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BVTE Hai Phong tir 1995 - 2001 -
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Chén doan va diéu trj suy tim tai Viét Nam

Vai tr6 cia Brain Natriuretic Peptide (BNP) trong suy tim: tir chan doan
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DIEN vAN KHAI MAC

Dai h01 Tim mach hoc Quéc gia Vlet Nam lantha X
Ha N61 25- 30/4/2004

Gido suTién siTran DS Trinh
Chi tich H3i Tim mach hoc Quéc gia Viét Nam

' Thua toan thé c4c DOng nghlép, Hoi vién than mén

Da1 h61 Tim mach hgc Qu6c gla Viét Nam h6ém nay da khep kin 1 vong
quay 10 Dai héi xoay quanh toan qu6c Ha N61 Nha Trang, Ha Long, Pa Ning,
TP Hé Chi Minh, Da Lat, Hué, Ha1 Phong, Ha Noi, tao nén 1 phong trao nghién
citu Tim mach hoc sOi n61 va dOng déu trong ca nuée. Chat luong phong phii ciia
cic bdo cdo khoa hoc di bat nguén i tri tué tdm ¢ va tinh than ddy trach nhiém
cta nhitng ngu’m trinh bay truéc 1 Dai héi quéc gia, véi dong dao ngudi nghe,
yéu khoa hoc, yéu nghé nghlép Hu’é’ng uu tién cla cdc dé tai da thay déi qua
ting thoi ky, luc ddu l1a Loan nhip, S6c dién, Tao nhlp, Dién tam do sau dé ldn

lu’o‘t la céc Chen glao cam béta céc Uc ché men chuyén cdc Bénh tim thi€u mau
cuc by, dep nay la Suy tlm T1m mach hoc can thiép va xuyén suét la Tang huyét
ap. LO trmh dé rat phu hop v,_él su phat trién tim macH hoc th€ gidi va thuc tién
bénh 1y tim mach nudc ta.. o

Dén nay chiing ta da thu hit duoc gan 1400 H61 vién, trong do c6 hau hét
cic dOng nghlép ddu nganh chu chOt ctia c4c Bénh vién va Truong Pai hoc 16n
nhat trong toan quéc. Sy thanh 13p thém Phan hoi Tim mach hoc can thiép va céc
Tinh Hoi Tim mach Hai Phong va Khénh Hoa da mang lai thém nhimg thay déi
vé chdt ciing nhu vé€ luong. Dong thoi, Tap chi Tim mach hoc trong suét 12 nam
qua khéng 1 ky thi€u vang ciing tao ra 1 nguén tri thic quy bdu mang tinh han
1am va ca tinh thuc tién cho céc H61 vién, ké ci cdc tinh, huyén Xa x0i.

Sdng kién thanh lap 1 Hoi dong khoa hoc ctia Hoi ta bao gébm 24 nha tim
mach hoc dau nganh trong ca nudc cling kha dOC déo va tro thanh ché dua dé
tién hanh nhiéu céng viéc quan trong nhu danh gid cdc cong trinh cia Giai
thudng cic Nha nghién ctiu tré (Young Investigatcr’s Award) va nhit 1a chia
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thanh 20 Tiéu ban bién soanra 20 “ uyen cao xu’ tri cic bénh ly tim mach chi
yéu & Viét Nam”, da in fhanh sach dung nhu cau n01 “Doan ket 1a Siic manh”.
Day thu'c sy 1al huong di dung dén J’m’r ciia 1 Hpi khoa hoc , da din dén 2 t4m
Huén chuong Lao dong cho Hoi ta va cin tiép tl_lc phat huy hon nira.

Trong Dai hoi nay, chiing ta cho cap nhét kha nhi€u van dé quan trong. Chi
rieng vé Suy tim, chiing ta da c6 7 dé tii. Chiing ta déu biét: Suy tim thuong 1a
héu qua cudi cling clia dai da s6 cdc bénh tim ciing nhu trong thoi cd dai “Tat ca
céc con dudng déu dan dén thanh La Mz ” Chan do4n suy tim chd yéu can cit
vao triéu chitng kh6 the. Nhu’ng nhu’ng ai trong lam sang hang ngay thuong phai
d6i mat véi suy tim chic ciing déu di gap nhithg ca khé chan dodn, 1am ta do du
khé quyét dinh co phai la do suy tim hay khOng, dac b1et 1a trong cap cttu. Thi
day, su ra doi cta viéc dinh lu’o’ng BNP (Bram Natrluretlc Peptlde) thyc hién
hoan toan tu dOng nhanh chong trong 18 phut da g1up ta rat nhiéu. Ngay tu nam
2002, chiing t6i da duoc cinh bdo vé tac dung cua né. Luc do, da thdy ot 1 cong
trinh, BNP c6 gia tri du bio duo‘ng tinh suy tim dung dén 92,4% va dur bao 4m
tinh ding t6i 90%; dén mitc d6 ma Tap chi New England Journal of Medicine da
phai ménh danh la: “C4i xét nghiém n6 ciu séng nhﬁ'ng cudc ddi”. Trong Dai
hoi nay, cing ¢6 2 béo cdo vé& BNP, 1 céi clia Sai Gon va 1 c4i ctia Ha Néi, mo ta
tuong d6i ddy db. Déng thdi, k¥ thudt xét nghiem BNP ciing dugc minh hoa 15
rang hon ngay tai day bang chiéc may dinh lugng clia Abbott Laboratories.

Tuy nhlén nhm chiing h1en nay trén' thé gidi cé qué nhléu nguén thong tin
lam cho chung ta that ldnig ting. Nha nghién citu Burton Rose Téng bién tap t&
Up-to-Date da dat cau hdi: “Ban da bao gld thu’ lay uOng 1 hép nudc tir 1 céi voi
nuée dang béc lita chua ?”. Vi tra 1di rang ‘cdm g1ac d6 giéng hét nhu kh1 dung
vio dong thdc cdc thong tiny hoc tubn trdo ra ti¥ internet va cic nguén khic.
Cho nén, Gio su Rutherford Rogers méi than phién ring “chiing ta dang chét
du6i trong cic thong tin va chét d6i vé kién thikc”. '

, “‘Chi la'y mot thi du: vé 2 ngudn thong tin 13 cdc Khuyén cdo ciia Hoi THA
Chau Au'va INC VII clia My méi day ra doi chi cach nhau m4y tudn 1& ma da c6
nhiéu khéc blét dang ké ngay tu dmh nghia THA, H61 Chau Au cho con s6 HA
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120-129/80-84 mmHg la binh thuong, con JNC VII di cho la Tzen Tdng huyét
ap Khi do HA 24h, Chau Au cho con s6 trén 140/90 12 THA con JNC VII thi
chi cdn trén 135/85 Cic yéu 16 nguy co va Xép logi THA cung duoc Hoi Chau
Au phan tich chi tiét hon, nhan manh dén vi- albumm -niéu (mlctro buminurie), -
su ting nhe creatinine 1én trén 103 mlcromol/I va dac blet la luo‘ng Proteine C
Reacnve vigt qud 1mgldl cho do la 1 yéu t6 nguy co manh ngang LDLc. Ca vé
diéu tri THA, Hoi Chau Au khuyén cdo c6 thé bat ddu bang bat ké 1 thit thude
ndo trong 5 loai 16n: Loi tiéu, Uc ché men chuyén, Chen thu thé angiotensine,
Chen giao cam béta hoic Chen dong calei, hbac phdi hop 2 hay 3 loai d6 khi c6
THA nang. Con JNC VII thi khuyén céo ddu tién nén cho 1 loi tiéu thiazide cho
dai da s6 cdc ca, chi khi cdn méi cho loai khic; hoidc khi ¢6 THA nang ma cdn
két hop thi cling uvu tién két hop véi thiazide diéu ma cd nhan t6i thdy it hiéu qua
trén 1am sang. Céc khdc biét d6 c6 thé 1a do JNC VII can ct chil y&u vao két qua
cudc thu nghiéfn lam sang 16n ALLHAT , con Hoi Chau Au thi cho rang lam
nhu thé c6 diéu han ch€ vi cdc thir nghiém 16n thudng hay chon bénh nhan cé
nguy co cao hon va thoi gian thi nghiém lai qué ngén so véi tudi tho bénh nhan
v.v.. Cic khéc biét quan diém dé thuc ra ciing cin thi€t vi khoa hoc ludn
(epistemiologie) thuong cho ta thdy tinh ndng dong cua cdc tranh ludn va tinh
_khong vieng clia sy gido diéu.

Va chinh trong dong thic théng tin d6é ching ta phai tim thidy dugc chinh
minh, cing nhau ban bac céc kinh nghiém cta chinh ban than mébi ngudi chiing
ta, trén nhitng bénh nhan Viét Nam ching ta, va dé ciing chinh 1a /€ sdng ciia
cdc Dai hoi Quoc gia nhu hém nay. Dai hoi tao ra cho chiing ta 1 Dién dan toan
quéc dé tdt ca cac nha tim mach hoc c6 thé cong bé céc cong trinh nghién citu va
luan diém khoa hoc clia minh, 1 “d4t dung v&” dé moi ngudi hiéu biét 14n nhau
hon. Va ciing chinh hém nay, tit Dién dan nay, chiing ta c¢6 vinh du sau day it
phiit, dugc nghe Lanh dao Nha nuéc phéi hop véi Bo Y t€ va Té chic Y t€ Thé
gidi phat dong ““ Cudc van dong thuc hién 161 sé’ng lanh manh Phong bénh Tang
huyét ap
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-~ Dé 6 dugc mém vui gdp mat hém nay, ching ta da c6 su ung ho nhiét
tinh cia BO Y t€, Ban T6 chitc Chinh pht, Téng hoi Y hoc cia Uy ban Nhan dan
TP Ha Noi, Vlén Tim mach hoc Viét Nam, Truong Pai hoc Y Ha Noi véi Doi
van nghé va cdc sinh vién va sy tai trg vdt chdt clia cac Hang thuée va may tim
mach ma du’ng ddu Ia Hang Tai tro chmh Pfizer. Chung toi Xin chan thanh cam
on moi sy gidp d& va ung ho dé.

~ Chiing t6i ciing xin cidm on c4c vi khéch quy, cdc nha bdo, thong tan,
truyén hinh da bét chiit thi gid dén du , va nhiét liét hoan nghénh todn thé cdc
Hoi vién va Ddng nghiép ti moi mién d4t nuéc vé dy Dai hoi.
Vé6i niém vui d6, t6i xin long trong tuyén b8 Khai mac Dai hoi Tim mach
hoc quéc gia Vlét Nam lan thit X,

Ha'Nbi, 27/4/2004
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' CAC BAO CAO KHOA HOC
VE TANG HUYET AP



' KHAO SAT SIF THAY POI NONG DO, B-TYPE NATRIURETIC
'PEPTIDE (BNP) HUYET TWONG O BENH NHAN SUY TIM DO
TANG HUYET AP

Nguyén Hirvu Canh, Nguyén Thi Du

bat van dé:

- BNP 14 hormon thén kinh duoc giai phong tir tim thit tim kh1 cé su tang thé
tich va ap luc tim that.

- Chiing t6i khao sat su thay d6i nong d6 BNP trong huyét tuorng & bénh nhén
STTHA va khéng suy tim dé xem nong d6 BNP c6 ting 1én & bénh nhin STTHA
hay khong, ciing nhu c6 ting tuong xung theo d¢ ST (NYHA va Hoi T1m mach
Viét Nam).

Phwong phap nghlén curu:

- Chung t61 nghién ciru cit ngang v&i 32 bénh nhin vao Vién Tim Quoc gla
va dugc chin doan chic chin 1a STTHA chua dugc diéu tri hodc khong diéu tri
thudng xuyén va 10 bénh nhan khong suy tim vao Vién Lio khoa.

- Tét c4 42 bénh nhan dugc lay 2 ml mau sau khi nhap vién, chong dong bang
EDTA (1mg/ml mau).

- Sir dung que thir BNP cua hdng Biosite (USA) han dl‘mg 4/2004 va may xach
tay Triage Meter (USA).. .

- Pay 1a khao sat dua trén co s¢ mién dich huynh quang.

Két qua: o

- Nong d6 trung bmh cla BNP huyet taong & bcnh nhan STTHA Ia 568,02 +
473,86 pg/ml va khéng suy tim la 13,61 + 13,60 pg/ml. _

- bo nhay: 78%, do dac h1eu 100% d01 voi bénh nhén STTHA do 1 —)IV

- D6 nhay: 92%, ¢ dic hleu 100% d01 vo1 bénh nhén STTHA 46 I -1V,

- Nong d6 BNP ting tuong xung theo phan do NYHA.

Do 1:99,35 + 84,5 pg/ml
b6 II: 279,31£101,76 pg/ml
bo III: 702,87+237,58 pg/ml
bo IV: 1295 +£15,43 pg/ml

Két luﬁh

- Ndng d5 BNP tang 1o rét & bénh nhén STTHA cling nhu ting tuong xung
theo phéan d¢ suy tim NYHA.

- Gitip hd trg thiy thudc khoa cép ciru chin doan nhanh STTHA.



ASSAY OF THE PLASMA BNP LEVELS IN PATIENTS ADMITTED
WITH HYPERTENSIVE HEART FAILURE (HHF)

Nguyén Hiru Canh, Nguyén Thi Du

* Objectives:
- BNP is a neurohormone secreted from the cardiac ventricles in response to
volume expansion and pressure overload.

- The goal of this study was to deterrhme if B-type natriuretic peptlde (BNP)
levels increase in patients admitted with HHF.
* Methods:

- We followed 32 patients admitted with HHF (only first treatment; patients
admitted with other heart failure: forexample: mitral stenosis, myocardial
infarction...to not be included), and classified by NYHA class I — IV. Byside, we
also followed 10 patients admitted with non-HF.

All of them was measured BNP levels immediately after hospitalization.
- We then determine how the BNP levels increase in HHF patients & non HF
patients.
- We used the BNP kit of Biosite-Co USA (Exp 4/2004) & B1051te Tnage meter.
* Results:
- The mean BNP levels in HHF patients were 568,02 *+ 473,86 pg/ml while the
non-HF patients 13,61+13,60 pg/ml.
- Sensitivity 78%, Specificity: 100% (NYHA class [ — IV).
- Sensitivity 92%, Specificity: 100% (NYHA class Il — IV).
- The plaSma BNP levels increased proportionally with the NYHA class.
1st: 99,35 + 84,5 pg/ml
2nd: 279,31+101,76 pg/ml
3nd: 702,87+237,58 pg/ml
4th: 1295 £15,43 pg/ml

Conclusions:

- The plasma BNP levels were increased in patients admitted with HHF, and
was proportionally increased with NYHA class.

- Used in conjunction with other clinical & subclinical (Xray - Echocardiography)
information, rapid measurement of BNP is useful in establishing the dlagnose of HHF



KHAO SAT ROI LOAN LIPID MAU & BENH NHAN
TANG HUYET AP NGUYEN PHAT

Bdc st Nguyén Pao Diing

Tir thang 02 nam 2003, qua khéo sat 63 bénh nhén ting huyét ap (THA) duoc
diéu tri noi tra tai khoa Tim Mach Bénh Vién da khoa tinh Binh Thuan chung t6i
nhan thay:

1. R&i toan lipid mau & bénh nhan THA chiém 49,21%.
2. Cb su khac biét cé y nghia thong ké vé tit ca cac chi sb lipid mau giita
nhém THA va nhém chimg (p < 0,05).

3. Trong nhém T’HA, TC, HDL- C va LDL- C & ca hai gidi nam va nit
khac biét c6 y nghia thong ké (p < 0,05).

4. Trong nhém THA, khong c6 su khac biét c6 y nghia théng ké vé tit ca
~ céc chi so lipid mau thep nhdm tu6i cling nhu d6 THA (p > 0,05).

5. Réi loan lipid méu & bénh nhan THA, gip nhiéu nhat 1a: TC, rdi dén
LDL- C, HDL- C va cubi cung 1a TG. "

6. Rdi loan lipid mau & bénh nhian THA:
<> Pa s 1a ting TC don thuén theo phan loai De Gennes.
< Chu yéu 1a type II a theo phén loai Fredrickson.

(/7

<> Chu yé_u la'nhém A theo phan loai qudc té.

7. C6 mbi lién quan chit ch& giita THA, r6i loan lipid mau va bénh xo
vira dong mach.

8. Vi vay, lipid.d5 14 mot xét nghiém khong thé thiéu trong diéu tri bénh
nhin THA.

9. Tuy nhién, dé phan loai rdi. loan lipid mau chinh x4c hon, cén tién
hanh thém dién di protein. '

10 Diéu tri THA- muc tiéu khong chi 1a kiém soat huyét 4p- ma con phai

di€u tri ca nhimmg yéu t0 nguy co tim mach, trong d6 c6 roi loan liptd mau.



- A SURVEY OF DYSLIPIDEMIA
ON PRIMARY HYPERTENSIVE PATIENTS

Dung Nguyen Dao, M.D., M.M.

Since February 2003, by surveying 63 hypertensive patients treated in the
Cardiovascular Department of Binh Thuan General Hospital, we have come to the
conclusion that:

1. The ratio of dyslipidemia in hypertenswe patients is 49,21%.

2. All lipidemia indices between hypertensive group and control group
are different statistically (p < 0,05).

3. In hypertensive group, TC, HDL- C and LDL- C between female and
male are differpnt statistically (p <0,05). :

4. In hypertensive group, there is no statistical difference in all lipidemia
indices by age group and hypertensive group (p > 0,05).

5. Most dyslipidemia in hypertensive group can be seen in TC, then
LDL- C, HDL- C and lastly TG in order of decrease.

6. Dyslipidemia in hypertensive patients is commonly found:
e  Mostly as pure hypercholesterolemia by De Gennes’ classification.
o Mostly as type II a by Fredrickson_s classification.

| o Mostly in group A by international classification.

7. There is a close. relationship betiveen. hypertension; dyshpldemla and
artheroslerosis.

8. Consequently, lipidemia test is -neccesary in treatment for
hypertensive patients.

9. However, . to classify  dyslipidemia more correctly, ~ protein
electrophoresis is adwsable : ' SR

10. The goals of hypertensive treatment are not only controllmg
blood pressure but also treating cardiovascular risk factors, among which is
dyslipidemia.



NGHIEN CUPU TAC DUNG CUA ENALAPRIL VA -
METOPROLOL TRONG BIEU TRI SUY TIM O’ BENH NHAN
TANG HUYET AP

TS P6 Quoc Hung, TS Truwong Thanh Hwong, Th.S Phan Viét Sinh,
Th.S Pham Nhw Hung, Th.S T ran Vain Duwong, Th.S Han Nhadt Linh,
Th.S Vii Kim Chi, TS Ta Manh Cuong, Th.S Dinh Thu Huong,
Th.S Tran Thu Hodi, Th.S Nguyén Ngoc Quang. BS Vii thi Lan,

GS TS Pham Gia Khai GS TS Nguyén Lan Viét TS Nguyén Ngoc Tuwoc.

Téng cong 84 bénh nhan tudi trung binh 1a 64,21 + 3,52 c6 mirc ting huyét ap
dd I, 1I theo phan loai ISH-JNC VI véi HATT trung binh 1a167,38 + 4,84mmHg,
HATTr trung binh 14100,48 £ 3,70mmHg, c6 muc suy tim d6 II, III theo phan loai
NYHA véi 46 bénh nhan d§ II va 38 bénh nhan d§ III dugc phan ngéu nhién 2
nhém dung thudc enalapril va metoprolol v6i muc dich nghién ciru danh gia hiéu
qua trén 1am sang cua Enalapril va Metoprolol trong diéu tri suy tim & bénh nhén
tang huyét ap. Két qua cho thdy: Enalapril va Metoprolol déu cé kha ning kiém soat
huyét 4p va nhip tim t6t sau 1 thang diéu tri va duy tri dén thang thir 3, déu hiéu
suy tim dwoc céi thién din theo thoi gian diéu tri. S6 bénh nhan tr vong do moi
nguyén nhan & nhém Enalapril 12 1 (chiém ty 1 2,85%), & nhém Metoprolol 1a 1
(chiém ty 1é 3,03%). Khong thdy xudt hién cac bién c6 tim mach chinh, gdm: dot tir
do tim, con hen tim, phu phéi ca‘ip, ho1 chimg vanh cap, phinh tach dong mach, tai
bién mach ndo, con ting huyét ap kich phat, rdi loan nhip phdi nhép vién. Chua thay
su khac nhau vé hiéu qua 14m sang ciia 2 thudc trong viéc kiém soat huyét ap va cai
thién do suy tim ciing nhu ty 1€ gép phai cac tac dung khong mong mudn. Trong qua
trinh dung thudc, s6 bénh nhan xuét hién mot sd tac dung khong mong mudn nhur
sau: nhom sur dung enalapril c6 ho khan 2 bénh nhén (ty 1€ 5,88%), mét mdi, chan
an 1 bénh nhan (ty 1€ 2,94%), téng cong c6 3 bénh nhdn c6 cac tac dung khong
mong mudn (chiém 8,82%). Nhém st dung metoprolol : ¢6 2 bénh nhén c6 biéu
hién nhip tim cham (50 ck/phut < nhip tim < 60ck/phit) (chiém ty 1€ 6,25%).
Khong c6 nhitng thay d6i bat thuong vé cac chi s6 xét nghiém hoa sinh mau cua:
glucose, natri, kali, ure, ceatinin, cac men amino-transaminase va lipid. Khong thay
cac tac dung phu la, khong co bénh nhin nao phéi ngung diéu tri do tac dung phu
ctia thudc.



ENALAPRIL AND METOPROLOL IN TREATMENT OF THE
HYPERTENSIVE PATIENTS WITH HEART FAILURE

bé Quoc Hung, Truong T hanh Hu'ong, ‘Phan Viét Sinh, Pham Nhw Hung,
Tran Van Duwong, Han Nhdt Linh, Vii Kim Chi, Ta Manh Cudng,
Dinh Thu Huong, Trdn Thu Hodi, Nguyén Ngoc Quang. Vii thi Lan,
Pham Gia Khdi, Nguyén Ldn Viét, Nguyén Ngoc Tudc.

A total of 84 patients, mean age 64,21 * 3,52 with stage'l ,stage 2
hypertension (ISH-JNC VI-1997), mean SBP 167,38 + 4,84mmHg, mean DBP
100,48 + 3,70 mmHg, classified heart failure with 46 cas NYHA 1II and 38 cas
NYHA 1III were randomised for treatment with enalapril and metoprolol. The
results shows : Enalapril v Metoprolol were equally effective in controlling blood
pressure and heart rate after treatment for 1 month, and continoustly persistent for 3
months, grandually improvement of heart failure condition. In group enalapril had 1
patient unknown died (2,85%), in group metoprolol had 1 patient unknown died
(3,03%). All patients withour cardiac events as well as re-admitfation. There were
no statistically significant differences between enalapril and metoprolol with regard
to blood presssure lowering effect and grandually improvement of heart failure
condition . The percentage of patients experiencing adverse event was 5,88%
cough, 2,94% dizziness for enalapril, 6,25% brachycardy (50 bpm < heart rate < 60
bpm) for metoprolol, but there was no patient withdrown drug.



TAC DUNG DLHO’C LY CUA DiA LONG TREN THU’C NGHIEM
VA UNG DUNG LAM SANG TREN BENH NHAN TANG HUYET
AP NGUYEN PHAT BU’UC THEO DOI BANG HOLTER HUYET AP

Thac st Tran Thi Hong Thuy

Nghién ciru thuc nghiém trén dong vat da dugc tién hanh dé tham do mot sb
tac dung duoc ly cia dia long lam tién d& cho nhimg tmg dung trén lam sang diéu
tri bénh tang huyét ap; két qua nghién ciru cho thiy:

- Tac dung loi tiu: dia long liéu 3g/100g can nang lam thay déi nhe thé tich
nude tiéu chudt cdng tring (p<0,05; 0,01 so vdi chimg).

- Kha ning bai xuit mét sé chat dién giai: ham luong cua Na“, K, CI' tang
trong nudc tiéu chudt sau khi udng dia long,

- Tac dung gidn mach: Dia long lam gidn mach & ca dung dich 2% va 4%, tuy
nhién dia long 4% lam gian mach manh hon. |

- Tac dung cua dia long abi voi huyét ap: vdi lidu 30g/kg cin ning, dia long
1am gidm huyét ap ché bat dau tir gio thir 2 sau khi uong, tac dung nay kéo dai
trong 6gio. | | |

- Dia long khong c6 tac dung hiép dong véi hexobarbital.

Trén lam sang, dia long di duoc dung diéu tri cho bénh nhan tang huyét ap
nguyén phat nhe va vira. Két qua theo ddi trén Holter huyet ap 31 ca cho thdy dia
long 1am giam, ¢4 huyet ap tam thu va huyét 4p tdm truong, cd xu hudng cai thién ty
1€ nhém dippér va non-dipper. Cac chi sb vé huyét ap déu giam ¢ y nghia, la‘m luot

véi p <0,01 va 0,05. Thudc khong co tac dung phu.



PHARMACOLOGY EFFECTS OF EARTHWORM ON EXPERIMENT
AND CLINICAL APPLICATION ON PRIMITIVE HYPERTENSIVE
PATIENTS WATCHED BY HOLTER BLOOD PRESSURE

Master Tran Thi Hong Thuy
Military Institute of Traditional Medicin

Experimental study on animal was implemented for trying to know some
pharmacology effects of earthworm making premise for a clinical application to
treat hypertension. Result of study:

- Diuretic effect: earthworm dose 3g/100g weight lightly changes urine
volume of white sewerrat (p<0,01; 0,05 comparing to witness).

- Ability to excrete a number of electrolysis: concentration of Na“, K', CI

increases in urine of mouse after drinking earthworm.

- Blood vessel dilatation effect: earthworm dilates blood vessel with both 2%
solution and 4% solution, however the dilatation effect is stronger with 4% solution.

- Effect of earthworm on blood pressure: with dose 30g/kg weight, earthworm
diminishes blood préssure ‘of dog at the second hour after drinking, the effect
lengthens for six hours (p<0,001).

- Earthworm has no co-ordinated action with hexobarbital.

In clinic, earthworm was used to treat for moderate and light hypertension
patients. Result of watching by Hoter blood pressuse on 31 patients demonstrates
that earthworm diminishes both systolic blood pressure and diastolic blood pressure,
has tendency to ameliorate the rate of dipper and non-dipper group. All indices of
blood pressure significantly diminish, with p<0,01; 0,05. Drug has no side-effect.
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NHAN XET LIEN QUAN GIJ'A.AP LYC MACH VOI. CAC
BIEN CHUNG THM MAGH © BENH fm-uw B
- TANG HUYET AP NGUYEN PHAT

Quadch Ngdn Ha, Lé Thanh Ha,
Duong Vin Ngoc, Nguyén Hong Anh

- Khao sat 11en quan g1ua ap luc mach voi mot s6 yéu to nguy cova b1en chung
tim mach & benh nhan ting huyét ap nguyen phat.

- Ket qua tu01 mic bénh trung binh 65 + 18 3 ty le tang huyét ap tAm thu don
thudn 4 8% . Nhém > 60 tudi c6 ap luc mach do 4 cao nhét, cac bién chimg tim
mach cé ty 1€ cao & nhoém ap luc mach dd 4 . Phi dai that tiai 14 bién chung co ty 1é
cao nhét , sail d6 13 bénh mach vanh, réi loan chuc niing thét trai, tai bién mach mau
ndo, ton thuong dong mach cinh ngoal so. Tang Triglycerit , g1am 'HDL- C khi ap
luc mach gia tang Chura thay sy lién quan ap luc mach vdi cac yéu tb nguy co : ting
dudng huyet ch1 khdi co thé ; mét trﬁng huyet ap, nhrp tim.

SUMMARY

- lnvestlgate the relationship of pulse pressure w1th r1sk factors of cardlovascular
and complications . o ' |
- Results : 41 patients s rnean"age: 65,4 + 18,3 . Prevalence pure primary
hypertension : 4,8%. Group ‘aged > 60. Thete was -the highest rate of stage of 4
pulse pressure. The highest prevelence was in left ventricular ‘hypértrophy { LVH ),
after that: the coronary - heart disease ( CHD ), left ventricular diastolic ( LVD )
,cerebral stroke, outernal carotid aterial disease . There was relationship of increase
Triglycerid;: descrease HDL-C with increase pulse. pressure.: There wasn’t  the
relationship between pulse pressure and hyperglycemia, body mass index , state

nondipper of blood pressure , heart rate,
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BUOC Mu KHAo sA‘r THAI BO CUA BENH NHAN BI'TANG
‘ 4 TANG HUYET AP TAI KHOA TIM MACH
BENH VIEN VIET NAM = THUY PIEN UONG Bf TRONG NAM 2002

Bs. Doan Du Dat, Bs. Nguyén Van Thinh va cong sw

Chung t61 khao sat thai 46 va su hiéu biét cua 184 nguoi bénh tang huyet ap
tudi tir 22 dén 87 tai khoa Tim Mach bénh- v1en Vlet nam — thuy dién Udng Bi trong

nidm 2002, véi muc ti€u cia nghién ciru:

1. Khao sat mot s6 th01 quen trong smh hoat va thai do cua ngum benh
601 vd1 bénh tang HA.

2. Thong qua ngum bénh tang HA danh gia 50 bo vé su quan ly, huorng
dan va diéu tri cua cac co s& y té cho cac bénh nhén ting HA.
1. Phwong phép: , , ,
- Benh nhan duge chan doan tang huyét ap the.o cac gia doan cua JNC- -
VI, do chiéu cao, cdn ning va tinh chi s6 BMI. Khao sat dwa vao bd cau hoi.
I Két qua diéu tra: _
1. Cac thoi quen hang ngay cia bénh nhan ting huyét ap duoc phong

vin khong c6 mdi lién quan dén bénh tang HA, yeu to “Suy nght cang thang,
mdt ngii vé ¢d ™ c6 lién quan dén benh tang HA.

2. _,Th’al dQ_ cua nguoi bénh do_l vmybg:nh tang HA:
- Bénh nhan bi bénh ting HA thuomg dén kham va didu tr tai chc co s
y té, it t diu trj cho. minh tai nha,
' - Khimua thudc chita bénh ting HA thuong, theo don cua thay thudc va.
mua tai cac cira hang duoc. . : Ce
- - Bénh nhan bi ting HA di chita bénh, phan 16n thiy khong ton kém’
' gay anh hirdmg dénkinh té gia dinh. ; :
- Ho c6 y tHirc kiém tra HA thuorng xuyén va cé it kha nang tu do HA
tai nha.
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- Ngui bmh che. blet khi thay daq dau kho, c&uu thumgg can pha1 do
huyetap e Ty DAl . A SRR
A Su phuc vu clia y té d01 voi bcnh nharr bi ting HA: L
. Khi benh nhén dén cac co s& y te kham va chita bénh, thuong duorc
cac co s¢ do dlcu tr1 chu dao.
- Khi v& sinh hoat tai cng d(“)ngv thuong khong duoc y té co so didu tri
va quan ly thuong xuyen
| - Cac cor SOy t& 6 tuyen truyen vé sur nguy h1em cua benh tang HA cho
nguoi bénh.

Két ludn:

Céc théi quen hang ngay cua bénh nhén tihg huyét ap kh(‘)ﬁg c6 méi lién quan
dén bénh tang HA, yéu t6 “Suy nghi cdng thdng, mdt ngi vé c6” cb lién quan dén
bénh ting HA. Bénh nhan ting huyét ap khong duoc quan ly tot trong cong dong
Cén nghién cuu thém dé khing dinh vén dé trén.
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'PRELIMINARY SURVEY OF HYPERTENSIVE ,
PATIENTS’ATTITUDE TOWARDS HYPERTENSION AT THE -
DEPARTMENT OF CARDIQOVASCULAR IN VIET NAM - SWEDEN
UONG B HOSPITAL QUANG NINH PROVINCE IN THE YEAR 2002

Dr. Doan Du Dat, Dr. Nguyen Van Thinh and et .

‘We surveyed the attitude and knowledge of 184 pat1ents aged 22 to 87 years
old at department of cardiovascular in Viet Nam — Sweden Uong Bi hospltal Quang
Ninh province in the year 2003. The studying objectives as follow:

1. To survey - some hablts and the attltude of hypertenswe patlents about
hypertens1on

.2. To evaluate the management and guidelines of basal levels of medlclne
pre11m1nar11y through hypertensive patients.

L. Subjects and method:

Studying patients were diagnosed hypertensive grades by criteria of JNC — VI,
with measurement of height and weigh, calculating BMI. The survey was carried

out with questionnaires.
IL. Results:

- Interviewed hypertensive patients’ habits did not relate to
hypertension. The factors of “ a tense mind, insomnia of unknown” related to
hypertension.

* Patients’attitude toward hypertension:

- Hypertensive patients have often an access to get medication at health
stations or district hospitals, having self-medication rarely at home.

- When buying medicines for treating hypertension, patients often use
physicians’prescription to get medicines at pharmacies.

- In opinion of hypertensive patients, hypertension was treated to do not
affect their family’ economy.
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- They always have an access “to check up thexr blood pressure and can

not measure blood pressuré by themselves at home.

- In opinion of patients, they have to measure blood pressure when
feeling headache or upset.
* Medicine services for hypertensive patients:
- During the time patients were treated at health stations or district
. hospitals, they were given thoughtful care but were not managed in community.
However they were propagated about the danger of hypertension.
Conclusion: |
Interviewed hypertensive patients habits did not relate to hypertension. The
factors of “ a tense mind, 1nsomn1a of unknown” relatcd to hypertension.

Hypertensive patients were not managed we11 in community. Above problems will
be necessary to be studied further in the future.
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NGHIEN CU'U Ti LE TANG HUYET AP O NGLYOI CAO TUOI TAI XA
HU'ONG XUAN, HUYEN HUONG TRA TINH THUA THIEN- HuE

- ThS. BS. Ngiyén Duic Hoang

Muc dich:
1. Tim hiéu cac chi so nhén tric, ti 16 ting huyét ap ciia nhimg ngudi cao
tuoi. S ;
2. Tim hidu n_iéi tuoﬁg quan giita tudi, chi s nhan tric, cac chi sb huyét 4p.
Két ludn:
- Ti 1€ nam: nit= 1:1,3 (p<0 01)

- Ti 1é gay 36,36%, binh thuong 48 99%, nguy co la 8 08%,beo d6 1 1a
6,57%béo 36 11 0%. = -

- Ti‘1¢ ting huyét ap chung chlem ti Ie 38 89%.
- Tuong quan véi tudi:

C6 su.tuong quan thuin giira tudi véi huyét ap tdm thu (1=0,28844,
P<0,01,Y=0,8569%X+72,0806) va huyét ap tdm truong ( r=0,1829 , P<0,05 ,
Y=0,2508X+59,5527), tuong quan nghich  vdi BMI
(r=-0,2415, P<0,01,Y= 0,096X+26,9065).

Khéng c6 su tuong quan tudi véi ti vong bung / vong méng
(r=0,0427,p>0,05)

- Tirong quan huyét ap tim thu:

Co6 su tuong quan thudn gira HATh vé1 BMI (r= 0,2340, p<0,01,
y=0,0279X +16,3172) va VB/VM (1=0,1669, p<0,05, y= 0,0005X+19,966662).

- Twong quan huyét ap tdm truong (HATTT):

Co sy tuong quan thudn giia HATTr véi BMI (= 0,23998, P<0,01,
y=0,0045X +19,6867) va VB/VM (1=0,2047, p<0,01, y= 0,4066X-30,6433).

- Twong quan BMI véi VBVM:

Cé su tuong quan thuin rat chit ché gita BMI véi VB/VM (1=0,4274,
p<0,001, y=0,01003X+0,6637).
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STUDYING HYPERTENSION PREVALENCE OF OLD PEOPLE AT
- HUONG XUAN'VILLAGE OF HUONG TRA DISTRICT, .
THUA THIEN-HUE PROVINCE

Object Stpdymg 198 cases of old people B
+ Applymg anthrometrig ratlo, hypertensmn‘prevalence‘

+ Studying the relations between age, BMI, waist/hip ratio (WHR) a mean
sytolic blood pressure, a mean diastolic blood Pressure. -

Conclusion:

1 The ratio 1S eStima{ed: men/wbnien‘ r.ast}i‘e 1_:'1,3 (p<0,:01), thin ratio 36,36%,
normal ratio 48,,99%, risk ratio 8,08%, obese stage I ratio 6,57%, obese stage II
ratio 0%, Hypertension ratio 38,89%.

2. Thereis a relati(;n befv\reen:
2.1. Age with:

+ A ‘mean systolic blood pressure (r =028844 p<0,61, y= 0,8569X +
72,0806). SETI N :

+ A mean diastolic blood pressure (r =0,1829, p<0,05, y= 0,2508X +
59,5527).

+ BMI (r=-0, 2415 p<0 01 y=0, 096X +26 9065)

-+ There isnot a relatlon between age w1th walst/hlp ratlo (r = 0 0427 p>0,05).
2. 2 A mean systohc blood pressulze w1th |

+ BMI (r = 0,2340, p<0,01, y = 0,0279X + 16,3172).

+ Walst/hlp ratio (r = 0,1669, p<O 05 y= 0,0005 X + 19,96662).

2.3. A mean dlastollc blood pressure w1th

+ BMI (r = O 23998 p<0 01 y £0,0045X + 19,6867).
| " Walst/hlp ratlo (r=0, 2047 p<0 05,y=0, 4066 X - 30 ,6433).

2.4. BMI with Waist/hip ratio (r = 0,4274, p<0,001, y = 0,01003X + 0,6637).
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DANH GIA HIEU QUA VA:DUNG NAP‘CUA EDNYT (ENALAPRIL)
TRONG DIEU TRr NGQAI TRU BENH NHAN TANG HUYET AP
~TAIBENH-VIEN 7A. :

EVALUATION OF EFFICACY AND TOLERANCE OF EDNYT IN
TREATING THE HYPERTENSIVE IN HOSPITAL 7A *
BS. Bui Xudn Hop, BS. Pham Viin Son BS. Nguyen Thi T6 Mai

Ednyt (enalapril maleate) -~ one of ACE- inhibitors to ‘treat essent1a1
hypertensmn 1s produced by Gedeon chhter Ltd.

Aim of study:

To evaluate clinical efficacy and tolerance of Ednyt in long-term treatment of
out-patients with hypertension according to INCVI (1999) classification in hosp1tal
7A between March 2001 and April 2003. - ,

This is an open- non-comparative study on 40 patients (diagnosed essential
hypertension, not using any anti-hypertensive prev10usly) 1nclud1ng

Hypertension grade I: 15 patients;

Hypertension grade II: 20 patients;

Hypertension grade III: S patients;

(male: 30 patients — 75%,; female: 10 patients — 25%)
age: between 41 and 86 (mean: 62).

Dosage:

10 mg once a day at 7 OO pm for 24 consecutlve weeks if after 4 weeks the
systolic blood pressure doés not: reduce ‘t¢r above 20 mmHg compared to before
treatment or the diastolic blood pressure is still to above 90 mmHg compared to
before treatment. It can be combined to anothei anti-hypertensive (individually).

Results:

Efficacy: Blood pressure reduced in 40 per 40 patients 1nclud1ng 36/40 cases
come to normotension (90.0%); 2 cases ‘from grade' Il to grade 1 hypertension
(5.0%), 2 from grade 1I to grade I hypertension (5.0%).

Tolerance: Ednyt 1s tolerated well there are no cases to dlscontmue treatment
due to side-effects. : : 3
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N~

HIEU QUA VA BQ AN TOAN CUA AMLODIPINE (NORMODIPINE)
TRONG DIEU TRl TANG HUYET AP NHE VA VUFA

Nguyén Ldn Viét, Triwong Thanh Huong, DS Dodn Lo,
Pham Thai Son, Nguyén Thi Thu Hodi, P6 Kim Bdng,
Pinh Thi Thu Huong, Pham Gia Khdi

Thudc chen kénh canxi dwgc sir dung rong rdi va c6 hiéu qua cao trong diéu’
tri tang huyét 4p (THA). Amlodipine 13 mot thuéc chen kénh canxi thé hé thu ba,
thudc nhom dihydropyrydine.

Muc dich nghién ciru nham khao sat hiéu qua ha ap va d6 an toan cia
Amlodipine (Nprmodipine®). trén co dia ngudl Viét Nam bi THA nhe va trung
binh. _ ,

Két qua: 31 bénh nhian THA v6 cin mic do nhe va vira, 58,1% la nam gidi,
tudi trung binh 61,77 + 9,35, nam, dugc diéu tri bing Amlodipine li€u Smg/ngay
hodc 10mg/ngay trong 8 tuin. C6 gin 90% bénh nhin dat mirc ha huyét ap nhu
mong mudn: huyét ap tdm thu trude va sau didu tri: 156,94 = 1,52 mmHg so vi
130,68 + 9,29 mmHg, p < 0.00001; huyét 4p tim trwong trudc va sau diéu tri:
94,68 + 7,06 mmHg so v6i 79,19 + 4,67 mmHg, p < 0,00001. Tan s6 tim trudc va
sau didu tri khac nhau khong ¢ y nghia thong ké (77,13 + 8,9 chu ky/phit so véi
79,48 + 7,63 chu ky/phit). Ti 1€ day dinh (T/P) tam thu: 84,94 + 9,15%; tdm truong:
80,87 + 12,86%. Dung nap lam sang va sinh hoc ciia thubc tét. Chi c6 1 truomg hop
phai phéi hop thém 1 thudc ha huyét ap khac do tac dung phy cia thudc nhip tim
nhanh.

Két luin: Amlodipine c6 hiéu qua ha huyét ap tot va c6 d an toan cao trong

diéu tri bénh nhan bi THA v6 cén mirc d0 nhe va vira.
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TAC DONG LAM CHAM TIEN TRIEN BENH THAAN DO DAI THAO
DUONG CUA IRBESARTAN TREN-BENH NHAN DAl THAO
PUONG TYP 2, TANG HUYET AP

Nhom nghién cuu IRMA 2:

Han — Henrik Parving, MD, D.M.SC; Hendrik Lehnert, MD; Jens Brochner —
Mortensen, MD, D.M.SC; Ramon Gomis, MD; Steen Andersen, MD; Peter Amer,
MD, D.M.SC

Nhom nghién cvru IDNT:
Edmund J. Lewis, MD; Lawrence G. Hunsicker, MD; William R. Clarke, PhD;

Tomas Berl, MD; Pohl, MD; Julia B. Lewis, MD; Eberhard Ritz, MD; Robert C.
Atkins, MD; Richard Rohde, BS; Itamar Raz, MD

Co sé ciia nghién ciru: Ting huyét ap (THA) tac dong dén hom 600 triéu
ngudi trén toan thé gidi va ciing c6 dén 135 tridu ngudi mic bénh dai thao dudng
(PTP) trén toan thé gidi. Theo T6 chitc Y Té Thé gidi, dén nam 2025, s luong
bénh nhan mic bénh DTD s 1a 300 trigu ngubl DTD 1a nguyén nhan hang dau din
dén bénh than giai doan cubi.

PRIME (PRogram for Irbesartan Mortality and Morbidity Evaluations), la
chuong trinh diu tién c6 muc tiéu 1a danh gia t1é thuorng tdt va tr vong cua
Irbesartan, mot thudc ddi khang thu thé angiotensin II. Chuong trinh nay nham
chimg minh Irbesartan c6 khéa nang béo vé bénh nhin DTD typ 2 ¢6 THA chéngvlai
tién trién cia bénh than do DTD & c4 hai giaf doan sém va mudn cua bénh. Piy 1’;‘1
chuong trinh 1am sang dau tién ching mmh loiiich“béo vé thén cua Irbesartan xuyén
sudt hai giai doan sém va mubn‘ ctia bénh than do PTD. Tac dong c6 loi nay cua
Irbesartan 1a doc 1ap véi tac dung ha huyét ap cua thude. Chuong trinh PRIME bao
gom hai nghién ctru: IRMA 2 (IRbesartan MicroAlbuminuria Type 2) va IDNT
(Irbesartan Diabetic Nephropathy Trial).

Phwong phdp va két qua: IRMA 2, 1 nghién ciru da trung tdm, ngiu nhién,
mu d6i so sanh véi gid dugc tién hanh trong hai nim trén 590 bénh nhan tir 30-70
tudi, bi DTD va c6 THA nham danh gia tic dong cua Irbesartan so sanh véi cac
thudc diéu tri THA khac (loai trir {rc ché men chuyén, cac thubc dbi khang thu thé
angiotensin 11 khac va di khang calcium nhém dihydropyridine) vé kha ning lam
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cham tién trién cta bénh thin do DTP trén bénh nhan DTD typ 2 c6 THA. Nhimg
bénh nhan nay déu & vao giai doan sém cia bénh than do DTD bidu thi bing su
hién dién clia microalbumin ni€u lic nhan vao nghién ciru. Két qua cia nghién ciru
cho thdy bénh nhin ding 300mg Irbesartan mdi ngay cé mirc giam nguy co tuong
d6i trén sy tién trién cia bénh than cao rd rét 13 70% biéu hién qua su thay dbi mirc
bai tiét albumin v&i p<0.001. Ct diéu tri 10 bénh nhan DTD typ 2 c6 THA mdi
ngay bing 300 mg Irbesartan trong hai niam, thi cé thé dy phong duge tién trién cua
bénh thin & mot bénh nhan. | |
. IDNT 12 mét nghién ciru da trung tim, mu d6i, ngiu nhién, so sanh vdi gia
- duogc tién hanh trén 1,715 bénh nhan DTD typ 2, THA & dd tudi 30-70 nham so
* +anh tac dong cua Irbesartan véi Amlodipine va vé&i cac thudc diéu tri THA khac
) (loai trir (tc ché men chuyén, cac thudc dbi khang thu thé angiotensin II khac va dbi
khang calcium nhém dihydropyridine), trén kha ning lam gidm tién trién dén bénh
than giai doan cudi va tir vong do moi nguyén nhan & bénh nhén DTD typ 2 c6
THA. Nhitng-bénh nhan nay déu & vao giai doan mudn cia bénh than do DTD biéu
thi bang su hién dién cna protein niéu. Diéu tri bang Irbesartan lam giam nguy co
gip phai bd cac tiéu chi chinh (gdm creatinin ting gip ddi, tién trién dén bénh than
giai doan cudi hay tir vong do fnoi nguyén nhﬁn) 20% thap hon so v6i nhém ding
gia duoc (p=0.02) va 23% thép hon & nhom dung amlodipine (p=0.006).

Irbesartan to ra an toan va cd mirc dung nap t6t biéu hién bang ti 1& cac tac
dung phu gip & nhom dung Irbesartan déu thap hon gia dugc va nhém dung
Amlodipine.

Két ludn: Dit lidu tir chuong trinh PRIME cho thay bang chimg 13 rét cua
Irbesartan, mot thudc d6i khang thu thé angiotensin II, khong chi 1a mot thudc cé
tac dung ha huyét 4p ma con 1a mét thudc cé tac dong co loi trén su tién trién cia
bénh than & bénh nhdn DTD typ 2, THA & ca hai giai doan sém va muén cua bénh.

* Irbesartan c6 tén biét dwoc la APROVEL — sdn phdm cta cong ty
Sanofi~Synthelabo
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THE EFFECT OF IRBESARTAN ON THE DEVELOPMENT OF
DIABETIC NEPHROPATHY IN PATIENTS WITH TYPE 2 DIABETES

Group of study IRMA 2: Han — Henrik Parving, MD, D.M.SC; Hendrik
Lehnert, MD; Jens Brochner - Mortensen, MD, D.M.SC; Ramon Gomis, MD;
Steen Andersen, MD; Peter Arner, MD, D.M.SC

Group of study IDNT: Edmund J. Lewis, MD; Lawrence G. Hunsicker, MD;
William R. Clarke, PhD; Tomas Berl, MD; Pohl, MD; Julia B. Lewis, MD;
Eberhard Ritz, MD; Robert C. Atkins, MD; Richard Rohde, BS; Itamar Raz, MD

Background: Hypertension affects more than 600 million people worldwide
and more than 135 million people worldwide have diabetes. According to the
World Health Organization, the number of diabetics worldwide is expected to rise
to almost 300 million by the year 2025. Diabetes is the most common cause of end-

stage kidney disease.

PRIME (PRogram for Irbesartan Mortality and Morbidity Evaluations) is the
first program 'which objectives were to evaluate the mortality and the morbidity of
Irbesartan, an Angiotensine Il receptor antagonists. This program demonstrated that
Irbesartan protected patients with hypertension and type 2 diabetes against the
progression of kidney disease at both early and late stages. PRIME is the first
clinical program to show beneficial effects in patients with hypertension and type 2
diabetes across the spectrum of early and late stage kidney disease. This effect of
Irbesartan is independently of its blood pressure—lowering effect. PRIME consists
of two studies: IRMA 2 (Irbesartan Micro Albuminuria type 2) and IDNT

(Irbesartan Diabetic Nephropathy Trial).

Methods and Result:. IRMA 2, a two—year multicenter, randomized, double-
blind, placebo—controlled study of 590 patients aged 30-70 years, assessed the
effects of Irbesartan compared to other proven antihypertensive treatments
(excluding ACE inhibitors, other AIIRAs and dihydropyridine calcium. channel
blockers) in slowing the progression of diabetic renal disease in hypertensive
patients with type 2 diabetes and early stage kidney disease (indicated by
microalbuminuria). According to results from IRMA 2 (Irbesartan
MicroAlbuminuria type 2 Diabetes Mellitus in Hypertensive Patients), patients
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© taking 300ing Irbesartan daily had a significant (70 percent) relative risk reduction
for the development of diabetic nephropathy, as measured by changes in élbumin
excretion (p<0.001). In addition, treating 10 patients with hypertension and type 2
diabetes with 300mg of Irbesartan daily for two years, would prevent one case of
diabetic nephropathy. \ |

IDNT, a multi—center, double-blind, placebo controlled study of 1,715 patients
between the ages of 30 and 70 years, assessed the effect of Irbesartan versus
amlodipine and other ‘proven antihypertensive treatments (exciuding ACE
inhibitors, other AIIRAs and calcium channel blockers), on the worsening of
diabetic renal disease or all-cause mortality in hypertensive patients with type 2
“diabetes and late stage kidhey disease (indicated by proteinuria) in average of 2.6
" year of follow—up. Treatment with Irbesartan was associated with a risk of the
primary composite end point that was 20% lower than that in placebo group
(p=0.02) and 23% lower than that in the amlbdipine group (p=0.006). Treatment
with Irbesartan was associated with a relative risk of end—stage renal disease that
was 23% lower than that in both other groups (p=0.07 for both comparison).

Irbesartan was safe and well tolerated, and severe adverse events were less

frequent with Irbesartan than with placebo.

Conclusion; Data from the PRIME program show clear evidence that the
angiotensin Il receptor blocker Irbesartan goes beyond effectively lowering blood

pressure. Irbésartan also slows the development of diabetic kidney disease.
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CAP NHAT VE BIEU TRg BENH TANG HUYET AP

PGS 78 Pham Nguyen Vznh
Vlen sz TP Ho6 Chi Minh

Tir 1au Tang huyét ap (THA) phan I6n khong biét nguyén nhan (THA tién
phat), chi khoang 5-10% biét nguyén nhan (THA thi phat)

Tuy nhién sy hi€u biét méi vé co ché bénh sinh cia THA, gitip ngudi ta ngy
cang hiéu sau hon vé chinh cin nguyén ctia THA tién phat

Céc yéu t§ di truyén, sit dung nhiéu mudi Natri, ¢ dong mudi Natri trong co
ché, su hoat hoa hé Renln-Anglotensm Hoat tinh cao hé giao cam va Stress, sirc
can mach ngoai vi, 15i loan chuc néng ndi mac, béo ph1 khang Insuline 1a nhung
yeu t6 bénh sinh chinh ciia THA Su h1eu blet ngay cang 15 hon cac yéu to nay glup
c6 phuong tién diéu tri thich horp

Cac bién phap diéu tri khong thube (gidm #n min, giam cén...), thudc rc ché
men chuyén, thudc loi: tiéu, thudc dan mach, thudc tac dong 1én hé giao cam (td:
Hyperium, Clonidine, Chen béta...) 13 nhitng phurong tién diéu tri dua trén co ché
bénh sinh '
Khuyen cao JNC 6 (1997) va khuyen céo cia To chuc Y té the gi61/ Hoi THA
thé gi6i (1999) déu nhén manh dén nguyén tac dleu tri con ngum bénh nhan THA
chir khong chi tri s6 HA. Khuyén cao INC 7 (2003) nhin manh dén tAm quan trong
ciia HA tam ¢hu, nguy co THA & 90% nguoi tién:SS tudi, giai' doan tién THA (HA
tam' thu -120-139 hodic HA tAm truong. 80-89mmHg), tim quan trong cua:loi tiéu
gidng Thiazide, su.ph6i hop thudc 13 can thiét; @ dat muc tiu diéu trj va sy tham
gia tich cuc cta bénh nhén ddi véi diéu tri THA

Cac yéu td nguy co cila xo vira Dong mach, si tdn thuong cac co quan bia cin
dugc khao sat trude khi diéu tri THA

O nguoi cao tudi, do sw giam dap img cia hé than kinh tw chu, do giam d6 dan
héi (compliance) dong mach thuomg bi THA tam thu don thuén. Cac bénh nhén nay
rat d€ ha HA tu thé dimg. Viéc didu tri nhém bénh nhén nay cin cac bién phap dic
biét

O ngudi bénh THA c6 bénh ndi khoa di kém nhu Tidu duomg, Suy thin man:
diéu tri THA cén sir dung céc thubc khong chi ha HA ma con tac dong trén cac
bénh ndi khoa. Mirc d6 ha HA cua cac bénh nhéan nay ciing can thép hon cac bénh
nhéin khac (< 130/80mmHg).
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UPDATES IN THE MANAGEMENT OF HYPERTENSION

Prof Pham’ Nguyen Vznh MD
Heart Institute of Ho Chi Minh City

It has been long known that 90% ef hypertension cases are idiopathic in
etiology, only 5 10% of hypertensives have an identifiable cause.

However, new findings on the pathophysrology of hypertensron help
-understand further about the complex etiology of primary hypertension.

Hereditary factors, sodium-rich diet, sodium-retention in the body, activated
RAA system, increased sympathetic outflow and stress, increased peripheral
resistance, endothelial dysfunction, obesity, insulin resistance are major
pathophysiological mechanisms of Hypertension. Deeper understandings of these
factors guide physicians for a suitable treatment. ,

Lifestyle modification (sodium restriction, weight reduction ...) ACE
inhibitors, Diuretics, Vasodilators, Adrenergic-inhibiting agents (e. g : clonidine,
beta-blockers ...) all act based on pathogenesis.

The JNC-VI report in 1977 and guidelines for the management of
hypertension of WHO/ISH in 1999 hrghhghted the treatment of the patient with
hypertension, not the blood pressure number itself. The recently released INC-VII
report emphasizes on the 'importance of systolrc BP, the 90% risk of developing
hypertension in people more than 55 years old, pre-hypertension state (SBP : 120-
139 mmHg and/or DBP 80-89 mmHg), the importance of thiazide-type diuretics,
and combination therapy 'is essential in achieving goal BP. Also, the patient
compliance is an unforgettable factor in the management of hypértension.

‘ R1sk factors of atherosclerosis, target-organ damage should be Investigated
prior to ant1hypertens1ve treatment

Due to poor response of the sympathetic system and reduced compllance of
arteries, the elderly usually have isolated systolic hypertension. These patients are
extremely susceptible to orthostatic hypertension — Specific treatments are required
for this group of patients. '

In hypertensive patients associated with Diabetes mellitus, or renal failure, the
antihypertensive treatment aims not only at lowering the blood pressure but also the
concomitant disecase. The target BP in these pattents s also lower than other types
of hypertensive (< 130/80 mmHg). | \
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CAC YEU TO NGUY CO CUA TANG HUYET AP TAI CAC TiNH
PHIA BAC VIET NAM: KET QUA TU DQT DIEU TRA DICH TE HQC
TANG HUYET AP & CAC TiNH PHIA BAC VIET NAM

Pham Thai Son, Ngz)yé~n~ Ngoc Quang, Nguyén Thi Thu Hoai,
Do Doan Loi, Nguyén Lan Viét, Pham Gia Khdai va cs.

Téng hop nghién ciru vé tin suft tang huyet ap va céc yéu tb nguy co trong
céc tinh mién Bic Viét ‘nam nam 2001 2002 trén tong s 5012 ngudi dan, ching toi
rit ra mot s két luan vé cac yéu t6 nguy ‘co cia THA nhu sau:

Tén sudt qua can (BMI tir 25-30) chiém 5,83%, béo phi (BMI > 30) chiém
0,24%, béo bung (vong bung > 102 cm & nam, > 88 cm & nir) chlem ty 1€ 1,04%.
Néu lay tiéu chuén chat hon dé xudt cho ngudi chau A thi tin sudt qua can (BMI tir
23 dén 25) chiém ty 1 9,75%, béo phi (BMI > 25) chiém 6,07%, béo bung (vong
bung > 90 cm ¢ nam va > 80 cm 6 nit) chiém ty 1& 6,28%. Du theo tiéu chudn nao
thi tan suét béo phi/qua cin/béo bung & nir cao hon han nam, ting dan Ién theo tudi,
tang rd rét sau do tudi 45.

Tén suft dai thao, duong chiém ty 16 7,39%, r6i loan dung nap dudng la 12,7%
va 16i loan chuyen hoa dudng khi d6i 1a 13,2%. Gia tri dudng mau mao mach binh
thuomg trong quan thé dan cu la 91,03 + 11,28 mg/dl hay 5,06 + 0,63 mmol/l
(n=3113).

~ Xét nghiém trén mt miu nho (8=236) chon ngdu nhién, tin sudt ting
cholesterol (= 5,2 mmol/l hay 200 mg/dl) 1a 54,7%, tang LDL-C (> 3,4 mmo/l hay
130 mg/dl) 1a 51,3%; ting triglyceride (= 1,7 mmol/l hay 150 mg/dl) 1a 41,9% va
giam HDL-C (< lmmo/l hay < 40 mg/dI) la 40,7%. Co t6i 78, 8% (186/236) it nhat
c6 mét thanh phin m& mau rdi loan. Tan suit cac r6i loan m& mau tang dan theo
tudi, twong tir giita hai glm nam va nit.

Céc yéu t6 lam ting nguy co ting huyet ap bao gdm: tudi cao; gidi nam song
& vung thanh thi, BMI tang, béo bung, chi so vong bung/vong mong tang, 161 loan
duong mau, 1di loan m& mau, udng nhiéu ruou, tién sir gia dinh huyét thdng truc hé
¢6 tang huyét ap (p < 0 ,001). Lao dong chén tay, hon nhén, va thm chi stress da
lam gidm nguy co tang huyet ap (p < 0,05). Chua thé két luan dugc vé vai tro cia
dan toc, an man, hat thudc 14, hoat dong thé lwc d6i vdi ting Jauyet ap. Yéu to nguy
co ddc 1ap c6 lién quan manh nhit dén tang huyét ap 1a d6 tudi, tiép do la phan loai
qua cdn/béo phi theo tiu chuén chit ché cia WPRO. Phén loai do WPRO dé xudng
(riéng cho ngudi chau A) dbi voi qua cin/béo phi va béo bung cd tuong quan véi
tang huyét ap tbt hon tiéu chudn cb dién cia WHO/NHBLL
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Phan II

CAC BAO CAO KHOA HOC
VE BENH MACH VANH



KET QUA CHUP BONG MACH VANH VA BUGC PAU -
PNG DUNG PHUONG PHAP NONG DAT STENT DIEU TR BENH
BONG MACH VANH TAI BENH VIEN T.U.Q.D 108

Nguye:h buc Hai, Lé Ngoc Ha, Lé Vin Truong, Pham Thdi Giang,
Hoéang Minh Chdu, Nguyén Vin Quynh, Vii Dién Bién

Muc dich nghién citu: Chup dong mach vanh 13 mét phuong phap c6 gia tri
cho phép chin doan va danh gia chinh xac tn thuong dong mach vanh, giup lya
chon cach xir tri bénh mot cach thich hop. Ching t6i tién hanh nghién ciru nham
danh gié tinh trang ton thuong dong mach vanh, hya chon phuong phap diéu tri
thich hop va danh gia hiu qua cua phuong phap nong dong mach vanh trong diéu
tri bénh thi€u mau co tim,

Két qua nghién citu: 61 bénh nhan da duoc chup va can thi€p dong mach
vanh c6 tudi trung binh 1 59.23+9.19, hau hét cac bénh nhan c6 tudi trén 50, trong
d6 nam gidi 51 bénh nhan chiém 83.6%. Cac yéu té nguy co tim mac hay gip la cao
huyét ap, hut thudc 1a va rdi loan chuyén hoa lipid. 18 truong hop dong mach vanh
binh thudng (29.5%) va 43 truong hop phét hién cé ton thuong déng mach vanh
(70.5%) trong d6 vi tri ton thuong hay gap nhit 1a dong mach lién thét trudc
(90.7%), dong mach mii 44.2% va tdn thuong than chung dong mach vanh trai gip
4.7% cac bénh nhan; tén thuong déng mach vanh phai gip & 60.5% bénh nhan;
55.8% cac bénh nhan co6 tdn thuong két hop ca hai dong mach. 60.5% cac bénh
nhén c6 ton thuong da mach (> 2 than), chi c6 39.5% cac bénh nhan c6 tén thuong
1 nhanh, Trén 82 vi tri dong mach vanh, typ A gip 23.2%; typ B 53.7% va typ C la
23.2%. Tai bién chup dong mach vanh: 3.3% loan nhip tim nang, khong c6 bién
ching tir vong. Lya chon phuong phap diéu tri: 17 bénh nhan duoc diéu tri ndi khoa
(39.5%), 16 bénh nhin duoc nong va dit stent (37.2%) trong d6 c¢6 3 bénh nhan
dugc can thiép cAp cii; 10 bénh nhan dwoc phiu thuat lam cdu ndi chi-vanh
(23.3%). Ty 1¢ thanh cong cua thu thuét nong va dat stent cao (95.3%), tai bién
thép: khOng gap tai bién nang nao ¢ nhom cac bénh nhan dugce nong va dat stent.

Két lugn: Qua két qua ban dau cua phuong phap can thiép nong va dit stent
dong mach vanh chimg tbi thdy day 1a mot ki thuat c6 hiéu qua t6t trong diéu tri
bénh dong mach vanh ciing nhu NMCT cép, ty 1¢ thanh cong cao, bién chimg thép.
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PRELIMINARY RESULTS OR CORONARY ANGIOGRAPHY AND
ANGIOPLASTY AT 108 MILITARY CENTRAL HOSPITAL

Objective: Coronary angiography is value methode for the diagnosis and the
treatements of coronary artery disease. The purpose of the present investigation is to
evaluate the coronary lesions for selection of the adequate therapeutic methods.

Results: Between 1/2000 and 3/2003, 61 consecutive patients (51 males
(85 6%) and 10 females) underwent coronary angiography and coronary
intervention. The mean age was 59.2319.19, most of them were over 50 years old.
The main nisk factors were:  Hypertention, Cigarette smoking and
Hypercholesterolemia. There are 18 cases with normal coronary system (29.5%)
and 43 cases with coronary lesions (70.5%), the left anterior descending
coronaries’lesion is the highest rate (90.7%), the left circumflex coronaries was
affected in 44.2%, the left main coronary artery stenosis was accounted for 4.7%
and the right coronary lesion was affected in 60.5%. The most of patients were
affected > 2 lesions, only 39.5% patients with one coronary lesion. The
classification of 82 segment’ lesions: type A 23.2%, type B is highest rate 53.7%
and type C 23.2%. The complications included: 2 patients (3.3%) with ventricular
fibrillation. Coronary angiography play a main role for the treatments of coronary
artery diseases: by medicaments 17 cas (39.5%), by PTCA and/or coronary stenting
16 cas (37.2%) and CABG 10 cas (23.3%). The percutaneous coronary
interventions were considered angiographically success full in 95.3%, there was’nt
complication

Conclusion: The initial results of own study indicated PTCA and coronary
stenting is good efficacity technique for the treatment of CAD, it has a hight

success rate with few complications.
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TUONG QUAN Gi(A VOI HOA MACH VANH VA NGUY CO BENH
MACH VANH BUQ'C DI BAO THEQ BIEM SO NGUY CO'
" FRAMINGHAM , ATP Hi VA PROCAM

BS Nguyén Xudn Trinh, ThS.BS Nguyén Tudn Vi, BS Phan Thanh Hai

MUC TIEU: Chung t6i khao sat sy tvong quan giira voi hoa mach vanh dinh
hrong béi MSCTva nguy co bénh mach vanh trong 10 ndm theo nhiing thuit toan
tién luong FRAMINGHAM , ATP III va PROCAM dé xdc dinh xem vé1 hoa mach
vanh c6 thé 1a théng tin doc lap va bd sung vao nhung yéu t6 nguy co kinh dién hay
khong .

PHUONG PHAP: Trong 126 bénh nhan (53 nam , 73 nit, 6 tudi 20-74, nhip
xoang , khong dung thudc ha lipide méau, khéng c6 tién sir nhdi mau co tim) , voi
hoa mach vanh khéo sat béi may MSCT sur dung thang diém Agaston. Nguy co
bénh mach vanh trong 10 ndm dugc danh gia bdi nhimg thudt toan tién luorng
Framingham(FRA), ATP III va PROCAM ( nam tudi 35-65) dwa trén nhiing yéu t6
nguy co tim mach kinh dién.

KET QUA : 52 bénh nhan c6 v6i hoa mach vanh bdi MSCT, diém véi hoa tir
0 dén 1540. Piém voi hoa trung binh & nhitg bénh nhan nay 1a 196,7 + 298,65.
Nguy co FRA trung binh 1a 12,87 + 9,06 & nhitng bénh nhin c6 v6i hoa va 7,92
+7,87 & nhfmg bénh nhan kh6ng vo61 hoa( p=0,001). Nguy co PROCAM trung binh
¢ nhiing nguorl nam c6 vo1 hoa la 14,9 + 10,4 so voi 6,9 + 4,6 ¢.nhimg nguoi nam
khong voi hoa(p= 0,004). 126 bénh nhan dugc xép loai thanh 3 nhém nguy co theo
ATP III va c6 71 bénh nhén nguy co thip, 43 nguy co trung binh va 12 bénh nhan
nguy co cao. Diém s6 voi hoa trung binh c¢6 sy khac biét co y nghia thong ké cho ca
3 nhém (p=0,007). 2 trong 71 bénh nhén nguy co thap theo ATP III (nguy co <
10%) c6 diém vbi hoa > 400 dleu ma am chi nguy co bién ¢ ¢ tim rit cao. 4 trong
12 bénh nhan cé nguy co cao theo ATP III ( nguy co > 20% ) thi khong c6 voi hod
diéu ma chi d4n nguy co bién c¢b cho tim rat thap Trong nhém nguy co trung binh
(nguy co 10 ndam10-20%), duoc nghl c6 lgi tir test khong xam nhap dé xép loai
nguy co, c6 20 bénh nhén khong vdi hod, 5 bénh nhan c6 diém voi hoa < 10, 3
bénh nhan c6 diém v6i hoa > 400 va 2 bénh nhan c6 diém véi hoa > 1000. Sy tuong
quan giita voi hoa mach vanh va nguy co FRA thi thap (r=0,238, p=0,560);
PROCAM va véi hoa thi thap(r— 0,390, p=0,006), FRA va PROCAM c6 lién quan
vira phai va c6 y nghi a thong ké (r=0,666, p<0,005).

KET LUAN : Sy lién quan gilta mirc d¢ voi hoa va nguy co bién cb & tim
thép (hé s twong quan tir 0,238 dén 0,390) . Pdc biét, mdt s6 bénh nhan thuge
- nhém nguy co cao theo ATP III 1hung khong c6 voi hoa mach vanh va co thé xép
loai nguy co thap. Vi vdy, khao sat voi hoa mach vanh chi cung cAp thong tin doc
1ap thém vao nhing thuat toan tién lugng dya vao nhimg yéu t6 nguy co kinh dién.
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CORRELATION BETWEEN CORONARY CALCIUM AND
PREDICTED CORONARY ARTERY DISEASE RISK BASED ON
FRAMINGHAM, ATP Iit And PROCAM RISK SCORES

BS Nguyén Xudn Trinh, ThS.BS Nguyén Tudn Vi, BS Phan Thanh Hai

OBJECTIVES: We investigated the relationship between coronary calcium
quantified by multislice spiral computed tomography (MSCT) and the predicted 10-
year coronary artery disease(CAD) event risk based on Framingham equation,
Adult Treatment Panel III (ATP III) and PROCAM algorithm in order to verify
whether coronary calcification information is independent from and additive to that
obtained by traditional risk factor analysis.

METHODS: In 126 subjects ( 53 men, 73 women, an age between 20 and 74,
sinus rhythm, absence of treatment with lipid-lowing drugs, no history of
myocardial infarction), coronary calcifications (CC) were quantified by MSCT
using the Agaston Score (AS). The predicted 10-year cardiovascular event risk was
determined using Framingham equation (FRA), ATP III tables and (in men )
PROCAM algorithm.

RESULTS: In 52 subjects, CC was detected by MSCT. With Agaston Scores
ranging from 0 to 1540. The mean AS in these patients was 196,7 + 298,65. The
mean FRA risk was 12,87 + 9,06 in patients with CC and 7,92 +7,87 in patients
without CC ( p=0,001). The mean PROCAM risk in men with CC was 14,9 + 10,4
vs 6,9 + 4,6 in men without CC ( p= 0,004). 126 subjects were stratified into three
risk groups according to ATP III and found that 71 patients were oW riskn, 43 were
“intermediate > and 12 patients were ‘“®" risk ”. The mean AS was significantly
different between all three groups (p=0,007). 71subjects had an ATP III risk < 10%(
dow risk ” ). 2 of these had an AS > 400, wich implies a very high cardiac event risk.
12 subjects had an ATP III risk > 20% ( “ high risk ”). 4 of these had an AS of 0,
wich in turn implies a very low cardiac event risk. In the intermediate group (10-
year risk 10-20%), thought to espectially profit from non-invasive testing for risk
stratification. 20 of 43 subjects had an AS of 0; 5 subjects had an AS < 10, 3
individuals had an AS > 400 and 2 of these had an AS > 1000. Correlations between
FRA risk and AS was low ( r=0,238, p=0,560); PROCAM and AS was low (=
0,390, p=0,006), FRA and PROCAM was significant and moderately close
(r=0,666, p<0,005). '

CONCLUSIONS: The correlation between the amount of calcium and the
predicted cardiac event risk was low ( correlation coefficients ranging from 0,238 to
0,390) . Particularly, a substantial fraction of subjects with high risk according to
ATPIII have no CC and thus may be atlower risk. Thus, assessment of CC seems
to yield independent and additional information to. prediction models based on risk
factors.
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CHUP CAT LOP XOAN OC DA MAT CAT ( MSCT)
TRONG DANH GIA VOl HOA PONG MACH VANH

BS Nguyén Tudn Vii, BS Phan Thanh Hai

Ling dong canxi trong thanh dong mach 13 hdu qua cia qua trinh xo vira
mach. Sy hién dién cua chit voi trong thanh cua dong mach vanh c6 y nghia c¢é
bénh dong mach vanh tiémén. Phat hién sém céc sang thuong cua dong mach vanh
gii vai trd quan trong trong chin doan va xir tri bénh dong mach vanh.

Méi day, Chup Ciat Lép Xoin Oc Pa Mit Cit da duoc sir dung dé tim va
lwong gia v6i hoa dong mach vanh.Piém sé véi hoa giup du doan cé hay khéng co
su hep c6 v nghia ciia mach vanh va cung cép cac thong tin cé gia tri, giup cho viéc

di€u tr1 bénh nhan duoc to1 wu.

MULTISLICE COMPUTED TOMOGRAPHY ( MSCT)
IN ASSESSEMENT OF CORONARY CALCIUM DEPOSITS

Dr Nguyén Tudn Vi, Dr Phan Thanh Hadi

Calcium deposition within the wall arteries results from atherosclerosis
process. The presence of any coronary calcium signifies that underlying CAD is
present. Early detection of coronary lesions plays the important role in diagnosis

and management of CAD.

Recently, MSCT is used to scan and quantitatively evaluate the coronary
calcification. The calcium score indicates the presence or absence significantly
obstructive vessel and provides the valuable informations to optimize patient care.
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NGHIEN CUPU I'NG DYNG PO KiCH THU'GQ'C VUNG CO' TIM
Bl NHOI MAU BANG BANG DIEM CUA SELVESTER

Nguyén Thi Lién, Hupnh Vin Minh

Muyc tiéu: Nham danh gia kich thudc ving co tim bi nhdi mau bang phuong
phép tinh diém cia Ronald Selvester va tim hiéu mbi twong quan giita kich thudc
viing co tim bi nhdi mau do dugc bing phwong phap trén voi dic diém 1am sang va
can lam sang. |

Phuong phap: Nghién ciru tién cira dwoc tién hanh tir thang 4 nam 2002 dén
thang 5 nim 2003, gdm 33 bénh nhin NMCT thoa mén tiéu chuén cia 16 nghién
ciru.

Két qua :

- Kich thuéc ving co tim bj nhdi méu c6 mdi twong quan thuén véi mirc do
ning cua bénh. Kich thuéc trung binh ciia nhém khéng c6 bién chimg 13,64 +
2,02% khdi co tim; nhém cé blCIl ching nhe 21 92 + 3,05%; nhom co blen ching
ning 32,00 £ 3,79% (P <o 001)

- Kich thudc ving co tim bi nhdi mau do duoc trong 7 ngay dau it thay d6i
(p>0,5), thé hién kich thudc ving nguy co. Kich thuéc do dugc sau ngay thir 7 thé
hién kich thudc nhdi mau cudi cing (p<0,001).

- Kich thudc ving co tim bi nhdi mau cd tuong quan nghich véi EF va SF (r=
:0,22, = - 0,18; P<0,001); tyong quan tuyén tinh thuan kh4 chat ché véi ndng do
TnT (r=0,36; p<0,001)

Két ludn: kich thuéc ving co tim bi nhdi mau do bang bang diém cia

Selvester ¢6 tuong quan thuan vdi mic 4o nang cua bénh.
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APPLICCATION OF SELVESTER QRS SCORING SYSTEM FOR
- ESTIMATING MYOCARDIAL INFARCT SIZE

Objective:

Aim to estimate myocardial infarct size by the QRS scoring system of Ronald
Selvester and to study the correlation between it with clinical and paraclinical
characteristics of patients. )

Method:
Prospective study was performed from April/2002 to Mar/2003, included 33

patients which met the criteria of study sample.

Results: o

- Infarct sizes irinversely correlated with severity of disease. Average infarct
size of non - complicated group was 13,64 £ 2,02% of left ventricular mass; infarct

sizes of mild and severe complicated groups were 21,92 + 3,05%; and 32,00 +
3,79%, respectively (P <0,001).

- Sizes'were estimated in first 7 days that presenting myocardium at risk had
only little changs. Sizes were estimated after 7 ™ day that presenting final infarct
size had different changs-according to severity of dlsease(p<0 001).

- Infarct size nonclosely inversely correlated to EF and SF (r=-0,22; = -0,18;
P<0,001), and falrly closely correlated to TnT (r =0,36; p<0,001).

Conclusion:

Myocardlal infarct size that was estimated by Selvester QRS scoring system

had irinverse correlation with severity of disease.
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DANH GIA KET HQP THUOC UC CHE MEN-CHUYEN
TRONG DIEU'TRI SUY TiM SAU NHOI:MAU CO TIM

BS. Dang Lich, TS. Lé Van Thach,
BS. D6 Van Thién, GS.TS. Pham Twr Duong

Cong trinh nghién ciru cua ching t6i thyuc hién trén 103 bénh nhan suy tim sau
nhdi mau co tim giai doan II — IV NYHA tai Bénh vién Hiru Nghi. Bénh nhan dugc
chia 1am 2 nhom:

- Nhém B: bénh nhan duoc diéu tri bz"mg thube digoxin, lgi tiéu va t:h‘uéc gian
mach khong thudc nhém thuoc rc ché men chuyén.

- Nhém A: bénh nhan duogc diéu tri bang thude digoxin loi tiéu va thudc gidn
mach c6 thém thudc @c ché men chuyen coversyl Liéu dung: 4 mg/ngay vdi bénh
nhin c6 ting huyét ap, 2mg/ngay roi tang dan 1én 4 mg v4i bénh nhan huyét ap
thap. .

Tudi trung binh 13 66,5 + 6,1 _

Bénh nhan dugc theo dai trong 2 nidm, kiém tra 6 thang/lan.

Két qua: |

- C4c triéu chimg 14m sang dugc cai thién 16 rét & nhém c6 dung thudc trc ché
men chuyén coversyl (p <0,05) _ ‘ , ,

- Cac triéu chimg cén 14m sing nhu trén dién tim d6, x quang, siéu 4m tim
cling duogc céi thién c¢6 y nghia (p <0 05)

- Su dung nap thube t6t, véi heu két horp 4 mg/ ngay. Tac dung khong _mong
mudn nhu ho khan, ting kali mau c6 nhung khéng anh hudng dén qua trinh diéu tri

Két ludn:

Viéc két hop thudc trc ché men chuyén véi cac thudc diéu tri kinh dién da cai
thién cac triéu chimg 14m sang va can lam sang o benh nhén sau nhdi mau co tim
nén can dugc ap dung sém va rong rai.

Su dung nap dugc danh gia 1a tdt va tac dung khong mong mudn khéng dang
ké.



.. '-EVALUATION THE COMBINATION OF ANGIOTENSIN
CONVERTING ENZYME INHIBITOR ON THE PATIENTS WITH
HEART FAILURE AFTER MYOCARDIAL INFARCTION

Dang Lich MD, Le Van Thach PhD,
Do Van Thien, Pham Tu Duong Prs.PhD

Our study carried out 103 patients with heart failure after myocardial
infarction level II - IV NYHA in Huu Nghi Hospital. The patients were divided into
two groups: o

- Group B: (n = 52) the patients were treated by digital, diuretic and
vasodilators, but not angiotensin converting enzyme inhibitors.

-Group A: (n = 51) the patients were treated by digital, diuretic and
vasodilators and addition angiotensin converting enzyme inhibitors (coversyl). At
dose: 4 mg/day for hypertension patients, 2mg/day to 4 mg/day with hypotension
patients.

Mean age: 66,5 + 6,1
Duration: 2 years, regular checking 6 months/time.
Results: o

- After 2 years following up : we found that d1fferent significantly in group A
as followmg effort dyspnea, suplne posmon dyspnea paroxysmal noctoral
dyspnea day act1v1ty lung crepltatlons engorged neck vein, ECG xray,
echocardlography

- The treatments was well tolerated with dose 4 mg/ day Slde effects as
cought, elevated urea nitrogen, creatinine levels or hyperkalemia, but these side
effects were not influence the treatment process and life.

Conclusion:

We concluded that the addition of coversyl to coventional therapy in patients
with heart failure after myocardial infarction is nessesary and the tolerance of drug
is good at dose 4 mg/ day. No serious adverse effect were reported.
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TiNH HINH NHOI MAU CO TIM TAT BENH VEEN DA NANG
BS Nguyén Thi Kim C‘hung, Ss Mai Quoc Thong

MUC TIEU: |

Danh gia tinh hinh dich té nhbi mau co tim cdp tai bénh vién Pa Ning va hiéu
qua thudc chbng dong.

PHUONG PHAP:

Nghién ctru hdi ciru va théng ké. Gom 132 bénh nhén nhdi mau co tim duoc
nhan vao diéu tri tai bénh vién Da Ning trong thoi gian tir thang 10 - 1999 dén
thang 10 - 2002. Tiéu chuin chin doan dya vao triéu chimg 14m sang, dién tdm dd
va men tim. Ngoai viéc diéu tri bing fraxiparine ho#ic lovenox tiém dudi da, cac
thudc chen bé ta, wrc ché men chuyen nhom 1sosorb1t, giam dau,...duoc dung hd tro.

KET QUA:

Nhdi mau co tim ¢6 ty 18 cao nhit & 16p tudi 61 dén 80 tudi (56,28 %), & nam
nhiéu hon nit (60,61% so véi 39,39%), & thanh thi nhiéu hon néng thon (76,52% so
v6i 23,48%). Ty 1€ nhdi méau co tim ting hing nam ( s6 trudng hop la 30, 46 va 56
trong nam 2000, 2001 va 2002, theo thir tir). Tir vong tai bénh vién chiém 18,18%
(s0 V6i 32% tir nam 1995 dén 1996), do sdc tim, loan nhip, ...

KET LUAN:

Két qua cho thay viéc sur dung thuoc chong dong gop phén lam giam ty 1¢ tr
vong. Vi nhdi mau co tim 1a nguyen nhan hang ddu gy tir vong, dau dom va tén
kém, nén viéc ap dung céc phuorng phap didu tri hién dai 12 rt cin thlet Do vy,
cin nghién ciru thém nira vé diéu tri nhdi mau co tim bang thubc tiéu huyet khoi va

nong mach vanh qua da.
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EPIDEMIOLOGY OF ACUTE MxocARou\L INFARCTION
IN.DA/NANG HOSPITAL s

BS Nguyen T hz Kim Chung, Ss Maz Quoc 7 hong

OBJECTIVES:

. This study was designed to assess“ the epidémiqlog'}'{;.of_ acute 'myocardial
infarction in Da Nang hospital and evaluate the efficacy of anticoagulants,
METHODS:

‘Retrospective, statistic study. One hundred' thirty two consecutive patients
with acute myocardlal 1nfarct10n were adrmtted in Da Nang hospltal from 10 - 1999
to. 10 2002. Dlagnotlc criteria based on the cllmcal symptoms electrocardlography
and cardiac enzymes. In addmon to fraxa,parme or lovenox. . subcutanuous injection,
betablockers, converting enzyme inhibitors, 1sosob1des oxygen and antalglcs were -
accessorily treated ‘ A

RESULTS’

. Age Ttanging between 61 to 80 yea.rs showed the greatest prevalence‘
(56 28%) Men ( 60,61%), citizens (76, 52%)- were affected more than women
(39 39%) farmers (23 48%) respectlvely The AMI rate shOWed a shght increase
each year (30 ca.ses in 2000 46 cases in 2001 and 56 in 2002) In-hospltal mortahty»
was 24:patients (18;18% Vs 32% between 1995 and 1996) due to cardlogemc,.

shock afrythm
CONCLUSI ONS

~ The résults show’ that adrrumstratron of - antrcoagulants partrally drmmued the
mortallty rate. As the 1ead1ng cause of death and a maJor cause of suffermg and
-medlcal expense, modermn management of acute myocardral 1nfarct10n is essent1al ‘
Therefore, further :studies. need to be. addressed n regards to the treatment with
thrombolytic agents and percutaneous transluminal coronary angrop_lasﬁty{@,

! M s
P
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" 'GIA'TRI CUA SHEU Afit GANG $UPC BANG THUOC ' -
DOBUTAMIN TRONG CHAN'‘DOAN VA TIEN LUQONG
BENH TIM THIEU MAU CUC BO

Ths. Vii Ha Nga Son, Ts. Pham Nguyén Son
Ts. Hoang Minh Chdu, Gs Ts. Tran dé Trinh

Siéu am gang sirc bang thudc Dobutamin dd dwoc ap dung rong rai trén thé
gio1, gop phén quan trong trong chén doan BTTMCB va tién luong cac. blen cd tim
madch. O nuéc ta'méi duge trién Khai & mot vai bénh vién trung ub'ng

Muc dich nghten citu: xac dinh gia tri chan doan BTTMCB ciia SAGSD va
budc diu tim hiéu vai trd tién lugng cac bién cé tim mach cia phuong phap. - -

. Phwong phdp nghién citu: 90 bénh nhan nghi nghor mag BTTMCB.duec lam
SAGSD theo quy trinh 5-40ug/kg/ph, khi chua dat tin s6 tim gang suc, t1ep tyc bo
xung atropin 0,25- 2mg Hinh 4nh siéu am duorc theo ddi lién tuc, céc hinh anh siéu
am dugc ghi lai va phan tich & 4 thoi diém ging strc. Bénh nhén d@uoc chin doan
thleu mau co tim trén SAGSD khi xuat hién rdi loan vin dong hodc sy xdu di cha
r0i loan vén. dong da.co. tr trude, chup DMV duang tinh khi ¢é hep 2 50% duong,:
kinh cia mdt trong cac nhanh DMV chinh.

Két qud: Két qua SAGSD 38 bénh nhan duong tinh, 52 bénh nhan am tmh
43/90 bénh nhin duoc chup bMV, két qua 8 bénh nhan hep 1 mach, 7 bénh nhan
hep 2 mach, vd 9 bénh nhan hep 3 mach. Do nhay cia SAGSD::chdn doan
BTTMCB 96%, do dic h,leu. 4%, do chmh Xac: 91% Do nhay. cla phuong phap ,
hleu; 91%, :;/;9% 89 Benh nhan duorc theo d01 trung bmh 29 +18 thang, 11 benh ‘
nhén'(12,2%) c6 bidn cb tim' mack. bao" 26m '3 bénh nhan (3, 3%) tir vong do tim-f
mach, 2 bénh nhan (2, 2%) NMCT ¢4p, 5:bénhonhan (5,6%) dau thit nguc khong 6 én .
dinh, 1 bénh nhén chuyén can thié¢p PMV. Ty 1¢ bénh nhan bi bién ¢ tim mach cia
nhom SAGSD duong tinh 21, 1% so voi nhém &m tinh 1a 5,8% (p<0,05), cac yeu t6
c¢6 y nghia du bao cac bién cb t1m mach l4n luot 14 SAGSD duorng tinh OR= 4,36;
95% CU: 0,53 —23 {p<0.05), rdi loan vin dong ving trude khi, ging sirc OR=3,79;
95% CU: 0,89 - 16,56 (p<0.05), dau nguc va bién d6i ST trong qua trinh gang strc
ciing ¢4 anh huong tdi nguy co bién cb tim mach v6i OR= 3,94; 95% CU: 0,79 - -
19,25 (p<0. 05) OR= 3,57; 95% CU: 0,82 - 16,4 (p<0.05). Cac yéu to nhu: tudf >
65, THA v 16i loan chuyén hoa Lipid chifa thiy c6 lién quan: 8én bién cb tim mach: -

Két lugn: SAGSD 14 phuorng phép c6 46 chinh xéc cao trong chén doan
BTTMCB va c6 thé sir dung trong tién lugng nguy co cac bién c6 tim mach
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DIAGNOSTIC AND PROGNOSTIC VALUE OF DOB!JTAMINE
" EEHOCARDIOGRAPHY IN PATIENTS =~
wer SUSPECTED ISCHEMIC HEART DISEASE

Ths. Vi Ha Nga Son, Ts. Pham Nguyen Son
Ts Hoc‘lng Mtnh Chau Gs Ts Trdn dS Trinh

AIM:
The aim of the present study was to assess. the. relatlve dlagnostlc and
prognostic accuracies of Dobutamine stress echocardmgraphy (DSE). |

METHODS:

" 90 patients with suspected or known ischemic heart dlsease underwent
echocardiography at baseliné and during a 'max1mal intravenous Dobutamlne
infusion of 5 -40mlcrograms/kg/nun continued with atrop1ne 0. 25-2nfg i.v.. The
echocardiographic images were digitized and randomly assigned in a quad—screen
format for nonbiased interpretation. Criteria of positivity were for DSE, a new or
worsening " wall motlon abnormahty and’ for coronary anglogfaphy, a lummal
reductlon of >50% in at least one major coronary vessel.

. RESULTS:

~An- #schemic response, defined as 38 patients and normality in 52 patlents
43/90 patients underwént corotiary anglography, 8 hadenie, 7 had two-, and 9 had
‘three'maity vessel diséase. The sensitivity ‘6f DSE ‘was 96%, with a specificity of
92%- and' 2" ctiracy -of 91%, the sdnsitivity ‘was greatest for the left anterior
descending and the right coronary artery’ compared with the ‘circumflex coronary
‘artety ’(92% vs."92% vs. 53%, p <'0.01). During the'follow-up (29 + 18 months), 11
*cardrac events with 3" ‘cardiac’ deaths, 2 nonfatal myocardial infarctions, 5 untable
‘arifina’ afid 1 révdscularization procedures, of whom 8'(21,1%) had a positive and 3
(58%) 2’ négative stress’ testing result (P<0. 05) In the univariate analysis, the
independent predictors of cardiac‘events were, in decreasrng order, a positive DSE
result-Odds ratio (0R)~4 36,'95%CL:'0,53 - 23 (p<0.05), resting: wall motion score
‘OR=3.79, 95% CI:'0,89 - 16,56 (p<0.05), Angind ‘and ST changes during’ stress
OR= 3,94:'95% CI. 0,79 ="19:25 (p<0.05) and OR= 3,57; 95% CI: 0,82 16,4
(p<0.05). Age greater ‘than 65" years, “hypertention, hypercholesterolaemm and
‘predicf. 2 worse prognosm for subsequent cardlac eventé

“CONCLUSIQNS:;. e

' DSR:is'a highly accurate: tool for d;agnosrs of 1sehem1c heart dlsease and can

be useful m ldéMﬁCMldn of Sllb_]dcts at nsk for futu’re catdrac events
LAY RS SR EE BN s" PR ST ity '1,, H R . .
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kKO sm CAC YEu TO NGUY co BENH w;ecn VANH

" BSCKII Ngiyén Thi Thém v cs*

Bénh mach vanh do xo m& 1a mét trong nhimg bénh ly. quan trong va ton kém
nhét, 12 nguyén nhan chinh cua tir vong cling nhu tan phe & ngudi gia. Diéu tri bénh
ly ndy d c6 nhiéu tién bo vé thuoc va ciing nhu tim mach hoc can thiép, tuy nhién
vige tim hiéu va tac dong 1€n cac yéu t6 nguy co cb vai trd quan trong nham giam
‘bénh suit ciing nhu tir suat ciia bénh mach vanh.

Muyc tiéu nghién ciru: tim hiéu dic diém cac nguy co cua bénh mach vanh,
thai dd hiéu biét va can thiép cac nguy co cua bénh nhén tai tuyen tinh.

Péi twong va phuwong phap nghién ciru : Nghién ciru tién ciru cac bénh nhan
bénh mach vanh nhap khoa Tim mach — L&o khoa bénh vién: Ninh Thuin tir
4/2001 5/2002 dugc khao sat cac yeu t6:.Cao huuyet ap. BMI, 16i loan 11p1t mau,
t1en cidn gla dlnh c6 bénh tim mach hut thuoc t1eu duong, va thai do hleu blet dleu
tri mot so yeu to nguy co tren
o Két qua nghién ciru: 230 bénh nhan bénh mach vanh dugc khao sat; nam 99
nir 131.

Tri s6 trung binh cac yeu t : tudi 70 + 7,98, Huyet ap tam thu 162,5 + 33 8
mmHg, Huyét ap tam truong 90, 1 + 14,3 mmHg BMI 21,89 +£3,1. Glucose mau
120,7 £ 50,8 mg/dl.

Ti 1€ cac yéu t6 nguy co : Cao huyét ap (84,8%) da sb tang HA giai doan II-
I ( 71,3%), thudc 14 (35,7%), béo phi (16,9%), RL lipit mau (65,2%).chu yeu ting
CT vaTG. Tién sir gia dinh (10,9%) , dai thao duong (27,8%). . .

Ti 1¢ hat thudc 14 cao & nam so véi nir ( 72,7% vs 7,6% ) va beo phi chu yeu
xdy ra & nit (21,38% vs 11,1% ), (p< 0,05 . Tat ca ( 100% ) bénh nhan cé yéu tb
nguy co va bcnh nhén ¢ tir 3 yéu 1o nguy co tré.1én. (76,5%). ,

S\ ¢ hleu biét va diéu tri cac yéu td, tren S6 bénh nhan nhan biét cao huyet ap

(67 2%); tidu- duomg (28,1%) va dai da ) khor;g dugc theo doi diéu tri (72,5%), doi

voi bénh nhan 101 RL lipit mau. chi (9,33%). dugc diéu trj. Nguyén nhan do. nhéan

thic khéng day du ve céc yeu t6 nguy. co trén ciing nhu hoan canh kinh t€ cia bénh
nhan khong thé theo dudi chc do dleu trj thich hop.

Két Juin ; Cac yeu to nguy co chinh cua bénh mach vanh la cao huyet ap,

1di loan lipit mau hut thuoc 1a va dai thao duong; bép ph1 va tién sir gla dinh

., ‘chlem ti le it.: Tét ca benh nhan bi bénh mach vanh trong nhom nghlen Giru deu

~ ¢6 yéu tb nguy co va da s bénh nhin c6 3 yeu t64. nguy, co phoi hop tré Ién

ching to nguy co tim mach cua bcnh nhan rat cao. Nhu'ng sy phat hi¢n va

nhan thirc vé viée diéu tri cac yéu td nay con qua it cho thay day 1a van de day

thir thach dbi voi ching ta trong chién luoc phong ngira v5 diéu tri cac yéu t6

" nguy co cla bénh tim mach trong cong, dong Nganh y té can 6 nhiing chuong

trinh truyén tzruyen va giao dyc cho cong ddng hiéu biét vé cac yén 16.nguy co,

dong thoi co ké hoach k1em soat chat ché va gitp d& diéu tri cac bénh nhan cao

huyét ap, tiéu duong va rdi loan lipit mau.

42



RESEARCH ON RISK FACTORS OF CORONARY
- -, ARTERY DISEASE

BS Nguyén Thi Thém va'es

The aim of our study is to determine the prevalence of coronary risk factors,
awareness, attitude and practice of patients relating to these factors. We carried out
a prospective study of 230 patients with coronary disease admitted from 4/2001to
5/2002 ( 99 men, 131 women). Aged 70 17,98, mean systolic bloob pressure
162+33 mean diastolic blood pressure 90+14, mean BMI 21,89 +3,1, mean FBG
120,7 £50. The prevalence of various coronary risk factors in the whole group were
. hypertension 84,8% mostly at the 3 grade, dyslipidemia 65,5%, mostly
hypercholesterolemia and hypertnglycerldemla smokmg 35,7%, diabetes 27,8%,
obesity 16,9%, the prev10us family hlstory of cardlovascular disease 10, 9%.

Smoking was higher prevalence in men than in women ( 72,7% vs 7,6%), but
obesity was lower ( 11,1% vs 21,38%), respectively ( p<0,05). All of the patients
(100%) had at least one risk factors and 76,5% had more than three risk factors.

The earlier awareness of patients in their hypertension ( 67,2%) and diabetes
(28,1%), Most of them were not followed up - and controlled well ( 72,5%). There
were only 9,33% of the patients with dys11p1dem1a treated The reasons of these
problems were due to the lack of knowledge in the role of risk factors and the
patlents poor economic situation. ‘

There is an urgent need for phy51c1ans to have a preventmg and control
campaign for these coronary risk factors in the community by helping people have
proper dietary advice, modify the local lifestyle, screen and theprpeutlc support for
the patients at h1gh risk groups S
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DANH GIA KET QUA CHUP DONG MACH VANH
TAI BENH VIEN TRUNG PONG HUE

ThS. H6 Anh Binh, TS.Nguyén Citu Loi, PGS.TS.Hupnh Véin Minh

o Chyp d6ng mach vanh la ti€u chuin vang cho phép danh gia hinh 4nh tén
thuong dong mach vanh va ciing 1a diéu kién bit budc dé c6 thé tién hanh can thiép
d6ng mach vanh hay thyuc hién ph§u thuit bac cu nbi.

Trong 320 bénh nhan thudc nhém nghién ciru cua chung t61 c6 258 truorng hop
]a nam chiém ty 1¢ 80.62 % va 62 trudmg hop 1a ni, chiém ty 18 19.38%. Tudi trung
binh ciia bénh nhén 13 61 + 11.7. C6 183 truomg hop: c6 phat hién tdn thuong
trong do than chung dong mach vanh trai b ton thuorng chiém 9.84 %, dong mach
lién that trude bi ton thuong chiém 87.43 % (type A: 33.33 %, type B : 18.58 %,
and type C: 35.52 %), d6ng mach mil 43.72 % (type A: 16.94 %, type B : 12.03 %,
and type C: 14.75 %) dong mach varh phai : 57.38 % (type A: 18.58 %, type B :
13 12 %, and type C: 25. 68 %). Co ton ‘thuong nhiéu dong mach vanh trén cung mot
benh nhén. Tén thuorng d6ng mach vanh thuorng nang: Chl so Gensm1 trung binh l1a
38.17 + 31.85 vaco ti 54.09 % bénh nhdn co chi s6 Gensml > 30 diém .Bién
ching trong khi chup dong mach vanh it. Chup dong mach vanh gép mét phan quan
trong trong viéc quyet dinh dleu tri cho bénh nhén b1 bénh mach vanh diéu tri ndi
khoa ( 46.45%), can thiép tim mach nong vd/ hodc dit stent ( 32.24 %), va phau
thudt bic cau nbi mach vanh (21.31 %)



EVALUATE THE RESULTS OF CORONAROGRAPHY
: - INHUE CENTRAL HOSFITAL |

ThS. H6 Anh Binh, TS. Nguyen Citu Loi, PGS.TS.Huynh Vin Minh

Coronary angiography is considered the gold standard for the diagnosis of
coronary artery disease and the first step for coronary angioplasty and bypass
surgery. o ) A '

320 patients ( 258 males, 62 females, mean age 61 +1 1.17) underwent coronary
angiography. And 183 patients are confirmed coronary artery diseases . The left
main coronary artery stenosis were accounted for 9.84 % , the left anterior
descending coronaries ( LDA) were affected in 87.43 % (type A:33.33 %, type B :
18.58 %, and type C: 35.52 %), the left circumflex coronaries ( LCx) were affected
in 43.72 % (type A: 16.94 %, type B : 12.03 %, and type C: 14.75 %), the right
coronary arteries were affected in 57.38 % (type A: 18. 58 %, type B : 13.12 %, and
type C: 25.68 % . There are many stenotic segments in the same patlent . The
atherosclerosis of coronary arteries are severe with Gensinis score of 34.19 and
52.17 % over 30. The complications of coronary angiography are rare. Coronary
angiography play a main role for the treatments - of coronary artery diseases: by
medicaments ( 46.45 %);.by PTCA and/or coronary stenting - ( 32:24 % ) and by
bypass surgery:( 21. 31 %)-

45



" THIEY MAY CO TIM IM LANG & BENH NHAN
DAl THAO BUONG TYP 2 QUA HOLTER DIEN TIM 24 GIO'

BS. Nguyén Tda Péng, BS. Tran Trung Thong
BS.Lé Bich Thudn, PGS. TS. Nguyén Hai Thuy, PGS.TS. Huynh Vin Minh

Muc dich cia dé tai nay la tim ty 1§ thiéu mau co tim im ling (TMCTIL) &
bénh nhan DTP thé 2 qua Holter 24 gi&r va méi lién quan giita TMCTIL va mot sb
yéu t6 nguy co: Tudi, tudi bénh, thubc 14, béo phi, ting HA; roi loan lipid mau, 1
loan nhip tim. ' ‘

Déi twgng 13 80 bénh nhan PTP typ 2 mang Holter bao gém 31 nam va 49
nit, tudi trung binh 64.54 + 8.33 niim (CI : 95 %, 46 - 82), thoi gian mic bénh trung
binh 3.75 + 4.23 ( CL: 95%, 0.5 - 20), c6 45 ngudi (58.75 %) bi ting huyét ap, 35
ngudi (43.75 %) béo phi, 41 ngudi (51.25 %) r6i loan lipide méu, 21 ngudi (26.25
%) c6 hut thubc 14 va 24 ngudi (30.00 %) ubng bia rrou nhidu.

Két qua : Chung t6i ghi nhdn dugc 29 truong hop ( chiém ty 1€ 36.25 %) bi
TMCTIL ma trong d6 ¢6 13 nam (44.83 %) va 16 nit ( 32.65 %), ma chi yéu la
TMCTIL thudc typ 1( 24 ngudi, chiém ty 1& 82.76 %). Trong cic yéu t& nguy co
tim mach néu trén, chi ¢6 thai gian bi bénh PTD, ndng do cholesterol tdan phin,
hat thuéc 14 va c6 udng reou bia 1 c6 tong quan c6 y nghia véi TMCTIL.
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SILENT MYOCARDIAC ISCHEMIA IN PATIENTS WITH TYPE 2
'DIABETES ON 24 HOUR HOLTER

Nguyén Td Dong, MD -A/Pr. Nguyén Hai Thuy PhD, MD- Lé thi Bich Thudn,
MD- A/Pr.Huynh Vin Minh PhD, MD Hue Medical College

Objective: To determine the frequent of silent myocardiac ischemia (SMI)in
pétients with type 2 diabetes on 24 hour - Holter, and the relation betwen SMI and
cardiovascular risk factors: Age, time of diabete, cigarette smoking , obesity,
hypertention, dyslipidemia and arrhythmia .

Patients: 80 patients with type 2 diabetes ( 31: men and 49 : women) were
aged 64.54 + 8.33 years (CI : 95 %, 46 - 82), diabetics for 3.75 + 4.23 years ( CI:
95%, 0.5 - 20), and had associated cardiovascular risk factors: 58.75 % were
hypertensive,‘43‘.75 % were obese, 51.25 % had dyslipidemia , 26.25 % were

smokers.

" Results: Of these 80 patients, 29 ( 36.25 %) had myocardiac ischemia ( 13
men (44.83 %) and 16 women ( 32.65 %). 24 patients had typ -1 silent myocardiac
ischemia, Of  those cardiovascular risk factors, only time of diabete,total
cholesterohmla degree c1garette smokmg were related 51gmﬁcantly with silent

myocardiac 1schem1a
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NHAN XET VAI TRO TRAC NGHIEM GANG SUC TRONG
CHAN DOAN CAC TRUVONG HQP BAU NGUC
QUA 500 TRUONG HQ'P TAI KHOA NQI TIM MACH - BVTW HUE

BS . Hoang Vin Quy, T.S Nguyén Cieu Loi, PGS.TS Huynh Vin Minh

Nham rat kinh nghiém chin déan c4c trudmg hop dau xiguc, chiing t6i d4nh gia
lai cac truong hop dd dugc chi dinh lam NPGS tai Khoa N§i Tim mach - Bénh vién
Trung wvong Hué tir nim 1996 dén 2003.

Cé tat ca 500 bénh nhan duoc thuc hién NPGS tai Khoa Néi Tim mach -
Bénh vién Trung wong Hué tir naim 1996 dén 2003 dugc dua vao nghién ciru. Lira
tudi tr 19 dén 79 tudi ( trung binh 1a 53 + 11,34), bao gdm 390 nam va 110 ni.
NPGS thuc hién theo khuyen cao cua Hoi Tim mach ho¢ Vi€t nam (. nam 2003) Su
dung may dién tdm dd gang strc Schiller AT30 ndi vdi xe dap luc ké c6 monitor
theo ddi lién tuc dong thorl 12 chuyén dao.

Két qua: NPGS (#)-: 65 ca (13 %) NPGS ngh1 ngor (+) 70 ca (14
%).NPGS (-) : 365 ca (73 %).Trong ;sov§!52 ca c0 NPGS (+) c6 18 ca khong h_e co
cam giac dau hay nang ngyuc khi gz'mg sic,Co 17 ca ¢o réi loan hhip ﬁim NTT thét
nhip d6i, nhip nhanh thit, con nhip nhanh kich phat thét, rung nhi,...Dau nguc dién
hinh cua con co thit 38 ca. Pau nguc khong dién hinh khi gang stc 9 ca.

Tém lai, NPGS nén dugce st dung trong 14m sang nhu 1a mgt phuong tién phan
ta‘“mg trong chan ddan va xir tri bénh d6ng mach vanh tim.



EVALUATION LE ROLE DE L’ EPREUVE D’ EFFORT DANS LE
- DEPISTAGE DES CAS.DOULEUR THORACIQUE
A PROPOS DE 500 CAS A L HGP‘ITAL CENTRAL DE HUE

Dr Hoang Van Quy, Dr. Nguyen Cuu Loi, Pr. Huynh Van Minh

Une des indications de lepreuve deffort est le diagnostic differentiel des
formes dangor. De puis lors on peut comparer ses resultats avec les signes cliniques
de maladie coronarienne pour tirer les' facteurs precis des indications depreuve
deffort. '

‘Materiels et methodes

Tout les patlents aya.nt de douleur thoramque suspecte une maladle coronaire
etaient effectue une epreuve d effort. Il existaient 500 cas, age moyen: 55,46 +
11,06, qui se composaient 390 hommes (78%) et 110 femmes (22%). Les
“indications, contre-indications ét 1 evaluation de resultat depreuve deffort se referes
ala recommaﬁdation de VHA (Hoi TM Viet Nam) (2003)

Resultats: - = - - \

Diagnostic clinique:Angor non typiqhe:425 cas (85%) comprenant: epreuve
deffort positive: 7% et epreuve deffort riegative 78,9% '

Epreuve deffort positive: 65 cas (13%); Epreuve deffort suspecte: 70 cas
(14%) Epreuve deffort negative: 365 cas (73%) -

Conclusion :Le resultat se cet etude a montre le role de 1 epreuve deffort pour

diagnostiquer les patients avec angor sont insuffisance coronariennes ou non. -
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DANH GlA S TUGNG QUAN VE V] TRi TON THUONG
GIPA DIEN TAM DO BE MAT VAKET QUA CHUP BONG MACH
VANH O BENH NHAN NHOI MAU CO' TIM

Ths. Nguyén Ngoc Son
PGS.TS Huynh Véin Minh - TS. Nguyén Cu'u Loi

Nhéi méau co tim 12 mét trong rihimg bénh Iy tim mach ¢6 nhidu bién chimg
nguy hiém véi ty 1é tir vong cao. Bén canh cac bién phap tham do méi duoc ap -
dung nhu chup dong mach vanh, siéu 4m Doppler tim. Dién tim dd van la phuong
phap thim do kinh dién. Tuy nhién liéu dién tdm d6 c6 chén doan duoc vi tri tic
dong mach vanh hay khong? Gia tri tlen luong cia vi tri thc dong mach vanh nhu
thé nao?

Chiing t3i tién hanh nghién ciru 32 bénh nhan bi nhéi mau co tim va di duoc
chup Pong mach vanh (bao gdm 21 nam va 11 nir)

- Chén doan hep / tic dong mach lién thét trudc bang dién tdm dd c6 d6 nhdy
12 60%, va gia tri chan doan duong t1nh la 88 ,2%.

- Chan doan hep / tic dong mach mi ¢d 9 nhay la 57 1% va gia tri chin doan
duong tinh 13 57,1%.

- Chén doan hep / tic dong mach vanh phai c6 d6 nhdy 13 76,4%, gia tri chan
doan duong tinh 1a 86,6%.

.Tém lai, dién tam dd bé mat xac dmh dugc kha chinh xac vi tri dong mach
vanh hep/tac & bénh nhan nhdi mau co tim.
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EVALUATION THE RELATION OF THE LOCATION BETWEEN
THE SURFACE ECE AND THE CORONAROGRAPHY
IN MYOCARDIAL INFARCTION PATIENTS

Nguyén Ngoc Son, Hupnh Viin Minh, Nguyén Cieu Loi
. Dept. of Cardiology, Hue Central Hospital.

Myocardial infarction (MI) is a serious cardiovascular desease with a
significant number.of threafering complications. Besides the new exploring methods
recently applied in our country such as coloured dopplef-echocardiography, isotope
imaging and coronarography, the ‘conventional electrocardiography (ECG) still
plays an important role in diagnosis and determination of infarct- related artery. The
proplem is whether ECG ﬁh_dings» can’f:dct,ermmate tile localisétion of infarct

arteries.

. In this.study with a total of 32 MI patients diagnosed by ECG and clinical
signs, all the patients are then given with coronarography. -

- Diagnosis anatomy -of stenose:/ occlusion with ECG findings has its
sensitivity and positive diagnosis in left anterior descending artery 60% and 88,2%.

. = ‘Diagnosis 'anatomy of stenose / occlusion. with ECG findings has its
sensitivity and positive diagnosis in left circumfex:artery 57,1% and 57,1%.

] Diagno'sfi"s“ anatomy of stenosé / occlusion with ECG findings has its
sen51t1v1ty and posmve dlagn051s in right coronary artery 76,4% and 86,6%.

In conclusmn conventlonal ECG fingdings help assess fa1r1y accuratery the

anatomy of occlusion/ stenosis of involvel coronary arcery in MI patients.
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" HOI cuu’ne ﬁnuxEn HGA vA Beuu DGNG MA,cH VANK

PGS TS. Pham Nguyen Vznh Vzen tim T P Ho Chz Minh

Cac yéu td nguy co (YTNC) ciia xo vira déng manh.(XVDM) tao thanh hoi
chimg chuyén hoa (HCCH) dugc nhan biét tir 1983. Nam 1988, Reaven dé ra tén
Hoi chimg X dé chi mér hoi ching bao gf")m: su dé khang ‘Insulin cua co thé,
microalbumin ni€u va tinh trang ting dong. Tir nim 1998; WHO 'méi thong nhit
ding tir hdi ching chuyén hoa. Nam 2001, NCEP ATPHI coi HCCH la miyc ti€u
thu 2 cuia diéu tri ngay co tim mach, ngoai LDL Cholesterol.

Cac dic diém“cia HCCH bao gdi: béo trung tam, dé khéng" TInsuline, ‘t6i
loan lipid mau (TG 7, ? HDL, ? LDL nhd dam dic), THA, ting dbtig mau vi tlnh
trang viém. Tiéu chuan chan doan HCCH di duoc xéc 1ap.

Nghién ctru khioa hoc d4 éhirng minh b/n HCCH ¢6 bién 6 xo vita dong
mach cao hon b/n dai thao ditbng, ngodi rd HECH gia tang' gip 3 1an bénh DMV va
dot quy so voi ngudi duwmg mau binh, thucmg Nguyen nhan cia HCCH. bit ngudn
Y $yrdé khang Insuline. ‘ g

" Muc tiéu cta diéu tri. HCCH la phong:dai thao dudmg tiip.2.¥a phong cac
bién ¢ tih mach. Nhiéu bién phap can dugc thue hign-dé HA < 125/75mmHg,
LDL < IOOmg/dL TG <.150mg/dL va HDL — C > 40mg/dL (nam) va > SOmg/dL
(ni). Cac bién phap. diéu tri bao gom Thay d01 101 song, statms uc che men
chuyen ﬁbrates thlazolldmedlones dleu tri THA va asp1r1n Thay d01 161 song la

bién phap can duofc ap dung t:ho moi truong hop
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ME;rABQLlc@YNmsoMﬁ ANE) CORGNARY ARTERY DLSEASE
Pham Nguyen th MD PhD Heart Instttute HCM city

The refationship between risk factors of 'étherosclerosis and metabolic
syndrome has been recognized since 1983. "Syndrome X", a term coined by Reaven
in 1988, “is" a‘' constellation of  insulin ' résistance; microalbuminuria and
lrypercodgulable state. WHO Hhias officially used the termed "Metabolic Syndrome"
siice: 1998. ‘In 2001, " NCEP ‘ ATPII considered ‘metabolic ‘syndrome as the
secondary target after LDL- ¢Holesterol in the treatment of cardiovascular risk
factors. ' ‘
" Metabolic' syndrome’ is 'characterized by cetrtral obesity, insulin resistance,
dyslipidemia (elevated' TG, '‘decreased - HDL, elevated* small dense LDL),
hypertension, hypercoagulable state and mﬂammat()ry state. Dlagnostlc criteria for
metabolic syndrome have been wéll-defined. - o '

Researches have demonstrated that patients with metabolic syhdrome have a
higher "vate- of “athérosclerosis than ‘didbetic ‘patients: Patients with metabolic
syndrome have-al3:fold ihérease in risk of coronary artery diséas¢ and stroke'
compared with normoglyctmic patients. '

' The trédtment’ go&ls of metabolic syndrome are to prevent type-2 diabetes and

to fediice Cdidiovasciitat eVents. Mult‘lple treatment’ modalities arc needed to keep

BP below 125/"7§mmHg, LI Betow 100nig/dL, TG below'150mg/dL and HDL - C

above 40mg/dL in male and 50mg/dL in female. Those modalities include lifestyle

modification, statins, ACE-inhibitors, fibrates, thiazolidinediones, aspirin, and
treatment of hypertension. In all cases, lifestyle modifications should be used.
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THIEU MAU CYC BQ CO TIM O’ BENH NHAN PAI THAOQ PUONG
TYP 2¥A (PNG DUNG LAM SANG CUA TiNM CHON LGE TREN
MO 0’ cAc SULFONYLUREA

GS. angngn,leo’c,, Dai hoc Y - Dugc Thp. Hé Chi Minh

Thich nghi truéc v6i thiéu méu cyc. bd co tim 12 hién tirgng nhimg det thiéu
mau cyc bd nga"m tao cho co tim c6 kha ning chiu dyng tot hon mét dot thiéu mau
co tim kéo dai sau do. Mot dot thiéu mau s& gism ndng d6 ATP ndi bao, gy mo
kenh K-ATP. Dong Kali di vao s€ ngan, ngua viéc m& kénh Calcium phy thudc dién
thé.

O té bao co tron mach may, gidm ndng 49, Calci ndi bao trong qua triph thiéu
mau s€ giap mach, ting )cpng,_fc?lp oxy. O té bao co tim, giam ndng do Calc s€ giup
giam hoat dong ciia tim, va gidm co thit co tim. Diéu nay giup tiét kiém nang lueng
va nhur vy s& giup ngin ngira hoai tir trong qua trinh thifu mau. .- ., . = .

Kénh K-ATP cia co.tim.déng trong diéu kién sinh ly va mé trong thiéu mau
c}:u,c_b}(f)} co tim. Hiéu qua bao vé tim ciia thich nghi trugéc véi thiéu mau cuc bd.co
tim c6 thé bj pha bé bdi cac thudc m& kénh K-ATP nhir diazoxide hay cac
sulfonylurea tac dung khéng chon loc (& té bao beta tuy) nhu glibenclamide hay
glimepiride, G11c1z1d¢ tac dyng chon loc trén té bao beta va khéng tuong tac vdi cac
kenh K- ATP V] tun Nhimg. _phat hién moi na.y co the Qua den mot chlen lzge moi
trong viéc dung, thuoc dleu trj bgnh nhan dal thao dudng typ 2 c6 kém theg thién
mau cuc b co um

-



|sc:ﬂEM|c HEA:R‘I’ BiSEﬁUSE@IN TYPE z w@fs'rss TiSSUE
'SELECTIVITY OF SULFONYLUREAS
AND CLINICAL IMPLICATIONS

Pr. Dang Van Phuoc
University of Medicine of HCMC

Ischemic precondltlonrng s a phenomenon in which short perlods of coronary
occlusron result in reduced size of a subsequem myocardlal infarct. An ischemia -
induced fall in intracellular ATP triggers KATP channel opening. This results in

efflux of potassium, preventing voltage - dependent calcium channels from opening.

In vascular smooth muscle cells, thé 'decrease in intracellular calcium
concentratron durrng 1schem1a results in ‘tarked 'vasodilation, facilitating an
increase in suplly of oxygen In the myocardrum the decrease in calcium
concentration leads to a shortening of action potentlals, and to a decrease in
myocardial contraction. This saves energy and, therefore, can postpone NECTosis
during ischemia. . . ...~ . . .

Cardiac: KATP channei‘s are closed under physrologlcal conditions and open
during myocardial iscHemia. It has been shown that the cardioprotective effect of
ischemic preconditioning can be mimicked by potassium channel openers such as
d1azox1de whrch are used in the treatment of angrna pectoris.

. In contrast the closure of cardrac KATP channels by nonselectlve
sulfonylureas, like glibenclamide and glune_prnde,, can result in loss of 1schermc
preconditioning gliclazide is B- cells by gliclazide may prevent a new strategy in the
pharmacologic managemert .of type 2 diabetes patients suffering from ischemic
heart disease. |
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GIA TRI CUA BIEN TAM DO TRONG VIEC TIEN DPOAN DPONG MACH
VANH PHAI DOAN GAN:-LA DONG.MAGH, FHU PHAM O BENH
NHAN NHOI MAU CO' TIM aAP THANH DU’O’I cc $T CHENH LEN

TS V6 Thanh thn, BS Nguyé”n Hiru Khoa Nguyén
Co so

Khoang 50% cac bénh nhan nhdi mau co tim cép (NMCTC) thanh duéi c6 ST
chénh 1én c6 nhip tim cham hoic tut huyét ap ning ne thuorng do tic hoan toan dong
mach vanh phai (ObMVP). Vlec nhan biét sém tinh trang tic PMVP doan gan co the
gitip ich trong viéc xir tri vi phong ngira cic bién chtmg nay

Muc tiéu | , | ) . |
Nghién ciru nay khao sat gia tri coa dau hi€u ST chénh.lén ¢ chuyén dao III
nhiéu hon ¢ chuyen dao II trén di¢n tAm do va su ket hop coa dau hi¢u, nay vo1 ST

chénh lén & V,; (> 0. Smm), trong. vige t1en doan DMVP doan gan la dong mach thu
pham ¢ benh nhan NMCTC thanh dlIO‘l co ST chenh len *

Phu’o’ng, phdp
Nghién ciru tién hanh trén 30 bénh nhin NMCTC thanh dudi ¢6 ST chénh 1én
nhap BV Cho Ry dugcocan thidgp ddong mach vanh tién phat. 'Cln'm'g tot.phan tich
dién tam db trudg. ctmpi dong maghvanb.cé ST. bién ddi nhyeu nhat

CE o e e PR S Loy g A
colze D ot -,';.,@ R O O R L LA DI

Ket qua

Dau hi¢u ST chenh len & chuyen dao III nhleu horn o chuyen dao 11 ¢6 6 nhay

91%, do dic hiéu 86%, g1a tri tién doan duorng 96% v gi4 tri tién dodn am 75% trong

vi€c du doan PmVP doan gan 'hodc doan'giita 13 dorig mach’ thia pham . ‘Déu hidu nay

két hop v6i ST chénh 1én & V, (> 0.5mm) s& c6 0 nhay 33%, d6 dc hiéu 100%, gia

tri tién' doan duong 100% va gia wi-ti€n - doan am 67% treng vi€c.tién doan DPMVP
doan g?m la ¢ong mach thu pham.

Ket lugn

Déu hiéu ST chénh 1én & chuyén dao Il nhidu hon & chuyén dao II, dac biét
khi két hop véi ST chénh 1én & V; (>0.5mm), hitu ich trong viéc tién doan DPMVP
doan gz“m 1a dong mach thi pham & bénh nhan NMCTC thanh dudi c6 ST chénh 1én
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VALUE. QF THE ELECTROCARD|OGRAM IN PREDICTING
THE PROXIMAL RIGHT CORONARY ARTERY AS THE CULPRIT
VESSEL IN PATIENTS WITH INFERIOR WALL ST- ELEVATION

| ACUTE~ MYOCARDIAL lNF_ARCTIQN :
- Vo Thanh Nhan, M.D.,Ph.D; Nguyen Huu Khoa Nguyen M.D.

Background ; | , ,

Approximately 50% of patients with inferior wall ST-elevation acute myocardial
infarction .(AMI) have significant bradycardia or hypotension, usually as a result of
total occlusion of the proximal right )coronary artery (RCA). Early recognition of
occlusion of the proximal portion of the RCA may fac1l1tate the management and the
prevention of these comphcat10ns | '

Objectzve "

This study evaluated the values of ST elevation in lead 111 exceeding that of lead
Il and the comb1nat10n of that 1ncreased ratlo and ST- -segment elevatlon inV,(>05
mm) in predlctmg the prox1mal RCA as the culpr1t vessel in pat1ents with 1nfer10r wall
ST-elevation AMI. .

Method

*The study population consisted of 30 consecutive patients presenting to Cho

Ray: Hospital for primary coronary angioplasty in'the setting of inferior wall

- AML The E€G showing the most pronounced ST- segment deviation before coronary
anglography was evaluated N a i

Result

ST elevation in lead I excbedmg that of lead TI prcdlcted occlusion of the
proximal or mid portion of the RCA with a 91% sensitivity, a 86% specificity, a 96%
positive predictive valu€, and a 75% negative predictive value. The combination of
that increased ratio and ST-segment elevation in V, (> 0.5 mm) was a predictor of
occlusion. of the proximal RCA with a sensitivity of 33%, a specificity of 100%, a
positive predictive: value of 100%, and a negative predictive value of 67%.

Conclusion - o o ’

The presence of ST-segment elevation in lead HI exceeding that of lead IL,
particularly if combined with'ST elevation in ledd: Vi (>0.5 mm), was a useful marker
in predicting the proximal RCA as the culprit vessel in patients with inferior wall ST-
elevation AMI.. ' '
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BS Nguyé~nH o ”k"hoélz Ngﬁyen GS 78 ’bdng Van Phucc

Co s¢: Tang Homocysteine mau dugc nhiéu nghién cie & nudc ngoai ghi
nhan 13 yéu t§ nguy co méi 16 dién ciia bénh dong mach vanh. & ngudi Viét Nam,
dic diém cia Homocysteine mau & benh nhin dong mach vanh chua dwgonghién
cimi nhidu. L e ey fL :

Muc tiéu: Khao sat dic diémi’ cﬁa nong d6 H‘omocystexne mau luc dm & bénh
nhan Vlet Nam bénh dong mach vanh o ’

| Phwo‘ng phap Day 1a nghlen clru benh ~ chung Nhom benh dong mach
vanh (n=86) la nhitng bénh nhén dugc chin doan bing tidu chuan vang la chup
dong mach vanh co it nhat mot dong mach vanh hcp 2 50% duong kmh NHom
chimg gom cé phan nhom ¢ chup dong mach vanh (tat ca dong mach vanh binh
‘thuorng hoic hep < 50% duong kth (n = 28) va phan nhom khong benh dong
mach vanh chon tir dan sé chung (khong 6 benh dong mach vanh tren lam sang )
9n = 78).

. Két qud: Nong 46 Homogysteine mau lis doi &.nhém bénh d.,éng mach; vanh
“c6 phan phdi tan suét 1gch phai, va, khong ¢6 mbi. tuong quan véi tbi, gidi, ting
huyét ép, hay thudc 14, tdng LDL — cholesterol va dai théo duomg. Nong dd
Homocysteine méau lic d6i & nhém bénh ddng mach vanh cao hon so véi nhom
khong vénh dong mach vanh (13.95 +5.1 pmol/l so véi 10.68 +2.67 umolld, p =
0.000) (trung binh cong + d.1éch chugn). Khi homocysteine mau.ting 216umol/l,
'Ods Ratio cua nguy. co bénh,dong mach vanh (da hiéy chinh theo tudi, .gidi, tinh,
tang huyét ap, hat thudc 14, tang LDL- cholesterol va dai. thao duomg0 1a 6.8,
khodang tin cdy 95%: 1.6 - 30.4. - . ; o .

" Két lug@n: Nong 86 homocysteine mau- luc d61 ¢ nhom bénh- dong mach vanhf
c6 phan phdi tan suat léch phai'; khong tuong quan véi tudi, gidi, ting huyét ap, hit
thude 14, taing LDL — cholesterol va dai thao dudng, c6 gia tri trung binh 12.13.95 +
5.1umol/l va cao hon hdn so véi nhom khong bénh dong mach vanh..Budc diu
chiing t6i nhan thdy ting homocystemc mau lam tang nguy co’ bénh: dong mach |
vanh ¢ ngudi Viét Nam. x SEE
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PLASMA HOMOCYSTELNE LEVELS
IN PATIENTS WITH CORONARY AkTERY D[SEASE

Nguyen Huu Khoa Nguyen Dang Van leoc

Background: Many researches in other countries have shown that -
hyperhomocysteinemia is a novel risk factor of coronary artery disease.
Characteristics of plasma homocysteine levels in V1etnamese patients w1th coronary
artery disease have not been studied profoundly

Objective; To investigate characterlstlcs of plasma homocysteme levels in
Vietnamese patients with coronary artery disease.

Method: This was a case-control study. Cases (n=86) were defined as
those underwent coronary angiography with  50% acclusion in at, least one
coronary artery. - Control group included a sub-group undergoing coronary
angiography (with normal coronary arteries or < 50% occlusion in all coronary
arteries) (n=28) and a population-based subgroup (free from clinical coronary artery
disease) (n=78).

Result: The frequency distribution of fasting plasma homocysterne levels in
cases was skewed to the right. Mean fasting homocysteine level in cases had no
correlation with age, sex, hypertension, smoking, elevated LDL-C, diabetes
mellitus, Mean fasting homocysteine level was higher in cases than in combined
control group (13.95+5.Ipjnolll vs 10.68+2 6ljnnolll, p=".""). Adjusted Odds Ratio
for coronary artery disease (adjusting for age, sex, hypertension, smoking, elevated
LDL-C, diabetes mellitus) was 6.8 (95% CI: 1.6-30.4) for levels _16].tmol/l

Conclusion: In cases, fasting plasma hornocysteine levels had right skewed
frequency distribution, had no correlation with age, sex, hypertensmn smoking,
elevated LDL-C, dlabetes mellitus. Mean fasting. homocysteme level in cases was
13.95+1.1gmolil (mean+SD) and statistically hlgher than in combined control group.
Elevated fasting homocysteine levels increased nisk of corenary artery disease in

Vietnamese.
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- DANH- GIA TON THU’O’NG BQNG MAQI-LVANH
“QUA CHUP MACH VA SiY TUONG DUONG VOI
ROI LOAN LIPID O BENH NHAN SUY VANH

" ThS. H6 Anh Binh, PGS.TS. Hiyynh Vin Minh

Tang cholesterol (CT), tnglycerld (Tg) 11poprote1n trong luorng phan tur thap |
(LDL), va ha mic llpoproteln trong lu'orng phén tir cao (HDL) 1a nhung véu t6 nguy
co gy vira mach' mau. Chung 161 tién hanh danh gid mirc d6 tén thwong ddng mach
vanh qua chup mach va sy trong quan v&i r6i loan lipid mau & 69 bénh nhan, trong
d6 ¢6:57 nain va 12 nir. Dank gia hing tHai tn thuong dong mach vanhdua vao
phéan 49 cua hdi Tim mach hoc Hoa K¥:'Mirc 46 ton thwong: ddng mach vanh dugc
dank gia béi chi'sd Gensini. Chisd nay dira:vac sb nhanh va vi tri tdn thuong cac
déng mach vanh, dd-hep-cta tdn thuéfng (Chi'sé Gensini cang ¢ao thi tén thuong
déng mdch vanh cang ning). RS ’ ’

V¢ hinh thai tén thuong dong mach vanh: dong mach lién that trudc tén
thuong ¢hiém 86,96% trong d6 kidu A: 28,99%, kidu B: 24,64%, kidu C: 33,33%,
‘fb‘éﬁg" mach mil b fe’sn“thuohg chiétn 34,78% trong @6 kiéu A: 11,59%, kiéu B:

13 04%, kidu ¢/ 10,14% f)ong tach vanh phal bi tdn' thiohg chibm 57,97%' trong '
46 1i85 A: 17,39%, kida B: 10, "14% kidu C:30.43%. Thin' chung ddng mach vanh "’

trai 51 tb# ‘thifong chiém 7 25% Cohidu dong mach vamh'bi tén thuong trén cling
mot b‘énh nhan: s6 bénh nhan o6 té thu'cmg 2 dong mach vahh chinh trs 1én chiem
53,22%. Ton thuomg d6ng mach vanh ning: chi s Geénsini trung binhr 12 34 19% va
¢6 t61'52,17% bénh nhan c6 chi'sd Gensini > 30 diém. e

Co su tu’ong q‘uan thuan glua ch1 sb Gensm1 va nong do cholesterol (r=0,314;
p< 0 Ol) Co su tuong quan muc d?) vua glua nong do LDL va chi sb Gensm1 o
(r—O 25; p<O 05) Khong cé su tung quan glua nong do HDL va ch1 s6 Gensml
(r—O 0135; p>O 05).
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THE CORRELATION BETWEEN DYSLIPIDEMIA AND.
ANGIOGRAPHIC CORONARY ARTERY LESIONS

ThS. H6 Anh Binh, PGS.TS. Hitynh Vin Minh

Background: High levels of cholesterol, triglycerides, low-density
lipoprotein ( LDL) and low levels of high density lipoprotein ( HDL) are considered
risks factors of atherosclerotic coronary artery disease. .

Method: We evaluated the lesions of corronary arteries by coronary

angiography;

the correlation between the lessions and the dyslipidemies in 69 patients (57
males, 12 females). The stratification of coronary artery lesions is based on the
ACC/AHA classification. The extension of coronary artery atherosclerosis were
mesured by Gensini's score ( number of stenosis segments, the localisation of
stenosis, and the severity of stenosis - The higher Gensini's score, the more severe

disease of coronary arteries ).

Results: The left main coronary artery stenosis were accounted for 7.25 % ,
the left anterior descending coronaries ( LDA) were affected in 86.96 %, (type A:
28.99 %, type B : 24.64 %, and type C: 33.33 % ). The left circumflex coronaries
(LCx) were affected in 34.78 %, (type A: 11.59 %, type B : 13.04 %, and type C:
10.14 % ). The right coronary arteries were affected in 57.97 % (type A 17.39 %,
type B : 10.14 %, and type C: 30.43 %). There are many stenotic segments in the
same patient. The number of patients who have at least 2 stenosis is 53.22 % . The
atherosclerosis of coronary arteries are severe with Gensini's score of 34.19 and
52.17 % over 30.

Conclusion: GensinPs score is related to total cholesterol ( = 0.314, p <
0.01), to triglycerides levels ( = 0.259, p < 0.05) and to LDL levels ( == 0.25, p <
0.05). No relation was observed between GensinFs score and HDL levels ( r=
0.0135, p >0.05).
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NHAN XET TAC le_mGi‘ oﬂams !LOAN*"NH!R mmoaA‘undeAm

BSCKI Doan Van Hlen P(;b T S’ Dlnh Ngoc Sy

Nghlen ciru trén 31 truong hop NTTT dugc dleu tri bang LIDOCAIN chung
toi thay: g : , G (

1. NTTT gap nhiéu ¢ tubi >55 thudng & nhém THA c6 suy tim vi bénh van
2. Liéu LIDOCAIN 1-2 mg/kg tiém tinh mach cham c6 tac dung xoa NTTT rét
tot. | ' |
3. Piéu tri'cé hiéu qua nhit & 2 nhom: Ting huyét ap ¢é bién chimg suy tinr
dat 70%. Bénh van: tim da dung: Digoxin, ty I€ thanh eong dat 83,33%, ty 1€ tai phat
----- =11,76%.

4. Tag dung phu hét sau khi dimg thuoc.

PR

EFFECT OF LIDOCAIN IN TREATMENT VENTRICULAR
‘ -EXTRASYSTOL: '

Doctor. Doan Van Hien, Ass. Prof.-Dinh Ngoc Sy Ph.D (Med)

Studying on 31 pots of ventricular extrasystol (VE) occurred frequent at over
55 your old group with cardiac disease due to Hypertensive and heart valves
diseases.

- LIDOCAIN 1-2mg/kg 1V infection has had good effect : VE
disappeared at 64,52%.

- The best effect of LIDOCAIN in 2 groups of insufficiceny cardi due
to Hypertensive and heart valves diseases treated Digoxin. The relapse at
11,76%.

- Site effect were mirror and disappeared at the end of treated by
Lidocain.
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NGHIEN CU'U GIA TRI CUA HOLTER DIEN TAM DO TRONG CHAN
DOAN SUY NUT XOANG O BENH NHAN
ROI LOAN NHIP TIM CHAM

Th.s Nguyen Thi Hdi Yén

44 bénh nhén c6 r6i loan nhip tim chdm duorc tham do tim nguyén nhan tac gid
cO nhan xét: :

1. DTP Holter 24 gid c6 gia tri cao trong chin doan SNX véi d6 nhdy 61 5%
d6 dic hiéu 100%, phit hop trong chén doén & mirc dd vira (k=0,57)

2. DTD Holter 24 gio+ NP atropin 1am ting gia tri trong chin dodn SNX: su
phti hop chin doan & mirc 43 kha (k=0,76). V6i NP atropin nén liy nguémg 85
ck/ph. '

3. Nhitng diu hiéu c6 gia tri trong chian doan SNX trén DTD ké ca DTD Holter:
- Ngung xbang trén 3 gidy

- Nhlp bo nm y

- Nhip chdm xoang khong déu + nhiéu khoang ngung xoang 2-3 glay

- Nhip chém xoang tan s6 <40 ck/ph.
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- EVALUATION-OF THE 24 HOURS AMBULATORY HOLTER ECG

IN THE DIAGNOSITS OF SS8S IN' PATIENTS WITH
BARADYCARDIA

44 patients with bradycardia were studied by He]’.ter“ECG and atropin test
Result

- For the dlagn051s of SSS, Holter ECG had a sensmvlty of 61 5% spec1ﬁe1ty
of 100% with kappa 0,57. :

- Holter ECG + atropin test increase the sensitivity and specificity of the
diagnosis with kappa 0,76. B

- The best level in the atropln test is 85 ‘mn _

- The charactensﬂc signs of SSS on the ECG and ECG Holter are:

+ Pause >3 seconds o

+ Junetional»ryﬂ\ms,..- PN ,

+ Irregular Smus bradyc'ardla + pauses 2-3 seconds

+ Sinus bradycardla with < 40 c/mn
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HOLTER NHIP TIM LIEN TUC 24 GIO O NGU'O1 BINH THUONG
LUA TUOI 1z 21 40

Bs CK II Trdn Quoc Anh, PGS TS’ Huynh Van Minh

Dé img dung Holter dién tim lién tuc 24 gi¢ trong chén ddan , danh gia diéu tri
va du hau cdc bénh ly tim mach, trudc hét chung t6i mudn nghién ciru cac rdi loan
nhip tim ¢ ngudi binh thuong dugce xem la hang s6 Holter.Nghién ciru theo phuong
phap mo ta, d6i trong 1a 91 sinh vién y khoa tudi tir 21-40 manh khoe, khong c6
bénh ly tim mach va hién tai khong c6 c4c triéu chimng, Két qua nhu sau:

1.vé nhip : v

Nhip tdi thiéu: 48,4246 41 95%CI 49,47-47,10, da sb nhip t6i thiéu xay ra lic
ngu.

Nhip trung binh: 74,91+9,45 95%Cl 72,97-76,85

Nhip t6i da: 127,49£16,24 95%Cl 124 16- 130 83, khi gang sirc nhip t6i da nit
cao hon nam ( p <.0,05)

95% déu c6 nhip nhanh nhip chim theo hoat dong trong ngay va xu hudng
nhip tim cham vé ban dém (76,92%).

2.Cac rdi loan nhip tim trong gidi han cho phép & ngudi binh thuorng

38,46% c6 ngoai tim thu thit, trung binh chi c6 1-2 ngoai tim thu that / 24
gidr , 2,2% co trén 4 cai / 24 gio va chi c6 ngoai tam thu that don dang

C6 90,1% ngoai tim thu nhi, trung binh dum 20 c4i/24 gio, chi 6 2,2% ngoai’
tAm thu nhi trén 40 cai/ 24 gid, khong c6 nhip nhanh trén thit.

Khong co6 khac biét giira gioi va nhom tudi d6i véi ngoai tAm thu.

2,2% c6 khoang ngimg trén 2s, cd hai déu 1a nir tré.

Nhu viy ¢6 mot rdi loan-nhip tim nhat dinh ¢ ngui binh thudng, ching t6i dé
nghi bang hang so Holter sau:

HOLTER NHIP

Nhip t6i thiéu: 48,42+0,67

Nhip trung binh: 79,9140,9

Nhip ti da sinh hoat binh thudng: 127,49+1,70

Ngirng xoang < 2,2s

Ngoai taim thu nhi: <40/ 24 gid; < 15/ lglo

Ngoai tdm thu that: <5/ 24 gid, don dang khong c6 cép doi

68



RESULTS OF 24 HOURS HOLTER ECG IN HEALTHY NORMAL
PEOPLE AGED 21-40 YEARS

Tran Quoc Anh MD Prof Huynh Van Minh MD, PhD,

‘ ,()BJECT IVES:For applying Holter electrocardiographic monitoring in
diagnostic ~ evaluation, obtaining prognostic information and evaluating
antiarrhythmic therapy. At first, we study ambulatory ECG findings in normal,
asymptomatic persons. METHODS:We peffdmed’ descriptivestatistic's of data from
91 healthy medical students without apparent heart dlsease Statlstlcal analysis data
were expressed as percentages mean + SD, 95% CI -Table of Holter constant as
mean = SEM. RESULTS: Minimum heart rate:48,42+6,41 95%CI 49,47-47,10
almost happened during sleep; average heart rate:: 74,91+9,45 95%(C] 72,97-76,85;
maximum heart rate: 127,49+16,24 95%CI 124,16-130,83: rate of female is higher
than that of male when exercising. There is a heart rate trend with bradycardia and
tachycardia alternate during daily activities. . Bradycardia often occurs at
night.Ventn'culat premature complexes (VPCs) in 38,46%; 1-2 PVCs/24h on
average;, >4 VPCs: 2,2% ; there is only monomorphic VPCs. Atrial premature
complexes (APCs) in 90,1% , <20 APCs/24h on average; >40/24h: 2,2%. No
supraventricular tachycardia. No differnce between sex. and age.There was two
young female students (2,2%) with sinus pause more than 2 seconds (2,2s).
CONCLUSIONS: There is a certain arrhythm1a in asymptomatic healthy
individuals. We propose some Holter normal values:

Minimum heart rate:48,4240,67

Average heart rate: 74,9140,9

Maximum heart rate(daily activities): 127,49+1,70

Smus pause : <2,2s

Venmcular premature complexes :<5/24h, uniform and no paxrs |

Atrial premature complexes : <40/24h; <15/1h"
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'BIEN THIEN NHIP TIM & NGU’O’J BINH THU’O’NG
"~ LOATUOITUP21-40

Bs CK Il Tran Qudc Anh, PGS TS Hupnh Vin Minh

Ngay nay dot tir do tim nhur 1a mét van dé sirc khoe cong dbng, 85% chi yéu
do bénh mach vanh. Ngudi ta dd nhén ra cé tuong quan y nghia giita h¢ thin kinh tu
déng va ta suét tim mach bao. gdém dot tir do tim. Bﬁng chimng thuc nghiém vé sy
phdi. horp gitta r6i loan nhlp tim nguy hiém va hoic gia tang hoat tinh giao cam,
hodc giam hoat tinh phé giao cam khuyen khich phat trién mét phuong tién do
luong hoat tinh thin kinh tu dong va sau d6 bién thién nhip tim ( BTNT ) duoc xem
12 mdt trong nhimg phuong tién hira hen nhit Muc tiéu cua chung t6i 1a tim cac 5O
do BTNT ¢ ngudi binh thuong & 1am co s& cho cac nghién ciru ké tiép. Nghién
ctru theo phuong phap mé ta, doi twong 1a 91 sinh vién y- khoa tudi tir 21-40 manh
khge, khong c6 bénh ly tim mach. Déi tuong dugc phan ra hai nhém tudi: 21-30
tudi va 31-40 tudi. Két qua nhr sau:

Thoi khoang trung binh NN (mean NN) T 806,26+10,76 ms

Ti 16 thosi khoang NN binh thuémg (pNN) : - 99,6+0,08 %

Khac biét ngay dém thdi khoang NN : © 169,4549,12 ms

D6 léch chuin thoi kfidang NN (SDNN) : | © U 117,1843,75 'ms

Pb léch chuan trung binh thm khoang NN ' 99,3443,49 ms
(SDANN) | S | |

Trung binh d6 léch chulin thoi khéang NN

(SDNNidx) : ; 57,69£1,99 ms

Cin béc hai ciia trung binh tdng binh phuong khac ,

biét cac thoi khoang NN (RMSSD) : 36,25+1,56 ms

Ti 16 cac thoi khoang NN ké'tiép c6 chénh léch , |

50ms (pNNSO0) : 12,48+1,08 %

C6 khac biét vé nhom tudi d6i v6i trung binh d6 1éch chuin NN (SDNN(dix),
can bac hai trung ‘birih tdng binh phuorng khac biét NN (RMSSD) va ti 1€ NN50
(pNNS50) vdi gia tri gidm so véi tudi.

Trén déy 1a cac s6 do BTNT theo phuong phap thong ké, cb cac sb do BTNT theo
phuong phap hinh hoc, s6 do theo phd tan sé phu hop véi sinh 1y hon, cin c6 cac
nghién ciru ké tiép.
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HEART RATE VARIABILITY IN HEALTHY
NORMAL pEbPLE AGED 2140 YEARS

Tran Quoc Anh MD, Prof Huynh Van Minh MD PhD,

OJECTIVES: Sudden cardiac death ( SCD ) occurring in the community
continues to be a significant health care problem.Up to 85% of all SCD are due to
the consequences of coronary atherosclerosis. The' recognition of a significant
relationship between the autonomic nérvous system and cardlovascular mortality,
including SCD has been witnessed. Experlmental “évidence for an association
between a propens1ty for lethal arrhythm1as and signs of either increased
sympathetic or reduced vagal act1v1ty has ‘encouraged the development of
quantitative markers of autonomic activity. Heart rate variability ( HRV ) represents
one of the most- prom1s1ng makers Our objective is to obtain measures of HRV in
normal persons for base of followmg studies. METHODS: We perfomed descriptive
statistics of data from 91 healthy medical students without apparent heart
disease.They- were divided into 2 groups: 21-30 year old and 31-40 year old.
Statistical ‘analysis "data’ were expressed as mean + SD: 95% CI. The proposed
- “measures of HRV were -expressad, as-mean + . RESULTS: Mean NN intervals
:806,26+10,76 ms. Percentage of normal NN 1ntervals :99,6120,08 %. Night-day
difference :169,4519,12 ms. Standard deviation of all NN intervals (SDNN) :
117,1843,75 ths. Standard dev1at10n of the averages of NN intervals (SDANN) :
99,34+3.49 ms. Mean of the standard deviations of all NN intervals ( SDNNidx) :
57.69+1,99 ms. The square root of the mean of the sum of the squares of differences
between adjacent NN intervals (RMSSD) : 36,25+1,56 ms. pNN50: the proportion
of differnces between successive NN intervals that are greater than 50 m per second
12 48+1 08 %.

There are dlfferences between two age groups of the measures SDNNdix,
RMSSD, and pNN50 , and these values are smaller in the older age group.

Our measures are statistical measures (time domain measures).Measures of
geometrical methods and frequency domain measures can interpret many
physiological conditions.Further studies need to be conducted.
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SOC DIEN DONG BO TRONG DIEL TRj
ROI LOAN NHIP NHANH'

BS Buui H itu Mmh Tri, BS Mai Pham Trung Hzeu
BS Ngé Tran Quang Mmh

Trong xu tri loan nhip, nhanh, dac biét néu co tinh trang huyet dong khong 6n
dinh, rbi loan tri giac, suy tim thi séc dién 1a mot b1en phap diéu tri nhanh chong va
hiéu qua. Tu 2001- -8/2003 chiing t6i thuc hlen soc dlen dong bo cho 8 luort BN gom
3 nhip nhanh QRS hep; 3 nhip nhanh QRS rong co rbi loan huyét dong, tri, giac; 2
rung nhi trong H/c WPW dua theo qu1 trinh cia Hoi tim My. Ty 1€ thanh cong tirc
- thi 100%, ty 1€ thanh céng chung 87.5%. Thuoc an thin ding la Mldazolamz 5-5mg
cho hiu hét cac truong hop. Nang luorng khai dau 100J v6i cudng nhi, IOOJ 200J
cho rung nhi, 200J cho nhip, nhanh that nhlp nhanh véi QRS rong chua rd ngudn
gdc va rung nhi trong H/c WPW. ‘Trong qua trinh thyuc hién khong ghi nhan tac
dung phy, b1en chimg nao dang ké.

EMERGENT DC CARDIOVERSION FOR TERMINATION
OF TACHYARRHYTHMIAS

Abstract Electncal eardloversmn 1S curren.tly the treatment of choice- for some
forms of tachyarrhythmias with hemodynanuc instability, congestive heart fallure or
altered conciousness. From 2001 to 8/2003, we have performed DC cardlovers1on
for 8 patients with tachycardia ( 3 with narrow. QRS, 3 with wide QRS, 2 w1th atna]
fibrillation in WPW syndrome) based on AHA DC card10vers1pn algorlthm
Immediate success and overall success have been achieved in 100% and 87.5% of
cases respectlvely Most of patients were premedlcated with Mldazolam 2.5-5mg.
Initial energy was 100J for atrial flutter, 100-200] for attial ﬁbrﬂlatlon 200] for
ventricular tachycardia and tachycardia with wide QRS of unknown origin, 200]J for
atrial fibritlation with WPW syndrome. None of adverse effects and complications
secondary to cardioversion has been documented: :
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ROI LOAN NHIP TIM: O BENH NHAN DAl THAO BUONG
~ 7 'TYP'2 QUA HOLTER DIENTIM 24 GIO

B S.Nguyélz Td BDong - -BS. Lé thi Bich Thudn
PGS.TS. Nguyén Hai Thuy PGS. TS. Hupnh Van Minh

Muc dich : tim ty 1€ 16i loan nhip va r6i loan dan truyén tim & bénh nhan
DTD thé 2 qua Holter 24 gid va mdi lién quan giita r6i loan nhip tim va mot sb
yéu t6 nguy co: Tudi, tudi bénh, thude 14, béo phi, taing HA, rdi loan lipid mau,
thiéu n‘léu\ co tim. | | ' -

Pdi twgng : 82 bénh nhan TP typ 2 gdm 33 nam va 49 nit, tudi trung binh
64.34 + 6.86 nam (CI : 95 %, 46 - 82), thoi gian mac bénh trung binh 4.51 + 4.26 (
CI: 95%, 0.5 - 20), c6 45 ngudi (54.88 %) bi ting huyét ap, 35 ngudi (42.68 %) béo
phi, 41 ngudi (50 %) rdi loan lipide mau, 22 ngudi (26.83 %) c6 hit thudc 14.

K& qud : Ching t6i ghi nhan duoc 32 truong hop ( chiém ty 16 39.02 %) bi
RLNT ma trong d6 ¢6 17 nam (20.73 %) va 15 nit ( 18.29 %), chit yéu 1a r6i loan
nhip trén thét, trong d6 c6 22 bénh nhén chi c6 mét loai RLNT (chiém ty 1€ 68.75
%) va 10 bénh nhan c6 hon hai loai RLNT (chiém ty 1& 31.25 %), ddng thdi ¢6 18
bénh nhan bi r6i loan din truyén (chiém ty 1& 22.00 %) trong d6 bloc canh P la
17.07 % va bloc nhi thit 12 4.88 %: Trong cc yéu td nguy co tim mach trén, chi c6
hit thubc 14, thoi gian bi bénh DTD, c¢6 thiéu méu co tim trén Holter 12 c6 mdi
tuong quan c¢& y nghia vdi RLNT.
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CARDIAC ARRHYTHMIA IN PATIENTS
WITH TYPE 2 DIABETES ON 24 HOUR HOLTER.

B S.Nguyén Téa Pong - BS. Lé thi Bich Thugn
PGS.TS. Nguyén Hai Thuy PGS. TS. Huynh Vian Minh

Objective:

To determine the frequent alterations in rhythm and cardiac conduction in
patients with type 2 diabetes on 24 hour - Holter, and the relation betwen cardiac
arrhythmia and cardiovascular risk factors: age, time of diabete, cigarette smoking ,

obesity, hypertention, dyslipidemia and myocardial ischemia.
Patients:

82 patients with type 2 diabetes ( 33: men and 49 : women) aged 64.34 + 6.86
years (CI : 95 %, 46 - 82), acquired the diabgtes for 4.51 + 4.26 years (CIL: 95%, 0.5
- 20), and associated with the cardiovascular risk factors: arterial hypertension 54.88
%, obesity 42.68 %, dyslipidemia 50 %, cigarette smoking 26.83 %.

Results:

Of these 82 patients, 32 ( 39.02 %) had cardiac arrhythmia ( 17 men (20.73 %)
and 15 women ( 18.29 %); supraventricular arrhythmia were frequent. 22 patients
had simple arrhythmia ( 68.75 %) and 10 patients had complex arrhythmia (31.25
%), concurrently 18 patients had cardiac conduction disorders (22.00 %) right
bundle branch block( 17.07 % ) and A - V block ( 4.88 %). Among these
cardiovascular risk factors, only cigarette smoking , time of diabete, myocardiac

ischemia were related significantly with cardiac arrhythmia.
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_ TINH HINH AT MAY TAO NHIP
VINH VIEN TAI BENH VIEN TRUNG WONG HUE

PGS., TS. Huynh van Minh, TS. Nguyén Curu Loi, BS. Lé Phiic Nguyén,
BS. H6 Anh Binh, Th S. Lé quang Thiru,Th S. Buii Minh Thanh,
Th S. Nguyén Luong Tdn va cs. véi sy giip do hop tdc cua
BS. Richard Schneider, Té chirc ADS Luxembourg

- Nham dénh gia rit kinh nghiém ching t6i tdng két 82 trudmg hop bénh
nhén da dugc dat may tao nhip vinh vién trong 8 ndm qua tai Khoa N&i Tim mach
BVTW Hué tir 1996- thang 3/2003.

- B6i tugng va chi dinh chon kiéu may tao nhip: dya theo khuyén cdo phén
loai cia ACC/AHA nam 1991 va bd sung nam 1998. Phuong tién theo déi vi tri
dién cuc: giai doan dau theo ddi bing may siéu 4m hai binh dién va tir nim 1998
chiing t6i xir dung may ting sang truyén hinh .

- Puong vao: théng dung la tinh mach diu bén phai. Mt s6 trudong hop
ching t6i phai di vao tinh mach dudi dén, TM canh ngoai. C6 truong hop phai dat
may tam thoi. _ | ' , |

- Nguyén nhén thudng gap nhét la bloc nhi thét cp 3 ( 50%) ; sau d6 1a hoi
chimg nut xoang bénh ly (43.90%); bloc nhi that d¢ II (2.44%), rung nhi +bloc nhi
that cao d9 : 2 ca (2.44%).

- Két qua: C6 74 truong hop dit may tao nhip mdt budng kidu VVI (90.24%)
va 8 trudng hop tao nhip hai budng ( 9.76%), trong d6: Teletronics : 54.88%
Biotronik: 20.73%, Medtronic (8.54%). Bién chimg nhu sau: nhiém tring tai cho: 1
truomg hop, tu mau: 1 truong hop, thai may: 1 truong hop, tut dién cuc: 1 truong
hop, hoi chimg may tao nhip: 3, thing nhi: 1. _
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RESULTS OF THE IMPLANTATION OF PERMANENT
PACEMAKER IN HUE CENTRAL HOSPITAL

Pr. Huynh van Minh, MD,PhD. -Nguyén Ciu LoiMD, PhD, Lé thia Nguyén, MD,
Lé quang Thitu, MD. Bui Minh Thanh, MD. Nguyén Luong TdnMD. &al.

- Objective:To evaluate the first results of the implantation of permanent
pacemaker we analyse the 82 cases who were implanted the permanent pacemakers
from 1996 to 2003 .-

-Patients and methods: Indication : we applied the recom’mendaiioﬁ of
ACC/AHA in 1991 and revised in 1998. ' )

Materials: Before the 1997 we had to apply the echoeardiogfaph to control
the introduction of the electrode but after that we begun to use the X ray amphﬁer
machine. Most of' patlents we used the cephallc vein as the main way (64.6%) but
some cases we choose the subclavian vein, the external Jugular vein as the

altematlve route.

- Results: 3™ degree BAV : 50%, sick siﬁus s’yndrorhe: 43.90%; second de.gree'
BAV: 2.44%, atrial fibrillation with slow rate response: 2.44%. We had 74 cases of
VVI type (90.24%) and 8 cases of dual chambers pacemakers (9.76%). Most of the
pacemakers were Teletronics: 58.53% and Biotronik 29.26%, Medtronic :8.53%. -
The complications were: local infection : 1 case, hematoma: 1 case, pacemaker
ejection : 1 case, electrode dislogement: 1 case, pacemaker syndrome: 1 case and

atrial perforation: 1 case.
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VAI TRO CUA TAO NHIP TAM THO!
TRONG TAO NHIP TIM VINH VIEN

BS.Lé Phiic Nguyén, PGS.TS. Huynh Vin Minh, TS. Nguyén Cueu Loi.

Nham tim hiéu vai trd6 TNTT trong viéc chudn bi cho TNVV ching tdi tién
hanh téng két mit kinh nghiém va danh gia cac truomg hop TNTT da thyuc hién tai
Khoa Néi Tim mach BVTW Hué. | '

Péi trong 1a tt ca cac bénh nhén d4 duoc dat may TNTT trude khi dwoc cdy
may TNVYV tai Khoa Ngi Tim Mach, Bénh vién Trung wong Hué tir diu nam 1996
dén thang 3/2003. Xir dung may tao nhip tam thoi hiéu Medtronik 5330( do My san
xuit) c6 kha ning tao nhip nhi hogc thit véi tan sd kich xung tir 30-180 nhat/phut.

Sonde dién cuc cung hang, ludng cuc, dai 80 cm, ¢& SF
C6 tht ca 22 truomg hop, chiém da sb 13 cic trudmg hop bolc nhf thét cép 3 phu
thudc vao méy tao nhip hodc thudc c6 nguy co ( 20/22: 90.91%).
" Tao nhip tam thdi c6 gia tri du phong nguy co trude khi tién hanh hoic cho doi
- tao nhip vinh vién. Tao nhip tam thdi nén duoc chi dinh nhiéu hon trong cac 16i

loan nhip chdm nhét 13 cac co sd y té chua c6 diéu kién dat may tao nhip vinh vién.
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THE ROLE OF TEMPORARY CARDIAC PACING
IN PERMANENT CARDIAC PACING

Lé Phuc Nguyén, MD,A/ Pr.Huynh Vdan Minh, MD.PhD.,
Nguyen cuu Loi, ND. PhD.

Permanent cardiac pacing is the basic, safe and durable treatment . for
bradycardial arrythmias. However, in some cases, temporary cardiac pacing is
essential to guarantee patient’s life in waiting for the implantation of permanent

cardiac pacemaker and avoid fatal risks that may be caused by medicine treatment.

The authors have studied and appreciated patients which had been taken
temporary cardiac pacemaker before the implantation of permanent cardiac
pacemaker at the Cardiovascular Medicine Department, Hue Central Hospital since .
3/1996. Among 82 patients received permanent cardiac pacemakers, there were 22
patients ( 26.82%) had been received temporary cart}iac pacemakers before. These
patients were the patients had serious bradycardias and had no improvemént with
medicine therapy and would be died because of asystole. We conclude that
'temporary cardiac pacing prepared for the permtanent implantation is actually
essential for management of severe bradycardias and it should be indicated timely

to rescue patients. -
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DAT MAY TAO NHIP & TRE EM

ThS.BS D6 Nguyén-Tin, TS Vii Minh Phiic, PGS.TS Hoang Trong Kim
B6 Mén Nhi- Truong DHYD TP Hé Chi Minh,
BS Lé Thanh Liém- BVCR

MUC TIE U NGHIEN CUU: mb ta cic dac diém trong dat may tao nhip &
tré em tai Bénh vién Nhi Ddng I.

PHUONG PHAP NGHIEN CUU: tin ciru, md ta.

BENH NHAN: Tt ca bénh nhan dugc dit may tao nhip tam-thoi va vinh
vién trong 1 ndm 2002-2003 tai Bénh Vién Nhi Dng I ké ca tir vong va khong tir
vong.

KET QUA: c6 16 bénh nhan dL_roré dat may tao nhip, trong d6 14 bénh nhén
tao nhip tam thoi véi 18 14n dat va 9 bénh nhén tao nhip vinh vién véi 12 lan dat.
C6 6 ca dit may tao nhip tam thoi sau d6 chuyén sang dat may tao nhip vinh vién.
Tudi nhé nhit 13 5 thang, 16n nhét 1a 13 tudi. Pa sb cac chi dinh dat may 1a block
nhi thit. Phin 16n bénh nhan nhz_‘lp' vién ytrong tinh trang' rdi loan huyét dong, cé
bénh Iy tim va c6 bat thudng trén siéu 4m tim. Pa sb chc truong hop dat may tao
nhip tam thdi déu dung tinh mach canh trong, véi phuong phép gy 8 tai chd va dat
mu khong ¢6 huéng din cia man hinh ting sing, ty l,'ef thanh c6ng cua thu thuét cao.
Tét ca cac trudong hop dat may tao nhip vinh vién déu di vao tinh mach duéi don va
¢6 huéng din ctia man hinh tiné sang. Céac bién ching thuémg gdp la sut day dién
cuc, roi l(_)an‘nhip va nhiém trung. Két quéy sau dat may tt, da ksé bénh nhéan én dinh
huyét dong hoc va duge ciru séng.

KET LUAN: D3t may tao nhip & tré em 1a mot thi thuat cén thiét, an toan va
c¢6 hiéu qua cao trong didu tri cic rbi loan nhip cham c6 triéu chimg. Trong diéu
kién hién tai, sau khi trién khai dit may tao nhip tai Bénh Vién Nhi Déng 1 trong 1

nam qua van con nhiéu van dé can khac phyc.

79



PACING IN CHILDREN

ThS.BS Bé Nguyén Tin, TS Vii Minh Phiic, PGS.TS Hoang Trong Kim
B¢ Mén Nhi- Truong DHYD TP Ho6 Chi Minh
BS Lé Thanh Liém- BVCR

OBJECTIVES: to describe the features of pediatric pacemaker at Pediatric
Hospital N°1. "

METHOD: prospective, descriptive study.

PATIENTS: all of patients with both temporary and permanent pacing in 1
year (2002-2003) at Pediatric Hospital N°1, including fatal and nonfatal cases.

RESULTS: in 1 year, there are 16 patients implanted temporary and
permenent pacemakers. Temporary pacing in 14 patients with 18 implantations and
permanent pacing' in 9 patients with 12 implantations. There are 4 cases with
permanent paciﬁg followed temporary pacing. The youngest patient is S months old,
the oldest patient is 13 years old. Most of pacing indications is AV block. Most of
patients were administrated hospital in the status of compromised hemodynamic,
heart diseases and abnormal signs on echocardiography. In temporary pacing, most
of procedures select internal jugular vein for incision, with local anesthesia and
without fluoroscopic guidance but high rate of suscess. All of patients with
permanent pacing are used subclavian puncture with fluoroscopic guidance. The
complications are replacement of electrode, arrhythmias, infection. The results of

pacemaker are good, most of patients are stable hemodynamic status and rescued.

CONCLUSIONS: Pediatric pacing is a necessary, safety and effective

procedure in treatment of symtomatic bradycardia.
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DAT MAY TAO NHIP TAM THO'I TRONG CAP CUPU
ROI LOAN NHIP CHAM

ThS. Lé Thanh Liém, BS Vii Ngoc Huy
va nhém réi logn nhip — Khoa Tim mach BVCR

bat may tao nhip tam thoi la moét ky thuat dung trong cap ctru cac rdi loan nhip
chdm c6 roi loan huyet dong v&/ hoic c6 triéu chimg nguy hiém, véi muc dich tao ra
va duy tri mét tin s6 tim hop ly, khéi phuc lai tinh trang suy sup cung lugng tim do
nhip cham, dong thoi du phong céac rdi loan nhip nhanh cé thé xay ra trén nén nhip
chidm nay. Trong 2 ndam 2002 & 2003, khoa tim mach BVCR di tao nhip tam thoi
qua duong tinh mach cho 135 truong hop nhip chdm dudi 2 dang chinh 1a block nhi
- thit va hoi ching suy nut xoang. Sau khi dat may va diéu tri nguyén nhan khoang
7 dén 10 ngay, két qua co khoang 73% truong hop nhip chdm do hoi chimg mach
vanh c4p va 61% do viém co tim d hdi phuc vé nhip xoang, trong khi chi c6 28%
do bénh co tim thiéu mau cuc bd man va 0% do thoai hopa hé tao xung va/ hodc dan
truyén 1a hoi phuc, sé con lai pha1 dat may tao nhip vinh vién hoic tir vong. Nhu
vay, tao nhip t1m tam thdi co vai trd rat quan trong lam ting kha _hang song con
trong cap ciru r6i loan nhip tim chdm, trong lic chd doi co tim hdi phuc véi cac
phuong phap diéu tri nguyén nhan k1p thoi va dung dan, hodc tao thoi gian va diéu
kién cho viéc dat may tao nhip vinh vién néu tim khong h01 phuc.

TEMPORARY CARDIAC PACING IN EMERGENCY
BRADYARRYTHMIAS

Temporary cardiac pacing is a technique used in treating bradyarrythmias with
severe clinical symptoms and/or hemodynamic damage. Its goal is to create and
maintain an appropriate heart rate, so that it can recover the cardiac output and
prevent sonic dangerous tachyarrythmias which may occur in bradyarrythmic
patients. During 2 years 2002 & 2003, we implanted transvenous temporary cardiac
pace-makers for 135 patients who suffered from severe bradycardia (2 types: A-V
block or sick sinus syndrome), then we found out and treated the etiologies as soon
as possible during 7 to 10 days.

Results: 73% cases of acute coronary syndrome and 61% of myocarditis were
recovered, returning to sinus rhythm. On the contrary, The ratio of recovery was
only 28% in chronic ischemic cardiumyopathy and 0% in idiopathic bradycardia
usually related to aging (which is thought due to the degradation of the pacing and
conducting system). In conclusion, temporary cardiac pacing has a very important
role in increasing the survival of severe bradyarrythmic patients. Besides that, The
ability of recovery of the bradyarrythmias complicated from acute causes is very
high if we implant the pace-maker soon and accurately treat the etiologies.
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Phan IV

CAC BAO CAO KHOA HOC
VE BENH MACH MAU NGOAI VI
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CHUP CONG HUONG TU TRONG CHAN POAN
BENH BONG MACH CHU

BS. Nguyén Tudn Vi, BS. Phan Thanh Hadi,
GS.Pang Van Phuéc

Chup Cong Hudng Tur ( MRI) 132" phuong phap chan doan ki 'thua,it cao va
khong xam lan, cung cip cac hinh anh chat lugng cao cia tim va cdc mach mau
quanh tim, dic biét 12 Pong mach chi theo cac mit phiang ngang, mit phing trudc
sau va mit phang tran. Ky thuat chup Spin-echo két hop véi chup mach cong hudng
tir ( MRA ) ginp khao sat t6t chi tiét giai phau hoc dé chin doan xac dinh bénh ly
Pong mach chu tir cac di tét bam sinh dén phinh va béc tach Pong mach chu.. Ky
thuat chian doan hinh anh nay du khéng doi hoi chét twong phan tiémtinh mach van

cung cip day du thong tin co gia tri cho chi dinh diéu tri ndi khoa hozc phau thuat.
MRI AND MRA IN DIAGNOSIS OF AORTIC DISEASES

Dr Nguyen Tuan Vu, Dr Phan Thanh Hai,
Pr Dang Van Phuoc

Magnetic Resonance Imaging is a noninvasive and advanced diagnostic
method that produces high quality images in the transverse, sagittal and coronal
planes of the the heart and surrounding vessels, especially the Aorta. The Spin-echo
MRI ssociated with MR Angiography provides anatomical detail to confirm the
diagnosis of aortic diseases from congenital abnormalities to aortic aneurysm and
dissection. .. This imaging technique does not require the use of intravenous contrast

material but still gives valuable informations prior to institution of medical or

surgical therapy.
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VAI NHAN XET BU'O'C BAU VE
CHAN DOAN HINH ANH HEP EO BMC

Nguyén Kim Thdi, Nguyén Tdn Diing, Phan Thanh Hai

Trong ndm 2003 Trung Tam MEDIC chung t61 d4 gdp moét s6 trong hop hep eo
dm\c. Ching t61 trinh bay 5 ca d3 dugc fhuc hién cac phuong tién chan doan hinh
anh gém XQ nguc, ECG, Si€u am tim qua thanh nguc va qua thuc quan, Si€u 4m
doppler dmc bung, than vi hai chi dudi, Chup quang mach k¥ thuit s6 xé6a nén
- (DSA), va CT da dign(MSCT) sau khi di kham lam sang tir d6 ghi nhin vai nhin
xét bude dau trong chan doan hinh anh hep EO PMC

SUMMARY

We show 5 cases of aortic coarctation which were used chest Xray, ECG, Trans
thoracic and trans esophageal echocardiography, Abdominal aortic and kidneys
Doppler ultrasonography, DSA, MSCT after physical examination and proposing

some observations in aortic coarctation imaging diagnosis.
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NHAN MOT TRUONG HOP U MAU LON BAM SINH CHIEM
TOAN BO VUNG CO TRAI-THAI DUONG TRAI'VA TOAN BO
VUNG CHAM HAI BEN DA BU'QO'C PHAU THUAT THANH CONG

GSTSKH. Nguyén Khdnh Dw, SBS. Nguyén Khanh Viét

Céc tac gia trinh bdy truong hop u mau 16m cita mot bénh nhan 48 tudi, chiém
nira ¢ trai-thai duong trai va toan bd viing cham, di dwgc md didu tri thanh cong
sau 2 14n md tham do & 2 bénh vién khac khéng két qua. Tai BV Triéu An Tp
HCM, khdi u mau 16n ké trén d4 dugc md cat b toan bd bang mét dudng md hinh
trai dao tién. Vat da con lai dd duoc ghép thim my vao chd khuyét c6 hinh nim
rgu. Bénh nhan 33 duoc xuat vién vio ngay thir 15 sau md trong tinh trang tbt.

SUMMARY

The authors present the case rapport of a femalé paﬁent aged 48 years old with
a giant angioma occupying a left side of the neck, a left temporal region and a
bilateral occipital part of the head. The patient had been operated twice in two other
hospital without effect. In Trieu An hospital HCM city, this giant angioma had been
took of completely by a surgical access having fairy like peach image. The rest skin
scrap had been aesthetically grafted into the scalp defect having an alcohol bottle
image. The patient discharged from the hospital 15 days after operation in good
health.
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'NHAN MOT TRUONG HOP GHEP TINH MACH BUI CHUNG
BANG ONG GHEP NHAN TAO PTFE CO GIA NANG HIiNH LO X0

GSTS. NguyénKhdnh Du, BS. Nguyén Khdnh Viét

Tac gia trinh bay mot truomg hop khdi u lanh tinh cua finh mach dui chung
bén phai gy hep 10ng tinh mach & ngang mirc tam giac Scarpa, dan téi & tré tuin
hoan tinh mach chi duéi phai: dui phai to gan gip dbi dui trai.

Bénh nhan d3 duoc md bic cau ndi tinh mach dui chung phai-tinh mach chau
_ ngoai phai bang dng ghép nhan tao PTFE c6 gia nang hinh 10 xo véi két qua tét,
khong bién chimg sau md.

SUMMARY

The author presents the case rapport: the benign tumor of the right commune
femoral vein stenos on the level of Scarpa triangle with veinous stase in the right
inferior 'extreniity.

The patient had been operated: the prothese PTFE between the right
commune femoral vein and the right external iliac vein had been realized with good

result without postoperative complication.
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NHAN MOT TRUONG HOP HAI ME CON CO CUNG MOT BENH
TIM MACH BAM SINH “CON ONG PONG MACH”
(CODM, PCA, PDA)

GSTS. 1~Vguye‘~n Khanh Du,
TS.Nguyén Khanh Viét va ctv.

Téac gi trinh by mot tredng hop: hai me con cé cung mdt bénh tim mach
bam sinh “con 6ng dong mach” va da duoc md diéu tri véi két qua tdt. Ca hai me
con nay déu dugc mot phiu‘thuét viéﬁ mé cich xa nhau 21 nim (Me — 18 tudi, md
nim 1981; va con gai — 18 tudi, md nam 2002).

Vén d& dt ra 1a giita hai me con c6 méi lién quan gi v& mat di truyén hay.
khong? chiing t6i chd tra 10 cia B mén Di truyén hoc Truong PHYD Tp.HCM
(GS. Truong Dinh Kiét) nghién ciru va cho két luén.

SUMMARY

The author presents the case rapport: the mother and her daughter have the
same congenital cardiovascular disease “Patent Ductus Arteriosus” (PDA) and they
had been operated with good result: the mother aged 18 years old in 1981 and her

“daughter aged 18 years old in 2002.

The discuting problem is: is there the genetic relation between the mother
and her daughter in the development of this disease? We wait for the answer from

the chair of geneticology — Medico-pharmaceutical institute in the near future.
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999 BN PHINH BONG MACH CHU O NGU'O'l VIET NAM:
CHI PINH BIEU TRI, PHAU THUAT vA KET QUA

Van Tdn, Hé Nam, Lé Nit Hoa Hiép va CS

Chir viét tat: PMC: déng mach chi; TH: truong hop; PM: dong mach; BV:
bénh vién; et al: va cong su; HCM: HO Chi Minh; VN: Viét Nam; BN: bénh nhan;
BC: bién chimg; TV: tir vong; PP: phuong phap; CC: cap ctru; CT: chuong trinh;
SA: siéu am; PT: phiu thuit; HA: huyét ap; KQ két qua; TB: trung binh; TT: tén
thuong.

Pit van dé: Phinh PMC da sb 1a do xa vira thanh mach & nguoi nhiéu tudi,

nhung phinh DPMC & nguoi tré cung khong hiém. Nguy co 16n nhét trong phinh
PMC 1a v& tin phmh

Muc tiéu:
-Tim nhiing ddc diém vé dich té hoc Idm sang, dinh bénh,
- Chi dinh diéu tri, phdu thudt va két qua

- Suy ra 1 s6 khuyén cao vé chi dinh diéu tri thich hop hong giam ti 1é bién
chimg va tir vong do tai phinh gay ra.

‘ Pbi twgmg va PP: Nghién ciru tién ciru tit ca nhimg TH phinh PMC duoc
dicu tri tai BV Binh Dén tir nam 1991 dén thang 9 nim 2003.

Két qua Trong thoi g1an trén, chung t6i 44 md 713 1an cho 681 BN trén tong
s6 12 999 BN v6i s6 1an nhép vién 14 1450 lan do phlnh DMC tai BV Binh Dan.

A- Nhirng dic diém tim thiy:

BN dén nhép vién diéu tri ngay cang bi nhitng tii phinh phic tap .

Ty 1& nam / nix : 3.5, tudi TB : 64. 18% BN trén 80 tudi, 5.5% BN < 30 tudi.
56% BN c6 hut nhiéu thudc 1a. -

Chua thiy gi dac biét vé dinh dudng, nghé nghiép, dia ly va mic song.

Pa s cac BN c6 cao HA va cac hdu qua ciia né.

100% cac BN c6 titi phinh duéi DM than, biéu hién 14m sang bang 1 khdi u
bung, ddp va co gian theo nhip tim.

Xét nghiém: Cholesterol mau > 2,4g/1: 35 %, VDRL (+): 2%.
"Pudng méau > 1,5 g/l: 9%. Uré mau > 0,5 g/l :12%.
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42% c6 bét thuong trén ECG.

SA Doppler: 12% c6 hep hay xo vira PM céanh, 37% c6 bit thuorng vé chic
nang cua tim va van tim , 7% cé hcp hay xo vira DM than, 20% c6 thiéu mau cép
hay man & 1 hay ca 2 chan 36% co tach vach, v sau phuc mac hay v& tr do, 22%
c6 phinh DM chéu, 17% c6 xo hep hay tic nghén PM chiu, 41% c6 hep hay tic
nghén long tui phinh do mau cuc cii hay mai.

Chup PM cén quang va CT: 80% tui phinh dudi DM than trong d6 18% tii
phinh kéo dai 1€n trén DM than, 20% tai phinh & doan DPMC nguc, nguc-bung hay
trén than, 4% c6 bat thuong cac PM tang v€ kich thudc va s6 lugng ma da s0 nam
trong nhém c¢é TT thoai hoa thanh mach, 58% tii phinh niam & bén trai ron. Dudng
kinh TB 55ly.

C6 2 nhém TT bénh ly: xo vira thanh mach chiém 90%, viém va thoai hoa 16p
giita thanh mach va khong xo vira, khong viém thanh mach chiém 10%. Hau hét BN
trong nhém 2 thuong tré, da s6 c6 i phinh trén PM thén, nguc-bung hay nguc va
thuong c6 cac DM tang bat thuong. '

B- Chi dinh diéu tri, PT va KQ:"

Chi dinh md cho cac tii phinh ¢ duong kinh > 5 cm, cac ti phinh doa v, do
hay v, cac tui phinh phat trien nhanh, cac tii phinh hinh tii, cac tui phinh c6 ket
hgp véi ph1nh chau > 3cm, cac tui phmh c6 két hop véi phinh hay hep, nghet cac

DPM tang, cac DM chiu hay chéu-dui, cac tui phinh c6 méu cuc gy thuyén tic gan
toan phéan hay toan phan hay gy thuyén tic xa.

Chc TH con lai, ké ca tir chdi md dugc theo ddi dinh ky tir 3 dén 6 thang bing
SA. Khi c6 BC hodc thi phinh 16n trén S5cm thi mo

PT: Béc tach toi thiéu PMC va PM chau de kiém tra cam mau, ket hop véi tao
hinh thanh mach ching t61 da ghép 72% v6i Ong thing, 21% véi dng Y, 7% bic
ciu truc tiép hay bac ciu ngoai. Cim lai cac PM tang, riéng DM mac treo trang
dudi thi chi ¢im lai 9 %. M6 khan va ban khén 1/3 s6 bénh nhén.

TV do md chung; 14% (md CT : 5%; mé CC : 25%). TV PT nhém phinh nam
trén DM than va nguc- bung 14 18.6 %. Tét ca nhing TH TV sau mé tai BV la do:
sbc mat mau, r6i loan dong mau, nhdi mau co tim, suy hd hép, suy than, xuat huyét
nao, nhiém trung va suy da co quan.

O nhirng BN theo dbi, khoang 25% c6 chi dinh mé mdi nim & nhitng tai phinh

> 4 cm, trr nhitng BN tir chdi md va TH c6 nguy co phau thuit cao, khong c¢6 BN
nao trong nhém theo déi vi tii phinh nho, chua cé tri€u ching bi TV do v& thi

phinh.
Theo d&i cac BN md tir 6 thang dén 13 nam, TB 1a 5 nam, c6 51 BN (7.4 %)

bi BC lién hé dén ky thuat va mach ghép, 16 BN (2%) duoc mo lai va 10 tir vong
(1.5%). Trong cung thoi gian trén, ¢6 3% BN bi nhimg thi phinh ¢ nhimg DM khac

phéi mo.
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Ban luan:

Phinh DMC 14 bénh & ngudi nhiéu tubi, nguyén nhan thudng gip 1a do xo vira
va thoai hoa thanh mach, lam yéu thanh mach. 80% tdi phinh ndm dudi DM than.
Dbi v6i cac tai phinh ndm dudi DM than, dinh bénh khong khé nhét la sau khi c6
SA; trong nhitmg TH chua c6 bénh két hop hay bénh da PM, SA la du dé c6 chi
dinh diéu tri. Phinh PMC nam trén DM thén, nguc-bung hay nguc, dinh bénh
chinh xac phai nhd CT hay MRI va can chup hinh PMC khi ¢ chi dinh md. PT
phinh DPMC trén DM than, ngyuc-bung va nguc con gip nhiéu khé khan d6i voi
chung t6i.

" Nguy ¢o TV cao c6 thé xay ra 1a v tu1 phinh, déc biét khi i phlnh cd dudng

kinh 16n hon 5cm, mot BC nguy hiém do mit mau cép tinh néu khéng hdi st tich
cuc vamd kip.

Trir cac BN bi phinh PMC tir chdi mé hay c6 bénh két hop ma nguy co PT rat
cao, ‘cac BN bga phinh BPMC bung dudi DM than dang theo doi, kh{ co chi dinh, tat
. ca deu dugc mo kip thoi, chua c6 BN nao bi TV do v& ma khong mo kip.

PT thuong khéng kho 6 nhitng tii phinh chua bi BC va nam dudi DM than.
Két luin:
80% phmh bBMC ¢ ngum Viet Nam nam dum PM than, nhit 1a & nguoi lon

tudi, da s6 12 do xo vira thanh mach. SA c6 thé phat hién hau hét cac TH phinh
PMC bung.

20% TH phinh PMC niam trén PM thin, & doan nguc- bung hay & doan nguc,
thu(mg duoc phat hién khi di ¢6 BC hodc 16n gy chén ép ma da sO da tach vach
Phau thuat triét 4 co thé gap nhiéu rai ro.

_ Phinh DMC & ngudi tré thu(mg do thoal héa thanh mach va viém, c6 thé c6
hinh' tdi hay v 'khu tra, thudng ndm trén bM thﬁn va & doan nguc-bung, dé tai phat
sau md do nguyén nhan khéng rd, tién lugng rat de dat '

Pugc theo dbi nghiém tic va chi dinh mb dung th1 tlen lugng tot
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999 AORTIC ANEURYSM OF VIETNAMESE PATIENTS:
THERAPEUTIC INDICATIONS, '
SURGICAL TECHNIQUES AND RESULTS

Van Tan, Ho Nam, Le Nu Hoa Hiep et al

Background: AA is a vascular disorder of the elders, but the AA of the young
patients isn’t rare. Rupture of AA 1s a lethal risk

Purpose:

To find the epidemiology, the clinical characteristics and the diagnosis.
To find a therapeutic indication, a surgical technique and a result

To deduce an appropriate therapeutic recommahdation.

Materials and method:

Prespectively, we study all AA treated at Binh Dan hospital from 1991 to
September 2003.

Results: ‘

999 patients of AA admitted. 713 surgical interventions for 681 patients.
Epidemiological and clinical, labo data characteristics:

- Number of patients increases year by year.

- Male / female: 3.5 ; Mean age : 64.

- 18% of cases > 80 yo, 5.5% <30 yo.

- 56% had heavy smoking.

- There is no special remarks about nutrition, social classes and geographic
distribution.

- More than a half of AA have had high BP with its consequences.
- 100% of subrenal AA have had an abdominal pulsative mass.

- 20 % of AA have had an acute or chronic ischemia of one or two lower
limbs.

- On blood tests, there are 35 % of cases having had a seruin cholesterol above
2,4g/l. VDRL positive: 2 %. Serum glucose above 1,5g/1: 9 %. Serum urea above
0,5g/1: 12%.

- 42% having had at least 1 abnormality on EKG

- On doppler US: 37% abnormal heart function or heart valve, 12% mild or
advanced stenosis of the carotid, 7% mild or severe stenosis of the renal arteries,
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36% aneurysmal wall: dissecting (or fissuring), retroperitoneal - rupture or free
rupture, 22% associated aneurysm of the iliac arteries, 17% substen051s of the iliac
arteries and 41%, of the aneurysm lumen. .

- On arteriographies (DSA) or CT: 80 % of AA is under the renal artery with
12%, there are some extensions of aneurysmal sac above the left renal artery, the
remaining 20%, descending thoracic AA or thoracoabdominal AA. 58 % of the
subrenal aneurysm sac lays on the left side of the umbilicus, with a median
diameter: 55 ‘mms and 4 % of the wsceral branches are abnormal n size and in
lengh. S '

' - 2 groups of pathologies are found: atheromatous lesions (90%), inﬂammatory
and degenerative lesions and non inflammatory, non degenerative lesions (10%). In
the 2™ group, majority of patients are young and the AA are usually suprarenal,
thoraco-abdominal or thoracic. The abnormalites of visceral branches are seen now
and then. :

Indications of treatment, surgical techniques and results:
Gy - Surgical indications: for the cases:
¢ having had an aneurysm sac > 5 cms in diameter,

o having had complications due to aneurysm: ruptured or threaten
-rupture, - fistula, distal embolism, obstructed or: nearly obstructed ‘of the
aneurysm lumen, o

e having had concommittent diseases as stenosis .or aneurysm of the
visceral or peripheric branches of aorta espe01a11y of the 111ac or of the
iliofemoral arteries. ’

- Medical treatment and follow-up:

For the remaining cases, we follow them each 3 - 6 months and surgery is
indhicated whem there are complications or the diameter of aneurysm go up to 5 cms.

Surgical techniques: With minimal dissection to control the aorta and the
iliac arteries,-we: grafted with a straight tabe .in 72% and with a Y tube in 21%,
reimplantation of the visceral arteries. For the IMA only 9% was reimplanted.
Direct by-pass of extraanatomic by-pass in 7% (TAA) 1/3 of cases are operated in
Eifidrigeficy. 10 om0 :

Surgical results: Global complications: 36%; mortality in hospital: 14% (5%
ofeléctive, 29%0f emergency cases). For suprarenal, thoracoabdominal and
thotHcic’ WA bperativé mortality Tate is 18.6%. All the complicated and the death
cases in hospital related to hemorrhagic shock, bleeding due to coagulation defect,
cardiac, respiratory, renal problems and MOF .

. o, f1e F . .
wy bl o750 st reornd
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For the conservative treatment patients, 25% having had surgical indications
each year for the aneurysm ovér 4 cm ih diameter and nil died due to aneurysm
rupture, except the cases who.deny surgery or those who had high surgicat risk.

In follow-up from 6 months to 13 years, middle time 5 years, there are 51
complications (7.4%) related to grafting procedure and technique with 10 deads
(1.5%) 1n 16 reoperated cases (2%). In the same time, a development of aneurysm
on the other site of aorta or of iliac arteries that must be operated is 3%.

Dlscussmn

AA is a disease of the elderly patients that affected usually men, almost over
50. Arteriosclerosis i 1S main cause. Dlagnoms is not difficult when the US is carried
out in a subrenal, uncomphcated AA and the US diagnosis solderly, sufficient to
have therapeutic indications.

The deadly risk is rupture of aneurysm sac, especially when the d1ameter 18
over 5 cms.. . :

For the AA < 5cms in diameter without complications, it is safe to follow them
and to operate when there are comphcauons or' when the. aneurysm diameter go up
to 5 cms. fon : o :

" Elective 'surgical- treatment is not difficult and safe for the AA below the renal
artery. For the suprarenal, thoracoabdominal and thoracic AA, surgical treatment is
still a challenge. L

.. Conclusion:-.

" In Viet Nam,; 80% of the AA of the elderly are usually subrenal and related to
arteriosclerosis. 20% of AA are suprarenal, thoraco-abdominal and thoracic. .

For the young patients, the aneurysms are often suprarenal, thoracoabdominal
and thoracic. Sacciliform.or closed rupture and inflammation are also seen.

The results of medical and surgical treatment of AAA is acceptable for the

good risk patients, but for the TAA, the surgical techmque 1s very complicated and
the operative risk is.still high. o
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210 TRUONG HQP PHINH PONG MACH CHU
NGU'C, NGU'C-BUNG VA TREN DONG MACH THAN
DIEU TRI| TAI BV BiNH DAN

Vén Tdn va cdc BS

Pit van dé Phinh DMC nguc, nguc-bung va trén DM than khong phai la
hiém. § BV Binh Dén, nhitg TH ndy chiém 22% cac phinh DMC néi chung. Da sb
nhép vién dd c¢6 triéu ching ning hodic BC v&, doa v va c6 chi dinh PT bét buje
hoiac CC hoidc ban CC. Du mb CC hay CT, PT phinh DPMC nguc, nguc-bung va
trén DM than rat phirc tap va c6 thé gy BC va TV cao.

Muc tiéu NC: Tim dic diém nhém bénh phinh PMC nguc, nguc-bung va trén
DM than vé dich t€, vé chi dinh, vé diéu.trj va KQ & rat kinh nghiém.

Déi tuong va phuong phap: Ching i hdi ciru tit ca cac bénh nhan bi phinh
PMC nguc, nguc-bung va trén DM thén, diéu tri tai BV Binh Dan tir nim 1990 dén
hét thang 9 na‘im_2003 trong c4c bénh an hru trir nham dat duge nhitng muyc tiéu
trén. |

Két qua: Trong thdi gian trén, chiing t6i dd diéu tri cho 210 BN phinh DPMC
nguc, nguc-bung va trén DM than, ti 1é nam/nix 1a 1.3, tudi trung binh 1a 66. Sau
khi ¢c6 dinh bénh, 19 TH phinh PMC nhém I, vi chura c6 may tim phéi nhéan tao,
chung t6i chuyén qua vién Tim tp HCM, 191 TH con lai ching t6i diéu tri.

70% cac TH (134) c6 chi dinh mé vi di vd, doa v hoic ¢ triéu ching nang.
30% duoc diéu tri bao ton vi hodc tii phinh nhé chwa c6 tri€u chimg, hodc vi nguy
co PT qua cao khéng chép nhan dugc & nhimg tii phinh 16n nhung chua gy ra BC,
hoac ¢6 chi dinh md nhung ngudi bénh tir chéi.

Nhiéu PP PT khac nhau dugc tmg dung nhue mb ghép PMC, md ghép va tao
hinh, md tao hinh, md bic cdu truc tiép hay ngoai co thé tity theo tinh trang ti
phinh, tily theo co dia va thé trang ngudi bénh, tiy theo phuong tién trang thiét bi
PT, giy mé-hoi sirc hién co.

& nhém theo ddi, thi c6 chi dinh md hodc khi tii phinh Iém trén 6cm, hodc thi
phinh gdy ra BC.

Két qua cho théy ti 1é TV 1a 18.6 % & nhém md va 17.5 % & nhom theo doi
trong vong 30 ngay. Nhiing nguyén nhén giy TV chinh trong nhoém md 14 sbc mét
mau, rdi loan d6ng mau, suy da co quan con trong nhom theo ddi Ia v& tw do, khong
can thiép PT kip.
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Ban luén: Phinh DPMC nguc, nguc-bung va phinh BPMC trén DM than thuong
gip & BV Binh Dan, da sé nhap vién vi dd c6 BC. Vi thiéu phuong tién PT, gay mé-
hoi sirc, nhitg chi dinh diéu tri cua chung t6i con han ché. O cac nudc tién tién,
ngoai trir cac TH di bi BC phai md sém, chi dinh PT chuong trinh cho cac TH
phinh PMC nguc, nguc-bung va trén than Ién hon 6cm. Pai da s 1a ghép ndi truc
tiép qua PT qui uwdc hay ndi mach. Mic du BC con cao ma ly do chinh 1a r6i loan
chirc ning cac by phan trén va dudi kep trong thoi gian kep DPMC, ti 1¢ TV qua
nhiéu bao cdo cho thdy trong khodng 10%. Ti 1€ TV trong nhém bénh diéu trj cua
ching t6i cao 1a do hau hét d4 bi BC trudc, dic biét trong khoang thoi gian tir ndm
1990 dén nam 1996.

Nhiéu NC da duoc tmg dung lam giam dugc ti 1€ BC va TV cd y nghia nhu
giam ap luc cho tim, giam thoi gian thiéu mau néng cac bd phan dudi kep, giam
chuyén hoa co bdn cho cac bd phén dudi kep, phong ngl‘ra 16i loan d()ng mau hay
cung cap da dich cho cac tang dll’O’l kep bang cach truyen dich truc tlep vao tung
tang qua DM. '

Két luan: Ddi véi chung t6i, phau thuat phinh PMC nguc-bung va phinh PMC
trén DM than con 1a mét thach thic 1on. Chl'uig to1 dang khéc phuc nhiing kho khan
dé chi dinh PT dung mirc, img dung nhimg phucmg phap PT triét dé, gdy mé-hodi
strc tot hong dat duoc KQ dleu tr1 nhu & cac nudc ti€n t1en
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210 CASES OF THORACIC, THORACO-ABDOMINAL AND
SUPRARENAL AA TREATED AT BINH DAN HOSPITAL

. Van Tan et al

Background: Thoracic, Thoraco-Abdommal and suprarenal AA are not rare. In
our hospital, 22% of such AA is found. Almost came to us with complications ie
rupture, contained rupture, visceral compression or narrowmg (even obtructmg) of
aortic lumen and its tributaries.

Surgical treatment is still very complicated with serious complications,
difficult to avoid.

Purpose: We study the particularities of epidemiology, of therapeutlc
indications and of results.

Patients and Method: A retrospective study of the thoracic, thoraco-abdominal
and suprarenal AA treated at Binh Dan hospital from 1990 to September 2003.

Results: During this period, we treated 210 patients having such kind of AA
that the male/female ratio is 1.3, the middle ag_e, 66. After making the diagnosis,
there are 19 patients of TAA (group I) that we tranferred to HCM Heart Institute,
191 remainings TAA (group 11, IIl and IV) that we take care are studied.

70% (134 cases) has had surgical treatment that almost of the aneurysms are
broken, contained rupture or having had severely symptomatic events. 30% must be
followed up because of small and asymptomatic aneurysms, of very high surgical

risk and of denying surgical intervention.

As techniques, a group of variable procedures is applied ie graft replacement,
graft and plasty, plasty, direct bypass or extraanatomic bypass belonging to the
nature, the site of aneurysms, the status of patients and the disponible equipment.
Almost are operated in urgent or semiurgent situations.

As early results, for the operated cases, the death rate is 18.6% and for the
follow-up cases, 17.5%. Hemorragic shock, coagulation defect, MOF and free

rupture of aneurysms are the major death causes.
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Discussion: The thoracic, thoraco-abdominal and suprarenal AA are not rare in’

the aortic disorders group of our patients.

Because our equipment is’nt up date, the indications of elective surgical

treatment are limited and some procedures ar’nt radical.

In advanced countries, the elective surgical or the endovascular repair is

usually applied for any patients having aneurysms larger than 6 cm. |

\

The death rate of elective surgical patients in many reports is around 10%,
despite the complications are significantly high. The death rate of our sery is high
becausc almost of patiénts are operated in urgent or semiurgent situation, especially
in the period 1990-1996.

Many researches aiming to protect the viscera above and below the aortic cross
clamp from visceral function failure after operation got good results. The problems
are focused in reducing the cardiac stress, reduci’ng the i1schemia-revascularization
time, reducing the basal metabolism of the affected organs or providing sufficient

blood, solution to the vicera during operation via selective perfusion.

Conclusion: The surgical treatment of the thoracic, thoraco-abdomnal and
suprarenal AA is still a challenge for us. We must try to overcome some fields of
difficulties as equipment, as surgical techniques, as anesthesic — reanimation to have

appropriate indications, to apply radical procedures and to get good results.
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DAC DPIEM BENH TAKAYASU O TRE EM TU’ NAM 1998 — 2002

ThS. Lé Huy Thach, PGS.TS. Vé Cong Dong,
TS. Dé Van Dung BS.Nguyén Vén Dong, TS. Vii Minh Phiic

Muc tiéu nghién citu:

Mo ta nhimg dic diém bénh Takayasu ¢ tré¢ em tir nam 1998 - 2002.

Phuong phdp:

Mo ta loat ca. Chung t6i thuc hién nghlen ctru tai khoa tim mach Bénh viedn
Nhi Dong I va II tir nam 1998 — 2002. Chan doan dva trén tiéu chuin Hiép hoi khép
Hoa Ky nam 1992 va chup quang mach xéa nén.

Két qud:

Bénh Takayasu hiém gip & tré em, tai V1et Nam lira tudi thuong gap tir 3 —
15 tubi, khong thiy & tré dudi 3 tudi, nir nhiéu hon nam véi ty 16 = 1 ,63/1. Phén 16n
bénh nhin vao bénh vién trong giai doan tré dd c6 bién chimg hep tic dong mach
nhiéu noi, viéc diéu tri gap nhicu kh6 khéan. Nhiing tri€u chimg thuong gip luc nhap.
vién: mét (71,4%), nhirc dau (58,3%), suy nhugc (42, 8%) thay d6i huyét ap (95%),
thay d6i mach (90%), xudt hién 4m thdi (71%). Cac bién chimg thuomg gap: Cao
huyét ap (95%), mat mach chi (90%), suy tim (38%). Theo phén loai ACR chiing
toi nhan thay loai III 1a thudng gap nhit (62%). Vi tri hep thuomg gip & dong mach
chu bung (52%) dong mach chi ngyc, dong mach than . Phin {mg viém trén 14m
sang khi nhap vién: téc d6 ling mau tang (81%), CRP tang (76%). Ty 1€ thanh cong
khi diéu tri corticosteroids (75%). Thubc diéu tri cao huyét ap chon lya ban diu la
nifedipine, ¢ hi€u qua (76,4%). Nong mach mau diéu tri c6 hiéu qua trong (75%),
ty 1€ tai phat phai nong lan sau (25%). Tién luong bénh Takayasu phu thude rit
nhiéu vao viéc phat hién, can thiép sém va c6 ké hoach diéu tri theo d6i bénh lau
dai.

Khi kham bénh nhitng bénh nhin c¢6 mach va huyét ap khac biét théy thudc
dung quén lam cac xét nghlem thuong qui sau: CTM, VS, CRP giiip cho viéc chin
doan. Cac bénh nhén goi y bénh Takayasu nén duogc géi dén chuyén khoa tim mach,
cho siéu 4&m mach mau va chup DSA, nham chéin doan va diéu tri kip thoi. Str dung
khang viém corticosteroids trong nhiing truéng hop cé phan mg viém. Piéu tri cac
bénh lién quan di kém nhu lao, lupus, nhiém tring néu cé. '

Két luin:
Ngay nay, cac thu thuét can thlep n6i mach ngay cang déng moét vi tri quan trong
trong xir tri ton thuong mach mau. _Nhing bénh nhi Takayasu nén duoc chéan doan
sém. Chung ta nén c6 ké hoach diéu tri va theo déi bénh Takayasu vé lau dai.
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CHARACTERISTICS OF TAKAYASU
- IN CHILDREN FROM 1998 ~- 2002

ThS.Lé Huy Thach,PGS.TS. V& Cong Pong
TS.Pé Vin Diing, BS.Nguyén Vin Dong, TS.Vii Minh Phiic

Objective:
Describing characteristics of Takayasu disease in children from 1998 to 2002 .
Methods: '

Describing case series study. We performed this study at the cardiovascular
department of Nhi Dong I and Nhi Dong II hospitals from 1998 to 2002. Our
diagnosis is based on the standards of American College Rheumatology (ACR),
1992 and digital substraction angiography (DSA). '

Results:

Takayasu is rarely for the children in Vietnam, it is usually the ages of from 3
to 15, not under the ages of 3. Females are more than males with ratio: 1,63:1. The
patients are admitted to hospital too late, the treatement is very hard then. Most of
common complaints were fatigue, headache, illness, .... Common complications
were palpitation, hypertension and congestive heart failure.. Type Il of ACR
accounts for 62% to these children. The common involed sites were the abdominal
aorta, thoracic aorta, and renal arteries in these children. In addition, when
erythrocyte sedimentation rate, CRP, WBC elevated, corticosteroids was used, had
effective to 75%. Nifedipin was effective to 76% for treating hypertension.
Percutanous transluminal angioplasty was effective for lower the blood pressure 9
in 12 cases (75%). We recognized that restenosis occurred and angioplasty was
repeated in 3 cases. The prediction of Takayasu depends on early examination and
procedures and have a plan to follow them up for along time.

When Doctors examine the children, who have alternated about pules and blood
pressure, shouldn’t miss to add. fully common tests such as VS, CRP.... We should
take them to heart department to have vascular untrasound and DSA, it help us to
dianogse and treat them early. We should use corticosteroids for the patients having

the inflammative reactions. We should treat related diseases such as tuberculosis,
lupus, infection ...

Conclusion:

Endovascular interventional proceduress have become more and more
important in management of vascular diseases nowadays. Takayasu children should

be diagnosed earlier. We should have a plan to treat and follow them up for a long
time.
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DANH GIA HIEU LU’C CUA MOT PHUONG PHAP MO -
XAC DINH CHi SO HUYET AP TAM THU MAT CA CHAN-CANH
TAY BANG MAY PO HUYET AP TU PONG DE
CHAN POAN BENH PONG MACH CHI DU

Trdn Héong Nghi ; Daniel Benchimol , Jacques Bonnet

Dé danh gia xem mét huyét ap ké tr dong co thé duoc six dung dé xac dinh chi
s& mat ca chan- canh tay, so sanh véi phuong phap Doppler cb dién hay khoéng,
chiing t5i do chi sb niy trén 219 bénh nhéan bang ca hai phuwong phap: Sir dung mot
huyét ap ké thuy ngan va mdt may Doppler cdm tay hodc mot huyét ap ké ty dong
loai Omhron M4. Sy twong duong chi s6 mit ca chan- canh tay theo c4 hai phuong
phép 1 tot & chan trai (r=0.66,p<0.001) va chén phai (r=0.61, p<0.001). D¢ nhay
(76%), d6 ddc hi€u (95%), gia tri du bao duong tinh (86%), gia tri du bao dm tinh
(90%) va d6 chinh xac chung (89%) ctia chi s6 bénh ly do bang huyét ap ké ty dong
dé du bao mét chi s6 Doppler bt thudng(<0.9) dugc danh gia la tét.

SUMMARY

Validation of a new method to detect peripheral artery disease by determination
‘of ankle-brachial index using an automatic blood pressure device.

To assess whether an automatic device could be used to determine Ankle
Brachial Index (ABI) in comparison with classical Doppler method, ABI was
measured in 219 patients by either using a mercury sphygmomanometer and a hand-
held Doppler probe or an automatic- manometer Omron M4. The correlations
between ABI in both methods were good in left (r=0.66,p<0.00) and in nght
(r=0.61, p<0.001) legs. The sensitivity (76%), specificity (95%), positive predictive
value (86%), negative predictive value (90%) and global accuracy (89%) of a
pathological automatic index to predict an abnormal Doppler index (<0.90) were

good.
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DAC PIEM VA YEU TO NGUY CO TON THUONG
PONG MACH VANH TRONG BENH KAWASAKI
& TRE EM TAI BENH VIEN NHI DPONG |

BS P6 Nguyén Tin, TS. BS Vii Minh Phiic, PGS. TS Hoang Trong Kim,
B6 mén Nhi- Truwong Dai Hoc Y Dwgc TP H6 Chi Minh.

MUC TIEU NGHIEN CUU: Khao sat dic didm va yéu t nguy co t6n
thuong déng mach vanh (PMYV) trong bénh kawasaki & tré em.

PHUGONG PHAP VA BENH NHAN: tién ciru, mo ta. T4t ca tré dugc chan
doan Kawasaki theo ti€u chuan AHA nhdp BV Nhi Pong I trong 18 thang (tu
6/2001- 2/2002).

KET QUA: Téng s& co 80 bénh nhian dugc chin doan Kawasaki, 22 BN
(27,5%) bi ton thuong DMV. Tén thuong DMV nam & ca 2 PMV:13/22 ca (chiém
59%), tén thuong & DMV trai don thuan: 7/22 (32%), tén thuong PMV phai don
thuan 2/22 (9%). Cac tén thuorng thuong nam tai gbc PMV (90%). Pa s6 céac ton
thuong gy dian PMV (82%), so it bi hep (9%) hoidc dang xau chudi (9%). Tén
_thuong DMV thudong & mirc 6 nhe (55%). Tuy nhién, vin con 25% ton thuong
PMV ning gdy nhdi méau co tim (9%) va tir vong (4.5%). Céc tén thuong PMV da
s6 tu khoi 63.6%, nhung 31.9% van con kéo dai.

- BN c¢6 diém Asai > 9 (77.8% so v&i 12.9%; p<0.001) hoac Harada > 4 (36.2%
50 v6i 4.5%; p=0.005) c6 nguy co cao b tén thuong PMV. Nhiing BN khéng dugc
truyén gamma globulin c6 ty 1é ton thuong DMV cao (50% so voi 17.8%; p=0.003).
_ Nhimg BN khéng dung gamma globulin, cac yéu t6 nguy co ton thuong PMV
gom:

(1) Het trong giai doan cip < 35% (35.4% so v6i 15.6%; p=0.044),

(2) CRP trong giai doan cap > 100mg/l (44.7% so v&i 3%; p<0.0001).

(3) CRP tang kéo dai trén 30 ngay (70% so voi 35.7%; p=0.045).

_ Nhimg BN duoc dung gamma globulin, cac yéu t6 nguy co ton thuong PMV
gom:

(1) Khong dap ung vdi gamma globulin (57.1% so véi 12.2%; p=0.004)

(2) Thé khong dién hinh (60% so véi 13.7%; p=0.01)

(3) S6t kéo dai > 14 ngay hodc sbt tai phat sau truyén gamma globulin (100%

so vai 16.3%; p=0.03)

(4) CRP > 100mg/l trong giai doan cap (33.3% so véi 0%; p=0.001).

KET LUAN: Tén thuong DMV trong bénh Kawasaki la bién chimg nguy
hiém, cn phat hién sém dé c6 ké hoach theo do1 va diéu tri theo dung khuyén c4o
cia AHA. Nhimg tré bi Kawasaki c6 chi sb Asa1 > 9 diém va chi s6 Harada > 4
dlem thé khong dién hinh, tré khong dugc u'uyen gamma globulin va tré khong dap

{mg vdi truyén gamma globulin c6 nguy co tén thuong DMV cao.

103



FEATURES AND RISK FACTORS OF CORONARY ARTERY
ANEURYSM IN KAWASAKI DISEASE IN CHILDREN AT .
PEDIATRIC HOSPITAL N%1

OBJECTIVE: To investigate the features and risk factors of coronary artery
aneurysm (CAA) in Kawasaki disease in children.

METHODS AND PATIENTS: Using AHA guidelines, we carried out a
prospective, descriptive study of all children diagnosed with Kawasaki disease at
Pediatric Hospital N°1 in period of 18 months (from Jun 2001 to Dec 2002)..

RESULTS: Among 80 patients diagnosed with Kawasaki disease, 22 patients
(27,5%) were found with CAA. The CAA are located in both RCA and LCA 13/22
(59%.), in left coronary artery (LCA): 7/22 (32%), and in right coronary artery
(RCA): 2/22 (9%). Most of lesions were situated in root of coronary artery (90%),
either dilatation (82%) or stenosis (9%) or segmental stenosis (9%). These lesions
are usually not severe (55%). However, 25% of cases were severe enough to have
resulted in myocardial infarction (9%) and death (4.5%). 63% of these lesions
healed by themselves 63.6% and 31.9% have persistent abnomalities.

Patients with Asai score of > 9 (77.8% compared to 12.9%; p<0.001) or
Harada score of > 4 (36.2% compared to 4.5%; p=0.005) had a higher risk of
getting CAA. Patients who were not on gamma globulin treatment tended to be
more susceptible to CAA have (50% vs 17.8%; p=0.003).

In patients without gamma glogulin therapy, the risk factors of CAA include:
(1) Hematocrit in acute phase < 35% (35.4% vs 15.6%; p=0.044)

(2) CRP in acute phase > 100mg/1 (44.7% vs 3%; p<0.0001)

(3) Persistent elevation of CRP >1 month (45.8% vs 19.6%,; p=0.016).

In patients with gamma glogulin therapy, the risk factors of CAA include:

(1) Unresponsiveness to intravenous gamma globulin (57.1% vs 12.2%;
p=0.004), ‘

(2) Atypic Kawasaki (60% vs 13.7%; p=0.01),

(3) Prolonged febrile course > 14 days or recurrence of fever after
intravenous gamma globulin (100% vs 16.3%; p=0.03),

(4) CRP > 100mg/1 in acute phase (33.3% vs 0%; p=0.001).

CONCLUSION: CAA is a severe complication of Kawasaki disease. Farly
detection is necessary in order to plan a treatment and follow-up course strictly in
accordance with AHA guidelines. Patients who have Asai score of > 9 and Harada
score of > 4, who have atypic Kawasaki, who do not receive gamma globulin
therapy or who do not respond to gamma globulin treatment are at high risk of
contracting CAA.
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LAM SANG VA THUONG TON BONG MACH VANH TRONG BENH
KAWASAKI GAP TAI BENH VIEN NHI TRUNG UONG

Ho Sy Ha,'Lé Nam Tra, Trdn Kinh Trang
(Bénh vién Nhi Trung Uong va Bo mén Nhi PHYHN)

Pt vdn dé: Kawasaki 1a bénh sot phat ban cip tinh & tré nhd voi dic diém
thuorng t6n cac mach mau vira va nhd, dic biét phinh gian ddng mach vanh. Day 1a
nguyén nhan quan trong gay suy vanh, nhdi mau co tim va dot tir & tré em.

Muc dich : Nhan xét 1am sang va danh gia throng ton dong mach vanh trong
bénh Kawasaki ¢ tré em Viét nam.

Doi twgng va phuwong phdp: Nghién ciru mé ta trén 85 bénh nhan ( 55 trai
va 30 gai) tudi tir 6 tudn dén 6,5 tudi dugc diéu tri tai Bénh vién Nhi TW tir 2/1995
dén 12/2003. Chan doan bénh theo Tiéu chudn cia Uy ban nghién ciru bénh
Kawasaki Nhat ban. Nhan xét 1dm sang va cac xét nghiém huyét sic t6, cong thic
bach ciu, s6 luong tiéu cdu, ling mau, dinh lwong C-RP, dinh lugng Gamma
globuline, dién tAm d,va chup X-quang tim trong giai doan cdp. Tham do siéu am
2D va Doppler thoi diém cdp, sau 1 thang, 3 thang , 6 thang . Truong hop c6
thuong ton dong mach vanh (PMV) sé thim do 1 nam 2 14n. Kich thuoc DMV gian
khi > 4mm, phinh khi > 6mm.

Diéu tri: Aspirine ding cho tit ca cac trudomg hop khi c¢6 chin doan, liéu 50-
80 mg /kg /ngay trong 1-2 tuan dau, sau duy tri 5-10 mg/kg/ngay trong 2 thang
hodc nhiéu thang néu c6 thuong tén mach vanh. Gamma globuline dung trén 44
truomg hop, liéu 1-2 g/kg.
Két qua | _
Biéu hién lam sang: sot lién tuc trén 5 ngay gip & tit ca trudong hop. 82 trong s6
85 t/h (97,6%) c6 it nhat 5 trong 6 biéu hién chinh. Riéng 3 t/h chi c6 4 biéu hién
chinh nhung kém gidn DPMV. Viém co tim c6 suy tim gip 11 t/h (13 %). Tran dich
mang tim gap 14 t/h (16,7%), héau hét dugc phat hién trén siéu 4m va mirc do nhe.
Thwong 16n DMV ( chi thdm do dwoc 82 t/h): Phat hién trong tudn tha 2 va thir 3
ké tir khoi phat bénh. Phinh BMV gip 12 truong hop, chiém 14,6% ; Gian DMV
gap 20 truong hop, chiém 24,4%. Trong 32 trudng hgp nay phat hién duoc 59
DMV bi phinh hodc gidn: 23 trudong hop gap PMV phai (7 phinh va 16 gian) ; 27
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truong hgp & PMV tréi chinh ( 8 phinh va 19 giin ) va 9 truong hop & nhanh lién
thit trroc va nhanh mii ( 1 phénh va 8 gian).

Tién trién: C6 3 bénh nhan tai phat bénh, trong d6 mdt nang 1én va xuit hién
phinh DMV ca 2 bén. Khéng gép truong hop nao tir vong.

Thuong ton PMV da phan c6 kich thuéc thu nhd trén siéu 4m trong thoi gian
theo ddi: 7 trong s6 15 truong hop phinh PMV thu nhé kich thudc < 6mm; 17
truong hop hét giin sau 6 thang,

'Nhém chén doén va diéu tri sém ( trong 10 ngay diu ctia bénh) c6 ty 1& thuong
ton DMV it hon véi nhom muén. Nhém diéu tri Gamma globuline gdp thuong tdn
mach vanh thap 16 so v&i nhom chi sir dung aspirine (18,2% so v&i 58%, p<0,001);
Trong 27 trudong hop sir dung Gamma globumline sém ( trong 10 ngay dau) khong
trudng hop nao gap thuong ton DPMV. Ty 1¢ bién chimg mach vanh cao hon trong
nhom c6 thoi gian sot lién tuc trén 14 ngay (p<0,05) va nhém c6 sd luong tiéu cau
tang cao. Cac yéu tb khac nhur d6 tudi, gioi , sd lugng bach cau tang , toc dd lang
mau tang chura thay c6 sy khac biét rd trong nghién ciru nay.

Két ludn: Bién chimg PMV gip ty 1é 38,9% trong bénh nhin Kawasaki tai
bénh vién Nhi TW, phinh PMYV 1a 14,6% va gidn 1a 24,4%. Ty 1€ nay cao hon trong
nhém bénh nhén chin doan va diéu tri mudn sau 10 ngay diu cia bénh; nhém coé
thori gian s6t kéo dai trén 2 tuan hay c6 ting cao 56 lugng tiéu cau sém.
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CLINICAL MANIFESTATIONS AND CORONARY -
INVOLVEMENT IN THE KAWASAKI DISEASE
IN THE NATIONAL HOSPITAL OF PEDIATRICS

Ho Si Ha, Le Nam Tra, Nguyen Thi Thuy Hong, Tran Kinh Trang

Back ground: Kawasaki disease is an acute fibrile illness of infant and young
children charaterized by diffuse vasculitis. The prognosis of the disease depends on
the development of cardiac lesions such as coronary dilatation, aneurysm,
sbstruction and heart failure. ,

Objective of the study: Clinical essessment and investigation of cardiovascular
involvement in a group of children with Kawasaki disease.

Patients and methods: This prospective descriptive study was carried out from
February 1995 to December 2003. Eighty five patients ( 55 males and 30 females)
aged from 6 weeks to six and half years were diagnosed Kawasaki disease at the
National hospital of peadiatrics. The diagnosis was based on clinical criteria of
Japan Reseach Commitee of Kawasaki Disease (J.R.C.K.D).Cardiovascular
assessment and following- up were realized by clinical, ECG, X ray examinations.
Coronary abnormalies were detected and folowed- up by 2D and colour ultrasound
technique on admision, during hospitalization and one month, 3 months, 6 months
after the onset of the disease. ‘

All patients were treated by salicylic acid and 44 patiens received intravenous
immunoglobuline.

Results: There were at least 4 of 6 major findings of the disease seen in every
patient with cotinuous hight fever for more than 5 days.

-Cardiovascular manifestations were assessed and followed - up in only 82
patients: Myocarditis with heart failure: was seen in 11 cases ( 13%), mild
pericardial effusion in 14 cases ,16,7%. Coronary involvement was observed
between the second and third week from onset in 32 patients, 38,9%. Out of their
patients, 12 patients had coronay aneurysm ( 14,6%) and 20 patients had coronary
dilation (24,3%). . In 32 patients , 59 coronary arteries were indentified of which 23
were righ coronary arteries (7 aneurysms and 16 dilations) 27 were main left
coronary arteries (7 aneurysms and 20 dilations) and 9 were left arterior
decending arteries and left circumflex arteries . ,

Progress of the disease: Carditis was resolved after 2 weeks folowing - up. Most
of the coronary abnormalies, either dilatéd or aneurysm, regressed or normalized
after six months.

3 patients had relapse ( 1 had deterioration ) . There was no death.

The group of patients who were diagnosed and treated early within the first 10
days of the disease had lower rate of coronary abnormalies than the group with late
diagnosed and treated. :

The rate of coronary involvement is higher in the group of patients who had
continuous high fever more than 14 days. Other risk factors such as aged, six,

....were found not significant.
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NGHIEN CtPU TIEN CLPU KHAO SAT VIEM TAC TINH MACH SAU
- DO HUYET KHOI TAI BENH VIEN CHQ RAY NAM 2003

Gido sw Pdng Van Phudc, Bdc st Trdn Thu Thdo, Bdc st Trdn Thi Thuy Hang
va cdc bdc st Trdn Thi Diém Trang, bdc st Nguyén Thi Tuyét Hing

' Nghién ciru tién céru trén 66 bénh-nhan viém tic tinh mach sau duoc chin

doan bang siéu am Doppler hé tinh mach. '

Muc tiéu: Khao sat yéu td nguy co cua viém tic finh mach sdu do huyét
khoi, | |

K& qua: Ti 18 viém tic tinh mach siu do huyét khéi c6 lién quan dén thai ky
la 7% (5cas), ung thu 1a 4,5% (3cas), bénh ly khién bénh nhén phai bat dong tai
giuong 1a 18% (12cas0, chin thlmng va lién quan dén phau thuat 1a 4,5% (3cas),
con lai 65% (43 cas) chua 15 yeu t6 nguy co. Blen chung thuyen tic dong mach
phoi a2 trirong horp (3%).

Diéu tri: T4t ca bénh nhén déu duoc diéu tri bang Heparin trong luong phan
tir thap t rong 2 tuan (thoi gian nim tai bénh vién), sau d¢ 13 antivitamine K duong
ubng trong it nhit 3 thimg. 2 bénh nhan dugc 43t ludi loc tinh mach chu dudi, ding
tiéu soi huyet cho mot bcnh nhin thuyen tac ph01 cﬁp dlcn rong va c6 anh hudng
huyet dong. Hiéu qua diéu tn Hleu qua didu tn 97% (64/66 cas) dat duogc hiéu qua
diéu tri tot sau 2 tudn. - o o :

. K&t lugn: Ti 1é cac yéu td nguy co khsng phu hop vi cc nghién ciru khac,
Tuy nhién, nghlen cuu khang dinh vai tro cia Heparin trong lu'cmg phéan tir thap va
aitivitamine K trong dleu tri huyet kh01 tinh mach séu.
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THE REGISTRY ON DEEP VEIN THROMBOSIS IN CHO RAY
HOSPITAL IN 2003. '

The prospective cohort study in 66 patients of Deep vein thrombosis ( DVT )
is confirmed by Doppler ultrasonography.

Study objective : To evaluate the risk factor of DVT.

Result : 7% of the pregnancy / post-partum group, 4,5 % of the active cancer
gfoup, 4,5 % of the major trauma within fhe past 2 months, 18 % of the situation of
immobilization and then 65 % of the idopathic. 3 % of pulmonary embolism (2 cas).

Treatment: The loW molecular weight Heparins is a commun injectable
anticoagulant in 2 weeks (period oﬂlospitalizatioﬁ) and is usually followed by
antivitamin K tablets for at least three months. In 2 cas a filter is placed in the major
vein (the inferior vena cava ). Systemic thrombolytic therapy with Streptokinase
had admited in 1 pateint with acute massive pulmonary embolism and
hemodynamicaUy unstable. The best effect of treatment was obtained for 64 of the
66 cas (97 % ) in 2 weeks.

Conclusion : Incidence of risk factor in DVT is not corresponded with the
other study. However, the study had presented the role of the low molecular Weight
Heparin and antivitamin K in the treatment of DVT.
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Phan V

CAC BAO CAO KHOA HOC
VE CAC VAN PE KHAC



SIEU AM TIM VA DOT QUY DO TiM
BS Lé Hiru Qiynh Trang, BS Phan Thanh Hai

Léap mach ndo do tim chiém 15-40 % cac truomg hop dot quy. Do tinh chét tai
phat, hudng didu tri va tién luong khac v6i dot quy do cac nguyén nhan khac, dot
quy do tim cin dugc x4c dinh dya trén bing chimg c6 ngudn thuyén tic tai tim nhé
cac phrrong tién chan déan hinh anh. O day chang t6i mudn néi toi vai trd cia siéu
am tim. - |

Nguédn thuyén the tir tim c6 thé nghi‘ dén nho triéu chimg lam sang (fung nhi,
bénh van tim héu thap, suy tlm viém ndi tdm mgc..) nhung c6 thé khong co tricu
chimg 1am sang nao tham chi co the khong phat hién tren si€u 4m qua thanh nguc (
ton tai 16 bau duc phmh vach llen nhi...).

Muc dich nghién ciru cia ching t6i 1a.tim nguon thuyen tac tir tim & cac benh
nhan bi 1p mach cé chi dinh lam si€u &m tim. Si€u &m tim qua thanh nguc duoc
thue hién trudc, si€u am tim qua ngd thuc quan duorc thuc hlen sau do néu siéu am

qua thanh ngyc khong g1a1 thich duoc nguyén nhan coa dot quy

Chang toi két luan rang siéu am tim giip xac dmh nguon goc tir tim gy dot
quy ¢ bénh nhan c6 tri€u chung go1 y trén 14m sang va tim sang thuorng tim tiém 4n
& bénh nhan tré nhung kham 1am sang binh thuong. Tir co s¢ d6 viéc diéu tri phong

ngira lap mach tai phat c6 hiéu qua hon.
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ECHOCARDIOGRAPHY AND CARDIOEMBOLIC STROKE

Embolism of cardiac origin accounts for about 15-40 % cases of stroke.
Because the recurrence, management and prognosis of cardioembolic stroke
differentiate from other strokes, it is important to identify the cardioembolic strokes
- based on evidences of cardiac embolism by imaging diagnostic procedures. We
would like to introduce the role of echocardiography. '

The cardiac resources of embolism may be realized from clinical evidences
(e.g. atrial fibrillation, rheumatic heart disease, heart failure, infective
endocarditis...), but sometimes there has no clinical evidence even normal
transthoracic  echocardiography (e.g. pétent foramen ovale, atrial septal
aneurysms...). We aimed to detect cardiac resources of stroke patients indicated
echocardiography. Transthoracic echocardiography was done first, and
transesophageal echocardiography followed latter for patients who had Iiegative

findings or did not explain on transthoracic echocardiography.

In conclusion, echocardiography is helpful for the confirmation of cardiac
sources of embolism and for the detection of potential cardiac lesions in stroke
patients with normal clinical examination. From the evidences, we have the better

therapeutic strategies to prevent effectively recurrent stroke.
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THUYEN TAC PHOI: BAO CAO 3 TRUONG HOP
XAC MINH BUQC CHAN DOAN

BS Pham Quang Huy va cs

B6i canh: Thuyén tic phdi hién van con 1a mét bénh 1y nguy kich khé chin
doan, nhung néu chin doan dugc dé c6 quyét dinh diéu trj kip thoi, dung hudng sé
c6 hi vong cai thién tién luong.

Phwong phap: Héi ciru 3 truong hop thuyén tac phdi thé nghén cép trung tam
xac minh duoc chan doan, xem lai y van thu thap duoc, nham rit ra nhitng nhan xét
c6 ich cho thuc hanh lam sang.

Két qua va két ludn: Cin nghi dén thuyén tic phdi thé nghén 1on truedc mot
truong hop suy ho hap tudn hoan cép trén bénh nhan cé yéu t6 nguy co. Pé chén
doan: tin dung dién tim, siéu 4m tim tim dau dén that phai cép; x quang phdi tim
dau phong cung PMP, X quang cét 16p dién toan nguc xoan Oc can quang cé thé
gitp xac dinh chan doan dac biét thé nghén cép trung tam.

PULMONARY EMBOLISM: A REPORT ON 3 CASES
WITH DIAGNOSIS CONFIRMED

Pham Quang Huy, MDD, and associates

Background: Pulmonary embolism remains a serious disease which is
difficult to diagnose, but once diagnosed, appropriate treatment instituted promptly
would hopefully result in a better prognosis.

Method: Retrospective study of 3 cases of acute central pulmonary embolism
with diagnosis confirmed, consulting available medical literature, in order to look
for clinically useful remarks.

Result and conclusion: Massive pulmonary embolism should be thought of
when confronting an acute respiratory and circulatory failure occurring on a patient
with risk factors for it. To diagnose: making use of electrocardiography and
echocardiography to search for manifestations of acute right ventricular dilatation;
and of chest x-ray for sign of enlarged central pulmonary artery. Contrast
helical/spiral computerized tomography of thorax could help in confirming the
diagnosis especially the acute central form.
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NG DUNG TIN HOC TRONG CHAN POAN SIEU AM TIM
PHAN MEM CHAN DOAN ECHOCARDIOSOFT

BS. Trdn Hing
Phan mém ECHOCARDIOSOFT 1a mét umg dung tin hoc vao linh vuc chin:

doan siéu 4m tim danh cho ngudi Viét nam. Phan mém nay da dat duoc nhimg yéu
cau sau:

1. Ban tir ddng hoa cong viéc ctia bac sy siéu 4m dic biét 12 khau phan
tich va danh gia két qua.

2. Tu d6ng tinh toan cac gia tri binh thudong, dic biét 1a cac gia tri thay
d6i theo nhimng yéu t6 sinh ly. Sir dung wu tién cac nghién ciru trén
ngudl Vi€t nam.

3. Tu dong tinh toan cac chi sb phurc tap nhung c6 gia tr1 cao trong chéan
doan .

4. Thiét ké viéc luu trit, tim kiém dit liéu thuan tién phuc vu viéc theo
ddi didu tri va nghién ciru khoa hoc.

5. Pon gian, dé st dung, in két qua va hinh anh 13, dep, d& ning cip va

mién phi hoan toan.

SOFTWARE FOR ECHOCARDIOGRAPHY
ECHOCARDIOSOFT is a Vietnamese free software for echocardiography. It

has been designed to:
1. Semi-automatize for analysing an echocardiogram.
2. Auto-recognize normal values.

3. Auto-calculate Wallstréss, Midwall, Stress-corrected fractional

shortening and Wall motion score index.
4. Manage echocardiographic database.

5. Use simply, friendly.

116



CHAN DOAN VA BIEU TR| SUY TIM & BENH NHAN
THAP TIM CAP BUQ'C BIEU TRI TAI BVTE
HAI PHONG TU 1995 - 2001

Nguyén Khdc Son, Poan Thi Thity Hong
Qua nghién ciru 113 bénh nhan (BN) suy tim do thip tim cap duoc diéu tri

tai BVTE Hai Phong tir ndm 1995 - 2001 chung t6i ¢6 nhin xét nhu sau:

1. Viém tim gip trong thap tim dot I 13 58%, nhung thap tim tir dot II tré 1én
gap 100% viém tim. )

2. Di chimg van tim chi gip & bénh nhin viém tim ning va cang tai phat nhiéu
lan thi di chimg van tim cang nhiéu. Di ching hay gip nhét 14 hé van hai 14
(45,18%).

3. 93,92% s6 bénh nhan dugc diéu tri hét suy tim trong khi ty 1é tir vong do
suy tim chi c6 3,54%.

4. 100% doc diéu tri chdng viém va chdng nhiém trang. Nhur vay diéu tri song

song chéng viém va chéng nhiém trung 1a dac biét can thiét.

DIAGNOSIS AND TREATMENT OF HEART FAILURE
IN CHILDREN WITH RHEUMATIC FEVER AT HAlI PHONG
CHILDREN HOSPITAL FROM 1995 - 2001

Prof.Ph.D. Nguyen Khac Son, St. Doan Thi Thuy Hong

After studying 113 heart failure patienes with rheumatic fever at Hai Phong
Children Hospital from 1995 to 2001, we had some conclusions as follow:

1.  Carditis encourted in rheumatic fever for the first time was 58%.
However carditis in rheumatic fever since the second time was 100%.

2. The valvular sequelea of was only encounted in severe cases. And the
more the disease the more the valvular sequelea had. The common sequelea was
mitral insuffisance (45.18%).

3. 92.92% were out of heart failure. While the mortality rate was 3.54%.

4. 100% patients were treated using anti inflamation and anti infection.
So the paralell treatment:

Anti inflamation and anti infection were espeielly neccessary.
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MOT SO KINH NGHIEM XU’ TRi TRAN DICH
DUONG CHAP KHOANG MANG PHOI

TS.BS. Tran Quyét Tién

Nghién ciru c6 5 truong hop tran dich duéng chap khoang mang phdi. Nguyén
~ nhén bao gdm: sau md :1 truong hop, vét thuong nguc:1 trudong hop, lymphoma: 1
truong hop , phinh thian déng mach canh tay dau: 1 trrong hop , khong xac dinh
duoc nguyén nhéan: 1 truong hop .Chi dinh md:tran dich dudng chép khoang mang
phdi duoc d64n hru khoang 14 ngdy, mdi ngay ra tir 700ml dich dudng chép tré 1én.
Ong nguc dugc khiu trong’ khoang mang phdi: 4 trudng hop, tai nén cb trai: 1
truong hop.Két qua: hét chay dich dudng chap, khong c6 bién chimg.

SOME EXPERIENCES OF CHYLOTHORAX OPERATION

TS.BS. Trdan Quyét Tién

There are 5 cases of chylothorax in this study. The causes included :
postoperation: 1 case, chest injury: 1 case ,aneurysm of Imnominate artery: 1 case,
lymphoma:1 case ,unknown cause: 1 case. Operative indication was chylothorax
drainage during 14 days with drainage fluid was 700ml per day or more. Thoracic

duct sutured in thorax : 4 cases or neck base: 1 case. Result: chylothorax stopped

without any complication.
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AP DUNG PHUONG PHAP HA THAN NHIET SAU VA
NGUNG TUAN HOAN TRONG MO PONG MACH CHU NGUC

TS. BS. Trdan Quyét Tién

Tir thang 1/2002 dén thang 12/ 2003 tai Khoa Ngoai Tim - Mach va Long
nguc Bénh vién Cho Riy da md 11 truomg hop dong mach chii nguc véi tim - phéi
niéy c6 ap dung phuong phap ha thian nﬁiét sdu va ngung tuan hoan. Nam : 7 trudng
hop, nit 4 truomg hop. Chin doan dua trén 1am sang, X quang nguc thing, va CT
Scan. V& dong mach chi nguc do chén thuong 1 tradmg hop, phinh dong mach chu
nguc c6 béc tach 6 truomg hop ( type A; 5 trh va Type B 1 tr.h), phinh khong boc
tach 4 trudmg hop. Phinh dang tii : 1 trudng hop , phinh dang hinh thoi : 9 truong
hop. Puong kinh trung binh: 8,2 em. K§ thuit md khau tryc tiép chd dong mach
chi v& do.chin thuong : 1 truong hop,. va domg mach chu bing mot manh ghép
nhén tao: 1 trudng hop, thay mdt doan hodc toan by dong mach chu nguc: 9 truong
hop. Trong md 1am ha than nhiét sdu t6i 20 d C va ngung tuan hoan: 11 truong
hop; ngung tuin hoan don thuin : 3’11ju‘(‘mg hop, ngung tudn hoan c6 kém bom mau
1én ndo : 8 truomg hop. Bién ching: viém phdi : 1 truong hop, viém phdi suy hé
hép: 3 truomg hop. Phuc ' |

Ti vong 6 truomg hop. Nguyén nhéan chinh giy tir vong: truy tim mach khong
héi phuc sau md, suy than cip va v niéu, rdi loan dong mau, nhiém trung huyét.
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DEE HYPDTH D GIRCULATORY ARRE,ST ,
"P %&: ﬁon%g OPERA’ QN .

From 1/2002 until 12/ 2003 in the Cardidvascular and Thoracic Department
of Cho Ray hospital 11 cases of thoraclc aort1c operatlon were performed with
hypothermla and c1rculatory arrest procedure Male: 7 cases, female : 4 cases.
Dlagn051s based on clm1cal symptoms ; chest X ray,'k CT Scan Thoraclc aort1c
rupture duc to dr1v1ng acc1dent 1 case, dlSSCCtlnb -aneurysm : 6 cases, (F ype A: 5
cases & Type B lcase) simple apeurysm : 4 cases. Sacciferm: 1case fusiform: '
cases. AAvcrage diametre. -of .aneurysms was -8,2. cm.. Operative technique: . direct
suture in the . aertic rupture: 1 case, Patch closure : 1 case, segmental of total
thoracic - aortic replacement.: 9 cases. During ‘operation -deep ' hypothetmia&
circuldtory arrést--done. Cifculatory in combination with isolated brain pérfusion: 8

cases. (,omphcatmns pneumoma lcase severe pneumonra & resplratory fallure 3

.....

------ i n Gt
6 cases. Mam causes of death werelrrever51blc collapse acute renal fallure and
¢ 14 L R RS SRR S |

anuria, disorder of coagulanon septlcemla ; o
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S ALY

HP ‘CHUCE NANG
i%;ﬁéiv &N’ ‘I‘HA’TDO’N
i8] PLER TIM

BS. Nguyén Pham y Nhi, ‘PGS. T8 Nguyén Ldn Viét
TS Tran Thj Bién

Dung Siéu am - Doppler tim de danh gia ap luc tim thu dong mach ph01 va
chitc nang tam thu thit trai & 93 tré < 15 tudi c6 Thong lién thét don thuin duoc
diéu trj tai khoa Tim mach tré em Bénh vién Xanh pon Ha Noi tr 11/1998 dén
9/2001 . Qua két qua nghién ciru cé;déj_chiéu v0i nhém ching . Téc gid nhan thiy :

1-55% bénh nhén c6 tang ap luc tam thu dong mach phdi, trong d6 23%
ap luc DMP ting & mt’rg do6 néng .
| - 2-Cé moi twong quan giita ap lyc tdm thu PMP véi :
*Dudng kinh 16 TLT
*Liru lugng shunt (Qp)Qs)
Khoéng c6-méi twomg quan gitra dp luc tdm thu dong mach véi :
* Puomg kinh géc DMP |
* Chénh ép t6i da thit phai - déng mach phdi
* Chénh ap trung binh phai - dong mach phéi

3- Trong nghién ciru niy chirc ning tdm thu that trai van con trong giéi han
binh thuong & tit ca cac nhém TLT
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EVALUATION OF PULMONARY ARTERY PRESSURE
AND LEFT VENTRJCULAR SYSTOLIC FUNCTION BY DOPPLER
ECHOGADIOGRAPHY IN.-CHILDREN WITH A ISOLATED
VENIRICULAR SEPTAL DEFECT '

Nguyen Pham Y Nhi M.D, Nguyen Lan Viet Prof, Ph.D, M.D
 Trdm Thi Bién Ph.D

Using Doppler echocardlography to evaluate the pulmonary artery pressure
and left ventricular systollc function of 93 patlents under 15 years with a 1solated

ventncular septal defect in the Saint Pau] Hospltal from 11/ 1998 to 9/2001

By comparision with contrel group, the author obtained;

1. 55% of patients’ had pulmonary systolic hypertesion; of these 23% had
servere pulmonary systolic hypertesion. -

2. The was 'correlation of pulmonary artéfy gystolié‘ préSSuré and diameter of
defect (r = 0,70), and the ratio of pulmonary to $ystemic flow {Q/Q.) (r=0,59).

- The was no correlation of pulmonary artery éyétoﬁ‘c' br‘e‘ssﬁre" and pulmonary
artery diamter (r = 0,29), and peak gradiént ‘between right ventricular and
pulmonary artery ( r =0,26),. and mean gradient between right, ventricular and
pulmonary artery (r = 0,27). | '

3. Left ventricular systolic,.function was still at the normal level in all of
patients with VSD.
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CAP NHAT MOT PHUONG PHAP MO LAM TANG HIEU QUA
PIEU TRI BENH TIM MACH THONG QUA S TANG TIET
HORMONE TAI TAO- TE BAO (GROWTH HORMONE - GH)
A HUMAN GROWTH HORMONE SECRETAGOGUE
DIETARY SUPPLEMENT

Ds. Trinh Thi Thu Ha, Bernard Low - Vespro
Life Sclences, LLC - USA

Trong thoi dai phat trién cia khoa hoc ki thudt ciing véi cac thanh fu véy
hoc, tudi tho con ngudi ngay cang ting. Cac dugc pham phuc vu diéu tri cac bénh ly
tim mach cung ngay cang phong pha hon. Mét trong nhing san pham gitp nang cao
chét lugng song clia cac bénh nhan noi chung va hé trg lam ting hi€u qua di€u tri
cac bénh ly tim mach néi riéng théng qua vai tro tac dong lén toan bd co thé cia
Growth hormone d6 la Somatoplex sin xudt béi VesPro Life USA. Vai tro cia
Growth hormone véi co thé 1a rat 16m, nhung ndéng d6 GH lai giam dan theo tuéi
tac. Cac nha khoa hoc da cho thay rang su glam GH nay 1a do kich thich lén tuyén
yén giam, ning luc tiét GH cua té bao tuyén yén vén binh thuong va khi dugc kich
" thich s& khéi phuc dwgc ndng d6 GH. Somatoplex 1a phirc hop gom:

. Alpha GPC dugc chiét xuat tir ddu nanh c6 tac dung lam téng
tiét GH tir tuyén yén bang cach ic ché ving dudi ddi tiét somatostatin.

° Immunolin cé trong sita non cung cap cac globulin mién dich
c6 gia tri nham duy tri hé mién dich manh mot cach an toan va tu nhién.
e  Somabol gom céc yeu t6 ting trudng tir long do trung giup vén

chuyén céc chit dinh duéng dén cac co quan dé thyc hién sy trao d6i chat
ctia cac té bao.

Somatoplex di dugc ching minh trén 1am sang lam ting tiét GH, IGF-1 &
nhimg ngudi bi thiéu hut GH tir 11 — 51% véi cac wu diém 1am tang tiét GH, IGF-1
phi hop vdi sinh ly, khdng c6 tac dung phu gia thanh ré, sir dung tién loi: Xit dudi
ludi lac d6i sau 30 phat luqng GH va IGF-1 tang l1én dang ké trong mau.
Somatoplex ngoai kha nang giap ci thién nhing bat loi clia tudi gia con ph01 hop
sit dung lam ting hi€u qua trong diéu tri bénh tim mach, 1am binh 6n huyét ap, cai
thién dudng huyét, v0i cac bénh nhén trude va sau khi phau thut giap phuc h01 sirc
khoé va mau lanh vét thu'ong, Somatoplex giup céi thi¢n tdm tinh, tri nho giac ngi
va tinh trang loang xuong cai thién céc triéu chimg & phu nir tién va sau méan kinh.
Nghién ciru gan day con cho thiy Somataplex con tac dung tdt vi ca cac bénh nhan
u xo tién liét tuyén. Somatoplex dugc FDA cong nhin va dugc coi 1a mot chat bd
sung thuc phim y hoc (khong coi la thudc).
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NHAN BA TRUONG HQP VIEM CO TIM CAP
TS. BS Hodng Qudc Hoa

Qua ba bénh an cia bénh nhén viém co t1m cap nhung c6 meu chu'ng lam
sang, cin lam sang gidng bénh canh nhdi méau co tim cAp: dau thit nguc, men tim
tang, bat thuong vé dién tdm dd va siéu 4m tim.

Ching t61 con nhan théy bénh nhan viém co tim Cé.p van c6 mot sé.triéu ching
khéc biét véi nhdi mau co tim cip nhu: bénh nhén tré, khéng ¢ yéu td nguy co (hat
thudc 14, tang huyét ap, r6i loan chuyén hoa lipid, tiéu dwdng) va thudong kém theo
biéu hién cia viém duong ho hép trén, hoi ching nhiérﬁ siéu vi hoic nhiém trl‘mg.

Két qua diéu trj ciia nhimg bénh nhan viém co tim cip thuomng phuc hdi nhanh
vol bién phap: nghi ngoi tai giuong, khang sinh, vin mach (néu can),
corticosteroid, dleu tri suy tim, chéng loan nh1p hodc tao nh1p tam th0'1

ACUTE MYOCARDITIS: THREE CASE-REPORTS

Three case-reports_ withﬁaé_ute my'o’carditi's in which clinical manifestations and
laboratory examinations were similar as acute myocardial infarction, consisting of:
chest -pain, elevated cardiac enzymes, abnormalities about ECG and

Echocardiography.

We found that ‘patients wifh" acute myocarditis still have some symptoms
differenced from acute myocardial infarction such as: young patients, without risk
factors (smoking, hypertension, dislipidemia, diabetes) and usually accompanying

upper respiratory febrile illnéSs, flu like syndrome or infections.

Results of the treatment'on these patients with acute myocarditis were well
recovered quickly with: bed rest, antibiotic, vasoconstiiction, corticosteroids,

antiarrhythmia therapy, temporary pacing, and treatment of heart failure.
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NGHIEN ,cU’u,',TAc DUNG PIEU TRI HOI CHUNG ROI‘_LO'{_\N LIPID
MAU CUA MAT GAU TU'O1 UONG LIEU 0,2ML/NGAY

BS. Nguyén Minh Nii, GS.TS. Nguyén Vin Nguyén,
TS. Nguyén Dirc Cong

* Diéu tri hoi chimg rdi loan lipid mau bing cac thubc fibrate va- statin thudmg
gdp tac dung khong mong mudn. Vi vay, vi€c nghién ciru, phat hién tac dung diéu
tri rbi loan m& mau bing thudc dong dugc cd y nghia rat quan trong.

Nghién ciru nay danh gia tic dung ciia mat gau twoi ding dudomg udng lidu
0,2ml/ngdy trong thi gian 30 ngay & 30 nguoi bi r6i loan lipid mau. Péi tuong
nghién ciru dugc theo ddi trong 45 ngiay. Két qua cho thdy: cholesterol toan phan
giam 15,2%

(p < 0;01); LDL - C giam 18,7% (p < 0,01); triglyceride giam 11,2% (p <
0,05); HDL - C tang 5,2% (p > 0,05); huyét ap tAm thu gidm 10,25% (p > 0,05);
huyét ap tim truong giam 8,25% (p > 0,05). Trong sudt thai gian theo dbi, & liéu
udng 0,2 ml/ngay, chua thiy c6 tic dung phu nao xdy ra trén toan b dbi tuong
nghién ciru, 24/30 bénh nhén (chiém 80%) c6 cai thién triéu chimg chung.

Tém lai, ubng mit giu twoi véi liéu 0,2ml/ngay c6 tiac dung lam giam
cholesterol toan ph?l_n, LDL - C, triglyceride & bénh nhén c6 r6i loan lipid mau ma

khoéng gdy tac dung khong mong mubn nhu cac thubc fibrate va statin.

* Tir khod: Ho6i chimg r6i loan lipid mau; cholesterol toan phén; LDL - C;
HDL - C; triglyceride; huyét 4p tam thu; huyét ap tAm truong.
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EFFECT OF FRESH BEAR BILE IN TREATMENT ,
OF HYPERLIPIDEMIC PATIENTS WITH ORAL DOSE 0,2 MLIDAY

Nguyen Minh Nui MD, Prof. Nguyen Van Nguyen, PhD
Nguyen Duc Cong, PhD

There was some side effects when treatment of hyperlipidemic patients by
fibrate and statin. The finding a new herbal ‘and animal medi¢ine for treatment of

hyperlipidemic was meaning full works:

The present stu(i); was done in 30 hyperlipidemic subjects with oral dose of
0,2 ml/day fresh bear bile in 30 days. The subjects were followed up in 45 days. The
results showed that: total cholesterol decreased 15,2 % (p < 0,01); LDL - C
decreased 18,7% (p < 0,01); triglyceride decreased 11,2% (p < 0,05); HDL - C
increased 5,2% (p > 0,05); systolic blood pressure decreased 10,25% (p > 0,05) and
diastolic blood pressure decreased 8,25% (p > 0,05). During the period of
observation with this dose, -there was no side effect in whole subjects. There was
improvement of symptoms in 24/38 patients.

In conclusion, oral dose 0,2  ml/day of fresh bear bile decreased total
cholesterol, LDL - C, and triglyceride in hyperlipidemic patients without side

effects.

Key words: Hyp“erfl.ipide'mi'c»,“tota‘l‘ fc‘hOIester(k)l, LDL - C, HDL - C,
triglyceride.
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THAY BOI VE TIM MACH VA CAC THANH PHAN CUA MAU
- O'NGUGI SUY THAN MAN CHAY THAN NHAN TAO
CHU KY CO LAM NOI THONG DPONG-TINH MACH
TAI BV THANH NHAN HA NOI

TS. T6 Vén Hai — BS.Nguyén Thi Thu Huong
BS Ddng Puc Hoan
Nhom nghién ciru BV Thanh Nhan di theo déi 40 bénh nhén Suy thfm man
chay than nhan tao chu ky ¢ lam c4u ndi dong - tinh mach thiy : Tim to , tim thit
trai day 1én 16 sau 3 - 6 thang . Ty 1€ BN c6 bién chimg phu phéi cép tang rd 1- 3
thang va giam xudng sau 6 thang . Nong d6 Uré,Creatinin va Kali déu giam nhanh
rat rd rét. Pay Ia bién chimg can dugc cac bac si luu tim trong qua trinh diéu tri

MODIFICATIONS ON CARDIOVASCULAR AND BLOOD
COMPOMENTS IN SUBJECTS WITH CHRONIC RENAL FAILURE
‘ TREATED BY USING PERIODIC EXTRACORPOREAL

- HEMODIALYSIS APPARATUS WITH ARTERIO-VENO
CONNECTING - SUTURE AT THANH NHAN HOSPITAL IN HANOI

Phy.Dr To Van Hai - Dr. Nguyen Thu Huong
Dr.Dang Duc Hoan- Thanh Nhan hospital

Thanh Nhan hospital's reseachers had surveyed 40 patients chronic hemo
kidney failure treated by using Periodic extracorporeal hemodialysis apparatus with
Arterio-veno connecting suture. We found that: cardiohypertrophy, left ventricular
was distinctly hypertrophic after 3-6 months. The rate of patients acute pulmonary
ocdema complications had significantly increased during 1 - 3 months and will be
decreased after 6 months. The levels of Urea, Creatinine and potassim were
significantly decreased with rapidity. These was the complications that need the
considerations of clinicians and therapists have cared during the treatment process.
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NHAN XET KET QUA TIEM PHONG BENH THAP TIM CAP 2
. TAI KHOA NHI BENH VIEN THANH NHAN

78S. To‘ Van Hai — BV Thanh Nhan

Nghién ciru 93 tré em 5 tir 6-15 tudi méc bénh thip tim dang tiém phong thip
cip 2 tai khoa nhi bénh vién Thanh Nhan tir nam 1999 dén 2003 ching tdi nhan
thay " '

- Két qua phong thap cip 2 1a rat tdt : Cac triéu chimg ngay cang giam va mit
di d6i v6i thé viem da khép va thé mua giat, nhung cac ton thuong van tim thuong
gdp cua viém tim nang nhu : hé van 2 14, hep van 2 13, hé van dong mach chu... .
héu hét vin con dé lai .

Khi ngudi bénh dugc tiém phong déu thi ti 16 bénh tai phat rét it. Bién
ching xay ra rét it vi nhe. Nhing bién chimg thuong gip 14 dau rén chd tiém chiém
12,9% tbng s NB 6-15 tudi va 2,56% sb 1in tiém . Chung t6i chi phat hién duoc 5
bénh nhan bi di tng nhe chiém 5,38% s6 NB 6-15 tubi , chiém 0,27% s 14n tiém.

Tuy nhi€n ching ta ciing phdi luvu y mt sO bién chimg nguy hiém c6
thé xuit hién sau khi tiém Benzathin Penixilin nhu & mét s0 don vi phong thép
khac : Thc mach, Séc phan vé, tir vong... Nhu vay chung ta cin c6 bién phap dé
phong va diéu tri thich horp

128



REMARK ABOUT THE RESULTS OF INJECTION TO PREVENT
RHEUMATIC FEVER DEGREE 2 AT THE PEDIATRICS
DEPARTMENT OF THANH NHAN HOSPITAL

Ph.Dr.To Van Hai

After studing 70 children from 6 to 15 year old with Rheumatic fever, Who
are injecting to prizent rheumatic fever degree 2 at the Pediatrics department of
Thanh Nhan Hospital from 1999 to 2003, We found that : ’

The resuls of injection to prvent rheumatic fever degree 2 are very good :
Features of disease are more and more decreased and di sappeared for polyarthritic
form and chorea, but common valvular lesions of severe carditis such as:Miltral

insuffciency, mitral stenosis, aortic insuffciency...almost of them still rested.

When patients were injected regular, rate of recurrent disease were very little,
the complications of disease were little and light. Common complications were :
hurt snake in the place injection , acquired 12,9% of total patients 6-15 years old
and 2,56% the time of injection. We only discovered 5 patient s with light
hypersensitivity, acquired 5,38% of total patients 6-15 years old and 0,27% the time

of injection.

However, We also must attention to some dangerous complications, that
cant appeared after injection benzathin penixilin as some other unites of injection to
prevent Rheumatic fever : Embolism, hypersensitive shock, mortality... So we need

to have appropriate methods in prevention and treatment.
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MOT YEU TO NGUY CO TANG HUYET AP KHANG TR| -

ThS. Pgng Duy Quy, GS.TS. Nguyén Phii Khdng

Nghién ctru duoc thuc hién trén 72 bénh nhan ting huyét ap dugc dicu tri tai
khoa A2 - bénh vién 103 tir thang 5/2000 dén 6/2002. Bénh nhan THAKT: Dung
kéthop 3 thubc chéng THA sau 1 tuin HA>140/90 mmHg,. Bénh nhin THA:
HA>140/90mmHg. Phwrong phap nghién ciru: phuong phap md ta, diéu tra cét
ngang, hdi ciru két hop véi tién cim. Két qua nghién ciru cho théy:

Tang huyét ap khang tri ciing co tit ca cac yéu té nguy co cia ting huyét ap
nhung hay gip hon 1a: Tang lipit mau: 54,3%; Hut thudc 1a: 42,8%,; cac yéu td nguy
co nay hay gap & ting huyét p giai doan III. Tang huyét ap khang tri hay gip &
nhiing bénh nhan THA 40 III (54,3%); Tang huyét ap kich phat (17,14%) p<0,05.

RISK FACTORS OF HYPERTENSIVE RESISTANCE

Dr. Dang Duy Quy Ma, Prof. Nguyen Phu Khang Ph.D

We statudied 72 patients with hypertention in the Clinical No. 2, Hospital 103
from 5.2000 to 6.2002. ' :

Hypertension: blood pressure > 140/90 mmHg

Hypertensive resistance: after week of management with 3 antihypertensive
drugs but blood pressure of parents > 140/90 mmHg

Risk factors of hypertensive resistance so as:

Duslipidemia: 54,3%, cigarettes: 42,8%, hypertension with 3 degree and 3
stage: 54,3%, hypertensive crisis: 17,14% p<0,05.
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CHUAN DOAN VA PIEU.TR] SUY TIM TAI VIET NAM
PGS.TS Pham Nguyén Vinh, Vién Tim TP. H6 Chi Minh

SS bénh nhéan suy tim man tai VN cé thé tir 280 000 ngudi tdi 1,4 triu ngudi
(dwa theo tan sudt 0,4-2%/dan s5). Nguyén nhan suy tim chua co théng ké chinh
x4c, tuy nhién cic nguyen ‘nhan chinh 1a; Tang huyet ap, bénh DMV, benh van tim
hau thap Chian doan suy t1m Cac blen phap cén 1am sang phu gitp chén’ doan bao
gdm; dién tam d6, phim long nguc, s1eu am tim, CT xudn ¢ hay CT cuc nhanh, anh
cong huong tir, chup DMV, théng tim va chup budng tim.

Piéu tri suy tim bao gdm céac bién phap khong thude, ¢ thudc, thong tim can
thiép va phiu thuat. Céc bién phap khong thuoc nhu‘ nglrng thudc 14, glam can nang,
cai thién dinh dudng, tap luyen thé luc vua phai, ngung rirgu, han ché mu01 dugc ap
dung cho tat ca benh nhan suy tim. Cac thudc dugc sur dung trong dleu tri ndi bao
gom: 10’1 tiéu mét Kah 101 tiéu giir Kali nhu Splronolactone ac ché men chuyén,
chen béta,; chen-thu thé angiatensin II, digoxin, _thuog tang co bop co tim khac,
thuéc chéng loan:nhip va thudc chdng huyét khéi, thudc ha huyét ap (trudng hop
suy tim do'THA): ‘Théng tin'can thiép nhém tai hru thong DMV hoic phiu thuit bic
cdu DMV dugc thyc’ 'hién theo cae ¢hi dinti’ chung cla thé gidi. Phau thuat van tim,
trong do phau thuat slra van 2 la duorc thuc h1en pho b1en dm VO'l suy tim do benh
ngum l,qm bi benh t1m barn smh Cac blcn phap méi nhu dat may tao nh1p 3 buong,
trg gigp. tuin hoan co hoc, ghep co lung vao tim (cardlomyoplasty) phau thuat cit
b6t tamithat, ghép tim chua dugc thyc hién tai Viét Nam. .

C6 su phan ph6i khong déu trong cac ki thuat can lam sang mdi gitip chén
doan va diéu'tri suy tim tai Viét Nam. Chi cac thanh phé 16n nhu Ha Noi, TP Hb
Chi Minh ¢6 cac ph'udng tién hién’ dai nhu thong tim chup mach, chup cit 16p dién
toan va anh cong huong ti. Cung chi & TP Hb Chi Minh, Ha N6i va Hué, bénh nhan
duoc phau thuat tim. Tuy nhién nho hoat dong tich cuc cua Hbi tim mach Quoc gia
va cac Ho1 tun mach & cac thanh ph01 16n (td TP H Ch1 Minh, Hue) cac quan
niém méi vé dJeu tri ndi khoa tim dugc pho cap den cac BS ¢ tinh xa, Siéu 4m tim
1a phuong tién chan doan phd cép nhat. Ngoai ra bénh nhan c6 gin diy du cac thude
méi diéu tri suy tim . '
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DIAGNOSIS AND MANAGEMENT OF HEART FAILURE
| CANVIETRAM Y » 608 AL

Prof. Pham Nguyen Vink, MD, Heart Institute of Ho Chi Mirh City

In Viet Nam, the approximate number of Heart failure patients is about 280
000 to 1,4 millions (according to the prevalence 0,4 — 2%). Up to now, there
haven’t any statistics about the cause of.this cardiac; failure, nevertheless major
causes are: systemic arterial hypertension, coronary artery disease, post rheumatic
valvular disease. The dlagn051s of Heart failure psually based on European Soc1ety
of Cardiology’s criteria rather than Framlngham heart failure criteria. Many reliable
laboratory data can be achieved from ECG, chest X-ray, echocardiography, spiral
CT scan or ultra fast CT scan, MRI, coronary anerlography, ventrlculography
catheterization.

The Heart failure managements include: non-drug treatment, drugs treatment,
interventional technlques and surgery. Non—dmg management for which we can
count on smoking cessation, weight reduction, nutritional modification, moderate
exercise, alcohol moderation, sodium restriction for all patients with various stages
of Heart failure. Medications for the management of Heart failure are potassium-
loss diuretics, potassium-sparing agents like spironolactone, ACE, B-blockers,
ARBs, digoxin, other inotropes, anti-arrythmics and = antithrombotics, anti-
hypertensives (in «cases of Heart failure due to hypertension). Intervention
angioplasties and bypass surgery are most popular, techniques for revascularisation,
which are, indicated according to guidelines of major agsociations. Valvular heart
surgery, espemally mitral valvuloplasty are performed frequently. Complete or
palliative repalr surgery are applied for congenital heart disease in children and also
in adults. Advanced techniques for the treatment of Heart failure are three-chamber
pacemakers, cardioinyoplasty, ventricular-assist device, ventricular-mass reduction
surgery (Batista operation), cardiac transplantation are merely matters of the future.

There is an inappropriate distribution of new diagnosis techniques for the
diagnosis and management of Heart failure in Vietnam. High-tech machines such as
Cath-machine, CTscan, MRI are available only in big cities (Ha Noi, Hue, Ho Chi
Minh City). Also, cardiac susgeries are performed only in these 3 cities.
Nevertheless, due to great contributions from the Vietnamese Heart Association and
other major city Heart Associations , new insights in the medical management was
spread out all over the country, even in distant areas. Echocardiography is the most
cormnon diagnostic technique. The patients are provided with almost all new anti- -
heart falure drugs. - ’
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SE AT R
VAI TRO CUA BRMM NA}RLURET'C PEPIHDE (ﬂNP) TRONG SuUY
TIM: TU’ CHAN DOAN DEN PIEU TR| VA TIEN LUQONG

T GS.TS. Ddng Vanl Phu(rc BS Cao Huy Thong

Tim mgt xét nghiém mau don gidn ma ¢4 thé gitp chan doan va theo ddi diéu
tri suy tim 58 tao didu kién thuan loi cho viéc phat hién, diéu tri va theo doi bénh
nhan suy tim. Xét nghlem Brain namuretlc peptide (BNP) cd d6 nhay va d6 dac
hiéu cao trong chan doan suy tlm hu'u 1ch trong viéc da,nh gia ki ngh1 ngor suy tim
o bcnh nhan ng0a1 tru va benh nhan \% ao khoa cap ciru. Cac tng dung khac bao
gom tam soat r01 loan chuc nangD that tral llcn luong du hau o benh nhan da duorc

chin doan suy tim.

HERHT F

Finding a simple blood test that would aid in the diagnosis arid management of

NATRIURETIC.PEPTIDE (BNP) IN QNGESTIVE
% GNGSIS, TREAMENT AND. PROGNOSIS

patients with (2HF would clearly have a favorable impact on the staggering costs
associated: with the : disease. ‘Brain -Natruretic Peptide . (BNP). assay is- highly
sensitiveand fairly: specific for. diagnosing heart failure and is useful in evaltiating,
“suspected heart failure in outpatients and in emergency care. Other uses.include
screening for. lgft ventricular dysfuntion and, predicting outcome in patients with an
estabfished diagnosis of heart failure. |
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NGHIEN cUU THAY DOI CUA HUYET AP, TAN SO TIM BOI
- vOI NGHIEM PHAP HANDGR‘!P

Ts. Pham Xudn Anh, GS. Vi Dinh Hai, GS.TS. Pham Gia Khdai

Nghién ciru thay d6i huyét ap va tin sé tim & 62 bénh nhan ting huyét ap tién
phat (d6 1 & d6 2) va 31 nguoi co huyet ap binh thudng vaéi nghlem phap handgrlp,
chimg t6i thay:

- Mirc ting huyét 4p tdm thu, huyét ap tim truong va tan sb tim thuc hién
nghiém phap handgrip & bénh nhian THA cao hon nhém c6 huyét ap binh thuong.

- Mitrc ting huyét 4p tdm thu, huyét ap tim truong khi thuc hién nghiém phap
handgrip & bénh nhin THA d4 2 cao hon THA dd 1, con mirc thay ddi TS tim cia
hai nhom 1a nhu nhau.

THE CHANGES OF BLOOD PRESSURE AND HEART RATE
DURING HANDGRIP STRESS TEST

i Pham Xuan Anh, Vu Dinh Hai, Pham Gia Khai
Studied the changes of blood pressure and heart rate stress test in 62 mild to

moderate hypertensives and 31 normotensive during handgrip - stress test. We
concluded that: '

Increases in blood pressure and heart rate during handgrip stress test
significant higher in hypertensive patients.

The increase in blood pressure during handgrip stress test significant
higher in grade 2 hypertensive patients. No sigiificant difference in heart rate
between grade 2 hypertensive patients and grade 1 hypertensive patients

134



KHAO SAT PEPTIDE BAI NATRI (BNP: BRAIN NATRIURETIC
PEPTIDE) O BENH NHAN SUY TIM

BS Cao Huy Théng, GS.TS. Pdng Van Phwoc

Dt vdn d@é: B-type Natriuretic peptide (BNP) 1a mdt protein dwgc phong thich khi
. ¢6 su gia ting thé tich tdm that va qua tai ap lyc, dugc xem nhu 1a yéu tb chi
diém trong mau dau tién cho viéc xac dinh nhitng bénh nhan suy tim sung huyét.

Muc tiéu: Muc dich ciia nghién ciru nay 1a danh gia su thay dbi ndng do6 BNP trong ,
mau & nhitng bénh nhan suy tim dugc chin doan theo tidu chudn chin doan cia
Hoi Tim mach Chau Au (ESC). Qua d6 khéo sat twong quan giira ndng do6 BNP
trong mau véi phan do suy tim theo NYHA, véi ri loan chirc ning tdm thu tht
trai.

Phuong phdp: V&i nghién cira cit ngang md ta, cac miu mau xét nghiém dugc
thuc hién trén 79 bénh nhédn suy tim tai khoa Tim mach bénh vién Chg Riy
(9/2002 - 3/2003). -

Két qud: Noéng dd BNP trung binh trong mau & bénh nhan suy tim 13 918 pg/ml va
trung vi 1a 500 pg/ml. Nong d6 BNP c6 mdi twong quan véi phan d suy tim
theo NYHA véi p<0,0005, nong d9 BNP trung binh tit NYHA I dén NYHA IV
1an luot 1a: 172 + 47pg/ml, 335+ 95 pg/ml, 693+189 pg/ml, 2.162+1.057 pg/ml.
Phan suit tong mau (EF%) cang giam thi ndng 46 BNP trong mau cang cao vdi
p=0,006, ndng d BNP trung binh trong mau & bénh nhan c6 EF< 24%:
1.940+1.491 pg/ml, EF tir 25 — 34%: 1.489+1.043 pg/ml, EF tir 35 — 44%:
510+572 pg/ml.

Két ludn: Phdi hop véi cac dit liéu 14m sang viéc dinh lugng néng dd BNP trong
mau rat hiru ich trong chin doan va danh gia mirc d9 ning cia suy tim sung
huyét. "
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STUDYING NATRIURETIC PEPTIDE (BNP: BRAIN NATRIURETIC
PEPTIDE) IN PATIENTS WITH HEART FAILURE

Cao Huy Thong, Dang Van Phuoc

Background: B-type natriuretic peptide (BNP), a protein released from the left
ventricle in response to volume expansion and pressure overload, has emerged
as the first whole blood marker for the identification of individuals with
congestive heart failure (CHF).

Objectives: The purpose of this study was to assess the change of circulation BNP
~ concentration of patients with heart failure who were diagnosed according to
ESC's standard; in relation to New York Heart Association junction class,. left .
ventricular dysfunction.

Methods: Through a cross sectional and descriptive study, whole blood sample are
collected from 79 inpatients with CHF at Cardiology Department of Cho Ray
Hospital (9/2002 - 3/2003).

Results: The mean and median BNP level was 918 pg/ml and 500 pg/ml. The
different of BNP concentration among NYHA classification system's groups was
significant (p < 0,0005). Mean BNP values for NYHA I classification I through
IV were: 172 47 pg/ml, 335 +95 pg/ml, 693 + 189 pg/ml, 2162 + 1057 pg/ml.
The more ejection fraction (EF%) reduced, the higher BNP value was. The
different of BNP level of patients with left ventricular dysfunction was
significant (p = 0,006). Mean BNP levels of EF < 24% was 1940 + 1491 pg/ml,
EF from 25% to 34% was 1489 + 1043 pg/ml, EF from 35% to 44% was 510
+572 pg/ml. _

Conclusion: Measurement of BNP concentration is useful in the diagnosis of CHF

and staging the severity of the disease.
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- KY THUAT XUYEN VACH LIEN NH] KHONG SU’ DUNG .
PIGTAIL TRONG NONG VAN HAI LA XUYEN DA
QUA BUONG TINH MACH BANG BONG INOUE

TS V6 Thanh Nhdn

Muc ti€u cia nghién ciru nay 1a danh gia do an toan va két qua tirc thoi coa
ky thuét xuyén vach lién nhi khong st dung pigtail trong nong van hai 1a xuyén da
qua dudomg tinh mach bang bong Inoue trén cac bénh nhan hep van hai 14 ning c6
triéu chimg trong khoang thoi gian tir ndm 2001 dén nim 2003. Ti 1§ xuyén vach
lién nhi thanh c6ng & nhém khong dung pigtail (n = 115) va nhém cé. dung pigtail (n
= 147) lan luot 1a 98.2% va 99.3%, p = 0.42. & nhém khong dung pigtail, dién tich
16 van 2 14 ting tir 0.78 + 0.17 cm® dén 1.8 + 0_.24cm2 (p = 0.000). ap luc dong
mach phdi timt hu giam tir 64.35 £21.15 dén 45.45 +15.14 mmHg (p = 0.000), do
chénh 4p qua van hai 14 giam tir 15.1 +4.83 dén 4.73 + 4.04 mmHg ( p= 0.000),
duong kinh nhi trai giam tir 52.57 + 7.13 dén 42.63 +6.66mm (p= 0.000). Két qua
thanh cong - dugc dinh nghia 13 khi dién tich van 2 14/ dién tich da > lem%m? va
/hodc dién tich 16 van 2 14> 1.5cm? va khong c6 hé van 2 14 > 2/4 - duge ghi nhin &
93.8% cac truong hop khong dung pigtail va & 95.7% cac truong hop co dung
pigtail (p = 0.49). Nhém khong dung pigtail c6 thoi gian lam thu thudt va thoi gian
soi ngén hon nhém c6 ding pigtail (58.55+28.45 phut va 664.76 £567.29gidy so vdi
68.97 £ 20.67 pht va 973.32 + 807.65 gidy, gid tri p 14n luot 12 0.02 va 0.03). Vé tai
bién & hai nhom khong dung va cé dung pigtail, ti 1€ tir vong 12 0% va 0.7%, ti 1€ 1ap
mach ndo khong di chimg 0,88% va 0.71% (p=0,89); ti 1é h& van 2 14 ning (> 2/4)
khong cén ca thiép ngoai khoa cap ciru 1.8% va 2.1% (p=0.89); ti 1¢ tran mau mang
tin 0.88% va 0.71% ( p=0.89). Chung t61 két luan ring trong nong van 2 14 bang
bong Inoue, ki thuat xuyén vach lién nhi khong sir dung pigtail 1a mét ky thuét co
tinh an toan va hiéu qua tuong duong vdi thoi gian lam tha thudt va thoi gian soi
ngin hon so véi k§r thuat cd sir dung pigtail.
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TRANS-ATRIAL SEPTAL TECHNIQUE WITHOUT PIGTAIL
IN PERCUTANEOUS TRANS-MITRAL COMMISSUROTOMY WITH
INOUE BALLOON

Vo Thanh Nhan, M.D., Ph.D.

The objective of this study was to assess the safety and immediate results of
trans-atrial septal technique without pigtail in Inoue balloon PTMC in patients with
symptomatic significant mitral stenosis who underwent the procedure from 2001 to
2003. The success rates of catheterization in the group without pigtail (n =115) and
the. group with pigtail (n=147) were 98.2% and 99.3%, respectively (p=0.42). In the
group without pigtail, mitral valve area increased from 0.78+0.17 cm’ to 1.8+0.24
cm® (p=0.000) as assessed echocardiographically. Systolic pulmonary artery
pressure, trans-mitral gradient and left atrium diameter decreased successively from
64.35+21.15 to 45.45+15.14 mmHg (p=0.000), 15.124.83 to 4.73+4.04 mmHg
(p=0.000), 52.57+7.13 to 42.63+6.66 mm (p=0.000). Optimal results, defined as a
mitral valve area/body surface area >1 cm” /m” and/or a final mitral valve area > 1
cm’ without significant mitral regurgitation (> grade 2+), were obtained in 93.8% of
patients in the group without pigtail and 95.7% in the group with pigtail (p = 0.49).
Procedure time and fluoroscopic time were shorter in the group without pigtail than
in the group with pigtail (58.55+28.45 min and 664.76+£567.29 sec vs 68.97+20.67
min and 973.32+807.65 sec, p values were 0.02 and 0.03, respectively). In the two
groups without and with pigtal, the mortality rates were 0% and 0.7%, respectively;
the rates of cerebral embolism without late sequelae 0.88% and 0.71% (p = 0.89);
severe (> grade 2+) mitral regurgitation without the need for emergency surgical
operation 1.8% and 2.1% (p=0.89); hemopericardium 0.88% and 0.71% (p=0.89).
We conclude that trans-atrial septal technique without pigtail in Percutaneous
Trans-Mitral Commissurotomy with Inoue balloon has similar safety and immediate
effectiveness with shorter procedure time and fluoroscopic time compared with the

technique with pigtail.
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TINH HINH HOAT BONG CUA DON V| TIM MACH HQC CAN THIEP
BENH CHQ RAY T 1 - 2001 DEN 12 - 2003

GS Ddng Van Phwoce , TS V6 Thanh Nhdn

Ching t6i bao cdo tinh hinh hoat dong cia Pon vi Tim mach hoc can thiép
bénh vién Cho Ry tir thang 1 — 2001 dén thang 12 — 2003. Téng cong c6 1062 luot
bénh nhén dugc chup mach vanh véi 375 luot can thi€ép mach vanh, trong d6 can
thiép cip ciru chiém 21.48%, can thiép 1 thi 76.11%, dit stent truc tiép 40.8%, can -
thiép qua duong dong mach quay 38.43%. 263 lugt bénh nhian dugc nong van 2 14
bang bong Inoue trong d6 ¢ 2 trudng hop nong van 2 14 cép ciru. 20 bénh nhan
bénh tim bam sinh dugc bit ludng théng: 14 thong lién nhi, 1 thong lién nhét, 5 con
6ng dong mach; va 6 bénh nhan hep van déng mach phdi dugc nong bang bong.
Ngoai ra, chiing t61 con dat stent dong mach thén trén 11 luot bénh nhan hep dong
mach than, dat ludt loc tinh mach chu dudi ngira thuyén tic phdi 3 truong hop va
dit bong ndi dong mach chu 1 bénh nhén.

ACTIVITIES OF THE INTERVENTIONAL CARDIOLOGY UNIT AT
CHO RAY HOSPITAL FROM JANUARY 2001 TO DECEMBER 2003

Prof. Dang Van Phuoc, M.D., Ph.D.; Vo Thanh Nhan, M.D., Ph.D.

We report the performance of the Interventional Cardiology Unit at Cho Ray
Hospital from Jémuaxy 2001 to December 2003. A total of 1062 cases underwent
coronary angiography with | 375 cases undergoing Percutaneous Coronary
Intervention (PCI) , of which primary PCI rate was 21.48%, ad-hoc PCI 76.11%,
direct stenting 40.8%, radial approach 38.43%. 263 patients underwent
Percutaneous Trans-Mitral Commissurotomy with moue balloon, of which 2 cases
were on emergency. 20 patients with congenital heart disease underwent
transcatheter closure of shunts: 14 patients with atrial septal defect, 1 patient with
ventricular septal defect, 5 patients with patent ductus arteriosus; and 6 patients with
pulmonary stenosis were treated by balloon dilation. Moreover, we also performed
stent implantation on 11 cases of renal artery stenosis, IVC filter implantation on 3

cases and intra aortic balloon pump on 1 patient.

139



KET QUA PHAU THUAT TRIET DE HEP VAN DPONG MACH PHOI
CO VA KHONG €0 LO BAU DYC THONG THUONG
TAI VIEN TiM TU’ 1992 — 2000

BS Lé Kim Tuyén, BS Nguyén Thi Ngoc Oanh
BS Dao Hitu Trung, PGS.TS. Pham Nguyén Vinh

Co 56 Iy ludn: Hep van dong mach phbi (PMP) khong kém thong lién thit
dugc chia 1am 3 thé, trong d6 hep van PMP kém 15 bau duc théng thuong 1a mot
dang nang. Ching t4i tién hanh nghién ciru hdi ctru nhimg hd so hep van PMP
~ duoc md tir 1992 dén 2000 dé khing dinh diéu nay.

Phuong phdp va két qud: Chang toi tién hanh so sanh 2 nhém nhe van DPMP
c6 (56"™) va khong (74RTH) kém 16 bau duc thuong thwong (LBDTT) duoc mb tai
vién tim tir 1992 - 2000. V6i dic diém trudc mb coa nhém c6 kém LBDTT. Tim 22
(39%), Kho thd géng sirc 19 (34%), Het 48%, d6 chénh qua van PMP 124mmHg;
khac biét c6 YNTK so véi nhém don thudn: Tim 9 (12%), Khé thd GS 11(15%),
Hect 43%, d6 chénh 102mmHg. Thoi gian chay tudn hoan ngoai co thé & nhém co
LBDTT la 51,7phat, 1au hon nhém don thuin 39,8phut. Thoi gian kep PMP &
nhém kém LBDTT 6 v6i nhém don thudn ciing lau hon 1in lugt 24,8phit va
17,2phit. Giam CLT n@ng nhom ¢6 LBDTT 11(20%), so vdi nhé don thuén 5 (7%);
va thoi gian nam hdi lre 14n luot 3,1 ngay va 1,5 ngay (sai biét c6 YNTK). Va yéu
t6 x¢ kém ndi rong vong van bing miéng va ciing 1 1 YT tién lrong nang sau md.

Két lugn : Hep van PMP kém LBDTT la mét dang ning trén 1am sang va
trong phau thuat; xé kém néi rong vong van 1a yéu t6 tién lrong nang sau md. Két
qué trung han (38 thang) ciia phiu thuat triét dé hep van PMP c6 két qua tot va siéu
am tim 1a phuong tién can thiét trong chan doan, danh gi4 tién luong va theo ddi két
qua phiu thuit hep van DMP. !
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ABSTRACT

Background: There are 3 types of pulmonary stenosis (PS) with ventricular
septum intact. Among them, pulmonary stenosis with patent foramen oval (PFO) is
a serious type®'. We review the records of PS were operated from 1992 to 2000 to

verify this statement.

Methods and results: We comparé two groups of patients: PS with PFO (56
cases-group 1), and simple PS (74 cases-group 2) were operated during 1992-2000
at Heart Institute in HCMC. The clinical characters of PS with PFO group before
operation: Cyanose 22(39%), exertional dyspnea 19(34%), Hct 48%, GdRV/PA
124mmHg; significant different with simple PS: cyanose 9(12%), exertional
dyspnea 11(15%), Hct 43%, GdRV/PA 102mmHg. The median cardiopulmonary
bypass times in ‘group 1 is longer than group 2: 51,7 min and 39,8 min, respectively.
The median aortic cross-clamp times in group 1 is also longer than group 2: 24,8
and 17,2 respectively. Severe low cardiac output and ICU stay: 11(20%), 3,1 days
in group 1; and 5(7%), 1,5 days in group 2, respectively (significant different). And
incision with enlargement circular band by patch is a serious prognotic factor in psf—

operation.

Conclusions: PS with PFO is a serious type in clinic and in operation; incision
with enlargement circular band by patch is a serious prognotic factor in post-
operation. Median term result (38months) of PS surgical correction is good,
echocardiography is a necessary tool for diagnosis, prognosis and surveillance of

surgical result in PS.
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NHAN XET 5 TRUONG HQP THUYEN TAC PHOI
Dadng Van Phuoc, Lé Thanh Lién, Vo H&ng Linh, Lé Thwong Vii

Ching t6i khao sat hdi citu 5 trudng hop thuyén tic phdi duoc chin doan xac
dinh b?lng chup cit 16p dién toan (multislice CT scan) tai BV Chg Rdy. Cac bénh
nhan gdm 3 nam va 2 nit & d6 tudi tir 22 dén 70. Céc bidu hién 14m sang chinh dugc
ghi nhin & cac bénh nhan nay bao gdm dau nguc (5/5 trudng hop), ho mau (5/5),
khé t ha (4/5), huyét khdi tinh mach chi dudi (2/5), thé nhanh (2/5 truong hop) va
ngit (1/5). Pa sb cac bénh nhan déu dugc chin doan ban diu bing mot bénh 1y khac
(viém phdi, hen phé quan, suy nhugc chitc ning). Cac bénh nhan 16n tudi thudmg cé
chi diém goi ¥ nguyén nhan (2 trudng hop c6 vién tic tinh mach chan, mot truong
hop ¢6 tién cin md ung thu dai trang cach ddy 4 nim va vdi ddu chimg di cin gan
vao thoi diém hién tai). Tuy nhién, hai bénh nhan nam (22 va 29 tudi) khdng c6 diu
chimg huyét khéi tinh mach chi dudi trén 14m sang hodc siéu 4am mach mau, nhung
c6 huyét khdi thit phai trén siéu 4m tim. Két qua CT scan nguc c6 can quang trén
tht ca cac bénh nhan nay déu cho thdy c6 huyét khbi dong mach phdi hai bén va tén
thuong phdi dién rong. Cac bénh nhén déu dugc diéu tri bang thudc khang dong
(enoxaparin tiém dudi da va warfarin ung) sau khi c6 chan doan xac dinh.

Thuyén tic phoi c6 nhiing biéu hién thuong khéng dién hinh nhung cin phai
duoc liru y ¢ nhitng bénh nhan co biéu hién dau nguc, ho mau va khé thé. Thuyén
tic phéi c6 thé xdy ra & bénh nhan tré va khong c6 chi diém huyét khéi tinh mach
trén 1am sang hoac si€u am. Chup cit I6p dién toan 16ng nguc can quang c6 vai tro -
quan trong trong vi€c xac dinh chén doan thuyén tic phdi dién rong .
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REPORTING FIVE CASES OF PULMONARY EMBOLISM

We study retrospectively 5 cases of pulmonary embolism that are confirmed
by chest contrast multi-slice CT scan in Cho Ray Hospital. These are 3 males and 2
females from 22 to 70 years old. The major clinical signs and symptoms consists of
chest pain (5/5 cases), hemoptysis (5/5), dyspnea (4/5), lower extremity venous
thrombosis (2/5), tachypnea (2/5) and syncope (1/5). Most of the patients were
approached with the wrong initial dlagn051s such as pneumonia,- asthma, and
functional fatigue. These elder patients show some clues suggesting the causes (2
cases of venous thrombosis, I case with past history of operated large intestinal
carcinoma and present liver metastasis). However, in the two young males (22 and
29 years old), there are no clues indicating lower extremity venous thrombosis
clinically and on vascular ultrasound, but fight ventricular thrombosis on
echocardiography. The results of chest contrast multi-slice CT scan of all patients
show bilateral pulmonary arterial thrombosis and massive lung tissue injury. All the
patients were given subcutaneous enioxaparin and oral warfarin when the diagnosis

confirmed.

Conclusion: Pulmonary embolism often presents atypical signs and
symptoms but should be noticed in patients with chest pain, hemoptysis and
dyspnea. Pulmonary embolism may occur in young patients without presentation of
venous thrombosis clinically or on vascular ultrasound. Chest contrast multi-slice

CT scan shows an important role in confirming massive pulmonary embolism.
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THANG DIEM DANH GIA TRAM CAN CUA HAMILTON

Tram cam 13 mét bénh ly quan trong do c6 anh hudng lén nhiéu mit khac
nhau cia bénh nhan. Ty 1¢ bénh tram ca 1a rat cao ¢ nhimg benh nhéan c6é bénh ly
tim mach va khi 6, trim c4 sé& c6- nhiing tac dong x4u 1én dién t1en cia bénh ly tim
mach d6. Chinh vi vdy, viéc diéu tri tram cam la mét viéc lam rit quan trong cén
thiét cho bénh nhan. D& hiéu rd thém vé tridu chung cia trAm cam, _chiing t61 xin
gidi thiéu mét trong nhiing thang diém danh gi4 trdm cam duoc st dung phdi bién
hién nay, d¢6 la diém cia Hamilton.

Hovatén BN:.............. s Tubi.......... Gi61: Nam/nix
" . Trudéc diéu tri Sau 4 tuin diéu
Tri¢u ching tri
Ngay... ... ... Ngay ...

1. Khi séac tram

2. Cam giac co tdi

3. Tut’

4. Mt ngt s6m (kho ngi)

5. Mit ngu gitra dém

6. Mét ngt mudn (géin sang)

7. Cong viéc va sinh hoat

8. Chim cham
9. Kich dong
10. Lo 4u co thé

11. Céc triéu chitng co thé vé tiéu hoa

13. Cac triéu chimg co thé toan thin

14. Triéu chirng sinh duc

15. Chirng bénh tudng

16. Sut cén (theo muc A hodc B) -
17. Nhén thirc vé bénh

Tdng diém
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THANG DIEM DANH GIA TRAM CAM CUA HAMILTON

Téng s6 diém HDRS chi ra mirc 46 trim cam cua bénh nhah va chi
dan tién trién cia bénh. Khai quat chung, téng so diém cao thi- mirc do trdm cam
ndng hon. Trong khi xac 13p tiéu chudn dic trung mirc d6 trdm cam theo thang diém
HDRS, c6 thé dua ra huéng dan chung sau:

Piém HDRS Mikc d4 trdm cam
10-13 Nhe |

13-17 Nhe dén trung binh
> 17 g Trung binh dén ﬁéng

Co s& trén 1a mot phuong phap quan trong dé giam sat trAm cam va 1a
chia khoa ciia thang diém HDRS. Theo cach thuc trén, bénh nhan méi duoc chan
doan phai duoc danh gia trong thoi gian 2 tudn mot 14n .

1. Khi sic trim cim — Depressed mood:
0. Khéng cé
1. Trang thai cim xtc chi thé hién qua phéng vén
2. Trang thai cam xic biéu hién bing idi néi mét cach ty nhién
3. Trang thai cam xuc biéu hién biing cac cir chi khong 10i nhu: nét mat, thai do,
giong noi va xu hudng mudn khoc.
4. Trang thai cdm xuc thé hién bing 15i n6i va hanh vi.

2. Cam gidc co t¢i — Feeling of Guilt:
0. Khong co
1. Tu trach méng ban than, cim tudng d4 1am hai moi ngudi
2. C6 § nghi tdi 18i hodc trin trd vé nhitng 15i 1am trong qua khir
3. Tinh trang bénh tat hién nay 1a su tring phat cia Thuong Pé; co hoang tudng
bi theo do1
4. Nghe thy tiéng noi Ién 4n, hay t6 cdo minh hodc c6 4o thi de doa.

3 Tw sat — Suicide
0. Khoéng co
1. C6 cam tudng 1a cudc doi khong dang dé séng
2. Mong ngudi thian chét hodc y nghf tuong tu vé cai chét clia ban than
3. Y nghi hodc hanh vi tu sat
4. Hanh vi tu sat ( mdi hanh vi tyu sat 4 diémo0
4. Mt ngi som — Insomnia Early
0. Khong khoé khin vao gidc ngu
1. Phan nan 1a déi khi kho khdn vao gidc nighi, vi du: phai hon nira gio moi ngu
duoc
2. Phan nan kh6 ngu ban dém

145




5. Mit ngi giita dém- Insomnia Middie
0. Khong kho khan
1. Bénh nhén phan nan trong dém cyu qudy, trin troc khéng yén
2. Thirc ddy trong dém, ké tir 2 l4n trir khi ddy di tiéu

6. Mit ngi mudn — Insomnia Late
0. Khong kho khén
1. Thic day rat som nhung ngu lai
2. Thic day khong ngu lai dugc

7. Cong viéc va sinh hoat — Work and Activity

0. Khong kho khin nao

1. y nghi va cam giac bat luc, mét moi hodc suy yéu lién quan dén cong viéc va
sinh hoat

2. Mit hing tha trong sinh hoat hodc cong viéc do bénh nhén truc tiép cao cao
hodc gién ti€p do bénh tat va do thd o lanh dam va khong quyét doan. Ho phai
cO ging lam mai hoat dong duoc.

3. Giam thoi gian hoat ddng hodc giam hiéu qua (vi du: bénh nhan nidm vién cho
diém 3 neu hoat dong it hon 3 gidi trong ngay).

4. Bi nging tré cong viéc do bénh tat . (Bénh nhan nam vién cho diém 4 néu
bénh nhin khong hoat dong tir khi c6 thudong hodc bénh nhédn lam viéc lat vt
phai can sy giap da.

8. Cham chap — Retardation
0. Loi ni va y nghi binh thuong
1. Hoi cham chap trong giao tiép
2. Cham chap rd trong giao tiép
3. Giao tiép kho, han ché
4. Hoan toan sitng so, d& dan.

9. Kich dgng — Agitation
0. Khdng co
1. Bdn chén (vin ngbdi yén0
Cua quay tay chan, vudt toc...
Di chuyén qua lai, khong ngdi yén
. Bop tay, ciin méng tay, nit toc, cin mdi

AW

10. Lo du tim ly — Anxiety — Psychic

Khdng c6

Cam giac cang thing va birt rirt

Lo 4u vé nhitng viéc nhé nhit, khdng quan trong
Thai d6 so hai biéu 16 qua vé mit va 161 ndi

Lo so rd rét khong cén ai hoi

hallb A =
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11. Lo au co thé — anxiety — Aomatic [cac triéu chimng tiéu hoa (khd miéng, day
bung kho tiéu, tiéu chdy, co thét, ¢ hoi); tim mach (danh trong nguc, dau dau); ho hép
(thés sdu nhanh, thd dai); tridu chirng khac gom: di tiéu nhiéu 1an, vd mo héi].

0. Khong co

1. Nhe

2. Viua

3. Nang

4. Mit kha niing sinh hoat

12. Céc triéu chirng co thé vé tiéu hod - Somtic Symptoms — Gastroinitestinal
0. Khong co
1. Mit ngon miéng khi an nhung vén an, cam giac diy bung :
2. An kh6 khan néu khong co sy dong vién, thuc giuc; cin thuoc nhuan trang
hay mét loai thudc duong rudt.

13. Triéu chimg co thé toan than — Somatic Symptoms — General
0. Khong co
1. Ning né cac chi, lung hoic dau; dau lung, dau dau dau cic co, mit sinh lyc
hoac mét moi
2. Bit ky triéu chimg nao rd rang déu cho 2 diém

14. Triéu chirng sinh duc — Gentital Symptoms (nhu : mét khoai cam, rdi loan
kinh nguyét)
0. Khdng cé
1. Nhe
2. Ning

15. Chirng bénh twéng — Hypochondrlas
0. Khong co
1. Quan tdm nhiéu dén co thé
2. Lo ling vé sirc khoé
3. Thuong xuyén than phién, yéu cu gitp d&...
4. Co cac y ngi bénh tudng

16. Sut cin — Loss of weight (Panh gia theo muc A hodc B)
16A. Ddnh gid so voi bénh sic

0. Khong bi sut can

1. C6 thé sut can do bénh hién tai ]

2. Chéc chén sut can (theo bénh nhén thé)
16B. bdnh gid cin trong lugng

O Sut cén it hon 0,5kg/tuan

. Sut cén nhiéu hon 0 5kg/tu£1n
2 Sut cin nhiéu hon lkg/tuén

17. Nhén thirc vé bénh — Insight
0. Biét minh dang bj trdm cam
1. Biét dang bi bénh nhung do cac nguyen nhan nhu: Thirc an t8i, thoi tiét, 1am
viéc qua nhiéu, vi rt, can phdi nghi ngoi
2. Phu dinh minh bi bénh

Tai liéu do cong Pfizer cung cd'p
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PERIOPERATIVE MANAGEMENT
OF NEONATAL CARDIAC SURGERY

Preccha Laohakunakorn, M. D.

Critical congenital heart defects that are palliated or not corrected can cause
progressive and irreversible secondary organ damage, principally to the heart, lungs
and central nervous system, and they can interfere with normal post natal changes,
such as myocardial hyperplasia, coronary angiogenesis, and pulmonary vascular and
alveolar development. In addition to these anatomic and functional sequale,
psychomotor and cognitive abnormalities may be present and limit the development
of the child with palliated or uncorrected critical congenital heart diseases. Over the
past decade it has become apparent that the cumulative morbidity and mortality of
palliated operation followtd by later repair, is greater than that of early corrective
procedures. Primary reparative surgery in the neonate offers the opportunity to
decrease mortality caused by the primary cardiac defects and also to prevent
secondary damage to other organ systems.

Care of the critically ill neonate requires knowledge of structural and
functional features of neonatal organ systems, the transitional neonatal circulation,
and the secondary effects of congenital heart lesions on other organ systems.

« The neonatal heart uses principally anaerobic metabolism of carbohydrates to
provide energy for contraction. Anaerobic metabolism gives neonatal myocardium a
relative tolerance to hypoxia, ischemic conditions, and a greater ability to recover
from ischemic insult than the adult heart. Anaerobic metabolism also makes the
neonate more vulnerable to hypoglycemic conditions that can result from post-
operative stress.

« Neonatal myocardium has a high content ofnoncontractile elements. This
results in neonatal myocardium being far less compliant than adult myocardium and
is intolerant of volume overloading.

+ Immature myocardium has reduced intracellular stores of calcium. This
reduced bioavailability of calcium coupled with reduced contractile protein mass
results in decreased active force generation during systole. The neonatal heart is
sensitive to increases in afterload and this is often demonstrated in the post-
operative patient. Afterload reduction has become a mainstay in management in the
~ post-operative neonatal heart '

« Adrenergic receptors of neonatal myocardium appear to be well developed at
the time of birth. Sympathetic innervation may be delayed. Therefore neonatal
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myocardium has a greater dependence and sensitivity to circulating catecholamine
than lo locally produced. '

« Developmental aspects of the neonatal lung also contribute to cardiac
function. The microvascular and lymphatic surface area of the newborn lung have
very limited recruitable reserve. Therefore, the pulmonary edema safety factors are
much less effective, making the newborn vulnerable to fluid accumulation in the
presence of left to right shunt. '

With all these features, the optimal perioperative management involves

~+ Initial stabilization. A period of time should be taken to stabilize the patient
following presentation of their congenital heart lesion. This is particularly important
for infant who first presents in shock. Often multiorgan injury has occurred in these
children but the effects of a hypoxic-ischemic event may not become evident for
several days. If stabilization can be obtained, a period of 48-72 hours for
observation should be given to allow for reversal ofmultiorgan system impairment.

« - Airway management, establishment of adequate ventilation to
minimize hypoxic insult.

» 'Establishment of vascular access.

* In most newborn, maintenance of patent ductus arteriosus with
prostaglandin (PGE 1) infusion.

» Complete and thorough noninvasive delineation of anatomic defects.

« Evaluation and treatment of secondary organ dysfunction, particularly
of the brain, kidneys and liver.

* Cardiac catheterization, if necessary.

* Surgical management when cardiac, pulmonary, renal, and central
nervous system functions are optimized.

Post-operative management requires knowledge of the effects of
cardiopulmonary bypass and intraoperative assessment of the heart after surgery.
Metabolic stress response induced by cardiopulmonary bypass is mediated by
releasing'of intrinsic hormone (catecholamine, cortisol), induction of complement
system and leukocyte activation. Neutrophil degranulation and complement
activation result in the release of a cascade of vasomediating factors into serum.
With the development of endothelial injury and dysfunction, a capillary leakage
syndrome may ensue. These metabolic derangements may be evident for up to 24
hours or longer after surgery. Organ system immaturity and preexisting conditions °
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such as heart failure and shock make the neonate particularly vulnerable to these
physiologic and metabolic consequences, which can add significant morbidity and
mortality to these young patients. Continuation of deep anesthesia in the early post-
operative course of the neonate has been shown to attenuate the physiologic
consequences of the stress response. Unrecognized or residual cardiac lesions
account for a significant amount of postoperative morbidity and mortality.
Intraoperative assessment of cardiac form and function by inspection, measurement
of physiologic parameters and if possible, transesophageal echocardiography, is safe
and effective in the clarification of these problems.

Post-operative management involve&.’ _
* A clear understanding of the surgical procedure and pertinent
intraoperative events that have occurred.
 Concise and thorough examination of the patient.
» Laboratories including acid-base balance, ventilation, electrolyte,
renal function and fluid balance.

» Post-operative monitoring of heart rate and rhythm, pulse oximetry,
end-tidal C02, temperature, arterial blood pressure, cardiac filling pressure
chest tubes, intake and output.

* Glucose and electrolyte homeostasis, fluid balance.
* Organ systems management
o Cardiovascular system: preload, afterload and contractility

o Respiratory system and ventilator
o Hematological system; coagulation and blood products
o Renal system, gastrointestinal system, neurological system.
o Infection control

» Stress, pain control and sedation

In critical congenital heart lesions ultimate outcome depends on timely and
accurate assessment of the structural ariomaly and evaluation and resuscitation of
secondary organ damage, a timely surgery and meticulous post-operative
management. It is therefore critical that neonatologist, pediatric cardiologist and
pediatric cardiac surgeon are able to rapidly evaluate and participate in the 1n1t1al
. medical management of neonate with congenital heart disease.
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SURGICAL ROLE IN CARDIAC PATIENTS
WITH CONGENITAL HEART DISEASE

Samphant Ponvilawan M.D., F.R.C.S.(T)
Introduction ' ' ‘

Surgery for congenital heart disease started when Gross ligated the ductus in
1938, but open heart surgery was just started since 1953 for closure of the atrial
septal defect. During the past fifty years, results of surgery for congenital heart
defect have been improving by time. The use of new technologies, ventilators, new
cardiac drugs, improving skill on technique of surgery and anesthesiology, patients'
selection and nursing care are all contributed to the improving outcomes.

Pediatric cardiologist _ Pediatric cardiac surgeon

Pediatric cardiac anesthetist GOOD RESULTS ‘ Perfusionist

Intensive care Nurses Neonatologist ICU Technician

At present time, definitive repair for complex congenital heart disease can be
performed in neonatal period with an acceptable risk. The trend is aim at definitive
repair, if feasible, at the early age rather than trying to do a palliative treatment.
Early intervention is essential to prevent cardiac chamber hypertrophy, myocardial
fibrosis or hypoxemia of myocardium from prolonged cyanosis which could
preclude good outcomes.

Palliative treatment

Palliative treatment is preserved for severely ill and extremely small
neonates that can not tolerate open heart surgery. Palliative surgery for increasing
pulmonary blood flow (systemic-pulmonary artery shunt) is indicated in patients
with small pulmonary artery like tetralogy of Fallot or pulmonary atresia for
promoting growth of the pulmonary artery runoff and increasing oxygen saturation.
Palliative treatment for decreasing pulmonary blood flow (pulmonary artery
banding) is indicated for small neonates (less than 2.5 kg) with multiple VSDs and
for left ventricular retraining for late presentation of TGA with intact
interventricular septum. |

Bidirectional superior cavo-pulmonary anastomosis (bidirectional Glenn) is
becoming a standard therapy in patients with single ventricle physiology as a step to
Fontan pathway. The operation could be performed at the age of six months to
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protcct volume overload to the single ventricle after a systemlc pulmonary shunt
whichwas done in thé neonatal per10d

Definitive repair (Total correctlon)

Total correction for congenital heart defects could be considered into two
categories, biventricular and univentricular repair. If a patient has two effective
ventricles, one should aim at biventricular repair. In patient with single effective
ventricle, a Fontan type operation is the final aim. In this subset of univentricular
repair, protection of the heart and the lungs for the final step Fontan is the most
important and the stage operations should be planned at the appropriate age.

Left-to-right shunt

Total correction for left-to-right shunt defects (ASD, VSD, PDA, Complete
AV canal defect, aortico-pulmonary window) could be done at any age and weig,ht
if indicated (failure medical treatment, failure to thrive, d1fﬁculty of weaning off
ventilator, progressive renal dysfunction).

Tetralogy of Fallot

Total repair for tetralogy of Fallot can be safely done at the age of one year
providing the size of the pulmonary artery is adequate. In neonatal period, a
system1c pulmonary shunt is more preferable if there is an indication.

- Transposition of the great arteries (TGA)

In TGA with intact interventricular septum, arterial switch operation is
indicated in the early neonatal period. The procedure should be done before the age
of 2-3 wecks, before resolution of the left ventricle. In late presentation (more than
21 days of life), pulmonary artery banding for rétraining of the left ventricle is
indicated before doing an arterial switch.

In TGA with VSD (or ASD / PDA), arterlal sw1tch can be postpone to the age
of 2-3 months.

Congenital heart disease that required stage, rep\a\ir_

Patients with single ventricle physiology and has non-restrictive pulmonary
blood flow (no pulmonary stenosis) required early surgery in the first few months of
life to protect the lungs for prepare the patients for Fontan procedure.

In pulmonary atresia with or without VSD, a systemic-pulmonary shunt is
required to ensure adequate pulmonary blood flow because ductus is a non-reliable
source. The final step 1s aim at Rastelli's operation; using a valve condult to connect
the RV to the confluence pulmonary artery.

Rare congenital heart diseases that required urgént surgery

Patients with Total anomalous pulmonary venous connection (TAPVC),
persistent Truncus arteriosus, abnormal coronary artery from the pulmonary artery

1
(
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(ACAPA), interrupted aortic arch, severe Coarctation of the aorta, Aortico-
pulmonary window are usually required early surgical intervention.

Results of Surgery

The result of surgical treatment for common congenital heart diseases is
shown in Table 1 and for less common congenital heart disease is shown in the
Table 2

Diagnosis n death %
TOF 1.464 37 2.5%
ASD 1,424 10 0.7%
PDA 1,184 ; 5 — 0.4%
VSD 073 17 1.6%
UVH 301 24 7%
TGA 269 30 11.1%
PSIVS 232 6 2.6%
Pulm Atresia 227 14 6.2%
TOTAL 6,174 143 23%

Table 1 Operative mortality of common congenital heart disease (1979-2003)

Diagnosis . ) n death| %

Coarctation of Aorta 149 4 [2.7%
Double outlet of RV 138 11 | 7.9%
Total anomalous pulmonary venous connection 90 8 |89%%
Rupture aneurysm of sinus of Valsalva 77 1 113%
Complete AV canal defect : 54 6 |11.1%
Congenital aortic stenosis 38 1 |26%
Coronary artery fistula 31 - -
Interrupted aortic arch 23 5 121.7%
Truncus arteriosus : 19 7 [36.8%
Ebstein's anomaly 19 - -
Cortriatriatum . 12 - -
Aortico-Pulmonary Window. " 11 - -
Abnormal coronary artery from pulmonary artery 9 1 111.1%

TOTAL 670 44 | 6.6%

Table 2 Operative mortality of less common congenital heart disease (1979- 2003)
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BUO'C DAU DANH GIA KET QUA NONG VAN HAI LA BANG BONG
INOUE TREN BENH NHAN CO TIEN SU’ MO TACH VAN TIM KIiN.

D46 Phwong Anh, Nguyén Ladn Viét

D3t vin dé : Su tai hep van hai la sau phau thuat tach van tim kin s€: Xuit
hién trong vong tir 5 — 15 nam sau ( khoang 10 — 30 % 56 bénh nhén duoc phau
thuét ) do1 hoi phai c6 s can thiép lai lan thir hai . Diéu d6 dat ra van dé lra chon
giai phap thich hgp cho nhimg d6i twgng nay. Liéu phurong phap nong van hai 1a (
NVHL ) bang bong Inoue, di dugc chimg minh 1a mét phuong phap diéu tri‘uu viét
d6i voi bénh nhan hep hai 14 (HHL) khit chia dugc can thiép 1an nao , c¢6 dem lai
loi ich thuc su cho nhung bénh nhan nay khéng? Muc tiéu cia nghlen ciru nham
danh gia hiéu qua budc dau cia phirong phap NVHL trén nhém bénh nhan c6 tién
stt md tach van tim kin.

Phwong phép : Chiing t8i sir dung phuong phap nghién ciru tién ciru ngén
han trén 100 bénh nhan duoc léy theo trinh tu thoi gian, chia lam hai nhom:

Nhom 1: 50 bénh nhan c6 tién sir d3 duoc md tach van tim kin nay bi hep
khit lai va vin c6 chi dinh NVHL bang béng.

Nhém 2: 50 bénh nhan HHI khit c6 chi dinh NVHL bang bong (1an déu tién).

" Tt ca cac bénh nhan déu da duoc tién hanh NVHL tai Vién Tim mach -
Bénh vién Bach Mai. '

Bénh nhian duoc kham lam sang va lam céc tham do co ban(dic biét 1a siéu

am Doppler tim mét cach chi tiét ) trudc va sau khi NVHL trong vong

mot tudn. Tét ca cac thong s& trén dugc ghi lai cung véi cac thong s6 vé huyét
dong trong qua trinh NVHL theo miu nghién ciru riéng va duoc. dem so sanh dbi
chiéu giud hai nhém bénh nhén bing cach sur dung nhiing thuat toan phan tich thng
ké thich hop.

Mt s6 nhén xét va két ludn rat ra tir nghién ciru:

Phuong phap NVHL qua da bing bong Inoue trén nhimg bénh nhan c6 tién
str md tach van tim kin 13 m6t phwong phéap diéu tri an toan va c6 hiéu qua, lam cai
thién dang ké vé mat huyét dong ciing nhr dién tich van hai 14 giai doan sém sau
nong van.Khi so sanh véi nhitng bénh nhin chura mé tach van ,két qua dat duoc trén
ca hai nhém bénh nhén 13 hoan toan twong duong:

Budc dau phan tich ching t6i thiy c6 mét s6 yéu td : tudi cao, nhi trai gidn
16n, dién tich van hai 1a truéc nong nhd, dac biét 1a dac diém hinh thai cia van hai
I trudc nong c6 anh huéng nhe dén két qua NVHL & bénh nhan da md tach
van.Tuy vay ¢ nghién ciru-nay ching té1 chua thay su anh hudng d6 c6 y nghia
thong keé 5.
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BALLOON MITRAL COMMISSUROTOMY (BMC) AFTER
PREVIOUS SURGICAL COMMISSUROTOMY

Do th)ong Anh, Nguyen Lan Viet

Background: Mitral restenosis after surgical commissurotomy often occurs
within 5- 5 years (about 10-30% of patient undergoing surgical mitral
commissurotomy ) necessitating a repeat proceduce. What is the optimal therapy for
these patients? Is the BMC effective for them? The purposes of this study is to
determine the short-term outcome of patients undergoing BMC after previous
surgical commissurotomy.

Method: It is a short- term consecutive study on 100 patients, devided in two
groups:

50 pts undergoing BMC after previous surgical commissurotomy.

50 ptsvundergoing BMC as an initial proceduce.

Patients were entered into the study from 5/2001 until 12/2002 and had
undergone BMC in Vietnam National Heart Institude—-Bachmai Hospital.

Prospective  data  collection  included  clinical, = demographic,
echocardiographic, angiographic, hemodynamic and interventional information
within 1 week before and after BMC. The short-term outcome of two patient groups

were compared.

Result and conclusion:

BMC is a safe and effective treatment for patiénts with mitral restenosis
after previous commissurotomy, achiving excellent improvement in the area-of
mitral orifice and hemodynamic status. The result was similar in patients had
undergone BMC as an initial procedure.

There are some factors influencing to the result of BMC procedure: diameter
of left atrium, age, area orifice of mitral valve, espcially the morphology of mitral

valvular.
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NHONG CONG NGHE PHAU THUAT TIM MACH MO
HIEN BANG BU'QC AP DUNG TAI VIEN TIM
BANGKQK - BENH VIEN BANGKOK

Kitipan V.Arom
Chief of Cardio-Thoracic Surgeon- Bdc sT truong phdu thudt Tim-Long nguc
Director- Bangkok Heart Institute- Gidam déc Vién Tim Bangkokhospital
Bangkok Haspital- Bénh vién Bangkok

~ “ Ngdy nay, cdc Bde si phdu thudt nén mang dén nkimg phwong phdp 16t
nhét thich ing vai mhu cdu chia bénk nhin”

Trong thoi dai k§ thudt cao vd hang loat thong tin, cac bénh nhin hay la
“khach hang” dang tim kiém cach hiéu qua nhat dé diéu tri bénh cta ho qua dudmg
internet va email.

Céc khach hang tim hiéu vé thu tuc, nguy co/ loi ich va nhimg bién chimg c6
thé xay ra tir phau thuat; ciing nhur 13 cach Bac sT phiu thuat huémg dan tha tuc. Ho
quan tim dén vé sau ho nhu thén naoe, ho binh phuc nhanh nhir th6é nao, bao lau ho
c6 the di lam viéc tré lai, vé saun hqcin ¢ chdm séc minh hon nhu thé nio so véi
trude kia. |

D6 13 nhiém vg cha Bac si phéu thuit tién phong thuc hién chap nhin cong
nghé vi ki thuit méi 3é lam cho bénh nhin hai long nhat. Cac Bac si phau thuit
phai dap img nhimg tht tuc mang lai thdm my nhat, it dau va hoi phuc nhanh va
thich hop vdi timg khach hang khi c6 thé.

Ching t6i dua ra nhiing thu tuc thich ing vot nhu cau coa bénh nhén tai Vién
Tim Bangkok: |

1. Off-Pump CABG ( Coronary Artery Bypass Graft): bic cau dong mach
vanh khéng xir dung may tim phdi nhén tao.
2. Xu dung bng thay thé dong mach.

3.. Vét md nguc nhd va loai bo vét md ¢ chan.

4. ‘Chuong trinh phuc hdi tim hién dai.
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OFF-PUMP CABG

Ky thuat bac ciu dong mach vanh Off-Pump ( OPCAB) hay la phiu thuit bic
cau khong xir dung may tim phdi nhung voi thiét bi tim tai chd da duoc gigi thiéu
trong sau nim qua, va nay gom khoang 25% phéu thuft bic cau dong mach vanh
trén thé gi¢i. Mot trong nhitng muc dich ciia phiu thut ma tim van dap la loai tnir
nhimg bién chimg két hop véi xir dung may tim phdi. Nhimg bién chimg thim chi
nhé va xay ra chi khodng 2-3% o6 thé 1a nhitng vén 42 nghiém trong. N6 bao gdm
thiéu phéi, suy than, tai bién do cuc mau déng,.

ONG THAY THE PONG MACH

Xir dung 6ng thay thé dong mach trong bic ciu 86ng mach vanh d ngay cang
duoc chip nhan sau khi dat dugc nhimg kinh nghiém va nhitng bao cao két qua lau
dai t6t hon. Nhimg Sng thay thé dirorc xir dung thong thuong nhat 13 dong mach via
bén trong trai tir thanh nguc (LIMA), dong mach vii bén trong phai (RIMA), dong
mach quay trai hay phai tir cing tay (RA) va dong mach mac ndi-da diy tir da day
(GEA). Xir dung ciia LIMA cho LAD di cho thiy két qua 6dn tai lan dai cii thién
dang ké. Ciing nhu vy, nhimg bing chimg cho thiy déng mach vii song phuong
ciing c6 két qua lau dai hon. ¢

VET MO

Chiing t6i khéng cin mé lén, véi phuong phép it xim 14n, san md bénh nhan it
dau hon. Pau xuong tic kéo dai do banh thanh nguc; tén thuong m6 mém va thin
kinh gin nhur dugc loai trix v&i vét md nho. Tranh xir dung vét md ¢ chan cho phép
bénh nhan dimg diy va hoat dong sdm hon. Ciing viy, véi vét md ngén & cing tay
dai 2 cm thay vi voi vét md dai ca céng tay, sé glup loai trix dau canh tay do vét md
dai va seo.

Théi gian binh phuc ¢6 thé bi han ché béi mirc 46 cia ton thuong géy ra do
bénh mach vanh va béi kha nang lanh bénh cia tim. D61 ngh phuc hoi chizc ning
tim s€ trg giap sy nd lyc ciia co the 1am lanh nhimg mo bi ton thuong. Chuwong trinh
phuchdi chirc nang tim & Vién Tim Bangkok dugc trang bi v6i nhig cong nghé
tién tién va nhimg thiy thudc dugc dao tao & My va nhimg Bac si tim mach lam

viéc tron thoi gian.
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NEW TECHNOLOGIES APPLIED BY BANGKOK HEART
‘ INSTITUTE - BANGKOK HOSPITAL

Kittipan V. Arom - Chief of Cardio-Thoracic Surgeon,
Director-Bangkok Heart Institute, Bangkok Hospital.

“Nowadays, the surgeons should not onlyvojfer the best approaches but
should tailor them to the patient’s need.”

In the era of high technology and web-based information, the patients or in
this situation “the customers” are searching for the best cost effective way to treat

their illness via the internet and e-mail.

~The customers learn about the procedures, the risk/benefit and possible
complications from surgery, as well as the way the surgeon conducting the
procedure. They concern of how they look afterward, how fast they recover, how
soon they can go back to work, how they need to take care of themselves afterward

more so than before.

It is the duty of the surgeons to be proactive in adopting new technology and
technique in order to provide the patients most satisfaction. The surgeons must
tailor the procedures that provide best cosmetic, less painful and fast recovery and

to fit each customer whenever possible.

We are offering these procedures that are being tailored to the need of patients
at Bangkok Heart Institute:

1. Off-Pump CABG (Coronary Artery Bypass Graft)

2. Use of all arterial grafts as the conduits

3. Use of small chest incision and eliminate leg incision.

4. State-of-the art cardiac rehabilitation program.

OFF-PUMP CABG

Off-Pump coronary artery bypass (OPCAB) technique or bypass graft surgery

without the use of heart-lung machine but with local cardiac stabilizer has been re-

" introduced in the last six years, and now comprising approximately 25% of all
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coronary artery bypass surgery worldwide. One of the goals of beating heart
surgetry is to eliminate the complications associated with the use of
cardiopulmonary bypass (heart-lung machine). These complications even are small
and occurred only about 2-3% could be serious problem. These include pulmonary
(Lung) insufficiency, transient renal failure (Kidney), stroke and the failure of
appropriate blood clotting. ‘

ALL ARTERIAL CONDUITS

The use of all arterial conduits for coronary artery bypass graft has become
more acceptable after gaining experiences and reports of better long-term results.
The most common utilized conduits are the left internal mammary artery (LIMA)
from chest wall, the right internal mammary artery (RIMA), the left or right radial
artery from forearm (RA) and gastro-epiploic artery from the stomach (GEA). The
use of LIMA to the LAD has been shown to significantly improve long-term
survival results. Also, the evidence shows that bilateral mammary arteries could

provide better long-term outcomes as well.
THE INCISIONS

We do not need a big opening, with less invasive approach, the less pain
occurred after surgery. Long-term sternal discomfort from chest wall stretches;
nerve and soft tissue damages are nearly eliminated with small incision. Avoiding
the use of the leg incision allows the patients to get up and mobilize much sooner.
Also- 3 short (2cm. long) skip incisions in the forearm were used to harvest the
radial artery, instead of a full forearm length incision, helping to eliminate the arm

pain from a long incision and scar.

Recovery may at times be limited by the extent of damage already caused by
the coronary artery disease and by the heart’s ability to heal. The cardiac
rehabilitation team will support the body’s efforts to heal its damaged tissues. The
cardiac rehabilitation program at Bangkok Heart Institute is well equipped with
state of the art technology and USD trained physician and full time cardiologist.
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BIEN CHUNG TIM TRONG SUY THAN MAN GiAi DOAN il

D6 Dodn Loi, Tran Hai Yén, Khong Nam Huwomg, Dinh Thi Kim Dung,
Nguyén Ngoc Tudc, Trdan DS Trinh, Nguyén Lan Viét, Pham Gia Khdi
' B¢ mén Tim mach, Pai hoc Y Ha rdi
Vién Tim mach VN, Bérh vién Bach mai

Nhim xac dinh "ngudng tim mach" trong chi dinh loc mau cho cac bénh
nhéin suy thin ning, cic tac gia dd nghién ciru cac tri€éu ching 1dm sang, sinh hoa,
huyét hoc va cac thong s6 siéu 4m Doppler tim ¢ 51 bénh nhan suy than man giai
doan III so sanh v&i 109 ngudi binh thuong va 117 bénh nhan suy than giai doan
IV. Két qué nghién ciru ¢4 cho thiy: Nhém suy thin giai doan III c6 nhitng bién dbi
15 1ét so voi nhoém chimg: nhi trai gidn; that trai gian, phi dai, giam chirc ning tdm
thu thé ting cung .lu(,mg va r6i loan chirc ning tim truong; tang ap luc ddng mach
phdi. Suy thin giai doan IV c6 rit nhiéu khac biét so voi suy than giai doan III: nhi
va thét trai gidn hon, phi dai thét trai nhidu hon, chirc nang tam thu kém hon, ri
loan chirc ning tdm truong mirc 46 cao hon va ap luc 4dng mach phdi cao hon.
Phan nhom suy than man giai doan IlIb ning né hon ahdm suy than giai doan Illa
va gin twong dwong v&i nhom suy than giai doan IV. Do wdy, giai doan IHa co6 thé
1a "ngudng tim mach” @& chi dinh diéu trj loc méu cho bénh nhan, nhim bao v¢ tim,
kéo dai tudi tho cho bénh nhin va chuin bi cho nhimg bién phap diéu tri cao hon,
nhu ghép thian: mot gidi phap hién nay dugc ung dung rdng réi trén thé gidi.
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SUMMARY

Up today studies have shown the important echocardiographic changes in
hemodialysis patients. There are however limited data on echographically
determined morphologic and functional cardiac performance in the stage 111 renal
failure. This prospective study was carried out to investigate clinical and echocardiographic
findings in patients in renal failure stage IIl and to define the "cardiac threshold” for the
hemodialysis indication. "

A group of 51 patients in stage IlI renal failure was compared with a group of
109 normal subjects and a group of 117 patients in stage IV renal failure: in clinical,
ECG,Lchest X-ray, biochemical and echocardiographic findings.

Based on Framingham criteria, the study has shown: LV hypertrophy, LV
dilatation, high cardiac output systolic dysfunction and pulmonary hypertension.
There were sigﬁiﬁcant LV diastolic disorders as shown by Doppler investigation.
The cardiac disorders in stage IIIb renal failure are much more severe than in stage
Illa.

This study suggests the "cardiac threshold" for hemodialysis indication would be
stage Hla of renal failure in order to protect the heart before the best intervention -
renal transplantation could be done.

161



NGHIEN CU’'U CAC BAC PIEM
LAM SANG VA SIEU AM DOPPLER TIM
TRONG BENH CO TIM GIAN

D6 Dodn Loi, Nguyén Ldn Viét, Hoang Viét Anh
B6 mon Tim mach, Vién Tim mach

~ Dilated cardiomyopathy (DCM) has been traditionally regarded as a
condition with a poor prognosis. The aim of our study is to define the mains clinical
and echocardiographic parameters in patients with DCM in Bachmai Hospital.
Twenty one In-hospital patients and out-patients with DCM from January 2002 to
Jun 2002 who had documented left ventricular (LV) dysfunction by
echocardiographic criteria were prospectively examined in comparison with a group
of 42 healthy sujects. The study show: The mains clinical symptoms of DCM are
dyspnea, cough, oligourea, hepatomegalia, lung crepitating, tachycardia and systolic |
murmur at the apex. The mains echocardiographic changes are: left ventricular
enlargement, hypertrophy, severe systolic dysfunction and marked diastolic

restrictive disorders. In the right heart side: enlargement of right ventricle and

pulmonary hypertension.
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CHAN POAN VA BIEU TR| SUY TIM TAI VIET NAM

PGS.TS Pham Nguyén Vinh
Vién Tim TP. H6 Chi Minh

S6 bénh nhan suy tim man tai VN c6 thé tir 280 000 ngudi tdi 1,4 tridu ngudi
(dua theo tin suat 0,4-2%/ dan s6). Nguyén nhén suy tim chua c6 théng ké chinh
x4c, tuy nhién cac nguyén nhan chinh 1a; Tang huyét ap, bénh DMV, bénh van tim
hiu thip. Chin doan bénh thuong dya vao cac tiéu chuén chiu Aau hon Ia tiéu
chuin Framingham trong chan doan suy tim. Cac bién phap cén lam sémg phu giip
chin doan bao gém: dién tdm dd, phim 16ng nguc, siéu am tim, CT xo#n d¢ hay CT
cuc nhanh, dnh cong huéng tir, chup DMV, théng tim va chup buong tim.

Diéu tri suy tim bao gébm céc bién phap khéng thudc, cé thudc, thong t1m can
thiép va phau thut. Cac bién phap khong thudc nhu ngung thudc 14, giam. can ning,
cai thién dinh dudng, tap luyén thé lyc vira phai, ngung ruou, han ché mudi dugc ap
dung cho tat cé bénh nhéan suy tim. Céc thudc duoc st dung trong diéu tri ndi bao
gom: loi tiéu niét Kali, loi tiéu gitt Kali nhu Spironolactone, trc ché men chuyén,
chen béta, chen thu thé angiotensin II, digoxin, thubc tang co bép co tim khéc,
thuéc chéng loan nhip va thudc chdng huyét khéi, thuc ha huyét ap (truomg hop
suy tim do THA). Thong tim can thiép nham tai luu thong PMV hodc phiu thuat
béc cAu PMV' duogc thuc hién theo cic chi dinh chung cua thé gidi. Phiu thuit van
tim, trong do phau thuat sira van 2 14 duoc thuc hién phé bién d6i véi suy tim do
bénh van tim. Phiu thuit stra chita tam thoi hay triét dé dugc thuc hién cho tré em
va ngudi 16n bi bénh tim bam sinh, Cac bién phap mdi nhu ddt may tao nhlp 3
budng, trg gitp tudn hoan co hoc, ghép co lung vao tim. (cardiomyoplasty), phau
thudt cit bot tam that, ghép tim chua duoc thyuc hién tai Viét Nam

C6 su phan phéi khong déu trong céc k¥ thuat cin 1am sang méi giup chan
doan va diéu tri suy tim tai VN. Chi cac thanh ph6 16n nhu Ha N6i, Hué, TP Ho Chi
Minh cé céc phuong tién hién dai nhu Thong tim chup mach, chup cét 1op dién toan
va anh cdng huong tir. Ciing chi ¢ TP HS Chi Minh, Ha Noi va Hué, bénh nhan
dwoc phiu thuét tim. Tuy nhién nho hoat ddng tich cuc cia Hoi Tim mach Quéc
Gia va cac Hoi Tim mach & cac thanh phé Ién (td: TP HCM, Hue) cac quan ni€m
méi vé& diéu tri ndi khoa tim dugc phd cdp dén cac BS & tinh xa. Si€u am tim 12
phuong tién chan doan phé cép nhat. Ngoa1 ra bénh nhén c6 gin day di cac thudc

méi diéu tri suy tim.
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DIAGNOSIS AND MANAGEMENT OF HEART FAILURE
IN VIETNAM '

Prof Pham Nguyén Vinh, MD
Heart Institute of Ho Chi Minh City

In Viet Nam, the approximate number of Heart failure patients is about 280
000 to 1,4 millions (according to the prevalence 0,4 — 2%). Up to now, there haven’t
any statistics about the cause of this cardiac failure, nevertheless major causes are :
systemic arterial hypertension, coronary artery disease, post rheumatic valvular
disease. The diagnosis of Heart failure usually based on European Society of
Cardiology’s criteria rather than Framingham heart failure criteria. Many reliable
laboratory data can be achieved from : ECG, chest X-ray, echocardiography, spiral
CT scan or ultra fast CT scan, MRI, coronary arteriography, ventriculograph
catheterization. ‘

The Heart failure managements include : non-drug treatment, drugs treatment,
interventional techniques and surgery. Non-drug management for which we can
count on smoking cessation, weight reduction, nutritional modification, moderate
exercise, alcohol moderation, sodium restriction for all patients with various stages
of Heart failure. Medications for the management of Heart failure are potassium-
loss diuretics, potassium-sparing agents like spironolactone, ACEi, B-blockers,
ARBs, digoxin, other inotropes, anti-arrythmics and antithrombotics, anti-
hypertensives (in cases of Heart failure due to hypertension). Intervention
angioplasties and bypass surgery are most popular techniques for revascularisation,
which are indicated according to guidelines of major associations. Valvular heart
surgery, especially mitral valvuloplasty are performed frequently. Complete or
palliative repair surgery are applied for congenital heart disease in children and also
in adults. Advanced techniques for the treatment of Heart failure are three-chamber
pacemakers, cardiomyoplasty, ventricular-assist device, ventricular-mass reduction
surgery (Batista operation), cardiac transplantation are merely matters of the future.

There is an inappropriate distribution of new diagnosis techniques for the
diagnosis and management of Heart failure in Viet Nam. High-tech machines such
as Cath-machine, CT-scan, MRI are available only in big cities (Ha Noi, Hue, Ho
Chi Minh City). Also, cardiac surgeries are performed only in these 3 cities.
Nevertheless, due to great contributions from the Vietnamese Heart Association and
other major city Heart Associations , new insights in the medical management was
spread out all over the country, even in distant areas. Echocardiography is the most
common diagnostic technique. The patients are provided with almost all new anti-
heart falure drugs.
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KET QUA NGHIEN CUU M&1 VE THUOC (’C CHE MEN CHUYEN:
NGHIEN CU’'U X-SOLVD SAU 12 NAM THEO DOl

GS. Nguyén Lan Viét, Vién Tim mach Ha Noi -

Trong céc nghién ciru vé réi loan chirc ning thét trai (SOLVD), enalapril lam
giam ty 1€ tr vong trén bénh nhan 1oi loan‘th’rc nang tim thu that trai ¢ tri¢u
chitng nhung khéng co két qua t6t trén bénh \nhﬁn khong cé triéu chl’mg trong thoi
gian nghién ciu. Ngién cuu X-SOLVD dugc thuc hién nhim xac dinh xem mirc
giam ti 1€ tr vong co duoc duy tri lau dai va liéu mirc giam ti 1 tir vong co xuét
hién sau do trén nhﬁ'ng bénh nhan r6i loan chirc n;'mg thit trai khoéng triéu ching
hay khong. Trong s6 6797 bénh nhan truéc do tham gia trong cac nghién citu
SOLVD phong ngira va diéu tri, tinh trang song cia 5165 di duoc thu thap khi
nghién ciru hoan tat. Khi cac dit liéu nghién ciru phong ngua va diéu tr1 dugc phoi
hop, ti 1€ nguy co tir vong 1a 0,09 & nhom enapril so voi nhom gia dugce (khoang tin
ciy 95%, 0,84 —0,95, p=0,0003). Enalapril gitp kéo dai tudi tho khoang 9,4 thang
trong két qua phéi hop (khoang tin ciy 95%, 2,8 —116,6, p=0,004)

Diéu tri bang enalapril trong thoi gian 3 — 4 nim gitp cai thién thoi gian séng
dai hon 1 trong thoi gian nghién ciru ban dAu bénh nhan c6 rdi loan chirc nang thét

trai, cung vdi su gia tang dang ké tudi tho.
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UPDATE STUDY RESULT OF ACE INHIBITOR:
X-SOLVD STUDY - 12-YEAR FOLLOW-UP

Prof. Nguyen Lan Viet - Heart Institute - Ha Noi

In the studies of left ventricular dysfunction (SOLVD), enalapril reducred
mortality in patients with symptomatic but not asymptomatic left ventricular
systolic dysfunction during the trial. the SOLVD 12-year follow-up was carried out
to establish if the mortality reduction was sustained, and whether a_subsequent
reduction in mortality would emarge among those with asymptomatic ventricular
dysfunction. Of the 6797 patients previously enrolled in the SOLVD prevention and
treatment trials, the subsequent vital -status of 5 165 individuals who were alive
when the trials had been completed were ascertained. When data for the prevention
and treatment trials were combined, the hazard ratio for death was 0.90 for the
enalapril group compared with the placebo group (95% Cl 0.84-0.95, p=0.0003).
Enalapril extended median survival by 9.4 months in the combined trials (95% Cl

2.8-16.6, p=0.004).
Treatment with enalapril for 3-4 years led to a sustained improvement in
survival beyond the original trial period in patients with left ventricular systolic
dysfunction, with an important increase in life expectancy.
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NGHIEN CU’U BAO VE TIM (HPS):
KET QUA TONG QUAN VA TREN PHAN NHOM
BENH NHAN DAl THAO BUONG

GS. Pham Gia Khai, Vién Tim mach Ha Ngi

Nghién ciru Bao vé tim 13 mot nghién ciru ngiu nhién so sach véi nhém chimg.
Nghién ciru Béo vé€ tim dugc thuc hi€én va phén tich hoan toan béi Pon vi dich vu
Nghién ctru 14m sang Pai hoc Oxford 20536 bénh nhén trudng thanh tai Anh quéc
(tudi tir 40 — 80) c6 bénh mach vanh, bénh dong tic nghén khic hoic dai thao
duong (5963 patients), dugc phan chia ngiu nhién sir dung 40 mg simvastatin mbi
ngdy va tuong \g 14 gia dugc trong thoi gian 5 nam diéu tri. Két qua nghién ciru
téng quan dugc cong b6 vao nim 2003.

Céc két qua cho thdy simv c6 thé 1am giam LDL dén 48%, va trén 90& bénh
nhan dat LDL-C muc tiéu theo Huéng din didu tri Chau Au. Simvstatin c6 thé lam
giam nguy co cac bién chimg mach mau trim trong, nhdi mau co tim, dot quy va
nhu chu tai tao mach mau khoang 24% trén bénh nhin bénh mach vanh, dai tho4
dudng bat k& lugng lipid mau, ngay ca trén bénh nhan c6 lwong LDL-C
<100mg/dL. |

K&t qua trén phan nhém dai thao duong cho thdy ring simvstatin lam giam dang
k& nguy co bién chimg mach mau trim trong khoing 22% (p<0,0001), dot quy
khoang 24% (p=0,01), tai tao mach mau khoang 17% (p=0,02). Nhiing loi ich cia
simv di duoc chimg minh bat k& trén bénh nhan c6 tidn sit bénh mach vanh, tinh
trang kiém soat dudng huyét, hrgng LDL-C ban dau, huyét 4p, béo phi, tudi va giéi.
Diéu tri bang simv ciing duoc dung nap tdt va co tinh an toan twong dwong gia
duoc.

Bién phap diéu tri b?mg statin ngay hay nén dugc xem xét sir dung dai tra trén
moi bénh nhdn cé nguy co bién chimg mach mau tram trong, bat ké néng do

cholestrol ban dau cua ho.
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HEART PROTECTION STUDY (HPS):
MAIN RESULT AND DIABETES SUB-GROUP RESULT

Prof Pham Gia Khai - Hedrt Institute - Ha Noi

Heart Protection Study is a randomized placebo-controled trial. HPS was
conducted and analyzed completely by the Oxford University Clinical Trial Service
Unit (CTSU). 20 536 UK adults (aged 40 - 80 years) with coronary disease, other
occlusive arterial disease or diabetes (5 963 patients), were randomly allocated to
receive 40mg simvastatin daily and matching placebo during the 5-year treatment
period. The main result of HPS was published in 2002. and the result of sub-group
of HPS was published in 2003. The findings showed that simvastatin can reduce the
LDL up to 48%, with over 90% of patient reaching the European Guideline LDL-C
goal. Simvastatin can also reduce the risk of major vascular events, heart attack,
stroke, and of revascularization by 24% in patients with CHD. diabetes regardless
of lipid levels, even in patients with LDL-C<100mg/dL. The result of diabetes sub-
group trial showed that simvastatin significantly reduced the risk of major vascular
events by 22% (p<0.0001), stroke by 24% (p=0.01), revascularization by 17%
(p=0.02). Benefits. of simvastatin were evident regardless of CHD history, blood
glucose control, baseline LDL-C, hypertension status, obesity, age, and gender.
Simvastatin therapy was well tolerated and had a safety proﬁle comparable to
placebo. Statin therapy should now be conSIdered routlnely for all patients with high

risks of major vascular events, 1rrespect1ve of their initial cholesterol concentrations.
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Li§u phap hy tipid msu thizh hep ¢ho bignh nhin c6 BMY,
34l thd s 3uBng i, ngay ca trén bénh
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NONG VAN HAI LA BANG BONG INOUE TRONG
KET auA sé'M vA THEo, 01 TR

Pham Manh Hung Nguyen Quang T uan Nguyen Lan Hleu Nguyen Quoc Thai,
‘Nguyen Ngoc Quang, Té thanh lich, T rdn Van Dirong, Trinh xudn héi, D6 Dodn
- Loi, Nguyén Lén Viét, Nguyén ngoc tuée, Pham Gia Khdi (Vién Tim mach Viét

nam) Thach Nguyen (Indiana USA), Ted Fieldman (Chcago USD)
. ‘ Juz Sung Hung (T azchung Tazwan) ‘

. Nong van hai 14 (NVHL) bﬁn-g bong Inoue da du‘q hi

‘han va theo d01 13u dai’ 6 céc nu'é‘c phét tnen chtmg f“har;:u qué va dﬁn tm

- thanh phu'cmg phap dleu tri hang, dﬁu cho bénh nhan bi h@p van hai 1& (HHL)

, Nghlen ciu nay nhﬁm danh glé kél qué sérm, theo dal trung han (2 3 nam) va
nhung dic thu cua NVHL tax Viét nam.

éu nghacn cira ngén

Trong thén gian tr 10/ 1998 dén het 12!2“3 ‘6. 2000 bgnl’; nhan HHL khlt
duoc NVHL bang béng Inoue tai Vlen T1m mach, ﬁéﬂh V1en Bach mai; Tubi bénh
nhan trung binh 32 + 25 (11-69 tudi), nit gidi chiém da sb (67%) va 20% c6 tudi <
20. 42% bénh nhan bi rung nhi. Piém siéu 4m (Wilkins) trung binh 6,7 + 3,3 (5-11
diém). Cac théng sé vé 1am sang, siéu 4m tim, thim do huyét dong dugc theo dai ky
trude, trong va ngay sau NVHL ddng thdi bénh nhan duogc theo ddi sau mbi 6 thang
sau thu thuat.

Thanh céng vé k¥ thuét dat dugc 98,4% (1968/2000 bénh nhan), trong s6 do,
thanh céng vé két qua dat 94,7 % (1865/1968). Dién tich 15 van hai 14 (MVA) trén
siéu am 2D tang tir 0,7 * 0,3cm? (trudc nong) 1én 1,8 + 0,4cm’ (sau nong). MVA
(PHT) tang twong img tir 0,8 + 0,3cm’ 1én 1,9 + 0,4cm’. 4p luc trung binh nhi trai
gidm tir 32 + 12 mmHg (trudc nong) xudng con 14 £ 6 mmHg (sau nong). Chénh
ap trung binh qua van hai 14 (MVG) giam tir 19 + 8§ mmHg (tredc nong) xubng con
6 + 4 mmHg (sau nong) (p<0,0001). 4p hrc ddng mach phdi tim thu giam tir 65 +
32 mmHg (truéc nong) xudng con 40 + 15 mmHg (sau nong). Cé anh hudng cia
tudi va diém siéu 4m 1én két qua nong van hai 14 sém. Gii, rung nhi, tién sir md

tach van, hé van hai 14 (HoHL) truéc nong van khdng anh huéng dén két qua sém
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cia NVHL. Bién cht'rng bao gbm 9 bénh nhan bj trfc‘in mau mang tim gy ép tim cép
lién quan dén thi choc vach lién nhi trong d6 co 1 bénh nhan din dén tu vong
(0,1%). 45% s6 bénh nhan c6 ting mirc 46 HoHL sau NVHL nhung da s6 déu &
muc nhe chép nhan duogc, chi c6 23 bénh nhan (1,2%) HOHL ning sau NVHL va
cO 3 bénh nhan sau d6é phai thay van hai 1a. 5 bénh nhan bi TBMN sau NVHL
nhung déu hdi phuc duge. Bude ddu qua theo ddi trén 600 bénh nhan trong thoi
gian trung binh 2 nim sau nong van hai l4 thanh c6ng chiing tdi thdy: 100% s6 bénh
nhan sdng sét sau 2 nim, trong d6 85% Bénh nhén khong c6 nhitng triéu ching co
nang giy ra do hep hai la. 35 bénh nhan (3,4%) c6 dau hiéu hep lai van hai 14. 35
bénh nhan HHL khit 1a phu nit c6 thai véi triéu chimg 1am sang ndng dugc NVHL
thanh cong ma khong gap phai tai bién dang ké nao d6i v6i me va con. C617 bénh
nhan Ia tré em hodc thiéu nién < 16 tudidwgc NVHL thanh cang, céi thién tét trigu
chirng va gitip tré phat trién t6t sau do. |

NVHL la Bién phap kha hiéu qua va an toan véi két qua dang khich 1é trong
didu tri HHL & Vién Tim Mach Viét nam. Lgi ich cita phuong phép dugc duy tri &
phin 16n cac bénh nhén qua theo ddi trung han. NVHL c6 lgi thé ndi trdi & nhimg
bénh nhan dic biét nhu phy nir ¢4 thai, s-uy, tjm nang, c,ép ctru, tré em, bénh nhén da
timg mb tach 'van bi hep lai... Do dc'), NVHL_nén. du'qé coi la phliorng phap wu tién
lwa chon cho diéu trj bénh nhén bi HHL khit o Viét Nam.
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NONG VAN HAI LA BANG BONG INOUE PHOI HQP
vO'1 HUONG DAN CUA SIEU AM TIM CHO
PHU NU’ cO THAI Bl HEP VAN HAI LA KHIT

PERCUTANEOUS MITRAL VALVULOPLASTY
DURING PREGNANCY

BS. Pham Manh Hung; Bs. Pham Thi Ngoc Oanh; BS. Nguye:n Lén Hiéu;
BS. Nguyen Ngoc Quang, Bs. Khong Nam Huong; TS. Do Doan Loi;
BS. Nguyen Quang Tuan, BS. nguyén quoc thdi; BS. Tran van duong;
BS. Trinh Xudn Héi; GS. TS. Nguyén Lén Viét, TS, Nguyén ngoc tuéc;
GS. TS. Pham Gia Khdi. (Vién Tim mach Viét nam).

Background: Circulatory changes in gestation, a hyperdynamic adaptive state
in general, cause an additional burden on the cardiovascular system of women with
rtheumatic mitral stenosis (MS). Percutaneous Mitral Valvuloplasty (PMV) has
emerged as an effective nonsurgical technique for the treatment of patienfs with

symptomatic MS during pregnancy.

Methods: From November 1998 to Dec. 2002,: 31 pregnant women (among
2000 PMV patients) were perfomied PMV using Inoue balloon at Vietnam Heart
Institute. The transthoracic echocardiography was used in combination with
intermittent fluoroscopy to limit the radiation exposure time. A detailed clinical,
echocardiographic, hemodynamic assessment was analyzed pre, pést procedure, at
every 3 months for the first year and at 6-month interval thereafter. The pregnancy

and newborn babies outcomes were also followed

Results: MS pregnant women were 27,6 years old on average (ranged 22-42)
and the mean length of pregnancy was 24,2 + 5,6 weeks. Echo score of mitral valve
was 7,1 £ 2,3. The procedure was technically successful in all cases without any
complications. The total mean duration of the procedure was 35,25 + 14,28 min and
that of fluoroscopy 2,55 + 1,28 min (from 1 min 59 sec to 3 min 15 sec). The
fluoroscopy time was significantly shorter than that of usual patients not using'echo
guided (2 min 23 sec vs. 7 min 23 sec, p< 0,01). The mitral valve area increased
from 0,7 + 0,3 to 1,9 + 0,4 cm? (on 2D echocardiography) and from 0,8 + 0,4 to 2,0

+ 0,4 cm® (on PHT) (p< 0.01). A reduction in mean transmitral valve gradient
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(MVG) was from 22 + 6 to 8 + 2 mmHg. There were no maternal or fetal deaths.
All patients delivered at full term but 2 (without major complications), 10 vaginally
and 21 by caesarean section. After average 18 months follow-up (range, 3 to 36) all

children had normal growth.

Conclusions: During pregnancy, Percutaneous Mitral Valvuloplasty could be
considered as the treatment of choice of severe pliable mitral stenosis which are
refractory to medical treatment. Using echocardiography guided can reduce the

fluoroscopy time.
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DIEU TR| DOBUTAMINE LIEU THAP NGAT QUANG
CHO BENH NHAN SUY TIM GIAI POAN cuOl

Thac si. Pham Nhu Hung; Tién si. D6 Quéc Hung
Vién tim mach quo”'c gia Vi_ét Nam

Muc dich: Truyén dobutamine di chirng minh c6 hiéu qua 1am sang & bénh
nhin suy tim. Nghién ctru ndy dénh gia hiéu qua ciia dobutamine liéu thip ngét

quing cho bénh nhén suy tim giai doan cudi.

Déi twong va phwong phdp: Nghién ciru bao gdm 21 bénh nhan suy tim giai
doan cubi tro vdi cac thubce diéu tri thong thudong chia ngdu nhién thanh 2 nhém: (1)
Nhém 1 gdm 11 bénh nhan duge truyén Dobutamine 3 pg/kg/1phit lién tuc trong
10 ngay; (2) Nhom 2 gébm 10 bénh nhin dugc truyén Dobutamine 3 pg/kg/1phut
trong 72 gidy, nghi 1 tudn sau d6 nhic lai l4n 2.

Két qua: Sau 3 tudn theo ddi, ching i thiy ca hai nhém ddu c6 1 bénh nhén
tir vong; Cai thién it nhét 1 d6 NYHA 1a 6/ 11 bénh nhan & nhém 1, 8/10 bénh nhin
& nhom 2; Co6 3/11 bénh nhan khéng c6 thay dbi d6 NYHA sau diéu tri @ nhém 1 va
1/10 bénh nhan & nhém 2; C6 2/11 bénh nhan & nhém 1 ¢6 tinh trang phu thudc
dobutamine trong khi d6 & nhém 2 1a 0/10 bénh nhén; Bj viém tinh mach sau truyén
1a 4/11 bénh nhin & nhém 1 va 2/10 bénh nhan & nhom 2.

K&t lugn: Diéu tri Dobutamine liéu thip ngét quing rd ring c6 hiéu qua va

an toan cho bénh nhéan suy tim giai doan cuoi.
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INFUSION OF INTERMITTENT LOW- DOSE DOBUTAMINE
IN PATIENTS WITH END-STAGE HEART FAILURE

Thac si. Pham Nhu Himg; Tién si. D6 Quéc Hing
Vién tim mach quéc gia Viét Nam

Objective: infusions of dobutamine reportedly effect clinical improvement in
patients (pts) with heart failure. This study is designed to determine the effect of

intermittent low- dose dobutamine in patients with end-stage heart failure.

Patients and Methods: Twenty— one patients with end-stage heart failure
reffactory to standard treament who were randomized 2 groups (1) The Group 1
consisted of 11 patients were infused dobutamine with 3pg/kg/imin dose for 10
days; (2) The Group 2 consisted of 10 patients were infused dobutamine with
3pg/kg/1min dose lasting for 3 days and repeating after 7 days.

Results: After 3 weeks follow-up, we found the both groups had one death;
Improved by one or more class in the NYHA were 6/11 pts in group 1 and 8/10 pts
in group 2; No change in the NYHA class were 3/11 pts in group 1 and 1/10 pts in
group 2; Dobutamine dependent status were 2/11 pts in group 1 and 0/10 pts in
group 2; Venositis were 4/11 in group 1 and 2/10 in group 2.

Conclusion: Intermittent low-dose dobutamine improved significantly

clinical status and was safe in patients with end-stage heart failure.
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LIET NHI CO TiNH CHAT GIA DiNH

Ths. Pham Nhu‘ Hung, BS. Ta Tién Phudc, T hs. Pham Manh Hung,
BS. Trinh Xudn Héi, TS Nguyén Ngoc Tudc.
Vién tim mach Viét nam

Muc dich: Liét nhi 1 bénh ly kha hiém gip trén 1am sang. Chung t6i nghién
ciru mdt bénh nhéan ¢6 bénh 1y liét nhi cé tinh chét gia dinh. - .

" Phuong phdp va két qud: Mot bénh' nhan nam, 20 tudi vao Vién tim mach
Viét nam thang 2/2002 véi nhidu con choang vang. Trong gia dinh bénh nhan c6 3
chi em bi dot tir khong rd nguyén nhan. Khi kiém tra dién tam d6 1a nhip bd n(")i va
khong c6 séng P. Bénh nhan da dugc tham do dién sinh 1y hoc va dugce xac dinh 1a
liét nhi. Bénh nhan di dugc didu trj bang cdy may tao nhip thit vinh vién va thuéc
chdng ddng. Sau gin 2 nim theo dbi, hién bénh nhan vin con séng.

Két ludn: Liét nhi c6 tinh chét gia dinh 13 bénh Iy hiém gip, c6 ty 1& tir vong
cao. Chi dinh diéu tri cho nhitng bénh 1y nay 13 ciy may tao nhip thit vinh vién va

. thubc chdng déng.

FAMILIAL ATRIAL STANDSTILL

Backgrounds: Atrial standstill has rarely been documented. We ihvestigeted a

case with familial atrial standstill.

Methods and Results: A male patient, 20 years old was admitted to Vietnam
National Heart Institute because of dizziness in February, 2002. He had 2 sisters
and one brother in sudden death of unexplained etiology. An electrocardiogram
showed junctional bradycardia without any evidence of P waves.
Electrophysiological studies determined atrial standstill. The patient is received
permanent ventricular pacing and anticoagulant drug. After 2 years follow-up, the

patient is still survived.

Conclusions: Familial atrial standstill is a rare disease with high-risk of
mortality. Indication for treatment o f this disease is p ermanent v entricular pacing

and anticoagulant drug.
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BUG'C DAU DANH GIA KET QUA NONG VAN HAI LA
BANG BONG INOUE TREN BENH NHAN CO TIEN SU
MO TACH VAN TIM KiN

D6 Phuong Anh, Nguyén Léan Viét

D3t vin dé :

Su tai hep van hai 14 sau phau thuét tich van tim kin s& xuét hién trong vong
tir S — 15 nam sau ( khoang 10 — 30 % $6 bénh nhan dugc phiu thuat ) doi hoi phai
c6 sy can thiép lai lan thir hai . Diéu d6 dat ra van dé lua chon giai phap thich hop
cho nhitg dbi tuong nay. Li¢u phwong phap nong van hai 14 ( NVHL ) bing béng
Inoue, di duoc chimg minh 1a mdt phuong phéap diéu tri wu viét d6i véi bénh nhan
hep hai 1a (HHL) khit chua dugc can thi€¢p 1dn nao , c6 dem lai loi ich thyc su cho
nhitng bénh nhan nay khéng? Muc tiéu cua nghién cru nham danh gia hiéu qua

bude déu cua phuong phap NVHL trén nhém bénh nhan c6 tién sit mé tach van tim
kin.

Phwong phap :

Ching t6i st dung phuong phap nghién ciru tién ciru ngan han trén 100 bénh
nhan dugc lay theo trinh tr thoi glan chia lam hai nhém:

Nhém 1: 50 bénh nhan ¢4 tién sir d3 dugc md tach van tim kin nay bj hep khit
lai va van c6 chi dinh NVHL bing béng.

Nhém 2: 50 bénh nhan HHI khit ¢6 chi dinh NVHL bing bong (lan dau tién )-

T4t ca cac bénh nhan déu da dugc tién hanh NVHL tai Vién Tim mach — Bénh
vién Bach Mai. _

Bénh nhin dugc kham 1am sang va lam cic tham do co ban(dac biét 1a siéu
am Doppler tim mot cach chi tiét ) trude va sau khi NVHL trong vong mét tudn. Tét
ca cac thong sb trén dugc ghi lai ciing v6i cac théng s vé huyét dong trong qua
trinh NVHL theo mAu nghién ciru riéng va dugc dem so sanh ddi chiéu giua hai
nhém bénh nhén bing cach sir dung nhitng thuét toan phan tich théng ké thich hop.

Mt s6 nhin xét va két ludn rit ra tir nghién ciru:

Phuong phap NVHL qua da bing bong Inoue trén nhing bénh nhan c6 tién
sir md tach van tim kin 1a mét phuong phap diéu trj an toan va c6 hiéu qua, lam cai
thién déng ké vé m3t huyét dong ciing nhu dién thh van hai 14 giai doan sém sau
nong van.Khi so sanh véi nhitng bénh nhan chua mé tach van ,két qua dat dugc trén
ca hai nhom bénh nhén 1a hoan toan twong duong.

Budc dau phan tich ching toi thiy c6 mot sé yéu 6 : tudi cao, nhi trai gidn
1on, dién tich van hai 14 truéc nong nho, dic biét 1a dac diém hinh thai cia van hai
l4 truéc nong c6 anh hudng nhe dén két qua NVHL & bénh nhin da md tach:
van.Tuy vAy & nghién ciru ndy chiing toi chua thiy s anh hudng d6 c6 y nghia
thdng ké 1.
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BALLOON MITRAL COMMISSURQTOMY (BMC)
AFTER PREVIOUS SURGICAL COMMISSUROTOMY

Do Phuong Anh Nguyen Lan Vlet

Background: Mitral restenosis after surgical commissurotomy often occurs
within 5- 5 years (about 10-30% of patient undergoing surgical mitral
commissurotomy ) necessitating a repeat proceduce.What is the optimal therapy for
these patients? Is the BMC effective for them? The purposes of this study is to
determine the short-term outcome of pat1ents undergoing BMC after previous
surgical commissurotomy.

Method: 1t is a short- term consecutlve study on 100 patients, devided in two
groups:

50 pts undergoing BMC after previous surgical commissUrotomy.

50 pts undergoing BMC as an initial proceduce.

Patients were entered into the stu.dy from 5/2001 until 12/2002 and had
undergone BMC in Vietnam National Heart Inst1tude—Bachma1 Hospital.

Prospective data collection included clinical, demographic,
echocardiographic, angiographic, hemodynamic and interventional information
within 1 week before and after BMC. The short-term outcome of two patient groups
were compared.

Result and conclusion:

BMC is a safe and effective treatment for patients with mitral restenosis after
previous commissurotomy, achiving excellent improvement in the area of mitral
orifice and hemodynamic status. The result was s1m11ar in patients had undergone
BMC as an initial procedure.

There are some factors influencing to the result of BMC procedure: diameter
of left atrium, age, area orifice of mitral valve espmally the morphology of mitral
valvular
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- DANH GIA TON THYONG BQNG MACH VANH -
‘QUA CHUP MACH VA SIY TUONG BU'ONG VOI
'ROI LOAN LIPID & BENH NHAN SUY VANH

ThS. Ho Anh Binh, PGS.TS. Hiynh Vin Minh

Tang cholesterol (CT), triglycerid (Tg), lipoprotein trong ]Auqng?phén tor thép
(LDL), va ha mirc lipoproteih trong ludhg phén tir cao (HDL) la nhitng yéu té nguy
co gay vira mach mau. Chung t6i tién hanh danh gia muc do ton thuong dong mach
'vanh qua chup mach va sy twong quan véi rbi loan lipid mau & 69 bénh nhan, trong
d6 ¢6 57 nam va 12 nit. Panh gia hing thai t6n thuong dong mach vanhdwa vao
phan d¢ cia hoi Tim mach hoo Hoa Ky. Muc d9 tdn throng ddng mach vanh duoc
danh gia boi chi s6 Gensini: Chi s6 nay dia vao s6 nhisnh va vi tri tén thuong cac
dong mach vanh, d6 hep cta tén'thuong. (Chi sé Gensini cang cao thi tdn thuong
—d{)ng mach vanh cang nang). o

V& hinh thai t&n thuong dong mach vanh: déng mach lién thét trréc tén
thuong chiém 86,96% trong do kidu A: 28,99%, kiéu B: 24,64%, kiéu C: 33,33%.
Pong mach mii bi tén thuong chiém 34,78% trong d6 kiéu A: 11,59%, kiéu B:
13,04%, kiéu C: 10,14%. Péng mach vanh phai bi t6n thiong chiém 57,97% trong
d6 kiéu A:17,39%, kiéu B: 10,14%, kiéu C: 30,43%. Théan chung ddng mach vanh
trai b tbn thuong chiém 7,25%. C6 nhiéu ddng mach vamh bi tén thuong trén cung
mdt bénh nhan: s6 bénh nhan cé tdn thwong 2 d6ng mach vanh chinh tré 1én chiém
53,22%. Tén thuong dong mach vanh néing: chi s Gensini trung binh 14 34,19% va
¢ t6i 52,17% bénh nhan ¢6 chi s6 Gensini > 30 diém. -

C6 su twong quan thudn gitra chi s6 Gensini va ndng do cholesterol (=0,314;
p< 0,01). C6 su tvong quan mirc do vira giira ndng @6 LDL va chi sé Gensini
(r=0,25; p<0,05). Khdng c6 swtang quan giira ndng d6 HDL va chi s6 Gensini
(r=0, 0135 p>0 05).
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THE CORRELATION BETWEEN DYSLIPIDEMIA AND
ANGIOGRAPHIC CORONARY ARTERY LESIONS

ThS. H6 Anh Binh, PGS.TS. Huynh Vin Minh

Background: High levels of cholesterol, triglycerides, low-density
lipoprotein ( LDL) and low levels of high density lipoprotein ( HDL) are considered

risks factors of atherosclerotic coronary artery disease.

Method: We evaluated the lesions of corronary arteries by coronary
angiography; B

the correlation between the lessions and the dyslipidemies in 69 patients (57
males, 12 females). The stratification of coronary artery lesions is based on the
ACC/AHA classification, The extension of coronary artery atherosclerosis were
mesured by Gensini's score ( number of stenosis segments, the localisation of
stenosis, and the severity of stenosis - The higher Gensini's score, the more severe

disease of coronary arteries ).

Results: The left main coronary artery stenosis were accounted for 7.25 % ,
the left anterior descending coronaries ( LDA) were affected in 86.96 %, (type A:
28.99 %, type B : 24.64 %, and type C: 33.33 %.). The left circumflex coronaries
(LCx) were affected in 34.78 %, (type A: 11.59 %, type B : 13.04 %, and type C:
10.14 % ). The night cbronary arteries were affected in 57.97 % (type A 17.39 %,
type B : 10.14 %, and type C; 30.43 %). There are many stenotic segments in the
same patient. The number of patients who have at least 2 stenosis is 53.22 % . The
atherosclerosis of coronary arteries are severe with Gensini's score of 34.19 and
52.17 % over 30. | "

Conclusion: GensinPs score is related to total cholesterol ( = 0.314, p <
0.01), to triglycerides levels ( r= 0.259, p < 0.05) and to LDL levels ( == 0.25, p <
0.05). No relation was observed between GensinFs score and HDL levels ( =
0.0135, p >0.05). '
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NONG VAN HAI LA BANG BONG INOUE TRONG
DIEU TR| BENH NHAN B} HEP VAN HAI LA:
KET QUA SOM VA THEO DOI TRUNG HAN

Pham Manh Hung, Nguyén Quang T uan Nguyen Lan Hiéu, Nguyén Quoc Thai,
Nguyén Ngoc Quang, T6 thankh lich, Tran Vin Dwong, Trinh xudn héi, D6 Dodn
Loi, Nguyén Lan Viét, Nguyén ngoc twée, Pham Gia Khdi (Vién Tim mach Viét
nam), Thach Nguyen (Indiana USA), Ted Fieldman (Chcago USD),

Jui Sung Hung (Taichung Taiwan).

Nong van hai 14 (NVHL) bang bong Inoue d3 dugc nhiéu nghién ciru ngén
han va theo d&i lau dai & céc nuéc phat trién chimg minh. hiéu qua va dén tré
thanh phuong phéap diéu tri hang diu cho bénh nhén bi hep van hai 14 (HHL).
Nghién ciru nay nham dénh gia két qua sém, theo ddi trung han (2-3 nim) va
nhitng dgc ‘thl‘l cia NVHL tai Viét nam.

Trong thoi gian tir 10/1998 dén hét 12/2003 c¢6 2000 bénh nhan HHL khit
duoc NVHL béng béng Inoue tai Vién Tim méch, Bénh vién Bach mai. Tudi bénh
nhén trung binh 32 + 25°(11-69 tudi), nir gi6i chiém da s6 (67%) va 20% c6 tudi <
20. 42% bénh nhan bi rung nhi. Diém siéu am (Wilkins) trung binh 6,7 + 3,3 (5-11
diém). Céc thong sb vé 1am sang; siéu am tim, thim do huyét dong dugc theo doi ky
trrdc, trong va ngay sau NVHL dong thdi bénh nhan dugc theo ddi sau mdi 6 thang

sau thu thuat.

Thanh cong vé ky thuat dat dugc 98,4% (1968/2000 bénh nhan), trong sé do,
thanh céng vé két qua dat 94,7 % (1865/1968). Dién tich 15 van hai 14 (MVA) trén
siéu 4m 2D tang tir 0,7 + O,3cm2 (truée nong) 1én 1,8 + O,4cm2 (sau nong). MVA
(PHT) ting tuong tmg tir 0,8 + 0,3cm’ 1én 1,9 + 0,4cm’. 4p luc trung binh nhi trai
giam tor 32 + 12 mmHg (truée nong) xudng con 14 + 6 mmHg (sau nong). Chénh
ap trung binh qua van hai 14 (MVG) giam tr 19 + 8 mmHg (truéc nong) xudng con
6 + 4 mmHg (sau nong) (p<0,0001). ap Iuc dong mach phdi tim thu giam tir 65 +
32 mmHg (trude nong) xuéng con 40 £ 15 mmHg (sau nong). C6 anh hudng cia
tudi va diém siéu 4m 1én két qua nong van hai 14 sém. Gi6i, rung nhi, tién sit md

tach van, ho van hai 14 (HoHL) truéc nong van khdng anh huong dén két qua sém
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cua NVHL. Bién 'chl'mg bao: gi‘ifn 9 bérh nhan bi @rz‘m méu 1tndng timt gy ép tim cp
lién quan dén thi choc vach llen nh1 trong do c0 I benh nhén dén dén tir vong
(0,1%). 45% sb benh nhan c6 tang mirc do HoHL sau NVHL nhung da sb déu &
muc nhe chap nhén dugc, chi c6 23 bénh nhén (1,2%) HOHL ning sau NVHL va
¢6 3 bénh nhan sau d6 phai thay van hai 14. 5 bénh nhan bj TBMN sau NVHL
nhung déu hdi. phuc duge. Budc dau qua theo ddi trén 600 bénh nhan trong thoi
gian trung binh 2 nim sau nong van hai 14 thanh c6ng ching t6i thdy: 100% sb bénh
nhan séng sOt sau 2 nam, trong do 85% bénh nhan 'khﬁng' c6 nhitng triéu ching co
ndng gy ra do hep hai 1. 35 bénh nhén (3,4%) c6 dau hiéu hep lai van hai 14. 35
bénh nhan HHL khit 1a phu nir ¢ thai véi triéu chirng 1am sang nang dugc NVHL
thanh c6ng ma khong gip phai tai bién déng ké nao dbi véi me va coh. C617 bénh
nhan 13 tré em hodc thiéu nién < 16 tubidugc NVHL thanh cong, cai thién 6t triéu
chimg va giup tré phat trién tbt sau do.

NVHL 1a bién phap kha hiéu qua va an toan véi két qui déng khich 18 trong
diéu tri HHL & Vién Tim Mach Viét nam. Lgi ich ciia phuong phéap dugc duy tri &
ph?m I6n céac bénh nhan qua theo ddi trung han. NVHL cé lgi thé nbi trdi & nhitng
bénh nhén dic bi¢t nhu phu nit c6.thai, suy tim néing, clp ciru, tré em, bénh nhan da
tung md tach van bi hep lai... Do d6, NVHL nén dugc coi 1a phuong phép wu tién
lwa chon cho diéu tri bénh nhan bj HHL khit & Viét Nam.
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NONG VAN HAI LA BANG BONG INOUE PHOI HQP
VOl HPONG DAN CUA SIEU AM TIM CHO
PHY N(’ CO THAI Bl HEP VAN HAI LA KHIT

PERCUTANEOUS MITRAL VALVULOPLASTY
DURING PREGNANCY

BS. Pham Manh Hung; Bs. Pham Thi Ngoc Oanh; BS. Nguyé;n Lén Hiéu;
BS. Nguyén Ngoc Quang; Bs. Khong Nam Huong; TS. D6 Doan Loi;
BS. Nguyén Quang Tudn; BS. nguyén quéc thdi; BS. Tran vin duong;
BS. Trinh Xudn Héi; GS. TS. Nguyén Lan Viét; TS, Nguyén ngoc tuée;
GS. TS. Pham Gia Khai. (Vién Tim mach Viét nam).

Background: Circulatory changes in gestation, a hyperdynamic adaptive state
in general, cause an additional burden on the cardiovascular system of women with
rheumatic mitral stenosis (MS). Percutaneous Mitral Valvuloplasty (PMV) has
emerged as an effective nonsurgical technique for the treatment of patients with

symptomatic MS during pregnancy.

Methods: From November 1998 to Dec. 2002, 31 pregnant women (among
2000 PMV patients) were performed PMV using Inoue balloon at Vietnam Heart
Institute. The transthoracic echocardiography was used in combination with
intermittent fluoroscopy to limit the radiation exposure time. A detailed clinical,
echocardiographic, hemodynamic assessment was analyzed pre, post procedure, at
every 3 months for the first year and at 6-month interval thereafter. The pregnancy

and newborn babies outcomes were also followed

Results: MS pregnant women were 27,6 years old on average (ranged 22-42)
and the mean length of pregnancy was 24;2 * 5,6 weeks. Echo score of mitral valve
was 7,1 £ 2,3. The procedure was technically successful in all cases without any
complications. The total mean duration of the procedure was 35,25 + 14,28 min and
that of fluoroscopy 2,55 + 1,28 min (from 1 min 59 sec to.3 min 15 sec). The
fluoroscopy time was significantly sh’o'r'ter than that of usual patients not using echo
guided (2 min 23 sec vs. 7 min 23 sec, p< 0,01). The mitral valve area increased
from 0,7+ 0,3t0 1,9 £ 0,4 cm’ (on 2D echocardiography) and from 0,8 + 0,4 to 2,0

+ 0,4 cm® (on PHT) (p< 0.01). A reduction in mean transmitral valve gradient
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(MVG) was from 22 + 6 to 8 £ 2 mmHg. There were no maternal or fetal deaths.
All patients delivered at full term but 2 (without major'complications), 10 vaginally
and 21 by caesarean section. After average 18 months fdllow-ﬁp (range, 3 to 36) all

children had normal growth.

Conclusions: During pregnancy, Percutaneous Mitral Valvuloplasty could be
considered as the treatment of choice of severe pliable mitral stenosis which are
refractory to medical treatment. Using echocardiography guided can reduce the

fluoroscopy time.
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PIEU TRI DOBUTAMINE LIEU THAP NGAT QUANG -
CHO BENH NHAN SUY TIM GIAI DOAN CUOI

Thac si. Pham Nhu Hiung; T ién sT. Pé Qué'c Hung
Vién tim mach quéc gia Viét Nam

Muc dich: Truyén dobutamine da chirng minh c6 hi€u qua lam sang ¢ bénh
nhan suy tim. Nghién ctru ndy danh gia hiéu qua cla dobutamine liéu thip ngit

quéng cho bénh nhén suy tim giai doan cudi.

Déi twgng va phieong phdp: Nghién ciru bao gf)m 21 bénh nhan suy tim giai
doan cudi tro v6i cac thude diéu tri thf)ng.thu()ng chia ngiu nhién thanh 2 nhém: (1)
Nhém 1 gbm 11 bénh nhan dugc truyén Dobutamine 3 pg/kg/1phut lién tuc trong
10 ngay; (2) Nhom 2 gbébm 10 bénh nhan dugc truyén Dobutamine 3 pg/kg/1pht
trong 72 gi®, nghi 1 tudn sau d6 nhic lai 1an 2.

K&t qua: Sau 3 tuin theo ddi, ching t6i thiy ca hai nhém déu c6 1 bénh nhan
tir vong; Cai thién it nhat 1 d6 NYHA 1a 6/11 bénh nhan & nhom 1, 8/10 bénh nhan
& nhém 2; C6 3/11 bénh nhéan khong c6 thay ddi d6 NYHA sau diéu trj &'nhém 1 va
1/10 bénh nhén & nhém 2; C6 2/11 bénh nhan & nhém 1 cé tinh trang phu thudc
dobutamine trong khi d6 & nhém 2 1a 0/10 bénh nhén; Bi viém tinh mach sau truyén
la 4/11 bénh nhan & nhém 1 va 2/10 bénh nhan & nhém 2.

Két Iugn: Dicu tri Dobutamine liéu thap ngat quéang rd rang c6 hiéu qua va

an toan cho bénh nhan suy tim giai doan cudi.
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INFUSION OF INTERMITTENT LOW- DOSE DOBUTAMINE
IN:PATIENTS WITH END-STAGE HEART FAILURE

Thac si. Pham Nhue Hiing; Tién si. D6 Quoc Hing
Vién tim mach quo"c gia Viét Nam

Objective: infusions of dobutamine reportedly effect clinical improvement in
patients (pts) with heart failure. This study is designed to determine the effect of

intermittent low- dose dobutamine in patients with end-stage heart failure.

Patients and Methods: Twenty- one patients with end-stage heart failure
refractory to standard treament who were randomized 2 groups (1) The Group 1
consisted of 11 patients were infused dobutamine with 3ug/kg/1min dose for 10
days; (2) The Group 2 consisted of 10 patients were infused dobutamine with
3pg/kg/1min dose lasting for 3 days and repeating after 7 days.

Results: After 3 weeks follow-up, we found the both groups had one death;
Improved by one or more class in the NYHA were 6/11 pts in group 1 and 8/10 pts
in group 2; No change in the NYHA class were 3/11 pts in group 1 and 1/10 pts in
group 2; Dobutamine dependent status were 2/11 pts in group 1 and 0/10 pts in
group 2; Venositis were 4/11 in group 1 and 2/10 in group 2.

Conclusion: Intermittent low-dose dobutamine improved significantly

clinical status and was safe in patients with e.nd-stage heart failure.
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LIET NHI CO TiNH CHAT GIA BINH

Ths. Pham Nhir Hung, BS. Ta Tié ién Phude, Ths. Pham Manh Hing,
BS. Trinh Xudn Héi, TS Nguyén Ngoc Tudc.
Vién tim mach Viét nam :

Muc dich: Liét nhi 1a bénh 1y kha hiém gap trén 1am sang. Chung t61 nghién
ctru mot bénh nhén c6 bénh 1y liét nhi cé.tinh chit gia dinh.

Phuong phdp va két qud: M6t bénh nhan nam, 20 tudi vao Vién tim mach
Viét nam thang 2/2002 v&i nhiéu con choang véng. Trong gia dinh bénh nhéan c6 3
chi em bj ddt tir khong rd nguyén nhan. Khi kiém tra dién tdm d 1a nhip b ndi va
khong co6 song P. Bénh nhén da dugc tham do dién sinh ly hoc va dugc xac dinh la
liét nhi. Bénh nhén da duoc diéu tri bing cdy may tao nhip thit vinh vién va thubc
chéng dong. Sau gin 2 nam theo ddi, hién bénh nhan van con séng.

Két lu@n: Liét nhi co tinh chét gia dinh 1a bénh ly hiém gip, c6 ty 18 tir vong
cao. Chi dinh diéu tri cho nhirng bénh 1y nay 14 ciy may tao nhip that V‘Tnh vidn va

thubc chéng déng.

FAMILIAL ATRIAL STANDSTILL

Backgrounds: Atrial standstill has rarely been documented. We investigeted a

case with familial atrial standstill.

Methods and Results: A male patient, 20 years old was admitted to Vietnam
National Heart Institute because of dizziness in February, 2002. He had 2 sisters
and one brother in sudden death of unexplained etiology. An electrocardiogram
showed junétional bradycardia without any evidence of P waves.
Electrophysiological studies determined atrial standstill. The patient is received
permanent ventricular pacing and anticoagulant drug. After 2 years follow-up, the

patient is still survived.

Conclusions: Familial atrial standstill is a rare disease with high-risk of
mortality. I ndication for treatment o f this disease i s p ermanent v entricular pacing

and anticoagulant drug.
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DAT MAY TAO NHIP O TRE EM
ThS.BS D6 Nguyén Tin, TS Vii Minh Phuc PGS.TS Hoang Trong Kim
B Mén Nhi- Truong DHYD TP Hé Chi Minh,BS Lé Thanh Liém- BVCR

MUC TIEU NGHIEN CUU: mo ta céc dic diém trong dédt may tao nhip ¢ tré em
tai Bénh vién Nhi Dong L.

PHUONG PHAP NGHIEN CUU: tién ciru, md ta.

BENH NHAN: T4t ca bénh nhan dugc dit may tao nhip tam th&i va vinh vién
trong 1 nim 2002-2003 tai Bénh Vién Nhi Dong I ké ca tir vong va khong tir vong.

. KET QUA: c6 16 bénh nhan dyoc dit mdy tao nhip, trong do6 14 bénh nhén tao
nhip tam thoi véi 18 1an dit va 9 bénh nhén tao nhip vinh vién véi 12 lan dat. Co 6
ca dit mdy tao nhip tam thoi sau do6 chuyen 'sang ddt mdy tao nhip vinh vién. Tudi
nhé nhit 14 5 thang, 16n nhét 13 13 tudi. Da sb cac chi dinh dét may la block nhi thit.
Phin 16n bénh nhan nhap vién trong tinh trang rbi loan huyét dong, c6 bénh ly tim
va ¢6 bét thudng trén siéu 4m tim. Pa sb cac truong hop dét may tao nhip tam thoi
déu dung tinh mach canh trong, voi phuong phap gy té tai ché va dat mu khong co6
huéng din cia man hinh ting sang, ty 1€ thanh cong cia thu thuét cao. Tét ca cac
truong hop ddt mdy tao nhip vinh vién déu di vao tinh mach duéi don va c6 hudng
d4n ctia man hinh ting sang. Cac bién chimg thuong gdp la sat day dién cyc, roi
loan nhip va nihiém trung. Két qua sau dat may tdt, da s6 bénh nhén 6n dinh huyét
dong hoc va dugc ciru song.

KET LUAN: Dit may tao nhip & tré em la mot thu thuét cén thiét, an toan va c6
hi€u qua cao trong dleu tri cac roi loan nhip chdm c6 triéu chung Trong diéu kién
hién tai, sau khi trlen khai ddt may tao nhip tai Bénh Vi¢n Nhi Péng 1 trong 1 nam
qua van con nhiéu vén dé can khic phuc.

PACING IN CHILDREN

OBJECTIVES: to describe the features of pediatric pacemaker at Pediatric Hospital N°1.

METHOD: prospective, descriptive study.

PATIENTS: all of patients with both temporarv and permanent pacing in 1 year (2002-
2003) at Pediatric Hospital N°1, including fatal and nonfatal cases.

RESULTS: in 1 year, there are 16 patients implanted temporary and permenent
pacemakers. Temporary pacing in 14 patients with 18 implantations and permanent pacing
in 9 patients with 12 implantations. There are 4 cases with permanent pacing followed
temporary pacing. The youngest patient is 5 months old, the oldest patient is 13 years old.
Most of pacing indications is AV block. Most of patients were administrated hospital in the
status of compromised hemodynamic, heart diseases and abnormal signs on
echocardiography. In temporary pacing, most of procedures select internal jugular vein for
incision, with local anesthesia and without fluoroscopic guidance but high rate of suscess.
All of patients with permanent pacing are used subclavian puncture with fluoroscopic
guidance. The complications are replacement of electrode, arrhythmias, infection. The
results of pacemaker are good, most of patients are stable hemodynamic status and
rescued.

CONCLUSIONS: Pediatric pacing is a necessary, safety and effective procedure in
treatment of symtomatic bradycardia.
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