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ITI. TRIEU CHUNG

1. Lam sang

- Thén gian u bénh: tir 2-14 ngay. trung binh tir 5-7 ngay.

- Khai phat: Tridu chieng hav gap 13 sot. ho khan, mét mo1 va dau co. Co thé
b1 dau hong. nghet mii. _{:hé@f medre miii, dau dau, ho c6 dom. ndén va tiéu chay.
Mot so tneomg hop co bigu hién ro1 loan klnmu giac hoéac té hedn

- Dién bien:

+ Hau hét ngwén bénh (khoang hon 80%) chi *;crt nhe, ho. mét moa. khong b

Viem ph-:u va throng tir hoi phuc sau khoang mét tuan. Tuy nhién. mot so trréng
hop khong co bigu hién tneu chieng lam sang nao.

+ Khoang gan 20% s6 bénh nhan dién bién ning. thét gian trung binh tir khi
co triéu chimg hau dau tén khi dien bien ning thm:mg khoang 3-8 ngay. Cac bitu
hién ning bao gom: viém phm Viem ph-:u nang can nhap vién.  Trong d6 khoang
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DO NANG

Dic diem chinh i

Bieu hién triéu
chipg

Thang diem dé

nang

KHOA TIEP NHAN

CAN LAM SANG

DIEU TRI

Viém hé hap trén

Sot ho, mét mdi, dau co,
dau hong, dau dau, tiéu
chay, buon ndn, nén, mat
vi giac

EWS 0-1

Cac chuyén khoa lg,. ..

CTM, dién gidi, SGOT,
SGPT, Ure, creatinine,
glucose, X0

Triéu chimg, ho tro

V& sinh miii hong, than thé

Piéu tri bénh Iy nén, di kém

Mai trrdng thong khi
HO tror tam Iy

Viém phoi

Khéng giam oxy mau
SpOz2: = 94% (khi trévi)
Sot, ho, thér nhanh

CURBG2 0-1
EWS 14

Cac khoa khong diéu tri
bé&nh hé hap, tim mach

CRP, D-dimer, PT, APTT,
fibrinogen

(tirong tr nhom nhe)
Pam bao bl dd nwdre,
dién giai, dinh dwdng
dwérng uong

Viém phoi

Giam oxy mau

SpOz < 94% (Khi trév)
Nhip thé = 30 lan/phat
Thd co kéo, rit 16m, thé
bung

CURBES 2-3

EWS 5-6

Cac khoa co diéu tri bénh
hc‘:lh;ip, tim mach; co hé
thang oxy

CTscan nguc, cay mau,
PCR tam soat mam bénh

Oy ligu phap

Khang sinh 7-10 ngay
Corticoid 7-10 ngay hodc
deén khi xuat vién

Chong déng

Viém phoi ning

Ton thwong co quan
ARDS

Soc nhiém triing

Thuyén tac cap (thuyén
tac phoi, NMCT, ddt quy)
SOFA

EWS27

HSTC-CBb, GMHS, cac
khoa hoi sirc khac

PCT, lactate, KMBM
Men tim, proBNP, ECG,
siéu am tim

Théng khi co hoc
Khang sinh thich hop
HG trg huyét ddng
Corticoid, chong dong
Liéu phap thay thé than
ECMO
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flow meter

nasal cannula
o w ’ air-oxygen blender
— [
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heated inspiratory circuit

Nishimura, Masaji. High-flow
nasal cannula oxygen therapy
in adults. Jounal of Intensive
Care (2015) 3:15




DX ©Arhaf yhKrs RQ:\0ung Oy dxy

A uWdzynf ONSYVER D LIY

AYK YT GKd Odzyad Oy LI SUd Sqg yKdz OYdz GKe
AhEe 63 UNbBY f2ny3 @uvA (1KN LK3y3I GNRyYy3
AFIQGKIF & SrwA (06Ge (KdzweO GKdJ GNOK 1 KN (Ke
A uvWidznE GNR15/vaa: U

Al yLJ SsUeé Sq yKdz OUYdz dd GO Se R3y3I (Ke
AFIQf dzt Yy wYy S3yK (1 Ksy3ad LKQ GKdzcO | A ddz
AhE& | K& Y 2 i@ RKIDKSYY 3

AHF@DIAm di chiYamRat), IOKeRdziard ghr¥ o -4 @@-BIb L+ 3IAGLI 3



HGro BoNJID o4 Kb NMEK YR FXOB®cG): Xy 3

A. A QHzBRSO DHnhdKi sXKAIR 6 205 oxyIrkYiYng 12 SRQ My 4%z
1 Ksy3 OYA OUIAKAYRNIKATLENORID Y. O K vy 3

Al G UNJ] Kb KySadfaniNIAYERKOQOK YSANOKX G b Yy
AOxyR5y 3 OF 2 |jdz&r my3 GKs&yYy3I YPA o1 Cb/ 0Z
At Ke Yte& 1 Ksy3a ENY VYKLl 6bLz0OO®

ATheoR pait (GiWY KINBS LIK K i QYR KA Rgdy] 3,0 K § VAT A
HENC, NI® L IS XpiYv (G Ke Y& y3la&o

Al't 0K KsI OO o60AYy LIKI LI SAddz G N




b iy dz@dHFENCGS: NIV trong Covitt19
AY K dz&d @qg2l 1 h
Al Cb/ K2XO blL+* OB oW HMAT OB (K
l w5{ R2 OAsY LIKHRA R2 OANHzA D
Al Ko ysy GK + LI RQy3a GNRByYy3I GKEA 3IAlLY VY3
At KYA YKry 0Adi adauvyY GWYyK G0y ¥apadzy KR EX
RQy3d Sd 13L) OFy KIAPUL) KG (NJJ YwO OF 2
AYAYK YIKABH JUR™ OTIHXKYA (GKe Y& EN
A7t L) wy3a y3I2yy YQOsX SXO oAU ft 1d0 Kgl
Atidu sodzie YomIHOY ADRISA dYsY + LIMRAAEL [UIK™ b L+



HFC bvli a@ﬂ's-ab so'lyﬁ' blY avy L
3‘ - il |

»_ I f’“ !;-




Fap WKt iyl & Rigv FiA §AN &

Ding et al. Critical Care (2020) 24:28

https://doi.org/10.1186/513054-020-2738-5 Critica| C are ) g )
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Efficacy and safety of early prone ® . b Oz ! wb{ @O | LIKYA

positioning combined with HFNC or NIV in P i P . P
moderate to severe ARDS: a multi-center UKd 3IA g LJ U NJ )/ K S X u )f

prospective cohort study

Lin Ding"***", Li Wang'**', Wanhong Ma*" and Hangyong He'**'¢ At t é W.’] é ﬁ dZ)/ 3 y y L\J L,é /J'b l:l
FIQUNRY3I oy OKALdY W

Background: Previous studies suggest that prone positioning (PP) can increase PaO,/FiO, and reduce mortality in

moderate to severe acute respiratory distress syndrome (ARDS). The aim of our study was to determine whether
the early use of PP combined with non-invasive ventilation (NIV) or high-flow nasal cannula (HFNQ) can avoid the

HFENC < HFNC + PP< NIV <NIV + PP.

Methods: This prospective observational cohort study was performed in two teaching hospitals. Non-intubated
moderate to severe ARDS patients were included and were placed in PP with NIV or with HFNC The efficacy in
improving oxygenation with four support methods—HFNC, HFNC+PP, NIV, NIV+PP—were evaluated by blood gas

7z rd
analysis. The primary outcome was the rate of intubation. A % y K y K N y I W 5 { y. x y. 3
Results: Between January 2018 and April 2019, 20 ARDS patients were enrolled. The main causes of ARDS were ' -
pneumonia due to influenza (9 cases, 45%) and other viruses (2 cases, 10%). Ten cases were moderate ARDS and 10
cases were severe. Eleven patients avoided intubation (success group), and 9 patients were intubated (failure group). z 4 ~r ~
All 7 patients with a PaO/FiO, < 100 mmHg on NIV required intubation. PaO,/FiO, in HFNC+PP were significantly g A $ y u K J\I O K K ]] LJ O K 2 I
higher in the success group than in the failure group (125+41 mmHg vs 119 £ 19mmHg, P = 0.043). PaO,/FiO,
demonstrated an upward trend in patients with all four support strategies: HFNC < HFNC+PP < NIV < NIV4+PP. The
average duration for PP was 2 h twice daily.

Conclusions: Early application of PP with HFNC, especially in patients with moderate ARDS and baseline SpO; > 95%,
may help avoid intubation. The PP was well tolerated, and the efficacy on PaO,/FiO; of the four support strategies was
HFNC < HFNC+PP < NIV < NIV4+PP. Severe ARDS patients were not appropriate candidates for HENC/NIV4+PP,
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General schema for respiratory support in patients with COVID-19
TRY TO AVOID INTUBATION IF POSSIBLE

[ Low-Flow Nasal Cannula
= Typically set at 1-6 Liters/Min

e

ik High Flow Nasal Cannula

= Accept permissive hypoxemia (Oz Saturation > 8696)
= Titrate FiOz: based on patient’s saturation

= Accept flow rates of 60 to 80 L/min

= Trial of inhaled Flolan (epoprostenol)

= Attempt proning (cooperative proning)
e

" Invasive Mechanical Ventilation
= Target tidal volumes of ~6 cc/kg

= Lowestdriving pressure and PEEP

= Sedation to avoid self-extubation

= Trial ofinhaled Flolan

~—
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SALVAGE THERAPIES

High dose corticosteroids; 120 -250 mg methylprednisolone q 6-8 hourly
Plasma exchange

“Half-dose”™ r TPA

Siltuximab and Tocilizumab (IL-6 inhibitors)

7?2 ECMO < 60 yrs. and no severe comorbidities/organ failure 16
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|. Incubation |l. Symptomatic Ill. Early Pulmonary Phase IV. Late Pulmonary Phase "
. Viral Debris st
W a"
= Viral replication
S Immune Dysregulation
.'E' Macrophage Activation Syndrome
i s T cell dysfunction
1 5 e 11 14 28
Time Course (days)
Ground-glass infiltrates | + ++ +++ e I
Clinical Symptoms Fever, malaise, cough, SOB — Mild hypoxia Progressive hypoxia
i headache, diarrhea <4 L/min N/C & aSat < 94%
Treatment approach | Antiviral Rx || Anti-inflammatory Rx |

Potential therapies | Monoclonal Antibodies | Methylprednisoclone 40 mg q 12 inc. to 80 - 250 mg if reqd.

ASA + Gargle Enoxaparin 1lmg/kg g 12 Enoxaparin 60mg/day
IVERMECTIN 0.2 -0.4 mg/kg x 2-5 doses IWVERMECTIMN 0.4-0.6 mg/kg for 5 doses

Melatonin + Vitamin D + Vitamin C +Flavanoid + Zinc + Omega 3's + 5tatin + Fluvoxamine
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JAMA Way122 22020 Nolume? 328, Number 18

Figure. Simplified Representation of Severe Acute Resplratory Syndrome Coronavirus 2 (SARS-CoVv-2) Viral Lifecycle and Potential Drug Targets

=

st B8 prosesse Iredbis i ReRp |

Schematic represents virus-Incuced hast Immune system response 2nd viral processing within target celis. Proposad targets of selact repurposed and
Investigationa procucts are noted. ACE2. angiotensin-converting enzyme 2; S protein, spike protein. and TMPRSS2. type 2 transmembrane serine protease.
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A All Participants (N=6425)

B Invasive Mechanical Ventilation (N=1007)

C Oxygen Only (N=3883) | D No Oxygen Received (N=1535) |
Respiratory Support
at Randomization Dexamethasone Usual Care Rate Ratio (95% Cl)
no. of events/total no. (%)
Invasive mechanical 95/324 (29.3) 283/683 (41.4) L 0.64 (0.51-0.81)
ventilation
Oxygen only 298/1279 (23.3) 682/2604 (26.2) —— 0.82 (0.72-0.94)
No oxygen received 89/501 (17.8) 145/1034 (14.0) = 1.19 (0.91-1.55)
All Patients 482/2104 (22.9) 1110/4321 (25.7) <> 0.83 (0.75-0.93)
P<0.001
Chi-square trend across three categories: 11.5 [ | | I
0.50 0.75 1.00 1.50 2.00
Dexamethasone Usual Care
Better Better
No Figure 3. Effect of Dexamethasone on 28-Day Mortality, According to Respiratory Support at Randomization.
35‘ Nc | Shown are subgroup-specific rate ratios for all the patients and for those who were receiving no oxygen, receiving
® gs oxygen only, or undergoing invasive mechanical ventilation at the time of randomization. Rate ratios are plotted as
| squares, with the size of each square proportional to the amount of statistical information that was available; the
The RECOVE | horizontal lines represent 95% confidence intervals.
The RI

The RECOVERY Collaborative Group. Dexamethasone in Hospitalized Patients with Covid-19 — Preliminary Report, 2020, DOI: 10.1056/NEJMoa2021436 uon
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Dexamethasone treatment for the acuste resniratorv distress
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Dexamethasone Control Between-group p value
group (n=139) group difference (95% Cl)
(n=138)
Ventilator-free days at 28 days 12-3 (9-9) 7-5 (9-0) 4-8 (2-57 to 7-03) <0-0001
All-cause mortality at day 60 29 (21%) 50 (36%) -15-3% (-25-9 to -4-9) 0-0047
ICU mortality 26 (19%) 43 (31%) -12-5% (-22-4 to -2-3) 0-0166
Hospital mortality 33 (24%) 50 (36%) -12-5% (-22-9to -1-7) 0-0235
Actual duration of mechanical 14-2 (13-2) 19-5(13-2) -5-3(-8-4to-2-2) 0-0009
ventilation in ICU survivors, days
Actual duration of mechanical 14-3 (13-3) 20-2(140) -59(-91to-2-7) 0-0004
ventilation in survivors at day 60, days
( Adverse events and complications™* \
I Hyperglycaemia in ICU 105 (76%) 97 (70%) 5-2% (-5-2 to 15-6) 0-33
New infections in ICU 33 (24%) 35 (25%) 1-6% (-8-5 to 11-7) 0-75
I Barotrauma 14 (10%) 10 (7%) 2-8% (-4-0to 9-8) 0-41 I

s == = - s . —
Data are n (%) or mean (SD) ICU=intensive care unit. *Data included the penod ‘from randomisation to day 10 (for

hyperglycaemia) and from randomisation to ICU discharge (for new infections and barotrauma).

Table 2: Outcomes, adverse events, and complications




L hKnuidddhs Seroid

A hia Ny sy ir@o bIKAS®U
ADexamethasone: 6mg/ 3 ALK 2 ¥ @ IMtrong10y K& X O
AMethylprednisolon40mgy 3 £ n n Y B W3 tHé
A5 GyaT Mgaykhi Gt daiS 2 Ky §¢: LIBRIU @K Eves N G yadghy
A i\ BulikeGlucoCorticoid GG):

ABOmgxZ WAL mup YITAWE L @
A5 GKE O R ¥ KA DAFY n @ytokineY tO K WIF Ya R Q ylatilizumab.
A/ Utifeo R pait it RD L K D16 VWKLY




FhKnu§eEy 3

Abddz Cn (Ksy3a Os 7Y ft ESG yIKAIY
A5 LIK 3z RIKIiL®Y K GIKN(DX/T)
VIY2ELFLI NAY MY3Ik]|{IkHnK K2 XNRWMIKWIHNIIASE vketiy I Uly
VG O 0A3JYy LIKI LI OO K3O

ALA d dz S End@parinélBng/kg/24h
VKhic Gry GKWTY 3 LK YNIKRYI OIKdz iNEK2e%@ f Yy k LK
VI KA -RAsYSSNI B o +" OT oey3d OKwy3d o0vbyK fé& @A YV
V5 Gy 3 y3areé y3ateée SUdz dAsy

Abddz Os Ot O RHddidahRMA GFEKNR K gzal flgKILAOUyYy + L
Ot O o0AVY LKL LI OKuy .S2ty @Ot SAddz GNR




TheoR p A

D-Dimer < 1000 ng/mb K2 X O U NbyDigher 10062900 ng/m(K 2 X & @ $2-J FESEAGHENIT 0 1 el va

RN EWANTE 0 e PR N QNN QUDAAE I E D-5 A Y S NJ ng/mio(& 21X ©F 7 k6
dKWEY 3D Fibrinogenx5g/l f CByA MY NB Al IRV K WS y 3
Fibrinogen<5 g/l b Fibrinogenk8g/I

L DIC{ O2NXB x n

L ¢ KYt ,&CMO

L / 2 didnguyO Baoll bYY QBK KA

BMI <20: Enoxaparim nYy3d ¢55 BIVM’Q@: Eno>§aparhn NI A= B RCRCER A VK1 50Kkg: Enoxaparinlmg/kg TDDY GIR23 A €
Y KLKgU cal X HAYNAYWRECLH NKGASOE a0l

BMI 2029: Enoxaprin 463 ¢ 55 IYAGKR ®p Y I k | I kKIMHLI-INREYD
Hn 3JAESKRNOY yddz OraNE36rt « aJK § G

Y KLKgU bddz Os &  IRAYENY X 2
.alL x onYnAYZRECLEBINGBER Y dz EYOK && LYY
MH 3JAIESIKIZNIOY Yy ddz  Nd dz ga@dee OT
Yt k LIKG U

YKy 3 | Kdzé dyAntiida2 [¢ KS2 Rp R 1 KandxRoa@riied TheoR pAnti-XakhiR G yE&oxaprin



ChKAd AL Wi

Al WUuiRRBYg.l g O a rrY7 O3 K AUdKIdSWDTIAKY 3 K A/ KYVY 3
OKWIK A Rud2¥INE & 38 WH K dzOHR g (| d O KIIK SILR Q-
AMKY. g O dWy Ry Y i &a R I Kex wSYRSaA A NI
Ab . | mmBdSAYPAITNIA G a2 dEBKJLLIBAGI K2 E@ X | Ch/ K2 X(
A©dasya R/ 3 YKYZ2 y MR YR .Hc p WES 03y KAdy>oR LIKD . aH.p B
AcCN@iigg ¢a yaIngId SHESF YA v LT BB M3 O MRyYVERT
Os UKwy BIH& yddz OKWI OYA G(KARIWYD
AHRKH NHINGA 1./ @2 d GNALY (KFIA OKWT
1ADLY a2t 0 GNWERdyRNMKYBI@L! OslyE S




YhKriz i &840 52y 3

A7 | VaNZjyda NIIWRK I K X VY
Ab d 0z K dgrn20OA f KPR adg®ID® b #dy Kt Yy SRS V[ B LI

JHY I aANS OAWL Y RSTANTIOY IERR I2cSAHY 3

OKdzZ$ yWqg.l g (0 8 & A8} A 8 y@tOt IONIWEK ] DIQ Kbl




Immunoglobullinetr Ndiz& @ ¥ KIJIKIG)

Ac¢ GEB i MINVE ¥y BID KAl KANWK BIGR Q \WAGchoy K=y 3
0 NWE ¥ 8RWRK Yy 3
Al cOK wyHKYD K fyAZgiahll WTCOVIBL9e ( Nk ¢ oy A 2igdizg

(( /6A1009),0 NHz8é @YK Qriing 12-243 A2 X G/kgh/ Ik 2y It &



ChKEdAOE sihB

AYKSF BROWVIKWEYeEhoOt IONIWE yf B SWE HMHI NB P K dz4 v

A + tOF IONIVE yf B 4K 1ON YRt gm0 YRE ¥ WKD 10 NWK BIAGR Q KTl K N O K
K 5 th#okinhy 3 K 70X R YO (1A yK ViKY ¥ O3 KLy XK A BUNBA s Y
LIK HiAGReof wil-dziR R D& B e Ny dz8 oy @ K =KBIKK MO #heo] K1t Y :
sinhS HhiO g djidA0K N yf VK]

A b d 0zSepsisO UgfioKSLIK ML ¥hébkinhy 3 K R u¥rong@ 5 W8 8 AGEKhIE+ O
S 3 Y K A GLNIKyOZEPd (7 OKd=digKK sifEl K MO KFO § djida¥KD KSS H

A/l t IONWE yj BXK A GUNIZIYKBEIK 4 (Geo O Ny 3 dzSsXor BVR D& Kt i v
sinhS & O K 4 Kt ghBEl K KO KJI



dzYtyent OCRu fFed YINBEFONFRKN Y
Yibl Covidt19

4 DIEU TRI DTD TiP 2 & BENH NHAN COVID-19 7 D Q ®

o ) Ty lé tr vong @ nhém c6 bénh ly
Ban c6 thé dé mac COVID-19 néu ban hién dang y .

méc mot trong s6 nhirng bénh khéng lay nhiém nén cao hon gap nhiéu lan
hodc bénh nén, nhu:

CAC BENH NEN TY LE TU VONG

@ Bénh lien quan dén tim mach 10,5%

Tang huyét ap Déi thao dudng Bénh tim mach

»
@ %% % @ Bénh ho6 hép mén tinh 6,3%

) @ Bénh cao huyét ap 6,0%
Pau tim hodc Céc bénh ho hap Ung thu
dot quy, man tinh
5,6%
ug"' Y World Health /4 . G 3
&) el @ #coronavirus #COVID19 @ KHONG c6 cac bgnh nen 0,9%

Sé liéu théng ké trén 44,672 bénh nhan mac COVID-19 tai Trung Quéc ngay 11.02.2020 6
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1. Introduction

- Gi @a tngguy ht vong"
t hehndt

e Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) causing coronavirus disease
2019 (COVID-19) has reached pandemic levels;
e Patients with cardiovascular {CV) risk factors and established cardiovascular disease {CVD)

represent a

vulnerable population

when suffering from COVID-19;

e Patients with cardiacinjury in the context of COVID-19 have anfincreased risk {)f morbidity and

mortality.

The European Society for Cardioldg8C Guidance for the Diagnosis and Management of CV Disease during th&3CRAN@emMIc
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Figure 15 Hypertension management in the COVID-19 context

Ve 7~ 7 - e - ( Self i59lated ) \
A ¢| ép d] mj d’ |mﬂ“%dmuﬂ@0 Hypertensnve Patient + Continue treatment with antihypertensive medication according

to ESC-ESH guidelines 2018

‘1( h KyaZ&ib ﬁ * No need to adjust medication or stop ACE-inhibitors or ARBs

because of COVID-19 pandemic

A Thm %p md2% hdl.@h gﬂ@t é + Continue to monitor blood pressure at home if possible

* No need for routine clinical review at clinical during the
COVID-19 pandemic
* Use video or phone consultation with patient if required

( Hospitalized \ * Unless hypotensive or there is acute kidney injury
.- . - Hypertensive Patient + Continue treatment with antihypertensive medication according
N/Jk h! n 3 n h YnWA, suyt h o rbl ohid A 40 i : to ESC-ESH guidelines 2018
with COVID-19 infection

* No need to adjust medication or stop ACE-inhibitors or ARBs
. . . . i because of COVID-19 pandemic

A Ti Ap ki Quv, i huh EB ptheo

Khuyd®o

* Monitor for arrhythmias which may be more common in
hypertensive patients with cardiac disease

* Check plasma potassium as hypokalemia is common in
hospitalized COVID-19 patients

* Parenteral antihypertensive medications will only rarely

j be necessary in ventilated patients

A BNcovidn h dvpi 'n# theod »ri'liol'-'lnk
nhtmlk ™ 3nhUndalimsu
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The European Society for Cardioldg8C Guidance for the Diagnosis and Management of CV Disease during th&3CRAN@emMIc
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+ Continuation of medications in CCS patients is recommended
during COVID-19 pandemic

* Follow-up of CCS patients via tele-health is recommended

+ Revascularization of CCS patients must be postponed in low to
intermediate risk patients

* Postponing of non-invasive testing of CCS patients should be
considered during COVID-19 pandemic

* CT angiography should be preferred to non-invasive functional
testing during COVID-19 pandemic

* Screening for SARS-CoV-2 infection should be considered before
cardiac surgery with nasopharyngeal swab and CT scan

Table 13 Management of chronic coronary syndromes

during COVID-19 pandemic

There is currently no clinical evidence of an association between ACEI/ARB treatment and the
susce ptibility to infection, or the clinical course. Withdrawal of medical treatment in HF patients may
increase the risk of worsening HF.*** Available data do not support discontinuation of ACEI/ARB and it
could be recommended that HF patients continue guideline-directed medical therapy, including beta
blockers, ACEl, ARB, or sacubitril/valsartan, and mineralocorticoid receptor antagonists, irrespective
of COVID-19.'f

B nthh@uouytmmime°hi fps d, ng8thu’
n_, khoal € lkh u ydgtheo guideline, bao g~ nt h G
beta, ACEI, ARB hay sacubitril/valsartan, ' "k h § b §t h\

mineralocorticoid, d BN c -b n hi comid-19 hayk h 1 .n g

The European Society for Cardioldg8C Guidance for the Diagnosis and Management of CV Disease during théCRArd@emic
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Enoxaparin natri 40mg/0,4ml
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HWO'NG DAN B

U TR] COVID-19

B0 NANG

Bac gidédm chinh

Biédu hién triéu
chirng

Thang diém a6
&

KHOA TIEP NHAM

CAN LAM SANG

BIEU TR

HS tror hé hap

HE tror huyét
agng

Khang wirus

Ching déng

XUAT VIEN

(C@p rkdgr 18082021, tai lidgwu dank cho nkhdn vién y 8

ai ligu tham khao:

WViégm hd hap trén

St ho, mét mdi, dau cor,
dau hong, dau dau, tiégu
chay, budn Nén, Nén, mat
wi giac

EVWS 0-1

Cac chuyén khoa 1&, ...

CTM, dieén gidi, SGOT,
SGPT, Ure, creatinine,
glucose, X

Triéu chirng, hd tror

we sinh mai hong, than thé

Bidgu tri bénh Iy Nné&n, di ké&m

PSS trurdrng thang kKhil
H& tror t&m by

wviégm phdi

Khéng gidam oxy mau
SpOsz: = 94% (khi tréri)
sSét, ho, thé nhanh

CURB6S 0-1
EWS 1-4

Cac khoa khéng diéu tri
bénh hé hap, tim mach

CRP, D-dimer, PT, &APTT,
fibrimogen

(turorng tur NS M Nnike )

2am bao b dd nuwroc,
dién gidi, dinh dwdng

dwdrng udng

D-dimer: S00 - 1000

- BMI < 30: Enoxaparin
40 mglf2g gice

- BMI = 30: Enoxaparin
A0 mglf12 gicr

D-dimer: 1000 - 3000

- BMI < 20: Enoxaparin
A0 mgl24 gide

- BMI = 20: Enoxaparin
A0 maf12 gide

viem phdi

Gidam oy mau

SpOs= < 94% (khi tréri)
Mhip thé = 30 lan/phot
Thd co kéo, rat 15m, thd
bung

CuURBG&S 2-3

EwsS S-6

Céac khoa cd diéu tri b&nh
hé hap, tim mach; cdé hé
thdng oxy

CTscan ngwc, ciy mau,
PCR tAm soat mam bénh

Oooy ligéu phap

Khang sinh 7-10 ngay
Corticoid F-10 ngay hoac
dé&n khi xudt vién

Chéng d&ng

Muc tiégu: SpOz 92-96 %
Canulla mai = mat na
(domn gian, khdng thd lai)
= HFEFMNGC, MNIW

Nam sap cha déng
Truyén dich than trong
theo nhu cau

Remdesivir: 200mg; duy
tri 100ma/NngaylS5-10 ngdy
Khang sinh cong déng

Dexamethasone 6 mg
[aT=F-0"4

Hodc:

FPrednisone 40 mg
Methyilprednisoclone 16
mg »x 2

(twrornig tur NhGme wiira)

MNé&U dang heparin:
D-dimer = 2000: UFH
S000 UIM12 gidr TDD
D-dimer = 2000: UFH 8
U/ kgidgicy T TR

Tocillizumakb: 8malkg (tSi
da 800mg) v

D L

wWigm phdi nang

TéHn thworng co gquan
ARDS

Sé&c nhidgm trang

Thuyén tdc cap (thuyé&n
tdc phdi, NMCT, do&t guw)
SOFA

EZvwS = 7T

HSTC-CE, GMHS, cac
khoa héi sirc khac

PCT, lactate, KMNHBEMM
Men tim, proBNP, ECG,
siéu am tim

Théang khi cor hoco
Khang sinh thich hop
HS tror huyét d6ng
Corticoid, chéng déng
Ligu phap thay thé& than
EChMO

Théna khi cor hoc bao we
phdi

Gian cor ngéan han

Tw thé& ndm sap

Truyén dich 4 pha

K&t hop wan mach

Muc tiéwu:

- MAP = 65 mmHg

- Bam bdao trdi mau md

- Bam bao chuyén hoaa
t& bao

Remdesivir: khdng cod chi

dinh; chi duy tri dd liéw

trimh (Nnéu dang dang)

Khang sinh thich hop

{(twrormg tw NhSm Nd&ng )

Co bang chirng huyét

khéi, D-dimer = 3000. SIC

= 4, Fib > 8 g/dl, thé& may,

EChMC

- Enoxaparin 1mgl<g/12
gidr, hoac

- UFH s0Ul/kg IV, duy tri
8 Ulikalgicr (aPTT S55-
90y

{(twrormg tw NhSm Nd&ng )

MNhGm khdng triégu chdang, xudt vién vao ngay thir 10 tr e RT-PCR (+), trwdc xudt vién lam 2 mau RT-PCR cach nhau
tSHi thidu 24 gidr K&t gua am tinh hodac t&i lwona virus thap (Ct = 30), xuiat vién trong wona 24 gidr tir e cd kéEt qud xat

nghi&m

MNham cd triéu chomng, nam vién tdi thidégu 14 ngay, tredc xuat viégn cd 3 ngay liégn tuc khéng triégu chdang, lam 2 mau RT-
PCR cach nhau tdi thidqu 24 gidv k&t qua am tinh hodc t&i lvong virus thap (Ct = 30), xuidt viégn trong vong 24 gidr tir Iac

oo két qua xé&t nghié&m

Tiép tuc cach ly wva giam sat tai nha thém 14 ngay, do than nhiégt 2 lAn/ngay. Nnéu st = 38°C, bao cho cor sd& vy &

T
1. Quyét dinh 3416/QDP-BY T, Hwdémg din chin dodan va didu tri COVID-19 do ching vi mit Corona meddi (SARS-CoV-2), 14/7/2021
2. W

orld Health Organization, Cowvid-19 Clinical management Living guidance, 06 JTuly 2021



[ BN kh&i phat l Mét, ho, h”_,t hoi i | B3i nhiém VK ("
khong triéu chirng Panh gia nudc, Khang sinh
dién giai, RL nudc, DG, > Bl Lis
BN khdi phat Mét, ho, hut hoi dinh dudng Dinh du&ng Pam bio nude, | chuan
cé triéu ching l > XN BC, CRP, PCT dién giai,
& X " o = dinh dudng
[ oo
2| 5 1|
'§‘ 5‘?; Ngay th& 7 -8 - Theo d&i nhip HC viém hé thén Corticoid ]
2 = th&, SpO, (MIS-C, MIS-A) IVIG
g Lieu phap Khi mau, lactat

khang dong,

Cocticoid D-dimer, ferritin

X-quang phoi

Sepsis

Enoxaparin
1mg/kg/24h

Dexamethasone » % E \
2 \ Dieu tri theo
mg/ Tho oxy f
6 24h : - F - = ‘.Vf" "

Enoxaparin
2mg/kg/24h
Dexamethasone

P tiéu chuan
khdi bénh

HENC, NIV |

ECMO: Extracorporeal Membrane Oxygenation

(Oxy héa qua mang ngodi co thé)

MIS-A: Multisystem Inflammatory Syndrome in Adult

MIS-A: Multisystem Inflammatory Syndrome in Children

NCHK: Nguy co huyét khéi

NIV: Non Invasive Ventilation (The mdy khéng xdm nhép)

HFNC: High-flow nasal cannula (Thé oxy dong cao qua éng théng mii)
Suy HH: Suy hé héap

Thé may
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TIMING IS CRITICAMNot too early Not too late.



