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“Imagination is more important
than knou ledge”
-Albert Einstein

1856-1924
“Originality is simply a fresh pair
of eyes.” Woodrow Wilson
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Seven steps to
problem solving

4.1dentify solutions. Nowwe canidentify solutions. Brainstorming is
a great tool for identifying ideas.

5. Select a solution. Let's say we've identified five solutions. We

now apply our criterion as a filter for determining the best solution. If you like, you
could score each solution for each criterion using a scale such as 1 to 5. Finally,

total the scores and determine the best solution with your team -

6.|mplement the solution. the previous steps are strategic; we

are attempting to define the strategy of how we will move from our current state to
the desired future state. Now, we take action.

7.Evaluate the results. none of our previous efforts matter if we fail

to obtain the desired results. Periodically verify your results. For example, you
could measure the results three months after the implementation, six months, and
one year later. If you are not getting the desired results, why? Do we need to tweak
the solution or did we make a poor strategic decision?


https://projectriskcoach.com/cause-and-effect-diagrams/
https://www.mindtools.com/brainstm.html

1. ldentify the problem(s).
—2 then problem list
1 i EE S i B A — o7
1 1. Listen—through interviewing technique
1 ask and clarify.- problem(symptoms)

1 thinking : what are the roots (causes and
1 what are the possible risk factors.(R and R)
1

get facts related to problem(s.0.) (Obj. findings)
i make Problem list

1 2. Correlation : knowledge and experience
1 3. Possibility(A) and decision making-->Plan.(P)
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MEDICAL
RECORDS,

Lawrence Weed DO

AND PATIENT

CARE

Lawrence L. Weed, MD.

1
Lawrence Leonard 1 BOOk Weed, Lawrence L.

Weed (December 26, 1923 (1971). Medical Records,

— June 3, 201 7) 1 Medical Education, and Patient Care: The
Problem-Oriented Medical Record as a
Basic Tool. Cleveland, Ohio: Press of Case

Western Reserve University.
-

1 graduated from Hamilton College and, later,
the Columbia University College of
Physicians and Surgeons (1947)

1 Weed, L. L. (1964-06-01). "Medical Records,
Patient Care, and Medical Education”. Irish
Journal of Medical Science. 462 (6): 27 1—
282 doi 10.1007/BF02945791 ISSN 1863-
4362 PMID 14160426 S2CID 44816809

1 Weed, L. L. (1968-03-14). "Medical records that guide and
teach". The New England Journal of Medicine. 278 (11):
593-600.

1 Weed, L. L. (1968-03-21). "Medical records that guide and
teach". The New England Journal of Medicine. 278 (12):
652—657

042 — Why Healthcare is Flawed & How to Improve
OUR PROMISE

At Hamilton, you are given the opportunity and support you’ll need to study 4 The Work of Dr. Lawrence Weed

what you love, be who you are, and find your future.


https://en.wikipedia.org/wiki/Hamilton_College_(New_York)
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https://en.wikipedia.org/wiki/Doi_(identifier)
https://doi.org/10.1007%2FBF02945791
https://en.wikipedia.org/wiki/ISSN_(identifier)
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https://en.wikipedia.org/wiki/PMID_(identifier)
https://pubmed.ncbi.nlm.nih.gov/14160426
https://en.wikipedia.org/wiki/S2CID_(identifier)
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N g Dr. Lawrence Weed, Pioneer in

Recording Patient Data, Dies at 93

Lawrence (Larry) Weed, MD

Clear and sound clinical thinking

ERPR AR T e

At48 1971, e

Internal Medicine
Grand Rounds

Dr. Lawrence L. Weed, who introduced a system for organizing
patient data in the 1950s that is now used in hospitals all over the
world, and who led the way in developing a computerized method
for aiding in the diagnosis and treatment of diseases, died on June
3 at his home in Underhill, Vt. He was 93.

His son Lincoln confirmed the death.




Lecture at Medicine Grand
Rounds, 1971

Larry Weed's 1971 Internal
Medicine Grand Rounds - ...
https://www.youtube.com/watch
2v=qMsPXSMTpFI

'The patient must have
- a copy of his own record
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'
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https://www.youtube.com/watch?v=qMsPXSMTpFI
https://www.youtube.com/watch?v=qMsPXSMTpFI
https://www.youtube.com/watch?v=qMsPXSMTpFI
https://www.youtube.com/watch?v=qMsPXSMTpFI
https://www.youtube.com/watch?v=qMsPXSMTpFI
https://en.wikipedia.org/wiki/Presentation_program
https://en.wikipedia.org/wiki/Microsoft_PowerPoint#cite_note-Britannica-lead-6
https://en.wikipedia.org/wiki/Robert_Gaskins
https://en.wikipedia.org/wiki/Microsoft_PowerPoint#cite_note-Britannica-lead-6
https://en.wikipedia.org/wiki/Forethought,_Inc.
https://en.wikipedia.org/wiki/Microsoft_PowerPoint#cite_note-Britannica-lead-6
https://web.archive.org/web/20151008163642/http:/www.britannica.com/technology/Microsoft-PowerPoint
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EDITORIAL [ FREE PREVIEW )

Ten Reasons Why Lawrence Weed Is Right

J- Willis Hurst, M.D.

January 7, 1971

THE innovations of Lawrence Weed concerning medical records are correct.” The purpose of this note
is to encourage all physicians to hear what he is saying. Here are 10 reasons why we must.In the first
place, he has devised 2 medical-record system that encourages the student, house officer and practicing Print Subscriber? Activate your online access.

.. e e : : : L . -
physician to use sound logic in his thoughts about patients. In this sense his system is the essence of

education itself.Secondly, the display system that he has created for medical data enables one to use the
record as efficiently as one uses a dictionary.Thirdly, he has devised . .. Related Articles
CORRESPONDEMNCE

Problem-Oriented vs. Traditional Records

)

: . = 25 e
Right : i FEAC 8% A 90 30H] L (B — 0~ i
computerized version of POMR that came to be known . .
as Promis — the Problem-Oriented Medical Information 1991 CompUt_erS in Healthcare Health Care Pioneer
for: Contributions to the development of the healthcare

Right: B2E2Z 5 ryEHIEL Sound logic in his thoughts about the patients.

System.
information systems industry.

R--—.
1984 ACMI (American College of Medical Informatics)

+ERFE Rk EENi{ER  Founding Fellow.
Roots and Risk,.




JAMIA Open, 6(1), 2023, ooad005
https://doi.org/10.1093/jamiaopen/ooad005

Research and Applications - - - 2 02 3
[

Research and Applications

Problem-oriented documentation: design and
widespread adoption of a novel toolkitin a
commercial electronic health record

Richard L. Altman (5, Chen-Tan Lin, and Mark Earnest

Division of General Internal Medicine, Department of Medicine, University of Colorado Anschutz Medical Campus, Aurora, CO,
USA

Results: We developed a problem-oriented documentation interface with a 3-
column view showing (1) a list of visit diagnoses, (2) the current overview and
assessment and plan for a selected diagnosis, and (3) a list of medications, labs,
data, and orders relevant to that diagnosis. We also created a series of macros to
bring information collected through the interface into clinicians’ notes. This toolkit
was put into a live environment in February 2019.

(1) EE22lnss > (2) ERmtaoilzrE Uk
)ﬁﬁ‘f\%‘l%ﬁé’]?r% (3) HZZEntHERIEEY) »
BER e - BRI T R

Problem list RRSOAP
Problem oriented clinical information
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MEDICINE IN DENIAL

Lawrence L. Weed and Lincoln Weed
E.‘l |I :'I |"|}'.|.'| I. "' .|.'| L3 e

Available For o

wright © 2011 Lawrence L. Weed and Lincoln Wee:

His last book, the polemical “Medicine in Denial” (2011),
written with his son Lincoln,

outlined his plan for an overhaul of medical practice, with
education aimed at fostering skills rather than knowledge.

S~ S Rd, AR

The book 1s a cry for healthcare reform,both educationally and
clinically

Weed would have the standards, the records and decision making dependent
on an electronic repository of medical information rather than having the

electronic record reflect the judgment and intuition of the provider.
--Clancy Hughes, 2012.12.16

Weed S 758 lHTEE. e AIRIR NE A SE 25
Py HIET LU e B, Bl it SRte & AL e N B AL
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Clancy Hughes
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Ex% [~ Uncertainty (R HEE M
- E

‘In situations of uncertainty, the patient faces a set of choices, with substantial
evidence for and against each choice based on the details specific to his or her
own case. The physician cannot be relied upon to identify the individually relevant
options and evidence without the right informational infrastructure. Once that
infrastructure is available, reliance on the physician radically diminishes. The
patient’ s private judgment should control, as trade-offs are recognized, ambiguities
assessed, and choices made. The choices are inherently personal.”
Trade-off : A FERE 16 H 1E. LR 7+
‘TChronic disease] cases start with great uncertainty, but often what needs to be
done becomes reasonably clear from careful investigation and planning. Then the
issue is execution, feedback and adjustment...It is the patient, not the physician,
who must live with the risks, the pain, the trade-offs, the effort and time that
decisions may entail...The patient is the one who must summon the resolve to make
the behavior changes that so often are involved in coping with chronic disease. If
the patient does not feel responsible for deciding what has to be done and is not
heavily involved in developing the informational basis of that decision, then very
often the result is ‘noncompliance” with doctors’™ decisions.”
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Problems: E ]

U OPD-—Z y=F.
b rlos r)JHJJ -""[’—HFEJ‘*"QF Symptoms,
S Ollell=———~=rr[ |FZri))
S L abdominal pain, 2. PE.
U =52t Emlsrgency fever....
U £l WE Signs,
Adrrigslor) zlrid pallor, jaundice.
rlosoliellizzalijor) coma 3 Medical
Accident Images.
Fall-> pain
Cut-->Bleeding
Abrupt change --> 4.Lab. Exam.
unconsciousness 5. Special
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2 1.Present illness &4 7 ek ~ BRI EE fa
& s B FUERE R major problems, active

1 2.Past history B8 2 %K H BT AREHIZE, & 2 AR
HFH, active. Ex. Dm

2 3.Past history &5 2 5K H Bl i1 & 1B IRE

chronic , inactive , Ex. Hypertension

1 A LR fomlmas i 2 [HR, active or inactive. —
hyperlipidemia, fatty liver(US), gall stone,(US)

. ————- e 20 gk A 2 I 7 [T RH  active or inactive




2. Proplem list

1 1. = complete, including active and all

iInactive problems.

1 2.Symptoms + Time factor,

1 Symptoms &E, —EZH Timei=(EHA

1 3. Active and severe on the top list. Then other active
then inactive problems.

2 4. Each problem : Describe RR-SOAP

2 R--roots=cause,--why?

2 R--risk, which potentiates symptoms,

1 S-symptoms
O-objective findings
A-assessment
P-plan
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Problem list
2005.025F 463 E A BE & o WA B2 > symptoms #l ...

EIEIEE AR ??
1 Data base-—>Problem list
1S . Symptoms Agmission Eg?sress
1 O : Objective findings 0
1 A: Assessment— Dx, DD. ﬁ
1 evidence, s
1 seve rity Continue or change

1 P: Planning--->response—
1 > Continue or Changing
1 ( DX. Rx.)




Past history
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(under treatment). 5 gij13, Ik Factive or
Inactive
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1. Food born—related to diet/food

2. Trauma—accident

3. Contact with animal/patients

4. Stress, psychogenic

5. Aging-—> atherosclerosis

6. Air born diseases-contaminated?
Hypoxic?

a1 7. latrogenic (related to

2  medication/procedures)

a1 8. Others/Unknown
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F“l— 7’}2 Y __;,__, /J J 0N J !)/ » Public Health Rep. Mow-Dec 1993:108(6):765-71
/s = — .. . .
fr':_.} -_'-j;) 'J ij ( Z ( ) Investigation of a staphylococcal food poisoning
outbreak in a centralized school lunch program
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RESEARCH ARTICLE: OBSERVATIONAL 5TUDY

Surveillance of foodborne diseases in Taiwan N == ,_‘ N[ ;E
A retrospective study @#@ El:‘ —%—: E@fﬁ(//ﬁ |:[

Yu, Chia-Peng PhD?P; Chou, Yu-Ching PhDP; wu, Ding-Chung Msb; Cheng, Chun-Gu MD%®&%; Cheng,

Chun-an MD, Phof N N
hun-An ﬁp\ (\\llg/\)
Editor(s): Arora., Gunjan éF
Author Information & / \ J :3 /\

Medicine: February 05, 2021 - Volume 100 - Issue 5 - p e24424
doi: 10.1097/MD.0000000000026:424

lable 1- The places of foodborne disease acquisition from 2014 to 2018 in
Taiwan. o

Our study confirmed the Places Total 26399 2014 (4426)  2015(6166) 2016 (5171) 2017 (6181)
high risk and increased Home 1166 198 (4.5%)  192(31%)  423(82%) 199 (3.2%)
incidence of foodborne Restaurant 9157 1,265 (281%) 2,774 (45.0%) 1,638 (317%) 2,441 (39.5%
diseases, food media

o : School 12180 1,994 (451%) 2,525 (41.0%) 2,499 2,677 (43.3%
classifications, bacterial (48.3%)
classifications, and Office 1559 635 (14.3%)  191(3.1%) 95 (1.8%) 191(3.1%)

natural tOX|nS |n Talwan Hospital 234 36 (0.8%) B7 (1.4%) 50 (1.0%) 37(0.6%)

|t iS Worthy Of attention Treltr]f,{:mrtation B 0 (0%) 34 (0.6%) 17 (0.3%) 5 (01%)
venicles

for the government Military 68(15%)  36(0.6%)  94(18%)  390(6.3%)
health department- facilities

desianed oolicy 1o outdoor 10 (0.2%) 8 (01%) 105(20%)  17(0.3%)

g policy Vendors 74 (1.7%) 89(14%)  155(3.0%)  55(0.9%)

promote disease Exterior 85(19%)  129(21%)  81(1.6%) 25 (0.4%)

prevention. Prison 81(1.8%) 101 (1.6%) 14 (0.3%) 143 (2.3%)

SRR AR, EIAE, ERMOEEAE CHIRE, 454
NZEPERR S L MBI Z P EARVER. B A A
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https://zh.wikipedia.org/wiki/%E8%87%BA%E7%81%A3
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https://zh.wikipedia.org/wiki/%E8%87%BA%E5%8C%97%E5%B8%82
https://zh.wikipedia.org/wiki/%E4%BF%A1%E7%BE%A9%E5%8D%80_(%E5%8F%B0%E5%8C%97%E5%B8%82)
https://zh.wikipedia.org/wiki/%E9%81%A0%E6%9D%B1%E7%99%BE%E8%B2%A8
https://zh.wikipedia.org/wiki/%E9%81%A0%E6%9D%B1%E7%99%BE%E8%B2%A8
https://zh.wikipedia.org/wiki/%E5%94%90%E8%8F%96%E8%92%B2%E4%BC%AF%E5%85%8B%E6%B0%8F%E8%8F%8C
https://zh.wikipedia.org/wiki/%E5%AD%B8%E5%90%8D
https://zh.wikipedia.org/wiki/%E7%B1%B3%E9%85%B5%E8%8F%8C%E9%85%B8
https://zh.wikipedia.org/wiki/2024%E5%B9%B4%E5%AF%B6%E6%9E%97%E8%8C%B6%E5%AE%A4%E9%A3%9F%E5%93%81%E4%B8%AD%E6%AF%92%E4%BA%8B%E4%BB%B6#cite_note-5
https://zh.wikipedia.org/wiki/%E5%BD%B0%E5%8C%96%E5%9F%BA%E7%9D%A3%E6%95%99%E9%86%AB%E9%99%A2
https://zh.wikipedia.org/wiki/%E5%BD%B0%E5%8C%96%E5%9F%BA%E7%9D%A3%E6%95%99%E9%86%AB%E9%99%A2
https://zh.wikipedia.org/wiki/%E6%96%B0%E5%8C%97%E5%9C%B0%E6%AA%A2%E7%BD%B2
https://zh.wikipedia.org/wiki/%E6%96%B0%E5%8C%97%E5%9C%B0%E6%AA%A2%E7%BD%B2
https://zh.wikipedia.org/wiki/%E5%A3%AB%E6%9E%97%E5%9C%B0%E6%AA%A2%E7%BD%B2
https://zh.wikipedia.org/wiki/%E9%A9%97%E5%B1%8D
https://zh.wikipedia.org/wiki/%E5%9C%8B%E7%AB%8B%E8%87%BA%E7%81%A3%E5%A4%A7%E5%AD%B8
https://zh.wikipedia.org/w/index.php?title=%E5%9C%8B%E7%AB%8B%E8%87%BA%E7%81%A3%E5%A4%A7%E5%AD%B8%E6%B3%95%E9%86%AB%E5%AD%B8%E7%A0%94%E7%A9%B6%E6%89%80&action=edit&redlink=1
https://zh.wikipedia.org/w/index.php?title=%E5%9C%8B%E7%AB%8B%E8%87%BA%E7%81%A3%E5%A4%A7%E5%AD%B8%E6%B3%95%E9%86%AB%E5%AD%B8%E7%A0%94%E7%A9%B6%E6%89%80&action=edit&redlink=1
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AT, Mallory Weilss syndrome

due to alcohol drinking
1 38R EE I A S s HA, —ER G55~ LEEHRE
T%i’%% T T e AR PR
1 S 505 7 8241 -—> Bloody.
1 Emergency endoscopy revealed Mallory-

Weiss tear In the esophagus. (45 AR
SRR T E (A g : il | > Gsvines s e

g -’.. . g
b " < :
L

* ;2 ’

Ed copic hemoclip placement and epinephrine

injection for Mallory-Weiss syndrome with active
bleeding

BT ERAHEAR

LR ERIEE

35 cases/primary hemostasis
In 35 cases with one recurrent
bleeding
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1 Antibiotics---->pseudomembranous colitis

2 Hip joint operations—> 4 antibiotics,---
diarrhea and bloody stool-->endoscopy
disclosed multiple yellowish plaques- %
pseudomembranous colitis.

1 (C. difficile infection may be confirmed by
1 toxin study and PCR).
1 BLERYToxin study 248 v DUHR ZREEBR 4 R RN




CDI

Diagnosis No single test is suitable as a stand-alone test confirming CDI CDI should
first be considered when diarrhea symptoms are present (= 3 loose stools during
24 h). The diagnosis of CDI is based on detection of C. difficile toxins directly in a
stool sample, most commonly with an enzyme immunoassay (EIA), which
provides rapid turnaround time (about 1-2h), as well as sensitivity of 75-85%
and specificity of 95-100%. Because of its low cost and ease of use, this is the
most pop ular test in all laboratories. Tests detecting C. difficile antigens are based
onthedetection of glutamate dehydrogenase (GDH) and are characterized by ease
of use and rapid turnaround time as well as a specificity of almost 100%. However,
they do not distinguish whether the strain is toxigenic (specificity of 59%) [18, 55].
It should be pointed out that old-generation assays (using latex agglutination) had
sensitivity of 58—68% and specificity of 89-99%. In 2009, tests that use
amplification of nucleic acid (NAAT, nucleic acid amplification test) were
introduced.

NAAT have higher sensitivity (80 100%) and specificity (87-99%) compared to an
EIA test. The specificity is especially high, reaching 95%,
Jacek Czepiel et al : Clostridium difficile infection:

review

Eur J Clin Microbiol Infect Dis. 2019 Jul;38(7):1211-1221.
A~ 10 1007 /< 10N0A-NT1O0.NER0O_A BErith 0010 Anr 2 (1150 | 1506)



https://pubmed.ncbi.nlm.nih.gov/?term=Czepiel+J&cauthor_id=30945014
https://pubmed.ncbi.nlm.nih.gov/?term=Czepiel+J&cauthor_id=30945014
https://pubmed.ncbi.nlm.nih.gov/?term=Czepiel+J&cauthor_id=30945014

IS, #6151 4o 2 T S S AN B
1 1. Methyl alcohol intoxication

1 (R2)PkEERZ%4(1967, ER. Cases, &AL
1 [P /intern teaching.-> VF, defibrillator

1 2. FOU - [FE3Zrenal TB, e
1 (JC, 1962) before Grand Round = ==¢

2 Urinalysis- Numerous WBC/

1 Gram stain and Loeffer stain—(-) 5 B ST S B T [E 30

a Acid fast stain (+) A & n R E AR T
2 Ref.1, 102 {#H]E - FIFE-—(2009), (F:££2005)

1 Ref. 2, /NIRRT £ 1E—, (H$£20095)
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1 R1,1966, (4E¥F &) 155k Fabdominal pain +
=502 ER—encephalitis ?

1 6E)2HH)F-24E :

1 Gum—E24%(lead lines) V |

1 Blood pictures :Target cells. polychromasia,
basophilic stippling,
Occupation : & T T A.
Lead f&f&: PRIM-> A R ETTLE

1
1
1 BN T REHE N TIEABRE
1 (BREREER)




Lead poisoning
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--searching.

1VS (P,19957). Medical student, NTU (SC)
Severe liver cell necrosis, causes ?,

1 HAV, HBV, HCV and Hepatitis were excluded by
serological markers. =@ |

1 No medication at all.

1 b hE s B A,

1 No Wilson disease.
| XHEELERE, A —KE
1 T2 A6 7 N e _E 2 BV R e - R A i i

N&E AYAE A -Aflatoxin induced liver cell necrosis-aflatoxin
hepatitis-,(acute aflatoxicosis)




Aflatoxinfg =

Hepatitis due to aflatoxicosis. An outbreak in
Western India

Aflatoxin in Peanuts and Peanut Butter

Aflatoxins are toxic substances that are primarily produced by two types of mold: Asperqillus
flavus and Aspergillus parasiticus. Virtually any plant-based food can become contaminated with
aflatoxins if stored improperly, but peanuts seem to be particularly susceptible to contamination by
these mycotoxins. The ability of aflatoxins to cause cancer is well-documented, but these toxic
compounds have also been linked to a wide range of other diseases and health problems including
impaired immune function, cardiovascular problems, nutrient deficiencies, gastrointestinal
problems, and growth impairment in children. Many different types of aflatoxins can contaminate in
peanuts, with aflatoxin B1 being the most dangerous type.

Source: https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8



https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8
https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8
https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8
https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8
https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8
https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8
https://www.healwithfood.org/aflatoxin/peanuts-and-peanut-butter#ixzz763ImEGX8

= A6, FIAAN S AE>multiple embolic
attacks? - atherosclerosis by autopsy

1 R1 (4E) 416-1

R 50024

RHD, (MS+MI) +CHF +AF

1 CVA(Due to AF)->Coronary attack, poor progression of R waves (coronary
embolism)-—=> Pulmonary infarct

1 Autopsy(Eia4l S iz N) —Prof BRIEH
PA 41— fhH—diffuse atherosclerosis (CPC)

1 IR B RS, (ReEEE hereditary hyperlipidemia)

1 [ SRR “H R RE”

- 42555 20

is of familial hypercholesterolemia

One in about 200 adults have the FH genetic mutation. FH
affects about 1.3 million in the U.S. But only about 10% are aware they have it.

Genetic Diagnosis via Whole Exome Sequencing in Taiwanese Patients with
Hypertriglyceridemia Kuan-Rau Chiou!, Chung-Yung Chen, Min-Ji Charng

Conclusions: Our results demonstrate that WES is feasible for identifying the genetic locus that
causes hypertriglyceridemia. The TT genotype of APOAS ¢.553G > T acts as an important indicator
of hypertriglyceridemia in patients in Taiwan.


https://pubmed.ncbi.nlm.nih.gov/?term=Chiou+KR&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Chiou+KR&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Chiou+KR&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Chiou+KR&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/25843152/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Chen+CY&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Chen+CY&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Chen+CY&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Charng+MJ&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Charng+MJ&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Charng+MJ&cauthor_id=25843152
https://pubmed.ncbi.nlm.nih.gov/?term=Charng+MJ&cauthor_id=25843152

Identification of familial hypercholesterolemia in
Taiwan: report of eleven cases

M H Chung 1 KW Chen, ] F Chen, W T Lu, J H Sun, J D Lin
Affiliations: — collapse
Affiliation

1 Department of Internal Medicine, Chang Gung Memearial Hospital, Taipei, Taiwan, R.0.C.

Familial hypercholesterolemia i1s a disorder that 1s passed down
through families. It causes LDL (bad) cholesterol level to be very
high. The condition begins at birth and can cause heart attacks at an
early age.

Coronary heart disease was confirmed in one patient and old CVA
was noted 1n another 2 patients. The mean total cholesterol level w
390.3 +/- 88.9 mg/dl and the mean low density lipoprotein-
cholesterol (LDL-cholesterol) level was 309.6 +/- 89.9 mg/dl before = Monogenic
treatment. After a mean treatment duration of 45.2 months, the mean ~ autosomal dominant
total cholesterol level and LDL-cholesterol level were 326.8 +/- 87.8  genetic disorder
meg/dl and 249.1 +/- 91.1 mg/dl, respectively.
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L), B RjE= C-disease guidelines:

-ONE DAY in the afternoon(1972), at 4pm, a man was sent to
our hospital with whispering voice and sunken eyeballs
- shock.

It was a case of severe dehydration due to cholera—
treatment guide for C-enteritis was initiated.
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Typical dehydration

No or minimal Moderate to severe
dehydration dehydration

WAHR 2R Pe, EZ e B 2B R 59 ~ B RI9R0L
IEffERice water diarrhea /every 30 min
No mortality/ 384 cases. (1972)

Management of patients with cholera involves aggressive fluid
replacement; effective therapy can decrease mortality from more
than 50% to less than 0-2%.(2012, JB Harris et al, MGH)




Treatment
Isolation

Prevention

+ Good environmental hygiene,
esp.feces disposal

F Y SLEE

-2 E AT UE R Z FEH

1971 EEZRFAVARE

Treatment of
colera

s

20140 N EEARIK
SRR E BRI T
 BAREZIHA - 72
B F K -

Combating Cholera

Affiliations: = collapse

Affiliation

Microbiology and Molecular Genetics, Michigan State University, East Lansing, M|, 48824, USA.
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Epidemiology of Vibrio cholerae Infection in Taiwan

¥\ Taiwan Centers for Disease Control
O BEEHDERE N E

No cholera epidemics have occurred in Taiwan since a severe TS T1972E L AR T A

outbreak caused by V. Cholerae serogroup O1 occurred in > (RHEA 7S | A4 150 i A
1962. Although, during the period 1962-2013, several cholera AT - (ELLSOEAHZZ A

== SIEo )\k_\k,
infections have occurred, only a few are cluster infections and --%E%ﬁ@ﬁﬁ,@ﬁ%ﬂ@ﬂ]ﬁ

most of the reported cases are sporadic.
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The search for the causes (etiologies) of human diseases goes back to antiquity.
Hippocrates, a Greek physician of the 4th and 5th centuries BCE, is credited with
being the first to adopt the concept that disease is not a visitation of the gods
(-<#E)but rather is caused by earthly influences. Scientists have since continually
searched for the causes of disease and, indeed, have discovered the causes of many.

Hippocrates : The Father of Medicine
A Bl B R, B S AR 58 = BH H

{R=E ~ FEE RA RS EEN R LU, SR B
e EMTARE - AR - EAgmRE -



https://www.britannica.com/biography/Hippocrates
https://www.britannica.com/science/disease

it A (5 A

1 WAETEEH 1 A B PR

1 Life adjustment 1 205 :RRSOAP,
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L. Proplem =z 4=

N

-I's 'z me

which potel

Grade risklevel Probability

0. No risk 0/1,000,000

1, very low 1:1,000,000

2 low 1:100,000

3. Low to medium 1:10,000~1:100,000

4, Medium 1:1,000-10,000

5. Medium to high  1:1000~1:100
Definition of risk: - [E]#Y R, 6 High 1:100
Risk Grade jﬁx;{;aﬁ’ 7 very hlgh . 1:10-1:100

8. Extremely high >1/10



4. Problem 22 4E0% 7 &R 2=
-risk measures,
which potentiates symptoms
Prediction and evaluation-—=> %175 [ =8 Y fig B2 14 -—> 1 78 78 5 S 25|

Risk Measurement Areas

RiskScorecard.pp

Performance

Indicators

KPI - Non-predictive
overall performance
indicators

No risk
Low risk
Medium risk Risk #1{o]$2%]
High risk Risk @& 2 2EE] 7

Extremely high risk.
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Factors B £
1 In epidemiology, a risk factor or determinant is a

variable associated with an

increased risk of disease or infection.[11:38]
g Risk /= causal relationship

b b b

1 Risk factors or determinants are correlational and not
necessarily causal, because correlation does not prove causation

1 A FREURIERN

1 The term "risk factor" was first COIned by former Framingham

Heart Study Director, Dr. William B. Kannel in a 1961 article
in Annals of Internal Medicine. Kannel, W. B., Dawber, T. R.,

Maijor risk factors in Kagan, A., Revotskie, N. & Stokes, J.

coronary heartdisease :  3rd. Factors of risk in the

AR (D IEEE [EEEEIE: development of coronary heart

High cholesterol level, ; ;

ECG evidence of LVH disease—six year follow-up
experience. The Framingham

Study. Ann. Intern. Med. 55, 33 - 50



https://en.wikipedia.org/wiki/Epidemiology
https://en.wikipedia.org/wiki/Risk
https://en.wikipedia.org/wiki/Disease
https://en.wikipedia.org/wiki/Infection
https://en.wikipedia.org/wiki/Risk_factor#cite_note-:0-1
https://en.wikipedia.org/wiki/Correlation
https://en.wikipedia.org/wiki/Causality
https://en.wikipedia.org/wiki/Correlation_does_not_prove_causation
https://en.wikipedia.org/wiki/Framingham_Heart_Study
https://en.wikipedia.org/wiki/Framingham_Heart_Study
https://en.wikipedia.org/wiki/William_B._Kannel
https://en.wikipedia.org/wiki/William_B._Kannel
https://en.wikipedia.org/wiki/Annals_of_Internal_Medicine

ADR E@ﬁ‘?ﬁ,bj@zﬁﬁ RE AT

2/ D% BT ?
®=— BJCP ot ooy (5 43,685/3,250,967=1.34 %
ORIGINAL ARTICLE Fatal ADRs registered in a large pharmaco-
Fatal adverse drug reactions: A worldwide perspective in the vigilance database during the last 10 years
World Health Organization pharmacovigilance database correspond to just over 1% of the total number
Lafaurie, Claire de Canecaude, Geneviéve Durrieu, Agnés sommet, Of ADRS They Occurred more in maleS, after
65 years and with
https://doi.org/10.1111/bcp.14851 antineop|astic/immunomodu|ating
drugs followed by nervous system and cardiac
drugs

Among the 23 millions ADRs recorded in VigiBase, 3 250 967 were included
with 43 685 fatal. They were reported mainly in patients older than 75 years.
The 3 most frequently involved drug classes were antineoplastic/
immunomodulating drugs followed by nervous system and cardiac drugs.
The top 3 individual drugs were denosumab, lenalidomide and thalidomide
with marked differences according to age, sex, continents and countries.
The risk of reporting fatal ADRs was higher in males, in the Americas and in
patients 265 years.



Preventable ADR

R > Eur J Clin Pharmacol. 2017 Apr;73 18, doi: 10.1007 /s

Epu ec 2.

Hospitalizations due to preventable adverse
reactions—-a systematic review

Nidhi S Patel ' 2, Tejas K Patel 2, Parvati B Patel ¢, Viren N Naik ' 2, CB Tripathi i)

Affiliations: — collapse

Affiliations

1 Department of Pharmacology, Government Medical College, Bhavnagar, Gujarat, 364001, India.

Of the 68 full-text articles assessed, we included 22 studies. The mean PADR, 4 percentage
was 45.11 % (95 % CI = 33.06-57.15; 12 = 99 %). Studies including elderly (63.31 %) and all
age groups (49.03 %) showed higher percentages than paediatric population (16.40 %).
Studies examining all hospital populations showed higher percentages than specific wards.
We observed high percentages 1n studies using Edwards and Aronson as an ADR definition
and Hallas et al. as a preventability assessment tool.

The fatal PADR 4 percentage was 1.58 %

Hallas J, Harvald B, Gram LF, Grodum E, Brosen K, Haghfelt T et al (1990) Drug related hospital admissions:
the role of definitions and intensity of data collection, and the possibility of prevention. J Intern Med 228(2):83—90

The avoidable drug events pointed to the primary health care physicians as the appropriate targets for
preventive measures in terms of intensified drug education. The study demonstrated that a reliable
estimate of the DRH rate requires active data collection by a qualified health service worker in close
collaboration with the patient's family doctor in cases of suspected DRH.



Risk assessment
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Early onset colorectal cancer
- dx before 50

1 1. persistent obesity and continuous abdominal
m  obesity before the age of 50
1 2.Incomplete polyp removal

1 hot snare polypectomy (HSP) are superior to cold snare polypectomy (CSP) in
a improving the complete removal rate.

2 3.LDH and NRL-LDH

1 4. The neutrophil-to-lymphocyte ratio (NLR) stands out as a
crucial monitoring indicator for CRLM (early colorectal cancer
with liver metastases)patients,
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1 Anaphylaxis —how to detect, history taking
1 Enhancement of diseases after vaccination

What kinds of diseases
1 Poor quality of vaccines, and technical

problems.({{ T

o

» K~ RIFRE

)

1 Accidental deaths, unrelated to vaccination.
observation, weak elderly,

1 High risk persons AGGRAVATED after
vaccination, prevaccination assessment, history
and previous records.
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LB S TN En S B i =g

1 History taking; allergy history, cancer, under active
treatment

1 PE: BMI> 33, BMI < 17, HR : 112/min. severe anemia (<8
gm/dl), Fever diseases, Hypertension(BP> 180 mm Hg.)

1 Bleeding tendency, *Platelet count < 50,000,
petechiae and ecchymosis

1 Recent laboratory data ---Hb A1c >9 %

1 TC: > 300, TG > 400, LDL> 150; AFP> 200,
1 BUN>50, Cr>3.0 , CRP>20/dlI

1 Abnormal ECG showed major arrythmia, infarction and
or ischemia




Reported cases died after

vaccination

2 Death : 6207/339,000,000 (US

1 18.309/1,000,000
1 1.83/100,000--{H L
0.18/10,000

Vaccination death---6207
Covid-19 death---626701

N R A R =g N\ X 100
=2 H0*(2021.07.29)
— _ 2021.08.06:
Vaccination risk JESHE YR T 578 cases
1387/4,852,884 FET-%:0.0065 % (5 47.76.5)
=2.85/10,000 215765, JET-794,9ET-%5.036%

BHITZS.
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2> | Periodontal Res. 2018 Oct;53(5):785-792. doi: 10.1111/jre.12567. Epub 2018 May 18.

Periodontitis and dental scaling associated with
pyogenic liver abscess: A population-based case-

control study

Y-TYeh 12 3 . B-Y Wang 4 : C-WLin3 ® S-FvYa ng L ,5-W Ho * 2, H-W Yeh 9 . J-Y Huang 7 ,
3 |3 wel 45

Y-C Cha ng 123 . C-B Yeh
Affiliations = collapse

Affiliations

1 Graduate School of Dentistry, Chung Shan Medical University, Taichung, Taiwan.

Results: Periodontitis remained a risk factor for PLA among patients aged 20-40 years,
with an aOR of 2.31 (95% confidence interval [CI] = 1.37-3.90, P = .0018). In addition,

the average aOR for PLA was significantly lower among patients with one DS

(@OR =0.76, 95% CI = 0.59-0.96) and more than one DS (aOR = 0.61, 95% CI = 0.39-0.95)
within | year before the index date.
Conclusion: According to these results, we concluded that adult patients with
periodontitis aged <50 years old are more at risk for PLA than controls, particularly

when they have no DS. Moreover, from 20 years of age, non-periodontal patients

subjected to at least 2 DS per year are less at risk for PLA than controls.

@@FTEHIfever disease, sepsis, abscess, unknown fever#}s:
ZHfjDental care history--E{z5 5t R 2R



Common risks in the aged
persons

1 1. Common diseases without adequate control—

1 DM, Hyperlipidemia, Hypertension,

1 hyperuricemia.(UA>9 mg/dl), CAD, ----

1 2. Underline risk—aspirin, clopidogrel, and
coumadin( all antiplatelet agents, anticoagulants)

1 3. Thrombocytopenia (<50,000)

1 4. Severe anemia (Hb< 8 gm/dl)

1 5. Unsteady gait and fall tendency

1 6. Others (aged >75)(living alone)(obesity)

| (no adequate physical activity)
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Problem based study

1 Probl list
6 P . resolve poph
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089 2 .. 1> complication
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solution
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differ

1S: symptoms

1 O:objective
Challenge Problem list oo o
Solution Assessment 9
Teamwork, management @ A: assessment

success 1 P:Plan
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1 Risk factors::
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1 Diagnosis—Dx. Evidence:Z2
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Severity —and outcome
1 Therapeutic choice— R [E]) &5 752 (B4 Bk
advantages and disadvantages
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2 Therapeutic response,
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Study through case conference(team)

Protocol

Problem.

D)’

Mx

Initial response
Next.

SV VNER
e o] DU
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VS round, Morning meeting &%
Case conference, Grand round.
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Team conferencee

2 Chairman--F 5 A

Presentation—& 5 7 — &5t
Audience T2, [F 5 ~ [F]E2,
HM ~ Instructors, faculty staffs..

Invited specialists.£x 1775 ABVE 2w, B FE &)
R, BB 2E—only observe 5 K 2

7% 15 (Problem): EE RIS, #i 8 Y,
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Watch deterioration 2245407,
/INCEEAERYBER, 2 K R i B, A

RIE B LS R AR, S EER

Watch deteriorated signs—Clinically downhill
Anemia—increased

Jaundice increased

Bleeding continued

Shock and comatous state : continued.

Pulse : increased (>120/min.)

Anuria or oliguria persisted(<30 ml/hour)
Dyspnea /shortness of breathing

Sweating and diarrhea without response.



Disease activity parameters
need regular follow up.
TR B PR T e L St T LA T

1 Acute pancreatitis Disease activity parameters
1 (1) Epigastric pain, severe,

1 (2) Epigastric tenderness with diminishWnd

but no rebound tenderness :
Time factor

(3) Vital signs : O.K.

(4) Amylase: 340 *(4) Lipase : 800

(5) Ca: 8.9 mg/dl (borderline)---—->7.3 (2 days later)
(6) CRP : 0.2(8 hours after onset)-—>5.4 (2 days later)
(7) BUN: 17 (normal)—LDH: 340

(8) Abdominal CT : not done yet



=+ EFr:Judgement

L Improved

L Improved much

L Almost healed, healed

L Aot tre s, 1o lrnoroyarrmssnt =1t 2
L Worse.

L Became more serious

L Critical

L Fatal
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1 Simple disease/or complicated disease.
HH = [5]—follow up observation

1 T|me _1 980/2020Eﬁ$|§l Literature review

e - — Reading
1 New drugsxy A [H] CME

Team conference

1 TeChnOIOgy xlgj—'l 971/2020  and discussion
colonoscopy

1 NRHYMEEERRE A A [5]-=2> Consultation
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> Read more :

H Home

_Indian Joumal of .. o

\'l Critical Care Medicine  nstuctions
[Official Pubbication of ndian Socety of Crtical Care Mesicine  Sulbmil artiche

indian J Cri 8 Mar; 20(3): 173-177. PMCID: PMC
0,410 PMID: 2

Hypocalcemia in acute pancreatitis revisited

Armin Ahmed, Afzal Azim, Mohan Gurjar, and Arvind Kumar Baronia
Abstract

Hypocalcemia iz a frequent finding in acute pancreatiiz. Severe hypoczlecemia can present with

neurclogical as well as cardiovascular mamfestatio rrechion of hypocalcemia by parenteral caleium
mfusion remains a controversial topic as miracellular caleium overload is the central mechanism of acinar
cell mjury in pancreatitiz. The current article deals with the art and science of caleium correction in
pancreatifiz patients.

Keywords: Acute pancreatiiz, calcium, hypocalcemia

You may be not satisfied with this.
Check full text or another reference from internet.

Consultation and case conference
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Summary(§i# 52 )(2024/04/19)
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