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疾病名稱：Osteosarcoma 

ICD-10-CM：C41 

壹、 前言 

 一、適用範圍 Scope 

Patients with osteosarcoma 

 二、目的 Purpose 

(一) Management in newly diagnosed patients 

(二) Scheduled treatment as chemotherapy protocol 

 三、指引使用者 The target users of the guideline 

    For younger pediatricians and intern doctor  

貳、 重要臨床準則 

 一、評估 Assessment  

(一) In newly diagnosed patients, stage the patient to define any distant    

    metastasis 

(二) In patients admitted for scheduled treatment, evaluate any contraindications  

    to chemotherapy. 

 二、診斷依據 Diagnosis criteria 

    Tissue biopsy of primary lesions 

 三、鑑別診斷 Differential Diagnosis 

(一) Other bone tumor, ex. Ewing sarcoma, chondrosarcoma, osteoblastoma,   

    giant cell tumor 

(二) Osteomyelitis 

(三) Aneurysmal bone cyst 

(四) Fibrous dysplasia 
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 四、疾病（病理）分期 Disease and Pathology stage  

(一) Enneking System for staging osteosarcomas 

1. Stage I：low grade tumor 

2. Stage IA：intracompartmental 

3. Stage IB：extracompartmental 

4. Stage II：high grade tumor 

5. Stage IIA：intracompartmental 

6. Stage IIB：extracompartmental 

7. Stage III：either grade with metastases 

(二) Or to define localized disease or metastatic disease 

 五、臨床症狀 signs and symptoms 

(一) Symptoms：dull, aching pain for months, common night pain; suddenly  

    more severe pain at presentation 

(二) Signs：palpable mass with limbs edema or deformity; limited range of   

    motion; some with pathologic fracture 

 六、發生率與盛行率 Incidence and Prevalence2-3 

(一) Incidence：65 new cases annually in Taiwan 

(二) Prevalence：about 0.2-0.3% of all cancers, and 4% of childhood cancer aged  

        0-19 years 

(三) Highest incidence in adolescent patients aged 10-19 years 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) For newly diagnosed patients： 

1. Basic lab：CBC, electrolyte, LDH, ALKP, BUN/Cr, ALT/AST; 

APTT/PT to exclude coagulopathy 

2. Image：CxR, local X-ray, chest CT, local MRI, whole body bone scan 

3. Others: 24hr urine collection for CCr, EKG/heart echo before 
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chemotherapy 

(二) For scheduled patients for chemotherapy：CBC, BUN/CRE, ALT/AST,   

        LDH, ALKP before chemotherapy 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission： 

1. For newly diagnosed patients：all admitted.  

2. For patients under scheduled chemotherapy：platelet>75000/cumm and 

ANC>750/cumm 

(二) Discharge： 

1. For newly diagnosed patients：after completion of staging, well control 

of local pain, completion of first course of chemotherapy 

2. For patients under scheduled chemotherapy：without any complications 

after chemotherapy 

 九、主要治療處置 Primary treatment and management  

Neoadjuvant chemotherapy, operation and adjuvant chemotherapy 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    Nil  

 十一、癒後 Outcome4 

(一) All patients: overall survival rate 70-77% 

(二) Extremity primary, localized disease：overall survival rate 80~90% 

(三) Metastasis at diagnosis：overall survival rate 25% 

 十二、住院天數 Length of stay 

    7~25 days 

 十三、出院計畫 Discharge Plan 

(一) Regular follow up CBC at clinics 

(二) Sulfamethoxazole-trimethoprim to prevent PCP infection 
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(三) Mycostatin gargling or syrup to prevent candidiasis 

(四) G-CSF for neutropenia 

 十四、出院衛教 Discharge health education 

(一) Visit doctor as soon as possible if fever 

(二) Regular follow up for CBC at clinics 

(三) Observe symptoms and signs of anemia and thrombocytopenia, ex. pale   

 looking, petechiae 

(四) Diet with fresh, clean and well-done food; no honey, no fresh milk, no tea  

 made by dipping tea leaves 

 十五、出院追蹤 Discharge Follow up 

Regular follow up at clinics and admitted as chemotherapy protocol to receive 

scheduled treatment 
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疾病名稱：Acute lymphoblastic leukemia 

ICD-10-CM：C91.0 

壹、 前言 

 一、適用範圍 Scope 

    Children with acute lymphoblastic leukemia 

 二、目的 Purpose 

(一) Management in newly-diagnosed patients 

(二) Scheduled treatment as chemotherapy protocol 

 三、指引使用者 The target users of the guideline 

For younger pediatricians and intern doctor 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) In newly-diagnosed patients, assess the possibility of tumor lysis syndrome; 

assess the infection source if with fever 

(二) In patients admitted for scheduled treatment, assess the possibility of relapse 

and evaluate any contraindications to chemotherapy 

 二、診斷依據 Diagnosis criteria 

    Bone marrow aspiration：lymphoblasts more than 25% of nucleated cells in BM 

 三、鑑別診斷 Differential Diagnosis 

(一) Aplastic anemia 

(二) Idiopathic thrombocytopenic purpura 

(三) Infectious mononucleosis 

(四) Osteomyelitis 

(五) Acute myeloid leukemia 
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(六) Other malignancy with bone marrow involvement, ex. neuroblastoma 

(七) Juvenile rheumatoid arthritis 

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Standard risk： 

1. B-lymphoblastic ALL with DNA index  1.16 [or hyperdiploidy 

(51-68)], TEL-AML1 fusion, or age 1 to 9.9 years and presenting WBC 

< 50,000/mm3. AND 

2. Must not have: 

 (1) CNS 3 status ( 5 WBC/μL of cerebrospinal fluid with   

    morphologically identifiable blasts or cranial nerve palsy). 

 (2) Overt testicular leukemia (evidenced by ultrasonogram). 

 (3) Adverse genetic features: t(9;22) or BCR-ABL1 fusion; t(1;19) with   

    E2A-PBX1 fusion; rearranged MLL (as measured by FISH and/or  

    PCR); or hypodiploidy (< 44 chromosomes). 

 (4) Poor early response ( 1% lymphoblasts on day 15 of remission  

    induction,  0.01% lymphoblasts by immunologic or molecular  

    methods on remission date). 

(二) High risk： 

All cases of T-cell ALL and those of B- lymphoblastic ALL that do not 

meet the criteria for standard-risk or very high-risk ALL. 

(三) Very high risk： 

1. t(9;22) or BCR-ABL1 fusion (with MRD ≥0.01% after remission 

induction including dasatinib (60 mg/m2 per day). 

2. Infants with t(4;11) or MLL fusion. 

3. Induction failure or ≥1% leukemic lymphoblasts in the bone marrow on 

remission date (with the exception of hyperdiploid (51-68) and 
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TEL-AML1 cases who should have positive MRD after consolidation 

therapy). 

4. ≥1% leukemic lymphoblasts in the bone marrow in week 7 of 

continuation treatment (i.e. before reinduction I, ~14 weeks post 

remission induction). 

5. Re-emergence of leukemic lymphoblasts by MRD (at any level) in 

patients previously MRD negative. 

6. Persistently detectable MRD at lower levels. 

7. Early T-cell precursor (ETP) ALL, defined by lack of expression of 

CD1a and CD8 and low or absent expression of CD5 together with 

aberrant expression of myeloid and hematopoietic stem cell markers 

(such as CD13, CD33, CD34 and CD117). 

 五、臨床症狀 signs and symptoms 

(一) Symptoms：weight loss, bone pain, dyspnea, fatigue, bleeding, fever,   

        headache, nausea/vomiting if CNS involvement 

(二) Signs：lymphadenopathy, hepatosplenomegaly, pale looking, petechiae and  

     ecchymosis, neurological signs if CNS involvement 

 六、發生率與盛行率 Incidence and prevalence 

(一) Incidence：about 150 new pediatric patients per year（台灣兒童癌症基金

會統計） 

(二) Prevalence：about 30% of childhood cancer  

 七、檢驗與其他檢查 Laboratory and other examinations 

(一) For newly diagnosed patients： 

1. Basic lab：CBC/DC, electrolytes, uric acid, LDH to monitor tumor 

lysis, BUN/Cr, ALT/AST; APTT/PT to exclude coagulopathy 

2. BMA：morphology, immunophenotyping to differentiate T or B cell 
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origin, cytogenetic study, RT-PCR for specific gene translocation, IgH 

& TCR gene rearrangement, MRD level at initial diagnosis 

3. Image：CxR, EKG/heart echo before chemotherapy; 24hrs urine 

collection for CCr 

(二) For patients under scheduled chemotherapy：CBC/DC, BUN/Cr, ALT/AST, 

uric acid, LDH before chemotherapy 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission： 

1. For newly diagnosed patients：all admitted 

2. For patients under scheduled chemotherapy：platelet>50000/cumm and 

ANC>300/cumm 

(二) Discharge： 

1. For newly diagnosed patients：after clinical conditions under control 

2. For patients under scheduled chemotherapy：without any complications 

after chemotherapy 

 九、主要治療處置 Primary treatment and management  

(一) Chemotherapy and/or intrathecal chemotherapy to treat ALL 

(二) Transfusion for anemia and thrombocytopenia 

(三) Antibiotics use if infection 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) No substitute treatment for chemotherapy 

(二) Adjuvant therapy with hematopoietic stem cell transplantation for relapsed 

patients, or radiation therapy for relapse in CNS and testis 

 十一、癒後 Outcome 

With current chemotherapy protocol, more than 85% patients can be cured. 

 十二、住院天數 Length of stay 
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    14~25 days 

 十三、出院計畫 Discharge Plan 

(一) Regular follow up CBC at clinics’ 

(二) Sulfamethoxazole-trimethoprim to prevent PJP infection 

(三) Mycostatin gargling or syrup to prevent oral candidiasis 

 十四、出院衛教 Discharge health education 

(一) Visit doctor as soon as possible if fever 

(二) Regular follow up for chemotherapy & CBC at clinics 

(三) Observe symptoms and signs of anemia and thrombocytopenia, ex. pale 

looking, petechiae 

(四) Diet with fresh, clean and well-done food; no honey, no fresh milk, no tea 

made by dipping tea leaves 

 十五、出院追蹤 Discharge Follow up 

Regular chemotherapy at OPD follow up and admitted as chemotherapy protocol 

to receive scheduled treatment 

參、 文獻 

    Pui C-H. Acute lymphoblastic leukemia in children. Current Opin Oncol 2000;  

12: 3-12. 
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疾病名稱：Urinary tract infection 

ICD-10-CM：N39 

壹、 前言 

 一、適用範圍 Scope  

    18歲以下的泌尿道感染病人。 

 二、目的 Purpose 

    診斷及治療，且要避免抗生素濫用。  

 三、指引使用者 The target users of the guideline 

    兒科醫師、家庭醫師、急診醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Assess the severity of upper or lower urinary tract infection and the  

general condition of the patient.  

(二) Assess if there were any congenital structural anomaly.  

 二、診斷依據 Diagnosis criteria  

(一) Gold standard for UTI diagnosis is urine culture 

(二) Diagnostic thresholds for urine culture based on method of specimen  

collection 

 三、鑑別診斷 Differential Diagnosis 

(一) Kawasaki disease 

(二) Gonorrhea 

(三) Renal stone 

(四) Asymptomatic bacteriuria 

(五) Neurogenic bladder 
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(六) Pelvic inflammatory disease 

(七) Roseola infantum 

(八) Appendicitis 

 四、疾病（病理）分期 Disease and Pathology stage 

    Presence of significant numbers of bacteria in urinary tract  

(一) Includes lower tract infections (urethritis, cystitis and prostatitis) and   

upper tract infections (pyelonephritis)  

(二) May be classified as uncomplicated (in patients without structural  

abnormalities or altered urodynamics) or complicated (in patients with  

a structural abnormality or altered urodynamics, or any urinary  

infection in males) 

 五、臨床症狀 signs and symptoms 

Signs & symptoms consistent with urinary tract infection (UTI) based on 

patient’s age 

(一) Patients <3 month 

1. Nonspecific: Fever, feeding difficulties, vomiting, lethargy, irritability, 

failure to thrive 

2. Less common: Abdominal pain, jaundice, hematuria, strong-smelling 

urine, sepsis syndrome, shock 

(二) Toddlers & preschoolers 

1. Unusual odor of urine 

2. Abdominal or flank pain 

3. Frequency, dysuria, urgency 

4. Nonspecific signs may be present 

(三) School age 

        Classical symptoms more common: Fever, frequency, urgency, dysuria,   

http://www.mdconsult.com/das/pdxmd/body/132519502-6/?type=med&eid=9-u1.0-_1_mt_1014620
http://www.mdconsult.com/das/pdxmd/body/132519502-6/?type=med&eid=9-u1.0-_1_mt_1016293
http://www.mdconsult.com/das/pdxmd/body/132519502-6/?type=med&eid=9-u1.0-_1_mt_1014837
http://www.mdconsult.com/das/pdxmd/body/132519502-6/?type=med&eid=9-u1.0-_1_mt_1014822
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    strong-smelling urine 

 六、發生率與盛行率 Incident and prevalent 

(一) Incidence 

1. Females: 1200/100,000/year  

2. Males: 30/100,000/year 

(二) Prevalence  

1. Females: 1000-4000/100,000  

2. Males: <100/100,000  

(三) Asymptomatic bacteriuria occurs in up to 40% of elderly men and  

women 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) Urine dipstick test: Urine dipstick may have lower sensitivity in infants 

(二) Leukocyte esterase 

1. Produced by activated white blood cells (WBC) 

2. May be falsely positive if WBC are not present during a UTI 

(三) Nitrite 

1. Gram negative bacteria reduce dietary nitrates to nitrites 

2. May be falsely negative if pathogen is Gram positive or bacterial 

metabolism has not yet produced nitrites 

(四) urine microscopy 

Findings supportive of UTI 

1. >5-10 WBC/high power field 

2. Any bacteria seen on Gram stain of unspun urine, with sensitivity of 

93% & specificity of 95% 

3. WBC casts are pathognomonic of pyelonephritis 

(五) Urine culture 
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 八、住院及出院條件 Admission and Discharge criteria 

(一) 住院條件: 

1. Consider hospital admission in the following patients: 

2. Who need intravenous (IV) fluids 

3. Who need IV antibiotics because of severe illness 

4. Unresponsive to oral antibiotics 

5. 0-30 days of age 

6. 31-60 days of age who are high-risk clinically or by lab results 

7. Questionable compliance w/ treatment 

8. Difficulty w/ follow-up 

9. Clinician or family is uncomfortable managing the child as an 

outpatient 

(二) 出院條件 

1. 無敗血症徵候或其他併發症。 

2. 生命徵象穩定至少 48 小時，包括體溫、心跳、呼吸、血壓。 

3. 血液培養無細菌。 

4. 可以經口進食。 

 九、主要治療處置 Primary treatment and management 

(一) 抗生素治療。 

(二) Parenteral treatment is given until patient is clinically stable & afebrile  

for 48-72 hr 

(三) Hydration.  

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) Indications for early imaging during UTI 

1. Persistence of signs & symptoms of UTI after 48 hr of appropriate 

antibiotic therapy 
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2. To identify conditions that require invasive therapy (including renal 

abscess, anatomic abnormalities) that may be corrected surgically 

3. Possible urinary tract obstruction (presented with abdominal mass, 

elevated creatinine, poor urine flow, sepsis) 

4. In rare cases when localization is clinically important 

5. Atypical UTI in all patients 

6. Recurrent UTI in patients <6 month 

(二) Indications for delayed imaging 

1. Atypical UTI in patients <3 yr 

2. Recurrent UTI in all patients 

 十一、癒後 Outcome 

(一) Generally excellent. 

(二) Complications of a simple lower tract infection are rare and typically 

involve resistant micro-organisms or indicate undiagnosed structural 

abnormalities or abnormal urodynamics. 

 十二、住院天數 Length of stay  

    3-7 days, depending on complications.  

 十三、出院計畫 Discharge Plan 

(一) Monitor clinical condition. Pay attention to signs of sepsis.   

(二) Continue oral antibiotics if needed.  

(三) Follow up at out-patient clinic. 

 十四、出院衛教 Discharge health education 

(一) Pay attention to signs of sepsis or recurrence.   

(二) Monitor activity and appetite.  

(三) Continue oral antibiotics if needed. 

(四) Bring the patient back to the hospital earlier if fever relapses or clinical 
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condition deteriorates.  

 十五、出院追蹤 Discharge Follow up 

    OPD follow up 3-7 days after discharge. 
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疾病名稱：Ventricular septal defect 

ICD-10-CM：Q21.0 

壹、 前言 

 一、適用範圍 Scope 

(一) Age 

1. Present from birth and usually detected within the first weeks of life 

(some infants with moderate VSDs may not present until later with 

signs of failure) 

2. May rarely be a complication of myocardial infarction in adults 

(二) Gender 

56% female, 44% male 

(三) Race 

Preponderance of outlet septum defects in people of Japanese origin. 

(四) Genetics 

There is some association with the following genetic disorders: Down 

syndrome, Trisomy 13, and Trisomy 18. 

 二、目的 Purpose 

(一) The decision between expectant management and surgery is important to 

outcome. Recognizing at which point expectant management should be 

replaced by surgical management is also key 

(二) Surgical repair of an isolated VSD has a success rate of almost 100%; 

patients are able to lead a normal life with no physical restrictions 

(三) Transcatheter closure of VSD has advantage of not receiving 

cardiopulmonary bypass and sternotomy, comparing to surgical repair 

 三、指引使用者 The target users of the guideline 

http://www.mdconsult.com/das/pdxmd/body/131619540-7/?type=med&eid=9-u1.0-_1_mt_1014362
http://www.mdconsult.com/das/pdxmd/body/131619540-7/?type=med&eid=9-u1.0-_1_mt_1014362
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(一) 兒童心臟科醫師 

(二) 新生兒科醫師 

(三) 一般兒科醫師 

(四) 家醫科醫師 

(五) 內科醫師 

貳、 重要臨床準則 

 一、評估 Assessment  

(四) Assess the infant's growth and development 

(五) Auscultate heart sounds 

(六) Palpate the precordium 

(七) Examine the skin. 

(八) Examine the fingers 

(九) Measure jugular venous pressure 

(十) Assess heart rate. 

(十一) Palpate the liver edge 

(十二) Auscultate breath sounds 

 二、診斷依據 Diagnosis criteria 

(一) Left-to-right shunt is generally limited at birth, due to high pulmonary 

vascular resistance, and the defect is not noticeable 

(二) Several days postpartum, as pulmonary resistance decreases, shunting 

increases and a holosystolic murmur becomes apparent 

(三) Care must be taken with the interpretation of clinical auscultation results, 

since a holosystolic murmur may be heard in asymptomatic patients as 

well as patients with heart failure. In a cyanotic patient there may be no 

murmur audible, although pulmonary closure may be heard distinctly 
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(四) Small to moderate sized ventricular septal defects (VSDs) may be  

asymptomatic 

 三、鑑別診斷 Differential Diagnosis 

(一) Eisenmenger's syndrome 

(二) Tetralogy of Fallot 

(三) Pulmonary hypertension 

(四) Atrial septal defect 

(五) Innocent murmurs 

(六) Patent ductus arteriosus 

 四、疾病（病理）分期 Disease and Pathology stage 

(一) Perimembranous defects: 

1. Most common ventricular septal defect (VSD) (80%) 

2. Subaortic location (between right coronary and noncoronary leaflets) 

3. Moderate to large defects in this area are likely to require surgical 

repair 

4. Small defects may spontaneously close or grow smaller due to 

growth of fibrous tissue at the edges. A small pocket taking the form 

of an aneurysm may result, partially occluding the defect 

(二) Muscular defects (trabecular septum): 

1. 15% of VSDs are due to muscular defects 

2. The muscular area comprises the largest segment of the ventricular 

septum 

3. Central anterior (apical) location 

4. Multiple holes with 'swiss cheese' appearance 

5. Smaller defects may close spontaneously before birth or shortly 

thereafter 
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6. After birth these may become smaller due to muscular growth around 

the perimeter of the defect 

(三) Ventricular outlet defects: 

1. Account for 4% of VSDs 

2. Site of subpulmonary or conal VSDs (also called supracristal defects)  

3. May be large (likely to require surgery) 

4. Generally do not close spontaneously in infancy, but may shrink due 

to leaflet tissue prolapse into the defect 

(四) Inlet defects: 

1. Uncommon 

2. Small 

3. No spontaneous closure 

4. Generally related to endocardial cushion defects 

 五、臨床症狀 signs and symptoms 

(一) Symptoms 

1. Feeding difficulties (disinterest in feeding, inability to take sufficient 

calories without experiencing breathing difficulties, sweating during 

feeding) 

2. Dyspnea 

3. Tachypnea 

4. Frequent respiratory infections 

5. Episodes of endocarditis 

(二) Signs 

1. Holosystolic murmur 

2. Failure to thrive 

3. Delayed growth and development 
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 六、發生率與盛行率 Incident and prevalent 

(一) Incidence  

500-5000/100,000 newborns 

(二) Frequency 

1. Occurs in approximately 1% of newborns, although 80% of these 

involve small holes that may heal spontaneously. Congenital heart 

defects in total occur in 1% of newborns. The incidence of VSD is 

150-350/100,000 term infants, and 450-700/100,000 preterm infants 

2. VSDs are the most common congenital heart defect, representing 

20-30% of all congenital heart conditions  

 七、檢驗與其他檢查 Laboratory and other examination 

(一) An experienced cardiologist may be able to detect the location and  

make a size estimate upon auscultation 

(二) Smaller holes or holes that are closing and becoming smaller may  

actually be louder than larger holes, which can have less resistance to 

flow 

(三) In general, if a murmur has been detected a chest X-ray should be  

performed to check for the presence of an enlarged heart and  

overcirculation in the lungs 

(四) Electrocardiogram (ECG) can identify an enlarged left ventricle and  

conduction abnormalities that may be associated with septal defects, and 

may help diagnose other cardiac abnormalities 

(五) An echocardiogram will provide the definitive diagnosis 

(六) Cardiac magnetic resonance imaging (MRI) provides high definition 

images of cardiac structures and quantification of blood flow; it may be 

http://www.mdconsult.com/das/pdxmd/body/131619540-7/?type=med&eid=9-u1.0-_1_mt_1019536#1112110


 24 

especially useful in more complicated congenital anomalies, to better 

define anatomy 

(七) Cardiac catheterization is rarely needed for diagnosis, although it may be 

used in some cases 

 八、住院及出院條件 Admission and Discharge criteria 

(一) 住院條件 

1. tachypnea 

2. tachycardia 

3. general edema 

4. signs of heart failure 

5. consider for cardiac catheterization examination 

6. consider for operation 

(二) 出院條件 

1. Controlled heart failure 

2. Finish the cardiac catheterization with stable condition 

3. After the operation with stable condition 

 九、主要治療處置 Primary treatment and management 

(一) Choice of therapy depends on size and location of the defect, the severity   

of the clinical effects on the patient, the likelihood of spontaneous closure, 

and the presence of concommitant cardiac defects 

(二) Approximately 5% of infants born with ventricular septal defect (VSD) 

require surgery shortly after birth, and up to 30% within the first 2 years 

of life 

(三) Pulmonary hypertension due to VSD lasting into the second year of  

life requires surgery 

(四) Indications for surgery include intractable congestive heart failure and 
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failure to thrive. The magnitude of left-to-right shunting and the size and 

location of the defect are also considered. The presence of other defects 

complicates the decision, as the success rate of surgery is decreased in the 

presence of other cardiac defects 

(五) Patients with subpulmonary VSDs may require surgery even if the 

magnitude of shunting is low, due to the increased risk of aortic valve 

prolapse 

(六) Nasogastric feeding may help infants get enough nutrition when sucking 

becomes too much of an effort in congestive heart failure 

(七) High calorie formulas or supplemented breast milk are used for feeding 

infants with failure to thrive 

(八) Physical techniques such as nasal suctioning and change of position may 

aid in reducing fluid build-up 

(九) Medical management includes use of a diuretic such as furosemide to 

reduce fluid overload in the lungs and digoxin to promote contractility of 

the heart muscle 

(十) Medical management can help to control the symptoms of congestive 

heart failure during the process of expectant management, while waiting 

for spontaneous closure 

(十一) If diuretics and digoxin fail, systemic afterload reduction using  

   captopril has been found to be useful in decreasing the left-to-right  

   shunting 

(十二) Transcatheter closure of muscular VSD and perimembranous VSD    

   are less invasive way to treat 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) Small VSDs (<0.5cm2): 
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1. Expectant management  

2. Newborns may be seen every month and older children every 6 

months to 1 year 

3. VSDs that resolve spontaneously with no associated valvular 

abnormalities no longer pose a threat of pulmonary vascular disease 

4. Surgical treatment of asymptomatic VSD is controversial 

(二) Large VSDs (>1.0cm2): 

1. Expectant management with weekly checkups, more often if severe 

complications are present 

2. Diuretics are prescribed to eliminate excess fluid 

3. Digoxin 

4. Afterload-reducing agents 

5. Babies exhibiting failure to thrive should be fed fortified formula or 

breast milk. A nasogastric tube may be used to assure adequate 

nutrition at this important developmental stage 

6. Surgery is indicated if there is persistent failure to thrive, poor 

response to medical management, or associated aortic valve 

regurgitation 

(三) VSDs resulting from myocardial infarction: 

1. Generally arise within one week of the acute event 

2. There is some evidence that prompt surgical repair (within 10 days) 

has better outcomes than waiting for cardiac stabilization prior to 

attempting surgical repair 

 十一、癒後 Outcome 
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(一) Surgically repaired large- and moderate-sized ventricular septal defects 

(VSDs) have an excellent prognosis, and no restrictions on physical 

activity are required. Lifespan is expected to be normal 

(二) Small ventricular septal defects that do not close are generally 

unproblematic. Again, no physical restrictions are necessary 

(三) Transcatheter closure of VSD has good prognosis, but may result into 

atrioventricular block especially in membranous type.  

 十二、住院天數 Length of stay 

    7 days 

 十三、出院計畫 Discharge Plan 

(一) Closure of the defect 

(二) Expectant management: many small holes will close spontaneously   

 over time (within a few months to 2 years) 

(三) Surgical closure of larger holes that are in a location suitable for the  

 procedure 

(四) Recognition and amelioration of any complications, such as  

 pulmonary hypertension and endocarditis 

 十四、出院衛教 Discharge health education 

(一) Surgery to correct VSD is generally well tolerated by an infant 

(二) Infants are generally released within 3 days of surgery if there are no  

 complications 

(三) The infant or child may be irritable or in some pain during the  

 recovery period. Follow your physician's instructions for the use of  

 pain relievers 

 十五、出院追蹤 Discharge Follow up 

(一) Expectant management: 
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1. The nature and extent of follow-up will depend on the size and 

location of the defect, presence of other defects, and the presence of 

symptoms such as failure to thrive and congestive heart failure 

2. Parents should be educated in the symptoms of congestive heart 

failure and instructed to report them immediately 

(二) After surgery: 

1. Initial postoperative follow-up at 6 weeks and echocardiogram at 3 

months postprocedure. In the absence of complications, follow up at 1 

year and every 5 years thereafter, including electrocardiogram. 

Repeat echocardiogram at 5 years 

2. If signs of VSD persist or other cardiac abnormality is detected, refer 

to a cardiologist 
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疾病名稱： Precocious puberty 

ICD-10-CM： E30.1 

壹、 前言 

 一、適用範圍 Scope 

    18歲以下有性早熟的人。 

 二、目的 Purpose 

    供臨床治療參考。 

 三、指引使用者 The target users of the guideline 

    臨床醫師。 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) Sexual development occurring before 8 years of age in females and 9 years 

of age in males. 

(二) Precocious pubertal development may be classified as:  

1. gonadotropin-releasing hormone (GnRH)-dependent, also called true     

      or central precocious puberty; or 

2. GnRH-independent, also called peripheral precocious puberty or 

precocious pseudopuberty. 

(一) True precocious puberty is always isosexual and stems from hypothalamic-          

pituitary-gonadal activation.  

(二) In precocious pseudopuberty, some of the secondary sex characteristics   

appear, but there is no activation of the normal hypothalamic- pituitary- 

gonadal axis. 

 二、診斷依據 Diagnosis criteria 
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(一) Precocious puberty refers to the appearance of physical and hormonal signs 

of pubertal development at an earlier age than is considered normal.  

(二) For many years, puberty was considered precocious in girls younger than 8 

years; however, recent studies indicate that signs of early puberty (breasts 

and pubic hair) are often present in girls (particularly black girls) aged 6-8 

years. For boys, onset of puberty before age 9 years is considered 

precocious. 

 三、鑑別診斷 Differential Diagnosis 

(一) Premature pubarche: 

  Premature pubarche refers to the early appearance of pubic hair, axillary  

  hair, or both in boys and girls without other signs of puberty. 

(二) Premature thelarche 

  Premature thelarche is the appearance of breast development in young girls  

  in the absence of other signs of precocious puberty (eg, growth acceleration,  

  changes in uterine size and vaginal mucosa). Premature thelarche is  

  typically seen in girls aged 3 years or younger.  

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Most patients, particularly girls suspected of having central precocious 

puberty (CPP), are otherwise healthy children whose pubertal maturation 

begins at the early end of the normal distribution curve. CNS imaging 

studies of these otherwise healthy 6- to 8-year-old girls usually reveal no 

structural abnormalities. A 2002 study of 200 girls in France found 

abnormal brain imaging findings in 2% of girls whose onset of puberty was 

between age 6 and 8 years and in 20% of girls whose onset of puberty was 

before age 6 years. A smaller 2003 study from the United Kingdom reported 
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abnormal findings in 15% of 67 girls. Abnormal CT scan or MRI findings 

are more frequent among boys with CPP than among girls with CPP. 

(二) CNS abnormalities associated with precocious puberty include the 

following: 

1. Tumors (eg, astrocytomas, gliomas, germ cell tumors secreting human 

chorionic gonadotropin [HCG])  

2. Hypothalamic hamartomas 

3. Acquired CNS injury caused by inflammation, surgery, trauma, 

radiation therapy, or abscess 

4. Congenital anomalies (eg, hydrocephalus, arachnoid cysts, suprasellar 

cysts) 

(三) Peripheral precocious puberty include the following: 

1. Gonadal: McCune-Albright syndrome (females), Familial male 

gonadotropin-releasing hormone-independent precocious puberty, 

ovarian tumors: may cause isosexual or heterosexual pubertal 

changes, testicular tumor: Leydig cell tumor (isosexual, male). 

2. Adrenal: congenital adrenal hyperplasia, adrenocortical tumors 

(males) 

3. Ectopic: ectopic human chorionic gonadotropin (hCG)-secreting 

tumors (chorioblastoma, hepatoblastoma, germinoma), severe 

primary hypothyroidism. 

 五、臨床症狀 signs and symptoms 

(一) GnRH-dependent (or true precocious puberty or central precocious puberty): 

Always isosexual; caused by hypothalamic-pituitary-gonadal activation; 

much more common in girls than boys. In females with central precocious 

puberty, >90% of cases are found to be idiopathic In boys with central 

http://www.mdconsult.com/das/pdxmd/body/131662588-4/?type=med&eid=9-u1.0-_1_mt_1014742
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precocious puberty, 25-75% are found to have a central nervous system 

insult or abnormality. 

(二) GnRH-independent (or peripheral precocious puberty or precocious  

pseudopuberty): No activation of normal hypothalamic-pituitary-gonadal 

axis. Some of the secondary sex characteristics appear. May induce 

maturation of the hypothalamic-pituitary-gonadal axis and eventually trigger 

central precocious puberty. 

 六、發生率與盛行率 Incident and prevalent 

    Incidence: estimated to be between 0.1 and 0.2/1000. 

 七、檢驗與其他檢查 Laboratory and other examination 

Sex steroid levels  

(一) Measurement of serum testosterone is useful in boys with suspected 

precocious puberty.  

(二) Early morning testosterone levels in boys in early puberty are higher 

thanafternoon levels because LH and testosterone levels rise with sleep 

onset in early puberty.  

(三) The stages of puberty as indicated by serum testosterone levels are as 

follows: Testosterone level less than 30 ng/dL – Generally prepubertal 

(Depending on the laboratory, testosterone levels of 11-30 ng/dL may 

represent early puberty) Testosterone level of 30-100 ng/dL – Early 

pubertal.Testosterone level of 100-300 ng/dL – Mid-to-late 

pubertal.Testosterone level of more than 300 ng/dL – Adult. 

(四) For girls, estradiol measurements are less reliable indicators of the stage of 

puberty. Many commercial assays are not sufficiently specific or sensitive 

enough to demonstrate an increase during early puberty. Levels that exceed 

20 pg/mL usually indicate puberty, but some girls who are clearly pubertal 
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may have levels of less than 20 pg/mL. In addition, estradiol levels may 

fluctuate from week to week. Girls who have ovarian tumors or cysts often 

have estradiol levels that exceed 100 pg/mL.  

(五) Levels of adrenal androgens (eg, dehydroepiandrosterone [DHEA], 

dehydroepiandrosterone sulfate [DHEAS]) are usually elevated in boys and 

girls with premature pubarche. DHEA-S, the storage form of DHEA, is the 

preferred steroid to measure because its levels are much higher and vary 

much less during the day. In most children with premature pubarche, 

DHEA-S levels are 20-100 mcg/dL, whereas in rare patients with virilizing 

adrenal tumors, levels may exceed 500 mcg/dL.  

(六) Consider obtaining a 17-OH serum progesterone study if congenital adrenal 

hyperplasia is suspected. If a random level is within the reference range, the 

diagnosis can be excluded; however, if the random 17-OH progesterone 

level is elevated, an adrenocorticotropic hormone (ACTH) (ie, Cortrosyn) 

stimulation test provides the greatest diagnostic accuracy. 

(七) Gonadotropins:Because of the development of more sensitive 

third-generation assays for LH, which can detect levels as low as 0.1 IU/L 

or lower, the random LH is now the best screening test for central 

precocious puberty (CPP). An LH level of less than 0.1 IU/L is prepubertal, 

and levels of 0.3 IU/L or more are pubertal. Random FSH levels do not  

  discriminate between prepubertal and pubertal children. Suppressed levels 

of LH and FSH accompanied by highly elevated testosterone or estradiol 

levels point to precocious pseudopuberty rather than CPP.  

(八) A definitive diagnosis of CPP may be confirmed by measuring LH and 

FSH levels 20-40 minutes after infusion of GnRH (100 mcg); in CPP, the 

ratio of LH to FSH is usually 0.75 or greater. An increase in FSH levels 
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much greater than the increase in LH levels suggests that the child is 

prepubertal. Some studies suggest that an increase in LH levels to more than 

8 IU/L is diagnostic of CPP, but this depends on the specific LH assay used. 

No increase in LH and FSH levels after the infusion of GnRH suggests 

precocious pseudopuberty. As sensitive LH assays have become more 

widely available, GnRH testing is needed less often to diagnose CPP. 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission: Sexual development occurring before 8 years of age in females   

  and 9 years of age in males. 

(二) Discharge: Laboratory studies that described above had performed. 

 九、主要治療處置 Primary treatment and management  

(一) Central precocious puberty: 

  Gonadotropin-releasing hormone (GnRH) analogs desensitize the   

  gonadotropic cells of the pituitary to the stimulatory effect of endogenous 

  GnRH and effectively halt the progression of central sexual precocity.  

  Leuprolide depot formulation maintains a constant serum level of the  

  medication for weeks, and is the therapy of first choice. 

(二) Precocious pseudopuberty. 

        Treatment depends on the cause. 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

Medroxyprogesterone acetate (Depo-Provera) 150 mg 

(一) Before availability of GnRH agonists, these agents were the mainstay of 

therapy. Progestins work by providing feedback suppression of pituitary 

gonadotropin secretion. They lack significant androgenic or estrogenic 

activity. 

http://www.mdconsult.com/das/pdxmd/body/131662588-4/?type=med&eid=9-u1.0-_1_mt_1014751#ZCEF1662_53_A5
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(二) Inhibits secretion of pituitary gonadotropin. Inhibits effect of LH. Effective 

at slowing breast growth and preventing or stopping menses when 

administered q3mo, although breakthrough bleeding may occur. Less used 

now due to relative ineffectiveness in reversing rapid advancement of 

skeletal maturation seen in CPP. 

(三) Relatively inexpensive; consider when leuprolide cost is a factor and when 

adult height prediction is close to reference range or is not a major concern. 

 十一、癒後 Outcome 

(一) Treatment of central precocious puberty results in enhancement of the 

predicted height, although the actual adult height of patients followed to 

epiphyseal closure is approximately 1 standard deviation below their 

mid-parental height. 

(二) In pseudoprecocious puberty and central precocious puberty other than 

idiopathic, prognosis depends on etiology. 

 十二、住院天數 Length of stay 

    2 days. 

 十三、出院計畫 Discharge Plan  

    Referral to a pediatric endocrinologist is indicated because long-term, regular  

assessment of growth, sexual development, bone age, and hormone assays is essential.  

Growth, hormone assays, and bone age need to be reviewed every 3-12 months. 

 十四、出院衛教 Discharge health education 

(一) Good communication with child and parents is essential. 

(二) Psychologic support for the child will be needed with regard to self-image  

and problems with peer acceptance. 

(三) It is important to provide counseling and support to parents and teachers in  

the need to expect age-appropriate behavior; more advanced sexual and  
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maturational behavior may be wrongly expected.  

(四) Safeguards must be provided to prevent sexual abuse of a child with central 

precocious puberty - these children are at high risk and may be fertile. 

十五、出院追蹤 Discharge Follow up 

    In the first few months of treatment, frequent follow-up is required to ensure  

suppression of the hypothalamic-pituitary-gonadal axis, tolerance to the medication, 

and compliance with the medication regimen. 

參、 文獻 

1. Chalumeau M, Chemaitilly W, Trivin C, et al. Central precocious puberty in 

girls: an evidence-based diagnosis tree to predict central nervous system 

abnormalities. Pediatrics. Jan 2002;109(1):61-7.   

2. Ng SM, Kumar Y, Cody D, et al. Cranial MRI scans are indicated in all girls 

with central precocious puberty. Arch Dis Child. May 2003;88(5):414-8; 

discussion 414-8.   

3. Marshall WA, Tanner JM. Variations in pattern of pubertal changes in 

girls. Arch Dis Child. Jun 1969;44(235):291-303.   

4. Herman-Giddens ME, Slora EJ, Wasserman RC, et al. Secondary sexual 

characteristics and menses in young girls seen in office practice: a study from 

the Pediatric Research in Office Settings 

network. Pediatrics. Apr 1997;99(4):505-12.   

5. Kaplowitz PB, Oberfield SE. Reexamination of the age limit for defining 

when puberty is precocious in girls in the United States: implications for 

evaluation and treatment. Drug and Therapeutics and Executive Committees 

of the Lawson Wilkins Pediatric Endocrine 

Society. Pediatrics. Oct 1999;104(4 Pt 1):936-41.   



 39 

6. Parent AS, Teilmann G, Juul A, et al. The timing of normal puberty and the 

age limits of sexual precocity: variations around the world, secular trends, 

and changes after migration. Endocr Rev. Oct 2003;24(5):668-93.   

7. Wu T, Mendola P, Buck GM. Ethnic differences in the presence of secondary 

sex characteristics and menarche among US girls: the Third National Health 

and Nutrition Examination Survey, 

1988-1994. Pediatrics. Oct 2002;110(4):752-7.   

8. Bridges NA, Christopher JA, Hindmarsh PC, Brook CG. Sexual precocity: 

sex incidence and aetiology. Arch Dis Child. Feb 1994;70(2):116-8.   

9. de Vries L, Kauschansky A, Shohat M, Phillip M. Familial central precocious 

puberty suggests autosomal dominant inheritance. J Clin Endocrinol 

Metab. Apr 2004;89(4):1794-800.   

10. Frisch RE, McArthur JW. Menstrual cycles: fatness as a determinant of 

minimum weight for height necessary for their maintenance or 

onset. Science. Sep 13 1974;185(4155):949-51.   

11. Lee JM, Appugliese D, Kaciroti N, et al. Weight status in young girls and the 

onset of puberty. Pediatrics. Mar 2007;119(3):e624-30.   

12. Badaru A, Wilson DM, Bachrach LK, et al. Sequential comparisons of 

one-month and three-month depot leuprolide regimens in central precocious 

puberty. J Clin Endocrinol Metab. May 2006;91(5):1862-7.   

肆、 編審人員 

編審 姓名 職稱 簡歷 

撰寫者 朱子宏 住院醫師 學歷  國立台灣大學醫學士 

經歷  臺北榮兒醫部臨床研究員 

專長  兒科學、內分泌學、醫學遺傳學 



 40 

審核者 許庭榕 主治醫師 學歷：台北醫學大學 

經歷：臺北榮總兒童醫學部住院醫師 

專長：兒童神經疾病 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 41 

疾病名稱：Pneumonia/ Bronchopneumonia 

ICD-10-CM：J18 

壹、 前言 

 一、適用範圍 Scope  

    18歲以下的社區型肺炎病人。 

 二、目的 Purpose 

    診斷及治療，且要避免抗生素濫用。  

 三、指引使用者 The target users of the guideline 

    兒科醫師、家庭醫師、急診醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

    Assess the severity of respiratory distress or respiratory failure of the patient.  

 二、診斷依據 Diagnosis criteria 

    Children with community-acquired pneumonia (CAP) usually present with fever  

and signs of respiratory distress; they may also present with cyanosis, which is a late  

sign of hypoxia. A combination of clinical signs are more helpful in predicting  

pneumonia in children than any single clinical sign. 

 三、鑑別診斷 Differential Diagnosis 

(一) Bronchial asthma 

(二) Acute bronchiolitis 

(三) Congestive heart failure 

(四) Foreign body aspiration 

(五) Congenital respiratory tract anomaly 

(六) Vascular ring 
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(七) Bronchomalacia 

 四、疾病（病理）分期 Disease and Pathology stage 

    Community-acquired pneumonia (CAP) in children is an inflammation of the 

parenchyma of the lungs occurring in previously healthy children, who acquired the 

infection outside a hospital 

 五、臨床症狀 signs and symptoms 

(一) Symptoms 

1. Fever  

2. Fast or rapid breathing  

3. Cyanosis  

4. Productive cough (most children swallow sputum)  

5. Breathing difficulty  

6. Chest pain  

7. Tiredness and lethargy  

8. Poor feeding or loss of appetite  

9. Vomiting  

10. Abdominal pain  

11. Diarrhea  

12. Irritability  

(二) Symptoms 

1. Fever with temperature >38℃  

2. Tachypnea: a respiratory rate of >50 breaths/min in infants 2-12 

months of age, >40 breaths/min in children 1-5 years of age, and >30 

breaths/min in children >5 years  

3. Grunting  

4. Nasal flaring  
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5. Cyanosis (sign of hypoxemia)  

6. Reduced oxygen saturation  

7. Retraction of the intercostals muscles  

8. Use of accessory muscles for breathing  

9. Dullness to percussion and tactile fremitus  

10. Localized rales and wheezing on auscultation in younger children  

11. Rales, bronchial breathing, and pleural rub on auscultation in older 

children  

12. Signs of dehydration: abnormal auscultatory findings are absent in 

children with dehydration  

13. Infrequently, abdominal pain  

14. Rarely there may be no sign of respiratory disease in children <5 

years 

六、發生率與盛行率 Incident and prevalent 

    Annual incidence: 34-40/1000 children 

七、檢驗與其他檢查 Laboratory and other examination 

(一) CBC, D/C, CRP 

(二) Blood culture 

(三) Chest X-ray 

(四) Pulse oximeter for O2 saturation 

(五) Sputum for Gram staining and culture: indicated in older children and  

adolescents (who are able to produce sputum) for etiologic identification. 

Most children swallow sputum making etiologic identification difficult in 

younger children. 

(六) Rapid antigen tests: antigen tests for RSV, parainfluenza 1, 2 and 3,  

influenza A and B, and adenovirus can be carried out on specimens  

http://www.mdconsult.com/das/pdxmd/body/131427624-4/?type=med&eid=9-u1.0-_1_mt_6080325#ZCBA9AD7_1E_3C5
http://www.mdconsult.com/das/pdxmd/body/131427624-4/?type=med&eid=9-u1.0-_1_mt_6080325#ZCBA9ADC_118_21E
http://www.mdconsult.com/das/pdxmd/body/131427624-4/?type=med&eid=9-u1.0-_1_mt_6080325#ZCBA9C2B_195_369
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obtained from nasopharyngeal lavage. 

(七) Pleural effusion cell count, protein, LDH, pH, Gram’s stain, culture,  

acid-fast stain, Mycobacteria culture, antigen test, if aspiration was 

performed. 

(八) Mycoplasma antibody titer if Mycoplasma is suspected.  

八、住院及出院條件 Admission and Discharge criteria 

(一) 住院條件: 

1. 一開始病情輕微的呼吸道感染突然出現呼吸狀況急遽惡化。 

2. 體溫正常時精神活力極差。 

3. 呼吸急促 (呼吸速率 11 月以下嬰兒 > 60/min，1-4 歲 > 40/min，5

歲以上 > 30/min)。 

4. 血氧飽和度≤ 92%、發紺。 

5. 敗血症徵候，例如意識障礙、出血傾向、低血壓。 

6. 呼吸窘迫徵候，包括鼻翼搧動(nasal flaring)、呼嚕聲(grunting)、胸

壁凹陷 (chest wall retraction)等。 

7. 肺部實質化 (consolidation)、空洞形成 (cavity formation) 

8. 脫水徵候 

9. 新生兒、免疫功能不全兒病童。 

10. 照顧者無法適當觀察病情或照顧病童。 

(二) 出院條件 

1. 無敗血症徵候、膿胸、壞死性肺炎或肺膿瘍。 

2. 生命徵象穩定至少 48小時，包括體溫、心跳、呼吸、血壓。 

3. 血液培養無細菌。 

4. 可以經口進食。 

九、主要治療處置 Primary treatment and management  

(一) 抗生素治療。 
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(二) 具有下述情形之一時，應該考慮施行積液引流：膿狀積液、肋膜腔積液  

之革蘭氏染色或細菌培養陽性、肋膜腔有大量纖維狀物質或分隔、引發 

呼吸窘迫之大量肋膜腔積液、肋膜腔積液 pH < 7.2。 

十、輔助或替代治療 Adjuvant /Substitute treatment 

    呼吸輔助治療。視病患呼吸狀況而定，如果有呼吸衰竭則需要插管給予人工

呼吸器輔助。 

十一、癒後 Outcome 

    The prognosis of community-acquired pneumonia (CAP) in children is 

affected by a series of factors, such as complications, treatment failure, 

comorbidities, and resistance, all of which can increase the risk of mortality The 

mortality rate among patients who are treated for CAP on an outpatient basis is less 

than 1%. Among those who are hospitalized, the mortality rates are higher. In 

patients with associated complications, such as bloodstream infections, or those 

requiring intensive care, mortality rates are increased by as much as 40%. 

十二、住院天數 Length of stay 

7-14 days, depending on complications.  

十三、出院計畫 Discharge Plan 

(一) Monitor respiratory condition.  

(二) Continue oral antibiotics.  

(三) Follow up at out-patient clinic. 

十四、出院衛教 Discharge health education 

(一) Monitor respiratory condition.  

(二) Monitor activity and appetite.  

(三) Continue oral antibiotics. 

(四) Bring the patient back to the hospital earlier if fever relapses or clinical   

        condition deteriorates.  
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十五、出院追蹤 Discharge Follow up 

    OPD follow up 3-7 days after discharge. 

參、文獻 

1. Ostapchuk M, Roberts DM, Haddy R. Community-acquired pneumonia 

in infants and children. Am Fam Physician 2004;70:899-908  

2. Oosterheert JJ, Bonten MJ, Schneider MM, et al. Effectiveness of early 

switch from intravenous to oral antibiotics in severe community acquired 

pneumonia: multicentre randomised trial. BMJ 2006;333:1193-7  

3. Hoogewerf M, Oosterheert JJ, Hak E, et al. Prognostic factors for early 

clinical failure in patients with severe community-acquired pneumonia. 

Clin Microbiol Infect 2006;12:1097-104  

4. Stein RT, Marostica PJ. Community-acquired pneumonia. Paediatr 

Respir Rev 2006;7(Suppl 1):S136-7 

5. Thibodeau KP, Viera AJ. Atypical pathogens and challenges in 

community-acquired pneumonia. Am Fam Physician 2004;69:1699-706  

6. Pickering LK, ed. 2006 Red Book: Report of the Committee on 

Infectious Diseases, 26th edn. Elk Grove Village, IL: American Academy 

of Pediatrics, 2006  

7. Behrman RE. Infectious diseases. In: Kleigman RM, Jenson HB, eds. 
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經歷：臺北榮總兒科住院總醫師 
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疾病名稱：Brain Tumor 

ICD-10-CM：C71 

壹、 前言 

 一、適用範圍 Scope 

   顱內腫瘤（俗稱腦瘤）分為原發性及轉移性兩大類，原發性的顱內腫瘤又分 

為良性（benign）和惡性（malignant）兩種。腦瘤在兒童癌病發生率中排名第二， 

僅次於血癌。此診療作業程序僅適用於原發性的兒童顱內腫瘤。 

 二、目的 Purpose 

    對腦瘤的診斷、急性腦壓升高的處理、手術、放射與化學治療的方式等等提

出診療作業程序。 

 三、指引使用者 The target users of the guideline 

    小兒科醫師、小兒神經內外科醫師、神經影像醫師、放射腫瘤科醫師、眼科

醫師、耳鼻喉科醫師、內分泌科醫師、兒童心理衛生醫師、復健科醫師、營養師

等等。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) The history of disease onset and duration 

(二) Detailed physical and neurological examination 

(三) The necessary of emergent operation 

 二、診斷依據 Diagnosis criteria 

(一) Symptoms and signs: headache, vomiting, ataxia, visual complaints, cranial 

nerve palsy, hemiparesis, seizure, changes in personality, failure to thrive, 

diabetes insipidus, precocious puberty 

(二) Physical examination and neurological examination 
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(三) Neuroimaging study: mass lesion on CT or MRI 

(四) Tumor markers of germ cell tumors: AFP, β-HCG 

 三、鑑別診斷 Differential Diagnosis  

(一) Infection or inflammation disease, such as encephalitis, brain abscess,  

acute disseminated encephalomyelitis (ADEM)  

(二) Intracranial hemorrhage, ischemic stroke 

(三) Hydrocephalus 

(四) Neuromuscular disease 

(五) Migraine 

 四、疾病（病理）分期 Disease and Pathology stage 

(一) Astrocytic tumors 

(二) Oligodendroglial tumors 

(三) Mixed gliomas 

(四) Ependymomal tumors 

(五) Choroid plexus tumors 

(六) Glial tumors of unknown origin 

(七) Neuronal and mixed neuronal-glial tumors 

(八) Neuroblastic tumors 

(九) Pineal parenchymal tumors 

(十) Embryonal tumors 

(十一) Schwannoma 

(十二) Neurofibroma 

(十三) Perineurioma 

(十四) Malignant peripheral nerve sheath tumors (MPNST) 

(十五) Tumors of meningothelial cells 

(十六) Mesenchymal, non-meningothelial tumors 
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(十七) Primary melanocytic lesions 

(十八) Tumors of uncertain histogenesis 

(十九) Lymphoma and hemopoietic neoplasms 

(二十) Germ cell tumors 

(二十一) Tumors of sellar region 

 五、臨床症狀 signs and symptoms 

    Headache, vomiting, ataxia, visual complaints, cranial nerve palsy, hemiparesis, 

seizure, changes in personality, failure to thrive, diabetes insipidus, precocious 

puberty 

 六、發生率與盛行率 Incident and prevalent 

    Approximately 100 primary brain tumors are diagnosed each year in children and 

adolescents in Taiwan, with an annual incidence of 20 cases per million children <18 

yr of age. 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) Neuroimaging studies: MRI, CT, angiography  

(二) CBC, D/C 

(三) Chemistry panel 

(四) Tumor marker: AFP, β-HCG  

(五) Hearing and ophthalmologic test 

(六) Cognitive Test 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

1. Increased intracranial pressure (IICP) management 

2. For decompressive surgery or tumor removal surgery 

3. For chemotherapy 

(二) Discharge criteria 
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           Stable condition after surgery or chemotherapy 

 九、主要治療處置 Primary treatment and management 

(一) Increased intracranial pressure (IICP) management, such as Dexamethasone, 

Mannitol 

(二) Decompressive surgery or tumor removal surgery  

1. Radiation therapy or Gamma Knife radiosurgery 

2. Conventional intravenous chemotherapy or oral Temozolomide 

chemotherapy 

(三) Hormone supplement . 

(四) Rehabilitation 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    Development of targeted molecular therapy or gene therapy 

 十一、癒後 Outcome 

    >70% of patients with childhood brain tumors will be long-term survivors. At 

least half of these survivors will experience chronic problems as a direct result of their 

tumor and treatment. These problems include chronic neurologic deficits such as focal 

motor and sensory abnormalities, seizure disorders, neurocognitive deficits (e.g., 

developmental delays, learning disabilities), and neuroendocrine deficiencies (e.g., 

hypothyroidism, growth failure, delayed or absent puberty). 

 十二、住院天數 Length of stay 

 Length of stay will depend on clinical condition of the patients. 

 十三、出院計畫 Discharge Plan  

(一) Stable vital signs and neurological condition 

(二) Home Care & Rehabilitation 

 十四、出院衛教 Discharge health education 

(一) 個人治療計畫 
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(二) 化學治療後血球低下與預防感染的照顧 

(三) 人工血管（port-A）的照顧 

(四) 營養照顧 

(五) 情緒反應與調適 

 十五、出院追蹤 Discharge Follow up 

(一) 腦部核磁共振的追蹤 

(二) 感染與全身肝腎功能追蹤 

(三) 內分泌的追蹤檢查與治療 

(四) 復健治療 

參、 文獻 

1. Karajannis M, Allen JC, Newcomb EW. Treatment of pediatric brain tumors. 

J Cell Physiol 2008;217:584-9. 

2. Robertson PL. Advances in treatment of pediatric brain tumors. NeuroRx 

2006; 3:276-91. 

3. Wong TT, Ho DM, Chang KP, Yen SH, Guo WY, Chang FC, Liang ML, et 

al. Primary pediatric brain tumors: statistics of Taipei VGH, Taiwan 

(1975-2004). Cancer 2005;104:2156-67. 
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疾病名稱：Acute otitis media 

ICD-10-CM：H66.9 

壹、 前言 

 一、適用範圍 Scope  

    18歲以下的中耳炎病人。 

 二、目的 Purpose 

    診斷及治療，且要避免抗生素濫用。  

 三、指引使用者 The target users of the guideline 

    兒科醫師、家庭醫師、急診醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

    Assess the severity of otitis media and the general condition of the patient.  

 二、診斷依據 Diagnosis criteria 

(一)The diagnosis is based on a combination of the clinical symptoms and 

direct visualization of the tympanic membrane by pneumatic otoscopy.  

(二)Otoscopic examination for acute otitis media or otitis media with 

effusion. 

(三)Tympanometry should be used to confirm otitis media with effusion. 

(四)Both pneumatic otoscopy and tympanometry can be used together to 

improve the accuracy of diagnosis.  

 三、鑑別診斷 Differential Diagnosis 

(一) Otitis externa 

(二) Myringitis 

(三) Cholesteatoma 
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(四) Foreign bodies in the ear 

(五) Tympanosclerosis 

 四、疾病（病理）分期 Disease and Pathology stage 

    Defined as the presence of fluid in the middle ear with signs and symptoms of  

acute illness, such as fever. Fluid generally persists for prolonged periods. Patients  

may experience hearing loss of varying severity. Acute otitis media commonly  

precedes otitis media with effusion, which spontaneously resolves in the majority  

of children.  

 五、臨床症狀 signs and symptoms 

(一) Symptoms 

1. Otalgia (cardinal sign)  

2. Hearing loss  

3. A sense of fullness in the ear  

4. Vertigo  

5. Tinnitus  

6. Purulent otorrhea  

7. Fever  

8. Tugging on the ears 

(二) Signs 

1. Redness of the tympanic membrane  

2. Immobile tympanic membrane on pneumotoscopy  

3. Leukocytosis (may be subtle or absent) - white blood cell measurement 

is rarely needed in workup 

六、發生率與盛行率 Incident and prevalent 

    Prevelance: approx. 24.5 million office visits were made to physicians for otitis 

media. Frequency: AOM has affected 50% of children by one year, 65% by 2 years, 
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and 70% by 3 years of age. 

七、檢驗與其他檢查 Laboratory and other examination 

(一) Pneumatic otoscopy. 

(二) Typanometry. 

(三) Audiogram 

(四) CBC, D/C, CRP if needed.  

(五) Tympanocentesis is required for AOM refractory to antibiotics.  

八、住院及出院條件 Admission and Discharge criteria 

(一) 住院條件: 

1. The patient should be hospitalized immediately and treated with 

appropriate antibiotic therapy if complications such as facial 

paralysis, labyrinthitis, mastoiditis, subperiosteal abscess, meningitis, 

or brain abscess occur.  

2. If the otitis media does not improve with oral antibiotics, and 

intravenous antibiotics are considered.  

3. If surgical intervention is considered.  

4. 新生兒、免疫功能不全兒病童。 

5. 照顧者無法適當觀察病情或照顧病童。 

(二) 出院條件 

1. 無敗血症徵候或其他併發症。 

2. 生命徵象穩定至少 48 小時，包括體溫、心跳、呼吸、血壓。 

3. 血液培養無細菌。 

4. 可以經口進食。 

 九、主要治療處置 Primary treatment and management  

(一) 抗生素治療。 

(二) Analgesia. 

http://www.mdconsult.com/das/pdxmd/body/131645714-4/?type=med&eid=9-u1.0-_1_mt_1014189
http://www.mdconsult.com/das/pdxmd/body/131645714-4/?type=med&eid=9-u1.0-_1_mt_1014190
http://www.mdconsult.com/das/pdxmd/body/131645714-4/?type=med&eid=9-u1.0-_1_mt_1010029
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(三) Myringotomy may need to be performed urgently to prevent progression of   

complications and obtain material for culture.  

十、輔助或替代治療 Adjuvant /Substitute treatment 

    Oral antibiotics or bilateral myringotomy with insertion of tympanostomy  

tubes is recommended for children who have a bilateral effusion for longer than 3 

months accompanied by bilateral hearing loss (a 20-decibel hearing threshold level 

or worse in the better-hearing ear). 

十一、癒後 Outcome 

    The prognosis for acute otitis media is excellent; most of the cases that do not 

resolve with antibiotic therapy go on to resolve spontaneously without any drug 

treatment. 

十二、住院天數 Length of stay 

    3-7 days, depending on complications.  

十三、出院計畫 Discharge Plan 

(一) Monitor clinical condition. Pay attention to signs of mastoiditis, sepsis, or 

hearing impairment.   

(二) Continue oral antibiotics.  

(三) Follow up at out-patient clinic. 

十四、出院衛教 Discharge health education 

(一) Pay attention to signs of mastoiditis, sepsis, or hearing impairment.   

(二) Monitor activity and appetite.  

(三) Continue oral antibiotics. 

(四) Bring the patient back to the hospital earlier if fever relapses or clinical 

condition deteriorates.  

十五、出院追蹤 Discharge Follow up 

    OPD follow up 3-7 days after discharge. 
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疾病名稱：Acute Bronchiolitis 

ICD-10-CM：J21.8 

壹、 前言 

一、適用範圍Scope 

    For pediatric patients 

二、目的 Purpose 

To cure disease 

三、指引使用者 The target users of the guideline 

小兒科醫師、家醫科醫師、耳鼻喉科醫師 

貳、 重要臨床準則 

 一、評估 Assessment 

    Assess for signs of respiratory distress 

 二、診斷依據 Diagnosis criteria 

  Bronchiolitis is a clinical diagnosis 

 三、鑑別診斷 Differential Diagnosis 

(一) Bronchial asthma 

(二) Pneumonia 

(三) Congestive heart failure 

(四) Foreign body aspiration 

(五) Congenital respiratory tract anomaly 

(六) Vascular ring 

(七) Bronchomalacia 

 四、疾病（病理）分期 Disease and Pathology stage 

    nil 



 59 

 五、臨床症狀 signs and symptoms 

(一) Symptoms: Fever, cough , rhinorrhea, short of breathe, feeding difficult 

(二) Signs: Tachypnea, nasal flaring, chest retraction, rales and/or wheezing 

and/or rhonchi in ascultation 

 六、發生率與盛行率 Incident and prevalent 

(一) It is estimated that in an urban setting about half of the susceptible 

infants undergo primary infection in each epidemic  

(二) 90% of children are infected with RSV in the first 2 years of life 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) CBC, D/C, CRP 

(二) RSV or adenovirus Ag test (sputum) 

(三) Blood culture 

(四) Chest X-ray 

(五) Pulse oximeter for O2 saturation 

 八、住院及出院條件 Admission and Discharge criteria 

(一) 住院：intercostal retraction, pyrexia, and tachypnea 

(二) 出院：symptoms subside 

 九、主要治療處置 Primary treatment and management  

(一) Treatment 

1. Supportive treatment 

2. Oxygen 

3. Antibiotics for secondary infection 

4. Bronchodilators 

5. Physiotherapy 

6. Systemic steroid 

7. Mechanical ventilator 
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8. O2 tent 

(二) Side effect 

1. Secondary bacteria infection 

2. Pneumothorax 

3. Respiratory failure 

4. Bronchiectasis 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) Tube feeding can be helpful if difficulties due to tachypnea occur  

(二) Oral intake must often be supplemented or replaced by nasogastric or 

parenteral fluids to offset the dehydrating effect of tachypnea  

(三) Patients with respiratory rates >60 breaths/min may not be able to tolerate 

oral feeding 

 十一、癒後 Outcome 

(一) Bronchiolitis is usually a self-limiting disease requiring no long-term 

follow-up  

(二) In about 4% of cases, it is a prelude to asthma  

(三) Asthma should be suspected in recurrent cases 

 十二、住院天數 Length of stay 

    7 days 

 十三、出院計畫 Discharge Plan 

Symptom subside 

 十四、出院衛教 Discharge health education 

(一) Basic hygiene, such as handwashing to prevent fecal-oral and respiratory 

spread within families and schools 

(二) Avoidance of shared utensils and drinking containers and other potential 

fomites disinfection of contaminated surfaces 
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十五、出院追蹤Discharge Follow up 

(一) Patient activity and appetite 

(二) Rebound symptom of wheezing or respiratory distress 

參、文獻 

    Kliegman: Nelson Textbook of Pediatrics, 18th ed. 
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疾病名稱：Acute gastroenteritis 

ICD-10-CM：K52.9 

壹、 前言 

 一、適用範圍 Scope  

    18歲以下的腸胃炎病人。 

 二、目的 Purpose 

    診斷及治療，即正確抗生素使用。  

 三、指引使用者 The target users of the guideline 

    兒科醫師、家庭醫師、急診醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Assess the severity of dehydration and the general condition of the  

patient.  

(二) Evaluate for dehydration.  

(三) Exclude 'surgical' causes. 

(四) Evaluate for nonviral causes. 

 二、診斷依據 Diagnosis criteria 

    The diagnosis is based on clinical symptoms.  

(一)Typically a brief illness  

(二)Short incubation period  

(三)Watery diarrhea combined with mild cramps  

(四)Nausea and vomiting may be prominent  

(五)Middle or upper abdominal tenderness 

 三、鑑別診斷 Differential Diagnosis 
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(一) Bacterial infection.  

(二) Antibiotics-associated pseudomembranous colitis. 

(三) Intussusception. 

(四) Intestinal obstruction. 

(五) Ingestion of preformed exotoxin. 

(六) Appendicitis.  

 四、疾病（病理）分期 Disease and Pathology stage 

(一) Typically a brief illness  

(二) Short incubation period  

(三) Watery diarrhea combined with mild cramps  

(四) Nausea and vomiting may be prominent  

(五) Middle or upper abdominal tenderness 

 五、臨床症狀 signs and symptoms 

(一) Symptoms 

1. Diarrhea  

2. Nausea  

3. Abdominal cramps  

4. Vomiting  

5. Fever  

6. Headache  

7. Myalgia 

(二) Signs 

1. Watery, nonbloody diarrhea  

2. Vomiting  

3. Minimal, nonlocalized, abdominal tenderness  

4. Fever (generally 37-39ºC (98.6-102.7ºF)  
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5. Lethargy, poor skin turgor, decreased urine output, or orthostasis if 

significant dehydration is present 

六、發生率與盛行率 Incident and prevalent 

1000 cases of diarrhea per 100,000 population per year. 

七、檢驗與其他檢查 Laboratory and other examination 

(一) Most cases do not require laboratory analysis because diagnosis is based   

on signs, symptoms, and physical examination. 

(二) A fresh stool specimen should be gathered for stool analysis, including  

leukocyte testing, parasite examination, and bacterial culture in cases of 

severe or unremitting disease  

(三) Flexible sigmoidoscopy or colonoscopy can be useful in patients with  

severe disease who have not received a conclusive diagnosis using  

simpler tests  

(四) Enzyme-linked immunosorbent assay (ELISA) testing is extremely  

sensitive for the diagnosis of rotavirus infection and is usually used in  

children. Caliciviruses are generally only tested for in a research  

laboratory setting in the case of a suspected outbreak 

八、住院及出院條件 Admission and Discharge criteria 

(一) 住院條件: 

1. Immediate hospitalization when there is significant abdominal 

tenderness, rebound, and rigidity  

2. Shock, significant dehydration, and decreased consciousness 

necessitate intravenous rehydration therapy and monitoring in a 

hospital setting 

3. If surgical intervention is considered.  

4. 新生兒、免疫功能不全兒病童。 

http://www.mdconsult.com/das/pdxmd/body/131869389-3/?type=med&eid=9-u1.0-_1_mt_1017208#657532
http://www.mdconsult.com/das/pdxmd/body/131869389-3/?type=med&eid=9-u1.0-_1_mt_1017208#1022287


 65 

5. 照顧者無法適當觀察病情或照顧病童。 

(二) 出院條件 

1. 無敗血症徵候或其他併發症。 

2. 生命徵象穩定至少 48 小時，包括體溫、心跳、呼吸、血壓。 

3. 血液培養無細菌。 

4. 可以經口進食。 

九、主要治療處置 Primary treatment and management  

(一) Rehydration. 

(二) Oral rehydration therapy is generally recommended for the prevention   

and therapy of mild-to-moderate dehydration.  

(三) Severe dehydration, shock, and decreased consciousness necessitate  

intravenous rehydration therapy and close monitoring in a hospital  

setting.  

(四) The Committee on Nutrition of the American Academy of Pediatrics  

recommends that children resume feeding within 24h after the onset of  

illness.  

(五) Small children should not receive antidiarrheal and antiemetic agents. 

(六) Antibiotics treatment is only considered when bacterial infection in young  

infant less than 3 months, immunocompromised hosts, or if bacteremia is  

suspected.  

十、輔助或替代治療 Adjuvant /Substitute treatment 

    Rotavirus-specific immunoglobulin is indicated only for young children with 

immunodeficiency disorders who are at risk for chronic rotaviral disease. Such 

patients should be referred to a specialist in allergy/immunology and/or infectious 

diseases for appropriate therapy and follow-up. 

十一、癒後 Outcome 
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(一) A majority of deaths occur in infants who have poor or no medical care.   

These deaths are most often caused by dehydration  

(二) It is common for children to have several rotaviral infections during their  

lifespan. These infections typically become progressively less severe  

(三) Subsequent infections can produce diarrhea but it is usually not severe 

十二、住院天數 Length of stay 

2-5 days, depending on complications.  

十三、出院計畫 Discharge Plan 

(一) Monitor oral intake and the severity of vomiting or diarrhea. 

(二) Monitor hydration status. Avoid further dehydration. 

(三) Monitor signs of sepsis.  

十四、出院衛教 Discharge health education 

(一) Monitor oral intake and the severity of vomiting or diarrhea. 

(二) Monitor hydration status. Avoid further dehydration. 

(三) Monitor signs of sepsis.  

(四) Continue regular feeding.  

(五) Bring the patient back to the hospital earlier if fever relapses or clinical   

condition deteriorates.  

十五、出院追蹤 Discharge Follow up 

OPD follow up 3-7 days after discharge. 
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