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Abstract

Air pollution is a ubiquitous environmental challenge, with fine particulate matter (PM 2.5) being
a prominent component, originating from diverse sources including combustion, dust, soil, biological
particles, and sea salt aerosols. This review delves into the complex interplay between PM 2.5 and its
various sources, summarize main finding and elucidating their multifaceted impact on the pulmonary
immune system and lung microbiome. PM 2.5, characterized by distinct compositions and biological
constituents, can evoke inflammatory responses, oxidative stress, and immune dysregulation within the
respiratory tract, precipitating a range of respiratory ailments. Concurrently, PM 2.5 can exert influences
on the lung microbiome, potentially unsettling microbial equilibrium and compromising its protective
functions. Dysbiosis induced by PM 2.5 exposure may not only compromise immune defenses but also
extend its influence via the gut-lung axis, impacting systemic health. Addressing the pernicious effects
of PM 2.5 necessitates a holistic approach, encompassing stringent air quality regulations, emission
reductions, cleaner energy promotion, and public awareness. Moreover, further research endeavors are
indispensable to unravel the intricate interactions and develop targeted interventions that mitigate PM 2.5-
induced perturbations in lung immunophysiology and the microbiome. This comprehensive understanding
is pivotal in fostering cleaner air, healthier lungs, and enhanced overall healthiness on a global scale.
Additionally, it also helps in development of portable air quality sensors, air quality trends research and
conduct comprehensive studies to further elucidate the health effects of different air pollutants, including
their long-term impacts on respiratory health.
Keywords : Imnmunophysiology, Microbiome, PM 2.5, Oxidative stress
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Introduction

Air pollution, including PM 2.5, is a major
environmental and public health concern worldwide.
It is primarily caused by human activities such
as industrial emissions, transportation, power
generation, and agricultural practices”. Thailand is
one of the countries that face severe air pollution
problems, particularly in urban areas and during
certain seasons. The major sources of PM 2.5 in
Thailand are vehicular emissions, industrial activities,
construction, and biomass burming”. The health
impacts of PM 2.5 exposure are significant and
include respiratory problems, aggravated asthma,
chronic obstructive pulmonary disease (COPD),
chronic bronchitis, lung cancer and increased the
risk of cardiovascular diseases®”.

Exposure to PM 2.5 can have significant
effects on the immune response in the body. PM 2.5
to infiltrate deep into the respiratory system, pre-
senting a significant risk to human health (5). Loss
of balance in immune system can progress in many
lung diseases (6). There are several ways of immune
system encounters PM 2.5 particles, including
inflammation, oxidative stress, immune system
modulation, autoimmune diseases and susceptibility
to infections”®. The pulmonary immune system plays
a pivotal role in defending the respirat?ry tract against
invading pathogens and maintaining-tissue homeo-

stasis. However,
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certain seasons. The major sources of PM 2.5
in Thailand are vehicular emissions, industrial
activities, construction, and biomass burning®.
The health impacts of PM 2.5 exposure are significant
and include respiratory problems, aggravated asthma,
chronic obstructive pulmonary disease (COPD),
chronic bronchitis, lung cancer and increased the
risk of cardiovascular diseases™”.

Exposure to PM 2.5 can have significant
effects on the immune response in the body. PM 2.5
to infiltrate deep into the respiratory system,
presenting a significant risk to human health®. Loss
of balance in immune system can progress in many

lung diseases®

. There are several ways of immune
system encounters PM 2.5 particles, incluu.ng
inflammation, oxidative stress, immune system
modulation, autoimmune diseases and susceptibility
to infections”®. The pulmonary immune system plays
a pivotal role in defending the respiratory tract
against invading pathogens and maintaining tissue
homeostasis. However, exposure to PM 2.5 can
perturb the delicate balance of immune responses
within the lungs, leading to a range of health
consequences”. The ability of PM 2.5 to induce
immune systems presents a complex scenario that
warrants a comprehensive understanding of its
impact on pulmonary immunity. Additionally,
research has begun to shed light on the influence
of PM 2.5 on the lung microbiome, a diverse
community of microorganisms that coexist within
the respiratory tract’”. The lung microbiome not only
influences local immunity but also impacts overall
respiratory health. Perturbations to the lung
microbiome due to PM 2.5 exposure can potentially
exacerbate respiratory diseases and affect host-
microbe Interactions, adding yet another layer of
complexity to the relationship between air pollution

and human health"”. However numerous studies have
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elucidated the detrimental effects of PM 2.5 on the

69 the

respiratory and cardiovascular systems
intricate interplay between PM 2.5 exposure and the
pulmonary immune system and lung microbiome is
an area of increasing research interest.

In this context, investigating the effect of
PM 2.5 on the pulmonary immune system and lung
microbiome is vital to comprehend the underlying
mechanisms by which air pollution impacts respiratory
health. In this review, we explore the current state
of knowledge regarding the intricate interplay between
PM 2.5, the pulmonary immune system, and the lung
microbiome, underscoring the importance of further
research in this critical field of environmental health.
This research may pave the way for knowledge
strategies to mitigate the adverse effects of PM 2.5
exposure and contribute to the development of
targeted interventions aimed at safeguarding
respiratory well-being in the face of worsening air

quality worldwide.

Global PM 2.5 effect on human health

PM 2.5, consisting of tiny particles with
a diameter of 2.5 micrometres or less, is a major
component of air pollution that poses a significant
threat to human health. Due to its small size, PM 2.5
has the ability to penetrate deep into the respiratory
system, reaching the lower airways and even crossing
the alveolar barrier to enter the bloodstream®. Once
inhaled, these particles can trigger a cascade of
adverse effects on the respiratory system. One of
the primary health implications of PM 2.5 exposure
is its capacity to induce inflammation in the respiratory
tract"®. When PM 25 particles contact with lung
tissues, they can activate immune cells, such as
macrophages and neutrophils, to release pro-inflam-
matory cytokinesm). This inflammatory response is

an attempt by the immune system to clear the
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foreign particles from the lungs. However, chronic
exposure to elevated PM 2.5 levels can result in
persistent inflammation, leading to damage and
remodelling of lung tissues over time"?. This
impaired lung function can manifest as reduced
lung capacity and increased susceptibility to
respiratory infections.

Moreover, PM 2.5 is known to generate
reactive oxygen species (ROS) upon interaction with
cells in the respiratory tract. ROS are highly reactive
molecules that can cause oxidative stress, leading
to cellular damage and dysfunction™. This oxidative
stress further exacerbates the inflammatory response,
creating a vicious cycle of immune system activation
and tissue damage. The impact of PM 2.5 is not
limited to the respiratory system alone. Studies
have shown that these fine particles can enter the
bloodstream and disseminate throughout the body,
contributing to systemic inflammation and affecting

6, :
181 The cardiovascular

other organs and systems'
system is vulnerable to the adverse effects of PM 2.5
exposure“s). The particles can promote atherosclerosis,
the build-up of plaque in arterial walls, and increase
the risk of cardiovascular diseases, including heart
attacks and strokes"”.

Additionally, emerging research has pointed
towards the influence of PM 2.5 on the lung
microbiome, a diverse community of microorganisms
that inhabit the respiratory tract®. Alterations in
the lung microbiome composition due to PM 2.5
exposure can disrupt the delicate balance between
beneficial and harmful bacteria, potentially
exacerbating respiratory conditions and impairing
local jmmunitym . Thus, PM 2.5 represents a formidable
environmental hazard with far-reaching consequences
for human health. Its ability to elicit inflammation,
oxidative stress, immune dysregulation and lung

microbiome system interfering.
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Lung microbiome is a complex and diverse
community of microorganisms that inhabit the
respiratory tract. Traditionally, the lungs were
believed to be sterile environments, but advances in
sequencing technologies have revealed the presence
of a vast array of bacteria, viruses, fungi, and other
microorganisms in the lower respiratory tract®.
The lung microbiome interacts dynamically with
the host's immune system, influencing respiratory
health and disease outcomes. There are many
bacteria are identified in human lung including
Streptococcus spp, Haemophilus influenzae,
Prevotella spp., Veillonella spp., and Fusobacterium
sppm). The composition and diversity of the lung
microbiome can be influenced by various factors,
including environmental exposures, such as air
pollution and smoking, as well as the host's genetics,
age, and overall health status®. Studies have shown
that the lung microbiome of healthy individuals
typically consists of a balanced and diverse microbial
community, contributing to immune homeostasis and
lung function maintenance®.

One critical role of the lung microbiome
is its involvement in immune modulation. The
presence of beneficial microorganisms can stimulate
the host's immune system, promoting a balanced
and appropriate immune response to potential

%% This interaction helps to prevent

pathogens'
the overactivation of the immune system, which
could lead to chronic inflammation and tissue

27,28 . .
7.%8), Moreover, the lung microbiome serves

damage(
as a protective barrier against pathogenic invaders®.

By occupying niche spaces and competing
for resources, beneficial microorganisms can limit
the growth and colonization of harmful pamogens(3°>. This
“competitive exclusion” can be crucial in preventing

infections and maintaining lung health. However,

disturbances in the lung microbiome, known as
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dysbiosis, have been associated with various
respiratory diseases™. Chronic respiratory conditions,
such as asthma, COPD, and cystic fibrosis, have
been linked to alterations in the lung microbiome
composition. Dysbiosis can lead to an imbalanced
immune response, impaired host-microbe interactions,
and increased susceptibility to respiratory infections®™*.
Furthermore, emerging evidence suggest that
environmental factors, including air pollution, may

“%  Exposure to fine

impact the lung microbiome
particulate matter (PM 2.5) and other air pollutants
has been associated with changes in the respiratory
microbiota, potentially contributing to respiratory
diseases and exacerbating existing conditions®™.
Thus, the lung microbiome plays a vital
role in maintaining respiratory health and influencing
immune responses within the respiratory tract.
Its complex and delicate balance can be influenced
by various factors, including environmental exposures,
genetics, and overall health. Understanding the
dynamics of the lung microbiome is crucial for
advancing our knowledge of respiratory diseases and
developing innovative approaches to promote lung

health.

PM 2.5, lung immune cell and microbiome

1) Combustion-derived PM 2.5

The impact of combustion-derived PM 2.5
on lung health extends beyond its immediate
respiratory effects, reaching into the intricate realm
of lung immunopathology and the delicate balance
of the lung microbiome as depicted in the Figure 1999,
The toxic components of combustion-derived
PM 2.5, such as polycyclic aromatic hydrocarbons
(PAHSs), heavy metals, and volatile organic compounds
(VOCs), can elicit harmful immune responses
and lead to immunopathological changes in the

respiratory system(%). Combustion-derived PM 2.5
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particles can reach the deep lung tissues, where
they contact with immune cells, such as macrophages
and dendritic cells, as well as lung epithelial cells™.
These immune cells recognize the foreign particles
as threats and initiate an immune response to clear
them from the lungs. However, chronic exposure
to high levels of combustion-derived PM 2.5 can
overwhelm the immune system and lead to
immunopathology®.

One of the primary immunopathological
effects of combustion-derived PM 2.5 is the
induction of persistent inflammation in the lungs.
The particles contain pro-inflammatory substances,
such as PAHs, that can activate immune cells,
leading to the release of inflammatory cytokines and
chemokines™. The sustained inflammation can cause
tissue damage, disrupt lung function, and contribute
to the development and exacerbation of respiratory
diseases, such as asthma, chronic bronchitis, and
chronic obstructive pulmonary disease (COPD)>”.
Moreover, the oxidative stress induced by combustion-
derived PM 2.5 can also play a crucial role in lung
immunopathology. The particles generate reactive
oxygen species (ROS) when they encounter lung cells,
leading to cellular damage and oxidative stress. The
imbalance between ROS production and the body’s
antioxidant defences mechanisms can promote
inflammation and further contribute to lung tissue
injury‘ss{ In addition to inflammation and oxidative
stress, combustion-derived PM 2.5 can impact the
adaptive immune response in the lungs. The particles
may act as adjuvants, enhancing the immune system’s
recognition of allergens and other environmental
antigens™. This can lead to an exaggerated immune
response, with the production of excessive levels of
antibodies and immune cells, contributing to
allergic reactions and respiratory hypersensitivity .

Furthermore, the ability of combustion-derived PM

Vol. 70 No. 1 January - June 2024

2.5 to carry and release toxic components can alter
the lung’s immune microenvironment. The particles
may adsorb and transport other pollutants and allergens
into the respiratory tract, exacerbating immune
responses and promoting immunopathology“".
Recent studies have shown that exposure
to combustion-derived PM 2.5 can lead to alterations
in the composition and diversity of the lung
microbiome. Chronic exposure to these fine particles
may result in dysbiosis, an imbalance in the microbial
community, and a shift in the relative abundance
of certain microbial species. Dysbiosis induced by
combustion-derived PM 2.5 can have several
consequences for respiratory health®. Firstly, it may
compromise the lung microbiome’s protective
functions. Beneficial microorganisms play a critical
role in preventing the colonization of harmful
pathogens by occupying niche spaces and competing
for resources. When the balance of the microbiome
is disrupted, the lung'’s natural defences mechanisms
may weaken, making individuals more susceptible
to respiratory infections®’ Secondly, dysbiosis can
influence the immune response in the respiratory
tract. The lung microbiome interacts closely with
the host’s immune system, and alterations in the
microbial community can lead to dysregulated
immune responses”. The dysbiotic lung microbiome
may contribute to an abnormal immune activation,
promoting the release of pro-inflammatory cytokines
and chemokines, and sustaining inflammation in the

“) Moreover, the gut-lung axis, a

respiratory tract
bidirectional communication pathway between the
gut microbiome and the lung, plays an essential role
in lung health. Disruptions in the lung microbiome
caused by combustion-derived PM 2.5 exposure can
impact the gut-lung axis, leading to gut dysbiosis

and systemic inflammation, which may further

exacerbate respiratory conditions®. Furthermore, the
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exacerbate respiratory conditions®. Furthermore, the
alterations in the lung microbiome induced by
combustion-derived PM 2.5 can also affect the
metabolism and breakdown of the particles within
the respiratory tract™. Beneficial microorganisms
may possess enzymatic capabilities that can modify
or degrade certain components of PM 25, potentially
influencing their persistence and toxicity in the lungs.
Dysbiosis may impair these metabolic processes,
leading to prolonged exposure to harmful pollutants
and increased damage to lung tissues.

2) Secondary PM 2.5 compounds

Secondary PM 2.5 is formed by chemical
reactions of atmosphere gases with solid and liquid
particles including particles from oil refining and pulp
and paper industrial production process. One of the
keyways in which secondary PM 2.5 impacts lung
immunophysiology is by triggering inflammation in
the respiratory tract as illustrated in the Figure 1.
The particles contain chemical components that can
activate immune cells, such as macrophages and
dendritic cells. These immune cells recognize the
foreign particles as threats and initiate an immune
response to remove them from the lungs. However,
chronic exposure to secondary PM 2.5 can lead to
persistent immune activation, resulting in the
continuous release of pro-inflammatory cytokines and
chemokines”. The sustained inflammation in the
lungs caused by secondary PM 25 can lead to tissue
damage, disrupt lung function, and contribute to the
development or exacerbation of respiratory diseases,
such as asthma, chronic bronchitis, and coprD®
Moreover, the chronic inflammatory state may also
affect the lung’s immune microenvironment,
influencing the balance of immune cell populations
and altering immune responses. Additionally,
secondary PM 2.5 can modulate the adaptive

immune response in the respiratory tract””. The
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particles may act as adjuvants, enhancing the
immune system'’s recognition of allergens and other
environmental antigens“s). This can lead to an
exaggerated immune response, with the production
of excessive levels of antibodies and immune cells,
contributing to allergic reactions and respiratory
hypersensitivity(49>. Furthermore, the ability of
secondary PM 2.5 to generate oxidative stress is
also relevant to lung immunophysiology. The fine
particles can produce reactive oxygen species (ROS)
upon contact with lung cells, leading to cellular
damage and oxidative stress®. The ROS generated
by secondary PM 2.5 can activate immune cells
and trigger inflammation, further exacerbating
immunological responses in the respiratory tract™.

Studies have shown that exposure to
secondary PM 2.5 can lead to alterations in the
composition and diversity of the lung microbiome.
Chronic exposure to these fine particles may result
in dysbiosis, an imbalance in the microbial

935), and a shift in the relative abundance

community'
of certain microbial species. Dysbiosis induced by
secondary PM 2.5 can have several implications for
respiratory health including mucus production and
clearance, infection susceptibility, ROS generation
and increasing in bacterial resistance"** .

3) Dust and soil particle PM 2.5

Crustal PM 2.5 can have various effects on
lung immunophysiology, influencing the respiratory
immune response and potentially leading to adverse
respiratory health outcomes as presented in the
Figure 1% One of the keyways in which crustal
PM 2.5 impacts lung immunophysiology is through
its ability to trigger inflammation in the respiratory
tract®. These particles can carry pro-inflammatory
substances and antigens, such as endotoxins and

allergens, which can activate immune cells in the lungsm.

The activated immune cells, such as macrophages
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and chemokines, leading to an inflammatory response.
Chronic exposure to crustal PM 2.5 can result in
sustained inflammation in the respiratory tract, which
may contribute to tissue damage and remodelling
of the airways. Moreover, crustal PM 2.5 can also
influence the adaptive immune response in the lungs .
The particles can act as adjuvants, enhancing the
immune system's recognition and response to
allergens and other environmental antigens. This can
lead to an exaggerated immune response, with the
production of excessive levels of antibodies and
immune cells, potentially promoting allergic
reactions and respiratory hypersensitivity‘w,
Furthermore, crustal PM 2.5 particles can
exacerbate pre-existing respiratory conditions, such
as asthma and chronic bronchitis. Individuals with
these conditions are particularly susceptible to the
adverse effects of crustal PM 2.5 exposure. The
particles can trigger acute exacerbations of these
conditions, leading to worsening symptoms,
increased hospitalizations, and reduced quality of

life for affected individuals®

. Additionally, crustal
PM 2.5 may have specific effects on the lung's
mucosal immune system. The particles can impact
the integrity of the respiratory epithelial barrier,
making it more permeable to pathogens and other

particles™

. This disruption of the mucosal barrier
can compromise the lung’s first line of defences
against respiratory infections, increasing susceptibility
to viral and bacterial respiratory diseases™.
Limited studies have begun to explore the
effects of crustal PM 2.5 on the lung microbiome.
Exposure to these particles may lead to alterations
in the composition and diversity of the lung microbial
community®. Chronic exposure to crustal PM 2.5
may result in dysbiosis, an imbalance in the relative
abundance of certain microbial species™.

4) Biological PM 2.5
One of the primary ways in which biological
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PM 2.5 impacts lung immunophysiology is through
its role in triggering allergic responses as indicated
in the Figure 1. Pollen and fungal spores are
common sources of biological PM 2.5 and can act as

potent allergens™

. When inhaled, these particles
can activate immune cells, such as mast cells and
eosinophils, leading to the release of histamine and
other inflammatory mediators®. This can cause
allergic reactions in the respiratory tract, leading to
symptoms such as sneezing, coughing, wheezing,
and shortness of breath. Moreover, some biological
PM 2.5 particles, such as bacteria and viruses, can
directly interact with immune cells in the lungs.
Bacteria and viruses may invade lung tissues and
infect immune cells, leading to acute respiratory
infections. In response, the immune system mounts
an immune response to combat the infection,
resulting in inflammation in the respiratory tracts®®.
The immunophysiological effects of biological PM
2.5 are not limited to the respiratory tract alone.
These particles can also impact systemic immune
responses. For example, certain bioaerosols can
enter the bloodstream and disseminate throughout
the body, influencing immune function beyond the

respiratory system'®

. Furthermore, the composition
and abundance of biological PM 2.5 can vary with
the seasons and environmental conditions(62).
During specific times of the year, such as pollen
seasons or mold spore release, the concentration of
biological PM 2.5 in the air may significantly
increase™. This heightened exposure to bioaerosols
can exacerbate allergic responses and increase the
risk of respiratory infections, particularly in individuals
with pre-existing respiratory conditions™®.

Limited studies have begun to explore the
impact of biological PM 2.5 on the lung microbiome.
Exposure to these bioaerosols may lead to alterations

in the composition and diversity of the microbial

community in the respiratory tract®. Dysbiosis
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community in the respiratory tract®. Dysbiosis
induced by biological PM 2.5 can have several
implications for respiratory health. Additionally, some
bioaerosols, such as bacteria and fungi, may
possess enzymatic capabilities that can modify or
degrade certain components of PM 2.5 particles(%).
Dysbiosis induced by biological PM 2.5 may impair
these metabolic processes, potentially influencing
the persistence and toxicity of PM 2.5 particles in
the lungs®”.

5) Biomass and wildfire burning PM 2.5

The fine particles from biomass and
wildfire burning can also carry biological materials,
such as endotoxins and allergens, which can further
amplify the immune response as demonstrated in
the Figure 1. These biological components can
trigger allergic reactions and exacerbate respiratory
hypersensitivity, particularly in individuals with
pre-existing allergies(67>. Additionally, exposure to
biomass and wildfire burning PM 2.5 can impair the
lung’s innate immune defenses. The particles can
interfere with the function of immune cells, such as
macrophages and dendritic cells, that play a crucial
role in recognizing and clearing pathogens from the
lungs(68>. This impairment of the innate immune
response may compromise the lung's ability to defend
against infections and other environmental threats®.
Furthermore, biomass and wildfire burning PM 2.5
can generate oxidative stress in the respiratory
tract®™. The particles contain reactive species, such
as PAHs, that can produce reactive oxygen species
(ROS) upon contact with lung cells™. The excessive
production of ROS overwhelms the body’s antioxidant
defense mechanisms, leading to oxidative damage
to cellular structures and further exacerbating the
inflammatory response””.

Limited research has explored the specific

effects of biomass and wildfire burning PM 2.5 on
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the lung microbiome. However, it is plausible that
exposure to these fine particles may lead to
alterations in the composition and diversity of the
lung microbiome resulting in dysbiosis and
imbalance in the microbial species®™.

6) Sea salt aerosol PM 2.5

Sea salt aerosols can reach the lower
respiratory tract, where they can interact with immune
cells and lung tissues. The primary component of
sea salt aerosols is sodium chloride (NaCl), which is
relatively inert”™. However, studies have shown that
sea salt aerosols can modulate immune responses
and affect lung immunophysiology through several
mechanisms shown in Figure 1 as well. One significant
effect of sea salt aerosols on lung immunophysiology
is their ability to trigger inflammation in the respiratory

747 While NaCl is not inherently inflammatory,

tract!
sea salt aerosols can act as carriers for other bioactive
substances present in the atmosphere. For example,
sea salt particles can adsorb pollutants and allergens,
such as nitrogen oxides (NOx) and pollen, onto their
surfaces”. These particles can activate immune cells,
such as macrophages and dendritic cells, leading to
the release of pro-inflammatory cytokines and

U This can result in localized

chemokines
inflammation in the lungs, contributing to
respiratory symptoms and exacerbation of respiratory
conditions, especially in individuals with pre-existing
respiratory diseases””. Sea salt aerosols can also
impact the immune system by affecting the
mucosal barrier function in the respiratory tract.
The aerosols can alter the epithelial barrier’s
integrity, making it more permeable to pathogens
and other particles. This disruption of the mucosal
barrier can compromise the first line of defense against
respiratory infections, increasing susceptibility to viral

(78,79

and bacterial respiratory diseases ) Furthermore,

sea salt aerosols may influence the activation and
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suggested that exposure to and associated cytokines
% Th17 cells are a subset of T hel per cells with
defined by their secretion of pro-inflammatory
interleukin 17 (IL-17). Th17 cells are involved in
inflammation and have been implicated in the
pathogenesis of various respiratory diseases, including
asthma and COPD®. This immunomodulatory effect
of sea salt aerosols may contribute to the development
or exacerbation of these respiratory conditions.
Studies on the effects of sea salt aerosol
PM 2.5 on the lung microbiome are limited, but it is
plausible that exposure to these particles may have
implications for the microbial community in the
respiratory tract®™. The inorganic salts in sea salt
aerosols may create an environment that influences
the growth and survival of microorganisms, potentially
altering the lung microbiome’s composition and
diversity®. Moreover, the microbial components

carried by sea salt aerosols can directly impact the

lung microbiome. Bacteria and viruses from the sea
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surface can enter the respiratory tract upon inhalation
and interact with the existing microbial community®
Depending on the specific microbial species present,
this interaction may lead to alterations in the lung
microbiome’s composition and function. The effects
of sea salt aerosol PM 2.5 on the lung microbiome
may have consequences for respiratory health®. The
lung microbiome plays a critical role in maintaining
lung homeostasis and protecting against respiratory
infections. Disruptions in the microbial community
can compromise the lung's defence mechanisms,
potentially increasing the susceptibility to respira-
tory diseases”. However, the influence of sea salt
aerosol PM 2.5 on the lung microbiome is likely to
be context-dependent. Factors such as individual
health status, underlying respiratory conditions,
and the coexistence of other air pollutants may
modulate the effects of sea salt aerosols on the lung
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Figure 1 The effects of PM2.5 on human immunopathology and human microbiome. The figure
presents important effect of each type of particulate matter (PM) exposure on immunopathology and

microbiome in the respiratory system.
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Conclusion

In conclusion, the intricate relationship
between PM 2.5 and its diverse sources and their
impact on the lung’s immunophysiology and
microbiome underscores the critical importance of
understanding the multifaceted nature of air
pollution’s effects on respiratory health. Particulate
matter, especially PM 2.5, is not a uniform entity
but a complex mixture originating from various
anthropogenic and natural sources. Each type of
PM 2.5 carries distinct chemical compositions and
biological components that interact with the
respiratory immune system and the lung microbiome
in unique ways. The immunopathological effects of
PM 2.5 involve triggering inflammation, oxidative
stress, and immune dysregulation in the respiratory
tract. These effects can lead to a spectrum of
respiratory disorders, from acute exacerbations to
chronic diseases, affecting individuals’ quality of life
and imposing a considerable burden on public health
systems. Similarly, PM 2.5 can significantly
influence the lung microbiome, disrupting its
equilibrium and compromising its protective and
regulatory functions. Dysbiosis induced by PM 2.5
exposure may leave the respiratory tract more
vulnerable to infections and exacerbate existing
respiratory conditions. Moreover, further research is
imperative to delve deeper into the nuanced
interactions between different types of PM 2.5, the
immune system, and the microbiome. This knowledge
can pave the way for targeted interventions,
therapies, and preventive measures that could
enhance the lung's resilience against the adverse
effects of PM 2.5 exposure. Preventing the long-term
health effects of PM 2.5 exposure on different
populations, including vulnerable groups such as
children, the elderly, and individuals with pre-existing

health conditions by avoiding assessing the indoor
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and outdoor environments, workplaces, and
transportation. Moreover, risk assessment findings
to inform the development of air quality standards
and regulations aimed at reducing PM2.5 levels and
protecting public health still legal need including
industrial activities, transportation, and residential
combustion to reduce PM 2.5 exposure and
protecting vulnerable populations from the adverse

effects of air pollution.
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Abstract

Introduction : Acute ischemic stroke is a leading cause of life-altering disability and death among the
Thai population. Depression is a significant sequela of stroke which negatively impacts not only physical
recovery, but also the quality of life of stroke survivors. Fluoxetine has been involved in numerous studies
in improving functional recovery and preventing post-stroke depression, but with limited findings on the
quality of life of stroke patients receiving fluoxetine. This current study strived to ascertain the effects of
fluoxetine on the quality of life of patients with acute ischemic stroke following discharge.

Methods : A prospective, double blinded, randomized controlled trial was conducted at Bhumibol Adulyadej
Hospital (Bangkok, Thailand) among patients of consenting age admitted with acute ischemic stroke
between April 2019-March 2020. Patients with a diagnosed mental illness, complications following
ischemic stroke, inability to communicate, or had high scores on depression screening tools were
excluded. Enrolled patients were given either fluoxetine or a matching placebo upon discharge to take
once daily for 90 days. They were also scheduled for assessments of quality of life, depression screening,
and stroke evaluation at one month and three months following discharge. As of December 2019, 34
patients have been enrolled and followed up at the outpatient department. The primary outcome is the
proportion of patients who have a clinically significant improvement (>0.1) of quality of life at 3 months as
measured by EQ-6D-5L. Quality of life as measured by the modified Rankin score (mRS) and incidence
of depression as monitored by the 9Q questionnaire were studied as secondary outcomes. Proportional
variables were compared using Chi-squared test and Fisher's exact test and continuous variables were
compared using T-test or Mann Whitney U test where appropriate. Statistical analyses were carried out
using SPSS version 19.

Results : A total of 34 patients were enrolled in which 3 patients were lost to follow up (1 from the
fluoxetine group and 2 from the placebo group). Patient baseline characteristics including age, sex, body
mass index, and alcohol and tobacco usage were not significantly different between the two groups. Baseline
EQ-5D-5L, EQ-VAS, hospital anxiety and depression scale (Thai-HADS), and modified Rankin score (mRS)
were similar between the two groups, while 9Q scores in the placebo group (mean=4) was significantly
greater although not exceeding the cut-off point for a positive screening of depression (p=0.015). Improvements

of EQ-b6D-5L scores at the final follow up for patients receiving fluoxetine were higher than those receiving
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placebo (75 % vs. 46.7 %), but were not statistically significant (p=0.106). Proportions of patients with mRS
<2 at 3 months were not significantly different between the placebo and the fluoxetine group (p=1.0).
A greater proportion of patients in the placebo group had a 9Q score of > 7 at the final visit as compared to
the Fluoxetine group (33.5 % vs. 18.75 %). No major adverse effects accountable to fluoxetine were
observed.

Conclusion : In this study, prescribing fluoxetine to patients after acute ischemic stroke revealed
a potential for positive improvement of quality of life compared to placebo, although improvements of
functional outcomes were equivocal. The incidence of higher depression screening scores was greater in
patients who received placebo, suggesting fluoxetine as a potential agent for the prevention of post-stroke
depression.

Keywords : paralysis, ischemic stroke, depression
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dilaauszidaloun Tawmam Tsnenmeulafings
Lalasiwludwdongs lsemala uaz lsavaanidon
suasiuludmauiindlReria

auitay EQ-6D-bL, EQ-VAS, Hospital Anxiety
and Depression Scale atfummn e uay modified
Rankin score (mRS) 289 Qﬂaaiu?%aamaimﬁu@l,mn@m
fuoeivia A mesta Aiiasaziuslutdauma 9Q
mam&jmmuqmﬁqmdmaimﬁlm”%’um Fluoxetine (median
4, IQR 2.5-6) agwdvudaqmeadd (p=0.015)
ustaehalsfenalllegalnhenfidohaunfdmsums

uanG Lo R A YN IENE ﬁ%ammjmﬁ;ﬂi’ﬂw fansaslsndae
el 1 ﬁ'aadaﬁugmmmnj’ﬂwﬁd’ws’wnﬁﬁﬂm
Placebo Fluoxetine p-value
(n=17) (n=17)
Age, mean+SD. 62.06+10.37 66.414+12.16 0.270
Men, no (%) 14 (82.4) 14 (82.4) 1.0
Body-mass index (kg/m?) 24.76+4.54 26.4744.50 0.279
Vascular risk factors
* Diabetes, no. (%) 5 (29.4) 10 (58.8) 0.084
* Hypertension, no. (%) 10 (58.8) 13 (76.5) 0.271
* Dyslipidemia, no. (%) 9 (52.9) 10 (58.8) 0.730
* Previous cardiac disease, no. (%) 2(11.8) 1(5.9 0.545
* Atrial fibrillation, no. (%) 3 (17.6) 1(5.9 0.287
* Previous stroke, no. (%) 4 (23.5) 2(11.8) 0.368
* Smoker, no. (%) 7 (41.2) 8 (47.1) 0.730
* Alcohol drinking, no. (%) 8 (47.1) 10 (58.8) 0.492
Stroke characteristics
* Total anterior circulation syndrome (TACS) 0 0 -
* Partial anterior circulation syndrome (PACS) 1 (5.9) 1 (5.9) 1.0
* Posterior circulation syndrome (POCS) 3(17.6) 1 (5.9) 1.0
* Lacunar syndrome (LACS) 13 (76.5) 15 (88.2) 0.368
EQ-5D-5L, median (IQR) 0.795 (0.5638-0.828)  0.714 (0.524-0.824) 0.863
EQ-VAS, mean (SD) 61.67 (18.97) 63.44 (15.71) 0.845
9Q questionnaire, median (IOR) 4 (2.5-6) 2 (0-4.5) 0.015*
Modified Rankin score, median (IQR) 3 (2-4) 3 (2-3) 0.654
Intravenous thrombolysis 10 (58.8) 7 (41.2) 0.303
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WAYa3E1 Fluoxetine Gannsnndinzasniheidinian
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a99h 2 ATHu EQ-5D-5L waz EQ-VAS wazaalfeulas

Placebo (n=15) Fluoxetine (n=16) p-value

Day 90

EQ-5D-5L, median (IQR) 0.814 (0.610-0.944) 0.863 (0.719-0.960) 0.487
EQ-VAS 74.33 (15.80) 77.50 (14.83) 0.569
Change from day 0 to day 90

EQ-5D-5L, % change 7 (46.7) 12 (75) 0.106
EQ-5D-5L, median (IQR) 0.076 (-0.041-0.352) 0.183 (0.044-0.277) 0.406
EQ-VAS, mean (SD) 12.67 (22.90) 14.06 (19.43) 0.856
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1 (6.25%)
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Abstract
Background : Severe hyponatremia is a common electrolyte imbalance which can make patients develop
neurological symptoms such as headache, nausea, vomiting, and coma. Treatment of severe hyponatremia
need to be cautious because overcorrection may lead to serious neurological complications including
osmotic demyelination syndrome (ODS). Nowadays, there are limited data on incidence and risk factors of
overcorrection of severe hyponatremia.
Methods : In a retrospective study of 400 patients aged 18 years and older who were hospitalized with serum
sodium <120 mEq/L at Bhumibol Adulyadej Hospital from 2018 to 2021, we examined the incidence and risk
factors of overcorrection. Overcorrection was defined as a serum sodium increase of >10 mEq/L at 24 hours
and >18 mEq/L at 48 hours. Data on patient’s characteristics were collected and analyzed using descriptive
and analytical statistics.
Results : Of all 400 patients with severe hyponatremia, 84 patients (21 %) experienced overcorrection.
Multivariate analysis revealed that the risk factors for overcorrection of severe hyponatremia include age
younger than 65 years (odd ratio (OR) 1.99, 95 % Confidence Interval (CI) 1.2-3.31, P-value 0.008), initial
serum sodium lower than 115 mEq/L (OR 2.10, 95 %CI 126-3.48, P-value 0.004) and hypovolemic volume
status (OR 2.60, 95 %CI 1.55-4.35, P-value <0.001). ODS following overcorrection was found in 4 patients
accounted as 1 % of population.
Conclusion : Among patients hospitalized with severe hyponatremia, overcorrection was occurred in 21 %.
The risk factors for overcorrection are age younger than 65 years, initial serum sodium lower than 115 mEq/L
and hypovolemic volume status.
Keywords : severe hyponatremia, overcorrection, risk factors for hyponatremia
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Characteristic No overcorrection Overcorrection P-value

N = 316 N=284

Age (Mean, SD) 68.26+15.99 62.19+16.60 0.002
Male sex, n (%) 115 (49.05) 38 (45.24) 0.534
Initial serum Na (Mean, SD) 115.574+4.00 113.11+5.68 <0.001
BMI (Mean, SD) 22.10+4.49 22.37+4.91 0.632
Volume status, n (%)

- Hypovolemia 120 (37.97) b4 (64.29) <0.001

- Euvolemia 135 (42.72) 23 (27.38) 0.01

- Hypervolemia 62 (19.30) 7 (8.33) 0.01
Treatment with 3% NaCl, n (%) 96 (30.38) 33 (39.29) 0.121
Smoking, n (%) 56 (17.72) 12 (14.29) 0.456
Alcohol, n (%) 67 (21.20) 22 (26.19) 0.329
Underlying disease, n (%)

- Diabetes 105 (33.23) 26 (30.95) 0.693
- Hypertension 178 (56.33) 47 (55.95) 0.951
- Dyslipidemia 85 (26.90) 21 (25.00) 0.726
- Obesity 17 (5.38) 8 (9.52) 0.163
- Cardiovascular disease 59 (18.67) 10 (11.90) 0.145
- Stroke 41 (13.02) 7 (8.33) 0.241
- Kidney disease 58 (18.35) 13 (15.48) 0.539
- Cirrhosis 20 (6.33) 4 (4.76) 0.591
- Psychiatric disorder 13 (4.11) 3 (357) 1.000
- Lung disease 39 (12.34) 10 (11.90) 0.914
- Malignancy 90 (28.48) 25 (29.76) 0.818
- Alzheimer’s disease 17 (5.38) 2 (2.38) 0.387
- SIADH 149 (47.15) 21 (25.00) <0.001
Pre-existing diuretics, n (%)

- Hydrochlorothiazide 22 (6.96) 8 (9.52) 0.428
- Furosemide 36 (11.39) 5 (5.95) 0.144
- Spironolactone 9 (2.85) 2 (2.38) 1.000
- Chlorthalidone 2 (0.63) 1(1.19) 0.508
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Odds ratio (95% CI) P-value Odds ratio (95% CI) P-value
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Na <115 mEq/L 2.10 (1.29-3.41) 0.003 2.10 (1.26-3.48) 0.004
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SIADH 0.37 (0.21-0.64) <0.001 0.74 (0.31-1.76) 0.503
eI 2 MAATITaYALLLIULNIALY  WAYBINSININ

. . . 7K~3 1 ;i v 1 =
(univariate analysis) LLamﬂmmmwmqmaamw 65 1
WNANML AT ane 2.16 Wh (P-value
0.002) sedulafuNdduiioundl 115 mEq/AT
WNANML A daMIS AW hvane 2.1 Wh (P-value
0.003) SEAUFTAGTHRALUNG tANANNLFENGDMITNIN
Fiudhuane 2.94 wh (P-value <0.001) BALAILVAS
gaslut ADH AnUnG (SIADH) anamadessiomasnmn
a 29 Yy A 1
Awihwnelasaeay 63 ¥ae 2.7 wh (P-value <0.001)

aehslsfions mﬂmﬁtmwzﬁm”aajamema
dhutl (multivariate analysis) Wuhagiiaend 65 I
WNANMLEENdaMIS LW aNe 1.99 Wh (P-value
= 0.008) svsulmAenGUiaENI 115 mEq/Ans
WNANMLEEdaMIS e 2.1 Wh (P-value
= 0.004) SLAUANTINNFRAUNG tANA NN EEsIaNTS NI
Fiwdhmsne 2.6 wh (P-value <0.001)
dunmenassasiin ADH Raind (SIADH)
A o a 6 9 v A v A
orha e MeALUmeLLS uaawLAuw ey
4 0 e A a L e
anAMMERs MWy el EnNMLaNeT

aehadiviseymesd@ (P-value >0.05)

P I A Y a %
mﬂmﬁﬂﬂmwmm@U’mmmmammm%au
osmotic demyelination syndrome VNN 4 T8 AL
%Jaaaz 1 ‘Umﬂi&t‘ﬁ’]ﬂﬂ%ﬂﬁﬁﬂﬂ? I@H 3 T8 NAGNNNET
9 A Y a N A A
MmN vang tavan 1 e m@sluﬂqulmmm
ﬂ?i%ﬂ‘]:ﬂLﬁ%LﬁTWNWEI

a
nMsanydsewa
INM3ensIa George JC uasans” Tudl
2561 WuTRsERssdaRamssnEAw wny laun
oeplor mends 1sedaunm & Charlson comorbidity
index o1 sl enessienann uazlmde s
fhn 30 mEq/Aes wonanieawuthsalosisluns
a % a U U (= A a ul 1
Ramssnwuiwdlmsnglann SUseidlndanshannon
14ennga aldosterone antagonist WarmIsnmlu
Tss5emunng
2 X \ o A o a
PNMIANUNDTI TR LE eIMII NN
U U 1 v 1 = (% a zj U
whvsne laun guaund 65 1 seulm AN Ie
$ounM 115 mEq/ARs FIdanaaadiumsanmnan
o % v e T fh o aa
Wit wavdawuszaussi lemeash AaUndudn



Vol. 70 No. 1 January - June 2024

st lunainmit Tneflsifdayamnmatinm
A DSHlan
vao o a ! AV v A
AREHRISToaPey anqf lenamsinm
(% 1 A Al % 6 v A
fanam s luihementoy wwdhEnmaadedula
FnmaremslianshlSaufiannni uare1aims
- O BV
famunaanalndondienin Wofientugied
o v Aa (% Aa 2 £ 1
oepnn hbifllomainnssnnifuthvsngladen
A 1=Il (% a zj ¥ ul o A
uaeluihefisauladenssdiushann anavhlifiams
1=Il 1 o 1% [ v [ A a
Aiguusana hlimssnnenaswsefanasnn
° illdl | 1% Aa 2 U
v idsssiamesnmifwthvanalaann
daumavsssuamhiuiemesAaUnd an
. g o a4 a L A d . oq
wuTimtiungfen anwduvsatnasiiaed et
£ U 9: | 1:; (% o a
daalesuanminBinasnnlugiasn eshmndyanodn
1 1% 1:; [ (% 9: Y v ! a
g o Taedl warSnmszausmmh bindugninning
Fufufimsdurhamataameludiannenn (water
X . 13 "'L ya [y a ‘il VL V1 o1)
diuresis) yhniAamMITNERWhrsamNN LG
9Ny SIADH Wueananaides
gamssnmifiuihnaneanmaenesiuuusulsden
wol bl fl annuane1segwilied Aymeai danms
Aensinuuvaneduly fisudulingwn eanane
SIADH fmswazasgasluu ADH ann vhlidinig
geshnaufivialaann vhlidsmssnmensmaniings
% a L% § ] a 3 1% ! 1 A
Aulndessingeduladsnn Snvamasnnailng de
v [~ A 1 v 9: A ;Q! o v
mslieuaindauns snnrmsisnaiinge easvili
Aa (% Aa 2 vy 1
Reamssnmifnthvsnelaiaenh
X Z/:I [ 1=Ill=l [~3 v
madnwiidaaudeisimafudayalulsenns
13 400 M8 laesnnnhmse s NgasLssnnIoth
Z v A [~3 22 a 6 v 1—‘-'! (%
UANNREIAMTNLTRYAUALAATIENTRYAITRITLAL
H | AV Ay A ! P ]
ahlwneme gelifidayaanmsfnmrawmhsnran
mﬂsﬁﬂuﬁugmslumiﬁﬂmsiaaa@ham@mﬂﬂ

Y o w
ﬂlﬁlQWﬂﬂ‘}’I‘Nﬂ'ﬁﬁﬂﬁ"l
A AV v v ¢ An o
1) manmi W lafuanueinsitasy

seeuanTii luTeme (volume status) 7aLas taeld
ﬂﬁwumumﬁaqﬂlﬂsﬁmﬁaﬂumﬁﬁaﬁa RRCERPRH

4 Ve
AMALAADU LA

Royal Thai Air Force Medical Gazette 35

= Z 1 Y @ £z
2) m3dnmi sl lefud DY ANANTIANNY
v Aa vuAa 1 [ A A L2 a
VisUfuFms wu seeulmumaiBaalwdon syiulmdes
ToTaamy
A XM M o 6 am o
3)  mdmnillar N iiasuny
oDS %ﬂﬂﬁ'ﬂﬁwumumiajﬂLfmmﬁwslumi’iﬁaﬁa
FeomRiaNNAMARAILLaZa AN TR SENTN AN

a3

%
ADLHUDLELS
o = [~3 U U v
msvhmsfnsuuufiudaya lddiemds (pro-

spective study) WHOIINALENNIORLTOLAG o] 1on
MIUALIMIUFAS MIATIATVIMENUANNAALNG
NAATIRYIVRIHIRMIA o WazNamasnan o Wia

2% A v 9‘§ ° a € Aaa
Tileayafiesudisnnivlumshaniensimesia

LanaN3a198s

1. George JC, Zafar W, Bucaloiu ID, Chang AR.
Risk factors and outcomes of rapid correction of
severe hyponatremia. Clin J Am Soc Nephrol.
2018;13(7):984-92.

2. Adrogu HJ, Tucker BM, Madias NE. Diagnosis
and Management of Hyponatremia: A Review.
JAMA. 2022;328(3):280-91.

3. Sahay M, Sahay R. Hyponatremia: A practical
approach. Indian J Endocrinol Metab. 2014;
18(6):760-71.

4. Sterns R, Hix JK. Overcorrection of hyponatre-
mia is a medical emergency. Kidney Int. 2009;
76(6):587-9.

5. Verbalis JG, Goldsmith SR, Greenberg A, et al.
Diagnosis, evaluation, and treatment of
hyponatremia: Expert panel recommendations.
Am J Med. 2013;126(10 Suppl 1):S1-42.

6. Chawla A, Sterns RH, Nigwekar SU, Cappuccio
JD. Mortality and serum sodium: Do patients
die from or with hyponatremia? Clin J Am Soc

Nephrol. 2011;6(5):960-5.



Royal Thai Air Force Medical Gazette Vol. 70 No. 1 January - June 2024

AL lunsIe S NUNANNLaE NS T awaNE15a 195

YA X

a Yo A L v v = L v LYY v a A €
nosussansmslammasudeumsdetuati T virfidoudoduunmelunsseiuatismsumsaina
1—‘-'! = Y Yy ¥ a v ¥
unanwaIEsinneEsnmsnme Wadluuwmalidamenslsifugiunlumsdonumenaldgndas
magUuuasnsEsuINEsIEaIme - Laadszlaumaaoil
L4
a [ v a a v a
MILATUNAURLY HFUATLDUAAIU
L3 14
1. MIAASUMULVIEIZEUNANY
[N a a € a 3
umensasdaglugtuuuonansdidnmsaiing lasfinviumenalunszan A4 910a 210 83 X 297 s
X X o a ' a A &
(827 % x 1169 %) unemaflamau 10-15 wh suenameIsEs (Balifin 15 wh) puumsAsvidw
v 6 A ¥ o v a6 v € A A A va v 2 3 =
1 AaakY dwnennusmiumINslUUEBsRaaa Aa Zaumena Fenileu dnfiuadeg uavsLlsynauvize
mrsrweitenevg FvuastassaeLnTEa R UG 2.54 T, dastarszeussiadiumiiowh
o 2 v Lo o 13
(Single) dnelambuan Fnvan wazdnausnlugiunenssidavibulisunss Microsoft Words 1iufinsnlyguunnlwia
I I I
WINENA “doc” 38 “docx” (Microsoft Word L8374 2003 w%anmsmslmmw)

2. NMTIANNWNLNANN
X A € . , X
2.1 hemmasunany sz Ad AnwiinAen MuAILELNNINIAUNTEAS 1 W) (254 @3
WTYNeH

22 s lE30uD TH Sarabun PSK mwiauazafinshs o) el

518015 YWIA A%a

4 4 4 .

TR (mmvlma) 18 (NINAN) G190

4 4 . 4 .

FALIN (MENDINT) 18 (MNNAN) (e}
%ar;j’tf‘ﬂ‘aw,t,azé’qﬁm (mmvlmal,l,asmmé'mqw) 12 (AINa) FITITNM
G e unaane LLazﬁLm‘snmpjl%u (Footnote) 12 (AINa) FITITNM
WaresLnenta / Abstract 18 (F8)) o
WamnLmMenea / Abstract 16 (Havnussviausn) FITITNA
MaATy / Keywords 16 (F08)) FITITNM
v Y dl 1 o @ a U L%
RSN (vl,um@masn) 18 (BOeinel) G190
Watinw 16 (Havnussvinwsn) v
IGleHN 16 (Havnussviawsn) BTN
NEIAID 18 (F8)) oV

A P A o
TANTN (izqvl,’guumm) 16 (T71E) AN
Foq Fouwnuwnd (szufie leununf) 16 (Aananq) dimu)

FULTENOLLDILNANNMNAGY G99k
dl a o W % v 1 [<3
1. Foumena Baeae mmnlng mwndanm (lidasldady)

v va v dl va v v 1:9I v a | va a Z 91:/4
2. TRyRRIBULMNANAYNAY USYnauniy Tanliuwiardane (Nenan) Yayadinsaniten (3w@ssn) v

! '
v A a

a dl v o va A va ildl a v
MNNTBYRDW € V]Lﬂﬂ’)‘ﬂaﬂm_lI’QJIL‘UEI%%?BU‘W@’NNGLML‘UH%i’W]L“NBiﬁﬂW%’]LLﬁﬂ



Vol. 70 No. 1 January - June 2024 Royal Thai Air Force Medical Gazette

3. Ussinaasumanyl Lsznaumae

a 6 v L4 L7 Aav :; o § ] v [« 9w

HWUSAURL laun vnemuamudsefiviaulnd Usenousy ansudusnuayamaahenzeadtlam
o 6 A o A Aav Aavu Aa o AW

(Original Articles) Jondszaed Feniiumyidy wanwide neafitnens w3U doiEuouuy lumsyiise
asssinl Anfnssnysemet nansewds maety (Key words) 2-5 @

| a 2 A 1 a A zj v ° A
Meauile Feule 2wy fo NenusthsasBuaviodi « Ustnavsiy umh Mgty
a € aa Aa wva a a
(Case Reports) Ansalomvnendiin waesrameiasdfieinme wuatafawin &30 lona38198s
WAYLNAAED
av o a 6 & A A & A ¥ a | 2n a €
Wefelashivg neniifalsedivg deasninneavdungesdamlszney uasmmeaaeslifoysing
LA X b aa v a ¢ o
(Innovations) fof doiFs Miindu leedmmesssmuduaon defdaisywiasalmdonty
eufiwusauatiy
2 a = A A oA GL A ~ I '
unaNNNuNIAIMS duumenufilauanmInunannNgisadlaFamis laammeannmsseg
. . b ' o a € a 6 = a A Ya ! A H
(Review Articles) viluuazsharlsemet shaileseyt Aansel uReufeudiaiifaanunszanslwdanin

a % @ 9 o \ A LA A A A o
ENUD @’DiLﬂ%UW@’JWNﬂW@’NNEﬂWN IUTIN mmﬁm‘wﬂ‘wwmLimwmmﬂw@mu
° v v ° P o A Ao a a 1
%W»Lﬂﬁiiiiqlﬂ@lélﬂ 1svnauaie uvsh ANNINLINVINNINNUDEL T0% ﬁ?ﬁ bt

BIGRERRNaN
afyseadingIuwens dumsneanugthefiaulaidnsifadouiven usamamsasafiiiaul
)y L, PP -1 aua a ¢
(Clinico-pathological St luneifiade nanmesatwile namsavamaiaafiims Farsel
Conferences) uazeqnifiaselsa

Y a
4. MAgUmw
a A tﬂl v a o U a 1 tdl U v v (%3
UWNW)H e eLsenauvizeais ¢ @mwmmaﬁnmﬂﬂuwmmmamLLwawmsnaaﬁnaajaslwgﬂmaa FALAU
1 a a a ,i Szﬂl v a A ° dld 19 | | £ o YA A 6 |
LLanLmszaﬁnawmm@au Glﬁgﬁmwamaﬂm—m ARONNANTA LLALEIMNINLFURLY () maivdagﬁmmmﬂwmﬂ

WU ANTLLNANNAAE

5. M9919B9LaNa1s
a Y A g Yo a [<3 U . 1 a o Y A
nedsu BN e idieemsie Tdlmaduuaien (Superscript) SaumaEeNaUENaHIIEs
Tldssun Vancuver uashsnmumislimaaauludmanssssbaheunems matasena ety asdldnsme
%k
* Emmmasnge MiSadudiewaanaresidsuauisn musagsnedusnTestadulay
A A oa dou A o 4 4 o o~ d
Fanane IGerfiduunnaudusieinIomangqame mumsTaliasesnany 19dsiansans
A 4 a A 6
mMatiaTamIans MITmuLUL Index Medicus wasiifiansdslatinSasien
- 1 1 a IlﬂI v 1 VY A g 1 Yé ! lﬂl Y a
« thilrflidelaiiiv 6 au WilaGoridennen udtddoud 7 auaivld Tild 3 Zawsnudda et. al



Royal Thai Air Force Medical Gazette Vol. 70 No. 1 January - June 2024

a Y A [« Yo o W :i (% z % 1 :i :i ]

* nethananssedautiunans WReaFLLATATaMANETTARaUG I rlel, Toumany, FaLaNIans,
'ﬂ; 99 (vol.): wWh  fhathat  Nicot GS, Merle LJ, Charmes JP, et. al. Transient glomerular
proteinuria, enzymuria, and nephrotoxic reaction induced by radiocontrast media. JAMA.
1984:252(17):2432-4.

* nathanasansdaduntefoniams WMAamFuLasasaamueIInaeussi Faussonims
v A v A A o A A Aa 6 o v A 6 A v o 1 ! a a A o 6
rlels, Faum (MA), Tavieda, Wasdimaw : dwindam, T @ wh  dethaau  Aadns  Answe.
AEIMENMIALIGIN. WANASI 3. NFaym~ : g3famIAam, 2544,

* nathenanssdaduumenalumisianioss uadidemunanadlldifuussantms Iideaeiu

4 ¥ wa 4 4 A - v & A A oa
WaskATRNINEITIARaUAL Kidleu, Toi3aq, Tt (leaussonsms udnaduh ussansmal, Jomisde,
(A € s v A € o \ a a a wa
WasliRan - dhoinfiasd, T : widt dhoenoau @xRe vigadne way thveas  Bunsanld.
MILTAIUHAMTAEILS 14 Laﬂa’ﬁmiaawqmﬁsmﬂum@LLazﬂizm%miwmma Whefl 8-15. Wi
a A 6 a o o a
749-781. NYT1 MEYAWNNT, UTIWIDBMI, NFINN :INWN‘WNW’W]maﬂﬁi‘ﬂﬂﬂﬁﬁmﬁﬂ‘ﬁ, 2536.
* nadieBaenansludnmirdn
o A A | 1 A A A 6 ;’i v A
- NunulsrnlvioenmTHEUENIT I NI IRNadRaTInTY e, Faumany,
A Z Ao Ao o A AA v o 1 I A 6 a 6
FamUsvn AR §nWNAR, T e TMeUses : vih Feehatu quiiel 90U,
a ¢ ~ T A
Prevention of Diabetes MILSLANITININNMIUNNE IN.)ANADORENOT Wa., AT 34,
A 6
Tssusulava Fum unaus NP, 24 §.0.54:329.
- PemmIaAdneviedunmninmFsdRatluTis dothagu msefUsanyiFes
Tuberculosis’ 85 NIainlsnuaglsansan 2528:6:79-96.
Y a a G A Y a A v oA A i P v Ay
- MV NBIBNANTNNDUNDILIG ‘Eaﬁﬂw_liﬂﬁ, Fanfliele, 40509, {Online}, T 1hiau JunenLaya
<URL> ¢n9th9 1% McKenzie BC. Medicine and the internet {Online}, 1995 Oct 13.

<URL>:http://www.oup.co.uk/scimed/medit>.

6. NANWKIN
a Mo o 14 o X A
MNAMONUIN 6Lﬁﬁl,ﬁ‘lﬂ1ﬁaﬂmﬂ‘]_liiﬂﬂwﬂi&l LLﬁiﬁsLﬁsﬁa.ﬂW@N%’m@ﬂ% MONWIN N TRAMAWNUIN N.

7. MIMFIUNANNAURIY
va v v v a 6 v dl 3 6 . ..
;ﬂdwmwmm@mmmmﬁmﬁﬁﬂslmzumﬁmiaauvlau Taend lWfsulae hitps://heo2.tei-thaijo.org/
index php/rtafmg/user/profile i agNaTi5Us8R9FIUNANNGURATY ﬁﬁm‘w‘mmfﬁaﬁmmmmgﬁmeﬁmi
A lUIEUUNAT M LA
va U g ! U tal a U a ‘Z
;ﬂdmemsmam@w@]auﬂﬁmwmmLLagsua;jamemmvl,mmmﬂu
https://drive.google.com/drive/u/0/folders/1dv10ZchVOGoRUSDsRCjeWbtWEFX-607T3

8. MNATMTANTAILNAN

dustiaglesumasuszdu I@mjmqqmg@imﬂmmaﬂmﬁwma“ﬂumm’jﬂmifu 7 U 2 Y / 1
NN LLaza'awamiﬁizLﬁuﬁu@ﬁamﬁaﬁlﬁﬁﬁuﬂ?a utly Tnedmsnmsedt

8.1 NBNTIMBNIUALANETIINNTINAUTTRILNAT AwmsanaTadauLmea el 7

[ Yo v LY k2
mwmimmmmum



Vol. 70 No. 1 January - June 2024 Royal Thai Air Force Medical Gazette

82 unemalesumseasmnnasTs B MsuaIR DI NS IHMSNAUNSANMA NN EDNNSIRNd
anmeluaznmemensminenatilusnandzniu o miazdamensliifissennd@nanan leedimenamelu
15 T

Y A Y v Aa A a v yva 2

83 mildomaunzangnsgand@Rasanuenanesssartnmazuss vifidownlamelu 7 %

8.4 ﬁww%’ummmﬁ\lﬁmuﬂﬁﬁmmmmj'mmm’g@ nasusswBmsasudalifidenrmy Talifimeds
FuaifuunzaImA N

¥
9. FUABUUAINA LLasz’ylenmmw

ADILITTNTMIALWAIHANTNATIN ﬁ"swnaaﬂmmiylfnslﬁlﬁ'wawwmm@?’mLmsyl,wwmwﬂmygﬂﬁ'amm

daiuaunzangnanond udnhdimeluszaznaniirmme (msudleaafinonnh 1 a3

10. ANNTLAALAY

X o A v A a v a a A €
Lﬁa%’]ﬁ%ﬁﬂﬂﬁﬁﬂﬂﬁiu’]’ﬁﬂ’]iLﬂ%@'ﬂNﬁUl’/\l(ﬂ“ﬁa‘usﬂaﬂE\JIDL%H% FINONNAANNINDRLNAIINENAOAUANTINNN



	ปก 1-66
	รวมเล่ม 1-67
	2สารบัญ บทบรรณาธิการ 1-67
	1เรณุกา 1-67
	2พญ.สิริกัญญา 1-67
	3สุวิชช์ 1-67
	3 คำแนะนำในการเขียนบทความ 1-67


