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Tac déng lam sang trén NKHH cap

Clinical impact of combined viral and bacterial infection in patients Pneumonia severity index -PSI (chi s6 |
with community-acquired pneumonia danh gia d6 nangVP) dung dy doan ty 1é tlr
vong trong 30 ngay nhap vién.
Nhom | — 11l : Tt vong <1%
NICLAS JOHANSSON'2, MATS KALIN"? & JONAS HEDLUND!2 Nhom IV T vong 10%

4 . ? (o)
From the ' Karolinska Instituter, Department of Medicine, Solna, Infectious Diseases Unit, Karolinska University Hospital, and NhoémV :Tu vo ng 30%.
2Department of Infectious Diseases, Karolinska University Hospital Solna, Stockholm, Swweden

Abstract BN VPCP dong mac Virus —

Background: New methods for identifying respiratory pathogens have led to several reports of a high yield of mixed infec- yé - A? V4 \
tionsgin patients with connnunity—acq?liregd pniumoﬂiap(CA]%), The clinical impact of tEese ﬁndingsgﬁés, however, not been VK Co d Iem PSI n hom Iv va
fully evaluated. We aimed to compare patients with a pure bacterial etiology with those with findings of both bacteria and ~r fA Zym - N
virus regarding severity of illness and length of hospital stay. Methods: Adults with CAP admitted to Karolinska University v Ccao gap 5 Ia n soO Vd | nhlem
Hospital were studied prospectively (N = 184). Microbiological methods included cultures from blood, sputum and Y

nasopharyngeal secretions; sputum samples analyzed with quantitative real-time polymerase chain reaction for Streptococ- VK d d n thua n

cus pneumoniae, Haemophilus influenzae, and Moraxella catarrhalis; nasopharyngeal specimens analyzed with polymerase
chain reaction and serology for Mycoplasma pneumoniae, Chlamydophila pneumoniae and viruses common in the respira-
tory tract; and urine antigen assays for detecting pneumococcal and Legionella pneumophila antigens. The pneumonia
severity index (PSI) was used to assess the severity of illness. Resulrs: The likelihood of getting a score corresponding to
PSI classes IV or V was higher in patients with findings of both bacteria and virus than in those with a bacterial pathogen
alone (odds ratio 4.98, 95% confidence interval 2.09-11.89; p < 0.001). The median length of hospital stay was 7 days
among patients with mixed infections and 4 days among those with a bacterial etiology alone (p = 0.018). Conclusions:
Patients infected with a virus and a bacterial pathogen more often develop severe CAP and have a longer hospitalization

H R than those with a bacterial etiology alone.
2026 Scandinavian Journal of Infectious Diseases, 2011; 43: 609-615
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Tac nhan vi sinh gay VPCP Tac nhan vi sinh gay VPCD/COPD nhap vién
nhap vién NGHIEN CUU REAL 2016-2017

NGHIEN cUU REAL 2016-2017

29.55
43.16 \

40.92%
N =95 51.58% —— 51.70% 2159 18.29% phéi
2h2.1t°/o hgp Gram [-]
phéi hgp
Gram [-] 15.91 -
— . 24.2%

Nghién cifu REAL 2016-2017 (N=271). Théi su y hoc (3/2008, 51-63)
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Khang quinolone 2010-2018 cua S.pneumoniae

Proportion of Levofloxacin-Non-susceptible S. A . B P ,
Pneumoniae. 11 Asian Countries, 2010 HOI Phoi VN - Nghién ciru
EACRI, 2018

=
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ES=lER 80 81.54
69.2370.77

% levofloxacin non-susceptibility

Clari Levo Moxi Ax/As Pn

Kim SH, Song JH, , Hsueh PR, et al.
Antimicrob Agents Chemother 2012;52;1418-26.
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H. influenzae
Khang sinh do (N=148)

91.22

Clari Levo Moxi Ax/As AX

H6i Phdi VN - Nghién ctru EACRI, 2018
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Khao sat do nhay cam cua S. pneumoniae (n 161)
Viét Nam ( theo tiéu chuan diém gay CLSI

mau tai

100

90

80

70
60.3

60

50

40

% susceptible

30

20

10

69.6

Penicillins

59.6
I 1.2

93.2
90.1

62.1

#-----
/‘
w
-
[<e]
w
()]
»
-
w
N
| N N N B B B |
I N .
~ I
i I
o I
4]
d I
i I
N N -
| _
—
w

Other

CLSI, Clinical and Laboratory Standards Institute; AMC, amoxicillin/clavulanic acid;

SXT, trimethoprim/sulfamethoxazole; IV, intravenous.

The graph has been independently created by GSK from information in the publication.
the external Speaker is responsible for any necessary third-party consents
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These slidés were not developed by GSK an

Torumkuney D, et al. JAC 2020;75(Suppl 1):i19-i42.
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Khao sat do nhay cam cua Khao sat do nhay cam cua H. influenzae -
mau tai Viét Nam ( theo tiéu chuan diém gay CLSI)

(Y % H. influenzae sinh men betalactamaze
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Penicillins Cephalosporins Macrolides Quinolones  Other
CLSI, Clinical and Laboratory Standards Institute; AMC, amoxicillin/clavulanic acid; Torumkuney D, et al. JAC 2020;75(Supp! 1):i19-i42.

SXT, trimethoprim/suIfamethoxazole
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Intensive Care Med {2023} 49:6] 5-632
https://doi.org/10.1007/500134-023-07033-8

GUIDELINES

ERS/ESICM/ESCMID/ALAT guidelines for the
management of severe community-acquired

Question 1: In patients with sCAP, should rapid
microbiological techniques be added to current
testing of blood and respiratory tract samples?

pneumonia

lgnacia Martin-l ceches**, Antani Torres™, Blin Nagavcl®, Stefano Aliberti®’, Massimo Antonalli®,

Matteo Rassetti® | ieuwe 0. Bos'® James D. Chalmers', | ennie Derde'”, Jan de Waele'?,

lase Garnacho-Montero™, Marin Kollel™, Carlos M. Luna'®, Rosario Menendez! Michael 5. Niederman'?,

1g1e 4

v

Drnitry Ponomarey =7, Marcos |. Restrepo®, David ngau“, Marcus J. Schultz'®? 4 Emmanuel Weiss®
Tobias Welle® and Richard Wunderink™

2023 Thisis 2 S Qovernmert work and not under copyright protection in the U%; forsign copyright protection may 2pply, corrected publication 2023

Question 4: In patients with sCAP, can serum
PCT be used to reduce the duration of antibiotic
therapy and improve other outcomes

in comparison to standard of care not guided
by serial biomarker measurements?

We suggest the use of PCT to reduce the duration of antibiotic treat-
ment in patients with sCAP.
Conditional recommendation. low aualitv of evidence.

Remarks: The recommendation of using PCT must be considered

together with clinical assessment with the aim of reducing antibiotic
treatment duration. PCT might not be useful when clinical stability is
achieved, and duration of antibiotic therapy is between 5 and 7 days.

MK

2026

I ; —

If the technology is available, we suggest sending a lower respiratory
tract sample (either sputum or endotracheal aspirates) for multiplex_
PCR testing (virus and/or bacterial detection) whenever non-standard
sCAP antibiotics are prescribed or considered.

Conditional recommendation, very low quality of evidence.

Question 7: Does the use of a prediction score

for drug-resistant pathogens lead to more
appropriate therapy and improved outcomes
(mortality, treatment failure, duration of antibiotic
therapy, prolonged ICU stay)?

We suggest integrating specific risk factors (eventually computed
into clinical scores) based on local epidemiology and previous
colonisation to guide decisions regarding drug-resistant pathogens
(excluding those immunocompromised) and empirical antibiotic
prescription in sSCAP patients.

Conditional recommendation, moderate quality of evidence.

VN-CAR-00520



M hinh Maruyama (2019): Chién lwgc dieu tri viém phoi
cdng dong dwa trén nguy co’ nhiém vi khuan khang thuéc

M6 hinh Maruyama, 2019, la mot chién luge diéu tri VPCD duya trén viéc

du doan nguy ca nhiém VK khang thuéc (DRP).
Piém dac biét cia md hinh Maruyama:

» Két hop thuat toan Niederman & Brito: M6 hinh nay dua trén nén
tang thuat toan ctia Niederman & Brito (2007), da dugc ch’ng minh la
h{ru ich trong viéc xac dinh nguy co DRP.

¢ B6& sungyéutd "tién sir VK quan cu'": gitp tadng kha nang du doan
dung

Quy trinh ap dung moé hinh Maruyama:

+ Sang loc ban dau: Ap dung thuat toan Niederman & Brito dé dénh gia
nguy co DRP ban dau.

* XN VS: cdy méau va cdy dom dé xac dinh tac nhan .

» Kéthop tién str VK quan cu: BN c6 tién s (+) vi khuan khéng thudc
trong vong 12 thang trudc dod, ho dugc phan loai la "nguy ca cao" bat
ké diém sb ban dau.

Lwa chon khang sinh:
* Nguy co thap: Sir dung khang sinh phé hep theo kinh nghiém.
* Nguy co cao: S dung khang sinh pho rong theo kinh nghiém.

HRS
2026

y —

Nghién cru hiéu qua:

Maruyama nghién cttu doan hé da trung tdm, ti€n citu trén 1089 BN CAP dé
danh gia hiéu qua cua moé hinh.
K&t qua cho thdy mo hinh cé dé chinh xac cao trong viéc du doan DRP, gitp:
* Tangty lé s’ dung khang sinh phu hgp.
« Gidm ty l& str dung khang sinh pho réng khong can thiét.
* Caithién két qua lam sang cho bénh nhan.

Uu diém:

Du doan chinh xac: K&t hgp thoéng tin tir thuat toan Niederman & Brito va
tién str quén cu, gilp kha nang dy doan chinh xac nguy co DRP.

Han ché diéu tri qua murc: tranh lam dung KS pho rong & BN nguy co thap,
g6p phan kiém soat DKKS.

Cai thién KQ LS : Lua chon KS phu hgp gitip céi thién KQ diéu tri va giam
bién chirng cho BN

Han ché:

Can thém nghién cru: Can thém nghién cltu trén cac quén thé BN khac
nhau va trong cac moi trudng LS khac nhau dé xac nhan hiéu qua lau dai cta
mo hinh.

Phu thudc vao di¥ liéu dia phwong: Hiéu qua cua mo hinh phu thudc vao dir
liéu vé tinh hinh khang thudc tai dia phuaong.

VN-CAR-00520



Public So d6 dung CRP/PCT dé quyét dinh khang sinh (CAP niéng)

Banh gia lai sau 48-72h
(Lam sang + marker)

: 2
@ CRP @PCT
* Gidm 250% — dap (rng tot * Gidm 280% ho&c <0.25 ng/mL — c6 thé
« Khéng giam / tang — nghi that bai nguwng
+ 20.5 ng/mL hodc ting — nghi that bai
: 2

Néu 1am sang cai thién + c& CRP & PCT cai
thién:
» Xudng thang / thu hep phd

- Z
> Ngung sém (3-5 ngay néu khéng bién ching) ~ co the

hét bai

4

X Néu ca CRP & PCT xAu di hodc |am sang néng
hon:
> Lén thang / dbi khang sinh
» Tim & nhiém chuwa kiém soat

4

i. N&u marker khéng ddng nhét:

* CRP | nhwng PCT 1 hoac con cao:

— nhiém khuan van hoat dong — tiép tuc khang
H Rs sinh, chwa ngwng
* CRP 1 nhwng PCT | r&: )
— c6 thé la viem khéng do vi khuan — can nhac

giam/ngwng néu Iam sang on VN-CAR-00520




So sanh CRP va PCT

Dac diém CRP PCT
Ban chat Protein phan (ng viém cép, do gan Tién chét cua calcitonin, tdng dic hiéu khi cé

Thdi gian tang
Do dic hiéu cho nhiém
khuan vi khuan

Téc dd giam

Ngudng thuc hanh

Uu diém

Hip

Vai tro trong CAP nang

san xuét khi cé viém
Bét dau ting sau 6-12 gid, dat dinh
48 gis

Thép hon (cling ting trong virus,
viém tu mién, tén thusng mo)

Giam cham han, thudng thay rd sau
48-72h néu dap Ung

>100-150 mg/L gdi y nhiém tring
nang; giam =50% sau 3 ngay - dap
(fng tot

Ré tién, san cé, theo ddi dap (ing
diéu tri

it d3c hiéu, c6 thé dao déng do
nhiéu yéu t8

Theo doi mic d6 viém toan than va
huéng dan xuéng/thay d6i khang
sinh

nhiém khuan toan than

Tang nhanh trong 2-6 gig, dat dinh 12-24
gid

Cao hon (it tang strong virus, viém v khuén)

Giam nhanh khi nhiém khuén dugc kiém soat

<0.25 ng/mL hoac giam =80% -> dl an toan
dé ngung; 0.5 ng/mL ggi y nhiém khuén
con hoat déng

Dac hiéu cao cho vi khuan, quyét dinh manh
trong ngung/tiép tuc khang sinh

Chi phi cao hdn, chua phé cap 8 moi bénh
vién

H& trd ra quyét dinh ngung sém hoic tiép
tuc khang sinh , nhét 1a trong sepsis/CAP
nang

VN-CAR-00520



Lwa ch
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on khang sin

2019

Bénh nhan CAP ndi tra

(¥

Khéng ICU

Beta-lactam + Macrolide
HOAC
Beta-lactam + Fluoroquinolone

(¥

ICU

Beta-lactam + Macrolide
HOAC
Beta-lactam + Fluoroquinolone

a

[

Nguy coo MRSA/Pseudomonas?

]

Néu c6 — thém Vancomycin/Linezolid hoac Pip-Tazo/Cefepime/Meropenem

Thei gian 25 ngay néu 6n dinh

h: ATS 20

2025

Bénh nhan CAP néi tra

a

Khéng ICU

Beta-lactam + Macrolide (wu tién)
Tranh FQ néu khéng can
Can cir PCR/Multiplex, CRP/PCT

a

ICU

Beta-lactam + Macrolide (chuén)
FQ: chi khi dj (rng/khéng dung nap

a

MRSA/Pseudomonas?

Chi thém KS dac hiéu khi test nhanh/cong cu dy bao duong tinh

a

| Nguyén nhan virus (cum, SARS-CoV-2,...)

—» Dung thubce khang virus déc hiéu, tranh KS thira

(¥)

| Thei gian 5-7 ngay (ca thé héa)

19 va 2025

VN-CAR-00520



Hudng dan

CHAN POAN VA PIEU TRI
VIEM PHOI MAC PHAI CONG BONG O NGUOI LON
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Huwé'ng dan chan doan va diéu tri
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Public

Theo BYT 2025, khuyén cao diéu tri VPCP dwa trén dd nang va cac yéu toé nguy co’

VIEM PHOI CONG DONG
|

0-1 )

NQi tru — ICU

Yé&u t6 nguy co Pseudomonas?
- C6 bénh ciu truc phéi (gian phé quan), COPD
va/hodc hut thudc
- Yes - Cé nhiéu dot cap va phai dung thudng xuyén
e corticoid hoac khang sinh
- K&t qua cdy c6 su hién dién cta vi khudn Gram am

Macrolide
Amoxicillin hoac
amoxicillin-clavulanate

, ertapenem)

. _ . BN di (rng Penicillin
* Yéu t6 nguy co clia nhiém S.pneumoniae khang thudc

« Tubi> 65 tubi l

* Dung Beta-lactam, macrolide, FQ trong 3 - 6 thang qua

HRS * Nghién rugu

Yéu t6 nguy co MRSA

Bénh suy gidm mién dich hodc dung liéu phap t'c ché mién - !
2026 - —
« Co diéu tritrong 1 co s@y té trude do
fecticys Diseases ACLIZ 2205 P02 b -




Ertapenem dwoc khuyén cao la khang sinh kinh nghiém kh&i dau diéu tri CAP khi c6
nguy co nhiem VK Gr(-) va khong cé nguy co’ nhiem PA

MICROBIOLOGY AND INFECTIOUS DISEASES

I .2 . 3 4 3 6 . 7
M. Woodhead', F. Blasi®, S. Ewig", ). Garau”, G. Huchon”, M. leven®, A. Ortqvist’, ﬁ ESCMlD Eﬂ;g;&i“;hgﬁ'ﬁu“g‘cﬂgﬂwE

What initial empirical treatments are recommended? Treatment
options for hospitalized patients with community-acquired pneu-
monia (no need for intensive care treatment) (in alphabetical
order) [C4].

Trén BN cé nguy co nhiém VK Gram (-) dic biét nhiém VK tiét ESBL
ma khodng cé nguy co nhiém truc khudn ma xanh,
Ertapenem la lwa chon hiru ich

“FMew macrolides preferred to erythromycin.
“Within the fluoroquinolones, moxifloxacin has the highest antipneumococcal

Aactivity.

“In patients at risk of gram-negative enteric bacrerium, particularly strains with
exrended-specorum F-lactamase, bur without risk (or afrer exclusion) of P. geru-
ginosa, ercapeneam may be used [100,158,274—-304].

HRS
2026 Guidelines forthe management of adult lower respiratory tract infections

— = ' - -
Ei-i 7 “Clinical microbiology and infection, Volumn 17 Supplement 6, November 2011 VN-CAR-00520
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Viém phoi cong dong — Trén bénh nhan Ié&n tuoi

n Therapeutic Advances in Infectious Disease

Management of community-acquired

pneumonia in older adults Viém phoi cdng dong trén bénh nhan cao
Antonella F. Simonetti, Diego Viasus, Carolina Garcia-Vidal and Jordi Carratala tu 6' ngéy Cé ng g|a té ng

- Viém phoi cong dong la 1 trong 3 nguyén

% e N N LR N AN AN ? N\ q® N
N nhan nhap vien hang dau ¢ nguci trén 65
0 tuoi
] o - Viém phoi cong dong & bénh nhan cao tubi
5. sé co ty lé t vong cao hon
i : : . . : : http://tai.sagepub com
1995-1997  1998-2000  2001-2003  2004-2006  2007-2009  2010-2012 May, D., Kelly, J., Mendlein, J., Garbe, P. (1991) Surveillance of major
Wtem] sl Waans (Plom) Qitiem) CHme causes of hospitalization among the elderly, 1988. MMWR Morb Mortal
TResyears Ebyean Wkly Rep 40: 7-21

Figure 1. Frequency of older patients among 4534 hospitalized CAP cases from 1995 to 2012 in a tertiary teaching hospital in
Barcelona, Spain.

HRS
2026
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http://tai.sagepub.com/
http://tai.sagepub.com/
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Ertapenem dwegrc khuyen cao la khang sinh kinh nghiém khéi dau dieu tri CAP

trén ngwdi Ion tudi véi ty 1& xuat vién cao hon so véi cac phac do khac

>/

Arturo Artero!

Angel Atienza’ Ertapenem ther_apy_for pneumonia requiring
vara Forrea’ hospital admission in elderly people

lan Lopez?
Alejandra Faus?
Frangesc Puchades?

Manuel Madrazo?

'Servicio de Medicina Interna, Hospital Universitario Dr. Peset. Unive Table 2 Cnmparisnn Df the patterns Df antibintic therap? amnng patients
“Servicio de Medicina Interna, Hospital Universitario Dr. Peset. Valen treated w ith E.rta pe nem an d th ose wh 0 received Uther a nti bi Dti Cs
(controls).
Variables Ertapenem Controls P value
Monotherapy, No. (%) 59 (78.7%) 53 (70.7%) 0.260
Duration of therapy, days (mean + SD) 10.78+5.30 12.18+4.90 0.284
Duration of IV antibiotic therapy, days (mean + SD) 8.29+5.06 5.97+4.35 0.288
Sequential antibiotic therapy, No. (%) 28 (37.3%) 26 (34.7)% 0.734
Table 3 Comparison of prognostic factors between patients who received

ertapenem and those who received other antibiotics (controls).

Variables® Ertapenem Controls P value OR (95% Cl)
Hospital mortality, No. (%) 15 (20.0) 15 (20.0) 0.500 0.72 (0.28 - 1.84)
Length of hospital stay < 7 days, No. (%) 34 (45.3%) 41 (54.7) 0.295 1.53 (0.68 - 3.40)
H Rs Transfer to hospital at home, No. (%) 19 (25.3) 71(9.3) 0.009 4.68 (1.46 - 14.99)
rturo Artero. Rev Esp Quimioter 2016;29(1): Hospital readmission within 30 days, No. (%) 11 (14.7) 71(9.3) 0.417 1.59 (0.51 - 4.88)

—14. Ert th f i . ) ) . .- . .
2ozé il ' aperTem erjap.y O_r pneumonia *Every variable was adjusted for health care associated pneumonia, aspiration pneumonia and malignancy.
requmii hospital admission in elderly people OR = odds ratio: Cl = confidence interval
y == e e e T e — - I -




intensivie Care Med (2023} 49615 632 QueStion 2: In hypoxaemic patients With SCAF" Question 3: When USing initial empirical therapy

el 1100034 022 01032 8 can either non-invasive mechanical ventilation for sCAP. should a macrolide or fluoroauinolone
or high-flow nasal oxygen be used initially— ! q

GUIDELINES rather than supplemental standard oxygen be used as part of combination therapy, to reduce
ERS/ESICM/ESCMID/ALAT guidelines for administration—to avoid intubation and reduce mortality and adverse clinical outcomes?

. = ,
management of severe community-acqy Mertality?

pneumonia
In patients with sCAP and acute hypoxaemic respiratory failure not We suggest the addition of macrolides, not fluoroquinolones, to
needing immediate intubation, we suggest using high-flow nasal beta-lactams as empirical antibiotic therapy in hospitalised patients
oxygen (HFNO) instead of standard oxygen. with sCAP.
2073 s 15 3 LS, Leerament werk and rar undsr coperic - Eretection In the Us: fareier copyriaht protactian may 2ply, comeced publicaro C.Ondjnondf Fecommenda I‘fon, very fIOW (;‘UGHI'V Oferdence. Con d]rnona; recommenda non‘ verv frOW auahrv Of@Wd@ﬂCe.
Non-invasive mechanical ventilation (NIV) might be an option in . :
certain patients with persistent hypoxaemic respiratory failure not Remark: The task force also considered the duration of treatment of
needing immediate intubation, irrespective of HFNO. macrolides being between 3 and 5 days. This would be a reasonable
Conditional recommendation, low quality of evidence. timing especially in the context of de-escalation therapy.
Question 5: Should oseltamivir be added Question 8: Do patients with sCAP and aspiration
to standard therapy in patients with sCAP risk factors have better outcomes (mortality,
and confirmed influenza? length of stay, treatment failure) if treated with a
risk-based therapy regimen instead of standard
sCAP antibiotics?

We suggest the use of oseltamivir for patients with sCAP due to
influenza confirmed by PCR.
Conditional recommendation. verv low aualitv of evidence. In patients with SCAP and aspiration risk factors, we suggest

When PCR s not available to confirm influenza, we suggest the use  standard CAP therapy regimen and not specific therapy targeting

of empirical oseltamivir during the influenza season. ?}naer(?jbg. bacijerla. ,
Conditional recommendation, very low quality of evidence. (el e e GG
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Dy phong viém phdoi
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Cac bien phap dw phong VPCD

* Vaccin : Cum, phé cau, hoga, RSV...
* Bronchovaxon udng

- Dinh du®ng

e Thé duc thé thao

* B4o vé moi truong song

HRS
2026
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Thw vién Cochrane

B Review language : English c Cochra ne Trusted evidence.
E Coch rane Trusted evidence. E L- b Informed decisions.
= L- b Informed decisions. Title Abstract K 9 Ibra ry Better health. Cochrane Database of Systematic Reviews
1 1ora ry Better health.

[Intervention Review]

Cochrane reviews ¥ Searching for trials - Clinical Answers About =
Immunostimulants versus placebo for preventing exacerbations in
Cochrane Central Register of Controlled Trials . . . . . .
Efficacy of Broncho-Vaxom on chronic obstructive pulmonary disease adults with chronic bronchitis or chronic obstructive pulmonary disease
in elderly patients
Zeng DH, Huang JF, Wang BY, Chen GP Ashley Fraser!, Phillippa Poole
Journal of the American Geriatrics Society, 2019, 67, S639 | added to CENTRAL: 31 October 2019 | 2019 Issue 10
https://doi.org/10.1111 jgs. 16120 2 1auckland DHB, Auckland, New Zealand. 2Department of Medicine, University of Auckland, Auckland, New Zealand
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Broncho-Vaxom c6 kha nang diéu hoa va tang cwéng | | Phén tich 36 nghién clu trén 6.192 nguoi:

dap tng mien dich: . Didu tri bing thudc kich thich mi&n dich giip giam
« lam gidm dang ké tan suat cac dot kich phat, nguy co bung phat COPD trong trung binh 6 thang so

A £ A X \ V@i gia duwoc.
« cai thién chat lwong cudc sbng va 9 -

. lam cham tién tridn suy gidm chirc ning ho hap & | | ° ©Giam nhu cau dung khang sinh.

bé&nh nhan COPD, dac biét & ngudi Ion tudi. « Thubc an toan, dung nap tét va khéng lam tang TDP.
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2026 2. Cochrane Database of Systematic Reviews 2022, Issue 11. Art. No.: CD013343. DOI: 10.1002/14651858.CD013343.pub2
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Vi khuan ly giai BronchoVaxom (OM 85) — Co’ ché

Oral intake of
OM 85

Enhancement of defense against
recurrent respiratory infections
B,

\ © Local production of specific Ig
at respiratory tract level

© Migration of immune cells

especially toward respiratory
tract

$ L
/ ® Circulation of immune cell sin

blood & lymphaticvesselsin all
body

© At digestive level, initiation
of the process leading to priming of
innate immune system

@ Activationof T & B

lymphocytes (major cells
involved in body defense)

Figure 1 Five stages undergone by OM-85 from its intake to the generation of antibodies in the respiratory mucosae.

Effects of OM-85 on Immune System

Decrease Th2 response:

Decrease IL-4 production
Decrease IgE levels

o 4

Phagocytic cells
* Increase NO production
Increase O, production

Increase adhesion molecules

Increase Macrophage
and Monocyte activity:

Increase IL-6 production
Increase IL-11 production
Increase IL-12 production

Increase Th1 response:
INF-g production

Increase levels of:

Secretory IgA
Serum IgA, IgM, IgG (IgG4)

Figure 2 Mechanism of action of OM-85 [11]. Ig,
Immunoglobulin; INF-y, Interferon v; IL, Interleukin; Th1, NO, Nitric

Oxide; Type 1 helper T cell; Th2,: Type 2 helper T cell.
A

»  Tang cwong mién dich ddc hiéu va khong dac hiéu > phong ngtra nhiém khuan, nhiém virus
HRS «  Diéu hoa, can bang Th1/Th2, kiém soat phan (rng viém qua md&c > giam viém, di irng, hen
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VN-CAR-00520




KET LUAN

* VPCD do VK khang thubc ngay cang tang va kho diéu tri = can
nhirng nghién ctu vi sinh ldm sang cap nhat - diéu tri thich hop.

* Phai hop KS : bénh nang, cé bénh déng mac , dung KS trudc , nhiém
da tac nhan

 Diéu tri bao pht ca vi khuan dién hinh va khong dién hinh nén duoc
can nhac la lwa chon dau tay trong diéu tri viém phbi cong dong
nang.

* Betalactam + Clarithromycin/quinolone ho hap la lwa chon tot nhat
cho VPCD nang, phic tap = tang tac dung hiép dong, tdng cuong
mién dich .

» Diéu tri chuyén tiép ti tiém sang udng khi c6 chi dinh gitp gidm
HRS khang thuoc, chi phiva nang cao chat lugng cuoc song

2026 Chung nglra cum, phé cau, hoga, RSV, OMS85...
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HOI HO HAP
THANH PHO HO CHi MINH

HOI NGHI THUGNG NIEN HOI HO HAP - HRS 2026

THE ANNUAL CONFERENCE OF THE HO CHI MINH RESPIRATORY SOCIETY

CAM ON QUY
DONG NGHIEP DA
CHU Y LANG NGHE
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