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Thuyén tac phdi cap: phan tang nguy co’ va khuyén cao diéu tri
Tai twdi mau bang Tiéu soi huyét

Tai twdi mau bang can thiép trwc ti€p qua duwd'ng 6ng thong
Chia sé ca ldm sang can thiép 1y huyét khdi DM phoi

Két luan



Tong quan Thuyén tac phoi

= Thuyén tac huyét khéi tinh mach (Venous
thromboembolism)

= Huyét khoi tinh mach sau (Deep Vein Thrombosis)
= TDMP: Thuyén tic phéi (Pulmonary embolism)

= Ty lé tr vong cao
» T vong dot ngdt
= Piéu tri kéo dai va chi phi cao
4 | = Pélai di chitng nang né (suy tim/
, W“““ hau huyét khéi)

™ dui —— Cuc méau déng
|

TM néng — Huyét khéi

(*) Tapson V.F. (2008) NEJM, 35, 1037 - 52 w



Ganh nang béng ly PE

PE I3 HC tim mach cap tinh th& ba (sau NMCT va dot quy)?
Tan suat:

e PE:39-115/100 000 dan

e DVT: 53 -162 / 100 000 dan?3

Chi phi cho diéu trj VTE khoang 8,5 ti €/nam & chau Au*
1-3% thuyén tic ph6i dan dén tang dp phdi man tinh

TU vong:

e Do PE duoc chan dodn bang tl thiét 59%

e T&* vong s&m: 9-11% trong 30 ngay

1. Arterioscler Thromb Vasc Biol 2014;34:2363-2371.
2. Circ Res 2016;118:1340-1347.

3. Eur Heart J;doi: 10.1093/eurheartj/ehz236

4. Thromb Haemost 2016;115:800-808.

5. Thromb Haemost 2007;98:756-764.



Tai sao phan tang nguy co’ trong PE

MASSIVE PE
[High risk]

* 5% PE population

« 58%' mortality @ 3 months

SUBMASSIVE PE
[Moderate/Intermediate risk]
*  40% PE population

*  21%' mortality @ 3 months

MINOR PE

[Low risk]
*  55% PE population

» Good prognosis
* Low mortality rate’-?

1.Goldhaber SZ et al. Acute pulmonary embolism: clinical outcomes in the International Cooperative Pulmonary Embolism Registry (ICOPER). Lancet 1999;353:1386-1389
2.Meyer G et al. Fibrinolysis for Patients with Intermediate Risk Pulmonary Embolism. New Engl J Med 2014; 370: 1402-11
3.Casazza F et al. Clinical features and short term outcomes of patients with acute pulmonary embolism. The Italian Pulmonary Embolism Registry (IPER). Thrombosis Research 2012; 130:847-852



Phan loai do nang PE va nguy co’ tir vong s&'m

Lam sang va can lam sang
Réiloan | PESIIII=1V, | Réiloan Tang

Nguy co’
tr vong som hoac sPESI | chirc nang | Troponin

>1 that phai ™)

ESC PE 2019



Chién lwoc diéu tri PE cap

&

—— . STEP 1: Administer
, Y— Therapeutic Anticoagulation
-

j |

STEP 2: Risk Stratify to
Identify Intermediate-High
and High-Risk PE

&% STEP 3: Consider Advanced

4 Therapy for High-Risk and

#Y Decompensated Intermediate-High
and High-Risk PE

Pulmonary Embolism



Diéu tri PE dwa vao phan ting nguy co’

HIGH
RISK

Cardiac arrest
Cardiogenic shock
Paradoxical bradycardia
Vasopressor requirement

Hypotension
Acute respiratory failure
Ventricular Tachyarrhythmia

INTERMEDIATE-HIGH RISK
Normotensive, with both
1) Imaging evidence of RVS, and
2) Elevated cardiac biomarkers

INTERMEDIATE-LOW RISK
Normotensive, with either
1) Imaging evidence of RVS, or
2) Elevated cardiac biomarkers

LOW RISK
SPESI =0

No imaging evidence of RVS (if assessed)
Normal cardiac biomarkers (if assessed)
PE may be asymptomatic, incidental

ESC PE 2019

Acute-phase treatment of high-risk PE

Systemic thrombolytic therapy is recom-
mended for high-risk PE. &%

Surgical pulmonary embolectomy is recom-
mended for patients with high-risk PE, in whom
thrombolysis is contraindicated or has failed.” *®’

Percutaneous catheter-directed treatment
should be considered for patients with high-

risk PE, in whom thrombolysis is contraindi-

cated or has failed.®

IHa




Diéu tri PE dwa vao phan ting nguy co’

HIGH
RISK

g Acute-phase treatment of intermediate or low risk PE

Paradoxical bradycardia
Vasopressor requirement

Hypotension
Acute respiratory failure

peaicoe eyt Rescue thrombolytic therapy is recommended
INTERMEDIATE-HIGH RISK for patients with haemodynamic deterioration

Normotensive, with both

1) Imaging evidence of RVS, and on anticoagulation treatment.*#*

2) Elevated cardiac biomarkers

As an alternative to rescue thrombolytic ther-

INTERMEDIATE-LOW RISK - =
g apy, surgical embolectomy” or percutaneous
1} g eience of KV, ox catheter-directed treatment® should be con- Ha C

2) Elevated cardiac biomarkers

LOW RISK sidered for patients with haemodynamic dete-

i rioration on anticoagulation treatment.

No imaging evidence of RVS (if assessed)
Normal cardiac biomarkers (if assessed)
PE may be asymptomatic, incidental

ESC PE 2019




ESC 2019: Systemic thrombolytic
vs percutaneous catheter-directed treatment

Tiéu soi huyét dwérng toan than:

- Khaoi phéat tac dung nhanh

- Hiéu qua va an toan trong phan I&n cac
trwong hop

- Khdéng xam 1an

- Ki thuat don gian

Lay huyét khoi qua catheter:

- Hiéu qua

- St dung duworc trong cac tinh huéng phure tap,

nguy co chay mau cao

Linh hoat: C6 thé phdi hop st dung nhiéu bién

phép trong qué trinh can thiép: truyén tiéu soi

huyét tai cho, s& dung s6ng siéu am pha huyét

KhOi

- HOGkMGHdTSthay &t EveHehutn gogdoi:10.1093/eurheartj/ehz405

Tang hau ganh thit phai

. Gian that phai

Ho van ba 1a

Twdi mau mach

| thé dich

|
|

. “ [JJ ] A % ~
Huyétap Soc tac nghén

Cung luon, 5 Death ar T‘hét P ting nhu
@ 2 cau oxy

X . N " Tao shunt dong - tinh
Tién ganh that trai

/" mach phéi
Cung luong thét P g

Viém co tim

7 Thét P bi thiéu mau, chin

—_— thuong do nhiém doc
Truong luc thit P ¢

. Cang gian that P T

Hoat hoa than kinh

)

Muc tiéu: cat vong xoan bénh ly




Tai twdi mau: Tiéu soi huyét toan than

Phén tir

Liéu trinh

Chong chi dinh cia tiéu sgi hu

rtPA

Streptokinase

Urokinase

100mg trong 2 gidr

0.6 mgkg trong 15
phat (lifu thi da
50mg)*

250 000IU liéu nap
trong 30 phat, sau do
100 000 Ul/gicr trong
12-24 giy

Liéu trinh ting toc:
1.5 triéu IU trong 2
gidr

4400 TU/kg la liéu
nap trong 10 pht, sau
dé 4400 TU/kg/gidr
trong 12-24 gidr

Ligu trinh tang toc: 3
triéu IU trong 2 gidr

Tuyét doi

Tién sir d6t quy xudt huyét ndo hodc dot
quy khing rd ngudn gbe

Dt quy thiéu mdu cuc bé trong 6 thing nay

Khdi u hé thin kinh trung wong

Chén thwong lém, phiu thudt hodc chén
thuong diu trong 3 tuin nay

Dé chay médu

Chay méu tién trién

Twong dbi

Con thiéu mdu ndo thodng qua trong 6
thing nay

Thube chéng déng dudmg udng

Mang thai hodc tuin déu tién sau sinh

Vi tri dim khdng nén

Héi stre chéin thwong

Tang huyét ap khang trj (HA tim thu =180
mmkg)

Bénh gan tién trién

Viém ndi tim mac nhiém triing

Loét da diw tidn trifn

Tiéu s¢i huyét

Cai thién tac ngh&n mach phéi, PAP va
khang luc mach phdi so véi UFH

Loi ich:

48 gio khi co triéu chirng,

Co hitu ich & bn 6 triéu chirng 6-14
ngay.

Tiéu soi huyét khéng thanh cong:
LAm sang ko 6n dinh dai dang

RL chirc ndng RV khéng thay doi trén
siéu am tim sau 36 gi¢

Chay mau:

Chay mau nang: 9.9%

Xuat huyét ndi so: 1.7%
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Nghién ciru da trung tam tai Viét Nam

Table 3. In-Hospital Adverse Events.

High-risk mortality PE  Intermediate-high risk PE

group; n = 48 group; n = 32 Totaln =80 P value
Major intracranial bleeding 0 0
Major bleeding or needed blood transfusion 0 | (blood loss due to
menstrual bleeding)
Minor bleeding (bleeding due to urethral/stomach 2 (4.2%) 5 (15.6%) 086 (Fisher’s
catheter placement, bleeding tooth) exact test)

Table 4. Transthoracic Echocardiography and Computer Tomography Pulmonary Angiogram (CTPA) Before and After Thrombolysis.

Before thrombolytic therapy After | day At the time of hospital discharge

Right ventricular size (mm) 30.1 + 3.40 244 + 546 22.04 + |.3
Pulmonary artery pressure (mm Hg) 510+ 11.14 355 + 6.94 33.45 + 5.65

Severity index score on CTPA? 55.9 ; 13.25 Mot available 325 i-|4.33




Nghién ciru da trung tam tai Viét Nam

Results (80 patients )
- The mean age of patients was 61.6 years + 18.7 (range 18-95 years).

- There were 60% patients at high risk of mortality from their PE and 40% patients at
intermediate—high risk of mortality.
- Survival to hospital discharge occurred in 73 of 80 (91.3%). All deaths occurred in the high-risk

mortality PE group. All 73 patients that were discharged were alive 3 months later.
Conclusion

The accelerated regimen with injection of alteplase at 0.6 mg per kg of body weight (maximum
of 50 mg) over 15 min was shown to be effective and safe in a case series of Vietnamese
patients with acute high risk and intermediate risk PE

https://journals.sagepub.com/doi/full/10.1177/10760296211037920



https://journals.sagepub.com/doi/full/10.1177/10760296211037920

Tiéu soi huyét & bénh nhan cé ngirng tuan hoan

BUOC PAU DIEU TRI BANG ALTEPLASE LIEU THAP
CHO BENH NHAN TAC PONG MACH PHOI CAP
CO NGU'NG TUAN HOAN

Hoang Bui Hai'? , Pd Giang Phuc?, Lé Duy Lac?, Bui Nghia Thinh?
"Trirong Bai hoc Y Ha No6i

’Bénh vién Dai hoc Y Ha NGi

*Bénh vién Da khoa Quéan Thu Burc

Ngtrng tuédn hoan la dién bién nguy hiém nhat cla tac déng mach phdi cap, ti1é tirvong & nhom nay c6 thé dén
95%. Tai théng déng mach phéi Ia viéc can lam ngay song song héi sinh tim phéi. Nghién ctru nhdm danh giéa két
qua diéu tribang thude tiéu soi huyét liéu 0,6 mg/kg can nang & bénh nhan ngig tuan hoan do tic déng mach phéi
cap. D&y la nghién ctru mé ta loat ca bénh & ba bénh vién khac nhau tir nam 2015 dén 2020. C6 6 bénh nhan dii
diéu kién chon vao nghién ctiu, trong dé c6 4/6 bénh nhan (66,7%) duoc tiéu soi huyét ngay lic héi sinh tim phéi,
trong dé 3/4 bénh nhan (75%) tai lap duoc tuan hoan tw nhién ngay sau TSH. Ti Ié séng la 4/6 (66,7%). Khéng
c6 bénh nhan nao cé bién chimg chay méau trong, sau ding thube tiéu soi huyét. Tat ca 4 bénh nhan sbng déu
khéng c6 di ching than kinh xau. Nghién ctru cho thay tiéu soi huyét liéu 0,6 mg/kg cén nang truyén trong 15 phut
ngay trong ltic héi sinh tim phéi buéc dau cé két qua tét trong xdr tri ngirng tuén hoan do tac déng mach phdi cap.



PE nguy co’ cao/ RL huyét ddng: Thay déi mirc khuyén cdo

Khuyén cdo 2014 2019
Tiéu sgi huyét ctru vin duge khuyén cdo cho nhirng bénh nhin rbi Ia 1
loan huyét dong
Phiu thudt hat huyét khéi hodc dit dng théng catheter nén dugc b Ila

xem xét thay thé khi tiéu sgi huyét thit bai & nhimg bénh nhan c6
rdi loan huyét déng

Gia trj D-dimer va céc dy dodn ldm sang nén dugc xem xét dé IIb Ia
loai trir PE trong thai ki va thdi ki hfiu san

Pénh gid chuyén séu thém c6 thé dugc xem xét & nhitng bénh
nhin PE khéng triéu chimg do nguy co ting ép phoi do thuyén tic
huyét khéi

Phau thuat 1y HK dwoc chi dinh cho BN TTP
cép nguy co cao nhwng chdéng chi dinh diéu tri
tieéu soi huyét, hoac diéu tri tieu sgi huyét that bai
Can thiép héa co hoc hoac hut HK bang éng
théng dwoc can nhic chi dinh cho BN TTP cap
kém theo tut huyét ap va (1) nguy co chay mau
cao, hoac (2) tieu soi huyét duwédrng toan than that lla c
bai, hoac (3) dang trong tinh trang séc cé nguy co’
tlr vong trrdrc khi tiéu soi huyét dwérng toan than co
hiéu lwc, néu cé chuyén gia va ngudn lwc pht hop
Noradrenalin va/hoac Dobutamin dwoc can
nhic chi dinh cho BN TTP c4p nguy co cao
ECMO phdi hop vé&i phau thuat 1Ay HK hoac can
thiép qua éng théng duoc can nhic chi dinh cho
BN TTP cap nguy co cao bi séc tim khang tri,
ho&c ngtrng tuan hoan

lla C




Cap nhat cac khuyén céo hién tai

Table 1. Society Guidelines and Statements for Management of High-Risk PE

ESC (2019)® Systemic thrombolysis 1B
Surgical embolectomy (when systemic thrombolysis failed or contraindicated) I,C
Catheter-based therapy (when systemic thrombolysis failed or contraindicated) lla, C
ECMO llb, C
AHA Systemic thrombolysis lla, B
Scientific Statement (2011)% Surgical embolectomy (when systemic thrombolysis failed or contraindicated) lIb, C
Consensus Statement (2019)"° Catheter-based therapy (when systemic thrombolysis failed or contraindicated) lIb, C
CHEST 2021 Update'® Systemic thrombolysis Weak, low-certainty

Catheter-based therapy (when systemic thrombolysis failed or contraindicated) Weak, low-certainty
PERT Consortium Consensus Practice (2019)"7 Systemic thrombolysis MNA

Catheter-based therapy (when systemic thrombolysis failed or contraindicated)

Surgical embolectomy (when systemic thrombolysis failed or contraindicated)
MSC (with refractory shock or cardiac arrest)

Society of Interventional Radiclogy Position State- Catheter-based therapy in highly selected patients MNA
ment (2018)8

AHA indicates American Heart Association; CHEST, The American College of Chest Physicians; ECMO, extracorporeal membrane oxygenation; ESC, European Soci-
ety of Cardiology; MSC, mechanical circulatory support; NA, not applicable; PE, pulmonary embolism; and PERT, Pulmonary Embolism Response Team.

Circ Cardiovasc Interv. 2023;16:€012166. DOI: 10.1161/CIRCINTERVENTIONS.122.012166



Percutaneous catheter-directed treatment

' '

therapy for acute PE. A) Fragmentation. B) Rheolytic therapy.
C) Catheter-directed thrombolysis. D) Aspiration.

Cleaner . JETi
7 gell "
Rotational Th,':;,',gbeq;tamy Hydrodynamic
Thrombectomy Catfeier Thrombectomy
System System
T — Pharmacomef TnicaL CRT Pharmacgg_trachamcal Figure 1. Mechanisms of catheter-based therapies for acute PE.
‘ Mechanical ‘ Percutaneous Mechanical ‘ = ’ Schematic illustration of the four mechanisms of catheter-directed

Thrombectomy CDT

Thrombectomy

The Success rates (defined as haemodynamic stabilization, correction of hypoxia, and
survival to hospital discharge) of CDT have reached 87%



Diéu trj truc tiép qua catheter: thu hep khoang cach bang chirng

Table 1 Current landscape of evidence for catheter-based therapies in pulmonary embolism

Catheter-directed thrombolysis Catheter-directed embolectomy  Catheter-directed thrombolysis

(*single-arm’ or *vs. medical (*single-arm’ or *vs. medical vs. catheter-directed
therapy’) therapy") embolectomy
Low-risk PE Mone MNone MNone
Intermediate-risk PE  » ULTIMA RCT (NCT01166997) * FLARE (NCT02692586) * PEERLESS RCT

« CANARY RCT (NCT05172115)
« HI-PEITHO RCT
(NCT04790370)
High-risk PE « CANARY RCT (NCT05172115)
* SEATTLE Il (NCT01513759)

FLASH (NCTO03761173)" (NCT05111613)
EXTRACT-PE (NCT03218566).

FLASH (NCTO03761173)°
FLAME (NCTO04795167)"

Colours: white indicates no evidence, blue indicates available evidence (single-arm studies or haemedynamic outcomes), and bold indicates studies that are currently underway.
Completed studies listed have only shown haemodynamic improvements and have not evaluated patient-centred outcomes (e.g. mortality, readmission).
RCT, randomized control trial.

"Single-arm studies.

Ekosonic: ULTIMA RCT, SEATTLE Il, HI-PEITHO RCT. Catheter Cragg-mcnamara: CANARY RCT
Indigo System: EXTRACT-PE. Flowtriever: FLARE, FLASH, FLAME, PEERLESS RCT

European Heart Journal: Acute Cardiovascular Care (2023) 12, 243-24



Phan tich gop so sanh diéu tri 1ay huyét khai
truc ti€p qua catherter va TSH toan than

Published: 31 August 2021

Catheter directed compared to systemically delivered
thrombolysis for pulmonary embolism: a systematic
review and meta-analysis

Ahmed K. Pasha, Muhammad Umer Siddigui, Muhammad Danial Siddigqui, Adnan Ahmed, Ammar
Abdullah, Irbaz Riaz, M. Hassan Murad, Haraldur Bjarnason, Waldemar E. Wysokinski & Robert D. McBane
1]

Journal of Thrombosis and Thrombolysis 53, 454-466 (2022) | Cite this article

283 Accesses | Metrics

11.932 bénh nhan, 08 nghién ctru quan sat



Ty |é tir vong n

i vién tha

p hon @ nhdm hut huyét khoi

Forest plot of in-hospital mortality

CDT Systemic

Study or Subgroup Events Total Events Total
Arora et al. 69 1,128 337 2,256
Augertinos et al. 3 213 14 104
Geller et al. 41 629 63 629
Klevamets et al. 1 107 5 102
Liang et al. 136 1455 714 4,272
Patel et al. 29 217 142 651
Sharifi et al. 2 47 0 50
Yoo et al. 4 28 6 44
Total (95% ClI) 3,824 8,108
Total events 285 1,281

Heterogeneity: Tau? =0.06; Chi=17.44, df =7 (P =0.01); I = 60%

Test for overall effect: Z=4.72 (P<0.00001)

Weight
24.0
19.0

26.8
19.3

100.0

Risk Ratio Risk Ratio
(%) M-H, Random, 95% CI M-H, Random, 95% CI
0.41[0.32, 0.53] -
4.2 0.10 [0.03, 0.36]
0.65 [0.45, 0.95] ==
1.5 0.19[0.02, 1.60] -
0.56 [0.47, 0.67] L
0.61[0.42, 0.89] >
0.6 5.31[0.26, 107.85] e —
4.5 1.05[0.32, 3.39]
L 4
0.52 [0.40, 0.68]
i i i
0.01 0.1 1 10 100

Favours CDT Favours ST



Bién c6 xuat huyét ndo thap hon & nhédm hut huyét khoi

Forest plot of major bleeding

CDT Systemic Weight Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total (%) M-H, Random, 95% ClI M-H, Random, 95% Cl
Augertinos et al. 17 213 20 104 378 0.42[0.23, 0.76] —-—-L
Liang et al. 123 1455 335 4,272 472  1.08[0.88, 1.31]
Sharifi et al. 2 47 0 50 60 531[0.26,107.85] >
Yoo et al, 1 28 2 44 90 _ 0.79[0.07,8.27]
Total (95% Cl) 1,743 4,470 100.0 | 0.80[0.37, 1.76] -
Total events 143 357 . | " .
Heterogeneity: Tau? = 0.33; Chi® = 9.95, df = 3 (P = 0.02); I? = 70% 001 01 1 10 100

Test for overall effect: Z =0.55 (P=0.58)
Favours CDT Favours ST

Forest plot of intracranial hemorrhage

cDT Systemic Weight Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total (%) M-H, Random, 95% CI M-H, Random, 95% CI
Arora et al. 9 1,128 23 2,256 205 0.78 [0.36, 1.69]
Augerinos et al. 3 213 5 104 6.0 0.29 [0.07, 1.20]
Geller et al. 12 629 12 629 19.2 1.00 [0.45, 2.21]
Liang et al. 20 1,455 96 4,272 528 0.61 [0.38, 0.99] -
Patel et al. 0o 217 9 651 1.9 0.16 [0.01, 2.69] =
Total (95% CI) 3,642 7,912 100.0 0.66 [0.47, 0.94] “»
Total events 44 145
Heterogeneity: Tau? = 0.00; Chiz=3.61,df =4 (P=0.46); I?7=0% I i t i
Test for overall effect: Z = 2.32 (P=0.02) 0.01 01 1 10 100

Favours CDT Favours ST



FLASH registry

EU rOIntervention ISSUES ARTICLES TOPICS SERVICES ABOUT AUTHOR CENTRE

PERIPHERAL INTERVENTIONS

Acute outcomes for the full US cohort of the FLASH mechanical thrombectomy
registry in pulmonary embolism

% FLASH: NC da trung tdm, 1.000 bénh nhan PE & Hoa Ky va Chau Au duwoc diéu tri
bang phuong phap 18y huyét khdi FlowTriever.
** Muc tiéu chinh:
= Bién co bat lgi lén bao gdm tir vong lién quan dén thiét bi va chdy mau nang sau
48h, va cac bién cb bat lgi trong thu thuat.
= Ty lé ti vong do moi nguyén nhan 48h.
+»* 800 BN duwoc theo doi:
" 76,7% co PE nguy co trung binh cao
= 7,9% c6 PE nguy co cao.

23



FLASH registry

Table 3. Safety and mortality outcomes.

Safety outcomes at 48 hours | % (n/N) A RY/LY rabio
Major adverse event composite 1.8 (14/788) ig <0001
Device-related death 0.0 (0/788) '
Major bleeding 1.4 (11/788) s M
Intraprocedural device- or procedure-related AE 0.4 (3/788) g “f
Clinical deterioration 0.3 (2/788) = .
Pulmonary vascular injuries 0.0 (0/788) 5 06 -
Cardiac injuries 0.1 (1/788) = 04
Serious adverse event 4.3 (34/791) 02
All-cause mortality | % (n/N) 0
At 48-hour follow-up 0.3 (2/794) Baseline i
At 30-day follow-up 0.8 (6/734)
AE: adverse event

Table 4. Immediate changes in haemodynamics and vitals following thrombectomy.

Haemodynamic/vital value P;;':f;::;;e Pm;p;ﬂz;%l;m Mean change (%) | p-value
mPAP, mmHg 32.6+9.0 n=779 24.9+8.9 n=767 -7.6 (-23.0) n=767 | <0.0001
sPAP, mmHg 53.2+14.5 n=781 40.4+14.1 n=769 -12.8(-23.4) n=769 | <0.0001

Baseline sPAP =70mmHg 78.9+12.1 n=99 60.9+15.2 n=97 -18.1 (-22.4) n=97 | <0.0001
Mean right atrial pressure, mmHg 11.6+5.8 n=726 9.0+5.4 n=657 -2.6 (-16.9) n=657 | <0.0001
Heart rate, bpm 101.5+16.3 n=798 89.5+16.9 n=779 -12.0(-11.2) n=778 | <0.0001
Cl, Umin/m? 2.56+0.82 n=680 2.56+0.82 n=614 0.02 (4.4) n=614 0.5819

Baseline Cl <2.0 L/min/m? 1.64+0.26 n=176 1.93+0.58 n=159 0.29 (18.9) n=159 | <0.0001
TPVR, mmHg-min/L 6.65+3.21 n=683 4.99+2.76 n=621 -1.67 (-20.1) n=621 | <0.0001
p-values are based on available paired assessments using Wilcoxon signed-rank tests. bpm: beats per minute; Cl: cardiac index; mPAP: mean pulmonary
artery pressure; PA: pulmonary artery; SD: standard deviation; sPAP: systolic pulmonary artery pressure; TPVR; total pulmonary vascular resistance




Case lam sang 01

Bénh nhan: LETHI A Sinh nam 1961

Tién can : THA - Pai thdo duwong 2 - Suy tim EF gidam - Rung nht

Nhép vién 16/11/2022 vi liét ¥ ngudi P véi chan doan Nhoéi mau ndo cap
B&nh nhan duoc can thiép Iay huyét khéi ndo bang dung cu diéu tri khoa NTK

Ngay 25/11/2022 (ngay th& 9 sau Nhoi mau ndo) BN dot ngdt suy hd hap, tut
huyét ap chuyén HSTM



CT ddng mach phoi




LAm sang BN xau di nhanh chéng th& may xam lan

* BN tho may FiO2 cao

e Huyét ap khd do

* Van mach liéu cao (Noradre 2
ong 4mg SE 10ml/h)

What should we do ?




CT/ MRI ndo sau can thiép mach nao

/

Ket lugn :

- Hinh anh nghi nhdi mau tudng ting vdi viing cap mau cla ddng mach no giifa - ndo tridic (T), gay ép cac ranh ndo va ndo that clng bén, day 1éch dudng gilfa qua (P).
- Theo ddi chuyén dang xudt huyét viing nhan béo (T)
-Dng mach ndo gitia (T) tang dam dd theo ddi huyét khdilong




Checklist trwéc Tiéu soi huyét

Chéng chi dinh Chéng chi dinh
tuyét dobi twong doi

XHN hay doét quy
khéng ré nguyén nhan
NMN trong vong 6
thang

Tén thwong hay u hé
than kinh trung wong
Chéan thwong dau hay
c6 phau thuat, chan
thirong nang trong 3
tuan

Xuat huyét tiéu hoa
nang trong 1 thang
Dang chay mau

Nghi ng& Iloc tach
déng mach chd nguc

THA khoé kiém soat (huyét ap tam thu trén
180 mmHg)

Con thiéu mau nao thoang qua trong 6
thang

Hbi sinh tim phdi kéo dai (>10 phut) hay
chén thwong sau thu thuat hdi sinh tim phéi,
hay phau thuat I&n trong 3 tuan

Vi tri choc ddong mach khéng thé de ep

C6 thai hay hau san trong vong 1 tuan

Loét da day tién trién

Pang dung thuéc chéng déng udng cé INR
>1,7 hay th&i gian prothrombin > 15 giay
Tudi > 75

Bénh vong mac dai thao dwdng

Bénh gan nang

Viém nodi tam mac nhiém khuin

Chong chi dinh tiéu
so’i huyét toan than

What did we do ?



Can thiép lay huyét khéi DM phoi

S _ "}

.:.‘ -~




Can thiép lay huyét khdi DM phoi: JR 7F, Neuronmax 8SF
Z T

¥




Can thiép lay huyét khéi DM phoi




Can thiép lay huyét khoi

BN tho may rut NKQ sau 9 ngay

Huyét dp 6n dinh

Xuat vién sau 17 ngay

Vat ly trij liéu

Theo d&i 1 ndm hién 6n dinh, dang
duy tri Dabigatran 150mg 1v x 2/ ngay




Case lam sang 02

= BN NGUYEN THI NGOC TR. Sinh 1993 : t‘ e
= BN dugc BV Ung budu 2 chuyén vién TP ¥

S,

Thd Dlrc chan doan: K dai trang, K buéng
trirng, Viém mach mau bién chirng hoai
tw ban chan trai

= Sau nhap vién 2 ngay Ngoai CTCH +
LNMM chi dinh doan ban chan trai va
rach chén ép khoang cang chan trai ngay
15/04/2023




Case lam sang 02

 Ngay sau md tai phong hau phau BN suy hé hap, tut huyét 4p = van mach
Noradre liéu cao + dat lai NKQ thd may

* BN duoc chup CT scan Pdng mach phoi

Sieuam Tim

Chire ning tim thu that trii binh thurémng EF = 64 %, E/A > 1:
TAPSE 16 mm

PAPs 46 mmHg

Tran dich mang phai 2 bén lrong nhigu




Case lam sang 02

NGAY DIEN BIEN BENH Y LENH
GIO .
18:00 - Bénh nhan mé, thé may qua NKQ - Thé méy qua NKQ mode A/C PC, véi théng so: PEEP= 5

M: 140 V/p

HA: 100/60 mmHg

SpO2: 94%

- Da niém héong nhat

- Chi mat, RCT= 3s

- Phu tir 2 dui -= mu ban chan
- Tim déu nhanh

- Phoéi théng khi déu 2 bén

- Bung mém

* Van de:

- Soc tic nghén- thuyén tic phoi nguy co cao
- Phau thuét doan chi ban chén (T)

- Ung thar dai trang

Chan doan: I82: Cac thuyeén tac va huyet khoi
tinh mach khac

mmgHg, Ps= 15 mmHg, F102= 100%, =20 l/p
- Duy tri Noradrenaline 10mU/h (chinh liéu theo huyét ap)

Chi dinh CLS:
Xeét nghiem Khi mau [Mau] [Pong mach]:

1 Lan (Xét nghiém Khi mau [Mau] [Péng mach])
Pién giai do (Na, K, Cl) [Mau]:

1 Lan (Pién giai d6 (Na. K, Cl) [Mau])
Tong phan tich té bao méau ngoai vi (bing may dém laser):

1 1an (Toéng phan tich té bao mau ngoai vi (bing may dém
laser))
Pinh lwgng Lactat (Acid Lactic)[Mau dong mach]:

1 Lan (Pinh hrong Lactat (Acid Lactic)[M4u déng mach])
Thoi gian thromboplastin mét phan hoat héa (APTT: Activated
Partial Thromboplastin Time), (Tén khéc: TCK) bing may tir dong:




Can thiép lay huyét khdi DM phoi: Delivery 11F, Neuronmax 8F




Can thiép lay huyét khdi DM phoi: Delivery 11F, Neuronmax 8F

Sau can thiép lay huyét khoi
dong mach phoi

EH

5 / £ A y
R \'k\;,V(’\'\‘W“"*W'“HV"%‘Vu‘a\‘pL\\W"v“"hwm Trudc can thiép lay huyét
khéi dong mach phai




Can thiép lay huyét khéi DM phoi: Hoi strc sau can thiép

BN sau can thiép hut
huyét khoi, huyét déng
cai thién

Sau 48h ngung Nor
Sau 5 ngay rut ndi khi
quan

BN duy tri khang dong
Lovenox




Case lam sang 03

Bé&nh nhan: Nguyén Thj D Sinh ndm 1969
Tién can : DTD type 2 — K biéu mé phé qudn (carcinoma tuyén kém biét hod)

Nhéap vién 10/04/2024 tai BV ung buwdu vi khé thd, chup CT Scan phoi phét
hién thuyén tac phoi (huyét khdi tai than chung).

BN diéu tri vdi thudc chdng ddng Enoxaparin 1mg/kg/12h x 5 ngay
Trong qua trinh diéu tri, BN khé thd dién tién => Chuyén BV TP Thu Durc.



Case lam sang 03

Bénh nhan tinh, tiép xdc dwoc, vé mét

M: 140L/p

HA: 110/70

Sp02: 90% /Oxy mask 10l/ph

Sau 3h nhip vién BN suy hd hap nang hon thd HFNC va HA tut 80/50mmHg

Chan doan: Thuyén tac phdi nguy co cao (huyét khai 1 phan than chung
déng mach phoi) khéng dap irng diéu tri khang dong — Tang ap phdi nang
— K phdi chwa diéu tri — Dai thdo duwdong tip 2



Case lam sang 03

Adult Echo TIS0.5 Mi0.1

; - Tim co bop t6t EF 52%
TR (e - That phai l&n, TAPSE 10
sz MaxPGMmrnl;I!g .
& - Dsign (+)
- Mc Cornel(+)
- IVC: 16/10
- PAPs 80 mmHg

Sinh héa mau

- NTproBNP: 5315 pg/ml
- D-dimer: 1.83 mcg/ml

- Troponin Ths: 23pg/ml



am sang 03

N

Case |




CT ddng mach phoi




Can thiép |3y huyét khéi DM phoi: JR 7F, Neuronmax 8F




Tiéu soi huyét tai chd Alteplase 1mg/h/36h qua pigtail + Heparin

TERUMO_J
==50

R
RAGAEY CAUDI”

WC 50




Case lam sang 03: Sau 3 ngay

12430920240425

Review Report

Adult Echo
$4-2
56Hz
13cm

0412812024 10:01:10AM TIS0.5 MI 0.1
' -0
' M3

: + TR Vmax
"  Vmax 372cm/s
X2 Max PG 55mmHg

- TAPSE: 14 FAC: 25%

- That phai deé that trai chi con xay ra
trong ki tam thu

- Than chung DM phoi huyét khaoi
van con

- Duong kinh that phai [an luot: day:
41 gitra: 36; chiéu dai: 71

- PAPs: 60 mmHg



Case lam sang 03




Case lam sang 03

Dién ti€én sau dd, bénh nhan hét khé thé, hét dau nguc
Ngung Oxy sau 7 ngay

Nhip tim gidm dan tr 150L/p => 80L/p, Huyét dp 6n dinh
Xuat vién sau 14 ngay

Thuoc duy tri Dabigatran 150mg 1v x 2/ ngay



KET LUAN

Thuyén tac phdi cap 1a mot bénh ly nguy hiém cé nguy co tlr vong cao, can phai
nghi dén cé chan doadn dung va cd bién phap diéu tri phu hop

Alteplase liéu thap cho thay an toan va hiéu qua & bénh nhan Viét Nam qua
nghién cl*u da trung tam & bénh nhan Viét Nam

Piéu trj thuyén tac phdi truc ti€p qua 6ng théng 1a xu hudng hién nay cho thay
hiéu qua tai thdng va cai thién chirc nang that phai va giam ap phoi tét

Cac BV trong cung khu vue dia ly TP Thi Dlérc hoan toan cé thé thanh [ap nhom
chuyén gia diéu tri thuyén tac phdi The Pulmonary Embolism Response Team
(PERT) d€ tan dung thoi gian vang va ngudn luc san c¢é tai cac bénh vién



mp

il IR

folg

Thank you very much for

your attent




