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Tiéng Viét
BC

BN
CLVT
CS
bLC
HA
KTC
MLCT
NK
B
THA
VTBT

CHU VIET TAT

: Bach cau

: Bénh nhan

: Cat 16p vi tinh
: Cong su

: Do 1éch chuan
: Huyét ap

: Khoang tin cdy
- Mirc loc cAu than
: Nhiém khuéan

: Trung Binh

: Tang huyét ap

: Viém than bé than



Tiéng Anh

AUC : Area Under the Curve (dién tich duéi dudng cong)
BMI : Body Mass index (chi s6 khéi co thé)

CRP : C-Reactive Protein (protein phan ting C)

IL - Interleukin

OR : Odds ratio (Ty sb chénh)

PCT : Procalcitonin

ROC : Receiver Operating Characteristic

SIRS : Systemic Inflammatory Response Syndrome

(Hoi chung dap Gng viém toan thén)

TNT : Tumor necrosis factor



PAT VAN PE

Viém than bé than cép tinh 13 thé nang ctia nhiém khuan duong
tiét niéu trén véi cac tén thuong do nhiém khuén khu tra tai bé than va
nhu mé than [82]. Viém than bé than cap tinh duogc chia thanh hai loai:
don thuan va phirc tap, trong do goi la phue tap khi viém théan bé than
cép xay ra trén hé tiét niéu co bat thuong veé ciu tric giai phau hoic
chire nang hodc trén bénh nhan ¢ yéu to nguy co (tiéu duong, suy
giam mién dich...) [75]. Soi niéu quan la yéu to thuan loi gay tac nghén
thuong gip trong viém than bé than cip tinh trén 1am sang [174].

Viém than bé than cip tinh tic nghén néu khong duogc diéu tri
kip thoi va dung cach s& nhanh chong dién bién ning, dan dén nhidém
khuén huyét, séc nhiém khuan va tir vong. Cac nghién ctru cho thay 40
dén 85% céc truong hop viém than bé than cip tinh do tic nghén tién
trién téi nhiém khuan huyét va sdc nhidm [56], [75]. Ty 1é tir vong
chung cta viém than bé than cap tinh khoang 0,3 % va ting dén 7,5 —
30% khi c6 tinh trang nhiém khuan huyét hodc sdc nhiém khuan kém
theo [31], [75].

Theo cac hudng din diéu tri nhiém khuan dudng tiét niéu cua
hau hét cac hoi niéu khoa thi viém than bé than cap tinh tac nghén do
soi duong ni€u trén 1a mot cAp clru niéu khoa, dan luu tic nghén duong
tiét niéu trén can duoc duoc thyc hién cip ciru dong thoi liu _phap
khang sinh kinh nghiém duoc sir dung dua trén cac dit liéu vé tinh
trang nhay cam va dé khang khang sinh cua vi khuan tai co s diéu tri.
Mic du vay, mot sé truong hop viém than bé than cép tinh tic nghén
duoc chan doan sém va diéu tri kip thoi van tién trién t6i nhiém khuan
huyét, sbc nhidm khuén va tir vong [12], [26], [65], [87].

Tai Viét Nam, viém than bé than cip tinh tic nghén do s6i niéu
quan thudng gip trén 1am sang nhung thai do xir tri chwa duoc nhat
quan va con cham tré din dén bién ching cép tinh ning nhu nhiém
khuén huyét, séc nhidm khuén va tir vong trong nhiéu trudng hop. Mot
s6 nghién ctru vé viém than bé than tic - nghén do s0i ni€u quan da dugc
thuc hién nhung chua dé cap nhiéu dén cac yéu t6 tién doan nguy co
xay ra bién ching ning.

Xuat phat tir thyc té trén, ching t6i thuc hién dé tai “Nghién
ciru két qua diéu tri viem than bé thin cip tic nghén do séi niéu
quan” nham hai myc tiéu:



1. M6 ta dac diém lam sang, cdn lam sang cua bénh nhan bi
viém thin bé thin cép tinh tdc nghén do soi niéu quan.

2. Pdnh gid két qua diéu tri sém va xdc dinh mét s6 yéu to tién
doan nguy co soc nhiém khuan & bénh nhan bi viém than bé than ccfp
tinh tic nghén do séi niéu qudn.

2. Nhitng déng gop méi ciia dé tai luin an

Luan an da déng gop cho chuyén nganh ngoai tiét niéu cac sb
lidu nghién ciru vé viém than bé than cip tinh tic nghén do s6i niéu
quan.

Dbi v6i thue tién tai Viét Nam, luan an giup viée chan doan sém
va thai do xu tri nhanh, chinh x4c va nhat quan cic bénh nhan bi viém
than bé than tic nghén cap tinh do soi niéu quan

Luan 4n ciing da phéan tich va tim ra mét s6 yéu td tién doan
nguy co séc nhim khuén & cac bénh nhan bi viém than bé than tic
nghén cap tinh do s6i niéu quan. gop phan giam céc bién ching ning,
tir vong va chi phi diéu tri
3. CAu tric cia ludn 4n

Luan an dai 135 trang. Dat van dé: 2 trang, tong quan: 40 trang,
d6i tuong va phuong phap nghién ctru: 28 trang, két qua nghién ctru:
32 trang, ban ludn: 31 trang, két luan: 2 trang. Trong ludn 4n c6 45
bang, 10 biéu d6, 1 so dd, 37 hinh. Tai liéu tham khao c6 211, trong
d6 c6 12 tiéng Viét, 02 tiéng Phap va 197 tiéng Anh.



Chuong 1
TONG QUAN TAI LIEU

1.1. CHAN POAN VIEM THAN BE THAN CAP TiNH TAC
NGHEN DO SOI NIEU QUAN

Triéu chirng 14m sang

Triéu ching 1am sang dién hinh cia VTBT cap tinh khoi phat
dot ngot voi sbt, on lanh, dau vung that lung mdt hoac hai bén, co thé
kém theo triéu chimg rdi loan tiéu tién (tiéu nhidu 1an, tiéu budt, tiéu
gép, tiéu mau, tiéu mu..) dau goc suon lung khi so hodc gd. VTBT cép
tinh c6 thé kém theo céc tridu chimg cua tiéu hoa: budn nén, non, rdi
loan dai ti€n va bung chudng

- CAy nuéc tiéu:

Trong VTBT cép tinh do tic nghén can thyc hién ciy nudc tiéu
dé goép phan khang dinh chan doan va diéu tri khang sinh theo khang
sinh do.

- Siéu am

Phan 16n hinh anh trén siéu am trong trudng hop VTBT cip tinh
1a hoi 4m than binh thudng (chiém khoang 80% truong hop). Hinh anh
siéu &m nghi ngd VTBT cép tinh bao gdm giam hdi 4m do phi nhu md
than va ting hdi 4m trong truong hop xuat huyét phu nhu md, hinh
khuyét twdi méau trén Doppler ning lugng, mét phan biét tuy vo va day
thanh bé than hodc hinh thanh & ap xe. Ngoai ra, siéu 4m c6 thé chan
doan vi tri, kich thudc cua so6i niéu quan gay tic nghén trong VITBT
cép tinh.

Chup cit 16p vi tinh

Tiéu chuin chan doan VTBT cap tinh tic ngh&n do s6i niéu quan
trén chup cit 16p vi tinh 1a sau khi tiém thudc can quang vao tinh mach
¢ thi nhu m6 than c6 hinh dnh: ving giam ty trong ¢ vo than hinh chém,
dang duong thang hoic mang. Vo6 than ngam thudc hinh tia c6 thé goi
y VTBT cép tinh

Mot s6 ddu 4n sinh hoc nhu tang bach cAu mau, tang CRP hoac
tang procalcitonin gép phan hd trg chan doan VTBT cép tinh va mirc
do6 trim trong.



1.2. PIEU TRI VIEM THAN BE THAN CAP TINH TAC

NGHEN DO SOI NIEU QUAN

Theo cac khuyén cdo huéng dan diéu tri ciia cac hiép hoi niéu
khoa Chau Au, Hoa Ky, Viét Nam va cac nghién ctru 1am sang khac
nhau ddi véi trudng hop VTBT cap tinh tic nghén do s6i niéu quan thi
can thyc hién dan luu tic nghén va liéu phap khang sinh kinh nghiém
trude khi viée giai quyét thuc thu séi méi dugc dé cap [26], [174]. Do
d6, dan luu tic nghén can thyc hién cang sém cang tét tham chi ngay
cac truong hgp bénh nhan 6n dinh vé mit 1am sang [32].

Phuong phap dan luu tic nghén c6 thé thuc hién bang dit éng
thong niéu quan ngugc dong qua noi soi bang quang hoic dan luu than
qua da. Nhiéu nghién ciru khac nhau dé chimg minh hai phuong phép
nay c6 hiéu qua va ty 18 bién chimg twong dwong nhau. [67], [135],
[138], [195].



) Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. POI TUQNG NGHIEN CUU

2.1.1. Tiéu chuén chon bénh

- S6t (nhiét d6 > 38°C), rét run.

- C6 it nhat mot trong hai triéu chimg sau:

+ Pau ving thét lung.

+ Rung thén dau.

- C6 hinh anh s6i niéu quan cung bén trén phim cat 16p vi tinh
hé tiét niéu.

2.1.2. Tiéu chuin loai trir

- Pang duoc diéu tri soi hé tiét niéu hodc than & nude (mu) voi
thong niéu quan hodc dan luu than,

- Nhiém khuén duong tiét niéu sau cac can thi€p (ndi soi niéu
quan than tan s6i nguoc dong, phiu thuat 14y soi than qua da...) trong
khoang 2 tuan trudc.

2.1.3. Pia diém va thoi gian nghién ciru: Nghién ctru dugc
thuc hién tai BV Truong PH Y Duoc Hué, 10/2015 — 11/2020.

2.2. PHUONG PHAP NGHIEN CUU
2.2.1. Phwong phap nghién ciru: tién ciru, mo ta cit ngang
2.2.2. Céc buée tién hanh

Céc bénh nhan dugc hoi bénh s, triéu ching va kham 1am sang.
Cac xét nghiém cén 1am sang mau, nudc tiéu va hinh anh dugc tién
hanh thyc hién.

Cac bénh nhan dugc chi dinh s dung khang sinh kinh nghiém
va thue hién dan luu tic nghén (phuong phap ndi soi bang quang dit
dng thong niéu quan JJ nguoc dong dudi hudng dan ctia man hinh ting
sang hodc dan luu than qua da duéi huéng dan cua siéu &m va man
hinh tang sang).

Bénh nhan va nguoi nha dugc giai thich rd rang vé muc dich,
cach 1am, bién chung cia phuong phap ndi soi bang quang dat bng
thong JJ nguoc dong hoac dan lvu thén qua da va céc triéu ching
khong mong mudn khi mang ong thong JJ hodc dng dan luu than.

- Phwong phap dat ong thong niéu quian JJ nguge dong qua
ndi soi bang quang dwéi man ting sang.

+ Chi dinh: chi dinh ban du véi cac BN trong nghién ctru nay.

+ Quy trinh tién hanh:



Tu thé san khoa nhu ndi soi niéu quan ngugc dong thong
thuong.

Diéu chinh man hinh ting sang vao vi tri bénh nhan dé c6 thé
khao sat tir bang quang 1én dén hé théng dai bé than.

Bénh nhan dugc giam dau bang té tai chd bang gel xylocain 2%
bom tryc tiép vao nidu dao két hop véi cac thude giam dau (Fentanyl)
hodc an than (Midazolam) dwdng tinh mach.

Dit may soi bang quang 21F vao bang quang tim va xéac dinh 18
niéu quan bén can dit 6ng thong JJ.

Day dan duong dugc dat 1én téi bé than vuot qua vi tri soi tac
ngh&n duéi kiém soét ctia man hinh ting sang.

Sau do6, 6ng thong niéu quan duoc dat theo dan duong 1én bé
than, rat day dan duong va hut ra khoang 10 ml nuéc tiéu phia trén
vién soi tic nghén dé cdy nude tiéu.

bat lai day dan dudng vugt qua vién séi ni€u quan 1én bé than
dudi kiém soat ciia man hinh ting sang va dit ong théng niéu quan JJ
6F.

Dit thong tiéu Foley 16F.

- Dén luu thin qua da duéi hwéng din ciia siéu 4m va man
hinh tang sang.

+ Chi dinh: Cac bénh nhén bi thit bai v6i phuong phép néi soi
bang quang dit 6 ong thong niéu quan JJ ngugc dong ban dau hoic yéu
t6 nguy co thét bai cao (bt thuong giai phau duong tiét niéu, & nudce
murc d6 mirc dd nang...).

+ Quy trinh tién hanh:

Bénh nhan duoc dit & tu thé nam sép.

Siéu am chon duong vao an toan va huéng dan choc vao dai
than (thuong 1a dai dudi)

Sat khuan va trai sang vo khuan va tién hanh gay té duéi da vi
tri choc kim va xung quanh bang 10 — 20ml lidocain 1%.

Tién hanh choc kim 21G vao dai than du6i huéng din cua siéu
am, quan sat nudc tiéu chay ra va liy khoang 10ml dé cay nudc ticu.

Tiép theo ludn day din ai nude 0,038” (Radiofocus, Terumo,
Japan) vao niéu quan, nong dudng ham bang Dilator 8F hoic 10F.

Pit 6ng dan luu Pigtail 8F vao bé than dudi huéng dan ciia man
hinh tang sang.

Bom khoang 20ml thudc can quang vao bé than dé kiém tra vi
tri dng dan lueu Pigtail 8F



Khau cb dinh dan luu bang chi Dafilon 2/0, ndi vao thi nuéc tiéu
gua khoa ba nhanh
2.2.3. Cac bién s6 nghién ciru

- bic diém chung, dac diém 1am sang, can lam sang

- Phuong phép dan luu tic nghén

- Panh gia két qua diéu tri sau 3 ngay

+ Thét bai: duoc x4c dinh khi bénh nhan khéng cai thién it nhét
mot trong céc triéu ching 1am sang ban dau (tram trong hon hodc tir
vong), hoac mdt trong cac chi s6 sinh hoc (Bach ciu mau, CRP, PCT)
thay d6i theo hudng tiéu cuc

+ Thanh cong: dugc xac dinh khi bénh nhan cai thién hodc thoai
lui hoan toan it nhat mot trong cac tri€u chung 1am sang ban déu, hoac
mot trong cac chi s6 sinh hoc (Bach ciu méu, CRP, PCT) thay ddi theo
hudng tich cuc

- Mot s6 yéu t6 tién doan nguy co sdc nhiém khuan trong viém
than bé than cip tinh tac nghén do s6i niéu quan
2.3. PHAN TiCH VA XU LY SO LIEU

S lidu duge xur 1y theo phuong phap théng ké y hoc bang phan
mém thdng ké SPSS 20.0 va Medcalc 19.6.1.
2.4.PAO PUC NGHIEN CUU

Puoc chép thuan cta hoi déng dao durc trong nghién ctru y sinh
hoc Truong Pai hoc Y Dugc, Pai hoc Hué.



SO PO NGHIEN CUU

Bénh nhén du tiéu chuan chon bénh

|

Tham kham lam sang
Cac xét nghiém lién quan dén mau, nudc
ti€éu, hinh anh

!

Khang sinh kinh nghiém
Dan luu tic nghén
Bién phap hd trg hoi sic
(trong mot sd truong hop)

|

Theo dai tinh trang BN sau khi dan Iuu tic
nghén va dung khang sinh kinh nghiém

!

Panh gia két qua dieu tri
Xéac dinh cac y€u to0 tién doan nguy co soc
nhiém khuén




) Chuong 3 .
KET QUA NGHIEN CUU

3.1. PAC PIEM LAM SANG VA CAN LAM SANG

3.1.1. Pic diém chung

- Tudi trung binh: 51,48 + 12,26 (21 — 88)
- Gi61: 67 BN nir (78,8%),18 BN nam (21,2%). Nit/nam: 3,71
- Chi s0 khoi co thé trung binh: 22,33 + 2,91 kg/m? (15,22 -

28,88).

- Tién str lién quan bénh 1y soi tiét niéu (52 BN), ting huyét ap

(12 BN) va dai thao duong (4
3.1.2. Dic di€ém 1am sang

BN).

Ly do vao vién: dau ving thit lung (100%), sbt va rét run

(97,6%). ) .
Béang 3.1. Dau hiéu sinh ton
Gia tri Gia tri
TB+DLC nhé nhit | 16m nhit

Than nhiét (°C) 38,95+ 0,56 38,0 40,5
Mach (lan/phut) 97,55+ 12,05 72,0 128,0
Nhip tho (1an/phut) 24,68 + 3,86 18,0 36,0
HA tam truong (mmHg) 69,94 + 9,95 40,0 90,0
HA tam thu (mmHg) 113,83 £16,51 70,0 160,0

Béng 3.2. Tri€u chirng 1am sang

Triéu chirng 1Am sang n Ty 1€ %
Sot 85 100,0
Rét run 85 100,0
Dau ving thit lung 85 100,0
Rung than dau 84 98,8
Triéu chimg dudng tiéu dudi 29 34,1




Béang 3.3. Dic dieém ciia s6i ni€u quan

n %

Khoéng 1 1,2
 en Mirc d6 1 45 | 529
Me do than Mitc g 2 20 | 235
Mtrc 36 3 16 | 18,8

Mtc 6 4 3 3,5
1/3 trén 36 42,4
Vi tri cla soi 1/3 giita 17 | 20,0
niéu quan 1/3 dudi 30 | 353
1/3 dudi + 1/3 trén 2 2,4
51 . 1 vién 79 | 929
50 lugng soi > 2 vién 06 | 7,1
Tham nhiém mo md 62 72.9

Cit 16p vi tinh Giam ngam thudc can quang 5 5.9
Tu dich quanh than 11 12.9

Bing 3.4. Cic thong s6 sinh hoa mau

TB + PLC Nhé6 nhit - Lén nhat
Héng cau (T/1) 427 +0.48 3.33-5.56
Bach cau (G/) 13.59 + 4.86 4.67 - 27.47
Tiéu cau (G/1) 242.58 + 112.70 34.0 - 862.0
Ure (mmol/l) 6.13+3.29 2.3-26.3
Creatinine (pumol/l) 101.65 £46.79 50.0 - 327.0
Xn‘fgﬁ /Cla;l;;azr; 69.19 + 25.38 16.9-132.8
K+ (mmol/l) 3.42+0.54 2.3-4.64
Na+ (mmol/l) 132.89 £ 4.17 118.0 - 142.5
Cl- (mmol/I) 94.70 + 10.07 21.1-135.4
CRP (mg/l) 146.85 + 108.41 2.84 - 400.09
Procalcitonin (ng/mL) 15.18 £40.21 0.03 - 289.40
Albumin (g/l) 36.02+4.76 21.3-46.6
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Bang 3.5. Két qua cAy mau nudéc tiéu

n %
Am tinh 81 96,4

. ) Duong tinh 03 3,6

Cay mdu Escherichia coli 02
Serratia fonticola 01

0 4 4.8
. 25 10 11.9

BC niéu (TB/ul) 100 7 83
500 63 75.0
Nitrite ni€éu Duong tinh 22 25.9
Am tinh 62 72.9
Am tinh 58 68.2
CAy nube tiéu Duong tinh 27 31.8
phia dudi tic nghén E.coli| 20 74.1
Enterococcus spp 4 14.8
Khac 3 11,1
Am tinh 59 71.1
. . Duong tinh 24 28.9
phiat}rlér;ugé trllgﬁén Escherichia coli 15 62.2

Enterococcus spp S 21
Khac 4 16.8

Bang. 3.6. SIRS, nhiém khuin huyét va sc nhiém khuin

n %
Duong tinh 75 88,2
SIRS "
Am tinh 10 11,8
Nhiém khuan huyét 64 75,3
Sbc nhidm khuén 11 12,9
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Bing 3.7. Phuong phip din luu tic nghén dwong tiét niéu trén

Phwong phap din luu n %
Dit ong thong nidu quan JJ 83 97.6
Dan luu than qua da 2 2.4

Thoi gian thyuce hién din luu tic nghén 1 12,60 + 7,86 phut (03

Bglsl)g 3.8. Cac loai khang sinh kinh nghi¢m sir dung trong diéu tri
ban dau

Loai khang sinh n %
Aminoglycoside 12 14,1
Aminoglycosid + Cephalosporin thé hé 3 13 15,3
Cephalosporin thé hé 1 3 3,5
Cephalosporin thé hé 3 29 34,1
Cephalosporin thé hé 3 + Quinolone 4 47
Carbapenem 9 10,6
Carbapenem + Aminoglycoside 6 7,1
Carbapenem + Cephalosporin thé hé 3 1 1,2
Carbapenem + Quinolone 6 7,1
Carbapenem + Quinolone + Metronidazole 1 1,2
Quinolone 1 1,2
Téng 85 100,0

3.2. KET QUA PIEU TRI SOM VA CAC YEU TO TIEN POAN
NGUY CO SOC NHIEM KHUAN TRONG VIEM THAN BE
THAN CAP TiNH TAC NGHEN DO SOI NIEU QUAN

Bang 3.9. Sy phu hop ctia khang sinh kinh nghiém

v6i khang sinh db

Phu hop véi Khéing sinh st dung theo kinh nghiém
khéng sinh d6 n %
Khéng 11 26,8
Co 30 73,2
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| Téng

| 41 |

100

Bang 3.10. Dau hiéu sinh ton trudc va sau diéu tri

(ngay thir 1 van

say thit 3)

Trudée diéu tri Ngay 1 Ngay 3

TB + PLC TB+PLC | TB+DLC
Than nhiét (°C) 38,950,556 | 37.46+0,62 | 37.19+031
Mach (An/phit) | 97,55+ 12,05 | 82,19+9,56 | 78.37 = 6,70
Nhip tho
(nhit 2468 +3.86 | 20,76+259 | 20,18 +2,05
HA tAm thu 116,25 +
(mrmHig) 113,83 + 16,51 o |11229+1045
HA tam trwong 6994996 | 73.01+843 | 71.65+7.77
(mmHg)

Qua 3 ngay diéu tri véi dan luu tic nghén dudng tiét niéu trén
va liéu phap khang sinh kinh nghiém, BN gidm céc tri€u chiing 1am
sang (96,5% d& dau vung that lung ; 82,4% khong s6t; 9,7% rung than
khong dau) vao ngay thir 1 va (84,7% d& dau ving that lung, 97,6%
khong sbt va 74,1% rung than khong dau) vao thir 3 ngay.

Bang 3.11. Két qua diéu tri sau 3 ngay

Két qua diéu tri n %
Thanh cong 83 97,6
That bai 2 3,4

Bang 3.12. So sanh két qua cin 1am sang lic nhap vién, sau diéu
tri ngay thir 1 va thir 3

Canlam | Lic nhip vién Ngay 1 Ngay 3 p
sang TB+PLC | TB+DPLC | TB+PLC
B@‘;};a‘l 13504486 | 1042+501 | 8,16+2.87 | <0,001
148,03 133.17 + 4450 &
CRP 107,97 245 3958 | <0001
PCT 15.03 £40.55 | 7.36+13.73 | 1.32+2.17 | <0,001
Ure 6132329 | 5.09£231 | 4.88£1.96 | <0001
— 7608 + 67.08 +
Creatinine | 101,93 £46,31 3144 2350 <0,001
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K+ 340054 | 329+046 | 338+045 | 0,019
135,70 + 137.16 +

Na+ 132,99 + 4,15 309 307 <0,001

Cl- 94,77+ 10,19 | 98,28 + 3,95 9%‘;1* <0,001

*Fredman

Bang 3.7. Gia tri tién doan cia procalcitonin, mirc loc cau than,
ure, bach cau mau, CRP va Albumin trong soc nhi€ém khuin

piém | PO | D0 KTC

ct ‘Eﬁ‘/g 1(1%)1 AUC P 95%
PCT 251 | 81,82 |6892| 0,79 | <0,001 0@5588518'
Micloc | 672 | 909 [ 622 | 078 | o001 | Qog
Ure 63 | 90,9 | 716 | 079 | <0,001 0@5588770'
Bachciu | g | 545 | L1 | 0581 | 0476 | Oes
CRP | 4029 | 1000 | 230 | 0529 | 0,740 0(’)%3?9_
Albumin | 342 | 81,8 | 757 | 0,78 | <0,001 Odf5g518'

Bang 3.8. Moi lién quan giira cac diac diém chung ciia doi twgng
nghién ciru va soc nhiém khuén

o Soc NK Khong sbc NK
Cic bien so (n=11) (n=74) P
n | % n | %
-, bLC | 57181382 | 5064=11,89 | 0,099
ol < 60 5 [ 78 | 59 [922 ] oar
> 60 6 | 286 | 15 | 714 |
Yy Nam 3 16,7 15 83,3
Giol N g8 | 11,9 | 59 | 8s1 | %
Khoéng 9 10,8 74 89,2 *
bTb 6 2 [1000] 0 | 00 | 29
Khong o | 123 | 64 | 817
THA Co > 167 | 10 | 833 | *%!
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Tien st séi Khong

ol

12,8

34 87,2

tiét niéu Co

6 13,0

40 87,0

0,976

* Fisher Exact Test
** Independent Simple t test

Béng 3.9. Lién quan giira cac dic di€ém cta séi niéu quan giy tac
nghén va soc nhiem khuan

Soc NK | Khong soc NK
Cic bién sb (n=11) (n =74) P
n % n %
1/3tén | 6 16,7 | 30 | 833
. | 1Bgma | 1 59 16 | 941
Vitdsol s |3 10 | 27 | oo | %320
Khéc 1 50 1 50
Ben bi Phai 3 9.1 30 | 90,9
e nahén |14 7 13,7 | 44 | 863 | 0,03*
2 Bén 1 100 0 0
0 0 0,0 1 100
o 1 4 89 | 41 | 911
“lf‘;frgf 2 7 35 | 13 | 65 | 0022
3 0 0,0 16 | 100
4 0 0,0 3 100
Kich thudc séi (mm) 15,0 (7,0 - 11,0(3,0 - 0207
27,0) 47,0) '
Tham Co 10 | 161 | 52 | 839
4 ~ *
é‘f;ﬁ?t?a‘; Khong 1 4,3 22 | 957 | 0275
Giam ngm | C6 1 20 4 20
2 NEs .
thgﬁ;n‘;an Khong | 10 | 125 | 70 | 87,5 | °09
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Bang 3.10. Méi lién quan giira két qua sinh hoa mau va

soc nhiém khuan

o Soc NK Khéng soc NK
Cac bién so (n=11) (n=74) P
n | % n | %
TB £ DLC TB+DLC
Bach cau mau 13,36 + 6,81 13,63 + 3,57 0,901
A, 190,18 + 250,37 + o
Tiéu cau mau 82 61 114,91 0,060
152,51 + 146,01 + -
CRP 116,91 107,91 0,753
< 28 0 0,0 13 100,0 *
CRP >28 11 15,3 61 15,3 0.202
<
PCT 2,51 2 38 51 %2 0,001
> 251 9 28,1 23 71,9
<
N\fu’c I?C 67.2 10 26,3 28 73,7 0,002
cau than
> 67,2 1 12,9 46 97,9
<
Albumin | 34,2 | ° | 333 | 18 | 66T 1 4001
> 34,2 2 3,4 56 96,6

* Fisher Exact Test
**Mann Whitney

Bang 3.11. M6 hinh hdi quy logistic don biﬂén giira cac yéu to
nguy co' va soc nhiém khuan

S Pon bién
CAac yéu to nguy co OR KTC 95% P
2. < 60 1 1,267 -
Tubi >80 4720 17584 0,021
o Nit 1
Gioi Nam 1475 0,348 - 6,243 | 0,598
BMI 1,138 0,910-1,422 | 0,256
Tién st Khong 1
PTD Co 1,328E+10 0000 | 0,999
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Tién st Khong 1
THA o 142 0,268 - 7,561 | 0,679
Tién str cac Khoéng 1
b@nh.lAy tiet Co 1,020 0,286 -3,639 | 0,976
ni€u
Kich thudc soi 1,032 0,956 - 1,114 | 0,423
1/3 duéi 0,111 0,005 - 2,271 | 0,154
1/3 giita 0,063 0,002-1,930 | 0,113
Vi tri s6i 1/3 trén 0,200 0,011-3,661| 0,278
1/3 duéi 1
+1/3 trén
Mirc d6 r nude cia than 0,905 0,440 - 1,859 | 0,785
Tham nhiém Khéng 1
mé quanh o 0236 0,029-1,960 | 0,181
than
Bach ciu 0,988 0,866 - 1,129 | 0,863
Tiéu cau 0,992 0,984 - 1,001 | 0,077
CRP 1,001 0,995 - 1,006 | 0,852
CRP (mg/l) < 28 L 0,000 - 0,999
> 28 291315096 ’ ’
< 2,51 1 1,996 -
PCT (ng/ml) > 251 5978 49,885 0,005
Thoi gian tir lic xuat hién
triéu chimg dén luc thyc 0,998 0,988 - 1,008 | 0,650
hién dan luu
Thoi gian tir lac nhap vién
dén thuc hién din T 0,981 0,933 -1,032 | 0,456
Thoi gian ndm vién 1,193 0,991-1435| 0,62
Thoi gian }Eﬁc hi¢n dan 1,026 0,956 - 1,102 | 0,477
Albumin <3472 14,000 2,766 - 0.001
(a/l) > 34,2 1 70,856 ’

Qua phan tich hoi quy logistic don bién thi dua ra két qua tudi
> 60, nong do PCT > 2,51 ng/ml va ndng do albumin mau < 34.2 g/l
1a cac yéu t6 tién doan nguy co sdc nhiém khudn ¢ bénh nhan bi VIBT
cAp tinh tic nghén do s6i niéu quan.
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Bang 3.12. M6 hinh hoi quy loglstlc da bién giira cac yéu t6 nguy
o' va soc nhiém khuin

o Pa bién
Bién 50 AOR | KTC95% | P
Tudi i ::;) 1,7194 %?7255' 0,500
PCT (ng/ml) i z’:ll 7,1102 égzg% 0,024
Albumin (g/1) i ::22 7’5138 ézzgg ;| 0032

Qua phén tich hoi quy logistic da bién thi dwa ra két qua nong
d6 PCT > 2,51 ng/ml va ndng d6 albumin mau < 34,2 g/ 1a cac yéu tb
tién doan nguy co séc nhiém khuén ¢ bénh nhan bi VTBT cép tinh tic
nghén do so6i ni¢u quan.

Chuwong 4
BAN LUAN

4.1. PAC PIEM LAM SANG VA CAN LAM SANG CUA BENH
NHAN VIEM THAN BE THAN CAP TiNH TAC NGHEN DO
SOI NIEU QUAN

Tudi: Trong nghién ciru ciia chung toi, 85 BN véi tudi trung
binh 51,48 + 12,26 tudi, tudi nhé nhét 21 va 16n nhat la 88. Lura tudi tir
40 dén 60 chiém 57,6%. Két qua nay ciing tuong ty nghién ctru cua
céc tac gia Nguyén Phiic CAm Hoang va cs, Lim C.H. va cs...

VTBT cép tinh thudng gip & cac trudng hop 16n tudi hon nguoi
tré vi ngudi 16n tudi thuong c6 bénh 1y man tinh kém theo nhu déi thao
dudng, ting huyét ap, bénh 1y tim mach khac va ciing nhu tinh trang
dinh dudng kém [39], [75], [141].

Gi6i: Trong nghién ciru cua chiing t6i ¢6 67 BN nir chiém ty 1¢
78,8% va 18 BN nam chiém ty 16 21,2% va ty 1€ nam/ntr: 1/3,71.

Nhiém khuan dudng tiét niéu thuong gap ¢ nir nhiéu hon nam
do niéu dao 6 nir ngan va nam gan hau mon va 4m ho nén tao diéu kién
thuan loi cho nhiém khuédn ngugc dong. O nit, tac nhan gdy nhiém
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khuén duong niéu thuong ky sinh ¢ ving 4m hg, &m dao, quanh 16 niéu
dao va xam nhap vao bang quang di nguoc dong 1én niéu quan dén bé
than va than [164].

Su thiéu hut hoc mon estrogen & phu nit giai doan mén kinh
duge chimg minh 13 yéu td 1am ting nguy co tai phat nhiém khuan
dudng tiét niéu vi né 1am thay do6i hé vi khuan chi & am dao [152].

Cay nuéc tiéu:

Ty 1é cAy nudc tiéu duong tinh phia dudi vi tri tic nghén 31,8%
va vi khun gy bénh chii yéu 1a E. coli chiém 74,1% va Enterococcus
spp (14,8%). Ty 1¢ ciy nuoe tiéu duong tinh phia trén tic nghén 28,9%
va vi khuan gy bénh chu yeu 1a E. coli chiém 62,2 % va Enterococcus
Spp (21%). Nhu vay, tong sO truong hop c6 cy nudc tiéu duong tinh
phia trén va phia dudi tac nghén 1a 41 BN

Trong d6, két qua cdy nudce tiéu cung dwong tinh phia trén va
phia dudi co 10 BN, chiing loai vi khuan giy bénh tring hop ¢ 10 BN
chiém 100% (8 BN — E. coli va 2 BN - Enterococcus spp). Su khac
biét gitta BN ¢ két qua cdy nude tiéu duong tinh & phia trén va phia
dudi tac nghén 82%. Két qua nay twong ddng nghién ciru ciia Ngo
Xuan Thai va cs [5], thip hon Pearle va cs [138], Marien T. va cs [117].
Ty 1& cdy nu6c tiéu duong tinh thap trong nghién ctru ching toi thap
c6 thé giai thich mot s6 BN di st dung khang sinh trudc khi nhap vién
hodc trude khi thue hién dan luu tic nghén, tai thoi diém léy mau nudi
ciy nudc tiéu co thé 1a vo khuén.

Phuwong phip din Iru tic nghén dwong tiét ni¢u trén

Trong nghién ctru ctia chiing t6i, 83 BN (97,6%) duoc dit 6ng
thong niéu quéan JJ nguoc dong qua ndi soi bang quang dudi hudng
dan ciia man tang sang va 2 BN (2,4%) dugc dan luu than qua dudi
huéng dan ciia siéu am

VTBT cap tinh do tic ngh&n 1a mot cap ctru nidu khoa va c6 thé
tién trién t6i nhiém khuan huyét va/hodc sdc nhiém khuan tham chi tir
vong [207].

Phuong phap dan luu tic nghén duong tiét niéu trén van con 1a
van @& tranh ludn. Theo quan diém truéc day, phuong phap dat ong
thong ni¢u quan JJ nguoc dong c6 thé ting nguy co nhiém khuan huyét
va soc nhiém khuan so v6i dan luu than qua da [149]. Tuy nhién, cac
bang ching khoa hoc khéng du can ci dé ung h¢ cho quan diém trén
[149]. Nhung mot s6 nghién ciru 1am sang dbi chimg ngiu nhién gan
day thi dwa ra két luan hai phuong phap dan luu c6 hiéu qua twong
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duong nhau [71], [195].

Trong nghién ctru ctia ching t6i, ty 1¢ dat dng thong niéu quan
nguoc dong thanh cong 98,8%, twong tu vdi bao cdo cia cdc tac gia
khac. Sy giai ap tac nghén sém c6 thé lam ting nong do khang sinh tap
trung tai than, 1am chdm qué trinh viém va ngan ngira sy phat trién
nhidm khuin huyét va sbc nhidm khudn din dén t5i wu két qua didu tri.

Tai co so dléu tri cia chung t6i, dan luu tic nghén duong tiét
niéu trén bang dat 6 ong thong niu quan JJ nguoc dong thuong dugce
Iwa chon vi mét sb uu diém lién quan dén chét lu:ong cudc song BN va
tao diéu kién thuan loi cho diéu tri thuc thu s6i niéu quan bang ndi soi
niéu quan. Su chon lwa phuong phap din luu dudng tiét nidu trén & cac
truong hop VTBT cép tinh do tic nghén c6 thé phu thudc mot vai yéu
t6 nhu (thoi gian tic nghén, tién st, tinh trang 14m sang, kinh nghiém
cua phau thuat vién, trang thiét bi cta bénh vién..)

Trong nghién ctru cua chung t61, 85 BN dugc sir dung liéu phép
khang sinh kinh nghiém ban dau: mot loai khang sinh (nhém
Cephalosporin 3 1a 34,1%, nhom Aminoglycosid 1a 14,1% va nhom
Carbapenem 1a 10,6%), hai loai khang sinh két hop (Aminoglycosid
va Cephalosporin 3 chiém cha yéu 15,3%, Carbapenem va
Aminoglycosid 1a 7,1%). Sau khi ¢6 két qua khang sinh d6 & 41 BN
c6 két qua cdy (nudc tiéu hodc mau) duong tinh thi liéu phap khang
sinh kinh nghiém ban dau phu hop véi két qua khang sinh d6 1a 73,2%
(30 BN). Liéu phap khang sinh kinh nghiém ban dau duoc sir dung
trong nghién ciru ndy dua trén cc ching ctr vé su dé khang thudc tai
chd cua vi khuan thuong gay nhiém khuan niéu phic tap ¢ dia phuong
chung toi.

4.2. KET QUA PIEU TRI SOM VA CAC YEU TO TIEN POAN
NGUY CO SOC NHIEM KHUAN TRONG VIEM THAN BE
THAN CAP TINH TAC NGHEN DO SOI NIEU QUAN

85 BN VTBT cp tinh tic nghén do s6i niéu quan (74 BN khong
sdc nhiém khuan va 11 BN sdc nhiém khuan) dugc diéu tri bang khang
sinh va dan luu tic nghén, hoi sic liéu phap (dung thuc van manh,
truyén dich...) d6i v6i cac BN bi soc nhiém khuan.

Phan 16n BN cai thién nhiéu vé mat 14m sang ciing nhu cin 1am
sang: 72 BN (84,7%) d& dau va 13 BN (15,3%) khong dau ving thit
lung, 83 BN (97,6%) hét sét; 63 BN (74,1%) rung than khong dau va
22 BN (25,9%) rung than dé dau; bach cAu mau giam 8,16 + 2,87 g/l
(P <0,001); CRP: 44,50 + 39,58 mg/l (P <0,001); PCT giam: 1,32 +
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2,17 ng/ml (P <0,001) so trudc luc can thiép. Nhu vay, cac trudng hop
VTBT cép tinh tic nghén do soi niéu quan duge dan luu nhanh chéng
dan dén 4p luc trong bé than dugc giam 1am cai thién tinh trang tudi
mau, bao t6n chirc ning than lam ting hiéu qua didu tri cua lidu phap
khéang sinh.

Trong nghién ctu ndy, cac BN > 60 tudi & nhom sdc nhidm
khuan (6 BN) nhiéu hon nhém khéng s¢ nhiém khuan (15 BN) va sy
khac biét nay co y nghia thong ké (P =0,023). Qua phan tich hoi quy
logistic don bién, tudi > 60 1a yéu to tién doan tang nguy co soc nhiém
khudn ¢ cac trudng hop VTBT cép tinh tic nghén do soi niéu quan
(OR: 4,72; KTC 95% 1,267 — 17,584; P = 0,021). Tuy nhién, tudi > 60
khong phai 14 yéu t6 tién doan nguy co sdc nhiém khuén trong mé hinh
phén tich hoi quy logistic da bién.
Su khéng nhat quan nay c6 thé giai thich 1a ¢& méu trong nghién ctru
nay vura phai.

Tudi 16n hon dugc bao céo 1a mot yéu td nguy co ctia séc nhidém
trung hodc dan lwu khin cip trong cic nghién ciu khac
(OR, 1,07-1,15) [108], [174], [202], [207]. Martin va cs [118]
béo cdo tudi > 65 c6 nguy co nhiém khuan huyet cao hon 13,1 lan so
nguoi tré, ty 18 tir vong do nhiém khuan huyét & tudi > 65 ciing cao
hon so véi nhitng nguoi tré tudi (27,7% - 17,7%; OR : 1.56).

Trong nghién ctru cta tdi, qua phan tich hdi quy logistic da bién
nong do albumin méau < 34,2 g/l (OR: 7,938; KTC 95% 1,2 — 52,534;
P = 0,032), nong d6 PCT mau > 2 ;51 ng/ml (OR: 7,102; KTC 95%
1,293 — 39,023; P = 0,024) la cac yéu t0 tién doan tang nguy co sdc
nhiém khuan & cac truong hop VIBT cap tinh tac nghén do soi niéu
quan. Trong VIBT cép tinh, qua trinh ddp Umg viém toan than lam
giam nong d6 giam nong d albumin mau do tang qua trinh di hoa
proteln giam tong hop & gan, ting tinh thdm thanh mach trong qua
trinh viém din dén thoat albumin vao khoang ngoai mach va tinh trang
dinh dudng kém ciia cac bénh nhan trudc bi nhiém khuén duong tiét
ni¢u

Trong diéu kién sinh 1y binh thuong, PCT 1a tién chat cua
hormon calcitonin va chi dwoc tao ra bai té bao C cua tuyén giap.
Trong qué trinh nhiém khuan, PCT dugc tao boi nhiéu loai té bao va
cac co quan khac nhau d4p tng lai cac cytokine tién viém (IL-6, TNF-
a..) [190] va ting som trong khoang 2 — 6 gi¢ sau kich thich va dat
dinh tir 6 - 24 gio [188]. Uu diém cia PCT c6 dong hoc va phan tmg

21



nhanh ca trong qué trinh ting hodc giam viém so véi cac ddu an sinh
hoc khac (CRP).

PCT dép tmg nhanh véi cac truong hop nhiém khuan va co thé
tién doan chinh xac nguy co sdc nhiém khuan ciia bénh nhan nhiém
khuan huyét lién quan nhiém khuan duong tiét niéu do soi so véi cac
dau 4n sinh hoc khac [100].

Trong nghién ctru nay, chiing toi di chimg minh méi tuong quan
giita PCT va soc nhiém khuan trong viém than bé than cap tinh do tic
nghén. Véi diém cat> 2,51 ng/ml, PCT 1a dau 4n sinh hoc dang tin ciy
nhét gitp x4c dinh nhitng bénh nhan c6 nguy co cao, cic trudng hop
nay sé duogc diéu tri sém va tich cuc
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KET LUAN

Qua nghién ctru 85 truong hop viém than bé than cép tinh tic
nghén do s6i ni€u quan tai Bénh vién Truong Pai hoc Y - Duogc Hué
tir thang 10 nam 2015 dén thang 11 nam 2020 chung t6i két luan:

1. Pic diém l1am sang, cin 1Am sang cia bénh nhan bi viém than
bé thén cép tinh tic nghén do s6i niéu quan

- Tudi trung binh 1a 51,48 + 12,26 tudi (21 — 88); Nam/nir:
1/3,71.

- Triéu ching 1am sang: dau ving that lung 100%, s6t va rét run
100%, rung than 98,8%, tri¢u chung duong tiéu dudi 34,1%.

- S6 luong séi 1 vién va = 2 vién 7,1%; kich thuéc trung binh:
13,44 + 7,31 mm (3,0 — 47,0).

- Cay mau duong tinh 3,6%; ciy nudc tiéu phia trén hodc dudi
tac nghén dwong tinh 48,2%.

- Sdc nhiém khuan 11 BN (12,9 %) va khong sc nhiém khuan
74 BN (87,1 %).

- Nhom khang sinh kinh nghiém chu yéu duogc chi dinh trong
diéu tri ban dau: Cephalosporin 3 13 34,1%, Carbapenem 1a 10,6% va
Aminoglycosid 1a 14,1%.

- Phuong phap dan luu tac nghén: dit dng thong nidu quan JJ 83
BN (97,6%) va dan luu than qua da 2 BN (2,4%).

2. Két qua_ diéu tri s6m va mot 56 yeu td tién doan nguy co soc
nhiém khuén ¢ bénh nhén bi viém than bé than cép tinh tic nghén
do séi ni€u quan

- Ty 1& phu hop liéu phap khang sinh kinh nghiém ban dau véi
khang sinh dd cta vi khudn dugc phan 1ap ra tir két qua cdy nudc tiéu
(trén hodc dudi tac nghén) hodc cay mau duong tinh 1a 73,2%.

- Qua 3 ngay diéu trj voi dan luu tic nghén dudng tiét niéu trén
va liéu phap khang sinh kinh nghiém:

+ Lam sang: 15,3% hét dau ving thét lung va 84,7% d& ving
that lung; 97,6% hét sdt; 74,1% rung than khong dau.

+ Céan lam sang: gia tri cia bach cAu mau, CRP, procalcitonin
giam so v6i trude didu tri co y nghia thong ké (P < 0,001).

+ Két qua diéu tri thanh cong dat 97,6%.
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- Nf)ng do albumin giam (OR: 7,938; 95% KTC 1,2 —52,534; P
=0,032) va nong do procalcitonin tang (OR: 7,102; KTC 95% 1,293 —
39,023; P = 0,024) 1a yéu t tién doan nguy co sdc nhiém khuén.
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APN
AUA
BMI
BUN
Cl
CRP
CT
EAU
eGFR
OR
PCT
SD
TNF
VUNA
WBC

ABBREVIATIONS

: Acute pyelonephritis

: American Urological Association

: Body mass index

: Blood urea nitrogen

: Confidence interval

: C-reactive protein

: Computed Tomography

: European Association of Urology
: estimated glomerular filtration rate
: Odds ratio

: Procalcitonin

: Standard deviation

: Tumor necrosis factor

: Vietnam Urology — Nephrology Association

: White blood cells



INTRODUCTION

Acute pyelonephritis (APN) is a severe upper urinary tract
infection which refers to infection of the renal pelvis and the
parenchyma [82]. APN s broadly divided into two groups:
uncomplicated and complicated. Complicated APN was defined as
APN in patients who presented with any of the following conditions:
underlying functional or structural urologic abnormalities, risk
associated factors including diabetes mellitus or immunocompromised
status [75]. Complicated APN with obstructive uropathy secondary to
urinary calculi is not uncommon [174].

If acute obstructive pyelonephritis is not treated promptly and
properly, it can rapidly progress to serious conditions, urosepsis and
septic shock and death. Several series have shown that up ranged from
40% to 85% of those who develop urosepsis and shock had underlying
obstruction [56], [75]. The overall mortality rate of pyelonephritis is
approximately 0.3%, but in bacteremic patients it can be as high as
7.5% to 30% [31], [75].

The treatment guidelines recommend acute obstructive
pyelonephritis due to ureteral calculi is a urologic emergency requiring
urgent decompression, simultaneous prescribing of highly effective
targeted empirical antimicrobial therapy based on urine culture results
or susceptibility data. However, despite the emergent decompression
for APN with obstructive uropathy, some cases can progress to
urosepsis and septic shock and death [12], [26], [65], [87].

In Vietnam, acute obstructive pyelonephritis due to ureteral
calculi is a common clinical problem, but the management is
inconsistent and delayed, leading to urosepsis, septic shock and death
in many cases. Some studies on obstructive pyelonephritis due to
ureteral stones have been performed but have not mentioned much
about risk factors predictive of severe conditions

These reasons led to the implementation of our study:
"Assessment of treatment outcome of acute obstructive
pyelonephritis due to ureteral calculi** for the following purposes:

1. To describe the clinical characteristics and paraclinical
parameters in patients with acute obstructive pyelonephritis due to
ureteral calculi



2. To evaluate the results of early treatment and somes risk
factors predictive of septic shock in patients with acute obstructive
pyelonephritis due to ureteral calculi
2. New contributions of the dissertation topic

This thesis has contributed to the field of the domestic research
data of acute obstructive pyelonephritis due to ureteral calculi.

Currently, in Vietnam, the thesis helps in early diagnosis and
fast, accurate and consistent management attitude of patients with
acute obstructive pyelonephritis due to ureteral calculi

This study analyzed and found somes risk factors for septic
shock in patients with acute obstructive pyelonephritis due to ureteral
calculi, contributed to reducing severe complications, mortality, and
treatment costs
3. Structure of the dissertation

This dissertation contains 135 pages in length. It is specifically
as follows: the Introduction has 2 pages, chapter 1 of Literature
Review has 40 pages, chapter 2 of Subjects and Research Methodology
has 28 pages, chapter 3 of Research Results has 32 pages, chapter 4 of
Discussion has 31 pages, Conclusions has 2 pages. The dissertation
presents the statistical and visual information with 45 tables, 10 charts,
1 diagram, and 37 pictures. There are 211 references, including 12
Vietnamese, 02 French and 199 English ones.



Chapter 1
LITERATURE REVIEW

1.1. THE DIAGNOSIS ACUTE OBSTRUCTIVE
PYELONEPHRITIS DUE TO URETERAL CALCULI

Clinical symptoms: The classical presentation is abrupt-onset
chills, fever, unilateral or bilateral flank pain, and costovertebral angle
tenderness. These upper urinary tract signs are often accompanied by
signs of bladder irritation, including dysuria, increased urinary
frequency, and urgency. APN may be accompanied by gastrointestinal
tract symptoms such as nausea, vomiting, abdominal distention, and
defecating disorders.

Urinalysis and urine culture confirm the diagnosis of
pyelonephritis. Urine cultures, obtained prior to treatment,
demonstrate bacteria, most often Escherichia coli.

Ultrasonography

The most common sonographic finding of APN is normal
echogenicity. In other words, most patients with clinically suspected
APN (up to 80%) have negative US results [3]. When positive findings
of APN are suspected on US, they can include hypoechogenicity due
to parenchymal edema and hyperechogenicity in cases of hemorrhage,
swelling, a perfusion defect on power Doppler images, loss of
corticomedullary differentiation. In addition, ultrasonography can
diagnose the location, size of ureteral stones in obstructive APN.

Computed Tomography

For CT, the criterion for the diagnosis of APN was a wedge-
shaped, linear, or patchy area of decreased attenuation in the renal
cortex. Striation in the enhanced cortex

In which sensitivities for CT of 96%-— 100%, specificities of
95.5%-100%, and accuracies of 96%-98% were found, obstructing
ureteral calculi can be identified and measured directly.

To support the diagnosis of an APN and assess its severity, a
measure of the systemic inflammatory response is useful such as
elevated leukocyte, or elevated C-reactive protein (CRP), or elevated
PCT.

1.2. TREATMENT

According to the recommendation in the EAU, AUA, VUNA

guideline, management of infected hydronephrosis secondary to



nephrolithiasis requires decompression of the collecting system and
empiric antibiotic therapy before definitive therapy for the stone
disease [26], [174]. Even in patients who appear clinically stable,
drainage should be arranged as soon as the obstruction is recognized.
Drainage can be accomplished either by retrograde stent placement or
by percutaneous nephrostomy [32]. The clinical trials have addressed
the comparative success of these two approaches, and neither method
was shown to be superior. [67], [135], [138], [195].

Chapter 2
RESEARCH AND SUBJECTS METHODOLOGY

2.1. RESEARCH SUBJECTS
2.1.1. The inclusion criteria
- Fever (defined as a body temperature of > 38° C), chills
- The presence of one or two of the following conditions:
+ Flank pain
+ Tenderness in the costovertebral angle, or pain at bimanual
examination of the kidney

- Conjunction with CT scan evidence of ipsilateral ureteral stone.
2.1.2. The exclusion criteria

- The patient received a treatment of urolithiasis or hydronephrosis
(pyonephrosis) with double J ureteral stenting or percutaneous
nephrostomy.

- A urinary tract infection after surgical urological manipulation
(Ureteroscopy, Percutaneous nephrolithotomy...) in the previous two
weeks
2.1.3. Location and period of research

Hue University Hospital of Medicine and Pharmacy from

October 2015 to November 2020
2.2. RESEARCH METHODOLOGY
2.2.1. Research methodology: Prospective descriptive cross-sectional
study
2.2.2. Steps of research process

All patients had detailed anamnesis/history taken with physical
examination performed. Then, laboratory (WBC, creatinine, blood
urea nitrogen, CRP, Procalcitonin, Albuminin, urine and blood
cultures...) and radiologic investigations (Abdominal radiography,
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ultrasonography, computed tomography) were performed.

Before starting the empirical antibiotic treatment, all patients
performed urine culture and antimicrobial susceptibility tests. After the
drug susceptibility results were reported, corresponding sensitive
antibiotics were performed for our patients.

Patients were extensively informed about the procedure, and
all signed an informed consent. Emergency drainage was performed
either by retrograde ureteral stent or percutaneous nephrostomy
Retrograde ureteral stent (Double J) insertion

Indication: performed retrograde ureteral stenting for drainage
as an initial trial.

After anesthesia (spinal, general, and local), patients were
placed in dorsal lithotomy position on the operating table. After field
disinfection with povidone-iodine, areas outside the surgical field were
covered with sterile drapes. The external urethral meatus was entered
with a 21 F cystoscope to reach the bladder. The relevant ureteral
orifice was identified, and a hydrophilic guidewire was sent towards
the kidney. Entry of the guidewire into the kidney was confirmed with
fluoroscopy. Then, a 6F double J stent was inserted into the ureter
above the guidewire. We routinely place a Foley catheter in these
patients.

Percutaneous nephrostomy tube insertion

Indication: performed percutaneous nephrostomy in cases of
initial failure or cases judged to present difficulty in inserting the
ureteral stent (e.g., history of urinary tract abnormalities and severe
hydronephrosis)

Patients were positioned prone on the fluoroscopy table. A gel
cushion was inserted to ensure elevation of the relevant kidney and all
mobilization was prevented and distance to skin shortened. With
ultrasound probes, the lower pole posterior calyx of the kidney was
targeted from the subcostal field. Local anaesthesia was performed
using 10 -20 ml of 1% lidocaine. A 0.5 cm skin incision was made,
then a 21 G needle was used to ensure intrarenal field entry from the
renal papilla. The needle chuck was removed, and urine output was
observed. Then, 72 diluted contrast material was administered through
the needle lumen and intrarenal anatomy and the ureter were observed.
Then a hydrophilic guidewire Radifocus® 0.035” (Terumo) was
inserted into the kidney. Dilatation to 8 or 10 F was made above the



guidewire and an 8 F pigtail was inserted. The catheter was fixed to
the skin with 2/0 nylon sutures. The tip of the tube was linked to a
urine bag to ensure closed drainage.

2.2.3. Variable

- Patient demographics data and characteristics (clinical,
paraclinical) were collected

- The method of decompression of upper urinary tract
obstruction

- Evaluation of outcome 3 days after receiving treatment.

+ Failure: Clinical failure was defined as when the patients
showed no improvement or at least one of the initial symptoms,
worsened or died, which is the changes of biochemical indicators in a
negative way

+ Success: Clinical cure was defined as either the absence of
symptoms or as a consistent improvement in the signs and symptoms
of the infection, which is the changes of biochemical indicators in a
positive way

- Somes risk factors for septic shock in patients with acute
obstructive pyelonephritis due to ureteral calculi
2.3. DATA ANALYSIS

Statistical analyses were performed using SPSS 22.0 and
Medcalc 19.6.1.

2.4. ETHICS IN RESEARCH
The research was approved by the ethics committee of
University of Medicine and Pharmacy, Hue University.
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Chapter 3
RESULTS

3.1. CLINICAL AND PARACLINICAL CHARACTERISTICS

3.1.1. General characteristics

- Mean age: 51.48 + 12.26 (21 — 88)
- Gender: 67 female (78.8%) and 18 male (21.2%) patients;

Ratio: female/male 3.71

- The mean body mass index: 22.33 +2.91 kg/m?(15.22 - 28.88).
- Past history: urolithiasis (52 Patients),
(12 Patients), diabetes mellitus (04 Patients).

3.1.2. Clinical characteristics

hypertension

- Reason for hospitalization: flank pain (100%), fever and chills

(97.6%).
Table 3.1. Vital signs

Mean + SD Min - Max
Body temperature (°C) 38.95+0.56 38.0-40.5
Pulse rate (beats/min) 97.55+12.05 | 72.0-128.0
Respiratory rate (breaths/min) 24.68 £3.86 18.0 - 36.0
Systolic blood pressure (mmHg) 69.94 £ 9.95 40.0-90.0
Diastolic blood pressure (mmHg) 113.83 +16.51 | 70.0-160.0

Table 3.2. Clinical symptoms
Symptoms n %

Fever 85 100.0
Chills 85 100.0
Flank pain 85 100.0
Costovertebral tenderness 84 08.8
Lower urinary tract symptoms 29 34.1




Table. 3.3. Ureteral stone characteristics

n %
No 1 1.2
Grade 1 45 | 52.9
Degree of Grade 2 20 | 235
hydronephrosis
Grade 3 16 | 18.8
Grade 4 3 3.5
Upper 36 | 424
Ureteral stone Middle 17 | 20.0
location Lower 30 | 35.3
Lower + upper 2 2.4
Single stone 79 | 92.9
Stone number Multiple stones (= 2) 06 | 7.1
Computed Fat stranding 62 | 72.9
tomography Poor parenchymal enhancement 5 5.9
Perirenal fluid collection 11 12.9
Table. 3.4. Laboratory data
Mean + SD Min - Max
Red blood cell (T/1) 4.27+0.48 3.33-5.56
White blood cells (G/1) 13.59 = 4.86 4.67 - 27.47
Platelets (G/I) 242.58 +£112.70 34.0 - 862.0
Serum BUN (mmol/l) 6.13 £3.29 2.3-26.3
Creatinine (umol/l) 101.65 +46.79 50.0 - 327.0
eGFR (mL/min./1.73 m? 69.19 + 25.38 16.9 - 132.8
K* (mmol/L) 3.42+0.54 2.3-4.64
Na* (mmol/L) 132.89 +£4.17 118.0 - 142.5
CI- (mmol/L) 94.70 + 10.07 21.1-135.4
CRP (mg/L) 146.85 + 108.41 2.84 - 400.09
PCT (ng/dL) 15.18 £40.21 0.03 - 289.40
Albumin (g/L) 36.02 +4.76 21.3-46.6




Table 3.5. Result of blood cultures, urine cultures

n %
Negative 81 96.4
Positive 03 3.6
Blood cultures Escherichia coli 02
Serratia fonticola 01
0 4 4.8
Urine dipstick white blood 25 10 11.9
cell (Leu/ul) 100 7 8.3
500 63 75.0
Urine dipstick Positive 22 25.9
nitrite positive Negative 62 72.9
Negative 58 68.2
Positive 27 31.8
Preoperative urine cultures Escherichia coli 20 74.1
Enterococcus spp 4 14.8
Other 3 111
Negative (%) 59 71.1
Intraoperative renal urine POSItIV.e (%) - 24 28.9
Escherichia coli 15 62.2
cultures
Enterococcus spp 5 21
Other 4 16.8

Table. 3.6. SIRS, sepsis, and septic shock

n %
o Positive 75 88.2
SIRS criteria Negative 10 11.8
Sepsis 64 75.3
Septic shock 11 12.9

Table 3.7. The method decompression of upper urinary tract
obstruction

The method of drainage n %
Transurethral approach (Double-J stent) 83 97.6
Percutaneous nephrostomy 2 2.4

Time of drainage: 12.60 =+ 7.86 min (03 — 45)
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Table. 3.8. Initial empirical antibiotic therapy

Antibiotics n %
Aminoglycoside 12 14.1
Aminoglycoside + Third generation Cephalosporin 13 15.3
First-generation Cephalosporin 3 35
Third generation Cephalosporin 29 34.1
Third generation Cephalosporin + Quinolone 4 4.7
Carbapenem 9 10.6
Carbapenem + Aminoglycoside 6 7.1
Carbapenem + Third generation Cephalosporin 1 1.2
Carbapenem + Quinolone 6 7.1
Carbapenem + Quinolone + Metronidazole 1 1.2
Quinolone 1 1.2
Total 85 | 100.0

3.2. RESULT OF EARLY TREATMENT, RISK FACTORS
PREDICTIVE OF SEPTIC SHOCK IN PATIENTS WITH
ACUTE OBSTRUCTIVE PYELONEPHRITIS DUE TO
URETERAL CALCULI
Table 3.9. Initial empirical antibiotic therapy concordance with

blood, urine culture results

Concordance blood.

Initial empirical antibiotic therapy

urine culture results n %
Negative 11 26.8
Positive 30 73.2
Total 41 100

Table 3.10. Vital signs preoperative and postoperative
(day 1, day3)

Preoperative

Postoperative

Postoperative

day 1 day 3
Mean £+ SD Mean £+ SD Mean = SD
Body temperature (°C) | 38.95+0.56 | 37.46+0.62 | 37.19+0.31
Pulse rate (beats/min) | 97.55+12.05 | 82.19+9.56 78.37+6.70
Respiratory rate
(breaths/min) 24.68 £ 3.86 20.76 £2.59 20.18 £2.05
Systolic blood pressure 113.83 112.29 +
(mmHg) 1661 116.25 + 12.44 1045
Diastolic blood 69.9449.96 | 73.01+843 | 71.65+7.77

pressure (mmHg)
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After 3 days of treatment with drainage of upper urinary tract
obstruction and empiric antibiotic therapy, the patient's clinical
symptoms reduced (96.5% flank pain relief; 82.4% no fever; 9.7%
costovertebral tenderness negative) on postoperative day 1 and (84.7%
flank pain relief, 97.6% no fever and 74.1% costovertebral tenderness
negative) on postoperative day 3

Table 3.11. Result of treatment postoperative day 3

Result of treatment n %
Success 83 97.6
Failure 2 34

Table 3.12. Comparison of the laboratory results preoperative

and postoperative

Preoperative Postoperative Postoperative
Variables day 1 day 3 p*
Mean = SD Mean = SD Mean + SD
WBC 11‘%%* 1042501 | 8164287 | <0.001
148.03 + 44.50 +
CRP 107.97 133.17+£2.45 3958 <0.001
15.03 +
PCT 40 55 7.36+13.73 1.32+2.17 <0.001
Ure 6.13+3.29 5.09+2.31 4,88 +1.96 <0.001
- 101.93 + 67.98 +
Creatinine 46.31 76.98 +31.44 2350 <0.001
K+ 3.40 +£0.54 3.29+0.46 3.38£0.45 0.019
132.99 + 137.16 £
Na+ 415 135.70 + 3.99 397 <0.001
94.77 +
Cl- 10.19 98.28 +3.95 98.41 +£3.84 | <0.001
*Fredman
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Table 3.7. Cutoff of PCT, eGFR, Serum BUN, WBC, CRP, and
albumin for the prediction for septic shock.

g]grt Se (%) | Sp (%) | AUC P 95% ClI

PCT 251 | 81.82 | 68.92 | 0.79 | <0.001 %%Sg‘g'
eGFR | 672 | 909 | 622 | 078 | ooor | GOZ
SBe{J“,(l” 63 | 909 | 71,6 | 0,79 | <0,001 06?88770'
WBC | 968 | 545 | 8L1 |0581| 0476 | 0403
CRP |40.29 | 1000 | 230 |0.529| 0.740 0(')‘_%3?9_
Albumin | 34,2 | 818 | 757 | 078 | <0,001 06%8'

Table 3.8. Relationship between the characteristics of patient
with septic shock

Septic shock | Non-septic
Variables (n=11) shock (n=74) P
n | % n | %
Mean + 57,18 + 50,64 + 0.099**
Age (yr) SD 13,82 11,89 '
<60 5 7.8 59 92,2 *
>60 | 6 | 286 | 15 | 714 | 0%
Male 3 16,7 15 83,3
Gender Female | 8 | 119 | 59 | 881 | 0°%
Diabetes Negative 9 10,8 74 89,2 0.015*
mellitus Positive 2 100,0 0 0,0 '
Hypertensio Negative | 9 12,3 64 87,7 0.651
n Positive 2 16,7 10 83,3 '
The past Negative | 5 | 128 | 34 | 87,2
history of 0,976
urolithiasis Positive 6 13,0 40 87,0
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Table 3.9. Relationship between the characteristics of ureteral

stone with septic shock

Septic Non-septic
) shock shock
Variables (n=11) (n=74) P
n % n %
Upper 6 16.7 | 30 | 83.3
Middle 1 5.9 16 | 94.1
Ureteral stone 0.320
location Lower 3 10 27 90 '
Lower+ |4 | 50 | 1 | 50
upper
Right 3 9.1 30 | 90.9
Laterality of Left | 7 |137| 44 |86.3| 003*
stone
Both 1 100 0 0
No 0 0.0 1 100
Grade 1 4 8.9 41 | 911
Degreeof " de2 | 7 | 35 | 13 | 65 | 0022
hydronephrosis
Grade 3 0 0.0 16 | 100
Grade 4 0 0.0 3 100
. 15.0 11.0 x
Stone size (mm) (7.0-27.0) | (3.0 -47.0) 0.207
) Positive 10 | 16.1 | 52 | 83.9
Fat stranding - 0.275*
Negative 1 4.3 22 | 95.7
Poor Positive | 1 20 4 | 20
parenchymal - 0.509*
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Table 3.10. Relationship between the results laboratory with

septic shock

Septic shock Non-septic
Variables (n=11) shock (n=74) P
n | % n | %
Mean + SD Mean + SD
White blood cells 13.36 + 6.81 13.63 +3.57 0.901
190.18 + 25037 + -
Platelets 82 61 114.91 0.060
152.51 + 146.01 + -
CRP 116.91 107.91 0.753
<28 | 0 0.0 13 | 100.0 -
CRP >28 | 11 | 153 | 61 | 153 | %202
<251 | 2 38 51 | 962
PCT 5251 9 [ 281 | 23 | 719 | 001
<672 | 10 | 263 | 28 | 737
eGFR 6721 1 | 129 | 46 | o979 | 9002
<342 9 | 333 | 18 | 667
Albumin == o2 34 56 | 966 | 0001

* Fisher Exact Test
**Mann Whitney

Table 3.11. Odds ratio for septic shock in relation to various
factors by logistic regression analysis

. Univariate
Variables
OR 95% CI P
<60 1 1.267 -
Age (yr) > 80 2720 17584 0.021
Female 1
Gender 0.348 - 6.243 | 0.598
Male 1.475
BMI 1.138 0.910 - 1.422 | 0.256
i Negative 1
Diabetes ga 0.000 0.999
mellitus Positive 1.328E+10
Hypertension Negative 1 0.268 - 7.561 | 0.679
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Positive 1.422
The past Negative 1
history of " 0.286 - 3.639 | 0.976
urolithiasis Positive 1.020
Stone size 1.032 0.956-1.114 | 0.423
Ureteral stone Upper 0.111 0.005-2.271 | 0.154
location Middle 0.063 0.002 - 1.930 | 0.113
Lower 0.200 0.011-3.661 | 0.278
Lower + 1
upper
Degree of hydronephrosis 0.905 0.440-1.859 | 0.785
. Negative 1
Fat stranding — 0.029 - 1.960 | 0.181
Positive 0.236
White blood cells 0.988 0.866 - 1.129 | 0.863
Platelets 0.992 0.984 -1.001 | 0.077
CRP 1.001 0.995-1.006 | 0.852
<28 1
CRP (mg/l) 0.000 - 0.999
> 28 291315096
<2.51 1 1.996 -
PCT (ng/ml 0.005
N Y 9.978 49,885
Time from initial symptom | 4 995 | 9g8-1.008 | 0.650
to drainage
Time from presention to 0,981 0,033 1,032 | 0,456
drainage
Hospital stays (days) 1.193 0.991-1.435 | 0.62
Time of drainage (min) 1.026 0.956 - 1.102 | 0.477
. <342 14.000 2766 -
Albumin (g/l) > 342 1 70.856 0.001

Comment: Our univariate analysis revealed that age > 60, serum PCT
levels > 2.51 ng/ml, serum albumin levels < 34.2 g/l were significant
risk factors for the development of septic shock in patients with acute
obstructive pyelonephritis due to ureteral calculi
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Table 3.12. Multivariate analysis of risk factors for septic shock

. Multivariate
arianiles AOR 95% ClI P
<60 1 0.329 -
Age (yr) >60 | 1.794 9.795 0500
<251 1 1.293 -
PCT (ng/ml) >251 | 7.102 30.023 | %024
Albumin (/1) S gjé 7'338 toes | 0032

Comment: Our multivariate analysis revealed that serum PCT
levels > 2.51 ng/ml, serum albumin levels < 34.2 g/l were significant
risk factors for the development of septic shock in patients with acute
obstructive pyelonephritis due to ureteral calculi

Chapter 4
DISCUSSION

4.1. CLINICAL AND PARACLINICAL CHARACTERISTICS

Age: In our study, 85 patients with mean age 51.48 + 12.26
years (21 — 88). Age from 40 to 60 accounted for 57.6%. This result is
similar in the study of other authors Nguyen PCH, Lim C.H. et al....

APN is more common in older patients than younger people
because older people often have chronic comorbidities such as diabetes
mellitus, hypertension, other cardiovascular diseases, and poor
performance status [39], [75], [141].

Gender: In our study, there were 67 female patients, accounting
for 78.8% and 18 male patients, accounting for 21.2% and male/female
ratio: 1/3.71.

Urinary tract infections are one of the most frequent clinical
bacterial infections in women. The shortness of the urethra, with its
close relationship to the anus, makes it easy for bacteria to ascend in
the urinary tract [164]. Furthermore, the reduced levels of estrogenic
hormones present after menopause appear to contribute to the
occurrence of recurrent UTI in postmenopausal women because it
changes the flora of the vagina [152].

Urine culture
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The rate of positive urine culture below the obstruction site was
31.8% and the main pathogenic bacteria were E. coli accounted for
74.1% and Enterococcus spp (14.8%). The rate of positive urine
culture above the obstruction was 28.9% and the main pathogenic
bacteria were E. coli (62.2%), and Enterococcus spp (21%). Thus, the
total number of cases with positive urine cultures above and below the
obstruction was 41 patients. In which, urine culture results were
positive above and below the obstruction, with 10 patients, the
bacterial ~ strain  coincided in 10 patients - 100%
(8 patients - E. coli and 2 patients - Enterococcus spp). Both the urine
culture above and below the obstruction were discordant in 82% of
cases. This result is like the study of Ngo Xuan Thai et al [5], lower
than the study of Pearle et al. [138], Marien T. et al [117]. The low
positive urine culture rate in our study may explain that many patients
received antibiotics before admission or the drainage procedure, and
their urine was sterile at the time of collection. invalidation and/or
drainage sampling.

The method decompression of upper urinary tract
obstruction

In our study, renal decompression was performed with had
retrograde ureteral stent (JJ) and percutaneous nephrostomy in 83
(97.6%) and 02 (2.4%) patients respectively

Obstructive pyelonephritis secondary to ureteral stones is a
urologic emergency because of risk of urosepsis and/or septic shock,
even mortality. These patients require emergent decompression with
percutaneous nephrostomy tube or retrograde ureteral stent placement
and empiric antibiotic therapy before definitive therapy for the stone
disease.

The optimal method of decompressing the upper urinary tract is
still a topic of discussion. In view of the former, retrograde ureteral
stent (JJ) may increase the risk of sepsis and septic shock compared
with percutaneous nephrostomy [149]. However, there is insufficient
evidence to support this view [149]. The trial found no significant
difference in the efficacy [71], [195].

Our success rates for retrograde stent insertion (98.8%) are
similar with the report of other authors. Timely decompression may
increase the concentration of antibiotics within the kidney, prevent or
delay the inflammation process and prohibit the development of severe
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sepsis and shock leading to optimal results. In our institution, because
the ureteral stenting was more convenient in daily life of patients than
percutaneous nephrostomy, we performed as an initial trial for
drainage of renal collecting system in patients with obstructive APN
and will create favorable conditions for definitive therapy for the
ureteral stones. The method of choice for renal decompression was
based on the factors (time of obstruction, the medical history, the
ongoing clinical condition, the urologist's experience, the hospital
equipment...)

Empirical antibiotic therapy initial
In our study, 85 patients received initial empiric antibiotic
therapy: antibiotic monotherapy (Cephalosporin 3™ 34.1%,
Aminoglycoside: 14.1%, and Carbapenem: 10.6%), combination
antibiotic therapy (Aminoglycoside and Cephalosporin 3": 15.3%,
Carbapenem and Aminoglycoside: 7.1%). After having the results of
an antibiogram in 41 patients with positive culture results (urine or
blood), the initial empiric antibiotic therapy was concordant with the
results of the antibiogram in 73.2% (30 patients). The empiric
antibiotic therapy used initially in our study was based on evidence of
local susceptibility data.
4.2. RESULT OF EARLY TREATMENT, RISK FACTORS
PREDICTIVE OF SEPTIC SHOCK IN PATIENTS WITH
ACUTE OBSTRUCTIVE PYELONEPHRITIS DUE TO
URETERAL CALCULI

85 patients with acute obstructive pyelonephritis due to ureteral
calculi (74 patients without septic shock and 11 patients with septic
shock) were treated with decompression of the obstructed renal unit
and antibiotics, resuscitated therapy for patients with septic shock.
Most of the patients improved much in terms of clinical as well as
paraclinical (84.7% flank pain relief, 97.6% no fever and 74.1%
costovertebral tenderness negative) on postoperative day 3; blood
white blood cells, CRP, PCT decreased (8.16 = 2.87 g/,
P < 0.001); (44.50 + 39.58 mg/l, P < 0.001); (1.32 + 2.17 ng/ml,
P <0.001) respectively compared to preoperative. Thus, early drainage
of the affected renal unit leading to a decrease in renal pelvis pressure,
which improves perfusion and preserve as much of the renal function
as possible, increasing the effectiveness of antibiotic therapy.

In this study, there are more patients at the age > 60 years in
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groups with septic shock (6 patients) than the group without septic
shock (15 patients), the difference was statistically significant (P =
0.023). Univariate analysis showed that age > 60 (OR: 4.72; 95% ClI
1.267 — 17.584; P = 0.021) was risk factors for septic shock.
Surprisingly, these results were not confirmed in multivariate logistic
regression analysis. This inconsistency could be attributed to the
moderate sample size. Older age was reported as a risk factor for septic
shock or emergency drainage in other studies (OR, 1.07-1.15) [108],
[174], [202], [207]. Martin et al. [118] reported that the relative risk
for sepsis was 13.1 times higher for patients older than 65, and the
mortality rates for sepsis for those older than 65 years were also
significantly higher than for younger people (27.7% vs. 17.7%; OR,
1.56).

The reason that age is strongly associated with both risk and
outcome with septic shock is likely multifactorial coexisting chronic
diseases (Diabetes mellitus, hypertension, bladder outlet
obstruction...), impaired immune function ranging from failed antigen
processing by leukocytes to altered inflammatory cytokine expression.

In this study, multivariate logistic regression analysis revealed
that serum albumin level < 34.2 g/l (OR 7.938, 95% CI 1.2 — 52.534,
P = 0.032) and PCT level > 2.51 ng/ml (OR 7.102, 95% CI 1.293 —
39.023, P = 0.024) might be predictors of the development of septic
shock in patients with obstructive APN. Serum albumin is well known
to decrease in response to inflammation. A decrease in serum albumin
concentration can be a consequence of various factors, including
increased protein catabolism and decreased hepatic synthesis, and lead
to escape into the extravascular space because of increasing vascular
permeability during the process of inflammation

PCT is a prohormone of calcitonin; under normal conditions, it
is only produced in C-cells of the thyroid gland. During infection, PCT
can be produced by several cell types and many organs in response to
proinflammatory cytokines (e.g., TNF-a and interleukin-6) [190] and
PCT was elevated within 26 h and peaked at 6-24 h [188].

PCT shows an early increase during infection, the superiority of
PCT in predicting the group at risk of septic shock among patients with
sepsis associated with infected urolithiasis, in comparison with
traditional widespread biomarkers for systemic infection [100].

In this study, we demonstrated the correlation between serum
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PCT and septic shock in obstructive APN. With cut off PCT > 2,51
ng/ml, it proved to be the most reliable biological marker to identify
high-risk patients who would benefit from early and aggressive
management.
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CONCLUSIONS

Through the study of 85 patients with acute obstructive
pyelonephritis due to ureteral calculi admitted into Hue University
Hospital of Medicine and Pharmacy from October 2015 to November
2020, we came to the following conclusions:

1. The clinical characteristics and paraclinical parameters in
patients with acute obstructive pyelonephritis due to ureteral calculi

- Mean age: 51.48 +12.26 (21 — 88). Ratio: female/male 3.71

- Clinical symptoms: flank pain (100%), fever and chills (100%),
costovertebral tenderness (98.8%), lower urinary tract symptoms
(34.1%).

Single stone 92.9% and multiple stones (> 2) 7.1%, average stone
size: 13.44 +7.31 mm (3.0 — 47.0)

- Positive blood culture 3.6 %, positive urine culture 48.2%.

- Septic shock 11 patients (12.9 %) and non-septic shock 74
patients (87.1 %)

- Initial empirical antibiotic therapy Cephalosporin 3rd generation
34.1%, Carbapenem 10.6% and Aminoglycoside 14.1%.

- The method of decompression of upper urinary tract
obstruction: Double-J stent 97.6% and percutaneous nephrostomy 2.4%.

2. The results of early treatment and somes risk factors
prediction for septic shock in patients with acute obstructive
pyelonephritis due to ureteral calculi

- Initial empirical antibiotic therapy concordance with blood,
urine culture results 73.2%

- After 3 days of treatment with drainage of upper urinary tract
obstruction and empiric antibiotic therapy:

+ Clinical: 84.7% flank pain relief, 97.6% no fever and 74.1%
costovertebral tenderness negative

+ Paraclinical: white blood cell count, C reactive protein and
procalcitonin significantly decreased compared to preoperative values
(P <0.001).

+ Result of treatment success 97.6%.

- Decreased serum albumin level (OR 7.938, 95% CI 1.2 —
52.534, P =0.032) and increased PCT level (OR 7.102, 95% CI 1.293 —
39.023, P = 0.024) as predictive factors for septic shock.
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