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Muc tieu hoc tap

- Phan biét dac diém ctia CAP khong c6 bién chirng va co
bién chirng & tré em

- Xac dinh chiing gay bénh & CAP c6 bién ching

- Ban luan vé cach tiép can chan doan va diéu tri CAP c6
bién chirng
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Pinh nghia
- Viém phoi — Viém nhiém & phé nang, dwdng thd xa, mang
phoi vai trieu chirng
Sét
Dau hiéu hd hap
ho
thé nhanh
dau nguc (tré I&n / thiéu nién)
th& gang strc*
| bao hoa oxy*

Kham thay dau hiéu tén thwong nhu mé (khéng c¢é ral
rit) hoac cé dam mao trén XQ, CT nguc

Triéu chirng cé thé khong ré rang & tré nhd
- VViém phdi cé bién chirng — VP + mang phdi, hoai tlr phdi
hoac apxe

*Shah S, et al. JAMA 2017;318:462-71
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Viem phoi nang
» Ho hodc kho th&, kém theo it nhat 1 trong nhirng dau hiéu sau:
Tim trung tdm hoac Sp0O2 < 90%
SHH nang (thé rén, RLLN manh)
Nhirng dau hiéu toan trang nang
Bd bu, khédng udng duwoc
Li bi, hdbn mé
Co giat
Céac dau hiéu khac cta viém phdi
Triéu chieng VP
Thé nhanh: 2—11 th = 50/ph; 1-5 tudi = 40/ph
RLLN

Nghe phoi: | thong khi, ral ngdy, ral am, rung thanh bat thwong (| tran dich, 1
déng dac), co mang phoi

WHO Pocket Book of Hospital Care for Children, 2"d Ed 2013

©2024 Mayo Foun dation for Medical Education and Research | slide-4



Sinh bénh hoc

» Vi khuan c6 thé tlr nhirng chlng cw trd tai dwong hod hap trén hodc do lay nhiém
qua tiép xuc — giot ban

- Vwot qua cac hang rao giai phau, mién dich dich thé - t& bao

- Phé nang chtra day dich, bach cau da nhan trung tinh, vi khuan — ngén mach &
xuat huyét phé nang — phu khoang ké — hoai t&r cé thé lan ra mang phoi

Healthy alveoli Pneumonia
Air in alveoli

- Bién dbi trong sinh bé&nh hoc
1 bit tac dwdrng thd nho
1 tang swc can mach mau
| d6 dan héi phdi
| gidm trao dbi khi

- VViém mang phoi
Tran dich chwa bién chirng — 1 dich ké& thoat ra khoang mang phdi &
tang tinh thAm mach mau
Sinh ma — vi khuan xam nhap, 1 BC & fibrin
Bién dbi t6 chirc - Xo hoa , phdi khéng gian né duoc
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T vong toan cau do viém phoi

- VP 14 nguy@n nhan hang dau gay t& vong do nhiém tring trén thé gioi

[l [ A |

14% t& vong <5 Tudi, 22% t& vong 1-5 tudi

749,180 ca t&r vong nam 2019

Death rate from pneumonia and other lower respiratory infections in
children, 2019

The estimated annual death rate from pneumonia and other lower respiratory infections in children under five, per 100,000.
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Deaths from pneumonia. by age. World. 1990 Lo 2019

in Data
The estimated annual number of deaths from p ia and other lower respiratory infections.
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Tw vong do viéem

Deaths from pneumonia, by age, Vietnam, 1990 to 2019 Our World
The estimated annual number of deaths from pneumonia and other lower respiratory infections.

inData
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Data source: IHME, Global Burden of Disease (2019) - Learn more about this data
OurWorldinData.org/preumonia | CC BY
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Number of pneumonia deaths in children by risk factor,
Vielnam. 2019

The estimated annual number of deaths from pneumonia and other lower respiratory diseases in children under five. This is
shown as the number caused by each risk factor.

EB Table L Chart 2 Change country or region

Child wasting 1,294
Secondhand smoke
Low birth weight
Short gestation
Indoor air pollution from solid fuels
Qutdoor particulate matter pollution
Mon-exclusive breastfeeding
Mo access to handwashing facility
Child stunting
Child underweight

> 1920 2019

Data source: IHME, Global Burden of Disease (2019) - Learn more about this data

Mote: Risk factors can interact and overlap for a given cause of death: therefore the sum of deaths attributed to risk
factors will exceed the total number of deaths from pneumonia. X - e

OurWworldinData.org/pneumonia | CC BY

https://ourworldindata.org/pneumonia
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Nghién ctru vé can nguyén gay viém phoi
cdng dong cua CDC

B Specific Pathogens Detected C Detection According to Age Group
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Jain S, et al. N Engl J Med 2015;372:835-45
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Cac vi sinh vat gay viém phoi c6 bién chirng

- Streptococcus pneumoniae

Sau tiém chung vaxcin PCV13, giam rd rét v&i serotypes
1, 19A

Khéng thay déi véi serotype 3

Phan I&n bién chirng do cac chiing ngoai pham vi cta
vaxcin

- Staphylococcus aureus, bao gdm MRSA
« Group A streptococcus (Strep. pyogenes)
- Cac chiing streptococci khac, bao gdm Strep. anginosus
- Vi khuan ky khi

- Haemophilus influenzae type B

* Mycoplasma pneumoniae

* Lao

« Actinomyces

- Nhi@m ndm dac thu (coccidioidomycosis)
* Dich hach

 Tularemia

* Bénh than

PCV13
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Olarte L, et al. Clin Inf Dis 2017;64:1699-704
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Hwéng dan dieu tri CAP cho tré trén 3 thang cua

PIDS/IDSA

lwa chon thay thé: amoxicillin/clavulanate

Ngoai tru
<5 tudi amoxicillin azithromycin
lwa chon thay thé: amoxicillin/clavulanate
25 tuoi amoxicillin +/- azithromycin azithromycin

lwa chon thay thé: doxycycline néu >7
tudi

NGi tru (tat ca Ira tudi)

Tiém ching day dua & ti 1é khang
PCN cua S. pneumoniae thap

ampicillin hoac penicillin G
lwwa chon thay thé: ceftriaxone hoac
cefotaxime

azithromycin + b,eta-lactam ,
lwa chon thay thé: doxycycline néu >7
tudi hodc trwdng thanh

Chuwa tiém chiing day da hodc ti lé
khang PCN cua S. pneumoniae
khéng thap hodc nhiém tring
nang

ceftriaxone hoac cefotaxime

lwa chon thay thé: levofloxacin

+ vancomycin hodc clindamycin néu nghi
nhiém Staph. aureus, gdm cd MRSA

azithromycin + beta-lactam
lwa chon thay thé: doxycycline néu >7
tudi hodc

levofloxacin néu trudng thanh

Bradley JS, et al. Clin Infect Dis 2011;53:e25-e76
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Can nhac dieu tri Ngoai Khang Sinh cho viém phoi
bien chirng
« Mtrc d6 sbét va SHH

- Dong dac/ hoai t&r phoi hay.
viém mang phdi hay. ca hai

- Mtrc d6 tran dich— it hay. trung binh/ nhiéu
- Dac diém cla viém mang phoi
Pon thuan hay khu tra
Dich thdm hay md
- Dan lwu
Khéng dan Iwu vs dan luu
Dat ong ngwc vs dat 6ng ngwc + liéu phap tiéu fibrin vs. Phau
thuat ndi soi I6ng ngwe co video ho trg VATS

* Cai thién VS. khé‘)ng cai thién hOéC xéu di Janahi IS, Fakhoury K. Up-To-Date. 2024
Balfour-Lynn IM et al. BTS Guideline. Thorax 2005;60 Suppll:il

Islam S, et al. APSA Guideline. J Pediatr Surg 2012;47:2101-10
Bradley JS, et al. IDSA/PIDS Guideline. C@UZELLQ‘:?&EMBifﬁMede%dluég?’éndeRzegIﬁZQm




Pac diem cua viéem mang phoi
* Mrc 4o tran dich — XQ nguc
it — <1 cm khi nam nghiéng hodc <1/4 khoang mang phdi  ceL. coun, FLuiDs

trung binh/ nhiéu — >1 cm khi nam nghiéng hoac >1/4 Flud Type I-f‘t Pleursl...
‘ R (3ross Apoearance Purulent
kho?ng mang phOI . Total Mucleated Cells |E:1'25|:|:
* Pac diem dich — XQ ngwc nam nghiéng so vOi SIEU am SO Neunsenis El
voi CT nguc ot o
Pon thuan — tw do Reviewed by: | Tec
Khu trd — c6 sw hién dién cua cac manh vun protein voi = =
sw hinh thanh cac vach ngan G itquneng | 12T T T e e e
» Dich tham hay dich mu — choc hat dich hay dat 6ng dan L et e ot e ot s ot o
Dich md — BC >50,000, chii yéu la da nhan trung tinh, XN 2 s
nhuém Gram (+), cay, tim khang nguyén, hoac PCR
Khac Janahi IS, Fakhoury K. Up-To-Date. 2024
pH <7.0 Balfour-Lynn IM et al. BTS Guideline. Thorax 2005;60 Suppll:il

Islam S, et al. APSA Guideline. J Pediatr Surg 2012;47:2101-10
Bradley JS, et al. IDSA/PIDS Guideline. Clin Infect Dis 2011,;53:e25-e76
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Khéng phau thuét vs phau thuat trong viém mu mang

phoi tré em
Pa phan tich

TABLE 3.  Summary of Outcomes for Primary Operative Treatment Versus Nonoperative Treat-
ment of Empyema Among Children

Primary Operative Therapy

Nonoperative Therapy (n = 363)*
Chest Tube Primary VATS Thoracotomy
and Antibiotics Fibrinolytic  (n = 176) (n = 175)
(n = 3183) Therapy
(n = 64)
Age, y (cases/studies) 5(1691/35) 4.1 (64/3) 5.1 (176/13) 6.7 (99/6)
Mortality rate, % (cases/studies) 3.3 (3250/50) 0(64/3) 0(176/13) 0(166/11)
Failure rate, % (cases/studies) 23.6 (2793/44) 9.4 (64/3) 2.8(176/13) 3.1(128/9)
Length of stay, d (cases/studies) 20.0 (1671/33) 10.7 (64/3) 11.2(150/10) 10.6(122/8)
Chest tube, total d (cases/studies) 10.6 (1566/28) 4(14/1) 4 (144/8) 6.2 (22/2)
Antibiotics, d (cases/studies) 21 3(381/12) NS 13.2 (56/4) NS
Complication rate, % (cases/studies) .6(1094/22) 125(64/3) 5.4(168/11) 5.2(77/5)

NS indicates not specified.
*The mode of primary surgery was not specified for 3.4% of patients who underwent primary
surgery.

Avansimo JR, et al. Pediatrics 2005;115:1652-9
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Phau thuat ndi soi long ngwc vs. Phau thuéat 1ong nguc
kém st dung tiéu s¢i huyét trong viéem mu mang phoi
tre em ,
Thwr nghiém ngau nhién c6 doi chirng

Table 2 Clinical outcomes

VATS Fibrinolysis P
(n = 18) (n = 18)
Length of posttherapy 6.9 +3.7 6.8+29 96
hospitalization (d)
Posttherapy days 23+1.7 23 +2.1 90
of O, support
Days to afebrile after 3.1 +£2.7 3.8+£29 46
intervention
Analgesia doses 22.3 £ 28.5 214+ 120 .90
Hospital charges S11.7K + §2.9K §7.6K + §54K .02

r Surgery 2009 44:106-11
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Ché pham tiéu fibrin

- Alteplase (tPA) trong diéu tri dich mang phdi
4 mg in 40 mL NaCl 0.9%, tiém khoang mang phdi, cap 60- phut / 1 ngay x 3
ngay
0.1 mg/kg (max 3 mg) in 10-30 mL 0.9% saline, tiém khoang mang phoi
kep 45-60 phut maéi 8 gid x 3 ngay
 Urokinase
>=1 tudi, 40,000 dv pha 40 mL 0.9% saline
<1 tubi, 10,000 dv pha 10 mL 0.9% saline
Mbi ngay cap 2 lan mdi lan 4h x 3 ngay
Tiém Bupivacain khoang mang phdi (0.5-1.0 mL/kg dung dich 0.25%)
- Chong chi dinh — rd phé quan khoang mang phdi
» Tac dung ngoai y — sbt, kho chju, chdy mau, phan vé
Janahi IS, Fakhoury K. Up-To-Date. 2024
Balfour-Lynn IM et al. BTS Guideline. Thorax 2005;60 Suppl1:il

Islam S, et al. APSA Guideline. J Pediatr Surg 2012;47:2101-10
Bradley JS, et al. IDSA/PIDS Guideline. Clin Infect Dis 2011;53:e25-e76
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Phau thuat ndi soi I6ng ngwe c6 video hé tror (VATS)
Pa phan tich

- Phéa v&/loai bd cac vach ngéan fibrin ngan can lwu théng ctia 6ng nguc
- Loai bd chat mu dwédi hinh anh truc tiép

- Ong nguc dwoc dé dung vi tri sau phau thuat

- Chdng chi dinh — khdng c6 kha nang tao ctya s mang phdi day dd

- Két qua Outcomes
Ty |& that bai thap hon so véi dan lwu + tiéu sgi huyét
Chi phi cao hon

C6 thé dwoc thwe hién ngay tlr dau hoac sau khi dan lwu + tiéu soi huyét
khong thanh cong

Puwoc wa chudng hon phau thuat I6ng ngwe mé vi nd it xam lan va it ton

kém hon Janahi IS, Fakhoury K. Up-To-Date. 2024
Balfour-Lynn IM et al. BTS Guideline. Thorax 2005;60 Suppl1:il

Islam S, et al. APSA Guideline. J Pediatr Surg 2012;47:2101-10

Bradley JS, et al. IDSA/PIDS Guideline. Clin Infect Dis 2011;53:e25-e76
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PIDS/IDSA Quan ly viem mi mang phé

Confirm the dx of pneumonia and
parapneumonic effusion;then
categorize the size of the effusion

Small effusion size:
< 10mm rim or < % thorax opacified

Treat with antibiotics.
Do not obtain pleuralfluid for culture,
and do not attempt pleural drainage

Is the patient responding

Moderate effusion size:
> % but < % thorax opacified

Degree of
Respiratory Compromise

Large effusion size:
> % thorax opacified

Obtain a achest US or CT (US
preferred) to assess effusion size
and degree of loculation

Obtain pleuralfluid for culture, and

to treatment? drain the pleural space of fluid

Treat with IV abx alone, or
Obtain chest US and obtain
pleuralfiuid for culture by
throracentesis or by placement

of a chest tube (fibrinolytics)

Follow the treatment
algorithm for large
effusions
Options for

Reassess dralnage

Continue abx . 5
effusion size

If clinical condition is
worsening despite
appropriate IV abx, then
proceed to the algorithm
for large effusion

Fluid is
loculated
“complicated”

Fluid is not
loculated
“simple”

Is the effusion
still small?

2 options

Options for drainage:

1. Chest tube alone

2. Chest tube wifibrinolytics
3. VATS

If the effusion is now
moderated or large, then
follow the algorithm for
moderate or large
effusion size

If the effusion is still
small, then continue
abx, and do not attempt
pleural drainage

Chest tube Proceed
wifibrinolytics; if not directly to
responding (approx. VATS
15% of patients), then

proceed to VATS

Dlauiey JO, et al. i nnect Dis 2011;53:e25-e76
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Lwu d6 quan ly viém ma mang phoi

Pneumonia with effusion [] Diagnoses
shown on chest radiograph .
[] Action steps

I
Pneumonia with effusion v v
- Small effusion, Mederate to large effusion, andfor
Eh Ol O EhEEt mdlﬂgrﬂph no respiratory distress* respiratory distress, ill-appearing
[ v v
Treat with antibictics | Ultrasonography/CT scan'll
+ + Refer to algorithm for management of T
small parapneumecnic effusion in children
Small effusion®, Moderate to large effusion, and/or
no respiratory distress respiratory distress, ill-appearing Simple effusion (not loculated)
+ = Chest tube insertion and drainage®§
= IV antibiotics
Treat conservatively ‘ I \
with antibiotics and [improvemert ]| - -
L. ~ ~ Improvemeant Persistent or progressive symptoms,
EI 13 |Ea| ITIDHItDHng and ultrasound shows reaccumulation
or loculation of fluid
| + L\
+ + | Complicated effusion (loculated) and/or symptoms not responding to medical therapy
| }
Hn II'I1|:|'r'D'|.I'E'I'I1EI'I‘|: = Chgst tI..IIEIE drainage with
Improved in 24 to 48 hours, or fibrinolytic therapy ¢ 8%
- - = IV antibiotics
worsening clinical status T
Persistent or
progressive symptoms
. v
Continue Repeat chest radicgraph:
conservative » If effusion is larger or
therapy ® Patient is in distress Persistent loculated Parenchymal
effusicn diseasea only
+ v ¥ v
VATS with dEI?IridEI'I:I}Eg;:*
Refer to algorithm for Management of chest tube drainage
pneumacnia with a moderate or large
- - - - Continue antibiotics for
parapneumonic effusion in children

at least 10 days after
rasolution of fevert

Janahi IS, Fakhoury K. Up-To-Date. 2024
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Table 7. Summary of Receiver Operating Characteristics Meta-Analysis
Sensitivity Specificity Youden
AUROC {Youden Index) {Youden Index) Index
CRP 0.71 (0.69-0.73) 0.70 (0.68-0.78) 0.64 (0.58-0.68) 53 mg/L
PCT 0.70(0.67-0.74) 0.69 (0.65-0.77) 0.64 (0.60-0.68) 0.59 ng/mL
WBC 0.57 (0.55-0.60) 0.63 (0.37-0.77) 0.48 (0.36-0.73) 13 % 10°
ESR 0.61 (0.53-0.66) 0.60 (0.40-0.65) 0.61 (0.50-0.69) 31 mm/hr

Abbreviations: AUROC, area under the receiver operating characteristic curve; CRP, C-reactive protein; ESR,
erythrocyte sedimentation rate; PCT, procalcitonin; WBC, white blood cells.

19 dau an sinh hoc khac dwoc xac dinh bao gom CRP/gia tri tiéu cau
trung binh, ty I&é bc da nhan trung tinh/tong bc, IL-6, & interferon-alpha:
do nhay twr 60-85%; do dac hiéu twr 76-83%

Gunaratnam LC, et al. J Pediatr Inf Dis Soc 2021:10:891-900
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Procalcitonin xac dinh CAP do vi khuan & tré em

a
E
-
B
Se
c.L8
© *"“ 4
O
PE -
oo 8 o
3 =
Qo P s
X o
1 1 1 1
Typical Atypical Only viral No
bacterial bacterial pathogens pathogens
pathogens pathogens detected detected
detected detected (n = 349) (n =47)

(n = 54) (n = 82)

Note that the y-axis is presented in log(10) scale.

Stockmann C, et al. J Pediatr Infect Dis Soc 2018;7:46-53
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Viém phoi c6 cay mau (+)
* 3 bénh vién & My Céc vi khuan gap trong cay mau
. 46/2358 (2,2%) c6 CAy mau+ voi Y
cac chiing phan l1ap dwoc coi la ° 2%
nguyén nhan gay bénh
« # nhirng BN cay mau c6 1 vk gay
bénh
12 bn cd viém mu mang phoi
e 24 bn phaivao ICU 9%

21% @ Strep. pneumoniae

@ Staph. aureus

@ Strep. pyogenes

@ Other strep

@ Haemophilus influenzae

O Fusobacterium sp.

) B Mixed
* 91 bn can cham soéc tich cwe & khdng
P ich 13%
co tran dic
TABLE 2 LOS, ICU Admission, and IMV or Shock for Children Hospitalized With Pneumonia With and TABLE 3 L0S, ICU Admission, and IMV or Shock for Children Hospitalized With Pneumonia by Pathogen
Without Bacteremia Culture pathogen n Median LOS {IQR), d ICU Admission, m (38) IMV and/or
Outcomes No Bacteremia, Bacteremia, Odds Ratio or Hazard Ratio Shock, a G6)
A = 2090 n =49 (cn Hone 2090 3 (2-5) 441 (21) 160 (7)
1 i z 0.0 R 4 (18}
Intensive care admission, n 441 (21) 20 (43) 5.12 (3.82-6.84) I § aureus ] 15 (12-20) & (100 4 (67} I
(%) 5 pyogenes 4 14 (10-23) 3 (75) 3 (75)
IMV or shock, n (%) 160 (8) 14 (30) 5.28 (2.41-11.57) Othier” 14 6 @9 3 (56) s (21
Hospital LOS in d, median 28 (1.84.0 58 (28-134) . 3 i #Serotypes isolated in bacteremic cases: 194 (= 6, 27%), 7F (n = 2 8%}, 31 (7 =1, 3%, 114 (=1, 3%}, 138 and 15F (n =1, 3%}, 22F (n=1, 5%, 35 (7 =1, 3%, and unknown (m= 9,
(lQR} A1%). 194 and 7F were included in PCV13.

B Viridans group streptococe; group B, C, or G streptococc; H aflugrmede and Fuesoddaaer um.

Fritz CQ, et al. Pediatrics. 2019;144:e20183090
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Loi ich ctiia sang loc MRSA qua miii dé loai triv nhiém tring do MRSA &
tré em

Johns Hopkins (n = 165) Mayo Clinic (n = 172)

Site of clinically relevant culture collection

TABLE 4. Diagnostic Test Performance of MRSA

Blood B2 (60)
0
Respiratory 31 (19) Nasal Swabs %, (95% CI)
Cerebrospinal fluid 8 (5) Indication Specificity Sensitivity PPV NPV
Skin and soft tissue infection 33 (20) All indications 94 (90-97) 20 (3-56) 18 (2-52) 95 (90-98)
Bone 11 (7) combined
. . ] ) . . (n=172)
I interquartie range; [CU, fmtensive care untt Skin and soft 96 (77-100) 50(1-99)  50(1-99) 96 (77-100)

tissue infection

Test MRSA ban dau am tinh cé gla tri (n=24)

Bﬂpe an-fljuint 100 (83-100) 0% (0-84) n/a 91 (71-99)
dw doan am tinh la 99,4% cho nhiém (ho2D)
’[rung MRSA trong vong 30 ngay Lower respiratory 89 (75-96) 0% (0-84) 0% (0-52) 95 (84-99)
tract infections

(n = 46)

trong cung mét [an nhap vién

n/a indicates not available; NPV, negative predictive value; PPV, positive predictive
value.

Diseroad EF, et al. J Pediatr Infect Dis Soc 2023;12:184-7
Braga S, et al. Pediatr Infect Dis J 2013;42:e466-9



Lieu phap uong vs tiem tinh mach trong di éu tri viem

phoi bien chirng & tré em sau xuat vié

| |
TABLE 2 Outcomes of Children With Complicated Pneumonia
Outcome Unadjusted Rates, Matched OR (95% GI)® P Adjusted Rates, %" Matched Risk P
% (M) Difference (95% CI)°®
Treatment failure
PICC 3.2 1(9) 1.26 (0.54 to 2.94) =2 3.2 1.8% (0410 39) A
Oral 2.6 (48) — — 14 — —
PIGC Complications
PICC 7.1 (20 — — — — —
Oral M/A N/A MiA N/A NYA N/A
Adverse drug reaction
PICC 3.2 1(9) 19.1 (4.2 to 87.3) =001 3.2 3.1% (0.01t0 5.2) 003
Oral 0.2 {4) — — 0.m — —
Other related revisits
PICC B.1(17) 5.27 (1.65 to 6.48) 001 6.0 44% (1510 7.4) 003
Oral 3.0 (5B} — — 16 — —
All related revisits
PICC 17.8 (50) 471 (297 to 7.46) < 001 17.8 14.8% (10.1t0 19.3) <001
Oral 2.8 (108) — — 3.1 — —

MfA, not applicable; —, X.
4 0Rs estimated from condition logistic regression stratified by the matched sets. An OR =1 means that the PICC route has a higher risk for the adverse outcome.

b Rates are standardized by weighting matched sets by the number of PICC patients and analyzed using weighted logistic regression with robust variance estimates translated to
probabilities and their differences

¢ Estimated using weighted logistic regression. A risk difference of greater than 0 means that the PICC route has the higher risk for the adverse outcome.

Shah SS, et al. Pediatrics 2016:;138:20161692
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401 W Abnormal spirometry results
—- (FEV1 =80% predicted)
354 W Chest x-ray with persistent
abnormalities
30+ I Abnormal HR-QOL parents
O Abnormal HR-QOL children

Children With Abnormalities, %

1-mo B-mo 12-mo Last
Follow-up Follow-up Follow-up Observation

Figure 1. Abnormal radiography (excluding pleural thickening), spirometry,
and health-related quality of life (HR-QOL) data. Health-related quality of life
was defined as an abnormal Pediatric Quality of Life Inventory score if the
child or parental proxy report total score was at least 1 standard deviation
below the mean from population normative data for healthy children.?

* indicates no abnormalities in any x-rays (n = 13) or in parent (n = 61) or
child (n = 25) scoring of the Pediatric Quality of Life Inventory.

FEV1 indicates forced expiratory volume in 1 second.

W Empyema study, n=70
[ Asthma study, n=157
E' Parental report @ Healthy population, n=9430

8120-
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=100+

o oo
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Total Physical Emotional Social School

W Empyema study, n=32

E [0 Asthma study, n=162
Child report ® Healthy population, n=5480
120+

—_

£ (=24 =g =

= (=) (=) =1
L L L

PedsQL Score, mean (SD)

=]
(=)
1

Total Physical Emotional Social School
Functioning

Figure 2. Parent-completed (A) and child-completed (B) Pediatric Quality of
Life Inventory (PedsQL) scores for the empyema cohort at last observation
compared with healthy control subjects® for summary score (total) and
scale scores (physical, emotional, social, and school functioning). Overall
scores for the empyema cohort were higher than for children with asthma in
all domains (P < .001) in both parents and children. Correlation between
overall scores for parent-child dyads (n = 32) was r= 0.237. The error bars
indicate standard deviations.

Cohen E, et al. Arch Pediatr Adolesc Med 2012;166:999-1004
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Ngan ngtra viém phoéi ndng va tir vong nhé tiém chuiing

' 4 V& A >
~7 L] [ Y. N n n n
° VaC XN I Ien h O’p p h e cau kh uan Which countries include pneumococcal conjugate vaccines (PCV) in their
" vaccination schedules? 2021
This shows which countries provide and recommend pneumococcal conjugate vaccines through routine services. People may still be able
to receive the vaccine if it's not in the routine schedule - it might be optional or available commercially.

- Vac-xin lién hop Haemophilus

influenzae B ad S '
« Vac-xin cim
- Vac-xin cho ba me dé bdo vé tré
nho khoi nhiém trang dwong hé
hap co6 thé dan dén viém phoi
DTaP B Entire country [l Not routinely administered [[] Regions of the country il Specific risk groups No data
fae 2000 ‘ 2021

Ccum
Data source: WHO and UNICEF {(2021) - Learn more about this data

: vaccines became available for the first time in 2000.
SARS_‘ OV_2 Note: PCV vaccines became available for the first time in 0 3 Download < Share r1 Enter full-screen
OurWorldinData.org/vaccination | CC BY
' 4
Vac-xin RSV

https://ourworldindata.org/pneumonia
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Két luan

- VViém phdi bién chirng (ndng) la nguyén nhan chinh gay t& vong & tré em

* Chon liéu phap khang sinh theo kinh nghiém thich hop tuy theo tinh trang va
mrc dd nghiém trong clia bénh, diéu chinh khi can thiét

- Danh gia viém phdi mang phdi kip thdi va can than

- Dan lwu dich tran dich/ md mang phdi — 6ng dan Iwu ngwc +/ liéu phap tiéu soi
huyét hodc VATS

» Theo d&i dap &rng |dm sang va hiéu qua cua dan lwu
- Ngoai nguy co tlr vong, két qué lau dai cia viém mi mang phdi nhin chung la tot

* Vaccin phe cau glup glam dang ké viém phdi blen chirng, tuy nhién nhirng chung
ngoai vac-xin van la van dé, dac biét & tré em mac bénh man tinh (PPSV23 &
PCV20 c6 thé giup ich)

» C4c loai vac xin khac danh cho ba me va tré em phong bénh ho hap c6 thé ngan
ngtra viém phoi bién chirng th phat do vi khuan, dac biét & tré nhd
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au hoi & ban luan
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