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CME: CAP NHAT MOT SO VAN PE
NOI KHOA TRONG GHEP THAN




KHOA HOC SU’ DUNG THUOC U’C CHE
MIEN DICH TRONG GHEP THAN

PGS.TS.BS Lé Viét Thang, TT ghép tang Bénh vién QuanY 103, Hoc vién Quan Y

Mién dich trong ghép than la van dé quan trong, quyét dinh dén sy thanh bai ciia mét ca phau thuat. Hé
théng mién dich ctia cothé cé nhiém vu nhan dién va tiéu diét cac tdc nhan la dé bao vé cothé. Sy nhéan
dién nay chl yéu dua vao hé thong khang nguyén bach cau ngudi (HLA). Khi than ctia ngudi hién (véi bo
HLA khac biét) dugc ghép vao ngudi nhan, hé mién dich cla ngudi nhan sé nhan dién cac HLA nay la
"vat thé la". Qua trinh nay kich hoat dap &rng mién dich théng qua hai con dudng chinh: mién dich qua
trung gian t& bao (do t& bao lympho T chiu trach nhiém tan cong truc ti€p nhu mo than ghép) va mién
dich dich thé (do té bao lympho B biét hoa thanh tuwang bao, san sinh khang thé dac hiéu chong lai HLA
ngudi hién). N&u khéng c6 su can thiép, phan irng nay sé dan dén hién tuong thai ghép, pha hly cau tric

va lam mat chirc nang ctia than mdi.

Ap dung lam sang, cac nguyén ly mién dich trén duogc cu thé héa qua hai budc then chét: danh gia trudc
ghép va diéu tri sau ghép. Trudc khi phau thuat, phaixac dinh tuyp HLA ngudi nhan dé tim ngudi hién cé
do hoa hgp cao nhat. Déng thdi, xét nghiém phan irng chéo (Crossmatch) va tAm soat khang thé khang
HLA truc ti€p ngudi hién (DSA) dé ddm bao ngudi nhan khéng cé sén khang thé chéng lai ngudi hién,
ngan nglra tinh trang thai ghép t6i cap. Sau ghép, bénh nhan phai st dung thudc 'c ch& mién dich su6t
ddi (trir anh em sinh déi cung tri’ng) nham kiém so4t va lam giadm phan &ng ctia hé mién dich. Cac phac
do hién nay thuong phéi hgp nhiéu nhém thuéc nhu chat (c ché calcineurin (Cyclosporine,
Tacrolimus), chat chéng tang sinh (Mycophenolate mofetil) va Corticosteroids dé t6i uu hda hiéu qua
bao vé tang ghép, ddng thoi giam thiéu t8i da cac tac dung phu nguy hiém nhu nhiém trung hay déc tinh

trén than.
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CAP NHAT CHAN POAN VA PIEU TRI THAI GHEP THAN CAP:
TU’ CO’ CHE SINH HOC PHAN TU’, PHAN LOAI BANFF BEN
CHIEN LU'Q’C CAN THIEP CA THE HOA

TS.BS Truong Quy Kién, Bénh vién TWQD 108

TOM TAT

Du ty l& thai ghép than cap (AR) trong ndm dau gidm manh nhd céc thuéc trc ch& mién dich hién dai, mat
tang ghép dai han van la thach thidc lén do tén thuong vimach am tham va khang thé dac hiéu nguai cho
(DSA). Bdo cdo hé théng hoa ti€n bd toan dién tir ca ché sinh hoc phan tl, tiéu chuan Banff cap nhat dén
chién lugc can thiép céa thé héa. V& co ché, thai ghép qua trung gian t€ bao T (TCMR) gay viém &ng than
va viém ndi mac déng mach, trong khi thai ghép qua trung gian khang thé (ABMR) pha huy t&€ bao ndi mé
theo con dudng phu thudc bé thé hodc doc té bao phu thudc khang thé (ADCC), bao gobm ca khang thé
non-HLA (anti-AT1R).

Chéan doan hién chuyén dich sang phd kiéu hinh lién tuc theo Banff 2022/2024, tich hop sinh thiét mo
hoc chuén vdi cac cong cu tién tién nhu sinh thiét ldng (dd-cfDNA), hé théng chan doan vi mé (MMDx)
va thang diém tién lugng iBOX. V& diéu tri, phac d6 chudn duy tri vai trd nén tang: pulse
Methylprednisolone hodc r-ATG doi véi TCMR; huyét tuwong tach (PLEX) phdi hgp IVIG cho ABMR. Céc
thuéc sinh hoc mdi nhu Imlifidase (IdeS), khang IL-6 va khang CD38 md& ra huéng clru van cho céc thé
ABMR khang tri. Viéc can bang giita hiéu qua t'c ch& mién dich va du phong nghiém ngat nhiém trung co
hoi (CMV, PCP, BKV) la nguyén tic s8ng con. Tuong lai hudng t&i rng dung Al trong gidi phau bénh, liéu
phép té& bao diéu hoa va tuong thich eplet phan tl nham t6i uu héa séng con manh ghép dai han.

Tir khéa: Thai ghép than cép; Tiéu chudn Banff; Thai ghép qua trung gian khang thé (ABMR); Thai ghép
qua trung gian té€ bao T (TCMR); DSA; dd-cfDNA; Ca thé héa diéu tri.
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UPDATE ON DIAGNOSIS AND MANAGEMENT OF ACUTE KIDNEY
REJECTION: FROM MOLECULAR MECHANISMS AND BANFF
CLASSIFICATION TO PERSONALIZED INTERVENTIONS

Dr. Truong Quy Kien, MD, PhD - 108 Military Central Hospital

ABSTRACT

Although the incidence of one-year acute kidney rejection has markedly declined with modern
immunosuppressive regimens, long-term allograft failure remains a persistent challenge driven by
silent microvascular inflammation and donor-specific antibodies (DSA). This report provides an
updated synthesis spanning molecular mechanisms, Banff classification evolution, and personalized
therapeutic strategies. Immunopathologically, T-cell mediated rejection (TCMR) causes tubulitis and
endarteritis, whereas antibody-mediated rejection (ABMR) triggers endothelial destruction via
complement-dependent cytotoxicity or antibody-dependent cellular cytotoxicity (ADCC), including
non-HLA antibodies such as anti-AT1R.

Diagnostic paradigms have shifted toward a continuous phenotypic spectrum under the Banff
2022/2024 criteria, combining conventional biopsy standards with advanced molecular tools including
donor-derived cell-free DNA (dd-cfDNA), the Molecular Microscope Diagnhostic System (MMDx), and
the validated iBOX risk prediction model. Therapeutically, core regimens remain fundamental:
high-dose methylprednisolone pulse or rabbit anti-thymocyte globulin (r-ATG) for TCMR, and plasma
exchange (PLEX) plus IVIG for active ABMR. Novel biologic interventions, including Imlifidase (IdeS),
anti-IL-6, and anti-CD38 agents, offer valuable rescue options for refractory ABMR phenotypes.
Clinicians must carefully balance potent immunosuppression with rigorous prophylaxis against
opportunistic infections (CMV, PCP, BKV). Looking forward, the integration of digital pathology with
artificialintelligence, regulatory cell therapy, and precision molecular eplet matching holds promise for
eliminating de novo sensitization and substantially prolonging long-term allograft survival.

Keywords: Acute kidney rejection; Banff classification; Antibody-mediated rejection (ABMR); T-cell

mediated rejection (TCMR); Donor-specific antibodies (DSA); dd-cfDNA; Personalized
immunosuppression.
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CLINICAL AND HEMODYNAMIC CHARACTERISTICS
IN THE EARLY INTENSIVE CARE PERIOD
AFTER ORTHOTOPIC HEART TRANSPLANTATION

Nguyen Kim Dan
Viet Duc University Hospital

ABSTRACT

In this single-center descriptive study, retrospective and prospective data were collected from 73
patients undergoing orthotopic heart transplantation at Viet Duc University Hospital. We evaluated the
clinical, laboratory, and hemodynamic characteristics of recipients during the early postoperative
period. The mean age was 38.33 + 16.95 years, and 79.45% were male. Dilated cardiomyopathy was the
leading indication for transplantation (76.71%). Left ventricular ejection fraction significantly improved
from 26.18 + 6.49% before transplantation to 67.58 * 6.05% at discharge. During the first 72
postoperative hours, heart rate gradually decreased from 111.47 + 17.90 to 96.15 + 12.44 beats/min,
while mean arterial pressure remained stable.

Cardiac index remained elevated, and systemic vascular resistance index increased progressively,
suggesting recovery from early postoperative vasoplegia. Lactate, liver enzymes, creatinine, and NT-
proBNP levels decreased significantly, reflecting improved tissue perfusion and end-organ function.
Early after heart transplantation, patients demonstrated stable hemodynamics, recovery of vascular
tone, and preserved early graft function. Continuous monitoring of systemic vascular resistance and
metabolic parameters may provide useful information for postoperative monitoring and patient
management.

Keywords: heart transplantation; intensive care; hemodynamics; vasoplegia
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TONG QUAN VE NGU’O'l HIEN
DA TANG TIEM NANG

BSCK2 Dang Thé Uyén
ThS. Nguyén Thanh Luan
BV TW Hué

TOM TAT
Ghép tang la phuong phap diéu tri téi wu cho nhiéu bénh ly suy tang giai doan cuéi. Nam 2024, toan cau
ghinhan 173.727 ca ghép tang dac vdi 47.180 ngudi hién da mat, tang 76% so véi nam 2008. Tuy nhién,
chikhodng 10% nhu cau ghép tang trén thé gidi dugc dap ng, trong d6 17 bénh nhan t&r vong moéi ngay
trong danh sach cho ghép tai Hoa Ky. Sy mat can déi nghiém trong gilra cung va cau dat ra yéu cau cap
thiét trong viéc t6i vu héa nguodn tang tir ngudi hi€n da mat, bao gom cé ngudi hién sau chét ndo (DBD)
va nguai hién sau ngung tuan hoan (DCD).

Bai t6ng quan nay trinh bay cac bién ddi sinh ly bénh & ngudi hién tang tiém nang va chién lugc hoi surc
tuong tng. O ngudi hién DBD, chét nao gay ra hang loat réi loan toan than bao gom bao catecholamine,
tut huyét 4p do mat truang luc giao cam, suy truc ha doi-tuyén yén, dai thdo nhat trung uong, phan rng
viém hé théng va réi loan dong mau. O ngudi hién DCD, tén thuong chii yéu lién quan dén thiéu mau am
va tén thuong thiéu mau—tai tudi mau, dan dén stress oxy hoa, réi loan chirc ndng ndi md va chét té bao
da con duong.

U'dc tinh 10-20% mo tang tiem nang c6 thé bi mat néu khéng dugce hoi stc tich cuc kip thoi. Chién luge
hdi sifc ¢c6 muc tiéu bao gobm 8n dinh huyét déng, liéu phap hormone thay thé (T3, corticosteroid,
vasopressin, insulin), thong khi bao vé phéi, kiém soat than nhiétva can bang ndi moi. Viéc 4p dung céc
muc tiéu hdi strc chuén hoa (Donor Management Goals) da dugc ching minh gitp tang gép doi sé tang
thu nhan, cai thién chat lugng tang ghép va két cuc & ngudi nhan. Céac tién bo nhu tudi mau co hoc
(machine perfusion), tudi mau vung binh than nhiét (NRP) va tudi mau phdi ngoai cathé (EVLP) dang m&
rong thém kha nang str dung cac tang bién vién.
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VAI TRO CUA §||“5u AM TIM PANH DAU MO CO' TIM
TRONG CHAN POAN SO'M THAI GHEP TIM CAP

Bao cao ca lam sang tai Bénh vién Hru Nghi Viet Buc

Tran Htu Nghi, Khdng Tién Binh, Nguyén
Thi Lan Anh, Pham Qudc Trinh, Dinh Thi Trang
Trung tdm Phau thuat Tim mach — 16ng nguc, Bénh vién HN Viét D

MO PAU

Ghép tim la giai phap cudi cung trong diéu tri suy tim nang khéng con hodc kém dap &ng vdi diéu tri ndi
khoa, mac du con nhiéu thach thirc. Suy tang ghép, thai ghép va nhiém tring la nhitng nguyén nhan gay
nén tinh trang thai loai manh ghép, gay suy tim can nhap vién hoac dan dén tr vong.

PHUONG PHAP: BAO CAO CA LAM SANG

MUC TIEU

Trinh bay ca lam sang, bénh nhan dugc phat hién cac diu hiéu thai ghép tim sdm khi thuc hién siéu &m
tim danh ddu mé co tim, c6 so sanh vdi két qua siéu dm tim trudc do, bdi cung 01 bac si lam siéu dm.
Chén doan thai ghép duoc khang dinh bang sinh thiét co tim va cé su theo ddi vé su phuc hoi stric cang
doc théat trai, that phai sau diéu tri thudc thai ghép.

NOI DUNG

Ca lam sang: Bénh nhan ntt, 13 tudi, dugc ghép tim déng loai T10/2024 tai B&nh vién Hiru Nghi Viét Durc,
vdi ki thuat ghép hai tinh mach. Bénh nhan dugc theo déi thudng xuyén tai khoa. Bénh nhan dén vién
kham ngay 30.12.2025 vi thdy ho hiing hang &gt; 1 tuan, khong kém s6t hay khé thd. Bénh nhan dugc chi
dinh thdm kham dinh ki, véi xét nghiém sinh héa co ban — néng dé thuéc, NT-proBNP, dién tim va siéu
am tim. Két qua cho thay, Tacrolimus 1.5, NT-proBNP 1861, dién tim biéu hién nhip xoang, T 4m & nhiéu
chuyén dao. Siéu &m tim ghi nhan cé tran dich mang tim mdéi xuat hién, tang mat dé 4m cla thanh tim -
tang khoi lugng co that trai va giam sic cang doc that trai, that phai so véi ban siéu &m cach dé 06 thang
b&i 01 bac silam. B&nh nhan da dugc nhap vién va sinh thiét co tim dé khang dinh chan doan. Sau diéu
tri thai ghép, khao lai siéu &m tim thdy méat dé 4m cula thanh co tim — khéi lugng co that trai giam, trong
khi sttc cang doc that trai, that phai cé dau hiéu hoi phuc.

Siéu am tim 20/06/2025 | 30/12/2025 | 27.01.2026 7.5.2026

That | Dd/Ds 41/25 42/27 40/27 38/24

e Fs/EF 38/69 35/58 32/65 36/67
LVMi/RWT 76.7/0.41 109.4/0.49 89/0.46 82.2/0.54
GLS -17.6% -10.6% -10.1% -15.0%

Thét | PK buéng nhan 32%24%62 33%24*66 31%25%63 34%29%66

phai
TAPSE/S'FAC 17/11/48 11/11/49 10/11/43 13/12/53
FWS/GS -22.6/-21.3% | -15.6/-16.0% | -20.2/-17.7% | -20.4/-18.5%
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KET QUA

Siéu am tim & phuong tién chan doan hinh anh khéng xadm &n, dong vai trd ggi y chan doan thai ghép
khi c6 bang chirng thay d8i so véi ban siéu am tim trudc. Dac biét khi lam siéu 4m tim danh ddu mé co
tim, strc cang doc that trai va that phai giam khi c6 thai ghép va hoi phuc sau diéu tri, trong khi cac gia tri
théng thudng van & ngudng tham chiéu.

KET LUAN

Siéu am tim nén dugc lam thudng quy dé theo déi sau ghép tim, ld&y méc sau ghép la 6 thang lam tiéu
chuan dé déi chi€u. Cac ddu hiéu nhan biét thai ghép trén siéu am tim bao gom: dich mang tim mdi xuét
hién, tang mat dé am & thanh tim, suy giam chirc nang tdm thu that trai — phai, dac biét su suy gidm cua
stifc cang doc that trai — phai sé gilp phat hién sdm hon. Tuy nhién, tiéu chuan vang ciia chan doéan thai

ghép la dua vao sinh thiét co tim.

T khéa: ghép tim, thai ghép, siéu &m tim danh ddu mo cotim
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THE ROLE OF ECHOCARDIOGRAPHY IN DIAGNOSING
REJECTION AFTER HEART TRANSPLANT

Case report at VietDuc University Hospital

Tran Huu Nghi, Khong Tien Binh, Nguyen Thi Lan Anh, Pham Quoc Trinh, Dinh Thi Trang
Cardiovascular &amp; Thoracic Surgery Center, VietDuc University Hospital

Background: Heart transplantation is the last choise in the treatment of severe heart failure that is no
longer or poorly responsive to medical treatment, although many challenges remain. Graft failure,
rejection, and infection are the causes of graft rejection, leading to heart failure requiring
hospitalization or death.

Objective: This case report presents a patient with signs of cardiac rejection detected during routine
echocardiography and speckle tracking echocardiography, compared with previous echocardiography
results, performed by the same echocardiographer. The diagnosis of graft rejection was confirmed by
myocardial biopsy and monitoring of the recovery of left and right ventricular longitudinal tension after
treatment with rejection drugs.

Case study: A 13-year-old female patient underwent an allogeneic heart transplant in October 2024 at
Viet Duc University Hospital, using bicaval technique. The patient was regularly monitored in the
department. She presented to the hospital due to a persistent cough for more than one week, without
fever or shortness of breath. She was ordered to undergo routine basic biochemical tests — drug
concentration, NT-proBNP, electrocardiogram, and echocardiography. The results showed Tacrolimus
1.5, NT- proBNP 1861, and an electrocardiogram showing sinus rhythm with negative T waves in
multiple leads. Echocardiography revealed a new pericardial effusion, increased echogenicity of the
heart wall, increased left ventricular mass, and decreased longitudinal strain in both the left and right
ventricles compared to an echocardiography performed 6 months prior by the same physician. The
patient was hospitalized and underwent myocardial biopsy to confirm the diagnosis. After rejection
therapy, a follow-up echocardiography showed decreased echogenicity of the heart wall and left
ventricular mass, while longitudinal strain in both the left and right ventricles showed signs of recovery.
Results: Echocardiography is a non-invasive imaging diagnostic tool, role of suggestive diagnosing
rejection when there is evidence of changes compared to a previous echocardiography. In particular,
when performing speckle tracking echocardiography, the longitudinal strain in both the left and right
ventricles decreased in rejection and recovered after treatment, while normal values remained within
the reference range.

Conclusion: Echocardiography should be routinely performed to monitor post-heart transplant heart
function, using 6 months post-heart ransplant as a benchmark. Signs of rejection on echocardiography
include: new pericardial effusion, increased echogenicity of the heart wall, decreased left and right
ventricular systolic function, and especially decreased left and right ventricular longitudinal strain,
which will help in early detection. However, the gold standard for diagnosing rejection is myocardial
biopsy.
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Echocardiography 20/06/2025 | 30/12/2025 | 27.01.2026 7.5.2026

Lv Dd/Ds 41/25 42/27 40/27 38/24
Fs/EF 38/69 35/58 32/65 36/67
LVMi/RWT 76.7/0.41 109.4/0.49 89/0.46 82.2/0.54
GLS -17.6% -10.6% -10.1% -15.0%

RV RV inflow 32%24%*62 33*24*66 31*25%63 34%29%66
TAPSE/S'FAC 17/11/48 11/11/49 10/11/43 13/12/53
FWS/GS -22.6/-21.3% | -15.6/-16.0% | -20.2/-17.7% | -20.4/-18.5%

Keywords: heart transplantation, rejection, speckle tracking echocardiography
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VAI TRO CUA PIEU DU'O'NG TRONG PHAT HIEN SO'M
VA CHAM SOC RO DUG'NG CHAP SAU PHAU THUAT
LAY THAN & NGU’O'l HIEN SONG: BAO CAO CA LAM SANG
VATONG QUAN Y VAN

NGUYEN TH| HAI BAC ' *, NGUYEN VIET CUONG ', TRAN HOAINAM ", SAI TH]| HONG THANG,
TRUONG TH| CHUNG, TRUONG TH] HIEU HANH, HOANG TH| HUONG, NGUYEN THI HIEN

' Khoa Ngoai tiét niéu, Bénh vién Quany 175
* TAc gia lién hé: Nguyén Thi Hai Bac. BT: 0908161294. Email: tae4339@gmail.com

TOM TAT

DPat van dé: RO dudng chap la bién chitng hiém sau phau thuat L4y than & ngudi hién séng. Diéu dudng
c6 vai trd quan trong trong phat hién sém théng qua theo ddi dich dan lvu va chdm séc hau phau. Déi
tuong va phuong phap: Bao cdo mot trudng hop rdo dudng chap sau phau thuat 14y than & ngudi hién
song tai Bénh vién Quany 175, két hgp tdng quan y van.
K&t qua: Ngudi hién N.T.T.H. dugc phiu thuat 8y than trai ngay 06/5/2026, than cé6 mét dong mach va
mot tinh mach. Sau m8 xuat hién dich dan luu trdng duc, lugng cao nhat 100 mL/24 gid vao ngay hau
phau th 2. Triglyceride dich dan luu 14 6,38 mmol/L, trong khi triglyceride m&u cung thoi diém a 1,52
mmol/L, phu hgp v&i rd dudng chép. Siéu 4m khong ghi nhan tu dich. Ngudi hién dugc diéu tri bao ton,
diéu chinh dinh dudng va theo ddi dan luu. Luong dich gidm dan va hét ngay 13/5; rut dan lwu ngay 14/5,
ra vién ngay 15/5. Tai kham ngay 16/6/2026 binh thudng.
K&t luan: Theo dbi c6 hé théng s8 lugng, mau sic va tinh chat dich dan luu gitip phat hién sém rd duéng
chép. Diéu dudng gi(r vai trd quan trong trong theo déi, chdm séc dan luu, phéi hgp dinh dudng va ho trg
diéu tri bao ton.
TUr khéa: ngudi hi€n than séng; ro dudng chap; cham séc diéu dudng.

ABSTRACT
Background: Chyle leak is a rare complication following living donor nephrectomy. Nursing care plays
an important role in early detection through postoperative drain monitoring and patient care. Case
presentation and methods: We report a case of chyle leak following living donor nephrectomy at
Military Hospital 175, combined with a review of the literature.
Results: The donor, N.T.T.H., underwent left donor nephrectomy on May 6, 2026. The donated kidney
had one renal artery and one renal vein. Postoperatively, milky-white drainage was observed, with a
peak output of 100 mL/24 h on postoperative day 2. On May 10, triglyceride concentration in the
drainage fluid was 6.38 mmol/L, compared with a simultaneous serum triglyceride level of 1.52
mmol/L, consistent with a diagnosis of chyle leak. Ultrasonography showed no fluid collection. The
donor was managed conservatively with nutritional modification and continued drain monitoring. Drain
output progressively decreased and ceased completely by May 13. The drain was removed on May 14,
and the donor was discharged on May 15. Follow-up on June 16 showed normal recovery without
recurrence.
Conclusion: Systematic monitoring of the volume, color, and characteristics of postoperative drainage
facilitates early detection of chyle leak. Nurses play an important role in monitoring, drain care,
nutritional coordination, and supporting conservative management.

Keywords: living kidney donor; chyle leak; nursing care.
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TOI WU HOA CHAM SOC PIEU DU'ONG
TRONG HOI SU’C SAU GHEP THAN

NGUYEN QUANG HUY 2, HA THI NHU XUAN ', LE THI HANH PHU'O'C 2, HOANG KHAC CHUAN 2

"Pai hoc Y Dugc Thanh phd H6 Chi Minh

Tac gia: PGS.TS. BD Ha Thi Nhu Xuan - BT: 0931180383 - Email: xuanha@ump.edu.vn
2 Bénh vién Chg Ray — Thanh phé H8 Chi Minh

Tac gia lién lac: Ths. DD Nguyé&n Quang Huy

PT: 0903611845 - Email: nguyenhuybvcr@gmail.com

TOM TAT

Mé dau

Ghép than la phuong phap diéu tri thay thé than t6i wu cho ngudi bénh suy than giai doan cudi. Tuy
nhién, giai doan hau phau sdm tiém &n nhiéu bién ching c6 thé dnh hudng dén tudi mau, chirc nang va
suwsong con cua than ghép. Trong giai doan nay, diéu dudng gilr vai trd quan trong trong theo doi lién tuc,
nhan dién sdm bat thudng, phdi hdp can thiép va thac day phuc hdi. Viéc chuan hdéa cham séc dya trén
bang chirng, két hap cac nguyén tac phuc hdi sém sau phau thuat (ERAS), c6 y nghia trong nang cao an
toan ngudi bénh va téi uwu hda két qua ghép than.

Muc tiéu
Téng hap bang ching va xac dinh cac ndi dung trong tdm nham t8i uvu héa cham séc didu dudng trong

giai doan hoi sirc sau ghép thén.

Phuwong phap

Téng quan tudng thuat cac nghién cliu, tai liéu chuyén nganh va khuyén céo thuc hanh lién quan dén
cham séc ghép than, tap trung vao huéng dan cua Kidney Disease: Improving Global Outcomes
(KDIGO), Hiép hoi Tiét niéu Chau Au (EAU), cac nguyén tic ERAS va tai liéu chuyén nganh ghép than.

Két qua

Céc n6i dung trong tdm trong tdi wu hoa cham séc diéu dudng bao gom theo dobi sat huyét dong; luong
nudc tiéu theo gid trong 24-48 gid dau; can bang dich, dién giai va dién tién chirc ndng than ghép; déng
thdi nhan dién s6m chay mau, thiu niéu hodc vb niéu, tdc nghén dudng tiét niéu, bién chirng mach
mau, chirc nang than ghép cham phuc hoi va tri hoan chirc nang than ghép. Viéc danh gia khéng nén
dua vao mot thédng s don 1& ma can két hop lugng nudce tiu, huyét dong, can bang dich, creatinine va
tinh trang ldm sang; quan ly dich can dudc céa thé hda theo dap ing clia tirng ngu'di bénh

Két luan

T6i uvu hda cham séc diéu dudng trong hdi strc sau ghép than can chuyén tir theo déi don thuan sang
danh gia lién tuc —nhan dién nguy co - phat hién s6m — phdi hgp can thiép — danh gia lai dap ing. Chuan
héa quy trinh dua trén bang ching, k&t hgp ERAS va cham séc cé thé hda cé thé gop phan duy tri tudi
mau than ghép, bao vé chirc ndng manh ghép, phong ngira bi€n chirng va nadng cao an toan ngudi bénh.
T khéa

Ghép than, Cham séc diéu dudng, Hoi sic sau ghép, Chirc nang than ghép, Tri hodn chirc nang théan
ghép, ERAS, Quan ly dich.
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OPTIMIZING NURSING CARE DURING EARLY POSTOPERATIVE
CRITICAL CARE AFTER KIDNEY TRANSPLANTATION

HUY QUANG NGUYEN 2, XUAN HA THI NHU ", PHUOC LE THI HANH 2, CHUAN HOANG KHAC ?
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ABSTRACT
Background: Kidney transplantation is the preferred kidney replacement therapy for patients with end-
stage kidney disease. However, the early postoperative period is associated with multiple
complications that may adversely affect kidney allograft perfusion, graft function, and graft survival.
During this critical period, transplant nurses play an essential role in continuous monitoring, early
recognition of clinical abnormalities, coordination of timely interventions, and promotion of
postoperative recovery. Standardizing evidence-based nursing care and integrating Enhanced Recovery
After Surgery (ERAS) principles are important for improving patient safety and optimizing kidney
transplant outcomes.
Objectives: To synthesize current evidence and identify the key components required to optimize
nursing care during the early postoperative recovery period after kidney transplantation.
Methods: A narrative review of relevant studies, specialty literature, and clinical practice
recommendations related to the care of kidney transplant recipients was conducted, with particular
emphasis on guidance from Kidney Disease: Improving Global Outcomes (KDIGO), the European
Association of Urology (EAU), ERAS principles and kidney transplantation literature.
Results: Key components of optimized nursing care include close hemodynamic monitoring; hourly
urine output assessment during the first 24-48 hours; monitoring of fluid balance, electrolytes, and
trends in kidney allograft function; and early recognition of postoperative hemorrhage, oliguria or
anuria, urinary tract obstruction, vascular complications, slow graft function, and delayed graft
function. Clinical assessment should not rely on a single parameter but should integrate urine output,
hemodynamic status, fluid balance, serum creatinine, and the overall clinical condition. Fluid
management should be individualized according to hemodynamic status, fluid balance, and each
patient’s clinical response.
Conclusions: Optimizing nursing care during early postoperative recovery after kidney transplantation
requires a transition from routine observation to a proactive process of continuous assessment — risk
recognition — early detection — coordinated intervention — reassessment of response. Standardized
evidence-based protocols, combined with ERAS principles and individualized care, may contribute to
maintaining kidney allograft perfusion, preserving graft function, preventing postoperative
complications, and improving patient safety. Keywords: Kidney transplantation; transplant nursing;
postoperative care; kidney allograft function; delayed graft function; ERAS; fluid management.
Abbreviations
EAU - European Association of Urology
KDIGO - Kidney Disease: Improving Global Outcomes

ERAS - Enhanced Recovery After Surgery
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PHAU THUAT THI PHAM
GHEP THAN - CME:
CAP NHAT KY THUAT LAY THAN,
RUA - BAO QUAN VA GHEP THAN




KET QUA BU’6'C DAU TRIEN KHAI GHEP GAN
TU NGU'O'l HIEN SONG SUDUNG
MANH GHEP GAN PHAI TAI BENH VIEN PA NANG,
BAO CAO 5 TRUO'NG HO'P DAU TIEN

NGUYEN HOANG; LE TU’ DUNG; TRAN VAN NGHIA; LE TUAN ANH; LE NGOC THAI;
LE VAN THANH; VU VAN QUANG; HO VAN LINH; LE TRUNG HIEU

TOM TAT
Muc tiéu: Danh gia k&t qua budc dau trién khai phau thuat ghép gan tir ngudi hién séng (LDLT) s dung
manh ghép gan phai.

Dadi tuong va phuwong phap: Thong ké loat ca ghép gan tir ngudi hién séng sir dung manh ghép gan phai
tai Bénh vién Da Nang, tir thang 10/2025 dén thang 06/2026, dudi sy’ chuyén giao truc tiép tir doi ngi
chuyén gia ghép gan ctia Bénh vién Trung vong Quan do6i 108.

K&t qua: 05 bénh nhan dugc ghép gan tir ngudi hién séng sir dung manh ghép gan phai. D6 tudi trung
binh a: 48,6+14,7 (30-56) tudi; Ty l& nam/n(r: 3/2. Chi dinh ghép gan, do HCC c6 2/5 trudng hap (TH)
chiém 40%, do ALCF c6 2/5 TH (40%), 1 TH do xd gan méat bu (20%); diém MELD trung binh la: 19,0+10,5
(8-35) diém. C6 2/5 TH sir dung manh ghép gan phai md rong, 3/5 TH s dung manh ghép gan phai cai
tién. Bi€n chirng sau mé: 2 TH chdy mau sau md phai mé lai cdm mau, 02 trudng hgp rd mat sau mé
(can can thiép dat stent dudng mat qua ERCP), 1 TH tdc dong mach gan (can thiép dat stent ddng mach
gan), chua ghi nhan bién chirng thai ghép, tir vong sau ghép.

K&t luan: Phau thuat ghép gan tir ngudi hién séng sir dung manh ghép gan phai budc dau duoc tién khai

tai Bénh vién Da Nang c6 két qua kha quan.

T khoa: Ghép gan tir ngudi hién séng, manh ghép gan phai
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INITIAL OUTCOMES OF LIVING DONOR LIVER
TRANSPLANTATION USING RIGHT
LOBE GRAFTS AT DA NANG HOSPITAL :
REPORT OF 05 FIRST CASES

NGUYEN HOANG; LE TU’ DUNG; TRAN VAN NGHIA; LE TUAN ANH; LE NGOC THAI;
LE VAN THANH; VU VAN QUANG; HO VAN LINH; LE TRUNG HIEU

ABSTRACT
Objective: To evaluate the preliminary outcomes of living donor liver transplantation (LDLT) using right
lobe grafts.

Methods: A prospective case series undergoing LDLT using right lobe grafts was conducted at Da Nang
Hospital from October 2025 to June 2026, under direct technical supervision and support from the liver

transplantation team of the 108 Military Central Hospital.

Results: Five patients underwent LDLT using right lobe graft. The mean age was 48.6 = 14.7 years
(range, 30-56 years), with a male-to-female ratio of 3:2. The indications for liver transplantation were
hepatocellular carcinoma (HCC) in 2/5 patients (40%), acute-on-chronic liver failure (ACLF) in 2/5
patients (40%), and decompensated cirrhosis in 1/5 patients (20%). The mean MELD score was 19.0 =
10.5 (range, 8-35). Extended right-lobe grafts were used in 2/5 patients, while modified right-lobe grafts
were used in 3/5 patients. Postoperative complications included bleeding requiring reoperation for
hemostasis in 2 patients and biliary leakage requiring endoscopic retrograde ERCP with biliary stent
placement in 2 patients. Hepatic artery thrombosis occurred in 1 patient and was treated with hepatic

artery stent placement. No episodes of graft rejection or post-transplant mortality were observed.

Conclusions: LDLT using right lobe grafts was successfully initiated at Da Nang Hospital,

demonstrating favorable short-term outcomes.

Keywords: Living donor liver transplantation, right lobe graft
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MOT SO VAN BE CAN LU'U Y TRONG GHEP THAN
BCV: PGS.TS. THAI MINH SAM
TOM TAT

K&t qua ghép than phu thudc vao su phdi hop gitta lwa chon cdp hién-nhan, ky thuat phiu thuat va
chdm séc chu phau. Bao c4o trinh bay nhirng diém can luu y trong thuc hanh, k&t hop kinh nghiém lam
sang vdi cac khuyé&n céo chuyén nganh, nham bao dadm an toan ngudi hién va t8i wu chirc nang than
ghép. Trudc mé, can danh gid nguy co cd thé hda, chirc nang than, gidi phau mach mau-dudng tiét niéu
va hoa hop mién dich; déng thdi t6i uu bénh nén, tinh trang nhiém trung va dién giai ctia ngudi nhan.
Trong phau thuat, su phdi hop gilra ba é-kip 14y than, rira-bao quan va ghép than cé vai trd quan trong
trong han ché thadi gian thi€u mau va tén thuong thiu mau—tai tudi mau. LAy than phai uu tién an toan
ngudi hién, bao tdn nhu mé, mach mau va ngudn nudi niéu quan. Tudi rira, bao quan lanh va sira soan
than ngoai co thé can bao dam tudi rira dong déu, nhan dién tén thuang va xir ly phi hgp cac bat thuong
giai phau. Khi ghép, can ca thé hda vi tri dat than va phuong an néi mach, tranh cang, gap hodc xoan
cubng; n6i dudng niéu bao dam ngudn nudi va khéng cang. Téi wu huyét déng, bu dich theo muc tiéu va
theo ddi s6m bang ldm sang, xét nghiém, siéu &m Doppler gitip danh gia chitc nang than va phat hién
bién ching. Chuan hda quy trinh, xac dinh ré trach nhiém ban giao, x{ tri kip thdi bi€n chirng va cham
soc phuc héi sém la nhirng ndi dung thiét yéu. Danh gia két qua can bao gom chirc nang than ghép, an
toan ngudi nhén va sic khoe lau dai chia ngudi hién.

Tir khéa: Ghép than; an toan ngudi hién; ky thuat phau thuat; chdm séc chu phau.

MOT SO VAN BE CAN LU'U Y TRONG GHEP THAN
Asso prof. Thaii Minh Sam, MD, PhD

ABSTRACT
Kidney transplantation outcomes depend on coordinated donor-recipient selection, surgical
technique, and perioperative care. This presentation highlights key practical considerations, integrating
clinical experience with professional guidelines to ensure donor safety and optimize graft function.
Preoperative assessment should include individualized risk evaluation, renal function, vascular and
urinary tract anatomy, and immunological compatibility, alongside optimization of the recipient’s
comorbidities, infection status, and electrolyte balance. During surgery, coordination among the donor
nephrectomy, graft perfusion and preservation, and implantation teams is essential to minimize
ischemic time and ischemia-reperfusion injury. Donor nephrectomy must prioritize donor safety while
preserving renal parenchyma, vascular integrity, and ureteral blood supply. Graft flushing, cold
preservation, and back-table preparation should ensure uniform perfusion, identify injuries, and
appropriately address anatomical variations. During implantation, graft positioning and vascular
anastomoses should be individualized to avoid tension, kinking, or twisting of the vascular pedicle.
Urinary reconstruction should preserve adequate blood supply and ensure a tension-free anastomosis.
Hemodynamic optimization, goal-directed fluid therapy, and early monitoring through clinical
assessment, laboratory testing, and Doppler ultrasonography support the evaluation of graft function
and detection of complications.
Standardized protocols, clearly defined handover responsibilities, timely management of
complications, and enhanced recovery are essential components of care. Outcome assessment
should encompass graft function, recipient safety, and the donor’s long-term health.
Keywords: Kidney transplantation; donor safety; surgical technique; perioperative care.
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XAY DU'NG TRUNG TAM GHEP PHOI XUAT SAC:
NHU’'NG BAI HOC KINH NGHIEM
TU’ BENH VIEN SEVERANCE

PROF. JIN GU LEE

TOM TAT
Ghép ph8i thanh céng doi hdi nhiéu hon & viéc hoan thanh ca phiu thuat vé mat ky thuat. Thanh
cong nay phu thudc vao viéc lia chon ngudi nhan ghép thich hap, k§ thuat phau thuat ti mi, quan ly
chu phau phéi hdp nhip nhang va mot déi ngi da chuyén khoa gan két chat ché. Dya trén kinh
nghiém clia Bénh vién Severance, bai trinh bay nay thao luan vé cac yéu té thiét yéu can cé dé thiét

l&p va duy tri mot chuong trinh ghép phdi thanh céng.

Lua chon ngudi nhan ghép can trong va téi wu hda tinh trang trude ghép la nén tang cét 16i. O nhiing
bénh nhan nguy kich dugc bac cau bang trao di oxy qua mang ngoai co thé (ECMO), viéc duy tri tri giac
va thuc day phuc hdi chirc nang chi dong cé thé gitp bao tdn chirc ndng thé chat va cai thién su hoi
phuc sau ghép. Khi bt budc phai hé trg théng khi kéo dai, van déng sém va phuc hdi chic nang cé cau

trdc can duoc tiép tuc duy tri xuyén suét giai doan hau phau.

Sy hoan hao vé mat ky thuat van gilr vai trd quan trong tuong duong. Cac bién ching phau thuat
l6n—bao gdbm chay mau, that bai miéng néi phé quan, gap géc dong mach phéi va hep miéng néi tam
nhi—phai dugc tién lugng, phong ngira, nhan biét sém va xu tri kip thoi. Kiém soéat can bang dich va
huyét déng chinh xac trong md cling mang tinh quyét dinh dé bao vé phéi vira dugc ghép. Sau cung,
thanh cong bén vitng phu thudc vao su ph8i hop chat ché gilra cac phau thuat vién l6ng nguc, bac si ndi
hé hap, bac si gdy mé, bac si hdi siic tich cuc, chuyén gia bénh truyén nhiém, bac si phuc hdi chirc ndng
va céc é-kip can thiép. Kinh nghiém tir Severance ching minh rdng mot trung tdm xuat sic duoc xay
dung théng qua qua trinh hoc hai lién tuc, quy trinh cham séc da chuyén khoa dugc chuédn hda, cung
nang luc cta don vi trong viéc phong nglra bién ching va ciru chira bénh nhan khi cac bién chirng nay
xuét hién. Nhirng bai hoc nay c6 thé cung cdp mot khung tham chiéu thuc tién cho viéc phat trién céc

chuong trinh ghép phai tai Viét Nam va céc trung tdm mdi ndi khac.
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BUILDING A LUNG TRANSPLANTATION
CENTER OF EXCELLENCE:
LESSONS LEARNED FROM SEVERANCE HOSPITAL

PROF. JIN GU LEE

ABSTRACT
Successful lung transplantation requires far more than technical completion of the operation. It
depends on appropriate candidate selection, meticulous surgical technique, coordinated
perioperative management, and a highly integrated multidisciplinary team. Drawing on the experience
of Severance Hospital, this presentation discusses the essential components required to establish and
sustain a successful lung transplantation program. Careful recipient selection and optimization of the
pretransplant condition are fundamental.

In critically ill patients bridged with extracorporeal membrane oxygenation, maintaining consciousness
and promoting active rehabilitation can help preserve physical function and improve posttransplant
recovery. When prolonged ventilatory support is necessary, early mobilization and structured
rehabilitation should continue throughout the postoperative period. Technical excellence remains
equally important. Major surgical complications—including bleeding, bronchial anastomotic failure,
pulmonary artery kinking, and atrial anastomotic stenosis—must be anticipated, prevented,

recognized early, and managed promptly.

Precise intraoperative fluid balance and hemodynamic management are also critical to protecting the
newly transplanted lungs. Finally, sustainable success depends on close collaboration among thoracic
surgeons, pulmonologists, anesthesiologists, intensivists, infectious disease specialists, rehabilitation
physicians, and interventional teams. The Severance experience demonstrates that a center of
excellence is built through continuous learning, standardized multidisciplinary care, and the
institutional ability to prevent complications and rescue patients when they occur. These lessons may
provide a practical framework for developing lung transplantation programs in Vietnam and other
emerging centers.
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BARRIERS OF DECEASED
ORGAN DONATION IN ASIA

Curie Ahn, MD, PhD
Seoul National University

ABSTRACT
In Asia, overall activity remains lower than in Europe and the Americas. Asia still relies heavily on living
donor organ transplantation, and cultural and customary practices strongly shape donation decisions.

Even within Asia, transplant capacity varies markedly between countries.

Six key barriers were identified across systemic and cultural/societal domains. Systemic barriers
included the absence of an integrated national authority, gaps in organ procurement organization
(OPO)/coordinator expertise, and insufficient sustainable financing. Proposed solutions included
adopting an integrated national coordination model, providing culturally adapted coordinator training,
and establishing national or regional financial support programs. Cultural and societal barriers
included religious and cultural misconceptions, distrust in the healthcare system, and deficits in
knowledge and donation culture. These barriers could be addressed through culturally tailored
programs, greater equity and transparency in healthcare access, and regular public education

promoting organ donation and life-sharing.
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CAP NHAT VE CHAN POAN VA BIEU TRI THAI
GHEP QUA TRUNG GIAN KHANG THE CAP VA MAN TiNH

Prof. Germaine Wong

Bai trinh bay nay cung cap téng quan vé thai ghép qua trung gian khang thé (ABMR) trong ghép than, tir
dich té hoc, chan doan, diéu tri dén theo d6i. Duya trén dir liéu tir registry ANZDATA, bai trinh bay sé thao
luédn vé nhirng khac biét tiem nang giitra ABMR sdm va mudn cling nhu maéi lién quan clia chung vdi két

cuc lau dai cua manh ghép.

Sau do, bai trinh bay sé diém lai cac tiéu chudn chan doan Banff dang phat trién, bao gom su céng nhan
ngay cang tang déi véi ABMR c6 kha nang xay ra (probable ABMR) va tinh trang viém vi mach mau ngay
ca khi khdng phat hién dugc khang thé dic hiéu ngudi cho (DSA). Phan diéu tri sé néu bat bang chirng
con han ché hd tro cho céc liéu phap hién tai, bao gdm thay huyét tuwong, IVIG va céc diéu tri nhdm dich
té€ bao B/tuong bao, ddng thdi xem xét cac phuong phap mdi ndi nhu liéu phap nhdm dich IL-6 va CD38
cung cac thtr nghiém lam sang dang dién ra. Cudi cung, bai trinh bay sé ban vé vai tro tiém nang cua
DNA tu do c6 ngudn goc tr manh ghép (donor-derived cell-free DNA) trong theo d6i ABMR.

UPDATE ON THE DIAGNOSIS AND MANAGEMENT
OF ACUTE AND CHRONIC ANTIBODY MEDIATED REJECTION

This talk provides an overview of antibody-mediated rejection (ABMR) in kidney transplantation, ranging
from epidemiology, diagnosis, treatment and monitoring. Using data from the ANZDATA registry, the talk
will discuss potential differences between early and late ABMR and their associations with long-term
allograft outcomes.

It then reviews the evolving Banff diagnostic criteria, including the emerging recognition of probable
ABMR and microvascular inflammation in the absence of detectable donor-specific antibodies. The
treatment section highlights the limited evidence supporting current therapies, including plasma
exchange, IVIG and B-cell/plasma-cell targeted treatments, while considering emerging approaches
such as IL-6 and CD38-targeted therapies and ongoing clinical trials. Finally, the potential role of
donor-derived cell-free DNA in monitoring ABMR is discussed.
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CAC YEU TO THANH CONG THEN CHOT P01 VOl KET QUA
DAI HAN TRONG GHEP THAN TU’ NGU’O'l HIEN DA QUA PO'l:
KINH NGHIEM TU’ THAI LAN.

GS. Yingyos Avihingsanon
Pai hoc Chulalongkorn, Thai Lan

Tai Dong Nam A, viéc m& rdng ngudn ngudi hién da qua ddi van & mot nhu cau cap thiét doi véi bénh
nhan mac bénh than man giai doan cudi. B4t chap nhitng thach thic trong khu vue, Thai Lan da dat
duoc két qua ghép tang tuong duong vdi cac quéc gia phat trién, phan l&n nhd vao nhitng nd luc phdi
hop cua Trung tam Hién tang H6i Ch(r thap do Thai Lan va B Y t& Cong cong. Bai trinh bay nay danh gia
cac yéu td lam sang va hé thang then chét thuc day ty & séng con dai han ciia manh ghép va bénh nhan
trong chuang trinh ghép than tir ngudi hién da qua dai (DDKT) clia Thai Lan.

Hién tai, DDKT tai Thai Lan cho thdy su thanh cong manh mé, véi ty 1& séng con clla manh ghép & nam
th&* nhat va nam th& nam Llan lwot dat khoang 95% va 85%. Tuong tu, ty L& séng con clia bénh nhén sau
5 nam ludn dat mirc xap xi 90%, tuong duong véi cac tiéu chudn quéc té. Mac du chuong trinh rat thanh
cong, tinh trang cham phuc hdi chitc ndng manh ghép (DGF) van (& mot yéu t6 nguy cd chinh dan dén
mat chic nang manh ghép. DGF thudng lién quan dén thoi gian thi€éu mau cuc bo lanh kéo dai va viéc
str dung than tir ngudi hi€n cén bién (marginal donors) hodc ngudi hi€n cé tén thuong than cép.

Tuy nhién, Thai Lan da giam thiéu thanh céng nhirng nguy co nay théng qua viéc t8i wu hda cac thuéat
toan phan bé va ap dung cac phac dd ('c ch& mién dich dugc gidm sat chat ché sau ghép. Hon nira, viéc
tang cudng phéi hop quy mé qudc gia da lam giam dang ké thoi gian van chuyén tang, gilp truc tiép cai
thién chir'c nang manh ghép giai doan sém.

Két luan: Kinh nghiém cutia Thai Lan chirng minh rang viéc quan ly ngudi hién ti mi, gidm thai gian thiéu
mau cuc bd dé han ché t6i da DGF, va cham séc hau phau tich cuc & nhirng y&u t6 then chét cho sy
thanh céng dai han ctia ca ghép. Cac phac dd chuan héa trén toan hé théng nay cung cdp mot mo hinh
c6 kha ndng nhan rong nham thuc déy cac chuong trinh ghép tang tir ngudi hién da qua doi trén khap
khu vuc Déng Nam A.
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KEY SUCCESS FACTORS FOR LONG-TERM OUTCOMES
IN DECEASED DONOR KIDNEY TRANSPLANTATION:
EXPERIENCE FROM THAILAND.

Yingyos Avihingsanon, MD
Chulalongkorn University, Thailand

In Southeast Asia, expanding the deceased donor pool remains a critical need for patients with
end-stage kidney disease. Despite regional challenges, Thailand has achieved transplant outcomes
comparable to developed nations, largely driven by the coordinated efforts of the Thai Red Cross Organ
Donation Center and Ministry of Public Health.

This presentation evaluates the key clinical and systemic factors driving long-term graft and patient
survival in Thailand's deceased donor kidney transplant (DDKT) program. Currently, DDKT in Thailand
demonstrates strong success, with one- and five-year graft survival rates reaching approximately 95%
and 85%, respectively. Similarly, five-year patient survival consistently approaches 90%, mirroring
international benchmarks. While the program is highly successful, delayed graft function (DGF)
remains a major risk factor for graft failure.

DGF is typically linked to extended cold ischemia times and the use of marginal donors or those with
acute kidney injury. However, Thailand has successfully mitigated these risks by optimizing allocation
algorithms and implementing vigilant post-transplant immunosuppressive protocols. Furthermore,
enhanced national coordination has significantly reduced organ transport times, directly improving
early graft function.

Conclusion: Thailand’s experience demonstrates that meticulous donor management, reduced
ischemia times to minimize DGF, and robust post-operative care are pivotal for long-term transplant
success. These standardized, system-wide protocols provide a scalable blueprint for advancing
deceased donor transplantation programs across Southeast Asia.
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CAP NHAT VE GHEP TUY
TAI KHU VU’C AUSTRALASIA

Prof. Henry Pleass

TOM TAT
Bai trinh bay sé diém lai cdc chuong trinh ghép tuy trén khap Uc va New Zealand, lién quan dén chi dinh,
danh sach cho, s6 ca ghép va két qua. Dt liéu tir registry ANZIPTR sé dugc trinh bay, nhdn manh ty (&

s6ng con clia bénh nhan va manh ghép vé lau dai.

Ao bao vé than (Kidney Protective Jacket) - nghién ctu lam sang str dung lan dau

Thai gian ndi mach mau trong qua trinh ghép than co thé gay tén thuong than, cham chirc nang manh
ghép va gidm ty 1& s6ng con lau dai ciia manh ghép néu kéo dai. Hién tai chua cé thiét bi cach nhiét
thuong mai nao dé bao vé than trong qua trinh cay ghép. Chuing tdi da phat trién Ao bao vé than (Kidney
Protective Jacket) thong qua mét du an nghién cl’u va qua trinh thuong mai hda sau dé. Bai trinh bay sé
thao luan vé kinh nghiém ban dau vdi 20 ca ldm sang nhu mot phan cia nghién cttu giai doan 1 nham

xac nhan tinh an toan va kha nang s dung, tai mot trung tam ghép tang don & ¢ Uc.

PANCREAS TRANSPLANT
UPDATE IN AUSTRALASIA

ABSTRACT
A review of the pancreas transplant programs across Australia and New Zealand, with respect to
indications, waiting lists, transplants and outcomes will be discussed. Data from the ANZIPTR registry
will be presented, highlighting patient and long term graft survivals.

The Kidney Protective Jacket - first in use clinical study

The vascular anastomosis time during kidney transplantation can cause kidney injury, delayed graft
function and reduce long term graft survival when prolonged. Currently no commercial insulating
device is available to protect the kidney during implantation. We have developed the Kidney protective
jacket, through a research project and subsequent commercialisation journey. The presentation will
discuss the initial experience of 20 clinical cases as part of a phase 1 study to confirm safety and
usability, at a single Australian transplant centre.
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GHEP THAN BAT TUONG HOP
NHOM MAU ABO

Young Hoon Kim. Khoa Ghép Than & Tuy, B6 mdén Ngoai, Trung tdm Y khoa Asan,
Trudng Pai hoc Y Ulsan, Seoul, Han Quéc.

TOM TAT
Ghép than bat tuong hgp nhdom mau ABO (ABOi GT) da néi lén nhu mdt lwa chon day hira hen cho bénh
nhéan suy than giai doan cudi gép kho khan trong viéc ti€p can ngudi hién tuong hgp. Trong vai nam qua,
ABOi GT ngay cang dugc ap dung rong rai nhd nhirng tién bd trong liéu phap (c ché mién dich va céc
phac d6 khir man cadm. Muc tiéu cua nghién cttu la phan tich k&t qua cac ca ABOi GT tai Trung tdm Y
khoa Asan, danh gia tinh kha thi, an toan va hiéu qua cua ABQOi KT.

Chung t6i so sanh két qua giira nhom ghép tuang hgp ABO (ABOc GT) va nhém ABQOi GT dugc chia thanh
cac giai doan (Era) 1, 2 va 3. V@ ty l& séng con ngan han clia bénh nhan, chinhém ABOi Era 1 c6 ty L& s8ng
thap hon so vdi nhém ABOc GT, trong khi hai nhém con lai khéng khac biét cé y nghia théng ké so vai
nhém ABOc GT. K&t qua tuong tu cling dugc ghi nhan ddi véi ty & s8ng con ngan han ctia manh ghép.
Tuy nhién, ty l& s6ng con dai han khéng khac biét gitra b6n nhém. So sanh ty & thai ghép cap dugc xac
nhan qua sinh thiét (BPAR) giita b6n nhém cho thay rd rang rang & Era 1 va Era 2, bénh nhan ABOi GT c6
ty lé BPAR cao hon so vé&i hai nhém con lai.

Phan tich nay cho thay ABOi GT la mét lira chon kha thi va hiéu qua cho bénh nhan suy than giai doan
cudi, dac biét trong cac tinh huéng khan hiém ngudi hién tuong hgp ABO. Viéc ap dung cac phac dé khir

man cam phu hop va lua chon bénh nhan c4n than 14 yéu t6 then cht dé dat dugc k&t qua thanh céng.

Hién trang ghép tuy tai Trung tdm Y khoa Asan: Kinh nghiém 30 nam tai mot trung tdm don lé qua 519
truong hop lién tiép
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ABO-INCOMPATIBLE KIDNEY
TRANSPLANTATION

Young Hoon Kim. Khoa Ghép Than & Tuy, B6 mdén Ngoai, Trung tdm Y khoa Asan,
Trudng Pai hoc Y Ulsan, Seoul, Han Quéc.

ABSTRACT
ABO-incompatible kidney transplantation (ABOi KT) has emerged as a promising option for patients
with end-stage renal disease who face limited access to compatible donors. Over the past few years,
ABOi KT has been steadily gaining traction due to advancements in immunosuppressive therapies and
desensitization protocols. To analyze the outcomes of ABOi KT cases in Asan Medical Center,
evaluating the feasibility, safety, and efficacy of ABOi KT.

We compared the outcomes of the ABOc KT group with the ABOi KT group divided into Era 1, 2, and 3.
For short term patient survival, only the Era 1 ABOc group showed lower survival rates than the ABOc KT
group, while the other two groups showed no statistically significant difference from the ABOc KT group.
Similar results were observed for short term graft survival. But long-term survival was not different
between four groups. Comparing the Biopsy proven acute rejection (BPAR) rate among the four groups,
it became evident that in Era 1 and Era 2, ABOi KT patients experienced a higher incidence of BPAR
compared to the other two groups.

This analysis demonstrates that ABOi KT is a viable and effective option for patients with end-stage
renal disease, particularly in situations where ABO-compatible donors are scarce. The implementation
of appropriate desensitization protocols and careful patient selection are crucial for achieving
successful outcomes.

Current Status of Pancreas Transplantation at Asan Medical Center: A Thirty-Year Single-Center

Experience of 519 Consecutive Cases
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HIEN TRANG GHEP TUY TAI TRUNG TAM Y KHOA ASAN:
KINH NGHIEM 30 NAM TAI MOT TRUNG TAM PO'N LE
QUA 519 TRU'O'NG HOP LIEN TIEP

Young Hoon Kim. Khoa Ghép Than & Tuy, B6 mén Ngoai, Trung tdm Y khoa Asan,
Trudng Pai hoc Y Ulsan, Seoul, Han Quéc.

TOM TAT

Pat van dé. Ghép tuy (PT) van la phuong phap hiéu qua nhat dé khéi phuc dudng huyét sinh ly binh
thudng & bénh nhan dai thdo dudng phu thudc insulin, nhung chi dugc thuc hién tai mot sé it trung tam
& Han Quéc. Chung t6i hdi clru toan bd kinh nghiém ghép tuy tai mot trung tdm (&n chia Han Qudc, tap
trung vao ty L& séng con lau dai va bién chirng sau ghép.

Phuong phap. Chung t6i phan tich hoi ciru 519 ca ghép tuy lién ti€p dugc thuc hién trén 500 ngudi
nhan, tir thang 7/1992 dén thang 7/2024, tai Trung tam Y khoa Asan. Ty l& song con clia bénh nhan va
manh ghép tuy duoc udc tinh bang phuong phap Kaplan-Meier va so sdnh bang kiém dinh log-rank theo
loai hinh ghép va giai doan (trudc va sau ndm 2006). Cac bién chirng ngoai khoa va nhiém trung ciing

duogc xem xét.

Két qua. Cac loai hinh ghép bao gobm: ghép dong thai tuy-than (SPK, n=231, 44,5%), ghép tuy don thuén
(PTA, n=171, 32,9%), ghép tuy sau than (PAK, n=67, 12,9%), va ghép dong thoi tuy tlr ngudi hién chét
ndo-than tir ngudi hién séng (SPLK, n=50, 9,6%). Tudi trung binh ngudi nhéan la 38,2+11,4, 46,4% la nam
gidi, va 72,6% mac dai thdo dudng typ 1 vdi thoi gian méc bénh trung binh 17,3+8,2 nadm. Dan luu qua
dudng rudt dugc st dung & 56,9% trudng hap, dan nhap bang antithymocyte globulin & 84,0%, va duy
tri dua trén tacrolimus G 88,4%; 89,0% s6 ca dugc thuc hién sau ndm 2006 (trung binh 25 ca/nam trong
thap ky gan nhat). Thoi gian theo ddi trung vi la 128 thang. Ty lé s6ng con clia bénh nhan 1a 97,3%, 91,7%
va 88,3% tai thoi diém 1, 5va 10 ndm; ty l& séng con clia manh ghép tuy (khéng tinh tlf vong do nguyén
nhan khac) lan lugt 1a 90,6%, 79,5% va 72,5%. Ty l& séng con manh ghép sau 10 nam khac nhau theo
loai hinh ghép (SPK 84,5%, PAK 78,8%, SPLK 70,9%, PTA 55,3%; p<0,001), va két qua sau nam 2006 t&t
hon so vdi giai doan trudc do ca vé song con clia bénh nhan (90,1% so vdi 74,4%, p=0,001) va manh
ghép (75,2% so vdi 49,5%, p<0,001). Thai ghép cap xay ra & 28,6% sb ca va chiém khoang hai phan ba
s0 trudng hop mat manh ghép. Huyét khdi manh ghép & bat ky mirc dé nao dugc phat hién & 34,5%, mac
du chi 6,6% can phau thuat 18y huyét khéi; cac bién chitng khac bao gém viém tuy manh ghép (25,5%),
chay mau (5,0%), rd miéng néi (4,8%), va mat manh ghép trong vong 3 thang (4,2%). Chuyé&n déi dan luu
sang dudng rudt cudi cung can thiét  53,6% s6 manh ghép dan luvu qua bang quang. Cac nhiém trung
thudng gap gém nhiém trung tiét niéu (43,5%), nhiém CMV (32,3%; bénh CMV 13,3%), viém phdi
(17,9%), va nhiém virus BK can diéu tri (5,3%); cac bénh 4c tinh sau ghép bao gobm PTLD xay ra & 2,5%.

Két luan. Qua ba thap ky, ghép tuy tai trung tdm chuing tdi da phat trién én dinh vdi két qua lau dai dugc
caithién dang ké. Hau hét cac bién chitng ngoai khoa déu c6 thé kiém soat dugc ma khdong dan dén mat
manh ghép, trong khi thai ghép van la nguyén nhan chinh gdy m&t manh ghép, dic biét sau ghép tuy don
thuan (PTA).
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CURRENT STATUS OF PANCREAS TRANSPLANTATION
AT ASAN MEDICAL CENTER: ATHIRTY-YEAR SINGLE-CENTER
EXPERIENCE OF 519 CONSECUTIVE CASES

Young Hoon Kim. Khoa Ghép Than & Tuy, B6 mdn Ngoai, Trung tdm Y khoa Asan,
Trudng Pai hoc Y Ulsan, Seoul, Han Quéc.

ABSTRACT

Background. Pancreas transplantation (PT) remains the most effective means of restoring physiologic
euglycemia in patients with insulin-dependent diabetes mellitus, but it is performed at only a few
centers in Korea. We reviewed the entire PT experience of a single high-volume Korean center, focusing
on long-term survival and post-transplant morbidity.

Methods. We retrospectively analyzed 519 consecutive PTs performed in 500 recipients between July
1992 and July 2024, at Asan Medical Center. Patient and pancreas graft survival were estimated by the
Kaplan—-Meier method and compared by the log-rank test according to transplant category and era

(before vs. after 2006). Surgical and infectious complications were reviewed.

Results. Transplant categories were simultaneous pancreas—kidney (SPK, n=231, 44.5%), pancreas
transplantation alone (PTA, n=171, 32.9%), pancreas after kidney (PAK, n=67, 12.9%), and
simultaneous deceased-donor pancreas-living-donor kidney (SPLK, n=50, 9.6%). Mean recipient age
was 38.2+11.4 years, 46.4% were male, and 72.6% had type 1 diabetes with a mean duration of
17.3%+8.2 years. Enteric drainage was used in 56.9%, antithymocyte globulin induction in 84.0%, and
tacrolimus-based maintenance in 88.4%; 89.0% of cases were performed after 2006 (mean 25
cases/year in the last decade). Median follow-up was 128 months. Patient survival was 97.3%, 91.7%,
and 88.3% at 1, 5, and 10 years, and death-censored pancreas graft survival was 90.6%, 79.5%, and
72.5%, respectively. Ten-year graft survival differed by category (SPK 84.5%, PAK 78.8%, SPLK 70.9%,
PTA 55.3%; p<0.001), and outcomes after 2006 were superior to the earlier era for both patient (90.1%
vs. 74.4%, p=0.001) and graft survival (75.2% vs. 49.5%, p<0.001). Acute rejection occurred in 28.6%
and accounted for approximately two-thirds of graft losses. Graft thrombosis of any degree was
detected in 34.5%, although only 6.6% required thrombectomy; other complications included graft
pancreatitis (25.5%), bleeding (5.0%), anastomotic leak (4.8%), and graft loss within 3 months (4.2%).
Enteric conversion was eventually required in 53.6% of bladder-drained grafts. Common infections
were urinary tract infection (43.5%), CMV infection (32.3%; CMV disease 13.3%), pneumonia (17.9%),
and BK viremia requiring treatment (5.3%); post-transplant malignancy including PTLD occurred in
2.5%.

Conclusion. Over three decades, PT at our center has expanded steadily with substantially improved

long-term outcomes. Most surgical complications were manageable without graft loss, whereas

rejection remains the principal cause of graft failure, particularly after PTA.
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ABSTRACT

1. DAT VAN BE

Trong ngoai khoa tiét niéu hién dai va ghép tang, viéc cé thé héa k& hoach phau thuéat ddi vdi cac can
thiép phuc tap nhu cat than ngudi hién séng (LDN) va cat than niéu quan triét can (RNU) la yéu t6 tién
quyét dé dam bao an toan va k&t qua diéu trj t6i uu. Thach thic l&n nhat d6i véi phAu thuat vién 14 su da
dang clia cac bién thé mach mau hé dong - tinh mach, dac biét la cac nhanh déng mach cuc, tinh mach
that lung va tinh mach sinh duc trong tuong quan vdi rén than. Sy tich hop cac thang diém gidi phau
(R.E.N.A.L., PADUA) cung céng nghé dung hinh 3D da danh diu budc dot pha, chuyén déi tir
&quot;phau thuat tham sat&quot; sang &quot;phau thuat dinh hudng chinh xac&quot;. Nghién cltu nay
nham dénh gia su tuong quan gitra cac hé thdng tinh diém, mé hinh 3D véi két qua lAm sang thuc té tai
Bénh vién Trung uong Hué, huéng tdi chudn hoa quy trinh lap k& hoach tién phau.

2. DOI TUONG VA PHUONG PHAP NGHIEN cU'U

» DGi twong: B&nh nhan hién than séng hoac cé chi dinh phau thuat ndi soi xuyén phic mac tai B&nh
vién Trung uvong Hué. Tiéu chuén lwa chon yéu cau di liéu MSCT lat cat mong < 1mm dé dam bao do
phan giai tai tao.

e Quy trinh 3D va Scoring: Dt liéu DICOM dugc xi ly qua cac phan mém chuyén dung nhu Synapse
Vincent, 3D Slicer hodc Mimics. Quy trinh tap trung tai tao chi tiét nhu md, hé théng dai bé than va
dac biét la nguyén Gy ctia cdc déng mach phu, 16 trinh tinh mach that lung va tinh mach sinh duc.
Céc thang diém R.E.N.A.L. va PADUA dugc chdm diém trudc mé dé lugng héa mirc do phirc tap.

« Ky thuat phau thuat: St dung phau thuat ndi soi xuyén phic mac chuén véi 4 trocar. Phiu thuat
vién tién hanh boc tach rén than va niéu quan dua trén &quot;ban d6 3D&quot;, bao gom viéc xac
dinh chinh xac 6 trinh dai m& quanh niéu quan dé bao tén mach nudi.

e Chi s6 danh gia: Thoi gian thiéu mau néng (WIT), lugng mau mat (EBL), thoi gian phau thuat, ty (&
dién cat Am tinh (d&i v&i RNU) va mic dé trung khép gitta md hinh dung hinh vdi thuc t& gidi phau.

3. KET QUA
Nghién ctru cho thay cong nghé dung hinh 3D mang lai gié tri chan doan va diéu tri vugt trdi so vdi chan
doan hinh anh 2D truyén thong:

* Tai cau tric va Phan loai dé phirc tap: Mot phat hién quan trong la viéc irng dung mé hinh 3D siéu
chinh xac (HA3D) da dan dén viéc ha bac danh gia dé phuic tap gidi phau trong 41% trudng hop theo
thang diém R.E.N.A.L. va 35% theo thang diém PADUA. Diéu nay gilp tranh viéc danh gia qua muc
do kho va loai trir ngudi hién séng mot cach khong can thiét.
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* Pd chinh xac giai phau: Md hinh 3D nhan dién chinh xadc 100% cac bién thé mach mau phuc tap
nhu dong mach than phu, tinh mach than tréi quay sau déng mach chti va cac nhanh tinh mach that
lwng d6 vao tinh mach than. Trong cac trudng hop LDN bén phai, ban do 3D hé trg thuc hién ky thuat
xoay lat rén than (flipping maneuver) dé boc 16 t6i da chiéu dai cudng mach.

* Hiéu qua lam sang:

* Th&i gian mé trung binh: 118+23 phut.

* Thoi gian thi€u mau néng (WIT): 4,5%1,1 phut (d6i vGi LDN).

* Lwgng mau mat (EBL): 70-100 mL.

» Ung dung dac biét: Trong phau thuat RNU, mé hinh 3D a céng cu khdng thé thay thé ddi vdi cac
trudng hop dao nguoc phu tang toan phan (Situs Inversus Totalis - SIT), giip phau thuat vién chu
déng diéu chinh thao tac trong mét khéng gian giai phau bj soi guong hoan toan.

 Quan tri phau thuat: Nghién ctiu xac lap méi twong quan chat ché ( $p &lt; 0.05%$ ) gitra diém s&
phic tap va thdi gian phau tich. TU do, ching téi dé xuat mot &quot;ngudng canh bao&quot;
(Cut-off point) vé diém s& dé phan céng cac phau thuat vién giau kinh nghiém cho cac camé c6 do
kho cao

Bang 1: Cac chi s6 phau thuat chinh tai Bénh vién Trung wong Hué

Chi sé danh gia Gia tri trung binh (LDN/RNU)
Thoi gian mé (phut) 11823

Lugng mau mat 70-100 mL

Thoi gian thi€u mau néng (WIT) 4,5+1,1 phat

Thdi gian nam vién (ngay) 3-5 ngay

Ty & ha bac d6 phirc tap (3D vs 2D) 35%-41%

4. KET LUAN

Su phdi hop gitra cac thang diém giai phau hoc R.E.N.A.L., PADUA va céng nghé dung hinh 3D gitp t6i
u'u héa chién lvge phiu thuat, chuyén déi tir ky nang tham sat sang can thiép dich chinh xac. Quy trinh
nay khéng chi giam thiéu tai bién mach mau va rit ngan thoi gian thi€u mau néng ma con ho tro dac luc
trong viéc bdo tdn nhu mé than lanh va dam bao dién cat &m tinh trong phiu thuat ung thu. Chang toi
khuyé&n nghi i’ng dung quy trinh tich hgp nay nhu mét tiéu chuan bat budc trong lap k& hoach tién phau
va triaging phau thuat vién cho céc ca can thiép than néi soi phuc tap.
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DANH GIA KET QUA PHAU THUAT HYBRID PHOI HOP
NOI SOI XUYEN PHUC MAC VA MO’ PU'O'NG DU'G’I SUON
PHAI LAY THAN TREN NGU’O'l HIEN SONG €O
TINH MACH THAN PHAI NGAN

TRAN NGOC KHANH, [R,Z\N QUANG MINH, PHAN NGUYEN PHU'ONG THAO,
NGUYEN HOANG DUONG, LE LLUONG VINH

Khoa Ngoai Tiét niéu B, Bénh vién Trung uong Hué

Pat van dé: Tinh mach than phai ngan tiém an nguy co miéng ndi tinh mach cang, gap goc va huyét khoi
manh ghép trong ghép than tir ngudi hién sdng. Mac du théan trai dugc vu tién lwa chon, c6 20-30%
ngudi hién can cat than phai do bién thé mach mau bén trai hodc chitc nang than phai kém hon. Ky
thuat ldy than bang stapler lAm mat 7-15 mm chiéu dai tai dudng khau ghim, trong khi tai tao ngoai co
thé (ex vivo) kéo dai thai gian thi€u mau lanh. Chuang téi déanh gia mot ky thuat Hybrid, k&t hgp ndi soi vdi
mot dudng ma nho, si dung kep Satinsky dé ldy mot manh va tinh mach chi dudi.

Phuwong phap: Nghién cliru md ta cat ngang trén 19 ngudi hién lién tiép cé tinh mach than phai kha dung
ngan hon 1,5 cm (trung binh 1,2 £ 0,2 cm) tai Bénh vién Trung uong Hué. Sau khi phau tich ndi soiva boc
6 rong tinh mach chu dudi, mot dudng md& nho dudi sudn dai 5-7 cm cho phép dat truc ti€p kep
Satinsky, gi¢i han @ mdt nira duong kinh tinh mach chu dudi. M6t manh va tinh mach chu dudi dai 5-10
mm dugc cat ldy va thanh tinh mach chd dugc khau déng bang chi Prolene 5-0 mii vat kiéu Blalock.
Chiéu dai tinh mach, thoi gian thi€u mau nong va két qua clia ngudi hién cling nhu ngudi nhan dugc ghi

nhan.

K&t qua: Ky thuat nay tang thém 0,7 = 0,2 cm, gilp chiéu dai tinh mach than phai trung binh dat 1,9+ 0,3
cmva cho phép thuc hién miéng ndi khéng cang & tat ca cac truong hop. Thai gian thi€u mau nong trung
binh 14 5,5 = 1,3 phut. Khong cé ngudi hién nao bi hep tinh mach chu, phu chi dudi hay bién chirng mach
mau; thdi gian ndm vién trung binh clia ngudi hién 1a 5,4 = 1,1 ngay. Huyét khéi tinh mach manh ghép va
chadm chirc ndng manh ghép déu khéng xay ra & ngudi nhan (0%).

Ban luan: Cat va khau tay giup bao tdn tirng milimét vén sé bi mat do dudng khau ghim, va khi thuc hién
trong co thé (in vivo) sé tranh dugc mirc phat 17-40 phat thi€u méau lanh cla viéc ghép ndi dai bang tinh
mach sinh duc. Pudng md& nho mang lai kha nang kiém soat kep bang cam giéc tay, diéu khé thuc hién
qua ndi soi; viéc gidi han kep & mot nira dudng kinh tinh mach chd da bao vé tat ca ngudi hién khai tinh
trang hep long tinh mach chu.

Két luan: Ky thuat Hybrid nay an toan, hiéu qua va tiét kiém chi phi, mang lai chiéu dai tinh mach théan
phai di dung cung chic nang manh ghép sém rat tot; phu hgp véi cac trung tam ghép tang tai Viét Nam.

T khéa: tinh mach than phai; &y than tir ngudi hi€n séng; ky thuat Hybrid; kep Satinsky; ghép than.
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U'NG DUNG DU'NG HiNH 3D CAU TRUC
GIAI PHAU THAN v0’| HO TRO’ CUAAI
TRONG PHAU THUAT LAY THAN BE GHEP
TAI BENH VIEN CHQ RAY

THAI MINH SAM, CHAU QUY THUAN, HOANG KHAC CHUA’N NGO XUAN THAI TRAN TRONG TRI,
THAI KINH LUAN, VU BUC HUY, NGUYEN TRONG HIEN, NGUYEN DUY DIEN,  QUACH B0 LA,
NGUYEN HOAI PHAN, DO VAN CONG, TRAN ANH VU, LE NHO TINH, NGUYEN MINH DiNH,
DINH LE QUY VAN, TRUONG HO TRONG TAN, PHAM BUC MINH, LE HO'U THUAN, HOANG PHONG,
NGUYEN HOANG TUONG, HOANG TIEN DAT, DOAN MINH TAM, LA NGOC THU NGUYEN, NGUYEN THANH TUAN

Muc tiéu: Panh gia tinh kha thi va gia tri ho trg lap k& hoach phau thuat ctia dung hinh 3D c4u truc giai
phau than cé ho trg tri tué nhan tao (Al) & ngudi hién than séng.

Pai twong va phuong phap: Loat 8 trudng hap ngudi hién than séng dugc phau thuat lay than dé ghép
tai B&nh vién Chg Ray trong giai doan 2024-2025. Trudc mé, ngudi hién dugc chup CT cé thudc can
quang va dung hinh 3D bang nén tang Fujifilm Synapse®. S8 lugng déng mach (BM) va tinh mach (TM)
than trén CT, trén dung hinh 3D c6 hd trg Al va ghi nhan thuc té trong m8 dugc déi chiéu. Cac chisé phau
thuat gdm thai gian mo, thai gian thi€u mau néng, lwugng mau méat, nhu céu truyén mau va creatinin
huyét thanh trudc-sau mé dugc mé ta.

Két qua: Trong 8 than dugc L8y, c6 6 than trai va 2 than phai. S8 lugng DM va TM trén dung hinh 3D c6 hd
trg Al phu hgp vdi ghi nhan trong mé & 8/8 trudng hgp. So véi ghi nhan trong mé, CT ban dau phu hgp vé
s lwugng DM & 7/8 trudng hop va so lugng TM & 7/8 trudng hop; dung hinh Al lam ré thém mét DM & mot
trudng hop va mot TM & mot trudng hop. Thai gian phau thuat trung binh 1& 191 phut, thoi gian thi€u mau
néng 4,375 phat va lugng mau mat 23,75 mL; khéng trudng hgp nao can truyén mau. Creatinin huyét
thanh trung binh tang tir 0,79 mg/dL trudc maé 1én 1,06 mg/dL sau mé. Khéng ghi nhan bién chirng mach

mau trong mo.

Két luan: Trong loat ca budc dau tai Bénh vién Cho Ray, dung hinh 3D c4u tric than cé ho trg Al cho
phép md ta tru'c quan gidi phau mach mau va cé su phi hgp hoan toan vé sé lugng DM/TM véi ghi nhan
trong m6. Céng nghé nay c6 tiém nang hd trg lwa chon bén than, l4p k& hoach phau thuat va dy doén
giadi phau trong mé. Can nghién ctu trén ¢d mau ldn hon va cé nhém so sanh dé dinh lwgng chinh xéc Lgi
ich ldm sang.

T khéa: Dung hinh 3D; tri tué nhan tao; lay thdn ngudi cho séng; ghép than; mach mau than.
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PAC PIEM VA CAC YEU TO LIEN QUAN PEN
CHU’C NANG THAN GHEP &’ BENH NHAN
GHEP THAN TU’NGU’O'l HIEN SONG TAI BENH VIEN QUAN Y 175

BSCK2 bang Thanh Phuong
Bénh vién Quany 175

TOM TAT

Pat van dé: Chirc nang than ghép sau ghép chiu anh hudng bdi nhiéu yéu té lién quan dén ngudi nhan,
ngudi hién, ddc diém mién dich va diéu tri sau ghép. Viéc danh gia dac diém va xac dinh céc yéu t6 lién
quan dén chirc nang than ghép cd y nghia trong theo doi va tdi uvu hda két qua diéu tri. Muc tiéu: (1) M6
ta dac diém lam sang, can ldm sang cla bénh nhan ghép than tir ngudi hién séng tai Bénh vién Quéany
175; (2) phéan tich cac yéu to lién quan dén chirc nang than ghép sau ghép.

Déi tugng va phuong phap: Nghién ctiru mé ta héi clru trén tat cad bénh nhan =18 tudi dugc ghép than lan
dau tir ngudi hién séng va dugc theo doi ngoai trd tai Bénh vién Quan y 175 trong thoi gian tir thang
7/2023 dén thang 9/2026. Chirc nang than ghép dugc danh gia thong qua muc loc cau than udc tinh
(eGFR) tai cac thai diém 1, 3, 6, 12 va 24 thang sau ghép. Cac yéu t6 lién quan dén eGFR dugc phéan tich
bang tuong quan don bién va hdi quy da bién.

K&t qua: C6 158 bénh nhan dugc dua vao phéan tich. Nam gidi chiém 65,8%, BMI trung binh 21,34 + 3,04
kg/m?; tudi ngudi hién trung binh 34,5 = 6,6 tudi. HLA mismatch thudng gap la 3/6 va 4/6. Thoi gian diéu
tri thay thé than trudc ghép trung vi 12 thang va thoi gian nam vién trung vi 14 ngay. Cac bién ching sau
ghép gom thai ghép cép 6,4%, thai ghép man 0,8%, nhiém trung nang 29,2%, t& vong 1,3% va mat chic
nang than ghép 0,6%. Tang huyét ap sau ghép gap & 46,9% va dai thdo duong sau ghép & 15,0%. Ca
phan tich don bién lAn hdi quy da bién gdbm 112 bénh nhéan, déu cho két qua BMI thap hon, khoang cach
tudi ngudi hién—-ngudi nhan nhd han va chic nang than cua ngudi hién tét hon c6 lién quan véi eGFR 3
thang cao hon. Phan tich kiéu hinh chuyén héa Tacrolimus cho thdy nhém fast metabolizer (C/D <1,05)
can liéu Tacrolimus cao han nhém trung binh/chdm, dong thoi cé néng dé Tacrolimus ldc ra vién thap
hon. Dang chuy, nhom fast metabolizer co6 mirc giam eGFR L&n hon trong giai doan 6-12 thang; mai lién
quan nay van tén tai sau diéu chinh da bién, v6i chénh léch AeGFR khoang 7,56 mL/phut/1,73 m?>.

Két ludn: Chirc nang than ghép trong quan thé nghién ctu nhin chung dugc duy tri tvong ddi 8n dinh
trong giai doan theo dai. BMI clia ngudi nhan, khoang cach tudi gitra ngudi hién va ngudi nhan va chirc
nang than cua than hién la nhirng yéu té lién quan déc lap vGi eGFR 3 thang. Kiéu hinh chuyén hoa
Tacrolimus cé lién quan dén dién bién eGFR trong giai doan 6-12 thang. Nhirng phat hién nay can duoc
kiém ching trong cac nghién clru c6 ¢& mau ldn hon va thai gian theo déi dai hon.

T khéa: ghép than; ngudi hi€én séng; chic nang than ghép; eGFR; yéu t6 lién quan; Tacrolimus; fast

metabolizer.
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PAC PIEM VA CAC YEU TO LIEN QUAN PEN
CHU’C NANG THAN GHEP &’ BENH NHAN
GHEP THAN TU’NGU’O'l HIEN SONG TAI BENH VIEN QUAN Y 175

BSCK2 bang Thanh Phuong
Bénh vién Quany 175

ABSTRACT
Background: Kidney allograft function after transplantation is influenced by multiple factors related to
the recipient, donor, immunological characteristics, and post- transplant treatment. Evaluating clinical
characteristics and identifying factors associated with kidney allograft function are important for
post-transplant monitoring and optimizing treatment outcomes. Objectives: (1) To describe the clinical
and laboratory characteristics of kidney transplant recipients from living donors at Military Hospital
175; and (2) to analyze factors associated with kidney allograft function after transplantation.
Subjects and Methods: This retrospective descriptive study included all adult patients (=18 years) who
underwent their first kidney transplantation from a living donor and were followed up as outpatients at
Military Hospital 175 from July 2023 to September 2026. Kidney allograft function was assessed using
estimated glomerular filtration rate (eGFR) at 1, 3, 6, 12, and 24 months after transplantation. Factors
associated with eGFR were analyzed using univariable correlation analysis and multivariable
regression analysis.
Results: A total of 158 patients were included in the analysis. Males accounted for 65.8%, with a mean
BMI of 21.34 + 3.04 kg/m? and a mean donor age of 34.5 + 6.6 years. The most common HLA mismatch
levels were 3/6 and 4/6. The median duration of renal replacement therapy before transplantation was
12 months, and the median hospital stay was 14 days. Post-transplant complications included acute
rejection in 6.4%, chronic rejection in 0.8%, severe infections in 29.2%, mortality in 1.3%, and kidney
allograft failure in 0.6% of patients. Post-transplant hypertension occurred in 46.9%, while post-
transplant diabetes mellitus occurred in 15.0%. Both univariable analysis and multivariable regression
analysis involving 112 patients showed that lower BMI, a smaller donor-recipient age difference, and
better donor kidney function were associated with higher eGFR at 3 months. Analysis of tacrolimus
metabolic phenotypes showed that fast metabolizers (C/D =1.05) required higher tacrolimus doses
than intermediate/slow metabolizers and had lower tacrolimus concentrations at hospital discharge.
Notably, fast metabolizers showed a greater decline in eGFR during the 6-12-month period; this
association remained significant after multivariable adjustment, with an approximately 7.56
mL/min/1.73 m” difference in AeGFR.
Conclusion: Kidney allograft function was generally maintained at a relatively stable level during the
follow-up period in this study population. Recipient BMI, donor-recipient age difference, and donor
kidney function were independently associated with eGFR at 3 months. Tacrolimus metabolic
phenotype was associated with changes in eGFR during the 6-12-month period. These findings should
be validated in studies with larger sample sizes and longer follow-up periods.
Keywords: kidney transplantation; living donor; kidney allograft function; eGFR; associated factors;

tacrolimus; fast metabolizer.
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KET QUA PHAU THUAT ROBOT CAT THAN DE GHEP
TU’ NGU’O'l HIEN SONG TAI BENH VIEN CHQ' RAY

THAI MINH SAM'?, CHAU QUY THUAN', HOANG KHAC CHUAN', NGO XUAN THAI'?, THAI KINH LUAN™>, TRAN
TRONG TRI", QUACH PO LA', NGUYEN THANH TUAN'"2, TRUONG HO TRONG TAN', LE HO'U THUAN',
NGUYEN NGOC HA'2, PHAM BUC MINH'?

1 Bénh vién Chg Ray, TP. H6 Chi Minh

2Bd mon Tiét Niéu Hoc, Pai hoc Y Dugc TP. H6 Chi Minh

Tac gia lién hé: BS. Pham Buc Minh

DT: (+84) 937 392 789 | Email: phamducminh159@gmail.com

TOM TAT
Patvan deé:
Phau thuat ndi soi (PTNS) cat than dé ghép tir ngudi hi€n séng la phuong phép tiéu chuén trong phau
thuét Ay than dé ghép tir ngudi hién sdng tai nhiéu trung tam trén thé gigi. PTNS Robot dan trd nén phé
bién trén thé gidi gitip phau thuat vién khac phuc dugc nhitng han ché so véi PTNS truyén théng. Ching
t6i bdo cdo k&t qua PTNS Robot cat than dé ghép tir ngudi hién séng va phan tich cac yéu t8 anh hudng
dén k&t qua phau thuat dua trén phan tich Bayesian.

Doi twgng va phuong phap nghién ciru:

Tat ca ngudi hién séng dugc thuc hién PTNS Robot cat than dé ghép tai bénh vién Chg Ray tur thang
05/2018 dén 5/2025. C4c bién s& dich té hoc, ldm sang, can ldm sang, két qua phau thuat, va bién
ching dugc ghi nhan. Cac yéu t6 anh hudng dén két qua phau thuat dugc phan tich hdi quy va dung
phuong phap Bayesian dé xac dinh mé hinh téi wu.

K&t qua nghién ciru:

Tat ca gom 47 trudng hdp dugc PTNS Robot cat than dé ghép tir ngudi hién séng. Tudi trung binh 14 46,6
+ 10,0 tubi (27 - 65 tudi). BMI trung binh ctia nhém nghién cttu la 23,2 = 2,1 kg/m2 (22,6 - 28,9 kg/m2).
Nam giGi chiém 45,1%, ti l& (dy than trai 14 87,2%. Ti l& mach mau phurc tap la 21,3%. Thai gian phau
thuét trung binh (4 200,7 = 41,1 phat (120 - 300 phut), thai gian diéu khién Robot trung binh 140,1 £ 43,2
phut (70 - 240 phut). Lugng mau mat trung binh 1& 70,4 = 40,1 ml (10 - 200ml). Bién ching sau phau
thuét la 4,2%. Dung phuong phap Bayesian dé xac dinh mo hinh tién lugng t6i wu cho thay céc két qua
phau thuat phu thudc vao hai yéu t6 chinh la dudng cong hoc tap va can nang ctia ngudi hién. Thdi gian
phau thuat gidm 1,9 phat véi méi trudng hop phau thuat tich Ly, thoi gian phau thuat tang 1,42 phut véi
moi kg tAng can nang sau khi hiéu chinh vdi cung mic dé dudng cong hoc tap. Hai yéu t6 nay giai thich
dudc 41,2% céac khac biét vé thoi gian phiu thuat giita cac trudng hop.

K&t luan: Du trén phuaong phap phan tich Bayesian, hai yéu t6 dudng cong hoc tap va can nang cua
ngudi hién cé tadc dong chinh trong thoi gian phau thuat ndi soi Robot cat than dé ghép tir ngudi hién
séng.

Tir khoa: ghép than, phiu thuat ndi soi, robot, cat than dé ghép tir ngudi hién séng.
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SURGICAL OUTCOMES IN ROBOTIC LIVING DONOR NEPHRECTOMY
AT CHO RAY HOSPITAL

THAI MINH SAM'?, CHAU QUY THUAN', HOANG KHAC CHUAN', NGO XUAN THAI'?, THAI KINH LUAN™>, TRAN
TRONG TRI", QUACH PO LA', NGUYEN THANH TUAN"?, TRUONG HO TRONG TAN', LE HO'U THUAN',
NGUYEN NGOC HA'2, PHAM DUC MINH'?

1Bénh vién Chg Ray, TP. H6 Chi Minh

2Bd mon Tiét Niéu Hoc, Pai hoc Y Dugc TP. H6 Chi Minh

Tac gia lién hé: BS. Pham Buc Minh

DT: (+84) 937 392 789 | Email: phamducminh159@gmail.com

ABSTRACT
Objective:
Laparoscopic nephrectomy for living donors is widely regarded as the standard procedure for kidney
transplantation in numerous medical centers worldwide. Robotic living donor nephrectomy (RDN) is
progressively gaining recognition globally, assisting surgeons in overcoming the constraints associated
with the conventional approach. This study aimed to report the outcomes of robotic-assisted living
donor nephrectomy and to analyze factors affecting surgical outcomes using Bayesian analysis.
Materials and Methods:
All the donors who underwent RDN at Cho Ray Hospital from May 2018 to May 2025 were recruited to
study. The donors were selected by the Renal Transplantation Council of Cho Ray Hospital based on
national donor criteria. Demographic, clinical, and paraclinical characteristics, as well as surgical
outcomes and complications, were recorded. Factors associated with surgical outcomes were
analyzed using regression analysis, and Bayesian methods were applied to determine the optimal
predictive model.
Results:
A total of 47 living donors underwent RDN. The mean age was 46.6 = 10.0 years (range: 27-65 years).
The mean BMI| was 23.2 £ 2.1 kg/m2 (range: 22.6-28.9 kg/mz). Male donors accounted for 45.1% of
cases, and left nephrectomy was performed in 87.2%. Complex renal vasculature was observed in
21.3% of donors. The mean operative time was 200.7 = 41.1 minutes (range: 120-300 minutes), with a
mean robotic console time of 140.1 + 43.2 minutes (range: 70-240 minutes). The mean estimated blood
loss was 70.4 = 40.1 mL (range: 10-200 mL). The postoperative complication rate was 4.2%. Bayesian
analysis identified the optimal predictive model, showing that surgical outcomes were primarily
influenced by two factors: the learning curve and donor body weight. Operative time decreased by 1.9
minutes with each additional accumulated surgical case, while it increased by 1.42 minutes for each
kilogram increase in donor body weight after adjustment for the learning curve. These two factors
explained 41.2% of the variability in operative time among cases.
Conclusion:
Based on Bayesian analysis, these results suggest a clear learning curve effect and higher patient body
weight was associated with slightly longer operative times, indicating increased surgical complexity in
heavier patients.
Key words: kidney transplantation, laparoscopy, robotic surgery, living donor nephrectomy.
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KET QUA BAN PAU GHEP THAN
TAI BENH VIEN DA NANG
Tac gia: Hoi ddng ghép than Bénh vién Pa Nang

TOM TAT
M® DAU: Ghép tang la mot trong 10 thanh tuu y hoc l&n nhat ctia nhan loai trong thé ky 20, trong d6
ghép than la bién phéap diéu trj thay thé than suy t6t nhat. Bénh vién Da Nang da tién hanh ca ghép than
tU ngudi hién séng dau tién vao thang 3/2006 vdi su hd trg clia cac chuyén gia trong nudc (dac biét (a
Bénh vién Cho Ray) va qudc té. Nghién citu ndy nham muc dich dénh gid k&t qua ban dau cia 50 ca ghép
than ti ngudi hién séng dugc thuc hién tai Bénh vién Da Nang.
PHU'O'NG PHAP: Nghién cttu mé ta theo ddi doc trén cac bénh nhan dugc ghép than tir ngudi hién séng
tai Bénh vién Pa Nang trong giai doan tir thang 03/2006 dén thang 8/2026. Cac d liéu thu thap gom:
dac diém dich t&, quan hé hién - ghép, phuong phap loc mau trudc ghép, dac diém mién dich (HLA,
PRA, phan (ng chéo), dac diém ky thuat ngoai khoa (bén 8y thén, vi tri dat than, sé lugng déng mach),
s cai thién cac chi s6 sinh hda, huyét hoc, huyét ap sau ghép 1 thang so vdi trudc ghép, cung cac bién
c6 ngoai khoa, bién chirng ndi khoa (thai ghép, nhiém trung, chuyén héa) va két cuc than ghép/bénh
nhéan.
KET QUA:

* DPic diém déi twong: Tudi trung binh ngudi nhan a 27,76 = 7,7 tudi (54,7% nam), ngudi hién (&
45,32 = 11,03 tudi (56,6% ni¥) ($p &lt; 0,05$). Ngudi hi€n cé quan hé cha me —con chiém 50,9%
va anh chi em chiém 47,2% (chiém 98% téng s6 ngudi hién). 92,5% ngudi nhan loc mau bang
than nhan tao trudc ghép; 100% co6 phan ng chéo am tinh; 92,5% c6 bat tuvong hgp HLA.

» Pac diém ngoai khoa: Than hién 4y bén trai chi€ém 84,9%; 100% manh ghép duoc dat vao hd
chéu phai; manh ghép c6 1 déng mach chiém 81,1%, 2 déng mach chiém 17,0% va 3 dong
mach chiém 1,9%.

* Phuc hbdi chirc nang sau 1 thang (p &Lt; 0,001$: Thé tich nudc tiéu tang tir 212 + 91,12 1én
3190,63 * 938,55 ml/24h; Urea mau giam tir 36,72 = 13,12 xudng 6,55 = 2,64 mmol/L;
Creatinine huyét thanh cai thién ngoan muc tir 1354,55 + 423,33 xudng 100,97 + 40,99 pmol/L;
Hemoglobin tang tir 70,34 + 15,78 [én 130,53 + 19,43 g/L; Huyét ap tdm thu va tam truong kiém
soat tét vé mirc 122,81 = 1,85 mmHg va 75,63 + 6,69 mmHg ($p &lt; 0,05%).

e Bién cd va két cuc: Bién cd ngoai khoa xay ra & 4 truong hgp (8,0%), g6m 2 ca tu mau quanh
than (3,8%), 1 ca tu mau co thanh bung (1,9%) va 1 ca cat bo than ghép (1,9%) do bénh vi mach
huyé&t khéi (TMA) chay mau tiép dién; khéng gap bién chirng mach mau hay rd/hep niéu quan.
Vé ndi khoa: C6 2 ca thai ghép cép tinh (1 ca qua trung gian té bao va 1 ca qua trung gian dich
thé dugc diéu tri dap ing 6n dinh), khéng c6 thai ghép man; 3 ca (6,0%) bénh than IgA tai phat;
3 ca (6,0%) bénh than do BK virus; cdc bénh nhiém trung thudng gap gom viém phaéi vi khuan
(9,4%), nhiém trung tiéu (9,4%), lao (3,8%), nam Aspergillus (1,9%). Ghi nhan 1 trudng hop
(1,9%) t&r vong do nhiém trung huyét sau 3 thang khi than ghép van con chic nang. Céc rdi loan
chuyén hoa gom dai thdo dudng (8,0%), gut (4,0%), r6i loan lipid mau (6,0%).

KET LUAN: Ghép than tir ngudi hién s6ng tai Bénh vién Da Ning budc dau dat két qua thanh cong va an
toan, nguodn tang hién chd yéu tr ngudi than cung huyét thong (98%). Chirc nang than ghép, tinh trang
thi€u mau va huyét ap sau ghép dugc phuc hoiva bao ton tét. Ty 1& bién cd ngoai khoa va thai ghép céap
th&p, dugc kiém soat hiéu qua.
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KET QUA PHAU THUAT VA THEO DOI GHEP THAN
TU’ NGU’0’'l CHO SONG TAI BENH VIEN TRUNG U'O'NG THAI NGUYEN:
KINH NGHIEM 11 NAM (2015-2026)

BSCK2. Tran Ngoc Tuan
BV TW Thai Nguyén

TOM TAT
Muc tiéu: Panh gia két qua phau thuat va theo ddi ghép than tir ngudi cho séng tai B&nh vién Trung uong
Thai Nguyén giai doan 2015-2026.

Déi twgng va phuwong phap: Nghién clru doan hé hoi cliru mo ta trén toan bd 48 cap ghép than tir ngudi
cho song, dugc thyc hién trthang 9/2015 dén thang 8/2026.

Két qua: Tudi trung binh cia ngudi nhan va ngudi hién lan lugt 1a 34,1 = 8,3 va 43,44 + 12,23 tudi. Tat ¢4
cap ghép tuong hgp nhdm mau ABO; hoa hgp HLA 3-4/6 locus chiém 77,1% va 83,3% ngudi nhan dugc
diéu tri dan nhap béng basiliximab. Than trai dugc lay & 72,9% trudng hop. Trong 19 trudng hop du kién
l8y than néi soi, 17 trudng hgp hoan thanh ndi soi va 2 trudng hap phai chuyén mé md do chay mau;
khéng ghi nhan t&r vong & ngudi hién. Tat ca than ghép c6 nudc tiéu ngay sau tai tudi mau; chic nang
than ghép cham hoi phuc gap & 2 truong hgp (4,2%). Khéi dich quanh than dugc ghi nhan @5 trudng hop
(10,4%), tu mau quanh than & 1 trudng hap (2,1%) va 3 trudng hop (6,3%) phai phau thuét lai. Creatinin
huyét thanh giam tir 765,04 + 234,33 pmol/L trude ghép xudng 113,97 = 43,12 pmol/L vao ngay thi 7.
Thai gian theo doi trung binh la 6,11 £ 3,21 nam; 29 ngudi bénh (60,4%) dugc theo doi tr 5 nam trd lén.
Tai lan cap nhat cudi, 37 ngudi bénh (77,1%) con dugc theo doi lién tuc tai trung tam va 47/48 ngudi
bénh con song.

K&t luan: Ghép than tir ngudi cho sng tai Bénh vién Trung uvong Thai Nguyén cho két qua phuc hoi chirc
nang than sém thuan lgi. Cac tai bi€n va bién ching ngoai khoa dugc x(r tri thanh cong, khong ghi nhan

tr vong hau phau. Viéc danh gia két qua dai han con han ché do s8 ngudi cé dit liéu gidm theo thdi gian.

T khéa: Ghép than; ngudi hién sdng; bién chirng ngoai khoa; chirc nang than ghép.
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SURGICAL OUTCOMES AND FOLLOW-UP OF LIVING-DONOR KIDNEY
TRANSPLANTATION AT THAI NGUYEN CENTRAL HOSPITAL:
AN 11-YEAR EXPERIENCE FROM 2015 TO 2026

BSCK2. Tran Ngoc Tuan
BV TW Thai Nguyén

ABSTRACT

Objective: To evaluate the surgical outcomes and follow-up of living-donor kidney transplantation at
Thai Nguyen Central Hospital between 2015 and 2026.

Methods: This retrospective descriptive cohort study included all 48 living kidney donor-recipient pairs
who underwent transplantation between September 2015 and August 2026.

Results: The mean ages of the recipients and donors were 34.1 + 8.3 and 43.44 + 12.23 years,
respectively. All donor-recipient pairs were ABO-compatible; three or four of six HLA antigens were
matched in 77.1% of cases, and 83.3% of recipients received basiliximab induction therapy. Left donor
nephrectomy was performed in 72.9% of cases. Of 19 planned laparoscopic donor nephrectomies, 17
were completed laparoscopically and two were converted to open surgery because of intraoperative
bleeding; no donor deaths occurred. All grafts produced urine immediately after reperfusion. Delayed
graft function occurred in two recipients (4.2%). Perigraft fluid collection was recorded in five recipients
(10.4%), perigraft hematoma in one (2.1%), and three recipients (6.3%) required reoperation. Mean
serum creatinine decreased from 765.04 = 234.33 pmol/L before transplantation to 113.97 = 43.12
pmol/L on postoperative day 7. The mean follow-up duration was 6.11 = 3.21 years, and 29 recipients
(60.4%) were followed for at least five years. At the final data update, 37 recipients (77.1%) remained
under continuous follow-up at the transplant center, and 47 of 48 recipients were alive.

Conclusion: Living-donor kidney transplantation at Thai Nguyen Central Hospital was associated with
favorable early recovery of graft function. Surgical adverse events and postoperative complications
were successfully managed, with no perioperative deaths. The assessment of long-term outcomes was

limited by the decreasing number of recipients with available follow-up data over time..

Keywords: Kidney transplantation; living donor; surgical complications; graft function.
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CA LAM SANG TAC HOAN TOAN PONG MACH CHAU NGOAI SAU
GHEP THAN TU’NGU’O'l HIEN SONG TAI BENH VIEN QUAN Y 175

NGUYEN VAN KHAN ™, NGUYEN VIET CUONG ', NGO TRONG VINH 2, NGUYEN TRUONG TRONG NGHIA *

TOM TAT
Tac déng mach chau ngoai sau ghép than la bién chi*ng hiém gap nhung cé thé de doa chirc nang than
ghép va tudi mau chi dudi. Tuy nhién, tdc hoan toan dong mach chau ngoai ma khong gay thiéu mau chi
hodc suy gidm chic nang than ghép la trudng hop dic biét, dat ra van dé can nhéc giira tai théng mach
va diéu tri bao ton v@i thudc khang déng. Bao céo nay trinh bay trudng hgp mot bénh nhan nam 45 tudi,
ghép than nam th 7, dugc ghép than trai vdi 2 déng mach tir ngudi cho séng. Sau ghép, bénh nhan 6n
dinh vdi chirc ndng than t6t. Ngay thir 3 hau phau, siéu am Doppler va chup CT mach phat hién tac hoan
toan dong mach chau ngoai bén ghép, trong khi bénh nhan khéng co6 triéu chirng thi€u mau chi, chi dm,
mach ngoai bién con bat dugc nhd tuan hoan bang hé, chi sd ABI khéng gidm dang ké. Chirc ndng than
ghép dudc duy tri 6n dinh vdi creatinin gidm dan. Chung téi diéu tri bdo tdn bang thudc khang dong, theo
doi sat ma khéng can thiép tai théng mach ngay. Qua trinh diéu tri cé bién chirng chay mau lién quan
thudc khang déng, budc phai diéu chinh ligu va kiém soat chdy mau, sau do ti€p tuc khang déng vdi
muc tiéu lidu th&p hon. Theo déi hinh anh hoc cho thay huyét khdi khdng tién trién, tuan hoan chi va
chirc nang than ghép dugc bao toan. Trudng hgp nay nhdn manh vai trd clia phat hién sém, lwa chon
diéu tri bdo tdn hop ly va can bang nguy co xuat huyét trong quan ly bién chitng tdc déng mach sau ghép
than. T khéa: ghép than; tdc déng mach chau ngoai; béc tach ndi mac; thuéc khang déng.
ABSTRACT

Externaliliac artery occlusion after kidney transplantation is a rare complication that may threaten both
renal allograft function and lower-limb perfusion. However, complete occlusion of the external iliac
artery without limb ischemia or impairment of renal allograft function is an unusual clinical scenario,
raising the dilemma of whether to pursue revascularization or adopt conservative management with
anticoagulation. We report the case of a 45-year-old man who underwent kidney transplantation 7
years previously, receiving a left renal allograft from a living donor with two renal arteries. Following
transplantation, the patient remained clinically stable with good renal allograft function. On
postoperative day 3, Doppler ultrasonography and CT angiography revealed complete occlusion of the
externaliliac artery on the graft side. Despite the arterial occlusion, the patient had no clinical signs of
limb ischemia; the limb remained warm, peripheral pulses were detectable due to collateral
circulation, and the ankle-brachial index (ABI) showed no significant reduction. Renal allograft function
remained stable, with a gradual decline in serum creatinine levels. Conservative management with
anticoagulation and close monitoring was therefore chosen, without immediate revascularization.
During treatment, anticoagulation-related bleeding occurred, requiring dose adjustment and bleeding
control. Anticoagulation was subsequently resumed at a lower target intensity. Serial imaging
demonstrated no progression of the thrombus, while limb perfusion and renal allograft function were
preserved. This case highlights the importance of early detection, appropriate selection of conservative
management, and careful balancing of bleeding risk in the management of arterial occlusion following
kidney transplantation. Keywords: kidney transplantation; external iliac artery occlusion;
endarterectomy; anticoagulation.
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. BAO CAO TRU'ONG HO'P: CAU NOI MACH MAU PIEU TRI
TAC NGHEN KHUC NOI BE THAN - NIEU QUAN TREN THAN GHEP
DO PONG MACH THAN PHU CHEN EP

TUE MINH VO', HUNG NGOC PHAM?, HUU THIEN TO, NGOC ANH NGUYEN, DUNG DUC NGUYEN"
DON VI CONG TAC

1 Khoa Ngoai Long nguc — Tim mach, Bénh vién Trung uong Hué, Hué, Viét Nam
2 Khoa Ngoai Tiét niéu, Bénh vién Trung wvong Hué, Hué, Viét Nam
*T4c gia lién hé: Nguyén Duc Diing, ducdungsoi@gmail.com

TOM TAT
Pat van dé: Chén ép tir bén ngoai do mot déng mach than phu bat chéo la nguyén nhan hiém gap gay
tac nghén khuc néi b8 than — niéu quan trén than ghép. Viéc chuyén huéng dudng di ciia mach mau cé

thé la mot lua chon thay thé cho tao hinh niéu quan khi tinh trang chén ép con c6 kha néng hoi phuc.

M6 ta trwong hop: Mot phu nit 24 tudi xuat hién than & nudc tai dién sau ghép than ti ngudi hién séng
véi than ghép cé hai dong mach. Sau lan rat théng niéu quan dau tién, bénh nhan dau vung trén xuong
mu bén trai va creatinin huyét thanh tang tir 80 1&n 231 pmol/L. C4c lan dat thong niéu quan tiép theo
giup cai thién dan luu, nhung than & nudc nang lén sau khi rat théng, du creatinin tuong ddi 6n dinh
trong khoang thdi gian khéng dat théng cubi cung. Chup cat ldp vitinh cé tiém thudc can quang cho thay
than & nudc doé 11l va mot ddong mach phu cuc dudi bat chéo qua khic ndi bé than —niéu quan. M8 lai xac
nhan cé chén ép, va viéc cat rdi ddng mach da lap tic phuc hoi dan luu nudc tiu. Tinh trang dinh nhiéu
khién khong thé di chuyén miéng néi déng mach ban dau. Tai lap tudi mau dugc thuc hién bang cau ndi
tinh mach hién l&n tu than dao chiéu, di tir ddng mach chau ngoai dén déng mach than phu, véi dudng
di tranh xa niéu quan. Khéng can tao hinh niéu quan hay dat thong niéu quan. Creatinin huyét thanh dat

tri s6 thap nhat sau mé & 90,4 umol/L. Sau chin thang, than & nuéc da hét va cau néi van théng t6t.
K&t luan: O mdt s6 bénh nhan ghép than dugc lwa chon, viéc digu chinh twong quan mach mau gay tic
nghén c6 thé phuc hoi dan luu, dong thdi bao ton tuwéi mau cuc dudi va su lién tuc clia niéu quan. Can

theo d6i lau hon dé khang dinh tinh bén vitng ctia két qua.

Tir khéa: ghép than; tdc nghén khuc néi bé than — niéu quan; déng mach than phu; cau néi tinh mach

hién; bdo céo trudng hgp

59



CASE REPORT: VASCULAR BYPASS FOR TRANSPLANT
URETEROPELVIC JUNCTION OBSTRUCTION CAUSED BY
AN ACCESSORY RENAL ARTERY

TUE MINH VO', HUNG NGOC PHAM?, HUU THIEN TO, NGOC ANH NGUYEN, DUNG DUC NGUYEN"
DON VI CONG TAC

1 Department of Thoracic and Cardiovascular Surgery, Hue Central Hospital, Hue, Vietnam
2 Department of Urology, Hue Central Hospital, Hue, Vietnam
*Correspondence: Dung Duc Nguyen, ducdungsoi@gmail.com

ABSTRACT
Background: External compression by a crossing accessory renal artery is an uncommon cause of
transplant ureteropelvic junction obstruction. Vascular rerouting may offer an alternative to ureteral

reconstruction when compression is reversible.

Case presentation: A 24-year-old woman developed recurrent hydronephrosis after living-donor
kidney transplantation involving two renal arteries. The first ureteral stent removal was followed by left
suprapubic pain and an increase in serum creatinine from 80 to 231 ymol/L. Subsequent stenting
improved drainage, but hydronephrosis worsened after removal despite relatively stable creatinine
during the final unstented interval. Contrast-enhanced computed tomography demonstrated grade Il
hydronephrosis and a lower-pole accessory artery crossing the ureteropelvic junction. Reoperation
confirmed compression, and arterial division immediately restored urinary drainage. Dense adhesions
prevented relocation of the original arterial anastomosis. Revascularization was achieved using a
reversed autologous great saphenous vein bypass from the external iliac artery to the accessory renal
artery, routed away from the ureter. No ureteral reconstruction or stenting was required. Serum
creatinine reached a postoperative nadir of 90.4 pmol/L. At nine months, hydronephrosis had resolved

and the bypass remained patent.
Conclusion: In selected transplant recipients, correction of an obstructing vascular relationship may
restore drainage while preserving lower-pole perfusion and ureteral continuity. Longer follow-up is

required to establish durability.

Keywords: kidney transplantation; ureteropelvic junction obstruction; accessory renal artery;

saphenous vein bypass; case report
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KINH NGHIEM BU'G'C PAU TRONG XU’ TRi
MACH MAU & BENH NHAN GHEP THAN TAI BENH VIEN THONG NHAT

] DO KIM QUE, LY VAN QUANG, HA KY,VAN ]
KHOA NGOAI TIET NIEU - NAM HOC, BENH VIEN THONG NHAT, THANH PHO HO CHI MINH

TOM TAT
Muc tiéu: M6 ta dic diém ngudi nhan, giadi phau mach mau va céc ky thuat xir tri tir 4y than, chuén bij
cudng mach trén ban rira dén ghép; dong thoi danh gia két qua sém va bién ching clia 32 trudng hgp
ghép than dau tién tai Bénh vién Théng Nhat.

Dai twong va phuong phap: Nghién ciru hoi ciru mo ta trén 32 ngudi nhan théan tir thang 5/2022 dén
thang 9/2026. Cac bién s gdm tudi, gidi, nguyén nhan suy than, ngudn va bén than lay, gidi phau cuéng
mach, ky thuat xr tri trén ban rlra va & ngudi nhan, thdi gian thi€u mau - khau ndi, creatinin ngay thr 5,
Doppler ngay thir nhat sau ghép néu c6 va cac bién chirng sém. S8 liéu dugc trinh bay bang théng ké mé
ta theo s6 trudng hgp c6 dir liéu; dit liéu thi€u khong dugc thay thé.

Két qua: Tudi trung binh ngudi nhan 1a 36,7 = 10,5 tudi; ty l& nam/nir 1& 17:15. MAu nghién cttu gom 28
than trai (87,5%) va 4 than phai (12,5%); 30 than cé 1 dong mach (93,8%) va 2 than c6 2 dong mach
(6,3%). Tat ca miéng néi déu dugc thuc hién tan-bén véi mach chéu ngoai. Ky thuat néng hda tinh mach
chau ngoai dugc ap dung & 27/32 truong hop (84,4%). Thai gian khau dong mach va tinh mach trung
binh l&n luot la 15,2 £ 5,9 va 15,5 £ 6,0 phut; thoi gian thi€éu mau am khi ghép 1a 40,2 = 10,7 phut. Tat ca
than ghép tudi mau t8t va c6 nudc tiéu ngay sau ma kep. Creatinin ngay th( 5 trung binh 97,0 = 25,9
pmol/L. Siéu &m Doppler ngay 1 ghi nhan dong mau théng subt, chi sé strc can (RI) gian thuy chd yéu tir
0,65-0,70. Khdng co trudng hap nao gap bién ching huyét khéi, hep mach hay chdy mau miéng néi phai
mo lai. C6 3 ca (9,4%) mé lai do nguyén nhan ngoai mach mau (2 ca ldy mau cuc sau 2 tuan, 1 ca hep

niéu quan).
K&t ludn: Quy trinh x{ tri mach mau theo tirng giai doan mang lai két qua ky thuat sém thuan lgi va an
toan. Tuy nhién, can chuén hdava theo déi ti€n ctu dai han dé danh gia day dd nguy co hep mach khéng

triéu chirng va céc bién chirng mudn.

T khéa: ghép than; 1y than phai; nhiéu dong mach than; néng hda tinh mach chau ngoai; bién chirng

mach mau.
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INITIAL EXPERIENCE IN VASCULAR MANAGEMENT OF KIDNEY
TRANSPLANT RECIPIENTS AT THONG NHAT HOSPITAL

] DO KIM QUE, LY VAN QUANG, HA KY VAN ]
KHOA NGOAI TIET NIEU - NAM HOC, BENH VIEN THONG NHAT, THANH PHO HO CHI MINH

ABSTRACT
Objective: To describe recipient characteristics, graft vascular anatomy, and vascular management
from procurement and back-table preparation to implantation, and to evaluate early outcomes and

complications in the first 32 kidney transplants performed at Thong Nhat Hospital.

Methods: A retrospective descriptive study was conducted on 32 kidney transplant recipients from
May 2022 to September 2026. Variables included age, sex, cause of renal failure, donor source and side
of the harvested kidney, vascular pedicle anatomy, vascular management techniques on the back table
and in the recipient, ischemia and anastomosis times, creatinine on day 5, Doppler ultrasonography on
the first day after transplantation when available, and early complications. Data were presented using
descriptive statistics according to the number of cases with available data; missing data were not

imputed.

Results: The mean age of the recipients was 36.7 = 10.5 years; the male/female ratio was 17:15. The
study sample included 28 left kidneys (87.5%) and 4 right kidneys (12.5%); 30 kidneys had 1 artery
(93.8%) and 2 kidneys had 2 arteries (6.3%). All anastomoses were performed end-to-side with the
externaliliac vessels. The technique of superficialization of the external iliac vein was applied in 27/32
cases (84.4%). The mean arterial and venous suturing times were 15.2 £ 5.9 and 15.5 + 6.0 minutes,
respectively; the second warm ischemia time was 40.2 £ 10.7 minutes. All grafts were well perfused
and produced urine immediately after clamp release. The mean serum creatinine on day 5 was 97.0
25.9 umol/L. Doppler ultrasonography on day 1 showed patent blood flow, with the interlobar resistive
index (RI) mainly ranging from 0.65-0.70. There were no cases of graft vessel thrombosis, clinically
significant stenosis, or anastomotic bleeding requiring reoperation. Three reoperations (9.4%) were due

to non-vascular causes (2 hematoma evacuations at 2 weeks, 1 case of ureteral stricture).
Conclusion: The vascular management process at each stage resulted in favorable and safe early
technical outcomes. However, standardization and long-term prospective follow-up are needed to fully

assess the risk of asymptomatic vascular stenosis and late complications.

Keywords: kidney transplantation; right kidney procurement; multiple renal arteries; external iliac vein

superficialization; vascular complications.
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CA THE HOA PIEU TRI DAN NHAP
VA DUY TRI TRONG GHEP THAN

TS. Nguyén Thé Cudng
BV HN Viét buc

TOM TAT
Ghép than la phuong phap diéu tri toi vu cho bénh than giai doan cudi, tuy nhién két qua lau dai cua
manh ghép van bi &nh hudng bdi nguy cd thai ghép, nhiém trung, ung thu va déc tinh cta thudc c ché
mién dich. Xu huéng hién nay la ca thé hda diéu tri dAn nhap va duy tri nhdm dat dugc su’ can bang gilta
hiéu qua chéng thai ghép va tinh an toan. Lwa chon diéu tri dAn nhap can dya trén nguy co mién dich
clia ngudi nhan, dac diém ngudi hién va cac bénh ddng mac. Globulin khang thymocyte tho (rATG) dugc
uu tién & bénh nhan nguy co mién dich cao, ghép lai hoac ghép khdng tuong hgp HLA/ABO, trong khi
thudc ddi khang thu thé interleukin-2 phi hgp véi nhém nguy co thap. Diéu tri duy tri van dua trén thudc
Uc ché calcineurin, mycophenolate va corticosteroid, nhung ngay cang dugc diéu chinh theo nguy ca
mién dich, tién s nhiém trung, chic ndng than, bénh ly tim mach — chuyén héa va déc tinh ctia thudc.

Nhirng ti€n bd gan day trong theo déi ndng do thudc diéu tri (TDM), giam sat khang thé dac hiéu ngudi
hi€n (DSA), DNA tu do c6 ngudn géc tir ngudi hién (dd-cfDNA), sinh thiét theo chuong trinh va chan
doén phéan tr gitp phat hién sdm tén thuong manh ghép va t6i wu héa diéu tri. Déng thoi, cac cong cu
m&i nhu phan tich HLA eplet mismatch, duoc ly di truyén va cac dau an sinh hoc mién dich dang nang
cao kha ndng phan tang nguy cd va hd trg xay dung phac dd cé thé héa. Cac bang ching hién nay cho
thay chién luge diéu tri dong, diéu chinh theo su thay d6i ciia nguy co mién dich trong sudt qué trinh
theo déi, co tiem nang cai thién thoi gian s8ng clia manh ghép, giam bién chirng nhiém trung va nang
cao két qua ghép than lau dai.

Tur khéa: ghép than; diéu tri dAn nhap; diéu tri duy tri; ca thé hda; t'c ché mién dich; DSA; dd-cfDNA.
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CA THE HOA PIEU TRI DAN NHAP
VA DUY TRI TRONG GHEP THAN

TS. Nguyén Thé Cudng
BV HN Viét buc

ABSTRACT

Kidney transplantation remains the optimal treatment for end-stage kidney disease; however,
long-term graft survival continues to be limited by the competing risks of rejection, infection,
malignancy, and drug-related toxicity. Personalized immunosuppressive therapy has emerged as a
cornerstone of modern kidney transplantation, aiming to balance immunological protection with
minimization of treatment-related complications. Induction therapy should be tailored according to the
recipient's immunological risk, donor characteristics, and comorbidities. Lymphocyte-depleting
agents, particularly rabbit antithymocyte globulin (rATG), are preferred for highly sensitized recipients,
retransplantation, ABO- or HLA-incompatible transplantation, and delayed graft function, whereas
interleukin-2 receptor antagonists remain appropriate for low-risk recipients.

Maintenance immunosuppression continues to rely on calcineurin inhibitors, mycophenolate, and
corticosteroids; however, individualized adjustment based on immunological risk, infection history,
cardiovascular and metabolic profiles, and drug toxicity has become increasingly important. Recent
advances in therapeutic drug monitoring, donor-specific antibody (DSA) surveillance, donor-derived
cell-free DNA (dd-cfDNA), protocol biopsy, and molecular diagnostics enable earlier detection of
allograft injury and facilitate precision-guided immunosuppression. Novel approaches, including HLA
eplet mismatch analysis, pharmacogenomics, immune phenotyping, and biomarkers of immune
activation, are improving risk stratification before and after transplantation. Furthermore, emerging
immunosuppressive agents, including costimulation blockade and therapies targeting B cells and
plasma cells, provide additional options for selected high-risk recipients. Current evidence supports a
dynamic, patient-centered strategy in which induction and maintenance immunosuppression are
continuously adjusted according to changing immunological risk rather than following a uniform
protocol. Integrating clinical characteristics with immunological, molecular, and pharmacological
biomarkers is expected to optimize graft survival while reducing infectious complications, malignancy,
and drug-related adverse events, representing the future direction of precision medicine in kidney
transplantation.

Keywords: kidney transplantation; personalized immunosuppression; induction therapy; maintenance

immunosuppression; therapeutic drug monitoring; donor-specific antibody; donor- derived cell-free
DNA.
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THAI KY
VA GHEP TANG PAC - CAP NHAT

Prof. Vincent Lee
Westmead Hospital

TOM TAT
Ghép tang la phuaong phéap diéu tri thiét yéu cho bénh nhan suy tang. Nh& nhirng cai thién dang ké vé két
gua ghép tang dac, ngudi nhan ghép hién nay cé thé mang thai va sinh con khdée manh, phat trién binh
thudng. DE t6i wu hda cac két qua nay, viéc tu van tién san toan dién la diéu can thiét. Viéc tu van nay
can dé cap dén cac nguy co cu thé ddi véi me va thai nhi, thoi diém ly tudng dé thu thai, quan ly thai ky,
cac quy trinh theo ddi va cham séc hau san.

An toan thuéc ciing [a yéu t6 then chét. Cac thudc (e ché mién dich st dung trong thai ky phai hoan
toan an toan cho ca me va con, do do viéc lén ké hoach trudc va ngirng cac thudc gay quai thai - nhu
mycophenolate - trudc khi thu thai mot thoi gian du dai la rat quan trong. Hon nira, vi thai ky c6 thé anh
hudng dén chirc ndng manh ghép, va mot manh ghép hoat déng kém ciling c6 thé anh hudng xau dén két
qua thai ky, nén viéc quan ly can cé sy theo doi y té€ chat ché, lay nguyén vong cham séc sic khde cua
bénh nhan lam trung tam.

PREGNANCY AND SOLID ORGAN
TRANSPLANTATION - AN UPDATE

ABSTRACT
Organ transplantation is a vital treatment for patients with organ failure. Due to significant
improvements in solid organ transplant outcomes, recipients can now successfully conceive and
deliver healthy, normally developed babies. To optimize these outcomes, comprehensive
preconception counseling is essential. This counseling should address specific maternal and fetal
risks, ideal timing for conception, pregnancy management, monitoring protocols, and postpartum

care.

Medication safety is also paramount. Immunosuppressants used during pregnancy must be entirely
safe for both mother and child, making it critical to plan ahead and discontinue teratogenic
medications—such as mycophenolate—well before conception. Furthermore, because pregnancy can
impact transplant function, and a poorly functioning allograft can adversely affect pregnancy
outcomes, management must involve close medical oversight centered around the healthcare
preferences of the patient.

66



NGAY 17/10/2026
PHIEN

NOI KHOA GHEP THAN 2:
THAO LUAN CA LAM SANG
(THAI GHEP VA NHIEM TRUNG
SAU GHEP)




NHIEM BK VIRUS VA HEP NIEU QUAN
GAY THAN U’ NU'G’C SAU GHEP THAN THANG THU’ 3:
BAO CAO CALAM SANG

NGUYEN BACH, VU BU'C NAM, PHAM TH| LAN HUONG, HOANG DUY THAI, THAI MINH SAM

Mé& dau:

Nhiém BK virus (BKV) va hep niéu quan gay & nudc than ghép la nguyén nhan gay suy gidm chirc ndng
than ghép, dac biét trong giai doan sdm sau ghép. Chan doan dugc céc bi€n chirng nay gitip x& tri phu
hop dé bao ton chirc nang than ghép. Chung tdi bao cdo ca lam sang bénh nhan nir dugc ghép than don
dau tir ngudi hién séng la me rudt, HLA mismatch 2/6. Ph3u thuat dién ra thuan lgi, sonde JJ dugc rut
sau han 1 thang. Chirc nang than ghép ban dau 6n dinh vdi creatinine huyét thanh nén khoang 90
pmol/L v&i thudc trc ché mién dich Tacrolymus - Mycophenolate Mofetyl. Vao thang thi 3, creatinine
tang dan, dat dinh 236 pmol/, siéu am dinh ky ghi nhan & nudc than ghép. Dong thai tai lwong BKV mau
tangtuw 7 x 10%1én 8,8 x 10° copies/mL. Sinh thiét than ghép xac dinh bénh than ghép do BK. Bénh nhan
da dugc xUr tri dat lai sonde JJ thanh céng va déi phac do tc ché mién dich Tacrolymus - Sirolimus. Két
qua chirc nang than ghép cai thién va tai lugng BKV gidm dan vao thang thr 5 sau ghép.

Két luan:
Bién ching ngoai khoa va néi khoa c6 thé xay ra cling lic gay suy giam chirc nang than ghép sdm. Chén

doan chinh xac 2 nguyén nhan nay co thé gitip x( tri pht hgp dé phuc hoi chirc nang than ghép.

Tir khéa: Nhiém BK, hep niéu quan than ghép
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BKVIRUS INFECTION AND URETERAL STENOSIS
CAUSING HYDRONEPHROSIS IN THE THIRD
MONTH POST-KIDNEY TRANSPLANTATION: A CASE REPORT

NGUYEN BACH, VU DUC NAM, PHAM THI LAN HUONG, HOANG DUY THAI, THAI MINH SAM

Background:

BK virus (BKV) infection and ureteral stenosis-induced allograft hydronephrosis are significant causes
of kidney allograft dysfunction, particularly in the early post-transplant period. Prompt diagnosis of
these complications facilitates appropriate management to preserve allograft function. Case
Presentation: We report the case of a female patient who underwent a preemptive living-donor kidney
transplantation from her biological mother, with a human leukocyte antigen (HLA) mismatch of 2/6. The
surgical procedure was uneventful, and the double-J (JJ) stent was removed after more than one month.
Initial allograft function was stable, with a baseline serum creatinine of approximately 90 pymol/L under
a maintenance immunosuppressive regimen of Tacrolimus and Mycophenolate Mofetil. In the third
month post-transplantation, her serum creatinine progressively increased, peaking at 236 umol/L.
Routine ultrasonography revealed allograft hydronephrosis. Concurrently, the plasma BKV viral load
escalated from 7 x 10° to 8.8 x 10° copies/mL. An allograft biopsy confirmed BK virus nephropathy
(BKVN). The patient was successfully managed with the reinsertion of a JJ stent, and her
immunosuppressive regimen was switched to Tacrolimus and Sirolimus. By the fifth month
post-transplantation, allograft function had improved, and the BKV viral load had progressively
declined.

Conclusion:
Surgical and medical complications can occur simultaneously, leading to early kidney allograft
dysfunction. Accurate diagnosis of both etiologies enables appropriate interventions to restore and

preserve allograft function.

Keywords: BK polyomavirus; ureteral stenosis
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KET QUA GHEP THAN DON PAU
TAI BENH VIEN CHQ RAY

LE HO'U THUAN , THAI MINH SAM, HOANG KHAC CHUAN, THAI KINH LUAN, TRUONG HO TRONG TAN
PHAM BINH THY PHONG, BUI DU'C CAM HONG, MAI TH] DU'C HANH, NGUYEN THI o QUYEN

TOM TAT
Dat van dé: Ghép than don dau (Pre-emptive kidney transplantation - PKT), la ky thuat ghép than dugc
thuc hién trudc khi bénh nhan bat dau loc mau , da dugc ching minh mang lai két qua ldam sang vugt
troi. Nghién clru nay nham muc tiéu danh gia toan dién hiéu qua va tinh an toan cuaviéc ap dung PKT tai
Bénh vién Cho Ray.

Muc tiéu: Muc tiéu tdng quat ciia nghién clru la danh gia toan dién hiéu qua va tinh an toan cuia ky thuat
ghép than dén dau (PKT) tai Bénh vién Cho Réy.

Pai twong va phuong phap nghién ciru: Ching téi ti€n hanh mét nghién clu mo ta cat ngang, hdi ctru
trén 76 bénh nhan dugc ghép than dén dau tr ngudi hién séng trong giai doan tlr thang 3/2016 dén
thang 5/2022. Tiéu chuén chon mau chinh la bénh nhan c6 GFR< 15 mL/phut/1 ,73m2 va chua loc mau.
Phac d6 trc ché mién dich chudn bao gobm dan nhap Basiliximab va duy tri bang Tacrolimus, MMF,
Prednisone

K&t qua: K&t qua sau 12 thang theo déi ghi nhan: Ty 1& s6ng con clia bénh nhan va manh ghép dat 100%.
Khoéng cé truong hgp nao bi chdm chirc nang than ghép (DGF) hoac thai ghép cdp. Chic nang than ghép
én dinh, véi eGFR trung binh tai méc 12 thang la 63,5 = 10,2 mL/phL’lt/1,73m2. Ty l& bién ching ngoai
khoa thap (2.6%). Tang huyét ap (64%) va nhiém trung (24% s6 lugt) la cac bién chirng ndi khoa chinh,
dugc kiém soat tot. Dac biét, 100% bénh nhan tai hda nhap xa hoi (quay lai lam viéc hoac hoc téap) trong
vong 3 thang sau ghép.

K&t luan: Ghép than dén dau la mot phuong phap diéu tri an toan va co hiéu qua rat cao tai Bénh vién
Chd Réy. Ky thuat nay khéng chi mang lai k&t qua séng con vuot troi, khéng cé DGF va chirc nang than
6n dinh, ma con gitp bénh nhéan tai hdoa nhap xa hdi nhanh chong, khéng dinh lgi ich to l&n clia viéc ap
dung PKT.

Tir khéa: Ghép than don dau, khang thé chdng HLA, Donor-Specific Antibodies, thai ghép cép, thai
ghép man, thoi gian séng clia than ghép.
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TAN HUYET VI MACH HUYET KHOI VA HOI CHU'NG
TAN HUYET TANG URE HUYET KHONG DPIEN HINH
(AHUS) SAU GHEP THAN: CAP NHAT CHAN POAN VA BIEU TRI

THROMBOTIC MICROANGIOPATHY AND ATYPICAL HEMOLYTIC UREMIC SYNDROME AFTER KIDNEY
TRANSPLANTATION: AN UPDATED REVIEW

Nguyén Thi Huong
Trung tdm Than - Tiét niéu va Loc mau, Bénh vién Bach Mai Ha Noi, 2026

TOM TAT

Tan huyét vi mach huyét khoi (thrombotic microangiopathy - TMA) sau ghép than la mét bién ching
nang, co thé biéu hién dudi hai thé: tai phat cha hdi chirng tan huyét tdng ure huyét khéng dién hinh
(atypical hemolytic uremic syndrome - aHUS) da c6 tir trude ghép, hodc mdi phat (de novo) trén nén cac
yé&u t8 khdi phat mac phai sau ghép. Co ché bénh sinh c8t 16i 4 tinh trang hoat hda qua mirc con dudng
bé thé thay thé, do dot bién di truyén (gain-of-function & C3, CFB; loss-of-function & CFH, CFI, MCP), do
tu khang thé khang y&u t6 H (anti-CFH), ho&c do ca hai k&t hgp véi mot yéu t8 khdi phat (nhiém trung,
thuéc (c ch& mién dich, thiéu mau-tai tudi mau).

aHUS van 14 chén doén loai trir: can loai trir hdi chirng tan mau tang ure huyét do Shiga-toxin
(STEC-HUS), ban xuat huyét giam tiéu cau huyét khéi (TTP), thai ghép trung gian khang thé (AMR) va ngd
doc thubce Ure ché calcineurin ... trude khi két luan. Nguy ca tai phat sau ghép phu thudc chi yéu vao loai
dot bién bd thé, vdi cac dot bién protein huyét twong (CFH, CFI, CFB, C3) mang nguy co tai phat va mat
manh ghép cao han nhiéu so véi dot bién protein mang (MCP, THBD). Liéu phéap trao ddi huyét tuong co
vai trd han ché trong kiém soat ldu dai, trong khi thudc rc ché bé thé tan cung (eculizumab,
ravulizumab), dac biét khi dung du phong quanh thoi diém ghép & nhém nguy co trung binh-cao, da cai
thién roé rét ty L& séng con manh ghép. Bai téng quan nay cap nhéat co ché bénh sinh, ti€p can chan doéan
phan biét, chién luge tam soat ngudi nhan va ngudi hién, cung cac khuyén céo diéu tri-du phong hién
hanh theo KDIGO d6i véi TMA/aHUS lién quan ghép thén.
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NONG DO CORTISOL HUYET THANH VA HIEU BIET VE “QUY TAC NGAY
OM”» & BENH NHAN SAU GHEP THAN TAI BENH VIEN DA NANG

BS. Pham Ngoc Son
BV Bba Nang

Patvan deé: Suy vo thugng than do sir dung glucocorticoid kéo dai la mot van dé dang luu y & bénh nhan
ghép than. Viéc phat hién suy vo thugng than co thé gap kho khan do triéu ching khéng dac hiéu, trong
khi tinh trang thiéu cortisol c6 thé dan dén nguy cd suy thugng than cap khi b&nh nhan gap stress hoac
ngung glucocorticoid dot ngdt. Nong do cortisol huyét thanh budi sang c6 thé dugc sir dung dé sang loc
suy vo thugng than. BDong thai, hiéu biét clia bénh nhan vé “quy tac ngay 6m” cé vai trd quan trong trong
du phong cac bién c6 lién quan dén thiéu glucocorticoid.

Muc tiéu: Xac dinh nong do cortisol huyét thanh bubi sang va mot s6 yéu t6 lién quan & bénh nhan sau
ghép than; danh gia hiéu biét cia bénh nhan vé “quy tdc ngay 6m”.

Pai twgng va phuong phap: Nghién ciru mé ta cat ngang dugc thuc hién trén 45 bénh nhan =18 tudi,
ghép than it nhat 6 thang, c6 chic nang than ghép 6n dinh va dang duy tri prednisolone 5 mg/ngay hoéac
tuong duong, dugc tai kham tai Phong kham Ghép tang, Bénh vién Ba Néng. Cortisol huyét thanh dugc
dinh lugng lac 8 gig sang. Bénh nhan dugc phan nhém theo néng do cortisol: &lt;130 nmol/L, 130-288
nmol/L va &gt;288 nmol/L. Hiéu biét vé “quy tdc ngay 8m” dugc danh gid bang bo 8 cau hoi.

K&t qua: Tubi trung vi clia bénh nhén la 39 tudi; 64,4% la nam. Thoi gian sau ghép trung binh 1a 68,73 =
28,63 thang va 95,6% bénh nhan s dung phac do &rc ch& mién dich gdm thudc Uc ché calcineurin,
mycophenolate mofetil va prednisolone. Nong do cortisol huyét thanh trung binh 1a 230,53 nmol/L, dao
dong tir 16,16 dén 482,40 nmol/L. Cé 11,2% bénh nhan cé cortisol &It;130 nmol/L, 64,4% c6 cortisol
130-288 nmol/L va 24,4% cé cortisol &gt;288 nmol/L. Khdng ghi nhan méi tuong quan gilra ndng do
cortisol vdi thdi gian sau ghép, liéu prednisolone tich Ly hodc mic loc cau than udc tinh. Diém “quy tac
ngay 6m” co trung vi 2 di€m (0-7); khong bénh nhan nao tra Loi dung cé 8 cadu hoi. C6 42,22% bénh nhan
khéng tra &i dung céu nao va 31,11% tra Loi dung 2 cau. Khong ghi nhdn mai lién quan gitra diém “quy
tdc ngay 6m” vdi tudi, gidi, trinh dd hoc van hoac thoi gian sau ghép.

Két ludn: Mot ty & dang ké bénh nhan sau ghép than c6 ndng do cortisol huyét thanh bubi sang & muc
gadi y nguy co suy vo thugng than, trong dé 11,2% thudc nhom co nguy co cao. Hiéu biét clia bénh nhan
vé “quy tdc ngay 6m” con han ché. Can quan tdm dén viéc sang loc chitc nang vo thugng than va gido
duc thudng quy vé “quy tdc ngdy 8m” & bénh nhan ghép than st dung glucocorticoid kéo dai.
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KET QUA GHEP TIM TAI BENH VIEN BPAI HOC Y DUO’C TP.HCM
VA KINH NGHIEM QUA CAC TRU'O'NG HO'P LAM SANG

NGUYEN HOANG DINH VA CONG SU'— BENH VIEN BAI HOC Y DUQC TP. HO CHI MINH (UMC)

Pat van dé: Suy tim giai doan cudi (giai doan D) cé tién lugng rat nang, vdi ty 1& song sau 1 ndm chi
khoang 25% néu diéu tri néi khoa don thuéan. Ghép tim hién la giai phap “tiéu chuén vang” duy nhat giup
thay d6i tién lugng sdng. UMC la mot trong cac trung tdm ghép tim clia ca nudc, trién khai chuong trinh
ghép tim tu thang 8/2024.

Muc tiéu: Bao céo két qua chuong trinh ghép tim va rut ra kinh nghiém chuyén mén qua cac truong hgp
ldm sang dac biét.

Péi twong va phuong phap: Hoi ciru toan bd céac truong hgp ghép tim Llién ti€p thuc hién tai UMC tir
thang 8/2024 dén thang 7/2026 (n = 14), gom 9 ca ghép tim tré em va 5 ca ngudi l&n. Danh gia ty & thanh
cbng, hoi phuc chlrc nang tdm thu (EF), thoi gian thiéu mau tang, két cuc hoi sic va bién ching thai
ghép.

Két qua: Ty & phau thuat thanh céng dat 100% véi két qua rat t6t & tat ca bénh nhan. Chi dinh chd yéu
la bénh co tim gian. Phan suét tdng mau hoi phuc ngoan muc tr mic tén thuong nang trudc mo (trung
binh ~15%) vé bién d6 sinh ly binh thuong (54-67,5%) & giai doan 6n dinh. B&nh nhi chiém ty L& cao
(9/14), dat ra thach thirc vé bat tuong xing kich thudc tang hi€n-tang nhan, can nang thap va hoi strc
phirc tap. Van chuyén tang xuyén Viét lam tang thdi gian thi€u mau cuc bo khoang 2,3 lan so vdi nguodn
tai chd (2308 so vdi 131 phut), song két cuc hdi strc van tuong duong nhd téi uwu hoa kj thuat bao quan
va phau thuat. M6t s6 ca lam sang minh hoa nang luc x& tri cac tinh hudng nguy kich: ghép tim xuyén
Viét trén bénh nhan s6c¢ tim INTERMACS 1 dang hé trg ECMO vdi thai gian thi€u mau 326 phut; ghép tim
trén bénh nhan suy kiét kém suy da tang; va ghép tim nhi trén nén bénh co tim han ché vdi bat tuong
xtrng kich thudc lén (nhan 33 kg / hi€n 60 kg). Sinh thiét co tim dinh ky gitp phat hién sdm thai ghép; cac
trudng hop thai ghép nhe—trung binh déu dép &ng tét sau khi diéu chinh phac dd &rc ch& mién dich.

Két luan: Ghép tim tai UMC kha thi va cho két qua xuéat sac, k& ca & nhirng trudng hop phirc tap nhat.
Thanh céng la két qua cua su hiép dong da chuyén khoa va toan hé théng, tao tién dé md rong chi dinh

va cling ¢4 vai tro hat nhan trong mang luGi hién-ghép mo tang quéc gia.

Tir khéa: ghép tim, suy tim giai doan cudi, ghép tim tré em, bat twong xirng kich thudc, thoi gian thi€u
mau tang, UMC.
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OUTCOMES OF HEART TRANSPLANTATION ATUMCHCMC
AND EXPERIENCES FROM SPECIFIC CASES

NGUYEN HOANG DINH ET AL. — UNIVERSITY MEDICAL CENTER HO CHI MINH CITY (UMC)

Background: End-stage (Stage D) heart failure carries a poor prognosis, with roughly 25% one-year
survival on medical therapy alone. Heart transplantation (HTx) remains the only “gold-standard”
therapy that fundamentally alters survival. UMC, one of Vietham’s HTx centers, launched its program in
August 2024.

Objective: To report the outcomes of the UMC heart transplant program and share technical lessons

drawn from specific clinical cases.

Methods: A retrospective review of all consecutive heart transplants performed at UMC from August
2024 to July 2026 (n = 14), comprising 9 pediatric and 5 adult recipients. Surgical success, recovery of
systolic function (EF), graft ischemic time, post-operative recovery, and rejection were assessed.

Results: The surgical success rate was 100%, with excellent outcomes in all patients. Dilated
cardiomyopathy was the predominant indication. EF recovered remarkably from severe pre-operative
impairment (mean ~15%) to the normal physiological range (54-67.5%) at the stable phase. Pediatric
recipients predominated (9/14), posing challenges of donor-recipient size mismatch, low body weight,
and complex critical care. Cross-country organ procurement increased ischemic time roughly 2.3-fold
versus local donors (=308 vs 131 minutes), yet recovery outcomes remained comparable owing to
optimized preservation and surgical technique. Illustrative cases demonstrated the team’s capacity in
critical scenarios: a cross-country transplant in an INTERMACS-1 cardiogenic-shock patient on ECMO
with a 326-minute ischemic time; transplantation in a cachectic patient with multi-organ failure; and a
pediatric transplant for restrictive cardiomyopathy with major size mismatch (33 kg recipient / 60 kg
donor). Protocol surveillance endomyocardial biopsy enabled early rejection detection;
mild-to-moderate rejection episodes all responded well to adjustment of immunosuppression.

Conclusions: Heart transplantation at UMC is feasible and yields excellent outcomes, even in the most
complex cases. This success reflects true multidisciplinary and whole-system synergy, providing a
foundation to broaden indications and reinforce UMC’s role as an active hub within Vietnam’s national
organ donation and transplantation network.

Keywords: heart transplantation, end-stage heart failure, pediatric heart transplant, size mismatch,
graftischemic time, UMC.
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ROI LOAN CHU'C NANG MANH GHEP SO'M NANG SAU GHEP TIM LIEN
QUAN TON THU’'O'NG THIEU MAU - TAI TU'G'l MAU: BAO CAO MOT
TRU'ONG HO'P GHEP TIM LAI

TS. Ngb Binh Trung
BV TWQD 108

Patvan dé

RGi loan chirc nang manh ghép nguyén phat (primary graft dysfunction — PGD) a bién ching sém
nghiém trong sau ghép tim, lién quan vdi t&r vong va mat manh ghép. Ton thuong thi€u mau —tai tudi mau
la cd ché bénh sinh quan trong. Ghép tim lai trong PGD nang khéng hoi phuc la chién luge ciru van hiém
gap.

Calam sang

Bé&nh nhan nam, 50 tudi, suy tim ti€n trién do bénh ca tim gian du da diéu tri ndi khoa t6i wu, dugc ghép
tim ngay 26/7/2026. Vai gio sau ghép, bénh nhan xuat hién suy tuan hoan khang tri; siéu am tim ghi nhan
gidm co bodp toan bg, cung luong tim rat thap. VA-ECMO dugc thiét lap cap clru, két hgp giam ap that
trai. Chup dong mach vanh khéng phat hién bat thuong; sinh thiét co tim chuwa ghi nhan thai ghép cap
ho&c t8i cap. Dién bién phu hgp véi PGD nang, nhiéu kha nang lién quan t8n thuong thi€u mau - tai tudi
mau. Mac du dugc hd trg tuan hoan ca hoc, chitc nang manh ghép khdng hdi phuc va xuat hién suy da
co quan. Khoang hai ngay sau, mot tim hién tiéu chuadn md& réng trd nén kha dung. Sau hoi chén da
chuyén khoa, bénh nhan dugc ghép tim lan th hai. Sau tai ghép, bénh nhéan tiép tuc dugc hé trg ECMO
va IABP. Chirc nang tim cai thién; cai ECMO ngay th( 8, rit ndi khi quan ngay thr 10 va ngirng IABP ngay
th& 11. Hién bénh nhan tinh tdo, huyét dong 6n dinh va dang phuc hoi chirc nang.

Két luan

PGD nang khéng hdi phuc cé tién lugng rat xau. Khi khdng cé bang chirng hdi phuc duédi hd trg tuan hoan
co hoc t6i wu va da loai trir cac nguyén nhan th& phat chinh, ghép tim lai s6m c6 thé la chién luge clru
van kha thi & bénh nhan dugc lua chon phu hop. Quyét dinh da chuyén khoa va hé trg tuan hoan co hoc
tich cuc c6 vai tro then chét.
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KET QUA BU'6’'C PAU GHEP KHi QUAN BANG DOAN KHi QUAN
DONG LOAI BAO QUAN LANH SAU TAI BENH
VIEN HO'U NGHI VIET PUC

PHAM HOU LU (*), DUONG PUC HUNG (*)

Pat van dé: Ton thuang khi quan dai do hep hodc u la moét thach thie Lén trong ngoai khoa long nguc vi
cac phuong phap cat ndi tan tan chi ap dung dugc khi chiéu dai t8n thuong han ché. Ghép khi quan
dong loai la mot hudng tiép can mdi nham phuc hoi gidi phau va chlc nang dudng thd & nhirng trudng
hop khong con kha nang tao hinh thong thudng. Chang t6i bdo céo ba trugng hgp dau tién dugc ghép
khi quan bang doan khi quan déng loai bao quan lanh s4u tai B&nh vién Hitu nghj Viét Dc.

Péi twogng va phuong phap: Ba bénh nhan dugc ghép doan khi quan dong loai bao quéan lanh sau tir
ngudi cho chét nao trong giai doan 2025-2026. Bao gom: (1) hep khi quan dai phoi hgp hep thuc quan
sau chan thuong; (2) u khi quan nguyén phat khdng con kha nang cat ndi tan tan; va (3) hep khi quan dai
sau chan thuong. Cac doan khi quan dugc bao quan lanh sau trudc ghép. Phau thuat dugc thuc hién véi
cat bd hoan toan tén thuong, ghép doan khi quan déng loai va tai lap luu thong dudng thd; trudng hop
c6 tén thuong thuc quan dugc tai tao dong thdi. Sau mé, bénh nhan dugc diéu tri ('c ché mién dich va
theo doi ndi soi khi quan, chup CT cung danh gia chirc nang hoé hap dinh ky.

K&t qua: Ca ba trudng hgp déu dugc ghép thanh cong, khéng ghi nhan t&r vong chu phau. Budng thd
dugc tai lap luu thdng t8t ngay sau phau thuat. Nbi soi va chup cat l&p cho thdy manh ghép séng, long
khi quan théng thoang va khéng cé bang chirng hoai ti hodc buc miéng néi trong giai doan theo déi ban
dau. Bénh nhan cai thién ro triéu ching khé thd, cai mé khi quan (néu cd) va trd lai sinh hoat binh thuong
theo tirng giai doan. Truong hgp ph6i hgp hep thuc quan phuc héi duge chic ndng nudt sau diéu tri.
Khéng ghi nhan thai ghép cdp hoac bién chirng nhiém trung nang lién quan dén manh ghép trong thoi
gian theo doi.

Két luan: Ghép khi quan bang doan khi quan ddng loai bdo quan lanh sau la phuong phép kha thi trong
diéu tri cac tdn thuong khi quan dai, phirc tap khdng thé diéu tri bang cac ky thuat tao hinh kinh dién. Ba
trudng hgp dau tién tai Bénh vién Hiru nghi Viét BDldc cho thay két qua sém kha quan, md ra trién vong

ng dung ky thuat ghép khi quén trong diéu tri cac bénh ly khi quan phirc tap tai Viét Nam.

T khéa: ghép khi quan, khi quan dong loai, bao quan lanh sau, hep khi quan, u khi quan, ghép tang.

80



INITIAL RESULT OF DEEP-CRYOPRESERVED
TRACHEAL ALLOGRAFT TRANSPLANTATION
AT VIET DUC UNIVERSITY HOSPITAL

PHAM HUU LU, DUONG DUC HUNG

Background: Long-segment tracheal defects caused by benign stenosis or malignant tumors remain
one of the greatest challenges in thoracic surgery because primary end-to-end reconstruction is often
impossible. Tracheal allotransplantation has emerged as a promising option for restoring airway
continuity in these complex situations. We report the first three cases of deep-cryopreserved tracheal
allograft transplantation performed at Viet Duc University Hospital.

Methods: Between 2025 and 2026, three patients underwent transplantation using deep-
cryopreserved tracheal allografts procured from brain-dead donors. The indications included: (1)
long-segment tracheal stenosis associated with esophageal stricture following post-traumatic; (2)
primary tracheal tumor unsuitable for conventional tracheal resection and primary anastomosis; and
(3) long-segment post-traumatic tracheal stenosis. Following complete resection of the diseased
airway, tracheal continuity was restored using the allograft, with simultaneous esophageal
reconstruction when required. Postoperative management included immunosuppressive therapy,

bronchoscopic surveillance, computed tomography, and serial functional assessments.

Results: All three transplantations were successfully completed without perioperative mortality.
Immediate airway patency was achieved in all patients. Bronchoscopic and radiological follow-up
demonstrated viable grafts with satisfactory airway healing and no evidence of graft necrosis or
anastomotic dehiscence during the early postoperative period. Respiratory symptoms markedly
improved, and patients progressively resumed normal daily activities. The patient with combined
tracheoesophageal injury regained satisfactory swallowing function following reconstruction. No
episodes of acute rejection or severe graft-related infectious complications were observed during
follow-up.

Conclusions: Deep-cryopreserved tracheal allograft transplantation appears to be a feasible and
promising treatment for complex long-segment tracheal defects that are unsuitable for conventional
reconstruction. Our initial experience demonstrates encouraging early outcomes and supports further
development of tracheal transplantation as a reconstructive option for complex airway diseases in
Vietnam.

Keywords: tracheal transplantation; tracheal allograft; cryopreservation; tracheal stenosis; tracheal
tumor; airway reconstruction.
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HEP MIENG NOI TINH MACH CHU DU’G’l SAU
GHEP TIM-BAO CAO CA LAM SANG

Tac gia: Binh Thi Trang
bonvi: Trung tdm Tim mach - Bénh vién Hru Nghi Viét Buc

Pat van dé:

Hep miéng néi tinh mach chu dudi (TMCD) la bi€n chirng hiém gap sau ghép tim, c6 thé gay can trd hoi
lwu tinh mach hé théng, tdng ap luc tinh mach trung tdm va biéu hién suy tim phai. Do ty & mac thép,
viéc chan doan va lua chon chién luge diéu tri t8i wu van con nhiéu thach thirc.

Déi twgng va phwong phap nghién ciru:

B4o cdo mot trudng hop bénh nhan nir 17 tudi, tién sir ghép tim 3 ndm do bénh tim bam sinh. Bénh nhéan
dugc danh gia bang lam sang, siéu &m tim va siéu &m Doppler nham khao sat chirc ndng tim ghép va
tinh trang miéng néi tinh mach chu.

Két qua:

Sau ghép tim, bénh nhan xuét hién phu ngoai vi kém tang ap luc tinh mach trung tam, cai thién vdi diéu
tri ndi khoa. Siéu &m tim theo ddi ghi nhan chirc nang that trai bao ton (EF 73%), ap luc déng mach phoi
binh thudng. Siéu am Doppler phat hién hep miéng néi TMCD véGi dudng kinh khoang 8 mm, chénh ap
toi da qua vi tri hep 17 mmHg, kém hep nhe miéng ndi tinh mach chu trén. Hién tai, bénh nhan khéng
con phu, khong kho thd, khdng cé dau hiéu suy tim phaiva chic nang tim ghép 6n dinh. Bénh nhan dugc
ti€p tuc diéu tri n6i khoa va theo doi dinh ky, chua chi dinh can thiép ndi mach.

Két luan:

Hep miéng ndi TMCD sau ghép tim a bién ching hiém géap can dugc luu y trong qua trinh theo doi sau
ghép. Quyét dinh can thiép can dugc ca thé hda dua trén triéu chirng lam sang, anh hudng huyét dong
va chirc nang tim ghép, thay vi chi dua trén mirc do hep trén hinh anh hoc.

T khoa:
Ghép tim; Hep miéng néi tinh mach chu dudi; Siéu Am tim; Bién chirng sau ghép tim.
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_ GIAPHINH DONG MACH CHU LEN TAI PHAT
DO NHIEM ASPERGILLUS SAU GHEP TIM - BAO CAO CA LAM SANG

ThS. Vi Xuan Hiép
BV HN Viét Buc

ABSTRACT
Mé& dau:
Gia phinh déng mach chu l&n do nhiém Aspergillus sau ghép tim la bién chitng rat hiEm nhung cé nguy
co tirvong cao.

Phuong phap:

Chung tdi trinh bay trudng hgp mot bénh nhan nam 35 tudi xuét hién gia phinh tai phat tai miéng néi
dong mach chdi lén vai thang sau ghép tim dong loai. Du da dugc thay doan dong mach chii lén lan dau,
tén thuong van tai phat trong b6i cdnh nhiém ndm xam lan lan réng va diéu tri i'c ch& mién dich kéo dai.
Bénh nhan dugc diéu tri phéi hgp khang ndm kéo dai, diéu chinh phac dd &rc ché mién dich va phau
thuat lai thay doan déng mach chu én dudi tuan hoan ngoai ca thé véi chién ludc cannulation ngoai vi.
K&t qua cdy bénh pham trong mé xac dinh nhiém Aspergillus.

Két qua:
Bé&nh nhan hoi phuc tot va chua ghi nhan tai phat trong thoi gian theo doi khi ti€p tuc diéu tri khang ndm
duy tri.

Két luan:
Trudng hop nay cho thdy tam quan trong clia chan doan sém, phau thuat tich cuc két hop vdi diéu tri
khéang ndm, cling nhu cé thé héa diéu tri i'c ché mién dich dé can bang gitta dy phong thai ghép va kiém

soat nhiém trung.
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U’'NG DUNG GHEP TE BAO GOC VUNG RiA
TRONG TAI TAO BE MAT GIAC MAC

BUI VAN LUU', NGUYEN THANH NHAN ', DUONG ANH QUAN ',
"BENH VIEN TRUNG UONG HUE

TOM TAT
Pat van deé: Thiéu hut t& bao gbc vung ria (LSCD) la mét tinh trang bénh ly nghiém trong dan dén mét 6n
dinh bé mat nhan cau, gay seo va tdn mach giac mac, anh hudng dén hon 6 triéu ngudi mu trén toan
cau. Viéc khodi phuc ngudn té bao géc la chia khoa dé tai tao bé mat nhan cau va phuc hoi thi luc.

Muc tiéu: Bao cdo va so sanh hai ky thuat tién tién sir dung lugng nho mé tu' than dé diéu tri LSCD: Ghép
té bao goc vung ria toan b6 (CLAU) va Ghép té bao gbéc vung ria don gian (SLET).

Phuong phap:

e CLAU:Té bao gbc vung ria dugc lay toan b tir ngudi hién, vanh ciing mac dugc lay toan bo tr manh
hién va ghép cho mat bénh nhan bi tén thuong

e SLET: M6t manh mé vung ria nhd (2-3mm) ti mat lanh dugc chia nhé thanh 10-12 manh con va
ghép truc tiép lén bé mat mang 6i cla mat bénh bang keo fibrin trong cuing mot thi phau thuat.

Két qua:

e Diém tuwong dong: C4 hai phuong phap déu thuc hién trong mét thi, khong yéu cau hé théng phong
thi nghiém nudi cdy phurc tap, gitp t6i wu hda thoi gian va nguodn luc. Ca hai déu dat muc tiéu taitao
biéu mbd gidc mac 6n dinh va tao nén tang cho cac phau thuat ghép gidc mac sau nay.

e Piém khéc biét: CLAU st dung nhiéu mé tir mat cho nén cé nguy co gay LSCD cho mét lanh cao
hon. Trong khi d6, SLET chi can lugng mé rat it, an toan hon cho mat lanh, cé chi phi thdp hon va
dat ty l& thanh cong khoang 80%. SLET dugc danh gia la ky thuat don gian va it xam lan hon.

Két luan: Viéc trién khai song song CLAU va SLET mang lai su linh hoat trong diéu tri LSCD m6t mat.
Trong khi CLAU |4 phuong phap hiéu qua da dugdc khang dinh, SLET néi bat nhu mét lua chon thay thé
an toan hon nhd kha nang tiét kiém mé ghép t8i da, gitp giam thiéu rdi ro cho mat d6i bén ma van dam
bao kha nang phuc hoi thi luc lau dai cho bénh nhan

T khéa: Ghép giac mac xuyén, Bénh ly gidac mac, Té bao géc vung ria
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APPLICATION OF LIMBAL STEM CELL TRANSPLANTATION
IN CORNEAL SURFACE RECONSTRUCTION

BUI VAN LUU ', NGUYEN THANH NHAN ', DUONG ANH QUAN 7,
"HUE CENTRAL HOSPITAL, VIETNAM

ABSTRACT
Background: Limbal Stem Cell Deficiency (LSCD) is a severe pathological condition that leads to
ocular surface instability, corneal scarring, and neovascularization, affecting more than 6 million blind
people worldwide. Restoring the stem cell source is the key to regenerating the ocular surface and
recovering vision.
Objective: To report and compare two advanced techniques utilizing autologous tissue to treat LSCD:
Conjunctival Limbal Autograft (CLAU) and Simple Limbal Epithelial Transplantation (SLET).

Methods:

e CLAU: Limbal stem cells are harvested from the healthy eye (donor eye) and grafted onto the
patient&#39;s damaged eye. This technique involves transplanting larger conjunctival-limbal
fragments.

® SLET: A small piece of limbal tissue (2-3 mm) from the healthy eye is divided into 10-12 small
fragments and transplanted directly onto the amniotic membrane of the diseased eye using fibrin
glue in a single surgical stage.

Results:

e Similarities: Both methods are performed in a single stage and do not require complex laboratory
cultivation systems, thus optimizing time and resources. Both achieve the goal of reconstructing a
stable corneal epithelium and establishing a foundation for subsequent corneal transplant

® surgeries.

Differences: CLAU requires a larger amount of tissue from the donor eye, which carries a higher
risk of inducing donor-site LSCD. In contrast, SLET requires minimal tissue, is safer for the healthy
eye, has lower costs, and achieves a success rate of approximately 80%. SLET is considered a
simpler and less invasive technique.

Conclusion: The parallel implementation of CLAU and SLET provides flexibility in treating unilateral
LSCD. While CLAU is a proven and effective method, SLET stands out as a safer alternative due to its
maximum tissue-saving capability, minimizing risks to the contralateral eye while ensuring long-term
visual recovery for patients.

Keywords: Penetrating Keratoplasty (PK), Corneal Pathology, Limbal Stem Cells
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GHEP TE BAO GOC TAO MAU TAI BENH VIEN DA NANG:
BAI HOC TU’ LOAT CA PAU TIEN

TS. Tran Thi Thanh Huong
BV Da Ning

TOM TAT
MG DAU:
Ghép té bao géc tao mau tu than la mét phan tiéu chuan trong diéu tri ngudi bénh tré tuéi mac bénh da
u tay; khi so sanh vai hoa tri liéu thong thuong, cac chién lugc két hgp ghép té bao géc lam cham dang
ké sy’ tién trién clia bénh.
PHUONG PHAP:
Chung t6i bdo cdo ndm ca ghép té bao géc tao mau ty than dau tién tai bénh vién Da Nang thuc hién
trén ngu'di bénh da u tly da hda tri tan coéng ba dén nam chu ky, tlr do rat ra céc bai hoc.

KET QUA:

Céc ca déu dat lui bénh mo6t phan rat tét trd lén trudc ghép va lui bénh gan hoan toan sau ghép. Tac dung
phu tiéu héa thudng gap nhat, nhiém ly dudng rudt bung phat sau ghép trén 2/5 ca doi hdi can tam soat
ky sinh trung trudc ghép. Xuat huyét tiéu hoa hai lan trén mot ca bénh nhan tré c6 bénh tién trién ngay
trudc ghép déu dap ing diéu tri. Bénh nhan da u tdy tai phat mudn cing c6 thé ghép dugc néu phac do
tan céng va duy tri lan dau it ddc tinh vdi té€ bao goc.

KET LUAN:
Ghép té bao goc tao mau ty than (HCT) la mét trong nhirng ky thuat diéu tri hiéu qua trén ngudi bénh
huyét hoc du tiéu chudn ghép; ma bénh vién ching t6i da thuc hanh gan day thanh cong nhadm phat

trién y t€ chuyén sau phuc vu tai dia phuong.
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THU’ NGHIEM LAM SANG GHEP TE BAO GOC TU’ TUY
XUO'NG TU’ THAN TRONG DIEU TRI CHAN THU'O'NG TUY
SONG: PANH GIA AN TOAN VA HIEU QUA

Nguyén Hitu LAm*, Lé Birc Nhan*,

Tra Tan Hoanh*, Nguyén Ngoc Bach*, Pham Thi Ngoc Anh¥,

Lé Vi Ky Nam*, Yoshihisa Suzuki** va nhém nghién ciru.

*: Bénh vién Da Nang; **: Bé&nh vién Kitano — Osaka — Nhat Ban

TOM TAT

Téng quan:

Chén thuong tuy song (CTTS) la mot trong nhirng chan thuong phd bién nhat tai Viét Nam va tao ra mot
ganh nang l&n cho bénh nhan, gia dinh va xa hoi. Du cho da cé nhirng tién b6 vugt bac trong diéu tri ndi
khoa va ngoai khoa, b&nh nhan CTTS nang van chua cho thay cai thién ldam sang dang ké sau diéu tri.
Liéu phay cay té bao goc ty than tlr tuy xwong da chirng minh dugc tinh hiéu qua & nhiéu loai bénh ly va
cho thay tiém nang Lén trong diéu tri CTTS. Trong nghién c(fu nay, chiing t6i sé danh gia tinh an toan va
hiéu qua cua liéu phap cay té bao gbc tuy xuong tu than cho bénh nhan bi CTTS nghiém trong.

Déi twgng va phuwong phap:

Chung t6i thuc hién liéu phap cay ghép té bao goc tuy xuwong tu than cho bénh nhan CTTS nang, vdi
thang diém ASIA (& A hoac B. Té bao dugc ldy tr mau tly xwong mao chéu, sau dé té bao don nhan dugc
tach, xtr ly va cdy ghép vao bénh nhan qua tiém vao dich néo tuy & vi tri that lung. Bénh nhan dudc theo
déi tai cac thoi diém: sau ghép 2 tuan, 1 thang, 2 thang, 4 thang va 6 thang dya vao thang diém ASIA,
diém ISNCSCI va phan &ng phu dugc cac nghién cltu vién ghi nhan lai.

Két qua:

C6 30 bénh nhan tham gia vao nghién cltu nay, bao gom 18 bénh nhan ASIA A va 12 bénh nhan ASIA B.
C6 3 trudng hop dau dau va 7 trudng hgp sdt nhe mét ngay sau cdy ghép. Cé 4 bénh nhan chuyén sang
ASIA D, va 3 bénh nhan chuyén sang ASIA D. Diém van dong ISNCSCI thay déi dang ké & ca bénh nhan
ASIA Ava ASIA B trudce ghép (trudc ghép: 29.8+ 17, 6-thang: 43.0+ 20,3, p &lt; 0.05).

Két luan:

Liéu phap cay ghép té bao goc tuy xuong tu than da dugc ching minh la an toan v@i bénh nhan CTTS.
Liéu phap nay cé thé cé hiéu qua lam sang va cac nghién cu véi s6 lugng bénh nhan cao hon cé thé can
thiét dé xac nhan hiéu qua cla liéu phéap té& bao nay.
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AN OPEN-LABEL, NON-RANDOMIZED CLINICALTRIAL OF
TRANSPLATING AUTOLOGOUS BONE MARROW STEM CELLS FOR
THE TREATMENT OF SPINAL CORD INJURY

Nguyén Hitu LAm*, Lé Birc Nhan*,

Tra Tan Hoanh*, Nguyén Ngoc Bach*, Pham Thi Ngoc Anh¥,

Lé Vi Ky Nam*, Yoshihisa Suzuki** va nhém nghién ciru.

*: Bénh vién Da Nang; **: Bé&nh vién Kitano — Osaka — Nhat Ban

ABSTRACT

Introduction:

Spinal cord injury (SCI) is one of the most popular type of injuries in Vietnam, generating the great
burden for the patients, families and the whole society. Although there are some significant
improvements in the medical and surgical management of SCI, the patients with severe SCI still
experience little clinical improvement. Autologous bone marrow stem cell therapy has demonstrated
the great efficacy in various diseases and great potential in SCl treatment. In this study, we try to assess
the safety and efficacy of autologous bone marrow stem cells transplantation in the patients with

severe SCI.

Material and Methods:

We performed the autologous bone marrow stem cells transplant on SCI patients with ASIA A and B
score. The cells were extracted from bone marrow iliac, then mononuclear cells were extracted,
processed and transplanted to the patient via cerebrospinalinjection. The patients were followed up to
six months (2 weeks, 1 month, 2 month, 4 month and 6 month) with ASIA scale, ISNCSCI score, and
adverse effects were recorded by the investigators.

Results:

There were 30 patients with SCI involved in the study, including 18 patients with ASIA A and 12 patients
with ASIA B. There were 3 cases of headaches and 7 cases of low-grade fever one-day
post-transplantation. The ASIA scale of 4 patients were changed to ASIA D, and ASIA scale of 3 patients
were changed to ASIA C. There are a significant change in motor score in ISNSCI score in both patients
with ASIA A and ASIA B scale (pre-transplant: 29.8+ 17, 6- months: 43.0+ 20,3, p &lt; 0.05).

Conclusion:

Autologous bone marrow stem cell transplantation is demonstrated as a safe therapy for the patients
with SCI. This type of therapy may have therapeutic effects and further study with higher number of SCI
patients may be required to confirm the clinical benefits of this cell therapy.
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DANH GIA KET QUA PIEU TRI GHEP GIAC MAC XUYEN TAI BENH VIEN
TRUNG U'O'NG HUE TU’ NAM 2015 BPEN NAM 2025

NGUYEN THANH NHAN ', DUONG ANH QUAN ', BUI VAN LUU '
"BENH VIEN TRUNG UONG HUE

TOM TAT
Pat van deé: Bénh ly giac mac la nguyén nhan gay mu loa dirng hang th ba trén thé gidi va ding tha tuw
tai Viét Nam. Phau thuat ghép gidc mac xuyén la phuong phap hiéu qua gitip phuc hdi thi luc va bdo ton
c4u tric nhan cau. Nghién ciru nay dugc thuc hién nham danh gia dac diém lam sang va két qua diéu tri
phau thuat ghép gidc mac xuyén tai Bénh vién Trung uong Hué giai doan 2015 - 2025.

Déi twgng va phwong phap nghién ciru: Nghién cu hoi ciru mo ta trén 92 ho sd bénh an clia 86 bénh
nhan (92 mat) dugc thuc hién phau thuat ghép gidc mac xuyén tai Trung tdm Mat - Bénh vién Trung uong
Hué tir thang 01/2015 dén thang 01/2025. Thu thap théng tin vé dac diém dich t&, ldm sang, quy trinh
phau thuat, do trong cia manh ghép, thi luc va cac bién chirng hau phau.

Két qua: Do tudi trung binh cta bénh nhan 4 49,04+18,8 tudi (tir 18 dén 74 tudi), nhédm tudi 19 - 60
chiém cht yéu (59,1%). Nam gigi chiém 53,3%, bénh nhan séng & khu vuc ndng thén chiém 70,6%. Chi
dinh ghép chinh bao gom loét gidc mac do nhiém trung (40,9%), seo duc giac mac (36,4%), loan dudng
giac mac di truyén (18,2%) va bdng giac mac (4,5%). Ngudn gidc mac ghép chd yéu dén tlr ngudi hién
trong nudc (94,5%). Kich thudc manh ghép phé bién nhat co dudng kinh 7,0 mm (27,3%) va 7,5 mm
(22,7%). Phau thuat ph6i hop thudng gap nhat (4 8y thé thay tinh ngoai bao dat IOL (17,4%). Tai thoi
diém ravién, 81,8% manh ghép dat d6 trong; 95,4% mép manh ghép kin phéng; 81,8% tién phong taitao
sau. Ty lé méat dat thi luc &gt; 2m tang tir 0% trude mé lén 45,4% khi ra vién; sau 3 thang tai kham, nhom
c6 thi lyc tir 3m dén 1/10 dat 45,6%. Bién chirng hau phau hay gap nhat (3 tAng nhan 4p (36,4%) va xuat
huyét tién phong (31,8%). Ty l& bénh nhan hai long va rat hai long dat 90,9%.

Két luan: Phau thuat ghép gidc mac xuyén tai Bénh vién Trung vong Hué dem lai k&t qua kha quan vé
mat gidi phau va phuc hdi thi giac, giup gidi quyét hiéu qua tinh trang mu lda do bénh ly gidc mac. Viéc
theo déi chat ché va kiém soat bién chirng tang nhan ap dong vai trd quan trong trong bao tdn manh

ghép lau dai.

T khéa: Ghép giac mac xuyén, Bénh ly gidc mac, D6 trong manh ghép
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APPLICATION OF LIMBAL STEM CELL TRANSPLANTATION
IN CORNEAL SURFACE RECONSTRUCTION

NGUYEN THANH NHAN ', DUONG ANH QUAN ", BUI VAN LUU ',
"HUE CENTRAL HOSPITAL, VIETNAM

ABSTRACT
Background: Corneal diseases represent the third leading cause of blindness worldwide and the fourth
in Viethnam. Penetrating keratoplasty (PK) remains an effective surgical intervention to restore visual
acuity and preserve ocular integrity. This study aimed to evaluate the clinical characteristics and
surgical outcomes of penetrating keratoplasty at Hue Central Hospital between 2015 and 2021.

Methods: A retrospective descriptive study was conducted on 92 medical records of 86 patients (92
eyes) who underwent PK at the Eye Center, Hue Central Hospital from January 2015 to January 2025.
Data regarding demographic features, clinical indications, operative techniques, graft clarity, visual
acuity recovery, and postoperative complications were collected and analyzed.

Results: The mean age of patients was 49.04+18.8 years (range: 18-74 years), with the 19-60 age group
accounting for 59.1%. Males comprised 53.3% of cases, and 70.6% of patients resided in rural areas.
Primary surgical indications were infectious corneal ulcers (40.9%), corneal opacities/scars (36.4%),
hereditary corneal dystrophy (18.2%), and corneal burns (4.5%). Domestic donor tissue accounted for
94,5% of grafts. The most frequent graft diameters were 7.0 mm (27.3%) and 7.5 mm (22.7%).
Extracapsular cataract extraction combined with intraocular lens (IOL) implantation was the most
common concurrent procedure (17.4%). At discharge, graft clarity was achieved in 81.8% of eyes;
95.4% displayed well-apposed graft margins, and 81.8% had a well-formed deep anterior chamber.
Visual acuity &gt; 2 meters increased significantly from 0% preoperatively to 45.4% at discharge; at 3
months postoperatively, 45.6% of eyes achieved visual acuity ranging from 3m counting fingers to 1/10.
The most frequent postoperative complications were elevated intraocular pressure/glaucoma (36.4%)
and hyphema (31.8%). Overall patient satisfaction reached 90.9%.

Conclusions: Penetrating keratoplasty at Hue Central Hospital demonstrated favorable anatomical
and visual outcomes, significantly reducing corneal blindness. Rigorous postoperative monitoring to

manage elevated intraocular pressure is essential to preserve long-term graft survival.

Keywords: Penetrating keratoplasty, Corneal diseases
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U'NG DUNG BIEN PHAP DUNG HOA MIEN DICH XU’ TRi BAT DONG
NHOM MAU ABO TRONG GHEP TE BAO GOC DONG LOAI
O’ BENH NHAN THALASSEMIA THE NANG
TAI BENH VIEN TRUNG UO'NG HUE

TS. Nguyén Thi Kim Hoa
BV TW Hué

TOM TAT
Patvan dé: Bat dong nhdm mau hé ABO trong ghép té€ bao géc tao mau dong loai la mot thach thirc on,
do nguy ca gay ra cac phan ing tan huyét cap tinh de doa tinh mang. Cac phuong phap x ly truyén
théng nhu str dung Rituximab, gan tach hong cau khoi tui té bao géc, hoac trao d6i huyét tuong trudc
ghép doi hai ky thuat cao, chi phi lén va lam mat mat dang ké lugng té€ bao géc, diéu nay gay han ché ap
dung tai cac quéc gia c6 thu nhap thap va trung binh.
Muc tiéu: Danh gia tinh an toan va hiéu qua cta chién lugec dung hdoa mién dich bang cach truyén tirng
phan khéi hdng cau lang nhém ngudi hién (PRBC) dé xur ly bat dong nhdm mau ABO trong ghép té bao
géc dong loai & tré em mac bénh Thalassemia thé nang tai Bénh vién Trung uong Hué.
Déi twgng va Phuong phap: Nghién cliru mo ta can thiép ld&m sang khong déi chirng trén 21 bénh nhan
thalassemia nhan ghép té bao goc dong loai ngubn tuy xuong tlr thang 09/2024 dén thang 06/2026.
Nhirng truong hgp bat ddng nhom mau ABO c6 hiéu gia khang thé khang hong cau ngudi cho (anti-A
va/hoéc anti-B) trudc ghép = 1/32 dugc tién hanh truyén khdi hong cau lang nhém ngudi hién vdi thé tich
nhé tang dan (5ml, 10ml, 20ml, 40ml) trong giai doan diéu kién hda. Panh gia sy thay déi hiéu gia khang
thé, cac phan ing tan huyét lam sang va déc tinh lién quan.

K&t qua: C6 7/21 bénh nhi thalassemia (33,3%) gap tinh trang bat déng nhém mau ABO, bao gom 3 ca
bat dong chinh (42,9%), 3 ca bat dong hai chiéu (42,9%) va 1 ca bat déng phu (14,3%). Do tudi trung vi
14 6,5 tudi (2-11 tudi). V& chan doéan, cé 4 ca (57,1%) chan doan beta-thalassemia, va 3 ca (42,9%) chan
doan alpha-thalassemia. Hiéu gia khang thé trung vi giam manh tir 1/256 (khoang 1/32 — 1/512) truéc
can thiép xudng con 1/16 (1/8 — 1/128) sau dgt truyén mau th nhat, va dat 1/16 (khoang 1/8-1/16) sau
dgt truyén mau th& hai. Cé 5/7 bénh nhan (71,4%) dat dich hiéu gia &lt; 1/32 ngay sau dgt 1. Hai bénh
nhan con lai can dgt truyén th( 2 tir ngay -11 dé ha hiéu gia tir 1/128 vé murc dich &lt; 1/32. Thé tich trung
vi PRBC da truyén la 75 ml (75-149 ml); thé tich trung vi tiy xuong truyén vao ngay 0 la 285 ml (153-370
ml). V& bién cé bat Lgi trong giai doan truyén hdng cau, ghi nhan phan (ng sét & 2 ca (28,6%), tiéu
hemoglobin thoang qua & 5 ca (71,4%), khéng cé trudng hgp nao xay ra phan &ng tan huyét nghiém
trong hoac phan vé de doa tinh mang. Tat ca 7 ca déu dugc truyén té bao goc 8y tir tdy xwong khéng qua
xur ly co hoc mdt cach an toan tai ngay 0.

Két luan: Bién phap dung hoa mién dich bang cach truyén tirng phan khéi héng cau nhém ngudi hién 1a
mét chién luge don gian, an toan va hiéu qua cao dé kiém soat bat ddong nhém mau ABO trong ghép té
bao goc dong loai. Phuong phap nay gitp bao ton nguyén ven so lugng té bao goc tly xuwong, gidm ganh
nang chi phiva dac biét phu hop vdi diéu kién thuc tién tai cac trung tdm ghép tdy & Viét Nam.

Tir khéa: Ghép té bao géc dong loai; BAt ddng nhdm mau ABO; Dung hoa mién dich; Khai hong cau lang
ngudi hién; Thalassemia thé nang.
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APPLICATION OF IMMUNE TOLERIZATION FOR MANAGING ABO
INCOMPATIBILITY IN ALLOGENEIC HEMATOPOIETIC STEM CELL
TRANSPLANTATION FOR SEVERE THALASSEMIA PATIENTS
AT HUE CENTRAL HOSPITAL

HOA THI KIM NGUYEN, MD, PHD
Hue Central Hospital

ABSTRACT
Background: ABO blood group incompatibility in allogeneic hematopoietic stem cell transplantation
poses a significant challenge due to the risk of life-threatening acute hemolytic reactions. Traditional
processing methods, such as Rituximab administration, red blood cell depletion from the harvested
stem cells, or pre-transplant therapeutic plasma exchange, require advanced technical infrastructure,
incur high costs, and lead to substantial stem cell loss, which limits their feasibility in low- and
middle-income countries.

Objective: To evaluate the safety and efficacy of an antibody adsorption strategy using incremental
donor-type packed red blood cell (PRBC) transfusions to manage ABO incompatibility in pediatric
patients undergoing allogeneic bone marrow transplantation for severe thalassemia at Hue Central
Hospital.

Methods: A non-controlled clinical intervention study was conducted on 21 thalassemia patients who
received allogeneic bone marrow transplantation between September 2024 and June 2026. In cases of
ABO incompatibility with pre-transplant antibody titers (anti-A and/or anti-B 21/32, incremental small
volumes of donor-type PRBCs (5 ml, 10 ml, 20 ml, and 40 ml) were transfused during the conditioning
phase. Changes in antibody titers, clinical hemolytic reactions, and toxicities were evaluated.

Results: ABO incompatibility was observed in 7 out of 21 pediatric thalassemia patients (33.3%),
including 3 cases of majorincompatibility (42.9%), 3 cases of bidirectionalincompatibility (42.9%), and
1 case of minor incompatibility (14.3%). The median age was 6.5 years (range: 2-11 years). Diagnosis
included 4 cases (57.1%) of beta-thalassemia, and 3 cases (42.9%) of alpha-thalassemia. The median
antibody titer decreased sharply from 1/256 (range: 1/32 — 1/512) pre-intervention to 1/16 (range: 1/8 —
1/128) after the first transfusion course, and reached 1/16 (range 1/8 — 1/16) after the second
transfusion course. Five out of seven patients (71.4%) achieved the target titer of &lt; 1/32 immediately
after the first course. The remaining two patients required a second transfusion course since day -11 to
reduce the titer from 1/128 to the target level of &lt; 1/32. The median volume of transfused PRBCs was
75 ml (range: 75-149 ml); the median volume of bone marrow infused on day 0 was 285 ml (range:
153-370 ml). Regarding adverse events during PRBC transfusion, febrile reactions occurred in 2 cases
(28.6%), and transient hemoglobinuria was noted in 5 cases (71.4%). No severe hemolytic reactions or
life-threatening anaphylaxis were observed. All 7 patients safely received unmanipulated bone marrow
infusions on day 0.
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Conclusion: Immune tolerization via incremental donor-type PRBC transfusion is a simple, safe, and
highly effective strategy for managing ABO incompatibility in allogeneic stem cell transplantation. This
method preserves the integrity of the bone marrow stem cell count, reduces the financial burden, and
is particularly suitable for the practical conditions of bone marrow transplant centers in Vietnam.

Keywords: Allogeneic stem cell transplantation; ABO incompatibility; Immune tolerization; Donor
packed red blood cells; Severe thalassemia.
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LAUNCHING A STEM CELL TRANSPLANTATION UNIT WITH A SPECIAL
FOCUS ON THALASSEMIA IN VIETNAM AT HUE CENTRAL HOSPITAL

HOA THI KIM NGUYEN, MD, PHD "?, HIEP NHU PHAM, MD, PHD 3, TRI HUU PHAM, MD ",
LAWRENCE FAULKNER, MD “.

" Department of Hematology, Oncology, and Transplant, Pediatric Center, Hue Central
Hospital, Vietham.

2 Pediatrics Department, School of Medicine and Pharmacy, Duy Tan University, Da Nang
city, Vietham.

¥ Oncology Center, Hue Central Hospital, Vietnam

4 Cure2Children Foundation, Florence, ltaly

TOM TAT
Background: Thalassemia is highly prevalent in Vietnam, with approximately 2.000 new severe cases
each year. Hematopoietic stem cell transplantation (HSCT) remains the standard long-term cure for
severe thalassemia. This report describes the initial experience with HSCT for severe thalassemia at the

Hue Central Hospital, Hue, Vietnam.

Materials and Methods: This was a prospective, interventional cohort study conducted at Hue Central
Hospital, Vietnam, patients with severe thalassemia who received allogeneic stem cell transplantation
between September 2024 (start of program) and March 2026. Data were analyzed using SPSS

version18.0.

Results: A total of 15 matched-related BMTs were performed, all of whom are disease- and GVHD-free
at the time of the analysis. The median age at HSCT was 6.5 years (2.0-10.0). The male to female ratio
was 1.5to 1. There were 10 cases with HbE/Beta-Thalassemia and 5 cases with Alpha-Thalassemia. The
median pre-transplant ferritin level was 1107 ng/mL (236-2917). All patients received G-CSF-primed
bone marrow with at a median dose of 9.79x10 8 nucleated cells/recipient kg (8.0-10x10 8). The median
times to platelet and neutrophil engraftment were both 20 days. There were three cases (20%) with skin
aGVHD grade I-1l and four cases (26.7%) with hemorrhagic cystitis. The median chimerism on day 30
was 98.0%. The median Hb after transplant was 11.7 (9.2-14.1) g/dl. The direct out-of-pocket cost of
transplantation was approximately US$ 5,000 per case, excluding hospital and professional charges,
which were covered by the health insurance system in Vietnam. At last follow-up, all patients were alive,

well, and transfusion independent.
Conclusions: Hue Central Hospital in Vietnam has established a feasible, highly effective, safe and
reduced-cost matched sibling transplantation program for the cure of children with severe

thalassemia.

Keywords: Allogeneic stem cell transplantation, severe thalassemia, HLA-matched siblings.
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NGAY 17/10/2026
PHIEN
GAY ME VAHOI SUC
TRONG GHEP TANG - HOI SUC
BAO QUAN MO - TANG HIEN




KINH NGHIEM VA BAI HOC THU'C TIEN
TRONG HOI SU’C BAO TON TANG HIEN
TU’ CAC TRUO'NG HO'P HIEN TANG CHET NAO
TAI BENH VIEN NHAN DAN 115

BS.CKI. Tran Huy Nhéat
Khoa Héi strc tich cuc va Chong doc, Bénh vién Nhan dan 115

1. Datvan deé
Hoi strc bénh nhan chét n&o tiém nang hién tang la mot budc then chot trong quy trinh ghép tang, doi
hoi sy phéi hgp lién chuyén khoa nhdm duy tri t6i wu chitc ndng cac cd quan trong diéu kién rdi loan
huyé&t déng va n6i moi nghiém trong. Bai bdo céo nay chia sé cac kinh nghiém thuc hanh lam sang va bai
hoc rut ra tir cong tac hoi strc, danh gia tang hién tir loat ca tai Bénh vién Nhan dan 115.
2. Pac diém dich té va nguyén nhan t* vong
¢ DGitwong: Cac trudng hop chét ndo tiem nang ghi nhan da phan & nam gidi, do tudi tir 32 dén 53
tudi.
e Bénh ly nguyén nhan: Cha yéu la ton thuang than kinh trung wong cép tinh nghiém trong:
0 Tai bi€n mach mau nao dién rong (xuat huyét ndo ban cau, xuat huyét than nao tran mau nao
that, nhéi mau néo dién rong tuan hoan sau).
0 C4c bién chirng di kém phé bién bao gom tang huyét ap, bi€n chirng phl ndo nang va tuot
nao.
3. Cac thach thirc va kinh nghiém héi sirc tang thuc tién
a. Hoi strc than kinh
e Théach thire: Ton thuong ndo nghiém trong khong thé dao nguoc di kém nhirng van dé vé phu néo,
tudt ndo va céac roi loan kém theo khac.
e Bai hoc kinh nghiém:
0 Kiém so4t tang 4p lu'c ndi so va phu nao tién trién bang liéu phap uu truong va tdng thong khi.
0 Déanh gia, chan doan xac dinh chét ndo theo quy trinh ld&m sang nghiém ngat.
b. H6i strc tim mach va huyét déng
e Thach thirc: Bénh nhan chét ndo thudng gap tinh trang suy sup tuan hoan, tut huyét ap kéo dai do
mat truong luc giao cam hoac nhip tim cham/tang bat thuong. Nhiéu truong hgp coé gia tang chi sé
Troponin T/l hs va NT-proBNP phan anh tén thuong co tim th phat sau con bao catecholamine.
e Bai hoc kinh nghiém:
0 S dung van mach hgp ly nham bao tén huyét ap trung binh (MAP) t8i uu cho tudi mau tang.
0 Péanh gia siéu am tim Doppler chi tiét két hgp chup mach vanh dé xac dinh chat lugng tim
hién.
c. Héi strc hd hap
e Thach thirc: Nguy co tén thuong phdi cap, viém phdi bénh vién, tén thuong déng dac/xep phdi
vung day va hit sac.
e Bai hoc kinh nghiém:
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o Ap dung chién lugc thong khi bao vé phéi
0 Noi soi phé& quan can thiép sém dé hut rira sach, gitip cai thién théng khiva danh gia truc ti€p
niém mac cay phé quan.
d. H6i strc than va quan ly réi loan dién giai - ndi tiét
e Thach thirc: Tinh trang tdn thuong than cép do tut huyét ap, thudc déc than hodc chat can quang;
r6i loan dién giai va bi€n chirng dai thao nhat.
e Bai hoc kinh nghiém:
0 Duy tri thé tich tuan hoan hiéu quéa, dam bao luu luong nudce tiéu duy tri 0,5 - 2 mL/kg/gio.
Han ché str dung céac thudc doc than.
0 Kiém soét glucose mau va bu dién giai, sir dung desmopressin va methylprednisolone liéu
cao dé ho trg 8n dinh chéng viém va duy tri ndi moi.
e. Sang loc va kiém soat nhiém trung
e Bai hoc kinh nghiém: Thuc hién bang kiém can ldm sang toan dién:
0 Tam soat vi sinh: HBV/HCV/HIV, CMV, EBV, AFB dam, GeneXpert MTB/RIF.
O Tam soat marker ung thu' va siéu &m/CT da co quan dé loai trirtriét dé cac bénh ly 4c tinh tiém
an.
4. Két luan
Viéc trién khai bang kiém thong tin ngudi bénh chét ndo tiém nang giup chuan hda quy trinh ti€p cén,
danh gia va hoi strc tang hién tai Bénh vién Nhan dan 115. Su két hgp gitra hoi strc dong luc mau muc
tiéu, thong khi bao vé phéi k&m ndi soi phé& quan lam sach, bo tén chitc nang than va kiém soat nhiém
tring chat ché la nhirng yéu t6 quyét dinh dé duy tri chat lugng tang hién tdi uu, gia tang ty & ghép tang
thanh céng cho ngudi nhan.

T khéa: hoi sirc chét ndo, quan ly hién tang, bdo tén co quan.
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DAC PIEM THAY BOI HUYET DONG VA KET QUA HOI SU'C SO'M SAU
PHAU THUAT GHEP THAN TAI BENH VIEN DA NANG

BAO CAO VIEN: BS. HUYNH BUC PHAT

TOM TAT
Duy tri 6n dinh huyét déng va dam bao ap luc tudi mau tdi wu cho manh ghép & muc tiéu then chdt trong
giai doan hoi sirc sém sau phau thuat ghép than. Bdo cdo nham moé ta dac diém bién ddong tuan hoan va
danh gia két qua diéu tri giai doan hau phau tai phong Hoi sitc Bénh vién Da Nang. Nghién ctu thuc hién
trén nhém bénh nhan dugc phau thuat ghép than tai bénh vién, théng qua viéc theo déi cac chi sé huyét
déng lién tuc, chién luge bu dich, nhu cau s dung thudc van mach va dién tién phuc hdi chirc nang

than sém.

K&t qua cho thay céc thdong sé huyét dong duoc kiém soat theo muc tiéu, ap luc tudi mau than dugc duy
tri 8n dinh va céc réi loan tuan hoan sém dugc x{ tri kip thdi. Phan l&n bénh nhan déu c6 su cai thién ro
rét vé lugng nudce tiéu va cac chi sé sinh hda than ghép trong nhirng ngay dau sau mé. Bénh nhan duoc
chdm so6c hoi sic an toan, kiém soat t6t bién ching tim mach va chuyén vé khoa [dm sang én dinh.
Thanh céng nay khang dinh vai trd quan trong cia quy trinh quan ly huyét déng tich cuc va cé thé héa

trong cham soéc sau ghép than tai don vi.

Tir khéa: Ghép than, thay déi huyét dong, hdi siic sém, chitc nang than ghép, Bénh vién Da Nang.
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PAC PIEM THAY POI HUYET DPONG VA KET QUA HOI SU’'C SO'M SAU PHAU
THUAT GHEP THAN TAI BENH VIEN DA NANG

BAO CAO VIEN: BS. HUYNH DUC PHAT

M& PAU: Kiém soat huyt dong t8i uu va hdi strc dich chu phau déng vai trd then chét trong viéc duy tri
ap luc tuwdi mau than ghép, han ché ton thuong tai twdi mau va thic day phuc hoi chirc nang tang sém.
Nghién ctru nham danh gia dac diém bién thién huyét dong, chién lugc bu dich, kiém soat tang huyét ap
va tién trién cac chi s6 huyét hoc, sinh héa chirc nang than trong giai doan chu phiu va hbi siic sau ghép
than t&r nguoi hién song.

PHU'ONG PHAP: Nghién ctu md ta cat ngang theo déi doc trén 40 b&énh nhan suy than man giai doan
cudi dugc phau thuat ghép than tir ngudi hién séng. Cac thong sé dugc thu thap va theo déi lién tuc tai
cac thdi diém huyét dong (TO: sau phau thuat, T6: trudc chuyén khoa). Cac bién s6 dinh luong dugc
trinh bay dudi dang Trung binh D6 léch chuan (Mean=SD) hoac Trung vi (); bi€n dinh tinh dugc trinh bay
dudi dang tan sé va ty lé phan tram n (%).

KET QUA: Tu8i trung binh ctia bénh nhan 1438,00+8,36 tudi (nam chiém ). Thdi gian loc mau chu ky trudc
ghép trung binh la 25,73+13,30 thang. Thai gian thi€u mau lanh 52,27+4,07 phut. Huyét ap trung binh
(MAP) tai SICU dugc duy tri 6n dinh 86,08+2,72 mmHg; trong d6 57,5% bénh nhan dugc kiém soat tang
huyé&t 4p hiéu qua bang Nicardipine truyén tinh mach phé&i hgp thuéc ha dp udng. Téng luong dich truyén
trong mé dat 3035,28+444,40 mL , giup duy tri 4p luc tinh mach trung tdm (CVP) tang dan tir 6,17+0,67
TO l&én 9,92+0,88 T4 va dat 9,34+0,65 tai SICU T6. Téc dd bai niéu ngay sau thao kep 243,25+69,19
mL/gi& va duy tri tai SICU la 183,62+47,04 mL/gio. S6 lugng héng cau gidm nhe sau mo 24 gio do pha
loang dich(3,47+0,50&quot; T/L&quot;>3,18+0,50&quot; T/L&quot; ) va tu hdi phuc khi chuyén khoa
3,24+0,56 T/L. Creatinine huyét thanh gidm sau 80,9% (tir 618,77+159,85 pmol/L trudc mod
xuéng118,03+38,62 pmol/L khi chuy&n khoa( p&lt;0,001) va Ure mau giam38,6%. Thoi gian nam SICU
trung binh la 6,85+1,61 ngay; 100% bénh nhan khéng phai loc mau lai sau ghép.

KET LUAN: Chién lugc t8i wu hda tien ganh (duy tri CVP 8-10 cmH 2 O) k&t hop kiém so&t chat ché huyét
ap muc tiéu (MAP 80-90 mmHg vdi Nicardipine truy&n tinh mach) va rat ngén thdi gian thi€u mau lanh
gilip than ghép bai niéu sém, phuc hdi nhanh chitc nang than va mang lai k&t qua hdi siic chu phau an

toan, hiéu qua cao.

Tir khéa: Ghép than, Hoi strc chu phau, Huyét ap trung binh, Ap luc tinh mach trung tam, Nicardipine,

Creatinine.
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CAP NHAT CAC TIEU CHi CHONG CHi BINH
VA CHU’A SAN SANG GAY ME HOI SU’C - PHAU THUAT
GHEP THAN &’ NGU’0’'l NHAN

TS.BSCK2. Pham Van béng

Khoa Phau thuat — Gay mé hoi sirc, Bénh vién Chg Ray

Pt: 0903919391; Mail: pvdongbvcr@gmail.com

Pham Van Dong, MD, PhD

Department of Anesthesiology and Surgical Services, Cho Ray Hospital, Ho Chi Minh City, Vietnam

Patvan dé: Danh gia trudc ph?au thuat ghép than doi hdi phan biét ré chong chi dinh thuc suwvdi cac tinh
trang chua duoc t6i uu héa, nham tranh tri hoan hoac tir chi ghép than khéng can thiét.

Muc tiéu: Cap nhat cac tiéu chi chéng chi dinh, chua s8n sang va diéu kién an toan gay mé hoi sic &
ngudi nhan than ghép.

N&i dung chinh: Tong hgp cac khuyén nghi tir Barash’s Clinical Anesthesia (2024), Miller’s Anesthesia
Review (2025) va Kidney Transplantation: Principles and Practice (2026). Cac van dé trong tam gom
nhiém trung, réi loan dién giai — toan kiém, qua tai dich, b&nh tim mach, mach mau, déng mau, thiéu
mau, ung thu, bénh mién dich, HIV va kha nang tuan tha diéu tri. Nh4n manh danh gia ca thé hda, t6i uu
héa trudc mé va phong nglra ton du gian co nham bao dam an toan rat ndi khi quan sau ghép than.

Két luan: Khéng dong nhat y&u t6 nguy co vdi chéng chi dinh ghép than. Quyét dinh phau thuat can dua
trén kha nang t8i uu hoa trudc mé, can bang loi ich — nguy co va danh gia da chuyén khoa nham nang
cao an toan chu phau.

Tir khéa: Ghép than; chong chi dinh; danh gia trudc mé; gay mé hoi sirc; ton du gian co.

UPDATED CONTRAINDICATIONS AND READINESS
CRITERIA FOR ANESTHESIA AND KIDNEY
TRANSPLANTATION IN RECIPIENTS

Background: Preoperative assessment of kidney transplant recipients requires a clear distinction
between true contraindications and potentially correctable conditions to avoid unnecessary
transplantation delays or exclusions.

Objective: To review updated contraindications, readiness criteria, and perioperative anesthesia safety
considerations in kidney transplant recipients.

Main Content: This narrative review synthesizes recommendations from Barash’s Clinical Anesthesia
(2024), Miller’s Anesthesia Review (2025), and Kidney Transplantation: Principles and Practice (2026).
Key considerations include infection, electrolyte and acid-base disturbances, fluid overload,
cardiovascular and vascular disease, coagulation abnormalities, anemia, malignancy,
immune-mediated disorders, HIV infection, and treatment adherence. Emphasis is placed on
individualized risk assessment, preoperative optimization, and prevention of residual neuromuscular
blockade to facilitate safe postoperative tracheal extubation.

Conclusion: Clinical risk factors should not automatically be considered contraindications to kidney
transplantation. Surgical decisions should incorporate preoperative optimization, individualized
risk-benefit assessment, and multidisciplinary evaluation to improve perioperative safety.

Keywords: Kidney transplantation; contraindications; preoperative assessment; anesthesiology;
residual neuromuscular blockade.
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THE KOREAN EXPERIENCE IN ORGAN
DONATION COORDINATION

Curie Ahn, MD, PhD
Seoul National University

ABSTRACT
Korea’s organ transplant program began in 1969 with the first living donor kidney transplant. Transplant
numbers in Korea have steadily increased. In 2023, over 4,000 transplants were performed, with 42%
from deceased donors. Nonetheless, waitlists and wait times keep growing. Last year, almost 8
patients died daily while waiting. This desperation drives some patients to pursue illegal overseas
transplants, risking their safety and compromising ethical standards. Two milestones in developing a
deceased donor transplant program are 1) Establishing legislative frameworks and 2) Creating a

national agency.

Establishing the necessary structures and organizations is crucial to achieving self-sufficiency in
deceased organ donation and transplantation. To support these efforts, we have adopted four
operational requirements and three regulatory requirements, in line with WHO recommendations.
These collective efforts demonstrate the importance of systematic development in achieving
sustainable and ethical organ transplantation programs. Through legislative initiatives, the
establishment of a national transplantation organization, an independent Organ Procurement
Organization (OPO), and the implementation of mandatory reporting, and the Vitallink, Korea has
achieved a significant increase in deceased donors and a notable reduction in overseas transplants.
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NANG LU’C CUA NHAN VIEN Y TE TRONG QUAN LY NGU’O'l BENH CHET
NAO TIEM NANG HIEN MO, TANG: KHOANG CACH TU’ THAI PO BEN
THU’C HANH TAI 05 BENH VIEN PA KHOA

ThS. Nguyén Ngoc Duy

Background:

Nhan vién y té tai khoa Cap clru va Hoi sic tich cuc gilr vai tro quan trong trong nhan dién, bao cédo va
tham gia quan ly ngudi bénh chét ndo tiém nang hién mé, tang. Tuy nhién, bang chirng vé nang luc cla
nhan vién y té tai cac bénh vién da khoa & Viét Nam con han ché. Danh gia dong thoi kién thirc, thai do,
thuc hanh va su tu tin co6 thé gitp xac dinh nhirng diém nghén can uu tién trong to chirc hé théng diéu
phdi hién tang tai bénh vién.

Objective: Danh gia kién thirc, thai do, thuc hanh va su tu tin cla nhan vién y té trong quan ly ngudi
bénh chét ndo tiém nang hién mo, tang tai 05 bénh vién da khoa.

Methods: Nghién cttu cat ngang, két hgp dinh luong va dinh tinh, dugc thuc hién tai 05 bénh vién da
khoa. D6i tugng dinh lugng gom 301 bac si, diéu dudng va y si tai khoa Cap clru va Hoi surc tich cuc.
Coéng cu nghién cru danh gia bén cau phan: kién thirc (20 cau hoi), thai do (12 cau hai Likert), thuc hanh
(07 tinh huéng) va su tu tin (08 noi dung). Ngudng dat lan luot L& 270%, 280%, =80% va =80% tdng diém.
D@ liéu dugc phantich béng théng ké mo ta va kiém dinh xz/Fisher exact; tinh OR va 95%CI. Nghién ctu
dinh tinh dugc thuc hién thong qua phdng van sau céc lanh dao bénh vién va can bo chuyén mon dé bo
sung gidi thich cho cac két qua dinh lugng.

Results:

Trong 301 nhéan vién y t&, chi 16,6% da tirng dugc dao tao vé chan doan chét ndo, trong khi 56,1% da
tirng ti€p xuc véi ngudi bénh nghi ngd chét no. Ty L& dat kién thirc la 55,5%, thai do ung ho la 86,4%,
thuc hanh dat 39,2% va tu tin dat 31,2%. Diém yéu vé kién thirc tap trung & cac ndi dung phap ly va té
chtrc, dac biét thAm quyén cong bd chét ndo (38,2%), thanh phan nhdm chuyén gia (45,2%) va thdi gian
t6i thiéu cong bd chét néo (45,8%). Trong thuc hanh, tinh huéng nhan dinh ngudi bénh nghi ngd chét néo
tiém nang cé ty L& tra Loi dung thap nhat (67,8%). Sy tw tin thdp nhat & kha nang tham gia H6i dong chéan
doan chét no (40,5%) va doc hiéu cac xét nghiém can lam sang chuyén sau (42,2%). Ty L& kién thirc dat
dao dong tlr 35,9% dén 72,6% gilra cac bénh vién; thuc hanh dat tlr 24,6% dén 52,1%. Da dugc dao tao
vé chan doén chét ndo cé lién quan cd y nghia théng ké véi kha nang dat vé kién thirc, thai do, thuc hanh
va sy tu'tin véi OR lan luot la 2,10; 9,29; 1,87 va 2,92.

Conclusion:

Nhan viény té cé thai doé tich cuc ddi véi hién mo, tang, nhung ton tai khoang cach dang ké gitra thai do
va nang luc thuc hanh. Nhirng han ché tap trung & ki€n thic phép ly-t6 chire, kha nang nhan dién ngudi
bénh chét ndo tiém nang va su tu tin trong cac nhiém vu chuyén mon. Dao tao chuyén biét la yéu to lién
quan nhat quan véi ca bén cau phan nang luc, nhung dé bao phi dao tao con thap. Két qué cho thiy céan
chuyén tr djo tao don thuan sang mé hinh phat trién ndng lu'c gan véi chudn héa quy trinh, dau méi diéu
ph8i va hé théng ho tro tai bénh vién nham tang kha nang nhan dién va kich hoat chudi hién tang ti
ngudi chét nao.
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MO HINH PIEU PHOI VA VAI TRO HAU CAN PHOI HO'P LIEN NGANH
TRONG CONG TAC HIEN, LAY VA GHEP MO, TANG TU’ NGU’O'l HIEN CHET
NAO: KINH NGHIEM THU’C TIEN TAI BENH VIEN NHAN DAN 115

ThS Bui Trong Nguyén
Pho Trudng phong Chi dao tuyén — Cong tac xa hoi, Bénh vién Nhan dan 115, TP.HCM

MO PAU

Hién va ghép mo, tang tir ngudi hi€n chét ndo la mot hoat déng dac thu, doi hoi sy phdi hgp nhanh
chéng gitra nhiéu chuyén khoa va nhiéu don vi trong cung mot thdi diém. Bén canh yéu té chuyén mon,
cong tac diéu phai, hd trg gia dinh ngudi hién, truyén théng va té chi'c hau can goép phan quan trong dé
toan bd quy trinh dién ra an toan, dung ké hoach. T thuc tién trién khai cac trudng hop hién tang tai
Bénh vién Nhan dan 115, bénh vién tirng budc hoan thién mé hinh phdi hop lién nganh nhdm nang cao
hiéu qua t6 chirc. Nghién cliru dugc thuc hién nham mé td mé hinh nay va rut ra mot s6 kinh nghiém thuc
tien.

PHUONG PHAP

Nghién citu m6 ta hdi cliru két hgp téng két kinh nghiém thuc tién tai B&nh vién Nhan dan 115. D{ liéu
dugc téng hop tlr ho so hoat dong digu phdi, quy trinh phdi hop gilra cac khoa, bao cdo chuyén ménva
tai liéu truyén thong clia bénh vién. Noi dung phan tich tap trung vao quy trinh diéu phéi, phdi hop lién
vién, hd tro gia dinh ngudi hién, t6 chitc hau can va truyén thong.

KET QUA

Quy trinh diéu phéi dugc xay dung theo hudng ph6i hop da nganh vdi sy tham gia clia Ban Giam dac,
céac khoa lam sang, phong chirc nang, Trung tdm Diéu phdi ghép tang Qudc gia va cac bénh vién tiép
nhan tang. Viéc phan céng nhiém vu ré rang giup qua trinh ldy va van chuyén mé, tang dién ra lién tuc,
han ché& phét sinh va bdo dam tién d6. Cong tac xa hoéi va truyén théng dugc trién khai song song nham
hé trg gia dinh ngudi hién, lan tda y nghia nhan van cua hién tang va gép phan nang cao nhan thirc cong
dong. Qua thuc té trién khai, mo hinh diéu phdi da cho thay tinh kha thiva hiéu qua trong viéc két ndi cac
nguon luc phuc vu hoat déng hién, lay va ghép mo, tang.

KET LUAN

Congtac diéu phdi hau can gilrvai tro quan trong trong thanh céng clia hoat dong hién va ghép mo, tang.
M6 hinh phdi hgp lién nganh tai BEnh vién Nhan dan 115 gitip ndng cao hiéu qua t6 chic, tang tinh déng
bo gilta cdc don vi va hd trg tdt cho qua trinh hién, [dy va ghép tang. Kinh nghiém tir thyc tién trién khai
c6 thé la co s dé tiép tuc hoan thién quy trinh va tham khao cho cac ca sdy té c6 dinh hudng phat trién
linh vuc hién, ghép mo, tang.
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THUC BPAY HIEN TANG TU’ NGU’O'l HIEN CHET NAO TAI VIET NAM:
BAI HOC KINH NGHIEM TU’ HAN QUOC

IN SUNG MOON, MD, FACS. NGUYEN CHU TICH KODA, GIAO SU DANH DU, TRUONG PAI HOC Y,
PAI HOC CONG GIAO HAN QUOC.

TOM TAT
Patvan dé
Nhu cau ghép tang ti€p tuc gia tang trén toan thé gidi, trong khi tinh trang thi€u ngudi hién tang chét néo
van la rao can lén trong viéc citu séng bénh nhan suy tang giai doan cudi.
Ké tur ca ghép than dau tién tai Viét Nam nam 1992, ca nudc da thuc hién khoang 11.000 ca ghép tang,
phan L&n t&r ngudi hién song.

Trong nhirng nam gan day, Viét Nam clng da dat dugc nhirng tién bd dang ké trong ghép tang tir ngudi
hién chét nao va ghép da tang, bao gom ca ghép domino mang tinh budc ngoat, su phdi hgp hau céan
lién viing gilta c4c cd sdy té mién Bac va mién Nam, cung cac ca ghép tim va phdi thanh cong ti ngudi
hién chét nao.

Tuy nhién, bat chap nhirng tién bd lAm sang quan trong nay, ty L& hién tang sau chét néo tai Viét Nam van
con tuong déi thap.

Han Quéc tirng ddi mat vdi thach thire tuong tu trong ba thap ky qua nhung da tang cudng dang ké hé
thong hién tang chét ndo théng qua cac chién luge quéc gia phéi hgp.

Bai trinh bay nay sé diém lai kinh nghiém ctia Han Quéc va thao luan céc chién lugce thuc tién cé thé ap
dung cho bdi canh Viét Nam.

Muc tiéu

Trinh bay qua trinh phat trién cta hé théng hién tang chét ndo tai Han Quéc, xac dinh cac yéu td then
choét gép phan cai thién viéc nhan dién va thu nhan tang tir nguGi hi€n chét ndo tiém nang, va dé xuat 16
trinh thuc tién nham tang cudng hién tang chét néo tai Viét Nam.

Phuong phap
Hé thong clia Co quan Diéu phdi Hién tang Han Quéc (KODA), bao gom Chuang trinh Cai thién Nguoi
hién (DIP), da dugc xem xét.

Cu thé, cac cai cach lap phap, phat trién td chirc, chuang trinh nhan dién ngudi hién tai bénh vién, céc
sang kién céi thién chat lugng, chién dich ndng cao nhan thirc cong dong, va két qua ghép tang da duoc
phan tich. Kinh nghiém ctia Han Quoc sau dé dugc so sanh vd@i hién trang hién va ghép tang tai Viét
Nam.
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Két qua

Nhirng ti€n bd dat dugc tai Han Quéc la két qua ciia mot loat sang kién qudc gia phdi hgp chit khéng
phai mot can thiép don Lé.

Viéc ban hanh Luat Ghép tang va thanh lap Mang luGi Chia sé Tang Han Qudc (KONOS) da tao ra khung
phap ly va phan bé tang minh bach. Viéc thanh l&p sau d6 ciia Co quan Diéu phdi Hién tang Han Quéc
(KODA) doc lap da tao diéu kién cho viéc nhan dién ngudi hién dugc chuan héa, quan ly ngudi hién
chuyén nghiép, va diéu phdi trén toan quéc.

Viéc bat budc théng bao ngudi hién chét ndo tiém nang, diéu phdi ngudi hién 24/24, su phéi hgp da
chuyén khoa gilta cac don vi hoi stc tich cuc, khoa cép clru, trung tdm chan thuong va cac doi ghép
tang, cung vdi viéc kiém toan va phan hoi lién tuc, da gép phan cai thién dang ké viéc nhan dién va
chuyén doi ngudi hién.

Gido duc céng dong, ho tro gia dinh ngudi hién, cac chuong trinh tudng niém quéc gia, va né luc xay
dung long tin clia cdng ching da gép phan thém vao su chdp nhan cla xa hoi doi vdi viéc hién tang chét
nao.

Tuy nhién, bat chap nhirng thanh tuu nay, Han Qudc van tiép tuc d&i mat vdi tinh trang thi€u tang dang
ké, vGi khodng 50.000 bénh nhan dang chd ghép tang va hon 2.000 bénh nhan t vong méi ndm trong khi
cho dgi. Nhirng con s6 nay cho thay nhu cau tiép tuc ma rong ngudn ngudi hién chét ndo.

Ban luan

Kinh nghiém ctia Han Quéc cho thay su thanh cong cua viéc hién tang chét ndo phu thudc chi yéu vao
viéc xay dung mot hé thong qudc gia tich hop, chi khdng chi duwa vao tirng trung tdm ghép tang riéng lé.
Sy phat trién bén virng doi hoi cam két manh mé tir chinh phu, phan bé minh bach, mét té chic thu
nhan tang quéc gia (OPO) déc lap, quy trinh nhan dién va chuyén tuyén ngudi hién dugc chuén hda, cai
ti€n chat lugng lién tuc, dao tao chuyén mon, va sy tham gia rong rai clia cong dong.

Dong thdi, mbi quéc gia cé b8i canh van hoa, tdn gido, phap ly va y té riéng.

Do dé, viéc ap dung truc ti€p mé hinh clia mét quéc gia khac khé cé thé [a dd. Thay vao dé, mdi qudc gia
nén xay dung chién lugc phu hgp véi hoan canh riéng clia minh, déng thdi két hop céac thuc hanh tét
nhat dugc céng nhan trén thé gidi.

Két luan

Viét Nam c6 tiem nang dang ké dé ma& rdong hién tang chét ndo thong qua phat trién hé théng qudc gia
bai ban, bao gom céc sang ki€én nhu VNCCHOT (Trung tdm Diéu ph&i Quéc gia vé Ghép tang ngudi Viét
Nam).

Kinh nghiém ctia Han Qudc cho thay viéc tang cudng nhan dién ngudi hién tai bénh vién, xay dung mang
lwdi thu nhan tang qudc gia toan dién, va trién khai cac chuong trinh cai thién hién tang lién tuc c6 thé
gbp phan gia tang hién tang chét ndo tai Viét Nam.

Thanh cong lau dai sé phu thudc vao su' lanh dao bén virng clia chinh phu, long tin clia cong ching, dao
tao chuyén mon, va hgp tac qudc té.

Thay vi sao chép truc ti€p mé hinh Han Quéc, Viét Nam cé thé diéu chinh cac nguyén tac cét 16i dé xay
dung moét hé théng hién tang chét ndo bén virng, phu hgp van héa va tich hgp trén toan qudc, vdi tiém
nang clru sdng thém hang nghin ngudi trong tuong lai.
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PROMOTION OF DECEASED ORGAN DONATION IN VIETNAM:
LESSONS FROM THE KOREAN EXPERIENCE

IN SUNG MOON, MD, FACS. PAST PRESIDENT OF KODA, EMERITUS PROF. COLLEGE OF MEDICINE,
THE CATHOLIC UNIVERSITY OF KOREA.

ABSTRACT
Background
The demand for organ transplantation continues to increase worldwide, while the shortage of deceased
organ donors remains a major barrier to providing life-saving transplantation for patients with end-stage
organ failure.

Since the first kidney transplantation (KT) in Vietnam in 1992, the country has performed approximately
11,000 organ transplantations, the majority of which have involved living donors.

In recent years, Vietham has also made significant progress in deceased-donor and multi-organ
transplantation, including landmark domino transplantation, cross-regional logistical collaboration
between medical institutions in northern and southern Vietham, and successful heart and lung
transplantation from brain-dead donors.

Despite these important clinical advances, however, the rate of deceased organ donation following
brain death remains relatively low in Vietnam.

South Korea faced a similar challenge over the past three decades but has substantially strengthened
its deceased organ donation system through coordinated national strategies.

This lecture reviews the Korean experience and discusses practical strategies that may be applicable to
the Vietnamese context.

Objectives

To present the evolution of the Korean deceased organ donation system, identify the key factors
contributing to improvements in the identification and procurement of organs from potential
brain-dead donors, and propose a practical roadmap for strengthening deceased organ donation in
Vietnam.

Methods

The Korean Organ Donation Agency (KODA) system, including its Donor Improvement Program (DIP),
was reviewed.

In particular, legislative reforms, organizational development, hospital-based donor identification
programs, quality improvement initiatives, public awareness campaigns, and transplantation
outcomes were analyzed.

The Korean experience was then compared with the current status of organ donation and

transplantation in Vietnam.
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Results

The progress achieved in Korea was the result of a series of coordinated national initiatives rather than
a single intervention.

The establishment of the Organ Transplantation Act and the Korean Network for Organ Sharing (KONOS)
provided a transparent legal and organ allocation framework. The subsequent establishment of the
independent Korean Organ Donation Agency (KODA) facilitated standardized donor identification,
professional donor management, and nationwide coordination.

Mandatory notification of potential brain-dead donors, 24-hour donor coordination, multidisciplinary
collaboration among intensive care units, emergency departments, trauma centers, and
transplantation teams, together with continuous audit and feedback, contributed to substantial
improvements in donor identification and conversion.

Public education, support for donor families, national memorial programs, and efforts to promote
public trust further contributed to the social acceptance of deceased organ donation.

Despite these achievements, however, South Korea continues to face a substantial organ shortage,
with approximately 50,000 patients awaiting transplantation and more than 2,000 patients dying
annually while on the waiting list. These figures highlight the continuing need to expand the deceased
donor pool.

Discussion

The Korean experience demonstrates that successful deceased organ donation depends primarily on
the establishment of an integrated national system rather than reliance on individual transplant centers
alone.

Sustainable growth requires strong government commitment, transparent allocation, an independent
national OPO, standardized donor identification and referral processes, continuous quality
improvement, professional education, and broad public engagement.

At the same time, every country has its own cultural, religious, legal, and healthcare environment.
Therefore, directly adopting another country's model is unlikely to be sufficient. Instead, each country
should develop a context-specific strategy based on its own circumstances while incorporating
internationally recognized best practices.

Conclusions

Vietnam has considerable potential to expand deceased organ donation through systematic national
development, including initiatives such as VNCCHOT (Vietham National Coordinating Center for
Human Organ Transplantation).

The Korean experience suggests that strengthening hospital-based donor identification, establishing a
comprehensive national organ procurement network, and implementing continuous donation
improvement programs could contribute to increasing deceased organ donation in Vietnam.
Long-term success will depend on sustained government leadership, public trust, professional
education, and international collaboration.

Rather than directly replicating the Korean model, Vietham can adapt its key principles to develop a
sustainable, culturally appropriate, and nationally integrated deceased organ donation system, with
the potential to save thousands of additional lives in the future.
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PAC PIEM LOGISTICS TRONG BAO QUAN VA VAN CHUYEN TANG
TU’ NGU’O'l HIEN CHET NAO VE GHEP TAI BENH VIEN
TRUNG U'ONG QUAN BOI1108

LETRUNG HIEU", LE ANH VAN ™", NGUYEN TH| XUAN LINH "
NGUYEN THI THUY LINH ', QUACH THIHA ", LE VAN THIEN '

'Trung tdm Ghép mo va bo phan cao thé ngudi, Bénh vién Trung uong Quéan doi 108
* Tac gia lién hé: Lé Anh Van (leanhvan.hmu@gmail.com)

TOM TAT
Muc tiéu: M6 ta dac diém logistics clia cac trudng hop diéu phdi tang tir ngudi hién chét ndo vé ghép tai
Bénh vién TWQD 108 va danh gia méi lién quan gitra khodng cach vdi thdi gian van chuyén va thdi gian

thi€u mau lanh clia tang ghép.

Phuong phap: Nghién citu mé ta cat ngang, hoi ciru ho so 12 trudng hop bao quan, van chuyén tang tir
thang 01/2025 dén thang 05/2026. D{¥ liéu dugc thu thap va xir ly bang phan mém Stata 18.0. K&t qua:
12 trudng hop diéu phdi véi 17 tang. Ngudn hién ngoai tinh chi€ém 58,3%. Trung vi khoang cach 1a 1.139
km. Thai gian van chuyén, thdi gian thi€u mau lanh & nhém ngoai tinh cao hon dang ké (p &lt; 0,001).
Khoang céch cé tuong quan thuan rat manh vdi thai gian van chuyén (r = 0,894; p &lt; 0,001), nhung
khong c6 twong quan co y nghia thdng ké vdi thoi gian thi€u mau lanh. Két ludn: Hoat dong bao quan va
van chuyén tang lién vién thuc hién trén khoang cach l&n nhung van duy tri thdi gian thi€u mau lanh
trong gidi han. Khoang cach anh hudng dén thoi gian van chuyén nhung khong anh hudng dén thai gian
thi€u mau lanh, cho thay hiéu qua clia quy trinh bdo quan va van chuyén tang ctia Bénh vién TWQD 108

va tinh kha thi ctia viéc phan bd ngudn tang trén pham vi toan quéc.

Tir khéa: Bao quan tang; Van chuyén tang; Diéu phdi tang lién vién; Thdi gian thi€u mau lanh.
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LOGISTICS CHARACTERISTICS OF ORGAN PRESERVATION AND
TRANSPORTATION FROM BRAIN-DEAD DONORS FOR
TRANSPLANTATION AT 108 MILITARY CENTRAL HOSPITAL

LE TRUNG HIEU", LE ANH VAN ™", NGUYEN TH| XUAN LINH "
NGUYEN THI THUY LINH ', QUACH THIHA ", LE VAN THIEN

"Trung td&m Ghép mo va bo phan cao thé ngudi, Bénh vién Trung uong Quéan doi 108
* Tac gia lién hé: Lé Anh Van (leanhvan.hmu@gmail.com)

ABSTRACT
Objective: To describe the logistics characteristics of organ procurement and transportation from
brain-dead donors for transplantation at 108 Military Central Hospital and to evaluate the relationship
between transportation distance, transport time, and graft cold ischemia time. Methods: A
retrospective cross- sectional study was conducted on 12 cases of organ preservation and
transportation from January 2025 to May 2026. Data were collected and analyzed using Stata version
18.0. Results: A total of 12 organ procurement cases involving 17 organs were included. Donors from
outside the local province accounted for 58.3% of cases. The median transportation distance was
1,139 km. Both transport time and cold ischemia time were significantly longer in the interprovincial
group than in the local group (p &lt; 0.001). Transportation distance showed a very strong positive
correlation with transport time (r = 0.894; p &lt; 0.001), but no statistically significant correlation with

cold ischemia time was observed.

Conclusions: Interhospital organ preservation and transportation were successfully performed over
long distances while maintaining cold ischemia times within acceptable limits. Although transportation
distance significantly affected transport time, it did not significantly influence cold ischemia time,
demonstrating the effectiveness of the organ preservation and transportation protocols implemented
at 108 Military Central Hospital and supporting the feasibility of nationwide organ allocation and

sharing.

Keywords: Organ preservation; Organ transportation; Inter-hospital organ allocation; Cold ischemia

time.
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KIEN THU’C, THAI BO VE HIEN TANG TU’ NGU’O'l CHET NAO
CUA NHAN VIEN Y TE TAI BENH VIEN TWQPD 108

LE TRUNG HIEU, LE ANH VAN, NGUYEN TH| XUAN LINH ™*, NGUYEN TH| THUY LINH ', QUACH THI HA ",
LE VAN THIEN ", THAN THI PHUQONG 2, CU THI KHANH VAN ¢ ,NGUYEN TH| MAI*, NGUYEN TH| TUYET HANG *
"Trung td&m Ghép mo va bo phan co thé ngudi, Bénh vién TWQD 108.

2Vién LAm sang cac Bénh truyén nhiém, B&nh vién TWQD 108.

3 KhoaY hoc C& truyén, Bénh vién TWQD 108.

4Trung tdm Kham bénh da khoa va diéu tri theo yéu cau, Bénh vién TWQD 108.

* TAc gia lién hé: Nguyén Thi Xuan Linh (leanhvan.hmu@gmail.com)

TOM TAT
Muc tiéu: Danh gia kién thirc, thai do vé hién tang sau chét ndo cia nhan viény té (NVYT) tai Bénh vién
Trung uong Quan doi 108 (TWQD 108) va phan tich mét so yéu to lién quan. Phuong phap: Nghién clitu
mo ta cat ngang c6 phan tich dugc thyc hién trén 438 NVYT tif thang 3 - 7/2026. Dit liéu thu thap bang
bd cau hoi tu dién da duoc kiém dinh.

Két qua: NVYT co ty Lé tra Loi dung cao ddi vdi cac cau hoi quy dinh phép luat vé chan doan chét ndo
(>95%) va tinh khéng hdi phuc ctia chét ndo (95,9%). Tuy nhién, kién thirc vé tiéu chudn va nai cép thé
hiéntang con han ché (48,6% va 50,9%). Diém thai do vé hién tang khéa cao, véi diém trung binh cao nhét
& nhan dinh &quot;Hién tang tir ngudi cho chét ndo la hanh dong nhan dao&quot; (4,30 = 1,03). Diém
ki€n thirc va thai do co lién quan dén kinh nghiém cham s6c ngudi hi€n chét ndo va tham gia truyén
thong n6i bod (p < 0,05). K&t luan: NVYT tai Bénh vién TWQD 108 c6 kién thirc va thai do tich cuc vé hién
tang tir ngudi hi€n chét ndo, tuy nhién van con ton tai khoang tréng vé chan doan chét ndo va quy dinh
dang ky hién tang. Can tdng cudng dao tao chuyén mén va truyén théng thudng xuyén nham phat trién
nguon tang hién.

T khéa: Chét ndo; Hién tang sau chét ndo; Nhan viény té; Kién thirc; Thai do.
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KNOWLEDGE AND ATTITUDES TOWARD DONATION
AFTER BRAIN DEATH AMONG HEALTHCARE PROFESSIONALS
AT 108 MILITARY CENTRAL HOSPITAL

LETRUNG HIEU ", LE ANH VAN ', NGUYEN THI XUAN LINH ™*, NGUYI:EN THI THUY LINH ', QUACH THIHA ",
LE VAN THIEN ", THAN THI PHUQONG 2, CU THI KHANH VAN ¢ ,NGUYEN TH| MAI*, NGUYEN TH| TUYET HANG *
"Trung td&m Ghép mo va bo phan co thé ngudi, Bénh vién TWQD 108.

2Vién LAm sang cac Bénh truyén nhiém, B&nh vién TWQD 108.

3Khoa Y hoc C6 truyén, Bénh vién TWQD 108.

4Trung tdm Kham bénh da khoa va diéu tri theo yéu cau, Bénh vién TWQD 108.

* TAc gia lién hé: Nguyén Thi Xuan Linh (leanhvan.hmu@gmail.com)

ABSTRACT
Objective: To assess the knowledge and attitudes toward organ donation after brain death among
healthcare professionals at 108 Military Central Hospital, Vietnam, and to identify factors associated
with knowledge and attitudes.

Methods: A cross-sectional analytical study was conducted among 438 healthcare professionals
between March and July 2026. Data were collected using a previously validated self-administered
questionnaire. Results: Participants demonstrated good knowledge of several fundamental aspects of
brain death and organ donation. More than 95% correctly recognized the legal framework for brain
death determination and the irreversible nature of brain death. However, knowledge gaps remained
regarding the diagnostic criteria for brain death (48.6%), and organ donor registration sites (50.9%).
Overall, participants exhibited positive attitudes toward organ donation after brain death. The highest
mean attitude score was observed for the statement “Organ donation after brain death is a
humanitarian act” (4.30 + 1.03). Knowledge and attitude scores were significantly associated with
experience in caring for brain-dead donors and participation in institutional educational activities (p
&lt; 0.05). Conclusion: Healthcare professionals at 108 Military Central Hospital demonstrated
generally good knowledge and positive attitudes toward organ donation after brain death. Nevertheless,
important knowledge gaps remain regarding brain death determination and organ donor registration.
Strengthening professional training and regular educational activities may improve donor

identification, family counseling, and the development of organ donation from brain-dead donors.

Keywords: Brain death; Deceased donation; Healthcare professionals; Knowledge; Attitude.
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‘GHEP THAN TU’ NGU'O'I HIEN CHET NAO
CO TON THU'O'NG CAU THAN MAN TiNH NGHI FSGS:
BAI HOC TU’ HAI THAN CUA CUNG MOT NGU’O'l HIEN

LE THI HONG VU, DO DINH KHOA, TRUONG HOANG MINH

Pat van dé: Ghép than tir ngudi hi€n chét ndo vdi tieéu chudn ma rong la giai phap gilip cho ngudi bénh
suy thdn man giai doan cudi c6 co hdi dugc ghép tang trong bdi canh thi€u hut nguén tang hién hién nay.
Gia tri tién lugng cla sinh thiét than ngudi hién con nhiéu tranh luan; cac bat thuong mo hoc can dugc
danh gia cung dac diém ldm sang clia ngudi hi€n va tirng than thay vi str dung nhu tiéu chuan loai bo
tang don déc [1-3] . Chung toi bdo céo két cuc 9 thang cua hai than tir cing mot ngudi hién chét ndo cé
tén thuong cau than man tinh nghi xo hdéa cau than khu trd ting vung (focal segmental
glomerulosclerosis — FSGS) vd&i mirc dé tén thuong md hoc khac nhau va giai phdu md hoc than cua
ngudi hién.

Phuong phap danh gia: Hoi c(ru, mé ta 02 truong hgp ghép than tir ngudi hi€n chét nao tai bénh vién
Nhan dan 115 thang 01/2026. Ngudi hién chét ndo la nam, 51 tubi, nhém mau O+, tién s tang huyét ap,
s0i than phai, xuat huyét ndo va tén thuong than cap dé 2 theo KDIGO. Hai than dugc ghép cho hai ngudi
nhan cung nhém mau O+. Ca hai dugc dan nhap bang antithymocyte globulin, duy tri tacrolimus,
mycophenolate mofetil va prednisolone; du phong cytomegalovirus va Pneumocystis jirovecii.

Than trai dugc ghép cho ngudi nhan nir 26 tudi, bénh than man giai doan cudi do dai thdo duong type 1,
tang huyét ap, dang loc mang bung mot nam, HLA mismatch 5/6. Sinh thiét than ngudi hién cé 18 cau
than, trong do 4 cau than xo hda toan bo (22,2%), teo 6ng than 36%, xo héa mo ké 36% va xo hda déng
mach muic dé nhe. Dién tién sau ghép thuan lgi; eGFR tai thang 1, 6 va 9 lan lugt la 50,6; 44 va 50,6
mL/phat/1,73 m>.

Ngudi nhan nhiém CMV vao thang thr 5, dugc diéu tri va gidm lieu MMF. Than phai duoc ghép cho ngudi
nhan nam 19 tudi, loc mau chu ky hai nam, HLA mismatch 5/6. Than c6 s6i 0,8 x 1,0 cm va duoc 3y sdi
ngay trudc ghép. Sinh thiét cé 36 cau than, gom 13 cau than xad hda toan bo (36,1%), 2 cau than xad hda
tirng phan, 1 cau than co liém thé, 12 cau thén tang sinh gian mach; teo 6ng than 39% va ton thuong
déng mach muc do vira. Giai phau bénh két luan viém cau than man, kha ndng do FSGS tién trién. Sau
ghép khoéng ghi nhan bién chirng ngoai khoa sém, nhung chirc nang than phuc hoi kém haon: eGFR thang
th&* nhat 28 va thang th& 5 la 17,4 mL/phuat/1,73 m?. Protein niéu xuat hién tr thang thr 2, dat 1,4 g/24
gio. Khéng ghi nhan bang chirng thai ghép. Theo déi ghi nhan & nudc than ghép doé 2 va sdi nhu mé; dén
thang tht 9 eGFR dao dong 17-22 mL/phut/1,73 m?.
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Ban luan: Hai than tir cing mét ngudi hién co két cuc khéac biét dang ké. Than trai, mac du c6 xa hda cau
than toan bd 22,2% va tén thuong 8ng than-mo ké dang ké, van duy tri chirc nang t6t sau 9 thang. Nguoc
lai, than phai c6 ganh nang tén thuong cau than va mach mau l&n hon, kém protein niéu sém va chic
nang than ghép thap kéo dai. Cac nghién ctru ghép cap than cho thdy mirc d6 tén thuong trén sinh thiét
hai than cung ngudi hién co6 thé khong dong nhat va don doc co kha nang du bao két cuc han ché [2, 4]
. X0 hda cau than &gt;10% cé lién quan vdi tang nguy co mat than ghép dai han, nhung mdc do nguy co
khong tang tuong ng vdi ty L& loai bo tang; do d6é khong nén sir dung mét ngudng xo hoa cau than don
doc dé quyét dinh tir chéi than [5] .

Trong trudng hgp thir hai, tdn thuong cau than man nghi FSGS c6 thé gép phan vao chic nang than ghép

kém, nhung vai trd dong thdi ciia bénh mach mau, soi va tdc nghén dudng niéu khong thé loai trr.

K&t ludn: Tén thuong cau than man nghi FSGS trén than ngudi hién chét ndo khéng nén dugc xem (a
chdéng chi dinh tuyét déi cuia ghép than. Hai than cliia cung mot ngudi hi€én co6 thé khac biét dang ké vé
tén thuong mo hoc va két cuc sau ghép. Quyét dinh chdp nhan tang can dya trén danh gia téng hgp déac
diém ngudi hién va tirng than, bao gom tén thuong cau than, 6ng than — mo k&, mach mau va cac bat
thudng cau trac di kém. Theo déi dai han la cén thiét dé xac dinh y nghia tién lugng cua cac ton thuong

nay.

Tir khéa: ghép than; ngudi hién chét ndo; FSGS; glomerulosclerosis; sinh thiét than ngudi hién;tiéu

chudn ma rong.
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KET CUC NGAN HAN CUA CA GHEP THAN TU’ NGU'O'l HIEN CHET NAO
CO BENH THAN IGA PAU TIEN TAI BENH VIEN NHAN DAN 115

LE QUANG TOAN, POAN DINH DAN, LE THI HONG VU, TRUONG HOANG MINH

Mé& dau: Viéc ti€p nhan tang tr ngudi hién chét ndo (DBD) c6 ton thuong than cép (AKI) trén nén bénh ly
cau than nguyén phat (bénh than IgA) la chién lugc md rong ngudn hién tiém nang nhung dat ra nhiéu
thach thirc vé nguy ca tri hoan chirc nang than ghép (DGF). B4o cdo danh gia dac diém ldm sang va két
cuc ngan han tir chudi ca ghép than DBD dau tién tai B&nh vién Nhan dan 115.

Phuong phap: Bao cdo chudi ca lam sang 02 bénh nhan nhan than ghép thuc hién ngay 31/12/2026 tir
01 ngudi hién DBD (nam, 51 tudi, nhdm mau B+, chét ndo do xuat huyét ndo/tang huyét ap, co AKl va
bénh than IgA khong diéu tri, chan doan xac dinh qua sinh thiét than ghép).

- Ngudinhan 1 (NN1): Nam, 19 tudi, BMI 15.8 kg/m2, loc méau chu ky 16 thang, HLA 3/6, PRA (-).

- Ngudi nhan 2 (NN2): N, 44 tudi, BMI 23.5 kg/m2, loc mau chu ky 60 thang, HLA 5/6, PRA 55% L&p I.
C4 hai déu diéu tri cdm ng bang Anti-Thymocyte Globulin (ATG) va duy tri bang phac d6 3 thuéc
(Tacrolimus + MMF + Steroid). Danh gia bi€n doi Creatinine mau, eGFR, néng d6 day Tacrolimus (C0),
bién c6 DGF va thai ghép dén 06 thang sau phau thuét.

Két qua:

- Chuc nang than ghép:

NN1: Xuat hién DGF. B&énh nhan bai tiét nudc tiéu tot (>2000 mL/ngay tir ngay 3 post-op), tuy nhién toc
dé thanh thai Creatinine hoi phuc cham, duy tri loc mau chu ky hé trg (iHD 1 lan/tuan). Creatinine tai
thoi diém theo doi dat 653 umol/L (eGFR 10 mL/min/1.73).

NN2: Khong xuat hién DGF. Chirc nang than hoi phuc nhanh: Creatinine giam tir 763 umol/L xuéng 248.7
umol/L (ngay 6) va dat 153 umol/L eGFR = 36.7 mL/min/1.73 & ngay 18 post-op.

- An toan & Thai ghép: Nong dé Tacrolimus CO kiém soat 6n dinh trong dai 5-12 ng/mL. Khéng ghi nhan
thai ghép cap hay tlr vong. Ty l&é s6ng con clia ngudi bénh va tang ghép dat 100%.

Két luan:

- Trién khai ghép than DBD tai B&nh vién Nhan dan 115: Chudi ca ghép thanh cong khang dinh ndng luc
lam chu ky thuat ghép than tlr ngudi hién chét ndo (DBD), md ra co hdi gia tdng ngudn tang hién tai trung
tam.

- Thach thire tir ngudi hi€én DBD nguy cad cao (kém AKI): Tén thuong thi€u mau cuc b két hgp réi loan
huyét dong do chét ndo lam tang nguy co'tri hoan chic nang than ghép (DGF): nang luc hoi stc tang, qui
trinh phau thuat t6i uu thdi gian thiu mau néng- thiéu mau lanh, ca thé héa phac d6 dan nhap e ché
mién dich (ATG) va qui trinh theo déi chirc ndng than ghép, t6i wu phac dod diéu tri ic ché mién dich
chéng thai ghép than.
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- Nguy co tir tang ghép c6 bénh ly cau than nguyén phat (IgA): Nén bénh IgA lam giam chirc nang than
ghép va tri hoan thoi gian hoi phuc cia manh ghép. Ghép than tir ngudi hi€n chét ndo cé bénh than IgA
c6 thé dat két qua chirc nang than ghép kha quan, mac du téc dé hoi phuc chirc nang than khac biét
gilra cac ngudi nhan.

Tir khéa: Ghép than chét brain (DBD); Bénh vién Nhan dan 115; Bénh than IgA; Tri hoan chirc nang than
ghép (DGF); Tieu chudn md& réng.
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THACH THU’C NGOAI KHOA VA PIEU TRI MIEN DICH
TRONG GHEP THAN LAN BA: NHAN MOT TRUO'NG HOP TAI
BENH VIEN NHAN DAN 115
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TOM TAT
Muc tiéu: Ghép than la phuong phap diéu tri thay thé than t6i wu cho bénh nhan suy thdn man giai doan
cudi. Ghép than lan ba la mot thach thire rat ldn va hi€m khi dugc thue hién tai Viét Nam do do phirc tap
vé phau thuat, nguy co man cam mién dich cao va tinh trang b4t thudng mach mau. Chung téi bdo céo
két qua budc dau mot truong hop ghép than lan ba thanh cong tlr ngudi hién séng tai Bénh vién Nhén
dan 115.

Bénh nhan va phwong phap: Bdo cdo ca bénh . B&nh nhan nam, 57 tudi, tién sir tang huyét ap va suy
than giai doan cudi. Bénh nhan tirng ghép than lan 1 ( t&r ngudi hién khdng cling huyét théng) cach day
12 ndm vao hé chau phai (bi cat b than ghép ngay sau dé do thai ghép t8i cap) va ghép than lan 2 (ciing
tir nguoi hién khong cuing huyét thdng) cach day 10 nam vao hé chau trai tai mét trung tdm khac. Cach
day 2 nam, than ghép th& hai mat chirc nang do thai ghép man tinh, bénh nhan quay lai loc mau chu ky
va gilt nguyén than ghép trai tai chd. B&nh nhan dugc danh gia tién ghép lan ba vdi chi s6 man cdm HLA:
PRA LGp | la 46%, PRA L&p Il la 0%, k&t qua phan ng chéo (crossmatch) Am tinh. Chup cat l&p vi tinh
mach mau (CT-A) hé mach mau bung chau ghi nhan voi hda rai rac thanh mach. Bénh nhan dudgc tién
hanh ghép than lan ba tir ngudi hi€n séng la vg clia bénh nhan, 47 tudi, mismatch 3/6, than ghép datvao
hdé chau phai ngoai phidc mac. Vi tri théng ndi tinh mach than vdi tinh mach chau chung phai, dong
mach than vdi ddng mac chau chung phai nai it mang xo vira nhat, cdm niéu quan vao bang quang theo
Lich - Gregoir c6 dat théng JJ. Trong qua trinh phau tich mach mau va bang quang khé khan vi dinh sau
m®& cii. Cudc phau thuat va hau phau dién ra thanh céng, chirc nang than ghép hoi phuc tét trd vé binh
thuong sau 7 ngay. Tuy nhién, ngay th* 8 hau phiu xuét hién thai ghép thé dich, xuat hién khang thé
khang HLA ngudi hién. Nguodi bénh duoc loc huyét tuong va st dung IVIG sau dé 6n dinh, chirc ndng
than trd vé binh thudgng va xuat vién 2 tuan sau dé .

K&t luan: Ghép than lan th( ba la gidi phap kha thi cho bénh nhén suy than giai doan cudi cé tién sirthai
ghép nhiéu lan. Sy chuan bi ky vé mién dich cling

nhu ky thuat ngoai khoa ti mi la yéu té quyét dinh thanh cong.

T khéa: Ghép than dn ba, Man cdm HLA, PRA, Crossmatch, Vi héa mach méu chau, Bénh vién Nhan
dan 115.
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ABSTRACT

Objective: Kidney transplantation remains the optimal renal replacement therapy for end-stage renal
disease (ESRD). Third-time kidney re-transplantation is extremely challenging and rarely performed in
Vietnam due to surgical complexity, high immunological sensitization, and severe vascular
calcification associated with long-term dialysis. We report a successful case of a third- time
living-donor kidney transplant at People’s Hospital 115.

Patient and method: Case report: 57-year-old male patient with a history of hypertension and ESRD
presented for evaluation. He had undergone afirst kidney transplant 12 years prior in the rightiliac fossa
(necessitating immediate graft nephrectomy due to hyperacute rejection) and a second living-donor
transplant 10 years prior in the left iliac fossa at another center. Two years ago, the second allograft
failed due to chronic rejection, requiring maintenance hemodialysis while retaining the left graft in situ.
Pre-transplant immunological evaluation revealed panel-reactive antibody (PRA) Class | of 46%, Class
Il of 0%, and a negative donor-recipient crossmatch. Computed tomography angiography (CTA)
demonstrated scattered calcifications of the abdominopelvic vascular walls. The patient underwent a
third kidney transplant from a living donor - his 47 year old wife with a 3/6

Mismatch: the graft was placed in the right iliac fossa in an extraperitoneal position. The renal vein and
renal artery are anastomosed to the right common iliac vein and right common iliac artery, respectively,
at the site with the least atherosclerotic plaque; ureterovesical reimplantation is performed using the
Lich - Gregoir technique with the placement of a JJ stent. The dissection of the iliac vessels and bladder
was difficult due to adhesions from previous surgery. The surgery and postoperative period were
successful, and the transplanted kidney’s function recovered well, returning to normal after 7 days.
However, on the eight postoperative day, antibody mediated rejection occured, with the appearance of
donnor specific anti - HLA antibodies. The patient underwent plasmapheresis and received IVIG (
Intravenous Immunoglobulin); subsequently, their condition stabilized, renal function returned to
normal, and they were discharged two weeks later. Conclusion: A Third kidney transplant is a viable
option for ESRD patients who have a history of multiple transplant rejections. Thorough immunological
preparation and meticulous surgical technique are the desicive factors for success.

Keywords: Third kidney transplantation, HLA sensitization, PRA, Crossmatch, Pelvic vascular

calcification, Peope’s Hospital 115.
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Thudng vu Ban chap hanh Hoi Tiét niéu — Than hoc Viét Nam

Lién hé: Bs CKll Taj Phuong Dung, BT: 0903365722, email: taphuongdung@yahoo.com

Bénh thdn man (CKD) dang trd thanh mot ganh nangy té toan cau, la moét trong cac nguyén nhan gay tor
vong hang dau trén thé gidi. Mot thach thic Ldn trong quan ly CKD 1a bénh thudng dugc phat hién & giai
doan mudn, khi chifc ndng than da suy gidam dang ké va nguy ca bién ¢6 tim mach tang cao. Cac dir liéu
cho thdy chan doan sém gilp lam cham dang ké t6c do suy giam chirc nang than, giam nguy co tién
trién dén bénh than giai doan cudi (ESKD) can diéu trj thay thé than. Tai Viét Nam, viéc phat hién va diéu
tri sém con mangy nghia rat ldn gidm ganh nang chay than cho hé théngy té va gidm ganh nang kinh té.
Vivay, muc tiéu quan trong nhat trong chién luge quan ly CKD la phat hién sém, diéu tri ni khoa t6i wu
ngan ngira ti€én trién bénh dén thay thé than.

Theo khuyé&n cdo KDIGO va Bd Y té&, cac dbi tugng nguy co cao can dugc tam soat thudng quy bang ca
eGFR va ti s6 albumin/creatinin niéu (UACR). Viéc phoi hop danh gida eGFR va UACR gitip nhén dién sém
céc bénh nhan co6 nguy co tim-than cao ngay tir cac giai doan dau ctia CKD, tlr do ti vu hda chién lugc
diéu tri.

Sau khi ch&dn dodn, diéu tri CKD can dudgc tiép can toan dién nham bao vé déng thoi than va tim mach.
Cac bién phap nén tang bao gom thay déi 16i song, kiém soat huyét ap, dudng huyét, lipid mau va diéu
tri cac bién chirng di kém. KDIGO 2024 nhan manh ba tru cét diéu tri nén tang cho da s6 bénh nhan CKD
gom: SGLT2 inhibitor (SGLT2i), RAS inhibitor (RASI) va statin. Trong nhirng nam gan day, SGLT2i da tr&
thanh mét thanh phan c6t 16i trong quan ly CKD. Theo KDIGO va Huéng dan quan ly Hoi chirng tim mach
than-chuyén hoa (CKM) 2026, SGLT2i la liéu phép diéu tri nén tang cung RASi cho bénh than man bat ké
c6 hoac khéng dai thao dudng. GLP1-RA va non-steroid MRA (& liéu phap diéu tri b sung & bénh than
dai thdo dudng néu UACR con cao dai dang sau diéu tri phéi hgp RASi+SGLT2i. Cac huéng dan hién nay
khuyén céo khdi tri SGLT2i cho bénh nhan CKD phii hop tir ngudng eGFR 220 mL/phut/1,73m?. Dong
thai, SGLT2i dugc tiép tuc duy tri cho dén khi bénh nhan phai loc mau hoac ghép than.

Khi bénh tién trién dén giai doan cudi, diéu tri thay thé than bang loc mau hoac ghép than trd thanh lya
chon can thiét. Tuy nhién, nguy co tim mach van tiép tuc la nguyén nhan t&* vong hang dau & cac nhém
bénh nhan nay. D liéu trinh bay tai ERA 2026 cho thdy SGLT2i c6 tiém nang mang lai lgi ich tim mach va
gidm nguy co tlr vong & bénh nhan chay than nhan tao, déng thdi duy tri ho sd an toan thuén Lgi. Sau
ghép than, bénh nhan van d8i mat vSi nguy co cao vé bénh tim mach, dai thado dudng sau ghép va suy
gidm chl’c nang than ghép. Cac bang ching budc dau cho thay diéu tri SGLT2i & bénh nhan ghép than
c6 thé gitp giam tir vong, bién c6 tim mach chinh va bién c6 than ma khong lam gia tang nguy co thai

ghép hoac cac bién co bat Lgi nghiém trong.
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Tém lai, bénh than man can dugc quan ly lién tuc trén toan bd hanh trinh bénh tir tdm soat sém, chén
doéan chinh xac, diéu tri ndi khoa t8i uu, dén giai doan loc mau va hau ghép than. Phat hién sém bang
eGFR va UACR, két hap céc liéu phap bao vé tim-than nén tang. SGLT2i c6 hiéu qua lam cham tién trién
bénh, giam bi€n c6 tim mach & bénh nhan dang diéu tri ndi khoa hoadc sau ghép than va cai thién tién
lvong lau dai cho bénh nhan.

Tir khéa: Bénh than man, CKD, UACR, SGLT2i, loc mau, ghép than, bién c6 tim mach, bao vé

tim-than-chuyén hoa.
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Bénh nhan méac bénh than man tinh (Chronic Kidney Disease — CKD), dic biét la nhirng ngudi dang diéu
trj bang loc mau chu ky, cé nguy cd cao mac cac bénh nhiém trung, dan dén tang ty l& nhap vién, bién
ching va tlr vong. Trong dé, cim mua, viém phéi do phé& cau va nhiém virus hgp bao hé hap (RSV) la
nhirng nguyén nhan thudng gap nhung c6 thé phong ngira hiéu qua bang tiém chang.

Suy gidm chirc nang mién dich la dac diém phé bién & bénh nhan CKD, lam giam kha nang tao dap Gng
mién dich sau tiém vaccin. B&n canh dé, mét s& bénh nhan con phai s dung cac thuéc Uc ché mién
dich, cang lam suy gidm hiéu qua bao vé cla vaccin. Do do, khi xdy dung chién luge tiém chung cho
bénh nhan CKD can can nhéc dén kha nang dap &ng huyét thanh gidm dé lwa chon loai vaccin, liéu
lwgng va lich tiém phu hgp. Mac du dap ¢ng mién dich cé thé thap hon so véi ngudi khde manh, tiém
ching van dugc chirng minh & an toan va mang lai lgi ich dang k& & b&nh nhan CKD. Vi vay, cac khuyén
cdo y té hién hanh déu nh&n manh viéc trién khai tiém ching day di nham giadm ty [& méac bénh, nhap

vién va tir vong do cac bénh nhiém trung cé thé phong ngira bang vaccin.

O bénh nhan ghép than, liéu phap tc ché mi&n dich kéo dai tiép tuc lam suy giam dép ¢ng mién dich déi
véivaccin. Tuy nhién, tiém chiing van cé thé tao mién dich bao vé & mot ty & dang ké ngudi bénh. Ngugc
lai, vaccin séng giam doc luc thudng chdng chi dinh & bénh nhan sau ghép than do nguy co gay bénh
lién quan dén vaccin. Nhin chung, cac vaccin bat hoat dugc khuyén céo tiém sau ghép than khoang 6
thang, khi mic d6 &rc ché mién dich da gidm so vdi giai doan sém sau ghép. Tuy nhién, khuyé&n céo nay
déi khi khéng phu hgp vdi lich tiém phong theo mua va c6 thé dan dén bd |& co hdi bao vé ngudi bénh.
Cac nghién cttu cho thay vaccin cum béat hoat c6 thé dugc tiém sém tir 4 tudn sau ghép tang ma khong

lam tang nguy ca bién ching, dac biét trong bdi canh mua dich cum.

Tém lai, & tat ca bénh nhan mac bénh than man tinh, bao gém ca ngudi dang loc mau va ngudi da ghép
than, viéc thuc hién day du cac khuyén céo tiém chang la mot bién phap quan trong nham gidm ganh
nang nhiém trung. Viéc b |& cac mii tiém duoc khuy&n cdo déng nghia véi viéc bd 16 co hdi phong ngira

cac bién chirng nhiém trung nghiém trong va cai thién tién lugng lau dai cho ngudi bénh.
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Patients with chronic kidney disease (CKD), especially those undergoing hemodialysis, are at high risk
of infections, leading to increased hospitalizations, complications, and mortality. Influenza,
pneumococcal pneumonia, and respiratory syncytial virus (RSV) infections are common but

preventable causes of infection through vaccination.

The immune system is weakened in CKD, reducing vaccination efficacy. Furthermore, some patients
require immunosuppressive drugs, further diminishing the protective efficacy of vaccines. Therefore,
when developing vaccination strategies for CKD patients, the potential for reduced serological
response should be considered to select the appropriate vaccine, dosage, and schedule. Although the
immune response may be lower than in healthy individuals, vaccination has been shown to be safe and
provide significant benefits in CKD patients. Therefore, current medical recommendations emphasize
the implementation of full vaccination to reduce morbidity, hospitalization, and mortality from

vaccine-preventable infections.

In kidney transplant patients, prolonged immunosuppressive therapy further diminishes the immune
response to vaccines. However, vaccination can still provide protective immunity in a significant
proportion of patients. Conversely, live attenuated vaccines are generally contraindicated in
post-kidney transplant patients due to the risk of vaccine-related disease. Overall, inactivated vaccines
are recommended approximately 6 months after kidney transplantation, when immunosuppression
levels have decreased compared to the early post-transplant period. This approach may conflict with
seasonal vaccinations, which are often omitted. Studies show that inactivated influenza vaccines can
be administered as early as 4 weeks after organ transplantation without increasing the risk of

complications, especially during flu season.

In summary, for all patients with chronic kidney disease, including those undergoing dialysis and those
who have received kidney transplants, full adherence to vaccination recommendations is crucial to
reducing the burden of infection. Missing recommended vaccinations means missing opportunities to

prevent serious infectious complications and improve long-term prognosis for patients.
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TOM TAT
Thiéu hut ngudn than hién la rao can l&n clia ghép than, kéo dai thoi gian chd va lam tang nguy co tiy
vong & bénh nhan bénh than man giai doan cudi. Ghép than di loai tir lgn bién déi gen da budc vao
nghién ctru ld&m sang trén ngudi, ma ra trién vong bd sung ngudn tang. B4o céo téng quan nhirng tién bd
va rao can trong chuyén giao phuang phép nay sang thuc hanh lam sang.

Chinh slra gen gilp loai bd céac khang nguyén carbohydrate chii dao clia lon va bd sung gen ngudi diéu
hoa b6 thé, déng mau va dap &ng mién dich bam sinh, qua dé gidm thai ghép t6i cap va tén thuong noi
mé. Cac chién lugc Uc ch& mién dich, dac biét phong bé truc déng kich thich CD40-CD154, gép phan
kiém soat thai ghép sém. T ndm 2021, nghién cttu trén ngudi chét ndo da cung cap bang chirng vé chirc
nang va dap &ng mién dich ctia than lon trong co thé ngudi. Nhirng ca ghép tiép theo trén ngudi séng ghi
nhan chirc ndng manh ghép va kha nang déc lap loc mau nhiéu thang, ggi ma vai tro cau ndi tdi ghép
than nguai.

Tuy nhién, thai ghép t& bao, t6n thuong qua trung gian khang thé, hoat héa mién dich badm sinh va bénh
vi mach huyét khéi van la nhirng rdo can quan trong. Nhiém trung [dam han ché& kha nang duy tri &c ché
mién dich. Tuong hop sinh ly dai han, nguy co lay truyén tac nhan ti lon va yéu cau dao dic, phap ly can
dugc danh gia chat ché.

Ghép than dj loai van L3 liéu phap nghién clu. L'J’ng dung lam sang doi héi lva chon ngudi nhan phu hop,
kiém soat chat lugng cd quan ngudn, chuan héa danh gia manh ghép va giam sat an toan sudt doi.

Tir khéa: ghép than dj loai; lgn bién déi gen; trc ché mién dich; bénh vi mach huyét khdi; an toan sinh

hoc.
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ABSTRACT
The shortage of donor kidneys remains a major barrier to kidney transplantation, prolonging waiting
times and increasing mortality risk in patients with end-stage kidney disease. Kidney
xenotransplantation from genetically modified pigs has entered human clinical investigation, offering a
potential additional organ source. This report reviews advances and barriers to translating this
approach into clinical practice.

Gene editing removes major porcine carbohydrate antigens and introduces human genes regulating
complement, coagulation, and innate immune responses, thereby reducing hyperacute rejection and
endothelial injury. Immunosuppressive strategies, particularly blockade of the CD40-CD154
costimulatory pathway, contribute to controlling early rejection. Since 2021, studies in deceased
human recipients have provided evidence of porcine kidney function and immune responses in
humans. Subsequent transplants in living recipients have demonstrated graft function and dialysis
independence lasting several months, supporting a potential role as a bridge to kidney
allotransplantation.

However, cellular rejection, antibody-mediated injury, innate immune activation, and thrombotic
microangiopathy remain important barriers. Infection limits the ability to maintain adequate
immunosuppression. Long-term physiological compatibility, transmission of porcine pathogens, and
ethical and regulatory requirements require careful assessment.

Kidney xenotransplantation remains investigational. Clinical application requires appropriate recipient
selection, quality control of source organs, standardized graft assessment, and lifelong safety

surveillance.

Keywords: kidney xenotransplantation; genetically modified pigs; immunosuppression; thrombotic
microangiopathy; biosafety.
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TO1 U'U HOA PHAN TANG NGUY CO’ & LU’A CHON
PHAC PO DAN NHAP TRU'G'C GHEP THAN

NGUYEN DUY BIEN

TOM TAT
Muc tiéu:
Téng hop va xay dung khung hudng dan thuc hanh lAm sang vé phan tang nguy co trudc ghép than. Danh
gia hiéu qua, dé an toan va dit liéu dugc kinh té& clia cac liéu phap dan nhap chu phau.
Phuwong phap:
B&o cdo tdng hop va phan tich di¥ liéu tir cac hudng dan lAm sang uy tin (KDIGO, NICE TA348, BTS), cac
nghién cltu phan tich gop va thr nghiém lam sang ngau nhién ddi chirng.
Két qua:
Nhém nguy co thap: Basiliximab gitp gidm 47% nguy cad thai ghép cap (OR = 0,53; p < 0,001) so Vi
khéng dan nhap. Phéi hgp Basiliximab vdi Tacrolimus ligu thap (target 3-7 ng/mL) va MMF dat ty & thai
ghép cap BPAR thap nhat (12,3%) va mic loc cadu than eGFR & méc 12 thang cao nhat (65,4
mL/phuat/1,73m?), vuot trdi rd rét so véi phac do Cyclosporine hay Sirolimus.

Nhém nguy co trung binh: Linh hoat lva chon gitra Basiliximab hodc rATG liéu thich (ng (3,0-4,5
mg/kg) gitp dat hiéu qua nglra thai ghép tuong duong liéu cao .

Nhém nguy cd cao & man cam: rATG liéu chuén (4,5-6,0 mg/kg) hoac Alemtuzumab ké&t hop quy trinh
gidi man cdm chu phau (PEX, IVIG, Rituximab) va dy phong CMV/PCP bat budc gitip kiEm soat hiéu qua
thai ghép. Thuc tién tai Bénh vién Chg Réy dat ty & sGng con than ghép 1 ndm > 98%.

Két luan:

DPanh gia nguy co toan dién két hgp gitra chi s6 mién dich (cPRA, MFI DSA) va yéu t6 lam sang (loai ngudi
hién, CIT) la co s& nén tang dé ca thé hda phac dd dan nhap.

Basiliximab la liwa chon tiéu chuén vang cho nhdm nguy ca thap dén trung binh nhd hiéu qua bao ton
eGFR, gidm thai ghép va do an toan tuyét déi.

rATG lieu thich i’ng nguy co mang lai hiéu qua t8i wu cho nhdm nguy co cao ma van kiém soét tot cac
bién ching chu phau.

Tu khéa: DAn nhap, ghép than.
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TO1 U'U HOA PHAN TANG NGUY CO’ & LU’A CHON
PHAC PO DAN NHAP TRU'G'C GHEP THAN

NGUYEN DUY BIEN

ABSTRACT
Objectives:
To establish a structured clinical framework for pre-transplant risk stratification.To evaluate the clinical
efficacy, safety, and pharmacoeconomic data of perioperative induction agents to individualize
immunosuppressive therapy.
Methods:
Evidence was synthesized from clinical practice guidelines (KDIGO, NICE TA348, BTS), meta-analyses,
and randomized controlled trials.
Results:
Low-Risk Group: Basiliximab (20 mg on Days 0 and 4) reduced acute rejection risk by 47% (OR =0.53; p
< 0.001) compared to no induction. Combined with low-dose Tacrolimus (target 3-7 ng/mL) and MMF,
Basiliximab achieved the lowest BPAR rate (12.3%) and the highest 12-month eGFR (65.4
mL/min/1.73m?), significantly outperforming Cyclosporine or Sirolimus regimens.

Moderate-Risk Group: Flexible selection between Basiliximab and risk-adapted low-dose rATG
(3.0-4.5 mg/kg) provided equivalent anti-rejection efficacy.

High-Risk & Sensitized Group: Standard-dose rATG (4.5-6.0 mg/kg) or Alemtuzumab combined with
desensitization (PEX, IVIG, Rituximab) and mandatory CMV/PCP prophylaxis effectively controlled
acute rejection. Clinical practice at Cho Ray Hospital demonstrated a 1-year graft survival rate of > 98%.
Conclusion:

Comprehensive pre-transplant risk stratification integrating immunological (cPRA, MFI DSA) and
clinical parameters (donor type, CIT) is mandatory for tailoring induction therapy.

Basiliximab remains the gold standard for low-to-moderate risk recipients by preserving long-term
eGFR and offering superior safety.

Risk-adapted rATG optimizes outcomes in high-risk patients while minimizing adverse events.
Keywords: Induction, kidney transplantation.
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U'NG DUNG CHIEN LU'Q’C LAY MAU GIO'I HAN
TRONG TDM THUOC TACROLIMUS O’ BENH NHAN
SAU GHEP THAN GIAI POAN SOM

ThS. BSCK2. Ngb Trong Vinh, BVQY175

TOM TAT

Muc tiéu: nghién clru dugc dong hoc tacrolimus trong 3 thang dau sau ghép than, ching toi thuc hién
nghién cru hoi cu trén 126 bénh nhan ghép than tir nguai hién séng cé day da dir liéu vé néng do. liéu
tacrolimus va chlrc ndng than tai 3 thai diém: hau phau ngay 7, khi ra vién va sau ghép 3 thang. Dong thai
chon 11 bénh nhén v@i ban dau déanh gia chuyén héa thudc nhanh dua vao ty & C/D <1,05, dé khao séat
dugc dong hoc chuyén sau, thuc hién theo déi AUC,—,, dugc tinh bang phuong phap dién tich hinh
thang tr 10 thai diém &y mau: CO, C0,5, C1, C1,5, C2, C3, C4, C6, C9va C12. T4t ca bénh nhan sirdung
tacrolimus gidi phdng nhanh cung mot hang trong nam dau sau ghép; nong dé thudc mau toan phan
dugdc do bang phuong phap ECLIA.

Két qua: Ty s6 C/D cua tacrolimus bién thién rd rét trong 3 thang dau sau ghép than. Ty & bénh nhan cé
ki€u hinh chuyén héa nhanh (C/D <1,05) & 52,4% vao ngay 7, 50,8% khi ra vién va giam con 13,5% tai
thang th 3. Theo thdi gian, bénh nhan sau ghép than cé xu hudng chuyén tir ki€u hinh chuyén hoéa
nhanh sang khéng nhanh.

O 11 bénh nhan dugc khao sat dugc dong hoc chuyén sdu, nhém chuyén héa nhanh (C/D <1,05; n=5)
c6 nhu cau liéu tacrolimus cao hon so vdi nhém khéng chuyén héa nhanh (7,70 = 0,45 so vé6i 6,25 = 0,99
mg/ngay), trong khi AUC;—,, khong khéc biét c6 y nghia thdng ké gilra hai nhdm (142,5 + 44,7 so vdi 168,4
+ 54,8 ng-h/mL; p=0,537).

O nhom chuyén héa nhanh (n=5), C/D trung binh 14 0,833 + 0,178, liéu tacrolimus 7,70 = 0,45 mg/ngay,
C0 6,40 = 1,36 ng/mL, AUC;—,, 142,52 + 44,69 ng-h/mL, Cmax 22,66 + 7,33 ng/mL va Tmax trung binh
khoang 1,7 gio. Bac biét, CO cé tuong quan rat yéu vdi AUC,—,, (r=0,182; p=0,770), trong khi cadc nong do
sau uéngtlr C1,5 dén C4 c6 tuang quan manh véi AUC.

K&t luan: kiéu hinh chuyén hoéa xac dinh dya trén C/D trong giai doan sém sau ghép chua 6n dinh va
khong nén dugc xem la dac tinh co dinh clla bénh nhén. Ty lé C/D thap phan anh nhu cau liéu cao nhung
khéng déng nghia v&i phai nhiém tacrolimus thap khi danh gia bang AUC. &' nhém chuyén héa nhanh,
CO0 don dbc c6 thé chua phan anh day di dac diém phai nhiém tacrolimus, va danh gia bé sung AUC
cung cac théng s& Cmax/Tmax c6 tiem nang ho trg ca thé héa TDM.
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APPLICATION OF LIMITED SAMPLING STRATEGY
IN TACROLIMUS THERAPEUTIC DRUG MONITORING IN PATIENTS
DURING THE EARLY POST-KIDNEY TRANSPLANT PERIOD

ThS. BSCK2. Ngb Trong Vinh, BVQY175

ABSTRACT
Objective: To investigate the pharmacokinetics of tacrolimus during the first three months after kidney
transplantation, we conducted a retrospective study of 126 kidney transplant recipients from living
donors with complete data on tacrolimus concentrations, doses, and renal function at three time
points: postoperative day 7, hospital discharge, and three months post-transplantation. In addition, 11
patients initially classified as fast metabolizers based on a C/D ratio <1.05 underwent an intensive
pharmacokinetic assessment. The area under the concentration-time curve from 0 to 12 hours
(AUC,—,,) was calculated using the linear trapezoidal method based on 10 sampling time points: CO,
Co0.5, C1, C1.5, C2, C3, C4, C6, C9, and C12. All patients received the same brand of
immediate-release tacrolimus during the first post-transplant year. Whole-blood tacrolimus

concentrations were measured using electrochemiluminescence immunoassay (ECLIA).

Results: The tacrolimus C/D ratio showed substantial variation during the first three months after
kidney transplantation. The proportion of patients with a fast-metabolizer phenotype (C/D <1.05) was
52.4% on postoperative day 7, 50.8% at hospital discharge, and decreased to 13.5% at three months.
Over time, patients tended to transition from a fast-metabolizer phenotype to a non-fast-metabolizer
phenotype.

Among the 11 patients who underwent intensive pharmacokinetic assessment, fast metabolizers (C/D
<1.05; n = 5) required higher tacrolimus doses than non-fast metabolizers (7.70 £ 0.45 vs. 6.25 + 0.99
mg/day). However, AUC—,, did not differ significantly between the two groups (142.5 £ 44.7 vs. 168.4 +
54.8 ng-h/mL; p=0.537). In the fast-metabolizer group (n =5), the mean C/D ratiowas 0.833 +0.178, the
tacrolimus dose was 7.70 = 0.45 mg/day, the trough concentration (C0) was 6.40 = 1.36 ng/mL, AUC,—,,
was 142.52 + 44.69 ng-h/mL, and Cmaxwas 22.66 + 7.33 ng/mL, with a mean Tmax of approximately 1.7
hours. Notably, CO showed a very weak correlation with AUC,—,, (r = 0.182; p = 0.770), whereas
post-dose concentrations measured between 1.5 and 4 hours showed strong correlations with AUC.

Conclusion: The metabolic phenotype classified by the C/D ratio during the early post-transplant
period is not stable and should not be regarded as an intrinsic, fixed characteristic of the patient. A low
C/D ratio indicates a higher tacrolimus dose requirement but does not necessarily imply lower
tacrolimus exposure when assessed by AUC. In fast metabolizers, CO alone may not adequately reflect
overall tacrolimus exposure. Additional assessment of AUC and pharmacokinetic parameters such as
Cmax and Tmax may help support individualized therapeutic drug monitoring (TDM).
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KET QUA BU'G’C PAU GHEP THAN TAI
BENH VIEN BPA KHOA TAM ANH

TAC GIA: MAI THI HIEN', NGO QUY CHAU", TRAN DUY ANH', TRAN VAN HINH’,
HOANG ANH DUNG', HA TUAN HUNG', NGUYEN HU'U UGC', NGUYEN VAN KiNH',
NGUYEN QUANG NGHIA?, LE NGUYEN VU? NGUYEN TH| THUY.

1Tbénh vién da khoa Tam Anh

2bénhvién Viét duc

Chiu trach nhiém chinh: Mai Thj Hién

PT: 09838057678; Email: hienmaihanh@yahoo.com hoac hienmaihanh311430@gmail.com

TOM TAT
Patvan dé: Ghép than la phuong phap diéu tri thay thé than suy mang lai chat lwugng cudc séng tot nhat
cho bénh nhan. Tai bénh vién da khoa Tam Anh, v&i su ph&i hgp va chuyén giao ki thuat tir bénh vién Viét
Dirc, da co 4 ca ghép than dugc thuc hién thanh cong. Chung téi tién hanh nghién cu véi muc tiéu mo
ta triéu ching va dién bién lam sang, can lAm sang va bién chiing sau ghép than ctia cac bénh nhan nay.
Doi tugng va phuong phap: bao céo loat ca bénh gom 4 bénh nhan ghép than cung huyét théng, dugc
thuc hién ghép tai bénh vién TAm Anh tir thang 5/2026 dén thang 9/2026.

K&t qua: Bén bénh nhan dugc ghép than tir ngudi cho cung huyét théng c6 do tudi trung binh tir
26.75+3.59, ti & nam/n(r la 1:1. Cac bénh nhan ngudi nhan than va ngudi cho twong déng nhém mau,
hoa hgp HLA lan lugt cac cap la 2/6; 1/6; 3/6 va 3/6, trong do cap sb 3 va so 4 cé DSA duang tinh hiéu
gia thap (MFI <1000). Thuc hién do chéo trudc ghép két qua Am tinh bang ca hai phuong phap CDC va
Flowcytometry. Diéu tri dan nhap sau ghép hai ca dau bang Simulect, hai ca sau bang ATG liéu thap,
diéu tri duy tri phac dd chuéan véi Tacrolimus+MMF+corticoid. K&t qua cac cdp ghép c6 chirc ndng than
h6i phuc hoan toan va 6n dinh sau 3-6 ngay, thi€u mau hoi phuc sdm trong tuan dau tién sau ghép.
Khéng ghi nhan bién ching ngoai khoa. Cac bénh nhan dung nap tét véi thudc tc ch& mién dich. Ca
ghép s6 4 c6 nhiém trung AVG ngay th( 10 sau ghép va dugc mé rut bd AVG vao ngay thit 14 sau ghép,

sau rut khéng con tinh trang nhiém trung
K&t luan: bén ca ghép than tai bénh vién da khoa TAm Anh da thanh céng nhd su chuyén giao ki thuéat tir
bénh vién Viét Dlc va sy ph6i hgp chat ché gilra hai bénh vién. Diéu nay dad md ra thém co hdi cho céac

bénh nhan bénh thdn man tinh giai doan cudi dang dugc theo doi tai bénh vién da khoa TAm Anh.

T khéa: ghép than, cung huyét thong, bénh vién da khoa TAm Anh.
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INITIAL RESULTS OF KIDNEY TRANSPLANTATION
AT TAM ANH GENERAL HOSPITAL

TAC GIA: MAI THI HIEN', NGO QUY CHAU", TRAN DUY ANH', TRAN VAN HINH’,
HOANG ANH DUNG', HA TUAN HUNG', NGUYEN HU'U UGC', NGUYEN VAN KiNH',
NGUYEN QUANG NGHIA?, LE NGUYEN VU? NGUYEN TH| THUY.

1bénh vién da khoa Tam Anh

2bénhvién Viét duc

Chiu trach nhiém chinh: Mai Thj Hién

PT: 09838057678; Email: hienmaihanh@yahoo.com hoac hienmaihanh311430@gmail.com

ABSTRACT
Background: Kidney transplantation is the renal replacement therapy that offers the best quality of life
for patients. At Tam Anh General Hospital, through collaboration and technology transfer from Viet Duc
Hospital, four successful kidney transplants have been performed. We conducted this study to
describe the clinical symptoms, clinical and paraclinical courses, and post-transplant complications
of these patients.

Subjects and Methods: A case series report involving four patients who underwent living-related
kidney transplantation at Tam Anh Hospital between May 2026 and September 2026.

Results: The four recipients of kidneys from living-related donors had a mean age of 26.75 + 3.59 years,
with a male-to-female ratio of 1:1. Recipients and donors shared the same blood type; HLA matching
scores for the pairs were 2/6, 1/6, 3/6, and 3/6, respectively, with pairs 3 and 4 testing positive for
low-titer DSA (MFI <1000). Pre-transplant cross-matching results were negative using both CDC and
flow cytometry methods. Post-transplant induction therapy consisted of Simulect for the first two
cases and low-dose ATG for the latter two; maintenance therapy followed the standard regimen of
Tacrolimus, MMF, and corticosteroids. All transplant pairs achieved complete and stable renal function
recovery within 3-6 days, and anemia resolved early during the first week post-transplant. No surgical
complications were observed. Patients tolerated immunosuppressive medications well. The fourth
transplant recipient developed an AVG infection on postoperative day 10 and underwent surgery to
remove the AVG on day 14; the infection resolved following the removal.

Conclusion: Four kidney transplant cases at Tam Anh General Hospital were successful, thanks to the
transfer of expertise from Viet Duc Hospital and close collaboration between the two institutions. This
achievement opens up new opportunities for patients with end-stage chronic kidney disease currently

under care at Tam Anh General Hospital.

Keywords: kidney transplantation, living-related donor, Tam Anh General Hospital.
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K|-|i§o SAT NGUY CO’ TIM MACH VA BU'6G'C AU XAY DUNG
BANG PIEM U’'NG DUNG LAM SANG DU’A TREN THANG DIEM PREVENT
O’ NGU’0’l BENH SAU GHEP THAN

ThS. Pham Tién Dlng
BV Bach Mai

TOM TAT
Pat van dé: Bién ¢4 tim mach la mét trong nhirng nguyén nhan hang dau anh hudng dén két cuc manh
ghép va ty & sdng con & ngudi bénh sau ghép than. PREVENT, m6 hinh du bao nguy co tim mach thé hé
md&i ctia Hiép hoi Tim mach Hoa Ky (AHA), cé tich hgp chic nang than (eGFR) nén dac biét phu hgp véi
d&i tugng nay. Tuy nhién, tinh &'ng dung tai giudng bénh con han ché&. Méi phuong trinh PREVENT chira
dén 20 hé sb phurc tap, bao gdm ham bac thang ctia huyét 4p, eGFR va sau s6 hang tuong tac vdi tubi.
Su phtrc tap nay khién céc bac silam sang khdng thé tinh nhdm ma bat budc phai phu thudc vao céc
cbng cu tinh toan truc tuyén. Muc tiéu: Chuyén doi mé hinh todn hoc ciia PREVENT thanh mot bang
codng diém thu céng don gian, dam bao phan tang nguy co khdp t6i da véi phuong trinh géc, dong thai
kiém dinh gia tri cia bang diém nay trén quan thé ngudi bénh ghép than tai Viét Nam nham phuc vu
cong tac thuyc hanh va giang day ldm sang.
Phuong phap: Do PREVENT la mot ham tat dinh clia 10 bién dau vao, bang diém dugc xay dung bang
phuong phép Sullivan, suy truc tiép tir cac hé sé da cong bé trén mot quan thé tham chiéu mo phong
gdm 400.000 ca thé ma khong sty dung dir liéu bénh nhén thuc té€. Quan thé ngudi bénh ghép than dong
vai tro la tap kiém dinh ngoai hoan toan doc lap. Thuat toan cai dat PREVENT dugc déi chi€u nghiém
ngat vGi cong thirc tinh truc tuyén chinh thic cdia AHA.
K&t qua: Nghién clru da xay dung thanh céng thang diém PREVENT-VN bao gom diém khdi dau theo gidi
tinh cong thém 9 hang muc, véi tong diém dao déng 0-38. Kiém dinh trén 189 ngudi bénh ghép than tir
30-59 tudi (tudi trung binh 40,2 = 7,4; nam chiém 67,7%) cho thay thang diém phan loai ding mdc nguy
cOo & 166/189 trudng hap (87,8%), ty L& léch khong qua mot mire dat 98,9%. Hé sé kappa co trong s6 1a
0,873 va tuong quan Spearman dat 0,946. Sai s6 tuyét ddi trung vi & muc rat thap (0,50 diém phan tram)
vGi dé léch hé thdng la +0,06 diém phan tram. Dién tich dudi dudng cong (AUC) clia tong diém trong viéc
nhan dién PREVENT 2 7,5% dat 0,975. Cac trudng hgp phén loai sai hdu nhu chi tdp trung & vung sat
ngudng; d6i vdi nhdm bénh nhan cé nguy co cach xa ngudng, ty l& xép dung dat tdi 97,3%.
Két luan: Bang diém cong 9 hang muc da tai tao xuat sac kha ndng phan tang nguy co clia mé hinh
PREVENT gb6c véi d6 dong thuan rat cao. Céng cu nay cho phép céac béac siva hoc vién danh gia nhanh,
chinh xac nguy co tim mach ngay tai giwvdng bénh ma khong can phu thudc vao may tinh hay két ndi
mang, gop phan tdi vu hdéa chién luge quan ly bénh nhan sau ghép.
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PAC PIEM LAM SANG, MIEN DICH VA KET QUA GHEP THAN
TU’ NGU’G’'l CHO SONG TAI BENH VIEN TRUNG U'O'NG THAI NGUYEN

LY THI THOA', DO VAN TUNG', TRAN TUAN TU"?, LE THI HWONG LAN'

'Bénh vién Trung Uong Thai Nguyén
2Truong dai hoc Y dugc Thai Nguyén

MO PAU

Ghép than la phuong phéap diéu tri tdi wu cho bénh than giai doan cudi, giup cai thién chat lugng cudc
song va thdi gian séng con clia ngudi bénh. Viéc danh gia dac diém ngudi cho, ngudi nhan va két qua
ghép c6 y nghia quan trong trong tdi wu hda quy trinh ghép than va theo doi lau dai. Nghién ctru dugc
thuc hién nhdm mé ta dac diém lAm sang, mién dich va két qua budc dau clia cac cap ghép than tai
bénh vién Trung Uong Thai Nguyén.

PHUONG PHAP

Nghién ctfu mo ta hoi ciu trén 48 cap ghép than tir ngudi cho séng. Cac dac diém clia ngudi cho va
ngudi nhan, mdc dé phu hgp HLA, diéu tri ic ch& mién dich, cac bién chirng sau ghép va két qua theo
doi dugc thu thap, phan tich tir h6 so bénh an va dir liéu theo doi sau ghép

KET QUA

Tudi trung binh chia ngudi nhan la 34,1 £ 8,3 tudi, nam gidi chiém 70,8%; nguyén nhan suy than chd yéu
& viém cau thdn man (89,5%). Thdi gian loc mau trudc ghép trung vi la 1 nadm. Ty & ghép lan dau dat
97,9%, tat ca cac truong hgp déu twong hgp nhém mau ABO

Ngudi cho cé tudi trung binh 43,4 = 12,2 tubi, 64,4% la nam gidi va 100% la ngudi cho sdng. Quan hé
huyét théng chiém 52,1%, trong dé cha me chiém ty & cao nhét (45,8%).

Murc dé phu hgp HLA 3/6 g&p nhiéu nhat vdi ty & 50,0%, ti€p theo & 4/6 (27,1%). Diéu tri dan nhap bang
basiliximab (Simulect) dugc s dung & 83,3% trudng hop; toan bd bénh nhan duy tri phac do

tacrolimus, mycophenolate mofetil va corticosteroid.

Sau ghép, ty & chic nang than cham hoéi phuc la 4,2%; khong ghi nhan truong hgp thai ghép cap. Ty &
nhiém khuan, nhiém BK virus, nhiém CMV va déi thdo dudng mdi méc sau ghép lan luot & 8,4%, 10,5%,
2,1% va 2,1%. Thoi gian theo doi trung binh la 6,1 = 3,2 nam. Ty l& mat manh ghép va tr vong lan luot La
4,2% va 2,1%.

KET LUAN

Céc truong hop ghép than trong nghién cttu chd yéu dugc thuc hién tir ngudi cho séng véi mirc do tuong
hop HLA tugng doi tét. KEt qua sau ghép kha quan vdi ty l& chirc nang thdn cham hoi phuc, bién chirng
va mat manh ghép thap, déng thgi khong ghi nhan truong hgp thai ghép cap. Ghép than tir ngudi cho
s6ng la phuaong phap diéu tri hiéu qua va an toan cho bénh nhan bénh than giai doan cudi.

Tir khoa: Ghép than; Ngudi cho séng; HLA; K&t qua ghép than; Uc ché mién dich.

136



NGAY 17/10/2026
PHIEN

~ GHEP GAN 2:
TIEN BO TRONG KY THUAT
GHEP GAN 2




KET QUA BU'G’C DAU TRIEN KHAI GHEP GAN TU’ NGU'O'l HIEN SONG
SU’ DUNG MANH GHEP GAN PHAI TAI BENH VIEN DA NANG:
BAO CAO 5 TRUO'NG HOP PAU TIEN

Nguyén Hoang; Lé Tu Dling; Tran Van Nghia; L& Tudn Anh; L& Ngoc Thai;
Lé Van Thanh; Vi Van Quang; H6 Van Linh; Lé Trung Hiéu

TOM TAT
Muc tiéu:
DPanh gia két qua budc dau trién khai phau thuat ghép gan tir ngudi hién séng (LDLT) s&r dung manh ghép
gan phai.

Déi twgng va phwong phap:

Théng ké loat ca ghép gan tir ngudi hién séng st dung manh ghép gan phai tai Bénh vién Da Nang, ti
thang 10/2025 dén thang 06/2026, dudi su chuyén giao truc tiép tir ddi ngh chuyén gia ghép gan cua
Bénh vién Trung uvong Quan déi 108.

Két qua:

05 bénh nhan dugc ghép gan tir ngudi hién séng sir dung manh ghép gan phai. Do tudi trung binh la:
48,6+14,7 (30-56) tudi; Ty l& nam/ni: 3/2. Chi dinh ghép gan, do HCC c6 2/5 trudng hgp (TH) chiém
40%, do ALCF ¢6 2/5 TH (40%), 1 TH do xd gan mét bu (20%); di€ém MELD trung binh la: 19,0+10,5 (8-35)
diém. C6 2/5 TH sr dung manh ghép gan phai ma& rong, 3/5 TH sir dung manh ghép gan phai cai tién.
Bién chirng sau m&: 2 TH chay mau sau mé phai md lai cdm mau, 02 trudng hgp rdo méat sau md (can can
thiép dat stent duong mat qua ERCP), 1 TH tac déng mach gan (can thiép dat stent déng mach gan),
chua ghi nhan bién chirng thai ghép, t&r vong sau ghép.

Két luan:

Phau thuat ghép gan tir ngudi hién séng sif dung manh ghép gan phai budc dau dugc tién khai tai Bénh
vién Pa Nang c6 két qua kha quan.

Tir khoa: Ghép gan tir ngudi hi€n séng, manh ghép gan phai
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INITIAL OUTCOMES OF LIVING DONOR LIVER TRANSPLANTATION
USING RIGHT LOBE GRAFTS AT DA NANG HOSPITAL:
REPORT OF 05 FIRST CASES

Nguyen Hoang; Le Tu Dung; Tran Van Nghia; Le Tuan Anh; Le Ngoc Thai;
Le Van Thanh; Vu Van Quang; Ho Van Linh; Le Trung Hieu

ABSTRACT
Methods:
A prospective case series undergoing LDLT using right lobe grafts was conducted at Da Nang Hospital
from October 2025 to June 2026, under direct technical supervision and support from the liver
transplantation team of the 108 Military Central Hospital.

Results:

Five patients underwent LDLT using right lobe graft. The mean age was 48.6 + 14.7 years (range, 30-56
years), with a male-to-female ratio of 3:2. The indications for liver transplantation were hepatocellular
carcinoma (HCC) in 2/5 patients (40%), acute-on-chronic liver failure (ACLF) in 2/5 patients (40%), and
decompensated cirrhosis in 1/5 patients (20%). The mean MELD score was 19.0 = 10.5 (range, 8-35).
Extended right-lobe grafts were used in 2/5 patients, while modified right-lobe grafts were used in 3/5
patients. Postoperative complications included bleeding requiring reoperation for hemostasis in 2
patients and biliary leakage requiring endoscopic retrograde ERCP with biliary stent placement in 2
patients. Hepatic artery thrombosis occurred in 1 patient and was treated with hepatic artery stent
placement. No episodes of graft rejection or post-transplant mortality were observed.

Conclusions:
LDLT using right lobe grafts was successfully initiated at Da Nang Hospital, demonstrating favorable

short-term outcomes.

Keywords:
Living donor liver transplantation, right lobe graft
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CHAN POAN VA CAN THIEP DAT STENT QUA DU'ONG
TINH MACH MAC TREO PIEU TRI HEP TAC TINH MACH CUA CAP TiNH
SAU GHEP GAN TU’ NGU’O'l HIEN SONG: BAO CAO 3 CA BENH

NGUYEN VAN PHAN*, BAO BU'C DUNG**, LE HONG CHIEN*, VU HUY HOANG*,
NGO DUY MINH*** LE VAN THANH**

* Trung tdm Chan doén hinh anh va Dién quang can thiép

Bénh vién da khoa Quéc té Vinmec Times City

** Trung tam Tiéu hda, Tiét niéu va Gan mat — Bénh vién da khoa Quéc té Vinmec Times City
*** Trung tdm Nhi - Bénh vién da khoa Qudc té Vinmec Times City

TOM TAT
Pat van dé: Hep hodc tac tinh mach ctra (TMC) cép tinh la bién chirthg mach mau it gdp nhung nghiém
trong sau ghép gan tlr ngudi hi€n séng, cé thé lam giam tudi mau manh ghép, gay réiloan chirc nang gan
ghép, tang ap luc tinh mach clra va de doa kha nang s6ng con clia manh ghép clng nhu ngudi bénh.
Phat hién sém va tai lap dong chay TMC kip thoi déng vai tro quan trong trong bao tén chirc ndng manh
ghép. Chung t6i bao cdo ba trudng hgp hep hodc tac TMC cép tinh sau ghép gan tir ngudi hién séng
dugc chdn dodn sém va diéu tri thanh céng bang dat stent qua dudng ti€p can tinh mach mac treo.

Padi twong va phuwong phap: Bio cdo loat 3 ca bénh hep hoac tdc TMC cép tinh sau ghép gan tir ngudi
hi€én séng. Ca 1 la bénh nhi namg 13 thang tudi, teo dudng mat bam sinh sau phau thuat Kasai, dugc
ghép gan trai tr me, TMC ngudi nhan cé dudng kinh khoang 4mm, trong khi TMC manh ghép khoang
8mm va dugc tao hinh bang doan tinh mach hién. Sau déng bung, siéu &m Doppler khéng ghi nhan dong
chay TMC, chup cét l3p vi tinh (CLVT) xac nhan huyét khdi gay tac hoan toan than TMC. Ngudi bénh dugc
dat stent TMC qua tinh mach mac treo trang dudi. Ca 2 la bénh nhan nam 56 tudi, xa gan mat bu kém
tdc TMC man tinh, chuyén dang hang va cac shunt ctra - chu l8n, dugc ghép gan phai. Sau 8y huyét khai
va tai tao TMC trong md, siéu am Doppler ghi nhdn dong chay tét nhung sau néi déng mach gan phat
hién tdc hoan toan TMC.

Do tinh trang r8i loan ddng mau nang va thdi gian phau thuat kéo dai, bénh nhan dugc dit stent tinh
mach clfa qua tinh mach mac treo trang trén. Ca 3 la bénh nhan nam 45 tudi dugc ghép gan phai. Ngay
th& hai sau ghép men gan tang; siéu am Doppler ghi nhan van téc dong chay tang tir 23cm/s trudc
miéng n&i lén 300cm/s tai vi tri hep, ty s8 van t6c khoang 13 lan. CLVT x4dc nhan TMC gan tac hoan toan,
lién quan huyét khdi, chén ép quanh miéng ndi. Sau phau thuat ldy mau tu nhung dong chay khéng cai
thién, bénh nhan dugc can thiép qua dudng tinh mach mac treo trang dudi. Chup TMC va do ap luc ghi
nhan ap luc trudc va sau miéng ndi lan lugt la 24 mmHg va 181 mmHg.

Két qua: Dat stent TMC thanh cong vé mat ky thuat & ca 3 truong hop, tai lap dong chay TMC ngay sau
can thiép. Céac stent khong pht ty nd dugc stir dung vdi kich thude phu hop theo tirng trudng hop. Oca
3, sau dat stent ap luc do tai hai vi tri tuong (rng trude va sau stent déu la 14 mmHg, khéng con chénh
ap luc qua vi tri hep. Khéng ghi nhan bién chitng L&n lién quan tryc tiép dén tha thuat. Dién bién lam
sang sau can thiép thuén lgi; siéu am Doppler va chup CLVT theo dbi cho thay stent thong t6t, dong
chay TMC dugc duy tri.
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Két luan: Siéu &m Doppler trong va sau md déng vai trd quan trong trong phat hién sém hep hoac tac
TMC cép tinh sau ghép gan phai tir ngudi hi€n sdng; CLVT va chup TMC giup xac dinh hinh thai tén
thuong, co ché tic nghén va hd trg lwa chon chién lugc diéu tri. Trong cac trudng hop phau thuat tai tai
TMC khé khan, nguy co cao hoac khong dat hiéu qua mong muén, dat stent qua duong tinh mach mac
treo la mét lwa chon kha thiva hiéu qua vé mat ky thuéat, cho phép tai lap nhanh dong chay TMC va bao

ton tudi mau gan ghép.

Tu khéa: Ghép gan tir ngudi hién séng; hep tinh mach clra; tac tinh mach clra; huyét khéi tinh mach
clra; stent tinh mach ctra; dudng tinh mach mac treo; can thiép ndéi mach.
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DIAGNOSIS AND TRANSMESENTERIC PORTAL VEIN STENT
PLACEMENT FOR ACUTE PORTAL VEIN STENOSIS AND OCCLUSION
AFTERLIVING DONORLIVER TRANSPLANTATION: ATHREE-CASE SERIES

NGUYEN VAN PHAN*, BAO BU'C DUNG**, LE HONG CHIEN*, VU HUY HOANG*,
NGO DUY MINH***, LE VAN THANH**

* Trung tdm Chan doén hinh anh va Dién quang can thiép

Bénh vién da khoa Quéc té Vinmec Times City

** Trung tam Tiéu hda, Tiét niéu va Gan mat — Bénh vién da khoa Quéc té Vinmec Times City
*** Trung tdm Nhi - Bénh vién da khoa Qudc té Vinmec Times City

ABSTRACT
Background: Acute portal vein (PV) stenosis or occlusion is an uncommon but serious vascular
complication after living donor liver transplantation (LDLT), potentially compromising graft perfusion
and function and threatening graft and patient survival. Early recognition and prompt restoration of
portal venous flow are therefore important for preserving graft function. We report three cases of acute
PV stenosis or occlusion following LDLT that were diagnosed early and treated with portal vein stent
placement via a transmesenteric venous approach.

Patients and Methods: This case series included three patients with acute PV stenosis or occlusion
following LDLT. Case 1 was a 13-month-old boy with congenital biliary atresia after Kasai
portoenterostomy who underwent left-lobe LDLT from his mother. The recipient PV measured
approximately 4 mm compared with approximately 8 mm in the graft and was reconstructed using an
interposition great saphenous vein graft. After abdominal closure, Doppler ultrasonography
demonstrated absence of portal venous flow, and contrast-enhanced computed tomography (CT)
confirmed complete thrombotic occlusion of the main PV. Portal vein stenting was performed via the
inferior mesenteric vein. Case 2 was a 56-year-old man with decompensated cirrhosis, chronic PV
thrombosis with cavernous transformation, and large portosystemic shunts who underwent right-lobe
LDLT. Surgical thrombectomy and PV reconstruction initially restored flow; however, recurrent
complete PV occlusion was detected by intraoperative Doppler ultrasonography after hepatic arterial
reconstruction. Because of severe coagulopathy and prolonged operative time, portal vein stenting was
performed via the superior mesenteric vein.

Case 3 was a 45-year-old man who underwent right-lobe LDLT. On postoperative day 2, liver enzyme
levels increased. Doppler ultrasonography demonstrated an increase in portal venous velocity from 23
cm/s proximal to the anastomosis to 300 cm/s at the stenotic segment, corresponding to an
approximately 13-fold velocity ratio. CT confirmed near-complete PV occlusion associated with
thrombosis and extrinsic compression around the anastomosis. Surgical evacuation of the hematoma
failed to improve portal venous flow, and portal vein intervention was subsequently performed via the
inferior mesenteric vein. Portography with direct pressure measurement demonstrated pressures of
181 mmHg and 24 mmHg on the two sides of the stenotic anastomosis, respectively.
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Results: Technical success was achieved in all three patients, with immediate restoration of portal
venous flow following stent deployment. Self-expanding uncovered stents were used in all cases. In
Case 3, repeat pressure measurements at the corresponding sites after stent placement were 14
mmHg and 14 mmHg, demonstrating complete elimination of the pressure difference across the
treated segment. No major procedure-related complications were observed. The post-interventional
clinical courses were favorable, and follow-up Doppler ultrasonography and CT demonstrated patent

stents and maintained portal venous flow.

Conclusion: Intraoperative and early postoperative Doppler ultrasonography plays an importantrole in
the early detection of acute PV stenosis or occlusion after LDLT, while CT and portography provide
additional information regarding lesion morphology, mechanism of obstruction, and treatment
planning. In cases in which repeat surgical PV reconstruction is technically difficult, carries substantial
risk, or fails to restore adequate flow, portal vein stent placement via a transmesenteric venous
approach represents a feasible and technically effective option for rapidly restoring portal venous flow
and preserving graft perfusion.

Keywords: living donor liver transplantation; portal vein stenosis; portal vein occlusion; portal vein

thrombosis; portal vein stent; transmesenteric venous approach; endovascular intervention.
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BAO CAO CALAM SANG
GHEP GAN CAP cU’'U &' BENH NHAN ACLF TREN NEN GHEP THAN

BS Nguyén Van Thanh
BV QY 103

Pat van dé:

Suy gan cap trén nén bénh gan man tinh(ACLF) la mdt hoi chirng ld&m sang nghiém trong vai ty L& tlr vong
cao néu khdng dudgc can thiép kip thoi. O bénh nhan cé tién sir ghép tang dang str dung thudc trc ché
mién dich, viéc bung phat virus viém gan B (HBV) do tu'y ngirng thudc khang virus c6 thé dan dén ACLF
tién trién nhanh chéng, dat ra thach thire L&n trong diéu tri can thiép ngoai khoa cép clu.

Péi twong va Phuwong phap:

B4o cao mot truong hgp lam sang bénh nhan nam, 42 tudi, cé tién str ghép than ndm th 8 va viém gan
B man tinh dang diéu tri bang Entecavir. Bénh nhan ty bd thuéc khang virus 6 tuan trudc khi nhap vién,
dan dén tinh trang bung phat HBV nang va tién trién thanh ACLF vé&i diém AARC 13-14 diém, dé Ill. Bénh
nhan dugc chi dinh ghép gan cap clru tlr nguoi hién séng.

Két qua:

¢ Tinh trang trudc mo: Bénh nhan roi vao tinh trang ndo gan doé II-1ll, suy mon, tiéu co (giam tir 68kg
xudng 55kg), vang da dam, réi loan déng mau nang (INR 4,74) va tai lugng HBV-DNA thdi diém cao
nhat >100 triéu copies/ml. B&nh nhan da dugc diéu tri hé tro bang thay huyét tuong, thudc khang
virus viém gan B, khang sinh kiém soat nhiém khuén va dinh duong truéc khi phau thuat.

e Qua trinh ph4u thuat: Tién hanh ghép manh ghép gan phai nang 750g (nhiém m& 15%). Téng thoi
gian phau thuat 14 450 phut, thdi gian g6 gan 120 phut va vé gan 70 phut. Lugng mau mat trong mé
& 2500 ml, dugc truyén 2000ml khGi hong cau; 3000ml huyét tuong tudi va 300ml tua lanh..

e Dién tién sau m&: B&nh nhan dugc rat 6ng ndi khi quan vao ngay th(t 2, cé ho trg loc mau trong 2
ngay dau sau ghép. Chirc nang than ghép phuc hoi vé murc trudc ghép; chirc ndng gan ghép phuc
hdi. Qua trinh hau phau ghi nhan bién chitng s6 bung va viém phéi kém ndm phdi do Aspergillus,
dugc diéu tri thanh céng bang khang sinh phé rdng két hop Voriconazole va IVIG. Khéng ghi nhan
bién chirng thai ghép hay bi€én chirng mach mau, dudng mat trén ca gan ghép va than ghép ca.
Bé&nh nhan 6n dinh va ra vién vao ngay thir 45.

Két luan:

Ghép gan cap cltu la giai phap t6i uu va hiéu qua giup ctru séng bénh nhan ACLF. Quy trinh theo doi chat
ché, phdi hop da chuyén khoa, k&t hgp loc mau hb tro va kiém soat t6t cac bién chitng nhiém trung co
hoi & giai doan hau phau déng vai trd quyét dinh dén sy thanh céng clia ca ghép.
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SUY THAN CAP &' BENH NHAN
SAU GHEP GAN

Ths.Bs Ha Quang Huy — BV BKQT Vinmec Times City — vcunlo1@gmail.com

Suy than cap (AKI) xay ra @ khoang 40% bénh nhan sau ghép gan, trong dé khoang 7% can diéu tri thay
thé than (RRT), va lam tang nguy co tir vong (OR 2,96; OR 8,15 néu can RRT), mat manh ghép cling nhu
tién trién bénh than man [1]. Bién chi*ng nay chiu 4nh hudng déng thdi clia nén xa gan va hoi ching
gan-than, tén thuong thi€u mau - tai tudi mau, huyét dong trong md va doc tinh clia thubec e ché
calcineurin (CNI).

B&o cdo t8ng quanyvan (KDIGO 2012, hudng dan EASL, dong thuan ADQI-ICA, cac phan tich gop va thy
nghiém ngau nhién dén ndm 2026) nham cap nhat bang chirng va dé xuat cach tiép can thuc hanh cho
hoi sirc sau ghép gan.

Chan doan AKI dugc phan do theo KDIGO [3], trong d6é can phan biét héi ching gan-than (HRS-AKI) vai
hoai t&r ong than cap vi hudng diéu tri khac nhau; uNGAL la diu 4n sinh hoc hira hen nhung chua thuong
guy. Khi danh gia chirc nang than, cac céng thirc dua trén creatinine udc tinh qua cao GFR & bénh nhéan
xd gan, vi vy nén uu tién cong thirc két hgp creatinine-cystatin C (CKD-EP12021) hoac do GFR truc tiép
& cac trudng hop bién gidi [2]. HRS-AKI dugc diéu tri bang terlipressin hodc norepinephrine phéi hop
albumin, song song vdi t8i wu huyét déng, can nhac CRRT dung chi dinh va chinh lieu khang sinh, khang
nam, thuéc tc ché mién dich theo chirc nang than va ché do6 CRRT.

Trong du phong, can tranh dé tut huyét 4p va truy@n mau nhiéu trong md; chién lugc (e ch& mién dich
bao ton than (tri hoan CNI dén khoang ngay 5, dich ndng dd day thap, can nhac chat &rc ché mTOR) c6
bang chirng nhat quan nhat. Do AKI tién trién thanh bénh than man & khoang 15-60% bénh nhéan tuy
nghién cltu, can theo déi sat chic nang than va can nhic k& hoach ghép than sau ghép gan. Tiép can
theo ca ché, danh gia chirc ndng thadn moét cach than trong va ap dung sém chién luge bao tén than gidp
cai thién k&t cuc ngan han lan dai han, trong khi thdi gian diéu tri HRS bang albumin 24 so véi 48 gid va
thdi diém t6i uu khdi dong CRRT van can thém nghién cltu tién cu dé chirng minh hiéu qua.

T khéa: suy than cép; ghép gan; hoi chirng gan-than; eGFR; Uc ché calcineurin; HRS.
Tai liéu tham khao:
[1] Thongprayoon C, et al. J Clin Med. 2019;8(3):372.

[2] Inker LA, et al. N EnglJ Med. 2021;385:1737-1749.
[3] KDIGO AKI Guideline. Kidney Int Suppl. 2012;2:1-138.
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ACUTE KIDNEY INJURY AFTER
LIVER TRANSPLANTATION

Dr Ha Quang Huy - Vinmec Times City International Hospital - vcunlo1@gmail.com

Acute kidney injury (AKI) occurs in about 40% of liver transplant recipients, with about 7% requiring
renal replacement therapy (RRT), and is associated with higher mortality (OR 2.96; OR 8.15 when RRT is
needed), graft loss and progression to chronic kidney disease (CKD) [1]. It reflects the combined effects
of cirrhosis and hepatorenal physiology, ischemia-reperfusion injury, intraoperative hemodynamics
and calcineurin inhibitor (CNI) nephrotoxicity.

This narrative review of KDIGO 2012, EASL guidance, the ADQI-ICA consensus, meta-analyses and
randomized trials through 2026 aims to update the evidence and propose a practical approach for
post-transplant critical care.

AKl is staged according to KDIGO [3], and hepatorenal syndrome-AKI (HRS-AKI) must be distinguished
from acute tubular necrosis because management differs; urinary NGAL is a promising but not yet
routine biomarker. Creatinine-based equations overestimate GFR in cirrhosis, so the combined
creatinine—cystatin C equation (CKD-EPI 2021) or measured GFR should be preferred in borderline
cases [2]. HRS-AKI is treated with terlipressin or norepinephrine plus albumin, alongside hemodynamic
optimization, appropriately timed continuous RRT and dose adjustment of antimicrobials and
immunosuppressants according to renal function and CRRT modality.

For prevention, intraoperative hypotension and heavy transfusion should be avoided; mannitol has
shown no benefit, whereas renal-sparing immunosuppression (delaying CNI until about day 5, lower
trough targets and consideration of mTOR inhibitors) has the most consistent evidence. Because AKI
progresses to CKD in roughly 15-60% of patients depending on the study, structured long-term renal
follow-up and consideration of kidney-after-liver allocation policies are warranted. A
mechanism-based approach, cautious assessment of renal function and early renal-sparing strategies
can improve short- and long-term outcomes, while the optimal albumin challenge duration (24 vs 48
hours) and the best timing to start CRRT still require prospective studies.

Keywords: acute kidney injury; liver transplantation; hepatorenal syndrome; eGFR; calcineurin
inhibitors; critical care.
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GIAI DOAN HOI SU'C SO'M SAU GHEP GAN:
NHAN DIEN VA XU’ TRi ROI LOAN CHU’C NANG MANH GHEP

TS Ngb6 Binh Trung
BV TWQD 108

TOM TAT

RGi loan chirc nang manh ghép sém la mot trong nhirng van dé quan trong quyét dinh két cuc sau ghép
gan. Tén thuong thi€u mau — tai tudi mau, hdi chirng sau tai tudi mau, dac diém ngudi nhan, chat lugng
manh ghép va cac yéu td ky thuat cé thé tao nén mot phé lién tuc tir tén thuong té bao gan thoang qua
dén réi loan chirc nang manh ghép sém (early allograft dysfunction — EAD), that bai manh ghép sém va
mat chirc nang manh ghép nguyén phat. Trong hoi strc, can phan biét tén thuong manh ghép vdi suy
giam chirc nang thuc su, dong thai loai trir s6m céc nguyén nhan c6 thé can thiép nhu bat thudng dong
mau dong mach gan, tinh mach clra, dudng ra tinh mach, bién chirng ky thuat va hoi chiring manh ghép
nho.

Danh gia khong nén dua vao mot théng sé don & ma can theo doi dong hoc huyét dong, lactate va do
thanh thai lactate, INR, glucose, bilirubin, men gan, chirc nang than va siéu &m Doppler trong nhirng gio
va ngay dau sau ghép. D liéu 188 truong hgp ghép gan tir ngudi hién s6ng tai Bénh vién Trung uong
Quan d6i 108 ghi nhan EAD & 14,9%; nhom EAD c6 do thanh thai lactate 12 gio thap han nhém khong
EAD (39,5% so vGi 58%; p=0,002). MELD-Lactate trudc ghép c6 kha nang phan biét EAD tot hon MELD
va MELD-Na, v&i AUC 0,793.

Chién luge hoi strc can tap trung téi wu tuwdi mau nhung tranh qua tai tuan hoan, bao vé vi tuan hoan
manh ghép, kiém soat réi loan déng mau, chuyén héa va suy than. Quan trong nhat la nhan dién sém xu
hudng khéng hoi phuc dé kip thoi kich hoat chién lugc ciru van manh ghép va danh gia chi dinh ghép lai
gan.
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BAO CAO KET QUA BU'G’C DAU TRIEN KHAI GAY ME PHAU THUAT
GHEP GAN TAI BENH VIEN DA NANG

BAO CAO VIEN: BS. PHAM THANH DUNG

MG PAU:

Phau thuat ghép gan tir ngudi cho sdng la ky thuat ngoai khoa chuyén sau véi nhiéu thach thic L6n vé
gay mé hoi strc do bién dong huyét dong dir dodi qua céc thi phau thuat, réi loan déng mau phic tap va
hoi chirng tai tudi mau manh ghép. Muc tiéu nghién ciru nham déanh gia két qua budc dau trién khai quy
trinh gdy mé hdi sirc phau thuat nhan gan tir ngudi cho séng tai Bénh vién Pa Nang.

PHUONG PHAP:

Nghién clitu mé ta loat ca trén 05 bénh nhan dugc phiu thuat ghép gan phai tir ngudi cho séng tai Bénh
vien Da Nang, c6 su ho trg chuyén giao ky thuat tir Bénh vién Trung wong Quan doi 108. Tat ca bénh nhan
dugc gay mé toan than theo phac do6 chuan héa: theo doi va xcr tri huyét dong x&dm lan nang cao lién tuc
qua hé théng EV1000 (ClI, SVI, SVV, SVR); hoi sirc dich truyén va si* dung vdn mach theo muc tiéu
(GDFT); kiém soat toan kiém, than nhiét, dién giai va truyén mau/ch& phdm mau theo dich ndi moi; ap
dung chién lugc thoat mé va rat ong nodi khi quan sém ngay tai phong mé khi du tiéu chuan.

KET QUA:

Tudi trung binh ctia nhém bénh nhan nhan gan 1a 47,0 = 11,2 tudi (30 — 56 tudi). Chi dinh ghép géom: 02
ca ung thu biéu mé té bao gan (HCC) da 6, 01 ca xd gan mat bu va 02 ca suy gan cap bung phat trén nén
viém gan B man; diém MELD trung binh dat 19,8 = 8,2 (9-30 diém). Hé théng EV1000 gitip t6i uvu hoa thé
tich nhat bép (SVI/SVV), duy tri 4p luc tinh mach thap & thi cat gan gitp gidm mat mau va hd tro diéu
chinh kip thai lieu Noradrenalin/Vasopressin trong thi vo gan va tai tudi mau. Vé s&r dung mau: 01 ca chi
truyén huyét tuong tuoi dong lanh (600 ml) k&t hgp hong cau khoi (700 ml) ma khdéng can truyén tiéu
cau; 01 ca dudgc truyén dung 01 don vi khéi tiéu cau gan tach trong mo do gidm tiéu cau nén nang; so
lwong hong cau khéi truyén nhiéu nhat 1a 5000 ml & ca suy gan cép t6i cdp MELD 30 diém co rdi loan
dong mau nang. Pa cé 3/5 ca (60%) dugc rut 6ng ndi khi quan an toan ngay tai phong mé nhd kiém soéat
tot huyét déng, toan kieém, lam 4m chu dong, gidam dau da mé thic (catheter té thAm vét mo + Nefopam)
va hda gidi gian co hoan toan bang Sugammadex.

KET LUAN:

Viéc ap dung quy trinh gady mé hoi strc chuan héa két hgp theo déi huyét dong nang cao qua hé théng
EV1000 va chién luge truyén mau trung dich da mang lai sy an toan chu phau cao cho cac ca ghép gan
dau tién tai Bénh vién Da Nang, budc dau trién khai thanh céng quy trinh rat 8ng ndi khi quan sém tai
phong mo.

Tur khéa: Ghép gan tir ngudi cho séng; Gay mé hoi sirc; EV1000; Bénh vién Da Nang.

150



BAO CAO KET QUA BU'G’C DAU TRIEN KHAI GAY ME PHAU THUAT
GHEP GAN TAI BENH VIEN DA NANG

Bao caovién: BS. Pham Thanh Dlng

TOM TAT
Gay mé trong phau thuat ghép gan (a ky thuat chuyén sau va phuc tap do tinh trang suy gidm chirc nang
da cd quan cung nhirng bién déng sinh ly qua céc thi phau thuat. B4o cdo nham chia sé kinh nghiém va
danh gia két qua kiém soat gdy mé trong nhirng ca ghép gan dau tién dugc thuc hién tai Bénh vién Pa
Nang. Noi dung tap trung vao quy trinh gdy mé bao gdm: theo dbi huyét dong nang cao lién tuc va xur tri
céc bién dong tuan hoan trong thi vo gan cling nhu thi tai tudi mau. Bén canh doé, chién luwge diéu chinh
toan kiém, dién giai, than nhiét va ca thé héa truyén mau dua trén xét nghiém déng mau (ROTEM).

K&t qua ghi nhan toan bd céc ca phau thuat déu dugc duy tri huyét dong én dinh, kiém soat hiéu qua hoi
chirng sau tai tuwdi mau va han ché téi da cac bién c8 de doa tinh mang trong mé. Tat ca bénh nhan déu
két thic cudéc md an toan va dugc ban giao thuan Lgi cho don vi Héi sirc tich cuc. Két qua budc dau nay
khéng dinh nang luc lam chu ky thuat gady mé ghép gan cuia dbi ngli y bac siBénh vién ba Néng, tao tién
dé vitng chéc cho viéc trién khai thudng quy ky thuat nay.

Tu khéa: Gay mé ghép gan, theo ddi huyét déng, tai tudi mau, ddng mau chu phau, Bénh vién Da Nang.
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HOI SU’C NGOAI KHOA TRONG TRIEN KHAI BU'G’C DPAU GHEP GAN
TU’ NGU’O'l HIEN SONG TAI BENH VIEN DA NANG:
KINH NGHIEM TU’ 5 TRUO'NG HO'P DAU TIEN

BAO CAO VIEN: BS. NGUYEN NHAT TIEN

TOM TAT

Hoi strc ngoai khoa sau ghép gan tir ngudi hién song la giai doan quyét dinh sy séng con clia ngudi nhan
va manh ghép, déi mat véi cac nguy cd suy manh ghép sém, réi loan huyét déng, déng mau va nhiém
trung. B4o cdo nham chia sé kinh nghiém theo déi, xtr tri hdi strc tich cuc va danh gia két qua lam sang
budc dau qua 5 trudng hgp ghép gan tir ngudi hién séng dau tién tai Bénh vién Da Nang. Quy trinh hoi
sure tai ICU tap trung vao viéc duy tri ap luc tudi mau manh ghép t8i uu, kiém soat thdong khi bao vé phdi
va ap dung chién lugc rat ndi khi quan sdm. Chirc nang gan ghép, tinh trang dong chay mach mau (déng
mach gan, tinh mach c(ra, tinh mach trén gan) dugc theo doi sat sao qua siéu a&m Doppler tai givdng va
cac xét nghiém déng mau, sinh héa lién tuc.

Chién lugc diéu tri két hgp chat ché gilra ('c ch& mién dich dich, phong ngira thai ghép, khang sinh dy
phong c4 thé hda va ho trg dinh dudng duding rudt sém. Két qua cho thdy cac bénh nhan déu cé sy hoi
phuc chirc nang gan ghép thuan Lgi, huyét dong 6n dinh va céac réi loan doéng mau, dién giai dugc kiém
soat tot. Cac bién ching dugc phat hién sém, can thiép hiéu qua, khéng ghi nhan tlr vong trong giai
doan hdi strc ban dau. Thanh céng tir loat ca bénh nay khang dinh tinh an toan, déng bd va hiéu qua cla
phéc d6 hoi stic ngoai khoa sau ghép gan tai Bénh vién Da Nang.

Tir khéa: Ghép gan tir ngudi hi€n sng, hoi siic ngoai khoa, chirc ndng gan ghép, siéu &m Doppler, Bénh
vién Pa Nang.
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CAP NHAT CHIEN LU'Q’C BIEU TRI
U’C CHE MIEN DICH SAU GHEP THAN & TRE EM:
NHU'NG PIEM MGl TU HUG'NG DAN PIEU TR| CHAU AU
DU’A TREN BANG CHU’'NG VA DPONG THUAN NAM 2026

BSCK2 Nguy&n Pirc Quang
Khoa Than Noi tiét, bénh vién NhiDong 1

TOM TAT
Pat van dé: Diéu tri i'c ch& mién dich sau ghép than & tré em can can bang gitra phong nglra thai ghép
va han ché doc tinh lau dai nhu nhiém trung, bénh ly 4c tinh, réi loan chuy&n hda va 4nh hudng dén tang
trudng. Bang chirng dac hiéu & tré em con han ché, dan dén su khéac biét dang ké gitra cac trung tam.
Muc tiéu: Tém t4t nhitng khuyén cdo thuc hanh néi bat ctia huéng dan diéu tri chau Au 2026 vé thudc e
ché& mién dich sau ghép than & tré em va nhan manh nhirng thay déi quan trong trong cach ti€p can hién
nay.

N6i dung: O tré ghép than lan dau c6 nguy co mién dich thap (PRAs < 5% va khong c6 khang thé déc
hiéu ngudi cho [DSAs]), tacrolimus két hgp mycophenolate mofetil (MMF) ti€p tuc la nén tang cla diéu
tri duy tri; tacrolimus dugc khuyén céo hon cyclosporine A va mycophenolate mofetil dugc uu tién hon
azathioprine. IL2-receptor antagonist khoéng dugc khuyén céo thuong quy khi s dung
tacrolimus—-MMF-corticosteroid dai han, nhung c6 thé déng vai tro trong chién lugc rut steroid sém. Rut
hodc tranh steroid sém c6 thé dugc can nhac & bénh nhan nguy co thap dugc lwa chon phu haop.
Everolimus va thudc trc ché calcineurin ligu thap c6 thé dugc can nhac & bénh nhan nguy co CMV cao.
Huéng dan diéu tri dong thoi md rong vai trd clia theo ddi phoi nhiém thuéc va cac biomarker nhu
MPA-AUC, virus-specific T cells, dd-cfDNA va dnDSA. Theo d6i dnDSA, sinh thiét chon loc va phén tang
thai ghép cép do khang thé dua trén DSA, C1qva md bénh hoc dugc nhdn manh hon.

Két luan: Hudng dan diéu tri 2026 chuyén trong tdm sang ('c ch& mién dich cé thé hoa, thich ng theo

nguy cd va theo déi chi déng mién dich chéng déng loai, dong thdi nhan manh gidi han ctia bang chirng

hién cé & tré em.
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UPDATE ON IMMUNOSUPPRESSIVE STRATEGIES
AFTER PEDIATRIC KIDNEY TRANSPLANTATION:
KEY ADVANCES FROM THE 2026 EVIDENCE- AND
CONSENSUS-BASED EUROPEAN GUIDELINE

Nguyen Duc Quang, MD, Specialist level Il
Department of Nephrology and Endocrinology, Children's Hospital 1

ABSTRACT

Background: Immunosuppressive therapy after kidney transplantation in children requires a careful

balance between preventing graft rejection and minimizing long-term toxicities, including infections,

malignancies, metabolic complications, and adverse effects on growth. Pediatric-specific evidence

remains limited, contributing to substantial heterogeneity in clinical practice across transplant centers.
Objective: To summarize the key practice recommendations of the 2026 European guideline for

immunosuppressive therapy after kidney transplantation in children and to highlight major changes in

the contemporary therapeutic approach.

Content: In pediatric recipients undergoing a first kidney transplant who are at low immunologic risk
(PRA <5% and no donor-specific antibodies [DSAs]), tacrolimus in combination with mycophenolate
mofetil (MMF) remains the cornerstone of maintenance immunosuppression. Tacrolimus is preferred
over cyclosporine A, and MMF is preferred over azathioprine. An interleukin-2 receptor antagonist is not
routinely recommended when long-term tacrolimus—MMF-corticosteroid therapy is used but may have
a role in strategies involving early steroid withdrawal. Early steroid withdrawal or avoidance may be
considered in appropriately selected low-risk recipients. Everolimus combined with a reduced-dose
calcineurin inhibitor may be considered in recipients at high risk of CMV infection. The guideline also
places greater emphasis on therapeutic drug monitoring and the use of biomarkers, including MPA area
under the concentration-time curve (MPA-AUC), virus-specific T cells, donor-derived cell-free DNA
(dd-cfDNA), and de novo donor-specific antibodies (dnDSAs). Increased emphasis is placed on dnDSA
surveillance, selective use of biopsy, and risk stratification of acute antibody-mediated rejection
according to DSA status, C1q binding, and histopathologic findings.

Conclusion: The 2026 guideline shifts the focus toward individualized, risk-adapted

immunosuppression and proactive monitoring of alloimmune responses, while emphasizing the

limitations of the currently available evidence in pediatric kidney transplantation.
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GHEP THAN & BENH NHI MAC HOI CHU'NG ALPORT:
BAO CAO CALAM SANG

LUONG HO'U BAY ', NGUYEN THI NGOC', NGUYEN THU HUONG'
1BENH VIEN NHI TRUNG UONG

Pat van dé:

HGi chirng Alport la mét bénh di truyén hiém gap, dac trung bdi tinh trang suy gidm chirc nang than tién
trién, giam thinh luc ti€p nhan va cac bat thudng vé mat. Ghép than la phuong phap diéu trj t6i wu va
triét dé dG6i véi bénh than man giai doan cudi (ESRD) do hoi chirng Alport gay ra. Bao cédo ca lam sang nay
mo ta dién bién ldam sang, phé dét bién gen cling nhu két qua dai han sau ghép than 8 mét bénh nhi mac
héi ching Alport tai Bénh vién Nhi Trung uvong.

Trinh bay ca lam sang:

Chung t6i bdo cdo trudng hgp mot bénh nhinam, 13 tudi, dugc chan dodn méc hoi chirng Alport lién két
nhiém s&c thé X, vdi dot bién gay bénh trén gen COL4AS5. Bénh nhan cé biéu hién tiu mau va tiéu
protein dai dang khai phat tir nam 8 tudi, tién trién thanh bénh than man giai doan cudi vao nam 12 tudi.
So do pha hé gia dinh (Hinh 1) cho thdy mé hinh di truyén lién k&t nhiém séc thé X dién hinh. Bénh nhéan
da dugc diéu tri thay thé than bang phuong phap loc mang bung trong 8 thang trudc khi tién hanh phau
thuat ghép than véi ngudi hién than 1a bé dé. Liéu phap trc ché& mién dich sau ghép bao gom tacrolimus,
mycophenolate mofetil va corticosteroid. Chirc nang manh ghép phuc hoéi binh thudng vao ngay thr 7
sau mo. Trong thdi gian theo déi 44 thang, bénh nhan duy tri chirc nang manh ghép t6t, khong tai phat
tinh trang ti€u mau hoac tiéu protein.

Két luan:

Ca lAm sang nay nhan manh tinh kha thi va k&t qua dai han kha quan cua phau thuat ghép than & bénh
nhi mac hoi ching Alport. Viéc i'ng dung chan doan di truyén phan t&r sém két hop véi chién luge quan
ly chu ph4u toan dién a chia khéa then ch8t nham nang cao chat lwgng cudc séng va t6i wu hda két qua
diéu tri cho nhom bénh nhan nay.

T khéa: H6i chirng Alport, ghép than, dot bién gen COL4A5
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THIEU MAU SAU GHEP THAN O TRE EM
NGUYEN NHAN VA PIEU TRI

VO THI TUONG VY
KHOA THAN - NOI TIET, BENH VIEN NHI DONG 2

Pat van dé: Thi€u mau la bién chirng thudng gap sau ghép than & tré em, anh hudng dén suirc khoe va
chéat lugng s6ng. Cao ché bénh sinh da yéu té doi hoi xac dinh nguyén nhan dé chon diéu tri phu hgp.

Nguyén nhan: Trong giai doan sém, thi€u mau chu yéu lién quan dén mat mau do phau thuat, ldy mau
xét nghiém, thiéu sat trudc ghép va tdng nhu cau sat khitao hdng cau phuc hbi. Viém lam tang hepcidin,
giam hap thu va huy dong sat, gy han ché sat chirc nang. Thiu mau mudn thudng lién quan dén suy
gidm chic ndng than ghép, gidm san xudt erythropoietin, thi€u sat kéo dai va viém man tinh.
Mycophenolate mofetil, azathioprine, thuéc trc ché mTOR, valganciclovir

va trimethoprim-sulfamethoxazole c6 thé gay (rc ché tdy. Nhiém Cytomegalovirus hoac Parvovirus B19
can dugc xem xét, dac biét khi thi€u mau nang kém gidm hong cau ludi. Cac nguyén nhan khac gom
thi€u vitamin B12, folate, tan huyét va bénh vi mach huyét khéi. Danh gia can phdi hgp cong thirc mau,
héng cau udi, ferritin, dd bao hoa transferrin va chirc nang than ghép; bo sung xét nghiém theo biéu

hién ldm sang.

Diéu tri: Diéu trj tAp trung vao nguyén nhan va ca thé hdéa theo muc do thiéu mau, triéu ching, tudi va
chic nang than ghép. B6 sung sat khi co chi dinh, lwa chon dudng udng hoac tinh mach tuy kha nang
dung nap va dap ng. Can than trong vdi sat tinh mach khi cé nhiém trung hoat déng. Vitamin B12 va
folate dugc b8 sung khi xac dinh thi€u hut. Thudc kich thich tao hdng cau dugdc can nhac sau xur tri
nguyén nhan co thé diéu chinh, vdi lieu thap nhat dat muc tiéu ca thé hda. Can ra soat thubc gay Uc ché
tay, diéu tri nhi@m trung va t8i uu chic ndng than ghép. Nhiém Parvovirus B19 c¢6 triéu ching c6 thé
dudgc diéu tri bang immunoglobulin tinh mach, két hdp can nhac diéu chinh &c ché mién dich. Truyén
héng cau dya trén tinh trang lAm sang va tinh cép thiét, dong thdi can nhac nguy co man cam HLA.

K&t ludn: Tam soat va diéu tri theo can nguyén la nén tang quan ly thiéu mau sau ghép than & tré em.

T khéa: Thi€u mau, ghép than tré em, Parvovirus B19
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ANEMIA AFTER KIDNEY TRANSPLANTATION IN CHILDREN:
CAUSES AND TREATMENT

VO THI TUONG VY
KHOA THAN - NOI TIET, BENH VIEN NHI DONG 2

Background: Anemia is a common complication after kidney transplantation in children, affecting
health and quality of life. Its multifactorial pathogenesis requires identification of the underlying causes
to guide appropriate treatment.

Causes: Early posttransplant anemia is primarily associated with surgical blood loss, repeated blood
sampling, pretransplant iron deficiency, and increased iron requirements during recovery of
erythropoiesis. Inflammation increases hepcidin levels, reducing iron absorption and mobilization and
causing functional iron restriction. Late anemia is frequently associated with allograft dysfunction,
reduced erythropoietin production, persistent iron deficiency, and chronic inflammation.
Mycophenolate mofetil, azathioprine, mammalian target of rapamycin inhibitors, valganciclovir, and
trimethoprim—sulfamethoxazole may suppress bone marrow function. Cytomegalovirus and Parvovirus
B19infections should be considered, particularly in severe anemia accompanied by reticulocytopenia.
Other causes include vitamin B12 or folate deficiency, hemolysis, and thrombotic microangiopathy.
Evaluation should include a complete blood count, reticulocyte count, ferritin, transferrin saturation,
and assessment of allograft function, with additional investigations guided by clinical findings.

Treatment: Treatment should address the underlying causes and be individualized according to
anemia severity, symptoms, age, and allograft function. Iron supplementation should be provided when
indicated, with oral or intravenous administration selected according to tolerability and treatment
response. Intravenous iron requires caution during active infection. Vitamin B12 and folate should be
supplemented when deficiencies are confirmed. Erythropoiesis-stimulating agents may be considered
after addressing correctable causes, using the lowest dose needed to achieve individualized treatment
goals. Management also requires reviewing medications that suppress bone marrow function, treating
infections, and optimizing allograft function. Symptomatic Parvovirus B19 infection may be treated with
intravenous immunoglobulin, with adjustment of immunosuppression considered on an individual
basis. Red blood cell transfusion should be guided by clinical status and urgency, while considering the
risk of HLA sensitization.

Conclusion: Routine screening and cause-directed treatment are fundamental to managing anemia
after kidney transplantation in children.

Keywords: Anemia, pediatric kidney transplantation, Parvovirus B19
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GHEP GAN LAI CAP CU’U DO TAC DPONG MACH GAN
SO'M SAU GHEP GAN: BAO CAO CA LAM SANG

TS. Pang Qudc Viét / BS Tran Binh Duong
BV BDHYD TP.HCM

Patvan dé: TAc dong mach gan sém a bién chitng nghiém trong sau ghép gan, c6 thé dan dén mat chic
nang manh ghép va can ghép gan lai cap clru.

B&o cao ca bénh: B&nh nhi nit 10 tudi, teo dudng mat da phau thuat Kasai, tién trién xo gan va tang ap
li'c tinh mach clra, dudc ghép gan tir ngudi hién séng. Ngay hau phau tha 6, siéu Am Doppler va chup
cat l3dp vi tinh ghi nhan déng mach gan hep ndng dén gan tc hoan toan, gay gidm tudi mau gan nghiém
trong. Bénh nhi dugc phau thuat lam lai miéng ndi ddng mach gan va can thiép ndi mach dat stent. Tuy
nhién, dong chdy déng mach gan van khéng duoc ddm bao, dan dén tinh trang thi€u mau cuc bo va suy
giam chiic ndng manh ghép tién trién. Bénh nhi dugc ghép gan lai cap cliu vao ngay hau phau thi 10
bang manh ghép gan trai véi ky thuat chia gan tir ngudi hién chét ndo. Sau ghép gan lai, bénh nhi hoi
phuc va dugc xuat vién vao ngay hau phau thi 46.

K&t luan: Phat hién sm bién chirng dong mach gan, phéi hgp da chuyén khoa va quyét dinh ghép gan
lai kip thdi khi cac bién phap tai lap tudi mau that bai ddng vai tro quan trong trong cai thién két cuc ghép
gan gtré em.

Tir khéa: Ghép gan nhi; Ghép gan lai; Tac ddng mach gan; Chia gan.

URGENT LIVER RETRANSPLANTATION FOLLOWING EARLY
HEPATIC ARTERY OCCLUSION: A CASE REPORT

TS. Pang Qudc Viét/ BS Tran Binh Duong
BV BDHYD TP.HCM

Background: Early hepatic artery occlusion is a serious complication following liver transplantation,
potentially leading to graft failure and requiring urgent retransplantation.

Case Presentation: A 10-year-old girl with biliary atresia, previously treated with Kasai
portoenterostomy, developed cirrhosis and portal hypertension and underwent living-donor liver
transplantation. On postoperative day (POD) 6, Doppler ultrasonography and computed tomography
revealed severe hepatic artery stenosis with near-complete occlusion, resulting in markedly
compromised graft perfusion. Surgical revision of the hepatic arterial anastomosis and endovascular
stenting were performed. However, adequate hepatic arterial flow could not be restored, accompanied
by progressive hepatic parenchymal necrosis. Urgent liver retransplantation was performed on POD 10
using a split left-liver graft from a deceased donor. Following retransplantation, the patient recovered
successfully and was discharged on POD 46.

Conclusion: Early detection of hepatic artery complications, multidisciplinary management, and
timely retransplantation following failed revascularization are crucial for improving outcomes in
pediatric liver transplant recipients.

Keywords: Pediatric liver transplantation; Liver retransplantation; Hepatic artery occlusion; Split-liver
transplantation.
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PIEU TRI HOI SU'C VA QUAN LY BIEN CHU'NG SAU GHEP GAN TRE EM:
PHAC PO CHUAN HOA VA TIEP CAN DA CHUYEN KHOA TAI PICU

Bs Lé Van Binh - ICU, BV Vinmec Times city

TOM TAT
Ghép gan &tré em dat ra nhitng thach thirc hdi strc phirc tap do céc yéu t6 giai phau va sinh ly bénh hoc
dac thu, bao gobm su bt tuong xirng kich thudc manh ghép (GRWR), khau kinh mach mau nho va tinh
trang r8i loan déng mau nang né do suy gidm antithrombin IIl (AT-1Il). B4o cdo nay nham téng két va
chuén hoa chién lugc hdi stic chuyén sau, phac dé tc ché mién dich va quy trinh x& tri khan cap céac
bién chirng sau ghép gan nhi khoa tai Don vi H6i strc tich cuc Nhi (PICU).

Céac can thiép chinh bao gbm: kiém soat huyét 4p dong mach theo lra tudi; duy tri ép luc tinh mach
trung uong (CVP) nghiém ngat & mdc 3-8 mmHg nham tranh sung huyét manh ghép; liéu phap khang
déng da mé thirc (Alprostadil, Enoxaparin bé trg AT-11l va Aspirin); phac dé trc ché mién dich nong cét
(ph6i hgp Tacrolimus diéu chinh theo néng do day va giam liéu Corticosteroid tirng budéc); cung hé
théng bao dong do lAm sang cho céc bién chirng mach mau, thai ghép (ACR/AMR), nhiém virus
(CMV/EBV) va t8n thuang than kinh trung uwang (phu néo, PRES).

Viéc kiém soat CVP chat ché (<8-10 mmHg) dong vai trd then chét trong viéc bao vé vi tudn hoan xoang
gan va giam nguy co ro ri dich cé chudng. Giam sat huyét dong va siéu am Doppler tai givdng gitip phat
hién sdm huyét khdi déng mach gan (HAT) khi men gan tang vot dot ngdt (>1000-2500 U/L), tao diéu kién
phau thuat tai thong hodc can thiép khan cap. Phan biét chinh xac thai ghép cap qua trung gian té bao
(ACR - Banff 23) véi thai ghép qua khang thé (AMR - lAng dong C4d) cho phép can thiép tring dich bang
bolus corticosteroid hodc thay huyét tuong két hgp Rituximab/IVIG. Quan ly 4p luc ndi so bdng NaCl 3%
va kiém soat hoi chirng PRES bang thu6c ha ap cung diéu chinh lidu Tacrolimus gilp ngan ngira tén
thuong than kinh vinh vién.

Susong con clia manh ghép va bénh nhi khéng chi phu thudc vao ky thuat ngoai khoa ma con doi hoi sy
tuan tha nghiém ngat phac doé hoi stc, nang luc phéi hop lién chuyén khoa tire thi va tdéc do can thiép
cép cltu chuén xac trudc cac dau hiéu canh bao lam sang tai PICU.

Tir khéa: Ghép gan tré em; Hoi stic tich cuc nhi (PICU); Huyét khdi dong mach gan; Uc ché mién dich;
Ap lyc tinh mach trung wong; Thai ghép.
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CRITICAL CARE MANAGEMENT AND CRISIS INTERVENTION
FOLLOWING PEDIATRIC LIVER TRANSPLANTATION: STANDARDIZED
PROTOCOLS AND A MULTIDISCIPLINARY PICU PARADIGM

Department of Intensive Care, Vinmec Times City International Hospital, Hanoi, Vietham

ABSTRACT
Pediatric liver transplantation poses intricate critical care challenges governed by unique anatomical
and pathophysiological characteristics, including graft-to-recipient weight ratio (GRWR) mismatches,
diminutive vascular calibers, and severe consumptive coagulopathy exacerbated by antithrombin IlI
(AT-111) deficiency. This report aims to summarize and standardize advanced intensive care strategies,
immunosuppressive regimens, and emergency crisis-management pathways for pediatric liver

recipients within the Pediatric Intensive Care Unit (PICU).

The clinical protocol encompasses age-adjusted mean arterial pressure optimization; stringent central
venous pressure (CVP) control maintained at 3-8 mmHg to prevent graft congestion; a multimodal
anticoagulation regimen (continuous Alprostadil infusion, Enoxaparin supplemented with AT-Ill,
transitioning to Aspirin); a core immunosuppressive strategy (Tacrolimus titrated to targeted trough
concentrations combined with progressive corticosteroid tapering); and a proactive clinical "red-flag"
surveillance framework for vascular crises, allograft rejection (ACR/AMR), viral reactivation (CMV/EBV),
and neurological complications (cerebral edema and PRES).

Meticulous CVP restriction (<8-10 mmHg) is paramount to preserving sinusoidal microcirculation and
mitigating excessive ascites extravasation. Hemodynamic surveillance and bedside point-of-care
Doppler ultrasonography facilitate early detection of hepatic artery thrombosis (HAT) upon acute
transaminase surges (>1000-2500 U/L), permitting prompt surgical re-anastomosis or urgent salvage
interventions. Histopathological differentiation between acute cellular rejection (ACR, Banff RAI =3)
and antibody-mediated rejection (AMR, marked sinusoidal endothelial C4d deposition) directs targeted
therapy with high-dose corticosteroid pulses or plasmapheresis combined with Rituximab and IVIG.
Targeted hyperosmolar therapy with 3% sodium chloride for intracranial hypertension and aggressive
antihypertensive therapy combined with calcineurin-inhibitor dose reduction for posterior reversible
encephalopathy syndrome (PRES) effectively prevent irreversible neurological sequelae.

Graft viability and patient survival depend not solely on intraoperative surgical precision, but
fundamentally on rigorous adherence to standardized critical care protocols, seamless
multidisciplinary coordination, and rapid emergency intervention upon the onset of clinical warning
triggers in the PICU.

Keywords: Pediatric liver transplantation; Pediatric intensive care unit (PICU); Hepatic artery
thrombosis; Immunosuppression; Central venous pressure; Allograft rejection.
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CAC YEU TO NGU’O'l HIEN VA MANH GHEP LIEN QUAN DPEN
BIEN CHU’NG SAU GHEP GAN TU’ NGU’O’'l HIEN SONG O TRE EM

PHAM DUY HIEN ", VO MANH HOAN', TRAN ANH QUYNH1, NGUYEN LY THINH TRUONG',
MNGUYEN PHAM ANH HOA', PHAM TH| H:AI YEN', DANG AQIH DUONG', THIEU TAyG T{-/ANGu
TRAN MINH DIEN', TRAN BUC TAM', NGUYEN THO ANH', TRAN XUAN NAM', NGUYEN CONG SONT,
HO TUAN HOANG', BO VAN KHANG' VA PHAN HONG LONG"?*
Bénh vién Nhi Trung uong.
2Truong Dai hoc Y Ha Noi.
3Trudng Dai hoc Y Duoc, Pai hoc Quoc Gia Ha Noi.
Tac gia lién hé chinh: Phan Hong Long
Co quan chinh: Truong Dai hoc Y Dugce, Dai hoc Quéc Gia Ha Noi
Email: Honglong.phan14091993@gmail.com | Dién thoai: 0362212792

TOM TAT
Nghién cru danh gia anh hudng clia cac yéu to ngudi hi€n va manh ghép dén réi loan chirc ndng manh
ghép sém va bién chirng sau ghép gan tir ngudi hién song & tré em. Nghién cu hoi cliru 81 tré dugc ghép
gan tai Bénh vién Nhi Trung uong tlr 7/2018 dén 3/2026. Tubi trung vi ngudi hién la 33 tudi (29-39), ngudi
nhan 24 thang (16-45); teo méat bam sinh la chi dinh chinh, gap & 65 tré (80,2%); trong lugng manh ghép
trung vi & 235g (210-260). Rai loan chirc nang manh ghép sém (EAD) xay ra & 35 tré (43,2%), diém danh
gia suy chirc nang manh ghép (MEAF) trung vi 3,79 (3,18-4,62).

Mdc dd nhiém m& manh ghép tuong quan thuan véi MEAF (p=0,017), nhung khéng cé yéu t6 ngudi hién
ho&dc manh ghép nao lién quan cd y nghia vGi EAD. Manh ghép gan phai lién quan v3i bién chirng duong
mat cao han (p=0,004). Ty l& s6ng con bénh nhdn/manh ghép sau 5 nam 91,3%/89,8%. Cac yéu td nguoi
hi€n va manh ghép bao gom céac dac diém mach mau, dudng mat va dé nhiém m& lién quan ré hon véi
bién chirng ky thuat so v4i EAD hoac song con trung han.

T khéa: Ghép gan tré em; ty &€ GRWR; suy chirc nang manh ghép sém; bién ching dudng mat.
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DONOR- AND GRAFT-RELATED DETERMINANTS OF POST-TRANSPLANT
COMPLICATIONS IN PEDIATRIC LIVER TRANSPLANTATION

PHAM DUY HIEN ", VO MANH HOAN', TRAN ANH QUYNH1, NGUYEN LY THINH TRUONG',
MNGUYEN PHAM ANH HOA', PHAM TH| H:AI YEN', DANG AQIH DUONG', THIEU TAyG T{-/ANGu
TRAN MINH BIEN', TRAN BUC TAM', NGUYEN THO ANH', TRAN XUAN NAM', NGUYEN CONG SONT,
HO TUAN HOANG', BO VAN KHANG' VA PHAN HONG LONG"?*
Bénh vién Nhi Trung uong.
2Truong Dai hoc Y Ha Noi.
3Trudng Dai hoc Y Duoc, Pai hoc Quoc Gia Ha Noi.
Tac gia lién hé chinh: Phan Hong Long
Co quan chinh: Truong Dai hoc Y Dugce, Dai hoc Quéc Gia Ha Noi
Email: Honglong.phan14091993@gmail.com | Dién thoai: 0362212792

SUMMARY
This study evaluated the impact of donor- and graft-related factors on early allograft dysfunction and
post-transplant complications after pediatric living donor liver transplantation. This retrospective study
included 81 children who underwent liver transplantation at Vietham National Children’s Hospital
between July 2018 and March 2026. The median donor age was 33 years (IQR, 29-39), and the median
recipient age was 24 months (IQR, 16-45). Biliary atresia was the most common indication for
transplantation, accounting for 65 cases (80.2%).

The median graft weight was 235 g (IQR, 210-260). Early allograft dysfunction (EAD) occurred in 35
patients (43.2%), and the median Model for Early Allograft Function (MEAF) score was 3.79 (IQR,
3.18-4.62). The degree of graft steatosis was positively correlated with the MEAF score (p = 0.017);
however, neither donor- nor graft-related factors were significantly associated with EAD. Right liver
grafts were associated with a higher rate of biliary complications (p =0.004). The 5-year patient and graft
survival rates were 91.3% and 89.8%, respectively. Overall, donor- and graft-related factors, including
vascular and biliary anatomical characteristics and graft steatosis, appeared to be more closely
associated with technical complications than with EAD or intermediate-term survival.

Keywords: Pediatric liver transplantation; graft-to-recipient weight ratio; early allograft dysfunction;
biliary complications.
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GHEP GAN CHO TRE DU’O’l 10KG:
KET QUA TU’ CHU’O'NG TRINH TAI BENH VIEN NHI DPONG 2

THS. HO PHI DUY
BV NHI BONG 2

TOM TAT
Pat van dé: Trong linh vuc nhi khoa, ghép gan da trd thanh mot chi dinh diéu tri thiét yéu, dac biét véi
céc bénh ly nhu teo duding mat, céc réi loan chuyén héa, suy gan cap va xad gan tién trién
Ghép gan @ tré dudi 10 kg gap nhiéu thach thirc vé mat néi khoa, ky thuat va bién chirng. Nghién clu
nham dénh gia két qua ghép gan tir ngudi cho séng & nhém bénh nhi nay.
Doi tugng va phuang phap: Nghién ciru mo ta 20 bénh nhi duéi 10 kg dugc ghép gan tir ngudi cho séng
tai Bénh vién NhiDong 2 tir thang 10/2021 dén thang 5/2025.

K&t qua: Tudi va can nang trung binh lan luot 1a 15,90 = 5,36 thang va 8,58 = 0,83 kg. Teo dudng mét
chiém 90% nguyén nhan ghép gan, tiép dé la PFIC type 2 chiém 10%. Diém PELD trudc ghép trung binh
20,1 = 8,2. Tat ca bénh nhi nhdn manh ghép gan thuy trai bén, GRWR trung binh 2,92 + 0,46%. Thdi gian
ph4u thuat trung binh 548,50 + 77,43 phut. Bién chirng mach mau gom 1/20 trudng hop (5%) huyét khoi
dong mach gan dugc diéu tri thanh céng véi thudc tiéu soi huyét; 15% (3/20) hep tinh mach clra, trong
doé 1 TH dugc nong hep xuyén gan qua da, 2 trudng hop theo doi. Bién chirng duong mat cé 1/20 TH (5%)
rd miéng néi mat rudt dugc phau thuat lam lai miéng néi. Bién ching nodi khoa thudng gap gdom tran dich
dudng trap (60%), viém phai (50%), nhiém trung huyét (45%) va thai ghép cap (25%). Nhidm EBV va PTLD
&n lugt la 90% va 15%, trong dé cé 1 trudng hop tlir vong. Sau thoi gian theo doéi trung binh 24,7 thang,
ty & song con dat 95%, khéng cé trudng hgp ghép lai.

K&t luan: Ghép gan tir ngudi cho séng & tré dudi 10 kg cé két qua tot, co ty L& bién ching thap va ty L&
s6ng con dat 95%.

T khéa: Ghép gan nhi, ngudi cho séng, tré dudi 10 kg, bién chirng.
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A LESS-APPRECIATED CAUSE OF ACUTE ON CHRONIC
KIDNEY FAILURE IN A DIABETIC RENAL RECIPIENT:
ENTERIC OXALATE NEPHROPATHY

Dr Nguyen Thi Hoai An
Cho Ray Hospital

ABSTRACT

Enteric oxalate nephropathy (ON) as the underlying cause of acute on chronic renal failure requiring
dialysis in renal recipients is rarely reported and may be misdiagnosed, leading to inappropriate
management. We described a 65-year-old diabetic uremic man who had received cadaveric kidney
transplantation with CKD, stage IlIB (serum creatinine 1.8-2.0 mg/dl) for 9 years on optimal
immunosuppressants presented with progressive leg edema, body weight gain, and exertional dyspnea
following intermittent water diarrhea for 2 weeks. Physical examination revealed higher blood pressure
150/100 mmHg, engorged jugular vein, and generalized edema. His relevant laboratory findings showed
a declined hemoglobin from 10.3 to 9.8 mg/dl, serum creatinine rose from 3.7 to 7.4 mg/dl,
hyperkalemia (5.9 mmol/L) and hyperchlormic metabolic acidosis, severe hypocalcemia (6.0 mg/dl),
higher serum CRP 3.6 mg/dl, and no RBC or WBC in the urine, but mild proteinuria. His renal function is
not improved with volume repletion or alkalizastion and one dose of pulse steroid therapy for
presumptive diagnosis of acute kidney rejection. After emergent hemodialysis to control his uremic
symptoms, he received renal biopsy typically showing numerous oxalate deposition in the intratubular
lumen consistent with ON. His urine oxalate excretion was still much higher after the diagnosis of ON
and become normal one month later. With aggressive control of watery diarrhea, low oxalate diet, high
calcium supplementation, tight control of sugar and reduced immunosuppressants, his renal function
(serum creatinine 4.5-5.0 mg/dl) was improved without the need of dialysis. This case highlights the
importance of considering ON as a potential cause of acute kidney injury in renal recipient with
diarrhea. Early determination of urine oxalate excretion may be needed.
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RIGHT VENTRICULAR STRAIN BY SPECKLE TRACKING
ECHOCARDIOGRAPHY IN PATIENTS WITH END-STAGE CHRONIC
KIDNEY DISEASE UNDERGOING RENAL TRANSPLANTATION

HOANG PHUC KHAM ', PHAM VU THU HA", TRAN DUC HUNG ', NGUYEN THI THU HA’

1103 Military Hospital
Corresponding author: Nguyen Thi Thu Ha
Email: drthuha103@gmail.com | BT: 0977606550

SUMMARY
Objective: To evaluate right ventricular strain by speckle tracking echocardiography in patients with
end-stage chronic kidney disease before and 1 month after kidney transplantation.

Subjects and methods: The study included 63 patients diagnosed with end-stage chronic kidney
disease. All patients received kidney transplantation at Military Hospital 103 from October 2023 to April
2025. They were followed up for 1 month after kidney transplantation. Right ventricular strain was
evaluated before and 1 month after successful kidney transplantation. All informed consents were
obtained from participants, and the research was approved by the Ethics Council of Military Hospital
103, Military Medical Academy.

Results: RVACLS (-17.56 £ 4.82vs -21.14 + 3.90, p <0.01) and RVFWLS

(-20.59 £ 6.10 vs -24.81 = 4.58, p < 0,01) 1 month after kidney transplantation improved significantly
compared with pre-transplantation. The rate of right ventricular dysfunction group decreased
significantly 1 month after transplantation (40.5 vs 13.5 %, p < 0.01). RV4CSL and RVFWSL after
transplantation in the pre-transplant pre-emptive treatment group were statistically higher than in the
hemodialysis group. RV4CSL had a moderate positive correlation with the time of dialysis before kidney
transplantation. RV4CSL had a moderate positive correlation with hemoglobin level before kidney
transplantation.

Conclusion: RV4ACSL and RVFWSL 1 month after kidney transplantation improved significantly
compared with pre-transplantation. The rate of the right ventricular dysfunction group also decreased
significantly. RV strain was also associated moderately with the type of pretransplant renal

replacement therapy, the duration of dialysis, and the hemoglobin level.

Keywords: right ventricular strain, kidney transplantation, speckle tracking echocardiography.
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CASE REPORT:
EARLY AND PERSISTENT POST-TRANSPLANT
PROTEINURIA DUE TO MULTIPLE CONCOMITANT ETIOLOGIES

NGUYEN THI THU HA™, HOANG PHUC KHAM', NGUYEN THI TRANG'

1 Department of Nephrology and Dialysis, Military Hospital 103, Hanoi, Vietham
Corresponding author: Nguyen Thi Thu Ha
Email: drthuha103@gmail.com

ABSTRACT
Post-transplant proteinuria is an early warning sign of allograft injury and is often caused by multiple
concurrent mechanisms, originating either from the transplanted kidney or from the native kidneys. We
report the case of a 26-year- old male who developed low-grade proteinuria immediately after kidney
transplantation, which rapidly progressed to overt nephrotic syndrome within the first three months.

The initial allograft biopsy revealed features of membranoproliferative glomerulonephritis (MPGN) with
diffuse C4d deposition in the glomerular capillaries, suggesting chronic active antibody-mediated
rejection. The patient was treated with high-dose corticosteroids and rituximab, resulting in partial
improvement of proteinuria; however, recurrence occurred, accompanied by deterioration of graft
function. A second allograft biopsy demonstrated combined lesions of chronic antibody-mediated
rejection, acute calcineurin inhibitor (CNI) nephrotoxicity, and chronic glomerular injury, which guided
treatment modification, leading to better control of proteinuria and improvement of graft function. This
case highlights the importance of early recognition of post-transplant proteinuria and emphasizes a
multifactorial diagnostic and therapeutic approach to optimize management and preserve long-term
graft function.

Keywords: post-transplant proteinuria; renal allograft biopsy; antibody-mediated rejection;
calcineurin inhibitor toxicity.
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EARLY DEEP VEIN THROMBOSIS
AFTER KIDNEY TRANSPLANTATION

VO TAM"2, TO HO'U THIEN?

1Pai hoc Y Duoc, Pai hoc Hué
2Bénh vién Trung uong Hué

ABSTRACT
Background: Kidney transplant recipients have a substantially higher risk deep vein thrombosis (DVT),
than the general population, particularly during the first three months after transplantation. However,
thromboprophylaxis strategies remain unstandardized because clinicians must balance postoperative
bleeding risk, fluctuating allograft function, and the potential need for invasive procedures.

Case presentation: A 52-year-old man with end-stage kidney disease had been receiving maintenance
hemodialysis since 2025. During his pretransplant evaluation, doppler ultrasonography identified a
chronic thrombus completely occluding the left external iliac vein following catheter placement. He
was receiving acenocoumarol 0.5 mg/day, adjusted according to the international normalized ratio. On
post-transplant day 19, he developed swelling and pain involving the entire left leg. doppler
ultrasonography demonstrated an echogenic thrombus completely occluding the deep veins from the
popliteal to the femoral vein, without extension into the renal allograft vein or evidence of a
compressive pelvic lesion. He received subcutaneous low-molecular-weight heparin every 12 hours
and was subsequently transitioned to rivaroxaban, a direct factor Xa inhibitor, for extended
anticoagulation. No major bleeding, allograft dysfunction, or pulmonary embolism was documented.
At three months, his symptoms had resolved completely, ultrasonography showed partial
recanalization, and serum creatinine remained stable at 98.5 pmol/L. No recurrent DVT was observed
during six months of follow-up.

Conclusion: Early DVT after kidney transplantation has a multifactorial etiology and may occur despite
intermittent thromboprophylaxis. Evaluation should distinguish lower-extremity DVT from renal
allograft vein thrombosis and assess for pelvic venous compression. Anticoagulant treatment should
be individualized according to allograft function, bleeding risk, the potential need for biopsy or repeat

surgery, and interactions with immunosuppressive drugs.

Keywords: kidney transplantation; lower-extremity deep vein thrombosis; post-transplant
thromboprophylaxis; anticoagulation.
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EARLY DEEP VEIN THROMBOSIS
AFTER KIDNEY TRANSPLANTATION

VO TAM"2, TO HO'U THIEN?

1Pai hoc Y Duoc, Pai hoc Hué
2Bénh vién Trung uong Hué

TOM TAT
B&i canh: Ngudi nhan than ghép cé nguy co thuyén téc huyét khéi tinh mach (DVT) cao hon dang ké so
véi dan so chung, dac biét trong ba thang dau sau ghép. Tuy nhién, chién lugc du phong huyét khéi chua
dugc chuén héa vi phai can bang véi nguy cd chay mau sau phau thuat, chic ndng than ghép bién dong
va nhu cau thuc hién céc tha thuat xam lan.

Ca bénh: B&énh nhan nam 52 tudi, suy than giai doan cudi, loc mau chu ky tir ndm 2025. Trong danh gia
trudc ghép, siéu &m doppler ghi nhan huyét khdi cl gay tdc hoan toan tinh mach chau ngoai trai sau dat
catheter. Nguoi bénh dang dung acenocoumarol 0,5 mg/ngay, diéu chinh theo INR. Sau ghép ngay 19,
bénh nhan xuét hién sung dau toan bd chan trai. Siéu &m doppler xac dinh huyét khéi ci tang &m gay tac
hoan toan hé tinh mach sau chéan trai: tr tinh mach khoeo - dui, khéng lan vao tinh mach than ghép va
khéng cé tén thuong chén ép vung chau. Bénh nhan dugc x{ tri bang heparin trong lugng phan thir thap
tiém dudi da ngat quang moi 12 gid, sau d6 chuyén sang thuéc thudéc nhém e ché yéu té Xa,
rivaroxaban duy tri kéo dai. Khéng ghi nhan chay mau Ll&n, réi loan chitc nang than ghép hodc thuyén tac
phéi. Sau ba thang, triéu chirng hét hoan toan, siéu 4m ghi nhan tai théng mot phan va creatinine huyét
thanh 6n dinh & mirc 98.5 pmol/L. Khéng ghi nhan DVT tai phat sau sau thang theo déi.

K&t luan: DVT giai doan sém sau ghép than c6 co ché da y&u t6 va van cé thé xuat hién khi da ap dung
du phong khong lién tuc. Panh gia can phan biét DVT hé thong véi huyét khai tinh mach than ghép, dong
thoi tim tén thuong chén ép tinh mach ving chau. Lua chon khang déng phai duoc cé thé hoa theo chirc
nang than ghép, nguy co chay mau, kha nang can sinh thiét hoac tai phau thuat va tuong tac vdi thuéc
U'c ché& mién dich.

T khéa: ghép than; huyét khéi tinh mach chi dudi; du phong huyét khoi sau ghép; chéng dong
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ACUTE REJECTION AFTER EARLY
TACROLIMUS-TO-EVEROLIMUS CONVERSION
IN A KIDNEY TRANSPLANT RECIPIENT WITH DELAYED
GRAFT FUNCTION: A CASE REPORT

VAN HIEU NGUYEN'; NGOC PHUONG THAO HUYNH"?; MINH HOANG TRAN"?

1. University Medical Center Ho Chi Minh City, Ho Chi Minh City, Vietnam
2. University of Medicine and Pharmacy at Ho Chi Minh City, Ho Chi Minh City, Vietham

ABSTRACT
Background: Delayed graft function (DGF) poses a challenge in balancing calcineurin inhibitor
(CNI)-associated nephrotoxicity against adequate immunosuppression after kidney transplantation.
Evidence supporting complete CNI withdrawal during ongoing DGF remains limited.

Case presentation: A 19-year-old woman with kidney failure caused by focal segmental
glomerulosclerosis underwent ABO-compatible living-related kidney transplantation. Pretransplant
evaluation showed three of six human leukocyte antigen mismatches, 0% panel-reactive antibodies,
and a negative crossmatch. Following basiliximab induction, maintenance immunosuppression
consisted of tacrolimus, mycophenolate mofetil, and corticosteroids. Progressive oliguria followed by
anuria developed despite normal graft ultrasonography. Tacrolimus was replaced with everolimus on
postoperative day (POD) 18, followed by improved urine output and graft function. At discharge on POD
23, serum creatinine was 2.03 mg/dL and estimated glomerular filtration rate (eGFR) was 36
mL/min/1.73 m>. From POD 30, fatigue, intermittent low-grade fever, and progressive graft dysfunction
developed, with eGFR declining to 13 mL/min/1.73 m? by POD 72. De novo donor-specific antibodies
were detected (mean fluorescence intensity, 5,155). Allograft biopsy revealed Banff grade IIA T
cell-mediated rejection, acute tubular injury, and C4d positivity in glomerular and peritubular
capillaries, raising suspicion of concomitant antibody-mediated rejection. Treatment included
corticosteroid pulses, five plasma exchange sessions, intravenous immunoglobulin, and
antithymocyte globulin. Maintenance therapy was changed to cyclosporine, mycophenolate mofetil,
and corticosteroids. At six months, eGFR had recovered to 51 mL/min/1.73 m>.

Conclusion: This case report highlights the potential trade-off between improvement in allograft
function and the risk of acute rejection following CNI withdrawal and conversion to everolimus during
DGF. Close monitoring and timely allograft biopsy are essential when graft function deteriorates to
establish the diagnosis and guide appropriate treatment.

Keywords: kidney transplantation; delayed graft function; everolimus; tacrolimus; acute rejection;
allograft biopsy
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EVALUATION OF PRE-EMPTIVE KIDNEY
TRANSPLANT RESULTS AT CHO RAY HOSPITAL

LE HO'U THUAN , THAI MINH SAM, HOANG KHAC CHUAN, THAI KINH LUAN, TRUONG HO TRONG TAN
PHAM BINH THY PHONG, BUI BUC CAM HONG, MAI THI DU'C HANH, NGUYEN TH| DO QUYEN

1. Clinical Guidelines for Kidney Transplantation 2017, Post-transplant, pp 46.
2. KDIGO Clinical Practice Guideline for the Care of Kidney Transplant Recipients,
American Journal of Transplantation 2009; 9(Suppl 3): S1-S157.

ABSTRACT
Background: re-emptive kidney transplantation (PKT), a technique performed before a patient starts
dialysis, has been shown to provide superior clinical outcomes. This study aims to comprehensively
evaluate the efficacy and safety of PKT implementation at Cho Ray Hospital.

Objective: The overall objective of the study is to comprehensively evaluate the efficacy and safety of
the pre-emptive kidney transplantation (PKT) technique at Cho Ray Hospital.

Methods: We conducted a retrospective, cross-sectional descriptive study on 76 patients who
underwent pre-emptive kidney transplantation from living donors from March 2016 to May 2022. The
main inclusion criterion was patients with a GFR <15 mL/min/1 .73m?* who had not yet started dialysis.
The standard immunosuppressive regimen included Basiliximab induction and maintenance with
Tacrolimus, MMF, and Prednisone.

Results: Results after 12 months of follow-up noted: Patient and graft survival rates were 100%. There
were no cases of delayed graft function (DGF) or acute rejection. Graft function was stable, with a mean
eGFR at the 12-month mark of 63.5 = 10.2 mL/min/1.73m>. The rate of surgical complications was low
(2.6%). Hypertension (64%) and infection (24% of episodes) were the main medical complications,
which were well-controlled. Notably, 100% of patients returned to work or study within 3 months
post-transplant.

Conclusion: Pre-emptive kidney transplantation is a safe and highly effective treatment method at Cho
Ray Hospital. This technique not only provides superior survival outcomes, no DGF, and stable kidney
function, but also helps patients reintegrate into society quickly, affirming the significant benefits of
implementing PKT.

Key words: Pre-emptive kidney transplantation, anti-HLA antibodies, Donor-Specific Antibodies, acute
rejection, chronic rejection, kidney transplant survival.
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LATE-ONSET BK POLYOMAVIRUS-ASSOCIATED
NEPHROPATHY MANAGED BY EVEROLIMUS CONVERSION:
A LONGITUDINAL CASE REPORT AND SYSTEMATIC
REVIEW OF CONTEMPORARY EVIDENCE

VAN LE QUY DINH', HIEN TRONG NGUYEN'.

T Urology, Cho Ray Hospital, Ho Chi Minh city, Viet Nam

ABSTRACT
Background
BK polyomavirus-associated nephropathy (BKVAN) remains a major infectious threat to long-term
kidney allograft survival, occurring in 2-16% of recipients and associated with graft loss rates of up to
50% when undetected. Optimal management strategies, particularly the role of mammalian target of
rapamycin inhibitor (mTORIi) conversion, remain debated following the publication of the BKEVER
randomised trial.

Case Summary

We present the longitudinal clinical course of a 33-year-old male kidney transplant recipient who
developed biopsy-confirmed, late-onset BKVAN approximately three years after deceased-donor
kidney transplantation at Cho Ray Hospital, Vietnam.

Despite a relatively low plasma viral load at the time of biopsy (9.3 x 10? copies/mL), rising serum
creatinine and positive SV40 immunohistochemistry prompted prompt immunosuppression
restructuring, including discontinuation of mycophenolate mofetil and conversion to everolimus.
Following an initial post-conversion viral surge, progressive viral suppression culminated in complete
clearance (BKPyV <600 copies/mL) by December 2025—three years after diagnosis—with stable graft
function (serum creatinine 1.53 mg/dL; eGFR 59.3 mL/min/1.73 m2).

Conclusions

This case illustrates the diagnostic value of early allograft biopsy even at low plasma viral loads, and
demonstrates that everolimus-based conversion can achieve durable viral clearance while preserving
graft function. Contextualised against the ATHENA, TRANSFORM, Wiseman, and BKEVER trials and the
2024 International Consensus Guidelines, we discuss the evolving evidence for mTORi use in BKVAN
and highlight practical constraints—including PCR access and cost—that influence management in
resource-limited settings.

References

Virus polyoma BK, Everolimus, mTOR inhibitor, immunosuppression, calcineurin inhibitor,
mycophenolate mofetil, kidney transplantation, BKVAN.
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Table 1. Immunalogical and infectious screening profile of the doner-reciplent pair.

Parameter Recipient (Nguyen Sy V.) i Donor (Deceased)
Blood type O+ O+
HLA Class - A A*24/A%26 AD2/A29
HLA Class - B B*15/B*15 BO7/B52
HLA Class {I - DRB! DRBI®*12/12 DRBI*I0/DRBI*15
Dmé’;fgsg = DQA1*01/°06, DQB1*03/*05 DQA1*01/°01, DQB1*05/%05
CMYV starus (IgG/dgM) | Not explicitly provided IgG 218/ IgM (-)
EBV status (1gG/lgM) Not explicitly provided IgG 9.37 / IgM {COV)
HBV markers HBV-PCR (-) HBsAb 95.59; HBeAb (+); AntiHB¢ (+)
Other infections HIV (), HCV (=) HIV (-}, RPR {-), TPHA (=), HCV (-)

Table 1. Immunological and infectious screening profile of the donor-recipient pair.

Table 2. Detailed allograft biopsy findings (October 7, 2022).

Parameter Finding I Clinical Significance
Gi i 17 total; 2 globally sclerosed; no Minimal chronic damage; no acute
Crescents Of NEcrosis glomerulitis
Minimal mononuclear infiltration Effectively excludes severe acute
Interstitial inflammation (<5%) cellular rejection
Tubular atrophy/fibrosis Small focal arcas Negligible chronic injury
Tubulitis Abaant anni_ﬂcm with absence of acute
rejection
SV40 large T-antigen Positive (nuclear staining in tubular VAR ;
staind epithelial cells) Definitive diagnosis of BKVAN
Cdd staining Negative Excludes antibody-mediated rejection
IgA (<), 1gG (-), IgM (+ plasma), C3 No immune complex
Immunafluorescence (), Clg (=) glomerulonephritis
£0, i0, 10, ah0, v0, pted, cg0, ctl, cil, Overall Banff Class 6 (minimal
Banff 97 scare mm0, C4d0 pathology)

Table 2. Detailed allograft biopsy findings (October 7, 2022).
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GHEP THAN DPON PAU & BENH NHAN SUY THAN MAN CHAN DOAN TRE:
BAO CAO CA LAM SANG

NGUYEN BACH, VU BU'C NAM, PHAM THI LAN HUONG, HOANG DUY THAI, THAI MINH SAM

Mé& dau: KDIGO khuyén cédo bénh nhan than man giai doan 4-5 can dugc tu van va chuan bi ghép than
sém trudc khi loc mau. Thuc té tai Viét Nam, cac bénh nhan dugc chan doan bénh than man tré, khéng
dugc theo dbi day du lam cho viéc chuén bi ghép than dén dau kho thuc hién. Chung tbi béo céo 2
trudng hop lam sang: Ca s6 1: NGUYEN HUYNH CHAU N, nit 22 tudi, sinh vién. Tign sir khée manh.
Thang 12/2025 bénh nhan tinh c& phat hién huyét ap cao, sau d6é dugc chan doan suy than man giai
doan 5vdi eGFR 11 ml/ph/1.73m2 . Thang 1/2026 bénh nhan dugc ghép than don dau tir ngudi hién La
me rudt. Téng thoi gian chuén bj 01 thang. Ca s6 2. PHAM TAM H, 33 tudi, nam, nhan vién ngan hang.
Thang 2/2026, BN kham sirc khoée tai co quan phat hién suy than sau dé dugc xac dinh bénh than man
giai doan 5 - Tang huyét ap. Thang 5/2026, dugc sinh thiét thadn, chdn doan bénh than IgA
(M1E1S1T1CO0), cé diéu tri Corticoid nhung khong dap (ng. Thang 8/2026 ghép than don dau tir nguoi
hién a chi rubt. Tong thoi gian chuén bi 03 thang.

Két luan: D& ghép than dén dau cho bénh nhan suy than man giai doan cudi chan doan tré, bac sithan
hoc cén diéu tri tich cuc va khan truang chuén bi ghép than nhanh nhat cé thé dé bénh nhan tranh dugc
loc mau.

T khéa: ghép than don dau, béac sithan hoc, suy than man giai doan cudi

PREEMPTIVE KIDNEY TRANSPLANTATION FOR PATIENTS WITH END STAGE
CHRONIC KIDNEY FAILURE DIAGNOSED LATE: A CASE REPORT

NGUYEN BACH, VU DUC NAM, PHAM THI LAN HUONG, HOANG DUY THAI, THAI MINH SAM

Introduction: KDIGO guidelines recommend that patients with stage 4-5 chronic kidney disease (CKD)
receive counseling and preparation for kidney transplantation prior to the initiation of dialysis. In
Vietham, however, many patients are diagnosed late and without follow-up, therefore the preparation
for preemptive kidney transplantation is challenge. We report two clinical cases: Case 1: NGUYEN
HUYNH CHAU N, a 22-year-old female student with no significant medical history. In December 2025,
she was incidentally found to have hypertension and was subsequently diagnosed with stage 5 CKD
(eGFR: 11 mL/min/1 .73m2). InJanuary 2026, she underwent preemptive kidney transplantation with her
mother as the donor; the total preparation time was one month. Case 2: PHAM TAM H, a 33-year-old
male bank employee. In February 2026, a workplace health check-up revealed renal impairment, and
diagnosed stage 5 CKD and hypertension. A kidney biopsy in May 2026 confirmed IgA nephropathy
(M1E1S1T1CO0); corticosteroid therapy was administered but non response. In August 2026, he
underwent preemptive kidney transplantation with his sister as the donor; the total preparation time
was three months.

Conclusion: To facilitate preemptive kidney transplantation for patients with end-stage kidney disease
diagnosed late, nephrologists must provide active medical management and urgently expedite the
transplantation process to enable patients to avoid dialysis.

Keywords: preemptive kidney transplantation, nephrologist, end-stage renal disease
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VIEM TUY CAP SAU GHEP THAN:
BAO CAO MOT TRU'O'NG HO'P VA KINH NGHIEM XU TRi

BSCK2 Phan Thi Thu Ha
BV QY 175

TOM TAT
Pat van dé: Viém tuy cép la bién chirng hiém gap sau ghép than nhung cé thé anh hudng nghiém trong
déntinh trang toan than va chlc nang than ghép. O'bénh nhan ghép than, nguyén nhan co thé lién quan
dén céc yéu td thudng g&p nhu bénh ly duding mat, réi loan chuyén héa, nhiém trung hodc thuéc tc ché
mién dich. Tacrolimus, mot thudc tc ché calcineurin dugc st dung phé bién sau ghép than, da dugc ghi
nhan trong mét sé bdo céo la nguyén nhan tiém tang cla viém tuy cap.
Trinh bay ca bénh: B&nh nhan n(r 55 tudi, bénh than giai doan cudi do tang huyét ap, chay than nhan tao
tlr ndm 2022, dugc ghép than tlr ngu'di hién séng ngay 24/12/2025. Sau ghép, bénh nhan duoc diéu tri
t'c ché mién dich bang Tacrolimus, Mycophenolate sodium va Prednisolone, véi Basiliximab trong diéu
tri dan nhap. Chirc nang than ghép cai thién tét, creatinin giam tir 316 xudng 88-90 pmol/L. Dén ngay
hau phau th 3, bénh nhan xuat hién chudng bung va dau bung tirng con. Xét nghiém ghi nhan amylase
307 U/L, lipase 582 U/L, CRP tang tir 7 lén trén 150 mg/L va bach cau 25 G/L, trong khi procalcitonin chi
0,1-0,2 ng/mL. Bénh nhan dugc chan doan viém tuy cép theo tiéu chuan Atlanta. Nong do day
Tacrolimus trong giai doan nay dao dong 9-13 ng/mL.
Bénh nhan dugc diéu tri ndng d& gom nhin an, gidm ap duong tiéu hda, truyén dich, gidam dau va nubi
dudng ngoai dudng tiéu hda. Sau khi loai trir cac nguyén nhan ngoai khoa, Tacrolimus dugc ngung va
thay thé& bang Cyclosporine nham duy tri hiéu qua c ché calcineurin. Prednisolone dugc tiép tuc va
lieu Mycophenolate sodium dugc diéu chinh. Sau chuyén d6i phac do, triéu chirng dau bung giam dan,
amylase va lipase giam lan luwgt con khoang 100 U/L va 145 U/L; CRP va s6 lugng bach cau cling giam.
Churc nang than ghép dugc duy tri 6n dinh trong qua trinh diéu tri.
Ban luan: Viém tuy cap sau ghép than cé thé do nhiéu nguyén nhan, do dé can ti€p can cé hé théng dé
loai trir cac nguyén nhan thudng gap nhu séi mat, rugu, tang triglycerid, tang calci mau, nhiém trung va
céac thudc khac. Trong trudng hop nay, thoi diém khdi phat sém sau ghép, xay ra trong khi s dung
Tacrolimus, cung vd@i sy cai thién ro rét vé lam sang va men tuy sau khi ngirng thudc, la nhirng yéu to gai
y vai tro ctia Tacrolimus. Ca ché dugc gia thuyét bao gom ddc tinh truc tiép trén té bao nang tuy, réi loan
vi tudn hoan va phan tng dac ng qua trung gian mién dich. Tuy nhién, do day la mot ca bénh don & va
chua thé loai trir hoan toan cac nguyén nhan khac, méi quan hé nhan qua gitra Tacrolimus va viém tuy
cap chua thé dugc khang dinh tuyét déi.
K&t luan: Viém tuy cap can dugc nghi dén & bénh nhan xuét hién dau bung khéng ré nguyén nhan trong
giai doan sém sau ghép than. Viéc danh gia nguyén nhan can bao gom cac yéu t6 chuyén héa, bénh ly
dudng mat, nhiém trung va thudc &rc ché& mién dich. Khi nghi ngd viém tuy lién quan Tacrolimus, ngirng
ho&c thay thé thudc c6 thé la mét lwa chon diéu tri phu hgp, dong thdi can theo dbi sat dién bién viém
tuy, ndng dé thudc va chirc nang than ghép. Trudng hop nay cho thay tam quan trong clia viéc nhan dién
sém mot bién chitng hiém gap va can nhac doc tinh cia Tacrolimus trong chan doan phan biét.
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EARLY ACUTE PANCREATITIS AFTER KIDNEY TRANSPLANTATION:
A CASE REPORT AND REVIEW OF MANAGEMENT

Dr. Phan Thi Thu Ha, 175 Military Hospital

ABSTRACT

Background: Acute pancreatitis is a rare complication after kidney transplantation but may have
significant consequences for the recipient and renal allograft function. In kidney transplant recipients,
acute pancreatitis may result from various factors, including biliary disease, metabolic abnormalities,
infections, and immunosuppressive medications. Tacrolimus, a commonly used calcineurin inhibitor,
has been reported as a potential cause of acute pancreatitis in a small number of cases.

Case presentation: A 55-year-old woman with end-stage kidney disease secondary to hypertension,
receiving maintenance hemodialysis since 2022, underwent living-donor kidney transplantation on
December 24, 2025. Post-transplant immunosuppression consisted of tacrolimus, mycophenolate
sodium, and prednisolone, with basiliximab induction. Graft function improved promptly, with serum
creatinine decreasing from 316 to 88-90 pmol/L. On postoperative day 3-4, the patient developed
abdominal distension and intermittent abdominal pain. Laboratory investigations showed elevated
amylase (307 U/L) and lipase (582 U/L), marked elevation of C-reactive protein (CRP) from 7 to >150
mg/L, and leukocytosis of 25 G/L, while procalcitonin remained low at 0.1-0.2 ng/mL. Acute
pancreatitis was diagnosed according to the revised Atlanta criteria. Tacrolimus trough concentrations
ranged from 9 to 13 ng/mL during this period. The patient received supportive treatment, including
bowel rest, gastrointestinal decompression, intravenous fluid therapy, analgesia, and parenteral
nutrition. Tacrolimus was discontinued because of the suspected drug-related etiology and replaced
with cyclosporine to maintain calcineurin-inhibitor-based immunosuppression. Prednisolone was
continued and the dose of mycophenolate sodium was reduced. Following discontinuation of
tacrolimus and conversion to cyclosporine, abdominal symptoms gradually improved, with amylase
and lipase decreasing to approximately 100 U/L and 145 U/L, respectively. CRP and leukocyte counts
also decreased, while renal allograft function remained stable.

Discussion: Acute pancreatitis after kidney transplantation has a multifactorial etiology. A systematic
evaluation should be performed to exclude common causes, including gallstone disease, alcohol use,
hypertriglyceridemia, hypercalcemia, infections, and other medications. In this case, the early onset
after transplantation while receiving tacrolimus, together with the marked clinical and biochemical
improvement following tacrolimus withdrawal, suggested a possible association with tacrolimus.
Proposed mechanisms include direct toxicity to pancreatic acinar cells, disturbances in pancreatic
microcirculation, and idiosyncratic immune-mediated reactions. However, because this was a single
case and other potential causes could not be excluded with absolute certainty, a definitive causal

relationship between tacrolimus and acute pancreatitis cannot be established.
Conclusion: Acute pancreatitis should be considered in kidney transplant recipients who develop

unexplained abdominal pain, particularly during the early post-transplant period. Evaluation should
include biliary, metabolic, infectious, and drug-related causes. When tacrolimus-induced pancreatitis
is suspected, withdrawal or conversion to an alternative immunosuppressive regimen may be
considered, with close monitoring of pancreatic enzymes, immunosuppressant levels, and renal
allograft function. This case highlights the importance of early recognition of this uncommon
complication and consideration of tacrolimus-associated pancreatitis in the differential diagnosis.
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BAO CAO LAM SANG CA BENH THIEU HUT YEU TO
DPONG MAU XIIl SAU GHEP THAN

NGUYEN HOAI NAM*, DO MINH TRI*, NGUYEN QUANG CHINH* NGUYEN VAN TUYEN*

* Bénhvién da khoa Buc Giang
Tac gia lién hé: Bs.Nguyén Hoai Nam. DT:0904644895. Email:hoainam10188@gmail.com

TOM TAT
Chung téi bao cdo mét trudng hgp bénh nhan nir 38 tudi ghép than dén dau, xuat hién bién chitng chay
mau mudn trong qua trinh diéu trj thai ghép bang trao déi huyét tuong (PEX). Mac du cac xét nghiém
déng mau thudng quy nhu PT, aPTT va fibrinogen sau bu déu trong gidi han, b&nh nhan van cé nhiéu dot
chay méau quanh than ghép phai can thiép phau thuat 2 [an vi chdy mau cép. Khao sat chuyén sau phat
hién thi€u hut ndng y&u t6 déng mau XlIl véi hoat dé 17,8%. Sau diéu tri thay thé& bang tda lanh dinh ky,
nong dé FXIIl tdng dan lén trén 50% va tinh trang chdy mau dugc kiém soét. Trudng hop nay cho thay
thi€u hut FXIIl m&c phai sau PEX 14 mdt bi€n ching it gdp nhung nguy hiém & bénh nhan ghép than, dé
bi bd sét do cac xét nghiém déng mau thudng quy van binh thudng, nhan manh vai trd cla viéc dinh
lwong FXIII khi c6 chay mau mudn khong giai thich dugc.

Tur khéa: Thi€u hut y&u t6 XlII; Trao d8i huyét tuong; Chdy mau mudn sau phau thuat ghép than; Tua
lanh.
ABSTRACT

We report a case of a 38-year-old female patient who underwent preemptive kidney transplantation and
subsequently developed delayed bleeding complications during treatment of acute rejection with
therapeutic plasma exchange (PEX). Although routine coagulation tests PT, aPTT and fibrinogen levels
after replacement therapy, remained within normal ranges, the patient experienced multiple episodes
of bleeding around the renal allograft, requiring two surgical interventions for acute hemorrhage.
Further investigations revealed severe deficiency of coagulation factor Xlll, with an activity level of
17.8%. Following regular replacement therapy with cryoprecipitate, FXIIl activity gradually increased to
above 50%, and the bleeding was successfully controlled. This case highlights that acquired FXIlI
deficiency after PEX is a rare but potentially life-threatening complication in kidney transplant
recipients, which can be easily overlooked because routine coagulation assays are often normal,

underscoring the importance of measuring FXIll levels in patients with unexplained delayed bleeding.

Keywords: Factor Xlll deficiency; Therapeutic plasma exchange; Delayed bleeding after kidney

transplantation; Cryoprecipitate.
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BIEN CHU’NG LYMPHOCELE XUAT HIEN MUON TREN
BENH NHAN GHEP THAN: BAO CAO CA LAM SANG

TRUONG HOANG MINH"2, NGO QUANG TRUNG', LE VUONG TUAN KIET '

' Khoa Ngoai niéu - ghép than, Bénh vién Nhan dan 115

2Bd moOn Than niéu - Nam khoa, Pai hoc Y khoa Pham Ngoc Thach
Khoa Ngoai niéu - ghép than, Bénh vién Nhan dan 115

Dién thoai: 0986462999, Email: dr.ngoquangtrung@gmail.com

TOM TAT

Bi&én chirng tu dich bach huyét (lymphocele) la mét trong nhirng bién chirng thudng gap sau phau thuat
ghép than. Bién ching nay thudng gap & thai diém tir 2 tuan cho tdi 6 thang sau mo, thudng gap nhat &
tuan th 6. Tuy nhién cling c6 mot sé trudng hap hi€m gap co thé xuat hién mudn khoang vai nam sau
ghép. Trong bai bao nay, ching tdi bao cdo mét trudng hop hiém gap: bénh nhan nam 37 tudi tién s
ghép than vao hé chau phai cach nhép vién 8 ndm vao vién vdi ly do tu dich quanh than ghép, gay chén
ép va lam gidm chic nang than ghép dugc chan doan la tu dich bach huyét (lymphocele) xuét hién
muon trén bénh nhan ghép than. B&nh nhan dugc dan luu dich quanh than duédi huéng dan siéu am,
sau d6 m6 md dan luu dich. Chic ndng than sau phau thuat dan luu giai ép vé binh thudng, xét nghiém
thanh phan dich quanh than ghi nhan dich bach huyét, bénh nhan tiép tuc dugc theo déi dich dan luu
va thay 6ng dan luu hé than ghép dinh ky méi 3 thang. Sau 18 thang, dan luu dich khéngra, siéu am kiém
tra hét tu dich quanh than ghép, bénh nhan dugc rat bd 8ng dan luu, chiic ndng than ghép trd vé binh
thudng.

Tur khéa: Lymphocele, tu dich quanh than, ghép than
ABSTRACT

Lymphocele is one of the most common surgical complications observed after kidney transplantation.
The diagnosis of lymphocele is usually occurred between the postoperative 2nd week and 6th month,
the highest incidence is encountered at the 6th week. However, only few data reported the late
occurrence of lymphocele following kidney transplantation even several years after surgery. In this
paper, we present an uncommon case of 37-year-old man with the medical history of kidney
transplantation onrightiliac fossa at 8th year. His chief complaint was dull paint at transplanted kidney
fossa due to perinephric fluid causing graft compression. He was diagnosed with late
onset-lymphocele after renal transplantation. The initial management was needle aspiration under the
guidance of ultrasound for transplanted kidney decompression, then we performed open perinephric
fluid drainage surgery. Postoperatively, the graft function was recovered and the fluid biochemical test
indicated lymphatic fluid. After 18 month of follow-up and the drain was changed every each 3 month,

when there was no fluid collection we removed the drain, the graft function was normal.

Keywords: Late onset-lymphocele, renal transplantation, perirenal fluid
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PIEU TRI TRAO NGU’Q’C BANG QUANG - NIEU QUAN TREN THAN GHEP:
BAO CAO CALAM SANG VATONG QUAN Y VAN

TRUONG HOANG MINH™ NGO TRI THANH', TR,‘AfN THANH PHONG', TRAN HAI PHONG', TRAN LE DUY ANH",
NGO QUANG TRUNG', LE VUONG TUAN KIET', TO THANH PHAT1, TRUONG HOANG HAF-.

1. Khoa Ngoai niéu — Ghép than, Bénh vién Nhan Dan 115
2. B6 mdn Than niéu - Nam khoa, Truong dai hoc Y Khoa Pham Ngoc Thach
3. Bac si hoc tai khoa Ngoai niéu - Ghép than Bénh vién Nhan Dan 115

TOM TAT
Muc tiéu: Trao ngugc bang quang - niéu quan trén than ghép la mot bién ching niéu khoa mudn, co
nguy co cao dan dén bénh ly than trao ngugc va mat chic nang than ghép néu di kém nhiém khuan niéu
tai phat. Chung t6i bdo cdo ca lam sang trao nguoc bang quang ( BQ) - niéu quan (NQ) trén bénh nhan
ghép than dugc diéu tri thanh céng tai B&nh viénh Nhan Dan (BVND) 115.

Bénh nhan va phuong phap: Chung tdi bao cdo mo ta truong hop bénh nhan nir, 31 tudi, co tién s
ghép than tai An D6 4 nam trudc. Bénh nhan nhap vién vi nhiém khuén dudng tiét niéu ndng va suy than
cap. Hinh anh chup bang quang - niéu dao luc rén tiéu (VCUG) ghi nhan VUR db IV. Phau thuat tham sat
phat hién miéng ndi niéu quan ci nam & vi tri 9 gid vdi dudng ham dudi niém mac cuc ngan trén nén
bang quang thanh moéng. B&nh nhan dugc phau thuat cadm lai niéu quan thanh céng theo phuong phap
Cohen. Dién ti€n hau phau dap &ng t8t vdi khang sinh, chitc nang than cai thién. Tai thoi diém 1 thang
sau rat JJ, hinh anh VCUG ghi nhan hét trao ngugc hoan toan, chirc nang than ghép vé binh thuong.

Két luan: Phau thuat cdm lai NQ vao BQ theo phuong phap Cohen la mot giai phap ngoai khoa an toan,
hiéu qua dé xtr ly triét dé€ VUR mutc dd nang trén than ghép.

T khéa: Trao ngugc bang quang- niéu quan trén than ghép, ky thuat Cohen.
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TREATMENT OF VESICOURETERAL REFLUX IN TRANSPLANTED
KEDNEYS - A CASE REPORT AND LITERATURE REVIEW

TRUONG HOANG MINH™ NGO TRI THANH', TR,‘AfN THANH PHONG', TRAN HAI PHONG' TRAN LE DUY ANH",
NGO QUANG TRUNG', LE VUONG TUAN KIET', TO THANH PHAT1, TRUONG HOANG HAF-.

1. Khoa Ngoai niéu — Ghép than, Bénh vién Nhan Dan 115
2. B6 mdn Than niéu - Nam khoa, Truong dai hoc Y Khoa Pham Ngoc Thach
3. Bac si hoc tai khoa Ngoai niéu - Ghép than Bénh vién Nhan Dan 115

SUMMARY
Background: Vesicoureteral reflux in a transplanted kidney is a late urological complication that poses
a high risk of reflux nephropathy and graft loss, particularly when associated with recurrent urinary tract
infections (UTIs). We report a clinical case of vesicoureteral reflux in a transplanted kedney that was
successfully treated at People’s Hospital 115

Patients and Methods: We report the case of a 31-year-old female, 4 years post-renal transplantation
in India, who presented with severe UTIl and acute kidney injury. Voiding cystourethrography (VCUG)
revealed grade IV VUR. Intraoperative exploration identified the previous ureteral orifice at the 9 o'clock
position with a severely deficient submucosal tunnel on a thin-walled bladder. The patient underwent
successful Cohen's cross-trigonal ureteral reimplantation. The postoperative course was notable for a
transient episode of prerenal acute kidney injury following JJ stent removal, which resolved completely
with intravenous hydration. One month post-stent removal, follow-up VCUG demonstrated complete
resolution of VUR, and baseline allograft function remained stable.

Conclusion: Cohen's technique is a safe and highly effective surgical approach for the definitive
management of high-grade VUR in transplanted kidneys.

Keywords: Vesicoureteral reflux in transplanted kidney, Cohen technique.
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BK VIRUS O BENH NHAN SAU GHEP THAN - LAM THE NAO
PE DU’ PHONG VA PIEU TRI HIEU QUA

LE THI HONG VU

BK polyomavirus (BKPyV) dugc phan lap lan dau ndm 1971 tir nudc ti€éu mét bénh nhan ghép than va
dén nay van la nguyén nhan quan trong gay réi loan chifc ndng va mat than ghép. Ty & nhiém BKPyV niéu
sau ghép than trén thé gidi dao déng tir 30% dén 60%, trong khi d6 BKPyV mau khoang 20-30% [1-3].
Sinh thiétthan ghép la tiéu chuan vang dé chan doan bénh than do BKPyV (BKPyVAN), chiém ty 1& 1-10%
[4]. T6n thuong than chu yéu trong 02 nam dau sau ghép, va khi da c6 BKPyVAN, nguy cd mat than ghép
tor 15% dén trén 50% tuy nghién ctu [2, 3]. Y&u t6 thuan loi nhiém BKPyV bao gbm tudi ngudi nhan cao,
nam gidi, ngudi cho cé BKPyV niéu, bat tuvong hgp HLA cao, st dung tacrolimus, thai ghép cap va dung
corticosteroid lieu cao; stent niéu quan, ghép lan 2 [5, 6]. Hién tai khéng c6 thubéc khang virus hay
vac-xin du phong; bién phap hiéu qua nhat [a tAm soat ch( déng dé can thiép sém. Péng thuan 2024
khuyén cdo dinh lwgng BKPyV-DNA huyét tuong hang thang dén thang thr 09, sau d6 méi 03 thang cho
dén 02 nam sau ghép (03 nam &tré em) [5, 7, 8].

Diéu tri hang dau la gidm Uc ché& mién dich theo tirng budc, nhdm vao thuéc chéng chuyén héa, tc ché
calcineurin, hodc ¢4 hai, van [a nén tang duy nhat da dugc ching minh. Bang chitng hién tai khéng Gng
ho st dung leflunomide, cidofovir, quinolone hay immunoglobulin tinh mach; cac diéu tri th{* nghiém
(thudc khang virus mdi, vac-xin, khang thé trung hoa, truyén t& bao T dic hiéu virus) chi nén ap dung
trong khuén khd thir nghiém lam sang. Ghép than lai sau BKPyVAN van kha thi néu BKPyV-DNA huyét
tuong Am tinh, khéng khuyén cdo cat than ghép thudng quy [4, 5]. Viéc thiét lap quy trinh tAm soat
thudng quy bang PCR huyét tuong hodc té€ bao hoc nudc tiéu la budc can thiép kha thi va can dugc uu
tién tai cac trung tam ghép than trong nudc.

Tur khéa: BK polyomavirus, ghép than, bénh than do BK virus, tam soat, gidm rc ché& mién dijch.
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KET CUC NGAN HAN GHEP THAN TU’ NGU'O'l HIEN CHET NAO
KEM TON THU'O'NG THAN CAP TREN NEN BENH THAN IGA:
02 CA PAU TIEN TAI BENH VIEN NHAN DAN 115

LE QUANG TOAN, DOAN DINH DAN, LE THI HONG VU, TRUONG HOANG MINH

Mé& dau: Viéc ti€p nhan tang tir ngudi hién chét ndo (DBD) c6 tén thuang than cép (AKI) trén nén bénh ly
cau than nguyén phat (bénh than IgA) la chién lugec m& rdng ngudn hi€n tiém nang nhung cé nhiéu thach
thic vé nguy co tri hoan chirc nang than ghép (DGF). Bao cdo danh gia dac diém lam sang, sinh thiét
than va két cuc ngan han tir chudi ca ghép than DBD c6 kém AKI va bénh than IgA dau tién tai Bénh vién
Nhan dan 115.

Phwong phap: hoi ciru mé ta 02 truong hgp nhan than tir cung 01 nguai hién DBD ngay 32/12/2026 la
nam, 51 tudi, nhom mau B+, xuat huyét ndo lugng ldn/tang huyét ap, AKI do 3 va bénh than IgA chan
doan qua sinh thiét than trudc ghép. Ca hai ngudi nhan déu c6 nhém mau B+, dan nhap bang
Anti-Thymocyte Globulin (ATG) va duy tri véi phac doé Tacrolimus + MMF + Steroid.

- Ngudinhan 1: Nam, 19 tudi, BMI 15.8 kg/m2, loc mau chu ky 16 thang, HLA MM 3/6, PRA (-), c6 tri hoan
chirc nang than ghép (DGF). Bénh nhan bai tiét nudc tiéu tir 1800ml — 2000 ml/ ngay, tuy nhién
creatinine mau khoéng giam thém vdi eGFR dao dong 11 — 15 ml/ph/1.73m2 kéo dai, ure mau cao gay
budn nén va dugc duy tri loc mau chu ky hé trg (iHD 1 lan/tuan). eGFR sau ghép 06 thang la 10
mL/min/1.73m2. Dam niéu 24g 0.4g. Sinh thiét thdn bénh than IgA (OXFORD 2017: M1, E1, S1, T1, CO0),
ong than teo 26%, mo ké xa hda 26%, dng than bi khong bao hda lan téa, viém 6ng than-mo ké nhe, cé
déng mach xd héa, hyalin hoa.

- Ngudinhan 2 (NN2): N, 44 tubi, BMI 23.5 kg/m2, viém gan C da diéu tri, loc mau chu ky 60 thang, HLA
MM 5/6, PRA 55% L&p |, khong cé DSA trude ghép. Bénh nhan khéng cé DGF. Chirc nang than hoi phuc
nhanh véi eGFR lUc xuat vién la 36.7 mL/min/1.73m2. Bénh nhan c6 tang dudng huyét ngay sau ghép va
chich Insulin duy tri 8 Ul/ ngay dén nay. Bénh nhan bj nhiém CMV va AKI vao thang thr 4 sau ghép, mic
loc cau thén than duy tri @ muirc 31 — 32 ml/ph/1,73m2 vao thang thr 6 sau ghép. Sinh thiét thanphu hgp
bénh than IgA (OXFORD 2017: M1, E1, S1, T1, C0), dng than teo 31%, mo ké xa hda 31%, kém 6ng thén
bi khong bao héa lan toa, viem dng than-mo ké nhe, cd dong mach xa héa, hyalin hoa.

K&t luan: Ghép than DBD tlr ngudi hién c6 bénh than IgA kém AKI co6 két qua séng con than ghép han
ché. Can céa thé hda viéc lua chon ngudi nhan phu hgp.

T khéa: Ghép than chét nao (DBD); Bénh vién Nhan dan 115; Bénh than IgA; Tri hoan chirc nang than
ghép (DGF); Tiéu chuan ma& réng.
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NHIEM TRUNG TIET NIEU TAI PHAT LIEN QUAN
TRAO NGU'Q’C BANG QUANG - NIEU QUAN PO IV SAU GHEP THAN:
BAO CAO CALAM SANG

DO DINH KHOA, LE THI HONG VU, TRUONG HOANG MINH

Pat van dé: Nhiém trung tiét niéu (urinary tract infection — UTI) 1 m6t trong nhirng bién ching nhiém
trung thudng gap & ngudi nhan than va cé thé anh hudng bat loi dén chirc nang than ghép. O'bénh nhan
UTI tai phat, bén canh diéu tri khang sinh, can ch dong tim ki€m cac yéu to thuan lgi c6 thé can thiép,
nhu & bat thudng giai phau niéu quan. Chung t6i bdo cdo mot trudng hgp UTI tai phat nhiéu lan sau
ghép than lién quan trao ngugc bang quang-niéu quan (vesicoureteral reflux — VUR) do IV, dugc phat
hién bang chup bang quang-niéu dao khi tiéu (voiding cystourethrography — VCUG) va diéu tri bang
phau thuat chéng trdo nguagc [1, 2]

Ca lam sang: Bénh nhan nr 30 tudi, ngudi Campuchia, ghép than 4 nam tai An bbb vatheo ddi sau ghép
tai Thai Lan. Uc ché& mién dich duy tri vdi Tac + MMF + Prednisolon vdi Tac tir 5 — 7 ng/ml, creatinin méu
dao ddng 120 — 150 umol/L. Bénh nhan c6 UTI tai di tai lai nhiéu lan trong vong 2 nam, mai lan tai phat
cach nhau 3-4 thang. Ngay 26/02/2026 bénh nhan nhép vién vi UTI tai phat sau lan xuat vién gan nhat
cach 2 tuan kém suy than c&p sau than, than ghép & nudc dd 1. CTscanner khong ghi nhan tac nghén.
BK virus va CMV am tinh. Ertapenem dugc khdi tri theo tién s vi sinh; cdy nudc ti€éu sau do phan lap
dugc Proteus mirabilis da khang, khang carbapenem va chi nhay Tigecycline. Bénh nhan dugc diéu
chinh khang sinh theo khang sinh do va gidm lieu MMF. Do tinh trang UTI tai phat nhiéu lan trong thai
gian ngan, kém gidm chirc ndng than ghép va than ghép & nudc dé |, cac can ldm sang khac chua tim
dugc nguyén nhan, bénh nhan dugc chup bang quang-niéu dao khi tiéu (VCUG), phat hién trao ngugc
bang quang-niéu quan (VUR) vao than ghép dé IV. Bénh nhan dugc can thiép bang phau thuat chéng
trao ngugc theo phuang phap Cohen. Sau xuat vién va 6 thang theo doi, bénh nhan khéng ghi nhan UTI
tai phat, eGFR dat 88 mL/phut/1,73 m? 6n dinh trong 6 thang.

Ban luan: Ngudi nhan ghép than cé céc yéu t6 nguy co UTI dac thu lién quan dén tinh trang ('c ch& mién
dich, can thiép phau thuat trén dudng niéu va cac dung cu dudng niéu; dong thoi su gia tang cac tac
nhan da khang dang lam cho diéu tri UTI sau ghép ngay cang phurc tap [2]. UTI tai phat, dac biét khi kém
& nudc, viém dai bé than hoadc suy giam chirc nang than ghép, can ggi y viéc tim kiém céc yéu to khac
lién quan dén gidi phau hoc dudng niéu [1, 2]. VUR vao than ghép la mét bat thudng dugc ghi nhan vdi
tan suat thay d6i dang ké. Tuy nhién, VUR don thuéan khéng déng nghia vdi chi dinh can thiép ma VUR cé
y nghia diéu tri khi c6 triéu chirng, dac biét khi lién quan dén viém dai bé than than ghép; diéu tri ndi soi
dugc khuyén céo la lwa chon dau tay, trong khi tai cAm niéu quan hoac ndi bé than-niéu quan la cac lua
chon phau thuat tiép theo & bénh nhan phu hap [3].
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Céc nghién cltu quan sat trén ngudi nhan ghép than cé VUR va UTI c6 sbt tai phat cho thay phau thuat
stra VUR & nhitng bénh nhan dugc lwa chon phu hgp c6 thé lam giam tan suat nhiém trung sau can thiép
[4, 5]. Lwa chon phuong phap diéu tri can dugc ca thé hoa theo mic dd VUR, biéu hién lam sang va dac
diém giai phau cla tirng bénh nhan [3-5]. Y van cho thay viém dai bé than tai phat kém VUR d6 cao la
nhém c6 thé hudng Loi tir phau thuat diéu tri tinh trang trao ngudc; cac chudi ca ghi nhan giam dang ké
s6 dot UTl sau phau thuat [2-5].

K&t luan: Can nghi dén trao ngugc bang quang niéu quan & ngudi bénh sau ghép than bi UTI tai phat
nhiéu [An. VCUG cé vai trdo quan trong trong xac dinh VUR. Nhan dién VUR d6 cao c6 triéu chirng cé thé
giup chuyén chién lugc tir didu trj trng dot nhiém trung sang x& tri y&u t6 thuan Lgi, qua dé c6 kha nang
han ché UTI tai phat va bao vé chirc nang than ghép.

Tur khéa: ghép than; nhiém trung tiéu tai phat; trao nguoc bang quang-niéu quan; VCUG; Cohen.
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NHIEM TRUNG TIEU TAI PHAT NHIEU LAN SAU GHEP THAN:
CHUNG TA PA BO SOT PIEU Gi?

LE THI HONG VU, TRUONG HOANG MINH, DO BINH KHOA

Pat van dé: Nhiém trung tiéu (UTI) la bi€én chitng quan trong & bénh nhan ghép than, véi nguy co nhiém
khudn da khang khién diéu tri ngay cang phtrc tap. O bénh nhan nhiém trung tiéu tai di tai lai, ngoai diéu
tri khang sinh, can tim cac yéu t6 thuan Loi co6 thé can thiép, bao gom bat thudng dudng tiét niéu [1,2].

Ca lam sang: Bénh nhan nir 30 tudi, ngudi Campuchia, ghép than 4 nam trudc tai An b, dang theo doi
tai Thai Lan, HLA mismatch 3/6 theo ho so. Bénh nhan cé UTI tai di tai lai khodang 2 nam. Lan nhap vién
trudc tai bénh vién chung toi ghi nhan nhiém Escherichia coli da khang, chi nhay nhém Carbapenems.
Lan nay bénh nhan nhap vién vi s6t, dau bung va tiéu gt buét 5 ngay; WBC 13x10°/L, neutrophil 90%,
CRP: 170 mg/dL, creatinin 150 umol/L, eGFR 32 mL/phut/1,73 m?; tong phan tich nudc tiéu co protein
(+), leukocyte 500, blood (+), can Addis vGi bach cau day dac quang truong. Siéu dm va CT bung khong
can quang ghi nhan tinh trang than ghép & nudc doé |, khéng ghi nhan soi can quang, u chen ép niéu. BK
virus va CMV am tinh. Ertapenem dugc khdi tri theo tién s vi sinh; cdy nudc tiéu sau dé phan lap
Proteus mirabilis da khang, khang carbapenem va chi nhay Tigecycline theo khang sinh do, do d6 chéan
doan UTI tai phat dugc thiét lap va khang sinh dugc diéu chinh.

Chan doéan va can thiép: Do UTI tai phat, gidm chitrc nang than ghép va than ghép & nudc, cac can lam
sang khac chua tim dugc nguyén nhan, bénh nhan dugc chup bang quang-niéu dao khi tiéu (VCUG),
phat hién trdo ngugc bang quang-niéu quan (VUR) vao than ghép dé IV. Trong giai doan kiém soat nhiém
trung, bénh nhan dugc bu dich, dan luu bang quang lién tuc bang sonde Foley du khéng ghi nhan bi tiéu
va dudc dit sonde JJ nham t6i wu dan lwu dudng niéu. Sau khi kiEm soat nhiém trung, dé loc cau than
caithién (dan luu bang Foley trong truding hap nay dugc xem La bién phap hd trg; do khéng cé niéu dong
hoc va bénh nhan déng thdi nhan nhiéu can thiép khac, khong thé quy két suw héi phuc riéng cho Foley)
va bénh nhan duoc phau thuat chdng trao nguoc theo phuong phap Cohen. Y van cho thay viém dai bé
than tai phat kém VUR d6 cao la nhém c6 thé hudng Loi tir phiu thuat diéu tri tinh trang trdo ngudc; cac
chudi ca ghi nhan giam dang ké s6 dot UTl sau phau thuat [2-5].

Két qua: Sau 6 thang theo ddi, bénh nhan khong ghi nhan thém sét hoac UTI, eGFR dat 88 mL/phut/1,73
m? &n dinh trong 6 thang, tdng phan tich nudc tiéu khong con protein niéu va bach cau niéu.

Két luan: o] ngudi nhan ghép than cé nhiém trung ti€u tai phat, dac biét khi keém réi loan chitc nang than
ghép, can chu déng tim nguyén nhan cau tric/chirc nang cé thé can thiép. Trong trudng hgp nay, VCUG
da phéat hién VUR do IV va chuyén chién lugc tir diéu tri tirng dot nhiém trung sang diéu tri nguyén nhan.
Foley va JJ nén dugc dién giai la cac bién phap hd trg dan luu trong giai doan cap, trong khi phiu thuat
stra VUR L4 diéu trj triét dé clia ca bénh.
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Tur khéa: ghép than; nhiém trung tiéu tai phat; trao nguoc bang quang-niéu quan; VCUG; Cohen.
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3.1.7.k: Reflux and acute pyelonephritis.

Ghi chu khoa hoc: Khéng s dung thuat nglr “high-pressure bladder” cho ca nay vi chua cé

urodynamics/video-urodynamics. Phan Foley giai 4p bang quang cé co sd sinh ly nhung bang chirng
d&c hiéu cho VUR hau ghép khong bi tiéu con han ché.
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XAY DU'NG TOAN PO DU’ DOAN CHU'C NANG THAN GHEP SO'M
DU’A TREN PAC PIEM LAM SANG VA CAN LAM SANG
CUA CAP NGU’O'l HIEN - NGU’O'l NHAN

TRAN NGOC KHANH, TRAN HOAI LINH, NGUYEN VAN LUC, TRUONG DINH HUY, LE LUONG VINH

Muc tiéu
Nghién ctru nham xay dung mét toan dé du doan chirc ndng than ghép sém duya trén dic diém lAm sang
va can lam sang cua cap ngudi hién - ngudi nhan.

Déi twgng va phuwong phap
Nghién c(tu trén 164 cap ghép than tir ngudi hién séng tai Bénh vién Trung wong Hué (1/2025 - 5/2026).
Danh gia mdc loc cau than udc tinh (eGFR) vao ngay th& 30 sau ghép. Phuong phép nghién ciru mo ta

tién clu.

Két qua

Tudi nguoi hién 37,8 = 5,5 nam; 91,5% la hién ty nguyén khong cung huyét théng. Tong thdi gian thi€u
mau 29,8 = 5,9 phut. Murc loc cau than ngay th 30 dat 64,9 = 17,0 ml/phat/1,73 m?; cham chuc nang
than ghép (delayed graft function - DGF) gap & 6 trugng hop (3,7%). Toan do du doan eGFR ngay thr 30
dugc xay dung tir mo hinh da bién gobm 9 tham s (tong diém t6i da 341 diém), trong dé xac dinh dugc 5
yéu t6 lién quan doc lap gom: eGFR cua ngudi hién trude hién (B=0,455; p<0,001), ty s6 can nang
hi€n/nhan (B=4,49 cho m&i 0,1 don vi tang thém; p<0,001; ghi nhan dang phi tuyé&n vd&i diém binh nguyén
tir khoang 1,1), tudi ngudi nhan (B=-0,338; p<0,001), huyét 4p déng mach trung binh tai thoi diém ma
kep mach mau (B=0,387; p=0,001) va gidi tinh ngudi nhan (B=6,36; p=0,005). Trong cac yéu to nay, ty s6
can nang hién/nhan déng gop lén nhat vao mo hinh. M6 hinh giai thich 44,9% phuong sai clia bién dich
(R2=0,449), dat 38,2% sau khi hiéu chinh mc do lac quan (optimism-corrected); sai s6 binh phuong
trung binh géc (RMSE) sau hiéu chinh la 13,4 ml/phat/1,73 m? va hé sb hiéu chuén (calibration slope)
dat 0,941.

Két luan

Nghién ciru da xay dung dugc mot toan dé cho phép du doan cé thé hda chirc nang than ghép sém sau
ghép than tir ngudi hién séng, chi dua trén cac dic diém san c6 trong quy trinh ghép thudng quy. Huyét
ap dong mach trung binh tai th&i diém md& kep mach mau la yéu t6 duy nhat ¢ thé can thiép dugc, gai
y mot dich t6i uu hda trong gdy mé hoi siic chu phau. Toan do can dugc thdm dinh ngoai (external
validation) trén quén thé déc lap trudc khi ap dung rong rai trén la&m sang.

T khoa
Ghép than; ngudi hi€n sdng; chirc ndng than ghép sdm; muc loc cau thén; toan dé; mo hinh tién luwgng.
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DEVELOPMENT OF ANOMOGRAM FOR PREDICTING EARLY
KIDNEY GRAFT FUNCTION BASED ON CLINICAL
AND LABORATORY CHARACTERISTICS OF DONOR-RECIPIENT PAIRS

TRAN NGOC KHANH, TRAN HOAI LINH, NGUYEN VAN LUC, TRUONG DINH HUY, LE LUONG VINH

Objectives
This study aimed to construct a nomogram to predict early graft function based on the clinical and
laboratory characteristics of donor-recipient pairs.

Patients and Methods

A prospective descriptive study was conducted on 164 consecutive living donor kidney transplant pairs
at Hue Central Hospital (January 2025 — May 2026). Estimated glomerular filtration rate (eGFR) was
assessed 30 days after transplantation.

Results

Mean donor age was 37.8+5.5 years, with 91.5% being non-related voluntary donors. Mean total
ischemia time was 29.8+5.9 minutes. Day-30 eGFR was 64.9%+17.0 mL/min/1.73 m2, and delayed graft
function occurred in six recipients (3.7%). A nomogram predicting day-30 eGFR was developed using a
nine-variable multivariable regression model, with a maximum score of 341 points. Five variables
remained independent predictors: pre-donation donor eGFR (=0.455; p<0.001), donor-to-recipient
weight ratio (=4.49 per 0.1-unit increase; p<0.001; exhibiting a non-linear relationship with a plateau
starting at approximately 1.1), recipient age (8=-0.338; p<0.001), mean arterial pressure at the time of
vascular reperfusion (=0.387; p=0.001), and recipient sex (3=6.36; p=0.005). Among these variables,
the donor-to-recipient weight ratio had the highest predictive contribution. The model explained 44.9%
of the outcome variance (R2=0.449), remaining at 38.2% after optimism correction. The
optimism-corrected root mean square error (RMSE) was 13.4 mL/min/1.73 m2, and the calibration
slope was 0.941.

Conclusion

We developed a nomogram for individualized prediction of early graft function following living donor
kidney transplantation, relying solely on parameters readily available in routine clinical practice. Mean
arterial pressure at vascular reperfusion was the only modifiable predictor, highlighting a potential
target for perioperative anesthetic optimization. External validation in independent cohorts is required
before widespread clinical application.

Keywords

Kidney transplantation; living donor; early graft function; estimated glomerular filtration rate;
nomogram; prognostic model.
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CAC THACH THU’C TRONG TRONG PIEU TRI NHIEM LAO SAU
GHEP THAN - TRU'O'NG HO'P LAM SANG TON THU'O'NG GAN
&’ BENH NHAN LAO COT SONG SAU GHEP THAN

Ths. Bs. Nguy&n Ngoc Quy, TS.BS Bang Anh Dao
Khoa N&i Than — Néi tiét, Bénh vién Pa Nang

Pat van dé: Nguodi ghép than cé nguy cd méac lao hoat déng cao gap 11,35 lan binh thudng do dung
thudc Uc ché mién dich. Diéu tri lao cot séng trén nhom bénh nhan nay gap nhiéu thach thic l6n: tén
thuong xuang khdp ti€n trién, nguy co ton thuong gan do thudc (DILI) va nguy co thai ghép do tuong tac
thudc phiic tap. Nhém tac gia bdo cdo mét trudng hop bénh nhan mac lao cot séng sau ghép than, sau
dé xuét hién ton thuong gan do thudc khang lao

Phuong phap: Dua trén khuyén cédo qudc té (AST, AASLD), chién luge can thiép gom: (1) chinh liéu
thudc khang lao theo eGFR; (2) theo déi ndng d6 ddy thuéc ('c ché& mién dich (TDM); (3) thiét lap phac
dd bac cau khdng doc cho gan va can nhac tai si dung thudc tirng budc an toan sau khi giai quyét DILI
cap.

K&t qua: Phéi hgp thudc hang mét (Isoniazid, Rifampicin, Pyrazinamide) lam tang tich Gy nguy cd suy
gan céap. Khi phat hién DILI, viéc ngirng ngay thudc déc gan va thay bang phac dé bac cau (Ethambutol,
Fluoroquinolone, Amikacin/Streptomycin) gitip kiém soat vi khuén an toan trong giai doan hoi phuc gan.
Hién tuong cdm (rng CYP3A4 manh cua Rifampicin lam gidm nong dé Tacrolimus/Cyclosporine, de doa
truc ti€p dén manh ghép; phac do thay thé chra Levofloxacin la lwa chon hiéu qua. Can loai bo hoan
toan Pyrazinamide néu DILI ndng va duy tri thoi gian diéu tri ca thé hda 6-9 thang dé nglra tai phat.

Két ludn: Diéu tri thanh cong doi hoi suw ph6i hop da chuyén khoa chat ché gitra ghép tang, lao va truyén
nhiém. Sang loc lao trudc ghép cung phac do cé thé héa la chia khda dé bao vé chirc ndng manh ghép

va tinh mang ngudi bénh.

Tir khéa: Lao cot séng; Ghép than; Ton thuong gan do thudc (DILI); Uc ché calcineurin; Tuong tac thudc.
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NHAN HAI TRU'O'NG HO'P THAI KY THANH CONG
TREN BENH NHAN GHEP THAN

NGUYEN TH| THANH THUY ', TA PHUONG DUNG '

"Khoa Néi than Loc mau, Trung tdm Tiét niéu Than hoc Nam khoa, BVDK TAm Anh TpHCM

Tac gia lién lac: Bs CKIl Nguyé&n Thi Thanh Thuly, 0903103994, email: thuyntt3@tahospital.vn

"Nephrology and hemodialysis dept. , Center of Urology, Nephrology and Andrology, TAam Anh general hospital, HCMC
Author contact: Nguyén Thi Thanh Thuy, MD, 0903103994, email: thuyntt3@tahospital.vn

Ghép than thanh cong giip mang lai hy vong cé con cho céac bénh nhan nit suy than man giai doan cuéi.
Tuy nhién, thai ky & b&nh nhan ghép than van gap nhiéu thir thach do tac dung phu ctia thudc Uc ché
mién dich, nguy co suy chifc nang manh ghép, nguy co bién chirng cla thai ky nhu tang huyét ap, tién
san giat, nguy co cla thai nhi gdm sanh non, can nang khi sinh thap va tré so sinh nhe can so vdi tudi
thai. Nhirng yéu t6 gép phan lam du hau thai ky xdu gobm me c6 tang huyét ap, creatinin huyét thanh >
1.4 mg/dl va tiéu dam. BN c&n ngung sirolimus va mycophenolate mofetil (néu cé dung) it nhat 6 tuan
trwdc mang thai, trong khi nhitng thuéc c ch& mién dich khidc nhu nhém (c ché calcineurin
(tacrolimus/cyclosporin), azathioprin va liéu thdp prednisolone c6 thé ti€p tuc dung do an toan trong
thai ky. Cho con bu khéng cé chéng chi dinh nhung ciing can can nhac. Thai diém thich hgp dé mang
thai van chua dugc théng nhat gilra cac hiép hdi. Tuy nhién, tu' van vé nglra thai va mang thai nén duoc
thuc hién ngay trudce khi ghép than déi véi tat ca bénh nhan. Bai ndi trinh bay 2 ca lam sang BN ghép than
c6 thai va sanh con an toan, bao gom theo do6i trudc va ngay sau sanh, phéi hgp gitra bén san khoa va
néi than trong viéc diéu tri cho BN, gitp BN yén tdm va an toan trong sudt thai ky va sau sanh.

PREGNANCY IN KIDNEY TRANSPLANT PATIENTS:
CASE REPORTS

Successful kidney transplantation offers hope for fertility in female patients with end-stage kidney
disease. However, preghancy in kidney transplant recipients remains challenging due to the side
effects of immunosuppressive drugs, the risk of graft dysfunction, pregnancy complications such as
hypertension and preeclampsia, and fetal risks including preterm birth, low birth weight, and low birth
weight for gestational age. Factors contributing to poor pregnancy outcomes include maternal
hypertension, serum creatinine > 1.4 mg/dl, and proteinuria. Patients should discontinue sirolimus and
mycophenolate mofetil (if used) at least 6 weeks before pregnancy, while other immunosuppressive
drugs such as calcineurin inhibitors (tacrolimus/cyclosporin), azathioprine, and low-dose prednisolone
can be continued due to their safety during pregnancy. Breastfeeding is not contraindicated but should
be used with caution. The appropriate time to conception is still remain an area of contention. However,
counseling on contraception and pregnancy should be provided to all patients immediately before
kidney transplantation. The presentation covered two clinical cases of kidney transplant patients who
became pregnant and gave birth safely, including prenatal and postnatal monitoring, and the
collaboration between obstetrics and nephrology in patient treatment, ensuring patient peace of mind
and safety throughout pregnancy and postpartum.
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VACLF TAI TRUNG TAM GHEP GAN M@’l: TU' NHAN DIEN NGUY CO’
DEN QUYET BINH GHEP GAN - KINH NGHIEM BUO'C PAU TU 2 CA
GHEP GAN ACLF TAI BENH VIEN DA NANG

ThS.BS. Nguyén Quang Thai, ThS.BSCKIIl. Nguyén Van X&ng, TS.BS. Poan Hiéu Trung
Bénh vién Da Nang

Pat van deé: Suy gan cap trén nén bénh gan man (ACLF) la héi ching dién tién nhanh, cé nguy co suy da
co quan va tif vong ngan han cao. Ghép gan cé thé cai thién dang ké séng con, tuy nhién viéc nhan dién
bénh nhan nguy co cao va xac dinh thdi diém ghép thich hgp van la thach thic, dac biét tai cac trung
tdm ghép gan mdi.

Déi twgng va phuong phap: Chung toi phan tich 68 bénh nhan ACLF dugc chan doan theo tiéu chuan
APASL 2019, diéu tri tai B&nh vién Da N&ng tir thang 4/2024 dén thang 8/2025. Mirc dd ACLF dugc dénh
gia bang thang diém AARC; MELD, MELD-Na va céc thong s8 lam sang, sinh hda dugc khao sat lién quan
v@i mirc d6 nang va két cuc ldm sang. Hai truong hop ACLF rat nang dugc ghép gan tir ngudi hién séng
dugc phan tich nham minh hoa qua trinh ra quyét dinh ghép va dién tién sau ghép. K&t qua: ACLF dé llI
chiém 32,3%; két cuc ldm sang xau gap & 50,0% bénh nhan va tang theo mirc do ACLF: 14,3% & do |,
41,0% & do Il va 77,3% & do Il (p=0,003). MELD va MELD-Na du bdo ACLF nang tot, véi AUC lan lugt
0,909va 0,872; AARC du bao két cuc xau v3i AUC 0,776. Hai bénh nhan dugc ghép trong tinh trang ACLF
rat nang, suy co quan tién trién va dap irng khéng day du vdi diéu tri tich cuc. Sau ghép, mac du xuét hién
mot so bién ching va thdi gian hoi phuc kéo dai han, cac bién ching dugc kiém soat t6t; ca hai bénh
nhan hoi phuc 6n dinh va dugc xuat vién.

Két luan: B&nh nhan ACLF can dudc danh gid nguy co sém va theo déi sat dién tién. Viéc két hop cac
thang diém AARC, MELD/MELD-Na véi mic d6 suy cd quan va dap ing diéu tri gitip nhan dién nhirng
bénh nhan can dugc xem xét ghép gan sém. Kinh nghiém budc dau cho thay ngay ca ACLF rat nang van
c6 thé dat két qua sau ghép thuén lgi néu dugc lua chon phu hgp va ghép trude khi clra s6 ghép khép
lai.

T khéa: ACLF; suy gan cap trén nén bénh gan man; ghép gan; AARC; MELD; ghép gan nguoi hién séng.
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ACLF AT ANEW LIVER TRANSPLANT CENTER: FROM RISK RECOGNITION
TO TRANSPLANT DECISION-MAKING - EARLY EXPERIENCE WITH TWO
ACLF LIVER TRANSPLANTATIONS AT DA NANG HOSPITAL

Nguyen Quang Thai, MD, Nguyen Van Xung, MD, Doan Hieu Trung, MD,PhD
Da Nang Hospital

Background: Acute-on-chronic liver failure (ACLF) is a rapidly progressive syndrome associated with
organ failure and high short-term mortality. Liver transplantation (LT) can provide substantial survival
benefit; however, early identification of high-risk patients and determination of the appropriate
transplant window remain challenging, particularly in newly established transplant programs.

Methods: We analyzed 68 patients with ACLF diagnosed according to the APASL 2019 criteria and
treated at Da Nang Hospital between April 2024 and August 2025. ACLF severity was assessed using
the AARC score. MELD, MELD-Na, and relevant clinical and biochemical variables were evaluated for
their associations with disease severity and adverse clinical outcomes. In addition, two patients with
very severe ACLF who underwent living-donor liver transplantation were reviewed to illustrate the
decision-making process and post-transplant course.

Results: Grade Ill ACLF accounted for 32.3% of the cohort, while adverse clinical outcomes occurred
in 50.0%. The rate of adverse outcomes increased progressively with ACLF severity, from 14.3% in grade
Ito 41.0% in grade Il and 77.3% in grade Il (p=0.003). MELD and MELD-Na showed good discrimination
for severe ACLF, with AUCs of 0.909 and 0.872, respectively, while AARC demonstrated useful
discrimination for adverse outcomes (AUC 0.776). Both transplanted patients had very severe ACLF
with progressive organ dysfunction and inadequate response to intensive medical and supportive
therapy. Although several post-transplant complications occurred and recovery was prolonged, these
complications were successfully managed. Both patients ultimately achieved stable clinical recovery
and were discharged from hospital. Conclusions: Patients with ACLF should undergo early risk
assessment and close monitoring of disease progression. Combining AARC and MELD/MELD-Na
scores with the severity of organ failure and response to treatment can help identify patients who
should be considered for liver transplantation. Our early experience suggests that even patients with
very severe ACLF may achieve favorable outcomes after transplantation when appropriately selected
and transplanted before the therapeutic window closes.

Keywords: acute-on-chronic liver failure; ACLF; liver transplantation; AARC; MELD; living-donor liver
transplantation.
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VIEM GAN B VA GHEP GAN TRONG KY NGUYEN DIEU TRI
_ KHANG VIRUS HIEU LU’'C CAO:
THAY POI CHi DINH VA NHU’'NG THACH THU’C HIEN NAY

TS.BS. Doan Hiéu Trung
Bénh vién Da Nang

Su ra dgi cua cac thudc nucleos(t)ide analogue cé hiéu luc cao va hang rao khang thudc cao da lam
thay ddi su sac dién tién tu nhién cla viém gan B man ciing nhu vai trd clia ghép gan trong bénh gan
lien quan HBV. Uc ché virus bén viing gitip gidm nguy ca mat bu gan va cai thién rd rét két cuc sau ghép,
trong khi cac chién luge du phong hién dai da lam cho tai phat HBV cé y nghia ldm sang ngay cang it gap.

Do do, chi dinh va chién luge quan ly bénh nhan HBV trong ghép gan cling dang thay doi. Xa gan méat bu
va suy gan cap trén nén man van la nhirng chi dinh quan trong, trong khi ung thu biéu mé té bao gan lién
quan HBV tiép tuc la mot chi dinh ghép dang ké du da kiém soét virus hiéu qua. Dy phong sau ghép clng
chuyén dan tir cac phac dd sir dung globulin mién dich viém gan B (HBIG) kéo dai sang chién lugc c4 thé
héa dua trén thudc khang virus hiéu luc cao két hgp sir dung HBIG theo phén tang nguy co, bao gom
giam thoi gian hodc ngirng HBIG & mdt s6 ngudi nhan nguy co thap. Tuy nhién, nhiéu thach thirc van con
ton tai, bao gom xac dinh thagi diém ghép t6i wu & bénh nhan suy gan nang lién quan HBV, lia chon ngudi
bénh ung thu gan, phong nglra tai phat HBV & nhém nguy co cao, quan ly dong nhiém HBV/HDV va m&
rong st dung manh ghép tir ngudi cho c6 dau 4n nhiém HBV trudc day hoac hién tai.

B&o cdo nay cép nhat nhirng thay d6i quan trong trén va nhan manh céch ti€p can hién dai dua trén
phan tang nguy cao trong quan ly HBV trudc va sau ghép gan.

Tir khéa: virus viém gan B; ghép gan; nucleos(t)ide analogue; HBIG; tai phat HBV; ung thu biéu mé té
bao gan.
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HEPATITIS B AND LIVER TRANSPLANTATION IN THE ERA
OF POTENT ANTIVIRAL THERAPY:
CHANGING INDICATIONS AND CHALLENGES

Doan Hieu trung, MD, PhD
Da Nang Hospital

The introduction of potent nucleos(t)ide analogues with a high genetic barrier to resistance has
profoundly changed the natural history of chronic hepatitis B (HBV) and the role of liver transplantation
(LT) in HBV-related liver disease. Sustained viral suppression reduces hepatic decompensation and
markedly improves post-transplant outcomes, while effective prophylaxis has made clinically
significant HBV recurrence increasingly uncommon. As a consequence, the indications and

management priorities for LT in patients with HBV are evolving.

Decompensated cirrhosis and acute-on-chronic liver failure remain major indications, whereas
HBV-related hepatocellular carcinoma continues to represent an important transplant indication
despite effective antiviral therapy. Post-transplant prophylaxis has also shifted from prolonged
hepatitis B immunoglobulin (HBIG)-based regimens toward individualized approaches combining
potent antivirals with risk-adapted HBIG use, including HBIG minimization or withdrawal in selected
low-risk recipients. Nevertheless, important challenges remain, including optimal timing of
transplantation in severe HBV-related liver failure, selection of patients with hepatocellular carcinoma,
prevention of recurrence in high-risk recipients, management of HBV/HDV coinfection, and the
expanding use of grafts from donors with markers of previous or current HBV infection.

This presentation reviews these major changes and highlights a contemporary, risk-stratified approach
to HBV management before and after liver transplantation.

Keywords: hepatitis B virus; liver transplantation; nucleos(t)ide analogues; hepatitis B

immunoglobulin; HBV recurrence; hepatocellular carcinoma.
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VAITRO CUA R6:I LOAN CHU'C NANG GAN SOM
TRONG TIEN LUQ'NG TON THU’'O'NG THAN CAP SAU GHEP GAN

TS.BS. Nguyén Tai Thu
BV TWQD 108

TOM TAT
Muc tiéu: Danh gia mailién quan gitra r6i loan chirc nang gan sém (EAD) va nguy co tdn thuong than céap
(AKI) sau ghép gan.

Phuong phap: Nghién clru ti€n cu két hgp hoi clru mo ta trén 205 bénh nhan ghép gan tai Bénh vién
TU'QD 108 giai doan 2020-2024. AKI dugc chan doan theo KDIGO 2012, EAD xac dinh theo tiéu chuén
Olthoff. K&t qua: C6 81 bénh nhan (40%) xuat hién AKI. Nhdm AKI ghi nhan diém MELD cao hon (17,0 £
8,5 so vdi 10,6 = 7,1; p<0,05), thoi gian thi€u mau néng dai hon (37,9 = 7,4 so vGi 34,3 = 8,5 phut;
p<0,05), lactate 6 gi& sau md cao han (6,1 2,2 so vdi 5,3 + 2,0 mmol/L; p<0,05) va ty lé EAD cao hon
(45,7% so vdi 29,8%; p<0,05). Hbi quy da bién cho thay diém MELD (OR 1,160; KTC 95%: 1,088-1,236;
p<0,05) va EAD (OR 1,186; KTC 95%: 1,027-1,370; p<0,05) la cac yéu t6 tién lugng dbc lap AKI sau ghép
gan.

Két luan: AKI [ bién chitng thudng gap sau ghép gan. Diém MELD cao va EAD la céac yéu té tién lugng
doéc lap AKI.

Tir khéa: ghép gan; réi loan chirc ndng gan sém (EAD); ton thuang than cép (AKI)

ABSTRACT
Objective: To evaluate the association between early allograft dysfunction (EAD) after liver
transplantation and the risk of acute kidney injury (AKI).

Methods: A prospective-retrospective descriptive study was conducted on 205 liver transplant
recipients at 108 Military Central Hospital during 2020-2024. AKI was diagnosed according to KDIGO
2012 criteria, and EAD was defined based on Olthoff’s criteria. Clinical characteristics, laboratory
results, perioperative factors, and post-transplant outcomes were analyzed. Results: A total of 81
patients (40%) developed AKI after transplantation. The AKI group showed higher MELD scores (17.0 =
8.5vs.10.6 +7.1; p<0.05), longer warm ischemia time (37.9 £ 7.4 vs. 34.3 £ 8.5 minutes; p<0.05), higher
lactate levels at 6 hours postoperatively (6.1 + 2.2 vs. 5.3 £ 2.0 mmol/L; p<0.05), and a higher incidence
of EAD (45.7% vs. 29.8%; p<0.05). Multivariate logistic regression revealed that MELD score (OR 1.160;
95% CI: 1.088-1.236; p<0.05) and EAD (OR 1.186; 95% CI: 1.027-1.370; p<0.05) were independent
predictors of post-transplant AKI.

Conclusion: AKI is a frequent complication after liver transplantation. High MELD score and early
allograft dysfunction are independent predictors of AKI.

Keywords: liver transplantation; early allograft dysfunction (EAD); acute kidney injury (AKI)
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DANH GIA TAI PHAT VIEM GAN B TREN NGU'O’l BENH
SAU GHEP GAN TAI VIET NAM

DD. L& Cam Linh
BV TWQD 108

MUC TIEU:

Virus viém gan B (HBV) la mot thach thirc stic khde cong dong toan cau va la nguyén nhan hang dau gay
ra cac bénh gan giai doan cudi can diéu tri bang ghép gan. Tuy nhién, tai phat HBV sau ghép c6 thé anh
hudng nghiém trong dén chirc nang manh ghép va ty l& séng con clia bénh nhan. Viéc danh gia ty L& tai
phat va thuc trang clia chién luge du phong la can thiét trong boi canh han ché ngudn luc.

pOI TUQONG VA PHUONG PHAP:

Nghién clru mo ta cat ngang dugc thuc hién tai Bénh vién Trung wong Quén doi 108 trén 126 bénh nhan
dugc ghép gan do bénh ly lién quan dén HBV. D liéu bao gom cac xét nghiém trudc - sau ghép (HBsAg,
HBeAg, Anti-HBs, Anti-HBc 1gG/IgM, HBV-DNA) va thong tin vé phac dé du phong (st dung HBIG va
thudc NA).

KET QUA:

Nam gidi chi€ém 89,7%, tudi trung binh 54,2 + 10,8, thoi gian theo ddi sau ghép trung binh la 34,4 = 20,1
thang. HCC la chi dinh ghép gan ph6 bién nhat (48,4%). Ty L& tai phat HBV la 11.1%. Viéc diéu tri du
phong bang HBIG mét thdi gian ngan sau ghép két hap véi NA [Au dai cho thay hiéu qua trong viéc ngan
chan tai phat viém gan B trén nhédm bénh nhan. Tuy nhién, chi 25,4% bénh nhan duong tinh anti-Hbs,
datravan dé vé kha ndng bao vé mién dich lau dai. Viéc st dung ph8i hop HBIG lau dai dé cai thién nong
do khang thé trén nhom bénh nhan nay can dugc can nhac thuc hién vi trén thuc té& viéc duy tri dung
HBIG la thach thirc l&n bdi ganh nang vé tai chinh va thuc trang thi€u nguén cung tai Viét Nam.

KET LUAN:

Piéu tri du phong chl y&u bang NA dudng uéng dugc xem (a cé hiéu qud trong viéc ngan ngira tai phat
HBV sau ghép gan trong thuc t€ diéu kién sir dung HBIG con nhiéu thach thirc tai Viét Nam. Viéc cai
thién ndng do Anti-HBs sau ghép bang tiém vaccine hoac s dung HBIG c6 chon loc can dugc xem xét
trong cac chién luge cham sdéc lau dai.
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EVALUATION OF HEPATITIS B RECURRENCE IN LIVER
TRANSPLANT RECIPIENTS IN VIETNAM

DD. L& Cam Linh
BV TWQD 108

INTRODUCTION:

Hepatitis B virus (HBV) is a global public health challenge and a leading cause of cirrhosis, liver failure,
and hepatocellular carcinoma (HCC). Liver transplantation is considered the optimal treatment for
end-stage liver disease caused by HBV. However, HBV recurrence after transplantation can significantly
compromise graft function and patient survival. In the context of limited healthcare resources,
evaluating the recurrence rate and the current status of prophylactic strategies is essential.

METHODS:

A cross-sectional descriptive study was conducted at the 108 Military Central Hospital involving 126
patients who underwent liver transplantation due to HBV-related liver diseases. Data collected
included pre- and post-transplant laboratory results (HBsAg, HBeAg, Anti-HBs, Anti-HBc IgG/IgM, and
HBV-DNA) and information regarding prophylactic regimens (use of HBIG and nucleos(t)ide analog
[NA]).

RESULTS:

Male patients accounted for 89.7%, with a mean age of 54.2 + 10.8 years. The average follow-up
duration after transplantation was 34.4 = 20.1 months. HCC was the most common indication for liver
transplantation (48.4%). The HBV recurrence rate was 11.1%. Short-term HBIG prophylaxis following
transplantation, in combination with long-term nucleos(t)ide analog (NA) therapy, has demonstrated
effectiveness in preventing HBV recurrence in this patient population. Notably, only 25.4% of patients
were Anti-HBs positive, raising concerns about long-term immunological protection. The use of HBIG to
boost antibody titers in this patient group should be considered, although maintaining HBIG therapy
remains a major challenge due to financial burden and supply shortages in Vietnam.

CONCLUSION:

Oral NA therapy remains an effective prophylactic approach for preventing HBV recurrence after liver
transplantation, particularly in the context of significant challenges associated with HBIG availability in
Vietnam. Strategies to enhance post-transplant Anti-HBs titers—such as vaccination or selective HBIG
administration—should be considered in long-term post-transplant care.
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GHEP GAN TU’ NGU’O'l HIEN SONG DPIEU TRI SUY GAN
CAP TREN NEN VIEM GAN B: NHAN 02 TRUO'NG HOP

PHAM NHU THANH*, NGUYEN HOANG?, LE TU' DUNG*, TRAN VAN NGHIA*,
TRAN TRONG THANH?*, LE TUAN ANH*, LE VINH PHUC*, LE NGOC THAI*

TOM TAT
Pat van dé: Suy gan cap trén nén nhiém virus viém gan B 14 tinh trang nang, c6 nguy cd tlf vong cao va
can dugc ghép gan kip thgi. Trong diéu kién ngudn tang tir ngudi chét ndo con han ché, ghép gan tir
nguai hién sdng la mot lwa chon cd gia tri, dac biét déi vai nhirng trudng hgp can ghép gan cap clu.
Chung téi bdo cdo 02 truding hop ghép gan tir ngudi hién séng diéu tri suy gan cap do viém gan B, nham
danh gia dac diém lam sang, mot s6 yéu t6 ky thuat trong phau thuat va k&t qua sém sau ghép.
Phwong phap nghién ctru: Tién cliu.
Doi twgng nghién clru: Hai bénh nhan ngudi Lén bi suy gan cap do viém gan B, dugc ghép manh gan phai
tlr nguai hién séng cing nhdom mau. Truong hgp 1 la nir 56 tudi, nao gandd 1, MELD 26 diém, INR 2,06,
bilirubin toan phan 273 pmol/L va HBV-DNA <10. Ngudi hién la con rudt 24 tudi, manh ghép gan phai
699 mL, GRWR 1,3%. Trudng hop 2 la nam 41 tudi, HBsAg va HBeAg duong tinh, HBV-DNA 10°, ndo gan
dé 3, MELD 30 diém, INR 2,26 va bilirubin toan phan 249 pmol/L. Ngudi hién la vg 38 tudi, manh ghép
gan phai 643 mL, GRWR 1,03%.

Két qua: Thai gian phau thuat [an luot 1a 410 va 420 phut; thai gian thiéu mau lanh 72 va 75 phat; thiéu
mau nong 35 va 36 phut; thagi gian vo gan 42 va 44 phat. Lugng mau mat lan lugt 1.300 va 1.600 mL,
lwgng mau truyén 2.100 va 2.800 mL. C4 hai truding hgp déu khdng ghi nhan bat thudng giai phau mach
mau hoadc dudng mat & ngudi hién. Sau ghép, ca hai bénh nhan déu khong xuat hién réi loan chlc nang
manh ghép sém (EAD) hoac huyét khdi mach mau. Trudng hgp 1 c6 chdy mau 6 bung dugc diéu tri bao
ton thanh cong, nam ICU 13 ngay va nam vién sau ghép 24 ngay; HBV-DNA sau ghép khong phat hién.
Trudng hop 2 xuat hién chay mau dién cat gan ngay thit 4, phai phau thuat lai cAm mau; rd mat ngay tha
9 dugc diéu tri bang ERCP dat stent dudng mat ngay thr 28. B&énh nhan dong thoi xuat hién nhiém trung
Klebsiella aerogenes da khang ngay thir 5 va Pseudomonas aeruginosa ngay th(t 44, thdi gian nam vién
sau ghép 103 ngay. Ca hai bénh nhan déu dugc du phong tai nhiém HBV bang HBIG két hgp Tenofovir
300 mg; HBV-DNA sau ghép & truong hop 2 la 133 IU/mL..

Két luan:

Ghép gan tUr ngudi hién séng bang manh ghép gan phai la phuong phap kha thi tai Bénh vién D4 Nang
trong diéu tri suy gan cap do viém gan B vGi mirc do nang khac nhau. Ca hai truong hgp déu khong xuat
hién EAD va huyét kh6i mach mau sau ghép. Tuy nhién, cac bién chirtng chady mau, rdo matva nhiém trung
cO thé xay ra va lam kéo dai thdi gian diéu tri sau ghép. Ghép gan tir ngudi hi€én séng can dugc xem xét
s@m & nhirng bénh nhéan suy gan cap cé chi dinh ghép, dong thai doi hai danh gia va lua chon nguai hién
ch&t ch& nham dam bao an toan cho ngudi hién va t8i vu hdéa két qua cho ngudi nhan..

Tir khéa: Ghép gan, viém gan cap, Ghép gan ngudi l&n tir ngu'di cho séng.
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LIVING-DONOR LIVER TRANSPLANTATION FOR ACUTE
LIVER FAILURE SECONDARY TO HEPATITIS B: A REPORT OF TWO CASES

PHAM NHU THANH, NGUYEN HOANG, LE TU DUNG, TRAN VAN NGHIA,
TRAN TRONG THANH, LE TUAN ANH, LE VINH PHUC, LE NGOC THAI

ABSTRACT
Background: Acute liver failure secondary to hepatitis B virus (HBV) infection is a severe condition
associated with a high risk of mortality and requires timely liver transplantation. Given the limited
availability of organs from brain-dead donors, living-donor liver transplantation (LDLT) represents a
valuable option, particularly for patients requiring emergency transplantation. We report two cases of
living-donor liver transplantation for acute liver failure due to hepatitis B, aiming to evaluate their
clinical characteristics, selected technical aspects of surgery, and early post-transplant outcomes.
Patients and Method: Prospective study. Two adult patients with acute liver failure due to hepatitis B
underwent right-lobe living-donor liver transplantation from ABO-compatible donors.
Case 1 was a 56-year-old woman with grade | hepatic encephalopathy, a Model for End-Stage Liver
Disease (MELD) score of 26, an international normalized ratio (INR) of 2.06, total bilirubin of 273 pmol/L,
and an HBV-DNA level of <10. The donor was her 24-year-old biological son. The right-lobe graft volume
was 699 mL, with a graft-to-recipient weight ratio (GRWR) of 1.3%.
Case 2 was a 41-year-old man who was positive for hepatitis B surface antigen (HBsAg) and hepatitis B
e antigen (HBeAg), with an HBV-DNA level of 10°, grade lll hepatic encephalopathy, a MELD score of 30,
an INR of 2.26, and total bilirubin of 249 pmol/L. The donor was his 38-year-old wife. The right-lobe graft
volume was 643 mL, with a GRWR of 1.03%.

Results: The operative times were 410 and 420 minutes, respectively. Cold ischemia times were 72 and
75 minutes, warm ischemia times were 35 and 36 minutes, and anhepatic times were 42 and 44
minutes, respectively. Estimated blood loss was 1,300 and 1,600 mL, while blood transfusion
requirements were 2,100 and 2,800 mL, respectively.

Neither donor had any anatomical abnormalities of the hepatic vasculature or biliary tract. Following
transplantation, neither recipient developed early allograft dysfunction (EAD) or vascular thrombosis.
Case 1 developed intra-abdominal bleeding, which was successfully managed conservatively. The
patient spent 13 days in the intensive care unit (ICU) and was discharged 24 days after transplantation.
Post-transplant HBV-DNA was undetectable.

Case 2 developed bleeding from the liver transection surface on postoperative day 4 and required
reoperation for hemostasis. Bile leakage occurred on postoperative day 9 and was managed with
endoscopic retrograde cholangiopancreatography (ERCP) and biliary stent placement on postoperative
day 28. The patient also developed multidrug-resistant Klebsiella aerogenes infection on postoperative
day 5 and Pseudomonas aeruginosa infection on postoperative day 44. The post-transplant hospital
stay was 103 days.
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Both patients received prophylaxis against HBV reinfection with hepatitis B immunoglobulin (HBIG)
combined with tenofovir 300 mg. In Case 2, the post-transplant HBV-DNA level was 133 IU/mL.

Conclusions: Right-lobe living-donor liver transplantation is a feasible treatment option at Da Nang
Hospital for acute liver failure due to hepatitis B of varying severity. Neither patient developed EAD or
vascular thrombosis after transplantation. However, complications such as bleeding, bile leakage, and
infection may occur and can prolong post-transplant treatment.

Living-donor liver transplantation should be considered early in patients with acute liver failure who
meet the criteria for transplantation. Careful donor evaluation and selection are essential to ensure
donor safety and optimize recipient outcomes.

Key words: Liver transplantation; acute hepatitis; adult living-donor liver transplantation.
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VAI TRO CUA CAT LOP VI TINH DA PHA TRONG DANH GIA
NGU'O'I HIEN GAN SONG TRU'G'C PHAU THUAT:
TU’ PROTOCOL PEN LAP KE HOACH PHAU THUAT

Ho va tén ngudi g&i : CN.Nguyén Qudc Thinh

Ngay sinh : 14/09/1995

Pon vi céng tac : Khoa Chan Doéan Hinh Anh - Bénh vién Da Nang
Email : thinh.95ng@gmail.com

SDT: 0942842666

Patvan dé: Ghép gan tir ngudi cho séng doi hdi danh gia toan dién giai phau mach mau, dudng mat, thé
tich va chat luong nhu mé gan nhdm ddm bao an toan cho ngudi hién va lwa chon manh ghép phu hop
cho ngudi nhan. CT da pha vdi kha nang khao sét gidi phau va dinh lugng thé tich gan déng vai trd quan
trong trong danh gia trudc phau thuat. Chat luong théng tin thu dugc phu thudc dang ké vao viéc xay
dung protocol chup va quy trinh xtr ly hinh anh phu hop.

Muc tiéu : Trinh bay quy trinh CT da pha trong danh gia ngudi hién gan song, tap trung vao toi wu
protocol, ky thuat Bolus Tracking, CT volumetry va cac phuong phap tai tao hinh anh phuc vu lap ké
hoach phau thuéat.

Déi twong va phuong phap: Tong hgp va phéan tich quy trinh ky thuat CT da pha dugc (ng dung trong
danh gia ngudi hi€én gan séng. N6i dung khao sat bao gom cac pha chup can thiét, ky thuat tiém thudc
can quang va Bolus Tracking, danh gia giai phau dong mach gan, tinh mach clra, tinh mach gan va
dudng mat; dong thoi thuc hién tai tao MPR, MIP, VR va do thé tich gan bang CT volumetry. C4c chi s8
thé tich gan con lai clia ngudi hién va thé tich manh ghép du kién dugc st dung dé hd trg danh gia tinh
phu hgp ctia ngudi hi€én va ngudi nhan.

K&t qua : CT da pha cho phép danh gid déong thoi gidi phau mach mau, nhu md gan va thé tich gan trong
mét quy trinh khao sat. Bolus Tracking giup t8i wu thoi diém thu nhén thi déng mach, trong khi MPR, MIP
va VR tang kha nang nhan dién céac bién thé giai phau mach mau.

CT volumetry cung cép cac thong sé dinh lugng vé thé tich gan toan bd, thé tich manh ghép va thé tich
gan con lai, qua d6 hd trg danh gia an toan cho ngudi hién va kha nang dép (ng cia manh ghép déi véi
ngudi nhan, Cac hinh &nh téitao 3D giup xac dinh ré phan nhanh mach mau va ho tro' lap k& hoach phau
thuat ghép gan.

Ban luan va két luan: Chuan hda quy trinh CT da pha cé vai trd quan trong trong danh gia trudc ghép gan
tir ngu'di cho séng. Su két hgp tdi uu gitra protocol, Bolus Tracking, CT volumetry va tai tao MPR/MIP/VR
gilip cung cép thong tin gidi phau va dinh lugng toan dién hinh thai gan déng thdi ho trg lwa chon manh
ghép va lap k& hoach phau thuat. Ky thuat vién chan dodn hinh anh giit vai trd quan trong trong viéc dam
bao chat lwgng dir liéu hinh anh, gép phan nang cao hiéu qua va an toan cuia quy trinh ghép gan.Viéc
chuan hda ky thuat chup va téi tao hinh anh gép phan nang cao dd chinh xac ctia danh gia trudc ghép,
dong thai ddm bao an toan cho ca ngudi hién va ngudi nhan.

Tir khéa : Ghép gan tir ngudi cho séng, CT da pha, CT volumetry, Bolus Tracking, MPR, MIP, VR, ngudi
hién gan.
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THE ROLE OF MULTIPHASE COMPUTED TOMOGRAPHY IN
PREOPERATIVE EVALUATION OF LIVING LIVER DONORS:
FROM PROTOCOL OPTIMIZATION TO SURGICAL PLANNING

Ho va tén ngudi g&i : CN.Nguyén Qudc Thinh

Ngay sinh : 14/09/1995

Pon vi céng tac : Khoa Chan Doéan Hinh Anh - Bénh vién Da Nang
Email : thinh.95ng@gmail.com

SDT: 0942842666

Background: Living donor liver transplantation requires comprehensive evaluation of vascular and
biliary anatomy, liver volume, and hepatic parenchymal quality to ensure donor safety and appropriate
graft selection for the recipient. Multiphase computed tomography (CT), with its ability to assess
hepatic anatomy and quantify liver volume, plays an important role in preoperative donor evaluation.
The quality of the information obtained depends substantially on the optimization of the CT acquisition
protocol and appropriate image post-processing techniques.

Objective: To present a multiphase CT workflow for the evaluation of living liver donors, with a focus on
protocol optimization, bolus tracking technique, CT volumetry, and image reconstruction methods for
surgical planning.

Materials and Methods : The technical workflow of multiphase CT used in the evaluation of living liver
donors was reviewed and analyzed. The assessment included the required acquisition phases,
intravenous contrast administration and bolus tracking techniques, and evaluation of the hepatic
artery, portal vein, hepatic veins, and biliary anatomy. Image post-processing included multiplanar
reconstruction (MPR), maximum intensity projection (MIP), volume rendering (VR), and CT volumetry.
The estimated future liver remnant volume in the donor and graft volume were assessed to support

donor suitability and graft adequacy for the recipient.

Results: Multiphase CT enables comprehensive assessment of vascular anatomy, hepatic
parenchyma, and liver volume within a single imaging workflow. Bolus tracking facilitates optimal
timing of the arterial phase acquisition, while MPR, MIP, and VR improve visualization and identification

of vascular anatomical variations.

CT volumetry provides quantitative measurements of total liver volume, estimated graft volume, and
future liver remnant volume, thereby supporting assessment of donor safety and graft adequacy for the
recipient. Three-dimensional image reconstructions allow detailed visualization of vascular branching

patterns and facilitate surgical planning for living donor liver transplantation.
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Discussion and Conclusion: Standardization of the multiphase CT protocol is essential for the
preoperative evaluation of living liver donors. The integration of protocol optimization, bolus tracking,
CT volumetry, and MPR/MIP/VR image reconstruction provides comprehensive anatomical and
guantitative information to support graft selection and surgical planning. Radiologic technologists play
an important role in ensuring image quality and optimizing the acquisition and reconstruction process,
thereby contributing to the efficiency and safety of living donor liver transplantation. Standardization of
CT acquisition and image post-processing can improve the accuracy of preoperative evaluation while
ensuring safety for both donors and recipients.

Keywords : Living donor liver transplantation, multiphase CT, CT volumetry, bolus tracking, MPR, MIP,
VR, living liver donor.
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TUAN THU PIEU TRI THUOC VA CAC YEU TO LIEN QUAN
O’ NGU’O’l BENH GHEP GAN
TAI BENH VIEN TRUNG U'O'NG QUAN POI 108

ThS. Nguyé&n Thi Van Anh
BV TWQD 108

Patvan dé

Khéng tuan thu diéu tri thudc sau ghép gan van la mét thach thirc dang ké va co lién quan dén céac két
cuc lam sang bat gi. Tuy nhién, d{f liéu vé van dé nay tai khu viic Dong Nam A con han ché. Nghién clu
dugdc thuc hién nham danh gia mdc do tuan thu didu tri thubc va khdo sat mot s yéu té lién quan &
ngudi bénh ghép gan bang thang do BAASIS chuén héa.

Déi twgng va phwong phap

Nghién cltu cat ngang dugc thuc hién trén 136 ngudi bénh trudng thanh sau ghép gan dén kham va theo
déi ngoai trd tai mot trung tdm y t& tuyén cudi & Viét Nam. Mdc do tuan thi thubc dugc dénh gia bang
thang do Basel vé@ tuan thd thudc (c ch& mién dich (Basel Assessment of Adherence to
Immunosuppressive Medications Scale - BAASIS). C4c thong tin nhan khau hoc va lam sang dugc thu
thap tlr hé so bénh an. Mai lién quan gitra tinh trang tuan tha va cac dac diém lam sang dugc phan tich
bang kiém dinh Chi-square va hdi quy logistic.

Két qua

C6 70,6% ngudi bénh dugc phéan loai tuan thu diéu triva 29,4% khong tuan thi. Sai léch thgi diém dung
thuéc la hinh thic khéng tuan thd phoé bi€n nhat, gép & 27,2% ngudi bénh; trong khi quén liéu chiém
7,4%, ngirng thubc tam thoi 0,7% va tw'y thay d6i liéu 1,5%. Ty l& khong tuan thu tdng theo thdi gian sau
ghép, tr 17,4% & nhom <12 thang lén 38,0% & nhdm >36 thang (p xu hudng = 0,027). Khong ghi nhan mai
lién quan cd y nghia théng ké gitra tinh trang tuan tha diéu tri v&i cac két cuc ldm sang, bao gom tai nhap
vién, nhiém trung, thai ghép cép va bién chiing dudng mat.

Két luadn

Khéng tuan tha diéu tri thudc van con phé bién & ngudi bénh sau ghép gan, trong dé sai léch thai diém
dung thudc a hinh thic chu yéu. Mrc do tuan thi cé xu hudng giam theo thdi gian sau ghép. Do do, cén
tang cudng theo doi tuén thi c6 hé thng trong dai han va trién khai cac bién phap can thiép phu hgp
nham cai thién tuan tha diéu tri  nhém ngudi bénh nay.
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HOI CHU'NG GIAM TU'G'l MAU PONG MACH GAN
KHONG DO TAC NGHEN SAU GHEP GAN:
BAO CAO HAI TRUO'NG HO'P PIEU TRI BANG NUT DPONG MACH LACH

NGUYEN VAN PHAN', LE HONG CHIEN', VU HUY HOANG', TRAN VAN V.

'Bénh vién Pa khoa Qudc té Vinmec Times City
2Truong Dai hoc VinUni

Pat van dé: Hoi chirng gidm tudi mau déng mach gan khéng do tdc nghén sau ghép gan (Non-occlusive
Hepatic Artery Hypoperfusion Syndrome — NOHAHS), trudc day thudng goi la hdi chirng cudp mau déng
mach lach (Splenic Artery Steal Syndrome — SASS), la mét bién ching huyét dong it gap nhung c6 thé
dan dén r6i loan chitc ndng manh ghép va bién ching thi€u mau dudng mat. Co ché bénh sinh mang
tinh da yéu to, lién quan dén tuan hoan lach vu thé, tang tudi mau tinh mach clra va dap ing dém cla
dong mach gan (hepatic arterial buffer response). Trén cac phuong tién hinh anh khong xam lan,
NOHAHS c6 thé biéu hién bang tinh trang gidam hodc mat tin hiéu dong chay déng mach gan, dé gay
chan doan nham véi huyét khéi dong mach gan (HAT).

Bao cao ca bénh: Chung t6i bao céo hai truong hgp NOHAHS xuat hién trong thang dau sau ghép gan
dudgc diéu tri thanh céng bang can thiép nut déng mach lach.

Trudng hop thi nhat dugce phat hién vao ngay hau phau th 14. Siéu Am Doppler trudc dé ghi nhan dong
dong mach gan trong gigi han binh thudng, tuy nhién, CT sau doé cho thay giam tuwdi mau nhu mo gan va
khéng hién hinh ré ddng mach gan, ggi y tdc déng mach gan. Chup mach s6 héa x6a nén (DSA) tai than
tang cho thdy dong mau uu thé vao déng mach lach, dong mach lach hién hinh sém va manh, trong khi
dong vao déng mach gan ghép cham va gidm. Bénh nhan dugc nat déng mach lach bang vascular plug.
Chup ki€ém tra ngay sau can thiép cho thdy giam dong dong mach lach déng thoi cai thién ré dong vao
dong mach gan ghép, CT theo dbi ghi nhan dong mach gan hién hinh trg lai.

Trudng hgp tha hai dugc phat hién vao ngay hau phéu thr 19. Siéu dm Doppler khdng ghi nhén tin hiéu
dong déng mach gan. CT cho thay déng mach gan hién hinh kém, cé vi tri khuyét thuéc nhung khong
thay hep ro tai miéng ndi. DSA than tang xac nhan tinh trang wu thé dong chay luu luwgng lén qua dong
mach lach va gidm tudi mau nang dong mach gan ghép. Bénh nhan dugc tién hanh nat déng mach lach
bang coils. Ngay sau can thiép, dong mau qua déng mach lach gidam han va tuwéi mau dong mach gan cai
thién ro trén DSA.

Ban luan: Hai trudng hgp trén ldm sang ching minh rang tinh trang gidm hodc mét hién hinh ddng mach
gan trén siéu am Doppler va CT sau ghép gan khong nhat thié€t dong nghia va&i huyét khdi déng mach gan,
ma co thé phan anh dong chay qua cham do rdi loan huyét dong. Trong bdi canh chua xac dinh dugc ton
thuong tdc nghén hodc hep co hoc rd rang, DSA déng vai trd quyét dinh giip danh gia dong hoc dong
chay, xac dinh tuan hoan lach wu thé va thuc hién can thiép diéu tri cung thi. Sy cai thién dong chay
déng mach gan ngay lap tic sau khi gidm luu luong déng mach lach & ca hai bénh nhan la bang ching
huyét dong virng chac ho trg cho chdn doan NOHAHS.
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Két luan: NOHAHS can dugc dat ra trong chan doan phan biét & bénh nhan sau ghép gan c6 giam hoac
mat tin hiéu ddng mach gan nhung khdng thay tén thuong tac nghén ca hoc tuong tng. Viéc khdng hién
hinh déng mach gan trén Doppler hoac CT khong nén dugc xem la bang chitng don déc dé chan doan
huyét khéi ddng mach gan. DSA gi(r vai tro then chét trong xac dinh co ché bénh sinh va dinh hudng xur
tri. NGt déng mach lach bang coils hoac vascular plug la phuong phép hiéu qua gitp tai can bang huyét
dong va phuc héi nhanh chéng tudi mau déong mach gan ghép.

Tur khéa: Ghép gan, gidm tudi mau dong mach gan khéng do tac nghén, NOHAHS, hdi chirtng cudp mau
déng mach lach, nut déng mach lach, DSA.
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