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 醫院不定期潛伏著醫療危機 

    要怎À辦怎À辦(]策) 

 醫療P出現重大的問題,必需盡�解決2 

      否則會危及生命. 

 1.有些問題是由ý醫療錯誤( medical error )引起, 

    更容易引爆醫療糾�. 

 2. 有些問題是由ý�生了未預期的問題,病家÷ñ接    

      Ø如(procedure related complications)2及藥物之副` 

      用,Þ敏及交ÿ反應.則要考驗醫護團隊的智慧及應變 

      措þ是否得宜. 

 3. 疾病惡化藥石罔效,病家失望1也容易^ô不滿1引爆 

      糾�2 

 4. 有一些是潛在的危險因素引起.潛在是因未及早�現之 

      狀況 



醫院評鑑的目的，不是競選醫學中心 

        

              醫院評鑑的主要目的- 

 

 維持高品質之醫療,維護病人之Üx 

 
  關鍵在: 有無潛伏的危機要仔�詢問. 
          
       Occult risk factors並做好危機處理 

臺灣醫療品質的確保始於1978年，由教育部和衛生
福利部ÿ時稱行政院衛生署Ā共同主辦教學醫院評
鑑，目的為提升醫療服務品質，奠定分級醫療之基
礎並提供醫學院校學生及住院醫師良好之臨床訓練
場所，依據<醫療法=之規定，於1988年度首度辦
理臺灣地區醫院評鑑， 

自1999年正式將醫院評鑑工作委由財團法人醫院評
鑑暨醫療品質策進會ÿ以下簡稱醫策會Ā執行與策
劃 

1978-2015都有參與 

形形色色的危機相當複雜有時要求û他人, 

每一個危機之處理方式ñ及結果都應ú形r~學檔案 



1978-2014參與醫院評鑑 

 從1978�~育部跟衛生署聯合舉辦的~學醫
院評鑑開始. 

 1988衛生署主辦的醫院評鑑,亦即ñ後交給醫
策會辦理的醫院評鑑(1999) 

 s都有參與,直到10�前才l式從醫院評鑑委
員退休.--- 

 s不關心評鑑條文,文_怎À寫 

 關心的是評鑑的精神.如`去實踐. 如`保持.

最重要的是病歷有沒有好好寫,那是醫療實踐
的永恆紀錄.醫療人員是不是負責的重要憑據 



      病歷記錄重點 

 團隊合`(MDT),減少醫療錯誤—最重要的原則 

 Physicians—l確的決策ñ及醫囑orders 

 Nurses—l確執行醫師的囑咐. 

 Patients-聽從醫師的指示,照樣` 

  改變不良習g—飲食與運動, 

 服藥的l確g—擔負重要的職責 

 UV溝�清楚說明臨床藥師—醫病之間最需要的
互動. 

 最常見的醫療危機:預先訂定SOP 

 CPR team and RRT 可ñ減少死亡/合併症 

 值班與交班: 口述並做清楚之紀錄(並重) 

人力 

~育訓練 

經驗與�術 

相關規範 

團隊合` 



減少醫療的
錯誤是最P
的要求 

執行面 

T 

Therapeutic plan 

@ 



Medical errors類w 

@ 



Medical errors 

Health grades 評鑑 

Healthgrades Operating 

Company Inc.，簡稱
Healthgrades，是一家美
國}司，ð供有關醫生1
醫院和醫療保健ð供者的
信息2 Healthgrades þ經
收集了超Þ 300 萬美國醫
療保健ð供者的信息2[6]

}司由 Kerry Hicks1
David Hicks1Peter 

Fatinow1John Neal 和 

Sarah Lochran 1998 創立，
�部Oý科羅拉多州丹_ 

錯誤會 r很多死亡. 
2004: HealthGrades report : 195,000/year 

�萬美國人Ø傷120,000人死亡(L.Leape,) 

https://en.wikipedia.org/wiki/Healthgrades#cite_note-theunion-6
https://en.wikipedia.org/wiki/Denver,_Colorado


從錯誤中學習,制定策略防k再�
(L1500, 1502) 

 在複雜而多變的醫療環境中，醫療錯誤雖然ð人遺憾，但卻是學習Þ
程中不可避免的一部V2 

 多學科醫療團隊之間的有效溝�和T`ó關重要2強調團隊合`和溝
�的~育項目有ûý防k參與患者護理的醫護人員之間因溝�中斷而
^ô的錯誤. 

 從任`程序錯誤中吸×~訓，瞭解wy本原因，並制定策略ñ防kw
在未來再次�生2 

 從錯誤中學習並改進他們的�術，而不會]真實患者構r任`風險 

 錯誤可能x有多方面的原因2報告及討論使醫療團隊能夠更深入地研究錯誤
背後的原因，制定有針]g的解決方案 

 建設g的反饋有ûý醫療保健`業人員識w錯誤並掌握自ý的行動2它創
 了一個環境，讓`業人士可ñ�認錯誤而不必擔心懲罰措þ，Ð進了透
明和問責的文化 

 報告及討論是寶貴的學習機會2團隊r員可ñ反思他們的表現，V享見解，
並共\ð高他們的�能1知識和行為2�種持續的學習Þ程有ûý減少錯誤
的可能g並ð高患者Üxg2 



減少醫療錯誤 解決方法 

 

 1.醫院評鑑- stars (US) ,醫學中心1S域醫院 

                                               及地S醫院(Taiwan) 

 2.醫院品管要求檢討及改進 

 3.個w領域2學會Guidelines , Consensus  

     meeting 

     個w項目:SOP. 

 4. Medical educations. 

 5, Case conferences—clinical instructions. 

      VS  Round: 學會確定病人之問題及解決問題 

 6. Special task forces—CPR team, RRT— 

 7. 建立~學檔案隨時可ñ參閱 

 



醫院V� ��(US): 
 Healthgrades: Which states have the safest hospitals?  Janice Lloyd, 

USA TODAY (2012.10.23) 
 1. Arizona, California, Illinois and Ohio scored the best marks for  

    hospital care in a new report that says quality varies "significantly" from  

    state to state in key health areas linked to mortality rates. 

 2. During 2005-2011, hospitals in those states outperformed others when treating  

     patients for four key conditions or procedures studied: coronary artery bypass  

     graft, heart attack, pneumonia and sepsis, according to the report to be released  

     today by Healthgrades, a for-profit provider of information about physicians and  

     hospitals. Those four areas combined to make up 54% of all hospital-related deaths in the  

     USA. 

 

    Patients have a 55% lower risk of dying when treated in the best hospitals and 42% lower risk of  

     experiencing a complication, the report says. 
 



Top hospitals for speciality care,
為民眾尋求`業醫療ð供參考 



理由:增àrß率,減少合併症,減少死亡 



Medical error 

  5-80/100,000 
   º療次數 

Literature searches of English language studies identified in the National Patient  

Safety Foundation bibliography database, in Medline and in Embase were carried out. 

Studies identified that medical error occurs between five and 80 times per 

100 000 consultations, mainly related to the processes involved in diagnosis and 

treatment.  

Prescribing and prescription errors have been identified to occur in up to 11% of all 

prescriptions, mainly related to errors in dose.   

Conclusion. An understanding of the true frequency and nature of medical error is 

complicated by the different definitions and methods used in the studies.  

醫師º療數 50 x 3 x50=7500人次-/year - 7500x40=300,000,   

  一生行醫40�大約15-240次,�均  一�6次 

開業º�(primary care)也會犯錯 



Medical mistake: r美國人 

              18萬人死亡/� 

 Then in 2010, the Office of Inspector General for Health and Human 
Services released its own study, indicating that just among Medicare 
patients, medical mistakes and poor care contributed to 180,000 deaths 
each year. Researchers selected a nationally representative random 
sample of 780 Medicare patients discharged during October 2008. A 
group of physician researchers analyzed: 

 Whether an adverse event occurred; 

 Whether the adverse event was on the list of Serious Reportable Events 
or recognized hospital-acquired conditions; 

 The level of harm to patient; 

 Whether event was preventable. 

 What they discovered was an estimated 13.5 percent of hospitalized 
Medicare beneficiaries experienced at least one adverse event during 
hospital stays. That’s about 1 in 7. 

 Q院病人每7個就有一次不良Ï件(ADR) 

http://oig.hhs.gov/oei/reports/oei-06-09-00090.pdf


原可避免的死亡多Ô每�44萬人
(2013) 

 A survey conducted in 2012 by Wolters Klewer Health 
Quarterly indicated one-third of respondents reported 
they or a family member or friend had experienced 
some type of medical error in their lives.  

 Further, the poll indicated 1 in 5 respondents were 
misdiagnosed by a health care provider. A total of 73 
percent indicated they were concerned about medical 
errors. 

 In 2013, the Journal of Patient Safety released its study 
revealing an estimated 440,000 people die every 
year as a result of preventable medical errors. 

http://www.wolterskluwerhealth.com/News/Documents/White Papers/Wolters Kluwer Health Medical Mistakes Survey Executive Summary.pdf
http://journals.lww.com/journalpatientsafety/Fulltext/2013/09000/A_New,_Evidence_based_Estimate_of_Patient_Harms.2.aspx


Medical Device-Related 

Pressure Injuries 

  L537, Preventive medical errors by devices. 
 Crit Care Nurs Clin North Am  . 2020 Dec;32(4):533-542. 

 Medical Device-Related Pressure Injuries 

 Joyce Pittman 1, Carroll Gillespie 2 

 1College of Nursing, University of South Alabama 

 _________________________________________________________________  

 

 

 

 醫療器械相關的壓力g損傷是由ý使用與皮膚直接接觸的醫療器械1設
備1家x和å常物品ñ及由ý增à的外部機械負荷^ô軟組織損傷而 
r的2由m產生的壓力損傷�常反�了設備的模式或形狀2 

 護士和臨床醫生必須高度警惕使用�些設備會增à壓力g損傷的風險2
本文ð供了有關^ôr人壓力g損傷的最常見設備的Ā證信息，並ï述
了當前最佳的Ā證預防策略2Ā證預防策略是減少設備可能 r的傷害
的關鍵2 

 

https://pubmed.ncbi.nlm.nih.gov/?term=Pittman+J&cauthor_id=33129412
https://pubmed.ncbi.nlm.nih.gov/33129412/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Gillespie+C&cauthor_id=33129412
https://pubmed.ncbi.nlm.nih.gov/33129412/#affiliation-2


Common Preventable Medical  

   Errors—US news (2015) 
 1.  Medication Errors 
 Wrong drug, wrong dose, bad combination, bad reaction 

 2.  Too Many Blood Transfusions 
 Red blood cell transfusions are one of the most common procedure in U.S. 

hospitals, but nearly 60 percent globally were deemed "inappropriate" procedures 
by a 2011 study. 

 3. Too Much Oxygen for Premature Babies. 

 4. Health Care-Associated Infections. 

 5. Infections From Central Lines 
            

One type of health care-associated infection is caused by tubes  

of medicine or fluids usually inserted into large veins, which create "a 
highway for bacteria to get into the blood or into the bladder,= says Dr. 
Arjun Srinivasan, associate director for Healthcare Associated 
Infection Prevention Programs at the CDC 

 

http://www.ncbi.nlm.nih.gov/pubmed/21498040


如`避免? Preventing Medical Errors 

 1. handoff miscommunications 

 2. Standardizing the process  

 3. Health care system to avoid medical errors  

     by double check and triple check., 

 4. The special team works to manage all  

      medical errors. 

     Rapid response team. 

     Suicidality management  

     Resilience effort身心ÿ原 

     ADR review. 



  The FDA receives over 
100,000 complaints in 
connection with 
medication errors 
annually. That means 
there are 8,333 
medication errors per 
month; nearly 300 
medication errors 
every day. These 
errors result in 
increased mortality 
rates, prolonged 
hospital stays, and a 
negative public image 
of the healthcare 
facility.  

Reduce Medication Errors in 

Nursing Through Focused 

Awareness. 

Top Tips to Prevent Medication Errors in 
Nursing – Dropstat.  

 

Accessed on 2024.04.01. 

https://dropstat.com/blog/healthcare-management/reduce-medication-errors-in-nursing/
https://dropstat.com/blog/healthcare-management/reduce-medication-errors-in-nursing/
https://dropstat.com/blog/healthcare-management/reduce-medication-errors-in-nursing/
https://dropstat.com/blog/healthcare-management/reduce-medication-errors-in-nursing/
https://dropstat.com/blog/healthcare-management/reduce-medication-errors-in-nursing/


 L529 (medication errors)(2019)(2022.11.01) 

Rev Bras Enferm. 2019 Feb;72(suppl 1):307-314. doi: 10.1590/0034-7167-2017-0658. 

 Debora Bessa Mieiro 1, Érica Bueno Camargo de Oliveira 1, Renata Elizabete Pagotti da 

Fonseca 1, et al ; 1Universidade Federal de São Carlos. São Carlos, São Paulo, Brazil.  

 Strategies to minimize medication errors in emergency 

units: an integrative review. 

 

 1.  ~育策略ÿ開展運動1制定說明手冊1建立一個參與預防和減少藥物 

     不良Ï件的多學科委員會ĀĀ 

 2. 組織之工`,制度ÿ會議1偏差積極處置1T議的創建和工`流程的變 

     化Ā 

 3. 新�術ÿ�Þ計算機化系統實þ處方1 

     在藥物管理中引入單O劑量(unit dose)  

     和條形碼Ā 

     可Ôr減少急º室用藥錯誤的目的2 

 

 

~育ñ及工`制度(W括AI的運用)可ñ減少
用藥的錯誤-臨床藥師查x有很重要的貢獻 

https://pubmed.ncbi.nlm.nih.gov/?term=Mieiro+DB&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Mieiro+DB&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Mieiro+DB&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Mieiro+DB&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/30942377/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Oliveira+%C3%89BC&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Oliveira+%C3%89BC&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Oliveira+%C3%89BC&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/30942377/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/?term=Fonseca+REPD&cauthor_id=30942377
https://pubmed.ncbi.nlm.nih.gov/30942377/#affiliation-1


溝�及說明非常重要,溝�說明的w容

也必須記載在病歷P且»明時間 

問題是簡單的說明還是清楚û�的說明 



Q院及出院計畫都要有人負責說明 



 評鑑條文都是原則g,重點還是再怎
À做,有人關心有人監督,而且是經常
在注意 



醫院裡危機四伏 

 處理好,危機解除1-轉危為Ü 

 危機可能是轉機-轉好1雙贏 

 沒有處理好-可能 r重大傷害甚ó死亡
並^ô醫療糾� 

 醫師信心Ø到挫ø 

 醫院聲譽大Ø影響 

 病人死亡或Ø到傷害 

 --O輸 

 

 



]醫療�生的緊急Ï故沒有ð出r立response team的必要g 

]生手醫師而言卻是非常重要, 特w是值班時候 



危機出現機率高 

r立Rapid response Team 

 

 T個病人,Ty之中ó少會出現一次 

 危機未嘗不是轉機, 

 度Þ險期,就是�Ü 

 危機時刻要鎮定,把握原則 SOP, 就可ñ度Þ 

 醫院r立 Rapid response team Tû各�醫
師`危機處理 (醫療互û) 

 Hatler C et al : Implementing a rapid response 
team to decrease emergencies outside the ICU: 
one hospital's experience. 

 Medsurg Nurs. 2009 Mar-Apr;18(2):84-90, 126. 

 

1千床的醫院一y裡面出現的危機ó少也有10件 

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term="Hatler C"[Author]&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVCitation


 從病歷記錄的_裡行間,自然可ñ看出醫院
有沒有rapid response team. 

 RRT有ß能ÿ 

w實醫師工`z勞�，休息不夠，
犯錯也是÷ñ避免的ÿ要靠團隊
中的每一個人都àñ注意 



醫師會犯錯,團隊合`指出錯誤 

    可ñ預防問題 
 

 Hospital medical errors are the third leading cause of death 
in the United States. That’s 700 people per day, notes Steve 
Swensen. <And most of those have a second victim: the 
nurses, doctors, social workers, managers, pharmacists 
involved in their care.= 

 In a Mayo Clinic study with the American College of 
Surgeons,  8.9% of participating U.S. surgeons reported 
the belief that they’ve made a major medical error within 
the last 3 months — and 1.5% believe their error resulted in 
a patient’s death, according to Tait Shanafelt. 

 1/11 surgeons/3 months major medical error. 

 1/66 surgeons: resulted in death. 

Preventable Deaths in American Hospitals.  

NEJM January 23, 2017 

http://www.bmj.com/content/353/bmj.i2139
http://plusweb.org/Portals/0/CHAPTER/Kilduff1.pdf
http://plusweb.org/Portals/0/CHAPTER/Kilduff1.pdf


Community-Acquired Pneumonia 是一
個嚴重的問題如`減少死亡? 

 The Burden of Community-Acquired Pneumonia 

Requiring Admission to ICU in the United States 

• Rodrigo Cavallazzi et al (Divisions of Pulmonary, Critical Care Medicine, and Sleep Disorders, University 

of Louisville, Louisville, KY. 

• 2Divisions of Infectious Diseases, University of Louisville, Louisville, KY. 

• 3Pulmonary and Critical Care Division, Northwestern University Feinberg School of Medicine, Chicago, IL. 

• 4Division of Pulmonary and Critical Care Medicine, Weill Cornell Medical College, New York, NY. ) 

• 2020 Sep;158(3):1008-1016Chest : 

 

 

•.  

1.All nine adult hospitals in Louisville, Kentucky. The annual incidence of CAP in the ICU 

per 100,000 adults was calculated for the whole adult population of Louisville.  

2  A total of 7,449 unique patients who were hospitalized with CAP, 1,707 patients (23%) 

were admitted to the ICU. The incidence of CAP in the ICU was 145 cases per 100,000 

population. 

3. Mortality rate of patients with CAP in ICU was 27% at 30 days and 47% at one year. 

4. CAP in the ICU should be a high priority in research agenda and health policy 

 ---- cluster in areas with higher poverty, better access to health care and vaccination 

programs.. 

https://pubmed.ncbi.nlm.nih.gov/?term=Cavallazzi+R&cauthor_id=32298730
https://pubmed.ncbi.nlm.nih.gov/?term=Cavallazzi+R&cauthor_id=32298730


醫學中心的職責是領^特定S域裡
的各醫院了解問題,解決問題 

 ú也是在一個特定S域學中心+S域醫院 

 合`研究了解問題解決問題 



Rapid-Response Teams (L306,307,308,309) 
Daryl A. Jones et al : N Engl J Med 2011; 365:139-146 (July 14 

These studies showed a reduction in the rate of cardiac arrests and a greater effect 

with a greater <dose= of care from the rapid-response team (i.e., a larger number of 

assessments per 1000 admissions).12 However, a major multicenter, cluster-

randomized, controlled trial called the Medical Early Response Intervention and 

Therapy (MERIT) study failed to demonstrate a benefit.  (L307) 

5-8倍 

如`減少死亡 

https://www.nejm.org/doi/full/10.1056/NEJMra0910926


Response to Code blue based on the 

guidelines of the American Heart Association: 

Fifth Responder------Security– Assists with crowd control 

– In-charge with documentation.寫r記錄 

CPR-CBA 



 Early intervention can improve patient outcomes.3 
Even within a mature rapid-response system, delayed 
activation of the responding team is associated with 
increased mortality. 
 

 Downey AW, Quach JL, Haase M, et al : Characteristics and outcomes of 
patients receiving a medical emergency team review for acute change in 
conscious state or arrhythmias. Crit Care Med 2008;36:477-481. 

 Rivers E, Nguyen B, Havstad S, et al. Early goal-directed therapy in the 
treatment of severe sepsis and septic shock. N Engl J Med 2001;345:1368-1377 

 Fresco C, Carinci F, Maggioni AP, et al. Very early assessment of risk for in-
hospital death among 11,483 patients with acute myocardial infarction. Am 
Heart J 1999;138:1058-1064 

 



啓動RRT之時機 
Hear rate >140/min.,<40/min. 

Respiration : >28/min, <8/min. 

BP< 90 mm Hg 

     >180 mm Hg, 

Oxygen saturation <90% 

Mental change 

Urine amount : <50 cc./4 hour 

最需要的Teams 
1. Heart and lung—and shock 

2. Gi problems (acute abdomen) 
3. Coma team 

4. Infections 

5. Acute renal failure 



伸出援手, 

   動`要快 
 OR NEARLY 25 YEARS, 

rapid response teams (RRTs) 
have been assessing and 
managing patients who 
experience acute clinical 
deterioration.1 Nurses perform 
a vital role in the function of 
the team. This article reviews 
the team members, 
responsibilities, and common 
challenges of RRTs. 

 Lee A, Bishop G, Hillman KM, 
Daffurn K. The medical emergency 
team. Anaesth Intensive Care. 
1995;23(2):183–186. 

L530 



各種不\領域的危險狀況—針]個w的危險
狀況r立相關的快�反應_組團隊 

 1. Cardio-pulmonary problems, shock,  

     dyspnea, respiratory distress, heart failure 

    major arrhythmia ---AMI. PCI..,. 

 2 Severe Gi bleeding and acute abdomen 

 3. Renal failure and electrolyte imbalance 

 4. Infection and sepsis 

 5. Coma   evaluation. 

 6 Suicide prevention. 

 7. others 



2. 目標^向之治療可降P死亡率 

 Early Goal-Directed Therapy in the Treatment of Severe 
Sepsis and Septic Shock. Emanuel Rivers et al :N Engl J Med 2001; 345:1368-1377. 

 Of the 263 enrolled patients, 130 were randomly assigned to early 
goal-directed therapy and 133 to standard therapy; there were no 
significant differences between the groups with respect to base-
line characteristics. In-hospital mortality was 30.5 percent in the 
group assigned to early goal-directed therapy, as compared with 
46.5 percent in the group assigned to standard therapy (P=0.009). 
During the interval from 7 to 72 hours, the patients assigned to 
early goal-directed therapy had a significantly higher mean (±SD) 
central venous oxygen saturation (70.4±10.7 percent vs. 65.3±11.4 
percent), a lower lactate concentration (3.0±4.4 vs. 3.9±4.4 mmol 
per liter), a lower base deficit (2.0±6.6 vs. 5.1±6.7 mmol per liter), 
and a higher pH (7.40±0.12 vs. 7.36±0.12) than the patients 
assigned to standard therapy  

 Early goal-directed therapy provides significant benefits with 
respect to outcome in patients with severe sepsis and septic shock.  

死亡率   46.5 %-30.5  % 



目標^向之治療  

Early goal-directed therapy 
 要寫在medical orders,整個team members 

x瞭解,有目標就知Óü力的方向 

 First goal : within 72 hours(�常ñ恢ÿl常
生命現象為第一目標) 

 Second goal : 可ñ出院之條件 (7-10 days) 

控制嚴重的症狀.

脫ö險境 



3.º療程序哎程序訂定SOP: 

常見疾病建立治療規範很重要 

 The protocol was as follows. A 500-ml bolus of crystalloid was given 
every 30 minutes to achieve a central venous pressure of 8 to 12 mm Hg. 
If the mean arterial pressure was less than 65 mm Hg, vasopressors were 
given to maintain a mean arterial pressure of at least 65 mm Hg. If the 
mean arterial pressure was greater than 90 mm Hg, vasodilators were 
given until it was 90 mm Hg or below. If the central venous oxygen 
saturation was less than 70 percent, red cells were transfused to achieve 
a hematocrit of at least 30 percent. After the central venous pressure, 
mean arterial pressure, and hematocrit were thus optimized, if the 
central venous oxygen saturation was less than 70 percent, dobutamine 
administration was started at a dose of 2.5 μg per kilogram of body 
weight per minute, a dose that was increased by 2.5 μg per kilogram per 
minute every 30 minutes until the central venous oxygen saturation was 
70 percent or higher or until a maximal dose of 20 μg per kilogram per 
minute was given. Dobutamine was decreased in dose or discontinued if 
the mean arterial pressure was less than 65 mm Hg or if the heart rate 
was above 120 beats per minute. To decrease oxygen consumption, 
patients in whom hemodynamic optimization could not be achieved 
received mechanical ventilation and sedatives. 



Why, failed to 

rescue ??? 

 Only Intermittent 
monitoring, 

 Frequency of visiting 

 Measurement of vital 
signs : incomplete 

 Judgement : 
individualized, 

 Delays in management 

 Surgeons : doing op. 

 Staffs : busy 

 

4. 檢討為`救援失w ? 



@5.好好~原因:大部V的醫療危機都很顯著,也
有不明顯,(病家不知Ó,也被醫師忽略)1結果
是醫療崩壞 medical failure好好~原因 

 Bradycardia( HR<52Āmin.)Stokes-Adams attack. 

 Hypokalemia (K <2.5 m Eq/l)-respiratory arrest. 

 Relative hypoglycemia( blood sugar 50-70)+ 

HbA1c<5.5% in diabetic patients under therapy-

true and profound hypoglycemia  

 CRP >20  suggests tissue necrosis or intense 

reaction--- Sepsis, Bowel necrosis and perforation. Abscess, 

 Iatrogenic diseases 

常見的醫療危機:  



HCW should be alert to all 

medical warning signs. 

 Alert to all medical warning. 

 

Dreamstime. com.  

Access on 2022.10.23 



Hypokalemia 

P血鉀症的定義是血清 K+ 濃度Pý 

3.5 mmol/L2  

臨床迷思 (Clinical pitfalls) 血鉀偏P
並不一定ï表體w K+ 的�量減 少，
例如血中�血球數大ý 10 萬 /µL 則
有可能  r假gP血鉀 

(pseudohypokalemia)2血中 K+ 移動
到�胞w亦可 rP血鉀，但體w
鉀的� 量並未減少2相]而言，體
w K+ 的�量減少， 也不一定會 
rP血鉀症，  



HR<52Āmin.Bradycardia 



Hypoglycemia: Blood sugar < 50 

要確定P血糖只有一個方法是檢查血糖而且 

及時治療讓症狀消失 



High CRP indicated high risk  

注意CRP 之單Omg/dl or mg/L.注意�病å,CRP值可ñ猜測�病å  



Definition : Iatrogenic Disease is 

defined as a disease that is caused by 
medical treatment. 

  因醫療之目的引起
之問題. 

 是負面的,  r傷
害,甚ó死亡 

 Q院å延長. 

 ^ô家屬不滿,甚
ó爆�醫療糾�. 

 Medical team必須
_心應付,可ñ減
少問題. 

 

 



Iatrogenic diseases 原因-1 

 1. 因檢查引起---colonoscopy  perforation 

 2. 因檢查及治療引起: Post ERCP and papilltomy  

        acute pancreatitis. 

 3. 因治療之目的引起— 

         EX. 1, 用藥—allergy, side effects, drug  

                      interactions. 

      Ex. 2, Radiotherapyradiation colitis 

      Ex. 3, Chemotherapy– agranulocytosissepsis 

                  avastin---intestinal perforation 

     Ex. 4, Surgery – leakage from the anastomotic  

                 site. 

 



Iatrogenic diseases原因-2 

 4. 因]象錯誤引起---人1及手術之目標弄錯2 

 5. 因劑量不當引起 

          Heavy dose, 

           Radiotherapy overdose death or ineffective 

 6. .因IV routes 不當引起 

           KCl : IV drip rather than IV push. 

 7. Different drugs : 用錯藥引起2 

 8. 因器材誤用引起 

            ¿醉機^入氮氣而非氧氣 

            氧氣桶空了 

 9.  Others. 

 

 



Iatrogenic diseases很多 

Starfield: JAMA 



To err is human 

First do no harm 



In patients醫療費用大增(美國
�增200億美元ñP) 

門º病人 

776 億美元 



1991. In New York State. 

1/200 病人died because of  
hospital errors. 

每�,100 萬個美國人Ø
到傷害,12萬人死亡 



Leape report in 1991 and 

2009. (US 哈_大學}共衛生學系) 
 現ï]醫療傷害問題ÿ治療並�症Ā的認識可ñ追溯到 1991 �哈_醫學實踐研究

結果的�表，但直到 2000 �醫學研究� (IOM) �表報告，To Err is Human 患者Ü
x確實引起了醫學和}眾的關注2醫療傷害是一個嚴重的問題，l如多項研究表明
的那樣，影響著大約 10% 的Q院患者，每� r數T萬可預防的死亡2組織原則是，
原因不是壞人，而是壞系統2�個概念l在轉變Ā它×ï了ñ前`注ý個人錯誤的
`注ý有缺陷的系統2儘管]患者Üx的主要關注點是實þÜx實踐，越來越明顯
的是，在s們的醫療保健組織中實現高水�的Üx需要更多ÿþ經出現了幾個流2
w中之一是認識到讓患者更UV地參與他們的護理的重要g2另一個是]透明度的
需求2 

 在大多數醫院當前的醫療保健組織環境中，ó少需要~項重大變革才能開始Üx文
化之旅ÿ  

 1. s們需要從_錯誤視為個w故 轉向意識到它們是由系統故 引起的Ā 

 2. s們必須從懲罰環境轉向}l文化Ā 

 3. s們從保密走向透明Ā 

 4. 醫療由ñð供者ÿ醫生Ā為中心轉變為ñ患者為中心Ā 

 5. s們的醫療模式不再依賴獨立，個人�效S越到相互依賴1T`1跨`業的團隊
合`Ā 

 6. 問責制(accountability)是普Ý和]等的，而不是自P而Q的2 

  L515 (medical errors)(2009)(2022.10.23) Lucian L Leape 1:  Errors in medicine Clin Chim Acta. 2009 
Jun;404(1):2-5.Epub 2009 Mar 18. 

 1(Harvard School of Public Health, Boston, MA 02115, United States. leape@hsph.harvard.edu)  

 

https://pubmed.ncbi.nlm.nih.gov/?term=Leape+LL&cauthor_id=19302989
https://pubmed.ncbi.nlm.nih.gov/?term=Leape+LL&cauthor_id=19302989
https://pubmed.ncbi.nlm.nih.gov/19302989/#affiliation-1


The epidemiology of iatrogenic disease in the elderly has not been extensively  

reported. Risk factors of iatrogenic disease in the elderly are drug-induced iatrogenic 

 disease, multiple chronic diseases, multiple physicians, hospitalization, and medical 

 or surgical procedures. Iatrogenic disease can have a great psychomotor impact and 

 important social consequences. To identify patients at high risk is the first step in  

prevention as most of the iatrogenic diseases are preventable. Interventions that can 

prevent iatrogenic complications include specific interventions, the use of a geriatric 

 interdisciplinary team, pharmacist consultation and acute care for the elderly units. 

 Up to 29% of these admissions were suspected to be attributable to adverse drug 

effects. Interestingly, a large difference was observed between the number of 

iatrogenic admissions according to the admitting physicians and the investigators 

(229 versus 380, respectively).  

@@Aranaz-Andres et al demonstrated that patients older than 65 years of age 

had a higher frequency of adverse events than those under this age (12.4% versus 

5.4%, P < 0.001, relative risk 2.5) in Spanish hospitals.( Aranaz-Andres JM, Aibar-Remon C, Vitaller-

Murillo J, Ruiz-Lopez P, Limon-Ramirez R, Terol-Garcia E. Incidence of adverse events related to health care in Spain: Results of 

the Spanish National Study of Adverse Events. J Epidemiol Community Health. 2008;62(12):1022–1029. ) 

V 



高齡者警覺g差,問題�現慢,死亡率增à 

 L516, 

 L517, 

•. 2022 Aug;36(8):5938-5946. doi: 10.1007/s00464-022-09010-6. Epub 2022 Jan 19.  

Korean J Gastroenterol. 2022 May 25;79(5):210-216. (L516) 

 doi: 10.4166/kjg.2022.024. 

[Factors Associated with the Clinical Outcomes of 

Iatrogenic Colonic Perforation (ICP)] 

Hyun Jin Lee 1, Han Hee Lee 2, Dae Young Cheung 2, Jin Il Kim 2, Soo-Heon Park 2  
 1Department of Internal Medicine, Myongji Hospital, Goyang, Korea. 
 2Department of Internal Medicine, College of Medicine, the Catholic University of Korea, Seoul, 

Korea. 

 

•. 2022 Aug;36(8):5938-5946. doi: 10.1007/s00464-022-09010-6. Epub 2022 Jan 19.  





1. ICP �生在不到 0.1% 的病例中2P午期間�生的Ï件更有可能�Þ 
    w窺鏡進行處理2 
2. �齡超Þ 80 歲和穿孔識w前的較長時間與死亡率相關 
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臨床會有那些危機? 

 1. 病情突然惡化  shock, coma, dyspnea— 

 2,�生特w狀況 bleeding, high fever, acute  

      liver failure, acute renal failure(合併症) 

 3. 藥有嚴重之副`用 

 4. Accident : suicide, fall 

 5. 醫療P之 錯誤 

 6. Complications of medical procedures. 

 7. 醫病溝�不良�生口角 



MEWS: modified early warning signs 
 顯示在TPR Sheet P 

 Heart rate : < 51/min. or >100/min. 

 RR :  < 12  or > 20/min. 

 BP :< 100 mmHg or > 180 mmH g  

 Oxygen saturation : < 94 % 

 Respiratory support by ventilator. 

 Consciousness :alert 

             Voice,Pain and Unconsciouness 

 Urine output : < 200/4  hours. 

 Pain :mild to severe. 

1. 要注意一些變化早`處理可免惡化 



4VñP要特w_心 

  every 30 min observation 



#2.注意 Clinical progress:思考 

sensitive parameters. 

 1.症狀惡化(家屬þ知Ó) 

 2.�生特w狀況,如 bleeding, high fever,  

         acute liver failure, acute renal failure(雙方皆知 

         嚴重) 

 3.用藥有嚴重之副`用,明顯的醫療錯誤  

         medical errors (Medical team先知Ó) 

 4.Accident, suicide, fall. Complications of   

         medical procedures.(雙方皆知嚴重) 

    5. Lab. Tests 出現惡化之結果1(medical  

        team預先知Ó) 

@@寫Progress note 的時候就需要特w注意:病況的改變,

而且多思考為什À會�樣 



3.病情再�,要知Ó原因, 盡快解決 

 

 要知Ó原因, 盡快解決 

      Severe cases 居多 

      也許會 fatal,   不可ñz 樂觀 

      一開始就很厲害   

           Ex. UC---perforation–  

            bowel massive necrosis—pan-peritonitis 

      ---開始不厲害, 但Progression 很快,–  

           repeated bleeding->massive bleeding— 

           uncontrollable--death 



 4. Accident---Ex. traffic    

     accident 重大意外Ï件, ÷ñ接Ø,  

 只有怪老y,命中»定的不幸 

 傷害很大,只要立即好好地處理,結�不好,也
還不ôý r醫病糾�. 

 持續`好處理,  

 多看1~2次(一y看4-5 次)多說明,告知狀況,

告知大家(參予的`家們)都在ü力2 

 關鍵點是不要出錯~會被轉移焦點2 



5.Suicide prevention,注意重度  

  depression及  psychic trauma 

 Training  : 

 _組要快�行動 

 Medical  team要 alert  to suicide tendency. 

 Identification--- treatment  or  action. 

 Strategies in treatment of suicidal tendency: 

identification of common and treatment-

specific interventions in empirically 

supported treatment manuals. Weinberg I, et 

al :J Clin Psychiatry. 2010 Jun;71(6):699-706. 



講壞消息時要_心 

 Well prepared. 

 Family members 預先知Ó 

 告訴大家ð防,(不要x睡著,ó少
有一個人清醒2) 

 告知壞消息時ó少留一點希望---

-絕望是很÷接Ø的2 



. Unpredictable side 

effects—藥品 r嚴重之副`用 

 會有h言,但可ñ諒解,好好處理即可. 

 關鍵點在及早�現,早å停藥. 

 Ex. Pentrexyl IV 後�生 Anaphylacxis  

          ---CPR 救回來 

 Ex. Avandia for DM �生 fulminant  

        hepatic failure.---早ú停用的藥 

 EX. Antibiotics�生  

         pseudomembranous colitis 
 



6.特w是普�藥(acetaminophen)的應用稍
未注意就 r假象, r大問題 

 重點:再hepatic failure due to  

 (1) Usual dose of panadol 

 (2) Severe liver failure after taking statins. 

 (3)  Hepatic failure after herbs. 

 ------- 

 沒有必要長時間使用Acetaminophen 

Sepsis 病人一直使用acetaminophen, 4yñ後病人
出院, 連blood culture的結果都還不知Ó, CRP 沒有
follow up-就出院了.再Þ4y病人就Septic  shock
Q到醫院. 

醫師說þ經4y
沒�燒-�ñ出院 

查病歷 ,orders普
拿疼一直在用. 

請臨床藥師多用
點心指^. 



早�,不好的NSAID r不少腸子的潰瘍及出血 

藥品的品質相當重要,有時價錢是會誤^的. 



NSAID induced colitis 



7. Complications of a procedure醫師

 r,很明顯,無法擺脫責任 

 Procedure related. 

 Procedure 之前好好的, procedure 之後才出現
的大問題, 被認定是醫師 r,很明顯,無法擺脫
責任,只有好好處理2 

 x力Ü排後續之處理,主動參予,不躲開 

 要很關心, 時常出現, (一yó少4次,急g期ñ後
再減為 1-2 次,假å之早晚一定要去看.(停k休
假 ,是重點) 

 態度P負責 

 病歷P要紀錄, 照顧之經Þ,及處理之方式 

 



8. 輸血錯誤—ô命的錯誤 

 從前一��有一件, 

 標本弄錯了 

 病人的辨識(確認身份)是一個大問題2 

 Blood sample 有y人簽]! 

 電腦檢錯ß能:要�揮---OPD寫錯偶而會�生2 

輸錯血超Þ500CC死亡率大增 



輸血錯誤多嗎? > 1/30,000 
                      約 1/12,000 

 SazamaV析1976到1985�間在美國FDA�錄，因輸血錯誤�生ABO血型不符而 r急

g溶血g輸血反應ô死的案例21w結論每800,000例輸血就有一例可
能因輸血Þ程中之錯誤 r死亡，2 
Linden在1992��表紐約州y�w，向捐血中心�回報輸血錯誤案例統計V析22 
Linden與Sazama的案例收集方式不\，Sazama的統計只報告輸血錯誤 r死亡案例，
Linden則是只要向捐血中心回報的案子就採入V析，不論錯誤是否 r輸血傷害2
LindenV析後�現每12000例輸血即�生一例輸血錯誤，每33000例輸血即�生一例
ABO血型配]不符，每600000例輸血即有一例 r可能ô死的急g溶血g輸血反應2
w比例V析結果，當中有17%為合併血庫及血庫ñ外`業錯誤，意味原來�生錯誤後，
又因為第Ð次錯誤，而喪失補救的機會2  
McClellandñ問卷方式調查英國400個輸血機構��生的輸血錯誤，回收245份問卷2
3�些回報的機構輸血量_整個英國每�輸血量的3/4，w中填報了111件輸血錯誤，
但是多數無不良後果，�生併�症的機會是1/275000，換算r每單O輸血�生錯誤的
機率是1/29000，死亡的機會是1/5500002 
比率和前述報告統計�生率相較，可ñ�現大多數的輸血錯誤並未被主動報告出. 

 1.Sazama K.1990. Reports of 355 transfusion-associated deaths: 1976 through 1985. 
Transfusion.30:583–590. 
2.Linden JV, Paul B, Dressler KP. 1992. A report of 104 transfusion errors in New York State. 
Transfusion. 32:601–606. 

 3.McClelland DBL, Phillips P. 1994. Errors in blood transfusion in Britain: survey of hospital 
haematology departments. BMJ.308:1205–1206. 

 



How to avoid or prevent 

transfusion related AE (L310) 

 1). 依照輸血的規範,l規程序進行. 

 2.) 減少輸血的次數,必要時才輸 

  3) 輸血前評估可ñ識w有 TACO1TRAR 和 TAH 風險的患 

       者，並採×避免措þ2 

  4)TACO (circulation overload) 的預防策略W括降P輸血率1  

      一次一個單O”輸血政策和可能的利�劑藥物2 

  5) 有 TRAR 既往史的患者應優先給予無血漿血液rVĀ可 

       ñ考慮在輸血前服用÷組胺藥2 

  6) TAH 在大量輸血環境中很常見，尤w是創傷患者2]患 

       者進行à溫是避免 TAH 的關鍵策略2 

     7) 識w有 TRALI (lung injury)風險的患者在輸血前先控制 

          肺部炎症的措þ都可能降P TRALI 的風險 
         How clinicians can minimize transfusion-related adverse events?   (L 310) 

        C Aubron 1, P Aries 2, C Le Niger 3, R L Sparrow 4, Y Ozier 5 
 Monash university, Melbourne. 

        Transfus Clin Biol. 2018 Nov;25(4):257-261. 

 

 

 

 

https://pubmed.ncbi.nlm.nih.gov/?term=Aubron+C&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/?term=Aubron+C&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/?term=Aubron+C&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/30197000/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Aries+P&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/30197000/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Le+Niger+C&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/30197000/#affiliation-3
https://pubmed.ncbi.nlm.nih.gov/?term=Sparrow+RL&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/30197000/#affiliation-4
https://pubmed.ncbi.nlm.nih.gov/?term=Ozier+Y&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/?term=Ozier+Y&cauthor_id=30197000
https://pubmed.ncbi.nlm.nih.gov/30197000/#affiliation-5


輸血前合照,輸血後5Vw一直觀察 

          å本山口大學的方法 

ó少有5V鐘觀察輸血後有沒有反應 



明å的輸血要怎À做 
 �些措þW括  

 ÿ1Ā 普Ý減少��胞ñ減 院w感染1 

            炎症和器官損傷， Universal  

              leukoreduction 

 ÿ2Ā 去除儲存的P清液及w伴隨的^ 

             ô免疫ß能失調和器官損傷的有 

             毒w容物， 

 ÿ3Ā 避免輸注可能^ô出血1血_板 

             ÷治g和炎症的 ABO 不相容÷原 

             和÷體， 

 ÿ4Ā 盡量減少預防g輸血ÿ特w 

               是血漿和血_板Ā，除非þ證明 

               有益，  

 ÿ5Ā避免使用生理鹽水，生理鹽水與腎 

 ß能衰竭和可能的溶血有關2伴隨著�
些Üx措þ的還有最重要的Üx措þ之
一，即患者血液管理的持續增長，w好
處之一是避免不必要和有害的輸血2降
P輸血的毒g_增強患者血液管理�改
善的臨床結果2 Substitute balanced 
crystalloids for normal saline as resuscitation, 
apheresis, washing, transfusing solutions 

 

Q一ï輸血,如`ð高ð高接Ø
者Üxg,應ú是是一個重要的
課題 
 

https://www.sciencedirect.com/topics/immunology-and-microbiology/leukoreduction


9. Endoscopy related 

complications— what are possible 
complications. 

 1. Perforations 

 2. Bleeding 

 3. Symptoms after endoscopy----Perforation  

        之先V還是就是 perforation之症狀. 

        Spleen  rupture and subcapsular rupture 

 4. Transmission of  Infection 

 5. Minor c0mplications 



Major Complications related 

to GI endoscopy 

 不多,但÷ñ逆料 

 Incidence : ó少 1/1,000 (0.1 %) 

 大大__的合併<症=:大約 1/100 

 _心,ñ免�生醫療糾�. 

 Fellows  (R4-5)y�之中會自ý遇到1-2 件2 

 

z忙碌, zX忙, 醫師�是 complications的一大因素 

    ( 一個Q午`5例ñP) 



Endoscopy related 

complications 

 Diagnostic endoscopy– 比較少 (1/1,000)---x 1 

 Diagnostic endoscopy under anesthesia— 

                                                           :4~5倍 

  (Well trained endoscopists  :  2-3 倍) 

 Therapeutic endoscopy          : 4-10倍增à 

 Biopsy  related -----                   :ó少增à3倍 

 z忙碌, zX忙, 醫師�是 
complications的一大因素 

     ( 一個Q午`5例ñP) 



Factors related to complications 

(為`�生) 

1. No evaluation before endoscopy 

        Ex. Colon Perforation in SLE 

2.  Too serious to do endoscopy請不要勉強 

3. Multiple tight adhesions 

4. Too aggressive procedures. 

5. Underlying diseases and medications 

        Aspirin, Plavix, Cerenin and coumarin 

6.   Technical failure 



_心謹慎就可ñ避免— 
    緊急的案例要特w_心 

 Case 4,  Physical  examination 避免了一次背 

                 黑鍋 

 Abdomen 一定要摸一Q, 

 Distension 

 Abdominal tenderness 

 Peritoneal sign 

 LLB– free air 就可ñ敲出來 



注意是否 contraindications 

 þ經 Perforation of the hollow viscus. 

 Peritonitis (+) is evident . 

 Shock: not recovered. 

 Coma of unknown cause. 

 No family at the bedside. 

 Severe bowel necrosis –impending rupture 

  (ileus + more than 5 days.)(CRP,WBC很高) 

 Plain  film of abdomen (upright)  should 

be taken before any decision 



10. Pay attention to evidence of  
      infectious diseases 

 Amebiasis 

 Intestinal TB 

 C. difficile 

     ( Pseudomembranous   

        colitis ) 

注意病人的感染狀態. 

W括 B 肝, C 肝, ñ及 

HIV 等 



Amebic colitis要會v斷 



TB:一個永遠不可忽略的問題 



HIV infection in Taiwan 

 The first reported case was reported in December 1984 on 

a foreign transit traveler. The first local infection was 

reported in February 1986.  

 As of March 2016, there are 31,620 reported cases of 

Taiwanese testing positive, and 1,020 foreigners testing 

positive 



11. Pseudomembranous colitis 

    -使用÷生素之後 



12. Endoscopy �現爛爛的,或  

   ulcersz大, 術中就`處理 

用 Clips 夾Q 

一支不夠,要 

2支ñP2 



#13 一æ有合併症,要面]! 

 不要躲閃, 

 勇敢站出來,面] 

 照顧清楚說明病情 

 



 不讓合併症接踵而ó2 

 y個不幸Ï件病人Ø不了 

 家屬也Ø不了 

 醫師也Ø不了 

 

進 OR, ICU 或病�,也要緊跟去,觀察瞭解, 

再向病家說明 



越 aggressive, 合併症越多, 要
知Ó自ý的能力—有�不能 

 Biopsy 

 Polypectomy 

 SMR 

 ESD (submucosal dissection) 



好好`�術討論 

 z大的不W. 

 z新的�術先看不`,ó少看20次,有心得之
後再` 

 z嚴重的不` 

 沒把握的不`,不熟悉的不` 

 沒~到指^者前不` 

 z骯髒的,出血z多的,z爛的部O避開, 

 看不到 base 時不W, 

 老師少`的�術不` 

 



ADR Conference : 從痛苦(自ý
的,w人的)的經驗中學習2, 

 為什À�生? 

 處理的方式 

 醫院的<制度=及<人力=需求P遇到什
À問題? 

 有無解決方法? 

 讓醫糾化為無形 

 文獻P的 

 討論會P的 



新世ï的醫師危急Ï件 

 New Medical Emergency 

 處理方法是人釘人�術, 

 每一案例VS 均釘著看/也要問/還要電! 

 Fellow or CR 的責任是不只要自行Ø<訓練=
還要指^他人  R. and pGY1. 維持病�的Ü
x. 

  組rRapid response team.  



Prevention預防危機出現 

 1. _心`好病人辨識---重要的課題 

 2. 遵照醫囑給藥, 辨w藥品之含量 

 3. 應有危機意識 

 4.x備相關智識  ADR report and  Drug interaction 

 5. �術訓練—精進 

 6. 思考減少合併症之方法 

    ERCP—induced pancreatitis-  by NSAID 

    PPI for NASID related GI bleeding 

 7. Close observation after examination. 

 8. 各種臨床程序均訂定 SOP. 

 9.Ï先要告知風險 



_心`好病人辨識 

 確實, 確定. 

 

 



熟習每一個常見問題之處理方式 

 1.由主治醫師編寫之危機處理手冊- 

  針]每種問題有標準之處理程序. 

 2.�ñ課程指^ 

 3.個人�獲得之臨床經撿      

 4. 參閱醫院網路                         Decision tool 

                                                              At the EMR 

 5. 研討會�學到的方法 

 6.閱讀醫學文獻 

 7.觸類旁� 



設置危機處理_組,(rapid 

response team.)隨時支援 

針]各科各領域常見之問題 

r立相關之危機處理_組.] 

生手醫師有 的幫忙 



萬一�生不良後果, 及時�現    

   儘快處理, 

 

 及時�現 

 儘快處理, 

 停k檢查 

 Q院 

 
儘快完r相關之病歷紀錄絕]不可ñ忽略 



願意檢討就會改善 

 Ward round-老師隨機~學, 最快最直接 

 Case conference�現各種問題.最有效最實� 

     History taking and PE 

      Lab. Evaluation 

      Image reading 

      Treatment principle 

     Response evaluation 

     Discharge decision and plan 

     Altitude and ethical view- by medical records. 

 ADR report and conference: 

 Health care quality committee conference 



清楚告知病人服藥之種
類,用法,及目的 
--有書面資料 

 Medication problems 

 1. Polypharmacy 

 2. Allergy 

 3. Side effects 

 4.drug interaction  



�比較醫療複雜多了 

醫院]\人之信賴,支持ñ及關懷非常重要, 有`人`職人員嗎? 

要很有愛心很有耐心去瞭解.必須是x體的有用的方法 

 



x人醫療指的就是病人的Problem 

list要完x}述(Active + inactive) 

要做到才算 



從病歷P看出現嚴重問題時是如`
處理就可ñv斷ÿ醫院有沒有快�
反應_組(Rapid Response Team)

Tû� 醫師.  

RRT可ñ減少問題降P死亡率，維
護高品質的醫療. 



結論 1, (2024/04/19) 

 1.醫院裡危機四伏,時時出現警訊.應及時處 

        理即可轉危為Ü. 

 2.醫療錯誤是常見的危機, 

 3.目標^向之治療可降P死亡率. 

 4.重要問題訂定SOP，共\遵Û,可望減少 

        錯誤 

 5.要注意一些變化,早`處理可免惡化. 

 6.設置危機處理_組,(rapid response team.) 

    隨時支援,]經驗不足者可ð供支援1 

 



結論2. (2024/04/19) 

 1. 任`醫療程序,W括檢查治療及用藥都免 

     不了合併症 

 2. 合併症 �生後要好好檢討原因 

     (�術粗暴?)(疏忽) (z勉強)(w他) 

     (ADR conference) 

 3. 合併症�生時,要面]而非逃避2好好照 

      顧病人,從合併症中恢ÿ最為重要 

 4. 良好的醫病關Ï可消弭醫療糾�. 


