Thong khi nhan tao khong xam nhap
va tho oxy dai han tai nha
trong dieu tri COPD gial doan on dinh

Bs. NGUYEN NGOC DU
Trung tam Ho hap - Bénh vién Bach Mai



Bién ching ciia COPD

« Suy h6 hap gidm oxy mau
» Suy hod hap tdng CO2 mau = Tién lwong xau

—->Hau qua:
+ Mét moi
+ Gidm chat lwong cudc song
+ Nhiéu dot cap nhap vién




Bién phap diéu tri

 T6i wu hda cac loai thude

« Th& oxy dai han tai nha?

* Thé may khong xam nhap tai nha?



Khuyén céo ctia GOLD 2020

> OXYGEN THERAPY AND VENTILATORY SUPPORT IN STABLE COPD

OXYGEN THERAPY

* The long-term administration of oxygen increases survival in patients with severe chronic resting arterial
hypoxemia (Evidence A).

e |n patients with stable COPD and moderate resting or exercise-induced arterial desaturation, prescription of
long-term oxygen does not lengthen time to death or first hospitalization or provide sustained benefit in health
status, lung function and 6-minute walk distance (Evidence A).

* Resting oxygenation at sea level does not exclude the development of severe hypoxemia when traveling by air
(Evidence C).

VENTILATORY SUPPORT

* NPPV may improve hospitalization-free survival in selected patients after recent hospitalization, particularly in
those with pronounced daytime persistent hypercapnia (PaCO: 2 52 mmHg) (Evidence B).

TABLE 3.10




Thd oxy dai han tai nha

« Chi dinh: Suy hé hap man tinh thiéu oxy mau khi nghi véi:

- PaO2 < 55 mmHg hoéc Sa02 < 88% trén hai mau mau trong vong
3 tuan, bénh nhan trong giai doan 6n dinh, & trang thai nghi ngoi,
khdng thé oxy, da st dung cac bién phéap diéu tri tdi wu

- PaOz2 twr 56 - 59 mmHg hoac Sa02 < 88% kem thém méot trong
cac biéu hién:

+ DAu hiéu suy tim phai.
+ Da hong cau (hematocrit > 55%).

+ Tang ap ddng mach phdi da dwoc xac dinh



Lwu lwong, thdi gian thd oxy

Lwu lvong oxy: 1-3 lit/phut,

Thoi gian thé oxy it nhat >15 gid/ngay.

Panh gia lai khi mau déng mach sau 30 phut dé diéu chinh
lwu lwong oxy nham dat muc tiéu PaO2 tir 65 - 70 mmHg,

twong tng voi Sa02 toi wu la 90 - 92% lic nghi ngoi.

Pé tranh tdng CO2 mau qua mrc, khuyén cdo nén bat dau

véi lwu lvong tho oxy < 2 lit/phat.
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CAc nguon cung cap oxy

Cung cap dong oxy: 1-5 lit/phut.
V@i binh oxy cé thé lvu lwgng cao hon
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CAc nguon cung cap oxy




CAc nguon cung cap ox




Thé& may khong xam nhap

* La bién phap dleu tri c6 hiéu qua cao cho suy
hd hap do dot cap COPD:

- Giam ty 1& dat 6ng ndi khi quan va thd may
Xxam nhap

- Gidm th&i gian nam vién
- Giam ty |é t& vong



Tien b thd may khong xam nhap
cho bénh ho hap man

DEVELOPMENT OF NONINVASIVE VENTILATION FOR CHRONIC RESPIRATORY DISORDERS

Negative

Early positive pressure NIV in NMD, Improved RCTs of positive
pressure Iron lung ventilation restrictive outcome in RCT of pressure NIV
ventilators for polio in COPD CPAP disorders Duchenne MD Pediatric NIV NIV in ALS in chronic COPD

.

1980s

| |
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|

RCTs of NIV NIV in acute hypoxemic

in acute COPD  lung failure, pulmonary
edema, weaning

DEVELOPMENT OF NONINVASIVE VENTILATION FOR ACUTE RESPIRATORY FAILURE



Théd may khdng xam nhap dai han
tai nha cho bénh nhan COPD

* Hiéu qua con tranh cai gilra cac nghién cru

» Lwa chon doéi twong?

» Th& may khdng xam nhap tai nha nhw thé
nao? Pe—

* Thé trong thoi gian bao lau? (7/
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Co ché tac dung

Better sleep | Improved breathing patterns l | Improvement in gas exchange
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FIGURE 3 The influence of noninvasive ventilation (NIV) on the delicate balance between increased load and
decreased capacity of the respiratory system in severe chronic obstructive pulmonary disease (COPD). The

radiography image is reproduced from Radiology Assistant (www.radiologyassistant.nl] with permission.
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Th& may khong xam nhap trong dém

EPAP -

— Increase UAR

Decrease respiratory
muscle activity

IPAP or Vt

Back Up Frequencyi—

Decrease
chemosensitivity

Figure 1. Impact of sleep and nocturnal noninvasive ventilation on hypoventilation
in COPD patients. UAR, upper airway resistance; IPAP, inspiratory positive pressure;
EPAF, expiratory positive pressure; Vt, tidal volume.



Hiéu qua cua thd may khong
Xxam nhap tai nha
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Figure 2: Kaplan-Meier estimate of cumulative all-cause mortality during the
first year after randomisation (primary outcome)

NIV: Tang ty 1& sdng con so v&i nhém chirng
Lancet Respir Med 2014; 2: 698 —70



HIEU QUA CUA LTH-NIV COPD

Forest plot 1: Mortality

NIV Standard Care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% Cl Year M-H, Random, 95% Cl
Strumpf 1991 0 7 0 7 Not estimable 1991
Gay 1996 0 7 0 6 Not estimable 1996
Kaminski 1999 4 7 5 12 12.3% 1.3710.54, 3.47] 1999 R
Garrod 2000 0 23 0 22 Not estimable 2000
Casanova 2000 5 26 4 26 8.5% 1.251[0.38, 4.14] 2000 e —
Clini 2002 8 43 8 47 13.0% 1.09 [0.45, 2.66] 2002 —
Sin 2007 0 11 0 10 Not estimable 2007
Duiverman 2008 8§ 37 5 35 10.8% 1.51[0.55, 4.19] 2008 R B —
McEvoy 2009 40 72 46 72 31.8% 0.87[0.66, 1.14] 2009 —&r
Bhatt 2013 0 15 0 12 Not estimable 2013
Kohnlein 2014 12 102 31 93 20.0% 0.35[0.19, 0.65] 2014 —
Eman Shebi 2015 1 15 1 15 2.1% 1.00[0.07, 14.55] 2015
Zhou 2017 0 57 1 58 1.5% 0.34[0.01, 8.15] 2017
Total (95% CI) 422 415 100.0% 0.86 [0.58, 1.27]
Total events 78 101 7

Heterogeneity: Tau’ = 0.11; Chi* = 11.73,df = 7 (P = 0.11); I’ = 40%
Test for overall effect: Z = 0.76 (P = 0.45)

0.02 0.1 1 10 50
Favours NIV Favours standard of care

LTH - NIV: Tang ty [& sdng con so v&i nhom chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation for
Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV COPD

Forest plot 2: Hospitalizations

Control

SD Total Mean SD Total Weight

Mean Difference
IV, Random, 95% CI  Year

Mean Difference
IV, Random, 95% Cl

NIV
Study or Subgroup  Mean
Clini 2002 09 12 39
Chiang 2004 0.8 14 13
Kohnlein 2014 2.2 102 102
Total (95% CI) 154

14 23
3.1 14
31 54

47 42.2%
14 37.4% -
93 20.4%

154 100.0%

Heterogeneity: Tau’ = 0.96; Chi* = 7.39, df = 2 (P = 0.02); I* = 73%

Test for overall effect: Z = 1.84 (P = 0.07)

-0.50 [-1.26, 0.26] 2002 —§
2.30(-3.36,-1.24] 2004 —W—
-0.90 [-3.16, 1.36) 2014 ;
-1.26 [-2.59, 0.08] -
2 -1 0 1 2

Favours NIV Favours control

LTH - NIV: Giam ty |é nhap vién so v&di nhom chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation for
Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV COPD

Forest plot 3: Quality of Life

NIV Standard Care Std. Mean Difference Std. Mean Difference
Study or Subgroup ~ Mean SD Total Mean SD Total Weight [V, Random, 95%Cl Year IV, Random, 95% CI
Garrod 2000 241 174 23 118 158 22 144%  0.73[0.12, 1.33] 2000 ——
Duiverman 2008 -3.6 123 24 -23 104 32 15.2% -0.11[-0.64,0.42] 2008 -
McEvoy 2009 5 13 50 10 213 40 16.3% -0.29[-0.71,0.13] 2009 -
Bhatt 2013 06 258 15 -0.1 3.1 12 12.8% 0.24[-0.52,1.00] 2013 —T—
Kohnlein 2014 7.5 211 102 -6 222 93 173%  0.62(0.33,0.91] 2014 -
Marquez-Martin 2014 1.1 0.85 15 0.83 0.75 15 13.2%  0.33(-0.39, 1.05] 2014 ——
Eman Shebi 2015 12 49 15 1 36 15 10.7% 2.49[1.50, 3.47] 2015 -
Total (95% Cl) 244 229 100.0%  0.49 [-0.01, 0.98] . g
Heterogeneity: Tau’ = 0.35; Chi* = 34.92, df = 6 (P < 0.00001); I = 83% _14 _52 ] % é

Test for overall effect: Z=1.93 (P = 0.05) Favours control Favours NIV

LTH - NIV: cai thién chat lwong cudc sdng so v&i nhom chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV COPD

Forest plot 4: Dyspnea
NIV Standard Care Std. Mean Difference Std. Mean Difference
Study or Subgroup ~ Mean SD Total Mean SD Total Weight IV, Random, 95%Cl VYear IV, Random, 95% Cl
Garrod 2000 -494 837 23 165 511 22 2L7% -0.93[-1.55,-0.31] 2000 —_—t
Duiverman 2008 15 45 4 0 41 32 243% -0.35(-0.88,0.19] 2008 —
Bhatt 2013 =34 47 15 <47 54 12 17.8%  0.25(-0.51, 1.01] 2013
Marquez-Martin 2014 -2 15 15 -15 12 15 18.8% -0.36(-1.08 0.36] 2014 -
Eman Shebi 2015 1L 15 00 05 15 17.4% -1.14[-1.92,-036) 2015 0
Total (95% Cl) 92 96 1000% -0.51[-0.95, -0.06] <4
Heterogeneity: Tau’ = 0.13; Chi’ = 8.62, df = 4 (P = 0.07); I' = 54% I I I

Test for overall effect: Z = 2.24 (P = 0.02)

-1 0 ] .
Favours NIV Favours control

LTH - NIV: giam mc dd kho thd so véi nhdm chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV COPD

Forest plot 5: PCO2

NIV Standard Care Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl Year IV, Random, 95% CI
Gay 1996 57.5 14.4 7 502 43 6 3.2% 7.30[-3.91, 18.51] 1996
Casanova 2000 04 27 20 -09 22 24 10.2% 1.30 [-0.17, 2.77] 2000 il
Garrod 2000 1.3 495 23 1.1 435 22  9.3% 0.20 [-2.52, 2.92] 2000 -T-
Chiang 2004 -126 65 13 55 13 14 5.0% -18.10[-25.77,-10.43] 2004 ———
Sin 2007 404 6 11 452 6 10 7.1% -4.80 [-9.94, 0.34] 2007 —
Duiverman 2008 -15 28 24 15 56 32  9.7% -3.00 [-5.24, -0.76] 2008 —
McEvoy 2009 -0.9 g 72 -2 66 72 9.6% 1.10 [-1.30, 3.50] 2009 ™
Bhatt 2013 19 6.7 15 1 48 12 7.8% 0.90 [-3.44, 5.24] 2013 T
Kohnlein 2014 -11.25 6 102 -3.75 7.5 93 9.9% -7.50[-9.42, -5.58] 2014 —
Marquez-Martin 2014 =5 37 15 0 13 15 9.9% -5.00 [-6.98, -3.02] 2014 -
Eman Shebi 2015 -1 53 15 -16 68 15 7.8% -6.50[-10.86,-2.14] 2015 —
Zhou 2017 -10.41 0.97 57 -432 0.68 58 10.6% -6.09 [-6.40, -5.78] 2017 .
Total (95% Cl) 374 373 100.0%  -3.37[-5.75,-0.99] L 2

Heterogeneity: Tau’ = 13.92; Chi’ = 174.83, df = 11 (P < 0.00001); I’ = 94%
Test for overall effect: Z = 2.78 (P = 0.005)

-20

100 10 20
Favours NIV Favours control

LTH - NIV: Giam PaCO, so v&i nhom churng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV
TRONG DPIEU TRI COPD

Forest plot 6: PO2

NIV Standard Care Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl Year IV, Random, 95% CI
Gay 1996 70.5 4.7 7 60.3 14.4 6 1.8% 10.20[-1.84, 22.24] 1996
Casanova 2000 0.6 2.7 20 -0.2 2.1 24  22.2% 0.80 [-0.65, 2.25] 2000 T
Garrod 2000 2.3 2.1 23 -1.4 4.35 22 19.2% 3.70 [1.69, 5.71] 2000 —
Duiverman 2008 4.5 7.8 24 -15 5.7 32 11.4% 6.00[2.31, 9.69] 2008 e
Bhatt 2013 2.1 13.2 15 -7.2 10.3 12 3.1% 9.30 [0.44, 18.16] 2013
Marquez-Martin 2014 3.5 3.9 15 1 1.8 15 18.3% 2.50[0.33, 4.67] 2014 ——
Kohnlein 2014 1.43 15 102 0.75 14.5 93 10.0% 0.68 [-3.46, 4.82] 2014 B e —
Eman Shebi 2015 7.1 7.4 15 1.1 6.6 15 7.7% 6.00 [0.98, 11.02] 2015
Zhou 2017 72.8 17.7 57 71.7 12.8 58 6.5% 1.10 [-4.55, 6.75] 2017 S
Total (95% CI) 278 277 100.0% 3.09 [1.45, 4.74] L 2
Heterogeneity: Tau® = 2.64; Chi* = 16.72, df = 8 (P = 0.03); I = 52% i |

-20 -10 0 10 20

Test for overall effect: Z = 3.68 (P = 0.0002) Favours control Favours NIV

LTH - NIV: Cai thién PaO, tot hon so v&i nhdm chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV
TRONG DPIEU TRI COPD

Forest plot 8: Six minute walk distance

NIV Standard Care Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl Year IV, Random, 95% CI
Gay 1996 46.39 190.5 7 8 103.6 6 1.6% 38.39[-125.28, 202.06] 1996
Clini 2002 -18 126.7 39 -15 105.1 47 10.0% -3.00 [-52.84, 46.84] 2002 —_—
Chiang 2004 101.2 81.8 13 -33.8 90.9 14 7.2% 135.00 [69.85, 200.15] 2004 —_—
Sin 2007 30 32.2 11 4 49.7 10 13.6% 26.00[-10.21,62.21] 2007 o
Duiverman 2008 -4 44 .4 24 -82 155.9 32 8.6% 78.00[21.14, 134.86] 2008 —_—
Bhatt 2013 14 116.3 15 17 117.8 12 4.6% -3.00[-91.92, 85.92] 2013
Kohnlein 2014 17.2 117.2 102 0 144.8 93 13.3% 17.20 [-19.99, 54.39] 2014 —
Marquez-Martin 2014 83 61.9 15 42 428 15 13.1% 41.00[2.92, 79.08] 2014 —
Eman Shebi 2015 30 35.4 15 2 32.7 15 17.4% 28.00 [3.61, 52.39] 2015 —
Schneeberger 2017 34 63 15 40 71 16 10.7% -6.00 [-53.19, 41.19] 2017 . E—
Total (95% CI) 256 260 100.0% 32.03 [10.79, 53.26] <4
Heterogeneity: Tau? = 521.24; Chi* = 18.02, df = 9 (P = 0.03); I’ = 50%

2200 -100 0 100 200

Test for overall effect: Z = 2.96 (P = 0.003) Favours control Favours NIV

LTH - NIV: Cai thién 6MWD so v&i nhdm chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV COPD

Forest plot 7: FEV1

NIV Standard Care Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95%Cl Year IV, Random, 95% CI
Gay 1996 -0.02 0.23 7 -0.01 0.1 6 3.1% -0.05][-1.14, 1.04] 1996 .
Casanova 2000 1 8.65 20 0 6.43 24 8.3% 0.13[-0.46,0.72] 2000
Clini 2002 0.9 102 39 -0.2 106 47 12.6% 0.10([-0.32,0.53] 2002 —
Duiverman 2008 -0.03 0.14 24 -0.14 026 32 9.5%  0.50[-0.04, 1.04] 2008
McEvoy 2009 -1.2 9 72 24 66 72 16.0% -0.45(-0.78,-0.12] 2009 B —
Bhatt 2013 09 101 15 14 8 12 57% -0.05[-0.81,0.71] 2013
Marquez-Martin 2014 3 74 15 -05 16 15 6.0% 0.64[-0.10,1.37] 2014
Kohnlein 2014 0.5 10.3 102 -0.2 9 93 18.1% 0.07[-0.21,0.35] 2014 —r
Eman Shebi 2015 26 107 15 -1.3 99 15 6.2% 0.37[-0.35,1.09] 2015
Zhou 2017 27.4 193 57 276 4.8 58 14.6% -0.01[-0.38,0.35] 2017 S
Total (95% Cl) 366 374 100.0%  0.07 [-0.14,0.27]

Heterogeneity: Tau® = 0,04; Chi* = 15,01, df = 9 (P = 0.09); I = 40%
Test for overall effect: Z = 0.63 (P = 0.53)

>

35 60 05

Favours control Favours NIV

LTH - NIV: khdong cai thién FEV1 so v&i nhdm chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



HIEU QUA CUA LTH-NIV COPD

Forest plot 9 Sleep effciency

NIV Standard Care Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Random, 95%Cl VYear IV, Random, 95% Cl
Gay 1996 341 7 28107 6 189% -0.69(-1.83,045 1996 t
Clini 2002 08 08 39 01 12 47 494% -0.86[-1.30,-0.41] 2002 ——
Bhatt 2013 0365 15 -04 83 12 31.7% 0.01[-0.75,0.77] 2013 g
Total 95%Cl) 61 65 1000% -0.55[-113,0.03] .
Heterogeneity: Tau’ = 0.13: Chi* = 3.78, df = 2 (P = 0.15); I = 47% —

105 005

i
Test for overall effect: Z = 1.86 (P = 0.06) ravours conrol Favours NIV

LTH - NIV: Chat lwong giac ngi kém hon so véi nhom chirng

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;
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Chi dinh thd may khong xam
nhap dal han tai nha
« Cau hoi PICO 1: LTH-NIV c6 nén dwoc chi

dinh & bénh nhan COPD 6n dinh khdng, khi so
sanh v&i viéc khong st dung NIV?

« > ERS dé nghl LTV-NIV dwoc chi dinh & bénh

nhan COPD 0On dinh co6 tang CO, mau (Khuyén
céo c6 diéu kién, mirc dd bang chirng chac chan thap)



CHI BINH LTH-NIV

Cau hoi PICO 2: LTH-NIV cb nén duoc chi dinh sau
dot cap COPD co6 suy ho hap tang CO, mau cap tinh
khi so sanh v&i khong s dung NIV?

> ERS dé nghi: LTH-NIV dwoc chi dinh & bénh
nhan COPD sau dot cap c6 suy hd hap tang CO,
cap tinh de doa tinh mang ma phai st dung NIV, néu
tinh trang tdng CO, nay con ton tai dai dang sau d6
(khuyén cao co dieu kien, mirc do bang chirng chac chan
thp)

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



Chi dinh thd may khong xam
nhap dal han tai nha

Table | Recommendations for Home-NIV in chronic hypercapnic respiratory failure and COPD based on scientific as well as clinical-
guided perspectives

Chronic hypercapnic COPD

Hypercapnia* Daytime PaCO, =50 mmHg (=6.67 kPa) or
Nocturnal PaCO, =55 mmHg (=7.33 kPa) or
Daytime PaCO, 46-50 mmHg (6.13-6.67 kPa) and an increase in nocturnal PtcCO, of 10 mmHg (1.33 kPa)
Following acute exacerbation with need for mechanical ventilation
Persistent hypercapnia*® [4-28 days following acute NIV due to Daytime PaCO, >53 mmHg (=7.07 kPa)
respiratory acidosis
Weaning failure®* Following mechanical ventilation and persistent ventilatory failure without NIV

(NIV or invasive ventilation) in hospital

Jan Hendrik Storre , International Journal of COPD 2018:13 753-760



CHI BINH LTH-NIV

COPD giai doan nang

‘ . CO2 mau tang dai ddng
Tinh trang tang CO2 \ Cé / > 53mmHg trong 14
mau sau dot cap ma > . x .

A N ngay sau dot cap phai
phu thuéc vao the may 1 the ma
Khéng | O may
C6 triéu chirng suy hd hdp man tinh ] 2 \ Co

N/
o

Co

COZ2 ban ngay
= 50 mmHg

]
< CO2 ban dém

I > 55 mmHg

CO2 ban ngay > 45-50
mmHg va vé dém tang
PtcCO2 > 10 mmHg

| Khéng

LTH-NIV

Co

Co

VAR

Khéng chi dinh NIV/Danh gia lai & 1an tai kham tiép theo ¢

 German National Guideline (Respiration 2018;96:171-203)



Chi dinh thd may khong xam
nhap dal han tai nha
« GOLD 2020

’ OXYGEN THERAPY AND VENTILATORY SUPPORT IN STABLE COPD

OXYGEN THERAPY

* The long-term administration of oxygen increases survival in patients with severe chronic resting arterial
hypoxemia (Evidence A).

* |[n patients with stable COPD and moderate resting or exercise-induced arterial desaturation, prescription of
long-term oxygen does not lengthen time to death or first hospitalization or provide sustained benefit in health
status, lung function and 6-minute walk distance (Evidence A).

* Resting oxygenation at sea level does not exclude the development of severe hypoxemia when traveling by air
(Evidence C).

VENTILATORY SUPPORT

* NPPV may improve hospitalization-free survival in selected patients after recent hospitalization, particularly in
those with pronounced daytime persistent hypercapnia (PaCO: =2 52 mmHg) (Evidence B).

TABLE 3.10




Chi dinh thd may khong xam
nhap dal han tai nha

» Hwdng dan chan doan va diéu tri bénh phdi tac nghén
man tinh — B Y Té ban hanh nam 2018

— Thé may khong xam nhép giai doan 6n dinh:

+ Chi dinh th6 may khong xam nhap (BiPAP) d6i voi bénh nhin BPTNMT giai
dgan on dinh c6 tang CO2 mau nang man tinh (PaCO2 > 50 mmHg) va tién sir nhdp vién
gan day.

+ Bénh nhan BPTNMT c6 ngirng thd khi ngt (chong 1lap BPTNMT va ngirng thé
khi ngu) chi dinh tho may ap luc duong lién tuc (CPAP) giip cai thién thoi gian song
thém va giam tin xuat nhap vién.



Mot s6 van dé ki thuat
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Mot sO van dé ki thuat

« Cai dat théng s6 may thé
* Lwa chon mask
« Lap dat va van hanh hé thong



CAI DAT THONG SO MAY THO

Cau héi PICO 3: Khi str dung LTH-NIV & bénh nhan
COPD, nén cai dat théng sé NIV dé binh thwong
héa hay it nhat la 1am gidm c6 y nghia PaCO,, so voi
chuan dé khong theo mirc PaCO.,?

> ERS dé nghi cai dat LTH-NIV gidm m&c do
PaCO2 & bénh nhan COPD (khuyén nghi c6 diéu kién,
bang chirng chac chan rat thap)

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



CAI DAT THONG SO MAY THO

Cau hai PICO 4: Khi str dung LTH-NIV & bénh nhan
COPD, nén st dung cac ché dé ap lwc co dinh hay
st dung cac ché dd ap lwc tw thich nghi hodc tu
ddong chuan do?

> ERS dé nghi: st dung ché dd hé tro ap lwc co
dinh 1a lwa chon hang dau & bénh nhan COPD s
dung LTH-NIV (khuyén nghi c6 dieu kién, mirc d6 bang
chirng chac chan thap)

European Respiratory Society Guideline on Long-term Home Non-Invasive Ventilation
for Management of Chronic Obstructive Pulmonary Disease. Eur Respir J 2019;



CAI DAT THONG SO MAY THO

« Cac muc ap lwc khi cai dat may tho
» HI-NPPV: Ap lwc cao: IPAP > 20cmH20
« Low-NPPV: IPAP < 20 cmH20



Cac nghién ctu vé Hi-NIV
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So sanh Low-NPPV va Hi-NIV

Table 1. Synopsis of physiological and clinical differences between low- and high-intensity long-term non-invasive positive pressure ventilation (NPPV), as used for chronic
hypercapnic COPD patients.

Low-intensity NPPV High-intensity NPPV
Description/definition Classic mode of NPPV using assisted ventilation with NPPV in the assist/control mode aimed at maximally
an IPAP typically <18 cm H,0 improving PaCO,, with IPAP typically 20-30 cm
H,0
Hypercapnia Not capable of improving PaCO, Capable of improving PaCO,, both during NPPV and

subsequent spontaneous breathing (as result of
an improved breathing pattern)
Acclimatization to NPPV High-intensity NPPV requires more time in hospital for sufficient acclimatization
Tolerance/adherence to therapy Once NPPV is carefully established in hospital, adherence to therapy is higher for high- compared to
low-intensity NPPV

Hi-NPPV hiéu qua hon Low-NPPV

However, clinical data show that there are no contraindications in heart failure patients for either mode,
while a long-term reduction in proBNP has been reported for high-intensity NPPV

Sleep quality Sleep quality is similarly preserved during each mode of NPPV, even though leak volumes during nocturnal
ventilation are higher for high- compared to low-intensity NPPV
HRQL Conflicting results: generic aspects of HRQL are not Substantially improves both generic and specific
improved and can even deteriorate, while there aspects of HRQL
are some positive effects on specific aspects of
HRQL
Outcome for patients started on NPPV during stable  Conflicting results: Most studies show no effect on Long-term survival has been shown to be
disease long-term survival, while one study shows a small dramatically improved
survival benefit
Outcome for patients started on NPPV following No clear evidence Admission-free survival has been shown to be
exacerbation with acute NPPV improved, but only if NPPV is started in patients
with PaCO, > 7 kPa at least 2 weeks after acute
NPPV has been stopped.

Clinical and Physiological Reasons, COPD: Journal of Chronic Obstructive Pulmonary Disease, 14:4, 389-395



LA CHON MAT NA




Lwa chon mask (mat na)
M3t ngfodn mat | Mlimieng M3

Su dé chiu
D& rat it

Hop tdc t6i thiéu

Dé vira

Nguy cd hit sac
So khoang kin

Khé ndi

Thuan loi
Do it

Hop tac it
Co thé dieu chinh
cho dé chiu

Khéng thuan loi
Nguy cad hit sac
So khoang kin

Khé ndi va ho

Ton thuong da moi

Noi chuyén va udng
dUuoc

Cé thé ho
Giam hit sac da day

Nguy cd hit sic toi
thiéu

Do khi qua miéng

Can mUi thong
thodng

Ton thuong da moi



Thuwe trang thd may khéng xam nhap tai nha

1.

Khéng tuan tha diéu tri: thdi gian thd may trong ngay
rat thap, khéng thd may thwdng xuyén

Vé sinh may thé va cac bd phan: Khdng vé sinh
mask, day thé, bd phan loc khi, budng lam am.
Khong tai kham

Khéng biét cach cai dat, chinh céac thdng s6 may thé
Sw kho chiu khi thé may: kho ngu, loét viing goc mdi

do ty de, hd mask



Thwce trang thd may khéng xam nhap tai nha




Mot s van dé can lwu y khi
thd may tai nha

« Nhac bénh nhan

+ Tuan thu diéu tri thd may

+ Vé sinh may va cac bd phan di kem

+ Mang may dén kiém tra dinh ky

» Chinh céc thédng s may thé cho phu hop

» Phat hién va x tri kip thdi cac bién chirng khi
thd may



Theo doi bénh nhan thd may
va thd oxy tai nha

« Xet nghiém khi mau dong mach 60-90 ngay

* Panh gia toan trang bénh nhan

+ Tinh trang kho tho

+ Kha nang gang surc

+ Sp0O2

+ S6 dot cap

« Phét hién va x tri kip théi cac bién ching:
loét vung ty de...



Két luan

» Th& oxy va NIV la bién phap diéu tri quan
trong cho bénh nhan COPD giai doan mudn
khi da co bién chirng

* Chon lwa bénh nhan dung chi dinh

 Thé& oxy: Iwu lwong thap (1-3 lit/phat)>
15h/ngay

* Muc ti€u chinh khi thé NIV lam giam PaCO2;

« Cai dat mire ap lwc Hi-NIV cé hiéu qua hon
Low-NIV



