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CAP NHAT DPIEU TRI KHANG SINH TRONG VIEM PHOI
CONG PONG TRE EM

PGS TS BS Phan Hitu Nguyét Diém

Tém tit:

Viém phdi tré em 12 nguyén nhin gy tr vong hang dau & cac nudc dang phat trién.
Téc nhan gy viém phoi c6 thé do virus , vi tring, hay phdi hop cung ldc virus va vi
tring chiém khoang 20-40% . Khi chon lya khang sinh diéu tri viém phdi can chd y
tdc nhan giy bénh theo Itra tudi, tinh hinh dé khang khdng sinh tai cong dong , do
nang cia viém phoi va tinh trang tiém chiing cua tré.

Téc nhdn quan trong giy bénh viém phdi tré em Ia Streptococcus pneumonia
Hemophilus influnzae type b, Moraxella catarrhalis, S. aureus, S. pyogenes va vi
khuan khong dién hinh.

Khi str dung khang sinh trong viém phéi can can nhic vé duoc luc va duge dong hoc
ctia khang sinh, khang sinh c6 téc trong nhu mé phoi phan 4nh néng do khang sinh dat
dugc trong dich 16t biéu md, té bao macrophage phé nang . Dé dén phdi , khdng sinh
can di qua: thanh phé nang mao mach, dich mé k& té bao béu mo phé nang.

Vé diéu tri ngoai tri: ddi véi tré nho dudi 5 tudi néu nghi VP do vi tring thi
amoxcilline liéu cao van 1a khang sinh chon lya hang dau. Macrolide diing cho tré 16n
trén 5 tudi néu nghi ngo tac nhan khong dién hinh. Déi v6i VP do phé cau chon lya
dau tién d6i voi bénh nhan ngoai tra van 1a amoxcillin, khong c6 mot cephalosporin
ubng nao dat téi vi tri nhidm trung twong duwong véi amoxicillin liéu cao |,
cephalosporin chi dat 60-70%, clindamycin in vitro dat 60-85%, levofloxacin udng dat
>95% , macrolide khong khuyén céo vi khang thudc.

Vé diéu tri ndi trd: diéu tri theo kinh nghiém v&i1 ampicillin, penicillin G,
Cephalosporin thé hé 3 dudng chich (ceftriasone, cefotaxime). Diéu tri phdi hop thém
macrolide néu nghi ngo vi khuan khong dién hinh. Vé dich té ciia VP do Mycoplasma
c¢6 4 khuynh huéng: ty 18 mic bénh gia ting dan, xuat hién & tré nho, c6 nhiéu truong
hop ning khé tri. dé khang macrolide ting d6i khi can ding Levofloxacine.

Thém Vancomycine, hodc Clindamycin vao khang sinh beta- lactam néu 1am sang va
xquang nghi tu cau.
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ABSTRACT

UPDATE ON THE ANTIBIOTIC THERAPY IN PEDIATRIC
COMMUNITY ACQUIRED PNEUMONIA

Childhood pneumonia is a leading cause of mortality in the developing countries. the
etiology of pneumonia is virus, bacteria ; viral and bacterial co-infections have been
found in 20-40%. The choice of antibiotic determined by: age, resistance patterns of
expected pathogens circulating within the community, the immunization status of the
child, severity of pneumonia. Important bacterial causes of childhood CAP include S.
pneumoniae, H. influenzae type b, Moraxella catarrhalis, S. aureus, S. pyogenes, and
atypical bacteria.

When using antibiotic in treatment of pneumonia , we should consider about antibiotic
PK/ PD . Antibiotic activity in the lung reflected by antibiotic concentrations in
epithelial lining fluid, and alveolar macrophage (AM) cells . To reach the lung,
antibiotics need to pass through alveolar capillary wall, interstitial fluid, alveolar
epithelial cells.

Outpatient treatment: Children under 5 years with suspected bacterial CAP the first
choice of antibiotic is amoxcillin. We suggest macrolide antibiotics for initial empiric
therapy for CAP in children older than five years. For S.pneumoniae treatment, the
first choice of antibiotic for outpatient is amoxcilline, no oral cephalosporin doses in
children provides activity at site of infection that equals high dose amoxicillin, activity
against only 60-70% , clindamycin in vitro activity against 60-85%, oral levofloxacin
against > 95% , macrolides not recommended because of macrolide resistance

Inpatient treatment: the empiric therapy is parenteral ampicillin, PNC G, third
generation cephalosporin (ceftriaxone or cefotaxime) , combination with macrolide in
addition to beta-bactam antibiotic if considering atypical bacteria. The epidemiology
of mycoplasma pneumonie pneumonia has four trends: the incidence increased
gradually; the younger age of disease onset, the severe of refractory cases increased,
the macrolide — resistance case increased sometimes need to use levofloxacin.

Vacomycin or clindamycin is an addition to beta-bactam antibiotic if clinical, imaging
findings suggesting infection caused by S.aureus.
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DUGC LUC HOC:
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thuéc van hoat déng chiic ndng trong mau kéo dai 4 gid sau khi
dung thuéc. Chymotrypsin tham gia vao qua trinh phan huy sgi to
huyét ma dugc hinh thanh trong qua trinh viém.
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CAP NHAT CHAN POAN VA PIEU TRI HEN TRE EM TU
HOQI NGHI HO HAP CHAU AU 9/2016

PGS.TS.PhamThi Minh Hong

Tém tit

Chén doan hen tré em dua vao bénh sir ¢6 triéu ching timg dot cua tic nghén dudng
hé hip hodc ting dap ung phé quan, hdé hip ky (néu do duoc) cho thdy tic nghén
duong hd hap c6 hdi phuc va loai trir nhitng nguyén nhan giy kho khe khic. Trong
truong hop khong thé thuc hién dugc hd hap ky, viéc bénh nhi dap ung véi diéu tri
thir ¢6 thé gitp xac dinh chan doan.

Bén thanh phan chil yéu dé diéu tri hen 1a theo ddi thuong quy triéu chimg va chirc
ning phdi, gido duc bénh nhi, kiém soét cdc yéu t6 khoi phat, diéu tri bénh di kém va
str dung thudc. Muc tiéu cua diéu tri hen 12 giam tridu ching, giam nguy co xay ra céc
két cudc xau di kém vé6i hen (nhu nhdp vién, mit chirc ning phdi) va giam tic dung
phu ctia thude. Diéu tri hen hiéu qua can céch tiép can theo huéng du phong gdm téi
kham thudng xuyén dé danh gia triéu chimg, chirc niang phdi, diéu chinh thudc va tiép
tuc gido duc bénh nhi. O mdi 1an tdi khdam can danh gia muc do kiém sodt hen. Néu
hen khong duoc kiém sodt tot, can tang bac diéu tri. Néu hen dugc kiém sodt tét, tiép
tuc diéu tri hodc giam bac diéu tri dé giam tbi thiéu téc dung phu cua thudc.

Abstract

The diagnosis of asthma requires a history of episodic symptoms of airflow
obstruction or bronchial hyperresponsiveness, demonstration (with spirometry if
possible) that airflow obstruction is reversible, and exclusion of alternate diagnoses. If
spirometry cannot be performed, a trial of medications may help to establish
reversibility.

The four essential components of asthma management are: routine monitoring of
symptoms and lung function, patient education, control of trigger factors and
amelioration of comorbid conditions, and pharmacologic therapy. The goals of asthma
treatment are to reduce impairment from symptoms, minimize risk of the various
adverse outcomes associated with asthma (eg, hospitalizations, loss of lung function),
and minimize adverse effects from asthma medications. Effective asthma management
requires a preventative approach, with regularly scheduled visits during which
symptoms are assessed, pulmonary function is monitored, medications are adjusted,
and ongoing education is provided. At each return visit, the patient's asthma control is
evaluated. If the asthma is not well-controlled, therapy should be "stepped-up." If the
asthma is well-controlled, therapy can be continued or possibly "stepped-down" to
minimize medication side effects.
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TIEP CAN KHO KHE TREN TRE TUOI PI HQC
Bac si Kim Huyén, Bénh Vién Nhi Pong 2

Tém tit

Hen 12 mot bénh man tinh, nhung khong phai tit ca kho khe tudi di hoc 1a hen. Khod
khe 1a triéu ching ma khong phai ludn luén dé dang nhan ra. Hau hét cic bac cha me
thudng mé ta dan nhan kho khé va dudi 50 % cha me va béac si dong thuan nhau khod
khe va hen. Mic dii van con tranh ludn, kho khe tudi di hoc c6 thé phan loai 2 nhém
chinh: kho khé do siéu vi va kho khé da yéu t6 khoi phat, c6 cdch tiép can diéu trj va
tién luong khac nhau.

Theo bédo cdo Hiép hoi H6 Hap chau Au thay doi tir nim 2008, phan loai va quan 1y
cdc r6i loan kho khe tudi di hoc. Cac nhom déng thuan thitra nhan rﬁng cdc kiéu kho
khe & tré nho thay doi theo thoi gian va diéu tri, lam cho su phéan biét khong 1o rang
gitta kho khe do siéu vi timg dot va kho khé da yéu té khoi phat & nhiéu bénh nhén.
Kho khe do siéu vi 1a kiéu hinh pho bién nhét trong kho khe tudi di hoc va thuong c6
tién lugng tét. Can diéu trj bao ton, néu can diéu tri du phong thi ddi khang thu thé
leukotriene thyu ¢6 thé 12 lua chon diéu tri du tay.Corticosteroid hit van diéu tri dau
tay cho kho khe da yéu t6 khoi phat, nhung ciing c6 thé chi dinh trong kho khe do siéu
vi c6 con thuong xuyén hodc con nang, hodc khi nghi ngo ¢6 triéu ching gitra cac dot.
Moi diéu trj du phong nén xem nhu 1a mot diéu tri thtr, v6i theo ddi sat dé giam sat
hi¢u qua diéu tri.
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APPROACH TO PRESCHOOL WHEEZING

Abstract:

Asthma is considered a chronic disease, but not all preschool wheezing is asthma.
Wheezing is a symptom that is not always easily recognized. Most parents often
describe wheezing as labeled as wheezing and there was less than 50% agreement
between parents’ and clinicians’ reports of wheeze and asthma. Although still a matter
of debate, preschool wheez-ing can be classified in 2 major groups: virus-induced
wheezing and multitrigger wheezing, having a different prognosis and a different
treatment approach..

A publication of the European Respiratory Society Task Force changed since 2008,
they talked about the classification and management of preschool wheezing disorders.
The consensus group acknowledges that wheeze patterns in young children vary over
time and with treatment, rendering the distinction between episodic viral wheeze and
multiple-trigger wheeze unclear in many patients. Virus-induced wheezing is the most
common phenotype of preschool wheezing and is usually associated with a good
prognosis. Treatment should be conservative, but if preventive treatment is required,
leukotriene-receptor antagonists might be the first choice treatment. Inhaled
corticosteroids remain first-line treatment for multiple-trigger wheeze, but may also be
considered in patients with episodic viral wheeze with frequent or severe episodes, or
when the clinician suspects that interval symptoms are being under reported. Any
controller therapy should be viewed as a treatment trial, with scheduled close follow-
up to monitor treatment effect.

36



VAI TRO CUA CHAN POAN HINH ANH TRONG BENH LY
HO HAP KHONG DO CHAN THUONG O TRE EM

BS. NGUYEN ANH TUAN
TK. X QUANG, BENH VIEN NHI DONG 1

TOM TAT

Biéu hién 1am sang ctia bénh 1y ho hip & tré em c6 thé 1a khé thé, ho, sét, hay dau
nguc, khé nudt ...Cac bénh 1y nay c6 thé can can thiép cip ciru hodc khéng cip cuu.
Chan doan hinh anh (CDHA) c6 vai trd quan trong trong viéc phat hién céc truong
hop can can thiép cip ctru nhu tran khi mang phdi, tran dich mang phoi luong nhiéu.
Trong mot s6 truong hop nhiém tring hd hip ¢ tré em, chan doan chii yéu dya vio
kham 1dm sang va cdc triéu ching. CDHA giup danh gia mic d6 ton thuong phdi,
dién tién bénh, phat hién cdc bién chimg va trong mot sb truong hop cé thé hudng xic
dinh téc nhan giy bénh. Ngay nay, CDHA bao gdm nhiéu k¥ thuat nhu X quang, siéu
am, chup cit 16p dién todn (CT) va chup cong hudng tir (MRI). Mdi k¥ thuat ¢6 nhiing
loi diém va han ché. X quang phdi van 12 k¥ thuat quan trong nhat va dugc chi dinh
dau tién trong cac truong hop bénh 1y hd hip & tré em ciing nhu ngudi 16n. Siéu am Ia
phuong tién tt dé phét hién tran dich mang phdi khong hodc ¢6 bién ching. CT ngay
cang dugc xir dung rong rai, giip khao sit tét ton thuong phdi, mang phdi, trung that,
xuong, dic biét 1a dudng thé va mach mdu trong trung that. MRI chi yéu duoc chi
dinh dé khao sét trung that va cdc bénh 1y c6 lién quan téi than kinh tay séng. Trong
bai ndy, ching t6i trinh bay vai trd céc cic ki thuat CDHA trong bénh 1y hé hip & tré
em.
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THE ROLE OF IMAGING DIAGNOSIS IN PEDIATRIC NON-
TRAUMATIC THORACIC DISEASE

NGUYEN ANH TUAN, MD
Head of Radiology Department, Children Hospital Nol.

ABSTRACT

Symptoms of pediatric thoracic diseases may be breathing difficulty, cough, fever or
chest pain... The diseases may be needed an urgent intervention or not. Imaging
diagnosis has an important role to detect the urgent situations such as abundant
pneumothorax of pleural effusion. In many cases, diagnosis of respiratory infection is
mainly based on clinical examination and symptoms. Imaging help to assess the lung
damage, lesion progression, detection of complications and in some cases can lead
pathogens identified. Today, imaging diagnosis includes a variety of modalities such
as X-rays, ultrasound, computed tomography (CT) and magnetic resonance imaging
(MRI). Each modality has its own advantages and drawbacks. Plain radiography still
remains the most important and is first indicated in children and adults with
respiratory symptoms. Ultrasound is a good means to detect pleural effusion with or
without complications. CT, being increasingly widely used today, helps to assess
accurately the lesions of pulmonary parenchyma , pleura, mediastinum, bones, and
especially the airways and blood vessels in the mediastinum. MRI is mainly indicated
in cases of mediastinal diseases or the spinal cord. In this article, we present the role
of each imaging modality in respiratory disease in children.
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THUYET VE SINH VA HEN: CO PHAI DE BI HEN VI QUA
SACH SE?

ThS Nguyén Nhu Vinh(*)

X4 hoi hién dai doi hoi con ngudi séng ngay cang vé sinh hon va thuc su ching ta
dang 1am hét stic minh dé tranh nhitng thtr do ban hay mam bénh bang moi cach nhu
sir dung xa phong “tiét trung” hay may loc khong khi vi ndi 4m anh phai dugc sach sé.
Nhung liéu méi trudng “siéu sach” nhu thé c¢6 gidp ching ta hay con cdi ching ta
manh khoe hon khong? Nhiéu chuyén gia tin ring méi truong qua sach s& va it c6
mam bénh (vi sinh) nhu & céc qudc gia phat trién hién nay c6 thé 1am gia ting nguy co
mic cdc bénh di Gmg trong d6 ¢ bénh hen suyén.

Sau thoi ky cong nghiép hoa va do thi héa & cac nudc phdt trién, cic bénh di ung lai
gia ting mot cach dang ké va cdc nghién ciru dich té cho thiy ty 1¢ méc bénh di tmg &
cac nudc phat trién hon lai cao hon. C6 nhiéu gia thiét dugc hinh thanh dé giai thich
cho sy gia ting nay va thuyét vé sinh 1a mot thuyét duoc wa chudng nhat. Thuyét nay
duoc dé xuit tr nam 1989 bai gido su dich t& nguoi Anh David Strachan [1]. Qua
nghién ctru dich t& ¢ nhitng gia dinh c6 dong con 6ng thiy rang nhitng dtra con it
thuong bi cdc anh chi ctia né ldy bénh viém nhiém dudng hd hip & nhitng nim dau
doi thi lai it bi cdc bénh di ing hay hen suyén khi 16n 1én. Qua nghién ctru nay, dng
cho rang it tiép xiic v6i mam bénh hay qud vé sinh trong nhimg niam dau doi c6 thé 1a
rnot ly do gia ting cac bénh di tng vé sau. Piéu dé giai thich tai sao khi moi truong
sdng & cac nudc phat trién tot hon th1 ty 16 bénh di ing lai gia ting. Nhiéu ngh1en cuu
dich t& sau d6 ciing ting ho gia thiét rang tiép xdc véi vi sinh trong nhimg nim dau doi
s& giam dugc nguy co méic cdc bénh viém mili di ing, cham hay hen suyén [2- 6].
Thuyét nay sau d6 dugc giai thich qua co ché mién dich v&i su mét cin bang vé mién
dich qua trung gian Thl va Th2. Céc té bao lympho Thl la cdc thanh td trung gian
quan trong gay ra céc bénh ty mién con céc té bao Th2 1a cdc chét trung gian gdy viém
chiu trach nhiém hinh thanh cdc bénh di ing qua trung gian IgE [7]. Nguoi ta nghi
rang viéc it tiép xiic véi céc tdc nhan nhiém tring trong thoi tho du s& gép phan lam
cho hé mién dich truong thanh it theo huéng Th1 ma chu yéu theo huéng Th2 s& din
dén gia tang cac bénh di g [8].

Mic du chwa duoc hiéu biét tuong tan va cé nhiéu bang chimg con mau thuin nhung
hién ty 18 bénh hen va di tng & tré em tiép tuc gia ting & cac nudc phuong tay [9,10]
1am cho thuyét vé sinh van dugc xem 1a bang chimg chimg to mdi truong “qué sach”
& cic qudc gia phat trién nay 12 nguyén nhan giy ra tinh trang gia ting di Ung & tré
em.

(*)Trung Tam Pao Tao BS Gia Binh - DHYD Tp.HCM

Trung Tam Cham Séc H6 Hap Bénh Vién DPHYD Tp.HCM

39



40



Tii li¢u thong tin cho cdn bo y t&

Daiichi-Sankyo

ABagé

Ethics devoted to healthcare

Tai liéu thong tin cho cdn b y t&
- A Bago

Etucs devoted to healtheare

N/ TRIFAMOX IBL |

Amoxicillin + Sulbactam
Puoc chi dinh trong diéu tri
NHIEM TRUNG VUNG MIENG
VA DUONG HO HAP TREN'

do S. pneumoniae, H. influenza
M. catarrhalis va S. pyogenes

i ligu na ‘ san phdm xem & trang 2,3 .
So giay tiep nhan ho so dang ky tai li ng tin thuoc ctia Cuc Quan Ly Dwgc — B¢ Y Te: 0068/16/QLD-TT, ngay 22 thang 04 ném 2016
Ngay in tai ligu: ngay 25 thang 04 nam 2016

1



ASTHMA AND HYGIENE THEORY: TOO CLEAN MAY
INCREASE ASTHMA RISK?

Vinh Nhu Nguyen, MD, MSc

Modern society doesn't like dirty or microbes. In fact, we try protecting ourselves
from germs with everything from antiseptic soaps and detergents to air purifiers
because of obsession with cleanliness. However, does this sanitizing environment
really make us healthier? Some experts believe that today's too-clean, relatively germ-
free environments may actually increase our susceptibility to allergies including
asthma.

To explain why allergic diseases increase dramatically that has been seen since
industrialization and the higher incidence of allergic diseases in more developed
countries, many theories were developed in which the most attractive one is the
“hygiene theory”. It is originally formulated by Professor David Strachan (UK) in
1989 [1] proposes that a cause of this rapid rise in atopic disorders could be a lower
incidence of infection in early childhood, transmitted by unhygienic contact with older
siblings. This theory is supported by many epidemiological studies provided further
support for the idea that microbial exposure in early life protects against allergic
rhinitis, eczema, and asthma [2-6]. The theory was then explained by immunological
languages as unbalance of Thl and Th2 immunological pathway. Thl lymphocytes
produce cytokines that are known as important mediators for the development of
organ-specific autoimmune disorders. On the other hand, Th2 cells produce
inflammatory mediators responsible for promoting the development of IgE-mediated
atopic allergy [7]. Hence, the hygiene hypothesis may be combined with the Th1/Th2
paradigm to argue that reduced contact with microbes and diminished burden of
infectious disease at an early age lead to weakened immunological drive in the Thl
direction resulting in over-activity of Th2 responsiveness lead to increasing atopic
diseases [8].

Although there are conflict evidences to support and it is not fully understood, as the
prevalence of allergic diseases in children continues to rise in the developed countries
[9,10], the hygiene hypothesis is now frequently cited as evidence that Western
households are "too clean" and that has been achieved at the expense of protection
against allergy in early childhood.

(*)Center for Training of Family Physician, University of Medicine and Pharmacy,
HCMC

Respiratory Care Center, University Medical Center, HCMC
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CHAN POAN DI UNG O TRE MAC BENH HEN
BS. Nguyén Thi Ngoc, BS. Trdan Anh Tudn

Tém tit

Hen 1a mot bénh man tinh thuong géap nhét & tré em, véi ti 1€ hién mic khoang 5-10%.
Pay ciing 1a mot trong nhirng biéu hién ciia bénh 1y di tng. Tré bénh hen cé man cam
v6i cdc di nguyén c6 nguy co hen dai dang t6i tudi truong thanh. Pong thoi nhitng tré
hen nang thuong gap o tré co6 co dia di ng hon.

Chéan doan di ung duoc khyén cdo danh cho cdc tré mic bénh hen trén 3 tudi, hay
nhitng tré nho hon 3 tudi mic bénh hen khé kiém sodt. Test lay da 13 phuong phap
quan trong dé chan doan di tng ¢ tré mic bénh hen. Xét nghiém don gian, dé thyc
hién va cho két qua nhanh chong, giup xac dinh co dia man cam ctia bénh nhin. Céc
di nguyén thuong thuc hién lam test 1y da ¢ tré mic bénh hen gém céc di nguyén
khong khi (mat nha, 16ng ché, meo, gidn) va cédc di nguyén thirc an néu c6 bénh sir goi
y. Ngoai ra IgE dac hi¢u dugc thuc hién trong cac truong hop di ting thirc an hay cac
truong hop bénh hen c6 chi dinh diéu tri mién dich.

Tai phong khdm di ung Bénh vién Nhi Déng 1 TPHCM, sau mdt nam hoat dong,
trong s6 1141 tré dén kham di Gmg, c6 40% tré kham vi bénh suyén. 148 tré dugc thuc
hién 1am test 1ay da, ti 1& duong tinh 1a 60% (89/148). Pa phan tré di tmg voi mat nha
vé6i ti 1€ di rng Dermatophagoides pteronyssinus 45% (62/148), Dermatophagoides
farinae 42,5% (63/148), Blomia tropicalis 40%(59/148); cac di nguyén khac it gap
hon nhu 16ng ché 2,7%, 16ng meo 4,7%, gian 2,7%.

Chan doan di ung ¢ tré mic bénh hen gitip xéc dinh co dia di ing cua tré, xac dinh céic
di nguyén l1am bénh hen khé kiém soat, ddng thoi c¢6 bién phap diéu tri dic hiéu dbi
v6i di nguyén nhu phong tranh tiép xac, hay cac phuong phap mién dich trj liéu néu
¢6 chi dinh. Piéu nay s€ gilp cai thién muac do kiém sodt hen cua bénh nhan.
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DIAGNOSIS OF ALLERGY IN ASTHMATIC CHILDREN
Dr. Nguyén Thi Ngoc, Dr. Tran Anh Tudn

Summary

Asthma is a chronic disease most common in children, with a prevalence of about 5-
10%. This is also one of the manifestations of allergic disease. Allergen sensibilisation
in children may be associated with persistence of asthma to aldulhood. Children with
severe asthma may have a greater degree of atopy than other asthmatic patients.

Allergy diagnosis is recommended to do for asthmatic children more than 3 years old,
and for asthmatic children less than 3 years old suffering the uncontrolled asthma.
Skin prick test is an important method to diagnose allergies in children with asthma.
Considering the simplicity, ease of performance, accuracy, this test help to dertermine
the atopy of patients. The frequent allergens used for skin prick test in asthmatic
children include pneumallergens (house dust mites, dog hair, cat hair, and cockroach)
and food allergens with relevent history. Besides, specific IgE should be considered
for children with food allergies or for whom was indicated to allergen —specific
immunotherapy.

At the allergy consultation at Children's Hospital N1 HCMC, during 1 year 2015-
2016, a total of 1141 children consulted, 40% of these were asthmatic. 148 infants of
these asthmatic children were performed skin prick test, with positive results were
60% (89/148). The most prevalent allergen was house dust mites: Dermatophagoides
pteronyssinus 45% (62/148), Dermatophagoides farinae 42.5% (63/148), Blomia
tropicalis 40% (59/148); other less common allergens were dog hair 2.7%, cat hair
4.7% and cockroaches 2.7%.

Diagosis of allergy in asthmatic children helps to determine the presence of atopy, to
identify allergens responsible for difficult to control asthma, and also to have specific
treatments such as allergen avoidance, or immunotherapy if indicated. This will
contribute to improve the level of children’s asthma control.
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Rx- Thudc ké don

TRIFAMOX IBL

Amoxicillin and Sulbactam
Vién nén bao phim

THANH PHAN:

Moi vién nén bao phim chira :

TRIFAMOX IBL 500 |TRIFAMOX IBL 1000
Amoxicillin
(dudi dang 250 mg 500 mg
amoxicillin trihydrate)
Sulbactam
(duc’yi dang 250 mg 500 mg
pivsulbactam)

Ta dwgc: Croscarmellose natri, colloidal silica khan, magnesi
stearat, microcrystalline cellulose, Opadry II YS-30018056,
pham mau vang sit oxyd 10.

Tac dung diéu tri: Amoxicillin 1 mot thude khang sinh ¢
phé khang khuan rong két hop voi sulbactam, mot chit tre ché
men B-lactam lam ting hiéu qua diéu tri dbi voi cac vi khuan
khéang lai cac thudc khang sinh nhom p-lactam khi ding don ddc.
CHI PINH: Piéu tri cic tinh trang nhidm trung do cac vi
khuén nhay cam gay nén. Pac bié¢t TRIFAMOX IBL dugc chi
dinh dé diéu trj cac truong hop nhiém tring do cac chung vi
khuan san sinh ra B-lactamase khang lai cac thudc khang sinh
nhom B-lactam va cac thudc trong nhém cephalosporin khi
dung don doc.Su két hop amoxicillin va sulbactam dd cho
thdy co tac dung trén 1am sang d6i voi cac truong hop nhiém
trung du6i ddy, cac vi khuan ciing da duoc phan 1ap khi nudi
ciy trong nhirg mdi trudng thich hop:

-Nhiém trang vung miéng va duong ho hép trén (dic biét
trong nhirng truong hop nang va hay tai phat): Viém amydal,
viém hau hong, viém xoang, viém tai gitra, viém thanh quan,
viém khi quan, viém phoi, viém phé quan do Streptococcus
pneumoniae, Haemophilus influenza (+), Moraxella catarrha-
lis (*), Streptococcus pyogene.

-Nhiém trung 6 bung do E.coli (#), Klebsiella spp (bao gdm ca
K.pneumoniae), Bacteroides spp.(bao gdm ca B.fragilis) va
Enterobacter spp (#).

-Nhiém trung phu khoa: do E.coli va Bacteroides spp. (bao
gdm ca B.fragilis).

-Nhiém trung duong tiét niéu: (dic biét trong cac truong hop
viém bang quang tai phat hodc c6 bién ching) do Enterobacte-
riaceae (#) (chu yéu 1a do E.coli), Staphylococcus saprophyti-
cus, Enterococcus spp (#).

-Nhiém trung da va mo mém: viém mach bach huyét, viém mo
té bao, cac vét thuong hd hoac méat mo, abcess chan rang va
vung miéng do Staphylococcus aureus (#), Streptococcus
pyogenes va Bacteroides spp (#).

Cha thich:

(*) Tat ca cac chung vi khuan sinh p-lactamase.

(+) Khoang 30% céc chiing vi khuan ndy san sinh ra p-lactamase,

Tai liéu thong tin cho cdn bd y t&

do vay no6 khang lai amoxicillin khi dung don doc. (#)
Ty 1é phan tram cic chung vi khuan ndy san sinh ra
B-lactamase rat khac nhau.

Nhitng nhiém tring ph6i hop gay nén béi cac vi khuan
nhay cam véi amoxicillin va do nhing vi khuan san
sinh ra p-lactamase nhay cam v&i ché pham amoxicil-
lin két hop véi sulbactam déu c6 thé diéu tri bang TRI-
FAMOX IBL don doc ma khong can phai sir dung
thém bat ky ché pham khang sinh nao khac.

Nguoi ta khuyén rang can tién hanh nhitng thir nghiém
vi khuan thich hop (phan lap va thir d6 nhay cam cia
vi khuan) trude khi bat dau diéu tri dé xac dinh vi
khuan gay bénh va xac dinh d6 nhay cam cua vi khuan
doi v6i TRIFAMOX IBL.Nén bit dau diéu trj trude
khi c6 két qua kiém tra vi khuan néu c6 1y do nghi ngd
nhiém trung do cac vi khuan san sinh B-lactamase gay
nén. Khi da c6 két qua vi khuan hoc ¢ thé diéu chinh
phéc do diéu tri néu can thiét.

CHONG CHI PINH

Bénh nhan c6 tién sir di tmg véi penicillin va hodc cac
cephalosporin. Can danh gia nguy co va loi ich cua
viéc diéu tri trong nhitng truong hop sau:

-Bénh nhan c6 tién sir cac bénh cia dudng tiéu hoa,
dac biét 1a viém loét rudt, viém rudt non khu tri hoac
viém rudt do sir dung khang sinh.

-Nhiém tring c6 ting bach cdu don nhan (c6 mot ty 18
16n bénh nhan sir dung penicillin xut hién ban do).
LIEU LUQNG VA CACH SU DUNG

Liéu luong can phu hop véi céac tiéu chuan y hoc va
tinh trang 14m sang ctia bénh nhan. Liéu théng thuong
khuyén dung ddi véi nguoi 16n va tré em trén 12 tudi
la: 1 vién TRIFAMOX IBL 500 hoac TRIFAMOX
IBL 1000 mbi 8h. Tré em dudi 12 tudi: Khong dung
dang vién nén bao phim nén sir dung dang hon dich.
Bénh nhan suy than: Giam liéu trong truong hop suy
giam chirc ning than nang, trudng hop liéu s dung
dudi mot vién khuyén cao nén st dung dang hdn dich:

D6 thanh thai Creatinin mau (mg/dl) Liéu hang ngay
creatinin (ml/phut)
>30 <2,0 Liéu khuyén céo (*)
Dang bao ché bao phim
Tu 10 dén 30 Twr 2,0 dén 6,4 khong phut hop véi huéng dan
diéu chinh lidu.
Dang bao ché bao phim
<10 >6,4 khéng phut hop vi huéng dén
diéu chinh lidu.

(*) liéu ding dua trén liéu lrong Amoxicillin

CANH BAO: Bénh nhéan khong dung nap mdt loai
penicillin nao d6 co6 thé ciing khong dung nap nhimg
thuéc & nhom khac.Bénh nhan khong dung nap céac
cephalosporin, cephamicine, griseofulvin hoac penicilla-
mine c¢6 thé khong dung nap penicillin.Phan Ufng qua
man (phan {mg phan vé) tram trong d6i khi c¢6 thé nguy
hiém dén tinh mang da duoc bao cdo ¢ nhiing bénh
nhan diéu tri bang penicillin.Nhimg tac dung ngoai ¥
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nhu trén cling c6 nhiéu kha ning xay ra & nhu'ng bénh nhan co
tién str man cam véi cac penicillin va/hodc cé tién sir man cam
v6i nhiéu loai di nguyén. Ciing dd c6 nhing bao co vé truong
hop gip cac phan img qua min ¢ nhitng bénh nhan trong tién
sir da co cac tac dung ngoai ¥ nang khi diéu tri bang cac ceph-
alosporin. Trudc khi diéu tri penicillin, can chil ¥ toi nhitng dit
liu vé cac phan tng qua man véi cac thude ndi trén, ¢ epha-
losporin va/hodc cac di nguyén khac. Néu c6 bat ky phan ung
di ng nao xay ra nén ngay lap tirc ngung diéu tri TRIFAMOX
IBL va ap dung cac bién phap diéu trj thich hop.Truong hop
phan tmg qua méan ning can phai diéu tri cip ctru ngay 1ap tirc
bang ephedrine cing véi thd oxy, tiém tinh mach steroid va
kiém soat dudng thé bao gdm ca mé khi quan.Nhing truong
hop viém rudt gia mac ¢6 lién quan dén gan nhu toan bo cac
loai thudc diét khuan bao gdm ca khang sinh nhom betalactam
va céc thube trc ché betalactamase da duogc bao cdo. Mirc do
tram trong cua bénh rat khac nhau va tinh trang nay co thé rat
nguy hiém & mot s6 bénh nhan, do d6 viée can nhic dén chan
doan nay ¢ nhirng bénh nhan xuat hién tiéu chay sau khi ding
cac khang sinh diét khuan 13 rat quan trong THAN
TROQNG :Nhing bénh nhan diéu tri TRIFAMOX IBL c6 thé
bi boi nhiém nam hodc vi khuan gay bénh khac. Néu xuat hién
boi nhiém (chil yéu 13 do pseudomonas hoic candida), nén
ngung sir dung TRIFAMOX IBL va dap dung cac bién phap
diéu tri thich hop.Trong qua trinh diéu tri TRIFAMOX IBL co
thé xuét hién tang cac chi s6 transaminase cta gan, chu yeu la
glutamic-oxalacetic transaminase.Cling da c6 bao céo vé su
giam nhe trong mdi lién hé vé nong do gitra estriol va estrone
v6o1 ham lugng cua estradiol trong huyét thanh. Do vay, nén str
dung céac bién phap tranh thai hd tro ddi v6i nhirng bénh nhan
nit dang ap dung li€u phap tranh thai estrogen hodc proges-
tin.Can tién hanh kiém tra chirc nang gan va chirc ning than
dinh ky néu st dung TRIFAMOX IBL kéo dai.Str dung cho
tré em: Phan 16n céac thude thudc nhoém penicillin da dugc su
dung cho cac bénh nhi. Cho dén nay chua c6 cac van dé dac
biét nao dugc bao cdo. Tuy nhién , qua trinh thai trir cuia peni-
cillin qua duong than bi cham lai béi chirc nang than cua tré
so sinh hodc tré em dudi 6 thang tudi chua phat trién hoan
chinh.Str dung & nguoi 16n tudi: Cac penicillin cling di duoc
st dung cho ngudi 16n tudi va cho dén nay chua nhan thiy c6
nguy co dac biét nao. Tuy nhién nhitng bénh nhan lén tudi
thudng co suy than do tudi tic do vy c6 thé can phai diéu chinh
liéu cho phtt hop. SUDUNG THUOC O PHU NU CO THAI
VA NGUOI CHO CON BU: St dung cho phu nit ¢6 thai:
Chua c6 cac nghién ctru ddy da va co kiém soat dbi véi con nguoi.
Str dung TRIFAMOX IBL cho phu nit dang mang thai khong
cho thdy c6 doc tinh d6i voi thai nhi; tuy nhién chi nén st
dung amoxicillin khi da danh gia loi ich cta viéc st dung ddi
v6i nguy co c6 thé dbi véi thai nhi.Str dung cho phu nit cho con
bu: Amoxicillin dugc bai xuit vao trong stra me. Mac du chua
xac dinh dugc nhiing nguy co rd rang nhung khi str dung Peni-
cillin cho cac ba me dang cho con bi co thé 1am cho tré tro
nén dé nhay cam, di ngoai, nhiém nam va ban do ngoai
da.TUONG TAC THUOC: Nhiing tuong tac véi cac thude
khac va/hodc nhitng van dé c6 lién quan duéi day da duogc
chon loc dua trén nhiing biéu hién 1am sang: Methotrexate:

Tai liéu thong tin cho cdn b y t&
Khi str dung dong thoi voi cac penicillin ¢o thé lam
giam d¢ thanh thai ciia methotrexate va do do lam ting
doc tinh ctia thudc.Probenecid: Sir dung dong thoi hai
thudc nay s& lam giam bai xuét cac penicillin ¢ dng
than két qua 1a kéo dai nong do cta thudc trong mau,
kéo dai thoi gian ban huy cua thude va s& lam tang
nguy co gy doc.Tuy nhién, cac penicillin ¢6 thé sir
dung dong thoi voi probenecid dé diéu tri nhimng
truong hop nhiém tring do 1ay nhiém qua duong tinh
duc (STD) can dat dugc nong do thudc khang sinh
trong mau cao va kéo dai. TAC PONG CUA THUOC
KHI LAI XE VA VAN HANH MAY MOC: Thudc
khong anh huéng dén nguoi lai xe va van hanh may
méc. TAC DUNG KHONG MONG MUON: Khi st
dung & lidu théng thuong khuyén dung, thudc thuong
dugc dung nap t6t. Mot s6 bénh nhén co thé xuét hién
nhiing tdc dung ngoai ¥ ¢ nhitng mrc d9 va hinh thai
khac nhau. Nhing tac dung ngoai y thuong gap da
dugc bao cao 1a: Voi tan suat tir 1 dén 10%: Nhimng rdi
loan v¢ h¢ ti€u hoa: (1 dén 10%): Budn ndn, non, tiéu
chay, kho tiéu, dau thuong vi. Véi tan suat <1%: Phan
mg qua man: N6i mé day, phu quincke, dat san, va
hiém hon c¢6 thé giap shock phan vé. Viém than k&.
Phan ung huyét hoc: ~giam bach cau trung tinh, tang
bach cau ua eosin, thleu mau va réi loan chtrc ning cua
tiéu cau. Nhiém nam candida & miéng, hodc & cac vi tri
khac nhu 12 mot biéu hién bién d6i can bang vi khuan.
Hiém hon c6 thé gap hoi chimg Stevens-Johnson va do
da toan than. D c6 bao cao vé mot sd trudng hop viém
rudt gid mac do sir dung aminopenicillin.
Luu y: Thong bao cho bac si biét cac tac dung phu gip
phai trong qua trinh diéu tri.
QUA LIEU: Cho dn nay chua c6 bao cdo vé cac
truong hop dung qué liéu penicillin. Trong trudng hop
dung qué lidu hodc do tai nan, bénh nhan can duoc
cham soc tai bénh vién gan nhat hoic lién hé ngay véi
trung tdm chéng doc. QUY CACH: Trifamox IBL
500: Hop 2 vi x 8 vién nén bao phim. Trifamox IBL
1000: Hop 1 vi x 8 vién nén bao phim. HAN DUNG:
24 thang ké tir ngay san xudt. TIRU CHUAN: Nha sén xuét.
BAO QUAN Béo quéan noi kho rdo, & nhi¢t 46 dudi
30 C. PE THUOC NGOAI TAM TAY TRE EM
TUYET POI TUAN THEO CHI PINH CUA BAC
SI. POC KY HUONG DAN SU DUNG TRUOC
KHI DUNG. NEU CAN THEM THONG TIN, XIN
HOI Y KIEN CUA THAY THUOC.

NHA SAN XUAT: LABORATORIOS BAGO S.A
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SINH LY VA SINH BENH HQOC CUA BENH PHOI VO CAN
Prof. Dinh Xudn Anh T uan, MD, PhD Cantab, FERS

Cochin Hospital, Paris Descartes University, Paris, France

Xo phdi vo cin (IPF) 1a bénh xo phéi md k& (ILD) thuong gip nhét. Ngay nay diu c6
nhiing cai tién vé diéu tri chdng xo [1], nhung IPF van 1a bénh rat ning véi thoi gian
séng con trung vi la 3 ndm néu khong diéu tri [2]. Biéu hién 1am sang cua b¢nh, giai
doan sém 1a khé thé khi ging stre dén suy ho hip vao giai doan cudi kem ho lién tuc,
lién quan dén su thay d6i vé sinh 1y phoi thir phét do qua trinh bénh.

V& bénh hoc, IPF lién quan dén thay ddi cua hau hét céc thanh phén cua hé hd hép
dué6i. Trude tién, sang thuong xo ctia nhirng viing phé nang nay cé hinh anh dién hinh
cua bénh phéi mo ké thong thuong (UIP). Hinh anh cia UIP dugc dinh nghia boi 1)
c6 su thay d6i khong dong nhit nhirng viing khéc nhau cta phdi binh thuong, 2) tinh
khong dong nhat vé thoi gian voi sy hién dién dong thoi nhimng ton thuong tinh té
trong mo phdi gan nhu 13 binh thuong vi du nhu cac 6 nguyén bao soi cling véi nhiing
vung xo hoa chtra hau hét soi collagen vO bao day dac 3) su hién dién sang thuong
dang t6 ong, tic nhirng khoang khi doan xa bi gidn bat thudng v6i thanh gdm mé xo
hoa va dugc 16t béi té bao biéu mo c6 nhidu dic diém gidng véi té bao biéu mé hd hap
[3]. Ngoai nhitng sang thuong ndi bat ndy, su thay doi vé mo hoc ciing dugc thiy ¢
viing khac cta hé hd hap duéi trong IPF. Vé mach mau, cdc nghién ciru vé cau triic hé
mach mdu phoi trong IPF cho thay su day 1én cua thanh dong mach phoi ¢ hau hét
bénh nhan, dic biét & viung xo phéi day dac [4]. Mat d6 mao mach ting & ngoai bién
cdc viing nguyén bio soi va cdc nang to ong [5], dic diém nay cé thé lién quan véi
bénh tinh mach tic ngh&n hién dién trong nhitng viing phoi con cdu tric binh thudng &
65% bénh nhan [6]

Progressive damage and fibrosis of alveolar regions beginning in subpleural and basal
regions of the lungs [2] is the predominant lesion of IPF, and results in profound
reductions in lung compliance. Lung fibrosis itself is defined by the replacement of
the normal, compliant lung extracellular matrix rich in elastin with an abnormally stiff
matrix rich in fibrillar collagen [7]. In addition, alterations in the composition of
pulmonary surfactant, which plays key roles in the regulation of the alveolar surface
tension and lung compliance, were reported in IPF [8].

Ton thuong tién trién va su xo héa nhirng ving phé nang bat dau dudi mang phdi va
vung day phoi [2] 1a sang thuong ndi bat trong IPF, va hau qua gy giam ning sy dan
hodi cta phdi. Xo hoéa phdi ban than duoc dinh nghia 13 sy thay thé viing ngoai bao
binh thuong giau elastin cé tinh dan hoi ctia phoi thanh viing bat thuong cimg, nhiéu
soi collagen [7]. Thém vao d6 thay d6i thanh phan chat surfactant ctia phoi, chat c6
vai tro chinh trong didu hoa strc cing bé mit va su dan hoi ctia phdi ciing dugc thiy
trong IPF.
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Bénh nhan IPF c6 nhiéu thay ddi vé sinh 1y phdi trong duong thay dbi ciia dudng van
chuyén oxy trong 16ng nguc: thong khi phé nang, su khuyech tan mang phé nang mao
mach va huyét dong hoc phdi. Nhimng thay doi nay dan dén thay d6i o rang vé kha
ning ging strc va khé tho. Vi du nhu kha ning iy oxy téi da, ning suit dinh, thé tich
sdng va PaO2 giam khi ging stc & bénh nhin IPF so v4i ngudi binh thuong hay so
v6i gid tri tham khao cua dan sé binh thudng, trong khi d6 d6 chénh dp oxy cta phé
nang- mao mach, théng khi tuong déng va khoang chét sinh 1y déu ting

Khé thd thuong 1 than phién chinh ctia bénh nhan IPF. Khé thé khi ging stc tuong
quan khong manh véi mutc giam d6 dan hoi va trao doi khi. Trong IPF, dién tién bénh
khoéng chi anh huong dén ving phé nang ma ca nhitng ving khac cta hé hd hip nhu
mach mau phoi va duong dan khi. Hau qua 1a bénh nhan IPF c6 nhiéu thay ddi vé sinh
1y phoi. nhitng thay d6i nay bao gém 1) giam d6 dan hoi phoi, ddn dén giam thé tich
phoi 2) bat thuong vé trao ddi khi bao gdm shunt phai trdi, nhiéu viing phdi c6 ti 18
thong khi/ tudi méau thap, giam do khuyech tan va thong khi khoang chét. 3) ting sirc
dé khdng mach mdu phdi din dén gii han vé huyét dong hoc va 4) thay doi chirc
ning duong dan khi. Nhitng bat thuong nay két hop khdc nhau & mdi bénh nhan, cling
v6i nhitng thay do6i lién quan vi du nhu khoi thudce 14. Mot giai phdp khong thé phit
hop cho tat ca, dit ho hap ky va DLCO cho nhitng thong tin co ban va Ia nén tang
danh gia chic ning ciia bénh nhan IPF, nhung cac test sinh 1y van 1a can thiét mot khi
van con nghi van vé triéu chtng cua bénh nhan. Trong trudng hop nay, do d6 dan hoi
phoi bang phuong phap xam lan hay khéng xam 1an, do thong khi khoang chét, huyét
dong hoc phdi va trung tim théng khi cling nhu céc test ging strc ¢6 thé cho ching ta
thém nhiéu thong tin.
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PHYSIOLOGY AND PHYSIOPATHOGENESIS OF
IDIOPATHIC PULMONARY FIBROSIS

Prof. Dinh Xudn Anh T uan, MD, PhD Cantab, FERS

Cochin Hospital, Paris Descartes University, Paris, France

Idiopathic Pulmonary Fibrosis (IPF) is the most frequent of Fibrotic interstitial lung
diseases (ILD). Although it is possible that recent progress in anti-fibrotic treatments
yield improvement in this regard [1], IPF is a very severe disease with a median
survival of 3 years in the absence of treatment [2]. Its clinical expression, ranging
from exertional dyspnea occurring early in the disease to end-stage respiratory failure
along with relentless cough, is related to alterations in lung physiology secondary to
the disease process.

At the pathological level, IPF is associated with multiple alterations involving most
compartments of the lower respiratory system. At the forefront, fibrotic lesions of
alveolar regions typically conform to a Usual Interstitial Pneumonia (UIP) pattern.
The UIP pattern is defined by 1) a heterogeneous pattern with alternating areas of
normal lung, 2) what is understood as temporal heterogeneity with the concomitant
presence of discrete lesions in otherwise normal-appearing lung tissue, i.e. fibroblastic
foci, and fibrotic areas comprised mainly of dense acellular collagen, and 3) the
presence of honeycomb lesions, which are abnormal dilated distal airspaces with walls
composed of fibrotic tissue and lined by an epithelium sharing many characteristics
with the airway respiratory epithelium [3]. In addition to these prominent alveolar
lesions, tissular alterations are also evidenced in other parts of the lower respiratory
system in IPF. On the vascular side, studies in the structure of the lung vasculature in
IPF lungs showed thickening of pulmonary arteries walls in most patients, particularly
in dense fibrotic zones [4]. Capillary density is increased in regions bordering
fibroblastic foci and honeycomb cysts [5], a feature which may be related to an
occlusive venopathy which is present in architecturally preserved lung regions in 65%
of patients [6].

Progressive damage and fibrosis of alveolar regions beginning in subpleural and basal
regions of the lungs [2] is the predominant lesion of IPF, and results in profound
reductions in lung compliance. Lung fibrosis itself is defined by the replacement of
the normal, compliant lung extracellular matrix rich in elastin with an abnormally stiff
matrix rich in fibrillar collagen [7]. In addition, alterations in the composition of
pulmonary surfactant, which plays key roles in the regulation of the alveolar surface
tension and lung compliance, were reported in IPF [8].

Patients with IPF have multiple alterations of lung physiology relevant to the main
concepts describing alterations of the oxygen transport pathway in the thorax, that is,
alveolar ventilation, alveolo-capillary diffusion, and pulmonary hemodynamics. These
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alterations translate into profound alterations in exercise response and capacity, and
dyspnea. For instance, maximal oxygen uptake, peak power, tidal volume and PaO2
are reduced at exercise in IPF patients compared with healthy controls or to reference
values for a healthy population, while the alveolar-arterial oxygen gradient,
ventilatory equivalents and physiological dead space are increased.

Dyspnea is usually the main complaint in patients with IPF. Exertional dyspnea is
correlated albeit not very strongly with markers of both reduced lung compliance and
altered gas exchange. In IPF, pathological processes affect not only alveolar regions
but also other regions of the respiratory system such as the lung vasculature and the
conducting airways. As a result, patients with IPF show multiple alterations in lung
physiology. Such alterations include 1) reduced lung compliance and subsequently
reduced lung volumes, 2) abnormal gas exchange including right-to-left shunting,
regions with low ventilation/perfusion ratios, diffusion impairment and dead space
ventilation, 3) increased pulmonary vascular resistance with subsequent hemodynamic
limitation and 4) alterations in the function of the conducting airways. These
abnormalities combine to a different degree in each individual patient, along with
other alterations related for example with smoking. One size thus does not fit all, and
we advocate that, although spirometry and DLCO measurements provide critical
information and remain the backbone of the functional evaluation of IPF patients,
physiological testing may not be limited to these tests when questions remain as to the
explanation of symptoms in a given patient. In such a context, invasive and non-
invasive measurements of lung compliance, dead space ventilation, pulmonary
hemodynamics and ventilatory drive as well as exercise testing may provide useful
information.
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TAM BIET MU MANG PHOI PHAI BOC VO PHOI, PHAN
TICH CAC YEU TO NGUYEN NHAN CAN CAN THIEP
NGOAI KHOA

Ths. Nguyé~n Thi Ngoc Thuy(1), Bs. Tran Hitu Phuoc(2), PGS. Lé Nir Thi Hoa Hiép(3)

TOM TAT

Muc tiéu: Xéac dinh ti 1¢ va nguyén nhan giy viém mu mang phdi, ti 1¢ viém mi mang
phoi can can thi€p phau thuat boc vo phoi. Phan tich cac nguyén nhan gay viém mu
mang phoi ning can can thiép phau thuat béc vé phoi.

Po6i twong va phwong phap nghién céu: hdi ciu mo ta 34 trudng hop viém mu
mang phéi diéu tri tai khoa ngoai 16ng nguc bénh vién nhan dan Gia DPinh tr
01/01/2010 — 01/12/2015.

Két qua: trong 5 nim ghi nhan dugc 795 trudng hop tran dich mang phdi dugc didu
tri noi trd tai bénh vién nhan dan Gia Pinh, 34 truong hop (4,4%) duoc chan doan mu
mang phéi dua trén tinh chat dich (mu dai thé hodc dich vang duc c6 BCBN >
1000/mm3), 26 truong hop (76,4%) 1a tran mu mang phdi can viém, 8 trudng hop
(23,6%) khong do viém phdi (1 bénh nhan vét thuong nguc trin mau mang phdi
khong duoc xu trf triét dé, 1 bénh nhan c6 6 cin mu mang phoi 6 tién sir chan thuong
nguc cach nhap vién 10 nam,4 bénh nhan ung thu, 2 bénh nhan tran mu mang phéi dai
thé c¢6 lao phoi — mang phoi). Piéu tri noi khoa va choc hut 15 truong hop (44%),
thanh cong 13 truong hop (86,7%), tit vong 2 truong hop (13,3%) c6 lién quan bénh
mén tinh ning di kém. Dan luu mang phdi 18 truong hop (47,2%), thanh cong 12
truong hop (66,7%), 4 truong hop (22,2%) tir vong gom 3 bénh nhan ung thu giai
doan cudi, 1 bénh nhan xo gan child C, 2 trudng hop (11,1%) dan luu that bai phai
can thiép béc vo phdi trong d6 c¢6 1 truong hop 1a mi mang phdi sau chan thuong
nguc 1 thang. Phiu thut béc vo mang phdi 3 trudng hop (8,8%), 2 ca md sau dan luu
mang phoi that bai do ¢6 nhiéu 6 khu trd va mang phdi day kém voi hoa, 1 truong hop
12 bénh nhan c¢6 6 cin mu mang phoi khu trd 16n c6 tién st chan thwong nguc cach 10
nam

Két luan: Viém mu mang phéi can viém hién nay dugc diéu tri ndi khoa rat hiéu qua,
chi cac truong hop c6 mu dai thé hodc dich tiét duc véi bach cau da nhan > 1000/mm3
moi can can thiép ngoai khoa, ma dai da s6 chi din luu mang phéi, chi 3 truong hop
trong vong 5 ndm can phau thuit béc vo phdi.
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Abstract:

ANALYSIS CAUSES OF EMPYEMA THAT NEED SURGICAL
TREATMENT

Objectives: analysis the causes of the empyema that need surgical treatment

Materials and methods: the retrospective study conducted between 2010 and 2015
concerning the records of 34 patients treated for empyema in Gia Pinh hospital.

Results: in 5 years there are 795 cases of pleural effusion administrated to Gia Dinh
hospital, in which 34 cases (4,4%) have been diagnosis with epyema based on fluid
caracteristic, 26 cases (76,4%) is complicated parapneumonic pleural effusion, 8 cases
(23,6%) is from another causes (1 pyothorax after trauma, 1 loculated effusion more
than 10 years after trauma, 4 late stage cancer, 2 pyothorax from tuberculosis).
Medical treatment with antibiotics and thoracocentesis in 15 cases (44%) have success
86,7%, 2 patients (13,3%) die because of severe comorbidities . Drainage with or
without irrigation in 18 cases have success 66,7%, 3 patients with late stage cancers
and 1 patient with child C cirrhosis have died after tube thoracostomy (22,2%), 2
cases failure (11,1%) that have thick or calcificated pleura need decortication. And
with 1 case that has loculated effusion in 10 years, there are 3 cases (8,8%) that truly
need surgical treatment.

Conclusion: parapneumonic pleural effusion are a common finding in patients with
pneumonia, and most of them can be resolved by medical treatment. Patients with
pyothorax or exudates fluid with neutrophile > 1000/mm3 must have drainage by
chest tube with or without irrigation, only few cases with loculated effusion or thick or
calcificated pleura need decortication.
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XU TRI BENH NHAN UNG THU PHOI DI CAN CO DPOT
BIEN EGFR TIEN TRIEN SAU PIEU TRI EGFRTKI —VAI
TRO CUA SINH THIET LAI

Vii Van Vii
(Bénh vién Ung Buou TPHCM)
(Tién si, Bdc st Chuyén khoa II)
Tém tit

Bénh nhan ung thu phoi khong té bao nhé c6 dot bién hoat héa EGFR 1a thyc thé 1am
sang dic biét. Viéc xir tri khdang EGFRTKI thu dic doi hoi chién luoc linh hoat cé thé
héa theo timg bénh nhan cu thé. Viéc sinh thiét lai dé x4c 1ap tinh trang sinh hoc phan
tr ciia bénh 1y 1a can thiét dé dinh huéng phuong thirc diéu tri phtt hop. Sinh thiét
16ng v&i cac phuong phap phén tich nhay gitp xac dinh cac dot bién qua ctDNA 14 vii
khi dic luc trong cac trudng hop khé 14y duoc miu mé. Cac thude nhiam dich dang
dugc diy manh nghién ctru va phit trién trong d6 cdc TKI thé hé III nham vao dot
bién T790M dang tro thanh bién phdp xir tri hitu hiéu va hop 1y cho nhiéu tinh hudng
khang EGFRTKI thu dic c6 dot bién T790M

MANAGEMENT OF EGFR MUTATED NSCLC
PROGRESSING ON FIRSTLINE TKI- THE ROLE OF
REBIOPSY.

Vu Van Vu, MD, PhD
(Ho Chi Minh City Oncology Hospital)
Summary

EGFR mutated NSCLC is unique clinical entity. Management of acquired-resistant
EGFRTKIs needs a flexible strategy personalizing to specific patients. Rebiopsy to
reveal molecular pathology profile is necessary for establish the optimal treatment.
Liquid biopsy processing with high sensitive assays help finding driver mutations
through ctDNA analysis is useful solution in clinical situations that tissue specimens
unavailable. Targeted agents has been vividly studying and developing, including
third generation TKIs targeting T790M mutation. These are getting efficacious and
rational treatment measures for many EGFRTKI acquired resistance patients who
have T790M mutation.

52



LIEU PHAP UC CHE PIEM KIEM SOAT MIEN DICH: LY
THUYET PEN THUC HANH

Ts Bs Lé Thuong Vii

Tém tit

Ung thu phéi 13 ung thu gdy chét hang dau. Ty 1é bénh nhén sdng thém sau 5 nim con
rat thap. Mot nguyén nhin gép phan cho tir vong cao 12 bénh khong c6 triéu ching
dac hi¢u vi vy bénh nhan thuong dén trong giai doan mudn. Hoéa tri chuin ngay ca
v6i cdc thude thé hé méi tir 2000 khong gitip ting thém séng con. Céc liéu phap méi
nhu liéu phdp sinh mach, liéu phap dich va gan day nhat liéu phdp Gc ché diém kiém
sodt mién dich duoc ching minh cai thién séng con, ting thém hy vong bién ung thu
thanh bénh man tinh. Mic dau cho ty 1é dap tng cao nhat, liéu phap dich dan da sé& bi
dé khang vé6i sy xuat hién cac co ché khang thudc thir cip. Pugc chap thuan sir dung
tir 2015, liéu phdp mién dich dang thay di cdc tiép can diéu tri ung thu phoi. Ngoai
cai thién sbng thém, cdc khdng thé don dong e ché PD1 hodc PDLI don 1é hay phdi
hop v&i khing CTLA4 giip giam ty 1€ ngoai y nghiém trong. Nivolumab,
pembrolizumab va méi day atezolizumab dugc NCCN khuyén cdo hang dau cho chi
dinh & budc 2 sau hoda tri. Pembrolizumab duoc chép thuan diéu tri bude 1 tir 2016.
Céc van dé ly thuyét nhu co ché tac dong, hidu qua va tic dung phu céc thudc e ché
diém kiém sodt mién dich s& dugc trinh bay song song véi cic két qua so khoi si
dung nivolumab, pembrolizumab va durvalumab tai Viét Nam.
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IMMUNE CHECK POINT INHIBITORS: THEORY TO
PRACTICE

Lé Thuong Vii, M.D., Ph.D.

Abstract

Lung cancer is the leading cause of cancer death. The 5-year survival rate was very
low. A contributing reason for the high mortality of the disease is no specific
symptoms patients so often come in late stages. Standard chemotherapy even with
new generation drugs since 2000 hasn’t helped to increase survival further. New
therapies such as anti-angiogenetic therapy, targeted therapy and most recently
immune checkpoint inhibitors were proven to improve survival, raising hopes to turn
cancer into a chronic disease. Despite of highest response rate, targeted therapy
gradually will be resistant due to the emergence of secondary drug resistance
mechanisms. Approved use since 2015, immunotherapy is changing the approaches to
treat lung cancer. In addition to improving survival, the monoclonal antibodies
inhibiting PD1/PDL1 alone or in combination with anti-CTLA4 help to reduce the
incidence of serious adverse events. Nivolumab, pembrolizumab and recently
atezolizumab were recommended by NCCN as preferred step 2 treatments after
chemotherapy. Pembrolizumab was approved for step 1 in October 2016. The
theoretical issues such as the mechanism of action, efficacy and side effects of
immune checkpoint inhibitors will be presented in parallel with the preliminary results
of nivolumab, pembrolizumab and durvalumab use in Vietnam.
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THACH THUC TRONG CHAN POAN VA PIEU TRI LAO
Ts. Bs. Nguye’n Hitu Lan
Bv. Pham Ngoc Thach

TOM TAT :

Dic diém vi sinh cia Mycobacterium tuberculosis 12 thoi gian sdng kéo dai, ton tai
dué6i dang khong hoat dong, tro vé6i thude diéu tri thich hop, hinh thanh véch té bao
bao vé va kha ning phat trién dot bién khang thudc. Nhitng dic diém nay khdc véi da
phan vi khuan thong thudng va dbi nghich véi sy phat trién cdc thube khang lao méi
hién nay va ciing gop phan tao nén sy that bai cho chuong trinh chdng lao. Thoi gian
nhan dbi ciia Mycobacterium tuberculosis (khoang 25 gid) dai hon nhiéu so véi hau
hét cdc nhiém trung thudng gip. Vi nhiéu thudc khang sinh dya vao hoat dong ting
sinh ctia sinh vat dé phat huy tic dung nén céc bénh gy ra boi nhitng sinh vét c6 thoi
gian phan chia cham thi cin phai kéo dai thoi gian diéu tri. Hai dic tinh cua
Mycobacterium tuberculosis 1 ¢ trang thdi khong hoat dong trong rat nhiéu nim khi &
ton thuong thiéu 6 xy (nhu céc ndt voi héa, cuc xo hoda, cac cuc bi dau rin chic) va
song dai c6 thé 12 van dé trong kiém sodt bénh lao. Mycobacterium tuberculosis tam
ngung hoat dong, tu cd 1ap minh trong mo6 hat/md hoa v61 ma khong nhan doi trong
nhiéu thang, nhiéu nim dé d6i phé v6i moi trudng thiéu hut dinh dudng/oxy, rdi c6
thé tu kich hoat nhiéu nim sau nhiém lao nguyén phat. Tiép tuc ton tai dai dang 1a tir
dung dé mo ta kha nang khac thuong cua vi khuan nhay cam véi thudc nhung tiép tuc
ton tai dai dfmg khi bénh nhan duoc diéu tri bﬁng khéng sinh hi¢u qua nhung khong
phat sinh gen khang véi thude, dic biét 1a khi bénh nhan duoc didu tri bang cong thic
ngan ngay. Pic tinh tiép tuc ton tai dai dang ctia Mycobacterium tuberculosis c6 thé
do chiing c6 thoi gian nhan d6i cham hodc khong thudng xuyén, hodc do chiing c6 thé
& trang thdi khong hoat dong trong rat nhiéu niam khi & ton thwong thiéu & xy.
Mycobacterium tuberculosis chira axit mycolic va cdc lipid 1a tré ngai cho sy xam
nhap ctia mot sd khang sinh. Vach té bao ciing gbp phan tao bén viing cho sinh vét
gdy bénh gitip ching ton tai trong mdi trudng nhiéu tuan, nhiéu thing. Sy xuat hién
khang thudc 1a mot dic tinh ciia Mycobacterium tuberculosis gay can tro viée diéu tri.
Trong qua trinh diéu tri voi thude khang lao, xut hién nhitng ching véi dic tinh di
truyén cho phép ching van con sdng trong méi trudng thude. Mot thir nghiém diéu tri
v6i streptomycin don tri liéu nim 1947 cho thiy diéu tri lao dat thanh cong dang
khich 1€ nhung khéang thuéc di dugc bdo céo trong 35/41 bénh nhan diéu tri
streptomycin. Sau 5 nam, ty 1¢ tr vong & nhitng bénh nhan dugc diéu tri streptomycin
va bénh nhan nhém chtng 1an luot 13 53% va 63%. Nghién ctru sau d6 cho thiy su
phét trién cua khdng thudc c6 thé ngin ngira bang cich sir dung mot sé thude khing
lao phdi hop [1].

Bénh lao van 12 mét trong cdc bénh truyén nhidm nguy hiém nhat trén thé gidi. Nam
2013, udce tinh c6 khoang 9 tri€u nguoi bénh lao va 1,5 triéu nguoi chét vi can bénh
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nay, trong d6 360.000 bénh nhan HIVduong tinh [3]. Piéu quan trong nhat dé kiém
so4t thanh cong bénh lao 1a chan doan sém va diéu tri ngay. Khoang thoi gian quan
trong nay bi anh hudng béi nhiéu yéu td phu thudc vao tinh trang kinh té-xa hoi cua
tirng c4 nhan nguoi bénh, d6 ning cua cdc tridu ching, cdc bénh phodi dong ton tai véi
ho man tinh, tiép can kém véi dich vu y té, tudi gia, giéi nit va nhan thic kém vé bénh
tat. Viéc chan doan sém va diéu tri ding bénh nhan lao phéi duoc xem 1a can thiét dé
lam gidm lay lan vi khuén lao va dé dat muc dich loai bé bénh lao. Hon nira, xac dinh
va diéu tri sém cdc bénh nhan nhiém lao tiém 4n (nhimg ngudi c6 nguy co cao phat
trién thé lao hoat dong) l1a van dé quan trong trong kiém sodt bénh. Vi thé, can thiét c6
cac phuwong phap méi chan doan nhanh va chinh xac c¢6 d6 nhay va do dic hiéu cao
hon so v6i phuong phap soi-ciy dam co dién. Mat khac, can phat trién céc loai thudc
moi v6i muc dich dat két qua diéu tri tot hon va ngan ngira cac truong hop lao khang
da thudc. Pang chu y 13 du ty 16 méc bénh cao lao 1a nhiém tring ning nhung chua cé
loai thudc méi ndo ra doi va diéu tri lao van can phdi hop 3 hodc 4 thudc lao hang 1
trong thoi gian dai. Nhin chung, két qua diéu trj thanh cong phu thudc vao su nhay
cam cua cdc ching vi khuan véi thude khdng lao, thoi gian diéu tri va sy tudn thu diéu
tri cia bénh nhan. Hi¢n nay, phéc dd chuén diéu tri lao thé hoat dong yéu clu két hop
nhiéu thudc trong thoi gian 6 thiang. Van dé 16n trong quan 1y bénh lao 12 su phét trién
lao khang da thudc, thuong gip nhat 1a khang isoniazid va rifampicine. Lao khang da
thudc duoc xem 1a didu c6 ¥ nghia quan trong boi theo T6 chirc Y té Thé gidi, mdi
nam c6 300.000 trudng hop bénh lao khdng thudc méi xuat hién. Khang thude xay ra
do diéu tri khong di thoi gian hodc nhiém ching vi khuan lao khang thudc. Diéu tri
lao khang da thudc kho hon va can ding céc thude khdng lao hang hai, 12 nhitng thudc
doc hon va it hi¢u qua hon [2].

Biéu hién hoat dong tich cyc trong nhitng mau céy vi khuan 1a budc dau tién khi md ta
hiéu qua diéu tri cua thudc. Tuy nhién, thach thirc duy nhat véi diéu tri lao 12 hiéu qua
cta thudc trong trudng hop Mycobacterium tuberculosis ¢ trang thdi khong hoat dong
trong co thé nguoi; trang thai khong hoat dong trong co thé nguoi cé thé 1a mot trong
nhirng yéu t cho phép Mycobacterium tuberculosis ton tai du dang dung thudc khéng
lao. Hy vong nhitng thudc mdi c6 thé thay thé cdc thude c6 nhiéu tic dung phu doc hai
dang dung diéu tri lao khang thudc. Cudi ciing, nhitng thubc méi nay ciing c6 thé dem
dén trién vong giam thoi gian diéu tri cho ca bénh lao nhay cam véi thudc va khing
thudc. Pay 1a budc quan trong nhat hudéng téi xéa bé dai dich lao, mot van dé sirc
khoe toan cau [1].
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ABSTRACT:

CHALLENGES IN DIAGNOSIS AND TREATMENT OF
TUBERCULOSIS INFECTION

Nguyen Huu Lan, MD, PhD
Pham Ngoc Thach Hospital

Microbiological characteristics of the Mycobacterium tuberculosis include a long
generation time, the ability to enter a dormant state, persistence in the face of
appropriate therapy, the presence of a strong protective cell wall and the ability to
develop genetic mutations conferring resistance to drugs. These present challenges for
the development of new drugs and also contribute to the failure of tuberculosis control
programs. The generation time for Mycobacterium tuberculosis (~25 h) is an order of
magnitude greater than most common infections. Many antimicrobials rely on the
active multiplication of an organism to exert their effects, diseases caused by these
slowly multiplying organisms typically require prolonged courses of therapy.
Dormancy and persistence of Mycobacterium tuberculosis may compound the
problem of controlling the disease. Dormancy is the microbiological property of
certain populations of Mycobacterium tuberculosis to suspend active multiplication,
possibly in response to environmental stresses such as nutritional or oxygen
deprivation. Dormant organisms may sequester themselves in granulomatous or
calcified tissues without active multiplication for months, years and sometimes
lifetimes and may be responsible for the reactivation of tuberculosis years after a self
contained primary infection. Persistence generally refers to the unusual capacity of
some drug-susceptible organisms to survive treatment with effective antimicrobials
without developing genetic resistance, particularly when treatment courses are short.
Persistent organisms are thought to multiply slowly or sporadically and may be
tolerant to tuberculosis therapy. It is not yet well understood whether the biological
processes accounting for dormancy also play a role in persistence. The impregnable
cell wall, fortified with mycolic acids and other lipids, presents an obstacle to the
penetration of some antimicrobials. The cell wall also contributes to the durability of
infectious organisms known to survive in the environment for weeks to months.
Emergence of drug resistance is another property of Mycobacterium tuberculosis that
has hampered control efforts. During treatment with antimicrobials that are generally
effective against tuberculosis, strains emerge with genetic properties that allow them
to survive in the presence of these agents. An early therapeutic trial with streptomycin
monotherapy in 1947 showed encouraging shortterm success, but drug resistance was
reported to have developed in the strains from 35 of the 41 streptomycin-treated
patients and, after 5 years, death rates for streptomycin-treated patients and control
patients converged (53 and 63%, respectively). Subsequent studies showed that the
development of drug resistance could be prevented using several antituberculosis
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agents concurrently. The experience dictated a future of complex combination therapy
for the treatment of tuberculosis [1].

Tuberculosis remains one of the world’s deadliest communicable diseases. In 2013, an
estimated 9.0 million people developed tuberculosis and 1.5 million died from the
disease, 360 000 of whom were HIV-positive [3].

A fundamental key point for the successful control of tuberculosis is the early
diagnosis and immediate initiation of treatment. This critical interval is influenced by
several factors depending on the individuals socio-economic condition, the severity of
symptoms, the coexistence of other pulmonary disease with chronic cough, low access
in health services, old age, female sex and low awareness of the disease. The early
diagnosis and adequate treatment of infectious patients with pulmonary tuberculosis
are considered necessary to reduce transmission of Mycobacterium tuberculosis and to
achieve the disease elimination. Furthermore, the early identification and treatment of
individuals with Latent tuberculosis Infection, who are at high risk to develop active
infection, is crucial for disease control. Thereafter, the need of new rapid and accurate
diagnostic methods has emerged, in order to achieve higher sensitivity and specificity
compared to traditional methods of microscopic sputum examination and culture. On
the other hand, there is the need of new drug development, aiming to better treatment
results and to prevention of Multiple Drug Resistance cases. It is worth noting that
despite the high incidence and the severity of tuberculosis infection, no new drugs
have been introduced and the combination of 3 or 4 first-line drugs remains necessary
for a long time. In general, successful treatment outcomes depend on the susceptibility
of the bacterial strain to antituberculosis drugs, the duration of therapy and the
adherence of patient to the recommended care. The current standard chemotherapeutic
regiment for active tuberculosis requires the administration of a multidrug
combination for 6 months. A major problem in the management of tuberculosis
infection is the development of Multiple Drug Resistance tuberculosis in the two most
commonly used drugs: isoniazide and rifampicine. Multiple Drug Resistance
tuberculosis is characterized as a significant problem by WHO as 300.000 new
Multiple Drug Resistance tuberculosis cases are recognized every year. Drug
resistance occurs due to inadequate treatment or infection by a high resistance strain.
Treatment of Multiple Drug Resistance tuberculosis is more intensive and requires the
use of second line drugs, which are more toxic and less effective [2].

Demonstrating activity in actively dividing microbiological cultures is a first step in
characterizing a drug’s clinical efficacy. However, the challenge unique to TB is to
characterize the efficacy of the drug in the face of persistent organisms; dormancy
may be one of the factors allowing persistence of some organisms despite therapy. It
is hoped that new drugs may also carry the prospect of a significant reduction in
treatment duration in both drug-sensitive and -resistant disease, which will constitute
the most important step toward eradication of this global problem [1]
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PANH GIA VA PIEU TRI HO KEO DAI O NGUOI LON:
NHUNG CHU Y THUC HANH QUAN TRONG

BS Hé Thanh Nhan

Tém tit:

Ho kéo dai duoc xép loai ban cip (3-8 tuan) va man tinh (hon 8 tuan). Nhitng nguyén
nhan phd bién nhét (80-90%) ctia ho man tinh gdm hoi chimg ho do dudng thd trén,
hen, va trdo nguoc da day thuc quan. Ho sau nhiém tring 13 mot nguyén nhan dic biét
pho bién cua ho ban cap ciing v6i cdc nguyén nhén trén. Tiép can chan doan tuan ty
theo thuat to4n (algorithm): bénh sir, kham 1am sang, chup X-quang nguc, ho hap ky
1a cac buéde co ban. Néu khoéng cé manh mbi thi diéu trj thtr theo kinh nghiém. biéu tri
thir tirng nguyén nhan hay phdi hop ciing lic? Mdc thoi gian dé danh gia dap ung diéu
tri cta timg nguyén nhan? Céc triéu ching, dau hiéu nao bao dong phai khan truong
khao sit rong hon? Néu nguyén nhan 12 thudc @c ché men chuyén angiotensin thi
khoéng chi ngung dung ma phai thay thudc chen thu thé angiotensin hodc thudc thich
hop. Néu nguyén nhan 12 hdi chimg ho do dudng thd trén thi dung glucocorticoid xit
miii, khang histamin, thude nghet miii nhu thé nao? Néu nguyén nhan 1a hen bién thé
ho, ding glucocorticoid hit, gian phé quan hit, d6i khang thy thé leukotriene nhu thé
nao? Néu nguyén nhén 1a trao nguoc da day thuc quan thi ding tc ché bom proton,
ddbi khang thu thé H2 nhu thé nao? Diéu tri khong dac hi¢u vdéi Dextromethorphan,
Codeine, Morphine, Gabapentin, Benzonatate, Thalidomide nhu thé nao? Diéu trj ho
man tinh khéng giai thich dugc nhu thé nao?
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Abstract:

EVALUATION AND TREATMENT OF PROLONGED
COUGH IN ADULTS: THE IMPORTANTLY PRACTICAL
NOTES

Prolonged cough is classified subacute (3-8 weeks) and chronic (more than 8 weeks).
The most common etiologies (80-90%) of chronic cough include upper airway cough
syndrome, asthma, and gastroesophageal reflux. Post-infectious cough is a particularly
common cause of subacute cough with above etiologies. Diagnostic approach
sequential algorithm: medical history, physical examination, chest radiography,
spirometry are the basic steps. If there are no clues, the empiric treatment trial.
Treatment trial ever cause or coordinated simultaneously? Timelines for assessing
response to treatment of the cause? The warning symptoms, signs must urgently
broader survey? If the cause is the angiotensin converting enzyme inhibitors are not
just stop using that to replace angiotensin receptor blockers or appropriate medication.
If the cause is upper airway cough syndrome, how to use intranasal glucocorticoid,
antihistamines, nasal decongestant? If the cause is cough variant asthma, how to use
glucocorticoid inhalation, inhaled bronchodilators, leukotriene receptor antagonists? If
the cause is gastroesophageal reflux, how to use of proton pump inhibitors, H2-
receptor antagonists? How to nonspecific treatment with Dextromethorphan, Codeine,
Morphine, Gabapentin, Benzonatate, Thalidomide? How to treatment of unexplained
chronic cough?

61



References

1.

Irwin RS, Baumann MH, Bolser DC, et al. Diagnosis and management of
cough executive summary: ACCP evidence-based clinical practice guidelines.
Chest 2006; 129:18S.

Kwon NH, Oh MJ, Min TH, et al. Causes and clinical features of subacute
cough. Chest 2006; 129:1142.

. Wallace DV, Dykewicz MS, Bernstein DI, et al. The diagnosis and

management of rhinitis: an updated practice parameter. J Allergy Clin Immunol
2008; 122:S1.

Chang AB, Lasserson TJ, Gaffney J, et al. Gastro-oesophageal reflux treatment
for prolonged non-specific cough in children and adults. Cochrane Database
Syst Rev 2011; :CD004823.

Dicpinigaitis PV. Angiotensin-converting enzyme inhibitor-induced cough:
ACCP evidence-based clinical practice guidelines. Chest 2006; 129:169S.
Chung KF. Currently available cough suppressants for chronic cough. Lung
2008; 186 Suppl 1:S82.

Ryan NM, Birring SS, Gibson PG. Gabapentin for refractory chronic cough: a
randomised, double-blind, placebo-controlled trial. Lancet 2012; 380:1583.
McLawhorn MW, Goulding MR, Gill RK, Michele TM. Analysis of
benzonatate overdoses among adults and children from 1969-2010 by the
United States Food and Drug Administration. Pharmacotherapy 2013; 33:38.
Peter Gibson, Gang Wang, Lorcan McGarvey, Anne E. Vertigan, Kenneth W.
Altman, Surinder S. Birring. Treatment of Unexplained Chronic Cough:
CHEST Guideline and Expert Panel Report. Chest, Volume 149, Issue 1,
January 2016, Pages 27-44

62



CAP NHAT DIEU TRI VIEM PHOI BENH VIEN , VIEM PHOI
THO MAY DO VI KHUAN PA KHANG KHANG SINH.

Tran Van Ngoc(*)

TOM TAT

Tt sudt VPBV , VPTM van con rét cao tir 30-40% . Nguyén nhén tir vong cao c6 thé
do diéu tri ban dau khéng thich hop , nhiém tring do vi khuan da khang , xay ra trén
co dia nhiéu bénh dong thoi nhu COPD , déi thao dudng , xo gan , suy dinh dudng.

Céan ludn ludn tiét hanh xét nghiém vi sinh hoc trudc khi diéu tri khang sinh VPBV va
VPTM dé huéng dan diéu tri xuéng thang hay thay d6i khang sinh néu c6 thé .

Diéu tri thich hgp khdng sinh con nhiy cam , diéu tri sém va va xuéng thang nham
dam bao thanh cong trong VPBV va VPTM , gidm thoi gian nam vién va giam chi
phi.

Carbapenem nhom 1 va 2 1 lugng chon dau tay cho VK sinh ESBL .Lua chon thtr hai
1a betalactam / chit trc ché betalactamase .

Piéu tri P.aeruginosa va A.baumannii vé&i don tri liéu kém hi¢u qua. Phéi hop mot
khang sinh chil yéu va mot khdng sinh tic dung hiép dong (carbapenem nhém hai hay
betalactam/betalactamase  inhibitors phd rong  (piperacillin/ tazobactam
sulfoperazone/sulbactam) hodc quinolone (ciprofloxacin , levofloxacin) tr¢ nén can
thiét nhét 1a nhing noi c6 nguy co nhiém vi khuan da khang cao va tir sut cao nhu
Viét Nam hay cac nuéc Chau A.

Néu nong do wc ché tdi thiéu dbi véi vancomycin cia tu cau khang methicillin
(MRSA) > 1mg/1 thi nén thay thé vancomycin bang khang sinh khéc trong truong hop
VPBV/VPTM ning (chuyén sang teicoplanin néu MIC d6i vdi teicoplanin van con
thip hay linezolid trong truong hop suy than) . St dung lidu cao vancomycin
(3g/ngay) ciing co thé can nhat , tuy nhién luu ¥ tac dung phu ciia né.

NHUNG PIEM THAY POI CUA HUONG DAN VPBV , VPTM CUA ATS-
IDSA 2016.

« Viém phoi lién quan chiam soc y té: khong dua vao guideline 2016 nham tranh
lam dung KS pho rong

«  Diéu tri KS viém khi quan do tho mdy: khong diéu tri( WR-LQE)

« Pon hay phbi hop khang sinh dwgc dya trén ti 16 mic va tir suit cua
VPBV/VPTM trong tirng bénh vién

« Can tdi wu hoa diéu tri dva trén PK/PD .

* Tu khoa: hospital acquired pneumonia , ventilator associated pneumonia
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«  Céc tir viét tac :

« VPBV: viém phoi mic phai trong bénh vién

«  VPTM: viém phoi két hop mdy thd

« VK: vi khuin

« PKD: phun khi dung

* HAP: hospital acquired pneumonia

* VAP: ventilator associated pneumonia

* BN: bénh nhan

* KS: khédng sinh

*  WR-LQE: weak recommandation — Low quality evidence
* SR-LQE: strong recommandation - Low quality evidence
«  WR-VLQE: weak recommandation- very low quality evidence

(*) Chu tich Hoi Ho hcfp TP HCM , Pho chu tich Hoi Lao va Bénh phéi VN, Truong
Khoa Hé hdp BVCR
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ABSTRACT:

TREATMENT OF HOSPITAL ACQUIRED PNEUMONIA AND
VENTILATOR ASSOCIATED PNEUMONIA DUE TO MULTI
DRUG RESISTANT BACTERIA

Tran Van Ngoc(*)

The mortality rate of HAP and VAP is still very high , from 30 to 40%. The causes of
high mortality may be the results of inappropriate initial therapy, infection due to
MDR pathogens , occurred on the patients with many concurrent diseases such as
severe COPD , diabetis mellitus , cirrhosis , malnutrition . Pathogens causing HAP
and VAP , notably Pseudomonas aeruginosa , Acinetobacter baumannii , carbapenem-
resistant carbapenase and ESBL producing Enterobacteriacae and MRSA.

Microbiological examinations are always performed before antimicrobial treatment
for HAP and VAP to guide the de-escalation therapy or change to the more
appropriate antibiotic treatment.

The appropriate treatment with the right first time antimicrobials , early and de-
escalation therapy to ensure the successful treatment of HAP and VAP , reduce the
time of hospitalization and also the cost.

Treatment of ESBL producing gram-negative bacteria , carbapenem group 1 and 2 as
the drug of first choice. 2nd choice is betalactam / betalactamase inhibitors.

Hospital acquired Pneumonia caused by multidrug-resistant Pseudomonas aeruginosa
,Acinetobacter baumannii which was less effective with monotherapy. A combination
of antibiotics, a antibiotic in core group (colistin) and a synergistic effective antibiotic
(2nd group carbapenem or large spectrum betalactam/betalactamase inhibitors
(piperacillin/ tazobactam , sulfoperazone/sulbactam) or quinolone (ciprofloxacin ,
levofloxacin) become a necessarry therapeutic regime , especially in hospitals with
high risk of infection by MDR pathogens and high mortality such as Vietnam and
Asian countries.

If MICs for vancomycin > 1.0 mg/L it should be considered for the alternative agents
in severe HAP / VAP due to MRSA infections (change to teicoplanin if MIC for
teicoplanin still low or to linezolid in cases of renal failure.) . The use of high dose of
vancomycin (3g / day) is also considered ; however, it should be balanced between the
effectiveness and side effects of this product.
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CHANGES IN GUIDELINE OF ATS-IDSA 2016 FOR TREATMENT OF HAP /
VAP

« HCAP was removed from the guideline 2016 to avoid abusing large spectrum
antimicrobials

* No treatment for ventilator associated trachiitis .

* C(Clinical criteria is more important than biomarkers associated with the clinical
criteria to decide the initial treatment of HAP , VAP

* Monotherapy or combination of antimicrobials was based on the rate of
causing pathogens and mortality of HAP / VAP in the local hospitals.

* Optimizing treatment based on PK/PD prifiles of antimincrobials.

(*) President of Hochiminh respiratory society , Vice-president of Association against
Tuberculosis and Lung diseases , Head of respiratory Department at Choray hospital.
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BENH HO HAP O NONG DAN VIET NAM
PGS TS BS Lé Thi Tuyét Lan

TOM TAT:

Nhiéu nguyén nhan giy bénh hd hap ¢ ndng dan Viét Nam, hit thudc 14 van rat pho
bién & nam gidi, di€u nay lam tang thém tac hai cua cic loai bui pho bién & ndng thon,
gom bui bong, bui tir c4c loai hat va cac loai bui khéc.

Céc hod chat doc hai trong thudc trir sau, di€t cé va khéi bui tir chat dot sinh khoi
cling 1a nguon 6 nhiém thuong xuyén cia ndng dan Vi¢t Nam.

Piéu kién 1am viéc gdy nhiém lanh nhu trong lua nudc, nudi tom cd, cling véi tinh
trang kinh t€ xa hdi thap, lao dong nang nhoc lam suy giam sttc mién dich va da dan
dén ti 1€ lao phdi cao & ndng dan Viét Nam.

H) tro cai thude 14, ting cudng bao ho lao dong, sir dung bép 10 khong khéi va phit
hién va diéu tri sém lao phoi, hen suyén, COPD viém phé quan 12 nhitng viéc 1am cap
thiét.

ABSTRACT:

RESPIRATORY DISEASES IN VIETNAMESE FARMERS.
Le Thi Tuyet Lan, MD , PhD

There are many causes of respiratory diseases in Vietnamese farmers.

Smoking is very common in male farmers, this increases the harmful effect of organic
dusts of cotton, grain and other dusts.

The toxic chemical substances in pesticide, herbicide, smoke from biomass are the
common pollutants of Vietnamese farmers.

The humid condition in workplace: rice field, fish raising combining with the low
socioeconomic status decrease the immunologic defense. All of these perhaps increase
the tuberculosis prevalence in Vietnamese farmers.

Smoking cessation programme, increasing labor protection, safe oven and early
detection and treatment tuberculosis, asthma, COPD and chronic bronchitis are urgent
for Vietnamese farmers.
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THAY DPOI CAC THONG SO CHUC NANG HO HAP PO
BANG PHUONG PHAP THE TICH KY THAN G BENH PHOI
TAC NGHEN MAN TiNH NGOAI QT CAP

Ta Bd Thang, Pdo Ngoc Bang, Pong Khdic Hung
(Bénh vien Quan y 103, Hoc vién Quadn y)
Tém tit:

Muc tiéu: danh gia thay d6i mot sé thong sd chire nang ho hap do bang phuong phap
thé tich ky than & bénh nhin bénh phoi tic nghdn man tinh ngoai dot cip.

Poi twong va phwong phap: gdm 103 bénh nhan BPTNMT ngoai dot cp diéu tri tai
Khoa lao va bénh phoi - Bénh vién 103 tir 11/2013 dén 7/2016 va 60 nguoi binh
thuong duogc do thé tich ky than. Banh gia cac thong sd VC, FVC, FEV1, RV, TLC,
Raw va DLCO.

Két qua: gid tri trung binh RV 1a 236,56 + 68,75 %SLT va TLC la 138,03 +
24.34%SLT déu tiang cao va cd 92,24% bénh nhan cing giin phdéi mirc d6 ning. Gid
tri trung binh Raw 1a 9,06 + 3,96 cmH20/1/sec va 61,77% bénh nhan c6 Raw tang mirc
dd nang. Gid tri trung binh DLCO 1a 63,26 + 20,73 %SLT va mic DLCO giam nhe
chiém ti 1& cao nhét (55,56%). FEV1 c6 méi trong quan nghich v6i RV (r = - 0,539),
Raw (r = - 0,40), PaCO2 (r =-0,44) va c6 mbi tuong quan thuin véi DLCO (r = 0,57),
PaO2 (r = 0,57) (p < 0,05). Két luan: Céc thong s6 chirc nang ho hép duoc do béng
phuong phép thé tich ki thin c6 vai trd quan trong trong danh gia bénh nhéan
BPTNMT ngoai dot cap.

Tir khéa: Thong s6 chirc nang ho hap; Thé tich ky than; Bénh phdi tic nghén man
tinh.
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CHANGES OF SOME PARAMETERS OF RESPIRATORY
FUNCTION ARE MEASURED BY WHOLE BODY
PLETHYSMOGRAPHY IN PATIENTS WITH THE STABLE
CHRONIC OBSTRUCTIVE PULMONARY DISEASE

Summary:

Objects: Assessment the change of some parameters of respiratory function was
measured by plethysmography in patient with stable chronic obstructive pulmonary
disease.

Subjects and methods: 103 patients with stable chronic obstructive pulmonary
disease treated in the department of Tuberculosis and Lung diseases, 103 military
Hospital from November 2013 to July 2016 and 60 healthy peoples. All of them wre
underwented whole body plethysmography with the parameters: VC, FVC, FEVI,
RV, TLC, Raw and DLCO.

Results: The mean RV of patients were 236.56 + 68.75%predicted and TLC 138.03 +
24.34% predicted with 92.24% of patients have overinflation of the lungs. The mean
Raw was 9.06 £ 3.96 cmH20/l/sec and 61,77% of patients increased Raw severely.
The mean DLCO was 63.26 + 20.73 % predicted and 55.56% of the patients increased
DLCO. FEV1 had negative correlation with RV (r = - 0,539), Raw (r = - 0,40), PaCO2
(r = - 0,44) and positive correlation with DLCO (r = 0,57) and PaO2 (r = 0,57) (p <
0,05). Conclusions: the parameters of respiratory function by whole body
plethysmography plethysmography had an important role in the assessment of patient
with stable chronic obstructive pulmonary disease.

Key words: Parameters of respiratory function; Whole body plethysmography;
Chronic obstructive pulmonary disease.
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DINH DUONG TRONG PIEU TRI BENH NHAN COPD
Ts. Bs. Luu Ngan Tam- Bénh vién Cho RdNy

Tém tit

Suy dinh dudng chiém tan sudt gin 50% bénh nhin bénh phdi tic nghén man tinh
nhap vién. Tinh trang nay 1a két qua cua thiéu hyt dinh dudng nang luong, dam kéo
dai do giam kha ning an udng, thay d6i chuyén héa (ting tiéu hao ning luong va
chuyén d6i dam). Bénh nhan BPTNMT bi suy dinh dudng dé bj bién chirng nhiéu hon
(nhiém tring, suy hd hap), kéo dai thoi gian nam vién va ting tan suét tir vong. Trong
thuc hanh 1am sang, diéu tri dinh dudng 12 quan trong, trong d6 ngudi bénh can duoc
phét hién sém nguy co dinh dudng hay suy dinh dudng va dugc chim soc, diéu tri
dinh dudng hop 1y, nham giam thiéu bién ching do suy dinh dudng, ting cuong kha
nang hoi phuc.

NUTRITIONAL SUPPORT IN COPD PATIENTS
Luu Ngan Tam, MD, Ph.D- Cho Ray Hospital

Abstract

Prevalence of malnutrition is approximately 50% in COPD patients. It is resulted from
prolonged nutrition deficiency which is caused by anorexia, metabolic disorder
(increased energy expenditure and protein catabolism). COPD patients have high risk
of infection, prolonged hospital stay and mortality. Nutritional support is mandatory in
clinical practice, in order to minimize complication due to severe malnutrition and to
enhance recovery.
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Tai liéu théng tin sdn pham danh cho Can Bo Y Té.

Op¢  Opetrypsin®4200 usp

—

Opetrypsin©4200 usp

Chymotrypsin 4200 USP units

THANH PHAN: méi vién nén

Hoat chat: Chymotrypsin...4200 dan vi chymotrypsin USP
Ta dugc: Dudng dap thdng (compressible sugar), magnesi
stearate, bot bac ha

q

DUGC LUC HOC:

Chymotripsin c6 tac dung chéng phu né va khang viém dang men.

Nhu mét thudc khang viém, chymotrypsin va cadc men tiéu protein
khac ngan chan tén thuong mé trong qua trinh viém va hinh
thanh sgi to huyét. Men tiéu protein tham gia vao qua trinh phan
hay sgi to huyét dugc goi la qua trinh tiéu sgi huyét. Sgi to huyét
hinh thanh |6p rao bao quanh viing viém gay tac nghén mach
mau va mach bach huyét dan dén hién tugng pht né tai viing
viém. Sgi to huyét cling c6 thé phat trién thanh cuc mau déng.

DUGC PONG HOC:

Chymotrypsin la mot men thdy phan cac protein. Chymotrypsin
dugc hap thu qua dudng uéng hodc dudng ngam dudi luGi va
thuéc van hoat déng chiic ndng trong mau kéo dai 4 gid sau khi
dung thuéc. Chymotrypsin tham gia vao qua trinh phan huy sgi to
huyét ma dugc hinh thanh trong qua trinh viém.

|

Thudc dugc st dung dé diéu tri cac trudng hap phi né sau chan
thuong hodc sau phau thuat.

|
|

CACH DUNG - LIEU D

Ngam dudi lugi: 4-6 vién/ngay, chia lam nhiéu liéu nhé (thudc sé
tan va hap thu tu ti dudi lui)

Man cam véi chymotrypsin va cac thanh phan khac cda thuéc.

SAN XUAT TAI:

Chymatrypsin 4200 USP units

b,

A ',' ANFLAMMATORY - ANTI-EDEMA f.‘

O Subkngual o Oral 1 +}

] o &

= 18 TABLETS
WHO-GMP

LUU Y VA THAN TRONG:

Vi kha nang gay mat dich kinh, nén khong khuyén cao dung
chymotrypsin trong phau thuat duc nhan mat & ngudi bénh dudi
20 tudi. Khéng dung chymotrypsin cho ngudi bénh tang ap suat
dich kinh va c6 vét thuong hé hodc bénh nhan duc nhan mat
bam sinh.

Phu nir cé thai hodc cho con bu: chua c6 tai liéu nghién ctu

Tdc dong cua thudc khi ldi xe va vdn hanh mdy méc: chua cé béo cao
vé tac dong clia thudc [én kha nang lai xe va van hanh may moc.
Tham khao y kién bac si truéc khi sit dung thuéc.

TAC DUNG KHONG MONG MU

Phan ting di ting vdi alphachymotrypsine c6 thé hiém khi xay ra
ma dan dén viéc ngung duing thudc.

Tang nhan &p nhat thai

Théng béao cho bac si nhiing tac dung khong mong muén gap
phai khi stt dung thudc

TUONG TAC THUOC:

Chua c6 bdo céo

QUA LIEU VA XU TRi:

Chua c6 bao cao

TRINH BAY:

Hop 2 vix 10 vién nén.

BAO QUAN:

B4o quan & nhiét do tur 15°C dén 30°C, noi khé rao, tranh énh sang.

24 thang ké tir ngay san xuat. Khéng diing thudc khi qua han st dung.

CONGTY €6 PHAN DUGC PHAM OPV

VAN PHONG TP. HO CHI MINH:

VAN PHONG HA NOI:

L6 27 duong 3A, Khu Cong Nghiép Bién Hoa 2,
Tinh Bong Nai

DT:(061) 3992999 / Fax:(061) 3 583 088 DT: (08) 38 216 984

Tang 17, Khu 2, Toa nha Havana Tower
132 Ham Nghi, P. BEn Thanh, Q. 1, TP. HCM

Tang 12A, khu 10, Toa nha TNR Tower,
54A Nguyén ChiThanh, P.Déng Da, Ha Noi.
DT: (04) 3734 2774

VN.OPETRYPSIN.0716



TIEP CAN VA XU TRi COPD PQT CAP THUONG XUYEN
D6 thi Twong Oanh

Mé diu

Trong thuc hanh 1Am sang, ¢6 nhitng bénh nhin COPD c6 cing mirc d tic nghén
nhung xuit hién dot cip nhiéu hon nhitng bénh nhan khac. Phenotype ‘Dot cap
thuong xuyén’ mo td mot nhém bénh nhan COPD on dinh va riéng biét voi dac diém
c6 nguy co cao xuit hién cdc bién cb cip tinh tai di tai lai trong dién tién tw nhién cta
bénh, dugc xac dinh bai c6 it nhat hai dot cﬁp hodc it nhat mot dot cép phai nhap vién
trong mot nam trudc d6. Cac dot cip phai cdch nhau it nhat 4 tuan sau khi ngung diéu
tri dot cép trude d6 hodc cdch 6 tudn sau khoi dau cua dot cép truge néu khong diéu
tri.

Pic diém

« Gia tang phan ng viém toan thé va viém dudng thd trong va ngoai dot cp
(tang CRP, fibrinogen, IL-6); Sut gidm nhanh FEV1.

« Nhay cam véi nhiém virus, nhiém khuan hé hap & vi khuan dinh cu. Cac dot
cAp nhiém khuin thuong do nguoi bénh mic phai ching vi khuan méi, chua
diét sach khuén cua dot cép nhiém khuén trude d6 hodc tang sb luong vi khuén
cua cung loai vi khuén dinh cu.

* Bénh déng mac nang (trAm cam, tang nguy co bénh tim mach), gidm chit
luong cudc séng, ting nhap vién va tir vong.

Diéu tri

ICS /LABA gitip giam dang ké s6 1an vao dot cip va cai thién chat lugng cudc sdng.
Tiotropium gitp giam s 1an vao dot cip, cai thién chat luong cudc sbng, it tic dung
phu khi diing kéo dai. Phdi hop LABA/ LAMA 1 lva chon thay thé khi LAMA don
doc kém hiéu qua. Uc ché PDE4 c6 thé xem xét & nhiing bénh nhan viém phé quan
man tang tiét nhiéu dam. Thudc long dam carbocystein 14 lya chon khic theo GOLD,
N-acetyl cysteine ciing gop phan lam giam dot cAp. Khang sinh phong ngira dot cp
(azithromycin, moxifloxacin) c6 nhiéu s liéu thuyét phuc nhung chua dua vao
guidelines.
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APPROACH AND MANAGEMENT FREQUENT
EXACERBATOR COPD PHENOTYPE

D6 thi Twong Oanh

Introduction

During clinical practices, there are COPD patients with the same level of airway
obstruction but have more exacerbations than others. The phenotype ‘frequent
exacerbation’ describes a specific group of stable COPD patients having high-risk of
recurrent acute events in the disease naturalcourse, determined by having 2 or at least
1 exacerbation requires hospitalization during the previous year. The exacerbations
must be 4 weeks after the treatment of previous exacerbation has completed or 6
weeks after the onset of the previous exacerbation if left untreated.

Characteristic

* Increased system and airway inflammatory response during and outside the
exacerbations (increased CRP, fibrinogen, IL-6); Rapidly deteriorated FEV 1.

* More susceptible to virus infection, air-borne and local microbiome. The acute
infectious exacerbations are usually due to new kind of bacteria, treated
uneffectively of the previous infectious exacerbation or increased in quantity of
the local microbiome.

* Severe co-morbidities (depression, increased cardiovascular risks), decreased
quality of life, increased hospitalization and mortality

Treatment

ICS/LABA helps decrease significantlly rate of exacerbations and quality of life.
Tiotropium decrease rate of exacerbations, increase quality of life, fewer adverse
effects when using for longtime. Combined LABA/LAMA is an alternative choice
when single LAMA is not effective. PDE4 inhibitor can be considered in patients with
chronic bronchitis and mucus secretion. The mucolytic carbocystein is an alternative
choice according to GOLD, N-acetyl cysteine also contribute decrease the rate of
exacerbations. Prophylatic antibiotic (azithromycin, moxifloxacin) has promising data
but has yet to be included in the guidelines.
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LIEU PHAP TE BAO TRONG BENH LY HO HAP
Lé Hong Ngoc(1)(2), Lé Hong Van(1)

Tém tit

Bénh phdi dén nay van 12 mot nguyén nhén gy tir vong cao trén thé gidi. Cac phuong
phap diéu tri méi 12 rat can thiét. Trong thap nién qua, liéu phdp té bao gbc di co
nhitng budc tién rat 16n, ca trong linh vyc nghién ciru tién 1am sang ciing nhu thir
nghiém 1am sang nham tim kiém mot phuong thire diéu tri méi. Cac nghién ctru gan
day di chi ra rang cdc té bao gbc & ngudi truong thanh nhu té bao gdc trung mod
(MSC) c6 thé gitip giam thiéu ton thuong tai phdi va c6 tic dung diéu hoa mién dich.
Trong cac mo hinh dong vat, mic di rat it t& bao gbc biét héa thanh céc té bao biéu
mo phé nang, t& bao gdc van c6 hiéu qua trong viéc khu tri tén thuong va giup tai tao
mod. Liéu phap ndy mang day hira hen va ciing c6 nhiéu thich thirc trong linh vuc y
hoc tdi tao, va ching ta con phai di rat xa trude khi c6 thé ap dung dé diéu trj bénh
trén nguoi.

Tiwr khoa: té bao goc, y hoc téi tao, di€éu hoa mien dich, t€ bao goc trung mo.

Abstract : STEM CELL THERAPY IN LUNG DISEASES

Lung diseases remain a devastating cause of mortality worldwide. Novel therapies for
lung diseases are in dire need. Stem cell therapy has experienced a huge progress
since the last decade, both in the preclinical researches and clinical trials to find the
new horizon in treating diseases. Recent studies have shown that adult stem cells such
as messenchymal stem cells (MSCs) can minimize lung injuries and have a immuno-
modulatoring effect. In animal models, although MSCs rarely differentiate into
alveolar epithelial cells, they can contribute to stablelize lung diseases and promote
tissue repair. This treatment has big promise and challenges in lung regenerative
medicine, and we still have a long way to go before applying it in human.

Words: stem cells, regenerative medicine, immuno-modulatoring effect,
mesenchymal stem cells.

(1) Giang vién B Mon Noi Pai Hoc Y Dugc . TPHCM
(2)  Pho khoa C6 bénh vién Pham Ngoc Thach
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CANH GIAC VOI LAO NOI PHE QUAN CO BIEU HIEN
GIONG HEN!

TS. BS. Nguyén Vin Tho(*)

Lao ndi phé quan duoc dinh nghia 1a tinh trang ton thuong cdy khi phé quan do truc
khuén lao gay ra. bay la thé lao dic biét vi triéu chiing lam sang khong dac hi¢u va
60-95% bénh nhan bi chit hep long khi phé quan du dugc diéu tri lao dung din. Tai
cdc phong khdam ho hip, nhiéu trudng hop lao ndi phé quan bi chan doan nham 12 hen
trong mot thoi gian dai. Viéc chan doan nham ndy 1am ting nguy co lay lan truc
khuan lao trong cong doéng va cho nhan vién y té, ting tan suat va do ning seo hep khi
phé quan va tang ganh ning bénh tat cho bénh nhan. C6 vai 1y do khién lao noi phé
quan d& bi chan doan nham hen: c6 triéu ching gidng hen bao gdm ho, khd khe va
khé thd; X-quang phdi binh thudng hodc c6 bat thudng kin dao; xét nghiém soi dam
tim truc khuén lao chi duong tinh 16-53%; va dugc chan doan xac dinh chu yéu dua
vao ndi soi phé quan. Lao ndi phé quan s& sém dugc chian doan néu béac si canh gidc
vé su hién dién cta lao ndi phé quan, dua lao ndi phé quan vao trong danh sach chén
doan phan biét cho cac truong hop ho, kho khe dai dang, dic biét cac truong hop
khong dap tng v6i diéu tri hen. Trong bai trinh bay nay, t6i s& minh hoa vai truong
hop lao noi phé quan dugc chan doan nhdm hen, goi y cich chan doan phan biét lao
noi phé quan voi hen dya vao triéu chimg co nang, kham 1am sang, X-quang hoic CT
phoi, ho hip ky va ndi soi phé quan.

(*)BO mon Lao va Bénh phéi, bai Hoc Y Duoc TP.HCM
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BE ALERT TO ENDOBRONCHIAL TUBERCULOSIS
MIMICKING ASTHMA!

Endobronchial tuberculosis (EBTB) is defined as tuberculous infection of
tracheobronchial tree. This is a special form of tuberculosis because its clinical
symptoms are non-specific and 65-90% patients with EBTB suffer from
tracheobronchial stenosis despite of appropriate anti-TB chemotherapy. At respiratory
outpatient clinics, many patients with EBTB have been misdiagnosed as asthma for a
long time. This misdiagnosing could increase the risk of transmission of
Mycobacterium tuberculosis in the community and for health care workers, the
frequency and severity of tracheobronchial stenosis, and the disease burden for those
patients. There are several reasons why EBTB is more likely to be misdiagnosed as
asthma: clinical symptoms such as cough, wheezing and dyspnea mimick asthma;
chest X-ray is normal or has subtle abnormalities; sensitivity of the sputum smear is
only 16-53%; bronchoscopy is the main method for the definitive diagnosis. EBTB
could be diagnosed earlier if clinicians are alert to the existence of EBTB and include
EBTB in the differential diagnosing list in patients with persistent cough and/or
wheezing, especially in patients who do not respond favorably with anti-asthma
medications. In this presentation, I will illustrate some patients with EBTB
misdiagnosed as asthma and suggest how to differentiate EBTB from asthma based on
clinical symptoms, physical examination, chest X-ray or CT scan, spirometric results,
and bronchoscopy.
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TOLBUPAS’

Thube dan tulobuterol 0.5mg/1mg/2mg kich thich thu thé B 2 adrenergic

Thoéng tin ké toa TOLBUPAS

Trinh bay:

Tolbupas la thuéc hap thu qua da chira 0.5mg, 1 mg hodc
2mg, hoat chét Tulobuterol. Thuéc dwoc trinh bay dang
miéng dan hinh vuéng vat tron & 4 géc, cé chira chét
nhao trong suét khéng mau hodc vang nhat dwoc phi
bang I&p mang trong subt khong mau, dién tich méi
miéng dan twong rng v&i cac ham lwong trén 1a 2,5 cm?,
5cm?va 10 cm2. Ddéng géi: hop 350 miéng dan.

Chidinh:

Tolbupas lam giam céc triéu chirng ( kho thé) do bénh
téc nghén dudng thé & nhitng bénh nhan c6 cac bénh
sau: hen phé quan, viém phé quan cép, viém phé quan
maén tinh, tran khi phéi

Liéu lwong va cach dung:

Liéu théng thuwdng clia Tolbupas la 2 mg Tulobuterol cho
nguwoilén, 0,5 mg cho tré em tudi tir 0,5 dén dwdi 3 nam,
1 mg cho tré em tir 3 dén dwéi 9 ndm tudi, va 2 mg cho tré
em tir 9 tudi tré 1én. Thubc dwoc dan vao ngue, lung,
hodc trén canh tay méi ngay mét lan.

Chéng chidinh:

Bénh nhan cé tién st qua man cdm véi cac thanh phan
ctiathuée.

Than trong:

Bénh nhan cwong gidp ( c6 thé téng triéu chirng bénh)
Bénh nhan cao huyét ap (6 thé tang huyét ap)

Bénh nhan bi bénh tim ( c6 thé xuét hién cac triéu chirng
nhw danh tréng ngwc, loan nhip...)

Bénh nhan tiéu dwdng ( C6 thé tdng chuyén héa dwong
vatang glucose huyét)

Bénh nhan viém da dj irng ( c6 thé xuét hién ngra hodc
ban dé tai noi dan thuéc)

Ngudi cao tudi ( ngwoi cao tudi cé chirc ndng sinh Iy
gidm can than trong giam liéu khi khéi dau diéu tri)
Twong tac thubc:

Can than trong khi két hop st dung ché pham véi cac
thuéc sau:

Catecholamin ( Adrenaline, Isoproterenole) : do cé cung
tac dung gidéng giao cdm nén cé thé say ra loan nhip tim,
dau tim.

Dan chat Xanthin ( Theophylin, Aminophylin,
Diprophylin): d&u tdng van chuyén kali vao trong té bao
nén cé thé giadm kali huyét gay loan nhip tim.

Steroid ( Predinisolon, Betamethasone,
Hydrocortisone...): tang thai trir kali trong nwéc tiéu nén
c6 thé gay giam kali huyét gay loan nhip tim.

NIPROPATCH

=

Tac dung khéng mong muén:

Trong nghién ctvu hau mai s dung thudc trén 3.098
bénh nhan thudc 459 co s y té, ty 1&é phan (ng phu
cta thubc ( ADR) dwoc danh gia trén 3.058 bénh
nhan la 2.58%, va khéng cd ADR nghiém trong. ADR
bao gém viém da tiép xtc ( 0,52 %), ban dé tai vi tri
dung thube ( 0,49%), ngla tai vi tri dung thuéc (
0,46%), danh trébng nguc (0,29%), varun (0,26 %).
Trong nghién clru hau mai st dung thubc lau dai &
456 bénh nhan tir 111 co s y té, ty 18 mac ADR duwoc
danh gia trén 416 bénh nhan l1a 13,70%, va khéng c6
ADR nghiém trong. ADR thwdng gap bao gdm ngira
tai ché ( 2,64%), viém da tiép xtc ( 2,40%), ting
creatine kinase ( 2,16%) va hoi hop (1,68%).

Coché tac dung:

Tulobuterol gian phé quan do tac dung kich thich thu
thé p2- adrenergic ctia co' tron phé quan va kich hoat
adenyl cyclase c6 lién quan chét ché véi cac thu thé
B2- adrenergic. Két qua 1a ATP dwoc chuyén thanh
AMP vong. Tulobuterol cé tac dung cai thién chirc
nang hé hép, tang lwu lweng dinh ( PEF) vao budi
sang s&m va trong khi ngli & ca nguwdi lén va tré em (
6 thang dén 15 tudi). Tulobuterol cé tac dung thu gian
co khi quan ma khéng anh huwéng dén nhip tim. Tac
dung chon loc trén co khi quan ( chon loc trén thu thé
B2- adrenergic) ctia Tulobuterol cao hon nhiéu Ian so
véi cac thubc ddng van B2 khac la Isopreterenol,
Salbutamol, Procaterol va Fenoterol. Tulobuterol
dwoc chirng minh cé tac dung 1am tang di chuyén clia
16ng mao khi quan va trc ché ho.

Dworc dong hoc:

Tmax 11,8 £ 2,0 gi®; Cmax : 1.35 *0.08 (ng/mL) (
ngudi l6n khde manh vailiéu dan duy nhat 2mg).
Tmax 14,0 + 2,0 gi&; Cmax (ng/mL): 1.33 + 0.21 (
bénh nhi hen phé quan tr 4- 9 tudi véi liéu 1 mg hodc
tr 9-13 tudi voi liéu 2 mg). Khong cé su khac biét
dang ké vé Cmax Tmax, AUGO-~ khi dan & nguc,
lwng va canh tay. Khi str dung hang ngay, CmaxTmax
AUG 0-= tang nhe va bt dau 6n dinh tlr ngay th(r 3.
Tiéu chuan chéat lwong:

Tiéu chudn nha san xuét.
Nhasan xuét:
NIPRO PATCH,
8-1 Minamisakae- cho, Kasukabe, Saitama, 344-
0057, Nhat Ban. )
o Phan phéi boi:
Mién Bac: Cong ty TNHH Vimed
Tel: 043 6 343 686 - Hotline: 0989 999 911

Mién Nam: Céng ty ¢6 phin dwgc my phim Toan Thiing
Tel: 08 62 64 63 28
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Thubc dan tulobuterol 0.5mg/1mg/2mg kich thich thu thé B 2 adrenergic
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Tolbupas - thuéc gidn phé quan qua da:

Hiéu qua, an toan, tién loi

* Duy tri ndng dé hiéu qua trong mau, ngén chén con hen

(thudng véo budi séng sém)

* Giam néng dé tdi da, giam tac dung khéng mong muén

* Tac dung chon loc trén co phé quan, han ché anh huéng dén nhip tim

* Sif dung tién Igi cho tré em, ngudi cao tudi, dan méi ngay mét ldn

[ CAITHIEN CHAT LUONG SONG, TANG TiNH TUAN THU THUOC O BENH NHAN

[ Xu&t hién tac dung phu |

=S

J Nong d6 hiéu qua |

Néng do

/ % Thuc dén da
Pudng udng

Thdi gian \4 .
NGng d6 khong hiéu qua]

TOLBUPAS: Hiéu qua diéu tri cao dugc chiing minh ldm sdng

Nhoém . L Nghién cu cép phép: Nghién ctu hau mai:
tudi Bénh chi yéu %hiéu qua (s6 BN) % hiéu qua (s6 BN)
. Hen phé quan 6.9 (153/199) 89.3 (624/699)
Ngudi IGn Viém phé quan cép 91.3 (42/46) 95.5 (231/242)
(>16 Viém phé quan man  79.3 (46/58) 89.3 (108/121)
tuoi) Tran khi phdi 67.9 (55/81) 79.6 (74/93)
Tré em Hen phé quan 86.4 (185/214) 93.6 (724/793)
(<16 Viém phé quan cép 89.2 (74/83) 94.7 (573/605)
tudi) Viém phé quan man 100.0 (3/3)




KHAO SAT PAC PIEM LAM SANG VA VI KHUAN HQC O
BENH NHAN VIEM PHOI LIEN QUAN CHAM SOC Y TE TAI
BENH VIEN CHQ RAY

Tran Van Ngoc, Hoang Thdi Duwong.

TOM TAT:

Muc dich: Khao sat dac diém lam sang va vi khuan hoc & bénh nhan viém phoi lién
quan cham soc y teé.

Phwong phap: Nghién ciru md ta, cit ngang trén nhitng bénh nhan viém phdi lién
quan chim soc y té nhap bénh vién Cho Riy tir 09/2015 dén 04/2016.

Két qua: Cic tidc nhan chinh gdy viém phoi lién quan chim soc y té gom
Pseudomonas  aeruginosa, Klebsiella pneumoniae, Staphyllococcus aureus,
Acinetobacter baumannii, Eschierichia coli. C6 35 (26,9%) bénh nhan viém phéi lién
quan chim séc y t& phan 1ap duoc tic nhin gdy bénh tai bénh vién Chg Ry tur
09/2015 dén 04/2016. Dbi véi tic nhan P.aeruginosa, khang thube dbi véi tit ca cic
nhém khang sinh 13 kha thap nhu ceftazidime, piperacillin/tazobactam,
cefoperazole/sulbactam-meropenem-imipenem, chwa ghi nhan d& khdng véi
polymixin B va doxycycline. Bénh nhdn c6 tién can lao phdi sé ting nguy co nhiém
P.aeruginosa gap 2,3 lan. Tac nhan K.pneumoniae dé khing cao véi Cephalosporin
thé hé thir III-IV va TMP/SMX, khang thudc thap dbi voi betalactam-betalactamase
inhibitors, quinolone va nitrofurantoin. P6i vi khuan S.aureus, cac khang sinh nhu
oxacillin, methicillin, erythromycin, clindamycin va ciprofloxacin bi dé khdng gan
nhu hoan toan, chua ghi nhan dé khdng voi vancomycin, teicoplanin, linezolide va
tigecycline. V& ching vi khuan A.baumannii, dé khdng cao hau hét voi tit ca cic
nhom khang sinh nhu cephalosporin, quinolone, betalactam-betalactamase inhibitors,
aminoglycoside, chua c6 truong hop nao dé khang véi polymixin B, doxycycline va
rifampicin. Nguy co nhiém A.baumannii ting gip 2,14 1an ¢ bénh nhan c6 tién cin
viém phoi, 16 1an & bénh nhan ding thude corticoids kéo dai trudc d6. Vi khuan E.coli
phan lap dugc khing cao véi cephalosporin thé hé III, levofloxacin, ciprofloxacin va
gentamycin, khdng thap véi betalactam-betalactamase inhibitors, carbapenem va
amikacin, tobramycin.

Két luan: Chiing vi khuan giy viém phoi lién quan chim séc y té tai bénh vién Chg
Ry kha tuwong dong céc vi khuan giy viém phdi bénh vién, nhung mirc d6 dé khéang
khang sinh thdp hon. Nguy co nhiém P.aeruginosa ting cao & bénh nhan c6 tién cin
lao phdi, nguy co nhidém A.baumannii gia ting & bénh nhan viém phoi trudc do.
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ABSTRACT: CLINICAL FEATURES AND MICROBIOLOGY IN
HEALTHCARE ASSOCIATED PNEUMONIA AT CHORAY HOSPITAL

Objectives: To carry the survey of the clinical features and the antibiotic resistance in
healthcare associated pneumoniae.

Methods: Descriptive and cross sectional study conducted in Cho Ray hospital from
09/2015 to 04/2016.

Results: The main agent in HCAP include: Pseudomonas aeruginosa, Klebsiella
pneumoniae, Staphyllococcus aureus, Acinetobacter baumannii, Eschierichia coli. 35
agents (26,9%) were found in Cho Ray hospital from 09/2015 to 04/2016. The
resistance of P.aeruginosa to all antibiotics group is pretty low, such as ceftazidime,
piperacillin/tazobactam, cefoperazole/sulbactam-meropenem-imipenem, all
susceptible to polymixin B and doxycycline. The risk of infection with P.aeruginosa
increases 2.3 times when the patient had tuberculosis before. To K.pneumoniae, high
resistance to third and fourth generation cephalosporin and TMP/SMX, low resistance
to betalactam-betalactamase inhibitors, quinolone va nitrofurantoin. To S.aureus,
oxacillin, methicillin, erythromycin, clindamycin va ciprofloxacin were completely
resisted resistant, susceptible to vancomycin, teicoplanin, linezolide va tigecycline.
Very high resistance of A.baumannii to most of antibiotics group, such as
cephalosporin, quinolone, betalactam-betalactamase inhibitors, aminoglycoside,
susceptible to polymixin B, doxycycline va rifampicin, the risk of infection with
A.baumannii increases 2,14 times when the patient had pneumoniae before, 1,6 times
when the patient used corticoids before. To E.coli, high resistance to third generation
cephalosporin, levofloxacin, ciprofloxacin and gentamycin, low resistance to
betalactam-betalactamase inhibitors, carbapenem va amikacin, tobramycin.

Conclusions: Bacteria in healthcare associated pneumoniae is quite similar to the
bacteria in hospital acquired pneumoniae, but the level of antibiotic resistance in
HCAP is lower. The risk of infection with P.aeruginosa increases when the patient had
tuberculosis before. The risk of infection with A.baumannii increases when the patient
had pneumoniae before.

78



p
Yer

)
(7 Vopr

e |

e

G

et

Chon 1 6ng Lac ky trwéc Van xoan dé Bép nhe dé
khi dung mé& nap dung

.

TEN THUOC: Enterogermina 2 ty bao tif khang da khang sinh Bacillus clausii THANH PHAN DINH TiNH
VA DINH LUGNG: Thanh phan chinh: M&i ong nhuya 5ml chia 2 ty bao tli Bacillus clausii khéng da khéng
sinh. T4 dugc: Nubc cat tinh khiét. DANG BAO CHE: Dang hdn dich udng. Hop 20 dng nhya chia 5ml
thusc. DAC TINH LAM SANG: Chi dinh diéu tri: Diéu tri va phong ngta rdi loan vi sinh dudng rudt va
bénh Iy kém hap thu vitamin ndi sinh. Diéu tri hd trg dé phuc hdi hé vi sinh dudng rudt bi anh hudng khi
dung thudc khang sinh hodc hoa tri liu. Ri loan tiéu hoa cdp va man tinh & tré em do nhiém ddc hodc
roi loan vi sinh dudng rudt va kém hap thu vitamin. LIEU LUUNG VA CACH DUNG: Ngudi Ién: 2 — 3 6ng
/ ngay. Tré em: 1- 2 6ng/ ngay hodc theo toa bac si. Lic ki Ong thudc trude khi dung. Xodn vdn phan
trén dé mg 6ng thudc. Usng thudc trong 6ng hodc hoa thudc trong 6ng Vvéi siia, nudc tra hodc nudc cam.
Khi m& 6ng thudc ra phai dung trong thdi gian ngdn dé tranh bj hdng thudc. USng thudc cach nhau déu
dan trong ngay (khoang 3-4 gid). Hay xin y kién bac s néu bénh tdi phat hodc néu ghi nhan gan day co
sy thay ddi vé dic diém clia bénh. _Trong thai gian st dung khang sinh, nén udng Enterogermma xen ke
gitfa cac li€u dung khang sinh. CHONG CHi DINH: Tién st dj ing v6i mdt trong cdc thanh phan cla thudc.
Luu y dic biét: POi v6i dang hén dich cd thé thdy cac hat nhd trong 6ng thudc Enterogermina do su tap
hgp clia cac bao tir Bacillus clausii, diéu do c6 nghfa la thudc khong bi thay d6i chat lugng. THAN TRONG
KHI DUNG: C6 thé nhin thay cac hat nhd trong 6ng thudc Enterogermina do su tdp hop clia céc bao tir
Bacillus clausii, diéu d6 chi ra ring thudc khong bi thay d6i chat Iugng. Khdng ¢ chdng chi dinh sii dung
Enterogermina trén bénh nhan bj tieu chdy md. Lc ki ong thudc true khi ubng. Than trong khi ding
trong thai gian diéu tri v6i thudc khang sinh, nén ubng Enterogermina xen k& glua cac liu dung khang
sinh. P& thudc ngoa tam tay tré em. Trong truGing hop nghi ngd, hay xin y kién cla bac si hodc dugc sT.
TUGNG TAC THUOC: N&u dang st dung bat ky thudc nao khac, hay xin y kién cla bac si hodc dugc si.
Khong co tuong tac thudc khi dung chung véi cac thudc khac. D& ngdn ngua tuong tac thudc co thé co
vGi mdt vai loai thudc, hay thong bao cho bac si hodc dugc si bigt néu dang sU dung bat ki thudc gi. ST
dung Enterogermina chung vdi thiic dn-udng: Thiic Zn-udng khong anh hudng dén hiéu qua cla Enter-
ogermina. Phu nii ¢6 thai va cho con bi: Khong chong chi dinh dung Enterogermina cho phu nif ¢6 thai
va cho con bi. Tac dong ctia thudc khi 1ai xe va van hanh may mdc: Enterogermina khong gay anh
hudng gi dén ngudi 1ai xe va van hanh may moc. Tac dung khdng mong mudn ctia thudc: Mot vai truting
hap phan Ung di tng nhu phat ban va may day da dugc bao cao. Hay théng bao cho bac si hodc dugc si
sy xuat hién clia bat ky tac dung khéng mong mudn nao khong dugc liét ké trong t0 huung dan st dung
nay. Nhu bat ky thudc ndo, Enterogermina c6 thé gay mot so tac dung khong mong mudn trén mot sO
ngudi. SU dung qué liu: D&n nay, khdng cd truding hgp 1am sang qua lieu ndo dugc bdo cdo. HAN DUNG:

24 thang. Khi md ong thuoc ra phal dung trong thdi gian ngdn dé tranh bi hong thusc. NHUNG LUU Y
PAC BIET KHI BAO QUAN: Bio quan ¢ nhiét do thap hon 30°C. NHA SAN XUAT: Sanofi-Aventis S. p.A.,

Viale Europa, 11, Origgio (VA), Italy. Boc ky hung dan st dung truGc khi dung. N&u cin biét thém thong
tin xin hoi y k|en bac si. THONG TIN CHI TIET LIEN HE: Sanofi-Aventis Singapore Pte Ltd — 38 Beach

Road, #18-11, South Beach Tower, Singapore (189767)
SANOFI g



Enterogerming

2TY BAO TU BACILLUS CLAUSII

\ - Enterogermina chua 2 ty bao ti |oi
' khudn Bacillus clausii giip phong
¢ ;T ngUa va diéu tri réi loan hé vi khuan
. == duong ruét va bénh ly kém hap

2 milliards/5m! -2 pillion/5ml
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A - Enterogermina dung diéu
Nepas injecter/Do not inject

tri hé trg dé phuc hoéi hé vi
. khuan duéng ruét bi anh
" huéng khi dung thuoc

khang sinh hodc héa
QLSP.0728-13 tri liéu.
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0 bottles of 5l

Tai liéu nay c6 2 trang. Xem théng tin san pham trang 2

S gidy tiép nhan hd so ddng ky quang cdo thudc clia Cuc QLD-BYT:.../.../QLD-TT, ngay.../.../....
In tai liéu ngay .../.../... VN.BCL.14.04.02. SA N O F I \J

1



