Benh vnen BINH AN ® CAP cUU 0

“ -, 0297.3.949494
MEDIC KN GIANG ‘-' & | WL . et lllc..‘\'. 1( e - /:ﬁ‘,‘,/‘ /“\li tllls‘ ll\s_‘s“ l\-’tt.l

CASE REPORT

NGUNG THO TAC NGHEN KHI NGU DO BEO PHI

PON VI ICU BV BINH AN
BSCKI Danh Anh




THONG TIN BENH NHAN

- Bn nam, 52 tudi,

« Nghé nghiép: ban thit lon,

« Tién st thinh thoang nhap vi tang
huyét ap nang,

- Thoai quen: it van déng, ngt ngoi,
thich ngdéi moét ché va an nhiéu(02 con
vit quay 01 lan),

* Vao vién: luc 11h ngay 08/01/2021

* Ly do v/v: khé tho.

- Chiéu cao 163 cm, CN 150 kg, BMI
56.5 kg/m2




BENH SU

* Bénh phat trwdc vao vién ba ngay, kéu mét va bénh nhan khong thé
nam dwoc, chi ngd ngdi. Cung ngady vao vién, ngudi nha thay nguoi
bénh nhan lo mo, tiép xtc cham, nén dwa bénh nhan vao Bv Binh An
diéu tri.

* ICU nhan bénh luc ,,, trong tinh trang lo mo, tiép xtc chdm nhwng van
con biét va tw di chuyén qua giworng bénh dwoc, mach 80, HA 150/90,
nhip th® 12 — 16 lan/phat, Spo2 93%/oxy am 3 lit/phut,

- Khodng 30 phut sau, bénh nhan mé, khéng tiép xuc, thé cham néng 8
lan/phut. Kich hoat hé thong khan céap tai ICU, dit ndi khi nhanh va
thé may xam lan.
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- Lam POCUS tai ICU: khéng suy tim, khéng dich mang phéi
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XET NGHIEM CO BAN

TP Kacn L s
Tel: 02973.949949 Ext.: 206
A Khoa Xét Nghi¢m
m Tel: (0297) 18743 81
Fax: (0297) 3 874381
Xhoe eho woi ngerdi
lehe An eho i nha

2

Ngay nhin bénh pham: 08/01/2021
Gid nhan bénh pham: 11:07

PHIEU KET QUA XET NGHIEM

Nam sinh: 1969 Gidi tinh: Nam$S6 DT: 0828911323

PS5 1/1 1 LI-I FIUIE g suiuviag, 1 s = o

chi dinh:BS Nguyén Thanh Dién
tPhong Cap Ciru TH

N XET NGHIEM

!'nh lugng Glucose [Mdu] sau an 3h
fT (GOT)
LT (GPT)
h luong Ure mau
teatinin
L@n gidi @6 (Na, K, CI)
| Na
f K
] Cl
hs (C-Reactive Protein high
sitivity)

%holesterol toan phan
P‘i glycerid
roponin I (Mau)

Lz £ S
[éng phén tich te bio maAu ngoai vi

(bing may dém laser):
f( WBC
Neu

/ Lym
Mono
Eos
Baso
RBC
Hb
Het
MCV
MCH

Khoa: Phong Luu-CCIH
KET QUA CHi $O BINH THUONG
9,35 (<8,5 mmol/L)
73,9 (6-25 UI/L)
81,1 (3 -30 UI/L)
61,3 (15 - 40 mg/dL)
1,28 (0,60 - 1.40 mg/dL)
*
144.8 (130 - 145 mmol/L)
4,56 (3,50 - 5,10 mmol/L)
100.0 (96 - 108 mmol/L)
52,72 (<5 mg/L)
4.99 (3,40 - 5,40 mmol/L)
1,75 (0.6 - 2.30 mmol/L)
0,230 (<0,06 ng/mL)
*
14,55 (4,0 - 10,0 10°/L)
79,6 (40 - 74 %)
10,4 (25 - 45 %)
9,5 (3-9%)
0.3 0 -7 %)
0,2 (0 - 1,50 %)
5,38 (3.8 -5.4 10/0)
159 (12- 18 g/dl)
50,8 (35 - 50 %)
94.4 (80 -97 fL)
29,5 (26 - 32 pg)
12 gic 06 phut, ngay 08 thang 01 nam 2021

KHOA XET NGHIEM

Cul 0N CANG
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Ngay nhan bénh phim: 08/01/202]
Gio nhan bénh pham: 15:36

PHIEU KET QUA XET NGHIEM

Nam sinh: 1969 Gigi tinh:NamSé BT: |

l:f A 72 T

chi dinh:BS Danh Anh Khoa: Hoéi Stre Noi

Phong 1

{ XET NGHIEM KET QUA CHI SO BINH THUGN(,

iem khi mau

“ghl?mH l (7,35 - 7.45)
pC02 (32 - 48 mmHg)
p02 (70 - 116 mmHg)
p LY
Reserve Alk (D/T kiém) (20 - 30 mEq/L)

co2 (19 - 24 mmol/L)

;ase Exces ((-3) - (+3) mmol/L)
02 SAT

AaDO2




Dx

Suy hé hap tang co2 mau/Ngwng thé tac nghén khi
ngu/Béo phi do llI(BMI 56.5 kg/m2).

Table 1.4.1 International classifications and sub-categories for BMI
(adapted from references [2—4])

BMI (kg/m?)
Classification Principal cut-off points Additional cut-off points
Underweight <18.50 <18.50
Severe thinness <16.00 <16.00
Moderate thinness 16.00-16.99 16.00-16.99
Mild thinness 17.00-18.49 17.00-18.49
Normal range 18.50-24.99 18.50-22.99
23.00-24.99
Overweight 225.00 225.00
Pre-obese 25.00-29.99 25.00-27.49
27.50-29.99
Obese 230.00 230.00
Obese class | 30.00-34.99 30.00-32.49
32.50-34.99
Obese class 11 35.00-39.99 35.00-37.49
37.50=39.99
Obese class 111 >40.00 z@uﬁ
T

et

Europ
i

s CJ

Bn'Journal of Public Health.Wol. 25 No. 2.



Rx -
DAT NOI KHi QUAN NHANH VA THO MAY

KHO KHAN
- D&t noi khi quan kho: Tw thé ké gbi dau cao,
M'idazolam, Rocuronium, Bougies.
* Thé& may VC/PC:

* \Volume control

« Pressure control: dap (rng rat tét véi may
tho,
* Th& may 3 ngay
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1h: Bs L hao Hong 1 nai
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NUI21-1130

Ngay nhan bénh phim: 10/01/2021
Git nhdn bénh pham: 07:46

PHIEU KET QUA XET NGHIEM

NAM cinh: 1040 (314 tinh Nlawa QA T

Khoa: Héi Sirc Noi

NGHIEM KET QUA CHI SO BINH THUGNG
m khi mau ¥

pH 7,520 (735 -7.45)

pCoO2 425 — (32 - 48 mmHa)

p0O2 . 80.3 (70 - 116 mmHg)

Reserve Alk (D/T kiem) 34,0 (20 - 30 mEq/L)

t-CO2 353 (19 - 24 mmol/L)

Base Exces +10.0 ((-3) - (+3) mmol/L)

02 SAT 96,7%

AaDO2 20,1

Vo

Kiém hoé hap nhe

Thé may 03
ngay/ngwng




MECaC N AN

KET CUC '
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Khoa Xt Nehidm Nedy nhan bénh pham: 11/01/203 {
7 Tel: (0297) 3 87 43 81 Gid nhan bénh phim: 06:30 ¥
Fax: (0297) 387 43 8]
fede elto woi ageo; ~m s = o]
oA eho moi ulia PHIEU KET QUA XET NGHIEM
Nam sinh: 1969 Gigj tinh: NamSé PT: 3 ‘
/11 . . A
i dinh:BS Danh Anh Khow 15 Sae Ngs
ong | ’ -
3 IEM - " e ;
) (ET NGﬁI- KET QUA CHI SO BINH THUGNC,
rong Hl? c ) 6,0 (4,10 - 6,50 %A 1C)
terol toan ph'an ‘ 4.09 (3,40~ 540 mmoiL)
(High density lipoprotein 1,09 (20,90 mmol/L)
terol)
C (Low density lipoprotein 258 (<360 mmol/L)
:Ierol)
erid 2.02 (0,6 -2,30 mmol/L,)
1i¢m khi mau *
pH 7,385 (7,35 - 7.45)
pCO2 61,1 (32 - 48 mmHg)
pOZ 80.5 (70- 116 mmHg)
Reserve Alk (D/T kiém) 35,7 (20 - 30 mEq/L)
o -CO2 37,6 (19 - 24 mmol/L)
Base Exces 83 ((-3) - (+3) mmol/L)
02 SAT 95.5%
AaDO2 0.0

Toan hd hap nhe
bénh nhan tiép xuc tot

nhip th& binh thwdng




KET CUC

« Bénh nhan tr& vé nha
khée manh sau 8 ngay
nam vién.

«  Khi mau DM gan nhw binh
thwong

- Hién tai Bn van lam duoc

cong viéc thwong ngay.

Fax: (0297) 38743 81 4 nlin by Dham 15/011107\
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LxET NGHIEM
hiém khi m4 KET QuA o
J o - ET*QUA CHISO BINH THU (N
pCO2 7,404 (735-745)
p02 503 7 (32 - 48 mmHg)
Reserve Alk (D/T kiém) 605 (70- 116 mmHg)
-CO2 30,7 (20-30 mEq/L)
Base Exces 23 (19- 24 mmol/L.)
02 SAT 49 ()~ (43) mmoliLy
AaDO2 oLL%
30.8




 HAU QUA CUA BEO PHI
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[ OBESITY ]
- Pat NKQ v v v }
: —— {lung tWork of 1CO, Leptin ——
A% nhanh Volumes Breathing production Resistance

Impaired Respiratory
muscle performance

Reduced tidal
volume
Upper airway tBicarb
Y
SLEEP obstruction TPaCO —T |—> neoucso
DISORDERED RESPIRATORY
BREATHING Sleep Hypoxua > DRIVE

hypoventilation

Altered‘ ——» Reduced arousal
neurotransmitters

Figure 1 - Schema outlining some of the pathophysiologic factors

involved in the development of obesity hypoventilation syndrome.
Bicarb = bicarbonate.

CHEST 2016: 149(3):856-8¢
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RAPID SEQUENCE INTUBATION(RSI):

= THUOC AN THAN + GIAN CO + PHUONG TIEN CAP CUU

{ NOC 55150-22505 :
M M Rocuronium 5

% Bromide n &Y

HCI INJECTION _ | S
' 50 mgper Smt (ST
' (10 mg / mi)
Rx cnly

1 For Intravencus Use Only

' SmL Multiple Dose Vial

: —_

Rapid Sequence Intubation

Sedation of Intubated/Ventilated Patients 0.6-1.2 mg/kg IV
Load: 10-50 mcg/kg (dose range 0.5-4 Tracheal Intubation
mg) slow IV injection or infusion over

several minutes; repeat q5-15min PRN 0.45-0.6 mg/kg IV

https://wwwimedscape.com/



- PHUONG TIEN CAP CUU NOI KHI QUAN KHO




PHUONG TIEN CAP ClPU NOI KHi QUAN KHO ¢




PHUONG TIEN CAP ClYU NOI KHi QUAN KHO

FIGURE 13-3. The Berci-Kaplan DCl Video Laryngoscope (Photo courtesy of Karl
Storz Endoscopy-America, El Segundo, CA).
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CAC PHUONG PHAP DIEU

TRI

V' 7
~ Lrd

Thay doi 16i song: gidm
can, ché dé an kiéng
NIV: thé may

lan

khéng xam

Phau thuat giam béo
M& khi quan

UAS: dat may kich thich
dwdng thé trén.

No6i khi quan nhanh — thé

may xam lam

TABLE 2 ] Overview of Therapies Available to Treat OHS

Therapy

Use

Comments

Lifestyle intervention
(weight loss and
dietary advice)

CPAP

Bilevel therapy
Spontaneous mode

Spontaneous timed
mode

Volume-targeted
pressure support

Oxygen therapy

Bariatric surgery

Tracheostomy

Respiratory
stimulants.

Pulmonary
rehabilitation

As an adjunct to PAP therapy in all patients with
OHS.

Patients with moderate to severe OSA in
addition to sleep hypoventilation.

Majority of patients with OHS likely to benefit
from CPAP alone.

Patients able to consistently trigger the device
from EPAP to IPAP during all stages of sleep.

Most widely used mode. Depending on the
setting of the backup rate, can promote
“passive” ventilation.

To ensure a more stable and appropriate tidal
volume is delivered to the patient
irrespective of sleep stage or body position.

In conjunction with PAP therapy if Spo,
remains < 90% despite optimized pressure
settings.

Should be used judiciously as it increases the
propensity for CO, retention especially at
higher flow rates.>***

To achieve longer-term, more sustained weight
loss with metabolic benefits. Good-quality,
long-term studies looking at outcomes for
patients with OHS not available.

An option for patients with marked respiratory

failure intolerant to PAP therapy and where
significant weight loss not achievable.

As an adjunct to other therapies.

To maximize the benefits achieved with PAP
therapy and promote physical activity/reduce
sedentary behaviors.

As sole therapy has not been shown to
significantly improve nocturnal gas
exchange, symptoms, or awake C0,."'*?

Effective in controlling SDB in a significant
proportion of patients with OHS,20:53°55
Pressures of 11-16 cm H;0 usually required.

Need to closely monitor patient during first
month of therapy to ensure clinical and
daytime CO; improvements.

No data available regarding long-term impact
compared with other PAP therapies.

No strong evidence at present confirming
superiority of one mode of bilevel PAP over
another in important clinical
outcomes. ! 5355.56

Central events can occur in the spontaneous
mode,”” but the use of the ST mode does not
guarantee good patient-ventilator
synchrony.*”

Pressures need to be titrated for the mode
used.””

Important to set sufficient EPAP to prevent
upper airway obstruction and minimize
arousals.”®

Required almost invariably for patients
presenting with acute decompensated
respiratory failure. However, can be
withdrawn in a significant proportion of
patients once effective PAP therapy
established.

Patients requiring long-term oxygen therapy
with PAP need to be followed closely due to
poorer survival.*”®!

Patients need to be carefully selected, with
postoperative risks fully explained. Should be
performed by highly experienced teams.

Is associated with a range of medical and social
conseguences.

PAP therapy is usually st_i!l required to treat
sleep hypoventilation.®”

No good-quality, long-term data outlining
response to pharmacotherapy in OHS.
Treatment may be limited by side-effects.

Motivational issues, physical limitations, and
social isolation may limit the patient’s
willingness and ability to participate in an
exercise/rehabilitation program.®*

For most patients, a combination of therapies is necessary to achieve the best clinical outcorme. EPAP = expiratory positive airway pressure;
IPAP = inspiratory positive airway pressure; PAP = positive airway pressure; SDB = sleep-disordered breathing; Spo, = oxygen saturation measured by

pulse oximetry; ST mode = spontaneous timed mode of bilevel ventilation. See Tat

1 legend for expansion of other abbreviations.

MECaC N AN

CHEST 2016; 149(3):856-8



LIEU PHAP PIEU TRI MOI — THAY THE PAP
INSPIRE® UPPER AIRWAY STIMULATION (UAS) |

Obstructive Sleep Apnea

During sleep, gravity and muscle relaxation allows
the tongue and surrounding soft tissues to fall back
into the throat area obstructing air flow.

Obstructed

/A p
8
‘b e | in¥spire

intercostal region

| / s /o SN AIR300376C
Hypoglossal MY e Model 3028

K7
Inspire Medical Systems & /;-’




LIEU PHAP PIEU TRI MOI — THAY THE PAP
INSPIRE® UPPER AIRWAY STIMULATION (UAS)

Figure 7. The Inspire remote.

Figure 8. The Inspire programmer.




KET LUAN

« N6i khi quan khd/béo phi co6 thé kiém soat tét khi ta chuan bi di phwong
tién cap ctru, ké gdi dau cao, thudc an than va gian co: Midazolam,

Rocuronium va Bougies.

«  Thé& may/béo phi: dau cao 45° va cai mode kiém soat ap lwc(Pressure
Control) giip bénh nhan dap &ng rat tét, liéu thude an than it hon va dat
muc tiéu thd may nhanh.

«  UAS(upper airway stimulation) 1a phwong phap diéu tri m&i gidp bénh nhan OHS

(héi chirng giam théong khi do béo phi) cé duwdng thé théng thoang trong lic nga.
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