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AP DUNG PHUONG PHAP DAO PONG XUNG KY
TRONG BENH PHOI TAC NGHEN MAN TINH (COPD)

LE THI TUYET LAN (¥)
TOM TAT
Mic dau ho hap ky 1a nghiém phap co ban trong chan doan va phan nhém COPD, nhung céc yéu cau vé
ging strc ciia phuong phap nay gay nhiéu kho khin cho nhom bénh nhén 16n tudi va bénh ning.
Dao dong xung ky — Impulse Oscillometry (I0S) do duoc strc can cua duong dan khi véi rat it doi hoi
hop tac ciia bénh nhan c6 thé 1a phuong phap thay thé trong cac trudong hop néu trén.
D3 c6 nhiéu tac gia nghién ciru vé van dé nay, cong trinh 16n nhat 1a ECLIPSE vé6i 2054 bénh nhan COPD
da khing dinh gid tri ciia I0S trong COPD

Céc chi s cu thé cua I0S c6 gia tri trong COPD d4 néu ra trong cac nghién ctru s& dugc trinh bay.

ROLE OF IMPULSE OSCILLOMETRY IN CHRONIC
OBSTRUCTIVE LUNG DISEASE

LE THI TUYET LAN (*)
ABSTRACT
Spirometry is a standard lung function test in diagnosis and grouping COPD, but the efforts required by
this method causes many difficulties to patients at advanced age or severe disease.
Impulse Oscillometry can measure resistance of airways with minimal cooperation from patients can be
an alternative method.
There are many investigations on this issue, the largest one is that of ECLIPSE, with 2054 COPD patients,
value of IOS in COPD has been established. Parameters of IOS which have been shown valuable in
COPD in some investigations will be presented in this article.
(*) PGS, TS, chii tich Hgi Hen va di img TP HCM , Truwéng Trung tim TDCN Hé hip BV PHYD
TP HCM
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PHENOTYPE TRONG HEN VA TIEP CAN THUC
HANH

NGUYEN VAN THANH (%)

TOM TAT:

Hen 13 bénh ho hip man tinh phd bién. Nhiéu nghién ctru thue hién trong khoang 2 thip nién vira qua da
¢b gang tim hiéu cac dic tinh 1am sang va cach dap Gng diéu tri thé hién rat khac nhau ctia bénh (con goi
1a kiéu hinh, phenotype). Trong khi nhiing ¢ gang trudc day luu ¥ c6 hai thé d6i 1ap 13 hen di Gmg va
hen khong di tng thi nhitng phan tich gan day cho thay hen 1a bénh phirc tap va rat khong ddng nhit kiéu
hinh. Cac 1y giai vé co ché sinh bénh & timg kiéu hinh da din dén viéc nhom hen theo cac dang co ché
(endotype) khac nhau. Trén co s& khuynh huéng mo rong didu tri hen theo co ché sinh bénh, hay con goi
1a diéu trj dich, viéc phan nhom bénh nhan theo phenotype hay theo endotype déu 1 rat can dé tiép can
diéu tri hiéu qua, nhat 1a d6i v6i cac trudong hop hen ning. Cac khuyén cdo kham xét chuyén biét nhu
dém bach cau trong dam, do feNO, CT nguc, do chtrc ning phdi ngoai test phuc hdi phé quan dang dang
dan tro nén phd bién trong thyc hanh. Nhiéu khuyén cdo diéu tri chuyén biét ciing da dugc dé xuit va mo
ra nhiéu trién vong trén co s& cac cach tiép can nay. Cac nd lyc nghién ctru phdi hgp dé cai thién chan
doan kiéu hinh s& cung cip cach tiép cin bang cac ddu an sinh hoc (biomarker) va dang tao ra huéng an

toan va hi¢u qua trong diéu tri hen.

SUMMARY:

ASHTMA PHENOTYPES AND PRACTICAL
APPROACH

Asthma is a common chronic respiratory disease. Many studies carried out in the past 2 decades have
tried to understand the asthmatic clinical characteristics and treatment response presented very different
expression (phenotype). While older attempts at phenotyping asthma emphasized the duality of allergic
and non-allergic asthma, the recent analysis showed that asthma is a complex and very heterogenous
disease. The explanation of the pathophysiology of each phenotype led to groupasthmatic under the form

of different mechanisms (endotype). On basis of widening of treatment on asthmatic pathogenesis
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mechanism, known as targeted therapy, grouping of patients according to phenotype or endotype is
needed to approach effective treatments, especially for severe cases of asthma. The recommendations of
specific examination as sputum leukocyte count, feNO, chest CT, pulmonary function measurements
beyond bronchial reversible test are gradually becoming popular in practice. Many specific treatment
recommendations have been proposed and open many prospects on the basis of this approach. The
research effort jointing to improve diagnosis provide phenotypic approach by biomarkers and is creating
a safe and effective tendency in asthma treatment.

(*) TS.BS , Truwéng Khoa Ho hap BVPKTW Cin Tho', Phé chii tich Hoi Lao va Bénh phoi VN

e-mail: thanhbk@hcm.vnn.vn
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PAC PIEM HEP KHi QUAN O TRE EM TAI BENH
VIEN NHI PONG 2, TRONG 5 NAM ( 3/2010 — 3/2015)

LAI LE HUNG (BCV), TRAN THI THU LOAN

TOM TAT

Muc tiéu nghién ciru: Khao sat dic diém hep khi quan & tré em tai bénh vién Nhi Dong 2.

Tuw liéu va phwong phap nghién ciru: Nghién ciru cit ngang mé ta 63 trudng hop hep khi quan diéu tri,
xuat vién hodc tir vong tai bénh vién Nhi dong 2 trong 5 ndm tir thang 3/2010 dén thang 3/2015.

Két qua nghién ciru: Trong 63 truong hop hep khi quan, Itra tudi dudi 12 thang chiém 66,67%, nam
chiém 58,7%. Cac biéu hién 1am sang hay gap 1a: kho khé, tho rit, ho, rit 16m 16ng nguc, trén hdm tc,
kho thd va nhiém trung ho hép tai di tai lai. Tai bénh vién Nhi déng 2 da phau thuat 26 ca, chiém 41,27%,
trong do tao hinh khi quan dang truot cao nhét 13 18 ca, chiém 69%. Ty 1¢ phau thuat thanh cong cao, cai
thién chiém 92,3%., chi c¢6 2 ca tir vong. Hep khi quan bam sinh nhiéu nhat, (84,13%). Hai hinh thai hay
gap nhat 1a hep khi quan 1/3 du6i kém theo quai mach ( 34,92%) va 1/3 du6i don thuan, ( 23,81%).

Két luan: Biéu hién 1am sang co gia tri goi ¥ chan doan 1a kho kheé, thé rit, nhiém tring ho hap tai phat.
Ltra tudi phat hién nhidu nhat 1a du6i 12 thang tudi. Ty 1é phiu thuat thanh céng cao néu tinh trang bénh
nhan trudc phau thuat khong nhidm khuan ho hap va cham séc hau phiu tét. Cac hinh thai hep khi quan

da dang, hay gap nhat 1a hep bam sinh 1/3 dudi kém theo quai mach.

Tir khéa: Hep khi quan

ABSTRACT

EXAMINING THE CHARACTERISTICS OF
TRACHEAL STENOSIS 1IN CHILDREN AT
CHILDREN’S HOSPITAL No. 2 IN 5 YEARS ( 3/2010-
3/2015)

Objective: Examining the characteristics of tracheal stenosis in children at Children’s Hospital No. 2.
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Materials and method: In this cross-sectional descriptive study, the specimens of 63 patients diagnosed,
treated and discharged or died at the Children’s Hospital No. 2, Ho Chi Minh City from March 2010 to
March 2015 were described.

Results: There were 66,67% of patients <12 months old and 58.7% males in 63 patients. The common
clinical manifestations are: wheezing, stridor, cough, difficulty in breathing and respiratory infection
recurring. Children's Hospital No. 2 had operated on 26 cases, accounting for 41.27%. a slide
tracheoplasty is the highest proportion, 18 cases, accounting for 69%. The percentage of successful
surgery is high, in which 92.3% improvement, only 2 deaths. Congenital tracheal stenosis is the highest,
(84.13%). The two most common forms: lower one- third of tracheal stenosis with sling (34.92%) and
lower one -third alone, (23.81%).

Conclusion: The clinical manifestations suggested the value of diagnosed wheezing, stridor, recurrent
respiratory infections. Children younger than 12 months old were discovered most. The percentage of
successful surgery would be higher if the patient's condition before surgery didn’t sffer from infected
respiratory and post-operative care were good. The forms of tracheal stenosis are varied, the most
common is lower one- third of tracheal stenosis with sling.

Key words: Tracheal stenosis.

TAI LIEU THAM KHAO

1. Nguyén Phwong Hoa Binh: (2005) : “ Dic diém di dang bam sinh khi quan tré em tai bénh vién
Nhi dong II TP HCM tir 2001 — 2005 “ tap chi nghién ctru y hoc. trang 91.

2. Pao Minh Tuin, Nguyén Thi Mai Hoan (2011): “ Nghién ctru dic diém cua cac di dang dudng
thd bam sinh & tré em tai bénh vién nhi TW trong 4 nim 6/2006- 6/2010” tap chi nghién ctru y
hoc trang 36.

3. Anne Paterson: Imaging evalution of congenital tracheobronchial malformation infants and
children. 325- 364, 2009.

4. Butterworth SA, Blair GK: “ Congernital malformation in an autopsy population” Path, 125.

5. Ghaye B, Szapiro D, Fanchmps JM, Dondelinger RF (2008) Congenital bronchial
abnormalities revisited. Radiographics 2008; 115- 132.

6. OhBJ,lee JB, Kim JS, et al: “ Congenital tracheobron chial malformation of the lung. Clinical
and CT evaluation of patients. Respirology 11: 496 — 511, 2006.

7. Ziegler MM, Azzikhan RG, Weber TR: Operative pediartric surgery 445 — 454, 2003.

NOI SAN THANG 3/2016 61



HOI NGHI THUONG NIEN HQI HO HAP TP HO CHI MINH VA PAO TAO Y KHOA LIEN TUC LAN 10

BIEN CHUNG THUONG GAP NHAT VA CAC YEU TO
NGUY CO O TRE NHU NHI NHAP VIEN VI VIEM TIEU
PHE QUAN NANG

NGUYEN THI HUONG*, TANG CHi THUQNG**, TRAN ANH TUAN*

TOM TAT

Téng quan: Viém tiéu phé quan (VTPQ) la bénh 1i viém nhiém cép tinh do siéu vi cia cac phé quan c&
nho va trung binh, thudng gip ¢ tré dudi 2 tudi. Pay 13 nguyén nhan hang du khién tré nhii nhi phai
nhap vién. Pic biét, bién chtg ciia bénh dé xay ra néu tré mic VTPQ nang hodc co nhiéu yéu tb nguy
co, lam tdng nguy co tr vong & céc tré nay.

Muc tiéu: Xéc dinh ti 18 hién mac cta bién ching thuong gip nhit va khao sat mdi twong quan giira
bién ching nay véi mot s6 yéu td nguy co ¢ tré mac VTPQ ning < 12 thang tudi.

Phwong phap: Nghién ctru tién ctru, cit doc mo ta, thu thap sé liéu theo phuong phap chon miu ngau
nhién don gian trén 210 tré VTPQ ning dudi 12 thang tudi thoa tiéu chuan chon mau va nhap phong
cap ctru khoa Ho hap bénh vién Nhi Dong 1 tir 01/2014 dén 08/2014.

Két qua: Ti suat hién méic chung cua cac bién chimg 13 65.2 %. Da s6 tré mac it nhét 1 bién ching
(42.68%). S6 tré mac 2 bién ching (17.14%) giam han. S6 tré mac 3 bién ching tro 1én (5.24%) chiém
ti 16 khong dang ké. Ti sudt hién méc timg bién ching ¢ tré VTPQ nang: viém phdi (46.1%), ha Na mau
(22.38%), xep phoi (9.52%), nhiém tring huyét (8.57%), suy ho hap (4.28%), con ngung thd (3.33%),
tran khi mang phoi (0.47%). Khong c6 tré nio tir vong. Cac bé trai co nguy co viém phdi cao hon cac
bé gai 2.05 1an (OR =2.05, p = 0.018). Tré sanh non dudi 34 tuan c6 nguy co viém phdi cao gip 3.83
lan so voi tré du thang (OR = 3.83, p=0.030).

Két luan: Viém phoi 14 bién chimg thudng gip nhat & tré mac VTPQ ning dudi 12 thang tudi. Cac yéu

t0 nguy co c6 tuong quan véi viém phoi la gidi tinh nam va tién can sanh non dudi 34 tuan.
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SUMMARY

THE MOST FREQUENT COMPLICATION AND ITS
RISK FACTORS IN INFANTS HOSPITALIZED FOR
SEVERE BRONCHIOLITIS

NGUYEN THI HUONG*, TANG CHI THUONG, TRAN ANH TUAN

Background: Bronchiolitis is a disorder commonly caused by viral lower respiratory tract infection in
small airways of children under two years old. It is the most common cause of hospitalization among
infants during the first 12 months of life. Complications are more frequent in infants with severe
bronchiolitis or risk factors. When occurring, complications are associated with an increasing proportion
of deaths.

Objective: To identify the incidence and risk factors of the most frequent complication in infants
hospitalized for severe bronchiolitis.

Methods: We enrolled 210 infants, hospitalized with severe bronchiolitis at Respiratory department of
Children hospital number 1, from the January to August 2004.

Results: Most infants had one or more complications (65.2 %). 42.68% had one complication, 17.14%
had two complications, and the minority of infants had three or more complications (5.24%). Pneumonia
complication was most frequent (46.1%). The others complications were hyponatraemia (22.38%)),
atelectasis (9.52%), bacteremia (8.57%), respiratory failure (4.28%), apneic episodes (3.33%),
pneumothorax (0.47%). No infant died. Male infants had the high risk to suffer from pneumonia
complication more than female infants (OR=2.05, p=0.018). For preterm infants (< 34 weeks gestation),
pneumonia complication rate was 3.83 times higher than term infants.

Conclusions: Pneumonia was the most frequent complication in infants admitted to hospital for severe

bronchiolitis. The significant factors were male gender and preterm infants (< 34 weeks gestation.
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KET QUA PIEU TRI CAT CON HEN CAP BANG SU
DUNG THANG PIEM HEN TRONG PHAN LOAI PO
NANG CON HEN TAI BENH VIEN NHI PONG I (TU
THANG 10/2014 PEN THANG 4/2015)

HO THIEN HUONG (BCV)*, TRAN ANH TUAN**, PHAN HUU NGUYET DIEM***

TOM TAT

Muc tiéu: Danh gia két qua cat con hen cip bang cach ap dung thang diém hen (PAS).

Phuong phap: mo ta cat ngang phan tich .

Két qua: c6 261 truong hop nhép vién vi con hen cép tai bénh vién Nhi dong 1 tir thang 10/2014 dén
thang 4/2015, tudi trung binh 4,2 tudi, ti 18 nam/nix 1a 1,39/1. Sau khi ap dung PAS dénh gia dap tng diéu
tri, thoi gian nam vién trung binh 1,92 ngay. Con hen trung binh 1,7 ngdy, con hen ning 3,5 ngay. Chi
phi diéu tri truc tiép trung binh cho mot bénh nhan 399.680 dong. Con hen trung binh, ning ¢ chi phi
diéu tri truc tiép 1an luot 12 260.900 dong va 1.031.570 dong. Thoi gian cit con trung binh 13 4,8 gio, con
hen trung binh va con hen nang lan lugt 14 2,9 gio va 13,3 gid. Ti 18 tai phat con hen trong qua trinh nam
vién 4,5%. Cac yéu té anh hudng trén nhom hen dap ing khong hoan toan 1a tinh trang boi nhidm phdi
di kém, str dung Ipratropium bromide khong dung theo phac dd, quéa chi dinh dung khang sinh va thoi
gian chich Hydrocortisone tinh mach khong theo phac do.

Két ludn: Sau khi ap dung PAS theo ddi, thoi gian ndm vién va chi phi diéu trj cai thién 15 rét. Tuy nhién,
thoi diém dung Ipratropium bromide va Hyrdocortisone tiém tinh mach cham tré, ciing v&i viéc chan
doan hen boi nhiém phéi chua chinh xac va lam dung khang sinh c6 thé lam kéo dai thoi gian nam vién,
tang chi phi diéu tri va gop phan dén dap tmg diéu tri.

Tur khoa: hen, thoi gian nam vién, chi phi diéu tri, PAS.
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ABSTRACT

RESULTS OF ACUTE EXACERBATION ASTHMA
MANAGEMENT BASING ON THE USAGE OF
PEDIATRIC ASTHMA SCORE (PAS) AT CHILDREN’S
HOSPITAL No.1 FROM OCTOBER, 2014 TO APRIL,
2015

HO THIEN HUONG *, TRAN ANH TUAN**, PHAN HUU NGUYET DIEM ***

Objectives: To evaluate the consequence of acute asthma exacerbation treatment by applying PAS.
Methods: Cross-sectional analysis.

Results: From October 2014 to April 2015, there were 261 cases admitted to hospital with acute asthma
exacerbation in Chidren’s Hospital No.1. The average age was 4.2 years and male and female proportion
was 1.39 / 1. The average length of stay was 1.92 days. The LOS of moderate and severe acute asthma
attack was1,7 days and 3,5 days, respectively. Besides, the average time alleviating the symptoms was
4,8 hours. In incompletely response asthma, some factors affect the process of treatment: co-infection
pneumonia,the approriate time of ipratropium bromide and intravenous hydrocortisone usage, over-use
of antibiotics. The median cost of treatment was 399.680 Vietnamese Dong (VND) while of the severe
attack was 1.031.570 VND.

Conclusion: By basing on PAS, the LOS and cost improve significantly. The inapproriate time of using
Ipratropium and intravenous hydrocortisone, nonetheless, associated with the over-diagnosis of co-
infection pneumonia and over-use of antibiotics affect badly the LOS, the cost, and the response of
treatment.

Keywords: asthma, acute asthma exacerbation, length of stay, cost, PAS.
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PAC PIEM DICH TE, LAM SANG VA KIEU GEN CUA
SIEU VI SOI TREN TRE PUQC CHAN POAN SOI TAI
KHOA NHIEM BENH VIEN NHI PONG 1

BS PHAN HU'U NGUYET DIEM - NGUYEN HUU MAI KHANH

TOM TAT

Cudi ndm 2013 dau nam 2014 ghi nhan c6 sy gia tang dot bién s6 ca mic séi tai cac tinh thanh cta Viét
Nam. Theo s6 liéu théng ké tai khoa Nhiém bénh vién Nhi Déng 1 sb ca méc soi nhép vién trong nam
2011 1a 8 ca, 2012 1a 4 ca, 2 thang cudi ndam 2013 1a 28 ca, riéng 2 thang dau 2014 1a 478 ca.

Muc tiéu: khao sat dic diém dich t&, 1am sang va kiéu gen cua siéu vi soi dé gop phan vao cong
tac chan dodn va giam sat soi tai Viét Nam.

Poi twong va phwong phap nghién ciru:

Mo ta hang loat ca

120 bénh nhi < 15 tudi phét ban dang soi nhap vién khoa Nhiém bénh vién Nhi Béng 1 trong thoi
gian 15/02/2014 dén 15/04/2014. Dit liéu vé 1am sang va dich t& dugc thu thap theo bénh 4n mau. Dich
phét hong duogc 1ay goi Nam Khoa Biotek lam PCR va giai trinh tir gen.

Két qua:

Dich t&: giéi nam (70/58%), nit (50/42%) - tudi < 9 thang (17/14.2%), > 9 thang (103/85.8%) —
chung ngtra 0 mi (102/85%), 1 mui (17/14.17%), 2 miii (1/0.83%) — dia chi HCM (78/65%), tinh khac
(42/35%) - 85,8% khong rd ngudn lay.

LAm sang: sot (120/100%), ho (119/99.2%), chay mii (119/99.2%), &6 mat (110/91.7%), Koplik
(20/16,7%), ban dang sai (120/100%). S6 ngay sbt trude nhap vién trung binh 1a 3,67 + 1,469. Sb ngay
tir khi sot dén khi phat ban trung binh 13 2,13 + 1,027 ngay.

Bién chirng: viém phdi 1a bién ching hang dau (25/20.8%), tiéu chay (4/3.3%), khong ghi nhan
truong hop nao viém tai gitra, loét mi€ng, viém ndo, loét giac mac, viém thanh khi quan.

Can lam sang:

Cong thirc mau: C6 91 trudng hop duge 1ay mau lam cong thire mau theo phac dd bénh vién Nhi

Pong 1. Sb lugng bach cau giam (3/ 3,3%). S6 luong tiéu cau giam (3/3,3%).
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XQ phdi: Trong 120 trudng hop ¢6 25 ca viém phdi. Ton thuong mo k& (0/0%), viém phoi thiuy
(3/12%), ton thuong dang tham nhiém (22/8%).

IgM huyét thanh chin doan soi: Trong 120 trudng hop c¢6 103 ca dugc lam IgM huyét thanh chan
doan sé1. Duong tinh (101/98,1%), am tinh (2/1,9%).

Kiéu gen: D8 (120/100%). Diém ndi bat trong nghién ciru ciia chung toi 13 siéu vi soi dot bung
phat nay tuy thudc vé kiéu gen D8 nhung tit ca cac chudi D8 Viét Nam tao nén nhom ddc 1ap trong kiéu
gen D8. Tét ca cac chudi D8 trong dot bung phat nay déu c6 3 axit amin méi nhu sau R (Arginine) vi tri
axit amin 442, S (Serin) vi tri axit amin 451, G (Glycine) vi tri axit amin 452.

Két luin:

Ty 1€ chung ngura ¢ tré trén 9 thang chi 1a 17,48%.

Céc triéu chimg kinh dién ctia bénh soi van con chiém ty 18 cao trén 1am sang.

Tén thuong trén XQ phdi 1a dang tham nhidm rai rac va viém phdi thuy goi y tc nhan vi tring
boi nhidm, khong ghi nhéan truong hop nao ton thuong mo k& goi y viém phoi do chinh siéu vi séi.

Viém phoi 14 bién chtng hang dau.

D8 1a kiéu gen cua siéu vi soi trong dot bung phat nay. Tét ca cac chudi D8 trong dot bung phat
nay déu c6 3 axit amin méi nhu sau R (Arginine) vi tri axit amin 442, S (Serin) vi tri axit amin 451, G
(Glycine) vi tri axit amin 452.

Tir khoa: siéu vi soi, biéu hién 1am sang, kiéu gen.
ABSTRACT
EPIDEMIC, CLINICAL AND GENOMIC
CHARACTERIZATION OF VIRUS RESPONSIBLE
FOR MEASLES OUTBREAK AT INFECTIOUS
DISEASE DEPARTMENT OF CHILDREN HOSPITAL
1.

Background:
In the late of 2013, there is a significantly increasing in measles cases in Vietnam. According to

the data of Infectious Disease Department of Children Hospital 1: meales cases admitted to hospital in
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recently years such as: 8 cases in 2011, 4 cases in 2012, 28 cases in the two months late 2013 and 478
cases in the early of 2014.

Purpose:

To investigate the epidemic, clinical and genomic characterization of measles virus in order to
improve diagnosing and controlling measles.

Materials and Method:

Case series report

120 pediatric patients under 15 years old with suspected meales admitted to Infectious Disease
Department of Children Hospital 1 from 15/02/2014 to 15/04/2014. We collect clinical, laboratory and
epidemic data. Throat swab samples were sent to Nam Khoa Biotek for gene sequencing.

Results:

Epidemic findings: sex: male (70/58%), female (50/42%) — age: < 9 months (17/14.2%), > 9
months (103/85.8%) — vaccination: did not receive a vaccination (102/85%), 1 injection (17/14.17%), 2
injections (1/0.83%) — HCM (78/65%), other province (42/35%) - 85,8% no sources of infection.

Clinical findings: fever (120/100%), cough (119/99.2%), coryza (119/99.2%), red eyes
(110/91.7%), Koplik’s spot (20/16,7%), rash typical of measles (120/100%). The average days of fever
before admitted to hospital is 3,67 = 1,469. The average days from fever to rash appearance is 2,13 +
1,027.

Complications: pneumonia is the most common complication (25/20.8%), diarrhea (4/3.3%),
none suffered from encephalitis, otitis media, corneal ulceration, croup and mouth ulcer.

Laboratory findings:

Blood test: 91 blood samples were collected. White blood cell decrease (3/ 3,3%). Platelet
decrease (3/3,3%).

Chest X-Ray: 25 cases suffered from pneumonia. Interstitial pneumonia (0/0%), lobar pneumonia
(3/12%), infiltration (22/8%).

IgM antibody: 103 cases were collected blood for IgM test. Positive (101/98,1%), negative
(2/1,9%).

Genotype: D8 (120/100%). However all of Vietnamese D8 strains formed an independent cluster
within the same genotype D8 group. All strains had unique amino acid sequences consisting of R442,
S451 and G452 in the N-gene.

Conclusions:
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Only 17,48% patients > 9 months were vaccinated.

The typical clinical symtomps of measles are still popular.

Lesions on X-ray include infiltration and lobar pneumonia due to bacterial secondary pulmonary
infection. No case of interstitial pneumonia due to direct invasion of the lungs by mealses virus.

Pneumonia is the most common complication.

D8 is the genotype of measles virus in this outbreak. All strains had unique amino acid sequences
consisting of R442, S451 and G452 in the N-gene.

Key words: measles virus, clinical symtomps, genotype.
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Phac do ngung diéu tri khang sinh
trén bénh nhan nhiém khuan tai khoa HSCC*

S

PCT [po/L]

Nhiém tring co
dang tién trién?

Rat nhiéu kha nang

Khuyén céio NGUNG Ngung Tiép tuc TIEP TUC
L P———— LS L P
ngung didu tri khang sinh! khang sinh khang sinh khang sinh!
khang sinh | | | |
[ I
Nhiing can nhac  + Ludn xem xét dién tién 1am - Theo dai dién tién cia PCT
quan trong sang cung véi ndng do PCT « Néu tiép tuc khang sinh
- Néu ngung khang sinh can - Xét nghiém PCT hang ngay;
theo ddi sat dién tién 1am ngung khang sinh khi PCT giam
sang > 80% so v6i nong do dinh hodc

gid tri tuyét ddi PCT < 0,5 pg/L
- Neu PCT van cao, can nght dén
kha ndng dieu tri that bai

Trén bénh nhan HSCC nén khuyén khich diéu tri khang sinh theo kinh nghiém
ban dau cho tat ¢a cdc bénh nhan nghi ngd ¢6 nhiém khuan

Tuyén bd trach nhigm: Ca 1am sang nay nhdm cung cdp cho cdc thay thudc 1am sang mat dinh hudng thém cho ting dung thuc tin xét
nghiém PCT va doc két qud xét nghiém. Tuy vay, diéu ndy chua loai bé dudc tréch nhiém ctia ngudi thay thubc 1am sang trong viéc kiém tra
dién gidi két qua xét nghiém dua trén nhing hiéu biét v 1am sang dé danh gid tinh trang 1am sang clia tiing bénh nhan cu thé va quyét dinh
didu tri thich hop. Ca nha xut ban B-R-A-H-M-S GmBH va cdc thay thubc déng gép trong tai ligu nay déu khong chiu trdch nhiém boi thudng
vi bat ky ton thuong hodc su hly hoai v& ngudi va tai san lién quan dén cdc thdng tin trong 4n phdm ndy. Do d6, nhing yéu sach bdi thudng
cdc thuong ton gay ra do viéc st dung cdc thong tin cung cap, ké ca cdc thang tin chua hoan chinh hodc khong chinh xdc, sé bi khudc tur.
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Phéc do st dung PCT trén bénh nhan
nhiém trung duong ho hap duai (LRTI)
tai khoa Cap cuu* nhu sau:

Co nhiém C6 kh3 z Y o 52
khuin khong? Rat it kha nang 0 kha nang Rat nhiéu kha nang
Khuvén céo KHONG Khong co
diéuvtri khang sinh! khang sinh khang sinh khang sinh!
khéng sinh | | | |
| I
Nhiing can nhic * Neu khong diéu tri khang sinh phai - Theo doi Qién tjén ciia PCT g
quan trong va kiém tra PCT sau 6 - 24 git « Néu bat dau diéu tri khang sinh
cac tidu chi « Nén cén nhéc khang sinh ban dau - Do lai PCT vao ngay 3, 5 va 7; ngung
quyét dinh trong cac trudng hop: khang sinh khi dat diém cut-off giong 3
' - R0 loan vé hd hdp va huyét dong, bénh nr)u b@n canh ) 5
kem theo nang, nhdp vién véq khoa HSCC - Neéundng do PCT dinh rat cao, sé, \Q
- PCT < 0,1 pg/L: CAP vGi diem PSIV ngung khng sinh khi PCT giam den
hodc CUFB >3, COPD vdi GOLD IV 80-90% so vdi nong do dinh 58
- PCT < 0,25 pg/L: CAP vGi diem PSI IV & - Neu PCT van gitt @ mic cao; can nght
V hodc CUFB >2, COPD véi GOLD lll & IV den kha nang dieu tri that bai :’;
Cong ty TNHH Roche Viét Nam *Ngudn: Schuetz P et al. BMC Med 2011, 22;9:107
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