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BENH NHAN COPD SAU XUAT VIEN
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Ganh nang tu dogt cap COPD

Cap nhat khuyén cao GOLD 2023

Hudng dan ctia BO Y té 2023 va tiép can diéu tri COPD hgp ly
o Viét Nam
Két luan




GANH NANG BENH TAT VA TU VONG
T LIEN QUAN PEN COPD

Hoi nghi thurdng nién 2023
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1. Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2021. Available from: https://goldcopd.org/wp-content/uploads/2020/11/GOLD-REPORT-2021-v1.0-16Nov20_WMV. pdf :
2. Diab N, et al. Am J Respir Crit Care Med 2018;198:1130-1139; 3. Ford ES, et al. Chest 2015;147:31-45; 4. Chen X, et al. Int J COPD 2016;11:2625-2632; 5. N|sh|mura et
Qureshi H, et al. Ther Adv Chronlc DIS 2014; 5 212- 227 7. Press VG, et aI Curr Opln Pulm Med 2018 24:138-146; 8. Celli BR, et al. Eur Resplr J 2004;23:932-9464 o)



https://www.who.int/news-room/fact-sheets/detail/the-top-10-causes-of-death
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Clin Respir J. 2020;14:183-197. i



HAU QUA SAU POT CAP COPD
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Hoi nghi thirong nien 2023 VONG XOAY BENH TAT & nhirng bénh nhan nhap vién
thwong xuyén do dot cap COPD

Khang sinh manh + Corticoid toan than lap di Iap lai
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Hurt JR et al., European Journal of Internal Medicine. 2020 (73): 1-6
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FEV, (L)

PKP c6 thé dan dén sw suy
giam FEV1, sw suy giam I&n
nhat dwoc quan sat thay &
nhirng bénh nhan COPD nhe

Dransfield MT et al. Am J Respir Crit Care Med. 2017;195:324-330.

3.0

2.5

2.0

15

1.0

0.5

POT CAP COPD DAN TOT _
SUY GIAM CHUC NANG HO HAP

Mdrc dé nang COPD
(dinh nghia theo CNHH)

Nhe

Trung binh

y

Mdrc d6 suy giam
sau méi PKP

—
—y
—
—y
—y
e
—y

—

1 -87 mL

—

L -
_—
L i —
‘~

- I 20mL

= ey
_— o
= ey

Tham kham

Sw suy giam FEV, & BN COPD

Khéng cé BKP nang

= == == = DKP nang?




CAC POT CAP NANG LIEN QUAN
TANG NGUY CO TU VONG

~1 trong 5 BN COPD t& vong trong vong 1 nam ké tr dot cap nhap vién dau tién

MIEN DICH LAM SANG
H0| nghl thwong nién 2023

1.00 22% BN COPD t&r vong trong
vong 1 ndm ké tir dot cap nhap

0.95 7 vién dau tién
S 0.90 Suy giam chtrc nidng hd hap
> va tim mach nguyén nhan gay
? ttr vong pho bien nhat trong 2% ~20%
= 080 vong 1 nam ké tir DKP
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MUC TIEU PIEU TRI POT CAP COPD
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Giam thiéu tac dong clia dot cap hién tai

Ngan nglra cac dot cap ké tiép

Hoi Lao & Bénh Phéi VN. Hwéng dan Quéc gia xt tri hen & BPTNMT. NXB Y hoc 2015
Bo y t&. Hwdng dan chan doan & diéu tri BPTNMT.NXB Y hoc 2023
© 2023 Global Initiative for Chronic Obstructive Lung Disease
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Table 3. Rates and Adjusted Hazard Ratios of Adverse Events

THEO DOI SOM SAU XUAT VIEN GIAM TAI NHAP VIEN

Unadjusted rate HR (95% Cl)

Patients before weighting, No. (%) Patients after weighting, %° e e
Outcome 7-d Follow-up No 7-d follow-up  7-d Follow-up No 7-d follow-up Unadjusted weighting®
COPD
Patients, No. 40159 78675 NA NA NA NA
Unplanned readmission within 30 d of discharge 4072 (10.14) 8296 (10.54) 10.19 10.54 0.96 (0.93-1.00) 0.97 (0.93-1.00)
Readmission for COPD or COPD-related 1718 (4.28) 3581 (4.55) 4.29 4,54 0.94 (0.89-1.00) 0.94 (0.89-1.00)
condition within 30 d of discharge
Death within 30 d of discharge 693 (1.73) 1319 (1.68) 1.75 1.68 1.03(0.94-1.13) 1.04 (0.95-1.15)
Unplanned readmission within 90 d of discharge 8784 (21.87) 18097 (23.00) 21.97 22.97 0.95(0.92-0.97) 0.95(0.93-0.98)
Readmission for COPD or COPD-related 4015 (10.00) 8449 (10.74) 10.02 10.74 0.93(0.89-0.96) 0.93(0.89-0.96)
condition within 90 d of discharge
Death within 90 d of discharge 2105 (5.24) 4361 (5.54) 531 5.54 0.95(0.90-1.00) 0.96 (0.91-1.01)

Abbreviations: AMI, acute myocardial infarction; CHF, congestive heart failure; COPD, chronic obstructive pulmonary disease; HR, hazard ratio; NA, not applicable.

 Weighting is by propensity-based overlap weights.
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QUAN LY SAU XUAT VIEN GIAM TAI NHAP VIEN

Risk Ratio
IV, Random, 95% ClI

COPD Discharge bundle  Usual care Risk Ratio

Study or Subgroup Events Total Events Total Weight IV, Random, 95% ClI
Lainscak 2013 37 118 60 135 41.4% 0.71(0.51, 0.98)
Casas 2006 15 65 26 90 14.6%  0.80(0.46, 1.38]
Jennings 2015 18 93 18 79 13.1%  0.85(0.48, 1.52]
Abad-Corpa 2013 24 56 40 87 30.8% 0.93(0.64, 1.36]
Total (95% CI) 332 391 100.0% 0.80 [0.65, 0.99]
Total events 94 144

Heterogeneity: Tau®’ = 0.00; Chi’ = 1.23,df = 3 (P = 0.74); I’ = 0%
Test for overall effect: Z = 2.05 (P = 0.04)

¢

0.01

0.1

1 10 100

Favours COPD Disch Bundle Favours Usual Care

Figure 2  Effectiveness of discharge care bundles on hospital re-admissions for patients with an exacerbation of COPD (randomised controlled trial

data only).

Ospina MB, et al. Thorax 2017,;72:31-39.




KHUYEN CAO THEO DOI SAU XUAT VIEN
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SAU XUAT VIEN 1 - 4 TUAN

< Danh gia liéu phap diéu tri duy tri (cAn nhac liéu phap chira ICS)

< Danh gia lai ky thuat sir dung cac dung cu phan phdi thuéc dudng hit.

< Danh gia lai nhu cau diéu tri oxy dai han.

< Kha ndng thuc hién hoat dong thé luc va xem xét dua vao chuong trinh PHCN.
< Danh gia diém CAT hodc mMRC.

< Xac dinh tinh trang cac bénh dong mac.

SAU XUAT VIEN 12 - 16 TUAN
< Tuong tu nhu 1-4 tuan, danh gia thém CNHH
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HUONG DAN CHAN POAN VA PIEU TRI

BENH PHOI TAC NGHEN MAN TiNH
(Ban hanh kém theo Quyét dinh s62167/QD-BYT
ngay 04 thang 7 nam 2023 ciia Bg truong Bg Y té)

Ha Noi, 2023

SAU POT CAP

Sau dot cap BPTNMT

'

Tidn Chuwa diéu tri duy tri
sur dot
cap T
: Nhoéom D
>2 dot Nhéom C ;
cap hoa_“(l)c : LAMA hoac
Hodc >1 : LABA/LAM
dot cap LAMA NS
nhap vién . ICS/LABA**
) Nhém A : Nhém B
0 hoac’ 1 :
?&gﬁg Thudc gian LLABA hoac
phai nhap phé quan LAMA
vién) ;
mMRC 0-1 mMRC >2
CAT <10 CAT =10
*CAT >20 Triéu chirng
** BCAT =300
TB/mcL

l

LUU PO HUONG DAN PIEU TRI DUY TRI COPD

Pa diéu tri duy tri .BCAT
>3007B/uL
. BCAT
] LABA hOéC EIOOTB/IuL va
: >2 dot cap
LAMA trung binh/ 1
dot cép nhap
vién
ek sk
T.ABA/LAMA |« ICS/LABA
BCAT
>100TB/
ulL
ICS/LABA/LAMA
BCAT < >
100TB/uL
Roflumilast Azithromycin
FEV; <50% BN tung hut
& viem phé quan thuoc

Tai kham hang thang?

e

**% Cgn nhic gidm bdc néu
viém phoi hodc kém dap
wng voi ICS




H0| nghl thwong nién 2023

> 2 dot cap trung
binh Hoac
> 1 dot cap nhap
vién

N

0 hoac 1 dot cap
trung binh
( Khéng nhap vién)

KHO’I PAU BIEU TRI COPD
TN THEO PHAN NHOM ABE (GOLD 2023)

NHOM E

LABA + LAMA

Xem xét LABA + LAMA + ICS néu Eos = 300

J

NHOM A

Mot thudc DPQ

J

mMRC 0-1, CAT < 10

J

NHOM B

LABA + LAMA

© 2023 GLOBAL INITIATIVE FOR CHRONIC OBSTRUCTIVE LUNG DISIEAE
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KHO THO'

LABA hoac LAMA J

!

LABA + LAMA

. Xem xét chuyén ddi dung cu hit hoc phan
ttr thude
. Ap dung hoéc tang bac cac diéu tri khong
dung thudc
. Khdo sat va diéu tri cac nguyén nhan khac
gay kho thé

4

© 2023 GLOBAL INITIATIVE FOR CHRONIC OBSTRUCTIVE LUNG DISEASE

PIEU TRI TIEP NOI (GOLD 2023)

POT CAP

LABA hoac LAMA
Néu Eos )

mau < 300 I

Néu Eos
a 300
LABA + LAMA* mI

Néu Eos
Neu Eos
mau < 100 mau 2 100

L ) LABA+LAMA+ |cs*

X
[ 1

Roflumilast J Azithromycin

FEV1<50% & VPQM Thich hop v6i nhitng nguoi

hat thube 14 trude do
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YEU TO CAN NHAC KHOT PAU PIEU TRI
VOT LIEU PHAP CHUA ICS

Tién sy dot kich phat COPD nhap vién#
2 2 dot kich phat COPD trung binh/nam#

Eosinophilmau 2300 TB/pL

Tien s, hoac dong mac Hen

1 dot kich phat COPD trung binh/nam#
Eosinophilmau 100 dén < 300 TB/pL

Bién cé viém phéi lap lai
Eosinophilmau < 100 TB/uL

Tién s nhiém khuan mycobacterial

*despite appropriate long-acting bronchodilator maintenance thera see Table 3.4 and Figure 4.3 for recommendations):
p pprop g g Py g

*note that blood eosinophils should be seen as a continuum; quoted values represent approximate cut-points; eosinophil
counts are likely to fluctuate.

Adapted from & reproduced with permission of the © ERS 2019: European Respiratory Journal 52 (6) 1801219; DOI:
10.1183/13993003.01219-2018 Published 13 December 2018

© 2023 Global Strategy for Diagnosis, Management and Pre

L
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LUA CHON THUOC DUA VAO TRIEU CHUNG &&
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Hoi nghi thwéng nién 2023

1. Bénh nhan dap trng tot véi thuoc kh&i dau nén tiép tuc duy tri

2. Néu chwa:

« Kiém tra sw tuan thad, ky thuat hit va b&nh déng mac

« Xem xét cac dac diém chinh c6 thé diéu tri @& danh dung muc tiéu (kho thd hodc dot cap)

o Néu can diéu tri ca dot cap va khé théd > Di theo con duwdng dot cap

P&t bénh nhan vao buwdc twong tng véi diéu tri hién tai & tuan theo chi dinh
 DPanh gia dap wng, diéu chinh va kiém tra lai
« Nhirng hwéng dan nay khéng phu thudc vao viéc danh gia ABE khi chan doan




BANG CHUNG GIAM TI LE TU VONG
NHO CAC LIEU PHAP PIEU TRI
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Hoi nghi thwéng nién 2023
Liéu phéap RCT* Hiéu qua giam tr vong DPic diém bénh nhan

Liéu phap dung thudc

LABA+LAMA+ICS? Yes Triple compared to dual LABD relative risk Symptomatic people with a
reduction: history of frequent and/or
IMPACT HR 0.72 (95% CI: 0.53, 0.99) severe exacerbations
ETHOS HR 0.51 (95% CI: 0.33, 0.80)

Liéu phap khéng dung thubc

Smoking (Sm) Yes 8.83/1000 person-years (Sm cessation) vs Asymptomatic or mildly

Cessation? 10.38/1000 person-years (UC) (p = 0.03) symptomatic

Pulmonary Yes After early PR: RR0.58 (95% Cl 0.35, 0.98) and at Hospitalized for exacerbations

Rehabilitation the longest follow-up RR 0.55 (95% CI1 0.12, 2.57) of COPD (during or < 4 weeks

(PR)3? post d/c)

L TOT Yes NOTT, = 19 hours of continuous oxygen vs < 13 PaO, <55 or < 60 mmHg with
hours: 50% reduction MRC, = 15 hours vs no cor pulmonale or secondary
oxygen: 50% reduction polycythemia

NPPV?® Yes 12% in NPPV (high IPAP level) and 33% in Stable COPD with marked
control (HR 0.24; 95% CI1 0.11, 0.49) hypercapnia /

LVRS® Yes 0.07 deaths/person-year (LVRS) vs 0.15 deaths/ Upper lobe emphysema and
person-year (UC) RR for death 0.47 (p = 0.005) low exercise capacity

© 2023 Global Strategy for Diagnosis, Management and Preveaiion of COP



§ ?’e;o
/@

MIEN DICH LAM SANG
(CMC Society of Asthma, Allergy Clinical Im! ology

Hi ty of Asthma, Allergy and Cli munology
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TIEP CAN BENH NHAN DANG SU DUNG ICS + LABA

Trwong hop 1 Trwong hop 2

- Dang kiém soat tot triéu chirng va - Tiép tuc gap dot cap
dot cap

Tiép tuc diéu tri voi
ICS + LABA ICS + LABA + LAMA

© 2023 Global Strategy for Diagnosis, Management and Prevention.g



_ CAC BIEM CHINH A
woewse  KHI DIEU TRI LIEU PHAP KHANG VIEM Gas

HCMC Society of Asthma, Allergy and Clinical Immunolog
Hoi nghi thwéng nién 2023

Bang 4.7

Diéu tri Pon tri ICS kéo dai khéng dwoc khuyén cao (Chirng cir A)
Phoi hop ICS + LABA + LAMA dwoc chirng minh hiéu qua hon ICS + LABA
va do d6 dwoc wu tién lwa chon hon. Phdi hop nay coé thé 1a trong 1 dung cu

hoac nhiéu dung cu.

«  Néu bé&nh nhan co6 cac dac diém hen, diéu tri luén luébn nén bao gdm ICS




@ RUT ICS &' BENH NHAN PANG DUNG
MIEN DICH LAN SANG ICS/LABA/LAMA ON DINH?

HCMC & ty of Asthma, Allergy and Clinical Immunology
Hoi nghi thwéng nién 2023

«  GOLD khuyén céo tiép tuc duy tri liéu phap hién tai néu bé&nh nhan én dinh.
« Néu rit ICS trén bénh nhan cé eosinophil mau = 300 TB/uL thi BN c6 thé

vao dot cap va suy gidm chirc nang ho hap.

© 2022, 2023 Global Initiative for Chronic Obstructive Lung Disease
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LIEU CO THE RUT ICS O' BN COPD
DANG DUNG BO 3?
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Hoi nghi thwéng nién 2023 NGH'EN CU’U WISDOM
c o » O > O >
@ 0 6 12 18 52
0 \ \ \ // \
(&) 4 '
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£ i |
- — :t 1
\ '20 7 ICS
S I 1
o
5
¢ .
L
- Fluticasone propionate dose: 1
o 90 ' Rut ICS
ke O Reduced to 250ug BID "
% (O Reduced to 100pg BID
_80 J
I-E O Reduced to Opg (placebo) *40<0.01; **p<0.0001 vs ICS

- R0t ICS & BN COPD dang dung bé 3 c6 lién quan dén suy giam chirc nang hoé hap

==———__

Magnussen et al. N Engl J Med 2014,371.:1285-94 == -
Waltz et al.Lancet Respir Med. 2016 May;4(5).23d8%== — —u
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Hoi nghi thwéng nién 2023

Tong sd bénh nhan = 2485
RUt ICS tang nguy ca dgt cap khi bénh nhan co tién can =2 dot cap va BCAT/mau tang

K -
K -
1 dot cap/nam >2 dot cap/nam o
- Hésotilé
Hé sé ti l& Tong (n=841) O 1.07
Tdng (n=1454) H:I-l 1.14 Bach cau ai toan trong mau
Bach cau ai toan trong mau : <150/l (n=403) : 1.02
<150/pL (n=664) —o— 1.11 2150/uL (n=421) : 1.19
>150/uL (n=750) |--—| 1.22 <300/L (n=669) : 0.99
<300/pL (n=1121) HH 1.11 2300/uL (n=155) |_|_| 1.75
2300/pL (n=293) — 1.45 <400/pL (n=738) o 1.00
<400/pL (n=1253) ko 1.16 2400/uL (n=86) P ————— 296
2400/pL (n=161) —t—— 1.25 —a—
: <150/pL (n=403) : 1.02
2150/uL to <300/uL (n=266) ,_,_, 0.99
2300/uL to <400/uL (n=69) g ] 1.05

2400/pL (n=86)

1 l 1 L]
0.5 1 2 4 8

4= RUt ICS t6t hon  Duy tri ICSm)

Calverley et al. Am J Respir Crit Care Med 2017; 196:1219-21




/ﬁ LIEU PHAP CHUA ICS GIAM POT CAP
TOT HON LIEU PHAP CHI SU DUNG THUGC
pomae, GIAN PHE QUAN O’ BENH NHAN CO EOS CAO

2.5 .
FORM 4.5 ug N=4528 K > ~ 2
BUD/FORM 160/4.5 g Rat ung ho ICS

2.0 Tién st dot cAp nhap vién*
= > 2 dot cap trung binh /nam *

7 — Eosinophil mau >300 TB/uL

Lo Tién s, hodc dong mac Hen

S6 PKP/BN/nam

0.5

Ung ho ICS 2
2 1 BKP/nam trwoc*
0 0.2 0.4 0.6 0.8 Eosinophil mau 100- 300 TB/uL

T I 0.3 I I I

Eosinophil/mau (x10° té bao/L)

1. Bafadhel M et al. Lancet Respir Med. 2018;6:117-126; 2. Global Initiative for Chronic Obstructive Lung Di casey-Update .



/%C" MOI LIEN HE GIUA EOSINOPHIL MAU
MIEN DICH LAM SANG VA SU DAP UNG VOT ICS

) y of Asthma, Allergy and Clinical Immunology
Hoi nghi thwong nién 2023

Low Intermediate High
response response response

>2 exacerbations

1 exacerbation

ICS response

Blood eosinophils




X ~ _PHANTICHGOP ,
HIEU QUA GIAM POT CAP CUA CAC LIEU PHAP
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Hoi nghi thwong nién 2023

Treatment Comparison 0Odds Ratio (95%CI)

TIOT/BUDE/FORM vs Placebo * 0.23 (0.14,0.40)
INDA/GLYC vs Placebo —— 0.48 (0.36,0.64)
VILA/FLUT vs Placebo ' ¢ 0.57 (0.18,1.75)
TIOT/FLUT/SALM vs Placebo L * . 0.58 (0.35,0.96)
FORM/BUDE vs Placebo —— 0.64 (0.45,0.91)
TIOT vs Placebo —— 0.65 (0.53,0.79)
SALM/FLUT vs Placebo —— 0.67 (0.53,0.85)
TIOT/SALM vs Placebo ¢ 0.71 (0.43,1.18)
FORM/BECLO vs Placebo . * . 0.73 (0.45,1.19)
BUDE vs Placebo — 0.75 (0.51,1.10)
VILA vs Placebo ' * ' 0.75 (0.24,2.36)
GLYC vs Placebo ——¥ 0.77 (0.57,1.03)
INDAC vs Placebo ——] 0.78 (0.61,1.00)
SALM vs Placebo —— 0.79 (0.64,0.97)
FLUT vs Placebo ¢ 0.80 (0.49,1.31)
FORM vs Placebo ——1 0.84 (0.60,1.18)

I | | |
a 3 1.1:2 2.5

< Diéu trj tét hon

Gia duoc tét hon stter—>

—



MIEN DICH LAM SANG

HCMC Society of Asthma, Allergy and Clinical Immunology

Hoi nghi thwéng nién 2023

ICS & NGUY CO
VIEM PHOI

Inhaled Corticosteroids and the
Pneumonia Risk in Patients With
Chronic Obstructive Pulmonary
Disease: A Meta-analysis of
Randomized Controlled Trials

Front. Pharmacol. 12:691621.
doi: 10.3389/fphar.2021.691621

ICSs Control Peto Odds Ratio Peto Odds Ratio
Study or Subgroup Events Total Events Total Weight Peto. Fixed. 95% ClI Peto. Fixed, 95% Cl
Fluticasone
Aaron 2007 1 145 1 304 0.3% 2.25[0.12, 43.76]
Ferguson 2008 19 3% 10 388 51% 1.87[0.89, 3.93] E
Wedzicha 2008 41 658 19 665 10.5% 2.18[1.30, 3.66] -
Dransfield 2013 72 2437 8 818 10.8% 2.28[1.37, 3.80] NSRS
Vogelmeier 2013 2 264 0 258 04% 7.25[0.45, 116.25] >
Betsuyaku 2018 4 204 0 201 0.7% 7.39[1.03, 52.85]
Lipson 2018 336 8285 54 2070 44.0% 1.49[1.16, 1.92] L1
Subtotal (95% Cl) 12387 4704 71.8% 1.75 [1.44, 2.14] ¢
Total events 475 92
Heterogeneity: Chi? = 6.39, df =6 (P = 0.38); I? = 6%
Test for overall effect: Z = 5.55 (P < 0.00001)
Budesonide
Burge 2000 16 370 8 368 4.3% 1.98 [0.88, 4.46] =
Tashkin 2008 8 1120 2 584 1.6% 1.89 [0.51, 7.00] ]
Sharafkhaneh 2012 17 815 7 403 3.8% 1.20 [0.51, 2.83] -1
Ferguson 2017 0 605 5 613 0.9% 0.14[0.02, 0.79] ey
Ferguson 2018 (1) 12 1717 6 644 26% 0.74 [0.26, 2.08] i
Kerwin 2019 2 282 4 174 1.0% 0.29 [0.06, 1.54] N N
Subtotal (95% CI) 4909 2786 14.3% 1.06 [0.68, 1.65] S 2
Total events 55 32
Heterogeneity: Chi=11.11, df =5 (P = 0.05); 1> = 55%
Test for overall effect: Z = 0.24 (P = 0.81)
Beclomethasone dipropionate
Vestbo 2017 30 1614 14 1076 7.6% 1.411[0.77, 2.60] =
Papi 2018 18 764 17 768 6.3% 1.07 [0.55, 2.08] N
Subtotal (95% CI) 2378 1844 13.9% 1.24[0.79, 1.95] <>
Total events 48 31
Heterogeneity: Chiz = 0.37, df = 1 (P = 0.54); I = 0%
Test for overall effect: Z = 0.95 (P = 0.34)
Total (95% Cl) 19674 9334 100.0% 1.55[1.31, 1.84] ¢
Total events 578 155
Heterogeneity: Chiz = 23.13, df = 14 (P = 0.06); I> = 39% ’0_0 ] 0 ) ; 1=0 ) 00’

Test for overall effect: Z = 5.15 (P < 0.00001)
Test for subaroup differences: Chi? = 5.26. df = 2 (P = 0.07). I? = 61.9%

Favours ICSs Favours Control

e




NGUY CO VIEM PHOI POC LAP SU DUNG ICS

ALCOHOLISM AIRWAY MICROBIOME |AECOPD | AGE

MIEN DICH LAM SANG

HCMC Society of Asthma, Allergy and Clinical Immunology

Hoi nghi thwong nién 2023

ANTIBIOTICS RESISTENCE

ASTHMA |( BODY MASS INDEX

ASPIRATION

STROKE CANCER
CHRONIC HEART DISEASE

BRONCHIESTASIA

S \ COPD } COVID-19
DIABETES | GERD ke
T— obh IMMUNODEFICIENCY
INVASIVE SURGERIES EMPHYSEMA
PNEUMONIA
NLR ICS USE HOSPITALIZATION
PNEUMONIA PREVIOUSLY RRAUNGOERCENEY
POPULATION CHARACTERISTICS P
POVERTY RACE MULTIPLE RISK FACTORS
sinusiTis | [ SEX NEURO DEGENERATIVE CONDITIONS
OTHER MEDICATIONS
s1p || STUDY DESIGN |pTB PERIODONTAL DISEASES
SMOKING UNDERTREATMENT OF COPD

POOR UPTAKE OF VACCINATION

VITAMIN D DEFICIENCY




MIEN DICH LAM SANG

HCMC Society of Asthma, Allergy and Clinical Immunology

Héi nghi thwerng nién 2023

CHU TRINH QUAN LY COPD

Chan doan

. Triéu chtrng
.Cac YTNC
. HHK
e > Piéu chinh
Xem lai
. Triéu chirng - Ditu tr} thubc ,
Dot cép . Diéu tri khéng dung thudc
. Tinh trang hat thuée )
. Tiép xtc cac YTNC khac <
. Ky thuat hit va tuan thu

. Hoat dong thé Iyc va thé duc
. Nhu cau PHCN phdi
. Cac ky nang ty dieu tri

+ Tap thd
+ ké hoach hanh déng

. Nhu céu oxy, NIV, gidm thé tich
. Tiém vaccin

. Diéu trj bénh déng mac

. HHK (it nhat hang nam)

. Diéu trj bénh ddng mJéc

A

Panh gia ban dau

. FEV1 - GOLD 1-4 Phan
. Triéu chirng (CAT hodc mMRC) ]. nhém
. Tién str dot cap

. Tinh trang hut thuéc

. Alpha1 antitrypsin

. Bénh déng mac

ABE

Diéu tri khéi dau

. Nguwng hat thudc 14

. Tiém vaccin

. L6i séng tich cwe va tap thé duc
. Khéi dau diéu trj thube

. Gido duc tw diéu tri

+ Diéu tri YTNC

+ Ky thuat hit

+ Tap tho

+ K& hoach hanh dong

© 2023 GLOBAL INITIATIVE FOR CHRGN




PHCNHH SAU XUAT VIEN GIAM TAI NHAP VIEN

MIEN DICH LAM SANG

HCMC Society of Asthma, Allergy and Clinical Immunology

Hoi nghi thwéng nién 2023

Figure 3. Forest plot of comparison: 1 Rehabilitation versus control, outcome: 1.1 Hospital readmission (to end of
follow-up).

Pulmonary rehab Comntrol Odds Ratio Odds Ratio Risk of Bias
Study or Subgroup BEvents Total Bvemnts Total Weight M-H, Random, 95% CI M-H, Random, 95% CI A B CDEF
Behnke 2000 3 14 9 12 8.8% 0.09 [0.01, 0.56] R T T
Eaton 2004 11 47 15 50 14.8% 0.71 [0.29, 1.77] —=r =a@rass
Greening 2014 108 160 g4 151 17.8% 1.41 [0.90, 2.21] 1= L I B 1 1 J
Ko 2011 16 30 13 30 14.0% 1.49[0.54, 4.14] —1— L I B 1 B
Ko 2016 44 a0 E3 90 16.8% 0.41 [0.22, 0.76] —-— L 1 B 1 B
Man 2004 7 20 12 71 9.5% 0.08 [0.02, 0.45] — L L1 I B
Murphy 2005 7 13 5 13 BA% 0.29 [0.04, 1.90] N T 9@
Seyrmour 2010 2 30 10 30 9.9% 014 [0.03, 0.72] —_— ol Bl
Total (95% CI) 413 397 100.0% 0.44 [0.21, 0.91] -
Total events 188 211
Heterogeneity, Tau®= 0.74; Chi®= 29.20, df= 7 (P = 0.0001); F= 77% e o " e

Test for overall effect: £= 220 (P =0.02

Favours rehabhilitation Favours control

Risk of bias legend

(A) Random sequence generation (selection bhias)

B Allocation concealment (selection bhias)

(C) Blinding (performance hias and detection bias): Hospital admission
M) Incomplete outcome data (attrition hias)

(E) Selective reparting (reporting bhias)

(F) Other bias
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Table 3. Logistic Models for Chronic Obstructive Pulmonary Disease Hospitalization at Each Time Point

Odds Ratio for COPD Hospitalization in

Intervention Arm Compared with P Value for a Difference Between

Time Point Control Arm 95% Confidence Interval the Intervention and Control Arms
1 mo 0.092 0.011-0.769 0.0276
3 mo 0.371 0.150-0.916 0.0315
6 mo 0.430 0.196-0.940 0.0344
12 mo 0.600 0.300-1.203 0.1502

Definition of abbreviation: COPD = chronic obstructive pulmonary disease.
Models were adjusted for age, lung function (FEV4), level of breathlessness (modified Medical Research Council dyspnea scale), and the number of
hospitalizations in the year before baseline.
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Visit 1
Selection and Enrolment

7 days

All inpatients

U

DURING HOSPITALIZATION:

- Informed consent form

- Demographical data

- Respiratory medical history

- Tobacco use

- Charlson index

- Physical activity before current hospitalization
(YALE survey)

AT DISCHARGE:
- Pedometer (subject-blinded) and accelerometer
beginning of recording

CAI THIEN HOAT PONG THE LUC

Steps/day
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W Intervention group

T~ @ Control group

Adjusted difference* in steps
at 12 weeks (mean [95% CI]):
2093 (376-4012), p = 0.018

Baseline

Respirology. 2023,;28:357-

12 weeks

Visit 4
Final evaluation
Intervention group
Physical activity promotion
7 days

Control group
Usual care

'Y/

ALL PATIENTS:

- Accelerometer collection
slivery - mMRC dyspnoea
- COPD Assessment Test
- Post-bronchodilator forced

spirometry

- Quadriceps force
- 6MWD

INTERVENTION GROUP:
- Pedometer collection
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Patients’ needs, values, and
expectations

Supporting self-
management & COPD

action plans Lack of opportunity to
discuss the reason for
medication change with Patients’ understanding of
\ General practice experience / \ specialists / \ the disease /
1. GP perceptions and knowledge 2. Pharmacological management 3. Consultation time

TAC DONG

CHAM SOC
4. Communication between HCPs 5. Access to other health services 6. Patient compliance

BN COPD
SAU .BQ*T CA'P / Timely discharge summaries \ / Limited availability \ / Health literacy \

Patients’ needs, values,
and expectations

CAC YE’U T6 f GP comprehensive care %

Contentin discharge

summaries Long waiting period

Lack of collaboration among Less priority given to GP

HCPs referrals in public sector L L S E T U e

Lack of personalised patient

\ feedback / \ Costinvolved in private sector / \ Continuity of care /

Factors I:l GP related I:] Health service related : Patient related
BrJ Gen Pract 2023 impact [ | Positive Mixed [ ] Negative
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< Dot cap, dac biét la dgt cap nhap vién mang lai nhiéu ganh nang cho bénh nhan
COPD.

% Quén ly diéu tri COPD ngay sau xuat vién vi dgt cap la muc tiéu quan trong
nham ngan ngua dcot cap ke tiép.

% BO y t€ 2023 va GOLD 2023 hudng dan theo ddi, quan ly, diéu chinh diéu tri
bénh nhan COPD sau dot cap

< Can nhac lua chon phac d6 co chira ICS cho cac bénh nhan COPD sau xudt vién
vi dot cap, dua trén nhiéu yéu to (dgt cap, BCAT, hiéu qua va tac dung phu).

< Cac diéu tri khong dung thudc sau xuat vién ciing dugc ap dung va da ching
minh giam tai nhap vién. -

—
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