H INGH KHOAH C Vé n{#OQIENT C

N | SAN THANG 03/2019

H INGH T Hh NG NIEN
H THOHf PTPH CHI

MI NH Vé WOeY&HOA
LIENT CLEINTH 13

nA gM: TRUNG TAMH, I NGH, TTC
S 1T VEN Th TP RHRANHBINHTHUxN

TP.HCM, NGAY 22-23/03/2018



BANT CH CTRANTR NG
CCM 4N CCC NHée Tel

NHATAITR KI M ChuyNG

—) Abbott ¢ MSD

~N\ Boehri
IV ingelheim ¢/> NOVARTIS

@ }vris Sumitomo Dainippon

J Pharma
GlaxoSmithKline

NHA TAI TR ByC

Astrazeneca?  SANOFI « Y

NHA TAITR n” NG

&
CHEKC®




N, | DUNG CHhuyuNG TR

CME CCC CHUWWaN[Pn

TH | GIAN: 14:00-16:30

1.TH- C HéENH QU4N Lh HEN Vé& COPD QU,
CH, TOYBS. . N®GUYwWN NHh VI NH

Gl BAI GIiNG BAO CAO VIEN

Tinh hu” ng 1

Mt n h/j khantivi kho
th ,hadyh ib nhs , kham GV:ThS.Nguy n Nh<€ Vi nh
lam sang va ch’ L' nh xét Vai BS: BS Trfn Qu' ¢ Tai/H c vién tinh
nghi m s au [ik/dul, | nguy n

chok/Jholc h QIti v ™ t 4 Vai BN: B nh nhan gi[

vbh trong 20 phut. 20 phat
th[ o ludn

13:30 71 14:10

Tinh hu" ng 2

M tph n b henvachuxn
14:10-14:50 b mang thai, gi[i quy/It tinh
hu” ng trong 20 pht.

20 phat th[7o ludn

GV:ThS.Nguy n Nh+<€ Vi nh
Vai BS: BS Trfn Qu’ ¢ Tai/H c vién tinh
nguy n

Vai BN: B' nh nhan gil’

14:50-15:00 Tea break

Tinh hu” ng 3

M tb nh nhan nam 60 tu i
LJJn kham vi kho th' khi gdng
15:007 15140 |s c,chxn Lo8&n N~
hoUYc h QLti trong 20 pht.
20 phut th[7o ludn.

GV: ThS.Nguy n Nh<€ Vi nh

Vai BS: ThS. Nguy. n Nhdt Quanh/H c vién
tinh nguy n

Vai BN: B' nh nhan gil’




Tinh hu” ng 4

hu ng va cho k/JhoYc h QL i| nguy n
tr lau dai trong 20 phut. 20 Vai BN: B' nh nhan gil’
phat thl o ludn

Mtbnh nhon €OP GV:ThS.Nguyn Nh<€ Vinh
15407 16:20 | "9 ttr nHag, gili quy/t tinh | BS: ThS. Nguy. n Nhdt Qu8nh/H c vién tinh

16:20-16:30 T ng k/lt Ban gi['ng hubh

2. HD H[M N\NHHILh TAT NGYéTRe BM: NANG CAO

K NING -TCHHANHV. I BCC NM® QUCTDO
CH TOY: PGS.TS.PHANH U NGUY T DIwM

-CdpnhdtvQv i ° m mling  tTem)
PGS.TS. Phtm Th' Minh H ng (Ph6 CNkhoaYi n HY D T P HCM)

-ChXxn Lo§nfnh#rangb nh | T t ag" trlem h
ThS.BS Nguy. n Anh Tubh (T K iCB1\H ANhrig 1)n

- Cdp nhdt vQviém h ng lién cfu’ trGem
PGS.TS. Phan H, uNguy tDi m (B, ménNhi-n HYD TPHCM)

- Viém thanh khi ph/Jjquln® trGem
TS.BS. Trfn Anh Tubh (TK HO hip - BV Nirig 1)n

3.HD Hr P KWiG: D NG HD Hr P Kh TRONG
CH., TOHS.TS.Lag TH, TUYeT LAN
-TiéuchuXn kodtt kit c8c phe€ehngphyh&p Lo h? h

ThS \WhThién Quan

- Phan tich kJjt qul ho hbp ky i PGS Lé Th' Tuy/]t Lan

- Hand-on training

- Phan tich hd hbp ky quacalam sangi Th S fh Thién Quan




H | THI CAC NHA NGHIEN C U TRG < 35T

Th igian: 16:307 17:30

Bangidamkhfo: TS. BSnlg®° VIICE&BS. ¥ »
Chi/jn, BS.CKIINguy n n3® nh Duy

1. D€hng Minh Ng ¢, nHng VITrFm! nvg,T fINg sTahbe’
trén 200b nh nthrg t h€ ph'hi RXydi BV C

2. D€ehng ThanWaHuy®Qp.si °u ©m LW chXn Lo§n

3. D€hng DuyiKWmd nh bl WViatah btfinfjn ¢ ©uBary, i
LW tfm so8t ngeng tmhgh€lWit N@g, do t dc

4, D€hng Duy 'Khomg quan vQ c8c blng c©u h,

5. BS H. u Ho " ng)ffiBV NDGnm t tr€ ng h’° p OSA

nghi°motr ng

H, 1 THI NHA NGHIEN C U HO Hf P NHI TR TU’ |
LEIN 4

TH |1 GIAN: 17:307 18:45

Ban giam kh[o: PGS.TS Phan H. u Nguy t Di m, PGS.TS.
PhUm Th' Minh H" ng, TS.BS Trfn Anh Tubh.

STT Thi sinh nQtai
R Kitqufqufn | T hiétide heny
01 gs\)LeNNQF?hCZnThe d¥nc aB Ytntm 2 Gikhea Ho htp
9T B nhvin Nhrig2L
e nHe \iniviém ph' ikéodai® trod €i51tuU |
02 BS Trgn Th Mai Trinh |ty y10a Ho hbpb nhvi n Nhng 2 tiong

BV Nhrig2n tf igiant 1/ 1/ 2/ BE6/2018




BS V6 Th' Thanh Trang

Vai tro ¢, a siéu am ph itrongchXn L o §tn

03 : s’ nguyén nhan gay khé th cbp” trhem tdi
BV Nhrgln B nhvin Nhrgll
. . |n@utrkh2z dung NaCl <€u t
04 BS Nguy, " Ng ¢ Phic Salbutamol* trGviém tiwi ph/jqufnm ¢ L
BV Nhrgln -
’ trung binh
05 BSLETr ng Ng h o Viémtiwi ph/jquln nHag® trG2-12 thang tdi
BV Nhrigln khoaN it ngquat2i BV Nhrigln
06 BS phim Ng c Thu8 Nghiénc u Hi Wihilam sang, cdn lam

Linh
BV NhrgCfn Thil

sang va k/1t qull L Qu tr viém ph i nHag c6
th may tTemtdi BVNm Thh-2
2018

H INGH V' TINHC A CACCONGTY

TH 1 GIAN: 18:30 1 19:30




H INGH T Hh NGNIENH IHOH[ P
TP.H CHI MINH 20197 PHIEN TOAN

TH(Q

TH I1GIAN: 8H:00-H | TRNGTENGTR' T

CH TOy:-GS. TS. nl NH XUMN ANH
- GS.TS. STEPHEN KANTROW

- GS.TS. NGO QUY CHAU

-GS. TS.QUYeET

-PGS. TS. nICSH NG

-PGS.TS. LE TH, TUYe T LAN

- PGS.TS. NGUYWN Vie T NHUNG

-PGS.TS.TREIN VI N QNG

STT | TH | GIAN N, | DUNG
8:00-8:30 ViEn ‘nchdom ng
Khai mYc h ingh vat ngk/jtm t
8:30-9:00 ntm Yh oy H i H6 Hep TP H™ Chi
Minh
| \Whgwng ngay tldgiui phong
09:0009:25 chy' 3 fF 2 HnNkdoléch/Rom Y PGS TS Ngdy Vid Nhung
' ' Nam cung tlgith K oy K S Chyt®h Hsi Lao & Bah phii VN
chimawm b’y K f 12 @L2 yN
09-:0009:50 GM Nobel 2018 ¢midn dK (G NiR y|[D{ ¢{ 7 Ay Kyn dzNy]
' ' trdzy 3 GHKW LK GSHdz 8yNaw 71 [ 2 NE
. - TS.BS. HY 5 RPDAvd)
09:50-10:10 :151[; WOy 3 digyt d3tgmed - RA The University of Florida College
of MedicineUSA
10:10¢ 10:20 tTr"r *nh b yQccatangtymi L
Xayd ngmoé hinhhi uqul mln g . 1 | PGS.TS Nguy. n Vi/lt Nhung
10:207 10:35 | Hen-COPDt t r ung .€Fatg t Ch tchHbilLao&B nhph i
ph€hng VN
10:35i 11:00 |TFm so§t ung the p|C° SsStephenKantrow

Lousiana University, USA




LUNCH SYMPOSIUM C, A CAC CONG

TY
23 TH 1GIAN: 11:007 12:00

03

1. ABBOTT: ASUY NAWM  DhCy TRaN NHCC
NHAN B' NHLY PH" IMyNTINH: Vi N mVAGlal PHCP o

Ch f aiPGSTSBSLéTh Tuy/jtLan-Ch TchH iHenvaD ngTP.HCM
Baocaovien: PGS TS BS Al ber t nAllHacManillK h o a
Philippine.

nNna Wn:S[nh C&mng. T€

STT | TH | GIAN N, | DUNG

1 11:00- 11:05 Khai mYc. PGS TS BS Lé Thi Tuy/}t Lan

inh h€ ngc asuydinhd€ ngvamblchL/jntiénl€ ng vQutr L i

2 |1LOST 1120 | yan cac b nh Iy pht i. PGS TS BS Lé Thi TuyJ}t Lan

B3mg ch ngm ivQvaitrd ¢, acan thi p dinh d€ n g Jnlk/}t ¢, ¢ lam
3 11:207 11:45 sang va k/jt qul L Qu tr trén cac b nhly ph i. PGS TS BS Albert
Albay

Ensure, congth ¢  tphab sung HMB gitp W iph, ckh'ich, t & i
4 11:457 11:55 |c€ ngs ckh evagifmt [ t vongtréncacb nhnhan mdeb nhly
ph" i mUn tinh. DS Trfn H. u Khoi, Abbott Nutrition Vi t Nam.

5 11:55 - 12:00 Thl o ludn va b/jmYc

2. ABBOTT: AVAK DR HGBGFRRONG PHONG NG, A
M TS B NHLYHOH[P, TR NH, 0

Ch, toYva béo cao vién:
- PGSTSPhanH uNguy tDi m,TKDchvy, BV Nhrigln
- TSBSTrfn Anh Tubh, TKH6hbp BV “Ngili n

na Wn:S[nh Nh1€ h

STT | TH | GIAN N, | DUNG




11:00 - 11:05 Khai mYc: nGi di' n Abbott Nutrition

Vaitroc a di nhgtrangphong ng a cac
11:05 - 11:30 b nhiyhohbp { hg@Hp* trTem.
PGS TS BS Phan H. u Nguy t Di. m

M iliéenquangi ad _ n g Ynks abo vatrao
11:30 - 11:55 ng@didayth cquln’ troem.
TS BS Trfn Anh Tubh

11:55 - 12:00 Thl o ludn va b/jmYc

3. BOEHRINGER-| NGELHEI MS TleWB M | TRONG
TR UNG THhH I\AHB NHPH | TdC NGHTN My N TiNH

Ch, t a:

-PGS.TS.BS.Trffn V£ hciNCh, tchH i H6 hbp TPHCM

- PGS.TS.BS. Nguy. n Vit Nhungi Ch, tchH, iLaovaB nhPh iVi t Nam
n‘a \lm: S[nh ORCHIL

STT | TH | GIAN N, I DUNG

11:00-11:05 Phat biwi chaom. ng: n”"i dién VPDD Boehringer Ingelheim

11:05-11:10 10 Phat biwi khai mYc: PGS. TS.BS. Trfn Vit nc Ng

nQutrs m COPWhangcaochbl "~ Ihg&u cs ng: . rdg&n
11:10-11:30 ' Qi tr vab3mg ch nglam sang. PGS. TS.BS.L&Ti/n DI ng,
ch, tchH i HO hbp TPHCM

Hiuqufca TKI Qutrounngg Lti'h kdong t]baonh : T
11:30-11:50 nghién c u Jlith c hanhlam sang.
TS. BS. ' hg Vi@ Tt h€iHThbpHPHCM

Thlo ludn va t ng k/jt: PGS.TS.BS. Nguy. n Vi/}t Nhung

11:50-12:00

4 NOVARTI SI: MU HQULIRNCOOPD TREN TH C HANH
LAM Sé&NGo

Ch taa PGS TS VI WYiGm GiT§ighMayVv B
n‘a \lm: S[nh CAMELIA

STT | TH | GIAN N, 1 DUNG

11:00 - 11:10 KhaimUc:PGS TS VI Vin Gi §p




Khuy nhngbh®W “ L QUti COPD trongth c

H10-1180 f panhlamsang-PGS.  TS. VI Vin Gi §p

L ach nLABA/LAMA phuh pchob nhnhan

180- 150 1 copp - Ts. BS. Lé Khds Blo

11:50 - 12:00 Thl o ludn va b/jmYc

5. GSK: B MR VA QUINLY HI' UQU4 B" NH NHAN COPD
NHIJU "nTCrP o

n‘a \lmi: S[nh ROSE

n“i tnég
-100 b&c sog c hipynin nglghéotram b 1tr diti/Jp
-100 bs8&8c so chwbpyninngkghabtramt 1tr dituy/jn q u a fecgwe

Ch, f a:PGS.TS.BS.Lé Th Tuy/tLan, Ch, tchH iHen-D ng-Mi ndchlam
sang TP. H™ Chi Minh.

Béo cao vién:

-PGS.TS.BS.Nguy nThanhH i , Gic®8mhWin na k hotgHl[@hong.
Pho Ch, fc h VP niDaoMa B nhph iVi t Nam tdi TP. H[i Phong.
-ThS.BS.Nguy n Nh<€ Vimg, kAo& Thde mn B ghoihn Uh ¢
Y d €c TP. H® Chi Minh, C" vbh Y khoa - GSK Vi t Nam

STT | TH | GIAN N, 1 DUNG

11h057 11h10 | Khai mUc: PGS TS Lé Th' Tuy/}t Lan

n&€nh gi &l a " kb8ng siQnthngolr oh g %L L
11h107 11h25 | cbp COPD-T guidelinet i ng d. nglam sang.
PGS. TS. BS. Nguy. n Thanh H i

B nh nhan COPD nhiQu ~ tcbp - Cac y/ut gilp phong
nga nguy c¢ch t€hng | ai.
ThS.BS.Nguy. n Nh<€ Vi nh

11h257 11h40

11h407 12h00 | Th[o ludn va b/JmYc, ch, toYva bao céo vién

6. SANOFFAVENT | S:PHING V/A TR ICAC B' NH NHIwM
KHUf N n hNG HO Hf P 0

Ch, t avabdo céo vién

PGS.TS.BS.LéTi/jn DI-Tg @gkhoaHdohbp , BiVirc Y  OM.HCM.
ThS.BS.LamMinhY/n-Nguy ° n P Gnt BnVINEM

n‘a \lm: S[nh TULIP

STT | TH | GIAN N, 1 DUNG




11:00 - 11:20 Cum mua: nh, ng bai h ¢ cfnnh
ThS. BS. L&m Minh YYn.
Nguyén P Gn BVt N nlPHCM

L achn kh8ng sfim’ho nthr@otrtmhi nikhuXn ho
hbp hi n nay?

PGS.TS.BS.L&Ti/jn DI ng

T r' <@g khoaHé hbp, B nhvi n Uph ¢ Y’ OTE.HCM

11:20 - 11:40

11:40 - 12:00 Thlo ludn &t ng kJjt

12:00 Tic tr €a




CHr M THI POSTER

Th igian: 13:007 13:30

Ban giam kh[o: TS BS g WIh,© BS
n. cChi/jn,BSCKIINgQuy n n3® nh Duy

C

1. Trfn Ng c.TB&8bo ¢€€8ae ca b nh: m, m ' ng ph’i

nduNguy n Anh Calangsanglointhfn v~ titng BC do cort

D€ehng Thanh HuyQn, L° H Calm samgiém rmahg ndolvé&®  n

tr¥ng do b nh m: li°n k/Jt h,n h’'p

Hug8nh AnNhan2ur€mgh p viém ph' i mo k€ khéng LHe hi u* b nh nhan CTD
H Lam, L°% WimhViNgt ¢, Thanh HuSoQnc § ol hseh
Pleur X tUi Ch® RXy

HIi Thanh, H" :LaBg o Kch&oc tBu@n tr OSAPWPI tc
107 tr<€ ng h' p

Dehng DuylTrdhawa.ch. ng | i°n quan OSA tr=°n

D€ehng DuyCadmsang: ChXn Lo&n m t tr<€ ng h]

Ngd Th/JHoang: K/tqul L Qutr 200t r @ h p n g €nkhing h BV Th" ng Nhbl

q

n

B




H,
Th igian: 13:157 16:30

| THIO CHUY gN§IBH |

T RNG

SESSION 1: NHIwM TRUNG HO Hf P
n'a \lhi: S[nh ORCHIL (tfng tr t)

Ch, t a: PGS.TS. Trfn

V £ nc, T8BS. Phlm Thi Ng ¢ Thlo, TS.BS.

PhUm Hung Van, TS.BS.Nguy n  Vtn Th " nh
Th igian n Qtai B&o c&o vién
TS BS Phim Hung Van
13:15i 13:35 | K/}t qul vi sinh nghién ¢ u EACRI Ch, tchH iVisinh Lam sang TP
HCM
A N A TSBSNguy n VEn Th" nh
13:35- 13:55 I h EACRI S ¢ -
K/l qui*lam sang nghien ¢ u PCT H iLao & B nhpH i VN
Sanofi -Aventis: T'i  €©u Qaduag | i A
e A g : o TS.BS. Hud8n h VAnn
13:55i 14:05 gh“Si Fl uoroqui @Qarlviéerm t r T r4@g khoa HSCC-B V N D G n
V5 - s IEIRE ERETERE, | EE 7D et nti di n MSD
trong vitmph ic n g ng ’
ameaaan | ViEmph i i °n quan]nérgt mf PGSTSTrfn Vitnc Ng
14:15i 14:40 , I
! hay b, ? Ch, tch H, i H hsp TPHCM
| Méhinht i °‘mgt @ngb nhlyn, i ThSBSHaTbh It
14:40115:05 | hoa tli khoa cBp ¢, u TK | CU BV§{mKITHh C
15:0571 15:20 | Gil'i lao va tham quan trivvh 1am
15001 1545 | S d ng colistin trong VPBV-VPTM do tac | PGS TS Trfn V£ ncNg
' ' nh©n La kh8&ng Ch, tch H i H6 hbp TPHCM
15:45i 16:05 | L o § nm i, m khuXn trong b" i c['nh VK ~ £ i sinh .
La kh&mngy hi Nguyén TK Vi sinh BVCR
- MSD :Cancidas i thu” ¢ khang nbin th/Th' | 5 va Th' Kim Chi
16:05i 16:25 | m, ival iichtrong L' Qi tr nhi m nbin 0 'm =
Candida xam Ibh
16:15 - 16:25 | - Sanofi-Aventis :Mang sinh h c Biofilm PGS. TS.BS VI Vtn
' ’ trong nhi. m khuXn hé hbp- Th ¢ tring va Ph - g i c8Tmingltdam H6 hbp i




B nhvi n BYch Mai

16:25i 16:50 [ chXn L o &ntr Miémph ic n g~ ng TK HH BV nHYD TPH
t €hng | ai

16:50i . o L
17:00 T ng kJt phi n Ch todL o " n




SESSION 2: HO Hf P NHI

na Wn:S[nh NHh h

Ch, to4 PGS.TS.BS. Phan H, u Nguy t Di m, PGS.TS.BS. Phim Minh
H" ng, ThS BS Trfn Anh Tubh

14955-15915 | Giri lao va tham quan triwh [am

Sanofi: Thu ¢ | ong L~ [BS.CKI Hag@h Kim Huyén
15915-15925 | b n b |*Tng Hofhp’ troem | TKKhAmbB nh BV “Ngi TP HCM
chuyén: Sanofi




SESSION3: UNG THh I PH
n‘a Wi S[nh CAMELIA (tfng 1)

Ch to4: GS.TS.BS.ni nh
TS. BS. Lé Tubh Anh, TS.BS. L °

X u © ibh,
The VI

RGEhTS. TNguy n Vi/it Nhung,

N, i soi ph/jqulntrongth i Gl _
. o BS Masao Hashimoto
13:15-13:40 | L, tbi/t gen vami ndch ung
Nhdt B['n

t he

13:40-14:05 C ch sinhh cphant ¢ aung GS TS ninh XbW©On A
. . th vanh ng ngd ngth chanh. w0 tm® nH Cochin

Astra: Ti €©u QoD nhii
14:05-14:25 (nh©n undiEGERR&)ph |[TS BS L °ngT e

TKiIs

Tranh b, séttrongchXn L o § BSCKIINguy n n3nh Duy
14:25-1450 |ung th€tphk n prhYyPGn BV PNT TPHCM

lam sang
14:50-15:05 | Gili lao va tham quan trivwi 1am

Cdp nhdt xét nghi msinhh ¢ | TS BS PhUm Hung Van
15:05-15:30 |phant trongchXy L o &n |Ch tchH ivisinhlam sang

t h€iph TPHCM

Cd mpm h dmimune check point . .

L ) /TS BS L°ngThe
15:30-15:55 | inhibitor: t _ h, i ngh .

o - Phé Khoa H6 hbp BVCR

ph i t20IB gi , i
15:55-16:15 |[Gi ithi u c h u @c¢ acoriy ty

X9 tr° hu u c- |TSBSLEéTubhAnh
16:15-16:40 (c8§ch mUng trong

phvi dianblhl] PGn TTUB BVCR
16:40-17:00 | T ng k/]t phién Ch, todl o~ n




SESSION 4: B NH PH" I MO Ktv VA B" NH PH™ | My N TiNH
n‘a \¥ni: S[nh TULIP (Tfng 2)

Ch, to4BSCKIINguy n n3nh Duy, _BSh/BKI TSVESnn
TengOanh, TSBSNguy n H<€u L ©n

BiW hi ntliph iccamts' bnh |tThs BS D€ehngcMinh
13:15-13:45 t min _
GVBMN i-nHYD TPHCM

13:45-14:15 Nhanm,t ‘tngp xh ho{ThSBSNguy nH ng  a
' : kEphilanta v?* <ctbtn (IPKPh"iVi’t

GSK : gia tr kinh t trong quin
14:15-14:35 o J . "J]y’tl] 9 qut DSTrfn mi nb n
ly b nh hé hbp mUn tinh

TSBS Nguy, n H uLéan

Chi/jn Ic€hbind tb nhlao: T. Gn BV PNT

14:35-15:05 T ch cyt]th/]gi i /L c h €h
trinh ch” ng lao TPHCM.

15:05-15:20 Gi['i lao va tham quan triwi [am

TiJpcdn Qutr OSAv, i CPAP/ TS BS Lé Khde Bl o
BiPAP trén th, ¢ hanh lam sang Phé KhoaH6hbp BV NDGHD

15:20-15:50

15:50.16:05 K/tqul nghiénc u p h&tQutl | TS. BS Ph’amg rh €
-oU-16. ngdm htn 9 thang lao ph i khang . . .
l'a ‘tch BTREAML BV PhUm Ng c Th4ch

16:05-16:15 Giithi u ¢ hu@c¢ aconyty

Gian ph/Jquln: nh. ng hiWi bi ATh
B ph/jquin: nh. ng t | TsBSLeTh Thu Hehng

m itrongchXn Lo 8§ nutv " TKhohbp BV NDGn TPHC

Vai tro can thi p n, i mYch tron ThSBS Nguy. n  V t fn BTd
16:35-16:50 ) S S St n BY

L @Qu tr ho ra mau nHag Khoa CnHA BVCR

16:50-17:00 T ng k/]t phién Ch todlL o n




SESSION 5: HENT COPD
n‘a Wi S[nh ROSE (TFng tr t)

Ch, to4 GSQuyt, PGS TSc%PG8LENIY Tuy/tLan,
PGSTSLéTi/jn DI ng.

PGS.TS.BS.L& Th' Tuy/}t Lan.
Ch, tchH ihen-d ng TP HCM
ThS BS Nguy. n Nhe€

13:40-14:05 Giatr ¢, atest gidn ph/jquln trong TnV TBOGUMHYD TPHCM
chXxn L o8 nQutv COPDi

13:15-13:40 | Cdp nhdt GOLD 2019

14:05-14:15 Boehringer : cdp nhdtchXp L 08 [ Ts B SThpT €ng Oanh
quln ly hen kho tr

ChXn L o.8mCO#&D: nén chXn TSBSNguy. n V&n Th" nh
Lo§n Qitrt Witcbp futién PCTH, iLao & B nhph i VN
14:50-15: 05 Gilli lao va tham quan trivv [am

14:25-14:50

HY oxy mau mUn tinh trén BN TS BSThnT €ng Oanh
15:05-15:30 . i

COPD: th, ctring va cach x tri TK COPD BV PNT

Novartis : Vai tro nQnt[ng ¢, athu’ ¢ .
15:30-15:40 TSBSLéETh Thu H€ehng

gi «n PQQitr@PD L i

Boehringer : cdp nhdt vai tro thu” ¢
15:40-15:50 GPQtrongquinly COPDt c h€h|BSCKIINguy n n3nh Duy
trinh nghién ¢ u TOvViTO

Khoah cvath cch ngtrongqufn | PGS.TS.BS.LéTi/nDI ng

15:50-16:15 o . )
| T QuitriCOPD ngay nay TKHOhBp-BVNHYD TPHCM

16:15-16:40 | B nhho hisp Kch phét b i Aspirin: | BS T Thanh Nhan
Chxp LoSnim I@QULi | UVBCHH i HH TPHCM

16:40-17:00 T ng k/]t phién Ch todl o " n

19:00 TI' CT I(BANT CH C)



TANG CUONG
C KHOE

CONGTHUC Al BN wocwer
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Hai v nghién c u giatién phong trong vic phat hin  r a JJiothhéafb ~ o T, c ya@kat tii cac khang W

n g £ mbhicnh * ng®iQn ham f]bao lympho T|Ja G § oJamme€AllisonHoa K8, vaGi § oTasuk® HonjoNhd

Bln,gn L @Gy ‘laogli  ‘tnh Mdbel 2018 nganh Sinh ly hay Y i H, i * ngNobel Vi’ nKarolinsk,
StockholmTh'y Wi[1].S phattrMica ung t h©hhin ° ngegapnindch: caAcflbdloung t h€

phét trMd trén bnh nhan nhim HIV hoto nig@® h Qiltfi ¢ chjmi n dch sau ghépthg[2]. Mi_ ndchli u

phg&p "€xdmeg htntmbtm ntm na ygdd théhnrgtrérgbmtanhan 8him trang nifm m ¢
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tlb " o unWhitntigendbtif t he o rnhi @b A @EDLULIPDL2) trén QmHugda K v, i cac th thw

cW} theo ch<€hfAgo ®AD8vAKL -1 ddng I? th ngt c chjmi ndcht n h i Wokd hd cac 1]
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Immune checkpot blockers, cancer therapy and the 2018 Nobel Prize in
Physiology or Medicine

Prof. Anh Tuan DINH-XUAN, MD, PhD,

Cochin Hospital, Paris Descartes University

The pioneers who discovered the mechanisms for activation of cytotecétisTand developed antibodies which
inactivate the Icell brakes, professor James Allison, USA, and professor Tasuku Honjo, Japan, have recently been
awarded the Nobel Prize in Phgkeigy or Medicine 2018 by the Nobel Assembly at Karolinska Institutet, Stockholm,
Sweder{1]. Cancer development is likely associated with immune suppression: cancer develops in patients with HIV
infection or patients on immune suppressive therapy aftgmotransplantatiof2]. Immunotherapy has been used

for more than a century, and attempts were made to infect patients with bacteria to activate their immune system which
in turn will kill the malignant cellsActivation of T cells requires that thecEl receptor binds to structures on other

i mmune cells rseebfai z®Aad pasost éinalhatceleratar is alspireagyreddos T eell T
activation. Prof. James Allison has demonstrated GaLfAnctions as a brake on T cells that inhillits function of

the acceleratof3]. Consequently, antibodies directed against CHLBlock the function of the brake leading to
activation of T cells and eliminate cancercels. f ew year s before Allisonés discove
PD-1, another protein expressed on the surface-o€lls, and showed that PD similar to CTLA4, functions as a

T-cell brake, but operates by a different mechanism. When studying programed cell death in a murine hybridoma and
hematopoietic progenitor cell lin@rof. Honjo and his group identified a gene they terpredramed death gene

(PD-1 gene) coding for a surface receptor of the Immunoglobulin superfgthilyhey then discovered a ligand (PD

L1) as a member of the B7 family on antigen presenting tteltsdampen the CD8-dell respons¢5]. Later, it was

found that cancer cells exprepsogramed death 1 or 2 ligangBD-L1, PD-L2) on the surface which bind to
programed death (PD-1) receptors on CD8-Tells and thereby use the natural immune damgystem to inactivate

CD8 T-cells. As a consequence antibodies againstLRID PBL1 can restore the immune power of CD&4dlls

which then regain their ability to attack and eliminate tumor cells. Thanks to the pioneer works of Prof. Allison and
Honjo andtheir colleagues, the use of immune checkpoint blockers has now been approved for standard clinical use

in many types of malignant tumors, including lung cancer, renal cancer, lymphoma and melanoma.
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Novel Therapeutic Approaches In Brain Metastasis

Professor David TRAN
M.D., Ph.D.(*)

Brain metastasis is a devastating result of many types of-e&ngl cancer, especially lung
cancer, leaving a profound impact on neurologic function, quality of life and overall survival,
independent of the status of systemic dise@pproximately 12% of patients with an exireanial

cancer will have brain metastasis at the time of initial cancer diagnosis, and many more patients
will develop brain metastasis during the course of their diséaseng all carcinomas, nesmall

celllung cancer (NSCLC) accounts for the largest share of all brain metastasis cases, as about 25%
NSCLC patients will develop at least one detectable-trmaial lesionChemotherapy seldom
crosses the blood brain barrier (BBB) and therefore, the onlyeveaisting therapies for brain
metastasis are fractionated radiotherapy (RT), stereotactic radiosurgery (SRS) and surgical
resection. Despite advances in the treatment for cancer overall, the median survival in patients with
brain metastasis remains didpaveraging between 6 and 12 monfifiserefore, there is a pressing

need for better and safer therapies for brain metastasis. To that end, several recent novel methods

have shown promising results in patients with brain metastasis:

1) Immunotherapy, sp#ically immune checkpoint inhibitors, has significantly improved survival

in certain patients with NSCLC, melanoma and renal carcinoma. Howevefratrial responses

in patients with brain metastasis were mostly transient and demonstrated in hedfeop#tients,

and only 25% of these patients had a complete response. This poor efficacy is due in large part to
the immune distinct milieu of the CNS sheltered by the BBB to produce a highly
immunosuppressed tumor microenvironment. To overcome the jweteichmunosuppressive
environment of the brain to sensitize brain metastasis to immunotherapy, several novel approaches
have been developed, including inhibiting intranial immunosuppressive cells, overcoming
vaccination barriers using adoptive T delinsfers, or creating an in situ vaccination condition
using physical techniques, e.g. targeted disruption of the BBB, radiotherapy, laser interstitial

thermal therapy, and tumdnreating fields.

2) Personalized precision medicine enabled by the genoreigdution has demonstrated
significant clinical utility especially in NSCL@rain metastatic cells harbor new, unique genetic

and epigenetic alterations compared to those in-exémaial tumors. In fact, the genetic mutational



concordance rates betwettrese 2 compartments range from only9®6, thus providing new
therapeutic avenues for brain metastasis. These -§paitific alterations, both genetic and
epigenetic, endow metastatic cells with the ability to penetrate the BBB, survive in the brain
parenchyma, and usurp its cellular and signaling networks to thrive and develop into brain
metastases, independent of the systemic disease status. Innovative and powerful artificial
intelligence technologies are beginning to unlock these differences ane eeabbktrategies to

develop brain metastasspecific treatment.

Overall, these new developments provide compelling rationales for potentially curative
combinatorial therapy for brain metastasis and promise to revolutionize our therapeutic approaches

for this formidable disease.

(*) Chief, Division of Neurg@ncology

Associate Director, Preston A. Wells, Jr. Center for Brain Tumor Therapy
Department of NeurosurgerlyicKnight Brain Institute

The University of Florida College of Medicine atéFHealth Cancer Center
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Asthma- COPDManagement Approach: Joint Effort Of Profesional
Soceity, Health Care System And Health Inssurance

A/prof. Nguyen Viet Nhung, MD., PhD.
Director, National Lung Hospital
President, Viet Nam Association against TB and Lung Diseases

Asthma and COPD are chronic lung diseases but commonly with disorders of the whole body
system and comorbidities.

Diagnosis of asthma and COPD with standarolospetry measurements might be made in
specialized hospital or provincial general hospital, but stable asthma and COPD long term, even
whole life managements should be in convenient health facilities with standardized regimens such

as communal health posts di stri ct c¢clinics é Anyway, t her e

management of asthma, COPD and other chronic diseases with the health system decentralized by
levels and hospitals categorized by classes. Primary health care at the root level thete are no
standard regimens available or not eligible for health insurance reimbursement.

One site, the unmet needs come from health care staff who is not regularly updated with guidelines
on diagnosis, treatment, evaluation and prognosis, therefore quality @ cai s not met
requirement, especially the patients who used to receive service from higher level hospitals.

The other hand, the unmet needs come from health insurance mechanism, due to protect the fund,
avoiding over use so they issued regulatloat at the root level there are only simple drugs and
technics eligible for health insurance reimbursement. Consequently, people can not access to
standard health care services and low effective intervention and must go over to higher levels and
finally cause over loading at provincial and central hospitals.

The National Lung Hospital National TB control Program has implemented the practical
approach to lung health (PAL) initiative to manage respiratory diseases including TB, asthma,
COPD and respiratorpfection from the root level with quite good results.

The nature of PAL is that standardization of technical guideline, integration of management and
resources with symptomatic, people centered approach. Therefore, the model need to develop a
standard mfessional guideline and training, capacity building for staff at the root level with
collaboration with higher levels and involvement of health insurance in order to make standard
health care service available in every health care facilities.

So, there istrong need of a so called joint efforts of professional society, health system and
health insurance in order to provide an optimal care for Asthma, COPD and other chronic disease
patients in Viet Nam.
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Toi liéu hudng dén bénh nhan

BiNH XIT HAT MIN RESPIMAT

Hudng dan si dung hang ngay e

XOAY

* Giif nap dang trong khi thao tac.

MOITEN

LO THONG KHi

MG AN

o M3 nap cho dén khi khdp dudc ma hoan e Thdratiftifva hét siic.

® XOAY phan @& trong sudt theo hudng mai  t0an. o Ngdm mdi vao dau Gng ngdm nhung khang
tén trén nhén cho dén khi nghe thay tiéng che [6 théng khi.

“cach” {xoay nifa vong).

o Trong khi hit vdo chdm va sdu béng miéng,
AN niit phun thudc va tiép tuc hit vao.

o Nguing thd trong 10 gidy hoac trong thai
gian lau nhat ma ban van cam thay
thoai mai.

o Lap lai budc Xoay, Md, An dé c6 tong cong 2
nhat xit

BINH XIT HAT MIN RESPIMAT

Chudn bi cho lan st dung dau tién

NUT NHAN
PHUN THUOC

——

D audcas |

1. THAO RUI PHAN DE TRONG SUOT
Gill nap binh xit déng trong khi thao tac. Ding mét tay an vao chét an toan, dong thdi kéo
manh phan dé trong suét ra bang tay con lai.

2. LAP 6NG THUGC
Lap 6ng thudc vao trong binh xit (phan dau thudn hep dudc dua vao trudc). Dat binh xit trén
mot mat phang va an manh xuéng cho dén khi 6ng thuéc khdp vao ding vi tri.

3. LAP LAI PHAN DE TRONG SUGT
Lap phan dé trong sudt trd lai ding vi tri, khi dé khdp sé co mét tiéng “cach”.

4. XOAY
Giif nap binh xit dong trong khi thao tac. Xoay phan dé trong suét theo hudng miii tén trén
nhén cho dén khi nghe thay tiéng “cach” (xoay nifa vong).

5. MO
Md nap cho dén khi khdp dude md hoan toan.

6. AN
Hudng binh xit xuéng mat dat. An niit nhdn phun thudc. Déng ndp. Lap lai budc 4-6 cho dén
khi thay thuéc phun ra. Sau khi thay thudc phun ra, l3p lai budc 4-6 thém 3 an nifa.

Tl iy kg diing oI thay ¢heé thing tirs ki too scin piim. e 5T, ahdn W y 609 ngudy bEnh céin doc kF hudng dén sir dang
trong hp thude (i quan tratde ki st dung. Tal i ey duoe bidn saam Wil sy S rd el VPDD Boshringer Ingelhsim intf Gmbid PC-VN-100209




BENH PHOITAC NGHEN MAN TiNH

Phat hién COPD sém COPD gi6i han
va dugc diéu tri duong thong khiés . @
mang lai nhiéu két _ @ phéi, lam cho hit thé
qua tét hon'2 ,fif”v trd nén khé khan?
J §l

Cac muc tiéu chinh trong quan ly COPD la*
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trinh trién trién ctia bénh’

Yéu t6 nguy co chinh dan t6i COPD
la hut thuoc la nhung cac tdc nhan
moi trudng nhu & nhiém, khi dot
cling c6 thé anh hudng'
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Stephen Kantrow, M.D.

C8c h' th ng ph©on ph' i nicotine Li " n t  (ENDS
nHbng nQ c¢c.a vi ¢ Lt |8 thu' c¢c 18 L i v,i s._c¢
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nghi m v ciScENJUS ¢ gia s d_ng cao bao g m Hoa
c8&§c m i nguy hiWm cing nh€e I°i 2ch tiQm nktng

Electronic nicotine delivery systems.

Stephen Kantrow, M.D.

Electronic nicotine delivery systems (ENDS) wereiatly developed to decrease the heavy
burden of tobacco leaf combustion on hedltbwever, there are concerns about whether these
devices can help with smoking cessation and about toxicity of chemicals delivered to the lungs.
New data about use in smokiogssation are available. The rapid evolution of ENDS has led to
release of untested devices on the makket will discuss the experience with ENDS in high use
countries including the US and UK, and review dangers and potential benefits of these new
deviees.
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Stephen Kantrow, M.D.

S“ng | ¢ ung th€e ph”i d, b" sai | c¢ch quan tr’
Ch¥ng t!'i s€ xem x®t kJjt qul c,a Th’ nghi m s
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gi 8 r,i ro v’ thudt toRADSHXIL Lo&nidc&ctm’n C
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Lung Cancer Screening

Stephen Kantrow, M.D.

Screening for lung cancer is susceptiblenportant biases that can be overcome by study
design.We will review the results of the large National Lung Screening Trial in the US, with
attention to screening effects by cell typlext we will review principles of CT based risk
assessment and diagmic algorithms (LungRADS) for solid and ground glass nodules,
including the application of PET/CT scanning in these pati€imsally, we will review key
elements of successful lung cancer screening and consider how lung cancer epidemiology in
differentcountries may affect the results.
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Microbial pathogens causing acute lower negpry infections in out
patients The results from eacri study

P.H.van®’*, N.V.Thanh? T.V.Ngyc®, N. rf,.L.D.U.uong® C.T.M.ThGy®, L.T.K.ThAo*,
N.T.H.-ThAo!, P. T.8HP.Q.Cangelia®, P. 7. S" n
Abstract

Background There are currently no dagvailable on microbiological pathogens causing acute
lower respiratory infections in oyatients because they are not indicated for microbiological
testing, whereas such data are necessary to help the doctor to prescribe antibiotic treatment
correctly

Main aims Use of culture methods and reéshe PCR to detect microbial pathogens present in
reliable sputum samples that was obtained from patients who were clinically diagnosed with acute
lower respiratory tract infection opiatients.

Objectives_and _methad This is a crossectional, multicenter, prespective study with the
participation of four clinical centers and one central laboratory. Patients aged 16 years and older
who were clinically diagnosed with acute lower respiratory infection were not redoiried
admitted to the hospital and were eligible for inclusion as well as consent to participate in the
study. Specimens to be tested are the sputa and the test method is culturetand R@R for

the detection of pathogenic mieooganisms. In addibin, postnasal swab are also collected for
reattime PCR detection of the virus. The isolates from culture were camiethe antibiotic
susceptibility testing using microdilution method to detect the MIC according to CLSI 2018.
Results and discussion$n the period from 1/2017 to 7/2018, 232 samples were obtained from
232 patients. Combining both culture and +@ale PCR results, microbial pathogens were
detected from 218 (94%) cases, with 41 (18.7%) were rpatizogens in whicls. pneumoniae

was deteted in 12 (5.2%) an#l. influenzaan 18 (7.8%) case, mulpathogen were detected in

177 (76.3%) cases, with the majority w&epneumoniaeombined withH. influenzaeand/or
combined with other pathogerts,pnemoniaeombined with other pathogens, addinfluenzae
combine with other pathogens. The results also show that a significant percentage of viral
pathogen$22.7%) and atypical bacteria (10.8%#¢re detected but were usually associated with
other pathogens and rarely as single agents. The rektilsstudy also evaluated the effectiveness

of culture methods and retame PCR in the detection of microbial pathogens. The results of the
MIC of different antibiotic to 148. influenzaestrains, 68S. pneumoniastrains, and 2X.
pneumoniaetrainsisolated from culture were also reported.

Conclusions This is the first study to apply culture and r8ale PCR in the detection of microbial
pathogens that cause acute lower respiratory infectionsaieints. This result is a very necessary
contribution for clinicians to use in the prescription of of antibiotic treatment and also supply the
evidence for the guildline of antibiotic therapy.

Key words Acute lower respiratory infection pathogens

EACRI : Etiology and Efficacy oAMX/SBT therapy orout-patient withCommunityacquired

LRTI
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— AUGMENT|N® S

amoxicillin + clavulanate potassium

AUGMENTIN duoc chi dinh diéu tri cac
nhiém khuén do vi khuan nhay cam, bao goém:

B Nhiém khuan cap dwong hé hép trén (gébm ca
tai-mai-hong) nhu viém amidan cép, viém xoang
cép, viém tai gitra cap

B Nhiém khuan dwéng hé hap dwédi nhu dot cap ‘
clia viém phé quan man, viém phdi thuy va viém
phé quan phdi

B Nhiém khuan tiét niéu nhu viém bang quang,
viém niéu dao, viém than-bé than

B Nhiém khuin da va mé mém nhuw nhot, ap-xe,
viém mé té bao, nhiém khuén vét thwong

B Nhiém khuidn xwong va khép nhu viém tdy
xwong s

B Nhiém khudn rang nhv 4p-xe & rang ndng kém
theo viém mé té bao lan téa hodc nhiém khuén réng

khéng dap (rng voi cac khang sinh ban dau

Sé gidy xac nhan ndi dung thong tin thudc cta Bo Y Té
0418/2017/XNTT/QLD ngay 10 thang 01 nam 2018
Ngay in tai liéu 30 thang 01nam 2018

Tai liéu nay c6 02 trang, thong tin chi tiét vé

san pham xem & trang 2



Tai liéu thong tin thudc

THONG TIN KE TOA TOM TAT

TRINH BAY: AUGMENTIN 625mg: mdi vién chia amoxicillin 500 mg, acid
clavulanic 125 mg. Dang bao ché: Vién nén bao film. Hop 2 vi x 7 vién nén
CHI BINH: Augmentin dugc chi dinh diéu tri cac nhiém khudn do vi khudn
nhay cadm, bao gém: Nhiém khudn cdp dusng hé hidp trén (gém ca
tai-ma@i-hong) nhu viém amidan cdp, viém xoang cap, viém tai gila cap.
Nhigm khudn dudng hé hip dudi nhu dot cap cla viém phé quan man,
viém phéi thiy va viém phé quan phéi. Nhigém khuan tiét niéu nhu viém
bang quang, viém niéu dao, viém than-bé than. Nhiém khudn da va mé
mém nhu nhot, dp-xe, viém md té bao, nhiém khudn vét thuong. Nhiém
khudn xuong va khép nhu viém tiy xuong. Nhiém khudn ring nhu dp-xe &
rang ndng kém theo viém mé té bao lan tda hodc nhiém khuan rang khéng
dap (ing Vi cac khang sinh ban dau.

LIEU DUNG: Liéu théng thudng dé diéu tri nhiém khudn: Ngudi I6n va tré
trén 12 twéi*: Nhiém khudn nhe dén vifa: 1 vién 625 mg x 2 13n/ngay; Nhiém
khudn nang: 1 vién 1g x 2 14n/ngay. C6 thé bit dau bing dudng tiém truyén
va tiép néi bing dudng udng. Liéu diing cho nhiém khudn réng (nhu dp-xe
& rang): Ngudi 16n va tré trén 12 tudi*: 1 vién 625 mg x 2 ldn/ngdy, ding
trong 5 ngay.' Khéng khuyén cdo diing vién 625 mg va 1g cho tré 12 tudi va
nhé hon. Liéu dung cho bénh nhan suy than: Ngudi Ién: Chi nén ding vién
AUGMENTIN 1g cho bénh nhan ¢6 miic loc ciu than (CrCl) > 30 mi/phut).

Suy than nhe Suy than trung binh Suy than nang
(CrCl >30ml/phut) (CrCl : 10-30ml/phut) (CrCl <10mi/phut)
Khong thay ddi liéu ding 1vién 625mg x 2 lan/ngay. | Khong dung qua
(1vién 625mg x 2 lin/ngay | Khong néndungviénig [ 1 vién 625mg mdi
hodc 1 vién 1g x 2 lan/ngay 24 gio

Bénh nhan loc mau: Nguéi16n: 1 vién 625 mg mdi 24 gi®, thém mét vién 625

mg khi dang chay than, duoc |3p lai & cudi qué trinh loc méu (vi néng do

huyét thanh cta ¢ hai amoxicillin va acid clavulanic déu giam).

Liéu diing cho bénh nhan suy gan: Than trong khi ding, nén kiém tra chic

nang gan dinh ky

CACH DUNG: Nén nudt ca vién va khong duoc nhai. Néu cén, ¢6 thé bé doi
vién thudce réi nuét va khong duoc nhai. Udng thude vao diu bira an dé han
ché t6i da kha nang khéng dung nap duding tiéu héa. Khong nén diéu tri
quéa 14 ngay ma khong kiém tra.

CHONG CHI BINH: Qua man véi beta-lactam. Qué man véi bat cd thanh
phéan nao ctia thudc. Tién sif vang da/ r6i loan chiic nang gan lién quan dén
amoxicillin-clavulanat.

CANH BAO VA THAN TRONG: Hoi ky tién str qua man véi penicillin, cephalo-
sporin hodc céc chat di ing khéc trudce khi khéi ddu diéu tri bAng AUGMEN-
TIN. Pa c6 béo cdo vé cac phan ing qua man nang (s6¢ phan vé) déi khi cé
tif vong & nhiing bénh nhan diéu tri bang penicilin. Cac phan (ng nay
thudng xay ra hon & nhing bénh nhan ¢é tién sif qua man vdi penicillin.
Nén tranh si dung AUGMENTIN néu nghi ngd tdng bach cdu don nhan
nhiém khudn do su xudt hién clia ban dang sdi lién quan dén tinh trang nay
sau khi dung amoxicillin. Stir dung kéo dai déi khi c6 thé gay tang sinh cac
chiing vi khudn khéng nhay cam. Viém dai trang gid mac da duogc béo céo
khi dung khang sinh v&i mic d6 nghiém trong tir nhe dén de doa tinh
mang. Néu tiéu chay nhiéu hodc kéo dai hodc bénh nhan bi dau bung co
thét nén ngung diéu tri ngay |4p tic va kiém tra thém.

Hiém c6 béo cédo vé su kéo dai thai gian bat thudng théi gian prothrombin
& nhing bénh nhan dung AUGMENTIN va céc thudc chéng déng mau ding
dudng udng. Nén theo déi thich hop khi cac thudc chéng déng méu dudc
ké toa déng thai. C6 thé can diéu chinh liéu cac thude chéng déng mau
dung dudng uéng dé duy tri muc d6 chéng déng mong mudn.

Nén ding AUGMENTIN than trong & nhiing bénh nhan c6 dau hiéu réi loan
chifc ndng gan. Hiém c6 bio cdo vang da & mat, ¢ thé nang nhung thudng
héi phuc. Cac dau hidu va triéu ching c6 thé khéng trd nén rd rang cho dén
tan 6 tuan sau khi ngiing diéu tri. Nén diéu chinh liéu AUGMENTIN & bénh
nhan suy than theo khuyén cao trong phan Liéu luong va cach diing. Chiing
co giat c6 thé xdy ra & nhiing bénh nhan bi suy gidm chic ndng than hoac
dang sif dung liéu cao. Da quan sat thiy tinh thé niéu & nhiing bénh nhan
gidm bai tiét nuéc tiéu nhung rat hiém, chi yéu gap khi bénh nhan ding
dudng tiém truyén.
Nén khuyén bénh nhan duy tri du luong nudc dua vao va luong nudc tiéu
dao thai trong thai gian dung amoxicillin liéu cao dé 1am gidm kha ning
xuét hién tinh thé amoxicillin niéu.
ANH HUONG LEN KHA NANG LAI XE VA VAN HANH MAY MOC: Khong c6
nghién cliu nao dugc thuc hién anh hudng 1én kha nang 1ai xe va van hanh
mdy méc. Tuy nhién, tic dung khéng mong muén cé thé xdy ra (trong cic
phén ting di (ng, chéng mat, co giat), trong d6 c6 thé anh hudng dén kha

AUGMENTIN

amaxicillin + clavulanate potassium

nang lai xe va st dung médy méc.

THAI KY VA CHO CON BU: Nhiing nghién cdiu vé kha nang sinh sn trén déng
vét (chudt nhat va chudt céng) khi ding AUGMENTIN dudng udng va tiém
truyén khoéng cho thay tac dung sinh quai thai. Trong mét nghién cuiu don
& nhiing phu ni sinh non do vé& mang 6i sém (pPROM), da c6 béo cdo vé
viéc diéu tri du phong véi AUGMENTIN 6 thé lién quan dén tang nguy co
viém rudt hoai tif & tré so sinh. Cing nhu tat ca cac thube khac, nén tranh
dung thude trong thai ky, nhat |a trong ba thang dau, trir khi bac si cho ia
cén thiét.

C6 thé dung AUGMENTIN trong théi gian cho con bu. Ngoai trif nguy co bi
man cam, lién quan dén viéc thudc bai tiét mét luong rat it vao sita me, chua
¢6 tac dung bét lgi nao cho tré dang bi me.

TUONG TAC: Khdng khuyén céo st dung déng thai véi probenecid. Probe-
necid lam giam bai tiét amoxicillin qua éng than. Si dung ddéng thai véi
AUGMENTIN ¢6 thé gdy tang va kéo dai néng dd amoxicillin trong méu
nhung khéng anh hudng dén clavulanate.

St dung déng thai allopurinol trong khi diéu tri véi amoxicillin ¢6 thé gay
tang kha nang xay ra cac phan uing di ng trén da. Khdng ¢6 dif liéu vé viéc
sif dung két hap AUGMENTIN véi allopurinol.

Cang giéng nhu céc khang sinh khac, AUGMENTIN ¢6 thé dnh huéng dén
hé vi khudn duding ruét dan dén lam gidm tai hdp thu oestrogen va lam
gidm hiéu qua cla cac thudce tranh thai dudng uéng dung két hop. Hiém c6
cac truang hop tang INR & nhing bénh nhan dung acenocoumarol hodc
warfarin va duoc ké toa 1 dot amoxicillin. Néu can thiét ké toa déng thai,
nén theo déi can than thdi gian prothrombin hoac INR khi bt diu hoac
ngung diing AUGMENTIN. & nhing bénh nhan dang diing mycophenolate
mofetil, da cé béo cdo vé su gidm ndng dd trudc liéu (pre-dose concentra-
tion) ciia chat chuyén héz c6 hoat tinh mycophenolic acid (MPA) khodng
50% sau khi bat ddu dung amoxicillin dudng udng két hap acid clavulanic.
Su thay déi ndng do trudc lidu c6 thé khéng thé hién chinh x4c nhiing thay
ddi vé muc phoi nhiém MPA téng thé. Penicillin c6 thé lam gidm sy bai tiét
clia methotrexat gay ting tiém nang déc tinh.

TAC DUNG KHONG MONG MUON: Rt phd bién (>1/10): Tiéu chdy & ngusi
16n. Phd bién (>1/100 va <1/10): Buén nén, nén, nhiém ndm candida trén da
va niém mac, tiéu chdy & tré em. Khéng phé bién (>1/1000 va <1/100):
Chéng mat, dau dau, kho tiéu, c6 bdo cdo tang vifa phai AST va/hodc ALT,
ban trén da, nglfa, may day. Hiém (>1/10.000 va <1/1000): gidm tiéu cau,
gidm bach cdu ¢6 héi phuc, ban dé da hinh.

R4t hiém (<1/10.000): Viém dai trang do khang sinh, phii mach than kinh,
phan vé va thiéu mau tan mau, Viém gan va vang da & mat, Héi ching
Stevens-Johnson, hoai tif thuong bi nhiém déc, viém than k&, tinh thé niéy,
thiéu mau tan méau, ting dong c6 thé héi phuc va co giat, luéi long den,
viém da béng nudc bong vdy va ngoai ban viém mu ¢dp tinh toan than
(AGEP).

Céc dau hiéu va triéu chiing thudng xuat hién trong hodc ngay sau khi diéu
tri nhung mét s6 truding hop c6 thé khéng trd nén ré rang cho dén vai tudn
sau khi ngiing thudc. Cac bién ¢ nay thuong héi phuc.

QUA LIEU: Céc trigu ching trén dudng tiéu héa va réi loan can bing nuéc
dién gidi c6 thé 13 biéu hién clia qua liéu. C6 thé diéu tri triéu ching bidu
hién trén dudng tiéu héa véi luu y can bang nudc va dién giai. Pa gap tru
niéu amoxicillin, trong mét s8 trudng hap dan dén suy than (xem Canh bao
va Than trong). AUGMENTIN c6 thé duoc loai bé khaoi vong tudn hoan bang
thdm phan méu
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} yh Tac Nhan Vi Sinh G&aBVa Nhn Xét Hu QW 7 du TANgoyi
Tra @a Amoxicillin/Sulbactam (Bactamox 1g) TréashBNhan Nl
Khuin H6 LI & @p Tinh 6y 3 H@
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nHt vbin LQ:

Nhi., m tr¥%¥ng hl hbpbll€l @ <bp kKB nhfa, nG&hhngHog
tdt do nh-m b nh |IT n"y (kh'ng kKW |l ao) gO©y r a
nhdn v~ x ttm2g NKHKDI Jh b " ng ng"y c,a y tJ ct
d. ng kh8ng sinh LW gi[W x@y/d nbgi h® kudXn €h
hp I'T 17 d a tr°n m* h3nh nhi, m khuXn v~ kh§

Khg&§ng si Ab H Uipaam/khting betlactamaset h 2 damoxicillimBulbactam

(AMX/SBT),c - hoUt t2muthXrmt rt°tho cV -NMiakitkmgnasdo Kdtah p
d.ng tr°n ¢l vi khuXn Gram(+) kh?'Spgeunmogae, n g
S.pyogenes, S.aurgusa t r ° nGram) khing ngu n g ¢ nhi_, m Kkh
H.influenzae, E.colva K.pneumoniag . Do c¢- ho4t t2nh tr°n ph” v

~

AMX/ SBT L« L€ ¢ ch” L nh trong nhiQu b nh 11

M, c tiéu:

-Nhch xéthiugd'| ©m s " ng, @2rrkhangssimiNKHID @ n df indt khdng nkp
vi n brag AMX/SBT.

-X § énh t I nhi m ¢ a cac tdc nhan vi sinh gayrih trén NTHHD &b tinh ¢n g~ nd.
Ph€hng ph8m nghi®°n ¢

Nghiéncutihcu méf, La t r mnPhongkbam BY Bim Ng c Thceh, Phong kham
H6 hp BV N Dnh,Ghomg kbdm Ng Minh - tp H Chi Minh, Phong kham Héth BV
n KTWFC Thh) . mxX@&sinh thaghnhn td Phong xét nghim vi sinh, CT Nam Khoa
Biotek- tp H" Chi Minh.

S b nh nhan: Nghién_ai ¢fn ¢ it nhdl la 100 bnh nhan phand  “Lc@c nhan vi sinh gay
b nhvait nhEi150 bn h  n h ©th ¢ ki ©xét nghim vi sinh.

KJI qul[ va ban ludn:



T ngs$ bnhnhansausangd ‘lc€Y L o §mtranghdobpcayd t 2nh |~ 236, t
142 bnhpin _IL@kin p h © b VA id $inh IBag xét nghim gPCR, 144 mh ph{n

c -, Ll@ukin ph©hkb WEvcsmh Bag nubi & va 160 bnhnhanck L o §mkhugh i

hé g &n Qi tf khang sinh nghién @ , _cl-Q ki’n phan tich 1am sang va hiqu L' Qi tr .

Trén 160 bnh nhan vao phan tich lam sang vautgul L Qu tr, gi i nam 1a 52.5% va gin_ 1a
47.5%. TUi trung binh 2 5817. Bn h  n h ©chia tha®h ba nhém b h Wphan tich, ‘gm:
Viém phjquln d, Viem phi v t nhim khu o5b trén bnh nhan c6’mh ph i mth tinh.

KA g L 8 n he ltgnivigitl:

160 bnh nhan visit 1 lanm g * hgrh® L rg thui ¢ 3 ngay. T [ chung khi la 3.7%, i

thi n 88.1%, khéng[g thi n 8.2%. Khéng c6 skhac bit ¢ - 1. amédg hhdra mtg CRP
glfm nhanh h hnnh@nbnH nham Yiénppquln dgpso v i nhém Viemphi vt n
nhi m khu§r cd b nh ph i mth tinh. Tac dng ph dos d ngthic ¢ -  ndhg'rmec
trung binh,’t I 0,6%.

KA gW L 8 n he ltgnivigt 2:

140 bnh nhanvisit 2 lanm g * hgrhi® I ng thui ¢ 5-8 ngay. T | chung K i 53.6%, €

thi n 43.6%, khdng[a thi n 2.8%. Khéng c6,skhac bit ¢ - T _ aréd hhgra' mhg CRP

gim nh€eng kkhachiggi abanmmh. Tacgdngph dos d ngthic ¢ -"n@ tr €
h p,” m ctrung binh, t" 0,7%.

K/Tqu visinhqfCRtrén 160bn h  n hl@mkih ph©n t 2 c KQutf:C@MB2R0% g Vv °
b nh nhan khongd “Lc€nh ph¥n va 12 (7.5%) h nhan xét nghin am tinh. Virus gay mh

L h ncch chi/n 3.1%, cond 1a do vi kh§r gay bnh. Vi khir gdy bnhcn g ngll hnc L

la 20.6%, vi khifh gaybnhbnhvin L hen 117 3. 1righ p @@ktla ph i hep, trong

L - i bp nhiQu 1o vi khuX ¢ n g~ ndi.chifn 34%, vikho§ic n g~ ndlki} h p vi khuii b nh

vi N 14.1%. T I nhi m vi khuXy b nh vi n khéng khac rdw gi a cac nhom’'mh (p=0.54%).

Kithpnhimkhwgbnhvinlamgimtc | tithintiuchngvakhibnh c¢- T nghc
(p=0.02).

KA g@ vi sinh trén mu bvhh phm  Lc yéu tu xét nghiin:

C6 157 mé b nh pi¥n  Le§éu §u xét nghim. K/3 h p K} qul nudi & va k1 qu” gPCR

(reatt i me PCRh & €c8§d nhon v i nghipohijmitlrod. iy Phathd t r €
L'hn t §c n imgEhmp (15.3%) 2i&.prieumeniaehi/n L da 1% (7.0%) v&l.influenzae

12 9 (5.7%).

na t&c nh®nlc@h§toniginglhdochimt € 76. 4% tromg L - g
S.pneumoniaeaH.influenzad ©~ 8®\ghtpr €54. 1 %) trong L- c¢c- 40 (2
t§c nho©n kh8c, v° 45 (28.7%) Li  rkg miked§ @i t §c r
nbh, tic nhan bnh vin. Ch ¢ - & ng th p Bhat hin tdc nhan gay mh khong phi 1a



S.pneumoniakayH.influenzaechimt 3. 8 %. Ph€hng ph§k@agmaDR ph§t
sinh gay bnh® 9 0 . 4 % " adgho trong kBi nli cBy phat hin  "Lc&5.2%.

KJt ludn:

Amo x / furfINKHHD ¢ n g nd.co6 hiu qu rHicao, 97.2%. Hiu qu L @ tf th\Whi' n bag

ghi nhch 1am sang va §im gia tr CRP cho thy viém phjguin cgp L Bgpftnhdl , sau L -
viemphicn g nlg ‘vtegy nhphimthtinh. Thigi a@ tf Ehung khgng 7 ngay. T

I cé tac dng ph trong nghién cu la i thp, 0.6% sau 3 ngay ag va 0.7% sau-8 ngay ung.
Khing rghphaogi n g€ lddkhdnghiéncu.

KJT qul vi sinh trén cac i b nh pin c6 yéu §u xétnghi m c6 ph gay b nh ph bi/h nhEl &
S.pneumoniadi/p theo IaH.influenzaevaM.catarrhalis T § ¢ n h © nc phét hinwsit [ €

kha cao ma phbi/h 1a Rhinovirus. Tac nhan vi ki k h Wh g h I ictphathi@  ‘lc@
M.pneumonia@ h ©n’g t ¢ lkha thj. Cactac nhanvikb b nhvinchimmt [ thp. n a
sc8&c nghp@cosphihpnhiiQu t §c nhon, HEprhih gS.gheumaniaeo n h
V. i H.influenzae



Identification Of Pathogenic Microorganisms And Outpatient Treatment
Asgssement Of Moxicillin/Sulbactam (Bactamox 1g) In Patients With
Acute Respiratory Tract Infections

PGS.TS.BS ninh Ngyc S (1), TS.BS Nguy¥Yn Vin Th~
PGS. TS.BS Trl1n Vin Ngyc (4), BSCK ITIhuNgUuy Yrg r(%nh
ThS.BS Cao Tha MW Tt

Introduction:

Acutelowerrespiratorybacterialfections (ALRBI) are a global public health problem. The burden

of disease caused by this group of diseases (not including tuberculosis) is greater than HIV,
malaria, cancer or heart disease. Receiving and mana@iR@3lAs a common daily practice of
primary health care and management is primarily the use of antibiotics to treat infections. The
basis for a rational use of antibiotics is based on infespeatum and resistance patterns in each
region and locality.

Antibiotic betalactam/betdactamase inhibitors, such as amoxicillin/sulbactam (AMX/SBT), are
active on both bacteria befactamasgproducingor not Thiscombination has effects on both Ron
hosptal-pathogenic Grampositive bacteria (such &pneumoniae, S.pyogenes, S. ajrand on
northospital pathogenic Gramegative bacteria (such Hsinfluenzae, E.colindK.pneumoniak

Due to its activity on such pathogenic bactespectrum AMX/SBT has been recommeliedin
many respiratory infections.

The aim:

- Assessing clinical efficacy, safety of antibiotic treatment in-hospitalized patients with
ALRBI by AMX/SBT.

- Determining the prevalence of pathogenic microorganisntoommunitybased ALRBI.
Methods:

Prospective designe with participation of mukinters (including Pham Ngoc Thach hospital,
Nhan Dan Gia Dinh hospital, Ngoc Minh Clinic, General National hospital of Can Tho).
Microbiological tests performed at the Miciological Laboratory of Nam Khoa Biotek company.

Number of patients: The study should have at least 100 patients with positive isolation of
pathogenic microorganisms and at least 150 patients to be tested for microorganisms.

Results and discussion:

Thetotal number of posscreening patients diagnosed with acute lower respiratory infection was
236, of which 142 were eligible for microbiological analysis by qPCR assay, and 144 specimens



were eligible by culture and 160 patients diagnosed AlifRBI that require antibiotic therapy to
study and qualify for clinical and treatment effectiveness analysis.

On 160 patients who were included in clinical and treatment effectiveness analysis, there were
52.5% for males and 47.5 for females. The averagesds® 17. Patients were divided into three
diagnosis groups for the analysis: Acute bronchitis, Pneumonia and Acute infections exacerbation
of in patients with chronic lung disease.

Result at visit 1:

160 patients of visit 1 were the cases who have tedang drugs for 3 days. Overall rates are
3.7% of well recovery, 88.1% of improvement, and 8.2% of not improving. There was no
significant difference between the diagnosis groups. CRP decreased significantly higher in patients
with Acute bronchitis compad with Pneumonia and Chronic lung disease. Theedfeets from

drug use at average level was one case, 0.6%.

Result at visit 2:

140 patients visit 2 were the cases who have been taking d&idays. Overall rates are 53.6%

of well recovery, 43.6% amprovement, and 2.8 % of not improving. There was no significant
difference between the diagnosis groups. CRP decreased but there was no difference between the
three diagnosis groups. The sieféects at average level from drug use were 0.7%.

Results ofmicrobiological gPCR on 160 patients eligible for clinical and treatment analysis: 32
(20%) patients failure to collect the specimen and 12 (7.5%) patients had negative result. Virus
alone caused only 3.1%, the rest was caused by bacteria. The commihoigepec bacteria alone

were 20.6%, the hospital pathogenic bacteria alone were 3.1%. The remaining cases were co
bacterial infection, in which 34% of community bacteria combined, 14.1% were combined
infection of community and hospital bacteria. The preneé of hospital bacterial infections was

not significantly different among diagnosis groupes of patients (p = 0.54%). Hospital infections
reduced the rate of symptom improvement and disease resolution (p = 0.02).

Microbiological results onspecimens required for testin@57 specimens were required for
testing. Combination of culture results and #éale PCR results identified microbial pathogens

in 144 cases, 91.7%. Single agent (24.3%) with majority \#eppeumoniad.l (7.0%) and
H.influenzae (5.7%). 120 (76.4%) specimens were detected with combined pathogens including
S.pneumonia@nd H.influenzaein 85 (54.1%) specimens of wich 40 (25.5%) no combined 40
(25.5%) and 45 (28.8%) combined with other agents such as viruses, other conomoogpyital

agents. Only 6 cases were found to be 8opneumoniaer H.influenzag accounting for 3.8%.

The gPCR method detected microbial pathogens in 90.4% of cases while the culture revealed
75.2%.

Conclusion:
Amox/Sul treatment for ALRBI has a higtfficiency, 97,2%. The effect valubased on clinical
and the CRP value improving showed the best in acute Bronchitis group, after that is in the



Communityacquired pneumonia group and Acute exacerbaton of chronic lung diseases. General
average time ofretment is 7 days. The rate of the seffect of the research is very low, 0.6%
after 3 days and 0.7% aftes3ays. No case must be stopped drug use and excluded from research.

The first common spectrum of results on the specimens required to rald¢esbisS.pneumonige
next asH.influenzaeandM.catarrhalis Viral agents has been rather high rate of wich the most
common is Rhinovirus. The detected atypical pathogei.pseumoniaddut at low rate. The
hospital pathogens account for low rate. Thajority of case had combined pathogens in this
S.pneumoniaansH.influenzaes the first common combination.

WDTT n"o tYo v ' ONEKH p\WhwWATigD,VATL ®Canglty Na@{Kimoa T h h,
Biotek, ¥P K Ng  c®BW nfhh,4m Ng®BV TNDH cGhi aB V" mnknTW CFn Tht



Viem PRiLdy v dayy / KNY d-{Nén@i Hay BU

Trin VL wyc(*Ng
Theo Guideline ATSDSA 2005 VPCSYT lanhn g * hgrh@coyuf nguy _enhvi nhi
khuqr L acnénplii d atrénphacl L@trt heo nh-m ¢c- nguy ch La k
nh+< viidmhvpnhTuy nhién vic ap dng guideline ATSIDSA 2005 cho VPCSYT
nhay v JJdlin d ng khang sinh phr. ng vi khong phi tHiclV P C S YQ@ dolvi
khuX khang thuc.

Guideline ATSIDSA2 016 khtng L<€a VPO®BtvdhungyiPBYywva del i ne
VPTM n a Witanh s d, ng khang sinh khéng thich .

Do L :ngbmhmhan viém ph ngodi bnhvindnphanléd VPCn hay VPCSYT
nh ng b nh nhan VPCSYTfn xem xét mcl, b nhvacoyut nguy antvK khang

thu ¢ khéng(dung khang sinh TM trong 180 ngay qud8m vint 2ngaytr Li trong 90
ngay quasuy gilm mindch,L\WWhchc ntng Bart hel).NiuBN&®ONgk ®m < 5
nHhg nh€©rmg YcT- ntg kb BN rebg colt @ YTNC nhj m VK khang thic thi nén
LQ@utrhegti VK La khg8ng.

Sh” (Buitrang: Chi/h "k ®icho VPCSYTnghiéncu Lo tfhch 2 ,$1itm

dng YTNC VK Wchn lkankBangs i b h Fibtheo kih nghim. [ Takaya
Maruyama et al. Clinical Infectious Diseases 2013 (23) ]



Healthcare Associated Pneumonireserve Or Discard

Trin - VL wyc(*Ng

Treatment of HCAP was similar to HAP due to MDRA according to the guidelinel @53
2005. Howeverapplying the guideline ATEDSA 2005 in the practice led to abusing the
large spectrum antibiotics in the treatment of HCABcause the causing pathogens of
pneumonia was not always due to MORat was theeason why the HCAP was not presented
in the gudeline ATS_IDSA 2016 for HAP and VAP any more to avaging inappropriate

antibioctics.

Patients with pneumonia outside the hospital need to be classified into CAP and HCAP.
Doctors may consider the severity of pneumonia and the risk fators of MDR gashog
these patient@ntibiotic therapy in the past 180 dagsor functional statu@Barthel Index <

50), immunosuppressiqmospitalization for > 2 days in the past 90 days)

severe HCAP patients with omisk fator of MDR or whoclassified not severHCAP and
had more than one risk factor of MDR, need to be treated similar to HAP due to MDR

pathogens.
T viJjta

- VPCSYTi viéem phii [ i °MmM ocuhabmm/]ls - ¢y t
- MDRA: multidrug resistant agents
- HCAP: healtcare associated pneumonia

- HAP: hospital acquired pneumonia

A New Strategy for Healthcare-Associated
Pneumonia: A 2-Year Prospective Multicenter
Cohort Study Using Risk Factors for Multidrug-
Resistant Pathogens to Select Initial Empiric
Therapy

[ Takaya Maruyama et al. Clinical Infectious Diseases 2013 (23) ]
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Tai liéu hudng dan bénh nhén

HUGNG DANISU/DUNGIVASTHROMTACIVOI
GICUIBREEZHALER;

e Tai liéu nay gitip nhan vién y té, khi ké toa cho bénh nhan thudc gian phé quan dang
hit, huéng dan cho bénh nhan sir dung dung cu hit dang vai ky thuat dé dat hiéu qua.

e Tai liéu nay chi dugc st dung cho bénh nhan da duoc bac si ké toa thudc ding vai
dung cu nay.

Buoc thuc hién béi Héi H6 Hap Viét Nam
vdi su hé tro cta Novartis Pharma Services AG




HUGNG DAN SU DUNG DUNG CU BREEZHALER®

Dé str dung dtng cdch dung cu hit Breezhaler®, vui long xem cdc budc thao tdc nhu' sau:

Budc 1: Dat vién nang vao dng hit

Xé mét vién nang ra khai vi thudc theo dutng
duc 16, xé bd 16p bao vé bén ngoai dé 16 ra vien
nang (khdng an vién nang qua lop giay bac)

H Kéondpra

Tai liéu huéng dan bénh nhdan

Gitf chat day dng hit va kéo nghiéng dau hit

,.‘_\ Pat vién nang vao buéng chira

Déng chat dng hit

Nghe thay mot tiéng “dlic”

| Choc thiing vién thudc

Gilt ang hit thang diing vdi dau dng hit hudng
[én trén, nhan chac ca hai nit cing mat lic

J

Buéc 2: Choc thiing vién thudc va chuan bi hit thuéc

Nha nit hoan toan

Sau khi nghe thay tiéng “clic’, nha 2 niit hoan to‘arj

Budc 3: Hit thudc

ddng éng hit vi ldp
oo ol lai butc Hit thude
kéu vo vova vaillu!’lM. .
cdm nhdn Py SIS
£ Loai bé vién nang
dugcvingot va ddng ng hit,
N ddng ndp.
Giif ong hit nam ngang, khdng an vao 2 nit P o ’ -
vang. Ngam chat du hit, hit vao nhanh B dung cu hit ra, ngam kin miéng va nin Kiém tra c6 con bot dong lai trong vién
nhung déu dan, cang sau cang tot trong 5-10 gidy sau d6 thd ra binh thudng nang hay khong
Néu ¢ thdc mdc, vui long xem ti hudng ddn si dung trong hép thudc hodc héi cic bac sy, duoc sy @€ dutgc huing dan thém. ULT 116-10-04-2018
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Ha TEh 6t '?, Mmg Quang Tam*, Trin V t yc®, Ry m ThaNgyc ThAo*®, NguyYn n 3 n h
Nguyén®, NguyYn V£ i@n®"#u

ToOmM tab

M, c tiéu chinh canghiéncu laxady dngvatiin ‘'wh m! h3¥nb higbwyngtie t

b nh nhan ni khoa & khoa d3 ¢ u. Nghién cu thu thip 1765bnh nh©n tthxapg gi ai
d ng md hinh va 1728 bh nhan g i a th th¥no mh mé hinh. K} ¢ ¢ quan tam la tvong

trong vong 30 ngay\wt ngay nkb vi n. Cacyut nguy Qe hn ktnig mbH ovih Bim

sang, dii hi u sinhtn, vacacxétnghin t he quy. M nghfi n wtichirféra | €
bdag ph€hng ph&p Bayesi/athn gMoyd eddhcAl eo mgdpha®. CS§c
tchbtag ph<€hnig @ pCdix . thkay d mygnd hyrih,fini stHllf owvong 30 ngay

12 9.8%, vacacutf | = n g ucyd g¢di vingbaogm: Gii nam, pthivawgean h

huy/T thanh, gfm b&o hoa oxy nddbién va albumin hu§ thanh, gim  \thi Glasgow, ngay kh

phat bnh kéo dai, va'mh c6 chln h Qltfitd khoahiscddpcu. Din t 2 ¢ h' hgee

cong ROC khi xay dng mé hinh la 0.871 (KTC95%: 0.844898), va khi tfn "1th mé hinh la

0.783 (KTC95%: 0.74®.823). Phan tich m £ n ‘quchfichotycost €hn g tgiuaan t
nguy wvcohn g ‘tnig® nv "1 @ gomgyquam béat khi ¥m “tth mé hinh. Nghién ai ¢ a

ching téi cho tBf n g u yvong hb nh nhan ni khoa dj ¢ u c6 th\M ‘&t i fAigrbfad €

cach s d, ng cac dii hi u lam sang va xét nghim £ hg@uy.

T. khéa:khoadpcu, mt h 3nytbnhnribg, dii hi v&inhtn.

Development and validatia a prognostic model for predicting-88y
mortality risk in medical patients in emergency department (ED)

HaTEh 6c'?, Mmg Quang Tam', Trin V£ iyc® Rig m ThoNgyc ThA0*®, NguyYn n 3 n h
Nguyén®, NguyY¥n V£ #n®"#%u

Abstract



The primary aim othis prospectivestudy is to develop and validate a new prognostic model for
predicting the risk of mortality in Emergency Department (ED) patients. The study inioi@&d
patients in the development cohort and 1728 in the validation cohort. The maimeutas
mortality up to 30 days after admission. Potential risk factors included clinical characteristics, vital
signs, and routineaematologicahnd biochemistry tests. The Bayesian Model Averaging method
within the Coxds regression model was used to
the development cohort, the incidence ofday mortality was 9.8%, and the following factors

were associated with a greater risk of mortality: male gender, increased respiratory rate and serum
urea, decreased peripheral oxygen saturation and serum albumin, lower Glasgow Coma Score,
duration of illness and admission to intensive care unit. The asr time receiver operating
characteristic curve for the model with the listed factors was 0.871 (95%CI;@.&28) in the
development cohort and 0.783 (95%CI, 0-14823) in the validation cohort. Calibration analysis
found a close agreement betweerdmied and observed mortality risk. We conclude that the risk

of mortality among ED patients could be accurately predicted by using common clinical signs and

biochemical tests.

Key words: Emergency Department, prognostic model, critically ill, vital signs.
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Abstract Role of colistin in the treatment of HAP and VAP due to MDR
phathogens

Tran Van Ngoc(*)

Colistin is a polymyxin antibiotic that wakscovered in the late 1940s for the treatment of gram
negative infections. Until 1970solistin was replaced due to its nephrotoxicity and neurotoxicity
But recently, this antibiotic halseenselected as the labhe treatment for infections due to
multidrug-resistant organisms such as carbapenem resistametobacter baumannii
Pseudomonas aerugingsandKlebsiella pneumoniae

Colistin dosages must be optimiziedthe treatment of HAR/AP with loading dose can be%®
million 1U and then 23 million IU q 8-12 hour depend on Mlgy

In severe patients who may have multiorgan failure, renal insufficiency may alter colistin
pharmacokinetic profiles. Therefore, suitable dosage adjustment in this patient population are
imperative to achieve optimal efficaand minimize toxicity. With regard to colistin toxicity, most
studies show that nephrotoxicity is reversible and less frequent than once thought, and
neurotoxicity is rare.

On the basis of very high level and increasing resistance of pathogens ca@Birg MAP to
many large spectrum antimicrobiatsonotherapy of colistin for these pathogens is not suitable in
Vietnam due to high risk of increasing resistance to this antimicrobial in future.

Combination colistin with imipenenmeropenem and sulbactdms synergictic action and help
to reduce the resistant MIC of these drugs when we combine one of above listed with colistin.

T. vi:JJt t dit

VPBV:vi °m ph” i b  nh vi n
VPTM:vi °m ph” i th° m8y
HAP: hospital acquired pneumonia

VAP: ventilator associated pneumonia

MDR: multidrug resistant

(*) Vice Presiden®& Head of the Office in HCM city of Vietnamese Association for Tuberculosis and Lung Djseases
President of HCMC Respiratory Soci€BjRS)



Tai liéu thong thn che cdn b y t&,

THONG TIN KE TOA

THANH PHAN: M4I ligu xit (nhat xit) chira: 21 m 3 ipratropium bromide
lirong un%a i 20 meg i pratropium bromide khan. 50 meg fenoterol hydro-
bromide. Dang bao che ciia thuoe: Dung dich dé khi dung qua binh xit
dinh lidu. CHl DINH; BERODUAL® I2 mft thude gian phé quén dé phong
ngira va dieu m Cac triéu chung trong bénh tic nghen duanq hé hap man
tinh v&i han che luong khi co hoi phuc nhu hen phé quan va dac bigt viem
phé quan man co hoac khong ¢0 khi phe thiing. Nén can nhac diéu tr ket
hop voi thuoc khang viém cho nhirng bénh nhan hen phé quan va bénh
phol tac nghén man tinh (COPD) dap (rng o1 steroid. LIEU LUONG VA
CACH DUNG: Nén digu chinh liéu 4 ding theo yéu cau clia L 1irng bénh nhan
Ngoai trir k& don khac, nhing litu sau day dugc khuyén cao cho bénh
nhan ngudi kon va tré trén 6 tudi: Con hen cap: 2 nhat xit 12 phi hop dé
giam nhanh triéu chirng trong nhiéu truding hop. Trong nhing tredng hop
nang hon, neu kho thd khong cai thién sau 5 phit c6 the dung thém 2 nhat
xit nira. Néu con hen khong thuyén glam sau 4 nhat xit thi cd the xit them
thudc. Trong treong hop nay, benh nhan nén di kham bac si hoac gen bénh
vién gan nhat ngay lap tirc. Dieu tri ngat quang va kéo dai ldOl véi hen,
BERODUAL® binh xit dinh ligu chi nen st dyng dua theo nhu ¢au) 1-2 nhat
xit cho mai lan ding, 16i da 8 nhat xit méi ngay {trung bink 1-2 nhat xjt 3 lan
moi ngay). Chi nén ding BERODUAL® binh xit dinh liéu cho tré em theo chi
dinh cia bac si va duoi sy giam sal cia ngudi Ion CHONG CHI DINH:
BERODUAL® chdng chi dinh cho nhing bénh nhan da biét qué man voi
fenoterol hydrobromide hodc cac chat giong atropine hodc véi bat ky ta
dwgc nao cua thuoc. BERODUAL® ciing chong chi dinh & nhimg bénh
nhan co tim phi dal tac nghén va loan nhip nhanh. CANH BAO VA THAN
TRONG Qua man: C6 the xuat hién cac phan tng qua man tirc thi sau khi

ding BERODUAL, nhur x4c dinh & mdt sO hiém cac trudng hop nhur may
day phu mach, phat ban, co that phe quan phu hau honq va soc phan
vé.Co that phe quan nghich ly: Cing nhu cac thudc kh« dung khac,
BERODUAL’ co thé gay co that phe quan nghich ly co thé de doa tinh
mang. Néu xuat hign co that phé quan nghich Iy thi nén ngirng ding BERO-
DUAL® ngay firc thi va thay bang phuong phap diu tri khac. Bién chung
& mat: Nén st dung BERODUALE thén frong & nhung bénh nhan co kha
nang bi glo-oom goc hep. Cé mét vai bao cao riéng 18 vé bién chimg & mat
(nhu gian dong tr, tang p lue ndi nhan, gi6-com goc hep, dau mat) khi
ding dang xit ipratropium bromide don chat hoac két hop vai mot thude
chu van beta2 tlep xtic voi mal. Dau mat hodc kho chiu, nhin ma, nhin
quang hodc hinh dnh ©6 mau sac ket hop voi d6 mat do xung huyét kel mac
va phu giac mac ¢6 the 1a dau higu cta glo-com goc hep cap tlnh Neu lhay
xuat hién phoi hop cdc triéu chirng trén, nén digt tri bang thudc co dong twr
va di kham chuyén khoa ngay 1ap tirc. Do d6 bénh nhan nen dugc huong
dan diing BERODUAL® ding cach, Phai than trong dé thudc khéng vao
mat. Anh hwéng toan than: Trang nhirng trrdng hop dudi day, chinén st
dung BERODUAL® sau khi danh gia k¥ lot ich/nguy co, dac biét khi st dung
Ineu cao hon khuyen céo: Bénh dai thdo durong chua duge kiem soat 161,
nhoi mau co tim gan day bénh tim hodc mach nang, cuéng giap, u té bao
wa crom hoac da bj tac nghén duong tiéu (nhu phi dai luyen tien fiét hoac
tac nghén co bang quang). Anh hu-crng tim mach: Co thé gap cac xac
dung tim mach khi dung cdc thube giong than kinh giac cam, bao gom
BERODUAL®. C6 mdt vai bang chirng tir dir liéu hdu mai va la. liéuy van
ghi nhan nhimg tredng hop hiem thieu mau co tim lién quan dén chét chi
van beta. Bénh nhan dang bj bénh tim nang (nhu bénh tim thidu mau cuc
b9, loan nhip hodc suy tim nang) dung BFR%JUAL nén luu y di khdm bac
si néu co dau nguc hodc cac trieu chirng khac cho thay
\Yen than trong danh gia cac triéu chunq nhir kho tho

nh tim nang lén

nguc do ¢d
thé bat nguon tir tim hoac hé hd hép. Giam kali mau: Diéu trj voi chat chu
van beta2 co kha nang lam giam kali mau nghiém trong Anh huong dén
nhu déng duwong tiéu hoa: Nhirng bénh nhan bi xo hda nang co .he €o rol
loan nhu dong da day-rudt. Khé thé: Trong nhirng trudng hop cap kho

tho dién ti au di nhanh chong thi nén di kham bac si ngay. Diéu tri lau
dai: * O nhirng bénh nhan hen phé quan chi nén ding | BERODUAL® khi
can. O nhirng bénh nhan COPD nhe dieu iri theo nhu cau (dua trén trigu
chimg) co the thich hgp hon diéu trj thuong XUyeI'\ * Nén cén nhac dieu trf
bé sung hoac tang lidu thube khang viém dé koem soat tinh trang viém
duong ho h.;p va dé ngan nga bénh dién tién x&u di & nhirng benh nhan
hen phé quan va COPD c6 dap (rng voi steroid. Tang sor dunq cac thOC
chira chat chi van beta2 nhu BERODUAL® mdt cach thutng xuyén dé
kiem soat cac triéu chirng tac nqhen phe quan co thé [am hiéu qua
lvlerr soat bénh. Neuta nqhen phe quan tién trién x4u, viéc don thuan tang
ligu thude chira chat chii van beta2 BERODUAL® visot qud lidu khuyén céo
trong thoi gian dai b khong thich hop va co th nquy hiem. Trong nhirng

Sé Gidy tigp nhd

(1) Théng tin ké tos COPD: Bénh phdi tac nghén man tinh

Berodual®

Ipratropium + Fenoterol |
Thudc gian phé qudn dé phong ngira va diéu tri cdc triéu chiing '3 | m
trong bénh tac nghén dudng hé hdp man tinh (Hen- COPD)"™ 4 i

ky tai igu théng tin thude cia Cuc Qudn Iy duot - B4 Y 16 0289/17/QLD-TT, ngd)
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truirng hcrp nay nén xem xét lai phac do diéu tri benh nhan, va dac biét disu
tri khang viam voi corticosteroid dang hit thich hop de ngan ngira kha nang
bénh tien trien xau de doa tinh mang. Chi nén st dung cac thudc gian phe
quan 2!01’\9 than kinh giao cam khac cing voi BERODUAL® dudi sy giam
sal y khoa. Canh béo chat kich thich: Do chira fenoterol nén s dung
BERODUAL® ¢g thé gay ket qua duong tinh trong cac xét nghiém can lam
sang phat hién lam dun muoc nhur trrong hop mudn tang thanh tich trong
the thao (dopmg G TAC: Cac thudc chii van beta, khang choliner-
gic va dan xuat xanthme (nhu theophy!hne) co the 1ang tac dung gnan phe
quan. Sir dung donq thén voi cac thude gidng beta giao cam, cac thudc
khang cholinergic va cac dén xu#t xanthine dudng todn than (nhur theoph-
ylline) cb the tam tang cac tng bat Ioi.Viée dung cing voi cac thuoe
khang beta c6 the gnam nghiem trong téc dung gian phe quan Glam kali
méu do thudc cha van beta2 co lhe tang lén khi dung ket hop vai dan xuét
xanthine, corticosteroid, va loi ueu Digu nay can luu y nhat I & nmmg
bénh nhan tac nghén dudng hd hép nang. Giam kali mau c6 thé dan dén
lang nguy co loan nhip tim ¢ nhi¥ng bénh nhan dang digoxin. Hon
ni¥a, giam oxy cé lhe lam cho nhirng anh hur cmg cda tinh trang giam kali
mau tren nhip tim tréam trong hon. Do @6 khuyen cao theo doi nong G0 kali
mau trong nhimg trdng hop nay, Cac thudic chira chat chil van beta2 nén
duwoc diung thén trong cho nhimng bénh nhan dang ding thude e che
monoamine oxidase hodc thudc chong tram cam ba vong, do co thé lam
tang tac dung chd van beta giao cadm. Céc thudc gay me dang hit halogen
hydrocarbon nhur halothane, trichloroethylene va enflurane cd the Iam tang
14 dung trén tim cUa chat chil van beta. KHA NANG SINH SAN, THAI KY
VA CH CON BU: Dir ligu philam sang | két hop vi kinh nghiém da cd trén
ngudi cho thay khdng cd bang chirng ve tac dung bat loi frong thai ky cia
fenoterol hogc ipratropium. Tuy nhién, nén stz dung than trong trong thai ky,
nhat I trong ba thang dau. Nén luu ¥ dén téc dung Gc che co that tir cung
cua fenoterol. Nhirng nghién ciru phi lam sang cho thay fenoterol hydrobro-
mide duoc iét vao siFa. Chua bigt ligu ipratropium co duoc tiét vao sua
hay khéng. Nhirng théng thueong lugng ipratropium dén tré khong dang ke,
nhat | khi ding dang hit. Nén than trong khi ding BERODUAL® cho phu
ni¥ cho con bd, Chra cb san dir liéu lam sang trén kha nang sinh san ve
viéc két hop ipralropium bromide va fenoterol hydrobromide. Cac nghien
ciru phi 1Am sang vé cac thanh phan riéng ie ipratropium bromide va
fenoterol hydrobromide khong lhay tac dung bat lof trén kha nang sinh
san.ANH HUONG DEN KHA NANG LAl XE VA VAN HANH MAY MOC:
Chusa c6 nghién clru ndo ve anh hudng dén kha nang ai xe va van hanh
may moc. Tuy nhién nen cho be'm nhan hiét co thé cd cac tae d,mq bat loi
nhir chonu mat, run, roi loan dieu tiét, q1an dong tir va nhin mé trang thol
gian dieu tri v&i BERODUALY®. Do d6 nén khuyén bénh nhan than trong khi
lal xe hoac van hanh may mac Néu bénh nhan ¢o cac tac dung phu nhu
néu trén thi nén tranh cong viéc co tiem nanq nguy hiém nhur 13i xe hoac
van hanh may moc. TAC DUNG PHU: Nhiéu tac du g ngoai y dudi da

theé do tic dung khang cholinergic va chil van beta cia BERODUAL® |eu
tri BERODUAL® dang hit c& thé cho thay cac triéu chirng kich thich tai ché.
Céc phan ting bét o1 véi thude dugc xac dinh b cac div Tigu thu duoc trong
céc thir nghiém 1am $ang va canh gidc duorc trong thai gian s dung thuce.
Nhirng tac dung phu thirong gap nhat irong cac thir nghiém lam sang 1a ho,
khd miéng, dau dau, run, viem hong, bt on non, chong mat, kho phat am
nhanh nh|p tim, danh trong ngurc, non, 1ang huyet ap tam thu va bon chon
Roi loan hé mién dich: phan ung phdn Ve, qua man Rox Ioan chuyen
hoa va dinh duong iam kali mau. ROi loan tam thén: bon chon, lo lan
roi loan tam than. Roi loan hé than kinh; dau dau, run chong mat Réi
logn mat: glo-com, tang ap lyre ndi nhan r0| loan dieu tiet gian dong i,
nhin mé, dau mat, phil giac mac, sung huyét nel mac, nhin thay hao quang.
RGéi loan tim mach: nhip tim nhanh, danh trong Jnguc, loan nhip tim, rung
nhi, nhip nhanh trén that, thiéu mau co tim. Roi loan hé hap, nguwe va
trung | that: ho, viem hong, kho phat am, co that phe quan, kich thich hong,
phu hau hong co manh quan, co that phé quan nghich ly, khé hong.
Roi loan tiéu hoéa: udn non, ndn, khd migng, viem mleng vrem ludi, rol
joan nhu dong dudng tiéu hoa, tieu chay, 1ao bén, ph miéng. ROI loan da
va m6 dwdi da: may day phat ban, ngira, phi mach, tang tiet md hoi. Roi
loan co xuong khép va mé lién ket: yéu co, co that cg, dau co. Roi loan
than va tiét nigu: & nuéc tiéu, Xét nghiém: tang huynt ap tam thu, giam
huyét dp tam trsong. San xuat boi: Boehringer Ingelheim pharma GmbH
& Co. KG. Binger Strasse 173, 55216 Ingelheim am Rhein, Germany. Nha
ph‘ phoi: Cong ty H Mol Thanh Vien Vimedimex Binh Duong. S6 18
L1-2VSIPI Ducmg $6 3, KCN Viét Nam - Singapore 2, Phuéng Hoa Phu,
TP. Thi Dau Mét, tinh Binh Duong, Viét Nam

ey

27 thang 07 ndm 2017. Ngay 01 thang 08 nam 2017 in tai héu
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Updating New Techniques Diagnostis Infectious Aggemtse Present
Situation MultidurgResistace

Tran Thi Thanh Nga *

Early diagnosis of general infectious diseases, especially pneumonia remains a worldwide health
problem with a high rate of morbidity and mortality. Identification of microbial pathogens which

is an important area for optimum clinical. There are many difficulties due to the almost of
laboratories based on the traditional culture of the pathogen (phenotypic characteristics of the
agent). The treating physician must rely on clinical symptoms arspecific. A new challenge

for microbiologists and clinicians, in the last decade new techniques have been developed to
rapidly identify pathogenic microorganisms in the laboratory from clinical specimens.The rapid
identification of microorganisms helps antibiotic treatment appropriate, reduces treatment time,
reduces costs and reduces mortality. Thus there is a important need urgent deployment of new
technologies in microbiology tests for the diagnosis of infectious diseases, especially respiratory
infections, septicemia. This is especially in the current rnediistant situation with related to the
highest mortality of all infections. There is also a need for clinical microbiology laboratories to
implement evidencbased interventional medicine praescand collaborate in research projects

to establish clinical benefits, celsénefit and the impact of new technology.

NEW TECHNIQUES

MALDI -TOF MS A LightCycler® SeptiFast Test
PCR / ESIMS A Sepsitest Blood Molzym
AdvanDx PNA FISH A GeneXpert MRSA
FilmArray

Multiplex-PCR

Magicplexsepsis Realime Test

HDA-vertical flow visualization

TEM-PCR suspension array T2

Biosystems

T I > I D D


mailto:ngatrancrh@gmail.com

CONCLUSION

Early diagnosis of infectious diseases for effective treatment is always a big challenge in the car
and treatment of patients at present. There is a great need and need to apply new technology
microbiology for rapid diagnosis infectious diseases. Theeat infectious deaseseas diagnosis is

a combination of epidemiological factors, clinical, and laboratory so modern microbiological
techniques need to be deployed in hospitals combining assessments from traditional standards.
In our current review, ouragl is to inform clinicians of the most promising developments being
made in patient care.

RECOMMENDATIONS

- Standardization of microbiology laboratories

- Training personnel to expand clinical practice and clinical microbiology network

- The use of morenicrobiological tests has become the standard of care treatment evidence
based and collaborative research

- Evaluating the impact of new technologies on clinical use and economic benefits.

Key words:

* Department of Microbiology, Cho Ray Hospital
Resposible for scientific content:

Tran Thi Thanh Nga, Cho Ray Hospital.

Phone: 84908185491 Emnail: ngatrancrh@gmail.com

58



Nhy 3 dy7 A¢ KWNITA 7 ¢ NBngBn CRy 7 2 duyfrRVierk
PGy IHA ¢WTyYy 3 [ F A

PGSTSBSLéTiYn DI ng( *

Vviemphic ngl’n g ° nghc€tac nhan gay bh 1aS. pneumonia, H. influenza, M. catarrhalis
Ngoaira, v%ng chou C thampadgg ila tc hgtdy mhdmvi kg QKhang
kh&§ng si Ph aepbugh®os ait Knameawlmoag fjdiikhawihdg c -
cao.

KW hewgdhch L o§@trwiemdhicng ngca ATS/ | DJpnapsxd 5 L
nhiq t hiay L

- HCAP thycvQviémphic n g nd

- nko VihbnhlytimmE h | " m ‘gvong. t L ng t

- B sungnhngWtmi gi %p L &nhcngg kgl °m ph

- Nh, ng khang sinh m.

- Vaitrogca Macr ol iQdte HiturgW @ aph Lhi p batalactanmacrolide so vi
betalactamquinolone.
€ éé

New Changes In Communicquired Pneumonia Guideline

Le Tien Dung(*)
IN FUTURE
A/Prof. Le Tien DungMD, PhD.

In community acquired pneumonia, common bacteria Sargopneumonia, H. influenza, M.
catarrhalis. Besides, in Asia region including Vietnam, there are increasing high multidrug
resistance bacteria such Bs aer ugi nos aVietnafh. igpatse regiodaving égh
Penicillin Resistant Streptococcus pneumonia (PRSP).

Since the ATS / IDSA 2005 Guidelines for Diagnosis and Treatment of Comraaujtyred
pneumonia, there have been many changes:

- HCAP belongs to communigcquired pneumonia

- Characteristis of cardiovascular disease increase mortality.

- Add new features to assess severe commuaitylired pneumonia.
- new antibiotics.

- The role of macrolide in treatment. Effect of batalactaactrolide combination versus
betalactarquinolone.
ééé
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Tai liéu théng tin cho can bo y té

gsk)

HUGNG DAN SU DUNG SERETIDE® EVOHALER® DC*

\
Truéc khi st dung lan ddu tién, thdo ndp ddy 6ng ngam bdng cdch ‘ ‘ g

bdp nhe cdc mat ctia nap, lac ky binh xit, gid binh xit gida ngén tay ; ‘! - e 1

cdi va cdc ngén tay khdc véi ngén tay cdi & ddy binh, bén dudi 6ng PN ") S J
ngém va X.it vao khéng khi déh khi bé dém chi SO“ 120 (7@ ChéC Chdn Seretide Evohaler DC  Seretide Evohaler DC  Seretide Evohaler DC

rang binh xit hoat déng. 25/50meg 25/125meg 257250 meg
VN-14684-12 VN-15448-12 VN-14683-12

BUGC 1: MG

* Thao nap day 6ng ngam bang cach bép nhe cac mat ctia nép.
* Kiém tra binh xit ca bén trong va bén ngoai, ké ca ng ngadm vao miéng dé xem cé
ché nao bi long ra hay khong

BUGC 2:LAC

* Lac ky binh xit dé dam bao cac vat bi long ra da dugc loai bo va cac thanh phan
thudc trong binh xit dugc tron déu.

" Gitrbinh xit thang ding gitta ngén tay cai va cac ngén khac, véi vi tri ngén tay cai &
day, phia duéi ctia 6ng ngam.

BUGC 3: THO
* Thd ra hét ¢ dén chifng nao con cam thady dé chiu.

BUGC 4: NGAM KIN

>

Pua 6ng ngam vao miéng gitta hai ham rang va khép méi xung quanh nhung khéng
can 6ng ngam.

BUGC 5: HIT

* Ngay sau khi bat dau hit vao qua dudng miéng, an manh xuéng vao phén dinh cla
binh xit dé phong thich salmeterol va fluticasone propionate trong khi van dang hit
vao mot cach déu dan va sau.

BUGC 6: NiN THG - SUC MIENG
» Trong khi nin tho, lay binh xit ra khoi miéng va tha Iéng ngoén tay dat trén phan dinh
ctia binh xit. Tiép tuc nin thé cho dén khi con cdm thdy dé chiu.
Néu ban tiép tuc xit thém liéu thu hai, gitt binh xit thadng ding va dgi khodng ntra
pht trudc khi lap lai cac budc tir 3 dén 6.
Sau d6, stiic miéng bang nudc va nhé di.
Ngay lap tuc, day nap binh xit lai vao dung vi tri. Khi dugc 1dp ding, ndp sé khdp vao
dung vi tri. Néu nap khéng khdp ding vi tri, xoay nép theo chiéu ngugc lai va thir
lai. Khéng dung luc qua manh.
*Thong tin ké toa Seretide Evohaler DC
Tai liéu nay cé 2 trang. Thong tin chi tiét vé san phdm xem trang 2
S6 gidy tiép nhan hé so dang ki tai liéu thong tin thudce clia
Cuc Quan ly Dugc — BO Y té: 0420/15/QLD-TT, ngay 20 thang 08 nam 2015 - Ngay 07 thang 11 nam 2018 in tai liéu




Tai liéu thong tin cho can bo y té

THONG TIN KE TOA

SERETIDE*® EVOHALER®DC: Méi liéu xit cung cap salmeterol xinafoate
tuong duong 25 mcg salmeterol va 50, 125 va 250 mcg fluticasone
propionate. Dang bao ché: Hon dich hit qua duong miéng (dang phun
suong). Td dugc: HFA 134a. Quy cdch dong géi: M6i binh xit c6 gin bé dém
cung cap 120 liéu xit. CHi DINH: Hen (Bénh tic nghén dudng dan khi c6
héi phuc). SERETIDE dugc chi dinh trong diéu tri thuding xuyén bénh hen
bao gém hen phé quan & ngudi Idn va tré em tir 4 tudi trd Ién. Bao gom: «

Bénh nhan khong duoc kiém sodt day di bang corticosteroid xit va thudc
chtivan beta2 tac dung ngan "khi can’. - Bénh nhan van c6 triéu chiing khi
dang diéu tri bang corticosteroid dang hit.  Bénh nhan dang duoc kiém
soat hiéu quad vdi liéu duy tri corticosteroid xit va thudc chii van beta2 tac
dung kéo dai. Bénh phdi tic nghén man tinh (Chronic Obstructive
Pulmonary Disease - COPD). SERETIDE dugc chi dinh dé diéu tri duy tri tic
nghén dudng dan khi va giam con kich phat & bénh nhan COPD va da dugc
ching minh 1am giam ty & tf vong do moi nguyén nhan. LIEU LUONG VA
CACH DUNG: Seretide Evohaler DC chi diing dé hit qua miéng. Can cho
bénh nhan biét rang phai dung SERETIDE thudng xuyen dé dat duocloiich
18i U, ngay ca khi khong co triéu ching. Bénh nhan can duoc bac si kham
lai déu dan dé ham Iuigng SERETIDE dting ludn la téi uu va chi thay ¢ déi theo
161 khuyén ctia bac si. Hen (Bénh téc nghén dudng dan khi c6 hdi phuc).
Nén diéu chinh dén liéu thap nhat ma van duy tri dugc viéc kiém soat triéu
chiing c6 hiéu qua. Khi viéc kiém soat triéu ching duoc duy tri bing
SERETIDE 2 lan/ngay, thi nén chinh dén liéu SERETIDE thap nhét c6 hiéu
qua la 1 lan/ngay. Nén cho bénh nhan dung dang SERETIDE c6 ham lugng
fluticasone propionate phu hop vGi muc do nang cliia bénh. Néu bénh
nhan khéng duoc kiém soat day du vdi tri liéu corticosteroid hit don thuan,
thi viéc diéu tri thay thé bang SERETIDE vdi liéu corticosteroid tuong ducng
vé mat diéu tri cé thé mang lai cai thién trong viéc kiém soat hen. Déi véi
bénh nhén ¢6 thé kiém soat hen béng corticosteroid hit don thun, diéu tri
thay thé bang SERETIDE c6 thé cho phép gidm liéu corticosteroid ma van
duy tri kiém soat hen. Liéu dé nghi: Nguoi16n va thanh thiéu nién tr 12 tudi
trd Ién: Hai nhat xit loai 25 mcg salmeterol va 50 mcg fluticasone
propionate, hai lan méi ngéy, hoac hai nhat xit loai 25 mcg salmeterol va
125 mcg fluticasone propionate, hai ldn méi ngay, hoac hai nhat xit loai 25
mcg salmeterol va 250 mcg fluticasone propionate, hai lan méi ngay. Liéu
t6i da khuyeén cao cho nguoi Ion va tré em trén 12 tudi la 500/50, 2 1an/ngay.
Tré em ti 4 tudi trd lén: Hai nhat xit loai 25 mcg salmeterol va 50 mcg
fluticasone propionate, hai 1an moi ngay. Liéu t6i da cho phép cla
Fluticasone cho tré em la 100 mcg, 2 lan/ngay. Khong c6 s6 ligu vé viec st
dung SERETIDE & tré em dudi 4 tudi. Bénh phdi tdc nghén man tinh
(COPD). Liéu dé nghi cho nguai Ian la hai nhat xit 25/125 mcg ti 25/250
mcg salmeterol/fluticasone propionate x 2 lan méi ngay. O liéu diéu tri
50/500 mcg x 2 Ian/ngay, SERETIDE da dugc chiing minh lam giam ty lé tir
vong do moi nguyén nhan. Nhém bénh nhéan dac biét: Khong can diéu
chinh liéu cho bénh nhan cao tudi hoac bénh nhan suy than hoac suy gan.
CHONG CHIDINH: Chéng chi dinh SERETIDE cho bénh nhan c6 tién strqué
man vdi bét cif thanh phan nao clia thudc (xem phén Ta dugc). CANH BAO
VA THAN TRONG: SERETIDE Evohaler DC khong phdi 1a thudc dung dé
gidm triéu chung cdp tinh, ma trong truéng hop nay can dung mot thudc
gian phé quan tac dung nhanh va ngén (thi du salbutamol). Nén khuyén
bénh nhan luon c6 san thudc giam triéu chung bén minh. Viéc tang sir
dung thudc gian phé guan tac dung ngan dé giam triéu chung cho thay
viéc kiém soat bénh xau di. Kiém soat hen xau di dot ngét va tang dan la
nguy ¢o de doa mang s6ng va bénh nhan can dugc bac sy kham lai. Can
xem xét viéc tang liéu corticosteroid. Bénh nhan cing nén dugc kham lai
khi liéu SERETIDE dang dung khéng di kiém soat bénh hen. Khong nén
nguing st dung SERETIDE mot cach dot ngot & bénh nhan hen do nguy c@
bi can kich phat, nén giam liéu tif tir dudi su giam sat cla bac sy. D6i voi
bénh nhan COPD, ngifng diéu tri c6 thé gay mat bl c6 triéu chiing va nén
dugc béc sy theo doi. Ba c6 su gia tang bao cao Vé viém phor trong nhiing
nghién ctu trén bénh nhan COPD dung SERETIDE. Bac s§ nén luon canh
giac theo doi kha nang xay ra viém phéi trén nhitng bénh nhan COPD vi cac
ddu hiéu lam sang ctia viém phdi va con kich phét thudng tring lap. Than
trong khi dung SERETIDE & bénh nhén bij lao phéi thé hoat déng hodc thé
yén lang. Nén dung SERETIDE than trong & bénh nhan bi nhiém doc giap,
bénh nhan dang c6 san bénh tim mach vi cac tac dung trén tim mach nhu
tang huyet ap tam thu va tang nhip tim doi khi co thé gap vdi tat ca cac
thudc giong giao cam, bénh nhan dé €6 kha nang ha nong do kali huyét
thanh vi ¢ thé co giam thodng qua nong d6 kali huyét thanh khi diing
thudc gidng giao cam liéu cao hon liéu diéu tri, bénh nhan ¢o tién st bi dai
théao duding. Tac dong toan than co thé xay ra, vdi bat cU corticosteroid hit
nao, nhat la khi dung liéu cao trong thoi gian dai; nhing tac dong nay
thudng it xdy ra hon nhiéu so véi khi ding corticosteroid dang uéng. Tac
dong toan than c6 thé bao gém hoi ching Cushing, cac dau hiéu Cushing,
tic ché thuong than, cham tang trudng & tré em va thanh thiéu nién, giam

gsk!

Thong tin chi tiét xin xem trong hudng din st dung thuéc
VPBD GlaxoSmithKline Pte Ltd:

Cao dc Metropolitan — Unit 701, 235 Béng Khéi, Q. 1, TPHCM - DT: 08 38248744 - Fax: 08 38248742
Toa nha Corner Stone, Unit 603, 16 Phan Chu Trinh, Q. Hoan Kiém, Ha Noi - BT: 024 39362607 - Fax: 024 39362608

mat do khodng xuong, duc thiy tinh thé va bénh glocom. Vi thé, déi vai
bénh nhan hen dieu quan trong 13 nén diéu chinh liéu corticosteroid dén
liéu thap nhat ma van duy tri kiém sodt bénh mét cach hiéu qua. Can ludn
nghi dén kha nang suy gidm dap Ung thuong than trong truong hop cap
clu va mot s6 tinh hudng nhat dinh ¢6 thé gay stress va can nhac diéu tri
bdng corticosteroid thich hap. Khuyén cdo nén kiém tra thudng xuyén
chiéu cao ctia tré khi diéu tri kéo dai bang corticosteroid hit. Vi ¢6 kha nang
dap Ung thuong than suy giam, can dac biét than trong khi chuyén bénh
nhan tif diéu tri steroid uongsang diéu tri fluticasone propionate hit, va can
kiém tra chuic nang vo tuyén thuang than thudng xuyén. Ngiing diéu tri
toan than can thuc hién tu tlf va bénh nhan nén mang theo tam thé canh
béo vé steroid chi rd co thé can diéu tri bd sung trong thai gian bi stress. Co
that phé quan nghich ly ¢6 thé xudt hién vdi tinh trang kho khé tang ngay
sau khi hit. Khi d6 nén diéu tri ngay lap tic bang thude gian phé quan dang
hit tac dung nhanh va ngan. Nén ngimg diéu tri Salmeterol-Fluticasone
Propionate  Evohaler ngay, bénh nhan nén duoc danh gia va thay thé
phuong phap diéu tri néu cdn thiét. Pa c6 bao cao vé tac dung phu cla
diéu tri bang chat chu van beta 2 nhu run, danh trong nguc chu quan va
dau dau, nhung c6 xu hudng (hoanq qua va giam khi diéu trj thuong
xuyén. TUONG TAC: Nén tranh duing ca chat chen beta chon loc va khéng
chon loc & bénh nhéan trir khi ¢6 Iy do bét budc. Trong diéu kién binh
(hu‘dng, do chuyén hoa budic dau kha nhiéu va dao thai toan than cao qua
trung gian cytochrome P450 3A4 tai rudt va gan nén ndng do fluticasone
propionate huyét tuong dat ducc thap sau khi hit. Do d6 it gap cac tuong
tac thudc dang ké trén lam sang qua trung gian fluticasone propionate.
Trong nghién ctiu vé tuong tac thudc o nguai khoe manh cho thdy rang
ritonavir c6 thé gay ting cao nong do fluticasone propionate trong huyeét
tuong, gay giam dang ké néng do cortisol trong huyét thanh. B ¢ bao
¢do vé tuong tac thudc déng ké trén lam sang o nhiing bénh nhan ding
fluticasone propionate hit theo dudng mui hodc miéng va ritonavir dan
dén tac dong toan than cla corticosteroid bao gém hoi chimg Cushing va
tc ché thuong than. Do d6 tranh dung déng thai fluticasone propionate va
ritonavir trir khi loi ich diéu tri vuot tréi nguy co tac dung phu toan than cla
corticosteroid. Cac chat tic ché cytochrome P450 3A4 khac lam tang khong
dang ké (erythromycin) va tang it (ketoconazole) muc phai nhiém toan
than vdi fluticasone propionate ma khéng lam giam dang ké néng do
cortisol trong huyét thanh. Tuy nhién nén than trong khi st dung déng thoi
cac chat uc ché manh cytochrome P450 3A4 (nhu ketoconazole) do kha
nang tang phoi nhiém toan than vdéi fluticasone propionate. S{ dung déng
thoi ketoconazole va SEREVENT {salmeterol) lam tang dang ké nong do
salmeterol trong huyét tuong va diéu nay c6 thé gy kéo dai khoang QTc.
THAIKY VA CHO CON BU: Chi nén can nhac dung SERETIDE cho thai phu
va ngudi me dang cho con bu néu lgi ich cho ngudi me lon han bat ci nguy
o nao c6 thé xay ra cho thai hoéc tré. TAC DUNG KHONG MONG MUON:
- Ditliéu thit nghiém lam sang. Rat phé bién: Dau dau. Phd bién: Nhiém
nam candida miéng va hong; viém phéi (& bénh nhan COPD); khan
giong/khan tiéng; chudt rat; dau khép. Khéng phé bién: Phan ung quaman
trén da; kho thd; duc thiy tinh thé; tang dudng huyét; lo lang roiloan gidc
ngu; run; danh tréng nguc; nhip tim nhanh; rung nhi; kich tng hong, vét
tham tim, Hiém: Nam candida thuc quan; phan tng phan vé; tang nhan ap;
thay d6i hanh vi, bao gdm tang hoat dong va kich thich (cha yéu & tré em);
loan nhip tim bao gém nhip nhanh trén that va ngoai tam thu. - Ditliéu sau
khi Iuu hanh thuéc: Cac phan (ing qua man biéu hién dudi dang: phu
mach (chu yéu phi mat va miéng hau) va co that pheé quan (hiém). Hoi
chimg Cushing; cac dau hiéu Cushing; Uc ché thugng than; cham I6n & tré
em va thanh thiéu nién; gidm mat do khoang xuang {hiém). Co thit phé&
quan nghich ly (hiém). QUA LIEU: Dau hiéu va triéu chiing c6 thé xay ra do
qua liéu salmeterol la nhing biéu hién dién hinh ctia kich thich qua muc
thu thé beta2-adrenergic, bao gém run, dau dau, nhip tim nhanh, tang
huyét ap tam thu va ha kali mau. Khong c6 diéu trj dz}c hiéu cho qua liéu
salmeterol va fluticasone propionate. Néu qua Ilcu xay ra, bénh nhan nén
dugic diéu tri hd tro véi su theo doi thich hap néu can. Néu hit SERETIDE vai
liéu cao han liéu duge phé duyét trong thoi gian dai c6 thé gay Uic ché dang
ke Vo [uyen lhuong than. Rat hiém cé bao co vé con thuong than cép, chil
yéu xuat hién & tré dung liéu cao hon liéu dugc phé duyét trong thoi gian
dai (vai thang hoac vai nam); nhiing biéu hién guan sat thay bao gém ha
dudng huyét kém vai giam y thitc va/hoac co giat. THAN TRONG DAC BIET
KHI B%O QUAN: Dong nap day 6ng ngam dut khoatva day vao dding vi tri,
Bao quan dudi 30°C. Tranh dong lanh va anh sang mat trai truc tiép, SAN
XUAT BOE: Glaxo Wellcome, S.A. Avda. De Extremadura, no 3 09400 —
Aranda de Duero (Burgos) Tay Ban Nha. SERETIDE va EVOHALER Ia cac nhan
hiéu thuong mai da dang ky cta GlaxoSmithKline group of companies.
API-SEREVODC 0314-16/201213. PHAN PHOI BOI: Céng ty c6 phan Dugc
liéu TW2, 24 Nguyén Thi Nghia, Q1, Tp. H6 Chi Minh. VN-14684-12,
VN-15448-12, VN-14683-12

Vul long théng bdo cac tic dung ngoai y cia thude vé VPDD ciia GlaxoSmithKline Pte Ltd, hodc s dién thoal 0963905235, hoac email: antoanthuoc@gsk.com

CCNB: VN/SFC/0020/15
Ngay 27 thang 10 ndm 2017
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Ph” m Minh Hi ng(*)

Tr ® 3 hg&§ng t GAPdonghi kimmg'Xn hoHc gi[m oxy m§
trTr ™ 1t h8§ng tu i b’ (doChldmydiagrachomat)ch @ rtch Ws "L't€’ ¢
ngoUi tr% n/Jju khtng b gi[m oxy m8§u

Khg&§ng sinh kCAPR€nghingmocho vi khuXn (bdt L
v.anHng v~ kJt qufrcdohX®mlrals ity tHm&mig bao
Streptococcus pneumoniéEB).
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Updates About Outpatient Treatment Of Commufdgjuired Pneumonia
In Children

Ph” m Minh Hi ng(*)

Infants younger than three to six months of age with suspected bacterial CAP or who are
hypoxemic should be admitted to the hospital for managenmAfebrile infants one to four
months of age who are thought to have afebrile pneumonia of infancHegnydia
trachomati$ can be treated in the outpatient setting if they are not hypoxemic and remain afebrile.
We recommend that empiric antibiotlerapy for CAP in children six months to five years of
age who are thought to have bacterial pneumonia (eg, abrupt onset, moderate to severe respiratc
distress, and supportive laboratory data if obtained) include coveradstrdptococcus
pneumoniaglB).

We initiate macrolide antibiotics for initial empiric therapy for suspected atypical CAP in children
O5 years who are treated as outpatients. F
suggestive of typical bacterial 8t pneumonia@neumors, amoxicillin remains the drug of
choice.

In infants and children six months and older, the usual duration of antimicrobial therapy is five
daysfor azithromycinand 7 to 10 days for other agents.

Children who are treated for CAP as outpatients should have fajowithin 24 to 48 hours.
Thosewhose condition has worsened at follaw should be evaluated for potential complications
and hospitalized.

Children recovering from CAP may continue to cough for several weeks to four months,
depending upon the etiology. Those recovering frgpical or atypical bacterial pneumonia may
have moderate dyspnea on exertion for two to three months.

Follow-up radiographs in children with uncomplicated CAP who remain asymptomatic are not
needed. Followup radiographs two to three weeks after comphedibtherapy may be helpful in
children with recurrent pneumonia, persistent symptoms, severe atelectasis, unusually locate
infiltrates, or round pneumonia.
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Thacht® | Sy @ igc dgdbiyktiRc gy W

B S C K 2vhgimhaKim Huyén*
Tom tdu

HenvaTr ~ o oddd® th c gun (TNDDTQ) LQula hai bnhph bi/h vat h gt n td cung
nhau(m ttrong nhng b n h” ngmb v, i hent h 1§ g nhH). Cac biM hi n ngoai thc qumn

¢. aTNDDTQ phan thantbanhémchinh: phi (hensuyn,honth t 2 nh, )ngvafi mh - mi |
khac".vVa, mts | ntrGhenb TNDDTQ I4 khong co triuchn g Wi L h 3 mHNDDTQ.

Hi' n nay, v connhiQitranh luh vQe h J]sinhb nhg amiliéh gi ahai bnhlynay valiu

' @ tf TNDDTQ cécli thi n kiwh sdit hen khdngCéach ehg dm i L ©yaH, i Tiéu hoa

Gan v~ _DgiNhilkhoal B® M: (NASPGHAN), Hi pH, i Chuyén giaNIHQChX¥r L o § n
va QuUn lyHenva H i " ng ng c Hoa K8 (ATS) khuy/h céo cdién kit gi aHen va TNDDTQ
vakhuypngh'iv. ihenkMhs o §t Hol®tgcéttiuchng L Timnllo t htm d
TNDDTQ ngay ¢ khi khéng ¢6 triu ch ng g i y. Bai f ng quancung & vQdcht h ¢, m'i

lienh sinh ly b nh gi a hen vaNDDTQ va vaitom idbcacd lif uhinnayl i °n Jgwan L
L @ tr GERD v icack}c chen

*Khoa Kham bmh-BMhh vivh N IeYig 2 TPHCMBMh vivh U bhZc  Yi cT®PHCM

Asthma and Gastroesophageal reflux dise&wllenge

n Mg ThoKim Huyén, MD*
Abstract:

Asthma and gastroesophageal reflisedse (GERD) are both common diseases that they often
appear to cexist (one of the most common comorbidities in asthma). The-estighageal
mani festations of GERD fall into three prim
ear nose and tho a t (ENT) ; and Aot hero. Thus, It ar
asthma who have GERD, hayv e . Theerenainydebate eegarings y r
the underlying physiologic mechanism(s) of this relationship and whether treatment of GERD
actually translates into improved asthma control. A recent current guidelines from the North
American Society for Pediatric Gastroenterglogepatology and Nutrition (NASPGHAN), The

NIH Expert Panel on The Diagnosis and Management of Asthma and The American Thoracic
Society (ATS) supports a link between GERD and asthma, and makes treatment recommendatior
for the patients with poorly contied asthma, particularly with a nocturnal component,

i nvestigation for gastroesophageal repux m
symptoms.This review article provides an overview of the epidemiology and pathophysiologic
relationships betwen asthma and GERD as well as a summary of current data regarding links
between treatment of GERD with asthma outcomes.

*Qutpatient departementopital Pediatric 2; University of Medicine and Pharmacy HCMC Hopital
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Tai liéu théng tin thuéc

MERONEM 500mg, 1g Meropenem.

THANH PHAN: Chira 500 mg hoidc 1 g meropenem trihydrate véi
carbonate natri khan. DANG BAO CHE: Bot pha dung dich tiém/truyén
tinh mach. CHI DINH BIEU TRI: MERONEM IV diing dudng tinh mach (IV)
dugc chi dinh & ngudilén va tré em hon 3 thang tudi trong diéu tri nhiém
khuan gay ra bdi mét hay nhiéu vi khuan nhay cdm véi meropenem
trong trudng hgp nhu sau: Viem phéi va viém phéi bénh vién; nhiém
khuan duding niéu ¢6 bién chiing; nhiém khudn trong 6 bung c6 bién
chiimg; nhiém khuan phu khoa, nhu viém néi mac tir cung va cac bénhly
viém viing chau; nhiém khudn da va cau tric da c6 bién chimng; viém
mang nao; nhiém khudn huyét. Diéu tri theo kinh nghiém cac truding hop
nghi ng& nhiém khuan & ngudilén bj sét giam bach cau theo don triliéu
hay phéi hop vdi cac thudc khang virus hodc thude khang ndm. MERO-
NEM IV don triliéu hay phéi hap vai cac thude khang khuan khac da dugc
chiing minh la hiéu qua trong diéu tri nhiém khuan hén hap. Meropen-
em dung dudng tinh mach da cho thay hiéu qua trén bénh nhan xo héa
nang va nhiém khuan dudng ho hap dudi man tinh khi st dung nhu don
tri liéu hodc phéi hap véi cac thuéc khang khudn khac. Vi khudn khéng
phai luén ludn dugc tiét trir hoan toan.Chua co kinh nghiém st dung
thudc & tré em gidm bach cau hay suy gidm mién dich nguyén phat hoac
thu phét. LIEU LUONG VA CACH SU DUNG: Nguai Ion: Liéu lugng va
thai gian diéu tri tly thudc mic dé va loai nhiém khudn cling nhu tinh
trang bénh nhan. Liéu khuyén cdo méi ngay nhu sau: 500 mg Meronem
diing duang tinh mach (IV) méi 8 gi¢ trong diéu tri viém phdi, nhiém
khudn duding niéu, cac nhiém khuan phu khoa nhu viém néi mac td
cung, nhiém khuan da va cdu triic da. 1 g Meronem diing dudng tinh
mach (IV) méi. 8 gis trong diéu tri viém phdi bénh vién, viém phic mac,
cac nghi ngd nhiém khuan & bénh nhan giam bach cau, nhiém khuan
huyét. Trong bénh xa hda nang, liéu lén dén 2g mai 8 gidr da dugc st
dung; da s6 bénh nhan duoc diéu tri vai liéu 2g méi 8 gid. Trong viém
mang nao, liéu khuyén cao la 2g méi 8 gigKhi diéu tri nhiém khuan hay
nghi ngd nhiém khudn Pseudomonas aeruginosa, liéu khuyén cdo &
ngudi trudng thanh la it nhat 1g mai 8 gid (liéu toi da cho phép la 6g méi
ngay chia lam 3 lan) va liéu khuyén cao &tré em la it nhat 20 mg/kg méi 8
gio (liéu t6i da cho phépla 120 mg/kg mdi ngay chia lam 31an). Cling nhu
cac thudc khang sinh khac, cén dac biét than trong khi st dung meropen-
em don tri liéu trong trudng hop nhiém khuan hay nghi nga nhiém
khuan Pseudomonas aeruginosa dudng hd hap dudi trdm trong. Khuyén
cdo nén thudng xuyén thi nghiém do nhay cdm cla thudc khi diéu tri
nhiém khuan do Pseudomonas aeruginosa. Dt liéu an toan sir dung khi
duing liéu tiém tinh mach 2g con han ché, Liéu ding cho bénh nhan
ngudi Ion suy chifc nang than. Nén giam liéu cho bénh nhan c6 do
thanh thai creatinine <51 ml/phut theo huéng dan dudi day.

Do thanh thai creatinine | Liéu ding (tinh theo don | Tan suat sirdung thudc

viliéu500mg, 1g9,29)

{ml/phut)

26-50 mot don vi liéu mdi 12 gids
10-25 nita dan vi liéu mdi 12 gity
<10 nifa don vi liéu moi 24 gio

Meropenem thai trif qua tham phan mau va loc mau; néu can tiép tuc diéu tri
v6i MERONEM IV, sau khi hoan tét thdm phéan méu, khuyén céo strdung mot
don vi liéu (500mg, 1g, 2g) (tlty theo loai va mutc d6 nhiém khuan) dé dam
bao néng dé diéu tri hiéu qua trong huyét tuong. Chua cé kinh nghiém sir
dung MERONEM IV cho bénh nhén dang tham phén phic mac. Liéu ding
cho bénh nhan ngudi I6n suy gan. Khong can diéu chinh liéu cho bénh
nhan sty gan (Xem Luu Y va Than Trong Dac Biét Khi Ding). Bénh nhan cao
tudi. Khong can diéu chinh liéu cho bénh nhan cao tudi cd chiic nang than
binh thudng hay do6 thanh théi creatinine > 50 ml/phit. Tréem. Tréem tir 3
thang dén 12 tudi: liéu khuyén cao la 10-20 mg/kg méi 8 gidr tity thudc muic
A6 va loai nhiém khudn, d6 nhay cdm cuia tac nhan gay bénh va tinh trang
bénh nhan. Tré em can nang trén 50 kg: khuyén cao strdungliéu nhu & ngudi
I6n. Liéu khuyén céo cho viém mang nao I 40 mg/kg mai 8 gids, Chua cd kinh
nghiém stf dung thudc cho tré em suy than. Cach sif dung. Nén tiém tinh
mach MERONEM IV trong khoang 5 phuit hay tiém truyén tinh mach tir 15
dén 30 phut. Dirliéu an toan strdung khi dung liéu tiém tinh mach 40 mg/kg
va liéu tiém tinh mach 2 g con han ché. MERONEM IV vai cac dang trinh bay
6 sdn c6 thé dling tiém tinh mach trong khoang 5 phuit hay truyén tinh
mach trong khoang 15-30 phut. MERONEM IV ding tiém tinh mach nén
duoc pha vdi nuée vo khudn dé tiém (Sml cho méi 250 mg Meropenem) cho
dung dich c6 néng dé khodng 50 mg/ml. Dung dich sau khi pha trong sudt,
khong mau hodc mau vang nhat. MERONEM IV diing truyén tinh mach co

e
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thé pha véi cac dich truyén tuong thich (50 dén 200 mi) (xem Tuong Ky va
Than Trong Déc Biét Trong Bao Quan). CHIDINH: Man cdm véi hoat
chét hay bt ky thanh phén ta duoc. Man cam véi bt ky thudc khang khudn
nhém carba khac. Man cam tram trong (nhu la phan tng phan vé,
phan (ing da nghiém trong) véi bét ky thudc khang khudn nhém betalact-
am khac (nhurla nhom penicillin hay cephalosporin). THAN TRONG: C6 mét
s6 bang chiing lim sang va can lam sang vé di ting chéo mét phan gitia cac
khéng sinh carbapenem khac véi cac khang sinh ho beta HJactam, penidillin
va cephalosporin. Cling nhu tat ca cac khang sinh ho beta Jactam, céc phan
ing quéa man (nghiém trong va déi khi tir vong) hiém xay ra. Trudc khi bét
dau diéu tri voi meropenem, nén hoi ky bénh nhan vé tién stf cac phan tng
qua man véi cac khang sinh ho beta-lactam. Nén strdung than trong MERO-
NEM IV cho bénh nhan ¢6 tién stf qua man nay. Néu phén (ing dij ting véi

m xay ra, nén ngung thuoc va c6 bién phap xrly thich hop. Khi sit
dung MERONEM IV cho bénh nhan bi bénh gan can theo doi ky néng dé
transaminase va bilirubin. Cling nhu cac khang sinh khac, tang sinh cac vi
khuan khéng nhay cam vdi thuée cd thé xdy ra, can phai theo ddi bénh nhan
lién tuc. Khong khuyén cao strdung thudc trong trudng hgp nhiém trung do
cac Staphylococcus dé khang véi methicillin. Trén thuc hanh 1am sang, cling
nhutat ca cac khang sinh khac, viém dai trang gia mac hiém khi xay ra khi sur
dung MERONEM IV va c6 thé & muic d6 tif nhe dén de doa tinh mang. Vivay,
can than trong khi ké toa cac thudc khang sinh cho bénh nhan co tién si
bénh ly dudng tiéu hod, dac biét viém dai trang. Diéu quan trong la can xem
xét chan doén viém dai trang gia mac khi bénh nhan bi tiéu chay lién quan
dén strdung thudc MERONEM IV. Mac d1 cic nghién citu cho thay doc to do
Clostridium difficile sinh ra la mét trong nhiing nguyén nhan chinh gay viém
dai trang lién quan dén str dung cac khang sinh, cling can xem xét dén cac
nguyén nhan khac. Hiém gép béo cdo co giat trong qué trinh diéu tri véi
carbapenem, bao gém meropenem. Nén than trong khi str dung dong thoi
MERONEM IV véi cac thudc co kha ndng gay doc trén than (Xem Liéu Lugng
va Cach St Dung dé biét liéu dung). Khong khuyén céo st dung déng thoi
acid valproic/natri valproate vai MERONEM IV. MERONEM IV c thé lam giam
ndng do acid valproic huyét thanh &mét s6 bénh nhan. Néng dd acid valpro-
ic huyét thanh c6 thé thap hon ndng do diéu tri (xem phén Tuong tac thudc).
Strdung cho tréem: Hiéu qua va sy dung nap déi vdi tré em dudi 3 thang tudi
chua dugc xac 1ap; do d6, khdng khuyén cao stf dung MERONEM IV cho tré
em dudi 3 thang tudi. Chua c6 kinh nghiém stt dung thudc cho tré em bi r6i
loan chic néng gan hay than. D& thudc ngodi tim tay tré em. PHU NU'CO
THAIVA CHO CON BU: Nén c6 bac si gidm sat truc tiép cho moi triding hop
st dung thuée cho phu ni mang thai. Khéng nén strdung & phu nir ¢6 thai
va cho con b trir phi loi ich vt troi cac rii 1o ¢6 thé xay ra. ANH HUGNG
LEN KHA NANG LA] XE VA VAN HANH MAY: Chua c6 nghién ctiu. Luu ¥
cac triéu chiing nhic ddu, di cdm, co giat da duoc ghi nhan khi diing thudc.
TUONG TAC THUOC: Probenecid tic ché su bai tiét meropenem qua than,
gdy tang thai gian ban thai va néng dd meropenem trong huyét tuong.
Khong khuyén cdo stf dung dong thai probenecid va MERONEM IV. Thuéc
gén két vdi protein thap (khoang 296), do d6 tuong téc véi nhiing hop chat
khac do su phan téch khoi protein trong huyét tuong khong dur kién xay ra.
MERONEM IV c6 thé lam gidm néng do acid valproic huyét thanh, c6 thé
thdp hon néng do diéu tri va vi thé nén tranh phdi hop. MERONEM IV da
dugc strdung dong thai véi cac thudc khac ma khong cé cac tuong tac bat koi
vé dugc ly. Str dung déng thai khéng sinh véi warfarin ¢6 thé lam ting tac
dong chong déng clia thudc. Nén theo doi thudng xuyén chi s INR trong
sudt qué trinh sif dung déng thai khang sinh véi thuéc chong déng dang
udng va mot khoang théi gian ngan sau khi str dung. TAC DUNG NGOAI Y:
Hiém c6 cac phan ting ngoai y tram trong. Phan nhém theo tan sudt: Thutng
gdip (=1/100dén <1/10):tang tiéu ciu, nhic dau, tiéu chay, 6i mufa, budn nén,
dau bung, tang men ALT, AST, GGT, alkalin phosphatase, lactat dehydroge-
nase trong méu, phét ban, ngda, viém, dau; it gdp (=1/1.000 dén <1/100):
nhiém nam Candida miéng va am dao, tang bach cau ai toan, giam tiéu cau,
gidm bach cdu, bach cau da nhan trung tinh, di cdm, tang bilirubin trong
mau, mé day, viém tinh mach huyét khoi; Hiém gap (=1/10.000dén <1/1.000):
cogiat,mét bach cau hat; Rdt hiém gdip (<1/10.000): thiéu mau tan huyét, phi
mach, biéu hién clia séc phan vé, viém dai trang gid mac, hoai tirbiéu bi gay
nhiém doc, hoi chiing Stevens-Johnson, hong ban da dang. San xuat tai
ACS Dobfar SpA Viale Addetta 4/12, Tribiano (MI), Milan, 20067, Y. Déng géi
cap 1 tai Zambon Switzerland Ltd, Via Industria N.13, Cadempino, 6814,
Thuy Sy. Déng géi cap 2 tai AstraZeneca UK Limited, Silk Road Business
Park, Macclesfield, Cheshire, 5K10 2 NA, Anh. Nha nhap khau va phan phéi:
Céng ty C6 phan Dudc liéu TW2, 24 Nguyén Thi Nghia, Q. 1, TP. H6 Chi Minh.

. Ltd tai Thanh Ph6 HG Chi Minh
6t Nam | Tel: 84-28- 39102650 | Fax:84-28-39102651
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ThS.BS Tranh Hi ng Nhién

TOM TdT:

B nh phimb k&(BPMK) Ia m t nhom cac bnh Iy him gHp, [n h i ¢&h p]nang va cac mo
xung qudmthhtthgalodh t rikdvagiihthchec nitng  aghnWicl T ¢
chr L o§nY ,@htoin” |toing BPMK @Tem cés khacbitl nsoyi ‘nig) ©

v L «Qc -t hmmtyl 8Mioggtikigiangn L ©ghHhChnh € ix v tp wwam |~
sanghibd n g 8 nldkhongtimtiyy” trte m. " b€  fnUibao th kinh nitiJ}

va b nh phimd kElda g nd.glycogen chtim thB}* trTem. Vic  x 8lcnguyén nhan BPMK
‘nge ndl kh- khtnrbembubn gt kamgulyée nhan, cthw

VQL Qu tr, corticosteroid ngay cangch L nh gj i hth trong cac tWam sang, b du wh  ‘lc€
coilaliu ph@uwchlyuvavic L@8gyi corticost er ong.dacdhuc T n
khac bao’gm: | cltlbao, ¢ chlmi n dch, c ch]t ng h p collagen, cac diichng x h h -
hydroxychloroquine, IVIg, chHich ngoxyhéa,cchljc yt oki neé ng~ ythah'lng ¢
trongvicdithinchc ntrnathpgiansngcon.Cacthe kh&c nh+€ Twcr o
phap f]bao g c co6 thNla nh ng gili phap cé nu h ahGh trongt €hng | ai

Abstract: Interstitial lung diseases in childhdddate

Tranh Hi ng Nhién

Interstitial lung diseases in childhood (child ILDs) are a diverse group of conditions that primarily
involve the alveoli and perialveolar tissues, leading to derangenfegas exchange, restrictive

lung physiology. There are much different in diagnosis, classification, management and prognosis
in child ILDs form adult. Unlike in adults, most ILDs in children are found to have an underlying
cause. ldiopathic pulmonarybifiosis the most prominent adult ILD, this entity is not found in
children. Neuroendocrine cell hyperplasia in infancy (NEHI) and pulmonary interstitial
glycogenesis (PIG) are histologic patterns unique to children.

For managements: todagorticosteroid just having restrictive indicated in several clinical types.
Other agents included: cytotoxic agents, immunosuppressive therapies, collagen synthesi
inhibitors, antifibrotic agents, hydroxychloroquine, intravenous immunoglobulin (IVIG),
anit oxi dant s, and cytokine inhibitorsé have |
duration of survival. Tacrolimus and mufiotent stem cell are promising to be gondthods in

the future.
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PGS TS BS Phan Hwmu Nguyét DiYm

TémM tcdb

B nh hen la mt trong nh ng b\ hi n hd Hg ph bi/jh nhEl® troem va co tib kh i phat bi

céc cidl gay d _ ng th ¢ pi¥n thdéng qua vic nu t phi hokb hit pHi. Bag ch ng 1am sang thu
trongnhng nfaomlL @y Bywditd ¢ ath cp¥ntrongbnhhen¥h ch€a r» r~
khid ngthcphdn Llc@oilamttrongnhng nguy° n fnchadmhdhiign g L

D _ngth c pi¥n c6 thaedq Ji'm t lo% cac b hi nbaogm i imQL a y , _ rf a&auphib
V, nhendycd mgthc t £ n Wjdy viém Ha'd ng. Trong viem da’d ng., cac chi
gayd ngthcpmntbrapfin. ng t ¥mg dasosanhvphln ng t Mg ph
qun ‘lc®ho cao trod _ ng b hen.

Eosi no'pnhgi Insh @ tdaitmd guamirng trong vic kich thichvaduytricdch t h €hn
da, nh<€ ch¥%n ghhgnoNhngqaan sat maycholbcactn t h<€hkb gt d &n ¢t
cOthAL ‘& kh i . xgekhur hU va duy tri bicé yut mi ndch va khéng min dch theo

nhiQi cach khac nhau vacac mc | Khac nhau, & Fulim t vong I qu 6 JJicac plin

ng khs8c nh@'ldy. Cacmgiérgas hif ky mgtm ilién h co thAEo gi a cac chl

trung gian gay viem va hedothcpin. Tr ong Kk hii k 2 I hi u tontMpmpk h t n
kichhdtvalamh Li'nc §b€hng dWL - ncghvdmrgchiah-trong skich thich
tinhth gt ¥dgn pmfquln. Cac nghién.audcht h ¢ n Qntra & hai khia &h ¢ a

vbh Qlehnghth nh€idiengthe £ n v~ clpmgayda triem.

Food Allergy And Respiratoty Diseases

Phan Haou Nguyét DiYm. Asso Pro. MD. PhD
Abstract

Asthma is one of the most common respiratory manifestations in childreraard triggered by

food allergens through ingestion or inhalation. Clinical evidence collected in recent years shows
that the role of food in asthma is still unclear, while food allergies are considered to be one of the
leading causes of allergies.

Asthmais one of the most common respiratory manifestations in children and can be triggered by
food allergens through ingestion or inhalation. Clinical evidence collected in recent years shows
that the role of food in asthma is still unclear, while food alesrgire considered to be one of the
leading causes of allergies.

Food allergies can lead to a variety of manifestations including hives, abdominal pain and
anaphylaxis, but above all food allergies can cause atopic dermatitis. In atopic dermatitis, fooc
allergens cause skin hypersensitivity reactions compared with bronchial hypersensitivity reaction:
reported in allergic children with asthma.

Food allergies can lead to a variety of manifestations including urticaria, abdominal pain and
anaphylaxis, but aboval food allergies can cause atopic dermatitis. In atopic dermatitis, food
allergens cause skin hypersensitivity reactions compared with bronchial hypersensitivity reactions
reported in allergic children with asthma.
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Eosinophils seem to play an importaole in stimulating and maintaining skin lesions, as they do

in asthma. These observations show that characteristic skin lesions can be initiated, amplified ar
maintained by immune and nammune factors in many different ways and at different levels,
stating a cycle vicious leads to different reactions, but synergies. Studies have suggested
possible link between intermediates causing food inflammation and asthma. While nonspecific
stimulation may contribute to activating and worsening skin lesiongntlag play a major role in
stimulating bronchial hypersensitivity. Epidemiological studies should investigate both aspects of
the problem, such as asthma with food allergies andifuhuted asthma in children.
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Viém pliqu¥h dai @ ng do vi khiin

TS BS Trin Anh TuEn
TKHOWEpi BV Nhrig1 n

Viém ph]gqundaidhgdovikhoqg ( PEB)RL Lter' €n g ob ¢ -  EkHomg kédmic&en g
dibhiuga c¢c8c nguy°n mly©inglpau 8 n QM khandhsi@h thich'tp.

n©y khflamtbpnhlymivacactinhtthgging nh€ PBBS§GO Jjethe L
thlk qua. P BgB ci¢h & o Bmv iheh, dq /J Qi tf khéng phu hp.

TfnswHithds ¢ aPBBtrongen g nly  k hien gr »,© n h &nnghién be ol an t r u
tam, 11-41% tfGL ‘& g i Jplcéac trung tam chuyén kho@hd hi 1a PBB.

Mi LOy,tomiimgm [ERNiEnH ngaPBBRcoOttMapgdngmt c8ch L
tincdytd ¢ § cth chinh &m sang, badm F . Btrong cac tiéu chfr sau: 1) Hocéi * m
mth tinh lién t ¢ (>4 tfn); 2) Khéng co cac tru ch ng hay dil hi u g i y nguyén nhan khac; 3)

Ho di thi n sau 24 tufn Qi tf khang sinh thich’mp.

Trong khudn kh bai t ng quan nay, ching t6i trinh ba@Qk+b Whiam sang, y L o 8&n v~
tri troviém ph]quln dai dbg do vi khu§.

Abstract: Protracted Bacterial Bronchitis

Trin Anh TuEnh

Protracted bacterial bronchitis (PBB) is characterisgdn isolated chronic wet or productive
cough without signs of another cause, and usually responds to 2 weeks of an appropriate or:
antibiotic. PBB is not a new entity and P#iBe conditions were reported during the last century.
PBB is often misdiagrs®ed as asthma, resulting in inappropriate treatment.

The true prevalence of PBB within the community is unknown, some multicentre studies have
estimated that the prevalence of PBB were41% of children referred to specialist respiratory
clinics.

Recenly, the ERS task force of considers a reliable definition of PBB fortokaay clinical
practice when all three of the following criteria are fulfilled. 1) Presence of continuous chronic (>4
weeksd duration) wet or pr o dousighs (ie.especifw agogdh; :
pointers) suggestive of other causes of wet or productive cough; and 3) cough resolved following
a 4 4-week course of an appropriate oral antibiotic.

In this article, we review the clinical profile of children with PB, thegahiosis and the management

for children with PBB.
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TrInQudhh H * ng*

TOM TdT

M, ctiéu:Kh[o sHtWhiL c8c t §c n HOWhybao hs ¢ andch BAL trét tiG

viém phi.

ni "hg® " phe€ehng p.hug\o rific u Pthcatedntroviem phi  ° & ®i soi
phJqun " ng m@n valam BALtU b nhvin NHhng2,o 0 1/ 0h331/08/2017. xh BAL

I ‘& a3 ‘nlh ° g @khu§, dy nBin, 1am PCR céc tac nhan viém pkia khlo sat f]bao hc.

KJ} qul: Khlo séat 58 bnh nhan vi 60 cu ¢ n i soi ph]quln va lam BAL. 81% fB< 2 tu i. CBy

dch BAL d€hng demrmg 286 %, TRERILCH mE3vikpuln S mirtin

va 8 siéu vi. Vi khifi Lcghan & nhiQu nhHl la S.pneumoniaél5%), M.pneumonia (15%),
H.influenzae (8, 3%). ‘O tHonmk(§5%), 7% carntmssiéd vila s i °
" ng nhi m (p = 0,001). C. abicans va Aspergillus 1a 2 tac nharswi n { hg@b. Md | tbao

t hait 5.0 0/fH 980000Hbao/ml. Hindi nm ts thanh pfn khéng pli t/]bao trong cth

BAL. 88% ca M.pneumoniae c6 k t/]Jbao Lymphocyte cao trongah BAL (p <0,001).

K/lludh: DchBALcOgiatrtrongchy L o8&n t §c nh©ni wlem.<nmghiéng ©y
cu xa hhn iliéf quan gipita€nhan viém ph ' Vil /]bao dch BAL.

T. khoa: d ch r a phjquln-ph]nang, flbao hc dch r a phAguln-ph/Jnang, viém phi trGem

Characteristics Of Bronchoalveolar Lavage (Bal) Fluid Through Flexible
Fiberoptic Bronchoscopy In Children With Pneumoniae At Children
Hospital 2

TrInQudhh H * ng*

Objective: The study is aimed at determining the characteristics of pneumonia pathogens anc
cytologybds characteristics of BAL fluid amo
Methods: A Prospective Case series is designed to study children diagnosed with piaeuamoin
indicated flexible fiberoptic bronchoscopy, at Children Hospital. 2 between March 1 and August
31, 2017. BAL puid was subjected to quantit
Results BAL was performed on 58 patients with 60 episode of brosobpy. 81% children was
under 2 years. The positive BAL culture was documented in 28 % patients and PCR positive ir
66% case. Of these, there were 12 bacteria, 7 fungi and 8 virus classified as probable pathoger
The most frequently isolated bacteria eeStreptococus pneumoniae (15%) and Mycoplasma
pneumonia (15%.) Cytomegalovirus, the viral pathogen, was the most often found (15%.) 67%
cases of virus were Gafection (p= 0,001.) Candida and Aspergillus were the most common
fungus agents. The density aélls had been found to vary from 5.000 to 980.000 cells/ml. The
noncellular components were also recorded in BAL fluid. 88% cases of M.pneumoniae had a hig!
percentage of lymphocytes (p < 0,00Cpnclusions Bronchoalveolar lavage (BAL) fluid is
valuabk in diagnosing pathogens of pneumoniae in chidren. It is necessary to do further studies t
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evaluate the relations between the characteristics of pathogens of pneumoniae and the variables
the components of BAL fluid.

Keywords: bronchoalveolar lavageluid, bronchoalveolar lavage cytology, pneumoniae in
children.

“BMihvivi N @ng 2. L

BS. TrnQunh H_ _ng, Lt: 0913146677, email: gh_nd2@yahoo.
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ARDS: what is hew?

PGS. TS. BS Phung NguyYn ThY Nguyén
Bomén Nhii n'ihyc Y wdIPHCM

Tém bt

H ich ng nguy kch hé b dgb (ARDS) latinh trihg viém lan td, ti/h trivid trong nhu mo pH,

g ©y t t rbp mang pihang nmo rich phi, hdu qul gilm  t 1 igkloi valifm oxy mau.

ARDS lamttrongnhnghichng "nghgP,t vong cao, v~ gO©y ®&hlng 2
tr hi nnay i caic khoahisc. nh nghbasi bh, nguyénghiémhuoti é L «
nhiu ter @ ©y. Tuy [Mmhygi Snfnt beBohondgth,onkdvVOQOARDS cing 2t
hhnilg L\WhAibd é .

nnh nghoahct i Pa§ t hAIRDBL,vamdBrEllA®t n £ m 19 6/h199dm«i L
ARDS cl'h ngh o ahch§t i [°arfgdeih mith ng nHHl IFn 1 v i nhiQu vih QE ha€

r> r " ng,nkamglioal Betlin ntm 2012.fylp tWaghdng gh o a
‘“ng®n, nh€eng khDTemg. dNihhndhbHhola ARDSmd¥iahl cho
'nh nghoa n~ yXidpdng §c h 6 hgRhdngehhmay, s d ng SpO2/FiO2 va
cocactibuchy cho c Sic’ nngbbm Ln h € s u Xn sinh, bmh phti mdmé b

Y/utf ndod hduftn t h €hlagdy@am h "¢ t r ° mgcd EL°@ nghiéd cu A
nhiQ, vagng cé HInhiQuyut [n h * mg:@ghién cum i nhH12017, chotBf ARDSmc | L
trung binh va kbg, ARDS tih trivd > 3 ngay, tn t h ‘€& pHg trém x quang ph, va driving
pressur e/uf guyp nlh” t4ngim It@ €Shnany lapth.

n Qtf ludn a1\ QL ‘& quan tdm vim, ctiéu la §ithi n oxy hoaAmau,léthin t i ign | €
Céc bin phap hiu qu cfn  ‘lc€p dng: (1) th may ¢ L\ v i thWich thgp, PEEP cao. (2)

Cung & FiO2 ¢n WHuy tri SpO2 988% (PaO2 7400 mmHg) §ithi n  t i Agn(3) H

I’ ng phnang §i thi n oxy hoa mautm th i, tuy nhién khénglithin t i dfg. | Rh<€hng ph
ti ©u _ thidoaytwéh L ang c_un tnhg°hn.°/jn(t4chp D@ tphh § pin,L hn g
n h €ridhi rtoxy hod mau vafcthi nt vong (gim 26%t I t vong). (5) Anthfn, d«n ¢ h
lamtphfnquantrn g t rQotn, tuy wyiliQu, th i gian dung, mc . tho phép bnh nhan t

th cfn ‘leghiéncu t h°m; v~ clng IFE @G Hdebidg ht com@ 48 Ygi
thi n oxy hod mau.

Th mayrungfns cao ( HF@QondEt B€i u, nh€eng nuWRCT2013, c
chotiby khong ithint 't vong v~ ° &khiynaio dimgtl - Jh hay. ECMO la

bi nphap §ithin oxy ho§ °~ oddgnglhiaanmay chb h nhan ARDS kg, nglén

cu ntm 2 0dkhong §ithi ni vong" nhém chl nh ECMO (PaO2 < 50 mmHg

trong 3 gi hay PaO2/FiO2 < 80 trong 6 giPaCO2 > 60 mmHg va Ph < 7,25 trong 6)gj i

nhéomth m§&y t h'ing. o wyFEEMOchl'n h ¢ fnn gceghién cu themval a

ch ntwdt n g * hgrh+@lam sang
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ARDS: what is new?

Phung Nguyen The Nguyen

Acute respiratory distress syndrome (ARDS) is a condition of diffuse, progressive inflammation
of the lung parenchyma, causing an increase in pulmonary capillary pertgeaedulting in
reduced gas exchange and hypoxemia. ARDS is one of the most common fatal syndromes and
poses many challenges for intensive care management. Definition, pathogenesis, etiology ... have
been studied extensively, However, we have seen limfddtes on ARDS for the last 5 years, of
which we discuss here some highlights.

Although ARDS was first mentioned and described in 1967, diagnostic criteria in adults were only
defined for the first time in 1994, still with many unsettled issues. Bezfiniion was introduced

in 2012, which is rather apt for adults, but not for children. The definition of ARDS for children
was released in 2015, this definition includes criteria applicable tovetilated subjects (using
SpO2/Fi02) and certain specppulations such as patients with cardiac dysfumction, congenital
heart diseases, chronic lung disease.

The risk factors for diffuse lung damage have been studied extensively and many factors have been
found to affect the prognosis. One study, performe@0h7, found that moderate and severe
ARDS, progression of ARDS over 3 days, lesions in all 4 parts of the chagt and increased

driving pressure were the 4 factors determining diffuse alveolar lesions.

Treatment goal is to improve blood oxygenatiod o improve prognosis. Effective managements

are required. (1) Classic mechanical ventilation with low volume and high PEEP, and (2) necessary
FiO2 to maintain SpO2 of 948% (PaO2 74100 mmHg) improve prognosis. (3) Alveolar
mobilization improves bloodxygen temporarily but does not improve prognosis. The optimal
method for this procedure is still under study. (4) Prone posture is a simple measure but improves
blood oxidation and prognosis (26% reduction in mortality). (5) Sedatives and muscle relaxants
are important parts of the treatment and should be used in the first 48 hours. Although the dose,
the duration, and the extent to which patients should be allowed to breathe spontaneously need to
be further studied. (5) Fluid restriction also improve®tloxidation.

High frequency oscillation ventilation (HFO) had been used commonly, but some RCT studies,
published in 2013, showed no mortality improvement. Therefore, this therapy has not been
recommended ever since. ECMO is a measure to imgrowel oxidation, currently applied to
patients with severe ARDS. One study in 2018 found no mortality improvement in the intervened
group who received ECMO (PaO2 <50 mmHg for 3 hours or PaO2/FiO2 < 80 in 6 hours, PaC0O2>
60 mmHg and pH <7.25 in 6 hours),ngpared with control group who received only classic
mechanical ventilation. Therefore, we need to study more on ECMO indications and, for now, its
clinical use is justified on a cafg-case basis.
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Tailiéu thong tin thudc

levofioxacin

TAVANIC \'

THANH PHAN: Levofioxacin hemihydrate. DANG BAO CHE: Vién nén bao phim chifa S00mg levofloxa-
cin. CHI DINH: Tavanic k mdt khang sinh tong hop thudc nhém fluoroquinolon. Thudc tic dang bang
cdchtiéu diét cacvi khudn gay bénh nhiém khun trong co thé, Tavanic duac chi dinh diéu tri céc truding
hop nhiém khudn do cac vi khudn nhay cam véi levofloxacin gay ra & nguii kin: Viém phdi mac phai cong
6nq, nhiém khudn dutng tiét niu phic tap (k€ ca viem than-bé than), viém tuyén tién Kt nhiém
khudn man tinh, nhiém khudn da va m6 mém. Tavanic dugc st dung nhu mét diéu tr thay thé cho cic
thudc khang sinh thong thutng khac vdi nhitng nhiém khudn sau day: Viém xoang nhiém khudn cap,
dot nhiém khudn c3p cia viém phé quén man tinh, nhiém khudn dung tiét nidu khéng phic tap. Do
khang sinh fluorogquinolon, trong 6 ¢ Tavanic lién quan dén phan ing 6 hai nghiém trong va cc bénh
Ij nay & mét & bénh nhan c6 thé tu khdi, chi nén st dung Tavanic cho nhitng bénh nhan khang < lua
chon diéu tri khac thay thé. Trudic khi ké toa Tavanic, nén buu y dén hugng dén chinh thiic cda qudc gia
va/hodc dia phuong vé viéc st dung hap I céc thudc khang sinh. CACH DUNG: udng tron vién thudc v
Iugng nudc vira i udng; ¢6 theé bé vién thudc theo dubng khia ngang dé phan liéu. (6 thé udng thudc
trong bila an hodc bét e hic ndo giila cc bila &n. Bao vé da tranh anh nang: Cn trénh dnh néng truc
tiép trong thasi gian diing Tavanic. Da ctia ban s& nhay cam hon vii anh néng va ¢o thé bi bong, rat hoac
phdng rop néu khang &p dung cac bién phap dé phong sau day: Diing kem chdng ndng cd chi s6 cao,
ludn ludn d9i mi va mac o dai tay va quén dai, trénh tam ndng. Néu dang dung vién sat, thudc
khang acid hodc sulcralfat, cac ché pham ba sung kém: Khong duc udng nhiing thudc nay ciing
luc vdi vién bao phim Tavanic. Nén wdng it nhat 2 gidr trudc hodc sau khi udng vién bao phim Tavanic.
LIEU DUNG: Tavanic duoc diing mat hodc hai bin mdi ngay. Liéu ding tiy thudc vaoloai va dd nang ciia
nhiém khuan va 46 nhay cim cda tac nhan gay bénh gia dinh. Thé gian diéu tri: This gian diéu trj thay
@i tity theoloai bénh (xem bén dudi). Nhu diéu tri khang sinh ndi chung, nén tiép tuc st dung Tavanic
trong it nhat 48 dén 72 gids sau khi hét sbt hodc ¢ bang chiing da tris tiét vi khudn. Liéu diing & bénh
nhdn cé chifc ndng thdn binh thurémg: (Thanh thii creatinine >50 ml/pht)

Chi dinh

Liéu dung mdi ngay ‘

Puing ‘ Thei gian

(tity theo d6 nang) diing diéu tri
Viém phéi méc phdi cong déng 500 mg mothoac Udng | 7-14ngay
hai lan/ngay
Nhiém khudn dubng tiét niéu phic tap | 250 mgmét lan/ngay” Udng 7-10 ngay
(k€ ca viém than - bé than)
Viém tuyén tién liét nhiém khuan man | 500 mgmétlin/ngay Udng 28 ngay
tinh
Nhi&m khudn da va mé mém 250 mg mét kn/ngay Udng 7-14ngay
hodc 500 mg mdt hodc
hailin/ngay
Viém xoang nhiém khun cap™ 500 mg mét kin/ngay Udng 10-14 ngay
Dot nhiém khudn cap cla viém 250 mg-500 mg Udng 7-10 ngay
phé quan man tinh™ mitlan/ngay
Nhigm khudn duing tiét niéu 250 mg mét ln/ngay Udng 3 ngay
khong phuctap”
* (dn xem xét tang liéu trong cdc truimg hap ndng. ** Do fuoroquinalon 6 lién quan dén nhimg phdn
Uing ¢6 hai nghiém trong, chi st dung Tavanic cho nhiing bénh nhdn khang c6 Iuta chon diéu tri khde
thay the.

Thén trong déi vdi bénh nhan suy than: Vi levofloxacin chi yéu duoc bai tiét trong nudc tiéu,
nén giam liéu & bénh nhan suy than. Cac thdng tin lién quan duoc trinh bay trong bang sau:

250 mg/24 gio | 500 mg/24 gid 500 mg/12 gio
Thanh thai creatinine liéu d3u tién: liéu ddu tién: 500 | liéu dau tién: 500
250mg mg mg
50-20 ml/phit liéu ké tiép: liéu ké tiép: liéu ké tiép:
125 mg/24 gio 250 mg/24 qitr 250 mg/12 gidr
19-10 ml/phuit. liéu ké tiép: liéu ké tiép: liéu ké tiép:
125 mg/48 gio: 125 mg/24 gio’ 125mg/12 gitt
< 10 ml/phit (ké cdlocmau | liéu ké tiép: liéu ké tiép: liéu ké tiép:
va CAPD*) 125 mg/48 gio 125 mg/24 gio 125 mg/24 gia

* Khang cdn ding thém liéu sau khi loc mdu hodc tham phan phiic mac lién tuc luu déng (CAPD). Than
trong déi véi bénh nhan suy gan: Khang can diéu chinh kéu diing, vi levofloxacin it duge chuyén
hda & gan. Bénh nhn cao tudi: Khong cén chinh liéu trén ngudi cao tudi, ngodi vic xem xét khd
nang suy giam chéic nang thin. CHONG CHi DINH: Man cim véi levofioxacin, cac quinalones khac
hodcvdi bat i ta duoc nao cia thude, bénh nhan dang kinh, bénh nhan cd tién sir dau gan colién quan
véi viée st dung fluoroguinolones, tré em hodc thiéu nién, phy ni ¢ thai va cho con ba, CANH BAO:
Cacfluoroquinolon cd lién quan dén cic phan ting ¢d hai (ADRs) nghiém trong cd kha nang gay tan tat
va khdng hi phuc trén cac hé co quan khac nhau. ADRs thudng gap bao gom viém gan, dit gan, dau

(1) Theo thong tin ké toa Tavanic duac phé duyét bai Cuc Quan Ly Duoc

Théng tin san pham™

khap, dau co, bénh Iy than kinh ngoai vi, va cac tac dung bét loi trén hé thang than kinh trung uong (30
gidc, bo au, trdm cam, mat ngu, dau dau nang va lilan). ADRs nay cd thé xdy ra tir vai gicr dén vai tudn
sau khi ding thudc, cd thé xuat hién ddng tha trén cing mat nguéi bénh, & moi lifa tudi, hodc khang
b sdn cac yéu td nguy co, Ngiing st dung thudc ngay khi cd dau hiéu hoac triéu ching déu tién cla bat
ky ADR nghiém trong nao. Trnh st dung thudc cho cac bénh nhén cd tién sir ADR nghiém trong lién
quan dén fluoroguinolon. THAN TRONG: Bénh nhan cao tudi (>65 tudi), bénh nhan dang ding
corticosteroids, bnh nhan d timg ¢d con ngat hoac chodng, da timg bi tdn thuong nao do dot quy hodc
chan thuang ndo khac, ¢ bénh thn, cd chiing thiéu glucose-6-phosphat dehydrogenase, bénh nhan
43 ting bi rdi loan tam than, timg co bénh tim, ddi thao duong hodc cd bénh gan. Nén than trong khi
dng cic fluoroguinolones, bao gom levofloxacin, trén bénh nhan da biét co cac yéu té nguy co kéo dai
khoang QT ching han nhu: rdi loan dién giai chua duoc diéu chinh (vi du ha kali mau, ha magnesi mdu),
hdi chiing QT kéo dai bam sinh, bénh tim (vi dy suy tim, nhéi mau cotim, nhip tim cham), st dung déng
thai vi nhiing thudc gay kéo dai khoang QT, bénh nhan cao tudi va phu ni cd thé nhay cam hon ddi vdi
cécthudc gay kéo dai khodng QT C6 tién st bénh nhifoc co. TAC DUNG KHONG MONG MUON: Ngung
diing Tavanic ¢ nhimg tac dung phu sau day: Rdt hiém (xdy ra & <1/10.000 bénh nhdn): di
{ing. Dau hiéu ¢4 thé 2 phat ban, khé nut hoac khé thd, phi méi, mét, hong hodc ludi. Ngung diing
Tavanic néu thay bat ky tac dung phu nghiém trong nao sau day - cd thé can diéu tri khin
cap: Hiém gdp (xdy ra & <1/1.000 bénh nhan): Tiéu chiy toan nudc hodc ¢ mdu, ¢6 thé kem dau
quan bung va sot cac. Pau va viém gan. Thudng gap nhat la gan got (gan Achille) va trong mdt so
truéing hop c6 thé ddt gan. Co giat (dong kinh). Rdt hiém (xdy ra & <1/10.000 bénh nhdn): Cim gidc
rat bong, kim cham, dau hoac té ran. Cac phan ung khac: Phat ban nang trén da, < thé ndi bong nudc
va tréc da quanh méi, mat, miéng, mi, vé bd phan sinh duc Chan an, vang da va vang mét, nudc tiéu
sam mau, ngua, hoac dau khi n vao bung trén. Hay bao cho béc si néu bat ky tac dung phu nao
sau day tré nang hoac kéo dai vai ngay: Thudng gdp (xdy ra & <1/10 bénh nhdn): Budn non va
tiéu chdy. Tang enzym gan trong mau. [t gdp (xdy ra & <1/100 bénh nhdn): Ngua va phat ban trén
da, Chén dn, rdi loan tiéu hda hodc kha tiéu, ndn hodc dau d viing da day, cdm gidc ddy bung hodc tio
bon. Nhic dau, chéng mat, hoa mat, réi loan gidc ngii hodc cang thang than kinh. Xét nghiém mau co
thé cho két qua bt thudng do cc réi loan & gan va than. Thay 46 s6 lugng bach cu trong két qua cia
mit s6 xét nghiém mau. Yéu stic. Tang s0 luong cia cac vi khuan hoac nam khac, <6 thé can phdi didu
. Hiém gdp (xdy ra & <1/1.000 bénh nhdn): Cim giac kim cham & ban tay va ban chan (di cm)
hodc run, (3m giac cang thang (o 13ng), trém cam, cac vén dé tam than, cam gidc bift nit hoac cam giac
lan1on. Nhip tim nhanh bat thuting hodc ha huyét ap. Bau khop hoac dau ca. Bam méu va dé chdy méu
do gidm s6 luang tiéu cau, Giam s lvong bach cau. Ko thd hodc tha kho khe (co that phé quan). Tha
hut ho (khé tha). Ngua hodc ndi mé day. Rt hiém (xdy ra &<1/10.000 béah nhdn): Da ting nhay
am véi anh ndng va tia cyc tim, Giam lugng dutng trong mau (ha dudng huyét). Roi loan thinh giac
hodc thi gidc, hoac thay ddi vi giéc va khitu gidc. Ao gidc, phdn ingloan thin véi nguy co 6  dinh hodc
hanh ddng ty tl. Truy tudn hoan. Yu cg, c6 thé tram trong @ bénh nhan nhuoc co. Viém gan, 1di loan
chife nang than va doi khi suy thgn. Sat, dau hong va cdm gidc khong khoe kéo dai. Sot va phan tng di
ing ¢ pho. Céc tac dung phu khac: Giam 56 iong hang cau. Da ¢ thé tai hodc «d mau vang. Qud
mén. DG mé hoi nhiéu. Dau, ké ¢ dau lung, nguc va tay chan. Kho khan khi di chuyén va dilai. Con kich
phat réi loan chuyén hda porphyrin & ngudsi san ¢6 bénh nay. Viém mach mau do phan iing di ing. Kéo
dai QT trén dién tam do. Nhip tim nhanh bat thudng, rdi loan nhip tim de doa tinh mang. Mét khiu gidc
va vi giac. U tai. Tang creatinin trong mau. Ly gidi co van, Han mé ha dung huyét. Tang bilirubin, Ton
thiong gan néng. (6 gidc ma ngu khc thung, & mang. TUONG TAC: Vi corticosteroids, bénh nhén
3t ¢6 the sé b viém va/hodc diit gan. Vi warfarin, bénh nhan rdt cd thé sé bi chdy mau, cin xét nghiém
ma thutng xuyén d€ kiém tra tinh trang ddng méu. Vi theophylline, thudc khang viém khong-steroid
(NSAIDS), bénh nhan rét c6 thé s bi co gidt (ddng kinh). Vi cidosporin, bénh nhan rat c6 thé s gap téc
dung phu cla ciclosporin. Vdi thudc anh hudng dén nhip tim {thudc chdng loan nhip nhy quinidine va
amiodarone), thudc chifa trdm cam (thudc chng trdm cam ba vong nhi amitriptyline va amipramine)
va thudc chita nhigm triing (cdc khang sinh 'macrolides' nhu erythromycin, azithromydn va darithro-
mycin). Probenecid va cimetidine, can than trong dac biét khi dung chung nhiing thutc nay vai Tavanic.
Neéu bénh nhan <o bénh than, bic sis& cho ding liéu thap hon. Khong duoc dung vién bao phim Tavanic
ciing liic véi nhiing thudc sau day, vi chiing ¢ thé anh hutng dén co ché tac ddng clia Tavanic: vién sét,
thudc khang add chita magnesi hogc nhom hoac sulcralfate. PHU NO'CO THAI VA CHO CON BU:
Khéng diing Tavanic. LAI XE VA SU DUNG MAY MOC: Mt 56 tac dung phu o thé dnh huéing dén kha
nang tap trung va toc do phan ing. Néw xdy ra, khong nén i e hoac lam bat civiéc gi can sy chid  cao
6. NHA SAN XUAT: Vién nén bao phim: Sanofi Winthrop Industie: 56, route de Choisy au Bac 60205
Compiégne — Phap. NHA PHAN PHOI CHINH: Cang ty CP Dutoc Liéu Trung wong 2, 24 Nquyén Thi
Nghia, P. Bén Thanh, Quan 1, Tp. HG Chi Minh. Tel: {+84) 08 3832 3058 - Fax: (++84) 08 38323012,

Théng tin chi tiét xin lién hé:

Van phong dai dién Sanofi-Aventis Singapore Pte. Ltd. tai TP. H(M
Dia chi: Liu 3, 56 10, duong Ham Nghi, phutng Bén Nghé, Quan 1, TP HCM
Dién thoai: +84. 83829 8526; Fax: +84. 839144801
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Bronchoscopy in the era of gene mutation and immunologic feature of
cancer Ni soi pliqu¥h trong tHEA yASst Bichgen min dD K dzy 3 G KW

Masao Hashimotol

1Trung tdm qunc gia séc khee toan ¢lu NhBt BAn - NCGM

Non-surgical treatment of lung cancer has been changed and been more effective in this decade,
and it is because some new agents of Targétedapy toward Driver mutations like
EGFR/ALK/ROS1/BRAF, and Immun@heckpoint Inhibitor related with RD1/PD-1/CTLA-4.

At the same time, technique and technology of bronchoscopic biopsy also developed quickly, for
example EBUS (Endo Bronchial Ultra Sound), Guide sheath method, Virtual Bronchoscopy
Navigation, and we can biopsy more safely and precisely than before., Todap called the
precisionmedicine, we need information of ALL, driver mutation and so on to decide more
better treatment depend on the situation of each patient.

In this session, | will summarize again some flexible bronchoscopy technique recently and mention
about key points to get and to handle specimen (for the several examinations like IHC
(Immunohistochemistry), FISH (Fluorescence in situ hybridization), N@& (nextgeneration
sequencing)form the view point of a clinical respiratory doctor.
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Molecular and cellular mechanisms of lung Cancer

Prof. Anh Tuan DINH-XUAN, MD, PhD,

Cochin Hospital, Paris Descartes University

Lung cancer is a heterogeneous, complex, and challenging disease to treat. Lung cancer is no
longer considered a single disease entity and is now being subdivided into molecular subtypes with
dedicated targeted and chemotherapeutic strategies. Managgmemnismall-cell lung cancer,

in particular, has benefitted from several of these breakthroughs, with the understanding of
activating mutations in Epidermal Growth Factor Receptor (EGFR), fusion genes involving
Anaplastic Lymphoma Kinase (ALK), rearramgents in the protencogene tyrosinprotein

kinase ROSL, and ongoing research in targeted therapies for the Kirsten Rat SarcdRieSiK
oncogene, the receptor tyrosine kinase MET, and Programmed Death-Li¢ADd_1). The next

era of personalized treaémt for lung cancer will involve a comprehensive genomic
characterization of adenocarcinoma, squanrtaliscarcinoma, and smatkell carcinoma into

various subtypes. Future directions will involve incorporation of molecular characteristics and next
generabn sequencing into screening strategies to improve early detection. Personalization of
therapy will involve close collaboration between the laboratory and the clinic. Given the
heterogeneity and complexity of lung cancer treatment with respect to hystilowr stage, and
genomic characterization, mind mapping has been developed as one of many tools which can assist

physicians in this era of personalized medicine.
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the, phX thud n i soil ng ng c.

Tuy nhién trong thc hanh 1am sandgrongt ngthi Wh,ung tih ©c p hgng thMamn h

s nHybitk ht nwhinhkhihn g @hfythic k ht n ghbmghhnay Lledh vic

kéo dai thigianchr  L,daBhhchlkh[n £ n @trlkihi uphg tLhe®&dcnpgmi§t hi
L &h mu n.

Dovdycfnfm s o 8§t UGinrghbhhmi@nide nh-m c- ,h@ukhtmhgchdp
.ngmtbnhlyphi "t L o§ fukbdagphil ung it h€© ph

AVOID MISSING IN LUNG CANCER DIAGNOSIS

NguyYn n3nh Duy(*)

In Vietnam, lung cancer ranks first in the incidence of new cancers and is also ranked first in the
mortality rate for both males and femalBgpending on the location of the injury in the chest, the
extent of the tumor that the clinical symptoms of each patient will vary, but the manifestation of
lung cancer is usually cough; hemoptybisathing whizzingchest pain. Meanwhile, the leading

tool in the diagnostic screening of lung cancer is chest X ray, chest CT usually detect typical lesions
such as lung nodules, lung tumors, pleural effusion. Routine diagnostic tools for lung cancer
include: cytologic insputum bronchoscopy biopsy, thoracic biopsy under imaging guidance,
thoracentesis, mediastinoscopy, endoscopy thoracic surgery.

However, in clinical practice, from time to time, lung cancer also has special clinical features, not
typical that the doctoraks not think of this disease, resulting in prolonged diagnostic time, limited
ability to treat when lung cancer is detected at late stage.

Therefore, lung cancer screening is needed in patients at high risk, treatment that does not respond
to a pulmonarylisease initially diagnosed as nlumg cancer.

(*)BSCKII, PGn BMnh Vi Mn Phu m NgXZc Thv ch
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Tai lidu théng tin cho can bd y t&

DIEU TRI TANG CUONG MIEN DICH
PHONG NGUA NHIEM KHUAN TAI PHAT BUONG HO HAP VA NHIEM KHUAN

KICH PHAT CUA VIEM PHE QUAN MAN TINH
DIEU TR| PHOI HOP TRONG NHIEM KHUAN DUONG HO HAP CAP

B =
THUY SY

- 1 hanh phitn thube:
MGt vién nang cho ngwedi lom cé chira:Hogt chds: chit ly giai vi kiuin dong kho ciia Haemophilus influcnzac, Drploooocus

img
- Mgt vién nang cho tré em cb china: Hogt chér: chdt ly gild vi khufin 8dng khd e Haemophilus mﬂuamc Dtplmulwxmmhc, -
& O L Kiebsiolla pneumoniae vi ozaense, Staphylococcus aureus, Straptococcus pyogenes vi viridans, Neisserid catarchalis? 3,5 thg
;- Tadhege; Mmsmh,mlgnnmnmte,pmpylgallmc(t}w) sodium glutamnt , mannitol, gelatin, indigotin, titanium dioxide.
~ ‘Ci(d[uh
. Didutr ting culrg midn dich. Phing mh.émkhuéampwmmwdpvuwnmhdmmmmwm phé quiin man
tinh. Diéu tri phéi hqpmnlnbmkbgn
* Lidu ditng v cich diing: Vitn nang 3, dso&ée-&mah 12tudl
Mtrlhpﬁdﬂg%&ﬂ&ﬂd@d wdulﬂhmﬁgﬁnglomylﬁnmm&m thilg.
Dt giai dogn cdp rink: MBi nghy udng 1 vign khi 61161 khi hét riu chimg (nhumg phii ding it nhit 10
Mmmmwimwmwmmmukhamww

tgmsm&u%wm&mmwmww 1 vidn Broncho-Vixam cho tré em eh

Néutr mamdnkmméwmnmmkwmm(mmm

* Cioh béo vi
g o h(g'&:gmm %MWWN:mM&Mgm&ﬁhémi&\dtd\cunuémdu.u

choconbit: :
. m&wamm&mwmmm Ciic nghifn clr trén Adng viit chiza cho thiy de tinh trye
: '-- gtk rreen g thiad, trén phati thai teomg tng vt sy phi tridn cda thai hodc sy phdt trida ssukhi sinh.

8 mg&w&ovmunm i b &y cho con b,

e -rudmkungm :& mbﬁngmnngmuénmm(hunghtcmla.msAngltm3dénd 6. Nhimg tic
d dyng khidng mon rg mubn hay g 14: r01 fogn ity o nén, ndn, dau bung), phin {mg ngodi da (phét ban, cham), réi logn thin
kinh (dau diu), #6i logn b kép (ho, hen, kh thiy) v phin (mg todn thin (sbt, mét moi, ﬁmnungdwn“‘{c\(éuw:&lcanu&uh&
hn;cnﬁlbognhﬁhlpkéodm nén ngimg sir dung thude. Néu gip cdc phan (mg ngodi da, nén ngimg thude vi c6 thé gly ra cic phin

Mgbbdolﬁﬂﬁingﬁcdmﬂdxgm-dnmﬁw:im’m

Visa: VN - 15048 -12
Boc k) huing ddn sk dyng trice khi ding
Bia chi lién hé: Evr Nearn Pharma ‘Tal Ba Nilng: 0511 3833185
Ha Ni: uwmu - 8244854 ; ummum
L M#wwvmwum&mnnwurmmnwnu.nm »
I ‘ '"-‘ Y "..‘»f" i o S
"\ ,lrvgo' : o . - '
LT ki TL

pacumoniac, Kicbsicila pnoumoniae vi ozaenae, Staphylococcus aureus, Streptococcus pyogencs va vinidans, l\ctsscnacaqﬂml g
N

¢ bmmvéwuu&mmsmypmvmoaémymcodnmvévh&m l -t
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Tal lidu théng tin cho can bd y té

BroncnorEsmysa XOI

BIEU TR| TANG CUONG MIEN DICH
PHONG NGUA NHIEM KHUAN TAI PHAT BUONG HO HAP VA NHIEM KHUAN
K|CH PHAT CUA VIEM PHE QUAN MAN TINH
DIEU TRI PHOI HOP TRONG NHIEM KHUAN BUONG HO HAP CAP

Thanh phin thube: Mps vién nang cho ngwdi lém 6 Chéng chi dinh: Qui miin cdm véi céc thinh phin clia
chiza hoat chat: chit ly gidi vi khuin déng khé cia  Broncho-Vaxom.

Heemophilus influenzae, Diplococcus pneumonize, Cénh bdo dic bigt va thin trong khi diing thube: Theo
Klebsiella pneumoniae va ozacnae, Staphylococcus  cdc hiéu biét hién nay, khong khuyén cio ding Broncho-
aureus, Streptococcus pyogenes va viridans, Neisseria  vaxom cho tré em duwdi 6 théng tudi vi hé miln dich cia tré
catarrhelis : 7 mg. Mgt vién nang cho tré em ¢ chiea  em chua hodn chinh,

hogt chat: chit ly gidi vi khufin ddng kho cia Haemophil Tuu:iuemkvacud;ngnmueuwmm
influenzae, Diplococcus pneumoniae, Klebsiella pneu-  nay vén chua thiy o6 tuong tic thude.

moniac va ozacnac, Staphylococcus aurcus, Streptococ-  Phy nir ¢6 thai vi thivi ky cho con bi: Chua o6 dir igu
cus pyogenes va viridans, Neisseria catarrhalis: 3,5 mg.  lam sing c6 gid trj vé st dyng thudc ndy & ngudi mang
Td dwpe: Maize starch, magnesium stearate, propyl  thai va cho con bii. Céc nghién ciru trén dng vit chua cho
gallate (E310), sodium glutamate, mannitol, gelatin, thdy ddc tinh tryc tiép va gidn tiép wén ngudi mang thai..
indigotin, titanium dioxide. Ciin ding thin trong Bronchovaxom khi mang thai vi thid
Chi djnh didu trj: - Didu trj ting cudmg midn dich; - k¥ cho con bi.

Phong ngim nhidm khufin t4i phét duomg hd hip va  Tdc dyng mong mubn: Ty 1§ chung v& tic dyng
nhiém khuin cdp kich phat cia viém phé quin man tinh;  khéng mong trong thir nghiém 1am sang 14 tir 3 dén
- Diéu tri phédi hop trong nhiém khuéin dudmg hd hip cdp. 4 %. Nhimg tic dung khong mong mubn hay gip la: rdi
Lidu dung va cdch ding: Diéu tri du phong va/hodc  loan tiéu hoa (budn ndn, ndn, dau bung), phan (mg ngodi
diéu tri cting ¢6: MBi ngdy udng 1 vién khi d6i, ding 10 da (phit ban, cham), réi logn thin kinh (dau diu), rdi logn
ngdy lidn trong mdi thing, ding trong 3 thang. Didu tri  ho biip (ho, hen, kho thir) vi phin (mg todn thin (sbt,
giai dopn chp tinh: M&i ngdy udng 1 vién khi d6i téi khi  moi, phin img dj img). Néu gip rbi loan tiéu héa hofic
hét tri¢u chimg (nhung phai ding it nhit 10 ngdy). Trong  loan h hip kéo dai, nén ngimg sir dung thube. Néu gip
truémg hop phai dimg khéng sinh, nén phoi hop vé1  cdc phan img ngoai da, nén ngimg thubc vi cé the gy ra
Broncho-vaxom tir lic khri din didu tri. Tré em tir 6 cdc phn img dj (mg.

thang dén 12 tdi ding vién 3,5mg; tré em trén 12 tudi va

ngudi 16n ding vién 7mg. L y: Néu tré kho nubt dgng ~ Théng bdo cho bdc si nhimg téc dung khdng mong
nang thude thi ¢ thé md nang va trit thubc bt vio nuée  mudn gdp phai khi si dung thudc.

(nurdc, siba, nrde qua...). Doc kF hundng dln si dung trude khi ding
r - S4n xust tal:
Pia chi lién hé: Ever Neuro Pharma - ol
Hi Noi : 04 38251243 - 8244854 = OM Pharma
D Ning: 0511 3833195 , THUY S¥
~ TPHOM: 08 3829561/62 o EREN e
- SGgidytidp nhin h6 so dang ky tai liéu thiing tin thudc cia Cyc Quan Iy duge - B3 Y 1 0018/13/QLD-TT ngly 26 théng 09 ném 2013
Ngiy 30thing 07 ndm 2015 intalldu P E PRI C O VisVN- 1504812 VN-15432-12
R T
(_ ‘-«*' ¢.:"J“ 3 R
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Qp nitt cac xét nglim sinh ke phant RL Y K OK 2 Hidzy 3 {0 K\

Ph” m Hung Van®
nitvyn ZL
Phat hin  tlbi/n EGFR la mtxét nghimhin L ancg cl&& chbl§iqd sdo ¢ §cikhong@bao h<€ ph
nh (NSCLC) v3 [rmognth/f WiSRct snad’imbi & d. ngcthhi ¢ ¢ chjtyrosine kinase. Tuy nhién
ngoai EGFR con c6 ms xétnghimsinhhcphantnhda J&© c§c gene Eifothifl\h§c sbnb©Om
sanglachncacthtc Qtt L2 ch kh&8c. B8§o cH dtdnrihdcad xétnghim sibh'hg phang ¢ v
t d” " nh cho  ikhorgtbdoh np'h ¢ § ¢ Qt&an pHiguah tam.

Ni i dung
Xét nghi m phat hin | tlbi/h EGRR latiicinthi} Wei %p b &c s ¢ n achnhhdg. cé&hftyrosige n° n |
kinase (TK)tllh 1 | © gef i ti ni b QradN$CLE. N phatihim mft trohgrcacriéy | tibilh sau

LOy tr°n geneldGHRIhtIh,3 Uy-Cbidh imdih W t0én exon 19, thay fmucleotide dn /i
thaythlami no aci d t rthifh etxhothméalean 20 Xéynghin phat hin | tlbi/h EGFR con phat

hin ‘lc€tbi/nT790M lamgimhiugqu ¢ aTKIthlhn 1 v ™ | Yc [ileh U'nb BKEth]s @ lamfhtinib
hay dacomitinib. Ngoai xét nghi phat hin  tlbi/h EGFR, xét nghim phéat hin  tlbi/h KRAS® codon 12 hay
codon ,thvBRAF V6O0O0BEh ecdhotysl gifmbdiugica TKI v™ cimmal ™ x®t

cacb § ¢ s 0l'nh ¢éhabnchh n WBdng nénchl'nh TKI. M t _ tbi/hn a c Idicfo thif * & gdat hin

trongch'n h QIfiL 2 ¢ h NS Qbifp AlK'gayltadosn i W @usion) ca ALK v. i EML4 ma s hinh

t h " nthihbay €gigpkiiunhdy cm le@ithic QitFL 2 cckh]ALK, L- |7 c¢crizotinib v
Lthbih EGFR, KRAS, @R®AMphathin A’lckRad cac k thud sinh h c phan't n h i tgnh

t Sanger, pyro hay resime PCR trén cac Muth lamé sinhthi/ . N g o ~ it bi/j aay con & dhphiat hin
LetréncacDNAkhi u | €u thingitteng@ih@8u ot"'DMAE circul ating tun
phap phat hin  n "¢ g illa@inh thi} | ng vi M th lahuyl t ‘©h n g} tharhg a hnh ghan. K thud

L ‘e apdn gWphathin ¢ 8 bi/h ttén ctDNA la NGS (Next Generation Sequencind)y thdyrli cao nh€ng

¢ | nEymd tiQn. Tuy nhién ngoai NGS, ching ta cdMii ngi[i  p HBhpu Lh h Bh wla realtime PCR hay
pyrogquencing.

K24 luon

Hi' n nay € ViJt Nam, mts TKIth/jh 1 L «c BL¥eT/jchtp nhch lathic  h afa cho dal'n h Qultri
NS CL C . tbi/h EGFR. Chinh nhyéu du ndy ma xét nghin _ tbi/h E GF R’ cln¢ s phéng thi nghim
trivid khai. Tuy nhiércac xét nghimsinhhcphantk h§c d " nh ¢ h &icfNBIEANT “d 6w dghair
'ngb IWy i Yup bQBtEbi/B ¢ & €ic § ng hipr, #i/h EGFR khang TKI tHh 1 pHi dung TKI th]h 2,
hay aBi/fq KRAS v WhatRiAEac linh nhan khéng iy v i T K| t i/ giGp Eh ' nh ALK
inhibitor.

Key words NCCLS, EGFR, KRAS, BRAF, ALK

3 Phan Chau Trinh University, Nam Khoa Biotek Co.,dyguy¢ NA t KWTy 3 | 2 A LA G| €
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Updated molecular biology testing for lung cancer

Phym Hung Vah

Background

Detection of EGFR mutation is a test currently bgangscribed for noismall cell lung cancer
(NSCLC) because this is a necessary test for doctors to prescribe tyrosine kinase inhibitors.
However, in addition to EGFR, there are a number of molecular biology tests on other target genes
that are also esseriti@r clinicians to choose other target drugs. This report presents issues that
update the molecular biology tests for remall cell lung cancer that doctors need to care about.

Content

Testing to detect EGFR mutations is necessary to help physicians should or should not choose a
first-generation tyrosine kinase inhibitor (TKI) of gefitinib or erlotinif in the treatment of NSCLC.

If one of the following mutations is detected in EGFR géid,generation 1 should be indicated,

which is the deletions on exon 19, nucleotide replacement leading to amino acid replacement on
exon 21, or insertions on exon 20. EGFR mutation detection test also detected T790M mutation
which reduced the effectives of 1st generation TKI and then the doctor had to designate second
generation TKI as afatinib or dacomitinib. In addition to testing for EGFR mutations, testing for
KRAS mutations at codon 12 or codon 13 and BRAF V600E mutations is also a sign obaelecre

in TKI effectiveness and a test that doctors should not indicate the TKI. Another mutation is also
needed to be detected in the NSCLC targeted treatment, which is the ALK mutation caused by the
fusion of ALK with EML4, which make the tumor sensitive ttte ALK inhibitor, which is
crizotinib and ceritinib. EGFR, KRAS, BRAF and ALK mutations can be detected by molecular
biology technigues such as Sanger sequencing, pyro émeaPCR on samples of biopsy tissue.

In addition, these mutations can alsadie¢ected on tumor DNA circulating in the blood, which is

often referred to as ctDNA (circulating tumor DNA), and this detection method is called a liquid
biopsy because of the test sample. is the plasma or the serum collected from the patients. The
techngue was used to detect mutations in the ctDNA was NGS (Next Generation Sequencing)
with very high sensitivity but also very expensive. However, in addition to NGS, we can choose a
more specific and cheaper solution, that aretigad PCR or pyrosequencing

Conclusion

Currently in Viet Nam, a number of 1st generation TKI has been accepted by the Ministry of
Health as the first line for NSCLC treatment with EGFR mutation. Due to this requirement that
EGFR mutation tests have been implemented by a numbebofaltories. However, other
molecular biology tests for NSCLC are also necessary to be developed synchronously to help
physicians who treat EGFR mutations against 1st generation TKI must use TKI 2nd generation, or
KRAS and BRAF mutations to detect patiesgémsitive to TKI or mutations help to appoint ALK
inhibitor

Key words NCCLS, EGFR, KRAS, BRAF, ALK

4Phan Chau Trinh University, Nam Khoa Biotek Co.,dyguy¢ NA t KWTy 3 | 2 aLIA G| €
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Q p nitt thwewe chkdSdm kidn soat mim ddht Hei nghidzy’ 3 (WKW LIK
thdgiti 2018

TSBSL° Tahg VI

TOm tdb

Ung t hlaggyydnnhangaytv ong u n g futién@ddi i. Theo Globocan 2018, cé

1,8tiu nichkd do wunig hhreg prhtkm. Ntm 189 Gultibns&dangs o Co
li'uphdp mindc h Qiifiung t h<€. Ntm 199 2 kiva SoatPBInThdng t 2 m r
qua t -ERDABDLL tPoaoungt hten thoat s phat hin vatiéu ditg ah mi ndch.Céc

khang tWL h n  d¢ awjhotb PD-1 hab PD-L1 ph bi/h la Pembrolizumab, Nivolumab,
Atezolizumab v~ ' cOFDA phé duytmatbr Qirigu bl t hv@ himh
Pembrolizumab la thuc mi n dch gh ¢6° Vi t Nam CacthGc n "y _ & &aolpmphoT

mi_n dch gidp tiéu dit kh i u, c6thWkéo dai thi gian $ ng thém céacb nhnhanung tih€ ph
Tréennhng bn urikhong fib& ni kg i a b ti/H xa t ng hoatr, li' u phap min dch

bag aezolizumab, nivolumab va pembrolizumdbthi n s ng thém so vi docetaxel, bn ung

t h<€ikhdmgtlbaonh gi abthti/H o x a _ ngtdadr, pémbrolizumab kéo dai ag thém

t't h hn ki bnadéPbLl > 50%. Hoa trk/t h p pembrolizumab cho 'hi qu t t trén 50

60% b nh nhan va kéo dai thgian $ ng thém Il KAPD-L1 diing tuyh hay gaiTrénbnung t h €

ph i khéng flbaonh g i athtipati/hxatich, 'E |lti t t nhdibag hda ¥tr ' ng

th i, th igian $ngthémcanhngbn h n h © nc kéo dgi thénmdu s d ng durvalumab.

Trong ufornhh€khi the°m at eZlooh ir chudmad ndiplatin yah § ¢ L
et oposi deigidn’$ngtthém chointhnhan. Liuphdpmindch ng "y nay Lanc
ngdngrngraivigiipbnsng | ©u Hhhevhhoh
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Updates about the immunecheckpoint inhibitor in World conference in
lung cancer 2018

Abstract

Lung cancer is the leading causecahcer death worldwide. According @&obocan 2018, .8
million people died of lung cancer yearlg 189Q Dr Cohenhas been the first person to use
immunotherapy to treat sarcoma.l®92,Pr Honjo found the PEL checkpointTumor cells used
PD1-PD-L1 interaction to escape the detection and extirpation of immune Teésnonoclonal
antibodies that inhibé eithePD-1 or PD-L1 such as?embrolizumab, Nivolumab, Atezolizumab
and Durvalumalwas already approved of FD@ndPembrolizumab is available in \firem.These
medi cations waked the T | ymphocytes wupn to
advanced stage NSCLC who did have chemotherapy first diegplizumab, nivolumab and
pembrolizumaldid improveoverall survival in comparison tibcetixel.In chemo naive advanced
stage NSCLGembrolizumalprolonged survival for patients witADL1> 50%.Pembrolizumab
combined with chemotherapy reachB8860% RR and extended overall survival in either
squamous or adenocarcinoma. In locally advanced NS@e@ted by chemoradiation,
durvalumab could help to prolong overall survivia.extensive stage small cell lung cancer,
atezolizumab dded to platinum plus etoposide chemotherapy  prolonged
survivals Immunotherapy now a days are broadly used to helergatiive longer with better
quality of life.
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XTrHge | RhWSABR):CaciiMd ¢ NBYVHY AA ¢HIW t K
/ Nyn Chd

Lé TuEn Anh*, NguyYn Ngyc BAo Hoang**

Tom tdb

Trong LiQu tr ung th€e ph” i,hsa xH/Jhrb, htong
[nh trong x4, ki Wm so8t s di L, ng c¢c,a kh' i wu
gian s' ng ¢c,n to"n b, c¢c,a b nh nhoen. Gfn LOy,
(SABR), c¢ch h, i @n Qui atir Locthno sh mhk hnthng t hW ph Xu
ctn h4n chJ L« tktng I °n r» r t. Ch chJ hoUt L
h-a tr° , thu ¢ mi,n d ch L« tr° th” nh tr ng t
c.u L°i LFu nh3m ch._ ng minh hi" " u qul ¢, a x4 t
chuXn L« b" b, qua, h" I,y LW I1U4i 1" nh_ng cO
xem x®t |1 Yi c8&8c nghi®°n c¢c.u gi@ xh9 tur ‘quh, yc_uw -
n"y trong LiQu tr° wung th€e ph” i di c¢ctn h4n <ch
T. kixkYatr” h_y u c- L nh v , ung th€e ph’ i di
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STEREOTACHRSBLATIVIRADIOTHERAPY (SABR): REVOLUTION IN
TREATMENT OF LUNG OLIGOMETASTASES

Lé TuEn Anh*, NguyYn Ngyc BAo Hoang**

Abstract
In the treatment of lung cancer, advances in radiotherapy techniques, chemoraitnaige,

guided radiation therapyand control of tumor movement have increased the time of disease
control as well as the overall survival time. Recently, vgitbreotacticablative radiotherapy
(SABR), the opportunity for treatment of lung cancer with medically inoperable early stage or
oligometastase$ias been increased clearly. The mechanism of SABR or combination with
chemotherapy or immunotherapy has become the key points of many studies. The clinical trials to
demonstrate the efficacy of SABR versus standard treatment have bessdjgherefore, the
important questions remain unanswered. This article reviews the role of SABR and evaluates the

effectiveness of this method leng oligometastases

Keywords: stereotactic ablativeadiotherapylung oligometastases

"B nh VIRXyTEhHCM: n"  a ch”™ I|i°n | Uwmdr@yk®ocoBS. L°
* B ' nh vi iAPCHCMRXg a ch”™ |li°n 1U4c: TS. BS.
nnbhmd@yahooam
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5WTUyYy 3 ag*y K b3

ToOmM tab

B nht mi n (hay bnh mé lién k) 1a m t nhom cacnh lyphctth, bMihin | ©m s " ng L
dthgvafn h " tg€inhix ch quan kh8c hTphicadtntom@h iy o tpH
t mang phi,nhumd, Mt h  m§ u” npth yCadb®hin | ©m ‘sn'gn &k htbm@, L

chr LoSmg tdiklId s au Wth icac Bguyén nan khic.l © €tdpstrung Vo

bW hintUphicamts bnhméliéwk °‘tnbgbtrénldmsng nh€e vpdhg La kh
thtp , o>ndphtbng/ xnhg cb3 v, hthjmgs ban L

*Gngvien B mén NitYn g q @idiIc, Y tthanh plKHQChi Minh

LUNG MANIFESTATIONS IN SOME AUTOIMMUNE DISEASES

Duong Minh Ngoc*

Abstract

Autoimmune disease (or connective tissue disease) is a group of complicated diseases with
variable clinical manifestations and mulbrgan effects. At the respiratory system, these lesions

can widely range from airways, vessels, parenchyma, pland so on. Moreover, clinical
presentations are not specific, diagnosis is often established only when ruling out other possible
causes. Here we focus on lung manifestations in some common connective tissue diseases, such
as rheumatoid arthritis (RA), stemic sclerosis/scleroderma and systemic lupus erythematosus
(SLE)

(*) Lecturer of Department of MedicingMP Vietnam
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KHA NANG SU DUNG

HO TRO DIEU TRI HIEU QUA
CAC BENH VE DUONG HO HAP

Ludn nam trong tam tay

Cong nghé xong vugt trgi gitp chamsoc | °
hé ho hap hiéu qua :

MICRO A-I-R NE-U100
SAN XUAT TAI NHAT BAN

LOAI DUNG CHO BENH VIEN, PHONG KHAM

NE-I.H.? ' NE-C900
* May x6nq sidu 8m dung tich cao + Miy x6ng val cang xudt

+ €6 bo dinh gia 10 1 8€n 30 phut ‘ 'k o, higu qua cha viec: e
FooRo i nirg / .gmwmnmwmm
e - Bhwdymg it sy

+ Ca tay cam, di chuysin oé dang.
. mm»m o bat kg b xong
1180 thi Trong.

OMAION HEALTHCARE COLLTDLIAPAN: VAN PHONG DAl DIEN OMRON HEALTHCARE
S5 Kunatsibo, Terado, Muko, Tl Ha Mol Tang 6, 7838 Tawer, 147 Hodng Qués VgL 2, Nghia Do, Q.C3u Glay, HN. Bign thoal: 83-24-3556 0025
Kyoto 6170002 Japan, T TRHCOM Tang 5, TOa nha £ Towes Cantral, 11 Boan Van Bo, Fhutng 12, G4, TPHCM, Din thogl: 026 3636 7238

BE bIEL thang tin sén pham va nkd phan phél xem tal: www.omron-yte.com.vn hosc ¥ Omron Healthcare Vietnam

THUONG HIEU DUY NHAT PUQGC HOI HO HAP VIET NAM KHUYEN DUNG
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NguyYn Hin g 8af*)

BN nam, 62 tui, kham bn h v 3 h a, kholth" geag 8 hit 2016. B nh nhan khéng co6
nghQnghi p ré rang, lam ‘@¢h v méi gi i giao dch mua ban. Hut the 4. Khong th s b nh
phi khsc Lt-r.€cBMiilv&theo divichy L o §n B R Nd#dpiunb,
Budesonide/Formoterol. Trong’'du 2 n t Bng trits3t tht  “tnb, @6 ho, kho kheé, khé
th ofn nhe khlng t hdgm.° n
Thang 5/2018, tinh¥hg khdtht £ ng | ° n Y nd b nn B Myt Kh&n hod B they co
nhiQurann 2 L § iy khgng ran rit ran ngay. FeNO = 32 ppb/J#tan ky ghi nkh h i ch ng
hth dv]v, i TLC= 3.37L (57% predicted), FEV1/FVC=80%, FEV1= 1.94L (72% predicted). Bilan
SHHH b3 hry. Xguang phithhgva CT ngc s au  Lldch hink[Bhcdaymtd Etd
trung' L8y v~ UWbiényphingoB° nhcah ©h o B mMOKEY p he t QL |
tr b3ng pirfenidone 200mg. v liQu t H¥mryg i tlding. Tinh téhg 1am sang [G thi n nhanh

chong. Ho, khéthgiifmgn nh<€© ho" n t ofnik nehgse dBthimgfig nmgh € ko ~

toan. Hin BN wah L' a @ ¢f b¥g pirfenidone Iuti  @0@mg x 3/ngay. Dung% thu c

b3 nh “ngt h€
Thang 10/2018: M=80/p, HA=130/70 mmHg, T=164 cm, P=60kg, BMI=22 kg/m2; SpO2=98%
d @khi tf i.

Xh "pndkEv i cEmh | ¢ h @ghat BifenhiQ. Tri u ch ng ch y/l la ho va khé th
gdagsc.DEihiu Hit r ©n g ~ I XguamgaanCT eho #y hinh[n h X hmo & trung
ving L 8Ybien2phindhe n trigohpch ngthongkhiBhch] Q@ti hin ‘lce
chbb nhh 1a pirfenidone va nintedanib.
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Tom Hi: Case study of idiopathic pulmonabydsis

NguyYn Hin g 8af*)

A 62 yearold male presented to Phdiet Respiratory Clinic with chronic cough and exertional
dyspnea. On examination, fine crackles was revealed in both lung bases. Chest CT show bilateral
thickened septa, reticulation and honeycombing, mostly in peripheral areas and at lung bases.
Plethysnography demonstrated a restrictive pattern. A diagnosis of Idiopathic Pulmonary Fibrosis
was established and treatment with pirfenidone was initiated. Clinical status and chest CT was
amelioratedinterstitial Lung Disease is frequently undiagnosed indaily clinical practice. The

main symptoms are cough and exertional dyspnea. A suggestive sign in lung examination is the
presence of crackle. Chest imageries show typical fibrosis of interstitial compartment. Pirfenidone
and Nintedanib are 2 options aally accepted by FDA.

(*) BS, TartiiaMd héth® RHYi Vil
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Chdy it &m dat b3ah lao. T thehwe y Hthdgith chShanh PhHH

Chi Minh
NguyYn Hou Lan(*)

TEM TdT

H i L"ng S ¢ kh, e ThJ gi.i dpbtm tdh_ Paltaitg dé¢
c.a Li°n BenpvaQUu«cth?ng qua ngh' quy/Jt th8ng 5
Chi/Jln 1€ ¢ Lao To"n cfu sau 2015 v, i c¢c8c m, c
d t d ch b nh lao to%ntcfuong, domlaotv °uceil lg
lao m, i t. ntm 2015 LJJn ntm 2035, v° LW L[m b

ph2 thlfm h > a do b nh lao g©y ra. N- LHt ra nh
2030.
Ngh quy/&c kcchuz ngh iphc th2ch nghi v™ th, c¢c h

ch2nh c¢cblp cao. N- ¢c.ng ¢~ m t tr ng tOm trong
tiJJp cdn chtm s-c¢c s.c¢c kh, e k®&m, ch3ng hUn nhe€
cfn thi/Jt phli thu h%¥%t c¢c8c L"i t&8c trong | onh
v.c blo tr’ X« h, i, l ao L, ng, nhdp c€ v~ c¢c!'ng
ThJ gi.i giY%p c8c n€e ¢ th’'lnh cv,i °grhit hnchedn _tnFgn vq

vi ¢ gili quy/Jt vbln ILQ | ao khg8ng La khg&ng sinl
clng L€ ¢ y°u cfu gi&m s8&8t vi ¢ th ¢ hi ' n v~
2035.

TheEnd Tb Strategy: From WHO To Ho Chi Minh City

NguyYn Hou Lan(*)

The World Health Assembly, convened annually by WHO at the UN Palais des Nations in Geneva,
passed a resolution in May 2014 approving with full support the new2p@stGlobal TB Strategy

with its ambitious targets. The strategy aims to end the global TB epidemic, with targets to reduce
TB deaths by 95% and to cut new cases by 90% between 2015 and 2035, and to ensure that no
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family is burdened with catastrophic expenses due to TB. It setgninmnilestones for 2020, 2025,
and 2030.

The resolution calls on governments to adapt and implement the strategy witbvieigh
commitment and financing. It reinforces a focus within the strategy on serving populations highly
vulnerable to infection anploor health care access, such as migrants. The strategy and resolution
highlight the need to engage partners within the health sector and beyond, such as in the fields of
social protection, labour, immigration and justice. The resolution requests the \@d#&@asiat to
help Member States adapt and operationalize the strategy, noting the importance of tackling the
problem of multidrugresistant TB and promoting collaboration across international borders.
WHO is also asked to monitor implementation and evalpeogress towards the milestones and

the 2035 targets.
(*) TS. BMHVIAN®PK MNGPC TH CH TPHCM
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7 du try/ 3 Wyedbt figkin khi ngj v CPAP/BIPAP trén thhanh lam
sang

TS.BS. Lé Kh/Ac BAo*
Tom tdi
N g ‘€n ‘gtdingitn khi ng (OSA) l1a Wit QK c kh e ¢ n g~ nd. quan trng. Th may khong
xam bt aplc d<€ehngmt/ihdimcéplc d€hng ( CPHPRagli Bih@MhP)Liv
tr then chtcho OSA. Khi  nlg QilifiCPAP/BIPAP baognvi cnhchdinm céplc d€hng
cohiuqu, cHitiengB th mayphohp:&pl ckhi Ful vQitrthii gi anaplkck ng t
khi ful/jtéplc Qiti (Ramp), mc gifm ap | c may th vao thi th ra (Flex), mc , 1Am
Xn, chn| amunlphd A p . "nhopchu§r m ¢ &p | ¢ ¢6 hiu qul b3ag tay H phong th nghi m
gildng L'&chillnh ¢ h o nghSph dtéh,&dbtd nha Rag may CPAP/BIPAP tL, ng
cho "k &c'sng ir p@on H. Theo ddi hiu qu va tac dng ph L @ tf CPAP/BIPAP bao
gm L §nHithgril@nsangcactiichng ban Trng ngay qudmc, phat hin
cactacdngph nh€ vi°m mli xoang, | Q®ihiwgd@trmghii ; L §n
nhchtrongd liuth may:t ' ¢ § ¢ L ° maéayvacéthhgianth h hn ® dmigil °'m, ch
s ngenfmthglin d€ ( AHIh) k h2vQ chmhhdaplc Qitr v ° [mlblo g kin
mHntt r ong q Q& gti &Fprolié tudnith cao, hiuguti  ©u wng phtt §tisivi d
d o Qiliri CPAP/BIPAP.
®nuihXc  YicDPHCMi B V N D G ®Rhong kham hantp PhYi ViM.

Management of Obstructive Sleep Apnea with CPAP/BIPAP in Clinical
Practice

Le Khac Bao, MD,. PhD,.*
Summary:
Obstructive Sleep Apnea (OSA) is a major problem of public health. Continuous Positive Airway
Pressure (CPAP) / Bevel Positive Airway Pressure (BIPAP) are still key to treat OSA. The
CPAP/BIPAP initiation includes identification of effective positivegsures, appropriate setting
of ventilator parameters: initial and therapeutic pressures, time interval from initial to therapeutic
pressures (Ramp), ventilator pressure reduction at exhalation (Flex), humidity level, appropriate

mask selection. Effectivpressures are manually titrated at sleep lab for complicated cases, or
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titrated at home using auto CPAP/BIPAP for most of the cases. The assessment of the effectiveness
and side effects of CPAP/BIPAP treatment relies on the evaluation of improvemertitiimreg
symptoms and daytime excessive sleepiness, the detection of side effects such as rhinosinositis,
erosion of nasal bridge, the assessment of compliance and effectiveness recorded in ventilator
using data: the percentages of nights under ventilatbitiare of ventilator usage more than 4

hours nightly, remaining apnea hypopnea index (AHI), and leaking percentage. Pressure
adjustment and mask fitting during treatment period assure high compliance, optimal
effectiveness, and mininal side effects fromABPFBIPAP treatment.

&) University of Medicine and Pharmacy HCMQNDGD hospitali PhYi ViM Respiratory Clinics.
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L v Bon vi hang dau trong
Xet nghiém Guardant360% linh vuc sinh thiét léng GUARDANT.36

- Tra két qua
sSSP o

Day 0 ‘ ‘ , ‘ . Day 7

DUQC CHI DINH KHI CAN CO LIEU PHAP DIEU TRI MO

Truoc khi tign hanh dot didu 1 dac tén Trong qua trinh phat trién bénh
Khi xét nghiém phin t khong D& tranh sinh thigt xam 13n va
thé thuc hién dugc tim ra cac dot bién mai
' Vi du: Khi bénh nhan am tinh voi Danh cho nhing bénh nhan co lén
EGFR v2 ALK nhung khong d0 mau et nghiém ban dau khang hoan
dé phian tich ROS1 va BRAF chinh

Bao gdm tat ca cac gen dugc dé xuat trong hudng dan cho bénh NSCLC*

GIAI TRINH T17 TOAN BO TAT CA** CAC EXON HAY CAC EXON QUAN TRONG VA TAT CA 4 LOAI DOT BIEN CHINH

AXT? ALK P AR 184K ARXA ATU At AR [ERE% ALK
S BNRF CONDI CoMe ARDWA  BRCA oo EeoN
TN, SOt CIWNDA ot A L L T o FGRRD

D0As £OFR &= FEBWT COMICA  EOPN GFR N

s A GéAT! e ) FRaB:  GATD [ JUS el RET
GNAS LA oo AN LU MET PR L ROar
2K T ARSI G AMANCENG WM oA MMAS MeT

M MET ML MR MTCR e L DGHA MC DG

N MNERLD OFoi NEnr NS NTR FTEN m ACA R

NTRYG) FOGFRA  PIICA FTEN FTANI RAF MADSE  STH

s e AEE A4 AT Rost 1oy act

SMADE SHO oY) T=Ar rFas SC1 wa

bt

e gem e 42 zubt trang buong din chu hink NSCLC in dies “Esan dwsc chan Jf ghas hibs 10 da cac dee badn mbe pidl 48 300 ¥ Mao o ving bhus déag TZNT

CAC CHI SO XET NGHIEM

;(“ '; 0,-1. Ti 1' 5 :b"':y"v' " Ba "“ ""f" Sé liéu dua trén 30 ng DNA tr do tir mau coa
= ot e - R TPy bénh nhdn. BG nhay ki thudt bén dudl 1 khi
>0.25% 100% S phan tich nhimg vung tring dich va quan
0.05-0.25% 4% : trong lam sang. DO nhay & nhimg ving khac
hay vlung ca trinh ty 13p 131 cao ¢o thé thay ddi,
>0.20% 100%
- 100% * Cho titng mau, vai gidi han bao cdo toan b
0.05-0.20% 68% hé gen cla bang gen Guardant360,
20300 hidad 100% ** Tuong duang vai lugng mau 5% va 8 ban
0.05-0.20% B3% sao gen ERBB2 (MER2) trong khdi u. DS nhay
ban sao khéi u c6 thé thay déi dbi vai nhimg
2.24 ban sao** g5% 100% gen khac {2.24 - 2.76 ban sao)

" PHAN PHOI BOT CONG TY TNHH CHEK
CH E KCO Vin phang tr viln: phong 216, tha nhi Harbour View, 35 Nguyln Hué, F.84n Nghé, Q.1 TP.HCM
(84) 283 9152 990, ops@chekco.com, www.tuvanditruyen chekeo.com
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Nghiénedz { ¢ w9 ! @n 13Th hghRm$agh sang nfu nhiénkhong
0 Kdzq Jf 3 S A tHS dukIhgBh hd € b3ah nhanlao khéang
St rnéKdz

The Union, MRC
Phan Thuong Dat, MD,MSc, PhD va cong sQ

M CTIEU

Nghiéncu p i ® than b nh nhan lao ph khang thiic (MDR-TB) cho thyy ki qul kh[
quan [fag cach'sd ng cac thuc laohincoa g p'hrigdh |h h n ™ ghinyBhecdolcta
WHO ntm 2011.

PHhuNG PHCP

Nghién cu ‘lc®h hanh ngu nhién,thnghim L &nh gi § kha ngh fglaula k ®m
hth 911 thang sovi  p h 8achhl ‘lchuyh cdo bi WHO 2011° nh ng b nh nhan lao

ph i I a k't &anqiyty b fluoroquinolones and aminoglycosides.nB nhan tham gia

L& L&§nhtrglic6kiha t Brm tnhtfnth 132 ngoai ra la phanibkhong t t.

Nghitncu STREAMtgilzitUh@8 6 " nh t h&ng 7chihlnca@lhih 2. Nhi
vi nva khoa lansang § 4 ¢ Naf® Phi, Ethiopia, Méng cva Vi t Nam (Khoa Lao khang

thu ¢ B4- BV. Phm Ng ¢ Thith).

Ke T QUI

Trong $ 424 bnh nhantham giaphanXg nhi ° ng 13868 W ‘CoQ @hrome.1% 2 ch v
L@ tr ph §cngdihthcodllqu ttsoyi80.6%LQutr ph § cdaibh cés khac nhau

HIV 1.0% (95% CI,-7.5%, 9.5%). K} qul’ L' ‘& tinh trong 321 'h nhan tham gia trong nhém

bnh nhOfTrng$42¥bnh nhon Qibratmd bgnh anhah 6 Bh ¢ bHIT i

mc .8 hay @a82%hprhns chgdiihth va45.4%op h § cdai ttht I khac nhau

2.8% (95% CHF7.3%, 12.9%)QT/QTcF kéo dai ti 500ms ¥y r ‘ang kulyé& p h § cngdtl

hth 11.0% so vi 6.4%, p=0.13. TI f vongla85% p h acngdihthsoyi 6. 4% phsgc
dai hth, p=0.42. Khang thic meb pH;i fluoroquinolones heb aminoglycosides thi khéng ph
bi/h,3.3% p hacgdihthsoyi 2. 3 “odaipth, p=0.62

KeTLUxN

Kigutt "E@ngminhbicfl2 pAhScv T ™ pdebdih chb thy hi uq avatinh a
to" n khtng { Haiheh. Nh@gqpha irgnay ciotbyti/ptcs dng phréye L
chonbngbnh nhon | aocvkV 8thap ddickbctEIR kNt hi tQto.ng L
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STREAM | stud:randomisedoninferiority trial to evaluate a short
standardized regimen for the treatment of rifampigistant TB

The Union, MRC
Phan Thuong Dat, MD, MSc, PhD (PI of Vietnam site) at all
OBJECTIVES

Cohort studies thonth regimens suggested that good cure natasiltidrugresistant tuberculosis
(MDR-TB) were possible using existing drugs in considerably shorter regimens than
recommended by WHO in 2011.

METHODS

We conducted a randomised, trial to test the-infgriority of 291 1 mont h fAShort o,
compaed with the WHO 2011 recommended, Alongo,
resistant (RR) TB, sensitive to fluoroquinolones and aminoglycosides. Participants were classified
as having a favourable outcome if they were culture negative at 132 waeks previously
classified as unfavourabl@he STREAM Stage 1 trial started in July 2002. It took place in
hospitals and clinics in South Africa, Ethiopia, Mongolia and Viet{®BR-TB ward Pham

Ngoc Thach hospital).

RESULTS

Of 424 randomised participts, 383 were available for the modified intentiortreat analysis;
78.1%receiving the Short regimen had a favourable outcome compagfiiGéreceiving the

Long regimens, an HRAdjusted difference of 1.0% (95% GI7.5%, 9.5%). Results were
consistehamong the 321 participants in the per protocol populafiarong the 423 participants

who started allocated treatment, the proportion who experienced a grade 3 or higher adverse event
(the primary safety outcome) was 48.2% on the Short and 45.4% oorthedgimens, an adjusted
difference of 2.8% (95% Ci7.3%, 12.9%).QT/QTcF prolongation to 500ms occurred more
frequently on the Short regimen, 11.0% versus 6.4%, p=0.13. Mortality was 8.5% on the Short and
6.4% on the Long regimen, p=0.42. Acquired drwgpistance to fluoroquinolones or
aminoglycosides was uncommon, 3.3% on the Short and 2.3% on the Long regimen, p=0.62.

CONCLUSIONS

Good longterm outcomes were demonstrated with both regimens, and the Short regimen-had non
inferior efficacy and comparable safety to the Long regimen. These findings support continued use
of this regimen for patients with rifampienesistant TB providedlose monitoring is possible.
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Qp Nt ChHiy 7 2t yiu TRGiEN PEHQWhH

LeThoThu H “ng(*)

ToOmM tab

Gi&n pH]quln la m t b nh hé Hgd mth tinh va th trivd 't rig @b v | nhiQi nguyén nhan‘gn

vl ctn,mtisgusuyrdimimi n dch, b nh mélién ki, bl “tnb dBtruyd, viem nth
tinhvabnhphichitric. T I hinmdbgagidnpjguln ng~ "y c¢”" ng Jfgkidag tr °n
t £ ngngCTscan,nththcga ¢ §c b/fchng @ankiQ b rhphi. Gian pijquin

gay m t ganh bg VQy t/Jva kinh 1]l § nWén knhnhanva’hthn g ¢ h £ mkhse:Gho s

L/h naQtf c Bnhagidnpgunladithintiuchngvagim "Ech. Gh L Oy, L «
conhngtinb L § n\rong hMi bt vQsinh ly b nh, vi sinh va gfin Iy gian ph]quln. Bai

Vil nQcyp /Mnhngtihbh khoahc v~ ¢ 8c p@E&hmighHg la §ign ptl i

quin.

( *)ehgKhoaNiHO6 Imp-bMihvivh Nh ©n  Dighnthaghi p HQChi Minh, VM Nam

Update In Diagnosis And Management Of Bronchiectasis

Thi Thu Huong Le(*)

Abstract

Bronchiectasis is a common chronic and progressive respiratory disease with multiple causes
including idiopathic, post infection, immune deficiency, connective tissue diseases, genetic
abnormalities, c¢ hr ounallengdisegdsea Thenmrdvaleace of Arondhiestasis u c t
is increasing worldwide because of greater using of CT scanning, awareness of physicians and
complication of various pulmonary conditions. It poses a significant medical and economic burden

on patients ah healthcare systems. To date, the main treatments for bronchiectasis have been
improving symptoms and reducing exacerbation. Recently, there has been significant progress in
understanding of the pathophysiology, microbiology and management of brondhiettas

review aims to address scientific advances and the latest therapies available for bronchiectasis.

(*)Head ofRespiratory Department, Nhan Dan Gia Dinh hospital, Ho Chi Minh city, Vietnam
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mg, 5mg, 10mg

Montelukast 4

» Du phong va diéu tri hen phé qudn man tinh (nguoi lom & t1é em > 12 thdng tudi).
» Du phong co that phé quén do gang sitc (ngudi lom & tré em > 06 tudi).
» Giam biiéu chitng viém miii di img theo miia (nguoi lom & t1é em > 02 tudi).

» Gidm triéu chitng viém miii di iing quanh nam (nguoi lom & tré em >06 thdng tudi)
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mg propglncellulose, croscarmellose
bétmui i cay tong hop, oxyd sat do, mag-

Montelukast
Ta duqc Mannitol
natri, aspartam,
nesi stearat.

OPESINKAST lo-

Méi vién chita

Hoat chit Montelukast 10mg (dudi dang Montelukast natri)
Ta dugc: Lactose dap thang, cellulose vi tinh thé PH 102, natri
croscamellose, silic oxyd ang keo khan, oxyd sat vang, oxyd
s&tt‘l onadry Il white, magnesi stearate.

OBesmkast duoc chidinh tron

ghbng va diéu tri hen F ?uan man t:nh cho nguéi lon

em tif 12 thang tudi trd én, bao

trieu cé hen ban ngéy va ban dém, d‘eu tri ngudi hen
nhay cam véi

ng stic & ngudi lgn va tré
s iy e e
i i di U ﬂuomuabngttﬁlm
6i lénvaviém di Ung quanh nam &
L&r‘l}m6méngtumwwn)

Opesmkast duoc udng moi ngay 1 lan luc no hoac doi. Dé
chia hen, nén uongt uéc vao budi t6i. V6i viém mui di Ung,
thai gian dung thudc tiy thuéc vao nhu cau cua ting bén
.nhin.f)&vdl ngu&i bénh vita bi hen vifa bi viém mai di Ung,
%mﬁi 1 vién vao budi t6i.
‘Bénhn i 15 tuoi tro lén bi hen va/hodc viém mai di iing: moi
ngay 1 vién 10 mg hoac 2 vién 5 mg.
Tnéer;r 6 dén 14 tudi bi hen va/hodc viém mii di tng: mdi ngay 1
vién 5 m
Tre em tu% thdng dén 5 tudi bi hen va/hodc viém mai di ing: méi
ngay 1 vién 4 mg.
Du phéng con co thét fhé quan do gang

tir6 dén 14 tudi: udng it nhat 2 gld trudc nghiém

Thnasn

6m du phong cac 9

jap, ADR = 1/10
an: Nhiém trung dudng ho hap trén.
1/100 s ADR< 1/10:
6n nNon, nén
G_?)n Tang n6ng 60Transammase trong huyét thanh ( ALT,
AS
Da: Ban
Chung: S6t
‘tl\? 1/1000 < ADR < 1/100:
ien dich: Phan Uing qua man bao

Tam than kinh: Giac mo bat thuong gL m ac mong, mat
ngl, mong du, lo au, kich don? bao anh vi hung hang
hodc thu dich, trdm cam, dé b kich |ch bon chén, run.

Than kinh trung uong: Hoa mat, buén ngt, di cam/ gidm cam
iac, dong kinh
Ho hap: Chay mau cam

Tiéu hoa: Kho miéng, chiing kho tiéu

Da: Vét hm, m day, ngua

Co xuong: dp, dau co bao
Chung: Su nhuoc mét moi, kho
Hiém gap: 1/10000 <ADR < 1/1000
Mau: Co xu hut %glaténg chay mau

Tam than kinh: trung, s gﬂm tri nhé
Tim mach: Tim d psgn Y

Da: Phu mach
Rat hiém gap, ADR < 1/10000
Mién dich: tang bach cau ua eosin trong cga
Tég} :han Ao gidc, mat phuong hudng, ¢é y nghi tu sat va hanh
vi
H6 hap: Héi chiing Churg- Strauss (CSS), tang bach céu ua
gosm\}rong ph?b om Ua mat,té bao t6n thuong gan).
an: Viém gan ( bao gém , t6n an

Da Ban né'? do, honggbanda Y g

y kién bac si néu gap phai téc dung khéng mong muén khi

RIBE o

om soc phanvé

chuét rit.
u,phu.

? -Céthédung vacécthuécthuimgd
AR - irongdyphéfg daiy v Kg\ﬁﬂh%ﬂh Sodu s viem Guts v
- ﬁ\m I1é'm el &\h
o 6éngkét6|duqc hoccuacécthu&sau- hm
i mson, nisolon, ngua thai (nore indron 1

)ng can diéu lléuchog‘enh nhan suy n,suygan
e va trung binh, nqubicaotu hoaccho g|
e i

un o ni nh dang theo
%éd@ o ol P i chong i
Giam liéu cac thu&c phai hop: thudc gian phé quan, cortico-
steroid dgng hit hodc uéng. Khong nén thay thé dot ngot
th eroid dang hit hoac uong bang Opesinkast.
NGCH DINH:
Qua de v6i bat ky thanh phan nao ctia thuéc.

Néu hen hodc khé thé nang thém, can bao cho béc si ngay

khic: dugc chuyén hoa

estradiol 35 mcg), terfenadin, digoxin va warfarin

- Vung duéi duong cong (AUC) cia montelukast giam khoang
nguai du don& di voi phenobarbital. Vi montelukast
P 3A4, can than trong, nhat la & tré em

khi montelukast dung dong thai véi cac thuéc duoc chuyén hoa

_i_bgll ﬁﬁps%\f nhu phenytoin, phenobarbital va rifampicin.

- OPESINKAST 4: Hop 3 vix 10 vién nén.

- OPESINKAST 5: Hop 4 vix 7 vién nén.

BRPOE‘S)IEEQST 10: Hop 4 vi x 7 vién nén bao phim.
Cgén & nhiét dé dusi 30C, noi khé rdo, tranh 4nh sang.

HAN DUNG:

36 théng ké tif ngay san xuat. Khéng dung thudc khi qua han sit
UG, E
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Vai Trd Can Thi Nsi MJO K ¢ NdB 7H0 RA Mau Mg

NguyYn VEWBADI *, L° p¥tn Ph™

TOM TdT:

M,c L:2 coh§ nh ‘guig§v t, 2abtban baik thudcanthipnim& h t rQothhp L |
ra mau.

ni "h® v ph€ehng _whiglp mig@mPbHheVo8EN hibgr aQitm&ua n
k: thud canthipn im&htdB nhvinCh R¥t t h § ng Ihtthang 3/B17LM S bi/h

slL& L&nh gi §: rrhochpMmih xdd®, nhanh béhgidm sang/hich ng va

kJ1 gu theo d6i vong 1 thang.

KJI qul: C6 35 bnh nhan ho ra manth g ° &t hanh k thud can thip n i m& h Qulirj,
trong L., nguy ° mggphn@ha giioptguin (3N,§%I), lab phi€20,0%) va
nehphi (14, 3%ngnmtB8bnte 9’ &phdt®n, trung b3 mhnmthl, 97
trén m t b nh nhan. B hi u chinh trén ¢hp mh baogm:  pPAhysc |, lhglieh gidn ng6a

ngo o ( 80 %)thmauhgsgi(85,7%), thonani (25,7%), thi phinh rich mau (8,5%)

va thoat mith thu ¢ dn quang (5,7%). Thanh cong lam sang th i & 197,1% (3/35 bnh
nhan),tl' t 8i ph&t trong 1 tHn&atgendni &1, V ¥ftaiphdgtan g
s m (p<0,05). Khéng ghi ndin bih ch ng nHhg trong nghién.au, ch y/u | © | €(@846%hn g

KJ} ludh: canthip nimth la k thud QIti ho ra mau ikbg hi u qu va an toan.
T khéa: ho ra mau kb g , ng tikh thuyén ¢b, thanh cong @mHulam sang, tai phat s.

The Role Of Endovascular Treatment For Massive Hemoptysis

Nguy¥n VEYnBAi *, L° pa*tn Ph_

ABSTRACT:

Background: To assess theafety and effectiveness of arterial embolization in patients with
massive hemoptysis.

Material and Method: All patients were diagnosed massive hemoptysis and treated endovascular
intervention in Cho Ray Hospital from January 2016 to March 2017. Some tganieme
asscessed: etiologies, important angiographics findings, the clinical success, complications and
follow-up outcomes within 1 month.

Result 35 patients were treated by endovascular intervention. Massive hemoptysis was caused by
bronchiectasis (37,1%), pulmonary tuberculosis (20%), pulmonary aspergilloma 14.3%). A total
of 69 bleeding arteries were found, an average of four arteries petpiatiportant angiographics
findings were: vascular hypertrophy and tortuosity (80,0%), neovascularity and hypervascularity
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(85,7%), shunting (25,7%), aneurysm formation (8,5%) and active extravasation (5,7%).
Immediate clinical success achieved was 97 (B%/35 patients) and 11,7% of patients had
recurrent over 1 month; aspergilloma and shunting were asociated with early recurrent (p<0,05).
No serve complications were reported and the most common complication was trasient chest pain
(28,6%).

Conclusion Endovascular treament is an effective and safe procedure in the management of
massive hemoptysis.

Keywords: massive hemoptysis, embolized arteries, clinical success, early recurrent.
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Qp Nl Wng\Ndn GOLD 2019

Lé ThaTuyVYt Lan

Hengdh GOLD 2cbihodullt Kt h g dh GOLD 2017.
ch€ehng 1, n §iclnge choghyc -p hrhhi i ichiili “t&inh khi trong nha

khinkh & n (Qpmn nbatcquc gi a L avnmgb pG@GRD.t rNgh o L -
rd v, i tdo ngtn |G ng khi vatinh tthg kinh f]xd hithBd | " m t tndCOPPuUyY ch m

¢ h €h n gn UPoao ailtoan trong mau, phich ¢ n £ nig vant quthlybn h ° ¢ €

chb nhd. T. 12 nghién cuth nghi m, chich nga ph]cfublov ch ngldviémphic n g nd.
Chich ngaconlam gim n g u yt cip ®GOPD. Hu W} cac nghiéncus d ngthuc kit h p

LABA/ L AMAhah ¢ §ci Th @ c -tchp M trghiencu ntm’ @04 8

c- nguytaph chao "ticphdd 1O teppnhpvin t r o n g cho hbh
ICS/LABA lam giim ° Echd nhiu h ‘ha) ng$ ABA/LAMA khi s” t/]bao &i toan trong méau
cao hhn.

ch€ehng “"thycbbdul QtFv" t §i clblhfﬁdnytlu ®16 hinh thiuc by ful
L@J tr v d a theo phan nhom ABCD tri u ch ng va hguyc h’ t dp. C6 it chng ¢ mthh
h tr quyl nichnl athic° nhngbnh nh©n ~ € DL §rEepL Khitai kham,
bnh nhonc nl nWeByme§ tliQPtuv "L i Xrfhcac thofm W @ tr thanh
cing. L¥c n” thchbi tthWhimadéc | al ckeruthdlt theo triu ch ng kho th hay
t h e bcHl

.chehn@trskfhpi | CS/ LABAgt £ n g ngF@Hlha phatghinytrutg hd
hbd trén €1am giim ~ tch , Hblt® céc bnh nhan kbg. M t nghién cu RCT nh chothby 6
tufnth oxy qua c¢ annngtaalanmdimi CO26va §ithi@ chdl ° hg€ucs ng'
b nh nhan COPD'b CO2 kéo dai.
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Update On GOLD 2019 Report

Le Thi Tuyet Lan

The GOLD 2019 report is a revision of the GOLD 2017 report.

In chapter 1, here is growing evidence that indoor biomass exposure during cooking may
predispose women to develop COPD in developing countries. Poverty is consistently associated
with airflow obstruction and lower socioeconomic status is associated with an incresksefl ri
developing COPD.

In chapter 3, blood eosinophil count, pulmonary rehabilitation anersetigement sections have

been updated. From 12 interventional studies, pneumococcal vaccination provides significantly
protection against communigcquired pnemonia. Vaccination also reduces the likelihood of a

COPD exacerbation. Most studies with LABA/LAMA combinations have been performed in
patients with a low rate of exacerbations. One study in 2018 in a population with high exacerbation
risk (O 2nsexaced bhthospitalization in the pr
decreased exacerbations to a greater extent than an LABA/LAMA combination at higher blood
eosinophil concentrations.

In chapter 4, the algorithms for the initiation and folapr pharmaological management have

been revised. A model for initiation of pharmacological management still is according to ABCD
assessment of symptoms and exacerbation risk. There is a lack of high evidence supporting initial
pharmacological treatment strategiesnewly diagnosed COPD patients. Following up, patients
should be reassessed for attainment of treatment goals and identification of any barriers for
successful treatment. At this point, there are 2 separate algorithms for-tqllpharmacological
choiceshased on dyspnea or exacerbations.

In chapter 5, intensified combination therapy with ICS/LABA for 10 days at URTI onset could be
associated with a reduction of exacerbations, particularly in patients with severe disease. A small
RCT reported that six wke of highflow nasal cannula oxygen therapy reduced hypercapnia and
improved healtirelated quality of life in patients with stable hypercapnic COPD.
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Tai liéu théng tin thude
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Tai liéu théng tin thudc

MERONEM 500mg, 1g Meropenem.

THANH PHAN: Chila 500 mg hodc 1 g meropenem trihydrate voi
carbonate natri khan. DANG BAO CHE: Bat pha dung dich tiém/truyén
tinh mach. CHIDINH PIEV TRI: MERONEM IV dling dudng tinh mach (IV)
duoc chidinh & ngudilén va tré em hon 3 thang tudi trong diéu tri nhiém
khudn géy ra bdi mét hay nhiéu vi khudn nhay cdm véi meropenem
trong truang hgp nhu sau: Viém phéi va viém phdi bénh vién; nhiém
khuan duding niéu c6 bién ching; nhiém khudn trong 6 bung c6 bién
chiing; nhiém khudn phu khoa, nhuviém néi mac tircung va cacbénhly
viém viing chau; nhiém khudn da va cau triic da cé bién ching; viém
mang nao; nhiém khuan huyét. Diéu tri theo kinh nghiém cac trudng hop
nghi ngd nhiém khuan & ngudilén bi sét giam bach cau theo don trilieu
hay phéi hop véi cac thude khéng virus hodc thuée khéang nam. MERO-
NEM IV don triliéu hay phéi hop véi cac thudc khang khudn khac da dugc
chiing minh la hiéu qua trong diéu tri nhiém khuan hén hop. Meropen-
em dung dudng tinh mach da cho thay hiéu qua trén bénh nhan xo héa
nang va nhiém khudn duéng hé hap dudi man tinh khi st dung nhu don
tri liéu hodc phdi hop véi cac thudc khdng khuan khéc. Vi khudn khéng
phai luén ludn dugc tiét trir hoan toan.Chua co kinh nghiém sif dung
thudc & tré em giam bach cau hay suy giam mién dich nguyén phat hoac
thit phét. LIEU LUONG VA CACH SU DUNG: Nguai I6n: Liéu luong va
thai gian diéu tri tly thudc muc d6 va loai nhiém khudn cling nhu tinh
trang bénh nhan. Liéu khuyén cdo méi ngay nhuf sau: 500 mg Meronem
ding duong tinh mach (IV) méi 8 gias trong diéu tri viem phdi, nhiém
khudn dudng niéu, cac nhiém khuan phu khoa nhu viém néi mac ta
cung, nhiém khuan da va cau tric da. 1 g Meronem diing dudng tinh
mach (IV) méi. 8 gi&s trong diéu tri viém phdi bénh vién, viém phuc mac,
cac nghi ngd nhiém khuan & bénh nhan giam bach cau, nhiém khuan
huyét. Trong bénh xa héa nang, liéu lén dén 2g mai 8 givr da dugc su
dung; da s6 bénh nhéan dugc diéu tri vdi liéu 2g mai 8 gid. Trong viém
mang nao, liéu khuyén cdo la 2g méi 8 gigKhi diéu tri nhiém khuan hay
nghi ngd nhiém khudn Pseudomonas aeruginosa, liéu khuyén cao &
ngudi trudng thanh la it nhat 1g mai 8 gid (liéu t6i da cho phép la 6g méi
ngay chia lam 3 Idn) va liéu khuyén cdo & tré em la it nhat 20 mg/kg mdi 8
gio (liéu t6i da cho phépla 120 mg/kg mdi ngay chia lam 3 1an). Cling nhu
cac thude khéng sinh khac, can dac biét than trong khi st dung meropen-
em don tri liéu trong trudng hop nhiém khuén hay nghi ngd nhiém
khuan Pseudomonas aeruginosa dudng hd hap dudi trém trong. Khuyén
cdo nén thudng xuyén thir nghiém do nhay cdm cla thudc khi diéu tri
nhiém khuan do Pseudomonas aeruginosa. Di liéu an toan st dung khi
dung liéu tiém tinh mach 2g con han ché. Liéu ding cho bénh nhan
ngudi kon suy chiic nang than. Nén giam liéu cho bénh nhéan c6 do
thanh thai creatinine <51 ml/phut theo huéng dan dudi day.

Liéu dung (tinh theo don | Tan suat sirdung thuéc

viliéu500mg, 1g,29)

mot dan vi liéu mdi 12 gi&s
nifa don vj liéu mdi 12 gi¢s
nifa don vi liéu moi 24 gids

Meropenem thai trif qua tham phan mau va loc mau; néu can tiép tuc diéu tri
véi MERONEM IV, sau khi hoan tét tham phéan mau, khuyén céo strdung mét
don vi liéu (500mg, 1g, 2g) (tlty theo loai va mutc d6 nhiém khuan) dé dam
béo néng do diéu tri hiéu qua trong huyét tuong. Chua c6 kinh nghiém st
dung MERONEM IV cho bénh nhan dang tham phan phuic mac. Liéu diing
cho bénh nhan ngudi Ién suy gan. Khong can diéu chinh liéu cho bénh
nhan suy gan (Xem Luu Y va Than Trong Bac Biét Khi Dung). Bénh nhan cao
tudi. Khong can diéu chinh liéu cho bénh nhén cao tudi c6 chic nang than
binh thuong hay do thanh thai creatinine > 50 ml/phut. Tré em. Tré em tir3
théng dén 12 tudi: liéu khuyén cao la 10-20 mg/kg méi 8 gid tliy thudc miic
@6 va loai nhiém khudn, d6 nhay cdm cGa tac nhan gay bénh va tinh trang
bénh nhan. Tré em can nang trén 50 kg: khuyén cao sirdung liéu nhu d ngudi
I6n. Liéu khuyén cdo cho viém mang nao k40 mg/kg mai 8 gies. Chua cd kinh
nghiém st dung thudc cho tré em suy than. Cach sirdtpg Nén tiém tinh
mach MERONEM IV trong khodng 5 phut hay tiém truyén tinh mach tir 15
@én 30 phut. D{rliéu an toan sttdung khi dung liéu tiém tinh mach 40 mg/kg
va liéu tiém tinh mach 2 g con han ché. MERONEM IV véi cac dang trinh bay
6 sdn ¢6 thé dung tiém tinh mach trong khodng 5 phut hay truyén tinh
mach trong khoang 15-30 phtit. MERONEM IV dung tiém tinh mach nén
duoc pha vdi nuSe vé khudn dé tiém (Sml cho mai 250 mg Meropenem) cho
dung dich c6 néng do khoang 50 mg/ml Dung dich sau khi pha trong sudt,
khong mau hodc mau vang nhat. MERONEM IV duing truyén tinh mach c6

"
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thé pha vdi cac dich truyén tuong thich (50 dén 200 ml) (xem Tuong Ky va
Than Trong Déc Biét Trong Bao Quan). CHIBINH: Mén cam vdihoat
chét hay bat ky thanh phan ta dugc. Man cdm véi bat ky thudc khang khuén
nhom carbapenem khac. Man cam tram trong (nhu la phan (ing phan vé,
phén Ung da nghiém trong) véi bat ky thudc khéng khudn nhém betadact-
am khéc (nhurla nhoém penicillin hay cephalosporin). THAN TRONG: C6 mot
56 bang chiing lam sang va can 1am sang vé di ting chéo mét phén gitia cic
khdng sinh carbapenem khac véi cac khang sinh ho beta Jactam, penidillin
va cephalosporin. Cling nhu tat ca cac khang sinh ho beta Jactam, cic phan
(ing qué man (nghiém trong va déi khi tir vong) hiém xay ra. Trudc khi bat
dau diéu tri voi meropenem, nén hoi ky bénh nhan vé tién str cac phan tng
qua man véi cac khang sinh ho beta-lactam. Nén strdung than trong MERO-
NEM IV cho bénh nhan c6 tién st qua man nay. Néu phén Uing dj ting vi
meropenem xay ra, nén ngung thudc va cé bién phap x( ly thich hop. Khi st
dung MERONEM IV cho bénh nhan bi bénh gan can theo doi ky néng dé
transaminase va bilirubin. Cling nhu cac khang sinh khac, tang sinh cac vi
khudn khéng nhay cam véi thuc 6 thé xdy ra, cén phai theo déi bénh nhan
lién tuc. Khong khuyén céo sirdung thudc trong truong hop nhiém triing do
cac Staphylococcus dé khang véi methicillin. Trén thuc hanh lam sang, cing
nhurtat ca cac khang sinh khac, viém dai trang gia mac hiém khi xay ra khi st
dung MERONEM IV va c6 thé &miic d6 tif nhe dén de doa tinh mang. Vi vay,
can than trong khi ké toa cac thudc khang sinh cho bénh nhan co tién si
bénh ly dudng tiéu hod, dic biét viém dai trang. Biéu quan trong la can xem
xét chan doan viém dai trang gid mac khi bénh nhan bi tiéu chay lién quan
dén sttdung thudc MERONEM IV. Mac dii cac nghién ciu cho thay déc té do
Clostridium difficile sinh ra la mét trong nhiing nguyén nhan chinh gay viém
dai trang lién quan dén sir dung cac khang sinh, cling can xem xét dén cac
nguyén nhan khac. Hiém gip bdo céo co giat trong qué trinh diéu tr véi
carbapenem, bao gém meropenem. Nén than trong khi st dung déng thoi
MERONEM IV véi céc thudc c6 kha néing gay déc trén than (Xem Liu Luiong
va Céch St Dung dé biét liéu dung). Khéing khuyén cdo st dung déng thdi
acid valproic/natri valproate vai MERONEM IV. MERONEM IV c thé lam giam
néng do acid valproic huyét thanh &mét s6 bénh nhan. Néng d6 acid valpro-
ic huyét thanh c6 thé thap hon ndng do diéu tri (xem phan Tuong tac thuéc).
Strdung cho tréem: Hiéu qua va sy dung nap ddi vdi tré em duidi 3 thang tudi
chuia duoc xéc 1ap; do d6, khdng khuyén cao st dung MERONEM IV cho tré
em dudi 3 thang tudi. Chua c6 kinh nghiém strdung thudc cho tré em bi ri
loan chiic nang gan hay than. Bé thudc ngodi tim tay tré em. PHU NU CO
THAIVA CHO CON BU: Nén c6 bac si gidm sét truc tiép cho moi truding hap
strdung thuéc cho phu nit mang thai. Khéng nén s dung & phu nirc6 thai
va cho con b trif phi loi ich vut tréi cac rli o ¢6 thé xay ra. ANH HUX

LEN KHA NANG LA] XE VA VAN HANH MAY: Chua c6 nghién ctiu. Luu y
céc triéu chiing nhic du, di cam, co giat d dugc ghi nhan khi dung thuéc.
TUONG TAC THUOC: Probenecid tic ché suf bai tiét meropenem qua than,
gay tang thdi gian ban thai va néng doé meropenem trong hi tuong.
Khong khuyén cdo stf dung dong thoi probenecid va MERONEM V. Thuée
gan két vdi protein thap (khodng 29%), do dé tuong téc vdi nhiing hop chét
khac do su phén tach khoi protein trong huyét tuong khéng dur kién xay ra.
MERONEM IV c6 thé lam giam ndng d6 acid valproic huyét thanh, c6 thé
thép hon néng do diéu tri va vi thé nén tranh phéi hop. MERONEM IV da
dugc strdung dong thai véi cac thudc khac ma khong cé cac tuong tac bat loi
vé dugc ly. St dung déng thai khang sinh véi warfarin c6 thé Iam ting téc
dong chong dong clia thudc. Nén theo doi thudng xuyén chi s INR trong
suGt qué trinh stf dung déng thai khang sinh véi thuéc chdng dong dang
udng va mét khoang thai gian ngdn sau khi st dung. TAC DUNG NGOAI Y:
Hiém c6 cac phan (ing ngoai y tram trong. Phan nhém theo tan sudt: Thutng
gdp (=1/100dén <1/10):tang tiéu cau, nhiic dau, tiéu chay, 6i mufa, budn nén,
dau bung, tang men ALT, AST, GGT, alkalin phosphatase, lactat dehydroge-
nase trong mau, phét ban, ngua, viém, dau; it gdp (21/1.000 dén <1/100):
nhiém nam Candida miéng va am dao, tang bach cau i toan, giam tiéu cau,
gidm bach cdu, bach cau da nhan trung tinh, di cdm, téng bilirubin trong
mau, mé day, viém tinh mach huyét khoi; Hiém gap (=1/10.000 dén <1/1.000):
cogiat, mat bach cau hat; Rdt hiém gcip (<1/10.000): thiéu mau tan huyét, phis
mach, biéu hién clia séc phan vé, viém dai trang gid mac, hoai tirbiéu bi gay
nhiém doc, hoi chiing Stevens-Johnson, hong ban da dang. San xuat tai
ACS Dobfar SpA Viale Addetta 4/12, Tribiano (MI), Milan, 20067, Y. éng géi
cap 1 tai Zambon Switzerland Ltd, Via Industria N.13, Cadempino, 6814,
Thuy Sy. Déng gdi cap 2 tai AstraZeneca UK Limited, Silk Road Business
Park, Macclesfield, Cheshire, SK10 2 NA, Anh. Nha nhap khau va phan phéi:
Cong ty C5 phan Duoc liéu TW2, 24 Nguyén Thi Nghia, Q. 1, TP. H6 Chi Minh.

——

tai Thanh Phé HG Chi Minh
Tel: 84-28- 39102650 | Fax:84-28-39102651
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Gi4 trpga test HuphQ@ prdqudh trong clily’ S 2 + ¢la triBOPDS A

ThS.BS.NguyYn Nh Vi nh(*)

Tom td

B nh ph i tdb ngten mth tinh (COPD) 1a'mh c6 tinh tehg tdo nglen * theakh khi A i ph, ¢
khéng hoan toan dody ma nh@u  nigirfer3ag test hi ph ¢ phjquin £amtinh n g & nh
mdb b nh nay. Vi ly do nay, test hph c phjqun ‘lc€ d ngtrongmtth i gi awpham "~ i L
bi t COPDvib nhhen (labnh cé tb ngten °Lnged khi i i ph. ¢ hoan toan) trong tle hanh
lamsang.Bénh h  Ulqick test nésydrmdwily °lhel o§ruiivdip
cac thic dan ptjquln hay orticoid dh g h 2 t &\ in g mgrchc@® ¢t 1au dai Wlam
sang vachc  n L nlg chb bnh hhan COPD. Tuy nhién, cBimhiQu yyutf [n h “mghl
kigica test [mcgnimh&OBD c’litmoggciing mty ‘nig mh ngth i
L \Wh khac nhau nénJk qul ¢ a test nay la khongn ‘nh. Vivdyvi cs d ngkqu n~ w L
chr Lo§n'tph@n °min § QBrfrh aly§ o mgdarkhohgp | T VvcEchiige L€
minh qua nh@ nghién cu. Bait ng quan nay néHl ‘'nth ngho@pch i Ea§mghv "~
d. ng ¢ a test hi ph, ¢ ph]quln trong qiin Iy b nh COPD.

Bronchodilator reversibilityest in diagnosis and management of COPD

Nguyen Nhu Vinh

Chronic obstructive pulmonary disease (COPD) is a disease with irreversible airflow
obstuction, so many believe that the bronchodilator reversibility testing (BRT) will be negative
in patients with this condition. For this reason, the BRT is used for a long time to distinguish COPD
from asthma (a disease with a fully reversible airway obisbmnicin clinical practice. In addition,
the results of this test are also used to predict treatment response to bronchodilators or inhaled
corticosteroids as well as to predict letegm clinical and respiratory function outcomes for the
disease. Howevethere are many factors that affect the test results as well as the nature of COPD
changes in the same person at different times so the results of this test are unstable. Therefore, the

use of this test result for differential diagnosis, predictive regptmsreatment or prognosis is
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unreasonable and has been demonstrated in numerous studies. This review redefines the test
criteria and the application of this test in COPD management.

MTrung TO®mm BS§® IJo UGHIa Yt BphHQAChiMinh

Khoa T ht mocD,NLGhgp, Bvih Vil U nHZc Y1 ¢ DP. HQChi Minh

Tpk h - a :ongliBpbAc phAgu n, test dan pAqu n, bivhh phYi tac ngten i n tinh, COPD

PHAT HIN M BENH Pbkl THC NGEN M4N TINH (COPD): Nénh
hi%a ngay t St cfp Ky Us

TSBSNguyYn ViEn Th" nh
PCT Hoi Lao va Bénh phAi Viet Nam
E-mail: thanhbk@hcm.vnn.vn

Tom tdi

Th ctthgehr Lo §fn vi'T q@WOPTE xdma h i tifsch  legfnnic a

kh'i bdhim@Coénhiy nguy° n n o Qihdt hinva gd L o § m lasy ty/u

t* then cht. Bai trinh bay nay nRn phan tich cac baifi d li unghiéncuvQehr L o §n ,
quin Iy COPD, niiilachq L o@wagdnly” ¢ n g ndt L' - QxlH gili phap.M, t kJ]

hot h  h ngh vl t he o tdhifuti®rs@gyi Yspa Ut ol ghXl € oW n L
L -t tumg@quini | T Q. Trotigikhi ch cac nghiéncu L § nwhithgcitg Vi t
Nam,cachtipoch n h € t rc°xem lafpiy, ¢Lt8Wa c6 tinh thc hanh hin nay.

Early detection of chronbbstructive pulmonary disease (COPD): It should
be done right after the firgtcute exacerbation

TSBSNguyYn Vin Th " nh

The current state of COPD diagnosis and management is being seen as reaching the tip of the
iceberg. There are many causes for thisasion in which the problem of early detection and
diagnosis is a key factor. Thisesentatiomims to analyze the literature, research data on the
diagnosis, management of COPD, especially early diagnosis and management in the community,
and proposasolution An action plan and follovup monitoringright after the firts acute
exacerbationvill help increase diagnostic ratesd so abléo increase management and

treatment effectiveness. While awaiting the evaludborthis, with the reality in Vienam, this
approach should be considered reasonable, concrete and practical at present.
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Tai liéu théng tin thuéc

IN /ANZ

ertapenem)

Piéu tri cdc bénh nhiém khuan tir trung binh téi
nghiém trong do cac vi khuan nhay cdm & diéu tri
khéi dau theo kinh nghiém trudc khi xac dinh
vi khuan gay bénh':
* Nhiém khuén 6 bung c6 bién ching.
*  Nhiém khudn da va to chiic da c6 bién ching, bao gém nhiém khudn
chi dudi va ban chan do ddi thdo dudng.
Viém phoi mac phdi tai cong dong.
Nhiém khuan dudng tiét niéu c6 bién chiing bao gém viém than

-bé than.

Nhiém khudn viing chau cap, bao gom viém néi mac-co ti cung
sau sinh, nao pha thai nhiém khudn, nhiém khudn phu khoa sau mé.
* Nhiém khuan huyét.

V Du phong nhiém trung tai cho phau thuat & nguai Ién trong phau thuit dai truc trang theo

chuong trinh mé phién’.

IN/ANZ c6 hoat tinh chéng duoc hau hét cac ching cua nhitng vi khudn sau day ca in viro va trong nhiém

khuén 1am sang (xem CHI DINH)

VI KHUAN GRAM AM
UAKHI VA KY KHI VI KHUAN KY KHI
KHONG BAT BUQC

Escheria coli Bacteroides Fragilis va cac loai
Haemophilus in fluenzae khéc trong nhém B.fragilis

(bao gdm chiing tiét [-lactamase) Loai Clostridium (trt C difficile)
Klebsiella pneumoniae Loai Eubacterium

Moraxella catarrhalis Loai Peptostreptococcus
Proteus mirabilis Porphyromonas asaccharolytica
Loai Prevotella

* Cdc vi khudn khdc xem thong tin ké toa chi tiét

VI KHUAN GRAM DUONG
UA KHI VA KY KHI
KHONG BAT BUQC

* Staphylococcus aurets - tu ciu vang

(bao gf”)m ching tiét penicillinase)

* Streptococcus agalactiae

* Streptococcus pneumoniae

* Streptococcus pyogenes

Chu thich: Tu c&u khang methicillin
khang INVANZ. Nhieu chimg Enterococcus
Faecalis va hau hét ching Enterococcus
faecium cing khang INVANZ.
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THONG TIN S&N PHAM

IN\!ANZduucch:dmhdcd:cumcacbcnhnlnankhmnmmmgbmhtm
trong do cac vi khuan cam véi khang sinh nhu dicu
mutg%hnhnglnmnuu nh:éxacdmhduocwkm%yga%umgcgg
bénh nhiém khuan sau: Nhiém khnin 6 bung c6 bién chimg, Nhiém kinin
\atochucdacobxcnchung baogomnhmnklmanchtdumvabandmndodax
thio dudng. Viém phoi mac phat tai cong dong. Nhiém khuin dwong tiét nicu
¢0 bién chimg bao gom viém thin - bcthan,thmldmanvmgctnucapbao
g6m viémnjt mac-co tir cung sau sinh. nao thai nhiém kinin. nhiém kiuan phy
khoa sau mo, Nlncmldnmntngyct Dy phong: INVANdemch:d;nhdcdu
phongnhcmmmgtmchoph.mﬁnmongumlbnuongpmuﬂmatdmm
trang theo chwong trinh mo
LIEU Ll ()\G\ A CACHDUNG

hwuubngdmgmaN\’Aa\'ZubcnhnInm3mangdcnl’moxlaISmg/kg,ngay
2lin Bénh nhin > 13 tuoi: 1 1lin, 1 lan cho bénh
(kbonim mmﬁm:‘phmll 73mrg?1%ngxandngymvmn\'\ANZ
thongthwngm3 14 ngay. Dy phong nhiém tring tai chd & ngudi lém sau phau thuat
dmuucumgtlmchmngumhmpb:mdlmghcuduynhﬁtlg truyen finh mach 1
tnde phiu thudt. INVANZ ¢6 thé dwoc truyen tinh mach hay tiém bip. néu truyen
tmhnmch,IN\ANZdwctxwmunlmumg\ongBOpmm\mngum chi
chmhlrukhtsuvthandangumm(doﬂmhloccteannm<30mUphnll73nr‘)
bao gom bénh nhin c6 loc mau, thi licu méi ngay cin 1 500mg. Khi nguéi bénh co
locmzumadmzhcummngaylaSOOmgIN\ANngvong6gmmlocm
thi nén bé sung thém lidu 150mg sau khi hoan thinh loc mau. Néu di ding INVANZ
it nhit 6 gics truoc khi thim phén thi khéng cin licu bo sung. Khong co dir ligu vé sir
dmithuocubmhnmbzsuyman\zbgnhnhxdmﬂnmphanm
Bénh nhdn 13 niot hoac lem hom
Chuan bi dung dich truyén_rmh mach: Khéng trén lin hay truyén INVANZ
cang vor cac thuoe khac. KhongphaR\IVAI\’Z\mcaczhmgdxchcoclnm
Dextrose (o¢-D-Glucose). Ciin hoan nguyén va pha loang trudéc khi sir dung:
Dung 10 mL cia mdt trong cac dung méi sau, bom vao lo INVANZ 1 gam de
hoan nguyén: nuée cit dé tiém. NaCl 0.9% dé tiém hojic nudc kim khuan dé
nemlackydchoatanhct.szudochuymngaysangloclma)()mLNaClOQPo
loatuemTruyentmhmachhctMg\ong6gmsxukh1phachcnhum
Y/ h - Cin hoan nguyén va pha trudc khi sir
dung'HoannguymmololgamINVANZ\umLcua(hmgdxchhdocm
HC1 1% hoic 2% dé tiém ™ (khong chira epinephrine/adrenalin). Lickylo
dé hoa tan hét thude. Rut ngay dung dich wira pha va tiém bap sau vao ngi c0 co
16m (nhur co mdng. miit tnrde ngodi di). Dung dich d3 pha dé tiém bip can ding
uong\mglgosauklnhoannguymm)gtd&ldmngdwtdnngbudung
dich nay dé tiém tinh mach. _
Bénh nhi tir 3 thang dén 12 tuot
Chuan bi dung dich nuyvén tinh mach: Khong trén an hay truyén INVANZ
cung vai cac thuoe khac. KlnngphaIN\ANZvélcacdmgd;dlcoclma
Dextrose (-D-Glucose). Ciin hoan nguyén va pha loding trudrc khi sir dung:
DmglOmLcwmothgcac&mgmmmM\mloINVANZlgamdc
mmmtdcnem\laaoyodcuunhoacnuochmldmandc
uemL-:c ¥ d¢ hoan tan hét. sau 46 rit mét thé tich twong dwong véi 15mg/kg
thé trong qua lg/ngay) hoa vao dung dich tiém NaC10.9% dé dat nong
doh cudi sing 1a 20 mg/ml hoic thip hon. Truyén finh mach hét trong vong 6
gity sau khi pha ché nh trén.
Chuin bi dung dich tiem bip: Cin hoan nguyén va pha loang truéc khi sir
dung: Hoan nguyén cho lo 1 gam INVANZ vt 3.2 mL caa dung dich lidocain
HC1 1% hoic 2% dé tiém™* (khéng chira epinephrine/ adrenalin). Lic ky lo
dé hoa tan hét thudc. Rut ngay dung dich vira pha mét thé tich twong duong
15mg/kg thé trong (khong qua 1g/ngay) va tiém bip sau vao noi cd khot co lon
(nhummonghoa;:p!mnmmnd\n) Dung dich da pha dé tiém bip cin ding
trong vong 1 gitr sau khi hoan nguyén. Tuyét déi khong dwoc dung loai dung
dich nay dé tiém tinh mach.

CHONG CHI BINH
Nlnymmmwarmanhplmnaoamﬂnbchmcdhycamwmbntcuﬂnncmo
n'mgqmgntnmhmcbmhnhanooumwcodumgvmbana-lammDoNVANZ
o0 chira dung mdi 1 lidocain HCL, nén chang chi dinh tém bip INVANZ cho ngudn
duoc biét qua min véi thuoc tén nhém amind va & ngwdi bénh bi séc nghiém trong
hogic bléc tim (xin tham khio théng tin ké don véi lidocain HCL).

Daconhlmgbaocaoplmmmgquamamnginem on%‘acoklnm\‘ogg(phmvc)
& nguoi bénh ding khang sinh beta-lactam Nhimg pha (mg nay de gip hon o

Doc ky thong tin chi tiét san pham truic khi ké toa.
Tai liju tham khio:

1. Thong tin ks toa chi tiét.

Code: AINF-1251738-0006 09 MARCH 2020

€9 MSD

VPBD MERCK SHARP & DOHME (ASIA) LTD., VIET NAM
TP HO CHIMINH
Uu 16Toanha Mrmm

Tai liéu thong tin thuoc

Lié Si dung; 1 iéu, ngdy mt lén '

I/ NHAY CAM TREN: Escherichia coli, Klebsiella pneumoniae & Bacteroides fragilis'

ngudi d co tién sir min cam vé1 nhiéu loal di nguyén. DA ¢6 nhimg bao cao vé
ngumbmhcoummqmmanmmepemqllmﬂnamgconlnmgphanmg
qua min trong khi ding cac beta-lactam khac. Vi viy. trude kin ding
lNVANZ.candmxtrakyngumbmhvecacplnnmqmmanuuucday\mcac
pancﬂlm.cephalospmm.cacbetalactamkhau’awmnhmgdmguyen
Ncugapphammgd:mg\ml]\'VANZplmngtmgﬂnbcngayCanmmép
cuuk!pthblcacphinlmgphinvgnghnmuvng’\lhmgba:\rtumy\'ﬁn
\ccacmrbnghppnenglcchomaywdmgwbapmems bao gom ertapenem.
dongdmvmacxd hodc div sodjum s& lam giam nong d6 acid
valprpic c6 thé bi giam thap hon nong o tri ligu do trong
tacnaydodolamtangnzuycaboc;imwnoonguamwmpmnm
cephalosporms, khang sinh beta-lactam khac va cac di img khdc. Viém
dai trang gia mac da duoc ghi nhin Phuy nir ¢6 thai: INVANZ chi dugc sir dung
cho phu nir co thai ki nguy cu va loi ich cho ba me va bao tha dwoc can nhic.
Phy nir cho con bii: Can thin khi ding cho phy nir cho con b vim INVANZ
duqchapﬂmwosuanx; Tré em: Tinh an toan va hiéu luc cua INVANZ & bénh
nhi tir 3 thang dén 17 ubi di duoc chimg minh qua tat ligu tir cac nghién cim day
duvacodmclnmgtotdngumlunl(hmgktmycnmmdmgINVANZolrc

T . ;
batlmduvcbaocaoum én ciru 1Am co

bﬁ phanumgcohmtiguggt:!lm sang
khoang’Osongumb@hduocdwumbmgempamI\g\mgﬂmocdoﬁnn
(mg lien quan dén thuoe thuong gip & 1.3% so ngudi bénh. Nhimg phan img
hmq\mdmm\uxhaygépnhatuongkln ertapenem dang tiém nay 1a tisu
.3%). blmch;mgannhnnchmdmuem(BQ"n) bumncn("Q")

tazobactam va & 0% nguii ding cefiriaxione. Trong sudt thii ky dicu tri va thoi
ky l4ngaytheodmsaudxé’um nhimg phin img lién quan dén thudc INVANZ
ba nhmgphanmgdaneumoungnhuphatbanmnemamdaocoty
va cac mgd:mgkhodnuvanhmmnamcotylc
0% (it gap). Nhimg phan (mg bit lo1 sau day da dugc bao cao
kmﬂmoc&mgtrenﬂnMchnnmd:chphan\'cbaogomcamcphm
d:mzphanw Ro1 loan tim than: thay déi trang thai tim than (bao gom kich
hmghangmesang,matphuongh:mgcacmaydmmgmmmmmm)
leoanhcﬂnnkmh loan van déng, 30 gidc, gidt rung co, run; Réi loan da va
mé dudi da: ngira, phat ban do thudc véi ting bach ciu wa acid va nhimg triéu

chimg toan than}h.ol ﬁ DRESSi.

Khéng khuyén céo sir dung chung véi propenecid vi probenecid cd thé kéo dai
thmglanbmthmcuaetmpenemTrenngmncquan trong tac thuoc bot
thanh thai thuéc qua PglycoprotemhayCYPhaunhukhonggm
nhin Trén dg vaInmoclnthayCARBAPENEMScoﬂrucchcsu
thay phan cha@%mym hoa Glucuronide cua acid valproic. do d6 1am giam nong
d6 huyet thanh cia acid valproic.

Khong co thong tin dic bi dicu trj qua licu INVANZ. Hau nhu khong co
uuunghopcounhdtmgquahmlNVANmengma)codqcnnhdangkcm
thanh khoe manh tiém tinh mach méi ngay 3 g
f trong § ngay. Trong nghién cir 1im sang & nguei 16n. vo tinh
dmgmo:ngaytm3gkhonggayplnnungq1mtmngt1mg]mnsang Trong
cac nghién ciru lm sang ¢ tré em. tiém finh mach mét licu don 40 mg/kg dén
li¢u to1 da 14 2 g cimg khong gay doc tinh.
NcuwdxmgquahmcanngtmzH\IVANZ\admumhotruchmgtmldnﬂnmc
daoihaxdupc%m
Co thé thai IN ANZnhotlmmphznmau mynhxmchracothongun\csu

INVANZ duoc cung img dudi dang bo! mumgdongkho 1g Ertapenem dé
mlycntmhnmdxhoacuemba chira 1

Tmocmphakhongduchcanmctdom_ac dm\gduchmldnphacothc

dcunlnctdophtmg..)C\asud\mg vong 6 gidr, o thé dé ti 24 gi néu

dé trong ti lanh véi nhiét d 5°C, saukinlavxakhmtulaﬂhdmgdachdapha

phat dung trong vong 4 gio. Dung dich di pha khong dwoc dé trong ngin da.
KY HUONG DAN SU DUNG TRUGC KHI DUNG

DE XATAM TAY TRE EM

NHA SAN XUAT: Merck Sharp & Dohme - Chibret

Route de Marsat, Riom, F-63963, Clermont-Ferrand Cedex 9, France(Phap)

SO DPANGKY: VN-20315-17

NHA PHAN PHOI: Céng ty ¢é phin Duoc liéu Trung Uong 2.

24 Nguyén Thi Nghia, Q1. TPHCM.
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7 du TRADxy Dai fh i Blah Nhan COPOTH ¢ Ting Va Cach'XTri

TS B®THUT ¢ NG OANH
n; 1 HB C Y KHOA PH; M NGB C TH; CH

Th ctrthg $ d ng oxy tr li' u dai Hh cho bnh nhan COPD4 VN hi' n nay kha tay tin. Oxy

tr liu Lt i " LWGilin kho th ch khong d a trén tiéu ch¥py hoxy maunth t 2 nh, do
tignXy nguy ch | Bmbghd hswmy hinlg CE2 m8u v~ toan
n Q tf oxy dai Wh cho bnh nhanCOPD ch L' ‘& ch L' nh khi b nh nhan c6 Hoxy méu xac

U'nhlba g k h 2 ngmi&hliclhghl o fr2cadh nhaw 3 tuFn v i paO2< 55mmHg héb

pa0O2< 60mmHg kém Bag chn g ‘Tng dth(Hct >55%), phu ngdbiénhdb t £t ngg §p L
mhphi ."iviib nhnfanv axwlivi n  s’achh, n ‘L€ L § n Hoxygriagnthiinh
saukhibn h nh'@nnhlitrii8tUn . Oxy d ¥emtgdaithth o g~ Elsing &

tithiw 15 gi/ ngay, cOthd £ n g Jh B& gncolthnes thém cac li ich; khi Fuly il €u

| “@gthpp 11 / pfamit Hng/hd Eo SbO2 > 90 %mhbRmg&himdl- x §c
L, ng mtth v i paO2 ltc ngh> 60 mmHg. Bnh nhan'sd, ng oxy dai kh dn  ‘lc§dodcs c

kh e . B3ag céc tai liu vi/} tay WQtuan th L Qu tr bao gm d vi ¢ cai thiic 14, cach Po

qufn va antoan @ cacthitb cung dp oxyvapli ‘'E<€t heo d»i t8§i L&nh gi
12 th8ng v h”"ng ntm sau L-.

Longterm Oxygen Therapy In COPD Patidd¢mlity And Management

nu THOT ' ¢ NG OANH

Nowadays, the use of Longterm oxygen therapy (LTOT) for COPD patients in Vietnam is
arbitrary. More often than not, it is used to alleviate dyspnea instead of the true indication of
chronic hypoxemia criteria. As a result, it potentially creates underlygkg which can exacerbate
respiratory acidosis, hypercapnia and ultimately respiratory failure.

LTOT in COPD patients is indicated when hypoxemia presents, determined by an ABG results of
PaCO2 O 55mmHg or Pa0O2 O 60 mmHgst3Iwedkeapartavith r e st
evidence of polycythemia (Hct O 55%), periphe
hospital discharged pesiacerbation patients should undergo formal assessment for LTOT after

a period of stability at least 8 weeks fromitHast exacerbation. LTOT must be ordered for at

least 15h per day and increasing the duration up to 24h per day can have additional benefits. It
should be initiated at a low flow rate of 1l//min and be titrated up by 1l/min increments until SpO2

> 90% isachieved. An ABG should then be performed to confirrg@ P 60mmHg target at rest

has been achieved. Patients with LTOT should be provided with formalwWrateh education
documents about following compliance, which includes smoking cessation and/atieseand

safety of oxygen source equipments. After their first LTOT, they should receive falevafter

3 months, 6 12 months and then yearly.

Tai Li' u Tham Kh[o
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1. Continuous or nocturnal oxygen therapy in hypoxemic chronic obstructive lung disease:
a clinical trial. Nocturnal Oxygen Therapy Trial Group. Ann Intern Med 1980; 93:391.

2. Long term domiciliary oxygen therapy in chronic hypoxic cor pulmonale complicating
chronic bronchitis and emphysema. Report of the Medical Research Council Working
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3. BTSGuidelines for Home Oxygen Use in AWBTS Home Oxygen Guideline Group.

Thorax June 2015 Volume 70 Supplement 1.
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KHOA BIC VA THIC CHNG TRONG @0 [ &U TRRZOPD NGAY NAY.

PGSTSBSLéTiYn DI*h g

GOLD 2017 nhkit mthh vic  n g tan” tlchila m t trong nhng Yl f then cht trong
qun | T Qw CORDi

KJ} qu ¢, a nghién cu FLAME va céc nghién a f ng K p Meta trén hiu qul ¢, a cac thiic
L Qutr COPDtrénvic n gtan tlogdg L& Sjthhngs t h a ymatig tinh cel o ©
ngobsovica phienlfn GOL Ix tLrog .

GOL D 2Qchorvaibrocacacthuc gi Y%p_an'dléglh mlpe LAMAhphay ph
LABA/LAMA.

Trong L-:
+ LABA/ L AcMKuyJicéd s d n g¥Futay cho bnh nhan nhém D.

+ LABA/LAMA lal achn €u t inh nhancnhém BbHES tri u ch ng dai cng hdb
C , NntcHp.

+ B nh nhan COPD c6 YWthuyw ~ ilan toan_t cac |i u phap cé cha ICS (ICS/LABA hdb
ICS/LABA/LAMA) b HIKWFEV;.

+Blkhdu §i toan trongwfmgiis 0§ 00WBILRthagbnh h
nhanco @ chLntcd2 tE onge.nktm tr €

SCIENCE AND REALIZATION IN COPD MANAGEMIRERAAMENT
NOWADAYS.

A/Prof. Le Tien Dung, MD, PhD.

GOLD 2017 emphasizes that prevention of acute exacerbations is one of the key factors in the
management and treatment of COPD.

The results of the FLAME study and other mstiadies on the effects of COPD treatment
drugs on prevention of acute exacerbations have led to landmark changes compared to previous
GOLD versions.

GOLD 2017 highlights the te of preventive medications such as LAMA or LABA / LAMA.
Of which:

+ LABA / LAMA is recommended for firstine treatment of patients with group D.

+ LABA / LAMA is a preferred option for patients with group B or C who have persistent

symptoms or acute egerbations.
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+ Patients with COPD may safely switch from I€&taining therapies (ICS / LABA or ICS
/ LABA / LAMA) regardless of FEV1.

+ Bl ood eosinophilia (0300 / L) may require
hi story of a®. 2 previous ye

*)PCTHiHOImMp TPHCMTKH6Rp BV nHYD TPHCM
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BENH HO HP KEH PHAT/B ASPIRIN/NSAID:PH 7 h # b gNLY v !
73 TR

B § ¢ HisTdhanh Nhan
TOm tdb
B nhho g Kchphatbi Aspirin (&g RDNhhé HNKcH pBat bi NSAID
( NERD)p I's kfhpgabnhhensuyn, vi °m mli xioamal ymx nmitiz,n
phln_ng (nglG ml i ph]jqur v itadpirin/NSAID. ¢ chJCOX-1. AERD[n h * g€
5-20% bnh nhan bhensuynva104 0% vi °m mli xioamagl yngnmhd@& hCl
t he@cothth chinlamsang.Cy L o § m hx & ¢thi th&ch aspirin, bdiuciy L o § n
chinh xac nay Wm khi ¢n thi/} ngoai nghién cu. Tacnhanbh il Leukotri éae (LT
apdngtrongffub c Smghp "Eithi ndtri uchngl“ehghdigp t r ° n.Bwhi d€
nhan pifi tranh dang i [ NSAID ¢ chJCOX-1, tr khi R L ‘& gili mXy d'm v i aspirin. Ch
I nh gifi mXy d’m Aspirin/NSAID g m co:

f Vi°m mli xoahngpmkuypt tnhdorticksteroidst ch va cac cach
I @t khac.

f Cfn Qiti ch ngk}td tii Fubagaspirin bnh nh©n c¢- c¢c&ehdbguy ct
bnhtmmt h L exadngh.

f Cfn NS AWitrDinhlitthg viém man tinh.

Giim¥rdmyv i as plinrgi nttic i@ b i cac chuyén giadnghotb b&§c so chu:
khoa phi tinh théng Wk: thud n " y c tvaig bLWE Qu tf c&c pfin_ ng ¢ thk[y ra. Sau

khi gili mXy d'm, b nh nhan phi u ng aspiinheb NS A D h Wiuytri tinly tEhy gifi

mXp dm.

ASPIRIN/NSAIBXACERBATED RESPIRATORY DISEASE: DIAGNOSIS AN
MANAGEMENT

Hi Thanh Nhan
Abstract

Aspirin-exacerbated respiratory disease (AERD), also called N&XHgerbated respiratory
disease (NERD), refers to the combination of asthma, chronic rhinosinusitis vattpabgosis,

and reactions (nasal congestion and bronchoconstriction) to aspirinRld@Mbiting NSAIDs.

AERD affects 520% of patients with asthma and-40% chronic rhinosinusitis with nasal
polyposis. The diagnosis can often be made clinically. Oefenidiagnosis requires aspirin
challenge, although this diagnostic precision is rarely needed outside of research. Leukotriene
modifying agent (LTMA) are administered in most cases to improve both upper and lower
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respiratory tract symptoms. Patients skiawoid all NSAIDs that inhibit COX, unless they have
been desensitized to aspirin. The indications for Aspirin/NSAID desensitization include:

1 Chronic rhinosinusitis with nasal polyposis that is refractory to topical corticosteroids and
other therapies.

1 The need for aspiriantiplatelet therapy in patients with cardiovascular risk factors or
confirmed cardiovascular disease.

1 The need for NSAIDs to treat chronic inflammatory conditions.

Aspirin desensitization is usually performed by allergists or pulhogigis with expertise in the
technique and be equipped to treat the reactions that may result. Following desensitization, patients
must ingest aspirin or an NSAID daily to maintain the desensitized state.

Tai li' u tham kh[o / References
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MIMS &DOCTOR

HIEU QUA VA TiNH AN TOAN CUA VIEC CHUYEN DOl
TRUC TIEP SANG INDACATEROL/GLYCOPYRRONIUM
TREN BENH NHAN COPD MUC PO TRUNG BINH:
NGHIEN CUU NGAU NHIEN, NHAN MO CRYSTAL

Vai tro cua lieu phap hai thudc gian phé quan trén
bénh nhan COPD miic do trung binh

Phac do diéu tri duy tri vai thuoc dang hit trong bénh phoi
tac nghén man tinh (COPD) thudng str dung mot thude
dong van beta-2 tac dung kéo dai (LABA) hodc mét chat
doi van thu thé muscarinic tac dung kéo dai (LAMA) hoac
LABA két hop corticosteroid dang hit (ICS)." Du da dugc
dung thudc, hau hét bénh nhan van con triéu chimg, dan
dén nhu cau can dugc thay ddi diéu tri.2 Theo Chién luge
Toan cau vé Bénh phditac nghén man tinh (GOLD) 2017,
doi vai bénh nhan COPD mirc do trung binh van con triéu
chimng khi don tri liéu voi LABA hoac LAMA, liéu phap hai
thudc gian phé quan két hop LABA va LAMA la mét lua
chon diéu tri dugc khuyén cao.’

Chuong trinh IGNITE, bao gém 11 nghién ciu dugc tién
hanh trén hon 11,000 bénh nhan COPD tir trung binh dén
nang cho thay liéu phap phdi hop LABA/LAMA, vai thanh
phan la indacaterol/glycopyrronium (IND/GLY) sir dung
o liéu ¢d dinh 110/50 pg 1 lan/ngay duoc ghi nhan hiéu
qua hon so voi LABA hodc LAMA don tri va so vai liéu
phap phoi hgp LABA/ICS.** Cac nghién ciru nay dugc
tién hanh & nhitng bénh nhan da dugc chon loc va trong
moi truong bénh vien.®

Tuy nhién, nhirg bénh nhan COPD diéu tri & tuyén cham
soc sirc khoe ban dau co nhiéu dac diém khac vdi cac
bénh nhan trong nhirng nghién citu ngau nhién c6 nhém

NHA XUAT BAN PHUONG DONG

chimg véi ¢d mau lon.” Bén canh do, trong thuc hanh
lam sang, diéu tri thuong duoc thay déi ma khong qua
mot giai doan loc sach (wash-out period) nhu trong cac
thir nghiém lam sang ngau nhién co nhém chimg (RCT).®
Do vay, can co thém cac nghién ciru tién hanh trén mot
dan s6 bénh nhan thich hop voi su chuyén doi diéu tri
trong moi truong cham soc sure khoe ban dau.’

Mot trong cac thiét ké dap irng duoc nhu cau do la cac
nghién ctru thuc t€ (pragmatic study). Day la loai nghién
ciru dugce tién hanh trong bai canh thuc hanh, véi két cuc
duge do luong thuong la cac danh gia co6 y nghia vé mat
lam sang dé giup cac bac si diéu trj ¢ thé quyét dinh lura
chon giira mot diéu tri maéi va mot diéu tri 6 san trudc
day. Viéc sir dung tiéu chuan bénh nhan tham gia nghién
ciru it nghiém ngat hon va quy trinh nghién ciru khong qua
giai doan loc sach gitip mo phong dung nhur trong thuc té
diéu tri.”

T do, nghién ciu CRYSTAL (glyCopyrronium or
indacateRol maleate and glYcopyrronium bromide fixed-
dose combination on SympToms and heALth status)
trén bénh nhan COPD mirc do trung binh duroc tién hanh.
Pay la nghién clru dau tién vé hiéu qua cua su chuyén
doi tir mot thudce gian phé quan tac dung kéo dai sang st
dung hai thudc gian phé quan.® Cac két qua dugc danh
gia trong ca moi truong bénh vién va cham soc sirc khoe
ban dau. Do vay, no dai dién cho mirc do rong hon vé bai
canh thuc hanh lam sang.®
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