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Phién Co xwong khop

—

Vai tro cua hinh anh hoc trong quan ly

viém can mac hoai tw

BS Nguyén Trwong Hoang Trang
Khoa Chan dodn hinh énh
Bénh vién Dai hoc Y dwoc TPHCM
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< Nam, 77 tudi, nhap vién vi dau nhurc,
swng ndng do vung dui phai lan
xudng ban chan, sét ngay 1.
» Tién can: THA, BMV
» SIéu am: :
“ Tham nhiém m& mé dudi da ving
dui cang chan phai, khéng thay 6 &
tu dich khu tru. '
< Khoéng thay huyét khoi hé tinh
mach hai chi duwoi.
< Chan doan: Viém mo té bao
>Piéu tri khang sinh meropenem, .
vancomycin

<
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< Dién tién: Trong vong 10h sau nhap
vién, NB swng dau nhirc nhiéu ngay
cang tang vung dui lan vung ben,
da vung dui swng cang, nbi bong
nwdce, bt rat, kho chiu.

CTscan: Phu né, tu dich len 18i trong
m6 mém. Khong thay 6 tu dich khu
trd

Piéu tri: Khang sinh meropenem,
vancomycin, metronidazole

\/
0‘0

\/
0‘0
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CA LAM SANG (@)

< Dién tién: Trong vong 2h tiép theo, NB xuat hién vé mat
nhiém tring, nhiém doc, lo mo, tiép xtc cham. Huyét ap
c6 xu hwéng giam - Noradrenaline = chi dinh phau
thuat cap ctu v&i chan doan: Nhiém tring huyét tir viém
MmO bao hoai ttr da lan nhanh tce chan phai Ién héng phai.
>Ngwng hé hap tuan hoan tai phong mo.

> Chan doan sau hodi cru bénh: Viém can mac hoai ti.

RSHCM 2023



NOI DUNG

Pai cuvong

Chan doan

Pa&c diém hinh anh hoc

Cac khuyén céo vé hinh anh hoc
O cicrny -

o009
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DAl CUONG "0

*¢*Nhiém triing mé mém hoai tir 1a mot nhiém tring mé mém cé kha
nang de doa tinh mang, do sw pha huy, hoai ttr mé lan rébng kém theo
nhiém ddc toan than. Trong dé viém can mac hoai t&¢ dwoc mé ta dau
tién ndm 1952, 1a mot nhdm thwdng dwoc biét dén trong nhiém tring
mo mém hoai tir.

***Hippocrates (500 BC): “bénh viém quang lan tda gay ra b&i nhirng tai
nan nh53 nhat, [trong do] thit, gan va xwong roi ra voi so luwong Ion,
[dan dén] t&r vong trong nhiéu trwong hop”.

**Khdng dac hiéu — giai doan s&m chan doan nham VMTB/ ap xe.
> Tilé t& vong cao va hau nhw khdéng thay ddi sau nhiéu thé ki.

Journal of Trauma and Acute Care Surgery, 72 (3), pp. 560-566.
Skeletal radiology, 43, pp. 577-589.
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<% Hiém gap.

“Tilé NF & nguoi l&n # 0.4/100,000 (USA).

< Tang dan sau 50 tudi, dat 12/100,000 & BN trén 80.
s Nam:ntvr # 1:1.

**Mua lanh.

<% >50% BN c6 kém bénh ly khac, 35% c6 it nhat 2 bénh ly (BTD,
SGMD, BTM, XG, bénh phdi, bénh ac tinh, dung thuéc duwdng
tinh mach...).

Journal of Trauma and Acute Care Surgery, 72 (3), pp. 560-566.
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RSHCM

ANATOMY INFECTION ___— Fascia superficialis
Epidermis Impetigo
Erysipela 5 S
Folliculitis ___—— Deep peripheral fascia
Dermis Furunculosis
‘ Cellulitis ~—— Deep intermuscular fascia

Intramuscular aponeurosis and

Superficial fatty fascia
connective tissue of the muscles

Deep fascia Necrotizing fasciitis

Epimysium ’ TS . s -
Pithysi\ ~___ Epineurium and adventitia
Perimysium 3 .
surrounding nerves and vessels

Muscle Myonecrosis

™ Periosteum

Skeletal radiology, 43, pp. 577-589.
Insights Imaging 10, 47 (2019)
RSHCM 2025



_ Sinh Iy bénh 4

[ Skin trauma/ Internal spread ]

¥

Subcutaneous Tissue
bacterial invasion (fascia)

° Q

Bacterial proliferation = toxins {Angiothrombotic microbial invasion 1

and enzymes production => skin and deep tissues
HORIZONTAL PROGRESSION ‘1 r. VERTICAL PROGRESSION
(ISCHEMIA-P]

NECROSIS

$

{ Inflammatory mediators release. ]

SYSTEMIC PROGRESSION.

Skeletal radiology, 43, pp. 577-589.

RSHCM 2023



I Phan loai '

Theo vi khuan

Loai I: (55-80%) Da vi sinh vat, : . .
hidu khi két hop ki khi Surgical Site infections

Loai Il: Pon vi sinh vat — nhédm A
Streptococcus pyogens

. J g J

. ) p N
Loai IlI: nhiém tring do loai Vibrio

Non-necrotizing SSTIs

Necrotizing SSTIs (NSTIs)
Necrotizing cellulitis

) ’ Necrotizing fasciitis
Loai IV: NAm Fourm.er.s gangre.n.e
Necrotizing myositis

| 4

World J Emerg Surg 9, 57 (2014)
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CHAN DOAN

RSHCM

<+ Trong giai doan s&m, NF rat dé nham véi VMTB hodc ap
xe.

<+ Chan doan nham trong giai doan s&m: 85-100%.
- & nguyén nhan dan dén két cuc ti vong.

Journal of Trauma and Acute Care Surgery, 72 (3), pp. 560-566.

RSHCM 2023



Triéu chirng 1am sang o)

. |Non-NSTI NSTI

Dau hiéu Sot, &n lanh S6t khéng hang dinh hodc ha than nhiét
chung Hiém khi soc nhiém khuan 25% sbéc nhiém khuan

LG 1an, kich dong

Khéng giam than nhiét du da dung KS

Dau hiéu Swng, ndng, dé, dau Dau dir doi, khéng twong xirng voi dau hiéu
taichd  C6thé cd béng nwéde va cham XH 1dm sang tai chd

Khéng hoai tw Lan rong nhanh du da dung KS

85% khu tru & chi duoi Bong nwéc va XH (khdéng dac hiéu)

50% co6 hach ngoai bién Tim, hoai tlr da

% trrd'ng hop cé ngd vao Giam cam giac, giam van dong

Dau phap phong dwai da

RSHCM 2023



Xét nghiém (0

LRINEC Score

Journal of Trauma and Acute Care Surgery, 72 (3), pp. 560-566.
RSHCM 2025

—— LRINEC
—— Variable Value Score Points
——— C-reactive protein (mg/L) <150 0
I >150 4
——— WBC (cells/mm?) <15 0
——— 15-25 1

— >25 2
— Hemoblobin (g/dL) >13.5 0
—— 11-13.5 1
——— <11 2
— Sodium (mmol/L) =135 0
—— <135 2
—— Creatinine (mg/dL) =1.6 0
—— >1.6 2
——— Glucose (mg/dL) =180 0
—— =>180 1



Bénh vién Dai hoc y dwoc TPHCM
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Finger test” Q’u’c_)’c thwe hién dwoi
gay té tai cho.

Cat sau 2 cm dwdi I&¢p can mac.
“Finger test” dwong tinh:

Khéng thay chay mau:

Sw hién dién cua “nwdc mu
do”;

Co khong co that;

Giam khang tré cua mo khi
tach bang ngon tay.

Finger test

o
|:

v""' T AT T T"
i i

v‘T

| T

|— 2 cm incision after LA

Skin layer
Subcutaneous fat

resistance
of fascia to

blunt Gloved finger
dissection Dishwasher fluid

Fascia

Skeletal radiology, 43, pp. 577-5809.
RSHCM 2025 & PP
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Xquang

- Khi doc theo mat phang
can mac/ khdng cé chan
thwong: dac hiéu, chi thay
& 25-55%, c6 thé chi thay
dwoc & giai doan mudn.
Xac dinh nhirng nguyén
nhan nhiém trang khac (di

vat hodc gay xwong tiém
an).

The British Journal of Radiology, 91 (1088), pp. 20180093
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» Thiéu do phan giai khi khéo sat cac
cau truc sau.

« Khi mé mém: Siéu am > Xquang.
 Tang am I&ép m& + phu mo dwéi da:
Khoéng dac hiéu — viem mo té bao.

* Phan biét NF v&i viem mo té bao:
Can mac khéng déu:
Tu dich bat thworng doc theo mat
phang dw¢i can mac;
Day can mac lan toa.
Loai trir DVT, dj vat, hwéng dan choc long ANKLE Right Lat Sup
hut dich chan doan.

Skeletal radiology, 43, pp. 577-589.
The-British Journal of Radiology, 91 (1088), pp. 20180093.

RSHCM 2025



Cat I&p vi tinh (o)

« Phuong tién hinh anh chinh.

S lan rébng cda nhiém tring = Hwdng dan phau thuét.

“*Lién quan cua xwong.

#+X&c dinh nguén nhiém triing tiém an va bién chirng tiem
an (v& mach mau, hoai tr mo).

- Day can mac + tham nhiém mé (80%), khi trong md mém
(55%), ap xe (35%) — Wysoki va cs.

The British Journal of Radiology, 91 (1088), pp. 20180093.

RSHCM 2023



Cat I&p vi tinh |

- Khi trong cac vung dich doc theo
mat phang dwdi can mac - dac hiéu

Tu dich dwéi can mac va gilra co

Bénh vién Pai hoc Y dwoc TPHCM

RSHCM 2023



C4t 1op vi tinh i

RSHCM

Day va bat thudc manh 1&p can mac
+ khi trong m6 mém

Can mac khéng bat thudc mét phan

Bénh vién Pai hoc Y dwoc TPHCM

RSHCM 2023



Cat I&p vi tinh

+Trwdng khdo sat du (trao ddi véi lam sang).
< Lay cé hai bén.
*PL, TM +/- CTA néu nghi ng® tdn thwong ddng mach.

RSHCM 2023



Cong hwong tir b )
< D06 nhay cao nhat.
“ Day mac sau/ tu dich duwéi can mac.
<% Bat thworng mac sau gitra co A# VMTB.

% Tang tin hiéu va day can mac = 3mm trén T2FS/ STIR v&i s lién
guan cua = 3 khoang: Se cao.

> Tang tin hiéu can mac sau: khéng dac hiéu (VMTB, Viém co, chan
thwrong, viem mach, thay doi sau xa tri...).

% Thay ddi tinh bat thudc can mac.
<% Khong bat thudc ctia can mac: hoai t - giai doan mudn.

The British Journal of Radiology, 87 (1033), pp. 20130560.
The British Journal of Radiology, 91 (1088), pp. 20180093.

RSHCM 2023



Cong hwong tw

Day va tang tin hiéu mac sau gian co bao  Day, tang tin hi€u can mac sau trén T2FS
quanh co bung chan va co dép trén T2FS  va tang bat thuéc can mac sau

Skeletal radiology, 43, pp. 577-589.
The British Journal of Radiology, 91 (1088), pp. 20180093.

RSHCM 2023



VAI TRO CUA HINH ANH HOC (0 )"

Khong dap

wng diéu tri
Dau hiéu Nguén gac,
lam sang bién chirng
knong ro nhiém trung

Khéng bao gi¢ nén tri hoadn viéc phau thuét cat loc mod
dé cho két qua HAH.

Skeletal radiology, 43, pp. 577-589.
RSHCM 2023



Review > Skeletal Radiol. 2022 Apr;51(4):727-736. doi: 10.1007/s00256-021-03875-9.
Epub 2021 Jul 24.

Diagnostic performance of MRI and CT in diagnosing
necrotizing soft tissue infection: a systematic review

Robert M Kwee 1, Thomas C Kwee 2

Affiliations + expand
PMID: 34302500 DOI: 10.1007/s00256-021-03875-9

Abstract

Objective To systematically review the accuracy of MRI and CT in diagnosing necrotizinjg soft tissue infection (NSTI).
Methods MEDLINE and Embase were searched for original studies which reported the diagnostic performance of MRI or
CT in detecting NSTT. Individual study quality was assessed using the QUADAS-2 tool. Sensitivity and specificity of MRI
and CT were calculated and, if supported by data from at least two studies, pooled using a bivariate random-effects model.
Results Six MRI studies and 7 CT studies were included. There were no major concerns with regard to study quality and
applicability. The included studies used multiple diagnostic criteria, with sensitivities and specificities of both MRI and CT
ranging between 0 and 100%. T2 hyperintensity of deep fascia was the most commonly used diagnostic MRI criterion (5
studies), yielding a pooled sensitivity of 86.4% (95% confidence interval [CI] 76.1-92.7%) and a pooled specificity of 65.2%
(95% CI 35.4-86.6%). Presence of gas was the most commonly used diagnostic CT criterion (3 studies), yielding a pooled
sensitivity of 48.6% (95% CI 37.1-60.2%) and a pooled specificity of 93.2% (95% CI 73.3-98.5%).

Conclusion T2 hyperintensity of deep fascia at MRI has high sensitivity and moderate specificity in diagnosing NSTI.
Presence of gas at CT has low sensitivity but high specificity. A combination of diagnostic criteria may improve diagnostic
performance, but this needs further investigation.

RSHCM 2025



Study Diagnostic criterion Sensitivity Specificity Youden index*

WValue 95% CI Value 95% CI

Brulsetal. [12] - Subcutaneous edema 100%  78.5-100% 5.9% 1.6-19.1% 0.06

- Fluid collection 357% 16.3-61.2% 85.3% 69.9-93.6% 0.21

- Fluid along superficial fascia 571% 32.6-78.6% 55.9% 39.5-71.1% 0.13 RSHCM

- Fluid along deep fascia 31.6% 154-54.0% 94.4% 81.9-98.5% 0.26

- Obscuration of intermuscular fat planes 539% 29.1-76.8% 61.8% 45.0-76.1% 0.16

- Gas in the soft tissues 429% 21.4-67.4% 76.5% 60.0-87.6% 0.19
— Martiner et al_T151 Presence of at least one of the followine findinos: (1) oag 100% 77 2—100% 97.7% 94.1-99 1% D98
—Table 6 Pooled sensitivity and specificity of diagnostic CT criteria which were reported by at least two studies
—Studies Total number of Total number of Diagnostic CT criterion Pooled sensitivity Pooled specificity
— patients with NSTT* patients without NSTI*
—[12, 19, 24] 75 365 Gas 48.6% (37.1-60.2%) 93.2% (73.3-98.5%)
— Chi-square 0.293 Chi-square <0.001
—[12, 19] 58 295 Subcutaneous edema 98.1% (87.6-99.7%) 11.2% (8.1-15.4%)
— Chi-square 1 Chi-square 0.611
—[12, 17] 26 38 Fluid collection 34.6% (19.1-54.3%) 87.5% (76.1-94.0%)
— Chi-square 1 Chi-square 0.746

- Subcutangous gas 83.3% 55.2-95.3% 62.5% 427-78.8% 04do

McGillicuddy et al. [19] - Faseial air 432% 29.7-57.8% 98.1% 95.6-99.2% 0.41

- Muscle/fascial edema 86.4% 73.3-93.4% 86.2% 81.5-89.9% 0.73

- Fluid tracking in subcutaneous tissues 38.6% 25.7-534% 854% 80.7-89.2% 0.24

- Lymphadenopathy 45.5% 31.7-59.9% 73.2% 67.5-78.2% 0.19

- Subcutaneous edema 100% 920-100% 11.5% 8.2-15.9% 0.12

- Fat stranding 97.7% 88.2-99.6% 8.8%  5.9-12.9% 0.07

-CT score® > 6 86.4% 73.3-93.4% 91.6% 87.6-94.4% 0.78

Zacharias et al. [20] Inflamed and ischemic or necrotic soft tissues with or 100%  86.7-100% R1.0% 66.7-90.0% 0.81 H
without gas and fluid collections Sk6|eta| RadIOIOgy1 2022

Thomas et al. [24] Presence of gas 64.7% 41.3-82.7% 94.3% 86.2-97.8% 0.59




Study

Diagnostic criterion

Sensitivity

Specificity Youden index®

Value

95% C1

Value

95% CI

Kimetal. [13] - T2 hyperintensity of deep peripheral fascia 91.2% 77.0-97.0% 200% 7.1-452% 0.11
- T2 hyperintensity of intermuscular deep fascia 824% 66.5-91.7% 60.0% 35.8-80.2% 042
- Fascial enhancement 90.3% 75.1-960% 14.3% 4.0-39.9% 0.05 i SR
- Myositis 68.6% 520-815% 60.0% 35.8-802% 029
- Abscess 50.0% 34.1-65.9% 93.3% 7T0.2-98.8% 043
- Subcutaneous fat edema 88.2% 7T3.4-953% 6% 1.2-2938% 0O
Yoon et al. [14] -Thickening of intermuscular deep fascia> 3 mm) T6.6% 62.8-864% T7.1% 1.3-31.5% 0
—— Table 5 Pooled sensitivity and specificity of diagnostic MRI criteria which were reported by at least two studies
Studies Total number Total number of Diagnostic MRI criterion Pooled sensitivity Pooled specificity
of patients with patients without
NSTI* NSTI*
—— [13. 18, 21-23] 76 75 T2 hyperintensity of deep fascia 86.4% (76.1-92.7%) 65.2% (35.4-86.6%)
— Chi-square 0.532 Chi-square < 0.001
—— |14, 18] 54 72 Thickening of deep fascia (=3 mm) 61.9% (33.0-84.3%) B6.6% (56.1-97.0%)
Chi-square 0.124 Chi-square 0.221
—— |18, 21] 9 31 Multicompartmental involvement T5.6% (36.6-94.3%) TO.8% (52.6-84.1%)
Chi-square 0.915 Chi-square 0.873
- Muscle involvement 100%  74.1-100% 0% 0-324% 0O
- Peripheral band-like invelvement of muscle on fs-T2W T2.7% 43.4-903% 100% 67.6-100% 0.73
- Diffuse involvement of muscle on fs-T2W 27.3% 9.8-56.6% 0% 0-324% 0O
- Presence of contrast enhancement of muscle 100%  74.1-100% 0% 0-324% 0O
- Peripheral band-like enhancement of muscle 81.8% 52.3-949% 100% 67.6-100% 0.82
- Diffuse enhancement of muscle 18.2% 5.1477% 0% 0-324% 0
- Intramuscular abscess 0% 0-259% 12.5% 2.2-47.1% 0
- Subcutaneous involvement 100%  T74.1-100% 12.5% 2.2-47.1% 0.13
- Multicompartmental involvement S0%, 0.5-90.6% 62.5% 30.6-86.3% 0.13
Schmid et al. [22] Involvement of the deep fasciag** 100%  4.1-100% B83.3% 43.7-97.0% 0.83 Skeletal Rad|0|0gy, 2022
Rahmouni et al. [23] Signal abnormality within deep fasciae 023% 66.7-98.6% 95.9% 79.0-99.2% 0.88
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CAC KHUYEN CAO VE HINH ANH HOC ‘(o)

Sartelli et al. World Journal of Emergency Surgery (2018) 13:58
https://doi.org/10.1186/513017-018-0219-9 World Journal of

Emergency Surgery

REVIEW Open Access

2018 WSES/SIS-E consensus conference: @
recommendations for the management of
skin and soft-tissue infections

The diagnosis of necrotizing infection is primarily a Computed tD;nﬂgraphy (CT) has a higher éensitiv_ity

clinical diagnosis. However, radiologic imaging may be ., plain radiography in identifying early NSTIs. Find-
able to provide useful information when the diagnosis

is uncertain. A plain X-ray should not be used to
rule-out necrotizing infection (recommendation 1B). compartments in one extremity [93]. However, MRI may

In unstable patients, ultrasound may be useful to be difficult to perform under emergency conditions and

differentiate simple cellulitis from necrotizing fasci- is not recommended as the first-choice imaging
itis (recommendation 2C). technique.|

Imaging studies should not delay surgical consult-
ation and intervention (recommendation 1A).

RSHCM 2023



Review > J Am Coll Radiol. 2017 May;14(5S):S326-S337. doi: 10.1016/j.jacr.2017.02.008.

ACR Appropriateness Criteria® Suspected
Osteomyelitis, Septic Arthritis, or Soft Tissue
Infection (Excluding Spine and Diabetic Foot)

Expert Panel on Musculoskeletal Imaging:; Francesca D Beaman ' Paul F von Herrmann 2,

Mark J Kransdorf 3, Ronald S Adler 4, Behrang Amini > Marc Appel 6 Erin Arnold 7,
Stephanie A Bernard 8 Bennett S Greenspan 9 Kenneth S Lee 19, Michael J Tuite 1", Eric A Walker 8,
Robert ) Ward 12, Daniel E Wessell 13, Barbara N Weissman 14

Variant 2: Soft-Tissue or Juxta-Articular Swelling.

_ ] o ] of necrosis [3, 21, 22, 23, 24]. US is valuable in the detection of
Suspected Soft-Tissue Infection. Additional Imaging

soft-tissue fluid collections, foreign bodies, and joint effusions.
Following Radiographs Some would assert, though, that it has a more limited role, as it
can underestimate disease extent, has limited visualization of

CT [13] and MRI are well suited to delineate the anatomic extent
deeper structures, and is hindered by bone and gas [3, 25].

of soft-tissue infections, and both offer multiplanar capability.

RSHCM 2025



© Mary Ann Liebert, Inc.
DOI: 10.1089/sur.2020.436

Volume 22, Number 4, 2021 Surgical Infection Society Articles .

Surgical Infection Society 2020 Updated Guidelines
on the Management of Complicated Skin
and Soft Tissue Infections

Therese M. Duane,' Jared M. Huston.? Morgan Collom? Adam Beyer,* Sara Parli® Sara Buckman®
Mark Shapiro,” Amy McDonald? Jose Diaz? Jeffrey M. Tessier,'° and James Sanders'’

Necrotizing skin and soft tissue infections
What studies aid in the diagnosis of NSTIs?

Diagnosis

Laboratory risk indicator for necrotizing fascutis (LRINEC)
score of high risk can be considered a marker for increased
length of stay. [2C]

Plain radiographs are the first line study to look for gas in
the soft tissue followed by computed tomography. Magnetic
resonance imaging does not have a role. [1C]

RSHCM 2025



European Journal of Trauma and Emergency Surgery (2024) 50:875-885
https://doi.org/10.1007/500068-023-02414-6

ORIGINAL ARTICLE

Check for
updates

No role for standard imaging workup of patients with clinically
evident necrotizing soft tissue infections: a national retrospective
multicenter cohort study

Sanne R. Brands'® - Femke Nawijn' - Wouter Foppen' - Falco Hietbrink'

Abstract

Purpose To assess the diagnostic contribution of different imaging studies to diagnose necrotizing soft tissue infections
(NSTIs) and the time to surgery in relation to imaging with the hypothesis that imaging studies may lead to significant delays
without being able to sufficiently dismiss or confirm the diagnosis since a NSTI is a surgical diagnosis.

Methods A retrospective multicenter cohort study of all NSTI patients between 2010 and 2020 was conducted. The primary
outcome was the number of cases in which imaging contributed to or led to change in treatment. The secondary outcomes
were time to treatment determined by the time from presentation to surgery and patient outcomes (amputation, intensive
care unit (ICU) admission, length of ICU stay, hospital stay, and mortality).

Results A total of 181 eligible NSTI patients were included. The overall mortality was 21% (n=38). Ninety-eight patients
(53%) received imaging in the diagnostic workup. In patients with a clinical suspicion of a NSTI, 81% (n=85) went directly
to the operating room and 19% (n=20) underwent imaging before surgery; imaging was contributing in only 15% (n=3) by
ruling out or determining underlying causes. In patients without a clinical suspicion of a NSTI, the diagnosis of NSTI was
considered in 35% and only after imaging was obtained.

Conclusion In patients with clinically evident NSTTIs, there is no role for standard imaging workup unless it is used to exam-
ine underlying diseases (e.g., diverticulitis, pancreatitis). In atypical presenting NSTIs, CT or MRI scans provided the most
useful information. To prevent unnecessary imaging and radiation and not delay treatment, the decision to perform imaging
studies in patients with a clinical suspicion of a NSTI must be made extremely careful.
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+Pac diém lam sang, HAH dac trwng chi thay dwoc & gian
doan mudn, nhirng triéu chirng ban dau c6 thé dan dén
sai lam trong chan doan.

< Ludn can nghi dén va chan doéan phan biét VCMHT trong
cac trirong hop nhiém tring mé mém.

< Chuwa c6 sy thdng nhat gitba cac khuyén céo vé viéc s
dung HAH trong chan doan VCMHT.

% Can phoi hop gitra HAH va |am sang.

RSHCM 2023
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