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NOI DUNG CHU'ONG TRINH

13:30 - 17:00
29/03/2024

NOI DUNG CHUONG TRINH

04 tiét
CME

HOI TRUGNG C- TTHN TP PHAN THIET
CME HO HAP NGUOI LON:

KY THUAT LAY MAU VA PHAN TiCH KET QUA KHi MAU DONG MACH

1330 -13:45

13:45 - 1425

1425 - 1440
14:40 - 1520

15:20 - 16:20

16:20 - 17:00

1330 - 1430

1430 -1530

1530 - 15:40

15:40 -15:55
15:55 - 16:40

16:40 - 17:00

L ——

Cht toa: TS.BS, ©6 Thi Tuséng Oanh

Ky thuat lay mau déng mach
ThS.BS. Phan H{u Tri

Phan tich KMBPM thing bing kiém toan
TS.BS. Do Thi Tudng Oanh - Giang Vién BM Noi, DPHYK Pham Ngoc Thach

Giai lao
Phan tich KMPM oxy héa mau
TS.BS. D6 Thi Tudng Oanh - Giang Vién BM Noi, DPHYK Pham Ngoc Thach

Céc tinh huéng Iam sang - Bai tap Ung dung
ThS.BS. Nguyén Tung Lam - Giang Vién BM Néi, DPHYK Pham Ngoc Thach

Hoi & dap va tong két.

HOI TRUGNG B - TTHN TP PHAN THIET
CME HO HAP NGUOI LON:

HO KEO DAI VA THAM DO CHUC NANG HO HAP

Pl et St T

Chu toa: PGS.TS.BS. Lé Thi Tuyét Lan

Nguyén nhan - cd ché ho kéo dai va cach tiép can
ThS.BS. Va Tran Thién Quan
BM Sinh Ly - Sinh Ly Bénh Mién Dich, BHYD TP.HCM

Tham doé chic nang hé hdp dé tim nguyén nhan ho kéo dai

BS. Tran Quéc Tai - Khoa Tham D& Chuc Nang Ho Hap, BV BHYD TP.HCM
DKSH: Vai tro montelukast trong Hen di Ung

PGS.TS.BS. Tran Van Ngoc - Chu Tich LCH Ho Hap TP.HCM

Giai lao

Diéu tri ho kéo dai
PGS.TS.BS. L& Thi Tuy&t Lan - Chu Tich LCH Hen - DU - MDLS TR.HCM

Thao luan & téng két
Ban giang huan



HOI TRUONG A - TTHN TP PHAN THIET
CME HO HAP NHI:
DI TAT HO HAP BAM SINH O TRE EM:

TU CHAN BOAN DEN XU TRI NOI HAY NGOAI KHOA?

13:30 - 14:00

14:.00 - 1430

1430 - 15:00

15:00 - 15:10

150 < 1530

1530 - 16:00

16:00 - 16:30

16:30 - 17:00

*

Chu toa: TS.BS, Tran Anh Tuan

Bét thudng bam sinh cua phéi - tif chan dodn trong bao thai dén sau sinh
BS.CKIl. Nguy@n Hifu Chi - Truong Khoa Siéu Am, BV Nhi ©éng |

Di tat phoi bam sinh: khi nao can nghi dén trén lam sang
TS.BS. Trdn Anh Tudn - Trudng Khoa Ho Hap, BV Nhi Béna i

Vai tré ctia Xquang trong chén doan di tat dudng hé hap bam sinh
ThS.BS. Nguyén Anh Tudn - Trudng Khoa COHA, BV Nhi Déng |

DKSH: Bénh ly mét dudng thd: Hen - VMDU va vai tré ciia motelukast
PGS.TS.BS. Lé Thudng Vi - Trudng Khoa Ho Hap, BV BHYD TP HCM

Giai lao
Di tat bam sinh dudng hé hip - phau thuit hay khéng phau thuat?

Géc nhin Noi khoa
PGS.TS.BS. Phan Hifu Nguyét Diém - Giang Vién Cao Cap BM Nhi BHYD TP HCM

Di tat bam sinh dudng ho hap - phau thuat hay khéng phau thuat?
Goc nhin nha ngoai khoa
ThS.BS. - TTND. Pao Trung Hiéu - Nguyén Phé Giam Ddc, BV Nhi ©6ng 1

Thao luan & téng két
Chu toa

HOI TRUGNG A - TTHN TP PHAN THIET
HOI NGHI VE TINH (ASTRAZENECA)
QUAN LY HEN VA COPD:

TU BANG CHUNG KHOA HOC DEN HIEU QUA LAM SANG

17:00 - 1710

1710 - 17:20

17:20 - 17:40

17:40 - 18:00

18:00 - 18:10

1810 -18:30

Gecenccefrocendresccnsfeaecedracecc®

Chu toa: PGS.TS.BS. Trdn Van Ngoc

Gidi thiéu va phat biéu chao ming
Pal Dién Coéng Ty Astrazeneca

Phat biéu khai mac
PGS.TS.BS. Trin Van Ngoc - Chu Tich LCH Ha Hap TR HCM

Diéu tri duy tri Hen: TU khuyén céo GINA & giai quyét nhifng rao can

trong thuc hanh lam sang tai Viét Nam

PGS.TS.BS. Nguyén Thanh H8i - Pha Chu Tich Hoi Phél Viet Nam

T8I Uu hod diéu tri COPD dua trén bing ching khoa hoc phan tu
PGCS.TS.BS. Lé Tién Diing - Pha Chu Tich LCH HO Hap TPHCM

Giai phap giam nguy co dgt cap & ti vong cho
bénh nhan bénh phéi tic nghén man tinh (COPD)
DS. Cap Xuan Sang - Dai Dién Cong Ty Astrazeneca

Thao luén va téng két
Ban gidng huan



09:00 - 16:30 %

30/03/2023

HOI TRUONG A - TTHN TP PHAN THIET
HOI NGHI THUGNG NIEN LIEN CHI HOI HO HAP TP.HCM 2024

0730 - 0B:00 + Don tiép dai biéu
0800 - 0830 ¢ Khai mac héi nghi

HOI TRUONG A - TTHN TP PHAN THIET
PHIEN TOAN THE
Chu toa: GS.TS.BS. Dinh Xuan Anh Tuan - PGS.TS.BS, Binh Ngoc S¢
PGS.TS.BS. Lé Thi Tuyét Lan - GS.TS.BS. Ngd Quy Chau - PGS.TS.BS. Nguyén Vigt Nhung
PGS.TS.BS. Nguyén Thi Ngoc Dung - PGS.TS.BS. Tran Van Ngoc

0830 - D850 ¢ Nhiing thach thuc hién nay déi véi y hoc hé hap hién dai
GS.TS.BS. Dinh Xudn Anh Tuan - ©H Corse Phap
08:50 - 0310 b Duding thd - Cu tric, chic ning va sy hinh thanh théng khi

tidc nghén man tinh trong COPD
TS.BS. Nguydn Van Thanh - Bho Chi Tich Hol Phol Viet Nam

0910 - 0925 ¢ GSK:Giai phap dét pha vdi bé ba don 8ng hit tai Viét Nam -
TU tién bd dudc Iy phan t dén dung cu hit tién tién.
PGS.TS.BS. Trdn Van Ngoc - Chu Tich LCH Ho Hap TP HCM

09:25 - 09:40 }  AZ: Cai tién cong nghé trén ligéu phap bd 3: chia khéa cho hiéu qua

giam dot cap & td vong trong diéu tri COPD
TS.BS. Nguyén Van Tho - Chu Nhiém BM Lao - Bénh Phol, DHYD TRHCM

09:40 - 10:00 b Xdc djnh type huyét thanh S.pneumonioe , két qua tir s6 ligu Viét Nam
TS.BS. Pham Hung Vin - Chu Tich LCH Vi Sinh Ldm Sang TP HCM

10:00 - 10:20 »  Didu tri Viém phdi bénh vién & viém phol thd may cda BYT VN 2023,
PGS.TS.BS. Tran Van Ngoc - Chu Tich LCH H Hap TRHCM

10:20- 1035 vy Pfizer: Viém phéi cdng déng nhip vién - Thich thic va cd hdi trong
chan doan va diéu tri hién nay

PGS.TS.BS. Lé Tién DOng - Phé Chu Tich LCH HE Hap TR HCM

1035 - 1050 Pfizer: Cap nhat khuyén cao sl dung vaccine ngua phé cau trén
cac doi tudng BN mac bénh hé hap man tinh

PGS.TS.BS, Cao HOu Nghia - Chu Nhiem BM Khoa Hoc Y Sinh,
Vién Pasteur TRHCM

10:50 - 1100 + Tong két

HOI TRUSNG A - TTHN TP PHAN THIET (GSK)
TANG CUGNG KIEM SOAT BGT CAP BENH HO HAP MAN TiNH VA CAC

BENH LY NEN KHAC: GOC NHIN TU BIEU TRI DEN DU PHONG VAC XIN
Chu toa: PGS.TS.BS. Tran Van Ngoc

11:00 - 11:05 Phat biéu khai mac
PGS.TS.BS. Tran Van Ngoc - Chu Tich LCH Ho Hap TR HCM
105 125 Budc tién mdi vdi bo ba don ong hit trong diéu tri

bénh phdi tac nghé&n man tinh tai Viét Nam
PGCS.TS.BS. Lé Tién Dang - Pho Chu Tich LCH Ha Hap TP HCM

11:25 - 1145 b Thudn Igi va thich thic trong thuc hanh tiém véc xin cho
bénh nhin ¢é céc bénh déng méc
PGS.TS.BS. Phan Thu Phuong - Giam £ac Trung Tam Ha Hap, BV Bach Mai

1145 - 11:55 p  Thao ludn

1155 < 12:00 ¢ Tong két va bé mac



HOI TRUGNG B - TTHN TP PHAN THIET
CHAN DOAN HINH ANH TRONG HO HAP
Chu toa: GS.TS.85, Binh Xuln Anh Tudn - TS.BS, Nguyén Van Thanh

100 < N20 Hinh dnh hoc phéi cia bénh ly mé lién két

TS.BS. HoAng Thi Triéu Nghli - Trudng Don Vi COMA, Phong Kham Ngoc Minh
1:20 - 11:40 Val tro cla CT Hléu thip trong tdm sodt ung thu phoi

BS.CKIL Nguydn VAN Tien Bdo - iKhoa COMA, BY Cha Ry
140 « 12,00 Ddc diém hinh dnh dién hinh va khéng dién hinh Sarcoldosis tal phél

TS.8S5. Hoang Thi Triéu Nghl - Trudng Dan Vi COMHA, Phong Kham Ngoc Minh

HOI TRUGNG C - TTHN TP PHAN THIET
NGHIEN CUU KHOA HOC TRE
Chu toa; PCS.TS BS. Lé Thugng VO - PGS TSBS, Phung Nguyén Thé Nguyén

HOI TRUGNG LAU 7 - KHACH SAN CA TY

HEN NHO NHI
Chu toa: PGS.TS.BS, Phan HOu Nguyét DIém - PGS TS BS. Pham Van Quang

100 120 Chén dodn hen nhi nhi

TS,8S. Trdn Anh Tulin - Truong Khon Ko Hap BY Nhi Bong )
1120 - 1140 Diéu tr] con hen cap

PGS.TS.BS, Pham Van Quang - Trudng Khoa ICU, BY NhiBdng )
11:40 - 12,00 Phong ngda hen nha nhi

PGS.TS.BS. Phan Hiu Nguy$t DIEm - Clang Vien Cao Cap BM NR DHYD TP HCM

HOI TRUGNG LAU 5 - KHACH SAN CA TY

PHIEN 1: VIEM PHOI CONG DONG
Chu toa: PGS TS.BS, Nguyén Vidt Nhung - PGS.TS BS. Trdn Van Ngoc - TS,BS, Pham Hung Van

1515 - 1335 Thich thuc vi sinh v dé khang khang sinh trong VPCE nhip vién
BS. Pham Thién Hudng - Phong Kham Nam Khoa TR HCM

13:35 < 13:55 Thist bal diéu trf viém phél cong déng: Nhiing yéu té 1ién quan v nguy cd
TS.8S. Cao Thi MY Thuy - Trudng Knaa Mo Hap BV Trung Udng Can Tha

13:566 1415 Viém phél do déng nhiém virus - vi khulin trong thal dal sau COVID19
PGS.TS.BS, Trin VAn Ngoc - Chu Tich LEH Ho Hap TR HCM

1415 - 14:35 Tohn canh vé viic xin RSV: TU trd ngal ban diu dén cong nghé va

thigt ké thi nghigm mai
PGS.TS.8S, D3 Viin DAng - Clang Vien Cao Cap, DHYD TP HEM

14.35 - 14:45 Abbott ; Ldi ich da co ché cla Clarithromyein trong viém phél cong déng
qua nghién cliu ACCESS
PGCS.TS.BS. L& Thugng VO - Trudng Khoo Mo Hap, BY BHYD TP HCM
1445 1455 Bayer ; Diéu tri viem phol cdng déng nhip vién
PGS.TS.BS. Trdn VAN Ngoc - Chu Tich LCH Ho Hip TR HCM
14:55 « 1510 Gldl lao
1510+ 1530 Déc diém va két qua didu tr| khang sinh ngoal tri cho
viem phol mic phal cong déng & ngudi 10n: nghién clu quan sat tién cdu
APPRAISE - Vit Nam
ThS.BS. VG D4 - BY Phal Trung Yong
15:30 < 1550 Dong hoc PCT & BN viém phdl do VK tal BVDK Théng Nhat Déng Nal 2023
TS.8S. Nguyn S§ Tulin - Trudng Khaoa Vi Sinn, BY Thang Nhat D6ng Nal
1550 - 1610 Imexpharm: Hidu qui Bactamox (Amoxicillin/Sulbactamox) trong

nhidm khuln ho hap dudl cap tinh cong déng qua nghién cdu EACRI
DS, Nguydn Thanh Kigt - Cong Ty Imexpharm

1610 + 1630 Déng nhidm M., tuberculosis vh K.Pneumoniae : Bdo cho mét trudng hop
ThS.BS. Ngd Nguydn Hal Thanh - Clang Vien BM NGl DHYD 19 HCM
1630 - 16:50 Viém phéi nang do Acinetobacter baumannii mic phal trong cong déng va

chp nhiit mal trong didu trl A. baumannil khang carbapenem
ThS.BS. Trin Thi Thuy Tudng - Gilng Vien BM NOL DHYD TP MCM

16:50 - 17:00 Thao lulin v két ludn
Chu toa dodn




HOI TRUONG LAU 7 - KHACH SAN CATY
PHIEN 2: HO HAP NHI

Chu toa: PGS.TS.BS. Phan Hiu Nguyét Dieém - PGS.TS,BS. Phung Nguyén Thé Nguyén
TS.BS. Trdn Anh Tusdn

1315 -13:25 ¢ Hen khé tri tré em: thd thich BS Nhi khoa?
BS.CKIL Dang Thi Kim Huyén - Khoa Kham Bénh, BV DHYD TRP.HCM
13:35- 1355 ¢+  Khokhe & tré em: tiép cin chin dodn va xuf tri, c6 gi mdi ?
PGS.TS.BS. Phan Hifu Nguyét Diém - Giang Vién Cac Cap BM Nhi BHYD TR.HCM
1255 - 1415 4 Phuong phap ndi soi gy ngu trong OSA tén du sau phiu thuét
ThS.BS.CKIL. HA Thién Hudng - BY Nni Dong |
1415 - 14:35 & Vaitrd siéu am phéi trong chan doan va diéu tri bénh hé hap tré em
PGS.TS.BS. Phiing Nguyén Thé Nguyén - Trudng BM Nhi, BHYD TEHCM
1435-1455 ¢ GSK: Cap nhat cac tac nhan nhiém khuan hd hap va vai trd cla véc xin trong
dyf phong va hé trg kiem sodt AMR
ThS.BS. Do Cao Van Anh - Pho Trudng BM Nhiém, BHYK Pham Ngoc Thach
14:55 - 1515 ¢+ Abbott : Két qua diéu tri viem phdi nhiém M. pneumoniae mang gen
khang macrolid & tré em

PGS.TS.BS. Trén Thanh TG - Giam ©4c¢ Trung Tam Quéc TE, BV Nhi Trung Udng
1515 - 15:25 ¢+ Giallao

1525 - 15:45 ¢ R6i loan di truyén cua protein surfactant trong bénh phéi ké & tré em
ThS.BS.CKIL Nguyén Thi Thu Sudng - Khoa ¥, DHOG TP HOM
15:45 - 16:05 4 RSV: hién tal va tuong lai
TS.BS. Tran Anh Tudn - Trudng Khoa Ho Hap, BV Nhi Bong 1
16:05 - 1615 ¢ Pfizer: Vai trd Macrolide trong diéu trf VPCD & tré em
PGS.TS.BS. Phan Hiu Nguyét Diém - Giang Vién Cao Cap BM Nhi BHYD TP.HCM
1615 - 1625 ¢ GSK: Khuynh huéng suU dung khang sinh trong nhiém khudn hd hip & tré em
TS.BS. Tran Anh Tuan - Trudng Khoa Ho Hap, BY Nhi Bong 1
16:25 - 1635 4 LiveSpo: Diéu tri tridgu ching va giam tai ludng virus & tré viém dudng ho hap

cép tinh do nhiém virus cim cla probiotic bao t I¢gi khuan Bacillus dang xit mai.
PGS.TS.BS. Trén Thanh TG - Gidm £4¢ Trung Tam Qudc TE, BV Nhi Trung Udng

1635 - 1645 4+ Imexpharm: Biocemet DT: SU dung khing sinh ¢é dang bao ché phi hgp
vditré em
DS. Tran Lac Nhan - Cong Ty imexpharm

16:45-17:00 4 Thao ludn va két luadn
Chu toa doan

HOI TRUGNG C - TTHN TP PHAN THIET

PHIEN 3: VIEM PHOI BENH VIEN - VIEM PHOI LIEN QUAN THG MAY
Chu toa: PGS.TS.BS. Lé Tién Dang - PGS.TS.BS. Nguyén Thanh Héi
BS.CKIL. V6 Bdc Chién

1315-13:35 ¢+ Lua chon khéng sinh diéu tri nhiém khuan gram am da khang

trong VPBV-VPTM

PGS.TS.BS. Lé Tién Ding - Pho Chu Tich LCH Hé Hap TRHCM
1335-1355 ¢ Capnhat chan doan va diéu tri VPBV - VPTM do nam

PGS.TS.BS. Lé Thugng VG - Trudna Khoa MO Hap, BY DHYD TP HCM
1355 - 1415 ¢+ Calam sang VPBV do A.baumanii, hudng tdi didu tri tring dich va

val tré betalactam/(c ché betalactamase thé hé mdéi
ThS.BS. BUi Thi Hanh Duyén - Trucng Khoa ICU, BV DHYD TP HCM

1415 -14:35 ¢+ Diéu tri VPBV do K.pneumoniae

BS.CKIL Thai Minh Thién - Trudng Khoa ICU, BY Tim Tam Buc
1435 - 1445 4+ Pfizer: Ca lam sang nam phéi xam 1an do Aspergillus

ThS.BS, Nguyén Tiét Au - Khoa Ho Hap, BV DHYD TR HCM
14451505 4 Diéu tri viém phdi do MRSA: thdy gi qua ca lam sang?

ThS.BS. Dudng Minh Ngoc - Giang Vién BM NGL BHYD TP HCM
15:05-1520 ¢+ Giallao
1520 - 1540 ¢ Khao sat hiéu qua s dung Ceftazidim /Avibactam trong diéu tri

nhiém trang bdi nhigm & BN COVID-19 tai BV Nhigt D4i
ThS.BS, H6 Quang Minh - BY Bénh Nhigt £3: TP HCM

1540 -17:00 ¢ Thao lufin va téng két
Chu toa doan




HOI TRUSGNG A - TTHN TP PHAN THIET

PHIEN 4: COPD- HEN PHE QUAN
Chu toa; GS.T5.8S. Dinh Xudn Anh Tudn « PCSTS BS, L& Th| Tuyét Lan
TS.BS. Nguyén Van Thanh

1316 - 1335 Cép nhit GOLD 2024
BS.CKIl. Nguydn Dinh Duy - UV BCH LEH Ha Hap TR HCM
1335+ 1355 Nghién ctu VINCOPD va val trd thube glin phé quan tac dung ngén trong
diéu tri COPD ngohi dot cap
TS.85. Nguydn Van Thanh - Dho Chu Tich Mol Phai Viet Nam
1855 - 1415 COPD nhiéu dgt cap: Tiép chn chin dodn va didu tr|
TS.BS5, V8 Pham Minh Thu - Pha Gim Doc BY DHYD Can The
14115 < 1435 Cén 1am gl A6l vdi bénh nhan COPD khing tr|
TS,85, DS Th| Tudng Oanh - Glang Vien BM NI, DHYK Pham Ngot Thach
1435 < 1445 GSK: Tien b clua duge ly phin td nham tél da hoa gl ich cho BN COPD
TS.8S, Nguydn V&n Tho - Chil Nhidem BM Lao - Bnh Phal BHYD TP HCM
1445« 1455 Pfizer : Vaccine ngua phé clu cho nguol 10n tudi va
BN méc bénh hé hiip man tinh
TS.BS. L& Khie Bdo - Glam BACTTGD Y Hoc, BHYD TP HCM
14,55 <1510 Glal lao
1510 - 1530 Chén dodn Hen: Ho hiip ky hay 105 hay FeNO?
PGS.TS.8S. L& Thi Tuydt Lan - Chu Tich LCH Hen-DUMODLS TR HCM
15:30 + 1850 Didu tr] theo céc dic diém cé thé didu tr] duge (treatable traits) hen phé quan cé
nguy cd cao vaho dgt cap
ThS.B5.CKIL Trin Thi T6 Quydn - Giang VIien BM NI DHYK Pham Ngoc Thach
1550 - 16,00 BIVN: Tiép cln didu tr| BN COPD : nhilng diéu clin Mu y
PGS.TS.BS. Trdn VAN Ngoc - Chu Tich LCH HA Hip TR HCM
1600 « 1610 AZ: Don gidn hod didu trl hen phé quan: thay déi nhod hidu qud 10n?
BS.CKIL, L& Thi Xulin Mal - BY Nhan Dan 15
160 - 1650 Diéu tr| BN hen kho trl: Ca |&m shng minh hoa
ThS.BS. Nguydn Thl Phung - Khoa HO Hap BY Cha Ry
16:30 - 1650 Cap nhit quin Iy hen trén thé glol 2024
PGS.TS.BS. Nguydn Nhu Vinh « Trudng Knon TOCN, BY DYHD TP HCM
16501700 4 Théo ludn va téng két phién

HOI TRUGNG B - TTHN TP PHAN THIET

PHIEN 5: UNG THU PHO! - BENH PHOI MO KE & BENH PHOI MAN TINH
Chu toa: PGS.TS.BS. Dinh Ngoc Sy - PCS.TS.BS, Db Kim Qud - BS.CKIL, Nguyén Binh Duy

1335 - 1335 Tiép chn bénh phéi mé ké theo dic diém co thé didu tr| duge
TS.BS, L& Thi Thu Hudng - Trudng Khon Mo Hap, BY Nhan Din Gla Binh
13:35 - 1355 Tiép chn bit thuong tal phol duge phat hign trén CT nguc lidu thap

khi trién khal chudng trinh tim sodt ung thu phoi
TS.BS, Nguyén VAn Tho - Chu Nhiem BM Lao - BANH Phol DHYD TR HEM

1355 < 1415 Phiiu thult 16ng nguc trén BN c6 bénh phél man tinh,
Val trd cua BS NOI HO hilp - Ngoai Long nguc vl GMHS
PGS.TS.8S. D& Kim Qué - Pha Glam Doc BY Thong Nhat TR HCM

146 - 14:35 Dinh dudng chéng suy mon cho BN bénh phél man tinh
BS.CKIL D46 Thi Ngoe DIgp - Chis Tich LCH Dinh Dudng Thue Phim TP HCM
14:35 .« 14:55 MSD: Lidu phap mién dich budce 1 cho bénh nhin UTP KTBN glal doan di cdn

TS,B5, Hodng Thi Bich Vigt - Pho Khon Ung Budu, BY Phol Trung Udng
14:55 <1510 Gladi lao

1510 - 1530 Khing viém trong bénh phéi mé ké: "Who, What, How"
TS.BS, L& Khic Bao - Pho Khoa MO Hip, BY Nhan Dan Gla Dinh
1530 < 1550 Vi khuiin lao khéng dién hinh: tac nhin c6 cén dic bigt luu y

trong bél cdnh quin ly bénh nhin gibn phé quan tal Viét Nam
ThS.BS, Nguydn M6 Lam - Cidng Vien BM Nol DHYD TRHCM

1550 - 1610 Gidn phé quan: tiép cin nguyén nhan

TS.85. Phan Vudng Khic Thal - 8V Nguyin T Phudng
1610 < 1630 Lidu phédp lanh trong phéi hoe

BS. Hashimoto, Nhat
1630 < 1650 Giéin phé quan sau lao phél: dgt cip

ThS.BS. Nguybn Héng Buc - Phang Kham Phal Viet
16:50 « 17:00 Thao lulin va téng két phién
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Tai liéu théng tin thude

CAC NGHIEN Cl’U LAM SANG ()

Tinh an toan va hiéu qua cia ANORO ELLIPTA ding 1 lan/ngay da dugc danh gia trong 8
nghién clru 1am sang pha lll & ngudi trudng thanh véi chdn doan 1am sang COPD; trong d6 5
nghién ciru trong thdi gian 6 thang vé hiéu qua (DB2113361, DB2113373, DB2113360,
DB2113374 va ZEP117115), 2 nghién ciru 12 tudn vé sirc bén thé lyc (exercise endurance)
(DB2114417 va DB2114418) va 1 nghién ciru (DB2113359) danh giad tinh an toan cla
umeclidinium/vilanterol str dung trong subt liéu trinh 12 thang. Cac nghién ciru gdm c6 ANORO
ELLIPTA 62,5/25 mcg va/hoac umeclidinium/vilanterol 125/25 mcg, tat ca dung 1 lan/ngay.

Cac nghién ctru déi chirng véi gia dwoc

Trong mdt nghién ciru 6 thang, DB2113373, ANORO ELLIPTA 62,5/25 mcg cho thdy sw cai
thién cé y nghia théng ké vé chirc nang phéi (dwge xac dinh bang sy thay déi FEV1 day
(trough) & tuan thir 24 so véi théi diém bat dAu nghién ciru) khi so sanh véi gid dugc. Tac dung
gian phé quan cta ANORO ELLIPTA khi so sanh véi gia dugc da dugc thay ré sau ngay dau
tién diéu trj va dugc duy tri trong subt khodng thoi gian diéu tri 24 tuan.

Nghién ciru DB2113373

ANORO ELLIPTA
62,5/25 mcg OD (n= 413)

Gia dugc (n=280)

FEV1 day (L) -
khac bigt
sr(ri gig djvcso
Théi diém bat Sy thay déi Sy khéc biét
diu ('sno) vbivthblydl ms:ét di&g (95:? Cl)
diu (SE) , Gia tri p
\
0,17

1,28 0.17 -

' : (0,13; 0,21)
(0,56) (0,01) by
1,20 0,00 .

(0,47) (0,02)

Cac chir viét tat: Ci= khoang tin cay; FEV1= thé tich thd

F L .
ELasiml) ra gang strc trong 1 gidy dau tién; L= lit; mcg= microgam;
= n= sb luegng tiép nhan diéu tri; OD= mot lan mdi ngay;
N SD= 6 léch chudn; SE= sai s chuln.
2L
>
3
23
85 _
gE 2
3
- et
"3
. omL
ANORO Ellipta Gia dwoc
62.5/25 meg (n=280)
(n=413)
(1) Théng tin ké toa san pham PM-VN-UCV-BROC-190001. ADD: 05/2023 2



Tai liéu thong tin thube

CAC NGHIEN CU'U LAM SANG (1

Cac nghién ciru so sanh v&i Tiotropium

Trong cac nghién ciru ZEP117115 va DB2113360, diéu tri véi ANORO ELLIPTA 62,5/25 mcg da
mang lai sy cai thién cé y nghia théng ké va y nghia lam sang trong s thay déi FEV1 day ¢
théi diém tuan thir 24 so vai lic bat ddu nghién clru khi so sanh vai tiotropium. Trong nghién ciru
DB2113374, ANORO ELLIPTA 62,5/25 mcg cho thdy sy cai thién cé y nghia lam sang trong s

thay déi FEV1 day & thoi didm tudn thir 24 so véi IGe bat dAu nghién ciru khi so sanh véi tiotropium

' 'FEV1 day (L) . '
Sy khéc bigtso |
v&i tiotropium
bit ddu (SD) = diém bat dau (SE) "'é&st’r‘l g"
. Nghién ciru ZEP117115 B
62,5/25 meg OD (n=454) (0,49) (0,01) e A
<0,001
' Tiotropium 18 mcg OD (n=451) (;'33) (g'g?) =
' Nghién ciru DB2113360
[Tos e ™ 0,09
ANORO ELLIPTA 1,32 0,21 :
62,5/25 mcg OD (n=207) (0.53) (0.02) iinh
Tiotropium 18 mecg OD (n=203) (3'53, (g'(’)g) .
Nghién ciru DB2113374 ‘ ‘
ANORO ELLIPTA 1,16 0,21 0,06
62,5/25 mcg OD (n=216) (0.48) (0,02) (0-8161%-_")
Tiotropium 18 mcg OD (n=215) «‘)'Jg) (g'gg) :
FEV1 day (mL) : s e
210mL Cac chir viét tat: Cl= khoang tin cay; FEV1= thé
_ m tich thé ra gdng strc trong 1 gidy dau tién; L= lit;
w o = £ v
:S e 8 — mcg macrogarn. : ‘ .
>3 n= sd lwong tiép nhan didu tri; OD= mdt 1an mdi
& ngay; SD= d6 léch chuan; SE= sai sé chuén.
'§§ * B&i vi két qua cia mdt kiém dinh trurdrc trong
> _g g .| 90mL chudi kiém dinh theo trinh ty dinh sdn khéng dat
8 ~ dugc v nghia thong k&, nén y nghia thdng ké
3’5 khéng thé dugc suy ra cho sy so sanh nay.
]
© “ANORO Ellipta Tiotropium
62,5/25 mcg 18 mcg
(n=454) (n=451)
Nghién ciru ZEP117115
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Tai liéu thdng tin thubc

HUGNG DAN S’ DUNG

b) Chuén bj mét liéu thubc

- Chi mé& ndp khi ban @3 sdn sang dé dung 1 liéu
thude
Khéng lac dyng cy hit.

- Trwot ndp day xubng cho dén khi nghe tiéng
“tach"

Bay gi¢r thudc da san sang dé hit vao.
Bd dém lidu s& giam bt 1 dé xac nhén.

- Néu bd dém liéu khéng giam xudng khi ban
nghe thay tiéng “tach”, dung cu hit sé khéng
phong thich thudc. Mang dung cu hit dé dén
duge s§ cua ban dé duwoc tw vgn.

- Khéng bao gi& dugc lac dung cy hit,

(1) Théng tin ké toa san phdm

GSK

c) Hit thuéc

- Trong khi gilr dung cu hit xa khoi miéng,
thé ra hét sirc c6 thé.

Khéng thd vao dung cu hit.
- Dat dau ngam vao giira hai méi, khép
moi vira khit xung quanh.

Khéng dé ngon tay chan I8 théng khi.

Dt moi vira khit

S
u n

thuée.

B [kho 16
""; .9,4 thbnnggkhi'&it:'gcéc

" ngon tay cta ban

- Hit vao mét hoi dai, déu va sau. Nin thé
lau nhét cé thé (it nhat 3-4 giay).

- Lay dyng cuy hit ra khéi miéng.

- Thé ra tir tle va nhe nhang.

Cé thé ban sé khdong cam thdy mui vi hay cam
nhan thay thubc, ngay ca khi ban s dyng
dung cy hit dung cach. Truéc khi déng nap
day. néu ban mubn 1am sach d&u ngadm, hay
ding mét chiée khan gidy khé.

d) Bong dung cu hit

Trwot nap day lén trén
hét mirc c6 thé dé day
diu ngam.
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Tai liéu théng tin thube

TRINH BAY

THANH PHAN DU'Q'C CHAT: Méi liéu phang thich
(liéu di ra khéi dAu ngam clia dyng cy hit) chira 55
microgam (meg) umeclidinium (tvong duong vii
65 meg umeclidinium bromide) va 22 meg vilanterol
(dang trifenatate). Lidu nay tuong (mg vdi lidu 62,5
mcg umeclidinium (tuong duong voi 74,2 meg
umeclidinium bromide) va 25 mcg vilanterol (dang
trifenatate) khi chira phong thich. THANH PHAN
TA DUQC: Lactose monohydrate (chira protein
sira) (khodng 25 mg lactose monochydrate t
mdi lidu). Magnesium stearate. Dang bao ché:
Thubc bdt hit phan lidu. Dyung cy hit mdu xam nhat
cd mot nap ddy dau ngdm méu 66 va sin mdl bl
dém lidu. Dung cu hit Ellipta co chira hal dai tai
phong, trong méi tui phong cé bdt thude mau trang.
Quy cach dong goi: Hop co 1 dung cu hit chira 30
iy hit. CHI BINH: ANORO ELLIPTA dugc chi dinh
trong didu trj duy tri gidn phé quan dé 1am gidm cac
triéu chimg & ngudi Idn bi bénh phdi thc nghén
man tinh (COPD). LIEU LUQNG VA CACH
DUNG: ANORC ELLIPTA chi ding dé hit qua
miéng. ANORO ELLIPTA nén duogc sir dung 1 Ian
duy nhét, vao 1 thdi diém cd dinh méi ngay. Nguoi
Ién: Liéu dugc khuyén cao va 1a lidu tdi da la mot
libu hit ANORO ELLIPTA 62,5/25 meg, 1 l&n/ngay.
Tré em: Dya vao chi dinh clia san phdm, viéc st
dung cho bénh nhdn dudi 18 tudi I8 khdng phu
hop. Nguwéi cao tudi: Khang cin didu chinh lidu ¢
cac bénh nhan trén 65 twdi. Suy than: Khong cin
diéu chinh liéu & cac bénh nhan suy than. Suy gan:
Khéng cén diéu chinh liéu & cac bénh nhan suy gan
nhe hodc trung binh. Viéc sir dung ANORO
ELLIPTA chua dugc nghién ciru trén cac bénh
nhan suy gan nang, do vay nén dugc st dung than
trong. CHONG CHI BINH: Chéng chi dinh dung
ANORO ELLIPTA cho céc bénh nhan dj ing nang
Vi protein- sira. Chéng chi dinh cho céc bénh nhan
nhay cam voi céc thanh phan dwoc chat va bat ky
ta dugc nao dugc liét ké trang muc thanh phan
dugc chat va thanh phan ta dugc & trén. CANH
BAO VA THAN TRONG: Chat chi vén
beta2-adrenergic t4c dung kéo dai (LABA), ching
han nhu vilanterol, lam tang nguy co 0 vong &
bénh nhan hen. M6t thir nghiém déi ching gia
duge véi mdt LABA khac (salmeterol) ciing da cho
thdy sy gia tang cac trudng hop tr vong do hen.
Tac dong nay cda salmeterol dugc xem la téc dung
nhom cia tat cad LABA. Viéc st dung ANORO
ELLIPTA chwa dugc nghién ciru & cac bénh nhan
hen, va khéng duoc khuyén cao ding cho nhém
bénh nhan nay. ANORO ELLIPTA dugc sir dung
trong diéu tri duy tri COPD. Khéng nén ding
ANORO ELLIPTA @& 1am gidm cac triéu ching cip
tinh, tre 13 dung nhu thubc ¢t con trong didu tri
céc dot co that phé quan cép tinh. Nén diéu tri cac
triéu chirng cép tinh bang thudc gian phé quan tac
dung ngan dang hit. Viéc gia tang s& dung thudc
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gian phé quan tac dung ngan
dé tam gidm cdc triéu ching cho
thay rdng tinh trang kiém soat
bénh x4u di va khi 66 bénh nhan
nén dén bac sy kham lai. Clng nhu
céc liéu phap dudng hit khac, viéc sl
dung ANORO ELLIPTA c6 thé gay co that phé
quan nghich Iy lam de doa tinh mang bénh nhén.
Nén ngirng diéu tri bang ANORO ELLIPTA néu co
that phé quan nghich Iy xay ra va sir dyng liéu phap
thay thé néu cn. Céc tac ddng trén tim mach, vi d
logn nhip tim nhu rung nhi va nhip tim nhanh, ¢6
thdy sau khi ding cac thubc kich thich than kinh
giao cam va cac thubc 661 khang thy thé
muscarinic, bao gdém ANORO ELLIPTA. Do dé. nén
than trong khi ding ANORO ELLIPTA cho céc
bénh nhan bi bénh tim mach nang. Do hoat tinh
khang muscarinic cia thubc, nén than trang khi
dung ANORO ELLIPTA cho cac bénh nhan bj bénh
glécdm géc dong hodc bi tiéu. Viéc sir dung
umeclidinium/vitanterol chwa dugc nghign ciru trén
cac bénh nhan suy gan ndng, do vy nén dugc sir
dyng than trong (xem Lidu lwong va cach dung).
Chét chi vén beta_-adrenergic co thé lam giam kali
huyét dang ké & mdt sb bénh nhan, co kha nang
gay ra cdac tac ddng tim mach béat igi. Sy gidm kali
huyét thanh thudng 14 thoang qua, khéng can lidu
phap bd sung. Khdng c6 céc tac dong lién quan vé
t 18m sang ca gidm kali huyét dugc quan sat
thay trong cac nghién cou lam sang vai
umeclidinium/ vilanterol & liéu diéu tri khuyén cdo.
Cén than trong khi str dung umeciidinium/vilanterol
véi cac san pham thubc khac cling c6 kha nang gay
gldm kall huyét (xem Tuong tac thubc). Chét chi
van beta,-adrenergic ¢ thé gay tang dudmg huyét
thodng qua & mot s bénh nhan. Khdng cb céc tac
dong lién quan vé& mat 1am sang lén glucose huyét
tuong dugc quan sat thiy trong cac nghién clru
{am sang voi umeclidinium/vilanterol & ligu didu tri
khuyén cdo, Ngay khi bat ddu diéu tr voi
umeclidinium/vitanterol, cAn theo ddi chét ché ndng
a6 glucose huydt twong & cac bénh nhan bi tidu
dudrng. Thube nady 6 chiva lactose. Nhirng bénh
nhan c6 cac van dé di truyén hiém gap nhu khdng
dung nap galactose, thiéu hut Lapp lactase hoac
kém hap thu glucose-galactose khong nén dung
thubc nay. Can than trong khi si duy
umeclidinium/vitanterol & nhirng bénh nhan bj r6i
loan co giat hodc nhiém ddc gidp, va & nhimg bénh
nhan thuong khong dap (ng véi chAt chu van
beta-adrenergic. TUONG TAC THUOC VA
T G KY: TUONG TAC THUOC: Céc thudc
chen beta: Cac thubc chen beta-adrenergic co thé
lam suy yéu hoac dbi khang tac dung cia cac chét
chu van beta,, vi du vilanterol. Nén tranh sir dung
dbng thoi ANORO ELLIPTA v6i céc thubc chen
beta-adrenergic chon lpc hoac khdng chon Ipc, trir
khi ¢6 cac ly do thuyét phyc cho viée sty dung két



Tai liéu théng tin thude

hop do. Cac tuong tac trén kénh van chuyén va
chuyén héa: Vilanterol la mdt co chat cia
rome P4e50 3A4 (CYP3A4). Viéc sir dung

ng thi cac chat dc ché manh CYP3A4 (vi dy
nhu ketoconazole, clarithromycin, itraconazole,
ritonavir, telithromycin) cé th y ¢ ché sy
chuyén héa va géy tang phoi nhiém toan than véi
vilanterol. Sir dung dong thdi vdi ketoconazole
(400 mg) trén ngudi tinh nguyén khée manh lam
tang AUC(0-t) va C__ vilanteral trung binh Ian lugt
4 65% va 22%. Sy tang phoi nhiém véi vilanterol
khéng c6 lién quan véi sy tang thude chi van
beta-adrenergic lién quan dén cac tac dong toan
than trén nhip tim, kali mau, hode khoang QT (higu
chinh bang ph phdp Fridericia). Nén than
trong khi str dung két hop umeclidinium/ vilanterol
voi ketoconazole va cac chéat ic ché CYP3A4
manh khac béi v c6 kha nang gay tang phaoi nhiém
toan than véi vilanterol, didu ndy c6 thé din dén
tang kha nang gay ra cac tac dyng khdng mong
mudn. Verapamil, mot chét irc ché CYP3A4 trung
binh, khing c6 t&c dong dang ké dén dugc dong
hoc cia vilanterol. Umediidinium la mot co chat cia
ochrome P450 2D6 (CYP2D6). Duge dong hoc

n virng cla umeclidinium da dugc danh gia trén
ngudi tinh nguyén khée manh thidu CYP2D6
(chuyén héa kém). Khéng c6 tac ding 1én AUC
ho#c C__ cGa umeclidinium duge ghi nhén & lidu
cao gap 8 1An, AUC cia umeclidinium khodng
1.3 Ian dugc ghi nhén & lidu cao gép 16 lan, trong
khi C__ khong bi anh hudéng. Dyra trén mic do
quan frong cla nhirng thay déi nay, khéng co
trong tac thubc trén 1am sang dugc dy doan khi st
dung két hop umeclidinium/vitanterol véi cac chét
(rc ché CYP2D6 hodc khi st dung cho céc bénh
nhan ¢6 yéu té di truyén thidu hoat tinh CYP2D6
(chuyén hoa kém). Ca umeclidinium va vilanterol 1a
cac co chél cda kénh van chuyén P-glycoprotein
(P-gp). Tac déng cla chat (rc ché P-gp trung binh
verapamil (240 mg mét [&n mi ngay) lén dugc
dong hoc &n dinh ctia umediidinium va vilanterol da
dugce danh gia & ngudi tinh nguyén khdée manh.
Khong cé tdc ddng clia verapamil 1&n C_ cla
umeclidinium hay vilanterol dugc ghi nhan. Da ghi
nhan dugc AUC cia umeclidinium tang khoang 1.4
I&n trong khi AUC cia vilanterol khong thay dbi.
Dyra trén mirc dd quan trong clia nhirng thay doi
nay, khong co twong tac thuoc trén |am sang dugc
dy doan khi  s* dung két  hop
umeclidiniumivilanterol véi cac chat dc ché P-gp.
Céc thube khang muscarinic va kich thich than kinh
giao cam khac: Viéc sir dung ddng théi
umeclidinium/vilanterol v&i cac thubc khang
muscarinic tc dung kéo dai khac, cac thubc cha
van beta_-adrenergic tac dung kéo dai hoac cac
thudc khac co chira mét trong sb cac chét nay, vin
chua duge nghién cliru va khong dugre khuyéen cao
vi didu ndy c6 thé 1am t&ng kha nédng xay ra céac tac
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dung khéng mong mubn da
biét khi sir dung cac chat dél
khang muscarinic dang hit hoac
cac chit chi van beta -adrenergic
(xem phan Céanh bao va than trong va
Qua ligu), Gidm kali huyét: S dung thube
gidm kali huydt dong thiri voi cac din xudt
methylxanthine, steroid, hodc cac thudc loi tidu
khéng giir kali ca thé lam tang kha ndng giam kali
huyét clia chat chi van beta -adrenergic, do vy
nén sd dyng than trong (xem ph&n Canh bao va
than trong). Céc thube didu trj COPD khéc: Mac du
chua o6 cac nghién ciru chinh thire v& tuong tac
thude In vivo dugre thyc hign, nhung khi ding déng
thari umeciidinium/vilanterol dz:g hit véri cac thubc
COPD khac. bao gém cac thubc gian phé quan kich
thich thdn kinh giao cam tac dung ngdn va
corticosteroid dang hit, khdng thdy cé bing ching
1am sang vé twong tac thubc. TUONG KY: Chua
cd wong ky dugc ghi nhan. THAI KY VA CHO
CON BU: Kha nang sinh san: Khong co dir ligu vé
tac dong coa ANORO ELLIPTA lén kha nang sinh
san & ngudi. Cac nghién clru trén dong vat cho
thay umeclidinium hay vilanterol khéng anh huéng
dén kha ndng sinh san. Thai ky: Khéng c6 hoac co
dir liéu han ché vé viéc sir dung ANORO ELLIPTA
& phy nir c6 thal. Cac nghién cdu trén ddng vét cho
y dgc tinh trén co quan sinh s&n sau khi ding
vilanterol hit. Chi nén sir dyng ANORO ELLIPTA
trong thai ky néu lgi ich mong dgi cho ngudi me
vurot trdi nguy co co thé co véi thai. Cho con bu:
Chira biét lidu umedlidinium hay vilanterol ¢ duoc
bai tiét qua sira me hay khang. Tuy nhién, cac chat
chi van beta, khac da duoc phat hign trong stra
me. Nguy co dbi véi tré so sinh/tré nho bl stra me
khong thé duge loai trir, Nén xem xét loi ich cia
viéc bii stra me dbi voi tré va loi ich cua viée didu
tri déi véri me dé quyét dinh ngimg cho tré bu me
hodc ngimg liéu phap ANORO ELLIPTA. ANH
HUONG LEN KHA NANG LAI XE VA VAN HANH
MAY MOC: Umeclidinium/vitanterol khong anh
hudng hodc dnh huéng khong dang ké 14n kha
narg 14i x& va van hanh may méc. TAC DUNG
KHONG MONG MUON: Dir ligu thir nghiém lam
sang: HO so tinh an toan cia ANORO ELLIPTA
dya trén khoang 3000 bénh nhan COPD sd dung
cac lidgu umeclidinium/vilanterol 62,5/25 mcg hodc
cao hon trong khodng théi gian dén 1 nam trong
céac nghién ciru Iam sang. Trong sb nay, cé khoang
1600 bénh nhan str dung lidu 62,5/25 mcg va
khodéng 1300 bénh nhan sl dung lidqu 125/25 meg,
déu ding 1 1&n mdi ngay. Cac tac dung khéng
mong mudn (ADRs) liét ké dudi day duoc phan loai
theo hé co quan cia MedDRA va tan sust. Tan
suét dugc xac dinh nhur sau: rat phd bién (21/10),
phd bién (21/100 va <1/10), khéng phd bién (=
1/1000 va <1/100), hidm (21/10000 va <1/1000) va
rét hiém (<1/10000).
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MedDRA
Phan loal Céc tac d
h théng | khéng mong‘lr:gudn Tan subt
co' quan
Nhiém triing | Nhiém tring Phé bién
va nhiém ky | dudmg tiét nigy
sinhtring | vigm xoang Phé bién
Viém mili - hong | Phd bién
Viém hong Phd bién
Nhidm triing Phé bién
duémg héd hap trén
Réi loan tim | Rung nhi Khang phd bién
Nhip nhanh Khéng phd bién
trén thét
Nhip tim nhanh Khong phd bién
Réi lo'gn hé | Ho Phé bién
Bau miéng - hong | Phd bién
"90’0
trung that
Réiloanda | Taobon Phé bién
day rudt Kho migng Phé bién
Dir ligu sau luu hanh thuoc
Phan foal | Céc téc dy
n
hé théng | khéng mong l":lgubﬂ Tén suft
co quan
Rbiloan hé | Cac phdn img qua
mién dich mﬂn%ao gbﬂ?: a
Phat ban Khoéng phé bién
Phan vé, phu Hiém
mach, va may day
R6i Im Lo &u Khéng phd bién
Réo loan Dau dau Phd bién
hé than kinh | Run Khéng phé bién
Loan vj gidc Khéng phd bién
R loan Nhin mér Hidm
mét Tang nhan 4p Hiém
Tang 4p lyc ndi nhan | Hiém
R&i loan Nhip nhanh thét Khéng phd bién
tim N oaui‘étam thu Khéng phé bién
n that
Danh tréng ngye | Khdng phb bién
Réi logn hé | Kho phat &m Kh & bién
c'sgn Co tf?éhtéphé quan Hiéor::g "
ng nghich ly
trung Ihél
Rbi loan co | Co thit cor Khéng phé bién
wong va md
lign k
Réiloanda | Phatban Khong phé bién
va md dudi da
Réi loan than| Bi tidu Hiém
va hé tiét Kho tiéu ) Hiém
niéu Bang quang tdc | Hiém
nghén dau ra
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Théng bao ngay cho bac sy GSK
hoge dugc sy nhirng phéan 0ng

cd hai gap phai khi s(r dung thubc.

QUA LIEU: Cac dAu hiéu va triéu chiang:

Vige sir dung qué lidu ANORO ELLIPTA sé& ¢6 kha
nang gay ra cac dau hidu va tnéu ching do tic
dung cla cac thanh phin riéng 18, trong ty nhu
cac tac dung khdng mong muén da dugc biét cla
thubc ddi khang muscarinic dang hit (nhu khd
miéng, rol loan diéu tidt thj gidc va nhijp tim nhanh)
va cdc tac dyung khdng mong mudn ghi nhén dugc
khi qua liéu cac thube chil van beta, khac (nhu run,
dau dAu va nhip tim nhanh). X0 tri: Khing cé bién
phap didu tri dac hiéu nao khi qua lidu ANORO
ELLIPTA. Néu xay ra qua liéu, bénh nhan nén
duoc didu tri hd tro véni sy theo ddi thich hop khi
can thiét. Cac bién phap tiép theo nén tuan theo
chi dinh trén 1am sang hodc khuyén cdo cia trung
tam chbng déc Quéc gia, néu c6. HAN DUNG: 24
thang ké tir ngay sdn xuét. Han ding sau khi mé
nap: Sau khi mé& khay nhoém, sir dung thudc trong
khoang théi gian tdi da 6 tuan. Ghi ngay dung cu
hit nén dugre bé di lén khodng tréng cda nhéan dung
cu hit. Ngay loal bo nén dugc ghi ngay khi dung cu
hit dugc |4y ra khéi khay. THAN TRONG BPAC
BIET KHI BAO QUAN: Bao quan khong qué 30°C.
Néu bao quan trong td lanh, nén lay thubc ra dé &
nhiét 6 phong it nhat 1 gitr trrde khi s dung.
SAN XUAT BOU: Glaxo Operations UK Limited
(trading as Glaxo Wellcome Operations) Priory
Street, Ware, Hertfordshire SG12 0DJ, Anh. Nhan
hidu s¢ hiru b&ri hoac cap phép cho tap doan GSK.
Anaro Ellipta dwgc phat trién véi sy phdi hop cling
tap doan Innoviva, PHAN PHOI BO1: Céng ty cb
phan Duoc liéu Trung wong 2 - Phyto Pharma, 24
Nguyén Thi Nghia, Q1, Tp. HCM. Dya trén
GDSO07/IPI08, ngay ban hanh: 19 thang 07 nam
2018. ANOELL 0918-08/190718. VN3-232-19.
Thong tin ddy di xin xem & hudng din st dung
thubc. Xin lién hé Cang ty TNHH Dugc Phdm GSK
Viét Nam - Phong 702 va 703, Tang 7, Toa nha
Metropolitan Tower, s& 235 duéng Dong Khdi,
Phudng Bén Nghé, Quan 1, Thanh phd Hb Chi
Minh, Viét Nam. pT: 028.38248744.
Xin vui long théng bao cac tac dung ngoai y clia
thubc v& Céng ty TNHH Dugc phdm GSK Viét
Nam hodc sb dién thoai di ddng 0963905235 hodc
email; antoanthuoc.vn@gsk.com.

C3c nhiin héu duge s hiry hode cho phéo cho GSK group of companies
© 2023 Ban quydn thudc i GSK groop of compantes va bin cdp phep
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HUONG DAN SU DUNG

a) Poc ky cac chi ddn sau trwée khi sty dung.

Néu ban mé va déng nap day ma khéng hit thuéc, ban sé& mét liéu thuéc dé.

- Liéu thubc mat sé bj gilr bén trong dung cu hit, nhung s& khdng st dung dugc niva.

- Khéng thé tinh c& hit phai thém 1 liéu thubc hodc hit phai liéu thudc gap déi trong mét 1an hit.

Nap day
Bg dém lieu M&i HAn ban md
Cho biét c6 bao nhigu lidu thudc con fai trong dung cu hit. napé nay 1a ban
Trwée khi str dyng, dung cy hit chi chinh xac 30 liéu. ﬁ:‘fe,é’aébr'm s

N& sé gidm bat 1 sau mdl lan mé nép day.

Khi con dwéi 10 liéu thude, mdt nira clia bd dém lidu sé co
mau do.

Sau khi ban st dyng liéu cubi cung, mét nira bd dém lidu cé
mégcdé va so 0 hién ra. Khi do dung cu hit cia ban da hét
thuodc.

Néu sau do ban mé nép ddy, bd dém lidu s& chuyén tir dé mdt
nira thanh doé toan bd.

(1) Théng tin ké toa san pham PM-VN-UCV-BROC-190001. ADD: 05/2023



NGUYEN NHAN — CO’ CHE HO KEO DAI VA CACH TIEP CAN

BS VU TRAN THIEN QUAN

Ho man tinh 12 mét triéu ching, khdng phai 1a chan doan va co6 thé 1a ddu hiéu cua céc bénh

tiém 4n khac nhau.

Pay 1a mot triéu ching hd hap phd bién va co thé anh huong tiéu cuc dén chat luong cudc

séng.

C4c tinh trang nhu hen, viém phé quan ting bach ciu 4i toan va trao ngugc da day thuc quan

la nhitng nguyén nhan phd bién:

e Hen, dac trung boi viém duong thé va tang dap g duong tho.
e Viém phé quan bach cau ai toan, lién quan dén viém bach cau &i toan ma khong tic
nghén duong tho.
e Bénh trao nguoc da day thuc quan (GERD)
e Hoi chirng nho miii sau.
e Viém miii hong, viém dudng miii va xoang.
e Bénh phdi tic ngh&n man tinh (COPD)
e Gian phé quan,
Xac dinh va diéu tri nguyén nhéan co ban ciia ho man tinh c6 thé dan dén ty 1& thanh cong cao

trong viéc giai quyét triéu chung.

Mot céch tiép can da nganh c6 thé can thiét khi chua tim dugc nguyén nhan gay ho man tinh.



CAUSES — MECHANISM OF CHRONIC COUGH AND CLINICAL
APPROACH

DR VU TRAN THIEN QUAN

Chronic cough is a common symptom of respiratory diseases and a defense mechanism that

can become pathological.
It is distinct from chronic bronchitis and can be caused by a variety of diseases.

Common causes include asthma, eosinophilic bronchitis, GERD, post-nasal drip syndrome,
rhinosinusitis, COPD, pulmonary fibrosis, and bronchiectasis:

Asthma, characterized by airway inflammation and hyperresponsiveness.

Eosinophilic bronchitis, involving eosinophilic inflammation of the bronchial tubes.

e Gastroesophageal reflux disease (GERD), where stomach acid flows back into the
esophagus.

e Post-nasal drip syndrome, resulting from excessive mucus production.

e Rhinosinusitis, inflammation of the nasal cavity and sinuses.

e Chronic obstructive pulmonary disease (COPD), a progressive lung disease.

e Pulmonary fibrosis, involving scarring and thickening of the lung tissue.

e Bronchiectasis, a condition where the bronchial tubes are permanently widened

Addressing the underlying etiology can lead to a high success rate in treating chronic cough.

A multidisciplinary approach is often required when the cause is not clear



THAM DO CHU'C NANG HO HAP PE TIM NGUYEN NHAN HO KEO DAI

BS TRAN QuOC TAl

Ba nguyén nhan thuong gap gay ho kéo dai la hen, trao nguoc da day thuc quan va viém mdi
xoang. Ngoai ra, mot s6 nguyén nhan khéc cé thé gap nhu lao phdi, viém phé quan tang bach
cau &i toan, COPD, viém phé quan man, hau nhidm vi tring hay virus, gidn phé quan.

Bén canh cac cong cu hinh anh hoc, noi soi phé quan, xét nghiém dam, cac phuong phép thim
do chuc ning ho hap c6 thé gitp ich dé xac dinh nguyén nhan ho kéo dai bao gom:

- H6 hap ky va nghiém phap dap ang véi thude gidn phé quan 12 lya chon dau tay vi 1a phuong
phéap phod bién, ré tién, khéng xam lan dé chan doan hen, COPD va cho hinh anh goi y cac bénh
1y khac nhu trao nguoc da day-thuc quan

- Phé than ky hoic dao dong xung Ky s& 1a cac cong cu tham do ho hip cao cip hon trong danh
gia tic nghén duong dan khi ma hd hap ky cé thé bo sét

- Po ndng do nitric oxide trong khi thé ra (FENO) va qua mili (eNO) 1a phuong phép giup danh
gia duoc tinh trang viém theo hudng Th2 va bach cau &i toan, gilip goi ¥ cic nguyén nhan nhu
hen, hen dang ho, viém phé quan ting bach cau 4i toan, viém miii xoang di tng

- Test kich thich phé quan vai histamine/methacholine gitp loai trir hen va hen dang ho

Viéc chon lya phuong phép thim do chirc nang ho hap pht hop va ca thé hoa s& rat ngan thoi

gian dua ra chan doan va giam chi phi diéu tri cho nguoi bénh.



PULMONARY FUNCTION TESTING FOR CHRONIC COUGH
INVESTIGATION

DR. TRAN QuoOC TAl

When investigating the root cause of a persistent cough, it's essential to select an appropriate
method to assess respiratory function. Asthma, gastroesophageal reflux, and rhinosinusitis
stand as the three common culprits for prolonged cough. However, other potential causes
include tuberculosis, eosinophilic bronchitis, COPD, chronic bronchitis, post-infection

bacterial or viral conditions, and bronchiectasis.

Various diagnostic tools exist alongside imaging techniques, bronchoscopy, and sputum
testing. Effective pulmonary function testings aiding in pinpointing the cause of persistent
cough encompass:

- Spirometry and bronchodilator response test: These are primary choices due to their
popularity, cost-effectiveness, and non-invasiveness. They serve to diagnose asthma, COPD,
and provide suggestive indications for other conditions like bronchitis and gastroesophageal
reflux.

- Plethysmography and impulse oscillometry: These tools offer more intricate insights into
assessing airway obstruction, potentially identifying issues that traditional spirometry might
overlook.

- Measurement of nitric oxide concentrations in exhaled air (FENO) and nasal passages (eNO):
This method aids in evaluating Th2 and eosinophil-driven inflammation, thereby suggesting
potential causes such as asthma, cough variant asthma, eosinophilic bronchitis, and allergic
rhinosinusitis.

- Bronchial provocation tests with histamine/methacholine: These tests assist in ruling out
asthma and cough variant asthma, providing additional clarity on the underlying cause of the
persistent cough.

Selecting tailored and appropriate pulmonary function testings not only expedites the
diagnostic process but also minimizes treatment costs for patients. Individualized approaches
significantly contribute to promptly identifying the root cause, enabling more precise and

efficient treatment strategies.



PIEU TRI HO KEO DAI

PGS.TS.BS. LE TH/ TUYET LAN

Céch tiép can hiéu qua nhat ho kéo dai la két hop gitra diéu tri thir theo kinh nghiém va céc xét
nghiém phu hop. Mot sé cach diéu tri cho cac nguyén nhan khac nhau gay ho kéo dai nhu sau:
- Hen: Can nhac duy tri corticosteroid dang hit (ICS) cuing voi dong van Beta tac dung kéo dai
(LABA). Bé cit con, stir dung thudc gidn phé quan dang hit hozc két hgp 1CS-formoterol theo
huéng dan cua GINA.

- Viém phé quan ting bach cau & toan khong hen (NAEB): Bit dau diéu tri thir bing
glucocorticoid dang hit liéu thap dén trung binh thay vi liéu cao hodc duong toan than. Tiép
tuc dung glucocorticoid dang hit dé cai thién triéu chiing sau it nhat hai thang dé giam thiéu
nguy co tai phat.

- Hoi chimg ho dudng hd hap trén (UACS): Sir dung corticosteroid xit miii thay cho thudc
khang histamine dudng udng.

- Trao nguoc da day thuc quan: Két hop diéu chinh 16i séng véi thudc we ché axit dé kiém soét
hiéu qua.

- Ho sau nhiém trung: Diéu tri twong tu nhu d6i véi UACS khdng di tmg hoic ting phan ung
phé quan di véi nhitng bénh nhan khong c6 nhiéu dic diém UACS.

- Ho kéo dai khong rd nguyén nhan: Ban dau nén can nhic str dung cac thudc khong chira thude
phién nhu dextromethorphan, benzonatate. C6 thé két hop liéu phap ngén ngir. Néu céc thude
nay that bai, xem xét thém céc thudc diéu hoa than kinh nhu gabapentin/pregabalin hoic opiate.
Viéc diéu tri ho kéo dai theo nguyén nhan xac dinh c6 thé lam giam dang ké tinh trang ho kéo

dai va cai thién két qua diéu tri ciia nguoi bénh.



CHRONIC COUGH TREATMENT

A/PROF DR. LE THI TUYET LAN

The most effective approach for assessing chronic cough involves a methodical combination
of empiric therapy and objective testing. Here are the recommended therapeutic approaches for
various potential causes of chronic cough:

- Asthma: Consider regular usage of an Inhaled Corticosteroid (ICS) with a Long-Acting Beta
Agonist (LABA). For symptom relief, use an inhaled bronchodilator or a combination of ICS-
formoterol following GINA guidelines.

- Nonasthmatic Eosinophilic Bronchitis (NAEB): Initiate a treatment trial using low- to
medium-dose inhaled glucocorticoids instead of high-dose options or systemic therapy.
Continue inhaled glucocorticoids for at least two months post-symptomatic improvement to
minimize relapse risk.

- Upper Airway Cough Syndrome (UACS): Employ intranasal Corticosteroids (CS) rather than
oral antihistamines for treatment.

- Gastroesophageal Reflux: Combine lifestyle modifications with acid suppression medication
for effective management.

- Postinfectious Cough: Treatment resembles that for nonallergic UACS or bronchial
hyperreactivity for patients without significant UACS features.

- Unexplained Chronic Cough: Initially, consider non-opiate agents like dextromethorphan and
benzonatate. A therapeutic trial of multimodality speech therapy is suggested. If these measures
fail, consider a trial of neuromodulators such as gabapentin/pregabalin or opiates

Employing these targeted therapeutic strategies based on the identified etiology can

significantly alleviate chronic cough and improve patient outcomes.
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LIEU DUNG
,

Liéu khdi dau, hoac trong giai doan
hen nang, hoac trong thoi gian giam Diéu tri duy tri
liéu corticosteroid dudng udng:

Tréem 0,5- Tmg x 2 lan/ngay 0,25-0,5mg x 2 lan/ngay

Nguai lon 1-2mgx 2 lan/ngay 0,5—1mgx 2 lan/ngay

Viém thanh khi phé quan cap
@ nhii nhi va tré em

liéu thong thuong 2mg ding 1 lan

THONG TIN KE TOA
Pulmicort® Respules® (Budesonid)

THANH PHAN VA HAM LUONG: mt dng thudc don liéu (2ml) chita Tmg budesonid.

DANG BAO CHE: Hon dich khi dung diing dé hit. QUY CACH BONG GOI: Hop 4 di x 5 6ng dan liéu 2ml.

CHI DINH DIEU TRI: Diéu tri hen phé quan. Si dung khi cén thiét phai thay thé hoac giam liéu steroid dudng uéng.iéu tri viém
thanh quan-khi quan-phé quan cap (bénh Croup) & nhii nhi va tré em. LIEU DUNG VA CACH DUNG: Hen phé qudn: Pulmicort
Respules nén dudcst dung vdi mdy khi dung khi nén thich hap. Thi gian khi dung va lugng thudc dugc phong thich phu thudc vao
toc do dong khi, thé tich budng chifa va the tich thudc nap vao. Néu sau khi lac ma thudc khdng trd lai dang hon dich thi nén loai
bo ong thudc. Liéu khdi dau, hodc trong giai doan hen ndng, hodc trong thai gian gidm liéu corticosteroid dudng uong: Nquai
Idn: 1-2 mg x 21an/ngay.Tré em: 0,5-1 mg x 2 lan/nqay. Diéu tri duy tri: Nén dung liéu thap nhat lam mat triéu ching.Nguai lon:
0,5-1mgq x 2 lan/ngay.Tré em: 0,25-0,5 mq x 2 an/ngay. Viém thanh quan-khi quan-phé quan cap (bénh croup): U nhii nhi va
tré em, liéu thong thuang 2 mg budesonid dang xong khi dung diing 11an. CHONG CHI DINH: Man cam vdi budesonid hay bat cif
thanh phan nao ctia thudc.

THAN TRONG: Co that phé quan: PULMICORT khdng thich hop la don liéu phap diéu tri con hen hay dat kich phat hen cap. Diing
corticosteroid dang udng: Can dac biét theo di nhiing bénh nhan chuyén tit corticosteroid dang udng sang PULMICORT vi vén con
nquy cd giam chiic nang tuyén thugng than. Nhitng bénh nhan nay dudc hudng dan mang theo Phiéu Chia Thong Tin Can Budc
Luu y Thich Hop. Tdc déng toan than cé thé xdy ra khi diing corticosteroid dang hit: tac dong toan than c6 thé xdy ra clia steroid
dang hit bao gom (ic ché truc HPA, gidm mat do xudng, duc thiy tinh thé, tang nhan ap va cham tang trudng & tré em. Ucché truc
HPA va suy tuyén thugng than: Su (i ché truc HPA phu thudc vao liéu da dudc ghi nhan vdi budesonid hit. Rat hiém truong hop
16i loan chifc nang tuyén thurgng than c6 biéu hién lam sang da dugc ghi nhan trén bénh nhan diing budesonid hit & cac liéu
khuyén cdo. Theo déi dac biét & benh nhan chuyén ti corticosteroid dang udng sang dung PULMICORT, vi ¢ thé cd nquy ca suy chiic
nang tuyén thuang than. Bénh nhan can diéu tri vdi corticosteroid liéu cao trong truting hop khan cap, viéc diéu tri kéo dai vdi
corticosteroid hit & cic liéu khuyén cao cao nhat hodc bénh nhan dang diing ddng thai cac thudc chuyén hoa qua CYP3A4 (xem
Tuong téc thudc) 6 the co nguy co. Cac bénh nhan nay c6 the co dau hiéu va triéu chiing suy thuang than khi bi stress nang nhu
chan thuong, phau thudt, nhiém khuan (déc biét [ vim da day-ruét) hodc cac tinh trang do mét chét dién gidi tram trong. Nén
theo doi dau hiéu rdi loan chiic nang tuyén thudng than & cac bénh nhan nay. Doi vdi cac bénh nhén nay, cing nén xem xét ding
thém glucocorticosteroid toan than trong giai doan stress, can hen nang hoac phau thuat chon loc. Mat dé xuong: cac nghién ciiu
theo doi dai han (3-6 nam) vé diéu tri budesonid trén nqui trudng thanh & cac liéu khuyén cao déu khong chiing t6 tac dong bat
|gi trén khoi lwgng xudng so vdi gia dudc. Cac so do mat do khoang hoa xudng & tré em nén dugc phan tich than trong visu tang
truding viing xudng & tré em dang phat trién c6 thé phan anh s gia tang thé tich xuong. S tdng trudng: Su gidm toc do ting
trudng lic dau thuong nho va thoang qua (khoang 1 cm) da dudc ghi nhan va thudng xay ra trong nam diéu tri dau tién. Tré em
diéu tri bang budesonid dung hit cudi ciing cing dat dén chiéu cao muc tiéu khi truang thanh. Nén thuc hién cac phép do chieu
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cao dé nhan biét cic bénh nhan qua nhay cam. Bénh nhdn nhiém khudn va bénh lao: Liéu cao glucocorticosteroids cd thé che lap
ddu hiéu nhiém khuan hién tai va tinh trang nhiém khuan méi c6 thé xdy ra trong khi dung thudc. Dac biét luu y & bénh nhan lao
phai hodc nhiém ndm, vi khuan hoac virit dudng hd hap thé tién trién hoac tiém an. Chic ndng gan: Giam chic nang gan ¢ thé
anh hudng dén su thai trif corticosteroid. Diéu nay cd the lién quan vé mat lam sang dai vdi bénh nhan ton thuang chifc nang gan
tram trong. Hé thong phan phéi dudi dp luc duong: Khong nén st dung vdi hé thong phan phoi dudi ap luc duang (nhy IPPB) &
cac bénh phai nhu tran khi mang phdi, kén khi, tran khi trung that, trir khi 6 hé thong dan luu dac biét. Khd ndng gdy ung thu va
gdy dot bién: Khong c6 tac dong gdy ung thif nao dudc ghi nhan trén chudt bach. Khong phat hién budesonide co kha nang gay
dit doan nhiém sac thé hodc dot bien.

su DUNG THUGC CHO PHU NU' €O THAI VA CHO CON BU: Phu ni c6 thai — nhém A: Ldi ich clia viéc kiém soat hen da dudc danh
gia la vuet troi hon so vdi cac tac dong ngoai y co thé xdy ra cho me va thai nhi. Phu ni cho con bui: Budesonid bai tiét qua sita me
vdi mot lugng thap. Néu lgi ich cao han nguy cd thi van 6 thé xem xét dén viéc cho con bii trong thai gian diing thudc. ANH
HUONG TREN KHA NANG LAI XE VA VAN HANH MAY MOC: Khang dnh hudng. TUONG TAC CUA THUGC V1 CAC THUGC KHAC
VA CAC LOAI TUONG TAC KHAC: Xem xét khi diéu tri lau dai Budesonid vdi cac chat tic ché CYP3A nhu ketoconazol va itraconazol
¢6 thé lam tang ndng d6 budesonid toan than.

TAC DUNG KHONG MONG MUGN: PULMICORT néi chung dugc dung nap tot. Mt s6 tac dung ngoai y sau cd thé xay ra:

Thutdng gap (> 1%): Miii - hong: Khan giong; dau, kich thich ca hong; kich thich lui va miéng; kha miéng; nam Candida miéng.
Hé hdp: Ho. It gap (< 1%): Mii - hong: Kich thich thanh quan; vi gidc kém. Tiéu hod: Tiéu chdy; budn non. Phdn ting qud man: Cac
phan ting qua man tic thai va muon nhu phan tng da (ndi mé day, ban do, viém da); co that phé quan, phi mach va phan ting
phan vé. He than kinh trung uong: Nhitc dau; choang véng; cam giac khat; mét moi. Roi loan chuyén hod va dinh duéng: Tang can.
Hiém co bao cao vé tham tim da xay ra khi ding glucocorticosteroid dang hit. Cic triéu chiing vé tam than nhu rdi loan hanh vi,
kich thich, bon chdn va tram cam da dudc ghi nhan khi dung budesonid ciing nhu céc glucocorticosteroid khac. (6 thé xay ra kich
(ing da mat trong mot vai truang hop khi st dung may xong khi dung (nebuliser) vdi mat na. D& ngan ngifa s kich ing, nén rifa
mat sau moi lan dung PULMICORT RESPULES qua may xang khi dung (nebuliser) va mat na

HUGNG DAN SU DUNG: 1. Xoay nhe 6ng thudc dé cac thanh phan trong dng thudc dudc phan bé déu trd lai. 2. Giir éng thudc dan
liéu hudng |én trén va md ong bang cach xoan phan dinh (canh). 3. Dat phan md ctia ong thudc vao binh chiia ctia may khi dung
va bop tir tir. Néu chi diing 1 mL, bop thanh phan bén trong ra cho dén khi mic chat léng dat dén vach chi. Bao quan tranh anh
sang doi vdi ong thudc d@ ma. S dung ong thude da mé trong vong 12 gid. Nén luu y néu chi ding 1 mL, phén thé tich con lai sé
khang bao ddm vé trung. Trudc khi dung phan chét 16ng con lai, xoay (Ic) nhe ong thudc dé cac thanh phan trong dng thudc dugc
phén bo deéu trd lai.

HUGNG DAN BENH NHAN: Pulmicort la thudc du phong cin phai diing déu dan va khang dudc st dung nhu don liéu phap dé cat
con hen cap tinh. Bénh nhén nén dugc hudng dan sit dung diing cach cac loai dung cu khi dung thich hap.

QUAN LY LAM SANG: 1. Bénh nhdn khong phu thuéc corticosteroid duing uéng: iéu tri véi PULMICORT & liéu chi dinh cho hiéu qua
diéu tri trong vong 10 ngay. 0'bénh nhan c6 xuat tiét dam qua muc, nén cho liéu trinh ngan khdi dau (khodng 2 tuén) bang cortico-
steroid duong udng, bat dau bang liéu cao sau d6 gidm tir tir dé ba sung cho PULMICORT. Viéc diéu tri phai tiép tuc it nhat 1 thang
trudc khi xac dinh sy dép ting toi da vdi lieu PULMICORT dudc stf dung. 2. Bénh nhan phu thuc corticosteroid duong uéng: Can theo
dai dac biét & nhimg bénh nhan phu thudc corticosteroid dudng udng chuyén sang PULMICORT. Nén bat dau diéu tri bang PULMI-
CORT khi bénh nhan hen dang & trong tinh trang tuong déi on dinh. Mot liéu cao Pulmicort nén dudc st dung kem vdi liéu cortico-
steroid duong uong da dung trudc day trong khoang 2 tuan. Nén gidm liéu corticosteroid dudng udng tir tir tdi liéu thap nhat co
hiéu qud. Khdng nén thay ddi liéu PULMICORT trong thdi gian bénh nhan con st dung corticosteroid dudng udng. Trong nhiéu
truong hap, co the thay thé hoan toan corticosteroid dutng uong bang PULMICORT duang hit. Mot s truong hap khac, liéu thap
steroid duong udng dé duy tri la cén thiét. Nhiing bénh nhan chuyén sang PULMICORT nén c6 Phiéu Chia Thong Tin Can Dugc Luu
y Thich Hap néu rd céc bénh nhan nay co thé can dung b sung corticosteroid toan thén trong giai doan stress nhu nhiém tring
nang, chan thudng hoac phau thuat. Trong khi chuyén tif liéu phap dudng uong sang PULMICORT, téc dong steroid toan than sé
giam. Gic triéu ching di ting s6m cd thé tai phat (nhu |a viém mai, cham, viém két mac) hodc bénh nhan mét méi, nhitc dau, dau
¢d khdp, tram cam, mét mai, thinh thoang budn ndn va non. Trong nhitng trudng hdp nhu vay, can ho trg thém vé mat y khoa. Lut
§- Stic miéng Ki vdi nudc sau mai lan khi dung. Néu ding mat na, dam bao dat khit mat na khi phun. Ria mat sau mai lan diéu tri.
V& sinh budng khi dung va dau ngam hodc mat na véi nudc am roi dé khd theo hudng dan cda nha san xudt.

C0'SO SAN XUAT: AstraZeneca AB, SE-15185 Sodertilje, Thuy Dién.

CONG TY TNHH ASTRAZENECA VIET NAM.

Tang 18, Toa nha A&B, S6 76, Buang Lé Lai, Phutng Bén Thanh, Quan 1, TP Ha Chi Minh.

Tel: +84 (28) 38278088 - Fax: -+-84 (28) 38278089

Code: VN-1818
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BAT THUO'NG BAM SINH CUA PHOI TU BAO THAI
CHO PEN SAU SINH

BsSCK2 NGUYEN HOU CHI-TK CDHA SIEU AM BV NHI DONG 1

Ngay nay véi su phat trién caa siéu &m tién san va su gia tang sang loc truéc sinh bang siéu
am, cac bat thuong bam sinh caa phdi co thé duoc phét hién tir bao thai. N6 dit ra van dé tién
lwong va dinh hudng theo ddi diéu tri. Cac bat thuong phéi thuong gap 1a tran dich mang phai,
di dang nang tuyén phdi bam sinh, phoi biét tri. Bénh canh 1am sang c6 thé xuat hién suy hd
hap sau sinh, viém phoi tai phat cing mét vi tri cho dén khdng ¢ triéu ching 1am sang. Viéc
phat hién va chon lya chién lugc hinh anh trong chan doan va theo ddi rat quan trong trong

viéc quyét dinh thoi diém can thiép ngoai khoa.

CONGENITAL LUNG ABNORMALIES FROM FETAL TO POSTPARTUM

NGUYEN HUU CHI

Nowadays, with the development of prenatal ultrasound and with the increasing availability
of prenatal screening with ultrasound, congenital lung abnormalies can be detected in utero.
It raises issues of prognosis and treatment monitoring. Common lung abnormalities are pleural
effusion, congenital cystic adenomatoid malformation, and bronchopulmonary
sequestration. The clinical presentation may include postpartum respiratory failure, recurrent
pneumonia in the same location until there are asymptomatic and only discovered during
chest imaging performed
for other indication. Detection and selection of imaging strategies in diagnosis and monitoring

are important in deciding the timing of surgical intervention.



NHO'NG THACH THU'C HIEN NAY BOI VO'I Y HOC HO HAP HIEN PAI.

GS.TS. BS. BINH XUAN ANH TUAN

Hai thach thtc 16n caa y hoc hd hip trong 25 nam téi 12 tinh trang khang khéang sinh va cac
bénh vé duong hd hap do 6 nhiém. Khang khang sinh 1a méi de doa sic khoe toan cau 16n da
duoc To chuc Y té Thé gisi xac dinh 1a mot trong nhitng thach thic phat trién va sic khoe
cong dong hang dau, trong d6 tinh trang khang khéang sinh cua vi khuan 1a nguyén nhan tryuc
tiép gay ra 1,27 triéu ca tir vong trén toan cau vao nam 2019 [1]. Viéc dung sai va lam dung
khéng sinh & nguoi, dong vat va thuc vat 1a nguyén nhan chinh gay ra cdc mam bénh khéang
thudc [1]. Su dé khang nay c6 thé xay ra théng qua nhiéu co ché khac nhau, nhu dot bién hoic
thu nhan cac gen khang thudc tir cac vi khuan khac [2]. Khang khang sinh anh huong dén cac
qudc gia o tat ca cac khu vuc va & moi mac thu nhap, trong d6 cac qudc gia c6 thu nhap thap
va trung binh bi anh hudéng nhiéu nhat [1]. Hé vi sinh vat ctia con ngudi gom hang nghin ty vi
sinh vat (bao gom vi khuan, vi rdt, nam va c6 khuan) séng trong va trén co thé con ngudi, dic
biét 1a & duong tidu hoa, da va cac bé mit niém mac khac. Khang sinh phé rong cé thé pha v
su can bang cua hé vi sinh vat bang céach tiéu diét khéng chi vi khuan c6 hai ma ca vi khuan c6
loi. Biéu nay c6 thé dan dén sy phat trién qua muc cia vi khuan khang khang sinh trong hé vi
sinh vat, gop phan gay ra van dé chung vé khang khéang sinh.

O nhiém khéng khi c6 thé gay ra nhiéu tac dong xau dén sac khoe con ngudi, gop phan lam
mot s6 bénh tién trién va tram trong hon, bao gom hen suyén, COPD, ung thu phdi, nhiém
trang duong hd hap, di tng, con dau tim, dot quy, bénh thoai hdoa than kinh [3]. N luc giam 6
nhiém khdng khi cé thé gop phan lam giam ty 1&é mac bénh va tir vong, bang cach giam ty 1é
céc bénh vé hd hap va tim mach, ciing nhu cac van dé siic khoe lién quan dén 6 nhiém khac.
Khong khi sach hon goép phan cai thién tong thé chat luong cudc song. Cac ca nhan it c6 kha
nang mac cac triéu ching vé hd hap, bénh man tinh va céc van dé sirc khoe khac lién quan dén
6 nhiém khong khi. Dan s khoe manh hon din dén giam chi phi cham séc stc khoe va ting
ning suat lao dong. Ty 1é bénh tat thiap hon nghia 14 it phai kham bénh hay nhap vién, mat it
ngay lam viéc hon, dem dén loi ich kinh té cho céc c& nhan va xa hoi. Giam & nhidm khong khi
c6 tac dong tich cuc khong chi dbi véi suc khoe con ngudi ma con ddi véi sic khoe cua hé
sinh thai va da dang sinh hoc. Nhiéu chit gay 6 nhidm c6 tac dong xau dén doi song thyc vat
va dong vat, trong khi khong khi sach hon s& giup méi truong lanh manh hon. Mot sé chét gay
6 nhiém khdng khi, chang han nhu carbon den va metan, gop phan gay ra bién doi khi hau.
Nhitng nd lyc giam & nhiém khong khi ciing c6 thé c¢6 tac dong tich cuc trong viéc giam thiéu
bién d6i khi hau, mang thém loi ich vé sirc khoe va moi truong. TOm lai, viéc giam 6 nhiém
khdng khi mang lai nhiéu loi ich cho sirc khoe toan cau, tir sic khoe ca nhan dén x4 hoi, ciing
nhu cai thién moi truong [4].



CURRENT CHALLENGES TO MODERN RESPIRATORY MEDICINE.

PROF. DR. DINH XUAN ANH TUAN

The two major challenges of respiratory medicine for the next 25 years are antibiotic resistance
and pollution-induced respiratory diseases. Antibiotic resistance is a major global health threat
that has been identified by the World Health Organization (WHQ) as one of the top public
health and development challenges, with bacterial antimicrobial resistance (AMR) being
directly responsible for 1.27 million global deaths in 2019 [1]. The misuse and overuse of
antibiotics in humans, animals, and plants are the primary drivers of drug-resistant pathogens
[1]. This resistance can occur through various mechanisms, such as mutation or acquisition of
resistance genes from other bacteria [2]. AMR affects countries in all regions and at all income
levels, with low- and middle-income countries being the most affected [1]. The human
microbiome refers to the trillions of microorganisms (including bacteria, viruses, fungi, and
archaea) that live in and on the human body, especially in the digestive tract, skin, and other
mucosal surfaces. Broad-spectrum antibiotics can disrupt the balance of the microbiome by
killing not only the harmful bacteria but also the beneficial ones. This disruption can lead to an
overgrowth of antibiotic-resistant bacteria in the microbiome, contributing to the overall
problem of antibiotic resistance.

Air pollution can have various adverse effects on human health, contributing to the
development and exacerbation of several diseases, including asthma, COPD, lung cancer,
respiratory infections, allergies, heart attacks, strok, neurodegenerative diseases [3]. By
decreasing the prevalence of respiratory and cardiovascular diseases, as well as other pollution-
related health issues, efforts to reduce air pollution can contribute to lower morbidity and
mortality rates. Cleaner air contributes to an overall improvement in the quality of life.
Individuals are less likely to suffer from respiratory symptoms, chronic diseases, and other
health issues associated with air pollution. Healthier populations result in reduced healthcare
costs and increased productivity. Lower rates of illness mean fewer hospital admissions, doctor
visits, and lost workdays, leading to economic benefits for individuals and societies.
Reductions in air pollution have positive effects not only on human health but also on the health
of ecosystems and biodiversity. Many pollutants have adverse effects on plant and animal life,
and cleaner air supports a healthier environment. Some air pollutants, such as black carbon and
methane, contribute to climate change. Efforts to reduce air pollution can also have positive
effects on mitigating climate change, leading to additional health and environmental benefits.
In summary, reducing air pollution has multifaceted benefits for global health, ranging from
individual well-being to broader societal and environmental improvements [4].
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Téng quan
PUONG THO - CAU TRUC, CHU’'C NANG VA SU’ HINH THANH THONG
KHI TAC NGHEN MAN TiINH TRONG COPD

TS.BS NGUYEN VAN THANH
Tém tit

Khoang 10.000 lit khong khi va 8.000 lit mau di qua hé thdng hd hdp mdi ngay. Hoat dong nay
duoc thuc hién dudi tac dong cua sy chénh léch ap suat, duoc tao ra do tinh trang co va dan
theo nhip diéu cta co van dudi sy kiém soat tw dong va khdng tu dong caa hé thdng than kinh
trung uong. Su twong xitng cua luu lugng khong khi va méu 1a két qua cua cac phan xa tir trung
tAm va tai chd dap ung véi céc kich thich bén trong va bén ngoai tir d6 kiém soat hoat dong
bom mau cua tim va hoat dong cia co tron trong thanh cua duong thd va mach mau.

Mot loat cac co ché than kinh va mién dich bao vé phoi chdng lai cac tac nhan gay hai dén
tir moi truong. Nhiéu co ché co tinh thich nghi (thu duoc), ¢6 kha nang nhd dé 1am tang do
nhay va phan ung khi tiép xuc nhiéu 1an véi cac kich thich. Khoang hon 10% dan s, cac phan
g ddi vai cac kich thich méi truong tré thanh bénh ly, dan dén sy nhay cam qua mic va phan
g bat thuong d6i véi ca cac kich thich dac hiéu va khong dac hiéu. Pap ung bat thudng nay
néu 13p lai va kéo dai co thé dan tai hién tuong tai ciu tric thuc thé cua duong th va phoi.

Mbt lwong khi 16n xam nhap, di chuyén va trao doi lién tuc & phéi. Bui, khi doc hai va tac
nhan c6 kha nang gay bénh c6 trong khong khi vao phéi co thé 1am hong mé phdi, can tré co
hoc hd hip va han ché trao ddi khi. Ca hai qua trinh thy dong va chii dong déu bao vé phdi khoi
nhiing tac hai tir méi truong bang céch loc khong khi duoc hit vao, thay doi ludng khong khi
va luu lugng mau dé han ché kha nang tiép xtc phé nang va hé thdng veéi cac tac dong c6 hai,
thu giit, tiéu diét va lam sach tac nhan gay bénh ciing nhu stra chira hiéu qua cac mo bj ton
thuong dé phuc hdi hang rao niém mac.

Mot s6 co ché bao vé thu dugc gitip 1am tang tinh nhay cam caa hé thong va ting cuong
d6 phan ng vai nhitng kich thich c6 hai vé sau. Ri loan cac co ché bao vé cd thé lam ting do
nhay cam vai cac kich thich khong dac hiéu va dan dén cac phan img khong tuong xtng, thai
qué, day co thé vao tinh trang bénh. Hiéu duoc cac co ché hinh thanh cac phan @ng qué muc
nay gilp phong, chan doan xac dinh va diéu tri mot cach hiéu qua cac rdi loan dén murc “bénh”,
trong d6 co6 COPD. Bai béo cao tong quan nay dé cap téi mot sé van dé giai phau-mé hoc va
sinh 1y hd hap trong tinh trang bénh ly gy tic nghé&n trong COPD.



Summary
AIRWAYS - STRUCTURE, FUNCTION AND FORMATION OF CHRONIC
AIRWAY OBSTRUCTION IN COPD

NGUYEN VAN THANH

Summary

About 10,000 liters of air and 8,000 liters of blood pass through the respiratory system every
day. This activity is performed under the influence of pressure differences, created by rhythmic
contraction and relaxation of skeletal muscles under automatic and involuntary control of the
central nervous system. The proportionality of air and blood flow is the result of central and
local reflexes responding to internal and external stimuli that control cardiac pumping and
smooth muscle activity. in the walls of airways and blood vessels.

A variety of neurological and immune mechanisms protect the lungs against harmful
environmental agents. Many mechanisms are adaptive (acquired), capable of memory to
increase sensitivity and response to repeated exposure to stimuli. In slightly more than 10% of
the population, reactions to environmental stimuli become pathological, leading to
hypersensitivity and abnormal responses to both specific and nonspecific stimuli. This
abnormal response, if repeated and prolonged, can lead to physical restructuring of the airways
and lungs.

A large amount of air enters, moves and is continuously exchanged in the lungs. Dust,
toxic gases and potentially pathogenic agents present in the air entering the lungs can damage
lung tissue, hinder respiratory mechanics and limit gas exchange. Both passive and active
processes protect the lungs from environmental damage by filtering inspired air, altering
airflow and blood flow to limit alveolar and systemic exposure with harmful effects, capturing,
destroying and clearing pathogens as well as effectively repairing damaged tissues to restore
the mucosal barrier.

Some of the acquired protective mechanisms help increase the sensitivity of the system
and increase the intensity of the reaction to subsequent harmful stimuli. Disturbances in
protective mechanisms can increase sensitivity to non-specific stimuli and lead to
disproportionate and excessive reactions, pushing the body into a disease state. Understanding
the mechanisms that form these excessive reactions helps prevent, diagnose, and effectively
treat "disease" disorders, including COPD. This review addresses some anatomical-histological
and respiratory physiological issues in obstructive pathologies in COPD.



TOM TAT HUO'NG DAN CHAN POAN VA BIEU TRI VIEM PHOI BENH
VIEN - VIEM PHOI THO’ MAY CUA BO Y TE 2023

TRAN VAN NGOC (*)
Tom tat:

VPBV-VPTM la bénh khé phé bién tai VN va cac nudc, tir vong cao do dé khang cua vi khuan
véi hau hét khang sinh pho rong trén co dia suy giam mién dich va stic dé khang vi tudi cao,

nhiéu bénh nén chua duoc kiém soat tét.

Dé khang khéang sinh cua vi khuan gay viém phdi bénh vién va viém phdi lién quan thd may (
VPBV-VPTM) hién nay I cuc ky nghiém trong va ngay cang gia tang, rat kho kiém soét trong
diéu kién qua tai trong bénh vién ¢ Viét Nam .Mac di ¢d nhiéu bién phap trong cai thién kiém
soat nhiém khuan bénh vién, chat luong chan doan 14m sang va vi sinh nhung ti 1& tr vong do
VPBYV — VPTM van con cao tai VN, khoang 33-50%, dic biét nhiém khuan do Acinetobacter

baumannii,P.aeruginosa hay vi khuan gram &m sinh men khang carbapenem.

Téc nhan gay bénh hang dau hién nay 1a Acinetobacter baumannii khang khéang sinh dién rong
kh& phé bién trong hau hét bénh vién, dic biét tai ICU trung tam hay nhiing phong cap ctu tai
cac khoa 1am sang. K. pneumoniae va E.coli sinh ESBL rat cao tai hau hét cac bénh vién.
Nhiing nghién ciru trong nudc hién nay di cho thay vi khuan gram 4m sinh carbapenemase da
trg nén phd bién & cac bénh vién. Staphylococcus aureus, dic bist MRSA véi MIC gia tang (
MIC > 1 mg/l ) d6i véi vancomycine ngay cang gia ting tai Viét Nam gay rat nhiéu khé khan

trong diéu tri véi vancomycin.

B6 y té VN ban hanh huéng dan chan doan va diéu tri VPBV-VPTM 2023 nham gidp chan
doan va diéu tri dung dan cin bénh ndy sém, hiéu qua va giam tinh trang khang thuéc dang gia

tang rat nhanh tai VN.



Abstract:
SUMMARY OF GUIDELINE FOR DIAGNOSIS AND TREATMENT OF
HOSPITAL ACQUIRED PNEUMONIA AND VENTILATOR- ASSOCIATED
PNEUMONIA OF MINISTRY OF HEALTH VIETNAM 2023.

TRAN VAN NGOC

Hospital-acquired pneumonia and ventilator-associated pneumonia (HAP- VAP) are fairly
common diseases in Vietnam and other countries, with high mortality due to bacterial
resistance to most broad-spectrum antibiotics on the basis of immunodeficiency and
malnutrition because of advanced age, many underlying diseases have not been recognized and

good control.

Antibiotic resistance of bacteria causing hospital-acquired pneumonia and ventilator-
associated pneumonia (VAP) is currently extremely serious and increasing, and it is difficult
to control under overloaded conditions in Vietnam’s hospitals. Despite many measures to
improve nosocomial infection control, clinical diagnosis and microbiological quality, the
mortality rate due to VAP - VAP is still high in Vietnam, about 33-50%, especially infections
caused by Acinetobacter baumannii P.aeruginosa or carbapenem-resistant gram-negative

bacteria.

The current leading causative agent is Acinetobacter baumannii, which is resistant to all
antibiotics in most hospitals, especially in central ICUs or emergency rooms in clinical
departments. K. pneumoniae and E.coli produced very high ESBLSs in most hospitals. Studies
have shown that carbapenemase-producing gram-negative bacteria have become common in
hospitals. Staphylococcus aureus, especially MRSA with increased MIC (MIC > 1 mg/l) for
vancomycine is increasing in Vietnam, causing many difficulties in treatment with

vancomycin.

The Ministry of Health of Vietnam has issued guidelines for diagnosis and treatment of HAP&
VAP in 2023 to help diagnose and adequate treat this disease early, effectively and reduce drug

resistance, which is increasing rapidly in Vietnam.

(*) Chui tich LCH H6 hap TPHCM, Ph6 Chui tich & Trudng Vin phong Pai dién Héi Phéi VN
tai TPHCM



Tir viét tit:

- VPBV-VPTM: viém phdi mic phai trong bénh vién-viém phdi lién quan tho may

- MRSA: methicilline resistant S.aureus



CHAN DOAN HEN NHU NHI

TS BS TRAN ANH TUAN

BENH VIEN NHI DONG 1

Hen nhil nhi 1 van dé thuong gap trén 1am sang. Tuy nhién, viéc chan doan hen nhii nhi co
nhiéu kho khan va chua c6 dong thuan thong nhat trén the giai.

Nam 2023, Hoi Nhi khoa Viét Nam phéi hop cing Lién Chi hoi H6 hiap Thanh phd Hb Chi
Minh t6 chic Hoi ddng Chuyén gia bién soan “Huéng dan chan doan va xur tri hen nhil nhi”.
Vé chan doan, nhimg diém chinh yéu duoc thong nhat nhu sau:

Chén doan:
- Chuiyéu la chan doan 1am sang, goi Y bai tién sir, bénh sur.
- Khéng c6 xét nghiém chan doan thudng quy chuyén biét.
Tiéu chuan chan doan hen nhii nhi:

1. C6 bang ching tic ngh&n duong tho: kho khe tir 3 1an tre 1én. Kho khe phai do béc si
Xac nhan, tot nhat bang 6ng nghe (ran rit, ran ngay)

2. Co dap ung véi diéu tri hen
3. Khéng c6 bang chang goi y chan doan khac
Trén thuc hanh 1am sang, viéc chan doan hen & tré nhii nhi dya trén 4 chia khéa sau:
1. Kho khé: phai c6 bang chung va duoc BS xéac nhan. Nghi dén hen khi tré c6 tir 3 dot
kho khe tro 1én.
2. Chi sé tién doan hen cai tién (MAPI)
3. Pap tng vai diéu tri thi: tdy theo tinh hudng va can tién hanh dung quy trinh

- Nghiém phap gidn phé quan vai salbutamol khi dung: thyuc hién khi bénh nhi c6 biéu
hién tic nghén duong tha (kho khe, khé th) dé danh gia tinh hoi phuc cua tic nghén
duong tho.

- Pap (ing vai dicu tri thir ICS lidu trung binh trong 3 thang (+ SABA khi cén): khi bénh
nhi khoéng co6 dau hiéu tac nghén duong thé trén 1am sang.

4. Loai trir c4c chan doan phan biét: can luu y nhitng diu hiéu canh béo khong phu hop
hen va mot s6 chan doan phan biét kho khé ¢ lta tudi nhii nhi.

Tir khoa: hen nhii nhi, chan doan, kho khé, chi s6 tién doan hen, nghiém phap gidn phé quan,
diéu trj thur
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DAC PIEM HINH ANH DIEN HINH VA KHONG DIEN HINH
SARCOIDOSIS TAI PHOL.

Ts BS HOANG TH/ TRIEU NGHI(*)
Tom tit

Sarcoidosis ngdy cang duoc quan tdm nhiéu hon ¢ nudc ta qua cac bao céo nghién cau
loat ca nho vao sy thdng nhat quan diém chan doan cung cac ky thuat tham kham ngay cang
day d. La mot bénh 1y chua rd nguyén nhan, sarcoidosis dugc md ta nhu mot dap tng mién
dich té bao qua mirc dan dén hinh thanh céc u hat khdng hoai tir va xo héa t6 chuc, trén 90%
truong hop biéu hién tai phdi va hach trung that tuy nhién 50% trong cac truong hop c6 biéu
hién ngoai phoi. Chan doan xac dinh bénh dwa vao két hop 1am sang, chan doan hinh anh va
giai phau bénh. Do béi biéu hién 1am sang khong dac hiéu, chan doan hinh anh la chia khoa
cho viéc chan doan som, cai thién tién luong ciing nhu chat lwong cudc sdng nguoi bénh.
Ching t6i gigi thiéu cac dic diém hinh anh dién hinh va khong dién hinh cua bénh ly

Sarcoidosis tai phoi trén HRCT.



TYPICAL AND ATYPICAL SARCOIDOSIS OF THE PULMONARY
SARCOIDOSIS.

HOANG THI TRIEU NGHI
Abstract

Sarcoidosis is gaining more and more attention in our country through case series
research reports thanks to the unity of diagnostic views and increasingly adequate examination
techniques. As a pathology of unknown etiology, sarcoidosis is described as an excessive
cellular immune response leading to the formation of non-caseous necrosis granulomas and
fibrotic tissue, over 90% of cases presenting in the pulmonary and mediastinal nodes however
50% of cases with extrapulmonary manifestations. Definitive diagnosis is based on a
combination of clinical, imaging, and pathological finding of the disease. Because of its non-
specific clinical presentation, imaging is key to prompt diagnosis, improving prognosis as well
as quality of life. We introduce typical and atypical imaging features of pulmonary Sarcoidosis
on HRCT.

(*) Truong DV CDHA PKDK Ngoc Minh



TOM TAT
VAI TRO CT LIEU THAP TRONG TAM SOAT UNG THU PHOI

NGUYEN VAN TIEN BAO
Tém tit

Ung thu ph01 12 nguyén nhan hang dau gay tir vong do ung thu trén toan thé gioi, chiém
gin 20% tong s6 ca tir vong do ung thu. Trude day, hai ki thuat da dugc st dung dé kiém tra
ung thu phéi 13 chup X-quang nguc va xét nghiém dam. Tuy nhién, viéc sir dung chup X-quang
nguc va xét nghiém dam khoéng lam giam nguy co tir vong do ung thu phéi. Chup cit 16p vi
tinh lidu thap (LDCT) ngay cang dugc chap nhan nhu mot phuong phap sang loc hiéu qua cho
nhirng nguoi c6 nguy co cao nham giam ty 1é tir vong do ung thu phdi. Muc dich cua bai viét
nay la bét dau thao luan thong qua phén tich dua trén bang chimg va dua ra nhiing go1y co gia
tri vé sang loc bang LDCT dbi v6i ung thu phoi trong thuc hanh 1am sang. Trong so cac thur
nghlem ngiu nhién c6 d6i ching (RCT) duoc cong b trude day, thir nghiém tam soat phoi
qudc gia (NLST) 14 thir nghiém duy nhét cho thiy két qua tich cuc & nhom nguoi gia co nguy
co cao va nghién thudc 14 ning. Tam soat béng LDCT, néu dugc thyc hién phu hop, c6 kha
nang giam nhe ty 1¢ tir vong do ung thu phdi & nhitg qudc gia ¢6 ngudn luc tong thé va co s
ha tang cham soc stc khoe con han ché nhu Viét Nam.

Tir khoa: ung thu phéi, tam soadt, chup cdt I6p vi tinh liéu thdp, thir nghiém tam sodt phéi quéc
gia



Abstract
ROLE OF LOW-DOSE CT FOR LUNG CANCER SCREENING

NGUYEN VAN TIEN BAO

Abstract

Lung cancer is the leading cause of cancer death worldwide, comprising almost 20% of
all cancer deaths. In the past, two other techniques have been used to check for lung cancer:
chest x-ray and sputum cytology. However, the use of chest X-ray and sputum cytology did
not reduce the risk of death from lung cancer. Low-dose computed tomography (LDCT) has
been increasingly accepted as an efficient screening method for high-risk individuals to reduce
lung cancer mortality. The aim of this article is to initiate discussion through an evidence-based
analysis and provide valuable suggestions on LDCT screening for lung cancer in clinical
practice. Among previously published randomized controlled trials (RCTSs), the National Lung
Screening Trial (NLST) is the only one demonstrating positive results in a high-risk population
of old age and heavy smokers. LDCT screening, appropriately carried out, has the potential to
modestly decrease lung cancer death rates for those countries with limited overall resources
and health care infrastructure, such as Vietnam.

Keywords: lung cancer, screening, Low-dose computed tomography (LDCT), National Lung
Screening Trial (NLST)



CASE REPORT: SEVERE PERSISTENT OBSTRUCTIVE SLEEP APNEA
POST ADENOTOSILLECTOMY IN CHILDREN WITH ASTHMA:
COMBINATION DRUG - INDUCED SLEEP ENDOSCOPY PROCEDURE
AND AUTO - CPAP AT HOME

HO THIEN HUONG MD, TRAN ANH TUAN PHD
Introduction

Unresolved obstructive sleep apnoea (OSA) (post-operative AHI > 3/h) after an
adenotonsillectomy(AT), henceforth referred to as persistent OSA, is increasingly recognised
in children (2-18 years). In recent years, the persistence of abnormal PSG findings suggestive
of persistent OSAS is reported in approximately 20-40% of patients, particularly in severe
cases. Although associated with obesity, underlying medical complexity, and craniofacial

disorders, persistent OSA also occurs in otherwise healthy children.
Case description

A 8 year old girl came to respiratory department with the chief complaint of persistent snorning
and observed hypopnea with desaturation after 3 months of AT. Her PSQ was 14/21 positive
questions (66.67%). In her past history, uncontrollable asthma and obesity were noted and she
admitted to ICU department twice with severe asthma exacerbations where she was treated
with mechanical ventilation and 1V bronchodilator medications such as magnesulfate,
theophylline. In her PSG, severve persistent OSA with AHI 48/h and severe ODI were shown.
There was no abnormality of craniofacial disorders. When performing drug — induced sleep
endoscopy (DISE) procedure, the muscles in the lateral pharynx were collapsed (Level 1)
during her sleep. Auto CPAP (P 6-9 cmH20) and myofunctional therapy showed successful
(AHI 3-5/h).

Keyword: Persistent obstructive sleep apnoea (OSA), DISE procedure, myofunctional therapy,

post adenotonsillectomy (AT), craniofacial disorders.



BAO CAO 1 TRUO'NG HOP: HOI CHUNG NGU'NG THO' KHI NGU TON
DU MU'C D0 NANG SAU PHAU THUAT CAT AMYDALE VA NAO VA
TREN BENH NHAN HEN KHO KIEM SOAT: PHOI HO'P PHU'O'NG PHAP
NOI SOI GAY NGU VA PIEU TRI CPAP TU DPONG TAI NHA

THS.BS CKII. HO THIEN HUONG, TS.BS. TRAN ANH TUAN
Pit van dé

Hoi chimg ngung thd khi ngi ton du (Chi s6 ngung giam tho > 3/gio dang duoc ghi nhan gia
tang & tré em (2-18 tudi). Trong nhimg nam gan day, hoi ching ngung th khi ngu ton du
chiém 20-40% téng s6 bénh nhan sau phau thuat cit amydale va nao VA, dic biét trong cac
truong hop nang. Mic du lién quan dén tinh trang béo phi, bénh Ii ndi khoa phuc tap va bat
thudng ving so mat, hoi ching ngung thd khi nga tén du van xay ra trén ddi tuogng tré khoe

manh
Mo ta ca lam sang

Bé gai 8 tudi di kham vi con ngu ngay va me bé ghi nhan nhiéu dot ngung thd kém giam oxy
trong dém sau 3 thang mo cat amydale va nao VA két hop. Bang diém Giac Ngu tré em dwong
tinh 14/21 (66.67%). Tién can ghi nhan hen kho kiém soét va béo phi, 2 1an hen nguy kich nhap
hoi suc tich cuc, tho may két hop dan phé quan duong tinh mach. Pa ki gidc nga duoc thuc
hién, ghi nhan hoi ching ngung thd khi ngu mic d6 nang (AHI 48/gio), tinh trang giam oxy
nang. Khong ghi nhan bét thudng so mat. Bénh nhan duoc ndi soi véi thudc gay ngua ghi nhan
co thanh hau 2 bén xep khi nga do 11. May CPAP tu dong ap luc 6-9 cmH20 phdi hop tap luyén
co tai nha rat hiéu qua trong diéu tri bénh cua bé (AHI 3-5/gio)
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THAT BAI BIEU TRI TRONG VIEM PHOI CONG PONG:
NGUYEN NHAN VA YEU T6 NGUY CO’

TS.BS CAO TH/ MY THUY (*)

TOM TAT

Viém phoi 1a mét trong nhitng bénh nhiém tring hé hap phd bién nhat va de doa tinh
mang ngudi bénh trén toan cau. Piéu tri khang sinh kinh nghiém kip thoi va thich hop la rat
quan trong nham cai thién tién lwong & bénh nhan viém phoi mac phai cong dong. Khi khang
sinh duoc bat dau sir dung & bénh nhan viém phéi mac phai cong dong (CAP), viéc danh gia
két qua 1am sang 1a mot trong nhitng budc can thiét trong cham soc bénh nhan. Hau hét bénh
nhan CAP déu dap ung vai diéu tri sau 2-3 ngay. Can luu y rang bang ching cai thién trén X
quang cham hon cai thién vé 1am sang. That bai diéu tri dugc dinh nghia 14 tinh trang 1am sang
khong dap tmg day du véi lieu phap khang sinh. Ty 1¢ that bai diéu trj trong CAP 1a 10 dén
15% va ty Ié tir vong tang gan gap 5 1an. That bai diéu tri sém xay ra trong vong 72 gid dau va
that bai diéu tri muén xay ra sau 72 gio. Nhiém céc vi sinh vat khang thudc, khéng phé bién va
cac nguyén nhan khong do nhidm tring la nguyén nhan dan dén that bai diéu tri. Cac yéu té
nguy co lién quan dén mirc do nang ban dau cua CAP, sy hién dién cac bénh ddng mic, tac
nhan gay bénh va viéc khang sinh diéu tri. Dac diém ciia bénh nhan va céc yéu té lién quan dén
phan tmg viém co lién quan dén viéc cham hdi phuc va tién luong xau. Sy két hop gitra diém
IL-6, PCT va CURB 65 c6 thé cung cap mot cong cu méi dé du doan that bai ciing nhu that
bai s6m va muon. Tran dich mang phdi va ton thuong da thiy 1an luot 12 nhitng yéu té du doan
1am sang don gian vé that bai sém va muon. Tiép can chan doan that bai diéu tri phu thudc vao
murc d6 tac dong vé 1am sang, yéu té vat chu va nguyén nhan co thé xay ra. Panh gia lai ban
dau nén bao gdbm viéc xac nhan lai chan doan viém phoi, ldy mau xét nghiém vi sinh khong
xam lan va hinh anh hoc méi. Noi soi phé quan dé Idy mau chai dugc bao vé va BAL c6 thé
duoc chi dinh trong mét sb truong hop. Viée xac dinh sém tinh trang khong dap ung va sir
dung kip thoi cac ky thuat chan doan va diéu trj c6 thé gidp cai thién két qua caa nhitng bénh
nhan nay.



TREATMENT FAILURE IN COMMUNITY ACQUIRED PNEUMONIA:
CAUSES AND RISK FACTORS

CAO THI MY THUY

ABSTRACT

Pneumonia is one of the most common and life-threatening respiratory infection diseases
worldwide. Proper and timely empiric antibiotic treatment is crucial to improve prognosis in
patients with community-acquired pneumonia (CAP). Once antibiotics have been started in
patients with community-acquired pneumonia, the evaluation of clinical outcomes represents
one of the essential steps in patient care. Most patients with CAP respond to treatment over 2—
3 days. It should be noted that radiographic evidence of resolution lags behind clinical
resolution. Treatment failure is defined as a clinical condition with inadequate response to
antimicrobial therapy. The incidence of treatment failure in community-acquired pneumonia is
10 to 15%, and the mortality is increased nearly fivefold. Early treatment failure occurs within
the first 72 hours and late treatment failure occurs after 72 hours. Resistant and unusual
microorganisms and noninfectious causes are responsible for treatment failure. Risk factors are
related to the initial severity of the disease, the presence of comorbidity, the microorganism
involved, and the antimicrobial treatment implemented. Characteristics of patients and factors
related to inflammatory response have been associated with delayed resolution and poor
prognosis. A combination of IL-6, PCT and CURB 65 score could provide a new tool for
predicting failure and early and late failure. Pleural effusion and multilobar involvement were
simple clinical predictors of early and late failure, respectively. The diagnostic approach to
treatment failure depends on the degree of clinical impact, host factors, and the possible cause.
Initial reevaluation should include a confirmation of the diagnosis of pneumonia, noninvasive
microbiological samples, and new radiographic studies. Invasive studies with bronchoscopy to
obtain protected brush specimen and BAL are also indicated in some cases. Early identification
of nonresponse and timely use of diagnostic and therapeutic procedures can help to improve
the outcomes of these patients.
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VIEM PHOI CONG DONG DO
DONG NHIEM VIRUS - VI KHUAN

TRAN VAN NGOC(*)
TOM TAT : VIEM PHOI CONG PONG DO PONG NHIEM VIRUS VI KHUAN

Viém phdi cong dong do dong nhidm virus va vi khuan hién nay kha phé bién nho két hop céc
xét nghiém vi sinh truyén thong va k§ thuat vi sinh phan tir qua viéc ap dung xét nghiém PCR
mau bénh pham . Nhiing tc nhan virus va vi khuan khong dién hinh duoc nhan dién chinh xéac
va nhanh chéng bang realtime PCR . Ngoai ra, nhitng tac nhan khé moc , nhat 1a sau khi bénh
nhan di dung khang sinh rat it khi c6 két qua duong tinh biang phuwong phap cdy kinh dién . Su
két hop ca 2 phuong phap cho két qua duong tinh cao hon va biét rd nhimg truong hop nao

ddng nhiém.

Qua nhiéu nghién cttu cho thdy VPCP do da tac nhan ¢ bénh canh ning hon , tién luong xau

hon don nhiém .

Hién nay nhiéu huéng dan chan doan va diéu tri VPCD ciing quan tam dén dong nhidm va sir

dung khang sinh bao phii ddy du cac tac nhan nay , dic biét trong truong hop nang.

Trong truong hop VPCP nhe , khdng bénh ddng mic viéc st dung don tri liéu dugc khuyén
céo . Néu kém bénh ddng méc hoac bénh nang can phdi hop khang sinh ¢é hiéu qua bao pha

tac nhan khong dién hinh nhu macrolide hay quinolone ho hép.

Thém thudc khang virus 1a can thiét néu test cim (+) nhat I trong bénh canh bénh nhan nhap

vién do bénh nang.



ABSTRACT : COMMUNITY ACQUIRED PNEUMONIA DUE TO VIRAL
AND BACTERIAL CO-INFECTION.

TRAN VAN NGOC

Community-acquired pneumonia due to viral and bacterial co-infection is now quite common
based to the combination of traditional microbiology tests and molecular microbiology
techniques through the application of PCR testing of samples. Atypical viral and bacterial
agents are identified accurately and quickly by realtime PCR. In addition, pathogens that are
difficult to grow, especially after the patient has taken antibiotics, rarely have positive results
by the classic culture method. The combination of both methods gives higher positive results

and clearly knows which cases are co-infected.

Many studies have shown that CAP caused by multiple pathogens has a more severe illness

and worse prognosis than a single infection.

Currently, many guidelines for the diagnosis and treatment of CAP also pay attention to
coinfections and use antibiotics to fully cover these agents, especially in severe cases.

In cases of mild CAP, without comorbidities, monotherapy is recommended. If patients with
comorbidity or severe illness, it is necessary to combine antibiotics that are effective in
covering atypical agents such as macrolides or respiratory quinolones.

Adding antiviral drugs is necessary if the flu test is positive, especially in patients hospitalized

due to severe illness.

(*) PGS, TS, BS . Chii tich LCH Hé hdp TPHCM , PCT Hgi Phéi VN.



TOAN CANH VE VAC XIN RSV: TU TRO’ NGAI BAN PAU PEN CONG
NGHE VA THIET KE THU NGHIEM MO

PGS.TS.BS DO VAN DUNG1

Tom Tét
Toan canh vé vic xin RSV: Tir trd ngai ban déu dén cong nghé va thiét ké thir nghiém méi.

Tién trinh vac-xin Virus hop bao hd hip (RSV) 1a vic xin duge mong doi da trai qua cac kho
khin budc dau dé tro thanh mot vac xin dugc cap phép 1a mot bai hoc Ii tha. Bai trinh bay nay
néu hai mat cua van dé va cung cap thong tin vé:

Cam by & Bai hoc kinh nghiém: Xem xét nhitng nd luc trong qua khir va xac dinh nhiing tré
ngai chling ta can vugt qua dé c6 vac xin RSV hiéu qua.

Thir nghiém véc xin: Kham pha cac thir nghiém 1am sang mai nhét, cac phuong phap tiép can
séng tao cua chung, dac biét Ia thu nghiém thir thach trén nguoi.

Hiéu va giai quyét sy do du véi vac xin: Tim hiéu céac ly do cua do dy vac xin va goi y cac
chién lugc dé truyén théng hiéu qua va xay dung long tin cua cong ching.

Bai trinh bay nay cé hiru ich cho cac chuyén gia cham soc stc khoe, nha nghién ctru va nhiing
c& nhan quan tam sy hiéu biét co ban vé bbi canh vac xin RSV hién tai, gip ho tham gia vao

c4c cudc tranh luan vé vac xin va gop phan thic ddy sang kién y té cong cong quan trong nay.



ABSTRACT
THE RSV VACCINE LANDSCAPE: FROM PITFALLS TO INNOVATIVE
VACCINE TECHNOLOGY AND CLINICAL TRIALS.

DO VAN DUNG

The process of the highly anticipated Respiratory Syncytial Virus (RSV) vaccine trom initial
pitfalls to a licensed vaccine is an interesting lesson. This presentation delves into both sides
of the coin, offering insights into:

Pitfalls & Lessons Learned: Examining past attempts and identifying the hurdles we need to
overcome for effective RSV vaccination.

Vaccine Trials: Exploring the latest clinical trials, their innovative approaches especially the
human challenge trial..

RSV Vaccine Hesitancy: Exploring the reasons behind vaccine hesitancy and suggesting
strategies for effective communication and public trust building.

This presentation could be useful for healthcare professionals, researchers, and interested
individuals with a basic understanding of the current RSV vaccine landscape, empowering
them to engage in informed discussions and contribute to advancing this crucial public health
initiative.

Keywords: RSV vaccine, clinical trials, vaccine hesitancy, public health, US healthcare

1Khoa Y té Cong céng — Pai hoc ¥ Dwgc TP. Hé Chi Minh
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DAC PIEM VA KET QUA PIEU TRI KHANG SINH NGOAI TRU CHO
VIEM PHOI MAC PHAI CONG PONG O’ NGU'O'I LON: NGHIEN CU'U
QUAN SAT TIEN CU'U APPRAISE - VIET NAM

TAC GIA: VU DO1, NGUYEN VIET NHUNGZ2, HAN QUYNH ANH1, TRUONG HA LAN NGOC3, ELENA
DEANGELIS3, PRAVEEN KAMBLE4

Pon vi cong tac: 1 Bénh vién Phoi trung wong, 463 Hoang Hoa Tham, Ha Noi, Viét Nam
2 Hoi Phéi Viét Nam, 463 Hoang Hoa Tham, Ha Noi, Viét Nam,

3 GSK, Thanh phb Hb Chi Minh, Viét Nam

4 GSK, Mumbai, An Do

TOM TAT

Muc tiéu: Viém phdi mic phai cong dong (Community-acquired pneumonia, CAP) ¢ ty 1é
méc bénh dang ké, gia ting nhu ciu chim soc y té va ting ty Ié tir vong. Quan Iy viém phoi
méc phai cong dong (VPMPCPD) thudng phirc tap vi phu thudc cha yéu vao nhu cau cham soc
noi tru hoac tai don vi ngoai tra. Hon ntta ¢ Viét Nam, viéc lya chon khang sinh cho VPMPCD
thudng phic tap do su khac biét gitta hudng dan diéu tri va thyc hanh 1am sang hién tai, ciing
nhu su gia ting dé khang khang sinh véi hai chiing vi khuan chinh 1a Haemophilus Influenzae
va Streptococcus pneumoniae. Bé tim kiém bang chung gitp hd tro viéc ké don khang sinh
hop ly, nghién ctru nay thu thap di liéu doi thuc tir nguoi bénh truong thanh dugce ké don khang
sinh dé diéu tri VPMPCD tai cac don vi diéu tri ngoai trd ¢ Viét Nam.

Phuong phap: Nghién ctu tién ciru, quan sat, thu tuyén 92 bénh nhan nguoi lon VPMPCD
chua diéu tri va dwoc khéi trj véi khang sinh chi dinh theo don cua bac si diéu tri. Muc tiéu
chinh caa nghién ctru 1 danh gia dap ang 1am sang véi cac khang sinh khac nhau tai thoi diém
két thic ciia don thude ban dau. Muc tiéu phu ciia nghién cau 1a mo ta: (a) Céc chi so diéu tri
khang sinh; (b) cac chung vi khuan phan lap khac nhau va danh gia d6 nhay cam cua cac chung
vi khuan phan lap quan tam, bao gém S. Pneumoniae, H. Influenzae, va Moraxella catarrhalis
véi céc khang sinh khéc nhau; (c) mdi lién hé giira dap tng 1am sang khi két thic dot diéu tri
chi dinh ban dau va do nhay cam caa chung vi khuan phan 1ap véi cac khang sinh khéc nhau;
(d) ty 1& nhap vién; va (e) cac bién cb ngoai ¥ xuit hién trong qua trinh diéu trj (treatment-
emergent adverse events, TEAES).

Két qua: Tat ca bénh nhan déu duoc ké don dau tay véi phac d6 két hop hai khang sinh cho
VPMPCP mtic d nhe, khéng gidng véi cac phac do don tri liéu duoc khuyén nghi bai cac
huéng dan diéu tri (guidelines): amoxicillin, doxycycline, macrolide, fluoroquinolone, v.v.; va
tat ca bénh nhan déu dat duoc thanh cong trén 1am sang. Hau hét bénh nhan (90,2% [83/92])
dat két qua diéu tri nay sau 5-7 ngay. Amoxicillin/acid clavunanic kém clarythromycine 1a két
hop diéu tri théng dung nhat dugc ké don (81,5% [75/92]) trén 7 céch tri liéu khang sinh khéc



nhau (Bang 1) va trj liéu phé bién nhét 12 amoxicillin/acid clavunanic 1000mg hai lan/ngay,
kém theo clairithromycin 500mg 2 lan/ngay, trong vong 15 ngay (54,7% [41/75]). Amoxicillin/
acid clavunanic phéi hop levofloxacin 13 phac dd duoc ké don phd bién tht 2 (10,9% [10/92]).
Trong sé 92 bénh nhén, 69,6% (n=64) dugc xét nghiém tim mam bénh. H. Influenzae chi duoc
xac dinh & mot bénh nhan va cé nhay cam véi amoxicillin/ acid clavunanic; & tat cac cac bénh
nhan khac, xét nghiém mam bénh déu &m tinh. Hai bénh nhan gap phai tac dung phu nghiém
trong (serious adverse event, SAE) trong thoi gian nghién ciru ma chua 1 mdi lién hé véi
khang sinh diéu tri: réi loan ho hap, 16ng nguc va trung that can phai nhap vién. Céc tac dung
phu nghiém trong duoc c4c nghién ciru vién danh gia 1a nhe va bénh nhan da hoi phuc. Khdng
¢ bénh nhan nao phai nhap vién do cac van dé lién quan dén VPMPCD trong sudt thoi gian
theo doi.

K&t luan: Phac 6 két hop khang sinh amoxicillin/acid clavunanic va clarithromycin 1a diéu
tri khang sinh budc mot duge ké don phd bién nhat trong VPMPCBD, dugc uu tién Iya chon
hon so véi cac phac d6 khang sinh don tri liéu, va tat ca bénh nhan déu dat thanh cong diéu tri
sau khi str dung khang sinh dugc ké don thuong quy & phong khadm ngoai tra tai Viét Nam.
Trong khi cac bac si lam sang & Viét Nam tham khao cac huéng dan diéu tri cia qudc té va
qudc gia thi viéc ké don khang sinh dya trén kinh nghiém van Ia phé bién. Bénh nhan VPMPCD
tim kiém diéu tri tai bénh vién tuyén trung wong thuong c6 nguy co cao va c¢6 bénh dong mic;
do 0, cac béac si c6 xu hudng wu tién phac d6 khang sinh két hop hon 1a cac phac d6 don tri
cho bénh nhan VPMPCBP nhe, khong c6 bénh mic kém va khong c6 nguy co khéang khang sinh.
Cac dir liéu dia phuong vé tinh nhay cam khang sinh 1a can thiét dé xay dung cac hudng dan
diéu tri cu thé cho tirng quéc gia nham gidp tranh sy phu thude vao cac hudng dan diéu tri quc
té va gilp chuan hoa diéu tri trong quan 1y VPMPCD.

Bang 1: Pap tng 1am sang ddi véi diéu tri bang khang sinh khi két thuc dot diéu tri ké don dau
tién.



Antibiotic regimen

Patients
(N=92)

Overall

<5 days

Clinical success”

5~7 days

89 days

10-14 days

Clinical
failure'

Amoxicillin/clavulanic acid and clarithromycin, n (%)* 75 75(100.0) | 41(5.3) 69 (92.0) 1(1.3) 1(1.3) 0(0.0) |
1000 mg BD for 15 days/500 mg BD for 15 days 41 | 41{100.0) | 2 (4.9) 38 (92.7) 0(0.0) 1(2.49) 0(0.0) |
1000 mg 80 for 10 days/500 mg BO for 10 days 19 19{1000) | 2(10.5) | 17(89.5) | 0(0.0) 0 (0.0) 0(0.0) |
1000 mg BD for 15 days/500 mg BD for 10 days 8 | 8(100.0) | 0(0.0) 7(87.5) 1(12.5) 0 (0.0) 0{00) |
1000 mg TID for 10 days/500 mg BD for 10 days 4 4 (100.0) | 0(0.0) 4 (100,0) 0(0.0) 0(0.0) 0(0.0) |
500 g B for 15 day=/250 mg 8D for 10 days 1 |1pw000) To(00) [1(000 [000) [owo) |00 |
1000 mg B0 for 10 days/500 mg BD for 14 days 1 1{100.0) | 0(0.0) | 1(100,0) | 0(0.0) 0(0.0) 0{0.0} |
1000 mg 11D for 15 days/500 mg BD for 15 doys 1 1{1000) | 0(0.0) 1{100.0) | 0(0.0) 0(0,0) 0{00) |
Amoxicillin/clavulanic acid and levofloxacin, n {%)* 10 10{100.0) | 1(10.0) | 9(90.0) 0(0.0) 0(0.0) 0 (0.0}
1000 myg BD for 10 days/500 mg BD for 10 days 7 7 {100.0) | 010.0) 7 (100.0) 0(0.0) 0(0.0) 0{0.0) |
1000 mg T1D for 10 days/500 mg BD for 10 days 2 2(100.0) | 1{50.0) | 1(50.0) 0(0.0) 0 (0.0) 0(0.0) |
1000 mg BD for 15 days/500 mg BO for 15 days 1 1(1000) | 0(0.0) 1(100.0) 0(0.0) 0(0.0) 0{00) |
Amonxicillin/clavulanic acid and moxifloxacin, n (%)* 2 2(100.0) | 0(0.0) 2(100.0) | 0(0.0) 0(0.0) 0(0.0) |
1000 mg BD for 10 days/400 mg QD for 10 days 2 12(1000) |0(00) |2{100.0) |0(0.0) |0(0.0) 0{0.0) |
Cafditoren and moxifloxacin, n {%)* 2 2(1000) | 0(0.0) | 1(50.0) 1(50.0) | 0(0.0) 0(0,0] |
200 mg BD for 10 days/400 mg QD for 10 days 2 | 2(100.0) | 0(0.0) 1(50.0) 1 (50.0) 0(0.0) 0{0.0) |
Cefprozil and clarithromycin, n (*)' 2 2 (100.0} | 0{0.0) 2 (100.0) 0(0.0) 0 (0.0) 0(00) |
250 mg TiD for 15 days/500 mg BD for 15 days 1 1(1000) |0(0.0) |1(100.0) |0(0.0) 0(0.0) 0(0.0} |
500 mg BD for 15 days/500 mg BO for 15 days 1 1 (100.0) 1 0(0.0) 1 (100.0) 0 (0.0) 0 (0.0) 0{00) |
Clarithromycin and | fl; in, n (%)* 1 1 (100.0) | 0(0.0) 0(0.0) 1(100.0) | D(0.0) 0(00) |
500 mg BD for 15 days/500 mg BD for 15 days 1 1 (100.0) | 0(0.0) 0(0.0) 1(100.0) | 0(0.0) 0(0.0) |
8D, twice daily, CAP, community-scquired pnesmonsa, QD, once daily; TID, thrice dadly.

“Percentages calcutated with number of patients on specific index antiblotic regimen as denominator

BClinical success is defined as complete resolution of clinicat symptoms/signs or improvement of symptoms/signs requiring no further antibiotic trestment,
“Clinical failure is defined if following criteria are met:

¢ Worsening or non-improvement of clinical symptams/signs of CAP after 48 to 72 hours while on antibiotic treatment.

* Need of modifications in the index antibiotic treatment regimen, including treatment extension and/or dose change.

» Need of antibiotic treatment switch or add-on to the prescribed treatment (i.e., treatment combination).

* Need of hospitalisation due to worsening of disease,
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Introduction

Community-acquired pneumonia (CAP) is associated with considerable morbidity, healthcare
utilisation, and high mortality. Management of CAP is usually complex since it mainly depends
on the need for inpatient/outpatient care. Additionally in Vietnam, the selection of antibiotics
for CAP is complex due to the differences between guidelines and current practice and
increasing antibiotic resistance of 2 key pathogens Haemophilus influenzae and Streptococcus
pneumoniae.! In order to generate evidence to support appropriate antibiotic prescriptions, this
study collected real-world data from adults who were prescribed antibiotics for CAP in
outpatient settings in Vietnam.

Methods

This prospective, observational study included 92 treatment-naive adults with CAP who were
initiated on antibiotics as per their physician’s prescription. The primary objective was clinical
response to different antibiotics at the end of initial prescription. Secondary objectives were to
describe: (a) index antibiotic treatment patterns; (b) different pathogens isolated and assess
susceptibility of isolated pathogens of interest, including S. pneumoniae, H. influenzae, and
catarrhalis to different antibiotics; (c) associations between clinical responses at the end of
initial prescription and susceptibility of isolated pathogens to different antibiotics; (d)
hospitalisation rates; and (e) and treatment-emergent adverse events (TEAES).

Results

All patients were prescribed dual antibiotic therapy for mild CAP as first-line treatment in
contrast to the monotherapies recommended by guidelines: amoxicillin, doxycycline,



macrolide, fluoroquinolone, etc; and all patients achieved clinical success. Most patients
(90.2% [83/92]) achieved this clinical outcome during days 5-7. Amoxicillin/clavulanic acid
plus clarithromycin was the most common combination prescribed (81.5% [75/92]) in 7
different dosing schedules (Table 1), and the most common dosing schedule was
amoxicillin/clavulanic acid 1000 mg BD plus clarithromycin 500 mg BD, for 15 days (54.7%
[41/75]). Amoxicillin/clavulanic acid plus levofloxacin was the second most common regimen
prescribed (10.9% [10/92]). Among the 92 patients, 69.6% (n=64) were tested for pathogens.
H. influenzae was identified in only 1 patient and was susceptible to amoxicillin/clavulanic
acid; in all other patients, pathogen testing was negative. Two patients had a serious adverse
event (SAE) during the study period with relationship unknown to antibiotic treatment:
respiratory, thoracic, and mediastinal disorder that required hospitalisation. The SAEs were
deemed mild as per the investigator’s judgement, and the patients recovered. None of the
patients were hospitalised due to CAP-related issues during the follow-up period.

Conclusions

Dual antibiotic therapy with amoxicillin/clavulanic acid plus clarithromycin was the most
common first-line antibiotic combination prescribed for CAP in preference to monotherapy,
and all patients achieved clinical success after receiving antibiotics routinely prescribed in the
outpatient setting in Vietnam. While clinicians in Vietnam use international and local
guidelines, empirical, experience-based antibiotic prescribing is common. Patients with CAP
seeking treatment at the National Hospital often present with higher risks and comorbidities;
therefore, physicians tend to prioritise combination antibiotic regimens over single-agent
protocols for patients with mild CAP without comorbidities and no antibiotic resistance risks.
Local data on antibiotic susceptibility patterns is required for development of country-specific
guidelines to help avoid reliance on international guidelines and to help establish a standardised
approach for the management of CAP.



Table 1. Clinical response for index antibiotic treatment at the end of the initial prescription

Antibiotic regimen Patients Clinical success® Clinical
(N=92) failure®
Overall <5 days 8-9 10-14 days
days
Amoxicillin/clavulanic acid and clarithromycin, n (%)? | 75 75(100.0) |4 (5.3) [69(92.0) |1(1.3) 1(1.3) 0 (0.0)
1000 mg BD for 15 days/500 mg BD for 15 days 41 41(100.0) |2(4.9) [38(92.7) |0(0.0) |1(2.49) 0 (0.0)
1000 mg BD for 10 days/500 mg BD for 10 days 19 19 (100.0) | 2(10.5) | 17 (89.5) | 0(0.0) 0 (0.0) 0 (0.0)
1000 mg BD for 15 days/500 mg BD for 10 days 8 8(100.0) [0(0.0) |7(87.5) |1(125) |0(0.0 0 (0.0)
1000 mg TID for 10 days/500 mg BD for 10 days 4 4(100.0) | 0(0.0) |4(100.0) |0(0.0) 0 (0.0) 0 (0.0)
500 mg BD for 15 days/250 mg BD for 10 days 1 1(100.0) |0(0.0) [1(100.0) [0(0.0) |0(0.0) 0 (0.0)
1000 mg BD for 10 days/500 mg BD for 14 days 1 1(100.0) |0(0.0) [1(100.0) |0(0.0) |0(0.0 0 (0.0)
1000 mg TID for 15 days/500 mg BD for 15 days 1 1(100.0) |0(0.0) |1(100.0) |0(0.0) 0 (0.0) 0 (0.0)
Amoxicillin/clavulanic acid and levofloxacin, n (%) 10 10 (100.0) | 1(10.0) | 9(90.0) | 0(0.0) 0 (0.0) 0 (0.0)
1000 mg BD for 10 days/500 mg BD for 10 days 7 7(100.0) | 0(0.0) |7(100.0) |0(0.0 0 (0.0) 0 (0.0)
1000 mg TID for 10 days/500 mg BD for 10 days 2 2(100.0) |1(50.0)|1(50.0) [0(0.0) [0(0.0 0 (0.0)
1000 mg BD for 15 days/500 mg BD for 15 days 1 1(100.0) |0(0.0) |1(100.0) |0(0.0) 0 (0.0) 0 (0.0)
Amoxicillin/clavulanic acid and moxifloxacin, n (%) 2 2(100.0) |0(0.0) |[2(100.0) |0(0.0 0 (0.0) 0 (0.0)
1000 mg BD for 10 days/400 mg QD for 10 days 2 2(100.0) |0(0.0) |2(100.0) |0(0.0) [0(0.0 0 (0.0)
Cefditoren and moxifloxacin, n (%)? 2 2(100.0) [0(0.0) |1(50.0)0 [1(50.0) |0(0.0 0 (0.0)
200 mg BD for 10 days/400 mg QD for 10 days 2 2(100.0) |0(0.0) |1(50.0) |[1(50.0) [0(0.0 0 (0.0)
Cefprozil and clarithromycin, n (%)? 2 2(100.0) |0(0.0) [2(100.0) |0(0.0) 0 (0.0) 0 (0.0)
250 mg TID for 15 days/500 mg BD for 15 days 1 1(100.0) | 0(0.0) [1(100.0) |0(0.0) |0(0.0) 0 (0.0)
500 mg BD for 15 days/500 mg BD for 15 days 1 1(100.0) | 0(0.0) [1(100.0) |0(0.0)0 |0(0.0 0 (0.0)
Clarithromycin and levofloxacin, n (%) 1 1(100.0) |0(0.0) |0(0.0) 1 0 (0.0) 0 (0.0)
(100.0)
500 mg BD for 15 days/500 mg BD for 15 days 1 1(100.0) | 0(0.0) [0(0.0) 1 0 (0.0) 0 (0.0)




| | | | [ (100.0) | |

BD, twice daily; CAP, community-acquired pneumonia; QD, once daily; TID, thrice daily.

4Percentages calculated with number of patients on specific index antibiotic regimen as denominator.

®Clinical success is defined as complete resolution of clinical symptoms/signs or improvement of symptoms/signs requiring no further
antibiotic treatment.

“Clinical failure is defined if following criteria are met:

» Worsening or non-improvement of clinical symptoms/signs of CAP after 48 to 72 hours while on antibiotic treatment.

* Need of modifications in the index antibiotic treatment regimen, including treatment extension and/or dose change.

* Need of antibiotic treatment switch or add-on to the prescribed treatment (i.e., treatment combination).

* Need of hospitalisation due to worsening of disease.
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TOM TAT

Muc tiéu: Procalcitonin (PCT) gitp giam thoi gian s dung khang sinh trén cac bénh nhan bi nhiém
khuan, dac biét & bénh nhan nhidm tring huyét. Tuy nhién, vai trd cua PCT & bénh nhan viém phéi do vi
khuan da khang thuéc (P-MDR) chua dwoc nghién ciu nhiéu, dac biét 1a ¢ Viét Nam. Do d6, dé tai tién
hanh nham muc tiéu xac dinh dong hoc PCT ¢ bénh nhan viém phdi do vi khuan.

Phwong phap nghién cwu: Trong nghién ctru theo ddi doc nay, ching toi phan tich dong hoc PCT ¢ 121
bénh nhan cd két qua vi sinh va Iam sang khang dinh viém phoi do vi khuan tir 1/2023 dén 10/2023.

Két qua: C6 65 bénh nhan viém phdi do vi khuan da khang thudc va 56 bénh nhan viém phéi do vi khuan
khong da khang thudc (P-nMDR). Nam tic nhan phd bién nhat gay viém phoi vi khuan 1a Klebsiella
pneumoniae (32,23%), Acinetobacter baumannii (26,45%), Pseudomonas aeruginosa

(22,31%), Staphylococcus aureus (8,26%) va Escherichia coli (5,79%). Nong do PCT trung binh & nhém
P-MDR cao hon & nhém P-nMDR. Thoi gian thanh thai PCT & nhém P-MDR cham 2,13 |an so véi nhém
P-nMDR. C6 64,46% bénh nhan chua ngung sir dung khang sinh tai thoi diém PCT vé dudi 0,05 ng/ml.
Két luan: Nong do PCT trung binh & nhém P-MDR cao hon & nhém P-nMDR. Thai gian thanh thai PCT
& nhém P-MDR cham hon so véi nhém P-nMDR. Can tién hanh nghién ctu thir nghiém 1am sang ngau
nhién c6 dbi chung tiép nbi dé tai nay dé theo ddi dong hoc PCT trén cac nhém bénh nhan nhu COPD,
viém phoi vi khuan trong nim 2024.

Tur khoa: Bong hoc Procalcitonin (PCT), viém phdi do vi khuan da khang thudc (P-MDR), viém phéi do
vi khuan khong da khang thudc (P-nMDR), thoi gian thanh thai PCT, ngung st dung khang sinh.
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2THONG NHAT GENERAL HOSPITAL OF DONG NAI PROVINCE - NO. 234, HIGHWAY 1, TAN BIEN WARD, BIEN
HoA CITY, DONG NAI PROVINCE, VIETNAM

ABSTRACT

Objectives: Procalcitonin (PCT) reduces the duration of antibiotic therapy in patients with infections,
especially patients with sepsis. However, there have not been many studies interpreting the role of PCT
in patients with pneumonia caused by multidrug-resistant bacteria (P-MDR), especially in Vietnam.
Therefore, the aim of the study was to measure PCT Kinetics in patients with bacterial pneumonia.

Methods: In this longitudinal study, we analyzed PCT Kinetics in 121 patients with microbiological and
clinical findings confirming the evidence of bacterial pneumonia from January 2023 to October 2023.

Results: There were 65 patients with pneumonia caused by multidrug-resistant bacteria and 56 patients
with pneumonia caused by non-multidrug-resistant bacteria (P-nMDR). The five most common causes of
bacterial pneumonia were Klebsiella pneumoniae (32.23%), Acinetobacter baumannii (26.45%),
Pseudomonas aeruginosa (22.31%), Staphylococcus aureus (8.26%), and Escherichia coli (5.79%). The
median PCT level in the P-MDR group was higher than in the P-nMDR group. PCT clearance time in the
P-MDR group was 2.13 times shorter than in the P-nMDR group. 64.46% of patients who had not stopped
using antibiotics at the time PCT was below 0.05 ng/ml.

Conclusions: The median PCT level in the P-MDR group was higher than in the P-nMDR group. PCT
clearance time in the P-MDR group was shorter than in the P-nMDR group. It is essential to conduct a
randomized controlled clinical trial following this study to monitor PCT Kinetics in patient groups such as
COPD and bacterial pneumonia in 2024.

Keywords: Procalcitonin (PCT) kinetics, multidrug-resistant bacterial pneumonia (P-MDR), non-
multidrug-resistant bacterial pneumonia (P-nMDR), PCT clearance time, antibiotic discontinuation.
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DONG NHIEM MYCOBACTERIUM TUBERCULOSIS VA KLEBSIELLA
PNEUMONIAE: BAO CAO MOT TRUO'NG HO'P

THS. BS. NGO NGUYEN HAI THANH

TOM TAT

Sy phat trién cua nhiém khuan duong hd hap duéi (NKDHHD) ¢ bénh nhan lao phéi dang trong qué trinh
diéu tri thudc khang lao thudng it duge chi ¥ ciing nhu nhitng anh hudng caa né Ién tinh trang stic khoe
ngudi bénh. Sy ddng nhidm véi cac tic nhan NKDHHD khac d& xay ra trén bénh nhan méc lao phéi dang
hoat dong. Trén nhitng bénh nhan nay hé théng mién dich cta co thé bi tc ché, c6 thé do su thiéu hut té
bao lympho T & bénh nhan mic lao phdi dang hoat dong, va 1a nguyén nhan chinh dan dén tinh trang dng
nhiém. Viéc khong phét hién dugc NKDHHD & bénh nhan mac lao phéi c6 thé 1am phuc tap viéc diéu tri
lao phdi va thay ddi dy hau cia nguoi bénh ciing nhu ting ty & tir vong. Klebsiella pneumoniae 1a mot
trong nhiing tac nhan ddng nhiém pho bién ¢ bénh nhan lao phoéi. Bong nhiém Klebsiella pneumoniae va
Mycobacterium tuberculosis 1a mot trong nhitng su két hop nguy hiém nhat vai ty Ié tir vong cao, dic biét
néu cham tré trong viéc chan doan va dua ra diéu trj thich hop. Tuy nhién, biéu hién 1am sang cua céc tac
nhan nay lai thudng trung Iap nhau, nén dé bi bo sot, do d6 van dé nay can duoc luu ¥ trén 1am sang, danh
gia than trong va xir tri kip thoi dé cai thién kha nang sdng con cua nguoi bénh. O day, ching t6i bao céo
truong hop mot bénh nhan nam 64 tudi, da bat dau diéu tri bénh lao phéi duoc hai tuan, 1am sang caa dng
xau di véi tinh trang suy hd hap va sbt tai phat. Ngoai viéc danh gia nguy co nhiém lao khang thuéc va
cac tac dung phu cua thudc khang lao, két qua nudi ciy cho thay bénh nhan déng nhiém Klebsiella
pneumoniae. Viéc bd sung khang sinh phi hop theo khang sinh d6 da gitp tinh trang bénh nhan duoc cai
thién.

Tir khoa: Mycobacterium tuberculosis, Klebsiella pneumoniae, nhiém khuan duong ho hap duéi, dong
nhiém.
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COINFECTION BY MYCOBACTERIUM TUBERCULOSIS AND KLEBSIELLA
PNEUMONIAE: A CASE REPORT

NGUYEN NGO HAI THANH

ABSTRACT

Little attention has been given to the development of lower respiratory tract infections (LRTIS) in patients
with pulmonary tuberculosis (PTB) during their anti-tuberculosis (anti-TB) treatment and how that might
affect patients’ health status. The coinfection of PTB with other LRTI may be facilitated by active PTB
disease. The suppression of human immunity, which can occur due to T-lymphocyte deficiency during
active PTB disease, could be the main explanation for the coinfection. Failure to detect LRTI in patients
with PTB may complicate PTB treatment and result in poorer health outcomes and higher mortality rates.
Klebsiella pneumoniae is one of the most common pathogens leading to pulmonary tuberculosis
coinfection. Klebsiella pneumoniae and Mycobacterium tuberculosis coinfection is one of the most lethal
combinations with high mortality especially if there is delay in diagnosis and proper management. There
Is a considerable overlap in the clinical presentation of these critical pulmonary infections hence there is
need for a high index of clinical suspicion, appropriate judicious investigations, and prompt management
to improve survivality. Here, we present a 64-year-old male patient who had been starting treatment of
pulmonary tuberculosis for two weeks, his clinical condition deteriorated with respiratory insufficience
and recurrent fever. In addition to evaluations of drug-resistant tuberculosis infection and side effects of
anti-tuberculosis drugs, the culture result indicated the patient coinfected with Klebsiella pneumoniae.
Supplementing antibiotics according to the antibiogram helped the patient's condition improve.
Keywords: Mycobacterium tuberculosis, Klebsiella pneumoniae, lower respiratory tract infections,
coinfection.
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VIEM PHOI NANG DO ACINETOBACTER BAUMANNII MAC PHAI TRONG
CONG DONG VA CAP NHAT MO'I TRONG PIEU TRI A. BAUMANNII KHANG
CARBAPENEM

THS.BS. TRAN TH/ THUY TUONG
BMN TQ DHYD TPHCM
Tom tit

Acinetobacter baumannii dugc xem nhu mét trong nhitng mam bénh nghiém trong nhat do xu huéng
khang thuéc dién rong. Nhidm A.baumannii xay ra chu yéu ¢ nhitng bénh nhan nhap vién va dic biét 1a
nhitng nguoi duge diéu tri tai cac don vi cham soc dic biét.

Nguoc lai, viém phdi AB méc phai tai cong ddng 1a mot bénh khong pho bién, vai ty 16 mic dudi 10%
trong tat ca cac bénh viém phoi méc phai tai cong dong (CAP) do vi khuan ¢ Uc va Dai Loan, ¢ Viét Nam
chiém khoang 13-15%. Viém phoi AB ¢ ty 18 tir vong duoc bao cao Ién tdi 64% & bénh nhan viém phoi
do vi khuan va gay ta vong trong vong 48 gio dau nhap vién, mac du ti 1é dé khang thap hon AB bénh
vién.

Nhitng cap nhat mai vé diéu tri AB cua IDSA 2023: Meropenem hoic imipenem-cilastatin liéu cao, truyén
kéo dai khong duge dé xuat dé diéu tri nhiém truing CRAB. Nén dung ampicillin-sulbactam liéu cao, bat
ké c6 ching minh dugc tinh nhay cam hay khdng. Polymyxin B, minocycline liéu cao hoac tigecycline
lieu cao c6 thé dugc xem xét két hop véi it nhat mot thude khac dé diéu tri nhiém tring CRAB
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SEVERE COMMUNITY-ACQUIRED ACINETOBACTER BAUMANNII
PNEUMONIA, AND NEW UPDATES IN THE TREATMENT OF CARBAPENEM-
RESISTANT A. BAUMANNII

TRAN THI THUY TUONG
Abstract

Acinetobacter baumannii is widely recognized as one of the most severe pathogens due to its propensity
for extensive drug resistance. A.baumannii infections occur mainly among patients who are admitted to
hospitals, and particularly those who receive treatment in intensive care units.

In contrast, community-acquired AB pneumonia is an uncommon disease, with an incidence of less than
10% of all bacteremia community-acquired pneumonia (CAP) in Australia and Taiwan, and 13-15% in
Vietnam. AB pneumonia has a reported mortality of up to 64% in patients with bacteraemic pneumonias
and causes death within the first 48 h of admission, although the resistance rate is lower than hospital AB.

New updates on IDSA 2023 AB treatment: High-dose, extended-infusion meropenem or imipenem-
cilastatin are not suggested for the treatment of CRAB infections. High-dose ampicillin-sulbactam is
suggested, regardless of whether susceptibility has been demonstrated. Polymyxin B, high-dose
minocycline or high-dose tigecycline can be considered in combination with at least one other agent for
the treatment of CRAB infections
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HEN KHO TRI TRE EM: THU THACH BAC STNHI KHOA?

BS CK2 DANG TH/ KiM HUYEN (*)
Tom tat

Hen , bénh phéi man tinh phé bién nhét ¢ tré em, duoc kiém soat hiéu qua vai thude hit trong hau hét cac
truong hop. Nhung mot nhém nho bénh nhi hen van tiép tuc mac bénh dang ké ngay ca sau khi sir dung
thudc lidu cao hon; thi duoc goi la hen nang cé van dé. Trong nhiéu trudong hop nhu vy, dé khang ré voi
diéu tri thuc ra 12 do mét s6 yéu t c6 thé khac phuc dugc. Nhiing truong hop ndy dugc goi 1a ' hen kho
diéu tri '. Bac si diéu tri cho mot tré hen niang c6 van dé can phai thuc hién theo céch tiép can timg budc

mot cach co hé théng dé tim ra bat ky nguyén nhan nén nao c6 thé gay ra dap ung kém véi diéu trj.

Quan ly hen nang c6 van dé van la mot thach thic dang ké, chiém phan 16n viéc sir dung dich vy cham
s6c sirc khoe o tré hen . Nhan biét tinh khong dong nhat va cac kiéu hinh 1am sang cia hen “kho diéu tri”
va “hen nang khang tri” giap hudng din quan ly. Bang ching gan day ung ho su khéc biét phan tu gitra
cac kiéu hinh nay va cho thdy mdi twong quan kém giita cac dau hiéu viém ngoai bién va dau 4n duong

tho, dac biét la trong hen khang tri

Mot sb chién luogc quan Iy méi, nhu liéu phap duy tri mot 1an mai ngay, liéu phap duy tri va cat con trong
mot thiét bi ciing nhu cac phuong phap diéu tri sinh hoc mai dang duoc sir dung ngay cang nhiéu cho hen

kho tri va hen khang tri nham cai thién viéc quan Iy bénh hen niang c6 van dé ¢ tré dudi 12 tudi.

Tinh da dang ctia hen nang & tré em chang to rang cach tiép can mot kich ¢& pht hop véi nhiéu huéng

dan la khong phu hop

(*) Bénh vién Pai Hoc Y Dugc- Khoa Tham Do Chirc nang Ho Hap
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DIFFICULT-TO-TREAT ASTHMA IN CHILDREN: A CHALLENGE FOR
PEDIATRICIANS?

DANG THI KIM HUYEN
Abstract

Several novel management strategies, including once-daily maintenance therapy, single-device
maintenance and reliever therapy, and novel biological treatments are being increasingly used for difficult-

to-treat and “severe therapy-resistant asthma”.

Asthma, the commonest chronic lung disease in childhood, is managed effectively with inhaled
medications in most of the cases. But a subset of pediatric asthma patients continues to experience
substantial morbidity even after higher doses of medications; they are referred to as problematic severe
asthma. In many such cases, the apparent resistance to therapy is actually due to a number of remediable
factors. These cases are called ‘difficult to treat asthma’. The physician dealing with a child with
problematic severe asthma needs to follow a systematic step- wise approach to find any possible

underlying causes of poor response to therapy

Problematic severe asthma remains a significant challenge to manage, accounting for the majority of
healthcare utilization among children with asthma. The heterogeneity is recognized and the clinical
phenotypes of “difficult-to-treat” asthma and “severe therapy-resistant asthma” help to guide
management. Recent evidence supports molecular distinctions between these phenotypes and shows poor
correlations between peripheral and airway markers of inflammation, especially in “severe therapy-

resistant asthma”

The diversity of pathology of severe paediatric asthma demonstrates that the one-size-fits-all approach

characterising many guidelines is inappropriate.
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KHO KHE O’ TRE EM : TIEP CAN CHAN POAN VA XU TRi, €O GI MOl ?

PGS. TS.BS. PHAN HOU NGUYET DIEM

Mic du the kho khé rat phd bién & tré em nhung sinh Iy bénh cta né rat phuc tap va chua duoc hiéu rd.
Nhiéu yéu td dong vai trd trong tinh trang kho khé va bao gdm céc yéu té giai phiu, di truyén, moi truong
va mién dich c6 thé trong tac véi nhau va anh huong dén sy thong thoang ciia dudng thd

Kho khe thuong duoc chan doan 1am sang va khong can xét nghiém thém, nhung nhitng bénh nhan bi kho
khe tai phat hodac dai déng nén duoc kiém tra, vi du nhu chup X-quang nguc, phuong phép nay chu yéu
duoc sir dung dé xac dinh cac bat thudng vé cau tric hodc di vat dudong tho

Kho khé xuét hién thanh cac nhém khong ddng nhat; do do, cac bac si nén luu y dén cac kiéu hinh thd
kho khé, hau hét chung giam dan theo tudi. Mot s6 nhom tiép tuc the kho kheé sau 3 tudi, viée tiép xtic voi
cac tac nhan kich thich tir moi truong la yéu td tién luong x4u. Viéc xac dinh mire d6 bénh va diéu tri phu
hop van 1a mét thach thirc ddi véi cac bac si . Chi sé6 Du doan Hen duoc sira doi c¢6 thé co loi cho viée dy
doan nhom nao nén dugc didu tri nhu bénh nhan hen va theo doi thuong xuyén. Kho khé 13 ganh ning

do1 voi viée cham soc stre khoe va do do cac bién phap can thi¢p phai dua trén bang ching.
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WHEEZING IN CHILDREN: APPROACH TO DIAGNOSIS AND MANAGEMENT,
WHAT'S NEW ?

PHAN HUU NGUYET DIEM

Although wheezing is common in children, its pathophysiology is complex and poorly understood. Many
factors play arole in wheezing and include anatomical, genetic, environmental and immunological factors
that may interact with each other and influence airway patency. Wheezing is usually diagnosed clinically
and does not require further testing, but patients who continue to have recurrent or persistent wheezing
should be investigated, for example by chest X-ray, which is mainly used. Used to identify structural
abnormalities or foreign bodies in the airway Wheezing occurs in heterogeneous groups; Therefore,
physicians should be aware of wheezing phenotypes, most of which decrease with age. Some groups
continue to wheeze after age 3, and exposure to environmental stimuli is a poor prognostic factor.
Determining the cause of disease and appropriate treatment remains a challenge for physicians at the
exploratory and therapeutic levels. The modified Asthma Prediction Index may be beneficial for
predicting which groups should be treated as asthmatic patients and monitored regularly. Wheezing is a

burden to health care and therefore interventions must be evidence-based.

Tai liéu tham khao :

1. Wheezing in children: Approaches to diagnosis and management
Al-Shamrani et al. / International Journal of Pediatrics and Adolescent Medicine 6 (2019) 68- 73

2. Evaluation of wheezing in infants and children . Uptodate 2023
3. Paediatric Wheeze and Asthma Guidelines (Children Aged 16 and Under).
Besfordshire, Luton and Milton Keynes 2020
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PHUONG PHAP NOI SOI GAY NGU TRONG HOI CHUNG NGU'NG THO' KHI
NGU TON DU’ SAU PHAU THUAT CAT AMYDALE VA NAO VA

THS.BS CKIl. HO THIEN HUONG, TS.BS. TRAN ANH TUAN
Pit van dé

Hoi ching ngung tha khi ngu chiém ti 18 1,2-5.7% ¢ tré em va dic trung boi tinh trang ngung thé hosc
giam tho lap di 1ap lai c6 thé kém tinh trang giam oxy hoic vi thirc gidc. Phau thuat cit amydale va nao
VA duoc xem la chi dinh hang dau trong diéu tri ngung thd khi nga tré em, tuy nhién trén 30% tré em s&
Xuat hién ngung thd khi ngii ton du sau phau thuat, dic biét néu kém tinh trang béo phi, c6 bénh nén.
Phuong phap noi soi gay ngii ngay cang pho bién trong viéc danh gia vi tri tac nghén duong ho hap trén
dién ra khi nga nham hd trg diéu tri hoi chimg ngung thé khi ngu. Mirc d6 an than 1i twong 1a khi bénh
nhi xuét hién ngay va c6 hién tuong tic nghén duong dan khi ciing nhu khéng nhan thire duoc béc si thuc
hién phuong phap soi v&i dng mém. Propofol va dexmedetomidine dwoc xem 1a nhém thuéc gy mé an
toan ¢ tré. Phuong phap ndi soi gay ngu nén dugc chi dinh trong cac nhém dbi twong sau: (1) Hoi ching
ngung thd khi ngi va amydale nho, (2) Hoi ching ngung tho khi nga t6n du sau phau thuat cat amydale
va nao VA, va (3) bénh nhan c6 yéu té nguy co cao cua hoi chimg ngung thd ton du truéc phiu thuat.
Yéu t6 nguy co cao gom: (1) AHI > 10/gid, (2) béo phi, (3) bt thuong so mat, (4) bat thuong than kinh

CO.
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DRUG - INDUCED SLEEP ENDOSCOPY PROCEDURE IN RESIDUAL OSA POST
ADENOTONSILLECTOMY (AT)

HO THIEN HUONG MD, TRAN ANH TUAN PHD
Abtract

Obstructive sleep apnea (OSA) affects approximately 1.2% to 5.7% of children and is characterized by
repetitive cessations or reductions in airflow during sleep with oxygen desaturation or arousals.
Adenotonsillectomy (AT) is most commonly the first-line surgical treatment, but up to 30% of children
will have persistent OSA after AT, especially if obese, syndromic, or with other comorbid conditions. To
help guide decision making regarding the treatment of OSA in children, drug-induced sleep endoscopy
(DISE) has become increasingly popular as a method to evaluate the dynamic obstruction in the upper
airway that occurs during sleep. The ideal level of sedation for pediatric DISE is reached when the child
has audible snoring and/or an obstructive breathing pattern as well as a lack of responsiveness to the
introduction of the flexible endoscope. Propofol and dexmedetomidine were identified as the optimal
sedation agents for use in pediatric DISE. DISE was indicated in the following scenarios: (1) children with
OSA and small tonsils, (2) children with persistent OSA following AT, and (3) at the time of AT for
children at high risk of persistent OSA. The development group identified the following factors as being
associated with a high risk of persistent OSA following AT: (1) severe baseline disease, defined as an
obstructive AHI >10 events/hour; (2) obesity; (3) craniofacial syndromes, including Down syndrome; and

(4) neuromuscular disorders

Keyword: Persistent obstructive sleep apnoea (OSA), DISE procedure, myofunctional therapy, post
adenotonsillectomy (AT), craniofacial disorders.
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SIEU AM PHOI TRONG CHAN POAN VADIEU TRI BENH HO HAP TRE EM

PGS. TS PHUNG NGUYEN THE NGUYEN
TRUONG BM NHI, BAIHOC Y Duoc TP. HCM

TRUONG KHOA HOI sUc NHIEM, BVND1

Chan doan cac bénh ly cua phéi thudong gap, va doi khi nguy hiém nhu tran khi, tran dich, viém phéi, phu
phdi, bénh md ké phdi dua vao bénh str, 1am sang, va cac hinh anh hoc, ma khoang 5 nim trude day 1a
Xquang, CT. Ngay nay véi su san c6 cia siéu am, va voi wu diém khoéng xam 14n, cd thé dung gan nhu
moi noi, moi lUc nhanh chong, tién ich. Siéu am dang tré thanh 1 cdng cu manh mé cho céc nha 1am sang
dé chan doan va xir tri cac bénh cap ctru lién quan dén ho hap. Siéu am c6 do nhay, d6 chuyén gan nhur tir
90-100% trong chan doan tran khi, tran dich, dong dic, bénh md k&, viém phoi va vi vay dang duoc ding
rong réi ca nguoi 16n va tré em.

Bén canh d6, choc dan lwu mang phéi gém tran khi va tran dich mang phdi 1a tha thuat cip ctu thuong
gap, siéu am phadi co thé hitu ich nhat 1a khi tén thwong khu tra; dinh vi ton thuong va giap dinh vi vi tri
choc 1a vai tro hitu ich cua siéu am. Vi su phat trién manh mé caa cong nghé, da giap cho bac si c6 thé
tu hoc va thuc hanh cac hinh anh siéu am phéi 1 cach nhanh chéng.

C6 thé noi siéu am 1a phuong tién rat can thiét cho bac si nham nhin thay rd phoi caa bénh nhan.

LUNG ULTRASOUND IN DIAGNOSIS AND TREATMENT OF RESPIRATORY
DISEASES IN CHILDREN

PHUNG NGUYEN THE NGUYEN

Diagnosis of common, and sometimes dangerous, lung diseases such as pneumothorax, effusion,
pneumonia, pulmonary edema, and interstitial lung disease is based on history, clinical, and imaging
studies, which mainly depend on X-ray, CT. Today, with the availability of ultrasound, and its non-
invasive advantage, it can be used almost anywhere, anytime, quickly and conveniently. Ultrasound is
becoming a powerful tool for clinicians to diagnose and manage respiratory emergencies. Ultrasound has
a sensitivity and specificity of 90-100% in diagnosing pneumothorax, effusion, consolidation, interstitial
disease, and pneumonia and is therefore widely used in both adults and children.

Besides, procedures of pleural diseases including pneumothorax and pleural effusion is a common
emergency procedure, lung ultrasound can be useful especially when the damage is localized; Localizing
the lesion and helping to localize the puncture site is a useful role of ultrasound. With the strong
development of technology, doctors can quickly learn and practice lung ultrasound images on their own.

It can be said that Lung ultrasound is a very necessary means for doctors to clearly see the patient's lungs.
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VIRUS HO'P BAO HO HAP: HIEN TAI VA TUONG LAl

TS BS TRAN ANH TUAN
BENH VIEN NHI BONG 1

Virus hop bao hd hip (RSV: Respiratory syncytial virus) 1a nguyén nhan hang dau caa nhidm tring ho
hap cap tinh trén pham vi toan cau, dac biét ¢ tré nho va nguoi 16n tuoi. Muc tiéu cua bai tong quan nay
nham cap nhat céc kién thirc vé dich té hoc, chan doan, diéu tri va dy phong nhiém RSV & tré em.

V& dich té hoc, trudc giai doan dai dich COVID-19, RSV 1a nguyén nhan dung hang thir tu cua DAILY
ctia moi ltra tudi. Hién nay, RSV van la nguyén nhan hang dau caa nhidém tring hd hap cap tinh, nhat 1a
nhiém tring hd hap dudi, & tré em.

Hién nay, xir tri nhiém tring RSV van dya trén viéc diéu tri nang d& bao gém cung cip oxygen, nudc, vVa
ho tro ho hap trong treong hop nang.

Thudc khang virus (khi dung ribavirine) ciing van chi gigi han cho trudng hop nhiém triing nang o tré suy
giam mién dich.

Cho dén nay, chi c6 2 khang thé don dong (mAb) khang RSV (palivizumab va nirsevimab) dugc chap
thuan cho phong ngira nghiém RSV. Palivizumab di chting minh hiéu qua trong phong ngira nhiém tring
hd hap dudi nang do RSV & tré sinh non va tré c6 nguy co cao. Nirsevimab, mAb co tac dung kéo dai,
ding 1 liéu duy nhat da duoc cho phép st dung cho tré so sinh néi chung, ca tré sinh du thang Ian sinh
non.

Sau nhiéu thap ky nghién ciru va that bai trong viéc phat trién vaccines chéng RSV, FDA di chép
thuan cho sir dung 2 loai vaccines méi (Arexvy va Abrysvo) danh cho ngudi 16n (tir 60 tudi tré 18n) va
cho thai phu (Abrysvo) dé bao vé tré tir ngay khi sinh dén 6 thang tudi.

Tir khoa: Virus hop bao hd hdp, khang thé don dong, RSV vaccines
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ABSTRACT: RESPIRATORY SYNCYTIAL VIRUS: PRESENCE AND FUTURE

TRAN ANH TUAN

Respiratory syncytial virus (RSV) is a leading cause of acute respiratory infections resulting in a
significant burden worldwide, particularly in young children and older adults. The purpose of this reviews
is update our understanding of the epidemiology, diagnosis, clinical management, and prevention of RSV
infections in children.

Before the COVID-19 pandemic, RSV represented the fourth cause of overall disability-adjusted life-
years at all ages. Actually, RSV still be a leading cause of acute respiratory tract infection, including lower
respiratory tract infection (LRTI) in children.

Currently, treatment of RSV infections relies on supportive care including supplemental oxygen,
rehydration, and mechanical ventilation when critical.

Antiviral treatment with aerosolized ribavirin is limited to severe infections in immunocompromised
patients.

Until recently, only two monoclonal antibody treatments (palivizumab and nirsevimab) are approved to
prevent RSV. Palivizumab, a multiple-dose monoclonal antibody (mAb) has been available for
immunoprophylaxis against severe RSV-related lower respiratory tract illness in premature and other
high-risk infants. More recently, nirsevimab, a longer-lasting, single-dose mAb for the general infant
population (preterm and term infants) was approved.

After decades of study and failed attempts at developing RSV vaccines, FDA approve two vaccines
(Arexvy and Abrysvo) for adults aged 60 and older and for pregnant women (Abrysvo) to protect infants
from birth up to 6 months of age.

Key words: Respiratory syncytial virus (RSV), monoclonal antibodies, RSV vaccines.
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ROI LOAN DI TRUYEN CUA PROTEIN SURFACTANT
TRONG BENH PHOI KE O’ TRE EM: BAO CAO HAI TRUO'NG HOP

NGUYEN TH/ THU SUONG1, TRAN ANH TUAN1,2

Tom tit

Gi6i thiéu: Réi loan chirc ning protein cua surfacctant do di truyén gay ra boi su rdi loan céc bién thé
trinh ty DNA trong gen ma hda cac protein quan trong cho viéc san xuit va hinh thanh chirc ning cua
surfactant. Nhiing rdi loan hiém gip nay c6 lién quan dén tinh trang suy hd hap va bénh phdi k& ¢ tré em.
Dot bién trong gen ma hda protein cua surfactant C (surfactant proteins SP-C) va chat van chuyén
phospholipid ABCA3 (member A3 of the Adenosine-Triphosphate Binding Cassette family), c6 lién quan
dén tinh trang suy ho hap va bénh phoi ké ¢ tré em. Sy biéu hién chuc ning ctia cac protein nay duoc diéu
hoa trong qua trinh phat trién va ting theo tudi thai, cd vai trd quan trong cua chirc ning surfactant tré sau
sinh. Surfactant 1a mot phic hop doc dao giira lipid va protein 1am giam stic cing bé mat & bé mat phan
cach khong khi-dich trong phé nang, ngan ngtra xep phoi vao cudi thi th ra. Nhin chung, dot bién gen
SFTPC (SP-C) thudng lién quan dén bénh phoi k& & tré em, va nguoi 16n, dot bién & gen ABCA3 ¢ lién
quan dén ca hai kiéu hinh suy hé hap gay tir vong ¢ giai doan so sinh va bénh phdi k& ¢ tré em, va ngudi
lon.

Phwong phap: Chlng tdi md ta 1am sang va két qua diéu tri ciia 2 ca bénh c6 mang dot bién gen
SFTPC, ABCA3

Két luan: Bénh do dot bién & SFTPC hoic ABCA3 dai dién cho ba co ché riéng biét dan dén réi loan
chuc ning té bao biéu mé phdi va surfactan. Cac co ché gay bénh lién quan dén dot bién SFTPC hoic
ABCAZ3 cho thiy su két hop giita nén tang di truyén cua tirng ca nhan va céc yéu tb maéi trudng gop phan
phan 16n vao su bién doi da dang cua biéu hién 1am sang. Tré em méc bénh phdi moé k& khdng rd nguyén
nhan nén duoc kiém tra cac bat thuong di truyén SFTPC hoic ABCA3

Tir khoa: Gen protein C surfactan SP-C (SFTPC), chat van chuyén phospholipid A3 (ABCA3), bénh phoi
k& o tré em
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GENETIC DISORDERS OF SURFACTANT PROTEINS
IN CHILDREN INTERSTITIAL LUNG DISEASES:TWO CASES REPORT

NGUYEN THI THU SUONG1 , TRAN ANH TUAN1,2
1 ScHoOL OF MEDICINE, VIETNAM NATIONAL UNIVERSITY HO CHI MINH CITY, VIETNAM
2 CHILDREN’S HOSPITAL 1, HO CHI MINH CITY, VIETNAM

Abstract

Background: Genetic surfactant dysfunction disorders are caused by DNA sequence variants in genes
encoding proteins critical for the production and function of pulmonary surfactant. These rare disorders
may produce familial or sporadic lung disease, with clinical presentations ranging from neonatal
respiratory failure to childhood- or adult-onset interstitial lung disease. Mutations in the genes encoding
the surfactant protein C (SP-C) and the phospholipid transporter, ABCAS3, are associated with respiratory
distress and interstitial lung disease in the pediatric population. The surfactant proteins are
developmentally regulated, such that their expression increases in later gestation. Pulmonary surfactant is
a unique mixture of lipids and proteins that reduces surface tension at the air-liquid interface, preventing
collapse of the lung at the end of expiration. In general, mutations in the SP-C gene SFTPC are more
commonly associated with interstitial lung disease in older infants, children, and adults. Mutations in the
ABCA3 gene are associated with both phenotypes: fatal respiratory distress in the neonatal period and
interstitial lung disease in older infants, children, and adults. Methods: two cases presentation, we
describe two patients carrying the SFTPC, ABCA3 mutation, clinical course, and outcome. Conclusions:
Disease due to mutations in, SFTPC or ABCAS3 represents three distinct mechanisms that lead to
pulmonary epithelial cell and surfactant dysfunction. The disease mechanisms associated with SFTPC or
ABCA3 mutations suggest that the combination of individual genetic background and environmental
factors contribute largely to the wide variability of clinical expression. Infants, children with ILD
(interstitial lung disease) of unknown etiology should be investigated for SFTPC or ABCA3 genetic
abnormalities.

Keywords: SP-C surfactant protein C gene, the gene for ATP-binding cassette transporter A3 (ABCA3),
children interstitial lung disease

Khoa Y, PHQG TPHCM
2 Bv Nhi Béng 1
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TOM TAT
LUA CHON KHANG SINH PIEU TRI NHIEM KHUAN GRAM AM DA KHANG
TRONG VIEM PHOI BENH VIEN/ VIEM PHOI THO' MAY

LE TIEN DUNG*

Ngay nay, vi khuan gram am da khang khang sinh 13 tac nhan gy bénh thudng gap ¢ bénh vién va cac co
s& cham soc y té khéc ¢ nhiéu qudc gia. KPC Klebsiella pneumonia dau tién phat hién va lan rong toan
cau va hién dang 1a ving dich té & Hoa ky, Hy lap, Israel, Italia. NDM Enterobacteriacea va OXA-48
Klebsiella pneumonia dang lan tran tir Nam A va Bic My. CPE d& khang véi hau nhu tit ca khang sinh,
cho théy tiép can diéu tri hién nay 1a khong du va can hiéu chinh lai. Cac CPE hau nhu d& khang vai tat
ca beta- lactams bao gom carbapenem va nhiéu nhom khang sinh khéac. Tt suét 1én dén 40%.

Tai Viét Nam, céc vi khuan gram am da khang khang sinh trong cac nhidm khuan bénh vién néi chung va
viém phoi bénh vién/ Viém phoi thé may noi riéng cling dang gia tang tram trong , 1am cho viéc dicu tri
rat kho khan va gia tang ti 1€ tir vong

Dé dat duoc hiéu qua diéu tri tdi da vai cac CPE, liéu lugng khang sinh can duoc tdi uvu dya trén dit ligu
dugc dong/ duoc luc hoc, dac biét doi véi colistin va carbapenems; va phoi hop khang sinh t6i wu can
duoc xem xét.

Céc khuyén céo tir IDSA va ESCMID nim 2022 da dua ra huéng dan lya chon khang sinh/phdi hop khang
sinh trong diéu tri cac chung vi khuan Gram 4m da khang. Mot s6 noi dung quan trong can luu y trong
cac khuyén cdo nay: Vai tro cua céc khang sinh beta — lactam méi. Phdi hop khéng sinh véi khang sinh
beta — lactam mai trong mot sé truong hop. Sir dung don tri lidu trong cac trudng hop phi hop (ding
khéng sinh mai, ¢6 bang ching vi khuan con nhay véi khang sinh). Sir dung khéang sinh theo PK/PD (liéu
cao, truyén kéo dai). Sy can thiét cua gia tri MIC va cac xét nghiém xac dinh co ché dé khang
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PATIENTS

260 bénh nhan ngoai tra duge chan dodn COPD
tinh toén}
e nding ho hiip bing ho hip ké

COMPARISON

Nhom bénh nhan su dung bigt duge goc
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INTERVENTION
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KET LUAN TU NGHIEN cUU
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VINSALPIUM CO HIEU QUA
VA TINH AN TOAN

KHONG THUA KEM
BIET DUGC 60C
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THONG TIN SAN PHAM VINSALPIUM

DUNG DICH KHi DUNG

VINSALPIUM

"Thudc nay chi diing theo dan thuéc”

“Dé xa tam tay tré em”

“Doc ky hudng dan sir dung trude khi ding”

Thanh phan cdng thic cia thuéc: Cho 01 6ng 2,5 ml chia:

Thanh phén duge chat:

Salbutamol (dudi dang salbutamol sulfat) 25mg
Ipratropium bromid (dudi dang ipratropium bromid monohydrat)..0,5 mg

Thénh phén ta duge:

Natri clorid, dung dich HCI 1N, nudc dé pha thudc tismvd.......... 25ml

Dang bao ché:

Dang bao ché: Dung dich khi dung.

Hinh thirc: Ché phdm la dung dich trong, dugc dong trong dng thiy tinh, han kin,
khéng ran nit, khdng den dau.

pH=30+50

Chi dinh:

Kiém soat co that phé quan c6 hbi phuc do bénh Iy tac nghén duong ho hap o
nhimg bénh nhan can nhigu hon mot thude gidn phé quan.

Ligu ding - cach dung:

Lidu ding - cich ding:

Liéu ding:

Viéc digu trj cén duge thuc hién dudl sy gidm sat cla cdn b y 1€, vi dy nhu &
bénh vién. Viéc diéu trj tai nha co thé dugc khuyén céo trong cac trudng hop
ngoal Ié (cac triéu chimg néng hogic bénh nhan cé kinh nghiém can ligu cao hon)
khi thudc gian phé quan chu van beta tac dung nhanh ligu thap khong di cung cép
et trg sau khi 43 hi § ki€n bac s7 c6 kinh nghiém.

Viéc digu tri bang dung dich khi dung Vinsalpium nén dugc bat dau vdi liéu thap
nhét duge khuyén cdo (1 6ng/lan). Trong truing hop ning, néu khéng cat duge
con, co thé can ding dén dng thir 2. Can ngirmg thuBc ngay khi cat con,

Ligu dugc khuyén céo la:

Ngudi 16n (bao gbm ngudi cao tudi va tré em trén 12 tudi):

1 6ng/lan x 3 - 4 [an/ngay.

Tré em dudi 12 tudi: o Chi phl'

Do thiéu thong tin vé st dung dung dich khi dung Vinsalpium trén tré em nén sare 0 sa

khéng chi dinh thudc nay cho bénh nhan dudl 12 i, "Et klem hq"
Bénh nhan suy than, suy gan: biét dugc goc

Vinsalpium chua duge nghién ciu sir dyng trén bénh nhan suy thén, suy gan. Do
do, nén than trong khi diing thudc trén cac dai twong nay.

Céch ding:
Thudc don ligu chi dugc dung dé hit vai may khi dung thich hop hodic bing may 25%

the ap luc duong ngat quang, khong durge udng hodc tiém.

Khéng can pha loéng dung dich trong dng don Iiéu dé khi dung.

Nén sir dung ngay sau khi md dé tranh nhiém khugn. Logi bé lugng thudc du thira
con lai trong ng. Khing o yéu cdu dac bigt vé xir Iy thudc sau khi sir dung.
Khéng nén trdn Vinsalplum véi cée thuce khic trong ciing mdt dung cy khi dung.




CA LAM SANG VIEM PHOI BENH VIEN DO ACINETOTBACTER BAUMANII,
HU'O'NG TO'I PIEU TRI TRUNG PICH VA VAI TRO CUA BETALACTAM/UC CHE
BETALACTAMASE THE HE MOl

TS.BS BUI TH/ HANH DUYEN

Ca lam sang: Bénh nhan (BN) nir 90 tudi, vira duoc xuét vién tai mot bénh vién (BV) dia phuong voi
chan doan viém phdi bénh vién, suy tim, ting huyét &4p, sau md thay khop hang do gy lién mau chuyén
xuong dui bai tai nan sinh hoat véi thoi gian nam vién 23 ngay. BN duoc xuét vién va tiép tuc diéu trj tai
nha véi thé oxy qua cannula miii 2-31/phit va tiép tuc duoc dung khang sinh ertapenem, teicoplanin va
levofloxacin. Sau xuat vién 1 ngay, BN khd tha, thd co kéo, dam khé khac, sét khdng rd nhiét do. BN
dugc rat duong truyén tinh mach trung tm & tinh mach canh trong va duoc cdy ciing nhu lam PCR. Két
qua ban dau cho thiy c6 cau khuan gram &m nghi Acinetobacter baummannii va vi nam. BN c6 tién cin
tang huyét ap diéu tri Amlodipin 5mg/ngay va thuyén tic phéi cach day 5 nam, hién dang diéu tri Xarelto
10mg/ngay. BN dugc nhap Khoa Cip ctru BV Pai hoc Y Dugc thanh phd Ho Chi Minh trong tinh trang
lo mo, suy ho hap can hd trg oxy mask tai 101/pht. Xquang phéi thAm nhiém lan toa hai phé truong. BN
duoc chan doan Viém phdi bénh vién, nhiém khuan huyét lién quan dén catheter va theo ddi nhidm nam
mau. BN dugc diéu tri khang sinh meropenem + colistin + caspofugin + enoxaparin va thd oxy dong cao
(HFNC) véi flow 60% va FiO2 60%. BN duoc lay dam 1am film arrays cho két qua Acinetobacter
baumannii >=10" va c6 gen khang thuéc NDM. BN duoc dbi sang khang sinh Ceftazidim/avibactam +
colistin va tiép tuc caspofungin. Két qua ciy dam sau d6 cho két qua Acinetorbacter baumanii khang
meropenem (MIC>32) va ampicillin/sulbactam (MIC>16/8). Dién tién BN tri gi4c cai thién, FiO2 duoc
giam dan. Tuy nhién, sau 8 ngay nhap hoi sirc BN phai dat ni khi quan do chay mau miii lwong nhiéu véi
muc dich bao vé duong the. BN duoc rut noi khi quan vao ngay thir 16 (thoi gian thd may 8 ngay), dugc
chuyén khoa Ho hap vao 19 ngay va duoc xuat vién vao 25 ngay sau nhap vién. Thoi gian sir dung khang
sinh 15 ngay.

Ban luan: Theo hudng dan diéu tri caa Hoi bénh Iy nhidm tring Hoa ky (IDSA) 2023, khuyén céo khdng
sir dung don tri liéu ma can phdi hop sir dung hai loai khang sinh trong diéu tri Acinetorbacter baumanii
khéng carpapenem (CRAB). Mot s6 khang sinh duoc st dung dé diéu tri CRAB bao gom sir dung
amipicillin/sulbactam véi liéu subactam tir 6-9 g/ ngay. Colistin ciing 14 thudc thuong dugc sir dung phdi
hop trong diéu tri CRAB. Céc thudc khac c6 thé dugc chon lya nhu minocycline lidu cao hay tigecycline
lieu cao. Céc khang sinh méi nhu Cefiderocol thi duoc khuyén céo gigi han trong truong hop diéu tri
CRAB kém dap tng hay cac khang sinh khac khang hay khdng dung nap. Mot sé diéu tri khac dé nghi st
dung trong diéu tri CRAB nhu: KHONG dé nghi sir dung meropenem hozc imipenem-cilastatin liéu cao
va truyén kéo dai; KHONG dé nghi str dung rifabutin hoic cac rifamycin khac va KHONG d& nghi sir
dung thudc khang sinh duong khi dung. Phdi hop ceftazidime/avibactam va colistin trong diéu tri vi khuan
gram am khéang carpapenem ciing cho thiy dat hiéu qua khoang 70% trong mét sé nghién ciru. Viéc sir
dung cac phuwong phap nhan dién vi khuan va gen khang thudc sém gitip dinh huéng chon lya khang sinh
ban dau trang dich ngay tir dau gidp rdt ngan thoi gian sir dung khang sinh va ting kha ning diéu tri thanh
cong.
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Két luan: Can phdi hop sir dung khang sinh trong diéu tri CRAB. St dung cac phuong phap nhan dién vi
khuan va gen khang thudc sém gitip dinh hudng chon lra khang sinh ban dau tring dich. Str dung phdi
hop ceftazidime/avibactam va colistin cho thdy cé hiéu qua trong diéu tri CRAB.

Tai liéu tham khao:

1. Tamma PD, Aitken SL, Bonomo RA, Mathers AJ, van Duin D, Clancy CJ. Infectious Diseases
Society of America Antimicrobial-Resistant Treatment Guidance: Gram-Negative Bacterial
Infections. Infectious Diseases Society of America2023; Version 3.0. Available
at https://www.idsociety.org/practice-quideline/amr-guidance/.

2. Zheng, Z., Shao, Z., Lu, L. et al. Ceftazidime/avibactam combined with colistin: a novel attempt
to treat carbapenem-resistant Gram-negative bacilli infection. BMC Infect Dis23, 709 (2023).
https://doi.org/10.1186/s12879-023-08715-w

3. Junyan Qu, Jian Xu, Yanbin Liu, Chenggong Hu, Cejun Zhong, Xiaoju Lv. Real-world
effectiveness of ceftazidime/avibactam versus polymyxin B in treating patients with carbapenem-
resistant Gram-negative bacterial infections. International Journal of Antimicrobial Agents,
Volume 62, Issue 2, 2023, https://doi.org/10.1016/j.ijantimicag.2023.106872.

4. Bartal, C., Rolston, K.V.I. & Nesher, L. Carbapenem-resistant Acinetobacter
baumannii:Colonization, Infection and Current Treatment Options. Infect Dis Ther 11, 683-694
(2022). https://doi.org/10.1007/s40121-022-00597-w
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ABSTRACTANTIBIOTIC CHOICES FOR TREATMENT OF
MULTIDRUG RESISTANT GRAM NEGATIVE BACTERIA IN HOSPITAL
ACQUIRED PNEUMONIA - VENTILATOR ASSOCIATED PNEUMONIA

BUI THI HANH DUYEN

Nowaday, multidrug resistant gram negative bacteria encountered routinely in hospitals and other
healthcare facilities in many countries. KPC- producing Klebsiella pneumonia was the first to emerge and
spread globally and is endemic in the United States, Greece, lIsrael, Italia. NDM- producing
Enterobacteriacea and OXA-48- producing Klebsiella pneumonia appear to be disseminating from South
Asia and Northern Africa. CPE are resistant to almost all available antibiotics, indicating that the current
therapeutic approaches are inadequate and must be revised. CPE almost always resistant to all beta-
lactams including carbapenems and many other classes. Mortality reaches up to 40%.

In Vietnam, multidrug resistant gram negative bacteria in hospital- acquired pneumonia / Ventilator —
associated pneumonia in particular are also on the rise, making treatment very difficult and increasing the
death rate.

To optain the maximal benefit from the limited options available, dosing of antimicrobial agents should
be optimized based on pharmacokinetic/pharmacodynamic data, especially for colistin and carbapenems;
and optimal combination antimicrobial therapy must be defined.

Recommendations from IDSA and ESCMID in 2022 provide guidelines for antibiotic
selection/combination in the treatment of multidrug — resistant Gram-negative bacteria. Some important
points to note in these recommendations: The role of new beta-lactam antibiotics. Combination of
antibiotics with new beta-lactam antibiotics in some cases. Use monotherapy in appropriate cases (using
new antibiotics, with evidence that bacteria are still sensitive to antibiotics). Use antibiotics according to
PK/PD (high dose, prolonged infusion). Necessity of MIC values and tests to determine resistance
mechanisms.

Tai liéu tham khao

1. Andre C. Kalil, Mark L. Metersky,Michael Klompas, et al. Management of Adults With Hospital-
acquired and Ventilator-associated Pneumonia: 2016 Clinical Practice Guidelines by the Infectious
Diseases Society of America and the American Thoracic Society

2. Pranita D.Tamma, Samuel L.Aitken, Robert A. Bonomo, et al, Infectious Disease Society of America
2022 Guidance on the treatment of Extended Spectrum - lactamase —Producing Enterobacterales ESBL-
E), Carbapenem — Resistant Enterobacterale (CRE), and Pseudomonas aeruginosa with Difficult — To-
Treat Resistance (DTR- P.aeruginosa).

3. Pranita D.Tamma, Samuel L.Aitken, Robert A. Bonomo, et al, Infectious Disease Society of America
Guidance on the treatment of AmpC B- lactamase —Producing Enterobacterales, Carbapenem — Resistant
Acinetobacter baumannii, and Stenotrophomonas maltophilia infections.

* PGS TS BS; Khoa hd hd’p BV Dai hoc Y Duwoc TPHCM; Email: dr.ledungcuc@gmail.com; DTDD:
0962265264.
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PIEU TRI VIEM PHOI DO TU CAU KHANG METHICILLIN: THAY GI QUA CA
LAM SANG?

DUONG MINH NGOC
Tom tit

Tu cau khang methicilline (MRSA) khong phai la tac nhan gy viém phéi thuong gap. Bénh nhan nam,
63 tudi, nhap vién vi ho ra mau va sét. Tién can dai thao dudng tip 2, ting huyét ap. Trudc nhap vién 1
tuan, bénh nhan c6 cac triéu chang caa nhidm siéu vi hd hap trén, sau d6 khoi phat cac triéu ching cua
nhiém tring hd hap dudi. X quang nguc ghi nhan hinh anh déng dic cé tao hang ¢ thuy dudi phdi phai.
Bénh nhan duogc diéu tri khoi dau theo kinh nghiém véi piperacillin/tazobactam va vancomycin, nhung
sau 3 ngay diéu tri bénh nhan van con sbt, sau dé piperacillin/tazobactam dugc thay thé bang meropenem.
Két qua ciy dam duong tinh voi MRSA nhay vancomycin, linezolide. Bénh nhan van con sbt, vancomycin
duoc doi thanh linezolide. Bénh nhan giam sét, suy hd hap cai thién va dugc xuit vién. MRSA 1a tc nhan
nén nghi ngd khi bénh nhan nhidm trung hd hip duéi c6 ho ra mau, c6 hinh anh tao hang trén X quang
nguc. Khang sinh dugc khuyén céo dau tay theo hudng din diéu tri viém phdi cia IDSA/ATS hay ERS
la vancomycin hay linezolide.

METHICILLIN-RESISTANT S.AUREUS PNEUMONIA TREATMENT: A CASE
REPORT

DUONG MINH NGOC
Abtract

The methicillin-resistant S. aureus (MRSA) is an uncommon pathogen that causes pneumonia. A 63-year-
old man was admitted due to hemoptysis and fever. He has a diabetes mellitus and hypertension. One
week before admission, the patient had symptoms of an upper respiratory tract infection and
then symptoms of a lower respiratory tract infection. A chest X-ray revealed consolidation with a cavitary
located in the lower lobe of the right lung. The patient was initially treated empirically with
piperacillin/tazobactam and vancomycin, but after 03 days of treatment, the patient was still febrile, so
piperacillin/tazobactam was replaced with meropenem. The sputum culture result was positive for MRSA,
which is sensitive to vancomycin and linezolide. But the patient still had a fever, vancomycin was changed
to linezolide. The fever subsided, the respiratory failure improved, and he was discharged from the hospital
after undergoing 18 days of treatment. A pneumonia patient who coughs up blood and has a cavitary on a
chest X-ray should be suspected of MRSA. According to the IDSA/ATS or ERS guidelines, vancomycin
or linezolide is the first-line antibiotic recommended for treating such pneumonia.
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KHAO SAT HIEU QUA SU DUNG KHANG SINH CEFTAZIDIM/AVIBACTAM
TRONG PIEU TRI NHIEM TRUNG BOI NHIEM & BENH NHAN COVID-19
TAI BENH VIEN BENH NHIET DOl

HO QUANG MINH 1, VO TH/ THUY NGA 2, HA TH/ CAM TU2, HUYNH PHUONG THAO1,
NGUYEN PHU HUONG LAN1
TOM TAT

Mé dau: Nhidm khuan do vi khuan Gram am khang carbapenem Ia mot thach thic bénh tat hién nay, dic
biét 1a trong dai dich COVID-19. Ceftazidim/avibactam (CZA) la mét khang sinh méi trong diéu trj vi
khuan Gram am khang carbapenem. Nghién ctu nham khao sat hiéu qua sa dung khang sinh
ceftazidim/avibactam trong diéu tri nhidm tring boi nhidm & bénh nhan COVID-19 tai Bénh vién Bénh
Nhiét déi.

P6i twong va phwong phap nghién ciru: Nghién ciru cat ngang mo ta duoc tién hanh trén 118 bénh nhan
COVID-19 nhiém tring boi nhiém cé chi dinh diéu tri ceftazidim/avibactam tir thang 06/2021 dén thang
06/2022.

Két qua: Tudi trung vi caa bénh nhan trong nghién ctu 1a 58. Bénh nhan cé chan doan viém phdi chiém
ty 1& cao nhat trong mau nghién cau (77,12%). K. pneumoniae 1a vi khuan phé bién nhat trong mau bénh
pham véi ti 18 75,21%. Trong mau bénh pham, dugc xac dinh, trong d6 phan 16n 13 OXA-48 (96,67%).
Trung vi thoi gian st dung CZA 1a 10 ngdy. Hau hét bénh nhan st dung CZA phdi hop véi khang sinh
khéc (94,92%). Sau 48-72 gid ti 1& bénh nhan cd cai thién va cai thién mot phan 1am sang 1a 66,95%. Ti
1& bénh nhan cai thién vi sinh sau 7 ngay diéu tri 12 64,41%. Tudi cao, rdi loan tri giac, sc va gen OXA-
48 c6 lién quan dén két cuc tir vong sau 7 ngay diéu tri véi CZA. Sir dung CZA trén bénh nhan c6 PCR
OXA-48 duong tinh co6 thé 1am ting ty 1& sdng s6t sau 7 ngay. Tudi cao, réi loan tri giac, séc va nhidgm
tring tiéu co lién quan dén két cuc tir vong sau cling.

Két luan: CZA 1a mot trong nhitng khang sinh dugc xem xét trong diéu tri vi khuan Gram am da khang,
dac biét trén CRE sinh OXA-48 carbapenemase.

Tir khoa: ceftazidim/avibactam, hiéu qua diéu tri, nhiém trang bdi nhiém, COVID-19
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EFFICACY OF CEFTAZIDIME/AVIBACTAM IN THE TREATMENT OF
SUPERINFECTION IN COVID-19 PATIENTS AT HOSPITAL FOR TROPICAL
DISEASES

HO QUANG MINH 1, VO TH/ THUY NGA 2, HA TH/ CAM TU2, HUYNH PHUONG THAO1,

NGUYEN PHU HUYONG LAN1

ABSTRACT

Introduction: Carbapenem resistant Gram-negative bacteria (CRGNB) are a pressing infectious disease
challenge, especially in the COVID-19 pandemic. According to IDSA, ceftazidime/avibactam (CZA) is
CRGNB. This study aimed to investigate the effectiveness of CZA in the treatment of in COVID-19
patients.

Materials and methods: A cross-sectional descriptive study was conducted in 118 COVID-19 patients
with who indicated CZA treatment from 06/2021 to 06/2022.

Results: The median age of patients in the study population was 58. Most patients were diagnosed with
pneumoniae (77.12%). K. pneumoniae was the most common bacteria in the specimen (75.21%).
Carbapenemase genes were detected in 60 specimens, of which the majority was OXA-48 (96.67%). Most
patients received CZA as combination (94.92%) and the median duration of treatment with CZA was 10
days. After 48-72h, the clinical improvement was 66.95%. After 7 days, the microbiological improvement
was 64.41%. Age > 60, unconsciousness, shock, and OXA-48 were associated factors with mortality after
7 days of treatment with CZA. Using CZA in patients with positive PCR OXA-48 may increase survival
at 7 days. Elderly patients, unconsciousness, shock, and urinary tract infection (UTI) were associated with
mortality outcome.

Conclusion: CZA is one of the antibiotics considered for treatment CRGNB, especially in CRE producing
OXA-48 carbapenemase.

Key words: ceftazidime/avibactam, efficacy, superinfection, COVID-109.
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CAP NHAT GOLD 2024

BSCK2 NGUYEN DINH DUY

Tom tit

Bénh phdi tic nghén man tinh 12 mot ganh nang vé x4 hoi ciing nhu vé kinh té trén todn cau va ciing la
mét trong nhitng nguyén nhan gay tir vong hang dau trén thé gisi cling nhu tai Viét Nam . Ganh ning
COPD s& ngay cang gia ting néu viéc tiép xdc véi cac yéu té nguy co khong duoc cai thién

Chién luoc toan cau vé chan doan , diéu tri , duy phong COPD phién ban 2024 tiép tuc cung cap cac danh
gi& khach quan va nhirng chirng cé hién hanh giap cho cac bac si trong thuc hanh 1dm sang .

Nhitng cap nhat méi quan trong trong GOLD 2024 bao gom : su lan rong nhém bénh nhan PRISm, bénh
nhan cang phong phoi ; nghiém phép thim do chirc nang ho hap ; cac bang chang vé vai trd BCAT trong
tién luong hiéu qua ICS trong diéu tri COPD ...

UPDATE GOLD 2024

NGUYEN DINH DUY MD

Abstract

Chronic obstructive pulmonary disease is a global social and economic burden and is also one of the
leading causes of death in the world as well as in Vietham. The burden of COPD will increase if exposure
to risk factors is not improved

The 2024 Global Strategy for Diagnosis, Treatment, and Prevention of COPD continues to provide
objective assessments and current evidence to assist physicians in clinical practice.

Important new updates in GOLD 2024 include: the expansion of the PRISm patient group, patients with
pulmonary hyperinflation; pulmonary function testing; Evidence on the role of blood Eosinophile count
in predicting the effectiveness of ICS in COPD treatment..
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Nghién ciu
NGHIEN CU'U LAM SANG U'NG DUNG VINSALPIUM TRONG PIEU TRI BENH
PHOI TAC NGHEN MAN TiNH (COPD): DANH GIA NGAN HAN VA SO SANH
VO MOT THUOC GOC CUNG DU'O'C CHAT

TS.BS. NGUYEN VAN THANH (1) (*); PGS.TS.BS. DINH NGOC SY (2); PGS.TS.BS. TRAN VAN NGOC (3);
PGS.TS.BS. NGUYEN THANH HOI (4); TS.BS. CAO TH/ MY THUY (5); BS. CKIl NGUYEN DINH Duy (6) ;
THS.BS VU VAN THANH (7)

Toém tit:

Dt vin dé va muc tiéu: Vinsalpium 1 thuc ddn phé quan tac dung ngan két hop (kich thich thy thé betay
adrenergic va khang thu thé cholinergic), da duoc san xuét trong nudc véi quy trinh chuan quéc té dudi
dang dung dich khi dung, da duoc cip phép luu hanh ¢ Viét Nam (SPK: VD-33654-19). Nghién ctru nay
nham danh gia ngan han hiéu qua cua thudc trén bénh nhan COPD (dot cap va khong dot cap) vé hiéu qua
s dung trén 1am sang, chic nang va tac dung phu khi sir dung thudc so véi thudc goc cung dang
(Combivent , Boehringe Ingelheim). Péi twong va phwong phdp: Bénh nhan nghién ctru dugc thu nhan
tir 5 co s diéu tri 6 hoat dong chuyén khoa hd hap phan bé toan qudc. Cac truong hop duoc thu nhan
vao nghién ctru 1a cac trudng hop c6 chan doan COPD. Bénh nhan dugc chia thanh 2 nhém ngau nhién,
mdi nhom s& dugc khi dung 1 lidu hoac thudc nghién ciu (vinsalpium) hoic thudc ching (combivent).
Pénh gid triéu chang 1am sang va chirc nang hd hip trudc thude va sau thude duoc so sénh gitta hai nhom.
Két qud va ban lugn: C6 260 bénh nhan vao nghién ciu, mdi nhém 130 bénh nhan. Sé bénh nhan dang
duoc quan 1y va c6 do chirc ning 1a: 74,2%, khong do 1a: 3,8%. S6 bénh nhan nhiéu dot cap la: 119
(45,8%), sb bénh nhan c6 it nhat 1 dot cap nang nhap vién 1a: 104 (40,00%). S6 bénh nhan di kham theo
lich hen 1a: 163 (67,20%). S6 bénh nhéan da st dung thudc (gom it nhat mot trong sé thude dan phé quan
tac dung ngan, thubc dan phé quan tac dung dai va corticosteroid) trude khi kham 1a: 213 (82,00%). Diém
VAS trung binh truéc thube 1a: 4,50. Ty 1& X-quang c6 ton thuong lao cii 1a: 33 (12,70%). Khong c6 su
khac biét vé dic diém bénh nhan vao nghién cau giira hai nhém (ngoai trir sé bénh nhan cé ton thuong
lao cii két hop nhiéu hon & nhém sir dung thudce nghién ciu (p=0,005). Hiéu qua va tinh an toan cua thudc
nghién ciru (Vinsalpium) so vai thudc chimng (Combivent) 1a twong duong. C6 khac biét véi mire do khong
cao ddi voi tinh 6n dinh cua huyét ap trudc va sau sir dung thude, diém VAS sau thude va diém VAS
phong van qua dién thoai vu thé nghiéng vé thudc nghién ciu (gia tri p lan luot 14 0,03; 0,028 va 0,013).
Két lu@n: Trén 260 bénh nhan nghién ciru trong d6 hau hét da dugc chan doan xac dinh, dang duoc quan
1y va diéu tri cho thay c6 nhitng dic rat can duoc luu ¥ vé chi dinh str dung thude, hiéu qua diéu tri va chi
s6 BMI. Khdng c6 su khac biét vé dic diém bénh nhan vao nghién ciru giira hai nhém (ngoai trir s6 bénh
nhan c6 ton thuong lao cii két hop nhiéu hon & nhém sir dung thude nghién ciu). Hiéu qua va tinh an toan
cua thudc nghién cau (Vinsalpium) so véi thudc ching (Combivent) 13 twong duong. Co khac biét Voi
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murc 6 khong cao ddi véi tinh on dinh caa huyét ap trudc va sau sir dung thude, diém VAS sau thudc va
diém VAS phong véan qua dién thoai wu thé nghiéng vé thuéc Vinsalpium.
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CLINICAL STUDY OF VINSALPIUM APPLICATION IN THE TREATMENT OF

CHRONIC OBSTRUCTION PULMONARY DISEASE (COPD): A SHORT-TERM

EVALUATION AND COMPARISON WITH A GENERIC DRUG OF THE SAME
PHARMACEUTICAL SUBSTANCE

NGUYEN VAN THANH (1) (*); DINH NGoC SY (2); TRAN VAN NGOC (3); NGUYEN THANH Hol (4); CAO THI MY
THUY (5); NGUYEN DINH DUY (6); VU VAN THANH (7)

Abstract:

Background and objectives: Vinsalpium is a combined short-acting bronchodilator (beta2 adrenergic
receptor stimulator and cholinergic receptor antagonist), produced domestically with international
standard processes in the form of an aerosol solution, has been licensed for circulation in Vietnam
(Register: VD-33654-19). This study aims to evaluate the short-term effectiveness of the drug on COPD
patients (acute exacerbation and stable COPD) in terms of clinical effectiveness, functionality and side
effects when using the drug compared to the original drug of the same form (Combivent, Boehringe
Ingelheim). Subjects and methods: Study patients were recruited from 5 treatment facilities with
respiratory specialist activities distributed nationwide. The cases included in the study were cases with a
diagnosis of COPD. Patients are divided into 2 random groups, each group will receive 1 dose of either
the study drug (vinsalpium) or the control drug (combivent). Assessment of clinical symptoms and
respiratory function before and after the drug was compared between the two groups. Results and
discussion: There were 260 patients in the study, 130 patients in each group. The number of patients being
managed and having function test is: 74.2%, but not yet test is: 3.8%. The number of patients with multiple
exacerbations was: 119 (45.8%), the number of patients with at least 1 severe exacerbation hospitalized
was: 104 (40.00%). The number of patients going for examination according to appointment is: 163
(67.20%). The number of patients who used medication (including at least one of short-acting
bronchodilators, long-acting bronchodilators, and corticosteroids) before examination was: 213 (82.00%).
The average VAS score before medication was: 4.50. The proportion of X-rays containing old tuberculosis
lesions is: 33 (12.70%). There were no differences in patient characteristics at study entry between the
two groups (except that the number of patients with combined old tuberculosis lesions was greater in the
group using the study drug (p=0.005). Efficacy and safety of the study drug (Vinsalpium) compared to the
control drug (Combivent) are equivalent. There is a small difference in the stability of blood pressure
before and after using the drug, the VAS score after the drug and the interview VAS score via phone, the
advantage is in favor of the study drug (p-values are 0.03, 0.028 and 0.013, respectively). Conclusion:
Over 260 research patients, most of whom have been diagnosed, are being managed. and treatment showed
that there are important characteristics that need to be noted in terms of drug indications, treatment
effectiveness and BMI. There were no differences in patient characteristics in the study between the two
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groups (except for the number of patients). Patients with old tuberculosis lesions were more likely to be
in the group using the study drug). The effectiveness and safety of the study drug (Vinsalpium) compared
with the control drug (Combivent) are equivalent. There is a small difference in the stability of blood
pressure before and after using the drug, the VAS score after the drug and the VAS score by phone
interview favoring the drug Vinsalpium.
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DU LIEU MG VE VIEM PHOI CONG PONG
KET QUA NGHIEN CU'U ACCESS DA DANG TAI TREN TAP CHI

LANCET RESPIRATORY MEDICINE'

Téu chi gop chinh* dat dudgc vdi lgi ich dang ké & nhom bénh nhan dugc

uong clarithromycin trén nén diéu trj chuan so véi nhom bénh nhan dugc

diéu tri chuan kem gia dugc

CLARITHROMYCIN THUC PAY PAP UNG LAM SANG SOM VA

GIAM TINH TRANG VIEM TRONG VIEM PHOI MAC PHAI CONG DONG CO BIEU
HIEN NHIEM TRUNG HUYET TREN NEN DIEU TR| CHUAN .!

Piéu tri chuan
+

+
CLARITHROMYCIN PLACEBO

68% 38%

Piéu tri chuan

Trén 133 0énh nhiln

Trén 134 bonh nha
hieth® dot dugc béu chi gop chinh®

Su khac biét co y nghia thong ké : p<0,0001"

1. Giamarellos-Bourboulis et al. Lancet Respiratory Medicine. Published online Jan 3rd 2024

VIM2309154 (v1.0)




DU LIEU MG1 VE VIEM PHOI CONG PONG

KET QUA NGHIEN CUU ACCESS DA DANG TAI TREN TAP CHI
LANCET RESPIRATORY MEDICINE'

Téu chi gop chinh* dat dudc vdi lgi ich dang ké d nhom bénh nhan duogc
uong clarithromycin trén nén diéu trj chuan so véi nhom bénh nhan dugc
diéu tri chuan kem gia dugc

LO1 iCH CUA PHOI HOP CLARITHROMYCIN TRONG VIEM PHOI MAC PHAI CONG
DONG CO BIEU HIEN NHIEM TRUNG HUYET TREN NEN DIEU TRl CHUAN '

Thic day dap o'ng lam sang som’'
Giam tinh trang viém '

Giam nguy co roi loan chirfc nang co quan

va tién trién nhiém trung huyét méi

Rut ngan thai gian nam vién '

*Nghién ciu lam sang ngau nhién co doi chitng ACCESS co tiéu chi gop chinh bao gom giam miufc
do nang cua triéu chiing hé hap = 50%, giam = 30% diem SOFA, hoac dong hoc procalcitonin thuan
Igi (giam 280% so voi muc ban dau hodc procalcitonin <0.25ng/mL hoac ca hai)

Tai ligu tham khao: 1. Giamarellos-Bourboulis EJ, Siampanos A, Bolanou A, et al Clarithromycin for early anti-
inflammatary responses in community-acquired pneumonia in Greece (ACCESS). a randomised, double-biind, placebo-
controlled trial. Lancet Respir Med 2024; published online Jan 3rd 2024, https:)// dolom/10.1016/4 S2213-
2600(23)00412-5. hups://www.thelancet.com/Journals/lanres/article/PlIS2213-2600(23)0041 2-S4ulitext 2. Waterer G,
Macrol ides in commi cquired pneumonia. Comment in, Lancet Respir Med 2024, published online Jan 3rd 2024,
https://doi.org/10.1016/52213-2600(23)00412-5

VIM2309154 (v1.0)




TOM TAT
CHAN DOAN HEN: HO HAP KY, FENO HAY DAO PONG XUNG KY ?

PGS.TS.BS.LE TH/ TUYET LAN

Viéc chan doan hen ludn 13 mot thach thuc — Bép canh bénh str, hinh anh hoc kham Iam sang cac test
khéch quan vé chirc nang ho hap ciing dugc yéu cau

Ho hap ky vai test gidn phé quan duoc xem 14 test co ban nhat

Néu bénh nhan c6 tic nghén ludng khi nhung c6 dap (ng voi thube gidn phé quan va phu hop vé
mat 1am sang, hinh anh hoc thi c6 thé chan doan Hen.

BN c¢6 gia ting FEV1 > 12% va 200 mL hozc PEF ting hon 20% sau 4 tuan diéu tri véi thudc chira
ICS thi ciing dwoc xem nhu ¢é tac nghén ludng khi — Mt tiéu chuan cia chian doan Hen

Do luu lugng dinh trong 2 tuan, néu sy dao dong cua PEF trong ngay > 10% ¢ ngudi 16n va 13%
& tré em: c6 tac nghén ludng khi thay doi

GINA khéng tung ho viéc ding FeNO trong chan doan hoac loai trir hen vi ¢6 nhiéu yéu t6 anh
huong 18n chi s6 nay

Trong luu d6 cua Hoi HA Hap Chau Au- ERS nam 2021, FeNO dugc do néu test gian phé quan
cua hd hap ky am tinh
Néu FeNO > 25ppb nén xem xét viéc diéu tri hen va kham lai sau 4-8 tuan. Ho hap ky khi tai kham
néu co cai thién ciing nhu triéu chung: khang dinh chan doan hen

Dbi voi ngudi 16n, néu hd hap ky khong goi y hen thi FeNO > 50 ppb duoc ERS 2021 chan doén
hen nhém T2 cao. Tuy nhién can phan biét véi viém miii di wng, viém phé quan do eosinophils,
viém da co dia cling lam tang FeNO

Dao dong xung ky hd hip (I0S) ngay cang dwoc quan tam

ERS da phat hanh ti€u chuan ky thuat cua I0S vao nam 2020

Hoi nghi ERS 2022 ciing ung ho viéc sir dung 10S trong chan doan Hen.

T& European Respiratory Review nam 2022 di dang bai vé cac tng dung cia 10S

Viéc sir dung ba phurong phap trén s& giup Bac si rat nhiéu trong viéc chan doan hen, tuy nhién, diéu can
nhé 1a co6 dén 25 nguyén nhan khac ngoai hen cling gay kho tho.
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SUMMARY
ASTHMA DIAGNOSIS: SPIROMETRY, FENO OR PULSE OSCILLOGRAPHY?

ASSOCIATE PROFESSOR, DR. LE THI TUYET LAN

Diagnosing asthma is always a challenge — In addition to medical history, imaging, clinical examination,
and objective tests of respiratory function are also required.

Spirometry with bronchodilation test is considered the most basic test

« If the patient has airflow obstruction but responds to bronchodilators and is clinically and imaging
appropriate, Asthma can be diagnosed.

* Patients with an increase in FEV1 > 12% and 200 mL or PEF increase of more than 20% after 4 weeks
of treatment with ICS-containing drugs are also considered to have airflow obstruction - A criterion for
diagnosing Asthma

* Measure peak flow over 2 weeks, if diurnal variation in PEF is > 10% in adults and 13% in children:
variable airflow obstruction is present

* GINA does not support the use of FeNO in diagnosing or eliminating asthma because there are many
factors that affect this index.

* In the European Respiratory Society-ERS 2021 flow chart, FeNO is measured if the spirometry
bronchodilation test is negative

If FeNO > 25ppb, consider asthma treatment and re-examine after 4-8 weeks. Spirometry at follow-up
examination if there is improvement as well as symptoms: confirm the diagnosis of asthma

* For adults, if spirometry does not suggest asthma, FeNO > 50 ppb is diagnosed by ERS 2021 as high T2
asthma. However, it needs to be distinguished from allergic rhinitis, bronchitis caused by eosinophils, and
atopic dermatitis which also

o Impulse oscillography (10S) is of increasing interest

ERS released the 10S technical standard in 2020

The ERS 2022 conference also supports the use of 10S in asthma diagnosis.

The 2022 European Respiratory Review published an article about 10S applications

Using the above three methods will help doctors a lot in diagnosing asthma, however, it is important to
remember that there are up to 25 causes other than asthma that also cause difficulty breathing.
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SU’ DUNG CHOLINERGIC TREN BENH NHAN HEN KHO TRI: KHI NAO VA BAO
LAU? CA LAM SANG MINH HOA.

NGUYEN TH/ PHUNG(*)

Hen kho tri 1a mot trong nhimng thach thic 16n dbi véi nhitng chuyén gia vé& ho hip noi riéng, nganh y té
n6i chung. Du chi chiém 1 ti 1& thap 3-5% trong dan s hen nhung ganh ning y t& ma hen kho tri mang
dén cho bénh nhan, gia dinh va x4 hoi 1a rat 16n. Tiép can chin doan hen khoé tri mot cach khoa hoc, toan
dién 1a can thiét va Iya chon phac d6 diéu tri phu hop 1a yéu t6 quan trong quyét dinh thanh cong cho viéc
dat duoc kiém soat hen. Cholinergic thém vao phac dd chuén ICS-LABA ¢6 phai 1a lga chon thém vao

dau tién va lau dai cho bénh nhan hen kho trj hay khong?

ABSTRACT
CHOLINERGIC USE IN PATIENTS WITH DIFFICULT-TO-TREAT ASTHMA: WHEN
AND HOW LONG? ILLUSTRATIVE CLINICAL CASE.

NGUYEN THI PHUNG

Difficult-to-treat asthma is one of the major challenges for respiratory specialists in particular and the
medical industry in general. Although it only accounts for a low proportion of 3-5% of the asthma
population, the medical burden that difficult-to-treat asthma brings to patients, families and society is
huge. A comprehensive, scientific approach to diagnosing difficult-to-treat asthma is necessary, and
choosing an appropriate treatment regimen is an important factor determining success in achieving asthma
control. Is cholinergic addition to the standard ICS-LABA regimen a first-line, long-term add-on option

for patients with difficult-to-treat asthma?

(*) ThS BS . BS Piéu tri Khoa H6 hip BVCR
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CAN LAM GI pOI VO'I BENH NHAN COPD KHANG TRI

PO THI TUONG OANH*

Bénh nhan COPD khang tri 1 nhitng bénh nhan c6 cac triéu chiung va dot cdp van ton tai dai dang bat
chap nhiing bién phép can thiép thong thuong.

Panh gia - D6i va6i nhitng bénh nhan nay, can khai thac bénh sir chi tiét, mic do kho the va tién st dot
cap, xem xét lai viéc cai thudc 14, ky thuat s dung thudc hit va tuan tha diéu trj theo chi dinh. Cac CLS
can l1am thém bao gom do cac thé tich phdi, spO2 khi nghi ngoi va khi ging strc, khi mau dong mach, dién
tam do, siéu am tim va/hoac chup cit 16p vi tinh d6 phan giai cao (HRCT). Tam soét c4c bénh di kém co
thé gop phan gay kho the va khong dung nap ging stc, bao gdm bénh mach vanh, suy tim, béo phi, ung
thu phéi, ngung thd khi ngu, lo ling va tram cam.

Xir tri -Céc bién phap chung bao gém hd tro cai thudc 14 néu van con hat thube, khuyén khich van dong
hang ngay, phuc hdi chirc ning ho hap va tiém ching chéng nhiém tring dudng hd hap. Xem xét bo sung
dinh dudng, oxy liéu phap dai han, va tho may khéng xam lan ban dém ¢ mot s6 bénh nhan c6 chi dinh.

-Bénh nhan bi cac dot cap tai phat du di dung tam trj lieu LABA/LAMA/ICS, xem xét st dung roflumilast
(PDE-4i) hoic azithromycin dai han. Viéc lra chon giita c4c loai thuc nay phan 16n dwa trén cac tac dung
phu c6 thé du doan dugc va xem xét chuyén doi néu khéng dung nap thudc.

-Bénh nhan kho thé dai dang mic du da diéu tri bang thude hit tdi wu, phuc hdi chire nang ho hép 1a budc
dau tién can thiét. Xem xét giam thé tich phoi d6i voi nhitng bénh nhan cing phong phoi qua muc do khi
thiing nang. Bénh nhan cd chat lugng cudc séng kém do khé thé nhung khong thuc hién duoc céac bién
phap can thiép, cd thé ding thém theophylline liéu thap 1 cach than trong. Diéu tri giam nhe bd sung co
thé gitp giam kho tho, lo ling va trim cam bao gom ca thudc phién liéu thap néu kho tha van tién trién.
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WHAT TO DO FOR MANAGEMENT OF REFRACTORY COPD

DO THI TUONG OANH

Refractory COPD patients are those whose symptoms and exacerbations persist despite conventional
interventions.

Assessment - For these patients, it is necessary to take a detailed medical history, level of dyspnea and
history of exacerbations, review smoking cessation, inhaler use technique and adhere to prescribed
treatment. Additional diagnostic tests include measuring lung volumes, resting and exercise spO2, arterial
blood gases, electrocardiogram, echocardiography, and/or high-resolution computed tomography
(HRCT). Screen for comorbidities that may contribute to dyspnea and exercise intolerance, including
coronary artery disease, heart failure, obesity, lung cancer, sleep apnea, anxiety, and depression.

Management - General measures include support for smoking cessation if still smoking, encouragement
of daily exercise, rehabilitation of respiratory function and vaccination against respiratory infections.
Consider nutritional supplementation, long-term oxygen therapy, and nocturnal noninvasive mechanical
ventilation in selected patients for whom it is indicated.

-Patients with recurrent exacerbations despite LABA/LAMAV/ICS triple therapy, consider long-term use
of roflumilast (PDE-4i) or azithromycin. Choosing between these drugs is largely based on predictable
side effects and considering switching if the drug is not tolerated.

-Patients with persistent dyspnea despite optimal inhaler therapy, respiratory rehabilitation is an essential
first step. Consider lung volume reduction for patients with hyperinflation due to severe emphysema.
Patients with poor quality of life due to dyspnea but for whom interventional measures are not feasible
may be given low doses of theophylline with caution. Additional palliative treatments that may help
relieve dyspnea, anxiety, and depression include low-dose opioids if dyspnea persists.
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PIEU TRI HEN DU'A VAO NHU'NG PAC PIEM €O THE PIEU TRI DUO'C
(TREATABLE TRAITS)

Ts.BS NGUYEN NHU VINH
DAl HOC Y Duoc Tp.HCM

Hen 14 mot bénh ho hip man tinh anh huéng dén hang triéu ngudi trén toan thé gigi. Mic du co
nhing tién bo trong diéu tri, bénh hen van 13 mot ganh ning y t& dang ké, véi ty 16 méc bénh, tir vong va
chi phi chiam séc strc khoe cao. Su khong ddng nhét va sinh 1y bénh phuc tap cia bénh da khién viéc phat
trién cac phuong phéap diéu tri hiéu qua tré nén kho khan. Tuy nhién, khai niém vé cac dic diém c6 thé
diéu trji d3 ndi 1én nhu mot mo hinh méi dé quan 1y bénh hen, trong d6 nhan manh cach tiép can ca nhan
héa dé diéu tri dua trén viéc xac dinh va nhdm muc tiéu cac dic diém cu thé ciua bénh ma co thé thay déi
duoc.

Céc dic diém co thé diéu tri (treatable traits) duoc dinh nghia 1a cac dic diém co vai tro quan trong
trong tién luong bénh, c6 thé xac dinh dugc va co thé diéu tri duoc. Nhimng dic diém nay bao gdm viém
duong tho, ting phan Gmg dudng thd, tic nghén dudng thé va cac bénh di kém cling nhu cac hanh vi cia
ngudi bénh. Viée xac dinh cac dic diém c6 thé diéu tri duoc doi hoi phai danh gia toan dién bénh nhan,
bao gdm tién sir 1am sang, xét nghiém chirc ning phdi va do dau 4n sinh hoc. Khi cac dic diém c6 dic
tinh nhu vay duoc xac dinh, mot ké hoach diéu tri ca nhan hoa duoc trién khai dé dem lai hiéu qua diéu
tri cao nhat cho ngudi bénh.

Cach tiép can diéu tri hen dya vao cac dic diém co thé diéu tri duoc c6 mot sd loi thé so véi cach
tlep can truyen thdng (dung mot phac dd chung cho nhiéu bénh nhan). Nhiéu nghién ctru da chimg minh
rang céc tiép can moi nay co thé cai thién cac két qua nhu chirc ning phdi, kiém soat triéu chung va chat
lwong cudc sdng tot hon. Tuy nhién, ap dung phuong phap nay trong thyc hanh lam sang van con la mot
thach thirc vi viéc xac dinh cac déc diém c6 thé dleu tri duoc yéu cau xét nghiém va kién thirc chuyén mén
c6 thé khong c6 sin ¢ tat ca cac co so chim soc y té. Ngoai ra, hiéu qua chi phi ciia phwong phép nay can
duogc danh gia thém.

Tom lai, cac dic diém c6 thé diéu tri dai dién cho mot mo hinh méi day hira hen dé quan 1y bénh
hen, nhin manh dén cach tiép can ca nhan hoa va nham muc tiéu dé diéu tri. Cach tiép can diéu tri nay co
thé din dén két qua tot hon va it tic dung phu hon, tuy nhién, can c6 thém cac nghién ctru va chién lugc
thyc hién dé nhan ra dy du tiém ning cta phuong phap nay trong thyc hanh 1am sang.
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MANAGE ASTHMA BY TREATABLE TRAITS APPROACH

NGUYEN NHU VINH MD. PHD

Asthma is a chronic respiratory disease that affects millions of people worldwide. Despite advances in
treatment, asthma remains a significant public health burden, with a high prevalence of morbidity,
mortality, and healthcare costs. The heterogeneity of asthma and its complex pathophysiology have made
the development of effective treatments challenging. However, the concept of treatable traits has emerged
as a new paradigm for asthma management, which emphasizes a personalized approach to treatment based
on the identification and targeting of specific features of the disease that can be modified.

Treatable traits are defined as identifiable features of asthma that can be targeted with specific
interventions to improve outcomes. These traits include airway inflammation, airway
hyperresponsiveness, airway obstruction, and comorbidities such as rhinitis and obesity. The identification
of treatable traits requires a comprehensive assessment of the patient, including clinical history, lung
function testing, and biomarker measurement. Once the treatable traits are identified, a personalized
treatment plan can be developed that targets the specific features of the disease that are most relevant to
the individual patient.

The use of treatable traits in asthma management has several advantages over the traditional approach of
treating all patients with the same medication regimen. First, it allows for a more precise and
individualized approach to treatment, which can lead to better outcomes and fewer side effects. Second,
it promotes the use of targeted therapies that address specific features of the disease, which can be more
effective than broad-spectrum therapies. Third, it can reduce healthcare costs by avoiding unnecessary
medications and interventions.

Several studies have shown that the use of treatable traits in asthma management can improve outcomes
such as lung function, symptom control, and quality of life. However, the implementation of this approach
in clinical practice remains a challenge. The identification of treatable traits requires specialized testing
and expertise, which may not be available in all healthcare settings. In addition, the cost-effectiveness of
this approach needs to be further evaluated.

In conclusion, treatable traits represent a promising new paradigm for asthma management that
emphasizes a personalized and targeted approach to treatment. The identification and targeting of specific
features of the disease can lead to better outcomes and fewer side effects. However, further research and
implementation strategies are needed to fully realize the potential of this approach in clinical practice.
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TIEP CAN BAT THU'O'NG TAI PHOI BU'O’C PHAT HIEN TREN CT NGU'C LIEU
THAP KHI TRIEN KHAI CHUO'NG TRINH TAM SOAT UNG THU PHOI

TS. BS. NGUYEN VAN THO1
Toém tdit

Tam soat ung thu phdi bang CT nguc liéu thiap hang nim cho cac déi twong c6 nguy co cao bi ung thu
phdi 1am giam 20% tir vong do ung thu phdi so véi tam soat bang X-quang nguc. Tam soat ung thu phoi
bang CT nguc liéu thap duoc trién khai ngay cang phd bién tai nhiéu bénh vién ¢ Viét Nam. Khi trién
khai chuong trinh tim soét, phan Ién bat thuong tai phéi phét hién trén CT nguc 1a duong tinh gia, nghia
la khdng phai ung thu phdi. Viéc tiép can bat thuong tai phdi dugc phét hién trén CT nguc liéu thip van
chua duoc chuan héa. Vai hudng dan qudc té khuyén céo vé céch tiép can nét phéi phat hién trén CT nguc
lidu thap, nhung hudng dan nao 1a tdi wu dé ting kha ning chan doan va giam thiéu tai bién do thuc hién
nhitng xét nghiém chan doan van chua duoc biét. Tai Viét Nam, nhiéu bat thuong tai phdi phat hién trén
CT nguec liéu thap c6 thé lién quan dén lao phéi, di chung lao phdi, bénh phdi do nhiém ky sinh tring, v.v,
nhitng bénh ma rat it gap trong cac thir nghiém 1am sang tai cac nudc phat trién, nén viéc tiép can nhiing
bat thuong nay khong duoc dé cap dén trong cac huéng dan qudc té vé tam soat ung thu phdi. Bai tong
quan nay sé tom tit cac bat thuong tai phoi thudng gap va cach tiép can cac bat thuong nay khi trién khai
chuong trinh tim soat ung thu phdi bang CT nguc liéu thap tai Viét Nam.

! Trwdng BO mdn Lao va Bénh Phéi, Pai Hoc Y Dwoc TP. HCM
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APPROACH TO PULMONARY ABNORMALITIES DETECTED ON CHEST LOW-
DOSE COMPUTED TOMOGRAPHY WHEN IMPLEMENTING LUNG CANCER
SCREENING PROGRAM

NGUYEN VAN THO MD. PHD
Abstract

Annual lung cancer screening (LCS) by using low-dose chest computed tomography (CT) for people with
high risk for lung cancer showed 20% decrease in lung cancer-related mortality compared with by using
chest X-ray. Lung cancer screening by using low-dose CT (LDCT) has been implemented increasingly at
many hospitals in Vietnam. When implementing the LCS program, most of the pulmonary abnormalities
detected on chest CT are false-positive, i.e. they are not lung cancer. The approach to pulmonary
abnormalities detected on chest LDCT has not been standardized. Several international guidelines
recommend how to approach to lung nodules detected on chest LDCT, however, it is unknown which
guidelines are optimal to increase the diagnostic yield but to minimize complications resulted from
diagnotic procedures. In Vietnam, many pulmonary abnormalities detected on chest LDCT may be related
to pulmonary tuberculosis, sequelae of pulmonary tuberculosis, parasitic pulmonary diseases, etc. that
were rarely encountered in clinical trials in developed countries, therefore the diagnostic approach to these
abnormalities is not mentioned in the international guidelines about LCS. This presentation will highlight
common pulmonary abnormalities and how to approach to these abnormalities when implementing LCS
program by using chest LDCT in Vietnam.
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DINH DUG'NG PHONG CHONG SUY MON TRONG BENH PHOI MAN TiNH

BSCK2. DO THI NGoc DIEP 1

Bénh phéi tic ngh&n man tinh (COPD) 1a mét trong nhirng ganh ning bénh tat, tir vong va cham séc
stc khoe hang dau, anh huéong dén khoang 10% dan sb truong thanh tir 40 tudi tre 18n. Bénh phoi tic
ngh&n man tinh ¢ tinh trang viém hé théng man tinh va céc thich tng phac tap vé thé chit va trao doi
chat lién quan dén giam kha nang hoat dong thé luc, ting nhu cau dinh dudng, thay ddi qué trinh trao doi
chat va ton that chat dinh dudng va tinh trang viém. Hau qua 1a ting tinh trang suy dinh dudng, thiéu co,
mat co va suy mon. Ty I& suy mon ¢ ngudi bénh COPD dao dong tir 8% - 21% theo cac nghién ciu trén
I&m sang.

Suy mon duoc dinh nghia 1 hoi ching da thanh t6 dic trung bai su sut giam khéi co tién trién (kém
hay khong kém giam khbi m&) khong thé hoi phuc hoan toan bang can thiép dinh dudng thong thuong va
c6 thé dan dén suy giam chirc nang ciia co thé mot cach tién trién, giam chat luong cugc séng va giam
thoi gian séng con. Suy mon 1a hau qua caa can bang nang lugng am tinh két hop voi phan ang viém nén
thudng gap ¢ ngudi bénh phéi tic nghén man tinh, ung thu, suy tim, bénh than man, bénh tu mién...

C6 bang chung rd rang rang hd tro dinh dudng bang hinh thirc b sung dinh dudng duong udng (ONS)
¢6 thé khac phuc sy mat can bang niang lugng va protein, gilip cai thién tinh trang dinh dudng va kha ning
hoat dong thé luc. Tuy nhién, dé diéu tri nguyén nhan cua tinh trang suy mon can phai c6 cac bién phép
can thiép da phuong thirc dé giai quyét van dé mat can bang ning luong va protein, thiéu hut chat dinh
dudng, giam androgen va muc tiéu tap luyén thé luc.

Can thiép dinh dudng phong chdng suy mon trong COPD la can thiép da phuong thirc bao gdm ché
d6 dinh dudng, bién phap gilp cai thién tinh trang chan an va rdi loan tiéu hoa, bo sung dinh dudng dudng
udng, tu van tam ly, tap luyén thé duc phi hop. Linh hoat trong ting ning luong, ting protein, cung cap
du acid béo chua bao hoa nhiéu ndi doi, cung cap du vitamin, chat khoang, chét xo.

LPhé Chu tich Hoi Dinh dudng Viét Nam; Chu tich Lién Chi Hoi Dinh dudng Thuc phim TPHCM;
Adjunct Professor Queensland University of Technology Australia

Nguoi bénh ¢6 suy mon nén bé sung cac hop chét co tac dung ting cudng tong hop khéi co, chéng
oxy héa va chéng viém nhu whey protein, banched- chain amino acids (BCAAs), B-hydroxy - p —
methylbutyrate (HMB), amino acid nhu arginine, glutamine, cysteine...; omega-3 acid

Khuyén nghi vé nhu cau ning lugng cho ngudi bénh COPD dé duy tri can ning khoang 30 - 45
kcal/kg trong luong co thé/ngay. Khuyén nghi vé& nhu cau protein 1,0-1,2 g protein/kg thé trong/ngay.
Ngudi bénh suy dinh dudng hoic va hoic cao tudi la 1,2-1,5 g protein/kg trong luong co thé/ngay dé dap
g qua trinh tai tao mo co thé, duy tri hé mién dich, chdng suy giam khéi co. Nhu cau lipid nén dat 20-
30% tong nang luong khau phan. Nén sir dung chat béo khdng no. Han ché chat béo tir dong vat nhu md,
bo, da, phu tang dong vat. Can thiép giam luong chit béo bdo hoa dn vao cé tac dong dang ké dén viéc
giam géanh nang hd hap. Nhu cau carbohydrate trong hau hét cac truong hop nén chiém 55-60% tong ning
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lwong khau phan. Han ché céc loai carbohydrate chuyén hda nhanh, c6 chi sé duong huyét cao. B6 sung
vitamin, chat khoang dang vién da vi chat trugc khi c6 dau hiéu thiéu hut.

Cac nghién ctru ciing cho thay kién thuc vé anh huong caa ché d6 in udng déi voi COPD can cung
cip cho cac bac si chuyén khoa ho hip dé tu van tét hon cho bénh nhan nhiam cai thién suc khoe phoi.
Tir khoa: Bénh phéi tac nghén man tinh, dinh dwéng, suy mon
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CACHEXIA AND NUTRITION INTERVENTION IN CHRONIC OBSTRUCTIVE

PULMONARY DISEASE

DO THINGOC DIEP

Chronic obstructive pulmonary disease (COPD) is a major cause of morbidity and
mortality and healthcare burden worldwide, affecting around 10% of the adult populations aged
40 years and older.

COPD primarily affects the lungs but due to the accompanying chronic systematic
inflammation and the symptoms associated with the disease there are many extrapulmonary effects
which include complex physical and metabolic adaptations. These changes have been associated
with reduced exercise capacity, increased nutritional requirements, altered metabolic processes
and compromised nutritional intake. As a result, nutritional depletion in COPD is multi-faceted
and can involve malnutrition, sarcopenia, cachexia and muscle wasting. Overall, the prevalence of
cachexia in patients with COPD ranging from 8% in population-based to 21% in clinic-based
studies,

Interestingly, the magnitude of effect of diet on lung function is estimated to be comparable
to that of chronic smoking, underscoring that healthy dietary approaches may have a great impact
jointly on COPD development and the associated metabolic and CV risk.

In many studies, dietary factors documented to improve several processes (inflammation,
oxidative stress ad immune dysfunction) and co-morbidities (CVD, obesity) of respiratory diseases
translate into improved respiratory outcomes. Importantly, considering the early origin of COPD
and the profound impact of diet on lung function and later respiratory health, nutrition intervention
offers the opportunity for early strategies of primary prevention and/or targeted early therapeutic
approaches.

There is good evidence that nutritional support, in the form of oral nutritional supplements
(ONS), can overcome energy and protein imbalances resulting in improved nutritional status and
functional capacity. However, in order to treat the aetiology of cachexia, it is likely that targeted
multi-modal interventions are required to address energy and protein imbalance, specific nutrient
deficiencies, reduced androgens and targeted exercise training, improve anorexia and digestive
disorders, oral nutritional supplements, psychological counseling.

Nutritional intervention in COPD includes appropriate nutrition for the individual and
disease stage, increasing energy, increasing protein, providing enough polyunsaturated fatty acids,
especially omega-3 acids, providing enough vitamins, minerals, fiber, high consumption of fresh
fruits, vegetables, wholegrains, plant oils and fish, low intake of alcohol, and avoidance of
processed, refined, high-saturated fat foods, sweets, cured/red meats, and sugar-containing
beverages.

Patients with cachexia should supplement compounds that enhance muscle synthesis, anti-
oxidation and anti-inflammation such as whey protein, banched-chain amino acids (BCAAs), B-
hydroxy - B -methylbutyrate (HMB). , amino acids such as arginine, glutamine, cysteine...; omega-
3 acidsRecommendations for energy requirements for individuals with COPD for weight
maintenance can be approximately 30 kcal/kg body weight/day (26), although daily energy
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requirements in order to elicit weight gain are likely to be considerably higher (45 kcal/kg body
weight/day).

Recommendations in relation to protein requirements suggest a daily intake of 1.0-1.2 g
protein/kg body weight/day. Older individuals who are malnourished, or those with a chronic
disease, the recommended intake is 1.2-1.5 g protein/kg body weight/day. Lipid needs should be
20-30% of total total dietary energy. Choose Poly unsaturated fatty acids. Limit animal fats.
Interventions to reduce saturated fat intake have a significant impact on reducing respiratory
burden. Carbohydrate needs in most cases should be 55-60% of total dietary energy. Multi-
micronutrient tablets should be consider for the patients at risk such as malnutrition,
gastrointestinal diseases, vegetarians, anorexia. ..

Key words: COPD, nutrition, cachexia
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KHANG VIEM TRONG BENH PHOI MO KE: “WHO, WHAT, HOW”

TS.BS LE KHAC BAO - BAIHOC Y Duoc TPHCM
Toém tdit

Trong s6 hon 200 bénh phdi md k& khac nhau, cé kha nhiéu bénh phéi mé k& co co ché bénh sinh 1a viém
man vi du viém phdi mé k& ting cam man, bénh sarcoidosis, bénh md k& phéi trong bénh mé lién két, xo
clmg bi, viém da co, viém da co, bénh Sjogren. Viéc diéu tri cc bénh phdi md k& ¢ co ché bénh sinh 1a
viém nay can dua trén thudc khang viém. Thudc khang viém trén 1am sang rat da dang tir corticoid,
cyclophosphamide, azathioprin, mycophenolate, immunoglobulin, va cac cac thubc sinh hoc khac nhau
nhu tocilizumab, rituximab véi cac chi dinh, hiéu qua, va tac dung phu khac nhau. Thach thuc diéu tri
khang viém cho nhém bénh nay trén 1am sang chinh 1 nhan dién ngudi bénh ¢6 chi dinh diéu tri khang
viém, chon lya loai va liéu thudc khang viém phi hop, chuan bi va xac dinh thoi diém téi vu dé diéu tri,
theo ddi hiéu qua va tac dung phu cua liéu trinh diéu tri. Bai trinh bay nay gitp giai quyét thach thic 1am

sang trén.

Tur khéa: Bénh md k& phoi, Thube khang viém
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ANTI-INFLAMMATORY THERAPY IN PATIENTS WITH LUNG INTERSTITIAL
DISEASES: WHO, WHAT AND HOW

LE KHAC BAO, MD, PHD, UNIVERSITY OF MEDICINE AND PHARMACY AT HOCHIMINH CITY
Abstract

Among more than 200 different lung interstitial diseases (ILDs), there are many ILDs with underlying
inflammatory pathogenesis such as hypersensitivity pneumonitis (HP), sarcoidosis, interstitial lung
diseases in connective tissue diseases (CTD ILD), Polymyositis (PM), Dermatomyositis (DM), Sjogren’s
disease. The management of these diseases with underlyin inflammatory pathogenesis should base on anti
inflammatory. In clinical practice, inflammatory medications are various spreading corticoid,
cyclophosphamide, azathioprin, mycophenolate, immunoglobulin to biologics such as tocilizumab,
rituximab with various indications, effectiveness and side effects. The challenges in anti inflammatory
therapy for these diseases are the exact identification of patients with anti inflammatory indication,
appropiate selection of anti inflammatory medications, preparation and determination of optimal time for

treatment. This presentation is to solve these above mentioned clinical challenges.

Key words: Lung Interstitial diseases, Anti inflammatory therapy
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VI KHUAN LAO KHONG BIEN HINH: TAC NHAN CO CAN PAC BIET LUU Y
TRONG BOI CANH QUAN LY BENH NHAN GIAN PHE QUAN TAI VIET NAM?

THS.BS. NGUYEN HO LAM1, TS.BS. PHAM HUNG VAN2, PGS.TS.BS TRAN VAN NGOC1

1B mdn Noi — Pai hoc Y Dugc TP. H6 Chi Minh

Pai hoc Y Phan Chéu Trinh va cong ty Nam-Khoa Biotek

Tom Tit

Nhi&m triing 12 mot trong bon khia canh (bén canh rdi loan thanh loc duong thé, tinh trang ting viém va
pha huy cau trdc phdi) can duoc chi ¥ khi diéu tri bénh nhan gidn phé quan. Nhiing tic nhan duoc dé cap
lién quan van dé nhiém tring & bénh nhan gian phé quan bao gém vi tring, vi nam, virus va vi khuan lao
khong dién hinh (NTM). Trong d6, NTM cho thay c6 méi lién quan dic biét véi gidn phé quan: (1) c6 thé
la nguyén nhan dan dén gidn phé quan va (2) ciing c6 thé 1a hau qua nhidm triing thém va lam tién trién
bénh trén bénh nhan cé gian phé quan trude d6. Do d6, viéc nhan dién va diéu tri NTM c6 thé mang lai
loi ich nhat dinh cho bénh nhan gidn phé quan. Hon thé nira, viéc sir dung macrolide kéo dai nham diéu
hoa tinh trang viém va phong ngira dot cap ¢ bénh nhan gian phé quan c6 thé dan dén tinh trang dé khang
thudc khi ma NTM khéng dugc danh gia. Nhitng cau hoi dit ra: “Liéu rang nhidm NTM c6 pho bién trong
bdi canh bénh nhan gian phé quan tai Viét Nam?”, ciing nhu “Van dé chan doan va diéu tri ¢6 nhiing kho
khin va thach thire nhu thé nao?”. Chiing toi xin mé ta budc dau tinh hinh nhiém NTM & bénh nhan gian

phé quan Viét Nam ciing nhu chia s& van dé diéu tri hién tai qua nhitng ca 1am sang.
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ABSTRACT
NONTUBERCULOUS MYCOBACTERIA: SHOULD THE PATHOGEN BE
CONCERNED CAREFULLY WHEN MANAGING PATIENTS WITH
BRONCHIECTASIS IN VIETNAM?

NGUYEN Ho LAM MD, PHAM HUNG VAN MD. PHD, PROF TRAN VAN NGOC

Infection is one of four aspects (others including airway dysfunction, inflammatory response, and lung
destruction) relating to treatment for bronchiectasis patients. The suggested organisms associated with the
infection among bronchiectasis patients include bacteria, fungus, virus and nontuberculous mycobacteria
(NTM). Meanwhile, NTM showed the special relationship with bronchiectasis: (1) may be the etiology of
bronchiectasis and (2) can be the superinfection and to make progression of pre-existing bronchiectasis.
Therefore, detection and treatment of NTM could obtain the efficiency in bronchiectasis patients.
Moreover, the prolonged use of macrolide to correct excessive inflammation and prevent exacerbation
among bronchiectasis patients could induce resistance when no detection of NTM at the initial evaluation.
There are questions required such as “What is the prevalence of NTM infection among bronchiectasis
patients in Vietnam?” or “How is its diagnosis and treatment difficulty and challenge?”. We would like to
present the initial result relating to the prevalence of NTM infection among Vietnamese patients with

bronchiectasis, accompanied with the management of several cases be shared.

Tai liéu tham khao:
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PAC PIEM LAM SANG, CAN LAM SANG, VA NGUYEN NHAN CUA BENH
NHAN BUO'C CHAN POAN DAN PHE QUAN TAI BENH VIEN NGUYEN TRI
PHUONG

PHAN VUONG KHAC THAI, LE TH/ HIEN LUONG, LUU QUOC TRUNG, NGUYEN HOANG SANG, CAO VAN HOQI,
TRAN VAN THI, LE THAI BINH KHANG, VO DUC CHIEN VA CS*

* BENH VIEN NGUYEN TRI PHUONG

Tom tit
Mé dau

Dan phé quan, mot bénh hd hap man tinh, 12 mot nguyén nhan quan trong cho ty 1é mac va tir vong & cac
nuéc dang phat trién. Dan phé quan khéac nhau vé nhan khau hoc, vi sinh gay bénh, tinh tram trong va
nguyén nhan & cac ving dia ly khac nhau trén thé gioi. Muyc tiéu cua nghién ciru 1a xac dinh cac dic tinh
lam sang, can 1am sang, do nang va nguyén nhan caa bénh nhan dan phé quan tai bénh vién Nguyén Tri

Phuong.
Poi twgng va phwong phap nghién ciru

Nghién ctu quan sat, cit ngang, hoi cau. Bénh nhan thoa tiéu chuan nghién cau sé& dugc thu nhan. Céac
dac tinh vé nhan khau hoc, 1am sang, cin 1am sang ciing nhu 13 d6 nang cua bénh va nguyén nhan dan phé
quan s& duoc mo ta va phan tich. Mot s6 yéu t nhu tudi, gidi, chi s6 BMI, thoi gian nam vién, triéu chang,
cong thirc mau, gia tri CRP, cac thay phdi ton thuong s& duoc so sanh gitra hai nhém dan phé quan sau

lao va d&n phé quan khdng do lao.
Két qua

Tir thang 1/2022 dén thang 12/2022, c6 83 bénh nhéan du tiéu chuan dua vao nghién ciu. Tudi trung binh
bénh nhan d&n phé quan 13 68 (+/-14) véi ty 1& nit 55,4%. Ty 1& hat thube chiém 24,1%. Céc triéu ching
nhu ho, khac dam, ho ra mau lan luot chiém ty Ié 81,9%, 61,5%, va 16,9%. Dan phé quan dang nang
thuong gap nhat (78,2%) trén CT scan, va 59% bénh nhan anh huang hai phoi. Dan phé quan ¢ thiy trén
phai thudng gap nhét (57,8%), tiép theo thuy dudi phai (56,6%), va thiy trén trai (55,4%). Ton thuong
dan phé quan ning trén CT scan chiém ty I 55,4%. Xét nghiém dam & 44 bénh nhan véi phan 1ap vi tring
thuong gap nhét 1a Acinetobacter 18,2%. Nguyén nhan dan phé quan do lao cii 1 51,8%. Ho ra mau va
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san thuong dan phé quan thly trén 1 hai yéu té lién quan véi dan phé quan sau lao so voi ddn phé quan

khong do lao vai gié tri p lan luot 14 0,02 va 0,004.
Két luan

Dan phé quan sau lao 12 bién chang quan trong cua lao phéi trudc ddy va 1a nguyén nhan thudng gap cua
dan phé quan trong nghién ciru nay. Huéng dan cho viéc cai thién va ting kha nang chan doan nguyén

nhan dan phé quan can duoc thiét 1ap.

Tur khéa: dan phé quan, nguyén nhan, dan phé quan sau lao
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CLINICAL, PARACLINICAL CHARACTERISTICS AND ETIOLOGY OF PATIENTS
DIAGNOSED WITH BRONCHIECTASIS AT NGUYEN TRI PHUONG HOSPITAL

PHAN VUONG KHAC THAI, LE TH/ HIEN LUONG, LUU QUOC TRUNG, NGUYEN HOANG SANG, CAO VAN HQI,
TRAN VAN THI, LE THAI BINH KHANG, VO DUC CHIEN VA CS*

* NGUYEN TRI PHUONG HOSPITAL

Abstract

Introduction

Bronchiectasis, a chronic respiratory disease, is one of the important causes of morbidity and mortality in
developing countries. Bronchiectasis shows geographical variation in dermography, microbiology,
severity, and etiologies across the world. The study aimed to assess the clinical, paraclinical profiles,
severity and etiologies of adult patients with bronchiectasis at Nguyen Tri Phuong Hospital.

Methods

The retrospective, cross-sectional, observation study. Eligible patients will be enrolled for the study. The
demographical, clinical, and paraclinical characteristics as well as the severity of the disease and etiologies
of bronchiectasis will be described and analysed. Some factors such as age, gender, BMI index, length of
stay, symptoms, blood cell count, CRP values, affected lobes were also compared between the post-
tuberculosis bronchiectasis group and non post-tuberculosis bronchiectasis group.

Results

From 1/2022 to 12/2022, there were 83 patients found to be eligible for the study. The mean age of
bronchiectasis patients was 68 (+/-14) with the proportion of female population of 55.4%. Smoking
prevalence was 24.1%. The symptoms such as cough, expectoration, haemoptysis were 81.9%, 61.5%,
and 16.9%, respectively. Cystic bronchiectasis was the most common (78.2%) morphology on chest CT,
and 59% of patients exhinited bilateral lung involvement. The right upper lobe (57.8%), followed by the
right lower lobe (56.6%), and left upper lobe (55.4%) were common sites of involvement in bronchiectasis
patients. The bronchiectasis severity condition on CT scan accounts for 55.4%. The sputum
microbiological examination was available for 44 patients with the most frequently isolated bacteria of

Acinetobater 18.2%. The cause of post-tuberculosis brochiectasis was 51.8%. Hemoptysis and upper lobe
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bronchectatic lesions were two factors associated with post-tuberculosis bronchiectasis compared to non

post-tuberculosis bronchiectasis, with a p- value of 0.02 and 0.004 respectively.
Conclusion

Post-Tuberculosis bronchiectasis is an important complication of previous pulmonary tuberculosis and a
common cause for bronchiectasis in this study. The guideline should be established to help increase and

improve the causal diagnosis of bronchiectasis.

Key words: bronchiectasis, etiology, post tuberculosis bronchiectasis
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TOM TAT
GIAN PHE QUAN SAU LAO PHOI: PO'T KICH PHAT.

THS.BS NGUYEN HONG DuUcC

Nghién caeu EMBARC & chau Au cho thiy nhidm trang 13 nguyén nhan hang dau cua gidn phé quan
(GPQ). GPQ la mét bénh da dang vai nhiéu kiéu hinh, trong d6 GPQ sau lao phdi 13 hay gap. Nghién ciu
& Singapore cho thay ty 1¢ ndy khoang 31.1%. O An D¢, GPQ sau lao phdi 1a nguyén nhan thudng gap
nhét va c6 chic ning phdi xdu. O Dai Loan, Lao va nhidm tring 1a nguyén nhan chu yéu cua gian phé
quan. Bién ching chii yéu cua GPQ ngoai ho ra mau, nhidm NTM, nghiém trong nhat 1a cac dot kich phét
do nhidm trang téi dién, di kém vdi tang ty 1& nhap vién va ty 18 tir vong ciing nhu phi t6n cham soc sic
khoe. Bénh nhan GPQ trung binh ¢6 2 PKP mdi nim va 1 dot nim vién trong nim trude. Vi tring da sb
la Pseudomonas aeruginosa va H. influenza.

Dic diém 1am sang, Xquang, vi sinh, va diéu tri ciing nhu phong ngira cac dot kich phét cua gian phé quan
sau lao phdi duoc trinh bay trong bai tong quan sau day.

ABSTRACT: BRONCHIECTASIS AFTER PULMONARY TUBERCULOSIS : ACUTE
EXACERBATION

NGUYEN HONG DUC MD

The EMBARC study in Europe showed that sepsis was the leading cause of bronchiectasis. Bronchiectasis
is a heterogenous condition with many phenotypes, in which bronchiectasis after pulmonary tuberculosis
is common. One study in Singapore published in 2022 reveals postTB etiology to be about 31.1%. In
India, post-tuberculosis bronchiectasis is the most common character and has poor function. In Taiwan,
TB and infection are the main causes of bronchiectasis. The main complications of bronchiectasis, in
addition to hemoptysis, NTM infection, and the most dangerous fact are periods of recurrent infection,
accompanied by increased hospitalization and mortality rates as well as healthcare costs. Bronchiectatic
patients had an average of 2 complications per year and 1 hospital stay in the previous year. The majority
of bacteria are Pseudomonas aeruginosa and H. inluenzae.

Clinical, radiological, microbiological characteristics and therapeutic as well as the prevention against
exacerbations are presented in the following review.
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