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NOI DUNG CHU'ONG TRINH

CME CAC CHUYEN PE HO HAP

NHO'NG XET NGHIEM THIET YEU TRONG CHAN DOAN
VIEM PHOI VA HOI SU'C HO HAP

THOI GIAN: 13:30-17:00

(C6 gia tri 4 gi> CME do Hdi Phéi VN cap)

DIA DIEM: TRUNG TAM HOI NGI TiNH TIEN GIANG (6C RACH GAM TP
MY THO, TIEN GIANG)

1. X QUANG NGU'C TRONG CHAN POAN VIEM PHOI (téi da 100 hoc vién)

THOI GIAN | NOI DUNG GIANG VIEN

13:30 - 14:45 | X Quang nguc can ban PGS TS TRAN VAN NGOC

14:45 - 15:00 | Giai lao

15:00 - 16:30 | X Quang ngwc trong chan doan va chan | PGS TS TRAN VAN NGOC
doan phan biét viém phoi

16:30 -17:00 | Q&A, Két luan

2. PHAN TiCH KET QUA KHi MAU TRONG HOI SU’'C HO HAP (t6i da 60 hoc vién)
Phan ly thuyét

THO'I GIAN | NOI DUNG GIANG VIEN
13:30-13:45 | Pre-test Ts Lé Thwong Vi va ban giang
huén

13:45-14:15 | Céac khai niém vé thdng bang kiém toan, BSCK2 Bui Xuan Phtc
tiép can phan tich khi mau déng mach vé
rbi loan thang bang kiém toan




14:15-14:45

Phan tich oxy héa mau qua khi mau déng
mach. Cac ca lam sang kinh dién.

TS Lé Thuwong Vi

14:45-15:00

Giai lao- Chia nhém hoc vién

Phan Workshop

Théigian | Caldm sang 1 Calam sang 2 Calam sang 3
BsCk1 Dwong Minh BSCK2 Bui Xuan Phuc, | TS Lé Thwong Vi,
Ngoc. Bs Ngdé Nguyén Hai Bs Duong Thanh
Bs Dwong Duy Khoa Thanh Huyén
15:00-15:30 | Hoc vién nhém 1 Hoc vién nhém 3 Hoc vién nhém 2
15:30-16:00 | Hoc vién nhém 2 Hoc vién nhém 1 Hoc vién nhém 3
16:00-16:30 | Hoc vién nhém 3 Hoc vién nhém 2 Hoc vién nhom 1
16:30-17:00 | Post-test — Giai dap thac mac - Tong két

18:00 - 19:30: HOI NGHI VE TINH CUA CAC CONG TY DU'QC




HOI NGHI BPE KHANG KHANG SINH TRONG

VIEM PHOI

THO'I GIAN: 8H:00 - HOI TRUWONG CHINH AP BAC
CHU TOA:

- PGS.TS. BPINH NGOC SY

- GS.TS. NGO QUY CHAU

- GS.TS. bO QUYET

- PGS.TS. NGUYEN VIET NHUNG

- PGS.TS. TRAN VAN NGOC

STT | GIO Dé tai B&o céo vién
8:00- 8:30 | Van nghé chao mrng
8:30- 8:40 Khai mac Héi nghi va gi¢i thiéu dai
! bidu MC
, 640 - 8:50 CP;T:rE bieu cua Giam doc SYT Tien BSCKII Tran Thanh Thao
' ' 9 GD SYT tinh Tién Giang
3 | g50.9:00 |Phat biéu ctia Téng Hoi Y Hoc VN | PGS TS Pinh Ngoc Sy
' ' PCT Téng hoi Y Hoc VN
. Tang qua ky niém cho Chl toa 2,
5 AR RESS doan, BCV, Khach va cty ti tro 20 T SllLE
- Gid¢i thiéu chuong trinh hoi nghi .
5 9:95.9:55 |- Thyec trang dé khang KS hién nay | PGS TS Tran Van Ngoc
' ' trong viém phdi Chu tich H6i H6 hdp TPHCM
Tinh hinh lao khang thubc va y £\
6 | 9:55-10:20 | thirc siv dung khang sinh hop Iy | PSS TS Nguyen Viet Nhung
A X Chu tich H6i Phoi VN
trong NKHH céng dong
Daiichi: T6i (ru hoé x( tri VPCD N A e
7 |10:20-10:30 | trong thdi dai vi khuan khang PGS TS Lé Tien Dung
' ' thube - TK H6 hap BV BHYD TPHCM
8 | 1020 -10:30 Sandqz: gi¢i thiéu san pham | ThS BS Ha Thi My Thuy
Volfacine Cty Sandoz
Cap nhat Cac Phwong Phap XN N A
. . o . X R TS BS Pham Hung Vén
9 | 10:40-11:00 \S/;énh ma&i trong thwc hanh Iam Chi tich Hai Vi Sinh LS TPHCM
10 | 11:00-11:30 | Thao luan Chu toa doan
11:30-13:00 | Com trwa tai TT hoi nghi




HOI THAO CHUYEN DE TAI 5 HOI TRUONG
Theéi gian: 13:15 - 16:30

PHIEN 1: VIEM PHOI BENH VIEN - VIEM PHOI THO' MAY
Dia diém: HOI TRUONG AP BAC

Chu toa; GS.TS. DO QUYET, PGS.TS. BPINH NGOC SY, PGS.TS. NGUYEN

VIET NHUNG
STT |GIO DE TAI BAO CAO VIEN
A " . : PGS TS DS Nguyén Hoang Anh
| e Ty e S0 WA | s 00 et i s v die
1 |13:15-13:30 | dieu trj _Viém phdi  do d6i phan (ng c6 hai cda thubc (TT
K.pneumoniae dwa trén PK/PD DI & ADR) i
Khang sinh qua dwdng khi
dung: “cap nhat vé duoc déng . 3
2 [13:30-13:50 |dwoc lgc hoc, chi dinh va ;‘:étht: Lgu;gg%ng
ching cw trong diéu tri viém
phdi bénh vién da khang"
3 13:50-14:00
Chia sé kinh nghiém chuwong R .
. . ary z ThS BS Tén Thanh Tra
4 |14:00-14:15 | trinh giam sat s& dung khang N %
sinh tai BVCR Phong Quan ly chat lwgng BVCR
14:15-14:45 | Giai lao-tham quan trién 1am
5 14:45-15:00 | Kiéu hinh dé& khang KS trong | ThS Tran Minh Giang
VPTM tai BV NDGD Phé Khoa ICU - BV NDGD
Giai phap phdi hop KS trong 2 ]
6 |15:00-15:20 | NK do VK Gram am da khang: PPGCJ;DSB'I\'/Slglzan QuEmg) Bina
Nhirng tiep can maoi
Zuellig: Pé khang khang sinh cla At £ Lra
) ) : % A . £ BS CKII Ngbé The Hoang
7 | 15:20-15:30 \Ighgr:uan gay VPBV tai BV Thong TK H6 hép BV Théng Nhét




Phong nglra viém phdi bénh

PGS TS Lé Thi Anh Thw

15:40-16:00 | vién viém phdi lién quan th® | Nguyén TK Chéng nhiém khuén
may: thach thire va gidi phap | BVCR

16:00-16:30 | Thao luan

16:30 Tdng két HN tai HT AP BAC | RS TS Tran Van Ngoc

Ban Té chirc HN- DPHYD TP HCM




Phién 2: VIEM PHOI CONG DONG va BDOT CAP COPD

NHIEM KHUAN
Dja diém: HOl TRUONG 2

Chuatoa: PGS.TS. TRAN VAN NGOC, TS.BS
LE TIEN DUNG, BS.CKIl. VO bUC CHIEN

.NGUYEN VAN THANH, PGS.TS.

STT |GIO DE TAI BAO CAO VIEN
1 13:15-13:35 Nhiém P.aeruginosa man tinh va | TS BS B6 Thi Twéong Oanh
' ' dot cap COPD GV BM N6i PHYK PNT
e s . .| TS BS Nguyén Vin Thanh
. . Twong tac bénh hoc virus-vi e,
2 13:35-13:55 khuan trong NTHH c4p tinh PCT Hoi Phoi VN
e ] . . .| BS CKII Ngbé Thé Hoang
1.Bé khang khang sinh cla vi| . "1s'han"RY Théng Nhat
. . khuan gay VPCD tai BV Thong
13:55-14:05 ;
Nhat
3 A N R
. . .- | ThRSBS CK Il Tran Thi To
14:05-14:15 é’é(r?ﬁ:én I?:italactam- T qua khtr Quyén
o GV chinh BM NGi-DHYK PNT
e , N . . BS CKIl Nguyén Dinh Duy
4 14:15-14:35 Ta§ nhgn Vi smhwva sty dl;Jng PGD BV Pham Ngoc Thach
khang sinh trong gian phé quan
5 |14:35-14:55 | Viem phdi do vi khuadn khoéng | PGS TS BS Lé Tién Diing
dién hinh BV BDHYD TP HCM
14:55-15:10 | Giai lao-tham quan trién l1&m
‘. . PGS TS Tran Van Ngoc
. . Phdi hgp KS hay don tri trong g e AR :
6 15:10- 5:30 VPCD ning Cha tich H6i H6 Hap TPHCMT
Gi&i thiéu cty 10p
7 15:30-15:50 | 1.
2.
A R x z «. | ThS BS Huynh Quang Dai
8 |1550-16:10 | 5ob nhat nhiem khuan huyet |~ "synsce -chéng Boc DHYD
TPHCM
9 16:10-16:30 | Thao luan Chu toa doan
) - e . < - PGS TS Tran Van Ngoc
10 16:30 Tong két HN tai HT AP BAC Ban Té chire HN- DHYD TP HCM




Phién 3: VIEM PHOI DO NAM
Dja diém: HOl TRUONG 3

Chu toa: GS.TS. NGO QUY CHAU, TS.BS. PHAM HUNG VAN, PGS.TS.
NGUYEN HOANG ANH

STT |GIO PE TAI BAO CAO VIEN

Nhiém candida xam lan tai icu

15-13: - rng dung guideline vao thyc | BS CKIl Thai Minh thién
1 13:15-13:35 ti&n |gé.m. Sgngg ) TK ICU BV Tim Tam Bwrc

. 2 : TS BS Pham Hung Van
Realime PCR Chandoan | oo Hai vi sinh Lam sang

2 1335-1355 n,(m Aml,(n
I EI 2 TPHCM

3 [13:55-14:15 Gigi thiéu cty 10p

Dinh dw&ng cho bénh nhan TS BS Lwu Ngan Tam

4 |14:15-14:35 | e phdi TK Dinh Dwéng BVCR

14:35-14:50 | Gii lao-tham quan trién |am

Tiép can chan doan va diéu | TS BS Cao Xuan Thuc

> | 14S0-1520 i viem phéi BV do ném Ph6 Khoa Ho hp BVCR

PGS TS Vii Van Giap

15:20-15:40 | Dy phong viém phoi do nam | pep 11 1 h&p BV Bach Mai

ThS BS Dwong Minh Ngoc

7 |15:40- 16:10 | Calam sang VP do nam GV BM N&i DHYD TPHCM

8 16:10- 16:30 | Thao luan

PGS TS Tran Van Ngoc

16:30 Tong két HN tai HT AP BAC Ban T6 chire HN




PHIEN 4: VIEM PHOI O TRE EM
Dja diém: NHA HANG SO 1

Chu toa: PGS.TS. PHAN H’U NGUYET DIEM, PGS.TS. PHAM MINH
HONG, PGS.TS. TA VAN TRAM

STT |GIO DE TAI BAO CAO VIEN
1 |13:15.1340 | Viem phdi do tu ciu khang thuéc | PGS TS Phan Hiru Nguyét Diém
' ' O tré em GV cao cap BM Nhi PHYD TPHCM
_ _ S&i va bién chirng ho hap & tré TS BS Tran Anh Tuan
2 |13:40-1405 1 TK H6 h4p BV Nhi Béng 1
4 14:05- 14:25 | Gidithiéu céng ty 10p
14:25- 14:55 | Gidi lao va tham quan trién l1&m
= | esmiman Chén doan va diéu tri Suy hé hap | PGS TS Pham Thi Minh Hong
' ' O tré em Phé Trwédng Khoa Y DPHYD TPHCM
_ _ Diéu tri NKHH céng déng & tré PGS TS Ta Van Tram
6 | 1520-1540 | GDb BV DK TT Tién Giang
7 15:40- 16:00 | Gidi thiéu cty 10p
_ _ n ar 3 2 PGS TS Pham Van Quang
8 16:00- 16:20 | Cap nhat vé VPBV & tré em TK HSTC-chéng doc, BV Nhi Déng 1
9 16:20- 16-40 Thao luan va tong két tai HT AP S e Gos

BAC

10
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(linezolid

BIEU TRI NHIEM KHUAN DO VI KHUAN GRAM DUONG
KE CA TRUONG HOP CO NHIEM KHUAN HUYET BGNG
THOI TRENNGUDILON VATREEM

Tai liéu théng tin thuéc

THONG TIN KE TOA

TEN THUOC: ZYVOX®. THANH PHAN: 600 mg linezolid/ 300 mL. Ta dugc: natri
citrat dihydrat, adid dtric (dang khan), glucose monohydrat, acid hydrocloric,
natri hydroxid, nudc cat pha tiém. DANG BAO CHE: Dung dich truyén. CHI
DINH: Linezolid dugc chi dinh diéu tri cic nhiém khuan sau day bao gom @ cic
trung hop <6 nghi ngds hoac da xdc dinh 6 nhiém khudn huyét dong théi, do
cac ching vi khuan higu khi hoac ky khi Gram (+) nhay cdm gay ra. Diéu tri phéi
hop ¢6 thé duoc chi dinh trén lam sang trong tnuong hop vi khuan gay bénh bao
gom ca cac ching vi khuan Gram (-). Linezolid chi c6 tdc dung trén cic vi khuan
Gram (+). Linezolid khong cd hoat tinh trén cac chiing vi khuan gay bénh Gram
(-). Gan str dung liéu phap ¢d tac dung dac hiéu trén cac vi khuan Gram (-) trong
truding hop da xac dinh hodc nghi ngd nhiém ddng thai vi khuan Gram (-); Viém
phdi bénh vién, Viém phdi mac phai tai cong dong, Nhiém khuan da va mé mém
nang <o bién ching, Nhigm khuan qay bai Enterococcus faecium da khing
vancomycin , bao gom ca nhiing triang hop 6 nhiém khuan huyét dong thai.

Bang 1. Liéu khuyén cao cho ngudi lon va thiéu nién (tir 12 tudi trd lén)

LIEUDUNG VA m%%”&%"“
DUONG DUNG :
(sé ngay diing lién tuc)

Viém phdi bénh vién, bao gém i cic tniing

hop c6 nhidm khudn huyét ddng thot

Viém phéi mac phiticing dng baogim s 600mg truyén

dicinginghop conhiém khuin huyit éng ol tioh mach cich 10 dn14 ngay
12 giésmdt lin

Csc nhiém khusn da va md mém  bién

chiing, bao gdm ¢ céc truing hop co

nhiém khudn huyét déng thoi

Nhiém Khudn Enterococcus foecum khang 600 mgtruyén

Vancomycin bao gom ¢ nhiing trubng hop  tinh mach cich

6 nhiém khudn huyét déng thet 12gigmétlén

S0 giay tiép nhan ho so dang ky tai liéu thong tin thudc cua Cuc Quan Iy Dugc - Ba Y Té: 0861/15/QLD-TT P % - - -
Cip ngdy 18/03/2016. Ngay in tai liéu: ./, J..... Pfizer 5 Anti-Infectives

Tai liéu gém 2 trang. Phan thang tin chi tiét vé san pham xem dtrang 1, 2
LPD date: June 29,2016 | PP-ZYV-VNM-0038

* Butng tinh mach/duong udng, ** Thudc chong nhiém khuan




THONG TIN KE TOA

Bang 2. Liéu diing dugc khuyén cao cho tré em

(tir liic méi sinh cho dén 11 tusi)
- THOI GIAN DIEU TRI
utEIU DUNGVA | " vENCAO
DUONG DUNG (s8 ngay ding Bén tiép)
Viém phii bénh vién, bao gdm i cictnsing
hop & nhiém khusdn huyét déng thei

Viém phéimsc phditfcong déng, bao gém i 10 mg/kg truyén

demimghopconhEmihuinhu@dingthid  ihmach 10 8én14ngay
Gieohiém khodo davi mbmém cobign. 00 LR
chilng, bao g6m ¢ cc trudng hop ¢6

Tré sinh non < 7 ngay tudi (tudi thai <34 tuan): thanh thai linezolid thap
hon va AUC Idn hon so véi tré du thang va tré sa sinh Ign hon. Tré sinh non 7
ngay tudi: thanh thai linezolid va AUC tuong tu tré sinh di thang va tré sasinh
16n hon. Ngudi cao tudi: khang can chinh liéu. Suy than: khang cin chinh liu.
Suy than ndng (thanh thdi ceatinin < 30 mL/phut): chi diing khi da can nhac loi
ich va nquy ca. Vi bénh nhan tham phan mau: Nén diing linezolid sau khi tham
phan. Hién van chifa cd kinh nghiém vé viéc sif dung linezolid cho cac bénh nhan
tham phan phic mac lién tuc (CAPD) hodc cac phuong phap diéu tri thay thé
trong trudng hop suy than. Suy gan: khong can chinh liéu, chi dung khi da can
nhéc loi ich va nguy co. CACH DUNG: truyén tinh mach tir 30-120 phit. Khang
ding chung dudng truyén, khong thém chat khic vao dung dich truyén.
Linezolid truyén finh mach cd thé tuong ky véi cac thudc dui day khi dung dong
thdi qua bé truyén chir Y: amphotericin B, chlorpromazine H(, diazepam,
pentamidin isethionat, natri phenytoin, erythromycin lactobionat,
trimethoprim-sulfamethoxazol, ceftriaxon natri. Cac dich truyén tuang hop:
dextrose 5%, natri clorid 0,9%, Ringer Lactat. CHONG CHi DINH: Man cdm vdi
linezolid hoac bat cif thanh phan nao cia ta dugc. MAOI diing ddng théi hodc da
ding trong vong 2 tudn trudc da; thudc dc ché tai hap thu serotonin; thudc
chdng tram cam ba vong; thudc khang serotonin 5-HT1; thudc cudng giao cam;
thudc co mach; thude dopaminergic; pethidin hoac buspiron. Tang huyét ap
khéng kiém soat; u t& bao ua crdm; ung thy; nhiém doc gidp; trim cam ludng
auc; tim thin phan liét; trang thdi li Ian cap tinh. CANH BAO - THAN TRONG
DACBIET: Uc ché tity xuong 6 héi phuc gom thiéu mau, gidm bach cau,
tiéu cau va toan thé huyét cau: giam sit cong thifc mau & bénh nhin nguy o
cao: thiéu mau san cd, rdi loan cong thiic mau hodc dang dung cic thudc gay rdi
loan cong thiic mau, dung linezolid hon 10-14 ngay; bénh nhan I6n tudi; suy
than nang ¢6 hay khong tham tach mau. Phai ngung linezolid, néu can tiép tuc,
phai gidm sat chat ché cong thilc mau va quan Iy ca bénh hop ly. Chénh léch vé
ti lé tif vong trong mot thir nghiém Iam sang & nhiing bénh nhan nhiém
khuan huyét do vi khuan Gram (+) lién quan dén dong thong: doi vdi
nhiém khudn da-mé mém cd bién chiing, chi diing linezolid khi da xac dinh hoac
nghi ngd cd nhiém ddng thdi vi khudn Gram(-) néu khéing c6 Ia chon nao khac;
khdi dau diéu tri cing vdi thudc khang vi khuan Gram (-). Tiéu chdy va viém
dai trang lién quan khang sinh: ngung linezolid va c6 bién phdp diéu tri phu
hap, khdng diing thudc tic ché nhu dong rudt. Nhiém adid lactic: can xit Iy ngay
triéu ching: budn nan, nén, dau bung, bicarbonat thap, tang thang khi. CGan
nhac lgi ich va nquy co néu tiép tuc ding linezolid. Suy chifc nang ty thé:
nhiém lactic, thiéu méu, i loan than kinh thi gidc, ngoai bién; cic bién ¢d tang
TR

Tai liéu théng tin thuéc
[—WIOHI' _\]
—{linezolid}—

khi dung thudc trén 28 ngay. Hai chiing serotonin: khi can diing cing véi cic
serotonergic phai theo doi ky cic triéu ching. Dimg mét trong hai hodc ca hai
loai thudc néu xdy ra rdi loan nhan thi, sot cao, ting phan xa, mat kha nang
phéi hop. Rai loan than kinh ngoai vi va than kinh thi giac: khi ding thudc
trén 28 ngay, can can nhac loi ich va nquy co khi tiép tuc si dung linezolid. Nguy
«c rdi loan than kinh tang & bénh nhan diing thudc khang mycobacteria. Co
giat: thong bao cho bdc si néu 6 tién sir dang kinh hodc cd cac yéu td nquy co.
MAOI: khang diing chung trif khi 6 thé theo déi sét bénh nhan. Thuc pham
giau tyramin: khong ding nhiéu. Bdi nhiém: ding khang sinh cd thé gay
phat trién qua mc vi khudn khong nhay cam, can c6 bién phap diéu tri phit hop
khi bdi nhiém. Bénh nhan dac biét: can nhac loi ich va nquy co & bénh nhan
suy than nang hoac suy gan nang. Anh hudng kha nang sinh san: cd thé giam
kha nang thu thai va bat thudng hinh thdi tinh triing ¢6 héi phuc; anh hudng lén
hé sinh dyc nam chua duoc biét. Cac thit nghiém lam sang: chua xac dinh
duoc an toan, hiéu qua cua linezolid khi ding trén 28 ngay. Kinh nghiém diéu tri
con han ché & bénh nhan ton thuong chan do tiéu dutng, do tv thé ndm hodc
thiéu mau cuc bg, bong nang, hoai tf nang. Ta dugc: luu y d6i vdi bénh nhan
tiéu dutng, khong dung nap glucose; bénh nhan dang ding ché do an giam
natri, TUONG TAC THUOC - CAC DANG TUONG TAC KHAC: MAOI: phai theo déi
bénh nhan néu cin diing chung. Thudc gy tang huyét ap: cin than luong gi
liu luong cic thudc co mach, bao gom cac dopaminergic. Serotoninergic: tuy
€6 chdng chi dinh nhung van phai quan ly cac bénh nhan duoc diéu tri véi
linezolid va cac serotoninergic. Thuc pham giau tyramin: tranh ding nhiéu,
Thuéc chuyén hoa béi CYP450: khang ¢ tuong tc Rifampidn: lam giam
Cmax va AUC ciia linezolid. Warfarin: chua di dit liéu dé danh gia. PHU N €O
THAI VA CHO CON BU: chi st dung trong thai ky khi lgi ich vufgt tri hon nguy ca.
Than trong khi diing trén phu ni cho con bi. KHA NANG LAI XE VA VAN HANH
MAY MOC: khang lai xe hay vin hanh my méc néu chong mat hoac giam thi hc.
TAC DUNG KHONG MONG MUON: tiéu chay (8,4%), dau ddu (6,5%), budn non
(6,3%) va non (4,0%). Thudng gap: nhiém candida, nhiém nam; thiéu mau;
mat ngu, dau dau, thay ddi vi giac, chong mat; cao huyét ap; rdiloan tiéu hda; xét
nghiém chiic ndng gan bat thuang; ngia, phét ban; ting BUN; sét, dau cuc bj;
X6t nghiém sinh héa bat thuang, rdi loan cong thic méu. it gap: viém dm dao;
ha natri huyét; co giat, gidm cam gidc, i cdm; m& mat; U tai; loan nhip nhanh; réi
loan mach; rdi loan da day - rudt; tang bilirubin toan phan; may day, viém da,
toat md héi; suy than, ting creatinin, tiéu nhiéu; rdi loan am hé- am dao; dn
lanh, mét mai, dau nai tiém, khat nhiéu; tang natri hodc cald, gidm glucose lic
khdng d6i, tang hoac giam chlorid; tang s6 luong té bao ludi... Hiém gap: viem
dai trang gia mac; giam toan thé huyét cau; thay ddi viing khuyét trong thi
trung; mat mau bé mat ring. Khdng biét tan suat: ic ché tuy xuong, thiéu
mau hdng cau to; séc phan vé; nhiém acid lactic; hi chiing serotonin, bénh than
kinh ngoai bién; bénh than kinh thi gidc; phdng rép gidng hdi chiing
Stevens-Johnson va hoai tif biéu bi nhiém déc, phi mach, rung long/toc. Nhom
bénh nhan nhi (tifso sinh dén 17 tudi): khong thay c6 sy khac biét vé tinh an toan
50 véi ngudi ln. QUA LIEU: cin thuc hién cham soc ha trg, duy tri suloc cia ciu
than. Locmau cd thé loai bo 30% liéu linezolid. HAN DUNG: 36 thang ké tif ngay
san xuat. BAO QUAN: Bao quan dudi 30°C. DONG GOI: Hap 10 tiii, méi tui chifa
300mL. TIEU CHUAN: Nha san xuit. NHA SAN XUAT: Fresenius Kabi Norge AS,
Svinesundsveien 80, NO-1788 Halden, Na Uy. SO DANG KY: VN-19301-15. Yéu
cau thong tin day @i vé san pham, vui long lién hé: VPDD PFIZER
(THAILAND) LTD TAI VIET NAM. HCM: Tang 13 - tba nha TNR, 180-192 Nquyén
(ong Trid, Q.1. DT: (028) 3910 5119/ 3910 5120 - Fax: (028) 3910 5118. Ha Néi:
Tang 12A, toa nha Geleximco, 36 Hoang Cau, Quan Bdng Da. DT: (024) 3512
0962/ 3512 0963 - Fax: (024) 35120961 ® Nhan hiéu da dang ky. Théng tin chi
tiét xin xem ti hudng dan st dung kém theo trong hop thudc.

* Dudmg tinh mach/duing udng
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THU'C TRANG DE KHANG KHANG SINH TRONG VIEM PHOI

Trén V&n Ngoc (*)
Tom tat:
Tinh hinh dé khang khang sinh ciia cac tac nhan gay viém phéi cong dong

Streptococcus pneumoniae: Hién van 1a vi khuan hang dau gay VPCD tai Viét Nam va thé gioi. Phé
cau khang macrolide, bactrime, ciprofloxacine, tetracycline & muc rét cao. S. pneumoniae khang PCN
G (MIC > 8 mg/1) tai Viét nam la 1,6%. Xu hudng khang levofloxacin dang gia tang nhanh tir 0% nam
2010 dén khoang 20% nam 2018 (nghién ctru da trung tim EACRI cua Hoi Phdi VN)

Hemophilius influenzae va M. catarrhalis: La hai tAc nhan rat thuong gap gy VPCD. San xuét beta-
lactamase duoc phét hién trong 56% H. influenzae va gan tit ca M. catarrhalis. Khoang 30% H.
influenzae khang vaéi azithromycin.

Vi khuan gram am kho tri: nhu klebsiella pneumoniae va nhiing vi khuan khong 1én men nhu
Pseudomonas aeruginosa ngay cang gia ting vé tan suat va mic do khang thude, dic biét trén nhitng
bénh nhan c6 bénh ddng thoi nhu tiéu duong, xo gan, nghién ruou, suy giam mién dich giy kho khan
nhiéu trong diéu tri, nam lau trong bénh vién va ting tir SUAt.

Pé khang khang sinh ciia vi khuan gay viém phéi bénh vién va viém phai lién quan thé may
(VPBV-VPTM) hién nay la cuc ky nghiém trong va ngiy cang gia ting. VPBV va VPTM van con la
nguyén nhan tir vong quan trong mac di ¢é nhiing tién bo trong diéu tri khang sinh va nhiing bién phép
diéu tri nang d& tét hon.Ti Ié tir vong do VPBV khoang 33-50%, dic biét do K. pneumoniae,
Pseudomonas aeruginosa hay Acinetobacter baumannii khang carbapenem.

Téc nhan gay bénh thay doi tly bénh vién, tac nhan thuong gap la tryc tring gram am hiéu khi nhu,
Klebsiella pneumoniae, Enterobacter sinh ESBL (45-62%); P. aeruginosa, Acinetobacter baumannii
da khang khang sinh ngdy cang nghiém trong, ké ca nhiing khang sinh manh nhat hién nay;
Staphylococcus aureus, dic biét MRSA véi MIC gia ting (MIC > 1,5 mg/1) d6i véi vancomycine ngay
cang gia ting tai Chau A gay rat nhiéu kho khin trong diéu tri mot minh véi vancomycin.

Quyét dinh diéu tri kinh nghiém phu thugc vao bénh nhan c6 nguy co nhidm tring do vi khuan da khang
khang sinh hay khong, muc d6 viém phai va thoi gian khai phat. Diéu tri nén la nhitng khang sinh c6
hiéu qua diét nhitng tac nhan nay, diéu tri khang sinh sém, du liéu va ti wu héa duoc dong luc hoc dua
trén tinh hinh dé khang khang sinh tai chd cia tac nhan gay bénh.

16



SUMMARY: REAL SITUATION OF ANTIBIOTIC RESISTANCE OF
AGENTS CAUSING PNEUMONIA

Trén V&n Ngoc(*)
Antibiotic resistance of agents causing CAP:

Streptococcus pneumoniae is still the leading cause of CAP in Viét Nam and in the World.
Pnemococcus resistances to macrolide, cotrimoxazon, ciprofloxacine, tetracycline in very high level
and S.P resistances to PNG (MIC > 8 mg/l) in Viet nam about 1,6%. Levofloxacin resistant
S.pneumoniae is increasing from 0% in 2010 to about 20% in 2018.(multicenter study of VILA —
EACRI 2018)

Hemophilius influenzae and M. catarrhalis are two common agents causing CAP. Betalactamase
producing H.influenzae and M.catarrhalis were nearly 56% and 100%, respectively. 30% of
H.influenzae was resistant to azithromycine.

The difficult to treat gram negative bacteria: such as Klebsiella pneumoniae and non fermentic agents
as P.aeruginosa have been increasing in prevalence and antibiotic resistant level, especially in patients
who had comorbidities such as cirrhosis, diabetis mellitus alcohol abuse, immunodifficency ...These
risk factors lead to increasing mortality, longer stay in hospital and they have little curable opportunity.

Antibiotic resistance of pathogens causing hospital - acquired pneumonia and ventilator
asscociated pneumonia was extremely high and rapidly increasing. HAP and VAP remain the
important causes of morbidity and mortality despite advances in antimicrobial therapy and better
supportive care modalities. Mortality of HAP is from 33 to 50%, especially pneumonia due to
P.aeruginosa and A.baumannii.HAP and VAP caused organisms changed from this hospital to others
which usually are aerobic gram negativ bacteria such as ESBL producing K.pneumoniae, Enterobacter
(45-62%). MDR P. aeruginosa, Acinetobacter baumannii are increasing, even for broadest spectrum
antibiotics.

MIC of vancomycine for MRSA higher than 1.5 mg/l is now very often in Asian countries and Vietnam
that causes treatment failure by vancomycine alone.

(*): PGS, TS. Pho chu tich Hgi Phai VN, chai tich Hi HO hdp TP HCM. PTDD: 0903742939, Email:
tranvanngocdhyd@yahoo.com
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TINH HINH BENH LAO, LAO KHANG THUOC VA Y THUC SU
DUNG KHANG SINH HOP LY TRONG NKHH CONG PONG

Nguyén Viét Nhung(*)

Viét Nam 13 nudc xép tht 15 trong sb 30 nudc cd ganh ning cao nhét vé lao va lao khang thube. Tuy
nhién, véi su tién bd cua khoa hoc cong ngh¢, su tam huyét cua mang ludi phong chéng lao trén toan
qudc duge xdy dyng trong nhiéu nam va dic biét 1a sy quan tAm cia Pang va Nha nudc véi sy vao
cudc ctia hé théng chinh tri trong nhitng nam gan day, Nghi quyét Trung wong da dit muc tiéu vao nim
2030 1a co ban cham dit bénh lao. Pay 1a muyc tiéu rat nhan vin, c6 thé ciru séng hang chuc ngan ngudi
mdi ndm, nhung ciing hét sirc kho khin doi hoi nhitng giai phap dong bd va huy dong tong luc toan xi
héi. Hién nay, udc tinh co dén gz‘in 30.000 nguoi méc lao chua duogc phat hi¢n va van dé lao khéng
thube dang 1a théach thac lon nhét cho tién trinh dé dat muc tiéu. Trong do, viéc st dung khang sinh
khong hop 1y di v6i nhiém khuan ho hap cong dong c6 thé dan dén lam cham tré qua trinh phat hién
bénh lao va gia ting khang thudc.

Mot s6 nghién ctru gan day chi ra rang, viéc str dung fluoroquinolones c¢6 thé lam cham tré trong chan
doan lao phoi khang 2 tuan so v6i nhiing trudng dung cac khang sinh khac, nhét 1a nhimg trudng hop
lao phoi AFB(-).

Vé nguy co gia ting khang thudc lién quan dén thoi gian don tri lidu trén 10 ngay fluoroquinolone va
trong vong 60 ngay trude khi xuat hién lao phoi.

Viéc diéu tri viém phoi néi riéng va viém dudng ho hip néi chung can rat cha y dén sang loc lao phoi
trude khi ra quyét dinh khang sinh, nhat 1 quilonone ho hép.

B4o c4o nay nham cung cap thong tin vé thuc trang bénh lao, lao khang thube, méi lién quan gitta thuc
hanh xr tri nhiém khuan ho hap v6i thyc hanh phat hién bénh lao va du phong lao khang thudc.

18



TUBERCULOSIS, DRUG-RESISTANT TUBERCULOSIS AND
IMPACTS OF REASONABLE USE OF ANTIBIOTICS IN
COMMUNITY RESPIRATORY INFECTIONS TO THE TB
PRATICSE

Nguyén Viét Nhung
Director, National Lung Hospital
Head, TB and Lung Diseases, HMU

Vietnam is ranked 15" among 30 countries with the highest burden of TB and drug-resistant TB.
However, with the advancement of science and technology, the enthusiasm of the nationwide
tuberculosis control network has been built for many years and especially the attention of the Party and
the State with the participation of the political system in recent years, the Party Central Resolution has
set a target for 2030 to basically end tuberculosis. This is a very humanistic goal, can save tens of
thousands of people every year, but also very difficult that requires the synchronous solutions and total
mobilization of the whole society. Currently, under-diagnosis of about 30,000 TB patients every year
and the multidrug-resistant TB are the biggest challenges for the process to achieve the goal. In
particular, the use of unreasonable antibiotics for community respiratory infections may lead to delay
in the detection of tuberculosis and increased drug resistance of tuberculsosis.

Recent studies have shown that the use of fluoroquinolones may delay the diagnosis of pulmonary TB
by about 2 weeks compared to use other antibiotics, especially in cases of AFB (-) pulmonary
tuberculosis. The risk of increased drug resistance is related to the duration of monotherapy over 10
days with fluoroquinolone and within 60 days of tuberculosis detection. Treatment of pneumonia in
particular and respiratory tract infection in general need to pay attention to the screening of pulmonary
tuberculosis before making antibiotic decisions, especially fluoroquilonones. This report aims to
provide information on the status of tuberculosis, drug-resistant tuberculosis, the relationship between
the practice of managing respiratory community acquired infections and the practice of TB detection
and the prevention of drug-resistant TB.

(*)GDP Bénh vién Phoi Trung wong

Truwéng B mén Lao va Bénh Phéi

Dai hoc Y Ha Noi
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thanh cac liéu bang nhau mdi 12 gid; cd thé can diing thém cefoperazon don
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THAN TRONG: Qua man: phan ing phan vé doi khigay tivang thuting xdy ra
d bénh nhan tién si qua man véi nhiéu loai khang nguyén khac nhau. Ngung
thuoc va diéu tri thich hop: cap ctiu bang epmephm, i stfctich cuc bang oxy,
steroid finh mach, thang duong thd, dat noi'
biéu bi nhiém doc (TEN), hi chiing Johnson (SJ5), viém da troc vay,
ngimg thudc va tién hanh csagptﬁcsJl tithich hop. Réi loan chic naing
) - N

* IMAV: tiém bap/ tiém tinh mach.

LPD date: Oct 24, 2016
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Tai liéu théng tin thuéc

gan: phdi chinh liéu & bénh nhén tic mat nang, bénh gan nang, hodc cd kém
16i loan chiic néing than. O bénh nhan rdi loan chiic nang gan ¢ kém suy than,
phéi theo déi ndng d6 cefoperazon huyét tuong néu ding qué 2 g
cefoperazon/ngay. Thiéu vitamin K dan dén réi loan dang mau: theo doi
thai gian prothrombin, diing thém vitamin K & bénh nhan @n udng kém, giam
hap thu, dinh du@ing tinh mach dai ngay, bénh nhan diing thudc chdng dong.
Ngimng thudic néu chay mau dai dang va khong ro nguyén nhan. Tinh trang
qua san vi sinh vat khong nhay cam: xdy ra néu ding thudc dai ngay. Phai
theo d6i sit bénh nhén trong sudt dot diéu tri. Tiéu chay lién quan
Costridium dificile (CDAD): cd thé tir tiéu chdy nhe dén viém dai trang dan
d&n tif vong da dudc béo cdo vdi hiu hét khang sinh. Can theo ddi bénh st can
than vi da ¢ bao cdo vé tiéu chdy do Uostridium difficile xay ra trong hon 2
thang ké tir khi diéu tri bang khang sinh. Rdi loan chiic nang co quan: khi
diéu tri kéo dai nén kiém tra dinh ky chidc nang than, gan, hé tao mau. Biéu nay
dac biét quan trong vdi tré 5o sinh, tré sinh non va cac tré em khac. Sit dung &
tré em: phai can nhac ky ldi ich va nquy ¢ co thé xdy ra khi diéu tri cho tré sinh
non va tré s sinh. Phu nif ¢ thai: chua cd nghién ciu day du trén phu ni 0
thai, vi vdy nén tranh duing thudc trong thai ky trif khi that can thiét. Thai ky
cho con ba: phai luu y khi st dung & phu ni dang cho con b di & hai chat
sulbactam va cefoperazon déu bai tiét rit it qua siia me. Anh huéng trén kha
nang lai xe va van hanh may moc: khong anh hudng lén kha nang ldi xe va
van hanh méy moc. TUONG TAC THUGC: Rugu: 80 mat, 46 mé hai, nhic dduva
nhip tim nhanh khi bénh nhén diing ruu trong thai gian st dung cefoperazon
va ngay ¢ trong vong 5 ngay sau khi nqung cefoperazon. Can canh bdo trudc
cho bénh nhan biét vé viéc udng bia rugu trong thai gian diéu tri. Tranh ding
dung dich c6 ethanol trén nhiing bénh nhan phéi nudi an bang dng hodc duting
tinh mach. Tugng tac gitia thudc va xét nghiém can 1am sang: xét nghiém
duong niéu cd thé biduang tinh gia khi dung dung dich Benedict hoac Fehling.
TACDUNG KHONG MONG MUON: sulbactam/cefoperazon ducc dung nap tot.
Phén Idn céc tac dung khong mong mudn thudng nhe hay trung binh va sé hét
khi tiép tuc diéu tri. Phén loai theo tén suat: Rdt thudng gdp (> 109): Giam bach
cdu, giam bach cdu trung tinh; Giam dung tich hong cau, giam Hemoglobin, xét
nghiém truc tiép Coombs duong tinh, giam tiéu cdu; Tang ALT, tang AST, tang
AP trong mau. Thuing gdp (= 19% v < 109%): Réiloan ddng mau, tang bach cu
ua eosin; Tiéu chdy, budn non, nn; Tang bilirubin huyét. ft adp (=0,1% va

<19%): Dau déu; Nga, mé day; Viém tinh mach taivit truyén, dau tai vitn

tiém; sdt, an lanh. Jan sudt khdng xdc dinh: Gim prothrombin huyét; S6¢ phan
V&, phan ting phdn vé, phan ting dang phan Vébao gom sdc, qua man; Xuat
huyét; vim mach, ha huyét dp;Viém dai trang gid mac; Vang da; Houtubt&;li
donhiém dac, hoi chiing Stevens Johnson, viém da troc vay, ban dat sén; Tiéu ra
ma, Sénmittamauptl'lnmh , Borgo S.
Km 47, ﬁm 04100 latma (IJ),Y

Pfizer Anti-Infectives

) ' .l“ phan v% R
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TOI LU HOA XU’ TRI VIEM PHOI CONG DPONG TRONG THO'I PAI
KHANG THUOC

LE TIEN DUNG(*)
Viém phéi cong dong 13 mot nhidm khuan cip tinh nhu md phéi xay ra ¢ ngoai co sé cham soc vy té.

Tac nhan gy bénh thuong gap: Streptococcus pneumoniae va respiratory viruses la cac tac nhan
thuong gip & bénh nhan Viém phdi cong dong. Tac nhan giy bénh thudng gip c6 thé chia thanh ba
nhom chinh: nhém vi khuan dién hinh, thuong nhat 1a Streptococcus pneumoniae; Nhom vi khuan
khong dién hinh; Nhom virus ho hap.

O hau hét bénh nhan Viém phdi cong dong, tac nhan gay bénh thuong khéng biét duoc o thoi diém
chan doan, va viéc diéu tri kinh nghiém, huéng vao tac nhan gay bénh thuong gap 1a phd hop. Véi bénh
nhan ngoai tri: phan 16n bénh nhan nhe dugc diéu tri ngoai trd, nén lya chon khang sinh huéng vé ca
vi khuan dién hinh (S. pneumoniae, H. influenzae, va M. catarrhalis) va khong dién hinh (Legionella
pneumophilia, M. pneumoniae, va C. pneumoniae). Vi bénh nhan ¢ khoa noi: can mo rong diéu tri
theo kinh nghiém bao phu S. aureus va truc khuan gram am (vi du, Klebsiella pneumoniae) bén canh
cac vi khuan dién hinh (S. pneumoniae, H. influenzae, va M. catarrhalis) va khéng dién hinh (L.
pneumophilia, M. pneumoniae, va C. pneumoniae). Bé dat cac muc tiéu ndy, viéc sir dung Quinolone
hé hap ching minh 1a ¢é hiéu qua.
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OPTIMIZING COMMUNITY-ACQUIRED PNEUMONIA
MANAGEMENT IN THE ERA OF DRUG RESISTANCE

A/Prof. LE TIEN DUNG MD, PhD
University Medical Center

Community-acquired pneumonia (CAP) refers to an acute infection of the pulmonary parenchyma
acquired outside of a health care setting.

Common causes: Streptococcus pneumoniae (pneumococcus) and respiratory viruses are the most
frequently detected pathogens in patients with CAP. The most commonly identified causes of CAP can
be grouped into three categories: Typical bacteria S. pneumoniae (most common bacterial cause);
Atypical bacteria; Respiratory viruses

For most patients with CAP, the etiology is not known at the time of diagnosis, and empiric treatment,
directed at the most likely pathogens, is appropriate. Outpatient antibiotic therapy — For most patients
with mild CAP treated in the outpatient setting, we select an empiric antibiotic regimen that targets
both typical pathogens (eg, S. pneumoniae, H. influenzae, and M. catarrhalis) and atypical pathogens
(eg, Legionella pneumophilia, M. pneumoniae, and C. pneumoniae). General medical ward — For
patients with CAP admitted to the medical ward, we expand our initial empiric antibiotic regimen to
include S. aureus and gram-negative enteric bacilli (eg, Klebsiella pneumoniae) in addition to typical
pathogens (eg, S. pneumoniae, H. influenzae, and M. catarrhalis) and atypical pathogens (eg, L.
pneumophilia, M. pneumoniae, and C. pneumoniae). In order to achieve these goals, the using
respiratory quinolone proves effectiveness.

(*) PGS TS BS. Truong khoa Ho hdp BV DPHYD TPHCM, PCT Hji Ho hdp TPHCM
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CAP NHAT PHU'O'NG PHAP XET NGHIEM VI SINH MO’ TRONG
THU'C HANH LAM SANG

Pham Hung vanl,2,3

Dt vin dé: Phuong phap vi sinh 1am sang thuong qui tai cac phong thi nghiém 1am sang ¢6 mot s6
han ché chu quan kho thé khic phuc va khach quan khong thé khic phuc, do vay ma cé mot sb tc nhan
c6 thé 1a chi yéu gay bénh nhung khong thé phét hién dugc. Chinh vi vay hién nay céc phong thi
nghiém vi sinh 1am sang can phai trang bi thém giai phap méi dé khic phuc cac nhugc diém cua phuong
phap vi sinh thuong qui. Giai phap do chinh la 4p dung ky thuat multiplex real-time PCR trong phat
hién céc tac nhan vi sinh gay bénh hién dién trong cdc mau bénh pham lay tir bénh nhan.

Phuwong phdp thuc hign: Ké tir nam 2015, ching t6i da bat dau ap dung k¥ thuat multiplex real-time
PCR trong xét nghiém vi sinh 1am sang ciing nhu trong mot s6 nghién ctiru. Phuong phap thuc hién Ia:
(i) tham khao céc tai lidu co uy tin dé chon cac doan mdi va probe dic hiéu, sau d6 do trén gene bank
qua NCBI nucleotide blast search dé tai xuéng cac doan gene dic hiéu twong ung. (i) St dung phan
mém Primerpremier dé xem lai cac primer va probe duoc cdng bd cé phu hop vé nhiét do bat cap cho
moi va probe hay khdng, néu khong thi bién di hay thiét ké lai cho ph hop. (iii) Can nhac dé thiét lap
céc phéi hop primer va probe thanh cac multiplex real-time PCR véi mdi multiplex cho hop Iy cho mau
bénh pham phai 1am xét nghiém va tac nhan phai phat hién cho tirng loai bénh pham, chon 4 kénh mau
tach biét 1a FAM, HEX, TexasRED va CY5 cho m&i multiplex. (iv) Guri céc trinh tw méi va probe dén
céc cong ty tong hop mdi va probe co uy tin, chii yéu 1a Proligo Sigma (M¥) hay IDT (My) dé dat tong
hop, ddng thoi véi cac tong hop mdi va probe, tdng hop cac trinh tu cho ching [+] va ching noi tai.
(v) Thuc hién pha cac multiplex real-time PCR roi thir nghiém trén cac mau that duoc cho nhiém céc
chung [+] hay céc tac nhan vi sinh that dé danh gia d6 nhay cam va do dac hiéu. (vi) Ap dung vao xét
nghiém va vao cac nghién ctu.

Két qud ap dung Cho dén hién nay, k¥ thuat nay da duoc ching t6i phat trién va ap dung trong xét
nghiém vi sinh 1am sang c&c bénh pham nhu: (i) Mau phan dé phat hién tac nhan vi sinh gay bénh tiéu
chay cip (28 tac nhan); (ii) Mau lay tir duong sinh duc dé phét hién cac tac nhan vi sinh gay bénh lay
truyén qua dudng tinh duc (14 tac nhan); (iii) Mau mau dé phat hién cac tac nhan gay nhidm tring
huyét (trén 70 tac nhan); (iv) Mau dam dé phat hién cac tac nhan vi sinh gay bénh viém phai (trén 62
tac nhan); (v) Mau dich ndo tay dé phét hién cac tac nhan vi sinh gay viém ndo va mang ndo (20 tac
nhan); (vi) Mau da va méng dé phat hién cac tac nhan vi nam gay nhidm nam da va méng (17 tac nhan);
(vii) Mau quét hong-amydan-mu xoang dé phét hién cac tac nhan vi sinh gay viém hong-amydan-viém
xoang cap (18 tac nhan); (viii) Mau mii két mac-giac mac-noi nhan dén phat hién céc tac nhan gay
nhiém tring mat (46 tac nhan). Ngoai ra, ki thuat multiplex real-time PCR ciing duoc ching t6i ap
dung trong xét nghiém vi sinh 1am sang ciing nhu trong nghién ctru cac nhiém tring nhu phat hién va

1 Hoi Vi Sinh Lam Sang TP. H5 Chi Minh
2 Pai Hoc Phan Chau Trinh
3 Bénh Vién Nguyén Tri Phuong
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dinh type HPV (20 genotype gém 14 genotype nguy co cao va 6 genotype nguy co thip ma FDA yéu
cau); phét hién va dinh type virus Dengue gay sbt xuat huyét; phat hién va dinh danh cac vi khuan
mycobacteria khéng phai tuberculosis (NTM vai 20 loai phd bién).

Két lu@n: Néu duoc trang bi mét thiét bi real-time PCR c6 it nhat 4 kénh huynh quang va mat thiét bi
tach chiét nucleic acid tu dong hé théng ma, phong thi nghiém vi sinh 1am sang hoan toan cé thé khic
phuc dugc cac han ché kho hay khdng thé khic phuc duoc dé co thé phat hién dugc nhiéu tac nhan vi
sinh ma phuong phap vi sinh truyén théng khdng thé phét hién duoc. Chinh vi vay, cd thé néi multiplex
real-time PCR 1a mot giai phap rat can thiét cho xét nghiém vi sinh 1am sang hién nay.

UPDATE NEW MICROBIOLOGICAL TESTING METHOD IN
CLINICAL PRACTICE

Pham Hung Van4,5,6

Background: Routine clinical microbiological methods in clinical laboratories have some subjective
limitations that are not easy to be overcome and objective limitations that cannot be overcome, so that
some micro-organism may be the principal pathogens but not be detectable. Therefore, clinical
microbiological laboratories need to equip new solutions to overcome the disadvantages of routine
microbiological methods. The solution is to apply multiplex real-time PCR technique in detecting
pathogenic microorganisms present in patient samples.

Materials and methods: (i) refer to reputable published documents to select specific primers and
probes, then search on the gene bank via NCBI nucleotide blast search to download the corresponding
specific gene. (ii) Use the Primer premier software to check if the published primers and probes are
suitable for the pairing temperature of the primers and probe, otherwise change or redesign accordingly.
(iii) Consideration to establish the primers and probe probes of the multiplex real-time PCR with each
multiplex to be appropriate for the specimen to be tested and the pathogens to be detected from each
specimen, select 4 channels from the separate fluorophores that are FAM, HEX, TexasRED and CY5
for each multiplex. (iv) Send primer and probe sequences Proligo Sigma (USA) or IDT (USA) to
synthesize them, simultaneously with the synthesis of primers and probe, synthesize sequences for [+]
and internal control. (v) Perform multiplex real-time PCR and then test on real samples infected with
[+] control or with real microbiological agents to check for sensitivity and specificity. (vi) Apply for
the routine testing and for the researches.

Results and discussions: Until now, the multiplex real-time PCR has been developed and applied in
many studies and also in the clinical microbiological testing for multiple specimens such as: (i) Stools
to detect microbiological agents causing acute diarrhea (28 agents); (ii) Samples taken from genital
tracts to detect microbiological agents causing sexually transmitted diseases (14 agents); (iii) Blood for

4 Ho Chi Minh City Society of Clinical Microbiology
5 Phan Chau Trinh University
5 Nguyen Tri Phuong Hospital
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detecting sepsis pathogens (over 70 agents); (iv) Sputa to detect microbiological agents causing
pneumonia (over 62 agents); (v) The cerebrospinal fluid to detect microbial agents causing encephalitis
and meningitis (20 agents); (vi) Skin and nail sfor detecting fungal agents causing fungal skin and nail
infections (17 agents); (vii) Samples of throat-tonsil-sinus to detect microbiological agents causing sore
throat-tonsillitis-acute sinusitis (18 agents); Samples taken from eye to detect agents that cause eye
infections (46 agents). In addition, the multiplex real-time PCR was also applied in clinical
microbiological testing as well as in the study of the infectious agents such as HPV (20 genotypes
including 14 high-risk genotypes and 6 low-risk genotypes that FDA requires); detect and type Dengue
virus causing dengue fever; detecting and identifying non-tuberculosis mycobacteria (NTM with 20
common species).

Conclusion: If equipped with a real-time PCR device with at least 4 fluorescent channels and an open
system nucleic acid extraction device, the clinical microbiological laboratory can completely overcome
the difficult or irreparable constraints to detect many microbiological agents that traditional
microbiological methods cannot detect. Therefore, multiplex real-time PCR can be a necessary solution
for clinical microbiological testing today.
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7Ol U'U CHE PO LIEU KHANG SINH TRONG DIEU TRI VIEM
PHOI DO KLEBSIELLA PNEUMONIAE DA KHANG DU'A TREN
PK/PD

Nguyén Hoang Anh(*)
Trung tdm Qudc gia vé Thong tin thudc va theo ddi phan tng co hai cda thube, truong Bai hoc Duoc
Ha ndi; Pon vi Duoc 1am sang - Théng tin thude, Khoa Duwoc, bénh vién Bach mai

Nhidm khuan bénh vién trong d6 c¢6 viém phdi do Klebsiella pneumoaniae khang carbapenem hién
dang tré thanh théch thirc 16n trong thye hanh 1am sang, 1am gia tang bénh suat va tir suat dac biét trén
c4c bénh nhan niang. Do dic tinh khang thudc nén phac d6 khang sinh hién c6 diéu tri cac loai nhiém
khuan nay rat han ché, cha yéu sir dung phdi hop carbapenem, colistin, fosfomycin, tigecyclin hay
aminoglycosid tuy nhién ty 1¢ thanh cong 1dm sang chua cao. Trong bdi canh do6, viéc &p dung céc
nguyén tic PK/PD trong lya chon va ti uu ché do liéu cua khang sinh bao gém can nhac liéu nap, wu
tién st dung liéu cao, ché do lidu truyén lién tuc/kéo dai hoic rut ngan khoang cach giira cac lan dua
thudc va theo doi diéu tri théng qua nong do thudc trong mau (TDM) 1a mat trong nhing giai phap can
duogc can nhic giup ting hiéu qua diéu tri, giam thiéu doc tinh va cai thién tién luong caa bénh nhan.
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PHARMACODYNAMIC AND PHARMACOKINETIC
CONSIDERATIONS IN THE TREATMENT OF PNEUMONIA
CAUSED BY MULTI-DRUG RESISTANT KLEBSIELLA
PNEUMONIAE

Nguyen Hoang Anh (PharmD, PhD.)

The National Center for Drug Information and Adverse Drug Reactions Monitoring, Hanoi University
of Pharmacy and Clinical Pharmacy/Drug Information Unit, Department of Pharmacy, Bachmai
Hospital

The rapid spread of pneumonia caused by Carbapenem-Resistant Enterobacteriaceae (CRE), including
Klebsiella pneumoniae comprises one of the greatest challenges to clinicians, associated with high
morbidity and mortality, especially in critically ill patients. Due to the multi-drug resistant nature of
these infections only limited treatment options are available. Antimicrobials that have been described
for the treatment of CRE infections include carbapenems, polymyxins, fosfomycin, tigecycline,
aminoglycosides, are widely used in combination therapies with suboptimal results. In this context,
considering PK/PD principles, susceptibility testing, local epidemiological data in antimicrobial
selection and dosage tailoring in empirical and directed therapy (in taking into account of the loading
dose, high dosage at initial treatment, continuous/extended infusion, TDM) could help optimize clinical
outcomes.

PGS.TS. DS. PGP Trung Tim Thong tin thuéc va theo dbi phdan sng c6 hgi cia thuéc (TT DI &
ADR)
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Tai liéu thong tin thudc ;

amoxicillin + clavulanate potassium

AUGMENTIN duoc chi dinh diéu tri cac ‘
nhiém khuan do vi khuan nhay cdm, bao gém:

B Nhiém khuan cdp dwéng hé hap trén (gom ca
tai-mii-hong) nhu viém amidan cép, viém xoang
cép, viém tai gitra cap

B Nhiém khuan dwéng hé hap dwéi nhue dot cap ‘
cla viém phé quan man, viém phéi thiy va viém
phé quan phdi

B Nhiém khuan tiét niéu nhu viém bang quang,
viém niéu dao, viém than-bé than

m Nhiém khuan da va mé mém nhu nhot, dp-xe,
viém mo té bao, nhiém khuén vét thuong

B Nhiém khudn xwong va khép nhu viém tiy / -
Xwong

B Nhiém khuan rang nhw ap-xe 6 rang nang kém >

theo viém mo té bao lan tda hodc nhiém khuan rang

khéng dap (rng vdi cac khang sinh ban dau

54 gidy xac nhan ndi dung théng tin thuéc cia BOY Té
0418/2017/XNTT/QLD ngay 10 thang 01 nam 2018
Ngay in tai liéu 30 thang 01nam 2018

Tai liéu nay 6 02 trang, thong tin chi tiét vé

san phdm xem & trang 2

@
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Tai liéu thong tin thuéc

THONG TIN KE TOA TOM TAT

TRINH BAY: AUGMENTIN 625mg: mdi vién chifa amoxicillin 500 mg, acid
clavulanic 125 mg. Dang bao ché: Vién nén bao film. Hop 2 vi x 7 vién nén
CHI BINH: Augmentin dugc chi dinh diéu tri cic nhiém khudn do vi khudn
nhay cam, bao gém: Nhiém khuin cip dudng hé hip trén (gém ci
tai-mui-hong) nhu viém amidan cdp, viém xoang cdp, viém tai gila cap.
Nhiém khudn duéng hé hip dudi nhu dot cap cla viém phé quan man,
viém phdi thiy va viém phé quan phéi. Nhiém khudn tiét niéu nhu viém
bang quang, viém niéu dao, viém than-bé than. Nhiém khudn da va mé
mém nhu nhot, 4p-xe, viém mé té€ bao, nhiém khudn vét thuong. Nhiém
khudn xuong va khép nhu viém tiy xuong. Nhiém khudn réng nhu dp-xe 8
rang nang kém theo viém mé té€ bio lan téa hodc nhiém khudn rang khéng
dap (ing véi cac khang sinh ban dau.

LIEU DUNG: Liéu théng thudng dé diéu tri nhiém khudn: Ngudi 1on va tré
trén 12 tudi*: Nhiém khudn nhe dén vifa: 1 vién 625 mg x 2 lan/ngay; Nhiém
khudn nang: 1 vién 1g x 2 18n/ngay. C6 thé bat ddu bang dudng tiém truyén
va tiép ndi bang dudng udng. Liéu ding cho nhiém khudn rang (nhu 4p-xe
& rang): Ngudi I6n va tré trén 12 tudi*: 1 vién 625 mg x 2 ldn/ngdy, dung
trong 5 ngay.* Khong khuyén cdo ding vién 625 mg va 1g cho tré 12 tudiva
nhd hon. Liéu ding cho bénh nhan suy than: Ngudi I6n: Chi nén ding vién
AUGMENTIN 1g cho bénh nhan c6 muc loc cdu than (CrCl) > 30 ml/phut).

Suy than nhe Suy than trung binh Suy than nang
(CrCl >30ml/phat) (CrCl : 10-30mU/phut) (CrCl <10mi/phat)
Khong thay déi liéu ding 1vién 625mg x 2 1an/ngay. | Khéng ding qua
(1vién 625mg x 2 lan/ngay | Khong néndungvién 1g | 1 vién 625mg mdi
hodc 1 vién 1g x 2 lan/ngay 24 gio

Bénh nhan loc mau: Ngudi I6n: 1 vién 625 mg mdi 24 gid, thém mat vién 625
mg khi dang chay than, duoc 13p lai & cudi qua trinh loc mau (vi néng d6
huyét thanh ctia c& hai amoxicillin va acid clavulanic déu giam).
Liéu ding cho bénh nhén suy gan: Than trong khi ding, nén kiém tra chic
nang gan dinh ky
CACH DUNG: Nén nuét ca vién va khéng dugc nhai. Néu can, cé thé bé doi
vién thuéc réi nudt va khéng dugc nhai. USng thudc vao dau bira &n dé han
ché t8i da kha nang khéng dung nap dudng tiéu héa. Khéng nén diéu tri
qué 14 ngay ma khong kiém tra.
CHONG CHI DINH: Qua man véi beta-lactam. Qua min vai bat cur thanh
phén nao cta thude. Tién sif vang da/ réi loan chifc nang gan lién quan dén
amoxicillin-clavulanat.
CANH BAO VA THAN TRONG: Héi ky tién sif qus man vdi penicillin, cephalo-
sporin hodc cac chat di iing khac trudce khi khéi dau diéu tri bang AUGMEN-
TIN. D3 c6 bdo cdo vé cac phan ting qué man nang (s6¢ phan vé) déi khi cé
t vong & nhitng bénh nhén diéu tri bang penicilin. Cac phan ung nay
thuéng xady ra hon & nhiing bénh nhan ¢6 tién sif qua man véi penicillin.
Nén tranh si dung AUGMENTIN néu nghi ngd tang bach cdu don nhan
nhiém khudn do su xust hién cla ban dang sdi lién quan dén tinh trang nay
sau khi diing amoxicillin. Sir dung kéo dai ddi khi c6 thé gay ting sinh cac
chiing vi khudn khéng nhay cdm. Viém dai trang gia mac da duoc béo cdo
khi ding khang sinh véi mdc d6 nghiém trong tif nhe dén de doa tinh
mang. Néu tiéu chay nhiéu hodc kéo dai hodc bénh nhan bi dau bung co
thit nén ngung diéu tri ngay lap tic va kiém tra thém.
Hiém c6 bao cdo vé su kéo dai thai gian bat thudng théi gian prothrombin
& nhiing bénh nhan diung AUGMENTIN va cac thuéc chéng déng méau dung
dudng udng. Nén theo dai thich hap khi cac thude chéng ddng mau duoc
ké toa déng thai. C6 thé can diéu chinh liéu cac thude chéng déng méu
dung dudng uéng dé duy tri mitc dd chéng déng mong muén.
Nén dung AUGMENTIN than trong & nhiing bénh nhan cé dau hiéu réi loan
chie néng gan. Hiém ¢6 bdo cdo vang da i mét, c6 thé nang nhung thudng
héi phuc. Cac dau hiéu va trigu ching c6 thé khong tré nén rd rang cho dén
tan 6 tudn sau khi ngling diéu tri. Nén diéu chinh liéu AUGMENTIN & bénh
nhan suy than theo khuyén cao trong phan Liéu luong va cach ding. Ching
co giat c6 thé xay ra & nhiing bénh nhan bi suy gidm chic nang than hoac
dang st dung liéu cao. D3 quan sat thdy tinh thé niéu & nhiing bénh nhan
gidm bai tiét nudc tiéu nhung rat hiém, chi yéu gap khi bénh nhan ding
dudng tiém truyén.
Nén khuyén bénh nhan duy tri du lugng nudc dua vao va luang nudc tidu
dao thai trong thai gian ding amoxicillin liéu cao d@é lam gidm kha ning
xudt hién tinh thé amoxicillin niéu.
ANH HUONG LEN KHA NANG LAI XE VA VAN HANH MAY MOC: Khong c6
nghién clu nao dudc thuc hién anh hudng Ién kha nang l3i xe va van hanh
méy méc. Tuy nhién, tac dung khéng mong muédn cé thé xdy ra (trong cic
phén ting di (ing, chéng mat, co giat), trong d6 c6 thé nh hudng dén kha

AUGMENTIN

amauicllin + davulanate potassium

nang lai xe va stf dung mdy moc.

THAI KY VA CHO CON BU: Nhing nghién ctu vé kha nang sinh san trén déng
vat (chudt nhat va chudt ¢ng) khi ding AUGMENTIN dudng udng va tiém
truyén khéng cho thay tac dung sinh quai thal. Trong mét nghién ciu don
& nhiing phu nif sinh non do v& mang 6i sém (pPROM), da c6 béo céo vé
viéc diéu tri du phong véi AUGMENTIN cé thé lién quan dén tdng nguy co
viém rudt hoai ti & tré so sinh. Cing nhu tat ca cac thudc khac, nén tranh
ding thudc trong thai ky, nhat 13 trong ba thang dau, trir khi bac si cho la
cén thiét.

C6 thé diung AUGMENTIN trong théi gian cho con bu. Ngoai trif nguy co bi
man cam, lién quan dén viéc thude bai tiét mét luong rat it vao sita me, chua
6 tac dung bat loi nao cho tré dang bu me.

TUONG TAC: Khéng khuyén céo sif dung déng thai véi probenecid. Probe-
necid lam gidm bai tiét amoxicillin qua ng than. Si dung déng thai vai
AUGMENTIN c6 thé gdy ting va kéo dai nédng dé amoxicillin trong méu
nhung khéng anh hudng dén clavulanate.

St dung déng thdi allopurinol trong khi diéu tri véi amoxicillin c6 thé gay
tang kha nang xay ra cac phan Ung di (ng trén da. Khdng c6 dir liéu vé viéc
st dung két hap AUGMENTIN vdi allopurinol.

Cing giéng nhu cac khang sinh khac, AUGMENTIN c6 thé dnh hudng dén
hé vi khudn dudng ruét dan dén 1am gidm tai hap thu oestrogen va lam
gidm hiéu qua cla cac thudc tranh thai dudng udng dung két hop. Hiém cé
cac truong hop tang INR & nhing bénh nhan ding acenocoumarol hodc
warfarin va duoc ké toa 1 dot amoxicillin. Néu can thiét ké toa déng thdi,
nén theo déi can than thai gian prothrombin hodc INR khi bat dau hoac
ngung diing AUGMENTIN. O nhiing bénh nhan dang diing mycophenolate
mofetil, 3 c6 bdo cio vé su giam ndng d6 trudc liéu (pre-dose concentra-
tion) ctia chat chuyén héa c6 hoat tinh mycophenolic acid (MPA) khoang
50% sau khi bat dau dung amoxicillin dudng uéng két hop acid clavulanic.
Su thay déi ndng do trudc liéu c6 thé khong thé hién chinh xac nhiing thay
déi vé muc phoi nhiém MPA téng thé. Penicillin ¢é thé lam giam su bai tiét
clia methotrexat gay tang tiém nang doc tinh.

TAC DUNG KHONG MONG MUON: R4t phé bién (>1/10): Tiéu chdy & ngudi
16n. Phé bién (>1/100 va <1/10): Buén nén, nén, nhiém nim candida trén da
va niém mag, tiéu chdy & tré em. Khéng phé bién (>1/1000 va <1/100):
Choéng mat, dau dau, kho tiéu, cé bdo cdo tang vifa phai AST va/hodc ALT,
ban trén da, ngda, may day. Hiém (>1/10.000 va <1/1000): gidm tiéu cau,
giam bach cdu c6 héi phuc, ban @6 da hinh.

R&t hiém (<1/10.000): Viém dai trang do khéng sinh, phit mach than kinh,
phan vé va thi€u mau tan mdu, Viém gan va vang da & mat, Hoi ching
Stevens-Johnson, hoai tif thugng bi nhiém déc, viém than k&, tinh thé niéu,
thi€u mau tan mau, ting dong c6 thé héi phuc va co gidt, ludi I6ng den,
viém da béng nuéc bong vay va ngoai ban viém mu cdp tinh toan than
(AGEP).

Céac dau hiéu va triéu chiing thudng xuat hién trong hoac ngay sau khi diéu
tri nhung mét s6 trudng hap c6 thé khéng trd nén ré rang cho dén vai tuan
sau khi ngiing thudc. Cac bién 6 nay thudng héi phuc.

QUA LIEU: Céc triéu chiing trén dudng tiéu héa va réi loan can bang nudc
dién gidi co thé 12 bidu hién clia qué liéu. C6 thé diéu tri triéu ching biéu
hién trén dudng tiéu héa vdi luu y can bang nudc va dién giai. D3 gap tru
niéu amoxicillin, trong mét s6 truging hop dan dén suy than (xem Canh bao
va Thén trong). AUGMENTIN c6 thé duoc loai bd khoi vong tudn hoan bang
thdm phan méu
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KHANG SINH QUA PU'O'NG KHi DUNG: CAP NHAT VE DU'O'C
DONG DU'Q’C LU'C HOC, CHI PINH VA CHUNG CU TRONG
DIEU TRI VIEM PHOI BENH VIEN DA KHANG

TS BS Lé Thuwong Vi

Dé khang khang sinh 12 mét van dé toan cau va dic biét nghiém trong ¢ Viét Nam va cac nudc chau A
do tinh trang lam dung khéng sinh. Str dung khang sinh qua duong khi dung giup dat ndng d6 cao &
nhu md phoi nham kiém soat cac vi khuan da khang thuong gap ¢ bn dan phé quan, viém phdi bénh
vién viém phdi tho may. Mic du cach sir dung nay cang ngay cang phé bién hon nhung cac thong tin
vé duoc dong duoc luc hoc, chi dinh va chiing ¢t trong diéu tri viém phoi bénh vién da khang van con
thiéu. Chang tdi cap nhat cac thong tin nay dén 2019 va néu bat nhu cau can thém cac nghién ciru hon
nita vé phuong phap sir dung khang sinh méi nay.

AEROSOLISED ANTIBIOTICS: UPDATES ON
PHARMACODYNAMICS, INDICATIONS AND EVIDENCE IN THE
TREATMENT OF MULTIDRUG-RESISTANT PNEUMONIA

Le Thuong Vu, M.D., Ph.D.

Antibiotic resistance is a global problem and is particularly serious in Vietnam and Asian countries due
to the abuse of antibiotics. The use of aerosolized antibiotics helps to achieve high concentrations in
lung parenchyma in order to control the common multidrug-resistant bacteria in bronchiectases,
hospital acquired pneumonia and ventilator associated pneumonia. Although this use is becoming more
common, information on pharmacodynamics, indications and evidence in the treatment of multidrug-
resistant pneumonia is still lacking. In this review, we updated this information to 2019 and highlighted
the need for more research on this new method of using antibiotics.
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BAY THANH TO CO’' BAN TRONG GIAM SAT SU’ DUNG KHANG
SINH: KINH NGHIEM TU BENH VIEN CHO' RAY

Toén Thanh Tra*, Pham Thi Ngoc Thao**

Dé khang khang sinh 1 van dé sirc khoe toan cau de doa nguy co khdng con thubc chita bénh
ly nhiém khuan. Nam 2014, T6 chic Y té thé gisi phat dong chién dich phong chng khang thube véi
thong diép “Khoéng hanh dong hdm nay, ngay mai khéng con thude chira” dong thoi khuyén céo 7 thanh
t6 co ban dé thyuc hién chuong trinh giam sét sir dung khang sinh trong bénh vién. Chung t6i da ap dung
nhitng khuyén céo 4y trong thuc hanh giam sét st dung khang sinh tai bénh vién Cho Ray. Bén canh
do, chiing t6i tng dung chu trinh PDCA trong qua trinh thuc hién. Dén nay, chuong trinh di c6 duoc
nhitng thanh céng nhat dinh. Hoat dong giam sat sir dung khang sinh da trg thanh hoat dong thudng
quy, cac huéng dan si dung khang sinh, quy trinh, quy dinh da dugc xay dung va thyuc hién dudi su
giam sat caa Ban. Ty I¢ tuan thi huéng dan st dung khang sinh tang, ty 1é khang sinh st dung giam.
Bén canh d6, tinh hinh vi khuan khang thuéc duoc giam séat va nhiém khuan bénh vién duogc kiém soét
hiéu qua. Chuong trinh Giam sat sir dung khang sinh tai bénh vién Cho Ray sé& tiép tuc duoc trién khai
sAu rong véi tirng chu dé, timg nhom dbi tuong dé tiép tuc nang cao hiéu qua hoat dong.

Key word: Giam sat khang sinh, 7 thanh té co ban, bénh vién Cho Ray
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THE 7 CORE ELEMENTS IN ANTIMICROBIAL STEWARDSHIP
PROGRAM: EXPERIENCE FROM CHO RAY HOSPITAL

Ton Thanh Tra*, Pham Thi Ngoc Thao**

Antimcrobial resistance is a global health issue and becomes the risk to many countries in the
world, especially developing countries. In 2014, CDC recommended the Antimicrobial stewardship
program (ASP) with the message “No action today, no cure tomorrow” and 7 core elements to
implement ASP was recommended. There are Leadership commitment, Accountability, Drug
Expertise, Action, Tracking, Reporting and Education. Cho Ray is one of the public hospitals in
Vietnam applied the 7 core elements and PDCA cycle to implement ASP. The results show that
compliance rate was increased, the hospital infection was controlled and ARM was collected and
reported.

Our ASP is continuing and focusing on special group of diseases like: Sepsis, positive blood
culture and de-escalation therapy. Besides that, the new guideline of Antibiotic usage will be updated
in this year.

The 7 core elements in ASP would be applied to all hospitals in Vietnam, in which the leadership
is the most important element for the success

Key word: ASP, 7 core elements, Cho Ray hospital

(*) TS.BS. Truong phong Quan ly chét lugng, Thu ky chwong trinh ASP

(**) PGS.TS. Ph6 Giam déc bénh vién, Phé chu nhiém thuong truc chuong trinh ASP

Téc gia lién hé: TS.BS. Ton Thanh Tra, Truong phong Quan ly chat lugng, bénh vién Cho Ray
bién thoai: 0903673451. E-mail: tonthanhtra@yahoo.com
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KIEU HINH DE KHANG KHANG SINH CUA VI KHUAN GAY
VIEM PHOI THO MAY TAI ICU BENH VIEN NHAN NHAN GIA
DINH

Trén Minh Giang*, Trén V&n Ngoc**
TOM TAT:

Mé dau: Pa khdng khdng sinh tai khoa ICU 1a mét vdan dé toan cau, ddac biét la cdc nwéc A Chau, ké
ca Viét Nam. Acinetobacter baumannii, Klebsiella pneumoniae va Pseudomonas aeruginosa la ba tac
nhén gday VPTM thwong gdp va ciing la cdc tae nhan gdy da khang va dé khang réng.

Muc tiéu nghién cizu: xdc dinh ti 1é @é khang khang sinh cuia cac vi khudn Acinetobacter baumannii,
Klebsiella pneumoniae va Pseudomonas aeruginosa.

Déi twong va Phuwong phdp nghién ciru: Tir thang 9 nam 2014 dén thang 11 nam 2015 chiing téi tuyén
chon duwroc 220 bénh nhan (tusi trung binh 71) nhédp vao Khoa ICU bénh vién Nhdn Déin Gia Dinh. S6
liéu thu thdp bao gém nhan chung hoc va tién siz bénh tir méi bénh nhan. Cac phwong phdp khéng sinh
do khuéch tan Bauer — Kirby va néng dé irc ché toi thiéu dwroc ap dung dé phét hién dé khang khang
sinh.

Két qua: Ti |é dé khang khang sinh dwoc phéat hién 1a ceftriaxone (88%), ceftazidime (80%),
ciprofloxacin (77%), cefepime (75%), levofloxacin (72%). Tinh chung ti I¢ khang sinh bi dé khang la
93% (n = 153/164), véi phan I6n (87%) la khang it nhdt hai logi khang sinh. Ba tac nhan vi khudn
phan ldp dwoc chinh yéu la Acinetobacter (n = 75), Kebshiella (n = 39) va Pseudomonas aeruginosa
(n = 29). Acinetobacter baumannii khang véi tdt ca cac khang sinh ceftazidime, ceftriaxone,
piperacilin, imipenem, meropenem, ciprofloxacin va levofloxacin. Klebsiella pneumoniae gay @é khang
cao (>70%) doi véi ceftriaxone va ceftazidime.

Két lud@n: Dir liéu chi ra rang bénh nhan thé may tgi ICU bénh vién Nhdn Dan Gia Pinh c6 nguy co
cao nhiém vi khudn da khdng khang sinh. Sé liéu ciing cho biét Acinetobacter; Klebsiella; Pseudomonas
aeruginosa la ba tac nhan chinh gay viém phoi thé may.

Tir khoa: dé khang khang sinh; ICU; Acinetobacter; Klebsiella; Pseudomonas aeruginosa.
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ANTIMICROBIAL — RESISTANCE PHENOTYPES OF BACTERIA
CAUSES VENTILATOR — ASSOCIATED PNEUMONIA IN
INTENSIVE CARE UNIT OF GIA DINH PEAPLE’S HOSPITAL

Tran Minh Giang, Tran Van Ngoc

Introduction: multi — drug resistant antibiotic is a major world-wide problem, especially Asian
countries, including Vietnam. Acinetobacter; Klebsiella; Pseudomonas aeruginosa are common
organisms and cause Ventilator-associated pneumonia (VAP), multidruge - resistant and extensively
drug — resistant.
Objectives: to determine the prevalence of antibiotic resistance of Acinetobacter; Klebsiella;
Pseudomonas aeruginosa.
Methods: Between November 2014 and September 2015, we enrolled 220 patients (average age ~71
yr) who were admitted to ICU in Gia Dinh People’s hospital. Data concerning demographic
characteristics and clinical history were collected from each patient. The Bauer - Kirby disk diffusion
and minimal inhibitor concentration methods were used to detect the antimicrobial susceptibility.
Results: Antimicrobial resistance was commonly found in ceftriaxone (88%), ceftazidime (80%),
ciprofloxacin (77%), cefepime (75%), levofloxacin (72%). Overall, the rate of antimicrobial resistance
to any drug was 93% (n = 153/164), with the majority (87%) being resistant to at least 2 drugs. The
three commonly isolated microorganisms were Acinetobacter (n = 75), Kebshiella (n = 39), and
Pseudomonas aeruginosa (n = 29). Acinetobacter baumannii were virtually resistant to ceftazidime,
ceftriaxone, piperacilin, imipenem, meropenem, ciprofloxacin and levofloxacin. High rates (>70%) of
ceftriaxone and ceftazidime-resistant Klebsiella were also observed.
Conclusion: These data indicated that critically ill patients on ventilator in Gia Dinh People’s hospital
were at disturbingly high risk of antimicrobial resistance. The data also imply that Acinetobacter,
Kebsiella, and Pseudomonas aeruginosa were major pathogenes of ventilator — associated pneumonia.
Keyword: antimicrobial resistance; intensive care unit; Acinetobacter; Klebsiella; Pseudomonas
aeruginosa.
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Tai liéu théng tin thuéc

MERONEM 500mg, 1g Meropenem.

THANH PHAN: Chia 500 mg hodc 1 g meropenem trihydrate vdi
carbonate natri khan. DANG BAO CHE: Bot pha dung dich tiém/truyén
tinh mach. CHI DINH BIEU TRI: MERONEM IV diing duéng tinh mach (IV)
duoc chi dinh & ngudi Ion va tré em hon 3 thang tuditrong diéu tri nhiém
khuén géy ra bdi mét hay nhiéu vi khudn nhay cam véi meropenem
trong trudng hop nhu sau: Viém phdi va viém phéi bénh vién; nhiém
khudn dudng niéu c6 bién chiing; nhiém khuéan trong 6 bung cé bién
chting; nhiém khuan phu khoa, nhuviém néi mac tircung va cac bénh ly
viém viing chéau; nhiém khuan da va cau tric da cé bién ching; viém
mang nao; nhiém khuan huyét. Biéu tri theo kinh nghiém cac truding hop
nghi ngd nhiém khuan & ngudi Ion bi st gidm bach cau theo don triliéu
hay phéi hop véi cac thude khang virus hoac thude khang nam. MERO-
NEM IV don tri liéu hay phéi hap vdi cac thude khang khuan khic da dugc
chiing minh la hiéu qua trong diéu tri nhiém khuan hén hop. Meropen-
em dung dudng tinh mach da cho thay hiéu qua trén bénh nhan xo héa
nang va nhiém khuan dudng hé hap dudi man tinh khi sit dung nhudon
tri liéu hodc phéi hop véi cac thudc khang khuan khac. Vi khuan khéng
phai luén luén duoc tiét trir hoan toan.Chua c6 kinh nghiém sif dung
thudc & tré em gidm bach cau hay suy gidm mién dich nguyén phat hodc
thir phat. LIEU LUONG VA CACH SU'DUNG: Nguai In: Liéu luong va
thoi gian diéu tri tly thude mic dé va loai nhiém khuan ciing nhu tinh
trang bénh nhan. Liéu khuyén cdo méi ngay nhu'sau: 500 mg Meronem
ding duding tinh mach (IV) méi 8 gié trong diéu tri viém phdi, nhiém
khudn dudng niéu, cac nhiém khuan phu khoa nhu viém néi mac
cung, nhiém khudn da va cdu tric da. 1 g Meronem duing duding tinh
mach (IV) méi. 8 gi& trong diéu tri viém phdi bénh vién, viém phuc mac,
cac nghi ngd nhiém khuan & bénh nhéan gidam bach cau, nhiém khuan
huyét. Trong bénh xo héa nang, liéu lén dén 2g méi 8 gidr da duoc st
dung; da s6 bénh nhan duoc diéu tri véi liéu 2g mdi 8 gid. Trong viém
mang nao, liéu khuyén cio la 2g méi 8 gigrKhi diéu tri nhiém khuan hay
nghi ng& nhiém khudn Pseudomonas aeruginosa, liéu khuyén céo &
ngudt truéng thanh la itnhat 1g mai 8 gi¢r (liéu téi da cho phép la 6g méi
ngay chialam 3 1an) va liéu khuyén co & tré em la it nhat 20 mg/kg moi 8
gio (liéu t6i da cho phép la 120 mg/kg méi ngay chia lam 3 |an). Ciing nhu
cac thudc khang sinh khac, can dac biét than trong khi str dung meropen-
em don tri liéu trong trudng hop nhiém khudn hay nghi nge nhiém
khudn Pseudomonas aeruginosa duéng hé hap dudi trdm trong. Khuyén
céo nén thudng xuyén thir nghiém d6 nhay cam ctia thuéc khi diéu tri
nhiém khudn do Pseudomonas aeruginosa. Di liéu an toan sif dung khi
duing liéu tiém tinh mach 2g con han ché. Liéu ding cho bénh nhan
ngudi Idn suy chifc nang than. Nén giam liéu cho bénh nhan c6 dé
thanh thai creatinine <51 mi/phtit theo hudng dan dudi day.

Do thanh thai creatinine | Liéu ding (tinh theo don | Tan sudt sirdung thudc

{(mli/phut) viliéu 500mg, 19,29)

26-50 mot don vi liéu mdi 12 gior
10-25 nia don vj liéu mdi 12 gio
<10 nifa don vj lidu mdi 24 gi&

Meropenem thai trif qua tham phan mau va loc mau; néu can tiép tuc diéu tri
vii MERONEM IV, sau khi hoan tat tham phan mau, khuyén cao stfdung mét
donviliéu (500mg, 1g, 2g) (tlry theo loai va mic d6 nhiém khuin) dé dam bao
nong doé diéu tri hiéu qua trong huyét tuong. Chua cé kinh nghiém strdung
MERONEM IV cho bénh nhan dang thdm phan phic mac. Liéu diing cho
bénh nhéan nguoi lon suy gan. Khong cin diéu chinh liéu cho bénh nhan

gan (Xern Luu Y va Than Trong Bac Biét Khi Ding). Bénh nhan cao tuoi.
Khéng can diéu chinh liéu cho bénh nhan cao tudi ¢ chiic nang than binh
thudng hgyd{)thanh thai creatinine > 50 mi/phut. Tré em. Tré em tir3 thang
dén 12tudilidu khuyén caola 10-20ma/kg moi 8 gidtiry thudc miic dova loai
nhiém khudn, 3 nhay cdm ctia tac nhan gay bénh va tinh trang bénh nhan.
Tré em can nang trén 50 kg: khuyén céo strdung liéu nhu & ngudi Ion. Liéu
khuyén cio cho viém mang nao la 40 mg/kg mai 8 gid. Chua cé kinh nghiém
stf dung thudc cho tré em suy than. Cach sif dung. Nén tiém finh mach
MERONEM IV trong khodng 5 phit hay tiém truyén tinh mach tir 15 dén 30

phut. Dirliéu an toan strdung khi dung liéu tiém tinh mach 40 mg/kg va liéu
tiém tinh mach 2 g con han ché. MERONEM IV vdi cac dang trinh bay c6 sancd
thé diing tiém tinh mach trong khodng 5 phit hay truyén tinh mach trong
khodng 15-30 phit. MERONEM IV diing tiém tinh mach nén duoc pha véi
nudc vo khudn dé tiém (5ml cho méi 250 g Meropenem) cho dung dich c6
néng @b khodng 50 mg/ml. Dung dich sau khi pha trong suét, khéng mau
hodc méu vang nhat. MERONEM IV duing truyén tinh mach 6 thé pha véi céc

dich truyén tuong thich (50 dén 200 ml) (xem Tuong Ky va Than Trong Dac
Biét Trong B3o Quan). CHONG CHI DINH: Min cdm véi hoat chat hay bét ky
thanh phan ta duoc. Man cam véi bt ky thudc khang khudn nhém carbapen-
em khac. Man cdm trdm trong (nhu [a phan ting phan vé, phan (ing da
nghiém trong) véi bt ky thude khang khudn nhom betadactam khac (nhu la
nhém penicillin hay cephalosporin). THAN TRONG: C6 mét s6 bang chiing
lam sang va can lam sang vé di ting chéo mot phan gilia cac khang sinh
carbapenem khac véi cac khang sinh ho beta -lactam, penidillin va cephalo-
sporin. Cling nhu tit ca céc khang sinh ho beta -lactam, cac phan tng qua
man (nghiém trong va ddi khi ttfvong) hiém xay ra. Trudc khi bat dau diéu tri
v6i meropenem, nén héi ky bénh nhan vé tién sircac phan Uing qua man voi
cac khéng sinh ho beta-lactam. Nén stf dung than trong MERONEM IV cho
bénh nhan c6 tién strqua man nay. Néu phan (ing di g véi meropenem xay
ra, nén ngung thudc va 6 bién phap xtrly thich hop. Khi strdung MERONEM
IV cho bénh nhan bi bénh gan can theo déi ky néng dé transaminase va
bilirubin. Cling nhu cac khéng sinh khéc, tang sinh cac vi khudn khéng nhay
cam véi thudc ¢d thé xay ra, cin phai theo ddi bénh nhan lién tuc. Khdng
khuyén cao strdung thudc trong truéing hop nhiém triing do cac Staphylococ-
caus dé khang véi methicillin, Trén thuc hanh lam sang, cling nhu tat ca cic
khang sinh khac, viém dai trang gia mac hiém khi xdy ra khi strdung MERO-
NEM IV va c6 thé & mikc do tif nhe dén de doa tinh mang. Vi vay, can than
trong khi ké toa céc thudc khang sinh cho bénh nhan 6 tién strbénh ly duong
tiéu hod, dac biét viém dai trang. Diéu quan trong 1a cin xem xét chdn doan
viém dai trang gia mac khi bénh nhan bi tiéu chdy lién quan dén st dung
thudc MERONEM IV. Mic dus céc nghién cu cho théy déc t6 do Clostridium
diffidle sinh ra la mét trong nhiing nguyén nhan chinh gay viém dai trang lién
quan dén st dung cac khang sinh, cling cén xem xét dén cac nguyén nhan
khac. Hiém gip béo céo co giat trong qué trinh diéu tri véi cai bao
gom meropenem. Nén than trong khi stf dung déng thdi MERONEM IV véi
céc thudc 6 kha nang gay déc trén than (Xem Liéu Luong va Cach St Dung
dé biét liéu ding). Khéng khuyén cao st dung déng thoi acid valproic/natri
valproate véi MERONEM V. MERONEM IV ¢é thé lam gidm néng @6 acid
valproic huyét thanh &@mét sé bénh nhan. Néng dé acid valproic huyét thanh
c6 thé thip hon ndng dé diéu tri (xem phén Tuong téc thudc). Strdung cho tré
em: Hiéu qua va sutdung nap di véi tré em dudi 3 thang tudi chua duoc xac
lap; do d6, khong khuyén céo strdung MERONEM IV cho tré em dudi 3 théng
tudi. Chua cé kinh nghiém strdung thudc cho tré em biréiloan chiicnang gan
hay than. Dé thuéc ngoaitam tay tréem. PHUNU'CO THAIVA CHO CON BU:
Nén c6 béc si gidm sét truc tiép cho moi tnudng hop stfdung thuée cho phu
nirmang thai. Khéng nén sirdung & phu nitco thai va cho con bu trirphilaiich
Vuat trdi cAc i ro ¢6 thé xay ra. HUGNG LEN KHA NANG LAI XE VA
VAN HANH MAY: Chuta 6 nghién cuu. Luu ' céc triéu chiing nhc du, di
cam, co giat da duoc ghi nhan khi diing thuéc. TUONG TAC : Probe-
necid tic ché su bai tiét meropenem qua than, gay tang théi gian ban thai va
néng dd meropenem trong huyét tuong. Khéng khuyén cao sir dung dong
thai probenecid va MERONEM IV. Thuéc gan két vai protein thap (khoang
2%), do d6 tuong tac véi nhiing hop chat khac do su phan tach khéi protein
trong huyét tuong khéng dukién xay ra. MERONEM IV c6 thé lam gidm ndng
d6 acid valproic huyét thanh, c6 thé thip hon néng db didu tri va vi thé nén
trénh phdi hop. MERONEM IV dia duc st dung déng thosi v cic thudc khdc
ma khéng 6 céc tuong téc bat koi vé duoc ly. St dung déng théi khéng sinh
voi warfarin c6 thé lam tang tac dong chéng dong ctia thudc. Nén theo doi
thudng xuyén chi s INR trong sudt qua trinh str dung déng thai khang sinh
vai thudc chdng déng dang ubng va mét khoang thai gian ngan sau khi st
dung. TAC DUNG NGOAI Y: Hiém c6 cic phan (ing ngoai y tram trong. Phan
tan suét Thubing gdp (=1/100dén <1/10):ting tiéu cau, nhiic dau,
tiéu chdy, 6i mlia, buén nén, dau bung, tang men ALT, AST, GGT, alkalin
phosphatase, lactat trong mau, phat ban, ngua, viém, dau; ft
gdp (21/1.000dén <1/100):nhiém nam Candida miéng va am dao, tang bach
Cau i toan, gidm tiéu cu, gidm bach ciu, bach ciudanhan trung tinh, dicim,
tang bilirubin trong miu, mé day, viém tinh mach huyét khai Hiém gép (=
1/10.000 dén <1/1.000): co gidt, mat bach ciu hat; Rat hiém gdp (<1/10.000):
thiéu méu tin huyét, phitmach, biéu hién clia séc phan vé, viém dai trang gid
mac, hoai tUr biéu bi géy nhiém doc, héi chiing Stevens-Johnson, héng ban da
d@ng.sé_maﬁ'tinCSDobquP.AVtaleﬁddeuaMZTﬁb‘ano(Ml),Mian.
20067, Y. Déng goi béi va xut xudng bék: Zambon Switzerland Ltd. Via
Industria 13, 6814 Cadempino, Thuy Sy. Co's& giit gidy phép luus hanh san
pham: Zuellig Phama Pte. Ltd, duoc (y quyén bdi Sumitomo Dainippon
Pharma Co, Ltd Théng tin lién hé: Van phong dai dién Zuellig Pharma Pte.
Ltd tai: 180-192 Nguyén Cong Tr, Quan 1, TP.H6 Chi Minh, Viét Nam.
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GIAI PHAP PHOI HO'P KHANG SINH TRONG DIEU TRI NHIEM
KHUAN DO VI KHUAN GRAM AM PA KHANG: NHU'NG TIEP
CAN MO'I

Trén Quang Binh*

Gan day véi sy xuat hién ciia cac vi khuan ho Enterobacteriaceae khang carbapenem (CRE) da lam cho
cudc chién chdng céc vi khuan gram am khéng thudc cang phirc tap hon.

Vi khuan dé khang khang sinh c6 gop phan caa viéc chon khang sinh khéng thich hop, diéu tri khong
du lidu, diéu trj kéo dai, lam dung khang sinh. Viéc diéu tri thich hop sém cho nhiing bénh nhan ning
tai ICU can phai st dung khang sinh phé rong, diéu nay ciing gop phan st dung nhiéu khang sinh va
lam gia tang ti I& & khang khang sinh.

Nhiém khuan bénh vién véi cac vi khuan Gram am da khang thuc da dan dén viéc thay ddi chon lua
khang sinh theo kinh nghiém. Hau hét cac bac si 1am sang tin vao hiéu qua va c6 xu huéng sir dung
Carbapenem dé diéu tri tan cong theo kinh nghiém trong cac truong hop bénh ning. Viéc tang sir dung
nhom Carbapenem cé thé tac dong dén viéc xuat hién nhitng chung vi khuan khong 1én men da khang
thudc.

Giai phap hop Iy nhat 1a 1am thé nao chon lya khang sinh duy nhat pho hep dé khong lam tang dé khang
khang sinh. Thuc té, chan doan tét sé& 1a giai phap tét nhat dé han ché viéc dung khang sinh khéng thich
hop va nhiing két qua vi sinh hoc nhanh, chinh xac duoc thuc hién bai mét labo vi sinh chuan. Trong
nhitng trudng hop bénh nang, liéu phap xudng thang véi khang sinh phd rong 1a chon lya diéu tri thich
hop trén co so nhitng huéng dan diéu tri khang sinh, va sau d6 diéu tri dwoc diéu chinh phy thudc vao
két qua 1am sang va vi sinh hoc.

Viéc phéi hop 2 hoic 3 thube khang sinh nham ma rong pho khang khuan, va dat duoc hiéu qua higp
ddng 1a can thiéttrong diéu tri nhiém khuan do vi khuan da khang. Bén canh d6 mot s6 khang sinh thé
hé mé&i nhu cephalosporin thé hé 5 nhu ceftolozane dugc phdi hop véi mot chat e ché betalactamase
nhu tazobactam nham dat duoc hiéu qua diét khuan cao. Hién nay viéc phat trién cua nhiéu chat wc ché
beta lactamase thé hé méi nhu avibactam, vaborbactam, nacubactam, zidebactam phdi hop véi cac
khang sinh d3 bi d&é khang vi du Ceftazidim/avibactam, meropenem/vaborbactam,
Imipenem/reglebactam, cefepim/zidebactam, tao ra cac khang sinh méi dat hiéu qua téi wu da duoc
chiang minh bang két qua caa nhiéu thir nghiém 1am sang. Thém vaoviéc phat trién cac thudc méi la
c4c test chan doan nhanh, chinh x4c cting véi viéc ca thé hoa diéu tri dua trén su hiéu biét vé dugc dong
/ dugc lyc hoc khang sinh ciing giup tdi wu hoa diéu tri khang sinh tri liéu gép phan han ché sy lan rong
ctia cac Vi khuan da khang thudc.
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ANTIMICROBIAL COMBINATION IN THE TREATMENT OF
MULTI DRUG RESISTANT GRAM NEGATIVE BACTERIA: NEW
APPROACHES

Trén Quang Binh*

Recently, with the emerging of Carbapenem resistant Enterobacteriaceae (CRE) that lead the fighting
against multi drug resistant (MDR) gram negative bacteria is more complicated. The antibiotic
resistance of bacteria could be contributed by the inappropriate, suboptimal and prolonged therapy, as
well as the overuse of antibiotics. Early and appropriate therapy for severe patients at ICU requires
using broad spectrum antibiotic and could contribute to use more antibiotics, and increase the antibiotic
resistance rate.

Nosocomial infections with MDR gram negative pathogens lead to change the selection antibiotic for
empiric therapy. Most of clinicians believe the efficacy and have trend to use carbapenems for
aggressive empiric therapy in severe diseases. The increased use of carbapenems may be involved in
the emergence of MDR non-fermenters.

The best rational solution is how to use single narrow spectrum antibiotic with the aim not to increase
antibiotic resistant rate. In fact, the good diagnosis will be the best solution to limit inappropriate
antibiotic use and the precise microbiological results will be done by the standard microbiology
laboratory. In the severe cases, the de-escalation therapy with the broad spectrum antibiotics is the
appropriate therapy selection based on the antibiotic guidelines, and then the treatment is adjusted
depends on the clinical and microbiological results.

The combination of two or three antibiotics in order to extend the spectrum and have the synergistic
effect is necessary in the treatment of MDR gram negative bacteria. So far, some new antibiotics of
cephalosporin 5" generation such as ceftolozane in combination with tazobactam, a beta lactamase
inhibitor in order to have high bactericidal effects. Based on the combination of new beta lactamase
inhibitors such as avibactam, vaborbactam, nacubactam, zidebactam with old antibiotics to develop
new antibiotics, e.g. Ceftazidime /avibactam, meropenem/vaborbactam, Imipenem/reglebactam,
cefepim/zidebactam, also new other antibiotic group are developed with high efficacy that are proven
by clinical trials.

In addition to the research and development of new broad spectrum antibiotics, rapid and precise
diagnostic tests as well as the individualized therapy and apply the pharmacokinetic/pharmacodynamic
profiles also help to reach optimum antibiotic therapy and could contribute to limit the spread of MDR
gram negative pathogens.
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SU’ DE KHANG KHANG SINH CUA VI KHUAN GAY VIEM PHOI
BENH VIEN TAI KHOA HO HAP BENH VIEN THONG NHAT

Ngé Thé Hoang7* 6 Thanh Son, Huynh Thj Thanh Ngan, Nguyén Duy Cuong*
TOM TAT
Muc tiéu: Xac dinh ti 1¢ thc nhan gay bénh va sy d& khang khang sinh & bénh nhan viém phoi
BPTNMT¢énh vién (VPBV) tai khoa H6 hap bénh vién Thong Nhat tir thang 4- 2018 dén thang 5- 2019.
Phwong phap: Tién ctu, md ta, cit ngang.
Két qua: Tac nhan gay bénh chu yéu 1a vi khuan gram am 79,5% (K. pneumoniae 25,6%; P. aeruginosa
va A. baumannii déu 17,9%; E. coli 9,6%); S. aureus 20,5%. T4t ca cac ching vi khuan gay bénh khang
cephalosporines va fluoroquinolones tir 60-100%. K. pneumoniae, P. aeruginosa va A. baumannii
khang 45-70% v&i imipenem va meropenem. S. aureus con nhay véi vancomycin 100%.

Két luan: Tac nhan gdy VPBV hang dau 1a vi khuan gram &m. K. pneumoniae, P. aeruginosa va A.
baumannii khang carbapenems cao. Khéng cé sy dé khang caa S. aureus véi vancomycin.
Tur khéa: Viém phdi bénh vién, dé khang khang sinh.

7BV Théng Nhat TPHCM, TPHCM - Email: bshoanghhbvtn@gmail.com.vn. DT: 0908418109
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ABSTRACT: ANTIBIOTIC RESISTANCE OF BACTERIA CAUSE OF
HOSPITAL ACQUIRED PNEUMONIA AT RESPIRATORY
DEPARTMENT, THONG NHAT HOSPITAL

Ngo The Hoang, Do Thanh Son, Huynh Thi Thanh Ngan, Nguyen Duy Cuong

Obijective: To determine the rate of pathogens and antibiotic resistance in hospital acquired pneumonia
patients at the Respiratory Department, Thong Nhat hospital from April 2018 to May 2019.

Methods: Prospective, descriptive.

Results: Pathogens mainly Gram-negative bacteria 79.5% (K. pneumoniae 25.6%; P. aeruginosa and
A. baumannii 17.9%, and Enterobacter 9.6%), S. aureus 20.5%. All strains are resistant to
Cephalosporines and Fluoroquinolones 60-100%. K. pneumoniae, P. aeruginosa and A. baumannii
are resistant to 45-70% with Imipenem and Meropenem. S. aureus is 100% sensitive to Vancomycin.

Conclusion: The leading cause of HAP is gram negative bacteria. K. pneumoniae, P. aeruginosa and
A. baumannii are highly resistant to Carbapenems. There is no resistance of S. aureus to Vancomycin.
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VIEM PHOI LIEN QUAN DEN THO MAY - THACH THU'C VA
GIAI PHAP

Lé Thj Anh Thu(*)

Viém phdi lién quan dén thé may (VPLQTM) chiém ti I¢ 27-75% trong tong sb céc nhidm khuan bénh
vién tai Hoi Sirc Tich Cuc theo nhiéu nghién ciru khac nhau trong toan qudc. Ti 16 VPLQTM tai Viét
nam cao gap 10- 12 lan so véi cac khao sat tai cic nudc dd phat trién (43-63.5/1000MT-ngay).
VPLQTM la nguy@n nhan gay tir vong hang dau trong sé cac loai NKBV (30-70 %), kéo dai thoi gian
nam vién, ting vién phi, ting viéc st dung kahlng sinh, ting d& khang khang sinh.

Khuynh huéng gidm séat va phong ngira c6 sy chuyén doi trong nhitng nam gan day, khong chi tap trung
vé nhiém khuan (VPLQTM) ma bao gdm moi bién ching cua thé may (VAE). Cac bién phap du phong
VPLQTM ciing nhu céc bién ¢ lién quan dén tho may phai duoc thuc hién nhu mét giai phap tong
hop bao gém: (1) Rt cac dng ndi khi quan, 5ng ma khi quan, éng nudi an, cai may thé cang sém cang
t6t khi c6 chi dinh (2) Két hop giam thudc an than va cai may sém (3) Tap vat ly tri liéu va van dong
sém (4) Vé sinh riang miéng bang ban chai ngay 2 lan hoic bang gac mdi 2-4 gid /lan bang dung dich
khir khuan Chlorhexidine 0.12%. (5) Nam dau cao 30-45° néu khéng c6 chdng chi dinh (6) tiét khuan
/ khtr khuan muc d6 cao cac dung cu hd hap st dung lai (7) Chiam séc tot day tha, bao gdm: D6 nudc
t6n luu trong dng day may tha, biy nude thuong xuyén, dé day tha ¢ vi tri thip hon phan trén cua dng
noi khi quan, kiém tra ap luc bong chén mdi 8-12 gid va (8) Thuong xuyén kiém tra tinh trang & dong
cua da day trudce khi cho dn qua 6ng.(9) Néu tién luong can dé NKQ dai ngay (>48 -72 gid) nén dung
NKQ c6 thém day hat ¢ duai thanh moén (trén bong chén)

Viéc giam sat va phan hoi ca viém phoi méac phai trong bénh vién va viém phoi thé may can duoc thuc
hién lién tuc hang thang, danh gia khuynh hudng ting hodc giam cta viém phoi va c6 bién phéap can
thi¢p kip thoi
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VENTILATOR ASSOCIATED PNEMONIA (VAP)- CHALLENGES
AND SOLUTIONS

Lé Thi Anh Thu(*)

Ventilator associated pnemonia (VAP) contribute to 27-75% of all hospital acquired infections (HAIS)
in the Intensive Care Units. Rate of VAP as high as 10 to 12 time compare with VAP in developed
countries (43-63.5/1000MT-ngay). VAP is the leading cause of death from HAIs (30-70 %), prolong
length of stay, increasing hospital cost, increase antibitotic use and antibiotic resistance.

Trend in surveillance and prevention has been changed currently, not only VAP but also VAE. The
solution for prevention of VAE/VAP should be done as a bundle including (1) Withdrawing
endotracheal tubes, gastric tubes, weaning ventilators as soon as possible when indication (2)
Spontaneous awakening trials (SAT) and spontaneous breathing trials (SBT) (3) Physiotherapy and
early moving (4) Oral care by brush twice a day or by cotton gauze every 2-4 hours, using
Chlorhexidine 0.12%. (5) Elevation of head of bed to 30-45° if no contra-indication (6) using single
use or high level disinfected/sterilized respiratory instruments (7) applying good practice for care of
respiratory tubes including: withdrawing regularly condensed water, keep respiratory tubes lower than
endotracheal tube (8) monitoring residual gastric volumes before feeding (9) If long ventilator is
expected (>48 -72 hours), endotracheal tube with subglottic secretion drainage should be used.

Surveillance and feedback VAP/HAP should be done continuously every month, the trends should be
assessed and intervention should be made if there is an increase of VAP/HAP.

(*) Chii tich Hpi Kiém sodt nhiém khuin TPHCM, TK kiém sodt nhiém khuén va DTH BV, DHYD
PNT. Co van Khoa KSNK BVCR.

(*)President of Ho Chi Minh City Infection Control Society, Vietham

Chief of Infection Control Department and Hospital Epidemiology, Pham Ngoc Thach University of
Medicine

Consultant of Infection Control Department, Cho Ray Hospital
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NHIEM PSEUDOMONAS AERUGINOSA MAN TiNH VA DOT
CAP BPTNMT

D6 thj Tuong Oanh(*)

Pseudomonas aeruginosa (PA) la tdc nhan gay bénh phan lap dugc trong dot cAp BPTNMT véi ti 16
khoang 5 — 10% va thudng lam gia tang ti & tir vong. Yéu t6 nguy co nhiém PA trong dot cip bao gom
ngudi bénh da ting phan 1ap duoc PA trong dom trude diy, bénh & giai doan tién trién nang, da nhap
vién hoic duing khang sinh phé rong trong vong 3 thang trude day, cu tra dai han & cac co s& cham soc
y té - dudng 140. Nhiéu bang chang cho thay PA van ton tai kéo dai & duong ho hap dudi cua mot s6
bénh nhan COPD ngay ca trong giai doan 6n dinh cho thiy c6 hién twong dinh cu vi khuan hay nhiém
PA man tinh. Trong trudng hop ndy, khi tim thay PA trong dot cap c6 thé kho phan biét duoc day 1a vi
khuan gay bénh hay vi khuan dinh cu.

Sy ton tai kéo dai cua PA trong phoi bénh nhan COPD ¢6 I& ¢6 co ché twong ty nhu ¢ bénh nhan mac
bénh xo nang nhung véi ty 1¢ thap hon nhiéu. Méi lién quan giira vat chii va tac nhan gay bénh chua
dugc biét rd, ¢ thé phu thude vao dac tinh caa vat cha nhu mirc d6 tac nghén, kha ning dap tng mién
dich hay dic tinh cua vi khuan nhu kha ning tao biofilm, bién doi dang mucoid, doc luc. Biéu trj nhidm
PA trong dot cip can chon cac khang sinh khang PA néu bénh nhan c6 céac yéu té nguy co nhidm PA,
sau d6 duya trén két qua khang sinh do. D4i v6i nhiém PA man tinh, van chua c6 phac dd diéu tri thich
hop nhung dang c6 trién vong sir dung khang sinh duong khi dung vén da ap dung thanh cong trén
bénh nhan bénh xo nang nhiém PA man tinh.
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CHRONIC PSEUDOMONAS AERUGINOSA INFECTION AND
EXACERBATION OF COPD

Do Thi Tuong Oanh

Pseudomonas aeruginosa (PA) is a pathogen isolated in COPD exacerbations at approximately
5 — 10% and usually associated with increased mortality. Risk factors for PA isolation in exacerbations
are prior cultures of PA, advanced COPD, hospitalization and antibiotics use within prior 3 months and
stay in long term nursing facilities. Evidences have demonstrated that PA can exist persistently in lower
respiratory tract of COPD patients in stable period, which has been termed ‘colonization’ or chronic
PA infection. In those cases, it is difficult to distinguish pathogens from colonizing bacteria when PA
was found in the sputum in exacerbation.

The permanent existence of PA in the lungs of COPD patients might be due to the same
mechanism as in cystic fibrosis patients but with lower prevalence. The host-pathogen relationship is
still poorly understood, it might be related to host characteristics such as airflow obstruction or immune
responses or to pathogen characteristics as biofilm formation, mucoidy, virulence factors. PA infection
in exacerbations should be treated empirically by antipseudomonal antibiotics if the patients have
predictors of PA infection, and then by microbiological results. In chronic PA infections in COPD
patients, there are no reasonable therapy until today. However, recent uses of nebulised antibiotics in
cystic fibrosis patients are showing promising results.
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bénh nang kém thee (diing don tri liéu)’
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TONG QUAN: CO’ CHE TU'O'NG TAC BENH HOC NHIEM VIRUS-VI KHUAN
HO HAP

NGUYEN VAN THANH(*)

To6m tit: Tuong tac virus-vi khuan trong sinh bénh hoc nhidm triing hd hap khdng phai la vin dé mai.
Tuy nhién, viém phdi va tir vong do viém phdi trong cac dich cim trong khoang 2 thap nién tro lai day
cling véi cac tién bo trong linh vuc sinh hoc phan tir chan doan tic nhéan vi sinh gay bénh da lam cho
nhan thirc ciia chiing ta thay d6i. Méi twong tac ndy xay ra & mac do nhiéu hon va nghiém trong hon
diéu chiing da thudng nghi. Tuong tac virus-vi khuan c6 thé co ban tom tat gém: ting kha ning bam
dinh trén bé mat té bao, bé mat niém mac dudng tho, ting tao biofilm, thay d6i sao chép thong tin di
truyén sinh tong hop protein, giam kha ning dap wng mién dich chii dong va thu dugc. Nhung ciing
can phai hiéu cac co ché twong tac nhu vay co thé tac dong dén khdng chi tinh trang nhiém triing cap,
ma con tham gia vao cac co ché hinh thanh khang thude va gia ting ganh nang bénh tat trén nén tang
bénh phoi-phé quan man tinh. B&o c&o tong quan nay cung cap cac théng tin co lién quan truc tiép toi
thuc hanh 1am sang nhiém tring hd héap trén quan diém can xac dinh tim quan trong ciia méi tuong tac
virus-vi khuan.
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SUMMARY: INTERACTIONS IN PATHOGENESIS OF RESPIRATORY VIRUS-
BACTERIAL INFECTIONS

TS.BS. NGUYEN VAN THANH(*)

Virus-bacterial interactions in pathogenesis of respiratory infections are not new. However, pneumonia
and death from pneumonia in flu pandemics during the past two decades, along with advances in the
molecular biology to diagnose microbiopathogens have made our perception change. This interaction
is more frequent and more serious than what we used to think. Virus-bacterial interactions can be
summarized as follows: increase the adhesion on cell and airway mucosal surface, increase biofilm
formation, change in genetic transcription of protein biosynthesis, reduce ability of innate and acquired
immune response. But it is also important to understand that such basic mechanisms of interaction can
affect not only the level of acute infection, but also the mechanisms of drug resistance and the increase
of disease burden on the basis of chronic lung disease. This review provides informations directly
related to the clinical practice of respiratory infections from the point of view of determining the
importance of viral-bacterial interactions.

(*) TS BS . PCT. Héi Phéi Viét Nam, PCT Héi H6 hép Viét Nam
e-mail: drthanhbk@gmail.com
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SU’ DE KHANG KHANG SINH CUA VI KHUAN GAY VIEM PHOI
CONG PONG TAI KHOA HO HAP BENH VIEN THONG NHAT

Ngb Thé Hoang* Bui Van Long*, Lé Thj Biép* Vi Thu Ha* Vi Thi Phuong*

TOM TAT: Muc tiéu: Xac dinh ti I¢ tac nhdn gay bénh va su de khang khang sinh o bénh nhan viém
phéi céng dong (VPCD) tai khoa H6 hdp bénh vién Thong Nhdt tir thang 4- 2018 dén thang 5- 2019.

Phuwrong phdp: Tién ciru, mé td, cdt ngang.

Két qua: Tdc nhan gdy bénh chu yéu la S. pneumoniae 43,8%, P. aeruginosa 15,8%, A. baumannii
12,5%, S. aureus 10,4%, K. pneumoniae 9,4% va E. coli 8,3%. S. pneumoniae khang LVX 23,3%, MXX
13,3%. P. aeruginosa khang PIP 46,1%, PIT 33,3%, AMK 35,7%, CAZ 30,4%, IPM 23,1% va MEM
15,4%. A. baumannii khang quinolone tur 40-60%, khang PIT 41,7%, khang IPM, MEM khoang 30-
40%. Vi khudn gdy bénh con nhay véi VAM va COL.

Két lugn: Tdc nhan gay VPCD hang dau la S. pneumoniae 43,8%, P. aeruginosa 15,8%, A. baumannii
12,5%. Vi khudn gdy dé khéang khdng sinh cao. S. pneumoniae khang LVX 23,3%, MXX 13,3%. Khong

co sy dé khang cua S. aureus voi VAM.

Tir khéa: Viém phoi cong dong, dé khdng khdng sinh.
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ABSTRACT: OBJECTIVE: TO DETERMINE THE RATE OF
PATHOGENS AND ANTIBIOTIC RESISTANCE IN COMMUNITY
ACQUIRED PNEUMONIA PATIENTS AT THE RESPIRATORY
DEPARTMENT, THONG NHAT HOSPITAL FROM APRIL 2018
TO MAY 2019.

Ngb Thé Hoang* Bui Van Long*, Lé Thj Biép* Vi Thu Ha* Vi Thi Phuong*
Methods: Prospective, descriptive.

Results: The main pathogens are S. pneumoniae 43.8%, P. aeruginosa 15.8%, A. baumannii 12.5%, S.
aureus 10.4%, K. pneumoniae 9.4% and E. coli 8.3%. S. pneumoniae resistant to LVX 23.3%, MXX
13.3%. P. aeruginosa resistant to PIP 46.1%, PIT 33.3%, AMK 35.7%, CAZ 30.4%, IPM 23.1% and
MEM 15.4%. A. baumannii resistant to quinolone from 40-60%, to PIT resistance 41.7%, to IPM,
MEM about 30-40%. Pathogenic bacteria are also sensitive to VAM and COL.

Conclusion: The leading causes of CAP are S. pneumoniae 43.8%, P. aeruginosa 15.8%, A. baumannii
12.5%. Bacteria cause high antibiotic resistance. S. pneumoniae resistant to LVX 23.3%, MXX 13.3%.
There is no resistance of S. aureus with VAM.
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TAC NHAN VI SINH VA SU DUNG KHANG SINH TRONG GIAN
PHE QUAN

NGUYEN BINH DUY(*)

Dung cac phuong phap cdy truyén thdng chiing ta cd thé phan lap duoc 2/3 cac tAc nhan gay bénh cua
bénh gi&n phé quan, tuy nhién néu ding cac phuéng phap maéi nhu PCR, giai trinh tu gene thi ty 16 nay
s& tang cao hon. Nhitng sinh vat nay c6 thé irc ché su thanh thai chat nhay, pha hiyy biéu mé duong ho
hip va tao ra mang sinh hoc thuc dy nhiém trung dai dang bang cach ngan chin sy dap tng mién dich
va tang stc d& khang khéang sinh. Céc vi khuan dugc phan lap thuong xuyén nhét & nhitng bénh nhan
bi gidn phé quan 1a Haemophilusenzae, Pseudomonas aeruginosa, Moraxella catarrhalis, Streptococcus
pneumoniae va Staphylococcus aureus. Cac vi khuan c6 ty Ié thip bao gom Aspergillus, cac vi khuan
gram am duong rudt, Staphylococcus aureus khang methicillin va mycobacteria khong dién hinh

Ul tién duoc lya chon cho diéu tri cac vi khudn nay la cac nhém khang sinh chinh nhu nhom penicilin,
nhém cephalosporin, va nhém macrolid. Tuy nhién, két qua nghién ctru ctia nhiéu cong trinh da thyc
hién tai Viét Nam va thé giéi cho thay d6 nhay cam cta vi khuan ddi véi cac khang sinh nay c6 xu
hudng giam dan, tham chi mirc 6 dé khang dang & muc cao, dang bao dong. Chang han, véi cac khang
sinh thong thudng nhom beta-lactam nhu peniclin va cephalosporin thi phé cau khudn con tuong d6i
nhay cam, nhung ndng do6 tc ché téi thiéu cta khang sinh so voi vi khuan c6 xu huéng ting 1én. Nhu
vay, dé cac khang sinh nay co6 hiéu qua thi ché do liéu phai ting hon trudc rat nhiéu. Trong khi dé, ty
1¢ khang khang sinh macrolid ciia phé cau va vi khuan Hemophilus tai Viét Nam 1én dén 80%, tuy
nhién sy phéi hop cua Beta lactam va Macrolide da c6 loi ich trong giam tir vong va thoi gian nim
vién.
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SUMMARY: MICROBIAL PATHOGENS AND ANTIMICROBIAL
THERAPY IN BRONCHIECTASIS

NGUYEN BINH DUY(*)

Using traditional methods, we can isolate 2/3 of the pathogens of bronchiectasis, but if using new
methods such as PCR, gene sequencing, this ratio will increase. more. These organisms can inhibit
mucus clearance, destroy respiratory epithelium and create biofilms that promote persistent infections
by preventing immune response and increasing antibiotic resistance. The bacteria were most frequently
isolated in patients with bronchiectasis, Haemophilusenzae, Pseudomonas aeruginosa, Moraxella
catarrhalis, Streptococcus pneumoniae and Staphylococcus aureus. Low-rate bacteria include
Aspergillus, intestinal gram-negative bacteria, methicillin-resistant Staphylococcus aureus and atypical
mycobacteria

The preferred choice for the treatment of these bacteria is the main antibiotic groups such as the
penicillin group, the cephalosporin group, and the macrolide group.

However, the research results of many works implemented in Vietnam and the world show that the
sensitivity of bacteria to these antibiotics tends to decrease, even the level of resistance is high.,
alarming. For example, with common antibiotics beta-lactam groups such as peniclin and
cephalosporin, pneumococci are relatively sensitive, but the minimum inhibitory concentration of
antibiotics compared with bacteria tends to increase. Thus, in order for these antibiotics to be effective,
the dose regime must increase much more than before. Meanwhile, the rate of macrolide resistance of
pneumococcus and Hemophilus bacteria in Vietnam is up to 80%, however the combination of Beta
lactam and Macrolide has benefits in reducing mortality and time of hospitalization.

(*) BS CKIl, PGP BV PHAM NGQC THACH
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VIEM PHOI CONG DONG DO VI KHUAN KHONG PIEN HINH

Lé Tién Ddng(*)

O Viém phdi cong dong (VPCP), cic tac nhan vi khuidn “khéng dién hinh” (M.
pneumoniae, Legionella spp, C. pneumoniae) thuong khong dugc xac dinh trong thuc hanh 1am sang
do khong co xét nghiém du chuyén biét, nhanh, chuan hoa dé chan doan. Trong sé nay, M. pneumonia
1a tac nhan thuong duoc xac dinh nhat. Legionella spp. 1a tac nhan it gdy VPCD nhung lai rat quan
trong vi c6 thé gdy VPCD ning va cac dot bung phat dich VPCD. Nhiéu nghién ctru gan ddy sir dung
k¥ thuat sinh hoc phan tir cho thay C. pneumonia c6 it hon 1% la nguyén nhan VPCD. Céc vi khuan
khong dién hinh, chu yéu 1a M. pneumoniae va Legionella spp, dugc xac dinh trong khoang 3 dén 15%
bénh nhan VPCP nhap vién duge st dung cac k¥ thuat chan doan nhu sinh hoc phan tir, khang nguyén
nudce tiéu phat hién Legionella, ciy tim Mycoplasma.

Khang sinh diéu tri vi khuan khong dién hinh 1a quinolone, macrolide va tetracycline. Gia tri cia diéu
tri kinh nghiém bao vay vi khuan khong dién hinh van con ban cdi. Mot trong nhiing 1y do 1a vi xét
nghiém tim M. pneumoniae va C. pneumoniae khong dugc thuc hién thuong xuyén. Tuy nhién, cac
nghién ctru quan sat cho thiy viéc tri hodn diéu tri khang sinh thich hop thuong kém véi gia ting tir
vong & nhitng bénh nhan VPCP do Legionella spp; vi VPCD do Legionella spp thi khong thé phan
biét duoc vdi cac viém phéi khéc ma khong c6 xét nghiém xac dinh chan doan.
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COMMUNITY ACQUIRED PNEUMONIA CAUSED BY ATYPICAL
BACTERIA.

A.Prof. Lé Tién Diing, MD, PhD.

In community acquired pneumonia, the "atypical” pathogens (M. pneumoniae, Legionella spp,
C. pneumoniae) are not often identified in clinical practice because there are no widely available
specific, rapid, or standardized tests for their detection. Of these, M. pneumoniae is the most
commonly identified pathogen. Legionella spp are less common causes of CAP but are important
because they can cause severe CAP and can result in outbreaks of pneumonia. More recent studies
that used molecular techniques identified C. pneumoniae in <1 percent of cases of CAP. Atypical
bacteria, chiefly M. pneumoniae and Legionella spp, have been detected in approximately 3 to 15
percent of patients with CAP requiring hospitalization using techniques such as molecular
techniques, Legionella urinary antigen, Mycoplasma culture.

Antibiotics for atypical bacteria are quinolone, macrolide and tetracycline. The value of providing
empiric coverage for atypical pathogens is debated. One reason for this is that testing for M.
pneumoniae and C. pneumoniae is not usually done. However, observational data suggest that delays
in appropriate antibiotic therapy are associated with increased mortality in patients with CAP caused
by Legionella spp; because CAP caused by Legionella spp is indistinguishable from other forms of
pneumonia without diagnostic testing.

(*) PGS TS. PCT Héi H6 hdp TPHCM, TK H6 hdp BV PHYD TPHCM
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PHOI HO'P KHANG SINH HAY DO'N TRl TRONG BIEU TRI VIEM
PHOI CONG PONG NANG

(*) Trén V&n Ngoc

Nguyén nhédn gy viém phoi cong dong thudng do S.pneumonea, H.influenzea, M.catarrhalis, vi khuan
khong dién hinh. Nhitng vi khuan gram 4m nhu K.pneumoniea hay P.aeruginosa thuong xay ra trén
nhitng bénh nhén suy dinh dudng, 16n tudi hay ¢ bénh di kém.

Str dung khang sinh thich hgp ban dau theo kinh nghiém rat quang trong trong diéu tri thanh cong
VPCD.Theo ATS-IDSA 2007 hay ERS 2011, phéi hop khang sinh dugc chi dinh cho nhitng bénh nhan
bénh rat nghiém trong (nhiém khudn huyét ning, suy ho hap cp) hay bénh nhan c6 nhiéu bénh dong
mac, suy giam mién dich, da sir dung khang sinh trong 90 ngay qua hay v6i muc dich bao phii cac tac
nhan nghi ngd ma ché d6 mot khang sinh khong c6 phd du rong. Sau khi ¢6 két qua vi sinh va khang
sinh d0, ché d6 xudng thang hay chuyén sang mot khang sinh c6 hiéu qua va chét luong 1a can thiét
trong da s truong hop.

Dua vao déc tinh dugc dong luc hoc cia khang sinh va hiéu qua diéu tri cua chung, nguoi ta phan
khang sinh thanh 3 nhom khac nhau:

e Nhom khang sinh diét khuan phu thudc nong d6 nhu aminoglycoside
e Nhom khang sinh phu thudc dién tich dudi duong cong trén MIC (AUC/MIC) nhu fluoroquinolone
e Nhom khang sinh phu thudc thoi gian trén MIC (T/MIC) nhu nhom khang sinh betalactam.

Theo huéng dan ATS-IDSA 2007 hay ERS 2011 khi BN ¢6 bénh dong thoi nhu bénh tim, phdi gan
than man, tiéu duong, nghién ruou, tc ché mién dich, stir dung khang sinh trong 3 thang truéc hay nguy
co nhiém vi khuan khang thudc, can si dung fluoroquinolone hd hap (moxifloxacin, gemifloxacin,
levofloxacin), hay R-lactam két hop macrolide.BN nhap vién khéng ¢ ICU va khong cé nguy co nhiém
P. aeruginosa, fluoroquinolone hd hap hay R-lactam + macrolide duoc chi dinh. BN nhap ICU, can
phdi hop B-lactam + azithromycin hay fluoroquinolone. BN di ung penicillin, fluoroquinolone va
aztreonam la thudc thay thé.

BN nhiém Pseudomonas, betalactam (piperacillin — tazobactam, cefepime, imipenem or meropenem)
két hop ciprofloxacin hay levofloxacin duoc chi dinh. Phat dd thay thé: R-lactam nhu trén +
aminoglycoside + azithromycin / fluoroquinolone.
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ABSTRACT: ANTIMICROBIAL COMBINATION OR
MONOTHERAPY IN THE TREATMENT OF SEVERE
COMMUNITY ACQUIRED PNEUMONIA

Trén V&n Ngoc(*)

Pathogens causing CAP are usually S.pneumoniae, H.influenzea, M.catarrhalis, atypical bacteria. The
gram negative pathogens such as K.pneumoniae or P.aeruginosa can be detected in CAP patients with
malnutrition, old age or comorbidities.

The appropriate initial empiric antimicrobial therapy is very important in successful treatment of CAP.
According to the Guideline of ATS-IDSA 2007 or ERS 2011, antimicrobial combination is indicated
for serious cases (sepsis, acute respiratory failure), or for patients with many severe comorbidities,
immunodeficiency, antimicrobials used within 90 days or for covering the suspected pathogens which
is not effective with monotherapy. After having the microbial and antibiogram results, deescalation
therapy or monotherapy with the quality and effective antimicrobials is necessary in the most of cases.

Based on PK/PD characteristics of antibiotics and their therapeutic effectiveness, antibiotics were
classified into 3 groups:

- Concentration dependent killing antibiotics (Cmax > MIC) such as aminoglycosids
- Area under course / MIC killing antibiotics (AUC/MIC)
- Time dependent Kkilling antibiotics (T/MIC).

Based on the guideline of ATS-IDSA 2007 or ERS 2011, patients with concomitant disorders such
cardiac, pulmonary, hepatic and nephrologic diseases, alcoholic abuse, immunocompetency, treated by
antibiotic in past 3 months or risk of DRSP, respiratory fluoroquinolones or betalactam combined
macrolides should be used.Non-ICU admitted patients without the risk of P.aeruginosa infection,
respiratory fluoroquinolones or betalactam plus new macrolides are indicated. For patients admitted to
ICU, combination of betalactam/betalactamase inhibitors and fluoroquinolones or macrolides are
suitable indications.

Patients suspected to P.aeruginosa infection should be treated by antispeudomonal betalactams
(piperacillin-tazobactam, cefepime, imipenem or meropenem) combined with ciprofloxacin or
levofloxacin.Aztreonem is an altenative selection in case of allergy to betalactam

References:

1. ATS-IDSA Guideline — management for community acquired pneumonia, 2007
2. Goodman & Gilman's The Pharmacological Basis of Therapeutics, 12th Edition, 2011.
3. Diego Viasus, Carolina Garcia-Vidal, Jordi Carratala. Advances in Antibiotic Therapy for
Community-acquired Pneumonia. Curr Opin Pulm Med. 2013; 19(3): 209-215.
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4. Cheong HS, Kang C-I, Wi YM, et al.Inappropriate initial antimicrobial therapy as a risk factor
for mortality in patients with community-onset Pseudomonas aeruginosa bacteraemia.Eur J Clin
Microbiol Infect Dis 2008;27:1219-1225.

5. Guidelines for the management of adult lower respiratory tract infections - Full version. Joint
Taskforce of the European Respiratory Society and European Society for Clinical Microbiology
and Infectious DiseasesSist;

(*) PCT Hgi phéi VN, Cha Tich Hgi Hb hdp TP HCM
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CAP NHAT VE NHIEM KHUAN HUYET 2019

BS Huynh Quang Dai*

Trong hon 20 nim qua, mic du da c6 nhirng tién bo trong chan doan va diéu tri, nhidm khuan huyét
van 1a mot van dé stic khoe toan cau, lién quan dén ty 18 tir vong cao ¢ tat ca cac qudc gia. Vai tro cua
dap tng viém trong co ché bénh sinh da gitp hinh thanh nén khai niém hién dai vé& nhiém khuan huyét.
Tuy nhién, dinh nghia va tiéu chuan chan doan nhidm khuan huyét van con 1a mot cong viéc dang tién
trién, cling véi su hiéu biét ngay cang nhiéu hon vé sinh ly bénh caa nhiém khuan huyét va céc bang
ching duoc 1am giau thém tir cac thir nghiém 1am sang. O day, ching toi tong két lai cac khai niém cua
nhiém khuan huyét, tir hoi chizng phan ¢ng viém hé thong (SIRS) do kich hoat bai nhidm khuan (Sepsis-
1) dén mot tinh trang rdi loan chirc niang co quan nghiém trong de doa tinh mang do phan tung khdng
dugc diéu khdi caa vat cha d6i vai nhidm khuan (Sepsis-3). Chung tdi tap trung vao giéi han cua céc
tiéu chi hién tai dé nhan biét va chan doan nhiém khuan huyét. Thém nita, ching toi nhin lai vai trd cua
mot s6 can thiép tri liéu, chang han nhu khang sinh, thudc van mach va vai tro cia loc méau trong quan
ly nhiém khuan huyét.

SEPSIS: AN UPDATE 2019

Dai Quang Huynh, MD.

Over the last 20 years, even though the diagnosis and management of sepsis have improved, sepsis
remains a major health problem worldwide, associated with high mortality rates in all countries. The
role of the inflammatory response in the pathogenesis of this syndrome has supported the modern
concept of sepsis. Nevertheless, a definition of sepsis and the criteria for its diagnosis is a work in
progress, along with the growing knowledge of its pathophysiology and the enriched evidence from
clinical trials. Here we review the evolving concepts of sepsis, from the “systemic inflammatory
response syndrome triggered by infection” (Sepsis-1) to “a severe, potentially fatal, organic dysfunction
caused by an inadequate or dysregulated host response to infection” (Sepsis-3). We focused in the
limitation of the current criteria for recognition and diagnosis of sepsis. Furthermore, we review the
role of some therapeutic interventions, such as antibiotics, vasopressors and blood purification in sepsis
management.

*BS Huynh Quang Pai. Khoa Hai sitc cap citu, bénh vién Cho Rdy. Bé mén Hai sirc Cap cizu Chéong
doc, Dai hoc Y duwoc TP.HCM.

Email: dai.huynh@ump.edu.vn. Mobie phone: (+84) 908 704 668.
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NHIEM CANDIDA MAU — CANDIDA XAM LAN TAI ICU - UNG
DUNG GUIDELINE VAO THU'C TIEN LAM SANG

BS Thai Minh Thién(*)

Tinh hinh nhiém tac nhan da khang ngay cang tré nén tram trong tai cac khoa ICU trong nhitng thap
nién qua. Bén canh nhitng tc nhan vi khuan thuong gap nhu Acinetobacter, Pseudomonas auruginosa
va Klebsiella. Nam Candida xuét hién ngay cang nhiéu va la nguyén nhan gy bénh ciing nhu tir vong
dung thir 3 tai cac khoa ICU

Viéc chan doan candida dua vao nudi cay bénh pham, mién dich va sinh hoc phan tir. Tuy nhién tai viét
nam viéc chan doan van cha yéu dua vao nudi ciy bénh pham. Chinh vi thé két qua thuong dén muon
va lam gia tang ti I¢ t&r vong

Hién tai cac khuyén cao IDSA va ESCMID déu hudng dén chan doan nhiém nam candida sém bang
danh gia 1am sang + nudi cay va cac yéu td nguy co nhiém nam tai ICU

Viéc chan doan va khoi dong sém thude khang nam di gitip cai thién déng ké ti Ié tar vong do nhiém
candida mau va candida xam l4n tai ICU. Chinh vi ly do trén viéc ap dung céac tiéu chuan chan doan
nhiém nam candida xam l4n Ia rat quan trong trong thuc hanh 1am sang tai cac khoa ICU.
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CANDIDEMIA AND INVASIVE CANDIDIASIS IN INTENSIVE
CARE UNIT — APPLY CURRENT GUIDELINE INTO DAILY
CLINICAL PRACTICE.

Thai Minh Thien MD.
Chief of ICU Division Tam Duc Cardiology hospital.

Infection caused by multiple drug-resistant pathogens has been become serious clinical scenarios in
intensive care unit (ICU) over the last decade. Apart from daily encountered bateria (such as:
Acinetobacter, Pseudomonas auruginosa and Klebsiella), Candida spp has recently been detected as a
pathogen more and more common as well as the third agent that leading to death in intensive care unit.

There are a variety of methods for detection of candida infection including: sample culture, immuology
and molecular biology. However, the diagnosis of Candida spp infection in Viet Nam mainly relys on
sample culture which usually need some period of time resulting in increasing the patient’s mortality.

By now, the current guidelines from IDSA and ESCMID allow physician to diagnose
Candidemia,invasive candidiasis early base on clinical evaluation, sample culture and risk factors of
fungal infection in ICU

The early recognition of candidemia, invasive candidiasis and use anti-fungal therapy for patient in
ICU can improve significantly mortality. Hence, the application criteria for diagnosis of candidemia
and invasive candidiasis in has become clinically essential.

(*) BS CKII, Truéng khoa ICU BV Tim Tam Duc
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REAL-TIME PCR PHAT HIEN VA PINH LUQ'NG TAC NHAN VI
NAM TRONG VIEM PHOI

Pham Hung Vang,9,10

Dt vin dé: Phat hién tc nhan vi nam c6 trong mau dam va xac dinh d6 c6 phai la tac nhan gay bénh
hay khong la mét thach thire, doi hoi phai dinh luong duoc sé lwong té bao vi nim c6 trong mau. Giai
phép cay dinh lugng dugc cac phong thi nghiém vi sinh 1am sang 4p dung tuy nhién han ché cia phuong
phép nay la kho c6 thé cho két qua dinh danh tac nhan vi nim phan lap duoc vi ki thuat dinh danh vi
nim that sy khong d& dang. Chinh vi vay, multiplex real-time PCR phét hién/dinh danh va dinh luong
c4c tAc nhan vi nam c6 trong mau dam 1a mot giai phap rat can thiét phai dwoc ap dung dé giai quyét
dugc thach thace va kho khan nay.

Vit liéu va phwong phdp: Thiét lap ky thuat multiplex real-time PCR dé phat hién/dinh danh va dinh
luong cac tac nhan vi nAm co thé hién dién trong mau dam, bao gdm 12 tac nhan sau: C. albicans, C.
tropicalis, C. kefyr, C. parapsilosis, C. krusei, C. glabrata, Aspergilus, A. fumigatus, A. niger, A. terrus,
A. flavus, P, jiroveci. Tom tit gdm cac budc sau: (i) Thiét ké cac moi va probe dic hiéu cho cac tac
nhan vi nam trén; (i) Pat IDT va ProligoSigma tong hop cac mdi va probe dic hiéu, dong thoi cac trinh
tu ching [+] va ching ndi; (iii) Xac dinh d6 nhay cam va do dic hiéu bang céac thir trén cac mau that
cho nhiém chung [+]; (iv) Ap dung k§y thuat ndy vao thyc té nghién cau ciing nhu chan doan cac trudng
hop bénh nhan bi viém phdi.

Két qua va ban Iugn: Chung t6i da ap dung k¥ thuat multiplex real-time PCR trong céc nghién ctru vé
viém phéi ¢ tré em va nguoi 16n. O tré em c6 3 nghién ctru dugc thuc hién trén ba ddi tuong bénh nhan,
d6 1a bénh nhan bi viém phoi thily (n=66), bénh nhan bi viém phoi ning (n=48) va bénh nhan bi viém
tiéu phé quan (n=70). Két qua khong phat hién duoc tac nhan vi ndm. O tré em chiing toi thuc hién trén
232 bénh nhén bi viém phdi cong dong ngoai trt, két qua phat hién dugc 6.9% cac trudng hop vé vi
nam véi s6 lugng cé ¥ nghia, tuy nhién 100% cac truong hop phat hién duge vi ndm 1a c6 kém phat
hién duoc tic nhan khac. Hién nay chiing toi dang tong két cac trudng hop bénh nhén bi viém ngudi
16n bi viém phdi ning dugc giri dén xét nghiém. Ty 18 phat hién dugc tic nhan vi ndm véi s6 lugng cd
¥ nghia 1a kh cao. Lién hé véi 1am sang c6 nhiéu truong hop dugc diéu tri thuée khang nim dic higu
1a c6 két qua o rét.

K&t ludn: Phuong phap multiplex real-time PCR phét hién/dinh danh va dinh lugc tic nhan vi ndm hién
dién trong mau dam 1a that sy rat ¢ y nghia dé xac dinh vai tro gay bénh viém phéi trén cac bénh nhan,
dic biét 1a bénh nhan nguoi 16n bi viém phdi ning phai ndm diéu tri tai khoa ICU. Han ché cua phuong
phép 1a khong thé cé duoc khang ndm dd. Tuy nhién néu sir dung cac thudc khang nam dic hiéu cho
loai vi ndm phat hién dugc thi han ché nay khong con c¢6 ¥ nghia nira

8 Hoi Vi Sinh Lam Sang TP. H6 Chi Minh
% Pai Hoc Phan Chau Trinh
10 Bgnh Vién Nguyén Tri Phuong
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REAL-TIME PCR DETECTS AND QUANTIFIES FUNGAL AGENTS
IN PNEUMONIA

Pham Hung Vanl11,12,13

Background: Detecting whether a fungal agent is present in a sputum sample and determining whether
it is a pathogen is a challenge, requiring quantification of the number of fungal cells in the sample.
Quantitative culture is the selected solution applied by different clinical microbiological laboratories;
however, the limitation of this method is difficult to identify the fungal microbial agent isolated because
the technique of identifying fungi is really not easily. Therefore, multiplex real-time PCR
detects/identifies and quantifies the fungal pathogens present in the sputum is an essential solution to
address these difficulties and challenges.

Materials and methods: Establish the multiplex real-time PCR technique to detect/identify and
quantify fungal agents that may be present in the sputum samples, including the following 12 agents:
C. albicans, C. tropicalis, C. kefyr, C. parapsilosis, C. krusei, C. glabrata, Aspergilus, A. fumigatus, A.
niger, A. terrus, A. flavus, and P. jiroveci. Summary includes the following steps: (i) Designing primers
and specific probes for the above fungal agents; (ii) Send the sequences to IDT and ProligoSigma to
synthesize primers and probe, control [+] and internal controls; (iii) Determine the sensitivity and
specificity by testing on real samples infected with [+] control; (iv) Apply this technique to actual
research as well as diagnose cases of pneumonia patients.

Results and discussions: We have applied this multiplex real-time PCR in multiple studies of
pneumonia in children and adults. In children, 3 studies were performed on three group of patients,
patients with lobar pneumonia (n = 66), patients with severe pneumonia (n = 48) and patients with
bronchiolitis. (n = 70). The results from these studies reported that fungal agents were not detected in
children with pneumonia and bronchiolitis. In adult, we performed in 232 outpatients with community
pneumonia, fungi were found in 6.9% of cases; However, 100% of cases are accompanied by other
agents detected. Currently we are reviewing the results collected from adult with severe pneumonia.
The rate of detecting fungi with significant quantities is quite high. Clinically relevant, there are many
cases of specific antifungal treatment that have marked results.

Conclusion: The multiplex real-time PCR detects/identifies and quantifies fungal agents present in
sputum samples is really significant for determining the role fungi in pneumonia, especially is in adult
patient with severe pneumonia who must be treated at the ICU department. The drawback of the method
is that it is impossible to obtain antifungal resistance. However, if using antifungals specific to fungal
species detected, this limitation is no longer meaningful

11 Ho Chi Minh City Society of Clinical Microbiology
2 Phan Chau Trinh University
13 Nguyen Tri Phuong Hospital
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DINH DUG'NG TRONG BIEU TRI BENH NHAN VIEM PHOI

Lwu Ngan Tam(™)

Viém phdi thuong xay ra & bénh nhan méc bénh phdi tic nghén man tinh. Ty theo d6 ning cua
bénh ma tinh trang dap (rng viém c6 thé thay doi, tir khu tra dén dap viém hé théng. Trong tinh trang
dap ¢ng viém hé thdng, chuyén hoéa dinh dudng & bénh nhan bi anh huéng ning né nhu ting tiéu hao
nang lugng, ting di hoa protein (co) va du trir mudi nuéc. Bén canh do, theo cc bao céo suy mon co
& bénh nhan BPTNMT luc nhap vién xuét hién & khoang 60%. Tinh trang suy mon niang hon, mit co
rat nhanh, yéu sirc tré' nén trim trong hon boi an kém va tang di hda manh trong viém phéi. Vi vay, can
thiép dinh dudng kip thoi 1a thiét yéu trong giai doan nay vi khdng chi gitip ngin ngira suy dinh dudng
nang hon, ting khdi co va sirc co, han ché bién ching nhu suy hd hap, rdt ngin ngay nam vién. Dinh
dudng qua dudng tiéu hoa 1a lva chon hang dau trong dinh dudng bénh nhan viém phoi. Ngudi bénh
nén duoc bd sung dinh dudng duong miéng vai thé tich it (100-150ml) cho 2-3 bita an phuy trong ngay
bang cong thirc dinh dudng ning lugng cao, ham lugng dam cao, day dua vi chat dinh dudng, khi dinh
dudng qua duong miéng co thé thuc hién duoc. Trong trudng hop bénh nhan bi suy hd hap va/ hoic
suy dinh dudng nang hoic nguy co suy dinh dudng cao (nhu diém NRS > 5 diém) ldc nhap vién thi dat
sonde nudi an sém 12 rat can thiét vi nhu thé gitp dam bao du dinh dudng cho bénh nhan dap tng dugc
Véi stress tang chuyén héa do viém phoi, ting mién dich. Dinh dudng tinh mach bd sung s& dugc chi
dinh khi dinh dudng qua dudng tiéu hda khong thé dat >60% trong vong 3 ngay. Trong qua trinh diéu
tri, ngudi bénh can duogc theo déi hang ngay kha nang dung nap thic an, va danh gia lai tinh trang dinh
dudng nhu can ning, khéi co, stic co, chi $6 sinh hoa nhur albumin, prealbumin/mau.
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NUTRITION THERAPY IN TREATMENT OF PNEUMONIA

Dr. Luu Ngan Tam, PhD

Pneumonia usually occurs in patients with chronic obstructive pulmonary disease (COPD).
Depending on the severity of the disease, the inflammatory response status may change, from localized
to systemic inflammation. When systemic inflammatory response syndrome appears, nutritional
metabolism of patients is severely affected, such as increasing energy consumption, protein catabolism
(muscle), salt and water retention. Besides, according to muscle wasting in patients with COPD at
admission reports, the prevalence is about 60%. Severe muscle wasting, rapid muscle loss, and fatigue
become aggravated due to poor eating and increased catabolism in pneumonia. Therefore, nutrition
intervention in time is essential in this stage because it not only helps to prevent malnutrition, increase
muscle mass and muscle strength, but also limit complications like respiratory failure, and shorten the
hospital stay. Enteral nutrition (EN) is the first-hand approach in nutrition therapy for pneumonia
patients. Patients should be provided with oral nutrition supplements with low volume (100-150ml) for
2-3 side meals a day with high energy nutrition formula, high protein content, adequate micronutrients,
when oral feeding is possible. In case of severe respiratory distress and / or severe malnutrition or high
risk of malnutrition (such as NRS score > 5) at admission, early enteral tube feeding is necessary
because this ensures adequate nutrition for patients to response increased metabolism stress due to
pneumonia, and to optimize immunity. Supplement parenteral nutrition (SPN) will be indicated when
EN cannot reach > 60% needs within 3 days. In the course of treatment, patients should be monitored
daily for food tolerability, and re-evaluated nutritional status such as body weight, muscle mass, muscle
strength, biochemical index such as albumin, prealbumin / blood.

(*) TS BS, Truwong khoa Dinh Duwéng BVCR
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THU'C HANH CHAN POAN VA BIEU TRI VIEM PHOI DO NAM

(*) Cao Xuan Thuc
Tom tit:

Viém phéi do nAm chiém maot phan nho trong viém phdi va Candida 1a tac nhan thuong gap nhit gay
nhiém ndm xam lan, chiém ti 18 70-90%. Nim c6 thé thudng tra trong co thé ma khdng gay bénh hoic
cd thé 1a tac nhan gy bénh that sy, dic biét trén cac co dia suy giam mién dich. Mic du khai dau nhanh
chong diéu tri khang nam thich hop gitp kiém soét nhiém nam Candida xam I4n va cai thién tién luong,
tuy nhién chan doan sém nhidm nim xam Ian van con 1a thach thic va céc tiéu chuan khai du diéu tri
khang nam theo kinh nghiém van chua dugc dinh nghia day du.

Pé diéu tri nAm thanh cong can biét 1am thé nao ndm trén tranh hé théng mién dich va ton tai bén trong
céc té bao chu ciing nhu 1am thé nao co thé nguoi nhan biét va chong nAm xam nhép. Viéc quan trong
nhat trong kiém soat nhiém nim 13 nang cao nhan thirc ciia cac bac si 1am sang khi ndo nim gay bénh
¢6 ¥ nghia va dan s6 bénh nhan nao cé nguy co, ciing nhu chon lya thuée khang nAm hiéu qua. Vé lau
dai, can phat trién cac xét nghiém chan doan méi nhanh va chinh xac.

Abstract:

DIAGNOSIS AND IMPIRICAL TREATMENT OF FUNGAL
PNEUMONIA

MA.MD Cao Xuan Thuc — Respiratory Department — Cho Ray Hospital

Fungal pneumonia accounted for only a small portion of pneumonia and Candida is the most common
cause of invasive fungal infection, accounting for 70-90%. Fungi may colonize body sites without
producing disease or they may be a true pathogen, especially in immunosuppressed patients. Although
prompt initiation of appropriate antifungal therapy is essential for the control of invasive Candida
infections and an improvement of prognosis, early diagnosis of invasive candidiasis remains a
challenge and criteria for starting empirical antifungal therapy are poorly defined.

For successful fungal treatment, we need to know how fungi evade the immune system and survive
inside the host cells as well as how the human host recognizes and counteracts invading fungi. The
most important thing in controlling fungal infections is raising the awareness of clinicians when
pathogenic fungi are significant and which patients are at risk, as well as choosing effective antifungal
agents. Longer term, it is essential that new diagnostic tests be developed that can provide a rapid and
accurate diagnosis.

(*) Phé Khoa H6 Hdp, BV Cho Rdy
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PHONG NGUA VIEM PHOI DO NAM

Vi Van Giap(*)
Cac bao tar nAm c6 thé cu trt trén co thé nguoi ma khéng gay bénh tuy nhién néu sirc dé khang cua co
thé bénh nhan suy giam, cac bao tir nAm s& phat trién, xam nhap va gay nam phoi.

Téc nhan gay nhidm nam co hoi (Candida species, Aspergillus species, Mucor species) thudng chi gay
bénh & ngudi bi suy giam mién dich bAm sinh hoic mic phai.

Téc nhan ndm dich t& (Histoplasma capsulatum, Coccidioides immitis, Blastomyces dermatitidis,
Cryptococcus neoformans...) ¢d thé gay bénh ¢ nguoi khoé manh va nguoi bi suy giam mién dich.

Cac bién phap phong ngira viém phoi do nam:

Néu bénh nhan c6 giam bach cau hat can sir dung thudc kich bach cau; giam liéu hoidc nging cac thubc
gay suy giam mién dich; khir khuan dung cu néi soi phé quan, rat catheter tinh mach trung tam, loai bo
nhitng Vi tri c6 nguy co nhiém triing.

Bénh nhan ghép tuy xuong hoic bénh nhan ung thu, ding cac thudc ic ché mién dich ¢6 giam bach
cau can hugng dan bénh nhan khdng vao cac khu vyc va nhimg noi ¢6 méi truong am mdc, tranh hit
phai cac bao tir ndm. Nhitng bénh nhan c6 nguy co cao hon can phai ap dung céc bién phép tich cuc
hon, nam phong céch ly &p luc &m cé hé théng loc khdng khi theo 1 chiéu.

Piéu tri sém thudc khang nam theo kinh nghiém can can nhic &p dung ddi véi nhimg trudng hop nghi
ngo viém phdi do nam: bénh nhan sét giam bach cau hat, ung thu, ghép tuy xuong, ghép tang dic, sét
lién tuc mic du da dung khang sinh phd rong khdng cit sbt.

Dung thudc khang nam dy phong ap dung trong du phong ndm phéi déi véi nhitng bénh nhan cé nguy
co cao nhidm ndm co hdi, vi du nhu cac trudng hop suy giam mién dich nang, bénh nhan sau ghép tuy
xuong, bénh nhan leucemia hoac hoa tri liéu diéu tri ung thu co giam bach cau.
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PREVENTION OF FUNGAL PNEUMONIA

Associate Professor Giap Van Vu, M.D PhD
General Secretary of Vietnam Respiratory Society
Deputy Director of Respiratory Center- Bach Mai Hospital

Fungal spores can colonize in the human body without causing any diseases but if the patient's immune
system deteriorates, these spores will develop, invade and cause fungal pneumonia.

The opportunistic fungi (Candida species, Aspergillus species, Mucor species) typically cause diseases
in patients having congenital or acquired immunodeficiency. Not only immunocompromised but also
healthy hosts might suffer from illness caused by endemic fungal pathogens such as Histoplasma
capsulatum, Coccidioides immitis, Blastomyces dermatitidis, Cryptococcus neoformans...

Preventative interventions for fungal pneumonia:

For patients undergoing granulocytopenia, use granulocyte colony-stimulating factor (G-CSF); reduce
dosage or stop using the immunosuppressive drugs; sterilize bronchoscopic instruments, remove central
venous catheters, remove sites with high risk of infection.

For patients undergoing bone marrow transplantation, diagnosed with cancer or taking
immunosuppressive drugs with leukopenia should educate patients not to enter humid areas and places
in order to avoid inhalation of fungal spores. Patients at higher risk need more efficient measures, for
instance: staying in negative pressure isolation rooms with high efficiency particulate air (HEPA)
filtration systems.

Early empiric antifungals should be considered in case of suspected fungal pneumonia: fever in patients
with granulocytopenia, cancers, bone marrow transplantation, solid organ transplantation, continuous
fever despite using broad-spectrum antibiotics.

Prophylactic antifungal therapy is indicated in the prophylaxis of fungal pneumonia for patients at high
risk of opportunistic fungal infections such as severe immunodeficiency, undergoing bone marrow
transplantation, leucemia, chemotherapy with leukopenia.

(*) PGS. TS. Tong thu ky Hoi HO hap Viét Nam

Phé gidm doc Trung tdm H6 hdp- Bv Bach Mai
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BAO CAO MOT TRUO'NG HO'P: VIEM PHOI DO NAM HAY KHONG?

Duwong Minh Ngoc*
Gigi thiéu:
Phan lap dugc nAm Candida spp. ¢ dudng hd hap dudi 1a van dé thuong gap trong thuc hanh 1am sang
nhung it c6 ¥ nghia chan doan.
Béo cao ca:
Bénh nhan nit, 58 tudi, nhap vién vi viém tuy cap, diéu tri ndi trd 2 tuan. Sau dé, bénh nhan duoc chan
doan viém phoi bénh vién va duoc diéu tri véi khang sinh phd rong nhung kém dap tmg diéu tri. Cy
dich rira phé quan duong tinh v&i C. tropicalis, nhay Amphotericin B. Diéu tri thém khang nam

Amphotericin B bén canh khang sinh phé rong. Lam sang cai thién sau khi thém AmB 2 ngay va bénh
nhan duoc xuat vién sau do.

A CASE REPORT: FUNGAL PNEUMONIA OR NOT?

Duong Minh Ngoc(*)
Introduction:

Candida spp. isolated from lower respiratory tract is common problem in clinical practice but clinical
significance of this is limited.

Case report:

A 58-year-old female patient hospitalized because of acute pancreatitis and was treated in hospital 2
weeks. After that, she had a nosocomial pneumonia and received a broad spectrum antibiotics regimen
but poor responding. The result of broncho-alveolar lavage fluid culture is positive with C. tropicalis,
sensitive with Amphotericin B. AmB was added to antibiotics regimen. Patient improved clinical signs
2 days later and was discharged.

(*) GV B6 mdn Nbi — Pai hoc Y duoc Tp. H6 Chi Minh
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VIEM PHOI CONG PONG DO TU CAU KHANG THUOC & TRE EM

Phan Hau Nguyét Diém(*)

Dé khang khang sinh dang 13 mot van dé ngay cang tro nén nghiém trong dbi véi sirc khoe cong ddng.
Tinh trang da khang thubc da xay ra ¢ nhiéu chang vi khuan gram &m va gram dwong trong nhiéu loai
nhiém khuan, ké ca nhidm khuan mic phai & cong dong. Dac biét, mic du ty 1& dé khang la khac nhau
gitra cac vung dich t& nhung hién twong khang thudc thuong gap nhét véi 3 chung gay viém phdi méc
phai & cong dong la: Streptococcus pneumoniae, Moraxella catarrhalis va Haemophilus influenzae.
Ngoai ra, nguy co nhidm tu cau khang methicillin & cong déng (boi nhidm sau ciim) dang 1a van dé noi
com can thiét phai co su thay doi phac do diéu tri khang sinh theo kinh nghiém. Nhiém khuan khang
khang sinh s& lam kéo dai thoi gian diéu tri va thoi gian nam vién, tang nguy co that bai, ty Ié nhap vién
va ty 18 tir vong. Chung toi xin trinh bay hai truong hop viém phdi mac phai cong dong ¢ tré nho dudi
5 tudi dién tién nhanh trong 3 ngay dau dén viém phéi hoai tir va tran ma mang phoi can phai phau
thuat boc tach va dan luu khoang mang phoi sém. Cay méu va dich mang phéi déu do tac nhan tu cau
da khang, PCR dich mang phoi déu phat hién gen khang thudc va doc té Panton Valentine Leucocidine.
Ca hai truong hop nay déu khong dap tng vai Vancomycin, can phai phdi hop thém Linezolide.

COMMUNITY-ACQUIRED PNEUMONIA DUE TO STAPHYLOCOCCUS IN
CHILDREN AND ANTIBIOTIC RESISTANCE

Phan Hdu Nguyét Diém(*)

Antibiotic resistance is a growing problem for public health. Multi-drug resistance has occurred in
many gram-negative and gram-positive strains in many types of infections, including acquired
infections in the community. Especially, although the resistance rate is different among epidemic
regions, the most common resistance to 3 strains causing acquired pneumonia in the community is:
Streptococcus pneumoniae, Moraxella catarrhalis and Haemophilus influenzae. In addition, the risk of
methicillin-resistant Staphylococcus aureus in the community (CA-MRSA) (superinfection after
influenza) is a problem that requires a change in antibiotic regimens according to current experience.
High-risk patients. Antibiotic-resistant infections will prolong the duration of treatment and hospital
stay, increase the risk of failure, hospitalization rates and mortality. We present two cases of
community-acquired pneumonia in children under 5 years of age who progress rapidly in the first 3
days to necrotizing pneumonia and pleural effusion requiring surgical dissection and pleural cavity
drainage early. Blood culture and pleural fluid were all due to multidrug-resistant staphylococcal
agents, PCR of pleural fluid detected drug resistance and Panton Valentine Leucocidine toxin. Both of
these cases were unresponsive to Vancomycin, and Linezolide was added.

(*) PGS.TS.GV cao cip BM Nhi — DPHYD TPHCM, TK Dich vu BV NB1 TPHCM
73



‘g) IMEXPHARM

Su cam ket ngay tu dau

5 rlii‘t gua rroru CIQJ
NHIEM KHUANMU JHONG

"["ml af |

§25 MmO

Claminat

Amoxicillin | acid Clavulanic

S6 Gidy xac nhan néi dung théng tin thuéc clia Bé Y té: 0068/2018/XNTT/QLD, ngay 27 thang 03 nam 2018.
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BACTAMOX"

Amoxicillin | Sulbactam

56 Gidy tiép nhan hé so dang ky thong tin thusc ctia Cuc Quan ly duoc: 0171/16/QLD-TT, ngay 15 thang 06 nam 2016
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BENH SO'I VA BIEN CHUNG HO HAP O TRE EM

Tréan Anh Tuén(*)
Tom tit:

Séi 1a bénh nhidm khuan cap tinh do virus sai, 1ay lan cao, va van 1a nguyén nhan bénh tat, tir vong
thuong gap & tré em. Van dé quan trong chinh yéu trong bénh sai Ia tinh trang suy giam mién dich do
virus soi gay ra, dua dén nhidm trang co hoi. Cac nguyén nhan gay nhidm tring the phét thuong la
S.pneumoniae, H.influenzae va ca K.pneumoniae, E.coli, E.cloacae, P.aeruginosa, A.baumanii,
C.albicans.

Ton thwong ho hap rat thudng gap trong soi va chinh 1a 1 phan trong nhiém virus soi. Boi nhiém vi
tring ciing ¢ thé xay ra & bat ky vi tri nao trén duong hd hap, c6 thé thi phat sau ton thuong mo tai
ché do virus soi va do uc ché mién dich té bao. Cac bién chiing hd hap thuong gap l1a: viém tai giia
cap, viém thanh khi phé quan cap, viém phé quan, viém tiéu phé quan, nhat 1a viém phoi.

Viém phdi 1a bién chung thuong gap nhat, c6 thé do chinh mot minh virus soi, hay déng nhiém virus
thir phét (adenovirus, Herpes Simplex Virus), hodc nhidm vi khuan tha phat. Viém phoi k& té bao khong
16 12 bién chimg thuong gap & bénh nhan suy giam mién dich. Ghi nhan ty 1& lao phdi c6 thé tré nén co
hoat tinh cao hon & nguoi nhidm Mycobacterium tuberculosis mac bénh soi.

Trén 1am sang, can luu ¥ phat hién va diéu tri som bién chimg hd hap nhat 1a & bénh nhi nhap vién.
Trong diéu tri bén canh hd trg hd hap thich hop, bd sung Vitamin A liéu cao, can lya chon khang sinh
phu hop. Truong hop bién ching hd hap ning, can sém phéi hop khang sinh khang tu ciu va vi khuan
Gram am.

SUMMARY: MEASLES AND RESPIRATORY COMPLICATIONS
IN CHILDREN.

Tran Anh Tuén(¥)

Measles is highly contagious acute infection due to measles virus and is still a common cause of
childhood morbidity and mortality. The most important problem in measles is the depression of cellular
immunity secondary to measles virus, leading to opportunistic infections. The common pathogens are
S.pneumoniae, H.influenzae, K.pneumoniae, E.coli, E.cloacae, P.aeruginosa, A.baumanii, C.albicans.

Involvement of the respiratory tract is very common and is part of the measles virus infection itself.
Bacterial superinfection may occur in any area of the respiratory tract, may be secondary to local tissue
damage inflicted by the virus and depression of cellular immunity. The common respiratory
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complications of measles in children are acute otitis media, laryngotracheobronchitis, bronchitis,
bronchiolitis, and especially pneumonia.

Pneumonia is the commonest complication of measles, may be caused by direct viral invasion of the
lungs or by bacterial superinfection. Pneumonia may be caused by measles virus alone, secondary viral
infection with adenovirus or HSV, or secondary bacterial infection. Measles is one cause of Hecht’s
giant cell pneumonia, which usually occurs in immunocompromised. There may be a higher rate of
activation of pulmonary tuberculoses in populations of individuals infected with Mycobacterium
tuberculosis who are then exposed to measles.

Repiratory complications should be suspected and detected early in children admitted for measles.
Patients with measles should be given supportive therapy, supplemental vitamin A. Bacterial
superinfection should be promptly treated with appropriate antimicrobials. In case of severe respiratory
complications, the empiric antimicrobial drug regimen to cover S.aureus and Gram-negative bacilli
may be reasonable.
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(*)TS BS .Trueng khoa hd hdp — Bénh vién Nhi Bong 1, Phé Chai tich Héi HO hap TPHCM

78



CHAN DOAN VA BIEU TRI SUY HO HAP & TRE EM

Pham Thj Minh Hong(*)

TOM TAT

Chan doan nguy kich ho hdp & tré em dua vao cac dau hiéu ting cong ho hap nhu thd nhanh, st dung
co h6 hip phu, phap phong canh mii va/hodc rat 16m 1dng nguc. Ngoai ra, dau gat gu va tho rén 1a
nhirg ddu hiéu thudng gip hon ¢ nhii nhi va tré nho. Thé cham khong phu hop lira tudi va tinh trang
1am sang ciing c6 thé 1a mot dau hiéu cta nguy kich ho hip va de doa ngung tho.

Can phai nhan biét va diéu tri ngay nguy kich ho hip & tré em. Su cham tré s& dua dén suy ho hap,
ngimg tim phodi va tir vong. Can xu tri dudng thd bénh nhi ¢6 dau hiéu de doa suy ho hap ngay trude
khi danh gia day du. Diéu tri khoi dau nén tap trung vao danh gia nhanh bénh nhi va hd trg duong tho,
hd hap va tuan hoan.

Mot s6 bénh 1y giy nguy kich ho hap can can thiép dé ctru séng ngay nhu tic nghén ho hap trén cip
tinh, tran khi mang phoi ap luc, de doa ngung thd va chén ép tim cap.

O tré em nguy kich ho hap, bénh sir va kham 1am sang gitip khu tri nguon gdc ciing nhu goi ¥ nguyén
nhan va huéng dan xt tri khoi dau. Nhiing xét nghiém bod sung s& dugc thuc hién sau nham xéac dinh
chan doan va hudng dan diéu tri.
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SUMMARY

Pham Thj Minh Hong(*)

In children, respiratory distress is typically characterized by signs of increased work of breathing, such
as tachypnea, use of accessory muscles, nasal flaring, and/or retractions. Head bobbing and grunting
are additional signs more commonly seen in infants and young children. A respiratory rate that is
inappropriately slow for the child's age and clinical condition may also be a sign of respiratory distress
and may be a sign of impending respiratory arrest.

Respiratory distress in children must be promptly recognized and treated. Delay may result in
respiratory failure, cardiopulmonary arrest, and death. Airway management in patients with signs of
impending respiratory failure should be initiated prior to full evaluation. Initial management should
focus on rapid patient assessment and support of airway, breathing, and circulation.

Several conditions associated with acute respiratory distress require immediate, life-saving
interventions including acute upper airway obstruction, tension pneumothorax, impending respiratory
arrest, and acute cardiac tamponade.

In children with respiratory distress, features of the history and physical examination will ideally
localize the source as well as suggest the etiology and direct initial treatment. Ancillary studies can
then be performed as indicated to confirm the diagnosis and guide management.

(*) PGS TS BS. Ph6 Khoa Y — PHYD TPHCM, GV cao cidp BM Nhi PHYD TPHCM
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NHIEM KHUAN HO HAP CAP TiNH & TRE EM

Ta V&n Tram(*)

Nhiém khuan hé hap cép tinh 1a bénh nhiém khuan cip tinh ctua duong ho hip tir tai, mii, hong, thanh
quan, khi quan cho dén phdi. Pay 1a bénh phd bién nhit, nguyén nhan nhap vién va tr vong hang dau
& tré em, nhat 13 tré dudi 5 tudi. Co 2 loai nhiém khuan ho hap cép tinh: Viém ho hép trén 14 viém
nhidm ving tai - miii - hong, thudng do virus, néu cham soc tot da s tré s& tw khoi. Viém ho hap dudi
bao gom: viém tiéu phé quan, viém phdi..., trong d6 viém phdi 12 nguyén nhan nhap vién va tir vong
hang dau ¢ tré dudi 5 tudi. Triéu ching ctia nhiém khuan ho hap cip tinh: Triéu chimg thudng thay
nhat 13 ho dudi 30 ngdy, c6 thé kém theo sét hodc khong. Ngoai ra con c6 thé kém theo cic triéu ching
khéc nhu: dau hong, nghet miii, s6 miii, the kho khé. Triéu ching sém nhét khi tré bi viém phéi la thé
nhanh: tré dudi 2 thang nhip thé tir 60 lan/phut tré 18n; tré tir 2 thang dén dudi 12 thang nhip thd tir 50
lan/phit trd 1én; tré tir 12 thang dén dudi 5 tudi nhip tho tir 40 lan/phat tro 1én. Khi tré ¢6 thé co 16m
léng nguc, can cho tré nhdp vién vi day la tri€u chirng cho biét tré da bi viém phéi nang, can diéu tri
tich cyc dé tranh bién ching va tir vong. Can luu ¥, moi trudng hop viém phdi ¢ tré dudi 2 thang tudi
déu niang va can phai nhap vién. Nhiém khuan ho hap 1a mét trong nhitng bénh ly nhiém khuan thuong
gap, dac biét trong thoi ky dé khang khang sinh dang tré thanh van dé toan cau nhu hién nay thi viéc
lya chon khang sinh hop ly trong viéc diéu tri nhiém khuan hd hap luén nhan dugc sy quan tam. Viéc
lya chon giai phap phu hop cho bénh nhan tly thudc vao nhiéu yéu té, trong dé tng dung vi sinh 1am
sang dong mot vai trd quan trong, gop phan vao sir dung khéang sinh hop ly. Cac lgi ich cua viéc tuan
thii nhitng hudéng dan diéu tri khang sinh hop Iy khdng nhitng cai thién ty 18 séng cia bénh nhan, ma
con gitp cho bénh nhan dat duoc sy 6n dinh vé 1am sang nhanh hon, khong phi thoi gian trong viéc
thay d6i khang sinh diéu tri, rGt ngan thoi gian nam vién hon, va nhu vay chac chan tiét kiém chi phi
diéu tri hiéu qua cho toan xa hoi. Muc dich quan trong nhat trong viéc si dung khang sinh khéng
phdi don thuan chi la diéu tri cac triéu chizng bénh, ma con phdi diét trir hoan toan vi khudn trong co
thé nguwoi bénh. Can bg y té can phdi am hiéu va tuan tha diéu tri nham tranh tao diéu kién cho vi
khudn dé khang thuac.
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ACUTE RESPIRATORY INFECTIONS IN CHILDREN

Ta V&n Tram(*)

Acute respiratory infections are acute infections of the airway of the ears, nose, throat, larynx, trachea
to the lungs. This is the most common disease, the leading cause of hospitalization and death in
children, especially children under 5 years old. There are 2 types of acute respiratory infections: upper
respiratory infection is an infection of the ear-nose-throat area, usually caused by viruses, if taking
good care most children will recover themselves. Lower respiratory inflammation includes:
bronchiolitis, pneumonia..., in which pneumonia is the leading cause of hospitalization and death in
children under 5 years old. Symptoms of acute respiratory infections: The most common symptom is
coughing less than 30 days, which may be accompanied by a fever or not. There may also be other
symptoms such as sore throat, nasal congestion, runny nose, wheezing. The earliest symptom when a
child has pneumonia, is rapid breathing: children under 2 months of breathing from 60 times / minute
or more; children from 2 months to less than 12 months breathing 50 times / minute or more; Children
from 12 months to under 5 years of age have 40 breaths / minute or more. When the child has chest
concave breathing, the child should be hospitalized because this is a symptom that the child has severe
pneumonia, needing aggressive treatment to avoid complications and death. It should be noted that all
cases of pneumonia in children under 2 months old are severe and require hospitalization. Respiratory
infections are one of the most common infectious diseases, especially in the period of antibiotic
resistance, which is becoming a global problem nowadays, the selection of appropriate antibiotics in
the treatment of respiratory infections always gets attention. Choosing the right solution for the patient
depends on many factors, in which the clinical, microbiological application plays an important role,
contributing to the proper use of antibiotics. The benefits of adherence to appropriate antibiotic
treatment guidelines not only improve the patient's survival rate, but also help patients achieve clinical
stability more quickly, without wasting time at work. Changing therapeutic antibiotics, shortening the
length of hospital stays, and thus definitely saving the cost of effective treatment for the whole society.
The most important purpose in the use of antibiotics is not merely a treatment of disease symptoms, but
also to completely eradicate the bacteria in the patient's body. Health workers need to be
knowledgeable and adhere to treatment to avoid creating conditions for drug resistance.

(*) PGS TS. Gidm Péc BVPK tinh Tién Giang. PGP SYT Tién Giang
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CAP NHAT CHAN POAN VA XU’ TRi VIEM PHOI BENH VIEN /
VIEM PHOI LIEN QUAN THO MAY O’ TRE EM

Pham Véan Quang(*)
TOM TAT

Viém phéi bénh vién, viém phdi lién quan thé may 1a nhiém trang bénh vién thuong gap nhat khdng
chi & ngudi 16n ma con & tré em, 1am tang ti 1& tr vong, s6 ngdy nam vién va chi phi diéu tri. Tinh hinh
vi khuan khang thudc trong nhidém tring bénh vién ngay cang ting cao gy khé khin trong cong tac
diéu tri. Vi vay viéc cap nhat chan doan va diéu tri viém phoi bénh vién rat can thiét. Trén thé gioi, cac
huéng dan xur tri viém phoi bénh vién, viém phoi lién quan the may caa Hiép hoi bénh Iy truyén nhiém
Hoa Ky, Hiép hoi Long nguc Hoa Ky da an ban nim 2016 va huéng dan xu tri cua Hiép hoi HO hap
chau Au, Hiép hoi Hoi sirc chau Au, Hiép hoi bénh ly truyén nhiém va vi sinh 1am sang chau Au da an
ban nam 2017. Bai cap nhat caa ching tdi dua trén cac khuyén céo cua 2 huéng dan xu tri ndy va cac
huéng dan xu tri qudc gia, cac nghién ctu vé viém phdi bénh vién, viém phai lién quan thé may & tré
em trong 5 nam gan day dé dua ra cac khuyén cdo vé chan doan, xur tri, dac biét 1a chién lugc sir dung
khang sinh trong van dé nay & tré em nham giam ti 1é tir vong, s ngay nam vién va chi phi diéu tri.

Tir khoa: viém phéi bénh vién, viém phai lién quan thé may, chdn dodn, xir tri
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ABSTRACT UPDATE OF THE DIAGNOSIS AND MANAGEMENT OF
HOSPITAL-ACQUIRED OR VENTILATOR-ASSOCIATED PNEUMONIA IN
CHILDREN

Van Quang Pham(*)

Hospital-acquired pneumonia (HAP) and ventilator-associated pneumonia (VAP) continue to
represent the most common nosocomial-associated infections in adult and children, resulting in
significant attributable mortality, increased length of hospital stay, and financial burden. The role of
multidrug-resistant (MDR) pathogens in nosocomial infections is increasing, causes the difficulties in
the treatment. So, the update of the diagnosis and management is very necessary. In the world, the
updated guidelines on the diagnosis and management of HAP and VAP of the Infectious Diseases
Society of America (IDSA), the America Thoracic Society (ATS) is published in 2016 and the updated
guidelines of the European Respiratory Society (ERS), European Society of Intensive Care Medicine
(ESICM), European Society of Clinical Microbiology and Infectious Diseases (ESCMID) is published
in 2017. Our update base on the recommendations of these 2 guidelines and the national guidelines, the
studies on pediatric HAP / VAP in recent 5 years for providing the recommendations on the diagnosis
and management, especially on the antibiotic strategy in pediatric HAP / VAP to reduce mortality rate,
length of hospital stay, and financial burden.

Keywords: Hospital-acquired pneumonia (HAP), ventilator-associated pneumonia (VAP), diagnosis,
management

(*) PGS TS BS. TK Khoa Hai sizc tich ciec, Bénh vién Nhi Pong 1
Bo mon Nhi, Truong DPHYK Pham ngoc Thach

Email: phamvanquang73@yahoo.com.vn

Dién thogi: 0908664299
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