GAY ME HOI SUC CHO BENH
NHAN BEO PHi

BS. NGUYEN THI NGOC BAO




PINH NGHIA

= Beo phi =thra mo.

anh huwdng dén stre khée tinh than
thé chat
gidm chat lwong song.

= Lwong m& ¢ ngwdi Phuong Tay

= Nam: 18-25%

= N(r: 20-30%

= VBV bdng da: 10-12%
= VBV marathon: 7%




= Po lwdng chinh xac lwgng mé rat kho khan va

“can ky thuat inh vi nhee CT hay MRI.

= PDanh gia béo phi: can nang li twong (IBW) hay
chi s0 khoi co thé (BMI)

= IBW = chiéu cao — x (x=100 v&i nam va 105 v&i
nir).

= Nhwoc diém BMI: BN c6 khdi co ndng = béo phi.

= Ngay nay, cach phan bo mé tién
doan nguy co strc khde tot hon
(vong bung)




PHAN LOAI BEO PHI

Classifications of Obesity

Body Mass Index (kg/m?3) Description Obesity Class
(18.5 Underweight
18.5-24.9 Normal
25.0-29.9 |
.0-34.9 Obesity
35.0-39.9 Morbid Obesity

240 Extreme obesity

BMI = CN/CC2 (kg/m2)




Twong quan giira vong bung, BMI va
nguy co’ bénh

Disease Risk According to Waist Circumference

Body Mass Index (kg/m?)  Waist Circumference/Risk

Male: <102 cm Male: 2102 cm

Female: <88 cm Female =88 cm
18.5-24.9 Average Average
25.0-29.9 Increased Increased
30.0-34.9 High Very high
35.0-39.9 Very high Very high

Y40 Extremely high Extremely high

A &g
-




DICH TE HOC VA TU SUAT

= Béo ngay cang tang trén thé gidi
= Nam 1997, NC béo phi thé gi®i da théng bao:
= Béo phi & Chau Au: 15-20%

= O Anh tr 1980-1991 tan suat béo phi tang tur
6013% namva 810 15% nir.

= O My trong giai doa tr 1960-1994,
tan suat béo phi tang tw

12,8% dén 22.5%




= Tan suat béo phi tly thudc vao tinh trang

Kinh té xa hol
= Nwée phat trién > nwdc dang phat trién

= Bénh suat, t&r suat tang khi BMI > 30, dac
biét khi cé hat thudc 1a kém theo.

= Nguy co’ tlr vong tang gap déi khi BMI > 35.

= POt tdr khéng rd nguyé&n nhan tang gap 13 1an
o phu nir béo phi




* Beo phi bénh ly lam tang nguy co DTD,
bénh tim mach, bénh ly mach mau nao, 1
s dang ung thw, ti 1& thuan v&i thoi gian
beo phi

* Nguy co giam khi giam can

» Giam can cap toc trwoc PT khéng lam
gidam bénh suat va t& suat chu phau.




Table 1 Medical and surgical conditions associated with obesity

Category Examples

Cardiovascular disease  Sudden (cardiac) death; obesity cardiomyopathy: hypertension; 1schaemic heart disease; hyperlipidaemia;
cor pulmonale; cerebrovascular disease; peripheral vascular disease; varicose veins; deep-vein thrombosis and pulmonary embolism

Respiratory disease Restrictive lung disease; obstructive sleep apnoea: obesity hypoventilation syndrome
Endocrine disease Diabetes mellitus; Cushing's disease; hypothyroidism; infertility

Gastromtestinal disease ~ Hiatus hemia; gallstones; inguinal hemia

(enitourmary Menstrual abnormalities; female urinary mcontinence; renal calcul

Malignancy Breast, prostate, colorectal, cervical and endometrial cancer

Musculoskeletal Osteoarthnitis of weight-bearing joints, back pain




BENH NGUYEN

Béo phi: bénh ly phirc tap, nhiéu yéu to,
nang lvgng dwa vao nhiéu hon nang
lwong can str dung trong 1 thdi gian dai.




1. Yéu to di truyén

= Xu hwong gia dinh:
= 70% treé bi béo phi/ ba me béo phi
= Ché dé an va phong cach sbng
= Thanh phan gen:
= NC & dong vat
= Tong hop leptin khéng da
* NC Iam sang: rat hiém TH béo phi c6 khiém
kKhuyét gen tong hop leptin
= Thuc te, béo phi lién quan d
t6 moi trrvong




2. Anh huwéng chang téc

= CO sw khac biét dang ké vé tan suat béo
phi & cac chung tdéc khac nhau tai My.

= Ngudi My goc Phi, goc Mexico béo phi
nhiéu hon nguwdi My da trang.

= Ngudi Chau A & Anh ¢ béo phi trung tam
nhiéu hon ngudi Caucasians-DTD, bénh
mach vanh.




3. Yéu to kinh té xa hoi
4. Bénh ly

— HC Cushing
— Nhwoc giap
1 Dap ng diéu tri
— Thudc: corticosteroid, thudc chong tram
cam, khang Histamin.
5. Can bang nang lwong
— Téng nang lwong tiéu thu
— Lwogng m& an vao
— Alcohol: phan bd m& trung ta




PHAN BO MO VA NGUY CO SUC KHOE

* Béo phi trung tam:

— Cha yéu & nam

— M¢& tap trung than trén, trong bung va tang

— Vé méat chuyén hda: mdé mé trung tdam > mé mé

ngoai vi, co lién quan dén BC chuyén hda nhuw:

« ROi loan lipid mau
« ROi loan dung nap glucose
« DTD

« T& suat cao do TMCT
 Nguy co bénh tim mach, RLCN thg




VAI TRO CUA TE BAO MO TRONG
CAC BENH LY DO BEO PHI
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1. HE HO HAP

* Tich tu mo thanh ngwe, co hoanh, bung (I
gidam do dan hoi ngwe [ tdng céng hd hap.

* RL chtrc nang co:.

* Dung tich can chtrc nang (FRC)

« Theé tich khi dw trir th® ra (ERV)

» Gidm d6 dan hoi ph6i I Dung tich cgn
chuc nang (FRC), dung tich song (VC) va
tdng dung tich phdi (TLC)




1. HE HO HAP

Nhirng thdng s nay gidm nhiéu hon & BN béo phi
trung tam. , ,

ERV la chi s6 nhay nhat danh gia anh hwéng cua
beo phi Ién hG hap.

Gidm FRC [ the tich phdi < thé tich déng khi thong

khi v&i Vt binh thwong I dong cac dwong tho nho,
roi loan thong khi-twdl mau, shunt P-T, thiéu oxy.

Gay mé lam giam nang thém FRC (50% so voi
20% & nguwdi BT)

FRC [ dung nap kém voi thiéu OXy, giam oxy
nhanh khi dan mé cho du co cung cap.g -




1. HE HO HAP

* Tang tieéu thu oxy
» Tang tao CO,
] Tang cung lwong tim va tadng théng khi phé
nang.
1 Tang MV khi théng khi
» Thé tich ddng phoi: FEV1, FVC gidm.
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Figure 1 Exponential regressions for functional residual
capacity and expiratory reserve volume versus BMI in adults

with normal airway function
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Thae honzontal sold lines for funchonal residual capacsty (FRC) are the
average upoer limit of normal (ULM) and lower limet of mnormal (LLN) for
man and women. ERY. expiratory reserve volume. Reproduced with

permession from [Z22]).
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Figure 2 Tidal flow -volume loops at rest, ventilatory threshold,
and peak exercise plotted within the respective maximal flow -
volume loops in typical obese and normal-weight women
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The lean participant increased tidal volume by encroaching on the
Nnspiratory reserve volume with little change in end-expiratory lung
volume. In contrast, the obese female started with significant tidal
expiratory flow limitation at rest and experienced a large increase in
dynamic end-expiratory lung volume (EELV)} from rest to peak exercise.
WTh, ventilatory threshold. Reproduced with permission from [19].




Figure 3 Static and rest to peak exercise lung volumes
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{a)} Static lung volumes measured by body plethysmography at rest. Expiratory reserve volume (ERV) and functional residual capacity (ERV + residual
volume) were significantly lower in the cbese group (OB) than in the normal weight (NW) group. (b} Lung volumes from rest to peak exercise in obese
(black squares) and normal weight {white squares) patients with chronic obstructive pulmonary disease (COPD). End-expiratory lung volume (EELV)
[standardized as a percentage of predicted total lung capacity (TLC)] was consistently lower at rest and throughout exercise in the obese than in the
normal weight group. IC, inspiratory capacity; IRV, inspiratory reserve volume; RV, residual volume; V7, tidal volume (shaded area). Values are
mean + SE. Reproduced with permission from [27°7].




VAI TRO HORMON LEPTIN TRONG
GIAM THONG KHI
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Figure 1. Leptin and hypoventilation in obese subjects. Probable physiopathological |
interactions. @

Predisposition
for SAHS




NGUNG THO KHI NGU

* 3 loai:
— Ngwng thé khi ngu (OSA-obstructive sleep
apnea).
— Giam tho khi ngu.
— Tang sirc can dwdng tho trén
+ Chan doan
— OSA: ngwng th® > 10 giady + > 5 lan/ gi& ngli
+ SpO, giam > 4%.




I EESESSSSSaaaaaSSSSSSaSSSSe iiIaSaaSSaSSSaSSSeaaSSSSRSeaaa—,|

— Giam tho khi ngu: Giam > 50% dong khi tho >
10 giay xay ra > 15 lan/ gi® ngu kém ngay va
giam oxy > 4%.

— Tang strc can duwdng tho trén: thire tinh trong
dap wrng voi tang stre can dwong tho trén ma
khéng tang chi s6 AHI.

- AHI : apnea-hypopnea index: tdng so lan ngwng
thé va giam thé/gid ngu.




e |

H| dinh lwgng muc d6 nang cua OSA.

HI > 30: rat nang.

Al 16-30: trung binh.

Hl < 15: nhe.

» Dau hiéu lam sang: ngli ngdy, ngli gat ban
ngay, mét mai, nhwc dau budi sang thire day,
giam tap trung, c6 van dé veé tri nhd va hanh vi,
ca tinh.

> > > >




 Yéu to nguy co' OSA
— Nam
— Trung nién
_ Béo phi BMI > 30.
— C0 40 > 16,5 inch
 Hau qua
— Thiéu oxy mau
— Tang CO,
— Co mach phoi, tdng ap phoi,
—Pa héng cau




BO CAU HOI PANH GIA NGUNG THO KHI NGU

STOP-BANG Questionnaire

S — Snoring: Do you snore loudly?
T — Tired: Do you feel tired, sleepy during daytime?

O — Observed: Has anyone observed you stop breathing during
sleep?

P — Blood Pressure: Are you being treated or had you been treated
for hypertension?

B — BMI: Body mass index > 35
A — Age: Age over 50 years
N — Neck: Neck circumference greater than 40 cm

G — Gender: Male gender

T 3 cau tra loi yes




ASA Questionnaire
| - PHYSICAL CHARACTERISTICS
BMI > 35
Neck circumference > 43 ¢cm
Craniofacial abnormalities that affect the airways
Anatomical nasal obstruction
Hypertrophied tonsils that touch in the middle of the airways
2 - SYMPTOMS (presence of two or more symptoms)
Frequent snoring
Respiratory arrest during sleep
Frequent awakening
3 - SOMNOLENCE
Fatigue or somnolence despite adequate sleep
Sleeps easily whenever in calm environments without stimulation
Sleepy, aggressive, or distracted child

Child difficult to awake

* >2yéutd (+)/ IphanT
(+)

* Nguy co cao beo phi
khi c6 > phan duong
tinh




Obesity ﬂi,l
| |
Y |
Lepti Irscreased Acute capnia
re&lspl.':ll:lt:e mechanical load ﬂuﬂhx!ﬁﬁﬂ
| J I
i .
Decreased Com Decreased HCOy
hyperveniilation excretion rate
Blunted ventilatory response l l /

viechanesms by which obesity and DSA resull in chronic hypercapnia. HOO3 = serum bicarbonate; OSA = ob
0.




OBESITY

1l

Increased work of breathing

minute ventilation to maintain adequate alveolar ventilation

and increased needs to augment

Il

{

Patient can increase ventilalory
drive and minute ventilation

Patient cannot increase ventilatory
drive and minute ventilation

I

1

o

eucapnia

Normal ventilation and ‘Hypnuentilatian especially during sleep

hypercapnia and hypoxemia

I ]

ﬂ 90%

10% “

Simple obesity| |OSA

OHS + OSA




2.HE TuAN HOAN

Tang huyét ap.

TMCT, xo vira M
Thuyén tac mach

Dan tinh mach

Suy tim

Bénh co tim

RL lipid mau

R&i loan nhip

Dot to

V tuan hoan & BN béo phi




BiEU DO HO HAP, TIM MACH

OSA/OHS | €—] OBESITY

v ¥

Hypoxia Increased total
| blood volume l
Increased pulmonary Increased cardiac
blood volume output
Pulmonary Increased LV
hypertension workload
Increased RV LV Systemic
workload - hypertrophy € hypertension
RV : Coronary artery/
hypertrophy LV failure < ischemic heart
¢ disease
RV failure
v v
BIVENTRICULAR FAILURE




Diletation and hyperirophy

|

Congestive heart zilure




3. HE TIEU HOA VA GAN MAT

* Ung thw dai trang

* Bénh tui mat

* Trao nguoc da day thwc quan
 Thoat vi hoanh

1 Tang nguy co hit khi gay meé.
* Viém gan do mo




4. HE TiET NiEU, NOI TiET VA CHUYEN HOA

« DTD type 2: dé khang insuline

* RL lipid mau

e HC chuyén héa

 Nhwoc giap dudi lam sang: 25%
« Nguy co bénh than giai doan cudi.




HOI CHUNG CHUYEN HOA

Table 64-4 - Clinical Crit;.ria for Diagnosing Metabc;lic syndrome *

Criteria Defining Value

Abdominal obesity Waist circumference »102 cm in men and 68 cm in women
Tnglycenides 2130 mg/dL

High-density lipoprotein cholesterol <40 ma/dL in men and <30 ma/dL in women

lood pressure 2130/65 mm H

Fasting glucose 2110 mg/dL

* Three of five crienia must be mef ’
A\ RN . .

etz



Nguy co’

|
— Bénh ly tim mach

-DTb

— Xo vira dong mach

— Nguy co t& vong

— Bénh gan do mo

— Saoi tui mat

— 1 s6 ung thw

— Buéng trirng da nang.
— OSA




5. NGUY CO HUYET KHOI-THUYEN TAC MACH

—
 Nguy co DVT gap 2 1an ¢ PT bung khong do ung
thu

* Tang nguy co thuyén tac phoi

* Yéu to nguy co:
— Bat dong lau
— Pa hong cau
— Tang ap luc 6 bung
— Suy tim
— Giam yéu to tiéu soi huyét
— Tang fibrinogen




DU'O'C DPONG HOC

« Dworc déng hoc cua thuodc bj anh
hwéng béi:
— Su khéc biét trong phan bd mé
— Huyét déng
— Dong mau dén mé mé, tang va mé khac
— Thanh phan huyét twong
— Chwrc nang gan, than




Nhirng dic biét vé dwoc dong hoc lién
quan den béo phi

« Tang thé tich phan phoi
— Tang khoi lwong m&
— Tang thé tich mau
— "ér]g Kich thwdc cac co quan duwoc twol mau
nhiéu
» Tang do6 thanh thai than
« Tang nong dod acid a1-glycoproteine




LiEU THUOC ME TINH MACH O’ BN BEO PHI

Thiopental
Propofol
Midazolam
Succinylcholine
Rocuronium
Vecuronium

Atracurium
Cistracurium

Remifentanil

Sufentanil

Theo can nang ly twdng
Theo CN thuc té

Theo CN thuc té

CN thyc té

CN ly thuwong Nam: chiéu cao (cm)-100

CN ly twdng N&r: chiéu cao (cm)-105

CN ly twéng

CN ly twéng

CN thyc té
Duy tri: CN ly twéng




Propofol ( Servin, Anesthesiology 1993)

* Trong lvong = trong lvong ly twong+0,4 x trong
lvong thua

Cac thuodc phién

* DOng hoc thuong khdng thé du kién duoc

* [t dir kién 1dm sang, thwdng mau thuan nhau

* Nén chon nhitng morphinic it tan trong m& nhat
— Rémifentanil
— Alfentanil

* Trong lvgng that hay trong luon




e —
Thudc dan co

e Cac chat tan trong nudc

« O nguoibéo phi, ting khu virc mach mau va
khoang ngoai bao

* Can nang ly tuwong hay can nang thuc?
e Can phai cé kiém bdo vé dd dan co
Succinylcholine

e Tang thé tich phan phoi

* Tang hoat tinh cua cac pseudochol]
trong huyét tuvong




Table 3 Influence of obesity on the pharmacokinetics of anaesthetic drugs (adapted from reference 143). TBW=total body weight, LBW=lean body weight,
MAC = minimum alveolar concentration

Drug Altered pharmacokinetics Clinical implications
Hypnotics
Thiopental Increased central volume of distribution; prolonged Increased absolute dose; reduced dose per unit body weight,
elimination half-life prolonged duration of action
Propofol Little known Increased absolute dose; reduced dose per unit body weight

Midarzolam, diazepam

Neuromuscular blocking drugs

Succinylcholing
Atracurium
Vecuronium

Pancuronium
Dimethyl tubocurarine
Opioids
Fentany]
Alfentani]
Muorphine
Local anaesthetics
Lidocaine

Bupivacaine
Inhalatiomal anaesthetics
Nitrous oxide

Halothane

Enflurane

Sevoflurane

Central volume of distnbution increases in line with
body weight; prolonged elimination half-life

Plasma cholinesterase activity increases in proportion

to body weight

No change in absolute clearance, absolute volume of
distribution and absolute elimination half-life

Impaired hepatic clearance and increased volume of
distribution lead to delayed recovery time

Low lipid solubility

Elimination half-life increases in proportion with % obesity

Mo change in elimination following 10 ug kg 1
Elimination may be prolonged
Mo information available

Increased absolute Vi, unchanged Vi adjusted for body weight;
increased epidural fat content and epidural venous engorgement

No information available
Little information

Considerable deposition in adipose tissue; increased risk of
reductive hepatic metabolism

Blood: gas partition coefficient falls with increasing obesity;
inorganic fluoride concentrations

rise twice as fast in obese individuals

Mo difference in fluoride concentrations between obese
and non-obese patients

Increased absolute dose, same dose per unit body weight;
prolonged duration of action, particularly after infusion

Increased absolute dose; reduced dose per unit body weight;
doses of 120140 mg appear satisfactory
Unchanged dose per unit body weight

Give gccording to estimated lean body weight

Unchanged dose per unit body weight
Give according to estimated LBW

Dose per unit body weight unchanged
Adjust dose to LBW

I.v, dose: unchanged dose per unit body weight; extradural
dose: 75% of dose calculated according to TBW
High segmental level following subarachnoid blockade

Increased Flr,.l limits practical usefulness; intestinal
distension may contribute to perioperative difficulties
Possible increased nsk of halothane hepatitis

Possibly lower MAC; increased risk of fluoride
nephrotoxicity following prolonged administration




PANH GIA TRUOC PT

 Danh gia hé tuan hoan va ho hap:
— Rat quan trong
— 2 co quan bi anh hwdng nhiéu khi béo phi.
» Tim dau hiéu tang ap phdi (hé 3 14 trén
siéu am tim), tang src can mach mau
ngoai bién.
- Dau hiéu phi dai that trai, phai, suy tim,
thieu mau co tim.
» Dau hiéu ngwng thé khi ngc




« Panh gia duwong thd 0 NKQ kho?

— Thay doi giai phau dwong tho BN beo phi: gioi
han di dong c0O, hep cau truc trong miéng, hau, co
to ngén, tich tu m& & trén x e, trwdc x re, sau
co...

—Vong ¢ > 40 cm

— HC OSA.

— Mallampati 3, 4

— Khodng cach giap cam < 6¢cm (3 khoat ngén tay)




LEMON

LEMON airway assessment method (fig. 3)

The score with a maximum of 10 points is calculated
by assigning 1 point for each of the following LEMON
criteria:

L = Look externally (facial trauma, large incisors, beard
or moustache, large tongue)

E = Evaluate the 3-3-2 rule (incisor distance-3 finger
breadths, hyoid-mental distance-3 finger breadths,
thyroid-to-mouth distance-2 finger breadths)

M = Mallampati (Mallampati score > 3).

O = Obstruction (presence of any condition like

epiglottitis, peritonsillar abscess, trauma).
N = Neck mobility (limited neck mobility)

Patients in the difficult intubation group have higher
LEMON scores.™™




Fig. 3: LEMON airway assessment method ; 1 = Inter-incisor distance
in fingers, 2 = Hyoid mental distance in fingers, 3 = Thyroid to floor
of mouth in fingers




B Table & Tests for difficult intubation. Values expressed as e
percentages. TM, thyromental distance; SM, sternomental
distance; NC/TM, the ratio of neck circumference to thyromental
distance; NC/SM, the ratio of neck circumference to sternomental
distance; PPV, positive predictive value; NPV, negative predictive

value

Test Sensitivity Specificity PPV NPV
TM<7.3cm 58.8 90.6 50.0 93.2
SM<14.9 cm 47.1 81.1 28,6 905
NC/TM=>5.0 88.2 83.0 455 97.8
NC/SM=>2.4 82.4 56.6 233 95.2
MallampatiscoreIllor IV 58.8 89.6 476 93.1
History of difficult 357 98.2 71.4
intubation

Wilson score =2 47.1 91.5



Nguy co’ vé hd hap khi gady mé

e |
- Dan dau
— Kho cho thé oxy truwéce
— Kho thong khi qua mat na
— Kho dat NKQ
— Nguy co hit?
» Chu phau: gidm oxy mau lién quan dén céc bat thuwong
cua co hoc hd hap
» Hau phau:
— Bat thwdng clia co hoc hd hap
— Nhi¥rng hién twong tac nghén
— Hoi chirng ngwng thé khi ngu




LUU Y TRONG GAY ME-PHAU THUAT

1. Tw the BN

Ban thiét ké du an toan khi gady mé va PT an
toan: chiu dwoc trong lwong BN.

G6i mém 16t vung ty dé: tranh ton thwong
TK (dam roi canh tay, TK chi dudi, ti 1é cao
30% & BN béo phi so v&i 1%), hoai t&r mb do
thieu mau [ chwa dwgc quan tam!!!

Day that an toan, vat chan... gil
té khoi ban khi diéu chinh tw




« BN nam ngtra:
— Chén ép TM chu dwéi DMC.
— Giam nang hon FRC.

 Tw thé dau thap: gidm néng hon FRC, nén
tranh néu co thé.

» Nam dau cao: cai thién do dan héi phdi,
FRC, giam cung lwvong tim.




y
N

 Nam sap:
—  FRC
— Tang ap lwc dwdng tho
— Chén ép BDMC, TM chu duwoi
— Pé& bung tv do khi nam sap: gidi phong co

hoanh.

- Nam nghiéng: tot cho thdng khi, giam ap

lwe O bung.




2. Theo doi

« HADM khéng xam lan

T =Ret qua hay bl sal neu culf qua nho
— Bao do HA: lwa chon kich c& phu hop voi

vong chi.

« HADM xam lan va CVP tuy yéu cau PT va
tinh trang BN

» Thiét lap dwdng truyén tinh mach kho
1SIEéu am

- CVP/siéu am: lwa chon khi khdng thé thiep
lap dwong truyén ngoai Vi.




3. Dan mé, dat ndi khi quan va duy tri mé

e |
» Giam nhanh oxy sau khi ngu do tang tiéu
thu oxy va giam FRC
1 Cung cap oxy trwéc dan mé: 4 1an hit thé sau
voi oxy 100% hoac the oxy 100% trong 3 phut.
1 Cho BN nam dau cao khi cung cap oxy va dan
mé: giai phdng co hoanh.
« Can lieu I&n thuéc mé khi dan mé: nguy co’
trc ché ho hap, tuan hoan
* Nguy co dat NKQ: dat NKQ tinh dwéi gay té
vung.
* Nguy co viem phai hit.




Tw thé BN khi dat NKQ: cam cao hon
nguwc

4

FIGURE 22-6. “Stacking” using towels and blankets. (From Ogunnaike and Whitten®” with per-
mission.)




Tw thé HELP-head-elevated laryngosopy
position

+ Tao 1 dwdng thang gitra hdm rc va tai ngoai

A

FIGURE 22-7. A.The preformed Troop head
elevation pillow. B. Proper head-elevated
laryngoscopy position (HELP) placement with
the head elevation pillow combined with a
standard intubating pillow. (From Ogunnaike
and Whitten%” with permission.)




Thong khi

* Vt > 13ml/kg khdng co ich:

— Tang ap lwc duwdng tho.

— Tang do dan hoi phoi

— Khéng cai thién oxy mau
» Oxy khéng cai thién khi tang Vt va f.
» PEEP: cai thién chirc nang hé hap.




Can bang dich

 Khé danh gia do nhiéu mé mé.

» PT mat nhiéu mau hon nguwoi BT.
 Dung nap kém véi mat dich, mat mau.
» Truyén dich cao phan tlr, mau sém.




GAY TE VUNG VA BEO PHI

» Thay thé hiru ich cho Gay mé trong TH
NKQ kho.

» Kho nhan biéet diem moc khi gay té.

» S dung kim dai hon va gay té tw thé
ngoi: khi gay té TKTW.

» Gay té dwdi hwong dan siéu am.




HAU PHAU

 Rut NKQ khi:
—Hét tac dung thudc dan co.
—Hb6i phuc hoan toan tir thuéc mé
—BN nam dau cao.
—Cung cap oxy hd tro sau rat NKQ

» Nguy co tac dwérng thé sau rut NKQ:
5% BN c6 OSA, de doa tinh

 Phu phoi cap do ap lwc a




Giam dau sau PT

. Gay té vung: gidm BC hé hap chu phau.
. Gay t& NMC:

— ngan chan thuyén tac TM sau

— cai thién diém dau

— phuc hoi lwu théng rudt sém

— Giam tiéu thu oxy

— Gidm cbng that trai

— Wc ché hé hap mudn va&i opioids.
« Giam dau da mo thire
« PCA....

* Nguy co ngwng th& khi ngu (OSA)
sau PT.




BC hé hap

« Bn béo phi c6 nguy co bi cac bién chirng
hé hap nhiéu hon bn gay

» Nguyén nhan cla cac bién chirng hd hap
thworng 1a mot roi loan vé thdng khi xuat
hién ngay tl luc bat dau gay mé

» Xep phoi sau md kéo dai lau hon & nguoi
beo phi.




CHIEN LUO'C GAY ME BN BEO PHI

¢ Trwdc mo:
— Khéng cho thudc tién mé c6 morphine va benzodiazepine
— Khang H2
« Trong mé:
— Dan mé & tw thé dau cao
— Propofol /remifentanil/ alfentanil/desflurane
— Thong khi kem theo PEEP
— Tranh tw thé Trendelenburg
« Sau mé:
— Rut NKQ tw thé ntra ngoi
— Hoda giai dan co
— Oxy liéu phap




Chronic complications

Raised intracranial pressure -
Cerebrovascular disease
Obstructive sleep apnoea -

Ischaemic heart disease
Chest wall restriction
Obesity hypoventilation -
Atelectasis
Non-alcoholic steatosis
Cholelithiasis
Pancreatitis

Glomerulosclerosis |
Infertility
Venous stasis, phlebitis
Hypertension
Type 2 diabetes
Hyperlipidemia
Various cancers
Anxiety, depression
Osteoarthritis
Gout
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Acute management issues

Transport and positioning

Procedural difficulties:
Vascular access
Tracheal intubation
Neural blockade
Surgery

Monitoring problems
Difficult airway maintenance
Impaired ventilation
Disordered gas exchange
Altered pharmacokinetics
Haemodynamic instability

Aspiration risk




Effects of Obesity on Physiological Parameters

Intra-abdominal pressure: abdominal compartment syndrome |
can cause renal, hepatic failure and visceral necrosis.
Intracranial pressure: associated with raised intra-abdominal
and pleural pressures.

Central venous pressure: increased by high intra-abdominal
and pleural pressures.

Pulmonary artery occlusion pressure: increased by high intra-
abdominal and pleural pressures.

Pulmonary artery pressure: mild to moderate elevations may
result from obstructive sleep apnoea alone.

Total lung capacity.

Vital capacity.

Functional residual capacity: atelectasis and reduced oxygen
stores increase propensity for desaturation.

Pleural pressure: reflects chest wall comp 2ﬂ13 06-17 01h06_ 49,
Respiratory system compliance: stiffer respmesry-—=yoscm—
likely from lung and chest wall contnbution.

Airway resistance: nsk of asthma and airway closure.
Hypercapnic ventilatory response: contributes to obesity
hypoventilation syndrome.

Upper airway resistance: contributes to difficult airway and
sleep apnoea.
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Potential factors complicating endotracheal intubation in obesity

Anatomically difficult airway.
Rapid desaturation due to reduced functional residual capacity.
Drug distnbution and metabolism.

Underlying cardiomyopathy.

Underlying pulmonary hypertension.

Diabetes mellitus affecting autonomic reflexes.

Difficult “crash™ airway including cricothyroidotomy or
tracheostomy.

Difficult vascular access.
Aspiration risk.
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KET LuAN

* Gay mé bn béo phi ngay cang thwong gap

« Nguy co’ chinh 1a vé hd hap

« Nén chon nhirng thudc cé duwoc ddng hoc
nhanh

* Phai duv tru dwdng tho khd khan

» Thong khi tot

« Oxy liéu phap sau md réng raj




