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CAP CUU- HOI SUC
HOI SINH TIM PHOI

Tiep can ban dau
Chan doan

1. Héi strc tim phdi (CPR) duoc dit ra véi bénh nhan khong dap ung, ngung thd va
khong bat duoc mach canh hay mach dui (dong mach 16m)
i. Céc dau hiéu sau c6 thé co
a. Tho hon hén, tho khong hiéu qua
b. Xanh xao hodac tim tai
c. Pong tir gidn
d. Co giat
2. Ngung tim dot ngdt chiém 60% ca tir vong ¢ bénh nhan mic bénh dong mach vanh

XU TRI

1. Theo huéng dan ciia hdi hoi sttc quoc té (ILCOR) 2015 & dong thuan qubc té vé CPR va
ECC (CoSTR).
i. Nguoi tiép xuc dau tién s& goi nguoi hd trg hoi stc
ii. Nguoi tht 2 ¢ lai voi bénh nhan, kiém tra cac dau hiéu nguy hiém va bat dau hoi stc,
chu y thot gian
2. Xt tri ngay lap tac

Muc dich duy tri oxy cho ndo va co tim dén khi cung lugng tim 6n dinh
i. Cho bénh nhan nam trén mit phang cimg nhu san nha hoic xe cang.
ii. Ep tim trong vong vai gidy néu vo tim thu
iii. nhip nhanh that (PVT) hoic rung that (VF) can khir rung ngay 1ap ttrc
iv. Kiém tra ddp ing ctia nan nhan, va bao vé dudng thd bang nang cam, nghiéng dau
a. diéu nay ngan tut ludi gy tic 6ng thanh quan
b. nhin, nghe va cam nhan hoi tho khong qua 10 gidy, trong khi van gitr duong tho.
iv. Néu tho khong binh thuong hodc ngung thd, kiém tra cac dau hiéu:
a. danh gia mach 16n nhu dong mach canh hodc dui khong qua 10 giay.
v. Bit ddu CPR ngay lap ttirc néu mat dau hiéu sinh ton:
a. bat dau xoa bop ngoai tim
b. thong khi hd trg.
3.eptim
i. bat 1 ban tay ¢ gitta nguc cuia bénh nhan. Pat ban tay khac 1én trén, cac ngoén tay dan



vao nhau.
ii. Gitr canh tay thang va ép doc, ép xuong trc xudng 5-6 cm tan s6 100 1an / phit (nhung
khong vuot qua 120 1an / pht):
a. ép khong duogc nhéc tay 1én khoi xwong e mdi 1an ép
b. khéng ép 1én thuong vi, thip hon xuong tc, te do ép nhu nhau
iii. Thuc hién 30 1an ép cho dén khi bat dugc mach dui
iv. Str dung k¥ thuat ding mot hodc hai tay dé ép nira dudi ctia xuong tc ¢ tré nho bang khoang
mot phan ba ctia chiéu sau cua no, voi tée do it nhat 100 1an / phat nhung khéng duogc hon 120
1an/ phat:
4. thong khi ho tro
i. khai thong duong thd bang nghiéng dau va ning cam
ii. ho hdp nhan tao qua bop qua mask néu bénh nhan ngung thé, st dung mask tai nhu
laerdal
iii. ho hip nhén tao 2 1an trong tong thoi gian 5 s va ngay lap tic tiép tuc ép.
a. nhanh chong nhin vao miéng va loai bo bét ky can tré hodc hat dom dai. Liy bo ring gia
hodc dé lai ding vi tri
b. dit canul Guedel néu can
c. kiém tra 1o ri quanh mask hoic chuyén qua k¥ thuat cap ciru 2 nguoi néu nguc khong
phong
d. kiém tra tac nghén c6 thé ciia duong ho hap trén, néu thong khi van khong hiéu qua
(xem tr. 13).
vi.  Ch(y b sung oxy day du chi bang cac cach trén. Pt nkq chi thuc hién béi nhitng ngudi
c6 nang luc va kinh nghiém
5. Hb trg: ép tim ngoai 1ong nguc voi thong khi hd tro
i. Tiép tuc ép tim va ho hap nhan tao ty 1& 30: 2.
ii. Thay doi nguoi ép nguc mdi 2 phut, nhung dam bao gian doan tdi thiéu trong thoi gian
chuyén d6i.
6. Khir rung tim
i. Ngay sau khi cac may khtr rung tim dén van tiép tuc ép tim
ii. Phan tich nhip v&i khoang dimg ngan, sac may khir rung tim néu nhip VF hoiac VT
v tam thu. Tiép tuc ép tim cho dén khi sac day.
iii. (DC) s6¢ ngay 150- 200 J khir rung 2 pha
a. t6i da mdi lan dung sbc dién 1a 5 gidy
b. dam bao tiép xtc dién tot
iv. Ngay lap tac tiép tuc ép nguc ma khong can danh gia lai nhip hodc bat mach
Ngoai 1& duy nhét 1a khi VF xuat hién trong khi dung may khir rung hodc trong qua trinh thong
tim va/hodc phau thuat tim
a. soc dién 3 c lién tiép trudc khi bat dau ép nguc.
vii. Tiép tuc ép nguc bén ngoai va thong khi hd trg trong 2 phiit, sau d6 tam dimg mot thoi gian
ngan dé danh gia nhip mot 1an nira.
7. Quan sat mot trong bén dau hiéu (xem hinh 1.1 cho cai nhin tong quan nhanh chéng dé diéu
tr1.):



i. soc dong bo (shockable) VF (xem tr. 7) hodc VT vo mach (xem tr. 7).
ii. soc khong dong bo (non-shockable) trong vo tam thu (xem tr. 8) va vo tdm thu (PEA) (xem tr.
8).
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» Mechanical chest comprassions to facilitate transfer/treatment
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 Extracorporeal CPR
A

Adult advanced life support algorithm. ABCDE, Airway, Breathing, Circulation, Disability, Exposure; CPR,
cardiopulmonary resuscitation; ECG, electrocardiogram; PaCO 2, partial pressure carbon dioxide in arterial blood,;
PEA, pulseless electrical activity; SaO2, oxygen saturation; VF/Pulseless VT, ventricular fibrillation/pulseless
ventricular tachycardia.

Reproduced with kind permission from European Resuscitation Council (2015) European Resuscitation Council
Guidelines for Resuscitation 2015. Section 1. Executive summary. Resuscitation 95: 1-80.
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8. 1ap duong truyén iv ban dau ¢ cang tay

i. bom it nhat 20 ml nuwdc mudi sinh 1y kém thude dé tdng vao tuan hoan sau lan sbc dién
tha 3

ii. Nang cao chi duédi goc 10-20 d6 tao diéu kién cho thude luu thong nhanh vé trung tam.
iii. 1ap duong truyén tinh mach thir 2 trir khi hdi strc tim nhanh chong thanh cong

a. ly tudng nhét 1a dit dugc cve hodc tinh mach canh bén, canh trong hodc dudi don

b. cvc chi nén dat bdi bs ¢o kinh nghiém, vé ¥ choc vao dong mach, tran khi tran mau
mang phdi chi 1am cip ciru mét thém

c. mic du vay nhung dit cve cling c6 nhiéu nguy co nén can bd sung tiéu huyét khdi

d. tit ca cac loai thudc sau d6 duoc dung qua cvc.

9. bat ndi khi quan

Mot bac si c6 tay nghé co thé dat 6ng NKQ cé cuff chén (xem tr. 466). Diéu nay gilp
bao vé duong thd thong thoang, tranh trao nguoc khi non hodc mau tr miéng hay da day,
phép thong khi phéi khong bi gian doan bdi ép tim

i. xac dinh vi tri dat nkq bang nhin day thanh am, 16ng nguc nd déu 2 bén va nghe & phoi
va trén vung thuong vi

ii. ngay lap tirc két ndi voi 1 thiét bi phat hién khi C02 tho ra dang than d6 (Etc02)

iii. dimg bao gio tri hodn CPR dé dat ndi khi quan duong thé trir khi ép nguc c6 thé ding
khong qua 10s khi dua 6ng qua giita cac ddy thanh 4m

iv. khi dam bao chirc nang ho hép tiép tuc ép tim lién tuc tan s6 100 / phut, va théng gi6
phdi 10 nhip / phat (khéng duoc ngimg ép tim)

khong dugc ting thong khi voi tan s6 nhanh.

v. diéu tri tiép theo phu thudc vao nhip tim va tinh trang cia bénh nhan. Theo doéi dién
tdm dd, monitor tim lién tuc

QUYET PINH DIEU TRI

Chan doan
Khi ECG ¢6 nhip séc nhu VF hodc VT v6 mach hodc khong ¢ nhip séc nhu vo tam thu hodc
suy tdm thu (see Fig. 1.1).

Diéu tr1



1. Rung that hodc nhanh thit vo mach

VF khong déng b0, qua trinh khir cuc that va tai cuc hdn loan 1am mét cung luong tim. VT v0
mach 13 dang r6i loan phtrc hop, nhip nhanh déu phirc hop rong kém theo khong phat hién c6
cung lugng tim trén 1am sang .

i. séc dién 1an 1 DC khi c6 VF / PVT trén monitor:

a. 150-200 J st dung may khir rung tim hai pha

b. sbc dudi 5 giay dé con ép tim.

ii. Ngay lap ttc tiép tuc ho hdp nhan tao, tiép tuc ép nguc theo ty 1& 30: 2, néu dudng thd van
chua duoc bao dam

a. khdng nén ngung CPR dé danh gia lai nhip hay bat mach

b. ép tan s6 100 / phat va théng khi 10 / phat khong duoc gian doan khi dd dam bao duong tho
thdng thoang

iii. Tiép tuc CPR trong 2 phut, sau d6 tam dirng mot thoi gian ngan dé danh gia lai nhip trén
monitor

a. néu van con VF / VT, sé¢c DC lan 2 150-360 J hai pha

b. ngay lap tic tiép tuc CPR sau lan sbc nay.

iv. ngimg khoang 2 phut CPR dé danh gia:

a. soc lan 3 150-360 J hai pha va tiép tuc CPR.

v. Tiép tuc ép tim va:

a. 10 ml 1 /10 000 adrenaline (epinephrine) (1 mg) i.v.

b. bolus amiodarone 300 mg i.v. pha lodng trong dextrose 5% du 20 ml néu VF / PVT van con
2. bt chip c6 nhip hay khong, dung thém 1 /10 000 adrenaline (epinephrine) 1 mg (10 ml) moi
3-5 phut cho dén khi tai 1ap tudn hoan tu nhién (ROSC).

I. xem thuat toan (Hinh. 1.1).

ii. Trong khi tiép tuc CPR, thay d6i nguoi thuc hién ép tim mdi 2 phit dé dam bao hiéu qua t6i
uu.

3. Tiép tuc trinh tu thudc-séc dién-CPR-nhip

i. Phan tich nhip mét lan nira sau 2 phut CPR:

a. ngay 1ap tuc soc dién 1an 4 néu van con VF / Pvt.

4. Tim dau hiéu ctia ROSC, hoic so thdy mach hodc ECG thiy xuat hién phtc hop QRS hep
nhip déu

1. Tiép tuc CPR néu chua c6 mach hodc kho danh gia.

ii. Bat dau hoi sirc khi thidy mach bat dugc hodc co dau hiéu ROSC Xem trang 11.

5. Trong thot gian nay CPR:

i. Néu ngung:

a. k1em tra vi tri tiép xtc véi may khir rung (miéng dan)

b. dit bng nodi khi quan, 1ap dudng truyén tinh mach



a. Panh gia tat ca cac nguyén nhan co thé dao ngugc. xem 4 Hs’ va ‘4 Ts’ trang
ke (point 7).

meo: néu khong 1ap duoc duong truyén tinh mach, c6 thé dat dudng truyén trong xwong & tré em
(see p. ?91). )
Ii. Can nhac dung cac loai thuoc sau day:
a. amiodarone - bolus ban dau 300 mg i.v. sau sdc dién 1an ba, lap di lap lai liéu 150
mg khi VF / VT tai phat hodc khang thubc. dung liéu 900mg/24h



b. lignocaine (lidocaine) - bolus ban dau 1 mg / kg i.v. néu amiodarone khong c6 sin, sau d6 0,5
mg / kg néu can. Bo qua budc nay néu amiodarone da duoc dung

C. magié - 2 g (8 mmol hoac 4 ml) 49,3% magié sunfat i.v., dac biét trong xoan dinh, hodc nghi
ngo ha magne trén bn c6 dung loi tiéu mat kali va ngd doc digoxin. Lap lai lidu sau 10-15 phat
néu khong hiéu qua.

ii. cAn nhic bu chat dém:

a. 8.4% sodium bicarbonate — dic biét khi c6 tang kali mau de doa tinh mang hodc qua liéu
thudc TCA (xem trang 134 va 401..)

b. truyén 50 mmol (50 mL) i.v., sau d6 theo hudng dan cua khi mau dong mach (ABGs).

2. v tam thu hoac hoat dong di€n vo mach

Pay 1a nhitng nhip khong c6 hinh anh nhip sbc trén ECG. Xem Hinh 1.1 cho mét céi nhin tong
quan dé nhanh chéng diéu tri.

1. VO tam thu Ia sy khong c6 hoat dong dién nado cua tim

a. dam bao cac dao trinh ECG khong bi ngat két ndi hoic bi hong bang cach quan sat nhimng lan
ép tim trén man hinh dién tim d6 trong CPR

b. kiém tra va lya chon chuyén dao ecg thich hop ma khong dimng ép tim hodc hd hap nhan tao
i1. hoat dong di¢n vo mach(PEA) trudc day goi 1a phan ly dién co. Co6 nhip nhung khong phat
hién duoc cung lugng tim

a. khong thé séng néu nhu khong tim dugc nguyén nhan cé thé dao nguoc va diéu tri. Xem '4
Hs'va'4 Ts' dudi day.

iii. V6 tdm thu va PEA c6 tién luong tdi vi khdng ding khir rung tim

a. tiép tuc CPR ép nguc / thong gid (C / V) ty 1& 30: 2, trir khi dudng thd duoc bao dam, trong
truong hop nay ép tan s 100 / phit va thong khi tan sé 10 / phit

b. 1/10 000 adrenaline (epinephrine) 1 mg (10 ml) i.v.

c. kiém tra lai nhip sau 2 phtit CPR. Néu bat dugc mach, bat dau hoi sirc

d. tiép tuc CPR néu van con vo tim thu/PEA

e. 1ap lai liéu 1/10 000 adrenaline (epinephrine) 1 mg (10 ml) mdi 3-5 phut, nghia 1a vao mdi
chu ky thir hai cua thuét todn (xem Hinh. 1.1)



tiép tuc CPR trur khi ¢6 nhip VF / VT. Néu VF duoc xac dinh & gitta mot chu ky
2 pht, hoan thanh chu ky ciia CPR trudc khi sbc dién.
2. nguyén nhan c6 kha nang ddo nguoc: 4 Hs va 4 Ts.

Ludn ludn tim ra cho cac nguyén nhan co6 thé gdy nging tim phdi va/hodc lam
giam co hoi hoi sinh thanh ¢éng (xem Hinh. 1.1).

i. thiéu oxy mau

a. dam bao sp02 1én 100% thd 15 L / phat

b. dam bao thong khi 500-600 mL thé tich khi (6-7 ml / kg) nhin thiy 16ng nguc
nh6 1én xep xubng 2 bén.

ii. giam thé tich mau

a. mat luong mau 16n sau chan thuong, xuat huyét tiéu hoa, phinh dong mach
cht v& hodc v thai ngoai tir cung c¢6 thé gay ngimg tim

b. giain mach ning do sbc phan vé hodc nhiém tring

c. nghi dén trong bét ky truong hop truy tim mach khong rd nguyén nhan

d. can tim nguén chay mau vi du siéu 4m bung. ..

e. bu dich 4m, hoi chan bs ngoai, pt mach mau va san phu khoa tuy truong hop
iii. ting / ha kali mau, ha calci mau, toan hoa mau va céc réi loan chuyén hoa
khéac

a. nhanh chong kiém tra kali va canxi néu nghi ngo, vi du & nguoi suy than (xem
tr. 143)

b. tiém 10% canxi clorua 10 mL i.v. néu ¢6 tang kali mau, ha calci mau hoac qua
liéu thube chen kénh canxi CCB

c. bolus kali 5 mmol i.v. khi ha kali mau.

1v. Ha than nhiét

a. kiém tra nhiét do co thé dic biét 1a & bn chét dudi hodc tai nan (xem tr. 435)

b. ha than nhiét vira phai (29-32 ° C) hodc nang (duéi 29 ° C) can 1am nong véi
dich rira da day 4m hodc lam ndng ngoai co thé, dic biét trong khi ngimg tim
(xem tr. 434)

c. Pung ngimg CPR t6i khi nhiét do t6i it nhat 1a 33 ° C

v. tran khi mang phoi ap luc

a. tran khi mang phéi ap luc thuong sau chan thuong hon la ty phat, dac biét khi
dung théng khi ap luc duong



b. 1a hau qua cua suy ho hap va truy tudn hoan. C6 thé sau cb ging dit cve

c. bénh nhan ngdy cang khé thé va tim tai, xuat hién nhip nhanh kém tut huyét
ap

giam do di dong bén nguc bi anh hudng, giam hodc mat 4m tho

khi quan day 1éch sang bén kia, cac tinh mach c6 ni

d. day 1a mot tinh hudng de doa tinh mang can cap ciru ngay lap tic, khong
can cho chup X quang nguc (CXR)

e. choc kim nong 16n qua khoang li€n suon 2 duong gitra don choc hut khi
(xemtr. 471)

f. dat dan luu mang phoi (xem tr. 473).

ii. chén ép tim

a. chén ép tim co thé sau chan thuong, nhdi mau co tim, phinh tach dm chu
hodc viém mang ngoai tim

b. c6 tut huyét ap, nhip tim nhanh, mach nghich 1y va tinh mach co néi ting
khi hit vao (ddu hiéu Kussmaul). Tiéng tim nho, c6 thé xuat hién PEA

C. siéu am ngay lap tlirc xac dinh dich mang ngoai tim

d. thyc hién choc hut dich mang ngoai tim néu bénh nhan nang. choc kim giira
goc tao boi mii tc va by sudn trai 45 46 so voi mat phang ngang, hudng vé
vai trai (xem trang 475).

e. doi khi hat it nhat 50ml dé phuc hoi cung lugng tim, mac du mé nguc
thuong chi dinh trong cac truong hop chan thuong (xem tr. 187).

iii. ngd doc / doc / thude

a. nhiéu chat gdy ngimg hé hip sau khi dn phai tinh ¢ hay c¢d y, chang han
nhu ngd doc véi thude chéng trdm cam ba vong (xem tr. 401), thudc chen
kénh canxi (xem tr. 410) hodac B-blockers (xem tr. 409) va bong axit
hydrofluoric (xem tr. 417)

b. can dua vao tién sir, nhan ra sém va diéu tri hd tro hodc gidi doc ngay néu
co

iv. Huyét khéi tac nghén tuan hoan co hoc

a. thuc hién ép tim c6 thé phé vo tic mach phéi 16n va bu 20ml/kg dich

b. dung tiéu huyét khdi nhu alteplase ( [rt-PA]) 100 mg i.v. néu nghi ngd cao
trén 1am sang va khong c6 chéng chi dinh tuyét dbi



can nhic CPR it nhat 60-90 phut trudc khi két thic hdi sirc.

2. Tién lugng thuong 1a vo vong pé'u bénh nhan van con trong vo t?lm thu. Tuy
nhién, nhin that ki song P hoac bat ky hoat dong dién nao khac, chang han nhu
nhip cham nghiém trong, kém theo c6 giam tudi mau:

i. Str dung may tao nhip qua da dé duy tri cung luong tim t6i khi dat duoc wire
tinh mach

Ii. dat wire (day) may tao nhip qua tinh mach 1y tudng nhéat nén dudi huéng dan
cua Xray, nhung c6 thé chén mu qua cve

3. Cham soc sau hdi st

Diéu quan trong la tiép tuc CPR cho dén khi nhip tim d manh dé tao ra mach
ngoai vi va/hodc cé dau hiéu sinh ton

i. tho oxy dat 94-98%. Tranh thiéu oxy mau.

ii. Kiém tra ABG dé loai trir ha C02 do thong khi, lam co mach mau ndo vdi
giam luu lvgng mau ndo

a. diéu chinh hé thong thong khi dé dat C02 binh thuong PaCO2 35-45 mmHg
(4,5-6 kPa).

iii. dit sonde da day dé giai nén da day.

iv. hoi chan don vi can thiép tim mach sau khi tim ngung dap trong bdi canh
nghi hoi chiig mach vanh cép, chéng han nhu mot ngung tim sau dau nguc

a. ngay lap tirc can thiép mach vanh qua da (PCI) néu c6 thé

b. khong nén can phai c6 ddu hiéu bat thuong trén ECG hoic nhat thiét phai chd
co STE.

v. ding 1 / 10 000 adrenaline (epinephrine) 50 mg (0,5 ml) i.v. néu c6 ha huyét
ap kéo dai, va cac nguyén nhan cé thé diéu tri khac d3 duge loai trir nhu thiéu
0Xy mau, giam thé tich tuan hoan, tran khi mang phoi ap luc, tran khi mang
phoi, tang kali mau hodc ha kali mau

a. lap lai adrenaline (epinephrine) dé duy tri huyét 4p nhu huyét ap binh thuong
cua bénh nhan, hoac huyét ap tam thu > 100 mmHg, nham dat luu lugng nudce
tiéu 1 mL/kg/h

b. dung adrenaline (epinephrine) va thudc van mach khac cang sém cang tot qua
CVC.

vi. co giat dugc kiém soat v6i midazolam 0,05-0,1 mg / kg dén 10 mg i.v.,
diazepam 0.1mg / kg dén 20 mg i.v. hoic lorazepam 0,07 mg / kg dén 4 mg i.v.
a. sau d6 phenytoin 15-18 mg / kg i.v. khong nhanh hon 50 mg / phuat bolus
cham, hodc t6t hon 1 truyén trong 250 ml nudc mudi sinh 1y (khong bao gio
trong dextrose) trong hon 30 phut duéi su theo ddi dién tam do.



ii. Duy tri duong huyét <10 mmol / L, nhung tranh ha dudng huyét.

iii. duy tri nhiét 46 co thé 32-36 ° C nhu sau:

a. bit dau ha nhiét khi ngung tim VF ngoai vién, va can nhic & bénh nhan vo
tam thu/PEA

b. khi duoc lam mat, truyén 30 ml / kg dung dich mudi sinh 1y hodc Hartmann
4°C

c. dat tai chuom nudc da vao hang va nach, va stir dung mot tAm chan lam mat
néu co.

1v. Chuyén bénh nhan dén ICU, hoic CCU nhung khong duoc tri hoan:

a. 1am ngay natri, kali, glucose huyét thanh va ABG néu chua lam

b. ECG 12 chuyén dao

. chup XQ nguc danh gid vi tri chinh xac cua 6ng NKQ, sonde da day, cvc,
loai trir tran khi mang phdi, xep hay phu phoi

d. CT so va / hoac nguc, néu dau dau, co giat, d4u hiéu than kinh khu tra hodc
kho thd xuat hién ngay trudc khi nging tim.

v. Chuyén bénh nhan boi 1 y t4 va bs c¢6 chuyén mon. Tdi thiéu phai co
monitor tim, may khtr rung tim, oxy va may hat dom dai trén xe chuyén.

2. Khi nao ngung

Quyét dinh chdm dut CPR rat kho khian. Chi c¢6 bs cip ctru chinh méi duogc
thuc hién viéc nay. Ty 1é sdng sot khi ngirng tim ngoai vién 16n nhét khi:

i. duoc phat hién va hd trg som.

ii. néu duoc 1 nguoi di dudng hoi sirc, tham chi chi can ép nguc ciing 1am ting
gap doi hodc gip ba ty 18 séng sot.

iii. Cac vu ngimg tim trong VF hodc VT (ty 1& sdng s6t20% hoic cao hon).

iv. Khtr rung tim duogc thuc hién ¢ giai doan som, voi séc dién thanh cong dat
duoc trong vong 3-5 phit (50-75% song sot), va khong nhiéu hon 8 phut:

a. moi phat cham tré trude khi khir rung giam ty 1& sdng so6t 10-12%

b. séng sot sau hon 12 phit VF & ngudi 16n ma khong ROSC 1a dudi 5%.



meo: can nhic dic biét
trong truong hop chét dudi, ha than nhiét va ngd ddc cap tinh (dac biét 1a voi cac thudc chong traim cam ba vong). Phuc
hoéi hoan toan dudong nhu v vong (dong tir gidn co dinh, nhip khong thay d6i khi shock dién) va hoi st kéo dai trong vai
gio



TAC NGHEN DUONG THO TREN

Chan doan

1. Viém tic ngh&n dudng ho hip trén c6 thé do hit phai di vat, viém nip thanh quan,
viém thanh quan, bong mit, pht mach, chan thuong, ung thu hay ap xe ha hau.

2. C6 thé thé kho khe dot ngdt, ho, khan giong hodc mat giong, & bénh nhan ning hd
tro ho hap khong hi€u qua, thd rit, tim tai sau do bét tinh.

3. mac monitor tim va do sp02cho bénh nhan.

X tri
Diéu nay phu thudc vao nguyén nhan nghi ngo.

1. cho bénh nhan ngdi va thd 100% oxy qua mask. Muc tiéu sp02> 94%.

2. Hit phai di vat

i. khum tay v6 rung ving ba vai.

ii. Thuc hién nghiém phap Heimlich & ngudi 10n va tré trén 1 tudi:

a. ding dang sau bénh nhan, dung 2 tay vong ra phia trude bénh nhéan, ving gitta ron
va mili trc

b. ép manh vao trong va 1én trén.

iii. Tiép tuc v vai 5 1an kém 5 1an heimlich néu van tic nghén va van khong thuyén
giam.

iv. Giit tré so sinh va tré dudi 1 tudi chuc dau xudng, vd vao vai 5 lan bang tay con lai.
v. Thyuc hién nam 1an ép viing nguc voi mbe twong tu ép tim dé lam viang di vat dudng
thd

vi. C6 gang dung dén soi thanh quan va dung kep Magill 1ay di vat néu nhin thay di vat
vii. mé sun nhan giap



Thuc hién md sun nhan giap néu bénh nhan nang, cac cach khac da thét bai (xem
trang 469).:

a. rach qua mang sun nhn giap bang ludi dao, dit dng NKQ 4-6mm lip voi tii ambu
hoic laerdal hd trg oxy cho bénh nhan

b. cach khéc, dit nhanh dng thong nong 16n 14-gauge iv

choc qua sun nhan giap cho thd oxy 15 L / pht.
2. viém nép thanh quan (xem tr. 301)

Viém nap thanh quan c6 biéu hién sét dot ngot, kho thé, thé rit, nudt kho va chay
nuéc dai. Pra tré trong nhot nhat, yéu 6t

i. Pimg kham gi thém nhu do nhiét do, huyét 4p hay Xquang. Pung cd gang soi hong
ii. Dé lai cha me gitt con ngdi thang day thd oxy qua mask gin mat tré

iii. Goi ngay bs cap ciru, bs nhi, gdy mé va TMH ngay lap tirc.

3. Viém tic thanh quan (xem tr. 299)

Mot dira tré viém tic thanh quan ho manh, thé rit, khan tiéng, hoang sg, dau dén
nhung khéng c6 bénh hé thong

i. Cho dexamethasone 0,15-0,3 mg / kg dudng udng hoic i.m., khi dung budesonide 2
mg prednisolone hoic 1 mg / kg dudng udng.

ii. hoi chan bs nhi khoa

4. bong mat va / hoac hit hoi nudc bong (xem tr. 199)

I. lam ABGs va carboxyhaemoglobin.

ii. tho 100% oxy va khi dung salbutamol 5 mg, xin ¥ kién chuyén gia don vi bong- ho
hap

iii. chuan bi dit noi khi quan néu phu né thanh quan xay ra.

5. pht mach véi thanh quan phu né (xem tr. 112)

i. thd oxy lidu cao va 1/ 1000 adrenaline (epinephrine) 0,3-0,5 mg (0.3-0,5 ml) i.m.
VA0 phia trén ngoai ctia dui, 1ap lai mdi 5-10 phut néu can.

ii. Thay dbi liéu adrenaline (epinephrine) 0,75-1,5 mg / kg i.v. néu truy tudn hoan xay
ra, nghia la 50-100 mg hoac 0,5-1,0 mL 1/ 10 000 adrenaline (epinephrine), hoac 5-
10 mL 1 /100 000 adrenaline (epinephrine) cho mdt bénh nhan 70 kg, ti€ém cham.

iii. co thé phai dat NKQ bai bs c¢6 kinh nghiém hodc tham chi mé sun nhin giap



BENH NHAN SOC

Tiép can chung

Chan doan

1. "Shock" duoc dinh nghia 1a tinh trang suy tun hoan cip tinh din dén khong
du tudi mau md, oxy va dinh dudng tdi co quan dich. La chan doan 1am sang co
ty 1& tir vong cao phu thudc nguyén nhan, thoi gian va dap tmg diéu tri

i. Sdc tién trién qua cac giai doan con bu, mat bu va rdi séc khang (khong thé
dao nguoc)

ii. séc con b

co ché sinh 1y cta co thé hoat dong chéng lai sy suy tuan hoan nhu ting thong
khi chdng nhiém toan, kich thich giao cam tang nhip tim va co mach, chuyén
huéng dong chay ctia mau tir tiéu hoa, than ti ndo, tim, phdi

iii. soc mat bu

giam tudi mau mo 1am ting chuyén hoa ky khi va toan chuyén hoa, ton thuong
té bao, mat dich, mat protein, giam cung luong tim do gian mach va suy nhugc
co tim.

iv. sbc khong hoi phuc

Diéu nay xay ra sau khi suy da tang va chét cac té bao. tinh trang sdc ning dan
t61 nglmg tim voi hoat dong dién v6 mach. Khi sdc dén tinh trang nay, rat kho
c6 thé dao nguoc duoc.

2. Can xéc dinh giam tudi mau mo sém, 1y tudng 1a trude khi huyét ap tdm thu
tut, diéu tri tich cuc va tranh roi vao giai doan khong thé dao nguoc. can thaim
do va diéu tri dong thoi.

i. Huyét ap binh thuong khong loai trir chan doan séc.

ii. Gia tri tuyét d6i cia HA tdm thu khong lién quan chit ché v6i kha ning tudi
mau nhung HA tdm thu <90 mmHg thuong khong du tudi mdu co quan dich
3. 4 nguyén nhéan gy sdc (xem Hinh. 1.2). Thong thuong c6 nhiéu hon mét co
ché:

i. sbc giam thé tich ( 'khong du khdi luong tudn hoan') (xem trang 19).:

a. xuat huyét do chan thuong hay khong chin thuong; chay ra ngoai hodc vao
trong



a. mit dich khong mat mau — mat ra ngoai hoac vao trong

Cardiogenic shock

Depressed contractility
Acute coronary syndrome
Myocarditis
Cardiomyopathy
Drug toxicity

Acute valvular dysfunction

Arrhythmia
Bradyarrhythmia
Tachyarrhythmia

Obstructive shock
Pulmonary embolism
Tension pneumothorax

Cardiac tamponade Sepsis -
Neurogenic

Traumatic Drug related

Traumatic Distributive shock
Non-traumatic Anaphylaxis

Non-traumatic Aciite ndranal
Dynamic hyperinflation irstriciency

Hypovolaemic shock (most common)
Haemorrhage
Traumatic
External (revealed)
Internal (concealed)
Non-traumatic
External (revealed)
Internal (concealed)
Non-haemorrhagic
External fluid loss

Céc dang soc.
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Soc tim (’suy bom”):

a. Giam co — ACS, viém co tim, dung dap co tim, bénh co tim giai doan cudi, ngo

doc thudc, toan hoa nang

b. Roi loan chiic ning van tim cap — ro van cap (v& co nhii/cau co, Viém mang

ngoai tim), hep van dm chu

c. Loan nhip — nhip nhanh nhu SVT, AF or VT, nhip chdm nhu block tim.

iii. Soc rdi loan phan bd ("khong du khbi lugng tuan hoan”™):
a. Séc nhiém khuan (see p. 21)
b. Séc phan vé
¢. Than kinh — chan thuong tiy song, t& ngoai mang cing
d. Do thudc —nitrates, giﬁn mach
. Suy thuong than— thiéu steroid, Addison’s.
Iv. Soc tdc nghén (tic nghén tuin hoan):

~ (D



a. thuyén tac phoi - huyét khéi, khong khi, m&, nude oi

b. tran khi mang phoi 4p luc - chan thuong, khong chan thuong

c.chén ép tim - chan thuong; tang ure huyét, viém mang ngoai tim, bénh ac tinh

d. ting nhanh - hen suyén hay COPD.

2. hoi vé cac triéu chimg khai phat dot ngodt hay tir tir, ¢6 dau nguce, dau bung hay lung, tién s,
cac loai thudc hién dung, di ing, du lich, nghién ruou, thude e ché mién dich va tinh trang tim
phéi trude day.

3. Panh gia cac biéu hién cua sdc tudn hoan bao gém bat thuong dau hiéu sinh ton.

1. Nhip nhanh nhung d6i khi cham, thé nhanh, ha huyét ap, ha than nhiét (hodc tang than nhiét
trong nhiém trung huyét), giam bdo hoa oxy va tri giac giam (Glasgow Coma Scale)

a. do huyét ap khi thay d6i tu thé, néu huyét 4p tdm thu binh thuong, ting nhip tim> 20 nhip /
phut, giam HA tam thu> 20 mmHg, hoic giam HA tam truong> 10 mmHg | c6 ha huyét ap tu
thé va cho thiy giam thé tich mau

do huyét ap tu thé dimg thuc hién sau khi ngdi hoic dimg 1én it nhat 2 phut.

ii. bn s6¢ €O V3 md hoi, xanh xao hodc nhitng vét 16m ddm va lanh hodc thiy dinh dinh ¢ da

a. kiém tra thoi gian do day mao mach (CRT) bang cach nhan vao mong tay (gitt & mirc ngang
tim) trong 5 s. Quan sat thoi gian hong tro lai

b. hon 2 s 1a kéo dai va cho thay giam tudi mau ngoai vi.

4. Uéc tinh tinh trang tién tai dé gitp xac dinh nguyén nhan, va theo ddi hiéu qua diéu tri.

i. tién tai thdp khong thdy JVP dap gip trong sdc giam thé tich va sdc phan bd

ii. tién tai cao c6 ting JVP gip trong sdc tim va tac nghén.

5. 1ap dudng truyén tinh mach 2 nong 16n (14- hoic 16-gauge) vao tinh mach trudc xuong tru,
mac monitor va do sp02 cho bénh nhan

6. lam CBC, dong mau, di¢n gidi, chuc ndng gan, lipase, troponin I (cTnl) hodc troponin T
(cTnT), lactate, cdy mau 2 vi tri va dinh nhém mau

i. Kiém tra khi mau tinh mach hoic dong mach.

7. 1am dién tam do

i. tim nhiing thay doi cap tinh goi ¥ hoi chimg mach vanh cép hoic rdi loan nhip tim



v. Thay dbi cép tinh c6 thé do hodc hau qua cua sbc
vi. ECG binh thudng loai trir sbc tim.
2. Chup XQ nguc tim du hiéu tim to, tran khi, xep phdi, phu phdi va déng dic phdi
3. Dbit sonde bang quang theo ddi nude tiéu, kiém tra mau, protein, nitrit va glucose trong
nude tiéu. Soi va cay nude tiéu.
i. Thiéu niéu goi ¥ giam twdi mau than.
ii. Kiém tra nong d6 B-human chorionic gonadotrophin (hCG) nudc tiéu ¢ phu nit tién
man kinh.,
4. Siéu am tai givong tim dau hiéu v& phinh dme (AAA), chira ngoai da con, chén ép tim
hodc dich tu do khoang phtic mac

Xu tri

1. Thé oxy liéu cao qua mask, duy tri sp02 trén 94%
2. Bat dau bu dich:
i. Truyén 20 mL/kg normal saline i.v. nhanh va lap lai dén khi JVP 3-5cm trén géc
xuong Uc
a. Bo qua budc truyén dich néu JVP di ting, va/hodc bn c6 phu phdi
b. Giit lugng nudc tiéu ra 0.5-1 mL/kg /h.
ii. Pinh nhom mau, néu sbc mat mau;
a. Truyén mau O néu chua dinh dugc nhém mau, muc tiéu hb 70— 100 g/L, or
haematocrit >30%.
3. Bam bao hau tai:
i. Dung thudc van mach nhu adrenaline néu ¢ gidn mach trong séc phan vé (See p.
27) hoic sdc nhiém khuan (see p. 21).
4. Piéu tri séc nhiém khuan;
i. Dung khang sinh pho rong sém néu nghi nhiém tring huyét, sau cdy mau tdi
thiéu 2 vi tri khac nhau (see p. 21).
5. Cho nhap ICU, HDU hay don vi vanh tiy nguyén nhan va dap tng véi diéu tri

SHOCK GIAM THE TiCH
CHAN DOAN

1. Xay ra sau mat méau hoic dich din dén giam thé tich tudn hoan va khéng du tudi mau
mo co quan dich

2. Nguyén nhén cua séc mit mau bao gdm

i. Chan thuong c6 chay mau ra ngoai:

a. rach dong mach, gdy xuong dac...

ii. Chan thuong chay mau bén trong

a. tran mau mang phdi, tran mau phic mac do ton thuong gan, lach hoic chan thwong mac
treo rudt, dong mach chu, chin thuong vung chau hodc than, gdy xuong dai hodc xuong



chau.

iii. Khong chan thuong, chay mau bén ngoai:

a. chdy mau cam, ra mau d at, nébn ra mau hodc chdy mau tryc trang, phan den hodc doé
tuoi, chdy mau am dao c6 hoac khong c6 thai, tiéu mau

iv. Khong chan thuong, chiay mau bén trong:

a. tran mau mang phdi, tran mau 6 bung do v& phinh dm chu bung hodc chtra ngoai tir
cung, tu phat sau dung warfarin. ..

3. Nguyén nhan séc khong mat mau ma do mét dich:

i. bén ngoai:

a. non mura, ti€u chay, da ni€u, dai thao nhat hodc dai thao duong, bong, bénh da tién trién
nhu bénh do da (erythroderma), tang than nhiét, ro tiéu hoa. ..

Ii. bén trong:

a. viem tuy k¢, tc ruot.

4. Hoi vé tién sir chdy mau bén ngoai, cac 1an chay méau trude ddy, tic nguc, dau bung
hodc lung, thuéc dang ding bao géom thudc chéng viem khdng steroid (NSAID) hoic
warfarin / Noac, di irng, nghién ruou va di du lich ¢ nudc ngoai.

1. Ho1 thong tin vé céc triéu chirng khong dac hi¢u nhu mét méi, kho thé, choang, ngét va
tinh trang than kinh bi nhu 10 1an, dic biét & nguoi gia.

5. Kiém tra cac ddu hiéu quan trong nhu huyét ap tu thé, néu huyét ap tdm thu binh
thuong.

6. Hay tim dau hiéu cta thiéu mau voi cac nép nhin da va két mac nhot nhat, cac dau hiéu
mat nude nhu niém mac kho, giam chun gian da hoic mat triing.

i. JVP thuong thap.

7. Kiém tra cac nguyén nhan nhu tham truc trang kiém tra

8. lap dudng truyén tinh mach véi hai kim 16n (14- hodc 16-gauge), monitor tim va do
so002

9. cong thirc mau, dong mau, lipase, lactate, nhém mau

i. Kiém tra khi mau dong hodc tinh mach.

10. 1am ECG va chup X quang phoi.

11. dat sonde foley bang quang dé do lugng nudc tiéu.

i. Thiéu niéu cho thay giam tudi mau than lién tuc.

ii. Kiém tra B-hCG trong nudc tiéu ¢ phu nit tién man kinh.

12. siéu am tai givong nhanh chong dé tim v& phinh dme, chira ngoai tir cung hozc

dich tu do trong khoang phuc mac.

PIEU TRI

1. Tho oxy liéu cao qua mask. Duy tri d6 bio hoa oxy trén 94%.

2. ép hodc nhét gac chong chay mau cam hoic vét thuong dang chay mau

3. Bat dau truyén dich thay thé ngay lap tuc:

i. Cho 20 ml / kg i.v. mudi sinh Iy va lap lai dén khi luong nuéc tiéu 0,5-1 ml / kg mdi h



a. sau d6 bu dich theo nhu cau hang ngay

ii. truyén mau néu c6 sin voi bénh nhan séc mat mau

a. hiy nhd rang & ngudi 16n khoe manh nhimg déu hiéu chi xuat hién khi mat 30% khoi
lwong mau tudn hoan (vi du: 1500 ml) lic d6 c6 thé co nhip nhanh va huyét ap ket

b. do d6, giam HA tam thu cho thiy it nhat 30% khdi luong mau da bj mat di

¢. 1am phan tmg chéo va can c6 mau nhom O Rhesus 4m tinh ngay lap tirc

d. cho huyét twong twoi dong lanh 8-10 don vi va tiéu cau sau khi truyén 8-10 don vi mau
hozc hon, nghia 13 ty 1& 1: 1 néu phai truyén mau sb lugng 16n

¢. muc dich cho hemoglobin 1én 70-100 g / L, hodc hematocrit> 30%.

SOC NHIEM KHUAN



CHAN DOAN

1. Séc¢ nhiém khuan 1a dap ung hé théng vO1 tinh trang toan than, viém, r6i loan huyét
dong v&i nguyén nhan viém nhiém thudng do vi khuan hoic nim, virus hay ky sinh
trung.

i. hon 85% nguyén nhan tir nguc, bung hoic niéu sinh duc, da va co bap.
ii. nhiém khuan huyét 1a nguyén nhan hang dau lam bénh nhan nhap icu, 20-50%
bénh nhan tr vong

2. cap nhat dinh nghia vé nhiém khuan huyét:

i. nhiém khuan huyét

nhiém trung kém biéu hién toan than nhue

a. toan than: sot >38.3°C hoic <36°C, mach >90/min, tho >20/min hoic ting
thong khi véi PaCO, <32 mmHg (4.2 kPa), lalan

b. viém: WBC >12x10%L, <4x10°%L or >10% bc non; ting CRP or
procalcitonin

c. huyét dong: SBP <90 mmHg or MAP <70 mmHg

d. rdi loan chirc ning co quan: thiéu oxy, thiéu niéu, rdi loan d6ng mau, giam
tiéu cau, tang bilirubin, liét rudt

e. giam tudi mau mo: ting lactate >1 mmol/L, giam phan h6i mao mach, n6i
man trén da

ii. nhiém khuan huyét ning

nhiém khuan huyét kém theo réi loan chirc ning co quan hodc giam tudi mau
mo.
Nguyén nhan c6 thé do
a. thiéu oxy, tut ap, thiéu niéu, lu 13n va tang lactate
iii. séc nhiém khuan

nhiém khuan huyét kém tut ap dai dang du bu du dich (it nhat 30 mL/kg dich tinh
theé).
3. Triéu chung ban dau khong 1o rang nhu mét moi, sbt hodc rét run, dau co, budn non
hoac noén va hon mé.
i. Hoi vé cac van dé trong tam nhu dau dau, dau co, dau hong, dau tai, ho, kho thd, dau
bung, tiéu kho, dau khép hay thay doi trén da.
ii. Hoi thong tin vé tién st trude d6 nhu dung khang sinh, di tng, dai duong, hoa tri
li€u, dung steroid or HIV, rugu hodc du lich nudc ngoai



4. Panh gia biéu hién séc lién quan tudn hoan bao gdm bét thuong dau hiéu sinh ton
i. DAu hiéu s6m khong ddc hi¢u nhu thé nhanh, nhip nhanh, thay ddi nhiét do (tang
hodc giam) va rdi loan tri giac.
ii. 1 vai bénh nhan c6 néng va dé6 mit, mach doi nhung nhiéu bénh nhan nhiét 4o binh
thuong hodc ha than nhiét ¢6 thd nhanh va toan chuyén hoa.
5. Kham cac khu vuc nghi ngd nhu tai, hong, nguc, tim, bung, lung, chi va da bao gém gilta
cac ngon chan, nép gip da, ting sinh mon
i. Cht y nét phat ban hay xuat huyét
6. Lap duong truyén tinh mach vé6i 2 kim 16n (14- or 16-gauge), monitor tim va do sp02.
7. Lam cong thirc mau, dong mau, dién giai dd, CRP, lactate va céy mau 2 vi tri khac nhau.
I. Lam khi mau déng mach hoac tinh mach
ii. Ly mau khu vyc nhiém khuén
8. lam ECG va xq nguc
9. dat foley theo doi lugng nudc tiéu, lam nuéc tiéu 10 thong s kiém tra hc, protein,
nitrit va dudng. soi va nudi cdy néu dugc
i. thiéu niéu goi y giam tudi mau than
ii. kiém tra B-nCG niéu & phu nir tién méan kinh.
10. Siéu 4m, CT khi nghi ngd nhiém khuan nhung dung tri hodn viéc dung khang sinh

XU TRi

1. Cho thé oxy liéu cao qua mask duy tri sp02 trén 94%.
2. Bat dau truyén dich
i. 30 mL/kg mudi sinh ly i.v. nhanh trong 30 phut dau va danh gia lai
Bolus néu can
a. Hoi strc dich thudng yéu cau lugng dich 16n 50-100 mL/kg
b. Bam bao haemoglobin tir 70-90 g/L.
3. Dung khéng sinh sém. ty 1& tir vong s& giam néu dung khang sinh trong vong 1h tir
lac khai phat. Mdi gi cham dung khang sinh s& ting thém 7% ty 1& tir vong.
i. dung flucloxacillin 2 g i.v. 4h kém theo gentamicin 4—7 mg/kg ngay 1 l1an néu
khong xac dinh nguén nhiém khuan rd rang ¢ bénh nhan suy giam mién dich.



ii. vancomycin 1.5 g i.v. mdi 12h véi MRSA (CA-MRSA), nghi ngd nhiém khuan huyét
va qua man véi flucloxacillin
iii. ¢ bénh nhan giam bach cau piperacillin 4 g véi tazobactam 0.5 g i.v. mdi 8h,
thém gentamicin 47 mg/kg khi khong cé ngudn rd rang va thém vancomycin
1.5 g i.v mdi 12h voi nhiém khuan huyét qua duong truyén.
4. bat dau dung van mach chéng tut &p du da bu dich.
i. noradrenaline or adrenaline i.v. duy tri (MAP) >65 mmHg (liéu ding ¢ bai khac)
ii. tdng co bop véi dobutamine i.v. dic biét khi co rdi loan chirc ning co tim
iii. hydrocortisone 50 mg i.v. 4 1an/ ngay . chi dung khi dap tmg kém sau bu dich va
dung van mach.
5. Chu y lién hé bs khoa ngoai néu can kiém soat, dan luu 6 mu, hoai thu, khau 16 thung,
giai quyét bi dai...
6. Cho nhap icu



Meo: canh giac vdi bénh
nhan gidm bach cau sau héa tri, suy dinh dudng, cao tuoi, ticu duong, HIV , suy giam mién dich vi ho c¢é rat it dau
hiéu cua soc nhiém khuan. cay mau va dung khang sinh theo kinh nghi€ém la di€u can luu y trong dicu tri



BENH NHAN BAT TINH

Muc ti€u hoi stre va xtr tri cac tinh huong cap ctru. chan doan c6 thé khong xac dinh dugc &
phong cap ctru.

X tri

1. Xu tri bénh nhan trong khu vuc bénh nhéan can h01 strc.
i. Dung dé ludi kiém tra ludi va thanh quan néu bénh nhén bét tinh c6 khé thé, 1y ring
gid, dung may huat hut dich nén hodc mau.
ii. Cai thién duong thd bang cach cho nam dau nghiéng, nang cam, day xwong ham ra
trudc (jaw thrust)
a. Pay xuong ham ra trude, tranh di dong cd
iii. Cho thé oxy liéu cao qua mask. Mac monitor tim va do sp02 muc tiéu sp02 >94%
2. Hoi sinh tim phoi néu khong bat dugc mach
3. Pat dng NKQ néu giam hodc mat phan xa nén va dudng thé khong dugc bao vé, sir dung
trinh ty k¥ thuét dat dng nhanh



Chu y: khong bao gio duoc sir dung ky thuat dit dng nhanh trir khi ban d3 duoc dao tao. sir dung bong bop qua mask
trong khi cho giap do.
4. Néu khong c6 diéu kién nhu trén:
i. Tam ldy cb 4o, giir vitng mit dau co trude khi di chuyén bénh nhan.
ii. C&ibo hét quan 4o, tranh ha than nhiét
5. Lap duong truyén va ldy mau lam CTM, déng mau, dudng mau, cdy mau va dung
paracetamol hodc salicylate néu chua lay mau lam xét nghiém kip
i. Lam khi mau, chay FiO,.
ii. Truyén 50% dextrose 50 mL i.v néu test glucose mao mach thip
a. Nén nh¢ truyén glucose c6 thé lam ting bénh nido Wernicke ¢ bénh nhaan
nghién rugu hoic suy dinh dudng, ho can tiém thiamine 250 mg i.v. ngay lap
tirc
6. Do lai nhiét d6 (néu 35°C, can do lai dé loai trir ha than nhiét), mach, huyét ap, kich thuéc
va phan xa dong tir
i. naloxone 0.4-2 mg i.v cham néu dong tr co tit va giam thong khi dé giai doc nhung
can cha y hoi chung cai cap
7. cha y nhing tinh huéng can can thiép khan cap
i. tran khi mang phdi ap luc
a. thuong sau chan thuong, dic biét néu dang thong khi ap lyc duong
b. choc kim 16n hat hodc dan Iwu mang phéi khong can cho XQ
il. loan nhip tim
a. diéu tri néu can sau khi lam ECG 12 chuyén dao
iii. mat mau ning
a. chay mau c6 thé ra ngoai hodc trong duong tiéu hoa, vé dme hodc v chira ngoai
da con
b. phan tng chéo, truyén dich, siéu am va chuyén bn di phau thuat kip thoi
iv. sdc phan vé
a. co thé sau dung thudc, an udng hoic con tring dot
b. dung 1/1000 adrenaline (epinephrine) 0.3-0.5 mg (0.3-0.5 mL) tiém bap lip
lai sau 5-10 phut
c. dung 1/ 10 000 hoac 1/100 000 adrenaline (epinephrine) 0.75-1.5 pg/kg i.v.
néu truy mach, vi du 50-100 pg hoac 0.5-1.0 mL cua 1/ 10 000, 5-10 mL
cua 1 / 100 000 adrenaline (epinephrine), tiém tinh mach cham cho bénh
nhéan 70kg
v. xuit huyét ngoai mang ctng



a. c6 thé sau chan thuong; tim vi tri bAm tim trén da dau, ving thai duong dinh
khu vuc dong mach ndo gitra

b. cht y mirc do suy giam y thuc, kiéu thd Cheyne—Stokes, dong tir ¢ dinh, gidn 1

bén

goi bs ¢6 kinh nghiém dat ong nkq

d. chup ct so cip ctru, chuyén bn cho bs phau thuét than kinh truée khi khu vuc tén
thuong lan rong.

134

chan doan

1. tinh trang tim mach cta bénh nhan phai dugc 6n dinh giai doan nay, nén xét nghi¢ém mau,
test duong huyét, sonde da day, ECG va XQ nguc

nguyén nhan hay gip nhat ciia bénh nhan bat tinh
i. ngd doc (vo tinh hay ¢ y bao gom rugu va CO).
ii. ha duong huyét
li. sau dot quy
Iv. dot quy
v. chan thuong so ndo
vi. xuat huyét dudi nhén
vii. suy ho hap
viii. tut huyét ap
2. nguyén nhan it gap hon
I. viém ndo — viém mang nao
Ii. suy gan, than
iii. nhiém trang huyét.
IV. tu mau dudi mang cung.
v. ting duong huyét (DKA hoic ting ALTT, HHS).
vi. Ha hoac tang than nhiét
3. Hiém gip
i. Ton thuong ndo it choan chd
Ii. Ha natri hoac tang canxi
iii. Phu niém
iv. Bénh Addison
V. THA do bénh nao



4. Cuoi cung chu y néu bénh nhan vira ra nudc ngoai

.
ii.
iii.
\2

St rét thé ndo

S6t phat ban, sot vang da va thuong han
Bénh dai, viém nao nhat ban

SARS, st xuét huyét do virus

5. Phan biét 4 danh sach trén kho nhung can xay dung 1én toan canh va chd y cac dir kién sau

Tién su:

.

i.

iii.

Iv.

V.

6. Kha
.

i.

iii.

Iv.

Manh mdi tir nguoi than, nguoi van chuyén va nguoi cp ctiru?
An udng, chan thuong, ubng ruou, dung thubc?
Dung thubc hodc phau thuat trudc d6?
Co6 lam dung thudc?
Gan day c6 di du lich?
m
Kiém tra sb tiéu duong, dung corticoid
Chu ¥ vi tri chan thuong, tiém choc hoic ndt xuat huyét trén da.
Panh gia lai dau hiéu sinh ton
Panh gia lai tinh trang than kinh, muc d6 y thirc bang thang diém GCS , phan xa
dong ttr, chuyén dong cua mat. danh gia luc cia co, truong luc va phan xa bao
gdom phan xa gan ban chan
Loai trir ciing gay
a. Chu y CTSN, dot quy, xuat huyét dudi mang cing hoic hon mé do ton
thuwong ndo véi cac ddu hiéu than kinh khu tra
b. Cht ¥y viém nio, viém mang nio hodc xuat huyét dudi nhén néu cé kich
thich mang ndo ma khong c6 dau hiéu than kinh khu tru.



THANG DIEM GLASGOW

Tré trén 2 tudi J Tré duti 2 tudi Piém

Trang thai mat

M@ tu nhién M tu nhién -+

Mé khi goi Phan tng vdi 181 nai 3

Md khi dau Phan dng vdi kich thich dau 2

Khéng dip (g Khéng dap (ing 1
Dip wng van déng tét nhat

Lam theo yéu cau Theo nhu cau 6

Kich thich dau: Kich thich dau:

Binh vi ngi dau DPinh vi dugc ndi dau 5

Tu thé co khi kich thich dau | Co tay dap ting kich thich dau 4

Tu thé co bat thugng Tu thé mit vé nao khi dau 3

Tu thé dusi bat thusng Tu thé mit nio khi dau 2

Khéng dap tng Khang dap (ng 1
Blap ing ngbn ngit t6t nhait

Binh hudng va tra 16i dang Mim cudi, noi bap be 5

Mat dinh hugng va trd 15i sai | Quay khac 4

Ding tit khéng thich hop Quay khac khi dau 3

Am thanh v nghia Fen ri khi dau 2

Khéng dap dng Khéng dap (ing 1

v. kiém tra ving trudc nguc, bung, lung, day chau, truc trang.
7. Sép xép
i. Chup XQ nguc va chiu néu chin thuong
ii. CT so néu nghi ngd van dé so nio

SOC PHAN VE



Chan doan

1. La phan tng mién dich qua trung gian IgE, tac dong da hé théng sau khi ding thude, dic
biét sau tiém penicillin, ong dét, dn hai san va cac loai hat
I. Khéng lién quan t&i IgE goi 1a phan vé khong di img (trude day goi 1a phan (mg phan
vé) ¢cb biéu hién tuong tu sbc phan v¢ hay gap nhét sau tiém can quang, dung aspirin
hodc NSAID nhung khong lién quan t61 IGE
2. Biéu hién ho hap
i. Kho thd, phu né thanh quan, khan giong, tho rit
ii. Ho, co that phé quan, tim tai
iii. Viém mii, viém két mac
3. Biéu hién tim mach
i. Nhip nhanh, c6 thé nhip chim
ii. Tut ap, gian mach
iii. Chong mit, 14 1an, giam tri giac.
4. Bicu hién khac
I. Tiéu hoa
a. Pau khi nubt
b. Pau bung
c. Non va di ngoai
Ii. da
da hong
mé day khu tra hodc lan rong
ngua
d. phu mach
Iii. cac loai khac:
a. lo au, co tién triéu
b. dau lung, dau vung chau
5. mac monitor va theo ddi sp02

oo

XU tri



1. thd oxy liéu cao qua mask muc tiéu sp02 trén 94%, cho bénh nhan nam ngira, ké cao chan.
Ngung cic nguyén nhan c6 thé gay phan vé
2. phu né thanh quéan va thé rit
i. dung 1/ 1000 adrenaline (epinephrine) 0.3-0.5 mg (0.3-0.5 mL) tiém bép bo trén

ngoai co dui

néu van tiép tuc dién bién ning, ding 1 / 10 000 hodc 1 / 100 000 adrenaline
(epinephrine) 0.75-1.5 pg/kg i.v.; vi du 50-100 pg hodc 0.5-1.0 mL 1/ 10 000, hoac
5-10 mL 1 / 100 000 adrenaline (epinephrine) trong 5 phut i.v. ECG phai theo doi
sét.

1 /1000 adrenaline (epinephrine) 2-4 mg (2-4 mL) khi dung trong oxy trong khi
chuan bj adrenaline tiém tinh mach (epinephrine).

iv. tiém hydrocortisone 200 mg i.v. ddc biét trong truong hop co that phé quan
3. sbc va truy tuan hoan

1 / 1000 adrenaline (epinephrine) 0.3-0.5 mg (0.3-0.5 mL) i.m truc tiép vao bd
trén ngoai dui, lap lai sau 5-10 phut dén khi cai thién triéu chung.

Dé bn nam 1én chd phing va gac chan 1én

Truyén bolus tinh mach NaCl 0,9% 20—40 mL/Kg i.v.

iv. Néu dién bién ning 1én, chuyén 1 / 10 000 hodac 1 / 100 000 adrenaline

(epinephrine) 0.75-1.5 pg/kg i.v.; vi du 50-100 pg hoac 0.5-1.0 mL 1/10 000,
hoac 5-10 mL 1/ 100 000 adrenaline (epinephrine) trong 5 phut i.v. phai c6 ECG
theo doi sat

4, 2 duong truyén chi xt tri khi tim mach da 6n dinh

Cetirizine 10 mg uong hoac fexofenadine 180 mg, hoac chlorphenamine 10-20
mg tiém cham i.v., phdi hop ranitidine 50 mg i.v.

Hydrocortisone 200 mg i.v.

Glucagon 1-2 mg i.v. 1ap lai néu can, voi nhitng bénh nhan khéng dép tng voi nhiing
diéu trj trén

5. Sau diing adrenaline (epinephrine) trong 6-8 h van con triéu ching & khoang 5% bn, goi 1a
phan v¢ 2 pha

6. Sau khi ra vién cho dung prednisolone 50 mg 1 1an, cetirizine 10 mg hoac fexofenadine
180 mg 1 lan/ngay thém ranitidine 150 mg ngay 2 lan, trong 3 ngay

Gitr lién lac véi bac si
Khi c6 van dé nghi di tmg hay phan vé tai phat can dén vién ngay
Str dung but tiém EpiPen hay Anapen 300 pg ¢ nguoi 16n ngay khi nghi phan vé



CHAN THUONG SO NAO

CHAN DOAN

1. Ctsn co thé dua vao tién sir hodc kham tryc tiép.
2. Nghi ngd ctsn ¢ nhitng bénh nhan hon mé hoic 1di loan ¥ thirc, nhém nguy co nhu ngd
doc rugu hoac dong kinh, khong do tai nan ¢ tré em hodc ngad & nguoi gia.
3. Xac nhan lai thong tin tor ngudi ctru hg, nguodi xung quanh vé hoan canh, tinh chat
chan thuong, thoi gian mat y thirc hoac co giat, dong kinh
4. Thong tin khac tir gia dinh vé tién str dung thubc, phau thuat, thuéc dang diéu tri, di
ung, dong kinh, tinh trang trude khi chan thuong
5. Kiém tra nhiét do, mach, huyét ap, nhip tho va ECG, sp02. Panh gia diém GCS
i. Bénh nhan hon mé c6 GCS bang hodc dudi 8
ii. Giam 2 hodc hon 2 diém goi ¥ tinh trang ngdy cang ning
iii. Lap lai danh gia than kinh, bao gdm ca GCS, dé phat hién va xt tri kip thoi ton
thuong thir phat
6. Lap duong truyén, 1y mau lam CTM, dong mau, duong mau, ndong do rugu trong mau va
thudc néu nghi ngd ngd doc
7. Lam khi mau, cha y % oxy hit vao khi rat mau ra.
8. Kham than kinh bao gdm
i. Muc do y thirc: thuong xuyén ghi diém GCS va chi y dau hiéu suy giam GCS
ii. Kich thudc va phan xa dong tir: dic biét chu y néu dong tir khong déu hodc gidn, cho
thay c6 ton thuong khu tra hodc ting ALNS
iii. Chuyén dong ctia mat va soi day mat
a. Chuyén dong ctia mat con nguyén 1a 1 biéu hién tot vé chirc ning nio
b. Soi diy mét thiy phu gai thi, xuat huyét dudi mang dich kinh hodc bong vong
mac.



Iv. Day tk so khac: bao gém kiém tra phan xa gidc mac, cir dong mat, ho va phan xa
non.
V. Cu dong chi
a. Danh gia trvong luc binh thudng, yéu co va mit van dong cta chi, hoic dap Gmg
dau khong ddi xtmg néu bénh nhan mét y thirc
b. Kiém tra phan xa cac chi, bao gdm ca phan xa gan ban chan
9. Kiém tra vét bam tim da dau, vét rach va tu mau, s& kiém tra xem c6 bién dang hay 1o6m
gﬁy xXuong so
10. Kiém tra mit va mom xem c6 gay xuong mit, xuong so. v& nén so ¢o triéu ching
i. Xuét huyét quanh va dudi 6 mat
Ii. Chay mau va dich nao tuy qua tai
ili. Chay mau va dich nao tiy qua miii
iv. Chay mau miii hong s6 luong 16n
v. Bam tim xwong chiim (d4u hiéu Battle), c6 thé khong xuat hién trong vai gid dau
11. Panh gia tir dau dén chan nhitng vét thuong & cd, nguc, bung va day chau. ké ca tham
tryc trang (mat treong luc hdu mén goi ¥ ton thuong tay sdng), lung va t chi
12. Tham do chirc ndng
i. XQ nguc va khung chau trong truong hop da chan thuong
ii. CT so va ddt séng co

Phai bao vé duong thd trudce, trude khi chup CT so. chi dinh chup CT s bao
odm
GCS<13
GCS 14 va tiép tuc giam 2 diém sau danh gia ban dau
DAu hiéu than kinh khu tra, nhin d6i, liét nira nguoi
Suy giam than kinh, giam 2 diém GCS hoic hon
Co giat sau chan thuong
Réi loan déng méu (tién st chay mau, dung warfarin hoic NOAC)
Gay hodc nghi ngd gdy xuong, vd nén so
Vét thuong so da thay hodc nghi ngo
iii. XQ so khong c6 gia tri trong chan doan ctsn nhung ding khi khong ¢6 CT
a. Chup khi khong c6 sin CT. co thé thay giy xuong hodc di vit nhung khong thé
loai trir ton thwong du trén phim thay binh thuong

S 2 20 O



Xu tri

1.

Huat sach duong tho, 14y bo di vat, rang gia, dat canyl miéng hau (oropharyngeal
airway). Tho oxy 100% qua mask. Giir sp02 trén 94%.
i. Nam dau cao 20-30 d6
Bat dong cot séng c6 bang mang, 10% s6 bénh nhén ctsn c6 ton thuong cdt séng co.
st dung tai cat chén giup dau nhin thing vé phia trude néu bénh nhan kich dong.
Bénh nhan phai duoc dat ng NKQ bao vé duong thd, chéng hit sic, dam bao oxy va
théng khi néu phan xa nén giam hodc mat. han ché di déng cb bénh nhan
I. Goi bs ¢6 kinh nghiém

ii. Chuan bi stir dung k¥ thuat dit nhanh 6ng NKQ (s& c6 bai vé cai nay)
Thuong xuyén danh gia lai nhiét 4o, mach, huyét ap, nhip tho
Chu ¥ tran khi mang phdi ap luc, tran khi mang phoi, tran mau mang phoi, mang suon
di dong néu bénh nhan thd nhanh hoic thé khong hiéu qua
Truyén dich dé duy tri huyét ap binh thuong. sir dung dich tinh thé, NaCl 0,9% hoic
dung dich Hartmann

i. Muc tiéu MAP >90 mmHg, dé dam bao tudi mau nio

ii. Tranh bu dich qua da & bénh nhan huyét 4p binh thudng do c6 thé gy phu nio .
Chu ¥ vét thuong nguc, bung hodc khung chau cé chay mau, giy xuong dai va chén
ép tim néu bénh nhén co tut huyét 4p. Cha ¥ séc hiém khi xay ra néu chi CTSN

i. Cha ¥ néu tré em c6 chay mau da du

ii. Chan thuong tuy c6 hodc nguc ¢ thé 1a nguyén nhan giy giam truong luc giao cam

mach mau.

Xt tri cac bién chimg sau ngay lap tic, ching lam ning thém ton thuong nguyén phat va
gay thuong ton thtr phat

i. Ha duong huyét

a. Test glucose mao mach; néu thap 1am sinh hoa mau kiém tra va truyén 50ml
50%
b. Nhé rang néu bénh nhan trude d6 c6 udng rugu thi lic nay s& ha duong huyét
ii. Thiéu oxy



a. PaO, <70 mmHg (9 kPa) khong khi thd hoac 100 mmHg (13 kPa) trong tinh
trang thd oxy va ting PaCO, quéa 45 mmHg (6 kPa) ¢ bénh nhan tu thd can hd
tro thong khi tich cuc

b. Goi bs c6 kinh nghiém chuén bi dat 6ng NKQ k¥ thuat nhanh

ii. Co giat
a. midazolam 0.05-0.1 mg/kg t61 10 mg i.v., diazepam 0.1-0.2 mg/kg tdéi 20 mg
I.v. hodc lorazepam 0.07 mg/kg t61 4 mg i.v.
b. sau d6 phenytoin 15-18 mg/kg i.v.
iv. dong tir co tit

a. naloxone 0.8-2 mg i.v.

b. néu khong cé tac dung c6 thé do tén thwong cau ndo hodc tiéu nio.
V. Hanh vi kich dong

Kiém tra nhitng diéu sau
a. Thiéu oxy: dam bao duong thd van tét va oxy dang dung liéu cao
b. Tut huyét ap: do lai huyét ap
c. dau: sonde bang quang, nep ¢ dinh ...
vi. chuong da day
a. dat sonde da day
b. dit sonde miéng-da day néu v& nén so hodc v& xuong phan gitta mat
9. chi y cac dau hiéu tang ALNS va thoat vi ndo tay géy suy giam tri giac, nhip cham,
tang huyét 4p va dau hiéu than kinh khu tri nhu gidn doéng tur:
i. goi bs co kinh nghiém néu thay éng nkq tut hay nghi ngd ¢6 van dé
Il. tang thong khi nhe duy tri PaCO, 30—35 mmHg (4.0-4.7 kPa).
iii. Truyén 20% mannitol 0.5-1 g/kg (2.5-5 mL/kg) nhu chét 1gi niéu tham thau, b
du thé tich tuan hoan
iv. Lién hé bs phau thuat than kinh ngay lap tirc
10. dung flucloxacillin 1 g i.v. hoic cephazolin 2 g i.v. néu giy xuong hd va cé khi noi so,
tiém phong ubn van.
11. Tiéu chuan dé tu van phau thuat than kinh



i. Tiép tuc hén mé sau hdi sire (GCS <9).
ii. Suy giam trang thai than kinh, vi du y thirc xdu di (giam 2 diém GCS), co giat, dau
dau tang 1én va dau hiéu than kinh khu tra
li. V& so:
a. V& kém lun
b. V& nén so
c. Bét ky vét ntt so nao kém 1u 13n, giam tri giac hodc dau hiéu than kinh khu
tru.
iv. Chan thuong so thim nhép
v. L 13n hodc c6 rdi loan than kinh khac (GCS 9-13) trong 2h hoic khong thdy v
xuong so.
vi. CT so thay bét thuong
12. 6n dinh bénh nhan dau tién can bao vé duong tho, chéc chén tat ca cac thuong tich da
duogc xu tri trude khi van chuyén.
I. van chuyén bénh nhan can dugc dao tao, c6 kinh nghi¢m va trang bi thich hop
(s& co bai vé cai nay)

Critical Care Areas Drug Infusion Guidelines

These infusion guidelines were developed for use in critical care areas only. Most require
close monitoring with titration to response, and are thus inappropriate for general ward
areas. All calculations assume an adult weight of 70-80 kg.

Paediatric resuscitation drug doses are available in Table 8.4 (p. 292) in Section VIII,
Paediatric Emergencies.

Other paediatric doses are available in any paediatric formulary.

Readers are strongly advised to re-check all doses with another medical person before
commencing therapy.

According
Adrenaline to condition 0.05—-1.0 6 mg in 100
(epinephrine)  1-100 pgkgmin - mL DS
dugkg

3 mg in 50 mL DS 80 pg/mL 2-20 pg/min 2-20

2-5 mglkg
in 100 mL
DW  over
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Section Il

Cap ctru hay gip
DAU NGUC

CHAN DPOAN PHAN BIET

Luon nghi dén nhirng chan doan de doa tinh mang bénh nhan:
o hoi chtng vanh (ACS), nhu nmet, dau nguc khong 6n dinh
e 1nho6i mau phoi.
e loc tach dm chu



ChU y: bénh nhan c6 thé it c6 ddu hiéu 1am sang va khong c6 van dé trén XQ nguc hay ECG nhung can cht y néu trén
lam sang nghi ngd. mac monitor tim theo ddi, 1ap duong truyén va thé 35% oxy

Cac nguyén nhan khéc:

e Viém mang tim

e viém mang phoi

o viém phdi

o tran khi MP

e bung — viém thuc quan, v& thuc quan, bénh tii mat
« dau than kinh lién suon

hoi chirng vanh cap ACS
ACS 1a hoi chimg ma bénh nhan c6 dau ngyuc hoic triéu ching khac do thiéu mau co tim dan
dén ST chénh 1én (STEMI), nmct khdng c6 st chénh 1én (NSTEMI) t6i dau that nguc khong on
dinh (UA), 2 cai sau thuong dugc goi la NSTEAC (h/c vanh khéng c6 ST chénh 1én).

Co ché chung ciia ACS 14 x6i mon hodc v& méang xo vita.

NMCT ST chénh Ién (STEMI)
Chan doan

1. cac yéu td nguy co: huat thude, tiéu duong, THA, tang lipid mau, tudi cao, tién st gia
dinh.

2. Co thé co tién sir dau nguc, nmet hodc suy tim.

3. Pién hinh dau giita ngyuc, ning, bong rat sau xwong trc, kéo dai vai phut hoic lau hon,
khong giam khi ngam nitrate duéi ludi, kém theo lo au, kho thd, budn noén va noén

4. Pau c6 thé lan 1én co, ham, 1 hodc 2 tay, lung, thuong vi hodc khong lan

i. Dau khong dién hinh ¢ nhitng bénh nhén gia, phu nir va tiéu dudng

5. Bénh nhan va md héi, da mat, khé thé.

6. Ngoai ra bénh nhan cé thé xuat hién bién ching nhu r6i loan nhip tim (nhanh hodc
cham), suy tim, tut ap nang trong sbc tim



Vo vach ngan hoac v co nhu, tdc mach hé théng hodc viém mang ngoai tim.
7. Lap duong truyén tinh mach, mic monitor tim va do sp02
8. Lam CTM, dong mau, dién giai, chirc nang gan, men tim nhu troponin | (cTnl) hoac
troponin T (cTnT) va lipid
i. Khong nén tri hodn diéu tri dé cho két qua vé
Il. Men tim binh thuong giai doan soém
iii. Troponin ting cao = tién luong x4u.
9. ECG lam ngay trong vong 10’ tur khi tlep nhan bénh nhan
i. Tim kiém ST chénh & 2 hay nhiéu chuyén dao lién tiép
ii. ST chénh cang nhiéu va cang cao & cic chuyén dao nguy co tir vong cang cao
iii. Nmct co tim thanh dudi ST chénh 6 I, 111 va aVF.
iv. Nmct thanh trude ST chénh Ién: |, aVL,V1-V3 (vach trudce) hoac V4-V6
(trudc ngoai).
v. NMCT thanh sau hinh anh R soi gwong va ST chénh xudng V1-V4.
vi. Lam lai ECG sau 5-10 phut néu ECG lam lac dau chua rd rang
10. XQ nguc kiém tra phu phoi, bong tim to va xep phoi

X tri

1. Liéu cao 40-60% oxy chi v&i bénh nhan thiéu oxy (sp02 <93%) hodc bénh nhan séc.
Néu COPD thé oxy 28%.
2. Ubng aspirin 150-300 mg trir khi c6 chéng chi dinh
i. dung clopidogrel 300 mg uéng liéu tai néu sau d6 dung tiéu huyét khbi hodc
600mg néu sau d6 PCL
ii. Ngoai ra ding prasugrel 60 mg uéng néu da PCI hoic ticagrelor 180 mg ubng
tuy s& thich tung bs tim mach
3. Giam dau toi da
i. glyceryl trinitrate (GTN) 300-600 pg duéi ludi, duy tri huyét ap tam thu (BP)
trén 100 mmHg a tranh tut huyét 4p qua muc
ii. dung morphine 2.5-5 mg i.v. kém chong nén, vi dumetoclopramide 10 mg i.v
néu van con dau dai dang



4, diéu tri tai tudi mau

muc tiéu dung tiéu huyét khdi ti da trong vong 30 phut sau khi bénh nhan dén vién
hodc thu xép can thiép qua da PCI trong vong 60-90 phit
5. tiéu huyét khoi

chi dinh trong vong 12 h (6t nhit 6 h) tir lic khoi phat dau nguc ¢ bénh nhan STEMI,vi
du ECG c6 ST chénh Ién trong MI, ST chénh Ién it nhat Imm & 2 chuyén dao chi lién tiép
hoac 2mm ¢ 2 chuyén dao trudc nguc lién tiép va c6 LBBB
i. chdng chi dinh tuyét dbi thudc tiéu huyét khbi
a. ting xuat huyét ndo hoic xuét huyét dudi nhén, bénh ndi so ac tinh
b. dot quy do huyét khdi 3 thang trude
C. c6 tang dang chay mau (kinh nguyét khong tinh)
d. dau dau hoic ctsn 3 thang gan day
e. 16c tach dm chu
ii. chéng chi dinh tuong d6i (tiéu huyét khdi van duogc can nhic & bénh nhan nguy
co tir vong cao, 191 > hai, nhu trong nmct thanh trude 16n khéi phat trong vong
3h):
dang dung thuéc chong dong dudng uéng
c6 thai hodc sau sinh 1 tuan
phau thuat 16n trong vong 3 tuan
c6 choc vao dm chil hodc tinh mach trung tim khong bién chiing
huyét ap khang tri (tam thu trén 180mmHg, tim truong trén 110 mmHg)
tién sit THA ning, it dap Gng voi diéu tri
CPR kéo dai hon 10 phut
Bénh gan than nang.
iii. dung tenecteplase (TNK) 1a thudc duoc lya chon
a. dung tenecteplase 30 mg (weight <60 kg), 35 mg (weight >60 to <70 kg), 40
mg (>70 to <80 kg), 45 mg (>80 to <90 kg) and 50 mg (weight >90 kg) 1 liéu
bolus trong 10s
b. tenecteplase ding d& nhat, an toan theo trong lugng, tiéu fibrin tot va tac dung
toi 12h
c. tiép tuc 1am lai ECG theo ddi dap Ung ti tudi mau
bat ddu dung heparin khong phan doan i.v. bolus 60 units/kg (maximum 4000 units),
sau d6 dung 12 units/kg/h (maximum 1000 units/h) diéu chinh theo APTT

SQ 2 Q0 TP



a. dung heparin trong lugng phan tir thip (LMW) nhu enoxaparin
30 mg i.v.ngay lap tirc sau d6 15 phat dung 1 mg/kg té1 100 mg duéi da (s.c.)
trong 12h
b. bo qua lidu i.v. bolus néu tudi trén 75 va dung enoxaparin 0.75 mg t&i 75 mg
dudi da (s.c) trong 12h.
iv. dung thudc tiéu fibrin khac néu khong c6 tenecteplase:
a. reteplase 10 units bolus khéng qua 2 min, sau d6 30 min dung 10 units bolus
1LV,
b. alteplase (rt-PA) 15 mg (15 mL) bolus, sau d6 dung liéu 0.75 mg/kg trong 30
min (t6i da 50 mg), tiép tuc 0.5 mg/kg trong 60 min (t6i da 35 mg).
v. dung streptokinase (SK) 1.5 million units trong 45-60 min pha trong 100 mL
mudi sinh 1y chi khi khong c6 thudc tiéu huyét khéi bén trén.
a. Tranh ding SK néu n6 di duoc dung trong vong 12 thang trudc téi 3 ngay
gan day va sau nhiém lién cau nang vi hién tugng khang SK
b. Tiém cham hodc nging tim néu co tut 4p hoic nodi ban. Bit dau tiém tiép
khi triéu chung da duogc giai quyét
c. Thi thoang xuat hién tut ap niang va séc phan vé nén can cha y oxy,
adrenaline va dich sin dé cap ctru
6. Can thiép mach vanh qua da (PClI)

Muc tiéu can thiép vanh qua da dé giai quyét huyét khdi trong vong 90 phut tir lic
bénh nhan dén
i. No t6t hon dung tiéu huyét khoi
ii. Dung t6t hon trong sbc tim néu chéng chi dinh dung tiéu huyét khi
iii. Dung tiéu huyét khi tenecteplase néu PCI khong thé thu xép trong vong 60-90 phut
7. Chuyén bénh nhan sau dung tiéu huyét khéi téi CCU hoidc phong can thiép PCI c6 san
dung cu va thude hdi st

NHOI MAU CO TIM KHONG CO ST CHENH (NSTEMI) VA
DAU THAT NGUC KHONG ON PINH

Chan doan

1. Céc yéu t6 nguy co nhu STEMI



2. Néu khong thé phan biét dé loai trir chinh xdc ACS moi xem bang
i. Bénh nhan cao tudi, phu nir, tiéu duong va suy than man c6 thé ACS khong dién
hinh.
ii. Pau nguc khong 6n dinh (UA) ting mtc do va tan sd dau nguc, dau khi nghi va khai
phat dau nguc han ché van dong thé chit hodc xuit hién sau nmct trude do.

Differential diagnosis of chest pain in patients presenting with
possible acute coronary syndrome (ACS)

Band-like, fight, or pressure pain with May be normal, or m Cardiac

ay .

:c:dt?ma [sz:' 44:':' radiation to neck and arms, sweating, have evidence of heart bmr:;:kars,jgs;
¥ P- dyspnoea, cardiac risk factors failure, hypotension f;sling'y
Sudden onset, pleuritic pain, Tachycardia,
E‘i;nun;:{ ombolus dyspnoea, risks for venous tachypnoea, pleural rub, E¥Eﬂ. viQ scan,
P- thromboembaolism low-grade fever
Aortic dissection (see Sudden, sharp, tearing pain radiating to Unequal pulses or BP, Sc:th:':E:ardiugram
p. 57) back, neurologic symptoms neEw murmur, bruits CT angiogram
Pericarditis (see p. Pleuritic, positional ache, worse lying Fever, pericardial rub, ECG, CXR,
58) down tachycardia echocardiogram
Fever, hypaoxia,
Pneumnonia (see p. Cough, fever, dyspnoea, pleuritic pain, tachypnoea, CXR. WCE
68) malaise tachycardia, abnormal '
breath sounds

Pneumothorax  (see - . Reduced breath sounds
p. 73) Pleuritic pain, dyspnoea over hemithorax CXR
Oesophageal rupture
(Boerhaave's C{:nsiant severe retrosternal  pain, Subcutaneous CXR. CT chest
syndrome) (see p.dysphagia emphysema
186)
Gastrointestinal Burning, nocturnal pain, Abdominal tendemess, Lipase, AXRH,
causes (seep. 589) gastrointestinal symptoms rebound or guarding ultrasound
Musculoskeletal Pain increased with movement or Eh;;t'w@ [T;mamc:ur Normal
causes (seep. 60) muscular activity in .ACSPEMI] 1 may

ACS, acute coronary syndrome; AXR, abdominal X-ray; BP, blood pressure; CT,
computerized tomography; CTPA, computerized tomography pulmonary angiogram;
CXR, chest X-ray; ECG, electrocardiograph; V/Q, ventilation perfusion; WCC,
white cell count.

3. NSTEMI va UA goi chung 1a NSTEAC (h/c vanh khéng c6 ST chénh Ién).

4. Lap dudng truyén tinh mach, monitor va sp02

5. CTM, d@dng mau, dién giai, men tim troponin I (cTnl) hoac troponin T (cTnT) va lipid
nhu STEMI.



6. lam ECG trong vong 10’ tiép nhan bénh nhan
i. ¢ thé co ST chénh xuéng, T am hodc det, thay doi khong dac hi¢u hoac
ii. ECG c6 thé binh thuong

Xu tri

1. ding aspirin 150-300 mg udng trir khi c6 chdng chi dinh
i. dung clopidogrel 300 mg udng liéu tai, sau d6 75 mg 1 1an/ ngay néu aspirin-
khong tac dung
2. diung GTN 300-600 pg ngam dudi ludi va morphine 2.5-5 mg i.v v6i chdng non nhu
e.g. metoclopramide 10 mg i.v néu van dau dai dang
3. ding heparin cho tit ca bénh nhan nghi ngd NSTEMI hodc UA, khéng can thiét chd két
qua xét nghiém khi ECG d4 c6 su thay d6i
I. dung LMW heparin nhu enoxaparin 1 mg/kg s.c. hoac dalteparin 120 units/kg s.c.
cach 12h hoac
ii. heparin khong phan doan (UF) i.v. bolus 60-70 units/kg (t6i da 5000 units), sau
d6 truyén 12—15 units/ kg/h (t6i da 1000 units/h)
a. UF heparin duoc wa dung & nhitng bénh vién chi ¢6 thé (PCI) trong vong 2436
h khoi phat triéu chiing
b. Chuan d6 liéu UF heparin dé (aPTT) dat mac 50-70 s trong 6h sau tiém
C. Ngoai ra c6 thé dung bivalirudin 0.1 mg/kg i.v. bolus sau d6 0.25 mg/kg/h
trong lic cho PCI
4. Vi tat ca cac bénh nhan

Chan doan cudi cing NSTEMI (ting men tim), UA (khong ting troponin hodc men
tin) hoac dau nguc khong do tim (men tin binh thuong, ECG binh thuong, test khong
xam 14n binh thudng) can co thoi gian

i. Cho nhitng bénh nhén c6 nguy co cao vao (CCU). Bao gdbm 1 trong cac diéu sau
a. tang troponin, dau nguc kéo dai hon 10 phat, bénh nhan tiéu duong hoic
bénh than man, GFR <60 mL/min va co triéu chtng dién hinh cua ACS,
kém theo ngat, dau hiéu va triéu chung cua suy tim, suy van 2 14, PCI 6
thang trudc, bac cau mach vanh, huyét dong khoéng on dinh hodc thay doi
ECG



Il. Bénh nhan nguy co trung binh
a. Pau nguc hoac khoé chiu trong 48 h khi nghi, dau lap di lap lai, tudi trén 65 tudi,
2 hay nhiéu yéu t6 nguy co THA, tién sir gia dinh, hiit thudc, ting m& mau, tiéu
duong, suy than man, GFR <60 mL/min va ACS khong dién hinh
b. Lam lai ECG va troponin trong 6-8 h sau vao vién
iii. Tién hanh lam test khong xam lan nhu test ging sttc EST va lam lai ECG va
men tim néu bénh nhan hét dau

a. Chi thuc hién v41 bénh nhan ndi tru
b. Chi lam test nay sau loai trir ACS truéce khi cho bénh nhan vé nha



Canh bao: khong bao gio cho bénh nhan dau nguc xuét vién chi vi men tim binh thuong ma can 1am lai 1an 2 kém theo
lam lai ECG 6-8h sau nhap vién, sau do6 tién hanh test khong xam l4n dé loai trir ACS

PAU NGUC KHONG DO TIM

Chan doan

1. Pau nhoi, dau mang phoi, dau ting khi so vao it khi 13 ACS nhung khong thé theereejt d6i
loai trir no.
2. Pau nguc khong do tim 14 chan doan loai trir, trir khi cé tridu ching 1& rang nhu dau
xuong suon sau ngd, hodc dot ngdt sau ho hodc hit hoi
3. Pau nguc khong do tim ¢6 cac nguyén nhan nhu PE, boc tach dmce, viém mang ngoai tim,
viém mang phdi, tran khi mang phdi... (see Table 2.1).
i. Lam ECG hang loai va troponins, test khong xam 1an dé loai trir ACS.

biéu tr1

1. Vi bénh nhan chua chan doan rd rang cho aspirin 150-300 mg udng trir khi c6 chdng chi
dinh do qua man
2. Diéu tri phu thudc vao nguyén nhan (xem bén dudi).

Tac mach phoi
Chan doan
1. Huyét khéi tm (VTE) bao gdm tic mach phdi va huyét khdi tm sau (DVT).

2. Du phong yéu t6 nguy co VTE tét nhat chia cap va man tinh v6i ca PE va DVT nhu
trong bang (see Table 2.2).



Table 2.2

du phong nguy co (VTE)

Acute provoking factors

Hospitalization, i.e. reduced mobility

Surgery, particularly abdominal, pelvic, leg
Trauma or fracture of lower limbs or pelvis
Immobilization (includes plaster cast)

Long haul travel - over 3000 miles or 5000 km
Recently commenced oestrogen therapy (e.g. within previous 2 weeks)
Intravascular device (e.g. venous catheter)
Chronic predisposing factors

Inherited Acquired Inherited oracquired
Natural anticoagulant deficiency such as
protein C, protein S, antithrombin Illincreasingage High plasma homocysteine
deficiency
Factor V Leiden Obesity :;I(lg:;)rzlplasma coagulation factors VIII,
Antiphospholipid syndrome
Cancer

Prothrombin G20210A mutation (anticardiolipin antibodies and lupus

(chemotherapy) anticoagulant)

Leg paralysis
Oestrogen therapy

Pregnancy or
puerperium

Major medical illness®
Previous venous
thromboembolism
(DVT/PE)

4 Chronic cardiorespiratory disease, inflammatory bowel disease, nephritic
syndrome, myeloproliferative disorders.

DVT, deep vein thrombosis; PE, pulmonary embolus.

Modified from Ho WK, Hankey GJ (2005) Venous thromboembolism: diagnosis
ﬂld management of deep venous thrombosis. Med J Aust 182:476-81. =

3. PE nho gay kho thd dot ngdt, ho, dau mang phoi va co thé ho ra mau, sét nhe (37,5
° C), thd nhanh hon 20 / phut, nhip tim nhanh, ran nd va tiéng co mang phoi.

4. PE 16n gay kho tho, dau nguc va choang vang hoac ngét. tim tai, nhip tim nhanh, ha
huyét 4p, dau sau xuong tc, ting ap luc tinh mach canh (JVP)



3. lap duong truyén tinh mach, lam CBC, dong mau, sinh h6a, monitor tim va sp02
i. Chi 1am D-Dimer sau khi danh gia 1am sang Xem bén dudi (tinh diém).

4. kiém tra khi mau xem c6 ha C02 do ting thong khi, it khi thiéu oxy, P02 binh
thuong & >20% bénh nhan PE

i. Khéng can 1am khi mau thuong xuyén, trir khi so P02 giam khong rd nguyén nhan
5. Lam dién tdm dd, chu yéu 1a dé loai trir chan doan khac nhu ACS hodc viém
mang ngoai tim.

I. ECG nhip nhanh don thuan hoac truc léch phai, ting gdnh that phai, RBBB hoac
rung nhi & bénh nhan PE

Ii. dang 'S1Q3T3' khong nhay cam cling khong dac hiéu cho PE.

6. Yéu cau chup X quang phdi, cha yéu dé loai trir chdn doan khac nhu viém phoi
hodc tran khi mang phdi.

i. XQ phdi co thé binh thudng trong PE, ti goc suon hoanh, nira vom hoanh nang
1én, xep phoi hoidc nhdi mau hodc hemidiaphragm nang 1én, dién tich xep phoi
thang hodc nhoi mau

7. kham lai 1am sang trudc khi yéu cau thém tham do chan doan hinh anh (xem
Bang 2.3).

i. nguy co thap theo tiéu chuan Wells voi sd diém <2 c6 3,6% xac suat PE.

ii. nguy co vira phai véi tiéu chuanWells diém 2-6 xéac suat 20,5% PE.

iii. nguy co cao véi diém theo Wells > 6 x4c suat 66,7% PE.



Table 2.3
banh gia lam sang khi nghi (PE)

Feature Score

veins. See p. 55)

Alternative diagnosis less likely than PE 3
Heart rate >100 beats/min 1.5
Immobilization or surgery in previous 4 weeks 1.5
Previous DVT or PE 1.5
Haemoptysis 1
Cancer 1

Low pre-test probability = score <2. Moderate pre-test probability = score 2—6.
High pre-test probability = score >6.

DVT, deep venous thrombosis; PE, pulmonary embolus.

Modified from Wells PS, Anderson DR, Rodger M et al. (2001) Excluding
pulmonary embolism at the bedside without diagnostic imaging: management of
patients with suspected pulmonary embolism presenting to the emergency

department by using a simple clinical model and D-dimer. Ann Intern Med 135:98—
107.

3. Bénh nhan duéi 50 tudi c6 nguy co thap: JJ

i. Panh gia theo bang (see Table 2.4), néu khong c6 biéu hién nao trong do6 co thé
khéng can kiém tra thém va loai trir PE




Table 2.4 ,
c6 thé loai trir hoac bn nguy co thap (PERC)

Tubi <50 years

mach <100 beats/min

Sp02 >94%

khong sung chan 1 bén

Khong ho méu

khong c6 chan thuong hay phiu thuat gan day
Khéng co tién s PE hay DVT

Khéng c6 dung hormon

When all eight factors are fulfilled (negative), no further testing is required. Modified
from Kline JA, Mitchell AM, Kabrhel C et al. (2004) Clinical criteria to prevent
unnecessary diagnostic testing in ED patients with suspected pulmonary embolism.
Journal of Thrombosis and Haemostasis 2: 1247-55. -
= 4. lam test D-dimer chi ¢ nhitng bénh nhan >50 tudi hodc bn dudi 50 tudi nhung co 1

hodc nhiéu tiéu chi PERC duong tinh (xem Bang 2.4).
i. Kiém tra két qua D-dimer
ii. thim do chda néu D-Dimer duong tinh (xem dudi day).
iii. cho bn ra vién néu D-Dimer am tinh- khong c6 PE
5. D-dimer duong tinh can chup CT mach phoi (CTPA).
i. siéu am doppler tinh mach chi duéi dé loai trir ngudn tac mach.
6. Ngoai ra, chup thong khi/ tuéi mau phdi - V / Q scan.
i. chup V / Q scan hay dung & bn bi di tng thudc can quang, c6 suy than, hoic dudi
40 tudi, dic biét 1a & phu nir.
ii. That khong may, hon mét nira két qua V / Q chi c¢6 két qua ding véi xac suat thap
hoic trung binh, van phai CTPA hoic doppler tinh mach chi duéi

biéu tr1



1. thd oxy liéu cao qua mask muc tiéu sp02 > 94%

2. giam dau v6i morphine 5 mg i.v. kém chéng ndn metoclopramide 10mg i.v.

3. ding heparin ¢ bénh nhan nguy co vira va cao, trir khi c¢6 chdng chi dinh nhu dang
chay mau, giam tiéu cau, chan thuong hodc xuét huyét ndo gan day:

1. Cho LMW heparin nhu enoxaparin 1 mg / kg s.c. hoac dalteparin s.c. theo trong
luong co thé trong 12 gid.

ii. Ngoai ra, cho UF heparin 80 don vi / kg i.v. bolus, tiép theo 1a truyén 18 don vi /
kg/h

a. ap dung voi PE 16n

4. hoi chan néu tinh trang dién bién x4u, nguy co de doa tinh mang bénh nhan PE r6
rang

i. siéu Am tim canh givdong kiém tra gidn va giam van dong that phai

ii. tiéu huyét khdi (rt-PA) 10 mg i.v. trong 1-2 phut, sau d6 90 mg trong 2 h (hoic tdi
da 1,5 mg / kg néu dudi 65 kg) cho bénh nhan PE 16n xuat hién sbc, suy tim phai cap
tinh va ha huyét ap tam thu.

Huyét khoi tinh mach va huyét khoi tm sau
Chan doan

1. Cac yéu t6 nguy co cho huyét khéi tinh mach (see Table 2.2).
2. Tri€u ching dién hinh 12 dau chan, phu, téy do hodc ddi mau.
3. Kham thay phu 1 bén chi, 4m, gidn tinh mach ndng, ting chu vi chi doc theo hé thng tinh
mach sau.
i. Hinh anh twong tu gip ¢ viém mo té bao, bach huyét, chan thuong co xwong va suy
tinh mach.
ii. D4u hiéu Homan dau mit c4 chan khi gdp mu ban chan khong dang tin cdy.



4. Kham céac dau hiéu c6 thé 1a PE (see p. 51), dic biét khi nghi ngdy DVT trén dau gi.
5. Chan doan chinh xé4c 13 PE, xac dinh DVT truée khi 1am cac thim do chan doan (see
Table 2.5).
i. Xéc suat thip néu diém Wells <0 c6 5% kha ning DVT.
ii. xac sudt vira néu diém Wells 1-2 ¢6 17% nguy co DVT, Wells’ score >3 ¢ 53% kha
nang DVT.

Table 2.5 Al
banh gia nguy co (DVT)

Pang mic ung thu (trong vong 6 thang)

liét hodc bo bot thach cao chi dudi

Gan day ndm béat dong =3 days, hodc phau thuat I8n 12 tuan trudc
dau khu tru doc theo duong di hé théng tinh mach séu

Sung toan bo chén

B = N N N

sung bap chan >3 cm khi so véi chan khong triéu chirng (10cm dudéi 16i cu xuwong chay)
Phu 4n I8m & chan c6 triéu chang

tinh mach ndng nai (khéng gian) 1
Tién sir DVT 1
chan doan nghi ngo cao 1a DVT 2

In patients with symptoms in both legs, the more symptomatic leg is scored.
Low pre-test probability = score <0.
Moderate pre-test probability = score 1-2.
High pre-test probability = score >3.
From Wells PS, Owen C, Doucette S et al. (2006) Does this patient have deep vein
thrombosis? J Amer Med Assoc 295:199-207.
El 2]
6. lam D-dimer.
i. Cho bn ra vién néu D-dimer &m tinh, khéng c6 DVT
7. Siéu am doppler & bn nguy co vira va cao, khi D-dimer duong tinh

biéu tr1



1. cho bénh nhéan dung giam dau paracetamol 500 mg codeine 8 mg hai vién udng ngay 4
1an hodc ibuprofen 200-400 mg udng ngay 3 1an hoic naproxen 250 mg udng ngay 3 lan.

2. dung heparin néu chan doan xac dinh.

i. dung LMW heparin nhu enoxaparin 1 mg / kg s.c. 12 gi¢ hodc dalteparin theo trong
lugng co thé s.c. 12 gio.

ii. Ngoai ra, cho UF heparin 80 don vi / kg i.v. bolus sau d6 18 don vi / kg / h truyén dic
biét khi c6 DVT 16n hodc lan rong

3. huéng dan bénh nhan sau chan doan xac dinh.

i. Mot s bénh nhan c6 thé xuat vién diéu tri ngoai tra heparin LMW, hoac Noac
rivaroxaban 15 mg ubng ngay 2 lan. 3 tudn sau d6 20 mg mdi ngay mot 1an, dam bao thanh
thai creatinin > 30 ml / phat.

ii. Cac bénh nhan khac tham chi c6 thé vé nha ma khong can diéu tri gi thém néu DVT gidi
han dudi dau gbi

a. siéu am lai trong vong 5-7 ngay ¢ nhitng nguoi khéng dugc diéu tri dé loai trir huyét
khéi lan rong hon.

BOC TACH PONG MACH CHU
CHAN DOAN

1. d& mic phai do ting huyét ap thuong ¢ nam gidi 60-80 tudi. yéu td nguy co khac bao
gém hoi chung Marfan, van dong mach chu c¢6 hai dau nhon, hep, str dung cocaine, chan
thuong do diéu trj hodc ph'flu thuat tim mach truéc do.

2. khoi phat dau dot ngdt nhu xé rach, c6 thé lan va dir doi, khong giam ké ca dung
morphine

3. Hay tim d4u hiéu mach 2 bén khong déu hodc mét, huyét 4p 2 tay chénh> 20 mmHg,
hodc cac bién chimg sau day ciia boc tach:

i. suy dong mach chu, thiéu mau cuc bd co tim va tran mau mang ngoai tim vai tiéng co
mang tim hodc chen ép tim

ii. Kho thd, co mang phdi hodc tran dich.

111. Kich dong, rdi loan tri giac, ngét, li¢t nira nguo1 hodc 1iét hai chan.

iv. thiéu mau rudt hoic nhdi mau rudt, dau bung va ti€u chay ra mau.

v. thiéu niéu va dai ra mau.

4. 1ap duong truyén tinh mach véi kim 16n (14- hoic 16-gauge), cong thirc méu, sinh hoa
mau, men tim, phan tng chéo, monitor tim va do sp02



1. ECG c6 thé binh thudng du dau ning, c6 thé co phi dai that trai
2. Xq nguc c6 thé thay trung that rdng, mo nim dong mach chu va tran dich mang phoi tréi,

nhung ciing c6 thé binh thuong

XU TRI

no

S.

Thé oxy lidu cao qua mask. Pam bao sp02 94%.

Giam dau bang morphine 5-10 mg i.v. va chong non

Giam huyét ap tdm thu dudi 110 mmHg bang truyén labetalol hoic sodium
nitroprusside vé&i propranolol i.v néu nghi ngd c6 boc tach.

Chup CT mach cép ctru, siu 4m qua thic quan hodc chup dong mach chu dé chan
doan xac dinh.

Hoi chan ngoai tim mach. Can thiép cang som cang tot

VIEM MANG NGOAI TIM

Chan doan

1. c6 thé xuét hién sau nhiém virus nhu Coxsackie hodc sau nhdi mau co tim trong
vong 24 gid hodc sau 2-3 tuan (hdi chimg Dressler), mé mang ngoai tim, rdi loan mo
lién két, tang ure huyét, chan thuong, bénh lao hoic u 4c tinh.

2. Pau nhoi, dau mang phdi, vi tri & miii e, d& khi ngdi nga vé trudc

3. ¢o tiéng co mang ngoai tim, nghe rd nhat doc theo canh xwong e trai khi bénh nhan
ngdi nga vé phia trudc, co thé thoang qua hoic khong lién tuc.

4. 1am cong thirc mau, dién giai d6, marker sinh hoc cta tim va huyét thanh cua virus.
Monitor tim va do sp02

5. ECG c6 thé c6 nhip nhanh xoang don thuan hoic AF, ST chénh 1én nhiéu chuyén

dao, T det hoac am

6. chup X quang phdi thudong binh thuong, ngay ca khi ¢6 tran dich mang ngoai tim

PIEU TRI

1. Thé oxy liéu cao qua mask. Muc tiéu bdo hoa oxy trén 94%.

2. dung giam dau NSAID nhu ibuprofen 200- 400 mg udng ngay 3 1an hoic naproxen
250 mg udng ngay 3 lan

i. Str dung colchicine 500 mg udng ngay 2 1an (Giam mot nira lidu néu tiéu chay xay
ra) hodc prednisone 50 mg udng, khi khong dung nap véi NSAID.

3. nghi ngoi tai givdng va theo ddi tim néu c6 thay d6i ECG hodc men tim ting Ién.

4. siéu &m tim cap ctru va choc dich mang ngoai tim néu c¢6 cac dau hiéu ctia chén ép
tim nhu nhip tim nhanh, ha huyét 4p, mach dao va JVP tang 1én khi hit vao hay van
goi 1a d4u hiéu Kussmaul

VIEM MANG PHOI



Chan doan

1. viém mang phoi hodc dau mang phdi xay ra kém viém phoi, nhoi mau phoi PE, u,
lao phéi, rdi loan mé lién két, tang ure mau hodc sau chan thuong.

2. No cling ¢6 thé do virus, dic biét 1a enterovirus, bit chude tran khi mang phéi,
bénh dau co (bénh Bornholm).

3. Pau chdi, khu trd, nang hon khi ctir dong, ho hoac thd, dau nong. Lan Ién vai hoac
bung khi cir ddong co hoanh.

4. c6 tiéng co mang phdi, mic du co6 thé khong nghe dugc néu khong hit thd sau, va
mét khi tran dich tién trién

5. 1lam ABG néu c6 biéu hién bénh & nhu md phdi. l1am ECG

6. chup XQ phdi, két qua c6 thé binh thuong.

X tri

1. thd oxy, dung NSAID ubng nhu ibuprofen 200-400 mg ngay 3 1an hoic naproxen
250 mg udng tuong tu

2. nghi PE néu dot ngot kho tho, tho nhanh va ¢ yéu to nguy co huyét khéi. bn PE
c6 thé CXR va dién tdm db binh thuong (xem tr. 51).

PAU NGUC DO NGUYEN NHAN BUNG

Chan doan

1. Viém thuc quan
i. Bong rat va dau sau xuong ¢ hodc thuong vi, ning hon khi cai hodc nam
xudng, dau khi uéng ruou, in hoawjcuoongs dd nong, ddkhi dung thudc khang
acid



ii. Co thé nham voi dau tim va tham chi cling d& khi dung NTG
a. Néu nghi ngd can 1am ECG lién tuc va theo ddi troponin
iii. Sau d6 dung khang acid hodc trc ché bom proton
2. V0 thuc quan. See page 186.
3. Viém thi mat cap, viém tuy cip va loét da day c6 thé gay dau nguc

PAU CO XUONG VA PAU THANH NGUC

Chan doan va diéu tri

1. Réi loan co xuong 1a nguyén nhan giy dau khi ctr dong hodc hit thd. C6 thé dau khi ging
ste, ho hodc tién si chan thuong.
2. Pau khi so, ECG binh thuong. CXR c6 thé c6 giy xuong suon hodc bat thuong khac.
3. Cho bénh nhan dung ibuprofen 200— 400 mg hodc naproxen 250 mg ubng
4. 2 nguyén nhan dic biét:
I. Shingles — bénh zona

Nguyén nhan dau khu tri ngoai da, khong lién quan dén thé, kém theo phét ban
mun nudc ngoai da
a. Dung giam dau manh va famciclovir 250 mg ngay 3 lan, valaciclovir 1 g ngay 3
lan, hodc aciclovir 800 mg ubng ngay 5 lan trong 7 ngay trong vong 72h sau
phat ban
b. Can cach ly.
Il. Viém sun suon (hoi chung Tietze)

Nguyén nhan dau khu tra, sung va dau xung quanh khép sun suon, lién quan téi
gang stre sinh 1y hodc chan thuong.
a. dung ibuprofen 200-400 mg udng ngay 3 1an hodc naproxen 250 mg ngay
3 lan

Loan nhip tim



Chan doan

1. r6i loan nhip tim bao gém roi loan nhip nhanh nhi, that, xoang, rung nhi, cuéng nhi,
nhip cham, cac loai block av

2. Loai trir thiéu mau cuc bo co tim do ACS 12 wu tién s6 1

3. tim cac nguyén nhdn c6 thé gay réi loan nhip tim nhu thiéu oxy mau do mat mau hoic
méat nudce, rdi loan dién giai ddc bict la tang kali mau, bénh tuyén giap, ma tuy, rugu hodc
ngd doc khi doc cho du vo tinh hay ¢b y, nhiém khuan huyét, ha than nhiét, dién giat hoic
dau va so hai.

4. héi bénh nhan vé danh tréng nguc, mach hut, khé tho, dau nguc, choang va mét mai.

5. Po nhiét d6 va cac dau hiéu sinh tdn, monitor tim va do sp02

i. ddu hiéu sinh ton bat thuong nhu tut 4p, dau nguc va kho thé doi hoi phai xr tri cip

6. 14y mau lam CTM, sinh hoa mau, marker tim, dong mau, chirc ning tuyén giap, do ABG
néu c6 suy hé hép.

7.1am dién tam d6. Panh gia theo cac budc sau day:

I. nhip: nhanh hay cham; kich phat hay lién tuc?

ii. Nhip diéu: déu, khong déu 1 cach déu hay khong déu

iii. song P: 0, ,mat va mbi quan hé véi phic hop QRS?

iv. khoang PR: rtit ngan <120 ms hodc kéo dai hon 200 ms?

v phurc hgp QRS:. hep hoac rong> 120 ms?

vi. khoang QTc (chuan nhip): binh thuong hodc hon 450 ms (470 ms & nik)?

vii. Poan ST va song T: chénh 1én, chénh xudng hoic nguoc?

8. Yéu cau chup X quang phdi tim bang chirg béng tim to phul phdi cap tinh.



Diéu nay phu thudc vao tinh trang loan nhip, 6n dinh tim mach va ¢6
kém theo dau nguc, kho thd hay 1t 1an.

1. Cho liéu cao 40-60% oxy, trir khi ¢ tién sir bénh duong ho hap tic
nghén, trong truong hop nay cho thé 28% oxy. Muc tiéu bao hoa oxy
trén 94%.

2. Cho Aspirin 150-300 mg ubng néu c6 nguy co ACS, trir khi c6 chéng
chi dinh b&i qua man cam.

3. giam dau néu can thiét voi GTN 300-600 mg ngam dudi ludi voi dau
do thiéu mau mach vanh, hodc morphine 2,5-5 mg i.v. kém chdng nén, vi
du metoclopramide 10mg i.v.

4. giai quyét rdi loan dién giai

5. Nhip tim nhanh

Pay co thé 1a xoang néu song P chuyén dao trudc nguc binh thuong,
QRS hep hodc rong.

i. Nhin nhanh, diéu tri nguyen nhan nhu thiéu oxy mau, giam thé tich
mau, sot, nhiém doc giap, thudc cudng giao cam, thiéu mau, dau... néu
day la nhip nhanh xoang.

ii. séc dién déng bo néu bénh nhan khong 6n dinh, ha huyét ap va huyét
ap tam thu <90 mmHg, 10 1an, c¢6 dau nguc hoic suy tim

a. bat dau véi 120-150 J hai phase va lip lai dén ba 1an, voi timg budc
tang joules

b. dung thudc gdy mé tac dung ngan hoic i.v. midazolam & bénh nhan
van con y thirc

c. cho amiodarone 300 mg i.v. hon 10-20 phut néu sau 3 1an séc dong bo
that bai, sau d6 lip lai séc dién kém theo truyén amiodarone 900 mg
trong 24 h.

1i1. nhip tim nhanh phuc hop rong

loan nhip nay c6 thé1a VT nhip nhanh that hoac SVT nhip tim nhanh
trén that v6i dan truyén bat thuong (block):

a. cho amiodarone 5 mg / kg i.v. trong 20-60 phut néu bénh nhan 6n
dinh, tiép theo truyén amiodarone 900 mg trong 24 h

b. chll y AF véi block nhanh bo néu nhip khong déu, hodc AF voi tién
kich thich that nhu trong hoi chimg Wolff- Parkinson-White:

cho flecainide 2 mg / kg trong 10 phut, hoac amiodarone 5 mg / kg i.v.
tranh dung



Truong hop ndy c6 thé 1a nhip nhanh vong vao lai hodc cudng nhi véi din
truyén AV déu (thuong 1a 2-1 block néu tan s6 khoang 150 / phut)

a. tién hanh tryc tiép s6c dién néu bénh nhan bi séc hodc khong on dinh, tinh
trang x4u di bit dau tir 70-120 J hai phase, sau khi dung thudc gay mé tac
dung ngan

b. str dung kich thich phé vi nhu xoa xoang canh (CSM) néu bénh nhén 6n
dinh va tré, khong co tiéng thdi tam thu dong mach canh, hoac trudc do co
con thiéu mau nio thoang qua (TIA) hodc tai bién mach mau ndo (CVA)

an manh tai bo trén cua sun giap xoa tron & tu thé ndm ngira trong 15s véi ap
luc khoang 40mmHg

c. cho adenosine 6 mg nhanh chdng trong vong 2-5 s i.v. néu CSM thét bai,
tiép theo 1a liéul2 mg iv sau 1-2 phut, sau d6 thém 12 mg i.v. nhanh chéng
mot lan nita, néu van khong c6 phan hoi

chuy biéu hién trén mit bénh nhan: nhirc dau, khoé tho, tic nguc va budn ndén
do tac dung phu ctia adenosine

d. cach khac, cho verapamil 5 mg i.v. trong 30 gidy dén 2 phut. Verapamil co
thé gay ha huyét ap va nhip cham, dac bi¢t & nhitng bénh nhan 16n tudi,
nhimg ngudi can cho ding trude calcium gluconate 10 mL tinh mach chdm
dé chéng cac bién chimg do verapamil

e. khong bao gio dung verapamil sau B-blocker, khi nghi ngo ngd doc
digitalis hodc néu bénh nhan c6 nhip tim nhanh phirc bo rong.

Ii. Nhip nhanh khong déu phtc bo hep hoac AF

nhip nhanh k déu phirc bd hep thuong 13 rung nhi véi block AV céac loai

a. tién hanh tryc tiép sdc dién dong bo bat dau tir 120-150 J hai phase, néu
bénh nhan bi sdc, khong 6n dinh hodc tinh trang xau di

& nhiing bénh nhan dang diéu tri digoxin, tao nhip qua da tam thdi co thé
duoc yéu cau khi c6 vo tam thu sau d6 DC dao chiéu

b. tim cach kiém soat nhip, néu bénh nhan AF dudi 48 h, amiodarone 5 mg /
kg i.v. trong 20-60 phut, tiép theo truyén amiodarone 900 mg trong 24 h

c. Tuy nhién, khi bénh nhan da AF trong hon 48 gio, hoac thoi gian khdng rd
rang, kiém soat nhip bang thudc hoic DC dao chiéu 1a chéng chi dinh trudc
khi dung thudc chéng dong mau day du, do nguy co thuyén tic huyét khoi:

o ging kiém soat tan s6 chi bang dudng udng hoic i.v. p-blocker, digoxin,
diltiazem hoac magié.

Dung heparine véi LMW heparin nhu enoxaparin 1 mg / kg s.c. hodc heparin
khong phan doan UF 5000 don vi i.v. bolus, tiép theo ding

khang dong 1au dai nhu warfarin, hodc Noac cho AF khong bién chimg mach
nhu dabigatran 150 mg B.D. (110 mg néu trén 75 tudi), hodc rivaroxaban 20
mg mdi ngdy mot 1an theo cac nguy co dot quy trong thang diém CHADS?2



S

(see Table 2.6).

C Congestive cardiac failure 1
H Hypertension 1
A Age 275 yr 1
D Diabetes 1
So Previous stroke or TIA 2

2. nhip tim cham

bay co thé 1a xoang, nhip bd ndi hodc do block nhi that.
I. bolus atropine 0,5-0,6 mg i.v.

ii. Lap lai atropine cho nhip xoang hodc nhip tim chdm bg ndi néu van con, t6i da
3mg i.v néu nd van ton tai, dén tdi da 1a 3 mg i. v (tong lidu)

iii. cAn nhic dit may tao nhip tam thoi qua da néu van con nhip cham ¢ block av 2
co triéu ching hoac block av cap3 va bénh nhan khong 6n dinh hoac

a. str dung may tao nhip qua da cho dén khi co su hd tro va xq

b. liéu nho thude an than nhu midazolam 0,05 mg / kg va / hodc morphine

0,05 mg / kg khi may tao nhip ngoai da lam b&nh nhan kho chiu

iv. Tranh dung atropine qua mtrc hodc truyén isoprenaline ngay sau nhdi mau co
tim cap tinh, vi chiing c6 thé gay VF.

BENH NHAN KHO THO

CHAN POAN PHAN BIET



. hen cap

« viém phodi cong ddng méc phai (CAP)

« COPD

o Tran khi mang phéi

o nhoi mau phoi

« phu phoi

o tic nghén duong ho hap trén cip

« toan chuyén hoa, toan keton trong DTD, toan lactic

e yéu co ho hap

o thiéu mau, phan vé, viém phdi k&, ngd doc salicylate or carbon monoxide, dau va lo 4u

HEN CAP
CHAN DOAN

1. Xéc dinh cac yéu t gay khoi phat, ché do dung steroids va ddasp umg véi diéu tri
2. Hoi vé cach dung thudc xit, con hen trudc do, vao vién va dung thubc nhu nao.
3. Nguy co hen ning c6 thé giy tir vong
i. Trudc d6 co phai nam ICU
ii. Con hen cap trong thang nay du c6 dung steroids
iii. >3 3 lan cap ctru, or >2 lan nhap vién/nam
Iv. Suy giam tri giac trong con hen nang



v. Nghién thubc 14 hodc ruou, bénh tim than, diéu kién kinh té kém.
vi. Co di tng thtrc an, béo phi, bénh phdi man, bénh tim mach.
4. Panh gid mic do nang trudce khi cho dung khi dung

i. Con hen ning khi c6 bat ky yéu t6 nao dudi day
a. Khong thé noi hoan chinh 1 cau trong 1 1an thé
b. The >25I/min
C. Nhip tim >110 beats/min
d. luu luong dinh tho ra (PEF) hodc thé tich khi tho ra tdi da trong 1 s (FEV;) 33—

50% hoac dudi mic du doan
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ii. Nguy co de doa tinh mang khi c6 bat ky yéu té sau
a. Long nguc khong di dong, tim tai hodc cb thé nhung yéu 6t
b. Nhip cham, loan nhip hodc tut huyét ap
c. Kiét stc, 10 1an, hon mé
d. PEF dudi 33% du doan



e. B&o hoa oxy (Sa0,) <92%, PaO, <60 mmHg , PaCO, 34-45 mmHg hodc tang
PaCO, (sip tir vong).

XU TRI

N

Thé oxy liéu cao 40-60% qua mask. Duy tri sp02 trén 94%.
salbutamol 5 mg khi dung cting oxy, pha loang véi 3 mL mudi sinh Iy
ipratropium (Atrovent™) 500 pg cung véi liéu thi 2 salbutamol 5 mg khi dung néu
khong dap ing hodac day la con hen nang.
Tiép tuc tién hanh
i. prednisolone 50 mg udng hoic hydrocortisone 200 mg i.v. néu khé nubt
ii. 1ap lai liéu salbutamol 5 mg khi dung mdi 20 min trong gid dau, tham chi tiép tuc
khi dung néu khong cai thién
iii. 1lam CTM, ure, dién giai d6 va duong mau. Bu dich va kali néu can
chup xq nguc cha ¥ tran khi mang phdi, tran khi trung that hodc nhiém khuéan néu tinh
hinh bénh nhan khong cai thién
lam khi mau chi khi tinh trang bénh nhan x4u di. ABG thé hién tinh trang bénh nhan
nang khi:
I. PaCO2 34-45 mmHg hoac cao
ii. Thiéu oxy mau niang, PaO, dudi 60 mmHg
iii. pH thap
iv. kali thap
goi ICU hodc gy mé néu tinh trang bénh nhan van ning
I. magnesium 2 g (8 mmol) i.v. trong 20 min.
ii. dung gidn phé quan dudng tinh mach cé theo ddi ECG.
a. salbutamol 3-6 pg/kg i.v. trong 5 min, sau d6 truyén 5 mg salbutamol trong
500 mL glucose 5%, vi du ban dau dung 10 pg/mL ¢ 10 pg/min (60 mL/h or
1.0 mL/min). chuén liéu dap tmg c6 thé tdi 40-60 pg/min (240-360 mL/h)
b. i.v. salbutamol lam tang nguy co ha kali, loan nhip va toan lactic.
iii. Lién hé ICU dé cho vao khoa ngay 1ap ttrc



8. Trong khi d6 phai duy tri PEF trén 50%.

9. Ngoai ra nhitng bénh nhan nhe hon (PEF khoang 75% du doan) hodc vira (PEF 50-75%
du doan) sau cai thién véi prednisolon va khi dung dat PEF khoang 75% trong it nhét 1-
2h:

I. Cho ra vién va theo doi trong vong 2 ngay, c¢6 cho dung salbutamol va steroid hit
kém thém prednisolone 50 mg udng 1 1an trong ngay sau d6 giam liéu dan trong 5
ngay.

ii. Néu chua yén tim phai dé theo ddi qua dém

Viém phoi cong dong mac phai (CAP)

Chan doan

1. hay gip do lién cau (trén 50%), "khong dién hinh" nhu Legionella spp.,
Mycoplasma va Chlamydia, Haemophilus influenzae (dac biét 1a trong COPD), va
virus bao gém ca cim va thuy dau.

i. It gap hon do tu cau (hay gdp trong cim) , Gram am (nghién ruou) va Coxiella (sot
Q).

ii. nghi ngd nhiém khuan & khu vuc nhiét d6i do Burkholderia pseudomallei, hodc ¢
bénh nhan tiéu duong, nghién ruou va suy than mén tinh (CRF).

iii. Cudi cung nh¢d dén lao, dic biét 13 bn nghién ruou hay hoan canh kho khin va bn
HIV . Xem trang 156.

2. cac yéu td nguy co CAP bao gém: do tudi trén 50; hit thude; bénh dudng ho hap
man tinh, tim, than, mach mau nao hoac bénh gan; Bénh tiéu duong; nghién ruou; U;
va trc ché mién dich.

3. Sét, kho thd, ho c6 dom, ra mau va dau nguc mang phdi co thé gip

4.it gap hon nhu s6¢ nhiém khuén, 16 1an dic biét & nguoi gia, dau bung trén hodac ti€u
chay

5. Kiém tra cac dau hiéu ctia nhiém trang phoi thuy, go duc. Thong thudng chi ¢6 ran
am kém giam RRPN

6. 1am CTM, sinh hoa, glucose, cAy mau 2 vi tri néu phai nhap vién

1. Chi lam ABG khi c6 triéu chimg CAP nang (xem bén dudi).

7. chup X quang phdi, c6 thé mo lan toa trir trong vP thiy

i. Nhin vao 2 bén phéi, chu ¥ tinh trang dong dic.



1. Triéu chimg CAP ning can phai cho nhap vién gdm 1 trong céc triéu chimg sau:
I. Thé >30/min.
Il. HA tdm thu <90 mmHg hoac HA tam truong <60 mmHg.
iii. Lulan cdp
Iv. pH <7.35.
V. sp02 <92%, or PaO, <60 mmHg (below 8 kPa).
vi. CXR ton thuong nhiéu thuy.
vii. Urea >7 mmol/L, or WCC <4 x 10%L or >30 x 10%/L.
2. Mat khac, du doan kha nang can hd tro thong khi hodc van mach (IRVS) theo diém
SMART-COP score (see Table 2.7).



Table 2.7
SMART-COP score for assessing severity, once community-
acquired pneumonia is confirmed on CXR

S Systolic BP <90 mmHg 2 points
M Multi-lobar CXR involvement 1 point
A Albumen <35 g/L 1 point
R Respiratory rate-age-adjusted cut-offs: 1 point
Age <50 yr >50yr

RR 225/min 230/min

T Tachycardia 2125/min 1 point
C Confusion (new onset) 1 point
O Oxygen low - age-adjusted cut-offs: 2 points
Age <50 yr >50 yr

PaO» <70 mmHg <60 mmHg

or Sa02 <93% <90%

or (if on O2) PaO2/FiO2 <333 <250

P Arterial pH <7.35 2 points
TOTAL SCORE = (Max 11)

0-2 points: Low risk of needing IRVS.

3—4 points: Moderate (1 in 8) risk of needing IRVS.

5-6 points: High (1 in 3) risk of needing IRVS.

>7 points: Very high (2 in 3) risk of needing IRVS.

A score of >5 indicates severe CAP.

BP, blood pressure; CAP, community-acquired pneumonia; CXR, chest x-ray;
FiO,, fractional inspired oxygen concentration; IRVS, intensive respiratory or
vasopressor support; PaO,, partial pressure of oxygen (arterial); RR, respiratory
rate; SaO,, arterial oxygen saturation.

Adapted with permission from Charles PG, Wolfe R, Whitby M et al. (2008)
SMART-COP: a tool for predicting the need for intensive respiratory or vasopressor
support in community-acquired pneumonia. Clinical Infectious Diseases 47: 375-
84.
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i, Diem tr 34 ¢0 1:8 nguy co can IRVS,
ii. Diém >5 tinh trang CAP ning c6 1:3 nguy co can IRVS.
3. Ciing dung thang diém CURB-65 danh gia nguy co tir vong (see Table 2.8).



i. Diém = 2 c6 nguy co tir vong can nhap vién.
Il. diém >3 can cho vao ngay icu

[|
Table 2.8
CURB-65 score danh gia nguy co tir vong ¢ bénh nhan CAP
C Confusion 1
U Urea >7 mmol/L 1
R Resp rate 230/min 1
B BP (SBP <90 mmHg or DBP <60 mmHg) 1
65 <65 yr 1
Score 1: Low risk — 30-day mortality 2.7%. Outpatient care.
Score 2: Moderate risk — 30-day mortality 6.8%. Inpatient care (or close OP care).
Score >3: High risk — 30-day mortality 14-27.8%. Inpatient care / ICU referral. BP,
blood pressure; SBP, systolic blood pressure; DBP, diastolic blood pressure;
OP, outpatient care; ICU, Intensive Care Unit.
=
El 2
Diéu trj

1. Cho thé oxy lidu cai trir khi bénh nhan tién st COPD (nén thé oxy 28%)
Muc ti€u sp02 trén 92%.

2. dung khang sinh iy theo mirc d6 nghiém trong ctia viém phoi

3. CAP nhe

i. ngudi 16n ¢6 thé dung khang sinh duong udng:

a. cho amoxicillin 1 g udng mdi 8 gid trong 5-7 ngay, hoic néu nghi
Mycoplasma pneumoniae, Chlamydophila pneumoniae hoac Legionella, cho
doxycycline 100 mg, uéng mdi 12 gid trong 5-7 ngay hodc clarithromycin
500 mg, udng mdi 12 gid trong 5-7 ngay dac biét 1a khi mang thai

b. thém doxycycline vdi amoxicillin, néu bénh nhan khong cai thién sau 48 h
c. cho doxycycline hodc moxifloxacin 400 mg udng ngay 1 1an, néu bénh
nhén c6 tién sir man cam véi penicillin



i. khi bénh nhan xuat vién hen kham lai

2. CAP muc do vua

i. HAu hét bénh nhan can nhap vién va tiém khang sinh:

a. cho Penicillin G 1.2 g i.v. mdi 6 gid dén khi cai thién triéu ching sau do
chuyén amoxicillin 1 g udng cach 8 gid trong 7 ngdy, kém véi doxycycline 100
mg, udng cach 12 gid trong 7 ngay

b. thém gentamicin 5 mg / kg i.v. hang ngay (gia dinh chic nang than binh
thuong) néu Gram- ¢ trong mau hoic dom. Ngoai ra, thay ddi benzyl penicilin
véi ceftriaxone 1 g i.v. hang ngay

c. ceftriaxone 1 g i.v. hang ngay véi bn man cam penicillin hoic moxifloxacin
400 mg udng hang ngay

d. & vang nhiét doi, néu bénh nhéan c6 yéu td nguy co nhiém khuén (dai thao
duong / rugu / CRF) cho ceftriaxone 2 g i.v. hang ngay cOng v4i gentamicin 5
mg / kg i.v. mot liéu duy nht.

e. can nhic dung thém oseltamivir 75 mg udng ngay 2 lan trong 5 ngay trong
dot dich ciim va cho két qua PCR.

3. CAP ning, thuong 13 voi SMART-COP diém >5 hoic CURB-65 >3

I. cho bn CAP nang vao HDU hoac ICU:

a. cho ceftriaxone 1 g i.v. /ngay cong véi azithromycin 500 mg i.v

b. str dung moxifloxacin 400 mg i.v. / ngay néu bénh nhan c6 di ung penicillin
hodc suy than nang

c. cho meropenem 1 g mdi 8 gio i.v. cong voi azithromycin 500 mg i.v./ngay
v6i viem phoi ¢ ving nhiét déi

COPD
CHAN DOAN

1.

nguyén nhan viém phé quan man va khi phé thiing (COPD) nhu hut thudc 14, 6 nhiém méi
trudng, bui silic, viém phoi man, thiéu &-1 antitrypsin
gay ho, kho thé, kho khe va dién bién nang lén
can phai luyén tdp hang ngay
i. hoi vé tién st dung thudc, diéu tri oxy tai nha, bénh Iy tim mach



4. dot cAp COPD.

thuong do nhiéu yéu t6, nén xem xét nhitng nguyén nhan co ban cé thé cé:

i. Nhiém tring bao gdém ca virus; co that phé quan; & dom; tran khi mang phoi; viém
phéi do hit; suy tim phai, trai hodc 2 bén; r6i loan nhip tim bao gdm AF; nhdi mau co
tim.

ii. khong tuan thi dung thudc bao gém dung steroid; phan tmg do diéu trji voi thube an
than qua muc, thudc phién hodc vo y ding chen B; chat gdy di tng hodc thay d6i thoi
tiét; bénh 4c tinh va PE.

5. Kiém tra: s6t, moi mim, thd nhanh, tim dap nhanh va thé kho khé. Ciing tim:

i. Tim tai, da hong hao va dau hiéu suy tim phai c6 JVP ting va phu ngoai bién.

ii. ting carbon dioxide giy dau dau, budn ngu, run va mach doi

6. 1ap duong truyén tinh mach, sinh hoa, glucose, cr?iy mau, monitor tim va sp02

7. Ldy ABG néu bénh nhan ning, kiém tra PaO2 <60 mmHg (8 kPa), PaCO2> 45
mmHg (6 kPa) va bicarbonate ting trong toan hd hap con bu

8. lam dién tam dd va tim song P phé (P pulmonale), phi dai tAm that phai va dau hiéu
ctia thiéu mau cuc bd v6i ST va T thay doi

9. do chitc ning ho hap dau givong PEF, FEV1 va FVC dé so sanh véi cac xét nghiém
chirc nang hé hip trude d6 va theo dbi dap tmg diéu tri.

10. chup X quang phdi c6 thé thay gian khoang lién suon, xep phoi, tran khi mang
phoi, suy tim hodc mot khdi & phoi.

XU TRi

1. th oxy 28% qua Venturi mask néu khong cé ting pc02 man, ting PaCO, Vva

bicarbonate. Duy tri sp02 90%.
i. Co thé thd oxy liéu cao 40-60% qua mask dé diéu tri thiéu oxy. Chu y mic do thay
d6i va muc ting PaCO.,.

2. salbutamol 5 mg khi dung chdng co thit phé quan néu can va ipratropium (Atrovent™) 500
g trong 6h

3. prednisolone 50 mg udng hoac hydrocortisone 200 mg i.v. néu nubt kho, co thit phé quan
va/hodc néu bénh nhén ¢ thoi gian dung steroid lau dai



4. chbéng nhiém khuan voi amoxicillin 500 mg uéng ngay 3 lan hodc doxycycline 200
mg udng 1 1an sau d6 100 mg udng trong 5 ngay.
5. frusemide (furosemide) 40 mg i.v néu nghi suy tim
6. chuy néu bénh nhan mét moi, lo au, 10 1an hoic tang PaCO, va giam pH.
i. Thd may khong xadm nhap (NIV) va theo doi sat
ii. Bat dau cho hit vao ap luc duong (iPAP) cai dat 10-12 cm H,O va tho ra ap luc
duong (ePAP) 4-6 cm H,0.

TAC MACH PHOI
See page 51.

PHU PHOI CAP
CHAN DOAN

1. Phu phoi thuong do suy that trai, nhdi mau co tim, ting huyét ap, roi loan nhip, bénh
van tim, viém co tim hoac thtra dich.



2. nguyén nhan khéng do tim c6 thé do nhiém tring huyét, ting ure huyét, viém tuy, chan
thuong so, xuat huyét ndi so, suyt chét dudi va hit phai khoi hoic khi doc hai.

3. ban dau co thé kho thd, ho, khé thd khi nidm, kho tho kich phat vé dém (PND) va kho thé
luc nghi ngoi.

4. Bénh nhan cam thy da am uét, kho chju va thich ngdi thang dung. Hay tho kho khe,
thd nhanh d6i khi c6 bot mau hdng, nhip tim nhanh, ran n6 day phdi va tiéng t3

5. Lap dudng truyén tinh mach, lam cong thitc mau, dién giai do va men tim, theo doi
monitor va do sp02

6. lam dién tm d6 dé tim kiém dau hiéu thiéu mau cuc bd cép tinh, r6i loan nhip va bénh
tim tiém an.

7. X quang phdi tim hinh anh gian tinh mach thuy trén, hinh anh canh doi, bong tim to,
kerley B, tran dich mang phdi 2 bén

XU TRI

1. cho bénh nhan ngdi thang 1én va thé oxy 40-60%, trir khi bénh nhéan c6 viém phé quan
man tinh, thi truong hop d6 st dung oxy 28%. Muc tiéu bao hoa oxy trén 94%.

2. Cho GTN 300-600 mg ngam dudi ludi, c6 thé lap di lap lai mdi 5 phat. Khong dé ha
huyét ap qua muc (huyét ap tam thu <100 mmHg)

3. Cho frusemide (furosemide) 40 mg i.v

4. néu dung thudc khong dap ung, lap lai dung furosemide va truyén GTN

I. Thém GTN 200 mg vao500 mL dextrose 5%, nghia la 400 mcg / ml

ii. truyén ban dau 1 ml / h, duy tri huyét 4p tAm thu trén 100 mmHg. Dan dan ting lén
>20 mL / h, tranh ha huyét ap.

5. thd (CPAP) hd trg ho hap:

i. ting toc do thong khi, bat dau tir 5-10 cmH20.

ii. Mot y ta duoc dao tao phai theo ddi sat, dé phong khi bénh nhan khong chiu noi.

6. Morphine 0,5-2,5 mg i.v. véi thubc chdng nén nhu metoclopramide 10mg i.v. hiém
khi ¢6 1oi va c¢6 thé 1am tri giac bénh nhan x4u di néu tinh trang bénh nhan khong tot
hoac c6 COPD.

XUAT HUYET TIEU HOA DA DAY TA
TRANG



CHAN DOAN

1. Nguyén nhan gay xuat huyét tiéu hoa trén bao gdm:

1. loét da day (trén 40% cac truong hop):

a. ta trang (DU)

b. loét da day (GU) it ph6 bién hon.

11. loét da day hodac viém da day:

a. sau udng ruou

b. do thudc (salicylate, thudc choéng viém khong steroid [NSAID], steroid).

1ii. Trao ngugc thyc quan.

iv. Chay mau giin tinh mach thuc quan hoidc da day két hop voi ting 4p tinh mach ctra
(do xo0 gan, thuong do rugu).

v. rach Mallory-Weiss (rach thuc quan sau ndn hoic budn nén).

vi. nguyén nhan khac nhu u da day, tén thuong Dieulafoy, rdi loan dong mau, pinh
mach va rd dmc-rudt & bénh nhan c6 tién st phiu thuat phinh dong mach chi (AAA)
2. Ty 1€ t&r vong 1a 6-14%, cao nhat véi do tudi trén 60, chay mau tai phat dac biét néu
mau do tuoi, do gidn tinh mach (ty 1& tir vong trén 20%), kém theo séc va rdi loan
dong mau.

3. Bénh nhan c6 thé biéu hi¢n:

I. nON ra mau:

a. mau do tuoi

b. mau mau 'ba ca phé’

Ii. phan den.

Iii. chay mau truc trang

iv. truy mach va sdc.

V. ngit va ha huyét ap tu thé.

vi. Mét moi, kho thd, dau thit nguec. ..

4. Hoi vé tién str xuat huyét ti€u hoa, ndi1 soi g?m day, viéc st dung thude, ruou va
bénh gan man tinh

5. tim dau hiéu giam khéi luong tudn hoan nhu xanh xao V8 mo hoi, nhip tim nhanh,
ha huyét ap va ha huyét ap tu thé.

I. khdm bung va tham tryc trang

ii. Luu y dic biét bat ky dau hiéu nao cta bénh gan man tinh bao gom vang da, bam
tim, sao mach, ban do long ban tay, ngon tay dui tréng, nir hoa tuyén vu.

iii. Kiém tra lach to va c6 trudng 1a ddu hiéu cua ting &p tinh mach ctra

6. dat duong truyén, do sp02 va monitor tim



i. Lay mau xét nghiém, dong mau

DIEU TRI

1. thé oxy liéu cao qua mask. Duy tri 6 bdo hoa oxy trén 94%.

2. Bat dau truyén dich thay thé:

i. Bt dau voi nude mudi sinh ly 10-20 ml / kg, muc tiéu lwong nudce tiéu 0,5-1 ml / kg
moi gio.

il. truyén mau néu chiay mau nang hodac bénh nhan bi sbc, van tiép tuc chay mau

a. néu Hb giam xubng dudi 70 g/ L, khoi phuc lai 70-90 g/ L

b. muc tiéu hb 100 g/ L néu c6 bénh tim thiéu mau cuc bd

iii. Thém huyét trong tuoi déng lanh 4 don vi va vitamin K 10 mg i.v. trong bénh gan
min tinh véi d6ng mau bat thudng.

3. Bit dau thudc (rc ché bom proton néu c6 bénh loét da day va khong thé nodi soi som
(<24 h). Cho omeprazole hoic pantoprazole 80 mg i.v. tiép theo 14 truyén 8 mg / h.

i. dung thubc nay c6 lgi nhat néu sau ndi soi thay khong do gian tinh mach chay mau
ii. Khong c6 bang chtmg hd trg diung khang H2

4. Cho octreotide 50 mg i.v. sau d6 50 mg / h néu gian tinh mach hodc bénh nhén co6
bénh gan man tinh va tang ap tm ctra. Ngoai ra thém ceftriaxone 1 g i.v.

trong bénh gan man tinh.

i. Hodc str dung terlipressin 1,7 mg i.v. mdi 4 h thay vi octreotide néu nghi gian tinh
mach chay mau

5. ndi soi khan cép, dac biét & nhitng bénh nhan bi nghi ngd gian tinh mach, tiép tuc
chay mau, van khong on dinh hoic c6 d6 tudi> 60

i. Noi soi s& phan biét nguyén nhan cta chay mau va cho phép diéu tri nhiét hodc tiém
ngay lap tirc khi thich hop, hodc thit gian tinh mach.



HON ME O BENH NHAN TIEU PUONG

Ha duong huyét giy giam ¥ thic nhanh chong & bn tiéu duong so voi hon mé do toan
keton ting 4p luc tham thdu & bénh nhan tiéu dudong (HHS).

Toan keton DTD

Chan doan

1. nhiém toan keton DTD (DKA) c6 thé xay ra & bn tiéu duong do nhiém trung,
phau thuat, chin thuong, viém tuy, nhdi méu co tim, nhdi mau ndo hodc liéu phap
insulin khong day du, vi du nging insulin & bn tiéu dudng vi ho mét “ khong an
duoc”

i. Ngoai ra, c6 thé gip ¢ bénh nhan tiéu duong khong duoc chan doan, tién triéu
da niéu, uéng nhiéu, sut can, dau bung hodc hon mée.

2. DKA duoc xac dinh bdi nhiém toan chuyén hoa vo1 pH <7,3 hoac bicarbonate
<15 mmol / L; ting duong huyét > 11 mmol / L; va keton mau> 3,0 mmol / L
hoac keton niéu > 2+

i. Acetone xeton co6 thé phat hién bai hoi thé mui nhu mui trai cay.

3. Céc triéu chig khac chu yéu 1a hau qua ctia mat mudi, nudc, nhiém toan, da
kho, mach nhanh, tut huyét ap (tu thé) va thd sau (Kussmaul).

i. dich va mudi mat: nuéc 100 ml / kg; natri 7-10 mmol / kg; va kali 3-5 mmol /
kg.

4. 1ap duong truyén tinh mach, 1am CBC, sinh hoa, glucose, cdy mau néu nghi
nhiém khuan. mic monitor tim + sp02

5. Lay mau lam khi mau tinh mach (VBG) hoic ABG, ECG, XQ nguc va nudc
tiéu gitra dong (MSU).

i. Nhin vao dién tAm do tim ddu hiéu sém cua ting kali: song T cao nhin, QRS
rong, mat séng P cudi cung song dang sin (xem trang 134)..



1. Thé oxy liéu cao qua mask dam bao sp02>94%
2. Bit dau truyén NaCl 0,9% 1000ml i.v trong 1h d4u, sau d6 500ml/h trong 4h sau khi xac
dinh chan doan
I. muc tiéu phai bu dich trong 24h dau (See Table 2.9).

Table2.9 , ’
Bu dich muoi sinh muoi ¢ bénh nhén 70 kg DKA, huyét dong
khong 6n dinh / sbc

1st at 1000 mL/h 0-1
2nd at 500 mL/h+ K 1-3
3rd at 500 mL/h+ K 3-5
4th at 250 mL/h+ K 5-9
5th at 250 mL/h+ K 9-13

danh gid lai tinh trang tim mach sau 12h truyén va diéu chinh lai téc d6

6th at 166 mL/h + K 13-19

K, kali; DKA, toan keton DTD.
* & bn (<70 kg), younger adults (18-25 yr) c6 thé diéu chinh tbc do thip hon
va tong dich 24-48h thap hon dé tranh phu nio

L
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ii. Néu luong dudng trong mau giam xudng <15 mmol / L, can thém 10% dextrose 125 ml /
h, nhung van tiép tuc truyén dich + insulin va mudi cho dén hét keton.

3. Bat dau liéu phap insulin tac dung nhanh iv

i. Thém 50 don vi insulin nhanh vao 50 ml nudc mudi sinh Iy, nghia 1a 1 don vi / mL.
ii. Chay BTb 0,1 donv1/kg/h nghia 1a 5-7 Ul / h hoac 5-7 ml / h.

4. Thém Kali trong dich truyén iv trong vong 30 phut truyen insulin:

i. kali trong huyét thanh sé& tut dén chong mat khi bat dau truyén insulin va dich

ii. bu kali 10-20 mmol / h, nham duy tri méc Kali huyét thanh giira 4-5 mmol / L.

iii. pha kali vi mudi sinh 1y chira 40 mmol / L hodc 20 mmol / L qua bom tiém.

iv. Bo qua bu kali néu:

a. khong co6 nudce tiéu (bat thuong)

b. kali huyét thanh> 5,5 mmol / L




a. ECG ¢6 T nhon hodc QRS rdng.
3. Tim c4c nguyén nhan dan dén DKA.
4. Khong truyén i.v. sodium bicarbonate trir khi ban 1a bs c6 kinh nghiém.
i. Co thé can nhic truyén néu PH <7.0, dic biét khi c6 suy tudn hoan.

Tinh trang ting ap luc tham thau, ting glucose (HHS)
Chan doan

1. HHS hay gip & bn cao tudi khong phu thudc insulin, tién trién chdm hon DKA

I. duong huyét> 30 mmol / L; ap luc tham thau> 320 mOsm / kg; giam thé tich mau; va
keton niéu, pH> 7,30 va bicarbonate> 15 mmol / L.

ii. thiéu nudc va dich: 100-220 ml / kg; natri 5-13 mmol / kg; va kali 4-6 mmol / kg.

2. ¢6 thé do nhidm tring, nhdi méu co tim, d6t quy hodc do dung thude loi tiéu thiazide,
steroid va nhu DKA, c¢6 thé xay ra & bénh nhan khong duoc chan doan BTD trude do.

3. bn ¢6 rdi loan y thirc, mat nude, xuat hién co giat hoac co d4u hiéu than kinh khu tra. Ty
1é tir vong 1a 20-40%, so véi DKA giam <5% & nhimg bénh nhan tré tudi.

4. glucose mau va ap luc tham thau huyét thanh c6 xu hudng cao hon DKA. thudng vuot
gua 350 mOsmol / L.

i. Udc tinh ap lyc tham thau = 2 (Na + K) + uré + glucose (tat ca cac don vi mmol / L).

5. lam dién tdm dd, chup X quang phoi

biéu tr1

1. nhu DKA (xem & trén).

2. bu nuéc mudi sinh 1y hoic NaCl 0,45% chi khi ap lyc tham thau huyét thanh va
glucose mau khong giam, véi tdc do tuong tu hodc cham hon DKA. Bu nhanh can dé
phong nguy co phu phoi.

3. St dung insulin tbc do truyén cham hon 0,05 don vi / kg mdi gid, vi du: 2-3 don vi /
h. tong luong kali bu ciling giam hon DKA..

4. du phong heparin loai khong phan doan (UF) heparin 5000 don vi i.v. bolus sau do
truyén 1000 don vi / h, hoic LMW heparin nhu enoxaparin 1,5 mg / kg mdi ngay, gia
st dang khong c6 chay mau, dac bi¢t trong nio.



ROI LOAN Y THUC

Bénh nhan rbi loan ¥ thtrc can tlep can thong tin tir gia dinh, ban bé, ngudi qua dudng, canh
sat, xe ctru thuong va hd so y té trude day
Céc truong hop hay gap:

bénh nhan Ia lan
tién s nghién rugu
bénh nhan cai ruou.

Bénh nhan ngét hodc bat tinh & muc I P.24

BENH NHAN LU LAN
4 14n hodc mé sang 1a r6i loan thoang qua ctia nhan thirc. Pay 1a mot hoi ching (khong phai 1a
mdt chan doan) véi nhiéu nguyén nhan

Chan doan

1. bénh nhan 1u 1an cap tinh c6 thé d& nhdm voi mat tri nhé hodc trdim cam & ngudi gia (xem tr. 120),
hodc tham chi tAm than phan liét céip tinh.

2. Khéi phat thuong dot ngdt:

i. rdi loan ¥ thirc, mat dinh hudng khong gian va thoi gian, giam tri gidc, 4o gidc va o tudng khiru
giac hoac xuc gidc thi giac.

ii. khong tap trung, bén chon, khé chiu, rdi loan cam xuc

iii. tang kich thich va ri loan chu ky ngi- thic, giam hoat dong

3. Nguyén nhan cta su I0 1an.

i. Thiéu oxy

a. nhiém tring ving nguc, COPD, thuyén tic phdi, suy tim

b. suy ho hép do cac loai thude, hodc yéu co, vi du hoi chiing Guillain- Barré, nhuoc co hodc teo co
c. chan thuong ngyuc hodc chan thuong so no



a. chét dudi, ngat khoi.
ii. thude
a. nhiém ddc hodc cai ruou, thudc an than, cocaine, amphetamine, phencyclidine
b. tac dung phu (dic biét 1a & nguoi gia véi nhiéu loai thude) thube giam dau, thude
chdng co giat, thuc hudng than, digoxin, thudc khang cholinergic va thudc diéu tri
parkinson nhu benzhexol (trihexyphenidyl) va levodopa
c. st dung khong thich hop, chiang han nhu steroid
Iii. ndo
a. viém mang néo, viém néo
b. chan thuong so nio
C. sau dot quy, co giat
d. tai bién mach mau ndo, xuat huyét dudi mang nhén
e. khéi choan chd, vi du khéi u, ap xe hoac tu mau
f. bénh ndo- ting huyét ap
g. viém mach nhu lupus ban do hé théng (SLE).
iv. rdi loan chuyén hoa
a. suy ho hép, tim, than hodc gan
b. r6i loan dién giai, chrfmg han nhu ha natri mu, tang canxi huyét hoac tang natri
c. thiéu vitamin, vi du thiamine (bénh nao Wernicke), acid nicotinic hoac B12
d. réi loan chuyén héa porphyrin cip tinh.
v.Nbi tiét
a. ha dudng huyét hay ting duong huyét
b. nhiém doc giap, phu niém, Cushing, hoi ching cudng can giap, bénh Addison.
vi. soc nhiém khuan
a. duong tiét niéu, dudng mat, mang ndo hoic sot rét.
Vii. truong hop
a. sau phau thuat (nhiéu yéu t6 bao gém thude, thiéu oxy méu, nhidém trung, dau, vv)
b. bi tiéu hodc thay d6i méi truong & ngudi gia (hiém khi 13 nguyén nhan duy nhat).
2. Xay dung mdt buic tranh trong d6 ¢6 cic nguyén nhan cé thé thu thap tir tién s,
tham kham
3. Ghi lai nhiing diu hiéu quan trong bao gém nhiét do, nhip thd, nhip tim, huyét ap
va s6 diém Glasgow Coma Scale (GCS).
i. Bat ky sy bat thuong nao trong cac dau hiéu trén can nghi I c6 nguyén nhan cho
dén khi chirng minh dugc diéu nguoc lai
1. danh gia trang thai tam than (See Table 2.10).
I. Danh gia sy suy giam nhéan thic, chu y, dinh hudng, tinh toan, ngdon nglr, thuc hién
hanh dong, viét
ii. Piém <24 cho thay c6 suy giam nhan thirc va c6 thé 1a nguyén nhan.



Table 2.10
Mini-Mental State Examination (MMSE)

Crrientation (10 points)

1. What is the date?
What is the day?

What is the maonth?
What is the year?
What is the season?

2. What is tha name of this building?
What flaor of the building are we an?
What city are we in?

What state are we in?

What country are wea in?

Registration {3 points)

| am going to name three objects. After | have said them | want you to Apple 1
5, Tepeat them. Remember what they are because | am going to ask you 10 Tapie 1
" name them in a few minutes. Apple. Table. Panny. (Code the first attempt

and then repeat the answers until the patient leams all three) Panny 1

Attertion and calculation (5 points max)

Either: Can you subtract 7 from 100, and then subiract 7 from the answer

4. you get and kaep sublracting uniil | tell you to stop?

CEN2EE

Or I'm gaing to spell a word forwards and | want you to spell it L
5. backwards. The ward is W-O-F-L-D. Mow you spell it backwards R
{Repeat if necessary) o
W

Recall (2 paints)



6. Mow what were the three objects | asked you to remember? Table 1

Language (9 points)
7. What is this called? (Show wristwatch)
What is this called? (Show pencil)
8. I'd like you to repeat a phrase after me: No ifs ands or buts
9. Read the words on the bottom of this page and do what it says Closes eyes

(Read the full statement below before handing the respondent a piece of Takes  with right |
10, Paper. Do not repeat or coach) I'm going to give you a piece of paper. hand

What | want you to do is take the paper in you right hand, fold it in half and Folds in half 1

put the paper on your lap Puts on lap 1

Write a complete sentence on this piece of paper. The sentence should have a subject, verb
11. and make sense. 1

Speliing and grammatical errors are OK

Correct if two five-

Here is a drawing. Please copy the drawing on the same piece of paper sided  pentagons

" (Hand the respondent a drawing of two intersecting pentagons) intersect to make a
tour-sided figure

12

Total score (out of 30)
CLOSE YOUR EYES

A score of 23 or less indicates cognitive impairment.

Higher scores are expected in the well-educated, and lower scores in the elderly,
the uneducated, and the mentally impaired.

From Folstein MF, Folstein SE, McHugh PR (1975) Mini-Mental State. A

practical method for grading the cognitive state of patients for the clinician. J

Psychiatr Res 12:189-98.

2. Kiém tra cac yéu t6 dudi diy nhung phai loai trir ha dudng huyét dau tién
I. CTM, d6ng mau
ii. Dién giai, ure, glucose mau, chirc ning gan, calci, chtrc nang tuyén giap (TFTS).
iii. Test morphine ké ca ethanol.
iv. ABGs.
v. Ciy méu.
vi. ECG, CXR.
vii. CT so.
viii. Choc DNT. See page 481.



Ro1 loan lién quan rugu
Lam dung rugu c6 li€én quan nhiéu loai chin thuong nhu tai nan, su cd trong nha, tu tu, chét
dudi, lam dung tré em, nga & nguoi gia, hdi chung cai

Po nong do ruou

- C6 nhiéu phuong phap nhu do hoi thd, xét nghiém nude tiéu, mau.

- Ngudng gidi han tai Uc theo phap luat duogc 1ai xe 13 0,05 g / 100 ml & mdi tiéu bang
hodc vung lanh thé.

- Gidi han ndéng d6 con duoc 1ai xe & Anh 1a con trong mau dudi 80 mg% (0,08 g /
100ml).

Ngo doc khi néng do trén 150 mg% (0,15 g / 100ml), va hon mé thuong xay ra & ndng do

300 mg% (0,30 g / 100ml).

CAIRUQU

CHAN POAN VA PIEU TRI]

Phai c6 2 di€u kién: cai rugu + tién trién mé sang



1. Hoi ching cai ruou
i. Thuong xay ra sau 12 h ngimg ruou va kéo dai vai ngay véi dac diém: kich dong, bi
kich thich, run réy, v md hoi va mach nhanh
ii. Bat dau cho ubng diazepam 10-20 mg 2-6-hourly dén khi bénh nhan d& chiu kém
thiamine 250 mg i.v. or i.m ngay 1 1an
iii. Chdng co giat bang midazolam 0.05-0.1 mg/kg téi 10 mg i.v., hodc diazepam 0.1—
0.2 mg/kg t61 20 mg i.v., hodc lorazepam 0.07 mg/kg t&i 4 mg i.v., sau khi loai trir ha
glucose mau
2. Hoi chung mé sang
i it gap, xay ra 48-72h sau khi cai ruqu. r6i loan y thirc, hoang loan, 4o thi, run réy,
kich dong, nhip nhanh va loan nhip, gian déng tir, sot, v mod hdi, mat nude, co giat
con lén
ii. Mé sang l1a cap ctru
a. Can kiém soat co giat bang midazolam, diazepam or lorazepam i.v. (xem
liéu bén trén)
b. Loai trir nguyén nhan gay co giat khac nhu viém mang ndo hodc chan
thuong so nao (see p. 91).
iii. Bu dich va dién giai, tranh bu qua nhiéu nudc mudi sinh 1y & bn suy gan. cho
thiamine 250 mg i.v. ngay 1 lan



Warning: never dispense a benzodiazepine supply or chlormethiazole (clomethiazole) capsules in the ED to take home.
They are reserved for inpatient detoxification programmes only.

R6i loan than kinh cap

Nhirng bénh nhan hay vao cip ctru vi réi loan than kinh cip:

. ngét

* co giat

o dong kinh toan thé
e TIA

Dot quy

CO GIAT (FIT)

Chan doan

1. can co nguoi chimg kién tan mat dé chan doan xac dinh.:

i. hoa mat hodc budn ngu.

ii. can vao ludi, tiéu khong tu chu.

iii. r6i loan co giat

2. C4c nguy@n nhan hay gip nhit ctia mot con co giat (Pong kinh):
i. dung thudc

i1. lam dung ruou hodc hdi ching cai

iii. viém mang néo

iv. Chan thuong so ndo

v. Ha duong huyét.

3. Loai trir tat ca cac nguyén nhan thtr phat sau con dong kinh
i. Ha duong huyét.

ii. Chan thuong so ndo

iii. Thiéu oxy



i. Nhiém trung - dac biét 1a bénh viém mang ndo, viém ndo, ap xe nao, nhiém HIV
hoac co giat do s6t & tré em.

ii. ngd doc cap tinh vi du ruou, thude chdng trAim cam ba vong, thudc khang
cholinergic, theophylline, cocaine, amphetamine va isoniazid.

Iii. hoi ching cai vi du rugu, benzodiazepine, ma tuy, cocain.

1v. bénh 1y ndi so:

a. khéi choan chd

b. thiéu méu ndo

c. xuat huyét dudi nhén hodc xuit huyét nio.

v. ha natri mau, ha calci mau va san giat.

2. test duong huyét.

tiém 50% dextrose 50 mL i.v néu tut dudng huyét hodc tiém glucagon 1mg i.m néu
khong thé 1dy dugc ven

3. lap duong truyén, CTM, SHM, test ma tay, ruou

i. Tién hanh lam B-hCG, cdy méu, dién tam do, chup X quang phdi va CT so, monitor
tim va theo doi sp02

ii. dung thudc chong co giat néu bn dang trong con

DPIEU TRI

1. Thé oxy liéu cao qua mask. Muc tiéu bdo hoa oxy trén 94%.

2. theo ddi sat bénh nhan ding chi c6 gang dit canuyn dé tranh can ludi

3. Cho midazolam 0,05-0,1 mg / kg dén 10mg i.v, diazepam 0,1-0,2 mg / kg dén 20
mg i.v. hodc lorazepam 0,07 mg / kg dén 4 mg i.v. néu bénh nhan xuat hién con co
giat hodc co giat tai phat

4. héi vé tién str, bénh st cia bénh nhan:

i. Nghi ngo nguyén nhan nhu viém mang nio, khbi u, vv

1. M4t con dong kinh qua 5 phut, hodc co giat tai dién, dic biét 1a néu khong co6 su
hdi phuc hoan toan giita chung.

iii. ddu hiéu than kinh con sot lai sau con co giat

iv. chan thuong so nio



Warning: never diagnose new-onset ‘epilepsy’ in a non-epileptic patient until, as a minimum, secondary causes have
been excluded by a CT brain scan, and an electroencephalogram has been performed and a specialist outpatient
assessment has occurred.

CON THIEU MAU NAO CUC BO THOANG QUA TIA

Chan doan

1. TIA 1a con d6t ngdt xuat hién ddu hiéu than kinh khu tra, ngay tir dau, kéo dai dudi 24h thudng
la dudi 1h

i. co thé tai phat va co thé tién trién thanh dot quy.

11. Vi vay, c6 thé s& ¢ con dot quy thiéu mau cuc bd hodc tai bién mach ndo khéc sau:
a. 2,5-5% sau 2 ngay

b. 5-10% sau 30 ngay

c. 10-20% sau 90 ngay.

2. C4c nguy@n nhan c6 thé dugc xem xét trong ba nhom.

i. tic mach

a. tic mach ngoai so - Hep dong mach canh, hep dong mach dot séng

b. tim - AF, nhdi méu co tim, hep van hai 14, van gia.



I. giam tudi mau nao

a. ha huyét 4p do giam thé tich mau, ma tay hodc réi loan nhip tim

b. tang huyét ap (dic biét 1a trong bénh nio ting huyét ap)

c. bénh ting hong cau, tinh trang ting dong nhu ting protein C, protein S hodc thiéu
antithrombin 111, va cac khang thé khang phospholipid

d. viém mach, vi du viém dong mach thai duwong, SLE, viém dong mach thé ndt hodc
giang mai.

Ii. suy dinh dudng

a. thiéu mau

b. ha duong huyét.

2. TIA biéu hién 1am sang nhu:

1. liét nra ngudi, t€ nira nguoi, ban manh cung bén, loan ngoén, kho nudt hodc mu tam
thoi

ii. roi loan chirc ning: liét tay chan 2 bén, song thi, rung giat nhan cau, chong mat,
mu vo nao

3. Kiém tra mach, tiéng tim, huyét 4p (¢ ca hai canh tay va thay doi tu thé), nghe
tiéng thoi dong mach canh va kham ki than kinh.

4. phan loai nguy co rui ro bang cach st dung thang diém ABCD2 (xem bang 2.11).

i. ABCD2 >4 diém duoc coi 13 "nguy co cao", O nguy co trong vong 7 ngay sé& dot
quy 5,9-11,7%.

ii. ABCD2 0-3 diém duoc coi 1a "nguy co thap", c6 nguy co dot quy trong vong 7 1a
1,2%.



Table 2.11
ABCD? score danh gia nguy co ¢ bn TIA

Age =60 years 1 point
Blood pressure 2140 mmHg (SBP) and/or 290 mmHg (DBP) 1 point
Clinical signs

Unilateral weakness 2 point

Speech disturbance withoutweakness 1 point

Other 0 point
Duration

=60 min 2 point

10-59 min 1 point

<10 min 0 point
Diabetes 1 point
TOTAL = (Max 7)

High risk >4 points: with a 7-day risk of completed stroke of 5.9-11.7%.

Low risk 0—3 points: with a 7-day risk of completed stroke of 1.2%.

DBP, diastolic blood pressure; SBP, systolic blood pressure.

Adapted with permission from Johnston C, Rothwell P, Nguyen-Huynh M et al.
(2007) Validation and refinement of scores to predict very early stroke risk after

transient ischaemic attack. Lancet 369: 283-92. -]
K| 2]

1. Test glucose, lam CTM, sinh hoa, dong mau, dudong mau, lipid

2. ECGvaCXR.

3. Chup CT so loai trir nhi mau hay xuat huyét nio, tim nguyén nhan khong do mach

4. Soeei am dong mach canh néu nghi ngd thiéu mau cuc bd hoic khi ABCD? score of >4
diém

Diéu tri

1. Ubng aspirin 300 mg, sau d6 75-150 mg ngay 1 1an sau khi CT loai trir xuat huyét
2. Quyét dinh cho bénh nhan nhip vién ciling la van dé. Cho nhap vién néu:



i. Nguy co cao ABCD? score of >4
ii. ECG bat thuong, nghi nmct hoic rung nhi méi/hodc chua diéu tri
iii. TIA tai dién trong thoi gian ngan hodc tién trién ting mutrc do
iv. C6 dau hiéu than kinh khu tra
v. bn dai thao duong mai hodc kiém soat kém.
vi. Bénh nhan huyét ap tim thu >180 mmHg, hodc tdm truong >100 mmHg.
Vili. tiéng thoi dong mach canh hoac tién sur hep dong mach canh.
3.¢6 thé cho vé theo ddi trong vong 7 ngay, co thé phuc hdi hoan toan néu ABCD2 0- 3
diém.
i. siéu am tim (néu nghi do nguyén nhan tim) véi bénh nhan ngoai tra.



Warning: remember that patients can present with the consequences of their TIA, e.g. a head injury, Colles’ fracture,
or fracture of the neck of femur. Do not fail to investigate for these, or to look for the true precipitating event (i.e. the
TIA).

DOT QUY STROKE

Thuong do roi loan mach mau dan dén biéu hién diu hiéu than kinh khu tra trong vong 24 h,
CHAN BPOAN

1. Cac nguyén nhan bao gém:

i. thiéu mau nio hoic nhdi mau (80%)

a. huyét khdi ndo tir xo vita dong mach, cao huyét ap hodc hiém hon 1a do viém dong
mach, vv

b. tic mach mau ndo tr mang xo vira tinh mach, AF, sau nhdi mau co tim hay hep van
hai la

c. ha huyét ap gay giam tudi mau nio.

ii. xuat huyét nio (20%)

a. xuat huyét ndo do tang huyét ap hodc khéi u ndi so va cac rdi loan chay mau do
dung thudc chéng dong mau

b. xuét huyét dudi nhén tir phinh berry v& hoac di dang dong tinh mach.

2. Cac dau hiéu c6 thé goi y nguyén nhan:

i. huyét khéi ndo thuong c6 biéu hién TIA trude d6 va dau hiéu than kinh khu tra tién
trién dan dan. Nhtrc dau va mat y thire 13 triéu chimg it gip

ii. tic mach ndo thuong dot ngot, co d4u hiéu than kinh khu tra hoan toan.

iii. xuat huyét ndo khoi phat dot ngot dau dau, ndon mua, sttng sO hoac hon mé véi tdn
thuong than kinh tién trién nhanh.

iv. xuét huyét dud1 mang nhén dugce bao trudc boi:

a. dot ngot, dir doi 'dau nhat tir xua dén gio”, dau sau gang strc két hop véi phan ung
mang ndo - ctg co, so anh sang, nén mira va dau hiéu Kernig

b. 10 13n hodc hén mé 1 triéu chimg hay gip, dau hiéu than kinh khuu tra va hon mé it
gap nhung thuong nang

3. Ghi lai nhitng dau hiéu sinh ton nhu nhiét d6, mach, huyét ap, nhip tho va diém
GCS

4. kham than kinh ti mi, ghi lai bat ky sy tién trién ctia céc triéu chtimg va dau hiéu.

5. 1ap duong truyén, CTM, sinh hdéa mau, dong mau, duong mau. Monitor tim, sp02
va dat sonde bang quang



6. lam dién tAm d6 va chup phdi, chup ct so ndo ngay.
i. ding tiéu huyét khoéi néu khoi phat triéu chimg trong vong 4,5 h.
ii. CT scan loai trir xuat huyét ndo hoic ton thuong ndo do dot quy.
iii. CT chup mach nfo va ¢, CT tudi mau ndo khong dugc coi thudng nhung chup
con tiy theo chinh sach va diéu kién

PIEU TRI
1. Chyp CT ngay lap tirc trong lic can nhic dung tiéu huyét khoi.
i. test ngay glucose mao mach va truyén 50% dextrose 50 mL i.v néu glucose thap.
2. Néu bénh nhan bi bét tinh:
i. bao vé duong thé bang cach nghiéng dau va nang cam, thé oxy liéu cao qua mask
va sonde da day
ii. Bat bénh nhan & vi tri nghiéng bén trai
iii. cAn nhac dat ndi khi quan néu c6 suy ho hép, suy giam tinh trang than kinh va /
hozc dau hiéu cua ap luc ndi so ting.
3. mit khac, thd oxy lidu cao muc tiéu bdo hoa oxy trén 94%.
4. hoi chan don vi dot quy va cho dung ngay
i. Dung aspirin 300 mg udng hang ngay hodc qua sonde da day trong vong 48 gid, sau
khi CT scan da loai trir xuat huyét, trir khi bénh nhan c6 dang dung thudc tiéu huyét
khéi (trong 24 h).
ii. cho bénh nhan dung tiéu huyét khoi néu triéu chung khai phat dudi 4,5 h, ¢6 dau
hiéu than kinh khu trd va ¥ nghia 1am sang trén NIH Stroke Scale, CT scan c6 xuat
huyét hay ton thuong mach va do tudi trén 18
a. NIH Stroke Scale la hé théng danh gia khdm than kinh gom 15 muc dé danh gia va
ghi lai tinh trang than kinh, xac dinh diéu tri thich hop va du doan két qua bénh nhan.
iii. can than 1am theo cac hudng dan dung tiéu huyét khéi tai chd 'Code Stroke'.
iv. Cho alteplase 0,9 mg / kg 1én dén 90 mg i.v. trong 1 h, véi 10% liéu bolus ban
dau, sau khi da loai trir chdng chi dinh tuyét dbi (xem bang 2.12) va chéng chi dinh
tuong doi



Bang 2.12

CHONG CHI BINH TUYET BOI TRONG DUNG TIEU HUYET KHOI

Khéng chic chan vé thoi gian khai phat (vi du bénh nhan khéng tinh tir luc ngu)

H6n mé hoic mat tri gidc ning, dong tir cd dinh va liét nira nguoi hoan toan

DAu hiéu dot quy nho, phuc hdi nhanh

c6 co giat hoic tinh tao tir lic bit dau xay ra dot quy

Tang huyét ap: huyét ap tdm thu 2185 mmHg, hoac huyét ap tam truong >110 mmHg

lam sang tién trién nghi xuét huyét dudi nhén (ké ca CT c6 binh thuong)

Nghi tic mach nhiém khuan

bénh nhan da dung heparin trong vong 48 h va c6 ting APTT; chay mau di truyén hoic nghi xuat huyét
tang (PT hoac APTT tiang hon binh thuong)

INR >1.5

tiéu cau dém <100 x 10°/L

Glucose mau <2.8 mmol/L or >22 mmol/L

1. Tranh hao htrc lao vao xir tri ting huyét ap cap tinh trir khi boc tach dong mach chu
hodc xuat huyét dudi nhén

i. Trong mot con dot quy thiéu mau cuc bd néu BP ting ning > 220/120 mmHg, nén
giam 10-20% (ttrc 1a ban dau khdng nén thap hon 180/95 mmHg).

2. khong dugc cho an duong miéng cho dén khi danh gia bénh nhan nubt tt trong
vong 24 gio dau tién.

3. cht ¥ chi dinh can thiép phiu thuat: mot bénh nhan tré tudi c6 nhdéi mau ban ciu
rong, tran dich nao cép tinh kém nhdi mau tiéu ndo 16n, hodc tu mau tiéu ndo> 3 cm
6 biéu hién dau dau, chong mat, hoa mat, mat diéu hoa co thé hodc chan tay, cb dinh
dong tir (bénh nhan nhin cham cham)

Migraine - DPAU NUA PAU
CHAN POAN

1. migraine hay migraine khong c6 tién triéu (66-75%). dugc chan doan bang tién s
c6 it nhat 5 con trudc do:

i. kéo dai 4-72 h néu khong diéu tri.

ii. C6 it nhat hai trong s6 nhiing dic diém dau dau sau day:

a. mot bén

b. dau kiéu mach dap hoic nhoi dau (nhu ai choang vao dau)

c. mtrc do dau vira dén ning



d. niang hon khi chuyén dong.

iii. Co it nhat mot triéu chung dudi day:

a. budn nén va / hodc non

b. s¢o anh sang

C. so tiéng dong.

2. migraine c6 dién hay migraine c6 tién triéu, it gap hon (25-30%). N6 c6 dic diém
tuong tu nhu trén, cdng voi tién sir cua it nhét hai con dau truée do:

i. CO tién triéu dién hinh:

a. ¢6 van dé thi gidc, cam giac hodc phat Am nhung khong c6 giam van dong

b. triéu ching thi gidc c6 thé c6 dén nhap nhay 1 hoic 2 bén, dudng zig zag , vling
sang trung tam co6 1 diém tbi

c. triéu chtng cam giac c6 thé duong tinh 1 bén hoic 4m tinh

d. nhitng triéu chimg xuat hién trong vong 5 phut, hoic mdi triéu chung kéo dai >5
phut nhung <60 phut.

ii. Nhire dau di trudce, di cing hodc sau céc tién triéu trong vong 60 phut, mic du cd
dén 40% co thé co tién triéu ma khong ¢6 nhtrc dau, hoac

iii. C6 tién triéu it dién hinh (hiém):

a. liét nira nguoi (khong thuong gip hoic co tinh chat gia dinh)

b. triéu chimg nén (mat diéu hoa, chong mit, U tai, rung giat nhin cau, nhin d6i, 10
14n)

c. liét mét.

3. Vi vay khong nén chan doan migraine néu triéu ching vira xuat hién ma khong c6
tién str, nén nghi t&i nguyén nhan ning hon nhu xuét huyét dudi nhén, xuat huyét noi
SO...

i. Ciing khong chan doan migraine néu thoi gian dau dau kéo dai, tién triéu kéo dai
hodc c6 dau hi¢u than kinh khu trd

ii. cho CT scan néo.

PIEU TRI

1. Bé bénh nhan trong mot cin phong tbi, yén tinh, thd oxy qua mask va dung thudc
giam dau duong udng nhu aspirin 300 mg ba vién, ibuprofen 200 mg hai hoic ba vién,
hodc paracetamol 500 mg va codeine phosphate 8 mg hai vién

2. dung thudc chéng non khang dopaminergic nhu metoclopramide 10-20 mg tinh
mach

3. Cho chlorpromazine 0,1-0,2 mg / kg i.v. néu dung thudc nhu trén chua 6n, truyén
NaCl 0,9% 10 ml / kg, hoac



4. dung triptan nhu sumatriptan 6 mg tiém dudi da:

i. Tac dung phu cta thubc giy ngira ran, nong, dau nguc hodc khé chiu

11. Sumatriptan chéng chi dinh & bénh nhan c6 bénh dong mach vanh (CAD), nhoi
mau co tim trudc d6, va & nhitng bénh nhan cé c4c yéu té nguy co bénh mach vanh.
iii. Sumatriptan ciing chdng chi dinh trong vong 24 h néu c6 dung thubc ergotamine

5. bénh nhén can tranh cang thrfmg, xuc dong, ruou, café...



Section 111

Acid-Base, Electrolyte and Renal
Emergencies

ROI LOAN KIEM TOAN
PHAN TICH KHI MAU

phan tich khi mau cung cép thong tin lién quan dén qua trinh nguyén phat va
kha ning bu trir cia hé théng dém acid- base cua co thé

Nhiém toan 1a mot qua trinh bat thudng 1am ting nong d6 ion hydro trong
huyét thanh, lam giam d6 pH, va két qua gaytoan hoa mau.

Kiém 12 mot qua trinh bat thudng véi giam ndng do ion hydro, ddn dén kiém
mau

1. Phan tich khi mau dé:
i. Xac dinh su phu hop gitra oxy va thong khi.
ii. Panh gia chtrc ning ho hap.
iii. Xac dinh su can bang acid-base.
2. Giai thich két qua khi mau dong mach tirmg budc nhu sau (xem Béang 3.1):
1. Xac dinh su phu hop cua oxy (PaO2):
a. pham vi binh thuong 80-100 mmHg (10 6-13,3 kPa)
b. cung cép bang chung truc tiép cua thiéu oxy mau
c. néu c6 tang A-a gradient do VQ khéng phu hop /shunting s& thap hon Pa02
du kién
d. gia dinh do am 100% & muc nudc bién, A-a gradient c6 thé duoc tinh bang
cach:
A-a gradient = PAO2-Pa02

PAO2 = (FiO2 x (760-47)) - (PaCO2/0.8)
e. binh thuong A-a gradient la <10 torr (mmHg), hoac khoang <(tu6i / 4) + 4.



Table 3.1
Xac dinh rGiloan  Dya vao pH, PaCO,
and HCOs;

Toan chuyén héa nguyén phat
Toan chuyén hda véi hd hdp con bu
Toan hé hép nguyén phat

Toan hé hép, than con bu

Toan hé hdp va toan chuyén hoa
Kiém hoé hap nguyén phat

Kiém hé hap, than con bu

Kiém chuyén hoa nguyen phat
Kiém chuyén hoéa véi hé hap con bu

- 5 o 5
— D Z e o o Z
= o o Z oz —

Kiém chuyén héa va kiém hé hap hdn hgp

Note: ho hip con bu xay ra nhanh chéng véi thay ddi ciia PaCO,. Than bu rat
cham bang thay d6i HCO3. N, normal. <]
El 2]
ii. chay pH or hydrogen ion:
1. Binh thuong pH 7.35-7.45 (H+ 35-45 nmol/L)
2. Toan mau pH <7.35 (H+ >45 nmol/L)
3. Kiém méu pH >7.45 (H+ <35nmol/L).
iii. Xac dinh rdi loan vé ho hap (PaCO,):
1. Binh thuong 35-45 mmHg (4.7-6.0 kPa)
2. PaCO, >45 mmHg (6.0 kPa):
_ toan mau trong toan ho hap nguyén phat
_ kiém mau trong kiém chuyén hoa c6 bu trir bai ho hap
3. PaCO, <35 mmHg (4.7 kPa):
_ kiém mau trong kiém ho hip nguyén phat
_ toan mau trong toan chuyén hoéa ¢ ho hap bu trur
iv. Xéc dinh réi loan vé chuyén hoa (bicarbonate, HCO):
1. HCOj3 binh thuong 22—-26 mmol/L
2. HCO3 <22 mmol/L:
_ toan mau trong toan chuyén hoa nguyén phat
_ kiém maéu trong kiém chuyén hoa c6 than bu trur
3. HCO3 >26 mmol/L.:
_ kiém mau trong kiém chuyén hoa nguyén phat




, - toan mau trong toan ho hép ¢o6 than bu trur.
2. Céch tiép can nay s€ xac dinh hau hét cac roi loan acid-base nguyén phat va bu trur lién quan
boi than hoic ho hap.
3. Hiy nh rang:
i. bu trir boi than hodc ho hip ludn 1a mot qua trinh thir phat va khong nén mo ta trong thuat ngix
'toan' hodc 'kiém'":
thay vao d6 mo ta c6 toan chuyén héa c6 bu trir hd hap nhu “ting thong khi” hon 13 “nhiém
kiém ho hip thir phat”
ii. bu trir man tinh c6 thé tra PH vé gta truh binh thudng nhung bu qua da khong bao gid xay ra
iii. pH binh thuong véi bat thuong HCO3 va PaCO2 cho thiy c6 ca réi loan ho hdp va chuyén
hoa nguyén phat:
1. pH binh thuong: PaCO2> 45 mmHg (6,0 kPa), HCO3> 26 mmol / L
Pdng thoi co toan hd hdp nguyén phat va kiém chuyén héa nguyén phat
iv. pH binh thuong: PaCO2 <35 mmHg (4,7 kPa), HCO3 <22 mmol / L
kiém h6 hap nguyén phat va toan chuyén hoa nguyén phat
4. Ngoai ra, dé don gian, sir dung bang xoay toan do acid-base dé v& va doc ra cac bat thudng
khi mau dong mach (xem Hinh. 3.1)!



700— 100 - / HCO," /mmol/u/ / /
5 10 15 20
E / y y _25
710 + 80 74 A /
A A e 30
H+ I ‘ ’ (;\60 rg
355 (nmol/L) oA
B pd
pH 40
730 '
T— NR
740 N4Ro
750 |
760 -
- 20
L
14 kpa
1
100 (mmHg)
PaCO,
Toan d6 Acid—base phan tich khi mau dong mach (NR : khoang binh thuong) J
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Toan chuyén hoa
Chan doan

1. Do bit thuong dan dén tang luong acid c¢b dinh trong mau, xac dinh boi giam
bicarbonate huyet tuong xuong dudi 22 mmol / L.

2. Toan chuyén héa c6 thé kém khoang tréng anion cao, binh thuong hodc thap.

i. khoang trong anion AG = [Na +] - ([CI-] + [HCO3-]) don vi mmol / L.

ii. khoang trong anion binh thudng : 8-16.

3. Nguyén nhan nhiém toan chuyén hoa ting khoang tréng anion (anion gap> 16) bao
gom:

i. ting san xuat acid:

a. nhiém ceton acid, vi du bénh tiéu duong, nghién ruou, nan doi

b. toan lactic (huyét thanh lactate> 2,5 mmol / L):

Type A: giam tudi mau mo trong nglmg tim, sdc, thiéu oxy mau, nhiém tring huyét, thiéu
mau mac treo

Type B: gidam chuyén hoa carbohydrate trong suy gan hoac than, ung thu hach, viém tuy
va céc loai thude nhu metformin va salbutamol.

ii. Giam bai tiét acid, nhu trong suy than.



udng phai acid ngoai sinh:
a. methanol, ethylene glycol, sét, cyanide and salicylates.
3. Nguyén nhan toan chuyén héa, AG binh thuong (anion gap 8-16):
V. than:
1. toan héa dng than
2. cac chat te ché carbonic anhydrase
vi. da day ta trang:
1. ti€u chay nang
2. 10 rudt non
3. dan luu dich tuy hodc mat
vii. khac:
1. truyén qua nhanh s6 lugng 16n NaCl, NH4CI
2. phuc hoi sau toan keton.
2. Co thé bu trir giam toan bang cach ting thong khi. PaCO, bu trir ¢6 thé du doan (see
Table 3.2):
i. Nhiém toan chi bu trir 1 phan néu PaCO, cao hon du doan.
ii. kiém ho hap nguyén phat cing ton tai néu PaC02 thap hon du doan
3. Co vai dic diém 1am sang do toan chuyén hoa cap nhu ting thong khi, thé Kussmaul

|

Table 3.2
Gia tri du doan khi co bu PaCO, va HCO,

Du doan 0.2 x [HCO;4] [HCO;]
PaC02 (kPa) | 1 1Pa(+/ — 0.25) o 1 2.5 kPa(+/ 0.7)
Dy do&nPaCO2 1.5 x [HCOs] 0.7 x [HCO3]
(mmHg) + 8mmHg(+/ — 2) + 20 mmHg(+/ — 5)
Toan hé hap kiém h6 hap
Dy dodn HCO3 Acute 24 + (PaCO2 Chronic 24 +Acute 24 - (5.33 - Chronic 24 - (5.33~
(kPa) - 5.33) x 0.75 (PaCO2 - 5.33) x 3 PaCO2) x 1.5 PaCO2) x3.75
24 24
Du do&n HCO H _ - = — m)
u doan 3 (mﬂ _E)PaC(l)Og 40 + (w) _ (%3002) 24 ( i
x4 X2 X9 =]

[ 2




4. Urea va dién giai giam khi bicarbonate duéi 22 mmol/L va thudng tang kali do thay d6i
ngoai bao

biéu tr1

1. Piéu tri hd trg cho thd oxy, truyén dich va diéu tri triéu chimg ting kali (see p. 134).
2. Tim cac nguyén nhan cé thé ddo nguoc:

i. Truyén dich va insulin, bl kali trong DKA.

ii. Pam bao cung cap du oxy va dich cai thién tudi mau ngoai vi trong toan lactic
3. Loc mau néu bn suy than, ngd doc methanol hoic salicylate nang.

VIEM RUOT THUA CAP
PIEU TRI

1. viém rudt thira cap giy dau giira bung, dau hon khi ho hay van dong, theo cb dién
thi hay dau ho chau phai. bi€u hién chan an, buén nén, ndn, ti€u chay hoac tdo bon.

2. s6t nhe, dau bung khu trt, phan Gng thanh bung.

3. ludén xét nghiém tim glucose niéu, bach ciu niéu va test p-hCG. Tham chi néu
ching duong tinh cling khong loai trr VRT.

4. Lap dudng truyén tinh mach

i. thuong 1am cong thirc mau nhung it khi anh huéng téi viéc ra quyét dinh

5. can siéu 4m tir cung phan phu & nit dé loai trir bénh 1y ving chau hodc CT trong
truong hop khong ré rang, dac biét & bénh nhan cao tudi



1. Chan doan kho & tré em, ngudi cao tudi hodc phy nit mang thai
PIEU TRI

1. Truyén nudc mudi sinh 1y va dung giam dau tinh mach.
2. Cho bénh nhén nhin an. ding gentamicin 5 mg/kg i.v., ampicillin 2 g i.v. ngay 4 1an
va metronidazole 500 mg i.v ngay 3 lan néu nghi ngd ¢6 viém phuc mac.
3. Chi dinh phiu thuét bat cir khi nao xac dinh chan doan hodc nghi ngd trudng hop
khéng dién hinh nhu:
i. Bénh nhén cao tudi 1a 13n, tré nho tiéu chay hodc tré 16n hon chan in: nhiing
trudng hop nay cé thé co6 nguy co viém rudt thira

VIEM TINH HOAN — MAO TINH HOAN
CHAN DOAN

1. Hay gdp & nam gidi c6 quan hé trude do, co viém ni¢u dao hoac khong quan hé
nhung nhiém khuan niéu hodc c6 dit sonde niéu dao
2. Pau thuong khu trt & mao tinh hoac tinh hoan kém sbt nhe.
3. Lam CTM kiém tra bach cau trung tinh, soi nudc tiéu tim bach cau va cay
I. test Chlamydia va lau

diéu tri

1. khong bao gio chan doan viém mao-tinh hoan ¢ bénh nhan dudi 25 tudéi ma khong
loai trir xodn tinh hoan.
2. Cho giam dau sau khi loai trir xoan tinh hoan nhu paracetamol 500mg va codein
phosphate 8mg 2 vién 1 1an ngay 4 1an kém khang sinh
3. Chon khang sinh tuy nguyén nhan gay ra:
I. Bénh lién quan tinh dyc

ceftriaxone 500 mg i.v., kém azithromycin 1 g ubng ngay 1 lan, hodc
doxycycline 100 mg uéng ngay 2 1an trong 14 ngay
ii. Viém bang quang

cephalexin 500 mg ngay 2 1an hoic amoxicillin 875 mg + clavulanic acid 125
mg 1 vién ngay 2 1an hodc trimethoprim 300 mg ngay 1 lan trong 7-14 ngay



CAP CUU NHI
DANH GIA CHUNG

1. Can phat hién nguy co va tinh trang ning & tré, hiéu sy khac nhau gitta tré va nguoi 16n
2. biét dugc chi sé binh thuong va tién trién bat thuong & tré (bang 8.1, 8.2)

Al
Table 8.1
Cac moc phat trien trong thoi tho au
Van dong 4 chi, khéc, nhin guong mat, dap ung véi
anh séng, tiéng dong lon

So sinh
6months Ngéi thang , thich
duoc quan tam
B0 duoc
bi vin twong
1year Hiéu cac ménh lénh don gian
bap tng hanh vi
Chay, leo ciu thang
2years Khong dai dim ban ngay
btng 1 chén trong vai gidy
34 years No6i duoc cum 3 tur

doc day du ho tén
Khoéng dai dam dém
bang 1 chén, néi luu
Syears loat, tu phuc vu




Table 8.2
Normal paediatric physiological parameters

0-1 35— 3496 50-75 50-74 110-160 7050 300800 3040

years 10.3

=2 - - - 100-150 B85-80 - 25-35

years

2=5 12.5- B5—

y 19 12-185 107 84-106 95140 90-805 990-13%0 25-30

>-12 19-38 18.540 107~ 106-149 80120 100105 13801700 20-25

years 147

12+ 49-60 51-56 160 160-162 60-100 110120 35004000 15=20

years 172
For 1-10 years: SBF = 80 + (2 » age
weight (kg) = 2 in years) 80-85 .
x{age in years + DBP = 3% x SBP ml'kag Tidel volume = 57 mLikg
4) mmHg

DBP. diastolic blood pressure: SBP, systolic blood pressure. 1

HOI SINH TIM PHOI

Chan doan

1. D4u hiéu nglmg tim phoi bao gom:
i. Khong phan Gng véi kich thich dau (hon mé).
I. ngung thd
ii. Ngimg tuan hoan
v. xanh xao hodc xanh tim.
2. Ngimg tim ¢ tré thuong thir phat do suy ho hap hodc tuan hoan houn 1a do rung that vi
thiéu méau co tim nhu & nguoi 16n
3. tién luong x4au, néu thiéu oxy, tut huyét ap va nhiém toan khong diéu tri, nhip cham s&
gay vo tam thu
1. Tim dau hiéu suy ho hép:
i. Tang cb gang tho:
a. Tang tan sd, rat 1dm 16ng nguc, thé rit. ..



Warning: decreased or minimal effort of breathing heralds pre-terminal respiratory failure as the child
nears exhaustion.

A. Giam sp02

B. Thé nong, giam gidn nd 16ng nguc, Am thd khong déu, bat ddi xtng. can than néu
nguc khong di dong

ii. Anh hudng cta tinh trang thiéu 6 xy:

A. Ban dau nhip tim nhanh, tiép theo 1a nhip chdm ngay truéc khi ha duong huyét
B. Ban dau da nhot do co that mach mau.sau dé chuyén xanh tim trudc khi ngimg tim
C. Mirc d¢ thay doi ¥ thie dan téi tinh trang hén mé.

2. Tim ra déu hiéu suy giam hé tuin hoan (sdc):

i. Nhip tim ting 1én (nhip cham 1a mot ddu hiéu bao hiéu nguy hiém cta sy mat bu).
Ii. Giam huyét ap tam thu

lii. Giam nudc tiéu, thoi gian nap d6 diy mao mach giam(kéo dai> 2 gidy), da mat,
nhot nhat hodc da van.

lv. Yéu hodc mat mach.

V. Giam luong nudc tiéu va toan chuyén hoa.

X tri
theo (ILCOR) 2015

1. Hinh Figure 8.1 hudng dan hdi sinh tim phdi nang cao (ALS) & tré em



Figure 8.1 |
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During CPR Reversible causes
® Ensure high-quality CPR: rate, depth, recoil ® Hypoxia
® Plan actions before interrupting CPR ® Hypovolaemia
® Give oxygen ® Hyper/hypokalaemia, metabolic

e Hypothermia

® Thrombosis (coronary or pulmonary)
@ Tension pneumothorax

@ Tamponade (cardiac)

e Toxic/therapeutic disturbances

@ Vascular access (intravenous, intraosseous)
® Give adrenaline every 3-5 min
e Consider advanced airway and capnography

® Continuous chest compressions when
advanced airway in place

® Correct reversible causes
- J & J

Paediatric advanced life support algorithm. ABCDE, airway/breathing/circulation/disability/exposure; CPR,
cardiopulmonary resuscitation; PEA, pulseless electrical activity; VF, ventricular fibrillation; pVT, pulseless
ventricular tachycardia. Reproduced with kind permission from European Resuscitation Council (2015)
European Resuscitation Council Guidelines for Resuscitation 2015. Section 1. Executive summary.

Resuscitation 95: 1-80. ~]
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2. Thong khi va oxy hoa
i. Tho oxy lidu cao, thong thoang dudng thé bang ngiéng dau, nang cam, nhin danh gia
nhip thd khong qua 10s
ii. Lam sach dudng thot néu the khong binh thuong:
a. C6 gang nghiéng dau, nang cam nhung khong qué cing cd




B. ngira dau 1 nira & tré <1 nam, vi nglra qua c6 thé tic nghén dudng tho

lii. HO tro thong khi:

A. Thuc hién thong khi tli- mask dé dat éng noi khi quan:

Str dung mask pht hop mili miéng tré gan vai thiét bi bop tay. Tui thong khi
chuén danh cho tré so sinh c6 dung tich 240 mL, can luu luong oxy it nhat 4 L /
phut va thich hop cho tré em dudi 2 tudi

Tai thong khi danh cho tré em tiéu chuan cé thé tich 500 mL va thich hop cho
tré em dudi 10 tudi

B. dit ong chén miéng thuc quan (oropharyngeal airway ) dé nhin tryc tiép & tré
hon mé ma khong bi phan xa non va ludi dang o mau

Do duong tho tir rang ctra to1 goc ham

Chén can than tranh ton thuong vom hong mém

C. ban dau bop 5 1an cho 1dng nguc nang 1én ha xudng, sau d6 bop 2 1an sau
mdi 1an ép tim 15 céi

Iv. Néu dudng tho bi chan bai di vat:

A. Giir tré so sinh hodc tré nho dau chic xudng, ding long ban tay 4n manh phia
sau 5 1an gitra 2 xuong ba vai

V. C6 san dng ndi khi quan (xem Bang 8.3):

A. Puong kinh bén trong 6ng ndi khi quan (mm) = (tudi vao nim / 4) + 4

B. chiéu dai NKQ duong miéng khong cuff (cm) = (tudi trong ndm / 2) + 12

C. chiéu dai NKQ dudng miii khong cuff (cm) = (tudi theo nam / 2) + 15.



Table 8.3
Paediatric endotracheal tube sizes

Internal diameter (mm):
w 4 intemal diameter 30 35 40506065 70 7.5 80 90
4

{mm)

Oral length (cm): % +12 (+ cuff)

Nasal length (cm): “5- + 15

Oral length {cm) 9 10 1213 16 17 18 21 22 23
Meonates: 3~3.5 mm ET tube

3. Xoa bop ngoai tim

i. Kiém tra tuan hoan khéng qua 10 gidy, bang cach so mach canh (tré em) hodc mach dui (tré
em va tré so sinh).

ii. Bat dau xoa bop ngoai tim néu khong bat duoc mach hoic mach dudi <60 / pht:

A. dung 2 ngén tay cai huéng thang vé xuong trc, cac ngén con lai dd lung tré

B. Hoic néu chi 1 nguoi cdp ctru cho tré, hiy dung 2 ngdn tay an vao nira dudi xuwong tc giita
nguc

C. Sir dung k¥ thuat mot tay & tré, ép nguc xudng 1/3 chiéu sau hoic khoang 5 cm

D. Thyc hién ép toc d6 100 / phat, nhung khong qua 120 phat / phut.

4. Két hop thong khi ap luc duong véi ép nguc theo ty 18 15: 2.

i.6p 30: 2 néu mot ngudi cip ciru hodc khong chuyén

Ii. Cho tho 10-12 / phat va ép tim 100 / phut khéng dugc gian doan, khi duong thd duge bao vé
bang 6ng ndi khi quan

A. Str dung tc d6 thong khi 12-20 / phut khi dé dat mac PaCO2 binh thuong.

5. Tiép can mach mau

i. Tiép can mach mau s& rat kho khin, nhung can 1dy mau, dung thudc va bu dich dé hoi strc
li. Lap duong truyén tinh mach



B. Chén kim nong 20 hoic 22 vao hb xuong quay, mu ban tay hozc tinh mach c6

C. 1ap duong truyén trong xuong néu khong thé 1ay duoc ven trong 60s hodc mat
nhiéu thoi gian hon. (chon vi tri xuong chay — da c6 bai hudng dan up r61)

D. HGt mau va tay dé xac dinh vi tri chinh xac

E. trude khi tiém mdi loai thudc cho 1 it nude mudi sinh 1y bom trude dé dam bao
thude phén tan ra ngoai khoang tuy, dat dugc phan bd lwu thong trung wong nhannh
hon. Tc do truyén mudi sinh 1y 20ml/kg néu c6 tut huyét ap

i. Liéu thubc duoc khuyén céo trong Bang 8.4.



Table 8.4
Paediatric emergency drugs

1 in Initial: 0.1

mﬂfﬂ} 10 Initiak: 0.1 mL/kg (10 pgtkg) mLkg (10—
000 Hoka)

1 in_ _ 0.01 mLkg (10

1000 ngkg)
Atropine 0 EIi.'..n'. or i.o. bolus over 1 min Birth—1 month: 15 pg/kg (0.025
mg/mL “ mUkg) 1 month—12 years: 20 pg/kg (0.033 mLU%kg) (minimum -

100 pg, maximum 600 pg)

Sodium
bicarbonate 8.4%
Calcium  chicride Central line or large iv. 0.2 mmolkg (0.2 _
10% mbLkg) to maximum 10 mL

Dextrose  10% i.v. bolus 10%: 5 mL/kg - -
25% i.v. bolus 25%: 2 mL/kg - -

iv. orio. 1 mmolkg or 1.0 mU'kg -

:.'_Il'rduca?m-i‘f ey, ¥ or 0. 1 mgkg (0.05 mlkg), then iv._ ~

i.v. or rectal or sublingual 0.1 mg/kg (maximum
Lorazepam 4 mg) Give as a single dose (may be repeated — -
once)

1.0., Intraosseous; 1.v., intravenous. 1

lii. Cho adrenaline 10 pg / kg i.v.hodc i.0 ngay lap tirc néu v6 tdm thu hoic PEA hoic sau lan
soc dién thur 3 trong VF/ VT v6 mach pVT lap lai moi 3-5 phut
3. Khtr rung

i. 'Thoi gian dé khir rung tim 13 yéu t chinh quyét dinh song sot ¢ tré khi c6 VF hoac pVT. Mac
du hiém xay ra & tré em nhung nguy co ting theo do tudi

Ii. Thyc hién khir rung cho VF va p VT:

A. it miéng khtr rung tim hodc miéng dan 1 miéng dudi xwong don phai, 1 miéng & ho nach
bén trai

B. Thyc hién khtr rung 4 J / kg hai pha

C. Tiép tuc hdi sirc tim phoi (CPR) ngay sau mdi lan sdc



B. danh gi4 lai nhip mdi 2 phut
C. sbc thém 4 J / kg néu VF hoic VT khong déu.
3. tim nguyén nhén c6 thé dao nguoc

Xéc dinh va diéu tri bat ky nguyén nhan c6 thé dao nguoc gy ngimg tuan hoan, 4 Hs
va 4 Ts, dic biét 1a tinh trang thiéu oxy mau va ha huyét ap. Tim kiém nguyén nhan:

I. ha oxy, ha huyét ap, tang / ha kali mau, ha than nhig¢t.

Ii. Tran khi mang phoi, chén ép tim, huyét khoi tic mach( Tension pneumothorax,
Toxins, Tamponade-cardiac, Thromboembolism.)

4. M4t nhiét

Hay nhé tré so sinh va tré nho bi mat nhiét mot cach nhanh chong, vi vay hay chiéu dén
sudi, chan Am hodc 0 4m thich hop.

1. Tuy nhién, mdt khi tré hdi phuc tu phat nhung van hon mé sau 1 thoi gian CPR, tré
can tranh ting than nhiét> 37,5 ° C trong it nhat 24 gio.

5. Cha me trong phong hoi strc

Moi va khuyén khich phu huynh c6 mit tai phong hoi sitc. Mot thanh vién ciia nhém
cap ctru phai ¢ lai v6i ho va giai thich qua trinh hi strc can than:

i. Sau d6 cha me c6 thé ching kién moi thir déu duoc lam tdi da hét sitc dé ciru con
minh

ii. Ho c6 co hoi noi 101 tam biét voi con minh, néu chéu bé khong thé qua khoi:

A. Piéu nay giam dau budn, lo ling ctia cha me va nguy co tram cam sau d6

6. Khi nao ding cap ctu lai

Bac si nhi khoa hoic bac si cip ctru (ED) s& quyét dinh tai thoi diém cb ging nd luc hoi

stre tiép 14 v ich, thuong 1a it nhat sau 20 phit hoi strc ma khong c6 ROSC
i. Nguoi d6 ciing chiu trach nhiém giai thich v6i bd me va nhirng nguoi c6 mit

KHO THO O TRE



e hen

viém tiéu phé quan
* viém phoi

[ A 5 A
sOc phan vé.

HEN
Chan doan

1. Pay 1a r6i loan viém man dic trung bdi tic nghén dudng dan khi cé thé phuc
hdi va co thit phé quan.

i. dién bién ning thuong do nhiém virus, di tng, co dia di g, gang strc hoac lién
quan cam xuc

2. P6 1a mot trong nhing 1y do hay gip nhat lam tré vao vién thoi tho 4u.

3. hen co6 tri¢u ching kho tho, thd kho khe va ho.

4. Panh gia mach, nhip tho, sp02 va luu luong dinh trude khi diéu tri.

5. Tim biéu hién: mach nhanh, thd nhanh, khé thé ra- thé ra kéo dai, sung téy mili,
co kéo co lién suon

i. nghe thdy am thd khong déu c6 thé do nat nhay niém mac, nhung can than hit
phai di vat néu dot ngot tho rit

6. Dau hiéu hen ning bao gom bat ky dau hiéu nao sau day:

i. sp02 <92%

ii. qua kho tha, khong néi hay an nbi

iii. tan s6 ho hap >50 1an / phut néu tir 2-5 tudi, hodc> 30 1an/ phat néu> 5 tudi.
iv. Nhip tim nhanh >130 nhip / phat néu tir 2-5 tudi, hodc> 120 lan/ phat néu> 5
tudi.

7. Cac dau hiéu de doa tinh mang:

i. 16ng nguc khong di dong kém thd kho khe.

1. Kiét strc.

iii. r6i loan ¥ thurc.

8. 1am cong thurc mau, ure, dién giai, glucose

i. Ha kali mau va tang dudng huyét 1a nhitng tac dung phu cia diéu tri.



1. Chi chup xq nguc khi nghi ngo chan doan, nghi nhiém khuan ning hodc nghi tran khi
mang phoi

XU tri

i. Nut nhay hodc xep do nit nhiy c6 thé nham 13 viém phoi

1. Cho tré ngdi day va thd oxy, 1y tudng c6 bd me tran an tré. Po sp02 nham dat
sp02 >92%

2. Cho thudc gidn phé quan nhu salbutamol:

1. S dung dung cu xit thudc (MDI spacer). Chi dinh 6 lan xit néu tré <6 tudi va
12 nhat néu> 6 tudi.

Ii. danh gia lai phan Gng sau 10 phut trong truong hop nhe.

iii. Thuc hién ba lan, tic 1a 20 phtt mdi lan trong mot gid voi trudng hop vira va
nang

3. Thém ipratropium bromide (4 1an néu <6 tudi va 8 1an néu> 6 tudi) bang MDI
mdi 20 phut trong gidr dau tién diéu tri hen vira va ning va / hodc néu dap tng véi
salbutamol khong hiéu qua.

4. Cho prednisolone 1-2 mg / kg dudng ubng tdi da 40 mg, hodc hydrocortisone 4
mg / kg i.v. Néu dtra tré khong thé udng

5. Bat dau bu dich néu c6 mat nuéc

6. voi nhitng trudong hop nang

i. chi dinh nhap ICU va h tro thé may:

A. 1am sang tién trién ning

B. kiét strc

C. Thiéu mau cuc bd dai dang

D. Suy tuan hoan.

ii. can nhac dung i.v. Salbutamol, aminophylline va / hodc magié.

7. khi bénh nhan khong c6 khoé thd va khong can salbutamol thudong xuyén trong
hon 6h/ngay:

i. cho mot dot prednisone 1 mg / kg uéng mdi ngay trong 3-5 ngay.

ii. Pam bao dung cu hit cit con san sang

iii. theo ddi trude khi ra vién trong vong 24-48 gio, va bat dau ké hoach diéu tri
lau dai sau do

SOC PHAN VE

Xu tri

1. Thé oxy liéu cao qua mask va dung adrenaline (epinephrine).

. Dung 1/ 1000 adrenaline (epinephrine) 0.01 mg/kg (0.01 mL/kg) i.m.

ding 1/ 1000 adrenaline (epinephrine) 5 mL khi dung néu co thit phé quan



2. truyén 20 mL/kg nudc mubi sinh 1y néu sdc kém tut huyét ap.
3. cho hydrocortisone 4 mg/kg i.v. khi co thit phé quan khang thudc va khi dung
salbutamol 2.5 mg néu dudi 5 tudi va 5mg néu trén 5 tudi.

Table 8.5
Paediatric fluid and electrolyte requirements

First 10 kg 4 100
Second 10 kg 2 50
Each subsequent kg 1 20
Potassium: maintenance 3 mmol'kg per 24 hours
Fluid resuscitation: bolus 20 mLfkg crystalloid
::Z:&rtvduma: estimation in clah-,r:iatm%l ty weight dehydration x weight (kg) x 10
Burns: additional fluid requirement {mL%E!.SAhumxwaigl'rt{kg] xd
per day)

, . Infants (<2 years): 2 mlkg per hour Children (>2 years): 1
Urine output: intended mLfkg per hour

BSA, body surface area.

=

First 10 kg 4 100
Second 10 kg 2 50
Each subsequent kg 1 20
Potassium: maintenance 3 mmol/kg per 24 hours
Fluid resuscitation: bolus 20 mL/kg crystalloid

Cach bu dich :

i. 100 mL/kg/24 h véi 10kg dau tién (4 mL/kg per h).
ii. 50 mL/kg /24 h véi 10 kg tiép theo (2 mL/kg per h).
iii. 20 mL/kg /24 h v&i mbi kg sau @6 (1 mL/kg per h).
Iv. Viduvéi 1 dira tré 24kg lugng dich bu trong 24h:

(100 mL x 10) + (50 mL x 10) + (20 mL x 4) = 1580 mL /24 h.
2. Tinh thé tich dich thiéu



Can cur vao ty 1€ méat nudc nhan véi trong lugng co thé, tit ca nhan vai 10:
Ty 1€ mat nudce x trong luong co thé (kg) x 10 trong mL.
1. Vi du, mot tré 24 kg gid si mat 5% nudc twong duong:

5x 24 x 10 = 1200 ml.



CHILD PROGRAMS

Age Vaccine

Birth Hepatitis B (hepB)'.

2 mth Hepatitis B, diphtheria, tetanus, acellular pertussis (whooping cough),
Haemophilus influenzae type b, inactivated poliomyelitis (polio)
[hepB-DTPa-Hib-IPV]

Pneumococcal conjugate [13vPCV]
Rotavirus

4 mth Hepatitis B, diphtheria, tetanus, acellular pertussis (whooping cough),
Haemophilus influenzae type b, inactivated poliomyelitis (polio)
[hepB-DTPa-Hib-IPV]

Pneumococcal conjugate [13vPCV]
Rotavirus

6 mth Hepatitis B, diphtheria, tetanus, acellular pertussis (whooping cough),
Haemophilus influenzae type b, inactivated poliomyelitis (polio)
[hepB-DTPa-Hib-IPV]

Pneumococcal conjugate [13vPCV]
Rotavirus®.

12mth Haemophilus influenzae type b and meningococcal C [Hib-MenC]
Measles, mumps and rubella [MMR]

18 mth Measles, mumps, rubella and varicella (chickenpox) [MMRV]

4yr Diphtheria, tetanus, acellular pertussis (whooping cough) and
inactivated poliomyelitis (polio) [DTPa-IPV]

Measles, mumps and rubella [MMR] (to be given only if MMRV vaccine
was not given at 18 months)
SCHOOL PROGRAMS
10-15yr Hepatitis B [hepBJ®.
Varicella [chickenpox]®.
Human papillomavirus [HPV]*.
Diphtheria, tetanus and acellular pertussis (whooping cough) [dTpa]

Legend:

! Hepatitis B vaccine: should be given to all infants as soon as practicable after birth.
The greatest benefit is if given within 24 hr, and must be given within 7 days

2 Rotavirus vaccine: third dose of vaccine is dependent on vaccine brand used.
Contact your State or Territory Health Department for details

®  Hepatitis B and Varicella vaccine: contact your State or Territory Health
Department for details on the school grade eligible for vaccination.

4 HPVvaccine: is for all adolescents aged between 12 and 13 yr. Contact your State
or Territory Health Department for details on the school grade eligible for
vaccination

Adapted with permission from Department of Health, Australian Government (2013)

The Australian Immunisation Handbook 10* edition.

National Immunisation Program Schedule (Australia)

Kl

CO GIAT SOT CAO



X tri

1. Khai thong duong thém thé oxy qua mask, ECG va do sp02
2. Kiém tra glucose mau. Néu ha truyén glucose 10% 5ml/kg
3. Tré co giat:
I. midazolam 0.15 mg/kg i.v.hodac i.0., diazepam 0.25 mg/kg i.v. or i.0. lidu 1
mg/min tbi da 0.5 mg/kg, hoic lorazepam 0.1 mg/kg i.v. or i.o.

a. theo ddi tinh trang suy giam chuc nang ho hap va do sp02 lai mdi 2-5 pht
ii. dung midazolam 0.15 mg/kg i.m., or 0.5 mg/kg duong miéng hodc qua sonde da
day hodc tryc trang diazepam 0.5 mg/kg
iii. dung thém thudc néu co giat tai phat. Theo ddi chirc nang ho hap va tim mach:
a. phenytoin 20 mg/kg i.v. trong 20 min néu tré khong ubng phenytoin hoic:
b. phenobarbitone (phenobarbital) 20 mg/kg i.v. trong 20 min néu udng duoc
phenytoin.

Table 8.6

Highly toxic tablets, even if just two tablets are ingested by a 10 kg
toddler

Amphetamines Agitation, confusion, hypertension, hyperthermia

Delayed onset of bradycardia, hypotension, cardiac conduction defects,
refractory shock

Chloroguine/hydroxychloroguine Rapid onset of coma, seizures and cardiovascular collapse

Calcium-channel blockers

Dextropropoxy phene Ventricular tachycardia

Opioids Coma, respiratory amest

Propranolol Coma, seizures, ventricular tachycardia, hypoglycaemia
Sulfonylureas Hypoglycaemia

Theophyline Seizures, supraventricular tachycardia, vomiting
Tricyclic antidepressants Coma, seizures, hypotension, ventricular tachycardia



TIEN SAN GIAT VA SAN GIAT
CHAN POAN VA XU TRi

1.

2.

10.

Tién san giat dugc dinh nghia 1a tinh trang 1am sang ¢ ting huyét 4p va protein niéu, c6
hozc khong c6 phu, tién trién sau tuan thir 20 ca trude va sau sinh
Tang huyét ap
i. Huyét 4p tam thu >140 mmHg va huyét 4p tim truong >90 mmHgtrong 2 1an do cach
nhau 4-6h 3 thang cudi thai ky

ii. Tang huyét ap tam thu >25-30 mmHg hodc 15 mmHg véi tim truong so véi 3
thang dau thai ky
Tién san glat nang khi:
i. Huyét ap tam thu (BP) >160 mmHg, tam truong BP >110 mmHg.
ii. Pau dau, rdi loan thi giac
iii. Budn ndn, ndn va dau bung
iv. Thiéu niéu (<500 mL/24 h).
V. Kho chiu va tang phan xa
Bién chung tién san giat:
i. Phu phoi cap
ii. Hoi chimg HELLP- tan huyét, ting men gan, giam tiéu cau
Iii. Pong mau ndi mach rai rac
iv. Xuat huyét ndo
v. Co giat (san giat)
Cho thd oxygen, CTM, sinh hoa méau, dong mau, acid uric, dién giai do, dudng mau
va truyén NaCl 0,9%
Pit sonde tiéu, nAm nghiéng trai hodc cai dém dudi hong phai
Magnesium sulphate 1a thuéc du phong co giat & bénh nhan tién san giat- san giat
i. Khoi dau magnesium 4 g (16 mmol) i.v. trong 5-10 phut, sau d6 truyén
magnesium 1 g/h (4 mmol/h) trong it nhat24 h.
ii. Piéu tri con co giat bang bolus magnesium 2 g (8 mmol) i.v.
diazepam 0.1-0.2 mg/Kkg i.v. néu van con co giat hoiac khong c6 sin magnesium
diéu tri THA ning bang hydralazine 5 mg i.v. bolus mdi 20 min (liéu téi da 20 mg) hodc
labetalol 20 mg i.v. bolus nang liéu t&i 40 mg bolus mdi 10 min (t6i da 300 mg).
i. muc tiéu huyét ap tm treong 90-100 mmHg dé giam nguy co tai bién mach nio va
co giat
diéu tri tién san giat bang mo lay thai



CHAY MAU CAM
CHAN DOAN

1. thudng tu phat & tré em, xay ra do cic mach nhé ¢ phan trude cuia vach ngin, c6 thé
v& do viém miii hodc chan thuong nho nhu choc vao.

2. chdy mau miii & nguoi lon ¢6 thé do chay méau nén so, do chdng dong hoic ding
thudc khang tiéu cau

3. Chay mau ¢ phan sau ctia mili & nguoi gia thudng do xo cimg dong mach, c6 thé
gay soc néu xuat huyét nhiéu.

4. 1am cOng thirc mau, déng mau, nhom mau. Truyén nude mudi sinh Iy 10 ml / kg,
truée khi bénh nhan ha huyét ap

PIEU TRI

1. Chay mau tu khu vuc nho

i. ngdi bop phan trudce ctia mii trong 10 phit cho dén khi ngung chay mau.

ii. Xac dinh diém chay méau bang cach hat hoic dung tim bong néu van chay,
gy té tai cho bang bong tdm 4% lignocaine (lidocaine) véi adrenaline
(epinephrine).

iii. cAm méu bang tim bong tam bac nitrat d& vao diém chay mau <10 s. Tranh
de 1én ca hai bén ctua vach ngan do nguy co hoai tir vach ngan.

2. Chay mau vung trudc ctia miii kéo dai va cach trén khong cam dugc mau

i. ép mili trude bang bong catheter hodc Merocel ™ tampon miii

ii. nhét mii trude

bdng ngam trong 4% lignocaine (lidocaine) voi adrenaline (epinephrine). Liéu
t6i da 1a 7 mg / kg hodc 12 ml, tirc 1a khoang 500 mg lignocaine (lidocaine) véi
adrenaline (epinephrine) & mot bénh nhan 65 kg

st dung 2 cm alginate canxi (Kaltostat ™) 2 g

chén céc 16p tiép theo chiéu ngang doc theo san ctia miii str dung kep mii Tilley

(see Fig. 11.1)



Figure 11.1 ]

Anterior nasal packing.
(a) Introducing the first loop horizontally along the floor of the nose, and (b) building the layers
horizontally upwards until pack is in place. =]

[] 2
a. nhd & ngudi 16n miii kéo dai 6,5-7,5 cm dén 16 mili sau
ii. Cho bénh nhan amoxycillin 500 mg uéng ngay 3 lan. va rit meche sau 48h
2. Chay mau miii sau nang
Str dung mot ong Foley ni¢u dao dat qua mii sau, bom cuff réi kéo bong hoi ép
chat 16 miii sau. C6 dinh bang bang dinh tranh cho n6 trugt vé phia sau
sau d6 nhét miii trudc nhu trén




Paracetamol
Diagnosis

1. Paracetamol overdose is common and potentially lethal.
2. Hepatocellular necrosis is the major complication of paracetamol toxicity.

Factors that enhance the potential for hepatotoxicity, and therefore morbidity and
mortality, include:
I. Late presentation with delayed antidote administration, especially if over 24 h,
Ii. Staggered overdose: multiple supra-therapeutic ingestions over a number of days.
Iii. Glutathione deficiency in starvation and debilitating illness such as AIDS.
Iv. Enzyme-inducing drugs such as carbamazepine, phenobarbitone (phenobarbital),
rifampicin or isoniazid.
v. Regular alcohol use.
3. Determine the time since ingestion, total paracetamol consumed and the patient’s
weight:
I. Patients who have taken >10 g (20 tablets) or >200 mg/kg over a period of <8 h
are considered at risk from severe liver damage.
Ii. The greatest risk of hepatotoxicity is related to the extent of delay beyond 8 h
until antidote treatment with N-acetylcysteine (NAC) is commenced.



Ili. Hepatotoxicity may also occur in patients who take repeated or staggered doses,

or sustained-release preparations.

4. The patient is usually asymptomatic, but can present in fulminant hepatic failure with
abdominal pain, vomiting, jaundice, tender hepatomegaly and encephalopathy.

I. Coagulopathy, hypoglycaemia and metabolic acidosis occur in severe poisoning.

5. Gain i.v. access and send bloods for full blood count (FBC), urea and electrolytes
(international

(U&Es), liver function tests (LFTSs),

prothrombin

normalized ratio [INR]) and a blood sugar level.

I. These bloods become more important if the patient presents over 8 h after
ingestion, and are essential if presentation is delayed beyond 24 h or more.
Ii. Send a paracetamol level once 4 h or more have elapsed since overdose.

Managem

1. Resuscitation is rarely required unless the patient is in fulminant hepatic failure.

ent

index

(PTI)

I. Administer 50% dextrose 50 mL i.v. if the patient is hypoglycaemic.

2. Review the blood results:

I. Plot the serum paracetamol level on the paracetamol nomogram for all patients
presenting between 4 and 24 h after an acute, single ingestion of paracetamol

(Fig. 14.1)
Figure 14.1 [
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Treatment nomogram for paracetamol poisoning. Treat any patient with a serum paracetamol level
above the nomogram treatment line. (Make certain the correct units are used).
Reproduced with permission from Daly FFS, Fountain JS, Murray L et al. (2008) Guidelines for the
management of paracetamol poisoning in Australia and New Zealand — explanation and elaboration.
Medical Journal of Australia 188: 296-301. ]
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a. the treatment nomogram has been simplified to a single treatment line now

for all patients



b. this line has been lowered by 25% from previous standard lines.
Treat all patients who have a serum paracetamol level above the nomogram
treatment line.
A raised PTI (INR) >2.0 or alanine aminotransferase (ALT) levels >1000 IU/L
indicate significant hepatotoxicity.

3. NAC, the antidote for paracetamol, is highly effective when commenced within 8 h of
poisoning. Administer NAC in the following circumstances:

Patients presenting within 8 h of ingestion, with a 4-8-h serum paracetamol level
above the nomogram treatment line (see Fig. 14.1).
Potentially toxic ingestion of paracetamol (more than 20 tablets or 200 mg/kg) in
a patient presenting 8- 24 h after overdose, or if the serum paracetamol level will
not be available within 8 h of the original ingestion:
a. commence treatment immediately without waiting for the blood results
b. cease treatment if the serum paracetamol level turns out to be below the
relevant treatment line, and the ALT and PTI (INR) are normal.
Patients presenting with deranged ALT and PTI (INR) more than 24 h after acute
overdose, or following staggered overdosexg251
a. serum paracetamol levels are difficult to interpret in cases of staggered
ingestion. Monitor the PTI (INR) and ALT regularly instead and seek
specialist toxicologist advice (see below).

4. Consult a clinical toxicologist for patients presenting with a staggered overdose, with
delayed presentation of more than 24 h, and patients with severe liver dysfunction and
an elevated PTI (INR).

5. Use the adult infusion protocol for NAC below.

Take care with the dose calculation:

a. 150 mg/kg (0.75 mL/kg) in 5% dextrose 200 mL i.v. over 15-60 min

b. 50 mg/kg (0.25 mL/kg) in 5% dextrose 500 mL i.v. over 4 h

c. 100 mg/kg (0.5 mL/kg) in 5% dextrose 1000 mL i.v. over 16 h.
Or read from the drug-insert infusion dosage guide the volume in millilitres of
NAC 200 mg/mL to be added to the 5% dextrose, according to the patient’s
weight in kg.

6. Side effects are mostly from non-allergic anaphylactic reactions, occurring in the first
30 min of administering high-dose NAC. These include nausea, flushing, itching,
urticaria, wheeze and hypotension.

Stop the infusion.

Give promethazine 12.5-25 mg i.v. or chlorphenamine 10 mgi.v.

Once symptoms have settled, re-commence the initial infusion at a slower rate
over 1-2h.



Salicylates
Diagnosis

1. The clinical features of salicylate toxicity following acute ingestion are dose related:

I. Ingested dose <150 mg/kg: usually asymptomatic.
I. 150-300 mg/kg: moderate symptoms such as tachypnoea, nausea, vomiting and
tinnitus (salicylism).
Iii. 300-500 mg/kg: severe toxicity with metabolic acidosis, dehydration, agitation,
confusion and an altered level of consciousness leading to coma.
Iv. More than 500 mg/kg ingested is associated with pulmonary and cerebral oedema
and may be fatal.

2. Gain i.v. access and send bloods for U&Es, blood sugar and a salicylate level.

I. Perform arterial blood gases (ABGs) to detect respiratory alkalosis or a metabolic
acidosis in symptomatic patients.

Management

1.

2.

Call an airway-skilled doctor immediately to pass a cuffed endotracheal tube if the
patient is obtunded, unconscious or unable to protect their airway.
Commence a normal saline infusion to replace insensible losses associated with
hyperthermia, hyperventilation and vomiting.
Administer charcoal as soon as possible, even in patients with a delayed presentation,
as salicylates cause delayed gastric emptying. Consider repeat-dose activated charcoal
every 4 h to reduce salicylate absorption in the following situations:
I. Overdose of sustained-release aspirin.
Ii. Evidence of continued absorption with rising serum salicylate levels.
Urinary alkalinization may reduce salicylate elimination from 20 to 5 h. Consider in
patients with signs and symptoms of salicylate toxicity, or a serum salicylate level of
>300 mg/L (2.2 mmol/L).
I. Give a bolus of 8.4% sodium bicarbonate 1 mmol/kg (1 mL/kg) i.v.
ii. Follow with an infusion of 8.4% sodium bicarbonate 100 mmol (100 mL) in 5%
dextrose solution 1 L, at a rate of 100-250 mL/h.
lii. Titrate this bicarbonate infusion to maintain urinary pH >7.5 and urine output >1
mL/kg per h.

5. Monitor serum electrolytes, salicylate level and urinary pH every 2—4 h.

I. Salicylate level:
a. symptoms occur at 300 mg/L (2.2 mmol/L)
b. significant toxicity occurs at 500 mg/L (3.6 mmol/L)



c. repeat the level at least once. Rising levels indicate continued drug
absorption.

1. Potassium: significant hypokalaemia hinders salicylate elimination so potassium
must be replaced.

6. Patients with no clinical evidence of salicylate toxicity, normal venous or ABGs with

falling serum salicylate levels 4 h apart in the therapeutic range may be medically
cleared for psychiatric review.
Otherwise observe all patients with clinical salicylate toxicity for a minimum of 12 h
until they demonstrate resolution of symptoms and a falling serum salicylate level,
before considering them medically stable.
Consult a clinical toxicologist for patients with salicylate levels >500 mg/L (3.6
mmol/L), severe symptoms or obtunded.

I. Consider haemodialysis for severe poisoning with a metabolic acidosis or a

salicylate level >700 mg/L (5.1 mmol/L).

Tricyclic Antidepressants
Diagnosis

1.

Tricyclic antidepressant (TCA) overdose is associated with significant mortality.
Ingestion of >15-20 mg/Kkg is potentially fatal.

The onset of symptoms is usually rapid, and in large overdoses deterioration occurs
within 1-2 h. Significant toxicity is heralded by cardiotoxicity, convulsions and coma.
Clinical features include:

I. Anticholinergic: warm dry skin with absent sweating, dilated pupils, urinary
retention, sinus tachycardia, and delirium.

ii. Central nervous system (CNS): seizures usually associated with an altered level
of consciousness and rapid development of coma, especially with a large
overdose.

iii. Cardiovascular: cardiac arrhythmias are common and occur as a result of sodium-
channel blockade, associated with hypotension.

Perform an ECG. Look for tachycardia, heart block, junctional rhythms and ventricular
tachycardia (VT) with progressive QRS widening, and QTc prolongation.

I. A QRS interval of >100 ms and a positive R wave >3 mm amplitude in aVR
indicate cardiotoxicity and are predictive of ventricular arrhythmias.

Gain i.v. access and send blood for FBC, U&Es and a paracetamol level and attach a
cardiac monitor and pulse oximeter to the patient.

Perform an ABG or VBG to monitor for hypoxia and acidosis, both of which
exacerbate cardiotoxicity.



Management

Give high-dose oxygen and commence a normal saline infusion.
Call an airway-skilled doctor to pass an endotracheal tube in patients with a reduced
conscious level, inadequate respiratory effort or convulsions, with or without cardiac
arrhythmias.
I. The patient should be hyperventilated to a pH of 7.5, as alkalaemia decreases the
risk of cardiotoxicity.
Administer activated charcoal as soon as possible once the airway is secured, to all
patients with significant TCA ingestion, even with a delayed presentation.
Give a loading dose of 8.4% sodium bicarbonate 1-2 mmol/kg (1-2 mL/kg), followed
by an infusion of 20-100 mmol/h (20—-100 mL/h) to maintain an arterial pH of between
7.50 and 7.55.
I. Sodium bicarbonate is a specific antidote in TCA poisoning and provides high
concentrations of sodium ions, which reduce cardiotoxicity.
Ii. Indications for sodium bicarbonate administration include:
a. cardiac arrhythmia or cardiacarrest
b. widened QRS interval of >120 ms
c. persistent hypotension despite saline or colloid fluid administration.
Repeat the ABGs or VBG and electrolytes regularly to ensure maintenance of
alkalaemia and avoid hypernatraemia.
Perform repeated ECGs to monitor for cardiac arrhythmias and to observe the
resolution of any QRS prolongation.
Refer patients with significant cardiovascular or CNS toxicity to the intensive care unit
(ICU) for ECG monitoring and supportive care.
Observe patients with drowsiness alone and non-progressive or absent ECG changes in
the ED observation unit, until any clinical signs of sedation or anticholinergic delirium
have resolved.

Benzodiazepines
Diagnosis

1.

w

These are comparatively safe if taken alone. Reported deaths are associated with
mixed overdoses with other CNS depressants such as opioids and alcohol.

Clinical manifestations include drowsiness, respiratory depression, ataxia and
dysarthria.

Coma is unusual unless combined with other sedatives or alcohol, or in the elderly.

Gain i.v. access and send blood for U&Es and a paracetamol level. No specific
investigations are required unless co-ingestion is suspected. Attach a cardiac monitor



and pulse oximeter to the patient.
5. Perform a baseline ECG.

Management

1. Give high-dose oxygen and nurse in the left lateral position to prevent aspiration,
unless the airway is protected.

2. Administer normal saline to maintain a normal blood pressure (BP).

3. Gastrointestinal decontamination is rarely necessary unless there is co-ingestion or the
patient is deeply unconscious, in which case protect the airway first by endotracheal
intubation.

4. Admit the patient to the ED observation unit overnight, followed by subsequent
psychiatric evaluation.

5. Flumazenil, a specific benzodiazepine receptor antagonist, is rarely if ever indicated.

I. Flumazenil may induce VT, elevate intracranial pressure, precipitate
benzodiazepine withdrawal in chronic abusers, and may invoke seizures,
particularly with co-ingestion of TCAs.

ii. Potential role for flumazenil is thus restricted to:

a. reversal of excessive benzodiazepine sedative effect following procedural
sedation, particularly in the elderly.

Opioids

Diagnosis

1. Opioid drugs include opium alkaloids such as morphine and codeine; semi-synthetic
opioids such as heroin (diamorphine) and oxycodone and fully synthetic opioids such
as pethidine and methadone.

2. Opioids produce euphoria, pinpoint pupils, sedation, respiratory depression and apnoea
with increasing doses.

3. Other complications of opioid intoxication include hypotension, convulsions, non-
cardiogenic pulmonary oedema and compartment syndrome from prolonged
immobility.

4. Perform a thorough examination to evaluate potential complications, and to exclude
alternative causes of an altered mental state with bradypnoea such as sepsis,
neurotrauma, stroke and metabolic disease (see p. 24).

5. Send bloods for U&Es, blood sugar and serum paracetamol level. Perform an ECG.

Management



1.
2.

Commence supportive care with oxygen and assisted ventilation.
Give naloxone 0.1-0.4 mg i.v. as a bolus or in 0.1 mg increments. Carefully titrate
response to achieve improved airway control and adequate ventilation, without
precipitating an acute agitated withdrawal state.
I. Naloxone is a short-acting opioid antagonist that may be administered by the i.m.,
I.v., s.c. or endotracheal routes.
Ii. Itissafe and rarely associated with complications, but may cause acute
withdrawal and severe agitation in the opioid-dependent individual.

Ii. Use it to reverse severe respiratory depression, apnoea and oversedation, or for
cases of undifferentiated coma with respiratory depression and pinpoint pupils.
Continue to monitor for respiratory depression and hypoxia. Further doses of naloxone

or an infusion may be required due to its short half-life.

Observe all patients for a period, because re-sedation with respiratory depression may
occur as the naloxone wears off, particularly with sustained-release preparations or long-
acting methadone.

Iron
Diagnosis

1.

2.

Acute iron overdose is a potentially life-threatening condition, particularly in children
who mistake iron tablets for sweets.
The clinical course following iron overdose includes:

I. Gastrointestinal toxicity: haemorrhagic gastroenteritis with vomiting, abdominal
pain and bloody diarrhoea. Failure to develop significant gastrointestinal
symptoms within 6 h of ingestion effectively rules out significant iron poisoning.

Il. Systemic toxicity: hypotension, shock, lethargy, metabolic acidosis, seizures,
coma, and acute liver and renal failure.

Toxicity is determined by the quantity of elemental iron ingested:
I. <20 mg/kg: usually asymptomatic.
ii. 20-60 mg/kg: gastrointestinal symptoms predominate.
Ii. 60-120 mg/kg: systemic toxicity.
Iv. >120 mg/kg: potentially fatal.
Send blood for FBC, U&Es, LFTs, blood glucose, lactate, a serum iron level and
venous blood gas (VBG).

I. Serum iron levels peak at 4-6 h after ingestion.

ii. Levels >90 pumol/L are associated with systemic toxicity.

Request a plain AXR to look for residual whole tablets or a concretion, as most iron
preparations are radio-opaque.

I. A negative AYR does not rule out ingestion.



Management

1.

This depends on the initial assessment and clinical manifestations, and the potential
amount of elemental iron ingested.
Start aggressive fluid resuscitation in patients with signs of gastrointestinal or
systemic toxicity, and institute decontamination and chelation measures. Discuss these
with the senior ED doctor or a clinical toxicologist:
I. Decontamination:
a. do not administer charcoal or attempt to induce vomiting
b. perform whole bowel irrigation if there are significant numbers of tablets
beyond the pylorus.
Ii. Chelation therapy:
a. Start a desferrioxamine infusion at 2 mg/kg per h and increase to 15 mg/kg
per h in severe cases.
Most patients will remain asymptomatic, or develop mild gastrointestinal symptoms
only.
I. Give i.v. fluids to replace vomiting and diarrhoea losses, provide supportive care
and observe for a minimum of 6 h.
Refer all moderate-to-severe cases to the ICU team.

Digoxin
Diagnosis

1.

2.

4.

Toxicity occurs from acute overdose or secondary to long-term therapy. Foxglove and
oleander ingestion will also cause acute cardiac glycoside poisoning.
Acute digoxin overdose in adults is wusually intentional. Clinical manifestations
include:
I. Nausea and vomiting.
Il. Hyperkalaemia.
lii. Bradycardia and ventricular arrhythmias.
Chronic digoxin toxicity occurs particularly in the elderly and may be precipitated by
renal impairment, hypokalaemia, hypercalcaemia and drugs such as amiodarone and
quinidine. Clinical manifestations include:
I. Nausea, vomiting, diarrhoea.
Ii. Sedation, confusion, delirium.
iii. Visual disturbances, such as yellow haloes (xanthopsia).
Iv. Cardiac automaticity and a wide range of ventricular and supraventricular
arrhythmias.
Gain i.v. access and send bloods for U&Es and a serum digoxin level.



I. Therapeutic range for digoxin is 0.5-2.0 ng/mL.
1. Take serum levels early to confirm poisoning, and repeat in 4 h if acute ingestion
IS suspected.
Iii. The serum digoxin level is most predictive after 6 h post-ingestion.
5. Perform an ECG:
I. Any cardiac arrhythmia may be seen in both acute and chronic ingestions.
Ii. The most common arrhythmias are bradycardia, heart block, paroxysmal atrial
tachycardia, ventricular ectopics and ventricular tachycardia.

Management

1. Treatment depends on haemodynamic stability, conscious state, and whether it is an
acute or chronicintoxication.

2. Gain i.v. access in all patients and start fluid resuscitation for hypotension, continuous
cardiac monitoring, and perform regular ECGs.

3. Acute digoxin intoxication

I. Administer oral activated charcoal if presentation is within 1 h of significant
overdose. This may be impossible if the patient is vomiting continuously.
Repeated administration should not delay other interventions.

1i. Treat hyperkalaemia with a dextrose—insulin infusion (see p. 134)

a. do not use i.v. calcium as this may precipitate asystole.
iii. Administer digoxin-specific antibody fragments (Digibind™) for:
a. cardiac arrest
b. haemodynamic instability with cardiac arrhythmia
C. serum potassium >5.5 mmol/L
d. serum digoxin level >15 nmol/L (11.7 ng/mL)
e. ingested digoxin dose >10 mg (4 mg in a child).

Iv. Calculate the number of vials of DigibindTM required from the estimated
ingested dose or the serum digoxin concentration, if obtained at least 6 h post
acute poisoning

a. give empiric dosing starting with 5-10 vials of Digibind™ if the acutely
ingested dose is unknown.

v. Admit all acute poisonings for cardiac monitoring and close observation for a
minimum of 12 h.

4. Chronic digoxinintoxication
I. Cease the digoxinmedication.

ii. Correct any hypokalaemia with potassium chloride 10 mmol/h i.v., and
hypomagnesaemia with magnesium sulphate 10 mmol in 100 mL normal saline
I.v. over 30 min.



ii. Administer two vials of digoxin-specific antibody fragments (Digibind™) i.v.
over 30 min to symptomatic patients with an altered mental state, cardiac
arrhythmia or gastrointestinal symptoms.

Iv. Patients usually recover quickly. Admit under the medical team for treatment of
any ongoing cardiac instability, renal impairment and electrolyte disturbances.

Lithium
Diagnosis

1. Lithium toxicity may be acute or chronic. Toxicity is associated with significant
morbidity and mortality particularly in the presence of renal impairment, or an acute
overdose of >250 mg/kg (25 g).

2. Acute overdose

I. Clinical manifestations of acute overdose include:
a. gastrointestinal: nausea, vomiting, diarrhoea
b. CNS: similar to chronic intoxication, but features rarely develop with
adequate treatment with i.v. crystalloid therapy, providing there is no renal
impairment.
3. Chronic toxicity
I. This is commonly associated with renal impairment, dehydration, diuretic or
NSAID use and congestive cardiac failure.
ii. Clinical manifestations of chronic toxicity include:
a. CNS:
- mild: tremor, hyper-reflexia, ataxia, muscle weakness
_ moderate: rigidity, hypotension, stupor
- severe: myoclonus, coma and convulsions
b. gastrointestinal symptoms are not prominent in chronic toxicity.
4. Gain i.v. access and send bloods for U&Es, blood sugar and serum lithium level.
5. Perform an ECG.

Management

1. Acute overdose
I. Do not administer activated charcoal.
ii. Commence normal saline to correct hypotension, salt and water deficits, and to
maintain a urine output >1 mL/kg per h.
lii. Most patients recover quickly with adequate fluid resuscitation. Observe until
they have a normal mental status, the serum lithium level is falling and is <2.5
mmol/L.



Iv. Consider haemodialysis in a patient with impaired renal function, late
presentation, a serum lithium level that is not falling, or progressive neurological
signs. Contact the ICU.

2. Chronic toxicity
I. Discontinue lithium medications. Commence normal saline to correct
hypotension, salt and water deficits, and to maintain a high urine output.

Ii. Refer the following patient to ICU for consideration of haemodialysis:

a. neurological abnormalities such as an altered mental state, coma or
convulsions

b. serum lithium level of >2.5 mmol/L

c. persistent renal impairment.

Theophylline

Diagnosis

1. Theophylline toxicity may result from acute ingestion >10 mg/kg or chronic use. Both
are associated with significant morbidity and mortality.

I. Chronic toxicity is exacerbated by intercurrent illness or the concomitant
administration of drugs that interfere with hepatic metabolism such as
sulphonamides and erythromycin.

2. Clinical manifestations include:
I. Gastrointestinal tract: nausea, abdominal pain, intractable vomiting.

Ii. Cardiovascular: sinus tachycardia, hypotension and cardiac arrhythmias.

iii. CNS: anxiety, agitation and insomnia.

Iv. Tachypnoea, hypokalaemia, metabolic acidosis, convulsions, coma and

ventricular tachycardia in severe toxicity.
3. Clinical signs of significant toxicity may be delayed by up to 12 h in acute overdose,
when sustained-release tablets have been ingested.

4. Gain i.v. access and send bloods for U&Es, LFTs, blood sugar and a theophylline level.

I. Look for hypokalaemia, hypomagnesaemia, hyperglycaemia and metabolic

acidosis, particularly in severe acute ingestions.
5. Determine the serum theophylline level.
I. Acute poisoning:
a. toxic symptoms occur with a theophylline level over 25 mg/L
b. levels of 40-80 mg/L are serious, and a level >100 mg/L is potentially fatal.

ii. Chronic toxicity:

a. levels over 20 mg/L cause symptoms, and over 40 mg/L may be life-
threatening.



6.

Perform an ECG and cardiac monitoring. Cardiac arrhythmias are common and include
sinus tachycardia, supraventricular tachycardia, atrial flutter and VT.

Management

1.

Ensure the airway is secure and administer high-flow oxygen. Correct fluid depletion
and hypokalaemia with normal saline and potassium under ECG monitoring.
Administer oral activated charcoal in acute overdose, even if presentation is delayed.
Give repeat doses at 4-hintervals.
Give high-dose metoclopramide 10-40 mg i.v. for intractable vomiting, or give
ondansetron 8 mg i.v. if this fails.
Give midazolam 0.05-0.1 mg/kg, diazepam 0.1-0.2 mg/kg i.v., or lorazepam 0.07
mg/kg i.v. up to 4 mg for seizures, although endotracheal intubation may be required.
Administer a (3-blocker such as propranolol 1 mg i.v. over 1 min, repeated up to a
maximum of 10 mg only in the non-asthmatic patient for supraventricular tachycardia.
Admit all patients with signs of toxicity for cardiac monitoring.

I. Refer patients with severe toxicity, obtundation and seizures to ICU for

haemodialysis or charcoal haemoperfusion.

B-Blockers
Diagnosis

1. Significant (3-blocker toxicity is associated particularly with propranolol ingestion,

coexistent cardiac disease, and in polypharmacy overdose with calcium-channel
blockers and TCAs.
Clinical evidence of toxicity usually presents within the first 6 h of overdose. Toxicity
Is associated with:

I. Bradycardia, arrhythmias, hypotension and cardiogenic shock.

ii. Sedation, altered mental status, convulsions and coma.
Gain i.v. access and send blood for U&Es and a blood sugar level, as hypoglycaemia
may occur, especially with atenolol. Attach a cardiac monitor and pulse oximeter to
the patient.
Perform an ECG. Look for toxic conduction defects such as atrioventricular block,
right bundle branch block, ventricular arrhythmias from prolongation of the QRS
(propranolol) and QTc(sotalol).

Management



1. Ensure the airway is secure and administer high-flow oxygen. Commence i.v. fluid
administration for hypotension.
Administer oral activated charcoal as soon as possible.
Give atropine 0.6-1.2 mg i.v. for bradycardia, up to a maximum of 0.04 mg/kg.
Give glucagon 50-150 pg/kg i.v. bolus followed by an infusion at 1-5 mg/h.
Titrate an adrenaline (epinephrine) or isoprenaline infusion to maintain organ
perfusion in resistant cases. Cardiac pacing may be necessary.

I. Give 8.4% sodium bicarbonate 1-2 mmol/kg (1-2 mL/kg) for QRS widening in

severe propranolol toxicity.

6. Admit all symptomatic patients to coronary care or ICU.

ok~ wn

Calcium-Channel Blocking Drugs
Diagnosis

1. Toxicity is related to underlying cardiac disease, co-ingestants, delay to treatment,
increased age, and the specific calcium-channel blocker (CCB) ingested.
I. Sustained-release (SR) verapamil or diltiazem are associated with the majority of
significant poisonings.
2. Clinical signs of toxicity usually present within 2 h, but may be delayed up to 8 h with
sustained-release preparations. Features include:
I. Gastrointestinal: nausea and vomiting.
ii. Cardiovascular: hypotension, sinus bradycardia and complex cardiac arrhythmias.
iii. CNS: lethargy, slurred speech, confusion, coma and convulsions.
3. Gain i.v. access and send blood for U&Es, LFTs and a blood sugar level. Take an
arterial or venous blood gas.
I. Hyperglycaemia and lactic acidosis are common with significant toxicity.
4. Perform an ECG. Look for toxic conduction defects such as high-grade AV block,
complete heart block, and accelerated atrioventricular nodal rhythms.

Management

1. Ensure the airway is secure and administer high-flow oxygen. Commence i.v. fluid
administration.

2. Administer oral activated charcoal to all patients as soon as possible. More aggressive
decontamination, such as whole bowel irrigation, may be required with large

ingestions of SRtablets.

3. Give 10% calcium chloride 10 mL i.v. bolus, and repeat up to 30 mL i.v. followed by

an infusion. Calcium increases cardiac output and restores perfusion to vital organs.
4. If hypotension and reduced myocardial contractility persist:



I. Commence an adrenaline (epinephrine) infusion at up to 0.5-1.0 pg/kg per min,
titrated to maintain organ perfusion.
Il. Give high-dose insulin therapy (0.5-1.0 IU/kg/h), in combination with 50%
dextrose infusion to maintain euglycaemia for severe CCB poisoning.
iii. Discuss management early with a poisons centre clinical toxicologist.
5. Admit the patient to ICU for cardiorespiratory monitoring.

Carbon Monoxide
Diagnosis

1. Carbon monoxide poisoning is usually associated with the combustion of fuel with an
inadequate flue, e.g. a blocked domestic heater, or from the fumes of a car exhaust. It
Is a colourless odourless gas and the most common poison used for successful suicide
inthe UK and Australia.

2. Clinical manifestations are directly related to early ABG carboxyhaemoglobin (COHb)
concentration levels around the time of exposure. Later COHb levels lack prognostic
value:

I. 0-10%: asymptomatic (may be seen in smokers).
Il. 10-25%: throbbing frontal headache, nausea, shortness of breath.
iii. 25-40%: cognitive impairment, auditory and visual disturbances, dizziness,
ataxia and confusion.
iv. 40-50%: collapse, coma and seizures.
v. 50-70%: hypotension, respiratory failure, cardiac arrhythmias and cardiac arrest.
vi. >70%: death.

3. A strong clinical suspicion is important in making the diagnosis. Suspect carbon
monoxide toxicity if several members of one household present in a similar fashion.

4. Remember that a pulse oximeter does not distinguish between carboxyhaemoglobin
and oxyhaemoglobin, and so will record misleadingly normal oxygen saturations.

I. Therefore send an ABG or VBG sample in all cases.
Look for evidence of metabolic acidosis and an elevated carboxyhaemoglobin
level.

5. Gain i.v. access and send blood for FBC, U&Es, LFTs, troponin, serum lactate and
blood sugar level. Check a P-human chorionic gonadotrophin (hCG) pregnancy test in
women.

6. Perform an ECG. Look for evidence of cardiac arrhythmias or myocardial ischaemia.

7. Request a CXR and arrange a CT brain scan in a comatose patient.

Management



1. Secure the airway and give 100% oxygen by tight-fitting mask with reservoir bag.
I. Call the senior ED doctor and prepare for endotracheal intubation in comatose
patients, to protect and maintain the airway and to optimize ventilation with
100% oxygen.
2. Commence fluid resuscitation for hypotension and to correct acid—base disturbances.
Hypotension usually responds to fluids, but may require inotropic support.
3. Give 20% mannitol 0.5-1.0 g/kg (2.5-5 mL/kg) for clinical or radiographic evidence
of cerebral oedema.
4. Refer the patient to a hyperbaric oxygen (HBO) unit if the patient was found
unconscious, has significant neurological symptoms, or is pregnant.
I. Local referral practices will vary, as the efficacy of HBO is controversial.

Cyanide

Diagnosis

1. Cyanide is used industrially and in agriculture, but most poisonings follow smoke
inhalation. It is a rapid potent cellular toxin.
2. Features of toxicity include:
I. Cardiovascular: initial hypertension followed by  profound  hypotension,
bradycardia, arrhythmias, cardiovascular collapse and cardiorespiratory arrest.
Ii. CNS: headache, anxiety, sedation, respiratory depression, seizures and coma.
3. Gain i.v. access and send blood for a serum lactate level and ABG analysis.
4. A raised anion gap metabolic acidosis with a raised lactate level >10 mmol/L relate
closely to clinical signs of intoxication. A serum cyanide level is not available acutely.

Management

1. Assess and secure the airway immediately. Give 100% oxygen and commence fluid
resuscitation.
2. Call for immediate senior ED doctor help, and/or advice from a clinical toxicologist if
time allows. Give thefollowing:
I. Hydroxocobalamin 70 mg/kg up to 5 g i.v. over 30 min or as a bolus in critical
cases. Although unlicensed, it is preferred to dicobalt edetate.
il. Plus 25% sodium thiosulphate 12.5 g (50 mL) i.v. at a rate of 2-5 mL/min. Do not
mix in the same infusion as the hydroxocobalamin.
Iii. Repeat the above within 15 min, if there is no or only partial improvement.
3. Refer a patient with significant toxicity to ICU.

Chloroquine



Diagnosis

1.

Overdose with quinine, chloroquine and hydroxychloroquine is potentially fatal with
as little as 2.5-5 g ingested, and is associated with significant morbidity.
Clinical manifestations from quinine (‘cinchonism’) are dose related and include:
I. Mild: flushed and sweaty skin, tinnitus, blurred vision, confusion, reversible high-
frequency hearing loss, abdominal pain, vertigo, nausea and vomiting.

Ii. Severe: hypotension, deafness, blindness, cardiac arrhythmias and cardiac arrest.
Gain i.v. access and send blood for FBC, U&Es, LFTs, blood sugar level and B-hCG in
females. Attach a cardiac monitor and pulse oximeter to the patient.

Perform an ECG. Look for QRS widening, QT prolongation and ventricular
arrhythmias.

Management

1.

2.
3.

6.

Assess and secure the airway and give high-flow oxygen. Commence i.v. fluid
resuscitation for hypotension.

Give oral activated charcoal to patients presenting within 1 h of overdose.

Administer midazolam 0.05-0.1 mg/kg i.v., diazepam 0.1-0.2 mg/kg i.v. or lorazepam
0.07 mg/kg up to 4 mg to treat seizures and agitation, and to reduce the tachycardia.
Commence an isoprenaline infusion for torsades de pointes, or arrange for overdrive
cardiac pacing for the QT prolongation, because magnesium is contraindicated.

I. Give 8.4% sodium bicarbonate 1-2 mmol/kg (1-2 mL/kg) for QRS widening.
There are no specific treatment modalities to reverse blindness and deafness in severe
toxicity, other than supportive care.

Admit the patient to CCU or ICU.

Cocalne
CHAN DOAN

1. Cocaine hydrochloride 1a chét bdt traing min c6 thé pha v&i soda dung hodc hit. N6

nhanh chéng vao tuan hoan ndo va thoi gian ban thai 90 phut

2. Bién chung sau lam dung cocain:

i. Ho hap: kho thg, viém ph01 tran khi mang phoi, ton thuong du’ong ho hap.
ii. Tim mach: nhip nhanh, hdi hop, ting huyét ap, 16c tach dm chi, thiéu mau cuc bo co
tim, loan nhip tim, ngirng tim
iii. Hé thong than kinh: kich dong, rdi loan tdm than, ngat, ddu hiéu than kinh khu trd,
xuat huyét ndi sQ, co giat va hon meé.



Iv. Tang than nhiét
3. Chan doan dua vao tién sir va nghi ngd 14m sang, chd ¥ ting than nhiét & nhitng bénh nhan
nay
4. Lap dudng truyén, 1dy mau lam CTM, sinh héa mau, glucose, troponin. Mac monitor va
sp02
5. ECG tim d4u hiéu thiéu méau, nhoi mau va loan nhip.
6. Chup XQ nguc

XU TRI

1. Panh gia va bao vé duong thd, thé oxy lidu cao
2. midazolam 0.05-0.1 mg/kg 1.v., diazepam 0.1-0.2 mg/kg i.v. hoac lorazepam 0.07
mg/kg toi 4 mg dé diéu tri co git, kich dong, 1am giam con nhip nhanh, THA va
tang than nhiét.
3. Piéu tri thiéu mau co tim bang ngdm dudi ludi hodc i.v. nitrates va benzodiazepine
i. Néu nmct xay ra can nhanh chéng dua tdi phong can thiép PCI
ii. i.v. nitrates hodc sodium nitroprusside dé diéu tri THA
Ii. 8.4% sodium bicarbonate 1-2 mmol/kg (1-2 mL/kg) khi QRS rong.
iv. Khong dung B-blockers, do kich thich a-adrenergic qua tic dong trung gian
4. Céc bénh nhan dung liéu cao benzodiazepine can theo ddi sat tinh trang tim mach

Paraquat
Diagnosis

1. Paraquat is a highly toxic herbicide. Significant oral ingestion is associated with
fulminant multi-organ failure. If patients survive this, they develop progressive
pulmonary fibrosis, and may die 4-6 weeks later from hypoxaemia.

2. Clinical effects depend on the route of exposure:

I. Skin: localized irritation, erythema, blistering, ulceration.
ii. Eyes: corneal inflammation, oedema, ulceration.
iii. Systemic from oral ingestion:
a. <15 mL of 20% solution: nausea, vomiting and diarrhoea with reversible
pulmonary irritation
b. >15 mL of 20% solution: pharyngeal necrosis, hypersalivation, pneumonitis,
intractable vomiting, haematemesis, severe abdominal pain and bowel
perforation.

3. Gain i.v. access and send blood for FBC, U&Es, LFT, coagulation profile and blood

sugar level. Request a serum paraquat level.
I. A serum level of >5 mg/L is invariably fatal.
4. A qualitative urine test may be performed by adding 1 mL of 1% sodium dithionite



solution to 10 mL of urine. Paraquat ingestion is confirmed if the urine turns blue.
5. Perform an ECG.

6. Request a CXR to look for evidence of mediastinitis, aspiration, pulmonary opacities
and abdominal viscus perforation.

Management

1. Early gastrointestinal decontamination is paramount. Give activated charcoal 50-100 g
immediately orally or via a nasogastric tube.

I. The traditional alternative adsorbing agent 15% aqueous suspension Fuller’s earth
(bentonite) 1000 mL is rarely available now.

2. Administer oxygen only if the SaO, is <90%, as otherwise oxygen enhances
pulmonary toxicity.

3. Refer the patient immediately for admission to ICU. Early haemodialysis may benefit.



LAP PUONG TRUYEN TRONG XUONG
Chi dinh

1. Can hdi sirc cap ciru & tré, khi khong thé 1y dugc duong truyén ngoai vi hodc quéa 60s
khong lay duogc ven o tré.

2. Can lap duong truyén dé xur tri thube ngay, truyén dich hodc mau, dic biét & tré 0-7 tudi,
ké cé so sinh

3. Ké ca nguoi 16n khi khong thé 1ap duoc dudng truyén

Chong chi dinh
1. Gay xuong hd, vi tri da nhiém trung hoac viém tiy xuong tai chd dinh choc
K¥ thuat

1. Gay té bé mat da va mang xuong bang Iml 1% lignocaine (lidocaine) diing kim 25-
gauge (khong can thiét té néu bénh nhan hon mé).

2. Vitri

i. Co dau gbi tao goc 45° hd trg bang bao cat hoic gdi.

ii. Xéc dinh vi tri 161 ci xuwong chay

iii. Choc cach 2 cm so véi dudng trude giira ¢ tré >1 tudi, 1 cm ¢ tré 6-12 thang va sat

duong gitra xuong chay ¢ tré so sinh
iv. C6 dinh vi tri choc kim va chan



Figure 18.4

Intraosseous line insertion.
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3. Pit dc kim trong 10ng ban tay ban, giit kim bang dau ngoén tay trd cach mii kim 1-
1,5cm

4. Choc kim goc 90° qua da

5. Vira choc vira xoay déc kim cho téi tiy xuong thi rat nong

6. Hat mau va dich tay dé chac chan dit dang vi tri, cim day truyén, boc doc kim bang
gac voO trung va bang dinh lai

7. Trudce khi dung mdi loai thubc nén bolus téng 1 luong mubi sinh 1y dé dam bao
thubc khuéch tan ra ngoai mang tity va phan phdi thudc nhanh hon

Bién ching

Sai vi tri- choc chéch ra khoi xuong

Choc xuyén qua xuong

Tu mau tai chd choc

Thoat mach, néu kim choc diing vao mang xuong

Viém md té bao vi tri choc hodc viém tiiy xwong (hiém)

a ko E



PHONG BE THAN KINH DUI

Chi dinh

1. Giam dau trong gay xuong dui, trude khi nep hodc bot.

2. Giam dau trong gy c6 xuong dui, dic biét néu co co thit co tr dau dui.
3. Giam dau trong phau thuat ving trudc dui, dau gbi, co tir dau dui

4. Giam dau sau m6 vung dui va dau gdi.

Chong chi dinh

1. Nhiém khuén tai chd
2. Ghép mach dui

K¥ thuat



1. dung 0.5% bupivacaine 10 mL (tong liéu 50 mg: liéu an toan tdi da 1a 2 mg/kg) hodc 1%
lignocaine (lidocaine) 10 mL (tong lidéu 100 mg: liéu téi da an toan 3 mg/kg).

2. s& dong mach dui va dung kim 21 gauge va xilanh choc vudng goc véi da, mat bén dong
mach va bén dudi diy chang ben (see Fig. 18.6).

Figure 18.6 Al

Femoral vein

Femoral nerve block. ]
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3. Rut nhe ra néu théy di cam lan xuéng chéan vi co thé choc vao than kinh dui
i. HUt ra loai trir ddm vao tinh mach va tiém 10 ml thudc té tai chd
4. Ngoai ra, cam giac gap luc can ciing gap khi kim dam qua co cdng can dui va mac chau
1. Hat loai trir choc vao tinh mach.

ii. Tiém 10 ml dung dich gy té, di chuyén ra phia ngoai so v&i mat bén déng mach.

Cac bién ching



1. thung dong mach dui - tranh bang cach khéng bao gid chuyén hudéng kim vao giira
2. Ton thuong day than kinh dui.
3. Nhiém trung.

PHONG BE THAN KINH NGON TAY

Chi dinh

1. Réach ngon tay, chan.
2. Trat khop hoac gay xuong
3. Chéan thuong hoic 1dy bo ton thuong

CHONG CHI PINH

1. Bénh mach mau ngoai vi
2. Hoi chirng Raynaud
3. Nhiém khuan tai vi tri dinh choc té

KY THUAT

1. Kham than kinh trudce khi lam thi thuat
2. St dung 2% lignocaine (Ildocalne) khong pha adrenaline (epinephrine).
i. Khong dugc garo goc chi do nguy co cao tic mach ngén tay
Il. Trudc tién sat trung sach ngon tay
iii. Dung kim 25-gauge mau cam choc vao mit bén gbc ngén tay, sau do chéch goc 45°
s0 voi chiéu thang dimg, bom 1.5 mL 2% lignocaine (lidocaine) vao mat bén gan ban
tay (ban chan) canh ngén tay (see Fig. 18.7).



Figure 18.7 2]

Phong bé than kinh ngén tay
(a) vi tri choc kim. (b) vi tri gay té. =]
J 7 N I3 N ~ J
Iv. Rut ra cho dén bé mat da, xoay kim cho dén bé mat duoi ngoén tay. tiém 0.5 mL
vao lung ngon tay (mat dudi).
v. Lam tuong ty & mat bén kia cua ngon tay
vi. Cho it nhat 5-10 phut dé thude co tac dung phong bé than kinh

BIEN CHUNG

1. Nhiém khuan
2. To6n thuong than kinh ngén tay
3. Tu mau- ton thuong mach mau, hoai tir ngon tay

HUT DICH KHOP GOI

CHI PINH

1. Chan doan
i. Lay dich khép dé 1am sinh hoa, vi sinh, t& bao va soi duéi anh sang phan cuc nhim
phan biét viém do nhiém khuan hay viém (goute) hodc mau, tran dich
2. Diéu tri
i. Lay bo dich hodc mau tir 6 khdp dé giam dau, giam triéu chimg
Il. Tiém steroid ndi khop



CHONG CHI PINH

1. Viém md, nhiém khuén da vi tri dinh choc

2. Viém, gdy, khop gia (c6 thé do nhiém khuén).

3. Nguy co xuét huyét (tiéu cau <50.000 hoic INR >1.5).
4. Bénh nhan khong hop tac

KY THUAT

1. Giai thich cho bénh nhan va cho nam vi tri thoai mai trén givong, boc 16 khdp hoan toan

2. Quy trinh tién hinh k¥ thuat phai vo tring tuyét dbi. 1am sach da bang chlorhexidine va
tiém 2% lignocaine (lidocaine) 2-3 mL trong da, m6 dudi da va bao hoat dich

3. Dung 1 kim 16n 14-gauge choc vao phan trén ciia xuong banh ché cach Icm bo phai canh
trudc ngoai

Figure 18.8 1

Knee aspiration. =]
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4. Muc ti€u choc kim vao mat sau xuong banh che va khe gian 16i cAu.
5. Chan doan
I. hat 15-20 mL dich khép sau d6 rat bom va kim tiém.
ii. Cho 5 mL vao 3 lo vo trung, dan nhan kiém tra soi du6i kinh hién vi anh sang phan
cuc, té bao, vi sinh.
6. Dicu tri
i. Dé kim lai ding xialnh 20ml hat 1am 3 1an.
ii. Khong hat qué nhiéu ap luc 4m lam cac mo bit kin 1ong kim
iii. Hutdich c6 thé 1én téi 70ml hodc hon
a. Xoa nhe phan trén xuong banh ché dé dich di xudng.
iv. Chu y néu c6 mau hay m& do tran mau hoic giy xuong trong khép

BIEN CHUNG

1. Nhiém khuan khép — do v tring kém
2. Tu mau vi tri choc, chay mau o khép
3. RO hoat dich

Further Reading

Roberts JR (2014) Roberts & Hedges’ Clinical Procedures in Emergency Medicine, 6th
edn. Elsevier, New York.



Glossary
AAA

abdominal aortic aneurysm:
ABG

arterial blood gas:
AC

alternating current:
ACE

angiotensin-converting enzyme:
ACL

anterior cruciate ligament:
ACS

acute coronary syndrome:
ACTH

adrenocorticotrophic hormone:
ADT

adsorbed diphtheria and tetanustoxoid:
AED

automatic external defibrillator:
AF

atrial fibrillation:
AIDS

acquired immune deficiency syndrome:
AION

anterior ischaemic optic neuropathy:
ALP

alkaline phosphatase:
ALS

advanced life support:
ALT

alanine aminotransferase:
AMPLE



allergies, medications, past history, last meal, events preceding present injury:
ANA

antinuclear antibody:

anti-CCP

anticyclic citrullinated peptide:
AP

anteroposterior:

APTT

activated partial thromboplastin time:
ARDS

acute respiratory distress syndrome:
AST

aspartate aminotransferase:

ATLS

Advanced Trauma Life Support:
ATN

acute tubular necrosis:

AV

atrioventricular:

b.d.

bis die (twice daily):

BLS

basic life support:
BNF

British National Formulary:
BP

blood pressure:
BSA

body surface area:
BURP

backwards upwards rightward pressure:
C1/C7

first and seventh cervical vertebrae:



C7/T1

seventh cervical and first thoracic vertebrae:
CABG

coronary artery bypass graft:
CAD

coronary artery disease:
CAGE

cut down, annoyed, guilty, eye-opener:
CAP

community-acquired pneumonia:
CBR

chemical, biological, radiological:
CCB

calcium-channel blocker:
CCuU

coronary care unit:
CD4+

cluster designation (of antigen) 4+:
CDAD

Clostridium difficile antibiotic-related diarrhoea:
CDC

Centers for Disease Control and Prevention:
CHS

classic heat stroke:
CK

creatine kinase:
CK-MB

creatine kinase MB isoenzymes:
Cl

chloride:
CLD

chronic lung disease:
CLL



chronic lymphatic leukaemia:
CMV

cytomegalovirus:
CNS

central nervous system:
CO,

carbon dioxide:
COPD

chronic obstructive pulmonary disease:
CPAP

continuous positive airways pressure:
CPR

cardiopulmonary resuscitation:
CPU

chest pain unit:
CRF

chronic renal failure:
CRP

C-reactive protein:
CSF

cerebrospinal fluid:
CSM

carotid sinus massage:
CSU

catheter specimen of urine:
CT

computed (axial) tomography:
CTG

cardiotocograph:
cTnl

cardiac troponin I:
cTnT

cardiac troponin T:



CTPA

computed tomography pulmonary angiogram:
CVA

cerebrovascular accident:
CcVvC

central venous catheter:
CVP

central venous pressure:
CXR

chest X-ray:
D&C

dilation and curettage:
DBP

diastolic blood pressure:
DC

direct current:
DCI

decompression illness:
DHF

dengue haemorrhagic fever:
DIC

disseminated intravascular coagulation:
DKA

diabetic ketoacidosis:
DNA

deoxyribonucleic acid:
DNW

did not walit:
DPL

diagnostic peritoneal lavage:
DU

duodenal ulcer:
DVT



deep vein thrombosis:

EBV

Epstein—Barr virus:

ECC

Emergency Cardiovascular Care:
ECG

electrocardiogram:

ED

emergency department:

EEG

electroencephalograph:

EHS

exertion heat stroke:

ELFTs

electrolytes and liver function tests:
ELISA

enzyme-linked immunosorbent assay:
EMD

electromechanical dissociation:
EMST

Early Management of Severe Trauma:
ENT

ear, nose and throat:
EPEU

early pregnancy evaluation unit:
ERC

European Resuscitation Council:
ERCP

endoscopic retrograde cholangiopancreatography:
ERPC

evacuation of retained products of conception:
ESR

erythrocyte sedimentation rate:



EST

exercise stress test:
ET

endotracheal:
FAST

focused assessment by sonography for trauma/focused abdominal sonogram for
trauma:
FBC

full blood count:
FEV,

forced expiratory volume in 1 second:
FiO,

fractional inspired oxygen concentration:
G&S

group and save (blood):
GA

general anaesthesia:
GCS

Glasgow Coma Scale:
GFR

glomerular filtration rate:
Gl

gastrointestinal:
GP

general practitioner:
GTN

glyceryl trinitrate:
GU

gastric ulcer:
h

hour:
H,/H,

histamine type 1 and type 2:



HAART

highly active anti-retroviral therapy:
HAZMAT

hazardous materials:
Hb

haemoglobin:
HBIG

hepatitis B:

immune globulin:
HBO

hyperbaric oxygen:
HBsAg

hepatitis B surface antigen:
HCG

human chorionic gonadotrophin:
HCO;

bicarbonate:
Hct

haematocrit:
HDL

high density lipoprotein:
HDU

high-dependency unit:
HELLP

haemolysis, elevated liver enzymes, low platelets:
HHS

hyperosmolar, hyperglycaemic state:
HIV

human immunodeficiency virus:
HLA

human leucocyte antigen:
HRIG

human rabies immunoglobulin:



HSV

herpes simplex virus:
HTIG

human tetanus immunoglobulin:
HUS

haemolytic-uraemic syndrome:
i.m.

intramuscular:

1.0.

intraosseous:

1.V.

intravenous:

ICC

intercostal catheter:
ICS

intercostal space:
ICU

intensive care unit;
IDC

indwelling catheter:
Ig

immunoglobulin:
ILCOR

International Liaison Committee on Resuscitation:
INR

international normalized ratio (of prothrombin time):
ITP

idiopathic thrombocytopenic purpura:
U

international units:
IUCD

intrauterine contraceptive device:
VP



intravenous pyelogram:
J

joule:
JVP

jugular venous pressure:
K

potassium:
KCI

potassium chloride:
kPa

kilopascal:
KUB

kidneys, ureters, bladder:
LBBB

left bundle branch block:
LDL

low-density lipoprotein:
LFT

liver function test:
LMW

low-molecular-weight:
LP

lumbar puncture:
MAP

mean arterial pressure:
M,C&S

microscopy, culture and sensitivity:
MCP

metacarpophalangeal:
MDAC

multiple-dose activated charcoal:
MDI

metered-dose inhaler:



MDO

medical defence organization:
mEq/L

milliequivalents per litre:
MHA

Mental Health Act:
MHS

malignant hyperthermia syndrome:
Ml

myocardial infarction:
min

minute:

mmHg

millimetres of mercury:
MMSE

Mini-Mental State Examination:
MOF

multi-organ failure:
MRSA

methicillin (meticillin)-resistant Staphylococcus aureus:
MSA

multiple systems atrophy:
MSU

midstream urine:
mth

month:
MTP

metatarsophalangeal:
Mu

megaunit:
Na

sodium:
NAA



nucleic acid amplification:
NAC

N-acetylcysteine:
NAI

non-accidental injury:
NAIR

National Arrangements for Incidents involving Radioactivity:
NAPCAN

National Association for Prevention of Child Abuse and Neglect:
NGT

nasogastric tube:
NIH

National Institutes of Health:
NIV

non-invasive ventilation:
NMS

neuroleptic malignantsyndrome:
NOAC

new oral anticoagulant/novel oral anticoagulant:
NPA

nasopharyngeal aspirate:
NSAID

non-steroidal anti-inflammatory drug:
NSPCC

National Society for the Prevention of Cruelty to Children:
NSTEMI

non-ST elevation myocardial infarction:
NTS

nose/throat swab:
NZ

New Zealand:
0&G

obstetrics and gynaecology:



oM

occipitomental:
OPG

orthopantomogram:

ORS

oral rehydration solution:
p.r.

per rectum:

PaCO,

partial pressure of carbon dioxide (arterial):
Pa02

partial pressure of oxygen (arterial):
PBI

pressure bandage with immobilization:
PCI

percutaneous coronary intervention (coronary angioplasty):
PCP

Pneumocystis carinii pneumonia:
PCR

polymerase chainreaction:
PCV

packed cell volume:
PE

pulmonary embolus:
PEA

pulseless electrical activity:
PEF

peak expiratory flow:
PEP

post-exposure prophylaxis:
PGL

persistent generalized lymphadenopathy:
pH



negative logarithm of the hydrogen ion concentration:
PID

pelvic inflammatory disease:
PMR

polymyalgia rheumatica:
PND

paroxysmal nocturnal dyspnoea:
PPE

personal protective equipment:
PTA

post-traumatic amnesia:
PTI

prothrombin index:
g.d.s.

quater in die sumendus (four times daily):
RAPD

relative afferent pupil defect (Marcus Gunn pupil):
RBBB

right bundle branch block:

RhD

rhesus blood group D antigen:
RNA

ribonucleic acid:

ROSC

return of spontaneouscirculation:
r-PA

recombinant plasminogenactivator:
RSI

rapid sequence induction:

rt-PA

recombinant tissue-type plasminogen activator:
RV

right ventricular:



S

second:
S.C.

subcutaneous:
SAH

subarachnoid haemorrhage:
Sa02

arterial oxygen saturation:
SARS

severe acute respiratory syndrome:
SBP

systolic blood pressure:
SCBU

special care baby unit:
SCIWORA

spinal cord injury without radiological abnormality:
SIADH

syndrome of inappropriate antidiuretic hormone secretion:
SIDS

sudden infant death syndrome:

SIRS

systemic inflammatory response syndrome:
SJS

Stevens—Johnson syndrome:

SLE

systemic lupuserythematosus:
SLR

straight-leg raising:

SNP

sodium nitroprusside:
SOMANZ

Society of Obstetric Medicine of Australia and New Zealand:
SPA



suprapubic aspirate (urine):
SR

sustained release:
SS

serotonin syndrome:
SSRI

selective serotonin reuptake inhibitor:
STD

sexually transmitted disease:
STEMI ST

elevation myocardial infarction:
SUDI

sudden unexpected death in infancy:
SUFE

slipped upper femoral epiphysis:
SVT

supraventricular tachycardia:
t.d.s.

ter in die sumendus (three times daily):
TA

transabdominal:
B

tuberculosis:
TCA

tricyclic antidepressant:
TEN

toxic epidermal necrolysis:
TIA

transient ischaemic attack:
TNK

tenecteplase:
TTP

thrombotic thrombocytopenic purpura:



TURP

transurethral resection of the prostate:
TV

transvaginal:
u

unit:

U&Es

urea and electrolytes:
UA

unstable angina:
UF

unfractionated (heparin):
UTI

urinary tract infection:
VIQ

ventilation perfusion (lung scan):
VBG

venous blood gas:
VDK

venom detection Kit:
VEB

ventricular ectopic beat (extrasystole):
VF

ventricular fibrillation:
VICC

venom-induced consumption coagulopathy:
VT

ventricular tachycardia:
VTE

venous thromboembolism:
WBC

white blood cells:
WBI



whole bowel irrigation:
WCC

white cell count:
yr
year:



