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CAN PHAI QUAN LY TOT CAC BENH PONG MAC & BENH NHAN COPD
< Céac bénh dong mac kém tac dong xau dén bénh nhan COPD bang cach giam
chat lwong cudc song va tang so6 lan nhap vién, nguy co nhap vién va t& vong.

% Céc nghién clu trwéc day cho thay hau hét bénh nhan COPD tl vong do céc
bénh déng mac hon 1a tién trién cta bénh.

Smith MC, Wrobel JP. Epidemiology and clinical impact of major comorbidities in
patients with COPD. Int J Chron Obstruct Pulmon Dis 2014; 9: 871-88.

“ Viéc chan doan va dieu tri cac bénh dong mac & bénh nhan COPD thuong kho
khan, dac biét doi voi nhirng bénh nhan bi COPD nang.

< Bé&nh nhan COPD c6 cac bénh déng mac can dwoc theo ddi bdi cac bac si
chuyén khoa trong linh vwrc lién quan, dac biét l1a kni chan doan bénh khong ro

rang & Ch tra dLPQ’C dleu trl ) Recio Iglesias J, et al. Management of the COPD patient with comorbidities: An experts

_ ‘ recommendation document. Int J Chron Obstruct Pulmon Dis 2019; 15: 1015-37.
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< Tan suat bénh déng mac & bénh nhan COPD rat cao: cac bénh ddng mac
thwdong gap la bénh tim,mach, bénh mach mau nao, OSA, K phdi, tieu
dwdng - anh hwdng dén duw hau va tir vong “Comorbidome”.

2 Divo M, et al. Comorbidities and risk of mortality in patients with chronic
obstructive pulmonary disease. Am J Respir Crit Care Med. 2012;186(2):155-61.

< Khoang 2/3 b&nh nhan COPD t&r vong vi nguy&n nhan ngoai phoi.

< Bénh ddng mac ciing anh huwdng dén két qua diéu tri COPD theo khuyén
cao hién nay.

< C4c nghién ctru hién nay déu md ta rat it cac bénh déng mac hodc bénh
dong mac la tiéu chuan loai trir cia cac nghién ctru.

Celli BR, et al. An official American Thoracic Society/European Respiratory Society !

_ statement: research questions in COPD. Eur Respir J. 2015,45(4):879-905.
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HC CHUYEN HOA BENH HO HAP
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% Bénh dong mac & bénh nhan COPD thwong gap va anh hwéng co y
nghia dén dién tién ctia bénh.
% Bé&nh ddng mac khéng anh hwéng dén diéu tri theo khuyén cdo COPD

hién nay va bénh dong mac ciing dwoc diéu tri theo théng & doc 1ap
voi COPD.
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< Bénh dong mac thwdng gap & bénh nhan COPD:
o Bénh tim mach: b&nh déng mac quan trong.

o Ung thu phdi thwdng gép va la nguyén nhan t&r vong chinh: CT long nguc liu
thap dwoc khuyén cao & bénh nhan COPD do thudc Ia.

o Loang xwong va tré,m cam/lo au cling thwdng gap / COPD nhwng thwong chuwa
dwoc chan doan, két hgp véi tinh trang sirc khée kém va dw hau xau.

ot kich phat va tinh trang strc khde xau & bénh nha
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Hurst et al. Respiratory Research ~ (2022) 23:213

https://doi.org/10.1186/512931-022-02123-5 Respi ratD r)’ R‘EEE-a r'c h

HATR' Open Access

Prognostic risk factors s
for moderate-to-severe exacerbations

in patients with chronic obstructive pulmonary
disease: a systematic literature review

John R. Hurst!", Meilan K. Han®, Barinder Singha, Sakshi Sharma®, Gagandeep Kaur®, Enrico de NigrisE,
UIf Holmgren® and Mohd Kashif Siddiqui®

John R. Hurst, et al. Respiratory Research volume 23, 2022 —



https://respiratory-research.biomedcentral.com/articles/10.1186/s12931-022-02123-5#auth-John_R_-Hurst-Aff1
https://respiratory-research.biomedcentral.com/
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Mumber of studies

* Risk lactonpredictor cﬁg

W Supporiing studies @ Siudses with non-statistical assessment or opposite directonality to the supporting studies
Fig. 3 Summary of risk factors for exacerbation events. *Treatment impact studies removed. BOR branchadilator reversibility, BAMI body mass index,

COPD ehwonic obstructive pulmonary disease. B05 easinaphil, Qol quality of life

John R. Hurst, et al. Respiratory Research volume 23, 2022
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Fig. 2 Risk factors for moderate-to-severe exacerbations in patients with COPD. Factors with > 30 supporting studies shown as large circles; factors
with < 30 supporting studies shown as small circles and should be interpreted cautiously. 8DR bronchodilator reversibility, 8M/ body mass index,

COPD chronic obstructive pulmonary disease, £OS eosinophil, QoL quality of life
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2. Bénh dong mac chwa dworc kiem soat tot va thiéu chwong trinh PHCN hé hap
& van dong lam tang nguy co’ xuat hién cac dot kich phat COPD — AECOPD.

Emrrlumu
= Raviws

@ Clinical Approaches to Minimize

Readmissions of Patients with COPD: A
Narrative Review

Authors: Duong-Quy, Sy; Vo-Pham-Minh, Thu; Duong-Thi-Thanh, Van; Craig, Timothy; Nguyen-MNhu, Vinh

Source; Current Respiratory Medicine Reviews, Volume 19, Number 1, 2023, pp. 12-23(12)
Publisher: Eentham Science Publishers

DOI; https://doi.org/10.2174/1573398X18666220903121800

e s



PHAN II. VAI TRO CUA BENH BONG MAC / COPD

2. Bénh dong mac chwa dworc kiem soat tot va thiéu chwong trinh PHCN hé hap
& van dong lam tang nguy co’ xuat hién cac dot kich phat COPD — AECOPD.

2 Current Respiratory Medicine Reviews, XXXX, Vol. XX, No. XX Duong-Quy et al.
- Breathmg exercise - Spirometry
- Walking exercises \ - Chest CT-Scan
= Stair clisbmmrexercise \

- Smoking cessation
- Bronchodilators
- Other drugs

DIEU TRI BENH
DONG MAC + PHCN

V.

\'accinaN reg .' ' +
Preventation T N ’ -
- Treatments S DIEU TR! DICH CAC
BENH DONG MAC
s :I_lcspu'atoﬁ (il&casésl i
= Other diseases
- Self-management - Oxygen therapy
* Following Green, - Corticosteroids drugs
Yellow or Red Level - Anubiotics

of Action plan - Bronchodilators

Fig. (1). Seven-step approach to mminuze hospital readmissions in patients with COPD. (4 higher resolution / colour version of this figure is

available in the electronic copy of the article).

Van; Craig, Timothy; Nguyen-Nhu, Vinh. Current Respiratory
Medicine Reviews, Volume 19, Number 1, 2023, pp. 12-23(12)

Duong-Quy, Sy; Vo-Pham-Minh, Thu; Duong-Thi-Thanh,



https://www.ingentaconnect.com/search?option2=author&value2=Duong-Quy,+Sy
https://www.ingentaconnect.com/search?option2=author&value2=Vo-Pham-Minh,+Thu
https://www.ingentaconnect.com/search?option2=author&value2=Duong-Thi-Thanh,+Van
https://www.ingentaconnect.com/search?option2=author&value2=Duong-Thi-Thanh,+Van
https://www.ingentaconnect.com/search?option2=author&value2=Craig,+Timothy
https://www.ingentaconnect.com/search?option2=author&value2=Nguyen-Nhu,+Vinh
https://www.ingentaconnect.com/content/ben/crmr
https://www.ingentaconnect.com/content/ben/crmr
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& van dong lam tang nguy co’ xuat hién cac dot kich phat COPD — AECOPD.

[y A Py o P

RN e R i

Fig. (7). Stair climbing exercise for stable COPD patients. (4 higher resolution / colour version of this figure is available in the electronic
copy of the article).

Medicine Reviews, Volume 19, Number 1, 2023, pp. 12-23(12)

Van; Craig, Timothy; Ngquyen-Nhu, Vinh. Current Respiratory

Duong-Quy, Sy; Vo-Pham-Minh, Thu; Duong-Thi-Thanh,
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2. Bénh dong mac chwa dwerc kiém soat tot va thiéu chwong trinh PHCN hé hap
& van dong lam tang nguy co’ xuat hién cac dot kich phat COPD — AECOPD.
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American Journal of Respiratory and Critical Care Medicine

Home > American Journal of Respiratory and Critical Care Medicine > List of Issues > Volume 208, Issue 4

Pulmonary Rehabilitation for Adults with Chronic Respiratory Disease: An
Official American Thoracic Society Clinical Practice Guideline

PrevioL

Carolyn L. Rochester , 'ZJennifer A. Alison , "Z'Brian Carlin , "Z’Alex R. Jenkins , "“'Narelle 5. Cox , Y'Gerene
Bauldoff , "Y'Surya P. Bhatt , "C'Jean Bourbeau , “Z!Chris Burtin , "YPat G. Camp , "U'Thomas M. Cascino , Show All...
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2. Bénh dong mac chwa dwerc kiém soat tot va thiéu chwong trinh PHCN hé hap
& van dong lam tang nguy co’ xuat hién cac dot kich phat COPD — AECOPD.

Strength of recommendation
Quality of Evidence

Question Recommenaation

1. Should adults with stable COPD For adults with stable COPD, we recommend Strong
undertake pulmonary rehabilitation? participation in pulmonary rehabilitation Moderate

2 shouldaduitswithcoRDlundertake For adults with COPD, we recommend participation in pulmonary Strong

| habilitation followi e it . o (P 6] -
::sr:i:::xtriznio:- 'a: ;zgc:rb?:i::" rehabilitation following hospitalization for exacerbation of COPD Rcclente

3. Should adults with ILD undertake pulmonary FOI auuiws wiun Ly, we recommend participation in Strong
rehabilitation? pulmonary rehabilitation Moderate

4. Should adults with pulmonary
hypertension undertake pulmonary
rehabilitation?

For adults with pulmonary hypertension, we suggest Conditional
participation in pulmonary rehabilitation Low

New Clinical
Practice 5. Should adults with CRD undertake For adults with stable CRD, we recommend offering the choice Strong

Guidelines telerehabilitation? of center-based pulmonary rehabilitation or telerehabilitation Moderate

Learn more

For adults with COPD, we suggest either supervised
maintenance pulmonary rehabilitation or usual care after initial
pulmonary rehabilitation

Am J Respir Crit Care Med, 2023. https://www.atsjournals.org/doi/abs/10.1164/rccm.202306-1066ST

6. Should adults with CRD undertake
maintenance pulmonary rehabilitation?

Conditional
Low
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3. Bénh dong mac rat thwdng gap va coé tan suat cao @ bénh nhan COPD.

Cardiovascaliar dives y

- Heart failure (5.0% - 60.096)

- Ischaemic heart disease (7.1% - 31.3%)

- Ammal Fibnllation (5.0% - 30.0%)

- Peripheral vascular disease (8.8% - 16%)

Metabolic syndrome Lung and OLDOSA
- Obesity (29.1% - 43.0%) - Lung cancer (3.8% - 8%)
- Diabetes (29.4% - 37%) - Obstructive sleep apnea (13.9%)

Others
- Osteoporosis (9.0%6 - 69.0%6)
- Gastroesophageal reflux  (28.0% -62.0%)

Neuropsychiatric disorders
- Anxiety (6% - 33%)

- Anemia (7.5% - 34.0%) =faacmeis (70.09%)
- Thromboembolic Disease (8.0%-25.0%) [T & .

- Chronic Kidney Disease (6.5% - 26.2%)

Fig. (5). The proportion of comorbidities in patients with COPD. Abbreviations: OLDOSA:- obstructive lung disease and obstructive sleep
apnea. (4 higher resolunion / colour version of this figure is available in the electronic copy of the artnicle).

Duong-Quy, Sy; Vo-Pham-Minh, Thu; Duong-Thi-Thanh, Van; Craig, Timothy; Nquyen-Nhu,
Vinh. Current Respiratory Medicine Reviews, Volume 19, Number 1, 2023, pp. 12-23(12)
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4. Bénh nhan COPD thwdng c6 nhiéu bénh dong mac khac nhau.

@ EUROPEAN RESPIRATORY journal seach

FLAGSHIP SCIENTIFIC JOURNAL OF ERS Advanced Search

Home Current issue ERJ Early View Past issues ERS Guidelines Authorsireviewers Alerts Subscriptions

)
COPD comorbidities network

Miguel J. Diva, Ciro Casanaova, Jose M. Marn, Victor M. Pinto-Plata, Juan P. de-Taorres, Javier J. Zulueta, Carlos Cabrera, Jorge Zagaceis, Pablo Sanchez-Salcedo, Juan Berto, Rebeca Baz Davila, Ana B. Alcaide,
Claudia Cote, Bartolome R. Celli The BODE Collaborative Group

European Respiratory Journal 2015 48: 640-850; DOI: 10.1183:0280318268.001 71614

_ Miguel J. Divo, et al. European Respiratory Journal Sep 2015 -
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.

4. Bénh nhan COPD thwo'ng ¢6 nhieu

bénh dong mac khac nhau.

TABLE 1 Subject characteristics

Demographic COPD Controls p-value
—
= Subjects m 1969 314
: Age &TxY HB=11 <[ 01
L. Age categories
- Age =55 years 236 [12] 132 143 <0 0001
Q Age >»55 and =65 528 [27] B4 [26]) M
Te— Age =65 years 1205 [&1] 100 (31) <0.0001
>_| @ Male 1734 [89] 194 [56)
m : Current smoker G603 [33] 1464 (48] <0001
O o Pack-years THa45 33427 <0001
2 Spirometry
H E FEWV1 % predicted 524221 100415 <[ 1
< 2 GOLD | 221 [11]
27BN GOLD 1l 757 [38]
- GOLD 1l 692 [35]
o = GOLD Iv 299 [15]
G BODE index 3 (1-5]
E : BODE 0-2 795 [42]
= BODE 3-4 528 [28]
'z, % BODE 5-6 317 [17]
< < BODE 7-10 2461 [14]
= BMI 27 2+5.4 27. 8249 0.11%
S =21 kg-m™~ 268 [14) 29 9] NS
= >21-<25 kg-m—2 355 (18] 59 119] NS
@) 225-<30 kg-m~—* 759 [39] 130 (42) MS
m =30-<=35 kg-r‘n = A40% [21] 710122 NS
-] =35 kg-m 175 (7] 27 191 NS
€3] Comorbidities per patient™
Comorbidities [whole) & [2=-TF; 0=20] 2 [0-3; D-14] =0.0001
Cormaorbidities by age
=55 years 4 [1-4&; 0-14]) 1 [0=-2; 0=-7] <0 0001
——— =go—<hD Years & [2=6; 0=1%] 2 [1=4; 0-8] <] (]
=465 years 5 [3-=-7; 0=-20) 2 [3-4: 0-14] <0 0001
Comorbidities by sex
Fale 4 [2=-F; 0=20] 2 [1-3; 0-14] <0007

Femalea

3 [1-5; 0-14)

1 (0-3; 0-8]

< OO T

Miguel J. Divo, et al.
European Respiratory
Journal Sep 2015
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4. Bénh nhan COPD thwdng c¢6 nhiéu bénh dong mac khac nhau.
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1. BENH TIM MACH. |
“* Suy tim
o Tan suat 20 — 70% & bénh nhan COPD I

o 40% bénh nhan COPD thé& NIV do suy hé hap téng than khi cé rdi loan chirc
nang that trai

< Bénh tim do thiéu mau cuc bé (Ischaemic Heart Disease)
Can phai danh gia IHS cho tat cd b&énh nhan COPD.

O
o Bién co cla IHD gia tang trong dot cap AECOPD va 90 ngay sau AECOPD: tlr
vong, dét quy, NMCT, dau ngwc khéng on dinh.

BN COPD c¢ troponin cao c6 nguy co tir vong ngan (30 ngay) — dai han.
Diéu tri IHD Mee=kbyyvén cao tim mach.
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< ROi loan nhip tim
o Thwdng gap la rung nhi & BN COPD c6 FEV1 thap.

o Rung nhi ciing thwérng gap &@ BN COPD c6 khé thé nang [én va co thé 1a yéu to
kh&i phat hoac thir phat sau con kich phat AE-COPD.

Pbéng mac rung nhi khéng lam thay doi diéu tri COPD.
o LABA va LAMA st dung an toan cho bénh nhan COPD c6 RL nhip.

o SABA va theophylline c6 thé khdi phéat rung nhi va lam kho kiém soat dap ing
nhip that.

++» Bénh mach mau ngoai vi (Peripheral Vascular Disease)
o 8,8% BN COPD bi PVD vs 1,8% & ngu¢i khéng bi COPD.

O
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1. BENH TIM MACH.

< Tang huyét ap - THA —
o Thuwdng gédp & BN COPD va anh hwéng dén dw hau.
Can phai toi wu héa chi s6 huyét &p & BN ddng mac COPD.
BN COPD déng mac THA van diéu tri theo khuyén cao hién hanh
cho THA.
o LABA khong anh hwéng dén viéc lwa chon thubc e ché beta
chon loc trong diéu tri THA.
o BN COPD bi ddng mac THA van khéng thay doi diéu tri nén cho
COPD.
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2. UNG THU PHOL.

Common Risk Factors for Development of Lung Cancer
Table 6.1

Age > 55

Smoking history > 30 pack years

Presence of emphysema by CT scan
Presence of airflow limitation FEV1/FVC < 0.7 "mﬁi«nm
« BMI < 25 kg/m?

Family history of lung cancer

LDCT (Low-Dose CT Scan)

o Can tam soat K phoi vé&i CT lieu thap hang nam cho BN COPD cé nguy co cao.




< Gian phé quan.

< OSA: ngwng thé tac nghén khi ngu.

*» Bénh nha chu va rang miéng.

< Hoi chirng chuyén héa (>30%) va tiéu dwong.
* Trao ngwoc Da day — Thwec quan (GERD).

*+ Loang xwong.

< Pa hong cau.

< ROi loan cam xtc lo lang va tram cam.

< Giam kha nang vé nhan thirc.

* Suy nhworc.
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1. OSA thuwdng gap & bénh nhan COPD - Overlap Syndrome.

¢ Tan suat cao OSA & bénh nhan COPD

o 39% o BN COPD trung binh — nang (US Veteran Population).
Lopez-Acevedo MN, et al. Sleep Breath. 2009

o 65% o BN bi COPD nang (Pulmonary Rehabilitation Population).

) Soler X, et al. Ann. Am. Thorac. Soc. 2015
0 2.9% - 66% trong dan so bi COPD.

Shawon MS, et al. Sleep Med Rev. 2017
o OSA-COPD chong lap diéu tri bang CPAP = giam ty lé tir vong

so v&@i nhom khong diéu tri CPAP.
Jaoude P, et al. Lung 2014

_ Stanchina ML, et al. Clin. Sleep Med. 2013
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1. OSA thuwdng gap & bénh nhan COPD - Overlap Syndrome.

E_ =

Study of characteristics of obstructive sleep apnea in patients
with COPD)|

S. Duong-Quyl2? T. Huynh-Anh? F. Soyez?

1: College de Medecine de Lam Dong. Dalat - Vietnam
2: Service de Physiologie - EFR, Hopital Cochin. Université Paris Descartes - France
3: Association Franco-Vietnamienne de Pneumologie

SUMMARY

Background. Obstructive sleep apnea syndrome (OSA) is often associated with chronic obstructive pulmonary disease
(COPD), making sleep disturbances, hypoxemia at night, and daytime hypercapnia are more severe.

Aims of study. This study was planed to evaluate the prevalence of OSA, diagnosed by apnea-hyponea index (AHI) =5/
hour, in COPD patients in compare to non COPD subjects and its clinical characteristics.

Subjects and methods. 60 smoking males had been included and divided into 2 groups: control group (without COPD;
N=30), COPD group (N=30). All subjects underwent clinical examinations, spirometry, and polysommography. Daytime
weakness and drowsiness were evaluated by Pichot (0-32) and Epworth (0-24) scales.

Resulfs. The prevalence of OSA in COPD was higher than non COPD subject (23% wvs 10%). The micro arousals and AHI in
COPD were higher than non COPD subjects (22+11 and 8+9 vs 845 and 5+6; P<0,001, P<0,05). Nadir SpO2 in COPD pa-
tients was significantly lower than control subjects (8629% wvs 91+8%). The percentage of COPD patients having snoring at
sleep, SpO2 < 90% and < 85% were higher than non COPD group. There were significant correlations between AHI with
snoring at sleeps, nocturia, and Epworth scores (R=0,614, P<0,05; F=0,672, P<0,05 ; R=0,526, P<0,01).

Conclusion. The prevalence of OSA is high in COPD than general population. OSA syndrome must be routinely detected

in patients with COPD for appropriate treatment.
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1. OSA thuwdng gap & bénh nhan COPD - Overlap Syndrome.

Hindawi
Canadian Respiratory Journal

Volume 2018, Article I 1732946, 11 pages
https://doi.org 10.1155/2018/1732946

Hindawi

Research Article

Clinical and Functional Characteristics of Subjects with Asthma,
COPD, and Asthma-COPD Overlap: A Multicentre

Study in Vietnam

Sy Duong-Quy (5,"* Huong Tran Van,’ Anh Vo Thi Kim," Quyen Pham Huy,’
and Timothy J. Craig’

'Bio-Medical Research Center, Lam Dong Medical College, Dalat, Vietnam
*Division of Pulmonary, Allergy and Critical Care Medicine, Penn State College of Medicine, Hershey, PA, USA

*Department of Health Science, Thang Long University, Hanoi, Vietnam
‘Nam Anh General Hospital, Binh Duong Province, Vietnam

*Department of Clinical Immuno-Allergology, Hai Phong University, Haiphong, Vietnam
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1. OSA thuwdng gap & bénh nhan COPD - Overlap Syndrome.

TaerLe 2: Biological and functional characteristics of study subjects.

Parameters Asthma COPD ACO p
N=76 N=74 N =59
Blood tests
Hypereosinophilia (%) 78.9 5.4 644 <001 *-***; <0.05*
Increased CREP (%) 13.1 540 237 <0001 *; <0001 **; <0057
Increased total IgE (%) 31.5 27.0 457 <0001%; <001 **-***
SPT (+) (%) o221 6.7 54.2 <L D0] = ==
LFT after BD
FEWV, B+ 22 64+ 17 54+ 14 <0.017°%; <0057
FEV ,/FV(C T2t 8 62+ 6 B4+ 5 <0.05%7%; W5™""
MEF25-50 T2+ 7T 44 + 12 42+ 11 <001%%; N§*""
TLC 6+ 14 118 £ 22 117 + 18 pgs-mess
BV 126 £ 19 158 +£ 23 158 £ 21 <0U05777; NS
FRC 14 + 18 168 + 21 167 £ 22 005777 W5
Reversibility test (+] (%) a4 12 66 <0001 *-*** <005
DLCO o0+ 12 73+ 11 68+ 14 <0001 *-**; WS
Exhaled NO
Increased FelNO (%) 404 27 6 4 <01 == <005
Mean FgNO (pph) 46+ 28 15+ 8 344+ 12 <0.01*-*** <0.05**
Increased C N0 (%) 6.5 4.1 E3.0 MNS*; <0001 **-="
Mean CaNO (ppb) 442 3£2 B+ 3 NE®; <0055
Exercise festing
Wi max (%) G4 £ 12 52412 56+ 14 <0.05%*%; N5***
oA WT
6MWD (metre) 38+ 126 324+ 144 3171155 <0.05%*%; N5+
DO (%) 442 T3 A3+4 <0.05%""; WNS™**

BIEEQ STV
AHI > 15 (%) 35.5 ; 4.4 NS*: <0.01*****

AHI (timeshour) 16+ 9 24412 NS*; <0.05%****
Nadir 5p0; (%) AE+ 9 Bd 4 =g 4+ 8 NS"; <0.05%"***
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2. Bénh nhan COPD tang nguy co bi OSA.

Promoting
factors for
OSA

INTERACTIO

)

Protective
factors for

g
MCNicholos WT, et al. J Thoroc Dis 2018
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3. Bénh nhan COPD bi dong mac OSA lam tang nguy co’ tim mach.

Journal of Thoracic Disease | — o ——
*(__ COPD. ,’j:f >  OSA )

Cigarette smoking
adipose tissue 0

7 Cardiovascular
disease

P- MCNicholas WT, et al. J Thorac Dis 2018
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3. Bénh nhan COPD bi dong mac OSA lam tang nguy co’ tim mach.

A Sa0 PD-OSA
o B oemu S0 | COPD-OS
-t oom aw ;
o $a0, 60 n w
80 |- / ad o I P,CO, |
Sa0, (%) A \ ) s ™ a0, (%) -
CO: (mm.}{g) - - . "(- ' '.l' " ’:"-- ""'\r‘? — ,‘\"Hf:- P CO (mmﬂg)‘ﬂ
| | ' ' ,_." : ‘. 4 : ‘
60 b= P.,CO; ' ¥‘- ‘)",-" l ".‘ 40
‘: ' ’-' . | nl:m
2 A ' 30~
40

Journal of Thoracic Disease
MCNicholas WT, et al. J Thorac Dis 2018
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3. Bénh nhan COPD bi dong mac OSA lam tang nguy co’ tim mach.

=CHEST =

COPD-0SA Overlap Syndrome: Evolving
Evidence Regarding Epidemiology, Clinical
Consequences, and Management

P =

<

Common risk factors

>
Smoking, obesity
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4. BN COPD can dwoc tam soat OSA tai tuyén co s& & quan ly diéu tri.

—

,HEN Tham do CN:PDK, LLD, ’COPD
KIEM SOAT pume o GN DINH
l BCAT, ECG, X-quang l

HEN + OSA COPD + OSA

KHONG KIEM SOAT — KHONG ON DINH: DON VI Y TE CHUYEN SAU VE HO HAP
Phé& than ky, DLCO, PSG, FENO, CPET, BCAT /Dam, Thim do khac




V. KET LUAN

Bénh dong mac khéng dwoc chan doan & diéu tri lam tang
nguy co dot kich phat, COPD nang hon, giam chat lwong
1 song va tang nguy co’ ttr vong cho BN COPD.

Kiém soat tot bénh dong mac cung véei mot chwong trinh
phuc hoi churc nang ho hap & van dong thich hop theo
hwdng ca thé héa giup cai thlen dw hau cua BN COPD.

Cac bénh dong mac thwong gap la bénh tim mach, ung thw h

phoi, ngwng thé tac nghen khi ngu va hoi chwng chuyen
héa; BN COPD thwdng c¢6 nhiéu bénh dong mac di kem.




V. KET LUAN

~

Cac bénh dong mac & BN COPD dweorc diéu tri theo khuyén
cao chung va khong anh hwong den viéc diéu tri COPD;
ngwoc lai viéc diéu tri COPD khéng lam anh hwong benh

OSA Ia bénh dong mac thwérng gap & BN COPD va c6 -
thé chan doan xac dinh bang da ky hé hap trong khi ngu
hoac da ky giac ngu.

)

~

BN COPD co bénh dong mac OSA can phal dwoc tam
soat & tuyén y té co’ s& theo mé hinh cac ACOCUOS.
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