


Bt eSS KR F

AIRERE Bch T IRESIRR T8 86T
ok HK IR £ #®

VW comswire 815



BRESBELREFRTHRESE

BIRTIERINEREFM / RIVRER.
—RR— Bie : S5 B89
@, 1%

ISBN 957-666-648-1 (3)
1. SH{LRER
415.5 89004341

BB IER DEREFM

RIR

ERB

REE

SicBE LRt

BRRE S5 0698 57
BItmABEE(114)Z/REE 322-2 3§
(02)2794-0168  (02) 2794-0345
(02)2792-4702

S
B > 1 B 00

BieEB

EirHIEEEE(110)RHHE 249 57
(02)27239404
EitHPEE(100)BHATSISINER 128 7 5%
(02)23651544 (02)23671444
Bt E(112)Bh2I K 120 3%
(02)28265375
EPHILE(404) 51788 24 3%
(04)2030795  (04)2032317
SHEM=RE(807)tF—d 1 3§

= (07)3226177

> R

E:)
o B4 07 B4 O B4 07 B4 O B8

BRSNS WO IRREREHM
B

BB RS 19197512 B8 ScB8RERAT
FSEEN k B 26 (ReEEBHM)

PERE A+ & + B+ B #E—R



5

ol

o BK IR B8 Al 721991~ 1993 F FE A BHE Z 18L R MR E R IR A
M > APERERBRSEN - THRHMZ SRSRER - FHEERE
Bl BRI B B AT IR RHINGER B < TIF - BIFRIB - BYE - BER
B R AR DK H AR M 3 2 10 - EAEREZ LG o

IREEETE E R R AT IR AR BN R 2 F R B G 2 1R ) - R
AE g OGRS - BRI RaEEE  RE RS
MELERERC2F - £ ERBMEHRMTIE R Endo-
scopy * Pancreas * J. Gastroenterol * Hepatol % %} B #3 | - & #&
R o

BT  RERHERRBEERRE - FAl—F K% 2
BFTH - BBRICZER (DR EEARHEEINER B LIERZ
—EFRMUERLE - XENAEREE - LEEREFERIERE
EiEZ2F &R -

-3
HokEEREARET T/4E
ERXERLEESZ 5%



B8 Fr

mE - BB ER BRI E R T M A RHET 4 - ERmd =2
BAFTRE » MAEGEEEMIETBINERFOHERERE  E28
Z EEEITEEBRR - WARES - HER AR A5 22 8t
HEET TR » BUEBIT K » CEIF KR ALLELE R - T X A7 E
RE - FEEERER - ERER TR BEE I i1k TR &R
Fo NLHALAA  REHEGEAEETEENE - BEMPTRE
REREE » EMEK S RO EE ABERE RO RRKREEG
O EEEHREEEAOFET - AL T BB EEENERE - &
Wom R EC EIEREE - AlGZVIRAEAREREZER
BT > BRIRRE KGR BHGEARFE —RREENEIEET
[ RN ERER - MRESBRE—REMAEET - 55
BT e EE NS B HE IR E R BAT A F - WSE B BT EEE
ERFHZFRASERBMEREFERRR - KHAARREITIE
BB INRESR 5 £ 10 BATE A T LASRER Bt - 3 BAE R 4 B IR
BARERIIGESE

WERNE RN GRS BT IE S B EERRAG R T LI =%
FH > WBFESRAAMZEERERET - ISR - Wik
ANERFATIE T BRINER B (GICU)RERK LS o B8 BB E
BB il & M B AT AR RE B A LB E AR D) - BB RRRREIH
ARERE =SR2 A » FE I 0 B R R = 1 o B T 1 S R 0 6 L 5



i F AT RE A A R B F M

BT EEH R L - K BBREERIER - EEFREEEMHT
HEURWEZHE - M EREEFEHRAGREARGEE » Uk
INFESs B £ — B ET R B $2Eay - R TAER{C SR ~ BEX -
et - FHMERE - RBE - FHN  HIFH  BREEREFEHREAT 0 B
BMNEEER - AELMEEIRF] AR - T LA— GG -

B 1 M R i R T PR/ N LR ) S i B BB S T s 0
BHEEMCE -

TG B wem



= SRVRTENR SRR Pt ST I 1 WO ;
= | PSSP UYL Wt 12O S P i
1. B IFHERl B FETEREIIET o evrerrerrerrereerereneseneseses e 1
9. Interpretation of Liverfunction Test: s weeeseriessruren: 9
3. EHE ; W CMEEIE G - eveerresrerrenmenssesesssssssscssebasssssasesssens 23
4. Liver Cirrhosig:-« s A AR SR SR AT e S e e S e 29
5. Treatment of Liver Cirrhosis with Ascites:ereemeeeeeens 31
T [ R O 37
7. New Definitions for Sepsis and Multiple-organ Failure---- 41
8. Examination of the Patient in GIICU -« -e+ereeseereeresresesseseenes 43
9. GIICU Z BRI ~ B ---coseesevresssassmsesssmsorannassassssinnnsonsassns 49
10. T8 B~ C BUFF RBELTFHERILBHR - ovvveerereereemmmmnnriiiiiiiiiiineee 55
11. The Acute Abdomen in GUICT swwsssswnssmsinsssisissasmmeiomensos 59
12. Bedside Study of Acute GI Bleeding in GIICU -:-:-eeeeeeeeeee 67
13. Quick Diagnostic and Therapeutic Studies in GIICU
of G1 Bleeding Patiant: v rommmosmusassssossrisasmnrsesssass 69
14. Gastrointestinal Bleeding In GIICU -+-+seeseeeereserseieuneinmmeunnns e
15. Non-Variceal UGL Bleegimgsm+swussssussmssssssuscsssnessrasiasasse 77
16. Esophageal Variceal Bleeding: - - cseeereusrismirieueienens 79
17. Endoscopic Therapy of Esophageal Varices:----:----ooeeeeene 81



2 B BT REA 3k % B T

18.
19.
20.
21.
22.
23.
24.
25.

26.
217.

28.

29.
30.
31.
32.
33.
34.
35.
36.
37.
38.

The Principle Of EIS ................................................................. 83
Sengstaken-Blakemore Tube (SB Tube):«weemeeereeeenennn 87
Acute Corrosive Esophageal & Castric Injury:--------o-ooeeeeee 91
Lower GI Bleeding: - ssssesssuserssnscsssssssassssassasssssassassssssessens 97
[ T I - O TR S S 105
Fulminative Hepatic Failure in GIICU part-1-------ooooeeeeeeeee 115
Fulminative Hepatic Failure in GIICU part-2:--------eeoeeeeeeeee 121
Clinical and Biochemical Indications for Liver
Transplantation Candidacy:: - ssssssssassesussaresssssssnsssrrase 125
Contraindications for Liver Transplantation::-------e-eooeeeeee 129
Update of Nutrition Support in the Fulminant Hepatitis

S0 ETTTOTT i simssanbsustonsoipmss o s amuanskesios VTP S AV s vas s sians 131
Anti-Tuberculous Therapy of Acute Liver Failure with

TR Pationt it EIHCT - ror-rossssss cisisniimssstassans songassnsariobnmins 133
Treatment of TubDErCULOBIg: -« +wsessssssssssesussansessesnssssssssssaces 135
TAver Dl hipalas s s o saiivtuvios covrmnrusmahssomseshbbss foniosisisinisinsnensus 139
F T T TP DU Rt O i S A N TS Ml R ARIY 143
Hepatic Encephalopathy -, 151
Liver Cirrhosis with Acute Renal Failure::--:--ccoseeeeeesneens 153
Hepatorenil Byndome: s sssssmsismssessnssussasssssnssasessansmssmsmcs oo 155
HEPAOIIR:++-vesesossscrisssnsssmmsinsisassasenssasassssesssssssasssssssstsssasnasnsosss 159
Hepatoma Rupture: Emergent Embolization: - eeeeeeeee: 163
AcCUte PancCreatiti: - ----stsesscsesssssssesssrsessasasssosssssssosasssssessanes 167
The Role of Peritoneal Lavage in Severe Acute

T LI O 111 s 5 (S —— 179



39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.

VE 2 Al N A Dy oy - - R N 185
Infection in Hepatogastroenterology: - e 187
Liivir Aligalin i ol 193
Fulminent Amelie Colilf:-mnses st 197
Biliary Tract Infection: - 201
Typhoid Fever (Enteric Fever)- s 207
Mosoooiiinl Bloodstieam TrlaetiGh o msssssussensamiornse 211
Nosocomial Penumonia in the Intensive Care Unit---- 219
UTI in InmunocOmMPronised: -« --ssssssussssssrssasssamsesssnsess 291
SN Tt ian and AT st asieinstomommsbiisamesmsismioms 293
Pulmonary Embolism in GIICU: e 2929
S R T R R B o PR Z TE U BT oo eeereerenennanans 231
S I A IR 2 B P JL R e oveereererenresersnrsnenensnenesnnns 235
Gudielines of Patient Care After Invasive Procedure------ 243
B ENER R EE BT IR e 257

Acute Confusional States In GIICU: - rerrmmemmmmmminiii, 271



| i

V3 W5 R sk R 5 9 15

(BE)

1.7:30 AM ¥R & o

2. 2B GABELRE > WMEEKSF -

3.HERER ANBE G EIRE R L RIS RERERSR (U3
SEBR ) ZRRRE REEFEA] -

(RERESER)

1. {FBE B HNFE T K2 4 508 Progress Note —7K » ifi GR#k e fd] »
WEiEK FRBEEZRMNE R - L8k LRIFE TRABRFHESE
1t (A02EE ~ BBk ~ FFANE ) 5 ERFIEEEEEY) - 18
JELEosk iR THA ; EANKLHERLE weekly summary * HE
ERILFR B E A R A EI

2. B M FE £ E3EE Problem-Oriented Note * M58 Laborato-
ry Data Sheet #5457k A% ki ESCHEAE TPR Sheet L o

3. B RERME S BRI TRIAZEE IV Line » sC8kMEITHRR - THE
KHEH o #EHREZAS Follow-up Note » WHEERIE o
* {ZERMEEERI S Liver Biopsy, Liver Aspiration, ERCP, EPT, PTCD, TI-

PPS, Angiography, HAE, Peritoneaoscopy, EIS, EVL, Heat-Probe coag-
ulation, CVP, on arterial line, On ICP moniten, Dialysis * $#fg7K °

4. BB FEFH Renew —K ; Y D.C. Z=FELL LK > 35 Order
Renew —K o

5. 92K BREEBIMSEEBMEE  SHEZEN (MBER
') o



2 AR REA e % A A

6. MEREN 17 FE = tp - F e B AR R 5 0 BN ey A B AT B R

(RRBEREIZSFIR

Hepatitis markers and AFP ¥fER %55 EREE
e Acute Hepatitis 75 A » GE1EAPTEE LB TR -
Liver biochemistry: GOT, GPT, Bil (D/T), Alk-P, »GT, PT—
BIW (QW1, W4) A/G, AFP—QW (QW1)

Hepatitis markers: HBsAg, IgM HBc, IgM HAV, anti-HCV,
IgM anti-HDV # HBsAg® ° Hl# HBeAg, IgM anti-EBV, IgM
anti-CMV °

e {1 Liver Biopsy, Liver Aspiration, Peritoneaoscopy, Angio-
graphy & » BEF(FEH [EH A Prothrombin Time & Platelet-
» HAEM Liver Biopsy * ZHESHREMREH » BE Biopsy wit-
h Special Stain ; &2 B carrier B8 A * HEHAL Core K
Delta °

o HE/KIF » AR RECEMEGATE - EAKEE - #EE - Routi-
ne f#E 5 ©
Frim AR HTIRSE - ZHR I KIEAKZ A/G ratio ©



1. BT BAEEARAL 3

Basic Orientation

Chart: C.C. what & when

Pl

P H.

1. systemic disease, 2. OP history, 3. allergy history, 4.
personal habit, 5. drug history others (transfusion his-
tory, travel history, prostitute, - )

F.H.

* P.E. vital sign, Neck vein, beath sound, heart Rate,
Ascites pale, icteric, spider angiomata, liver & spleen,
palmar erythema, leg edema

* Lab. Hb, MCV, S/A, LFT, hepatitis markers, PES ( §
# ) , echo, NH3, ACCR, special image impression. in
order

Plan: diagnostic & therapeutic.

On-Duty principles:
1. admit new patient (first 2 in Intern’s duty. others in Reside-
nt’s duty) fE3¥37H CR. chech.
2. alert for unstable condition and record it
BT>38°5, PR> 100, RR> 30, BP< 100 mmHg,
coffee/bloody NG, tarry/bloody stool,
s/p invasive procedure (liver biopsy, ERCP, angiography, EI-

just transfered from ACU
3.(a) FERFERRARERML > B TRERE - AREHAIEE
2 WRMRENZIEEE 8L -
(b) LIEHARI T RERERH B BB AT IE R -
4. notify duty-CR as you meet trouble.
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Basic topic of morning meeting

1.
2.
Iz
4.
5.

Hepatitis

Liver cirrhosis and its complication
UGI bleeding

Pancreatitis

BTI

Advanced topic of morning meeting

S Ot W W N~

9.

. Fulminent hepatitis

.CHB with AE

. HD co-infection & superinfection

.HCV and interferon

. Hepatoma

. GI malignancy (esophageal ca, gastric ca, pancreatic ca,

colon ca)

. GI tract obstruction

(malignancy, achalasia, gastric outlet obstruction, intestin-
al obstruction)

. Decompensated liver cirrhosis with complication (SBP, HE.

EVB)
FGID

10. Drugs
11. Corrosive injury

12. Alcoholic liver disease

Acute cholecystitis in GIICU

189
2.

10-15% GB stone may enter into CBD.
25% elder patients have CBD stone at the time of cholecys-
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tectomy.

3. GB stone is classified into two category: cholesterol and pi-
gmented

4. acaliulus acate cholecystitis or Acute cholecystiry in comp-
licated patient

pigmcned
ehioleekesol bilirubin-clacium salt calcium salt
color Yellow black brown
radio-opaque 13% 60% 90%

Acute cholecystitis:
e emergent OP indication
>60y/o, s/s persist>24 hrs
<60y/o, s/s persist>48 hrs
e bile culture 75% positive at early symptom period
e blood culture often positive
e classification:
non-suppurative: rapid response to supportive treatment and
antibiotics
suppurative: mental confusion, bacteremia, septic shock ,poor
response to antibiotics, multiple hepatic abscess
formation, if no OP=mortality 100%
e Cholecystlitis with bilirubin (t)>5mg/dl— CBD stone must
be in consideration
e Cholecystlitis with bilirubin (t) >20mg/dl—neoplastic obstr-
uction must be in consideration

Couvooisier’s Law:
biliary obstruction with palpable GB==favor underlying mali-
gnancy

Septic syndrome
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.BT>38.8C or<36.1C

. HR >90/min
.RR>20/min

. definit infection focus

Gt = W N~

. a. mental change
b. Pa0O,<72 mmHg
c. lactate?
d. oliguria (<30 ml or 0.5ml/Kg/hr at least one hour)

(Fever in ICU care)

Infection 30-40% Connective Tissue Disease 15%
TB SLE
Endocarditis RA
Intra-abdominal abscess Vasculitis
Neoplasm 20-30% Others 15-20%
Lymphoma Drugs
Renal cell carcinoma Pulmonary embolism
GI cancer Sarcoidosis

Ovarian cancer Factitious fever
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Management of Acute Cholecystitis

1. After acute cholecystits confirmed, institute medical thera-
py nasogastric intubation, IV fluids and antibiotics.
2. If patient is diabetic or age>60 years old
a. if symptoms persist > 24hr or patient septic, emergent ch-
olecystectomy is needed.
b. if symptoms resolve within 24hrs, elective cholecystecto-
my is indicated.
3. If patient is not diabetic or age <60y/o
a. is symptoms persist>48hs, emergent cholecystectomy is
needed.
b. if symptoms resolve within 24hr, elective cholecystecto-
my is indicated.
4. Pathogen cultured: 30-80% in GB
Only 50% resolve with medical treatment.
5. Mortality =0.5%
Mortality, morbidity cost, all <medical treatment.
6.3d < * <2wk edematous and adhesion of GB with Abdomen
cavity
7.10% with CBD/CHD stone
8.85% resolved.

Management of Common Bile Duct Stone

1. If the stone is too hard or too large (>1.5cm)
Papillotomy + nasobiliary tube
—EHL
—Endoscopically remove
(80% successful rate)
2. If the stone is not too hard or not too large (< 1.5cm)
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Papillotomy/Endoscopic papilla dilatation
—Lithotripsy and Dormia basket
(82% successful rate).



