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HUONG DAN THU'C HANH SIEU AM TRONG CHUYEN DA
THEO ISUOG

Ngudi dich: BS Nguyén Thi Tuyét Ha- Hiéu chinh: Ths Ha Té Nguyén

Khoa Chéin do4n hinh anh BV Tir Dii

Hi dong chuan muec 1am sang (Clinical Standards Committee — CSC)

Hiép hoi siéu &m san phu khoa thé gidi — ISUOG 1a mét to chirc khoa hoc véi tiéu chi hoat
dong 1a thuc day viéc thuc hanh an toan, huin luyén va nghién ciu khoa hoc dat tiéu chuan
cao trong linh vuc chan doan hinh anh cua nix gisi. H6i dong chuan muc 1am sang cua ISUOG
(Clinical Standards Committee — CSC) ¢6 tham quyén dua ra cac huéng dan thue hanh ciing
nhu cac dong thuan cho cac bac si /khi thyc hanh siéu am chan doan. ISUOG da rat ¢6 gang
dé cac huéng dan tai thoi diém luu hanh 13 dung va cap nhat nhat, khdng mét ai, du 1a cac hoi
vién hay cac thanh vién nao trong té chizc ISUOG chap nhan kha niang c6 su sai S6t trong cac
hudng dan, khuyén céo hay dir liéu duoc dua ra boi CSC. Céc tai liéu dugc phat hanh boi
CSC khéng nham muc dich xay dung mot chuan muc c6 tinh phap Iy vi sy @ng dung caa cac
khuyén cao va cac hudng dan nay co thé bi anh huong tly ting ca thé, tirng ving mién, va
ngudn luc sin co tai dia phwong. Cac hudng dan nay duge ISUOG cho phép luu hanh mién

phi (info@isuog.orq).

GIOI THIEU TONG QUAN

Muc dich cua nhitng huéng dan nay 1a xem xét lai cac ki thuat siéu am trong chuyén da va
rng dung caa chdng trong thuc hanh, nham tong két cac mirc dd ching ¢t cua viée st dung
siéu am trong chuyén da, tir d6 cung cap cac hudng dan cho cac bac si khi ndo c6 chi dinh
thuc hién siéu &m va cac dau hiéu hinh anh c6 thé anh huéng nhu thé nao dén viéc xir Iy mot

cudc chuyén da.

Tur trude d&én nay, viéc danh gia va quan Iy mot cudc chuyén da duoc dya trén tham

kham 1am sang'’. Chan doan thai trinh ngung tién va quyét dinh lya chon phuong phéap can
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thiép chir yéu dua trén viéc thim kham bang tay d6 mé ¢ tir cung, do lot va kiéu thé thai®7,
Tuy nhién, thim kham ldm sang thudng thiéu chinh xé&c va chu quan®®?, dic biét 1a khi co

buéu huyét thanh s& gay kho khan cho viéc xac dinh vi tri thop, duong lién thop cua thai.

M6t vai nghién ciru da chi ra riang siéu am chinh xac hon thim kham 1am sang trong
chan doan kiéu thé, do lot thai trong khung chau?®3 va trong du doan thai trinh ngung tién3*
42X ét trong mot chirng muc nao do thi siéu 4m c6 thé gilp phan biét duoc san phu c6 kha
nang sanh ngd 4m dao véi mo lay thai***’. Tham chi, mét vai bang chang cho thay siéu am

trong chuyén da c6 thé tién luong dugc két cuc caa mot cudce sanh gilp*48,

Siéu &m cd thé dugc tién hanh qua ngd bung nham xac dinh vi tri dau va cot séng?®,
hoac tién hanh qua nga day chau dé xac dinh kiéu thé va do lot cua thai. Nhiéu thong sb dinh
luong trén siéu am dugc dé& xuit nham danh gia do lot cua thais0-3234354042435051 Ty phién,
hién nay van chwa c6 dong thuan nao vé viéc xac dinh thoi diém siéu am trong chuyén da,
thong s nao nén do dac va cac dic diém trén siéu 4m dugc dung nhu thé nao trong thuc hanh

lam sang.

HUONG DAN THUC HANH
Muc dich cia siéu &m trong chuyén da

Cac huéng dan nay chi nham dén viéc sir dung siéu &m trong chuyén da dé xac dinh d6 lot,
thé va kiéu thé thai. T4t ca nhitng @ng dung con lai gdm do chiéu dai kénh cé tir cung, d6 mo
co tir cung va Doppler thai khong dugc bao ham trong huéng dan nay. Tir thoi diém nay tro
di, siéu 4m nén duogc sir dung nhu mot phuong phap bd sung chi khdng phai 1a thay thé cho

viéc tham kham l1am sang bang tay.
Panh gid kiéu thé thali
Xac dinh chinh xac vi tri cham cua dau thai 12 viéc hét sic quan trong

e Kiéu thé cham sau thuong cd méi lién quan véi nguy co cao mé lay thai®? va tang bénh
suét cho me va tré chu sinh®54,

e Can thiét phai danh gia dung kiéu thé thai truéc khi quyét dinh sanh giup. Néu danh
gia sai co thé dan dén hau qua st dung giac hat hay forceps khdng phi hop, lam ting
ti 16 chin thuong cho thai va ting ti 1& that bai cua tha thuat>®%8, Mb lay thai sau mot
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cudc sanh gitp gay kéo dai thoi gian chuyén da® va ting nguy co chan thuong cho ca

m@GO’Gl va C0n62_65.

Tir trude dén nay, cac béac si 1am sang thuong xac dinh thé, kiéu thé thai qua tham kham
bang tay, s cham duong lién thop, thop trude va sau cua thai. Mot vai nghién ciru danh gia
muc do chinh x4c cua chan doan 1am sang, sir dung siéu &m'®-28 1am phuong tién tham chiéu.
Céc nghién ctru nay chi ra rang tham kham bang tay kha cha quan, thiéu chinh xac, ti 1¢ sai
sot dao dong tir 20% dén 70% néu xem siéu am 14 tidu chuan dé dbi chiéu!® (MUC PO
CHUNG CU 1-).

Tham kham 14m sang bang tay c6 xu hudng it chinh xac trong tinh hung cé bét thuong
kiéu thé, chang han nhu cham ngang hoic cham sau, khi d6 thi can thiép thu thuat gan nhu
chéc chic can thuc hién*202223 (MUC DO CHUNG CU 2++).

Sy thiéu chinh xac nay c6 thé tang qua muc khi ¢d hién dién budu huyét thanh to va lot
khong ddi xang, ca hai tinh trang thuong lién quan véi chuyén da tac nghén. Mot vai nghién
ctru da gap that bai trong viéc tim ra su Khac biét c6 y nghia thong ké vé mirc do chinh xac
gitra cac bac si san khoa cd nhiéu va khdng c6 kinh nghiém?®212 (MUC PO CHUNG CU
2+).

Vai nghién ctru khac d cho thay su vu viét cia siéu 4m don doc hozc phdi hop véi thim
kham 1am sang dé danh gia kiéu thé thai so véi chi tham kham bang tay don thuan nhu trudc®
2866 (MUC PO CHUNG CU 1-).

Danh gia dé lot thai

Do lot 12 vi tri cua dau thai trong dng sanh lién quan véi mat phang qua hai gai chau cia me
(trong hudng dan nay khong bao ham cac ngdi khac ngoai ngdi dau). Thuat ngir “dau lot”
duoc dung khi phan 16n nhat caa dau thai di qua dugc mat phang eo trén cua khung chau hoic
khi kham bang ngdn tay trén bung thi phan dau thai con so cham dugc khéng qué hai khoét
ngon tay, tuong tng voi dudng kinh ludng dinh cia dau thai xudng thip ngang mic eo trén
khung chau. Khi thim kham bang tay qua ngd 4m dao, dau dugc xem 12 lot khi phan thap nhat
va cing nhét cua xuong so ngang mac mit phang qua hai gai chau me, khi d6 goi 1a d6 lot 0.
Vi tri dau trén hay dudi mirc nay dugc tinh bang centimet dwong hoic am so véi mat phiang

tham chiéu.
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Dupuis va cong su'® da chang minh tinh chi quan cua viéc danh gia do lot dau thai bang
kham tay qua ngd 4m dao (MUC DO CHUNG CU 2+). Bing viéc st dung cac trang thiét bi
cam bién d& md phong qué trinh sinh, cac nha nghién ciru dat moét mé hinh dau thai nhi dé
mdt nhoém céc bac si voi nhiéu cap do kinh nghiém khac nhau s& tham gia kiém tra, thim
kham bang tay dé danh gia do lot dau thai. Muc d6 sai sot c6 sy khac biét giira cac béac si noi
trdl va cac bac si san khoa. Trong thuc hanh 1am sang, viéc chan doan sai c6 thé tac dong bat

loi dén viéc quan Iy cudc chuyén da.

Khao sat siéu am dua ra nhitng bang ching khach quan va chinh xéc trong viéc danh gia
d6 lot dau thai trong 6ng sanh?>-33354768 (MUUC DO CHUNG CU 2+). Mot loat nhitng thong
s6 do dac trén siéu am duoc d& nghi nham mé ta do lot thai ciing da dwgc cac chuyén gia
nghién ciru dong y%°* (MUC DO CHUNG CU 2+).

Padnh gid sir xuéng cia dau thai

M6t vai nghién ciu md ta36:37:39.7273 3¢ nghi thyc hién lap lai siéu &m nham danh gia tién trinh
thay d6i do lot theo thoi gian (tirc sy di xudng cua dau thai), viéc 1am nay sé& cho két qua tot
hon tham kham bang tay va c6 thé chi ra duoc chuyén da kéo dai hoic ngung tién ¢ giai doan
1va 2 (MUC DO CHUNG CU 2+).

Panh gia dg cli ngira ciia dau thai
Siéu am dugc ching minh 14 hitu ich trong danh gia do cui ngaa cua dau thai 747 (MUC DO

CHUNG CU 2-) va chan doan ngbi bat thuong trong chuyén da -8 (MUC PO CHUNG
CU 3).

Ky thuat thuc hién

Siéu am trong chuyén da cd thé tién hanh qua ng bung hay ngi day chau, tly thudc vao muc
dich danh gia ctia cac thdng sb (chi yéu 1a xac dinh kiéu thé va do lot) va chi dinh 1am sang.

Cong cu st dung 1a thiét bi siéu am 2D véi dau do convex, tan sé thap < 4 MHz.
Panh gid kiéu thé thai

Siéu 4m danh gia kiéu thé thai duoc thuc hién tét nhat qua ngé bung ¢ mat cat ngang
va dung doc. Pau do duoc dit nim ngang trén bung me, ldy mit cit ngang qua phan bung
trén hoac nguc cua thai, tir d6 xac dinh vj tri cot séng. Sau d6 di chuyén dau do xudng dén

ving trén xwong mu cua me dé thiy duoc dau thai. Diém méc dé xac dinh vi tri cham d6 1a

Copyright © 2018 ISUOG. Published by John Wiley & Sons Ltd. UltrasoundObstetGynecol2013; 41:348-359.



ISUOG Guidelines

néu thay hai hbc mét thai c6 nghia 1a kiéu thé cham sau, thiy duong echo day doc giita hai
ban cau ndo 1a kiéu thé ngang, thiy viing cham va cot séng cé 1a kiéu thé tru6c® (Hinh 1 va
2). Pam rbi mach mac hai bén thudng phan ki huéng vé phia cham, ciing hitu ich trong viéc

xéac dinh kiéu thé+7,

Céu triic dudng gitra c6 thé kho quan sét trén siéu am nga bung khi ma dau thai xudng

thap, khi d6 can két hop tiép can qua nga day chau.

Hinh 1: hinh anh siéu &m nga bung mat phang ding doc cho thay kiéu thé cham trudc

(Youssef va cs.8)

Hinh 2: siéu &m nga bung mit phang ngang cho thay kiéu thé cham sau (Youssef va cs.81)

Kiéu thé ciing c6 thé dugc mo ta dua trén vong tron dong hd tuong tng mat cat ngang
qua dau thai (Hinh 3): vi tri > 02.30h va < 03.30h duoc xem la cham trai ngang (left occiput
transverse: LOT); vi tri > 08.30h va < 09.30h 1a chdm phai ngang (right occiput transverse:
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ROT); vi tri > 03.30h va < 08.30h la cham sau (occiput posterior: OP): va vi tri > 09.30h va

< 02.30h 14 cham truéce (occiput anterior: OA)25,

12.00 h

OA

09.00 h 03.00 h

OP

— I

06.00 h

Figure 3 Classification of fetal occiput position based on positions
of hour hand on a clock face: positions = 02.30 h and <03.30 h
should be recorded as left occiput transverse (LOT) and positions
= 08.30h and = 09.30 h as right occiput transverse (ROT).

Positions = 03.30 h and < 08.30 h are occiput posterior (OP) and

L. . . 701
positions = 09.30 h and < 02.30 h are occiput anterior (OA)">"2,

Danh gia dé lot thai

Siéu am danh gia kiéu thé thai duoc thyc hién tot nhat qua ngd ddy chau & mat cat
ngang hoic dtng doc giira. Pau do duoc dit ¢ ving am ho, gitra hai méi Ion hoac co thé
chéch ra phia sau, véi san phu nam & tu thé san khoa, chan gap tao goc 45° so véi héng va
90° so véi gbi, va bang quang nhat thiét phai duoc 1am tréng. Trén mit cat doc gitta, cac chi

tiét giai phau sau ddy s& duoc nhin thay rd rang:

e Khép mu: ciu tric phan &m séng, c6 hinh thang khong déu, thudong nam ngang;
e Xuong so dau thai: thiy duoc hai ban trang phia truéc va sau.

Thong thuong, mbc giai phau truyén thong dé cac nha 1am sang tham chiéu khi tham
kham bang tay qua 4m dao la mat phang ngang muc hai gai chau, sé khong nhin thay dugc
trén mat cat siéu am nay. Tuy nhién, gira phan thip nhat cua khép mu va mat phing ngang
qua hai gai chau c6 mdi lién quan vé giai phau: dudong dudi mu (“infrapubic line”) 1a duong

thang tudng twong ké tir vi tri thap nhat cua khap mu, vudng goc vai truc doc khdp mu, hudng
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vé phia 6ng sanh. Trén Ctscan téi tao dung hinh, dudng duéi mu nay nam phia trén mat phang
ngang gua hai gai chau khoang 3cm?2:82-84,

Trén mat cit doc gitra & day chau, c6 ba thdng sé dugc dé nghi dé danh gia truc tiép
do lot thai 1a: goc tién trién (angle of progression = AoP) con goi la goc xudng*®4: khoang
cach tién trién (progression distance = PD)%®; va d6 lot siéu 4m day chau (transperineal
ultrasound head station)*'. Mot vai thong sb gian tiép khac nhu: khoang cach dau — khép mu
(head — symphysis distance = HSD) thay ddi theo su di xudng cua dau thai®!; va hudng dau
thai cho biét huéng cua truc doc dau thai so véi truc doc cua khép mu“2,

Xoay dau do 90° theo chiéu kim dong hd dé chuyén qua mat cat ngang, ching ta xac
dinh thém hai kich thuéc khac: khoang cach dau — day chau (head — perineum distance =

HPD)3*; va goc duong gitra (midline angle = MLA)3,

G6c tién trién (AoP)/géc xudng: vé 2 duong thang: mot 1a dudng doc theo truc xwong mu,

hai 1a dudng V& tir phan thap nhat caa xwong mu tiép tuyén voi phan thap nhét cua xuong so

thai. AoP la goc hop bai hai dwong nay (Hinh 4).

Khéi niém goc AoP dugc md ta lan dau vao nam 2009%0%3, duoc xem la théng sb chinh xac
va cd thé lap lai duoc trong danh gia d6 xudng cua dau thai*®41697 (MUC PO CHUNG CU
2+). Duckelmann va cong su’ da khang dinh rang do luong AoP ¢ thé hoc dé dang, bat ké
cap do kinh nghiém siéu am cua cac bac si lam sang (MUC PO CHUNG CU 2+). Trong qué
trinh nghién ciru mot vai thdng sé, Tutschek va cong su*t tim thay khi dau lot 0 thi trong wng
voi géc AoP = 116° (Bang 1).

Hinh 4: Cach dat d¢au do va do dac gdc tién trién (A.Youssef, E.A.Torkildsen va T.M.
Eggebo).

Bang 1. Mbi twong quan giira goc tién trién AoP va do lot trén siéu 4m day chau (TPU head

station)
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AoP (°) Do lot (cm) AoP (V) Do lot (cm)

84 -3.0 132 1.5
90 -2.5 138 2.0
95 -2.0 143 2.5
100 -1.5 148 3.0
106 -1.0 154 3.5
111 -0.5 159 4.0
116 0.0 164 4.5
122 0.5 170 5.0
127 1.0

Dién giai theo Tutschek va cong su*l. Do lot trén siéu 4m day chau tinh duoc trén cong thuc
hdi quy véi goc tién trién: TPU head station (cm) = AoP (°) x 0.0937 — 10.911

Huwéng ddu thai. La dau hiéu gian tiép danh gia do lot thai, duwgc mo ta lan dau tién bai

Hendrich va cong su?, xac dinh bai goc gitra truc dai nhat cua phan dau thai thiy duoc voi
truc doc cua xwong mu & miat phang doc giira khi siéu am qua ngd day chau (Hinh 5). Xép
loai: dau di xudng (goc < 0°), dau di ngang (goc 0-30°) va dau di 1én (goc > 30°). Céc tac gia
ghi nhan d& dang su thay d6i cua hudng dau thai tir khi di xuéng huéng vao khung chau, sau
d6 di ngang rdi hudng 1én. Khi dau thai di hudng 18n ngay trude khi thuc hién sinh thu thuat

s& cho két qua thanh cong dé& dang hon.

Hinh 5: Hudng dau thai: ngang (trai) va di 1én (phai).

Do lot trén siéu Am. Po lot trén siéu 4m qua ngd day chau dung dé md ta su tién trién caa

cudc chuyén da (tinh bang centimet trén hay duéi mat phang qua hai gai chau) va c6 két hop
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Vv6i d6 cong cua dng sanh. Pidu nay doi hoi phai danh gia: (i) hudng dau thai va (ii) khoang
cach giita duong duéi mu (duong thang nam trén mat phang qua hai gai chau 3cm) véi phan
xuong so Xudng thap nhat doc theo tryc ciia hudng dau thai (Hinh 6). Do lot trén siéu am day
chau khi dwoc so sanh véi cac thong sé khac dé do do lot thai thi thdy phirc tap hon nhiéu do
phai do dac nhiéu yéu té (bao gdm ca goc va khoang cach). Do d6, ngudi ta dd tim ra moi
tuong quan cho phép chuyén déi truc tiép tir goc tién trién AoP sang do lot do bang centimet
(Bang 1).

N

/ : Head station

' 4

: Head ;
:direction :

ooan . Level of
Infrapubic ischial spincs
planc -

* Caput succedancum

Hinh 6: d6 lot trén siéu am day chau duoc do doc theo hudng dau thai. GAc tién trién AoP,
khoang cach dau — khdp mu (HSD), duong dudi mu, va mat phang qua hai gai chau ciing
dugc thé hién trén hinh (Tutschek va cong su?).

Khodng cdch dau — ddy chdu (HPD): duoc md ta dau tién boi Eggebo va cong sy (Hinh 7).

Pau do duge dat nam ngang gitra hai mi 1on, &p sat md mém vao phan xwong mu, chinh goc
dau do sao cho cang thay rd duong vién ban so cang tét, chirng to séng siéu am vudng géc
v&i xuong so thai. HPD 14 khoang céch ngan nhat tir bé mat da day chau dén bo ngoai xuong
so trén mat phang tran. Khoang céch nay biéu hién cho phan éng sanh con lai ma dau thai

chua vuot qua. Nhitng san phu c6 khoang cach dau - day chau ngin (< 45mm) c6 ti 16 mé lay
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thai thap hon, ngoai ra HPD con c6 thé gitp tién lugng mb lay thai hozc sinh thi thuat. HPD
khong thé so sanh truc tiép véi do lot trén tham kham 1am sang (tir -5 — +5) do HPD khéng
do theo dudng cong cua 6ng sanh®. Tutschek va cong su®? tim thiy do lot 0 twong wng Véi

HPD 35mm, con véi Maticot-Baptista va cong su® thi twong ttng HPD 38mm.

Perincum (transducer ——
in pcnn‘eumJ skin

Skull contour 3 Molding

+—— Midline

Hinh 7: vi tri dit ddu do va cach do luong khoang cach dau — day chau (HPD) (S.

Benediktstdottir, 1. Froysa va J. K. lversen).

Géc dwong giiza (MLA): MLA khéc nhiing théng sb khac vi n6 st dung goc xoay cua dau

thai nhu 1a mot dau hiéu chi dan cho qua trinh tién trién caa chuyén da. Puoc mé ta dau tién
boi Ghi va cong su®t, MLA duoc do trén mit phang ngang, 1a goc tao béi truc trude sau cua
khung chau me véi dudng doc gitra hai ban cau thai (Hinh 8). Ngudi ta nhan thay c6 mbi lién
quan cé ¥ nghia thong ké gitra do6 lot trén 1am sang véi MLA, sau khi loai trir nhitng truong
hop kiéu thé cham sau, khi MLA > 45° ¢4 twong quan vdi Vi tri dau thai <+2 cm trong 70/71
truong hop (98.6%) va MLA < 45° ¢6 twong quan véi Vi tri dau thai > +3 cm trong 41/49
truong hop (83.7%) (p < 0.001) (MUC PO CHUNG CU 2+).
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Midline angle |, 4

Midline an

(S

Hinh 8: vi tri dat dau do va cach do goc duong giira.

Céc thong sé bé sung dé danh gid dj ot thai: hai thong sé dugc dé xuat gom khoang cach

tién trién (progression distance = PD) va khoang cach dau — khop mu (head — symphysis
distance = HSD). Tuy nhién, chung khéng dugc ap dung rong réi trong cac nghién ctru vi su
hitu ich cho 1am sang it hon cac thong s6 khéc.

PD duoc mo ta dau tién bai Dietz va Lanzarone®, 1a khoang cach ngan nhat giira duong
dudi mu va phan ban so xa nhét cua dau thai (Hinh 9). Boi vi AoP dé do luong hon PD va
con két hop giai thich duoc do cong tu nhién cua dng sanh, trong khi PD thi khong, do do
AoP duoc ua thich hon dé do luong d6 lot thai.
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Progression distance

Progression distance

e et

Hinh 9: Cach do khoang céach tién trién (PD)

HSD la khoang cach giita phan thap nhat cua khép mu san phu va dau thai doc theo
duong dudi mu (Hinh 10). Boi vi khoang trong cd thé so thay duoc giita khdp mu va dau thai
duoc cac nha 1am sang su dung rong rai trong danh gia do lot, nén Youssef va cong su®! da
dé xuat HSD nhu 13 dau hiéu gian tiép cho su di xudng cia dau thai. Trong mét nghién cuau
doan hé cac truong hop kiéu thé cham truéc, viéc do dac lap lai thdng s6 nay cho thay c6 mbi
tuong quan nghich tuyén tinh véi do lot thai, nghia 1a khi dau cang xudng thap thi tri s6 HSD
cang ngan lai (MUC PO CHUNG CU 2+). Hon nita, HSD con cho thdy ¢ méi twong quan
thuan véi HPD va tuong quan nghich véi AoP32 (Hinh 11). HSD chi c6 thé do dac duoc khi

dau thai xudng duéi duong dudi mu, tiac do lot > -3cm).

Hinh 10: Vi tri dit dau do va cach do khoang cach dau — khép mu (HSD) (Youssef va cs.5)
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Fetal head station

Hinh 11: Méi twong quan giita do lot trén siéu am day chau (TPU head station) véi goc tién
trién (AoP;0); khoang cach dau — ddy chau (HPD;n); va khoang cach dau — khop mu (HSD;A).
Do lot trén siéu 4m day chau tinh bang cm trén hay dudi mat phang qua hai gai chau. Dir liéu

cung cap boi Tutschek va cong su®2.

CHI PINH SIEU AM PANH GIA TRONG CHUYEN DA

e Chuyén da cham hoic ngirng tién trién trong giai doan 1
e Chuyén da cham hoic ngirng tién trién trong giai doan 2
e Xac dinh vi tri dau thai va d6 lot trudc khi xem xét hay tién hanh sanh gitp

e Xac dinh ngbi bat thuong

Mot nghién ciru da that bai trong viéc chang minh lgi ich cua siéu &m trong chuyén da
thuong nhat dé danh gia vi tri dau thai & nhitng san phu nguy co thap, viéc sir dung siéu &m
& nhitng nguoi ndy cé lién quan vai ting nguy co md lay thai®® (MUC PO CHUNG CU 1-,
MUC PO KHUYEN CAO A).

Mic du siéu 4m da duoc ching minh 14 chinh xac hon va cé thé lap lai nhiéu lan so voi
tham kham bang tay trong xac dinh vi tri va do lot dau thai, nhung nhiing kién thirc nay chua
cho thay c6 thé cai thién duogc viéc quan ly va xu tri cudc chuyén da. Boi vi két cuc bat lgi
cho me va con trong sudt qua trinh chuyén da thi it gap, nén can phai ¢ cac nghién ciru ngau

nhién véi c& mau rat 16n mai c6 thé chizng minh duoc kha niang cai thién lgi ich 1am sang cua
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siéu am chuyén da ddi véi bénh suat me va chu sinh. Tuy nhién, vi siéu am trong chuyén da
cho phép danh gia tét hon va d& duoc chap nhan bai cac san phu hon 13 thim kham bang tay’
nén no cé thé duoc &p dung trong nhitng tinh hudng sau day nhu 1a bién phap hd tro cho 1am

sang.
Chuyén da cham hoic ngirng tién trién trong giai doan 1

Nhiéu nghién ctru lién tiép da chi ra rang HPD va AoP chinh x4c hon kham tay trong dy doan
két cuc sinh ngd 4m dao & nhitng san phu con so cé giai doan mot chuyén da kéo dai®®3°
(MUC PO CHUNG CU 2+, MUC PO KHUYEN CAO B). Trong mét nghién ctru da trung
tdm 16n nhét trén 150 san phu®, néu HPD < 40mm thi ti 16 mé lay thai 1 7% va ting 1én 82%
khi HPD > 50mm. Ciing nghién ctru d6, néu AoP > 110° thi ti 18 mo lay thai 1a 12%, va tang

l&n 62% néu goc nay <100°.

Trong mot nghién ctu cling ¢& mau 150 san phu c6 giai doan mot kéo dai®’, cac tac gia
nhan thay nhimng truong hop ngodi dau kiéu thé cham sau c6 mai lién quan ¢ y nghia thong
ké v&i nguy co md lay thai so voi céac kiéu thé khac khdng phai cham sau (38% so véi 17%,
p =0.01) (MUC PO CHUNG CU 2+, MUC PO KHUYEN CAO B).

Mot vai bao céo loat ca’®8 nhan thay & cac truong hop giai doan mot chuyén da kéo dai,
siéu am bung hoic day chau cé thé gilp xéc dinh nguyén nhan thai trinh ngung tién chang
han nhu ngdi bat thuong do dau cli khéng tét (ngdi mat, ngdi tran) hozc bat xtng dau chau
(MUC PO CHUNG CU 3, MUC PO KHUYEN CAO C).

Chuyén da cham hoic ngirng tién trién trong giai doan 2

C6 rat it nhitng nghién ctru hudng dén sy hitu dung cua siéu am trong du doan kha ning sanh
ngd am dao so v&i mo ldy thai hay sanh gilp ¢ san phu c6 giai doan hai chuyén da kéo dai.
Nghién ciu trén 62 san phu c6 chuyén da giai doan 2 kéo dai qua siéu 4m ngd day chau,
Masturzo va cong su’® nhan thiy khi hudng dau thai di 1én s& thuan loi cho sanh ngd 4m dao
trong 80% céc truang hop (16/20), so véi 20% (4/20) khi dau di xudng va 41% (9/22) khi dau
huéng ngang (MUC PO CHUNG CU 2+, MUC PO KHUYEN CAO B).

Xac dinh vj tri dau thai va dd lot trweéc khi xem xét hay tién hanh sanh gitp

Trong mot thir nghiém 1am sang ngau nhién c6 d6i ching gan day?® da ching minh viéc két
hop siéu &m ciing voi thim kham bang tay truéc khi tién hanh tha thuat gidp sanh sé& cho két

qua danh gia chinh xac hon vé do lot va kiéu thé cua thai so véi chi kham 1am sang bang tay
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don thuan (siéu &m chan doan sai trong 1.6% trudng hop, so véi 20.2% nhom kham bang tay)
(MUC DO CHUNG CU 1-, MUC PO KHUYEN CAO A). Vi nghién citu khdng cho thay sy
khéc biét vé bénh suat me va thai ma két qua chinh chi 1a sy chinh xéc trong danh gia ngoi
kiéu thé, nén nghién ciru nay khong du manh dé chi ra sy khac biét trong nhirng truong hop

c6 két cuc nang bat 1¢i®’.

Wong va cong su®® thuc hién thir nghiém 1am sang ngau nhién c6 d6i chung va ching
minh rang khi vi tri dau thai duge xac dinh boi siéu am so véi kham tay trén 1am sang thi viéc
dit giac hat sé chinh xac hon (MUC PO CHUNG CU 1-, MUC DO KHUYEN CAO A).

Huéng dau thai gilp du doan két cuc thi thuat sanh giip*2. Trudc khi tién hanh dat giac
ht trong céac cudc chuyén da kéo dai, néu thay dau hi¢u dau thai hudng 1én thi d6 1a dau hiéu
c6 gia tri tién doan duong kha ning thanh cong. Trong s 11 truong hop kiéu thé cham trudc
v6i dau thai huéng Ién, tat ca déu trai qua sanh gitp bang giac hit véi ti 1¢ thanh cong dé dang
la 5/11 va mot chit kho khan 1a 6/11. Trong khi d6, & 6 trudong hop véi kiéu thé cham trudc
va dau huéng ngang hoic hudng xudng thi chi c6 mot truong hop thanh céng dé dang véi
giac hat, va mot truong hop that bai. Dau hiéu dau thai hudng 1én c6 gia tri tién doan kha
ning sanh ngd 4m dao kha tét va nhan duoc sy dong thuan gitta c4c tac gia khac nhau*t (MUC
PO CHUNG CU 3, MUC PO KHUYEN CAO C).

Go6c tién trién AoP ciing duoc xem 1a yéu to tién doan muc d6 thanh cong cua sanh hat
trong 41 trudng hop thai c6 kiéu thé cham trudc. Vi gid tri cut-off 120° dy doan dugc kha
nang sanh hat thanh cong trong 90% céc truong hop* (MUC PO CHUNG CU 2, MUC PO
KHUYEN CAO B).

Trong 52 san phu c6 thai kiéu thé cham truéc da trai qua cudc sanh gitp bang giac ht,
su két hop cua diu hiéu dau thai hudéng 1&n, MLA < 45° va AoP > 120° 14 cac yéu té trén siéu

am c6 y nghia tién doan kha ning thanh cong cua thu thuat®.

Cuerva va cong su*® danh gia vai tro cua siéu am trong du doan két cuc sanh gilp bang
forceps & 30 truong hop thai cé kiéu thé khdng phai cham trudc. T4c gia nhan thay AoP cang
nho két hop véi PD cang ngan thi nguy co that bai va bién ching s& cang ting (MUC DO
CHUNG CU 2+, MUC PO KHUYEN CAO B).

M6t nghién ctu gan day véi ¢& mau 16n* da ching minh méi quan hé giira ti 16 sanh
giac hat that bai voi gi tri AoP (ngay trude khi tién hanh thi thuat) ¢ 235 san phu. Ti 18 that
bai 12 30 truong hop (12%) so véi 205 trueang hop thanh cdng. Sanh giac hat that bai c6 lién
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quan c6 y nghia thong ké véi tri s6 trung vi AoP nho (136° so véi 145.9%) (MUC PO CHUNG
CU 2+, MUC PO KHUYEN CAO B).

Mot nghién ctu tién cu & Chau Au®’ trén mot doan hé 222 san phu co giai doan 2
chuyén da kéo dai nhan thay, thoi gian thuc hién thu thuat giac hat ngan & cac truong hop co
HPD < 25mm. Ti 1&é mé lay thai thap khi HPD < 35 mm so v6i HPD > 35mm (3.9% so voi
22%, sy khac biét co y nghia thong ké vai p < 0.01). Néu HPD > 35mm va két hop véi kiéu
thé cham sau thi ti 1é mé lay thai tang 1én 35%. Ngoai ra, tan suat dong mach rén c6 pH < 7.1

cao hon dang ké & nhitng dua tré duoc sanh giac hiat véi HPD > 35mm.

Trong mot nghién ciru doan hé tién cau & 659 san phu, HPD dugc do ludng ngay trudc
khi tién hanh thi thuat sanh gitp*e. Sau khi da hiéu chinh cac yéu to sé lan sanh, ngbi thai,
kich thuéc dau, tdc gia nhan thdy HPD > 40mm c6 lién quan c6 y nghia thong ké véi kha
nang xay ra sanh giup khé khan (ti s6 s6 chénh 2.38; 95% Cl, 1.51 — 3.74; p = 0.0002). Dya
trén dit liéu phan tich dudng cong ROC, khoang cach dau — day chau HPD duoc xem 1a yéu
t6 tién doan chinh xac mot cudc sanh gitp kho khin hon 1a thaim kham am dao bang tay (p =
0.036).

Xac dinh ngdi bat thwong

Ngbi dau cli khong tot hodc bat xang dau chau la nguyén nhan chinh cua thai trinh ngung
tién®314, ugce tinh chiém khoang 1/3 sé truong hop mo lay thai dé cham dut thai ki68-101517,
Trong céc truong hop ndy, chan doan chu yéu van dua vao thim kham bang tay?®9%, mac du
viéc sir dung siéu 4m dé hd trg 1am sang da duoc bao co trong nhiéu nghién ciru gan day’®
8 (MUC PO CHUNG CU 3, MUC PO KHUYEN CAO C).

TOM TAT

Siéu &m trong chuyén da hién van chwa duoc ap dung rong rai, mic cho cac nghién ctiu da
chirng minh muc do chinh xac hon do do dac khach quan va kha nang 1ap lai so véi kham lam

sang.

1. D6 lot thai dugc do ludng khach quan boi AoP hay HPD, nhdm danh gia tinh trang
hién tai va ho trg tién doan kha ning sanh gitip ¢ thanh cong hay khong. Do lot thai

nén duoc do dac qua nga day chau.
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2. Vi tri cot sbng va kiéu thé dau thai dugc danh gia trén siéu 4m nga bung chinh xac hon
kham bang tay. Trudc khi tién hanh sanh gitp thi viéc xac dinh dung kiéu thé thai la
quan trong va can thiét.

3. MLA duoc danh gid trén siéu 4m ngd day chiu va co thé gilp du doan liéu sanh gilp
cé an toan hay khéng.

4. Hudng dau thai duge danh gia qua siéu am nga day chau va co thé gilp du doan lidu

sanh giup c6 an toan hay khong.
Hai tinh huéng chu yéu ma siéu &m gan nhu chéc chin nén duoc sir dung trong chuyén da.

1. Giai doan mot va hai chuyén da nghi ngo kéo dai hodc ngung tién trién. Ching toi
khuyén céo viéc do luong AoP hoac HPD qua siéu 4m nga ddy chau va danh gia kiéu
thé thai qua siéu &m nga bung.

2. Khi can thiét phai tién hanh sanh gidp, ching t6i khuyén cao danh gia ngdi thai kiéu
thé thai qua siéu am nga bung va do ludng dd lot thai qua siéu Am ngd day chau. théng
s6 siéu am dang tin cay nhat dé dy doan két cuc cudc sanh gilp 1a AoP va HPD. MLA

va /hoic hudng dau thai ciing c6 thé gitip ich trong tién luong ti 18 thanh cong.

Nhiing diéu biét va khong biét

e Chung ta biét siéu &m cho phép khao sat ngdi thai, kiéu thé, do lot chinh
xac hon tham kham lam sang.

e Ching ta biét cac san phu dé chap nhan siéu am hon kham tay trong
chuyén da.

e Chung ta biét siéu &m nga bung duoc sir dung thuong dé danh gia ngdi va
kiéu thé, trong khi siéu 4m ngd day chau dung dé danh gia do lot thai.

e Chung ta khong biét nhiing kién thirc c6 duoc tir siéu &m anh hudéng trén
viéc quan ly chuyén da ciing nhu két cuc cho me va em bé nhu thé nao.

BAN KET QUA
Céc dir kién can md ta trong ban bao céo siéu am chuyén da:

e Tinh trang sdng con: tim thai.
e Ngoi thai (cham, thop trudc, tran, mat).
e CO6 phan banh nhau nam gitra phan trinh dién cua thai véi c6 tir cung khong.

e Vi tri cot sdng va cham (kiéu thé)
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Dua trén danh gia cua nha lam sang, do dac trén siéu am qua nga day chau nén dugc thuc

hién & giai doan 2 chuyén da, dic biét 1a trudc khi tién hanh tha thuat sanh gidp:

e GOc tién trién AoP
e Khoang cach dau — day chau HPD
e Gobc duong gitta MLA

e Hudng dau thai nhi.
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APPENDIX 1 Levels of evidence and grades of recommendation used in these Guidelines

Classification of evidence levels

14+

1+

1-
24+

2+

-

3
4

High-quality meta-analyses, systematic reviews of randomized controlled trials or randomized controlled trials with very
low risk of bias

Well-conducted meta-analyses, systematic reviews of randomized controlled trials or randomized controlled trials with
low risk of bias

Meta-analyses, systematic reviews of randomized controlled trials or randomized controlled trials with high risk of bias

High-quality systematic reviews of case—control or cohort studies or high-quality case—control or cohort studies with
very low risk of confounding, bias or chance and high probability that the relationship is causal

Well-conducted case—control or cohort studies with low risk of confounding, bias or chance and moderate probability
that the relationship is causal

Case—control or cohort studies with high risk of confounding, bias or chance and significant risk that the relationship is
not causal

MNon-analytical studies, e.g. case reports, case series

Expert opinion

Grades of recommendation

A

At least one meta-analysis, systematic review or randomized controlled trial rated as 14+ and applicable directly to the
target population; or systematic review of randomized controlled trials or 2 body of evidence consisting principally of
studies rated as 1+ applicable directly to the target population and demonstrating overall consistency of results

Body of evidence including studies rated as 24+ applicable directly to the target population and demonstrating overall
consistency of results; or extrapolated evidence from studies rated as 1++ or 1+

Body of evidence Lnn:ludmg studies rated as 2+ applicable directly to the target population and demonstrating overall
consistency of results; or :xtrapnlat:d evidence from studies rated as 24+
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