véi aic valproic/divalproex
sodium. Néu can str dung TIENAM, nén xem xét bd sung thude chéng co
giat/dong kinh khac.
Viém dai trang c6 mang gid d& duoce ghi nhan véi hiu hét cae khang sinh
va mirc do co thé tir nhe téi de doa tinh mang. Do dé, khang sinh phai
duoc st dung cAn than & ngudi bénh c6 tién sir bénh 1y dng tiéu héa, dac
biét Ia viém dai trang. Phai ngh t&i chan doan viém dai trang cé mang gia &

TIENAM

Tai liéu tham khao
1.Thong tin chi tidt in phdm

San xuét bdi Merck & Co., Inc

Elkton, Virginia 22827, USA

Péng goi bai : Merck Sharp & Dohme (Australia) Pty. Limited
54-68 Ferndell Street, South Granville, N.S.W. 2142, Australia

DNNK: Cong ty C6 phan Dugc ligu TW 2
24 - Nguyén Thi Nghia, Q.1, TPHCM

TP HO CHI MINH
Lau 16 Kumho Asiana Plaza

Tai liéu thong tin cho can bé y té
ngudi bénh bj tiéu chay khi dung khang sinh. Du nhiéu cdng trinh nghién ciru
cho thdy mét doc t6 san xuat bdi Clostridium difficile 1a nguyén nhan dau tién
gay viém dai trang do ding khang sinh, nhung cac nguyén nhan khac cing
phai dugc nghitéi. KHI MANG THAL: viéc sir dung TIENAM & nguai mang thai
chua dugce nghién ciru day da va k¥ ludng, do dé chi nén dung TIENAM trong
thai ky, néu lgi ich cho me virgt hon nguy co cho bao thai. CHO CON BU
imipenem da dugc tim thdy trong sira me. Néu viéc st dung TIENAM thye sy
cén thiét cho me, thi me nén ngirng cho con bu. VOI TRS EM: khéng dung
TIENAM cho tré bj nhiém khuén than kinh trung uong vi nguy co co giat
Khong dung TIENAM cho nhirng b&nh nhi <30 kg bi roi loan chirc nang than
(creatinine huyét thanh >2mg/dL) vi chua c6 di¥ liéu I8m sang cho déi tiong
nay. HE THAN KINH TRUNG UONG: ciing nhur véi cac khang sinh beta-
lactam khac, cac tac dung ngoai ¥ trén hé than kinh trung rong nhu chirmg co
co, trang thai I 13n, co giat da duwoc ghi nhan, nhat la khi vugt qua liu khuyén
c4o dua trén chirc nang théan va thé trong. Cac tac dung nay thuong duoc qhu
nhan nhiéu nhat & ngu0| bénh ¢o bénh & hé than kinh trung wong (VI dy: ton
thvong néo hodc tién sir dong kinh) va/hoac chirc néng than @ tén thuong
khién thubc co thé tich Iuy lal. Do d6, nén theo sat phac db liéu lugng khuyén
cé0, nhat & & nhirng dbi tuong ké trén (xin doc phan Liéu ligng va cach
dung). Nén nep tyc dung thudc (‘hong co giat & cac ngudi bénh bj bénh dong
kinh. Néu xdy ra run cuc bd, co cor va co giat, ngudi bénh phai duoc kham than
kinh va diéu trj co giat ngay néu chua duorc diéu trj ti trée. Néu cac triéu
chirng cia hé than kinh trung wong van uep tuc, phai giam lidu hoac ngung
TIENAM. Ngudi bénh cé dé thanh Ioc creatinin SmL/phut/1,73m2 khong nén
ding TIENAM, trir khi s& dwgc thdm phan mau trong vong 48 gio. Boi voi
ngum bénh dang thAm phan mau, TIENAM chi dugc khu;én cao st dung khi
can nhac loi ich diéu tri virot hon han nguy co co giattiém an
TUONG TAC THYOC
Bong kinh toan the da duoc ghi nhan & ngudi bénh diing dong thoi ganciclovir
va TIENAM. Khéng dugc phdi hgp nhing thudc ndy véi nhau trir khi lgi ich

digu tri vwothon han nguy co'.
Céc trding hop bao cao trong y van cho thay viéc sir dung céc carbapenem

bao gom :mlpenem cho bénh nhan dang dung acid valproic hoac dlva!proex
sodium da lam giam nong do acid valproic. Néng do acid valproic ¢6 thé giam
duéi mire didu tri do két qua twong tac thube nay, do dé lam lang nguy co béc
phatconco glabdong kinh. M&c di chura rd co ché tong tac thude nay, dir liéu
tr cac ngh:én ciru in vitro va nghién ciru trén (I?ng vat ggi v cac carbapenem
6 & rc ché qua trinh thiy phén chét chuyén hoa glucoronide cla acid
valproic, do délam ?:am ndng d6 acid valproic trong huyét thanh.

TAC DUNG NGO,

TIENAM thuong duoc dung nap tét. Trong céc nghién ctvu 1dm sang co dbi
chung Cac tac dung ngoai y hiem khi doi hdi phai ngiyng thudc va thudng nhe
va thoang qua, hiém g@p cac tac dung ngoai Y nghiém trong PHAN UNG TAI
CHO: héng ban, dau va chal tai chd, viém tac tinh mach. PHAN UNG D|
U'NG/DALIEU: ndiban, ngtra, may day, hdngban da dang, hoi ching Steven-
Johnson, pht mach, nhiém doc biéu bi hoai tr (hlem) viém da bong vay
(hiém), nhidm nm Candida, sét bao gdm sbt do thube va cac phan ting phan
vé. PHAN UNG TIEU HOA: buon nén, nén, tiéu chay, déi mau men rang va/
hoac |u6| HUYET HOC da gaptang bach cluua eosin, giam bach cau, guam
bach cau trung tinh, k& ca mat bach cau hat, giam tiéu cau, tang tiéu cau, giam
hemoglobin, thiéu mau bét san tly va kéo dai thai gian prothrombin. CHU'C
NANG GAN: tang transaminase huyét thanh, bilirubin va/hoac phosphatase
kiém huyét thanh, suy gan (hiém gép), viém gan (hiém gép) va viém gan bao
phat (rat hiém). CHU'C NANG THAN: thiéu niéu/ v niéu, da niéu, suy gan
(hiém g&p), suy than cap (hiém). HE THAN KINH/ TAM THAN: ciing nhu vé&i
cac khang sinh beta-lactam khac, nhirng tac dung ngoai y trén hé than kinh
trung wong nhu co co, réi loan tam Iy, ké ca do glac lrang théli It 1&n hodc co
giat toan than da dugc ghi nhan voi dang bao ché de tiém tinh mach. VOI
NGU'QI BENH B| GIAM BACH CAU: khi diéu tri v&i TIENAM, budn nén va/
hoac ndn cé lién quan dén thudc thudmg gap & ngudi bénh bj giam bach cau
hon la & ngudi bénh khong bi gidm bach

QUALIEU

Hién chua c6 thong tin cho digu tri déc hiéu cac trudrng hop str dung TIENAM
qua lidu. Imipenem-cilastatin natri co thé tham phan dugc. Tuy nhién, lgi ich
clia thi thudt nay trong trudrng ho'p qué lidu van chua rd rang.

DANG TRINH BAY

TIENAM IV 500/500 dang truyén tinh mach, méi o chira 500mg imipenem
(twong duong dang khan) va 500mg cilastatin dang twong duong, dugc cung
cap dudidang bot vé tring trong Io c6 dung tich 20 mL. M&i hdp chira 50 o
BAO QUAN: Bao quan bot khd dudi 25°C.

DOC KY THONG TIN CHI TIET SAN PHAM TRU'O'C KHI KE TOA.

VPDD MERCK SHARP & DOHME ( ASIA) LTD., VIET NAM

HA NOI
Téng 14, Keangnam Hanol Landmark

€9 MSD

39 Lé Duan, Quan 1
DT (84-8) 38278100 * Fax: (84-8) 38278101

Buong Pham Huiing, Khu db thi Cau Gidy, xa Mé& Tri, huyén Tir Liém, Ha Noi
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THACH THU’C TRUOC TINH HINH PE KHANG KHANG SINH TRONG VIEM PHOI
HIEN NAY

Nguyén Viét Nhung (*)

Viém phoi bao gom viém phéi mac phai tai cong ddng va viém phoi bénh vién la nguyén nhan gay tu
vong hang dau va gay ra ganh nang y té cao, dac biét trude tinh hinh dé khang khang sinh hién nay.

Dé giai quyét van d& nay can tuan theo 2 nhém giai phéap chién lugc do6 1a phét hién, chan doan, diéu tri
sém hop ly va giai phap du phong bao gdm kiém soat nhiém khuan va chién luoc sir dung khéang sinh.

Vén d& khang khang sinh de doa an ninh y té toan ciu, vi vdy thang 9 nim 2016 tai New York, Dai hoi
ddng Lién hiép qudc da td chirc cudc hop cip cao cam két tap trung giai  quyét van dé nay. Pay 1a su
kién lan tht 4 trong lich sir Lién hiép quéc sau van dé HIV, Ebola va céc bénh khong lay nhiém.

Nim 2013, Bo Y té da ban hanh ké hoach hanh dong quéc gla phong Chong khéng thudc giai doan 2013-
2020 cho thay su quan tdm vé chinh sach nhung trong thyuc té con nhiéu bat cap.

Bai trinh bay nay nhim tong quan tinh hinh cin nguyén giy viém phdi cong dong, viém phdi bénh vién,
céc chuan thuc hanh trong chan doan, diéu tri va mot sé lya chon giai phép du phong mang tinh chién
luoc & Viét Nam.

(*) PGS TS. BS. Gidm doc Bénh vién Phoi Trung wong

Chi tich Héi Lao va bénh Phéi Viét Nam



PNEUMONIA IN AMR ERA: THREAT AND SOLUTION

Nguyen Viet Nhung (*)

Pneumonia including CAP and HAP is leading cause of acute disease and death and health burden
nowadays, especially in the era of antibiotic microbial resistance (AMR).

To deal with this problem, we should follow 2 strategic solutions: (1) detection, diagnosis and properly
treatment and (2) prevention including infection control measure and optimal use of antibiotic in general.

The AMR issue is defined as in the list of global health security, therefore in September 2016 the United
Nation General Assembly High level meeting was organized in New York in order to get commitment to
deal with this problem globally. This is 4" even ever in UN history follow HIV, Ebola and NCD.

In 2013, Ministry of Health issued a National Action Plan on AMR in the period 2013-2020 that showed
high commitment but in fact there are still many unmet practical issues.

This presentation will update current situation of pathogens of pneumonia, standards of care for diagnosis,
treatment and some selected strategic preventive solutions in Viet Nam.

Key word: Pneumonia, CAP, HAP, AMR

(*) Asso. Prof. MD. PhD. Director, National Lung Hospital

President, Viet Nam Association against TB and Lung Disease



DUQ'C DPONG HOC - DUQ'C LUC HOC (PK/PD) CUA KHANG SINH TRONG PIEU
TRI VIEM PHOI

Nguyén Hoang Anh (*)

Tinh trang gia tang cac chung vi khuan da khang kém theo su thiéu hut khang sinh méi 1a thach thuc Ion
vé6i thue hanh 1am sang yéu cau phai téi wu hoa va sir dung hop ly cac khang sinh hién co, dic biét véi cac
nhiém khuan nang nhu viém phdi bénh vién. Nhanh chéng dat duoc muc tiéu Duoc dong hoc/Dugc luc
hoc (PK/PD) cua khang sinh giup tang ty I¢ dap ang 1am sang va vi sinh ¢ cac bénh nhan nang. D liéu
nghién cu hién 6 ca in vitro va 1am sang cho thay ti vu st dung khang sinh khéng nhimg hudéng téi toi
da hiéu qua 1am sang ma con can ngin ngira dot bién khang thude cua vi khuan. Sy ra doi ciia cac phéac
d6, ché do liéu cua khang sinh tuan theo nguyén tic PK/PD trong nhimng nim gan day giap kéo dai tudi
tho cua khang sinh. Bai trinh bay s& tap hop va cap nhét thdng tin vé dic tinh PK/PD cua cac nhém khang
sinh quan trong va d& xuét cac khuyén céo vé lidu co thé ap dung trong thuc hanh diéu tri viém phéi.

ABSTRACT

Nguyen Hoang Anh

The recent surge in multidrug-resistant pathogens combined with the diminishing antibiotic pipeline has
created a growing need to optimize the use of our existing antibiotic armamentarium, particularly in the
management of hospital acquired pneumonia. Optimal and timely pharmacokinetic/pharmacodynamic
(PK/PD) target attainment has been associated with an increased likelihood of clinical and
microbiological success in critically ill patients. Emerging data suggest that optimization of antibiotic
therapy should not only aim to maximize clinical outcomes but also to include the suppression of
resistance. The development of antibiotic dosing regimens that adheres to the PK/PD principles may
prolong the clinical lifespan of our existing antibiotics by minimizing the emergence of resistance. This
presentation summarizes the relevance of PK/PD characteristics of different antibiotic classes on the
development of antibiotic resistance. On the basis of the available data, we propose dosing
recommendations that can be adopted in the clinical setting, to maximize therapeutic success and limit the
emergence of resistance in pneumonia.



DUQC DONG HQOC - DUYQ'C LUC HOC (PK/PD) CUA CAC THUOC KHANG NAM

Nguyén Hoang Anh (*)

Trong thap nién vira qua, mdi twong quan giita liéu va hiéu qua diéu tri trong nhiém nam xam Ian nang da
dugc nghién ciru day théng qua ap dung céc nguyén tic Dugc dong hoc/Duoc luc hoc (PK/PD) véi thude
khéng nim. Twong tu khang sinh, thuc khang nam ¢ thé cé hiéu qua diét nAm hozc kim ndm, phu thudc
nong d6 hoac khéng phu thudc nong do. Su khac biét vé dic diém duoc luc hoc dong vai trd quan trong
trong lya chon va xay dung ché do liéu cua thudc khang nam, dic biét trong diéu tri nim kém dap tng,
khang thudc hozc trén bénh nhan ning co thay doi rd rét vé dugce dong hoc cua thudc. Bai trinh bay s&
t6ng hop va cap nhat cac thong tin vé dic tinh duge dong luc hoc cua cac thudc khang nam dang sir dung
trén 1am sang hudéng téi sir dung hiéu qua, an toan trén thudc khang nim ¢ bénh nhan niang hoic bénh
nhan cd suy giam mién dich.

ABSTRACT

Nguyen Hoang Anh

In the last decade, the relationship between drug dosing and treatment efficacy for life-threatening fungal
infections has been clarified by application of pharmacodynamic principles to the study of antifungal
agents. Similar to antibacterials, antifungal agents can display static or cidal patterns of activity against
pathogenic fungi that can be broadly classified as either concentration-dependent or concentration-
independent. The differences between these pharmacodynamic patterns can play an important role in the
selection and dosing of antifungal therapy, especially in the treatment of uncommon or resistant mycoses.
Knowledge of these pharmacodynamic characteristics may also guide an exploration of unconventional
dosing strategies that could prove to be as effective, safe, and more convenient in critically ill or
persistently immunosuppressed patients.

(*) Trung tdm Qudc gia vé Thong tin Thudc va Theo ddi ADR, Bé mén Duoc Iy, trirong Pai hoc Duwoc Ha
noi



BAC DIEM VI KHUAN VA BE KHANG KHANG SINH TRONG VIEM PHOI BENH
VIEN - VIEM PHOI THO' MAY TAI BENH VIEN CHQ RAY 2015 — 2016

Tran Thi Thanh Nga*, Trwong Thién Phii*, Nguyén Vin Khéi*, Lé Phwong Mai*, Ngé Minh
Quén*, Ping Anh Tuan*

TOM TAT
MUC TIEU:

Khao sat sy phan bb va dé khang khang sinh ciia cac vi khuan thuong gap gay viém phoi bénh vién
(VPBV) — viém phdi tho may (VPTM), két qua khao séat sé gop phan vao dir liéu co ban cho viéc hudng
dan sir dung va quan Iy khang sinh trong bénh vién nham gidp cac cac Bac Si lam sang thém kinh nghiém
chon Iya khang sinh trong diéu tri ban dau, dé c6 thé giam ty 18 tir vong, giam thoi gian nam vién va giam
chi phi diéu tri, trong bdi canh dé khang khang sinh ngay cang gia ting trong cac bénh ly nhiém khuan
dac biét 1a nhiém khuan do VPBV — VPTM.

PHUONG PHAP

Hoi ctiu két qua nudi cay vi khuan duong tinh cta cac bénh pham dudng hé hap (DRPQ va dam) tai khoa
Vi Sinh bénh vién Cho Riy tir 2015 — 2016. Cac bénh pham dugc nudi cdy, dinh danh, khang sinh do
theo tiéu chuan CLSI 2015 bang may Vitek 2 va Vitek MS cua hang BioMerieux.

KET QUA

- 2015: 2.042 (47%) A. baumanni, 793 (18.3%) K. peumoniae, 551 (12.7%)

P. aeruginosa, 235 (5.5%) E. coli, 430 (10%) S.aureus.

- 2016: 2.348 (45.6%) A baumanni, 893 (17.3%) K. peumoniae, 631 (12.2%) P. aeruginosa, 303 (5.8%)
E. coli va 500 (9.7%) St.aureus.

La nhitng ching gay VPBV- VPTM nhiéu nht.

- Ty l¢ dé khang cua cac chung vi khuan Gram [-] vai cac khang sinh ho carbapenem nhom 2 nhu sau: A.
baumannii > 85%, P. aeruginosa > 60%, K. peumoniae > 30%, E. coli > 10%.

- Ty lé @& khang cua chung vi khuan Gram [+]: St. aureus: dé khang voi da s6 cac khang sinh chi con
Teicoplanin, Tigecycline, Vancomycine va ty 1€ MRSA la 78%.

KET LUAN

Céc tac nhan thuong gap trong viém phoi bénh vién — viém phéi thd méay gom A. baumannii, K.
peumoniae, P. aeruginosa, E. coli va St. aureus. Mic d6 dé khang khang sinh cua céc chung vi khuan
Gram 4m ngay cang gia tang vdi cac khang sinh dang sur dung, dac biét véi carbapenem nhém 2 la nhém
khéng sinh chu lyc trong diéu tri nhiém khuan nang hién nay. S.aureus c6 ty 16 MRSA cao. Dé c6 dit liéu
chinh xac can chi y chuan héa viéc Iy bénh phdm va céc ky thuat thuc hién nuéi cy, dinh danh, khang
sinh d6 trong bénh phiam dudng hd hap dac biét bénh pham dam.

Tu khoéa: VPBV-VPTM

*Khoa Vi sinh 1am sang — BV Cho Rdy
Téc gid lién hé: BS. CKII. Tran Thi Thanh Nga
Email: ngatrancrh@gmail.com. DT: 0908185491



CHARACTERISTICS OF BACTERIA AND ANTIBIOGRAM RESISTANCE IN
HOSPITAL ACQUIRED PNEUMONIA (HAP) — VENTILATOR ASSOCIATED
PNEUMONIA (VAP) IN CHORAY HOSPITAL 2015-2016

Tran Thi Thanh Nga*, Truong Thien Phu*, Nguyen Van Khoi, Le Phuong Mai*, Ngé Minh Quan*,
Dang Anh Tuan*.

SUMMARY:
OBJECTIVES:

Survey on distribution and antibiotic resistance of common bacteria causing hospital acquired pneumonia
(HAP) — ventilator associated pneumonia (VPTM),

Survey results will contribute to the basic data for the manual and management of antibiotics in hospitals
to help the clinician more experienced choice of antibiotics in the initial treatment, for can reduce
mortality, reduce hospital stays and reducing the cost of treatment, in the context of antibiotic resistance is
increasing of pathological infection special HAP — VAP.

METHODS

Retrospective positive culture results respiratory specimens at the department of Microbiology in Cho
Ray Hospital from 2015 to 2016. The specimens were identified, antibiogram susceptibility according
CLSI standards 2015 by Vitek 2 and Vitek MS of Biomerieux.

RESULTS

- 2015: 2.042 (47%) A. baumanni, 793 (18.3%) K. peumoniae, 551 (12.7%)

P. aeruginosa, 235 (5.5%) E. coli, 430 (10%) S. aureus.

- 2016: 2.348 (45.6%) A. baumannii, 893 (17.3%) K. peumoniae, 631 (12.2%) P. aeruginosa, 303 (5.8%)
E. coli. 500 (9.7%) St. aureus. This is the most pathogenic bacteria strains.

- Rate of resistance of Gram [-] strains to the antibiotic carbapenem group 2: A. baumannii > 85%, P.
aeruginosa > 60%, K. peumoniae > 30%, E. coli > 10%.

- Rate of resistance of Gram [+]: S. aureus: multidrug resistant only teicoplanin, Tigecycline,
Vancomycine and MRSA 78%.

CONCLUSION

The current Gram-negative bacteria are common in HAP — VAP: A. baumannii, K. peumoniae, P.
aeruginosa, E. coli. The levels of antibiotic resistance of these bacteria are increasing with the antibiotics
in use, especially carbapenem group 2. In order to obtain accurate data, it is necessary to standardize the
collection and the techniques of culture, identification and antibiotic in respiratory specimens, especially
sputum specimens.

Keywords: HAP-VAP

*Clinical Microbiology Department Cho Ray Hospital
Contact Author: Tran Thi Thanh Nga MD.
Email: ngatrancrh@gmail.com. Tel: 0908185491



Tai Liéu Thong Tin Cho Can Bo Y Té

g V|M‘PH6| MAC PHAI CONG PONG '
% NHIEM KHUAN 6 BUNG CO BIEN CHU

._c NHIEM KHUAN DA & CAU TRUC DA _
COBIENCHUNG



Tai Liéu Théng Tin Cho Cdn B6 Y Té

b

/
~

tigecycline IV’

TEN THUOC: TYGACIL.

THAMH PHAN: 50 mg tigecyclin; cdng thic chifa lactose. DANG BAO CHE:
Bot dng khd vé khuan pha dung dich truyén tinh mach. CHI DINH: Diéu tri
cac nhiém khudn da 6 bang chiing rd rang hodc kha nang cao I gay ra bdi
cac ching vi khuan nhay ¢dm & bénh nhan nang tir 18 tudi trd Ién: nhiém
khuan da, cdu tric da cd bién ching; nhiém khuan & bung cd bién ching;
viém phdi cong dong ke ca trutmg hop c6 nhiém khudn médu. Gidi han chi
dinh: khong chi dinh diéu tri nhiém khudn ban chan trong ddi thao dubng;
viém phdi bénh vién; viém phdi thd may. DUONG DUNG: truyén tinh mach
trong 30 - 60 phuit. LIEU DUNG: khéi déu 100 mg, sau do 50 mg méi 12 gid.
Thdi gian diéu tri: nhiém khuan da, cu tric da co bién ching, nhiém khuan
0 bung cd bién ching: 5 - 14 ngay; viém phdi cdng dong: 7 - 14 ngay. Thai
gian diéu tri phu thudc mdc do nang nhe, vi tri nhiém khuan, tién trién lam
sang va vi sinh clia bénh nhan. Suy thdn: khong cn chinh liéu trén bénh
nhan suy than hoac dang tham phan méu. Suy gan: Nhe dén trung binh
(Child Pugh A v B): khdng can chinh liéu; Neing (Child Pugh C): khai dau 100
mg, sau d6 25 mg mdi 12 gidrva than trong theo doi dap tng diéu tri. Tré em:
do chua di dif liéu danh gid an toan, hiéu qua cia tigecydin trén bénh nhan
dudi 18 tudi, chi st dung khi khdng cd thudc thay thé. Tré 8 — 17 tudi: 1,2
mg/kg mdi 12 gid, tdi da 50 mg mdi 12 gidr. Tré 12 - 17 tudi: 50 mg mdi 12 gid.
Nguri cao tudi: khong cin chinh liéu. Chiing tdc va gidi tinh: khéing can
chinh liéu trén co sd chiing toc va gidi tinh. CHONG CHI DINH: bénh nhin
man cdm véi tigecyclin. THAN TRONG: Ty Ié tif vong do ¢de nguyén nhdn
khde nhau: c6 sy gia tang ty 1€ t0 vong do moi nguyén nhan so vdi nhém
chiing, nguyén nhan s khac biét nay van chua duoc xdc dinh. Tigecyclin nén
dugc st dung trong céc trudng hop khang cd liéu phdp thay thé. Trong viém
phéi bénh vién: t |& tivong dao dong va ty 1& chita khéi thip. S6c phdn vé/
phin ting dang phdn vé: da dugc bdo cdo & hau hét thudc khang khuan ké
ca tigecyclin, va ¢6 thé de doa tinh mang. Do tigecyclin cd ciu tric tuong ty
nhom tetracyclin, than trong khi ding cho bénh nhan man cdm véi khing
sinh nhém tetracydlin. Anh huréng trén gan: tang bilirubin toan phan, ting
thii gian prothrombin va transaminase. Khi cd két qua xét nghiém chiic nang
gan bét thuéng, nén theo ddi chiic nang gan, danh gia lgi ich/nguy co néu
tiép tuc diéu trj vdi tigecyclin. Tac dung khdng mong mudn cd thé xdy ra sau
khi da ngimg thudc. Viém tuy: c6 vai truting hap viém tuy cap, dan dén tir
vong, ké i & bénh nhan khéng cd yéu t6 nguy ca. Triéu chiing dugc i thién
khi ngiing thudc. Xem xét chan doan viém tuy cdp khi cd triéu ching, dau
hiéu lam sang, két qua xét nghiém bt thuting gaiy dén viém tuy cdp; ngiing
tigecycline trén bénh nhan nghi ngir viém tuy tién trién. Phu nif ¢ thai:
dung tigecyclin cd thé gay hai thai nhi; chi nén ding trong thai ky mang thai
néu hiéu qu mang lai l6n hon nguy co. Bénh nhan can dugc thing bao vé
nguy co ddi vdi thai nhi néu bénh nhan cd thai trong théi gian ding thudc.
Tigecydin chua dugc nghién ctiu dé sif dung khi chuyén da va sinh con. Théi
ky cho con bi: chua rd tigecyclin cd bai tiét qua sifa me hay khang, can than
trong khi sit dung cho phu ni cho con bi. #3i mdu rdng vinh vién: néu ding

Pfizer §

tigecyclin trong thai ky phat trién rang; chi s dung khi cac thudc khac khong
hiéu qua hoac chdng chi dinh. Viém dai trang gid mac: tif nhe dén de doa
tinh mang da dugc bdo cdo vdi hau hét khang sinh, cin xem xét chan dodn
bénh nay khi ¢6 dau hiéu tiéu chay khi ding khang sinh. Tiéu chdy lién quan
Clostridium difficile (CDAD): tir miic dd nhe, viém rudt két dan dén tivong
da dugc bdo cdo vdi hau hét khang sinh. Nén ghi bénh an can than, ngiing
khang sinh, bii nudc va dién gidi, bd sung protein, diéu tri khang sinh hiéu
qua vdi C. difficile, can nhac can thiép ngoai khoa dua trén tinh trang lam
sang. Thiing rudt: than trong véi bénh nhan nhiém khudn 6 bung cd bién
chiing thi phat sau thiing rugt. Tde d6ng ciia nhém tetracydlin: do ciu tric
tuong ty, tigecydlin ¢6 thé ¢ cdc tac dung khdng mong mudn tuang ty nhom
tetracyclin nhu: nhay cdm vdi anh sang, gia u ndo, tac dung chdng dong héa
dan dén ting uré mau (BUN), ting nits mau, toan chuyén hda va ting
phosphat mau. Béi mhiém: sit dung khang sinh c6 thé lam tang sinh mét sd
chiing vi sinh vat khdng nhay cm, ké a nam. Theo déi chat ché bénh nhan,
néu xudt hién bai nhiém, phai cd bién phap i tri thich hap. Sur phdt trién
cdc chiing vi khudn khdng thuée: ké don khang sinh khi khing <6 bing
chiing hodc kha nang cao [a nhiém khuan s& lam tang nguy co phat trién cic
chiing vi khudn khéng thudc. Anh huég trén khd ndng Idixe va vn hanh
mdy méc: tigecyclin c6 thé gay chong mat, gay anh hudng dén khd nang lai
xe va/ hodc van hanh méy méc. TUONG TAC THUOC: Digoxin: khong cin
chinh liéu tigecycline khi dung cing vdi digoxin. Warfarin: khi ding déng
thai tigecydlin va warfarin, nén theo dai thai gian prothrombin hodc cac xét
nghiém déng méu thich hop. Cde thude chuyén héa qua CYP450: tigecyclin
khang lam thay doi chuyén hda cia thudc dugc chuyén hda bdi cac enzyme
nay. Thudc trdnh thai: st dung dong thai cac khang sinh va thudc trédnh thai
duiig udng cd thé [am gidm tac dung ciia céc thudc trénh thai. Anh hudng
dén két qud xét nghiém va cdc xét nghiém chdn dodn khdc: khong c6
thiing bao vé tuong tac gidia thudc va két qua xét nghiém. Tde dung khdng
mong muén: Phan loai theo tn sudt. Rdt thutg gdp (=10%): buén nén
29,9% va non 19,9%; thutng xuit hién sém vao ngay thi 1-2. Ngimg ding
tigecyclin thutmg lién quan nhiéu nhat dén budn nén (1,6%) va ndn (1,3%).
Thuig gdp (=1% va <10%): Kéo dai thai gian hoat hda ban phan phic hgp
thromboplastin (aPTT), kéo dai thai gian prothrombin (PT), gidm tiéu cau;
Tang bilirubin méu, ting uré mdu (BUN), ha protein mau, ha dung huyét;
Chdng mat; Viém tinh mach; Viém phai; Chdn &n, dau bung, kh tiéu; Tang
men AST va ALT huyét thanh; Ngua, ban d5; Bau ddu, cham lanh vét thuong,
phdn ting tai chd tiém; Tang amylase huyét thanh. ft gdp (=0,7% va <19%):
Tang chi s INR; Viém tac tinh mach; Viém tuy cap; Vang da; Viém, dau, pha,
viém tinh mach tai noi tiém; Tdn sudt khdng xdc dinh: Phan ing so¢, soc phan
vé; Tac mat gan; Phan ting da nang, bao gdm hoi ching Stevens-Johnson.
San xuat tai WYETH LEDERLE S.R.L. Via Franco Gorgone Z.., 95100
(atania (CT),Y. Nha nhép khau va phén phéi: Cng ty CP Dugc liéu
TW2, 24 Nguyén Thi Nghia, Quan 1, TR Ha Chi Minh.
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THYC TRANG BE KHANG KHANG SINH TRONG VIEM PHOI BENH VIEN VA
VIEM PHOI THO MAY TAI VIET NAM

Tran vin Ngoc (*)
Tom tit:

Dé khang khang sinh cua vi khuan gay viém phdi bénh vién va viém phdi lién quan tha may ( VPBV-
VPTM) hién nay la cuc ky nghiém trong va ngay cang gia tang, rat kho kiém soat trong diéu kién qua tai
bénh vién ¢ Viét Nam.VPBV va VPTM van con 1a nguyén nhan tir vong quan trong mac di ¢6 nhirng tién
bo trong diéu tri khang sinh va nhiing bién phap diéu tri nang d& tét hon.Ti 1¢ tir vong do VPBV — VPTM
khoang 33-50%, dic biét do Acinetobacter baumannii P.aeruginosa hay vi khuan gram am sinh men

khéang carbapenem.

Téc nhan gay bénh hang dau hién nay la Acinetobacter baumannii khang dién rong kha phé bién trong
hiu hét bénh vién, dic biét tai ICU trung tdm hay nhirng phong cip ciu tai cac khoa 1am sang. K.
pneumoniae va E. coli sinh ESBL rét cao tai hau hét cac bénh vién. Nhiing nghién ctu trong nudc hién
nay di cho thdy vi khuin gram 4m sinh carbapenemase di tr& nén phd bién ¢ cac bénh vién.
Staphylococcus aureus, dac biét MRSA voi MIC gia tang (MIC > 1,5 mg/l) d6i véi vancomycine ngay

cang gia tiang tai Viét Nam gay rat nhiéu kho khin trong diéu tri véi vancomycin.

Nguy co tir vong Xay ra, ngoai nhimg tic nhan da khang, thuong trén bénh nhan c6 nhiéu bénh dong thoi
nhu xo gan, nghién ruou, tiéu duong, COPD giai doan ning, suy dinh dudng, tudi gia ...rat thuong gap ¢
Viét Nam.



SUMMARY: REAL SITUATION OF ANTIBIOTIC RESISTANCE OF AGENTS
CAUSING HAP AND VAP IN VIETNAM.

Tran Van Ngoc

Antibiotic resistance of pathogens causing hospital - acquired pneumonia and ventilator asscociated
pneumonia was extremely high, rapidly increasing and it is very difficult to control in the overload
condition of Vietnam’s hospitals. HAP and VAP remain the important causes of morbidity and mortality
despite advances in antimicrobial therapy and better supportive care modalities. Mortality of HAP and
VAP is vary from 33 to 50%, especially pneumonia due to A. baumannii, P. aeruginosa and
carbapenemase producing gram negatives. Pathogens causing HAP and VAP usually are MDR A.
baumannii, P. aeruginosa and aerobic gram negative bacteria such as ESBL / carbapenemase producing
E.coli, K.pneumoniae, Enterobacter ( 90% ). HAP and VAP due to gram positive in only 10% in
prevalence but MICg of vancomycine for MRSA higher than 1.5 mg/l is now very often in Asian

countries and Vietnam that causes treatment failure by vancomycin.

The high risk of mortality occurs, beside the infections due to the MRD pathogens, usually on the patients
with many comorbidities, such as cirrhosis, diabetis mellitus, alcohol abusers, advanced stage COPD with

recurrent exacerbation and hospitalized, malnutrion, old age ...that are vevy common in Viet Nam.

(*) Chu tich Hoi H6 hip TPHCM, Phé Chu tich — Trudong Vin phong Dai dién Hoi Lao va Bénh phoi
VN, Truong Khoa HO hap BVCR, Phé trusng BM Noi PHYD TPHCM.



HIEU QUA CHUONG TRINH GIAM SAT SU DUNG KHANG SINH TAI BENH VIEN
CHQ RAY

To6n Thanh Tra*, Nguyén Trwong Son**, Pham Thi Ngoc Thao ***
TOM TAT

I. Pat van dé: Giam sét sir dung khang sinh trong bénh vién dugc xem 1a cach thic hiéu qua dé viéc su
dung khang sinh an toan, hiéu qua. Tir ndm 2013, bénh vién Cho Ray d trién khai chuwong trinh Giam sat
st dung khéang sinh trong bénh vién. Nam dau tién, 6 khoa 1am sang dugc giam sat thi diém voi mé hinh
hoat dong gom nhém hanh dong AMS, ban giam sat va cac Dugc si 1am sang. Két qua trong nam dau da
giam mot lugng khang sinh sir dung dang ké. Tir ndm 2015, chuong trinh dwoc trién khai tai tat ca cac
khoa 1am sang trong bénh vién. Hiéu qua chuong trinh qua ciia chuwong trinh nhu thé nao 1a van dé can
duogc nghién cau.

Muc tiéu nghién ciru: Xac dinh ty 1é tun thu huéng dan sir dung khang sinh bénh vién, ty 1¢é khang sinh
st dung trong bénh vién, tinh hinh nhidm khuan bénh vién khi tién hanh chuong trinh giam sat sir dung
khéang sinh trén toan bénh vién.

II. Poi twong va phwong phap nghién ctru: Tat ca cac bénh nhan néi tri c6 sir dung khang sinh trong
thoi gian tir 2014 dén 2016

Phuong phap thu thap s6 liéu: Chon ngan nhién cac khoa Iam sang va ngau nhién cac bénh an theo méa s6
nhap vién. Tién hanh thu thap dir liéu dya vao bang cau hoi soan san. Dit liéu nhidm khuan bénh vién
dugc thu thap hang thang va téng hop hang nam dya vao bao cdo cua khoa Kiém soat nhidm khuan. Sb
liéu khang sinh str dung va ty 1¢ khang sinh dugc tinh dwa vao tong sé khang sinh sir dung hang niam tir
bao cdo cua khoa Dugc.

I11.Két qua : C6 2.472 bénh nhan st dung khang sinh duoc dwa vao nghién ciru, trong d6 ¢6 1.664 bénh
nhan st dung khang sinh diéu tri va 808 bénh nhan sir dung khéang sinh du phong trong phau thuat.

-Ty Ié tuan thi huéng dan sir dung khéang sinh caa bénh vién trong khang sinh diéu tri tang dan va dat trén
77,5% vao cudi nam 2016.

-Ty 1& tuan tha huéng dan st dung khang sinh du phong trong phau thuat ting dan va dat trén 75 % dén
cudi ndm 2016

-Luong khéang sinh sir dung giam dan tir ndm 2014 dén 2016. Nam 2015 giam 1,9% so véi ndm 2014 va
nam 2016 giam thém 1,3% so véi nam 2015. S6 tién sir dung khang sinh nim 2015 giam 46 ty dong so
VGi nam 2014, ndm 2016 giam thém 20 ty dong so véi nam 2015

-Tinh hinh vi khuan da khang dwoc kiém soat, dic biét 1a tinh hinh dé khang ciia Acinetobacter baumaniie
-Tinh hinh nhidm khuan bénh vién duoc kiém soat (1,9%) niam 2016, ty 1& nhidm khuan vét mé 1a 4,0%,
céc tiéu chi nhiém khuan bénh vién déu giam ngoai trir viém phoi lién quan dén tho méay chua gidm déng
ke

Pinh huéng tiép theo

-Tiép tuc giam sat sir dung khéang sinh trong toan bénh vién ca khang sinh diéu tri va khang sinh phong
ngua

-Tang cuong hoat dong ciia nhém giam sat va nhom chuyén gia tu van

-Tiép tuc tap hudn kién thirc vé dé khang khang sinh, liéu phép xudng thang, va khéng sinh dy phong
trong phau thuat.

-Ap dung céng nghé thong tin vao hé thong giam sat

IV. Két luan: Chuong trinh Giam sat sir dung khéng sinh tai bénh vién Cho Ray mang lai mot sé két qua
ban dau. Ty Ié tuan thu hudng dan st dung khéang sinh cua bénh vién ting dan, lugng khang sinh st dung
giam, ty 1& nhiém khuan bénh vién dugc kiém soat. Chuong trinh s& tiép tuc trong thoi gian téi véi nhing
can thiép tiép theo va tng dung céc thanh tuu caa cong nghé thong tin



ABSTRACT: ANTIMICROBIAL STEWARDSHIP PROGRAM AT CHO RAY
HOSPITAL

Ton Thanh Tra*, Nguyen Truong Son**, Pham Thi Ngoc Thao***

Introduction: Antimicrobial resistance is an emerging global problem, particularly in developing
countries. Cho Ray is one of the first hospitals in Vietnam to implement an antimicrobial stewardship
program. We present the results of this program here, after two years of implementation.

Objectives: To determine the compliance rate of hospital antibiotic guidelines, the cost savings of
antibiotic usage and the incidence of hospital acquired infection.

Materials and methods: A prospective, longitudinal study was done from January 2014 through
December 2016. All inpatients prescribed antibiotics during their treatment were enrolled.

Results: 2,472 medical records were audited, of which 1,664 comprised instances of antibiotic treatment,
and 808 comprised instances of antibiotic prophylaxis for surgery. The compliance rate to the hospital
antibiotic guideline was 77.5%, an increase of 14.5% compared with 2015 (p<0.05). The overall
treatment response rate was 87.7%. The antibiotic cost was 17.2% of the total pharmaceutical budget,
reduced by 1.3% compared with 2015 (p<0.05). The hospital infection incidence was 2.9%, and the
hospital infection rate per 1,000 patient-days was 1.8%, while the surgical site infection rate was 4.0%.
Our future plans:

Applicaton of Information tecnology to the surveilence system

The activities of antibiotics consultants should be increased widely

To become a center of excellence in AMS in the future

To multiple this model to other hospital in Vietnam and in the other countries
Conclusions: The Antibiotic Stewardship Program at Cho Ray hospital has shown initially promising

results. The hospital antibiotic compliance rate increased by
14.5%, and the antibiotic cost was reduced by 1.3%, compared with 2015. The treatment response rate
remained the same, and rates of hospital infection did not

increase, compared with previous years. Our AMS will be continuing with some new interventions and
information technology applications.

(*) ThS.BS. Truong phong Quan 1y chdt lirong, bénh vién Cho Ray
(**) PGS.TS. Giam déc bénh vién Cho Rdy

(***) TS.BS. Phé Gidam doc bénh vién Cho Ray

T&c gia lién hé: ThS.BS Ton Thanh Tra, Dién thogi: 0903673451
Email: tonthanhtra@yahoo.com



TINH HINH BPE KHANG KHANG SINH TAI ICU BV NHAN DAN GIA BINH

Tran Minh Giang (*) va cs
TOM TAT
Gidi thiéu:

Dé khang khéang sinh 12 méi quan tam chinh & cac quéc gia dang phat trién. Nghién cau nay cho thay tinh
hinh d& khang khang sinh ¢ bénh nhan viém phéi th may tai ICU.

Phuong phap:

Tir thang 11 nam 2014 dén thang 9 ndm 2015, ching ti tuyén chon dugc 220 bénh nhan (tudi trung binh
~ 71 tudi) nhap vao khoa ICU bénh vién Nhan Dan Gia Dinh. Céc s liéu vé dic diém 1am sang ciing nhu
tién sir bénh cua bénh nhan duoc ghi nhan. Khang sinh d6 khuéch tan trén cac dia gidy c6 tim khang sinh
dugc ap dung trong nghién cuiu nay.

Két qua:

Pé khang khang sinh thuong gap la ceftriaxone 88%, ceftazidime 80%, ciprofloxacin 77%, cefepim 75%,
levofloxacin 72%. Nhin chung, ti 1¢ dé khang cho timg khang sinh mét 1a 93% (n = 154/164), khang cuing
ltc hai loai khang sinh 87%. Ba tac nhan vi khuan chinh yéu phan lap duoc 1a A. baumannii (n = 75), K.
pneumoniae (n = 39), P. aeruginosa (n = 29). A. baumannii khang hoan toan ddi véi ceftazidime,
ceftriaxone, piperacilin, imipenem, meropenem, ertapenem, ciprofloxacin va levofloxacin. Ti 1& @ khang
cao (> 70%) cua K. pneumoniae ddi voi ceftriaxone va caftazidime.

Két luan:

S6 liéu nay cho thay cac bénh nhan tho may ¢ ICU ¢ nguy co cao dé khang khang sinh dang bao dong.
S liéu con cho thay cac vi khuan da khang Acinetobacter, Klebsiella va Pseudomonas aeruginosa tao ra
kho khan trong qua trinh diéu tri cho cac bénh nhan ICU. Can quan tam va nd luc hon nita dé nhan ra
nhanh chéng cac bénh nhan cé nguy co cao nham giam bét ganh ning dé khang thubc & cac nudc dang
phaét trién.

Tu khoa:

Dé khang khang sinh, ICU, Acinetobacter, Klebsiella va Pseudomonas aeruginosa



ABSTRACT : PATTERNS OF ANTIMICROBIAL RESISTANCE IN INTENSIVE
CARE UNIT PATIENTS: A STUDY IN NHAN DAN GIA DINH HOSPITAL,
VIETNAM

Tran Minh Giang et all

Background:

Antimicrobial resistance has emerged as a major concern in developing countries. The present study
sought to define the pattern of antimicrobial resistance in ICU patients with ventilator-associated

pneumonia.
Methods

Between November 2014 and September 2015, we enrolled 220 patients (average age ~71 yr) who were
admitted to ICU in a major tertiary hospital in Ho Chi Minh City, Vietnam. Data concerning demographic
characteristics and clinical history were collected from each patient. The Bauer—Kirby disk diffusion

method was used to detect the antimicrobial susceptibility.
Results

Antimicrobial resistance was commonly found in ceftriaxone (88%), ceftazidime (80%), ciprofloxacin
(77%), cefepime (75%), levofloxacin (72%). Overall, the rate of antimicrobial resistance to any drug was
93% (n = 153/164), with the majority (87%) being resistant to at least 2 drugs. The three commonly
isolated microorganisms were Acinetobacter (n = 75), Klebsiella (n = 39), and Pseudomonas aeruginosa
(n = 29). Acinetobacter baumannii were virtually resistant to ceftazidime, ceftriaxone, piperacilin,
imipenem, meropenem, ertapenem, ciprofloxacin and levofloxacin. High rates (>70%) of ceftriaxone and

ceftazidime-resistant Klebsiella were also observed.
Conclusion

These data indicated that critically ill patients on ventilator in Vietnam were at disturbingly high risk of
antimicrobial resistance. The data also imply that these Acinetobacter, Klebsiella, and Pseudomonas
aeruginosa and multidrug resistance pose serious therapeutic problems in ICU patients. A concerted and
systematic effort is required to rapidly identify high risk patients and to reduce the burden of

antimicrobial resistance in developing countries.

Keywords: antimicrobial resistance; intensive care unit; Acinetobacter; Klebsiella; Pseudomonas

aeruginosa

(*) ThS BS, Phé Khoa ICU BV Nhdn Dan Gia Dinh, Email: Giang M. Tran: giangbacsyicu@gmail.com
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MICROBIOME PHOI, VI KHUAN DINH CU VA BQ'T CAP COPD

Db Thi Twong Oanh (*)

Dot cip COPD la su kién nghiém trong trong dién tién bénh vi day nhanh tién trién bénh, anh

hudng dén chat lugng cudc song va gop phan dang ké trong bénh suat va tir suat. Nguyén nhan chinh cua
dot cap COPD la nhiém tring hd hap boi virus va/hoac vi khuan nhung viée diéu tri phong tranh dot cap
van chua thoa dang vai cac thudc hién hanh. Mic du trude ddy phdi duoc xem nhu 1 mot co quan vo
khuan, ngay nay dia vao cac ky thuat vi sinh khong phu thudc nudi cdy, nhiéu khao sét tim thay sy hién
dién cua quan thé vi khuan da dang trong phdi. Bénh nhan COPD, du ¢ d6 ning nao ciing ¢6 quan thé vi
khuan trong phoi khéc véi nguoi khong mac COPD va su thay doi nay xuat hién tir nhimg giai doan
bénh rat som. Su hién dién va loai vi khuan trong duong dan khi ciia bénh nhan COPD 6n dinh c6 thé bi
anh huong bai cac yéu té nhu dién tién bénh, dot cap, va diéu tri bao gébm khang sinh va corticoid hit.
Cac vi khuan cong sinh c6 thé diéu hoa phan ng viém & phdi gay ra boi cac vi khuan gay bénh va bao

vé phoi chdng lai viém va stress oxy hoa trong dot cap.



LUNG MICROBIOME, COLONIZING BACTERIA AND ACUTE COPD
EXACERBATIONS

Do Thi Tuong Oanh

Acute COPD exacerbations are significant events in the course of the disease as they accelerate
disease progression, impair quality of life, and are the major contributor to morbidity and mortality. The
major causes of exacerbations are respiratory infections with viruses and/or bacteria but preventing
exacerbations has not been achieved with currently available treatments. Although traditionally the lung
has been viewed as a sterile organ, by using culture — independent techniques, recent reports have
identified diverse bacterial communities in the human lung. COPD patients, regardless of severity, have
a different bacterial microbiota in their lungs compared with those who do not have COPD and that
changes occur very early in the disease process. The presence and type of bacteria in the airways in
stable COPD may be affected by factors such as disease progression, exacerbations, and treatments
including antibiotics and inhaled corticosteroids. Commensal organisms may regulate the inflammatory
response of the lungs induced by possible pathogenic organisms and protect the lungs against

inflammatory and oxidative stress in exacerbations.
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(*) Truong khoa COPD BV Pham Ngoc Thach



GIA TRI CUA CAC BIOMAKER TRONG CHAN DOAN VA TIEN LUONG VIEM
PHOI MAC PHAI CONG DONG

PGS.TS. Vii Vin Giap (*)

Tém tit:

VPCD hién van 1a nguyén nhan gy tir vong kha phd bién tai cac nudc dang phat trién trong d6 co
Viét Nam. Xét nghiém cén lam sang vdi cac biomarker da dugc nghién ctru va 4p dung trong thuc hanh
1am sang v6i muc tiéu gitp cac bac sy chan doan, theo ddi va tién lugng bénh nhan VPCD. Cac biomarker
phé bién hién nay thuong dugc stir dung 1a sb luwgng bach cau, néng do CRP va procalcitonin.

S6 lugng bach cau va mau lang c6 do nhay va do dic hiéu thap hon so vi CRP va PCT trong danh
gia tinh trang nhiém tring.

CRP xuit hién sém nhung khong dic hiéu trong giai doan cdp ctia nhidém vi khuan ciing nhu do
virus, phan anh tinh trang viém va ton thuong mé. Trong 1am sang CRP dugc sir dung rong rdi nhu mot
biomarker viém khong dic hi¢u. Co sd cua sir dung rong rai CRP 1a xét nghiém c6 d6 nhay kha cao, san ¢
va gia thanh vira phai.

Nong d6 PCT huyét thanh 1a mét tién hormone ctia hormone PCT duogc tong hop tai té bao C cua
tuyén giap. Tang nong dd PCT c6 thé phat hién duoc trong vong 2 gid ddi véi nhiém trung do vi khuan,
ting nhanh hon so v&i CRP, nhung cham hon so véi cytokines (IL6). PCT khong ting trong nhiém virus.
PCT c6 dd nhay va d6 dic hiéu cao hon so véi CRP trong chan doan nhidm trang do vi khuan. FDA va
IDSA khuyén céo 4p dung PCT trong thyc hanh 1am sang giup khai du liéu phap khang sinh, theo ddi diéu
tri va ngimg thudc khang sinh dia vao theo ddi nong d6 PCT.

Mot s& biomarker tim mach nhu Arginin-vasopressin, Natriuretic Peptides... dang dugc nghién
ctru danh gia vé tién luong thoi gian song thém va nguy co tir vong ¢ bénh nhan VPCD.

Tur khod: Viém phoi mdc phdi céng dong, ddu an sinh hoc.

(*) Trung tam Ho hcfp- Bénh vién Bach Mai



DIAGNOSIS AND PROGNOSTIC VALUE OF BIOMARKERS IN PATIENTS
WITH COMMUNITY-ACQUIRED PNEUMONIA

A/Prof. Vu Van Giap, MD, PhD (*)

Community-acquired pneumonia (CAP) is still the leading cause of death in developing countries,
including Vietnam. Biomarkers have been studied and applied in clinical practice to help physicians in term
of diagnostics, monitoring and pronostic CAP patients. Common biomarkers including white blood cell
counts, CRP and procalcitonin levels.

White blood cell counts have a lower sensitivity and specificity than CRP and PCT in the assessment
of infection, including CAP.

CRP increasing early but is not specific in the acute phase of bacterial as well as viral infections,
reflecting inflammation and tissue damage. In clinical setting, CRP is widely used as a non-specific
inflammatory biomarker. The basis for the widespread use of CRP was the availablity introduction of
sensitive or highly sensitive assays with only moderate costs.

PCT is a prohormone of the active hormone calcitonin that is synthesized in the C-cells of the
thyroid. Increasing of PCT levels can be detected within 2 hours of bacterial infection, which is faster than
CRP, but is slower than cytokines, for example IL-6 . PCT levels are not elevated in viral infections. PCT
was found to be higher sensitivity and specificity than CRP in the diagnosis of bacterial infection. FDA and
IDSA recommend using procalcitonin to guide antibiotic therapy.

Some cardiovascular biomarkers such as Arginin-Vasopressin, Natriuretic Peptides ... are being
studied in order to evaluate the prognosis of survival and mortality of CAP patients.
Key words: Community-acquired pneumonia, biomarkers

(*) Respiratory Center - Bach Mai Hospital



PHUONG PHAP VI SINH HIEN DAl HAY TRUYEN THONG TRONG CHAN POAN
TAC NHAN VI SINH GAY BENH

Pham Huling Van ©

Dit vin dé: Phuong phap vi sinh truyén thong, dic biét 1a phuong phap nudi cdy dwoc xem la chuan vang
trong chan doan tac nhan vi sinh gay bénh. Tuy nhién phuong phép vi sinh truyén thong ciing ¢ nhiing
tro ngai kho thé vuot qua dugc. Chinh vi vay giai phap vi sinh hién dai 4p dung cac ky thuat sinh hoc
phan tir dang ngay cang phat trién dé tro thanh cong cu rét can thiét trong cac phong thi nghiém vi sinh
Iam sang

Muc dich: Phan tich cac yéu t6 1am cho vi sinh truyén théng kho co thé dat do nhay va do dac hiéu cao
trong phat hién tac nhan vi sinh gay bénh va giai phap vi sinh hién dai nao hién nén dugc ap dung va tré
thanh céng cu can thiét nén trang bi cho cac phong thi nghiém 1am sang

Ngi_dung: Phuong phap vi sinh truyén théng bao gdm khao sat truc tiép, nudi ciy va khang sinh dd.
Phuong phap khao sat truc tiép du rat can thiét nhung do nhay va do dic hiéu khdng cao vi can phai co du
sb lugng tac nhan vi sinh gay bénh hién dién trong bénh pham mai cd thé phét hién dugc va trong da sb
cac trudng hop khong thé xac dinh chinh xac tén tac nhan gay bénh. Phuong phap nudi cdy ciing c6 nhiéu
tré ngai 1am cho do nhay cua phuong phap khong cao nhu bénh nhan da dung khang sinh truéc, lay/bao
quan va van chuyén bénh pham khong dang cach, khong c6 du cac phuong tién thich hop dé nudi cay
duoc cac vi khuan dich mudn tim, ngoai ra con c6 mot tré ngai nita 1a ¢ nhiéu tac nhan vi sinh gay bénh
di c6 mat trong bénh pham nhung lai ngoai kha ning ma phong thi nghiém c6 thé nudi cay hay phat hién
dugc. Ky thuat huyét thanh tim khang thé dic hiéu hay héa mién dich tim khang nguyén dic hiéu cé thé
&p dung cho cac tac nhan khong thé nudi cay tai phong thi nghiém l1am sang (nhu vi khuan khong dién
hinh hay virus), tuy nhién cac ky thuat nay ciing boc 16 nhidu han ché vé do dic hiéu ciing nhu d6 nhay.
Giai phap vi sinh hién dai mang tinh dot phé hién nay nén duoc bd sung cho cac phong thi nghiém vi sinh
1am sang trong phat hién cac tac nhan vi sinh gay bénh la giai phap multiplex real-time PCR c6 thé phat
hién cung lGc nhiéu tac nhan vi sinh gay bénh hién dién trong bénh pham lay tir bénh nhan. Giai phap nay
nén duoc trién khai ap dung vi d6 nhay va do dic hiéu cia phuong phap rét cao, dé dang trién khai tai cac
phong thi nghiém néu &p dung md hinh “STREALINE REAL-TIME PCR” trong d6 khau st Iy bénh
pham dugc thuc hién hoan toan tu dong, khau thuc hién real-time PCR ciing rt d& dang véi két qua chi
can phan tich trén man hinh vi tinh ma khong can phai lam thém thao tac thi nghiém sau dé, dong thoi
kha niang phat hién cung luc nhiéu tac nhan khac nhau. Hién nay giai phap nay da duoc chung téi trién
khai 4p dung trén nhiéu loai bénh pham khac nhau dé chan doan cac bénh nhiém tring khac nhau nhu tac
nhan gay viém phdi (52 tac nhan), nhiém trung huyét (50 tac nhan), tiéu chay (28 tac nhan), truyén qua
tinh duc (13 tc nhén), HPV (20 genotype), TORCH (11 tac nhén), H. pylori (dinh type doc luc +
CYP2C19), NTM (12 t&c nhan), viém mang ndo mu (11 tac nhan), MTB, HBV, HCV...

Két lu@n: Cac trang bi nhu theo ddi cdy mau tu dong, dinh danh va khang sinh dd ty dong, hay tham chi
dinh danh nhanh vi khuan dya trén k§ thuat khéi pho (MADI-TOF) that ra ciing chi 1a cic phuong tién
gitp cho k§y thuat vi sinh kinh dién duoc thuc hién d& dang hon chir diy khéng phai 1a phuong tién gip
vi sinh kinh dién vuot qua duwoc cac tré ngai dwoc néu & trén. Chinh vi vay néu muén mét phong thi
nghiém vi sinh 1am viéc hiéu qua hon qua cac két qua nhay cam va dic hiéu hon trong phat hién tc nhan
vi sinh gy bénh thi viéc trang bi thém k§ thuat vi sinh hién dai 4p dung real-time PCR la mét diéu rét can
thiét, dac biét hién nay néu trang bi thém k¥ thuat nay dua trén mé hinh STREALINE REAL-TIME PCR
|4 rat kha thi vé mat k¥ thuat ciing nhu kinh té.



THE TRADITIONAL MICROBIOLOGICAL METHODS VERSUS THE MODERN
MICROBIOLOGICAL METHODS IN DIAGNOSIS OF PATHOGENS CAUSING
INFECTIONS

Pham Hung Van?
Introduction: Traditional microbiological methods, especially culture methods, are considered as the gold
standard for the diagnosis of pathogens. However, traditional microbiological methods also have
obstacles that can not be overcome. As a result, modern microbiologic solutions such as molecular
biological methods are increasingly being used as the necessary tools in clinical microbiology
laboratories.

Aims: Analysis of the factors that make it difficult for traditional microbiological methods to obtain
sensitivity and specificity in detecting pathogenic microbial agents and what modern microbiological
solutions should now be applied and become a necessary tool that should be equipped in the clinical
laboratories

Contents: Traditional microbiological methods include direct examination, culture and antibiotic
sensitivity testing. Although the direct examination method is necessary but its sensitivity and specificity
are not high since it requires a sufficient number of pathogens present in the specimens to detect and in
most cases the direct examination could not determine the exact name of the causative agents. The culture
method also has many obstacles that make its sensitivity could not be high as the patients who have used
antibiotics before, the improper collection / storage and transport of samples, lack of appropriate facilities
and culture media to isolate the target pathogens that may present in the specimens but beyond what the
laboratory can cultivate or detect. Serology and immunochemical method to detect the specific antibody
or antigen may be applicable to agents that can not be cultured in a clinical laboratory (such as atypical
bacteria or viruses); however these technique also reveals many limitations in specificity as well as
sensitivity. Modern microbiological solutions breakthrough that should be added to clinical microbiology
laboratories in the detection of pathogenic microorganisms is the multiplex real-time PCR solutions that
can detect at the same time multiple microbial pathogens presenting in the samples collected from the
patients. This solution should be applied due to its high the sensitivity and specificity of the method and
can be easily deployed in laboratories if the "STREALINE REAL-TIME PCR" model is applied, in which
the treatment of the samples is fully automatic and the real-time PCR processing is also very easy with
just a computer-based analysis without the need to do further testing, and the ability to detect at the same
time different target pathogens. This solution has been implemented for many different specimens such as
pneumonia (52 pathogents), septicemia (50 pathogents), Diarrhea (13 pathogens), HPV (20 genotypes),
TORCH (11 pathogents), H. pylori (typing the type of virulence + CYP2C19), NTM (12 agents)
meningitis (11 agents), MTB, HBV, HCV ...

Conclusions: Equipments such as automated device to follow-up blood culture, device for identification
and sensitivity testing, or even rapid identification of bacteria based on mass spectrometry (MADI-TOF)
are actually only means of helping the traditional micrological methods to be carried-out easier, and these
are not the means that can help the traditional microbiological method to overcome the obstacles
mentioned above. Therefore, if we want a more efficient microbiological laboratory through its more
sensitive and specific results in detecting pathogenic micro-organisms, the addition of the modern
microbiological methods employs the real- time PCR is very necessary, especially if it is technically and
economically feasible to add this technique based on the STREALINE REAL-TIME PCR.

(*) chai tich Hgi vi sinh 1am sang TPHCM



NGHIEN CU’U IN-VITRO PHOI HOP KHANG SINH TRONG NHIEM KHUAN DO VI
KHUAN DA KHANG

Pham Hung Van!

Dat vin dé: Hién nay cac bac si diéu trji thuong rat kho tim dwoc giai phap khang sinh diéu tri hiéu qua
trugc cac nhidm khuan do vi khuan cuc khang nhu A. baumannii chi con nhay véi colistin hay cac
Enterobacteriaceae khang carbapenem (CRE) vi cé&c giai phap don khang sinh nhu colistin hay
tigecycline déu c6 tiém 4n nguy co dé khang ciing nhu that bai 1am sang.

Muc dich: Thuc hién cac thir nghiém in-vitro dé tim hiéu kha ning phéi hop tao hiéu qua hiép dong cua
cac khang sinh nhu colistin + carbapenem nhom 2, tigecycline + carbapenem nhom 2 trén A. baumannii
cuc khang; hay double carbapenem tic 1a ertapenem + carbapenem nhém 2 trén cac vi khuan CRE.

Ngi dung: Trén 118 chaung A. baumannii cuc khéng, thuc hién nghién ciu hiéu qua phdi hop khéng sinh
theo phuwong phap 6 c& cac cap khang sinh: colistin + meropenem, colistin + imipenem, colistin +
doripenem. Két qua cho thiy cac cip khang sinh nay déu dat dwoc hiéu qua hiép dong véi ty Ié rit cao:
96% trong phdi hop imipenem + colistin, 92% trong phdi hop meropenem + colistin va 89.4% trong phi
hop doripenem + colistin. Khong chi vay, colistin & ndng d6 0.5ug/ml ciing da giup cho 73.2% céc truong
hop khang imipenem tré nén nhay cam, d6i véi meropenem va doripenem thi ty 1& nay theo thir tu 12 75%
va 54%. Trén 241 chung CRE, thuc hién hiéu qua hiép dong gitra ertapenem + imipenem va ertapenem +
meropenem. Phuong phap thuc hién ciing 1a phuong phép 6 co. Két qua cho thay ty 18 hiép dong giira
ertapenem + imipenem 14 88.8% va giira ertapenem + meropenem la 84.7%. Hiéu qua hiép dong nay da
gitp duoc 33.04% vi khuan khang imipenem tré nén nhay cam con ddi véi khang sinh meropenem thi ty
1€ nay 1a 54.9%.

Két lugn: Céc nghién cau in-vitro vé hiéu qua phéi hop khang sinh trén cac A. baumannii cyc khang va
cac CRE duoc thyc hién trong cac nghién ciru trén da cho thay phdi hop colistin + carbapenem nhém 2
trén A. baumannii va phdi hop double carbapenem trén CRE Ia thuc su ¢6 hiéu qua hiép dong. Pay chinh
la cac ching cir in-vitro dé cac bac si diéu tri co co so dé xay dung cac phat do phdi hop khéang sinh ap
dung trong diéu tri bénh nhan.



IN-VITRO STUDY OF THE ANTIBIOTIC COMBINATIONON THE MULTIDRUG-
RESISTANT BACTERIA

Pham Hung Van!
Introduction: Currently, it is often difficult for clinicians to find effective antibiotic therapy against
bacterial infections such as A. baumannii that is only sensitive to colistin or carbapenem-resistant
Enterobacteriaceae (CRE). Antibiotics such as colistin or tigecycline have both the potential for resistance
as well as clinical failure.

Aims: Conduct the in-vitro trials to investigate the synergistic effect of the combination of antibiotics
such as colistin + carbapenem group 2, tigecycline + carbapenem group 2 on A. baumannii; or double
carbapenem ie ertapenem + carbapenem group 2 on CRE bacteria

Contents: 118 strains of XDR A. baumannii were tested by chess-board method for antibiotic
combination: colistin + meropenem, colistin + imipenem, colistin + doripenem. Results showed that these
antibiotic combination achieved very high synergistic efficacy: 96% in combination imipenem + colistin,
92% in meropenem + colistin and 89.4% in doripenem + colistin. Not only that, colistin at a concentration
of 0.5pg/ml also made 73.2% of the strains resistance to imipenem become sensitive to this antibiotic, for
meropenem and doripenem, the rate is in order of 75% and 54%. On 241 CRE isolates, the effective
synergistic effects between ertapenem + imipenem and ertapenem + meropenem was also studied. The
method of study is also the chess-board method. Results showed that the synergistic effect between
ertapenem + imipenem was 88.8% and between ertapenem + meropenem was 84.7%. This synergistic
effect has made 33.04% of imipenem resistant isolates becaome sensible to imipenem, and to meropenem,
this ratio is 54.9%.

Conclusions: In-vitro studies on the efficacy of antibiotic combination on A. baumannii and on the CREs
performed in the above studies have shown that the combination of colistin + carbapenem group 2 on A.
baumannii and the double carbapenem combination on CRE is really effective synergy. This is in-vitro
evidence that the physician has a basis for developing antibiotic combination regimens for the treatment
of patients.

(*) Chui tich Hgi vi sinh lam sang TPHCM
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VIEM MU MANG PHOI DO TY CAU (STAPHYLOCOCCUS AUREUS): CHAN
DOAN VA PIEU TR

Lé Thuong Vii

Nhiém tring mang phoi thudng nhét 1a bién ching cua viém phoi: tran dich mang phéi can viém hoic ma
mang phdi. Tac nhan gay bénh thudng gap bao gdm céc vi khuan c6 doc luc cao gdm phé cau, tu cau, vi
khuan Gram am, vi khuan ky khi hoac phdi hop nhiéu vi khuan. Tu ciu ngoai cong dong thuong khong dé
khang khang sinh (MSSA) nhung c¢6 doc luc cao trong khi tu cu trong bénh vién thuong rat dé khang
khang sinh (MRSA\) trong bdi canh mot sé khang sinh khé tham nhap vao khoang mang phéi. Chinh vi
vay tiép can chan doan diéu tri viém mu mang phdi do tu ciu la mot thach thirc. Chan doan sém co su
hién dién cua dich mang phéi, xac dinh cap thoi ban chét can viém cua dich, dinh hudng tac nhan tu cau
V6i céc xét nghiém sinh hoc phan tir gidp khai dau diéu tri sém va tich cuc ngan chin céc bién ching
nang tiép didn nhu nhiém tring huyét va day dinh mang phéi. Diéu tri ndi khoa vai khéng sinh theo kinh
nghiém can phu cac vi khuan Gram duong, ky khi dong thoi Iuu ¥ tinh thim khang sinh vao xoang mang
phdi thuc sy 1a mot nghé thuat. Bén canh do, can thiép tha thuat sém tich cuc gdm choc hit dich mang
phdi, dan luu mang phdi 6ng nho, bom tidu sgi huyét két hop véi DNAse 1ap lai nhiéu lan s& gidp han ché
t6i da cac phau thuat ngoai khoa sita chira cac di chirng nang né cua viém mit mang phéi nhu boc vo phoi.
Nhom lam viéc Noi Phoi va Ngoai Long nguc can phdi hop chat ché nham chi dinh sir dung céc can thiép
ngoai khoa dang thoi diém wu tién cac can thiép noi soi it xam Ian hiéu qua cao. Cac mau chdt nay s&

duoc trinh bay véi nhitng chiing cir cap nhat tir cac nghién ciru cap nhat nhat tinh téi thoi diém 2017.

(*) TS BS Phé Khoa H6 hdp BVCR, Giang vién BM Ngi PHYD TPHCM



PLEURAL INFECTION WITH STAPHYLOCOCCUS AUREUS: DIAGNOSIS AND
TREATMENT

Le Thuong Vu

Pleural infection (parapneumonic effusion and empyema) is mostly complication of pneumonia. Common
pathogens include highly virulent bacteria including pneumococcus, staphylococci, Gram-negative
bacteria, anaerobic bacteria, or a combination of bacteria. Community-acquired Staphylococci are usually
not antimicrobial resistance (MSSA) but have high virulence, whereas hospital acquired staphylococci in
hospitals are often resistant to antibiotics (MRSA) in the context of some antibiotics have difficulty to
penetrate the pleural cavity. Therefore, the diagnostic and therapeutic approach to staphylococcal pleural
infection is really a challenge. Early diagnosis of the presence of pleural fluid, acute determination of
parapneumonic characteristics, rapid identification of the staphylococci with molecular assays help
initiate early and aggressive treatment to prevent severe systemic and local complications. Empiric
antibiotic treatment covering gram-positive and/or anaerobic bacteria in considering antibiotic
permeability into the pleural cavity is actually an art. In addition, early intervention techniques include
pleural tap, small tube pleural drainage, multiple use of combination thrombolytic drugs and DNAse help
prevent severe surgical intervention such as decortication. The Pulmonary Medicine and Thoracic
Surgery Department should be closely coordinated to designate surgical interventions at the right time
prioritizing highly effective less invasive endoscopic interventions. These key points will be presented

with updated evidence from the most up-to-date studies up to 2017.
Tai ligu tham khao

e Koppurapu, J Thoracic Disease 2017
e TranVan Ngoc, Y hoc TP HCM, 2013
e Porcel, Clin Respi J, 2017



HIEU QUA CUA HAI CHE BOQ LIEU SU DUNG COLISTIN TRUYEN TINH MACH
TRONG DIEU TRI VIEM PHOI LIEN QUAN THO MAY

BSNT.Nguyén Ba Cwong’, PGS.TS. Nguyén Hoang Anh?, TS. Pao Xuén Co?, ThS.DS P§ Thi Hong
Gam!, PGS.TS. Piang Quéc Tuan?

TOM TAT
Muc tiéu: danh gia hiéu qua cua hai ché do liéu s dung colistin truyén tinh mach trong diéu tri viém
phoi lién quan the may (VPLQTM).

Phwong phap: nghién ctu trén 87 trudng hop VPLQTM duogc diéu tri colistin tai khoa hdi sic tich cuc
bénh vién Bach Mai tir thang 9/2016 dén 8/2017, cac bénh nhan dwoc phan ngau nhién vao 2 nhém: 41
bénh nhan str dung colistin ché d6 liéu hién hanh (liéu duoc tinh theo MIC cua Acinetobacter baumannii
véi colistin 12 0.25 pg/ml) va 46 bénh nhén st dung ché d liéu nghién cau (liéu dugc tinh theo MIC cua
Acinetobacter baumannii véi colistin 1a 0.5 pg/ml).

Két qua: khong thy c6 su khéc biét gitra nhom bénh nhan sir dung liéu nghién ciru va nhém bénh nhan
st dung liéu hién hanh vé hiéu qua 1am sang (d4p Gng 1am sang tot 1a 56,1% so voi 73,9%; p>0,05) va
hiéu qua vé vi sinh (dap ung vé vi sinh 1a 27,3% so voi 47,8%; p>0,05). Cac phan tich dudi nhém nhan
thdy hiéu qua diéu tri danh gia trén dap ung Iam sang tét hon c¢6 ¥ nghia & nhém sir dung liéu nghién ctu
d6i vai cac bénh nhan c6 nong do procalcitonin mau > 10 ng/ml (76,2% so véi 33,3%; p< 0,05) va cac
bénh nhan cé tac nhan gay bénh la Acinetobacter baumanni véi MIC > 0.25 pg/ml (84,6% so vai 44,4%;

p<0,05). Ty 18 xuét hién tén thuong than gip & ca 2 nhom twong duong nhau (19,2% va 21.4%:; p>0.05).

Két luan: khdng c6 su khéc biét vé hiéu qua 1am sang va vi sinh giira hai ché do liéu colistin o tat ca cac
bénh nhan. Riéng vai cac bénh nhén cd procalcitonin > 10 ng/ml, hoac c6 tdc nhan gy bénh la
Acinetobacter baumanni voi MIC > 0.25 pg/ml, liéu nghién ctu cho hiéu qua diéu tri tt hon ¢ ¥ nghia.

Khong thiy khéc biét c6 ¥ nghia vé su xuat hién ton thwong than giira hai nhém bénh nhan.

Tir khoa: viéem phdi lién quan tho may, colistin.

L Bénh vién Bach Mai, *Truong Pai hoc Do Ha Ngi



EFFICACY OF TWO DOSAGE INTRAVENOUS COLISTIN REGIME IN THE
TREATMENT OF VENTILATOR -ASSOCIATED PNEUMONIA

Nguyen Ba Cuong!, Nguyen Hoang Anh?, DPao Xuan Co?, Do Thi Hong Gam?, Dang Quoc Tuan!

SUMMARY

Objective: to evaluate the efficacy of two dosage intravenous colistin regimes in the treatment of
Ventilator-Associated Pneumonia (VAP).

Methods: the study included 87 patients with VAP treated by colistin at Intensive Care Unit of Bach Mai
hospital from 9/2016 to 8/2017. Patients were randomized into 2 groups: 41 patients were treated by the
current dosage colistin regimen (calculated according to the MIC of Acinetobacter baumannii with
colistin was 0.25 pg/ml) and 41 patients were treated by the researched dosage colistin regimen
(calculated according to the MIC of Acinetobacter baumannii with colistin was 0.25 pg/ml).

Results: there was no significant difference between the current and the researched dosage colistin in
clinical efficacy (clinical response were 56,1% compare to 73,9%; p>0,05) and in microbiological
efficacy (microbiological response were 27,3% compare to 47,8%; p>0,05). Subgroup analyses revealed
the rate of clinical response was higher in the patients reveiving researched regimen who had serum
procalcitonin > 10 ng/ml (76.2% vs. 33.3%; p < 0.05) and whose pathogen were Acinetobacter baumannii
with MIC > 0.25 ug/ml (84.6% vs. 44.4%; p < 0.05). The rate of acute kidney injury was the equivalent in
two groups (19,2% and 21.4%; p>0.05).

Conclusions: there was no significant difference in clinical and microbiological efficacy between two
dosage colistin regimens in all patients, the researched dosage had better effectiveness than the current
dosage colistin regimen in group had serum procalcitonin > 10 ng/ml or pathogen were Acinetobacter

baumannii with MIC > 0.25 pg/ml. The rate of acute kidney injury was similar in two groups..

Keywords: Ventilator-Associated Pneumonia (VAP), colistin.

! Benh vien Bach Mai, *Truong Dai hoc Duoc Ha Noi



CAP NHAT HU'ONG DAN PHONG NGUA VIEM PHOI MAC PHAI TRONG BENH
VIEN VA VIEM PHOI LIEN QUAN DEN THO MAY

PGS TS Lé Thi Anh Thw, Bénh vién Che Riy

Cac nghién ciru da chting minh viéc thuc hién cac bién phap phong tong hop di mang lai nhiéu thanh
cdng trong viéc giam ngira viém phdi mac phai trong bénh vién va viém phoi lién quan dén tha may. Céc
giai phap tong hop bao gom: (1) Rut cac 6ng ndi khi quan, ong mé khi quan, 6ng nudi an, cai may tho
cang sém cang tot khi c¢é chi dinh (2) Vé sinh tay truéc va sau khi tiép xic ngudi bénh va bat ky dung cu
hd hap dang sir dung cho nguoi bénh (3) Vé sinh ring miéng bang ban chai ngay 2 lan hoic bang gac mdi
2-4 gio /lan bang dung dich khir khuan Chlorhexidine 0.12%. (4) Nam dau cao 30-45° néu khéng c6
chéng chi dinh (5) Sir dung dung cu chiam soc ho hap diung mét 1an hozc tiét khuan / khir khuan mic do
cao cac dung cu sir dung lai (6) Cham séc tét day tho, bao gdm: D6 nudce ton luu trong 6ng day may tho,
by nudc thuong xuyén, dé day thd & vi tri thip hon phan trén cia dng noi khi quan va (7) Thuong xuyén
kiém tra tinh trang r dong cua da day trudc khi cho an qua ng.

Viéc giam séat va phan hdi ca viém phdi mac phai trong bénh vién va viém phéi thd méay can dugc thuc
hién lién tuc hang thang, ddnh gia khuynh hudng ting hoic giam caia viém phdi va cé bién phap can thiép
kip thoi néu c6 gia ting nhidm khuan.

UPDATE ON PREVENTION HOSPITAL ACQUIRED PNEUMONIA (HAP) AND
VENTILATOR ASSOCIATED PNEMONIA (VAP)

A/Professor Lé Thi Anh Thw, Cho ray Hospital

Studies have shown that the establishment of VAP/HAP prevention bundle can reduce significantly the
burden of HAP/VVAP. The bundle should include all or most of following applications: (1) Withdrawing
endotracheal tubes, gastric tubes, weaning ventilators as soon as possible when indication (2) Hand
hygiene before and after contact with patients or any respiratory instruments that are contact with patients
(3) Oral care by brush twice a day or by cotton gauze every 2-4 hours, using Chlorhexidine 0.12%. (4)
Elevation of head of bed to 30-45° if no contra-indication (5) using single use or high level
disinfected/sterilized respiratory instruments (6) applying good practice for care of respiratory tubes
including: withdrawing regularly condensed water, keep respiratory tubes lower than endotracheal tube
(7) monitoring residual gastric volumes before feeding.

Surveillance and feedback VAP/HAP should be done continuously every month, the trends should be
assessed and intervention should be made if there is an increase of VAP/HAP.



VI SINH GAY PQT CAP COPD VA VIEM PHOI TREN BENH NHAN COPD

BS. Trwong Thai (*)
TOM TAT:

Pit van dé: Mac du nhidm khuan ho hap duoc xem 1a nguyén nhan hang dau thic day bénh nhan COPD
vao dot cap nhung viéc s dung khang sinh trén bénh nhan dot cdp COPD van con nhiéu tranh cai.
Phuong phap cdy dam truyén thong hién nay co ti I¢ phét hién vi sinh gay bénh kha thap. Do dé, chung
t6i tién hanh nghién ciu nham khao sét tac nhan vi sinh gay dot cAp COPD I3n viém phdi trén nén COPD

bang phwong phap real-time polymerse chain reaction (PCR) dam.

Muc tiéu nghién ciru: Xac dinh tac nhan vi sinh gdy dot cAp COPD va viém phéi trén nén COPD bing

phuong phap real-time PCR dam.

Phwong phéap nghién ciru: Nghién ciru cit ngang, mo ta, phan tich trén 66 bénh nhan nhap khoa Noi Ho
Hap bénh vién Cho Ray tir thang 07/2016 dén thang 03/2017 duoc chan doan dot cap COPD hoic viém
phdi trén nén COPD.

Két qua: Nam gigi chiém wu thé (84.8%). Tudi trung binh 71.15 + 9.839. Pot cap COPD chiém 69.7%,
viém phdi trén nén COPD chiém 30.3%. Ti 1¢ duong tinh cua real-time PCR dam 14 56.1% va cua ciy
dam 1a 27.3%. Ba tac nhan hang dau giy dot cap COPD la Streptococcus pneumoniae (27.3%),
Acinetobacter baumannii (18.2%), va Pseudomonas aeruginosa (18.2%). Bén tac nhan hang dau gay viém
phoi trén nén COPD la Streptococcus pneumoniae (22.9%), Haemophilus influenzae (20.0%),
Acinetobacter baumannii (20.0%), va Pseudomonas aeruginosa (17.1%). Khong tim thay virus va vi
khuan khong dién hinh trén ca hai nhom di twong trén. T4t ca cac tac nhan Streptococcus pneumoniae va
Hemophilus influenzae déu dwoc phét hién bang real-time PCR dam. Khong c6 mau dam ciy nao phat

hién duoc 2 tac nhan trén.

Két luan: Mic du nhém vi khuan gram am la tic nhan gay bénh uu thé nhung Streptococcus pneumoniae
(tac nhan gram dwong) lai chiém ti 1& cao nhat. Khdng c6 su khac biét co ¥ nghia vé dic diém vi sinh gy
bénh gitra nhom dot cAp COPD va nhém viém phéi trén nén COPD. Phuong phép real-time PCR dam
nhay hon phwong phéap cdy dam. ac biét, PCR dam phat hién Streptococcus pneumoniae va Hemophilus

influenzae tot hon cdy dam.

(*) Cueu bdc si Néi tri Ngi Tong Quéat — Pai hoc Y Duoc TP. Hé Chi Minh

Email: truongthaivn2003@gmail.com



PATHOGENS IN ACUTE EXACERBATION OF COPD AND PNEUMONIA
ASSOCIATED WITH COPD

Truong Thai
ABSTRACT:

Background: Administration of antibiotics in an acute exacerbation of COPD (AECOPD) remains
debatable although respiratory tract infection is considered as its major cause. The sensitivity of
conventional sputum culture is quite low. Therefore, this study was conducted to investigate the
pathogens of both AECOPD and pneumonia associated with COPD, using the sputum real-time

polymerase chain reaction (PCR).

Objectives: Detecting pathogens in patients diagnosed AECOPD or pneumonia associated with COPD
by sputum real-time PCR.

Methods: A cross-sectional, descriptive, and analytic study was conducted in 66 patients diagnosed either
AECOPD or pneumonia associated with COPD in the Department of Respiratory Disease, Cho Ray
hospital from July 2016 to March 2017.

Results: The sex of male was dominant (84.8%). The average age was 71.15 + 9.839. AECOPD and
pneumonia associated with COPD accounted for 69.7% and 30.3%, respectively. The positive proportion
of real-time PCR was 56.1% while that of culture was 27.3%. Three major pathogens of AECOPD were
Streptococcus pneumoniae (27.3%), Acinetobacter baumannii (18.2%), Pseudomonas aeruginosa
(18.2%). Meanwhile, four main pathogens of pneumonia associated with COPD were Streptococcus
pneumoniae (22.9%), Haemophilus influenzae (20.0%), Acinetobacter baumannii (20.0%), Pseudomonas
aeruginosa (17.1%). Besides, neither of virus nor atypical bacteria were found in both groups of patient.
In addition, all of the Streptococcus pneumoniae and Hemophilus influenzae isolates were detected by

real-time PCR. Neither of two above pathogens were isolated by culture.

Conclusions: Gram-negative bacteria were dominant in both AECOPD and pneumonia associated with
COPD; however, Streptococcus pneumoniae, a gram-positive microorganism, accounted for the highest
proportion. Two above groups was not significantly different in terms of pathogens. Real-time PCR was
more sensitive in detecting pathogens than culture, especially for Streptococcus pneumoniae and

Hemophilus influenzae.
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VIEM PHOI KET HOP CHAM SOC Y TE: NEN XEM LA VIEM PHOI BENH VIEN
HAY VIEM PHOI CONG PONG ?

TS.BS Nguyén Vin Thanh (*)

Tém tit:

S6 nguoi gia, nguoi tan tat ning gia ting tao ra mot phan nhém bénh nhan viém phéi gan lién voi cac
chim soc y t& dugc goi 1a viem phdi két hop voi chim soc y té (health-care-associated pneumonia,
HCAP). Hoi 1ong nguc M§ (ATS) nam 2005 dé nghi diéu tri HCAP nhu 1a viém phdi bénh vién (HAP).
Tuy nhién, phan tich cac bang ching hién cé cho thay dinh nghia HCAP khong rd rang, thiéu bang ching
khéc biét vé vi sinh gay bénh. Piéu nay d& dan dén sy Ian Ion giira viém phoi cong dong trong cac tinh
hudng dac biét (viém phdi hit, viém phdi trén ngudi cd bénh cau trdc phdi). Hau qua 1a dé tao tinh trang
str dung thudc quéa mirc. Bai trinh bay nay trén co s& xem lai y vin, bang chung tir céc nghién ciru dé& xuat
mot thuat ngit phii hop va céc tinh hubng nguy co cho mét nhdm bénh nhan viém phéi cong dong dé bi

nhidm vi khuan gay bénh dic biét va khang thudc.
ABSTRACT: HEALTH-CARE ASSOCIATED PNEUMONIA: SHOULD BE

CONSIDERED AS HOSPITAL-ACQUIRED PNEUMONIA OR COMMUNITY-
ACQUIRED PNEUMONIA?

Nguyen Van Thanh

Increased numbers of elderly and people with severe disabilities create a subset of patients with
pneumonia associated with medical care called health-care-associated pneumonia (HCAP). The American
Thoracic Society in 2005 recommended the treatment of HCAP as hospital-acquired pneumonia (HAP).
However, the analysis of existing evidence suggests that the definition of HCAP is unclear, lacking
differential evidence of pathogenic microorganisms. This can easily lead to confusion between
community-acquired pneumonia in special situations (inhalation pneumonia, pneumonia in people with
constructive pulmonary diseases). Consequently, it is easy to overuse antibiotic. This presentation was
based on literature review, evidences from studies suggesting a suitable term and risk situations for a
group of patients with community-acquired pneumonia who were susceptible to specific and antibiotic

resistant bacterial infections.

PCT Hgi Lao va Bénh phai Viét Nam

e-mail: thanhbk@hcm.vnn.vn



DAC PIEM VI KHUAN & BENH NHAN VIEM PHOI CONG DONG NANG

Ta B4 Thang”, Lé Thi Diéu Hién™
Tom tat:
Muc tiéu: Panh gia dac diém vi khuan & bénh nhan vién phoi cong dong (VPCD) nang.
Poi twong va phuwong phap: Nghién cau trén 47 bénh nhan VPCP ning diéu tri tai bénh vién Hiru Nghi

Viét Tiép Hai phong tir thang 1 dén thang 12 nim 2016. Cac bénh nhin duoc cdy khuan dom trude khi
dung khéng sinh.

Két qua va két luan: ty 1é cy khuin dom dwong tinh 29,79%. Vi khuian Gram am gap 71,42%, trong
d6 K. pneumoniae véi ty 1& cao nhat (50%) nhay cam cao véi Cephalosporin thé hé 3, 4, va Quinolon;
khang hoan toan vai Ampicillin va khang cao véi Cephalosporin thé hé 2. Vi khuan Gram duong gap
28,58%, trong d6 S. pneumoniae gap 75% va nhay cam hoan toan vai Cephalosporin, Vancomycin,
khéng Penicillin trong d6i cao (66,67%).

Tir khoa: Viém phoi cong dong nang; Dac diém vi khuan

SUMMARY: CHARACTERISTICS OF BACTERIA IN PATIENTS WITH SEVERE
COMMUNITY ACQUIRED PNEUMINA

Ta Ba Thang, Le Dieu Hien

Aim of study: To evaluate the bacterial characteristics of bacteria in patients with severe community
acquired pneumina.

Patients and methods: A study of 47 patients with severe severe community acquired pneumina treated
at Viet Tiep Hospital (Haiphong) from January to December 2016. Patients were tested bacterial sputum
culture before antibiotic treatment.

Results and conclusions: the rate of positive sputum culture was 29.79%. Gram-negative bacteria was
found to be 71.42%, in which K. pneumoniae was the highest (50%), highly susceptible to 3™, 4t
Cephalosporins and Quinolones, completely resistance to ampicillin and highly resistance to 2%
cephalosporins. Gram-positive bacteria was found to be 28.58%, in which S. pneumoniae was 75% and
was completely susceptible to cephalosporins, vancomycin, and highly resistance to penicillin (66, 67%).

Key words: Severe community-acquired pneumonia; Characteristics of bacteria

("Hoc vién Quadn Y, **Pai hoc Y duroc hdi phong)



DPIEU TRI VIEM PHOI CONG DONG NANG NHAP VIEN

Lé Tién Diing (*)
Tom tat:
Viém phoi cong dong thuong c6 tAc nhan gay bénh 1 S. pneumonia, H. influenza, M. catarrhalis. Ngoai
ra, & ving chau A trong d6 c6 Viét nam, ¢6 su gia tang nhiing tac nhan vi khuan dé khang khang sinh cao

nhu P. aeruginosa, K.pneumonia...\Viét nam ciing 1a ving c6 phé cau khang thuéc cao.

Nhiing viém phoi cong dong nang nhap vién, vi khuan thuong gap 1a S. pneumonia va céc vi khuan da

khang khac. Viéc diéu tri can tich cuc, sir dung khang sinh trang dich huéng vé nhitng vi khuan da khang

SUMMARY: TREATMENT OF HOSPITALIZED SEVERE COMMUNITY ACQUIRED
PNEUMONIA

Le Tien Dung

In community acquired pneumonia, common bacteria are S. pneumonia, H. influenza, M. catarrhalis.
Besides, in Asia region including Vietnam, there are increasing high multidrug resistance bacteria such as
P. aeruginosa, K.pneumonia ...Vietnam is also region having high Penicillin Resistant Streptococcus
pneumonia (PRSP).

In hospitalized severe community acquired pneumonia, the common bacteria are S. pneumonia and other

MDR bacteria. Treatment requires intensively, using antibiotic for targeted MDR bacteria

(*) PGS TS BS, PCT Hgi Hb hdp TPHCM, Truong Khoa HO hap BV BPHYD TPHCM



TINH HINH VA NGUY CO NHIEM TRUNG HO HAP DUGI CONG BONG DO VI
KHUAN KHO BIEU TRl NHAP VIEN KHOA NOI

TS.BS. NV Thanh @, PGS.TS. TV Ngec ®, TS.BS. PH Van ©, BSCKII. NP Duy @, ThS.BS. CTM
Thay ©, ThS.BS. LTT Huong ©.

Tém tit:

Muc tigu: Nghién ciiu c6 muc tiéu xac dinh ty 18 méc, dic tinh khang thudc va phén tich nguy co nhiém
khuan khong phé bién va khang thudc trén bénh nhan viém phoi cong dong va dot cap COPD nhap vién
khoa noi diéu trj.

Bénh nhan va Phwong phap:

Nghién ciru tién ctru, da trung tam, thuc hién trén 5 bénh vién tuyén cudi tai thanh phé HCM va Can Tho.
Xac dinh vi sinh gay bénh véi cting bénh pham la dich tiét duong hd hap dudi bang nudi ciy dinh lugng
truyén thdng va polymerase chain reaction (PCR). Xéc dinh khang thuéc bang phuong phap khuéch tan
trén moi truong thach Mueller-Hinton. Panh gia nhay cam khéang sinh theo chuan CLSI 2012. Phan tich
nguy co bang test hdi quy da bién.

Két qud:

Trén 252 bénh nhan, tudi trung binh 68,9, trong d6 trén 65 tudi 1a 68,7%. Khong c6 su khac biét vé gidi,
tudi giira cac don vi 1am sang (site). Chan doan dot cdp COPD c6 78 bénh nhan (30,9%) va chan doan
viém phdi cong dong (CAP) ¢6 174 bénh nhan (69,1%). C6 59 bénh nhan (23,4%) dot cap COPD mirc do
nang va 77 bénh nhan CAP (30,6%) muc do nang (PSI 1V, V). C6 93 (36,9%) bénh nhan c6 it nhat 1 bénh
ddng mic (gdm cac bénh: suy tim, tiéu duong, suy than man, ung thw). C6 22 bénh nhan (8,7%) suy giam
mién dich. 59 bénh nhan (23,4%) trong tinh trang giam van dong. 103 bénh nhan (40,9%) c6 bénh ciu
tric phoi. Bénh nhan c6 yéu té cham soc y té 1a 154 (61,1%). Nhan dang duoc tac nhan vi sinh gay bénh
duoc trén 67,4%, trong do S.pneumoniae, H.influenzae va K.pneumoniae phan lap duoc nhiéu nhét (theo
thu ty 12 27,0%, 13,1% va 6,0%). S.aureus khang methicillin 90% (9/10). P.aeruginosa khang vai ty 1é
cao Vvai cac khang sinh ceftazidime (30%), amikacin (30%), ciprofloxacin (50%), piperacillin/tazobactam
(30%) va imipenem (40%). Cac vi khuan nhém GNEB tiét ESBL véi ty 1¢ cao (71,4%) va khang cao véi
cac khang sinh ceftazidime (78,6%), amikacin (28,6%), ciprofloxacin (85,7%), piperacillin/tazobactam
(50%) va imipenem (28,6%). Phan tich hdi quy chi cho thay yéu t6 tudi trén 65 c¢6 ¥ nghia lam ting nguy
co nhiém GNEB [OR= 3.04, Cl 95% (1,09 - 8,42), p=0,033].

Két lugn: Két qua tir phwong phap multiplex real-time PCR phan anh dugc phd that su cua tdc nhan vi
sinh gay bénh nhd ¢6 kha ning phat hién dugc cac tac nhan vi khuan cong dong tét hon. Pho vi khuan gay
bénh gap nhiéu nhat khdng khac cac két qua nghién ciru khac ¢ cing phuong phap xét nghiém vi sinh.
Vi khuan gy bénh khdng khac giita CAP va dot cip COPD. C6 mét ty Ié cao vi khuan S.aureus, GNEB.
Nhiéu kha ning c6 su chong lap giita gitra nhiém khuan bénh vién va nhiém khuan cong dong. GNB
khang thudc va tao ESBL vai ty 1é cao la rat can dugc luu ¥ va can ¢ cac nghién ctru danh gia véi cach
chon bénh nhan chit ch& hon.

Tir khoa: Nhiém khuan hé hap dudi cong dong, dot cap COPD, viém phéi cong ddng, vi sinh gay bénh,
khang thuéc khang sinh.

Dé tai nghién cau hoan thanh véi su tai tro cua cong ty Bayer, Nam khoa Biotek va cac site tham gia
nghién ctu.



PREVALENCE OF PATHOGENIC MICROORGANISM AND RISKS OF
DIFFICULT-TO-TREAT INFECTION ON PATIENTS HOSPITALIZED IN MEDICAL
WARD  WITH COMMUNITY-ACQUIRED PNEUMONIA AND ACUTE
EXACERBATION OF COPD.

NV. Thanh, TV. Ngoc, PH. Van, ND Duy, CTM. Thuy, LTT. Huong
Summary:

The aim: The study aimed to determine the prevalence, drug resistance characteristics and the risks factor
for uncommon and antibiotic resistance infection on patients with community-acquired pneumonia (CAP)
and acute exacerbation COPD (AECOPD) hospipitalized in medical ward.

Patients and Methods:

Multi-center, prospective study conducted in 5 tertiary hospitals in HCMC and Can Tho city.
Identification of pathogenic microorganisms conducted by conventional quantitative culture and
polymerase chain reaction (PCR) in the same specimens that was lower respiratory secretion.
Determination of drug resistance by diffusion on Mueller-Hinton agar. Antibiotic susceptibility
assessment according to CLSI 2012 standard. Risk analysis conducted by multivariate regression test.

Result:

Of the 252 patients, the median age was 68.9 years, of which over age 65 was 68.7%. There is no
difference in gender, age among clinical units (sites). The patients were diagnosed as AECOPD 78
(30.9%) and 174 (69.1%) as CAP. There were 59 patients (23.4%) with severe AECOPD and 77 patients
with severe CAP (PSI 1V, V) (30.6%). There were 93 (36.9%) patients with at least 1 comorbidity disease
(including heart failure, diabetes mellitus, chronic renal failure, cancer). There were 22 patients (8.7%)
with immunosuppression. 59 patients (23.4%) were in a state of reduced mobility. 103 patients (40.9%)
had structural lung disease. Patients with a health-care component were 154 (61.1%). Identification of
microbial pathogens was 67.4%, in which S.pneumoniae, H.influenzae and K.pneumoniae were most
isolated (27.0%, 13.1% and 6,0%). Methicillin-resistant S. aureus was 90% (9/10). P.aeruginosa were
high rate resistant to ceftazidime (30%), amikacin (30%), ciprofloxacin (50%), piperacillin / tazobactam
(30%) and imipenem (40%). GNEB produced with high rate ESBL (71.4%) and high resistance to
ceftazidime (78.6%), amikacin (28.6%), ciprofloxacin (85.7%), piperacillin / tazobactam (50%) and
imipenem (28.6%). Regression analyzes showed that over age 65 significantly increased the risk of
GNEB infection [OR = 3.04, Cl 95% (1.09 - 8.42), p = 0.033].

Conclusion:

The results from multiplex real-time PCR reflect the true spectrum of pathogenic micro-organisms by
better detecting community-pathogens. The prevalence of the bacterial pathogens was most similar to the
results of other studies with the same microbiological test. Bacteria do not differ between CAP and
COPD. There is a high rate of S. aureus, GNEB. It may be with high probability of overlap between
hospital-acquired and community-acquired infections. Resistant GNEB with high rates of ESBL should
be taken into account, and more rigorous designed study is needed.

Key words: community-lower respiaratory infections, acute exacerbation COPD, community-acquired
pneumonia, pathogenic microorganisms, antibiotic resistance.

® Hgi lao va Bénh phoi VN, ® BV Cho Ray, © Cong ty Nam khoa Biotek, @ BV Pham Ngoc Thach, © BV
DKTW Cén Tho, ® BV ND Gia Dijnh.



Tailiéu théng tin cho cdn bo y té
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Khang sinh duoc chi dinh trong
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THONG TIN KE TOA TOM TAT

TRINH BAY: Méi g6i Augmentin 250 mg/31.25mg chifa: amoxicillin trihydrate
250 mg, clavulanate K 31.25 mg. Méi g6i Augmentin 500 mg/62.5 mg: amoxicil-
lin trihydrate 500 mg, clavulanate K 62.5 mg.

Trinh bay: Hop 12 g6i chiia bét udng.

CHi DINH AUGMENTIN: : Nén sir dung AUGMENTIN theo théng tin ké toa chinh
thuc va dif liéu vé tinh nhay cdm cla cac vi khuan tai dia phuong. AUGMENTIN
dugc chi dinh dé diéu tri ngan han cac nhiém khuan gay ra béi cac vi khuan nhay
cam voi amoxicillin- acid clavulanic & cac vi tri dudi day:

Nhiém khuin dudng hé hap trén (gom ca tai-mii-hong) viém amidan tai phat,
viém xoang, viém tai gilra dién hinh gay béi Streptococcus p iae, H h
ilus infl va M lla catarrhalis va S. pyog

Nhiém khudn dudng hé hap duéi: dot cip cla viém phé quan man, viém phéi
thiy va viém phé quan - phéi dién hinh gay bdi Streptococcus pneumoniae,
Haemophilus influenzae va Moraxella catarrhalis

Nhiém khuidn dudng niéu- sinh duc: viém bang quang, viém niéu dao, viém
than - bé than, nhiém khuan sinh duc nir dién hinh gay béi Enterobacteriaceae®
(cha yéu E. coli), Staphylococcus saprophyticus va Enterococcus species va bénh IGu
do Neisseria gonorrhoeae

Nhiém khuin da va mé mém: nhot, ap xe, viém mé té bao, nhiém khuan vét
thuong dién hinh gdy ra béi Staphylococcus aureus, S. pyog va Bacterioides
species

Nhiém khudn xuong va khép nhu viém tly xuong dién hinh gay béi Staphylo-
coccus aureus thudng phai diéu tri kéo dai

Cac nhiém khudn khic nhu nao thai nhiém khuan, nhiém khudn san khoa,
nhiém khudn trong 6 bung

P

LIEU DUNG: Liéu lugng tity thudc vao tudi, can nang, chic nang than clia bénh
nhan va mic dé nang cla nhiém khuan.

Ngudi lon va tré em > 40 kg:

- Nhiém khudn nhe dén vira: 1000/125 mg x 2 lan/ngay

- Nhiém khudn nang (bao gém nhiém khudn duéng tiét niéu tat phat va man
tinh, nhiém khudn hé hap dudi) : 1000mg/125mg x 3 lan/ngay

Tré em duéi 12 tudi: 40mg/5mg/kg/ngay téi 80mg/10mag/kg/ngay khong qua
3000 mg/375 mg mdi ngay) chia 3 lan tuy thudc vao muic dé nang cia nhiém
khuan

Khéong c6 khuyén cdo diing cho tré sinh non

Liéu ding cho bénh nhan suy than: khong can diéu chinh liéu & bénh nhan c6
do thanh thai CrCl> 30ml/phut

Tham phan mau: chi nén dung cho bénh nhan cé dé thanh thai creatinin cao
hon 30ml/phat

Liéu dung cho bénh nhan suy gan: Than trong khi ké toa, khéng du dir liéu dé
dua ra liéu khuyén cao

CACH DUNG:
Hoa tan géi bdt vao nifa cdc nudc. Tot nhat la ding khi bit dau bia an

THAN TRONG:

Hoi ky tién sir qua man vdi penicillin, cephalosporin hoac cac chat di ing khac
trudce khi khéi dau diéu tri bAng AUGMENTIN. Da cé bao cao vé cac phan tng qua
man nang (séc phan vé) déi khi c6 tif vong & nhiing bénh nhan diéu tri bing
penicilin. Cac phan Ung nay thuong xay ra han & nhiing bénh nhan cé tién sir qua
man véi penicillin. Néu phan (ing xay ra nén ngimg diéu tri bing Augmentin va
thay thé bing phuong phap diéu tri thich hop. Nén tranh sif dung AUGMENTIN
néu nghi ngd tang bach cau don nhan nhiém khudn do su xudt hién cia ban
dang séi lién quan dén tinh trang nay sau khi dung amoxicillin. Sir dung kéo dai
di khi c6 thé gay tang sinh cac chiing vi khudn khéng nhay cam. Viém dai trang
gia mac da duoc bao cao khi dung khang sinh véi mic dé nghiém trong tir nhe
dén de doa tinh mang.

Néu tiéu chay nhiéu hoac kéo dai hoac bénh nhan bi dau bung co that nén ngung
diéu tri ngay va lap tic kiém tra thém. Hiém c6 bao cao vé su kéo dai thai gian bat
thuong thai gian prothrombin & nhiing bénh nhan ding AUGMENTIN va cac
thudc chéng dong mau dung dudng udng. Nén theo déi thich hop khi cac thudc
chéng déng mau duoc ké toa dong thai. C6 thé can diéu chinh liéu cac thudc
chéng dong mau ding duéing uéng dé duy tri mic dé chéng déng mong muén.
Nén ding AUGMENTIN than trong & nhitng bénh nhan c6 dau hiéu réi loan chic
nang gan. Hiém cé bao cao vang da i mat, c6 thé nang nhung thuéng héi phuc.
Cac dau hiéu va triéu ching c6 thé khéng trd nén rd rang cho dén tan 6 tuan sau
khi ngimng diéu tri.

Nén diéu chinh liéu AUGMENTIN & bénh nhan suy than theo khuyén cao trong
phan Liéu luong va cach dung.

Chiing co giat c6 thé xdy ra & nhitng bénh nhén bi suy gidm chic nang than hoac
dang strdung liéu cao.

Da quan sat thay tinh thé niéu & nhiing bénh nhan giam bai tiét nudc tiéu nhung
rat hiém, chu yéu gap khi bénh nhan dung dudng tiém truyén. Nén khuyén bénh
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&

AUGMENTIN
500

nhén duy tri dd luong nudc dua vao va lugng nudc tiéu dao thai trong thai gian
diung amoxicillin liéu cao dé lam gidm kha nang xuat hién tinh thé amoxicillin
niéu

CHONG CHI DINH
Qua man vdi penicillin. Nhay cam chéo véi cephalosporin. Tién sif vang da, réi
loan chifc nang gan khi ding Augmentin hoac penicillin

PHU NU €O THAI VA CHO CON BU
Khong nén ding trong thai ky, nhat la 3 thang dau, trir khi BS cho la can thiét. Co
thé dung trong khi cho con bu

TUONG TAC

Khong khuyén cao sirdung déng thai vdi probenecid. Probenecid lam giam bai tiét
amoxicillin qua 6ng than. St dung déng théi véi AUGMENTIN c6 thé gy tang va
kéo dai ndng do amoxicillin trong mau nhung khéng anh huéng dén clavulanate.
St dung déng théi allopurinol trong khi diéu tri véi amoxicillin ¢ thé gay tang
kha nang xay ra cac phan tng di Ung trén da. Khong c6 dirliéu vé viéc sirdung két
hop AUGMENTIN véi allopurinol.

Cing giéng nhu cac khang sinh khac, AUGMENTIN c6 thé anh hudng dén hé vi
khudn dusng ruét dan dén lam giam tai hdp thu oestrogen va lam giam hiéu qua
culia cac thudc tranh thai dudng udng dung két hop.

Hiém c6 cac trudng hop tang INR & nhitng bénh nhan ding acenocoumarol hoac
warfarin va duoc ké toa 1 dot amoxicillin. Néu can thiét ké toa dong thai, nén theo
doi can than théi gian prothrombin hoac INR khi bit ddu hodc ngung ding
AUGMENTIN.

& nhing bénh nhan dang dung mycophenolate mofetil, da c6 bao cao vé sy
gidm néng d6 trudc liéu (pre-dose concentration) clia chit chuyén héa cé hoat
tinh mycophenolic acid (MPA) khodng 50% sau khi bat dau dung amoxicillin
dudng udng két hop acid clavulanic. Su thay d6i ndng dé trudc liéu c6 thé khong
thé hién chinh xac nhiing thay déi vé muc phoi nhiém MPA téng thé. Penicillins
c6 thé lam gidm thai trir Methotrexat dan dén tang kha nang gay doc tinh

TAC DUNG PHU:

Rt phd bién (>1/10): Tiéu chay & ngudi l6n

Phé bién (>1/100 va <1/10) Budn nén, nén, nhiém nam candida trén da va niém
mac, tiéu chay & tré em.

Khong phd bién (>1/1000 va <1/100): Chéng mat, dau dau, khé tiéu, co bao cao
tang vifa phai AST va/hoac ALT, ban trén da, ngia, may day.

Hiém (>1/10.000 va <1/1000): giam bach cau c6 héi phuc, giam tiéu ciu va
héng ban da dang.

Rét hiém (<1/10.000): Mat bach cau hat c6 héi phuc. Kéo dai thai gian chdy mau
va thdi gian prothrombin, hdi chiing giéng bénh huyét thanh, viém mach qua
man, tang dong 6 héi phuc va co giat. Thay ddi mau rang & tré tuy nhién c6 thé
loai bé bang danh rang. Viém dai trang do khang sinh, phis mach than kinh, phan
vé va thiéu mau tan mau, Viém gan va vang da ( mat, Hoi ching Stevens-John-
son, hoai tif biéu bi nhiém ddc, viém than k&, tinh thé niéu, tang hoat déng c6 héi
phuc va co giat, dau ludi c6 mau den, viém da bong nudc bong vay va ngoai ban
viém mu cap tinh toan than (AGEP). Nhiing bién c6 vé gan chi yéu duoc bao cao
& nam gidico thé lién quan dén théi gian diéu tri kéo dai. Tré em rat hiém c6 bao
cdo bién c6 nay.

Cac ddu hiéu va triéu ching thudng xuat hién trong hoac ngay sau khi diéu tri
nhung mét s6 truéng hop c6 thé khdng trd nén rd rang cho dén vai tudn sau khi
ngung thudc. Cac bién ¢ nay thudng héi phuc.

Nha sin xudt: Glaxo Wellcome Production, Terras ll, Zone Industrielle de la
Pey 53100, May France.

Nha phan phéi: Cong ty c6 phan Duoc liéu TW2 (PHYTOPHARMA), 24 Nguyén Thi
Nghia, Q1, TPHCM

AUGMENTIN la nhan hiéu thuong mai da dang ky cia GlaxoSmithKline group of
companies. Augmentin 250 mg: Dua trén GDS21 ban hanh ngay 18 thang 1 nam
2013. Augmentin 500 mg: Dua trén GDS20 ban hanh ngay 29 thang 6 nam 2011
SOK: Augmentin 250 mg VN-17444-13; Augmentin 500 mg VN-16487-13
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PHAN LOAI VA CO CHE TAC PONG VE THUOC KHANG NAM

PGS.TS. Tran Quang Binh

Theo co ché tac dong, co thé chia 1am 4 nhom thudc khang nam phé bién trong diéu tri bénh nhidm nam
xam 1an. Nhimg nhém thudc nay gom: (1) Thudc cd hoat tinh khang nam qua gan két véi ergosterol co
trong mang té bao nam: Polyenes (Amphotericin B); (2) Thubc tc ché tong hop ergosterol azoles
(triazoles); (3) Thudc e ché tong hop P(1-3) glucan: echinocandins. (4) Thudc ¢ ché téng hop protein
va sao chép DNA 1a cac ddng dang pyrimidine: flucytosine;

Polyenes: Amphotericin B deoxycholate (AmB qui wéc) va ba dang lipid caa amphotericin B la
liposomal amphotericin B (LlpAmB) amphotericin B phuc hop lipid va amphotericin B dang keo
(colloidal dispersion) c6 dic diém an toan hon, it tic dung phu hon. AmB c6 hoat pho réng véi phan 16n
cac loai Candida sp. (trir C. lusitaniae va C. guillermondii), Cryptococcus neoformans, Zygomyecetes,
Aspergillus sp. (trir A. terreus) nam ludng hinh nhu histoplasma, blastomyces, coccidioides,
paracocudmdes va mot s6 nAm men n01 1én nhu Trichosporon sp., Geotrichum sp. Polyenes tac dong
biang gén véi sterol trong mang té bao ndm, tao thanh cac kénh xuyén mang gay ra su thoat mang va chét
té bao nam.

Triazoles: Céc thudc khang nim nhom azole chira 3 phan tur nitrogen trong phan tir can ban gdm
ketoconazole, itraconazole, fluconazole, voriconazole, va posaconazole. Hoat tinh khang nam cua céac
triazoles la rc ché su tong hop ergosterol bang uc ché khir methyl cua lanosterol.

Itraconazole c6 hiéu qua chdng lai nhiém nim aspergillus, nhim nidm Candida niém mac, nhidm
histoplasma, blastomyces, coccidioides va mot s6 nam khac. Tuy nhién do itraconazole gin két cao véi
protein va tham nhap kém vao hé than kinh trung wong, thudc khong dugc chon cho cac nhidm ndm hé
than kinh trung wong.

Fluconazole c6 hoat tinh tét khang Candida albicans va hau hét cac loai candida khéc trir Candida
glabrata va Candida krusei. Fluconazole duoc ding phd bién dé phong ngira va diéu tri nhiém nam niém
mac va xam lan do candida, fluconazole ciing co hoat tinh tét véi cryptococcus va coccidioides, tuy nhién
khbng c6 hoat tinh khang asperglllus hoac zygomycetes. Fluconazole tac dong bang cach tc ché men can
thiét cho sinh tong hop sterol mang té bao 1 ergosterol.

Voriconazole la thé hé thir hai cua ho azoles, duoc chon trong diéu tri nhiém nam aspergillus xam lan.
Thudc c6 hoat phé rong pha duoc Candida sp. gdm ca cac candida khang véi fluconazole, Cryptococcus
neoformans, Aspergillus va Fusarium sp. Voriconazole khéng c6 hoat tinh véi zygomycetes.
Voriconazole c6 tac dong wc ché su tong hop ergosterol caa mang té bao nim.

Posaconazole 1a phic hop thuéc méi nhat cua azoles ¢ hoat tinh khéang Candida sp., Aspergillus sp.,
Cryptococcus sp. va Mucorales. Posaconazole gan day dugc FDA chap thuan cho phong ngira nhiém nam
xam lan & nhﬁ:ng bénh nhan suy giam mién dich ning, bénh nhan giam bach ciu hat va ung thu mau, va
diéu tri nhiém nim candida khong dap ng véi fluconazole va itraconazole. Thudc nay cling duoc chip
thuan 1 thudc hang 2 diéu tri nhiém aspergillus xam lan va ciing c6 phan hiéu qua véi nhiém nim mucor.

Echinocandins 1a ho thubc khang nim mai gdm caspofungin, micafungin va anidulafungin. Céc thuc
nay c6 hoat phé gidi han chi phu Candida sp. va Aspergillus sp. Cach thirc tac dong cua né 1a tc ché tong
hop 1,3 B-glucan, mot polysaccharide duy tri su toan ven cua véach té bao. Echinocandins ¢ tuong tac
thubc khong dang ké va it c6 phan ing phu.



Caspofungin c6 hoat tinh diét nim khang voi Candida sp. va hoat tinh kém nam véi Aspergillus sp.,
ngoai ra mot s6 nghién ctu cho thay co hiéu qua trong didu tri Pneumocystis sp. va mot sé nam khac.
Caspofungin dwoc dung truéc hét cho nhidm ndm candida, diéu trji sot ¢ giam bach cau hat va diéu tri
clru nguy céc truong hop nhiém Aspergillus xam lan.

Micafungin cling c6 hoat tinh khang lai Candida va Aspergillus.

Anidulafungin dwoc chip thuan gan day trong diéu tri nhiém Candida méau va bénh do Candida hoic
viém thuc quan do Candida, thudc ciing c6 hoat tinh khang Aspergillus.

Nhitng dong dang Pyrimidine tiéu biéu 1a Flucytosin, dugc ding phdi hop AmB trong diéu tri nhiém
nim Candida xam l4n (viém noi tim mac do Candida, viém mang ndo, nhiém Candida duong tiét niéu)
hodc nhiém nam Cryptococcus, Aspergillus, va nhidm Chromoblastomycosis.

Céc thuéc khang nam khac gém cac thubc méi isavuconazole, ravuconazole va albaconazole va mot
khéng thé don dong ngudi téi t hop trong diéu tri phdi hop voi AmB cho két qua tét.

Tir khoa: Thudc khang nam

Tac gia lién hé: PGS. TS. Tra n Quang Binh, PT: 0903841479, email binhtg.tranquangbinh@gmail.com
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CLASSIFICATION AND MECHANISM OF ACTION OF ANTIFUNGALS

A/Prof. Tran Quang Binh MD, Ph.D.

According to the mechanism of action, four classes of antifungal drugs currently available are for the
treatment of invasive fungal diseases. They include: (1) Agents exert their antifungal activity via binding
to ergosterol in the fungal cell membrane: Polyenes (Amphotericin B); (2) Agents inhibit the ergosterol
synthesis: azoles (triazoles); (3) Agents inhibit B(1-3) glucan synthesis: echinocandins; (4) Agents inhibit
protein synthesis and DNA replication as pyrimidine analogues: flucytosine.

Polyenes: Amphotericin B deoxycholate (conventional AmB) and three lipid formulations of
amphotericin B are liposomal amphotericin B (LipAmB), amphotericin B lipid complex and amphotericin
B colloidal dispersion, with a better safety profile, less side effects. AmB possesses a broad spectrum of
activity against not only most of Candida species with the exception of C. lusitaniae and C. guillermondii
but also Cryptococcus neoformans, Zygomycetes, Aspergillus sp. (with the exception of A.terreus),
dimorphic fungi such as histoplasma, blastomycoses, coccidioidomyces, paracoccidiodomyces, and
emerging yeasts such as Trichopteran sp., Geotrichum sp. Polyenes interacts with the membrane sterol,
increases the permeability of the cell membrane and allows leakage of cell components ending to the
death of fungus cell.

Triazoles: antifungal drugs contain three nitrogen atoms in molecule, including ketoconazole,
itraconazole, fluconazole, voriconazole, and posaconazole. Their antifungal activity inhibits the ergosterol
synthesis by blocking the demethylation of lanosterol.

Itraconazole is effective against aspergillosis, mucosal candidiasis, histoplasmosis, blastomycosis,
Coccidioidosis and other fungal infections. But due to itraconazole has highly protein binding and poor
CSF penetration, this drug is not prescribed for fungal infection of central nervous system.

Fluconazole is active against most species of Candida except for C. glabrata and C. krusei. Fluconazole is
widely prescribed for prevention and treatment of mucosal and systemic candidiasis, fluconazole is also
good active against Cryptococcus and Coccidioides, but not against Aspergillus or Zygomyecetes.
Fluconazole acts by inhibiting an enzyme necessary for the biosynthesis of cell membrane sterol
ergosterol.

Voriconazole is a secondgeneration member of azole family, the drug of choice for invasive forms of
aspergillosis. It possesses a broad spectrum of activity covering Candida species including the ones
resistant to fluconazole, Cryptococcus neoformans, Aspergillus and Fusarium species. Zygomycetes are
not susceptible to voriconazole. It acts by inhibiting the ergosterol synthesis of cell membrane by fungi.
Posaconazole, the newest compound of azoles is active against Candida sp., Aspergillus sp.,
Cryptococcus and Mucorales. Posaconazole is given to prevent the fungal infections in
immunosuppressive patients, neutropenic patients with leukemia and to treat invasive candidiasis without
response to fluconazole and itraconazole. This agent is also approved as second-line agent for invasive
aspergillosis and considered as partially effective for mucormyecosis.

Echinocandins is the newest class of antifungal agents developed and they include caspofungin,
micafungin and anidulafungin. They possess a limited spectrum of activity covering only Candida and
Aspergillus species. Their mode of action is the inhibition of the synthesis of 1,3-B-glucan, a
polysaccharide which maintains the integrity of the cell wall. These agents have negligible drug
interactions and minor adverse effects.



Caspofungin is fungicidal in vitro against Candida but fungistatic for Aspergillus sp., beside that, some
studies showed that caspofungin has effective in the treatment of Pneumocystis sp. and other fungi.
Caspofungin is used as primary treatment option for invasive candidiasis, neutropenic fever patient and
rescue treatment for invasive aspergillosis.

Micafungin is also active against Candida and Aspergillus species.

Anidulafungin is recently approved in the treatment of candidemia and esophageal candidiasis;
Anidulafungin is also active against Aspergillus species.

Pyrimidine analogues, flucytosine is the main representative of the class. It is mostly used in
combination with AmB for special forms of invasive candidiasis (Candida endocarditis, meningitis, or
urinary tract candidiasis) or other severe mycosis such as cryptococcosis, aspergillosis and
chromoblastomycosis.

Other new antifungals include isavuconazole, ravuconazole and albaconazole, a human recombinant
monoclonal antibody has been used in combination with AmB

Keywords: Antifungals
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TIEP CAN CHAN DOAN VA DBIEU TRI VIEM PHOI DO NAM

Tran Vin Ngoc (*)
TOM TAT:

Viém phdi do nam xay ra véi ti 1 nho trong viém phoi cong dong va viém phoi bénh vién. Trong da 6
truong hop nim cu tra trong duong hd hap khéng gay bénh va thuong gay bénh trén nhitng bénh nhéan

suy giam mién dich.

Phat hién nam trong dam khong ¢ nghia chung 1a tac nhan gy bénh. Viéc chan doan thuong kho vi dau
hiéu 1am sang va X quang nguc khong dic hiéu cho ndm, nén can két hop 1am sang, yéu té nguy co, huyét

thanh chan doan, PCR hay bang chiang md hoc.
Candida sp va Aspergillus sp 1a 2 tac nhan gay nhiém nim co hoi trén bénh nhan suy giam mién dich.
XN dam, BAL khong gié tri chan doan nhiém Candida nén can sinh thiét nhu mé phéi qua noi soi PQ.

So sanh phuong phap phat hién khang nguyén (antigen detection using enzyme-linked immunosorbent
assay ~ELISA) , ngung két latex ( latex agglutination ) va PCR trong chan do4n Candida cho thy d¢ dic
hiéu (Sp) cta 3 phuong phap twong duong nhau (>97%) va d6 nhay (Se) cua PCR, ELISA va ngung két
latex lan luot 1a 95%, 75% va 25%.

Trong chan doan nhidm tring do nam Aspergillus, Galactomanann (GM) c6 Sp 97.5%, Se 92.1%; PPV
87.5%; NPV 98.5%.

Diéu tri thudc khang nam tuy thudc tac nhan gay bénh va tinh hinh dé khang thudc khang nam. C6 thé

chon lya nhém Polyenes, Aazoles, Echinocandines.



ABSTRACT: DIAGNOSIS AND TREATMENT OF FUNGAL PNEUMONIA

Tran Van Ngoc

Fungal pneumonia account for only a small portion of CAP and HAP. The majority of case were a
colonization but not invasive infection in respiratory tract. Fungal infection tends to occur in the
congenital or acquired immunocompromised patients. Fungal detection in cultured sputum or BAL is not
gold standard for diagnosing invasive fungal pneumonia. Diagnosis of fungal pneumonia is usually
difficult because of unspecific clinical signs and chest X-ray. A required combination of clinical signs,

risk factors, diagnostic serology and PCR test or histology result to confirm the diagnosis.

Candida sp and Aspergillus sp are two primary pathogens causing pneumonia in immunodeficiency
patients.

Diagnosis of pulmonary infection due to candida is not based on the sputum or BALF culture but on the

transbronchial lung biopsy (TBLB) through flexible bronchoscopy.

Comparison value of three diagnostic methods ELISA, latex agglutination and PCR for diagnosing
candidiasis, results from studies showed that the specificity of three were similar and the sensitivity of
PCR, ELISA and Latex agglutination were 97%, 75% and 25% respectively.

Galactomanan has Sp 97.5%, Se 92.1%; PPV 87.5%; NPV 98.5% in the diagnosis of pneumonia due to
Aspergillus.

Treatment of fungal pneumonia is based on causative pathogens and the local resistance. Many of classes
of antifungal agents are now available, including polyens, azole and echinocandins. These drugs are

usually indicated for invasive infections or pneumonia due to Candida or Aspergillus species.
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VIEM PHOI DO CANDIDA

Phan Thj Xuan (*)
Tom tat:

Viém phéi do Candida nguyén phét hiém gap, thuong do Candida theo duong mau dén phéi &
nhitng bénh nhan suy giam mién dich nang. Sinh bénh hoc cha yéu do sy lan truyén cua Candida theo
dudng mau dén phoi, khéng phai do hit Candida tir duong ho hap trén. Vi thé xuat hién nhiéu vi ap xe rai
rac khap nhu mé phdi, hiém khi khu tri & mot thuy phdi. CT scan phéi cho thay nhiéu chd dong dac va 6
ap xe c6 duong kinh tir 3 — 30 mm; hinh anh nét cé vién sang chung quanh (halo sign) rat hiém gap.

Ciy dam duong tinh v6i Candida thuong gip ¢ bénh nhan dang diéu trj tai khoa Hdi Strc Tich
Cuc, bénh nhan dang dugc dat ndi khi quan hodc bénh nhan dugc md khi quan man tinh, do hién tuong
cu tra (colonization) khong phai do nhiém Candida. O bénh nhan suy giam mién dich, néu cdy dam
duong tinh véi Candida can thuc hién cac xét nghiém khac dé chan doan nhiém Candida xam 14n. Chan
doan xac dinh viém phéi do Candida dwa vao mo hoc.

Diéu tri: khong dwa vao cdy dam duong tinh dé quyét dinh diéu tri khang nim. Bénh nhan viém
phéi do Candida thuong thir phat sau nhiém Candida xan 14n va dugc diéu tri nhu nhi8m Candida xam
lan. Hoi Cac Bénh Ly Nhidém Trung Hoa Ky khuyén cao diéu trj theo kinh nghiém bang mét thudc thudc
nhom echinocandin (caspofungin: liéu tai 70 mg, sau d6 50 mg mdi ngay; micafungin: 100 mg mdi ngay;
anidulafungin: liéu tai 200 mg, sau d6 100 mg mdi ngay) cho bénh nhan giam bach ciu ciing nhu bénh
nhan cé bach cau binh thudong; Amphotericin B dang lipid 3-5 mg/kg mdi ngay la thudc thay thé.



ABSTRACT: CANDIDA PNEUMONIA

Phan Thi Xuan

Primary pneumonia due to Candida species is extremely rare. Candida pneumonia is generally
limited to severely immunocompromised patients who develop infection following hematogenous spread
to the lungs. The pathogenesis of lung involvement is that of hematogenous spread rather than aspiration
of oropharyngeal secretions. Thus, multiple microabscesses are found scattered widely throughout the
lung parenchyma, and lobar infiltrates are uncommon. The computed tomographic (CT) findings include
multiple nodules, air-space consolidations ranging from 3 to 30 mm in diameter; ralely nodules
surrounded by discrete areas of ground-glass opacity (CT halo sign).

The isolation of Candida species from the respiratory tract is commonly encountered among
patients who are in the ICU and are intubated or have a chronic tracheostomy. This almost always reflects
colonization of the airways and not infection. Isolation of Candida species from respiratory samples in a
patient who is severely immunosuppressed should trigger a search for evidence of invasive candidiasis, a
firm diagnosis requires histopathological evidence of invasive disease.

Treatment: A decision to initiate antifungal therapy should not be made on the basis of respiratory
tract culture results alone. Patients with disseminated candidiasis who  develop
secondary Candida pneumonia should be treated for disseminated disease. The Infectious Diseases
Society of America (IDSA) recommended an echinocandin (caspofungin: loading dose 70 mg, then 50
mg daily; micafungin: 100 mg daily; anidulafungin: loading dose 200 mg, then 100 mg daily) as initial
therapy for both nonneutropenic and neutropenic patients; Lipid formulation amphotericin B 3-5 mg/kg
daily as alternative.

(*) BS CKII, Truong Khoa Khoa HSCC, bénh vién Cho Ray



CA LAM SANG NAM THANH QUAN VA PHOI

Cao Xuan Thuc (*)

Viém phéi do nim chiém mot phan nho trong viém phdi va Candida 1a tac nhan thuong gap nhat gay
nhiém ndm xam l4n, chiém ti 1& 70-90%. Nim c6 thé thuong tri trong co thé ma khdng gay bénh hoic c6
thé 12 tac nhan gy bénh that su, dac biét trén cac co dia suy giam mién dich. Méac di khoi dau nhanh
chong diéu tri khang nam thich horp gilp kiém soé&t nhiém nam Candida xam lan va cai thién tién luong,
tuy nhién chan doan sém nhiém nam xam Ian van con 1 thach thac va cac tiéu chuan khoi dau diéu tri
khang nim theo kinh nghiém van chua dugc dinh nghia day du.

Bénh an minh hoa BN nam 58 tudi, tién can COPD, 1é thuoc Corticoid, bénh khai phét 2 thang tuan véi
ho dam vang, st cao, dau nguc, kho tho, Xquang cho thay ton thuong it hai day phoi. Bénh nhéan duoc
diéu tri khang sinh, sau d6 xuat hién khan tiéng, noi soi phé quan nhiéu gia mac 2 day thanh va khi phé
quan, duoc chan doan Viém phdi do nam Candida dya trén 1am sang, két qua cdy dam va cdy dich rira
phé quan 1a nim Candida albicans. Bénh nhan da dugc diéu tri thanh cdng vai Cancidas (Caspofungin)
truyén tinh mach ngay dau 70mg va duy tri 50mg cac ngay tiép theo trong 35 ngay.

ABSTRACT: CASE REPORT: FUNGAL LARYNGITIS AND PNEUMONIA

Cao Xuan Thuc
Fungal pneumonia accounted for only a small portion of pneumonia and Candida is the most common
cause of invasive fungal infection, accounting for 70-90%. Fungi may colonize body sites without
producing disease or they may be a true pathogen, especially in immunosuppressed patients. Although
prompt initiation of appropriate antifungal therapy is essential for the control of invasive Candida
infections and an improvement of prognosis, early diagnosis of invasive candidiasis remains a challenge
and criteria for starting empirical antifungal therapy are poorly defined.
A case report illustrated a 58 years of age male patient, has 2 months history with high fever, chills,
productive cough, chest pain and dyspnea; chest X-ray showed a little infiltration in both lower lobes.
Patient was treated uith antibiotics, then he had hoarseness, whitish thick mucus plugs were observed
from vocal cord via trachea to whole bronchi on bronchoscopy. Patient was diagnosed Candida fungal
pneumonia based on clinical signs and symptoms, positive culture of Candida albicans in sputum and
bronchoalveolar lavage fluid. Successfully treatment with Cancidas (Caspofungin) 70mg perfusion in the
first day and follow by 50mg everyday in 35 days.

(*) Phé Khoa H6 hdp BV Cho Rdy, UVBCH Hgi H6 hap TPHCM
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VIEM PHOI CONG PONG DO MRSA

Nguyén Dinh Duy (*)
Tom tit

Hién nay, MRSA dang xuét hién ngay cang nhiéu trong cong dong ciing nhu trong mdi truong bénh vién
Tai Hoa Ky da thiy sy gia ting dang ké ty 1& nhidm tring MRSA. MRSA chiém 20% - 40% cac trudng
hop VPBV (HAP) va viém phdi lién quan thd may (VAP) dic biét & nhdm bénh nhan Ién tudi, ¢ bénh
man tinh. Khu vuc cac nudc chau A c6 tan suit MRSA cao, gay phuc tap cho diéu tri nhiém khuan S.
aureus. Trong mot nghién ctru caa 10 nudc chau A, ty 1¢ tir vong 30 ngay lién quan VPBV dao dong tir
18,7% dén 40,8%, va MRSA chiém 82,1% cua cac chung S. aureus phan lap. Trong nghién ciu
ANSORP, S. aureus la mot trong 4 nguyén nhan hang dau caa viém phoi lién quan tha may (12,2%)

Tai VN, qua cac khao sat nghién cau vé dé khang khang sinh tai cac bénh vién, ty 1é nhidm MRSA 1a 5%
va da sb dé khang tat ca khang sinh, khang it voi Amikacin va Vancomycin, Doxyciline (< 5% )

Trong chan doan, ngoai phuong phép ciy dinh danh thong thudng, ching ta con xét nghiém gen va chén
doan bang ky thuat sinh hoc phan tir, dic biét ching ta c6 thé phan biét CA-MRSA véi HA-MRSA. HA-
MRSA thong thuong mang gen SCCmec (type I, 11, 111) trong khi CA-MRSA thong thuong nho hon,
mang gen type IV, V hoic VII

Mot s6 chung MRSA, dic biét c6 nguon gdc tir cong dong (CA-MRSA) san xuat doc to Panton-Valentine
leukocidin (PVL) lién quan vai viém phoi hoai tir tién trién nhanh, thuong & nhimg nguoi trude d6 khoe
manh.

D6i véi viem phdi do MRSA, nhém khang sinh dwoc dé nghi 1a glycopeptide (vancomycin va
teicoplanin) va linezolid. Vancomycin van 1a diéu tri tiéu chuan. Tuy nhién, ndng do wc ché téi thiéu cua
vancomycin da ting dan, phai tang lidu khi sir dung gy tac dung ngoai y dic biét Ia trén chiic nang than,
da dat ra van dé vé vai tro cua Teicoplanine so véi Vancomycine. Linezolid c¢6 duge dong hoc tot hon va
doc tinh trén than it hon so v&i vancomycin trong truong hop vi khuan cé san xuat PVL. Cephalosporin
chéng MRSA cho nhiéu htra hen trong diéu tri MRSA. CAc loai thudc khang sinh méi (nhu quinupristin-
dalfopristin, daptomycin, tigecycline, telavancin) khong duoc khuyén cao diéu tri dau tay trong viém phoi
do MRSA, vi ¢6 nhitng han ché hoic chua duoc chip nhan diéu tri viém phdi bénh vién, tuy nhién van c6
thé sur dung cho bénh nhan khi khéng co lua chon khac



ABSTRACT: COMMUNITY ACQUIRED PNEUMONIA DUE TO METHICILLIN
RESISTANT STAPHYLLOCOCCUS AUREUS (MRSA)

Nguyen Dinh Duy

Recently, the incidence of MRSA has been increasing in both community and hospital. In the
United State of America, MRSA infection was significantly reported, accounting for 20% - 40% of
hospitalized acute pneumonia (HAP) and ventilation acute pneumonia (VAP), especially in old patients
and patients with chronic diseases. The MRSA is also high in Asian countries resulting in difficulty in
management of S. aureus infection. A study conducted in 10 Asian countries showed that the mortality
rate was fluctuating from 18.7% to 40.8% in HAP; and MRSA accounted for 82.1% in patients with
S.aureus isolated. In ANSORP study, S.aureus is one of the first four reasons of VAP (12.2%).

In Viet Nam, studies on antibiotic resistance in many hospitals showed that the MRSA infection
was 5% and most of them are resistant to all antibiotics; resistance to Amikacin, Vancomycin and
Doxycilline( < 5%.)

Aside from culture is a routine test, molecular tests is also used for diagnosis. Especially, we can
differentiate CA-MRSA from HA-MRSA. HA-MRSA normally contains SCCmec gene (type I, I1, 1)
while CA-MRSA contains smaller SCCmec gene with type IV, V hoic VII.

Some MRSA isolates, especially those isolated from community (CA-MRSA) can produce toxin
Panton-Valentine leukocidin (PVL) resulting in progressive caseation pneumonia in previously healthy
people.

In MRSA, glycopeptide (vancomycin and teicoplanin) and linezolidare suggested in the treatment
regiment, and Vancomycin is still the standard treatment. However, the MIC of Vancomycin has been
increasing, leading to the increasing of the treatment dose. The side effect of Vancomycin with increasing
dose was recorded, especially in renal function. Therefore, the role of Vancomycin and Teicoplanin was
considered.

In comparison to Vancomycin, Pharmacokynetics of Linezolid is better and toxicity in renal is
lesser in patients infected with toxin Panton-Valentine leukocidin producing bacteria. Cephalosporin
against MRSA is very promisive in MRSA treatment. Novel antibiotics (Quinupristin-dalfopristin,
Daptomycin, Tigecycline, Telavancin) are not approved for use as the first choice solution in treatment of
pneumonia with MRSA due to some limitations or not yet approval in HAP treatment. However, it can be
used if there is no other solution.

(*) BS CK 11, Phé Giam Poc BV Pham Ngoc Thach



TONG QUAN VIEM PHOI BENH VIEN VA VIEM PHOI THO MAY DO MRSA

PGS. TS. Chu Thij Hanh (*¥)

Viém phéi bénh vién (VPBV) la viém phoi xuat hién sau khi vao vién 48 gio ma khong c6 biéu hién hoic
@ bénh tai thoi diém vao vién. Viém phdi lién quan thé may (VPLQTM) Ia viém phoi xuét hién sau khi
dat ong noi khi quan 48 gio. VPBV/VPTM chiém khoang 22% nhiém tring bénh vién. Tac nhan gay
VPBV/VPTM rit da dang va ciing c6 thé la thc nhan pho rong. Céc vi sinh vat gay bénh da khang khang
sinh 1a ca&c mam bénh chinh trong cac trudng hop nhiém tring nang. Trong s6 cac mam bénh Gram
duong, Staphylococcus aureus khang lai methicillin (MRSA) déng mét vai trd quan trong, chii yéu gap &
bénh nhéan tho may hoic ¢ bénh nhan c6 cac yéu té nguy co cu thé. Nhidm MRSA van la mot thach thic
dang ké trong don vi cham soc tich cuc (ICU). Nhiém triing boi nhitng vi khuan nay 1a nguyén nhan quan
trong gay nén bénh tat, tir vong, va ting chi phi diéu tri. Trong s6 2 triéu truong hop nhiém khuan bénh
vién hang nim & Hoa Ky, khoang 60% c6 lién quan dén vi khuan dé khang khang sinh (c6 kha ning
khéng lai 1 hozc nhiéu thudc). Nhin chung, dya trén cac wéc tinh khoang hon 50% nhiém khuan S. aureus
& bénh vién 1a khang methicillin, 1am ting chi phi diéu tri tir 100 triéu dén 30 ty USD. MRSA con khéng
thudc khang sinh ngoai nhom p-lactam. Do d6, mot s6 chung cé thé dugc goi 1a MRSA da khang (MDR
MRSA). Mic du ton tai cac mam bénh khang khang sinh khac, MDR MRSA la phé bién nhat, va ty I¢
hién nhiém cua n6 dang gia ting. Diéu tri bao phi MRSA, sir dung vancomycin hoic linezolid (khuyén
c4o manh, bang chang yéu) theo khuyén céo cua IDSA 2016.



OVERVIEW OF HOSPITAL-ACQUIRED PNEUMONIA AND VENTILATOR-
ASSISTED PNEUMONIA CAUSED BY MRSA

Chu Thi Hanh
Hospital-acquired pneumonia (HAP) = pneumonia not incubating at time of admission, occurring 48
hours or more after admission.Ventilator-assisted pneumonia (VAP) = pneumonia occurring >48 hours
after intubation. HAP/VVAP together account for 22% of all hospital-associated infections. HAP and VAP
may be polymicrobial and can be caused by a wide spectrum of pathogens. Potentially multidrug-resistant
microorganisms often represent the 'core' pathogens of the most severe infections. Among Gram-positive
pathogens, methicillin-resistant Staphylococcus aureus (MRSA) plays a key role, mainly in mechanically
ventilated patients or in patients with specific risk factors. Methicillin-resistant
Staphylococcus aureus (MRSA) infections remain a significant challenge in the intensive care unit (ICU).
Such infections are significant causes of morbidity, mortality, and increased patient cost. Of the 2 million
nosocomial infections acquired annually in the United States, approximately 60% involve antibiotic-
resistant bacteria (defined as resistant to 1 or more agents). Overall, more than 50% of nosocomial S.
aureus infections are methicillin-resistant, with associated
treatment costs ranging from $100 million to $30 billion, based on various estimates. MRSA is often
resistant to antibiotics outside the B-lactam class. As a result, some strains may be referred to as
multidrugresistant MRSA (MDR MRSA). Although other antibiotic-resistant pathogens exist, MDR
MRSA is the most common, and its prevalence is increasing. When covering MRSA, use vancomycin or
linezolid (strong recommendation, low quality evidence) — recommendation of IDSA 2016.

(*) Phé Cha tich hgi H6 hap Viét Nam, Phé Gidam doc Trung tm HO Hap Bénh Vién Bach Mai



CAC THUOC KHANG SINH PIEU TRI MRSA

Tran Quang Binh

Thuat nglr Staphylococcus aureus khang methicillin (MRSA) duoc st dung vao thap nién 1950, sau khi
nhiéu truong hop nhiém trang do Staphylococcus aureus dwugc ghi nhan khang véi penicillin va
methicillin. Nhidm khuan do MRSA c6 thé x4y ra trén 3 nhém ngudi: (1) nhitng nguoi dang diéu trj trong
bénh vién (MRSA lién quan vai bénh vién), (2) nhitng ngudi vira méi nhap vién hodc dang tiép xuc véi
cac phong kham, cac don vi loc méau hoic duogc diéu tri ngoai tri nhu hoéa trj lieu (MRSA lién quan véi
cham s6c y té), va (3) nhitng ngudi & cong ddng (MRSA lién quan véi cong ddng). Cac khang sinh
MRSA thudng dugc chi dinh trong cac loai nhiém triing sau:

"1 Nhiém tring da va mé mém nhu nhot, &p xe, hoai tir cdn mac khong dap tng véi rach thao mu va dan
luu

1 Nhiém trang tang sau va hé thong nhu nhiém khuan huyét, nhiém tring xuong, cic vat dung cay ghép,
nhiém tring phéi, va viém noi tam mac vi tring...

" Nhitng bénh nhan suy giam mién dich hoic c6 wc ché mién dich

C6 nhiéu loai khang sinh diéu tri nhiém khuan do MRSA. Céc khang sinh cephalosporin thé h¢ 1:
cefazolin, cephalothin va cephalexin; Trimethoprimsulfamethoxazole (Co-trimoxazole); cac macrolides
nhu erythromycin, clarithromycin, azithromycin; cac tetracycline nhu doxycycline, minocycline...; cac
fluoroquinolone nhu ciprofloxacin, levofloxacin va ho lincosamide nhu clindamycin hién nay chi c6 thé
ding cho cac truong hop bénh nhe caa MRSA chil yéu 1a MRSA tir cong dong (CA-MRSA).

Rifampicin 1a thuéc c6 hiéu qua tot trén MRSA nhung khong khuyén céo sir dung don tri hay ding rong
rdi vi hién nay day 1a thudc khang lao chinh va MRSA dé khang khi st dung don tri. Nhitng khang sinh
nay hién nay khong con 1a lya chon t6t vi MRSA tién trién khang céc thudc nay kha nhanh chong va diéu
tri thuong gap that bai véi cac thudc nay. Vi vay vancomycin hién nay duoc xem la thude sau cing dé
diéu tri MRSA. Viéc tri liéu ngay nay doi hoi can cac thudc khang sinh moi nhu cac glycopepetide gom
ca vancomycin va céc glycopeptide thé hé méi va oxazolidinone nhu linezolid.

Nhiém khuan do MRSA c6 thé rat niang va gay tir vong. Cac thudc thé hé méi diéu tri MRSA c6 thé phan
lam 2 nhém chinh:

[J Peptides:

1 Glycopeptide hodc Lipoglycopeptide: gom vancomycin, teicoplanin, cac glycopeptide méi nhuw
dalbavancin, oritavancin, telavancin

[J Lipopeptide: daptomycin (cubicin)

(1 Céc khang sinh khac:

1 Oxazolidinone: Linezolid, tedizolid

1 Glycylcycline: Tigecycline

(] Streptogramin: Quinupristin/dalfopristin

"] Céc thudc trc ché Dihydrofolate reductase nhu iclaprim



[ Fluoroquinolone (Delafloxacin)
"I Cephalosporin thé h¢ 5: ceftaroline, ceftobiprole
{1 Carbapenems khang MRSA

Tay theo mic d6 nang va loai nhiém tring ma khang sinh dung diéu tri MRSA c¢6 thé chon 1a khang sinh
duong udng hodc duong tiém. Mat khac dya trén tinh chat dugc dong hoc, tinh wa nudce hay wa lipid, tinh
gan két véi protein, thé tich phan b, tinh thim vao co quan dich, tac dung phu ma thubc dugc chon va
chi dinh véi thoi gian diéu tri phi hop cho ting loai bénh nang nhu nhiém tring da va mé mém c6 bién
chang, viém phéi hay nhiém tring xwong, viém ndi tim mac. Hién nay dé diéu tri viém phoi mic phai
cong dong nang (CA-MRSA), viém phoi mac phai trong bénh vién va viém phoi lién quan véi tho may
do MRSA, cac lya chon chu yéu van la glycopeptide (vancomycin, teicoplanin) hozc linezolid. Két qua
cua nhiéu nghién ctu cho thiy cac glycopeptide thé hé mai (dalbavancin, telavancin, oritavancin),
cephalosporin thé hé 5 (ceftobiprole, ceftaroline) oxazolidinone thé hé mai (tedizolid) 1a cac thudc thay
thé c6 nhiéu hira hen trong diéu tri nhidm khuan do MRSA.

Tur khéa: MRSA, nhidm khuén do MRSA, khéang sinh diéu tri MRSA

T&c gia lién hé:
PGS.TS. Tran Quang Binh, DT: 0903841479, email binhtg.tranquangbinh@gmail.com
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ANTIBIOTICS FOR MRSA INFECTIONS (MRSA ANTIBIOTICS)

Tran Quang Binh

The term methicillin-resistant Staphylococcus aureus (MRSA) was derived since 1950s, after many
staphylococcal infections resistant to penicillin and methicillin were reported. Infections with MRSA can
occur in three groups of people: (1) persons currently in the hospital (hospital-associated MRSA), (2)
persons with recent hospitalization or ongoing contact with medical clinics, dialysis units, or those
undergoing complex outpatient treatments, such as chemotherapy (healthcare-associated MRSA), and (3)
persons in the community (community-associated MRSA). MRSA infections can be very serious and
even fatal. MRSA antibiotics are often prescribed for the following types of infections:

[J Skin and soft tissue infections, such as boils, abscesses or necrotizing fasciitis, that do not respond to
incision and drainage.

[J Systemic or deep tissue infections such as bacteremia, bone, implant, lung infections or bacterial
endocarditis.

) Immunosuppressed or immune-compromised people. There are several antibiotics that are used to treat
MRSA infections. The first generation of cephalosporin such as cefazolin, cephalothin and cephalexin;
Trimethoprim-sulfamethoxazole (Co-trimoxazole); the Macrolides as erythromycin, clarithromycin,
azithromycin; the Tetracycline as doxycycline, minocycline...; the Fluoroquinolone as ciprofloxacin,
levofloxacin and the Lincosamide as clindamycin currently may be only used for non-resistant Staph
aureus infections or mild cases of MRSA, mainly for CA-MRSA infections. Rifampicine also has the
good effectiveness for MRSA infection but this agent is not recommended to be used widely due to this
drug is a major anti-tuberculous agent and more easier resistant when used alone. These antibiotics are
not good choices because MRSA develops resistance to them quickly and the failure of treatment is
commonly seen with these drugs. Therefore, vancomycin is now called an antibiotic of last resort for
MRSA. The treatment currently may require the use of newer antibiotics, such as the “glycopeptides”
which includes vancomycin, new glycopeptides and oxazolidinone such as linezolid. The new agents for
MRSA infections can be classified into two main groups:

[J Peptides:

[J Glycopeptide or Lipoglycopeptide including vancomycin, teicoplanin, new glycopeptides such as
dalbavancin, oritavancin, telavancin

[J Lipopeptide: daptomycin (cubicin)

(1 Other antibiotics:

1 Oxazolidinone: Linezolid, Tedizolid

1 Glycylcycline: Tigecycline

(] Streptogramin: Quinupristin/dalfopristin

[J Dihydrofolate reductase inhibitors (DHFR inhibitors) such as iclaprim
1 Fluoroquinolone (Delafloxacin)

(1 Fifth generation of Cephalosporins: ceftaroline, ceftobiprole



[ Anti-MRSA Carbapenems

According to the severity and type of infections, MRSA antibiotics can be chosen for either oral or
parenteral administration. In addiction, based on the pharmacokinetic properties, hydrophilic or lipophilic
agents, protein binding, volume distribution, tissue penetration, side effects, MRSA antibiotic is
prescribed and used with appropriate duration for severe diseases such as complicated skin and soft tissue
infections, pneumonia, bone infection or endocarditis.

The most options that use currently for the treatment CA-MRSA pneumonia, hospital acquired
pneumonia, ventilator associated pneumonia are glycopeptide (vancomycin, teicoplanin) or linezolid. The
results of some studies showed that new glycopeptides (Dalbavancin, telavancin, oritavancin), 5th
generation of cephalosporin (ceftobiprole, ceftaroline) new oxazolidinone (Tedizolid) are promising
alternative agents for treatment of MRSA infections.

Keywords: MRSA, MRSA infections, MRSA antibiotics

Corresponding author: A/Prof. Tran Quang Binh MD, PhD., mobile: 0903841479, email:
binhtg.tranquangbinh@gmail.com




» Du phong va diéu tri hen phé qudn man tinh (nguoi lom & t1é em > 12 thdng tudi).
» Du phong co that phé quan do ging sitc (nguoi lom & tré em > 06 tudt).
D Gidm tiiéu chitng viém miii di ving theo miia (nguoi lom & té em > 02 tuoi).

D Gidm tiéu chiing viém miii di itng quanh nam (nguoi lom & tvé em >06 thédng tuot)

Opesinkast
10mg




THANH PHAN:

OPESINKAST 4:

Méi vién chia:
t chat:

Hoat chat:

Montelukast 5 mg(dudi dang Montelukast natri)

Té dugc: Mannitol, hydroxy propyl cellulose, croscarmellose
natri, aspartam, bot mui trai cdy tong hop, oxyd sat dé, mag-
nesi stearat.

OPESINKAST 10:

Méi vién chtfa:

Hoat chat: Montelukast 10mg (dudi dang Montelukast natri)
Ta dugc: Lactose dap thang, cellulose vi tinh thé PH 102, natri
croscamellose, silic oxyd dang keo khan, oxyd sat vang, oxyd
sétidé, Oﬂadry Il white, magnesi stearate.

CHI DINH:

Opesinkast dugc chi dinh trong:

- Du phong va diéu tri hen phé quan man tinh cho ngudi I6n

va tré em tir 12 thang tudi tré [én, bao gém du phong cac

triéu ching hen ban ngay va ban dém, diéu tri nguoi hen

nhay cam véi asgirin. J

- DU phang co that phé quan do géng stic & ngudi I6n va tré

em 6 tudi tra |én. Lam giam triéu chiing ban ngay va ban dém

clia viém mdi di Ung (viem mii di (ng theo mua & ngudi I6n

va tré em tu 2 tudi tré Ién va viem mui di ing quanh nam &

ngudi I6n va tré em tir 6 thang tudi trd 1én).

CACH DUNG - LIEU DUNG: .

Opesinkast dugc uéng méi ngay 1 lan ldc no hodc ddi. bé

chita hen, nén uéng thuéc vao budi téi. Vi viém mdi di ung,

thai gian dung thudc tuy thudc vao nhu cau cta ting bén

nhén.j;)c’ii VGi ngudi bénh vira bi hen viia bi viém mdi di ing,

nén uéng moi ngay 1 vién vao budi téi.

Bénh nhan tar 15 tudi tré én bi hen va/hodic viém mii di img: moi

ngay 1vién 10 mg hodc 2 vién 5 mg.

Tré ém 6 dén 14 tudi b hen va/hodc viém mdi dj ing: méi ngay 1

vién 5 mg.

Tré em ti'6 thdng dén 5 tudi bi hen va/hodc viém mdi dj ting: moi

ngay 1 vién 4 mg.

Du phong con co that phé quan do géang stic:

Tré em ti 6 dén 14 tudi: udng it nhat 2 gid trudc nghiém

phap géng stc, 1 vién 5mg

| TU15tuditré 1én: udng it nhat 2 gid trudc nghiém phéap

~gang suc, 1 vién 10mg hodc 2 vién 5mg.

huyén cdo chung: Hiéu luc diéu tri clia Opesinkast trén cac

thong s6 kiém tra hen sé dat dugc trong vong 1 ngay. Can dén

ngudi bénh tiép tuc dung Opesinkast mdc du con hen da bi

khéng d}e, cling nhu trong céc thdi ky bi hen ndng hon.

Khong can diéu chinh liéu cho bénh nhan suy than, suy gan

nhe va trung binh, ngugi cao tudi, hodc cho tling gidi tinh.

Diéu tri Opesinkast lién quan téi cac thudc chua hen khac:

Opesinkast c6 thé dung phéi hop cho ngudi bénh dang theo

cac ché do diéu tri khac. "

Gidm liéu cac thuoc phoi hgp: thuée gian phé quan, cortico-

steroid dang hit hoac uéng. Khong nén thay thé dot ngot

thugc cortiﬁosteroid dang hit hodc uéng bang Opesinkast.

CHONG CHI DINH:

Qué man cdm vai bat ky thanh phan nao ctia thudc.

LUUYVA THéN TRONG:

; Néu hen hoac kho thé ndng thém, can bao cho béc si ngay

ap tuc.

ng nén dung montelukast cac dang uéng dé diéu tri con

Bé}l;l'ég nhan can dugc dan do dung nhiing thuéc

0 san. )

corticosteroid dang hit dan dan vdi su giam sat
khong dugc thay thé dot ngét corticoste-

montelukast.
hiéu nao cua

'vé‘i

‘An Binh,

i ndng ld ,
nh mor , ‘

n hanh méy méc. Tuy nhién, mét vai u

mat va budn ngui) da dugc béo cao rat hiém

bég ger'\1 kha néng Téi xe hodc van hanh may m
nh nhan.

TAC DUNG KHONG MONG MUON:
Rét thuang gap, ADR > 1/10: -1
Nhiém khuan: Nhiém trung dudng hoé hap trén.
Thudng gdp, 1/100 < ADR < 1/10:
Tiéu hoa: Tiéu chdy, buén nén, nén
Ag_lg)n: Tang n6ng do Transaminase trong huyét thanh ( ALT,
Da:Ban
Chung: Sét
it gdp, 1/1000 < ADR < 1/100; ‘
ién dich: Phan g qua man bao gém séc phan vé
Tam than kinh: Gidc mo bat thudng bao gém dc mong, mat
ngl, méng du, lo au, kich dong, bao gém hanh vi hung hiang
hoac thu dich, tram cam, dé bi kich thich, bon chén, run.
Than kinh trung uong: Hoa mét, buén ngu, di cdm/ gidam cam
giac, dong kinh
Ho6 hap: Chdy méau cam
Tiéu hoa: Khé miéng, chiing kho tiéu
Da: Vét tim, may day, ngtra
Co xuong: Pau khdp, dau ca bao gém chudt rat.
Chung: Suy nhugc, mét moi, khé chiu, phu.
Hiém gap: 1/10000 <ADR < 1/1000
Mau: C6 xu huéng gia tang chdy mau
Tam than kinh: Mat tap trung, suy gidm tri nhé
Tim mach: Tim dap nhanh
Da: Phii mach
Rat hiém gap, ADR < 1/10000
Mién dich: tang bach cau ua eosin trong gan.
Tam than: Ao giac, mat phuong hudéng, ¢d y nghi tu sat va hanh
Vi tu tu.
H6 hap: Hoi chiing Churg- Strauss (CSS), ting bach ciu ua
eosin trong phoi. ‘ "
Gan: Viém gan ( bao gém (a mat, té€ bao gan, tén thuong gan).
Da: Ban nét d6, hong ban da dang
Hoi y kién bac si néu gap phai tac dung khéng mong muén khi
sirdung thudc.
TUONG TACTHUGC:
- C6 thé dung montelukast véi cac thuéc thuong dung khéac
trong du phong va diéu tri man tinh bénh hen va diéu tri viém
mi di Ung. Trong cdc nghién clu vé tudng téc thudc, lieu
khuyén cdo lam sang ctia montelukast khéng c6 anh hudén
dang ké t6i dugc dong hoc clia cac thudc sau: t eothIIin, pred-
nison, prednisolon, thuéc uéng ngura thai (norethindron 1
mg/ethinyl estradiol 35 mcg), terfenadin, digoxin va warfarin.
- Vung dudi duong cong (AUC) clia montelukast giam khoang
40% & ngudi dl‘mgbdon thdi vai phenobarbital. Vi montelukast
dugc chuyén hoéa béi CYP 3A4, can than trong, nhat la & tré em
khi montelukast dung déng thai véi cac thudc dugc chuyén héa
bai CYP 3A4 nhu phenytoin, phenobarbital va rifampicin.
TRINH BAY :
- OPESINKAST 4: Hop 3 vi x 10 vién nén.
- OPESINKAST 5: Hop 4 vix 7 vién nén.
- PESINEAST 10: Hop 4 Vi x 7 vién nén bao phim.
BAO QUAN: )
Bdo quan & nhiét d6 dudi 30C, nai kho rdo, tranh anh sang.
HAN DUNG:
gG thang ké tir ngay san xudt. Khéng dung thudc khi qua han st
ung.

NHA SAN XUATVAPHANPHOL:
CONGTY C6 PHAN DUGC PHAMOPV
L6 27, Dudng s6 3A, Khu Co

inh, Thanh phé Bién Hoa,
9 - Fax: (




SU DUNG KHANG SINH TRONG VIEM PHOI CONG BONG TRE EM: NHUNG
QUAN NGAI VA GIAI PHAP

TS BS Tran Anh Tuén (*)

Du chuong trinh viém phoi (VP) tré em di dat dugc muc tiéu giam tir vong & tré em, nhung hién nay VP

van con la ganh tang trén pham vi toan cau.

Diéu tri khang sinh (KS) la chia khoa quan trong dé gitp dat dwoc myc tiéu trén, nhung véi thoi gian da
phét sinh nhiéu van dé: lam dung KS, sir dung KS khong phu hop véi khuyén cdo, va hau qua Ia vin nan

vi khuan (VK) khang thubc da dén mirc bao dong.

Qua tong quan y vin trong va ngoai nudc, mot sb cau tra 1oi cho cac van dé ban cii trong diéu tri KS

trong VPCD tré em hién nay nhu sau:

- Khuyén cdo tiép tuc diéu trj KS theo kinh nghiém: du k§ thuat vi sinh hién dai (PCR) da gitp phat hién
nguyén nhan trong 65-86% truong hop VP tré em.

- Viém phai do virus: trong thuc té Viét Nam, diéu hop ly 1a can diéu tri KS cho moi truong hop VP tré

em, nhét 1a trong truong hop VP ning, can nhap vién.

- Chua du bang ching can diéu tri KS bao vdy tdic nhdn khéng dién hinh ¢ tré viém phoi céng dong ma

chi nén diéu tri khi 1am sang goi y, hoic khong dap wng véi diéu tri KS nham vao tac nhan VK dién hinh.

- Hién khuyén céo sir dung KS phé hep hon la réng vi hiéu qua twong duong, it tbn kém, it tAc dung phu

va giam thiéu nguy co phat sinh vi khuan khang thuéc.

- DU tinh hinh VK khéang thubc gia ting nhung HDPT KS hién hanh trong VP van hiéu qua trong da sd

treong hop.
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ANTIBIOTHERAPY FOR COMMUNITY-ACQUIRED PNEUMONIA IN CHILDREN:
CHALLENGES AND SOLUTIONS

Tran Anh Tuan

Although the mortality of children pneumonia has decreased, the community-acquired pneumonia (CAP)
in children still be burden worldwide. To reduce mortality due to pneumonia, an appropriate intervention

in the form of antibiotics will be indispensable.

The inconsistent adherence to antibiotic treatment guidelines, the misuse of antibiotics lead subsequently

to increasing problem of antimicrobial resistance.

The literature reviews address the response for some conflicting problems in antibiotherapy for CAP in

children:

- The use of empirical antibiotics is inevitable due to the challenges of accurately diagnosing CAP and
identifying the causative organism although the modern technique (PCR) help to identify the aetiology in
65-86% cases of children pneumonia.

- Antimicrobial therapy should be routinely required for children with CAP in developing countries

including Vietnam, especially in hospitalized children.

- Lack of sufficient evidence base of coverage for atypical pathogens in children CAP. Empiric
combination therapy with a macrolide in addition to a beta-lactam antibiotic, should be prescribed for the

child for whom M. pneumonia and C. pneumoniae are significant considerations or for severe cases.

- Current international guidelines recommend the use of narrow-spectrum antibiotics in children with
CAP: compared with broad-spectrum agents, narrow-spectrum antibiotic coverage is associated with
similar outcomes, less of side-effects, cheaper cost of treatment, potential reduction of the emergence of

antimicrobial resistance.

- Current guidelines still be effective in spite of the burden of antimicrobial resistance



DPIEU TRI VIEM PHOI TRE EM DO TU CAU KHANG THUOC

Phan Hiru Nguyét Diém (*)

Viém phoi mac phai cong ddng do tu cau & tré em, véi bién chimg nhu tran mii mang phdi, VP hoai tir
van con la thach thirc d6i véi cac bac si 1am sang. Chiing t6i bao céo 2 truong hop VP do tu cau mic phai
cong dong khang thudc; trudong hop 1 1a viém phoi hoai tir kém tran ma mang phoi véi tu cau khang
thudc c6 doc to Panton Valentine Leucocidine (PVL) dwoc ciu séng véi thoi gian nam vién 32 ngay;
truong hop 2 la viém phéi hoai tir du diéu tri tich cuc voi Vancomycin va sau d6 1a Linezolide van tur
vong. PVL dugc tim thdy trong hau hét cac chang tu cau khang Methicilline gay nhiém tring MRSA
cong déng nhu viém phoi hoai tir, nhidm tring da va mdé mém, duoc xem 1a mot yéu té doc luc chinh.
Bén canh chon lya khang sinh khang tu ciu, can chi y xir dung khang sinh khang doc t6 nhu Linezolide,

Clindamycin, Rifampicine.

TREATMENT OF PEDIATIRC PNEUMONIA DUE TO METHICILLINE RESISTANT
STAPHYLOCOCCUS AUREUS

Phan Huu Nguyet Diem

Community-acquired pneumonia in children, with complications such as empyema, necrotizing
peneumonia, is still a challenge for clinicians. We report 2 cases of pneumonia due to MRSA: Case 1 was
necrotizing pneumonia with pleural effusion with Panton Valentine Leucocidine (PVL) toxin, resuscitated
with 32 days of hospital stay; Case 2 is necrotizing pneumonia, despite active treatment with VVancomycin
and then Linezolide is still dead. PVL was found in almost all MRSA strains that cause CA-MRSA
infections, such as necrotizing pneumonia, skin- and soft tissue infections, it was assumed to be a crucial
virulence factor. Besides the choice of appropriate antibiotics, we should pay attention to use antitoxic
antibiotics like Linezolide, Clindamycin, Rifampicine.

(*) PGS TS BS, Truong Khoa Nhi Dich vu BV NB1 TPHCM, PCN BM Nhi PHYD TPHCM



CHON LWA KHANG SINH PIEU TRI VIEM PHOI TRE EM O BENH NHI DI ’'NG
BETA-LACTAM

Ts Bs Tran Anh Tuan (*)

Beta-lactam Ia ho khang sinh (KS) thuong ding trong diéu tri viém phoi tré em. Tuy nhién, trong truong
hop bénh nhan (BN) di tng beta-lactam, viéc chon lya khang sinh thich hop nhiéu khi 12 mot thach dé véi

bac si lam sang.

Trudc tién can xac dinh ding 12 BN that su di ing KS: 90% BN “nghi di ing KS” lai khong phai la di

ung that sy va di tng that sy vai beta-lactam lai cang it gap hon ¢ tré em so vai nguoi lon.

Ngoai ra, néu BN that su di ung, khi chon lra KS ciing can tinh dén kha ning di ung chéo giita cac KS
trong ho beta-lactam du ty ¢ khong cao.

Trong truong hop that sy di (ng beta-lactam, tt nhat 1a tién hanh céc xét nghiém di tng hoc (lay da,
IDR) vi cac xét nghiém nay duoc chuan hoa twong ddi tt va, trong da sb trudng hop, cho phép khuyén

cdo rd rang vé viéc sir dung khang sinh tiép theo.

Trong truong hop khong thé thuc hién céc xét nghiém di ung, viéc ap dung luu dd chon lya KS thich hop
(trong d6 phai tinh dén sy can thiét cua KS nay, kiéu va do niang caa phan tng trude dé, yéu td nguy co,

kha nang di tng chéo) s€ giup cac nha 1am sang c6 duoc cac lua chon phu hop.

ANTIBIOTIC SELECTION FOR TREATMENT OF PEDIATRIC PNEUMONIA IN
CHILDREN WITH ALLERGY TO BETA-LACTAM

Tran Anh Tuan

Beta-lactam antibiotics are widely prescribed for common infections, especially pneumonia. B-lactam

allergy still remains a key issue in antibiotic prescribing.

It is important to elicit a history of all antibiotic allergy: over 90% of patients labeled allergic are able to

tolerate penicillins.

The careful allergic evaluation (detailed medical history, clinical assessment, skin prick-test, IDR, ...)
allowed to clarify the nature of the manifestations and to choose an appropriate decision for antibiotic

treatment.



The selection of antibiotics for a patient who reports beta-lactam allergy depends on many factors:

clinical situations (type and severity of allergic raction), clinical necessity for antibiotic therapy,

availability of allergic testing, putative drugs, possibility of cross-reactivity.

TAI LIEU THAM KHAO

1.

10.
11.
12.
13.

14.

Bradley JS, Byington CL, Shah SS. The management of community-acquired pneumonia in
infants and children older than 3 months of age: clinical practice guidelines by the Pediatric
Infectious Diseases Society and the Infectious Diseases Society of America. Clin Infect Dis,
2011:53(7):e25-76.

British Thoracic Society Standards of Care Committee. Guidelines for the Management of
Community Acquired Pneumonia in Childhood: Update 2011. BMJ 2011; 6 (Suppl 2).

Dona I, Torres MJ, Montafiez MI (2017). In Vitro Diagnostic Testing for Antibiotic Allergy.
Allergy Asthma Immunol Res; 9(4):288-298.

Hameed TK, Robinson JL (2002) Review of the use of cephalosporins in children with
anaphylactic reactions from penicillins. Can J Infect Dis;13(4):253-258.

Hoi Lao va Bénh Phéi Viét Nam. Hudng dan xu tri cac bénh nhidém tring hd hap duéi khong do
lao — NXB Y hoc 2012.

Kellar PS, Li JTC (2001). Cephalosporin allergy. N Engl J Med, 345(11): 804-809.

Koliscak LP, Johnson JW, Beardsley JR (2013). Optimizing Empiric Antibiotic Therapy in
Patients with Severe Beta-Lactam Allergy. Antimicrob Agents Chemother; 57(12): 5918-5923.
Mirakian R, Leech SC, Krishna MT (2015). Management of allergy to penicillins and other beta-
lactams. Clin Exp Allergy, 45, 300-327.

Pichichero ME, Zagursky R (2014). Penicillin and Cephalosporin allergy. Ann Allergy Asthma
Immunol; 112:404-412.

Satta G, Hill V, Lanzman M (2013). -lactam allergy: clinical implications and costs. Clin Mol
Allergy, 11:2.

Solensky R, Banerji A, Bloomberg GR et al (2009). Cephalosporin Administration to Patients
with a History of Penicillin Allergy. AAAI: Work group report.

Somech R, Weber EA, Lavi S (2009). Int Arch Allergy Immunol; 150:205-209

Suetrong N, Klaewsongkram J (2014). The Differences and Similarities between Allergists and
Non-Allergists for Penicillin Allergy Management. J Allergy. VVolume 2014, Article 1D 214183, 8
pages. http://dx.doi.org/10.1155/2014/214183

Yoon SY, Park SY, Kim S (2013). Allergic diseases of the skin and drug allergies - 2030.
Validation of cephalosporin skin test for prediciting immediate hypersensitivity: interim analysis.
WAO Journal, 6(1):116

(*) Bénh vién Nhi Bong 1



Tai liéu théng tin cho cdn bd y té

ARERONEN]

S )2/ 0DENEM

KHANG SINH DUNG PUONG TiNH MACH
DANH CHO BENH NHAN NHIEM KHUAN NI:-'\NG:
VIEM PHOI, VIEM PHOI BENH VIEN, NHIEM KHUAN DUGNG NIEU CO BIEN CHUNG,

NHIEM KHUAN 6 BUNG CO BIEN CHUNG, NHIEM KHUAN PHU KHOA,
NHIEM KHUAN DA CO BIEN CHUNG, VIEM MANG NAO, NHIEM KHUAN HUYET

Ngay hiéu luc: ngay 21 thang 11 nam 2016

AZ code: MER1509002

Tai liéu tham khao: v v
To huéng dan st dung thuéc . p I// ’
5 ;)

s : ’
Thoéng tin chi tiét vé san pham xin xem & trang 2. 5
S6 gidy tiép nhan hé so dang ky tai liéu thong tin thudcictia Cuc Quan ly Dugc - Bo YiTé
0308/16/QLD-TT, ngay 21/11/2016

T e ve——

Ngay in tai liéu: ngay 01/12/2016



Tai liéu théng tin cho cdn b y té

THONG TIN SAN PHAM

MERONEM 500mg, 1g Meropenem.

THANH PHAN: Chiia 500 mg hodc 1 g meropenem trihydrat véi
natri carbonat khan. DANG BAO CHE: Bét pha dung dich
tiém/truyén tinh mach. DPONG GOI: Hop 10 lo/1 lo. CHI BINH: Didu
tri nhiém khudn & ngudi I6n va tré em hon 3 thang tudi gay bai
mét/nhiéu vi khudn nhay cdm vdi meropenem nhu: viém phdi va
viém phéi bénh vién; cdc nhiém khuan ¢ bién chiing & dudng niéu,
& bung, da va cau tric da; nhiém khuan phu khoa (viém néi mac tur
cung va cac bénh ly viém viing chau); viém mang nao; nhiém khudn
huyét. Biéu tri theo kinh nghiém cac nghi ng& nhiém khuan & ngudi
|6n bi s6t giam bach cau theo don tri liéu hay phéi hap vdi cac thuéc
khéng virus hodc thuéc khang ndm. Diéu tri nhiém khuan hén hap,
bénh nhan xa héa nang, nhiém khuan dueing hé hap dudi man tinh:
don tri liéu hay phéi hop. LIEU LUGNG: Ngudi lém: Liéu lugng va
thai gian diéu tri tiy thuéc muc ds, loai nhiém khudn, tinh trang
bénh nhan. Liéu khuyén cdo méi ngay: 500 mg madi 8 gid: diéu tri viem
phdi, nhiém khuan duéng niéu, da va cdu tric da, cac nhiém khuan
phu khoa. 1 g méi 8 gid: diéu tri viém phdi bénh vién, viém phc
mac, cac nghi ngd nhiém khuan & bénh nhan gidm bach cau, nhiém
khuan huyét. 2 g mdi 8 git: Bénh xa héa nang, viém mang nao. Diéu
tri nhiém khudn hay nghi ng& nhiém khuén Pseudomonas aeruginosa:
Ngui lén: it nhat 1g mdi 8 gid, toi da 6g moi ngay chia 3 1an; Tré em:
it nhat 20 mg/kg mai 8 gid, t6i da 120 mg/kg méi ngay chia 3 lan.
Thén trong khi str dung dan tri liéu va thudng xuyén thir nghiém dé
nhay cam ctia thuéc khi diéu tri nhiém khuan do Paeruginosa. Bénh
nhdn ngudi Ién suy than: gidm liéu theo do thanh thi creatinin: CI
26-50 ml/phut: 1 don vi liéu méi 12 gia; CI, 10-25 ml/phut: niia don
vi liéu méi 12 gia; Cl_, <10 ml/phut: nifa don vi liéu méi 24 gi. Mero-
penem thai trir qua thdm phan mau va loc mau, khuyén cao nén st
dung mét don viliéu (500mg, 1g, 2g) (thy theo loai va muic dd nhiém
khuén) sau khi hoan tat thdm phan mau dé dam bao néng do diéu
tri hiéu qua trong huyét tuong. Chua c6 kinh nghiém sirdung thuéc
cho bénh nhan dang thdm phéan phic mac. Bénh nhdn nguéi lén
suy gan: Khong cin chinh liéu. Bénh nhédn cao tuéi: khéng cin
chinh liéu khi chiic nang than binh thuéng. Tré em: Tré 3 thdng-12
tudi: liéu khuyén cao la 10 - 20 mg/kg madi 8 gio. Tré cén néng >50 kg:
khuyén cdo dung liéu nhu & nguéi lan. Viém mang néo: 40 mg /kg
mbi 8 gid. Chua co kinh nghiém str dung thuéc cho tré em suy than.
CACH DUNG: Tiém tinh mach trong khoang 5 phut hay truyén tinh
mach trong khoang 15-30 phut. Dir liéu an toan khi dung liéu tiém
tinh mach 40mg/kg va 2g con han ché. Tiém tinh mach: pha thudc
véi nuéic vo khuan dé c6 dung dich tiém néng d6 khoang 50mg/ml.
Truyén tinh mach: pha thuéc véi dich truyén tuang thich (50-200 ml).
CHONG CHI DINH: Man cam vdi hoat chét hay bat ky thanh phan ta
duoc. Man cam vai bat ky thudc khang khuan nhom carbapenem
khac. Man cam tram trong (nhu la phan tng phan vé, phan (ing da
nghiém trong) vdi bat ky thudc khang khudn nhom beta-lactam
khéc (nhu 12 nhém penicillin hay cephalosporin). THAN TRONG: Co
mét s6 bang chiing 1am sang va can lam sang vé di ting chéo mét
phan gitta cac khang sinh carbapenem khac vdi cac khang sinh ho
beta -lactam, penicillin va cephalosporin. Ciing nhu tat ca cdc khang
sinh ho beta -lactam, cac phan (ing qua man (nghiém trong va doi
khi tir vong) hi€m xay ra. Trudc khi bat dau diéu tri véi meropenem,
nén héi ky bénh nhéan vé tién sir cac phan ling qua méan véi cac
khéng sinh ho beta-lactam. Nén st dung than trong MERONEM IV
cho bénh nhan c6 tién sir qua man nay. Néu phan (ing di (ng vdi
meropenem xay ra, nén ngung thuéc va cd bién phap xd ly thich
hap. Khi st dung MERONEM IV cho bénh nhan bi bénh gan can theo
déi ky néng dé transaminase va bilirubin. Cling nhu cac khang sinh
khéc, ting sinh cac vi khuan khéng nhay cam vaéi thudc cé thé xay ra,
can phai theo déi bénh nhan lién tuc. Khéng khuyén céo st dung
thudc trong trudng hop nhiém tring do cac Staphylococcus dé
khang véi methicillin. Trén thuc hanh lam sang, ciing nhu tat ca cac
khang sinh khac, viém dai trang giad mac hiém khi xdy ra khi st dung
MERONEM IV va cé thé & muic dé tir nhe dén de doa tinh mang. Vi
vay, can than trong khi ké toa cac thudc khang sinh cho bénh nhan
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cotién strbénh ly duoing tiéu hod, dac biét viém dai trang. Diéu quan
trong la can xem xét chan doan viém dai trang gia mac khi bénh
nhan bi tiéu chay lién quan dén st dung thuéc MERONEM IV. Mac du
cac nghiém ctiu cho thay déc t6 do Clostridium difficile sinh ra la mét
trong nhimng nguyén nhan chinh gay viém dai trang lién quan dén
st dung céac khang sinh, ciing can xem xét dén cac nguyén nhan
khac. Hiém gap bao cao co giat trong qua trinh diéu tri véi carbapen-
em, bao gém meropenem. Nén than trong khi st dung déng thdi
MERONEM IV véi cac thubc c6 kha ndng gay déc trén than (Xem Liéu
Lugng va Cach St Dung dé biét liéu diing). Khéng khuyén cao sl
dung déng thoi acid valproic/natri valproate véi MERONEM V.
MERONEM IV c6 thé lam gidm néng dé acid valproic huyét thanh &
mét s6 bénh nhan. Néng do acid valproic huyét thanh cé thé thap
hon néng dé diéu tri (xem phan Tuong tac thuéc). Sir dung cho tré
em: Hiéu qua va su dung nap déi vdi tré em dudi 3 thang tuéi chua
dugc xac lap; do d6, khéng khuyén cdo sit dung MERONEM IV cho
tré em dudi 3 thang tudi. Chua cd kinh nghiém st dung thuéc cho
tré em bij réi loan chiic ndng gan hay than. Pé thuéc ngoai tam tay
tré em. PHU NU' €O THAI VA CHO CON BU: Nén c6 béc si giam sét
truc tiép cho moi truang hop st dung thuéc cho phu nir mang thai.
Khéng nén stf dung & phu nit ¢6 thai va cho con bu trir phi lgi ich
vuiot trdi cac rii ro o thé xay ra. ANH HUGNG LEN KHA NANG LAI
XE VA VAN HANH MAY: Chua cé nghién ctu. Luu y cac triéu chiing
nhtic ddu, di cdm, co gidt da dugc ghi nhan khi ding thuéc. TUONG
TAC THUOBC: Probenecid tic ché su bai tiét meropenem qua than,
gay tang thai gian ban thai va néng d6 meropenem trong huyét
tuong. Khéng khuyén cao st dung déng thai probenecid va MERO-
NEM IV. Thudc gan két vdi protein thap (khoang 2%), do d6 tuong
tac véi nhiing hop chét khac do su phén tach khoi protein trong
huyét tuang khéng du kién xay ra. MERONEM IV ¢4 thé lam giam
néng d6 acid valproic huyét thanh, cé thé thdp han néng do diéu tri
va vi thé nén tranh phéi hap. MERONEM IV da dugc sir dung déng
thai véi cac thudc khac ma khong co cac tuong tac bat lgi vé dugc ly.
Str dung déng thai khang sinh véi warfarin cé thé lam tang tac déng
chéng déng ctia thudc. Nén theo di thudng xuyén chi s6 INR trong
sudt qua trinh st dung déng thai khang sinh vdi thuée chéng déng
dang uéng va mét khoang thai gian ngan sau khi st dung. TAC
DUNG NGOAI Y: Hiém 6 céc phan (ng ngoai y trdm trong Phan
nhém theo tan sudt: Thudng gdp (=1/100 dén <1/10): tang tiéu cdu,
nhtic dau, tiéu chay, 6i mira, buén ndn, dau bung, ting men ALT, AST,
GGT, alkalin phosphatase, lactat dehydrogenase trong mau, phat
ban, ngua, viém, dau; ft gdp (>1/1.000 dén <1/100): nhiém nam
Candida miéng va am dao, ting bach ciu &i toan, giam tiéu cau,
gidm bach cdu, bach cau da nhan trung tinh, di cdm, ting bilirubin
trong mau, mé day, viém tinh mach huyét khéi; Hiém gdp (=1/10.000
dén <1/1.000): co giat, mat bach cau hat; Rat hiém gdp (<1/10.000):
thiéu mau tan huyét, phi mach, biéu hién clia sé¢ phan vé, viem dai
trang gid mac, hoai t biéu bi gay nhiém déc, héi ching
Stevens-Johnson, héng ban da dang.

San xuit tai ACS Dobfar S.P.A Viale Addetta 4/12, Tribiano (MI),
Milan, 20067, Y.

Péng géi cap 1 tai Zambon Switzerland Ltd, Via Industria N.13,
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NGHIEN CUO’U DAC DIEM LAM SANG VA VI SINH O NGU'Ol BENH NHIEM
KHUAN HUYET DO ACINETOBACTER BAUMANNII (2011 — 2012)

Nguyén Thi Thanh Hat, Phan Quéc Hoan? Nguyén Treng Chinh?3

Pit van dé: Acinetobacter baumannii (A. baumannii) 1a mot vi khuan Gram am c6 kha ning gay nhiém
khuan huyét (NKH) ning, da khang khang sinh (KS), gia tang chi phi diéu tri, thoi gian nam vién va tir
vong. Dic biét A. baumannii c¢6 thé mang nhiéu gen khang KS va c6 kha ning gay dich. Nhan biét sém
lam sang va van dé khang KS cua A. baumannii gép phan chan doan sém, diéu tri hiéu qua va ciu séng bénh
nhéan.

Muc tiéu: Nghién ciru ddc diém 1am sang va vi sinh hoc trén bénh nhan NKH do A. baumannii tai 6 bénh vién
Viét Nam (2011 - 2012)

Phwong phap nghién ciru: Nghién ciru mé ta, tién ctiu ¢ theo ddi doc 287 BN duoc chan doan NKH do
A. baumannii, tai 6 bénh vién, 3 mién (Bénh vién Bach Mai, Trung Uong Quan doi 108, Trung Uong
Hué, Nhi Pong 1, Trung Vuong, Cho Ray) tir 01/01/2011 — 30/6/2012.

Két qua va ban Luan:

Lam sang cua 287 bénh nhan NKH do A. baumannii cho thdy NKH do A. baumannii gip ¢ ca 3
mién, 6 BV; Gap nhiéu o tré em 167 (58,2%), nguoi 16n 120 (41,8%); Tir vong chung (33,1%), tir vong &
ngudi 16n (50,8%) va tré em (20,4%); HON mé & ngudi 16n (26,6%) va tré em (13,7%); Phai ho hap hd tro
& nguoi 16n (40%) va tré em (22,1%); C6 SNK & ngudi Ion (45,8%) va tré em (26,3%); Suy da tang ¢
nguoi 16n (45,8%) va tré em (31,7%); Réi loan chic nang ho héap, tim mach, suy da tang, SNK, nhiéu
TTXL déu 12 yéu té tién lwong nang va tir vong & ca hai nhém tudi véi (OR > 1 va p< 0,05).

K§ thuat do ndng do tc ché téi thiéu (MIC) cho thiy: muc d6 nhay cam véi KS diéu tri cua A.
baumannii: nhay 100% vai colistin va rat thap vai imipenem (33,8%), meronem (37,5%), amikacin
(43,8%); ciprofloxacin (37,5%); MIC 50 va 90 cua ceftazidin, amikacin, ciprofloxacin bang nhau.

Ky thuat Multiplex — PCR, phan tich 62 chiang A. baumannii cho thiy: 62 chung mang OXA 51
(100%); 36 chung mang gen OXA 23 rai rac & 6 bénh vién cia 3 mién (Béc, Trung va Nam), 7 chung
mang gen OXA 58 chi gap & mién Béc va Nam. Dic biét, cac chung A. baumannii mang gen OXA 58
khang KS 1én dén 100% véi nhém carbapenem va ceftazidin. Cac ching mang gen OXA 23 ¢6 mic
khéng thap hon vai imipenem (66,7%), meronem (55,6%) va cao ceftazidine (91,6%).

Ky thuat PFGE phan tich 73 chang A. baumannii cho thay: 16 chim A. baumannii c6 kiéu gen tuong

dong tir 90-100% & ca 6 bénh vién; trong d6 18 chung A. baumannii khang carbapenem nam tai khoa
HSTC c6 kiéu gen twong ddng > 90% va déu mang gen OXA-23.
Két luan: Lam sang nang, khang nhiéu loai KS va c6 kha niang gay dich. Vi thé, nhan biét 1am sang NKH
do A. baumannii sém va lya chon, phdi hop KS diéu tri kip thoi gitip ting hiéu qua, giam doc tinh cua
thudc va cau séng BN. Tang cudng bién phdp KSNK, phong ngira lay nhidm chéo, phat tdn ngudn VK da
khang KS nay 1a can thiét.

1 Bénh vién Nhi Bong 1; % Bénh vién Trung Uong Qudn Déi 108



RESEARCH OF CLINICAL AND MICROBIOLOGICAL CHARACTERISTICS IN
SEPSIS PATIENTS CAUSED BY ACINETOBACTER BAUMANNII (2011 — 2012)

Nguyen Thi Thanh Ha!, Phan Quoc Hoan?, Nguyen Trong Chinh?

Introduction: A. baumannii is a Gram-negative bacteria are well known to cause severe sepsis, multi-
resistant antibiotics, increases treatment costs, duration of hospitalization and mortality. Especially A.
baumannii can carry antibiotic resistance genes and potentially cause outbreaks. Early recognition of
clinical and problem of A. baumannii resistant to antibiotics contributes for early diagnosis, effective
treatment and survival of patients.

Objective: Research of clinical and microbiological characteristics in sepsis patients caused by
Acinetobacter baumannii at six hospitals in Viet Nam (2011 — 2012)

Method: Descriptive, prospective longitudinal follow-up. All patients diagnosed A. baumannii
septicemia with positive blood cultures of in 6 hospitals in 3 regions (North, Central and South) of the
Vietnam, from 01/01/2011 - 30/06/2012.

Results and Discussion: The Clinicals of 287 septicemia A.baumannii patients: children 167 (58.2%),
adults 120 (41,8%); the overall mortality (33.1%), mortality in adults (50.8%) and children (20, 4%);
Coma in adults (26.6%) and children (13.7%); Must respiratory support in adults (40%) and children
(22.1%); There septic shock in adults (45.8%) and children (26.3%); Multi-organ failure in adults (45.8%)
and children (31.7%). The respiratory disorders, cardiovascular disorders, multi-organ failure, sepsis,
invasive procedures are the risk factors for severe and fatal prognosis for both groups of adult and
children (OR> 1 and p <0.05). MIC of A. baumannii: 100% susceptible to colistin and resistance to
multiple antibiotics tested and leading to the antibiotic sensitivity is relatively low with imipenem
(33.8%), meronem (37.5%), amikacin (43.8%); ciprofloxacin (37.5%). MIC 50 and MIC 90 of antibiotic
sensitivity to ceftazidin, amikacin, ciprofloxacin equal. Multiplex-PCR technique to detect all 62 strains
have OXA 51 gene (100%); 36 strains carrying OXA_23 gene in 6 hospitals in 3 regions of Vietnam. 7
strains carrying OXA_58 gene, which recovered from the Northern and Southern. Looking for the
genotypic homology by PFGE technique discovered 16 clusters of A. baumannii with genotypic
homology from 90-100% in all 6 hospitals; 18 carbapenem-resistant A. baumannii strains recovered from
ICUs have genotypic homology > 90% and all carry OXA-23 gene.

Conclusions: Clinically severe, resistant to multiple antibiotics and potentially cause outbreaks.
Therefore, the clinically recognizable by A. baumannii bacteremia soon, selection, combination antibiotic
treatment promptly helps improve efficiency, reduce toxicity and survival of patients. Strengthen
infection control measures, prevention of cross-contamination, spread sources multidrug-resistant bacteria
are necessary.
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MYCOPLASMA PNEUMONIA KHANG MACROLIDE VA NHIEM KHUAN HO HAP
CAP

ThS BS Tran Thién Ngoc Thio (*)

Tom tit

Mycoplasma pneumoniae la tic nhan thuong gip gy nhiém khuan ho hap cong dong cha yéu & tré em va
thanh thiéu nién.

Mic di dén nay van con nhiéu nghi van vé viéc diu tri khang sinh cho cic bénh 1y duong ho hap do M.
pneumoniae cé that sy hidu qua, hau hét cac chuyén gia déu cho rang khang sinh nén dugc sir dung mot
cach co hé thong & nhitng bénh nhan bi nhiém trung dudng ho hap do M. pneumoniae, dic biét 1a nhiing
ngudi c6 hé hd hap dudi. Macrolides thudng duoc coi 1a cac thude lwa chon dau tién diéu tri nhiém M.
pneumoniae & tré em.

Céac dong khang thudc 1an dau tién dugc phat hién vao nam 2001 tai Nhat Ban. Sau d6, stic dé& khang
Mycoplasma da ting 1én nhanh chéng tir nim 2002. Trong mdt phan tich 1ay dich hdu hong cua tré em co
nghi ngd nhiém Mycoplasma pneumoniae cho thay c6 dén 70% khang Erythromycin v6i nong do tc ché
t6i thiéu (MIC) khoang 32-512mg / L. Gen rRNA 23S duoc coi la c6 lién quan dén tinh khang macrolide.

Mot sb truong hop didu tri bang khang sinh cho két qua twong tu véi nhitng bénh nhin nhidm cac ching
nhay cam. Dir liéu thu thap duogc tir bénh nhan viém phdi cong dong do khang Macrolide M. pneumoniae
cho thay sy hién dién ctia gen dot bién khong lam tang mirc do ning cua biéu hién 1am sang & tré em hoic
ngudi 16n. Cac triéu chimg kha twong dong giita chung khang Macrolide va ching nhay cam va chi mot
vai tru(‘)rng hop nang da duoc ghi nhan. Tuy nhién, so v6i nhitng bénh nhan c6 cac ching nhay cam duogc
diéu tri bang Macrolide, hau hét cac truo'ng hop M. pneumonlae khang Macrolide ¢6 nhiéu diu hiéu va
triéu ching kéo dai, trong mdt sé truong hop can thay thé Macrolide bing tetracyclines hoic
fluoroquinolones theo thir tu dé c6 duoc mot két qua lam sang nhanh hon.

Abstract

Tran Thien Ngoc Thao
Mycoplasma pneumoniae is a common pathogen causing community-acquired respiratory tract infection
mainly in children and young adults.
Although the clinical relevance of antibiotic treatment in influencing the natural course of Mycoplasma
pneumoniae-associated respiratory diseases is questioned by some physicians, most experts suggest that
antibiotics should be systematically used in patients with M. pneumoniae respiratory infections,
especially those involving the lower respiratory tract. Macrolides are generally considered to be the first-
choice agents for treatment of M. pneumoniae infection in children.
The resistant strains were first found in 2001 in Japan. Then Mycoplasma resistance has increased rapidly
from 2002. In an analysis of throat swabs from children with suspected Mycoplasma pneumoniae showed
that 70% were erythromycin resistant with minimum inhibitory concentrations (MIC) around 32—
512mg/L. The 23S rRNA gene are considered to be associated with macrolide resistance.
A number of cases treated with ineffective antibiotics have shown similar outcomes to those observed in
patients infected by susceptible strains. Data collected from patients with CAP due to Macrolide-resistant
M. pneumoniae seem to suggest that the presence of mutated strains does not increase the severity of the
disease’s clinical manifestations in children or adults because the symptoms of most patients are similar
to those reported in subjects with Macrolide-susceptible strains, and only a few severe cases have been



observed. However, in comparison with patients with susceptible strains treated with Macrolide, most
subjects with Macrolide-resistant M. pneumoniae have more persistent signs and symptoms that, in some
cases, have led the attending physician to replace the Macrolide with a tetracyclines or fluoroquinolones
in order to obtain a more rapid clinical result.
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SY CHON LOC VI KHUAN CHI BUONG RUQT KHANG THUOC TRONG QUA
TRINH PIEU TRI NHIEM KHUAN HO HAP CAP O TRE EM TAI BENH VIEN NHI
PONG 1

TS.BS Ngb Ngoc Quang Minh (*)

Pit van dé: Vi rat 1a nguyén nhan hang dau trong nhidm khuan hé hap cip (NKHHC) & tré em.
Tuy nhién, sy khé khin trong chan doan phéan biét giita tac nhan vi khuan va vi rat trén 1am sang va viéc
khong c6 san cac xét nghiém chan doéan tac nhan nhanh khién cho cac bac si luon phai sir dung khang
sinh trong hau hét cac truong hop NKHHC. Viéc st dung khang sinh c6 thé dan dén chon loc ra cac vi
khuan chi duong rudt khang thude, tir d6 c6 thé truyén nhiing gen khang thudc cho nhitng vi khuan gay
bénh khac ngay trong chinh dudng rudt hoac truyén tir nguoi niy sang nguoi khac.

Muc tiéu: Do ludng su chon loc vi khuan chi duong ruét khang thudc ¢ cac bénh nhan NKHHC
diéu tri ngoai tra.

Phwong phap: Nghién ctiu tién hanh & cac bénh nhan dudi 16 tudi bi NKHHC diéu tri ngoai trd.
Bénh nhéan dugc lay phét miii, phét hong va hit dich ty hau (Nasopharyngeal aspiration - NPA) dé tim tac
nhan vi rat va vi khuan, ddng thoi 1y 3 mau phét truc trang véi ngay 0, ngay 7 va ngay 28 dé danh gia su
thay dbi cua dong vi khuan Enterobacteriaceae khang thudc. Tién sir ding thudc va khang sinh ciing
duoc ghi nhan

Két qua: Trong vong 1 niam, 563 bénh nhin dwoc dua vao nghién ctiru. 561 bénh nhan (99.6%)
c6 sir dung khang sinh trong d6 da phan (94,1%) thuoc nhom beta-lactam. 488 trudng hop (86,7%) dwong
tinh vai tac nhan vi rit. Mot tuan sau khi dung khang sinh, c6 sy gia ting rat dang ké cua vi khuan khang
thudc d6i vai cac khang sinh thuong ding thugc nhém penicillins va cephalosporins, ciing nhu cac khang
sinh it dung thuéc nhém aminoglycosides va quinolones (c6 I& do gen khang thudc cing nim trén
plasmid). Tuy nhién, sau 28 ngay, tinh khang thuéc caa vi khuan chi duong rut hdi phuc lai gan nhu
hoan tdan gidng nhu trude khi dung khang sinh

Két luan: Str dung khang sinh ¢ tré em NKHHC tac dong rat lén dén sy khang thuéc cua vi
khuan chi duong rudt, gay ra sy gia ting tam thoi quan thé vi khuan duong ruot khang thudc. Han ché sir
dung khéng sinh & tré em bi NKHHC Ia that su can thiét. Bén canh d6 ciing can ¢ nhitng xét nghiém
chan doan tac nhan nhanh phat hién sy hién dién cua vi rat hoic vi khuan trong dudng hd hap, hd tro bac
sT diéu tri trong viéc dua ra quyét dinh ¢ nén st dung khang sinh hay khéng, tir d6 phan nao gidp giam
dugc ti 1é st dung khang sinh khéng can thiét.
(*) Bénh vién Nhi dong 1



ABSTRACT: SELECTION OF RESISTANT GUT FLORA IN CHILDREN DURING
TREATMENT OF ACUTE RESPIRATORY INFECTIONS IN CHILDREN IN
VIETNAM

Ngo Ngoc Quang Minh
Background: Viruses are the most common cause of acute respiratory infections (ARI) in children.
However, the difficulty to clinically differentiate between viral and bacterial pathogens and the lack of
rapid diagnostics causes doctors to prescribe antibiotics for all acute respiratory infections (ARI).
Antibiotic use may select resistant gut flora which, in turn, can transfer resistance genes to other
(pathogenic) bacteria within the gut and transmit from person to person.
Objective: To measure the selection of resistant gut flora in children reporting to an outpatient clinic with
symptoms of ARI.
Methods: ARI outpatients under 16 years of age were included and respiratory swabs were analyzed for
the presence of pathogenic viruses and bacteria and in rectal swabs (day 0, 7 and 28) the fraction of
resistant Enterobacteriaceae was assessed. History of medication and antibiotic use were recorded.
Results: In one year, 563 patients were enrolled. Five hundred sixty one (99,6%) patients received
antibiotics, consisting mostly (94,1%) of beta-lactam drugs. Viral respiratory pathogens were identified in
488 cases (86.7%). After 1 week, a significant increase was found in the fraction of bacteria resistant to
commonly used antibiotic classes as penicillins and cephalosporins, but also to rarely used classes as
aminoglycosides and quinolones (likely caused by co-carriage of resistance genes on plasmids).
Restoration was observed after 28 days.
Conclusion: Antibiotic use in children with ARI has a great impact on the bacteria in gut flora and causes
temporary increased shedding of resistant bacteria. Restrictive use of antibiotic in children with ARI is
recommended. The availability of rapid diagnostic tests that assess the presence of viral or bacterial
pathogens in the respiratory tract may assist treating physicians in prudent decision making to help lower

antibiotic prescription rates.
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VIEM PHOI DO BURKHOLDERIA PSEUDOMALLEI & TRE EM TAI BENH VIEN
NHI PONG 1

BS Pham Thanh Uyén, TS BS Tran Anh Tuén (*)

TOM TAT

Muc tiéu: Khao sat cac dac diém dich té hoc, 1am sang, can 1am sang va diéu tri cia viém phoi & tré em
do Burkholderia pseudomallei va tinh trang nhay cam khéng sinh cua tc nhan nay

Poi twong va phwong phap nghién ciu: nghién ctu hdi ctru va tién cru md ta hang loat ca nhirng
truong hop viém phdi do Burkholderia pseudomallei tai bénh vién Nhi Bong 1 tir 1/2015 dén 12/2017

Két qua:

Trong 2 nam c6 6 truong hop viém phoi tré em do Burkholderia pseudomallei nhap vién tai bénh vién
Nhi Dong 1 (4 nam, 2 nit). 3 ca bénh 1a ngudi Campuchia. Hau hét thoi diém nhap vién 1a vao mua mua
vi ngudi bénh mac bénh do tiép xdc véi dat va ngudn nudc bi 6 nhiém nén bénh hay phd bién vao mua
mua, tudi nho nhat ghi nhan duoc 1a 11 thang va 16n nhét 1a 12 tudi. Chi ¢ 1 trudng hop ghi nhan bénh
nén (thalassemia). Ca 6 truong hop déu c6 biéu hién viém phdi cip tinh nhu cac tic nhan théng thuong
khéc (sbt, ho, tha nhanh, tha co 16m 1dng nguc, ran am nd), 5/6 truang hop c6 suy hd hap kém theo.

Ton thuong trén Xquang nguc: thAm nhidm nét - dam mo khong dong nhat (6/6 ca), kén khi (4/6 ca), tran
dich mang phdi (da sé phéi phai) (6/6 ca), xo hoa (1/6 ca). Ghi nhan c6 3 truong hop tén thuong dang
viém phdi hoai tir.

Chan doan xac dinh dya vao cidy mau duong tinh voi Burkholderia pseudomallei. Vi khuan phan lap

dugc nhay cam hoan toan véi ceftazidime, meropenem, imipenem va TMP-SMX. Hai truong hop ghi
nhan dugc nhay cam véi ciprofloxacin.

Diéu tri giai doan tin c6ng bing khang sinh tinh mach trong thoi gian dai (dai nhat 1a 45 ngay). Cac
khang sinh thuong dwoc st dung trong giai doan tin cdng: ciprofloxacin, ceftazidime,
meronem,imipenem, TMP-SMX nhung ciing thudng phdi hop véi vancomycin, clindamycin do tat ca cac
truong hop déu vao vién vai bénh canh 1am sang ban dau nang.

Diéu tri duy tri khang sinh udng véi TMP-SMX sau xuét vién chi duoc chi dinh trong 2 trudng hop gan
day nhat. Ghi nhan 1 truong hop tai phat do khong duoc diéu tri tiét trir sau xuét vién.

Bénh c0 ty 1€ tir vong cao: 2/6 ca (ty 1€ 33%).
Két luan :

Viém phoi do Burkholderia pseudomallei c6 bénh canh nang, nhung thuong dugc chan doan cham va
hinh anh ton thuong phoi thuong dé gy nham Ian véi lao. Can luu y yéu t6 dich t& viing mién dia phuong
va yéu té nguy co dé goi y chan doan. Trong diéu tri diéu tién quyét can bao gom giai doan tiét trir it nhat
20 tuan va giai doan diéu tri duy tri kéo dai nham giam ty 1& tir vong, tranh tai phat, tai nhap vién.

(*) Bénh vién Nhi dong 1



ABSTRACT: PNEUMONIA DUE TO Burkholderia pseudomallei IN CHILDREN IN
THE PEDIATRIC HOSPITAL NO 1

Pham Thanh Uyen, Tran Anh Tuan

Objective: Determine the epidemiological, clinical, paraclinical and treatment characteristics of
pneumonia due to Burkholderia pseudomallei and status of antibiotic susceptibility of Burkholderia
pseudomallei to antibiotics recommended for treatment.

Methods: Case series of pneumonia due to Burkholderia pseudomallei patients admitted to the pediatric
hospital no 1 from January 2015 to December 2017.

Results:

There were 6 patients (4 males, 2 females). Three cases came from Cambodia. Almost were admitted to
hospital in rainy season.

One cases had underlying disease (thalassemia). In our study, min age was 11 months, max age was 12
years old.

All 6 cases had typical clinical presentation of acute pneumonia (fever, cough, tachypnea, use of
accessory respiratory muscles, moist rales, dry rales),5/6 cases had respiratory depression.

The chest radiographies findings vary widely: node-patchy consolidation (6/6 cases), pneumatocele (4/6
cases), pleural effusion (almost right lung) (6/6 cases), fibrosis (1/6 cases). Three cases had necrotizing
pneumonia.

This disease was definited by lung infiltrations on the chest radiographies and the positive blood of
Burkholderia Pseudomallei.

Burkholderia Pseudomallei were completely sensitive to Imipenem, Meropenem, Ceftazidime and TMP-
SMX. Two cases were sensitive to ciprofloxacin.

The duration of the initial intensive therapy differs widely: min 3 days (mortality case), max 45 days.
Commonly used antibiotics: ciprofloxacin, ceftazidime, meronem, imipenem, TMP-SMX, vancomycin,
clindamycin.

Subsequent eradication therapy with TMP-SMX only counted to 2 cases nearly. One case relapsed of this
disease without subsequent eradication therapy was noted after being discharged from hospital.

During hospitalization, 33% of the patients died (2/6 cases).
Conclusions:

Pneumonia due to Burkholderia pseudomallei due to high mortality rate, difficulty in making early
diagnose and the the chest radiographies findings common confused by pulmonary tuberculosis.However,
this disease colud be suspected when patients presenting with appropriate epidemiological and exposed
factors.The recommend for treatments need both long term initial intensive therapy and subsequent
eradication therapy at least 20 weeks in order to have better treatment and avoid the recurrent of the
disease.
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