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TOM TAT

Ngtng tudn hoan 14 tinh trang ning, co ti 1& tir
vong cao, nén can phai cip ctru tich cuc. Thuyén tic
mach vanh 14 nguyén nhin giy nging tudn hoan cé
thé xtr tri dwoc. Ngay sau khi khoi phuc tuan hoan:
can thi¢p dong mach vanh sém c6 hiéu qua nhét-tai
thong ngay déng mach vanh bing can thiép qua dng
thong. 60-70% cac nguyén nhan gy nglmg tuan hoan
la do bénh dong mach vanh. Khi nging tuan hoan:
nhan biét nhanh: ép tim ngoai 16ng nguc hiéu qua
cung cap méau dén tim va ndo; Pha rung sém; Hoi sinh
tim phdi nang cao; Chim soc sau khdi phuc tuin
hoan; Can thi€p dong mach vanh sém-Cai thién tir
vong, ning cao chat lugng cudc séng.

CLINICAL CASE OF EMERGENCY
CIRCULATORY ARREST SUCCESS

Circulatory arrest is a serious condition, with high
mortality rates, should require emergency positive.
Coronary embolism that causes circulatory arrest can
tackle. Immediately after restoring circulation: early
coronary intervention is most effective information-re
right coronary artery by the catheter intervention. 60-
70% of the causes of circulatory arrest due to
coronary artery disease. When circulatory arrest:
Quick recognition: heart outside his chest pressed
efficient blood supply to the heart and brain;
deforestation, early CPR improved; Care after
restoring circulation; coronary intervention -early-
improved mortality, improve quality of life.

I. PAT VAN DE

Ngimg tuan hoan c6 nhiéu nguyén nhan. Can
thi¢p sém d€ khoéi mat ndo chi c6 3 phut d€ hanh
dong, O nguoi 16n dang lam viéc binh thuong dot
nhién ngung tuan hoan, phai nghi ngay dén nho6i mau
co tim.

Bénh tim mach hién rat phd bién trong cong dong.
Bénh mach vanh chiém t¢i mdt phan ba hoac mét nira
cac bénh tim mach & nhitng nudc da phat trien[1]. Ti
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¢ t& vong do bénh tim mach tai Hoa Ky nam 1997:
49% la bénh dong mach vanh, 17% dot qui. 5% ting
huyét ap, 5% suy tim & huyét, 2% vira xo dong mach,
1% tim bam sinh, 1% thap tim va bénh tim do thép,
20% do nguyén nhan khac[3]. Tai Viét Nam bénh
mach vanh ngay cang gia ting va dang trd thanh
nhom bénh chinh gay tir vong va nhap vién. Cép ciru
tich cuc ngimg tuan hoan 1a can thiét. °

II. BENH AN

Ho va tén: Pao Ngoc L Gidi tinh: Nam Tudi: 49 tudi

Vao vién TTTM luc 6h45’ ngay 07/03/2012

Tién si: hit thude 14 > 20 nidm, trung binh 20
diéu/ngay, nhi€u nhat 80 di€u/ngay, ngirng hut thudc 10
nam nay. Chua dugc phat hién bénh tim mach bao gio

Khéng dau nguc

B6 dé bi TBMN do THA, me dé bi THA

Tém tit bénh sir

BN dau ngyc tr trua 06/03/2012. Pau nguc vung
sau xuong uc, con dau kéo dai >30 phut, dau va mo
hoi, dau ca khi nghi. Pa dung Nitromint, Vastarel MR
-> do dau it

Kham lam sang

BN dau nguc. Tim nhip déu, TS 64 CK/ph. Phéi
khong c6 ran. Kham bung: bung mém, gan lach
khong so thay. HA 150/90mmHg

Xét nghiém

Céc xét nghiém co ban: binh thuong. CK: 471
U/L. CK-MB: 54 U/L.TroponinT: 167 ng/L.
Cholestrol: 6,0 mmol/L. Triglycerid: 1,4 mmol/L.

HDL-C: 1,1 mmol/L. LDL-C: 4,2 mmol/L. K+: 3,9
mmol/L

T rung tam tim mach Bénh vién E
“Bénh vién Dai hoc Y Ha Noi
Ngueoi chiu trach nhiém khoa hoc: Neuyén Lan Hiéu
Ngay nhan bai: 08/08/2013 - Ngay Cho Phép Pang: 25/11 /2013
Phan Bién Khoa hoc: PGS.TS. Pang Ngoc Hung
GS.TS. Bui Dirc Phu
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Pién tAm d6 khi nhap vién

Chén doan

Nhoi mau co tim cip

Diéu tri

Lovenox 40mg, Aspegic 300mg, Plavix 300mg,
Coversyl, Lipitor, Nitrostad,Vastarel

Dién bién

8h45ph 07/03/2012 bénh nhan ngimg tuan hoan:
khong c6 mach, ngung tho

Ep tim ngoai 16ng ngyc. Pat nf)i khi quan. Banh
gia nhip: trén monitoring 1a rung that

Séc dién 200J hati pha. Ep tim.Nhéc lai pha rung.
AdrenalinlmgTM moi 3-5 phut

DPanh gia nhip. Nhic lai pha rung. Lidocain 1-
1,5mg/kg

Chuyén can thi¢gp PMV

9h30ph07/03/2012. Tim nhip xoang, TS 80ck/ph.
HA 100/60mmHg

Chuyén BN dén TTTM Bénh vién Truong PHY
Ha Néi dé can thiép BPMV

Két qua chup PMV

Th@n chung PMV t’réi(Lm):Rét ngén. Pong mach
lié‘n that truéc(LAD): tac hoan toan LAD2, khong co
tuan hoan bang h€. Pong mach mi(LCx): vu nang,
hep nhe, TIMI3

DPong mach vanh phai(RCA): thiéu ning

Két qua can thiép PMV

biat guiding cath?te JL qua duong DM quay P,
Pua guide wire qua ton thuong LAD

Nong ton thuong LAD2 bing bong Pantera
2.5x30mm, 8atm, 10”. Dat Stent Prokinetic 3.0x26mm,
12—>18atm, 10”. Chup kiém tra Stent nd t6t

Rit guide wire —>chup kiém tra. Stent tot, dong
chay TIMI3, TMP3

Sau can thiép PMV

BN hét dau nguc. HA 6n dinh. Ra vién sau 7 ngay
(14/03/2012)

Thube duy tri: Aspegic, Plavix, Chen beta,
UCMC, Statin

III. BAN LUAN

Ngung tu:lfrln hoan 1a tinh trang ndng, co ti 1€ t
vong cao — cap cuu tich cuc

Ngtg tuan hoan trong BV rat xau[11]:

- Sbng trong vong 24h tir khi khoi phuc tuan hoan:
23565%

- Sbng khi ra vién: ~20%(0-28%), trong nim dau:
14-47% s0 song s€ tiép tuc tir vong

“Chudi s6ng con” mai tir 2010[9]
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Nhan biét tirc thoi ca nging tuan hoan va kich
hoat h¢ thong cap ctru. Cap ctru ban dau sém: ép tim
ngoai 10ng nguc hi€u qua. Pha rung nhanh chong. Hoi
sinh tim phoi nang cao c6 hi¢u qua. Tich hop cac
cham soc sau khoi phuc tuan hoan

Thit ty hdi sinh tim phdi “C-A-B”[9]

Nhan biét nhanh (< 10 gidy) kich thich khong dép
tmg, ngimg thd hodc thd ngap, “khdéng bat dugc
mach”. KC moi bo “Look, Listen & Feel”. Thur tu cap
ctru moi: “C-A-B”

Compressions-Airway-Breathing: Ep tim “du
nhanh”>100 1/phut. Ep tim “dii sdu” > Scm

Ti 1€ ép tim/Thong khi = 30:2

( néu chi c6 mot nguoi, chua thanh thao CAB thi
chi ép tim ngoai long nguc don thuan dén khi d6i cap
ctiru dén )

Ep tim ngoai l(‘ﬁng nguwc: sém — chit — khong
ngung[9]

Adult Cardiac Arrest

Shout for Help/Activate Emergency Response

Start CPR
= Give oxygen
= Attach monitor/defibrillator

No

C: ép tim trong 2 phut khong ngimg, du chét
luong, tranh bi ngit quing do dung bat ki thudc hay
dung cu khac. Ep tim cang som cang tot trong vong
10 gidy tur lic ngiing tim

A: khai théng duong thé sau ép tim 30 lan: head —
tilt — chin — lift maneuver, jaw thrust.

B: thdi ngat 2 1an (1 lan/1 gidy), tranh qué cing.
Tiép tuc ép tim ngoai 1dong nguc/thdi ngat v6i tan suét
30/2 & ngudi 16n (1-2 nguoi cdp ciru): thdi ngat 1 1an
mdi 5-6 gidy (néu co nodi khi quan thi bép bong 1 lan
mdi 6-8 gidy)

Cip ciru ngirng tuin hoan[9]

Ep tim du sau. Ep tim du nhanh. Khi ép, dé 1ong
nguc gian dd. Tranh ngat quang ép tim. Tranh bom
qua phong phoi

(O ngudi 16n, 1 “vong” cp clru co ban tuong duong
ép tim ngoai 1ong nguc 30 lan va 2 lan thoi ngat)

Cip ciru ngirng tuin hoan nang cao[9]

CPR Quality

= Push hard (22 inches
[5 cm]) and fast
(=100/min) and allow
complete chest recoil

* Minimize interruptions in
compressions

* Avoid excessive ventilation

* Rotate compressor every
2 minutes

« If no advanced airway,
30:2 compression-
ventilation ratio

* Quantitative waveform
capnography

CPR 2 min

* IWIO access

CPR 2 min
* Epinephrine every 3-5 min
* Consider advanced airway,

capnography

No

CPR 2 min
= Amiodarone
* Treat reversible causes

? .j:
2 Asystole/PEA

* IV/IO access
= Epinephrine every 3-5 min
= Consider advanced airway,
capnography

CPR 2 min

= Treat reversible causes

No Rhythm Yes
shockable?

~ If PETCO, <10 mm Hg,
attempt to improve
CPR quality

= Intra-arterial pressure

— If relaxation phase
(diastolic) pressure
<20 mm Hg, attempt
to improve CPR quality

Return of Spontaneous

Circulation (ROSC)

* Pulse and blood pressure

= Abrupt sustained
increase in PETCO,
(typically =40 mm Hg)

= Spontaneous arterial
pressure waves with
intra-arterial monitoring

Shock Energy

* Biphasic: Manufacturer
recommendation
(eg, initial dose of
120-200 J); if unknown,
use maximum available.
Second and subsequent
doses should be equiva-
lent, and higher doses
may be considered.

= Monophasic: 360 J

Drug Therapy

« Epinephrine IV/IO Dose:
1 mg every 3-5 minutes

* Vasopressin IV/10 Dose:
40 units can replace

CPR 2 min

Rh

shocit:t;'e? first or second dose of
epinephrine

= Amicdarone IV/IO Dose:
First dose: 300 mg bolus.
Second dose: 150 mg.

Advanced Airway

« Supraglottic advanced
airway or endotracheal
intubation

* Waveform capnography
to confirm and monitor
ET tube placement

= 8-10 breaths per minute
with continuous chest
compressions

No

Reversible Causes

— Hypovolemia

— Hypoxia

— Hydrogen ion (acidosis)

« If no signs of return of
spontaneous circulation
(ROSC), go to 10 or 11

« If ROSC, go to
Post-Cardiac Arrest Care

© 2010 American Heart

= Hypo-/hyperkalemia

— Hypothermia

— Tension pneumothorax
— Tamponade, cardiac

— Toxins

— Thrombosis, pulmonary

Goto50r7 I
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— Thrombeosis, coronary
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Ngirng tim
MAt dot ngdt chirc nang tim
Kém theo hoic khong kém theo tién st bénh tim trude d6
C6 thé dan dén tir vong trong vai phut

O My, mdi nam c6 dén 750.000 truong hgp ngimg tim duoc hdi strc 225.000 tir vong. SO lugng bénh
nhan nhap vién vi ACS tai My 1a 1,57 tri€u, trong d6 NMCT cap 1a 0,33 triéu[8][10].

Céac nguyén nhan ngirng tim
Chu yéu do bénh DMV
Nhip nhanh that hodc rung that

Ciing c6 thé do nhip chdm qua mirc, ngimg thd, ngat tha, dubi nude, dién giat, chin thwong va cac nguyén
nhan khac

Ciing c6 the xay ra ma khong rd nguyén nhan

Cic nhip c6 thé soc di¢n: Rung thét va nhip nhanh thit vé mach
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Hi chirng MV cip|2]
HC mach Ya‘mh cép (Acute coronary syndromes- ACS) do v& mang xo vita dong mach=» hinh thanh huyét
khoi gy tac nghén trong DM vanh.
Nghén 1 phan: dau thit nguc khong 6n dinh va nhdi mau co tim ST khong chénh 1én (non-St
segment elevation myocardial infarction- NSTEMI)
Nghén hoan toan: NMCT ST chénh 1€n (ST-segment elevation myocardial elevation-STEMI)
NMCT c6 ST chénh léch [6][7][13]
1/3 s6 bénh nhan NMCT cip c6 ST chénh 1én bj tir vong trong vong 24 gid
Tt vong trong bénh vién va tai NMCT: 8-10%
Ty 1€ to vong sau 1 thang: 6-7%
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Cic diu 4n sinh hoc trong NMCT cép [5][12]

Myoglobin
and CK isoforms

501 ,

e

Troponin
(large MI)

Troponin
(small MI)

Multiples of the upper limit of normal
=
1

;“ = Z Z Z Z Z = T10% cviee percentil
0 1 2 3 4 5 6 7 8 9
Days after onset of AMI
Phac do xu tri ACS[4]
r .}\ 4 r
Phac d6 xtr tri ACS
TRIEU CHUNG GQI Y ACS
1
| | | —
Khéng phai do tim DTNO D C6 thé ACS Khiing dinh ACS
¥ : v
Diéu tr theo nguyén Theo khuyén cio
nhin . cua HTMVN 08
BT D khong 15 ST va/ hodic T thay d6i
Men tim binh DAl
thuong ‘Mer; tim t?ng
Bién doi huyet dong
Theo di o v
>12h ké tir khi trigu chimg bit du
, . Chién lugc ti
| 4 i | tudi mau DMV
Khong dau ngye tai phat : Dau ngye tai phat hodic cic
theo ddi 4m tinh theo ddi duong tinh h 4
i Chan doan xac dinh ACS Khuyén cho
NFGS dénh gi4 thiéu méu co tim NMCT cip

Danh gia chirc nang thét tréi

Am tinh Duong tinh Nhép vién

Dau nguc nguyén nhan khac, Khang dinh ACS Theo phéc d6
ACS nguy co thip Cé thé ACS
4 Algorithm for evaluation and management of patients suspected of having ACS.
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K¢ hoach theo ddi bénh nhén Anderson JL, et al. J Am Coll Cardiol 2007;50:¢1-¢157, Figure 2.
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VI. KET LUAN

Bénh nhan nam 49 tudi vao vién vi dau nguc. Qua
héi bénh, kham lam sang va xét nghiém: chan doan:
nh6i mau co tim cap

Dién bién: bénh nhan bi ngimg tuan hoan va da
dugc cip ciru nging tuan hoan thanh cong tai Trung
tam tim mach Bénh vién E Ha noi

Sau d6 bénh nhian dwoc chuyén dén can thi¢p
dong mach vanh qua da tai Trung tam tim mach Bénh
vién Truong PHY Ha Noi. Két qua dit Stent dong
mach lién thét trude tét. Bénh nhan hét dau nguc, ra
vién sau 7 ngay. Hién tai séng khoe-lam viéc binh
thuong, di kham bénh theo huéng dan cuia béc si.
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