CAP NHAT CAC BAI BAO ANH HUONG PEN QUAN
PIEM PIEU TRI TRANG THAI PQNG KINH

Lé Van Tudn’

Céc hwéng din diéu tri ciia Hiép Hoi Than Kinh Chau Au [8]
1. Dicu tri dau tién:

Danh gia va kiém soat ho hap va thong khi
Theo doi khi mau dong mach

Dién tam dd

Theo ddi huyét ap

Glucose va thiamin tinh mach

Do ndng do thube chdng dong kinh cp ciru
Dién giai d6 va magnesium

Cong thuc mau

Chtre ndng gan va than

2. Piéu tri dugc 1y trang thai dong kinh co giat toan thé (TTDKCGTT) va trang thai dong
kinh khong co giat (TTPKKCG):

Lorazepam theo sau la phenytoin hay fosphenytoin

Diazepam theo sau la phenytoin hay fosphenytoin

3. Piéu tri trang thai dong kinh khang tri

Chuyén bénh nhan dén don vi sin séc tich cuc

Dung cic thuéc gdy mé nhu midazolam, propofol hay barbiturates (thiopental,
petobarbital)

Céc thube chéng dong kinh khong phai loai gdy mé nhu phenobarbital hay valproic acid
d6i véi TTDKKCG

H¢ thong danh gia sirc manh ciia cic bing ching trong thir nghiém diéu
tri
METHODS USED TO ASSESS THE QUALITY AND STRENGTH OF THE
EVIDENCE
Weighting According to a Rating Scheme (Scheme Given)
RATING SCHEME FOR THE STRENGTH OF THE EVIDENCE
Evidence Classification Scheme for a Therapeutic Intervention Class I: An
adequately powered prospective, randomized, controlled clinical trial with masked
outcome assessment in a representative population or an adequately powered systematic
review of prospective randomised controlled clinical trials with masked outcome
assessment in representative populations. The following are required:

a. Randomisation concealment

b. Primary outcome(s) is/are clearly defined

c. Exclusion/inclusion criteria are clearly defined
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d. Adequate accounting for dropouts and crossovers with numbers sufficiently
low to have minimal potential for bias

e. Relevant baseline characteristics are presented and substantially equivalent
among treatment groups or there is appropriate statistical adjustment for differences
Class II: Prospective matched-group cohort study in a representative population with
masked outcome assessment that meets a—e above or a randomized, controlled trial in a
representative population that lacks one criteria a—e Class II1: All other controlled trials
(including well-defined natural history controls or patients serving as own controls) in a
representative population, where outcome assessment is independent of patient treatment
Class IV: Evidence from uncontrolled studies, case series, case reports, or expert opinion

Cac hudng dan diéu tri trén dua vao mot so bai bao quan trong sau:

Piéu tri dau tien TTPKCGTT

Treiman va cong su nghién ciru 384 bénh nhan bi TTDKCGTT: lorazepam liéu 0,1mg/kg
tinh mach diéu tri thanh cong trong 64,9% céc truong hop; phenobarbital lidu 15mg/kg
trong 58,2% va diazepam lidu 0,15mg/kg theo sau la phenytoin 18mg/kg trong 55,8%.
Hiéu qua diéu trj ciia 4 nhém nay khong khac biét nhau (Class I). Néu so sanh don tri liéu
ting cap thi phenytoin lidu 18mg/kg kém hiéu qua hon lorazepam [11].

Nghién ctru khac ¢ nhiing bénh nhan trudc khi vao bénh vién: bénh nhan dugc phan
nhém ngau nhién & nhém dung lorazepam 2mg/kg tinh mach; nhom dung diazepam
Smg/kg tinh mach va nhom gia dugc. Céc lidu duoc lap lai khi con dong kinh van con
sau 4 phut chich thubc. Két qua 1a lorazepam cit con trong 59,1% cac truong hop va hiéu
qua nhu diazepam 42,6%. Ca hai thudc hiéu qua hon gia duoc 21,1% (Class I) [1].

Henry JC va Holloway R trong bai tong quan tir dit liéu Cochrane (Prasad K, Al-Roomi
K, Krishnan P, et al. Anticonvulsant therapy for status epilepticus. Cochrane Database
Syst Rev 2005;(4):CD003723.) ghi nhan

Anticonvulsant drugs for status epilepticus to hospital discharge*

Quicomes MNumber of irials [n)]  Comparisons Event rates RRR (95% CI) NNT (Cl)
Mon-cessation of seizures 3 (264) Lorazepam v diazepam 24% v 38% 36% (10 to 55) 8 (510 25)
1(137) lorazepam v placebo A% v 7% 48% (29 to 62) 3(2t0 8
1(198) Lorazepam v phenyloin 35% v 56% 38% (14 to 55) 5(31013)
1(139) Diazepam v placebe 57% v79% 27% (8 to 43) 531 17)
2 (165) Intrarectal diazepam gel v placebe 32% w7 2% 57% (38 to 70) 3(2t0 4)
11(39) Intrarectal diazepam gel 30 mg v 20 mg 2B%v71% 61% (14 10 82) 2w
Continuation of status epi|epﬁcus 3 (264) lorazepam v diazepctm 24% v 39% 37% (12 to 55) 7 [4 10 25)
requiring a different drug 1(137) lorazepam v placebo A% v 79% A4B% (29 1o 62) I2wb)
1139) Diazepam v placebo 57% v 79% 27% (8 to 43) 5(31017)
Death 1(139) Diazepam v placebo 4.4% v 15% 72% (210 92) 10 (5 to 100)
Ventilatory support 1(139) Diazepam v placebo B.8% v 23% 61% (6 to B4) 8 (4 to 50)

*Abbrevictions defined in glossary; weighted event rates, RRR, NNT, and Q ealeulated from data in article using a fixed effects model. All drugs given intravenously unless
otherwise noted. Event rates with 1 fridﬁqre unweighted.

C6 11 thir nghiém phan nhom ngau nhién c6 nhom ching (n=2017). Két qua cho thay
lorazepam hiéu qua nhat khi cit con dong kinh va giam nguy co can dung thudc thtr hai
(bang trén). Diazepam tinh mach thi tt hon gia dugc khi lam giam ti 1¢ tir vong, tiép tuc
con dong kinh, TTDK va thong khi. Diazepam gel thi t6t hon gia duoc va lidu diazepam
gel 30mg thi tot hon liéu 20mg khi cit con dong kinh. Khong c6 su khac biét khi so sanh
lorazepam véi diazepam cong phenytoin, phenobarbital hay midazolam; diazepam véi



midazolam (IV hay IM); diazepam cdng phenytoin véi phenobarbital hay riéng
phenytoin; hay phenobarbital v&i phenytoin [3].

Piéu tri diu tién TTPKKCG

Ciing trong nghién ctu cua Treiman va cdng su, cac truong hop TTDKKCG dugc phan
nhom ngiu nhién (134 bénh nhan): lorazepam liéu 0,1mg/kg; diazepam 0,15mg/kg theo
sau 14 phenytoin 18mg/kg; phenobarbital 18mg/kg va phenytoin 18mg/kg. Két qua chi
thanh cong trong 8-24% cac truong hop. Ti 18 thanh cong khong khac biét gitta bon nhom
trén (Class I) [11].

Trang thai dong kinh khang tri (TTDKKT)

Trong truong hop dung cac thude chéng dong kinh dau tién ma that bai thi bénh nhén s&
chuyen qua giai doan TTDKKT. Quyét dinh diéu tri thém nita dwa vao mot sb nghién ciru
hdi ctru. Trong 26 giai doan TTPKKT thi 23 giai doan duoc diéu tri bang cac thude
chdng dong kinh khong gay mé. Két qua 1 12 giai doan cac con dong kinh dwoc kiém
soat, tuy nhién 11 giai doan can phai dugc diéu tri thém nita (Class IV) [7].

Mot bang chimg kém thuyét phuc 14 dwa vao quan diém cta cac chuyén gia. Mot khao sat
quan diém cua cac chuyén gia ¢ Chau Au ghi nhan khi that bai véi benzodiazepines va
phenytoin thi hai phan ba nhimg nguoi tra 101 s& chuyén sang cac thudc chdng dong kinh
khong gdy mé khac (da sd thich dung phenobarbital). Chi 35% dung ngay thudc giy mé
trong TTDKCGTT va 16% trong TTDK cuc b phtrc tap (class IV) [5].

Piéu tri bang thuéc chong dong kinh ¢6 tinh chat gdy mé

Da s6 céc tac gia dé nghi dung thudc chdng dong kinh cé tinh chat gy mé dé gay mé sau
va tao ra séng tc ché-bung phat trén dién ndo do (Class IV). Barbiturates, propofol va
midazolam thuong dugc dung trong TTDKKT (Class IV) [5].

Tuy nhién van chua c6 thir nghiém phan nhém ngiu nhién so sanh 3 thudc niy véi nhau.
Bai tong quan vé ba thudc nay duogc viét trong tap chi Epilepsia nim 2002 ghi nhan 193
bénh nhan tir 28 nghién ctru hoi ciru voi két qua: pentobarbital hiéu qua hon propofol hay
midazolam. Ti I¢ tor vong cia nhém dung barbiturates 1a 20-55%; nhoém propofol 1a 26-
88% va nhom midazolam 17-69%. Trong da s6 cac nghién ctu thi cac tic dung phu nhur
ha huyét ap thuong gip ¢ nhom dung pentobarbital hon nhém ding midazolam hoic
propofol (77% so véi 34%) (Class 1V) [2].

Piéu tri bang thuéc chong dong kinh KHONG c6 tinh chat gdy mé

Phenobarbital dugc ding trong diéu tri TTPK sau khi that bai véi benzodizepines va
phenytoin/fosphenytoin. Liéu dung 20mg/kg truyén véi toc do 30-50mg/phit [11].
Valproic acid ciing duogc dung trong TTPK. Thudc nay khong cé tinh chit an than, khong
giy tut huyét ap ciing nhu khong gay suy ho hap. Valproic acid dugc ghi nhan hiéu qua
trong TTDKCGTT va TTDKKCG (Class IV) [10].

Trong nghién ctru hdi ctru 63 bénh nhan, hi¢u qua cia valproic acid ghi nhan trong 63%
truong hop va co tinh dung nap tot khi dung nhanh tir 200-500mg/phut (Class IV) [6].

C6 thé dung lidu tai 25-45mg/kg (Class IV) [12].

Va tdc d6 truyén co thé 1én dén 6mg/kg/phut (Class IV) [4].



Hién tai chua c6 nghién clru nao so sanh hi¢u qua cua valproic aicd khi dugc dung trudc
phenytoin. C6 mét nghién ctru pilot khi so sanh valproic acid va phenytoin trong diéu tri
TTPKCGTT & 68 bénh nhan dugc phan nhém ngau nhién thanh hai nhém: nhém ding
valproic acid va nhom dung phenytoin. Két qua ghi nhan nhom valproic acid cit con
dugc 66% va nhom phenytoin dugce 42% (p=0,046). Ddi v6i cac bénh nhan TTPK khang
tr1 thi valproic acid hiéu qua trong 79% bénh nhan va phenytoin trong 25% (p=0,004).
Téac dung phu cua hai nhom khong c6 su khac biét [9].
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