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Ganh nang y té cta viém phoi cdng dong
(VPCD) va hau qua cua diéu tri khang sinh
khong thich hop

= V!DCE): la mot trong nhirng nguyén nhan gay tir vong hang
dau va ganh nang kinh té trén thé gioi

= C4c nghién clru gan day cho thay ty 1& t& vong chung cla
VPCD twr 8-15%

" Theo cac bao céo clia WHO, chi 70% sb bénh nhan VPCD &
cac nwoc dang phat trien duwoc diéu tri khang sinh thich hop

= Diéu tri khang sinh khong thich hop 1a yéu t6 nguy co’ cao
nhat va lam gia tang 4 Ian ti 1€ t& vong bénh vién




S. pneumoniae
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Két qua vi sinh 160 bn
sang

Két qua vi sinh theo phan nhém

phan tich hiéu qua lam

Vi khuén gay bénh cong déng don ddc 26 20.6

Vi khuén gay bénh bénh vién don déc 3 2.3

Virus gay bénh don déc 4 3.1

Vi khuén gay bénh cong déng két hop vi khuén gay bénh 44 34.4

cdng dong

Vi khuén gay bénh bénh vién két hop vi khuan gay bénh 18 14.1

cdng déng

Vi khuén gay bénh cong ddng két hop virus 15 11.7

Vi khuén gay bénh cong déng két hop vi khudn gay bénh 6 4.7

bénh vién va virus

Am tinh 12 9.4
Téng 128 100.0




Tac nhan vi sinh CAP out-patient

; Real-time PCR vs nuoi cay (tac nhan cay
MIEN DICH LAM s C'ILI'QC)
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65.95

63.79
m PCR
m Cay
SP  S. pneumoniae Eaero E. aerogenes
HI H. influenzae Eco E. coli
MC M. catarrhalis Eclo E. cloacae

GAS Streptococci Group A Eagg E. agglomerans
GBS Streptococci Group B Pmira P. mirabilis

Hib  H. influenzae type b PSA P. aeruginosa
SAU S. aureus PS? Pseudomonas sp.
SE S. edipermidis AB  A. baumannii
Efecl E. faecalis Fungi

9.48




Tac nhan vi sinh CAP out-patient
Real-time PCR (tac nhan khong cay dudc)
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Ty 1&€ mau [+] do virus: 27.2%

Ty Ié mau [+] do VKKDPH: 10.8%

MYy Mycoplasma

MP M. pneumoniae

BP B. pertussis

FIuA  Fluenzavirus A

FluB  Fluenzavirus B

Paral Parainfluenza 1

Para?2 Parainfluenza 3
Rhinovirus

Human Metapneumovirus
Respiratory Syncytialvirus
AdendSrus

11.21
1.72

4.31
1.2 1.29
s l s B

MY MP BP FIuA FluB Para1 Para3 Rhino RSV hMPV Adeno




Tuong tac gay bénh Virus - Vi khuan
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- Phat tan biofilm Virus cum A S.pneumoniae

Adenovirus
- Tang trinh dién thu thé bé mat Virus cum A S.pneumoniae
Parainfluenzae virus H.influenzae

Respiratory syncytial virus
- K&t ndi truc tiép virus-vi khuan Respiratory syncytial virus S.pneumoniae

- Lam t8n thwong cau tric chirc S.pneumoniae
nang biéu moé S.aureus

- Giam dong hoc I6ng chuyén Virus cim A S.pneumoniae
- Tiét neuramindase Virus cim A S.pneumoniae

S.pneumoniae

Respiratory syncytial virus

- Giam dap rng bach cau Virus caim A
S.aureus
- Gidm dap rng dai thuc bao phé . i
p g €3 ; P Virus cam A S.aureus
nang
S.aureus
o .. . Virus cum A H.influenzae
- Giam chirc nang BC do'n nhan . L. . Kyu Han Lee, Aubree
Respiratory syncytial virus M.catarrhalis Gordon and Betsy
S.pneumoniae Foxman.The role of
respiratory viruses in the
- Giam tép trung té bao diét (killer . ; etiology of bacterial
cell) Virus cim A S.aureus pneumonia: An ecological
perspective. Evolution,
- Gia tang chat trung gian héa hoc . . Medicine, and Public
Human metapneumovirus S.pneumoniae Health [2016] pp. 95-109

va lam ton thwong mé




MIEN DICH

wmans HONG mac virus — VK c6 tién lugng ndng
~ trong Viem phoi cong dong

Clinical impact of combined viral and bacterial infection in patients Pneumonia severity index -

with community-acquired pneumonia PSI (chi s6 danh gia d6 ning
VP) dung dy doan ty lé tl

NICLAS JOHANSSON! 2, MATS KALIN"2 & JONAS HEDLUND!?2 vong trong 30 ngay nhap vién.
Nhédm I —1ll : T vong <1%

From the ' Karolinska Institutet, Department of Medicine, Solna, Infectious Diseases Unit, Karolinska University Hospital, and , » 9
2Department of Infectious Diseases, Karolinska University Hospital Solna, Stockholm, Sweden N hom IV:Tw vong 10%

Nhém V : T&r vong 30%.

Abstract

Background: New methods for identifying respiratory pathogens have led to several reports of a high yield of mixed infec- P A O
tions in patients with community-acquired pneumonia (CAP). The clinical impact of these findings has, however, not been B N VPCB dong mac
fully evaluated. We aimed to compare patients with a pure bacterial etiology with those with findings of both bacteria and - , - A?
virus regarding severity of illness and length of hospital stay. Methods: Adults with CAP admitted to Karolinska University Vl rus — VK CO d iem
Hospital were studied prospectively (N = 184). Microbiological methods included cultures from blood, sputum and

nasopharyngeal secretions; sputum samples analyzed with quantitative real-time polymerase chain reaction for Streptococ- PSI n hém IV Vé V
cus pneumoniae, Haemophilus influenzae, and Moraxella catarrhalis; nasopharyngeal specimens analyzed with polymerase
chain reaction and serology for Mycoplasma pneumoniae, Chlamydophila pneumoniae and viruses common in the respira- s rA

tory tract; and urine antigen assays for detecting pneumococcal and Legionella pneumophila antigens. The pneumonia CaO ga E 5 Ian SO
severity index (PSI) was used to assess the severity of illness. Results: The likelihood of getting a score corresponding to Zym - N

PSI classes IV or V was higher in patients with findings of both bacteria and virus than in those with a bacterial pathogen va I N h Iem VK d d 1]
alone (odds ratio 4.98, 95% confidence interval 2.09-11.89; p < 0.001). The median length of hospital stay was 7 days “A

among patients with mixed infections and 4 days among those with a bacterial etiology alone (p = 0.018). Conclusions: thu an

Patients infected with a virus and a bacterial pathogen more often develop severe CAP and have a longer hospitalization

than those with a bacterial etiology alone.

Scandinavian Journal of Infectious Diseases, 2011; 43: 609-615




HOi nahi thubna nién 2023

bong mac Virus va VK Khong
dién hinh trong NKHH cap

NC trén 1193 BN VPCD
nhap vién

VK khéng dién hinh chiém
28,6%.

VK khéng dién hinh két
hgp virus chiém 30,6%

VK khong dién hinh
thu’dng gay benh trén
ngerl cao tudi va thudng
gay bénh nang, tién luong
kém

Respirology (2009) 14, 1098-1105

Role of ‘atypical pathogens’ among adult hospitalized patients
with community-acquired pneumonia

GRACE LUI' MARGARET IP, NELSON LEE," TIMOTHY H. RAINER,® SHIN Y. MAMN,* CLIVE S. COCKRAM,'
GREGORY E. ANTOMIO,* MARGARET H.L. NG, MICHAEL H.M. CHAMN ® SHIRLEY S.L. CHAL ?
PaULIMA MAK,? PAUL K.S. CHAN,® ANIL T. AHUJA * JOSEPH LY. SUNG' AND DaviD S.C. HUI'

'Department of Medicine and Therapsutics, and *Department of Microbiology, and *Accident and Emergency
Medicine Academic Unit, and *Department of lagnostic Radiology and Organ Imaging, and *Department of
Anatomical and Cellular Pathology, and *Department of Chemical Pathology, Chinese University of
Hong Kong, Prince of Walss Hospital, Shatin, NT, Hong Kong

ABSTRACT

Background and objective: A.gpnts such as Myco-
prenmonise, ila prewmoniae and
pnenmophila are recognized as important
causes of community-acquired pneumonia (CAP)
worldwide. This study examined the role of these ‘atypi-
cal pathogens' (AP) among adult hospitalized patients
with CAR.
Msthods: A prospective, observational study of con-
secutive adult CAP (clinico-radiological diagnosis)
patients hospitalized during 2004-2005 was con-
ducted. Causal organisms were determined using cul-
tures, antigen testing and paired serology. Clinical/
laboratory/radiological variables and outcomes were
compared between different astiologies, and a clinical
prediction rule for AP was constructed.
Reswlts: There were 1193 patients studied (mean age
70.8 + 18.0 years, men 59.3%). Causal organisms were
identified in 468 (39.2%) patients: ‘bacterial’ (48.7%),
“viral' (26.9%), AP* (28.6%). The AP infections com-
prised Mycoplasma or Chlamydophila pneumoniae
(97.8%) and co-infection with bacteria/virus (30.6%).
The ma| of AP infections involved elderly patients
iﬂ\:'lig comorbidities (41.8%), and more than
one-third of patients were classified as ‘intermediate”
or 'high' risk CAP on presentation (pneumonia severity
index IV-V (35.1%); CURB-65 2-5 (42.5%)). Patients
with AP infections had disease severities and outcomes
similar to patients with CAP due to other organisms
[oxygen therapy 29.1% vs 29.8%; non-invasive ventila-
tion 3.7% vs 3.3%; admission to the intensive care unit
4.5% vs 2.7%; length of hospitalization 6 day vs 7 day;
30-day mort : 2.2% vs 6.0%; overall P> 0.05). Age
<65 years, fi e gender, fever =38.0°C, respiratory

SUMMARY AT A GLANCE

This study assessed the climdcal significance
and outcome of wmonige and
Chlamydophila pneumoniae infection in adults
hospitalized with community-acquired pneumo-
nia (CAP). A prediction rule based on clinical and
routine laboratory parameters could not rellably
distinguish the underlying aetlology or gulde
therapy In CAP patlents, so emplrical antiblotic
coverage for atypical pathogens should be con-
sidered in all patients hosplialized with CAE

rate <25/min, pulse rate <100/min, serum sodiom
»130 mmol/L, levcocyte count <11x 1091 and
Hhb = 11 gidL. were features associated with AP infec-
tion, but the derived prediction rule failed w reliably
discriminate CAP caused by AP from bacterial CAP
{area under the curve 0.75).

Conclusions: M. pneumoniae and C. pneumoniae as
single/co-pathogens are important causes of severe
pneumonia among older adults. No reliable clinical
indicators exist, so empirical antibiotic coverage for
hospitalized CAP patients may need to be considered.

Key words: Chlamydophila, Mycoplasma, outcome,
PREumonia, severity.
INTRODUCTION
Apents such as Mycoplasma pneumoniae, Chlamydo-

nhila weeromoniboe and Temlamella_smmeosmanhilas sreo
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and Chirical Immuncbgy

Vi khuan dong
mac Covid-19

« Déng mac Sars-CoV2 << Cim, RSV

’

« Phé bién S. pneumo

SARS-CoV-2

Stenotrophomonas spp. -
Serratia spp. 1
S. sanguinis -
S. salivarius -

S. anginosus
Pseudomonas spp.

Mycoplasma spp.
Moraxella spp.
Legionella spp.
ebsiella spp.
H. influenzae
Globicatella spp.
Enterococcus spp.
Enterobacter spp.
E. coli

Corynebacterium spp.
Citrobacter spp.

. C. perfringens
Beta-hemolytic Streptococcus
Alpha Streptococcus
Agrococcus spp.
Actinomyces spp.
Acinetobacter spp.

28% (n=13)
26% (n=12)

mac trén bn

Influenza

Stenotrophomonas spp. -
Serratia spp. 1 0% (n=1
S. sanguinis { 0% (n=1
S. salivarius{ 0% (n=1
S. pyogenes 3 4% (n=9)
S. pneumoniae
S. mutans 4 0% In=1i
S. aureus
S. anginosus { 0% (n=1)
Pseudomonas spp. ¥ 4% (n=9)
M Nellssena Spp.- 1 5
coplasma spp. 8 n=.
yMopl_'aer a sSE = g?}é (n=25)
LKe Eneia shh: ] 0% 1
ebsiella spp. n=
H. inﬂuenz%pe ,A 16% (n=33)
Globicatella spp. 1
Enterococcus spp.{ 0% (n=1
Enterobacter spp. 1 0%
E. coli4 0% (n=1

56% (n=117)
19% (n=39)

[

Corynebacterium spp. -
Citrobacter spp. 4

. C. perfringens
3eta—hemolytic Streptococcus 4 0% (n=1§
Alpha Streptococcus 1»‘2'6 (n=3)
Aerococcus spp. - 0% (n=1)

0% (n=1)

Actinomyces spp. 1
Acinetoggcter sgg 4

RSV

Stenotrophomonas spp. # 1% (n=1)
Serratia spp. q
. Sanguinis -
S. salivarius
S. pyogenes -
S. pneumoniae
S. mutans -
S. aureus === 7% (n=5)
S. anginosus -
Pseudomonas spp. #a 3% (n=2)
Neisseria spp. 8 1% (n=1)

Mycoplasma spp.
Moraxella spp. === 6% (n=4)

Legionella spp. 78 3% (n=!

Klebsiella spp. 18 3% (n=2
H. influenzae 12% (n=8)
Globicatella spp. q
nterococcus spp. 1
Enterobacter spp. 1
. E. coli#= 3% (n=2)
Corynebacterium spp. -
Citrobacter spp. 1
. C. perfringens
Beta—hemolytic Streptococcus
Alpha Streptococcus 8 3% (n=2)
COCCUS Spp. -

61% (n=42)

Actinomyces spp. -
Acinetolggcter sgg 1




Cap nhat dé khang khang sinh
trong viém phoicong dong de
chon lwra khang sinh hiéu qua
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S. Pneumoniae. 11 Asian Countries, 2010

é Proportion of Levofloxacin-Non-susceptible
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A A S. pneumoniae
e L Khang sinh d6 (N=68)

Hoi nghi thudna nién 2023

mES m] mR 80 81.54

69.23 70.77

Hoi Phéi VN - Nghién ctru EACRI, 2018

23.08

Clari Levo Moxi Ax/As Pn




A 4 H. influenzae

Hoi nahi thwong nién 2023

91.22

Clari Levo MoXxi Ax/As AX
Hoi Phoi VN - Nghién clru EACRI, 2018




A 4 K. pneumoniae
RSN IICELAN aNG Kh é ng Sinh d‘é‘, (N=2 2)
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18.2

13.6 13.6




Do nhay cam vé&i khang sinh cua S. pn?umoniae
PirJiéu so sanh SOAR 2016-2018 dwa trén diem gay cua CLSI

MO Seciety of Aetha, Allrgy and (

Hoi nahi thwdna nién 2023

ARGENTINAL 926 gg4 %0 . o 979 936 PHILIPPINESS 1000 1000 1000 1000 1000 . 944 1000 SINGAPORES 555 w2 100.0
|
(n=95) (n=17) (n=34) .
CHILE? e 0 P00 THO NHIKY® 75 w2 °*°
(n=73) . (n=179) I I
909 955 100.0 100.0

TUNISIA? na

P
m
Hiz
=<
>
~N
8
&
4
b

I 523 63.6
(n=44) I I

(n=79) | |

100.0 98.7 100.0

95.1 98.8 UKRAINE? 833 769

878
634

I 45

(n=82) I I

LEBANONS? 100.0 100.0 100.0 100.0 100.0

(n=21) I I I

MA-ROCZ %7 5 "0 4, s i
500

(n=19) I I I
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Khao sat dé nhay cam ctia S. pneumoniae (n=161) mau tai Viét Nam (
theo tiéu chuan diem gay CLSI
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- Can nhac KHONG Iwa chon nhom Cephalosporin 2, 3 (oral)

Sl & Macrolide trong diéu tri theo kinh nghiém nhiém khuan h6 hap w01 932

VIR - AMC can nhac lieu chuan hay lieu cao tuy vao MIC cua Phé cau

W - Quinolone thuéc nhom thuoc duw triv, Iru y tinh an toan khong ding cho tre em
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CLSI, Clinical and Laboratory Standards Institute; AMC, amoxicillin/clavulanic acid;
SXT, trimethoprim/sulfamethoxazole; 1V, intravenous.

The graph has been independently created by GSK from information in the publication.
These slides were not developed by GSK and’the external Speaker is responsible for any necessary third-party consents

Torumkuney D, et al. JAC 2020;75(Suppl 1):i19-i42.




Khao sat dé nhay cam cua Khao sat dé nhay cam cua H.
influenzae - mau tai Viét Nam ( theo tiéu chuan diem gay CLSI)
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[ Khéng nén dung Amox don thuan vi 67% HI sinh men beta- lactamase, can két
[ hop thém chat trc ché men beta lactamase nhw a. clavulanic
| AMC [a nhém khang sinh dworc khuyén cao vi ti Ié nhay cam véi Hl rat cao 95,5 %
g PC y y
| Bao dong Quinolone ting dé khang vé&i HI [én t&i 40%
Ie
I
L I I S - -l
Penicillins Cephalosporins Macrolides Quinolones  Other
CLSI, Clinical and Laboratory Standards Institute; AMC, amoxicillin/clavulanic acid,; Torumkuney D, et al. JAC 2020;75(Suppl 1):i19-i42.

SXT, trimethoprim/sulfamethoxazole.
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CAP NHAT DIEU TRI
VIEM PHOI CONG PONG ?




Piéu tri khdng sinh ban dau

* Diéu tri khang sinh ban dau khéng thich hop 2>
tang nguy co tir vong
*Diéu tri mudn
e Sai tdc nhan , khong bao phu nhirng tac nhan co
kha nang gay bénh , VK khang thuoc
* Khdng du liéu — thoi gian




MIEN DICH LAM SANG

s Pjay tri sém Viém phoi cho ngwdi cao tudi
trong dai dich COVID-19

Viral infections increase pneumococcal adherence to the local epithelium,
facilitating bacterial infection. Adhesion of Streptococcus pneumoniae to
epithelial cells, for example, is significantly enhanced by human coronavirus
HCoV-NL63 infection. Coronavirus causes inflammatory damage in the lungs,
preventing clearance of bacteria. Secondary bacterial infection worsens
prognosis. Most deaths in the influenza pandemics of 1918, 1957, and 1968
were caused by secondary bacterial infections. Concurrent bacterial
pneumonia was highlighted as a particular problem in elderly people in the 2003
SARS outbreak.

« Cd ché gay bénh do siéu vi lam ting kha ning gan két vi khuan vao biéu mo
dudng ho hap, cac dong Corona virus con lam ting ton thuong do viém va giam
kha nédng dié€t khuan tai phoi theo cac nghién ciru trudc day.

« HAu hét tir vong trong cac dai dich déu lién quan Viém phoi nhiém khuan thir
phat.

Centre for Evidence-Based Medicine, Nuffield Department of Primary Care Health Sciences, University of Oxford




Panh Gia Hiéu Qua Cua
Sw Tuan Thu Guideline IDSA/ATS

Ty |& tir vong thap hon néu tuan tha diéu tri theo
Guidelines cua IDSA/ATS (3% vs 10,6%)

Thei gian nam vién ngan hon (7,6 vs 10,4 ngay)

Bénh nhan duwoc diéu tri voi phac dd6 khang vi khuan
khdng dién hinh cé ty 1& t&r vong thap hon (p<0,05)

Dambrava PG et al, Eur Respir 2008, 32: 892-901
Arnold FV et al, AJCCM, 2007, 175: 1086-93
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- Bénh nhan Ngoai tru

Standard Regimen

No comorbidities or risk factors for MRSA  Amoxicillin or
or Pseudomonas aeruginosa* doxycycline or
macrolide (if local pneumococcal
resistance is <25%)"

With comorbidities* Combination therapy with
amoxicillin/clavulanate or cephalosporin
AND

macrolide or doxycycline§
OR

monotherapy with respiratory
fluoroquinolone

Definition of abbreviations: ER = extended release; MRSA = methicillin-resistant Staphylococcus
aureus.

*Risk factors include prior respiratory isolation of MRSA or P. aeruginosa or recent hospitalization
AND receipt of parenteral antibiotics (in the last 90 d).

TAmoxicillin 1 g three times daily, doxycycline 100 mg twice daily, azithromycin 500 mg on first day
then 250 mg daily, clarithromycin 500 mg twice daily, or clarithromycin ER 1,000 mg daily.
*Comorbidities include chronic heart, lung, liver, or renal disease; diabetes mellitus; alcoholism;
malignancy; or asplenia.

SAmoxicillin/clavulanate 500 mg/125 mg three times daily, amoxicillin/clavulanate 875 mg/125 mg
twice daily, 2,000 mg/125 mg twice daily, cefpodoxime 200 mg twice daily, or cefuroxime 500 mg
twice daily; AND azithromycin 500 mg on first day then 250 mg daily, clarithromycin 500 mg twice
dally clarithromycin ER 1,000 mg daily, or doxycycline 100 mg twice daily.

I evofloxacin 750 mg daily, moxifloxacin 400 mg daily, or gemifloxacin 320 mg daily.

Am J Respir Crit Care Med Vol 200, Iss 7, pp e45-e67, Oct 1, 2019




Cau héi 8: Loai khang sinh nao dwoc khuyén nghi dé diéu
tri theo kinh nghiém cua VPCD ngoai tru ¢ nguoi lon?

MIEN DICH LAM SANG

Hoi nahi thudna nién 2023

Khuyén cao:

1. P6i v&i ngwdi I&n ngoai trd khée manh khéng cé bénh di kém duoc liét ké
duéi day hodc cac yéu td nguy co ddi véi tac nhan khang khang sinh, ching toi

khuyén cao (Bang 3):

Amoxicillin 1 g, 3 1an mdi ngay (khuyén nghi manh mé, chat lwong bang

chirng vtra phai), hoac

Doxycycline 100 mg , hai 1an méi ngay (khuyén nghi cé diéu kién, chat

lwong bang chirng thap) hoac

Macrolide (azithromycin 500 mg vao ngay dau tién sau d6 250 mg mbi ngay hoac
clarithromycin 500 mg hai 1&n mdi ngay hoéc clarithromycin phéng thich cham
1.000 mg mdi ngay) chi trong cac ving c6 phé cau khang véi macrolide < 25%

(khuyén nghij cé diéu kién, chat lwong bang chirng vira phai).




Cau héi 8: Loai khang sinh nao dwoc khuyén nghi dé diéu
tri theo kinh nghiém cua VPCD ngoai tru ¢ nguoi lon?

CH LAM SANG

Hoi nahi thwona nién 2023

Khuyén céo:

2. D6i v&i ngwei Ién diéu tri ngoai tri c6 bénh kém theo nhw bénh tim, phéi, gan hodc than man
tinh; dai thao dwong; nghién rwou; bénh ac tinh; hodc cat lach , ching tdi khuyén (khong theo

th tw wu tién cu thé nao) (Bang 3):
Liéu phap két hop:

Amoxicillin / clavulanate 500 mg / 125 mg ba I&n mdi ngay, hodc amoxicillin / clavulanate 875 mg / 125
mg hai 1an mdi ngay, hoac 2.000 mg / 125 mg hai l&n méi ngay, hodc mét cephalosporin (cefpodoxime
200 mg hai lan méi ngay hodc cefuroxime 500 mg hai 1an méi ngay); VA macrolide (azithromycin 500
mg vao ngay dau tién sau d6 250 mg mdi ngay, clarithromycin [500 mg hai 1an mbi ngay ho&c dang
phong thich kéo dai 1.000 mg méi ngay]) (khuyén nghi manh mé, chat lwong bang chirng vira phai cho
diéu tri két hop), hodc doxycycline 100 mg hai 1an mdi ngay ( khuyén cao cé diéu kién, chat lwong

bang chirng thap cho diéu tri két hop);

HOAC Dorn trj liéu: Fluoroquinolone hé hap (levofloxacin 750 mg méi ngay, moxifloxacin 400 mg méi
ngay hodc gemifloxacin 320 mg méi ngay) (khuyén nghi manh mé, chat lwong bang chirng vira

phai).
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Table 4. Initial Treatment Strategies for Inpatients with Community-acquired Pneumonia by Level of Severity and Risk for Drug Resistance

Recent Hospitalization and Recent Hospitalization and
Parenteral Antibiotics and Parenteral Antibiotics and

Prior Respiratory Isolation Prior Respiratory Isolation of Locally Validated Risk Locally Validated Risk
Standard Regimen of MRSA Pseudomonas aeruginosa Factors for MRSA Factors for P. aeruginosa
Nonsevere inpatient B-Lactam + macrolide™ or Add MRSA coverage® and obtain Add coverage for P. aeruginosa! Obtain cultures but withhold Obtain cultures but initiate
pneumonia* respiratory fluroquinolone* cultures/nasal PCR to allow and obtain cultures to allow MRSA coverage unless coverage for P. aeruginosa only
deescalation or confirmation of  deescalation or confirmation of ~ culture results are positive. If if culture results are positive
need for continued therapy need for continued therapy rapid nasal PCR is available,

withhold additional empiric
therapy against MRSA if rapid
testing is negative or add
coverage if PCR is positive
and obtain cultures

Severe inpatient B-Lactam + macrolide™ or Add MRSA coverage® and obtain Add coverage for P. aeruginosa! Add MRSA coverage® and Add coverage for P. aeruginosa'
pneumonia* B-lactam + fluroquinolone* cultures/nasal PCR to allow and obtain cultures to allow obtain nasal PCR and and obtain cultures to allow
deescalation or confirmation of ~ deescalation or confirmation of ~ cultures to allow deescalation ~ deescalation or confirmation of
need for continued therapy need for continued therapy or confirmation of need for need for continued therapy

continued therapy

Definition of abbreviations: ATS = American Thoracic Society; CAP = community-acquired pneumonia; HAP = hospital-acquired pneumonia; IDSA = Infectious Diseases Society of America;
MRSA = methicillin-resistant Staphylococcus aureus; VAP = ventilator-associated pneumonia.

*As defined by 2007 ATS/IDSA CAP severity criteria guidelines (see Table 1).

TAmpicillin + sulbactam 1.5-3 g every 6 hours, cefotaxime 1-2 g every 8 hours, ceftriaxone 1-2 g daily, or ceftaroline 600 mg every 12 hours AND azithromycin 500 mg daily or clarithromycin
500 mg twice daily.

*Levofloxacin 750 mg daily or moxifloxacin 400 mg daily.

§Per the 2016 ATS/IDSA HAP/VAP guidelines: vancomycin (15 mg/kg every 12 h, adjust based on levels) or linezolid (600 mg every 12 h).

I'Per the 2016 ATS/IDSA HAP/VAP guidelines: piperacillin-tazobactam (4.5 g every 6 h), cefepime (2 g every 8 h), ceftazidime (2 g every 8 h), imipenem (500 mg every 6 h), meropenem
(1 g every 8 h), or aztreonam (2 g every 8 h). Does not include coverage for extended-spectrum B-lactamase-producing Enterobacteriaceae, which should be considered only on the
basis of patient or local microbiological data.

Am J Respir Crit Care Med Vol 200, Iss 7, pp e45-e67, Oct 1, 2019




Cau hoi 9: Trong diéu trj noi tru, nhirng ché dj
khang sinh nao dugc khuyen cao dé dieu tri theo
wese  Kinh nghiém VPCD ngum 16n ma khong c6 yéu to
e poyy cor d0i voi MRSA va P. aeruginosa?

Khuyén cao 9.1 : & ngui Ién VPCD khong ning khdng cé yéu té nguy co

MRSA hodc P. aeruginosa (xem Khuyén nghj 11), chung téi khuyén cac ché do
diéu tri theo kinh nghi@m sau day (khdng theo thlr tw wu tién) (Bang 4):

- Piéu tri két hop voi b-lactam (ampicillin + sulbactam 1,5 - 3 g méi

6 gio, cefotaxime 1-2 g mdi 8 gio, ceftriaxone 1-2 g moi ngay, hoac ceftaroline 600
mg mai 12 gi¢’) va mot macrolide (azithromycin 500 mg moi ngay hoac
clarithromycin 500 mg hai lan mdi ngay) (khuyén nghi manh mé, chat lwong cao
cua bang chitrng ), hoac la

- Porn tri liéu bang fluoroquinolone h6 hap (levofloxacin 750 mg moi ngay,
moxifloxacin 400 mg méi ngay) (khuyén cao manh mé, chat lwong cao cua
bang chirng).

- Mot Iwa chon thtr ba cho ngudi Ién mac VPCD ¢6 chong chi dinh voi ca
macrolide va fluoroquinolones la diéu tri két hgp v&i b-lactam (ampicillin +
sulbactam, cefotaxime, ceftaroline, hodc ceftriaxone, liéu nhw trén) va
doxycycllne 100 mg hai 1an moi ngay (khuyén nghl c6 diéu kién, chat lwong
bang chirng thap).




Cau hoi 9: Trong diéu trj noi tru, nhirng ché dj
khang sinh nao dwoc khuyen cdo dé diéu trj theo
wocse Kinh nghiém VPCD ngu’m 16n ma khong co yeu to

H h hu‘on nién 2023

nguy co doi véi MRSA va P. aeruginosa?

Khuyén céo 9.2. O’ nhirng ngwei I&én VPCD ndng nédi tra (xem

Bang 1) ma khéng c6 yéu to nguy co' mac MRSA hodc P.
aeruginosa, chung téi khuyén dung (Bang 4) (Ilwu y, cac thubc

va liéu cu thé gidng nhw 9.1):

- M6t b-lactam cdéng v&i mét macrolide (khuyén nghi manh
mé, chat lwong bang chirng vira phai); hoac la

- Mét b-lactam céng véi fluoroquinolone hé hap (khuyén

nghi manh mé, chat lwong bang chirng thap).




KC 11: diéu tri nguoi 16n VPCD ndi tri, va cac YITNC
nhlem MRSA hoac P. aeruglnosa nén dugc dleu tri
bang licu phap khang sinh pho rong thay vi ché do

MIF\ DICH LA\I SA\(”

i 1T tri VPCD tieéu chuin?

« Khuyén céo:
» Bo6 viéc str dung phan loai viém ph0| lién quan dén cham sécy té (HCAP) trwdc
do dé hwéng dan lya chon bao phu khang sinh phd réng & ngwdi Ién bi VPCD

(khuyén nghi manh mé, chat lwong bang chirng vira phai).

« Chi bao phu theo kinh nghiém doi voi MRSA hoac P. aeruginosa & ngwoi I&n bj
VPCD néu cé cac yeu té nguy co’ dwoc kiém dinh tai dia phwong

(khuyén nghi manh mé, chat lwong bang chirng vira phai).

* MRSA : vancomycin (15 mg / kg mbi 12 gi®, diéu chinh dwa trén ndng dd) hoac
linezolid (600 mg mai 12 gio).

« P. aeruginosa bao gém piperacillin-tazobactam (4,5 g méi 6 gi® ), cefepime (2 g méi 8
gio), ceftazidime (2 g moi 8 gio’), aztreonam (2 g moi 8 gio’) meropenem 1g moi 8 gi®)
hoac i |m|penem (500 mg mai 6 gi®).

« Néu dang diéu tri bao phu theo kinh nghiém MRSA hodc P. aeruginosa ¢ nguoi Ion
VPCD dwa trén cac yéu t6 nguy co dwgc cong bd nhwng khdng co6 di lieu can
nguyén tai dia phwong, chung toi khuyén nén tiép tuc bao phu theo kinh nghiém
trong khi lay dir liéu nudi cay dé thiét lap liéu nhwng tac nhan nay cg hién dién
hay khéng dé diéu chinh diéu tri nhirng tac nhan nay sau vai ngay dau diéu tri
theo kinh nghiém

(khuyén nghi manh mé&, chat lwong bang chirng thap).




Danh gia hiéu qua diéu tri VPCD

MIEN DICH LAM SANG
HOMC Secsety of Asth Allery d Chrocal bmmun

Hoi nahi thwona nién 2023

Cac nguyén nhan gay that bai trong diéu tri hoac cai
thién cham

- Chan doan khong chinh xac hoac tinh trang phirc tap.

- Nhin dinh sai tac nhan vi khuan gay bénh hodc khang sinh
diéu tri khong bao phiu dwoe vi khuan gay bénh.

- Khang sinh khéng ¢6 hiéu qua hoac gay ra phan &ng di irng

- Suy giam mién dich tai ch6 hoic hé théng.
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KET LUAN

MIEN DICH LAM SANG
HOMC Sccsety of Acthma, Allergy and Chirical lmmunol

Hol nahi thuong nién 2023

- Pong nhiém trong NTHH cdng dong khéa phé bién

- Két hop |am sang va vi sinh + sinh hoc phan t gitp
nhan dién nhirng tac nhan phoi hop

 Tu&n tha diéu tri theo hwéng dan dwoc cap nhat
trong va ngoai nwéc .

- Dieu tri bao phu ca vi khuan dién hinh va khong dién
hinh nén dworc can nhac la Iwa chon dau tay trong
dieu tri viém phoi cong dong nang.
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