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HEN

O TRE TREN 6 TUOI, VI THANH NIEN, NGUOI TRUONG THANH.

|- DINH NGHIA-DICH TE-GIAI PHAU BENH
1) Dinh nghia:

¢ GINA 2016: Hen la mot bénh khong dong nhét (heterogeneous), thuong dic trung boi viém man tinh dwong tha. Bénh dugc
dinh nghia bai bénh sir caa céc triéu ching hé hap (kho khe, tha nhanh, nang nguc) bién doi vé thoi gian, do ning, di cing
Véi tic nghén thay d6i dong khi thi tho ra.

«Slide bo sung: Hen la viém man tinh khi dao trong d6 c6 sy tham gia cua nhiéu té bao va thanh t4 té bao. Tinh trang viém
man tinh khi dao ting dap ung véi cac kich thich dan dén cac con kho khe, kho tha, nang nguc va ho, dic biét ban dém hoic
sang sém. Cac con nay thuong di kém véi cac muc do tic nghén phé quan lan toa khac nhau ma thuong hoi phuc ty nhién
hoic véi diéu tri.

e Thay Tung:

Hen Ia bénh phdi c6 cac dic diém:

0Tang tinh dap (ng caa niém mac phé quan (nghia 1a tinh dap @ng vs di nguy@n trén bénh nhan d6 cao hon so v&i ngudi
binh thuong).

0Con kho thé.

0Co that rong khap, c6 hoi phuc (nén 1am sang nghe ran phoi khu trii thi ko nghi toi hen).

o La bénh man tinh biéu hién bai con khoé thd kich phat. Con hen thuong dién ra trong ngay( ban dém), trong nam( mua lanh)
.Bénh phé bién 2-3% dan s. Con hen ban dém khoang 1-2 gio séng( khac vai bénh tim: 2-3 gid sau ngu) c6 thé do: troi tro
lanh, thuéc dan phé quan hét tac dung.

2) Dich té
3) Giai phiu bénh:

e Niém mac phu né, thAm nhidm Eosinophil. Co tron phi dai. Mach méu dan va ting tinh thim. Long phé quan c6 cac té bao

biéu mé va ndt nhay.

L= SINH LY-SINH LY BENH:
1) Nhikng yéu té tac dong 1én sw hinh thanh va biéu hién cua hen:
2) Co ché:
Vai tro cac té bao viém, céc chit trung gian hoa hoc.
a) Viém dwong theg trong hen:
-Dic trung cua viém trong hen (hay bénh 1y di Gmg): ting cac té bao mast/eosinophil hoat hoa, ting sb lwong thu thé té bao T,
natural killer T, Th2, giai phong cac chat trung gian gay triéu chimg. ILC2 ciing gbp phan vao viém dudng thé. Mot sb truong
hop (dc biét 1a hen ning) ciing gop phan vao phan ung.
-Céc structural cell ciia dudng tho ciing giai phdng céc chat gay viém.
o Céc té bao viém:

OMucosal Mast cell: giai phdng céc chit trung gian héa hoc 1am co that phé quan (histamin, leukotrien, PG D2) khi bi hoat
héa. Té bao mast bi hoat héa bai cac tc nhan di tng, gin Ién cac khang thé IgE trén bé mit té bao.

<>Eos1noph11s Tang sb luong trong dudng thd & BN hen, giai phéng céc protein gay ton thuong té bao biéu mé duong tha,
g6p phan tao cystemyl lekotrien va GF. Trong nhiing truong hop hiém (hen khéng vai steroid), khang thé anti-1L5 c6 thé
giam trong dot cip hen PQ.

OLympho T: Ting sb lwong trong dwdng tha BN hen, giai phong cac cytokin dac biét (bao gom IL 4,5,9,13), san xuit cac Ig
E (bai lympho B). An increase in Th2 cell activity may be due, in part, to a reduction in the regulatory T cells that normally
inhibit Th2 cells. In severe asthma, there is also an increase in innate type 2 T cells (ILC2), and also Th1 and Th17 cells..

ODendritic cells: These cells sample allergens from the airway surface and migrate to regional lymph nodes where they
interact with regulatory T cells to ultimately stimulate production of Th2 cells from naive T cells.

OPai thuc bao: Present in increased in numbers in asthmatic airways, macrophages may be activated by allergens through
low-affinity IgE receptors to release inflammatory mediators and cytokines that amplify the inflammatory response,
especially in severe asthma.

ONeutrophil: These cells are increased in the airways and sputum of patients with severe asthma and in smoking asthmatics.
The pathophysiological role of these cells is uncertain and their increase may even be due to corticosteroid therapy.
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e Céc structural cell: )

Cell type Action Os N

~
Airway epithelial cells These cells sense their mechanical environment, e@s multiple
inflammatory proteins, and release cytokines, @npkines, and lipid
mediators in response to physical perturbati Viruses and air
pollutants also interact with epithelial ce

Airway smooth muscle cells These cells show increased prollfer perpIaS|a and growth
(hypertrophy) and express simil matory proteins to epithelial cells.

Endothelial cells Endothelial cells of the br @ circulation play a role in recruiting
inflammatory cells fromérculation into the airway.

Fibroblasts and myofibroblasts These cells produc: nective tissue components, such as collagens
and proteoglyt at are involved in airway remodeling.

Airway nerves Cholinergic'ge Ves may be activated by reflex triggers in the airways and
cause br iconstriction and mucus secretion. Sensory nerves that

ma sitized by inflammatory stimuli, including neurotrophins, cause
hanges and symptoms such as cough and chest tightness, and

'
,(r%elease inflammatory neuropeptides
 C4c chét trung gian hda hoc:

Mediators Action /IC:

Chemokines Important in the recruitment of inflammatory cells into the airways; main '
expressed in airway epithelial cells."** cCL11 (eotaxin), is relatively iyé for
eosinophils, whereas CCL17 and CCL22 recruit Th2 cells. Q.

Cysteinyl leukotrienes Potent bronchoconstrictors and pro-inflammatory mediators lerived from
mast cells and eosinophils. They are the only mediators th: en inhibited, have
been associated with an improvement in lung function, asthma symptoms.'*

Cytokines Orchestrate the inflammatory response in asthi %elermme its severity.'*®

Important cytokines include:
o IL-1-beta and TNF-e, which amplify t \ifnmatory response
+ GM-CSF, which prolongs eoslnn&ma\ in the airways
* Th2-derived cytokines, which i

o IL-5, that is required for
o IL-4, that is important

hil differentiation and survival
cell differentiation and IgE expression
E expression. In patients with asthma

o IL-13, that is need: r
selected fora ) le, anti-IL 5, anti-IL13 and anti-IL4 and 13
antibody have shown to have a minor therapeutic benefit. *®
s

Histamine Released from

lls, histamine contributes to bronchoconstriction and to the

inflammator, nse. Antihistamines however, have little role in asthma
treatmei e of their limited efficacy, side-effects, and the apparent
devel& of tolerance. ™

Nitric oxide it vasodilator produced predominantly from the action of inducible nitric

synthase in airway epithelial cells."® The potential use of exhaled nitric
ide in monitoring asthma is being investigated because of its association with

eosinophilic airway inflam mation."*®

Prostaglandi A bronchoconstrictor derived predominantly from mast cells. It is involved in Th2

~ cell recruitment into the airways.
A

b) Nhitng thay doi cau triic dwong thé trong hen:
Tissue Changes in asthma 0}
[ Subepithelial fibrosis A deposition of collagen fibers and proteoglycans under the basement @ne
b

that is seen in most asthmatic patients, even before the onset of sy, oms, but
there is a large overlap with normals. Fibrosis also occurs in oth rs of the

airway wall, with deposition of collagen and pruteoglycans =

Increased airway

A consequence of both hypertrophy (increased size of i I cells) and
smooth muscle 3

hyperplasia (increased cell prollferatlon which contpﬂJ the increased

thickness of the airway wall.™ This process may relat disease severity and is

caused by inflammatory mediators, such as gro%{tors.

Increased blood These amplify the influence of growth fact uch as vascular endothelial growth
vessels in airway factor, YKL-40 and tissue factor and m@mlbute to increased airway wall

walls thickness'*? E
Mucus hypersecretion Results from increased number; oblet cells in the airway epithelium and
increased size of sub-muco s."

¢) Sinh bénh hoc:
e Hep duong tho:
0Co thét co tron: Do céc chét trung gian héa hoc va dap tng véi cac tac nhan dan phé quan.
OPhu dudng thd: Do viém, phu dudng tho dac biét quan trong trong con hen cép.
ODay dudng tho: Do su thay déi cu trac dudng tho (ti cu truc). Day dudng thd khdng phuc hdi hoan toan.
0Tang tiét nhay:
e Tang phan tng tinh cta duong tho (hyperresponsiveness):

Hi- CHAN POAN HEN MAN TiNH
Chdn dodn hen dwa vao:
-Tién can ban than/gia dinh bénh di tng;
-Triéu ching goi ¥ hen va thay doi theo thoi gian (nang vé nira dém, sang sém), khdng gian, yéu t6 tiép xtc (lap di 1ap lai
cuing yéu té khai phat); Tu khoi hoic dap tng véi thude dan phé quan
-Can lam sang: Ching minh tic nghén duong dan khi véi cac dic diém: tic nghén thay dbi theo thai gian (h6 hap ky, PEF),
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tang phan (ng tinh, viém man tinh vu thé t€ bao 4i toan (d¢ém s té bao ai toan trong dam).

Box 1-1. Diagnostic flowchart for clinical practice — initial presentation

Patient with respiratory
symptoms (Box 1-2)

Are the symptoms typical of asthma?

I NO
YES
Detailed history/examination
for asthma
History/examination supports
asthma diagnosis?
Further Qistory and tests for
——— No alternative diagnoses (Box 7-3)
Li C“”';Z‘g“;gig {,,ﬁ&icmer' L0 Vis Alternativediagnosis confirmed?
Perform spirometry/PEF with
reversibility test (Box 1-2)
Results support asthma diagnosis?
. Repgat on another
NO occasie*erarrange other NO—
<4— YES tests (Box 1-2)
: Confirms asthma diagnosis?
y

Empiric treatment with YES NO
ICS and prn SABA (Box 3-4)

YES
Review response : :
. V! _W p ] Consider trial of treatment for
Diagnostic testing within most likely diagnosis, or refer
1-3 months (Box 1-4) for further investigations
Y A
Treat for ASTHMA ] [ Treat for alternative diagnosis

Ll Lamsang:

e Tién can ban than/gia dinh bénh di tng: hen, viém miii di tng, viém két mac di tng, viém da tiép x(c, di ing thirc an.
5-20% nhimng trudng hop hen méi khai phét & ngudi truéng thanh 6 lién quan dén nghén nghiép. Do d6 ¢ nhiing ngudi
truong thanh mai khoi phat can khai thac vé cong viéc, tiép xtc, théi quen. Nhirng cau hoi nhu: triéu ching c6 cai thién khi
khong lam viéc (cudi tuan, ki nghi) ?.

e Triéu ching:

0Goi y khi c6: Ho, kho khé, con kho thd, nang nguc thay doi theo thoi gian( nang vé nira dém, sang sém), khong gian, c6
yéu t6 tiép xtc lap di 1ap lai.

O0Khdng goi y khi c6: =< 1/4 triéu chung trén, ho khac dam khong phai ho khan, khé thé kém triéu chung khac (chéng mat,
choéng vang, di cam chan tay), dau nguc, tha rit thi hit vao.

OKho khe c6 thé khdng hién dién ltc kham, cé thé o thi tho ra, ¢ thé mét trong con hen ning (do giam nang dong khi —
silent chest).

ONhiéu nguyén nhan gay ho: dung thuéc ACE-I, GERD, chay miii sau, viém xoang man, rdi loan chirc ning day thanh.. Di
v6i BN “cough-variant asthma” c6 triéu ching ho man la chinh, thuong pho bien ¢ tré em, thuong nang 1én ban dém, chirc
nang phoi thuong binh thuong >Da6i véi BN nay can ghi nhan sy thay doi trong chirc nang phoi (variability).

0Yéu t6 khai phét hen: Di tng nguyén, chét 6 nhidm khong khi, NT hé hip, géng sirc va ting thong khi, thay ddi thai tiét,
S02, thirc an/gia vi/ chat bao quan/ thudc.

e Kho tho ra dién hinh (Con hen, dot cip COPD)
0LANg nguc cang phong, thoi gian tho ra 1on hon hit vao nhidu (¢ thé cam nhan bang mat-binh thuong thi khéng), co kéo
co ho hap phu ma chii yéu 1a co tho ra (co bung trudc).
ORung thanh giam, gd vang, nghe kho khe, ran phé quan (ngay, rit).
«Con hen phé quan diéu hinh: Gom 3 giai doan
OTién triéu: ho khan, chay nuéc mit, nude miii.
0Kho6 the: Cam giac ngop the (ngdi day, hoang hdt, mé toang cira), thiéu oxy (xanh xao, v mo héi), kho thé ra dién hinh
nhung rung thanh binh thudng hoc chi giam nhe. Tim mach, than kinh khong bi anh huong nhiéu.
OHdi phuc: Sau khi khac duoc dam (trong, nhdy, dinh), bénh nhan d& thd hon va ngu lai dugc. Sdng nga day hoan toan binh
thuong.
2) Canlam sang:

Ching minh tic nghén duong dan khi véi cac dac diém: tic nghén thay ddi theo thai gian (hd hip ky, PEF), tang phan tng tinh,
viém man tinh vu thé té bao ai toan (dém s té bao ai toan trong dam).
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a) Ho hap ky: Pac trung cta hen la tac nghén duong thd dao dong (sau test dan phé quan, thay doi dang ké gitra ngay va dém
>10% & nguoi 16n hay 13% ¢ tré em) va ting dang ké sau khi dung thudc kiém soét 4 tuan. Cang thay d6i nhiéu cang nghi
hen, Iap lai XN khi BN ¢4 triéu chting hoic sau khi ngung thudc din phé quan.

eBénh canh hen va:

OFEV1/FVC < LLN va test GPQ (+) =>Xac dinh: hen.
OFEV1/FVC >LLN va test GPQ (-) = Chic chan khdng phai hen.

e Bénh canh hen ma chi 1 trong 2 tiéu chuéan trén thda, qua budc 2: Diéu tri thir ICS 2 tuan hoac theo ddi PEF trong 2 tuan
(khong diéu tri).

ONéu sau 2 tuan, ho hip ky xac dinh hen hoic PEF dao dong >=20-30% > XD hen.
ONéu van khong CP dugc, qua bude 3: dung test kich thich.
ONéu dung test kich thich van (-): Dém Eosinophil trong dam.

e C4c Test kich thich: Dung khi bénh nhan c6 bénh canh hen ma HHK khong khang dinh dugc. Dung Methacholine test (chat
kich thich) > Duong tinh: XD 12 hen.

e Dém eosinophil trong dam: Néu >=3% chan doan hen. Néu <1% thi loai trir hen, tim nguyén nhan khac (CoPD, gi&n PQ,
lao..).

e Khong c6 bénh canh hen, HHK chan doan hen = Tién hanh tir bude 2 (khong diéu tri, theo ddi PEF).

b) X-quang nguc: Hoi chiing & khi trong con hen cap. Phan biét, tim nguyén nhan hd tro con hen (viém phdi, lao phdi, tran
khi..).
¢) Khéc:

« Cong thirc mau: Eosinophi ting trong hen di tng. Bach cau c6 thé ting nhe (Do khé tho 12 1 stress, hodc do NTHH trude do,
hoac do tu sir dung corticoid liéu cao).

eJlon d6: Tim giam K/Mg huyét thanh (K dong vai tro trong co co nén dé dan téi SHH trén bénh nhan hen).

eDam: tinh thé Charcot Leyden (manh v& cia Eosinophil), Crushman.

e Test tim di nguyén.

e Test kich thich bang methacholine, histamin, gang stc, eucapnic vuluntary hyperventilation. Céc test nay c6 d¢ nhay trung
binh va d6 dac hiéu thip vi test ciing dap (ng trén nhimg co dia di tng khong phai 1a hen (Test am tinh & 1 BN khong diéu tri
ICS cho phép loai trir bénh, nhung dwong tinh khéng khang dinh CP.)

3) Chén doan phén biét:

Age Condition _Symptoms
6-11 Chronic upper airway cough syndrome | Sneezing, itching, blocked nose, throat-clearing
years Inhaled foreign body Sudden onset of symptoms,unilateral wheeze
Bronchiectasis Recurrent infections, productive cough
Primary ciliary dyskinesia Recurrent infections, productive cough, sinusitis
Congenital heart disease Cardiac murmurs
Bronchopulmonary dysplasia Pre-term delivery, symptoms since birth
Cystic fibrosis Excessive cough and mucus production, gastrointestinal symptoms
12-39 | Chronic upper airway cough syndrome Sneezir;g,—itching, blocked nose, throat-clearing
years Vocal cord dysfunction Dyspnea, inspiratory wheezing (stridor)
Hyperventilation, dysfunctional breathing Dizziness, paresthesia, sighing
Bronchiectasis Productive cough, recurrent infections
Cystic fibrosis : Excessive cough and mucus production
Congenital heart disease Cardiac murmurs
Alpha;-antitrypsin deficiency Shortness of breath, family history of early emphysema
Inhaled foreign body Sudden onset of symptoms
40+ Vocal cord dysfunction Y Dyspnea, inspiratory wheezing (stridor)
years Hyperventilation, dysfunctional breathing Dizziness, paresthesia, sighing
COPD* Cough, sputum, dyspnea on exertion, smoking or noxious exposure
Bronchiectasis Productive cough, recurrent infections
Cardiac failure Dyspnea with exertion, nocturnal symptoms
Medication-related cough Treatment with angiotensin converting enzyme (ACE) inhibitor
Parenchymallung disease Dyspnea with exertion, non-productive cough, finger clubbing
Pulmonary embolism Sudden onset of dyspnea, chest pain
Central airway obstruction Dyspnea, unresponsive to bronchodilators

e Dot cap COPD: Can than vaéi BN v vi kho kheé va khé the vi diéu tri COPD va hen 1a khac nhau (d4c biét 1a liéu phap 02).
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e Dén phé quan: Tudi; Tién cin ton thuong phéi nang — kéo dai (Iao phol abces phdi, di vat); Ho khac dam nhiéu, suét ngay,
dam mi ¢6 thé phan thanh 3 I6p, ¢d thé ho ra méau. Kham thay phéi ran am nhiéu.
e Dot cap cua suy tim T: Con kho tho kich phat vé dém (twong tu hen PQ, nhung BN bi 1-2 gio sau ngu, thuong ho khan hozc
dam trang trong, dap Gng tot véi lgi tiéu, cé thé ciing dap wng voi dan phé quan).
e Khéc: Di vat phé quan, lao phé quan, trao ngugc dich vi, viém tiéu phé quan (¢ tré em).
4) Tiéu chuin CP hen theo GINA 2016:

DIAGNOSTIC FEATURE CRITERIA FOR MAKING THE DIAGNOSIS OF.ASTHMA

1. History of variable respiratory symptoms

Wheeze, shortness of breath, chest ¢ Generally more than one type of respiratory symptom

tightness and cough (in adults, isolated cough is seldom due to asthma)

Descriptors may vary between cultures and | ¢« Symptoms occur variably over time and varyiin intensity

by age, e.g. children may be described as e Symptoms are often worse at night or on waking

having heavy breathing o Symptoms are often triggered by exetcise, laughter, allergens, cold air
e Symptoms often appear or worsen with/viral infections

2. Confirmed variable expiratory airflow limitation

Documented excessive variability in lung The greater the variations, or the‘'more occasions excess variation is

function* (one or more of the tests below) seen, the more confident the diagnosis
AND documented airflow limitation* At least once during diagnestic process when FEV, is low, confirm that

FEV4/FVC is reduced.(normally >0.75-0.80 in adults, >0.90 in children)
Positive bronchodilator (BD) reversibility Adults: increase in-EEV4 of >12% and >200 mL from baseline, 10-15

test* (more likely to be positive if BD minutes after 200—400 mcg albuterol or equivalent (greater confidence if
medication is withheld before test: SABA increase is >15%-and >400 mL).
24 hours, LABA 215 hours) Children: increase in FEV, of >12% predicted

Excessive variability in twice-daily PEF over | Adults:.average daily diurnal PEF variability >10%**
2 weeks* Children: average daily diurnal PEF variability >13%**

Significant increase in lung function after Adults: increase in FEV, by >12% and >200 mL (or PEF" by >20%) from
4 weeks of anti-inflammatory treatment baseline after 4 weeks of treatment, outside respiratory infections

Adults: fall in FEV4 of >10% and >200 mL from baseline
Children: fall in FEV, of >12% predicted, or PEF >15%

Positive exercise challenge test*

Positive bronchial challenge test Fall in FEV, from baseline of 220% with standard doses of methacholine
(usually only performed in adults) or histamine, or 215% with standardized hyperventilation, hypertonic
saline or mannitol challenge

Excessive variation in lung function between | Adults: variation in FEV, of >12% and >200 mL between visits, outside of
visits* (less reliable) respiratory infections
Children: variation in FEV4 of >12% in FEV, or >15% in PEF' between
visits (may include respiratory infections)

BD: bronchodilator (short acting SABA or rapid acting LABA), LABA (long-acting beta-2 agonist), SABA (short-acting beta-2
agonist).

(*): Test c6 thé 1ap laij luc c6 triéu chimg hodc vao budi sang sém.

(**): Daily diurnal PEF variability: do PEF 2 1an 1 ngay, rdi:( két qua cao nhét - thip nhat) / (trung binh giita cao nhét va thap nhét),
va thoi gian 1am trung binh 1 hon 1 tuén,

(L): Po PEF véi cuing 1 thude, vi cac thude do PEF c6 thé khac nhau toi 20%. BD reversibility c6 thé mét trong con cép ning hoidc
nhiém trung.

(1 1): Neu ban dau rna dan phe quan khong dap ung, buorc tlep theo tuy vao cac test khac va su can thlet khan cap cua v1ec diéu tri.
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5) Xac nhén chan doan hen ¢ bénh nhan san sang diéu tri:
Current status Steps to confirm the diagnosis of asthma

Variable respiratory symptoms = Diagnosis of asthma is confirmed--Assess the level of asthma control (Box 2-2, p17)
and variable airflow limitation | and review controller treatment (Box 3-5, p31).

Variable respiratory symptoms | Repeat BD reversibility test-again after withholding BD (SABA: 4 hours; LABA: 12+
but no variable airflow hours) or during symptoms: If normal, consider alternative diagnoses (Box 1-3, p8).
limitation If FEV, is >70% predicted: consider a bronchial provocation test. If negative, consider
stepping down caentraller treatment (see Box 1-5) and reassess in 2—4 weeks
If FEV, is <70% predicted: consider stepping up controller treatment for 3 months (Box
3-5), then reassess symptoms and lung function. If no response, resume previous
treatment'and refer patient for diagnosis and investigation

Few respiratory symptoms, Repeat BD reversibility test again after withholding BD (SABA: 4 hours; LABA: 12+
normal lung function, and no hours) er during symptoms. If normal, consider alternative diagnoses (Box 1-3).
variable airflow limitation Consider stepping down controller treatment (see Box 1-5):

s~ [If symptoms emerge and lung function falls: asthma is confirmed. Step up controller
treatment to lowest previous effective dose.

e If no change in symptoms or lung function at lowest controller step: consider
ceasing controller, and monitor patient closely for at least 12 months (Box 3-7).

Persistent shortnessof breath | Consider stepping up controller treatment for 3 months (Box 3-5, p31), then reassess

and fixed airflow-limitation symptoms and lung function. If no response, resume previous treatment and refer
patient for diagnosis and investigation. Consider asthma—COPD overlap syndrome
(Chapter 5, p73).

eDiéu tri xudng thang nhu thé nao dé gilp xé&c nhan chan doan hen:
Box 1-5. How to step down controller treatment to help confirm the diagnosis of asthma

1. ASSESS

« Document the patient’s current status including asthma control (Box 2-2, p17) and lung function. If the patient has
risk factors for asthma exacerbations (Box 2-2B), do not step down treatment without close supervision.
« Choose a suitable time (e.g. no respiratory infection, not going away on vacation, not pregnant).
« Provide a written asthma action plan (Box 4-2, p61) so the patient knows how to recognize and respond if
symptoms worsen. Ensure they have enough medication to resume their previous dose if their asthma worsens.
'2. ADJUST
e  Show the patient how to reduce their ICS dose by 25-50%, or stop extra controller (e.g."LABA, leukotriene
receptor antagonist) if being used (Box 3-7, p37)
e  Schedule a review visit for 2—4 weeks.
'3. REVIEW RESPONSE

* Repeat assessment of asthma control and lung function tests in 2—4 weeks.(Box 1-2, p5).

+« If symptoms increase and variable airflow limitation is confirmed after stepping down treatment, the diagnosis of
asthma is confirmed. The controller dose should be returned to the lowest previous effective dose.

« If, after stepping down to a low dose controller treatment, symptoms'do‘hot worsen and there is still no evidence
of variable airflow limitation, consider ceasing controller treatment'and repeating asthma control assessment and
lung function tests in 2-3 weeks, but follow the patient for at least 12 months

6) Cac thé hen va chin doan:
-Chan doan thé hen: Tudi, tién sir di tng, dién tién bénh, dap tmg diéu tri.
-Trong GINA chi dé cap téi: Hen di ing, hen khong do di ung, hen khai phat tré, hen vai tic nghén dong khi ¢6 dinh, hen véi
béo phi.
a) Hen di ing:
eDic diém: Tudi khoi phat thuong nhro, tién sir di mg (cham, viém xoang di tng, di tng thudc hay thirc an), dién tién bénh
thuong co giai doan tu khoi, thuong dap Gng tét véi DPQ va dién tién diéu tri tot hon.
b) Hen khéng di #ng:
Bénh nhén thuong 14 ngudi trudng thanh, dam cé 1& c6 neutrophil/eosinophil/chi chira vai té bao viém. Bénh nhan thuong dap
ung kém vai ICS.
e Hen do nhiém trang (hen nai sinh):
ODic diém: thuong tudi >40, khong ¢ tién sir di wng. Tién sir nhiém trang ho hip tai di tai lai nhidu lan. Diéu tri cin khang
sinh, khang viém, dan phé quan. Dién tién bénh xau.
 Thé khac:
OHen do ging sirc (t6i 1 ngudng nhét dinh s& 1én co hen, thuong gap & tré nho).
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OHen lién quan noi tiét t5. Hen do thudc (BB, NSAIDs). Hen do yéu t6 tam than kinh.

¢) Hen khgi phat tré (late-onset asthma):
Ngudi truong thanh, thuong Ia nit, hién dién hen vao thoi gian dau cua giai doan truong thanh. Nhitng bénh nhan nay thuong
can lidu cao ICS hoic 1a khang tri véi corticoid.

d) Hen véi tic nghén dong khi cé dinh: Hen kéo dai phét trién tic nghén dong khi ¢é dinh, do sy tai cdu trac duong tho.

) Hen véi béo phi: Mot s BN béo phi phat trién cac tri¢u chiing cua hen va it té bao eosinophil trong dudng tho.

f) Hen do nhitng nguyén nhén dgc bigt: ABAP (viém phé quan phdi di tng do nim asperigillus), hoi ching Churg-Strauss
(hay EGPA - Eosinophilic granulomatosis with polyangiitis ; tinh trang viém mach méu nho va trung binh & BN ¢ tién sir
tang cam & duong dan khi)

1V- CHAN POAN BIEN CHUNG.

*SHH cap
e TKMP
«Nhiém tring hd hap
¢ Tam phé man: Hen dai ding, kéo dai, khéng kiém soat gay giam 02 mau = Co mach phoi 1am ting ap DMP.
eDa hdng cau
OCD: khi RBC > 5 triéu hoac Hct >50%.
OLam dong mau cham hon/tic (cang lam thiéu O2 ning hon).
«Bién dang 15ng nguc.

DANH GIA HEN MAN TiNH

Panh gia bénh nhan hen gom: kiém soét hen (kiém soét triéu ching va nhimg nguy co cho outcome x4u), va danh gia cac van
dé khac nhu: nhitng van dé diéu tri (tuan thu, thiét bi hit), tac dung phu cua thudc, bénh ddng méc.

-Danh gia kiém soét triéu chimg (thuong trong 4 tuan vira rdi) gdm: tin suat c4c trieu chimg ban ngay, ban dém, st dung
thudc giam triéu chtng, giéi han hoat dong. Viéc kiém soét triéu chung kém 1a 1 nguy co cho dot cép trong twong lai.

-Danh gia nhitng RF outcome x4u (dot cip, tic ngh&n dong khi ¢ dinh, tic dung phu cua thubc), du 1a kiém soét triéu ching
t6t. Xac dinh nhitng yéu t nguy co cho dot cp (ma khong phu thudc vao mirc do kiém soét triéu chirng) bao gom: tién sir
>=] dot c4p trong nam vira roi, tuan thu diéu tri kém, ding thiét bi hit khong dng, chimg nang phdi thap, hit thubc, ting
eosinophil trong mau.

-Danh gia va ghi nhan chirc nang ho hip ldc chan doan/bét dau didu tri, 3-6 thang sau bat dau diéu tri, dinh ky.

-Danh gia bénh dong mic: Viém xoang, GERD, béo phi, ngung tha khi ngu, lo lang va tram cam.

-Kiém soét triéu ching kém va kiém soat dot cdp kém c6 yéu t cu thanh khac nhau va khac nhau trong tiép can diéu tri.
-Do niang hen duoc dinh gia tir mirc d6 didu tri can thiét dé kiém soét triéu chung va dot cap. Khac biét quan trong dé phan
biét hen nang va hen 1a uncontrolled (VD: thiét bj hit khong dung, tuan tha kém).

1) Mikc dd kiém soat triéu ching:

o4 tiéu chi danh gia:

0Triéu ching hen ban nay c¢6 > 2 lan/tuan?

0CO6 triéu chung hen ban dém?

0 C6 can sir dung thudc giam trigu ching > 2 lan/tuan (trir truong hop ding trude khi géng stc).

0C6 gidi han hoat dong do hen?
3 muc do kiém soét triéu ching: Kiém soét tét (khong co tiéu chi nao), kiém soét 1 phan (1-2 tiéu chi), khdng kiém soat (3-4
tidu chi).

2) Nhirng nguy co twong lai va outcome.
Danh gia lGc chan doan, dinh ky (dic biét & nhitng bénh nhan vira tra qua dot cap).
Do FEV1 Itc bat dau diéu tri, 3-6 thang sau diéu tri dé ghi lai chirc nang phdi tt nhat cia BN, ké do danh gia dinh ky.

a) Nhiing yéu té nguy co dic |dp thay doi dgt cip (C6 mot hogc nhieu s& ting nguy co cia dot cip di kiém soat triéu ching
tt).
e Tién can: Tién can nhap ICU hodc dit ndi khi quan vi con hen cép (1); C6 >=1 dot cip nang trong vong 12 thang (2)
o Co dia: Bénh dong méc: béo phi, viém miii xoang, di tng thirc dn da xac nhan (7); Thai ky (9); C6 c4c van d& vé tam ly va
kinh té-xa hoi (5); Tiép xtc: thubc 14, nhitng tc nhan di tng (6)
e Nén bénh: Hen khong kiém soét (3); FEV1 thap (dic biét 1a <60%); Tang té bao 4i toan trong méu va trong dam (8)
o Céch diéu tri:
OLam dung SABA (> 1 hop 200 nhéat/thang) (4)
0Khong dugc ding ICS (inadequate ICS): khong dugc chi dinh, kém tuan thu, thiét bi hit khong ding. (5) (trong guideline
c6 thém BN tyu dung)
b) Yéu té nguy co phat trién tic nghén dong khi cé dinh: (Slide nhic tai (1), (2), (3), (4))
e Khong diéu tri ICS (1)
o Tiép xtc: thudc 14, chat hda hoc doc hai, phoi nhidm nghé nghiép (2)
¢ FEV1 khoi dau thap, tang tiét dam man (3), ting eosinophil trong mau (4) va trong dam.
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) Yéu té nguy co tic dung phu ciia thuéc:
C6 3 nguy co la: (1) thuong phai ding corticoid udng; (2)dung 1ICS manh manh — kéo dai; (3) dang kém thudc tic ché men
P450 (amiodarone, verapamil, diltiazem, cimetidine, ciprofloxacin, metronidazoe, Bactrim, clarythromycin, erythromycin,
INH)
3) Mike d6 néng cia bénh hen.
a) GINA 2016:
o C thé danh gi4 khi bénh nhan da diéu tri thudng xuyén trong vai thang.
OHen nhe: Hen kiém soat tt véi bugc 1 va/hodc bude 2 (xem diéu tri) (VD: corticoid hit liéu thap va SABA)
OHen trung binh: Hen kiém soat tot vai bac 3 (corticoid hit liéu thap va LABA)
OHen nang: Hen can phai diéu tri budc 4-budc 5 hodc khong dat kiém soat du bac 4/5 (corticoid/LABA liéu cao c6 thé kém
céc thudc thém vao)
e “Severved asthma” va “uncontrolled asthma”: Viéc diéu tri ti da ma khong dat dwoc muc tidu diéu tri (kiém soét trigu
chang, han ché dot cap) c6 thé thuc su la hen nang khéng tri, ciing c6 thé la do bénh ddng mac, yéu té méi truong, tim 1y...D
Diéu quan trong dé phan biét 1a xac dinh nhitng nguyén nhén thuong gap gay “uncontrolled asthma” va loai trir trudc khi
chan doan 1a hen nang:
OThiét bi hit cua bénh nhan kém (ti 1& nay ti 80% trong cong dong).
OTuan tha didu ti kém.
OKhéng phai Ia hen.
ONhiing bénh dong méc va bién chang.
0Bénh nhan van tiép xuc vai cac tac nhan kich thich, di tng ¢ nha/ noi lam viéc

b) GINA 2012:
CLASSIFY SEVERITY Clinical Features before Treatment Bai giang noi khoa
GINA 2012 thay Au Thanh Tung
Triéu chung Triéu ching FEV1 hoac Dao déng FEV1 | Con cdp
vé dém PEF(% du dodn) | hodc PEF.
Ndgng dai dang | Lién tuc, giéi han van Thuong xuyén | <60% >30% Thuong xuyén
dong
Vira dai dang | Hang ngay >1 lan/tuan 60-80% >30% C6 thé anh hudng dén
hoat dong gi4c nga
Nhe dai dang | >1 lan/tuan nhung <1 | > 2 lan/thang. | >80% 20-30% C6 thé anh hudng dén
lan/ngay hoat dong gidc ngu
Nhe timg con | <1lan/1tuan, khdng | <2 lan/thang | >80% <20% Nhe
triéu chitng va khong
gidi han van dong thé
luc

VI- PIEU TRI HEN:
1) Thude didu tri:
« Controller-thudc kiém soat (ICS, LTRA, leukotrien) # Reliever-thudc giam triéu
chuang (SABA).
e SABA la dong van beta-2 tac dung ngan, LABA 1a dong van beta-2 tac dung kéo
dai.
o C4c loai ICS: Fluticasone (Flixotide); Budesonide (Pulmicort); Beclomethasone
(Becotid)
« Dang thudc phéi hop: Secretide (Fluticasone + salmeterol) (Seretide 25/250 nghia
14 salmeterol 25mcg va Fluticasone 250mcg); Symbicort (budesonide +
formoterol)
¢ Khang leukotrien (khang viém): Montelukast (singulair, montige)
e Theophyline (khang viém va dan phé quan)
e Corticoid khéng hit: uéng (don, phdi hop: asmacort, asmin); Chich.
e Thudc cat con:
¢ Dang hit:
° SABA: Salbutamol (albuterol, ventoline)
° Anticholinergics: Pon (atrovent); phdi hop: Combivent (Ipratropium bromide va albuterol), Berodual (ipatropium
bromide va fenoterol).
0Dang khi dung: Pon (ventoline), phéi hop (combivent, berodual); Pulmicort (budesonide)

Evohaler Accuhaler



Nguyén Phi Tung, Y11-E, tungydakhoa@gmail.com
Co ché cua céc thude diéu tri hen thdng dung (corticoid, ddng van beta-2, khang cholinergic, omalizumab): Slide thay Vii
(corticoid kihc thich sy tao thanh arachidonic tir PG)

ol gn ™ ae

o

Mucous hypersecretion
gland hyperplasia

. Vasodilation,
angiogenesis ~
Anti-cholinergics

~
.
.
.~

S Leukotriene __

Airway wall

Purines R - Parasympathetic nerve
Histamine modifiers - activation and plasticity
Proteases %
NG Protons il _;:_‘ —
nflam ee — Beta-agonists
-

Bronchoconstriction (f, I, m,
} hial} bt

¢ Co ché cua céc thudc hen khac (omalizumab, Cromolyn sodium, Zileuton, Mantelukast, Zafirlukast).

Omalizumab (Anti
IgE): dé IgE gin lén
té bao Mast thi phai
bam Ién thu thé
chuyén biét, thude ko
cho IgE gan lén.

Sw xam nhap
khang nguyén
ql:a du"b’ng hid Cromolyn IeE .____(-)
hip, cic sodium £
dendritic cell

bit va trinh )
dién THO
=>T1.-12, TL-10,
PGE-2

=>Kich thich té
bao Th2 trwéng
thanh.

té bao Mast

Lympho B

a. arachidonid
(c6 2 con dudng chuyeén héa,
hodc la thanh LT A4, hoac

/ "
)

lia thanh PG) Aspirin, NSAIDs: wc ché con duong
&) chuycfen thanh PG =>Tang con dwong
L LT A4 iz i chuyén LTA4
Zileuton: irc =>Aspirin, NSAIDs la chong chi dinh
ché men 5 trong hen
lipoxygenase
Lwu v: Omalizumab -
co ché hay nhung L:I‘ C4,LTD4 ,Fﬁi
nhiéu han ché (chat gan [én thy the &
tong hop sinh hoc duing thir Co co trom
nén mic tién, cau .
tao giong khang thé & CvsLT _ | Ting Eosinophil
oot et Xﬂ thu thé CysLT1 > | vang p
Mantelukast, Phu
Zafirlukast
(Ca 2 con goi
la anti-
lenkatrien)

2) Keypoint:
e Muc tiéu diéu tri:
OKiém soat triéu ching va duy tri hoat dong tich cuc binh thuong
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0Giam nguy co: nguy co dot cap, tic nghén ¢b dinh va tac dung phu cua thudc.
eDiéu tri ICS liéu thap hiang ngay c6 tac dung tot hon trong giam tri¢u chimng, giam dot cip, giam nhap vién va tir vong.
Vi bénh nhan tri¢u chimg kéo dai hoic dot cap van ton tai du diéu tri ICS dot cap, xem xét 1én thang nhung trudc hét phai
li trir c4c van dé phé bién nhu: thiét bi hit, tuan thu diéu tri, tiép tuc phoi nhidm véi chat di tng, bénh dong mic
0V6i adolescent va adults, diéu tri 1én thang ngudi ta wa dung 12 két hop ICS/LABA.
0Tré 6-11 tudi, tang ICS wa dung hon 1a két hop ICS/LABA.
 Xem xét xudng thang khi kiém soat hen tét va duy tri duoc khoang 3 thang, tim cac diéu tri mic thap nhat c6 kiém soat hen
t6t nhat: Cung cap cho bénh nhan ké hoach viét tay, theo ddi sat, 1én ké hoac theo ddi. Khong ngung ICS hoan toan néu
khong phai la can ngung tam thoi dé xac nhan chan doan hen.
«Cho tat ca cac bénh nhan hen:
OHudng dan “inhaler skill”, kiém tra dung cu.
OKhuyén khich tuan tha diéu tri, ké ca khi triéu ching khong thuong xuyén.
OHudng dan bénh nhan ty quan ly hen (tu theo ddi triéu chuang, hiéu duoc ké hoach diéu tri..).
« 0 bénh nhan c6 yéu té nguy co dot cap:
OKeé thém ICS hang ngay, tai kham thuong xuyén hon.
0Xac dinh va tac dong vao cac yéu td nguy co c6 thé thay d6i duoc.
0Xem xét chién lugc khong dung thudce va can thiép hd tro dé giam triéu chung (khuyén dirng hat thudc, tap hit tho..).
o Tru6ce khoi tri:
OGhi lai ching ¢t chan doan hen (néu c6 théo.
OGhi lai chte nang phoi, mic do kiém soét triéu ching, yéu té nguy co.
OChéc chin rang BN biét dung inhaller.
OLén ké hoach theo dbi.
e Sau khai tri:
OReview dap ung cua BN sau 2-3 thang, hodc sém hon tuy LS.
0Xudng thang néu kiém sot triéu ching hoan toan 3 thang + YTNC dot cap thap.
3) Chién lwoc didu tri:
2) Ddnh gid:
eDanh gia diéu tri:
0Ky thuat hit va su tuan thi diéu tri.
0Tac dung phu caa diéu tri
OBN di c6 ké hoach hanh dong viét?
0Thai d6 va muc tiéu caa BN dbi vai hen.
e Bénh d6ng méc: Viém miii xoang, béo phi, ngung thd khi ngu, GERD, lo ling, tram cam.
e Danh gia muc d6 ndng cua hen:
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b) Chién lwoc va lieu ICS:

Box 3-5. Stepwise approach to control symptoms and minimize future risk

Diagnosis

Symptom control & risk factors 8
(including lung function) ~N

Inhaler technique & adherence
Patient preference

Symptoms ‘ *
Exacerbations / g
Side-effects a 7
Patient satisfaction

Asthma medicaﬁt_ﬁns )
, ‘ Non-pharmacological strategies
Lung function Treat modifiable™risk factors

STEP4
7
PREFERRED | STEP1 STEP2 N Refer for
CONTROLLER O addon
rea
CHOICE Med/high e
ICSILABA | antiigE
Low dose
Low dose ICS O ICSILABA*®
O recep
ther Med/high dose ICS : Add tiot *: Add
controller m Leukotnm dose?,;gﬁ,y,, <Y glia Low dtlJ%e ICSe+LTRA High 3%;%2 tiotropium*
options (or + theoph®) +LTRA Add low
V4 (or + theoph®) i dose OCS
: - As-needed SABA or
RELIEVER As-needed short-acting bavgonlst (SABA) low dose ICS/formoterol**
REMEMBER *  Provide guided self-mar"o‘ag:é:nfev&éducation (self-monitoring + written action plan + regular review)
TO... «  Treat modifiable risk chto:s and comorbidities, e.g. smoking, obesity, anxiety

«  Advise about non-m_anﬁwoiogical therapies and strategies e.g. physical activity, weight loss, avoidance
of sensitizers whére appropriate

«  Consider stepping upsif ... uncontrolled symptoms, exacerbations or risks, but check diagnosis, inhaler
technique and adherence first

. Considerstepbing down if ... symptoms controlled for 3 months + low risk for exacerbations.
Ceasing ICS,js not advised.

ICS: inhaled corticosteroids; LABA: long-acting beta,-agonist; med: medium dose; OCS: oral corticosteroids; anti-IgE: anti-immunoglobulin E therapy.
See Box 3-6 for low, medium, and high doses of ICS for adults, adolescents and children 6-11 years.

* For children 6-11 years, theophylline is not recommended, and the preferred Step 3 treatment is medium dose ICS.

** Low dose ICS/formoterol is the reliever medication for patients prescribed low dose budesonide/formoterol or low dose beclometasone/formoterol
maintenance and reliever therapy.

# Tiotropjurﬁ,by soft-mist inhaler is an add-on treatment for patients with a history of exacerbations; it is not indicated in children <18 years.
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Box 3-6. Low, medium and high daily doses of inhaled corticosteroids

Adults and adolescents (12 years and older)

Drug Daily dose (mcg)
Low Medium High
Beclometasone dipropionate (CFC)* 200-500 >500-1000 >1000 N
Beclometasone dipropionate (HFA) 100-200 >200-400 >400
Budesonide (DPI) 200-400 >400-800 >800
Ciclesonide (HFA) 80-160 >160-320 >320
Fluticasone propionate(DPI) 100-250 >250-500 >500
Fluticasone propionate (HFA) 100-250 >250-500 =500
Mometasone furoate 110-220 >220-440 >440
Triamcinolone acetonide 400-1000 >1000-2000 >2000
Children 6-11 years (for children 5 years and younger, see Box 6-6, p96)
Beclometasone dipropionate (CFC)* 100-200 >200-400 >400
Beclometasone dipropionate (HFA) 50-100 >100-200 >200
Budesonide (DPI) 100-200 >200-400 >400
Budesonide (nebules) 250-500 >500-1000 >1000
Ciclesonide 80 >80-160 >160
Fluticasone propionate (DPI) 100-200 >200-400 >400
Fluticasone propionate (HFA) 100-200 >200-500 >500
Mometasone furoate 10 2220-<440 2440
Triamcinolone acetonide 400-800 >800-1200 >1200

CFC: chloroflucrocarbon propellant; DPI: dry powder inhaler; HFA: hydrofluoroalkane propellant.
*Beclometasone dipropionate CFC is included for comparison/with older literature.

4) Khéi tri nhw thé ndo
a) Khéi ddu diéu tri kiém soat sém, ngay sau chan doan, thuong khai dau bac 1-2 hoac bac 3 (khi bac 3 that bai tang 1én bac
4)
o Step 1: SABA khi can , xem xét ICS cho BN ¢6 YTNC dot cap.
Cho nhiing BN cé triéu chung hen khong thuong xuyén ( <2 Ian/thang) trong thang vira roi khong bi thic giac vi hen,
khéng cé yeu t6 nguy co dot Cap va trong nam vira qua khong cé dot Cap
o Step 2 (bac 2):
OPhuong phap: Thudc kiém soat hen lidu thap déu dan va SABA khi can
°|CS liéu thap déu dan va SABA khi can
° Lya chon khéc: LRTA véi SABA khi can (it hiéu qua so véi ICS, c6 thé ding cho BN vira hen vira viém miii di tng hoic
BN khong muén dung ICS).
°Phdi hop ICS liéu thap/ LABA véi SABA khi can: Dt hon, giam triéu ching va cai thién chirc nang phdi, khong giam
thém dot cép.
°ICS tung dot va SABA khi can cho hen di img theo muia don thuan khong c6 triéu chung giita 2 mua.
0Chi dinh:
°C6 hen kém YTNC dot cap (chiing cir D).
°Triéu ching hen hoic can SABA 2 lan/thang — 2 1an/tuan, hozc phai thirc gidc vi hen >= 1 lan/thang (chung ct B).
°Triéu chimng hen hoic can SABA >= 1 lan/tuan.
o Step 3:
OPhuong phép: Mot hay hai thuc kiém soat va thubc cat con hit theo yéu cau.
° Chon lya uu tién: Phéi hop ICS/LABA liéu thap duy tri kem SABA khi can hoac formoterol/ICS liéu thap vira duy tri vira
cét con. Viéc thém LABA giam trigu chung va dot cip va lam ting FEV1 ma cho phép giit liéu ICS thép.
°Tré em 6-11 tudi: lya chon uu tién 1a ICS iéu trung binh va SABA khi can.
° Chon lra khac: Tang liéu ICS hozc thém LTRA hozc theophylline (kém hiéu qua hon ICS/LABA); Tré em 6-11 tudi
thém LABA (hiéu qua tuong tu tang ICS)
OChi dinh: Triéu chitng quiy ray hang ngay, thirc gic vi dot cap >= 1 lan/tudn (dic biét 1a c6 bt ki RF nao ton tai).
o Step 4: Hai hay nhiéu hon thudc kiém soét + thudc cét con theo nhu ciu.
OPhuong phap:
° Lya chon uu tién: phdi hgp ICS liéu thap/formoterol vira duy tri vira cit con; Hoac ICS lidu trung binh/LABA kém
SABA khi can. Béi vai tré 6-11 tudi, chuyén chuyén khoa
° Lya chon khéc: ICS liéu cao/LABA (thuong khong tét hon nhidu ma tang tac dung phu); Tang tan s dung thuéc moi
ngay (binh hit chira budesonide); Thém LTRA hoc theophylline liéu thap.
OChi dinh: Khi budc 3 that bi (Review budc 3 sau 2-3 thang)
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BN dén vi Hen khdng kiém soat nang hoac dot cap: Corticoid uéng thoi gian ngan va bat dau diéu tri kiém soat déu dac véi
nhiing lya chon sau: hozc ICS liéu cao (A) hoac ICS lidu trung binh/LABA-khdng khuyén céo cho tré 6-11 tudi (D). Ha bac
khi 6n
o Tré tir 6-11 tudi: khong khuyén cao dung theophyllin, va trong budc 3 wa ding giai phap ICS liéu trung binh.
b) Trwéc khi khéi dau diéu tri kiém soét:
o Trudc khi khoi tri:
OGhi lai bang chimg CD hen (néu c6 thé)
0OGhi lai mirc d¢ kiém soast triéu ching hen, cac yéu té nguy co gdm ca CN phdi.
OXem xét cac yéu té anh huong dén lya chon diéu tri cho mdi BN
Obam bao BN dung binh xit dtng cach.
OHen tai kham
e Sau khi khoi dau DT kiém soét:
OXem lai dap ing sau 2-3 thang hoidc thuong hon tity LS ¢6 khan cap khong.
OBiéu chinh diéu tri (gdm ca khong dung thubc).
0Xem xét xudng bac néu hen kiém soat tot trong 3 thang.
5) Panh gia dap ng va hiéu chinh diéu tri:
a) Ddnh gid lai:
«1-3 thang sau khai dau diéu tri, sau d6 mdi 3-12 thang.
e Trong thai ky, danh gia mdi 4-6 tuan.
e Sau dot cap, danh gia lai trong 1 tuan.
b) Lén thang nhw thé ndo:
e Lén thang kéo dai (tdi thiéu 1a 2-3 thang): Bénh nhan khong dap ng hoan toan véi diéu tri ban dau. Can xac nhan triéu
ching d6 1a do hen, bénh nhéan da tuan tha diéu tri, cdng cu va skill hit ding, cac yéu té nguy co thay d6i dugce nhu hit thude
da can nhic.
e Lén thang ngén han (1-2 tuan): Trong mot so truong hop 1a can thiét (nhidm trang, phai tiép xGc ngan han véi chat di ung).
e Tang siéu ngin han (Diéu chinh thuc hang ngay): Bénh nhan c6 thé diéu chinh licu tly vao triéu ching cua ho, trong khi
van tiép tuc lidu duy tri. Dung liéu phap 1 binh cit co va duy tri.
) Xuéng thang nhw thé nao:
Hen kiém soat tot va duy tri trong 3 thang, chirc niang phdi vuon t6i binh nguyén, c6 thé xudng thang ma van kiém soat hen
t6t. Tim liéu hiéu qua tdi thiéu gitp kiém soét triéu chimg va dot cap.
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Box 3-7. Options for stepping down treatment once asthma is well controlled

General principles of stepping down asthma treatment

« Consider stepping down when asthma symptoms have been well controlled and lung function has béen stable
for 3 or more months (Evidence D). If the patient has risk factors for exacerbations (Box 2-2, p17) or fixed airflow
limitation, do not step down without close supervision.

 (Choose an appropriate time (no respiratory infection, patient not travelling, not pregnant).

* Approach each step as a therapeutic trial. Engage the patient in the process; document their.asthma status

(symptom control, lung function and risk factors, Box 2-2); provide clear instructions; provide written asthma

action plan (Box 4-2, p61) and ensure patient has sufficient medication to resume their previous dose if

necessary; monitor symptoms and/or PEF; and schedule a follow-up visit (Evidence'D).
e Stepping down ICS doses by 25-50% at 3 month intervals is feasible and safe for most patients'®’ (Evidence

B).
'Current Current medication . - -
step and dose Options for stepping.down Evidence
Step 5 | High dose ICS/LABA plus Continue high dose ICS/LABA and reduce OCS dose D
oral corticosteroids (OCS) Use sputum-guided approach to reducing OCS B
Alternate-day OCS treatment D
Replace OCS with high dose'ICS D
High dose ICS/LABA plus Refer for expert advice D
other add-on agents
Step 4 | Moderate to high dose Continue combination ICS/LABA with 50% reduction in ICS component, B
ICS/LABA maintenance by using available formulations
treatment Discontinuing'LABA is more likely to lead to deterioration'® A
Medium dose ICS/formoterol* Reduce maintenance ICS/formoterol* to low dose, and continue as- D
as maintenance and reliever needed low dose |ICS/formoterol* reliever
High dose ICS plus second Reduce ICS dose by 50% and continue second controller'®’ B
controller
Step 3 | Low dose ICS/LABA Reduce ICS/LABA to once daily D
maintenance Discontinuing LABA is more likely to lead to deterioration'* A
Low dose ICS/formoterol* as Reduce maintenance ICS/formoterol* dose to once daily and continue C
maintenance and reliever as-needed low dose ICS/formoterol* reliever
Moderate- or high-dose.ICS Reduce ICS dose by 50% "’
Step 2 | Low dose ICS Once-daily dosing (budesonide, ciclesonide, mometasone)'®2% A
Low dose/CS or LTRA Consider stopping controller treatment only if there have been no D
symptoms for 6—12 months, and patient has no risk factors (Box 2-2,
p17). Provide a written asthma action plan, and monitor closely.
Complete cessation of ICS in adults is not advised as the risk of A

exacerbations is increased '
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6) BDiéu tri cic yéu to nguy co ¢ thé thay doi dwoc:

Box 3-8. Treating modifiable risk factors to reduce exacerbations

Risk factor Treatment strategy Evidence
' Any patient with 21 risk | « Ensure patient is prescribed regular ICS-containing controller A
factor for exacerbations | ¢ Ensure patient has a written action plan appropriate fortheir health literacy A
(including poor symptom | « Review patient more frequently than low-risk patients A
control) ¢ Check inhaler technique and adherence frequently A
« |dentify any modifiable risk factors (Box 2-2, p17) D
21 severe exacerbation | ¢ Consider alternative controller regimens to reduce’exacerbation risk, A
in last year e.g. ICS/formoterol maintenance and reliever regimen
+ Consider stepping up treatment if no modifiable risk factors A
» Identify any avoidable triggers for exacerbations c
Exposure to tobacco + Encourage smoking cessation by, patient/family; provide advice and resources A
smoke » Consider higher dose of ICS if asthma poorly-controlled B
Low FEV;, especially * Consider trial of 3 months’ treatment with high-dose ICS and/or 2 weeks' OCS B
if <60% predicted e Exclude other lung disease, e.g. COPD D
» Refer for expert advice if no improvement D
Obesity + Strategies for weight reduction B
¢ Distinguish asthma-symptoms from symptoms due to deconditioning, D
mechanical restriction, and/or sleep apnea
Major psychological + Arrange mental health assessment D
problems + Help patient tordistinguish between symptoms of anxiety and asthma; provide D
advice‘about management of panic attacks
Major socioeconomic » |dentify most cost-effective ICS-based regimen D
problems
Confirmed food allergy | .. Appropriate food avoidance; injectable epinephrine A
Allergen exposure if s._Consider trial of simple avoidance strategies; consider cost C
sensitized |« Consider step up of controller treatment D
» The efficacy of allergen immunotherapy in asthma is limited A
Sputum eosinophilia * Increase ICS dose independent of level of symptom control A*

(limited centers)

7) Cic diéu tri khdng dung thuéc:
Bién phap chinh: tranh tiép xtc véi khéi thude 14, van dong thé luc, hen nghé nghiép, tranh cac thude 1am xau tinh trang hen
(NSAIDs, BB); ky thuét thg, tranh céc di ang nguyén.
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Box 3-9. Non-pharmacological interventions - (continued next page; more detail inAppendix Chapter 6)
Intervention Advice/[recommendation (continued on next page) Evidence

Cessation of * At every visit, strongly encourage people with asthma who smoke to quit. Provide access to A

smoking and ETS counseling and smoking cessation programs (if available)

exposure ¢ Advise parents/carers of children with asthma not to smoke and net to allow smoking in rooms or A

cars that their children use
« Strongly encourage people with asthma to avoid environmental'smoke exposure B

¢ Assess smokers/ex-smokers for COPD or asthma—COPD overlap syndrome (ACOS, Chapter 5,
p73), as additional treatment strategies may be required

Physical activity | ¢ Encourage people with asthma to engage in regular’physical activity because of its general health A
benefits
¢ Provide advice about prevention and management.of exercise-induced bronchoconstriction (p50) A
¢ Regular physical activity improves cardiopulmeonary fitness, but confers no other specific benefit on B
lung function or asthma symptoms, with.the,exception of swimming in young people with asthma
* There is little evidence to recommend-one-form of physical activity over another D
Avoidance of ¢ Ask all patients with adult-onset asthma‘about their work history and other exposures A
occupational « In management of occupational asthma, identify and eliminate occupational sensitizers as soon as A
exposures possible, and remove sensitized patients from any further exposure to these agents
« Patients with suspected or'confirmed occupational asthma should be referred for expert A
assessment and advice; if\available
Avoidance of * Always ask about asthma before prescribing NSAIDs, and advise patients to stop using them if A
medications that asthma worsens
may make ¢ Always ask people with asthma about concomitant medications D
asthma worse
¢ Aspirin and NSAIDs are not generally contraindicated unless there is a history of previous reactions A
to these.agents (see p53)
¢ Decide about prescription of oral or intra-ocular beta-blockers on a case-by-case basis. Initiate D
treatment under close medical supervision by a specialist
«_‘If cardioselective beta-blockers are indicated for acute coronary events, asthma is not an absolute D
/" contra-indication, but the relative risks/benefits should be considered
N
Avoidance of |"s, Allergen avoidance is not recommended as a general strategy in asthma A
indoor allergens, % | £ sensitized patients, there is no evidence of clinical benefit for asthma with single-strategy A

indoor allergen avoidance

For sensitized patients, there is limited evidence of clinical benefit for asthma with multi- B
component avoidance strategies (only in children)

Allergen avoidance strategies are often complicated and expensive, and there are no validated D
methods for identifying those who are likely to benefit
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Box 3-9 (continued) Non-pharmacological interventions — Summary

Intervention Advice/recommendation Evidence
Breathing + Breathing exercises may be a useful supplement to asthma pharmacotherapy B
exercises l

- o

Healthy diet « Encourage patients with asthma to consume a diet high in fruit and vegetables for its general ' A

health benefits |
Weight reduction | e Include weight reduction in the treatment plan for obese patients with asthma B
Avoidance of e Encourage people with asthma to use non-polluting heating and cooking sources, and for B
indoor air sources of pollutants to be vented outdoors where possible
pollution
Vaccinations « People with asthma, particularly children and the elderly, are at higher risk of pneumococcal B

disease, but there is insufficient evidence to recommend routine pneumococcal-vaccination in
people with asthma

* Advise patients with moderate-severe asthma to have an influenza vaccination every year, or at D
least when vaccination of the general population is advised
Bronchial » For highly-selected adult patients with uncontrolled asthma despite use of recommended B
thermoplasty therapeutic regimens and referral to an asthma specialty center (Step 5), bronchial thermoplasty

is a potential treatment option in some countries.

e Caution should be used in selecting patients for this procedure, as the number of studies is D
small, and people with chronic sinus disease, frequent chest infections or FEV, <60% predicted
were excluded.

Dealing with = Encourage patients to identify goals and strategies to deal with emotional stress if it makes their D
emotional stress asthma worse
« There is insufficient evidence to support.one'stress-reduction strategy over another, but B
relaxation strategies and breathing exercises may be helpful
» Arrange a mental health assessment for patients with symptoms of anxiety or depression D
Allergen « Compared to pharmacological and avoidance options, potential benefits of allergen D
immunotherapy immunotherapy (SCIT or SLIT)'must be weighed against the risk of adverse effects and the

inconvenience and cost of the prolonged course of therapy, including for SCIT the minimum half-
hour wait required after each.injection.

Avoidance of » For sensitized patients, when pollen and mold counts are highest, closing windows and doors, D
outdoor allergens remaining indoors,and using air conditioning may reduce exposure to outdoor allergens

Avoidance of » Avoidance of unfavorable environmental conditions is usually unnecessary for patients whose D
outdoor air asthma is well.controlled

pollutants « It may be helpful during unfavorable environmental conditions (very cold weather, low humidity or D

high air-pollution) to avoid strenuous outdoors physical activity and stay indoors in a climate-
controlled environment; and during viral infections to avoid polluted environments

Avoidance of * Foodavoidance should not be recommended unless an allergy or food chemical sensitivity has D

foods and food been clearly demonstrated, usually by carefully supervised oral challenges

chemicals «/For confirmed food allergy, food allergen avoidance may reduce asthma exacerbations D
e | If food chemical sensitivity is confirmed, complete avoidance is not usually necessary, and D

|”  sensitivity often decreases when asthma control improves

8) Quan Iy bénh déng mic (Xem guline GINA-phan 3-part D): Béo phi, GERD, lo &u va tram cam, di &ng thirc dn va phan
{rng qua man, viém xoang-polyp miii,.
9) Chi dinh chuyén/khdm chuyén khoa:
e Chua chéc chan CD hen:
«Nghi hen nghé nghiép: Cac 1am test di ing dé xac dinh chinh xéac di nguyén va khuyén tiép xdc gidi han véi di nguyén do.
e Hen khong kiém soét kéo dai hozc con thudng xuyén
e Yéu t6 nguy co tir vong do hen: C6 nhimng con cap gan tir vong trong qué khir. Phan ing phan vé hoic di tng thirc an da xac
nhan.
e Tac dung phu nghiém trong (hoic c6 nguy co tac dung phu): C6 nhiing tac dung phu hé thong ning; Can OCS kéo dai va
thuong xuyén.
e Tridu ching co niang goi ¥ bién ching hodc cac dudi nhém hen:
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Oba poplyp mili va phan tng vi NSAIDs.
OHo dam man, bong mo trén X-quang nguc (c6 thé do ABPA)
e Céc ly do chuyén tré 6-11 tudi:
ONghi ngo chan doan (VD: triéu ching tir ldc sanh).
0Triéu ching hoac dot cip khong kiém soét duoc.
ONghi ngo céc tac phu cuaa diéu tri (VD: cham phét trién).
OHen duoc xac nhan c6 di tng thure an.

V1I- SUDUNG THIET BI - TUAN THU BIEU TRI
1) Cach dung céc thiét bi:

a) Thao tac dung dng turbuhaler

b) Céc bac sir dung thudce xit
e Mg nap binh xit, giit binh thiang dtng, lic ki.
 Tho ra cham, dua binh vao miéng, dé binh xit vao giita 2 ham ring nhung khong cin - Hoi ngira dau ra sau, hit vao cham
va sau dong thoi 4n binh xit & Nhin the 10giay.
«Néu can lap lai lidu xit thir 2, doi khoang 1 phat. Sau d6 13p lai cac dong tac trén.
«S(ic miéng ngay sau xit thubc (ngam 1 nudc, ngira ¢ cho téi khi thay tran nha, kho ki ¢d hong, nhé ra), 1ap lai 3 lan.
V¢ sinh binh xit hang tuan: thao binh thudc kim loai ra khoi vo binh xit, mé nap dng nhua, rira 6ng nhya bang nuéc am, lau
khd, rdi gan binh xit kim loai vao 6ng nhwa, day nép lai.

¢) Cac dung Handihaler

Budc 1: -
Md ndp chén bui. L4y mOt vién nang
Sau d6 md Gng ngdm. SPIRIVA ra khdi vi

(ngay truic khi ding) va
dit vao ngdn trung tam.

Budc4:

GIlr HandiHaler theo chigu Thd ra hoan toan.
thang dimg. An manh nit Chii y: Tranh thd vao
phdng thich mdt [@n. 8ng ngdm,

Buc 6:

Bua 6ng ngdm vao miéng va ngdm kin. GIT dfu thAng, hit vao cham va sdu dii
dé nghe thdy tifng rung clia vién nang. Hit vao d&n khi phdi ddy khi; sau dé
nin thd cang lau cang t6t ddng thdi I8y HandiHaler ra khdi migng. Tifp tyc thd
binh thudng. Lip lai budc 5 va 6 mot 14n nda dé ding hét thuSc trong vién nang.
M lal 8ng ngdm. D8c bd vién nang da ding. D6ng &ng ngdm va ndp chidn byi

08 bdo quin HandiHaler.

2) Tuéan thu didu tri:
*50% BN tuén thu kém.
o Céc yéu t6 gop phan: vo y, ¢ y (khéng cam thdy nhu cau, sg tic dung phu, cac van dé gia thanh..).
e Nhan dién BN khéng tuan thu:
OHoi cac cau hoi ca thong: “ban thiy d& nha hit thude vao budi sang hay budi chiéu hon?), “ban dung thude dugc 3 ngay 1
tudn khong hay it hon”.
OKiém tra ngay ké toa, ngay lay thudc, sé dém liéu. Hoi BN vé niém tin va quan ngai vé thudc.

V111-POC THEM:
1) Thubc dan phé guan:
a) Dgi cuong:
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b) DPéng vdn Beta-2:
e Thu thé beta-2 nim &: co tron thanh mach va mach co xuwong, co Reissensens tiéu phé quan, con tron thanh ong tiéu
hoéa, co tron tir cung, vach bang quang > Gién co tro, gidn mach, gidn phé quan, gidn co tron tir cung.
e Dong van beta-2 kich thich thu thé beta-2 - Dan phé quan.
e Short-acting:
¢ Thoi gian tac dong trong vong 4-6 gio.
0 Gom: Fenoterol, Levalbuterol, Salbumatol (albuterol), Terbutaline.
e Long-acting:
0 Thoi gian tac dung >=12 h. Gém: formoterol, Arformoterol, Indacaterol, Olodaterol, Salmeterol, Tulobuterol.
0 Indacaterol c6 tac dung 24 gio nén dang 1 lan/gay. Téac dung dan phé quan caa Tiotropium manh hon formoterol
va salmeterol
e Téc dung phu:
0 Co thé gay nhanh xoang va réi loan nhip tim tiém an.
0 Run c6 thé thdy & BN gia dugc diéu tri lidu cao.
0 COthé lam ha Kali méu (dac biét khi dung véi loi tiéu thiazid), ting nhu cau oxy, lon thuéc.
¢) Anti-cholinergic:
e Tac dong cua phd giao cam 1én duong hd hap: co co tron tiéu phé quan.
e Thudc block tac dong ciia AcH trén céc thu thé Muscarinic. Céc thudc short-acting khda thu thé M2, M3, thay dbi su
dan truyén & chd néi truéc hach. Cac thude long-acting (tiotropium) khé thu thé M3 va M1.
e Short-acting: Ipratropium bromide, Oxitropium bromide.
e Long-acting:
¢ Aclidinium bromide, Glycopyrronium bromide, Tiotropium, Umeclidinium.
0 Aclidinium bromide tac dong >=12 gid, cac thudc con lai tac dong >=24h.
e Tac dong dan phé quan cua short-acting anticholinergic 14 dai hon so véi short-acting ddng van beta 2 (khoang 8h).
e Téc dung phu: Khd miéng (chinh),
d) Methylxanthine:
e Theophyline Ia thuc dugc dung phd bién nhat, thuc khac: aminophylline.
e Dugc chuyén hda bai cytochrome P450, do thanh thai thube giam theo tudi.
e Téc dung kém va it dung nap hon so vai cac thuéc DPQ dang hit khac.
e Téc dung phu: phu thugc liéu. Do la mét chét e ché khong dac hiéu trén tat ca cac men Phosphodiesterase nén nhiéu
tac dung phu bao gdm: réi loan nhip thit va nhip nhi, dong kinh toan thé, dau dau, nén.... Nguy co qua lidu thudc.

1X- THAC MAC
1) Seretide 25/250 c6 Fluticasone 1a 250 mg/ngay, ngay xit 3 1an > 750mg/ngay (Vay la lidu cao, vay tai sao néi lidu cao mang
tinh ly thuyét).



