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I. DAT VAN DE:

Benh co tim l& mdt nhém bénh co tim dugc mo ta 1An dAu nam 1957. Cho dén nay, nhiéu khai
niém ciing nhu bé&nh cén, bénh nguyén cia bénh chua rd rang. Theo cdc tai liguy, bénh co tim (BCT) cd
& moi noi trén thé gigi. § Viet Nam, BCT dugc phat hién ngay cang nhidu nhung cho dén nay chua cd
nghién cidu ndo v& BCT & nuéc ta duge cong b6. DE dat co sd cho viéc nghién ciu toan dign BCT &
nu6c ta, ching t6i nghién cttu tinh hinh BCT trong 2 nam 1991-1992, dua ra mgt s6 nhén xét cu thé
v® bénh co tim & midn Béc Viét Nam.

il. DOI TUONG VA PHUONG PHAP NGHIEN CUU:

1. D6i tugng: Bao gdm 97 bénh nhan duge chén dodn la BCT ndm didu tri ndi tri tai Vién ﬁm
hoc trong 2 nam tit 1991 dé&n 10-1992.

2 Phuong phép nghién citu; St dung toan bd hd so bénh 4n ciia bénh nhén, qua dd thu thap chc
g6 liéu dé€ xem xét cic van dB djch t& hoc, triéu ching 1am sang va c4n lam sang cling nhu vén d8 didw

tri.
ll. KET QUA VA BAN LUAN:
1. Phan bé djch t& hoc:
1.1. Phan b6 bénh nhéan theo iudi

Nhdm Tubi S6 ca Ty 16%
| t% 16 dén 24 7 : 2
2 tit 25 - 34 6 6,1
3 . 35 - 44 8 6,3
4 - 45 - 54 9 9,3
5 - 66 - 64 31 3,3
6 - 265 36 37,1
TS 97 100%

Nhu vay, BCT giap & tdt ca cdc nhém tubi nhung chi y&u & tui tir 55 trd ién chiém 70%
1.2. Phan b6 theo gi6i :
Nam: 47 ca chifm 48,6%
Nit: 50 ca chi®fm 51,6%
Ty 16 mic bénh & nam va nit xfp xi bing nhau.
1.3. Phan b6 theo viing :*



Dia du : - S6ca Ty 16% -
Ha Noi 48 49,6
Ha Nam Ninh 16 16,6
Ha Tay q 1.2
Hai Hung 6 6,1
Vinh Phu 5 5,2
Ha Bic 5 5,2
Thanh Hoé 3 31
Yén Bai 3 3,1
Béc Théi 2 2,1
Hai Phong 1 1,0
Théi Nguyén 1 1,0

o7 “100%

Qua bang trén ching t6i thdy BCT gap & hau hét cac tinh ddng bing S ong Hdng va mot s6 tinh
1an c4n, trong dé Ha Noi chiém mot nita (49,5%), cd 16 do Vién tim mach hoc 'nam tai Ha noi nén s6
lugng bénh nhéan bj BCT cia Ha Noi chiém tl 1& cao ciing nhu céc bénh tim khéc viy, tai sao bénh co
tim lai hay gap & céc tinh ddng bing Séng Hbng ? vén d@ nay chn phai duge nghién cdu thém.

2. Vén dé chén doén: '

Trong 97 ca BCT thi ¢S 96 ca 1a BCT gian va bénh co tim dang chu sin chiém 99%. Chicé 1 ca
duy nhét 1a BCT phi dai. V1 vay, tat ca cac vén d@ ching toi d@ c4p dudi day cht y&u 1a déi voi BCT

dén.
3. Triéu ching lam sang va céin lAm sang:
3.1 Triéu chung lam sang:

- Khd thd 94 ca 97%
SRR

- Gan to 83 ca 85,6%

- Nhjp nhanh 77 ca 79,4%

- Ran ¢ phdi 42 ca 43,3%

bz R AR LD SRS,

- HA tut 25 ca 25,8%
R T

- Phu chan 17 ca 17,6%
TSSO TR |

- Théi tam thu d mém 16 ca 16,6%
T

- TIT2 mo 6 ca 6,2%

- Phii toan than . 6ca 6,2%

- Ngua phi — 4ca 4,1%

- Nhip chim 3ca 3,1%

Ba triéu ching khd thd, gan to, nhip nhanh hau nhu thudng xuyén cd mat voi tl 18 cao tit 79,4%
dé&n 97%, vugt xa céc triéu ching khéc. Day ciing la céc trigu ching thudng gip ciia suy tim. Didu dd
cting phit hgp, vi h3u hét cdc bénh nhan dén véi ching toi trong tinh trang suy tim & cdc mic d¢ khdc
nhau. Tiéng tim mo, phi1 toan than, tiéng ngya phi hiém gip (chiém tit 4% dén 6%). Riéng nhip chém
(chi&m 3,1%) chl gap & nhitng ca cd bléc nhj that.

3.2, Tridu ching cgn lam sang.
a. Triéu ching XQ

Ty s6 tim ngyc 55%-59% 60% - 64% 265% . TS
S8 ca 2 5 22 29
Ty 18 6,9 17,2 75,9 100%




100% bénh nhan deu cd tim to toan b trong dé 75,9% cd chl 88 tim nguc 65% trd 1én. Didu dé
cling ndi 1&n bénh nhan dén véi ching t6i & giai doan mudn.
b. Triéu ching dién tim dd:

Nhip xoang | Rung nhi| Bloc A-V cfp I | Ngoai tam thu th4t | Ngoai tAm thu nhi
S6 ca 57 14 26 13 5
Ty 18 % 58,8 14,4 26,8 13,4 52,
Bl6c nhédnh tréi Bléc nhanh phai
Hoan toan Khong hoan toan Hoan toan Khoéng hoan toan
S6 ca i £ 17 3 7
Ty &6 % 7,2 17,6 3,1 7,2
Day hai nhi Day nhi trai Day thét trdi
S8 ca 3 7 48
Ty 1&8 % : 31 1.2 49,5

- Hon mot nita bénh nhan (58,8%) cbn nhip xoang. Bl6c nhi thdt cép I cing thudng gap (26,8%).
- Céc r6i loan nhip nhu: rung nhi, ngoai t&m thu nhi, ngoai tam thu thét it gap va néu c6 thudng

xdy ra O nhiing ca suy tim nédng.
- Day th#t trdi 12 triéu ching khé thudng gap (49,6%) trong khi dd ching toi khong gap mot ca

ndo day thit phai. .
c. Triéu chiing siéu am.

E- Véch lién thét: (60 ca)

mm 4-9 10-14 15-19 | 20-24 25-29 | 30-34 35-39 40-44 TS
S6ca | 1 71 5 14 % | 9 3 1 %0
Tyle% | 1,7 3,3 8,3 23,3 41,7 16 5 17 100%
Bién d¢ md cia van hai 14 (19 ca) :

mm 7 10 11 12 13 14 - 16 19 . TS

S6 ca 1 6 1 2 1 3 4 1 19

Tyle%| 653 | 81,6 | 53 105 53 | 157 21 53 | 100%

Dudng kinh that tréi thoi ky tAm thu Ds (28 ca)

mm | 40-44 | 45-49 | 50-54 | 60-64 | 65-69 | 70-74 | 75-79 | 80-84 | TS
S6ca | 2 2 5 8 5 2 3 1 | 28
vie% 17,1 7,14 170 | 286 179 | 171 107 | 386 | 100%

Dudng kinh thét trai thai ky tam truong Dd (41 ca)




6064

—

mm | 5064 | 5559 . 6560 | 7074 | _ 751 80-84 TS
S6ca | 5 5 10 i1 5 3 2 41
TV 16 %| 12,2 122 | 244 | 268 12,2 7,3 4,9 100%
Di dong vach lién that (47 ca)-
mm 3 | 4| 5 6. | 7 8 | 10 1m| 13| TS
S6 ca 9 (3 |25 | & 1 1 1 1 1 a7
Tye% 192 |64 | 632 | 107| 21| 21| 21| 21| 21| 100%.
Di dong thanh sau that trdi (18 ca)
mm 3 4 5 9 8 TS
S8 ca 3 3 8 1 1 8
Ty 16 % 27,8 16,7 44,4 5,55 5,56 100%
Day véch lién that (11 ca)
mm 6 8 9 10 14 15 TS
S6ca 1 1 1 1 5 1 1 11
V6% | 91 | 91 9,1 91 | 454 9,1 9,1 100%
Day thanh sau thét tréi (12 ca)
mm 6 10 12 13 18 TS
S6ca i 7 3 i 1 12
TV 16 % 8,3 58,4 16,7 8,3 8,3 100%
" Dudng kinh that phai (31 ca)
mm 15-19 2024 | 2520 | 30.3¢ | 3539 | 4044 | TS
S6 ca 3 8 8 4 3 2 31
TV 18 % 12,9 258 | 25,8 12,9 16,1 65 | 100%
T 16 nhi tréi dong mach chi (65 ca)
HTfdme | 1] 11| 1,2| 1,3 | 14| 16| 16| 1,7| 1,8 19| 2| 23| T8
S6ca | 12 2 | 9114 |6 | 9 | 2| 1|6 | 2| 1| 1] 6
Tyle% | 185 31 |189| 215|902 |139| 81| 15|92 | 81| 1,6/ 15| 100%

Cédc dfu hidu thudng gip trén siéu 4m la:
- Van hai 14 md han ché& (du6i 156 mm) tao hinh anh chudi hat sodn chiém _94,7%.
- Khoang E véch lién th&t 16n hon 20 mm chiém 86,7%.

. - Budng thét trai dan rong Dd>60 mm chiém 75,6% va Dd>45 mm chiém 92,9%.

- Di dong véch lién th&t dudi 8mm chi&m 91,6%

4




- Di dong thanh s ...At trai cing gidm nhidu chi€ém 94,5% dudi 8 mm.
- Do day cua véach lién that va thanh sau thét trai binh thudng.

- Trong s6 96 ca BCT dan va BCT dang chu san chi ¢6 mot s6 ca tinh duge phan s6 tong mau thé
tich nhdt bép v.v... nén trong béo cdo nay ching toi chua dua ra s6 liéu cu th& cta cac chi s6 nay..

4, Véin dé diéu trj:

Thuée Hiéu qua cao | Hiéu qua tr/ binh | Hiéu qua thdp = Khong hiéu qua
Trg im+lgi tidu| S6ea | 3 | 20 | T | 6
tyle%| 83 55,6 19,4 16,7
Trg tim+1oi tiéu| S6ca | 1T | 8 1 - X . &
+chdng ddng ty 1& % 10 80 10
" Trg tim+1oi ti€u| S6ca | 4 ey TTTT7Té T4
+gian mach tyle %~ 10,8 | 62,2 16,2 10,8
jﬁiﬁif(ﬁﬁé’ﬁ i E e e B W I S
+chéng déng + |ty lé % 46,2 30,8 13,0
gidn mach

Chiing toi da ding 4 phac dd dé€ didu tri cho 96 ca BCT gién: két qua & titng phac dd duge thé
hién & bang trén. Chiing t6i cd 1 s6 nhan xét:

. Ca 4 phac dd déu cho hiéu qua trung binh chi€m ty ié cao hén so véi cac mitc do hidu qua khéc.
S6 ca dat hiéu qua cao {t hon c4 s6 ca digu tri khong hiéu qua béi vi bénh nhén thudng dén vdi chung
téi trong tinh trang suy tim ning khong hoi phuc.

- Bénh nhan vao vién v6i suy tim nhe va vita di chi ding thude trg tim va loi tidu ciing cho 63,9%
dat hiéu qua tif trung binh trd lén,

- Bénh nhén suy tim dung trg tim va lgi ti€u cho két qua han ché, ching tdi dung thém thudc
gian mach thi thdy hiéu qua tit trung binh trd 1én chiém 73%. Vay, thudc gian mach déng moét vai trd
déng k& trong didu tri suy tim do BCT.

- Ching t6i sit dung thuéc chéng dong nham ngan ngita bi&n ching tdc mach thi két qua cho
th&y: v6i bénh nhan suy tim nhe va vita két qua ditu trj dang phén khoi 90% dat tit hiéu qua trung
binh trd 1én nhung v6i bénh nhan suy tim nang dit ching téi cé ph6i hgp ca trg tim, lgi ti€u lan thudc
gian mach va chéng dong cing cho két qua kém, chi c6 46,2% dat két qua trung binh khaong cd ca nao
dat hiéu qua cao.

5. M6t vai nh@n xét vé bénh co tim dang chu san:

Trong s6 96 cas BCT gian c6 6 cas BCT dang chu san. Ca 6 cas d8u sau dé con thit 2 trd lén (4
cas sau dé con thd 2, 1 cas sau d con thi 3 va 1 cas sau dé con thd 4). Viéc cham sdc sic khoé cho cic
ba me cd thai nhat 1a cd thai Ian 2 rét cin duge quan tam.

6. Vdn d@ tit vong: .

Trong s6 97 ca BCT c6 10 ca tif vong chiém 10,3%. Nhan xét v& nguyén nhéan ti vong ching toi
thdy: ‘

- 1 ca bénh co tim dang chu san, bénh nhén cé thém nhiém trung huyét, tinh trang suy tim rét
nang, thé trang yéu, sy ddp dng vai didu tri rét kém.

- (9 ca c6 suy tim giai doan cudi, bénh nhén chét trong tinh trang v6 tam thu.

V. KET LUAN: |

- Bénh co tim khong phai 1a bénh hiém gap va duge phan bd & cac tinh ddng bang Séng Hong va
khu vuc 14n cln.

- Bénh co tim giéin 1a chd yéu. .

- Triéu ching lam sang thudng gap la triéu ching cua suy tim trdi hodc suy tim toan b ma khi
khém khong tim thdy nguyén nhan. :

- Xq, siéu Am, dién tam db cd vai trd nhét dinh trong ch&n dodn xac dinh bénh.

- Ché&n doén bénh sdm, didu tri hgp ly cho két qua tot.



VAI NET VE BENH CO TIM GIAN (1990-1991)
0 dong biang Song Hong
Gs. Tran D6 Trinh

Dbdng bang song Hdng chii y&u bao gdm céc tinh Théi binh, Hai phong, Nam ha, Hai hung, Ha tay
va thanh ph6 Ha N¢i, bao gdm dién tich 10758 km? va dan s6 12 12.042.000 ngudi va mot phlin & céc
tinh phu can nhu Ninh Binh, Hoa Binh (thuéc ving II) va céc tinh Vinh Phi, Ha Béic, Bac Thai, Yén
Béi... Vién 'tim hfach 1a mot vién nam tai thanh ph6 Ha Noi v6i chiic ning la mét vién dAu nganh
thu nhan didu trj bénh nhén ca nudc nhung mét s6 déng vin  dia ban thanh ph6 Ha Noi va céc tinh
ddng bang Bacbd. Trong 2 nam 1990 va 1991 da cd 97 ca bénh cd tim gian nam didu trj tai Vién Tim

Mach.

V& phan b6 dia du cia céc ca duge chéin dodn 1a bénh co tim dén nédm didu tri tai Vién tim ingch
nhu sau:

Ha Noi 48 ca chi€ém 49%
Ha Nam Ninh 16 ca chiém 16,7%
Ha Tay 7eca chiém 7,3%
Hai Hung _ 6ca - 6,3%
Vinh Pha 1 5ca - 5,2%
Ha Béc 5ca - 5,2%
Béc Thai 3ca - 3,1%
Yén Bai 3ca - 3,1%
Thanh Hod 3ca - 3,1%
Hai Phong lca . 1%

Ddng bang Song Hdng gdm 6 tinh va thanh phd cd 75 ca (trong d6 Ha Noi c 48 ca)

- Céc tinh lan can gdm 8 tinh cd 22 ca. Tdng cong c6 97 ca. Trong d6 cd 47 ca nam 50 ca ni.
Trong 88 nit c6 5 ca chu san.

Qua dgt cong tac ngdn ngay tai hai tinh viing ddng bing Song Hdng la Théi Binh vh Nam Ha
ching tbi da phét hién tai Thai Binh 1 ca va Nam Ha qua phiu didu tra phat hién 7 ca, trong d6 6 ca
bénh dang co tim chu sian. Ca 5 ca nay d8u xay ra sau khi dé (cd thdi gian tréng tit 10 ngay dén 3
thang) v6i cdc ddu hi¢u v& lam sang ctia suy tim r6. Khdm thyc thé & tim chi cd tiéng thdi cia hd 2 I4
ho#c khodng cd tiéng thdi. Khong cd d4u hi¢u clia hep van 2 14 hodc bénh ly cia cdc van khéc.

XQ cho théy cd tim to véi chl s& gredel tit 60-65%, khong théy hinh dnh hep 2 14 6.

Pién tim: ddu cd ddu hiéu day that trai.

Siéu Am: chua cd méy nén chua lam. Sé& d® nghi giti Vien tim mach lam d€ xdc minh thém.
2 ca cdn lai duge chdn doan 1a bénh co tim gién.
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Dénh gi4 chirc ndng that tréi ngudi ting huyét ap
QUA HINH ANH SIEU AM

Béc si Lé Viét Dinh
Béc si Luong Dinh Ha

I. DAT VAN DE:

Nhidu nha nghién ciu da xdc nhén siéu 4m cd thé cung cdp nhiing thong s8 rdt t6t cho viéc
dénh gid chic nang thét trai, méc du khodng thai gian tdm thu da dugc do trén tdm thanh dd va dong
mach canh dd, d€ danh gia hiéu xudt that trdi. Ngoai ra mubn do thé tich va su co bdp cla thdt tréi
ddi héi phai thong tim va chup budng tim cd cdn quang nhung phuong phap tham do chic nang chay
méu cd nhiing bét lgi va tai bién nguy hi€m cho bénh nhan, mat khéc lai dat tign va khong thé kiém
tra lap lai thudng xuyén duge. PASQUIERR va CS so sanh phan 86 téng mau (fraction d’e’jection),
tuong duong véi ty 1é co hoi sgi ca tim trong siéu Am tAm db (FE=AD%)(1).

Muc dich ciia cong trinh nay la d& tim hi€u céc dudng kinh budng thét trai, bé day cia thanh sau
thét trai & ngudi Viet Nam cé THA va ngudi khong THA, qua dd6 dénh gid chic ning thét trai bang
ty 18 co hdi sgi co tim va dp lyc tam thu that trdi, lam tai liu ban diu trong ké& hoach lau dai theo dai
va didu tri ngudi THA nham ha th&p nhitng tai bién do THA gy nén.

Il. PHUONG PHAP NGHIEN CUU:

1- D6i tugng nghién cdu 1a nhitng bénh nhan tang huyét dp duge quan ly didu tri ngoai trd tai
phong quan ly THA cta bénh vién.

D6i tugng khong tang huyét ap dugc chon nglu nhién.

2- Dung cu: May siéu am SONOLINE L.X. Siemens, Germany, cong sufit 40 mega: Bits, dAu do
3,6 Mhz, duong kinh 13mm. Bénh nhan ndm ngda hay hoi nghiéng v& bén trai 30 d6, dau do dat &
khe lién suon IV canh bd trai xuong ic.

3- Céc kich thudc do dac budng trong tim:

Méc céc kich thudc siéu am 14y theo tiéu chufin cia Hiép hoi sieu Am My (Sahn etcall 1978),
Feigenbaum 1986 (8,7)

Do bé day ctia thanh sau vao cu6i thi tAm truong (Wd), do thing ding tit mat bén trong cia ndi
mac dén mat ngodi cia ngoai tAm mac, vao thdi di€ém dinh R ctia DTD.

- Be day cia thanh sau vao cu6i thi tam thu (WS). Céch do nhu trén & thai di€ém di chuyén téi da
ciia mat trudc tit thanh sau ra phia trude. v

- Dudng kinh cudi thi tAm truong (Dd). Do thing ding tif mat trdi cia véch lién that dén ndi mac
cia thanh sau vao thoi di€ém cd dinh R ctia Dién tam do.

- Dudng kinh cu6i thi tam thu (Ds). Céch do nhu cach do Dd vao lic ma mét trudc cia thanh sau
di chuyé&n t&i da. Céc thong s6 do ddu thyc hién tai phong tham dd chén dodn ctia Bénh vién va do
mot ngudi lam duy nhét. T4t ca cdc dudng kinh do duge ddu chup hinh Vidéo (Vidéo printer). S8 do
cufi tdm thu ldy & diém th&p nhét cia vach lién thédt, nd thudng & sdm hon dinh cao nhét cia thanh
sau thét trai. N&u vdch di dong bdt thudng thl kich thudc cubi tam thu &y & vi tri dinh ctia ndi tAm
mac sau.

4- Cong thic tinh ty 16 co hdi sgi co tim (AD%) va dp lyc tam thu that tréi. (6)

* Dd - Ds %
KR mi o e

+ LVSP: Cong thdc 1 : 225 x Ws/Ds mmHg



Ds Cong thuc I : 366 x (Ws +Wd)/(Dd +Ds) mmHg
5- Dung nghiém Student Fischer va nghi¢m Pearson dé tinh gid tri do tin cAy. S dai dién dung s6
trung binh cng d¢ léch chudn.
. KET QUA NGHIEN CUU:
Téng s6 d6i tugng THA nghién ciiu 92 bénh nhan, tudi trung binh 62,4.
Trong d¢ cd 20 nit, tubi trung binh 58,40 va 72 nam, tubi trung binh 63,69.
Céc thong s6 do duge trung binh : (X+8D)
Dd : 48,95 = 460 mm, n: 92
Ds: 3727 = 5,14 mm, n:92
Ws : 16,16 + 3,39 mm, n: 92
Wd: 12,53 = 291 mm ,n: 92
Dénh gid chic ning that trai :
- Ty 18 co hdi sgi ca tim AD% (X+8D):25,7+9,46, n : 92
- Ap lyc tAm thu thét trai FI (X+5D):98,73+29,91, n: 86
F2 (X+8D):116,4+8,07, n:75
IV.BIEN LUAN:
D& dénh gia bing siéu Am &p lyc tam thu that trdi trong bénh hep dong mach chi, S.Castellanos
va CS da d® nghi sit dung hai cong thic v6i nhitng héng s6 Ung xuft tdm co khéc nhau, FivaF2. (18)

Trong mo6t nghién ciu méi day, Quinones va CS, 1980 ggi ¥ si dung gid tri trung binh dng xuft
hing dinh cta tam co. Hing s6 nay tuong ¢ng mdt cach thd thién véi giita thdi ky téng xust va gn
v6i gié tri uing xudt t6i da. Ho goi y ring cong thic II (F2) s& cho nhilng con s6 trung binh t6t hon va
chinh x4ac hon trong tinh todn ap lue tdm thu tif siéu Am tAm dd. (6,11)

PRASQUIER va CS (1982) khi dénh gi4 chdc niang thdt trai da so sinh giita chup budng tim tim
phan 86 téng xufit va siéu Am tam dd tim ty 1¢ rit ngén phan tram da tim théy cdc thong s6 dudng
kinh bén trong thét trdi cudi thi tam truong tit 36 dén 56mm va tit 22 dén 40mm & cabi thi tam thu;
phan s& téng xuét va ty 18 rit ngan phan tram ddu cd gid trj tit 26 dén 40% so sanh gitta 2 phuong
phép cd sy tuong quan chit ché r=0,936. Céc tac gia con cho biét be day cia thanh sau thét trai thi
tdm truong (Wd) gidi han tit 6-11mm, thi tam thu (Ws) tit 10-18mm.

BENNET-va CS, 1975 GLANZ va CS, 1976 tim thé&y cd sy tuong quan cao trong nhiing nghién
cdu tuong ty (20-21) ‘

Trong nghién cu nay ching t6i danh gié chic nang thét trai bang céc coOng thitc d& ndi § trén.

Xét v@ hidu nang tAm thu thdt, siéu Am tim khong cho phép xéc dinh cdc chi 88 ti¥n tOng xuft
(pre’e’jection) cla thét trai tai nd cho phép danh gid céc chi s6 t6ng xu&t. Nhitng chi s6 nay phu thudc
tinh trang co sgi cd ma cling la hau ganh cia that. Khi tinh trang hu génh cia thét gidm, cdc chi 86
&y c6 thé co gia trj binh thudng dir co tim cd bj tén thuong, phéi hop. Ty 18 co rit s¢i co tim (AD%) 1a
chil 86 don gian nhét d€ do va cd thong dung 16n lao (Prasquier).

Kich thuéc tam truong lién quan nhidu dén kich thudc toan thé cia thdt trai va dung dé chén
doén that tréi. Ty 18 co hdi phan tram cho nhitng théng tin tuong ty nhu phan 86 tong méu trong
chup budng tim. S6 li¢u nghién cttu trén 92 bénh nhan THA cla ching t6i cho théy kich thudc budng
thét trdi trong gioi han trung binh. Ty 18 co hdi phn tram cling cd nghia 13 phin s8 t6ng méu trung
binh 25,7%+9,46. Ws, Wd cd gid tri 16n hon binh thudng. Dudng kinh Dd cia ching toi bé hon so véi
ngudi THA nhe va vita ¢d ging sic cia Sugishita (25).

So sénh giiia 2 nhdm ngudi THA va ngudi khong THA trong nghién cdu ctia ching t5i cd nhiing
théng 88 nhu sau:

Nhém THA Nhém khong THA
Tudi trung binh 57,68 55,87
Trong d¢ nit (tudi TB) 10 (53,9 tudi) 10 (52,1 tudi)

. 9



Nhém THA *° Nhom khéng THA

nam (tusi TB) 25 (59,2 tudi ) 30 (57,13 tudi )

AD% 19,22+1,98 n 35 27,52+3,67 n 34 P<0,001
LVSP (F1) 95+1,06 n 32 98,85+2,32 n 33 P<0,001
LVSP (F2) 115,20+2,45 n 35 119,81+1,91 n 30 P<0,001
Dd 55,74+2,69 n 30 45,97+2,97 n 40 P<0,001
Ds 46+2,43 n 32 29,22+3,91 n 40 P<0,001
Ws 19,02+1,31 n 34 12,88+1,74 n 36 P<0,001
Wd 18,17+1,23 n 35 10,77+1,76 n 30 P<0,001

Céc kich thuéce siéu am va dénh gié chic ning thdt trai theo cdc tac gid

LVSP | LVSP
(F1) (FII)
mmHg | mmHg

TAC GIA D6i tugng Dd Ds | DD% | Ws wd

LEBLANC (13) | Ngwoil6n | 47,8+ | 80,22 86,8% | 12,2%| 6,7%

. n: 60 5,8 4,9 5,8 2,1 1,6
CASTELLANOS| Ngudi 16n 190+ 174+
hep eo DMC 66 417
n:30
CSANDY (24) Tré 13 tudi | 46,13+ 8,24+ 7,44%
0,8 0,7
SUGIHITA THA nhe n12| 50+4

THA vita n07| 54=2
Hé DMC nl12| 628
Gian co tim 58+1

n: 07
L.V.DINH Ngudi lén 48,95+| 37,274 25,7+|16,16x| 12,63 98,73%| 1164+
LLHA THA nhe va | 4,6 5,14 9,46 | 3,39 | 2,91 | 24,91 8,07
' vita (n=86) | (n=T9)
Ngubi 16n 45,97+ 29,224 27,52+|12,88+| 10,77+| 98,85+ | 119,8%
BT n:40 . 2,97 3,9 3567 | 1,74 1,70 2,32 1,91

V. KET LUAN

Nghién cidu trén 92 bénh nhan tang huyét 4p nhe va vita tuéi trung binh 62,4; so sénh giia hai
nhém nghién ciu, tang huyét 4p va khong tang huyét ép, so sanh véi céc tac gid nuéc ngoai, ching
t6i nhan xét:

- Céc dudng kinh that trai ngudi tang huyét dp tuong d6i 16n hon so v6i ngudi binh thudng. Ty 18
co hdi sgi co tim ngudi tang huyét 4p thi trai lai bé hon ngudi thudng khéng c6 bénh tang huyét 4p,
nhung véin trong giéi han binh thudng.

- ép lyc tam thu thdt trai tinh theo cong thuc cla céc tdc gid nube ngoai, chua thdy cd tuong
quan 16 rét so v6i 86 do huyé&t 4p lam sang cung thoi diém.
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MOI QUAN HE GIJA SIEU AM TIM VA DIEN TAM PO
Trong danh gia phi dai co tim trai

BS. Lé Thj Thanh Thai
BS. Nguyén Thugng Nghia.

I.DATVANDE
Dénh gi4 phl dai khéi co th4t (T) 1a mot phan trong chuong trinh khéao sit chic nang co tim trai.
C6 nhidu phuong phédp ddnh gia phi dai co that k& tir th& ky 17 (1724) trén phéu nghiém ti thi :
- Khdm lAm sang (nhin, sd, go),
- X quang tim phéi,
- ECG.

: Tt 1972 cia céc téc gia: J. Rombo Troy, BL. Teichholz Devereux, R. B Reichekn déa so sdnh véi
phfiu nghiém ti thi va phuong phép chup budng tim ¢6 cAn quang da xédch dinh siéu Am tim ta
phuong phép chinh x4c trong danh gi4 day that (T).

Muc dich nghién ciu nay :
- Khao sat mé6i lién quan giita lam sang ECG va siéu am tim trong dénh gid rhi dai khéi co that
(T) & cAc nhém bénh nhan binh thuding va c¢d bénh ly tim mach. ‘

- Qua dd khao sat do nhay, d6 chuyén biét ciia cdc tidu chufin day thdt (T) & cdc bénh nhan Vigt
Nam trén siéu 4m tim va ECG.

I. SO LUQC VE SIEU AM BUONG TIM TRAI
1. Budng thét (T) :
- Khoang hinh elip c6 cac dudng kinh :
+ Dudng kinh budng thét (T) cudi tam thu,
+ Duding kinh budng thét (T) cudi tAm truong.
2. Véch lén thdt . '
- Tam thu -
- Tam truong
3. Thanh sau thdt (T) :
- Tam thu '
- TAm truong
4. Tinh khéi co thdt (T) khi siéu am :
LVM = 1.04 [(LVIDg + IVSq + LVPWq}® - LVID’] - 14 (g)
(Tinh theo thé tich khéi lang try).
5. Tinh thé tich ciia méi nhét bép ciia tim.
111 DOI TUONG VA PHUONG PHAP NGHIEN CUU
A. D6i tugng nghién ciu :
- Gdm 145 bénh nhan trong dé 37 ngudi binh thudng, chia 4 16
1. L6 ching : gdm 37 bénh nhan binh thudng.

2. Lb bénh cao HA :dugce danh gid theo tiéu chudn OMS (HA = 160/95mmHg) gdm 57 bénh
nhan.
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3. L6 bénh van déng mach chi : gdm 31 bénh nhén (gdm hep hd hoac hep hd van ddng mach

chi).
4. L6 bénh tim t8ng hop (bénh tim mach khéc)
* Cdc bénh nhéan bi bloc nhdanh (T) hodc nhdi méu co tim bj loai khéi 16 nghién ciu.

B. Phuong phdp nghién ciu :
1. Khdém 1am sang day du, so bo phén loai cdc 10. Khao sét so bo sy phan b6 gidi tinh, tudi téc.

2. Do ECG bing may FUKVDA tét ca cdc bénh nhan. ’
Ghi nhan céc s6 liéu: R(Dy . Dy; . Dy, aVL . aVF . V4 . Vs, V) S(Vi.Va.V3)
Truc QRS thdi gian noi dién, bt thudng nhi (T), bién ddi ST - T, céc tiéu chufn day thét (T)
(Sokolow Lyon, Rombilt - Esters - Cornele)
3. Siéu Am tim dénh giéd két qua :

IVS  IVSq
IVSs

LVRW LVPWqy
LVPW,

LA  (nhi tréi)

Khéi lugng co that (T) |
LVM (g) = 1.04 x 10 [(LVIDg + LVPWq4 + IVSg)* - LVID&*] - 14 (@).

Phau nghiém tu thi Sidu Am tim
BOVE N.Reichek L¢ Gia Vinh Feigenhoun | N.Reichek Framingham | Viét Nam
va C5 | R.Devereux | Ding Kim Chau R.Revereux Study BVCR
mm
IVSq 18 £1 13 10,5+ 1,3 6-11 6-11 6-11 6-10,6
mm
LVPWy 121 12 11 =16 6-11 6-11 6-11 6-11
@® | :
LVMmax 200 210 215 218 209

Tiéu chufin day thet tréi trén siéu am :
- Véch lién thé4t va thanh th&t tréi day hon 11 mm.

- Kh6i co that (T) 16n hon 210 - 215 g.

4. Phuong phép théng ké
- Céc trj s6 duge dédnh gid qua :

D0 nhay cam (Sensitivity) % =

D6 chuyén biét (Specificity) % =

D0 chinh xéc (accuacy ) % =

Céc trudng hgp (+) that duge A ding

x 100%

Téng 86 ca:. (+) that
Céc trudng hgp (-) that duge A ding

x 100%

Téng 86 car (-) that

Téng 86 cac (+) va (-) that duge A ding

x 100%

Téng 86 ca " nghién cdu

13




Hé s6 tuong quan giida 2 phuong phap do siéu am va ECG vai 2 vecto_ngau nhién Vnn(x,y) duge
tinh bang:

E@xy) - Ex) x E(y)

l'xy=

v Var x x Var y

Sy so sanh céc bién s cia 2 phuong phép do dugc thuc hién bang cich sit dung phuong phap
phan tich hdi qui tuyén tinh véi binh phuong t6i thi€u (standard bast - squares linear regression
analysis). o'

IV. KET QUA NGHIEN CUU

1. Phan b8 tudi céc 16 :

a. Lo bénh cao HA cht yé&u t4p trung & lda tudi 16n ( > 50 tudi) chiém hon 60%.

b. L6 bénh van tim (van 2 14, van dmac) chu y&u tap trung d lda tudi tit 30 - 50.

Didu nay ndi lén bénh van tim ¢ nudc ta chi y&u la bénh van tim héau thép.

2. Phan b6 gidi tinh cdc 16 :

Ty 1é giita nam va ni nhu nhau _

3. Mot s6 két qud siéu am tim binh thudng Jé nguoi Viét Nam

T6 ching toi (37) | Lo ong Manh Ha (171) L6 nudc ngoai
AQ™™ 26.3(20-30,5) 18 - 32 27 (20 - 37)
LA™ 26,9(20,5 - 33,5) 20 - 32 29 (19 - 40)
VSq™™ 8,35(6 - 10,5) 5-11 9,0 (6,0 - 11)
LVPW,™™| 8,84 (6-11,0) 6-11 9,0 (6.0 - 11)
LVID¢™ | 43,2 (31,6 - 53) 29 - 54 47 (37 - 56)
LvMm e} 133.6(54,7-207) . .

L6 ching ching toi &y & 37 bénh nhan binh thudng tubi tit 20 - 50 tudi, tl 1¢ nam ni xép xi
ngang nhau. ‘

Két qua siéu &m tim phu hgp véi k&t qua giai phdu 12 kich thude tim ngudi VN nhé hon so voi
ngudi nube ngoai.

4. Két qud kh6i lugng co thdt tréi d cée nhoém va ti 1¢ phat trién day that tréi trén siéu am.

Tén nhom Day khoi luong co that (T) D0 phat hién LVH n
T Nhom ching 54 - 211 % 37
2 Nhém cao HA : 160 - 731 89,5% 57
3 Nhém bénh van dmc 164 - 777 93,5% 31
4 Nhém bénh tim hén hgp 828 - 418 61,9% 21
Két qua dién tAm dd & céc 16 A day that T
L6 bénhl L6 ching Ld cao HA L6 bénh van dmc  [L6 bénh tim hdn hop
Titu chuin  [S6ca LVH(+)| Tile % [S6ca LVH(+)| Til¢ % |S6caLVH (+) Tile % S6 ca LVH (4)] Ti16%
Sokolow lyon 3/37 8,1% | 37/57 64,9% 16/31 51,6% 5/21 23,8%
Corneli 0/37 0% 22/57 38,6% 20/31 64,5% | 10/21 47,6%
Romhilt - Estes| 0/37 0% | 23/67 40,4% 15/31 |48,4% | 6/21 28,8%

TECG cd cac ca duong tinh gia (Sokolow. Lyon)
- Ty 1& phat hién LVH trén ECG th&p hon trén SAT.

14



- O bénh cao HA, tiéu chufn Sokolow - lyon c6 d¢ phat hién cao hon so véi 2 tidu chuén corhell va
konihil-Estes.

- O 16 bénh van dong mach chi, bénh tim hén hgp thi tiéu chuéin cornell c6 gis tri phét hién cao.
% SO SANH SIEU AM TIM VA ECG TRONG A DAY THAT TRAL '
1) L6 bénh cao huyét ap:

sieu am | LVH(+)| LVH(-)| TS
o
LVH(+)| 40 1 4]
LVH (-) 11 5 16
TS 51 6 57
2. L6 bénh van dong mach chii :
sa |LVH{+}| LVH()] TS
ECG
LVH(+) 23 2 26
LVH (-) 6 0 6
TS 29 2 31
3. Lo beénh hén hop _
SA VH{+}| LVH() TS
ECG
LVH(+) 8 1 9
LVH (-) 5 7 12
TS 13 8 21

- Do phét hién LVH trén SA =51/ 57~ 89,56%.
- D6 phat hién LVH trén ECG=41/ 57= 71,9%.
- Khéc biét cd § nghia théng ké (P < 0,01)

- D6 phét hién LVH trén SA =29/ 31= 93,6%
- D6 phét hién LVH trén ECG =25/ 31= 80,6%.
- Khdc biét cd ¥ nghia théng ké (P < 0,05)

- Do phat hién LVHtrén SA =13/ 21=61,9%
- DO phét hién LVH trén ECG =9/ 21= 42,8%
- Khéc biét cé ¥ nghia théng ké ( P < 0,05)

- M6i lién hé giita siéu A&m tim va ECG trong dédnh gid day thit trai.
- Siéu Am c6 d¢ phét hién cao hon va chuyén biét hon so v8i ECG trong chén dodn day thét (T)
- Theo céc k&t qua nghién cdu nuéc ngodi: N.Richek, R. Deveveux, B. Troy, J. Pimbo, Thomas
Farland. MAlap, S. Goldstein... C4c téc gia nay da chdng minh khéi lugng co that trdi trén SA lién
hé cuc ky t6t v6i kh6i lugng co that T tinh bing quay tAm mach va phu nghiém ti thi (r = 0,96, do
chinh xdc 95%) _
- Trong giai doan hién nay, siéu &m tim la phuong phdp ma ching t6i lam chuén dé dénh gia céc
tiéu chudn ECG.

* DANH GIA CAC TIEU CHUAN DAY THAT TRAI TREN ECG
1. Tiéu chuén Sokolow - Lyon '

Hé 86 lién quan r

1.6 bénh D6 nhay | DO chuyén biét D0 chinh xac
(sensitivity) | (specoficity)
1. Cao HA 70,58% 83,34% 72% 0,3
2. Van DMC 56,2% 50% 54,9% 0,43
3. Bénh tim hén hop 38,5% 100% 62% 0,67
4. K6t qua nudc ngoai 22% 98% 76%
P < 0,01

2. Tiéu chudn Romhilt - Estes :

T3 bénh ~D6 nhay | DO chuyén biet D0 chinh x4c v
1. Cao huyét ép 45,1% 100% 50,9% 0,6
2. Bénh van DMC 48,3% 50% 48,4% 0,4
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3. Bénh tim hén hop 30% 87,5% - 52,4% 0,04,
4, K&t qua nudc ngoai 33% 94% 71% 2
: P <000
3. Tiéu chudn Cornell (P < 0,01) ;
Lo bénh Do nhay Do chuyén biét P& chinh xéc r
1. Cao huyét 4p 41,2% 83,3% 46% 0.3.
2. Bénh van dme. 69% 50% 64% 0,45
3. Bénh tim hén hgp 61,0% T5% 66,7% 0,7
4. Két qua nudc ngoai 42% 96% - -
Z Tiéu chudn song R 0 chuyén dao nguc trdi. (RV4VsVs = 25 mm) :
Nhdém bénh D6 nhay D6 chuyén biét D6 chinh xac T
1. Cao huyét 4p 55,0% 100% 60% -
2. Bénh van dmc. 65,2% 50% 54,8%
3. Bénh tim hén hop 30,8% 100% 57,1% -
5. Tiéu chuén séng S d cae chuyén dao nguc (P) SViV2V3 226 mm’.
Nhdm bénh D6 nhay D& chuyén biét D6 chinh xéc r
1. Cao huyét ap 49% 100% 54,7% -
2. Bénh van dmc. 69% 50% 64,5% -
3. Bénh tim hoén hgp 61,6% 100% 76,2% -
6. Tiéu chudn Séng R o cac chuyén dao a (RaVL = 11mm)
Nhom benh DO nhay D& chuyen biet D0 chinh xac T
1. Cao huyét ap 3,9% 100% 14% 0,2
2. Bénh van dme 13,8% 100% 19,3% 0,63
3. Bénh tim hén hgp 7,7% 100% 42,8% 0,6
4,7% 99% 83%
7. Tiéu chudn séng R d cac chuyén dgo a (RaVF 2 20 mm)
~NEdm bénh D6 nhay D6 chuyén bigt D% chinh x4c T |
1. Cao huy&t ap 0% . - : |
2. Bénh van dme 3,6% 100% 9,7% 0,4 :
3. Bénh tim hén hgp 0% - - 0,22 !
4. K&t qua nudc ngoai _50% 89% - -
8. Tieu chudn truc QRS (QRS <15°) _
Nhém bénh D6 nhay Do chuyén biét Do chinh xéc r
1. Cao huyét 4p 16% 83,3% 23% - 0,09
2. Bénh van dme. 10,3% 100% 16,1% - 0,3
3. Bénh tim hén hgp 15,4% 87,5% 42,9% - 0,23,
4, Két qua nudc ngoai 33% 97% 78%
G Tiéu chudn déy nhi T trong chdn dodn day that (T)
Nhom bénh DO nhay D4 chuyén biét D6 chinh xéc r
1. Cao huyét ép 39,6% 100% 45,6% -
- 2. Bénh van dmc 38% 50% 38,7% -
3. Bénh tim hén hop 30,8% 62,5% 42,9% -
4, K&t qua nudc ngoai 47% 91% 78% -
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10. Tiéu chudn su kéo dai nhanh noi dién (ID Intrinsicoid. Ocjlection) :

Nhom bénh Do nhay Do chuyén biét Do chinh xéc T
1. Cao huyét 4p 55%  83,3% ’- 58% 0,3
2. Bénh van dme. 65,56% 0% 61,3% 0,6
3. Bénh tim hén hop 38,5% 87,6% 57,1% 0,4
4. Két qua nudc ngodi 30% 100% 79% .
11. Tiéu chudn v bién dbi ST - T trong chdn dodn day thdt (T) : '

Nhém bénh D6 nhay D6 chuyén biét Do chinh xac r
1. Cao huyét dp 45,1% 100% 50% -
2. Bénh van dme. 34,5% 100% 35,5% -
3. Bénh tim hén hgp " 38,5% 87,5% | 57,1% =
4, K&t qua nudc ngoai 50% 93% 80% -

V. PHAN BAN LUAN
1. Ban lugn két qua siéu am tim binh thuong d VN
- Céc g8 litu sidu Am tim binh thudng & ngudi Viét Nam d8u nhd hdn so véi céc nude Au - M.
- So sénh cdc k&t qua nghién cifu cia bac sl Nguyén Manh Ha trén 171 bénh nhan ciing cé két
quéa tuong tu

- So sanh véi két qua phiu nghiém ti thi cla cdc tc gia: Le Gia Vinh, Dang Kim Chau. Nguyén
Van Phan, Vi Cong Hoa thi kich thuc budng tim trdi trén siéu am tim va trén tit thi x&p x| bang
nhau.

- Tt d6 chiing ta rit ra sy phat tri€n tim cta céc dan toc thi khdc nhau, phy thudc vao didu kién
kinh t& moi trudng séng va dac di€m cia tiung dan tdc. '

- Udc lugng kh6i co tim thét (T) & ngudi binh thudng VN 16n nhét la 210 gam (P < 0,01).

2. Mot s6 nhan xét so bo ciia chiing toi trong dénh gid day thdt T trén siéu am d chc 16 bénh :

a) L6 bénh cao huyét ap :

- Tang bd diy thanh sau that trdi va véch lién thét 1a cha yéu.

- Céc trudng hop cé kém gidm budbng thét tréi thudng 12 ket hop v6i bénh mach vanh, ti€u dudng
hodc d& bi€n ching suy tim.

b) L6 bénh van déng mach chii :

Chu y&u 13 hé van dong méach chi hodc hep hd dong mach chi v6i hd 12 chinh. Do d6 dén budng
thét T trd nén la ché y6u con b2 day thanh that gia tang it hon.

Do d6 chén doén day th&t T trén siéu &m nén két hgp phuong phép do b¥ day ctia thanh tim v6i
khéi lugng co that T.

3. Ban lugn tiéu chudn di¢n tam do trong A day thdt :

a) Ban luan v® phuong phép chén doén ECG trong day that ‘5]

- ECG 1a phuong phép gién tiép d€ danh gid day thét T nén nd bi anh hudng cia nhidu yéu t6:
tudi tdc, thé trang, bénh 1y van tim kém theo hd van 2 14..., bénh Iy tim khdc nhu nhdi mdu co tim,
suy tim @ huy&t, tran dich mang tim, khi phé thing céc r6i loan dén truy®n hodc céc trudng hgp day
th&t (T) kém theo. Do d6 cd nhiu han ché.

- So sénh v6i phuong phép siéu Am tim thi ECG d¢ nhay kém hon do chuyén biét thdp hon.



b SIEU AM TIM< ;- ‘ - ECG
1. Phuong phép tryc tiép - Phuong phép gidn tiép
2. Khao sit vé hinh théc hoc - khao sat v& dién hoc )
3. ft bj han ché& : chi khong danh gis dugc - Nhigu han ché&, bj anh hudng béi
& cdc bénh nhAn khéng cé “cita s8” nhidu y&u t& tudi tac, th€ trang bénh ly
giéu &m kém theo.
4. Do phat hién cao - D6 phét hién thép hon
D6 chuyén biét cao . DO chuyén biét kém hon _
Hau nhu khong cd céc ca (+) gia Thudng con ty 16 (+) gia khoang 5 - 10%.
5. Danh gié cdc bénh 1y van tim mang tim - ft danh gia dugc, chl cd gié tri huong dén.
kem theo.

4. Dénh gid céc tiéu chudn ECG trong A day thdt (T) :
a) Tiéu chuéin Sokolow- Lyon :

Tiéu chu&n nay cé d¢ nhay cAm cao & cdc bénh ly cd khuynh huéng day that T: Cao HA, van
dong mach chi dac biét & bénh cao HA la 70% va két qua cing cao hon so véi ngudi nudc ngoai.

b) Tiéu chué&n Romhilt - Estes :

Day la 1 tidu chufn cé do chuyén biét cao nhung do phat hién th&p hon so v6i céc tidu chufn
khéc.

¢) Tiéu chuén Cornell :

DAy la tidu chuén dién th& méi duge dua vao sit dung tit 1986 va dugce dung rong rii vi don gidn

va do nhay cao. So sanh véi nuéc ngoai thi két qua cia ching toi rdt cao déc biét 1a & 10 bénh van
dong mach chi ( > 70%). ‘

d) Tiéu chudn bién dé khéc : ¥

Tiéu chudn RaVL = 11 mm, RaVF = 20 mm hau nhu khong cd gid trj trong chéin dodn lam sang
.8 ngudi Viét Nam vi do nhay cam rét thép (< 5%).

e) Tiéu chuéin truc QRS < - 15° cd gid tri phat hién th&p hon so véi nuée ngoai.

Con céc tiéu chudn khéc: bién d6i ST - T kéo dai nhanh noi dién, bién ddi nhi trdi déu xdp xl so
voi nudc ngoai.

KET LUAN

Siéu Am tim 12 phuong phdp méi dugce ua chudng hién nay boi vl cdc tinh néing wu viét clia nd :
- Khong gay t6n hai cho bénh nhan.

- D& thyc hién va 1am nhanh chdéng, cé thé 1am nhidu lan.

- Ré tidn hon céc phuong phéap chén doén hién dai khéc.

- Trd thanh théng dung & cdc bénh vién tuyén huyén, tuyén tinh, tuyén thanh.

- Phuong phép khong gay chay méu.

- Phuong phap khao sét tryc tiép hinh thé hoc cia tim va khao sit budng tim van tim.

Trong chén dodn day that T nd 1a phuong phép cé d6 chinh xéc cao (hé s6 tuong quan r = 0,96,

o chinh x4c 95%) do d6 cd thé dung 1am chuén dé dénh gié cic tiéu chuén day that trdi cia dién
tam dd trén ngudi séng.
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DIEU TRI CAC ROI LOAN NHIP TIM
Phuong phap tao nhip tim

Trong cudc séng clng nhu trong vén hoc,
tho ca, &m nhac, hdl hoa v.v.. ngudi ta
thuong ldy trai tim lam biéu tugng thiéng
li&ng, bi8u tugng tinh yéu dep dé. Nhu nha tho
T8 Hilu da viét:

* . Tral tim anh chia 3 phén tuoi dé
Anh gianh riéng cho Dang phén nhidu
Phan cho tho va phén dé em yéu. "

D&l voi mdi ngudi ching ta, mdt trong
nhdng cd quan quan trong nhat |a trai tim.
Ngay tU khi la mdt thai nhi trong bung me,
tral tim da bt d3u hoat dong va né lam viée
can min, co bép lién tyc sudt cufc doi,
khéng lic nao ngung ké ca khi ngu.

Tim hoat déng dugc déu dan 1 nho mét hé
thdng t8 chiic biét hoa, ngudi ta quen gol la
hé thdng TK cua tim. Cac xung dong phat
sinh ty dong td nut xoang (nat keith Flack)
viing tiép giap tinh mach cht trén cua tdm nhi
phai. Xung déng nay truyén ra co nhi, xuéng
nGt Nhl thdt (nat tawara) lan sang bé His va
9 co thit phén chia thanh 2 nhanh (trai va
phal) dén cac sgi. Trong co thit 1a mang oi
Purkinge. Nhd sy phét sinh va dén truyén
xung ddng nay lam cho ca tim co bdp.

O ngudl binh thudng nut xoang phat sinh
khoang 70 xung ddng/ trong mdt phtt va lam
tim b6ép 70 chu ky/ phut.

Tuy nhién, tral tim con nguoi ciing rét
nhay cam. Khi géng slc, khi vui ming, khi hdi
hép hay céu gat. v.v.. tim co bép nhanh hon
(nhip tim c6 thé tang 18n 100 - 140 chu ky/
phut). VI vy c6 ltic ngudi ta cé cam glac nhu
tr4l tim dang thén thilc, nhay nhét trong 15ng
nguc. Khi nghi ngoi hay khi ngt thi tim co
bép chdm fai (nhip tim con khoang 60 - 65

PTS. Nguyén Ngoc Tudc

ck/phit). Su diéu chinh nay 12 nhd hé thdng
than kinh - ndi tiét clia co thé.

O cac bénh nhan, dac bigt cac bénh nhan
bi bénh cia hé théng tim mach, tim hoat
dong r6i loan va cé thé khéng theo quy luét

- nhu vay. Nhip tim bénh nhéan ¢6 thé nhanh I&n
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23C - 240 ck/ph hay cham lai dudi 30 ck/ph,
ho#c rdi loan nhip hoan toan; nhjp lic nhanh
lic cham tham chi c6 thé d&n dén rung tim,
tim ngung dap va t vong.

R&i loan nhip tim 12 vdn dé dugc cac thdy
thudc biét dén tu 1au. Nhung t dau thé ky 20,
nhd c6 may dién tam db ghi lai dugc cac hinh
anh réi loan nhip khac nhau, ngudi ta mdl
chan doan dugc mét cach chinh xac céc loal
r8i loan nhip. O cac nuéc cong nghiép phat
trién, cd 1 tridu ngudi cé 30 ngudi chét dot
ngét trong 1 tudn va nguydn nhén din dén
cai chét hau hét 1a do réi loan nhip.

O Viét Nam, theo téng két cua vién tim
mach BV Bach Mai trong 5 n&m, s bénh
nhan bi rdi loan nhip chiér: 34%, va 29% tu
vong do céac r8i loan nhip..

Nhidng thap ky gén day, cac hiéu biét vé
r6i loan nhip tim phat trién 4t nhanh nhd cé
cac phuong phap nghién cdu va tham do hign
dai. Cac thuéc madi diu trj rdi toan nhip lién
tyc ra doi da goép phén cidu séng nhidu bénh
nhan méc phai ching bénh nguy hiém nay.

Cac phuong phap digu tri r8i foan rhip
hién dai bang dién nhu: s8¢ dién, tao nhip tim,
phdu thuit da dugc 4p dung dau tu cé higu
qua cao.

H6m nay ching téi xin trinh phuong phap
tao nhip tim didu trj cac rdi loan nhip.



Tao nhip tim ‘(paclng) la dung may phat
kich thich vao tim nhing xung ddng dién
theo 1 tin s8 hay vao 1 thdi diém nao d6 dé
nghlén clu chdn doan va didu trj cac rdi loan
nhjp tim nhanh va cham.

Nhing phéat kién dén dét dén thanh cong
tao nhip ngay nay déd phal trai qua hon 200
n&m, bét diu 12 b4o céo cla Adini (ndm 1774)
o “H6i hoang gla v& con nguoi”, 1932 Hyman
da ché tao may phat xung nhip nhang va sau
d6 dit tén 1A may tao nhip nhén tao. 1959
Elmovir va Senning da sang tao ra may tao
nhip ding pin cdy hoan toan dudi da.

1970 ngudi ta da nghién clu thanh cong
loai pin lithium dung dugc 6 - 13 nam. Ngay
nay cac may tao nhip cdy kich thudc cang
ngay cang dugc thu nhd, thai gian sdng dudc
kéo dai va mang nhidu théng s8 véi céc
chuong trinh hoat ddng khéac nhau.

O Viét Nam, ky thudt tao nhip dugc nghién
clu Ung dung vao thyc nghiém va l1am sang
tal BV Bach Mai til nam 1973, va bao cao dau
tién ca cdy may tao nhip vao co thé cua Vi
Vin Dinh, Tran D8 Trinh va Déng Hanh Dé.

Hién nay ky thuét tao nhjp tim d& phat
trién va Ung.dung thudng qui tal vién tim
mach. Cac thiy thuéc c6 thé dit may tao
nhip cdp clu tai giudng dé clu sdng céc
bénh nhan bj cac con r6i loan nhip tim,
nglng tim nguy hiém hodc cdy may tao nhip
lau dal cho b@nh nhan. ‘

Chang t6i da sU dung cac may tao nhip
ngoai: n8l may vdi dién cyc dua vao tim bénh
nhan dé didu trj cac con nhip nhanh bang
phuong phap vugt tan s6 (May kinh thich tim
tin sé cao).

Hay diBu trj cac con nhip ch&m, bénh nhan
bl cdc con ngét. Sau khi l&p may, tim bénh
nhé&n sé dip theo may déu d&n, bénh nhén c6
thé deo may va hoat déng nhe.
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Nhdng bénh nhan bi réi loan nhip man tinh,
cac hé th6ng dan truyén biét hoa cua tim bj
t6n thuong, khéng thé hdi phuc duge. Tinh
mang bénh nhan bj de doa, tinh trang suy tim
n&ng 1én. Ching t6i da cai may dudi da dé
diéu khién tim dép.

Cac may nay vién tim mach da ldp quan
hé quéc té dugc cac t6 chlc nhan dao cung
cdp dé didu tri cho bénh nhan (mbi may gié
3.500 - 4000 USD). Tuy nhién cac bé&nh nhan-
bl bénh dugc vién cdy may didu tri chi phai
déng 118 phi rdt it

C4c may hién nay c6 thé dugc digu chinh
cac chuong trinh tU xa béing mdt may l&p
chuong trinh t ngoai. Céc théng s8 &n dinh
cho may tao nhip dugc dua vao 1 hé théng
méay tinh va sau dé truyén vao may tao nhip
ctia bénh nhan da dugc cdy. C6 loai may tao
nhip c6 b§ phén nhén cam muc nhén sau khi
dugc 1ap chuong trinh, tan s& tim sé déu dan
1én xuéng rét sinh Iy theo cac nhu ciu hoat
ddng ciia co thé. Nghia 13 khi bénh nhé&n ngu:
may tao nhip sé chi phat 60 CK/ ph va khi v@n
dong tly theo cac mic dd may sé phat tang
dan 1&n 70 - 89 - 90 - 120 CK/ph.

Vi vy Iuu lugng tim sé dugc dam bao rat
sinh 1y, ngudi b8nh khéng cam thdy mét méi.
nhu khi deo cac may tao nhip thé hé trudc kia
chi c6 dinh 1 tin s8 70 hay 72 CK/ph.

Cho dén nay, nhd sy giip dd cla"céc 4
chic qudc t& va Viét kidu, Vién tim mach da
phéi hop voi cac déng nghigp cly duge trén
40 méay tao nhip cho cac bénh nhén

Ngudi bdnh tré tudl nhét 1a 18 tudi va Ién
nhét 12 86 tudl. K&t qua rét ot

Hién tal vién vln ludn ludn sén sang cé
cac co 86 may dé cung clp phyc vy bénh
nhan dé cdu s6ng cac cén bénh rél loan nhip
nguy hiém.



Nhéan xét vé ky thuét qua 32 ca
CAY MAY TAO NHIP TIM

GS. Tran D6 Trinh , PTS. Nguyén Ngoc Tuéc , BS. Han Thanh Long
BS. Trinh Xuén Hoi , BS. Nguyén Trong Minh , BS. Ta Tién Phudc

I- DAT VAN DE

Treén thé gisi, tao nhip tim (TNT) da duge nghién cdu va phat trién tit ghn 2 thé& ky nay, dac biét
1A tit nam 1935 khi Hyman ché& tao thanh cong mdy tao nhip tim dhu tién. Tiép theo dd, nhidu téc gia
khéc nhu Zoll, Blmovist, Palkman, Meyer, Castillo, v.v... d4 khong ngitng cai tién va phét trién ky
thuat nay qua nhidu thap ky. Ngay nay, tao nhip tim da trd thanh mot k¥ thuat phd bién, hién dai v6i
nhidu chiing loai may tit gian don (VOO, AQO) dén phiic tap (DDD), tao nhip tim theo nhu chu hoat
dong co thé (VVIR, AAIR, DDIR). Céc ky thuat Holter, méy tinh dién ti chuong trinh hda, mdy vi
tinh cling dugc dng dyung trong tao nhip tim, theo d6i va quén ly bénh nhan tao nhjp tim.

Tai Vien Tim mach hoc Viét Nam, tao nhip tim da duéc ng dung ti dau nhitng nam 70, véi ca
cfy may dBu tién nam 1973 cla cdc téc gid Tran D& Trinh, Dang Hanh Dé va Vii Van Dinh. Ngay
nay, tao nhip tim da trd thanh mot ky thuat thudng quy.

Trong 3 nam 1989-1991, 32 bénh nhéan didu trj tai Vién Tim mach di duge cdy méy tao nhip tim.
Muc dich ctia d® tai nay 1a rit ra nhitng nhén xét, kinh nghiém qua 32 trudng hop cAy mdy, tif dé néu
16n mot s6 ¥ kién va bai hoc v& cdc vén de: chl dinh céy mdy, k§ thut cfy mdy, kiém sodt hoat dong
va 1ap chudng trinh cho mdy, nhadm tirng budc phét trién va nang cao k¥ thuat tao nhip tim trong
hoan cinh nudc ta hién nay.

Il

1I- DOI TUONG VA PHUONG PHAP NGHIEN CUU

1- D6i tuong nghién citu:
1.1- S6 bénh nhan la 32 ca cdy méy tao nhip tim trong 3 nam 1989-1991, tai Vién Tim mach Viét
Nam, trong dé cd 30 ca cdy méi, 2 ca thay may.
1.2- Céc loai may tao nhip tim duge nghién ciu st dung nhu sau:
Bang 1- Cac ching loai méy cdy trén 32 bénh nhén

Loai may vVl vOoO VVIR
56 lugng 23 3 6
Ty le 71,9% 9,4% 18,7%
Chi thich:

. VVI: Ventricle-Ventricle-Inhibits pacing

- VOO: Ventricle-No Sensed-No response to sensing

- VVIR: Yentricle-Ventricle-Inhibits pacing-Rate modulation

2- Phuong phép nghién ciu

2.1- Ngay tif nhiing ca cdy mdy dau tién, nhém tao nhip tim da t4p trung nghién city, vita lam via
hoc, vita rat kinh nghiém; méi ca céy méy méi deu dugc ap dung phi hgp nhitng bai hoc kinh nghiém
ctia nhitng ca trudc dé trén cac mat: chi dinh, k§ thuat cdy mdy, theo d6i hau phéu, cdy mdy, l4p
chuong trinh va quan ly bénh nhan. -

2.2- Téng k&t 32 bénh &n, mbi bénh 4n qua 3 giai doan: 1, Dién bién n¢i khoa trude ciy mdy; 2,
Dién bién trong qia trinh cfy mdy; va 3, Dién bién hau phéu céy méy (bao gdm: hgu phdy, dién bién
hoat dong méy va xi ly). Tif cdc két qua ndy, néu 16n 1 s6 ¥ kién va bai hoc trén cdc mét da néu trong
ph.kn “Dat vﬁn ‘t thl S



III- KET QUA
" 1- Hanh chinh
1.1- Tubi
Bang 2.- D¢ tudi gap trén 32 bénh nhan
Do tudi Duéi 20 21-35 36 - 50 51- 65 Trén 50 T8ng s6
_ S6 Tugng 1 4 9 16 2 32
Ty Io 3,2% 12,5% 28,1% 50% 6,2% 100% .

- Bénh nhan tré nhét duge cly mdy 13 mot nit sinh 18 tudi.
- Bénh nhan gia nh4t 12 mot lang y 86 tudi. ‘

1.2- Gidi:
- Nam: 19 ca (ty 18:569,4%).
- Nit: 13 ca (ty lé: 40,6%).
2- Chdn doén:
Bang 3:- Bénh ly giip & 32 ca cfy mdy
Chén doén bénh ly S6 lugng Ty 18
1- Bléc A/V cip 3 23 71,9%
2- Bl6éc A/V céip 3+ HH,C-HHL- ST 1 3,1%
3- Hdi ching nit xoang bénh ly 6 18,8%
4- Ebstein+H/c nit xoang bénh ly X 3,1%
5- Liét nhi 1 3,1%

3- Bién chitng (tinh trén 30 ca cdy mdy mdi)

8.1- V& lam sang: 100% s& ca cd nght Adam-Stoke, trong d6 10 ca ngét d¢ 1-2 (chigm 33,3%), 20 ca
ngét do 3-4, chiém 66,7%

> 8.2- Trén dién tim d0: ' : )

- C6 7/24 ca bléc A/V cip 3, bj xoén dinh (chiém ty 1¢ 29,2%) trong dd 4 ca chuyén sang tim nhanh
that va 2 ca rung that.

- C6 2/7 ca hoi ching nit xoang bénh ly (chiém ty 1é 28,6%) bj r6i loan nhip nhi (Tim nhanh
nhi-cudng nhi-rung nhi chuyén héa sang nhau).

3.3. C6 2 ca (6,6%) bi suy tim 40 2-3, trong d6 1 ca bl6c A/V céip 3,1 ca Ebstein + Hoi ching nit,
xoang bénh ly. :

4 Dién bién di2u tri noi khoa (tinh trén 30 ca cdy méy méi)

4.1- Didu trj cfp ciu

Bang 4.- Phuong thdc va két qua didu tri cdp ciu

Phuong thidc didu tri S6 ca Ty l& K&t qia tt
1- Tac nhip ngoai (tam thai) 12/30 40% pre
2- S6c dién 2/30 6,6% +
3- Ep tim + Bdp bdng 9(s6 1an) +
4- Truy®n Isuprel tinh mach 17(s6 1an) -+

- Phuong thuc didu trj 3 va 4 tinh biing s6 1an (tAn suét) vl céc bénh nhan tao nhip ngoai hay sc
dién cing ddu phai 4p dung 1 hodc 2 phuong thic didu trj nay. '
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- Trong 86 12 ca tao nhijp ngoai cAp citu, cé 2 ca phat tao nhip 2 1n lién tuc.

- C6 1 ca Bléc A/V cfp 3 cd r6i loan nhip th4t phic tap: xodn dinh-nhijp nhanh th4t-rung that
chuy&n hda sang nhau kéo dai sudt 8 gid, phai s6c dién téi 22 l1An, tao nhip ngoai clp cdu va da c
s6ng dugc bénh nhan. :

4.2- Didu tri lau dai:

- C6 17/30 ca (56.6%) phai diBu tri lau dai (tit 6 thang dén 2 nam).

- Phin 16n céc ca nay phai didu trj lau dai do didu kién may tao nhjp céy chua du, trong khi do
bénh nhan thudng ciing khong cé di thude nén két qia didu tri rét han ch€ hodc khong k&t qua va
cufi cung phai cly médy.

5- Chi dinh cdy may:

5.1- Chi dinh cfy mdy 1&n 1: 30 ca.

- Chl dinh cfly may Iin 2 do mdy ci hét nién han xit dung :2 ca.

- Chi dinh cfy mdy l&n 2 do méy cii bj nhiém trung: 4 ca.

- Chi dinh cfy may lin 2 do mdy cit bat dau dién cyc: 1 ca.

5.2- Chi dinh c&y m4y trong céc giai doan didu tri: (tinh 30 ca).

Bang 5.- 86 lugng may cly & céc giai doan diku tri

STT Cdy may & céc giai doan S8 ca Ty 18(%)
1 “Trong giai doan cdp ciu 6 20
2 " Sau giai doan cédp cdu 7 23,4
3 Digu tri 1au dai khong két qua 17 56,6

6- Tién trinh cdy méy tao nhip:
6.1- Dién bién phéu thuat:
6.1.1- Ca 32 ca déu ding phuong phap gay té tai ché vdi Novocain 3%.
6.1.2- Chon vi trl va phudng thic dua dién cyc vao Tinh mach: )
Bang 6.- Phuong thic va dudng vao cia dién cuc

Vi tri Dudng vao cua dién cuc Phuong thic
Thn suét W TM dudi don| TM dau | TM canh trong | Boc 1o TM | Dégilet
o3 [An fién hanh i0 25 J 31 i
S8 1An thanh céng 10 21 2 26 7
Ty 18 thanh cong 100% 84% 66,6% 83,8% 100%

6.1.3- V& mot s6 ca thdt bai: .
. - C6 3 ca di vao tinh mach dau thét bai: 2 ca do co that tinh mach, 1 ca bj rdch tinh mach (Bénh
nhan 86 tudi). X trl: 2 ca di qua tinh mach canh trong, 2 ca di vao qua tinh mach duéi don véi

Dégilet.

- Dac biét c6 1 ca trong 1an m& dBu da thét bai véi ca 3 dudng vao; tinh mach dBu 2 bén, tinh mach
cAnh trong bén phai. O ca 3 v trf chi ¢ th€ ddy dién cyc vao ldng tinh mach duge khodng 16cm, phai
ho&in cufc m8. LAn mé ti&p theo phai xit dung Dégilet qua tinh mach du6i don.

6.1.4- Chon vj trl va phuong thic viii mdy:

- Ca 32 ca dugc cfy may & ving nguc (100%)

- Trong dd: 22 ca vii méy duéi da (100%)
10 ca viii may du6i co (100%)
6 1.5- Tai bién phfu thuat:
Khong xay ra tai bi&n nao.

6.2- Chinh ly dién cyc



6.2.1- Vj trl dau dién cuc: thai gian phéu thuat vién chinh dﬁuhdien cuc vao vj trd tdi vu (88 ndi &

n;l,l;li(; 1V), trung binh mdt 10-15 phit, ca nhanh nhét 5 phit, cé nhitng ca 30-45 phut, tham chi 60
P =

6.2.2- Trong 30 ca dat dién cuc mdi, cd:

- 2 ca r4t khd khan trong viéc dua dau dién cuc xuéng mém tim va phi i i cl

; 1 tros - ! en Cy phia duéi co hoanh, cuéi cun
phai chép nhan diu dién cuc nidm hoi ngang phia trén co hoanh 2 dén 3 cm va da bi bat dau dién cuﬁ
sau 3 ngay cdy mdy, may khong din nhip. 2 -

- 1 ca Ebstein cd hoi ching niit xoang bénh ly, thi dién cyc khong thé dua duoc xubng thét phai
cubi cung phai dat dién cyuc nhi (tao nhip nhi). két qua t6t. y g gc xudng thét phai,

6.3 - Dién bién ndi khoa trong qia trinh phAu thuat

- Céc ca ciy mdy déu dugc theo doi hdi siic t6t, theo doi Dién tim (trén Monitori | dion ti
M Gy b A i & (trén Monitoring + ghi dién tim)

- C4c dién bién bat thudng chi yé&u la cac rdi loan nhip nhi, thét:
Bang 7.- Dién bién b4t thuding khi cdy may va xi trl & 32 ca

Ngét . Loan nhip
Adams-Stokes | Xodn dinh | Tim nhanh | Rung thdt | Tim nhanh | Rung nhi
Do 3 -4) that trén that
S0 o 5 3 1 i 1 1
Ve £ i Lotim | L tim S¥ ) Awme ) Abong
' ' Bdp bong Dién
Két qua Tét Tét Tét T6t Ty va Ty va

Nhip c.ban | N.co bén

- Trong 5 ca ngit Adams-Stokes cd 3 ca do xoén dinh, 2 ca do nhip qia chadm (duéi 30c/phut) vid
bléc A/V cép 3.

- Trong 3 ca xoén dinh cd 1 ca chuyén sang tim nhanh thdt r6i xoén dinh xen ké.

7- Tinh hinh nhiém tring sau cy may:

7.1- HAu hét céc ca sau cdy mdy deu cd sot nhe 37°5-38°C trong 1 - 2 ngay dau

7 1. T4t ca cdc ca déu ding khang sinh tif 5-10 ngay. Thdi gian lanh vét m& trung binh 5 - 8 ngly.

7.3 - M6t s6 ca bi tai bién nhiém trung nhu sau:

. C6 5/32 ca (15,6%) vét mé cdy mdy khong lign hin va hinh thanh 16 o tit § dat mdy, trong dé 4
ca may bi loai ra khoi § cdy, phai thay médy tao nhip méi sang vi tri d6i dién.

- Trong 5 ca nay, cé 2 ca bj nhiém trung mdu, trong d6 1 ca bi tit vong sau 135 ngay cfly mdy.

8- Dién bién hoat dong mdy tao nhip tim sau phdu thuat

8.1- C6 1/32 ca may tao nhip m&t din sau cfy méy 3 ngay do dién cuc bj bat khéi co thét, phai xi
trl thay may mdi.

8.2- C6 3 ca may dén khong deu hoac dén sau 1-3 ngay cfly mdy ma khong phai do bt diu dién
cyc. 3 ca nay da duge xit tri véi mdy lap chudng trinh tit ngoai (PROGRAMMER) didu chinh lai bién

d6 xung kich thich (PULSE AMPLITUDE) hoac do rong xung (PULSE WIDTH) phi hep, 1am may /)

ti&p tuc dén nhip.
8.3 - Trong 6 ca duge cfy may tao nhip theo nhu ciu hoat dong (VVIR) thi 5 ca da duge 14p chuong
trinh (ciing v6i may PROGRAMMER) véi tan s6 dép Ung (Response) tif 60-126 chu ky/phit.

9- Tt vong

o6 3/32 ca (9,3%) bj ti vong, trong dé:
- 1 ca chét vi nhiém trung méu.
- 1 ca chét vi rung that (& nha).
- 1 ca chét vi suy tim néng.
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ngoai.

IV- BAN LUAN

1- O nudce ta, ky thuat tao nhip tim mdi phét trién lai gap nhidu kho khan: trang thiét bi thiéu va
khéng ddng bo, ngudn mdy tao nhip cdy han ché v ching loai va 88 luong. Vi vdy, trudc mot bénh
nhan can chi dinh cdy may tao nhip, nguoi thity thude con phdi can nhée mot s6 vén déu.

1.1- Trude khi ¢y may Tao nhip tim, t4t ca cdc ca déu trai qua giai doan didu tri ndi khoa. Két
qua thu duge & muc I11.3 va II1.4 cho thdy cd 66,7% bénh nhan cd ngdt Adams-Stokes d§ 3-4; 29,2%
g6 bénh nhan bléc A/V c4p 3 bj xodn dinh, trong dd hon mot nita chuyén sang tim nhanh that va rung
thét, cdc bién ching réi loan nhip nhi va suy tim cing rét ning nd. Thyc t& nhitng bién chdng r8i loan
nhjp nay dé t4i phat va nguy hi€m. Do vy, & cdc ca ndy bao git ciing phai dat mot mdy tao nhip ngoai
cfip cdu; 4 trong s6 12 ca tao nhip ngoai cp ciu khi cdy may vinh citu méi ddng thoi rit tao nhip

Nhu vay, & nhitng bénh nhén cd bién chiing nang va kéo dai, dac biét 1a cdc r6i loan nhip thét,
ngit nang, suy tim thi cd th€ xét cdy may ngay trong hodc sau giai doan didu tri cdp ciru. Két qia §
bang 5 cho thdy 13/30 ca (43,4%) ndm trong s chi dinh nay.

Nhifng ca di2u tri ndi khoa l4u dai khong c6 két qia chi y&u vi 2 nguyén nhén: 1- Ban than bénh
Iy nang nd, vi du mot Bléc A/V cdp 3 khéng hdi phuc); 2- Khong cd thubc hoac khong di thube va
khéng duge theo dsi bdi bac sI chuyén khoa. Nhitng trudng hgp nay cing kha nhanh chéng ddn dén
céic bién ching ngay cang tang va nang, va cufi cing phai cdy mdy. 13/30 ca (56,6%) dugc chi dinh
cfy mdy trong cdc didu kién nay.

1.2- K&t qia néu 1én & bang 2 cho thay 50% s6 bénh nhan dugc cdy mdy tao nhip tim & do tudi
51-65. Day 1a d6 tudi d& chdp nhan dé cdy may tao nhip tim, vi dén cudi dvi bénh nhén cing khong
phai chju dyng nhigu hon 1-2 lan thay mdy. Nhung véi bénh nhéan 18 tudi ma phai cy mdy thi vin d@
khong don gidn, bdi 16 néu cly médy, véi tudi tho cia mdy la 8-10 nam thi d&n cuéi doi bénh nhan phai
chju dyng khéng it hon 5-6 Ian thay méy! Véi nhitng bénh nhéan nay, cdy mdy la bién phdp cudi cung.

Va trong hoan canh Viét Nam hién nay, & bénh nhan da 80-90 tudi, ngoai ly do nhan dao, thi viéc
cfly may cd 1a "lang phi” khong, d6 ciing 1a mot cau héi, can giai dap.

2- Véi titng ca ¢y méy Tao nhip tim, viéc d® ra va thuc hién t6t cdc budc va quy trinh ky thugt cé
véi trd quan trong bdc nhdt, né quyét dinh thanh cong cia tgo nhip.

2.1- Két qua & bang 6 cho thdy tinh mach d@u (trai hoac phai) duge chon la dudng vao ctia dién cuc
chi&m tAn sufit cao nhit: 25/ 38 1in (65,8%). Ty 1é thanh cdng khi di vao tinh mach dudi don la cao
nh&t (100%) nhung trit 3 1an (trong téng s6 10 1an) boc 16 tinh mach hét sic khd khan, con 7 1an khéc
phai cherg Dégilet. Tinh mach canh trong tuong déi dé boc 1, ludn di¢n cyc dé& dang, nhung cd nhudc
diém 1a dién cuc phai “tréo” qua xuong don ngay dusi da nén cé nguy cd cao bj 15i dan ra ngoai, chua
k& d&n néu khong cd ky thudt khau tai t6t cd thé lam can trd hay tic tinh mach, gay phu nda mat.

Tinh mach diu c6 vu diém la & khd néng, boc 10 khong qua khd khan, nhung ciing cd nhuge diém
12 kich ¢& nho nén ludn dién cyuc vao khd, & ngudi gia lai d& bj rdch. Tuy nhién, véi tAn suét si dyng
cao ma ty 16 thanh cbng ciing t6i 84%, néu khéc phuc duge tinh trang co théit tinh mach thi ti 1é thanh
cong cdn tang 1én nita. Vi vy, theo y kién chiing tdi, cic ca cdy mdy nén bét diu bing tinh mach dau,
tinh mach dudi don va tinh mach cAnh trong, trén thyc t& chi l1a dy phong néu dudng vao tinh mach
dau th4t bai. - ‘

2.2- Mot y&u t6 dam bao thanh cong lau dai cta tao nhip la vi tri bAm cta dién cyc. Véi djién cyc
th&t phai, trén ly thuyst vi tri bim tét nhét cia nd 12 nm siu, chéc trong co bé th&t phai ving mém
tim. Trén man anh truyen hinh khi tao nhip, dd 12 vi tri gin mém tim phia duéi bd co hoanh 1-2cm &
thi hit vao trén binh dién phing ngang, & st by sau xuong dc & 1/3 dudi & tu the nghiéng 90o. Trong
thyc t& tao nhip, khong phai bao git ciing d& dang didu chinh diu dién cyc vao duge vi trl 6, nhung
lai phai hét stic c6 géng. Két qia néu & muc II1.6.2 cho théy didu dd.

3- Trong thuc tién tao nhip o nudc ta hién nay, khi chua c6 mét phong tao nhip tim dodng b6, lgi J
khi hou néng ém, ban than may tao nhip cdy la mét di vgt kha lon déi véi co thé, do vdy nguy co
nhiém triing rdt cao.

Mac dit ca 32 ca déu diing khéng sinh tit 5-10 ngay sau cdy mdy, vy ma vln cdon 5 ca (15,6%) vét
mé khong li2n hén va hinh thanh 18 rd, tit d6 4 trudng hop bj loai mdy phai cdy méy méi. Trong 3 ca
t& vong thi 1 ca do nhiém trung méu. Vi vy viéc thyc hién t6t nguyén tic vo trung & ting khau, ting
buée cia quy trinh cfy méy tao nhip 12 mot y&u t6 dam bao thanh cong. Ching toi s& trd lai vén dd
ndy trong 1 d® tai riéng. V4i 4 ca may bj loai trén, ching toi da xi tri m8 dua mdy tao nhip ra ngoai,
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&p vao da g vj trl khac thanh m()t tao nhip ngoai didu tri iaﬁh vé&t thuong nay, sau dd cy mdy tao
nhjp khéc thay thé & vi tri d6i dién.

4- Viéc theo doi va xu tri cdc dién bién hogt dong tao nhip ciia mdy doi héi ngudsi lam tgo nhip
khong nhitng phdi c6 phuong tién (nhu mdy theo déi di¢n tim do, mdy tinh lgp chitong trinh) ma cdn
cn phdi c¢6 hiéu biét sdu sdc v@ glia trinh dién bién dién hoc éiia ddu dién cuc. :

Trong thuc t& 32 ca cdy mdy, ching t6i dd gip 3 ca mdy din khong déu hodc mit dén do hién
tugng tang nguong kich thich trén nhung § thdi gian sém hon sau cdy mdy 1-3 tulin. Céc truong hop
ndy da dugc nhém tao nhip, chu tri 1a PTS.Nguyén Ngoc Tudc dung-mdy chuong trinh hda
(PROGRAMMER) lap lai chuong trinh cho méy tao nhip. CS 2 chi s6 cd thé tac dong:

- Nguong kich thich (PULSE AMPLITUDE)
- Db rong cia xung kich thich (PULSE WIDTH)
Tiy titng ca ma cd thé tang 1 trong 2 hodc ca 2 chi s6 trén lam médy dé&n nhip tré lai.
Sau 4 dén 6 tulin, cdc ca nay cing nhu phan 16n cédc ca khéc da lap lai chuong trinh ha thép cdc chl
s6 & muc thich hop nham tiét kiém nang lugng clia méy. Dac biét véi 5 ca dugc lap chuong trinh cd

tAn s6 dép ung voi nhu cAu hoat dong co thé (60-125 chu ky/phit) da tao ra mot thay d8i 16n v& noi
dung cling nhu tinh hi¢u qua cta tao nhip tim.

V- KET LUAN

1- Cho dén nay, Bléc A/V cp 3 va Hoi ching nit xoang bénh ly (Sick-Sinus Syndrome) cd bién
ching nang hodc didu trj ndi khoa khong két qua la cac chi dinh cht y&u ctia ey may tao nhip tim.

2- Dudng vao cua dién cyc qua tinh mach dau va cy méy dudi da l1a nhitng phuong thic duge
ch&p nhén. Viéc ton trong vi trl bam t6i wu ctia diu dién cyc vao chéc co bé thdt phai ving mém tim
(v6i dién cuc that nhai) ching nhitng dat dude chi s6 thdp nhét clia ngudng kich thich, ma con 1a yéu
t6 dam bao thanh cong lau dai cia cy may. :

3- Hau nhu khéng bao gid tranh dude hién tugng loai méy tao nhip khéi 8 cdy khi § vui mdy bj
nhiém trung kéo dai. Bai hoc quan trong I phai dua méy ra khéi & cAy-bién thanh tao nhip ngoai,
diing khéng sinh va bién phap ngoai khoa didu trj lanh hin vét mé ci, sau dd cy mdy mdi & bén d6i
dién. - :

4- Trong nhitng tudn dau sau cfy may, néu cd hién tugng may khong dén dugc hodc dén khong
ddu, thl ngoai viéc ki€m tra lai vi tri bam cta dau di¢n cyc, phai xem %6t hién tugng tang ngudng
Kkich thich cia dau dién cyc va xd tri né bing mdy lap chuong trinh.

. 'Viéc lap lai chuong trinh ha thé&p & mdc cho phép céc chl 86 cia mdy & giai doan sau (sau 6 tulin
cfly méy) sé lam ting tudi tho ciia may tao nhip, cing nhu lap chuong trinh cho nhitng mdy tao nhip
theo nhu ciu hoat déng co thé (Response) s& lam tang tinh hi¢u qia cia tao nhjp tim ciing nhu chét
lugng s6ng cdu bénh nhan /.

TAI LIEU THAM KHAO

* 1- Tran D6 Trinh - Han Thanh Long
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Ky thuat va chi dinh cdc mdy tao nhip hién dai - Thong tin tim mach hoc, Ha N¢i - 1/Qay 4/1989
3- Gunter Breithardt - Martin Borggrefe-Klaus Haerten:

Role of Programmed Ventricular Stimulation and Noninvasive Recording of Ventricular late potentials
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Pacing for Tachycardias: Clinical Tramslations.
5- Pedro Brugada, M.D., Martin Green, M.D, Hoshiar Ahdollah, M.K; and Hoin J.J.Wellens, M.D:

Significance of ventricular arrhythmias initiated by programmed ventricular stimulation: the importance
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6- Pedro Brugada, M.D; Hoshiar Abdollar, M.D; Bill Heddle, MB. BS, and Fein J.J.Wellens, M.D:
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Nhén xét vé 172 ca tai bién mach méu néo
DO TANG HUYET AP

BS. P8 Quéc Hung ,

Tal bién mach mdu ndo (TBMMN) la mét
bién ching nang nd cia tang huyét ap (THA).
Trong 2 nam 1989-1990, cé 172 bénh nhan (bn)
bi TBMMN di2u tri tai Vién tim mach hoc. Muc
dich cta nghién cdu nay 1a tim hi€u phéan b6 dich
t8 hoc, mot s6 dac di€m 1am sang va hiéu qua
didu trj cia bn dd.

. D61 TUONG VA PHUONG PHAP
NGHIEN cUU

1. D6i tugng Ia nhiing bn chdn dodn va didu
trj noi trd tai Vién tim mach tit théng 1-1989
dén thang 12-1990, bao gdm 172 ca.

2. Phuong phdp nghién ciu:

a/ Tiéu chufn ch&n doan TBMMN dya chi
y&u vao sy xufit hién nhitng t6n hai thAn kinh
(deficit) xay ra dot ngot vdi cdc ddu hiéuva tridu
ching mang tinh chét khu trd cia néo va gy ra
boi cdc co ch& mach méu,

b/ Tiéu chuin ch&n doan THA va phan loai
mdc d6 dua theo qui uéc cia Chuong trinh
nghién cidu THA trong cong ddng cia By Y té&.

IL. KET QUA VA BAN LUAN

1. S6 bn TBMMN do THA phan loai theo gi6i
tinh va nam

Bang 1.
MNam S6 ca Nam ni
1989 79 42 37
1990 93 57 36
Téng 86 | 172 99 73

Né&u so v6i s6 bn trung binh héng nam
TBMMN do THA la 67 ca (Tran D8 Trinh 1990)
thi nhy vay bénh c6 chidu huéng gia tang véi ty
16 hang nam 17,8%. S6 bn nam nhidu hon nit
(phit hgp v6i y vin thé gi6i). S6 ca chét hodc qué
nang xin v8 d& chét & nha 13,95% (thdp hon s6
lidu ctia L& Van Thanh: 22,8%).

2. Vo gi6i va tubi: & cdc Ida tudi khéc nhau ty
16 TBMMN nam gi6i nhidu hon ni gi6i, trit do
tudi 75 trd 1én thl nguge lai s thé do tudi tho

GS. Nguyén Viin Ping ,

cua nit nhidu hon nam. TY 1¢ tai bi€n cao nhét & .
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GS. Tran D6 Trinh

tubi tit 55-64 (37,7%), thd nhi 1a 65-74 tudi
(31,3%). Didu nay giéng nhu nhén xét cia Pham
Khué 1988,

3. Phan b6 bn theo viung dja ly : TBMMN do
THA & thanh thi nhidu hon néng thon gép 1,6
1an, trong khi ty 186 méc THA & hai vung khong
khéc nhau cé y nghla (4,52% va 4,7%). S6 bn
phan theo khu vic hanh chinh: Ha N¢i 65,6%
(riéng noi thanh 1a 51,1%), Hai Hung 11,6%, Ha
Son Binh (cd) 9,3%, Ha Béc 5,2% Ha Nam Ninh
(cdi) 3,4%, Vinh Phu 1,7%, Béc Thai 00,58%,
Nghé Tinh (cd) 0,68%. Nhu vay dia phuong cang
xa trung tAm thl cang it cé kha nang ve Vién tim
mach TW digu trj.

4. Ty 1é méic bénh theo mua:

Bang 2
Mia 86 ca Ty lée %
Lanh 73 42,44
(tit thang 11-4)
Ndng 95 55,23
(tit thang 5-10)
Khoéng rd “

Mua lanh c6 s6 bn TBMMN it hon mia ndng.
Theo cdc téc gia Pham Khué 1988, Huynh Van
Minh 1986, Nguyén Van Dang 1990 thi mua
lanh bj tai bién nhigu hon va theo Pham Ngoc
Rao 1988 hai mua cé s6 bénh nhén bang nhau.
Sy khéc nhau nay chua giai thich dugc, song cd
mot nhén xét chung TBMMN x4y ra nhidu vao
ldc chuyén thoi tiét: gié mua dong béc, troi ndm.
Liéu cd phai phan tng thich nghi ndng lanh qué
muic cia co thé gy co manh ngoai vi va HA téng
12 mot y&u t6 nguy co TBMMN khong?

5. Thoi gian hay xay ra tai bién trong ngay:
ban ngay (ti 6.gi3dén 18.000 gid)cd s6 bn chiém
qué nita 58,4%. Dya vao tinh chu ky nhip 24 giv
cta HA: thdp nh4t trong lic ngl, bit dau tang
ngay lap tdc truéc va sau ngi day, khuynh
huéng t6i da vao budi sang (Milar Craig 1978)
cOng voi tAn sufit cao tai bién vao ban ngay cd 18
diing thudc chita THA vao budi séng t6t hon?

6. Phan loai TBMMN do HA theo s8 biéu hién
lam sang cho théy nhin ndo chiém ty 1¢ da s8



hon 4/6 cdc trudng hgp (83,1%), xut huyét néo
(XHN: 10,56%), TBMMN thodng qua (AIT: 6,4%).
So sanh v6i nghién citu Framingham: nhiin néo
(ca nghén va tic mach nao) la 72%, XHN 17%,
AIT 6% thl & Vién tim mach gap nhin néo nhigu
hon, XHN {t hon, AIT x&p xl nhau. D sao y nhia

“lam sang caa AIT ciing cd thé béo hiéu con dét
qui s& xy ra (Roger Simon 1087).

7. Hoan canh xudt hién: 57,6% bn khéng dugc
phét hién THA, 42,4% bn cd tign sit THA nhung
khOng didu tri hoéc cd didu tri nhung chua ding
céch. Ditu dd ndi 1én cong tac quan ly suc khde,
ph8 bién kién thic ve bénh trong nhan dan va
didu trj THA chua t6t. Theo didu tra THA ¢ Viét
Nam c6 téi 96,35% bn digu tri THA khong diing
céch, THA 1a nguy co hang dau gay TBMMN
(Tran D8 Trinh).

V& yéu t6 gia dinh . Gertler (1972) nghién
cttu ¢ d6i ching thdy 18% doi tugng bi TBMMN
6 me bi TBMMN, 17% cd cha bi TBMMN, 9% cd
anh em bi TBMMN va theo Smith (1983)
TBMMN véi tAn suit cao ¢ nhilng ngudi mang
khéang nguyén phu hgp t6 chic HLA Awl9. (o)
day ching toi thdy cd mot ty 1& thdp: 2,9% cd bé
hodc me hoac anh em bji TBMMN, 2,9% c6 THA

mang tinh chit gia dinh. C6 thé do khai théc tién

sii gia dinh chua t6t.

Didu kién thuan lgi gay lanh dot ngot nhu:
thm (4,7%), di tiéu dém (8,1%), udng rugu
(4,06%)... cAn dugc phong trénh nh4t 12 ngudi cé
tudi.

Bn TBMMN cd kém dai thdo duong (1,16%),
nhdi méu co tim (1,16%)... 1a nhing bénh hay
dugc ndi lién quan nhidu dén TBMMN nhung
ching t0i it gap.

8. Bi€u hién 1am sang cia TBMMN do THA:
triéu chung t6n hai thAn kinh (100%), dot qui
(87,2%), r6i loan y thic (31,9%), r6i loan than
kinh thyc vat (34,88%), ddu hiéu mang n#o
(3,38%), co cing va co giat chi (8,1%), t6n
thuong & mat (11%), r6i loan tAm than (1,16%)...
C6 mot nhan xét 1a t6n thuong liét bén phai
(44,76%) nhidu hon bén trai (39,58%), mic d¢
néng va di ching l4u dai khd hdi phuc & bén phai
ciing hon. S6 HA do sau tai bién, khi vao vién:
mic do THA vita cd s6 bn nhidu nhét (31,9%),
THA nhe (26,1%), THA réit nang (20,9%). THA
rét nhe (9,3%), THA nang (4,6%), THA gidi han
(4,6%), HA binh thudng (2,9%). Vén d@ dang luu
¥ 1a di&n bién con s6 HA.

a/ Trong 48 gid dau: ¢ 5 ca TBMMN xay ra
trong bénh vién thdy HA vot tang qua thoi diém
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tai bién, sau dd "cong thém theo doi mot s6 ca
nghu nhién dudng bi€u dién cé 3 dang;

- HA giam din xudng (58,3%).

- HA tiép tuc tang sau vai gid méi gidm xudng
(25%).

- HA giit nguyén & mdc cao (16,6%).

Nhu vay cd thé cé phan xa THA khi bi tai
bi&n trén nén THA cd tit trude. Thube ha dp cho
vao lic nay khong phai tdt ca déu cd tdc dung.

b/ Trong 7 ngay dhu ctaTBMMN: ngay thi
1,2,3 s6 HA dao dong nhidu, 3/4 trudng hgp HA
xubng nhanh, 1/4 bn HA vén tang. Nhitng ngay-
sau xu huéng 6n dinh dén.

Qua dién bi&n HA ndi trén viéc theo doi sat va
didu chinh HA la cin thiét. C6 tac gia khuyén c8
géng dua HATT xufng dudi 180-170 mnHg,
dimg lam HA tut qué nhidu.

9. Hiéu qua diu tri ha 4p: cac thudc chéng
THA duge dénh gid cdc mic do theo qui ude
chuong trinh nghién cdu THA I. Hiéu qua ti
trung binh t6i dac biét tét chi€m da s6 (87,38%).
Nhém thude duge dung nhigu: Aldomet phdi hop
véi Lasix hoac Hypothiazide.

1L KET LUAN

Qua nghién ciu 172 ca TBMMN do THA didu
tri tai Vién tim mach hoe trong 2 nam
(1989-1990) ching téi thay:

1. Bénh cd chidu hudng gia tang véi ty 18 hang
nam la 17,8%.

2. Ty 16 méc bénh & nam nhidu hon ni, thanh
thi nhidu hon n6ng thon, mia ndng nhidu hon
mua lanh. Do tudi bi tai bién nhidu nhét 1a tu
55-64. Thoi diém hay xay ra trong ngay la tir
6.00 gid d&n 18.00, két hop véi chu ky 24 giv cla
HA nén ding thudc ch6ng THA vao ban ngdy.

3. Nhiin néo chiém da s6 céc trudng hop tai'
bi&én. TBMMN thodng duge phét hién va didu tri
ding céch. Lanh dot ngt can duge luu ¥ phong
tranh dac biét & ngudi cd tudi.

5. Bi€u hién lam sang TBMMN da dang va
phitc tap. Triéu ching t6n hai than kinh ludn
ludn c6. Cdc d&u hidu vB r6i loan ¥ thic, 16i loan
than kinh thyc vat, hoi ching mang néo, ton
thuong & mét... cd gié tri d8 chdn dodn va phan
loai va tién lugng bénh. S8 HA trong nhitng git
dau ngay cia TBMMN thudng dao dong nhidu
cAn theo doi sat d€ didu chinh cho thich hgp.

6. Hiéu qua didu trj ha ap da 6 dat két qua
t6t. Thudc hay ding nhidu la Aldomet pho6i hop
véi Lasix hosc Hypothiazide.



GOP PHAN CHAN DOAN BENH MACH MAU NAO
bdng thdm do Doppler lién tuc trén céc déng mach ngoal so

I. Dgt vdn d2: Bénh mach mdu néo va tai bién
mach méu néo (TBMMN) ndi riéng la bénh cd
tinh chét thoi sy hien nay 4 tét ca cdc nudce. Ty 18
TBMMN tang nhanh song song v6i tudi tho ngay
cang cac (PHAM KHUE)va ty 1¢ chdn dodn
khong xdc dinh dugc loai cha TBMMN con cao
(ROSHETER va FRIEDERICKBERG).

Nhitng nam ghn day, DOPPLER mach ngoai
so ndo 1a phuong phdp chén dodn chic néng
chinh xdc va déng tin cay nhdt (POURCELOT
1975, FRANCESHI 1980). '

II. Muc dich nghién ciu: Trén co sd dng dung
phuong phép, gép phan chén doédn bénh mach
méu ndo trong didu kién hién nay cia bénh vién.

IIl. Phuong phép:

DOI TUONG: 14nam (n=28) khée manh,
tudi trung bonh 50, lam ching. 21 bénh nhén
(BN) nam TBMMN) va 7 BN dj dang mach méu
néo (chédn dodn AG).

PHUONG TIEN Méy DOPPLER
STEREODOP -448S (Phdp) ghi lién tuc va cd
dinh huéng. Dau do 4 MHZ, téc d6 chon 2,5 cm/s.
Bang gifly rong 64mmm, khoang 6 ly 50mm. .

Tu th& BN ndm. Dau do dat 45° véi mat da:
xu6i theo dong mdu chdy (nit chon -) trén dong
mach canh chung, cdnh trong v cdnh ngoai hai
bén.

Ngugc dong méu chdy (nit chon +) trén dong
mach mét, déng mach séng n&n hai bén.

Thoéng sd do duge:

A) Dénh gié sitc cdn tuln hoan ndo :

- Chl 86 siic can IR (POURCELOT 1975)

IR=(A-D)VA
A: Ludng méu t6i da
D: tri 86 tAm truong

- Chl s6 4p luc truyen IPP(FRANCESHI va

DEGOS 1980)

Pd (mmHg) ap lyc tAm trucng DM cénh tay

IPP =

Dep (cm/s + 1) 16¢ do tam trudng DM cAnh géc
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B) Dénh gid khdu kinh dong mach :
(FRANCESHI va DEGOS 1980)
Ty s6 canh

{
DCI (cmys) t8c dO tAm trudng DM cénh trong
RC =

Dep (cm/s) 16¢ 40 tam trudng DM canh g6c

C) Gia tang tée do tam thu:
VS (cm/s) = A - Dcp
D) Téc dé tam truong Vd (cm/s)
E) Chidu déng mach mat
Két qud DOPPLER mach ngoai so:
- Trén ngudi khde manh tudi trung binh 50:
Chli s6 sic can IR = 0,66 + 0,08
Chi 88 ap luc truygn 3,326 + 0,21
Ty s6 canh (RC) = 1,31 + 0,2 cm/s
Khéng cd t6c do tam truong 8 DM canh
ngoai
Téc 46 tAm truong DM canh trong 21,12+
1,7 cao hon DM canh géc (17,32 + 3,6) va d/m
sfng n&n (8,41 + 1,8). Do dugc do tam. thu & tét

ca cdc dong mach, cao nh&t DM canh ngoai 37,8
+ 4,2 cm/s

Chidu huéng dong méu ddu (+).

. Sy khéac bi¢t giita gid trj do trén BN
(TBMMN) va di dang mach méu néo) v&i ngudi
binh thudng la cd ¥ nghia (P 0,05).

. 21 TBMMN c6 14 BN téc dong mach cinh
trong & cao (10 trude va 4 sau chd phén chia d.
m. mét) 4 cd hoi ching tign téc d.m canh trong
doan ngoai s¢. 3 BN khong xdc dinh duge.

- 7 BN dj dang mach mdu néo: Phinh DM:4

Phinh DM?TM (u mach thé hang): 1. Thong
dong mach canh xoang hang: 1. Khong xdc dinh
duge: 1.

IV. Nhan xét va két lugn:

- 18 trén 21 BN cd TBMMN c6 thiu médu do
téc mach. )

- Thong s6 IR, IPP, RC (tang) cd gia tri 16n
nhét trong hoi ching tidn tic d.m. canh trong



doan ngoai so (phu hop tiéu chuén cla
POURCELOT va FRANCESCHI).

. Téc d.m. canh trong & cao IR tang Vs giam
Vd giam trén d.m. canh g6c, canh trong cung v6i
xéc dinh chidu d.m. mét va hinh &nh hai pha khi
ép d.m. thai duong da nang cao chét lugng chén
dodn va ddnh gia tinh trang cong Willis.

- Khi IR gidm, Vs giam, Vd tang bdt thudng d hé
~ canh cAn nghi t6i di dang mach méu néo.

- Phucng' phap la déng tin cay va cho phép
nang cao chit lugng chén doan, dinh hudng cho
didu trj ding ddn hon trong céc bénh mach mau
nio. '

. D€ dénh gia tinh nhay cam cia phuong
phép cin dugc lam rdng réi va trén s6 lugng l6n
hon.
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CAC BIEU HIEN LAM SANG
VA CACH SU TRI SUY TIM

Bédo cfio ciia BS Warren Toews

Ngudi dich: BS Tran Van Pdng, BS Pham Qudc Khénh, BS Ta Tién Phuéc

Slide 1
CHF - CLINICAL ASPECTS

In the previous lecture, Idefined CHF as a
syndrome, or group of Signs and symptoms,
caused by the heart’s inability to supply the
body’s metabolic requirements primarily for 02 -
and by the various mechanisms used by the body
and the heart to compensate for that inability.
This is certainly complete.

Slide 2

CHF represents a complex clinical syndrome
characterized by abnormalities of LV function
and neurohormonal regulation, which are
accompanied by effort intolerance, fluid
retention, and reduced life expectancy.

This definition, I think, is much more concise
and, for the cardiologist, makes the most sense.
It mentions 2 of the most important
pathophysiologic abnormalities abnormal
ventricular function and neurohormonal or

" meuroendocrine regulation. It also mentions the 3
majoy symptoms of CHF.

CHF makes you tired and unable to periorm
exercise.

CHF makes you retain Na{+} and water an’

causes edema of the lungs and the rest or the
body
CHF makes you die.

Slide 3
2.5 million patients in USA.
400000 new patients per year.
240000 deaths per year.
40% sudden
40% from pump failure
20% from complications

VIEN TIM MACH HOQC VIET NAM

Hinh chiéu 1

Trong bai gidng trudc, t6i dd dinh nghia suy
tim W tré 13 mot hoi chiing hodc mdt nhém céc
ddu hiéu va cdc hoi chdng xuét hién do tim m4t
kha nang cung cip 6xy cho nhu ciu chuyén hda
ctia o thé va do cd th& va tim sit dung céc cd ché
khéc nhau dé bu trit lai: Didu dd chéc la day di.

Hinh chiéu 2

Suy tim ¢ tré 12 1 hoi ching lam sang phic
tap duge dic trung bang nhiing bdt thudng v&
chdc néng that trai va didu hda than kinh hdc
mon, 1am cho kha nang chju dyng ging sdc kém,
1 tré dich va tudi tho gidm.

Dinh nghia nay, theo to6i nghl, ngin gon hon
nhidu va déi vdi cac nha tim mach hge, nd bao
gdm ¥ nghia chi y&u. N6 da d& cap dén 2 bat
thudng sinh ly bénh hoc quan trong nhét dd la
b&t thudng v& didu hoa than kinh hocmon va
than kinh noi tigt. N6 cling d& cdp dén 8 trigu
ching chi yéu cia suy tim o tré.

Suy tim lam cho bénh nhan mét méi va khong
thé thuc hién ging sic dugc.

Suy tim lam bénh nhan git Na{+} va giit
nu6c gay ra phit phdi va phu toan co thé. '

Suy tim s& lam cho bénh nhén t vong.

Hinh chiéu 3.

O Hoa Ky c6 2,5 triéu bénh nhan suy tim. Mé&i
nim cd thém 400.000 bénh nhan mdi. M&i nam
¢é 240,000 bénh nhan ti vong.

40% chét dot ngdt
40% chét do tim khong bam duge
20% chét do cdc bign ching.

O Hoa Ky u6c tinh cd khodng 2,5 tri¢u ngudi
bj suy tim vd méi nam cd thém 400.000 bénh
nhan méi. M6i nam cd 240.000 ngudi 3 Hoa Ky
chét vl suy tim. Vao khoang 40% s6 bénh nhan dé



In the USA, there are an estimated 2.5 million
people that suffer from CHF, with an additional
400000 new cases each year. CHF also Kkills
240000 people each year in the USA. About 40%
of those people die suddently from arrhythmias,
about 40% die from progressive pump failure,
and about 20% of those people die from other
complications, including pneumonia, renal...
failure, pulmonary embolism, or coronary or
cerebrovascular disease. Clearly, CHF is a
serious problem in my country and I am sure
that it is in your country as well.

Slide 4

Backward CHF congestive symptoms

Forward CHF poor biood flow

As we consider the treatment of CHF. It is
quite useful to consider 2 very old concepts. The
concept of Backward CHF was proposed by
James Hope in 1832. He stressed that as the
heart failed, that blood returning from elither the
systemic or pulmonary venous systems would not
be able to get through the heart - causing a
backup with edema in those tissues. We now say
that an increase in Preload may exceed the
Preload Reserve Limit and that pulmonary or
systemic edema will be the result.

Mackenzie, in 1913, stressed the Forward
parts of CHF when he talked about poor exercise
tolerance. We now recognize this as poor tissue

02 delivery due partly to low Qs and partly to
Renin - Angiotensin and Catecholamine induced
peripheral vasoconstriction. Skeletal muscles
become weak and tire easily.

As we consider the patient with CHF, we
know that - although .one or another of these
problems may dominate - we must often treat
them both.

SLIDE 5

Diagnosis of CHF
Appearance
Signs of Adrenergic Activity
Rales in the lungs
Distended Neck veins
Hepatojugular Reflux
Preripheral Edema
Pleural Effusion.

b chét dot ngot do loan nhip tim, khodng 40%
chét do tim giam dan sdc bom va khoang 20%
chét do cac bién ching khdc nhu viém phéi, suy
than, nghén mach phdi, bénh. dong mach vanh
hosc mach méu niio. RG rang la suy tim 12 mot
véin d& nghiém trong & ddt nudc ching toi va toi
chéc ring & d&t nudc cdc ban cing nhu vay.

Hinh chiéu 4
Suy tim hudng lui: Cac triéu ching d tré
Suy tim huéng tién: Tudi méu kém.

Khi xem xét vin d@ didu tri suy tim  tré thil
didu cd ich 1a xem xét 2 khéi niém da rét cd.
Khai niém vé suy tim huéng lui do James Hope
dua ra nam 1832. Ong da nh&n manh rang khi
qua tim suy, ddong mau trd ve tit khac hé théng
tinh mach hé thong hodc tinh mach ph8i sé
khong thé di qua tim duge, do dé cé khuynh
huéng lui trd lai giy ra phu & céc t8 chic nay.
ngay nay ching ta ndi ring mot sy gia tang tidn
ganh c6 thé vugt qua gidi han du trd tién génh
va gay ra phu phdi hoac phil hé théng

Nam 1913, Mackenzie da nh&n manh dén
phan huéng tién cia tim suy khi 6ng ndi vé& kha
ning chiu dung ging suc kém. Ngay nay ching
ta bigt didu d6 1a do cung c&p Oxy cho t8 chic
kém ma mot phin la do cung lugng tim thédp va
mot phin do Renin Angiotensin va Catecholamin
gay ra co mach ngoai bién. Cac cd bép trd nén
y&u va d& bj mét moi.

Khi ching ta s& trl 1 bénh nhan suy tim thi
di 1 trong 2 véin d& ndi trén cd th€ ndi bat hon
nhung ching ta vin phai didu tr ca 2 vén d& dé.

Hinh chiéu 5
Ch#n dodn suy tim U tré.
Sy xuft hién cua:

_ Céc d4u hiéu hoat dong giao cam.
Céc tiéng ran & phdi. ’
Tinhmach c8 ndi.

Phén hdi gan tinh mach c8.
Phi1 ngoai bién.
Tran dich mang phdi.

Suy tim @ tré 12 1 hdi ching. Viéc chén doédn
n6 doi hoi 1 s6 cac d4u hiéu va triéu chdng trén
bénh nhan, bénh cd th& xufit hién cfp tinh hodc
mén tinh. Trong trudng hgp man tinh, bénh
nhAn thudng xanh xao, dau chi thudng lanh va
duge tudi mau kém. Ho hay bj suy mdn va tec
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Since CHF is a syndrome, it requires the
presence of a number of signs and symptoms to
make the diagnosis. These patients often appear
either acutely or choronically ill.

Chronically ill patients are often pale, With
cool and poorly perfused distal extremeties. They
often appear cachectic with very poor muscle
mass. They usually have a somewhat rapid heart
rate, unless heart block is present. This and their
cool extremeties often moist

With a cool sweat reflect increased adrenergic
activity. The pulmonary edema is obviously due
to excessive preload. They complain of dyspnea
or shortness of breath. This is due to decreased
lung compliance and increased physiologic dead
space in the lunggiving them the feeling that
they must breathe more deeply and rapidly.
Unless there is acute decompensation, however,
arterial blood gases are usually normal.

Signs of systemic venous congestion also often
occur. Because of increased preload on the right
side of the heart, the jugular veins may be
distended, as may the liver. Orthopnea and
Paroxysmal Nocturnal Dyspnea are also signs of
systemic venous congestion, because they are
caused by redistribution of blood to the chest
from the lower part of the body when patients lie
down. Some patients may by unable to lie down
due to these symptoms and must sleep, sitting
upright. Some  patients will have a
non-productive cought at night only due to mild
pulmonary edema.

Pleural effusions are a result of increased
preload from the RV just as pulmonary edema
results from the LV. Pleural effusions are due to
excessive central venous pressure so that lymph

fluid in the thoracic duct cannci enter the veins

in the neck.

It is also important to try to find out how the
patient feels during exercise. Patients may feel
quite well when resting, but may become more
dyspneic with exercise, or fatigue much more
easily than they had previously.

Slide 6

NYHA Functional Classes

I no symptoms at rest or exercise

II no symptoms at rest but symptoms with
ordinary exercise

III no symptoms at rest but symptoms with
less than ordinary exercise

|

nho cdc co. Bénh nhan thudng cd tan sd tim hoi
nhanh tri khi ¢d bléc tim. Bi€u hién nay va keém
vdi diu chi lanh, &m, vA md héi la phan dnh hoat
dong giao cAm tang. .

Phi phdi r6 rang la do tang tién ganh qua
mue. Bénh nhan thudng kéu khd thd. Khd thd la
do kh& nang dung nap ctia phdi gidm va khoang
chét sinh Iy cia phdi tang lam cho ho cAm thdy
rang ho phai thd sau hon va nhanh hon. Tuy
nhién, trit khi cé sy mat bu edp tinh con thl céc
thanh phan khi mdu dong mach vén binh
thudng.

Céc ddu hiéu 4 tré tinh mach dai tuain hoan
cling thudng xdy ra. Vi tién ganh tang ¢ tim phai
nén tinh mach canh c¢d thé ndi cing, gan cd thé
to. Khd thé khi nAm hoac khd thé kich phat ban
dém ciing 12 nhiing d4u hiéu 4 tré tinh mach dai
tudn hoan bdi vi khi bénh nhan ndm do cd su
phan bd lai dong mau ti phin dudi co thé va
ngyuc nén gay ra khd thd. Mot s6 bénh nhan cd
thé khong nam duge do cac triéu ching nay va
ho phai ngt ngbi. M6t s6 bénh nhén cd ho khan
vé ban dém, chi 12 do phu phdi nhe gay ra.

Tran dich mang phdi 1a hau qua cuta tang tign
ganh déi véi th&t phai ciing nhu phu phdi la do
tang tién ganh d6i vai that trai.

Tran dich mang phdi 1a do ap lyc tinh mach
trung tAm tang qué muc dén ndi dich bach huyét
& trong 6ng nguc khong thé dé vae cdc tinh mach
& c8. Mot didu cing rét quan trong phéai xdc dinh
dugc bénh nhan cam thdy gi trong khi gang sic.
Bénh nhén cd th& cAm thiy binh thudng khi nghi
ngoi, nhung cd thé trd nén khd thd khi gang sidc
hoac mét mdi hon nhidu so véi irude khi bi suy
tim. :

Hinh chiéu 6

Phan loai chic nang NYHA

Loai I: Khong cd triéu ching lic nghl ngai
hoac ghng siic.

Loai II: Khong cd tridu ching ldc nghi ngoi
nhung xudt hién tri¢u ching khi lam
cong viée thudng nhat,

Loai III: Khong c6 tridu ching lac nghi ngoi

nhung triéu ching xuféit hién khi lamn
1 cong viée nhe hon thudng nhét

Loai IV: Céc triéu ching xuét hién ca lic nghi

ngoi va chi ¢ thé€ hoat dong r4t nhe.

Khi ban phai cham séc 1 bénh nhan trong mot

thoi gian dai va dac biét néu ban mubn so sdnh
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IV symptoms at rest and able to do only a
little exercise

As you take of a specific patient over a long
time and especially if you wish to compare
patients with different degrees of CHF, it is
useful to use some kind of functional
classification. This one was initially used by the
New York Heart Association. This kind of
classification lets you know whether your
treatment is being effective or not.

Slide 7

Management of CHF

Eliminate Underlying Cause
Eliminate Precipitating Factors
Control Symptoms of CHF

The first step in managing the patient with
CHF is to determine whether or not you can
treat. the underlying cause. Can you make that
cause go away? If yes, you will be much more
effective than if you try only to treat the
symptoms.

In most patients, however, you cannot make
their heart disease go away. So you must treat
them with their heart disease. However, most
patients with an acute increase in their CHF
actually have fairly stable heart disease. Their
new symptoms are related to a Precipitating
Factor. In one hospital in the USA, such a factor
was identified in over 93% of all patients with an
* admitting diagnosis of CHF. Most commonly, the
patient has a change in the treatment. For
example, the patient may not understand that
they must continue to take the medicine even
though they feel better. If they stop the medicine
.or reduce the dosage, they may fell worse again.
The second most common factor is the onset of
cardiac arrhythmia. This reduces the efficiency
of the heart and make the CHF worse, even
though there has been no change in the
myocardium. A good example is Atrial
Fibrillation complicating CHF due to Mitral
Stenosis. Often, the ventricular rate is fast, so
that myocardial O2 consumption is increased and
there is less time for diastolic filling of the LV so
that pulmonary edema increases. The third most
common cause is an infectious complication:
pneumonia, sepsis, or infective endocarditis. This

increases the body’s oxygen consumption and .

cardiac output must rise accordingly. In the case

cac bénh nhén c6 cdc mic do suy tim khdc nhau
thi sit dung cdch phan loai v& chiic nang la rét cé
lgi. Hoi tim mach hoc New York da sit dung cdch
phan loai nay 1an du tién. Céch phan loai nay
cho phép cic ban biét didu trj cia ban cd dat
dugc hiéu qua hay khong.

Hinh chiéu 7

Xu trl suy tim  tré :

Loai trif nguyén nhan co ban

Loai trif cdc y&u t& thic ddy
Khdng ché cdc triéu ching suy tim

Buéc diu tién trong xi tri cac bénh nhan suy
tim 12 x4c dinh xem lidu ban cd thé didu tri duge
nguyén nhén co ban hay khong. Ban cd thé triét
thoai dugc nguyén nhan dé khong? Néu dugc thi
ban sé& dat hiéu qua 16n hon nhidu so vdi viéc digu
tri triéu ching don thulin. '

Tuy nhién, & hau hét cic bénh nhin ban
khong thé triét thodi bénh tim ctia ho duge. Vi
vay ban phai didu tri bénh nhén véi bénh tim cla
ho. Tuy nhién & hiu hét céc bénh nhan bi 1 dgt
suy tim cp tinh, thyc ra bénh tim ctia ho thutng
kha 8n dinh. Céc tridu ching méi ciia ho thuc ra
1a do céc y&u t8 thic ddy gy ra; trong mot bénh
vien & Hoa Ky, cdc yéu t6 thic diy nhu vay
thudng phat hién duge trén 93% cdc bénh nhéan
¢6 chén doan khi vao vién la suy tim.

Y&u t6 thic ddy thid nhdt 1a bénh nhan da
thay déi ch& do didu tri. Vi du nhu bénh nhén
khéng hidu dugc rdng ho phai tiép tuc ubng
thudc ngay ca khi ho cam thdy da khdi bénh. Néu
nht ho nging thuSc hodc giam nhidu lugng, hg
86 thdy bénh nang trd lai. Yéu t6 thic ddy thudng
gap thi 2 1a sy xudt hién cta loan nhijp tim. Loan
nhip tim lam gidm hiéu qua co bdép cia tim va
lam cho suy tim néng lén ngay cd khi khong cd
thay d6i gl v& co tim. Mot vi du t6t 1a rung nhi,
bién ching clia suy tim do hep hai l4. Thudng tan
6 that nhanh, nén tiéu thy 6 xy cla co tim tang
v thdi gian d6 diy tam truong thét tréi rét ngén
dén muc phii phéi tang lén. Nguyén nhan thudng
gip thid 3 1a 1 bién ching nhiém tring nhy viém
phéi nhiém trung hodic viém noi tm mac nhiém
khufn. Nguyén nhan lam ting tiéu thu 0 xy cla
co thé va cung lugng tim phai tang lén theo.
Trong trudng hgp viém ndi tdm mac nhiém
khudn, c6 thé cé sy mét b cdp cla chinh qué
tim.
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of endocarditis, there may be
decompensation of the heart itself.

Finally, once you have ruled out the possibility
of curing the heart disease or treating the
precilitating factors, you are left with treating
the CHF itself.

Slide 8

Management strategy

Decrease Workload on Heart

Increase Systolic Function

Control Excessive Na{+} and Water

This is a simple management strategy for
thinking about the treatment of CHF. It has 3
equally important parts. The first is to make it
easier for the heart to do its job. The second is to
make the heart stronger. And the third is to
control pulmonary and systemic edema.

Slide 9

Determinants of Qs

Heart Rate

Preload

Afterload

Contractility

These three treatment strategies bring us
back to the 4 determinants of cardiac output,
that we discussed in the lecture on
Pathophysiology.

If heart rate is too low, then the stroke
volume will not be large enough to compensate.

If it is to fast, then diastole will be too short, and
there will be an increase in preload for the LV.

Preload as part of the Frank-Starling
Mechanism is good as long as the patient is below
‘the Preload Reserve Limit. Above that limit
venous congestion occurs.

Afterload is the work that the ventricle must
perform to force the blood into the aorta. If the
SVR is increased, then the workload is higher.

Contractility is the strength of contraction of
the myocardial cell.

The proper approach to the patient then is to
evaluate all of these factors and design a
treatment program to make all of these better.

Slide 10
Salt restriction - Diuretics - Venodilators

1

acute’

Cudi cung khi ban da loai trit kha ning cd thé
chita duge bénh tim hodc didu trj cdc y&u té thic
ddy thi ban chi con cd mdi mét cdch la didu trj
ban than ching suy tim. ;

Hinh chiéu 8

Chién lugng didu trj :

Giam génh nang cong viéc d6i v6i tim

Tang cudng chic néng tAm thu

Kh6ng ché sy « thita natri va nude

D4y 1a 1 chién luge xir ly don gidn dé€ didu tri
suy tim . NG bao gdm 3 phln quan trong ngang
nhau. Dau tién 12 phai lam cho tim thyc hién
cong viéc cia né d& dang hon, thd 2 1a lam cho
tim manh hon, va thd 3 1a khéng ch& phu phéi va
phit hé théng. :

Hinh chiéu 9

Céc y&u t6 quyét dinh clia cung lugng tim la:
Thn s8 tim

Tién génh

Hau ganh

Luc co bdp

3 chién lugc didu trj nay dua ching ta trd vé
véi 4 yéu t6 quyét dinh cung lugng tim, didu nay
chiing ta da thao luan trong bai v® sinh lf bénh
hoc.

Né&u tin 86 tim qué th&p, th& tich nhat bdp &
khong di 16n dé€ b trit. Néu tn s8 tim lai qud
nhanh, thi tAm truong s& qué ngin vi 88 ting
titn ganh d6i véi that tréi.

Tign génh la 1 phln cie cg ché
Frank-Starling, né chi t6t chitng nao béuh nhén
& duéi giéi han dy trit  ti®n ganh. Qué gidi han

" nay thl & tré tinh mach sé& xdy ra.

Hau génh 1a cong ma tAm th4t phai thyc hign
dé€ ddy mdu vao dong mach chi

Né&u nhu stic cAn mach hé théng tang thi cong
dd tang lén. .

Luyc co bép la sic manh co bdp ciia t& bao co
tim P s

Nhu vay céch gidi quyé&t thich hgp déi véi
bénh nhan la dénh gis todn bd cdc y&u t6 nay va
thiét ké& ra 1 chuong trinh didu tri d& lam cho tat
cA céc y&u t6 do t6t hon.
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As you recall from our last lecture, the
Frank-Starling Mechanism is a very important
adaptive mechanism in CHF. However, it may go
too far, so that the patient exceses the Preload
Reserve Limit and developes pulmonary edema.
The treatment for this is to reduce the
circulating blood volume by encouraging more
urine output. In my patients are often placed on
restricted diet. Diuretics are often useful as well.
Finally, the nitrates are selective venodilators, so
that the veins are made larger, and they can hold
more blood, so that less is returned to the heart.

Slide 11

Most common diuretics

Thiazides

. Chlorothiazide
Hydrochlorothiazide

Loop Diuretics
Furosemide
Ethacrynic Acid
Bumetanide

Potassium Sparing
Spironolactone

This slide lists the most commonly used
diuretics in the USA. I would say that
Furosemide is the single most common diuretic.
" The loop. diuretics all act by preventing the
reabsorption of Cl{-} in the ascending limb of the
Loop of Henle in the kidney, so that Na{+} is
kept in the lumen of the loop and water as well.
The thiazides act in the distal convoluted tubules
of the kidney by blocking further reabsorption of
NaCl. The presence of excess Na{+} in the distal
tubule causes Na{+)} to be exchanged for K{+}
and H{+} by another mechanism, causing
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* Hinh chiéu 10

Han ché& mudi - Cac thudc 1gi ti6u - Cac thudc
gian mach.

Nhu céc ban nhé lai tif bai trudc cd ché& Frank
Starling 1& 1 co ch€ quan trong trong suy tim.
Tuy nhién nd cd thé di qua xa dén mic vugt qua
gi6i han dy trit tidn génh va xufit hién phi phdi.
Muén didu trj vin d& nay, ta phai lam giam té
tich méu luu thong bing céch ting luu lugng
nude tidu. O nudc ching tdi, bénh nhén thudng
phai tuan theo ché& d6 an han ch& muéi. Céc
thubc 1gi ti€u thudng rit cd ich. Cubi cung ta cho
cdc thubc nhém nitrate la cdc thudc chuyén tri
gian tinh mach nén céc tinh mach dugc gién to
thém va ching cd thé gii lai 1 lugng 16n méu vi
thé& lugng mdu trd vé tim it hon.

Hinh chiéu 11
Céc thudc lgi tiu thong dung nhét
Thiazide
Chlorothiazide
Hydrochlorothiazide
Céc thudc lgi ti€u vong
Furosemide
Axit Ethacrynic
Bumetanide
Céc thudc lgi tiu giit kali
Spironolactone. .

Hinh chigu nay liét ké cic thu6c lgi ti€u théng
dung nh&t & Hoa Ky. Toi muén ndi ring
Furosemide 12 thudc lgi ti6u thong dung nh4t tt
ca cdc thudc lgi tiu vdng téc dung bing céch
ngan can sy tai hép thu ion Cl & nhénh len cia
quai Hénlé trong thén, chinh vl vy natri dugc



hypokalimia and alkalosis 2 complications «i
therapy with these drugs. Aldosterone
encourages this exchange and aldosterone inhibit
itincreasing urinary losses of Na{+} and
retaining K{+} in the blood. Spironolactone has
little diurtic effect by itself, and is used primarily
to prevent K{+} loss.

Furosemide may also be a mild vasodilator. It
has been shown to be helpful temporaruly even
in patients with renal failure. One complication
of therapy with loop diuretics is that of
Nephrocacinosis excessive Ca{++} loss in the
urine with calcification of the collecting systems.
The thiazides counteract this. In patients
requiring long term high dose loop diuretics, I
often use these 2 kinds of diuretics together. By
working in 2 different locations in the kidney,
they are synergistic with each othr, and the
thiazide prevents or reserves the
nephrocalcinosis. Spironolactone may have to be
used with them both.

Slide 12
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You must remember that the only purpose for
the use of diuretics is to reduced preload to a
level ¢ wich edema is no longer a problem.

" Diuretics do not improve cardiac output and

excessive diuresis may actually reduce cardiac
output by making the heart move down the FS
curve. Therefore, if dyspnea and peripheral
edema are controlled, you are using enough
diuretic.

Slide 13

The next determining factor to consider in the
management of CHF is afterioad. Afterioad is
the sum of all of the things which oppose ejection
of blood by the ventricle Among those is SVR.

gitt lai trong long quai Henle va nudc cing vay.
Céc lgi ti€u thiazide, tdc dong vao 6ng lugn xa
cia than biAng cdch ngan chan sy tai hdp thu
thém NaCl. Sy <6 méat qud nhi®u ion natri véi ion
ka li va ion H bang co ch& khéc, gy ra ha kali
méu va nhiém ki®m - 2 bién ching didu tri cla
cac thudc nay. Aldosteron lam tang sy trao ddi
ndy va cédc thu6c khéng aldosteron nhu
spironolacton tc ch& quéd trinh nay lam tang sy
mé&t natri qua nudc ti€u va gii kali trong méu.
Spironolacton ban than nd cé tdc dung lgi tidu
rt {t va nd dugc sit dung d€ dy phdng mét kali.
Furosemit cing cd th& 1a 1 ch4t gidin mach nhe.
NG da to ra 13 hitu {ch 1 cach tam thoi ngay ca &
cdc bénh nhan suy théan.

Mot bién ching didu trj ctia cdc thube lgi ti€u
vong l1a nhiém canxi than mdt canxi qud mic
trong nuéc ti€u véi su canxi héa hé théng 6ng
gop. Céc lgi ti€u thiszide lJam mét tdc dung nay.
O nhitng bénh nhan doi héi sit dung lidu cao dai
han céc thuéc lgi ti€u vong, téi thudng sit dung
k&t hgp 2 loai Igi ti€u nay véi nhau. Do tdc ddng
d 2 vi tri khdc nhau trong thén, ching cd téc
dung hgp ddng véi nhau, ddng thoi lgi ti€u
thiazide ngan can va |am thodi trién su canxi hda
than. Spironolacton cd thé€ dugc sit dung vdi ca 2
loai lgi ti€u nay.

Hinh chiéu 12

Céc ban cin nhd rdng muc dich don déc cia

. viée sit dung cdc thubc lgi tiu chi 1a giam tign

ganh t6i 1 mic ma ¢ mic d6 phis khéng con la 1
véin 48 nita. Céc thudc lgi ti€a khong lam caéi
thién cung lugng tim va ddi nhidu qud mdc cd
thé l1am gidm cung lugng tim do [am tim chuyé&n
dich ha mic dudng cong Frank Starling xufng.
Bdi vy néu khd thé va phi ngoai bién da dugce
kho6ng ché thi coi nhu céc ban dang sif dyng di
muc lgi ti€u rdi.
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Eichna and his associates ¢In 1951 first
described the use of vasodilators in patients with
CHF. They noticed that treatment of severe
hypertension with arionad, a potent ganglionic
blocker, in a patient with CHF resulted in
improved Qs. Since then, the use of Vasodilator
Therapy or Afterload Reduction Therapy has
become very conornon in the USA. In fact,
vasodilators often replace Digoxin as the first
drug of choisce after diuretics.

You will recall our old friend, the pressure -
volume loop. This shows the effect of increased
afterload -in a patient who cannot increase
contractility to counteract that. The end-systolic
pressure goes up and the stroke volume goes
down. The effect on cardiac output is shown by
this other graph on this slide. Il you can reduce

_the afterload, then the stroke volume and Qs will
come up again. That is the very simpie
explanation for the use of Vasodilators. These
agents have been shown time and again to
reduce SVR and result in an increase in Qs.

Slide 14

By reducing after load and improving Qs,
these drugs also improve renal blood flow and
make the heart less dependent on the Frank -
Starling ,chanism for cardiac output.

although these drugs have very little if any
effect on contractility, they do move the the FS
curve up and to the left.

CARDIAC OUTPUT
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Yé&u t6 quyét dinh tiép theo d& can nhéc vige
xi tri suy tim la hau ganh. Hau ganh la téng tét
cA nhitng yéu t§ chéng lai sy t6ng méu cia t&m
that. Stc can mach hé thdng 1& mdt trong céc yéu
td nay. Nam 1951 Eichna va cdng sy cua ong lAn
dau tién da st dung cdc thudc gidn mach & bénh
nhan suy tim. Ho da nhén th&y ring vigc didu tri
tang huyét 4p ning bang arfonad, mot thudc cd
kh& nang phong b€ hach & 1 bénh nhan cd suy
tim thi cung lugng tim dugc cai thién. Tit dd viée
si dung liéu phap gidn mach hoéc liéu phdp giam
hau génh da trd nén rdt phé bién & Hoa Ky.
Trong thue t&, cdc thube gidn mach thudng thay
thé& Digoxin nhu la thudc dau tién dudce lya chon
sau céc thudc lgi ti€u.

Chiing ta hay nhé lai ngudi ban cd cha ching
ta 1a vong néi 4p luc - thé tich. N6 cho thédy téc
dong cta tidn gdnh tang & mot bénh nhan khéng
o6 kha nang tang lyc co bdp, d€ trung hoa tic
dong dd. Ap lyc cubi tam thu tang lén va thé tich
téng méu gidm xuéng. Mot bifu db khdc trong
hinh chigu nay chl ro téc dong 1én cung lugng
tim. N&u nhu cdc ban cd thé lam gidm héu
ganhthi thé tich téng méu va cung lugng tim sé
lai tang lén. DG la sy gidi thich rét don gian d8i
véi viéc st dung céc thudc gian mach.

Céc thuéc ndy da ching to nhidu 1An 1a cd tac
dung lam giam sdc cadn mach hé théng ma k&t
qua la 1am cho cung lugng tim tang lén.

Hinh chiéu 14

Do 1am giam hau génh va cai thién cunglugng
tim. Cdc thuéc ndy cing lam tang ddong méu dén
than va lam cho tim b6t phu thudc vao cd ché
Frank Starling v& cung lugng tim.

Mac dit cée thube nay cd rét it hodc khdng cd
tac dung lén lyc co bdp, ching vén lam chuyén
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Slide 15

Vasodilators
Prazocin
Hydralazine

ACE Inhibitors
Nitroprusside
Phentolamine

there are a number of vasodilators availble in
the TJSA for this Purpose. Hydralazine was one
of the first to be used clinically because of our
experience with its use in hypertension. Thi drug
is a pure arterial dilator. It reduces SVR but has
a high incidence of side effectsg the worst being a
syndrome like Systemic Lupus Erythematosis
with a skin rash and thrombocytopenia. Prazocin
was developed. back in the mid - 1970's as an
antihypertensive agent and also was used for
awhile as an F\Afterload Reducing drug. It turns
out not to be very wuseful because of
tachyphyllaxis. After a few days of treatment,
the patient becomes less responsive to it.

The ACE inhibitors are currently the drugs of.
choice for this purpose. These drugs Captopril
and Enalapril inhibit the formation of
Angiotensin so that they block the majority of all
of the neuroendocrine problems of heart failure.
Reduced angiotensin II reduces Adrenal
production of Aldosterone, so that renal Na and
Water retention is reduced. It also reduces the
production: of Antidiuretic Hormone and
Arginine Vasopressin. Finally, it reduces the
peripheral vasoconstriction of CHF. QS
improved and skeletal muscle blood flow is
improved resulting in improved exercise
tolerance.
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dich dugc duding cong Frank Starling lén trén va
sang trai.

Hinh chiéu 15
Céc thudc giain mach:
Prazocin
Hydralazin
Céc thubc tic ché mem chuy&n angiotensin
Nitroprusside
Phantolamin

Hién nay & Hoa Ky da c¢d mot s thude gidn
mach duge st dung cho muc dich nay.
Hydralazin 1a mot trong cac thudc dau tién duge
it dung trong lam sang bdi vi ching tdi cd kinh
nghiém st dung thu6c nay trong tang huyét ép.
N6 1a mot thude giin dong mach don thulin. Nd
lam giam sic cAn mach hé théng nhung lai cd ty
le tac dung phu cao ma nang nhft la mot hoi
ching giéng nhu luput ban dé hé thdng véi
nhitng ban & da va giam ti€u chu.

Prezocin dugc phat tri€n ngay tit gita nhiing
nam 70 nhu la 1 thu6c chdng tang huyét 4p va
cing dugc sit dung nhu 1a 1 thufc giain mach
giam hgu génh trong 1 thdi gian ngén hda ra nd
khéng phai 1 1 thudc t6t vi tinh quen thubc qué
nhanh sau 1 it ngay di2u trj bénh nhan gidm dan
dap dng vdi thude.

Céc thubc dc ch€ men chuyén angiotenssin
hién nay la thuéc duge chon cho muc dich nay.
Céc thuSc nhu captopril va enalapril, dc ché& sy
hinh thanh angiotensin nén ching phong téa hau
hét cdc vén d@ than kinh noi tiét trong suy tim.

Angiotensin II gidm sé lam giam sdn xuft
aldosteron ctia tuyé&n thugng than va nhu vay sé

% = 39
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Finally, the use of ACE inhibitors early in
CHF and early after myocardial infarction have
helped reduce the chamber dilation ‘and the
hypertrophy that goes with that. These
has “proven to reduce mortality in CHF.

Slide 18

Vasodilators and mortality
Vehft I and II
Consensus
Solvd

As 1 will explain to you in the section on
Digitalis, the combination of digitalis and
diuretic therapy in patients with dilated
cardiomyopathy and CHF will improve hemodyn
amics and symptoms. However, they do not
prevent mortality. The mortality rate is the same
regardless of reatment with these drugs.
Vasodilators and particularly the ACE
inhibitors also reduce mortality. |

Slide 17

VeHFT - 1
Veterans administration heart
Failure trial - 1
. 642 Patients - Nyha class IT & III
- All received digoxin and diuretics

Mortality
1/3 hydralazine & 16%
isosorbide
dinitrate
1/3 Prazozin 16%
1/3 Placebo . 20%

This. was the . first large- and carefully
controlled study to show a reduction in mortality
in patients with dilated cardimyopathy due to
ischemic heart disease. It was carried out in a
number of Veterans Administration Hospitals in
the USA 642 patients with mild to moderate
CHF were all receiving tratment with digoxin
and diuretics 1/3 of them also received a
combination of Hydralazine and Isosorbide
Dinitrate for combined arterial and venous
dilation, 1/3 also received Prazozin, and 1/3 also
received a placebo. The annual mortality for the
placebo group was 20% while the annual
mortality for both of the other groups was about

lam giam sy gitt nat.. .. nudc & than. No cing
lam giam sy san xu&t hormon chéng lgi tidu va
arginin-vasopresin. Cudi cing 1a ching lam giam
su co mach ngoai bién trong suy tim. Cung lugng
tim dugc ci thiér, dong mau dén hé co bép tang
lén va két qua la sy chju dung ging sic ting 1&n.

Cuéi cung, viéc s dung cac thudc dc ch& men
chuyén angiotensin sdm trong suy tim va sdém
sau nhdi méu co tim da gitp lam gidm sy gidn
céc bubng tim va sy phi dai ma ching thudng di
véi nhau. Didu d6 da duge ching t3 bang sy gidm
ti vong trong suy tim.

Hinh chiéu 16
Céc thudc gian mach va ti 1& ti vong
Ve hft I va Il
Consensus
Solvd
Nhu t5i da ndi trong muc Digitalis, sy két hop
sit dung digitalis va lgi ti€u cho bénh nhan bi
bénh co tim gidn va suy tim s& cai thién duge
huyét dong va céc triéu ching. Tuy nhién ching
khong han ché& duge ti 18 t& vong. Ty 16 ti vong
khong gidm bit ké cd dung céc thudc dé hay
khong. Céc thube giadn mach va dac biét la céc
thubc dc ché men chuyén dang lam gidm duge tl
lé ti vong. ‘
Hinh chiéu 17
Thit nghiém 1 diu tri suy tim cho nhitng cyu
binh
642 bénh nhan suy tim do II va II (theo
NYHA) ‘
T4t cA ehc bénh nhan déu dung digoxin va lgi
tidu. *

Ti 1¢ t& vong
1/3 s6 bénh nhan dung hydralazin
vi isosorbide dinitrate 16%
1/3 6 bénh nhan ding prazocin 16%
1/3 s6 bénh nhan dung placebo 20%

Cong trinh thit nhét thi nghiém didu trj suy
tim cho cdc cyu binh (viét tat 1a VeGFT -1 121l
nghién ciu 16n va chu ddo dau tién dé€ ching
minh sy giam ti 18 tit vong O bénh nhén bj bénh
co tim gian do bénh tim thi€u méu cuc by. Cong
trinh dé da duge tién hanh trong mot 86 béanh
vién quéan ly cyu binh 6 M§. 642 bénh nhéan bj suy
tim d tré ti mic do nhe téi trung binh da dugc
didu tri bang digoxin va lgi tiéu. 1/3 s6 bénh
nhan dé duge dung két hgp thém hydralzin va
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16%
number.

This was the first study that I know of that
demonstrated improved mortality in addition to
improved symptoms in CHF.

SLide 18
Consensus
Cooperative North scandanavian enalapril
survival study
- 263 patients
- Nyha class III & IV.
- ALL Received digoxin and diuretics
- 1/2 enalapril
- 1/2 placebo
The Cooperative North Scandanavian
Enalapril Survival Study (CONSENSUS)
followed shortly after the VEGFT - I study, and
its purpese was to evaluate the ACE inhibitors
and their effect on mortality from CHF. This
study also involved a number of hospitals in
Scandanavia. They had 253 patients that were in
NYHA Functional Class III & IV. These patients
were symptomatic at rest and very poor exercise

tolerance. They were more III than the patients
in the VAHFT - I study.

they were also on digoxin and diuretics. 1/2
received Enalapril and 1/2 placebo.

~

Slide 19
Consensus
Placebo  enalapril %
Mortality at 44% 26% 0,002
6 nths
Mortality at 52% 36%
0,001
1Yr

You can see from this table that the mortality
at 6 months was 44% in the placebo group and
26% in the enalapril group, and at 1 year 52%
and 36%. This is really a significant difference.

As a result of this study, we knew that several
vasodilators were effective in reducing mortality
from CHF but the patients in the 2 studies were
different the VeHFT - I patients were in NYHA
Class II and III while the CONSENSUS patients
were in Class III & IV so we really couldn’t
compare the vasodilators with each other.

‘! a small but statistically significant’

Isosorbide dé€ si dung ca tdc dung gidn dfng
mach va tinh mach; 1/3 s bénh nhan duge dung
két hgp thém Prazocin va 1/3 cdn lai thl cho k&
hgp dung placebo (thudc vd). Ty 1é ti vong cla
nhom placebo 1a 20%, trong khi ty 18 tit vong cia
2 nhdm con lai 12 16%, ¢d 1 sy khdc nhau nhd
nhung ¢ y nghia théng ké. Day la nghién ciu
dAu tién ma ching t6i dugc bigt d€ ching minh
ve sy gidm tl 16 tit vong di kém véi sy cai thién
cdc triéu chding trong suy tim.

Hinh chiéu 18
Coéng dong nghién cdu va ti 16 s6ng sot cia céc
bénh nhan duge didu tri bing Enalapril d Béc
Scandinavian.
- 2563 bénh nhén : -
- Suy tim d9 II va III theo NYHA
- T4t cA déu duge dung Digoxin va lgi tiéu.
- 1/2 6 bénh nhan ding két hgp Enalapril
- 1/2 con lai két hgp dung placelbo
Cong trinh nghién ciu cong ddng Bac
Scandinavian v& ti 18 s6ng sét cia c4c bénh nhén
duge didu tri suy tim bing enalapril viét tat la
consensus con cd nghia la “théa thuén” duge tién
hanh 1 thoi gian ngin tiép sau cong trinh VeHFT
1 nham muc dich dénh gid cdc thudc- 1c ché men
chuyén dang va hiéu qua ctia ching ddi véi ti 16
tlt vong do suy tim & tré. Cong trinh dd tién hanh
4 1 s6 bénh vién viing Scandianvia bao gdm 253
bénh nhan suy tim d¢ III va IV theo phéan loai
NYHA. Céc bénh nhan nay cd triéu ching khd
chiju khi nghl va rdt kém chiu dung v&i ging sic.
Ho bj b&nh nang hon nhitng bénh nhéan trong
nghién citu VeHFY - 1. T4t ca duge ding digoxin
va lgi ti€u, 1/2 s6 nay dugc dung ph&i hgp véi
enalapril; 1/2 cdn lai dung ph8i hgp véi placebo

Hinh chiéu 19
Théa thuan nghién etu ‘
Enalapril P

Placebo
Ti vong trong 44% 26% 0.002
6 thang
T vong trong 52% 36%
0,001
1 nam

Céc ban cé th€ thdy & bang nay, trong 6
thang, ti 18 t& vong & nhom placebo la 44% va
trong nhém Enalapril 14 26%
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VeHFT - 2
- 804 patients - NYHA class 11 @ III
. All received digoxin and diuretics

Mortality
1/2 enalapril 11,4%
1/2 hydralzine @ 14%

Isosorbide Dinitrate

The VeHFT - II study was done to try to
evaluate Enalapril as compared to the other
vasodilators to see which was best. In this study,
there were 804 patients with stable CHF again
on digoxin and diuretics. 1/2 of them received
Enalapril and the other 1/2 received Hydralazine
and Isosorbide Dinitrate. The annual mortality
for the Enalapril group was 11,4% and for the
other group was 14% again a small but
significant difference.

Slide 21

SOLVD
Studies on left ventricular dysfunction
. 2569 patients - NYHA class I1 & III
- ALL received digoxin and diuretics
- All had ejection fraction < 35%
- Average followup period 41 months

Mortality
1/2 Enalapril 35,2%
1/2 Placebo 39.7%

The final study that I wanted to show you is
the Studies on Left Ventricular Dysfunction
(SOLVD). This was a-really large study of 2569
patients in multiple hospitals with NYHA class II
& 111 CHF on digoxin and diuretics. They all had
‘an EF of < 35%. 1/2 received Enalapril and 1/2
placebo. The followup period averaged 41
monthes. The mortality was 39.7% in the placebo
group and 35.2% in the Enalapril group a
reduction in mortality of 16%. These percentages
seem higher than in the VeHFt - II and the
CONSENSUS studies, but the latter two studies
quoted an annual, not a total mortality.

The other very important thing to remember
. about all of the studies is that the reduction in
mortality all came from the group of patients
that would have died of progressive CHF - not

Trong 1 nam: nhom Placebo 52%, nhdm
enalaril 36%. Su khac nhau nay thuc su co ¥
nghia théng ké.

K&t qua clia nghién cdu nay cho thdy rang
nhigu thudc gian mach da cd hiéu qua lam gidm-
tl 18 ti vong do suy tim.

Tuy nhién, nhitng bénh nhan trong 2 cdng
trinh nghién cdu cé khat nhau:

Céac bénh nhan cia VeHFT - 1 thi bj suy tim
d6 11, I1I ( theo NYHA), trong khi cdc bénh nhén
ctia Consensus thi bi suy tim d¢ III, IV. Do dd
ching ta that ra khéng thé so sinh cdc thudc
giin mach d cdc cong trinh dd véi nhau.

Hinh chiéu 20
Céng trinh VeHFT - 2
804 bénh nhan suy tim do II, III
T4t ca déu dugc dung Digoxin va lgi ti€u
Ti 16 tit vong
11,4%
14%

1/2 enalapril
1/2 Hydralazine va
isosorbide dinitrate

Céng trinh nghién cdu thd nghiém 2.

Digu trj suy tim cho céc cy binh (VeHFT - 2)
dugc tién hanh d€ danh gid tac dng ciia Enalapril
so sanh voi cac thudc gian mach khéc dé tim ra
thudc tét nhat. ‘

Trong nghién ciu nay, 804 bénh nhan bj suy
tim duge dung Digoxin va lgi ti€u, 1/2 s6 bénh
nhan duge két hop dung Enalapril, 1/2 s6 cdn lai
két hgp dung Hydralazine va Isosorbide
dinitrate. Ty 1& ti vong hang nam cua nhdm
Enalapril 1a 11,4% va nhém con lai 1a 14%. Day
ciing chl ¢d mot sy khdc nhau nhé nhung cd y
nghia.

Hinh chi€u 21

Céc nghién cdu v& suy giam chic nang théat
trai (SOLVD)

- 2569 bénh nhan suy tim dd II va III (theo
NYHA)

- T4t ca bénh nhan déu dung Digoxin va l¢i

tidu. ' ;
- T4t c4 cd phén s6 t6ng méu < 35%
- Theo déi trung binh trong 41 théng:

1/2 s6 bénh nhan dung Enalapril ty 1¢ ti vong
35,2%
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fom the patients who died suddenly, presumably
from arrhythmias. Vasodilators have no effect on
arrhythmias or the mortality from arrhythmias.

Up to now, we have discussed the use of
diuretics and of vasodilators. Finally, I would like
to talk about positive inotropic agents to
improve contractility. )

Slide 22

Digitalis was first prescribed by an English
physician, William Withering in 1785, for the
treatment of CHF. This drug in its various
forms remains in use today, over 200 years lats
Today, the most commonly used form of the drug
is Digoxin. Digoxin acts on the membrane of the
myocardial cell to inhibit the function of the
Na{+}- K{+} Pump. This results in an a
cumulation of Na{+} intracellulary, which, by
the effect of the Ca{++} exchanger, then is
exchanged for Ca{++}. More Ca{++}
intracellularly results in more cross-bridge
formation between actin and myosin and the
force and velocity of contraction is increased.
Digoxin also slows automaticity of the sino -
atrial node, and conduction velocity in the
atrioventricular node. All of this has been
demonstrated countless times in the laboratory
on isolated muscle cells, and the positive
inotropic effect on isolated cardiac muscle strips

1/2 s6 bénh nhan dung Placebo ty 18 ti vong
39,7%

Nghién cdu cudi cung ma t6i mudn trinh bay
véi cac ban 1a nghién cdu vé suy gidm chdc nang
th4t trai (SOLVD). Dd 1a 1 nghién cdu l6n trén
2469 bénh nhan suy tim d¢ 2,3; dugce ti€n hanh &
nhidu bénh vién. Cdc bénh nhan cd phan s6 téng
méu < 35%, 1/2 s6 bénh nhan duge két-hgp didu
tri’ Enalapril, 1/2 86 bénh nhan k& hgp dung
Placebo. Theo réi trung binh trong 41 thang. Ty
lé td vong & nhdm placebdé la 39,7% va nhdm
Enalapril 1a 35,2%.

" Giam ty l& ti vong 16%, ty 1& ti vong nay
dudng nhu cao hon trong nghién ciu vé VeHFT
II va consensus . Nhung 2 nghién citu nay dén ra
ty 18 tit vong hang nam, khong phai 1a ti vong
toan bd. :

Moét vén d& rdt quan trong cin nhd trong tét
ca cac nghién ciu nay 13 ty 1& t& vong chl gidm ¢
bénh nhan chét do suy tim @ tré ndng dan lén
chi khéng gidm trong nhém bénh nhan chét dot
ng6t ma cd thé 1a do loan nhip tim. Cdc thubec
giin mach khéng cd tac dung d6i véi loan nhip
tim ho#c ty 1& t& vong do loan nhijp tim.

Vita qua, ching ta vita ban luan v& si dung lgi
ti€u va cdc thufc giin mach. Cudi cung, t6i mubn
néi vé cac thi thue tang lyc co co dung dé ting
tinh co bép cia tim.

from experimental animals with CHF are Hinh chiéu 22
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However, in recent years, various scientists
have questioned whether or not Digoxin is
helpful in the treatment of CHF , especially in
patients in Normal Sinus Rhythm.

Co ché& tac dung.

Digitalis dugc mot thdy thubc ngudi Anh la
William Withering sif dung d&u tién nam 1785 dé
didu tri suy tim & tré. Loai thuSc nay ngay nay
duéi nhidu nhinh thdi khac nhau vin cdn duge si
dung nhu thé& la da trén 200 nam. '
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In the past decade, there have been a number
of reasonably well controlled studies examining
this question. :

Slide 23

Effect of digoxin in CHF

- NYHA class ITI @ IV

- All receiving vasidilators and diuretics

Change
Cardiac index + 48%
LVEDP - 36%
Ejection Fraction + 28%
One of those studies is shown here.

' Georghiade and his associates studied a number

of patients with CHF who remained in heart
failure despite treatment with diuretics and
vasodilators. These were very sick patients. They
found an increase in Qs of 48%, a decrease in
LVEDP of 36%, and an increase in EF from 20 to
28%. They also found that if patients were
adequately treated with diuretics and
vasodilators, or if they were basically
asymptomatic to start with, that Digoxin was of
no benefit. This study demonstrates the problems
with our understanding of digoxin. It seems to
work best with more severe CHF, and has no real
benefit with mild CHF. The other important
thing to know is that in contrast to the ACE
inhibitors, no study has shown that Digoxin
reduces mortality from CHF.

Digoxin is most useful in patients with CHF
who also have atrial Fibrillation. In these
patients, Digoxin reduces ventricular rate so that
diastole is prolonged, improving ventricular
filling and reducing preload. It is of no value in
patients with mitral stenosis unless they have
atrial fibrillation. :

~

Slide 24

Digoxin - therapy VS toxicity THERAPEUTIC
EFFECT
TOXICITY

g5 1.8 1.8 2.0. &8

S RUM LEVEL {(ngm/ml)

Hién nay, loai thuoc duge sit dung phd bién
nhét la Digoxine. Digoxin tac dung trén mang t&

_ bao co tim dé tc ché chic nang cia bom Na{+} -

K{+} :

Téc dyng dé ddn dén tich lay natri trong té
béo ma sau dd dugc trao ddi véi ion canxi bang
tac dung cta cdi bom Ca. Ion canxi & trong t& bao
nhidu hon ddn dén hinh thanh cAu vAt ngang
giita actin va myosin nhidu hon lam tiang sic
manh va t6c dd co co. Digoxin ciing lam gidm
tinh tu dong ctia nit xoang va t6c do din truyén
qua nit nhi that. T4t ca cac tdc dung dd da duge
ching minh khong biét bao nhiéu lan trén cdc t&
bao co tim duge phan 1ap cia céc dong vat thuc
nghiém bi suy tim thi da ré rang.

Tuy nhién, trong nhitng ndm ghn day cdc nha
khoa hoc da dat lai vén d& 1a digoxin c6 giiip ich
cho viéc diéu tri suy tim d tré hay khong, dac biét
12 & nhitng bénh nhan con nhip xoang binh
thuong.

Trong thap ky vita qua, dd cé mot s6 cong
trinh nghién cifu c6 ki€m tra rat chat ché d€ xem
xét van dé nay.

Hinh chiéu 23

Téc dung ciia digoxin d6i véi suy tim

- Suy tim d6 III; IV

- T4t cA céc bénh nhan ddu duge dung thude
gian mach va lgi ti€u.

K&t qua cua digoxin

Thay ddi
Chi s6 tim +48%
Ap e cudi tAm truong thét trdi - 36%
Phan s6 t6ng mau + 28%

Mbt trong nhitng nghién cdu nay da dude
trinh bay & day. Georghiade va cdc ngudi cong
tac da nghién cdu cho digoxin trén 1 s6 bénh
nhan suy tim va méc di da didu tri 1oi tidu v2
gian mach nhung suy tim khong dd. Nhiing bénh
nhén nay rit nang. Céc téc gia da thdy rlng khi
cho digoxin c¢d sy gia tang QS 48% giam LVEDP
36% va EF tang tit 20 t6i 28%. Ho ciing théy
ring néu bénh nhan da dugc didua trj t6t voi lgi
tiéu va gidn mach hodac néu ho bat d&u cho
digoxin cho cdc bénh nhan, v& co ban khong cd
céic triéu ching khd chiu gl thi digoxin khong cd
tac dung. Nghién ciu nay lam sang té nhidu vén
d® vé nhinghiéu biét ctia ching ta v& digoxin. Né
xem nhu la cd hiéu qua nhét déi v6i cac ca suy
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Digoxin is also quite a toxic drug, It causes
upset and also arrhythmias. These are fairly
closely related to the blood level, and there is a

narrow area between therapeutic and toxic

doses.

Digitalis also has some noncardiac effects. It
is a weak arterial and venous constrictor. This
effect may result in increased afterload in some
patients.

Digoxin dosege must be adjusted in the
presence of other medications and medical
problems. We are all famillar with the fact that
Digoxin is excreted by the kidney, so that in
cases of renal failure, the dosege must be
dramatically reduced.

Also, Quinidine increases the digoxin blood
level so that the dose of digoxin should be
reduced by about 50% inpatients also receiving
Quinidine. :

digoxin remains, however, a very useful drug
for reducing symptoms of CHF in patients with
very poor contractility, and especially those with
a loud S3 gallop and cardiomegaly, and those
with A. Fib. Also, it can be taken orally as well as
IV and intramuscularly.

tim nang hon va khong cd hiéu qua thyc sy déi
v6i céc ca suy tim nhe. Didu quan trong khéc cén
hi€u 1a ddi vdi cdc chdt de ch&é ACE chua cd
nghién cdu nao ching minh la digoxin lam gidm
tl 18 ti vong cha suy tim.

Digoxin cd hiéu qua nhét d nhitng bénh nhéan
CHF c6 rung nhi, d nhiing ca nay digoxin lam
gidm thn s6 thdt, vl vay kéo dai thoi ky tam
truong, cai thién sy dd diy tAm th4t va lam gidm
tien ganh. N6 khong cd gi4 trj d6i véi bénh nhan
hep hai 4.

Digoxin ciing 12 1 thuSc kha doc. N6 la
nguyén nhan gay tinh trang nén nao ruft gan va
cing 12 nguyén nhan giy loan nhip tim. Vén d&
nay lién quan kha mat thiét véi nong do digoxin
trong mau va chi cé 1 khoang cach hep giita ligu
didu tri va litdu doc.

Digitalis ciing cd nhidu tdc dung ngoai tim.
N6 la 1 chdt gay co that nhe dong mach va tinh
mach. Téc dung nay cd thé lam tang hdu ganh ¢
1 s6 bénh nhan.

Ligu digoxin phai dugc didu chinh khi cd sy
hién dién ctia cdc thufc va cdc vén d& bénh ly
khéc. T4t ca chiing ta déu qlien thufc véi 1 thyc
t& 13 digoxin dugc thai trit qua than vi th& &
nhiing ca ¢d suy than, lidu digoxin phai duge
giam manh. Ciing nhu vay qinidin lam tang ndng
d¢ digoxin trong madu, do dd lidu digoxin nén
giam khoang 50% & nhitng bénh nhéan ddng thoi
c6 udng quinidin.

Mac du vay, digoxin van 1a 1 thid thube rét cd
{ch lgi lam gidm cdc triéu ching clia suy tim &
nhitng bénh nhan cd sdc bdp cu tim gidm nhidu,
va dic biét 1a & nhitng ca cd nhip ngya phi va tim
to, nhiing ca c¢6 rung nhi va nd cd thé duge si
dung bing dudng ubng, tiém tinh mach hodc
tiém bép. '

CAC THUOC TANG LUC CO TIM KHONG GLUCOZIT

Next, I would like to briefly discuss the
catecholamines that are often used IV in the
treatment of CHF. These drugs are the naturally
occuring catecholamines, Epinephrine and
Norepinephrine as well as the synthetic drugs,
Isoproterenol, Dopamine, and Dobutamine.

Slinde 24

This slide shows the binding site for Beta
adrenergic receptors of the heart, to remind us of
their mechanism of action. These drugs all
interact with that receptor to cause it to make

Sau day t6i xin ban ludn ngén gon V& céc
catecholamin ma chiing ta thudng si dung tiém
tinh mach trong di®u tri suy tim. Céac thufc dd
bao gbm céc catecholamin ty nhién adrenalin va
noradernalin ciing nhu céc thuéc téng hop
Isoproteranol, dopamin va dobutamin

Hinh chiéu 24
Hinh anh nay cho théy vi tri gén cla cdc thu
thé beta giao cam cla tim nhéc ching ta nhé lai

co ché hoat dong cia ching. T4t ca cdc thubc nay
deu tdc dong qua lai véi cac thy thé lam cho nd
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adenyl cyclase, to make cychc AMP , Which
ultimately results in the phosphorylation of the
amount of intracellular Ca{+ +}

SARCOLEMMA

sdn sinh ra adenyleyclase dé tao thanh AMP
vong ma cudi ciing 1a qué trinh tao ra phosphoryl
hda dong can xi lam tang ndng do ion canxi trong
t& bao. D& hiéu duge tac dung cha cdc loai thude
nay ching ta cAr nhd lai tdc dung cta cac thu
th& anpha, beta 1 va beta 2. Céc thu thé anpha
chi y&u ndm trong dong mach va tinh mach la
nguyén nhan gay ra co.thit dong mach va tinh
mach. Ching lam tang sdc cAn mach hé thdng.
Thu thé beta 1 cht yéu & tim va la déng co gay
1én nhip tim nhanh va lam tang cobdp

/ ACTIVATES  giih chidu 25

ATP
NCREP! oC / +
R=CEPTOR
c-AMP
313;3?’ P PROTEIN
CHANNEL biluhas
QUTSIDE
Slide 256 INSIDE
Adrenergic receptor activity
‘ Alpha Beta-1 Beta-2
Norepinephrine ++++ ++++ 0
Epinephrine ++++ +4+++ ++
Dopamine ++++ ++++ ++
Soproterenol 0 ++++ - +++4
Dobutamine + ++++ e
Methoxamine ++++ Q 0

To understand the effects of these drugs, we
need to recall the effects of the Alpha, the Beta 1,
_and the Beta 2 receptors. The Alpha receptors
are mainly in the arteries and veins and cause
arterial and venous constriction. They raise SVR.
The Beta 1 receptors are mainly in the heart and
cause tachycardia and increased contractility.
The Beta 2 receptors are mainly in the arteries
and cause vasodilation. You can see that
Norepinephrine has' predominantly Alpha and
Reta 1 effects. Patients receiving this drug have

increased heart rate and contractility, but’

markedly increased. Afterload. Epinephrine is
very similar. Although both of these drugs are
very powerful positive inotropic drugs, they are
almost never used alone, because they cause so
much vasoconstriction that the afterload is too
high. They are almost always used with a
vasodilator, such as phentolamine or sodium
nitroprusside. That counteracts the Alpha
effects, leaving only the Betal effecte. These
drugs may have little value in chronic heart
failure of after several days of administration,
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Thu thé beta 2 cht y&u & trong dong mach va
la dong co gay ra gian mach, ban cd thé thdy la
noradrenalin cé tdc dung chi y&u lén anpha va
beta 1. Bénh nhan khi dung thudc nay nhip tim
tang 1én va tang lyc co bdp, nhung hau ganh
ciing ting ro rét.

Ephedrin ciing tuong ty nhu thé. Mac du ca 2
thuéc lam tang luc co co tim r4&t manh, nbung
ching hau nhu khong bao git duge sit dung don
doc, vi ching lam co mach manh tdi midc lam
hau ganh qué cao. Gin nhu bao gid cdc thudc nay
cing duge ding kém véi mot thudc déan mach
nhu Phentolamin hodc Nitroprusside natri. Céc
dsn mach nay chéng lai cdc tac dung anpha, chi
d€ lai cac tdc dung Béta. Vi vay ching cd thé it
cd gid tri trong didu tri suy tim man tinh hodc
sau nhitu ngay dung thudc, do sy digu chinh ha
mic cla cdc thu thé Béta trong tim ma toi dé ndi
d phan trudc.

Isoproterenol, 12 1 thi thudc béta 1 va béta 2
thulin tuy, khong cd cc tac dung anpha. Mac du
né 1a mot chdt lam tang lyc co co rdt manh
nhung nd ciing ddng thoi lam ting nhip tim va
tdc dung béta 2 c thé gay ha ép. Isoproterenol
duge dung t6t nhit cho nhitng bénh nhén bi
chodng, luu lugng tim thdp va thudng lam tang
ap lue méu.

Dopamine 12 mot Catecholaminet6ng hgp va
ciing cd san xudt ty nhién & tim. Nd 1a mot chéit
tign t§ cia Noradrenalin & trong céc thiin kinh
giao cAm. Dopamine cd tdc dung anpha manh va
véi litu cao hon, nd tang sdc cin mach h¢ théng
(SvR) va huyét ap. NG ciing 12 mot thube cd tdc
dung lén béta 1 véi 2 co ché tdc dong: No gan
truc ti6p vao chc thu thé Béta cua cd tim, gibng
hét nhu céc Catecholamin khéc, ngoai ra, né lam
gidi phdng Noradrenalin tif céc soi than kinh
giao cAm trong trai tim. Nd cing cd tac dung
vugng dc hiéu Dopamin. Cd cdc thu thé dac hiéu




due to down - regulation of the Beta receptors in’
the heart, that I discussed previously.

Isoproterenol is a pure Beta 1 and Beta 2 drug
with no Alpha effects. Although it is a very
powerful inotrope, it also causes a significant
increase in heart rate and the Beta 2 effect may
cause hypotenson. Isoproterenol is best used in
patients with shock, low cardiac output, and
mormal to increased blood pressure.

Dopamine is a synthetic catecholamine that
also occurs naturally in the heart. It is the
precursor for Noepinephrine in the sympathetic
nerves. Dopamine has potent Alpha effects and
in higher doses, increases SVR and blcod
pressure. It also is a Beta 1 drug with 2
mechanisms of action. It binds directly to the
Beta receptors in the myocardium just as the
other catecholamines do. In addition, it causes
release of Norepinephrine from the sympathetic
nerves in the heart. It also has Dopaminergic
effects. There are special dopamine receptors in
the renal, coronary, and cerebrovascular beds
that respond Dopamine These are not Beta
receptors since they are not biocked by Beta
blockers.

The effects of Dopamine are very
dose-dependent. At very low doses, such as
1-3ugm/kg/minfusion, the dopaminergic effects
Predominate with mild reduction in SVR and
improvement in renal blood flow which
stimulates urine output. At intermediate doses
such as 5-7 wgm/kg/min, the positive inoropic
effects are seen. At higher doses, the Alpha
effects dominate with increased SVR and blood
pressure Like Norepi and Epi, Dopamine is often
used in conjunction with a vasodilator such as
Nitroprusside when given in higher doses

Dobutamine is the newest of the synthetic
catecholamines. Practically speaking, it has only
Beta 1 effects so that it causes a mild increase in
heart rate and a major increase in contractility.

All of the catecholaminnes, including
‘Dopamine and Dobutamine may cause cardiac
arrhythmias with axcessive coses

Curently, Dopamine and the most irequently
esed IV inotropic drugs. They are sometimes
given together if the physician wishes totake
advantage of the dopaminergic effects of
Dopamine on renal blood flow but needs the
Dobutamine to increase the inotropic effect
Without the increase the in SVR caused by
Dopamine at higher doses

- a7

Dopamine 4 mang mach th4an, mach vanh, va
mach n#o ching dap Wng vdi Dopamine

Ching khong phai la cac thu thé béta vi
ching khéng bi chen bdi cac thube chen giao cdm
beta. ‘

Céc tdc dung cia dopamine phu thuge rit
nhidu vao litu lugng. O lidu cd rét thdp 1 - 3
micrdgam/ kg/ phut truyén tinh mach, téc dung
lugng dac hiéu dopamine trdi 1én véi sy gidm
nhe SV, tang lvu lugng mdu t6i than va vl vay
Jam tang lugng nuéc ti€u. O litu cd trung binh tit
5 - 7 micrégam/ kg/ phit thi cé tic dung tang lue
co cd tim. O lidu cao hon, tac dung anpha chiém
uu thé 1am tang SVR va huyét ap. Cing gifng
nhu Noradrenaline va adrenaline, Dopamine hay
duge dung ké&t hgp vdi cac thudc dan mach nhu
Nitroprusside khi diing liéu cao.

Dobutamin la mot -Catecholamine téng hop
moi nhat. Trén thuc t& nd chi ¢d tac dung béta 1,
vl véy nd lam tdng nhe nhjp tim va lam téng chd
yé&u sic bdp co tim.

T4t c4 cdac Cothecholamine bao gdm
Dopamine va Dobutamin d&u cd thé gay nén céc
loan nhip tim véi lidu qué cao.

Hién nay dopamine va Dobutamin la céc
thude tang luc co co tim tiém tinh mach thong
dung nh4t. Déi khi ching duge sit dung két hgp
v6i nhau néu nhu ngudi thiy thuSc muén lgi
dung tac dung vugng dac hiéu Dopamin cua
Dopamine dé ting lvu lugng mau dén than ddng
thdi cAn tdc dung cia Dobutamine dé lyc co cd tim
ma khong lam tang SVR , sy tang nay cd thé xfy
ra néu ta dung lidu Dopamine cao hon,

AMRINONE - -MECHANISM OF ACTION
SARCOLEMMA
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Slide 26

Amirinone

- phosphodiesterase inhibitor

- positive inotrope

- vasodilator and membrane

The final category of positive inotropic drugs
that I wish to discuss are the phosphodiesterase
inhibitors. The only currently used drug in this
group is Amrinone. This drug prevents the
breakdown of Cyclic AMP and the buildup of that
chemical then results in the phosphorylation of
the Ca{++} channel resulting in increased
intracelllular Ca{++} just like
catecholamines. Amrinone is effective either IV
or by mouth, but has severe gastrointestinal side
effects when given by mouth so it is used only IV.
Unlike the catecholamines, Amrinone does not
require a receptor on the cell membrane and so it
does not become less effective due to receptor
‘down - regulation over time. It’s major problem
is that it causes thrombocytopenia, so platelet
counts must be monitored carefully.

Slide 27
General treatment plan - CHF
1. Modify physical Activity
2. Restrict Sodium Intake
3. Diuretics to reduce congestion
4, Vasodilators
ACE Inhibitors
Hydralazine +/- Nitrates
5. Digitalis Glycosides
6. IV Inotropes +/- vasodilators

I am now just about finished talking. You are
probably very happy about that. What I have
tried to do is to tell you something about normal
cardiac muscle cell function, about the heart as a
pump, about the neuroendocrine aspects of the
cardivascular gystem, and about the
pathophysiology of CHF. I have avoided talking a
lot about specific cardiac diagnoses because I find
it more useful to treat the pathophysiology not
the specific diagnosis. I hope that you have found
this to be useful in your work here in Vietnam.
Before I sit down, I would like to express my
admiration for all of you, and especially fo my
good friend, Professor Trinh. I thank you for
your kind attention during the last several days,
and mostly I thank you for your friendship.

the .

-
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Amirnon thudng dc ché& phosphodiesteraza...
Loai thudc tang lyc co cd tim cudi cing ma téi
mudén ban luidn la nhdm céc chdt dc ché
Phosphodiesteraza. Thd thudc duy nhédt clia
nhém nay duge st dung rong rii hién nay la
Amrinon. Thudc nay cd tdc dung ngin can sy
pha va cia AMP vong, va sy tich liy cia AMP
vong giap vao qud trinh Phosphoryl hda dong
Ca{++} tao lén sy gia tang cia Ca{++)} trong
t& bao gi6ng nhu Cathecholoamine. Amrinon cd
hitu qua qua dudng tiém hodc dudng udng,
nhung khi uéng nd ¢d nhitng tac dung phu nang
né lén da day va rudt, vi vy ngudi ta chi dung
dudng tinh mach. Khéng gidng nhu
Catecholamine, Amrinon khong cn cd 1 thu thé
& mang t& bao, vi th& né khong bi gidm din tac
dung do su didu chinh gidm mdc cia thy thé véi
thoi gian.

Su phién phic chii y&éu la né gay gidm tidu
clu, vi th& viéc dém tiu cau phai dugc theo réi
cén than.

Hinh chiéu 27

Toan canh k& hoach didu trj suy tim

1) Thay d8i hoat dong thé luc

2) Giam b4t mudi an.

3) Lgi tiéu d€ giam i nudc

4) Gian mach ...

Toi vita trinh bay xong bai ndi cia minh. Cd
thé cac ban hai long 1a toida két thic nd (vi nd qué
dai). Nhitng gl ma tbi c6 ging lam 1a dé€ ndi véi
cdc ban nhitng vén d& v& chic ndng binh thtf@ﬁg 6

bseco tim, v® chic ning bom mdu cia tim, v& céc

linh vyc than kinh, noi tiét cia hé tuin hoan v&
sinh 1§ bénh hoc cia suy tim. T6i da trdnh ndi
nhidu v& cdc chén doan tim mach riéng biét vi toi
nghi ring viéc didu tri can cd trén sinh 1y bénh
hoc s& mang lai lgi fch nhidu hon. T6i hy vong
ring céc ban cé tim thdy & day doi didu ich lgi
trong cong viéc cia cdc ban ¢ Viét Nam.

Trude khi ditng 13i, Toi xin by té long cam
kich cta toi téi t&t ca cac ban va dac biét téi
ngudi ban t6t cia toi 12 Gido su Trinh. Xin cam
on sy cd mit diy nhiét tinh cia cdc ban trong
méy ngay qua nhung chi yéu ] xin cAm on tinh
cam hitu nghj ctia cdc ban. .
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