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MO PAU

1.Tinh cép thiét ciia d@ tai lufin 4n

Huyet khdi tinh mach sau 13 bénh ly dugc cha y tir nhirng nim dau
cia thé ky 19. Cac bién chung xdy ra khi méc huyét khdi tmh mach sau
(HKTMS) kh4 nghiém trong, c6 thé xay ra sém nhu thuyén tic phdi hodc
mudn hon nhu hoi chimg sau hpyét kh(')'L Thuyén tic phdi trAm trong din
den tir vong 15% vo6i hai phan ba so ca tir vong chi trong vong 30
phat. Nhleu truong hop phy nir méc HKTMS trong thoi ky mang thai
phat trién thanh bién chig tir ph chén, rdi loan sic t6 da dén loét va co
thé dan dén bién chimg cho cugc de. Ddc biét, nhiing nguoi co yéu to
nguy co tang dong do di truyén hodc méc phai c6 nhiéu kha nang bi
nhimng bién chimg nhu rau bong non, tidn san giat, thai cham phat trién
trong tir cung, thai chét luu hogc sy thai tai phat.

Tuy nhién, khi da bj HKTMS thi d c6 diu tri thuéc chdng dong
ngay lap tic ciing chi han ché duogc cac bién ching do HKTMS giy nén
ma thoi. O Viét Nam chua c6 khuyén cdo chinh thirc vé phong ngira
HKTMSCD & phu nit mang thai, sau sinh va chua c6 nhidu nghién ctru
vé van dé nay. Nhung Viét nam lai 1a mot trong nhimg nu6c dang phat
trién trién c6 ti 1¢ md ldy thai co xu hudng gia ting. Vi vay, cin phai c6
nhiing céng trinh nghién ctru khao sat vé ti 18 HKTMS & nhimng thai phu
¢6 yéu t6 nguy co cao va sau md 14y thai. Vi mong mudn xéc dinh duge
céc dbi tugng thai phu md 1y thai c6 nguy co cao bi HKTMS nhim ning
cao chat lugng chin doan, xir tri som, gop phin lam giam ty 1¢ bién
chimng, tir vong cua thai phu ching t6i tién hanh dé tai “Nghién ciru
huyét khdi tinh mach siu chi duéi va cic yéu t6 nguy co trén sin
phu mé iy thai”.
2.Muc tiéu nghién ciru:

1. Xac dinh ti 1, ddc diém lam sang va cdn lam sang cia bénh huyét
khéi tinh mach sau chi dudi & cac sin phu sau mé ldy thai diéu tri tai
bénh vién Bach Mai.

2. Xdc dinh gid tri ciia D- dimer trong viéc sang loc chan dodn bénh huyét
khéi tinh mach sau chi dudi.

3. Nghién ciru mgt s6 yéu 16 nguy co huyét khéi tinh mach siu chi dwdi &
bénh nhén phau thudt mé ldy thai.



3. Nhiing déng gop méi vé khoa hoc thuc tién cia de tai.

Xéc dinh duoc ty 1¢ HKTMS ¢ san phu sau mb lay thai. Tim ra déc
diém trén 1ém sang goi y chan doan som. Xac dinh mot s6 yeu to nguy co
HKTMS ¢ dbi tucvns san phu md lay thai.X4c dinh duoc diém cit cua xét
nghlem D- dimer ¢ sdn phu sau mo 14y thai dé chin doan loai trir nhimg
ngudi mic bénh.

4. B4 cuc ludn 4n
Luan 4n gdm 129 trang (khong ké phén tai lidu tham khéo, phu
luc), két cAu thanh 4 chuong:

Pit van dé 03 trang
Chuong 1. Téng quan 38 trang
Chuong 2. Déi tuong va phuong phap nghién ctru 16 trang
Chuong 3. Két qua nghién ctru 33 trang
Chuong 4. Ban luén 37 trang
Két luan 01 trang
Kién nghi 01
trang
Chuong 1
TONG QUAN

1.1. DICH TE HQC BENH HUYET KHOI- THUYEN TAC TINH MACH
(4] PHU NU THOI KY HAU SAN

Huyet khéi tinh mach 1a nguyén nhan truc tiép hang dau gy tr
vong me & Anh (1,56/100 000 ca tir vong me). Thoi ky nguy co cao nhat
ctia huyét khdi tinh mach va thuyén tic _phoi 1a khoang thoi gian sau khi
sinh. Theo nghlen & Anh tir nam 1997 dén 2005 phy nit d¢ duong am dao
c6 nguy co va 55% (25/45) ca tr vong me¢ do HKTM. Mb lay thai 1a mét
yéu t6 nguy co cao hon so véi dé duong &m dao.Nghién ctru thudn tap tai
Rochester, Minnesota- Hoa Ky cho thay rang ty 1& hang ndm cia huyét
khéi tinh mach sau sinh cao gap ndm lan so voi thoi ky mang thai. Mot
nghién ctru tai Ha Lan véi ¢& mau 16n cho théy nguy co huyét khéi tinh
mach ting 1én dén 60 1an trong 3 thang dau tién sau khi sinh so vdi cac
trudng hop khong mang thai.



3

1.2. NHUNG THAY DPOI VE HUYET HQC, SINH LY TUAN HOAN KHI
MANG THAI

1.2.1. Thay d6i vé huyét hoc

1.2.1.1. Té bao mau

Hau het hoat tinh cac yeu [o dong miu deu tang trong thoi ky mang
thai. Yéu t6 von Willebrand, yéu t6 mang yéu t5 VIII va dong vai trd quan
trong trong sy dinh_ tiéu cAu, ciing ting Ién trong qué trinh thai nghén binh
thuong. Murc yeu t6 von Willebrand tang lén trong qua trinh thai ky phan
anh sy tang long hop protein ctia rau thai gidu mach mau. Yéuté I, V, IX,
X, XII cling déu tang trong qua trinh thai nghén. Nong d9 fibrinogen tang lén
26p phén lam cho t5c d6 mau ling khi c6 thai tang lén.
1.2.1.2. Céc chét sic ché dong méu

Néng d6 Antithrombin III giam 10- 20% trong qua trinh thai nghén.
Hoat tinh Protein C khong thay doi do thai nghén nhung nong d¢ khang
nguyén Protein C c6 xu hudng tang & quy hai va giam trd lai vao quy ba thai
ky. Protein S toan phan giam khoang 30% va protein S tu do gidam hon 50%.
Nguyén nhan giam Protein S tur do la do tdng Protein gan C4.
1.2.1.3. Giai dogn tiéu fibrin )

Phu nit mang thai ¢6 tinh trang giam tiéu soi huyet.Plasminogen va
Fibrinogen tang 50- 60% trong quy ba cua thai nghén. Nhiing bién doi
nay la do c6 tinh trang dong mau ndi mach khu tra ¢ muc rau thai. Cac
san pham thoai giang fibrin (D- dimer) huyét twong tang lén dang ké
trong sudt qué trinh thai nghén. D- dimer tang 1én dén 1.500ug/l hoic
hon ¢ thang tha 9.
1.2.1.4. Sy thay déi dong cam mau théi ky hdu s@n

Trong thoi gian chuyén da, cing véi sy tang co bop tu cung dé
téng thai va rau, co sy tang hoat hod dong mau, tiéu ciu, cic yeu 0 dong
méu bj tiéu thu. Cac yéu t§ dong mau tré vé binh thuong 3- 6 tuan sau sinh.
Protein C, Fibrinogen, Antithrombin ting tr¢ lai trong tuan dau sau sinh.
Protein S ty do giam trong vong 8 tuan sau dé va tr¢ vé binh thudng chdm
hon.

1.2.2. Thay déi & tim mach

1.2.2.2. Mgch méu:Tang prothrombin va proconvectin. Lugng sinh sgi
huyét trong méau ciing tangkhoang 50% tir mic binh thuong la 2-4g/l
1én3-6g/1 khi c6 thai. Chinh nhimg dic diém nay da lam tang dong vai
nguy co tic mach sau de, nhét la & cac - san phu bi bénh tim.

1.2.2.3. Thay déi tim mgch thoi ky sé rau:Khi rau bong xuat hign hién
tuong tic mach sinh ly, cac yéu t6 dong méau hoat dong manh dé& dan
dén tai bién huyét khdi véi su tang cia ty 1¢ prothrombin.Mat khéc, cac
Nt cAm mAu & mach mau viing rau bam 14 noi d& nhidm khuan. Do vay, thoi ky
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hau sin ¢6 thé xay ra hai tai bién 1a huyét khi va nhiém khuan
1.3. CO CHE BENH SINH CUA HKTMSCD O PHU NU MANG THAI VA
SINH PE
1.3.1. Co ché bénh sinh ciia huyét khéi tinh mach siu

Pbi voi phu nit mang thai, trong qué trinh chuyén da dé, thoi ky
hdu san ¢6 3 co ché chi yéu tao didu kién thudn lgi hinh thanh HKTM:

TRANG THAI TANG BONG

- Tang yéu t& von Willebrand, yéu 5V,
V& 8 VIl va fibrinogen
- Giam protein $va protein €

TAM GIAC
VIRCHOW'’S

(F TRE TINH MACH .| TONTHUONG THANH MACH

- Cang dan tinh mach

T df dong mauTM chim - L&p ndi mac thanh mach bi tén

Dan T™ chi dudi

thirong trong mé Iy thai hodc
Tang thétich tir cung '8 trong mo &y

dé duing am dao

Hinh 1.2. Co ché hinh thanh huyét khéi tinh mach sau ¢ phy nii c6 thai
1.3.2. Hinh thanh va tién trién HKTMSCD.Sau khi hinh thanh,
huyét khéi tinh mach c6 thé tién trién theo cac hwéng sau:
* Tiéu huyét khéi Fibrin cia cuc HK mai c6 thé bi phan giai boi
plasmin va giai phéng ra céc san pham thoai hod. Qua trinh nay c6 thé xay ra
s6m 4-5 ngay sau khi huyét khdi hinh thanh, truéc khi ¢6 hién tuong to chirc
hoa.
* Huyét khéi lan réng Xay ra khi céc yéu t6 sinh huyét khéi van con ton tai.
HK lan rong gy tic nghén tinh mach, thuang & céc vi tri hop luu tinh mach.
* Huyét khéi té chirc hod Cuc huyét khdi co lai dinh chit vao thanh
mach va chuyén thanh mot mo lién két - huyét quan. Hau qua cua huyét
khi t6 chirc hod lam thanh finh mach day 1én va mat tinh dan hdi.
* Téi thong 1ong mach CAc vi mach tan tao cua cuc HK da t6 chuc hoa cd thé
ndi théng vai nhau nh d6 1 phan chire nang ciia dong TM dugc phuc hdi.
* Suy van tinh mach Trong qué trinh t6 chirc hoa, cuc huyét khéi co lai
lam pha hay hodc bién ddi cAu truc van tinh mach, céc l4 van dinh chat
vao thanh mach hodc mét di sy mém mai, hau qua 1am suy chirc ning
van tinh mach.
* Hpi chitng sau huyét khéi. Bao gom tit ca nhimg thay ddi xay ra sau
huyét khéi tinh mach sau do tén thwong & céc tinh mach sau (téc hoan toan
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tinh mach, bién di thanh tinh mach hoac pha huy céc 14 van), cac tinh mach
ndng hoic hé théng tinh mach xuyén

1.4. CHAN POAN HKTMSCD TREN LAM SANG

1.4.1. Chin do4n nguy co

* Chén doan cac nguy co huyét khdi tinh mach & phu nit ¢ thai:

- Tién st ban than ¢6 bénh huyét khéi tinh mach

- Tién st gia dinh c6 nguoi bi bénh huyet khéi tinh mach.

- Bénh tang dong: Bénh bam sinh hoic mic phai

- Hoi chimg antiphospholipid (APLS), liét chi dw6i, tudi trén 35

- Céan nang trén 80 kg va/ hodc BMI cao (> 30 kg/m?)

- Ching phinh gin tinh mach, tinh trang nhiém trang hién tai

- Nam bat dong kéo dai/ nam vién kéo dai trén 4 ngay

-Mé lay thai: nguy co cang tang voi md cap clru trong chuyen da

- Chuyén da kéo dai trén 24 gio, dé c6 hd trg, mat qua nhiéu mau
1.4.2. Pinh lwgng D- dimer trong huyét tuong

D-dimer dugc do luong bang phuong phép ELISA, la mot xét
nghiém mau giap chin doan huyét khdi thuyén tic tinh mach. No dugc
biét dén tir nim 1990 va tré thanh mot xét nghi¢m quan trong duoc thuc
hién ¢ nhimg bénh nhan c6 nguy co huyét khéi. Tuy nhién, trong chan
doan huyét khéi thi xét nghiém D-dimer c6 do nhay cao (93% — 95%)
nhung d6 ddc hidu thip (~ 50%). Khi D-dimer am tinh (<500 mg/ml) thi
hiu nhu khong c6 huyét khdi, con khi D-dimer duong tinh thi chua chic
da co huyét khoi
1.4.3. Hinh énh siéu 4m trong HKTMSCD
1.4.3.1. Tinh mach binh thwong: Thanh tinh mach mong, nhan, long
tinh mach trbng am, ép xep hoan toan bang luc ép diu do.Dong mau do
da){ long mach, ngugc mau ‘von dong mach cung tén.Dong chay theo 1
chieu nhat dinh tir ngoai vi vé trung tam.
1.4.3.2. Huyét khéi tinh mgch:

+ Dau hiéu tryc tiép cta huyét kh01 0 sy hién dign mot khon trong long
mach, ¢b dinh va khong di dong, it nhidu can 4m. Déu hiéu tryc tiép cta huyét
khi tinh mach qua mdy siéu am Doppler la khong c6 dong chay tu nhién.

+ Dau hi¢u gidn tiép:biéu hién boi tinh chat khong nén ép duge
mot phan hay toan bd ctia tinh mach bi huyét khoi. Boi vdy, hinh anh
siéu am Duplex 1a mot phuong phép hitu hig¢u dé nghién ciru sy thay d01
trong hé thdng tinh mach vi n6 ¢6 thé khu tra dugc vi tri huyet khéi,
d4nh gia su thay d6i qua thoi gian, sy tai thong va phat trién

CHUONG 2
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POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1.POI  TUONG, DIA PIEM VA THOI GIAN NGHIEN CUU
2.1.1. {)01 tugng nghién ciu

péi tuong nghlen clru gom 846 san phy sau m Iy thai co du tiéu chuin
Iya chon tham gia vao nghién ctru va dugc chia 1am 2 nhém.Nhom 1 gom 407
san phy sau mo 14y thai tai khoa Phu san bénh vién Bach Mai. Nhém 2 gom 439
san phu mo 14y thai tai cac bénh vién khéac chuyén bénh vién Bach Mai diéu trj
tiép sau mo. Cac sén phu dugc nhan lién tiép theo thoi glan vao nghién ctru.
2.1.2. Pia dlem nghién ciru:Khoa Phy San bénh vién Bach Mai, khoa Cap
ciru, khoa Didu tri tich cuc bénh vién Bach Mai, Vién Tim mach Viét Nam
2.1.3. Théi gian nghién ciru: tir thang 01/2009 dén thang 10/2014.
2.2. PHUONG PHAP NGHIEN CUU )
2.2.1. Thiét ke nghién ciruN ghién clru mo ta tién ciru. C& mau tinh theo
cong thirc 13 846 san phu sau mé 1y thai.
2.2.2. Phuong ti¢n nghién ciru: May siéu am, may do huyet 4p, dng
nghe tim ph01 phiéu thu thap thong tin bénh an nghién ciru.
2.2.3. Quy trinh nghién ciru

Tt ca bénh nhan du tiéu chuan nghién ciru va dong y tham gia
nghlen clru déu duogc ldy miu mau dé 1am xét nghiém D- dimer. Cling lic
voi lay mau méau lam xét nghiém D-Dimer, bénh nhan dugc céc chuyén
gia siéu &m mach mau thyc hi¢n siéu &m Doppler 2 chi dusi de phat hién
huyét khdi tinh mach sdu. Bénh nhan dugc chan doan huyét khdi tinh
mach sau dugc diéu tri theo hoi chén giira bac si diéu tri chuyén khoa Phu
San va Tim mach, dugc lap hé so theo dbi chat ch@ trong subt qua trinh
diéu tri noi tra va dugc siéu am déanh gid lai tinh trang HKTM trudc khi ra
vién. Sb bénh nhan khong phat hién ra huyét khéi tinh mach su ¢ 1an 1 s&
tiép tuc thuce hién siéu am lan 2 sau d6 5- 7 ngay.
2.2.4. X ly so ligu: T4t ca cac phan tich théng ké dugc thuc hién bing
phén mém théng ké STATA phlen bdn 10.0.So sanh 2 ty 1¢ dung test khi
binh phuong (hodc test chinh xdc Fisher). Tinh ty sudt chénh (OR) dé danh
gid moi lién quan giita yeu to nguy co va HKTMS. Dung phuong phap
hdi qui da bién dé tim hiéu yeu t0 nguy co va khéng ché nhiéu.
2.2.5. Khia canh dao dirc cia dé tai: P& tai nghlen ctru dugc thuc hign
Vv6i sy thoa thuan ¢6 cam két ciia nguoi bénh va tuyét dbi khong anh
huong den strc khoé ctia nguoi bénh. Néu phat hién HKTM nguoi bénh s&
duoc tu van va didu tri. Nghién ciru chi nhdm bdo vé va nang cao sirc khoé
cho nguoi bénh, khong nham mét muc dich nao khac.

. CHUONG3
KET QUA NGHIEN CUU
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3.1. TI LE, PAC PIEM LAM SANG VA CAN LAM SANG HUYET
KHOI TINH MACH SAU CHI DUOI (HKTMSCD) O SAN PHU SAU
MO LAY THAI TAI BENH VIEN BACH MAI

3.1.1.Tilé huyet Kkhéi tinh mach siu chi duéi (HKTMSCD)

Trong thoi gian nghién ctru tir thang 1/2009 dén thang 10/2014,
chung toi nghlen clru tong s6 846 san phu sau mo ldy thai ndm vién didu
tri tai bénh vién Bach Mai va chia 1am 2 nhém. Nhém 1 gom 407 san phu
mb lAy thai va dleu tri sau mb tai khoa Phu San bénh vién Bach Mai co
4san phy mic huyét kh(n tinh mach sau chi dudi (HKTMSCD) chiém ti
1¢ 0,98%. Nhoém 2 2bm 439 san phu mb ldy thai & cac bénh vién khic va
didu tri sau md tai bénh vién Bach Mai c6 67 san phu méc HKTMSCD,
chiém ti 18 15 ,26%. )
3.1.1.1 Pgc diém vé chi sé khéi co thé (Kg/m?)

43
340
60,0% (G24%) 45 200)
40,0% 3
200% (17%) | 50 (0,3%)
0,0%
Thiéucan  Binhthuong  Thiracan Béo phi Béo phi bénh
ly

Biéu @6 3.1: Ti I¢ cdc nhom chi sé khoi co thé
Nhan xét: co 443 san phy binh thuo‘ng (chiém 52,4%) va trong nghién ctru nay
thi san phu binh thuong chiém da sb. San phu béo phi bénh 1y ¢6 ti 1¢ thip nhit
(chiém 0,3%), p =0,013 <0,05 (Kiém dinh Fisherz)
3.1.1.2. Phuong thirc mé ldy thai va ly do mé ldy thai

100 88,9%

46,7%
4,1% 13"/
D el

Ngoi Thaito MGodé Tiénsan Rautién Thai |Chuyén €O tir
ngang, cil gidt  dgo  bénhly| dakéo cung

ngoi khéc |dai,suy mo hét
ngugc thai déu
khong
lot
MO CHU PONG MO CAP CUU

Bibu dé 3.2: Ty 1¢ % cic Iy do mé trong mé chii dpng va mé cip cieu
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Nhan xét: Trong tong s6 846 san phu nghién ciru c6 557 san phu md lay
thai chu dong,chiém ti 18 66% va co 289 san phu md lay thai cap
ctru, chlem ti 1& 34%. Nhu vdy, san phy dugc mo lay thai chu dong chiém
da so trong nghién ctru nay. Trong céc ly do mb lay thai chu dong thi 1y do

“md de cii’chiém ti 1¢ cao nht(46,7%). Trong céc 1y do md cap ctru thi 1y
do “cd tir cung més hét dau khong lot” chiém hau hét trong cc chi dinh mo
ly thai (88,9%). San phy mé liy thai chu dong vi Iy do c6 bénh ndi khoa
kem theo tai bénh vién Bach Mai nhleu hon (11,4%)so véi & cac bénh vién
khac (2,3%). San phu m Ay thai cdp ctru vi 1y do chuyén da kéo dai, suy
thai & cac bénh vién khac cao hon (92,5%) so véi & bénh vién Bach Mai
(42,9%).
3.1.2. biac dlém 1am sang va cdn lam sang ciia bénh HKTMSCD &
san phu sau md lay thai
3.1.2.1. Dic diém |am sang khu tra

Béng 3.1: Pic diém vé IAm sangkhu tri trén bénh nhin

micHKTMSCD
Téng
Yéu t6 nguy co (N=T71)
S8 lwgng Ty 16%
Pau hong 49 69,0
Phu chan 39 54,9
Tang nhiét do da chi dudi 32 45,1
Pau chan 64 90,1

Nhén xét: Tridu chimg dau héng va dau chan xut hién nhiéu, trong d6
triéu ching dau chan chiém ti 16 nhidu nhét (chiém 90,1%).
3.1.2.2. Piic diém cgn 1am sang
a. Dic diém xét nghi¢m dong mau
Bing 3.2: Xét nghiém yéu tb dong mau va HKTMSCD

Xét nghiém S6 lwgng %
Protein C (%)
C6 nguy co (Nit < 70) 7 9,8
Binh thuong (Nit 70-130) 30 42,3
Khong lam xét nghiém 34 47,9
Téng 71 100,0
Protein S (%)
C6 nguy co(Nix <60) 3 4.2
Binh thuong( Nir 60-140) 34 47,9




Khéng lam xét nghiém 34 479

Téng 71 100,0
Antithrombinl1l (%)

C6 nguy co( Nit< 70) 27 38,0

Binh thuong(Nir 70- 125) 37 52,1

Khéng lam xét nghiém 7 9,9

Tong 71 100,0
D-Dimer (mg/FEU) N =71

X £SD 15,5+20,6

Trung vi 58

Nhan xét: Trong 71 bénh nhan méc HKTMSCD xét nghiém cac yéu t6
déng mau bénh nhan ¢6 nguy co Pro.C giam chiém ti 189,8%, Pro.S giam
chiém ti 1& 4,2%, antithrombin 111 glam chiém ti 1¢ 38%.Nhu vdy, ti 18
antithrombin I giam chiém ti 18 nhiéu nhét (chiém 38%).Xét nghiém D-
dimer co trung vi 1a 5,8.
a. Loai huyét khéi

Béng 3.3: Loai HK

Loai HK S0 lwgng (n) Ty 1€ %
HK méi ¢ chan van TM 64 90,1
HK cii 7 9.9
Tong so 71 100,0
b. Vi tri huyét khéi
100,0% 62 (87,3%)
500% 4(56%)  5(7,1%)
—— —
0,0%
Chan tréi Chén phai Hai chan

Biéu dd 3.3: Vi tri HKTMSCD
Nhan xét: Trong 71 bénh nhan bi HKTMSCD, 64 bénh nhan bi huyét khéi
méi ¢ chan van chlem ti 1890,1%. 7 bénh nhéan co huyét khéi cii chiém ti
189,9%. Nhu vy da s6 bénh nhan bi mic huyét khéi méi va huyét khéi xuét
hién ¢ chan trai.
3.1.3. Thoi diém phat hién tic mach sau phiu thuat md Idy thai

Du6i 1 (<1 ngay) Tir 1 dén 3 ngdy Tir 4 dén 7 ngdy Tir 8 dén 20 ngay
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Biéu db 3.4: Thoi diém phat hién tic mach sau phiu thuit md 1y thai
Nhan xét: Nhu vdy, da s§ bénh nhan sau mé ldy thai dugc phat hién
HKTMSCD tai thoi diém dudi 7 ngay (63,3%). Trong d6, bénh nhan sau md
liy thai phat hién HKTMS tir 4 dén 7 ngay chiém ti 18 nhiéu nhét ( 49,3%).
32.PQ NHAY, PQ PAC HIEU CUA CHI SO D- DIMER. GIA TRI CUA D-DIMER
3.2.1. Pj nhay, dp dic higu ciia chi sé D- dimer

Bing 3.14: D) nhay, dd diic hiu ciia chi s6 D- dimer véi tj 1¢ mic

HKTMSCD
Ngudng . Py | Dpdic | Dién tich dusi
chan doan Soluwgng N oAt -
(Cut-off ll(l)l?_ly h(:g)u duwdng cong
point) (%) (%) (ROC)

05 655 97,18 80,14 0,88

0,6 655 97,18 83,56 0,90

0,7 655 94,37 83,90 0.89

Nhan xét: Gia trj D- dimer > 0,6 13 ngudng chan doan phu hop hon gia tri
>0,5va>0,7.
3.2.2. Gia tri D- dimer

Biéng 3.4: Gia tri D- dimer
Gia tri D- dimer Téng
>0,6 <0,6
Mic HKTMSCD 69 2 71
Khéng mic HKTMS 97 487 584
Tong 166 489 655

Nhén xét: Vi ngudng chin doan 13 0,6 thi do nhay 1a 97,2% (95%CI:
90,2 - 99,7), d6 dic higu la 83,6%(95%Cl: 80,1 -86,3). Gia trj chan doan
duong tinh 1a 41,6%(95%CI: 34 -49,5) va gia tri chén doan 4m tinh la
99,6%(95%Cl: 98,5 — 100,0). Dién tich dudi dudng biéu dién ROC 12 0,90.
3.2.3. Pudng cong ROC ciia gia tri D- dimer trong chin dodn huyét
Kkhéi tinh mach siu chi du6i.
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Nhién xét: D-dimer ¢ gia trj loai trir cic tredng hop khong méc huyét khbi
tinh mach séau.

33.PAC DIEM VA CAC YEU TONGUY CO CUA BENH NHAN HKTMSCD
3.3.1.Tudi va HKTMSCD

Bing 3.5: Lién quan giira tudi vi HKTMSCD

) HKTMSCD OR
Tubi Mic Khéng mic Téng o p
n % P % (95%Cl)
>35 tudi 21 25,0 63 75,0 84 4,7 <0.001
<35 tudi 50 6,6 712 93,4 762 (2,7-8,4) !

Nhan xét: Bénh nhan trén 35 tudi c6 nguy co HKTMSCD cao hon bénh
nhan dudi 35 tudi 1 4,7 1an, sur khéc biét ¢6 y nghiia thdng ké véi p< 0,001.
3.3.2. Cich thirc mé va HKTMSCD

Bing 3.6: Lién quan giira cich thirc m va HKTMSCD

. HKTMSCD . OR
Cach thirc mo Mic Khéng mic | Téng (95%Cl) p
n % n %
MO cap ciru 44 15,2 245 | 8438 | 289 35 <0.001
M0 chu dong 27 49 530 | 951 | 557 | (2,1-58) '

Nhan xét:Trong nghlen clru nay, san phu mo lay thai cap clru ¢ nguy co
HKTMSCD cao hon san phu mo lay thai chu dong gép 3,5 lan voi do tin
cdy 95%,su khac biét ¢ y nghla thong ké véi p< 0,001.
3.3.3. Chi s6 khdi co thé va HKTMSCD

Bing 3.7: Lién quan giira chi s6 khéi co thé BMI va HKTMSCD

o . HKTMSCD . OR
Chi s6 khoi co the Mic Khong mic | Téng (95%Cl) p
n % n %
BMI> 30 12 |375] 20 |625| 32 77 <0.001
BMI< 30 59 73| 755 [92,7] 814 | (3,6-16,5) '
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Nhan xét: San phy ¢6 chi s6 khbi co the BMI = 30 ¢6 nguy co HKTMSCD
cao hon san phu c¢6 BMI< 30 1a 7,7 1an, so sanh c6 ¥ nghfa théng ké véi p<
0,001.
3.3.4. Chuyén da kéo dai va HKTMSCD

Béng 3.8: Méi lién quan giira chuyen da kéo dai va HKTMSCD

Ch d HKTMSCD )
klgueélm 2 Mic Khong mdc | Téng | OR (95%Cl) p
n % n %
Co 46 44,7 57 55,3 103
Khong | 25 | 34 [ 718 [ 966 | 743 | 232(133-40.4) | <0001
] HKTMSCD -
Mit mau Maic Khong mac | Tong OR (95%Cl) p
n % n %
Co 17 80,9 4 19,1 21
Khong | 54 | 66 | 771 | 935 | @25 | 007(20-187) | <0001
Nhén xét: San phy bi mat méu nhleu c6 nguy co HKTM cao hon sin phy

khéng mét mau nhiéu 1a 60,7 1an.San phu chuyén da kéo dai co nguy co
HKTMSCD cao hon san phy khéng chuyén da kéo dai 1a 23,2 lan, so sanh
¢6 ¥ nghia thong ké véi p< 0,001.
3.3.6. Tinh trang nhiém trung va HKTMSCD

Bing 3.9: Méi lién quan giira tinh trang nhiém trangva HKTMS

x HKTMSCD
Nhiém Mic Khéng mic | Téng OR p
A 0
khuan = % = % (95%Cl)
Cé 54 [ 524 | 49 | 476 103
Knong | 17 | 23 | 726 | 977 | 7as |71 (35-87)] <0.001

Nhén xét: San phu bi nhi§~m trung hién tai qé nguy co HKTM cao
hon san phy khong bi nhiém trung la 47,1 lan, so sanh c6 y nghia
théng ké véi p < 0,001.
3.3.7. Bénh ly va HKTMSCD

Bing 3.10: M&i lién quan giira yéu t6 bénh Iy va ti 1¢ mic

HKTMSCD
HKTMSCD
Bénh ly Mic Khéng mic | Téng (95?/?(:') p
n % n %
Co 23 |22,3| 80 77,7 | 103 4,2 <0.001
Khéng 48 | 65| 695 | 935 | 743 | (2,4-7,2) ’
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Nhén xét: San phu thai bénh Iy c6 nguy co' cao hon sin phu c6 thai binh
thuong 1a 4,2 1an so sanh c¢6 y nghia thong ké véi p< 0,001.
3.3.8. Nim bit dong kéo dai/ nim vién kéo dai trén 4 ngay va ti 1§

mic HKTMSCD

Bing 3.11: Mi lién quan giira nim bz‘\tr ddng kéo dai/ nim vién kéo
dai trén 4 ngay va ti 1¢ mac HKTMSCD

Niim bAt HKTMSCD OR
am bal < A < 2
dong Maic Khong mac | Tong (95%Cl) p
n % n %
CP 45 93,7 3 6,3 48 445 <0,001
Khdng 26 33 772 | 96,7 | 798 | (130-1527)

Nhén xét: San phy né’m, bét dong trén 4 ngdy c6 nguy co cao hon san
phu khong phai nam bat dong la 445 l1an ( p< 0,001.
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3.3.9. Hgi chirng antiphospholipid (APLS) va ti 1¢ mic HKTMSCD
Béng 3.12: Moi lién quan giira H§i chirng antiphospholipid (APLS)

va ti I¢ mic HKTMSCD
Hoi MécHKTMKSh%II? mic Téng OR p
i o,
chirng(APLS) % n % (95%Cl)
Co 2 |100 0 0,00 2 26,7% 0013
Khéng 69 | 82| 775 91,8 844 (2,1-004) '
¥: Sir dung Exact logistic regression

Nhén xét: San phu c6 tién sir hgi chimg antiphospholipid c6 nguy co
HKTMSCD cao hon san phu khdéng c6 tién sir hoi ching
antiphospholipid 14 26,7 1an ( p< 0,05).

3.3.10. Tién sir ban thin c6 bénh HKTM va ti 1¢ mic HKTMSCD
Béng 3.13: M lién quan giira tién sir ban than c6 bénh HKTM va ti

1¢ mic HKTMSCD
Tién sir mic Mfil: KTMKSI(I:()EI)l mic Téng OR p
0,
HKTMSCD |— ¢ Khong ma (95%Cl)
Co 40100 0 [000] 4 | 600°
Khong | 67 | 80 | 775 | 920 | 842 | (740t | 00001

¥: Sir dung Exact logistic regression

Nhén xét: San phu c6 tién st ban than c6 bénh HKTM c6 nguy co bi
bénh gép 60 lan san phu khong tién sir ban than c6 HKTM ( p< 0,05).

3.3.11. Tién sir gia dinh c6 bénh HKTMva ti 1¢ mic HKTMSCD
Bing 3.14: Mi lién quan giira tién sir gia dinh c6 bénh HKTM va ti

18 mic HKTMSCD
Tién sir gia dinh Mé:'KTMIEE("El mic Tén| OR D
i 0
mac HKTMSCD n % n % g [(95%Cl)
Co 2 100 0 0.00| 2 26,7% 00139
Khong 69 82| 775 918|844 |(2,1-00t) |’
¥: Sir dung Exact logistic regression
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Nhén xét: San phy co tién sir gia dinh c6 bénh HKTM c6 nguy co bi
bénh gap 26,7 lan sdn phu khdng tien sir gia dinh c6 bénh huyét khoi tinh
mach, so sanh c6 ¥ nghia thong ké végi p< 0,05.
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3.3.12. Xét nghiém bach ciu, CRP va HKTMSCD
Bang 3.15: Xét nghiém bach cu va HKTMSCD

5 HKTMSCD
Bach ciu Mic Ksh((;)ng mic | Tong OR p
(G (95%Cl)
n| % n %
Cao (> 10,0) 60 | 275 | 158 | 725 | 218 115
Binh thuong ) <0,001
(nii 4,0-10,0) 11| 32 | 333 | 968 | 344 | (59-225)
) 'H KTMSCD ] . OR
Chi so CRP Mac Khéong mic | Tong (95%Cl) p
n % n %
Cao(>0.5) 58 | 532 | 51 | 468 | 109 417 <0001
Binh thuong(<0,5) | 12 | 2,7 | 440 | 97,3 | 452 | (21-82,8) ’

Nhén xét: San phu sau md ldy thai, xét nghiém bach ciu ting cao ¢6
nguy co HKTMSCD gép 11,5 lan, c6 chi s6 CRP ting cao c6 nguy co
HKTMSCD gép 41,7 1an so véi nhiing san phu c6 két qua xét nghiém
bach cdu, CRP binh thuong, so sanh c6 ¥ nghia théng ké véi p< 0,001.
3.3.13. Ti 1¢ méc huyét khdi véi nhém nguy co
Bang 3.16: Mdi lién quan giiva ty 1 mic huyét khdi véi nhém nguy

co
Mic Khéng mic OR
Nguy co' HKTMSCD |HKTMSCD o p
n % n % (95%Cl)
Khong nguy co 3 0,7 | 413 | 99,3 1
; 6,1
Nguy co thap (1-2) 15 42 | 340 | 95,8 (1,7-21,2) 0,005
Nguy co trung binh(3-4)| 31 | 60,8 | 20 | 39,2 2134 <0,001
guy g ) ) (60-757) )
Nhom nguy co (=5) 22 | 917 2 83 (24:(1)?3233) <0,001
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Nhan xét: Bénh nhén trong nhom nguy co cao cé nguy co HKTMSCD
gip 1514 lin. Nhu vdy, nhom bénh nhin cd nguy co cao mic
HKTMSCD nhiéu nhit, so sanh c6 y nghia théng ké véi p< 0,001.

Bing 3.17: Phin tich da bién mdi twong quan mic HKTMSCD véi
cac yéu to lién quan va su twong tac

OR hiéu chinh

(95%CI)P
M3 cép ciru 2,9 (0,9-9,02)
Tinh trang nhiém tring 4,84 (1,56-15,0)"
Niim bét dong kéo dai/ nim vi¢n kéo dai trén 4 ngay 23,7 (3,24-172)"

Tinh trang nhiém trang + Nim bit dong kéo dai/ nim

vién kéo dai trén 4 ngay 47.2 (1,12-1994)

Chuyén da kéo dai trén 24 giv 19,9 (5,35-73,97)"™"
Thai bénh Iy 9,5 (3,20-27,36)™
Sb quan sat 846

R square hiéu chinh 0,69

Do nhay mé hinh 76,1%

Do ddc hiéu mo hinh 99,2%

ROC 0,979

OR tinh trang nhiém tring trong sy tuong tic voi ndm bt dong kéo dai/ ndm vién kéo
dai trén 4 ngay: 4,8 x 47,2 = 228,45 (95%Cl: 6,81-7694; p=0,002)

OR nam bét dong kéo dai/ ndm vién kéo dai trén 4 ngay trong sy tuong tac véi tinh
trang nhiém tring: 23,7 x 47,2 = 1118,64 (95%CI: 46,7-26740; p<0,001)

+: tiwong tac; p: ¥<0,05 **: < 0,01 ***:<0,001; M6 hinh hiéu chinh véi bién
tui, chi s6 BMI va bénh vién; Kiém dinh goodness-of-fit véi p>0,05.

Nhan xét: M hinh tim thiy mdi lién quan c6 y nghia thong ké véi céc yéu t:
- Chuyén da kéo dai trén 24 gio, thai ky bénh Iy
- Tinh trang nhiém tring + néim bét dong kéo dai/ndm vign kéo dai trén 4 ngay.
- M6 hinh giai thich 69,4%.
CHUONG 4
BAN LUAN

4.1. TY LE HKTMSCD, PAC PIEM LAM SANG VA CAN LAM SANG
HKTMSCD O SAN PHU SAU MO LAY THAL
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4.1.1. T§ 18 HKTMSCD & phu nit sau mé 14y thai ¢6 cic yéu t6 nguy
co' gdly HKTMSCD diéu tri tai Bénh vién Bach Mai

Bing ky thuat siéu 4m Doppler mach, véi 2 1in siéu 4 am cach nhau 1
tun, ching t6i da phat hién duoc trong 407 san phy sau mb lay thai tai
bénh vién Bach Mai c6 4 trudong hop méc huyét khdi tinh mach su chi
dudi (HKTMSCD), chiém ty 18 0,98%. Trong 439 san phu sau md lay thai
@ cac bénh vién khac chuyén dén bénh vién Bach Mai diéu tri sau mé co
67 trudng hop mic HKTMSCD, chlem 15,26%. O trong nudc, tir trude
chura c6 cong trinh ndo nghién ciru vé ty 1€ HKTMSCD & phu nit sau mb
liy thai c6 nguy co giy HK — TTTM.Do d6, chung toi chua c6 s6 ligu
trong nuée dé so sanh.

Bing 4.1. Ty 18 HKTMSCD trén din s6 nghién ciru theo mdt sb tic gid

o Phuong pha S6 bénh Ty 1§ mic
Tic gid ohin fodn . nhan HKyTMS(%)
Husini Siéu am 3
Sia WW Siéu am 194 05
Bergqvist et al Siéu am 169 18
Jacobsen et al Siéu am 75 0,0
Luu Tuyét Minh_| Siéu am 407 0,98

Theo nghién clru clia cic tac gid nude ngoai, ket qua nghién ciru
cua ching téi cling tuong tu véi két qua nghién cliru cua céc tac gia
nay.Jacobsen et al (2004) nghién ctru tién ctru 75 phy nit khoe manh md
lay thai chu dong, khong du phong HKTMSCD va tiep tuc dugce theo ddi
6 tudn sau md nhén thiy khong co6 tmong hop nao phat hién dwoc huyét
khéi tinh mach sau chi dudi bang siéu am Doppler mach.Ti 1€ HKTMS
trong nghién ctru ctia chiing t6i cao hon so voi két qua clia Jacobsen bdi
vi d6i tugng nghién ctru ciia chiing t6i rong hon bao gom nhirng san phu
khée manh va san phu c6 nguy co huyét khéi; thuyén téc tinh mach (HK-
TTTM) sau md ly thai cdp ciru trong chuyén da, mé chu dong con tac
gia trén chi nghién ciru & nhiing san phu khoe manh sau mé 1dy thai cha
dong. Hon nita, bénh vién Bach Mai 1a bénh vién da khoa 16n nén trong
nghlen clru ctia ching t6i con ¢6 ca déi tugng bénh nhan sau mé ldy thai
voi nhleu yéu t6 nguy co tir cac bénh vién khac chuyén toi dé dugc didu
tri tiép vi vay ti 1&¢ HKTMSCD trén nhom bénh nhan nay tdng cao
(15,26%). Két qua nay cling tuong tu véi két qua nghlen cuu cia Phillip
S.1a 15% HKTM sau m 14y thai nhap vién diéu tri noi tra.

4.1.2. Dic diém 1am sang cia HKTMSCD & san phu sau mé 1ay thai
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Chiing t6i thiy c6 diém khéc biét so v6i bénh nhan HKTM ¢ dbi
tuwong ndi khoa, do 1a da 6 bénh nhan mic HKTMSCD sau md léy thai
thdy xuét hién s6m nhit la dau hiéu dau & 4m ving hong bén trai ( chiém
69%). Neuvén nhan chinh v ra céc biéu hién 1am sang trén
la sy tac nghén tuan hoan tinh mach. Hién tuong Viém thanh tinh
mach, hé than kinh mach xung guanh tinh mach va cac mé xung
auanh két hop vai phi 1a ngudn g6c chinh gav ra toan bo cac
triéu chime. Mic du céc triéu chig trén 1am sang khong dac
hiéu nhung két hop voi cac yeu to nguy co gitip cho céc bac st
lam sang c6 hudng chan doan HKTM hiéu qua. Chung t6i ¢6 thé uge
doan vi tri cia HK aua nhiing biéu hién 1dm sang, gép phan
kiém tra - thim kham siéu am kv cang hon, tranh bo s6t.50 sanh
v6i céc tac gia khac chung toi nhén théy ty 1¢ nhimg déu hiéu lam
sang xudt hién gin tuong ty.

Bing 4.2: Triéu chirng 1im sang & bénh nhain HKTMSCD sau m liy
thai trong nghién ciru ciia mjt s tic gia

Triéu chirng Luu Tuyét Minh | Cocket FB | Elisa A
Pau hong, dau chan 90,1% 95%
Phu chan 54,9% 79% 100%
Ting nhiét tai chd 45,1% 26%
Di lai kho khin 30% 32%

413. Pic diém cin lam sang trén siéu Am Doppler mach chin doin
HKTMSCD# sén phu sau m ly thai

Ngay nay, siéu am Doppler mach dugc coi nhu “tiéu chuén vang

” trong chan dodan HKTMSCD. Ching t6i da chon siéu am Dopler
mach hai chi dudi 1a tiéu chuén dé chan doan xac dinh HKTMSCD vi
siéu am Dopler c6 nhiéu wu diém: gi4 tri chin doa.n cao so voi chup mach
chi dudi, khong xam nhap, dé thuc hién va sin co tai bénh vién Bach
Mai.
4.1.3.1. Hinh dnh huyét khéi

Trong nghién ctru ndy, 4m vang cua huyét khdi (HK) dugc ghi
nhén khi so sanh v&i hinh anh tréng 4m cua dong méau va tang am cua co
xung quanh. Mac du vay, dam do am vang ciia HK van duy tri 6 mirc do
thip hon co xung quanh. Ching t6i da ghi nhan dugc hinh anh giam 4m,
4m khong ddng déu va ting 4m.Trong nghién ctru ndy, thoi diém phat hién
huyét khéi trong tudn ddu tién 1a 49,3%, thoi diém phat hién huyét khéi
trong tuan thir 2 va tudn thir 3 sau phau thudt 1a 36,2%. Véi thoi gian hinh
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thanh HK dén khi vao vién khoang 2-3 tudn, ti 1¢ hinh HK giam 4m va dm
khong ddng déu cao 1a didu hop 1y. Hinh anh siéu 4m ghi nhan dugc ciing
twong tmg véi giai doan tién trién HK. Nhung hiu hét cic bénh nhan dugc
phét hién HKTM trong khoang thoi gian 1 dén 3 tudn trong d6 30% c6 biéu
hién d4u hiéu goi ¥ chdn do4n trén lam sang.Céc tic gia Oshaughesy, Trinh
Trung Phong ciing ¢6 nhitng nhan xét tuong t vé hinh anh khong ddng am
& bénh nhan HKTMCD cAp.

Hon nita, 49,3% bénh nhian dugc phat hién HKTMS trong tudn dau
sau md Iy thai va hiu hét cAc truong hop méc HKTMSCD trong nghién
ctru ctia chiing t8i déu xéc dinh duge dAu trén cia HK. Két qua nay cho thiy
dién bién cép tinh ctia bénh nhén sau md 1y thai, néu dugc phat hién s6m
chén do4n dwge HK méi diéu tri kip thoi s& tranh duoc bién chimg cip tinh
thuyén tic phdi cho bénh nhan. Két qua ndy ciing twong tw nhw mét sé cac
tac gia nude ngoai. Tinh trang tic mach phdi it nhiéu lién quan dén hinh anh
déu trén HK khong dinh vao thanh mach. Vi vdy, siéu 4m 13 mot phuong
tién c6 thé xé4c dinh va dy phong tinh trang téc mach phdi rit cao.
4.1.3.2. Vi tri HKTMSCD

Trong nghién ciru, két qua chi rd 1a da sé huyét khdi tinh mach sau
& chan tri, chiém 87,3%.
Biéing 4.3: Vi tri HKTMSCD trén dén s6 nghién ciru theo mt sb tic gia

- ) Phuong phip Vi tri Ty 1@ micHKTMS
Tic g Nuge chindoin | HKTMSCD %
N Siéu &am N
P ER H hi 4
omp a Lan Chup mach Chan tréi 8

Ginsgerg etal Scotland Siéu am Chan tréi 96,7
Tengborn et al Hoa Ky Siéu am Chan tréi 81,0
Luu Tuyét Minh | Viét Nam Siéu am Chan tréi 873

So sanh v&i céc tac gia Pomp ER,Ginsgerg, Tengborn két qua nghién
ctru cia chiing toi ciing trong tw két qua nghién clru ciia céc tic gia nude
ngoai. Nhitng nghién ctru trong linh vuc siéu dm ching minh duong kinh
tinh mach ving dui va tinh mach ving khoeo bén trai 16n hon dang ké so
v6i bén phai, nhung nguoc lai van téc dong chay ciia mau trong tinh
mach lai chdm hon la diéu kién thuan loi cho huyét khéi hinh thanh.
4.1.3.3. Phan bé finh mach bi huyét khai

Céc bao cao trude day cho rang nguyén nhén cla cic
trudng hop 4m tinh gia 14 sy nham 14n huyét khéi ¢ tinh mach
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dui sau va tinh mach dui nong khi HK hinh thanh quéa muér},
Céc truong hop duong tinh gia xay ra trong nhiing tm(mg hop huyét
khoi ¢ bénh nhan co thai, sy phat hién cac cau tric khong phai
mach mau giéng nhu 1a huyét khéi tinh mach (HKTM). Trong nghién
ctru cua chiing toi cac truong hop HKTM chédu dugc phat hién sém trong
vongltudn dau(87%)sau phiu thudt ldy thai cho nén chung t6i khong cho
ring ¢6 chin doan nhdm trén siéu 4m.
4.2. GIA TRI CHAN POAN CUA D-DIMER
4.2.1. Dy nhay va dj dic hiéu cia xét nghiém D- dimer
Chung t6i thuc hién xét nghiém dinh luong D- dimer tai Trung tdm
Huyét hoc bénh vién Bach Mai.Véi ngudng chin doan 12 0,6 thi do nhay
12 97,2%, d6 dic hiéu 1a 83,6 %. Gia trj chan dodn duong tinh 41,6 % va
gié tri chdn doan 4m tinh 14 99,6 %.
4.2.2. Gi4 tri chin doén D- dimer

Siéu am Doppler Ia tiéu chuan vang chan doan HKTMSCD. Khi két
hop xét nghiém D- dimer v&i siéu 4m gia tri chin doén 4m tinh 1én t6i
99,6% (ngudng D- dimer > 0,6mg/L).

Béng 4.4.Gié tr| chan doan cila D- dimer

Tic gia S6 bénh ngm'i'ng D) nhay Gia tri tién
nhan | chan doin (%) lwgng Am tinh
Philipwells S 96,1%
Kovac.M 107 0,644 100
NishiiA et al 1131 95,5%
LuuTuyét Minh | 846 0,6 97,2 99,6%

Nhu vay két qua nghién ciru ciia ching t6i ciing tuong tw vai két
qua nghién ctru cua tac gia nudc ngoai.
4.2.3. Pudng cong ROCciia gia tri D-dimer trong chin doin
HKTMSCD.Dién tich dudi duong cong ROCcua gia tri D-dimer trong
chan doan huyét khéi tinh mach sau chi dudi 1a 90%. Nhu vay st dung
xét nghiém D- dimer c6 gié tri cao trong chin doan loai trir HKTMSCD
& san phu sau md iy thai. Chan dodn HKTMSCD trén Iam sang khong
dé vi triéu chimg 1am sang khong dlen hinh, c6 thé nham véi nhung bénh
khéc. Trong khi d6 san phu sau md lay thai co nhiéu dién bién cp tinh
ddc biét ddi véi cac truo‘ng hop ¢6 yéu tb nguy co cao, san khoa bénh ly
doi hoi bac si phai chin doan nhanh, tién lwgng sém loai trir bién chimg
thuyén tic phoi gy tir vong cho ngudi bénh. Chung toi nghi ring sir
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dung xét nghiém D- dimer gitp cac bac si 1dm sang tiép can sém hon véi
chian dodn HKTMSCD, phdi hop véi chin doan lam sang, siéu am
Doppler tinh mach lam tang tinh chinh xac cia chin doan, diéu tri s6m
cho nguoi bénh.

43.CAC YEU TONGUY CO GAY HKTMSCD O SAN PHUSAU MO LAY THAI
4.3.1. Tubi: trong nghién ciru ciia ching t6i nhitg bénh nhan tir 35 tudi
trdr 1én ¢6 nguy co HKTMS cao hon nhitng san phu tudi dudi 35 gip 4,7
lan. Trén thyc té, phu nit ¢6 thai c6 nhidu yéu t6 nguy co huyét khéi nnh
mach, ngay ca nhimg ngudi khong biét 13 6 bénh tang dong hodc méc
huyét khoi tinh mach tir trude, rét nhiéu  nguy co huyét kh0| tinh mach ting
1én trong thoi ky mang thai. Trén 35 tudi, béo phi va mb ldy thai dong gop
nhiéu nhat, dang ké nhit vao ty 18 thuyén tic huyét khéi tinh mach bai vi
ty 1 cao va co xu hudng gia tang. Nghién ctru ctia chiing t6i ¢6 nhan xét
tuong tu nghién ciru ctia Antri M va Mantoni M, Chisaka.

4.3.2. M{ ly thai.

Két qua nghién ciru cho thiy san phu mo Iay thai cip ciru c6 nguy
co HKTMSCD gap 3.5 1an so v6i san phu mo iy thai chii dong. Nghién
clru ¢ Scotland thay rang nguy co HKTM trén nhitng san phy dwoc mo
14y thai cép ciru cao gip 2 lan so v6i nhimng san phu dugce mé 1y thai chu
dong. Trong mot nghién ciru hdi ciru & phu nit Canada khoe manh, mé dé
lan dAu vi ngdi nguoc dugc so sanh v6i mot nhom khéc tuong tw de
duodng am dao. Nhom sinh md chii dong (46 766 san phu) da c6 nguy co
thuyén tic huyét khdi tinh mach sau sinh ting gip 2 lan (OR 2.2, 95% CI
1,5-3,2) so v6éi 2292420 san phuy trong nhém sinh duong 4m dao. San
phy mé liy thai cép clru ¢6 nguy co thuyén tic huyét khm sau sinh gp
d6i so v6i md lay thai chu dong va nhu vdy nguy co gép 4 lan so voi dé
dudng 4m dao. Nguy co tuong di cho mé 1y thai cao hon néu tit ca md
liy thai cfip clru chir khong phai 1a mé chu dong. Nhu viy, két qua
nghién ciru ctia chung t6i pht hop véi két qua nghién ciru cia cac tac gia
Mackion NS, Ros HS, Liu S, Jacobsen AF.

4.3.3. Béo phi

Chung t6i nhan thay san phu 6 can ndng trén 80 kg, chi s6 BMI >
30 ¢6 nguy co HKTMS cao hon gép 7,7 lan so véi san phy ¢6 chi s6
BMI< 30, ¢6 y nghia thdng ké véi p<0,001.

Bing 4.5: Méi lién quan giira chi s6 BMI va HKTMS trong mdt s6
nghién ciru



23

Tac gid Chi s6 BMI>30 H%TRMS
Larsen TB Béo phi 4,4
lacobsen AF, Simpson EL Béo phi sau sinh 3,2
Luu Tuyét Minh Béo phi sau md dé 7,7

Jacobsen AF, Simpson nhén xét: béo phi 1a yéu t§ nguy co
HKTMSCD duoc xdc dinh & dbi twong phu ni¥ c6 thai, sau sinh. Ching
161 nhén thay chi s6 BMI cao, nguy co mic HKTMS sau sinh ting cao,
giéng nhu két qua nghién ctru cia Simpson va Jacobsen AF.

43 4. Bién chimg san khoa: chuyén da kéo di - dé c6 hd trg, mét mau nhiéu

Céc tac gia Lindqvist P, Jacobsen AF, JamesAH dé bao cao mb dé
1a yéu t6 nguy co doc lap cho huyét khol sau sinh.Trong phan tich h01
qui, ching t6i thiy ring md Iy thai cip ciru trong chuyén da 1a yéu t6
nguy co doc lap. Nhu vdy nhan xét cua chiing toi cling twong tu vdi nhan
xét clia cac tac gia nudc ngodi. Chuyén da kéo dai, dé co hd trg, mat mau
nhiéu Ia nhitng yéu 6 nguy co mang tinh chit cong don lam tang yéu t6 nguy
co HKTM cho san phu thoi ky hau san.

Chay mdu, mit mau ngng (> 1000mL) thuong la cac déu hi¢u cho viéc
phai mb lai. Két qua nghlen ciru ciia chung t6i thdy ring chiy méu ning lam
tang nguy co HKTMS gp 60,7 lin so v6i nhimg bénh nhan khong bi mét
méu nang. Ching t6i nhan thiy mé lai do nguyén nhan chay mau ning
chir khong phéi do nhimng nguyén nhan khéc va 1a yéu t nguy co cao
HKTM thoi ky hau san.

4.3.5. Nhiém tring va thoi gian nim vién

Tinh trang nhidm trung cép lam tang nguy co HKTM gép 47,1 lin
va ting bach ciu va CRP. M4 lay thai sau mdt thoi gian theo ddi d¢ duong
4m dao ¢6 nhidm tring (chuyén da kéo dai, i v& sdm) thi nguy co huyét
khéi cao hon & cac trudng hop mb lay thal do cac nguyén nhan khac. Tir
phén tich hdi qui da bién chung i thay nim vién kéo dai va nhiém tring lam
tang nguy co HKTMSCD gép 1118 1an so véi nhimg san phu khong phai
nam vién keéo dai va khong bi nhiém tring sau md. Nhitng san phu sau phau
thuat ldy thai, dic biét nim bit dong lau trén giwdng mau « tré lai trong
cac xoang van tinh mach thuan_ loi cho viéc hinh thanh huyét khdi va sau
d6 xiic tién viée dong lop tiéu cdu, fibrin, bach cau tao nén huyét khdi hiru
co. Nhimg truong hop nim bt dong lau lai méc thém tinh trang nhlem
tring cAp, tai chd ton thwong s& co su két dinh bach ciu véi chd nbi noi
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md, ndi bao mic du ¢ thé khong co dap ting viém ton tai tai chd. Nhitng
thay ddi nay c6 thé 1a ngudn géc cho su tao thanh huyét khdi lan toa.

Nghién ciru ciia Jacobsen AF, Leizorovicz A, cho thdy nim bét dong
kéo dai va nhidm tring 1 yéu t8 nguy co huyét khdi thudng gip sau phiu thudt.
Nhu vay, két qua nghién ciru ctia ching ti ciing c6 nhan xét twong tur v6i két
qua nghién citu clia cac tac gia nudc ngoai.

4.3.6. Bénh Iy- Tién san giat

Phu hop véi cac nghién ctru trude cua cdc tac gia Lindqvist P,
Jacobsen AF, nghién ciru cua ching t6i théy tién san giat duoc xac dinh
la yeu t6 nguy co huyét khdi hau san.Tuy nhién anh huong phéi hop ciia
tién san giat va thai cham phét trién trong tir cung v6i nguy co HK héu
san khong dugc béo cdo trong céc nghién ciru trude ddy. Ca tién san giat
va thai cham phat trién déu lién quan dén tudn hoan rau thai.

Trong nghién ctru cua chung ti, sur tuong téc gitta yéu t6 rau thai nhw
tién san giat; blen ching san khoa llen quan dén sinh dé da dugc phat hién.
Miic du chi thiy sb lugng nho vé& rau tién dao, rau bong non chiing toi da phan
tich cac m hinh véi rau tién dao/ rau bong non véi c6 va khong chay mau sau
dé. Phan tich ciia ching 6i chi ra ring rau tién dao va rau bong non co lién
quan dén chay méau sau d¢. Chay méu 1a hdu qua va n6 co thé Ia co ché hoat
d6ng cia rau tién dao, rau bong non trén huyét khéi finh mach.

4.3.7. Nim bit dong va nim vién kéo dai trén 4 ngay

Trong nghién ciru ndy, ching t6i da xac dinh dugc yéu t6 nguy co
m6i 1 ndm bit dong trude sinh va tong hop yéu 6 lién quan d6 la phai nim
vién kéo dai trén 4 ngay sau md lay thai, nguy co HKTMSCD ghp 445 lan
nhimg san phy khong ¢6 nhimg yéu t6 nay. Bat dong 1a yéu t6 nguy co quan
trong nhét cho ca thoi ky trude sinh va thoi ky hau san.

Két qua nghién ciru ctia chiing t6i va Jacobsen AF déu nhan thiy han
ché véan dong trude sinh 1a nguy co HKTM cho ca trude va sau sinh. Anh
huong cua bat dong cung voi nam vién kéo dai tir trude khi sinh dén sau khi
mb lay thai la yéu t6 mang tinh chét cong dén lam tang nguy co HKTM thay
vi chi ¢ don I¢ mot yéu to han ché van dong hodic nam vién kéo dai sau sinh
con. Mic dit nhan xét gidng nhau vé yéu t6 nguy co bt dong trong thoi ky
hau san nhung nghién ciru ciia ching i c6 thém nguy co kém theo 13 ndm
vién kéo dai sau phau thuat con nghién ctru ctia Jacobsen AF ¢6 thém nguy
co 14 chi s6 BMI cao nén co su khac biét 16n OR= 445 so v6i OR= 40,1
trong nghién ctru ctia Jacobsen AF.



25

Su khdc biét r& rét nhu vy la do tinh trang bat dong hay gap ¢
nhirng bénh nhan sau phau thuat 1on & ving chau hdng.Nam bét dong 1 dleu
kién gay e tinh mach dan dén suy chirc ning n6i mé. O san phy sau mb lay
thai cac yéu t ting dong van con tang dén 4 tudn sau dé. Hon nita, trén thuc té
14m sang nhiing ngay dau sau mé 14y thai vi dau, mét do mat méu, mat nude
san phu it van dong lam ting nguy co huyét khdi tinh mach va thuyén tic phoi.
4.3.8. Thoi diém chin do4n xdc dinh HKTMS

Pa s6 (63,8%) bénh nhan xuit hién HKTMSCD trong 2 tudn ddu
sau md 14y thai. Nghién ctru téc gia Jacobsen AF md ta cic yéu t& nguy
co huyét khi tinh mach sau & phu nit ¢6 thai hodc sau sinh nhap vién.
Bénh nhan lién tiép dugc siéu dm xac dinh HKTM theo doi tir 183 trung
tr thing 10 nam 2001 dén thing 4 nam 2002. 53 bénh nhin méc
HKTMSCD bao gbm c6 thai hoic sau dé 6 tuan duoc phan tich. Két qua 34
bénh nhan mang thai va 19 bénh nhan sau dé bi HK (36%): 2 bénh nhén sau
dé bi c6 HK tinh mach chau. Thoi gian trung binh tir sau dé dén khi phat hién
HKTM la 16 ngay. Nghién ciru ciia ching t6i ciing ¢6 két qua twong tur voi
két qua nghién ciru téc gia Jacobsen.

Nghién clru md td clia Jacobsen trong céc nam 1990- 2003 & phu
nit Na Uy mdc HKTMSCD 3 thang sau khi sinh con. Ket qua la 50%
bénh nhan mic HKTMS duoc chin doén trong 2 tudn dau sau de.Ti 1&
nay trong nghién ctru cua ching t6i cao hon vi nguy co HKTM cao trong
tuan dau sau dé c6 thé gidi thich do nhimg thay d6i dong méu do mo de,
nhiém tring sau mb hoic it véan dong.

4.3.9. Bién chirng thuyen tic phéi (TTP)

Trong nghlen clru ndy, 71 bénh nhén méc HKTMSCD ¢6 6 bénh
nhén nghi ngd thuyén tc ph01 Tat ca 6 bénh nhan déu duoc chup MSCT,
4 bénh nhén chan doan xac dinh trong d6 2 bénh nhan bi bién chung
thuyén tic phdi trim trong, mot bénh nhén bi tr vong. Nhung nghién ctru
clia chiing t6i chua tim dugc ti 1 thuyen tic phdi (TTP) thyc sy & nhitng bénh
nhén HKTMSCD sau mb Ay thai vi chi nhu‘ng bénh nhan sau khi chén do4n
HKTMS ma xuét hién triéu chu‘ng nghi ngo TTP chiing t6i méi chi dinh chup
MSCT dong mach phéi dé xéc dinh chdn doan chir khong chup dong loat
nhitng bénh nhan HKTMS. Viéc xéc dinh ti 1¢ TTP do HKTMSCD khong
ndm trong myc tiéu nghién ctru ctia de tai.

Tuy nhién, nghién ctru tién ciru trén 1am sang trong bénh vién cua
chung tdi c6 strc manh cua phuong phap hoi qui. Trong chan dodn, tit ca
céc trrong hop huyét khéi duoce chin doan theo ciing tiéu chi va dam bao
khach quan.Trong nghlen ctu ciia chung toi, bénh nhan sau mo 1ay thai
dén tir nhidu bénh vién khac nhau s& cho nhiéu théng tin, nhiéu bién nhé
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nhu hd trg sinh san, dé da thai, tién san giat, md chu dong hodc md c:flp
clru, rau bong non, rau tien dao... va nhu vy ti 1¢ mac bénh s& cao hon.
biéu nay chi ra rang trong thuc t€ nguy co HKTM con cao hon so voi so
liéu trinh bay ¢ trong nghién ciru nay.

KET LUAN

1. Ti lg, dic diém 1am sang, cin lam sang HKTMSCD & san
phu sau mb lay thai
1.1. Ti I¢ HKTMSCD ¢ sdn phu sau mé lay thai diéu tri tai khoa Phu
Sdn bénh vién Bach Mai la 0,98%.

Ti 1¢ HKTMSCD ¢ sin phu sau mb 14y thai & cac bénh vién khac
nhdp vién Bach Mai dé didu trj sau md 1a 15 ,26%.
1.2. Dic diém lim sang va cdn lam sang néi bit ciia cic sin phu mic
HKTMSCD sau mé ldy thai diéu tri tai bénh vién Bach Mai la:

- Triéu chung dau ving hong, dau chan tréi xuat hién sém nhét.

- HKTMS chit yéu & chan tréi va da sb 1a huyét khdi moi & chan van TM

- Giam yéu t6 déng méau Pr C, Pr S va antithrombin II1.
2. Gi4 trj chin do4n ciia D- Dimer

Véi ngudng chén doan 14 0,6 thi d¢ nhay la 97 ,2%, 46 ddc hiéu la
83,6 %. Gid tri chan doan duong tinh 41,6 % va gia trj chan doan am tinh
1299,6 %. Dién tich du6i duong biéu dién ROC 12 0 ,90.
3. Yéutd nguy co' gdy HKTMSCD 6 sén phu sau md 14y thai nim vién

Cac ycu t6 nguy co gdy HKTMSCD chu yéu la:

- Mo lay thai cap cu‘u trong chuyén da

- Nhidm triing va ndm bét dong trén 4 ngdy sau mb lay thai.

- Bién chimg san khoa do: chuyén da kéo dai trén 24 gity, mét mau nhiéu.

- Thai san bénh ly: tién san giat, rau tién dao, mic hoi chirng
khang phospholipid. Tién st ban than mic HKTMSCD.

- Thira cn, béo phi.Tudi trén 35.

Tuy nhién cang c6 nhiéu yéu t6 nguy co phdi hgp trén mot bénh
nhén thi nguy co HKTMSCD cang 16n.

KIEN NGHI

1. Xéy dung qui trinh tdm soét huyét khéi tinh mach cho san phu sau md lay
thai.

2. Dy phong HKTMSCD kip thoi cho nhimg san phy sau mb l4y thai co
tir 2 yéu té nguy co HKTMSCD tr¢ 1én bao gom:
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-Nhiém trung cip sau md ldy thai va phai nim bat dong trén 4
ngdy sau phau thujt.

- San phu c6 thai bénh 1y tién san giat, rau tién dao, rau bong non
bj mAt mau nhiéu trong khi phiu thuat.

- San phu méc hoi chimng khang phospholipid

- San phu c6 tién sir mic HKTMSCD.

- San phuy thira cin, béo phi va phai nim bét dong sau mé.
3. Thuc hién nghién ciru da trung tdm tai Viét nam v& du phong HK dé
danh gia tac dung cua viéc dy phong HKTMSCD ¢ nhitng san phu sau
mo ldy thai c6 yéu t6 nguy co HK- TTTM, tir 6 dua ra khuyén cio vé
d phong HKTM cho déi twong san khoa.

INTRODUCTION

1. The necessity of the thesis topic

Deep vain thrombosis is a condition which has been noted in the early
years of the 19th Century. Complications occur when suffering from beep
venous thrombosis (DVT) \is quite serious. Complications include early
pulmonary embolism or lately post-thrombosis syndrome. Severe pulmonary
embolism leads to 15% death with two third of death cases happening in just
30 minutes. Many cases of women sufferring from deep venous thrombosis
during pregnancy develop complications from leg cramps, ﬁkin pigmentation
disorders br ulcers to delivery complications. Specifically, those with risk of
hypercoagulation disorders which are hereditary or acquired are more likely
to suffer complications such as placental abruption, preeclampsia,
intrauterine growth restriction (IUGR), stillbirth or recurrent miscarriage.

However, when suffering from deep venous thrombosis and even after
being treated with anticoagulant, one can only limit the complications caused
by DVT. In Vietnam, there have not been any official recomendations
regarding lower-extremity deep venous thrombosis (LEDVT) prevention in
pregnant and postpartum women and there are limited number of research on
this topic. However, Vietnam is one of developing countries with an increase
in caesarean section rates. Therefore, there needs to be research on the DVT
prevalence in pregnant women with high risk factors and women after
undergiong cesarean section. With a desire to identify postpartum women
who undergo a cesarean section with high risk of DVT and to improve the
quality of diagnosis and early management and to reduce the rate of
complications and maternal mortality we conducted a study titled “Research
deep vein thrombosis and risk factors in women undergoing cesarean
delivery"

Commented [NMS1]: deep venous thrombosis = EuyOt khei
tUnh m'ch sGu

upper extremity deep venous thrombosis = HuyOt
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2. Object of research

1. Identify prevalence, clinical manifestation and subclinical
characteristics of DVT in legs in women after cesarean treated
in Bach Mai hospital

2. Determination of D-dimer values in the screening diagnosis of deep
vein thrombosis

3. Study some of Risk factors of DVT in legs in inhospital women after
cesarean

3. New contributions to practice science of the study.

Determine the prevalence of DVT among postpartum women with cesarean
section. Discovered clinical characteristics suggest early diagnosis.ldentify some
deep venous thrombosis’s risk factors among postpartum women with cesarean
section. Identify thecutoff-point of D- dimer test forpostpartum women with
cesarean section in order to exclude people with DVT.

4. Thesis arrangement

The thesis includes 129 pages ( exempt from references and appendixes),

comprise into four chapters:

Put the issue : 03 Pages

Chapter 1. Overview 38 Pages

Chapter 2. Object and Research method 16 Pages
Chapter 3. Research results 33 Pages

Chapter 4. Discussion 37 Pages

Conclusion 01 Page

Proposition 01 Page

CHAPTER 1: OVERVIEW

1.1. THE EPIDEMIOLOGY OF VENOUS THROMBOEMBOLISM —
VENOUS THROMBOEMBOLISM IN POSTPARTUM WOMEN
Vesnous thrombosis is the leading cause of maternal mortality in the
United Kingdom (1.56/100.000 cases). The period of highest risk of venous
thrombosis and lulmonary embolism is the period after giving birth.
According to research in the UK, since 1997 to 2005 pregnant women
undergoing vaginal delivery are likely to suffer from venous thrombosis and
55% (25/45) of maternal mortality caused by DVT.Caesarean delivery
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brings more risk than vaginal delivery.Cohort studyat Rochester, Minnesota,
the U.S.A. showed that the annual rate ofvenous thrombosis after giving
birth was five times higher than state of prenancy. Another study in
Netherlands with large samples showed that risk of venous thrombosis might
increase up to 60 times higher in the first three months after postpartum
period compared with cases of absence of pregnancy.
1.2. CHANGES IN HAEMATOLOGY AND CIRCULATORY SYSTEM’S
FUNCTION IN PREGNANCY
1.2.1. Changes in haematology
1.2.1.1. Blood cells

Most bctivation of blood coagulation increase during pregnancy period. Non
Willebrand factor (VWF) andFactor VIII (FVIIl)play a critical role in platelet
stickiness, and also increase in during pregnancy.Level of VWF rise during
pregnancy reflecting increased protein synthesis in hypervascular region
placenta.Factor 11, V, IX, X, XIl also increase during pregnancy.The
concentration of fibrinogen increases contributing to an increase in erythrocyte
sedimentation ]rateduring pregnancy.
1.2.1.2. Coagulation inhitors

Concentration of Antithrombin 111 reduces approvimately 10- 20% during
pregnancy period. Activation of C Protein Cdoes not change because of
pregnancy; however, concentration Protein C antigen has a tendency to rise
during second trimester of pregnancy and reduce during third trimester of
pregnancy. Total Protein S decrease about 30% and free form of protein S
reduce more than 50%.The reason of reducing free form of protein S is due
to an increase in Protein bound to complement C4.
1.2.1.3. Fibrinolysis

Pregnant women tend to have impaired fibrinolysis. Plasminogen and
Fibrinogen increase 50- 60% during third trimester of pregnancy.These changes
are caused intravascular coagulation localized in the placenta.Fibrin degradation
product (or FDP) such as D-dimer in plasma increase significantly during
pregnancy period. D-dimer increases considerably during pregnancy. D- dimer
increases by 1.500ug/1 or more in the ninth month.
1.2.1.4. Changes in Coagulation in postpartrum period

Coagulation factors return to normal after 3-6 months after postpartum
period. Protein C, Fibrinogen, and Antithrombin increase again in the first week
after giving birth. Protein S freely reduces within eight weeks after giving birth
and returns to normal slowly.
1.2.2. Changes in cardiovascular

Vascular:Increase prothrombin and proconvectin. The amount of fibrin
in the blood increases about 50% from the normal level 2-4g/l to 3-6g/I

Commented [NMS4]: Coagulation factors = yéutd
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when being pregnant. These are the features that increase the risk of
embolism after postpartum period, especially in women with heart disease.
1.3. THE PATHOGENESIS OF UPPER EXTREMITY DEEP VENOUS
THROMBOSIS AMONG PREGNANT WOMEN
1.3.1. [The pathogenesis of deep venous thrombosis |

\For pregnant women, during the period of regular uterine contractions,
the postnatal period include three main mechanism which create favorable
conditions to form DV/'T}

C [HN6]: Co ché bénh sinh cia huyét khéi tinh mach }
sau

Virchow's
Triad

Figure 1.2. Mechanism formation of deep venous thrombosis in pregnant womnen

1.4.DVT CLINICAL DIAGNOSIS
1.4.1. Risk diagnosis

* Risk diagnosis of deep venous thrombosis among pregnant women:

- History of venous thrombosis malady

- Family history of venous thrombosis malady.

- Hypercoagulable disease: Congenital or acquired disease

- Antiphospholipid antibody syndrome (APLS), paralyzed lower
extremities, age 35

- Weigh 80 kg and/or high BMI (> 30 kg/m?)

- Chimg phinh gian tinh mach, tinh trang nhiém tring hién tai

- Lying down still for a while/ hospitalized more than 4 days

- Caesarean section: risk increases with performing C section during labor

- Prolonged labor more than 24 hours, deliver with support, loss of lot of blood
1.4.2. D- dimer test

D-dimer is measured using ELISA method, which is one kind of

blood test in diagnosing venous thrombosis. D-dimer has been known since
1990 and has become one of the essential testings administered among
patients with risk of venous thrombosis.However, for thrombosis diagnosis

chuyén da dé, thoi ky hau san ¢6 3 co ché chu yéu tao diéu kién thuén
loi hinh thanh HKTM
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D-dimer has high sensitivity (93% - 95%) but low specificity (~ 50%).
When D-dimer is negative (<500 mg/ml) there is alomost no thrombosis, and
when D-dimer is positive, it is uncertain to have thrombosis.
1.4.3. Ultrasound image in DVT
1.4.3.1. Normal vein: The vein wall is thin, smooth.Transverse US image
of the left common femoral vein (arrowhead) and smaller
Adjacent artery (arrow).With compression, in the absence of thrombosis,
the walls of the vein are completely apposed while the artery (arrow)
remains patent. One way flow under certain periphery to the center.
1.4.3.2. Venous Thrombosis: US images of acute proximal DVT.
Transverse image of the superficial femoral artery, vein (V) shows
noncompressible vein due to acute thrombus. Longitudinal image at the
same level demonstrates lack of spontaneous venous flow. Red represents
flow within the adjacent superficial femoral artery. Longitudinal color
Doppler image during augmentation demonstrates flow (blue) around the
acute thrombus. Red represents arterial flow within the adjacent superficial
femoral artery.

CHAPTER 2
RESEARCH SUBJECT AND METHOD

2.1. RESEACH SUBJECT, PLACE AND TIME
2.1.1. Research subjects

Research subjects including 846 postpartum women with cesarean
deliverywere eligible for participating in the study and divided into two
groups. The first group included 407 postpartum women with cesarean
deliveryat at Obstetric and Gynaecology Department, Bach Mai Hospital.
The second group consisted of 439 women with cesarean section operated at
a different hospital and transferred to Bach Mai Hospotal for care after the
operation. Postpartum women were recruited continuously in the study.
2.1.2. Research sites: Obstetric anBd Gynaecology Department, Bach Mai
Hospital, Emergency Department, Intensive Care Unit Bach Mai Hospital,
Vietnam Heart Institute
2.1.3. Research period: January2009to October 2014.

RESEARCH METHOD
2.2.1. Design study: Prospective, descriptive study. Sample size calculated
is 846 postpartum women with cesarean delivery.
2.2.2. Study instruments:Ultrasound, blood pressure monitors,
stethoscope, data collection form.
2.2.3. Study procedures
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Patients who were eligible and agree to participate in the study had their
blood withdrawn for D-dimer testing. Along with getting blood for D-dimer
testing, vascular ultrasound Droppler 2 were performed by health professionals
to detect lower extremity deep venous thrombosis. Patients who were
diagnosed with deep venous thrombosis treated under consultation of treating
doctors specilizing in obstetrics and heart were registered in tracking record
and followed up closely during inpatient treatment and. Clinicians
performmed an ultrasound to reevaluate the state of deep venous thrombosis
before being discharged. Patients with no DVT shown in the first ultrasound
will be screened for DVT the second time after 5 — 7 days.

2.2.4. Analysis:STATA version 10.0 was used to analyze all the data. OR
was calculated to evaluate the relationship between risk factor and DVT.
Using multivariate regression method to learn the risk factors and control for
other factors.

2.2.5. Ethical aspect of the study:The study was conducted with the consent of
the patient commitment and guarantee no effect on health of the patient. If DVT
was diagnosed, the patients will be counseled and treated. The study’s purpose
was to protect and improve patietns” health and not for other purposes.

CHAPTER 3: RESULTS

31. THE PREVALENCE,CLINICAL AND PARA CLINICAL
CHARACTERISTICS OF LOWER EXTREMITY DEEP VENOUS
THROMBOSIS AMONG POSTPARTUM WOMEN WITH CESAREAN
DELIVERYAT BACH MAI HOSPITAL
3.1.1. The prevalence of lower extremity deep venous thrombosis (DVT)
During the study period from January, 2009 to October, 2014, 846
postpartum women with cesarean sectionreceiving treatment at Bach Mai
Hospital enroled in the study and were divided into two groups. The first
group consisted of 407 postpartum women with C section at Obstetric
Department, Bach Mai Hospital in which 4 postpartum women were acquired
with lower extremity deep venous thrombosis, account for 0,98%.The second
group include 439 postpartum women with C section operated at a different
hospital and treatment and care at Bach mai Hospital in which 67 postpartum
women were acquired with DVT accounted for DVT15,26%.
3.1.1.1. Characteristics of the body mass index (Kg/m?)
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Thiéu can: Underweight less than or equal to a BMI of 19.9 Kg/m?
Binh thuong: ~ Normal BMI of 20 — 24.9 Kg/m?
Thira can: Overweight BMI of 25 — 29.9 Kg/m?
Béo phi: Obese BMI of 30 — 34.9 Kg/m?

Béo phi bénh ly: Morbidly obese BMI greater than 35 Kg/m?

Comment: There were 443 normal postpartum women (52.4%) which were
the majority in this study. The percentage of postpartum who sufferred from
obesity has the lowest rate (0,3%), p =0,013 <0,05 (Fisherz’s exact test)
3.1.1.2. Cesarean

100 88,9%

46,7%
50 30,0%

9,3% u 21% 139 86% 111

Ngbi Thaito Midé Tiénsan Rautién Thai | Chuyén Co ti
ngang, cil gidt dao  bénhly| dakéo cung
ngoi dai,suy mo hét

nguge thai

MO CHU PONG MO CAP CUU
M chii dong: Elective Cesarean
M0 cap ciru: Emergency Cesarean
Figure 3.2: Percentag of the reason for elective surgery and emergency surgery

Comment: Among the total of 846 postpartum women in the study, 557
postpartum women took the inititative in having C section, accouting for
66% and 289 postpartum women had emergency C section which was
accounted for 34%. Therefore, postpartum women who took the inititative in
having C section had the majority number in this study.
3.1.2. Main clinical manifestation and subclinical characteristics of
women having DVT in legs after cesarean treated in Bach Mai hospital
3.1.2.1. Main clinical manifestation

Table 3.1: Main clinical manifestation
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Total
Risk factors (N=71)
n %
Hip pain 49 69.0
Leg cramps 39 54.9
Increasing skin-temperature in lower limbs 32 45.1
Leg pain 64 90.1

Comments: Symptoms of hip pain and leg pain that occurs more symptoms
including leg pain ,largest Leg pain ( 90.1%).
3.1.2.2. Subclinical characteristics of women having DVT in legs after
cesarean treated in Bach Mai hospital
b. Features clotting tests

Table 3.2: Features clotting tests and DVT

Testing n %
Protein C (%)
Risky (Female< 70) 7 9.8
Normal (Female 70-130) 30 42.3
Did not do testing 34 47.9
Total 71 100.0
Protein S (%)
Risky (Female <60) 3 42
Normal (Female 60-140) 34 47.9
Did not do testing 34 47.9
Total 71 100.0
Antithrombinl11 (%)
Risky (Female <70) 27 38.0
Normal (Female 70- 125) 37 52.1
Did not do testing 7 9.9
Total 71 100.0
D-Dimer (mg/FEU) N =71
Mean + SD 15.5 +20.6
Median 5.8

Comment: In 71 patients with fixed assets tests of coagulation factors Pro.C
risk patients accounted for the reduction (9,8%), Pro.S percentage decrease
(4.2%), decreased antithrombin 111 accounted ( 38%). As a result, the rate
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decreased antithrombin 11 biggest proportion (38%). D- dimer test with a
median of 5.8.
c. Type of thrombosis

Table 3.3: Type of thrombosis

Type of thrombosis (n) Prevalence %
New blood clot 64 90,1

Not new clot 7 9,9

Total 71 100,0

Location of DVT in legs
Results in this study indicated clearly that majority of DVT was in left
legs. accountina for 87.3%.

100,0% 62 (87.3%)
50,0% 4(5.6%) 5(7.1%)
—
0,0%
Left extremity Right extremity Both

Figure 3.3: Location of DVT in legs

Comment: In 71 patients with DVT, 64 patients with new valve thrombosis (
90.1%). 7 patients with previous thrombosis accounted for (9,9%). Thus the
majority of patients suffering from thrombosis and new thromboembolism
appears in the left leg.

3.1.3. The time-point that blood clot found after cesarean

EEE
.

Less than 1 (<1 day) From 1to 3 days From 4 to 7 days From 8 to 20 days

Figure 3.4: Time for detecting DVT after cesarean surgery

Comment: Thus, the majority of patients after cesarean LEDVT detected at
less than 7 days (63.3%). In particular, patients after cesarean HKTMS
detected from 4 to 7 days largest proportion (49.3%).

3.2. SENSITIVITY, SPECIFICITYOF D- DIMER TEST. D- DIMER VALUE
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3.2.1. Sensitivity, Sepcificityof D-dimer

[NMS9]: Nén dung prevalence thay incidence

)

Table 3.4: Sensitivity, Sepcificityof D-dimer test with DVT prevalence (c
Cut-off Sensitivity | Sepcificity ROC
point N (%) (%)
0.5 655 97,18 80,14 0,88
0.6 655 97,18 83,56 0,90
0.7 655 94,37 83,90 0.89

Comment: D-dimer values > 0.6 is more appropriate diagnostic threshold
values > 0.5 and >0,7.
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3.2.2. D-dimer value
Table 3.5: D-dimer values

D- dimer values
>06 <06 Total
Present 69 2 71
pvT Absent 97 487 584
Total 166 489 655

With diagnostic threshold of 0.6, sensitivity was 97.2%, specificity was
83.6%. Positive diagnostic value was 41.6% and negative diagnostic value
was 99.6%.

3.2.3. Areas under the ROC curve of D-dimer value in the indication of
DVT in legs

Comment: D-dimer had highvalue of exclusive diagnosis of DVT in legs in
women after cesarean
33.RISK FACTORS OF DVT IN LEGS IN WOMEN AFTER CESAREAN
3.3.1. Age and DVT

Bang 3.6: In relation between age and DVT

DVT
Age OR
resent absent Total
group np % . % (@s%cn| P
>35 yrs 21 25.0 63 75.0 84 4.7 <001
<35yrs 50 6.6 712 93.4 762 | (2.7-8.4) i

Comment: In the present study, those from 35 years old and above had
higher risks of DVT in legs as 4.7 times than those below 35 years old.
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3.3.2. Cesarean and DVT
Table 3.6: The associations between Cesarean and DVT in legs

DVT OR
Cesarean present absent | Total o p
n % P % (95%Cl)
Emergency cesarean | 44 |15,2| 245 | 84,8 | 289 35 <0.001
Elective cesarean 27 |49 [530]951 557 [(21-58)]

Comment: The risk of DVT in legs in women having emergency cesarean
was as 3.5 times higher than those indicated elective cesarean.
3.3.3. BMl and DVT in legs

Bang 3.7: The associations between BMI and DVT in legs

DVT OR
BMI present absent | Total o p
n % n | % (95%Cl)
BMI> 30 12 |375| 20 |625| 32 7,7 <0001
BMI< 30 59 | 73] 755 |92,7| 814 |(36-165)|

Comment: Pregnant women who had a weight of 80 kg and BMI > 30 were
7.7 time higher risk of DVT in legs than those having BMI<30,
3.3.4. Prolonged labor and DVT

Table 3.8: The associations between prolonged labor and DVT

DVT
pressent absent Total | OR (95%Cl) p
n % n %

Prolonged
labor

Yes 46 | 44,7 | 57 | 553 | 103

No | 25 | 34 | 718 | 96.6 | 7a3 | 2>2(133-40.4) | <0001

Haemorr DVT

_hage Present absent Total | OR (95%Cl) p
g n % n %

Yes 17 [ 809 | 4 | 191 21

No 54 | 66 | 771 | 935 | 825 60,7(20-187) | <0,001

Comment: Women with excessive blood loss increased 60.7 times er risk of
DVT. Prolonged Labor increased 23.2 the risk of DVT, comparing mean
statistics with p <0.001.
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3.3.5. Infection and DVT

Table 3.9: The associations between Infection and DVT
DVT
Infection Present absent Total | OR (95%CI) p
n % n %
Yes 54 52,4 49 47,6 103
No 17 23 726 | 97,7 743

Comment: Acute infection increased 47.1 times the risk of venous
thromboembolism

3.3.7. Pathology- preeclampsia and DVT

Table 3.10: The associations between Pathology- preeclampsia and DVT

DVT

47,1 (25 - 87) | <0,001

OR
Pathology Present absent Total o p
n % n % (95%Cl)
Yes 23 [22,3| 80 71,7 103 4,2 <0001
No 48 | 65| 695 | 935 743 | (24-72) '

Comment: High-risk pregnant increased 4.2 times DVT risk, comparing with

statistical significance with p <0.001.

3.3.8. Motionless and a duration of hospitalization more than 4 days
Table 3.11: The associations between Motionless and DVT

HKTMSCD OR
Motionless Present absent Total o p
n % n % (95%Cl)
Yes 45 93,7 3 63 | 48 445 <0.001
No 26 33 | 772 [ 96,7 | 798 | (130-1527) | ™

Comment: Maternity lying motionless on the fourth day higher risk than
women not lying was 445 times (p <0.001.)
3.3.9. Antiphospholipid (APLS)

Bang 3.12: The associations between Antiphospholipid and DVT

DVT OR
(APLS) | Present absent Total o p
n % n % (95%Cl)
Yes 2 |100 0 0,00 2 26,7% 0013
No 69 | 82 | 775 | 91,8 | 844 | (2lwt) |
¥: Exact logistic regression

Comment: Women with a history of antiphospholipid syndrome has higher
DVT risk than women with no history of antiphospholipid syndrome was
26.7 times (p <0.05).
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3.3.10. Recurrent VTE
Table 3.13:The associations between Recurrent VTE and DVT

DVT
Recurrent OR
Present Absent Total o p
VTE T % (95%C1)
Yes 4 100 0 0,00 4 60,0%
No 67 | 80 | 775 | 920 | 842 | (T4-ety | 00001
¥. Exact logistic regression

Comment: Women with Recurrent VTE have an increased DVT risk 60
times ( p< 0,05).
3.3.11. Previous VTE

Table 3.14: The associations between Previous VTE and DVT

DVT OR
Previous VTE Present Absent | Total (95%Cl) p
n % n %
Yes 2 100 0 0.00 2 26,7%
No 69 |82 775 918 844 | (2,1-0t) | #0130
¥. Exact logistic regression

Comment: Women with Previous VTE have an increased DVT risk 26.7
times ( p< 0,05).
3.3.12. CRP and DVT

Tabe 3.15: CRP and DVT

LEDVT
WwB OR
Present Absent Total
Gy e ©@s%cly | P
High (>10,0) | 60 [ 27,5 | 158 | 725 | 218 115
Normal " <0,001
(4,0-10,0) 11 | 32 | 333 | 96,8 344 | (5,9-22,5)
DVT OR
CRP Present Absent Total o p
n % n % (95%Cl)
High(>0,5) 58 | 532 | 51 | 46,8 | 109 41,7 <0.001
Normal(<0,5) | 12 | 27 440 | 97,3 | 452 | (21-82,8) !

Comment: Postpartum women with cesarean delivery, CRP higher incresed
DVT risk was 41.7 times (p< 0,001).
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3.3.13. The incidence of thrombotic risk group
Table 3.16: The associations between The incidence of thrombotic risk
group and DVT

. Present DVT | Absent DVT OR
Level of Risk n % n % (95%C1) p
No risk 3 [ 07 [ 413 ] 993 1
Lowrisk(12) | 15 | 42 | 340 | 958 | o y | 0005
Moderate risk(3-4) | 31 | 60,8 | 20 | 39,2 (6201_%‘7) <0,001
Highrisk25) | 22 | 917 | 2 | 83 |, 453;‘33) <0,001

Comment: Women have high risk increased DVT risk was 1514 times (p< 0,001).
Table 3.17: Multivariate analysis with DVT relationship with the risk
factors and the interaction

OR (95%CI)

Emergency caesarean in labour 2,9 (0,9-9,02)
Current infection 4,84 (1,56-15,0)™
Prolonged immobility/hospitalisation (greater than

4 days) 23,7 (3,24-172)

Current infection and Prolonged

immobility/hospitalisation (greater than 4 days) 472 (1,12-1994)

Labour longer than 24 hours 19,9 (5,35-73,97)™

Pregnancy related medical illness 9,5 (3,29-27,36)™"
Number of observations 846

Adjusted R square 0,69

Sensitivitymodel 76,1%

Specificity model 99,2%

ROC 0,979

OR Infection an interaction Prolonged immobility: 4,8 x 472 = 22845
(95%Cl: 6,81-7694; p=0,002)

OR Prolonged immobility/hospitalisation (greater than 4 days) interaction
infection : 23,7 x 47,2 = 1118,64 (95%CI: 46,7-26740; p<0,001)

Comment: The model found significant correlation with statistical factors:
- Labour longer than 24 hours, Pregnancy related medical illness
- Current infection and Prolonged immobility/hospitalisation (greater
than 4 days)
The model explained 69.4%.
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CHAPTER 4: DISCUSSION

41. THE PREVALENCE, CLINICAL MANIFESTATION AND
SUBCLINICAL CHARACTERISTICS OF DEEP VENOUS
THROMBOEMBOLISM (DVT) OF LEGS IN WOMEN AFTER CESAREAN
4.1.1. The prevalence of DVT of legs in women indicatedcesarean who
had risk factors of DVT of legs and was treated in Bach Mai Hospital
Utilizing the Doppler vascular ultrasound with two times separated by

one week, in 439 women indicated cesarean transferred from other hospitals to
Bach Mai hospital to recovery after operation, we found 67 cases having DVT
of legs, accounting for 15.26%. However, we could not be able to compare to
any data in Vietnam as no study has been previously investigatedthe
prevalence of DVT of legs in women after cesarean who have risk factors of
venous thromboembolism (VTE) in Vietnam.

Table 4.1. The prevalence of DVT of legs in samples of some research

Authors Mgthods to Sar_nple The prevalence of
diagnose size DVT of legs (%)
Husini Ultrasound 3
Sia WW Ultrasound 194 0,5
Bergqvist et al Ultrasound 169 18
Jacobsen et al Ultrasound 75 0,0
LuuTuyét Minh | Ultrasound 407 0,98

The results of our study was consistent with that of other foreign
research. Jacobsen et al (2004) conducted a prospective study in 75 healthy
women who were indicated for elective cesarean without prevention from
DVT of legs and followed up six weeks after cesarean. In this study, no case
having DVT in legs was found by ultrasound. The prevalence of women
having DVT in legs in our study was higher than that of women in Jacobsen
et al due to our broader selection criteria for subjects. We recruited healthy
pregnant women, those after emergency cesarean in labor and those
indicated elective cesarean while Jacobsen et al only investigated in healthy
women after elective cesarean. Furthermore, Bach Mai hospital is a big
general hospital that receives subjects after cesarean with a number of risk
factors from other hospital to provide further treatment. Therefore, the
prevalence of this group in our study increased (15.26%), which was
similarto findings of Phillip S, 15% DVT of inpatient after cesarean.
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4.1.2. Clinical manifestation of DVT in legs in women after cesarean
Compared to inpatients having DVT in legs, majority of women after
cesarean having DVT in legs had a dull pain in a left hip as the earliest sign,
accounting for 69%. The main reason for these clinical manifestations is the
obstruction ofvenous circulatory. The inflammations of vein, surrounding
nervous systems and tissues, in combination with edema, were the main
cause of the whole manifestations. Those non-specific manifestation, in
combination with risk factors,would help doctors have direction to diagnose
DVT in legs effectively. We can estimate the location of blood clots based
on clinical manifestations, contributing to acareful ultrasound examination
without omission. Compared to other studies, we found the prevalence of
different clinicalmanifestations nearly similar.
Table 4.2: Clinical manifestations in samples having DVT in legs after
cesarean in some studies

Clinical Luu Tuyet Minh | CocketFB | Elisa A
manifestation
Pain in hip and legs 90,1% 95%
Edema in legs 54,9% 79% 100%
Local elevated 451% 26%
temperature
Dn"flcul_tles in 30% 32%
walking

4.1.3. Subclinical characteristics in Doppler vascular ultrasound
toindicate DVT in legs in women after cesarean

Nowadays, Doppler vascular ultrasound is considered as ‘new gold
criterion/ standard’ in the diagnosis of DVT in legs. We utilized Doppler
vascular ultrasound in legs as standard to definitive diagnosis of DVT in
legs. This was because Doppler ultrasound has a number of advantages: a
high value of diagnosis compared to angiography in legs, no invasion, easy
to implement and availability in Bach Mai Hospital.
4.1.3.1. Images of blood clots

In this study, the echoes of blood clots were recorded in comparison with
anechogenicity (echo-free) of blood flow and increased sound of
surroundingmuscles. However, the echogenicity of blood clots were in a
lower level than that of surrounding muscles. They recorded uneven wave,
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hypoechogenicity (echo poor), hyperechogenicity (echo rich). In this study,
the time-point thatblood clot found in the first week was 49.3%, in the second
and third week was 36.2%. In a period from the formation of blood clots to two
or three weeks of administration, it is reasonablefor the high prevalence of
uneven wave and hypoechogenicity. The ultrasound image recorded was
consistent with the progression of thromboembolism. However, majority of
patients was indicated DVT in one to three weeks, in which30% of them had
suggestive clinical manifestation. Oshaughesy and Trinh TrungPhong also
reported the similar results referring to the uneven wave in patients having
acute DVT in legs.
Moreover, 49.3% patients were diagnosed DVT in legs in the first week after
cesarean, and we could identify the top of blood clots in majority of those
cases.This finding revealed that timely indicating new blood clots in acute
development of women after cesarean might prevent them from acute
complications of pulmonary embolism, which were consistent with other foreign
studies. Pulmonary embolism might associate with the image of blood clots that
its top does not stick to the vessel wall. Therefore, ultrasound is a method to
highly identify and prevent pulmonary embolism.
4.1.3.2. Location of DVT in legs

Results in this study indicated clearly that majority of DVT was in left

legs, accounting for 87.3%.

Table 4.3: Locations of DVT in legs in samples of some research

Authors Country I\{Ietl_wd to Locat_ion of | The in_cidence of
indicate DVT in legs DVT in legs %
Ultrasound
Pomp ER Netherland Vascular Left legs 84
angiography
Ginsgerg etal Scotland Ultrasound Left legs 96,7
Tengborn et al USA Ultrasound Left legs 81,0
Luu Tuyet Minh | VietNam | Ultrasound Left legs 87,3

Compared to Pomp ER,Ginsgerg, Tengborn, results of the present study
were similar.Studies employing ultrasound have demonstrated that
thediameters of left femoral and popliteal veins are significantly larger than
that of right side; in contrast, the blood flow velocity is slower, which
facilitates the formation of thrombosis.
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4.1.3.3. Distribution of veins having thromboembolism

Previous studies reported that reason of false negative cases are the error
between thromboembolism in deep and shallow femoral vein when blood
clots formed too late. The false positive cases are in thromboembolism in
pregnant women, the detection of structures that are similar DVT but not
veins.In this present study, pelvic DVT were indicated early in the first week
after cesarean (87%), thus we believe that there was no misdiagnosis through
ultrasound.
4.2. DIAGNOSTIC VALUE OF D- DIMER
4.2.1. Sensitivity and specificity of D-dimer

D-dimer was employed in this study in the Hematology Center of Bach
Mai Hospital. With diagnostic threshold of 0.6, sensitivity was 97.2%,
specificity was 83.6%. Positive diagnostic value was 41.6% and negative
diagnostic value was 99.6%.
4.2.2. Diagnostic value of D-dimer

Doppler ultrasound is a gold standard to idicate DVT in legs. In
combination of D-dimer and ultrasound, the negative diagnostic value was
up to 99.6%. ( D- dimer threshold > 0,6mg/L).

Table 4.4. Diagnostic Value of D- dimer

Number - .
. Sensitivity Negative
Authors of ostic value (%) roanostic value
patients ° prog
Philipwells S 96,1%
Kovac.M 107 0,644 100
NishiiA et al 1131 95,5%
LuuTuyét Minh 846 0,6 97,2 99,6%

It can be seen in the table that our result was similar to those of other
foreign studies.
4.2.3. The ROC curveof D-dimer value in the indication of DVT in legs

Areas under the ROC curve of D-dimer value in the indication of DVT in
legs was 90%. Therefore, D-dimer had highvalue of exclusive diagnosis of
DVT in legs in women after cesarean. The indication of DVT in legs in
clinic is not easy as its clinical manifestations are nonspecific. However,
women after cesarean had a number of acute development, specially in a
group of high risk factors or obstetric pathology, that requiresquick diagnosis
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and early prognosis of doctors to excluse deadly complications of pulmonary
embolism. We believe that D-dimer might assist clinical doctors to approach
early with indication of DVT in legs. In combination with clinical diagnosis,
Doppler ultrasound increase the accuracy of diagnosis, assisting the prompt
treatment for patients.

4.3.RISK FACTORS OF DVT IN LEGS IN WOMEN AFTER CESAREAN
4.3.1. Age: In the present study, those from 35 years old and above had
higher risks of DVT in legs as 4.7 times than those below 35 years old. In fact,
pregnant women have a number of risk factors associated thrombosis, even in
patients who have no previous indication of hypercoagulability or DVT.Many
risks of DVT can increase during pregnancy. Age of 35 and above, obesity and
cesarean contribute mostly and significantly to the increasingly high
prevalenceof venous thromboembolism. Results of this present study was
consistent with other studies of Antri M, Mantoni M and Chisaka.

4.3.2. Cesarean.

Results of the study showed that the risk of DVT in legs in women
having emergency cesarean was as 3.5 times higher than those indicated
elective cesarean. In one Scotland study, the risk of DVT in women
indicated emergency cesarean was twofold higher than that of those
indicated elective cesarean. In a retrospective study in healthy Canadian
women, those who had first cesarean due to breech was compared to a
similar group of vaginal birth. Results reported that those indicated elective
cesarean (46,766 pregnant women) had twofold higher risk of venous
thromboembolism postpartum (OR 2.2, 95% CI 1,5-3,2) than that of
2,292,420 pregnant women giving vaginal birth. Pregnant women indicated
emergency cesarean had twofold higher risk of venous thromboembolism
than that of those indicated elective cesarean, fourfold higher than that of
those having vaginal birth. Relative risks for cesarean was higher when all
cases was indicated emergency cesarean instead of elective cesarean. In
conclusion, results of this present study was consistent with studies of
Mackion NS, Ros HS, Liu S, Jacobsen AF.

4.3.3. Obesity

We found pregnant women who had a weight of 80 kg and BMI > 30 were 7.7

time higher risk of DVT in legs than those having BMI1<30, p<0,001.
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Table 4.5: The associations between BMI and DVT in legs in some

studies
DVT in legs
>,
Authors BMI>30 OR
Larsen TB Obesity 44
Jacobsen AF, Simpson EL  |Obesity after postpartum 3,2
LuuTuyét Minh Obesity after cesarean 77

Jacobsen AF, Simpson stated that obesity is a risk factor of DVT in legs
determined in pregnant women and postpartum. We found high BMI and
increased risks of DVT in postpartum, which was similar with results from
Simpson and Jacobsen AF
4.3.4. Obstetric complications: prolonged labor- supported birth, blood loss

Lindqvist P, Jacobsen AF, JamesAH reported that cesarean was an
independent risk factor of blood clots in postpartum. In a regression analysis,
we found that emergency cesarean in labor was an independent risk factor.
Thus, finding of this present study was similar to that of other foreign
studies. Prolonged labor, supported birth, blood loss were resonant risk
factors that increase the risk of venous thromboembolism in postpartum.

Bleeding and severe blood loss (> 1000mL) are normally signs indicating
surgery again. Results of this present study revealed that severe bleeding increased
60.7 times the risk of venous thromboembolism 60.7 times. We found that
severe blood loss was the reason for surgery again and a high risk of venous
thromboembolism in postpartum.

4.3.5. Infection and duration of hospitalization

Acute infection increased 47.1 times the risk of venous
thromboembolism, WBC and CRP. Cesarean after a follow-up of vaginal
birth having infection (prolong labor, premature rupture of membranes)
increased the higher risk of venous thromboembolism compared to cesarean
due to other reasons. Applying multiple regression analysis, we found that
long duration of hospitalization and infection increased 1,118 times the risk
of DVT in legs. In women after cesarean, especiallythose lying motionless
long, blood stasis in the vein sinus and valves facilitatedthe thrombosis, then
promoted the formation of layers of platelets, fibrin, leukocytes and created
organic thrombosis. In those having both long motionless and infection, areas
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of lesion will appear the adhesion of leukocyte to endothelial and intracellular
junctions, although there might not exist inflammatory response in place.
These changes can be a source of diffuse thrombosis.

Jacobsen AF and Leizorovicz A reported that longmotionless and infection
were common risk factors of blood clots after surgery. Therefore, results of this
present study was similar with that of other foreign studies.

4.3.6. Pathology- preeclampsia

Similarly to results of Lindqvist P, Jacobsen AF, this present study found
that preeclampsia was one risk factor of thrombosis in postpartum. However,
there is no previous report toward the coordinative effect of preeclampsia
and IUGR (intrauterine growth restriction) to the risk of thrombosis in
postpartum. Both preeclampsia and IUGR associate with placental blood
circulation.

In our research, the interaction of placental factors such as preeclampsia,
obstetric complications related to labour was found. Although there was a
small amount of placenta previa andabruption placenta, we investigated the
association between placenta previa/abruption placenta and bleeding after
labour (yes/no). Results indicated that there was an association between
placenta previa, abruption placenta and bleeding after labour. Bleeding was a
consequence and potential an actionmechanism of placenta previa and
abruption placenta over venous thromboembolism.

4.3.7. Motionless and a duration of hospitalization more than 4 days

In this study, we found a new risk factor which was motionless before
labour. In combination with a duration of hospitalization more than 4 daysafter
cesarean, motionless before labour increased the risk of DVT in legs 445 times.
Motionless was a most important risk factor in both prenatal period and
postpartum.

Our findings and Jacobsen AF revealed that limited motion during prenatal
period was risk factor of venous thromboembolism for both prenatal and
postpartum periods. Influence of motionless, in combination with a long
duration of hospitalization before labour to after cesarean, wereresonant factors
that increased the risk of venous thromboembolism. Motionless in postpartum
was reported as a risk factor in this present study and Jacobsen AF’ study.
However, a long duration of hospitalization was reported as another risk factor
in this study, instead of high BMI reported by Jacobsen AF. Therefore, there was
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a large difference between OR= 445 of this study and OR= 40,1 of Jacobsen
AF’s study.

This clear difference was due to a common motionless of patients suffering
from a big surgery in pelvic areas. Motionless facilitated venous stasis, leading
to endothelial dysfunction. In women after cesarean, hypercoagulablefactors still
increase to 4 weeks postpartum. Moreover, in fact, in the early days after
cesarean, patients often had limitedmovement due to pain, fatigue, blood loss
and dehydration, increasing the risk of venous thromboembolism and pulmonary
embolism.

4.3.8. Time-point for definitive diagnosis of DVT

Majority of patients (63,8%)appeared DVT in legs in first two weeks
after cesarean. Jacobsen AF described risk factors of DVT in pregnant
women or those admittedhospital in after labour. Ultrasound was
implemented consecutively in thosepatients from October 2001 to April
2002. Results from 53 DVT patients including 34 pregnant women and 19
patients in six weeks postpartum were examined: two patients had
thrombosis in pelvic veins. Average time from prenatal period to time-point
of identification of venousthrombosis was 16 days. Results of this present
study were similar to that of Jacobsen.

One descriptive study of Jacobsen from 1990 to 2003 in Norwegian
women indicated DVT in legs in three months postpartum revealed that 50%
patients were identified in first two week postpartum. Results of the present
study were higher because of higher risk of venous thrombosis in the first
week postpartum. This might due to changes in blood coagulation from
cesarean, postoperative infection or limited motion.

4.3.9. Complications of pulmonary embolism.

In 71 patients indicated DVT in legs of this study, 6 of them were
suspected pulmonary embolism. MSCT was taken in all 6 patients, 4 of them
had definitive diagnosis in which two of them had severe pulmonary embolism
and one died. However, we could not assess theaccurate prevalence of
pulmonary embolism in patients indicated DVT in legs after cesarean. This was
because we did not apply MSCT in all patients indicated DVT. Only those that
appeared suspected pulmonary embolism were undergone pulmonary artery
MSCT. The prevalence of pulmonary embolism was not the aim of this study.
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However, our prospective study conducted in one clinical hospital had a
power of regression. All cases were indicated based on same criteria that
guaranteed the objective. Patients after cesarean from different hospital had
many small variables such as assisted reproduction, preeclampsia, elective and
emergency cesarean, placenta previa, abruption placenta and so on. Thus, the
prevalence of DVT in legs were higher, indicating that the real prevalence of
DVT in fact might be more higher than data reported in this study.

CONCLUSIONS

4. The prevalence, clinical manifestation and subclinical
characteristics of DVT in legs in women after cesarean
1.1. Prevalence of DVT in legs in women after cesarean treated in KHOA
PHU SAN in Bach Mai hospital was 0.98%

Prevalence of DVT in legs in women after cesarean in other hosptial
transfered into Bach Mai hosptal was 15.26%.
1.2. Main clinical manifestation and subclinical characteristics of women
having DVT in legs after cesarean treated in Bach Mai hospital were:

- Pains in hip and left legs were the soonest signs

- DVT wes mainly found in left legs and majority of them were new in venous valves.

- Increased coagulation factors suchas Pr C, Pr S va antithrombin I11.
5. Diagnostic value of D-dimmer

With a diagnostic threshold was 0.6, sensitivity was 97.2% and
specificity was 83.6%. Positive diagnostic value was 41.6% and negative
diagnostic value was 99.6%. Areas under ROC curve was 0.9.
6. Risk factors of DVT in legs in inhospital women after cesarean

- Emergency cesarean

- Infection and motionless more than 4 days after cesarean.

- Obstetric complications: prolonged labour more than 24 hours, serious
blood loss

- Obstetric pathology: preeclampsia, placenta previa, antiphospholipid
syndrome. History of DVT in legs.

- Obesity, overweight, age of 35 and above.

However, the more risk factors appeared in one patient, the more higher
risk of DVT in legs for that patient.



51
RECOMMENDATIONS

2. Develop protocol to control venous thromboembolism for women after cesarean.
2. Prompt prevention from DVT in legs for women after cesarean who had
two and more risk factors of DVT in legs, consisting of:

- Acute infection after cesarean and motionless more than 4 days after
surgery.

- Pregnant women having obstetric patholog: preeclampsia, placenta
previa, abruption placenta, serious blood loss after surgery.

-Pregnant women havingantiphospholipid syndrome

- Pregnant women havinghistory of DVT in legs.

- Obesity or overweight pregnant women or those had motionless after surgery.
3. Condut in multiple healthcare centers in Vietnam toward prevention from
thrombosis to evaluate the effectiveness of prevention from DVT in legs in
women after cesarean who have risk factors of DVT. Consequently,
recommendations referring prention from venous thromboembolism can be
given to obstetric patients.



