CA LAM SANG
POT CAP COPD?

HAY
VIEM PHOI CONG PONG O BN COPD?



’
— BENH SU

« Bé&nh nhan nam 66 tudi, tién str COPD nhiéu
nam dwoc xe cap clru 115 dwa dén BVBM vi
kho thé, tim tai, ho d&m vang va sot.

« Trudc dé6 BN thay khé thd da khi dung
ventolin 5mg x 4 lan nhwng triéu chng
khéng giam.

- => BN dwoc chuyén Bénh vién Bach Mai.



KHAM LUC VAO

* Toan trang
- Y thire lo mo.
- Huyét &4p: 100/ 60 mmHg
- Mach: 115 I/p

Nhip thé: 40 I/p

- S6t: 39 °C

- Sp02 85%

- Tim mdi va dau chi

- Phu 2 chi dwoi.



HAM KHAM LAM SANG

« Kham thuc thé

- Tho nhanh

- Co kéo co hd hap phu.

- Kham phdi: Ran rit, ran ngdy va ran n6 hai
bén phoai

- Tim nhanh, T1, T2 binh thwdng.

- Gan to DBS 2 cm, phan hdi gan — tinh
mach c6: dwong tinh.



POT CAP COPD LA GI?

= Tinh trang bién doi tir giai doan bénh 6n dinh
tré nén xau dét ngét vwot qua nhirng giao déng
hang ngay cua cac triéu chirng: ho, kho thé,
khac do'm, doi héi phai thay déi dieu tri thwéng
guy cua bénh nhan COPD.

Normal variation of
clinical state

Lewvels at which
deterioration might
be defined as an
exacerbation

Function




XET NGHIEM MAU

« Két quad KMBM: oxy 2 lit/phat
- pH: 7.15

- pCO2: 125.3 mmHg

- pO2: 55 mmHg

- HCO3: 44.8 mmol/l

- Sat02: 52 %

 Glucose mau luc doi: 14 mmol/lit




CASE STUDY
(tiep)

ECG
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CHAN DOAN?

= Chan doan xac dinh: dot cap COPD do
nhiém tring

- Chén doan mwc d0 nang c;L’Ja dot cap: Pot
cap mwrc do nang- suy ho hap nang.

= Chan doan bién chirng: bién chirng tam phé
man

= Chan doan bénh dong mac kém theo: Pai
thao dwong type 2.



CASE STUDY

oL X-QUANG NGUC




CHAN DPOAN

1. Dot cap COPD do boi nhiém-
Suy ho hap- Tam phé man- BDTb
type 27?

2. Viém phdi- Suy hd hap/ BN
COPD- Tam phé man — BTD
type 27?



DINH NGHIA VIEM PHOI CONG DONG

= Tinh trang nhiém khuan nhu md phoi cap tinh
trong do:
v'C0 triéu chirng ciia nhiém khuan cap tinh
v'Kém theo
v'Tham nhiém cap tinh trén phim X-Quang phoi
HOAC
v'Kham phoi c6 héi chirng déng dac, ran nd

= Loai trir VPBYV, VP the may va VP c6 lién quan
cham séc vy te



Viém phoi va dott cap COPD

= Hang rao bao vé cap dé té bao dap wrng khac
nhau & bénh nhan AECOPD so vé&i CAP & BN
COPD

= Str dung ICS trong diéu tri COPD c6 thé anh
hwéng dén phan vng dap tng viém trong
dwong tho.

» Thwe té 1Am sang chwa chi y dén chan doan
phan biét dot cap COPD va viém phdi & bénh
nhan COPD.



Viém phoi va dott cap COPD

= Tan xuat viém phoi trong dot cap COPD chwa
dwoc thong ké day du

» D6 khi kho khin khi chan doan phan biét dot
cap COPD do nhiém tring v&i viém phoi & bénh
nhan COPD

= M6t so trwong hop khé, ngay ca XQ phai ciing
khong giup chan doan phan biét.



CO CHE BENH SINH

Alveoli

Pot cap
' \ e
COPD Bronchi

Alveoli

: ——

Bronchi




CAP XAY RA TREN BN COPD

Chronic Bronchitis

Inflammation
& excess mucus

Emphysema

Alveolar membranes
break down

Healthy

Infected lung

(B 2004 b




Tan xuat mac CAP & Chau Au
Literature review in >15y.o. patients, 60 Studies

Overall annual CAP incidence: 1.07 (1.04-1.23)/1000 person-years

[ CAP incidence in men:

1.22 (1.18 — 1.26) ] - o=

CAP incidence in women:
0.93 (0.89 - 0.96)

b

[ Incidence in >65 Years: }

14.0 (12.7 - 15.3)

Incidence in COPD:
22.4 (21.7 - 23.2)

*All incidences reported as per 1000 Person Years

Adapted from: Torres A, et al. Thorax. 2013;68:1057-65.
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NHIEM KHUAN DUONG HO
HAP DUOI

Viém phoi

T(iéu chirng lam sang
Ton thwong thuy phoi
XQ doéng dac phé nang

Pot'ce 8 trung
Va Viém phoi/COPD




Tai sao can phai chan doan phan biét
Bénh canh |am sang khac nhau

Can nguyén vi khuan hoc khac nhau

Chien lwoc lwa chon khéang sinh khac nhau
Théi gian dung khang sinh khac nhau

Tién lwong ngan han va dai han khac nhau



Bénh canh lam sang AECOPD va CAP/COPD

Clinical COPD COPD plus
characteristics Exacerbation Pneumonia
Fever e +
Chills H- +
Purulent sputum + ++
ncreased sputum ++ ++
Pleuritic chest pain H- n
Wheezing + +-
Dyspnea b+ +4
Cough ++ 4
WBC elevation + ++




Can lam sang AECOPD va CAP/COPD

Pneumonia + COPD

COPD exacerbation

Previous respiratory events
[32,42]

History of previous
pneumonias

History of previcous COPD
exacerbations

Bacterial pathogen most

commonly isclated [32,38-41] Sitreptococcus Haemophilus influenzae
prneumaoniae
Blood cell counts [15, 32]
L eukocytes
Neutrophils bl A
™ d
Macrophage phenotype [37] M1 + M2 M2
Cytokines [32]
IL-1 T ™
IL-& 4 e ™
IL-8 T -
IL-10 - -
TNF-a 0 bt e
Biomarkers [16, 32]
CRP e ™~
Procalcitonin L -
MNeopterin + N

Pathological features [72-75]

Alveolar spaces
uniformly filled with an
exudate rich in fibrin,
with bacteria, leukocytes,
macrophages and
erythrocytes. Alveolar
walls are thickenad with
capillary congestion and
edema.

Alveolar spaces irregularly
filled with mucinous
material and leukocyies,
lymphocytes,
macrophages and
eosinophils. Bronchiolar
wall inflammatory cell
infiltration.




CHAN DPOAN

1. Dot cap COPD do boi nhiém-
Suy ho hap- Tam phé man- BDTb
type 27?



IEU TRI TAI BENH VIEN

» Kiém soat dworng thé bang ndi khi quan
* Chi dinh théng khi xam nhap:
- Vt: 450 ml
- f: 14 lan/phut
- PEEP: 5 cmH20
- F102: 40%
« Salbutamol IV 2mg/h
« Corticosteroid toan than?

* Khang sinh ?



CASE STUDY 2 ,
CHAN DOAN

Tam phé man - DTD type 2



Mirc d6 nang cia viém phoi
Chi s6 CURB
 Chi s6 CURB (Confusion, Uraemia, Respiratory
rate, low Blood pressure)
— Tan s6 thé = 30 nhip thé/phat
— HA tam thu < 90 mmHg; HA tam trwong <60 mmHg
— Urea mau >7 mmol/L
— LU lan
* Nguy co tir vong
— Piém CURB 0 -1 = nguy co t& vong thap (<2%)
— Piém CURB 2 = nguy co t& vong trung binh (9%)

— Diém CURB >2 = nguy co t&r vong cao (>19%); bénh
nhan nén dwoc nam vién

1) Lim et al Thorax. 2003; 58: 377-382.



Can nguyén vi sinh vat gay CAP

Tac nhan gay bénh

Streptococcus pneumoniae
Haemophilus influenzae
Legionella spp.
Mycoplasma pneumoniae
Chlamydophila spp.
Staphylococcus aureus
Trwe khuan dwdng rudt Gram am
Pseudomonas aeruginosa
Mycobacterium tuberculosis
Coxiella burnetii

Moraxella catarrhalis

Virus Influenza A

Cac virus khac

Khong ro

Tan suat twong doi (%)
35-80
5-6
2-15
2-14
4-15
3-14
6-12
4-9
<1-5
2-4
<1
10-15
5-10
15-40

Garau J et al. Lancet 2008; 371: 455-8



Can nguyén vi sinh vat khac nhau?

ECOPDE PCOPDE

104 tskl 200ptsa

Positive@esults? 3231%) 7q35%)C)
el

#S. Bneumoniael! 5816%)E 3{43%)E

| FP_aeruqinosall 12[38%)7 | 1[014%)7

| EfnfluenzaAR) 206.3%)2 3743%)
#H.Anfluenzael) 3[9.4%)x
EHEE. B0l 3§9.4%)R
@M. @atharralis?) 2d6.3%)8
@M ixed@tiologyl 2[6.3%)C

Boixeda R et al. Arch Bronconeumol. 2014;50(12):514

Pneumonic  Nonpneumonic

AECOPD AECOPD p
Etiology (n = 23) (n = 217) Value
S pneumoniae 10 (43) 38 (18) 0.006 -|
H influenzae 3013) T(3) NS
M catarrhalis 1({4) 8(4) NS
At least one of the above 10 (43) 48 (22) 0.02
Atypical bacterial agents
Legionella spp. 5 (22) 35 (16) NS
M pneumoniae 3(13) 31(14) NS
At least one of the above 5(35) 64 (30) NS
Agent not identified 1(4) 64 (30) 0.001

Lieberman et al. CHEST 2002; 122:1264

Feature Patients With AECOFPD Patients With CAP + COFPD P Value
Confirmed infective pathogen n=2>59 (449%) n=>55 (47%) 70
Streptococcus pneumoniae 6 (10) 24 (43) = .001
Stanhulororeis areise N TR) 31T 63
Haemophilus influenzae 11 (19) 3(5) 04
Haemophilus parainfluenzae 4(T) 1(2) 24
Moraxella catarrhalis 3(5) 1(2) 61
Legionella pneumophila 1(2) 2 (4) A6
Other atypical pathogens® 3(5) 4 (7) 54
Acinetobacter species 3(5) 1(2) 239
Respiratory virus 4 (T) 0(0) 06
Pseudomonas aeruginosa 10(17) 8 (15) 80
Enterobacteriaceae® 6 (10) 5(9) 97
Aspergillus species 1(2) 0(0) 35
Others 2 (3) 2 (4) 86

Huerta A et al. CHEST 2013 144(4):1134



Chién lwoc lwa chon khang sinh
= VViém phoi: Phai dung khang sinh
= Dot cap COPD:
v'Do nhiém vi khuan: phai dung khang sinh.
v'Do virus va cac can nguyén khac: Khéng phai
dung khang sinh

= Lwa chon khang sinh loai nao?



Gia tang tan suat lwu hanh dé khang KS

Tai mot sd qudc gia, 40-50% S. pneumoniae dwoc phan lap co de
khang vé&i penicillint

S. pneumoniae khang vé&i macrolide ngay cang gia tang

v'Trén 80% khang vé&i erythromycin?
v 30-50% khang clarithromycin, azithromycin tai mét vai khu vwe?

= >08% H. influenzae dwore phan lap c6 co ché day khang sinh
macrolide ra ngoai do dét bién cta ribosome?

= CO khoang 35% H. influenzae dwore phan lap san xuat ra dwoc B-
lactamase?

= Hién tai S.pneumoniae khang véi fluoroquinolones cé tan suat lwu
hanh thap.*

1) Goldstein. J Antimicrob Chemother 1999; 44: 141-4

2) Felmingham et al. J Infection 2007; 55: 111-18

3) Peric et al. Antimicrob Agents Chemother 2003; 47: 1017-22
4) Morrissey et al. Int J Antimicrob Agents 2007; 30: 345-51



KHUYEN CAO VPCD

Quéc gia Khuyén céo

BN ngoai tru (tiéen can khée mang, khong c6 cac yéu té nguy
co). macrolide hoac doxycycline

Bn ngoai tri (c6 bénh ly di kém, yéu té nguy co):
fluoroquinolone (levofloxacin hoac moxifloxacin), B-lactam +
macrolide hoac ceftriaxone, cefpodoxime, cefuroxime, doxycycline

BN néi tri khéng nam khoa ICU: fluoroquinolone hoac a B-

lactam + macrolide
Hoa Ky . _ _ |
(IDSA/ATS) Nam khoa ICU: B-lactam + azithromycin hoac fluoroquinolonet

Nam khoa ICU (nghi ng® nhiém Pseudomonas):
piperacillin/tazobactam, cefepime, imipenem hoac meropenem +
ciprofloxacin hoac levofloxacin hoac 3-lactam + aminoglycoside +
azithromycin hoac 3-lactam céng v&i aminoglycoside +
fluoroquinolone

Nam khoa ICU (Staphylococcus aureus khang methicillin mac
phai cong dong): thém vancomycin hoac linezolid

1) Mandell et al. Clin Infect Dis 2007; 44(Suppl 2): S27-72
T Khéng nghi nger nhiém . aeruginosa



KHUYEN CAO VPCD

Khuyén céo

Pieu tri khang sinh theo kinh nghiém/ Iwa chon diéu tri cho bénh
nhan nam vién khdng phai khoa ICU: PenicillinG + macrolide,
aminopenicillin £ macrolide, aminopenicillin

/ &rc ché B-lactamase + macrolide, cephalosporin thé hé 2, 3 khdng
chéng pseudomonas * macrolide, levofloxacin, moxifloxacin®

Chau VPCD nang
'(A\EURS)l Khéng co6 cac yéu té nguy co nhiém P. aeruginosa: Cephalosporin

thé hé 3 khong chong pseudomonas + macrolide, cephalosporin thé hé
3 khdng chong pseudomonas + moxifloxacin hoac levofloxacin

C6 céac yéu té nguy co’ nhiém P. aeruginosa: Cephalosporin khang
pseudomonas hodc acylureidopenicillin/ t/c ché B-lactamase hoac
carbapenem (meropenem dworc lwa chon) + ciprofloxacin + macrolide +
aminoglycoside

# Khang sinh phai hiéu qua trong diéu tri Streptococcus pneumoniae - trong sb cac fluoroquinolones moxifloxacin cé hoat tinh chéng phé cau cao nhétt

1) Woodhead et al. Clin Microbiol Infect 2011; 17(Suppl 6): E1-E59



PHél HOP KHANG SINH

» Phoi hop hai nhom khang sinh

— Imipenem/cilastatin: 50 mg/kg/24h pha truyén
tinh mach qua BTD chia 3 lan/ngay

— Moxifloxacin 400 mg/24h- truyén tinh mach

* Thoi gian dung khang sinh?



SAU 3 NGAY

« B&nh nhan tinh tdo

« Khéng s dung co hé hap phu

* Nhip thé: 18 I/p

« Két quad KMBM (v&i thong khi xam lan)
-pH 7.4
- PaC02: 72 mmHg

- PO2: 77 mmHg
- HCO3: 44.6 mmol/l




(tiép) =
PIEU TRI

« BN dwore chi dinh rat 6ng ndi khi quan

» HO tror hd hap: Thong khi ap lwe dwong
khong xam lan véi FiO2 40% nham duy tri
Sp0O2 > 92%

» Tiép tuc: salbutamol va khang sinh



Thoi gian dung khang sinh?
Viém phéi mac phai cdng dong

Guideline

Recommended duration

IDSA/ATS (2007) [4]

ERS/ESCMID (2011) [1]

BTS (2009) [3]

Patients with CAP should be treated for a minimum of 5
days (level | evidence’), should be dfebrile for 48-72h,
and should have no more than 1 CAP-associated sign
of clinical instability before disconfinuation of therapy
level Il evidence®). A longer duration of therapy may be
needed if initial therapy was not active against the
identified pathogen or if it was complicated by extro-
pulmonary infection, such as meningitis or endocarditis
level lll evidence®).

The duration of ireatment should generally not exceed 8
days in a responding patient [C2]. Biomarkers, parficu-
larly PCT, may guide shorter treatment duration.

For community managed and for most patients admitted to
hospital with low or moderate severity and uncompli-
cated pneumonia, 7 days of appropriate anfibiotics is
recommended. For those with high severity microbiolo-
gically undefined pneumonia, 7-10 days of treatment
is proposed. This may need to be extended to 14 or 21
days according to clinical judgment, for example,
where S. aureus or Gram-negative enteric bacilli pneu-
monia is suspected or confirmed. [C].

Grade/level of evidence
Level I: high

Level Il: moderate

Level IlI: low

C2: Insufficient evidence, from 1 RCT or >1 RCT,

but no systematic review or meta-analysis

C: Formal combination of expert views




CASE STUDY
(tiép)

SAU KHI RUT ONG NOI KHi QUAN

« Tinh trang bé&nh nhan: 6n dinh
. Két qua KMPM:

- pH 7.37

- pC02 87 mmHg

- p02 92 mmHg
- HCO3: 40.4 mmol/l

— Chuyén dén Trung tam H6 hap




AI TRUNG TAM HO HAP

« BN van con so6t, ho ddm vang

« Tinh tdo, mét nhiéu

« Kho thé, co kéo co hd hap

« Mét co h6 hap +++

» Sp02: 90% (thd oxy kinh 2lit/phut)

» Nhiéu ran rit, ran ngay va ran nd & ca 2 phoi



(tiép) =
PIEU TRI

» Thong khi ap lwc dwong khdng xam lan:
chi dinh BiPAP
- IPAP 10 cmH20
- EPAP 5 cmH20
- F102 30%
« Nham duy tri
- Nhip tho < 30.
- Sp02 > 90%.
- Khdng toan hé hap.
» Tiép tuc: thudc gian phé quan phdi hop va
khang sinh




(tiép) =
PIEU TRI

» Kiém soat glucose méau bang insulin

- Insulin mixtard 20 Ul iem dwoi da 2
lan/ngay

- Kiém tra glucose mau trude khi tiém thudc.

- Nham duy tri: glucose mau lic déi 3.9-7.2
mmol/l, glucose sau an < 10 mmol/l

» Spironolacton 50mg udng méi ngay



SAU 7 NGAY

o Giam dom mu

« Khéng sobt

« Khéng ran rit & hai phé trwong.
» Glucose mau: 6n dinh.

+ KMBM I3p lai ( NIPV Fi02 30%)
- pH 7.44

- pC0O2 57 mmHg

- P02 84 mmHg

- HCO3- 38.7 mmol/ |

- Sa02 90 %




CONG THUC MAU

Ngay 16/09 23/09

WBC (G/L) 21.6 11

NEUT (%) 90.0 87.5




CASE STUDY

(MMEHO BENH NHAN XUAT VIEN

e Glao duc bénh nhan:

— Giai thich nén st dung loai thudc nao vao
tirng thdi diém va cach st dung céac thiét bi
dung cach

— Giai thich vé théng khi ap lwc dwong khéng
xam lan va liéu phap OXYy: cac loi ich, thoi
gian st dung moi ngay, liéu lwong oxy

— Giai thich thém vé loi ich cua tiém ngra cum
va phé cau trong COPD

« Ké don thudc theo nhom giai doan COPD
« Kiém soat dai thao dwong
* Hen tai kham sau 1 thang



Két luan

Tan xuat CAP & bénh nhan COPD kha pho bién trén
lam sang nhwng chwa dwo'c quan tam ding mtrc.

Mac dU c6 sw chong lap gittva CAP-COPD vé&i AECOPD
nhwng bénh canh [am sang, can lam sang, can nguyén
vi khuan hoc ctia CAP-COPD khéac véi AECOPD.

Can nguyén gay CAP-COPD phé bién S.pneumonia,
H.influenzae, M.catarrhalis.

Bang chirng nghién clu |dm sang cho thay
moxifloxacin c6 hiéu qua cao, it bi khang thudéc va an
toan doi véi bénh nhan CAP.



4 /
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Xin tran tron




=) VAITRO CORTICOSTEROIDS (= )

COLLABORATION® TOAN THAN AECOPD COLLABORATION®
Giam tilé that bai dieu tri v X
Giam ti lé tai phat dot cap trong 30 ngay. v X
Cai thién FEV1, PEF nhanh hon. v X
Giam khoé thé va cai thién khi mau v X
Giam ty |é tte vong. v X

Walters JAE, Tan DJ, White CJ, Gibson PG, Wood-Baker R, Walters EH, Cochrane Reviews: 2014



KHUYEN CAO LIEU DUNG VA THOI GIAN DUNG

Dovepress International Journal of

. Chronic Obstructive Pulmonary Disease

Dove Medical Press | This Article | Suscribe | Submit a Manuscript | Search | Follow |

PMC full text: IntJ Chron Obstruct Pulmon Dis. 2014; 9: 421-430.
Published online May 3, 2014. doi: 10.2147/COPD S51012

Current guideline recommendations for systemic corticosteroids in acute exacerbations of chronic obstructive pulmonary disease

Global initiative for chronic Obstructive American Thoracic Society/European UK National Institute for Healthand ~ Canadian Thoracic
Lung Disease3 Respiratory Society’ Care Excellenceld Societyl4
Drug Predmsolons Prednsone Prednssolone Prednisone. or
equivalent
Dose 30-40mg 30-40 mg J0mg 25-50mg
Duration 10-14 days 10-14 days T-14 days 10-14 days
Year guidelme 2013 2011 2010 2008

updated




Khi nao dung khang sinh cho BN AECOPD

Nguy co’ nhiém vi khuan Nguy co’ nhiém virus

COPD giai doan nang (FEV1<35%) Thwdng xuyén mac cim
Nhiéu dot cap phai nhap vién Anthonisen Type Il / I

Mac nhiéu bénh kém theo Pp&'m nhiy, trong

Anthonisen Type | Nhudm soi dom am tinh

Dom mu DoOm nhiéu BC ai toan

Nudi cay co vi khuan trong dom Dot cip nhe khdng nhap vién

Nhiém thém chung vi khuan méi N®ng d6 CRP / PCT thap

Dot cdp nang phai nhép vién
Nong do CRP / PCT tang cao

Stolz D et al. Curr Opin Pulm Med. 2009 Mar:15(2):126



Nguyén nhan dot cap COPD

Khoang 80% céac dot cap do nhiém
trung, trong dé:

Nhiém vi khuan: khoang 50%
Cac nhom VK thwong gap:

v" Haemophilus influenzae
v" Moraxella catarrhalis
v' Staphylococcus aureus
v/ Streptococcus pneumoniae
v Mét s6 ching VK hay gap (ca ning)
v Pseudomonas aeruginosa
v' Gram-negative baccili
v M6t s6 chung vi khuan it gap
v' Chlamydia pneumoniae
v Mycoplasma pneumoniae
v' Enterobacteriaceae

Nhiém vi rat: khoang 30%

v Rhinovirus

v Influenza

v Parainfluenza

v Respiratory syncytial virus (RSV)
v Human metapneumomia virus

v Picornaviruses

v' Coronavirus

v Adenovirus

Khoang 20% cac dot cap co
nguyén nhan khoéng nhiém trang

v' Tac mach phdi, TKMP, mét co

v/ Cac yéu té6 moi trwérng

v Khéng tuan tha diéu tri

v Khdéng rd nguyén nhan

Sethi S et al. CHEST 2000; 117: 380S—-385S; Miravitlles M et al. Arch Bronchopneumol 2004; 40: 315-325; Papi A et al. Am J Respir Crit
Care Med 2006; 173: 1114-1121; Sykes A et al. Proc Am Thorac Soc 2007; 4: 642—646; Rohde G et al. Thorax 2003; 58: 37-42;
Martinez FJ. Proc Am Thorac Soc 2007; 4: 647—-658; Sapey E and Stockley RA. Thorax 2006; 61: 250—-258



Hwéng dan cia ERS: mirc d6 tram trong clia
dot cap COPD la co s& dée Iwa chon khang sinh

Dot cap trung binh Dot cap trung binh Dot cap tram trong
Anthonisen Anthonisen Anthonisen Anthonisen
Nhém Il Nhém 1/ 11 Nhom 11 Nhom 1/ 11

! | !
o

COPD COPD vira
Nhe Pén nang

! !
=

Adapted from: Woodhead M et al. Clin Microbiol Infect 2011; 17(Suppl. 6): E1-E59

Nhém Il c6 thé dung khang sinh néu dom duc




Thei gian dung khang sinh?
Dot cap COPD

Ex. of COPD or chronic bronchitis; <=5 vs. >5 days; 21 RCT (10698)

Short course Conventional course OR Weight OR

Study n/N n/N (95% Cl fixed) % (95% ClI fixed)
Alvarez-Sala 2006 211/264 229/277 — 5.2 0.83 (0.54, 1.29)
Aubier 2002 130/160 125/160 — 2.7 1.21 (0.70, 2.09)
Chodosh 2000 274/288 266/281 —_— . 1.5 1.10 (0.52, 2.33)
File 2000 247/304 247/296 - 5.4 0.86 (0.56, 1.31)
Fogarty 2000 217/278 200/270 —_— 5.1 1.25 (0.84, 1.85)
Fogarty 2005 224/270 236/282 — - 4.5 0.95 (0.61, 1.49)
Gotfried 2005 158/218 172/226 —— 5.3 0.83 (0.54, 1.27)
Langan 1998 279/340 281/344 — - 5.8 1.03 (0.69, 1.51)
Langan 1999 141/273 149/268 - 8.4 0.85 (0.61, 1.20)
Lorenz 1998 77/108 73/109 _ 2.4 1.22 (0.69, 2.18)
Masterton 2001 197/268 207/262 —= 6.4 0.74 (0.49, 1.10)
Paster 2000 138/291 141/295 — 8.5 0.99 (0.71, 1.36)
Sethi 2004 155/182 139/178 — - 2.4 1.61 (0.94, 2.77)
Sethi 2005 392/443 389/450 — - 5.1 1.21 (0.81, 1.79)
Soler 2003 108/136 103/126 _— 2.5 0.86 (0.47, 1.59)
Woasilewski 1999A 206/249 208/250 —a 4.1 0.97 (0.61, 1.54)
Wasilewski 1999B 219/282 206/276 — - 5.3 1.18 (0.80, 1.74)
Wilson 1999 287/374 289/371 — - 7.8 0.94 (0.66, 1.32)
Wilson 2002 279/351 280/358 — - 6.5 1.08 (0.75, 1.55)
Zervos 2003 121/181 138/191 —_— 5.2 0.76 (0.49, 1.18)
Total (95% CI) 4060/5261 4078/5270 2 3 100.0 0.99 (0.90, 1.08)
Test for heterogeneity: y2=13.74, df=19, p=0.8

Test for overall effect z=-0.28, p=0.8

\ \ [ I

0.1 0.2 1 5 10
Favours conventional Favours short course

El Moussoui et al. Thorax 2008;63:415-22



CHAN DPOAN

2. Viém phdi- Suy hd hap/ BN
COPD- Tam phé man — BTD
type 27?



Moxifloxacin trong VPCD

TARGET
— Hiéu qua, d6 an toan va tinh dung nap cua moxifloxacin TM/ubng so
voi amoxicillin/clavulanate TM/udng * clarithromycin trén nguwoi Ion
can phai nhap vién vi VPCD1
MOXIRAPID

— Hiéu qué,’dC) an tqén va ha sét nhanh chdng cua moxifloxacin
chuyén tiep TM/udng so voi ceftriaxone TM + erythromycin TM?

CAPRIE

— Hiéu qua va ddé an toan cua moxifloxacin TM so v&i levolfoxacin
TM trén bénh nhan cao tudi nam vién véi VPCD3.4

MOTIV

— Hiéu qué va dd an toan cta Moxifloxacin chuyén tiép TM/udng so voi
ceftriaxone TM + levofloxacin TM/udng trén bénh nhan VPCD can
nam vién °

1 Finch et al. Antimicrob Agents Chemother 2002; 46: 1746-54; 2 Welte et al. Clin Infect Dis 2005; 41: 1697-705; 3 Anzueto et al.
Clin Infect Dis 2006; 42: 73-81; 4 Morganroth et al. CHEST 2005; 128: 3398-406; 5 Torres et al. Clin Infect Dis 2008; 46:1499-509



Tong hop NC Moxifloxacin trong VPCD

TARGET!

VPCP cin nam
vién

MOXIRAPID?

VPCP can nam
vién

CAPRIE34

VPCP cin nam
vién trén bénh
nhan cao tudi

MOTIV>

VPCP can nam
vién

400mg 1
lan/ngay
TM/uéng

4‘00mg 1
lan/ngay
TM/uéng

400mg 1
lan/ngay
TM/uong

4‘00mg 1
lan/ngay
TM/uéng

Amoxicillin/clavulanate
TM/ubng 1.29/625mg 3
lan/ngay * clarithromycin
500mg 2 lan/ngay TM hoéc
udng

Ceftriaxone 2g TM 1 lan/ngay
i‘erythromycin 1g TM 3
lan/ngay

Levofloxacin 500mg 1
lan/ngay, TM/uong

Ceftriaxone 2g TM 1 lan/ngay
+ levofloxacin 500mg TM

2 lan/ngay sau dé
levofloxacin uéng 500mg 2
lan/ngay

Moxifloxacin trdi hon so v&i phac do diéu
tri ph6i hop B-lactam chudn dweng tinh
mach bao gom c ché B-lactamase
TM/dwéng udng * macrolide TM/uéng

Moxifloxacin don tri ligu it nhat c6 hiéu
qua twong dwong véi dieu tri phoi hop
cephalosporin £ macrolide TM

Moxifloxacin trdi hon trong viéc ha sét
nhanh va rat ngan th&i gian nam vién

Moxifloxacin don tri liéu hiéu qua twong
dwong véi fluoroquinolone hé hap khac,
ngay ca trén bénh nhan VPCD nang va
bénh nhan trén 75 tubi.

Moxifloxacin don tri liéu hiéu qua
twong dwong véi dieu tri phoi hop
gitra cephalosporin va fluoroquinolone

1 Finch et al. Antimicrob Agents Chemother 2002; 46: 1746-54; 2 Welte et al. Clin Infect Dis 2005; 41: 1697—705; 3 Anzueto et al.
Clin Infect Dis 2006; 42: 73-81; 4 Morganroth et al. CHEST 2005; 128: 3398-406; 5 Torres et al. Clin Infect Dis 2008; 46:1499-509



Chan doan CAP tai khoa cap ctru

Included in the analysis
(n=319)

'

'

Before CT scan emergency
physicians CAP probability

Definite CAP: 143 (44.8%)
Probable CAP: 118 (36.9 %)
Possible CAP: 54 (16.9%)
Excluded CAP: 4 (1.2%)

After CT scan emergency
physicians CAP probability

Definite CAP: 162 (50.8%)
Probable CAP: 35 (10.9%)
Possible CAP: 30 (9.4%)
Excluded CAP: 92 (28.8%)

After CT scan adjudication
committee CAP probability

Definite CAP: 150 (47.0%)
Probable CAP: 28 (8.7%)
Possible CAP: 36 (11.3%)
Excluded CAP: 105 (32.9%)

Day 28 adjudication
committee CAP probability
(gold standar

Definite CAP: 150 (47.0%
Probable CAP: 13 (4.1%)
Possible CAP: 34 (10.7%)




Bénh canh lam sang AECOPD va CAP/COPD

Bénh canh lam sang cua bénh

Table 1 —General Characteristic af Study Cohorts

Patients With  Patients With

nhan AECOPD nang hon bénh

Characteristic AECOFPD CAP+ COPD P Value
No. 133 116 A
Age, y f9.4 +0.8 71.9+10.0 06 nhan CAP'COPD
Sex, male (female) 124 (9) 111 (5) 558
Smoking habit Table 1—General Characteristic of Study Cohorts
Nonsmokers/current/ 3.828.0/68.2 T.58/30.2/62.1 a3

former. % Patients With  Patients With

Aleohol habit Characteristic AECOPD  CAP+COPD P Value
No aleohol/corrent/ 80.2/14.5/5.3 B81.0/10.3/5.6 A6 -

Comnor O Home pharmacotherapy

. SABA Q0 (67.6 54 (46.6) =001
FEV, L 1.30 £ 0.6 1.44%05 04 (67.6) 54 ( 0

i ,, Salbutamol/terbutaline 56/4 50/4 A5
FEV, % pl‘edic'ted 4785+ 16.0 03.2+ 18.2 A1 )

; . LABA 51 (60.9) 45 (38.8) <2001
FEV/FVC. % 469122 2LTZ13.6 01 Formoterol/salmeterol 2655 11734 41
COPD-COLD 3T7/3TR4 10/46/34/10 A1 . e = '

] Anticholinergics 01 (68.4) 53 (45.7) =001

stage VILTILTV, % 1 _— i 37/54 28/25 15
LTOT 27 (20.3) 7 (6.0) gor|  Prefroplm/tiotoptum ' Y -

- - ‘ ICS 73 (56.3) 62 (33.4) 4
L1 ) 80 1) [ FYTH0 B0 () 3 T2
) Bud ide/fluti a4/41 27735 83
Congestive heart failure 32 (24.0) 34 (29.3) i} c::sesum ctEasone 12 (9.0) 13 (11.2) =5
Chronic renal failure 2 (1.5) 6(3.2) 11 Prodnisone/ %ﬂf 4' s fS ' ' 40
Diabetes a0 (15.0) 26 (22.4) 28 methviorednisone/ '
Noncirrhotic liver 4 (3.0) 4(3.4) 54 P
deflazacort
disease Vaccination
i 7.5 '13.8) . )
Neurologic disease 10(7.5) 16 ;13 8) 14 Antipneumococcal a7 (20.3) 22 (19.0) i
Nonactive cancer 12 (9.0) 514.3) 20 Influenz 82 (61.6) 60 (51.7) 1
Dwyspnea L732/54/6 1039417 a4 - ' - '

grades 0/1/2/3/4, %




Tan xuat dién bié
vién cua

Table 3—Clinical Outcomes Evaluated During Hospital
Course and During Follow-up

Patients With ~ Patients With
Variables AECOPD CAP4+COPD  PValue
Mental status alteration 11(8.3) 11(9.5) 52
LOS d 05+82 I01+635 53
Require NIMV 5 (6.0} 1(0.9) 03
ICU admission 3(3.8) 3(2.6) 72
Severe sepsis 18 (15.5)
Septic shock 4(3.4)
Mortality
During hospitalization 4(3.0) 4(3.4) 89
n da}-' 30 3 (3.8) 4(3.4) 07
n da}-' a0 T(3.3) 4(3.4) kit
Atly 20 (15.0) 14 (12.1) a5
Rehospitalization for a
new episode
[ In a period of 30 d 32(24.1) 14 (12.1) 02
In a period ol 90 d 33 (Z4.8) 2o (Z1.6) 20
In aperiodof 1y 53 (30.8) 31 (44.0) 52

Percentage of patients

n nang phai thé may va tan xuat tai nhap
CAP-COPD thap hon AECOPD

AECOPD
Il CAP-COPD
85
| —
§
— 1
§
| —
Previous More than 2 More than 1
preumonia exacerbations/vear hospitalization/vear

Ficure 2. Prevalence of patients according to type of exacerba-
tion. Open bars = patients with AECOPD; filled bars = patients
with CAP + COPD. §P<.01; {§P <.001. See Figure 1 legend for
expansion of abbreviations.



Risk of having Risk of having -
AECOPD CAP

W L)

i
~

-7 -3 1 3 ” un 215 »

Chills (n=246) ; ] kR ©
Dyspnoca (n=249) -k =
Pleuritic pain (n=249) —l—%

Sensitivi

SPUTUM CATEGORIES
Absence (Referemce)n=64)

n
Mucons (n=114) L
~N
Purulence (n=33) kR =]

Rusty (r=11) n %k .

CRP day 1 CATEGORIES? . :

£ 3.5 mg/dL, (Referensce) (n=01) u 0 0.2 0.4 0.6 0.8 1
3.6 to 11.9 mg/dL (n=62) kR 1- SPEGiﬁﬂitf

12 t0 20.4 mg/dL (n=s0) N N

0.71 | 0.03 | 0.65100.78 | <0.001

Cut-off | Sensitivity 95% C1 Specificity 95% CI

CRP12.9
myg/dL

0.623 0,523 to 0.713 618 0,535 to 0.705




