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TAIWAN SOCIETY OF CRITICAL CARE MEDICINE





中華民國重症醫學會第六屆第三次會員大會暨
2015聯合學術年會


日期:  2015年10月17-18日 (星期六下午-星期日全天)
地點: 台大醫院國際會議中心 四樓(台北市徐州路2號)

重症會員免費 .非重症會員須事先報名, 非重症會員醫師:2,000元；非重症會員其他:1,000元
	講堂/日期
	401
	402BD
	402AC

	10/17 SAT PM

	13:15-15:00
	胸腔專題
	13:15-15:00
	Great Debates in Critical Care Cardiology
	13:15-17:00
	八仙塵爆專題-嚴重及大量傷患燒燙傷處置經驗及分享

	
	15:15:17:00
	麻醉專題
	15:00-17:30
	小兒低溫治療
	
	

	

	10/18 SUN AM

	301+401
Plenary Lecture

	Oral Presentation
	

	Luncheon Symposium
	MSD 
(Infection)
	Actelion
 (PAH)

	10/18 SUN PM

	自費課程
(重症會員200元、
其他人員500元)

聯甄學分4分
Year Review for 
Critical Care Medicine 2015

	會員大會、
論文頒獎典禮
	

	
	
	由醫管角度看醫院重症單位
申請衛福部倫理及品質積分


日期:  2015年10月17日 (星期六) 13:15-15:00  

台大醫院國際會議中心401會場
胸腔專題
	演講時間
	題目
	演講者

	Moderator: 古世基醫師、陳健文醫師

	13:15:13:20
	Opening
	

	13:20-13:50
	Mechanical Ventilation Strategy for Patients with
ARDS Undergoing ECMO Support
	郭順文

	13:50-14:20
	Prone Positioning in ARDS
	詹明澄

	14:20-14:50
	High Frequency Oscillatory Ventilation (HFOV) in ARDS 
	楊俊杰

	14:50-15:00
	Panel Discussion
	陽光耀 主任


講師簡介: 

	郭順文
	台大醫院胸腔外科主治醫師

	詹明澄
	台中榮總呼吸加護病房主任

	楊俊杰
	奇美醫院 內科系加護病房主任


日期:  2015年10月17日 (星期六) 15:15-17:00

台大醫院國際會議中心401會場
麻醉專題
	演講時間
	題目
	演講者

	15:15:15:20
	Opening
	

	Moderator: 廖文進副院長、梁百安主任

	15:20-15:50
	Current Microcirculation Research in 
Perioperative Medicine and Critical Care
	葉育彰

	15:50-16:20
	Cardiomyopathy and Vasculopathy in Experimental Uremia: the Role of Akt
	林致源

	16:20-16:50
	當麻醉遇上: 重症臨床研究
	黃國巡

	16:50-17:00
	Panel Discussion
	


講師簡介: 

	葉育彰
	台大醫院麻醉科主治醫師

	林致源
	三軍總醫院心臟外科主任

	黃國巡
	三軍總醫院麻醉科主治醫師


日期:  2015年10月17日 (星期六) 13:15-15:00

台大醫院國際會議中心402會場BD
心臟專題 Great Debates in Critical Care Cardiology
	演講時間
	題目
	演講者

	13:15-13:20  


	Opening                    羅鴻舜 理事長

    (中華民國重症醫學會)

	Moderator: 潘如濱 主任
IABP should be used in patients with high-risk STEMI

	13:20-13:32
13:32-13:44

13:44-13:47

13:47-13:50

13:50-13:52
	Pros 

Cons 

Pros (Rebuttal) 

Cons (Rebuttal) 

Voting 
	顧博明

張博淵


	Moderator:  楊世平主任

D2B time continues to make sense as a measurement of quality in STEMI

	13:52-14:04
14:04-14:16

14:16-14:19

14:19-14:22

14:22-14:24
	Pros 

Cons 

Pros (Rebuttal) 

Cons (Rebuttal) 

Voting 
	黃偉春
黃建龍



	Moderator: 林少琳主任

Primary PCI: Should You Venture Beyond the Culprit Lesion?

	14:24-14:36
14:36-14:48

14:48-14:51

14:51-14:54

14:54-14:56
	Pros 

Cons 

Pros (Rebuttal) 

Cons (Rebuttal)

Voting 
	蘇界守
王怡智



	14:56-15:00
	Closing remarks  黃瑞仁院長


講師簡介: 

	顧博明
	奇美醫院心臟血管內科主治醫師

	張博淵
	台大醫院內科部心臟血管科主治醫師

	黃偉春
	高雄榮總心臟血管科內科主治醫師

	黃建龍
	振興醫院心臟血管內科主治醫師

	蘇界守
	台中榮總心臟血管中心主治醫師

	王怡智
	臺大醫院內科部心臟內科主治醫師


日期:  2015年10月17日 (星期六) 15:00-17:30
台大醫院國際會議中心402會場BD

小兒低溫治療 PED Hypothermia
	演講時間
	題目
	演講者

	                                Moderator: 謝凱生主任、張嘉侃主任

	15:00-15:50
	低溫療法的基本概念
	彭純芝

	15:50-16:40
	低溫療法於兒童急救之應用

	王玠能

	16:40-17:30
	低溫療法對於周產期缺氧缺血性腦病變新生兒之應用
	江明洲

	
	Panel Discussion
	


講師簡介: 

	彭純芝
	台北馬偕紀念醫院新生兒科主治醫師/
兒童重症醫學科主任

	王玠能
	成大醫院小兒心臟科主治醫師

	江明洲
	林口長庚醫院新生兒科主治醫師


日期:  2015年10月17日 (星期六) 13:15-17:00

台大醫院國際會議中心402會場AC

八仙塵爆專題: 嚴重及大量傷患燒燙傷處置經驗及分享
	演講時間
	題目
	演講者

	

	13:15-13:20
	Opening
	

	13:20-13:50
	葉克膜在嚴重燒傷的處置
	李紹榕

	13:50-14:20
	大量燒燙傷病患治療方針-三軍總醫院經驗分享

	戴念梓

	14:20-14:50
	大量燒燙傷病患治療方針- 台北榮民總醫院經驗分享
	彭成康

	14:50-15:00
	Panel Discussion
	

	15:00-15:20
	Coffee Break 
	

	15:20-15:50
	燒燙傷病患的治療- 馬偕醫院經驗分享
	董光義

	15:50-16:20
	燒燙傷病患的營養支持
	韓吟宜


講師簡介: 

	李紹榕
	台北市立萬芳醫院外科部副主任

	戴念梓
	三軍總醫院整形外科科主任

	彭成康
	臺北榮民總醫院外科部整形外科主任

	董光義
	台北馬偕醫院外科部主任

	韓吟宜
	台大醫院創傷加護病房主任


日期:  2015年10月18 (星期日)  8:50-12:00AM
台大醫院國際會議中心301+401會場
Plenary Lecture (重症醫學會與急救加護醫學會聯合舉辦)   
	演講時間
	題目
	演講者

	08:50-09:00 
	 Opening
	羅鴻舜理事長
鄭高珍理事長

	Moderator：羅鴻舜理事長、鄭高珍理事長

	09:00-09:40
	從重症醫師到市長
	Prof. Wen-Je Ko

	09:40-10:20
	Sepsis Definition and Therapy:
Where are we?
	Prof. Haibo Zhang

	10:20-10:40
	Coffee Break
	

	Moderator：吳清平教授、黃建華學術主委

	10:40-11:20
	Patient Directed Ventilation
	Prof. Younsuck Koh


	11:20-12:00
	Update for Resuscitation New Guideline
	Prof. Swee Han Lim


講師簡介: 

Prof. Haibo Zhang 
Professor, Departments of Anesthesia, Critical Care Medicine and Physiology, University of Toronto, Canada

Prof. Wen-Je Ko
Mayor of Taipei , Taiwan

Prof. Younsuck Koh 
Professor of Medicine, Asan Medical Center, 
University of Ulsan College of Medicine, Korea
Prof. Swee Han Lim
Chairman Resuscitation Council of Asia
Senior Consultant, Department of Emergency Medicine, Singapore General Hospital, Singapore
日期:  2015年10月18 (星期日)  12:10-13:30
台大醫院國際會議中心 401會場
Luncheon Symposium -MSD
Diagnosis and Management of Infection Disease in Acute Care

	演講時間
	題目
	演講者

	12:10-12:20 
	 Opening
	

	Moderator：余忠仁主任

	12:20-12:50
	How to implement Antimicrobial Stewardship (AMS) program to optimize the patient care and reduce the antimicrobial resistance?
	王振泰

	Moderator：黃崇旂主任

	12:50-13:20
	Epidemiology and Treatment Strategy of Fungal Infection in ICU
	盛望徽

	13:20-13:30
	Discussion
	


講師簡介: 

	王振泰
	台大醫院感染科主治醫師

	盛望徽
	台大醫院內科部副主任


日期:  2015年10月18 (星期日)  12:10-13:15
台大醫院國際會議中心 402會場
Luncheon Symposium - Actelion 
PAH update
	演講時間
	題目
	演講者

	Moderator：曾春典教授

	12:10-12:15
	Opening
	

	12:15-12:40
	What’s New in PH?
	徐紹勛

	12:40-13:05
	A New Era in PAH Management:

Opsumit-Journey from Pre-clinical to SERAPHIN
	許志新

	13:05-13:15
	Discussion
	


講師簡介: 

	徐紹勛
	台大醫院胸腔外科主治醫師

	許志新
	國立成功大學附設醫院心臟加護病房主任


日期:  2015年10月18 (星期日)  13:55-17:00
台大醫院國際會議中心402會場
由醫管角度看醫院重症單位
	演講時間
	題目
	演講者

	13:55-14:00
	Opening
	羅鴻舜理事長

	Moderator: 唐高駿院長、張之光副院長

	14:00-14:30
	健保制度對加護病房重症醫療利用的合理性之探討-學界觀點
	藍祚運

	14:30-15:00
	民眾對重症單位(ICU)的期待
	陸   雲

	15:00-15:20
	Coffee Break
	

	Moderator: 王家弘主任、彭萬誠主任、高國晉主任

	15:20-15:50
	醫學中心重症專責醫師的心聲
	洪芳明

	15:50-16:20
	區域醫院重症專責醫師的心聲
	丁良文

	16:20-16:50
	醫院管理者對重症醫師的績效評估
	吳清平

	16:50-17:00
	Discussion & Closing
	唐高駿院長


講師簡介: 

	藍祚運
	陽明大學醫管所 副教授

	陸  雲
	中華民國消費者文教基金會 董事長

	洪芳明
	亞東紀念醫院外科加護病房 主任

	丁良文
	羅東博愛醫院重症醫學科 主任

	吳清平
	壢新醫院 副院長


日期:  2015年10月18 (星期日) 14:00-17:15

台大醫院國際會議中心 401會場
『聯甄課程: Year Review for Critical Care Medicine 2015』
聯甄學分4分         
請事先報名，不接受現場報名，須報到簽退始給予學分
重症及聯甄5會會員200元、其他人員500元

報名網址: www.tsccm.org.tw => 學術活動=> 聯甄課程

	演講時間
	題目
	演講者

	13:30-14:00 報到

	Moderator: 林恒毅院長

	14:00-14:35
	Chest Ultrasonography in Critical Care
	王鶴健
台大醫院胸腔內科主治醫師

	Moderator: 林昌琦主任

	14:35-15:10
	Year Review of Hemodynamic Management
	黃煜為
義大醫院重症醫學部副部長

	15:10-15:30
	Coffee Break
	

	Moderator: 馬辛一主任

	15:30-16:05
	外科重症
	楊明杰
高雄榮總加護醫學外科主治醫師

	Moderator: 夏紹軒主任

	16:05-16:40
	兒科非侵入性血流動力學監測之臨床應用
	謝凱生

高雄長庚醫院兒童內科部部長

	Moderator: 溫明賢主任

	16:40-17:15
	Sudden Cardiac Death-Taiwan Experiences
	 張坤正
中國醫藥大學附設醫院心臟內科主任


演講者
10/17

	姓名
	機構
	部門
	職稱

	郭順文
	台大醫院
	胸腔外科
	醫師

	詹明澄
	台中榮總
	呼吸加護病房
	主任

	楊俊杰
	奇美醫院
	內科系加護病房
	主任

	葉育彰
	台大醫院
	麻醉部
	醫師

	林致源
	三軍總醫院
	心臟外科
	主任

	黃國巡
	三軍總醫院
	麻醉部
	醫師

	顧博明
	奇美醫院
	心臟血管內科
	醫師

	張博淵
	台大醫院
	內科部心臟血管科
	醫師

	黃偉春
	高雄榮總
	心臟血管內科
	醫師

	黃建龍
	振興醫院
	心臟血管內科
	醫師

	蘇界守
	台中榮總
	心臟血管中心
	醫師

	王怡智
	台大醫院
	內科部心臟血管科
	醫師

	彭純芝
	台北馬偕紀念醫院
	新生兒科
	醫師

	王玠能
	成大醫院
	小兒心臟科
	醫師

	江明洲
	林口長庚醫院
	新生兒中重度病房
	主任

	李紹榕
	台北市立萬芳醫院
	外科部
	副主任

	戴念梓
	三軍總醫院
	整形外科
	主任

	彭成康
	臺北榮民總醫院
	外科部整形外科
	主任

	董光義
	台北馬偕醫院
	外科部
	主任

	韓吟宜
	台大醫院
	創傷醫學部
	醫師


演講者
	10/18

	姓名
	機構
	部門
	職稱

	柯文哲
	台北市政府
	　
	市長

	Haibo Zhang
	Professor, Departments of Anesthesia, Critical Care Medicine and Physiology, University of Toronto, Canada

	Younsuck Koh
	Professor of Medicine, Asan Medical Center, 
University of Ulsan College of Medicine, Korea

	Swee Han Lim
	Senior Consultant, Department of Emergency Medicine, Singapore General Hospital, Singapore

	王振泰
	台大醫院
	感染科
	醫師

	盛望徽
	台大醫院
	內科部
	副主任

	徐紹勛
	台大醫院
	胸腔外科
	醫師

	許志新
	國立成功大學附設醫院
	心臟加護病房
	主任

	藍祚運
	國立陽明大學
	醫管所
	 副教授

	陸  雲
	中華民國消費者文教基金會
	　
	董事長

	洪芳明
	亞東紀念醫院
	外科加護病房
	主任

	丁良文
	羅東博愛醫院
	重症醫學科 
	主任

	吳清平
	壢新醫院
	　
	副院長

	王鶴健
	台大醫院
	胸腔內科
	醫師

	黃煜為
	義大醫院
	重症醫學部
	副部長

	楊明杰
	高雄榮總
	加護醫學外科
	醫師

	謝凱生
	高雄長庚醫院
	兒童內科部
	部長

	張坤正
	中國醫藥大學附設醫院
	心臟科
	主任


Mechanical Ventilation Strategy for Patients with
ARDS Undergoing ECMO Support –郭順文
Patients with ARDS requiring ECMO usually present very low respiratory system compliance (Cstrs) values (i.e., severe restrictive respiratory syndrome patients). As a consequence, they are at high risk of experiencing poor patient–ventilator interaction during assisted breathing. We hypothesized that monitoring of diaphragm electrical activity (EAdi) may enhance asynchrony assessment and that neurally adjusted ventilatory assist (NAVA) may reduce asynchrony, especially in more severely restricted patients.

Prone Positioning in ARDS-詹明澄
Acute respiratory distress syndrome (ARDS) and cardiogenic pulmonary edema (CPE) are common in the intensive care unit (ICU). Both are characterized by hypoxemia and pulmonary infiltrates on chest X-ray and often needing mechanical ventilation.

High Frequency Oscillatory Ventilation (HFOV) in ARDS -楊俊杰
HFOV oscillates with small amplitude around a constant mean airway pressure (mPaw) that is higher than that usually obtained during conventional ventilation (CV). HFOV can thus maintain alveolar recruitment while avoiding cyclic alveolar collapse and re-opening, and theoretically would achieve all of the goals of lung protective ventilation. In adult patients with ARDS, HFOV has been shown to improve oxygenation in observational  and randomized control trials, however, HFOV failed to demonstrate the beneficial effects in two randomized, controlled trials, OSCAR and OSCILLATE. Here, we will talk about the role of HFOV in ARDS.

Current Microcirculation Research in 

Perioperative Medicine and Critical Care-葉育彰
Despite early goal-directed therapy and Surviving Sepsis Campaign have been developed for many years, the mortality of severe sepsis and septic shock is still high. Recent advances in imaging technology have enabled the observation of microcirculation, and several studies have demonstrated that derangements in microvascular flow play a role in sepsis-induced multiple organ dysfunction syndrome and death.
Cardiomyopathy and Vasculopathy in Experimental Uremia: the Role of Akt-林致源
Uremic cardiomyopathy is a classic complication of chronic renal failure whose cause is unclear and treatment remains disappointing. Insulin resistance is an independent predictor of cardiovascular mortality in chronic renal failure. Underlying insulin resistance are defects in insulin signaling through the protein kinase, Akt. Akt acts as a nodal point in the control of both the metabolic and pleiotropic effects of insulin. Imbalance among these effects leads to cardiac hypertrophy, fibrosis, and apoptosis; less angiogenesis; metabolic remodeling; and altered calcium cycling, all key features of uremic cardiomyopathy. Here we consider the role of Akt in the development of uremic cardiomyopathy, drawing parallels from models of hypertrophic cardiac disease.
當麻醉遇上: 重症臨床研究-黃國巡
麻醉之研究團隊規劃三大研究方向分別為：疼痛機轉之了解、疼痛治療之研究、基因治療之可行性。並將以神經病變性疼痛的動物模式及癌症末期病人的研究作為出發點，希望將來能推廣到非癌症疼痛病患。--近程與中程計劃目標：運用各種最新的分子與cDNA表現圖譜(expression profile)比對技術，找出神經病變性疼痛時異常表現的基因。利用已知的基因，如endorphin, enkephalin, GDNF等，以Adenovirus等載體，送入動物體內，作為基因治療之用。運用組織工程之技術修復受損之神經，期能恢復神經應有之功能。 
疼痛研究及神經藥理學是麻醉部實驗室的專長，提昇研究競爭力，建立競爭優勢是我們刻不容緩的工作，當務之急必須建立核心實驗室，以全力衝刺研究發展。 　
IABP should be used in patients with high-risk STEMI- Pros顧博明
AMI patients who undergo successful PCI but still experience ischemia, or no reflow, are at the highest risk for future cardiovascular events. Due to the ongoing ischemia, coronary autoregulation is exhausted and coronary blood flow is directly dependent on coronary perfusion pressure, which is augmented by IABP. The combination of improving coronary circulation and decreasing the workload of the heart results in a significant decrease of ischemic burden of the myocardium and limits infarct size, thereby improving outcome.

IABP should be used in patients with high-risk STEMI- Cons張博淵
AMI patients who undergo successful PCI but still experience ischemia, or no reflow, are at the highest risk for future cardiovascular events. Due to the ongoing ischemia, coronary autoregulation is exhausted and coronary blood flow is directly dependent on coronary perfusion pressure, which is augmented by IABP. The combination of improving coronary circulation and decreasing the workload of the heart results in a significant decrease of ischemic burden of the myocardium and limits infarct size, thereby improving outcome

D2B time continues to make sense as a measurement of quality in STEMI- Pros黃偉春
Primary angioplasty decreases mortality and improves long-term outcomes for patients with STEMI. To be most effective, it needs to be performed expediently, with door-to-balloon times (D2B) less than 90 min. Primary PCI with high success rates and predictable short D2B times can be performed with standardized techniques in community hospitals.
D2B time continues to make sense as a measurement of quality in STEMI- Cons黃建龍
American College of Cardiology guidelines put the door-to-angioplasty time at 90 minutes for optimal therapy. No more than 90 minutes should pass between the time a STEMI (ST elevation myocardial infarction) patient arrives at the hospital to the angioplasty. There is a high correlation between door-to-balloon time and patient survival, but only 30 to 40 percent of U.S. hospitals meet the guideline, says Bradley. Patients whose angioplasty and stents are completed within the ‘golden hour’ tend to have better outcomes with improved cardiac pumping function and less scarring

Primary PCI: Should You Venture Beyond the Culprit Lesion? - Pros蘇界守

There are conflicting data regarding optimal treatment of non-culprit lesions detected during primary percutaneous coronary intervention (PCI) in patients with ST-elevation myocardial infarction (STEMI) and multi-vessel disease (MVD). We aimed to investigate whether ischaemia-driven early invasive treatment improves the long-term outcome and prevents major adverse cardiac events (MACE).
Primary PCI: Should You Venture Beyond the Culprit Lesion? Cons王怡智

The best strategy regarding PCI for ST-elevation myocardial infarction (STEMI) in multivessel disease is an unresolved issue. Although current guidelines recommend that PCI in non-culprit arteries should not be attempted unless the patient is hemodynamically unstable, it is unclear whether PCI of the infarct-related artery only or a strategy of complete revascularization, either in a simultaneous or staged multivessel PCI approach, will improve outcome. Based on available data, PCI of the culprit lesion has the advantages of shorter procedure duration, a smaller amount of dye used, and a lower rate of periprocedural myocardial infarctions, while complete revascularization has lower rates of recurrent angina and a better left ventricular ejection fraction. Although data available give controversial results for the right strategy to choose, the only adequately powered randomized controlled trial shows that a strategy of multivessel PCI should be pursued notwithstanding the timing of complete revascularization. However, to avoid the potential risks of simultaneous multivessel PCI, a strategy of staged complete revascularization appears to be the best choice. It should be considered whether current guidelines should be changed to account for these considerations, and other adequately powered randomized controlled trials should be performed to endorse current knowledge.
低溫療法的基本概念-彭純芝
低溫的治療可以追朔自古希臘的學者希波克拉底(Hippocrates)發現可使用雪或冰讓病患的傷口止血。過去的新聞報導不乏一些在冬天被發現的棄嬰雖暴露在低溫當中卻常有仍存活的案例。溺水患者即使經過一定時間的缺氧，文獻中發現於較低溫度的水域溺水的患者的存活率較高。這些臨床觀察都在近年來一些動物實驗當中得到證實，科學家發現在攝氏約32至35度的溫度當中，經歷缺氧的老鼠有較少的神經學傷害，也開啟了低溫治療的新頁。目前低溫治療是對於心跳停止的成人急救後未恢復意識的個案已成為急救的通則。而另外在嚴重缺氧的足月新生兒，低溫治療也成為急救的選擇之一並有效降低死亡率。雖然並未有大型研究統計，低溫療法是未來對於經歷嚴重腦傷的兒童一項具發展性的治療.

低溫療法於兒童急救之應用-王玠能
The main focus of clinical research related to hypothermia is whether it confers a neurological benefit for pediatric patients after cardiac arrest. However, one very recent study had shown the results do not confer a significant benefit in survival, yet unanswered questions remain concerning the potential role of targeted temperature management in children after cardiac arrest. Alternative durations of therapeutic hypothermia temperature control (longer or shorter), different depths of temperature control (higher or lower), and a different therapeutic window for initiating therapeutic hypothermia (shorter) are modifications that might be considered for future study.
低溫療法對於周產期缺氧缺血性腦病變新生兒之應用-江明洲
所謂低温療法是讓患嬰體溫降至目標溫度，持續72小時後，再讓患者逐漸恢復正常體溫(回溫時上升速度不超過0.5°C/小時)。目前降低體溫的方式有全身性降溫(whole body cooling)與頭部降溫(selective head cooling)等二種方法。目前兩者在治療效果及副作用方面是不分軒輊。由於缺氧缺血性腦病變具有複雜的病理機轉，因此仍有許多進行中的研究在探究相關治療的方法。低溫療法目前是缺氧缺血性腦病變的標準治療，唯有充分瞭解低溫療法的作用機轉與照護原則，才能有效提升其治療的效果。
葉克膜在嚴重燒傷的處置-李紹榕
Severe trauma with concomitant chest injury is frequently associated with acute lung failure (ALF). : Pumpless and pump-driven ELS systems are an excellent treatment option in severe thoracic trauma patients with ALF and facilitate survival in an experienced trauma center with an interdisciplinary treatment approach. We encourage the use of vv-ECMO due to reduced complication rates, better oxygenation and best short-term outcome

大量燒燙傷病患治療方針-三軍總醫院經驗分享

三總因「八仙塵爆」案收近60餘位嚴重燒傷病人及吸入性灼傷病患，截至8月底仍收治38名患者，其中7人在燒燙傷加護中心治療，1人洗腎治療. 塵爆事件造成許多患者四肢燒傷，因擔心燒傷引起組織攣縮，恐影響肢體功能，該院部分病情穩定患者，已開始進行復健治療，治療時須以輔具將緊繃、僵硬的燒傷組織撐開，或為避免疤痕增生，要隨時按摩疤痕，患者的挑戰現在才要開始，院方也會隨時關注患者心理狀況，以防患者因心情憂鬱、沮喪，無法回歸正常生活.

大量燒燙傷病患治療方針- 台北榮民總醫院經驗分享

臺北榮總共收治八仙塵爆傷患43人，39人收治住院，24人於加護病房治療，燒傷面積90%以上患者共4人，80%以上5人，現加護病房7人，普通病房15人，已出院17人。
燒燙傷病患的治療- 馬偕醫院經驗分享

在意外發生時淡水及台北院區共收了83名病人的馬偕醫院，是國內最早成立燒燙傷病房的醫院，經驗相當豐富，他們也在最快的速度組成後援團隊，並組成燙傷換藥小組。每位燒燙傷病患病人每天都需要1到2次的換藥，醫護耗費相當大的人力，且換藥時間過長，病人也痛苦，馬偕醫院組成近10人的換藥團隊，聽口令換藥，把換藥時間減至30分鐘內.馬偕醫院擁有全台最久的燒燙中心經驗，在接受八仙塵爆傷患第一時間，便予以精神評估、照護，但2個月過去，最近仍發現有傷患出現創傷後壓力症候群現象，不斷回想到事發當時的經驗，困擾不已。政府的健保給付將在9月底結束，對於後續復健、生活重建有經濟困難者，可向基金會申請補助.
燒燙傷病患的營養支持-韓吟宜

嚴重燒傷患者因為大面積的傷口、頻繁的手術以及伴隨著的各種壓力及併發症，啟動了全身性的發炎、免疫反應，進而造成新陳代謝上的重大改變，包括了高度新陳代謝、醣質新生、高血糖症以及蛋白質異化等生理變化。這些代謝上的混亂，導致了身體組成的大量分解與消耗，不僅器官功能受到影響、免疫系統重創，更遑論燒傷患者重要的漫長「傷口癒合」議題了！是故嚴重燒傷患者較一般重症患者有著更大的營養缺口，也需要更積極的營養支持；營養照護本來就是燒傷患者整體治療中不可或缺的一環，為避免營養不良所帶來的相關併發症，燒傷患者的營養、代謝支持必須及時且謹慎地進行。
從重症醫師到市長- Wen-Je Ko

柯文哲外科醫師、政治人物，無黨籍，為現任臺北市市長。曾擔任臺大醫院急診部醫師、臺大醫院創傷醫學部主任、臺大醫學院教授，專長為外科重症醫學、器官移植 、人工器官等，是臺灣第一個急診與重症加護專職醫生，為臺灣器官標準移植程序的建立者，也是首位將葉克膜（ECMO）技術引進臺灣的醫師。

在2006年後開始在媒體曝光而知名，2014年參選臺北市市長選舉，並以「在野大聯盟」為號召，當選臺北市第15任直轄市市長，成為臺北市改制直轄市後首任無黨籍市長。
Sepsis Definition and Therapy: Where are we?- Haibo Zhang
When sepsis is accompanied by conditions in which systemic oxygen delivery does not meet tissue oxygen demands, tissue hypoperfusion begins. Tissue hypoperfusion leads to oxygen debt, cellular injury, organ dysfunction and death. Tissue hypoperfusion can be characterized using markers of tissue perfusion (central venous oxygen saturation and lactate), which reflect the interaction between systemic oxygen delivery and demands. For the last two decades, studies and quality initiatives incorporating the early detection and interruption of tissue hypoperfusion have been shown to improve mortality and altered sepsis care. Three recent trials, while confirming an all-time improvement in sepsis mortality, challenged the concept that rapid normalization of markers of perfusion confers outcome benefit. By defining and comparing haemodynamic phenotypes using markers of tissue perfusion, we may better understand which patients are more likely to benefit from early goal-directed haemodynamic optimization.
Patient directed ventilation-Younsuck Koh
The main goal of positive pressure ventilation (PPV) is to improve pulmonary gas exchange and to rest compromised respiratory muscles minimizing ventilator-associated lung injuries (VALI). Less invasive ventilatory support is also crucial for better outcome of patients with respiratory failure. The level of air flow resistance and alveolar volume change is determined by intrinsic lung condition during PPV. PPV also alters heart-lung interaction, which can affect total oxygen delivery to tissues. Therefore, patient directed mechanical ventilation (MV) setting should consider patient’s underlying lung pathophysiology, synchronization with MV, heart-lung interaction associated with PPV, and a less invasive way to support. 

Update for Resuscitation New Guideline- Swee Han Lim

Please note that the new European Resuscitation Guidelines will be released on 15th October 2015. Manuals will be updated accordingly between this date and the beginning of 2016. 

American Heart Association Response to the 2015 Institute of Medicine Report on Strategies to Improve Cardiac Arrest Survival
Cerebral Oximetry as a Real-Time Monitoring Tool to Assess Quality of In-Hospital Cardiopulmonary Resuscitation and Post Cardiac Arrest Care
Sudden cardiac arrest in sports - need for uniform registration: A Position Paper from the Sport Cardiology Section of the European Association for Cardiovascular Prevention and Rehabilitation
How to implement Antimicrobial Stewardship (AMS) program to optimize the patient care and reduce the antimicrobial resistance?- 王振泰

Antimicrobial stewardship refers to coordinated interventions designed to improve and measure the appropriate use of antimicrobials by promoting the selection of the optimal antimicrobial drug regimen, dose, duration of therapy, and route of administration.  Antimicrobial stewards seek to achieve optimal clinical outcomes related to antimicrobial use, minimize toxicity and other adverse events, reduce the costs of health care for infections, and limit the selection for antimicrobial resistant strains.  Currently, there are no national or coordinated legislative or regulatory mandates designed to optimize use of antimicrobial therapy through antimicrobial stewardship.  Given the societal value of antimicrobials and their diminishing effectiveness due to antimicrobial resistance.

Epidemiology and Treatment Strategy of Fungal Infection in ICU

Invasive fungal infections (IFIs) are on the increase not only among oncology and transplant patients but also among patients admitted to intensive care units (ICU). The rise in ICU IFIs can be attributed to the growing use of complex surgical procedures, invasive medical devices, and long-term, broad-spectrum antibiotic therapy. The majority of these life-threatening infections are caused by the well-known opportunistic pathogens Candida albicans and Aspergillus fumigatus, but new opportunistic pathogens, including yeast-like and other filamentous fungi, have emerged as additional causes. Invasive Candida infections, particularly candidemia, represent the most common IFI in critically ill patients. Although invasive yeast infections can be considered the most important causes of morbidity and mortality in ICU patients, pulmonary aspergillosis has recently emerged as an additional complication. Diagnosis of IFIs can be achieved using conventional approaches (microscopy, culture, and serology) and newer methods, including antigen detection and polymerase chain reaction (PCR) assays. Because most of the conventional approaches lack sensitivity, antigen detection and PCR assays could represent a valid alternative; however, these procedures need to be standardized and evaluated in a large number of patients.
What’s New in PH-徐紹勛
The world of pulmonary hypertension is also full of exciting news. Today, PH specialists have many more treatment options than they did a decade ago and three new medications have been approved as of 2013 [1,2]. Additional studies on these newer medications were presented at the American Thoracic Society (ATS) meeting in May 2014. Recent advances in basic research with the approval of new drugs and the establishment of therapeutic strategies, mainly in PAH and CTEPH, require a differentiated view of the disease, a careful diagnosis and initiation of therapy, and regular follow-ups. In this article, we provide an overview of the complex drug therapy currently available for PAH patients.

A New Era in PAH Management:

Opsumit-Journey from Pre-clinical to SERAPHIN-許志新

Macitentan (Opsumit®) is an orally available endothelin receptor antagonist (ERA) that resulted from a tailored drug discovery process in Actelion’s laboratories, which is currently approved for the treatment of pulmonary arterial hypertension (PAH), a chronic, life-threatening disorder which severely compromises the function of the lungs and heart.
健保制度對加護病房重症醫療利用的合理性之探討

鼓勵醫療院所引進管理式照護，藉由設立亞急性呼吸照護病房、慢性呼 吸照護病房或發展呼吸器依賴病患之居家照護模式，以降低長期使用呼 吸器病人占用加護病房或急性病房之情況，促使醫療資源合理使用。
民眾對重症單位(ICU)的期待

急救責任醫院分成一般、中度、重度等三級。一般級可提供簡單的二十四小時急診，較複雜的急症可前往中度級醫院，這兩類醫院應該可以處理九成以上急診，民眾不必一窩蜂跑大醫院。但如遇５大急重症，則應該優先考慮送到重度級醫院或特照中心搶救，並與救護人員、接手醫院做好溝通聯繫，別讓送錯急診室或錯失黃金搶救的憾事發生。\

醫學中心重症專責醫師的心聲

1. physician led multidisciplinary rounds 

2. daily "flow" meeting to assess bed availability 
3. "bundles" (sets of evidence based best practices)
4. culture changes with a focus on the team decision making process 
區域醫院重症專責醫師的心聲

站在第一線的重症專責醫師，傾全力救治重症病患，卻是「做到流汗被嫌到流涎」。一方面要配合醫院評鑑標準提高病人醫療服務品質，以躋進醫學中心之流，但目前對重症醫療的給付卻不盡合理，造成重症照護永遠是賠錢又吃力不討好的單位。另外處於醫病關係相對緊張的環境下，病人的醫療福利備受關注，也常令醫療人員陷入醫療糾紛的泥沼中。在這樣的情況下，只有少數有能力負擔如此龐大虧損的醫學中心或大型醫院能夠提供完整的重症醫療照護。

1. 鼓勵醫學中心與周邊區域或地區醫院建立轉院網絡與聯合照護模式.

2. 鼓勵區域醫院升級為急性心血管中心, 中風中心，重度急救責任醫院等.

3. 鼓勵地區醫院發展特色科別, 接收醫學中心需住院病患.

醫院管理者對重症醫師的績效評估

在政府實施全民健保後，明顯影響到醫院的獲利能力，如何藉由「經營績效」的衡量來達成降低成本提高效益之目標，有效地提升醫療服務品質，保障民眾就醫權益是目前醫療機構高階管理者最關心的議題。而今醫療糾紛頻傳，急重症人力日漸減少，然而不論是新制醫院評鑑、抑或急重症分級評鑑，對於醫療人力的要求也日益增加。 評估加護病房設置專責重症專科醫師(Intensivists)前後對於照護品質和醫療資源利用之效益, 由於經營重症專責加護病房所產生的儀器設備成本甚高，增加了醫院的經營壓力。對經營者而言，應將妥善的勞務分工及績效分配列為首要目標, 才能順利推動制度的實行及醫院的永續經營。
Chest Ultrasonography in Critical Care-王鶴健

This review discusses real-time pulmonary ultrasonography (US) for the practicing pulmonologist. US supplements chest radiography and chest CT scanning. Major advantages include bedside availability, absence of radiation, and guided aspiration of fluid-filled areas and solid tumors. Pulmonary vessels and vascular supply of consolidations may be visualized without contrast. US may help to diagnose conditions such as pneumothorax, hemothorax, pleural or pericardial effusion, pneumonia, and pulmonary embolism in the critically ill patient who is in need of bedside diagnostic testing. The technique of US, which is cost-effective compared to CT scanning and MRI, may be learned relatively easily by the pulmonologist.
Year Review of Hemodynamic Management-黃煜為

Hemodynamic instability is a common sign in critically ill patients and its importance has been increasingly recognized during the last 20 years. Indeed, It is now appreciated that an adequate hemodynamic monitoring associated to reactive vigorous therapy is able to decrease the present ominous prognostic sign. In this regard, the Journal of Clinical Monitoring and Computing (JCMC) has become an ideal platform for publishing cardiovascular and hemodynamic monitoring-related research, as reflected by an increasing number of articles related to this topic and published in the recent years. To highlight this new progress, the journal decided to print a review on some papers published last year in the JCMC and related to cardiac output monitoring and cardiovascular functions.
外科重症-楊明杰

近20年來，現代外科學取得了明顯的進步。特別 是損傷控制外科、體外生命支持系統、微創外科、加速康復 外科等新理念的提出，使得外科學發生了巨大的革新和進展。在一些新的領域中有許多經驗值得我們總結，同時也有很多地方需要繼續發展與研究。不管是損傷控制外科中的分階段處理，體外生命支持系統中的器官聯合支持， 還是微創外科的機器人手術都體現著“損傷最小化”這一 核心理念。這不但是外科學的發展方向，也是醫學的發展方向。

兒科非侵入性血流動力學監測之臨床應用-謝凱生
1.血流力學的臨床應用

2.基本血流力學理論

3.身體檢查與血流力學症侯

4.非侵襲性血流力學檢查

5.侵襲性血流力學檢查

Sudden Cardiac Death-Taiwan Experiences-張坤正

Sudden cardiac death refers to unexpected death from a cardiac cause in a short time period. Its possible underlying etiologies include acute coronary syndrome, aortic dissection, lethal ventricular tachyarrhythmia, atrioventricular block and so on. In modern countries, coronary event is an important cause of SCD. In young men, certain syndromes related ventricular tachyarrhythmia is a major cause.
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