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CON HEN

1- KEYPOINT:
Dot cap la tinh trang nang 1én cap hoac ban cap trong triéu ching va chic nang phoi caa bénh nhan. Thuat ngir “episode”,
“attacks”, “acute severe asthma”, nhung thuat ngir “flare-up” 14 thuat ngir va dung dé thao luan vai bénh nhan.
«D4i vai bénh nhan dot cip ¢ primary care hoic khoa cap cuu:
OPanh gia do nang dot cap dwa vao muc do kho the, nhip tha, nhip tim, Sa02, chiic niang phéi. Trong khi bat dau liéu phap
SABA va 02,
OChuyén ngay ti khoa cap ciru néu c6 dau hiéu cua dot cip nang, hoic téi ICU néu bénh nhan ngua g, 1d 13n, hodc co “silent
chest”. Trong khi chuyén bénh nhan, SABA hit, ipratropium bromide, 02, va corticoid toan than.
OBiéu tri nén bat dau vai lap lai SABA (o hau hét bénh nhan, bang pressurized metered dose inhaler and spacer), cho corticoid
udng sém, kiém soat O2. Review dap ung cai thién tri¢u ching, SaO2 va chirc ning phdi sau 1 h.
Olpratropium bromide chi dwoc khuyén cao trong con hen nang.
0MgSO4 IV nén xem xét & BN c6 con hen nang ma khong dap ung véi diéu trj ban dau.
0X-gquang nguc khong dugc khuyén céo 1a 1 xét nghiém thuong quy.
OQuyét dinh nhap vién nén dya vao tinh trang 1am sang, chire nang phdi, dap tmg diéu tri, tién s dot cap trong qué khir va gan
day, kha nang quan ly ¢ nha.
OTrudc khi bénh nhan vé nha, nén 1én lich diéu tri va ké hoac diéu tri tiép theo.
¢ Khéng sinh khong nén dung thudng quy trong dot cap.
«Sip xép theo ddi sém sau bat ki dot cap:
OReview kiém soat triéu chung va cac RF.
OViéc didu tri controller thudng xuyén giam nguy co dot cip. Tiép tuc ting lidu controller trong 2-4 tuan.
OKiém tra cong cu hit va tuan thu cia bénh nhan.

11- PAI CUONG:
1) Dinh nghia: Dot cip cua hen 1a nhitng dot dic trung boi ting nang thém céc triéu ching hen (ho, khé thé, kho khe, nang nguc)
va giam chtrc nang phdi (FEV1, luu lwong dinh) hon so vdi trang thai ngay thuong dén muc phai thay doi diéu tri. Dot cip c6 thé
xay ra & bénh nhan da chan doan va dang diéu tri, ciing c6 thé 1a triéu ching khién bénh nhan vao vién.
2) CDXBb:
e Bénh nhan biét.
Khi nao tang thudc: thay d6i cé ¥ nghia triéu ching (vi du anh huéng hoat dong hang ngay) va/hoic giam FEV1 > 20% trong
hon 2 ngay.
3) Yéu té nguy co tir vong cao do hen: Céc yéu té ndy hién dién 1am ting mirc dd ning ciia con hen
e Tung bi con hen ning phai dat NKQ + the may.
e Tirng nhap vién/kham cip ciru trong nim vira qua
eDang dung vira méi ngung dung prednisone udng.
e Khong chiu dung ICS thuong xuyén.
e Qué 18 thudc vao dong van beta-2 (dung > 1 hop Salbutamol/thang).
e Khong tuén thu ké hoach diéu tri hen.
«C0 van dé tdm than kinh, khong thira nhan hen.
eDi dugc diéu tri cAp ctiru cit con trude d6 that bai.

1l1- TIEP CAN:
1) Danh gii con hen cip
2) Danh gia 1am sang:
e Bénh sir luu y: thoi diém va nguyén nhan khéi phat, do nang (gisi han van dong, giac ngu), triéu chimng cua shock phan vé,
YTNC tir vong do hen; thudc cit con va kiém soét, ché do dung thudc va sy tuan thu.
e Kham: C6 phai hen? Do nang? tim cac YT phtc tap (shock phan vé, viém phdi, xep phoi, TKMP, TDMP).
b)Can LS:
eDo CN phdi (FEV1, PEF) dugc khuyén c4o manh mé
ONéu kha thi va khong tri hodn diéu tri.
0Po trude didu tri, 1 gio sau didu tri dén khi CN phdi dap ung tét véi DT hodc dat binh nguyén.
o Sp02: nén theo ddi chat ché, tré em SpO2 < 92% la chi dinh nhap vién.
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«KMPM: Khong can thyc hién thuong quy, chi trén nhitng BN PEF hoic FEV1 < 50% dy doan, khong dép tmg diéu tri ban dau
hozc dién tién xau hon. Mét va budn ngu béo hiéu taing CO2 va nhu cau can dat NKQ.
e X-quang nguc: Khong thuong quy, khi nghi ngo can CBPB (Vd: s6t, khong tién str hen, kham phdi biéu hién khu tr) hozc yéu
t6 phuc tap
¢) Chan doén phan biét:
e Dot cap COPD: CPPB la quan trong vi diéu tri 1a khac nhau, dac biét 1a liéu phap 02
e Tran khi mang phai: ....xuét hién dot ngot (trong khi 80% cac con hen cip xuat hién tir tir trong 48h),
« Nhoi mau phéi:
0Co dia: CO tién cin (bénh huyét khéi tir treée, ung thur, phau thuat gan day < 1 thang); Cé nguy co (bat dong lau ngay).
OTriéu ching: Khd the dot ngot, ho mau, ngat, nhip tim nhanh. Sy hién dién cia bénh huyét khéi (chan dau, sung, phu 1 bén,
diu Homans..)
OXN khong dac hiéu: X-quang (xep phoi dang dia, tran dich day phoi, buéu Hampton, westermark’s sign..); ECG (S1Q3T3,
RBBB m¢i, T dao nguoc ..)
OXN dic hiéu: D-dimer (d6 nhay cao, do dac hiéu thip); CT-scan mach mau phdi dé CBXD.
e Viém phoi cap
¢ Dj vat duong tho:
¢ Co hen tim:
OTién st bénh tim mach.
OThuong kho tha dot ngot, kho tho phai ngdi, tang khi ging sirc, ho khac dam khong giam kho tha. Cac triéu chung cua ST.
 C4c bénh ly thiéu méu cuc bo co tim (dau nguc, khong kho khe, ECG), chén ép tim cép (tinh mach ¢6 néi, gan to, dau Kussmaul,
it/khdng c6 trigu ching & phoi)
2) Tiéu chi con hen chp:
e Tiéu chi cuong do: Triéu ching nang hon “binh thudng” 1am BN “so hai”; kho the nhidu dén mirc “chi néi duoc thanh cau ngan
e Tiéu chi thoi gian: Triéu chiing van kéo dai sau khi da
0DuNg thudc giam triéu ching lién tuc 3 lan cach 20 pht.
ODung thubc giam triéu ching nhiéu hon 1 1an/ 4 gio.

3) P ning con hen cip (GINA 2010):

Dua vao tinh trang khé thé? Nhin, hoi (tir thé, tho co kéo, tri giac), sinh thiéu (nhip tha, mach, c6 mach nghich), kham (nghe ran),
CLS (PEF sau liéu DPQ dau tién, KMPM danh gia Sa02 hoic Pa02).

Nhe Vira Nang Doa ngung thé
Kho thé Khi di lai Khi néi Khi nghi ngoi
Tw thé C6 thé nam Thich ngoi Ci ra tru6c
Noi Thanh ciu Thanh cum tur Tung tu Khéng néi noi
Tri giac C4 thé kich thich Thuong kich thich | Thuong Kich thich LG 13n, lo mo
Co kéo co HH phuy, co Thuong khong Thuong c6 Thuong co Ctr dong ho hap
rut khoang trén c nghich thuong.
Nhip thé Ting Ting >30 lan/phut
Nhip mach <100 100-120 >120 Mach cham
Mach nghich Khong co C6 thé cd, 10- Thuong c6, >25mmHg Khong c6 goi ¥
25mmHg suy co hd hip
Tiéng rit, ran rit Vira, thuong cudi thi | Lén Thuong 16n Khong nghe tiéng
tho ra rit, ran
PEF sau lan dung DPQ >80% du doan 60-80% du doan | <60% du doan( <1001/phat)
dau tién hoic kéo dai dap ung <2h.
PaO2 khi trovi Thuong khéng can 60mmHg <60mmHg c6 thé xanh tim
KMPM >45mmHg c6 thé SHH
va/hoic PaCO?2 <45mmHg
Sa02 khi troi >95% 91-95% <90%
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4) Primary care (phong khdm, bénh vién ma khéng phai khoa cap cau):

Box 4-3. Management of asthma exacerbations in primary care (adults, adolescents, children 6-11 years)

C PRIMARY CARE Patient presents with acute or sub-acute asthma exacerbation )
: Is it asthma?
ASSESS the PATIENT Risk factors for asthma-related death? (Box 4-1)
. Severity of exacerbation?
v I v v
/ MILD or MODERATE ~ \ [ SEVERE N\
Talks in phrases, prefers Talks in words, sits hunched LIFE-THREATENING
sitting to lying, not agitated forwards, agitated Drowsy, confused
Respiratory rate increased Respiratory rate >30/min orsilent chest
Accessory muscles not used Accessory muscles in use
Pulse rate 100—120 bpm Pulse rate >120 bpm
O, saturation (on air) 90-95% O, saturation (on air) <90%
QEF >50% predicted or best/ QEF <50% predicted or best/ URGENT
(START TREATMENT \ ( \
SABA 4-10 puffs by pMDI + spacer, TRANSFER TOACUTE
repeat every 20 minutes for 1 hour CARE FACILITY
i : ——— WORSENING ——|
Prednlso!one. adults 1 mg/kg, max. While waiting: give inhaled
50 mg, children 1-2mg/kg, max. 40 mg SABA and ipratropium bromide,
Controlled oxygen (if available): target 0O,, systemic corticosteroid

ksaturation 93-95% (children: 94-98%) )

4

CONTINUE TREATMENT wi

Aas needed } WORSENING)

ASSESS RESPONSE& HOUR (or earlier)
IMPRbVING
ASSESSFOR DISC&W - ARRANGE at DISCHARGE \
Symptoms improve ing SABA - Reliever: continue as needed
PEF improving, and 0% of personal . Controller: start (Box 3-4), or step up (Box 4-2).

best or predicte Check inhaler technique, adherence

Prednisolone: continue, usually for 5-7 days
: (3-5days for children)
* Follow up: within 2—7 days J

v

FOLLOW UP \

eliever: reduce to as-needed

ontroller: continue higher dose for short term (1-2 weeks) or long term (3 months), depending
on background to exacerbation

Risk factors: check and correct modifiable risk factors that may have contributed to exacerbation,
including inhaler technique and adherence (Box 2-2, Box 3-8)

kAction plan: s it understood? Was it used appropriately? Does it need modification? )
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5) Khoa cép ciru:
Box 4-4. Management of asthma exacerbations in acute care facility, e.g. emergency department

INITIAL ASSESSMENT Are any of the following present?
A: airway B: breathing C: circulation i Drowsiness, Confusion, Silent chest
NO
l YES
Further TRIAGE BY CLINICAL STATUS Consult ICU, start SABA and O,,
according to worst feature and prepare patient for intubation
) 4 )
MILD or MODERATE SEVERE
Talks in phrases Talks in words
Prefers sitting to lying Sits hunchegd forwards
Not agitated Agitated
Respiratory rate increased Respiratory rate >30/min
Accessory muscles not used Accessory muscles being used
Pulse rate 100-120 bpm Pulse rate >120 bpm
O, saturation (on air) 90-95% O, saturation (on air) < 90%
PEF >50% predicted or best PEF <50% predicted or best
(
Short-acting beta,-agonists f;‘ Short-acting beta,-agonists
D'
Consider ipratropium bromide ‘&% Ipratropium bromide
Controlled O, to maintain " o4 Controlled O, to maintain
saturation 93-95% (children 94-98%) saturation 93-95% (children 94-98%)
Oral corticosteroids . N/ Oral or IV corticosteroids
e, ¥
Q AV Consider IV magnesium
N\ Consider high dose ICS
L & == J .
O TR \ ‘
If continuing deterioration, treatas ;| . ...
severe and re-assess for ICU l
L smessmamimtm————w—"
N ASSESS CLINICAL PROGRESS FREQUENTLY
—
é,: ﬁ} MEASURE LUNG FUNCTION
.45 , N/ in all patients one hour after initial treatment
Y . £
|
v v
—
FEV, or PEF 60-80% of predicted or FEV'l%r PtEF 76(:(/" fOfIPFed‘ICted or
personal best and symptoms improved personal.besyof\acr Qrclinica response
MODERATE _BEERe
Consider for discharge planning Continue treatment as above
and reassess frequently

eLiéu phap 02 , muc tiéu Sa02 véi khi troi 1a 90-95% (tré em 6-11 tudi: 94-98%)
eCorticoid toan than:
OChi dinh: Trong moi con hen (trir hen ’Cép nhe) hozc diéu tri SABA cai thién triéu ching it/cham; hozc dot cap hen ngay khi
dang dung corticoid; c6 bénh sir dot cap hen can corticoid.
OLiéu: Nguoi 16n (50mg prednisolone/ngay hoic 200mg hydrocortisone/ngay); Tré em 40mg/ngay.
ONeén cho som (trong vong 1 giv). Buong uong tét twong tu duong tinh mach (it xam lan, re tién), tiém mach khi khdng uong
dugc, dang 6i, thong khi nhan tao. Dung 5-7 ngay vi dung lau hon khong tot hon, khong loi ich gi hon khi giam liéu dan.
¢ICS liéu luong cit con:
OKhi dung: Fluticasone 500mcg mdi 15 phat; Budesonide 800mcg mai 30 phut.
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OChai xit va budng dém c6 van: Fluticasone 500mcg mdi 10 phat; Budesonide 400mcg mdi 30 pht.
OTA4i thiéu trong 90 phut.

eDidu tri hen cép:

0Pong van beta 2: albuterol 1 lya chon DPQ dau tién.

OMDI + budng dém c6 van > phun khi dung > tinh mach.

0CAc thude thém vao: Ipratropium > MgSO4 (FEV1 < 25-30%, khong dap tng diéu tri ban dau); Theophylline (chi sau khi da
thém moi thuoc khac)

Quan Iy sau ra vién:

Box 4-5. Discharge management after hospital or emergency department care for asthma

Medications

Oral corticosteroids (OCS)

Prescribe at least a 5-7 day course of OCS for adults (prednisolone or equivalent 1 mg/kg/day to a maximum_of 50
mg/day) and 3-5 days for children (1-2 mg/kg/day to a maximum of 40 mg). For patients considered at riskof poor
adherence, intramuscular corticosteroids may be considered*® (Evidence B).

Reliever medication

Transfer patients back to as-needed rather than regular reliever medication use, based on symptomatic and objective
improvement. If ipratropium bromide was used in the emergency department or hospital, it may bequickly
discontinued, as it is unlikely to provide ongoing benefit.

Inhaled corticosteroids (ICS)

Initiate ICS prior to discharge, if not previously prescribed (Box 3-4, p30). Patients currently prescribed ICS-containing
medication should generally have their treatment stepped up for 2—4 weeks (Box 4-2,p61) and should be reminded
about the importance of adherence with daily use.

Risk factors that contributed to the exacerbation

Identify factors that may have contributed to the exacerbation and implement strategies to reduce modifiable risk
factors (Box 3-8, p38). An exacerbation severe enough to require hospitalization may follow irritant or allergen
exposure, inadequate long-term treatment, problems with adherence; and/or lack of a written asthma action plan, as
well as unavoidable factors such as viral respiratory infections.

Self-management skills and written asthma action plan

* Review inhaler technique (Box 3-11, p42).

 Review technique with PEF meter if used.

* Provide a written asthma action plan (Box 4-2, p61).or review the patient’s existing plan, either at discharge or as
soon as possible afterwards. Patients discharged from the emergency department with an action plan and PEF
meter have better outcomes than patients discharged without these resources.*”®

+ Evaluate the patient’s response to the exacerbation. If it was inadequate, review the action plan and provide
written guidance to assist if asthma worsens-again.””*>*"

» Review the patient’s use of controller treatment before and during the exacerbation. Was it increased promptly and
by how much? Were OCS added and if not, why not? Consider providing a short-course of OCS to be on hand for
subsequent exacerbations.

Follow up appointment

A follow-up appointment within 2=7 days of discharge should be made with the patient’s usual health care provider, to
ensure that treatment is continued; that asthma symptoms are well controlled, and that the patient’s lung function
reaches their personal best-(if known).




