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CA NHAN HOA DANH GIA NGUY CO’' GAY XUONG
O’ PHU N’ SAU MAN KINH: TIEN BO VA THACH THUC

Nguyén Viin Tuin
Chuong trinh nghién ctru loAng xwong va sinh hoc xwong
Vién nghién ctru y khoa Garvan Sydney, Australia

Loang xuong va h¢ qua gay xuwong la mot ganh nang cho dich vu 'y té, vi gdy xuong dan
den mot loat bién cd nguy hiém nhu tai gdy xwong va ting nguy co tir vong. Nhiing nguoi con
sdng sot sau giy xuong bi han ché van dong hang ngay va suy giam chat lugng cudc song. Mot
trong nhitng phat trién quan trong trong thoi gian gan day la su ra doi cua cac mo hinh tién luong
giy xuong. Cac md hinh nay c6 thé gitp cho béc si danh gia nguy co gdy xuong, quyét dinh diéu
tri, va quan li bénh. Hai mo hinh tién lugng phd bién nhat trén thé gi61 hién nay 1a mo hinh
FRAX® va Garvan Fracture Risk Calculator (GFRC) (1,2). Bai nay diém qua nhimng két qua cua
nhing nghién ctru danh gia do tin cay ciia hai mo hinh trén, va dé ra mot s van dinh hudng can
nghién curu trong tuong lai.

Cach danh gia do tin cdy ctia mot mo hinh thudng qua chi sb dién tich duéi duong biéu
dién ROC (con goi 1a AUC). Gi4 tri AUC cang cao phan anh mitc d6 phan dinh giita nhitng ca
gdy xuong va khong (§ay xuong cang chinh x4c. Cac nghién cru danh gia do tin cdy gan day cho
thay mo hinh FRAX™ c6 gia tri AUC dao dong trong khoang 0.61 dén 0.83, va mo hinh GFRC
dao dong trong khoang 0.63 dén 0.88. Tién lugng giy cbd xuong dul c¢6 phan chinh xac hon céac
dang gay xuong khac. Mot két qua quan trong 14 mo hinh F RAX thuong udce tinh nguy co gay
xuong thdp hon thyc té, trong khi @6 mo hinh GFRC uéc tinh gan véi thuc té hon (hodc cao hon
thyc té trong cac nhom c6 nguy co cao). Két qua phan tich hau dinh ciia cdc cong trinh nghién
ctru 1am sang ddi ching ngiu nhién cho thiy hiéu qua chéng gy xuong cua cac thudc nhu
alendronate, clodronate, bazedoxifene, va denosumab thuong cao hon ¢ bénh nhan c¢6 nguy co
gdy xuong cao. Tuy nhién, khong c6 méi trong quan nao giita nguy co gy xuwong va hiéu qua
chdng giy xuong cua cac thudc raloxifene va strontium ranelate.

Mic du nhimg mé hinh tién luong trén 12 mét tién bd quan trong trong lodng xwong,
nhung van con kha nhiéu thach thirc can phai vuot qua. Cac mé hinh hién tai chi xem xét dén cac
yéu t6 1am sang va nhan tréc ma chua sur dung cac yéu t6 nhu gen. Mot s6 nghién ctu tuong
quan trén toan bo nhidm sic thé (GWAS) gan déay da phat hién hon 50 gen ¢ lién quan dén giy
xwong. Mdi gen ndy c6 anh huong thap den nguy co gdy xuong, nhung khi tat ca cac gen duoc
phan tich ciing mot lic thi c6 thé cung cip thém thong tin vé nguy co giy xwong cho mdt ca
nhan (3,4). Do do, mt thach thac trong twong lai 1a sir dung thong tin tr nhiing kham pha gen
két hop véi cac yéu td 1am sang dé tién lugng géy xuwong cho moi ca nhan mét cach chinh xac
hon. Ngoai ra, mot trong nhimng diém yeu cua cac mo hinh tién luong gdy xwong la chi dya vao
mot gia tri ban dau ma chua xem xét dén sy bién chuyén cia cac yéu t6 1am sang theo thoi gian &
mdi ca nhan (chang han nhu mat do xwong suy giam theo do tu01) Do d6, mot trong nhiing dinh
huéng trong tuong lai 1a sir dung nhimg bién chuyen clia cac yéu td 1am sang dé co thé tién
luong gay xuong va tor vong chinh x4ac hon cho moi ca nhan.

Mac du cac mo6 hinh tién lugng FRAX va GFRC chua phai hoan hao, nhung cac mé hinh
nay co thé giip cho bac si va bénh nhan d01 thoai vé nguy co gy xuong trong thoi han ngan (5
nam) dé di dén nhimg quyét dinh sang sudt vé diéu tri va quan i bénh. Ca nhan hoa tién luong
gdy xuong cling can phai xem xét dén sy cam nhdn vé nguy co va hé qua cia mdi ca nhan.
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INDIVIDUALIZED ASSESSMENT OF FRACTURE RISK IN
POSTMENOPAUSAL WOMEN: PROGRESSES AND CHALLENAGES

Nguyén Vin Tuin

Osteoporosis and Bone Biology Program - Garvan Institute of Medical Research -
Sydney, Australia

Osteoporosis and its consequence of fragility fracture impose a significant demand on
medical care and health services, because fracture is associated with a series of adverse events,
including re-fracture and mortality. One of the significant advances in osteoporosis research is
the the development of predictive models for identifying individuals at high risk of fracture for
early intervention and management. Risk prediction models, including the FRAX® and Garvan
Fracture Risk Calculator (GFRC) (1,2), have been developed to provide a useful clinical
framework for communicating the risk of fracture. The present review examines the validation of
risk prediction models in osteoporosis and identifies some major challenges.

Recent validation studies suggested that the are under the receiver operating
characteristics curve in fracture discrimination ranged from 0.61 to 0.83 for FRAX®, and from
0.63 to 0.88 for GFRC, with hip fracture having a better discrimination than fragility fractures as
a group. FRAX® substantially under-estimated the risk of fracture, whereas the predicted risk by
GFRC was close to or slightly higher than the actual risk. Results of post-hoc analyses of clinical
trials indicated the anti-fracture efficacy of alendronate, coronate, bazedoxifene, and denosumab
was greater in patients with higher predicted risk of fracture. However, there was no correlation
between the anti-fracture efficacy and predicted fracture risk among patients on raloxifene and
strontium ranelate.

Nevertheless, there are several challenges to be addressed. Existing predictive models
include clinical factors and anthropometric characteristics and have not considered genetic
variants in the prediction. Recent genome-wide association studies (GWAS) have identified
several genetic variants relevant to fracture risk. These genetic variants are common in frequency
but have very modest effect sizes. A remaining challenge is to translate these genetic variants
discoveries to better predict the risk of fracture based on an individual’s genetic profile (i.e.,
individualized risk assessment) (3,4). An important weakness of current fracture prediction
models is that they are based on a single measurement of risk factors, with the underlying but not
stated assumption that the risk factors do not change with time. Obviously, this assumption is
not true in many risk factors such as BMD and body weight that are known to decline or change
with time. Therefore, one important aspect of future model development should take the time-
varying nature of risk factors into account to achieve a better estimate of risk for an individual.

The prognostic performance of FRAX and GFRC for fracture prediction is not perfect,
but these predictive models can aid patients and doctors communicate about fracture risk in the
medium-term and to make rational decision. However, the application of these predictive models
in making decisions for an individual should take into account the individual’s perception of the
importance of the risk of fracture and its severity outcomes.
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QUARITE (CHAT LUQNG CHAM SOC, QUAN LY YEU TO
NGUY CO’ VA KY THUAT SAN KHOA): THU" NGHIEM LAM SANG
NGAU NHIEN TREN TO'NG NHOM NHO VE CAC CAN THIEP TREN
NHIEU PHU'ONG DIEN PE GIAM Ti LE T&* VONG ME O’ SENEGAL
VA MALI

Alexandre Dumon, Pierre Fournier, Michal Abrahamowicz,
Mamadou Traoré, Slim Haddad, William D. Fraser

Téng quan: Ti 1¢ tir vong me & cac nude Chau Phi cao hon so véi cac nudc cong nghiép,
vi vy viéc phat trién va cong nhan nhing can thiép c6 hiéu qua 1a diéu rat can thiét. Ching toi
da tién hanh 1 thir nghiém 1am sang dé danh gia hiéu qua cua cac can thiép trén nhiéu phuong
dién dé cai thién danh gia tir vong me (MDR) va huan luyén vé chim soc cdp ctru san khoa
(EmOC) ¢ nhiing bénh vién c6 ti 1€ tir vong me cao.

Phuong phap nghién ciru: Thir nghiém 1am sang ngau nhién c6 nhom ching trén nhom
nho. Bén muoi sau bénh vién céng dau tién va cac bénh vién thir cdp voi hon 800 truong hop
chuyén da sanh mdi nam da duoc ghi nhdn & Senegal va Mali, dugc phan loai theo quéc gia va
bénh vién, va dugc phan chia 1 cach ngau nhién thanh 2 nhém cin bang nhau: 1 nhém (n=23) ¢
duge can thiép va 1 nhém (n=23) khong ¢ can thiép nao tir bén ngoai Tét ca nhitng thai phu
duoc tinh vao nghién ctru 13 nhitng ngudi c6 chuyén da sanh & nhitng co sé c6 tham gia nghién
ctru trong giai doan trude va sau can thi€p. Céc can thi€p dugc thuc hién trong khoang thoi gian
2 ndm & cac tuyén bénh vién, véi myc tiéu 1a cham soc stc khoe 1 cach chuyén nghiép. Nghién
ctr bao gdm mot hdi thao tuong tac ban dau va gido duc dinh hudng 1am sang 3 thang 1 lan va va
xa hon 1a sy tham khadm dua trén y hoc chung ctr, tap trung vao danh gid tr vong m¢ (MDR) va
thuc hanh 1am sang tot nhat c6 thé. Muc tiéu chinh 1a lam giam nguy co tir vong tai vién cho me
sau khi can thiép so voi trudc khi co can thiép. Phan tich theo y dinh diéu tri va dua trén cac wéc
tinh phuong trinh téng quat (GEE) , phan ma rong ciia md hinh hoi quy logic dé tinh toan trén
tirng nhém nho bénh nhan trong cac bénh vién.

Két (qua nghién ciru: Khong c6 bénh vién nao ngung tham gia nghién ctru. Nhimg hanh
dong cu thé da duoc trién khai toan dién dé nang cao chat luong chim séc trong bénh vién.
Chuing t6i quan sat thiy khong 0 tac dung ngoai y mudn cta viéc danh gia tr vong me, chang
han nhu tranh chap hodc cac mdi de doa cho nhan vién. Tt ca 19 1167 bénh nhan da chuyen da
sanh tai cac bénh vién tham gia nghién ctru dugc phan tich (95 931 truong hop co6 can thiép va
95 236 truong hop khong dugc can thiép).

Nhin chung, ty 1€ tr vong gidm déng ké & cac bénh vién co duoc can thi€p hon so véi tai
cac bénh vién nim trong nhom chimg (OR = 0,85, 95% CI: 0,73-0,98, p = 0,0299), tuy su chénh
léch nay chi giéi han & cac bénh vién tuyén trung wong va tuyén quan huyén. Khong c6 tac dung
trong bénh vién thir cip bén ngoai thu d6 (OR = 1,02, 95% CI: 0,79 - 1,31, p = 0,89).

Dién giai: Viéc thudng xuyén ghé thim boéi mot cd van vién dao tao va vige dao tao tai
chd tao diéu kién thuan loi cho danh gid tir vong me (MDR) bang cach cung cap cac chuyén gia
cham soc sirec khoe voi nhimng kién thirc va su tu tin dé thyc hién cac dé xuat cai tién chat luong
trong trong qua trinh kiém tra. Danh gia tir vong me két hop véi viéc thuc hanh 1am sang tot nhét
¢ hiéu qua trong viéc lam giam tir vong me & cac bénh vién tuyén dau. Nghién ctru siu hon 1a
can thiét dé x4c dinh xem nhing loi ich ctia can thiép & nhitng bénh vién thir cép.
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QUARITE (QUALITY OF CARE, RISK MANAGEMENT, AND
TECHNOLOGY IN OBSTETRICS): A CLUSTER-RANDOMIZED
TRIAL OF A MULTIFACETED INTERVENTION TO REDUCE
HOSPITAL-BASED MATERNAL MORTALITY IN SENEGAL AND
MALI

Alexandre Dumont, Pierre Fournier, Michal Abrahamowicz,
Mamadou Traoré, Slim Haddad, William D. Fraser

Background. Maternal mortality is higher in Africa than in most industrialized countries,
so it is essential to develop and validate effective interventions. We conducted a trial to evaluate
the effect of a multifaceted intervention to promote maternal death reviews (MDR) and on-site
training on emergency obstetric care (EmOC) in referral hospitals with high maternal mortality
rates.

Methods. Pragmatic cluster randomized controlled trial with hospitals as the units of
randomization and patients as the unit of analysis. Forty-six public first- and second-level
referral hospitals with more than 800 deliveries per year were enrolled in Senegal and Mali,
stratified by country and hospital type, and randomly assigned by the method of blocked
randomization in a balanced design to either the intervention group (n=23) or a control group
with no external intervention (n=23). All women who delivered in each of the participating
facilities during the baseline and post-intervention periods were included. The intervention,
implemented over a period of two years at the hospital level, targeted the health care
professionals. It consisted of an initial interactive workshop and quarterly educational clinically-
oriented and evidence-based outreach visits focused on MDR and best practices implementation.
The primary outcome was reduction of individual mothers’ risk of hospital-based mortality from
before to after the intervention. Analysis was by intention-to-treat and relied on the generalized
estimating equations (GEE) extension of the logistic regression model to account for clustering
of women within hospitals. This study is registered, number ISRCTN46950658.

Findings. No hospital was lost to follow-up. Concrete actions were implemented
comprehensively to improve quality of care in intervention hospitals. We observed no
unintended effect of MDR, such as litigation or threats to personnel. In all, 191,167 patients who
delivered in the participating hospitals were analyzed (95,931 and 95,236 in the intervention and
the control arms, respectively). Overall, mortality reduction in intervention hospitals was
significantly higher than in control hospitals (OR = 0.85, 95% CI: 0.73-0.98, p = 0.0299), but
this effect was limited to capital and district hospitals, which mainly acted as first-level referral
hospitals in this trial. There was no effect in second-level referral (regional) hospitals outside the
capitals (OR =1.02, 95% CI: 0.79 — 1.31, p = 0.89).

Interpretations. Regular visits by a trained external facilitator and on-site training
facilitate MDR by providing health care professionals with the knowledge and confidence to
make quality improvement suggestions during audit sessions. MDR combined with best
practices implementation is effective in reducing hospital-based maternal mortality in first-level
referral hospitals. Further studies are needed to determine whether the benefits of the
intervention are generalizable to second-level referral hospitals.
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QUAN LY PAI THAO PUONG THAIKY VA QUYET PINH
THO'I PIEM SANH

GC Di Renzo

Dai thio dudng thai ky (GDM) theo dinh nghia ¢ dién 13 “ khong dung nap carbohydrate
dan d&n ting duong huyét khoi phat hodc duoc phat hién 1an dau tién trong thai ky”, ma khong
loai trir kha nang khong dung nap duong tir trude chua duge nhan biét. Cac rdi loan anh hudng
5-7% san phu va tin sd ciia nd dang gia ting trén toan thé gidi.

Trong thai ky binh thuong, ting dé khang insulin do tang noi tiét nhau- thai nhu
progesteron, cortisol, hormon tang truong prolactin va hPL. Tuyen tuy binh thlIO’l’lg s& bu dip
bang cach tang tiét insulin, nhung khi tuyén tuy khong ting tiét, hodc tiét insulin giam do giam
chuce nang té bao beta, s& gdy ra dai thao duong thai ky. Nhitng nguoi me bi dai thao duong thai
ky voi tang duong huyét dién hinh s& chuyén lugng dudng 16n qua thai nhi, gdy tang insulin bao
thai va phat trién qua mirc cic mo nhay cam insulin ( chi yéu mé m&), hdu qua la thai tang
truong mAt cAn xtng, lam tang nguy co sang chan lac sanh, ket vai, mo Iy thai va tir vong chu
sinh. Tang insulin ciing c6 thé gay ra nhiéu bién chimg chuyen hoa ¢ tr¢ so sinh nhu ha duong
huyét, ting bilirubin mau, ha canxi mau, ha magie mau, da hong cau, hoi ching suy ho hap, va
nguy co 16n vé lau dai ctia bénh tiéu duong va béo phi ¢ tré em.

bai thao duong thai ky 1am tang bién chimg cho me nhu tang huyét ap, tién san giat va
mo 14y thai, kém ting nguy co phat trién thanh bénh dai thio dudng vé sau. Do sinh Iy bénh cia
GDM, phan 16n cac phu nit d3 c6 GDM sé& bi dai thao duong loai 2, véi ty 18 tich liy tir 2,6%
dén 70%.

QUAN LY GDM: BANG CHUNG LAM SANG

Nhiing loi ich y té va san khoa tiém ning cta quan Iy GDM 1a it bién ching ba me va
thai nhi, trong va sau thai ky, nhung céc tién ich cua sang loc GDM, vé 1oi ich ctia ba me va thai
nhi, gin dy da c6 cau hoi dugc dit ra, vi vay van dé quan trong 13 phai xem xét bang chung dé
danh gi4 tién ich that su cua quan Iy GDM nghiém ngat.

Ba nghién ctru doan h¢ da chirng minh mot s6 hau qua dbi voi me va thai ( thai to, md 13y
thai, tién san giat) cang xau, muc dung nap dudng ciia me cang 16n: diéu quan trong ciia nhiing
nghién ctru nay nam ¢ su bat dung nap duong da khong dugc chan ‘doan va do d6 khong duge
diéu tri trong thai ky, trong nghién ctru da kiém tra va loai bo cac yéu t6 gy nhidu nhur tudi tac
va chuing béo phi cua me.

Méi day cac bién ching trén thai ( thai luu, thai to, thai 16n so véi tudi thai, ha duong
huyét, tang hong cau, tang bilirubin mau) dugc cho thay rang xay ra & 59% phu nit bi GDM
khong dugc diéu tri va ¢ 18% dugc diéu tri, va xdy ra & 11% kiém soat binh thuong.

Trung tAm nghién ciru bat dung nap Carbohydrat ¢ phu nitr mang thai
Uc ( ACHOIS) chitng minh rang diéu tri GDM ( theo tiéu chuan cia WHO) cai thién két cuc
me va thai nhi. Ty 18 bién ching chu sinh nghiém trong & tré so sinh thap hon dang ké & nhom
diéu tri so v6i nhom chimg ( 1% so v6i 4%, p=0,01). Vi vdy GDM can phai dugc chan doan va
dieu tri.

GIAM SAT CHUYEN HOA:
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Muc tiéu cta quan 1y glucose trong GDM la giir gia tri glucose cang gan binh thudng
cang tot.

Hoi nghi Hoi thao Quéc té 1an tha 5 ( FIWC) vé GDM cho thdy ndng do dudng trong
mau mao mach dudi 96 mg/dl ( < 5,3 mmol/l) trude khi an va dudi 140 mg/dl ( < 7,8 mmol/l) 1
gid sau dn, hodc dudi 120mg/dl ( < 6,7 mmol/l) 2 gid sau dn. Mirc dudng huyét tham khao dé
nghi cua ADA 1a dudi 105mg/dl ( 5,8mmol/l) trude khi an va dudi 155 mg/dl ( 8,6 mmol/l) 1 gio
sau an, hodc dudi 130 mg/dl ( 7,2 mmol/l) 2 gid sau an.

D6 1a gia trj nhdn manh, tuy nhién, cac khuyén cao khong xem xét gia tri duong huyét
cao hon so voi nhiing nguoi binh thuong ghi nhén trong thai ky, ho dé cap dén muc do duong
huyét lién quan dén két cuc thai ky. Diéu nay chu yéu do céac nghién ctru danh gia duong huyét ¢
phu nit mang thai binh thuéng van con khan hiém, lién quan dén s6 it phu nit nhap vién va chi do
ludng tri s6 glucose vao mot ngay trong 3 thang cudi thai ky.

MUC PQ PUONG HUYET VA CAC BIEN CHUNG CHU SINH:

Bién chimg cia GDM phd bién nhét & tré so sinh duoc cho 14 thai to va nguy co sang
chan khi sanh cao. Diéu nay dugc chimg minh rang ty 1¢ thai to ting c6 ¥ nghia voi mic dudong
trong mau cao hon 105 mg/dl, trong khi nguy co em bé nhé hon tudi thai cao khi muc dudng
trong mau giam dudi 87 mg/ dl; do d6 dé tranh nhimg bién chimg cua thai, gia tri duong trong
mau nén dugc duy tri gitra 87 va 105 mg/dl & bénh nhan GDM.

Ty 1€ tr vong chu sinh phé bién hon & phu nit bi GDM duoc chan doan sém so véi céac
truong hop chan doan mudn. Mot ty 18 tir vong chu sinh cao hon di duge bao cdo ¢ nhitng bénh
nhan GDM khéng duoc diéu tri so v6i cac truong hop duoc diéu tri. Bao cao cia ADA cho thay
duong huyét luc doi cao hon 105 mg/dl c6 nguy co tir vong chu sinh cao ¢ bénh nhan GDM.
Ngoai ra con ¢6 mbi lién quan giita nong do duong huyét trung binh va ty 18 tir vong chu sinh, ty
1¢ 4% & phy nit bi GDM c6 mirc duong huyét trung binh dudi 100mg/dl , 15% néu dudng huyét
trung binh 100 — 150 mg/dl, va 1a 24 % néu vuot qua 150 mg/dl.

Déi véi cac bién ching khac cia GDM 1én thai nhi, nhu ha duong huyét, ha calci mau va
tang bilirubin mau, mirc duong huyét dugi 100 mg/dl ( mot gia tri giong voi phu nit ¢6 thai binh
thuong) 1am giam cac bién ching trén. Nhung mot bai bio gan day cho thay 1d rang rang, ngay
ca khi diéu tri nghiém ngat dat dugc cac gia tri duong huyét noi trén, bién ching cho me va thai
nhi trong GDM van con cao hon so véi phu nit mang thai binh thuong. Cac ngudng aé ngan
chan bién chuing cho me va thai nhi cia GDM st dung cho dén nay can phai dugc xem xét lai,
cling theo nhu nhitng phét hién gan day & phu nit mang thai binh thudng theo ddi luong dudng
huyét hoic sir dung CGMS.

CGMS c6 thé c6 vai trd quan trong, boi vi gan day cac hé thdng da chi ra rang, trai véi
nhéan thtrc chung, phu nit bi GDM c6 thé bi ha duong huyét, ma c6 nhiéu kha nang trong )
nhimg nguoi duge didu trj insulin va khong ¢6 trigu chimg. Ty theo ddi duong huyét (SMBG)
khong xem xét nhiing dao dong trong ngay, da dugc ching minh c6 thé gop phan gy mot sd
bién chig ¢ tré so sinh. Mac du SMBG dugc thyc hién chinh xac rit quan trong trong viéc theo
doi phy nit mang thai méic bénh tiéu duong, CGMS dong mot vai tro — dac biét & bénh nhan
GDM — dung dé x4c dinh nhitng bénh nhan can phuong phap diéu tri khac hon diéu chinh ché do
an, va dé phat hién nguy co ha dudong huyét & cac bénh nhan dugc diéu tri insulin.

~Quan ly san khoa la quan ly Vé, chuyén hoa, phuwong phap theo ddi thai, quyét dinh thoi
diém tot nhat va phuong phép sanh la rat quan trong.
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Nhing bénh nhan GDM diéu trj bang insulin, nhimg bénh nhan kiém soat chuyén hoa
duong kém va/ hodc c6 bénh kém theo can phai duoc theo ddi bing « stress — free tests” sau tuin
32 cua thai ky, thyc hién tric d6 sinh — vat Iy va Doppler velocimetry dé danh gia luu luong mau
ron, theo khuyén céo ctiia IWC lan tht tu (Fourth IWC ) vé GDM va ACOG. Piéu chinh ché do
an diéu tri trong GDM chua du cho du quan 1y san khoa chat ch& nén doi hoi theo doi cur dong
thai trong 8 — 10 tuan cu01 thai ky. Theo ACOG va FIWC Ve GDM, nhiing bénh nhan GDM
kiém soat chuyén hoa tét bang cach diéu chinh ché do an va toc do ting truong cua bao thai thich
hop, cir dong thai nén duoc theo ddi trong 8 — 10 tuan cudi thai ky, va bat ky sy giam ctr dong
thai phai duoc bao ngay cho béac si san khoa. Két qua ctia mot nghién ctru ngau nhién da trung
tam 16n so sanh két qua chu sinh ¢ phu nitr bi GDM nhe diéu chinh ché do dn va/ hodc diéu tri
bang insulin voi phu nit khong diéu trj dac hiéu s& 1am 13 cac chién luoc cu thé dé quan Iy GDM.

Sang loc di tat bam sinh chi duoc dé nghi ¢ nhitng bénh nhan GDM véi né)ng do HbAlc
cao hon 7% hodc mic duong huyét lac doi cao hon 120 mg/dl, v6i nguy co cao cta bénh tiéu
duong truée khi mang thai khong duoc chan doan va do nguy co cao cua di tat bAm sinh. Mot
diém quan trong can xem xét khi theo ddi GDM 1a co hoi dé du bao va diéu tri thai to, bién
chtng phd bién nhat cia tinh trang nay. Thiét 1ap ké hoach diéu tri dé ngan thai ting truong qua
murc, ching ta can biét khi nao hién tuong nay bat dau. Mot nghién ctru trén siéu am (US) do
khéi luong nac va chit béo cua thai & phu nit bt GDM va phu nit mang thai binh thuong & cac
tudi thai khic nhau di chi ra rang trong GDM khdi lwong nac cua thai tang tir tuan 20 va khoi
luong m& ting lac 26 tudn thai ky. Tinh chinh x4c cta siéu am wdc tinh trong luong thai nhi
thuong duogc thé hién dudi dang do nhay, d6 dic hiéu, gia trj tién doan duong va am, va ti 1 udc
tinh trong 10% trong luong sinh thuc té: mot ty 1€ sai s6 13% ( £2 SD) trong vi¢c udc tinh trong
lugng thai nhi voi si€u dam nén dugc dua vao bao cdo. Hon nita gid tri tién doan duong cua siéu
am trong viéc danh gia can ning lic sanh trén bach phan vi 95 & phu nit véi muc bt dung nap
duong khac nhau chi ¢6 50%. Trong mot nghién ctru gan ddy da tim thay rang siéu am wéc tinh
trong lugng thai, dya trén chu vi bung, duong kinh ludng dinh, chu vi vong dau va chiéu dai
xuong dui, 4000g hodc hon trong vong 1 tuan sanh, va chi s6 nuéc i cao hon binh thuong, ket
hop voi cac yéu to nguy co 1am sang ( s6 lan sanh cua nguoi me, chi sd BMI va bénh tiéu
duong), gitp cai thién du béo thai to tir 61% - 71%. Cong nghé méi duge phat trién, nhu siéu Am
3D va chup cong hudng tir, trong bdi canh nay da to ra rat chinh xéac trong do luong trong luong
cta thai nhi tir su danh gia thé tich cta thai. Hau hét cc nghién ctru nay dugc cong bd cho dén
nay la tham khdo tir vai truong hop, tuy nhién, ty 1€ gitra chi phi — loi ich cta cdc cong nghé nay
can phai dugc xac dinh trude khi xem xét ap dung thuong xuyén.

C6 bang ching tir mot s6 nghién ciru cho thdy mot chu vi bung ciia thai nhi 16n hon bach
phan vi 75 v6i mtc duong huyét luc d6i hon 105 mg/dl twong quan v6i mot nguy co cao tré so
sinh 16n hon so voi tudi thai ( LGA):trong truong hop ndy, muc tiéu dudng huyét chit ché hon (
80mg/dl khi d6i va 100 — 120 mg/dl 2 gio sau dn) va diéu tri insulin thudng xuyén hon c6 thé
lam giam ting truong LGA 50%. Do d6 khuyén céo ciia FIWC vé GDM nén danh gia chu vi
bung ctia thai nhi bat dau trong quy hai va lap di lap lai cic phép do mdi 2 — 4 tuan, dé cung cip
céc chi s hitu ich trong diéu tri GDM.

Vi su gop phan ctia khdi lwong chat béo cho trong luong thai nhi, do d6 day mé mém co
thé chinh xac hon do toan bd co thé ( mé md va nac). Phuong phap nay cho thiy c6 do nhay cao,
nhung do dic hiéu thip, tuy nhién, do m6 md dudi da cua thai nhi da dugc chimg minh nhay va
déc hiéu. Nhimg phuong phap nay van chua tré nén thong dung trong theo ddi cac bénh nhan
GDM, tuy viy can tiép tuc nghién ctru dé c6 duoc loi ich thuc sy cho bénh nhan va ty 1é chi phi
—loi ich.

Do ting nguy co thai luu, ddc biét 13 sau 40 tudn ¢ bénh nhan dai thao duong kiém soat
kém, c6 su ho tro khdi phat chuyén da luc thai 38 tuan. Tuy nhién can xem xét thyc t€ mot ty 1€
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phan trim nhit dinh thai chua “ truong thanh” va ¢ thé phat trién RDS sau sanh. Viéc danh gia
su trudng thanh phoi thai nhi tr nude 61 trong nhitng trudng hop nay la chinh xac.

MANAGEMENT OF DIABETES IN PREGNANCY
AND TIMING OF DELIVERY

GC Di Renzo

Gestational diabetes mellitus (GDM) is classically defined as a “carbohydrate intolerance
resulting in hyperglycemia of variable severity with onset or first recognition during pregnancy”
, Which does not exclude the possibility of a prior unidentified glucose intolerance. The disorder
affects 5-7% of all pregnancies and its frequency is rising the world over .

Insulin resistance increases in normal pregnancy due to the progressively rising levels of
feto-placental hormones such as progesterone, cortisol, growth hormone, prolactin and human
placental lactogen. The pancreas normally compensates by increasing insulin secretion, but when
it does not, or when insulin secretion declines due to a beta cell function impairment , then GDM
develops. The maternal hyperglycemia typical of GDM determines a greater transfer of glucose
to the fetus, causing fetal hyperinsulinemia and an overgrowth of insulin-sensitive (mainly
adipose) tissues, with a consequent excessive, unbalanced fetal growth, meaning more trauma at
birth, shoulder dystocia, cesarean sections and perinatal deaths. Hyperinsulinemia can also cause
numerous neonatal metabolic complications, such as hypoglycemia, hyperbilirubinemia,
hypocalcaemia, hypomagnesaemia, polycythemia, respiratory distress syndrome, and a greater
long-term risk of diabetes and obesity in the child

GDM s related to maternal complications too, such as hypertension, preeclampsia and
cesarean section , plus a greater risk of developing diabetes later on. Given the pathophysiology
of GDM, most of the women who have had GDM will develop type 2 diabetes, with a
cumulative incidence ranging from 2.6% to 70% .

Managing GDM: clinical evidence

The potential benefits of medical and obstetrical GDM management are fewer maternal
and fetal complications, both during and after the pregnancy , but the utility of screening for
GDM, in terms of maternal and fetal benefits, has recently been questioned , so it is important to
consider the evidence to judge the real utility of strict GDM management.

Three cohort studies have shown that some adverse fetal and maternal outcomes
(macrosomia, caesarean section, preeclampsia) are worse, the greater the mother’s glucose
tolerance: the importance of these studies lies in that the glucose intolerance had gone
undiagnosed and consequently untreated during the pregnancy, and in that patients were checked
for any confounding effects of maternal age and obesity.

Recently it has been shown that composite adverse fetal outcomes (stillbirth,
macrosomia, large for gestational age, hypoglycemia, erythrocytosis, hyperbilirubinemia)
occurred in 59% of untreated and 18% of treated GDM women, and in 11% of normal controls.

The Australian Carbohydrate Intolerance Study in Pregnant Women (ACHOIS)
unequivocally demonstrated that treating GDM (as defined by WHO criteria) improves maternal
and fetal outcome. The rate of severe perinatal outcomes in newborn was significantly lower in
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the treated group than in a control group (1% vs 4%, p=0.01). So GDM needs to be diagnosed
and treated.

Metabolic monitoring

The goal of glucose management in GDM is to keep glucose values as near normal as
possible.

The Fifth International Workshop Conference (FIWC) on GDM suggests capillary whole
blood glucose concentrations below 96 mg/dl (< 5.3mmol/l) before meals and either below 140
mg/dl (<7.8.mmlo/l) 1 h afterwards or below 120 mg/dl (< 6.7 mmol/l) 2 h afterwards. The
reference plasma glucose levels suggested by the ADA are below 105 mg/dl (5.8 mmol/l) before
meals and either below 155 mg/dl (8.6 mmol/L) 1 h afterwards, or lower than 130 mg/dl (7.2
mmol/L) 2 h afterwards .

It is worth emphasizing, however, that these recommendations do not consider glycemic
values higher than those normally recorded in pregnancy, they refer to glycemic levels that are
associated with pregnancy outcome . This is mainly because studies evaluating glycemia in
normal pregnant women are still scarce, concerning few hospitalized women and only measuring
glucose values on one day in the third trimester of pregnancy .

Glycemia levels and perinatal complications

The most common neonatal complication of GDM is thought to be macrosomia and the
related higher risk of birth injuries. It has been demonstrated that the macrosomia rate increased
with mean blood glucose levels higher than 105 mg/dl, whereas the risk of babies small for their
gestational age is high when mean blood glucose levels drop below 87 mg/dl; to avoid these fetal
complications, therefore, mean blood glucose values should be maintained between 87 and 105
mg/dl in GDM patients .

As for perinatal mortality, it is more common in women whose GDM was diagnosed
early than in cases diagnosed later on. A higher rate of perinatal mortality has been reported in
untreated GDM patients than in treated cases. The ADA’s position statement suggests that
fasting glycemia higher than 105 mg/dl carries a greater risk of perinatal mortality in GDM
patients . There is also an association between mean blood glucose levels and perinatal mortality,
which is 4% in GDM women with mean plasma glucose levels below 100 mg/dl, 15% if it is
100-150 mg/dl, and 24% if it exceed150 mg/dl.

As for the other GDM-related fetal complications, hypoglycemia, hypocalcemia and
hyperbilirubinemia, mean blood glucose levels below 100 mg/dl (a value similar to that of
normal pregnant women) reduces all these complications - But a more recent paper clearly
shows that, even when strict treatment achieves the above-mentioned plasma glucose values,
maternal and fetal complications are still higher in GDM than in normal pregnant women. The
thresholds used so far to prevent maternal and fetal complications of GDM may need to be
reconsidered, also in the light of recent findings in normal pregnant women monitoring their own
blood glucose level or utilizing a CGMS.

CGMS may have an important role, first because these systems have recently shown that,
contrary to general conviction, women with GDM may have hypoglycemic episodes too, which
are more likely in those treated with insulin and are generally asymptomatic. Self-monitoring of
blood glucose (SMBG) fails to consider the fluctuations that occur during the day, which may
contribute to certain neonatal complications, as recently demonstrated. Although accurately-
implemented SMBG is very important in monitoring glycemia in diabetic pregnant women ,
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CGMS can play a part - particularly in GDM patients - both to pinpoint those needing treatment
other than dietary measures, and to detect the risk of hypoglycemic episodes in insulin-treated
patients.

Obstetric management is just as essential as metabolic management, and fetal
surveillance techniques and deciding the best time and mode of delivery are very important.

GDM patients treated with insulin, those in poor metabolic control and/or with
comorbidities need to be monitored with “stress-free tests” after the 32" week of gestation, and
with a biophysical profile and Doppler velocimetry to assess umbilical blood flow, as
recommended by the Fourth IWC on GDM and the ACOG . In diet-treated GDM, it is not clear
whether strict obstetric management should entail more than monitoring fetal movements in the
last 8-10 weeks of pregnancy. According to the ACOG and the FIWC on GDM, in GDM
patients in good metabolic control achieved by dietary measures and with an appropriate fetal
growth, fetal movement should be monitored during the last 8-10 weeks of pregnancy, and any
reduction in the perceived fetal movements should be reported immediately to the obstetrician.
The results of a large randomized multicenter study comparing perinatal outcome in women with
mild GDM randomized to dietary and/or insulin therapy with women randomized to non-specific
treatment will clarify the optimal strategy for managing GDM.

Screening for congenital anomalies is only recommended in GDM patients with HbAlc
levels higher than 7% or fasting plasma glucose levels higher than 120 mg/dl, given the high
risk of undiagnosed pre-pregnancy diabetes and the consequently high risk of congenital
malformations.

An important point to consider when monitoring GDM is the chance to predict and treat
macrosomia, the most common complication of this condition. To plan any treatment designed
to contain excess fetal growth, we need to know when this phenomenon begins. An ultrasound
(US) study on fetus lean and fat mass of GDM and normal pregnant women at different
gestational ages has shown that in GDM fetus lean mass increases from the 20" g.w. and fat
mass at 26 g.w. . The accuracy of US estimates of fetal weight is commonly expressed as
sensitivity, specificity, positive and negative predictive values, and proportions of estimates
within 10% of actual birth weight: a 13% error rate (x 2 SD) in estimating fetal weight with US
should be taken into account . Moreover, a recent study showed that the positive predictive value
of US in assessing birth weights above the 95" percentile in women with varying degrees of
glucose intolerance is only 50% . In a recent study it has been found that US suggesting an
estimated fetal weight, based on abdominal circumference, biparietal diameter, head
circumference and femur length, of 4000 g or more within a week of delivery, and a higher than
normal amniotic fluid index, combined with clinical risk factors (maternal parity, BMI and
diabetes), improves the prediction of macrosomia from 61% to 71%.

Newly-developed technologies, such as 3D ultrasound and magnetic resonance imaging,
are promising in this setting, having proved highly accurate in measuring fetal weight from a
volumetric assessment of the fetus. Most such studies published to date refer to few cases,
however, and the cost-benefit ratio of these technologies needs to be determined before it can be
considered routinely applicable.

There is evidence from some studies that a fetal abdominal circumference higher than the
75" percentile with fasting plasma glucose levels beyond 105 mg/dl correlates with a high risk
of newborn being large for gestational age (LGA): in such cases, stricter glycemic targets (80
mg/dl fasting and 100-120 mg/dl 2 h after meals) and more frequent use of insulin treatment can
reduce LGA growth by 50% . Hence the recommendation from the FIWC on GDM that fetal
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abdominal circumference be assessed, starting in the second trimester and repeating the
measurement every 2-4 weeks, to provide useful indicators for the treatment of GDM.

Given the contribution of fat mass to fetal weight, measuring soft tissue thickness might
seem more accurate than whole body (fat and lean tissue) measurements. This method reveals a
high sensitivity, but a low specificity, however, while measuring subcutaneous fetal fat tissue has
proved sensitive and specific . These methods have yet to become routine in monitoring GDM

patients, however, and further studies are needed to establish their real utility and cost-benefit
ratio.

Given the increasing risk of in utero mortality , particularly after 40 weeks in poor
controlled diabetic patients, there is support to the attitude to induce labour at 38 weeks’
gestation. However, this management should take into consideration the fact that a certain
percentage of fetuses are not still “ mature” and may develop RDS after birth. The evaluation of
fetal lung maturity from amniotic fluid in these cases has a proper role.
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CHAN POAN OI VO’ NON
G C Di Renzo, MD, PhD, FRCOG (hon) FACOG (hon)
Professor and Chairman, Dept Obstetrics and Gynecology, University of Perugia, Perugia, Italy

~ Khoing 8% dén 10% thai ky s& bi v& 6i som (PROM) tu nhién trude khi bat diu chuyén
da. 01 v& non (PPROM) - dinh nghia 1a 0i v& sém trude 37 tuan cua thai ky, chiém 2% dén 4%
cua tat ca cac truong hop don thai va 7% dén 20% cac truong hgp song thai.

Mot s yéu td nguy co dbi voi 6i v& non tu nhién dd dwoc xac dinh. Vi du: Nhiém tring
b1 va nhau bong non xay ra tir trudc cé thé phong thich cac protease vao cac md gai nhau va
nude 6i din dén v mang 6i. That vay, nhau bong non dugc tim thiy trong 4% dén 12% thai ky
¢6 6i v& non va nhiéu hon trong thai ky c6 6i v non trude 28 tudn.

V& mang 61 thudong hodc cd dich am dao nhiéu chay ra hoac chay thanh dong (steady
trICkle) Chan doan phén biét voi son tiéu (tiéu khong ty chu), véi tiét dich am dao qua nhleu nhu
dich tiét sinh 1y hodc nhidém khuan 4m dao, v&i chat nhay co tir cung ddu hiéu cua IUc sip chuyén
da. Mot s yéu td duoc biét 13 anh hudng dén thoi gian kéo dai khoang thoi gian giita lic v
mang 6i toi bat dau chuyén da, bao gdm: tudi thai, mtc d6 thiéu 6i, d6 day myometrial qua siéu
am, s luong thai, cac bién ching nhu nhiém trung i, nhau bong non, hodc chuyén da vao hoat
dong.

Nhlem trung me va thai nhi 1a bién ching nghiém trong thir hai lién tlep sau i v& non,
viém mang 6i chiém 10-36% cua oi V& non. Chan doan sém va chinh xéac la can thiét dé quan 1y
thich hop bénh nhan 81 v& som va 6i v non, han ché can thiép khong can thiét ¢ nhitng bénh
nhan khong c6 6i v& sém. Chan doan sdm va chinh xac i v& non s& cho phép can thiép san khoa
cu thé voi tiy tung tudi thai dé toi uu hoa két qua chu sinh va giam thiéu cac bién ching nghiém
trong nhu sa day rén va bénh ly nhiém tring (nh1em trung 61, nhiém tring so sinh). Nguoc lai,
mot chan doan duong gia cua 6i v& non ¢ thé din dén sy can thiép san khoa khong can thiét
nhu nhap vién, sir dung khang sinh, corticosteroid, tham chi khai phat chuyén da.

Céc xét nghiém chan doan "co dién" dya vao d6 pH kiém cta dich nhay c6 tir cung am
dao, thuong duoc ching minh bang cach nhin thiy dich tiét bién gidy quy mau vang chuyén
sang mau xanh (nitrazine test) hodc soi khé dich tiét dudi kinh hién vi ¢6 hinh la duong xi. Chi
voi bang chtng giam thé tich dich 6i khong thé xac dinh chan doan 6i v, nhung ¢ thé giup goi
v 6i v& trong truong hop lam sang phu hop. Cac dau hiéu 1am sang ciia 6i v& non dan dan it
chinh xac khi 61 v& 1au hon mot gio. Panh gia hinh la duong xi, nitrazine test va si€u am da cho
thay rang chiing it gia tri, dat mo vit kiém tra... khong ddu hiéu ndo 1a chinh xac nhu cac test
kiém tra dya trén cac chit danh dau sinh hoa. Cac nha nghién ctru tim kiém mét test chu yeu dwa
vao viéc x4c dinh trong chat nhay c6 tir cung c6 mot hoac nhiéu marker sinh hoa lién quan dén 6i
v0 nhung khong c6 ¢ nhimng phu nir c6 mang 6i nguyén ven. Cac marker sinh hoa tot hon so voi
phuong phap truyén théng, vi chung la protein dac biét dugc tim thay trong nudc 6i. Vi vy,
chung khong bi anh hudng boi hau hét cac chit gy nhiém va c6 thé 1a test chan doan nhanh va
dang tin cay.

Test PAMG-1 (Amnisure ® ROM test, Boston, MA) 14 cong cu hiru ich nhat trong viéc
xac dinh phu nlt c6 nguy co cao 61 vd som. Test thir nhanh dya trén PAMG-1 c6 vé 1a test kiém
tra tai givong chinh xac hon so véi nhirng cach khac.
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DIAGNOSIS OF PRETERM PREMATURE RUPTURE OF
MEMBRANES

G C Di Renzo

Approximately 8% to 10% of term pregnancies will experience spontaneous premature
rupture of membranes (PROM) prior to the onset of uterine activity. Preterm PROM-defined as
PPROM, prior to 37 weeks of gestation —complicates 2% to 4% of all singleton and 7% to 20%
of twin pregnancies.

A number of risk factors for spontaneous PPROM have been identified. Intra-amniotic
infection and decidual hemorrhage (placental abruption) occurring remote from term, for
example, may release proteases into the choriodecidual tissues and amniotic fluid, leading to
rupture of membranes. Indeed, placental abruption is seen in 4% to 12% of pregnancies
complicated by PPROM, and is more common in pregnancies complicated by PPROM prior to
28 weeks of gestation.

Rupture of the membranes tipically presents as a large gush of clear vaginal fluid or as a
steady trickle. The differential diagnosis includes leakage of urine (urinary incontinence);
excessive vaginal discharge, such as physiologic discharge or bacterial vaginosis, and cervical
mucus (show) as a sign of impending labor. Latency refers to the interval between rupture of the
membranes and the onset of labor. A number of factors are known to affect the latency period,
including: gestational age, degree of oligohydramnios, sonographic myometrial thickness,
number of fetuses, pregnancy complications such as intra-amniotic infection, placental
abruption, or active labor.

Maternal and fetal infection is the second major complication consecutive to PPROM, as
chorioamnionitis complicates 10 to 36 % of PPROM. Early and accurate diagnosis is necessary
to appropriately manage patients with PROM and PPROM and to limit unnecessary intervention
in patients without PROM. Early and accurate diagnosis of PPROM would allow for gestational
age-specific obstetric interventions designed to optimize perinatal outcome and minimize serious
complications, such as cord prolapse and infectious morbidity (chorioamnionitis, neonatal
sepsis). Conversely, a false-positive diagnosis of PPROM may lead to unnecessary obstetric
intervention, including hospitalization, administration of antibiotics and corticosteroids, and even
induction of labor.

“Classic” diagnostic tests are represented by an alkaline pH of the cervicovaginal
discharge, which is tipically demonstrated by seeing whether discharge turns yellow nitrazine
paper to blue (nitrazine test); and /or microscopic ferning of the cervicovaginal discharge on
drying. Evidence of diminished amniotic fluid volume alone cannot confirm the diagnosis, but
may help to suggest it in the appropriate clinical setting. The clinical signs of PPROM become
progressively less accurate when more than one hour has elapsed after membrane rupture.
Evaluation of ferning, nitrazine and / or ultrasound has shown that they add little, if anything, to
speculum examination alone and that none of them is as accurate as the test based on
biochemical markers. Investigators searched for a test based primarily on the identification in the
cervicovaginal discharge of one or more biochemical markers that are present with ROM, but
absent in women with intact membranes . Biochemical markers are better than the traditional
methods, as they are specific to proteins found in amniotic fluid. Thus they are not affected by
most contaminating substances and enable a fast and reliable bedside diagnosis.

PAMG-1 test (Amnisure® ROM Test, Boston, MA) is most useful tool in determining
women at high risk for premature rupture of fetal membranes.The rapid strip test based on
PAMG-1 seems to be the more accurate bedside test compared with others .
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NHAN MOT TRUONG HOP CO THAI LAI

SAU PIEU TRI BAO TON TRONG NHAU CAI RANG LUQ'C
Lé Thi Thu Ha, Dién Dirc Thién Minh

Nhau cai ring luge (NCRL) 1a mot bién ching san khoa, thuong kém ting déang ké bénh
sudt va tir sudt cho me. NCRL do khiém khuyét mang rung day, gdy nén xam lan bat thudng cua
mo nhau vao tir cung. Theo truyén thng, md l4y thai dong thdi cét hoan toan tir cung 13 chién
lwge diéu tri chil yéu trong nhau cai ring lugc. V6i phuong thirc didu tri nay, san phu s& vinh
vién khong c6 kinh va khong sinh dé sau ndy; bén canh d6, nguy co chu phau kha cao.Véi nhing
phu nit c6 nhu cau gilt lai chirc nang sinh san, nhitng tuy chon cach xur tri khac da dugc mo ta.
Trong d6, bao ton tir cung (dé lai banh nhau tai chd) c6 thé 1a mot chién lugc thay thé.

Chiing t61 b4o cdo 1 truong hgp nhau cai rang luge dugce diéu trj bao tén . Sau 3 nam,
nguoi phu nit ndy mang thai lai va sinh mo an toan.

CASE REPORT: A WOMAN WITH CONSERVATIVE
MANAGEMENT SUBSEQUENTLY HAD SUCCESSFUL PREGNANCY

Lé Thi Thu Ha, Pién DPirc Thién Minh

Placenta accreta is an obstetrical complication associated with significant maternal
morbidity and mortality. It is caused by a defect in the decidua basalis resulting in an
abnormally invasive placental implantation. Traditionally, caesarean hysterectomy at the
time of delivery has been the preferred management strategy for placenta accreta. Not only does
this approach preclude future fertility, but it is also a procedure synonymous with significant
perioperative risks. For women who wish to conserve their reproductive function, other
treatment options have been described. In some settings, uterine conservation (with the placenta
left in situ) may be an alternative strategy.

We report a case of placenta accreta in a nulliparous patient that was conservatively
managed with the placenta in situ. After three years, this woman has pregnancy and cesarean
section safe.
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CHA’N POAN TRU'O'C SINH
- CHAN POAN HINH ANH
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QUAN DIEM HIEN NAY VE TAM SOAT SO'M TIEN SAN GIAT
Walfrido W. Sumpaico

“Hinh thap dao nguoc” 1a mot quan diém moi hién nay, no chuyén sy tap trung tAm soat
sang quy 1 thay vi tam soat quy 2-3 thai ky. Chung ta da tAm soat hoi chimg Down va cac léch
boi nhiém sic thé, va gid day chung ta dang phat trlen khai niém tAm soat t1en san gidt som dua
trén cac mo hinh danh gia nguy co ¢ tudi thai 11-14 tuan. M6 hinh nay bao gdm cac yéu t:

e Bénh sir ¢ yéu té nguy co

e Do ap luc trung binh dong mach tir cung

e Céc chi s6 dong mach tir cung

e Céc chi s6 sinh hoa, dic biét 1a yéu td tang truong banh nhau (PIGF)

Két qua chi sd nay du doan 95% nguy co tir d6 co thé danh gia viéc diéu tri du phong tién
san giat sir dung aspirin lidu thip va canxi liéu cao tir tuan 14 thai ky.

CURRENT CONCEPTS IN EARLY SCREENING FOR PRE-
ECLAMPSIA

Walfrido W. Sumpaico

A new concept of inverting the “pyramid of obstetric care” by shifting emphasis from the
frequent 3" trimester visits and mid-trimester screening to newer developments in the 1°
trimester (Nicolaides, 2010). We therefore have witnessed prediction of Down’s syndrome and
other aneuploidies. @A new development is his group’s concept of early prediction of
preeclampsia. The prediction process is based on a multimodal risk approach at 11-14 weeks
AOG using -

*History risk factors,

*Measurement of Mean Arterial Pressure (MAP = DP + 1/3 Pulse Pressure)

*Uterine artery Doppler Indices and

*Biomarkers, notably Placental Growth Factor (PIGF).

This prediction index has resulted in a prediction risk of 95% and at the same time leads

the way to early preventive measures with low-dose aspirin and high-dose calcium starting at 14
weeks.
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GIA TRI QF-PCR TRONG CHAN POAN NHANH
TRU'G'C SINH ROI LOAN NHIEM SAC THE

Nguyén Khic Hin Hoan, Phiing Nhuw Toan, Qudch Thi Hoang Oanh,
Trian Nguyén An Phii, Nguyén Thi Nhw Hoang

Pit vin dé:g Hoi chirng Down va cac loai 1€ch boi khéac 1a nguyén nhan quan trong gay ra
say thai va di tadt bam sinh. QF-PCR 1a k¥ thuat méi trong CDTS nham phat hién va can thi¢p
som thai bi cac bat thuong nay.

Muc tiéu: Khao sat gia tri ca k¥ thuat QF-PCR trong chan doan nhanh trude sinh rbi
loan nhiém sac theé.

Poi twgng va phwong phap: Cac trudng hop thai ¢6 nguy co cao bi rdi loan nhiém sic
thé phat hién qua tién can sinh con dj tat bam sinh, xét nghiém va si€u am sang loc trudc sinh
duoc choc 6i va CDTS nhiém sic thé 13, 18, 21, X, Y bang k¥ thuat QF-PCR va so sanh két qua
v6i k¥ thuat tiéu chuan vang 1a karyotype.

Két qua: 400 thai duoc CDTS, phat hién 36 thai co rdi loan nhiém sic thé (36/400;
9,0%). Ti 1& tuong hop vé phan loai két qua ctia QF-PCR twong hop 100% véi két qua
karyotype. QF-PCR c6 do nhay 1a 100% (36/36), do dic hiéu 1a 100% (364/364), gia tri tién
doan dwong 13 100% (36/36) va gia tri tién doan am 1a 100% (366/366). C6 2 truong hop thé
kham (46,XX/45,X0 va 46,XX/47,XX,+21) QF-PCR c6 tin hiéu bit thuong nhung khong thé két
luan duge. QF-PCR phat hién dugc 2 truong hop bt thuong loai trisomy nhung khong khao sat
duoc ban chit ciu trac ciia ching 13 46,XX,-13,+t(13/13) va 46,XX,dup(18). Thoi gian ra két qua cua
QF-PCR trung binh la 48 gio.

Két lufin: QF-PCR la ky thuét chan doan nhanh, dang tin cdy trong CDTS r6i loan s6
luong nhiém sac thé nhung han ché trong chan doan thé kham va bat thuong cau trac. Can chi

dinh thuat karyotype trong cac truong hop nay.

Tir khéa: QF-PCR, r6i loan nhiém séc thé, hoi ching Down, chan doan trude sinh.
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VALUES OF QF-PCR IN FAST PRENATAL DIAGNOSIS OF
CHROMOSOME DISORDERS

Nguyén Khic Hin Hoan, Phiing Nhw Toan, Qudch Thi Hoang Oanh,
Tran Nguyén An Phii, Nguyén Thi Nhw Hodng

Introduction: Down syndrome and aneuploidies are important issues causing
miscarriage and congenital abnormalities. QF-PCR is new method in prenatal diagnosis of those
disorders.

Objective: To evaluate the values of QF-PCR in fast prenatal diagnosis of chromosome
disorder.

Method: Pregnancies detected at high risk of chromosome disorders via history of
congenital abnormalities or biochemistry and ultrasound screening were performed
amniocentesis and analysed chromosome 13, 18, 21, X and Y with QF-PCR and compared to
gold standard karyotype.

Result: 400 pregnancies were diagnosed in which 36 fetuses are affected with
chromosome disorder (36/400; 9.0%). Results from QF-PCR were 100% concordant with
karyotype. The sensitivity, specificity, negative predictive value and positive predictive value
were 100% (36/36), 100% (364/364), 100% (36/36) and 100% (366/366), respectively. There
were two mosaicsm cases including 46,XX/45,X0 and 46,XX/47,XX,+21 which were
inconclusive with QF-PCR. Two trisomy cases detected with QF-PCR were 46,XX,-13,+t(13/13)
and 46,XX,dup(18). Average turn around time of QF-PCR was 48 hours.

Conclusion: QF-PCR is a fast and reliable method in prenatal diagnosis of chromosome
disorders but limited in detecting mosaicsm and structural abnormalities. Karyotype is necessary
in such cases.

Key words: QF-PCR, chromosome disorder, Down syndrome, prenatal diagnosis.
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TONG KET 5017 TRUONG HOP THU'C HIEN KY THUAT
NUOI CAY TE BAO OI IN-SITU LAM NHIEM SAC THE PO
TRONG CHAN POAN TRU'O'C SINH
TAI BENH VIEN HUNG VUONG

Nguyén Van Théng, Nguyén Thi Thanh Tric, Ping Lé Dung Nghi,
Pham Thi Vin Anh, Bui Hoang Thanh Long, Nguyén Van Truwong

Muc tiéu: danh gia k§ thuat nuoi cay té bao 4i in-situ lam nhiém sic thé do trong chan
doan trudc sinh tai bénh vién Hung Vuong vé mat ky thuat, thoi gian tra két qua cling nhu kha
nang chan doan cua k¥ thuat.

Phuong phap: tong két cac truong hop c6 thuc hién cdy 6i lam nhiém sic thé do tir
thang 12/2009 dén thang 12/2012 tai bénh vién Hing Vuong. 14 ml nuéce bi dugc ciy theo
phuong phap in-situ va nhuém bang G. 15 phén bao tir 15 kham té bao duoc phan tich lam
nhiém sic thé do.

Két qua: ching t6i da nudi cay té bao 6i duge 5.017 trudng hop lam nhiém sic thé do.
Ty 18 nudi cay thanh cong tai trung tam ching toi 1én dén 99,5%. Thoi gian tra két qua theo bach
phan vi thi 10, 50, 90 1an luot 1a 15, 21 va 33 ngay trong d6 som nhat 1 8 ngay. Chung toi da
phat hién 170 truong hop bat thuong chiém 3,4% tong s0. Cac bét thuong 1éch boi cac nhiém sic
thé 13,18,21 va gidi tinh c6 thé chan doan dugc bang cac ky thuat chan doan nhanh nhu FISH,
QF-PCR chiém 82% trong d6 trlsomy 21 chiém ty 1€ cao nhit (44%) ké dén 1a trisomy 18 (16%)
18% cac bat ‘thuong con lai gom cac bat thuong vé sd lugng khac va bat thuong vé cau tric
nhiém sic thé trong do cac bat thuong khong can bang co the gdy céc di tat niang cho thai chiém
1/3 (6%) cac bt thuong. Noi cach khac nguy co thai mic cac bat thuong gay di tat ning ma
khong chan doan duoc bang cac k¥ thuat chan doan nhanh nhu FISH hay QF-PCR la 1/500
(0,2% tong s choc 6i).

Két ludn: chung t6i da xay dung thanh cong quy trinh k¥ thuat nudi ciy té bao i in-situ
giap cho don vi chan doan trude sinh c¢6 duoc cong cu chan doan manh déng thoi 12 tiéu chuan
vang dé chan doan cac bat thuong vé s6 lugng ciing nhu vé ciu tric nhiém sic thé. Voi quy trinh
nay thoi gian tra két qua nhiém sic thé do sém nhat 1 8 ngay giup cho thai phu ciing nhu nguoi
nha giam lo lang, hay c6 thé cé nhiing quyét dinh chdm dut thai ky sém hon khi c¢6 két qua bét
thuong.

Tir khoa: nhiém sic thé dd, nudi céy té bao di, FISH, QF-PCR, chan doan trudc sinh
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KARYOTYPE OF AMNIOTIC FLUID CELLS BY IN-SITU
METHOD FOR PRENATAL DIAGNOSIS
IN HUNG VUONG HOSPITAL, VIET NAM: 5017 CASES

Nguyén Van Thong, Nguyén Thi Thanh Tric, Ding Lé Dung Nghi,
Pham Thi Vin Anh, Bui Hoang Thanh Long, Nguyén Van Truong

Objective: To investigate the technique, turn around time and abnormality rate of the
karyotype of the amniotic fluid cells in Hung Vuong hospital, Viet Nam.

Method: Evaluate all the karyotype of the amniotic fluid cells from December 2009 to
December 2012 in Hung Vuong hospital. 14 ml amniotic fluid were cultured by the in-situ
method and stained by GTG-banding. 15 metaphases from 15 clones were karyotyped.

Result: A total of 5,017 cases was karyotyped by the in-situ culture method with the
successful culture rate up to 99.5%. The turn around time of the karyotype with the percentile 10,
50, 90 was 15, 21, 33 days, respectively. The earliest turn around time was 8 days. The abnormal
rate was 3.4% (170/5017). Trisomy 21 was the most common abnormalities (44%), followed by
trisomy 18 (16%). The rate of aneuploidy abnormalities which could be done by rapid
aneuploidy detection techniques (RAD) were 82 %. Unbalance abnormalities rate was 6%
(10/170). Substantial risk of RAD (FISH, QF-PCR) in fetus referred for abnormal phenotypic
outcome was 1/500 (0,2%, 10/5017).

Conclusion: We successfully establish the karyotype of amniotic fluid cells, which helps
prenatal diagnosis unit have a "gold standard" to detect chromosomic abnormalities of the fetus.
With the shortest turn around time at 8 days, karyotype can help reduce anxiety for pregnant
women or earlier abortion with an abnormal result.

Key word: Karyotype, amniocytes culture, FISH, QF-PCR, Prenatal Diagnosis
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DI TAT TIM TRONG THAI KY TAI BENH VIEN TU DU
Bui Thi Thu Ha, Ngo Thi Yén, Bui Thanh Vin

Muc tiéu: Xac dinh cdc nhom thai phu can duoc sang loc sém va si€u am tim thai, theo y
van. Mot s6 khuyén céo tu van ho trg cho thai phuy c6 thai nhi di tat tim bam sinh. Chi dinh choc
01 v&1 muc dich phu hop.

Noi dung:
1. So luoc mot s van dé lién quan tam soat di tat tim bam sinh trong thai ky:
- Banhém yéu t6 nguy co can chi dinh siéu 4m tim thai
- Céc mirc d6 bénh 1y tim bam sinh
- Dj tat tim bam sinh lién quan voi bat thuong nhiém séc thé.
2. Qui trinh hién tai vé kham va hoi chan bénh tim bam sinh tai bénh vién Tur Dil.
3. Tinh hinh bénh tim bam sinh tai bénh vié¢n Tir Dii tir 01/01/2012 dén 15/3/2013

Két luidn: Vai tro phoi hop cua bac si san khoa, bac si si€u am tién san, bac si si€éu am
tim chuyén khoa, bac s1 di truyén, bac si ndi tim mach nhi va bs phau nhi trong phat hién, chan
doan va xtr ly cac di tat tim bam sinh trong thai ky.

FETAL HEART DEFECTS AT TU DU HOSPITAL
Bui Thi Thu Ha, Ngo Thi Yén, Bui Thanh Vin

Objectives:To determine pregnant population recommended to early routine screening
and indicated fetal heart ultrasound on literature basis. To introduce some counseling in case of
congenital heart defect(s) and select amniocentesis.

Contents:
1. Summary of main points related in screening congenital fetal heart: three high-risk groups that
fetal heart ultrasound needed, category of congenital fetal heart defect, cardiac defects associated
with chromosomal abnormality; 2.Current management of fetal heart defects at Tu Du hospital;
3. Overview of fetal heart defects at Tu Du hospital from January, 2012 to March, 2013.

Conclusions: Pregnant women get benefits from the cooperation of clinical obstetricians,
ultrasound obstetricians, fetal heart ultrasound specialists, genetic doctors, pediatricians in
finding, diagnosis and management of fetal heart defects.
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XU TRi CAC TINH HUONG KHO TRONG DA THAI
Tony Tan

Gi6i thi¢u

Cac nguyén nhan chinh gay tor vong va bénh tat ¢ da thai I1a sinh non, di tat thai, thai
cham ting trudng trong tir cung, day la nhiing hau qua thuong gap ¢ nhiing truong hop song thai
cung triang cé chung 2 16p mang dém bén ngoai (monochorionic twins), va nhitng hau qua nay
con cao hon ¢ nhirng truong hop da thai tu 3 thai trd 1én.

Sanh non

Sanh non trong da thai 1a do chuyén da sanh non, i v& sém va sanh non do chi dinh san
khoa, dic biét 1a dbi véi tién san giat - bénh Iy nay thudng xay ra sém hon va nghiém trong hon
O nhitng truong hop da thai.

C6 thé du doan trude duge nhitng trudng hop chuyén da sanh non nhd vao su két hop
siéu am do chiéu dai kénh cb tir cung va cac xét nghiém sinh héa. Khong c6 bang ching nio cho
thay rang khau eo o tir cung & nhitng trudng hop da thai c¢6 thé 1am giam ti 1é sinh non.

Viéc dung corticosteroid & thoi diém phu hop trong thai ky 1am giam nguy co cho tré
méc cac bénh 1y do sanh non, va viéc theo ddi mdt cach hop ly sau khi tiém corticosteroid s€
lam giam nguy co chdm dut thai ky som do chi dinh y khoa khéng phu hop.

Viéc tiém bap progesterone hang tuan da cho thy c6 thé lam giam chuyén da sanh non &
nhiing truong hop don thai, va ¢ thé dugc dp dung trong da thai. Viéc tri hodn chuyén da co thé
12 mot Iya chon dé kéo dai thai ky cho 1 hodc nhiéu thai con lai khi ma thai du tién trong da thai
dd duoc sanh ngd 4m dao trude 30 tuan tudi thai.

Viéc huy thai chon loc ddi v6i nhiing thai phat trién khong du dé co thé song ngoal
budng tir cung va nhitng thai c¢6 cham ting truong trong tr cung ¢ nhing truong hop tién san
giat nang khoi phéat som co the giip kim ham tién trinh phat trién cua tién san giat, cho phép kéo
dai thai ky cho t&i khi su phat trién cua 1 hodc nhiéu thai con lai t6t hon ma it 1am ting nguy co
cho me.

Di tat thai

Di tat thai thuong gdp hon & cac truong hop da thai. Cung v6i nhiing kho khén trong ky
thuat khao sat & cip song sinh, nhitng di tat ctia thai nhi c6 thé bj bo qua, khong chan doan dugc
trong da thai. Khuyén c4o nhiing trudng hop da thai nén dwoc kham tam soat & mot trung tim y
khoa c6 chét lugng. Viéc hay thai chon loc ddi véi thai di tat c6 thé dugc xem xét véi nhimng
bénh 1y da dugc chon loc c6 thé gay/khong gy tir vong thai sau sanh.

Thai cham tang truéng trong tir cung

Thai cham tang truong trong tir cung (IUGR) thuong gép hon trong cac truong hop da
thai, vi vay can phai duoc theo ddi chit ché hon. Sy kho khin trong viéc theo doi va viée can
thiét xem xét & thai chdm tang trudng trong tir cung va thai phat trién binh thudng s& gy thir
thach cho viéc dua ra quyét dinh cham dut thai ky.

Nhiing bién chirng riéng & nhig truwong hop song thai cing trimg, 2 thai c6 chung
2 16p mang dém ngoai cung

Nhitng truong hop song thai cung trung c6 chung 2 16p mang dém bén ngodi
(monochorionic twins) thi ¢6 nguy co bi say thai, sanh non, thai cham tang trudng trong tir cung
(IUGR) cao hon nhiing truong hop song thai 2 trimg hodc song thai 1 trimg phan chia sém (song
thai 1 trimg 2 nhau, 2 tai 6i). Sy hién dién cua chd ndi mach mau trong trong trudng hop 2 thai
¢6 cing banh nhau (chung 2 16p mang dém) s& ting nguy co bi hdi ching truyén méau song thai
(TTTS), twdi mau dong mach dao nguoc trong song thai (TRAP) va nguy co cao tir vong hoac
t6n thuong than kinh trong trudng hop c6 1 thai luu. Viéc theo ddi chat ché cho TTTS va IUGR
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bang siéu am Doppler cho phép phat hién s6m cac bién ching trong mot sb trudng hop, va do d6
nhirng can thiép sém bao gébm giam 6i, diéu tri bang laser chon loc & vi tri cac chd thong ndi
mach mau nhau thai, theo ddi chat ché hon véi siéu am va CTG, hodc chAm dut thai ky som.

Nhirng trwong hop da thai tir 3 thai tré lén

Nhitng thai ky ¢6 tir 3 thai tr¢ 1€n thi c6 nguy c6 cao bi say thai, sanh non va thai cham
tang trudng trong tir cung. Nhitng cai tién trong k¥ thuat hd trg sinh san va cac ky thuat can thiép
trong thai ky da giup lam giam sy xuét hién nhing thai ky c6 tir 3 thai tr¢' 1€n. Khi da thai tir 4
thai tr¢ 1€n, viée tién hanh thu thuat giam nhiéu thai trong thai ky (MFPR) 1a mot lya chon dé
giam nguy co sy thai , sinh cuc non, va cac bién chimg do sinh cuc non.

MANAGEMENT OF DIFFICULT SCENARIOS IN MULTIPLE
PREGNANCIES

Tony Tan
Introduction

The main causes of mortality and morbidity in multiple pregnancies are prematurity, fetal
anomalies, intrauterine growth restriction, specific consequences of monochorionic twins, and
higher order multiple pregnancies.

Prematurity

Prematurity in multiple pregnancies is due to premature labour, premature rupture of
membranes and iatrogenic premature delivery especially for preeclampsia which occurs earlier
and more severely in multiple pregnancies. Prediction of premature labour can be achieved
through a combination of ultrasound cervical length measurements and biochemical tests. There
is no evidence to show that cervical cerclage in multiple pregnancies reduce premature delivery.
Appropriate timing of corticosteroid administration reduces the risks of morbidity due to
prematurity, and appropriate monitoring after corticosteroid injection reduces the need for
inappropriate iatrogenic premature delivery. Weekly intramuscular progesterone injections have
been shown to reduce premature labour in singletons, and may be used in multiple pregnancies
as well. Delayed interval delivery may be an option to prolong the pregnancy for the remaining
fetus(es) when the first twin is delivered vaginally before 30 weeks. Selective fetocide of the
previable and severely growth restricted fetus in a multiple pregnancy with severe and early
onset preeclampsia may reverse the process of preeclampsia, allowing prolongation of the
pregnancy for the other appropriately grown fetus(es) with little risk to maternal well being.

Fetal Anomalies

Fetal anomalies are more common among multiple pregnancies. Combined with the
increased technical difficulty of assessment in twins, fetal anomalies may be more commonly
missed in multiple pregnancies. A screening scan at a good tertiary center is recommended for
multiple pregnancies. Selective fetocide of the anomalous fetus may be considered for selected
lethal and non-lethal conditions.

Intrauterine Growth Restriction

Intrauterine growth restriction (IUGR) is more common in multiple pregnancies,
necessitating a need for closer surveillance. Difficulty in monitoring and the need to consider
both the IUGR and appropriately grown fetuses often makes the decision to deliver a challenging
one to make.

Specific Complications Of Monochorionic Pregnancies

Monochorionic pregnancies are at higher risk of miscarriages, prematurity and IUGR
than di- or multi-chorionic pregnancies. The presence of vascular anastomoses in
monochorionic placentas specifically puts the pregnancy at risks of twin-twin transfusion
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syndrome (TTTS), twin reversed arterial perfusion (TRAP) sequence and the high risk of death
or neurologic damage to the co-twin in the event of the death of one twin. Close surveillance for
TTTS and IUGR by ultrasound and Doppler techniques allows early detection of such
complications in some cases, and hence earlier intervention which includes amnioreduction,
selective laser ablation of placental vascular anastomoses, even closer surveillance with
ultrasound and cardiotocography (CTG), or early delivery.

Higher Order Multiple Pregnancies

Higher order multiple pregnancies are at high risk of miscarriage, prematurity and
intrauterine growth restriction. Improvements in assisted reproductive techniques and its
governance reduce the occurrence of higher order multiple pregnancies. When the multiple
pregnancy is that of quadruplets or higher order, multifetal pregnancy reduction (MFPR) is an
option to reduce the risk of miscarriage and extreme premature labour and the complications of
severe prematurity.
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DI TAT HE THAN KINH TRUNG UONG:
TU SIEU AM PEN CONG HUONG TU
Nguyén Thi Thu Trang, Ha Té Nguyén

Siéu am 1a phuong tién dau tién va chinh yéu dé danh gia thai qua cac giai doan phat
trién, trong viéc phat hién va chan doan tit ca cac bat thudng cua thai. Cac hinh anh binh thuong
hay bat thuong phat hién dugce trén si€u am phai dya vao cac hinh anh chuyén biét thu dugc, vi
du hinh anh cua ving hd sau, cua tiéu ndo, cia thuy nhong, cua thin ndo, cua cot sdng...dé co
dugc nhing hinh anh nay doi hoi tu thé thai phai thuan lgi, thanh bung ciia me khong qua day,
nudc 0i phai du...Cong huong tir it bi 1¢ thude vao cac diéu kién trén nén MRI dé dang c6 duoc
nhitng hinh anh 13 rang, can thiét gitp ich cho viéc chan doan.

Muc dich: khdo sat cic ton thuong ctia ndo thai nhi trén si€éu am va cong huong tir, danh
gia gid tri cia si€éu am va cong hudng tir trong viéc chan doan cac bénh ly ctia hé than kinh trung
uong.

Phwong phap: hdi ctru 207 ca thai voi tudi thai tir 18 — 38 tuan c6 bét thuong hé than
kinh trung wong dugc siéu ﬁm tién sdn va chup cong huodng tir trong mot tudn sau do tai bénh
vién Tu Da tr 01/01/2012 dén 25/02/2013

Két qua: Trén cong huong tlr, c6 49,2% dan nio that, 25,6% bat thuong hd sau, 16,4%
bat san thé chai, 27.5% nhiéu bat thuong két hop. 57% trudong hop siéu &m va cong hudng tur c6
chan doan gidng nhau; 15,4% truong hop cong huong tir cung cap thém thong tin cho siéu am;
27.5% ca cong huong tu lam thay d6i hoan toan chan doan cua siéu 4m. Cac truong hop cong
huong tir 1am thay doi két qua ciia siéu 4m-siéu 4m khong danh gia duoc: 5.3% nhin nio,3.8%
loan dudng nhu mé ndo (cerebral atrophy), 8.2% bat san thé chai, 3.8% xuit huyét/nhdi
mau/thoai hoa nude nhu md ndo, 2.8% thiéu san ban cau tiéu ndo/than nio,

Két luan: Nhin chung, ca cong hudng tir va siéu am déu gitip chan doan cac bat thuong
ctia h¢ than kinh thai nhi, nhung cong huong tir v6i loi thé vé ki thuat, do phan giai giip phat
hién va chan doan vuot trdi hon siéu 4m dic biét 1a cac bénh 1y ctia chit xdm, chét tring, thé
chai va hé sau.
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MO HINH SANG LOC TRU’O'C SINH: HINH THAP PAO

NGU'OC
Ha Té Nguyén

O thé ky thtr 19, vi¢c cham soc thai phu chi 1a lac vao chuyén da, hoan toan chua c6 viéc
chim soc trude sinh. Do vay ty 18 tir vong me va thai nhi kha cao. Piéu nay da thuc day viéc can
thiét phai ¢6 sy cham soc trude sinh. Do vay, vao nam 1929, bd y té Anh da ra khuyén c4ao lich
trinh kham thai cho c4c thai phy, 1an kham thai ddu tién vao lac 16 tudn, sau d6 1 24 va 28 tuan,
roi mdi hai tuan cho dén 36 tudn va mdi tudn cho dén khi sanh. Su quan tim chim séc duogc tip
trung ¢ qui 3 thai ky vi hau hét cac bién ching déu xay ra ¢ 3 thang cudi va ching ta chua sang
loc tién doan dugc cac bién chimg nay & qui 1 va qui hai.

Tuy nhién trong vong 20 nim trd lai ddy, mo hinh cham soc tién sinh di dao nguoc. Lan
kham thai dau tién dugc khuyén cdo ¢ thoi diém 12 tudn va nhiéu xét nghiém sang loc dugc ap
dung nham nhan dién sém cac thai ky nguy co cao tir d6 c6 thé chan doan sém hodc dy phong
som céc bién chung nay. Chung ta da biét hon 90% céac léch bdi dd duoc phat hién nho xét
nghiém sang loc phdi hop siéu am do do md da gy va xét nghiém double test (PAPP-A va Beta
HCG) 6 thoi diém 11-13 tuan 6 ngay.

Doa sanh non va tién san giat cting la nhing blen ching thuong gap va nghiém trong
trong thai ky. Du ching ta di hiéu nhiéu hon vé cac yeu t6 lién quan ciing nhu co ché sinh bénh
hoc cta chuyen da sanh non nhung ty ¢ sanh non van khong giam trong 50 nam tr¢ lai day. O
nhimg quoc gia da phat trién, sanh non 13 nguyén nhan cua mot nira tr vong so sinh. Phéi hop
siéu &m do chiéu dai ¢o tir cung ngd am dao va cac yéu t6 nguy co c6 thé hiru hidu hon viéc sang
loc chi dua trén don thudn mot yéu td. Véi ty 1€ sang loc duong tinh 5%, s€ phat hién khoang
70% cho céc truong hop sanh cuc non, 45% sanh non, 40% sanh non trung binh va 15% sanh
non nhe. Néu ty 18 sang loc dwong tinh 1a 10% thi ty 1& phat hién 13 80%, 60%, 55% va 30%.

Khac véi sanh non, viéc sang loc va du phong tién san giat c6 vé dang co nhiing thanh
quéa nhat dinh. Viéc sang loc phdi hop giita yéu t6 tién cin cia thai phy, siéu am do chi s6 PI
dong mach tir cung, do huyét ap dong mach trung binh va sinh hoa mau me ( PAPP-A va PIGF)
& thoi diém 11-13 tuan 6 ngay c6 the tam soat dugc 96% tién san giat khoi phat som. Viée du
phong Aspirine liéu thap trudc 16 tuan di cho thay giam duoc tan suat tién san giat 50% & thai
ky nguy co cao va ty 1€ sanh non gidam 89%.

Specialist
care 12-34w

|30wH32wH34wH36w\

/\ 37w || 38w || 39w | 40w | 41w

Tai liéu tham khao: fetalmedicine foundation (FMF)
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VAI TRO SIEU AM TRONG CHAN POAN

THAI BAM SEO MO LAY THAI CU
Ha Té Nguyén

Sy lam t6 ciia banh nhau & vét seo md lay thai cii thuong gdy ra nhiing bién ching
nghiém trong trong thai ky nhu v& tir cung, nhau tién dao, nhau cai rang lugc. Tién luong cia
thai bam seo md cii néu duoc chin doan & qui mot ¢ tién lugng tdt hon nhau tién dao- cai rang
lwge duge chan doan & qui ba thai ky. Do vy ngudi lam siéu 4m can thiét phai chan doan sém
va chinh x4c loai bénh 1y nay dé gitp bac si san khoa c6 bién phéap can thiép xir tri som, tranh
xay ra nhitng bién chimg nghiém trong cho thai phu.

Gia thuyét vé sinh 1y bénh ctia banh nhau 1am t6 bat thudng: do sy thiéu oxy mé va mach
mau bat thuong tai ving seo md cii nén banh nhau c¢é khuynh huéng bam chac mot cach bat
thuong.

Siéu am dugc xem la phuong tién dau tay va rat c6 gia tri trong chan doan thai bam seo
mo lay thai cii.

1. Tui thai nam thap tai vi tri seo mé ly thai

- Nam hoan toan trong thanh trudc tir cung
- Nam mdt phan trong long va mt phan trong thanh trudce tir cung
- Khoi echo hon hop: thuong sau hut nao

2. Khong c6 dau hiéu truot
3. Co6 dong chay trén doppler mau cua l6p nguyén bao nudi
D0 nhay cua si€u am: 86.4% theo Ash va cs (2007)

Cén chan doan phan biét vai: thai trong long tr cung bam thap ( tai thai nam giira long tir
cung, thanh trudc va sau day nhu nhau), thai dang say ( tai thai nam gitra 1ong tir cung, co6 dau
hiéu truot, khong co dong chay trén Doppler mau), thai & ¢6 tir cung ( i thai nim dudi seo md
14y thai cu, khong c6 dau hiéu truot, ¢ dong chay trén Doppler mau)

Can thiét do bé day co tir cung thanh trudc bao quanh thi thai dé c6 dinh hudng trong xir
tri cho nha lam sang. Vi nhiing thi thai c6 16p co tir cung thanh trudc bao quanh qua mong thi
khong nén can thié€p ngoai khoa.
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CAP NHAT PIEU TRI THAINGOAI TU’ CUNG
O’ SEO MO LAY THAI
Phan Viin Quyén

Thai ngoai tir cung & seo md 1ay thai (TNTCSMLT) di dwoc Larsen va Solomon béo cao
tr 1978. DO xuét hién cia TNTCSMLT chiém khodng 1/1.800 -1/2.500 tong s6 sanh (Timor-
Tritsch). Khéi thai bam vao co tor cung qua khe hd seo md 14y thai (MLT), vi tri hiém gip.
Nhitng bao cdo gan day cho thiy d6 xuat hién di c6 khuynh huéng ting dan. theo s6 MLT va véi
ung dung rong rai si€éu am qua am dao cling gitp phat hién sém cac truong hop TNTCSMLT.

Céc tri€u chirng thuong rat it hay khong co. Chan doan d& nhdm voi thai trong tur cung,
sdy thai hay thai ngoai tr cung ¢ co tir cung. Chan doan thudng khé khin, néu chan doén sai co
thé dan dén tai bién ning va phai cit tir cung.

Siéu am qua dau do 4m dao 1a phuong tién chan doan xéac dinh, nhiing truong hop nghi
van c6 thé can MRI. Tiéu chuan chan doan TNTCSMLT véi siéu 4m nga am dao va Doppler
mau goém: (1) budng tir cung trong, (2) kénh co tir cung tréng, (3) tai thai ndm gitra bang quang
va phan truéc doan eo tir cung, 10p co tir cung gifra bang quang va thi thai khéng co hay rat
mong (<5 mm trong 2/3 trudng hop), va (4) véi siéu &m 3D Doppler ¢6 phinh mach mau quanh
tai thai, c6 hinh anh mét lién tuc cta vach trude tir cung trén mit cit ngang qua tai 6i (Vial,
Jurkovic).

TNTCSMLT c6 té bao nudi xam 14n co tr cung twong tu cai ring luge nén c6 khuynh
huéng gay chay mau 6 at, hodc v tr cung nguy hiém cho sinh mang nguoi me néu thai 16n. Tuy
nhién trong TNTCSMLT té bao nudi xAm 14n nhiéu hon, va say ra rit som trong 3 thang dau thai
ky. Do d6 c¢6 nguy co cao gy v tir cung va bing huyét.

Diéu tri TNTCSMLT nham muc dich loai bo khéi thai va duy tri kha ning sinh san.
Ben nay dé co trén 30 phuong phap diéu tri cho TNTCSMLT (Timor-Tritsch). Co ban diéu tri
gom: (1) nong va nao khoi thai, (2) diéu tri methotrexate (MTX), (3) tic dong mach tir cung, (9)
soi buong tr cung, nodi soi 6 bung va phau thuit mé bung. Céac k¥ thut ndy co thé riéng r& hay

phdi hop.

Nam 2012 Timor-Tritsch da tong hop 751 trudng hop bao cdo trong y van va nhan thay
céc truong hop nong nao, MTX toan than va tic dong mach tir cung c6 tai bién rat cao trén 60%
cac truong hop. Nhitng truong hop MTX tiém vao thai md quanh thai ¢ tai bién thip nhat
(9,6%) va ké d6 1a soi budng tir cung (18,4%).

Sau diéu tri MTX tai chd, ngudi bénh can theo doi BHCG mdi tuan t6i khi tro vé binh
thuong va siéu am kiém tra mdi thang, khoi thai bién mat sau 2 thang téi 1 nam va PHCG tro vé
binh thudng sau 6-10 tudn. Bénh nhan can ngira thai 12-24 thang sau diéu tri. Sau TNTCSMLT
van c6 thé mang thai binh thuong va két thuc véi sanh thudng, hay MLT, ciing c6 mot so tai phat
TNTCSMLT chi khoang 5%.

TNTCSMLT 1a mot thach thic cho chan dodn va diéu tri. PO xudt hién cua
TNTCSMLT dang gia ting theo s6 mo lay thai. Vi thé can cd c4c tiéu chuan chan doan ciing nhu
diéu tri va ké hoach theo ddi dé diéu tri xam 14n t6i thiéu cac bién chung cia TNTCSMLT. Két
hop diéu tri MTX hé théng va vao thai thuc hién khong qué phtrc tap va da rat thanh cong trong
viéc diéu tri TNTCSMLT trong hang loat trudng hop.
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MANAGEMENT UPDATE OF
CESAREAN SCAR ECTOPIC PREGNANCY

Phan Vin Quyén

A cesarean scar ectopic pregnancy (CSP) occurs when a pregnancy implants on a
cesarean delivery scar. The first case was reported by Larsen and Solomon in the English
medical literature in 1978. Generally considered among the rarest forms of ectopic pregnancies,
its prevalence is estimated between 1 per 1,800 and 1 per 2,500 pregnancies. However, the
incidence is rising with the increased incidence of cesarean deliveries, and the diagnosis is being
made earlier because of the increased use of transvaginal sonography.

The lack of specific clinical symptoms or signs may lead to a delay in diagnosis or
even failure to make a correct diagnosis, particularly if awareness of this condition is low. It can
sometimes be difficult to distinguish a failed pregnancy or miscarriage in progress and a cervical
ectopic pregnancy from a pregnancy implanted on a cesarean scar. The diagnosis is often
difficult, and a false-negative diagnosis may result in major complications, including a
hysterectomy.

The diagnosis is based on finding a gestational sac at the site of the previous cesarean
scar in the presence of an empty uterine cavity and cervix, as well as a thin myometrium adjacent
to the bladder. Early recognition of the transvaginal sonographic findings is critical because a
delay can lead to increased maternal morbidity and mortality. MRI is a valuable troubleshooting
tool when sonography is equivocal or inconclusive before therapy or intervention. Early
diagnosis by sonography directs therapy and improves outcomes by allowing preservation of the
uterus and future fertility. The following sonographic criteria have been put forward for early
diagnosis of cesarean scar pregnancies in the first trimester: (1) empty uterus with a clearly
visualized endometrium; (2) empty cervical canal; (3) gestational sac within the anterior portion
of the lower uterine segment at the presumed site of the cesarean scar; and thinned or absent
myometrium between the gestational sac and bladder (<5 mm in two-thirds of cases); (4) marked
peritrophoblastic color Doppler flow around the sac.

Many medical and surgical approaches have been attempted with the goal of
eliminating the gestational sac and preserving fertility, including systemic therapy, local
injection, surgical aspiration of the gestational sac, as well as hysteroscopic, laparoscopic, and
open removal.

A recent literature search identified 751 cases of CSP (2012, Timor-Tritsch).
Treatments, such as systemic MTX, D&C, and uterine artery embolization carried the highest
number of complications (62.1%, 61.9%, and 46.9%, respectively). The lowest complication
rates were achieved by using local intragestational injection of MTX or kalium chloride as well
as hysteroscopy (9.6% and 18.4%, respectively).*

CSP represents a diagnostic and therapeutic challenge. Its frequency is increasing as
more cesarean deliveries are performed. We need a set of diagnostic criteria as well as a
management and follow-up program for the minimally invasive treatment of this complication of
pregnancy. The combination of systemic and intragestational sac administration of MTX is
relatively simple and has been highly successful in the treatment of CSP in many case series.
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, SIEU AM DOPPLER MAU
CHAN POAN PAU VUNG BUNG DU’O'l MAN TINH O PHU N

DO BENH LY TiINH MACH
Nguyén Hoai Thu

Chén doan xac dinh nguyén nhan giy dau ving bung dudi & phu nir thuong rat kho khin
, nhit 12 nguyén nhan do bénh 1y tinh mach ving tiéu khung. Dén tinh mach ving chau giy dau
va anh huodng truc tiép dén tir cung, budng trimg va 4m ho.Thong ké trong Y van 1én t6i 15%
phu nir do tudi 20-50 c6 dan tinh mach vung chau mac du khong phai tat ca déu c6 céc triéu
chtng can diéu tri

Chan doan xac dinh hoi chimg chén ép ving bung dudi bang siéu 4m Doppler mau va
cong huong tir hién nay da xac dinh duoc bénh 1y va hudéng dan cho diéu tri can thi€p ndi mach .

Tam soat bang siéu 4&m Doppler mau tai Medic trong 1 nam (6-2011 dén 6-2012) trén 200
bénh nhan nit ¢6 dau bung dudi kém v6i din hay suy tinh mach hai chi dué6i trong do tudi hoat
dong sinh duc va sinh dé (tudi trung binh tir 30-50 ), phat hién ti 1¢ dau ving bung dudi do dan
tinh mach chiém toi 16%. 30% trong sé dau ving chdu man tinh c6 hoi ching chén ép tleu
khung va 18% c6 hoi chig chén ép ving chau cling v6i 1 hay nhidu bénh 1y khéc ctia viing ticu
khung .

Céc yéu td lién quan va c6 nguy co cao ; Mang thai trén hai lan hay nhiéu lan , viém tinh
mach dan tinh mach chi dudi 1au ngay .Pa nang buong triing , 161 loan ndi tiét ...

Phét hién sém bang tdm soat siéu am Doppler mau va chan doan xac dinh vdi cong
huong tir gitip ich rat 16n cho di€u tri can thi¢p ndi mach , mang lai chat lugng cudc song cho
phu nit dau bung dudi man tinh
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XU TRI CAC KHOI BU'O'U TE BAO MAM AC TINH THUO'NG GAP
VA HIEM GAP CUA BUONG TRUNG
TAY, Eng-Hseon

Céc budu té bao mam 4c tinh thuong diéu tri duoc bang phiu thudt va hoa tri. Phau thuat
han ché nhim bao tdn chirc nang sinh sdn 13 tim diém cua viéc diéu tri ¢ phu nir tré tudi mic
bénh. Tuy nhién, c6 nhitng loai budu té bao mam hiém gip c6 do ac tinh va gy tir vong cao, va
viée diéu tri nhitng budu nay van la mot thach thirc.

Bai trinh bay nay s& bo céo 3 trudng hop budu té bao mam ac tinh:

1. Mot truong hop hop budu té bao mam ac tinh thuong gip — Budu xoang ndi bi giai
doan tién xa

2. Mot trudng hop budu té bio mam é4c tinh hiém gip — Budu quai ung thu biéu mé té
bao gai giai doan tién xa

3. Mot truong hop budu té bao mam 4c tinh hiém gip — Budu ngoai bi than kinh nguyén
thuy giai doan tién xa

Viéc diéu tri cac budu té bio mam ac tinh thuong gip dugc dinh nghia 1d rang va sé& duoc
xem x¢ét lai. Tuy nhién, cac budu t& bao mam 4c tinh hiém gip kho khan trong chin doan va diéu
tri. Cach diéu tri chuan cho nhiing loai ung thu ndy con tranh cii va s& dugc thao luan trong
phan trinh bay nay.

MANAGEMENT OF COMMON AND UNCOMMON MALIGNANT
GERM CELL TUMOURS OF THE OVARY

TAY, Eng-Hseon

Malignant Germ Cell Tumours (GCT) are usually curable with surgery and
chemotherapy. Limited surgery with conservation of fertility is central in the treatment of young
women with this disease. However, there are uncommon GCTs which are highly aggressive and
fatal, and their treatment remains a challenge.

This presentation will highlight 3 cases of malignant GCTs:
1. A case of common malignant GCT — Advanced Endodermal Sinus Tumour

2. A case of uncommon malignant GCT — Advanced Teratoma with Squamous Cell
Carcinoma

3. A case of uncommon malignant GCT — Advanced Primitive Neuro-Ectodermal
Tumour

The treatment of the common malignant GCTs are well defined and will be reviewed.
However, uncommon malignant GCTs often present with diagnostic and therapeutic difficulties.
Standard treatment of these cancers is controversial and will be discussed in this presentation.

Alternative treatment views and suggestions are invited from fellow gynaecological
oncologists in the audience.
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UNG THU’ AM PAO: DICH TE- CHAN POAN - PIEU TRI

Luwu Van Minh
Mé dau: Ung thu 4m dao hiém gap, chiém ty 16 tir 1-2% ung thu phy khoa. Tan suit ung thu 4m

dao 1a 0,6 trén 100.000 phu nir
Muc tiéu nghién ciru: Nghién ctru cac déc diém dich t&, 1am sang ung thu 4m dao; Nghién cau

hiéu qua cua cac phac do diéu tri ung thu 4m dao; Danh gia két qua diéu tri sém. Xac dinh ti 16 tai
phat, di cin xa, va sdng con sau diéu tri.

Phwong phap nghién ciu: Can thiép 1am sang khong c6 ddi chung.

K&t qua: Qua nghién ciu 116 truong hop ung thr 4m dao dugc diéu tri tai bénh vién Ung Buou
TP HCM ttr nam 2007 dén nam 201 1, chl’}ng to1 rat ra,m(f)t so ket luan sau: Bac diém lam Séng: Tudi
thuong gap: trén 50 (74,13%); Xuat huyet 4m dao bat thuong (81%) Thuong ¢ giai doan tre (Giai
doan 11B 46,5% — IIl la 30,1%). Siéu am gilp chan doan di can hach chau; Giai phau bénh:
Carcindm t¢ bao gai (74,13%) véi kich thudc budu thuong gap nhat 1a 3 cm, 25,8%; bicu tri : Xa tri
la phuong phép dugc lua chon cho hau hét cac truong hop ung thu am dao (87,9 %). Ket hop Xa tri
ngoai vai Xa tri ap sat; Tai phat, di can xa, song con: Té’i phét tai cho tai vung chiem ty 1€ 9,4%, Di
can xa 6,8%. Song con tpan bc} 5 nam la 71,5%, va song con khéng bénh 5 nam 1a 59,2%; Bien
ching viém tryc trang xuat huyet sau xa tri, chiem ty 1€ 7,42%, viém bang quang xuat huyét 4,2%,
do bang quang — am dao 2%, do truc trang — 4m dao 3 %.

K&t luan: ung thu am dao hiém gap. Hau hét ung thu 4m dao dugc diéu tri bang xa tri ngoai két
hop xa tri trong.

Twr khoa: ung thu am dao

VAGINAL CANCER: EPIDEMIOLOGY - DIAGNOSIS -
TREATMENT

Luu Van Minh

Background: Primary cancer of the vaginal is uncommon, accounting for only 1-2% of all
gynecologic cancers. The incidence of squamous carcinoma of the vagina is 0.6 per 100,000 females.

Objectives: Study on epidemiology, signs and symstoms; Study on planning therapy; Evaluate
the treatment outcomes of primary vaginal cancer

Methods: Intervention study.

Results: In the prospective study for 116 cases of primary vaginal cancer treated in HCM
city cancer hospital from 2007 to 2011, there are some remarks: Clinical signs: The common age
range of the primary vaginal cancer is over 50 ys (74.13%);Abnormal bleeding of the vagina is
the common functional symptom (81%). When examined, the majority of patients are noticed
having advanced stages (stage 11B 46,5% — 11l are 30,1%). Ultra-sound plays a role in fiiagnostic
of pelvic node metastasis; Pathology : the rate of squamous cell carcinoma is highest (74.13%).
Almost of the tumour have large dimension (3 cm), 25.,8%; Treatment. most vaginal
malignancies are treated best with a combination of teletherapy and brachytherapy (87,9%).
Recurrence, distant metastasis and survival: Local recurrence 9.4%. Distant metastasis 6.8%. 5
years total survival 71.5% and 5 years free disease survival 59.2%. Complications:
Haemorrhagic proctosigmoiditis 7.42%. Haemorrhagic cystitis 4.2%. Vesicovaginal fistulas 2%
and rectovaginal fistulas 3%.

Conclusions: Primary cancer of the vaginal is uncommon. Most vaginal cancer are treated
best with a combination of teletherapy and brachytherapy.

Keywords: vaginal cancer
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SONG THAI
VOIMOT THAI TR’NG TOAN PHAN VA MOT THAI SONG:
BAO CAO HAI TRUO'NG HO'P VA TONG QUAN Y VAN

Lé Quang Thanh, Lé Tw Phwong Chi, Trinh Tién Dat, Ha Té Nguyén

Su ton tai dong thoi cua thai tring toan phan va thai song 1a mot tinh trang hiém gap. Viéc chan
doan chinh xac rat quan trong boi vi nguy co c6 nhiing bién chting tram trong trong thai ky. Ty I¢
sinh sbng khoang 30 — 35% va nguy co dién tién thanh bénh nguyén bao nuoi ton tai cling tuong tu
nhu thai trimg don thuan. Do do, véi nhiing thai ky nay, viéc tiép tuc dudng thai c¢6 thé duoc d& nghi
thay vi phai cham dut thai ky.

Duya vao hd so bénh an ddy du, ching t6i bao co 2 truong hop song thai vai thai trang toan
phan va thai séng binh thuong. Xét nghiém nhiém sac thé cua thai song déu binh thuong. Truong
hop thir I da say thai khi thai 17 tuan va dién tién thanh ung thu nguyén bao nudi. Trudng hop thi 11,
sinh m6 mét bé trai song khi thai 34 tuan vi tién san giat va nhau bong non. Bénh nhan dugc theo doi
tiép tuc sau md va nong d6 hCG hdi phuc vé binh thuong sau hai thang.

Tir khoa: song thai, thai tring toan phan, bénh Iy nguyén bao nudi

TWIN PREGNANCY WITH A COMPLETE HYDATIDIFORM
MOLE AND CO-EXISTENT LIVE FETUS: REPORT OF TWO CASES
AND REVIEW OF LITERATURE

Lé Quang Thanh, Lé Tw Phwong Chi, Trinh Tién Dat, Ha Té Nguyén

Complete hydatidiform mole with coexisting live fetus (CMCF) is a rare entity. The accurate
diagnosis is very important because of the risk of developing severe complications in pregnancy. The
chances of a live birth have been estimated between 30 and 35% and the risk of persistent
trophoblastic disease is similar to singleton molar pregnancies in complete mole with coexisting fetus
pregnancy. Therefore, in these pregnancies, expectant management instead of termination of
pregnancy can be suggested.

In this article, we report on the well-documented follow-up of two cases of twin pregnancies
with complete hydatidiform mole and a normal fetus. Genetic showed normal fetal karyotype in both
of two cases. In the first case, termination of pregnancy was performed due to inevitable abortion at
17 weeks gestation, and developed GTN. In the second case, a live male infant was delivered by a
cesarean section because of preeclampsia and abruptio placentae at 34 weeks of gestation. After
cesarean section, the patient underwent a complete follow up of hydatidiform mole and showed a
normal hCG regression two month later.

Keywords: Hydatiforme mole, Twin pregnancy, Gestational Trophoblastic Neoplasia
(GTN)
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DINH TRONG PHAU THUAT PHU KHOA

ADHERENCES EN CHIRURGIE GYNECOLOGIQUE
D.K.TRAN

LES CONSTATATIONS :
De trés nombreuses publications ont mis en évidence la formation

des adhérences aprés la chirurgie gynécologique :DIAMOND dés 1990, autres auteurs
par la suite...Les travaux expérimentaux ont permis de constater qu’il existait autant
d’adhérences en coeliochirurgie qu’en laparotomie (Filmar en 1987,Marana en 1994)...Le
SCAR group a mis en évidence ces constations en 2004,le groupe ASRM (American Society
Reproductive Medicine) en 2007,CHANG Zhong Li en 2009. Et il existe beaucoup d’autres
publications démontrant que le risque majeur de toute chirurgie.

LES MECANISMES :

Ils sont bien connus :c’est la déviation du mécanisme de défense contre toute agression
du péritoine liée au traumatisme tissulaire par la dilacération des tissus entrainant 1’hémorragie,a
la dessiccation du péritoine,a I’ischémie et la nécrose tissulaire par coagulation excessive et aussi
a I’absence de péritonisation des zones pathologiques.

LES CHIRURGIES LES PLUS ADHESIOGENES :
En premier lieu la chirurgie sur terrain encore inflammatoire :

postinfectieux (apres salpingite,aprés péritonite appendiculaire ou postappendicectomie)
ou lésion rouge évolutive de I’endométriose.

Chirurgie itérative (souvent pour endométriose )

Lésions du petit bassin apres chirurgie digestive :colectomie ou chirurgie du
rectum.

Myomectomie
Césarienne sans péritonisation
LES CONSEQUENCES :

Elles sont bien connues : Occlusion intestinale, douleurs pelviennes et surtout
infertilité par obstruction tubaire et encapsulation des ovaires..

COMMENT LES EVITER ?

Utilisation des produits antiadhérentiels mais I’efficacité est limitée et meme
discutable par certains ;D.K.TRAN,SOMIGLIANI etc...

La meilleure fagon d’éviter la formation d’adhérences est 1’application stricte des
principes de la microchirurgie dans la chirurgie conservatrice et a plus forte raison
reconstructrice des annexes :Scar group (1997),Canis (2001),ASRM ( 2007) et récemment
recommandations de ’ESGE (2012)
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BIEN CH’NG NANG CUA PHAU THUAT NOI SOI
Nguyén Bd My Nhi

Su mé rong chi dinh phau thudt, gia tang s6 luong phau thuat vién noi soi, str dung cac
dung cu ndi soi mai, va su phat trién ngay cang tang cua phau thuat noi soi vao mé dai phau, da
lam tang nguy co xay ra cac tai bién phiu thuat. Ngoai bién chimg do tén thuong duong tiéu
hoa, tiét niéu, mach mau.... con bién chimg do gdy mé toan than, do dung cu ndi soi. M&i bién
chtng déu c6 bénh sinh rleng, c6 thé ngin ngira hodc diéu tri duoc néu phat hién ding lic.

Nhing b1en ching phat hién trong thi vao bung (dam mu) va thi tham sat, duoc diéu tri
ngay thuong rat tot; nhung ton thuong do bong nhiét phat hién mudn sau mo, van con 1a mot van
nan 16n ddi voi phau thuat noi soi, thudng rat ning va lam ting nguy co tir vong, doi héi can
thiép diéu tri bang mo mg.

Ti 18 tai bién chung thay d6i tiiy nghién ciru, Chapron (Phap) la 4,6/1000, Hoi Phau thuat
ndi soi Phan Lan 1a 4/1000, Wattiez ( Phép) ti 1¢ tai blen trong noi soi cat tir cung 14 5,6% (1989
— 1995) giam con 1,3% (1996-1999); ti 1¢ chuyen md md 0,14 — 0,33%, tuy mirc do kho khan
cia phdu thudt va kinh nghiém phau thuat vién. Riéng tai bénh vién Tir Dil ti 1¢ tai bién chung
2/1000 (2011) va 1,4/ 1000 (2012), c6 khuynh huong giam Xuong Hon 60% ton thuong dudng
tiéu hoa va tiét niéu can phai mé ha, va hon mét nira s6 d6 bi chan doan tré. Phan 16n t6n thuong
mach mau va bang quang xay ra chi yéu do trocarts, ton thuong rudt va niéu quan chiém 40%,
thuong do k¥ thuat va bién chimg bong nhiét.

Maic du cac bao cdo cho théy c¢6 nhiéu bién chimg lién quan dén phau thuat noi soi, va
cac bién ching néng tuong dbi hiém gap; ti 1¢ bién chimg do phau thuét noi soi khong cao hon
phau thuat mé mé kinh dién, nhung van dé 1am sao cac phau thuat vién ndi soi méi bat dau, biét
phat hién va xt Iy ton thuong trong mo, biét ngin ngira va xtr Iy bién chimg mudn, han ché thap
nhip ti 18 tai bién va tir vong, 1a mot trong nhitng muc tiéu dugc quan tim hang dau hién nay
trong cac chuong trinh huan luyén ni soi.
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HIEU QUA PAT VONG NANG (PESSARY) PIEU TRI SA TANG
CHAU NUF TAI BENH VIEN TU DU: PAC PIEM VA CAC YEU TO
THANH CONG
Nguyén Thi Vinh Thanh

Pit vin dé: Thuat ngir Pessary c6 tur thoi b dai, mo ta mot vat dit vao trong 4m dao
nhim ngin chin tinh trang sa xuong cua cac co quan trong vung chau. Vat liéu st dung thoi cd
dai 1a len, vai soi, nut ban.. Ngdy nay, Pessary (vong nang) duoc lam bang silicon, 13 mot chét
liéu tro khong gay kich ung. Phéu thudt c6 nhiéu tién bd vuot bac, nhung Pessary van c6 nhing
gia trj tich cuc khi viéc diéu trji bang phau thuat khong duoc chon lura.

Muc tiéu: Mo ta dac diém cua phu ni bi sa tang chau chon sir dung vong nang diéu tri tai
bénh vién Tir Dii tir thang 10.2012 dén thang 3 nam 2013

Phan tich yéu t6 gop phan thanh cong trong diéu tri dat vong nang am dao

Phuwong phap nghién ctru: Bdo cdo hang loat ca (case series) trong thoi gian ftur
01/10/2012 dén 31/03/2013, tai Bénh vién Tir Dii, Khoa Kham bénh, Don vi Phuc hdi San chau.

Két qua: Trong thoi gian nghién ciru, ¢6 113 truong hop chon sir dung vong nang diéu
tri. Tudi trung binh 68,65 + 9,18. Tudi nho nhit: 46, tudi 16n nhat 87. Hau hét 1a hau man kinh.
Noi cu ngu: chi ¢6 25,7% song tai Thanh phé HO Chi Minh. Trinh d hoc van: cip I va céap 11
chiém da sé véi ty 16 62,8% va 17,7%. Nghé nghiép: budn ban 31,9%, noi trg 26,5% va lam
rudng 40,7%. S6 1an sanh trung binh 5,75 + 2,79, nhiéu nhat 13 1an, it nhat 1 1an sanh. Chi s6
khdi (BMI) trung binh: 21,92+ 2,88, 16n nhat: 29,43, nho nhat: 16,65. Tinh trang sa tang: ¢0 110
truong hop sa tir hon 2 tang (97,3% ), sa d6 1-2 1a 10,6%, sa > do 3 1a 89,4%. Ty 1é tiéu khong
kiém soat khi ging sirc kem vdi sa tang la 34,5%. Thot gian chiu dung bénh trung binh 3,77 +
6,27, lau nhat: 40 nam, gan nhét: 1 thang. Trong 113 truong hop nghién ctru, bénh nhan chon st
dung vong nang do tir chdi phﬁu thuat 1a 81,5%, do bénh 1y ndi khoa: 15,9%, cho ph?lu thuat:
3,6%.

Yéu t6 gop phan thanh cong chinh 14 qui trinh thim kham, tu van va theo ddi chat ché.

Tiéu chudn dat hiéu qua cta vong nang 1 ¢b dinh duoc san chau nhung khong giy dau
tuc va khong gay bé tac.

Do niéu dong do danh gia qua trinh di tiéu va luong nudc tiéu ton luu sau 3 gio sir dung
thr. Huéng dan tai cho cach tu dat va thao vong, cach vé€ sinh va bdo quan vong Pessary.

Qua trinh nghién ctru ctia ching t6i la 6 thang. Thoi gian sir dung vong nang trung binh la
2,28 + 1,73. Lau nhat 1 6 thang va ngan nhat 1a 9 ngay. S6 lan tai kham trung binh 1a 2,39 +
0,90, nhiéu nhat 1a 5 1an, it nhat 1a 1 1an tai kham. C6 6 trudng hop that bai trong diéu tri, phai
chuyén qua bién phéap diéu tri khac (5,31%).

Két luan: Thoi gian chiu dung tinh trang sa tang chau ctia phu nit trong nhém nghién ctru
14 kha 1au. Phau thuat c6 nhiéu tién bd vuot bac, nhung str dung Pessary van con la lva chon dau
tién cua ngudi bénh sa tang chau c6 tridu chimg. Can dugc thim kham va tu van chiam séc khi
diéu tri véi dat vong nang am dao.
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EFFICIENCY OF USING PESSARY IN TREATMENT FEMALE
PELVIC ORGAN PROLAPSE AT TU DU HOSPITAL:
CHARACTERISTICS AND SUCCESS FACTORS

Nguyé~n Thi Vinh Thanh

Pessary, an ancient medical term, describes an object placed in the vagina in order to

prevent pelvic organ prolapse (POP). In ancient times, pessaries were made of wool, fabric, cork

... Nowadays, pessary (lifting ring) is made of silicon, an inert material that does not irritate.

Although surgery has many remarkable progress, but pessary still have positive values when the
surgical treatment was not chosen.

Objective: To describe characteristics of women with pelvic organ prolapse who decided
to choose vaginal pessaries as treatment therapies at Tu Du hospital from October 2012 to March
2013

Analysis of factors contributing to success in the treatment of vaginal pessary

Methods: A case series report in the period from 01/10/2012 to 31/03/2013, at Tu Du
Hospital, Out-Patients Department, Pelvic Floor Unit

Results: In our study, 113 women chose to use pessaries for treatment. Mean age 68.65 +
9.18. Minimum age: 46, maximum age 87. Most of them are postmenopausal. Location: only
25.7% live in Ho Chi Minh City. Education levels: level | and level 11 of the majority with the
rate 62.8% and 17.7%. Occupation: sales 31.9%, 26.5% housewives and farming 40.7%. Mean
parity 5.75 + 2.79, maximum to 13 times, at least 1 time.

Mean body mass index (BMI): 21.92 + 2,88, largest: 29.43, smallest: 16.65. Status of
pelvic organ prolapse : 110 cases prolapse from more than 2 organs (97.3%), Pelvic Organ
Prolapse Quantification (POP-Q) stage 1-2 was 10.6%, POP-Q stage 3 or more was 89.4%. Rate
of urinary stress incontinence associated with POP is 34.5%. Mean suffering time 3.77 + 6.27,
longest: 40 years, last: 1 month. In the 113 cases studied, patients chose to use vaginal pessaries
because of refusing surgery was 81.5%, because of medical conditions: 15.9%, awaiting surgery:
3.6%.

Factors contributing to success the process of examination, consultation and closely
monitored.

Efficiency evaluation standards of the vaginal pessary are fixed pelvic floor but that does
not cause pain and causing deadlock.

Urodynamics evaluate the process of urination and volume of residual urine after 3 hours
trying to use vaginal pessary. Guideline for patients how to put in place and remove the pessary
rings, how to clean and storage pessary rings.

The process of our study was in 6 months. The mean wearing time 2.28 + 1.73. Longest
wearing time was 6 months and 9 days is the shortest wearing time. Average number of follow-
up visits is 2.39 + 0.90, at most 5 times, at least 1 follow-up visit. There were 6 cases of
treatment failure, switch to other treatments (5.31%).

Conclusion: Suffering time of pelvic organ prolapse of women in the study group was
quite long. Surgery has remarkable progress, but pessaries are still the first choice of patients
who have symptoms of pelvic organ prolapse. It should be examined and adviced during
treatment with increased vaginal pessaries.
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HO TRQ SINH SAN
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BAO TON CHU’C NANG SINH SAN N
HU'ONG DAN THU’C HANH

S. Samuel Kim

Khi bénh ung thu duoc kiém soat, tic dong cia diéu tri sau d6 c6 thé 1a mot van dé 16m,
dac biét d01 voi kha nang sinh san, boi vi nhing tri liu tich cuc ¢o thé gay ra suy budng tring.
Do d6, tat ca bénh nhan can dugc cung cip thong tin vé cac van dé lién quan dén chtrc ning sinh
san trudc khi bét dau diéu tri. O nam gi01, tinh trung nén dugc luu trir cho tat ca bénh nhan trong
do tu01 sinh san bat ké nguy CcO suy tuyén sinh duc. O nit cin xem xét dén nhiéu yéu t6 hon nhu
tinh cap bach cua tri li¢u, tudi, tinh trang hon nhan gia dinh, phac dd va liéu diéu tri. Néu nguy
co suy tuyén sinh dyc thap thi co thé khong can bao ton chirc ning sinh san. Mit khac, & nhing
bénh nhan phai trai qua ghep té bao gbc tao mau (hematopoietic stem cell transplant — HSCT) rat
can xem xét viéc bao ton chirc nang sinh san. Vé mit nguyén tac, luu trir trimg va phoi clng
dugc xem 1a nhirng chon lura khac néu c6 du thoi gian dé kich thich budng trang trude khi diéu
tri. Néu khong thé tri hodn viéc diéu tri hodc chdng chi dinh kich thich budng tring, trit mo
budng trimg nén 1a chon lwa dau tién.

FERTILITY PRESERVATION IN FEMALE:
PRACTICE GUIDELINES

S. Samuel Kim

When the cancer is controlled, the later effect of treatment on quality of life, in particular
fertility, can be a major issue for young cancer survivors, since aggressive cancer treatment can
cause ovarian failure. Therefore, fertility issues should be addressed to all patients in
reproductive age before cancer treatment. In cases where the patient is a minor, it is
recommended to obtain assent from a patient in addition to signed consent from the parents. In
men, cryopreservation of sperm should be offered to all cancer patients in reproductive age
regardless of the risk of gonadal failure. In women, the recommendation of fertility preservation
should be individualized based on multiple factors such as the urgency of treatment, the age of
the patient, the marital status, the regimen and dosage of cancer treatment. If the risk of gonadal
failure is very low (such as ABVD), fertility preservation may not be required. On the other
hand, the patient who undergoes hematopoietic stem cell transplant (HSCT) should strongly
consider fertility preservation. In principle, embryo cryopreservation or oocyte cryopresevtion is
recommended as a fertility preservation option, if there is enough time for ovarian stimulation
before initiation of cancer therapy. If cancer treatment cannot be delayed or ovarian stimulation
is contraindicated, ovarian tissue cryopreservation should be the first option of fertility
preservation.
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TRU' PONG TRUNG:
TU KHOA HOC PEN THU’C HANH

S. Samuel Kim

Khi ¢6 nguy co cao bi suy buong trimg ddi vi héa tri va xa tri thi can n6 luc bao ton
chtrc nang sinh san trude khi diéu tri. Hién nay, luu trir mo budng trimg sau d6 cay ghép tro lai
da duoc chitng minh ¢6 thé 1a mot chién lugc bao ton hira hen. Trir md budng trang co loi nhét
cho nhitng phu nir tré va chwa day thi ma can ghép té bao géc tao mau, do phac d6 chuan bj st
dung lidu cao thudc thuoc nhom alkyl va/hoic xa tri rat doc c6 thé din dén suy budng tring som.

Sau nhiéu nd lyc cua cac nha nghién ctru tir nhimg nam 1950, luu trir mo budng trimg
trong nito' long da tré thanh mot ky thuat co thé Gmg dung. Hién thoi, phuong phap ra dong
cham/nhanh 1 k¥ thuat tiéu chudn dé trir lanh mo buong trang. Tuy nhién, van can phai t6i uu
hoa ki thyat trit lanh cham. Mot cach khac, moé budng trimg c6 thé luu trit bang phuong phap
thuy tinh hoa. Du phuong phap nay co thé cai thién ty 1é sdng ctia nang nodn bang cach giam
thiéu hinh thanh tinh thé da, nhung nhitng ddc tinh khac (hoéa chat va d6 tham thau) c6 kha ning
gdy ton thuong mo. Theo két quéa nghién ctru cta ching t6i cho thay trir lanh bang thiy tinh hoa
gy ty 1& t6n thuong DNA, hién tuong chét té bao theo chwong trinh, sy ¢d dic nhiém sic chat
cao hon.

Hién tai, Vén con nhiing mdi lo ngai vé viée sir dung mot cach tdi uu mo budng trimg
duoc luu trit khi can dén. Vé mit 1y thuyét, co thé xem xét ba chién luoc bao ton chirc ning sinh
san khi sir dung mo budng tring: ghép tu than, ghép di loai va truong thanh trimg trong dng
nghiém. Ghep ty than cung vi tri hoac khac vi tri duong nhu la mot phuong phap thyc hanh va
c6 thé mg dung 1am sang ma khong c6 qua nhiéu van dé vé dao due va ky thuét lién quan. Cho
dén bay giod, c6 khoang 30 em bé di ra doi trén. thé gi6i sau khi cay ghép cung vi tri 601 vo1 mo
buong tring tri-rd. Mot cach khéng may mén rang chua c6 bao co nao vé tré sinh song tir viée
ciy ghép khéc vi tri dbi v6i mé buong trimg & nguoi. Tuy nhién, bao ton chic nang cua budng
tring da dwoc ching minh & hau hét cac truong hop ghép khac vi tri mo budng trimg trit-ra
(thadm chi duy tri dugc hon 7 nam)
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OVARIAN CRYOBANKING: FROM SCIENCES TO CLINICAL
PRACTICE

S. Samuel Kim

Where the risk of ovarian failure is high with chemotherapy and radiotherapy, it is wise
to attempt to safeguard the fertility before treatment. Recently, ovarian tissue cryobanking
followed by transplantation has proved to be one of the promising fertility preservation
strategies. Ovarian tissue banking will be most useful for pre-pubertal girls and young women
who need to undergo hematopoietic cell transplantation, as preparatory regimens using a high
dose of alkylating agents and/or irradiation are highly gonadotoxic and result in premature
ovarian failure.

After numerous attempts by many investigators since the 1950s, storing ovarian tissue
permanently in liquid nitrogen has become a practical technique. Currently, slow freezing /rapid
thawing is the standard method for human ovarian tissue cryopreservation. However, it is still
necessary to optimize slow freezing methods. Alternatively, ovarian tissue can be cryopreserved
by vitrification. Although vitrification of ovarian tissue could improve follicular survival by
minimizing ice crystal formation, other toxicities (such as chemical and osmotic) can cause
damage to tissue. Our current study showed the evidence of higher DNA damage, apoptosis, and
chromatin condensation with vitrification.

At present, there are uncertainties about the optimal use of stored ovarian tissue when it
is required. Theoretically, three strategies can be considered for restoring fertility using frozen-
thawed ovarian tissue: autotransplantation, xenotransplantation and in vitro growth and
maturation. Autotransplantation either to the orthotopic or heterotopic site appears to be a
practical method and can be applied clinically without too many ethical and technical problems.
To date, approximately 30 babies have been born worldwide after transplantation of frozen-
thawed ovarian tissue orthotopically. Unfortunately, there is no report of a live birth with
heterotopic transplantation of human ovarian tissue. Nevertheless, restoration of ovarian
function has been established in most cases of heterotopic transplantation of frozen-thawed
human ovarian tissue (even lasting for more than 7 years).
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NGHIEN C(*U CAC YEU TO ANH HUO'NG PEN KET QUA CO
THAI KHI SO DUNG PHAC PO GnRH ANTAGONIST TRONG THU
TINH ONG NGHIEM TAI BENH VIEN PHU SAN TRUNG UONG
Pham Thuy Nga, Lé Hoang

Muc tiéu: Nghién ctru nham danh gia cac yéu t6 anh huong dén ty 1¢ c6 thai trong thy tinh & ong
nghiém c6 str dung phéc d6 GnRH antagonist. Thiét ké cua nghién ciru 14 thir nghiém 1am sang tién
ctru.

Poi twong va phwong phap nghién ciru: D4i twong nghién ctru gdm 105 bénh nhan vo sinh sir
dung phac dd GnRH antagonist trong nam 2012 tai Trung tm Hb tro sinh san, bénh vién Phu san
Trung wong.

Két qua: ndng do progesterone ngay tiém hCG va tong diém chuyén phdi cé anh huong nhiéu
dén ty 1 ¢ thai (OR: 0,15: 95%Cl: 0,1-0,4 and OR:2,5; 95%ClI: 1,3-4,6). C6 su khéc biét c6 ¥ nghia
thong ké vé ty 1¢ cd thai gitta nhom c6 nong do progesterone ngay hCG thap hon va cao hon 1,2
ng/ml (p<0,001) ciing nhu gitra c&c nhém c6 tong diém chuyén phoi khac nhau (p<0,05).

Két luan: cac yéu td c6 anh huong nhiéu dén ty & co thai trong nghién cau la nong do
progesterone ngay tiém hCG va tong diém chuyén phoi.

Tur khoa: GnRH antagonist, thu tinh trong dng nghiém

FACTORS RELATED TO PREGNANCY OUTCOMES AMONG
WOWEN UNDERGOING IVF USING GnRH ANTAGONIST AT
NATIONAL HOSPITAL OF OBSTETRICS & GYNAECOLOGY

Pham Thuy Nga, Lé Hoang

Objective: To observe factors which influence on pregnancy rate using GnRHant in women
undergoing IVF.

Study design: prospective clinical trial study.

Setting: Assisted reproductive central, National hospital of Obstetrics and Gynaecology.
Patients: 105 infertile patients undergoing the GnRH antagonist protocol in the year 2012.

Main Outcome: pregnancy rate.

Results: serum progesterone level on the day of hCG administration and total embryo transfer
point influence on pregnancy rate (OR:0.15; 95%CI:0.1-0.4 and OR:2.5; 95%ClI: 1.3-4.6). There was
statistically significant difference in pregnancy rate between the groups having serum progesterone
level on the day of hCG administration lower and higher than 1,2 ng/ml (p<0.001) and between the
variant total embryo transfer point groups (p < 0.05).

Conclusions: serum progesterone level on the day of hCG administration and total embryo
transfer point influence on pregnancy rate in this study.

Key words: GnRH antagonist, invitro fertilization.
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NUOI CAY PHOI NANG TRONG THU TINH TRONG ONG
NGHIEM: Y HOC THU’'C CH’'NG
Ho Manh Twong CGRH & IVFAS

Y vian thé gioi va thyc hanh 1am sang hién nay c6 khuynh huéng tng hd nudi cay phoi
nang do céc ly do chinh:
1. Co thé chon lya duge phoi tdt, loai bt cac phoi chét lugng kém
2. Phéi duoc dua vao budng tir cung & thoi diém phi hop sinh 1y hon

Véi cac gia thuyét trén, cac tic gia tng hd nudi cdy phoi nang cho rang nudi cay phoi
nang s& gip ting ti 1& ¢ thai va giam ti 1& da thai. Trén quan diém y hoc thuc chimg, nhiéu
nghién ctru so sanh va nghién ctru phén tich gdp duge thyc hién dé so sanh hiéu qua cua chuyén
phoi ngay 2/3 v6i chuyén phoi nang.

B4o c4o nay tién hanh ghi nhan tong hop cic thong tin gan day vé két qua chuyén phoi
nang, trong d6 ¢ bao céo phén tich gop trén thu vién Cochrane cong bo vao nim 2012 vé van dé
nay.

Mot s6 van dé dit ra
Co s6 1y luan vé sinh 1y vé& nudi ciy phoi nang c6 hoan toan dung khong?
Bang ching y hoc vé van dé nudi cay phdi nang hién nay nhu thé nao?
Anh huéng ciia nudi cay phoi nang 1én chit lugng, sy phat trién cua thai va em bé sau nay?

Howpnhe

Céc van dé phat sinh trién khai nu6i cay phoi nang

Co sé 1y luin ciia nudi cAy phéi nang cé hoan toan chinh xac ?

- Moi truong cua buong tur cung va ndi mac tir cung c6 thé khong phu hop v&i phoi giai doan phén
chia, néu so v6i moi truong voi trimg. Tuy nhién, khong c6 gi dam bao mdi trudng nhan tao trong dia
ciy s& tot hon so voi trudng budng tir cung. No6i cach khac, ¢é chic chan 1a phoi s& phat trién tét hon
trong mdi trudng nhén tao trong lab IVF hon so vé&i trong mdi trudng tu nhién cua budng tir cung.
Cho du chuyén phéi ngay 2/3 hay phoi nang, thi phéi ciing s& & trong budng tir cung vao giai doan
phoi nang.

- Co s6 1y luan cta nudi cay phoi nang, dya trén sinh ly ciia mot chu ky binh thuong. Trong chu ky
IVF, toan b mdi truong sinh ly cua co thé déu bi sai léch do qua trinh kich thich budng trimg 1am
ting qua muc cac nong do noi tiét td trong mau, dic biét 1a ndi tiét td steroid. Trong do, ndi mac tur
cung c6 khuynh hudng phat trién nhanh hon. Do d6, chua chéic 1a méi trudng budng tir cung vao ngay
2/3 trong chu ky IVF that sy bét loi cho su phat trién cua phoi.

- Phdi nguoi tir ngay 3 tr¢ di c6 nhu cdu vé chuyén hoa nhiéu hon va co sy hoat hoa cta bo gen. Do do,
viéc nudi cay phdi kéo dai phuc tap hon va ¢ thé anh huong nhidu dén su phat trién ciia phoi sau
nay.

- Trung binh, hon 50% s6 phéi IVF khong phat trién dugc dén blastocyst. Sb liéu vé phén tich nhiém
sic thé cac phoi phat trién duge dén phdi nang gan day cho thiy khoang 50% phoi nang c6 bat
thuong vé s luong nhiém sic thé.

Bing chirng y hoc vé hiu qua cia nudi cAy phéi nang

Céac phén tich gdp va tong quan hé thong trén thu vién Cochrane dugc xem la nhirng
bang y hoc dang tin cdy nhét hién ‘nay dé quyet dinh cac phac d6 diéu tri trong y khoa. Béo cao
phan tich gop va tong quan hé thong cong bd gan day cua Glujovsky va cong su trén thu vién
Cochrane nam 2012 da cung cap cac chimg ctr méi nhat vé hidu qua cta phac do nudi cay phoi
keo dai. Bao cdo nay téng hop sb lidu ctia 23 nghién ctru v6i hon 3.000 bénh nhan de danh gia
hiéu qua cua nubicdy phoi nang so v6i phdi ngay 2 hodc ngay 3. Day la bao cdo téng quan hé
théng 16n nhat tir truée dén nay vé van dé nay.
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Két ludn cua céc tic gia cho thay ti 1¢ c6 thai lam sang gitta mot lan chuyen phoi so6m va
chuyén phoi nang la tuong duong. Chuyén phoi nang c6 thé giup ti 1¢ c6 thai sinh song tang nhe.
Tuy nhién, chuyén phoi nang di kém véi nhiéu bat lgi hon, bao gom:

o Nhiéu nguy co
khong ¢ phodi dé chuyén hon do cac phdi bi ngung nira chimg. Nguy co nay ting khoang 3 lan nguy
co so voi chuyén phoi sém.

° Chi con 1/3 co hoi
con phdi du dé trir lanh so voi chuyén phdi som.

. Ti 1¢ c6 thai cong
don, tinh chung ca chuyén phéi tuoi va chuyén phoi dong lanh chi biang khoang 2/3 so véi chuyén
phoi sém.

Dir liéu nay cho thay, néi chung, nudi cay phoi nang lam giam co hoi co thai ctia bénh
nhan.

Anh hwéng ciia nudi ciy phdi nang Ién sy phat trién ciia thai va em bé sau nay

Gan day c6 nhiéu nghién ciru 16n tir cac nudc khac nhau cho thay c6 thé co nhiéu nguy

co 0 thai ky va ¢ tré sinh ra tir phdi nang hon tré sinh ra tir phoi phan chia (ngay 2-3).

(1) Kallen et al. (2010) so sanh 1.311 tré sinh ra tir ph6i nang va 12.562 tré sinh ra tir ph6i phan chia ¢
Thuy dién. Két qua phan tich c6 hiéu chinh cac yéu té gay nhidu cho thiy tré sinh ra tir phdi nang ¢
tang nguy co sinh non thang, sinh nhe can va ting nhe nguy co di tat bam sinh.

(2) Kalra et al. (2012) so sanh 22.751 tré sinh ra tir phoi nang va 46.288 tré sinh ra tir phoi phan chia &
My. Két qua phan tich c6 hiéu chinh cho thiy tré sinh ra tir ph6i nang c6 ting nguy co sinh non va
nguy co nhe can.

(3) Dar et al. (2013) so sanh 3.206 tré sinh ra tir ph6i nang va 9506 tré sinh ra tur phoi ngay 3 ¢ Canada.
Két qua phén tich cho thiy tré sinh ra tir phoi nang c6 nguy co sinh non thang cao hon.

Su biéu hién va hoat hoa ctia bd gen (epigenetics) ctia phoi dugc quyét dinh va dién ra ¢
phoi nguoi ngay thi 3 trd di. Tac dong bat lgi ctia mdi truong nhan tao c¢6 thé anh huong 1én cac
qua trinh quan trong ndy va giy bat thudng ¢ biéu hién gen ctia phdi thai va anh huong 1én su
phat trién cua thai va tré sinh ra.

- Nubi cdy phdi nang c6 thé 1am ting ti 16 song thai cing trimg
- Anh huong lau dai ciia nudi cdy phoi nang 1én sy phat trién cua tré, néu co, chi co thé phat hién trong
tuong lai, khi c¢6 nhiéu tré sinh ra tir phdi nang trudng thanh.

Cac bét lgi khi nudi cay phoi nang ¢ Viét nam la gi? )

- Da s0 cac trung tdm chua c¢6 hé thong nuodi cay phdi manh va o6n dinh do thiéu nhan sy c6 kinh
nghiém, thiét bj hoat dong khong 6n dinh. Mot s trung tim, phac d6 1am sang chua 6n dinh. Didu
nay thé hién 6 ti 18 ¢6 thai va ti 1& 1am t6 thap

- Khong kiém soét dugc rat nhiéu yéu t6 anh huong dén sy phat trién ctia phoi: kiém soat chinh xéac cac
thong s cua ti cdy, chat luong khong khi, chat lugng khi chuyén dung (CO2, N2), chit lwong dung
cu tiéu hao, su 6n dinh ctia moi truong nudi céy, trinh d6 chuyén vién... Trong diéu kién nhu thé,
viéc nudi ciy phoi dai ngay s& co nhiéu nguy co cho su phat trién, kha ning sdng va cac rdi loan
epigenetics ¢ phoi.

- Tang chi phi diu tu: dao tao nhan su, ti cy, dung cu tiéu hao, hoa chat moi truong... Hién nay, chi
phi ctia IVF ¢ Viét nam da kha cao, tang chi phi lam ting ganh ning diéu tri. Trong khi do, hiéu qua
nudi ciy phdi nang chua thé ching minh 1 rang, thdm chi c6 thé lam giam co hoi c6 thai ciia bénh
nhan.

- Diéu chinh qui trinh chuyén phoi: bénh nhan c6 thé dén nhiéu lan hon, bi dong hon, tu van nhiéu hon.
Diéu nay tao nguy co sai sot, 1am 1an giita nhan vién va bénh nhan
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Da thai sau IVF hién nay chua la van d& 16n ¢ Viét nam. Do d6, hiéu qua giam da thai do chuyén phoi
nang la khong nhiéu
o Giam thai dugc chip nhan vé phia chuyén mén va cong dong. K thuat duoc hién hiéu qua va
an toan & hau hét cc trung tdm
o Hau hét bénh nhan mu6n song thai. Chi phi chdm séc thai ky va so sinh ctia song thai khong
cao

Keét luan
Nubi cy phoi nang 1am gizm co hoi ¢6 thai ciia bénh nhan tinh trén sé chu ky diéu tri kich
thich budng trimg.
Céc sd lidu gan day cho thay nudi cdy phoi dai ngay c6 thé ting nguy co cho thai ky va cho
tré sinh ra sau TTTON.
Viéc nudi cdy phoi kéo dai ¢ thé 1am ting chi phi va giam hiéu qua diéu tri.
Can cai thién cac qui trinh 1dm sang va lab that tot dé ¢6 ti 18 co thai va ti 18 1am to véi phoi
phan chia cao va on dinh. Sau do, c6 thé bt dau trién khai nudi céy phoi nang & mot s6 chi
dinh dac biét.
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DANH GIA KET QUA NUOI CAY PHOI
VA CHUYEN PHOI NGAY 5

Vii Dinh Tudn, Hodng Thi Bich Tuyén, Ly Thdi Lic.

Pit van dé: Nudi ciy phdi va Chuyen phoi ngay 5 (blastocyst) 1a xu huéng phét trién chung cua
cac trung tam hd tro sinh san trén thé gi6i viné phu hop sinh Iy tu nhién va gidp lya chon theo tu
nhién nhitng phdi c¢é chat lugng tot dé tang ty 1& 1am to.

Muc tiéu nghién citu: Panh gia két qua viéc thuc hién nudi cdy phdi va chuyén phdi ngay 5
(twoi va dong) tai trung tdm IVF — BV Hung Vuong.

Phwong phap nghién ciru: mo ta cat ngang.

Keét qua: C6 89 cas thoa diéu kién thuc hién nudi cay phoi dén ngay 5. Ty I¢ phoi phét trien khi
nudi cay dén ngay 6 (phdi hiru dung) co su khac biét so véi ngay 5 (58,5% vs. 69,0%, p = 0,0039).
C6 30 cas du diéu kién Chuyen phdi tuoi, va co 27 cas chuyén phoi dong. Ty Ié c6 thai lan luot 12
43,3% vs. 51,9%; va ty 1& 1am t6 theo thir tu 1a 33,3% vs 37,0%,

Két luan: Viéc thuc hién nudi cay phoi Qén giai doan phoi nang va chuyén phdi ngay 5 da giup
cho nhiing cap vg chong thuc hién ICSI dat két qua kha quan véi chat luong phoi tot va giam thicu ty
I¢ da thai (dac biét tam thai) vi chi chuyén toi da 2 phoi. bac biét, viéc nudi cay phoi tiep tuc den
ngady 6 nén dugc khuyen khich va viéc chuyen phéi dong ngay 5 1a mot xu huéng ma hién nay nhicu
trung tdm IVF trén the gidi dang thuc hién va trung tam IVF Hung Vuong dang ngay cang khang
dinh di dung huéng.

Tur khoa: phdi nang, ngay 5, ngay 6, chuyén phéi tuoi, chuyén phoi dong, ty 1é c6 thai, ty 18 1am

A

1o.

RESULTS OF EMBRYO CULTURE AND TRANSFER ON DAY 5

Vii Pinh Tuin, Hoang Thi Bich Tuyén, Ly Thdi Ljc.
Background: embryo culture and transfer on day 5 (blastocyst) is the general trend of assisted

reproduction centers in the world because it coincides to the natural physiological as well as help the
natural selection of good embryos to increase the implatation rate.

Objectives : Evaluation of the implementation of embryo culture and embryo transfer on day 5
(fresh and frozen) at IVF center - Hung Vuong Hospital.

Methods: cross-sectional descriptive.

Results: There are 89 cas eligible for perform embryo culture to day 5. The rate of embryo
development to blastocyst (useful embryos) when cultured continue to day 6 is different compared to
day 5 (69.0% vs. 58.5%, respectively, p = 0.0039). There are 30 cas eligible for fresh embryo transfer
there are 27 cas for frozen transfer. The pregnancy rate was 43.3% vs. 51.9%, respectively and
implantation rates in the order 33.3% vs 37.0%.

Conclusions: The implementation of embryo culture to the blastocyst stage and embryo transfer
day 5 has helped couples perform ICSI achieved positive results with good quality embryos and
reduce the rate of multiple pregnancies (especially triple pregnant) because only a maximum of two
embryos transferred. In particular, embryo culture to day 6 should be encouraged and the transfer of
embryos frozen day 5 is a current trend that many I\VVF centers around the world are doing and Hung
Vuong IVF center is increasingly confirmed the right direction.

Key words: blastocyst, day 5, day 6, fresh embryo transfer, frozen embryo transfer, pregnant
rate, implatation rate.
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CHON LUA TUI NGU'C TRONG PHAU THUAT
NANG NGU'C BANG TUI
Lé Hanh

Con sb cac phau thuat nang nguc thAm my ngay cang ting & Viét Nam do nhu cau rat 16n
cta bénh nhén‘ bdi to chat di truyén cua ho 1a c6 khudén nguc nho kém phat trién hay va thoai
trién do c6 nhiéu con va cho con bu.

Con s phu nir duoc dat ti ndng nguc khong dugce biét rd nhung phong doan khoang
chirng 10 ngan truong hop mdi nam dua trén sb tai nguc ban ra cia cac cong ty phan phdi tai
nguc.

Trong 60 ndm tro lai day, cong nghe ché tao tui nguc va ky thuat mé cling nhu cach
cham séc sau mo da duge chuan hoa. Trong thi truong Viét Nam, hau hét cac _cong ty san Xudt
tai nguc trén thé gidéi déu hién dién va cung cAp mat hang nay rat da dang vé kich ¢& va hinh
dang.

Phau thuat thim m§y nguc la mot trong nhiing phau thuat kho nhét vi sy phtic tap cta ban
than phau thuat va vi sy doi hoi rat cao vé su hoan thién cua khudn nguc mai. ’

Bac si phau thuat can tao dugc mot khudn nguc dep nhét vé kich thuée, ti 18, vi tri, it thay
seo va duy tri dugc két qua tot trong thoi gian dai, it bién ching.

Khong thé c6 mot phau thudt chung nhét nao gianh cho moi bénh nhan v6n rat khac nhau
vé chiéu cao, can ning, cu trac ciia khung nguc va nhat 1a tinh trang cta nguc hién tai.

Muc dich cua bai nay la: (1) trinh bay nhiing dac tinh cua cac loai tai nguc khac nhau co
trén thi truong, (2) d€ nghi mot cach thie do dac trén bénh phén dé bac si dua vao do ma chon
lya ti nguc thich hop cho ting trudng hop nham dat dugce két qua vira an toan vira tham my.

IMPLANT CHOICE IN IMPLANT BREAST AUGMENTATION
Lé Hanh

The number of Implant Breast Augmentation is increasing in Vietnham from the enormous
demand of the people due to theirs inappropriate congenital or acquired breast shapes.

The number of women in Vietnam who have breast implants is unknown yet, but current
estimates derived from surveys on implant selling rates range up to more than 10.000 pairs a
year.

Since 60 years, the technology of implant production and surgical technique and related
cares have been standardized. In Vietnam free market, most brands of implants are available
supplying by different companies. This is a reliable way to improve the aesthetic shape and size
of the breast.

Breast surgery is one of the most difficult fields of aesthetic surgery because of the
complexity of surgical procedures and the demand of the aesthetically perfect breast.

Plastic surgeons involved in breast aesthetic surgery have very demanding expectations
to create the best breast in terms of size, proportion, and position, with minimal scars, long-term
shape maintenance, and few complications.

Breast augmentation surgery is an art, an harmonic integration between aesthetic sense
and surgical technique.

It is impossible to impose a single standard of breast beauty to women who are so
entirely different in height, weight, and constitutional type.

Therefore, it’s important to discover the parameters that are aesthetically

right for each particular woman, starting from her main sizes: height, weight, spine, the
thoracic cage, the existent breast. ..

The goal of this article is: (1) presenting the inherited characteristics of different implants
and (2) proposing the measurement on the patients that the doctor have to base on to select a best
implant individually.
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MOT SO NHAN XET VE CAT DA, MO’ BUNG TREN NGU'O'1
BEO PHI

Nguyén Anh Tuan va CS

Béo phi 1a tinh trang bénh 1y cua co thé vé6i su tich tu m& quéa muec trén co thé. Su tich tu
md qua muc giy anh hudng x4u 1én stc khoe, doi sdng sinh hoat, vé thim my cia ngudi bénh.
Nguoi béo phi thuong co nhiéu bénh nodi khoa kém theo: tiéu dudng, tim mach, thoai hoa
khop..., dic biét co nhiéu nguy co ting tai bién, bién chimg trong phau thuat. Liy bo da va m&
thira ving bung trén bénh nhin béo phi s& gitp cai thién khong chi vé thAm my ma con giup
bénh nhan c6 doi sdng sinh hoat va tinh than tét hon.

Tac gia bdo cao mot sb truong hop ldy bé da, md thira ving bung trén bénh nhan béo phi
tai BV Dai h(_)g Y Dugc TP HCM tir 2011 dén 2012 véi thoi gian theo doi toi thi€u 4 tuan, qua
do6 rat ra mdt sO nhan xét vé 1am sang trén cac truong hop nay.

SOME COMMENTS ON ABDOMINOPLASTY FOR THE OBESE
Nguyén Anh Tuin va CS

Obesity is a medical condition in which excess body fat has accumulated on body. This
accumulated fat creates bad effect on health, life and cosmetic features of patients. Obese people
normally have many diseases: diabetes, heart disease, arthrosis...especially, increase risk in
surgery. Abdominoplasty (tummy tuck) for obese help improving not only cosmetic features but
also their life and mind.

Author reports case series of abdominoplasty for obese at Ho Chi Minh City University
Medical Center from 2011 to Mar 2012 with follow up time is 4 weeks in minimum, whereby
draws some comments about these clinical cases.
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NHAN MOT SO TRUONG HQ'P THU NHO NGU'C THEO
PUONG MO T PAO NGU'Q'C

Nguyén Anh Tudn va CS.

Nguc phi dai, thuong kem theo sa tré gay anh huong xdu dén doi song tinh than, sinh hoat
va vé thim my cua ngudi phu nit. Thu nho nguc phi dai thue su can thiét giap ngudi phu nit
nang cao chat luong cudc séng va lam ting vé dep hinh thé.

C6 nhiéu _phuong phap thu nhé ngue phi dai chu yéu dugc chia thanh 3 nhém chinh: duong
md quanh quang va, duong md quanh quang va kém duong doc den nép dudi vii, dudng mod
quanh quang va kém dudng doc va duong ngang trén hodc trung nép dudi va (T dao ngugc).
Mobi nhom duong md ¢6 nhung wu nhuoc diém khac nhau. Viéc lya chon loai duong mo nio tiy
thudc nhiéu yéu td: tinh trang mé nguc, do sa tré, ¥ mudn ctia ngudi mudn thu nho. .

Tac gid trinh bay cac ca thu nho nguc bang phuong phap T dao nguoc, tai BV DHYD TP.
HCM trong thoi gian tir thang 6/2012 dén thang 3/2013 v6i thoi gian theo doi t6i thiéu 4 tuan,
qua d6 rat ra mot s6 nhan xét vé phuong phap phau thuat nay.

ON THE OCASSION OF BREAST REDUCTION WITH
INVERTED-T TECHNIQUE

Nguyén Anh Tuin va CS

Mastomegaly normally follow with ptosis of the breast create bad affect to emotional life,
activities and cosmetic features of woman body. Breast reduction actually need to help women
raising the living standards and body contour.

There are many procedures to do breast reduction which can general classify into 3
groups: circumareolar, Circumareolar plus descending from the areola vertically to the level of
the IMF, Circumareolar plus descending vertically to the IMF plus a horizontal part (inverted-T).
Each of those has different advantages and disadvantages. Choice which of those depends on
many factors: local tissue, degree of ptosis, patient’s desire...

Author presents case series of breast reduction by inverted-T procedure, at Ho Chi Minh
City University Medical Center from Jun 2012 to Mar 2013 with follow up time is 4 weeks in
minimum, whereby draws some comments about the procedure.
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THAM MY CAM BANG PHAU THUAT CHiNH HINH
Lé Tin Hing

Tao hinh thAm m¥ cdm 14 loai hinh phau thuat thAm my rat ph6 bién (dung tht hai sau
phau tao hinh thim my miii). Tuy nhién viéc don cam bang chat lam day hodc vat liéu nhan tao
chi giai quyét dugc tinh trang cdm lem, khong diéu tri dugc cac bién dang hay léch lac khac cua
cam.

Thim my cam bang phau thuat chinh hinh ra doi vao thap nién 70 cua thé ky truge va
ngay nay dang dugc sir dung rt nhiéu trong phau thuat tao hinh thAm my tai cac quoc gia Dong
A nhu Nhat Ban, Han Quoc Trung Qudc, Pai Loan. Ky thuét nay bao gdm vige cit 101 cdm
bang cua dao dong tinh tién sau d6 di chuyén chung dén vi tri mong mudn va c¢6 dinh bang nep
vit hodc chi thép (Co thé “got” bot cam néu can thiét) Loai hinh diéu tri ndy giai quyét dugc hau
hét tit ca cac bién dang ctia cam. Tuy nhién do nhiéu nguyén nhan van chua dugc phd bién &
Viét Nam.

vTrong hon 5‘ném qua, Bénh Vién Rang Hén} Mat TPHCM da thuc hién trén 300 truc‘n}g
hop tham my cam bang phau thuat chinh hinh v6i két qua rat dang khich 1¢. Chung t61 nhén thay
rang day la k¥ thuat kha don gian, dé thuc hién nhung dem lai hi€éu qua tham my rat cao.

GENIOPLASTY WITH ORTHOPEDIC SURGERY
Lé Tin Hing

Genioplasty is a type of famous aesthetic surgery (is second after rhinoplasty). However,
chin implant by filler or artificial materials only solve retreating chin cases, not treating the
deformed or other deviations of the chin.

Genioplasty with orthopedic surgery was born in the 70s of the last century and it has
being used a lot in aesthetic plastic surgery in East Asian countries such as Japan, South Korea,
China, Taiwan. This technique involves chin cutting by reciprocating saw, then move them to the
desired position and fixed with screws or wire (it is possible to trim off the chin if necessary).
This type of treatment can solve almost all the deformation of the chin. However, it has not been
popular in Viet Nam because of many reasons.

Over the past five years, Odonto Maxillo Facial Hospital of Ho Chi Minh City has
performed over 300 genioplasty cases by orthopedic surgery with very encouraging results. We
found that this technique is quite simple, easy to implement but bring in highly aesthetic effect.
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LAO HOA DA VA DIEU TRI
Vin Thé Trung
Twong ty nhu cac co quan khac trong co thé, da ciing khong thé tranh khoi 3o hoa do
yéu td tu nhién (yéu té bén trong). Ngoai ra, da con chiu truc tiép boi anh sang mit troi (yéu td
bén ngoai). Tac dong cla tia cyc tim lam thay doi qua trinh 130 héa binh thudng. Mic du c¢6 su
khéc biét vé hinh thai hoc va sinh bénh hoc, nhung 1ao hda bén trong va bén ngoai c6 chung mot
s6 ddc diém vé sinh hoc phén tir. Sy hinh thanh cac gdc oxy hoa va cic men phan huy protein
dong vai tro trung tam cua lao hoa da. Giam thiéu collagen la mot déc tinh quan trong trong mo
bénh hoc cua da lao hoa. Bé& mit da kho, xuat hién nhiéu nép nhin da cling nhu thay d6i sic td co
lién quan truc tlep dén lao hoa da do 4nh sang, va chung cing la dac diém chi yéu cua ldo hoa
da. Ngoai ra, tiép xuc tia cuc tim mat troi lau ngay co thé gy ra ung thu da. Telomeres, mot cau
tric dic biét trén nhidm sic thé, duoc tin 1a cin nguyén cua ldo héa murc té bao cling nhu thuc
day phat trién ung thu. Chién luoc diéu tri ldo héa da 1a tranh tiép xtic anh ning mit troi, giit 4m
da, kich thich chu trinh phan chia té bao, trung hoa céac géc tu do, tc ché téng hop proteinase, va
thiic day qua trinh tong hop collagen.
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PHAT HIEN SOM TAN TAT

O TRE NON THANG, DE BI TON THUONG

KINH NGHIEM THU'C TIEN TAI LORIENT
TRONG 5 NAM: 2008-2012

Gildas Tréguier, Dominique Lamiot, Ngo Minh Xuan
Nén tang ly thuyét

1.1. Tinh non thang va tinh d& bi tén thuong

. Dich & hoc cua sanh non

. Cac tan tat ¢ tré em

. Piéu kién sanh va « tinh dé bi tén thuong »
. Non thang va nguy co bi tan tat

2.2. Tinh mém déo cua ndo va can thiép sém & tré dé bi ton thuong

. Su trudng thanh ndo bo : mot tién trinh kéo dai tir ngay sau sanh
. Su truong thanh ndo bd : mat tién trinh phu thudc vao méi truong

Dr Gildas Tréguier, pédiatre, CHBS-Lorient
Dominique Lamiot, psychomotricienne, ville de Lorient
Pr Ngo Minh Xuan, association de médecine périnatale (HCM-ville)

Tém tit

. Céc tré sanh non thang chiém khoang 6,5% céc ca sanh

. Cac tré bi tan tat chiém tir 1 dén 3% cac tré.

. Céc tré « Nguy co tan tat » chiém khoang 2 dén 5% tdng sd cac tré
. Céc tré bi tan tat nghiém trong chiém 0,7 & 2/ 1000 tré em

Dich té hoc cac tré sanh rat non dugc biét dén & Phap qua nghién ciru Epipage : theo doi téng hop
trong 5 nam cac treé sanh rat non tir nam 1997. Nim 2011, mot nghién ciru qudc gia « Epipage 2 » di bt
dau.

Nam 2004, 'INSERM (France) da phéi hop giam dinh téng hop « Suy giam chirc nang va tan tat
¢6 ngudn goc chu sinh » tr mgt nguon tai liéu gom 700 bai bao va tai liéu : tat ca cac tré duogc sanh ra
trong cac diéu kién kho khan, dac biét 1a cac tré sanh rat non trudc 32 tuan thai, co nguy co tan tit va can
phai c6 su theo doi y khoa sém, kéo dai, phu hop va da chuyén nganh.

Ciing nhu ti I¢ tr vong tré em (chét trude 1 nam tudi), lugng gia tan tat dugc xem nhu 1a mét chi
s0 danh gia vé muc dd suc khoé tré em trong xa hdi. No6 phan anh mot phan chat lugng to chirc cac cham
soc chu sinh.

T chuc ‘Eheo doi cac tré dl{:qc 20i 1a « dé bi tdn thuong », c6 nghia la c6 nguy co bi tan tat, dap
ng cac doi hoi veé strc khoé cong dong chinh thirc tai Phap thong qua b ludt dinh hudng ngay 30 thang 6
nam 1975 sau do6 1a b luat ki ngay 11 thang 2 ndm 2005 vé van dé cham soc ngudi tan tat.

Su cai thién ngoan muc vé céc k¥ thuat trong y khoa chu sinh va cac chién lugc cham soc phat
trién (NIDCAP) 1am giam ti 1¢ sinh non tir 20 nim nay. Nhung, trong khi ma cac di ching van dong xuét
hién it hon va it nghiém trong hon thi tin suat cic bat thudng vé phét trién phat hién tré duong nhu khong
giam di (réi loan nhén thue, rdi loan hanh vi.. D
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Nhing tién by vé khoa hoc than kinh lién quan dén tinh mém déo ciia ndo va dich t& di truyén
mang lai cac luén ching chirng minh tinh dung dan cua chién ludc can thi€p sém trong viéc theo doi va
cham s6c cac tré so sinh « deé bi ton thuong », dac biét 1a céc tré sanh rat non.

1. Non thang va D& bi ton thuwong
1.1.  Dich t& hoc ciia sanh non thing

Sanh non thang dugc dinh nghia 1a sanh trudc 37 tuan thai.

Giai doan chu sinh 12 khoang thoi gian & giira 22 tuan thai (truéc sanh) va 28 ngay sau sanh.

Ti 1& sanh non thang & Phap 6n dinh ¢ mirc 6,3 %

Sanh rét non (sanh trudc 32 tuan thai + 6 ngay):
. Chiém 1,5 % tong so0 cac ca sanh
. Chiém 20 % tOng sO cac ca sanh non.

Sanh cyc non dugc dinh nghia 1a sanh truéc 28 tuan thai.

Ti 1é sdng con cua cac ca sanh non thang dugc cai thién qua timg nam :
. Ti I¢ t&r vong chu sinh: 6 / 1000 ca sanh

. Ti I¢ tir vong so sinh : 3/ 1000 ca sanh

Vao nam 2013, Ti 18 sdng con ciia cac tré sanh non thang nhu sau :

. Trén 50% d06i vdi cac ca sanh vao 25-26 tuan thai

. Trén 60% doi voi cac ca sanh vao 27-28 tuan thai

. Trén 90 % ddi véi cac ca sanh tir 29 tuan thai.

Nguy co tir vong cang cao khi sanh cang non.

Pa thai va nguy co sanh non

. Tinh trang da thai ngay cang nhiéu hon do k¥ thuat ho tro sinh sén bang thuéc (PMA). Cac
truong hop da thai thuong bi sanh rt non nén da thai 1a mot yéu t6 nguy co déi voi ton thuong nio.

. Nguy co sanh non thang cao hon 10 lan : )
. Trong trudng hop sanh don thai thi sanh non thang chiém ti 1¢ 5,3 % céac ca sanh
. Trong truong hgp sanh da thai thi sanh non thang chiém ti 1€ 48 % cac ca sanh

10 % céc cip sanh ddi sanh trude 32 tuan thai (ti 16 13 1 % néu chi sanh don thai)

1.2.  Cac tan tat 6 tré
Dinh nghia cua tan tat

B ludt ngay 11 thang 2 nam 2005 vé ngueoi tan tit (Phap) :

« Mot tan tat dugc dinh nghia béi tat ca cac gidi han vé hoat dong hay bi han ché vé su tham gia
vao doi sdng xa hoi trong moi truong sdng cua ho do bi suy giam tam thoi, kéo dai hay vinh vién cia mot
hay nhiéu chirc ning thé chét, gidc quan, tim than, nhan thirc hay than kinh ; hay ctia mot da tan tat hay
ctia mot r6i loan tan phé strc khoé ».

Cdc t6 chire, cd nhan, xa héi: Phén loai Quéc té cdc Tan tdt (T6 chirc y té thé giGi, 1980)
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Tén thwong mét co’ quan:
Suy giam (t6n thuong vé mit giai phiu hoc, vé co quan cua co thé, vé sinh 1y hay vé tam 1y) cua
mdt co quan dugc dinh nghia la suy yéu. Su suy giam ndy co thé 1a tam thoi hay ciing c6 thé
vinh vien.

Suy giam chirc nang:
Ca thé c6 mang mot co quan bi suy y€u cd bi€u hi¢n bdi sy gioi han vé kha nang cua
chung (hanh vi, cac hoat dong, su giao tip...) : d6 1a mat kha nang.

Tac dong trén mot tinh hudng:
Mot ca thé bi gidgi han kha nang ctia minh trong cudc song hang ngay (cudc song ca nhan va gia
dinh, trudng hoc, cong viéc) : d6 1a su tan tat.

Phén loai tan tat

C6 4 nhém chinh duoc biét dén (khong doan trude bénh nguyén) :
. Suy giam vé van dong
. Suy giam vé giac quan (thi giac, thinh giac)
. Suy giam vé tam than
. Suy giam vé tri tué

Nhung vai loai tan tat lai kho xép loai : chung mét thuc dung, céc 16i loai vé ngon nglt nghiém
trong...

1.3. Cac diéu kién sanh va « tinh d& bi tén thwong »:
Xéc dinh sém tré c6 nguy co tir ngay bénh sir chu sinh
« Suy giam chirc ning va tan tit c6 nguon gdc chu sinh » : giam dinh ciia INSERM(2004)

Sy giam dinh ctiia ’INSERM (2004, France) « Suy giam chirc ning va tan tat c¢6 ngudn gdc chu
sinh » xac dinh hai nhom tré « dé bi ton thuong » tir bénh st chu sinh cta chiing, tuy theo mirc d6 nguy
co ¢d bat thuong phat trién than kinh tam than van dong veé sau.

. Tré so sinh ¢ nguy co cao bi tan tat:
.Sanh rit non (< 33 tuan thai)
. Toén thwong ndo bd quan sat thiy bang chan doan hinh anh trong giai doan chu sinh.
. Bénh 1y so sinh de doa dén tinh mang tré
. Bénh 1y ndo va tai bién than kinh tir tuan 1& ddu cia cudc sdng.
. Ngat so sinh nghiém trong kém céc yéu td tién luong xu
. Vang da nghiém trong
. Di tat bam sinh so - mit
. Bénh Iy tim bdm sinh nghiém trong

. Tré so sinh c6 nguy co vira d& bi ton thuong:

. Sanh non « muén » (33-36 tuan thai) kém cac xét nghiém chan doan hinh anh binh
thuong.

. Suy dinh dudng (thai cham tang trudéng trong tr cung)

. Em bé khéng 16 (16n ki vao lac sanh)

. Pa thai (sanh d6i, sanh ba)

. Tré so sinh c6 me bi nghién

. Nhiém trung me - thai nhi nghiém trong.

. Thiéu oxy vira phai & tré di thang

. M6i truong x3 hoi va/hodc gia dinh suy yéu...
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Quan sat sé'm tré so sinh tai bénh vién phu san va/hoic tai khoa so sinh

Chi bang cach quan st tré so sinh, vai ddu hiéu 1am sang, « dau hiéu nhép nhay », c6 thé cho
phép phat hién sém nguy co dé bi ton thuong & tré, va giai thich 1y do tré can dugc theo doi can than va
dugc can thiép sém boi cac chuyén gia tir ngay khi xuat vién.

. Khoc bit thuong va/hodc co tiéng hét dang ngd
. Céc ctr dong ty v & muc trung binh

. Tu thé va phan tng tu thé bat thuong

. Nhuoc co truc kéo dai

. Nhuogc co ngoai bién

. Bat twong hop véan nhin

. R&i loan mit — nubt

. Tang kich thich hay thy dong mot cach bat thuong
. Ngung thd/con cham nhip tim kéo dai

. Réi loan gidc ngu nghiém trong

. Chu vi vong dau khong ting

. Giao tiép v&i méi truong khong tét...

1.4. Non thang va nguy co bi tan tat

Khi ma 90% céc tré¢ sanh ra khong c6 van dé gi, thi 10% céc ca luc sanh gip kho khin va gan mot
ntra trong s6 do bi tan tat trude 6 tudi.

50 % céc tan tat c6 ngudn gdc chu sinh dudng nhu 6 mdi lién hé véi tinh trang sanh non thang.

Tat ca cac nghién ciru theo dai kéo dai lién quan dén twong lai cua cac tré non thang khi so sanh
v6i nhom tré du thang déu chi ra rang:
. Céc tre non thang hay phai nhap vién hon
. Céc tré non thang hay gdp cdc van dé ve tang trudng
. Céc tré non thang hay gép céc Van deé Ve van dong
. Céc tré non thang hay gép céc Van de Ve giac quan (thi giac, thinh giac)
. Céc tré non thang hay gap cac Van dé ve hoc hanh
. Céc tré non thang hay gip cic van dé vé thai do (su tap trung, ting dong...)
. Céc tré non thang thuong la nan nhan cua viéc ddi xir té bac.
Nguy co ton thwong ndo ti 1& thuin v6i mirc do sanh non thang;
.1/1000 néu sanh du thang
.3dén 6/1000 néu sanh vao giira 32 va 36 tuan thai
. 50 dén 60 / 1000 néu sanh vao giita 28 et 32 tuan thai
.85 dén 95/ 1 000 néu sanh trudce 28 tuan thai
So voi tré du thang, nguy co bénh 1y ndo ¢ tré sanh trude 32 tudn thai va can nang dudi 1500 g 1a gip 10
lan..
Céc ca sanh c6 tudi thai dudi 26 tuan thai dit ra van dé vé y dic : 6 nén hdi sirc tré & do tudi thai nay hay
khong, phai tinh dén ca cic nguy co cao bi di ching ndo, d6i khi khong hdi phuc ?

2. Tinh mém déo ciia ndo va can thiép s6m ¢ tré dé bi tén thwong

Céc chién lugc can thi€p sém dua vao cac hiéu biét gan day vé tinh mém déo cua ndo va dich &
di truyén.
Sw truéng thanh ctia nfio: mét tién trinh tiep tuc ca ngay sau khi sanh ra

«Nhac trudng» vé giai phau va chuce nang tbi can thiét cho su phat trién than kinh tim than vén
dong, ndo bo bao gom rat nhiéu cac cau tric két ndi voi nhau, chiu trach nhiém céac chirc ning riéng biét :
van dong, truong luc, thinh giac, thi gidc, nhan thirc, bd nhd, cam xftc...
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Néo b0 ctia tré so sinh c6 khoang 100 000 000 000 té bao than kinh (mdt trdm ti!), nhung chi 10
% cac té bao than kinh nay dugc két ndi véi nhau (thdng qua khdp nodi than kinh synapse) vao luc sanh!

Sy phat trién va to chirc ctia ndo b 1a két qua cua tién trinh phuc tap va ning dong cia nhidu giai
doan doc lap, bat dau tir khi thu thai va tiép dien cho dén nhirng nam dau doi.

Sy hinh thanh két noi than kinh (synapse) bt ddu som, tir tuan thir 6 thai ky. Sy hinh thanh két
ndi nay tang toc trong khoang gilta 12 va 18 tuan thai, sau dé 1a phat trién mot cach bung no tur tuan thir
20 thai ky cho dén 6 tudi.

Vao 20 tuan thai, sy di cu cua té bao than kinh hoan thanh, phﬁn 16n cac té bao ndo duoc sinh ra.

Céc cAu tric ndo s& tiép tuc duoc biét hoa voi :
. Phan nhénh ctia c4c té bao than kinh.
. Phat trién cta céc thé rang
. Cac lién két giita cac két ndi than kinh méi
. Tang sinh céc té bao than kinh dém
. Hinh thanh cac hat myéline.

Vao tuan tha 20 thai ky, vo ndo, « chat xam », phat trién theo so lugng 16n véi hai hién tuong :
. Su xoay
. Tang sinh cac ranh nao va hoi nao.

Moi hoi ndo cdé mdt nhiém vu chuyén biét : van dong, ngdn ngit, nhan thirc giac quan, chirc ning
tam than cao cap... Vi chat xam nay, xuat hién hoat dong « tri tué ».

Mdi gidy, mot triéu két ndi than kinh mé&i duge hinh thanh ! Sau d6, sy hinh thanh két ndi than
kinh nay tiép tuc véi nhip diéu cham hon cho dén tudi day thi, va sau d6 thi thoai trién. Piéu nay giai
thich 1am thé nao ma mot tré trudc 6 tudi co kha nang ky di¢u vé tri nhé va kha nang hoc hdi. Nguoc lai,
ngudi 16n nhé cac thong tin méi kém hon ciing nhu sb két ndi than kinh dugc tao ra it hon khi gia di.

Vao 2 tudi, cAn ning cua ndo bo bang 90% trong lugng nio b clia ngudi 16n.
Su truéng thanh nio by : mét tién trinh phu thudc vao moi truong

Céc tién trinh phitc tap clia su trudéng thanh va su biét hod

M&i ca thé thira huong di truyén ciia bd me, tao diéu kién cho tién trinh truong thanh va biét hoa
cua té bao ndo, dudi sy phu thugc vao cac gen chu dong.

Céc tién trinh nay ciing duogc quyét dinh boi hoat dong ciia cac té bao than kinh, doi hoi :
. M6 nao chat lugng
. Dan truyén hi€u qua cac thong tin bdi luong than kinh.

Sy dan truyén cac thong tin ndy, ban chét 1a dién hoa hoc (cic chat din truyén than kinh), phu
thudc hai co ché :
. Truyén Q1 truc
. Dan truyén khop ni than kinh
Céc thong tin di chuyén lién tuc theo hai hudng :
. Huéng 1én :
Théng tin tir cc co quan ngoai bién huéng vé vo ndo, noi ma ching duoc phan tich trong céc
vung chuyén biét : thinh gidc, khiru gidc, thi giac, cam nhén...
. Hu6ng xudng dudi:
Théng tin tir vo ndo hudng xudng cic co quan ngoai bién : dap tng van dong va thai do.

Céc tuong tic hing dinh véi moi truong
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Tur sau sanh, tré so sinh phai dicu chinh cac dap Gng van dong va cach ung xur d€ thich nghi voi
moi trudng va nham thod man cac nhu cau nguyén phat vao moi luc : an, udng, ngu, ty lam am 1én.

T nhitng thang dau tién clia cudc song, vai tro cia ndo bd 1a nén tang nham t6 chirc va phat trién
tat cd cac churc nang van dong, thuc thi, nhan thtic, cdch ing xt, va moi giao ti€p. Chat luong cua céac
thong tin nhan dugc tr modi truong tao dieu kién cho su sap x€p clia ndo bd.

Ttr s6m, kinh nghiém ca nhén va sy lap lai cua céc tinh hudng s& cho phép tu dong ho4 nhiéu dap
g cam giac van dong, tao thuan lgi cho cudc sdng hang ngay nhu cir ddng, giao tiép..

Mait khac, sy phat trién cta ndo bo biét dén la mot « mo hinh té bao » héng dinh, phy thudc vao
mdi trudng, voi can bang thuong xuyén giita

. Mt mat, nhitng cai « di vao » (thdng tin « di 1én ») va nhiing cai « di ra » (dap ing van dong).

. Mat khac, cac anh hudng « tao thuan lgi » va cac anh huong « i ché ».

Duong nhu cac té bao than kinh khong dugc kich thich bién mat di, nhat 1a trude 2 tudi, cho phép
diéu chinh céc két ndi than kinh nham thich nghi vdi cac giai doan cua phat trién ndo bo, bao gdbm mot

chuong trinh thyc thy veé 6n dinh két néi than kinh : « st dung hay 1a bi mat di » - « Use it or lose it! ».

Dich t& di truyén

Chuyén nganh m6i nay nghién ctru anh huong ctiia moi truong va tiéu sir ca nhan trén biéu hién
vé gen, nhung ciing binh luan vé cac bién d01 cua biéu hién vé gen nay co thé truyen cho thé hé tiép theo,
khong l1am hu hai ADN. Nhu thé, nhiéu yéu t6 moi trudng co thé tac dong Ién biéu hién cua di truyén ca
nhéan dugc truyen lai: 6 nhiém, thudc men, thuoc gay nghién, thyc phdm... Anh huong nay cua moi
truong c6 thé 12 nguyén nhéan cta vai rbi loan vé truong thanh than kinh tdm than van dong cua tré nho,
dac biét nhay cam trong nhirng nam dau doi.

Két ludn

Nhiing kién thirc ¢c6 dugc gan day vé khoa hoc than kinh cho thay sy quan trong ctia chat lugng
cac kich thich ctia méi trudong, cam giac va cac moi quan h€, d€ co su phat trién nao hai hoa & tré nhd :

Khéng qud nhiéu cdc kich thich, cing khéng qud it cdc kich thich |

Céc tién trinh sinh 1y nay cta su thich nghi té bao va méi trudng cho phép hiéu dugc :

. Kha ning thich nghi ciia ndo bi tén thwong nhd vao tinh mém déo ciia nio.

. TAm quan trong cta can thiép sém, nham diéu tri va phong ngira, dic biét & tré sanh non
thang, ndo bo clia cc tré nay dic biét dé bi ton thuong.
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PREMATURITE, VULNERABILITE ET DETECTION PRECOCE
DES HANDICAPS
EXPERIENCE BRETONNE SUR 5 ANS: 2008-2012

Gildas Tréguier, Dominique Lamiot, Ngo Minh Xuan

. La prématurité concerne environ 6,5 % des naissances
. Les handicaps concernent 1 a 3 % des enfants.
. Le «risque de handicap » concerne 2 a 5 % des enfants
. Les handicaps sévéres concernent 0,7 & 2 / 1000 enfants

L'épidémiologie des grands prématurés est connue en France avec l'enquéte Epipage :
suivi global sur cing ans des grands prématurés nés en 1997. En 2011, une nouvelle enquéte
nationale « Epipage 2 » a débuté.

En 2004, PINSERM (France) a coordonné une expertise collective « Déficiences et
handicaps d’origine périnatale » a partir d’une base documentaire de 700 articles et documents :
tous les enfants nés dans des conditions difficiles, en particulier les grands prématurés nés avant
32 SA, sont a risque de handicap et nécessitent un suivi médical précoce, prolongé, adapté et
multidisciplinaire.

Autant que la mortalité infantile (décés avant I'age d'un an), I'évaluation des handicaps
apparait comme un bon indicateur du niveau de santé des enfants au sein d'une société. Elle
reflete partiellement la qualité de I'organisation des soins périnataux.

L'organisation d'un suivi des enfants dits « vulnérables », c'est-a-dire a risque de
handicap, répond a des impératifs de santé publique officialisés en France par la loi d'orientation
du 30 juin 1975 puis la loi du 11 février 2005 sur la prise en charge des personnes handicapées.

L'amélioration spectaculaire des techniques en médecine périnatale et les stratégie de
Soins de développement (NIDCAP) ont permis depuis 20 ans une diminution de la prématurité.
Mais, alors que les séquelles motrices apparaissent moins fréguentes et moins séveres, la
prévalence des anomalies du développement a révélation tardive ne semble pas avoir diminué
(troubles cognitifs, troubles du comportement...).

Les acquis en neurosciences concernant la plasticité cérébrale et I’épigénétique apportent
des arguments qui justifient les stratégies d’intervention précoce dans le suivi et la prise en
charge des nouveau-nés « vulnérables », en particulier les grands prématurés
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PHAT HIEN SO'M TAN TAT
O’ TRE NON THANG, DE Bl TON THUONG
KINH NGHIEM THU’C TIEN TAI LORIENT
TRONG 5 NAM: 2008-2012
(PHAN 2)
Gildas Treguier, Dominique Lamiot, Ngo Minh Xuan
1. To6 chirc theo doi tré non yéu

. Mang ludi cac chuyén gia gioi
. Theo doi som va lau dai
. HO trg di€u tri va phong ngtra

2. Kinh nghiém cua Lorient

. Céc thanh vién ctia mang ludi theo doi tré cd nguy co cao

. Céc tré dugc theo doi tai « CAMPS — tré c6 nguy co cao »

. Theo ddi trong 5 nam cac tré c6 nguy co cao

. Céc tré nio can duoc huéng din sém (<12 thang) tai CAMPS ?
. Ban luan

Két luan
Dr Gildas Tréguier, bac si nhi khoa, Bénh vién Lorient
Dominique Lamiot, nha tdm than van dong hoc, Tp Lorient
Gildas Le Borgne, pho giam ddc bénh vién Lorient

TOM TAT

Vao nam 2013, nhém tré so' sinh c6 nguy co cao, c6 nghia la ¢6 nguy co bi tan tat, da
duoc xac dinh ro : theo tiéu chuan INSERM 2004.

Su cai thién cac k¥ thuat trong y khoa chu sinh va cac chién lugc chim soc_phat trién
(NIDCAP) gitip ha thap ti 1én sanh non tir 20 ndm nay. Nhung, khi cac cac di ching vé van dong
xuat hién it di va it nghiém trong, thi tan suit cac bat thudng vé phat trién phat hién tré duong
nhu khong giam di (r01 loan nhan thuc, rdi loan hanh vi.. .), dac biét 1a & nhém tré sanh rat non
(<33 tuan thai).

Céc thanh twu gin day vé khoa hoc than kinh (tinh déo dai ctia ndo, dich t& di truyén)
khang dinh lgi ich cta cac chién lugc can thi¢p sdém doi voi nhom tré nhd cd nguy co bénh ly
than kinh cao.

Luong gi4 tai Lorient trong 5 nam lién quan dén vin dé tim soat som cac bat thuong vé
phat trién & nhom tré cd nguy co cao (253/15326 ca sinh) dd khing dinh sanh non 14 yéu t6 nguy
co tan tat chu yéu. Chic 13 anh hudng cua sanh rat non 1a chinh (32, 7% cac tré « dugc huong dan
sém » (HR/HRH), nhung sanh non théng « trung binh » (33-36 tuan thai) ciing phai dugc tinh
vao, tim thém cac yéu t6 nguy co phdi hop 1am cho tré dé bj ton thuong (19,2% cac tré « duoc
huéng dan sém » (HR/HRH).
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O céc tré so sinh du thang, nghién ciru nay khang dinh rang trong gan nira nhom tré « dé
bi ton thuong » dugc theo ddi trong nghién ctru Cohorte phat trién bénh 1y tan tat nghiém trong
khing dinh tinh ding din cua viéc hudng dan sém (47,1 % cac tré HR/HRH).

Huong dan som nay nham diéu tri (ton thuong néo), nhung cling nham phong ngira (kich
thich than kinh giac quan). Huong dan nay can dugc gioi thiéu cho tat ca cac tré ma co thé co
nghi van c6 réi loan phat trién vé sau, khong can cho doi c6 két qua chan doan khing dinh co
bénh 1y vé than kinh 0 van dong.

Nghién ciru nay khong cho chung ta thong tin vé méi truong xi hoi — gia dinh, 13 yéu to
cung tac dong 1én sy dé bi ton thuong & tré sanh rat non. Nén gidi thiéu vé huéng dan sém cho
tat ca cac tinh hudng duoc xem nhu 1a khéi ddu « khong nghiém trong », nhung né lai c6 nguy
co tiém tang : moi trudng kinh té - xa hoi khong thudn loi, me nghién ngap... Viéc theo clng
som tai nha « tién CAPMS’ cho phép lugng gia cac nguy co va tranh su gidn doan viéc theo doi
sau khi ra vién.

Theo doi tré c6 nguy co cao cang c6 hiéu qua hon khi :
. Phdi hop da nganh
. S6m ngay tir nhitng ngay con ¢ khoa so sinh va theo sat tré tir ngay khi vé nha.
. Phu hop v&i bénh 1y cua tré, gia dinh cua tré va moi truong sdng cua tré.
. Cham soc tré trong moi truong « tu nhién » cta ching.
. Tiép tuc sau 6 tudi.

Su theo doi nay cho phép tranh cac két luan voi va vé tuong lai cua céc tré sanh rt non :
. Theo nghia bénh ly : vai bat thuong trong phat trién cua tré 1a thoang qua.
. Theo hudng tré khoé gia tao lam yén long gia dinh : cac di chung phat hién tré
V€ sau.

Tt do, cac lugng gia kéo dai phai tra 161 dugc cac cau héi nhu :
. Tac dong ctia huéng dan som trén twong lai ciia cac tré so sinh d& b t6n thuong
1a nhu thé nao ?
. Lam thé nao dé cai thién viéc tim soat som theo nghia s6 lwong 16n tré (tranh dé
« mat dau »), huan luyén cac chuyén gia dé theo doi tré c6 nguy co cao, phat
trién cic co s y té phi hop véi loai bénh 1y vé phat trién ciia tré nho ?

1. T6 chirc theo ddi sé'm cac tré dé bi ton thwong (cé nguy co cao)
1.1.  Mang lwéi cac chuyén gia giéi

Mang ludi theo doi som danh cho céac tré « dé bi ton thuong », dugc dinh nghia 1a c6
nguy co bi tan tat, 1a phai c6 mot cai nhin téng thé vé tré nham dam bao viéc chim séc duoc dﬁy
du.

Mot céi nhin tong thé vé tré bao gom :

. Thé trang: ting trudng, ho hip, phat am
. Cam giac: thi giac, thinh giac
. Than kinh — van dong : van dong, truong lyc co, hanh dong cua tré
. Tam than — cam xuc : hanh vi, mbi quan hé giao tiép, mdi twong tac xa hoi —
gia dinh
. Nhan thuc : su hoc tap, nang luc tri tu¢, gido duc
Toan thé cac nhiém vu :
. Phat hién sém tré c6 kho khan
. Xéc dinh loai tan tat, tim nguyén nhan va diéu tri tan tat nay.
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. Gilp tré nay phat trién hai hoa véi tan tt cua chiing.
. Phong ngira nguy co « tan tat phdi hop »
. Theo cung gia dinh
.Giip tr¢ hoa nhdp vao xa@ hoi vdé1 tan tdit cua chung
Pam bio mbi lién két giita cic t6 chirc, co quan theo cung tré
. Huéng, gi6i thiéu tré dén cac co quan phu hop véi loai tén thuong va tudi cua
tre.
. Thong tin cho cac chuyén gia c6 lién quan dén cudc sanh (cac bac si san va nhi
so sinh) biét duoc twong lai cua tré ma ho di d& sanh hay dé timg cham soc.
Céc co quan va cac chuyén gia lanh nghé :

. Bdo v¢ stc khoé ba me tré¢ em : Trung tam bdo v¢ sttc khoé ba me tré em.

. Trung tdm hanh dong sém Y khoa — Xa hoi : CAMSP

. Céc bac si trong bénh vién : bac si nhi so sinh, bac si nhi khoa, bac si than kinh
nhi, bac s tai miii hong, bac si mit. ..

. C4c béc si hanh nghé ty do: béc si nhi, bac si tong quat.

1.2. Theo d6i sém va kéo dai

Trong vong nhiéu nam, cac tan tat dugc thong ké & cac tré sanh non thang cho thay c6
lién quan chu yéu dén cac di chung vé van dong va giac quan, rat dé chan doan nhung thuong
phét hién qua tré.

. Viéc nhan biét sém cac kho khan (bt thudng) trong qua trinh phat trién cho
phép giam thiéu cac di chirg nhd vao viéc cham soc phi hop.

. Theo ddi lau dai tré gitip chan doan cac di ching c6 biéu hién muon. Chinh cac
di chimg mudn nay lam tr¢ khong hoc hanh dugc va kho khan hoa nhap vao
cong dong : réi loan thi giac — hanh dong, rdi loan hanh vi (ty ky ?), chdm noi,
hoc tap kho khan.

1.3.  Dong hanh diéu tri va phong ngira

. Tién trinh diéu tri bat dau tir ngay khi tam soat duoc bat thuong, cang som cang
tbt, doi khi ngay tir khi dang & trong khoa so sinh : ton thuong ndo, di tat bam
sinh...

. Tién trinh phong ngira danh cho tat ca cac tré c6 biéu hién c6 nguy co rdi loan
phat trién ndo bd (sanh non thang), cho du tré thudc nhém nao di nita : nguy co
cao hay nguy co trung binh (dinh kém bién ban gidm dinh cia INSERM). N6
cho phép tranh va/hodc giam thiéu cac « tan tat chéng tan tat ».

2. Kinh nghiém thue tién tai Lorient
Mobi nam :
. 825 000 tré dugc sanh ra tai Phap
.40 000 tré dugc sanh ra & vung Bretagne
. 3020 tré duoc sanh ra & khu vuc y té s6 3 (thanh phé Lorient, voi dan sé 1a 240
000 nguoi).
2.1.  Cac ddi tac ciia mang luéi theo doi tré dé bi ton thwong
Trung tdm y khoa — xa hoi hanh dong sém (CAMSP) ctia Lorient dam nhiém viéc theo
ddi céc tré dé bi ton thuwong tir sau sanh cho dén 6 tudi
. Chén doan sém va ddng hanh véi tan tat
. Phong ngira nguy co « tan tat chong tan tat »
. Gidi thiéu tré dén cac trung tm cham séc phil hop véi loai tan tat ciia tré.

Tap hop gdm nhiéu chuyén gia tir cic chuyén nganh khac nhau : bac si nhi, bac si phuc
hdi churc nang, nha tdm 1y tré em, k¥ thuat vién vat 1y tri li€u, nha tam than van dong, nha li¢u
phap lao dong, nha tap chinh phat am, nha tam Iy hoc, chuyén gia tap luyén, c6 nuoi tré, nguoi
hd tro vé xa hoi...
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Ho lam vi¢c theo mang ludi voi:
. Tuyén trén :
Bénh vién (Bénh vi¢n Lorient) : khoa so sinh, khoa san

. Tuyén duéi :
. Theo dai vé y khoa :
Cac chuyén gia ctuia bénh vién Lorient : nha di truyén hoc, bac si than kinh nhi,
bac s tai miii hong, bac si mit. ..
Céc bac sT hanh nghé tu do: bac si nhi, bac si tong quat
Céc chuyén gia cua bénh vién Bretagne : Rennes, Brest, Nantes
. C4c loai tan tat dac hiéu :
Tan tat vé van dong: trung tdm phuc hoi chirc ning Kerpape
Tan tat vé tdm than : nha tim 1y hoc nhi khoa
Tan tat vé giac quan : cac trung tdm danh cho céc tré khiém thinh va khiém thi
D2 bj tén thuong do céac van dé vé xa hoi : trung tdm bao v¢ suc khoé ba me va
tré em
. Hoa nhép vao xa hoi :
. Nha tré, chd gitr tré, truong hoc.

2.2. Cac tré dwge hwéng sw theo ddoi « CAMPS tré dé bi ton thwong »

Céc tré dugc biét dén 14 « c6 nguy co » tir ngay giai doan so sinh
. Sanh ra truéc 32 tuan thai + 6 ngay
. Can nang dudi 1500g
. Tré so sinh duoc xac dinh « c6 nguy co » trude khi xuat vién khoi khoa so sinh :
. Hbi sirc so sinh : dat ndi khi quan
. Pugc ghi nhan thiéu oxy trong giai doan so sinh
. Di tat bAm sinh c6 kha ning anh huong dén phat tam than van dong
. Puoc ghi nhan c6 ton thuong ndo (trén chan doan hinh anh)
. Bét thuong vé than kinh trén 1am sang dugc xac dinh tir Iic sanh (Pinh kém céc
dau hiéu « nhap nhay »)
. C6 nguy co bénh 1y gia dinh — x4 hoi : me nghién ngap, bi tim than. ..

Quan thé déan sb c6 lién quan
Tat ca cac tré dudi 6 tudi va co biéu hién nghi ngo trong phat trién than kinh- tim than —
van dong co thé dugc kham « tdm soat » tai CAMPS :
. Tt ca cac tan tat khong co ngudn gbe chu sinh
. Mot sb 16n tan tat chi c6 biéu hién sau nhiéu thang hay nhidu nim
Nguoc lai, céac diu hiéu dang lo ngai luc sanh c6 thé bién mat va tham kham tré lai binh
thuong sau nhiéu thang.

2.3.  Luong gi4 cac tré so sinh « dé bi ton thwong » trong 5 nim (2008-2012)

. S6 tré sanh séng: 15 326 (+/- 25)
. S6 tré nhap vao khoa so sinh: 1850 = chiém 12,10 % tong s sanh

. Tré « dé bi ton thwong » dwgc theo ddi tai CAMPS: 253 = chiém 1,65 % tong s6
sanh
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. Tudi thai: o
. So sinh dudi 36 tuan tudi thai + 6 ngay: 202 tré

= 1,32% tong s ca sinh

=22 % tong sb tré sanh non thang (tong s6 tré non thang <36 tuan thai + 6

ngay tudi : 920 tré)
=79,8 % céc tré « dé bi ton thuong »

. So'sinh dudi <32 tuan tudi thai + 6 ngay: 143 tré = 0,94 % tong sd sinh

So sinh giira 29 va 32 tuan tudi thai + 6 ngay: 110 tré
So sinh < 28 tuan tudi thai + 6 ngay : 33 tré

. So sinh gitra 33 va 36 tudn tudi thai + 6 ngay : 59 tré = 0,38 % tong sd sinh

= 6,4 % céc tré non thang
= 7,6 % céc tré non thang « trung binh » (tong cong : 780)

. So'sinh > 37 tuan tudi thai : 51 tré = 0,33 % tong s0 sinh

= 20,2 % céc tré « dé bi ton thuong »

. Can nang lic sanh <1500 ¢ : 115

. Suy hé hip (dat ndi khi quan) : 114

. Bénh 1v chuyén biét:

. Bénh ly di tétvvé/hoe_“lc di truyén duoc xac dinh : 24
. Bénh ly chuyén hod dugc xéc dinh : 2

. T6n thuong nio duoc khao sét: siéu 4m/cong huong tir (khong dinh luong)

2.4 Cac tré dwgc huéng huéng din sém (< 12 thang) tai CAMSP

Tong sb sanh tai bv Lorient 2008-2012 : 15 326

Tong sd tré so
sinh d€ bi ton
thuong

Theo doi tai
« CAMSP »

253

Hudng dan sém: 52

51/14 406

Bénh Iy chuyén hoa: 2

Tudi thai Tan tit duoc chan doan
va/hodc c6 nguy co cao bi tan
tat
Tré so sinh <33 tuan
143/143
Tré so sinh <28 tuan + 6
ngay : 33
Tré so sinh Tré so sinh giira 29 tuan va 17/143 27
<36tudn+6 |33 tuin : 110
ngay
Tré so sinh gitra 33 va 37
tuan tudi thai 10/790
202/920
59/790
. Ton thuong ndo: 4
Tré so sinh > 37 tuan tudi thai
. Di tat/bénh 1y di truyén: 19 | 25
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Sanh non thang, D& bj ton thuong va phat hién som tan tat ¢ tré dé b tén thuong
Bénh vién Lorient, CAMSP, 2008-2012

2.5. Binh luin

Cong viéc nay lién quan dén viéc tAm soat sém cac tré « d& bi ton thuong » xuét ra tir
khoa so sinh, nham bat dau sém hudng dan tri li€u (bi tan tat dugc xac dinh, c6 nguy co cao bi
tan tat), nhung cling mang tinh du phong.

Céc dir liéu khong bao gom :
. Céc tré c6 biéu hién c6 rdi loan phat trién som, khéng nhap khoa so sinh.
. Céc suy giam churc nang biéu hién tré, c6 lién quan ngay cang thuong xuyén hon & cac
tré sanh rat non thang : ri loan hoc tap, rdi loan hanh vi, rdi loan nhan thic..

. Cac tré duoc nhan theo doi tai CAMSP :

253 tré dugc huong ché do theo ddi tai CAMSP, dugc nhan vao dua trén cac tiéu chuan
cua INSERM 2004 « Nguy co cao dé bi ton thuong », cd van dé trong giai doan chu sinh.

Chiém 1,6 % cac ca sanh.
Trong ddn sé tré em, 2 dén 5% dugc chin dodn la « dé b ton thwong », cé nghia la co
nguy co bi tan tat. Nguoi ta cong nhan rang phdn nua cdc tan tat o tré em co nguon goc chu

sinh.

. Céc tré di duoc hudng huéng dan sém :

52/253 tré dugc huong hudng dan som truée 1 tudi.

Cac trée duoc huong huong dan sém nay (co nudi day tre, ky thuat vién vat ly tri liéu, nha
tam than van dong...), thudng nhat 1a ngay sau khi xuét ra khoi khoa so sinh, twong Gng véi dan
s céc tré :

. hodc 1a dugc xac dinh c6 mang tan tat (HR)

. Hodc c6 nguy co cao bi tan tat (HRH): tham kham 1am sang co nghi ngo, tién hanh

phong ngua.

Chiém ti 1€ = 0,34 % ddi véi tat ca cac ca sanh ra.
= 20,5 % cac tré « de bi ton thuong »

Dé dé nhd, 0,75 dén 2% tong sb tré c6 mang tan tat nghiém trong.

. Anh hudng ctia sanh non théng :

202 céc tré « d& bi t6n thuong » sanh non thang (<36 tuan thai + 6) :

Chiém:
. 1,32 % tét ca cac ca sanh
. 21,9 % tré non thang (nés < 36+6)
. 79,8 % tré so sinh d& bi ton thuong
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27/202 tré non thang dugc huong ché do theo ddi sém trude 1 ndm tudi.

Chiém:

. 0,17 % tét ca céc ca sanh

. 2,82 % céc ca sanh non thang

. 12 % céc tré non thang « d& bi ton thuong »

. 51 % céc tré « Huéng dan sém » (HR/HRH) (Tré tan tat/tré c6 nguy co cao tin
tat).

Trong cong viéc nay, 51% cdc tré doi hoi can dwoc huéng dan sém la cde tré sanh non
thang, trong khi sanh non thang chi chiém 6,5% cdc ca sanh.
. Anh hudng ctia sanh rit non (< 32SA + 6j)

143/253 céc tré « d& bi ton thwong » dugc sanh ra trudc 32 tuan thai + 6 ngdy
Tat ca cac tré dugc sanh ra trude 32 tuan thai +6 ngay (143) duoc nhan vao 16 nghién ciru
cohorte « Tré d& bi ton thuong »
Chiém :
. 0,93 % tét ca céc ca sanh
. 15,5 % céc tré non thang
. 56,5 % cac tré so sinh dé bi ton thuong.

17/143 céc tré sanh rat non thang duoc hudng ché do hudng din sém trudc 1 nam tudi.
Chiém :
. 0,11 % tét ca céc ca sanh
. 11,8 % céc tré sanh rat non thang (17/143)
. 32,7 % cac tré « Huéng dan sém » (HR/HRH) (17/52)

Sanh rdt non thang la yéu té nguy co tan tdt chii yéu.

. Anh hudng ciia sanh non thang « trung binh » : sanh giita 33 va 36 tuan thai +6 ngay

59 tré dé bi ton thwong duoc sanh ra giita 33 va 36 tuan thai +6 ngay
Chiém :
. 0,40 % tét ca céc ca sanh
. 7,6 % tat ca cac tré sanh non thang « trung binh » (gitta 33 va 36 tuan
thai +6 ngay)

10/59 cac tré sanh non thang « trung binh » duoc hudng ché do hudéng din sém trude 1
nam tudi.
Chiém:
. 0,07 % tat ca cac ca sanh
. 16,9 % cac tré sanh non thang « trung binh » dugc nhén vao nghién cuu
cohorte « nguy co cao »
. 19,2 % céc tré « Huéng dan sém » (HR/HRH) (10/53)

Néu chi tinh riéng yéu té sanh non thang « trung binh » khong thi khong phai la yéu 16
nguy co chinh gdy nén tinh trang dé bi ton thuong, nhung no c6 thé phoi hop véi cdc yéu to khac
cong don lai tao nén nguy co tan tat chi yéu (10 / 790 cac tré so sinh sanh non thang) : can phdi
diroc hoi sike, ¢ ton thirong néo bé...

. Tré sanh du thang véi nguy co cao dé bi tén thuong :
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51 tré sanh du thang duoc nhan vao nghién ciru cohorte « nguy co cao dé bi ton thuong »

Chiém :
. 0,32 % tat ca cac ca sanh
. 20,2 % céc tré « dé bi ton thuong »

25/51 cac tré sanh du thang dugc huéng ché do theo dbi sém trudc 1 ndm tudi
Chiém :
. 0,16 % tét ca céc ca sanh
. 50,9 % céc tré so sinh sanh du thang dugc nhan vao trong nghién ctru
cohorte «tré dé bi ton thuong »
. 47,1 % céc tré « Hudng dan sém » (HR/HRH)

Trong sb 25 tré nay, tat ca co biéu hién bénh 1y tan tat dugc chan doan trong giai doan
chu sinh :
. Ton thuong ndo: 4
. Bénh Iy chuyén hoa : 2
. Bénh 1y di truyén va/hodc dj tat phirc tap : 19

Trong s6 cdc tré sanh di thang nhdn vao trong nghién ciru cohorte « nguy co cao dé bj
ton thwong », phan nira s6 dé can dwoc hwong dén sém : & nha cia tré, tan tét dwoc xdc dinh.

Két luan

Nam 2013, dan sd tré so sinh « d& bi ton thuong », nghia 1a c6 nguy co bi tan tat, dugc
xéc dinh rd rang : dinh kém tiéu chuan cia INSERM 2004.

Su cai thién cac k¥ thuat trong y khoa chu sinh va chién luoc chim soc phat trién
(NIDCAP) Iam cho ti 1¢ sanh non thang giam di tir 20 nam nay. Nhung, khi ma céc di chung véan
dong xuat hién ngay mot it di va it nghiém trong hon, thi tan xuat xuat hién cta cac bat thudng
vé phat trién c6 biéu hién tré duong nhu khong gidm di (réi loan nhén thirc, rdi loan hanh vi.. D,
dic biét & cac tré sanh rat non thang (<33 SA).

Céc kién thic vé khoa hoc than kinh gan ddy (tinh mém déo ctia ndo, dich & di truyén)
cho thay loi ich cua chién luge can thiép sém danh cho cac tré nhd cé nguy co cao vé than kinh.

Luong gia ¢ Lorient trong 5 ndm lién quan dén viéc phat hién sdm cac bét thudng vé phat
trién & cac tré d& bj ton thuong (253 / 15 326 cac ca sanh) khiang dinh sanh non thang nhw Ia
yéu t6 nguy co chii yéu ciia tan tat. That viy, anh huong cua sanh rat non thang 1a chinh (32,7
% cac tre phai dugc « Huong dan sém » (HR/HRH), nhung sanh non thang « trung binh » (33-
36 tuan thai) cling phai dugc tinh dén, phdi hop tim kiém cac yéu t6 nguy co phdi hop 1am tré dé
bi ton thwong (19,2 % cac tré phai dugc « Hudng dan som » (HR/HRH).

O cac tré sanh du thang, nghién ctru nay khang dinh rang phén ntra sO tré duoc nhan vao
trong nghién ctru cohorte theo ddi « tré dé bi ton thuong » phat trién mot bénh 1y tan tat nghiém
trong, gii thich tai sao tré phai dugc huéng dan sém (47,1 % cac tré tan tat/cod nguy co cao bi
tan tat).

Huong dan sém nay nham dé diéu tri (cac t6n thuong nao) nhung ciling phong ngura (kich
thich than kinh gidc quan). Phai dugc dé nghi cho tat ca cac tré ma chung ta nghi ngo ching c6
1di loan phat trién vé sau, khong can cho doi khang dinh c6 bénh Iy than kinh — van dong.

74 Hoi nghi Viét — Phéap 2013



Nghién ciru nay khong mang lai thong tin vé méi truong gia dinh — xa hoi, dong yéu tb
gy nén tinh dé bj ton thuong cao ¢ tré sanh rat non thang. Can phai dé nghi phac dd theo doi
som cho tét ca cac tinh hudng dugc xem nhu 1a « khong nghiém trong » vao luc dau, nhung no
mang mot nguy co tiém tang : méi truong kinh té xa hoi khong thudn loi, me bi nghién. .. Dong
hanh som tai nha « Pré-CAMPS » cho phép danh gia cac tinh huéng va nham tranh sy mét dau
khi tré xudt vién.

Theo cung tré d& bi ton thuong duoc hiéu qua hon néu :
. Nhiéu chuyén nganh
. Sém tir ngay nhitng ngay ¢ khoa so sinh va theo dai tir ngay khi vé nha
. Phu hop v61 bénh ly cua treé, phu hop voi ca gia dinh tré va moi truong song.
. Thuc hanh ngay tai noi song « tu nhién » cua tré
. Kéo dai cho dén 6 nam tuoi.

Su theo ddi nay phai cho phép tranh dugc cac két luan som vé tuong lai ctia cc tré sanh
rat non :

. Theo huéng bénh 1y : vai bat thudng cua phat trién 1a thoang qua

. Theo hudng dam bao tré khoé nham trén an gia dinh : cac di chung biéu hién tré

Céc luong gia vé lau dai phai tra 16i dugc cac cau hoi nhu :

. Anh hudng thuc sy cua hudng din sém 1én twong lai cia tré so sinh dé bi ton
thuong nhu thé nao?

. Lam thé nao dé cai thién phat hién sdm theo nghia c6 duoc sd lwong 16n tré (tranh « mat
dau »), dao tao cac chuyén gia dé theo ddi tré d& bi ton thuong, phat trién cac co quan phu hop
v6i bénh 1y phét trién cta tré nho ?

Trong tit ca cac trwong hop, loai theo d6i nay la bwdc khoi diu ciia mét qua trinh
dai danh cho tré « de bi ton thwong » va gia dinh cia tré.
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PREMATURITE, VULNERABILITE ET DETECTION PRECOCE
DES HANDICAPS (2)

Gildas Tréguier, Dominique Lamiot, Ngo Minh Xuan

En 2013, la population de nouveau-nés « vulnérables », ¢’est-a-dire a risque de handicap,
est clairement identifiée : Cf. criteres INSERM 2004.

L'amélioration des techniques en médecine périnatale et les stratégie de soins de
développement (NIDCAP) ont permis depuis 20 ans une diminution de la prématurité. Mais,
alors que les séquelles motrices apparaissent moins fréquentes et moins séveres, la prévalence
des anomalies du développement a révélation tardive ne semble pas avoir diminuée (troubles
cognitifs, troubles du comportement...), en particulier chez le grand prématuré (<33 SA).

Les acquis récents en neurosciences (plasticité cérébrale, épigénétique) valident I’intérét
des stratégies d’intervention précoce pour les trés jeunes enfants a haut risque neurologique.

L’évaluation lorientaise sur 5 ans concernant la détection précoce des anomalies de
développement chez 1’enfant vulnérable (253 / 15 326 naissances) confirme le role de la
prématurité comme facteur de risque essentiel de handicap. Certes, I’influence de la grande
prématurité est majeure (32,7 % des enfants « Guidance précoce » (HR/HRH), mais la
prématurité « moyenne » (33-36 SA) doit aussi étre prise en compte, avec la recherche de
facteurs associés de vulnérabilité (19,2 % des enfants « Guidance précoce » (HR/HRH).

Chez les nouveau-nés a terme, cette étude confirme que prés de la moitié des enfants
admis dans la cohorte de suivi «enfant vulnérable » développe une pathologie handicapante
sévere justifiant une guidance précoce (47,1 % des enfants HR/HRH).

Cette guidance précoce est a visée curative (Iésions cérébrales), mais aussi préventive
(stimulations neurosensorielles). Elle doit étre proposée a tous les enfants chez lesquels on peut
craindre un trouble du développement ultérieur, sans attendre la confirmation d’une pathologie
neuro-motrice.

Cette étude n’apporte pas d’informations sur I’environnement socio-familial, cofacteur
de haute vulnérabilité chez le grand prématuré. Une guidance précoce doit étre proposée a toutes
les situations considérées comme « non séveres » initialement, mais qui sont potentiellement a
risque: milieu socio-économique défavorisé, meéres addictives... Un accompagnement précoce a
domicile « Pré-CAMPS » permet d’apprécier ces risques et d'éviter les situations de rupture lors
de la sortie de I'hdpital.

Le suivi de I’enfant vulnérable est d'autant plus efficace qu'il est:
. Pluridisciplinaire
. Précoce des le séjour en Néonatalogie et poursuivi deés le retour a domicile
. Adapteé a la pathologie de I'enfant, a sa famille et a son environnement
. Exercé dans le milieu « naturel » de I'enfant
. Prolongé au-dela de 6 ans.

Ce suivi doit permettre d’éviter les conclusions hatives concernant le devenir des grands
prématurés :

. Dans le sens du pathologique : certaines anomalies du développement sont transitoires

. Dans le sens du bien-étre faussement rassurant : séquelles de révélation tardive
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Au-dela, des évaluations au long cours devraient apporter des réponses aux questions
telles que :

. Quelle est I’influence réelle d’une guidance précoce sur le devenir des NN vulnérables ?

. Comment améliorer la détection précoce en termes de nombres d’enfants (éviter les
« perdus de vue »), de formation des professionnels au suivi de I’enfant vulnérable, de
développement de structures adaptées aux pathologies du développement chez le jeune enfant ?
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PHONG NGU’A VANG DA NHAN
Cam Ngoc Phwong

i Phong ngira vang da nhan c6 thay doi theo thoi gian. Trong thap nién 1950, thay mau la
dieu tri‘chl'nh cua tang bilirubin mau. Cho dén cudi thap nién 1960, chiéu dén trg thanh bién
phap diéu tri vang da rong réi tai My.

I. PHONG NGUA TIEN PHAT: PHONG NGUA VANG DA

Khuyén céo 1.0: Cac thay thudc nén khuyén khich va ang ho viéc cho tré b me. Tuy
nhién, diéu quan trong la phai khuyén ba me chi y cho tré bu du tam dén mudi hai 1an mot ngay,
va quan tdm viéc cho tré bu du trong vai ngay dau sau sanh [2] (Ching c6 loai C: ¢6 loi nhiéu
hon hai). Cung cap ning luong khong du va/ hoic thiéu nuéc kém theo bl me khong du c6 thé
g6p phan lam tang Bilirubin mau.

Khuyén céo 1.1: AAP khong khuyén céo cho tré bl me udng thém nuéc chin hodc nudc
dudng 5%, vi viéc nay khdng gilp giam tinh trang vang da hay tang bilirubin mau.

1. PHONG NGUA THU PHAT

N ,thyé'n céo 2.0: Céc thay thudc can tién hanh danh gia c6 hé thdng nguy co tré so sinh
dién tién dén tang bilirubin mau nang.

1.1 Nhém mau
‘ Khuyén céo 2.1: Tat ca phu nit mang thai nén dwoc thir nhém mau ABO va Rh (D) va
tam soat khang thé dong mién dich khong thuong gap (Chung cé loai B: ¢d lgi nhiéu hon hai).

Khuyén c&o 2.1.1: Néu ba me true sanh chua dugc thir nhém méau hogc ba me c6 Rh
am, nén lay mau tre (cuong ron) thir test Coombs, nhom mau ABO va Rh (Chung c¢ loai B: c6
lgi nhiéu hon hai).

Khuyén cao 2.1.2: Néu ba me nhom mau O, Rh duong, c6 thé ldy méu tré (cudng ron)
thir test Coombs, nhom mau ABO va Rh. Ciing c6 thé khong xét nghiém maéu tré ngay, véi diéu
kién phai theo doi dénh gia yéu té nguy co trude khi cho tré xuat vién, va hen tai kham (Ching
c6 loai C: ¢ lgi nhiéu hon hai).

11.2 Danh gia lam sang
Chia kho4 ciia phong ngtra thir phat vang da nhan 1a su can trong caa nhan vién y té.

Khuyén cdo 2.2: Tét ca tré mai sinh dang ndm vién nén duoc nhan vién y té theo ddi tinh
trang vang da moi khi danh gia dau hiéu sinh ton, toi thiéu moi 8 dén 12 gio (Chung cé loai D:
loi bat cap hai).

Khuyén céo 2.2.1: Phac do danh gid vang da bao gdm nhan vién y té thuc hién do TcB
hoac TSB (Chtrng ¢ loai D: loi bat cap hai).
I1.3 Pdanh gia mirc Bilirubin va cac xét nghigm khéac

Khuyén céo 3.0: Nén do TcB va/hodc TSB cho tat ca tré vang da trong ngay dau sau sanh
(Bang 1) (Chting cé loai C: ¢6 loi nhiéu hon hai). Sy can thiét va thoi diém do TceB va/hoic TSB
lai phu thuoc vao TSB ¢ trong ving nao (Hinh 1), gio tudi cua tré, va tién trién caa tinh trang
tang bilirubin mau.

Khuyén céo 3.1: Po TceB va/ hoic TSB néu vang da qua nhiéu so voi tudi
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(Chung c6 loai D: lgi bét cap hai). Danh gid mirc do vang da bang mét c6 thé khong
chinh xac, dac biét ¢ tré da sam mau (Chung ¢ loai C: 6 lgi nhicu hon hai).

Khuyén céo 3.2: Panh gia muc Bilirubin nén dya trén gio tuoi cia bénh nhi (Hinh 1)
(Chtng cé loai C: ¢0 lgi nhiéu hon hai).
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~ Hinh 1: Toan d6 dé xac dinh ){éu t6 nguy co & tré so sinh 16n hon hoic ba:“mg 36 tuén
tudi thai véi can nang 16n hon hodc bang 2000gr hoac tré so sinh 16n hon hodc bang 35 tuan
tudi thai véi can nang Ion hon hoac bang 2500gr [3].

nén dugc theo ddi TSB sau 6 dén 12 giod. Tré B ¢6 thé can danh gié lai sau 48 gio.

11.4 Nguyén nhén vang da

Khuyén cao 4.1: Nén lam xét nghiém chan doan nguyén nhéan vang da cho tré dang duoc
chiéu dén hodc TSB tang nhanh va khéng giai thich dugc nguyén nhan qua bénh sir va kham 1am
sang (Ching cd loai D: loi bt cap hai).

Khuyén cao 4.1.1: Nén lam xét nghiém tong phan tich va cdy nudc tiéu cho tré ting
Bilirubin truc tiép (hodc két hop). Tam soat nhidm trang huyét néu c6 nghi ngo khi hoi bénh st
va kham 1am sang (Chuang cé loai C: ¢ loi nhiéu hon hai).

Khuyén cao 4.1.2: Nén 1am xét nghiém Bilirubin toan phan va tryc tiép, dé phat hién
mat cho tré vang da trén 3 tuan. Nén tim soat chtc ning tuyén gidp va bénh galactosemia ¢
nhém tré nay (Ching cd loai D: loi bt cap hai).

Khuyén céo 4.1.3: Néu Bilirubin tryc tiép (hoic két hop) tang, can tim nguyén nhan vang
da & mat (Chung cé loai C: ¢ lgi nhiéu hon hai).

Khuyén céo 4.1.4: Po glucose-6-phosphate dehydrogenase (G6PD) & tré vang da dang
duogc chiéu dén va c6 tién can gia dinh goi y thiéu G6PD hoic tré dap tng kém véi chiéu deén
(Chung c6 loai C: ¢6 loi nhiéu hon hai).

IL.5 Ddnh gid nguy co khi xudtvign ‘ o
’ Khuyen cao 5.1: Trudc khi xuat vién, moi tré so sinh can duoc danh gia nguy co dien tien
dén tang bilirubin nang, va tat ca cac khoa dudng nhi so sinh nén xay dung phac do6 danh gia
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nguy co ndy. Viéc danh gid nguy co dic biét quan trong déi voi nhing tré duoc xuat vién trudc
72 gio tudi (Chtng ¢6 loai C: ¢6 loi nhiéu hon hai).

Khuyén céo 5.1.1: Hiép hoi han 1am Nhi khoa Hoa ky dé nghi hai chon Iwa 1am sang st
dung riéng 18 hoic két hop dé danh gia cac nguy co c6 hé théng: do TSB hodc TcB trudc xuat
vién va/hodc danh gia cac yéu td nguy co 1am sang. Str dung chon lya riéng 18 hoic két hop, viéc
hen tré tai kham thich hop la quan trong (Chting cé loai C: c6 lgi nhiéu hon hai).

11.6 Phdc dé ciia bgnh vign va tai kham

Khuyén céo 6.1: Bénh vién nén cung Cap thdng tin cho cha me tré trudc khi XUt vién,
bang cach giai thich va phat to buém, trong dé cit nghia vé vang da, su can thiét theo ddi vang
da, va 1o khuyén nén theo doi vang da nhu thé nao (Chtng cé loai D: lgi bat cap hai).

Khuyén céo 6.1.1: Tat ca nén duoc thiy thudc tai kham vai ngay dau sau xuat vién, dé
danh gia tre c6 khoé khong va c6 vang da hay khong. Thoi gian tai kham tuy thuoc thoi gian nam
vién, c6 yéu t6 nguy co ting bilirubin mau hay khong (Chtng cé loai C: ¢6 lgi nhiéu hon hai).

Khuyén c&o 6.1.2: Hen tai kham nhu sau:

Thoi diém xuét vién Gid tudi tai kham
Trudc 24 gio tudi 72

Tir 24 dén 47,9 gio tudi 96

Tir 48 dén 72 gio tudi 120

(Chutng c6 loai C: ¢ loi nhiéu hon hai).

Khuyén céo 6.1.3: Néu tré cd yéu td nguy co dién tién dén ting bilirubin mau nang,
nhung than nhan khong thé mang tré tai kham theo hen duoc, ¢6 thé can cho tré xuét vién muon
hon, cho dén khi than nhan mang tré tai kham theo hen duoc hoic thoi diém nguy co cao nhét da
qua ( tir 72 dén 96 gio) (Chung cd loai D: loi bt cap hai).

Khuyén céo 6.1.4: Khi tai kham nén dénh gia can nang hién tai, so sanh véi can ning ldc
sanh, luong sita b c6 du khong, tinh trang tiéu tiéu cua tré, cd vang da hay khong (Ching cé
loai C: ¢6 lgi nhiéu hon hai). Néu nghi ngo tré vang da, nén do TcB hoic TSB.

11.7. Xt tri tang Bilirubin mdu

Khuyén céo 7.1: Huéng dan diéu tri trinh bay & Bang 3 va Hinh 2 — 3 (Chiing ¢4 loai C:
6 loi nhiéu hon hai). Néu muc TSB khong giam hoac tiép tuc tang, mac du chiéu dén tich cuc,
ching to o6 tinh trang tan huyét.

Khuyén céo 7.1.1: Khi sir dung huéng dan diéu tri chiéu dén hoac thay méau (Hinh 2 — 3)
nén dung tri so6 Bilirubin toan phan (khong trur tri s6 Bilirubin truc tiép) (Chung ¢ loai D: loi bat
cap hai).

Khuyén cao 7.1.2: Néu TSB vuot qua ngudng thay méau (Hinh 3) hodc mic TSB 16n hon
hodc bang 25 mg/dL (428 umol/L), tré nén dugc nhap vién ngay va chiéu dén tich cuc. Pay la
cép clru noi khoa, khong nén cho tré nhap Khoa cép ciru, vi 1am cham tré thoi gian chiéu dén tich
cuc [14] (Chang ¢6 loai C: ¢6 loi nhiéu hon hai).

Khuyén c&o 7.1.3: Thay méau nén dugc tién hanh boi nhan vién y té duoc huan luyén, ¢
tai khoa Hoi stre so sinh, ¢ du phuong tién theo ddi va hoi sicc (Ching cd loai D: loi bat cap
hai).

Khuyén cao 7.1.4: Trong bénh tan huyét dong mién dich, nguoi ta dé nghi truyén tinh
mach y- globulin (0,5 — 1g/kg trong 2 gio) néu TSB tiép tuc tang du chiéu dén tich cuc hoac TSB
nam ¢ dudi mic thay méu khoang 2 — 3 mg/dL (34 - 51umol/L) (Hinh 3). Néu can, c6 thé lap lai
lieu nay sau 12 gid (Chiing ¢4 loai B: loi nhiéu hon hai).
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o Khuyén C{S\O 7.1.5: Do Albumin huyét thanh va xem muirc Albumin < 3 g/dL nhu 1a mot
yéu t0 nguy co dé giam ngudng chi¢u dén (Ching cd loai D: lgi bat cap hai).
Khuyén cdo 7.1.6: Néu cin xem xét thay mau, nén do Albumin huyét thanh va tinh ty 16

Bilirubin/ Albumin (B/A) két hop v6i mirc TSB dé quyét dinh sy can thiét thay mau (Ching c6
loai D: loi bat cap hai).

Phan loai nguy co Ty 1€ B/A nén xem xét thay méu
TSB TSB
(mg/dL)/Alb(g/dL) | (umol/L)/Alb(umol/L)
Tré > 38 0/7 tuan 8,0 0,94
Tré 35 0/7 -36 6/7 tudn 7,2 0,84

kho¢ hodc > 38 0/7 tudn kém yéu
to nguy co, hay bénh tan huy¢t,

thiéu G6PD. ‘
- Tre 350/7-37 6/7 tuan kem 6,8
yéu t0 nguy co, hay bénh tin 0,80

huyét, thiéu G6PD

Béng 5: Ty 1€ Bilirubin/ Albumin (B/A)

Khuyén céo 7. 1.7: Pé nghi thay mau lap tic cho bat ky tré nao vang da kem dau hiéu
dau hiéu bénh 1y ndo cap do bilirubin giai doan trung gian — tién trién (bao gdbm ting truong luc,

gdng udn ngudi, sot va khoc thét) ngay ca khi mirc TSB dang giam (Ching cé loai D: loi bét cap
hai).

Khuyén cdo 7.2: Tét ca khoa diéu trj tré so sinh nén trang bi hé théng chiéu dén tich cuc
(Chung c6 loai D: loi bt cap hai).

Khuyén céo 7.3: Déi vdi tré bl me can chiéu dén, Hiép hoi han 1am Nhi khoa Hoa ky
(AAP) dé nghi néu c6 thé nén tiép tuc cho tré bd me (Chting c¢ loai C: c0 loi nhiéu hon hai). C6
mot cach chon Iya khac 14 tam ngung b sita me va thay bang sita cong thic. Dicu nay co thé
giup giam muc Bilirubin va/hodc tang hiu qua chiéu dén [ [16] (Chtng cé loai B: loi nhiéu hon
hai). Tré bl me dang chiéu dén, néu tré sut can hoic cd dau mat nudc, nén vat sita me cho tré bu
thém hoac cho tré bu thém sira cong thirc.
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NHAN MOT TRUONG HOP BENH LY ROI LOAN CHUYEN
HOA GALACTOSE
Ngo Minh Xudn, Vii T, ; Dang

Trong diéu trj tré so sinh bénh 1y, viéc phat hién cac bénh 1y réi loan chuyén hoa con gip
nhiéu kho khin, da phan phat hién tré do chua c6 chwong trinh tam soat mot cach tu dong cho tat
ca cac tre duge sinh ra. Hon nira, cho tré an ngay tir ngay sau sanh la didu bit budc dé tré thich
nghi vdi cudc séng ngoai tur cung. Nhung viéc cho an nay ciing tiém an mot nguy co cao cho tré
néu tré co r0i loan trong chuyén hoa mot trong cac thanh phan co trong thirc an cua tre. Bénh ly
rdi loan chuyén hoa galactose 1a mot trong cac bénh rdi loan chuyén hoa co thé gip & tré so sinh.
Viéc phat hién bénh thudng cham tré va tré thudng dugc chan doan khi tir vong 1a chét chua rd
nguyén nhan. Bao c4o ca bénh nay nhim muc dich thong bao cho cic dong nghiép dién tién mot
truong hop da duge chan doan nham tim ra cach chan doan, phat hién som ciing nhu hudng xir
tri khi bé méic phai.

Phét hién bénh 1y rdi loan chuyén hoa galactose that su khong qua kho, nhung doi hoi su
cin than va tam soét tot ciing nhu than trong trong diéu tri. Hién tai & Viét Nam, gia dinh co tr¢
bi mic phai bénh 1y nay phai hy sinh mot vai bé dau do chung ta chua c6 chuong trinh trién khai
tam soat 48 loai bénh 1y r61 loan chuyén hoa bam sinh. Vige tam soat khong qua phirc tap nhung
kha tén kém va phai giri mu ra nude ngoai, két qua tra vé ciing kha cham. Thong qua bao céo
truong hop bénh nay nham giong 1én hdi chudng canh bao cac bénh 1y rdi loan chuyén hoa co
thé co & tré ma thuong khi tir vong dugc chan doan 1a chét chua rd nguyén nhan. Rat mong
chuong trinh tam soat cac bénh ly 16i loan chuyén hoé c¢6 thé dugc trién khai tai Viét Nam va
duoc thuc hién rong rai cho tat ca céc tré duoc sinh ra tai Viét Nam.

A REPORT OF GALACTOSEMIA DIAGNOSED AND MANAGED
AFTER BIRTH AT TU DU HOSPITAL, VIETNAM

Ngé Minh Xudn, Vii Té Ding

In the treatment of infant diseases, the detection of pathological metabolic disorders is
very difficult. Because there are no screening programs for all newborns after births. Infact,
feeding an infant immediately after birth is necessary for children to survive outside the womb,
but it may cause a severe problem if the baby have a metabolic disorders. Pathological galactose
metabolic disorders is one of the metabolic disorders in infants. The disease is usually detected
late and the baby may die before having a final cause. This report aims to inform other colleague
a special case that has been diagnosed and help us to have more experience about galactosemia.

Detecting pathological galactose metabolic disorders is not too difficult, but it requires a
good screening and a careful treatment. In Vietnam, families that have a children suffering from
this disease have to sacrify one or two first baby because we have not implemented a screening
program of 48 types of these diseases congenital metabolic disorders. The screening is not too
complicated but is quite expensive and we have to send samples to others countries, so the
returned results is also quite slow. Through this report cases may help to find out a solution for
diagnosis of pathological metabolic disorders in children that may be diagnosed as dead of
unknown causes. We hope the program of medical screening for metabolic disorders can be
deployed in Vietnam and is widely implemented for all children born in Vietnam.
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LAM THE NAO PE BAO VE NAO TRANH TON THUO'NG
TU BENH LY THIEU OXY MAU NAO DO SANH NGAT
O’ BAT C* NO'I NAO TREN THE GIO'L.

Masaki Shimizu

Bénh Iy thiéu oxy méu ndo do sanh ngat 13 mét trong nhirng nguyén nhan gy tan tat vinh
vién trong giai doan so sinh. Hién tai, liu phap ha than nhiét cho tré so sinh bi HIE da tré nén
phé bién & nhiing quéc gia tién tién. Hiéu qua cua liéu phap nay da dugc bao cao trong nhiéu y
van trén thé gii. nhimg huéng din vé lidu phap ha than nhiét duoc cong bd boi ILCOR va nd
duge khuyén cdo cho bénh 1y do thiéu oxy mau ndo tir trung binh dén nang. Boi vi liéu phap ha
than nhiét can nhiéu thiét bi hay dung cu y té cho viéc lam lanh, theo ddi, thong khi, hd trg tuin
hoan va nhiéu thir khac, cho nén khong phai qudc gia nao trén thé gidi ciing c6 thé trang bi dé ap
dung liéu phap nay. Liéu phap kiém soét than nhiét & nhiét do binh thuong 1a mot cach khac dé
bao vé ndo tranh ton thuong tir bénh 1y thiéu oxy mau ndo do sanh ngat khi ma nhiing thiét bi
trang bi cho liéu phap ha than nhiét chua sin sang. Liéu phap kiém soat than nhiét ¢ nhiét do
binh thuong dugc xem nhu 1a mét liéu phap dé dang thuc hi¢n dé bao vé ndo tranh ton thuong do
HIE & bét ctr dau..

T6i huy vong rang tat ca nhiing tré so sinh bj HIE trén khap thé gi6i s& nhan dugc sy bao

HOW TO PROTECT THE BRAIN WITH HYPOXIC-ISCHEMIC
ENCEPHALOPATHY IN THE ANY COUNTRY.

Masaki Shimizu

Hypoxic-ischemic encephalopathy is one of the reasons for the eternal disabilities in
neonatal periods. In this decade, the brain hypothermia(34°C) for neonatal HIE had become
popular in the medically advanced countries. The beneficial efficacy of brain hypothermia was
reported with many literatures in the world. The guidelines for brain hypothermia were published
from ILCOR and it’s recommend for moderate and severs hypoxic-ischemic encephalopathy.
Because of the brain hypothermia therapy need the many medical devices for the cooling, the
monitoring, the ventilating, the support of circulate and other, all of the country in the world not
yet to prepare for this treatment. The brain normothermia(36°C) therapy is the other way to
protect the brain from HIE without particular device for the cooling. Before the preparation of
many devices for the brain hypothermia, the normothermia therapy was consider the easy
method for protection the brain with HIE in any country.

I hope that all of baby with HIE could receive the brain protection at any country.
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KET QUA BUG'C PAU KET HQ'P MO HINH SAN NHI
TRONG XU’ TRi CAC DI TAT TIM BAM SINH
Lé Nhgt Trung, Truwong Bd Luu , Nguyén MinhTri Viét

Pit van dé: Di tat tim chiém ty 1& cao nhét trong céac dj tat phat hién trudc va sau sinh.

Chan doan cac di tat nay trong giai doan trudc sinh ¢ y nghia quan trong trong tham van va xir

tri cac di tat nay trudc va sau sinh, giam cac bién cd mat bu tim mach trong giai doan chuyén da
cling nhu giai doan so sinh. Nham nang cao hi¢u qua cham séc chu sinh cho tré.

Muc dich nghién ciru: Tong két mé hinh két hop san nhi trong tham véan va xur tri cac di
tat tim

Poi twong va phwong phap nghién ctru: Cac san phy duoc siéu 4m dinh ky va cac bac
sy san khoa tir hai bénh vién Tir Dii va bénh vién Hung Vuong phat hién bat thuong trén siéu
am. San phu dang ky si€u &m tim thai va tham van tim mach do bac sy tim mach bénh vién Nhi
ddng 2 thyc hién. Thiét ké nghién ctru md ta hang loat ca.

Két qua nghién ciru: T thang 6/2011 dén thang 11/2012 ¢6 79 bénh nhan dugc siéu am
tim thai va tham van tim mach.

Tudi trung binh 1a 28,38 tudi, cao nhat 1a 40 tudi, thép nhét 1a 19 tudi.

Trong d6 nhom bénh ¢ kha nang can can thiép ngay sau sinh 1a 60% (tic nghén tim
phai 26,67%, tac nghén tim trai 22,67%, roi loan nhip nang la 5,33% (2 bénh nhan trong nhém
nay duoc diéu tri thude trude sinh). Ching t6i cung thyc hién siéu am tim dé danh gia tinh trang
huyét dong thai nhi trong 16%, cac di tat tim bam sinh niang khac chiém 8%, cic ton thuong
khac chiém ty 1¢ thip hon 1a ndt sang trong budng tim, thong lién that, tran dich mang tim. ...

Két luan: Nhiing két qua so b cho thiy co6 khoang 60% thai nhi trong nhom nghién
ctru c6 bat thuong tim mach can theo doi sat ngay giai doan so sinh vi kha nang mat bu giai doan
sau sinh do ong dong mach dong. Co 2 truong hop roi loan nhip c6 anh huong huyet dong can
diéu tri trude sinh va theo ddi. Tét ca cac truong hop khac duoc tham van va 1én ké hoach theo
ddi, diéu tri sau sinh.

Két qua nghién ctru so bd goi ¥ can phat hién som cac di tat tim va tham van diéu tri
ngay giai doan trudc sinh dé cong tac cham séc va di€u tri sau sinh dat két qua tot hon.
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INITIAL RESULTS OF MODEL APPROACH OF OBSTETRIC
AND PEDIATRIC SPECIALISTS IN MANAGEMENT OF
CONGENITAL HEART DEFECTS

Lé Nhit Trung, Trwong Bd Luu , Nguyén MinhTri Vigt

Background

Heart defects accounted for the highest percentage of defects detected before and after birth.
Diagnosis of defects in the prenatal period have significance in the consounling and management
of defects before and after birth, reduce cardiovascular decompensations of labor and the
neonatal period, and enhance the effectiveness of perinatal care for newborn.

Research Objectives: summary of INITIAL RESULTS OF model approach of obstetric and
pediatric specialists in management of congenital heart defects

Research results: From April 6/2011 to December 11/2012, From 6/2011 to 11/2012 79
patients have fetal echocardiography and cardiac counseling in cardiac department of children
Hospital.

The average age is 28.38 years old, 40 years old is the highest and the lowest is 19 years old.

In this group of patients likely to need intervention immediately after birth is 60% (26.67%
right heart obstruction, left heart obstruction 22.67% and severe arrhythmias is 5.33% (2 patients
in group this drug treatment before birth)). We also perform echocardiograms to assess fetal
hemodynamic status in 16%, and severe congenital heart defects 8% (Heterotaxy..). The other
echo images such as bright spots in the chambers of the heart, in ventricular septum,
pericardial effusion are less common.

Conclusion

The preliminary results showed that about 60% of fetuses in the study group with
cardiovascular abnormalities should be monitored closely at neonatal period for the potential
decompensating events by closing the ductus arteriosus. There are two cases of arrhythmia with
hemodynamic decompensation requiring treatment and prenatal monitoring. All other cases are
scheduled consultations, follow-up and treatment after birth.

Preliminary study results suggest need for early detection of heart defects and prenatal
counseling for the better care of newborn.
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CHIEN LUQ'C PHONG NGU’A BENH PHOI MAN
O’ TRE SINH NON
Nguyén Thu Tinh

Su tién bod trong cham soc — héi stc tré so sinh ngay cang giip ciu séng nhiéu tré sinh
non. Gan lién véi tan sudt tré sinh non duoc ctru song gia tang la cac bénh ly man tinh va két qua
phat trién than kinh - nhén thic ngay cang la van dé 16n. Trong s6 d6, bénh phoi man ¢ tre so
sinh (CLD) hay con goi 1a loan san phé quan phdi (BPD) nhu 1a mot trong céc chi t6 cho thdy su
thanh cong trong cham sdc tré sinh non c6 hi€u qua hay la cling dugc xem la cai gia phai tra cho
su thanh cong! Bénh phéi man 13 bénh man tinh & tré sinh non duoc diéu trj véi oxy va thd may.
Tuy nhién, sy tién bg trong nghién ctru co ché bénh sinh cho thay co rat nhiéu yéu t6 lién quan
su tién trién cua bénh. Bénh phéi man c6 thé dé lai cac hau qua trudc mét nhu 1é thudc oxy hay
may thé kéo dai, nhidm tring tai phat, kéo dai thoi gian ndm vién...hay nhimng hau qua lau dai
nhu tang ty 1€ nhdp vién vi bénh dudng ho hép, nhiém trung ho hép tai phat, cham tang trudong va
phat trién than kinh — nhan thtrc vé sau. Bénh phdi man 1a khong thé tranh khoi va diéu tri bénh
phoi man rat khé khan va ton kém. Do d6, van dé phong ngira dugc dat ra. Nhitng bang ching
gan day cho thy c6 nhiéu chién lugc c6 thé ap dung nham 1am giam ty 1& bénh ph6i man & tré
sinh non ciing nhur ¢6 nhing nghién ctru cho thiy c6 thé tién doan su tién trién bénh phoi man
cho ting c4 nhan cy thé. That khong may 1a khong phai bién phap nao ciing cho thdy c6 hiéu qua
cling nhu ¢6 thé ap dung trong diéu kién cua nudc ta. Bai ndy nham thao ludn cac bién phap
nhiam phong ngira bénh phdi man dia trén cac bang ching hién tai & cac nudc phat trién nham
ap dung trong diéu kién hién tai cua chung ta.

STRATEGIES TO PREVENT CHRONIC LUNG DISEASE IN
PRETERM INFANTS

Nguyén Thu Tinh

Advances in neonatal resuscitation and care to help us save as many as the premature
infants. The increasing rate of the survived premature infants associated with the increasing
chronic diseases and neurodevelopmental impairment. Among these conditions, chronic lung
disease in neonates (CLD), also known as bronchopulmonary dysplasia (BPD) is one of
indicators shows the success in the care of premature infants and is also the price to pay for
success! Chronic lung disease is defined as a chronic disease in premature infants who treated
with oxygen and mechanical ventilation. Nowadays, the advances in the pathogenesis
mechanism shows that there are many factors associated with the developing of the disease.
Chronic lung disease may be associated with short-term outcomes such as oxygen dependency or
prolonged mechanical ventilation, recurrent infection, prolonged length of stay or long-term
consequences such as increased rates of hospitalization due to respiratory tract diseases,
recurrent respiratory infections, and impaired growth and neurodevelopment. Chronic lung
disease is inevitable and treatment of chronic lung disease is difficult and expensive. Therefore,
the aspects of prevention is discussed. Recent evidences show that there are many strategies can
be applied to reduce the incidence of chronic lung disease in premature infants. Many studies
pointed that we can predict to developing chronic lung disease in the individuals. Unfortunately,
not all measures are also shown to be effective and can be applied in limited resources nurseries.
This talk aims to discuss the current evidence based measures to prevent effectively chronic lung
disease in premature infants.
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HIEU QUA CUA MISOPROSTOL PAT Dp’(’n LU0OT TRONG
CHAM DU'T THAI KY O THAI 23- 27 TUAN OI VO’ NON

Trdn Thi Nhét Thién Trang, Lé Hong Cim

Mé dau: Oi v& non & tam ca nguyét II la chiém khoang 0,4- 0,7% thai ky. Xur tri bao ton
hay cham dt thai ky tuy thudc vao tudi thai, c6 hay khong nhlem trung oi, luong nudce b1 con
lai. Thai nhi & tudi thai 23 — 27 tudn khong ¢ kha nang sinh ton. Gép thai ¢ tudi thai nay 1a mot
thu thuat xam 14n kho. Vi the misoprostol dit dudi ludi dugc chi dinh trong hau hét cac ca chi
dinh chdm dirt thai ky & tudi thai nay

Muc tiéu: xac dinh ty 1¢ sanh ngd am dao thanh cong trong 24 gi¢ sau dat misoprostol
dudi ludi ¢ nhitng trudng hop i v non, thai 23- 27 tun c6 chi dinh chim dut thai ky.

Phwong phap nghién ciru: thiét ké nghién ciru la bao cao hang loat ca tién curu, tur thang
11/2011 dén thang 5/2012. véi 49 truong hop 61 vO non, thai 23- 27 tuan ¢6 chi dinh cham dut
thai ky tai khoa Sanh7bén1’1 vién Tu Di. Chl'mg, toi cho qéc san phu dat dudi ludi 100pg
misoprostol, danh gia diém so Bishop, va con go moi 4 gio. Néu con go < 3 con/ 10 phut s& duoc
dat liéu tiép theo ( toi da 5 li€u) cho dén khi sanh.

Két qua va két ludn: Ty 1¢ sanh ngd am dao trong 24 gio la 87,7%; trong 48 gio la
95,9% va 100% truong hop déu sanh dugc an toan qua ngd &m dao. Khong ghi nhén bat ky mot
tac dung khong mong mudn nao trong nghién ctru.

Tir khoa: khoi phat chuyén da, misoprostol

EFFICACY OF SUBLINGUAL MISOPROSTOL FOR
PREMATURE RUPTURE OF THE MEMBRANES BETWEEN 23 AND
27 WEEKS PREGNANCY TERMINATION

Tran Thi Nhdt Thién Trang, Lé Héng Cim

Background: The rate of midtrimester pregnancies complicated with preterm premature

rupture of membranes (PPROM) was 0.4 to 0.7%. The indication for expectant or active

management depended on gestational age, the presence of chorioamnionitis and the amiotic fluid

remained. The fetus from 23 to 27 weeks couldnot survived. Furthermore, extraction abortion for

termination of this gestational age is very difficult. As the result, sublingual misoprostol is
assigned for most of the appropriate cases.

Objectives: to evaluate the efficacy and side effects of sublingual misoprostol for
pregnancy termination in preterm premature rupture of the membranes at 23 and 27 weeks.

Methods: we conduct a prospective case series study from November the first, 2011 to
May the fifth, 2012. The study included 49 cases of preterm premature rupture of membranes at
23 to 27 weeks that had indication for pregnancy termination in delivery ward of Tu Du
Hospital, which were given 100 ug sublingual misoprostol at four hourly intervals (maximum of
5 doses). We evaluated the Bishop score, uterine contraction every 4 hour until delivery.

Result: The rates of vaginal delivery in 24 and 48 hours were 87,7% and 95,9%
respectively. Vaginal delivery was achieved safely in 100%. No side effect was reported in any
case.
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HIEU QUA KHO'I PHAT CHUYEN DA BANG ONG THONG
FOLEY O THAI DI TAT BAM SINH = 20 TUAN TREN THAI PHU CO
VET MO LAY THAI MOT LAN
Pham Thi My Hanh, Lé Hong Cim

Mé dau: khoi phat chuyen da 1a can thi¢p nhim tao ra con co tir cung trudc khi bat dau
chuyén da tu nhién gy x6a mo ¢0 tir cung va s thai. Co nhiéu phuong phap khoi phat chuyén
da nhu str dung thudc hodc bang phuong phap co hoc. Tuy nhién, khoi phat chuyen da trén thai
phu ¢6 vét mé 1ay thai cii phai hét strc can nhic va than trong dé han ché tai bién nut hodc vé tir
cung. St dung dng thong Foley dat kénh co tir cung gay chuyén da 14 chon lya wu tién trong cac
truong hop nay.

Muc tiéu: xac dinh ty 18 khoi phat chuyén da thanh cong cua dng thong Foley dit kénh
cO tur cung ¢ thai di tat bam sinh c6 tuoi thai > 20 tuan trén thai phu c6 vét mo lay thai cli mot
lan.

Phwong phap nghién ctru: thiét ké nghién ctru 13 bao cao hang loat ca tién ciru, tir thang
10/2011 dén thang 4/2012 ¢6 32 truong hop thai di tit bam sinh véi tudi thai > 20 tudn ¢ thai
phu co vét md léy thai mot 1an ¢6 chi dinh chdm dat thai ky tai khoa san A bénh vién Tur Di.
Chuing t6i str dung ong thong Foley dat kénh cb tir cung cho thai phu gay khéi phat chuyén da,
khi ¢6 tir cung md 3cm, go 2-3 con trong 10 phut xem nhu khoi phat thanh cong. Néu chua vao
chuyén da s& dit 6ng thong Foley 1an 2. Sau 2 1an dit 6ng thong ma khong vao chuyén da xem
nhu phuong phap khai phat chuyén da that bai.

Két qua: Ty 1¢ khoi phat chuyén da thanh cong sau dit ong thong Foley lan thir 1 1a
21,9%, sau dat ong th()ng Fqley }én 2 1a 71,9%. Tat ca cac truong hop déu sinh ngd am dao,
khong ghi nhan tai bi€n nut vét mo hodc vo tir cung.

Két luin: Trong nhitng trudng hop thai phu c6 tién can mo ly thai, néu can chim dut
thai ky, 6ng thong Foley dat kénh CTC dé khoi phat chuyén da cho hiéu qua tot, chua c6 tai
bién, tuy nhién c¢& mau nhé can dugc nghién ciru thém.

~ Tirkhoa: khoi phat chuyén da, ong thong Foley, thai > 20 tuan, thai dj tat bam sinh, vét
mo cii lay thai
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THE EFFICACY OF USING FOLEY CATHETER TO INDUCE
LABOUR OF = 20-WEEK PREGNANCY HAVING CONGENITAL
FETAL ANOMALIES IN WOMEN WITH PRIOR CESAREAN

Pham Thi My Hanh, Lé Hong Cim

Background: Induction of labor is a method of artificially stimulating childbirth in a
woman before having spontaneous delivery. Methods for induction of labor include mechanical
or medication. Precautions should be taken when applying induction of labor in women with
prior cesarean to avoid uterine rupture. Induction of labor using Foley catheter is a method of
choice in this case.

Objectives: To identify the success rate of induction of labor using Foley catheter for >
20-week pregnancy having congenital fetal anomalies in women with prior cesarean.

Methods: This was a prospective case series report conducting at Department of High
Risk Pregnancy of Tu Du Hospital from October 2011 to April 2012. Thirty-two women with
prior cesarean having > 20-week pregnancies that were indicated for termination of pregnancy
due to congenital fetal anomalies were recruited into the study. Induction of labor was carried
out by placing a Foley catheter in the cervical canal and inflating its balloon. Success was
defined as the achievement of 3 uterine contractions in 10 minutes and 3-cm cervical
efficacement. If labor did not occur, the procedure was repeated the second time. If labor did not
occur after 2 times of induction of labor using Foley catheter, it was considered failure.

Result: The success rate of induction of labor after 1 time of using Foley catheter was
21.9% and after 2 times of using Foley catheter was 71.9%. All cases had vaginal deliveries. No
uterine scar dehiscence or uterine rupture was recorded.

Conclusions: Induction of labor by using Foley catheter in women with prior cesarean is
effective and uncomplicated. However, the sample size of this study is small and more studies
are awaited.

Keywords: induction of labor, Foley catheter, 20-week pregnancy, congenital fetal
anomalies, prior cesarean.
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SO SANH HIEU QUA KHO'I PHAT CHUYEN' DA
CUA PROSTAGLANDIN E2 VA ONG THONG FOLEY
O THAI = 37 TUAN THIEU OI
Nguyén Ba My Ngoc, Pham Viét Thanh

Mé d?u!: Khoi phat chuyén da 1a mot can thiép 1am sang thuong gip trong san khoa,
trong d6 thi€u 01 la mot chi dinh thuong gép. Phuong phap co hoc va dugc hoc thuong dugce st
sung dé khai phat chuyén da.

Muc ti€u: muyc tiéu chinh 1a so sanh hi€u qua KPCD cua prostaglandin E2 gel v6i thong
foley dat kénh c6 tir cung ¢ thai > 37 tuan thi€u 6i. Muc ti€u phu 1a so sadnh két cuc chuyén da
cua giai doan I - II; so sanh tdc dung khong mong muodn va bién chung gitta 2 phuong phap.

Po6i twong va phwong phap nghién ciru : trong thoi gian 15/10/2011 — 15/02/2012,
chung toi tién hanh nghién ctru thir nghiém 1am sang c6 nhém ching & thai phy > 37 tuan thiéu
bi, tai Bénh vién Tir Diil. Vi mdi nhom 50 thai phu, nhom thir nghiém: KPCD bang PGE2 gel,
nhém chitng: KPCD bang foley, thé tich bong bom 60ml.

Két qua va két luan: Hiéu qua KPCD thanh cong ctia phuong phap PGE2 va foley (80%
va 76%) véi p > 0,05. Mot s6 diém khac biét co ¥ nghia thong ké vé két cuc chuyén da gitra 2
phuong phép (p < 0,05): thay d6i diém Bishop sau KPCD bang PGE2 cao hon foley; thoi gian tir
khi KPCD dén sanh cua PGE2 ngin hon foley; ting co bang oxytocin sau KPCD nhom PGE2
thip hon foley; con god nhidu hon & nhém PGE2 so véi foley. Tac dung khong mong muédn sau
KPCD bang PGE2: sbt (2%), budn non — ndn (10%), tiéu chay (2%), v& 6i (4%), nhiém tring
(2%), con go cuong tinh (6%). Foley khong ghi nhan truong hop nao. Su kho chiu khi KPCD
bang foley 30%, PGE2 14%.

Tir khéa: khoi phét chuyén da, prostaglandin E2 gel, thong foley
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COMPARES THE EFFICIENCY OF INTRACERVICAL
PROSTAGLANDIN E2 GEL AND FOLEY’S CATHETER FOR LABOR
INDUCTION AT OLIGOHYDRAMNIOTIC
PREGNANCY = 37 WEEKS

Nguyén Bd My Ngoc, Pham Vigt Thanh

Background: Labor induction is one of the most common clinical interventions in
obstetrics; in which oligohydramniosis is a common obstetrical disease that needs indication of
labor induction. Both mechanical and pharmacological methods are used for induction of labor.

Objectives: The primary outcome is comparing the efficiency of labor induction using
intracervical PGE2 gel and intracervical foley catheter among oligohydramniotic pregnancies
aged > 37 weeks. The secondary outcome is comparing results of stage I and II labor induction
and side effects & complications between intracervical PGE2 gel and foley catheter.

Methods: From 15/10/2011 to 15/02/2012, we conducted a controlled randomized
clinical trial for oligohydramniotic pregnant women aged > 37 weeks admitted to Tu Du
Hospital, Ho Chi Minh City. Eligible participants were randomized to undergo labor induction
with PGE2 gel or foley catheter (60ml). There were 50 pregnant women in each group.

Results & conclusion: There was no significant difference in efficiency between PGE2
gel (80%) & foley method (76%), p > 0.05. Some significant differences in results of stage | & Il
labor induction were found between PGE2 gel and foley methods, including: Bishop score
changes; time from induction to labor; rate of oxytocin use, respectively. Uterine contraction in
PGE2 gel group was significantly higher than Foley group. Fever (2%), nausea — vomiting
(10%), diarrhoea (2%), rupture of amniotic membranes (4%), infection (2%), hypertonic
contractibility (6%) were side effects reported in PGE2 group, but none was seen in foley group.
Complaints of uncomfortness was reported in 30% of mothers in foley group and 14% in PGE2

group.
Keywords: PGE,, Foley’s catheter, labor induction
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XAY DUNG QUY TRINH KY THUAT NUOI CAY GAI NHAU

LAM NHIEM SAC THE PO

Lé Thi Khdnh Linh, Ping Lé Dung Nghi, Nguyén Van Thong
Nguyén Thi Thanh Tritic, Pham Thi Vin Anh, Nguyén Vin Truwong

Muc tiéu: sang loc hoi chimg Down ¢ tam ca nguyét thir nhét béng sinh hoa (PAPP-A va
BhCG tu do) va do khoang mo Vung gay (NT) da dugc tién hanh tai nhiéu trung tAm & Viét Nam.
Quy trinh k¥ thuat nu6i cay gai nhau lam nhlem sic thé do chua dugc thuc hién thuong quy tai
Viét Nam. Nhiém sic thé d6 té bao gai nhau vin duoc xem 1a "tiéu chuan vang" dé chan doan
bat thuong nhiém sdc thé ciing nhu chan doan bat thuong thé kham cua gai nhau. Trién khai quy
trinh nuoi cay giup hoan thién quy trinh tAm soat va chan doan hoi chimg Down ciing nhu cac
bat thuong nhiém séc thé trong tam ca nguyet thir nhat cua thai ky Bén canh d6 viéc chan doan
nhing bat thuong nhiém sic thé trén mo gai nhau thai lwu cling gitp tim ra cac nguyén nhan do
bat thudng nhiém sic thé.

Phwong phap: chang t6i thuc hién nudi cdy té bao trén 2 loai mé gai nhau. Nhém I: md
gai nhau thai luu dwoc nao hit va giit trong diéu kién vo trung, nhém I1: md gai nhau sau khi
thyc hién thu thuét sinh thiét gai nhau. M6 gai nhau sau khi thu nhan duoc kiém tra, rira sach va
nudi cdy theo k¥ thuét in-situ trén flacon sau do duoc danh bong bang trypsin dé nudi trén
lamen. Cac lamen dugc xtr Iy ngung phén bao, so¢ nhuge truong, ¢d dinh té bao, nhuém bang G
va phan tich bang phan mém Ikaros.

Két qua: ching toi da thyc hién cay gai nhau cho 130 truong hop trong d6 ¢ 33 ca trong
nhém I va 97 ca nhém II. Ty 1¢ nudi cdy thanh cong va ra két qua nhiém sic thé d6 lan luot & 2
nhom 13 64% va 93%. Ty 1 bat thuong nhiém sic thé cho 2 nhom 1a 38% va 29%. Trong 111 ca
6 két qua karyotype chung t6i phat hién c6 34 (31%) truong hop bit thuong nhiém sic thé voi 9
ca monosomy X (26%), 8 ca trisomy 21 (24%), 7 ca trisomy 13 (21%), 5 ca trisomy 18 (15%), 2
ca trisomy 16 (6%), 2 ca triploidy XXX (6%), 1 ca 70,XXXX (3%). Thoi gian tra két qua trung
binh 14 4 tuan.

Két ludn: chung t6i da thyc hién k¥ thuat nudi cay gai nhau lam nhidm sic thé do thanh
cong. Pay la tien dé cho viéc chuan bi trién khai chuong trinh tam soat hoi chung Down trong 3
thang dau.

93 Héi nghi Viét — Phéap 2013



ESTABLISH KARYOTYPE PROCEDURE ON VILLIS SAMPLES
Lé Thi Khdanh Linh, BPing Lé Dung Nghi, Nguyén Van Théng
Nguyén Thi Thanh Triic, Pham Thi Vin Anh, Nguyén Vin Truwong

Objective: Fetal nuchal translucency (NT) combined with free-B-human chorionic
gonadotrophin and pregnancy-associated plasma protein-A in maternal serum have been used in
several centers in Vietnam to screen Down syndrome in the first trimester. Culture of chorionic
villis to establish karyotype hasn’t been done routinely in Vietnam yet. Karyotype of chorionic
villis has been considered as the “gold standard” in detecting chromosomal abnormalities as well
as mosaicism abnormalities. Development of this culture technique has improved the Down
syndrome and chromosomal abnormality screening and diagnosis in the first trimester of
pregnancy. The diagnosis of chromosomal abnormalities on chorionic villis of abortus also helps
to find out chromosomal abnormality causes.

Method: we performed culture in two types of tissue. Group I: villis tissue from abortus
fetus after suction curettage kept in sterile condition, group IlI: villis tissue from chorionic villis
sampling procedure. The villis cells were washed, cultured on falcon by in-situ technique, and
then removed by trypsin to feed on the coverslip. The coverslips were hypotonicaly shocked,
fixed, G banded and analyzed by Ikaros software.

Result: 130 cases (33 cases of group | and 97 cases of group IlI) were cultured and
perfomred karyotype. Success rate were 64% in Group | and 93% in Group Il. Chromosomal
abnormality rate in Group | and Il were 38% and 29%, respectively. In 111 cases with karyotype
we found 34 (31%) cases with chromosomal abnormalities, including 9 (26%) monosomy X
cases, 8 (24%) trisomy 21 cases, 7 (21%) trisomy 13 cases, 5 (15%) trisomy 18 cases, 2 (6%)
trisomy 16 cases, 2 (6%) triploidy XXX cases, 1 (3%) 70, XXXX case. Results were obtained
after 4 weeks.

Conclusion: We have sucessfully performed CVS culture with karyotype. This is the
initial step for the preparation of Down syndrome screening in the first trimester implementation.

Key word: karyotype, villis, Down syndrome screening
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BU'O'C PAU THU'C HIEN KY THUAT PCR-ELISA
TRONG CHAN POAN 10 POT BIEN THUO'NG GAP
GAY BENH BETA - THALASSEMIA
Lé Nguyén Vin Khanh, Pham Hiing Vin, Nguyén Van Thong

Muc tiéu: Thyc hién va danh gia kha nang tmg dung ki thuat PCR-ELISA trong chan
doan 10 loai dot bien thuong gap bénh B-Thalassemia.

Phuwong phap: Thyc hién ki thudt PCR-ELISA trén miu mau, mau 6i thu dugc tir cac
cap vg chong thai phu dén kham va dugc tam soat thalassemia tai Bénh Vién Hung Vuong. Két
qua dugc so sanh vai tiéu chuan vang la ki thuat giai trinh ty gien -Thalassemia.

Két qu~ﬁ: KT thuat PCR-ELISA va giai trinh tu gien B-Thalassemia duoc thuc ’hién déng
thoi trén 44 mau 61 va mau. Trong do6 c6 41 ca (93.2%) cho két qua trung khdp voi két qua giai
trinh tu, 2 ca duong gia (4.5%) va 1 ca am gia (2.3%).

Két luan: Vi ti 1¢ khac biét 6.8% giita két qua cia PCR-ELISA va giai trinh tu gien p-
Thalassemia cho thy tiém ning ap dung phuwong phép nay trong chan doan dot bién ¢ bénh p-
Thalassemia do day 1a phuong phap don gian, dé thyc hién. Tuy nhién, can phai nghién ctru, cai
tién, 1am tang do chinh x4c cua ki thudt trude khi dua vao 4p dung.

Tur khoa: B-Thalassemia, PCR-ELISA, giai trinh ty

DETECTION OF 10 COMMON MUTATIONS
IN BETA - THALASSEMIA USING PCR-ELISA
- THE INITIAL ASSEMENT

Lé Nguyén Vian Khanh, Pham Hing Vin, Nguyén Van Thong

Objection: To perform and evaluate the applicability of PCR-ELISA in detecting 10
common mutations in B-Thalassemia.

Method: Performed PCR-ELISA technique on blood and amniotic fluid samples
collected from couples visiting and being screened Thalassemia in Hung Vuong Hospital. The
obtained results are compared with Sequencing’s results.

Results: PCR-ELISA and Sequencing were performed on 44 blood and amniotic
samples, in which 41 cases (93.2%) had the same results as Sequencing’s results, 2 cases (4.5%)
were false positive and 1 case (2.3%) was false negative.

Conclusion: PCR-ELISA is a potential, simple and easily-performed technique in
detecting B-Thalassemia mutations. However, PCR-ELISA needs more study and improvement
before introducing into application.

Key words: B-Thalassemia, PCR-ELISA, Sequencing.
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PCOS- MOT SO TIEP CAN PIEU TRI HIEM MUON HIEN NAY
V6 Thanh Lién Anh

Hoi chtng budng tring da nang (PCOS) 1a tinh trang 16i loan ndi tiét thuong thdy, gip ¢
5-10% phu nit trong do tudi sinh san (1). Biéu hién 1dm sang thuong gip nhu rdi loan hay khong
phoéng nodn, cudng androgen (biéu hién trén 1m sang hay xét nghiém sinh hoa), va sy hién dién
ctia budng trang da nang. Do sinh bénh hoc cta hoi ching van chua duge khang dinh cho dén
hién nay, dong thoi cua biéu hién 1am sang hoi ching ciing rat da dang, kh ong dong nhat nhu
ri loan kinh nguyét,vo sinh, rim 16ng,myn trimg ca..., hoi chimg nay gy rat nhidu tranh cii vé
chian doan ciing nhu phwong thic diéu tri. Hoi nghl dau tién dugc to chuc & Rotterdam,
Netherlands vao nim 2003 dé thong nhit chan doan PCOS. Hoi nghi thtr 2 t6 chuc &
Thessaloniki, Greece nam 2007 thdng nhét viéc diéu tri hiém mudn & bénh nhan PCOS. Hoi nghi
lan thr 3 dién ra tai Amsterdam nam 2010 tip trung vao viéc cham soc stc khoe chung ciing nhu
suc khoe sinh san cua phu nit PCOS

Mot s6 quan diém diéu tri hién tai & bénh nhan hiém mudn PCOS
1. Tinh trang réi loan hay khéng phéng nodn ciia phu nit PCOS mong con

a. Thay d6i 16i séng:
- Giam can la khuyén cdo dau tién cho bénh nhan PCOS c6 béo phi truéc khi can thiép
diéu tri thude.
- Céch thirc gidm can c6 thé béng: ché d6 an, tap thé duc, st dung thude giam béo...
- Vigc gidm can 5-10% trong luong hién tai giap bénh nhan PCOS c6 thtra can hay béo phi
khoi phuc lai chu ky kinh nguyét déu din, phong non tu nhién

b. Clomiphene citrate

- Vin la thudc lya chon dau tay gdy phong nodn ¢ bénh nhan PCOS khong phong nodn

- Viéc lya chon bénh nhan diéu tri véi CC nén phdi hop véi cac yéu td khac nhu BMI, tudi,
va céc nguyén nhan v sinh phbi hop

- Liéu dung: khoi dau 50mg/ ngdy tir ngay 2-5 cta chu ky. Liéu tdi da dugc khuyén céo
150mg/ ngay ( khong qua 750mg/ chu ky)

- 75-80% bénh nhan PCOS s& phong nodn khi kich thich phong nodn bang CC (2,3)

- Thoi gian diéu tri nén gidi han & 6 chu ky

- Viéc phdi hop dau tay CC v6i Metformin hay Dexamethasone khong c6 hiéu qua phong
nodn tt hon cling nhu ti I¢ sanh séng (4,5)

C. Thudc ting nhay cam véi insulin
- Str dung Metformin mot minh dé kich thich phong nodn cé hiéu qua kém hon CC, chi
ngang ngira v6i viée giam can va thay doi 16i séng (6)
- Phdi hop CC va Metformin ciing khong 1am ting hi¢u qua gay phong noan, ti 1& c6 thai
cling nhu ti 1é sanh séng so v6i str dung CC mot minh (5,7)
- Hién tai, viéc st dung Metformin chi nén gidi han & bénh nhan PCOS co6 roi loan bt
dung nap duong hay khang vdi CC (8)

d. Thudc trc ché men thom hoa aromatase inhibitor:
- Thudc e ché men thom hoa- Letrozole vén dwoc st dung ngin ngira va diéu tri ung
thu v dau tién duoc bao cdo sir dung gdy phong nodn boi Mitwally va Casper nim 2001
- Letrozole c6 hiéu qua twong dwong CC trong vai tro kich thich budng trimg & bénh nhan
PCOS ciing nhu vé ti 18 ¢o thai, ti 1& sanh séng, da thai mac du sd luong trimg trudng

96 Héi nghi Viét — Phéap 2013



2.

thanh va ndng d6 estrogen ctia mdi chu ky thap hon rd & cac bénh nhan sir dung letrozole
(9,10)

Gonadotropins

La lya chon thir 2 néu bénh nhan PCOS thét bai véi CC

St dung cac phac d6 kich thich liéu thap (37.5-50 1U/ ngay) dé tranh nguy co dap ung
qua murc

Thoi gian diéu tri nén gidi han ¢ 6 chu ky

Can phai theo dbi dap Gmg budng tr tng chit chd nham tranh cic bién chimg da thai va
qué kich budng trimg

Phiu thuat d6t diém budng tring ‘

Co the 1a 1 chi dinh thay th@ cho li¢u phap diéu tri Gonadotropins ¢ nhitng bénh nhan
PCOS khéng CC, hodc c6 thé chi dinh ¢ nhitng bénh nhan c6 nong d6 LH ting cao kéo
dai

S6 diém d(‘)tg 4 diém / budng tring 1a c6 thé co dii hiéu qua va it gy bién chimg

Dung cu: Dot dién don cuc hay laser khong c6 khac bi€t vé két qua

Thu tinh trong 6ng nghiém

Thu tinh dng nghiém 12 Iyra chon ké tiép sau that bai diéu tri vdi CC, gonadotropin va dot
diém budng tring.

So v6i phac d6 dai, viéc sir dung phac do antagonist & bénh nhan PCOS giam 40% nguy
co qué kich budng trimg ning va trung binh. Tuy nhién ciing khong hoan toan loai trir
duoc OHSS

St dung phac d6 antagonist & bénh nhan PCOS: thoi gian kich thich budng trimg ngan
hon, téng luong FSH st dung it hon va khong co su khac biét vé ti 18 ¢6 thai lam sang,
sy thai so voi phac d6 dai (11)

Ngiin ngira qua kich budng trirng khi thwe hién IVF/ICSI & bénh nhian PCOS

Viéc sir dung Metformin trudce va trong thoi gian thuce hién IVF/ICSI lam gidm nguy co qua kich
budng tring (pooled OR 0.27, KTC 95% 0,16-0,47)(12).Thoi diém bat dau dung Metformin ¢6
thé thay do6i tir 2-3 thang trudc khi thuc hién IVF/ICSI va kéo dai dén ngay chich hCG. Liéu
dung thay dbi 500-850mg udng 2-3 1an mdi ngay.

Khoi dong truong thanh nodn bang GnRH dong van 1am giam nguy co qua kich budng trimg
trung binh va niang (13)
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KHAO SAT CAC YEU TO ANH HPO'NG DEN
CHAN POAN GIAI POAN LAM SANG UNG THU CO TU’ CUNG
TAI BENH VIEN UNG BUO'U THANH PHO HO CHi MINH
TU 08/2008 - 02/2009
Luwu Minh Van

Mé dau: Tai Viét Nam, ung thu cd tir cung ciing 13 mét trong hai loai ung thu phu khoa thuong
gap, nhat la tai Mién Nam.

Muc tiéu: Panh gia anh huong caa kién thirc-thai do-hanh vi va kinh té xa hoi dén giai doan 1am
sang cua ung thu ¢o tir cung lGc chan doan.

Phuong phap: nghién cru mo ta cat ngang trén 402 bénh nhan duoc chan doan ung thu ¢6 tir
cung tai Bénh Vién Ung Budu Thanh phé Ho Chi Minh tir thang 8/2008 dén thang 2/20009.

K#ét qua: trong 402 bénh nhan ung thu ¢b tir cung dugc chan doan vai cac giai doan tir IB1, IB2,
IIA, 1IB, IIIA, IIIB, IVA, va IVB. Phan tich don bién dugc ding dé khao sat méi twong quan giita
kién thirc, thai do, quan niém sai 1am, niém tin, hanh vi va cac yéu té kinh té x& hoi véi giai doan 1am
sang ldc chan doan. Yéu t6 kinh té-x4 hoi tuong quan c6 y nghia théng ké véi giai doan: Bénh
nhan ung thw ¢6 tir cung ¢6 hoan canh kinh té kho khan thuong dwoc chan doan ¢ nhiing giai
doan tré (p =0 ,695835). Yéu tb kién thic twong quan c6 y nghia thong ké véi giai doan: Bénh
nhan ung thu ¢d tir cung c6 it hiéu biét vé bénh ung thu ¢6 tir cung thuong duoc chan doan &
nhiing giai doan tré (p =0,689833). Yéu t6 thai do twong quan c6 y nghia thong ké voi giai doan:
Bénh nhén ung thu ¢ tir cung c6 thai d6 khong ding ddi voi bénh ung thu ¢6 tir cung thuong
dugc chan doan & nhiing giai doan tré (p = 0,751824). Yéu t6 hanh vi tuong quan c6 y nghia
théng ké voi giai doan: Bénh nhan ung thu ¢6 tir cung ¢ hanh vi khong phi hop vé bénh ung
thu ¢6 to cung thuong duoc Chan doan ¢ nhimg giai doan tré (p =0 ,876225). Hoi qui da blen
duoc st dung dé kiém soat cac yéu té gay nhidu nham xac dinh c6 méi tuong quan giita yéu t6
kinh té x& hoi-kién thuc-thai do-hanh vi véi giai doan 1am sang lc chan doan.

Két luan: Yéu té kinh té-x4 hoi, kién thire, thai do, hanh vi 1a nhiing bién sb doc 1ap anh huong
den giai doan 1am sang luc chan doan cta bénh ung thu ¢6 tir cung.

Tir khoa: Kién thirc, thai do, hanh vi, ung thu ¢ tir cung.
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EVALUATING THE INFLUENCES OF KNOWLEDGE -
ATTITUDE - BEHAVIOR AND SOCIOECONOMIC FACTORS IN
DIAGNOSIS STAGES OF CERVICAL CANCER

Luwu Minh Van

Background: In Vietnam, cervical cancer is also one of the two most common cancer in
Vietnamese women, especially in South of Vietnam.

Objective: to evaluate the influences of knowledge — attitude — behavior and socioeconomic
factors in diagnosis stages of cervical cancer.

Design: a cross-section study analysis of 402 patients as having cervical cancer at HO Chi Minh
Cancer Hospital from 8/2008 — 2/2009.

Results: Of the 402 patients presented with FIGO stage IB1, I1B2, lIA, 11B, llIA, 11I1B, IVA, and
IVB. Univariable analysis has been used to identify the statistic relationship between knowledge,
attitudes, misconceptions, beliefs, behaviors, and socioeconomic factors and diagnosis stages of
cervical cancer. The following socioeconomic factor was significantly related to the stage:
cervical cancer patients who have low economic status usually get advanced stages (p =
0.695835). The following knowledge was significantly related to the stage: cervical cancer
patients who have low level of knowledge about cervical cancer get advanced stages. (p =
0.689833). The following attitude was significantly related to the advanced stage: cervical cancer
patients who have negative attitudes to cervical cancer get advanced stages. (p = 0.751824). The
following behavior was significantly related to tha advanced stage: cervical cancer patients who
have wrong behaviors to cervical cancer get advanced stages (p = 0.876225). Multivariable
logistic regression was used to control confounders and to reveal whether there is a real
correlation between socioeconomic factor - knowledge - attitude — behavior and diagnosis
stages.

Conclusions: Socioeconomic factor, Knowledge, Attitude, Behavior are the independent
variables influencing on clinical stage at diagnosis.

Keywords: Knowledge, Attitude, Behavior, cervical cancer
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PIEU TRI THAI NGOAI T’ CUNG BAM O VET MO €U TUOI

THAI DU'O’I 12 TUAN TAI BENH VIEN TU DU
Truwong Diém Ph wong, T ran T hi Loi

Muc ti€u: danh gia hiu quava tinh an toan cua phuong phap diéu trj thai ngoai tir cung
bam ¢ vet mo cli (TNTCVMC) bang Methotrexate (MTX) ket hop voi hut nao doi v6i nhitng
thai ky dudi 12 tuan.

Phuong phap nghién ctru: mo ta hang loat ca.

_Két qui: trong thoi gian tir10/2011 dén 04/2012, chung t6i da thu dwoc 34 bénh nhan
vao mau nghién ctru. Tubi thai trung binh luc chan doan 6.9 + 1.2 tuan. NQng do hCG luc chan
doan kha cao, nhung sau liéu MTX déu tién déu giam > 50%. Ty 1€ bao ton dugc tir cung sau
diéu tri 1a 97.1%. Thoi gian ndm vién trung binh 16.4 + 7.1 ngay. Chua gh1 nhan tuong quan
giita cac triéu chung lic nhap vién véi viéc sir dung bong chén cdm mau va viée truyén mau sau
hut nao.

Ban luin: phac dd diéu trji cua chung t6i tuong ty nhu cac phac d6 ctia mot sd tac gia
trén thé gidi, nhung chung t6i khong ap dung cac tiéu chuan dé bat dau hat nao nhu cac tac gia,
nén thoi gian nam vién cua ching t61 ngan hon. Ty 1¢ dung bong chen cam mau cao (35.3%),
nhung déu kiém soat dugc chay mau va ty 16 BN can truyén mau thap (11.8%).

Két luan: phuong phép diéu tri két hop Methotrexate sau d6 hat nao thai tai phong mé t6
ra ¢6 hidu qua trong diéu tri TNTCVMC, ty 1é thanh cong (bao ton duge tir cung) 1a 97.1%, ty 18
bién chiing thap.

TREATMENT OF CESAREAN SCAR ECTOPIC PREGNANCIES
UNDER 12 WEEKS AT TU DU HOSPITAL

Truwong Diém Phuong, Trin Thi Loi

Objective: evaluate effectiveness and safety of the treatment of cesarean scar ectopic
pregnancies with Methotrexate combined with suction curettage for pregnancies under 12 weeks.

Methode: case series report

Results: Sincel0/2011 to 04/2012, we collected 34 patients for the study. The average
gestational age at diagnosis was 6.9 + 1.2 weeks. The concentration of BhCG when diagnosed
was relatively high, but after the first MTX dose it reduced > 50%. Uterine conservation rate
after treatment was 97.1%. The average days of hospitalisation were 16.4 + 7.1 days. We did not
recognize the correlation between symptoms at admission with the use of balloon insertion to
control bleeding and blood transfusion after suction curettage.

Discussion: Our regimen similar to those of authors in the world, but we did not apply
their criteria for suction curettage, so our days of hospitalisation were shorter. Rate of balloon
insertion to control bleeding were high (35.3%), this method seems to be effective and the
proportion of patients who needed blood transfusions were low (11.8%).

Conclusion: this regimen seems to be effective in treatment of cesarean scar ectopic
pregnancies. The success rate (preserving the uterus) were 97.1%, and other complication rates
were low.
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SO SANH hMG VA rFSH TRONG XU’ TRI DPAP U'NG KEM
VO'1 KICH THICH BUONG TRU’NG TRONG THU TINH ONG

NGHIEM TAI BENH VIEN PHU SAN TRUNG UONG
Dao Lan Huwong, Nguyén Viét Tién

Muc tiéu: so sanh hMG va rFSH trén bénh nhan (BN) dap tng kém vdi kich thich budng
trung (KTBT) tai Bénh vién Phu san Trung wong (BVPSTW).

Poi twgng va phwong phap: thir nghiém 14m sang ngau nhién so sanh 2 phéac do diéu tri.
BN ¢ tién sir hodc c6 nguy co dap tng kém trong thu tinh dng nghiém (TTON) dugc phan bd
ngau nhién vao hai nhém (hMG va rFSH), tai BVPSTW nam 2012.

Két qua: sy khac biét c6 y nghia thong ké gitra nhém hMG va nhém rFSH vé tong lidu
FSH (2963,75+387,04 so v&i 3586,36+462,02) va nong d6 E2 ngay hCG (2969,76+159,91 so
véi 2565,53+138,16). S6 nodn thu duoc, ty 1€ thu tinh, ty 1€ thai 1am sang ciia nhém hMG tuong
ung la 5,44+2,59; 81,04% va 16,36% c6 xu hudng cao hon so véi nhom rFSH la 4,77+2,35;
76,45% va 13,6%. Nong d6 FSH ngay 3, E2 ngay 5 va ngay hCG c6 gia tri tién luong nguy co
dap ung kém véi KTBT.

Két luan: sir dung hMG trong KTBT lam giam tong liéu FSH, ting s noan thu duoc,
tang ty 1€ thy tinh va ty 1€ thai 1dm sang ctia nhom BN dap ung kém trong TTON

Tir khoa: Thy tinh trong dng nghiém, dap Gmg kém

COMPARISON OF hMG AND rFSH EFFECTS IN POOR
RESPONDER IVF PATIENTS
AT NATIONAL HOSPITAL OBSTRERIC & GYNACOLOGY

Dao Lan Hwong, Nguyén Viét Tién

Objective: The efficacy of hMG in poor responder patients in IVF cycles was assessed.

Materials and Methods: This study was a prospective, randomized controlled trial that
poor responders IVF patients were randomly allocated into two group(hMG and rFSH).

Results: A significantly were recorded in hMG group compared rFSH group lower (MG
ampoules (2963,75+387,04 vs 3586,36+462,02), higher peak E2 levels on the day hCG
(2699,76£159,91 vs 2565,53+138,16).The number of ooccytes, fertilization rate, pregnancy in
hMG group (5,44+2,59; 81,04%; 16,36% were resulted higher rate than rFSH group (4,77+2,35;
76,45%; 13,6%). FSH levels on the day 3, peak E2 levels on day 5 and on the day hCG can
forecast poor responders in IVF cycles.

Conclusion: use hMG in poor responder I\VVF patiens resulted in a lower hMG ampoules,
higher number oocytes, fertilization rate and pregnacy rate.

Key word: I\VF, poor responders
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BAO CAO TRUO'NG HO'P XOAN T CUNG
KHI CO THAI 35 TUAN TAI BENH VIEN PHU SAN HA NOI
Nguyén Duy Anh, Lé Thi Anh Pao, Nguyén Thu Phwong

Tu cung khi c6 thai thuong xoay nhe quanh truc doc nhung khi xoay qua 45 do thi tro
nén bénh ly va dugc goi 1a xodn tur cung. Xoan tir cung rat hlem gdp trong thuc hanh lam sang.
Chung toi xin gidi thiéu mot truong hop xodn tir cung duoc cAp ctru va xu tri tai bénh vién Phu
San Ha Noi. Bénh nhén 34 tudi, md dé cii 14 thang. Qua trinh mang thai 1an nay khong c6 gi bat
thuong. Khi thai 35 tuan, trong khoang thoi gian hon hai tiéng bénh nhan dau bung va c6 biéu
hién choang, chwa c6 déu hiéu chuyén da. Bénh nhén dugc tich cuc héi sirc va mé cép ciru véi
chan doan theo ddi rau bong non- thai 35 tuan- thai chét tai bénh vién Phu San Ha Noi. Khi md
lay thai xong méi phét hién tir cung bi xoan 180 dd va vi tri vét mo lay thai dugc thyc hién tai
mat sau doan dudi tr cung. Hau phau 5 ngay dién bién binh thuong, bénh nhan xudt vién. Xodn
tur cung tuy rat it gap trong thyuc té nhung c6 thé dan téi nhitng bién chimg nguy hiém cho me va
thai, can nghi té1 xodn tr cung trong nhiing truong hgp dau bung va choang khong rd nguyén
nhan ¢ nhitng bénh nhan quy III cua thai ky.

Tir khoa: Xoén tir cung, thai nghén, ngudi.

CASE REPORT: UTERINE TORSION AT 35
WEEKS'GESTATION WITH A SINGLETON PREGNANCY

Nguyén Duy Anh, Lé Thi Anh Pao, Nguyén Thu Phwong

Rotation of the gravid uterus is a normal finding in the third trimester of pregnancy.
However, a pathologic rotation of the uterus beyond 45 degrees—torsion of the entire uterus—is
rarely seen in obstetrical practice. We report here a case of uterine torsion which is treated at
Hanoi Obstetrics and Gynaecology hospital.

Case: The patient, a 34-year-old gravida 1 para 1 (previous ceaesarian section is 14
months ago) at 35 weeks’gestation with a singleton pregnancy, was presented by ambulance with
a 2-h history of worsening abdominal pain and severe shock without any sign of labour. The
current pregnancy had been uncomplicated until the date of presentation. The presumptive
diagnosis was a concealed placental abruption and stillbirth. The patient was not in labour, so an
emergency Caesarean section (CS) was carried out. At the time of CS, the diagnosis of uterine
torsion was made however an posterior low transverse incision was given. The patient recovered
and was discharged home on the fifth postoperative day but her baby was dead.

Conclusion: Uterine torsion is an infrequently reported and potentially dangerous
complication of pregnancy that occurs mainly in the third trimester with adverse maternal and
neonatal consequences. It is necessary to think of uterine torsion in cases of abdominal pain and
shock of unknown cause in patients who are in the third trimester of pregnancy.

Key words: Uterine torsion, pregnancy, human.
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KHAO SAT GIA TRI LAM SANG, SIEU AM VA MONITORING
TRONG CHAN POAN VA XU TRi THAI GIA THANG TREN NHU’NG
THAI PHU CO THAI QUA NGAY SINH

Pham Trong Hoa va cong sw

Muc tiéu: Xac dinh gia tri chin doan cia LAm sang, Siéu 4m va Monitoring san khoa
trong chan doan va xtr tri thai gia thang trén nhitng thai phu c6 thai qua ngay sinh trudc va sau
sinh.

Po6i twong nghién ciru: Nghién ciru tién ciru mo ta va cit ngang tai khoa Phy san Bénh
vién Hiru nghi Viét Nam -Cuba Pong Héi tir du thang 3 nam 2010 dén hét thang 6 nim 2011
gom 183 thai phu c6 thai qua ngay sinh thoa mén céc tiéu chuan chon mau.

Két qua: Khao sat trén 183 ddi twong dugc chin doan 14 thai qua ngdy sinh da phat hién
171 thai gia thang:

- Do chinh x4c don thuan cua Lam sang 1a 46,51%, cua Monitoring SK 1a 56,83% va cta
Siéu am la 77,2%.

- Do chinh xac khi phdi két hop 2 phuong phap véi nhau 1a:
+ Lam sang v&1 Monitoring SK 1a 74,13%,
+ Lam sang va Siéu am la 85,23%
+ Si€u am véi Monitoring SK 1a 86,30%.

- Do chinh xéc khi phdi két hop ca 3 phuong phap Lam sang + Siéu am + Monitoring SK
1a 91,10%.

Két luén:
- Siéu 4m 13 phuong phap phat hién sém nhat thai gia thang

- Phdi két hop cang nhiéu phuong phap hién dai thi do chinh xac cang cao.
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DETERMINE THE VALUE OF CLINICAL DIAGNOSTIC,
OBSTETRIC ULTRASOUND AND OBSTETRIC MONITORING IN
THE DIAGNOSIS AND TREATMENT FOR OLD FETAL IN
PREGNANT WOMEN WHO HAVE A OVERDUE DELIVERY BEFORE
AND AFTER BIRTH

Pham Trong Hoa va cong sw

Objectives: Determine the value of clinical diagnostic, obstetric ultrasound and obstetric
monitoring in the diagnosis and treatment for old fetal in pregnant women who have a overdue
delivery before and after birth.

Object of study: Prospective study and cross-section described in the Department of
Obstetrics Vietnam - Cuba Dong Hoi Friendship hospital from March 2010 to the end of June
2011 in 183 pregnant women who have satisfied all the criteria for samples.

Result: The survey of 183 subjects diagnosed as overdue delivery pregnant women

include 171 pregnant women with old fetal:

- The degree simplicity fidelity of clinical diagnostic is 46.51%, obstetric monitoring is
56.83% and obstetric ultrasound is 77.2%.

- The degree fidelity in combination of two other methods are
* Clinical diagnostic + obstetric monitoring: 74.13%,
* Clinical diagnostic + obstetric ultrasound: 85.23%
* Obstetric ultrasound + obstetric monitoring: 86.30%.

- The degree fidelity in combination of all 3 methods of Clinical diagnostic, Obstetric
ultrasound + obstetric monitoring is 91.10%.

Conclusion:
- Ultrasound is the soonest method to detect old fetal.

- The more methods are used, the higher the accuracy is
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