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CME CĆC CHUYąN ņԓ HÔ HӷP 

TH I֨ GIAN: 14:00-16:30 

 

1.THּC HêNH QUӵN Lħ HEN Vê COPD QUA CĆC CA LĄM SêNGò  

CHֲ TOӳ: TS.BS. NGUYԝN NHһ VINH 

GI  ֨ BÀI GIӵNG  BÁO CÁO VIÊN 

13:30 ï 14:10 

Tình hu n֝g 1 
M t֥ nh©n ĽԒn khám vì khó 
th ,֫ hãy h i֛ b n֓h s ,ֹ khám 
lâm sàng và ch  ֕Ľ֗nh xét 
nghi m֓ sau Ľ· lĨ giӶi kԒt quӶ, 
cho kԒ hoӴch ĽiԚu tr  ֗v¨ tҼ 
vӸn trong 20 phút. 20 phút 
thӶo luԀn 

GV: ThS. Nguy n֑ NhҼ Vinh 
Vai BS: BS TrӺn Qu c֝ Tài/H c֙ viên tình 
nguy n֓ 
Vai BN: B n֓h nhân giӶ 

14:10-14:50 

Tình hu n֝g 2 
M t֥ ph  ֱn  ֻb  ֗hen và chuӼn 
b  ֗mang thai, giӶi quyԒt tình 
hu n֝g trong 20 phút.  
20 phút thӶo luԀn 

GV: ThS. Nguy n֑ NhҼ Vinh 
Vai BS: BS TrӺn Qu c֝ Tài/H c֙ viên tình 
nguy n֓ 
Vai BN: B n֓h nhân giӶ 

14:50-15:00 Tea break   

15:00 ï 15:40 

Tình hu n֝g 3 
M t֥ b n֓h nhân nam 60 tu i֡ 
ĽԒn khám vì khó th  ֫khi gԂng 
s cֵ, chӼn Ľo§n v¨ l°n kԒ 
hoӴch ĽiԚu tr  ֗trong 20 phút.  
20 phút thӶo luԀn. 
 

GV: ThS. Nguy n֑ NhҼ Vinh 
Vai BS: ThS. Nguy n֑ NhԀt QuȢnh/H c֙ viên 
tình nguy n֓ 
Vai BN: B n֓h nhân giӶ 



15:40 ï 16:20 

Tình hu n֝g 4 
M t֥ b n֓h nh©n COPD Ľt֥ 
ng t֥ tr  ֫nԊng, giӶi quyԒt tình 
hu n֝g và cho kԒ hoӴch ĽiԚu 
tr  ֗lâu dài trong 20 phút. 20 
phút thӶo luԀn  

GV: ThS. Nguy n֑ NhҼ Vinh 
BS: ThS. Nguy n֑ NhԀt QuȢnh/H c֙ viên tình 
nguy n֓ 
Vai BN: B n֓h nhân giӶ 

16:20-16:30 T n֡g kԒt Ban giӶng huӸn 

 

2. HĎ HӷP NHI: ñB N֒H Lħ TAI MȇI HN֘G  ֪TRԍ EM: NÂNG CAO 

K  ׂNŀNG THCּ HÀNH V֦I BĆC SǪ TN֠G QUĆTò 

CH  ֲTOӳ: PGS.TS. PHAN H Uֺ NGUY T֒ DIԝM 

¶ - CԀp nhԀt vԚ vi°m mȈi d ֗ nֵg  ֫trԎ em) 

¶ PGS.TS. PhӴm Th  ֗Minh H n֟g (Phó CN khoa Yï ņHYD TPHCM) 

¶ - ChӼn Ľo§n h³nh Ӷnh trong b n֓h lĨ tai mȈi hn֙g  ֫trԎ em  

¶ ThS.BS Nguy n֑ Anh TuӸn (TK CņHA ï BV Nhi ņn֟g 1) 

¶ - CԀp nhԀt vԚ viêm h n֙g liên cӺu  ֫trԎ em  

¶ PGS.TS. Phan H uֻ Nguy t֓ Di m֑ (B  ֥môn Nhi - ņHYD TPHCM) 

¶ - Viêm thanh khí phԒ quӶn  ֫trԎ em  

¶ TS.BS. TrӺn Anh TuӸn (TK Hô hӸp - BV Nhi ņn֟g 1) 

3. HĎ HӷP Kħ: ִNG DְNG HĎ HӷP Kħ TRONG B֒NH Lħ HĎ HӷP 
CHֲ TOӳ: PGS.TS. Lą TH֖ TUYԑT LAN 

¶ - Tiêu chuӼn kǫ thuԀt v¨ c§c phҼҺng ph§p Ľo h¹ hӸp ký  

 ThS VȈ TrӺn Thiên Quân 

¶ - Phân tích kԒt quӶ hô hӸp ký ï PGS Lê Th  ֗TuyԒt Lan 

¶ - Hand-on training 

¶ - Phân tích hô hӸp ký qua ca lâm sàng ï ThS VȈ TrӺn Thiên Quân 
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H I֤ THI CÁC NHÀ NGHIÊN C Uִ TRԍ < 35T 

Th i֩ gian: 16:30 ï 17:30 

Ban giám khӶo: TS.BS L° ThҼn֯g VȈ, BS. CKII V» ņcֵ 

ChiԒn, BS. CKII Nguy n֑ ņ³nh Duy 

1. DҼҺng Minh Ng֙c, ņԊng VȈ Th¹ng, L° ThҼ֯ng VȈ, TrӺn vŁn Ng֙c. TӺn suӸt ALK 

trên 200 b֓nh nh©n ung thҼ ph֡i tӴi BV Ch֯ RӾy 

2. DҼҺng Thanh HuyԚn. Vai tr¸ si°u ©m ĽԜ chӼn Ľo§n tr¨n kh² m¨ng ph֡i 

3. DҼҺng Duy Khoa. KiԜm Ľ֗nh bӶn d֗ch tiԒng Vi֓t cֳa bӶng c©u h֛i STOP-Bang 

ĽԜ tӺm so§t ngҼng th֫ khi ngֳ do tԂc nghԐn tӴi Vi֓t Nam.  

4. DҼҺng Duy Khoa: "T֡ng quan vԚ c§c bӶng c©u h֛i tӺm so§t OSA ֫ ngҼ֩i l֧n" 

5. BS Hֻu Ho¨ng (BV NDGņ): ñXֹ tr² m֥t trҼ֩ng h֯p OSA kԒt h֯p giӶm oxy m§u 

nghi°m tr֙ngò 
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H I֤ THI NHÀ NGHIÊN C Uִ HÔ HӷP NHI TRԍ TU I֠ 

LӹN 4 

TH I֨ GIAN: 17:30 ï 18:45 

Ban giám khӶo: PGS.TS Phan H uֻ Nguy t֓ Di m֑, PGS.TS. 

PhӴm Th  ֗Minh H n֟g, TS.BS TrӺn Anh TuӸn. 

STT Thí sinh  ņԚ tài 

01 
BS. Lê Ng c֙ ThҼ 
BV Nhi ņn֟g 2 

KԒt quӶ quӶn lĨ hen dҼi֧ 5 tu i֡ theo hҼn֧g 
dӾn c aֳ B  ֥Y tԒ nŁm 2016 tӴi khoa Hô hӸp 
B n֓h vi n֓ Nhi Ľn֟g 2 

02 
BS TrӺn Th  ֗Mai Trinh 
BV Nhi ņn֟g 2 

ņԊc ĽiԜm viêm ph i֡ kéo dài  ֫trԎ dҼ֧i 5 tu i֡ 
tӴi khoa Hô hӸp b n֓h vi n֓ Nhi Ľn֟g 2 trong 
th i֩ gian t  ַ1/1/2018 ĽԒn 30/6/2018 



03 
BS Võ Th  ֗Thanh Trang 
BV Nhi ņn֟g 1 

Vai trò c aֳ siêu âm ph i֡ trong chӼn Ľo§n mt֥ 
s  ֝nguyên nhân gây khó th  ֫cӸp  ֫trԎ em tӴi 
B n֓h vi n֓ Nhi Ľn֟g 1 

04 
BS Nguy n֑ Ng c֙ Phúc  
BV Nhi ņn֟g 1 

ņiԚu tr  ֗kh² dung NaCl Ҽu trҼҺng 3% v¨ 
Salbutamol  ֫trԎ viêm tiԜu phԒ quӶn m cֵ Ľ֥ 
trung bình  

05 
BS Lê Tr n֙g Nghǫa 
BV Nhi ņn֟g 1 

Viêm tiԜu phԒ quӶn nԊng  ֫trԎ 2-12 tháng tӴi 
khoa N i֥ t n֡g quát 2 ï BV Nhi ņn֟g 1 

06 BS phӴm Ng c֙ ThuȢ 
Linh  
BV Nhi ņn֟g CӺn ThҺ 

Nghiên c uֵ ĽԊc ĽiԜm lâm sàng, cԀn lâm 
sàng và kԒt quӶ ĽiԚu tr  ֗viêm ph i֡ nԊng có 
th  ֫máy  ֫trԎ em tӴi BVNņ CӺn ThҺ 2017-
2018 
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H I֤ NGH  ֖V  ֒TINH C Aֲ CÁC CÔNG TY 

TH I֨ GIAN: 18:30 ï 19:30 
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H I֤ NGH  ֖THһ֨NG NIÊN H I֤ HÔ HӷP 
TP. H  ֞CHÍ MINH 2019 ï PHIÊN TOÀN 
THԛ 
TH I֨ GIAN: 8H:00 - H I֤ TRһN֨G TӹNG TR T֒ 
CH  ֲTOӳ: - GS.TS. ņINH XUĄN ANH TUӷN 
- GS.TS. STEPHEN KANTROW 
- GS.TS. NGÔ QUÝ CHÂU 
- GS.TS. ņ ֢QUYԑT 
- PGS.TS. ņINH NGC֘ S  ׂ
- PGS.TS. LÊ TH  ֖TUYԑT LAN 
- PGS.TS. NGUYԝN VIԑT NHUNG 
- PGS.TS. TRӹN VŀN NGC֘ 

STT TH I֨ GIAN N I֤ DUNG 

 8:00-8:30 VŁn ngh ֓chào m nַg  

 8:30-9:00  

Khai mӴc h i֥ ngh  ֗và t n֡g kԒt m t֥ 

nŁm hoӴt Ľn֥g H i֥ Hô HӸp TP H  ֟Chí 

Minh 

 

 09:00-09:25  

IԜԑng ԝng ngày thԀ giԏi phòng 
chԉƴƎ ƭŀƻ нпκоκнлмфΥ 7ń ŚԀn lúc ViԄt 
Nam cùng thԀ giԏƛ ƘŁƴƘ ŚԍƴƎ ŚԂ 
chӳm dԝt bԄƴƘ ƭŀƻ ǾŁƻ ƴŇƳ нлол 

PGS TS Nguyԃn ViԀt Nhung 
Chԛ tԆch Hԍi Lao & BԄnh phԋi VN 

 09:00-09:50  
GiӲi Nobel 2018 vԁ miԃn dԆŎƘ ǘǊƻƴƎ Śƛԁu 
trԆ ǳƴƎ ǘƘԜ ǇƘԋi 

D{ ¢{ 7ƛƴƘ ·ǳŃƴ !ƴƘ ¢ǳӳn 
GS HiԄǳ ǘǊԜԑƴƎ 7I /ƻǊǎŜ tƘłǇ 

 09:50-10:10 
tƘԜԎƴƎ ǇƘłǇ ǘƛԀp cӷƴ Śƛԁu trԆ mԏƛ Řƛ ŎŇƴ 
não 

TS.BS. TrӴƴ 5ǷƴƎ (David) 
The University of Florida College 
of Medicine USA 

 10:10 ς 10:20 
Tr³nh b¨y chuy°n ĽԚ c aֳ công ty tài 
tr  ֯

 

 10:20 ï 10:35 
Xây d nֽg mô hình hi u֓ quӶ mӴng lҼi֧ 
Hen-COPD t  ַtrung ҼҺng ti֧ Ľa֗ 
phҼҺng 

PGS.TS Nguy n֑ ViԒt Nhung 
Ch  ֳt c֗h Hôi Lao & B n֓h ph i֡ 
VN 

 10:35 ï 11:00 TӺm so§t ung thҼ ph֡i. CԀp nhԀt 2019  
GS TS Stephen Kantrow 
Lousiana University, USA 
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LUNCH SYMPOSIUM C Aֲ CÁC CÔNG 
TY  
TH I֨ GIAN: 11:00 ï 12:00 
 

 

1. ABBOTT: ñSUY DINH DһN֬G VÀ MӷT Cҹ TRąN CĆC BN֒H 
NHÂN B N֒H LÝ PH I֠ MӳN TÍNH: VӷN ņԓ VÀ GIӵI PHĆPò 
 
Ch  ֳt a֙: PGS TS BS Lê Th  ֗TuyԒt Lan - Ch  ֳT c֗h H i֥ Hen và D  ֗ nֵg TP.HCM 
Báo cáo viên: PGS TS BS Albert Albay. Khoa Y, TrҼn֩g ņӴi H c֙ Manilla 
Philippine. 
ņ֗a ĽiԜm: SӶnh C§t TҼn֩g. 

STT TH I֨ GIAN N I֤ DUNG 

1 11:00- 11:05 Khai mӴc. PGS TS BS Lê Thi TuyԒt Lan 

2 11:05 ï 11:20 
ӵnh hҼ֫ ng c aֳ suy dinh dҼ֭ ng và mӸt cҺ ĽԒn tiên lҼ֯ ng v¨ ĽiԚu tr  ֗
trên các b n֓h lý ph i֡. PGS TS BS Lê Thi TuyԒt Lan 

3 11:20 ï 11:45 

BԄng ch nֵg m i֧ vԚ vai trò c aֳ can thi p֓ dinh dҼ֭ ng ĽԒn kԒt c cֱ lâm 

sàng và kԒt quӶ ĽiԚu tr  ֗trên các b n֓h lý ph i֡. PGS TS BS Albert 

Albay 

4 11:45 ï 11:55 

Ensure, công th cֵ Ľ֥t phá b  ֡sung HMB giúp h i֟ ph cֱ kh i֝ cҺ, tŁng 

cҼ֩ ng s cֵ kh e֛ và giӶm t  ׁl  ֓t  ֹvong trên các b n֓h nhân mԂc b n֓h lý 

ph i֡ mӴn tính. DS TrӺn H uֻ Khôi, Abbott Nutrition Vi t֓ Nam. 

5 11:55 - 12:00 ThӶo luԀn và bԒ mӴc 

2. ABBOTT: ñVAI TRď CAֲ DINH DһN֬G TRONG PHÒNG NG Aֶ 

M T֤ S  ֜B N֒H LÝ HÔ HӷP  ֪TRԍ NH ò֚  

 

 Ch  ֳtoӴ và báo cáo viên:  

- PGS TS Phan H uֻ Nguy t֓ Di m֑, TK D c֗h v  ֱBV Nhi ņn֟g 1  

- TS BS TrӺn Anh TuӸn, TK Hô hӸp BV Nhi ņn֟g 1 

 ņ֗a ĽiԜm: SӶnh NhҼ ħ 1 

STT TH I֨ GIAN N I֤ DUNG 



 11:00 - 11:05 Khai mӴc: ņӴi di n֓ Abbott Nutrition 

 11:05 - 11:30 

Vai trò c aֳ dinh dҼn֭g trong phòng ng aַ các 

b n֓h lý hô hӸp thҼn֩g gԊp  ֫trԎ em. 

PGS TS BS Phan H uֻ Nguy t֓ Di m֑ 

 11:30 - 11:55 

M i֝ liên quan gi aֻ d  ֗ nֵg ĽӴm s aֻ bò và trào 

ngҼ֯c dӴ dày th cֽ quӶn  ֫trԎ em. 

TS BS TrӺn Anh TuӸn 

 11:55 - 12:00 ThӶo luԀn và bԒ mӴc 

3. BOEHRINGER-INGELHEIM: ñMT֤ S  ֜TIԑN B  ֤M I֦ TRONG ņIԓU 

TR  ֖UNG THһ PHI֠ VÀ B N֒H PH I֠ TԁC NGHԏN MӳN TÍNH 

 
Ch  ֳt a֙:  

- PGS. TS. BS. TrӺn VŁn Ngc֙ ï Ch  ֳt c֗h H i֥ Hô hӸp TPHCM 

- PGS.TS.BS. Nguy n֑ ViԒt Nhung ï Ch  ֳt c֗h H i֥ Lao và B n֓h Ph i֡ Vi t֓ Nam 

ņ֗a ĽiԜm: SӶnh ORCHIL 

STT TH I֨ GIAN N I֤ DUNG 

 11:00-11:05  Phát biԜu chào m nַg: ņ́ i diέn VPDD Boehringer Ingelheim 

 11:05-11:10 10 Phát biԜu khai mӴc: PGS. TS. BS. TrӺn VŁn Ngc֙ 

 11:10-11:30 

ņiԚu tr  ֗s m֧ COPD ĽԜ nâng cao chӸt lҼn֯g cu c֥ s n֝g: HҼn֧g dӾn 

ĽiԚu tr  ֗và bԄng ch nֵg lâm sàng. PGS. TS. BS. Lê TiԒn DȈng, Ph· 

ch  ֳt c֗h H i֥ Hô hӸp TPHCM 

 11:30-11:50 

Hi u֓ quӶ c aֳ TKI trong ĽiԚu tr  ֗ung thҼ phi֡ không tԒ bào nh :֛ T  ַ

nghiên c uֵ ĽԒn th cֽ hành lâm sàng. 

TS. BS. L° ThҼn֯g VȈ, Tn֡g thҼ kĨ Hi֥ Hô hӸp TPHCM 

 
 
11:50-12:00 

ThӶo luԀn và t n֡g kԒt: PGS.TS.BS. Nguy n֑ ViԒt Nhung 

4. NOVARTIS: ñTI֜ һU HOĆ ņIԓU TR  ֖COPD TRÊN TH Cּ HÀNH 

LĄM SêNGò 

 

Ch  ֳt a֙: PGS TS VȈ VŁn Gi§p, PGņ TTHH BV BӴch Mai. 

ņ֗a ĽiԜm: SӶnh CAMELIA 

STT TH I֨ GIAN N I֤ DUNG 

 
 

11:00 - 11:10 Khai mӴc: PGS TS VȈ VŁn Gi§p 



 11:10 - 11:30 
Khuynh hҼn֧g chuyԜn Ľ֡i ĽiԚu tr  ֗COPD trong th cֽ 
hành lâm sàng - PGS. TS. VȈ VŁn Gi§p 

 11:30 - 11:50 
L aֽ ch n֙ LABA/LAMA phù h p֯ cho b n֓h nhân 

COPD - TS. BS. Lê KhԂc BӶo 

 11:50 - 12:00 ThӶo luԀn và bԒ mӴc 

5. GSK: ñņIԓU TR  ֖VÀ QUӵN LÝ HI U֒ QUӵ B N֒H NHÂN COPD 
NHIԓU ņ֮T CӷPò 

 
ņ֗a ĽiԜm: SӶnh ROSE 
ņ֝ i tҼn֯g: 
- 100 b§c sǫ chuy°n khoa h¹ hӸp, n i֥ t n֡g quát tham d  ֽtr cֽ tiԒp 
- 100 b§c sǫ chuy°n khoa h¹ hӸp, n i֥ t n֡g quát tham d  ֽtr cֽ tuyԒn qua c§c ĽӺu cӺu 
Ch  ֳt a֙: PGS. TS. BS. Lê Th  ֗TuyԒt Lan, Ch  ֳt c֗h H i֥ Hen - D  ֗ nֵg - Mi n֑ d c֗h lâm 
sàng TP. H  ֟Chí Minh. 
Báo cáo viên: 
- PGS. TS. BS. Nguy n֑ Thanh H i֟, Gi§m Ľc֝ B n֓h vi n֓ ņa khoa Quc֝ tԒ HӶi Phòng. 
Phó Ch  ֳt c֗h VPņD Hi֥ Lao và B n֓h ph i֡ Vi t֓ Nam tӴi TP. HӶi Phòng. 
- ThS. BS. Nguy n֑ NhҼ Vinh, TrҼn֫g khoa ThŁm d¸ chcֵ nŁng - B n֓h vi n֓ ņӴi h c֙ 
Y dҼ֯c TP. H  ֟Chí Minh, C  ֝vӸn Y khoa - GSK Vi t֓ Nam 

STT TH I֨ GIAN N I֤ DUNG 

 11h05 ï 11h10 Khai mӴc: PGS TS Lê Th  ֗TuyԒt Lan 

 
11h10 ï 11h25 
 

ņ§nh gi§ v¨ chn֙ l aֽ kh§ng sinh trong ĽiԚu tr  ֗ngoӴi tr¼ Ľt֯ 
cӸp COPD - T  ַguideline t i֧ nֵg d nֱg lâm sàng. 
PGS. TS. BS. Nguy n֑ Thanh H i֟ 
 

 
11h25 ï 11h40 
 

B n֓h nhân COPD nhiԚu Ľ֯t cӸp - Các yԒu t  ֝giúp phòng 
ng aַ nguy cҺ tҼҺng lai. 
ThS. BS. Nguy n֑ NhҼ Vinh 

 11h40 ï 12h00 ThӶo luԀn và bԒ mӴc, ch  ֳtoӴ và báo cáo viên 

6. SANOFI-AVENTIS: ñD ּPHďNG Vê ņIԓU TR  ֖CÁC B N֒H NHIԝM 
KHUӻN ņһ֨NG HÔ HӷPò 
 

Ch  ֳt a֙ và báo cáo viên 
PGS. TS. BS. Lê TiԒn DȈng - TrҼ֫ng khoa Hô hӸp, BVņӴi h c֙ Y DҼc֯ TP.HCM. 
ThS. BS. Lâm Minh YԒn - Nguy°n PGņ BVNhit֓ ņ֧i TPHCM 
ņ֗a ĽiԜm: SӶnh TULIP 

STT TH I֨ GIAN N I֤ DUNG 



 
11:00 - 11:20 
 
 

Cúm mùa: nh nֻg bài h c֙ cӺn nh  ֧
ThS. BS. Lâm Minh YΥn. 
Nguyên PGņ BV Nhit֓ ņ֧i TPHCM 

 
11:20 - 11:40 
 

L aֽ ch n֙ kh§ng sinh nhҼ thԒ n¨o trong ĽiԚu tr  ֗nhi m֑ khuӼn hô 
hӸp hi n֓ nay? 
PGS. TS. BS. Lê TiԒn DȈng 
TrҼ֫ng khoa Hô hӸp, B n֓h vi n֓ ņӴi h c֙ Y DҼc֯ TP.HCM 
 

 
11:40 - 12:00  
 

ThӶo luԀn & t n֡g kԒt 

 12:00 Ti c֓ trҼa 

 

 

  



 
Ngày 

23 
03 

 

CHӷM THI POSTER  

Th i֩ gian: 13:00 ï 13:30 

Ban giám khӶo: TS BS L° ThҼn֯g VȈ, BS CK II V» 

ņֵ c ChiԒn, BS CK II Nguy n֑ ņ³nh Duy 

1. TrӺn Ng֙c Th§i H¸a. B§o c§o ca b֓nh: mֳ m¨ng ph֡i hay b֓nh ph֡i do heroin.  

2. ņԀu Nguy n֑ Anh ThҼ. Ca lâm sàng loӴn thӺn v¨ tŁng BC do corticoid.  

3. DҼҺng Thanh HuyԚn, L° H֟ng V©n, L° ThҼ֯ng VȈ. Ca lâm sàng viêm màng não vô 

tr½ng do b֓nh m¹ li°n kԒt h֣n h֯p 

4. HuȢnh Anh TuӸn Nhân 2 trҼ֩ ng h p֯ viêm ph i֡ mô kԐ không ĽԊc hi u֓  ֫b n֓h nhân CTD 

5. H֟ Lam, L° VŁn Vi֓t, Minh Ng֙c, Thanh HuyԚn, ThҼ֯ng VȈ: B§o c§o sҺ b֥ c§c ca ĽԊt 

PleurX tӴi Ch֯ RӾy 

6. HӶi Thanh, H֟ Lam, KhԂc BӶo: B§o c§o tu©n tr֗ CPAP tr°n b֓nh nh©n OSA - h֟i cֵu 

107 trҼ֩ng h֯p 

7. DҼҺng Duy Khoa. Tri֓u chֵng li°n quan OSA tr°n BN COPD 

8. DҼҺng Duy Khoa. "Ca lâm s¨ng: ChӼn Ľo§n m֥t trҼ֩ng h֯p Vi°m Ľa sֱn t§i di֑n" 

9. Ngô ThԒ Hoàng: KԒt quӶ ĽiԚu tr  ֗200 trҼ֩ng h p֯ ngҼng th ֫khi ng  ֳ  ֫BV Th n֝g NhӸ 
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H I֤ THӵO CHUYąN ņԓ TӳI 5 H I֤ TRһN֨G 

Th i֩ gian: 13:15 ï 16:30 

 

SESSION 1: NHIԝM TRÙNG HÔ HӷP  

ņ֗a ĽiԜm: SӶnh ORCHIL (tӺng tr t֓) 

Ch  ֳt a֙: PGS.TS. TrӺn VŁn Ngc֙, TS.BS. PhӴm Thi Ng c֙ ThӶo, TS.BS. 

PhӴm Hùng Vân, TS.BS. Nguy n֑ VŁn Th¨nh  

Th i֩gian ņԚ tài  Báo cáo viên 

13:15ï13:35 KԒt quӶ vi sinh nghiên c uֵ EACRI 

TS BS PhӴm Hùng Vân  

Ch  ֳt c֗h H i֥ Vi sinh Lâm sàng TP 
HCM 

13:35- 13:55 KԒt quӶ lâm sàng nghiên c uֵ EACRI  
TS BS Nguy n֑ VŁn Th¨nh 

PCT H i֥ Lao & B n֓h ph i֡ VN 

13:55ï14:05 
Sanofi -Aventis: T i֝ Ҽu h·a liԚu dùng 
KS Fluoroquinolon trong ĽiԚu tr  ֗viêm 
ph i֡ 

TS. BS. HuȢnh VŁn Ân 
TrҼ֫ng khoa HSCC-BVNDGņ 

14:05 - 14:15 
MSD: Ertapenem, l aֽ ch n֙ hi u֓ quӶ 
trong viêm ph i֡ c n֥g Ľn֟g 

ņӴi di n֓ MSD 

14:15ï14:40 
Viêm ph i֡ li°n quan chŁm s·c y tԒ: nên gi  ֻ
hay b  ֛?  

PGS TS TrӺn VŁn Ngc֙ 

Ch  ֳt c֗h H i֥ Hô hӸp TPHCM 

14:40ï15:05 
Mô hình ti°n lҼn֯g t  ֹvong b n֓h lý n i֥ 
khoa tӴi khoa cӸp c uֵ 

ThS BS Hà TӸn ņֵc  

TK ICU BV ņKTW CӺn ThҺ 

15:05ï15:20 GiӶi lao và tham quan triԜn lãm  

15:20ï15:45 
S  ֹd nֱg colistin trong VPBV-VPTM do tác 
nh©n Ľa kh§ng 

PGS TS TrӺn VŁn Ngc֙ 

Ch  ֳt c֗h H i֥ Hô hӸp TPHCM 

15:45ï16:05 
CԀp nhԀt các k׃ thuԀt vi sinh m i֧ giúp chӼn 
Ľo§n sm֧ nhi m֑ khuӼn trong b i֝ cӶnh VK 
Ľa kh§ng hin֓ nay  

BS CKII TrӺn Th  ֗Thanh Nga  

Nguyên TK Vi sinh BVCR  

16:05ï16:25 
- MSD :Cancidas ï thu c֝ kháng nӸm thԒ h  ֓
m i֧ và l i֯ ích trong ĽiԚu tr  ֗nhi m֑ nӸm 
Candida xâm lӸn  

DS Võ Th  ֗Kim Chi 

 

16:15 - 16:25 
- Sanofi-Aventis :Màng sinh h c֙ Biofilm 
trong nhi m֑ khuӼn hô hӸp- Th cֽ trӴng và 

PGS.TS.BS VȈ VŁn Gi§p  
Ph· gi§m Ľc֝ Trung tâm Hô hӸp ï 



 B n֓h vi n֓ BӴch Mai 

16:25ï16:50 
Nh nֻg ĽiԜm thay Ľi֡ m i֧ trong hҼn֧g dӾn 
chӼn Ľo§n ĽiԚu tr  ֗Viêm ph i֡ c n֥g Ľn֟g 
tҼҺng lai 

 PGS.TS.BS.Lê TiԒn DȈng  

TK HH BV ņHYD TPHCM 

 

16:50ï 

17:00 
T֡ng kԒt phi°n Ch  ֳtoӴ Ľo¨n 

 

  



SESSION 2: HÔ HӷP NHI  

ņ֗a ĽiԜm: SӶnh NHһ ħ  

Ch  ֳtoӴ: PGS.TS.BS. Phan H uֻ Nguy t֓ Di m֑, PGS.TS.BS. PhӴm Minh 

H n֟g, ThS BS TrӺn Anh TuӸn 

Th i֩ gian ņԚ tài Báo cáo viên  

13g15-13g35 
Thách th cֵ hen v¨ tr¨o ngҼc֯ 
dӴ dày th cֽ quӶn 

BS CKII ņԊng Th  ֗Kim Huyên 

TK Khám b n֓h BV Nhi ņn֟g 2 

13g35-14g00 Cӷp nhӷǘ Śƛԁu trԆ ngoӱi trú 
±t/7 ԑ trӾ em 

PGS.TS.BS. PhӴm Th  ֗Minh H n֟g  

Ph· TK Y, PCN BM Nhi ņHYD TPHCM 

14g00-14g10 Viêm ph i֡ kh¹ng ĽiԜn hình  
Pfizer: PGS.TS.BS. Phan H uֻ Nguy t֓ 

Di m֑ 

14g10-14g30 B n֓h ph i֡ mô kԐ trԎ em 
ThS BS Tr n֗h H n֟g Nhiên  

TK N i֥ Hô hӸp ï BV Nhi ņn֟g TPHCM 

14g30-14g55 
Th cֵ Łn v¨ d ֗ nֵg ĽҼn֩g hô 
hӸp  ֫trԎ em 

PGS.TS.BS.Phan H uֻ Nguy t֓ Di m֑ BM 

Nhi ņHYD TPHCM 

14g55-15g15 GiӶi lao và tham quan triԜn lãm  

15g15-15g25 
Sanofi: Thu c֝ long Ľ¨m v¨ 
b n֓h lĨ ĽҼn֩g hô hӸp  ֫trԎ em 
chuyên: Sanofi 

BS. CKII ņԊng Th  ֗Kim Huyên  
TK khám b n֓h BV Nhi ņn֟g 2. TP HCM  
 

15g25-15g50 Viêm phԒ quӶn do vi khuӼn kéo 
dài  ֫trԎ em 

TS BS TrӺn Anh TuӸn 

Phó Ch  ֳt c֗h H i֥ Hô hӸp TPHCM 

15g50-16g10 Vai trò c aֳ BAL trong viêm ph i֡ 
trԎ em 

BSCK2 TrӺn QuȢnh HҼҺng 

TK Hô hӸp BV Nhi ņn֟g 2 

16g10-16g35 ARDS: Whatôs new?  
PGS.TS.BS.Phùng Nguy n֑ ThԒ Nguyên  

Ph· CN BM Nhi ņHYD TPHCM  

16g35-17g00 
ThӶo luԀn và t n֡g kԒt phiên 

 
Ch  ֳtoӴ Ľo¨n 

 

  



SESSION 3: UNG THһ PHI֠  

ņ֗a ĽiԜm: SӶnh CAMELIA (tӺng 1) 

Ch  ֳtoӴ: GS.TS.BS. ņinh Xu©n Anh TuӸn, PGS. TS. Nguy n֑ ViԒt Nhung, 

TS. BS. Lê TuӸn Anh, TS. BS. L° ThҼn֯g VȈ 

Th i֩ gian ņԚ tài Báo cáo viên  

13:15-13:40 

N i֥ soi phԒ quӶn trong th i֩ ĽӴi 

Ľ֥ t biԒt gen và mi n֑ d c֗h ung 

thҼ 

BS Masao Hashimoto  

NhԀt BӶn 

13:40-14:05 
C  ch  sinh h c phân t  c a ung 

th  và nh ng ng d ng th c hành. 

GS TS ņinh Xu©n Anh TuӸn 

Hi u֓ trҼn֫g ņH Cochin Ph§p 

14:05-14:25 

Astra: T i֝ Ҽu ho§ ĽiԚu tr  ֗b n֓h 

nh©n ung thҼ phi֡ EGFR (+) v i֧ 

TKIs 

TS BS L° ThҼn֯g VȈ 

14:25-14:50 

Tránh b  ֛sót trong chӼn Ľo§n 

ung thҼ phi֡ tr°n phҼҺng din֓ 

lâm sàng  

 BS CKII Nguy n֑ ņ³nh Duy 

PGņ BV PNT TPHCM  

 

14:50-15:05 GiӶi lao và tham quan triԜn lãm  

15:05-15:30 

CԀp nhԀt xét nghi m֓ sinh h c֙ 

phân t  ֹtrong chӼn Ľo§n ung 

thҼ phi֡ 

TS BS PhӴm Hùng Vân  

Ch  ֳt c֗h H i֥ vi sinh lâm sàng 

TPHCM 

15:30-15:55 

CԀp nhԀt Immune check point 

inhibitor: tַ h֥i ngh֗ ung thҼ 

ph֡i thԒ gi֧i 2018 

TS BS L° ThҼn֯g VȈ  

Phó Khoa Hô hӸp BVCR 

15:55-16:15 Gi i֧ thi u֓ chuy°n ĽԚ c aֳ công ty   

16:15-16:40 
XӴ tr֗ huׁ u c· Ľ֗nh v֗ (SABR): 
c§ch mӴng trong ĽiԚu tr֗ ung thҼ 
ph֡i di cŁn hӴn chԒ  

TS BS Lê TuӸn Anh 

PGņ TTUB BVCR 

16:40-17:00 T n֡g kԒt phiên Ch  ֳtoӴ Ľo¨n 

 

  



SESSION 4: B N֒H PH I֠ MÔ Kԏ VÀ B N֒H PH I֠ MӳN TÍNH  

ņ֗a ĽiԜm: SӶnh TULIP (TӺng 2) 

Ch  ֳtoӴ: BS CKII Nguy n֑ ņ³nh Duy, BS CKII V» ņcֵ ChiԒn, TS BS ņ ֣Th  ֗

TҼ֩ng Oanh, TS BS Nguy n֑ HҼu L©n 

Th i֩ gian ņԚ tài Báo cáo viên  

13:15-13:45 
BiԜu hi n֓ tӴi ph i֡ c aֳ m t֥ s  ֝b n֓h 
t  ֽmi n֑ 
 

ThS BS DҼҺng Minh Ngc֙ 

GV BM N i֥- ņHYD TPHCM 

13:45-14:15 
Nhân m t֥ trҼn֩g h p֯ xҺ ho§ m¹ 
kԐ ph i֡ lan t a֛ v¹ cŁn (IPF) 
 

ThS BS Nguy n֑ H n֟g ņֵc 

PK Ph i֡ Vi t֓ 

14:15-14:35 
GSK : giá tr  ֗kinh tԒ y tԒ trong quӶn 

lý b n֓h hô hӸp mӴn tính 
DS TrӺn minh ņcֵ 

14:35-15:05 
ChiԒn lҼc֯ chӸm d tֵ b n֓h lao: T  ַ
T  ֡ch cֵ y tԒ thԒ gi i֧ ĽԒn chҼҺng 
trình ch n֝g lao TPHCM. 

TS BS Nguy n֑ H uֻ Lân 
Gņ BV PNT 

 

15:05-15:20 GiӶi lao và tham quan triԜn lãm  

15:20-15:50 
TiԒp cԀn ĽiԚu tr  ֗OSA v i֧ CPAP / 

BiPAP trên th cֽ hành lâm sàng 

TS BS Lê KhԂc BӶo  

Phó Khoa Hô hӸp BV NDGņ  

15:50-16:05 
KԒt quӶ nghiên c uֵ ph§t Ľ ֟ĽiԚu tr  ֗
ngԂn hӴn 9 tháng lao ph i֡ kháng 
Ľa thuc֝ ï STREAM1 

 TS.BS Phan ThҼn֯g ņӴt 

BV PhӴm Ng c֙ ThӴch 

16:05-16:15 Gi i֧ thi u֓ chuy°n ĽԚ c aֳ công ty   

16:15-16:35 
Giãn phԒ quӶn: nh nֻg hiԜu biԒt 

m i֧ trong chӼn Ľo§n v¨ ĽiԚu tr  ֗

TS BS Lê Th  ֗Thu HҼҺng  

TK hô hӸp BV NDGņ TPHCM 

16:35-16:50 
Vai trò can thi p֓ n i֥ mӴch trong 

ĽiԚu tr  ֗ho ra máu nԊng 

ThS BS Nguy n֑ VŁn TiԒn BӶo 

Khoa CņHA BVCR 

16:50-17:00 T n֡g kԒt phiên Ch  ֳtoӴ Ľo¨n 

 

  



SESSION 5: HEN ï COPD  

ņ֗a ĽiԜm: SӶnh ROSE (TӺng tr t֓) 

Ch  ֳtoӴ: GS ņ ֣QuyԒt, PGS TS ņinh Ngc֙ S׃, PGS Lê Th  ֗TuyԒt Lan, 

PGS TS Lê TiԒn DȈng.  

Th i֩ gian ņԚ tài Báo cáo viên  

13:15-13:40 CԀp nhԀt GOLD 2019 
 PGS.TS.BS.Lê Th  ֗TuyԒt Lan. 

Ch  ֳt c֗h H i֥ hen-d  ֗ nֵg TP HCM 

13:40-14:05 Giá tr  ֗c aֳ test giãn phԒ quӶn trong 
chӼn Ľo§n v¨ ĽiԚu tr  ֗COPD 

ThS BS Nguy֑n NhҼ Vinh 

TņV TDCN-BVņHYD TPHCM  

 

14:05-14:15 Boehringer : cԀp nhԀt chӼn Ľo§n v¨ 
quӶn lý hen khó tr  ֗ 

TS BS ņ ֣Th  ֗TҼ֩ng Oanh 

14:15 -14:25 Novartis : ChuyԜn Ľ֡i ĽiԚu tr  ֗COPD BS CKII Ngô ThԒ Hoàng  

14:25-14:50 
ChӼn Ľo§n sm֧ COPD: nên chӼn 

Ľo§n v¨ ĽiԚu tr  ֗t  ַĽ֯ t cӸp ĽӺu tiên  

TS BS Nguy n֑ VŁn Th¨nh  

PCT H i֥ Lao & B n֓h ph i֡ VN  

14:50-15: 05 GiӶi lao và tham quan triԜn lãm  

15:05-15:30 
HӴ oxy máu mӴn tính trên BN 

COPD: th cֽ trӴng và cách x  ֹtrí 

TS BS ņ ֣Th  ֗TҼ֩ng Oanh 

TK COPD BV PNT  

15:30-15:40 
Novartis : Vai trò nԚn tӶng c aֳ thu c֝ 

gi«n PQ trong ĽiԚu tr  ֗COPD  
TS BS Lê Th  ֗Thu HҼҺng 

15:40-15:50 

Boehringer : cԀp nhԀt vai trò thu c֝ 

GPQ trong quӶn lý COPD t  ַchҼҺng 

trình nghiên c uֵ TOviTO  

BS CK II Nguy n֑ ņ³nh Duy 

15:50-16:15 
Khoa h c֙ và th cֽ ch nֵg trong quӶn 

lĨ ĽiԚu tr  ֗COPD ngày nay 

 PGS.TS.BS.Lê TiԒn DȈng 

TK Hô hӸp -BVņHYD TPHCM 

16:15-16:40 B n֓h hô hӸp k c֗h phát b i֫ Aspirin: 
ChӼn Ľo§n v¨ QuӶn lĨ ĽiԚu tr  ֗

 BS H  ֟Thanh Nhàn  

UV BCH H i֥ HH TPHCM  

16:40-17:00 T n֡g kԒt phiên Ch  ֳtoӴ Ľo¨n 

 

19:00 TI C֒ T I֜ (BAN T  ֠CH Cִ)
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lý hay Y hԇc. 

GS TS ņinh Xuân Anh TuΈn 

 Bέnh viέn Cochin, ņí hγc Paris Descartes 

 

Hai v֗  nghiên cֵ u gia tiên phong trong vi֓c phát hi֓n ra cҺ chԒ hoӴt hóa tԒ b¨o T g©y Ľc֥ và phát triԜn các kháng thԜ 

ngŁn chԊn hi n֓ tҼn֯g kiԚm hãm tԒ bào lympho T, là Gi§o sҼ James Allison, Hoa KȢ, và Gi§o sҼ Tasuku Honjo, NhԀt 

BӶn, gӺn Ľ©y vaַ ĽҼc֯ trao giӶi thҼn֫g Nobel 2018 ngành Sinh lý hay Y h֙c b֫ i H i֥ Ľn֟g Nobel ֫  Vi n֓ Karolinsk, 

Stockholm, Th yֱ ņiԜn [1]. Sֽ  phát triԜn cֳ a ung thҼ li°n quan ĽԒn hi֓ n tҼn֯g ֵ c chԒ mi n֑ d֗ ch: các tԒ bào ung thҼ 

phát triԜn trên b֓nh nhân nhi֑m HIV hoԊc ngҼi֩ b n֓h ĽiԚu tr֗  cֵ chԒ mi n֑ d֗ ch sau ghép tӴng [2]. Mi n֑ d֗ ch li u֓ 

ph§p Ľ« ĽҼc֯ sֹ  d nֱg hҺn mt֥ trŁm nŁm nay th¹ng qua c§c c ֝gԂng thֽ c hi֓ n trên b֓nh nhân nhi֑m trùng nhӺm mֱ c 

Ľ²ch hoӴt hóa h֓  th n֝g mi֑ n d֗ch, ĽԒn lҼt֯ nó sԐ tiêu di֓ t các tԒ bào ác tính. HoӴt hóa tԒ b¨o T Ľ¸i hi֛ các thֱ  thԜ trên 

tԒ bào T gԂng kԒt v i֧ các cӸu trúc trên các tԒ bào mi֑ n d֗ ch khác nhԀn ra Ľ©y l¨ tԒ b¨o ñlӴò. Gi§o sҼ James Allison Ľ« 

chֵ ng minh CTLA-4 có tác dֱng kiԚm hãm tԒ bào T khi ֵ c chԒ chӸt gia t֝ c này [3]. KԒt quӶ là, các kháng thԜ kháng 

tr cֽ tiԒp CTLA-4 sԐ cֵ chԒ chֵ c nŁng kiԚm hãm và dӾn ĽԒn hoӴt hóa tԒ b¨o T ĽԜ có thԜ giúp các tԒ bào T này h֟i 

phֱ c khӶ nŁng ti°u dit֓ các tԒ b¨o ung thҼ. Mt֥ v¨i nŁm trҼc֧ phát hi֓n c aֳ Gi§o sҼ Allison, Gi§o sҼ Tasuku Honjo 

khám phá ra PD-1, m֥ t loӴi protein khác biԜu hi֓ n trên bԚ mԊt tԒ b¨o T v¨ Ľ« cho thӸy ĽҼc֯  ֫PD-1, tҼҺng t ֽnhҼ 

CTLA-4, chֵ c nŁng kiԚm hãm tԒ b¨o T, nhҼng theo mt֥ cҺ chԒ hoӴt Ľn֥g khác. Khi nghiên cֵu hi֓ n tҼn֯g chԒt theo 

chҼҺng tr³nh  ֫chu֥ t ñhybridomaò v¨ c§c nguy°n b¨o tӴo m§u, gi§o sҼ Honjo v¨ nh·m nghi°n cuֵ Ľ« x§c Ľn֗h m֥ t 

loӴi gen mà h֙ ĽԊt t°n l¨ ñprogramed death 1 gene (PD-1 gene)ò m« h·a cho mt֥ loӴi th  ֱthԜ bԚ mԊt c aֳ siêu h֙ 

globulin mi֑ n d֗ ch [4]. Sau Ľ·, c§c nh¨ nghi°n cuֵ này khám phá ra m֥t loӴi ligand (PD-L1) là m֥ t thành viên trong 

gia Ľ³nh tԒ bào trình di֓n kháng nguyên có tác dֱng ֵ c chԒ Ľ§p nֵg tԒ bào T CD8 [5]. TiԒp ĽԒn, ngҼi֩ ta tìm thӸy các 

tԒ b¨o ung thҼ biԜu hi֓ n ligand chԒt theo chҼҺng tr³nh 1 hoԊc 2 (PD-L1, PD-L2) trên bԚ mԊt gԂn kԒt v i֧ các thֱ  thԜ 

chԒt theo chҼҺng tr³nh 1 tr°n tԒ bào T CD8 và tַ Ľ· s ֹd nֱg h֓  th n֝g ֵ c chԒ mi n֑ d֗ ch tֽ  nhi°n ĽԜ bӸt hoӴt các tԒ 

b¨o T CD8. NhҼ mt֥ h֓  quӶ các kháng thԜ kháng PD-1 hoԊc PD-L1 có thԜ h i֟ phֱ c khӶ nŁng min֑ d֗ ch cֳ a các tԒ 

b¨o T CD8 v¨ qua Ľ· c· ĽҼc֯ khӶ nŁng tӸn công và tiêu di֓t các tԒ b¨o ung thҼ. Nh ֩vào các công trình tiên phong 

c aֳ Gi§o sҼ Allison, Gi§o sҼ Honjo v¨ cn֥g sֽ , vi c֓ sֹ  d nֱg ch֝ t kiԜm soát mi֑n d֗ch Ľ« ĽҼc֯ chӸp thuԀn cho các 

nֵg dֱ ng lâm sàng tiêu chuӼn trong nhiԚu loӴi u ác tính, bao g֟m ung thҼ phi֡, ung thҼ thԀn, lymphoma và melanoma. 
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Immune checkpoint blockers, cancer therapy and the 2018 Nobel Prize in 
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Prof. Anh Tuan DINH-XUAN, MD, PhD,  

Cochin Hospital, Paris Descartes University 

 

The pioneers who discovered the mechanisms for activation of cytotoxic T-cells and developed antibodies which 

inactivate the T-cell brakes, professor James Allison, USA, and professor Tasuku Honjo, Japan, have recently been 

awarded the Nobel Prize in Physiology or Medicine 2018 by the Nobel Assembly at Karolinska Institutet, Stockholm, 

Sweden [1]. Cancer development is likely associated with immune suppression: cancer develops in patients with HIV 

infection or patients on immune suppressive therapy after organ transplantations [2]. 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 cells. Activation of T cells requires that the T-cell receptor binds to structures on other 

immune cells recognized as ñnon-selfò. A protein functioning as a T-cell accelerator is also required for T cell 

activation. Prof. James Allison has demonstrated CTLA-4 functions as a brake on T cells that inhibits the function of 

the accelerator [3]. Consequently, antibodies directed against CTLA-4 block the function of the brake leading to 

activation of T cells and eliminate cancer cells. A few years before Allisonôs discovery, Prof. Tasuku Honjo discovered 

PD-1, another protein expressed on the surface of T-cells, and showed that PD-1, similar to CTLA-4, 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 line, Prof. Honjo and his group identified a gene they termed programed death 1 gene 

(PD-1 gene) coding for a surface receptor of the Immunoglobulin superfamily [4]. They then discovered a ligand (PD-

L1) as a member of the B7 family on antigen presenting cells that dampen the CD8 T-cell response [5]. Later, it was 

found that cancer cells express programed death 1 or 2 ligands (PD-L1, PD-L2) on the surface which bind to 

programed death 1 (PD-1) receptors on CD8 T-cells and thereby use the natural immune damping system to inactivate 

CD8 T-cells. As a consequence antibodies against PD-1 or PD-L1 can restore the immune power of CD8 T-cells 

which then regain their ability to attack and eliminate tumor cells. Thanks to the pioneer works of Prof. Allison and 

Honjo and their 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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tƘԜԎƴƎ Pháp TiԀp Cӷn 7ƛԁu TrԆ Mԏi Di /Ňƴ Não 

GS.TS.BS. TrΊn DȈng (David)(*) 

 

Di cŁn n«o l¨ kԒt quӶ tàn kh֝ c cֳ a nhiԚu loӴi ung thҼ ngo¨i s,֙ ĽԊc bi֓ t l¨ ung thҼ phi֡, ĽԜ lӴi tác 

Ľ֥ng sâu sԂc ĽԒn chֵ c nŁng thӺn kinh, chӸt lҼn֯g cu֥ c s֝ ng và khӶ nŁng sn֝g sót, không phֱ 

thu֥ c vào tình trӴng b֓ nh h֓  th n֝g. KhoӶng 12% b֓nh nhân b֗ ung thҼ ngo¨i s ֙sԐ b  ֗di cŁn n«o 

tӴi th i֩ ĽiԜm chӼn Ľo§n ung thҼ ban ĽӺu, và nhiԚu b֓ nh nhân khác sԐ b  ֗di cŁn n«o trong qu§ tr³nh 

ĽiԚu tr֗  b n֓h. Trong s֝ tӸt cӶ các loӴi ung thҼ, ung thҼ phi֡ không phӶi tԒ bào nh֛  (UTP KTBN) 

chiԒm tׁ  l  ֓l n֧ nhӸt trong tӸt cӶ c§c trҼn֩g h֯ p di cŁn n«o, v³ khoӶng 25% b֓nh nhân UTP KTBN 

sԐ phát triԜn ít nhӸt m t֥ t n֡ thҼҺng trong s.֙ Hóa tr֗ hiԒm khi vҼt֯ qua hàng rào máu não (BBB) 

v¨ do Ľ·, phҼҺng ph§p ĽiԚu tr֗  duy nhӸt hi n֓ c· cho di cŁn n«o l¨ xӴ tr  ֗phân liԚu (RT), xӴ phӾu 

(SRS) và phӾu thuԀt cԂt b֛ . MԊc dù có nhֻng tiԒn b֥  trong ĽiԚu tr֗  ung thҼ n·i chung, s ֽs֝ ng sót 

trung bình ֫  b n֓h nh©n di cŁn n«o vӾn Ӷm ĽӴm, trung bình tַ 6 ĽԒn 12 th§ng. Do Ľ·, c· mt֥ nhu 

cӺu cӸp thiԒt cho các li֓u pháp t֝t hҺn v¨ an to¨n hҺn cho di cŁn n«o. Cui֝ cùng, m֥ t s֝  phҼҺng 

pháp m֧ i gӺn Ľ©y Ľ« cho thӸy kԒt quӶ ĽӺy hֵ a hԌn ֫  nhֻ ng b֓ nh nhân b֗ di cŁn n«o: 

1) Li u֓ pháp mi֑n d֗ ch, cֱ  thԜ là thu֝ c ֵ c chԒ ĽiԜm kiԜm soát mi֑n d֗ch, Ľ« cӶi thi n֓ Ľ§ng kԜ t  ׁ

l  ֓s֝ ng sót ֫  m t֥ s֝  b n֓h nhân mԂc ung thҼ phi֡ không tԒ bào nh֛ , u hԂc t֝  v¨ ung thҼ biԜu mô 

thԀn. Tuy nhi°n, Ľ§p nֵg n֥ i s֙   ֫b n֓h nh©n di cŁn n«o hӺu hԒt ch֕  tho§ng qua v¨ ĽҼc֯ chֵ ng t֛  

ch֕  ֫  m t֥ nֹ a s֝  b n֓h nhân và ch֕ 25% trong s֝ nhֻ ng b֓ nh nh©n n¨y c· Ľ§p nֵg hoàn toàn. Hi֓u 

quӶ kém này là do m֥t phӺn l n֧ nh֩  v¨o m¹i trҼn֩g khác bi֓t mi n֑ d֗ ch cֳ a h֓  thӺn kinh trung 

ҼҺng ĽҼc֯ BBB che ch֫ ĽԜ tӴo ra m֥ t vi m¹i trҼn֩g kh֝ i u b֗  ֵ c chԒ mi n֑ d֗ch cao. ņԜ khԂc phֱ c 

m¹i trҼn֩g bӶo v֓ , ֵ c chԒ mi n֑ d֗ ch cֳ a n«o ĽԜ làm nhӴy cӶm di cŁn n«o vi֧ li u֓ pháp mi֑n d֗ ch, 

m t֥ s֝  phҼҺng ph§p mi֧ Ľ« ĽҼc֯ phát triԜn, bao g֟m ֵ c chԒ tԒ bào ֵ c chԒ mi n֑ d֗ ch n֥ i s֙ , vҼt֯ 

qua các rào cӶn tiêm chֳ ng bԄng cách sֹ d nֱg chuyԜn giao tԒ bào T con nuôi hoԊc tӴo ra tình trӴng 

chֳ ng ngַ a tӴi ch  ֣bԄng các k׃ thuԀt vԀt lý, vd phá v֭  BBB nhԂm Ľ²ch, xӴ tr ,֗ li u֓ pháp nhi֓t kԐ 

laser v¨ c§c trҼn֩g ĽiԚu tr֗  kh i֝ u. 

2) Y h֙ c chính xác cá thԜ h·a ĽҼc֯ kích hoӴt b֫ i cu c֥ cách mӴng genomics Ľ« chnֵg t֛  ֵ ng dֱ ng 

lâm sàng quan tr֙ng ĽԊc bi֓ t là trong UTP KTBN. Các tԒ b¨o di cŁn n«o chֵ a nhֻ ng thay Ľi֡ di 

truyԚn và biԜu hi֓ n gen m֧i, Ľc֥ Ľ§o so vi֧ nh nֻg tԒ bào trong kh֝i u ngoài s֙ . Trên thֽ c tԒ, tׁ  

l  ֓phù h֯ p Ľ֥t biԒn gen giֻ a 2 khoang này ch֕ dao Ľn֥g tַ  60-90%, do Ľ· cung cӸp c§c phҼҺng 

ph§p ĽiԚu tr֗  m i֧ cho di cŁn n«o. Nhnֻg thay Ľi֡ ĽԊc thù cֳ a não, cӶ di truyԚn và biԜu hi֓ n gen, 



tӴo ra các tԒ b¨o di cŁn vi֧ khӶ nŁng th©m nhԀp BBB, s֝ ng sót trong nhu mô não và chiԒm ĽoӴt 

mӴng lҼi֧ tԒ bào và tín hi֓u cֳ a n· ĽԜ phát triԜn và phát triԜn th¨nh di cŁn n«o, kh¹ng ph ֱthu֥ c 

vào tình trӴng b֓ nh h֓  th n֝g. Các công ngh֓ trí tu  ֓nhân tӴo sáng tӴo và mӴnh mԐ Ľang bԂt ĽӺu 

m  ֫khóa nhֻ ng khác bi֓t này và tӴo ĽiԚu ki n֓ cho các chiԒn lҼc֯ m֧ i là phát triԜn nhֻ ng phҼҺng 

ph§p ĽiԚu tr֗  ĽԊc hi֓ u di cŁn n«o. 

Nhìn chung, nhֻng phát triԜn m֧ i này cung cӸp nhֻ ng lý do thuyԒt phֱ c cho li֓ u pháp ph֝i h p֯ 

có khӶ nŁng chaֻ tr֗  Ľ֝i v i֧ di cŁn n«o v¨ haֵ hԌn sԐ cách mӴng h·a phҼҺng ph§p tr ֗li u֓ cֳ a 

ch¼ng ta Ľi֝ v i֧ cŁn bn֓h ghê g֧m này. 

  



Novel Therapeutic Approaches In Brain Metastasis 

Professor David TRAN 

M.D., Ph.D.(*) 

 

Brain metastasis is a devastating result of many types of extra-cranial cancer, especially lung 

cancer, leaving a profound impact on neurologic function, quality of life and overall survival, 

independent of the status of systemic disease. Approximately 12% of patients with an extra-cranial 

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 disease. Among all carcinomas, non-small 

cell lung cancer (NSCLC) accounts for the largest share of all brain metastasis cases, as about 25% 

NSCLC patients will develop at least one detectable intra-cranial lesion. Chemotherapy seldom 

crosses the blood brain barrier (BBB) and therefore, the only viable existing 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 dismal, averaging between 6 and 12 months. Therefore, 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, specifically immune checkpoint inhibitors, has significantly improved survival 

in certain patients with NSCLC, melanoma and renal carcinoma. However, intra-cranial responses 

in patients with brain metastasis were mostly transient and demonstrated in half of these patients, 

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 protective, immunosuppressive 

environment of the brain to sensitize brain metastasis to immunotherapy, several novel approaches 

have been developed, including inhibiting intra-cranial immunosuppressive cells, overcoming 

vaccination barriers using adoptive T cell transfers, or creating an in situ vaccination condition 

using physical techniques, e.g. targeted disruption of the BBB, radiotherapy, laser interstitial 

thermal therapy, and tumor-treating fields.  

2) Personalized precision medicine enabled by the genomics revolution has demonstrated 

significant clinical utility especially in NSCLC. Brain metastatic cells harbor new, unique genetic 

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



concordance rates between these 2 compartments range from only 60-90%, thus providing new 

therapeutic avenues for brain metastasis. These brain-specific 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 and enable new strategies to 

develop brain metastasis-specific 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 Neuro-Oncology 

Associate Director, Preston A. Wells, Jr. Center for Brain Tumor Therapy 

Department of Neurosurgery. McKnight Brain Institute 

The University of Florida College of Medicine and. UFHealth Cancer Center  



Xây D֔ng Mô Hình QuӲn Lý Hen-COPD Tӱi 7Ԇŀ tƘԜԎƴƎ KԀt Hԓp Sԝc Mӱnh 

Cԛa Hԍi Chuyên Ngành, HԄ Thԉng Y TԀ Và BӲo HiԂm Y TԀ  

PGS.TS.BS. NguyΫn ViΥt Nhung 

Gi§m Ľηc Bέnh viέn Phλi Trung ̿̽ng 

Chύ tαch Hοi Lao và Bέnh phλi Viέt Nam 

 

Hen - COPD l¨ b֓nh mӴn t²nh cֳa ph֡i nhҼng Ľ֟ng th֩i c· thԜ k¯m theo nhiԚu r֝i loӴn to¨n th©n 

v¨ b֓nh lĨ ph֝i h֯p.  

VԚ chӼn Ľo§n x§c Ľ֗nh Hen v¨ COPD c· thԜ ĽҼ֯c thֽc hi֓n ֫ c§c cҺ s֫ y tԒ chuy°n khoa hoԊc Ľa 

khoa tuyԒn t֕nh nҺi c· x®t nghi֓m h¹ hӸp kĨ chuӼn, nhҼng ĽiԚu tr֗ giai ĽoӴn ֡n Ľ֗nh, l©u d¨i su֝t 

Ľ֩i th³ rӸt n°n ֫ cҺ s֫ y tԒ ti֓n l֯i nhӸt cho ngҼ֩i b֓nh v֧i ph§c Ľ֟ chuӼn nhҼ ֫ trӴm y tԒ x« 

phҼ֩ng, ph¸ng kh§m quԀn huy֓n... Tuy nhi°n, v֧i h֓ th֝ng y tԒ ĽҼ֯c ph©n cӸp theo tuyԒn, b֓nh 

vi֓n theo hӴng hi֓n nay c· nhiԚu bӸt cԀp cho quӶn lĨ Hen, COPD cȈng nhҼ c§c b֓nh mӴn t²nh 

kh§c, chŁm s·c sֵc kh֛e ban ĽӺu, y tԒ cҺ s֫ kh¹ng sԈn c· nhֻng ph§c Ľ֟ ĽiԚu tr֗ chuӼn hoԊc 

kh¹ng ĽҼ֯c chi trӶ b֫i bӶo hiԜm y tԒ.  

M֥t mԊt bӸt cԀp tַ c§c thӺy thu֝c chҼa ĽҼ֯c cԀp nhԀt thҼ֩ng xuy°n vԚ ch֕ Ľ֗nh ph§c Ľ֟ ĽiԚu tr֗ 

chuӼn, vԚ Ľ§nh gi§ ti°n lҼ֯ng v³ vԀy chӸt lҼ֯ng ĽiԚu tr֗ kh¹ng cao, kh¹ng Ľ§p ֵng ĽҼ֯c y°u cӺu 

cֳa ngҼ֩i b֓nh, nhӸt l¨ nhֻng ngҼ֩i b֓nh Ľ« tַng ĽiԚu tr֗ ֫ tuyԒn tr°n.  

M֥t mԊt kh§c, bӸt cԀp thu֥c vԚ cҺ chԒ bӶo hiԜm y tԒ, v³ s֯ b֗ lӴm dֱng, v֭ qu׃... n°n Ľ« c· quy 

Ľ֗nh ֫ tuyԒn chŁm s·c sֵc kh֛e ban ĽӺu, y tԒ cҺ s֫ ch֕ c· nhֻng danh mֱc thu֝c th¹ng thҼ֩ng, 

c§c k׃ thuԀt ĽҺn giӶn dӾn ĽԒn ngҼ֩i b֓nh kh¹ng ĽҼ֯c tiԒp cԀn v֧i ĽiԚu tr֗ chuӼn, hi֓u quӶ thӸp 

v¨ mӸt l¸ng tin v֧i y tԒ cҺ s֫, vҼ֯t tuyԒn, g©y qu§ tӶi tuyԒn tr°n.  

B֓nh vi֓n Ph֡i Trung ҼҺng, ChҼҺng tr³nh ch֝ng lao Qu֝c gia Ľ« triԜn khai m¹ h³nh tiԒp cԀn thֽc 

h¨nh xֹ tr² t֝t b֓nh h¹ hӸp tַ tuyԒn cҺ s֫, bao g֟m lao, hen, COPD v¨ vi°m ĽҼ֩ng h¹ hӸp g֙i tԂt 

l¨ PAL Ľ« thu ĽҼ֯c nhiԚu kԒt quӶ khӶ quan.  

BӶn chӸt cֳa m¹ h³nh n¨y l¨ chuӼn h·a k׃ thuԀt, l֟ng gh®p quӶn lĨ ngu֟n lֽc, tiԒp cԀn tַ tri֓u 

chֵng v¨ lӸy ngҼ֩i b֓nh l¨m trung t©m. V³ vԀy, ĽԜ m¹ h³nh hoӴt Ľ֥ng hi֓u quӶ Ľ¸i h֛i ph§t triԜn 

hҼ֧ng dӾn k׃ thuԀt, Ľ¨o tӴo n©ng cao nŁng lֽc tַ tuyԒn cҺ s֫ c· sֽ h֣ tr֯ chԊt chԐ tַ c§c tuyԒn 

tr°n v¨ sֽ v¨o cu֥c cֳa bӶo hiԜm y tԒ ĽԜ ph§c Ľ֟ chuӼn c· ֫ tӸt cӶ c§c c· s֫ y tԒ Ľ« ĽҼ֯c chuӼn 

h·a k׃ thuԀt. 

ņ· ch²nh l¨ sֽ kԒt h֯p sֵc mӴnh cֳa H֥i chuy°n ng¨nh, H֓ th֝ng Y tԒ v¨ BӶo hiԜm Y tԒ ĽԜ Hen 

- COPD cȈng nhҼ c§c b֓nh mӴn t²nh ĽҼ֯c quӶn lĨ t֝t nhӸt tӴi Vi֓t Nam.  

  



Asthma - COPD Management 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 standard spirometry 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, district clinics é Anyway, there are many unmet needs in term of 

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 there are not 

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 of care is not met peopleôs 

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 regulation that 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 respiratory infection 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 professional 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 is strong 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. 



 



  



 

HԄ thԉng phân phԉƛ ƴƛŎƻǘƛƴŜ ŚƛԄn t֒ . 

Stephen Kantrow, M.D. 

 

C§c h֓ th֝ng ph©n ph֝i nicotine Ľi֓n tֹ (ENDS) ban ĽӺu ĽҼ֯c ph§t triԜn ĽԜ giӶm g§nh nԊng 

nԊng nԚ cֳa vi֓c Ľ֝t l§ thu֝c l§ Ľ֝i v֧i sֵc kh֛e. Tuy nhi°n, c· nhֻng lo ngӴi vԚ vi֓c li֓u c§c 

thiԒt b֗ n¨y c· thԜ gi¼p cai thu֝c l§ v¨ vԚ Ľ֥c t²nh cֳa c§c h·a chӸt ĽҼ֯c ĽҼa v¨o ph֡i. Dֻ li֓u 

m֧i vԚ vi֓c sֹ dֱng trong cai thu֝c l§ c· sԈn. Sֽ ph§t triԜn nhanh ch·ng cֳa ENDS Ľ« dӾn ĽԒn 

vi֓c ph§t h¨nh c§c thiԒt b֗ chҼa ĽҼ֯c thֹ nghi֓m tr°n th֗ trҼ֩ng. Ch¼ng t¹i sԐ thӶo luԀn vԚ trӶi 

nghi֓m v֧i ENDS ֫ c§c qu֝c gia sֹ dֱng cao bao g֟m Hoa KȢ v¨ VҼҺng qu֝c Anh v¨ xem x®t 

c§c m֝i nguy hiԜm cȈng nhҼ l֯i ²ch tiԚm nŁng cֳa c§c thiԒt b֗ m֧i n¨y. 

Electronic nicotine delivery systems.  

Stephen Kantrow, M.D. 

 

Electronic nicotine delivery systems (ENDS) were initially developed to decrease the heavy 

burden of tobacco leaf combustion on health. However, 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 smoking cessation are available. The rapid evolution of ENDS has led to 

release of untested devices on the market. We will discuss the experience with ENDS in high use 

countries including the US and UK, and review dangers and potential benefits of these new 

devices. 

  



Sàng lԇŎ ǳƴƎ ǘƘԜ ǇƘԋi 

Stephen Kantrow, M.D. 

 

S¨ng l֙c ung thҼ ph֡i d֑ b֗ sai l֓ch quan tr֙ng c· thԜ khԂc phֱc bԄng thiԒt kԒ nghi°n cֵu. 

Ch¼ng t¹i sԐ xem x®t kԒt quӶ cֳa Thֹ nghi֓m s¨ng l֙c ph֡i qu֝c gia l֧n ֫ M׃, trong Ľ· ch¼ Ĩ 

ĽԒn c§c hi֓u ֵng s¨ng l֙c theo loӴi tԒ b¨o. TiԒp theo, ch¼ng t¹i sԐ xem x®t c§c nguy°n tԂc Ľ§nh 

gi§ rֳi ro v¨ thuԀt to§n chӼn Ľo§n dֽa tr°n CT (LUNG-RADS) Ľ֝i v֧i c§c n֝t ĽӴc v¨ k²nh m֩, 

bao g֟m cӶ vi֓c §p dֱng qu®t PET / CT ֫ nhֻng b֓nh nh©n n¨y. Cu֝i c½ng, ch¼ng t¹i sԐ xem 

x®t c§c th¨nh t֝ ch²nh cֳa s¨ng l֙c ung thҼ ph֡i th¨nh c¹ng v¨ xem x®t d֗ch t֑ h֙c ung thҼ ph֡i 

֫ c§c qu֝c gia kh§c nhau c· thԜ Ӷnh hҼ֫ng ĽԒn kԒt quӶ nhҼ thԒ n¨o. 

 

 

Lung Cancer Screening 

Stephen Kantrow, M.D. 

 

Screening for lung cancer is susceptible to important 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 type. Next we will review principles of CT based risk 

assessment and diagnostic algorithms (Lung-RADS) for solid and ground glass nodules, 

including the application of PET/CT scanning in these patients. Finally, we will review key 

elements of successful lung cancer screening and consider how lung cancer epidemiology in 

different countries may affect the results. 

  



Tác Nhân Vi Sinh Gây Nhiԃm Trùng Hô HӳǇ 5Ԝԏi CԍƴƎ 7Ԋng Cӳp Tính 

Không Nhӷp ViԄn - KԀt QuӲ T֑  Nghiên Cԝu Eacri 

P.H.Vân1,7*, N.V.Thành2, T.V.Ngγc3, N.ņ.Duy4, L.T.T.Huong5, C.T.M.Thúy6, L.T.K.ThΆo1, 
N.T.H.ThΆo1, P.T.H̿̽ng8, P.Q.Camelia9, P.T.S̽n9 

 

Tóm tԂt 

ņΊt vͫ n ĽΖ: Hi n֓ nay trong nҼc֧ chҼa c· d ֻli u֓ vԚ ph֡  tác nhân vi sinh gây nhi֑m trùng hô hӸp 

dҼ֧i c n֥g Ľn֟g không phӶi nhԀp vi n֓ v³ Ľ©y l¨ c§c Ľi֝ tҼn֯g không có ch֕ Ľ֗nh làm xét nghi֓m 

vi sinh, trong khi Ľ· d ֻli u֓ nhҼ vԀy lӴi rӸt cӺn thiԒt ĽԜ gi¼p c§c b§c sǫ cho ch ֕Ľ֗nh ĽiԚu tr֗  kháng 

sinh. 

Mλc tiêu nghiên cοu: Sֹ  d nֱg phҼҺng ph§p nu¹i cӸy và real-time PCR ĽԜ phát hi֓ n các tác nhân 

vi sinh gây b֓nh có trong mӾu Ľ¨m tin cԀy lӸy t  ַcác b֓nh nh©n ĽҼc֯ lâm sàng chӼn Ľo§n nhim֑ 

trùng hô hӸp dҼi֧ cӸp tính không cӺn nhԀp vi n֓. 

ņΧi t̯ιng v¨ ph̯̭ng ph§p: ņ©y l¨ nghi°n cuֵ tiԒn cֵ u mô tӶ cԂt ngang thֽc hi֓ n Ľa trung t©m 

v i֧ sֽ  tham gia cֳa 4 trung tâm lâm sàng và 1 phòng thí nghim֓ trung t©m. ņi֝ tҼn֯g nghiên cֵu 

là các b n֓h nhân tַ  16 tu֡ i tr  ֫l°n ĽҼc֯ lâm sàng chӼn Ľo§n l¨ nhim֑ trùng hô hӸp dҼi֧ cӸp tính 

không cӺn thiԒt phӶi nhԀp vi n֓ v¨ c· Ľ ֳcác tiêu chuӼn ĽҼa v¨o cȈng nhҼ Ľn֟g ý tham gia nghiên 

c uֵ. MӾu b֓ nh phӼm ĽҼc֯ làm xét nghi֓m là mӾu Ľ¨m v¨ phҼҺng ph§p x®t nghi m֓ là nuôi cӸy và 

real-time PCR ĽԜ phát hi֓ n các tác nhân vi sinh gây b֓nh. Ngoài ra mӼu qu֓ t mȈi sau cȈng ĽҼc֯ 

lӸy ĽԜ làm xét nghi֓m real-time PCR phát hi֓n tác nhân virus. Các tác nhân vi khuӼn phân lԀp 

ĽҼ֯c cȈng ĽҼc֯ l¨m kh§ng sinh Ľ ֟tìm MIC bԄng phҼҺng ph§p vi pha lo«ng theo chuԜn mֽ c CLSI 

2018. 

KΔt qu  ͩvà bàn luͻn: Trong th֩ i gian tַ  1/2017 ĽԒn 7/2018 Ľ« c· 232 mӾu Ľ¨m lӸy t  ַ232 b֓ nh 

nh©n ĽҼc֯ khӶo sát. Ph֝i h p֯ cӶ hai kԒt quӶ nuôi cӸy và real-time PCR th³ c· ĽԒn 218 (94%) 

trҼn֩g h֯ p phát hi֓n ĽҼc֯ tác nhân vi sinh gây b֓nh trong Ľ· ph§t hin֓ ĽҺn t§c nh©n l¨ 41 trҼn֩g 

h p֯ (17.8%) v֧ i H. influenzae chiԒm Ľa s ֝là 18 (7.8%) và S. pneumoniae là 12 (5.2%) và phát 

hi n֓ Ľa t§c nh©n trong 177 trҼn֩g h֯ p chiԒm tׁ  l  ֓76.3% v֧ i Ľa s ֝là có hi֓ n di֓ n S. pneumoniae 

và hay H. influenzae hoԊc là ph֝ i h p֯ v֧ i nhau hoԊc là ph֝ i h p֯ v֧ i tác nhân khác. KԒt quӶ cȈng 

cho thӸy có m֥ t t  ׁl  ֓Ľ§ng kԜ phát hi֓n ĽҼc֯ tác nhân virus (22.7%) và tác nhân vi khuӼn không 

ĽiԜn h³nh (10.8%) nhҼng thҼn֩g là ph֝ i h p֯ v֧ i tác nhân khác chֵ rӸt ²t khi l¨ ĽҺn t§c nh©n. KԒt 

quӶ nghiên cֵu cȈng cho Ľ§nh gi§ ĽҼc֯ hi֓ u quӶ c aֳ phҼҺng ph§p nu¹i cӸy v¨ phҼҺng ph§p vi 

sinh trong phát hi֓n các tác nhân vi sinh gây b֓nh. T³nh h³nh ĽԚ kháng các kháng sinh cֳa 148 

chֳ ng H. influenzae, 68 chֳ ng S. pneumoniae, và 22 chֳng K. pneumoniae phân lԀp ĽҼc֯ trong 

nuôi cӸy cȈng ĽҼc֯ ghi nhԀn và phân tích. 

KΔt luͻn: ņ©y l¨ nghi°n cuֵ ĽӺu tiên áp dֱng phҼҺng ph§p nu¹i cӸy và real-time PCR trong phát 

hi n֓ các tác nhân vi sinh gây b֓nh nhi֑ m trùng hô hӸp dҼi֧ cӸp tính c֥ ng Ľn֟g. KԒt quӶ này là 

m t֥ Ľ·ng g·p rӸt cӺn thiԒt ĽԜ các nhà lâm sàng có thԜ sֹ  d nֱg trong ch֕ Ľ֗nh kh§ng sinh ĽiԚu tr֗  

v¨ Ľn֟g th֩ i cȈng l¨ bԄng chֵ ng giúp xây dֽng c§c ph§t Ľ ֟kh§ng sinh ĽiԚu tr֗ . 

                                                           
1Phòng xét nghi m˂ công ty Nam Khoa, 2HΧi Lao và B n˂h PhΣi Vi t˂ Nam, 3Khoa Hô H ʠp BV. Ch α Rʦy, 4Khoa Hô H ʠp 
BV. Phʜm NgΚc Thʜch, 5Khoa Hô H ʠp BV. Nh©n D©n Gia ņn̂h, 6Khoa Hô H ʠp BV. ņa Khoa Trung ʆʅng Cʢn Thʅ, 7ņʜi 
HΚc Phan Châu Trinh, 8ņʜi HΚc Y Khoa Ph ʜm Ng Κc Thʜch, 9ņʜi HΚc Sydney, *Ch û tr ách nhi m˂ chính  



Microbial pathogens causing acute lower respiratory infections in out 

patients. The results from eacri study 

P.H.Vân2,7*, N.V.Thành2, T.V.Ngγc3, N.ņ.Duy4, L.T.T.Huong5, C.T.M.Thúy6, L.T.K.ThΆo1, 
N.T.H.ThΆo1, P.T.H̿̽ng8, P.Q.Camelia9, P.T.S̽n9 

Abstract  

Background: There are currently no data available on microbiological pathogens causing acute 

lower respiratory infections in out-patients 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 real-time 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 out-patients. 

Objectives and methods: This is a cross-sectional, 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 required to be 

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 culture and real-time PCR for 

the detection of pathogenic micro-organisms. In addition, post-nasal swab are also collected for 

real-time PCR detection of the virus. The isolates from culture were carried-out the antibiotic 

susceptibility testing using microdilution method to detect the MIC according to CLSI 2018. 

Results and discussions: In the period from 1/2017 to 7/2018, 232 samples were obtained from 

232 patients. Combining both culture and real-time PCR results, microbial pathogens were 

detected from 218 (94%) cases, with 41 (18.7%) were mono-pathogens in which S. pneumoniae 

was detected in 12 (5.2%) and H. influenzae in 18 (7.8%) case, multi-pathogen were detected in 

177 (76.3%) cases, with the majority were S. pneumoniae combined with H. influenzae and/or 

combined with other pathogens, S.pnemoniae combined with other pathogens, and H. influenzae 

combine with other pathogens. The results also show that a significant percentage of viral 

pathogens (22.7%) and atypical bacteria (10.8%) were detected but were usually associated with 

other pathogens and rarely as single agents. The results of the study also evaluated the effectiveness 

of culture methods and real-time PCR in the detection of microbial pathogens. The results of the 

MIC of different antibiotic to 148 H. influenzae strains, 68 S. pneumoniae strains, and 22 K. 

pneumoniae strains isolated from culture were also reported. 

Conclusions: This is the first study to apply culture and real-time PCR in the detection of microbial 

pathogens that cause acute lower respiratory infections out-patients. 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 of AMX/SBT therapy on out-patient with Community-acquired 

LRTI

                                                           
2Phòng xét nghi m˂ công ty Nam Khoa, 2HΧi Lao và B n˂h PhΣi Vi t˂ Nam, 3Khoa Hô H ʠp BV. Ch α Rʦy, 4Khoa Hô H ʠp 
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·łŎ 7Ԇnh Tác Nhân Vi Sinh Gây BԄnh Và Nhӷn Xét HiԄu QuӲ 7ƛԁu TrԆ Ngoӱi 

Trú Cԛa Amoxicillin/Sulbactam (Bactamox 1g) Trên BԄnh Nhân Nhiԃm 

Khuӵn Hô HӳǇ 5Ԝԏi Cӳp Tính CԍƴƎ 7Ԋng 

PGS.TS.BS ņinh Ngγc SϞ (1), TS.BS NguyΫn VŁn Th¨nh (1), (2), TS.BS Ph΄m H½ng V©n (3), 

PGS.TS.BS TrΊn VŁn Ngγc (4), BSCK II NguyΫn ņ³nh Duy (5), TS.BS L° Thα Thu H̿̽ng (6), 

ThS.BS Cao Thα MϞ Th¼y(7).  

 

ņԊt vӸn ĽԚ:  

Nhi֑m tr½ng h¹ hӸp dҼ֧i cӸp t²nh l¨ vӸn ĽԚ sֵc kh֛e c֥ng Ľ֟ng c· t²nh to¨n cӺu. G§nh nԊng b֓nh 

tԀt do nh·m b֓nh lĨ n¨y (kh¹ng kԜ lao) g©y ra l֧n hҺn HIV, s֝t r®t, ung thҼ hay sֽ c֝ tim. TiԒp 

nhԀn v¨ xֹ tr² NKHHD l¨ c¹ng vi֓c ph֡ biԒn h¨ng ng¨y cֳa y tԒ cҺ s֫ v¨ xֹ tr² chֳ yԒu l¨ sֹ 

dֱng kh§ng sinh ĽԜ giӶi quyԒt nhi֑m khuӼn. CҺ s֫ ĽԜ x©y dֽng hҼ֧ng dӾn sֹ dֱng kh§ng sinh 

h֯p lĨ l¨ dֽa tr°n m¹ h³nh nhi֑m khuӼn v¨ kh§ng thu֝c cֳa tַng v½ng, tַng Ľ֗a phҼҺng. 

 Kh§ng sinh dӴng kԒt h֯p beta-lactam/kháng beta-lactamase, th² dֱ nhҼ amoxicillin/sulbactam 

(AMX/SBT), c· hoӴt t²nh tr°n cӶ vi khuӼn tӴo v¨ kh¹ng tӴo beta-lactamase. KԒt h֯p n¨y c· t§c 

dֱng tr°n cӶ vi khuӼn Gram(+) kh¹ng ngu֟n g֝c nhi֑m khuӼn b֓nh vi֓n (nhҼ S.pneumoniae, 

S.pyogenes, S.aureus) và tr°n cӶ Gram(-) kh¹ng ngu֟n g֝c nhi֑m khuӼn b֓nh vi֓n (nhҼ 

H.influenzae, E.coli và K.pneumoniae). Do c· hoӴt t²nh tr°n ph֡ vi khuӼn g©y b֓nh nhҼ vԀy, 

AMX/SBT Ľ« ĽҼ֯c ch֕ Ľ֗nh trong nhiԚu b֓nh lĨ nhi֑m khuӼn h¹ hӸp.  

M cֱ tiêu:  

 - NhԀn xét hi֓ u quӶ l©m s¨ng, t²nh an to¨n ĽiԚu tr֗  kháng sinh NKHHD c n֥g Ľn֟g không nhԀp 

vi n֓ bԄng AMX/SBT.  

 - X§c Ľn֗h tׁ  l  ֓nhi֑ m cֳ a các tác nhân vi sinh gây b֓nh trên NTHHD cӸp tính c֥ ng Ľn֟g.  

PhҼҺng ph§p nghi°n cuֵ:  

Nghiên cֵ u tiԒn cֵ u, mô tӶ, Ľa trung t©m (gm֟: Phòng khám BV PhӴm Ng֙ c ThӴch, Phòng khám 

Hô hӸp BV ND Gia Ľn֗h, Phòng khám Ng֙c Minh - tp H  ֟Chí Minh, Phòng khám Hô hӸp BV 

ņKTW CӺn ThҺ). X®t nghim֓ vi sinh thֽ c hi֓ n tӴi Phòng xét nghi֓m vi sinh, CT Nam Khoa 

Biotek- tp H  ֟Chí Minh. 

 S֝  b n֓h nhân: Nghiên cֵu cӺn có ít nhӸt là 100 b֓nh nhân phân lԀp ĽҼc֯ tác nhân vi sinh gây 

b n֓h và ít nhӸt 150 b֓nh nh©n ĽҼc֯ thֽ c hi֓ n xét nghi֓m vi sinh.  

 

KԒt quӶ và bàn luԀn: 



T n֡g s֝  b n֓h nhân sau sàng l֙c ĽҼc֯ chӼn Ľo§n nhim֑ trùng hô hӸp cӸp t²nh l¨ 236, trong Ľ· c· 

142 b֓ nh phӼm Ľֳ ĽiԚu ki n֓ ph©n t²ch ĽԊc ĽiԜm vi sinh bԄng xét nghi֓m qPCR, 144 b֓nh phӼm 

c· Ľ ֳĽiԚu ki n֓ ph©n t²ch ĽԊc ĽiԜm vi sinh bԄng nuôi cӸy và 160 b֓nh nhân chӼn Ľo§n nhim֑ khuӼn 

hô hӸp cӺn ĽiԚu tr֗  kháng sinh nghiên cֵu, c· Ľ ֳĽiԚu ki n֓ phân tích lâm sàng và hi֓u quӶ ĽiԚu tr֗ .  

 Trên 160 b֓nh nhân vào phân tích lâm sàng và hiu֓ quӶ ĽiԚu tr֗ , gi֧ i nam là 52.5% và gi֧i n  ֻlà 

47.5%. Tu֡ i trung bình là 58°17. B֓ nh nh©n ĽҼc֯ chia thành ba nhóm b֓nh ĽԜ phân tích, g֟m: 

Viêm phԒ quӶn cӸp, Viêm ph֡i v¨ ņt֯ nhi֑ m khuӼn cӸp trên b֓nh nhân có b֓nh ph֡ i mӴn tính.  

KΔt quͩ  Ľ§nh gi§ ε l nͭ visit 1:  

160 b֓ nh nhân visit 1 là nhֻng trҼn֩g h֯ p Ľ« un֝g thu֝ c 3 ngày. Tׁ l  ֓chung kh֛ i là 3.7%, cӶi 

thi n֓ 88.1%, không cӶi thi n֓ 8.2%. Không có sֽ khác bi֓t c· Ĩ nghǫa giaֻ các nhóm b֓nh. CRP 

giӶm nhanh hҺn c· Ĩ nghǫa  ֫nhóm b֓nh nhân Viêm phԒ quӶn cӸp so v֧ i nhóm Viêm ph֡i v¨ ņt֯ 

nhi֑ m khuӼn cӸp b֓ nh ph֡ i mӴn tính. Tác dֱng phֱ  do sֹ  d nֱg thu֝ c c· 1 trҼn֩g h֯ p,  ֫m cֵ 

trung bình, tׁ  l  ֓0,6%.  

KΔt quͩ  Ľ§nh gi§ ε l nͭ visit 2:  

140 b֓ nh nhân visit 2 là nhֻng trҼn֩g h֯ p Ľ« un֝g thu֝ c 5-8 ngày. Tׁ  l  ֓chung kh i֛ 53.6%, cӶi 

thi n֓ 43.6%, không cӶi thi n֓ 2.8%. Không có sֽ khác bi֓t c· Ĩ nghǫa giaֻ các nhóm b֓nh. CRP 

giӶm nhҼng kh¹ng c· s ֽkhác bi֓ t gi aֻ ba nhóm b֓nh. Tác dֱng phֱ  do sֹ  d nֱg thu֝ c c· 2 trҼn֩g 

h p֯, ֫  m cֵ trung bình, tׁ l  ֓0,7%.  

 KԒt quӶ vi sinh qPCR trên 160 b֓nh nh©n Ľ ֳĽiԚu ki n֓ ph©n t²ch l©m s¨ng v¨ ĽiԚu tr֗ : Có 32 (20%) 

b n֓h nhân không lӸy ĽҼc֯ b֓ nh phӼm và 12 (7.5%) b֓nh nhân xét nghi֓m âm tính. Virus gây b֓nh 

ĽҺn Ľc֥ ch֕ chiԒm 3.1%, còn lӴi là do vi khuӼn gây b֓nh. Vi khuӼn gây b֓nh c֥ ng Ľn֟g ĽҺn Ľc֥ 

là 20.6%, vi khuӼn gây b֓nh b֓ nh vi֓ n ĽҺn Ľc֥ l¨ 3.1%. C§c trҼn֩g h֯ p còn lӴi là ph֝ i h p֯, trong 

Ľ· phi֝ h p֯ nhiԚu loӴi vi khuӼn c֥ ng Ľn֟g chiԒm 34%, vi khuӼn c֥ ng Ľn֟g kԒt h֯ p vi khuӼn b֓ nh 

vi n֓ 14.1%. Tׁ  l  ֓nhi֑ m vi khuӼn b֓ nh vi֓ n không khác nhau giֻ a các nhóm b֓nh (p=0.54%).  

 KԒt h p֯ nhi֑ m khuӼn b֓ nh vi֓ n làm giӶm t֝ c Ľ֥ cӶi thi n֓ tri u֓ chֵ ng và kh֛ i b n֓h c· Ĩ nghǫa 

(p=0.02). 

KΔt quͩ  vi sinh trên m͵u bΜnh phͯ m Ľ̯ιc yêu cͭu xét nghiΜm:  

Có 157 mӾu b֓ nh phӼm ĽҼc֯ yêu cӺu xét nghi֓m. KԒt h p֯ kԒt quӶ nuôi cӸy và kԒt quӶ qPCR 

(real-time PCR) x§c Ľn֗h ĽҼc֯ t§c nh©n vi sinh trong 144 trҼn֩g h֯ p chiԒm tׁ  l  ֓91.7%. Phát hi֓n 

ĽҺn t§c nh©n l¨ 24 trҼn֩g h֯ p (15.3%) v֧ i S.pneumoniae chiԒm Ľa s ֝là 11 (7.0%) và H.influenzae 

là 9 (5.7%).  

 ņa t§c nh©n ph§t hin֓ ĽҼc֯ trong 120 trҼn֩g h֯ p chiԒm tׁ  l  ֓ 76.4% trong Ľ· gm֟ cӶ 

S.pneumoniae và H.influenzae l¨ 85 trҼn֩g h֯ p (54.1%) trong Ľ· c· 40 (25.5%) kh¹ng Ľi k¯m c§c 

t§c nh©n kh§c, v¨ 45 (28.7%) Ľi k¯m c§c t§c nh©n kh§c nhҼ virus, t§c nh©n cn֥g Ľn֟g khác, vi 

nӸm, tác nhân b֓nh vi֓ n. Ch֕ c· 6 trҼn֩g h֯ p phát hi֓n tác nhân gây b֓nh không phӶi là 



S.pneumoniae hay H.influenzae, chiԒm tׁ  l  ֓3.8%. PhҼҺng ph§p qPCR ph§t hin֓ ĽҼc֯ tác nhân vi 

sinh gây b֓nh ֫  90.4% c§c trҼn֩g h֯ p trong khi nu֝i cӸy phát hi֓n ĽҼc֯ 75.2%. 

KԒt luԀn: 

Amox/Sul ĽiԚu tr֗  NKHHD c n֥g Ľn֟g có hi֓ u quӶ rӸt cao, 97.2%. Hi֓u quӶ ĽiԚu tr֗  thԜ hi n֓ bԄng 

ghi nhԀn lâm sàng và giӶm giá tr֗ CRP cho thӸy viêm phԒ quӶn cӸp Ľ§p nֵg t֝ t nhӸt, sau Ľ· l¨ 

viêm ph֡ i c n֥g Ľn֟g v¨ Ľt֯ cӸp b֓ nh ph֡ i mӴn tính. Th֩ i gian ĽiԚu tr֗  chung khoӶng 7 ngày. Tׁ 

l  ֓có tác dֱng phֱ  trong nghiên cֵu là rӸt thӸp, 0.6% sau 3 ngày u֝ng và 0.7% sau 3-5 ngày u֝ng. 

Kh¹ng c· trҼn֩g h֯ p nào phӶi ngҼng thuc֝ và loӴi kh i֛ nghiên cֵ u.  

 KԒt quӶ vi sinh trên các mӾu b֓ nh phӼm có yêu cӺu xét nghi֓ m có ph֡  gây b֓ nh ph֡  biԒn nhӸt là 

S.pneumoniae, tiԒp theo là H.influenzae và M.catarrhalis. T§c nh©n virus ĽҼc֯ phát hi֓n v֧ i t  ׁl  ֓

khá cao mà ph֡ biԒn là Rhinovirus. Tác nhân vi khuӼn kh¹ng ĽiԜn h³nh ĽҼc֯ phát hi֓n ĽҼc֯ là 

M.pneumoniae nhҼng ch ֕  ֫t  ׁl  ֓khá thӸp. Các tác nhân vi khuӼn b֓ nh vi֓ n chiԒm tׁ  l  ֓thӸp. ņa 

s֝  c§c trҼn֩g h֯ p là có sֽ  ph֝ i h p֯ nhiԚu t§c nh©n, trong Ľ· cao nhӸt là ph֝ i h p֯ S.pneumoniae 

v i֧ H.influenzae. 

  



Identification Of Pathogenic Microorganisms And Outpatient Treatment 

Assessement Of Moxicillin/Sulbactam (Bactamox 1g) In Patients With 

Acute Respiratory Tract Infections 

PGS.TS.BS ņinh Ngγc SϞ (1), TS.BS NguyΫn VŁn Th¨nh (1), (2), TS.BS Ph΄m H½ng V©n (3), 

PGS.TS.BS TrΊn VŁn Ngγc (4), BSCK II NguyΫn ņ³nh Duy (5), TS.BS L° Thα Thu H̿̽ng (6), 

ThS.BS Cao Thα MϞ Th¼y(7).  

 

Introduction:  

Acute lower respiratory bacterial fections (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 managing ALRBI is 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 infection spectrum and resistance patterns in each 

region and locality.  

 Antibiotic beta-lactam/beta-lactamase inhibitors, such as amoxicillin/sulbactam (AMX/SBT), are 

active on both bacteria beta-lactamase-producing or not. This combination has effects on both non-

hospital-pathogenic Gram-positive bacteria (such as S.pneumoniae, S.pyogenes, S. aureus) and on 

non-hospital pathogenic Gram-negative bacteria (such as H.influenzae, E.coli and K.pneumoniae). 

Due to its activity on such pathogenic bacteria spectrum, AMX/SBT has been recommended in 

many respiratory infections. 

The aim: 

- Assessing clinical efficacy, safety of antibiotic treatment in non-hospitalized patients with 

ALRBI by AMX/SBT.  

- Determining the prevalence of pathogenic microorganisms on community-based ALRBI. 

Methods:  

Prospective designe with participation of multi-centers (including Pham Ngoc Thach hospital, 

Nhan Dan Gia Dinh hospital, Ngoc Minh Clinic, General National hospital of Can Tho). 

Microbiological tests performed at the Microbiological 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:  

The total number of post-screening 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 with ALRBI 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 average age is 58°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 been taking 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 compared with Pneumonia and Chronic lung disease. The side-effects 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 drugs 5-8 days. Overall rates are 53.6% 

of well recovery, 43.6% of improvement, 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 side-effects at average level from drug use were 0.7%. 

 Results of microbiological qPCR 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 community pathogenic 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 prevalence 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 on specimens required for testing: 157 specimens were required for 

testing. Combination of culture results and real-time PCR results identified microbial pathogens 

in 144 cases, 91.7%. Single agent (24.3%) with majority were S.pneumoniae 11 (7.0%) and 

H.influenzae 9 (5.7%). 120 (76.4%) specimens were detected with combined pathogens including 

S.pneumoniae and H.influenzae in 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 community or hospital 

agents. Only 6 cases were found to be non S. pneumoniae or H.influenzae, accounting for 3.8%. 

The qPCR method detected microbial pathogens in 90.4% of cases while the culture revealed 

75.2%. 

Conclusion: 

Amox/Sul treatment for ALRBI has a high efficiency, 97,2%. The effect values based on clinical 

and the CRP value improving showed the best in acute Bronchitis group, after that is in the 



Community-acquired pneumonia group and Acute exacerbaton of chronic lung diseases. General 

average time of tretment is 7 days. The rate of the side-effect of the research is very low, 0.6% 

after 3 days and 0.7% after 3-5 days. No case must be stopped drug use and excluded from research.  

 The first common spectrum of results on the specimens required to microbial test is S.pneumoniae, 

next as H.influenzae and M.catarrhalis. Viral agents has been rather high rate of wich the most 

common is Rhinovirus. The detected atypical pathogens is M.pneumoniae but at low rate. The 

hospital pathogens account for low rate. The majority of case had combined pathogens in this 

S.pneumoniae ans H.influenzae is the first common combination.  

 

(1) TT ņ¨o tӴo v¨ NCKH VATLD, (2) VŁn ph¸ng VATLD tӴi CӺn ThҺ, (3) Công ty Nam Khoa 

Biotek, (4) PK Ng֙c Minh, (5) BV PhӴm Ng֙c ThӴch, (6) BV ND Gia ņ֗nh, (7) BV ņKTW CӺn ThҺ  



Viêm Phԋi LiԀƴ vǳŀƴ 7Ԁƴ /ƘŇƳ {ƽŎ ¸ ¢Ԁ - Nên Gi֓  Hay BԈ 

 TrΊn VŁn Ngγc(*) 

Theo Guideline ATS-IDSA 2005, VPCSYT là nhֻng trҼn֩g h֯ p có yԒu t֝  nguy cҺ nhim֑ vi 

khuӼn Ľa thuc֝ nên phӶi d aֽ trên phác Ľ֟ ĽiԚu tr֗  theo nh·m c· nguy cҺ Ľa kh§ng kh§ng sinh 

nhҼ vi°m phi֡ b n֓h vi֓ n. Tuy nhiên vi֓ c áp dֱ ng guideline ATS-IDSA 2005 cho VPCSYT 

nhҼ vԀy Ľ« dӾn ĽԒn lӴm dֱ ng kháng sinh ph֡ r n֥g vì không phӶi tӸt cӶ VPCSYT ĽԚu do vi 

khuӼn kháng thu֝c. 

Guideline ATS-IDSA 2016 kh¹ng ĽҼa VPCSYT v¨o guideline ĽiԚu tr֗  chung v֧ i VPBV và 

VPTM n aֻ ĽԜ tránh sֹ  d nֱg kháng sinh không thích h֯p. 

Do Ľ·, nhnֻg b֓ nh nhân viêm ph֡i ngoài b֓ nh vi֓ n cӺn phân loӴi VPCņ hay VPCSYT v¨ 

nhֻ ng b֓ nh nhân VPCSYT cӺn xem xét mֵc Ľ֥ b n֓h và có yԒu t֝  nguy cҺ nhim֑ VK kháng 

thu֝ c không (dùng kháng sinh TM trong 180 ngày qua, nԄm vi n֓ tַ  2 ngày tr֫  Ľi trong 90 

ngày qua, suy giӶm mi֑ n d֗ ch, ĽiԜm chֵ c nŁng Barthel index k®m < 50 Ľ). NԒu BN không 

nԊng nhҼng c· t ַ2 YT nguy cҺ hoԊc BN nԊng có tַ  1 YTNC nhi֑ m VK kháng thu֝c thì nên 

ĽiԚu tr֗  hҼ֧ng t֧ i VK Ľa kh§ng.  

SҺ Ľ ֟(cu֝ i trang): ChiԒn lҼc֯ m֧ i cho VPCSYT: nghiên cֵu Ľo¨n h ֓tiԒn cֵ u 2 nŁm, sֹ  

d nֱg YTNC VK Ľa kh§ng ĽԜ ch֙ n l aֽ kháng sinh ban ĽӺu theo kinh nghi֓m. [ Takaya 

Maruyama et al. Clinical Infectious Diseases 2013 (23) ]. 

  



Healthcare Associated Pneumonia ς Preserve Or Discard 

 TrΊn VŁn Ngγc(*) 

Treatment of HCAP was similar to HAP due to MDRA according to the guideline ATS-IDSA 

2005. However, applying the guideline ATS-IDSA 2005 in the practice led to abusing the 

large spectrum antibiotics in the treatment of HCAP, because the causing pathogens of 

pneumonia was not always due to MDR. That was the reason why the HCAP was not presented 

in the guideline ATS_IDSA 2016 for HAP and VAP any more to avoid using 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 pathogens on 

these patients (antibiotic therapy in the past 180 days, poor functional status (Barthel Index < 

50), immunosuppression, hospitalization for > 2 days in the past 90 days).  

severe HCAP patients with one risk fator of MDR or who, classified not severe HCAP and 

had more than one risk factor of MDR, is need to be treated similar to HAP due to MDR 

pathogens.  

T  ַviԒt tԂt:  

- VPCSYT ï viêm ph֡ i li°n quan ĽԒn chŁm s·c y tԒ 

- MDRA: multidrug resistant agents 

- HCAP: healtcare associated pneumonia 

- HAP: hospital acquired pneumonia 

 

[ Takaya Maruyama et al. Clinical Infectious Diseases 2013 (23) ]. 



 





  



aƾ ƘƜƴƘ ǘƛşƴ ƭԜԓng t֒  vong bԄnh lý nԍi khoa tӱi khoa cӳp cԝu 

Hà TΈn ņϐc 1,2, ņΜng Quang Tâm1, TrΊn VŁn Ngγc3, Ph ḿ Thα Ngγc ThΆo4,5, NguyΫn ņ³nh 

Nguyên6, NguyΫn VŁn TuΈn6,7,8,9  

Tóm tԂt 

M cֱ tiêu chính cֳa nghiên cֵu là xây dֽ ng và thӼm Ľ֗nh m¹ h³nh ti°n lҼn֯g nguy cҺ t ֹvong ֫  

b n֓h nhân n֥i khoa tӴi khoa cӸp cֵ u. Nghiên cֵu thu thԀp 1765 b֓nh nh©n trong giai ĽoӴn xây 

d nֽg mô hình và 1728 b֓nh nhân ֫  giai ĽoӴn thӼm Ľ֗nh mô hình. KԒt cֱ c quan tâm là tֹ vong 

trong vòng 30 ngày kԜ t  ַngày nhԀp vi n֓. Các yԒu t֝  nguy cҺ tiԚm nŁng bao gm֟ ĽԊc ĽiԜm lâm 

sàng, dӸu hi֓ u sinh t֟ n, và các xét nghi֓m thҼn֩g quy. M¹ h³nh ti°n lҼn֯g t֝ i Ҽu ĽҼc֯ ch֙ n l aֽ 

bԄng phҼҺng ph§p Bayesian Model Averaging. C§c yԒu t֝  nguy cҺ Ľc֥ lԀp cֳ a tֹ  vong ĽҼc֯ phân 

tích bԄng phҼҺng ph§p hi֟ quy Cox. Trong giai ĽoӴn xây dֽ ng mô hình, tӺn suӸt t  ֹvong 30 ngày 

là 9.8%, và các yԒu t֝  l¨ nguy cҺ Ľc֥ lԀp cֳ a t  ֹvong bao g֟m: Gi֧ i nam, tŁng nhp֗ th֫  và urea 

huyԒt thanh, giӶm bão hòa oxy ngoӴi biên và albumin huyԒt thanh, giӶm ĽiԜm Glasgow, ngày kh֫i 

phát b֓ nh kéo dài, và b֓nh có ch֕ Ľ֗nh ĽiԚu tr֗  tӴi khoa h֟ i sֵ c cӸp cֵ u. Di֓ n t²ch dҼi֧ ĽҼn֩g 

cong ROC khi xây dֽng mô hình là 0.871 (KTC95%: 0.844-0.898), và khi thӼm Ľ֗nh mô hình là 

0.783 (KTC95%: 0.743-0.823). Phân tích khӶ nŁng hiu֓ chuӼn cho thӸy có sֽ  tҼҺng quan tt֝ gi aֻ 

nguy cҺ t ֹvong ti°n lҼn֯g v¨ nguy cҺ t ֹvong quan sát khi thӼm Ľ֗nh mô hình. Nghiên cֵu cֳ a 

chúng tôi cho thӸy nguy cҺ t ֹvong ֫  b n֓h nhân n֥i khoa cӸp cֵ u có thԜ ĽҼ֯c ti°n lҼn֯g bԄng 

cách sֹ  d nֱg các dӸu hi֓ u lâm sàng và xét nghi֓m thҼn֩g quy. 

T  ַkhóa: khoa cӸp cֵ u, m¹ h³nh ti°n lҼn֯g, b֓ nh nԊng, dӸu hi֓ u sinh t֟ n. 

 

Development and validation of a prognostic model for predicting 30-day 

mortality risk in medical patients in emergency department (ED) 

Hà TΈn ņϐc 1,2, ņΜng Quang Tâm1, TrΊn VŁn Ngγc3, Ph ḿ Thα Ngγc ThΆo4,5, NguyΫn ņ³nh 

Nguyên6, NguyΫn VŁn TuΈn6,7,8,9  

 

Abstract 



The primary aim of this prospective study is to develop and validate a new prognostic model for 

predicting the risk of mortality in Emergency Department (ED) patients. The study involved 1765 

patients in the development cohort and 1728 in the validation cohort. The main outcome was 

mortality up to 30 days after admission. Potential risk factors included clinical characteristics, vital 

signs, and routine haematological and biochemistry tests. The Bayesian Model Averaging method 

within the Coxôs regression model was used to identify independent risk factors for mortality. In 

the development cohort, the incidence of 30-day 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 area under the receiver operating 

characteristic curve for the model with the listed factors was 0.871 (95%CI, 0.844-0.898) in the 

development cohort and 0.783 (95%CI, 0.743-0.823) in the validation cohort. Calibration analysis 

found a close agreement between predicted 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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±ŀƛ ¢ǊƼ /ƻƭƛǎǘƛƴ ¢ǊƻƴƎ 7ƛԁu TrԆ Viêm Phԋi BԄnh ViԄn Viêm Phԋi Thԑ Máy Do 

Vi Khuӵƴ 7ŀ YƘłƴƎ YƘłƴƎ {ƛƴƘ 

TrΊn VŁn Ngγc(*) 
 

Tóm tԂt 

Colistin l¨ kh§ng sinh nh·m polymyxin ĽҼ֯c ph§t hi֓n v¨o cu֝i nhֻng nŁm 1940 ĽԜ tr֗ c§c nhi֑m 

khuӼn Gram âm. Cho ĽԒn thԀp ni°n 70, colistin b֗ thay thԒ do Ľ֥c t²nh thԀn v¨ thӺn kinh. NhҼng 

gӺn Ľ©y, kháng sinh này lӴi là m֥t lֽa ch֙n ĽiԚu tr֗ cu֝i c½ng cho các trҼ֩ng h֯p nhi֑m khuӼn do 

vi khuӼn Ľa kh§ng thu֝c nhҼ Acinetobacter baumannii,Pseudomonas aeruginosa,, và Klebsiella 

pneumoniae kháng carbapenem. 

 Colistin tr֫ th¨nh m֥t lֽa ch֙n ĽiԚu tr֗ rӸt quan tr֙ng hi֓n nay do nhi֑m tr½ng b֓nh vi֓n do vi 

khuӼn Ľa kh§ng thu֝c ng¨y c¨ng gia tŁng, ĽԊc bi֓t A.baumannii. 

LiԚu lҼ֯ng Colistin phӶi ĽҼ֯c t֝i Ҽu h·a trong ĽiԚu tr֗ VPBV-VPTM v֧i liԚu nӴp c· thԜ tַ 6-9 

tri֓u ĽҺn v֗ v¨ sau Ľ· 2-3 tri֓u m֣i 8 -12 gi֩, tuȢ thu֥c v¨o MIC 90.  

C§c trҼ֩ng h֯p b֓nh nԊng c· suy thԀn hay suy Ľa cҺ quan c· thԜ l¨m thay Ľ֡i dҼ֯c Ľ֥ng h֙c cֳa 

Colistin. Do Ľ·, vi֓c thay Ľ֡i liԚu lҼ֯ng trong nh·m b֓nh nh©n n¨y l¨ bԂt bu֥c ĽԜ ĽӴt ĽҼ֯c hi֓u 

quӶ t֝i Ľa v¨ tr§nh t§c dֱng phֱ. 

Li°n quan ĽԒn Ľ֥c thԀn cֳa colistin, Ľa s֝ nghi°n cֵu chֵng minh rԄng, suy thԀn sԐ phֱc h֟i v¨ 

c· t֕ l֓ thӸp hҺn ch¼ng ta vӾn nghǫ v¨ hiԒm khi Ľ֥c thӺn kinh.  

Tr°n cҺ s֫ ĽԚ kh§ng rӸt cao v¨ ng¨y c¨ng gia tŁng kh§ng sinh ph֡ r֥ng cֳa nhֻng VK g©y VPBV, 

VPTM n°n vi֓c sֹ dֱng colistin ĽҺn tr֗ sԐ kh¹ng th²ch h֯p tӴi VN do nguy cҺ gia tŁng ĽԚ kh§ng 

v֧i kh§ng sinh nӺy trong tҼҺng lai.  

Vi֓c ph֝i h֯p colistin v֧i imipenem, meropenem v¨ sulbactam cho kԒt quӶ hi֓p Ľ֟ng v¨ gi¼p 

MIC b֗ ĽԚ kh§ng cֳa nhֻng thu֝c nӺy tr֫ n°n nhԀy cӶm khi ph֝i h֯p v֧i colistin.  

όϝύ t/¢ ǾŁ ¢ǊԜԑƴƎ ±t75 Iԍi Lao và BԄnh phԋi tӱi TPHCM, Chԛ tԆch Hԍi Hô hӳp TPHCM 

  



Abstract: Role of colistin in the treatment of HAP and VAP due to MDR 

phathogens 

Tran Van Ngoc(*) 

Colistin is a polymyxin antibiotic that was discovered in the late 1940s for the treatment of gram-

negative infections. Until 1970s, colistin was replaced due to its nephrotoxicity and neurotoxicity. 

But recently, this antibiotic has been selected as the last-line treatment for infections due to 

multidrug-resistant organisms such as carbapenem resistant Acinetobacter baumannii, 

Pseudomonas aeruginosa, and Klebsiella pneumoniae.  

Colistin dosages must be optimized in the treatment of HAP-VAP with loading dose can be 6-9 

million IU and then 2-3 million IU q 8-12 hour, depend on MIC90 

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 efficacy and 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 causing HAP or VAP to 

many large spectrum antimicrobials, monotherapy 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 imipenem, meropenem and sulbactam has synergictic action and help 

to reduce the resistant MIC of these drugs when we combine one of above listed with colistin.  

Tַ viԒt tԂt: 

VPBV: vi°m ph֡i b֓nh vi֓n 

VPTM: vi°m ph֡i th֫ m§y 

HAP: hospital acquired pneumonia 

VAP: ventilator associated pneumonia 

MDR: multidrug resistant 

(*) Vice President & Head of the Office in HCM city of Vietnamese Association for Tuberculosis and Lung Diseases, 

President of HCMC Respiratory Society (HRS) 



  



 

Cӷp Nhӷt Các K֖ Thuӷt Vi Sinh Mԏi Chӵƴ 7ƻłƴ {ԏm Các Tác Nhân Gây 

Nhiԃm Khuӵƴ ¢ǊƻƴƎ ¢ƜƴƘ IƜƴƘ 7ŀ YƘłƴƎ IƛԄn Nay 

TrΊn Thα Thanh Nga* 

 

ABSTRACT 

BACKGROUND  

Hi n֓ nay chӼn Ľo§n sm֧ các b֓nh lý nhi֑ m tr½ng n·i chung, ĽԊc bi֓ t b֓ nh lý viêm ph֡ i vӾn ĽҼc֯ 

quan tâm trên toàn thԒ gi i֧ v i֧ t  ׁl  ֓mԂc b֓ nh và tׁ  l  ֓t  ֹvong cao. X§c Ľn֗h các mӺm b֓ nh tác 

nhân gây nhi֑m trùng vӾn còn nhiԚu kh· khŁn do Ľa s ֝phòng xét nghi֓m ch֕ d aֽ vào vi֓ c nuôi 

cӸy truyԚn th֝ ng cֳ a các mӺm b֓ nh (ĽԊc tính kiԜu hình cֳa c§c t§c nh©n). C§c B§c sǫ ĽiԚu tr֗  phӶi 

d aֽ vào tri u֓ chֵ ng l©m s¨ng thҼn֩g kh¹ng ĽԊc hi֓ u. M t֥ thách thֵ c m֧ i cho các nhà vi sinh h֙c 

v¨ c§c b§c sǫ l©m s¨ng, trong thԀp niên gӺn Ľ©y c§c k׃ thuԀt m i֧ Ľ« ĽҼc֯ phát minh nhԄm x§c Ľn֗h 

nhanh chóng chính xác các tác nhân vi sinh vԀt gây b֓ nh trong phòng xét nghi֓ m tַ  các mӾu b֓ nh 

phӼm lâm sàng. ChӼn Ľo§n x§c Ľn֗h nhanh chóng các vi sinh vԀt gi¼p ĽiԚu tr֗  kháng sinh thích 

h p֯ Ľ¼ng mcֱ tiêu, giӶm th֩ i gian ĽiԚu tr֗ , giӶm chi phí và giӶm tׁ  l  ֓t  ֹvong. NhҼ vԀy có m֥ t 

nhu cӺu quan tr֙ng cӸp thiԒt triԜn khai các công ngh֓  m i֧ trong xét nghi֓m vi sinh ĽԜ chӼn Ľo§n 

các b֓nh lý nhi֑ m tr½ng ĽԊc bi֓ t là các b֓nh nhi֑ m trùng hô hӸp, nhi֑ m trùng máu nhӸt là trong 

t³nh h³nh Ľa kh§ng kh§ng sinh hin֓ nay liên quan tׁ l  ֓t  ֹvong cao nhӸt cֳ a tӸt cӶ các b֓ nh nhi֑ m 

tr½ng. CȈng có nhu cӺu cӺn thiԒt cho các phòng xét nghi֓m Vi sinh l©m s¨ng ĽԜ th cֽ hi֓ n các thֽ c 

hành y h֙c can thi֓p dֽ a trên bԄng chֵ ng và h֯ p tác trong các dֽ án nghiên cֵu ĽԜ thành lԀp các 

ti n֓ ích lâm sàng, chi phí l֯i ²ch, v¨ t§c Ľn֥g cֳ a công ngh֓ m i֧. 

CÁC K  ׂTHUӿT M I֦

Á MALDI -TOF MS  

Á PCR / ESI-MS 

Á AdvanDx PNA FISH 

Á FilmArray  

Á Multiplex-PCR 

Á Magicplex-sepsis Real-Time Test  

Á HDA-vertical flow visualization 

Á TEM-PCR suspension array T2 

Biosystems 

Á LightCycler® SeptiFast Test 

Á Sepsitest Blood ï Molzym 

Á GeneXpert MRSA 

 

KԑT LUӿN 

ChӼn Ľo§n sm֧ ĽҼc֯ b֓ nh lý nhi֑ m tr½ng ĽԜ Ľ§p nֵg ĽiԚu tr֗  hi u֓ quӶ luôn là thách thֵc l n֧ trong 

qu§ tr³nh chŁm s·c v¨ ĽiԚu tr֗  b n֓h nhân hi֓n nay. Có nhu cӺu rӸt l n֧ và cӺn thiԒt nֵg dֱ ng công 

ngh֓  m i֧ vԚ vi sinh trong chӼn Ľo§n nhanh bn֓h lý nhi֑ m trùng. Quy trình chӼn Ľo§n bn֓h lý 

nhi֑ m trùng hi֓ n nay là ph֝i h p֯ yԒu t֝  d c֗h tԜ h c֙, lâm sàng và xét nghi֓m vì vԀy các công ngh֓ 

k׃ thuԀt vi sinh hi֓ n ĽӴi cӺn ĽҼc֯ triԜn khai sֹ  d nֱg ֫  các b֓nh vi֓ n kԒt h p֯ Ľ§nh  

giá tַ  tiêu chuӼn truyԚn th֝ ng. ChӼn Ľo§n c§c bn֓h truyԚn nhi֑ m Ľang  ֫gi aֻ m֥ t cu֥ c cách mӴng 

công ngh֓. Trong t֡ ng quan hi֓n tӴi m cֱ tiêu cֳ a ch¼ng t¹i l¨ th¹ng b§o cho c§c b§c sǫ l©m s¨ng 

vԚ nhֻ ng phát triԜn hֵ a hԌn nhӸt Ľang ĽҼc֯ thֽ c hi֓ n trong vi֓ c chŁm s·c bn֓h nhân. 

 

KI ԑN NGH  ֖



- ChuӼn hoá các phòng xét nghi֓m vi sinh  

- ņ¨o tӴo nhân lֽ c m֫  r n֥g thֽ c hành lâm sàng và mӴng lҼi֧ vi sinh lâm sàng  

- Sֹ  d nֱg xét nghi֓m vi sinh nhiԚu hҺn tr ֫thành tiêu chuӼn chŁm s·c, ĽiԚu tr֗  d aֽ trên bԄng 

chֵ ng và h֯ p tác nghiên cֵu 

- ņ§nh gi§ t§c Ľn֥g công ngh֓ m i֧ h uֹ dֱ ng lâm sàng và l֯i ích kinh tԒ y tԒ. 

T  ַkhóa: K׃ thuԀt m i֧ chӼn Ľo§n vi sinh l©m s¨ng, MALDI-TOF MS  

 *Khoa Vi Sinh, b֓ nh vi֓ n Ch֯  RӾy 

 Ch u֗ trách nhi m֓ n i֥ dung khoa h֙ c: TrӺn Th֗  Thanh Nga, B֓nh vi֓ n Ch֯  RӾy. 

 ņi֓n thoӴi:84-908185491 E-mail: ngatrancrh@gmail.com 

 

 

 Updating New Techniques Diagnostis Infectious Agents In The Present 

Situation Multidurg- Resistace  

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 are nonspecific. 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 to 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 multi-resistant situation with related to the 

highest mortality of all infections. There is also a need for clinical microbiology laboratories to 

implement evidence-based interventional medicine practices and collaborate in research projects 

to establish clinical benefits, cost-benefit and the impact of new technology. 

NEW TECHNIQUES  

 

Á MALDI -TOF MS  

Á PCR / ESI-MS 

Á AdvanDx PNA FISH 

Á FilmArray  

Á Multiplex-PCR 

Á Magicplex-sepsis Real-Time Test  

Á HDA-vertical flow visualization 

Á TEM-PCR suspension array T2 

Biosystems 

Á LightCycler® SeptiFast Test 

Á Sepsitest Blood ï Molzym 

Á GeneXpert MRSA 
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CONCLUSION 

Early diagnosis of infectious diseases for effective treatment is always a big challenge in the care 

and treatment of patients at present. There is a great need and need to apply new technology in 

microbiology for rapid diagnosis infectious diseases. The current 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, our goal 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 more microbiological 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 
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Nh֓ ƴƎ 7ƛԂƳ ¢Ƙŀȅ 7ԋi Mԏƛ ¢ǊƻƴƎ IԜԏng DӶn Chӵƴ 7ƻłƴ 7ƛԁu TrԆ Viêm 

Phԋi CԍƴƎ 7ԊƴƎ ¢ԜԎƴƎ [ŀƛ 

PGS TS BS Lê TiΥn DȈng(*) 

 

Viêm ph֡ i c n֥g Ľ֟ng thҼn֩g có tác nhân gây b֓nh là S. pneumonia, H. influenza, M. catarrhalis. 

Ngoài ra, ֫  v½ng ch©u Ć trong Ľ· c· Vit֓ nam, có sֽ gia tŁng nhnֻg tác nhân vi khuӼn ĽԚ kháng 

kh§ng sinh cao nhҼ P. aeruginosa, K.pneumoniaéVi t֓ nam cȈng l¨ v½ng c· phԒ cӺu kháng thu֝ c 

cao. 

KԜ t  ַhҼ֧ng dӾn chӼn Ľo§n v¨ ĽiԚu tr֗  viêm ph֡ i c n֥g Ľn֟g cֳ a ATS/IDSA 2005 ĽԒn nay sԐ có 

nhiԚu thay Ľi֡: 

- HCAP thu֥ c vԚ viêm ph֡ i c n֥g Ľn֟g 

- ņԊc ĽiԜm b֓ nh lý tim mӴch l¨m gia tŁng t ֹvong. 

- B  ֡sung nhֻng ĽiԜm m֧ i gi¼p Ľ§nh gi§ vi°m phi֡ c n֥g Ľn֟g nԊng. 

- Nh nֻg kháng sinh m֧i. 

- Vai trò cֳ a Macrolide trong ĽiԚu tr֗ . Hi u֓ quӶ c aֳ ph֝ i h p֯ batalactam-macrolide so v֧i 

betalactam- quinolone. 

ééé 

New Changes In Community- Acquired Pneumonia Guideline 

Le Tien Dung(*) 

IN FUTURE  

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

In community acquired pneumonia, common bacteria are S. pneumonia, H. influenza, M. 

catarrhalis. Besides, in Asia region including Vietnam, there are increasing high multidrug 

resistance bacteria such as P. aeruginosa, K.pneumoniaéVietnam is also region having high 

Penicillin Resistant Streptococcus pneumonia (PRSP). 

Since the ATS / IDSA 2005 Guidelines for Diagnosis and Treatment of Community-acquired 

pneumonia, there have been many changes: 

- HCAP belongs to community-acquired pneumonia 

- Characteristics of cardiovascular disease increase mortality. 

- Add new features to assess severe community-acquired pneumonia. 

- new antibiotics. 

- The role of macrolide in treatment. Effect of batalactam-macrolide combination versus 

betalactam-quinolone. 

ééé
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Cӷp Nhӷǘ 7ƛԁu TrԆ Ngoӱi Trú Viêm Phԋi CԍƴƎ 7Ԋng (CAP) ӣ TrӾ Em 

Ph ḿ Minh Hιng(*) 

 

TrԎ 3-6 th§ng tu֡i nghi ng֩ CAP do vi khuӼn hoԊc giӶm oxy m§u phӶi ĽҼ֯c nhԀp vi֓n ĽԜ ĽiԚu 

tr֗. TrԎ 1-4 th§ng tu֡i b֗ vi°m ph֡i kh¹ng s֝t (do Chlamydia trachomatis) c· thԜ ĽҼ֯c ĽiԚu tr֗ 

ngoӴi tr¼ nԒu kh¹ng b֗ giӶm oxy m§u. 

Kh§ng sinh kinh nghi֓m cho CAP ĽҼ֯c nghǫ do vi khuӼn (bԂt ĽӺu Ľ֥t ng֥t, nguy k֗ch h¹ hӸp 

vַa ï nԊng v¨ kԒt quӶ cԀn l©m s¨ng h֣ tr֯ chӼn Ľo§n) ֫ trԎ 6 th§ng ï 5 tu֡i phӶi bao phֳ 

Streptococcus pneumoniae (1B). 

Dùng Macrolide kh֫i ĽӺu theo kinh nghi֓m cho CAP kh¹ng ĽiԜn h³nh ֫ trԎ Ó5 tu֡i ĽҼ֯c ĽiԚu tr֗ 

ngoӴi tr¼. ņ֝i v֧i trԎ Ó5 tu֡i c· ĽԊc ĽiԜm l©m s¨ng g֯i Ĩ mӴnh cho vi°m ph֡i do vi khuӼn ĽiԜn 

h³nh hoԊc do S. pneumoniae, amoxicillin vӾn l¨ thu֝c ĽҼ֯c ch֙n. 

֪ trԎ Ó 6 th§ng, th֩i gian sֹ dֱng kh§ng sinh l¨ 5 ng¨y Ľ֝i v֧i azithromycin và 7-10 ng¨y Ľ֝i 

v֧i kh§ng sinh kh§c. 

TrԎ ĽҼ֯c ĽiԚu tr֗ CAP ngoӴi tr¼ phӶi ĽҼ֯c theo d»i trong 24-48 gi֩. Khi di֑n tiԒn xӸu phӶi Ľ§nh 

giá xem có biԒn chֵng kh¹ng v¨ cho nhԀp vi֓n. 

TrԎ h֟i phֱc sau CAP sԐ c¸n ho trong nhiԚu tuӺn ĽԒn 4 th§ng t½y theo t§c nh©n g©y b֓nh, v¨ c· 

kh· th֫ mֵc Ľ֥ trung b³nh khi gԂng sֵc trong 2-3 tháng. 

Kh¹ng cӺn chֱp X quang ph֡i kiԜm tra Ľ֝i v֧i trԎ CAP kh¹ng biԒn chֵng Ľ« hԒt tri֓u chֵng. 

Ch֕ chֱp X quang ph֡i 2-3 tuӺn sau khi ho¨n tӸt ĽiԚu tr֗ ֫ trԎ b֗ vi°m ph֡i t§i ph§t, c¸n tri֓u 

chֵng dai dԆng, xԌp ph֡i nԊng, th©m nhi֑m khu tr¼ bӸt thҼ֩ng hoԊc vi°m ph֡i dӴng kh֝i tr¸n. 

 

(*) PGS TS BS. Ph· TrҼ֫ng Khoa Y, ņHYD TPHCM 
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Updates About Outpatient Treatment Of Community-Acquired Pneumonia 

In Children 

Ph ḿ Minh Hιng(*) 

 

Infants younger than three to six months of age with suspected bacterial CAP or who are 

hypoxemic should be admitted to the hospital for management. Afebrile infants one to four 

months of age who are thought to have afebrile pneumonia of infancy (eg, Chlamydia 

trachomatis) can be treated in the outpatient setting if they are not hypoxemic and remain afebrile. 

We recommend that empiric antibiotic therapy for CAP in children six months to five years of 

age who are thought to have bacterial pneumonia (eg, abrupt onset, moderate to severe respiratory 

distress, and supportive laboratory data if obtained) include coverage for Streptococcus 

pneumoniae (1B). 

We initiate macrolide antibiotics for initial empiric therapy for suspected atypical CAP in children 

Ó5 years who are treated as outpatients. For children Ó5 years with clinical features strongly 

suggestive of typical bacterial or S. pneumoniae pneumonia, amoxicillin remains the drug of 

choice. 

In infants and children six months and older, the usual duration of antimicrobial therapy is five 

days for azithromycin and 7 to 10 days for other agents. 

Children who are treated for CAP as outpatients should have follow-up within 24 to 48 hours. 

Those whose condition has worsened at follow-up 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 from typical 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. Follow-up radiographs two to three weeks after completion of therapy may be helpful in 

children with recurrent pneumonia, persistent symptoms, severe atelectasis, unusually located 

infiltrates, or round pneumonia. 

  

https://www.uptodate.com/contents/amoxicillin-pediatric-drug-information?source=see_link
https://www.uptodate.com/contents/azithromycin-pediatric-drug-information?source=see_link
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Thách thԝŎ IŜƴ ǾŁ ¢ǊŁƻ ƴƎԜԓc dӱ dày th֔ c quӲn 

BSCK2 ņΜng Thα Kim Huyên* 

Tóm tԂt:  

Hen và Tr¨o ngҼc֯ dӴ dày thֽ c quӶn (TNDDTQ) ĽԚu là hai b֓ nh ph֡  biԒn và thҼ֩ng t n֟ tӴi cùng 

nhau (m t֥ trong nhֻ ng b֓ nh Ľn֟g mԂc v i֧ hen thҼ֩ng gԊp nhӸt). Các biԜu hi֓ n ngoài thֽ c quӶn 

c aֳ TNDDTQ phân thành ba nhóm chính: ph֡ i (hen suy֑n, ho mӴn t²nh,); tai mȈi hn֙g và ñnh·m 

khác". Và, m t֥ s֝  l n֧ trԎ hen b  ֗TNDDTQ lӴi không có tri֓u chֵ ng ñĽiԜn h³nhò caֳ TNDDTQ. 

Hi n֓ nay, vӾn còn nhiԚu tranh luԀn vԚ cҺ chԒ sinh b n֓h c aֳ m֝ i liê h  ֓gi aֻ hai b֓nh lý này và li֓ u 

ĽiԚu tr֗  TNDDTQ có cӶi thi n֓ kiԜm soát hen không. Các hҼ֧ng dӾn m i֧ Ľ©y c aֳ H i֥ Tiêu hóa, 

Gan v¨ Dinh dҼn֭g Nhi khoa BԂc M׃ (NASPGHAN), Hi p֓ H i֥ Chuyên gia NIH vԚ ChӼn Ľo§n 

và QuӶn lý Hen và H֥ i L n֟g ngֽ c Hoa KȢ (ATS) khuyԒn cáo có liên kԒt gi aֻ Hen và TNDDTQ, 

và khuyԒn ngh֗ Ľ֝i v i֧ hen kiԜm so§t k®m, ĽԊc bi֓ t là có tri֓ u chֵ ng Ľ°m phӶi ĽӶm bӶo thŁm d¸ 

TNDDTQ ngay cӶ khi không có tri֓u chֵ ng g֯ i ý. Bài t֡ ng quan cung cӸp vԚ d c֗h t֑  h c֙, m i֝ 

liên h  ֓sinh lý b֓ nh giֻ a hen và TNDDTQ và vài tóm tԂt các dֻ  li u֓ hi֓ n nay li°n quan ĽԒn vi c֓ 

ĽiԚu tr֗  GERD v֧ i các kԒt cֱ c hen. 

*Khoa Khám bΜnh-BΜnh viΜn Nhi ņΩng 2 TPHCM, BΜnh viΜn ņͧi hΣc Y d̯ιcTPHCM 

Asthma and Gastroesophageal reflux disease - Challenge 

 ņΜng Thα Kim Huyên, MD*  

Abstract: 

Asthma and gastroesophageal reflux disease (GERD) are both common diseases that they often 

appear to co-exist (one of the most common comorbidities in asthma). The extra-esophageal 

manifestations of GERD fall into three primary categories: pulmonary (asthma, chronic cough,é); 

ear nose and throat (ENT); and ñotherò. Thus, it appears that a great number of children with 

asthma who have GERD, have no ñtypicalò symptoms of GERD.There remains debate regarding 

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 Gastroenterology, Hepatology 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 recommendations 

for the patients with poorly controlled asthma, particularly with a nocturnal component, 

investigation for gastroesophageal reþux may be warranted even in the absence of suggestive 

symptoms. This review article provides an overview of the epidemiology and pathophysiologic 

relationships between asthma and GERD as well as a summary of current data regarding links 

between treatment of GERD with asthma outcomes. 

*Outpatient departement- Hopital Pediatric 2; University of Medicine and Pharmacy HCMC Hopital 
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BԄnh Phԋi Mô Kӿ ӣ TrӾ Em:  

Cӷp Nhӷt Chӵƴ 7ƻłƴΣ tƘŃƴ [ƻӱƛ ±Ł 7ƛԁu TrԆ 

ThS.BS Trαnh Hιng Nhiên  

TÓM TԁT: 

B n֓h ph֡ i mô kԐ (BPMK) là m֥ t nhóm các b֓nh lý hiԒm gԊp, Ӷnh hҼn֫g ĽԒn phԒ nang và các mô 

xung quanh ĽҼa ĽԒn tình trӴng r֝ i loӴn trao Ľi֡ khí và gi֧ i hӴn chֵ c nŁng sinh lĨ caֳ ph֡ i. Vi c֓ 

chӼn Ľo§n, ph©n loӴi, ĽiԚu tr֗  v¨ ti°n lҼn֯g BPMK ֫  trԎ em có sֽ  khác bi֓ t l n֧ so v֧ i ngҼi֩ l n֧ 

v¨ Ľ« c· nhiԚu thay Ľi֡ Ľ§ng kԜ trong th֩ i gian gӺn Ľ©y. ChԆng hӴn nhҼ xҺ phi֡ v¹ cŁn l¨ thԜ lâm 

sàng n֡i bԀt  ֫ngҼ֩i l n֧ lӴi không tìm thӸy  ֫trԎ em. NgҼc֯ lӴi, tŁng sӶn tԒ bào thӺn kinh n֥ i tiԒt 

và b֓ nh ph֡ i mô kԐ lԂng Ľn֙g glycogen ch֕ tìm thӸy  ֫trԎ em. Vi֓ c x§c Ľn֗h nguyên nhân BPMK 

 ֫ngҼ֩i l n֧ rӸt kh· khŁn, trong khi  ֫trԎ em hӺu hԒt t³m ĽҼc֯ nguyên nhân cֱ thԜ.  

VԚ ĽiԚu tr֗ , corticosteroid ngày càng có ch֕ Ľ֗nh gi֧ i hӴn trong các thԜ lâm sàng, mԊc dù vӾn ĽҼc֯ 

coi là li֓ u ph§p ĽiԚu tr֗  chֳ  yԒu và vi֓ c Ľ§p nֵg v֧ i corticosteroid c· Ĩ nghǫa ti°n lҼn֯g. Các thu֝c 

khác bao g֟m: Ľc֥ tԒ bào, ֵ c chԒ mi n֑ d֗ ch, ֵ c chԒ t n֡g h֯ p collagen, các chӸt ch֝ ng xҺ h·a, 

hydroxychloroquine, IVIg, chӸt ch֝ ng oxy hóa, ֵc chԒ cytokineé ng¨y c¨ng c· vai tr¸ c ֱthԜ hҺn 

trong vi֓ c cӶi thi n֓ chֵ c nŁng phi֡ và th֩ i gian s֝ ng còn. Các thu֝c kh§c nhҼ Tacrolimus v¨ liu֓ 

pháp tԒ bào g֝ c có thԜ là nhֻ ng giӶi pháp có nhiԚu hֵ a hԌn trong tҼҺng lai.  

Abstract: Interstitial lung diseases in childhood- Update 

Trαnh Hιng Nhiên 

Interstitial lung diseases in childhood (child ILDs) are a diverse group of conditions that primarily 

involve the alveoli and perialveolar tissues, leading to derangement of gas 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. Idiopathic pulmonary fibrosis 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: today, corticosteroid just having restrictive indicated in several clinical types. 

Other agents included: cytotoxic agents, immunosuppressive therapies, collagen synthesis 

inhibitors, antifibrotic agents, hydroxychloroquine, intravenous immunoglobulin (IVIG), 

antioxidants, and cytokine inhibitorsé have more important rules in improve lung functions and 

duration of survival. Tacrolimus and multi-potent stem cell are promising to be good methods in 

the future. 
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DԆ өng ThԝŎ (ƴ ±Ł .Ԅnh Lý Hô Hӳp 

PGS TS BS Phan Hϖu Nguyέt DiΫm 

Tóm tԂt 

B n֓h hen là m֥t trong nhֻ ng biԜu hi֓ n hô hӸp ph֡  biԒn nhӸt  ֫trԎ em và có thԜ b  ֗kh i֫ phát b֫ i 

các chӸt gây d֗ nֵg thֽ c phӼm thông qua vi֓c nu֝ t phӶi hoԊc hít phӶi. BԄng chֵ ng lâm sàng thu 

trong nhֻ ng nŁm gӺn Ľ©y cho thӸy vai trò cֳ a thֽ c phӼm trong b֓nh hen vӾn chҼa r» r¨ng, trong 

khi d  ֗ nֵg thֽ c phӼm ĽҼc֯ coi là m֥ t trong nhֻ ng nguy°n nh©n h¨ng ĽӺu cֳ a b֓ nh d֗ nֵg.  

D  ֗ nֵg thֽ c phӼm có thԜ dӾn ĽԒn m֥ t loӴt các biԜu hi֓ n bao g֟m n֡ i mԚ Ľay, Ľau bnֱg và phӶn 

v ,֓ nhҼng tr°n tӸt cӶ d  ֗ nֵg thֵ c Łn c· thԜ gây viêm da d֗ nֵg. Trong viêm da d֗ nֵg., các chӸt 

gây d֗ ֵ ng thֽ c phӼm tӴo ra phӶn ֵ ng tŁng mӾn cӶm ֫  da so sánh v֧i phӶn ֵ ng tŁng mӾn cӶm phԒ 

quӶn ĽҼc֯ báo cáo ֫ trԎ d  ֗ nֵg b֗ hen. 

 Eosinophils dҼn֩g nhҼ Ľ·ng mt֥ vai trò quan tr֙ng trong vi֓ c kích thích và duy trì các t֡n thҼҺng 

da, nhҼ ch¼ng g©y ra trong bn֓h hen. Nhֻng quan sát này cho thӸy các t֡ n thҼҺng da ĽԊc trҼng 

có thԜ ĽҼ֯c kh֫ i xҼn֧g, khuԒch ĽӴi và duy trì b֫ i các yԒu t֝  mi n֑ d֗ ch và không mi֑n d֗ ch theo 

nhiԚu cách khác nhau và ֫ các mֵ c Ľ֥ khác nhau, bԂt ĽӺu m֥ t vòng luӼn quӼn dӾn ĽԒn các phӶn 

nֵg kh§c nhau, nhҼng hip֓ Ľ֟ng. Các nghiên cֵu Ľ« gi֯ ý m t֥ m i֝ liên h֓  có thԜ có giֻ a các chӸt 

trung gian gây viêm và hen do thֽ c phӼm. Trong khi k²ch th²ch kh¹ng ĽԊc hi֓ u có thԜ góp phӺn 

kích hoӴt và làm xӸu Ľi c§c tn֡ thҼҺng da, ch¼ng c· thԜ Ľ·ng mt֥ vai trò chính trong sֽ kích thích 

tình trӴng tŁng mӾn cӶm phԒ quӶn. Các nghiên cֵu d֗ ch t֑  h c֙ n°n ĽiԚu tra cӶ hai khía cӴnh cֳ a 

vӸn ĽԚ, chԆng hӴn nhҼ hen vi֧ d  ֗ nֵg thֵ c Łn v¨ hen do thcֽ phӼm gây ra ֫  trԎ em. 

Food Allergy And Respiratoty Diseases 

Phan Hϖu Nguyέt DiΫm. Asso Pro. MD. PhD 

Abstract 

Asthma is 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 allergies are considered to be one of the 

leading causes of allergies. 

Asthma is 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 allergies are 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, food 

allergens cause skin hypersensitivity reactions compared with bronchial hypersensitivity reactions 

reported in allergic children with asthma. 

Food allergies can lead to a variety of manifestations including urticaria, abdominal pain and 

anaphylaxis, but above all 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 important role in stimulating and maintaining skin lesions, as they do 

in asthma. These observations show that characteristic skin lesions can be initiated, amplified and 

maintained by immune and non-immune factors in many different ways and at different levels, 

starting a cycle vicious leads to different reactions, but synergies. Studies have suggested a 

possible link between intermediates causing food inflammation and asthma. While nonspecific 

stimulation may contribute to activating and worsening skin lesions, they may play a major role in 

stimulating bronchial hypersensitivity. Epidemiological studies should investigate both aspects of 

the problem, such as asthma with food allergies and food-induced asthma in children. 
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Viêm phԀ quӲn dai dӻng do vi khuӵn 

TS BS TrΊn Anh TuΈn 
TK Hô hΈp ï BV Nhi ņιng 1 

 

Viêm phԒ quӶn dai dԈng do vi khuӼn (PBB) ĽҼc֯ ĽԊc trҼng bi֫ ho c· Ľ¨m ri°ng lԐ không kèm các 

dӸu hi֓ u cֳ a c§c nguy°n nh©n kh§c, v¨ thҼn֩g Ľ§p nֵg sau 2 tuӺn ĽiԚu tr֗  kháng sinh thích h֯p. 

ņ©y kh¹ng phӶi là m t֥ b n֓h lý m i֧ và các tình trӴng gi֝ ng nhҼ PBB Ľ« ĽҼc֯b§o c§o ĽԒn trong 

thԒ k  ׁqua. PBB thҼn֩g b֗ chӼn Ľo§n nhӺm v֧ i hen, dӾn ĽԒn ĽiԚu tr֗  không phù h֯p.  

TӺn suӸt thԀt sֽ  c aֳ PBB trong c֥ng Ľn֟g kh¹ng ĽҼc֯ r», nhҼng theo mt֥ s֝  nghiên cֵu Ľa trung 

tâm, 11-41% trԎ ĽҼ֯c g֫ i ĽԒn các trung tâm chuyên khoa vԚ hô hӸp là PBB.  

M i֧ Ľ©y, nh·m ĽԊc nhi֓ m cֳ a ERS Ľ« ĽԚ ngh֗  Ľ֗nh nghǫa caֳ PBB có thԜ áp dֱ ng m֥ t c§ch Ľ§ng 

tin cԀy tӴi c§c cҺ s ֫th cֽ hành lâm sang, bao g֟m ĽӺy Ľֳ 3 trong các tiêu chuӼn sau: 1) Ho có Ľ¨m 

mӴn tính liên tֱ c (>4 tuӺn); 2) Không có các tri֓u chֵ ng hay dӸu hi֓ u g֯ i ý nguyên nhân khác; 3) 

Ho cӶi thi n֓ sau 2ï4 tuӺn ĽiԚu tr֗  kháng sinh thích h֯p.  

Trong khuôn kh֡ bài t֡ ng quan này, chúng tôi trình bày vԚ ĽԊc ĽiԜm lâm sàng, chӼn Ľo§n v¨ x ֹ

trí trԎ viêm phԒ quӶn dai dԈng do vi khuӼn.  

Abstract: Protracted Bacterial Bronchitis 

TrΊn Anh TuΈn 

 

Protracted bacterial bronchitis (PBB) is characterised by an isolated chronic wet or productive 

cough without signs of another cause, and usually responds to 2 weeks of an appropriate oral 

antibiotic. PBB is not a new entity and PBB-like conditions were reported during the last century. 

PBB is often misdiagnosed 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 were 11ï41% of children referred to specialist respiratory 

clinics.  

Recently, the ERS task force of considers a reliable definition of PBB for day-to-day clinical 

practice when all three of the following criteria are fulfilled. 1) Presence of continuous chronic (>4 

weeksô duration) wet or productive cough; 2) absence of symptoms or signs (i.e. specific cough 

pointers) suggestive of other causes of wet or productive cough; and 3) cough resolved following 

a 2ï4-week course of an appropriate oral antibiotic. 

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

for children with PBB.  
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7ӼŎ 7ƛԂm DԆch R֒ a PhԀ QuӲn PhԀ Nang Qua Nԍi Soi PhԀ QuӲn Cԛa TrӾ 

Viêm Phԋi Tӱi BԄnh ViԄƴ bƘƛ 7Ԋng 2 

TrΊn QuȢnh H̿̽ng* 

 

TÓM TԁT 

M cֱ tiêu: KhӶo s§t ĽԊc ĽiԜm c§c t§c nh©n vi sinh v¨ ĽԊc ĽiԜm tԒ bào h֙ c cֳ a d֗ch BAL trên trԎ 

viêm ph֡ i.  

ņ֝i tҼn֯g v¨ phҼҺng ph§p nghi°n cuֵ: Mô tӶ tiԒn cֵ u loӴt ca trên trԎ viêm ph֡ i ĽҼc֯ n֥ i soi 

phԒ quӶn ֝ ng mԚm và làm BAL, tӴi b n֓h vi֓ n Nhi ņn֟g 2, t  ַ01/03 ĽԒn 31/08/2017. D֗ch BAL 

ĽҼ֯c cӸy Ľ֗nh lҼn֯g vi khuӼn, cӸy nӸm, làm PCR các tác nhân viêm phi֡ và khӶo sát tԒ bào h֙ c. 

KԒt quӶ: KhӶo sát 58 b֓nh nhân v֧i 60 cu֥ c n֥ i soi phԒ quӶn và làm BAL. 81% trԎ < 2 tu֡ i. CӸy 

d c֗h BAL dҼҺng t²nh 28 %, PCR dҼҺng 66%. T§c nh©n ph©n lԀp ĽҼc֯ g֟ m 13 vi khuӼn, 7 vi nӸm 

và 8 siêu vi. Vi khuӼn ĽҼc֯ phân lԀp nhiԚu nhӸt là S.pneumoniae (15%), M.pneumonia (15%), 

H.influenzae (8,3%). Cytomegalovirus l¨ si°u vi thҼn֩g gԊp nhӸt (15%), 67% ca nh֑m siêu vi là 

Ľ֟ng nhi֑ m (p = 0,001). C. abicans và Aspergillus là 2 tác nhân vi nӸm thҼn֩g gԊp. MԀt Ľ ֥tԒ bào 

thay Ľi֡ t  ַ5000 ĽԒn 980000 tԒ bào/ml. Hi֓ n di֓ n m֥ t s֝  thành phӺn không phӶi tԒ bào trong d֗ch 

BAL. 88% ca M.pneumoniae có tׁ l  ֓tԒ bào Lymphocyte cao trong d֗ch BAL (p < 0,001).  

KԒt luԀn: D c֗h BAL có giá tr֗ trong chӼn Ľo§n t§c nh©n vi sinh g©y vi°m phi֡  ֫trԎ em. CӺn nghiên 

c uֵ xa hҺn Ľ§nh gi§ mi֝ liên quan giֻ a tác nhân viêm ph֡i v¨ ĽԊc ĽiԜm tԒ bào d֗ch BAL.  

T  ַkhóa: d c֗h rֹ a phԒ quӶn-phԒ nang, tԒ bào h֙ c d֗ ch rֹ a phԜ quӶn-phԒ nang, viêm ph֡i trԎ em 

 

Characteristics Of Bronchoalveolar Lavage (Bal) Fluid Through Flexible 

Fiberoptic Bronchoscopy In Children With Pneumoniae At Children 

Hospital 2 

TrΊn QuȢnh H̿̽ng* 

 

Objective: The study is aimed at determining the characteristics of pneumonia pathogens and 

cytologyôs characteristics of BAL fluid among chidren diagnosed with pneumoniae.  

Methods: A Prospective Case series is designed to study children diagnosed with pneumoniae and 

indicated flexible fiberoptic bronchoscopy, at Children Hospital. 2 between March 1 and August 

31, 2017. BAL þuid was subjected to quantitative culture, PCR and cytology analysis.  

Results: BAL was performed on 58 patients with 60 episode of bronchoscopy. 81% children was 

under 2 years. The positive BAL culture was documented in 28 % patients and PCR positive in 

66% case. Of these, there were 12 bacteria, 7 fungi and 8 virus classified as probable pathogens. 

The most frequently isolated bacteria were Streptococus pneumoniae (15%) and Mycoplasma 

pneumonia (15%.) Cytomegalovirus, the viral pathogen, was the most often found (15%.) 67% 

cases of virus were Co-infection (p= 0,001.) Candida and Aspergillus were the most common 

fungus agents. The density of cells 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 high 

percentage of lymphocytes (p < 0,001). Conclusions: Bronchoalveolar lavage (BAL) fluid is 

valuable in diagnosing pathogens of pneumoniae in chidren. It is necessary to do further studies to 
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evaluate the relations between the characteristics of pathogens of pneumoniae and the variables of 

the components of BAL fluid.  

Keywords: bronchoalveolar lavage fluid, bronchoalveolar lavage cytology, pneumoniae in 

children. 

 
* BΜnh viΜn Nhi ĽΩng 2.  

BS. Trͭ n QuȢnh H̯̭ng, Ľt: 0913146677, email: qh_nd2@yahoo.com.vn 
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ARDS: what is new? 

PGS. TS. BS Phùng NguyΫn ThΥ Nguyên  

Bο môn Nhi ï ņ́ i hγc Y D̿ωc TPHCM 

 

Tóm tͽt 

H i֥ chֵ ng nguy k֗ch hô hӸp cӸp (ARDS) là tình trӴng viêm lan toӶ, tiԒn triԜn trong nhu mô ph֡i, 

g©y tŁng t²nh thӸm màng phԒ nang mao mӴch ph֡ i, hԀu quӶ giӶm trao Ľi֡ khí và giӶm oxy máu. 

ARDS là m֥ t trong nhֻ ng h֥ i ch nֵg thҼn֩g gԊp, tֹ  vong cao, v¨ g©y kh¹ng ²t kh· khŁn cho ĽiԚu 

tr  ֗hi n֓ nay tӴi các khoa h֟i sֵ c. ņn֗h nghǫa, bn֓h sinh, nguy°n nh©n é Ľ« ĽҼc֯ nghiên cֵu rӸt 

nhiԚu trҼc֧ Ľ©y. Tuy nhi°n trong khoӶng 5 nŁm gӺn Ľ©y, các thông tin, cԀp nhԀt vԚ ARDS cȈng ²t 

hҺn vi֧ 1 s֝  ĽiԜm n֡ i bԀté. 

ņ֗nh nghǫa, ti°u chuӼn chӼn Ľo§n ARDS, d½ ĽҼc֯ biԒt và mô tӶ rӸt lâu tַ  nŁm 1967, m«i ĽԒn 1994 

ARDS ĽҼc֯ Ľ֗nh nghǫa, ti°u chuӼn chӼn Ľo§n  ֫ngҼ֩i l n֧ th֝ ng nhӸt lӺn 1 v֧ i nhiԚu vӸn ĽԚ chҼa 

r» r¨ng, sau Ľ· l¨ Ľn֗h nghǫa Berlin nŁm 2012. ņǫnh nghǫa Berlin n¨y tҼҺng Ľi֝ ĽӺy Ľֳ ĽԜ áp dֱ ng 

 ֫ngҼ֩i l n֧, nhҼng kh¹ng d¨nh cho trԎ em. NŁm 2015, Ľn֗h nghǫa ARDS d¨nh cho trԎ em ra Ľi֩, 

Ľ֗nh nghǫa n¨y c· c§c ti°u chuӼn áp dֱng cho Ľi֝ tҼn֯g không th֫ máy, sֹ  d nֱg SpO2/FiO2 và 

có các tiêu chuӼn cho c§c nh·m Ľi֝ tҼn֯g ĽԊc bi֓ t nhҼ suy tim, tim bӼm sinh, b֓nh ph֡ i mӴné 

YԒu t֝  nào dֽ  hԀu t֡ n thҼҺng phi֡ lan toӶ và Ӷnh hҼn֫g tr°n ti°n lҼn֯g có lԐ ĽҼ֯c nghiên cֵu rӸt 

nhiԚu, và cֳ ng có rӸt nhiԚu yԒu t֝  Ӷnh hҼn֫g. Nghiên cֵu m֧ i nhӸt 2017, cho thӸy ARDS mֵ c Ľ֥ 

trung bình và nԊng, ARDS tiԒn triԜn > 3 ngày, t֡n thҼҺng cӶ 4 phӺn trên x quang ph֡i, và driving 

pressure tŁng l¨ 4 yԒu t֝  quyԒt Ľn֗h ti°n lҼn֯g t֡ n thҼҺng phԒ nang lan toӶ. 

ņiԚu tr֗  luôn là 1 vӸn ĽԚ ĽҼ֯c quan tâm v֧i m cֱ tiêu là cӶi thi n֓ oxy hoá máu, cӶi thi n֓ ti°n lҼn֯g. 

Các bi֓ n pháp hi֓u quӶ cӺn ĽҼc֯ áp dֱ ng: (1) th֫  máy c֡  ĽiԜn v֧ i thԜ tích thӸp, PEEP cao. (2) 

Cung cӸp FiO2 cӺn ĽԜ duy trì SpO2 94-98% (PaO2 70-100 mmHg) cӶi thi n֓ ti°n lҼn֯g. (3) Huy 

Ľ֥ng phԒ nang cӶi thi n֓ oxy hoá máu tӴm th֩ i, tuy nhiên không cӶi thi n֓ ti°n lҼn֯g. PhҼҺng ph§p 

t i֝ Ҽu cho th ֳthuԀt này vӾn Ľang c¸n nghi°n cuֵ th°m. (4) TҼ thԒ nŁm sӸp là bi֓ n ph§p ĽҺn giӶn, 

nhҼng cӶi thi n֓ oxy hoá máu và cӶi thi n֓ tֹ  vong (giӶm 26% tׁ  l  ֓t  ֹvong). (5) An thӺn, d«n cҺ 

là m֥ t phӺn quan tr֙ng trong ĽiԚu tr֗ , tuy vԀy liԚu, th֩ i gian dùng, mֵc Ľ֥ cho phép b֓nh nhân tֽ  

th  ֫cӺn ĽҼc֯ nghiên cֵu th°m; v¨ cȈng n°n d½ng trong 48 gi ֩ĽӺu. (5) hӴn chԒ d c֗h cȈng gi¼p cӶi 

thi n֓ oxy hoá máu. 

Th  ֫máy rung tӺn s֝  cao (HFO) Ľ« ĽҼc֯ dùng rӸt nhi°u, nhҼng nŁm 2013, c§c nghi°n cuֵ RCT 

cho thӸy không cӶi thi n֓ tׁ  l  ֓t  ֹvong v¨ kh¹ng ĽҼc֯ khuyԒn cáo dùng tַ Ľ· ĽԒn nay. ECMO là 

bi n֓ pháp cӶi thi n֓ oxy ho§ m§u Ľang ĽҼc֯ áp dֱ ng hi֓ n nay cho b֓nh nhân ARDS nԊng, nghiên 

c uֵ nŁm 2018 ghi nhԀn không cӶi thi n֓ tֹ  vong ֫  nhóm ch֕ Ľ֗nh ECMO (PaO2 < 50 mmHg 

trong 3 gi֩  hay PaO2/FiO2 < 80 trong 6 gi֩, PaCO2 > 60 mmHg và Ph < 7,25 trong 6 gi)֩ v i֧ 

nhóm th֫  m§y th¹ng thҼn֩g. Do vԀy, ECMO ch֕ Ľ֗nh cȈng cӺn ĽҼc֯ nghiên cֵu thêm và lֽ a 

ch֙ n tuȢ t nַg trҼn֩g h֯ p lâm sàng 
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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 permeability, resulting 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 limited updates 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. Berlin definition 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 to non-ventilated subjects (using 

SpO2/FiO2) and certain special populations 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, performed in 2017, found that moderate and severe 

ARDS, progression of ARDS over 3 days, lesions in all 4 parts of the chest x-ray, and increased 

driving pressure were the 4 factors determining diffuse alveolar lesions. 

Treatment goal is to improve blood oxygenation and to improve prognosis. Effective managements 

are required. (1) Classic mechanical ventilation with low volume and high PEEP, and (2) necessary 

FiO2 to maintain SpO2 of 94-98% (PaO2 70-100 mmHg) improve prognosis. (3) Alveolar 

mobilization improves blood oxygen 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 improves blood oxidation. 

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 improve blood 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, PaCO2> 

60 mmHg and pH <7.25 in 6 hours), compared 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 case-by-case basis. 
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Nԍi soi phԀ quӲn trong thԐƛ Śӱƛ Śԍt biԀn gen miԃn dԆŎƘ ǳƴƎ ǘƘԜ 

Masao Hashimoto1 

1Trung tâm quηc gia sϐc khεe toàn cΊu NhΒt BΆn - NCGM 

 

Tóm tԂt 

Trong 10 nŁm n¨y ĽiԚu tr֗  ung thҼ phi֡ không phӾu thuԀt phӸt triԜn rӸt nhanh và mӴnh, do phát 

hi n֓ các li֓ u pháp m֧i nhҼ thuc֝ nhԂm Ľ²ch (Targeted therapy) tӴi các Ľ֥t biԒn gen ĽԊc hi֓ u cֳ a 

tԒ b¨o ung thҼ (Driver mutation) nhҼ EGFR/ALK/ROS1/BRAF, v¨ thuc֝ mi֑ n d֗ ch (ICI; Immuno 

Checkpoint Inhibitor) liên quan PD-L1/PD-1/CTLA-4. ņn֟g th֩ i, các k׃ thuԀt n i֥ soi phԒ quӶn 

n֝g mԚm ĽԜ lӸy b֓ nh phӾm ung thҼ phi֡ cȈng ph§t triԜn rӸt nhanh, ví dù các k׃ thuԀt nhҼ si°u ©m 

xuyên phԒ quӶn (EBUS; Endo Bronchial Ultra Sound), n֝g thông dây dӾn (Guide sheath), n֥i soi 

Ӷo (Virtual Bronchoscopy Navigation), và có thԜ sinh thiԒt an to¨n v¨ ch²nh x§c hҺn trҼc֧ Ľ©y. 

Hi n֓ tӴi, khi gԊp trҼ֩ng h֯ p ung thҼ phi֡, th¹ng tin nhҼ Ľt֥ biԒn gen và biԜu hi֓ n PD-L1 trên tԒ 

b¨o ung thҼ n°n cӺn ĽԜ quyԒt Ľn֗h phҼҺng ph§p ĽiԚu tr֗  thích h֯ p ĽԊc trҼng tԒ b¨o ung thҼ caֳ 

b n֓h nhân (Precision medicine).  

Trong h֥ i thӶo này, tôi t֝ m lӴi c§c phҼҺng ph§p sinh thiԒt bao g֟ m các k׃ thuӴt nôi soi phԒ quӶn 

n֝g mԚm gӺn Ľ©y, v¨ gii֧ thi u֓ ĽiԜm n°n lҼu Ĩ Ľi֝ v i֧ b§c sǫ l©m s¨ng ĽԜ th cֽ hi֓ n sinh thiԒt và 

sֹ  lý b n֓h phӼm phù h֯ p cho các xԒt nghi֓ m nhҼ IHC(Immunohistochemistry), FISH 

(Fluorescence in situ hybridization), và NGS (next-generation sequencing). 
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Bronchoscopy in the era of gene mutation and immunologic feature of 

cancer Nԍi soi phԀ quӲn trong thԐƛ Śӱƛ Śԍt biԀn gen miԃn dԆŎƘ ǳƴƎ ǘƘԜ 

Masao Hashimoto1 

1Trung tâm quηc gia sϐc khεe toàn cΊu NhΒt BΆn - 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 Targeted therapy toward Driver mutations like 

EGFR/ALK/ROS1/BRAF, and Immuno-Checkpoint Inhibitor related with PD-L1/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. Today, for so called the 

precision medicine, we need information of PD-L1, driver mutation and so on to decide more 

better treatment depend on the situation of each patient.  

In this session, I 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), and NGS (next-generation 

sequencing)) form the view point of a clinical respiratory doctor.  
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/Ԏ ŎƘԀ phân t֒  và tԀ ōŁƻ ǘǊƻƴƎ ǳƴƎ ǘƘԜ ǇƘԋi 

GS TS ņinh Xu©n Anh TuΈn 

 Bέnh viέn Cochin, ņí hγc Paris Descartes 

Ung thҼ phi֡ là m t֥ b n֓h lĨ Ľa dӴng, phֵ c tӴp và kh· ĽiԚu tr֗ . Ung thҼ phi֡ t  ַlâu không còn 

ĽҼ֯c xem là m֥t b֓ nh lĨ ĽҺn thuӺn m¨ Ľang dӺn ĽҼc֯ phân loӴi theo các phân nhóm dֽa tr°n Ľ²ch 

ĽԒn phân tֹ  và chiԒn lҼc֯ hóa tr֗ li u֓. Vi c֓ x  ֹtrí nhóm b֓nh ung thҼ phi֡ không phӶi tԒ bào nh֛  

(UTPKPTBN), Ľang ĽҼc֯ hҼ֫ng l֯ i t  ַvài trong s֝  c§c Ľt֥ phá này, v֧i các hiԜu biԒt vԚ c§c Ľt֥ 

biԒn biԜu hi֓ n nhҼ Epidermal Growth Factor Receptor (EGFR), t ֡h p֯ gen liên quan Anaplastic 

Lymphoma Kinase (ALK), tái sԂp xԒp cֳ a các gen tiԚn ung tyrosine-protein kinase ROS-1, và các 

nghiên cֵ u hi֓ n th֩ i trong ĽiԚu tr֗  nhԂm tr¼ng Ľ²ch caֳ gen sinh ung Kirsten Rat Sarcoma (K-

RAS), thֱ  thԜ tyrosine kinase MET, và Programmed Death Ligand-1 (PD-L1). K  ׁnguyên m֧ i 

c aֳ ĽiԚu tr֗  cá thԜ h·a ung thҼ phi֡ sԐ Ľ¸i hi֛ ĽԊc tính hóa m֥t cách toàn di n֓ ngu֟ n g֝ c gen trong 

carcinoma tԒ bào tuyԒn, carcinoma tԒ bào nhӺy, và carcinoma tԒ bào nh֛   ֫các phân nhóm khác 

nhau. HҼn֧g Ľi trong tҼҺng lai sԐ l¨ ĽҼa c§c ĽԊc tính phân tֹ cùng v֧ i k׃ thuԀt giӶi trình tֽ  gen 

thԒ h  ֓m i֧ vào chiԒn lҼc֯ sàng l֙c b֓ nh nhӺm nâng cao khӶ nŁng ph§t hin֓ s֧ m b֓ nh ung thҼ. 

ņiԚu tr֗  cá thԜ h·a Ľ¸i hi֛ gԂn kԒt chԊt chԐ gi aֻ phòng thí nghi֓m và lâm sàng. B֫i sֽ  Ľa dӴng và 

phֵ c tӴp trong ĽiԚu tr֗  ung thҼ phi֡ tùy thu֥ c vào giӶi phӾu b֓ nh, ph©n giai ĽoӴn, v¨ ĽԊc tính di 

truyԚn, bӶn Ľ֟ tҼ duy Ľ« ĽҼc֯ phát triԜn nhҼ mt֥ trong s֝  nhiԚu công cֱ  h  ֣tr  ֯b§c sǫ l©m s¨ng 

trong kׁ  nguyên y h֙c cá thԜ ngày nay.  
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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. Management of non-small-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), rearrangements in the proto-oncogene tyrosine-protein 

kinase ROS-1, and ongoing research in targeted therapies for the Kirsten Rat Sarcoma (K-RAS) 

oncogene, the receptor tyrosine kinase MET, and Programmed Death Ligand-1 (PD-L1). The next 

era of personalized treatment for lung cancer will involve a comprehensive genomic 

characterization of adenocarcinoma, squamous-cell carcinoma, and small-cell carcinoma into 

various subtypes. Future directions will involve incorporation of molecular characteristics and next 

generation 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 histology, tumor 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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Tránh bԈ sót trong chӵƴ Śƻłƴ ǳƴƎ ǘƘԜ ǇƘԋi trong th֔ c hành lâm sàng. 

NguyΫn ņ³nh Duy(*)  

 

TӴi Vi t֓ Nam, ung thҼ phi֡ Ľnֵg hàng thֵ nhӸt trong tׁ  l  ֓mԂc m֧ i trong các loӴi ung thҼ v¨ cȈng 

xԒp hang thֵ  nhӸt trong tׁ  l  ֓t  ֹvong cӶ hai gi֧ i nam nֻ . TuȢ vào v֗ trí t n֡ thҼҺng trong ln֟g 

ngֽ c, m cֵ Ľ֥ lan r֥ ng cֳ a bҼu֧ mà tri֓ u chֵ ng lâm sàng cֳa tַ ng b֓ nh nhân sԐ khác nhau, tuy 

nhiên biԜu hi֓ n cֳ a ung thҼ ph֡ i thҼ֩ng là ho kéo dài; ho ra máu; th֫ rít, khó th֫ ; Ľau ngcֽ. Trong 

khi Ľ·, c¹ng c ֱh¨ng ĽӺu trong chӼn Ľo§n s¨ng lc֙ cֳ a ung thҼ ph֡ i là X quang ph֡i, CT ngֽ c 

thҼ֩ng phát hi֓ n các t֡n thҼҺng ĽiԜn h³nh nhҼ n t֝ ph֡ i, u ph֡ i, tràn d֗ch màng ph֡i. C§c phҼҺng 

ti n֓ chӼn Ľo§n ung thҼ phi֡ thҼn֩g quy bao g֟m: tԒ bào h֙c trong Ľ¨m, soi phԒ quӶn sinh thiԒt, 

sinh thiԒt ph֡ i xuyên thành ngֽc dҼi֧ hҼn֧g dӼn hình Ӷnh h֙ c, ch֙ c d֗ ch màng ph֡i, soi trung 

thӸt, phӼu thuԀt n i֥ soi l֟ ng ngֽ c. 

Tuy nhiên trong thֽc hành lâm sàng, trong tַ ng th֩ i ĽiԜm, ung thҼ phi֡ cȈng c· nhnֻg thԜ lâm 

s¨ng ĽԊc bi֓ t, kh¹ng ĽiԜn hình khiԒn ngҼ֩i thӺy thu֝ c kh¹ng nghǫ ĽԒn b n֓h lý này, ĽҼa ĽԒn vi c֓ 

kéo dài th֩ i gian chӼn Ľo§n, làm hӴn chԒ khӶ nŁng ĽiԚu tr֗  khi ung thҼ ph֡ i ĽҼҺc ph§t hin֓ ֫  giai 

ĽoӴn mu֥ n. 

Do vԀy cӺn tӺm so§t ung thҼ phi֡ trên b֓ nh nhân thu֥c nh·m c· nguy cҺ cao, ĽiԚu tr֗  kh¹ng Ľ§p 

nֵg m֥ t b n֓h lý ph֡ i ĽҼc֯ chӼn Ľo§n ban ĽӺu không phӶi ung thҼ phi֡. 

AVOID MISSING IN LUNG CANCER DIAGNOSIS 

NguyΫn ņ³nh 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 females. Depending 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; hemoptysis; breathing whizzing; chest 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 in sputum, 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 doctor does 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 pulmonary disease initially diagnosed as non-lung cancer. 

(*)BS CKII, PGņ BΜnh ViΜn Phͧm NgΣc Thͧch 
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Cӷp nhӷt các xét nghiԄm sinh hԇc phân t֒  ŘŁƴƘ ŎƘƻ ǳƴƎ ǘƘԜ ǇƘԋi 

Ph ḿ Hùng Vân3 

ņΊt vͫ n ĽΖ 

Phát hi֓n Ľ֥t biԒn EGFR là m֥t xét nghi֓ m hi֓ n Ľang ĽҼc֯ c§c b§c sǫ ch֕  Ľ֗nh cho c§c ung thҼ phi֡ không tԒ bào 

nh֛  (NSCLC) v³ Ľ©y l¨ x®t nghim֓ cӺn thiԒt ĽԜ b§c sǫ cho ch ֕Ľ֗nh sֹ  d nֱg thu֝ c ֵ c chԒ tyrosine kinase. Tuy nhiên 

ngoài EGFR còn có m֥t s֝  xét nghi֓ m sinh h֙ c phân tֹ  nhԂn ĽԒn c§c gene Ľ²ch kh§c cȈng rӸt cӺn thiԒt ĽԜ b§c sǫ l©m 

sàng lֽ a ch֙ n các thu֝c ĽiԚu tr֗  Ľ²ch kh§c. B§o c§o n¨y tr³nh b¨y c§c vӸn ĽԚ cԀp nhԀt các xét nghi֓m sinh h֙ c phân 

t  ֹd¨nh cho ung thҼ phi֡ không tԒ bào nh֛  m¨ c§c b§c sǫ ĽiԚu tr֗  cӺn phӶi quan tâm. 

Nίi dung 

Xét nghi֓ m phát hi֓n Ľ֥t biԒn EGFR là rӸt cӺn thiԒt ĽԜ gi¼p b§c sǫ n°n hay kh¹ng n°n laֽ ch֙ n thu֝ c ֵ c chԒ tyrosine 

kinase (TKI) thԒ h  ֓1 l¨ gefitinib hay erlotinif trong ĽiԚu tr֗  NSCLC. NԒu phát hi֓n m֥ t trong các loӴi Ľt֥ biԒn sau 

Ľ©y tr°n gene EGFR th³ n°n ch ֕Ľ֗nh TKI thԒ h  ֓1, Ľ· l¨ Ľ֥t biԒn mӸt ĽoӴn trên exon 19, thay thԒ nucleotide dӾn ĽԒn 

thay thԒ amino acid tr°n exon 21, hay Ľt֥ biԒn th°m ĽoӴn trên exon 20. Xét nghi֓m phát hi֓n Ľ֥t biԒn EGFR còn phát 

hi n֓ ĽҼc֯ Ľ֥t biԒn T790M làm giӶm hi֓ u quӶ c aֳ TKI thԒ h  ֓1 v¨ l¼c Ľ· b§c sǫ phӶi ch֕  Ľ֗nh TKI thԒ h  ֓2 là afatinib 

hay dacomitinib. Ngoài xét nghi֓m phát hi֓n Ľ֥t biԒn EGFR, xét nghi֓m phát hi֓n Ľ֥t biԒn KRAS ֫  codon 12 hay 

codon 13 v¨ Ľt֥ biԒn BRAF V600E cȈng l¨ dӸu hi֓ u cho thӸy sֽ  giӶm hi֓ u quӶ c aֳ TKI v¨ cȈng l¨ x®t nghim֓ mà 

các b§c sǫ n°n ch ֕Ľ֗nh cho b֓nh nh©n ĽԜ không nên ch֕ Ľ֗nh TKI. M t֥ Ľt֥ biԒn nֻ a cȈng rӸt cӺn thiԒt ĽҼc֯ phát hi֓n 

trong ch֕ Ľ֗nh ĽiԚu tr֗  Ľ²ch NSCLC l¨ Ľt֥ biԒn ALK gây ra do sֽ n i֝ ĽoӴn (fusion) cֳ a ALK v i֧ EML4 mà sֽ  hình 

th¨nh Ľt֥ biԒn này sԐ giúp kh֝ i u nhӴy cӶm ĽҼc֯ v֧ i thu֝ c ĽiԚu tr֗  Ľ²ch cֵ chԒ ALK, Ľ· l¨ crizotinib v¨ ceritinib. C§c 

Ľ֥t biԒn EGFR, KRAS, BRAF v¨ ALK ĽԚu có thԜ phát hi֓ n ĽҼc֯ bԄng các k׃ thuԀt sinh h֙ c phân tֹ  nhҼ giӶi trình 

t  ֽSanger, pyro hay real-time PCR trên các mӾu thֹ  là mô sinh thiԒt. Ngo¨i ra, c§c Ľt֥ biԒn này còn có thԜ phát hi֓ n 

ĽҼ֯c trên các DNA kh֝i u lҼu th¹ng trong m§u m¨ ngҼi֩ ta thҼn֩g g֙ i l¨ ctDNA (circulating tumor DNA), v¨ phҼҺng 

pháp phát hi֓n n¨y ĽҼc֯ g֙ i là sinh thiԒt l n֛g vì mӾu thֹ  là huyԒt tҼҺng hay huyԒt thanh c aֳ b֓ nh nhân. K׃ thuԀt 

ĽҼ֯c áp dֱng ĽԜ phát hi֓ n c§c Ľt֥ biԒn trên ctDNA là NGS (Next Generation Sequencing) vi֧ Ľ ֥nhӴy rӸt cao nhҼng 

cȈng rӸt mԂc tiԚn. Tuy nhiên ngoài NGS, chúng ta có thԜ ch֙ n giӶi ph§p ĽԊc hi֓ u hҺn v¨ rԐ h n֧ là real-time PCR hay 

pyrosequencing. 

KΔt luͻn 

Hi n֓ nay tӴi ViԒt Nam, m֥ t s֝  TKI thԒ h  ֓1 Ľ« ĽҼc֯ B  ֥Y TԒ chӸp nhԀn là thu֝ c hang ĽӺu cho ch֕ Ľ֗nh ĽiԚu tr֗  

NSCLC c· Ľt֥ biԒn EGFR. Chính nh֩ yêu cӺu này mà xét nghi֓m Ľ֥t biԒn EGFR Ľ« ĽҼc֯ m֥ t s֝  phòng thí nghi֓m 

triԜn khai. Tuy nhiên các xét nghi֓m sinh h֙ c phân tֹ  kh§c d¨nh cho NSCLC cȈng rӸt cӺn thiԒt phӶi ĽҼc֯ triԜn khai 

Ľ֟ng b֥  ĽԜ gi¼p b§c sǫ ĽiԚu tr֗  biԒt ĽҼc֯ c§c trҼn֩g h֯ p Ľ֥t biԒn EGFR kháng TKI thԒ h  ֓1 phӶi dùng TKI thԒ h  ֓2, 

hay c§c Ľt֥ biԒn KRAS v¨ BRAF ĽԜ phát hi֓ n các b֓nh nhân không nhӴy v i֧ TKI hay Ľt֥ biԒn giúp ch֕ Ľ֗nh ALK 

inhibitor. 

Key words: NCCLS, EGFR, KRAS, BRAF, ALK 

  

                                                           
3 Phan Châu Trinh University, Nam Khoa Biotek Co., Nguyԃƴ ¢Ǌƛ tƘԜԎƴƎ IƻǎǇƛǘŀƭ 



88 
 

Updated molecular biology testing for lung cancer 

Phӱm Hùng Vân4 

Background 

Detection of EGFR mutation is a test currently being prescribed for non-small 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 essential for clinicians to choose other target drugs. This report presents issues that 

update the molecular biology tests for non-small 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 gene, TKI 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 effectiveness 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 of a decrease 

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 to the ALK inhibitor, which is 

crizotinib and ceritinib. EGFR, KRAS, BRAF and ALK mutations can be detected by molecular 

biology techniques such as Sanger sequencing, pyro or real-time PCR on samples of biopsy tissue. 

In addition, these mutations can also be detected 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 

technique 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 are real-time 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 number of laboratories. 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 patients sensitive to TKI or mutations help to appoint ALK 

inhibitor 

Key words: NCCLS, EGFR, KRAS, BRAF, ALK  

                                                           
4 Phan Châu Trinh University, Nam Khoa Biotek Co., Nguyԃƴ ¢Ǌƛ tƘԜԎƴƎ IƻǎǇƛǘŀƭ 
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Cӷp nhӷt thuԉc ԝc chԀ ŚƛԂm kiԂm soát miԃn dԆch t֑  Hԍi nghԆ ǳƴƎ ǘƘԜ ǇƘԋi 

thԀ giԏi 2018 

TS BS L° Th̿ωng VȈ 
 

Tóm tԂt 

Ung thҼ phi֡ là nguyên nhân gây tֹ vong ung thҼ h¨ng ĽӺu trên thԒ gi i֧. Theo Globocan 2018, có 

1,8 tri֓ u ngҼi֩ chԒt do ung thҼ phi֡ h¨ng nŁm. NŁm 1890 b§c sǫ Cohen l¨ ngҼi֩ ĽӺu tiên dùng 

li u֓ pháp mi֑n d֗ch ĽiԚu tr֗  ung thҼ. NŁm 1992, GS Honjo t³m ra ĽiԜm kiԜm soát PD-1. Thông 

qua tҼҺng t§c PD1-PDL1 tԒ bào ung thҼ tr n֝ thoát sֽ  phát hi֓ n và tiêu di֓t cֳ a h֓  mi n֑ d֗ ch. Các 

kháng thԜ ĽҺn d¸ng cֵ chԒ hoԊc PD-1 hoԊc PD-L1 ph֡  biԒn là Pembrolizumab, Nivolumab, 

Atezolizumab v¨ Durvalumab Ľ« ĽҼc֯ FDA phê duy֓t trong ĽiԚu tr֗  ung thҼ phi֡ và hi֓ n 

Pembrolizumab là thu֝c mi֑ n d֗ ch sԈn có ֫  Vi t֓ Nam. Các thu֝c n¨y Ľ§nh thcֵ các lympho T 

mi n֑ d֗ ch giúp tiêu di֓t kh i֝ u, có thԜ kéo dài th֩ i gian s֝ ng thêm ֫  các b n֓h nhân ung thҼ phi֡. 

Trên nhֻ ng bn ung thҼ phi֡ không tԒ bào nh֛  giai ĽoӴn tiԒn xa tַ ng hóa tr ,֗ li u֓ pháp mi֑n d֗ ch 

bԄng atezolizumab, nivolumab và pembrolizumab cӶi thi n֓ s֝ ng thêm so v֧i docetaxel. ֪  bn ung 

thҼ phi֡ không tԒ bào nh֛  giai ĽoӴn tiԒn xa chҼa tnַg hóa tr֗, pembrolizumab kéo dài s֝ng thêm 

t t֝ hҺn h·a tr ֗khi bn có PDL1 > 50%. Hóa tr֗ kԒt h p֯ pembrolizumab cho hi֓u quӶ t t֝ trên 50-

60% b֓ nh nhân và kéo dài th֩i gian s֝ ng thêm bӸt kԜ PD-L1 dùng tuyԒn hay gai. Trên bn ung thҼ 

ph֡ i không tԒ bào nh֛  giai ĽoӴn tiԒn xa tiԒn xa tӴi ch֣ , ĽҼc֯ ĽiԚu tr֗  t t֝ nhӸt bԄng hóa xӴ tr  ֗Ľ֟ng 

th i֩, th i֩ gian s֝ ng thêm cֳa nhֻ ng b֓ nh nh©n n¨y ĽҼc֯ kéo dài thêm nԒu sֹ  d nֱg durvalumab. 

Trong ung thҼ tԒ bào nh֛, khi th°m atezolizumab v¨ ph§c Ľ ֟hóa tr֗ chuӼn có mu֝ i platin và 

etoposide l¨ tŁng thi֩ gian s֝ ng thêm cho b֓nh nhân. Li֓u pháp mi֑n d֗ch ng¨y nay Ľang ĽҼc֯ 

nֵg dֱ ng r֥ ng rãi vì giúp bn s֝ng l©u hҺn v¨ chӸt lҼn֯g hҺn.  
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Updates about the immunecheckpoint inhibitor in World conference in 

lung cancer 2018 

L° Th̿ωng VȈ, M.D., Ph.D. 

 

Abstract 

Lung cancer is the leading cause of cancer death worldwide. According to Globocan 2018, 1.8 

million people died of lung cancer yearly. In 1890, Dr Cohen has been the first person to use 

immunotherapy to treat sarcoma. In 1992, Pr Honjo found the PD-1 checkpoint. Tumor cells used 

PD1-PD-L1 interaction to escape the detection and extirpation of immune cells. The monoclonal 

antibodies that inhibites either PD-1 or PD-L1 such as Pembrolizumab, Nivolumab, Atezolizumab 

and Durvalumab was already approved of FDA and Pembrolizumab is available in Vietnam. These 

medications waked the T lymphocytes up to kill the tumor and prolong patientôs survival. In 

advanced stage NSCLC who did have chemotherapy first line, atezolizumab, nivolumab and 

pembrolizumab did improve overall survival in comparison to docetaxel. In chemo naïve advanced 

stage NSCLC pembrolizumab prolonged survival for patients with PDL1> 50%. Pembrolizumab 

combined with chemotherapy reached 50-60% RR and extended overall survival in either 

squamous or adenocarcinoma. In locally advanced NSCLC treated by chemoradiation, 

durvalumab could help to prolong overall survival. In extensive stage small cell lung cancer, 

atezolizumab added to platinum plus etoposide chemotherapy prolonged 

survivals. Immunotherapy now a days are broadly used to help patients live longer with better 

quality of life. 
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Xӱ TrԆ Hԛȅ ¦ /ƽ 7Ԇnh VԆ (SABR): Cách MӱƴƎ ¢ǊƻƴƎ 7ƛԁu TrԆ ¦ƴƎ ¢ƘԜ tƘԋi Di 

/Ňƴ Iӱn ChԀ 

Lê TuΈn Anh*, NguyΫn Ngγc BΆo Hoàng**  

 
Tóm tԂt 

 Trong ĽiԚu tr֗ ung thҼ ph֡i, sֽ tiԒn b֥ trong k׃ thuԀt xӴ tr֗, ph֝i h֯p h·a xӴ tr֗, hҼ֧ng dӾn h³nh 

Ӷnh trong xӴ, kiԜm so§t sֽ di Ľ֥ng cֳa kh֝i u Ľ« l¨m tŁng th֩i gian kiԜm so§t b֓nh cȈng nhҼ th֩i 

gian s֝ng c¸n to¨n b֥ cֳa b֓nh nh©n. GӺn Ľ©y, v֧i sֽ ra Ľ֩i cֳa k׃ thuԀt xӴ tr֗ hֳy u c· Ľ֗nh v֗ 

(SABR), cҺ h֥i ĽiԚu tr֗ cho b֓nh nh©n giai ĽoӴn s֧m kh¹ng thԜ phӾu thuԀt hay giai ĽoӴn tr֑ c· di 

cŁn hӴn chԒ Ľ« tŁng l°n r» r֓t. CҺ chԒ hoӴt Ľ֥ng cֳa xӴ tr֗ hֳy u hay hi֓u quӶ ph֝i h֯p v֧i thu֝c 

h·a tr֗, thu֝c mi֑n d֗ch Ľ« tr֫ th¨nh tr֙ng t©m cֳa rӸt nhiԚu nghi°n cֵu. Tuy nhi°n, c§c nghi°n 

cֵu Ľ֝i ĽӺu nhԄm chֵng minh hi֓u quӶ cֳa xӴ tr֗ hֳy u so s§nh v֧i c§c li֓u ph§p ĽiԚu tr֗ ti°u 

chuӼn Ľ« b֗ b֛ qua, h֓ lֱy ĽԜ lӴi l¨ nhֻng c©u h֛i quan tr֙ng vӾn chҼa ĽҼ֯c trӶ l֩i. B¨i viԒt n¨y 

xem x®t lӴi c§c nghi°n cֵu vԚ xӴ tr֗ hֳy u c· Ľ֗nh v֗ nhԄm Ľ§nh gi§ hi֓u quӶ cֳa phҼҺng ph§p 

n¨y trong ĽiԚu tr֗ ung thҼ ph֡i di cŁn hӴn chԒ.  

Tַ kh·a: xӴ tr֗ hֳy u c· Ľ֗nh v֗, ung thҼ ph֡i di cŁn hӴn chԒ,  
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STEREOTACTIC ABLATIVE RADIOTHERAPY (SABR): REVOLUTION IN   

TREATMENT OF LUNG OLIGOMETASTASES  

Lê TuΈn Anh*, NguyΫn Ngγc BΆo Hoàng**  

 

Abstract 

In the treatment of lung cancer, advances in radiotherapy techniques, chemoradiation, image 

guided radiation therapy, and control of tumor movement have increased the time of disease 

control as well as the overall survival time. Recently, with stereotactic ablative radiotherapy 

(SABR), the opportunity for treatment of lung cancer with medically inoperable early stage or 

oligometastases has 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 been ignored, therefore, the 

important questions remain unanswered. This article reviews the role of SABR and evaluates the 

effectiveness of this method in lung oligometastases. 

Keywords: stereotactic ablative radiotherapy, lung oligometastases 

 
**B֓nh vi֓n Ch֯ RӾy ï TP HCM; ņ֗a ch֕ li°n lӴc: TS. BS. L° TuӸn Anh. Email: ltadr@yahoo.com 

 

* B֓nh vi֓n Ch֯ RӾy ï TP HCM; ņ֗a ch֕ li°n lӴc: TS. BS. Nguy֑n Ng֙c BӶo Ho¨ng. Email: 

nnbhmd@yahoo.com 
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BiԂu HiԄn Tӱi Phԋi Cԛa Mԍt Sԉ BԄnh T֔  Miԃn 

5ԜԎƴƎ aƛƴƘ bƎԇc* 

Tóm tԂt 

B n֓h tֽ  mi n֑ (hay b֓nh mô liên kԒt) là m֥ t nhóm các b֓nh lý phֵ c tӴp, biԜu hi֓ n l©m s¨ng Ľa 

dӴng và Ӷnh hҼn֫g t֧ i nhiԚu cҺ quan kh§c nhau, trong Ľ· c· phi֡. TӴi ph֡ i, các t֡ n thҼҺng c· thԜ 

t  ַmàng ph֡i, nhu mô, mӴch m§u hay ĽҼn֩g th֫ . Các biԜu hi֓ n l©m s¨ng thҼn֩g kh¹ng ĽԊc hi֓ u, 

chӼn Ľo§n thҼn֩g ĽҼc֯ thiԒt lԀp sau khi Ľ« loӴi tr  ַcác nguyên nhân khác. ֪ Ľ©y sԐ tԀp trung v̈ o 

biԜu hi֓ n tӴi ph i֡ c aֳ m֥ t s֝  b n֓h mô liên kԒt thҼn֩g gԊp trên lâm s̈ng nhҼ vi°m Ľa khp֧ dӴng 

thӸp, xҺ cnֵg h֓  th n֝g/xҺ cnֵg b³ v¨ lupus ban Ľ ֛h  ֓th n֝g. 

* Gi nͩg viên Bί môn Nίi tΫng qu§t, ņiͧ hΣc Y d̯ιc thành phΧ HΩ Chí 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 multi ïorgan effects. At the respiratory system, these lesions 

can widely range from airways, vessels, parenchyma, pleura and 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), systemic sclerosis/scleroderma and systemic lupus erythematosus 

(SLE) 

(*) Lecturer of Department of Medicine, UMP Vietnam 
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/! [$a {"bD ·Ӡ tIӝI MÔ Kӑ ±k /(bΦ 

NguyΫn Hιng ņϐc(*) 

 

BN nam, 62 tu֡i, khám b֓nh v³ ho, Ľ¨m nht֧, khó th֫  gԂng sֵ c tַ  2016. B֓ nh nhân không có 

nghԚ nghi֓ p rõ ràng, làm d֗ch vֱ  môi gi֧ i giao d֗ch mua bán. Hút thu֝c lá. Không tiԚn sֹ  b n֓h 

ph֡ i kh§c trҼc֧ Ľ·. BN ĽҼc֯ ĽiԚu tr֗  và theo dõi v֧i chӼn Ľo§n BPTNMT bԄng Tiotropium, 

Budesonide/Formoterol. Trong su֝t 2 nŁm, t³nh trӴng tr֟ i sֱ t thӸt thҼn֩g, vӾn ho, khò khè, khó 

th  ֫ gӺn nhҼ kh¹ng thuy°n giӶm. 

Tháng 5/2018, tình trӴng khó th֫  tŁng l°n, Ľ°m BN vӾn ngֳ  b³nh thҼn֩g. Khám hô hӸp thӸy có 

nhiԚu ran n֡  2 Ľ§y phi֡, không ran rít ran ngáy. FeNO = 32 ppb. PhԒ thân ký ghi nhԀn h֥ i ch nֵg 

hӴn chԒ v i֧ TLC= 3.37L (57% predicted), FEV1/FVC=80%, FEV1= 1.94L (72% predicted). Bilan 

SH-HH b³nh thҼn֩g. Xquang ph֡i thԆng và CT ngֽc sau Ľ· x§c nhԀn hình Ӷnh dày mô kԐ tԀp 

trung ֫  Ľ§y v¨ v½ng ngoӴi biên 2 ph֡i. B°nh nh©n ĽҼc֯ chӼn Ľo§n xҺ phi֡ mô kԐ v¹ cŁn v¨ ĽiԚu 

tr  ֗bԄng pirfenidone 200mg v֧i liԚu tŁng dӺn m i֣ tháng. Tình trӴng lâm sàng cӶi thi n֓ nhanh 

chóng. Ho, khó th֫ giӶm gӺn nhҼ ho¨n to¨n sau 3 th§ng, khӶ nŁng gԂng sֵ c cӶi thi n֓ gӺn nhҼ ho¨n 

toàn. Hi֓ n BN vӾn Ľang ĽiԚu tr֗  bԄng pirfenidone liԚu t֝ i Ľa 600mg x 3/ngày. Dung nӴp thu֝ c 

b³nh thҼn֩g. 

Tháng 10/2018: M=80/p, HA=130/70 mmHg, T=164 cm, P=60kg, BMI=22 kg/m2; SpO2=98% 

dҼ֧i khí tr֩ i. 

XҺ phi֡ mô kԐ v¹ cŁn l¨ bn֓h chҼa ĽҼc֯ phát hi֓n nhiԚu. Tri֓ u chֵ ng chֳ  yԒu là ho và khó th֫ 

gԂng sֵ c. DӸu hi֓ u ĽԊc trҼng l¨ ran n.֡ Xquang và CT cho thӸy hình Ӷnh xҺ phi֡ mô kԐ tԀp trung 

v½ng Ľ§y v¨ ngoӴi biên 2 ph֡ i. Chֵ c nŁng phi֡ có h֥ i chֵ ng thông khí hӴn chԒ. ņiԚu tr֗  hi n֓ ĽҼc֯ 

chӸp nhԀn là pirfenidone và nintedanib. 

  



96 
 

Tóm tӸt: Case study of idiopathic pulmonary fibrosis  

NguyΫn Hιng ņϐc(*) 

 

A 62 year-old male presented to Phoi Viet 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. 

Plethysmography demonstrated a restrictive pattern. A diagnosis of Idiopathic Pulmonary Fibrosis 

was established and treatment with pirfenidone was initiated. Clinical status and chest CT was 

ameliorated. Interstitial Lung Disease is frequently undiagnosed in our daily 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 actually accepted by FDA. 

 

(*) BS, Trung t©m ĽiΖu trΠ bΜnh hô hͫ p PhΫi ViΜt 
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ChiԀƴ ƭԜԓc chӳm dԝt bԄnh lao. T֑ tԋ chԝc y tԀ thԀ giԏƛ ŚԀn Thành Phԉ HԊ 

Chí Minh 

NguyΫn Hϖu Lân(*) 

TčM TԁT: 

H֥i Ľ֟ng Sֵc kh֛e ThԒ gi֧i do T֡ chֵc Y tԒ ThԒ gi֧i t֡ chֵc h¨ng nŁm tӴi Palais des Nations 

cֳa Li°n H֯p Qu֝c ֫ Geneva, Ľ« th¹ng qua ngh֗ quyԒt th§ng 5 nŁm 2014 vԚ vi֓c h֣ tr֯ ĽӺy Ľֳ 

ChiԒn lҼ֯c Lao To¨n cӺu sau 2015 v֧i c§c mֱc ti°u ĽӺy tham v֙ng. ChiԒn lҼ֯c n¨y nhԄm chӸm 

dֵt d֗ch b֓nh lao to¨n cӺu, v֧i mֱc ti°u giӶm 95% tֹ vong do lao v¨ cԂt giӶm 90% trҼ֩ng h֯p 

lao m֧i tַ nŁm 2015 ĽԒn nŁm 2035, v¨ ĽԜ ĽӶm bӶo rԄng kh¹ng c· gia Ľ³nh n¨o b֗ g§nh nԊng chi 

ph² thӶm h֙a do b֓nh lao g©y ra. N· ĽԊt ra nhֻng m֝c th֩i gian tӴm th֩i cho nŁm 2020, 2025 v¨ 

2030. 

Ngh֗ quyԒt k°u g֙i c§c ch²nh phֳ th²ch nghi v¨ thֽc hi֓n chiԒn lҼ֯c v֧i cam kԒt v¨ t¨i 

ch²nh cӸp cao. N· cֳng c֝ m֥t tr֙ng t©m trong chiԒn lҼ֯c phֱc vֱ d©n s֝ rӸt d֑ b֗ nhi֑m b֓nh v¨ 

tiԒp cԀn chŁm s·c sֵc kh֛e k®m, chԆng hӴn nhҼ ngҼ֩i di cҼ. ChiԒn lҼ֯c v¨ giӶi ph§p n°u bԀt sֽ 

cӺn thiԒt phӶi thu h¼t c§c Ľ֝i t§c trong lǫnh vֽc y tԒ v¨ hҺn thԒ nֻa, chԆng hӴn nhҼ trong c§c lǫnh 

vֽc bӶo tr֯ x« h֥i, lao Ľ֥ng, nhԀp cҼ v¨ c¹ng lĨ. Ngh֗ quyԒt y°u cӺu Ban thҼ kĨ T֡ chֵc Y tԒ 

ThԒ gi֧i gi¼p c§c nҼ֧c th¨nh vi°n th²ch ֵng v¨ vԀn h¨nh chiԒn lҼ֯c, ghi nhԀn tӺm quan tr֙ng cֳa 

vi֓c giӶi quyԒt vӸn ĽԚ lao kh§ng Ľa kh§ng sinh v¨ th¼c ĽӼy h֯p t§c qu֝c tԒ. T֡ chֵc Y tԒ ThԒ gi֧i 

cȈng ĽҼ֯c y°u cӺu gi§m s§t vi֓c thֽc hi֓n v¨ Ľ§nh gi§ tiԒn Ľ֥ Ľ֝i v֧i c§c c֥t m֝c v¨ mֱc ti°u 

2035. 

 

The End Tb Strategy: From WHO To Ho Chi Minh City 

NguyΫn Hϖu Lân(*) 

 

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 new post-2015 Global 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 sets interim milestones for 2020, 2025, 

and 2030. 

The resolution calls on governments to adapt and implement the strategy with high-level 

commitment and financing. It reinforces a focus within the strategy on serving populations highly 

vulnerable to infection and poor 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 WHO Secretariat to 

help Member States adapt and operationalize the strategy, noting the importance of tackling the 

problem of multidrug-resistant TB and promoting collaboration across international borders. 

WHO is also asked to monitor implementation and evaluate progress towards the milestones and 

the 2035 targets. 

(*)TS. BS. Gņ BΛNH VIΛN PHͦ M NGΡC THͦ CH TPHCM 
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7ƛԁu trԆ ƴƎԜƴƎ ǘƘԑ tӸc nghӿn khi ngԛ vԏi CPAP/BiPAP trên th֔c hành lâm 

sàng 

TS.BS. Lê KhΔc BΆo* 

Tóm tԂt:  

NgҼng th ֫tԂc nghԐn khi ngֳ  (OSA) là vӸn ĽԚ sֵ c kh֛ e c֥ ng Ľn֟g quan tr֙ng. Th֫  máy không 

xâm lӸn áp lֽ c dҼҺng li°n tcֱ m֥ t / hai mֵ c áp lֽ c dҼҺng (CPAP / BiPAP) vӾn là giӶi ph§p ĽiԚu 

tr  ֗then ch֝ t cho OSA. Kh֫i Ľn֥g ĽiԚu tr֗  CPAP/BiPAP bao g֟m vi c֓ nhԀn di֓ n mֵ c áp lֽ c dҼҺng 

có hi֓ u quӶ, c¨i ĽԊt thông s֝  th  ֫máy phù h֯p: áp l cֽ kh֫ i ĽӺu v¨ ĽiԚu tr֗ , th֩ i gian tŁng t ַáp lֽ c 

kh i֫ ĽӺu ĽԒn áp lֽ c ĽiԚu tr֗  (Ramp), mֵ c giӶm áp lֽ c máy th֫  vào thì th֫  ra (Flex), mֵc Ľ֥ làm 

Ӽm, ch֙ n l aֽ mԊt nӴ phù h֯ p. ņn֗h chuӼn mֵ c áp lֽ c có hi֓ u quӶ bԄng tay tӴi phòng thí nghi֓ m 

giӸc ngֳ  ĽҼ֯c ch֕ Ľ֗nh cho c§c trҼn֩g h֯ p phֵ c tӴp, hoԊc tӴi nhà bԄng máy CPAP/BiPAP tֽ Ľ֥ng 

cho Ľa s ֝c§c trҼn֩g h֯ p còn lӴi. Theo dõi hi֓u quӶ và tác dֱng phֱ  ĽiԚu tr֗  CPAP/BiPAP bao 

g m֟ Ľ§nh gi§ cӶi thi n֓ lâm sàng các tri֓u chֵ ng ban Ľ°m v¨ bun֟ ngֳ  ngày quá mֵc, phát hi֓n 

các tác dֱng phֱ  nhҼ vi°m mȈi xoang, lo®t c§nh mȈi; Ľ§nh gi§ tu©n th ֳvà hi֓ u quӶ ĽiԚu tr֗  ghi 

nhԀn trong dֻ  li u֓ th֫  máy: tׁ  l  ֓c§c Ľ°m c· th ֫máy và có th֩i gian th֫  hҺn 4 gi/֩ m i֣ Ľ°m, ch ֕

s֝  ngҼng giӶm th֫  t n֟ dҼ (AHI), v¨ t  ׁl  ֓h  ֫kh². ņiԚu ch֕nh áp lֽ c ĽiԚu tr֗  v¨ ĽӶm bӶo gԂn kín 

mԊt nӴ trong qu§ tr³nh ĽiԚu tr֗  gi¼p ĽӶm bӶo tuân thֳ  cao, hi֓ u quӶ t i֝ Ҽu v¨ t§c dnֱg phֱ  t i֝ thiԜu 

do ĽiԚu tr֗  CPAP/BiPAP.  

(* ) ņͧ i hΣc Y D̯ιc TPHCM ï BVNDGņ ï Phòng khám hô hͫp PhΫi ViΜt. 

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) / Bi-level Positive Airway Pressure (BiPAP) are still key to treat OSA. The 

CPAP/BiPAP initiation includes identification of effective positive pressures, 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. Effective pressures 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 improvement in nighttime 

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 ventilator and time 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 from CPAP/BiPAP treatment. 

(* ) University of Medicine and Pharmacy HCMC ï NDGD hospital ï PhΫi ViΜt Respiratory Clinics. 
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Nghiên cԝǳ {¢w9!a Ǝƛŀƛ Śƻӱn 1: Th֒  nghiԄm lâm sàng ngӶu nhiên, không 

ǘƘǳŀ ƪŞƳ ŚԂ ƭԜԓƴƎ Ǝƛł ǇƘłŎ ŚԊ Śƛԁu trԆ ngӸn hӱn ԑ bԄnh nhân lao kháng 

Śŀ ǘƘǳԉc  

The Union, MRC 

Phan Thuong Dat, MD,MSc, PhD và cοng sϘ  

 

M Cְ TIÊU  

Nghiên cֵ u ph§c Ľ ֟9 tháng ֫  b n֓h nhân lao ph֡i kháng thu֝c (MDR-TB) cho thӸy kԒt quӶ khӶ 

quan bԄng cách sֹ d nֱg các thu֝c lao hi֓ n có bԄng ph§c Ľ ֟ngԂn hҺn ph§c Ľ ֟khuyԒn cáo cùa 

WHO nŁm 2011.  

PHһҹNG PHĆP 

Nghiên cֵ u ĽҼc֯ tiԒn hành ngӾu nhiên, thֹ  nghi֓ m Ľ§nh gi§ kh¹ng thua k®m giaֻ ph§c Ľ ֟ngԂn 

hӴn 9-11 tháng so v֧i ph§c Ľ ֟dài hӴn ĽҼc֯ khuyԒn cáo b֫ i WHO 2011 ֫  nhֻ ng b֓ nh nhân lao 

ph֡ i Ľa kh§ng thuc֝, còn nhӴy v i֧ fluoroquinolones and aminoglycosides. B֓nh nhân tham gia 

ĽҼ֯c Ľ§nh gi§ l¨ tt֝ nԒu có kԒt q aֳ Ľ¨m cӸy âm tính tuӺn thֵ  132 ngoài ra là phân loӴi không t֝ t. 

Nghiên cֵ u STREAM giai ĽoӴn I ĽҼc֯ tiԒn h¨nh th§ng 7 nŁm 2012. NҺi thcֽ hi֓ n là các b֓nh 

vi n֓ và khoa lâm sàng tӴi 4 nҼc֧ Nam Phi, Ethiopia, Mông c֡ và Vi t֓ Nam (Khoa Lao kháng 

thu֝ c B4 - BV. PhӴm Ng֙ c ThӴch). 

KԑT QUӵ  

Trong s֝  424 b֓ nh nhân tham gia phân ngӾu nhi°n, 383 ĽҼc֯ ĽҼa v¨o ph©n t²ch vԚ ĽiԚu tr֗ ; 78.1% 

ĽiԚu tr֗  ph§c Ľ ֟ngԂn hӴn có kԒt quӶ t t֝ so v֧ i 80.6% ĽiԚu tr֗  ph§c Ľ ֟dài hӴn có sֽ  khác nhau 

HIV 1.0% (95% CI, -7.5%, 9.5%). KԒt quӶ ĽҼ֯c tính trong 321 b֓nh nhân tham gia trong nhóm 

b n֓h nh©n ban ĽӺu Trong s֝  423 b֓nh nh©n tham gia ĽiԚu tr֗ , t  ׁl  ֓b n֓h nnhân có BiԒn c֝  bӸt l i֯ 

m cֵ Ľ֥ 3 hay cao hҺn là 48.2% ֫  ph§c Ľ ֟ngԂn hӴn và 45.4% o֫ ph§c Ľ ֟dài hӴn tׁ  l  ֓khác nhau 

2.8% (95% CI -7.3%, 12.9%). QT/QTcF kéo dài t֧i 500ms xӶy ra thҼn֩g xuyên ֫  ph§c Ľ ֟ngԂn 

hӴn 11.0% so v֧i 6.4%, p=0.13. Tׁ l  ֓t  ֹvong là 8.5% ֫ phac Ľ ֟ngԂn hӴn so v֧ i 6.4% ph§c Ľ ֟

dài hӴn, p=0.42. Kháng thu֝c mԂc phӶi fluoroquinolones hoԊc aminoglycosides thì không ph֡ 

biԒn, 3.3% ֫  phac Ľ ֟ngԂn hӴn so v֧ i 2.3 % ph§c Ľ ֟dài hӴn, p=0.62. 

KԑT LUӿN 

KԒt quӶ t t֝ ĽҼc֯ chֵ ng minh b֫ i cӶ 2 ph§c Ľ,֟ v¨ ph§c Ľ ֟ngԂn hӴn cho thӸy hi u֓ qֳ a và tính an 

to¨n kh¹ng thua k®m ph§c Ľ ֟dài hӴn. Nhֻ ng phát hi֓n này cho thӸy tiԒp tֱ c sֹ  d nֱg ph§c Ľ ֟này 

cho nhֻ ng b֓ nh nh©n lao kh§ng Ľa thuc֝ v֧ i vi c֓ theo dõi chԊt chԐ là khӶ thi trong ĽiԚu tr֗ . 
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STREAM I study: A randomised non-inferiority trial to evaluate a short 

standardized regimen for the treatment of rifampicin-resistant TB 

The Union, MRC  

Phan Thuong Dat, MD, MSc, PhD (PI of Vietnam site) at all 

OBJECTIVES 

Cohort studies 9 month regimens suggested that good cure rates in multidrug-resistant 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 non-inferiority of a 9-11 month ñShortò, regimen 

compared with the WHO 2011 recommended, ñLongò, regimen in participants with rifampicin-

resistant (RR) TB, sensitive to fluoroquinolones and aminoglycosides. Participants were classified 

as having a favourable outcome if they were culture negative at 132 weeks unless previously 

classified as unfavourable. The STREAM Stage 1 trial started in July 2002. It took place in 

hospitals and clinics in South Africa, Ethiopia, Mongolia and Vietnam (MDR-TB ward- Pham 

Ngoc Thach hospital). 

RESULTS  

Of 424 randomised participants, 383 were available for the modified intention-to-treat analysis; 

78.1% receiving the Short regimen had a favourable outcome compared to 80.6% receiving the 

Long regimens, an HIV-adjusted difference of 1.0% (95% CI, -7.5%, 9.5%). Results were 

consistent among the 321 participants in the per protocol population. Among 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% on the Long regimens, an adjusted 

difference of 2.8% (95% CI -7.3%, 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 drug resistance to fluoroquinolones or 

aminoglycosides was uncommon, 3.3% on the Short and 2.3% on the Long regimen, p=0.62. 

CONCLUSIONS 

Good long-term 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 rifampicin-resistant TB provided close monitoring is possible.  
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Cӷp Nhӷt Chӵƴ 7ƻłƴ ±Ł 7ƛԁu TrԆ Giãn PhԀ QuӲn 

Lê Thα Thu H̿̽ng(*) 

Tóm tԂt 

Giãn phԒ quӶn là m֥ t b n֓h hô hӸp mӴn tính và tiԒn triԜn thҼn֩g gԊp v֧ i nhiԚu nguyên nhân g֟m 

v¹ cŁn, sau nhim֑ trùng, suy giӶm mi֑ n d֗ ch, b֓ nh mô liên kԒt, bӸt thҼn֩g di truyԚn, viêm mӴn 

tính và b֓nh ph֡ i cӸu trúc. Tׁ  l  ֓hi n֓ mԂc cֳ a giãn phԒ quӶn ng¨y c¨ng tŁng tr°n to¨n thԒ gi i֧ do 

tŁng s ֹd nֱg CT scan, nhԀn thֵ c cֳ a c§c b§c sǫ v¨ biԒn chֵ ng cֳ a nhiԚu b֓ nh ph֡ i. Giãn phԒ quӶn 

gây m֥ t gánh nԊng vԚ y tԒ và kinh tԒ Ľ§ng kԜ lên b֓ nh nhân và h֓ th n֝g chŁm s·c scֵ kh֛ e. Cho 

ĽԒn nay, ĽiԚu tr֗  cҺ bӶn cֳ a giãn phԒ quӶn là cӶi thi n֓ tri u֓ chֵ ng và giӶm Ľ֯t cӸp. GӺn Ľ©y, Ľ« 

có nhֻ ng tiԒn b֥  Ľ§ng kԜ trong hiԜu biԒt vԚ sinh lý b֓ nh, vi sinh và quӶn lý giãn phԒ quӶn. Bài 

viԒt n¨y ĽԚ cԀp ĽԒn nhֻ ng tiԒn b֥  khoa h֙ c v¨ c§c phҼҺng ph§p ĽiԚu tr֗  m i֧ nhӸt cֳ a giãn phԒ 

quӶn. 

(*)Tr̯εng Khoa Nίi Hô hͫ p - bΜnh viΜn Nh©n D©n Gia ņΠnh, thành phΧ HΩ Chí Minh, ViΜt 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, chronic inþammation and structural lung disease. The prevalence of bronchiectasis 

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 and 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 bronchiectasis. This 

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

(*)Head of Respiratory Department, Nhan Dan Gia Dinh hospital, Ho Chi Minh city, Vietnam 
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Vai Trò Can ThiԄp Nԍi MӱŎƘ ¢ǊƻƴƎ 7ƛԁu TrԆ Ho Ra Máu NӼng 

NguyΫn VŁn TiΥn BΆo *, L° VŁn Ph̿ρc ** 

TÓM TԁT: 

M cֱ Ľ²ch: ņ§nh gi§ t²nh hiu֓ quӶ v¨ Ľ ֥an toàn cֳa k׃ thuԀt can thi֓ p n֥ i mӴch trong ĽiԚu tr֗  ho 

ra máu. 

ņ֝i tҼn֯g v¨ phҼҺng ph§p nghi°n cuֵ: b n֓h nh©n ĽҼc֯ chӼn Ľo§n ho ra m§u nԊng v¨ ĽiԚu tr֗  

k׃ thuԀt can thi֓ p n֥ i mӴch tӴi B n֓h vi֓ n Ch֯  RӾy t  ַth§ng 1/2016 ĽԒn tháng 3/2017. M֥t s֝  biԒn 

s֝  ĽҼ֯c Ľ§nh gi§: nguy°n nh©n, h³nh Ӷnh chֱ p mӴch xóa nԚn, thành công lâm sàng, biԒn chֵ ng và 

kԒt quӶ theo dõi vòng 1 tháng. 

KԒt quӶ: Có 35 b֓nh nhân ho ra máu nԊng ĽҼc֯ tiԒn hành k׃ thuԀt can thi֓ p n֥ i mӴch ĽiԚu tr֗ , 

trong Ľ·, nguy°n nh©n ho ra m§u thҼn֩g gԊp nhӸt là giãn phԒ quӶn (37,1%), lao ph֡i (20,0%) và 

nӸm ph֡ i (14,3%). C· 69 Ľn֥g mӴch b֓ nh lĨ ĽҼc֯ phát hi֓n, trung b³nh: 1,97 Ñ 1,1 Ľn֥g mӴch 

trên m֥ t b n֓h nhân. DӸu hi֓ u chính trên chֱp mӴch bao g֟m: ph³ ĽӴi g c֝, Ľn֥g mӴch giãn ngoԄn 

ngo¯o (80%), tŁng sinh mӴch máu ngoӴi vi (85,7%), thông n֝i (25,7%), túi phình mӴch máu (8,5%) 

và thoát mӴch thu֝ c cӶn quang (5,7%). Thành công lâm sàng tcֵ th֩ i ĽӴt 97,1% (34/35 b֓ nh 

nhân), t֕ l  ֓t§i ph§t trong 1 th§ng l¨ 11,7%; trong Ľ· u nӸm và thông n֝i c· li°n quan ĽԒn tái phát 

s֧ m (p<0,05). Không ghi nhԀn biԒn chֵ ng nԊng trong nghiên cֵu, chֳ  yԒu l¨ Ľau ngcֽ (28,6%). 

KԒt luԀn: can thi֓ p n֥ i mӴch là k׃ thuԀt ĽiԚu tr֗  ho ra máu nԊng hi֓ u quӶ và an toàn. 

T  ַkhóa: ho ra máu nԊng, Ľn֥g mӴch thuyên tԂc, thành công vԚ mԊt lâm sàng, tái phát s֧m. 

The Role Of Endovascular Treatment For Massive Hemoptysis 

NguyΫn VŁn TiΥn BΆo *, L° VŁn Ph̿ρc ** 

 

ABSTRACT:  

Background: To assess the safety 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 variants were 

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 per patient. Important 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 97,1% (34/35 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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Cӷp Nhӷǘ IԜԏng DӶn GOLD 2019 

Lê Thα TuyΥt Lan 

 

HҼ֧ng dӾn GOLD 2019 ĽҼc֯ bình duy֓ t lӴi t  ַhҼ֧ng dӾn GOLD 2017. 

 ֪chҼҺng 1, ng¨y c¨ng c· nhiԚu chֵ ng cֵ  cho thӸy phҺi nhim֑ v֧ i chӸt Ľt֝ sinh kh֝ i trong nhà 

khi nӸu Łn l¨m nhiԚu phֱ  n  ֻ  ֫các qu֝c gia Ľang ph§t triԜn mԂc COPD. Ngh¯o Ľ·i c· tҼҺng quan 

rõ v֧ i tԂc nghԐn lu n֟g khí và tình trӴng kinh tԒ xã h֥ i thӸp l¨m tŁng nguy cҺ mԂc COPD. 

 ֪chҼҺng 3, ĽԒm tԒ bào ái toan trong máu, phֱc h֟ i ch cֵ nŁng h¹ hӸp và tֽ  quӶn lý b֓ nh ĽҼc֯ 

cԀp nhԀt. T  ַ12 nghiên cֵu thֹ  nghi֓ m, chích ngַa phԒ cӺu bӶo v֓  ch֝ ng lӴi viêm ph֡ i c n֥g Ľn֟g. 

Chích ngַ a còn làm giӶm nguy cҺ Ľt֯ cӸp COPD. HӺu hԒt các nghiên cֵu sֹ  d nֱg thu֝ c kԒt h p֯ 

LABA/LAMA ĽҼc֯ tiԒn hành ֫  c§c Ľi֝ tҼn֯g c· ²t Ľt֯ cӸp. M t֥ nghiên cֵu nŁm 2018  ֫dân s֝  

c· nguy cҺ b ֗Ľ֯t cӸp cao (Ó 2 Ľt֯ cӸp hoԊc Ó 1 Ľt֯ cӸp nhԀp vi n֓ trong nŁm ri֟) cho thӸy 

ICS/LABA làm giӶm Ľ֯t cӸp nhiԚu hҺn s ֹd nֱg LABA/LAMA khi s  ֝tԒ bào ái toan trong máu 

cao hҺn. 

 ֪chҼҺng 4, lҼu Ľ ֟thu֝ c bԂt ĽӺu ĽiԚu tr֗  v¨ t§i kh§m ĽҼc֯ bình duy֓t lӴi. Mô hình thu֝ c bԂt ĽӺu 

ĽiԚu tr֗  vӾn dֽ a theo phân nhóm ABCD tַ tri u֓ chֵ ng và nguy cҺ Ľt֯ cӸp. Có ít chֵ ng cֵ  mӴnh 

h  ֣tr  ֯quyԒt Ľn֗h ch֙ n l aֽ thu֝ c ֫  nhֻ ng b֓ nh nh©n COPD ĽҼc֯ chӼn Ľo§n lӺn ĽӺu. Khi tái khám, 

b n֓h nh©n n°n ĽҼc֯ Ľ§nh gi§ lӴi các mֱ c ti°u ĽiԚu tr֗  v¨ x§c Ľn֗h các rào cӶn ĽԜ ĽiԚu tr֗  thành 

c¹ng. L¼c n¨y, c· hai lҼu Ľ ֟tách bi t֓ thԜ hi n֓ các lֽ a ch֙ n thu֝ c theo tri֓ u chֵ ng khó th֫  hay 

theo Ľt֯ cӸp. 

 ֪chҼҺng 5, ĽiԚu tr֗  kԒt h p֯ ICS/LABA tŁng cҼn֩g trong 10 ng¨y ĽӺu kh֫ i phát nhi֑ m trùng hô 

hӸp trên sԐ làm giӶm Ľ֯t cӸp, ĽԊt bi t֓  ֫các b֓ nh nhân nԊng. M t֥ nghiên cֵ u RCT nh֛  cho thӸy 6 

tuӺn th֫  oxy qua cannula mȈi lҼu lҼn֯g cao làm giӶm ֵ  CO2 và cӶi thi n֓ chӸt lҼn֯g cu֥ c s֝ ng ֫  

b n֓h nhân COPD b֗  ֵCO2 kéo dài. 
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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, there 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 increased risk of 

developing COPD. 

In chapter 3, blood eosinophil count, pulmonary rehabilitation and self-management sections have 

been updated. From 12 interventional studies, pneumococcal vaccination provides significantly 

protection against community-acquired pneumonia. 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 (Ó 2 exacerbations or Ó 1 hospitalization in the previous year) reported that ICS/LABA 

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 follow-up pharmacological 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 strategies in newly 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 follow-up pharmacological 

choices based 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 weeks of high-flow nasal cannula oxygen therapy reduced hypercapnia and 

improved health-related quality of life in patients with stable hypercapnic COPD. 
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Giá trԆ cԛa test hԊi phԚc phԀ quӲn trong chӵƴ Śƻłƴ ǾŁ Śƛԁu trԆ COPD 

ThS. BS. NguyΫn Nh̿ Vinh(*)  

Tóm tԂt:  

B n֓h ph֡ i tԂc nghԐn mӴn tính (COPD) là b֓nh có tình trӴng tԂc nghԐn ĽҼn֩g dӾn khí h֟ i phֱ c 

không hoàn toàn do vԀy mà nhiԚu ngҼi֩ tin rԄng test h֟i ph cֱ phԒ quӶn sԐ âm tính ֫  ngҼ֩i b n֓h 

mԂc b֓ nh này. Vì lý do này, test h֟i ph cֱ phԒ quӶn ĽҼc֯ sֹ  d nֱg trong m֥ t th i֩ gian d¨i ĽԜ phân 

bi t֓ COPD v֧ i b n֓h hen (là b֓nh có tԂc nghԐn ĽҼn֩g dӾn khí h֟ i phֱ c hoàn toàn) trong thֽc hành 

lâm sàng. Bên cӴnh Ľ·, kԒt quӶ c aֳ test n¨y cȈng ĽҼc֯ sֹ  d nֱg ĽԜ ti°n Ľo§n Ľ§p nֵg ĽiԚu tr֗  v i֧ 

các thu֝ c dãn phԒ quӶn hay corticoid dӴng h²t cȈng nhҼ ĽԜ ti°n lҼn֯g các kԒt cֱ c lâu dài vԚ lâm 

sàng và chֵc nŁng h¹ hӸp cho b֓nh nhân COPD. Tuy nhiên, có rӸt nhiԚu yԒu t֝  Ӷnh hҼn֫g ĽԒn 

kԒt quӶ c aֳ test cȈng nhҼ bӶn chӸt b n֓h COPD cȈng thay Ľi֡ trong cùng m֥t ngҼi֩  ֫nhֻ ng th֩ i 

ĽiԜm khác nhau nên kԒt quӶ c aֳ test này là không ֡n Ľ֗nh. Vì vԀy vi c֓ sֹ  d nֱg kԒt quӶ n¨y ĽԜ 

chӼn Ľo§n ph©n bit֓, ti°n Ľo§n Ľ§p nֵg ĽiԚu tr֗  hay ti°n lҼn֯g là không h֯p lĨ v¨ Ľ« ĽҼc֯ chֵ ng 

minh qua nhiԚu nghiên cֵu. Bài t֡ ng quan này nêu lӴi Ľn֗h nghǫa, ti°u chuӼn chӼn Ľo§n v¨ nֵg 

d nֱg cֳ a test h֟i ph cֱ phԒ quӶn trong quӶn lý b֓ nh COPD. 

 Bronchodilator reversibility test in diagnosis and management of COPD 

 

Nguyen Nhu Vinh 

 

Chronic obstructive pulmonary disease (COPD) is a disease with irreversible airflow 

obstruction, 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 obstruction) in 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 long-term clinical and respiratory function outcomes for the 

disease. However, there 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 response to treatment 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. 

(*)Trung T©m ņ¨o Toͧ B§c Sǫ Gia ņ³nh, ņiͧ HΣc Y D̯ιc Tp. HΩ Chí Minh 

Khoa ThŁm D¸ Chοc NŁng H¹ Hpͫ, BΜnh ViΜn ņͧi HΣc Y D̯ιc TP. HΩ Chí Minh 

Tρ kh·a: Ľ§p οng hΩi phλc phΔ quͩ n, test dãn phΔ quͩ n, bΜnh phΫi tͽc nghΒn mͧ n tính, COPD 

PHÁT HIӖN SӡM BӖNH PHӝI TӊC NGHӑN MӃN TÍNH (COPD): Nên thc֔ 

hiԄn ngay t֑  Śԓt cӳp lӴƴ ŚӴu. 

 

TS.BS NguyΫn VŁn Th¨nh  

PCT Hοi Lao và Bέnh phλi Viέt Nam 

E-mail: thanhbk@hcm.vnn.vn 

Tóm tԂt:  

Th cֽ trӴng chӼn Ľo§n v¨ quӶn lĨ COPD Ľang ĽҼc֯ xem nhҼ mi֧ tiԒp cԀn ĽҼc֯ phӺn n֡ i c aֳ 

kh i֝ bŁng chìm. Có nhiԚu nguy°n nh©n trong Ľ· vӸn ĽԚ phát hi֓ n và chӼn Ľo§n sm֧ là m֥ t yԒu 

t  ֝then ch֝ t. Bài trình bày này nhԄm phân tích các bài viԒt, dֻ  li u֓ nghiên cֵu vԚ chӼn Ľo§n, 

quӶn lý COPD, nhӸt là chӼn Ľo§n sm֧ và quӶn lý ֫  c n֥g Ľn֟g tַ  Ľ· ĽԚ xuӸt giӶi pháp. M t֥ kԒ 

hoӴch h¨nh Ľn֥g v¨ theo d»i ngay sau Ľt֯ cӸp ĽӺu tiên sԐ gi¼p tŁng ĽҼc֯ tׁ  l  ֓chӼn Ľo§n ĽԜ t  ַ

Ľ· tŁng hiu֓ quӶ quӶn lĨ v¨ ĽiԚu tr֗ . Trong khi ch֩  các nghiên cֵu Ľ§nh gi§, v i֧ th cֽ tԒ  ֫Vi t֓ 

Nam, cách tiԒp cԀn nhҼ tr°n n°n ĽҼc֯ xem là h֯p lý, cֱ  thԜ và có tính thֽc hành hi֓n nay. 

Early detection of chronic obstructive pulmonary disease (COPD): It should 

be done right after the first acute exacerbation 

 

TS.BS NguyΫn VŁn 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 this situation in which the problem of early detection and 

diagnosis is a key factor. This presentation aims to analyze the literature, research data on the 

diagnosis, management of COPD, especially early diagnosis and management in the community, 

and propose a solution. An action plan and follow-up monitoring right after the firts acute 

exacerbation will help increase diagnostic rates and so able to increase management and 

treatment effectiveness. While awaiting the evaluation for this, with the reality in Vietnam, this 

approach should be considered reasonable, concrete and practical at present.  
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7ƛԁu TrԆ Oxy Dài Hӱn ӣ BԄnh Nhân COPD ς Th֔ c Trӱng Và Cách X֒ Trí 

TS BS ņμ THΰ T ς̾NG OANH 

ņ;I HβC Y KHOA PH;M NGβC TH;CH 

 

Th cֽ trӴng sֹ  d nֱg oxy tr֗ li u֓ dài hӴn cho b֓ nh nhân COPD tӴi VN hi n֓ nay khá tùy ti֓n. Oxy 

tr  ֗li u֓ Ľ¹i khi ch ֕ĽԜ giӶm khó th֫  chֵ  không dֽ a trên tiêu chuӼn hӴ oxy máu mӴn t²nh, do Ľ· 

tiԚm Ӽn nguy cҺ l¨m cho suy h¹ hӸp nԊng th°m, tŁng CO2 m§u v¨ toan h¹ hӸp. 

ņiԚu tr֗  oxy dài hӴn cho b֓nh nhân COPD ch֕ ĽҼ֯c ch֕ Ľ֗nh khi b֓ nh nhân có hӴ oxy máu xác 

Ľ֗nh bԄng kh² m§u Ľn֥g mӴch lúc ngh֕ Ľo 2 lӺn cách nhau > 3 tuӺn v֧ i paO2 < 55mmHg hoԊc 

paO2 < 60mmHg kèm bԄng chֵ ng Ľa hn֟g cӺu (Hct >55%), phù ngoӴi biên hoԊc tŁng §p Ľn֥g 

mӴch ph֡ i. ņi֝ v i֧ b n֓h nhân vַ a xuӸt vi n֓ sau Ľt֯ cӸp, cӺn ĽҼc֯ Ľ§nh gi§ hӴ oxy máu mӴn tính 

sau khi b֓nh nh©n Ľ« n֡ Ľ֗nh ít nhӸt 8 tuӺn. Oxy d½ng trong ĽiԚu tr֗  dài hӴn phӶi ĽҼc֯ cung cӸp 

t i֝ thiԜu 15 gi֩ / ngày, có thԜ tŁng th°m ĽԒn 24 gi֩  có thԜ có thêm các l֯i ích; kh֫ i ĽӺu v֧ i lҼu 

lҼ֯ng thӸp 1l/ph, tŁng dӺn m֣ i l/ph cho ĽԒn khi ĽӴt SpO2 > 90%, sau Ľ· x§c Ľn֗h bԄng khí máu 

Ľ֥ng mӴch v֧ i paO2 lúc ngh֕ > 60 mmHg. B֓nh nhân sֹ d nֱg oxy dài hӴn cӺn ĽҼc֯ giáo dֱ c sֵ c 

kh e֛ ĽӺy Ľֳ bԄng các tài li֓u viԒt tay vԚ tuân thֳ  ĽiԚu tr֗  bao g֟ m cӶ vi c֓ cai thu֝ c lá, cách bӶo 

quӶn và an toàn cֳa các thiԒt b  ֗cung cӸp oxy và phӶi ĽҼc֯ theo d»i t§i Ľ§nh gi§ sau 3 th§ng, 6 ï 

12 th§ng v¨ h¨ng nŁm sau Ľ·. 

Longterm Oxygen Therapy In COPD Patients ς Reality And Management  

ņμ THΰ T ς̾NG 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 underlying risks 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 Ò 55mmHg or PaO2 Ò 60mmHg taken at rest on two occasions at least 3 weeks apart, with 

evidence of polycythemia (Hct Ó 55%), peripheral edema or pulmonary hypertension. However, 

hospital discharged post-exacerbation patients should undergo formal assessment for LTOT after 

a period of stability at least 8 weeks from their last 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% is achieved. An ABG should then be performed to confirm a PaO2 > 60mmHg target at rest 

has been achieved. Patients with LTOT should be provided with formal hand-written education 

documents about following compliance, which includes smoking cessation and preservation and 

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

3 months, 6 ï 12 months and then yearly. 

Tài Li u֓ Tham KhӶo 
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KHOA HәC VÀ THӭC CHөNG TRONG QUӄb [º 7LӓU TRӘ COPD NGÀY NAY. 

PGS TS BS Lê TiΥn DȈng(*) 

 

GOLD 2017 nhӸn mӴnh vi֓ c ngŁn ngaַ Ľ֯t cӸp là m֥ t trong nhֻ ng yԒu t֝  then ch֝ t trong 

quӶn lĨ v¨ ĽiԚu tr֗  COPD. 

KԒt quӶ c aֳ nghiên cֵu FLAME và các nghiên cֵu t֡ ng h֯ p Meta trên hi֓u quӶ c aֳ các thu֝c 

ĽiԚu tr֗  COPD trên vi֓c ngŁn ngaַ Ľ֯t cӸp Ľ« dӾn ĽԒn nhֻ ng sֽ  thay Ľi֡ mang tính chӸt bҼc֧ 

ngoԊt so v֧ i các phiên bӶn GOLD trҼc֧ Ľ©y.  

GOLD 2017 ĽԚ cao vai trò cֳa các thu֝c gi¼p ngŁn ngaַ Ľ֯t cӸp nhҼ LAMA hay phi֝ h p֯ 

LABA/LAMA.  

Trong Ľ·: 

+ LABA/LAMA ĽҼc֯ khuyԒn cáo sֹ  d nֱg ĽӺu tay cho b֓nh nhân nhóm D.  

+ LABA/LAMA là l aֽ ch֙ n Ҽu ti°n cho bn֓h nhân nhóm B, C có tri֓ u chֵ ng dai dԆng hoԊc 

c¸n Ľt֯ cӸp. 

+ B n֓h nhân COPD có thԜ chuyԜn Ľ֡i an toàn tַ  các li֓ u pháp có chֵa ICS (ICS/LABA hoԊc 

ICS/LABA/LAMA) bӸt kԜ FEV1. 

+ BӴch cӺu §i toan trong m§u (Ó300/ÕL) c· thԜ cӺn phӶi sֹ  d nֱg ICS, ĽԊc bi֓ t là nhֻ ng b֓ nh 

nhân có tiԚn cŁn Ó2 Ľt֯ cӸp trong nŁm trҼc֧. 

 

SCIENCE AND REALIZATION IN COPD MANAGEMENT AND TREATMENT 

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 meta-studies 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 role of preventive medications such as LAMA or LABA / LAMA. 

Of which: 

+ LABA / LAMA is recommended for first-line 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 exacerbations. 
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+ Patients with COPD may safely switch from ICS-containing therapies (ICS / LABA or ICS 

/ LABA / LAMA) regardless of FEV1. 

+ Blood eosinophilia (Ó300 / ɛL) may require the use of ICS, especially for patients with past 

history of Ó 2 previous years. 

(*) PCT Hίi Hô hͫ p TPHCM, TK Hô hͫ p BV ņHYD TPHCM 
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BӖNH HÔ HӅP KӘCH PHÁT BӣI ASPIRIN/NSAID: CHӇb 7h#b ±" v¦ӄN LÝ 

7LӓU TRӘ 

B§c sǫ Hι Thanh Nhàn 

Tóm tԂt 

B n֓h hô hӸp k֗ ch phát b֫i Aspirin (AERD) c¸n ĽҼc֯ g֙ i là b֓ nh hô hӸp k֗ ch phát b֫ i NSAID 

(NERD) ĽԚ cԀp ĽԒn sֽ  kԒt h p֯ cֳ a b֓ nh hen suy֑n, vi°m mȈi xoang m«n t²nh vi֧ polyp mȈi, v¨ 

phӶn ֵ ng (nghԌt mȈi v¨ co thԂt phԒ quӶn) v֧ i aspirin/NSAID ֵ c chԒ COX-1. AERD Ӷnh hҼn֫g 

5-20% b֓ nh nhân b֗ hen suy֑n và 10-40% vi°m mȈi xoang m«n t²nh vi֧ polyp mȈi. ChӼn Ľo§n 

thҼ֩ng có thԜ th cֽ hi֓ n lâm sàng. ChӼn Ľo§n x§c Ľn֗h Ľ¸i hi֛ th  ֹthách aspirin, mԊc dù chӼn Ľo§n 

chính xác này hiԒm khi cӺn thiԒt ngoài nghiên cֵu. Tác nhân biԒn Ľ֡i Leukotriene (LTMA) ĽҼc֯ 

áp dֱ ng trong hӺu hԒt c§c trҼn֩g h֯ p ĽԜ cӶi thi n֓ cӶ tri u֓ chֵ ng ĽҼ֩ng hô hӸp tr°n v¨ dҼi֧. B n֓h 

nhân phӶi tránh dùng tӸt cӶ NSAID cֵ chԒ COX-1, trַ  khi h  ֙ĽҼ֯c giӶi mӼn cӶm v֧ i aspirin. Ch֕ 

Ľ֗nh giӶi mӼn cӶm Aspirin/NSAID g֟ m có: 

¶ Vi°m mȈi xoang m«n t²nh vi֧ polyp mȈi kh· tr ֗v i֧ corticosteroids tӴi ch  ֡và các cách 

ĽiԚu tr֗  khác. 

¶ CӺn ĽiԚu tr֗  ch֝ ng kԒt tԀp tiԜu cӺu bԄng aspirin ֫  b n֓h nh©n c· c§c nguy cҺ tim mӴch hoԊc 

b n֓h tim mӴch Ľ« ĽҼc֯ xác nhԀn. 

¶ CӺn NSAID ĽԜ tr  ֗tình trӴng viêm mãn tính. 

GiӶi mӼn cӶm v֧ i aspirin thҼn֩g ĽҼc֯ thֽ c hi֓ n b֫ i các chuyên gia d֗ nֵg hoԊc b§c sǫ chuy°n 

khoa ph֡ i tinh thông vԚ k׃ thuԀt n¨y v¨ ĽҼc֯ trang b֗ ĽԜ ĽiԚu tr֗  các phӶn ֵ ng có thԜ xӶy ra. Sau 

khi giӶi mӼn cӶm, b֓ nh nhân phӶi u n֝g aspirin hoԊc NSAID h¨ng ng¨y ĽԜ duy trì tình trӴng giӶi 

mӼn cӶm.  

 

ASPIRIN/NSAID -EXACERBATED RESPIRATORY DISEASE: DIAGNOSIS AND 

MANAGEMENT 

Hι Thanh Nhàn 

Abstract 

Aspirin-exacerbated respiratory disease (AERD), also called NSAID-exacerbated respiratory 

disease (NERD), refers to the combination of asthma, chronic rhinosinusitis with nasal polyposis, 

and reactions (nasal congestion and bronchoconstriction) to aspirin/COX-1 inhibiting NSAIDs. 

AERD affects 5-20% of patients with asthma and 10-40% chronic rhinosinusitis with nasal 

polyposis. The diagnosis can often be made clinically. Definitive diagnosis 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 should avoid all NSAIDs that inhibit COX-1, unless they have 

been desensitized to aspirin. The indications for Aspirin/NSAID desensitization include: 

¶ Chronic rhinosinusitis with nasal polyposis that is refractory to topical corticosteroids and 

other therapies.  

¶ The need for aspirin-antiplatelet therapy in patients with cardiovascular risk factors or 

confirmed cardiovascular disease. 

¶ The need for NSAIDs to treat chronic inflammatory conditions. 

Aspirin desensitization is usually performed by allergists or pulmonologists 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. 
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