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疾病名稱：Malignant neoplasm of cervix uteri, unspecified 

ICD-10-CM：C53.9 

壹、 前言 

 一、適用範圍 Scope 

    Women with cervical malignancy 

 二、目的 Purpose  

提供給照護病人的醫護人員做為診療作業程序 

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

婦產科醫師及護理人員 

貳、 重要臨床準則 

 一、評估 Assessment  

    Cervical cancer is a cancer arising from the cervix. It is due to the abnormal 

growth of cells that have the ability to invade or spread to other parts of the body. 

Early on there are typically no symptoms. Later symptoms may include: abnormal 

vaginal bleeding, pelvic pain or pain during sexual intercourse.Human papillomavirus 

(HPV) infection appears to be involved in the development of more than 90% of 

cases;most people who have had HPV infections, however, do not develop cervical 

cancer. Other risk factors include: smoking, a weak immune system, birth control pills, 

starting sex at a young age and having many sexual partners, but these are less 

important. Cervical cancer typically develops from precancerous changes over 10 to 

20 years. There are a few types of cervical cancer. About 90% are squamous cell 

carcinomas, 10% are adenocarcinoma and a small number are other types. Diagnosis 

is typically by cervical screening followed by a biopsy. Medical imaging is then done 

to determine whether or not the cancer has spread. 
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 二、診斷依據 Diagnosis criteria 

    The first step in finding cervical cancer is often an abnormal Pap test result. This 

will lead to further tests which can diagnose cervical cancer.Then, the doctor will ask 

you about your personal and family medical history. This includes information related 

to risk factors and symptoms of cervical cancer. A complete physical exam will help 

evaluate your general state of health. The doctor will do a pelvic exam and may do a 

Pap test if one has not already been done. In addition, your lymph nodes will be 

checked closely for evidence of metastasis (cancer spread).  

    The Pap test is a screening test, not a diagnostic test. An abnormal Pap test result 

may mean more testing, sometimes including tests to see if a cancer or a pre-cancer is 

actually present. The tests that are used include colposcopy (with biopsy) and 

endocervical scraping. If a biopsy shows a pre-cancer, doctors will take steps to keep 

an actual cancer from developing. Treatment of abnormal pap results is discussed in 

our document Cervical Cancer Prevention and Early Detection. 

 三、鑑別診斷 Differential Diagnosis 

(一) Cervical ulceration 

(二) Cervical polyp  

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Stage 0 

        The carcinoma is confined to the surface layer (cells lining) of the cervix.  

    Also called carcinoma in situ (CIS). 

(二) Stage I 

The carcinoma has grown deeper into the cervix, but has not spread beyond 

it (extension to the corpus would be disregarded). Stage One is subdivided as 

follows:  
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1. IA Invasive carcinoma which can be diagnosed only by microscopy, 

with deepest invasion <5 mm and the largest extension <7 mm  

(1) IA-1 Measured stromal invasion of <3.0 mm in depth and 

extension of <7.0 mm 

(2) IA-2 Measured stromal invasion of >3.0 mm and not >5.0 mm 

with an extension of not >7.0 mm 

2. IB Clinically visible lesions limited to the cervix uteri or pre-clinical 

cancers greater than stage IA  

(1) IB-1 Clinically visible lesion <4.0 cm in greatest dimension 

(2) IB-2 Clinically visible lesion >4.0 cm in greatest dimension 

(三) Stage II 

        Cervical carcinoma invades beyond the uterus, but not to the pelvic wall or  

    to the lower third of the vagina  

1. IIA Without parametrial invasion  

(1) IIA-1 Clinically visible lesion <4.0 cm in greatest dimension 

(2) IIA-2 Clinically visible lesion >4.0 cm in greatest dimension 

2. IIB With obvious parametrial invasion 

(四) Stage III 

    The tumour extends to the pelvic wall and/or involves lower third of the 

vagina and/or causes hydronephrosis or non-functioning kidney  

1. IIIA Tumour involves lower third of the vagina, with no extension to 

the pelvic wall 

2. IIIB Extension to the pelvic wall and/or hydronephrosis or 

non-functioning kidney 

(五) Stage IV 
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    The carcinoma has extended beyond the true pelvis or has involved (biopsy 

proven) the mucosa of the bladder or rectum. A bullous oedema, as such, does not 

permit a case to be allotted to Stage IV  

1. IVA Spread of the growth to adjacent organs 

2. IVB Spread to distant organs 

五、臨床症狀 signs and symptoms 

    The early stages of cervical cancer may be completely free of symptoms. Vaginal 

bleeding, contact bleeding, or (rarely) a vaginal mass may indicate the presence of 

malignancy. Also, moderate pain during sexual intercourse and vaginal discharge are 

symptoms of cervical cancer. In advanced disease, metastases may be present in the 

abdomen, lungs or elsewhere. 

    Symptoms of advanced cervical cancer may include: loss of appetite, weight loss, 

fatigue, pelvic pain, back pain, leg pain, swollen legs, heavy bleeding from the vagina, 

bone fractures, and/or (rarely) leakage of urine or feces from the vagina 

 六、發生率與盛行率 Incident and prevalent 

    Worldwide, cervical cancer is both the fourth most common cause of cancer and 

deaths from cancer in women. In 2012, it was estimated that there were 528,000 cases 

of cervical cancer, and 266,000 deaths. It is the second most common cause of female 

specific cancer after breast cancer accounting for around 8% of both total cancer cases 

and total cancer deaths in women. Approximately 80% of cervical cancers occur in 

developing countries 

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

(一) Colposcopy 

(二) Cervical biopsies  

(三) Cone biopsies 

(四) Other image: chest x-rayCT, MRI, intravenous urography 
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(五) Cystoscopy, proctoscopy 

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

(一) Admission criteria 

    Patients diagnosed with cervical cancer, pending for surgical intervention or 

chemotherapy 

(二) Discharge criteria 

Complete the treatment course, surgery, chemotherapy, radiotherapy…  

 九、主要治療處置 Primary treatment and management   

    The treatment of cervical cancer varies worldwide, largely due to large variances 

in disease burden in developed and developing nations, access to surgeons skilled in 

radical pelvic surgery, and the emergence of "fertility sparing therapy" in developed 

nations. Because cervical cancers are radiosensitive, radiation may be used in all 

stages where surgical options do not exist. 

    Microinvasive cancer (stage IA) may be treated by hysterectomy (removal of the 

whole uterus including part of the vagina)[citation needed] . For stage IA2, the lymph 

nodes are removed as well. Alternatives include local surgical procedures such as a 

loop electrical excision procedure (LEEP) or cone biopsy. For 1A1 disease, a cone 

biopsy (aka cervical conization) is considered curative. 

    If a cone biopsy does not produce clear margins (findings on biopsy showing that 

the tumor is surrounded by cancer free tissue, suggesting all of the tumor is removed), 

one more possible treatment option for women who want to preserve their fertility is a 

trachelectomy. This attempts to surgically remove the cancer while preserving the 

ovaries and uterus, providing for a more conservative operation than a hysterectomy. 

It is a viable option for those in stage I cervical cancer which has not spread; however, 

it is not yet considered a standard of care, as few doctors are skilled in this procedure. 

Even the most experienced surgeon cannot promise that a trachelectomy can be 
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performed until after surgical microscopic examination, as the extent of the spread of 

cancer is unknown. If the surgeon is not able to microscopically confirm clear margins 

of cervical tissue once the woman is under general anesthesia in the operating room,  

a hysterectomy may still be needed. This can only be done during the same operation 

if the woman has given prior consent. Due to the possible risk of cancer spread to the 

lymph nodes in stage 1b cancers and some stage 1a cancers, the surgeon may also 

need to remove some lymph nodes from around the uterus for pathologic evaluation. 

A radical trachelectomy can be performed abdominally or vaginally and there are 

conflicting opinions as to which is better. A radical abdominal trachelectomy with 

lymphadenectomy usually only requires a two to three day hospital stay, and most 

women recover very quickly (approximately six weeks). Complications are 

uncommon, although women who are able to conceive after surgery are susceptible to 

preterm labor and possible late miscarriage. It is generally recommended to wait at 

least one year before attempting to become pregnant after surgery. Recurrence in the 

residual cervix is very rare if the cancer has been cleared with the trachelectomy. Yet, 

it is recommended for women to practice vigilant prevention and follow up care 

including pap screenings/colposcopy, with biopsies of the remaining lower uterine 

segment as needed (every 3–4 months for at least 5 years) to monitor for any 

recurrence in addition to minimizing any new exposures to HPV through safe sex 

practices until one is actively trying to conceive. 

(一) 子宮頸癌化療處方適應症- 

1. Adjuvant chemotherapy for postoperative lymph node metastasis 

2. Neoadjuvant chemotherapy for bulky tumor 

3. Followed by surgery 

4. Followed by radiotherapy 

5. Concurrent chemoradiotherapy 
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6. Early bulky tumor followed by surgery  

7. Postoperative with parametrialinvolvement and lymph node metastasis  

8. Local advanced cancer  

9. Consolidation chemotherapy after concurrent chemoradiotherapy for 

advanced cancer 

10. Palliative chemotherapy for distant, recurrent, or metastatic cancer   

11. stemic Chemotherapy ±  

    Palliative Radiotherapy 

(二) Neoadjuvant Chemotherapy:(新輔助化療) 

1. CisplatinOnly (qw x 3 cycle) 

            Cisplatin 40 mg/m2(at least > 25 mg/m2)IVD 1hr 

            -RH performed on 3rdday after completing chemotherapy 

2. Paclitaxel + CisplatinRegimen (q10d x 3 cycle) 

            Paclitaxel 60 mg/m2IVD 1.5hrs 

            Cisplatin 60 mg/m2IVD 1hr 

            -RH performed within 3 weeks after completing chemotherapy 

(三) CCRT regimen: (同步化學放射治療) 

1. Cisplatin Only (qw) 

            Cisplatin 40 mg/m2IVD 1hr 

2. POB Regimen (q3w) 

            Cisplatin 50 mg/m21hr 

            Vincristine 1 mg/m2IVD15-30 mins  

        Bleomycin 15 mg (D1~3)IVD15 mins(累積劑量不可＞150mg) 

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

(一) Step 1  
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        Lymph Node Assessment  

        -Image study (CT scan, MRI or PET) ± FNA 

        -Surgical staging (laparotomy, extrafascial, or laparoscopic lymph node  

        sampling) 

(二) Step 2 

1. Lymph Node (－) 

            -CCRT (platinum-based chemotherapy) ±Para-aortic boost (Point A   

            ≧85Gy) 

2. Lymph Node(＋) 

            -CCRT (platinum-based chemotherapy) + Para-aortic boost (Point A  

            ≧85Gy)  

(三) Step 3 

        Consolidation chemotherapy, if necessary 

 十一、癒後 Outcome  

    Five-year survival rate:  

(一) Stage IA1: 100%, , ,  

(二) Stage IA2: 90~100% 

(三) Stage IB1~IIA1: 70~90% 

(四) Stage IB2~IIA2: 40~60% 

(五) Stage IIB-IVA: 20~60% 

(六) Stage IVB: <20% 

 十二、住院天數 Length of stay 

(一) 14 days in average during operation. 

(二) 2~3 days in average during chemotherapy. 

 十三、出院計畫 Discharge Plan  

(一) OPD follow up for early stage disease. 
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(二) Chemotherapy every three weeks for six cycles. 

 十四、出院衛教 Discharge health education 

(一) Post operation wound care. 

(二) Post chemotherapy care. 

1. Oral care. 

2. Preventing infections. 

3. Prevent bleeding. 

4. Eat enough protein and calories to keep your weight up. 

5. Take care of central line: port-A, CVP, PICC… 

(三) When to call your doctor 

1. Signs of infection, such as fever, chills, or sweats. 

2. Diarrhea that does not go away or is bloody. 

3. Severe nausea and vomiting. 

4. Poor appetite and extreme weakness. 

5. Redness, swelling, or drainage from any place where you have an IV 

line inserted. 

6. Trouble breathing when you are at rest or when you are doing simple 

tasks. 

 十五、出院追蹤 Discharge Follow up 

    Regular physical examinations for the rest of her life and will likely be scheduled 

to have the SCC level checked every 3-4 months. 

參、 文獻 

肆、 編審人員 

編審 姓名 職稱 簡歷 

撰寫者 蔡曉文 主治醫師 學歷 陽明大學臨床醫學博士 
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經歷 臺北榮民總醫院 婦女醫學部 主治   

     醫師 

專長 內分泌失調、月經異常、多毛症、 

     青春痘、不孕症、多囊性卵巢症候 

     群、子宮內膜異位症治療、腹腔鏡 

     手術、腹腔鏡肌瘤切除、子宮切除、 

     卵巢囊腫切除、婦女癌症治療、手 

     術及化學治療、更年期整合治療、 

     停經後荷爾蒙治療、骨質疏鬆、婦

科腫瘤手術 

審核者  莊其穆 主治醫師 學歷 陽明大學醫學系 

經歷 臺北榮民總醫院婦女醫學部遺傳優     

     生學科主任、國立陽明大學副教授 

專長 婦癌化學治療、婦癌篩檢與預防婦 

     科內視鏡、一般婦科及婦女泌尿手  

     術、更年期問題 

 

 

 

 

 

 

 

 

 



 11 

疾病名稱：Malignant neoplasm of corpus uteri, except 

isthmus  

ICD-10-CM：C54.1 

壹、 前言 

 ㄧ、適用範圍 Scope 

    Women with primary endometrium cancer  

 二、目的 Purpose 

    提供給照護病人的醫護人員做為診療作業程序 

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

    婦產科醫師及護理人員 

貳、 重要臨床準則 

 ㄧ、評估 Assessment 

    Vaginal bleeding or spotting in women after menopause occurs in 90% of   

endometrial cancer. Bleeding is especially common with adenocarcinoma, occurring 

in two-thirds of all cases. Abnormal menstrual cycles or extremely long, heavy, or 

frequent episodes of bleeding in women before menopause may also be a sign of 

endometrial cancer. 

 二、診斷依據 Diagnosis criteria 

    Diagnosis of endometrial cancer is made first by a physical examination and 

dilation and curettage (removal of endometrial tissue; D&C). 

 三、鑑別診斷 Differential Diagnosis 

    Other pelvic organ malignant tumor, include endocervical adenocarcinoma, 

primary peritoneal serous carcinoma, fallopian tube cancer 

 四、疾病(病理)分期 Disease and Pathology stage 
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Primary tumor (T) (surgical-pathologic findings)  

TNM 

categories  

FIGO 

stages  

Definition  

TX 

 
Primary tumor cannot be assessed  

T0 
 

No evidence of primary tumor  

Tis* 

 
Carcinoma in situ (preinvasive carcinoma)  

T1 I Tumor confined to corpus uteri  

T1a IA 
Tumor limited to endometrium or invades less than one-half of the 

myometrium  

T1b IB Tumor invades one-half or more of the myometrium  

T2 II 

Tumor invades stromal connective tissue of the cervix but does not 

extend beyond uterus  

T3a IIIA Tumor involves serosa and/or adnexa (direct extension or metastasis)  

T3b IIIB 

Vaginal involvement (direct extension or metastasis) or parametrial 

involvement  

T4 IVA 

Tumor invades bladder mucosa and/or bowel mucosa (bullous edema 

is not sufficient to classify a tumor as T4)  

Regional lymph nodes (N)  

TNM 

categories  

FIGO 

stages  

Definition  

NX 
 

Regional lymph nodes cannot be assessed  

N0 
 

No regional lymph node metastasis  

N1 IIIC1 Regional lymph node metastasis to pelvic lymph nodes  

N2 IIIC2 
Regional lymph node metastasis to para-aortic lymph nodes, with or 

without positive pelvic lymph nodes  
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Distant metastasis (M)  

TNM 

categories  

FIGO 

stages  

Definition  

M0 
 

No distant metastasis  

M1 IVB 

Distant metastasis (includes metastasis to inguinal lymph nodes 

intraperitoneal disease, or lung, liver, or bone. It excludes metastasis 

to para-aortic lymph nodes, vagina, pelvic serosa, or adnexa.)  

 五、臨床症狀 signs and symptoms 

    Vaginal bleeding or spotting in women after menopause occurs in 90% of 

endometrial cancer. Bleeding is especially common with adenocarcinoma, occurring 

in two-thirds of all cases. Abnormal menstrual cycles or extremely long, heavy, or 

frequent episodes of bleeding in women before menopause may also be a sign of 

endometrial cancer.  

    Symptoms other than bleeding are not common. Other symptoms include thin 

white or clear vaginal discharge in postmenopausal women, lower abdominal pain or 

pelvic cramping, painful sexual intercourse or difficult urination. 

 六、發生率與盛行率 Incident and prevalent 

    Worldwide in 2008, 287,100 women were diagnosed with uterine cancer. The 

mortality rate was 1.7 to 2.4 per 100,000 women. According to the annual report 

(2011) of the Department of Health in Taiwan, there were 1,722 newly diagnosis cases 

and the incidence rate increasing from 6.17 to 10.86 per 100,000 in 2001 to 2011. 

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

    An endometrial biopsy and a transvaginal ultrasound used are the standard of 

care for diagnosing endometrial cancer. Other imaging studies are of limited use. MRI 

can be of some use in determining if the cancer has spread to the cervix or if it is an 
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endocervical adenocarcinoma. MRI is also useful for examining the nearby lymph 

nodes and myometrial invasion . 

    Dilation and curettage or an endometrial biopsy are used to obtain a tissue 

sample for histological examination. Hysteroscopy can be used to confirm a diagnosis 

of cancer.  

    Before treatment is begun, several other investigations are recommended. These 

include a chest x-ray, liver function tests, kidney function tests, and a test for levels of 

CA-125, a tumor marker that can be elevated in endometrial cancer. 

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

(一) Admission criteria: Patients who have tissue proven for endometrial cancer. 

(二) Discharge criteria: After end of treatment and patients who have stable    

   condition. 

九、主要治療處置 Primary treatment and management 

    The primary treatment for endometrial cancer is surgery. Surgical treatment 

typically consists of hysterectomy including a bilateral salpingo-oophorectomy, which 

is the removal of the uterus, and both ovaries and fallopian tubes. Lymphadenectomy, 

or removal of pelvic and para-aortic lymph nodes. In type II (non-endometrioid type) 

or stage III/IV cancers, cytoreductive surgery biopsy of the omentum may also be 

included. In stage IV disease, where there are distant metastases, surgery can be used 

as part of palliative therapy. Laparotomy or laparoscopy is feasible performed in early 

stage.     

    Women who wish to preserve their fertility and have low-grade stage I cancer 

can be treated with progestins. This therapy can be continued until the cancer does not 

respond to treatment or until childbearing is done.’ 

 十、輔助或替代治療 Adjuvant/Substitute treatment 
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(一) Stage I (post complete surgical staging, adjuvant therapy) 

1. Type II histology:  

(1) Stage IA, MI (-) 

A. Observation (only for no residual lesion in the hysterectomy 

specimen) 

B. Chemotherapy ± Vag. brachytherapy  

C. Tumor directed R/T 

 Adverse 

risk 

factors 

G1 G2 G3 

 

 

 

Stage 1A 

(-) Observation Observation 

or  

Vag. brachytherapy  

Observation 

or 

Vag. brachytherapy  

(+) Observation  

or  

Vag. brachytherapy  

Observation 

or  

Vag. brachytherapy  

± pelvic R/T*  

Observation 

or  

Vag. brachytherapy  

± pelvic R/T 

 

 

 

 

Stage 1B 

(-) Observation  

or  

Vag. brachytherapy 

Observation  

or  

Vag. brachytherapy 

Vag. brachytherapy 

± pelvic R/T 

or 

Observation* 

(+) Observation 

or  

Vag. brachytherapy  

± pelvic R/T 

Observation 

or  

Vag. brachytherapy  

± pelvic R/T 

Pelvic R/T ±  

vag. brachytherapy 

± chemotherapy*  
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(2) Stage IA, MI (+), IB: Chemotherapy ± tumor-directed RT  

2. Adverse risk factors include the following:  

(1) > 60 y/o 

(2) positive lymphovascular invasion 

(3) tumor size ≧ 2cm 

(4) lower uterine involvement 

3. *: 仍未定論  

(二) Stage II (post complete surgical staging, adjuvant therapy) 

 G1 G2 G3 

 

Stage II 

Vag. brachytherapy 

± pelvic R/T 

 

Pelvic R/T ＋  

vag. brachytherapy 

Pelvic R/T +  

vag. brachytherapy 

± Chemotherapy*  

1. Type II histology:  

           Chemotherapy ± tumor-directed RT  

2. If stage II patient received radical hysterectomy, they can be treated as 

stage I 

           Observation or Vag. brachytherapy being option in cases had radical  

hysterectomy with negative surgical margin and without extra-uterine  

disease  

3. Adjuvant pelvic radiotherapy (RT): 40 ~ 50 Gy to CTV 

            Upper vaginal tumor bed as vaginal cut end + parametrium + pelvic  

lymph nodes. 

4. *: 仍未定論 

(三) Stage III/ IV (post complete surgical staging, adjuvant therapy) 

 G1 G2 G3 
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Stage III A Chemotherapy ± R/T or  

Pelvic R/T ± vag. brachytherapy 

Stage IIIB Chemotherapy ± Tumor-directed R/T  

Stage IIIC1 Chemotherapy ± Tumor-directed R/T 

Stage IIIC2 

Stage IVA/B  Chemotherapy ± Tumor-directed radiotherapy 

1. Type II histology and/or Stage III/IV (adequately or inadequately 

debulked):   

 Chemotherapy ± tumor-directed RT 

(1) Concurrent Chemoradiation  

(2) Radiotherapy post chemotherapy 

(3) Chemotherapy post radiotherapy                           

(4) Sandwich: Chemotherapy x 3 course  R/T  Chemotherapy x 3  

(5) course 

2. * : 仍未定論 

(四) 化療處方建議 

1. Single agent Regimen(單一藥劑處方) 

 Dose Schedule IVD Cycle 

Cisplatin 50 mg/m
2
 Q 3 W 1 hr 6 

Carboplatin AUC 5以上 Q 4 W 1 hr 6 

Doxorubicin 60 mg/m
2
 Q 3 W 20 mins ~1 hr 6 

Ifosphamide 1500 mg/m
2
(3-5 days) Q 3 W 1~2 hrs 6 

Paclitaxel 175 mg/m
2
 Q 3 W 3 hrs 6 

Topotecan  4mg (D1,8,15) Q 4 W 1 hrs 6 

2. Combination Regimen  (組合藥劑處方) 
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 Dose Schedule IVD Cycle 

Doxorubicin + Cisplatin 60 / 50 mg/m
2
 Q 3 W 1 hr /1 hr 8 

Paclitaxel + Cisplatin 175 (3 hrs) / 50 mg/m
2
 Q 3W 3 hrs /1 hr 6 

Paclitaxel + Carboplatin 175 (3 hrs) / AUC 5~7.5 Q 3 W 3 hrs /1 hr 6 

Ifosfamide + Paclitaxel  1.6g/m2 (D1-3)/ 

135(3 hrs, D1) 

Q 3 W 24 hrs /1 hr 8 

CAP 

Cyclophosphamide + 

Doxorubicin + Cisplatin 

600 / 45 / 50 mg/m
2
 Q 4W ＞30mins/ 

1~2 hrs/1 hr 

6 

TAP 

Paclitaxel + Doxorubicin 

+ Cisplatin+ GCSF 

160 / 45 / 50 mg/m
2
 Q 3 W 

3 hrs / 

＞30mins/1 

hr 

7 

# Ifosfamide + Paclitaxel or Cispatlin for carcinosarcoma  

(五) 賀爾蒙處方建議 

Progestational agents 

Megestrol  

Aromatase inhibitors 

Tamoxifen 

# Hormone therapy is only for endometrioid histological type.  

 十一、癒後 outcome       

Stage 5-year survival (%) 

IA 88 

IB 75 

II 69 

IIIA 58 
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IIIB 50 

IIIC 47 

IVA 17 

IVB 15 

 十二、住院天數 Length of stay 

    Not necessarily, 7-14 days in average 

 十三、出院計畫 Discharge Plan 

OPD follow up or arrange adjuvant treatment  

 十四、出院衛教 Discharge health education 

wound care and encourage activities. 

 十五、出院追蹤 Discharge Follow up 

    The tumor marker CA-125 is frequently elevated in endometrial cancer and can 

be used to monitor response to treatment, particularly in serous cell cancer or 

advanced disease. Periodic MRIs or CT scans may be recommended in advanced 

disease and women with a history of endometrial cancer should receive more frequent 

pelvic examinations for the five years following treatment. Examinations conducted 

every three to four months are recommended for the first two years following 

treatment, and every six months for the next three years. After 5 years, one year per 

time. 
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疾病名稱：Malignant neoplasm of ovary 

ICD-10-CM：C56.9 

壹、 前言 

 一、適用範圍 Scope 

    Women with malignant ovarian mass. 

 二、目的 Purpose  

    提供給照護病人的醫護人員做為診療作業程序 

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

    婦產科醫師及護理人員 

貳、 重要臨床準則 

 一、評估 Assessment  

    The ovaries are responsible for producing eggs and the production of hormones, 

such as estrogen and progesterone. Ovarian cancer is a disease that affects ovarian 

tissue in the female reproductive system. It often goes undetected until it has spread 

within the pelvis and abdomen. Early-stage ovarian cancer, in which the disease is 

confined to the ovary, is more likely to be treated successfully. However, at later stage, 

ovarian cancer becomes more difficult to treat and is frequently fatal.  

 二、診斷依據 Diagnosis criteria 

(一) Pelvic examination: adnexal mass with/without ascites or adhesiom, 

(二) Ultrasound: Adnexal mass with suspected malignant characteristics, such as  

irregular margin of the mass, huge size, septum or solidity inside the mass,  

whether it has spread out with pelvic lesion and ascites or if the other ovary  

also contains a mass.  

(三) CA-125 tumor marker test: The normal value is less than 35 U /ml. In the  
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patient who is being evaluated for a pelvic mass, a CA 125 level greater  

than 65 U /ml is associated with malignancy in approximately 90% of cases. 

(四) Other image: CT, MRI revealed ovarian mass lesion with malignant  

characteristics.  

(五) GI tract workup: In patients with diffuse carcinomatosis and GI symptoms,  

a GI tract workup may be indicated, including: Upper and/or lower  

endoscopy, barium enema, upper GI series 

(六) Frozen section during operation/permanent pathological report after  

surgery: The pathologist examines the tissue samples during the surgery  

(called frozen section analysis), and then immediately notifies the surgeon  

as to whether definite signs of cancer are present. A more thorough  

examination of the fluid and tissue samples is performed after the surgery is  

completed to ensure that the initial diagnosis was correct. 

 三、鑑別診斷 Differential Diagnosis 

(一) Benign ovarian cyst or tumor. (follicular cyst, simple cyst, abscess…) 

(二) Uterine or fallopian tubal mass. 

(三) Endometriosis/chocolate cyst. 

(四) Bowel mass or primary peritoneal carcinoma. 

(五) Secondary carcinoma: breast, gastrointestinal tract, lymphomas and  

pelvic-organ tumors may all metastasise to ovary. 

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Classification 

1. Epithelial ovarian tumors: Tumor arises from the epithelial surface of 

the ovary and accounting for 85-90% of all ovarian cancers. It cloud be 

divided into some subtypes: serous, endometrioid, clear cell, mucinous, 

transitional cell, and undifferentiated.   
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2. Germ cell tumors: Tumor arises from primitive germ cells of embryonic 

gonad especially in young women and accounting for 2-10% of all 

ovarian tumors. It present as a rapidly enlarging mass with high risk of 

rupture or torsion. It cloud be divided into some subtypes: 

dysgerminoma, endodermal sinus tumors, teratoma, embryonal 

carcinoma, choriocarcinoma, sarcoma,  

3. Sex cord-stromal tumors: Tumor arises from connective tissue cells. It 

cloud be divided into some subtypes: fibroma, fibrosarcoma, 

Sertoli-Leydig tumors, granulosa cell tumors.  

4. Borderline tumors 

(二) Pathology stage 

FIGO Ovarian Cancer Staging 

STAGE I: Tumor confined to ovaries 

1A Tumor limited to 1 ovary, capsule intact, no tumor on 

surface, negative washings. 

1B Tumor involves both ovaries otherwise like IA. 

IC Tumor limited to 1 or both ovaries 

1C1 Surgical spill 

1C2 Capsule rupture before surgery or tumor on ovarian 

surface. 

1C3 Malignant cells in the ascites or peritoneal washings. 

STAGE II: Tumor involves 1 or both ovaries with pelvic extension (below the 

pelvic brim) or primary peritoneal cancer 

IIA Extension and/or implant on uterus and/or Fallopian 

tubes. 
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IIB Extension to other pelvic intraperitoneal tissues. 

STAGE III: Tumor involves 1 or both ovaries with cytologically or 

histologically confirmed spread to the peritoneum outside the pelvis and/or 

metastasis to the retroperitoneal lymph nodes. 

IIIA1 Positive retroperitoneal lymph nodes only. 

IIIA2 Microscopic, extrapelvic (above the brim) peritoneal 

involvement ± positive 

retroperitoneal lymph nodes. 

IIIB Macroscopic, extrapelvic, peritoneal 

metastasis ≤ 2 cm ± positive retroperitoneal lymph 

nodes. Includes extension to capsule of liver/spleen. 

IIIC Macroscopic, extrapelvic, peritoneal 

metastasis > 2 cm ± positive retroperitoneal lymph 

nodes. Includes extension to capsule of liver/spleen. 

STAGE IV: Distant metastasis excluding peritoneal metastasis 

IVA Pleural effusion with positive cytology. 

IVB Hepatic and/or splenic parenchymal 

metastasis, metastasis to extraabdominal organs 

(including inguinal lymph nodes and lymph nodes 

outside of the abdominal cavity). 

 五、臨床症狀 signs and symptoms 

(一) Minimal, nonspecific, or no symptoms. 

(二) Bloating; abdominal distention or discomfort. 

(三) Pressure effects on the bladder and rectum. 

(四) GI upset or constipation. 
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(五) Vaginal bleeding. 

(六) Shortness of breath. 

(七) Weakness and tiredness. 

(八) Poor appetite and weight loss. 

 六、發生率與盛行率 Incident and prevalent 

    Each year, about 20,000 women in the United States get ovarian cancer. Among 

women in the United States, ovarian cancer is the eighth most common cancer. 

Ovarian cancer causes more deaths than any other cancer of the female reproductive 

system, but it accounts for only about 3% of all cancers in women. 

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

(一) Pelvic examination 

(二) Ultrasound  

(三) CA-125 tumor marker test 

(四) Other image: CT, MRI  

(五) GI tract workup: Upper and/or lower endoscopy, barium enema, upper GI  

 series 

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

(一) Admission criteria 

1. Huge amount of ascites and/or a pelvic or abdominal mass not- 

obviously fibroids. 

2. Consider tests for ovarian cancer in women (especially over the age of 

50) who present frequently with the following symptoms: abdominal 

distension , nausea, vomiting, poor appetite, weight loss, change of 

bowel habit… 

3. Pelvic or abdominal pain or discomfort. 

4. Image scan is highly suggestive of ovarian cancer. 
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(二) Discharge criteria 

Complete the treatment course, surgery, chemotherapy, radiotherapy…  

 九、主要治療處置 Primary treatment and management   

(一) Surgery 

1. Debulking surgery followed by adjuvant chemotherapy in most cases. 

Even if optimal surgery is not possible, removing as much tumor as 

possible will provide significant palliation of symptoms and better 

prognosis. 

2. Management of early ovarian cancer in young women who desire 

future childbearing may be more conservative. 

(二) Chemotherapy  

1. Adjuvant platinum-based chemotherapy improves survival in early 

stage ovarian cancers.  

2. Paclitaxel and carboplatin given intravenously every three weeks for 

six cycles for women with Stage II-IV disease following surgery.  

3. Intraperitoneal chemotherapy. 

(三) Targeted treatments 

1. Bavacizumab: A monoclonal antibody against vascular epithelial 

growth factor (VEGF) to prevent angiogenesis. 

2. Poly (ADP-ribose) polymerase (PARP) Inhibitors. 

(四) Germ cell tumours are treated with surgery and multi-agent chemotherapy 

in most cases. 

(五) Radiotherapy 

        There is little evidence that radiotherapy is superior to chemotherapy for    

    advanced stage disease. 

 十、輔助或替代治療 Adjuvant /Substitute treatment 
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(一) Single-agent paclitaxel is recommended as an option for the second-line (or 

subsequent) treatment of women with platinum-refractory or 

platinum-resistant advanced ovarian cancer and for women who are allergic 

to platinum-based compounds. 

(二) Pegylated liposomal doxorubicin hydrochloride (PLDH) is recommended as 

an option for the second-line (or subsequent) treatment of women with 

partially platinum-sensitive, platinum-resistant or platinum-refractory 

advanced ovarian cancer and for women who are allergic to platinum-based 

compounds. 

(三) Topotecan is recommended as an option for second-line (or subsequent) 

treatment only for those women with platinum-refractory or 

platinum-resistant advanced ovarian cancer, or those who are allergic to 

platinum-based compounds, for whom PLDH and single-agent paclitaxel 

are considered inappropriate. 

 十一、癒後 Outcome  

    Overall, five-year survival in ovarian epithelial carcinoma is 35%. Five-year   

survival rates drop with higher stage. 

(一) Stage I: 92% 

(二) Stage II: 55% 

(三) Stage III: 21.9% 

(四) Stage IV: 5.6% 

 十二、住院天數 Length of stay 

(一) 14 days in average during operation. 

(二) 2~3 days in average during chemotherapy. 

 十三、出院計畫 Discharge Plan  

(一) OPD follow up for early stage disease. 
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(二) Chemotherapy every three weeks for six cycles. 

 十四、出院衛教 Discharge health education 

(一) Post operation wound care. 

(二) Post chemotherapy care. 

1. Oral care. 

2. Preventing infections. 

3. Prevent bleeding. 

4. Eat enough protein and calories to keep your weight up. 

5. Take care of central line: port-A, CVP, PICC… 

(三) When to call your doctor 

1. Signs of infection, such as fever, chills, or sweats. 

2. Diarrhea that does not go away or is bloody. 

3. Severe nausea and vomiting. 

4. Poor appetite and extreme weakness. 

5. Redness, swelling, or drainage from any place where you have an IV 

line inserted. 

6. Trouble breathing when you are at rest or when you are doing simple 

tasks. 

 十五、出院追蹤 Discharge Follow up 

    Regular physical examinations for the rest of her life and will likely be scheduled  

to have the CA-125 level checked every 3-4 months. 

參、 文獻 

1. Digant Gupta and Christopher G Lis. Role of CA125 in predicting ovarian 

cancer survival - a review of the epidemiological literature 

   Journal of Ovarian Research 2009, Oct 9;2:13. 
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2. A profile of ovarian cancer in England; Ovarian Cancer Resources, National 

Cancer Intelligence Network (NCIN)  

3. Guide to types and stages of ovarian cancer: Dr Sarah Blacklidge; Ovarian 

cancer action, 2012  

4. Newly diagnosed and relapsed epithelial ovarian carcinoma; ESMO Clinical 

Practice Guidelines for diagnosis, treatment and follow-up (2013) 

5. Society of Gynecologic Oncology. 2014 ovarian cancer FIGO 

6. Newly diagnosed and relapsed epithelial ovarian carcinoma; ESMO Clinical 

Practice Guidelines for diagnosis, treatment and follow-up (2013) 

7. Ovarian cancer - the recognition and initial management of ovarian cancer; 

NICE Clinical Guideline (April 2011) 

8. Ovarian cancer statistics; Cancer Research UK 
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疾病名稱：Leiomyoma of uterus, unspecified 

ICD-10-CM：D25.9 

壹、 前言 

 一、適用範圍 Scope 

    Uterine leiomyomas are common, benign, smooth muscle tumors of the uterus. 

They are found in nearly half of women over age 40 and infrequently cause problems. 

Fibroids tend to grow under the influence of estrogen, and regress when the estrogen 

levels are reduced. Thus, growth frequently occurs during pregnancy, followed by 

regression following delivery. After the onset of menopause, fibroids generally 

regress.  Since histological confirmation of the clinical diagnosis is not necessary in 

most cases, asymptomatic uterine leiomyomas can usually be followed without 

intervention. Women with leiomyomas whose physicians prescribed "watchful 

waiting" experienced no significant change in symptoms or decline in quality of life, 

thereby providing some reassurance to women who are asymptomatic or have mild 

symptoms and choose to avoid intervention  

 二、目的 Purpose 

    提供給任何婦女及相關醫護人員做為診療作業程序之依據。 

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

    包括家庭醫師、婦產科醫師、一般民眾。 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) clinical signs and symptoms 

(二) ultrasound 

(三) serum CA-125 
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 二、診斷依據 Diagnosis criteria 

(一) Ultrasound: This is a reliable means to show the fibroids and distinguish 

between ovarian and uterine growth. 

(二) MRI and CT Scanning: These can be useful, showing, for example, whether 

the ureter is obstructed and ruling out bowel involvement. 

(三) Laparoscopy: Rarely used for diagnostic purposed, it might occasionally be 

used for confirming the diagnosis of fibroids coming from the uterus. 

(四) Histology: As the risk of malignancy in a mass thought clinically to be a 

fibroid is <1%, surgical removal solely to confirm the absence of cancer is 

only infrequently undertaken. Factors that could increase your concerns for 

this could be rapid growth or other associated symptoms. 

 三、鑑別診斷 Differential Diagnosis 

(一) Uterine adenomyosis or adenomyoma 

(二) Adenomatoid tumors 

(三) Pregnancy 

(四) Hematometra  

(五) Uterine sarcoma 

(六) Uterine carcinosarcoma 

(七) Endometrial carcinoma 

(八) Metastatic disease (typically from another reproductive tract primary) 

 四、疾病（病理）分期 Disease and Pathology stage 

    Fibroids are often described according to their location in the uterus, although  

many fibroids have more than one location designation. An International Federation  

of Gynecology and Obstetrics (FIGO) staging scheme for fibroid location has been  

proposed. 

(一) Intramural myomas (FIGO type 3,4,5) - These leiomyomas develop from  
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    within the uterine wall. They may enlarge sufficiently to distort the uterine    

    cavity or serosal surface. Some fibroids can be transmural and extend from  

    the serosal to the mucosal surface.  

(二) Submucosal myomas (FIGO type 0,1,2) -These leiomyomas derive from  

    myometrial cells just below the endometrium. These neoplasms protrude    

    into the uterine cavity.  A type 0 fibroid is completely intracavitary, type I  

    has less than 50 percent of its volume in the uterine wall, whereas a type II  

    has 50 percent or more of its volume in the uterine wall.  

(三) Subserosal myomas (FIGO type 6,7) -  These leiomyomas originate from  

    the myometrium at the serosal surface of the uterus. They can have a broad  

    or pedunculated base and may be intraligamentary 

(四) Cervical myomas (FIGO type 8)- These leiomyomas are located in the  

    cervix, rather than the uterine corpus. 

 五、臨床症狀 signs and symptoms 

(一) Heavy or prolonged menstrual flows  

(二) Bleeding between peroid  

(三) Pelvic pain  

(四) Lower abdominal or back pain  

(五) Difficult voiding or Urethral obstruction 

(六) Stress Urinary Incontinence  

(七) Urinary freuqnecy  

(八) Inguinal pain  

(九) Infertility  

(十) Pelvic pressure or Pain during exercise 

 六、發生率與盛行率 Incident and prevalent 

    Uterine leiomyomas are the most common pelvic tumor in women. A 
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hysterectomy study found myomas in 77 percent of uterine specimens. The 

epidemiology of leiomyomas parallels the ontogeny and life cycle changes of the  

reproductive hormones estrogen and progesterone. Although the growth of fibroids is 

responsive to gonadal steroids, these hormones are not necessarily responsible for the 

genesis of the tumors. Leiomyomas have not been described in prepubertal girls, but 

they are occasionally noted in adolescents. Myomas are clinically apparent in 

approximately 12 to 25 percent of reproductive age women and noted on pathological 

examination in approximately 80 percent of surgically excised uteri. In hysterectomy 

specimens sectioned at 2-mm intervals, premenopausal women had an average 7.6 

fibroids . Most, but not all, women have shrinkage of leiomyomas at menopause. 

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

(一) Laboratory Studies 

1. CBC/DC  

2. Urinalysis and urine culture 

3. Cervical Gram stain and cultures 

4. ß-HCG  

(二) Imaging studies 

        transvaginal ultrasonography, endorectal ultrasonography, Magnetic    

    resonance imaging (MRI). 

(三) Serum studies 

        CA 125  

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

(一) Admission criteria:  

1. patient with clinical symptoms which can not be alleviated via medical 

treatment. 

2. Patient who received surgery or admitted for embolization 
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(二) Discharge criteria 

1. no postoperative fever nor wound infection 

2. minimal discomfort and adequate intake is possible.  

 九、主要治療處置 Primary treatment and management  

(一) Birth control pills/Progestins 

(二) Ergonovine/Transamine 

(三) Surgical treatment: laparoscopy, laprotomy  

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

(一) GnRH such as Leuplin im 

(二) Ladogol, Danazol 

(三) Uterine artery Embolization 

 十一、癒後 Outcome 

(一) GnRH has the desired effect of shrinking the fibroids. Unfortunately, after 6  

    months,when the GnRH must be stopped, the fibroids will rapidly re-grow,  

    making this a temporary treatment.  

(二) The birth control pills, Progestins, Ergonovine, and Transamine will not  

    shrink fibroids, they may be effective enough in controlling the symptoms  

    (particularly bleeding) that the patient can make it through to menopause. 

(三) Myomectomy is an option for women who have not completed childbearing  

    or otherwise wish to retain their uterus. Although myomectomy is an  

    effective therapy for menorrhagia and pelvic pressure, the disadvantage of  

this procedure is the risk that more leiomyomas will develop from new  

clones of abnormal myocytes. 

(四)  Uterine artery embolization (UAE), or uterine fibroid embolization (UFE),  

is a minimally invasive option for management of leiomyoma-related  

symptoms. It is an effective option for women who wish to preserve their  
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uterus and are not interested in optimizing future fertility. UFE results in  

shrinkage of myomas of approximately 30 to 46 percent 

 十二、住院天數 Length of stay 

(一) For LAVH, TAH, LM or UAE => 5-7 days 

(二) For treat heavy mence(blood transfusion, medicine treatment) => 1~3 days 

 十三、出院計畫 Discharge Plan 

(一) may be discharged after adequate intake and minimal wound discomfort 

(二) arrange out patient department followup  

 十四、出院衛教 Discharge health education 

(一) Regular OPD TAS/TVS followup  

(二) Wound self care at home. 

十五、出院追蹤 Discharge Follow up 

    Regular OPD followup for sonography. 

參、 文獻 

1. Munro MG, Critchley HO, and Fraser IS, (2011) The FIGO classification of 

causes of abnormal uterine bleeding in the reproductive years. Fertil Steril. 

Jun;95(7):2204-8, 2208.e1-3. 

2. Lönnerfors C, Persson J (2011) Pregnancy following robot-assisted 

laparoscopic myomectomy in women with deep intramural myomas. Acta 

Obstet Gynecol Scand. Sep;90(9):972-7.  

3. Gupta JK, Sinha AS, Lumsden MA, (2006) Uterine artery embolization for 

symptomatic uterine fibroids. Cochrane Database Syst Rev. 
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疾病名稱：（Ovarian tumor） 

ICD-10-CM：D27.9 

壹、 前言 

 一、適用範圍 Scope 

    for women with benign ovarian tumor, not the cases of ovarian cancer   

 二、目的 Purpose  

    for standard procedure in the management of ovarian tumor  

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

    for gynecologic doctor and nurse  

貳、 重要臨床準則 

 一、評估 Assessment  

(一) pelvic examination 

(二) sonography 

(三) blood examination (CA-125)  

 二、診斷依據 Diagnosis criteria 

    surgical pathology to confirm benign ovarian tumor  

 三、鑑別診斷 Differential Diagnosis 

(一) uteirne tumor (myoma) 

(二) ovarian cancer 

(三) intra-abdominal tumor arising from colon/bowel 

(四) distended urinary bladder 

(五) retroperitoneal tumor  

 四、疾病（病理）分期 Disease and Pathology stage  

(一) 功能性囊腫(functional cyst) 
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(二) 上皮性腫瘤(epithelial tumor) 

(三) 間質性腫瘤(stromal tumor) 

(四) 生殖細胞腫瘤(germ cell tumor) 

(五) 內膜異位瘤(endometrioma) 

(六) 以及其他幾種少見的腫瘤, 如 Brenner tumor 

 五、臨床症狀 signs and symptoms 

(一) Abdominal pain 

(二) Abdominal fullness 

(三) Abnormal or irregular menstrual cycle 

(四) Vaginal bleeding  

(五) Asymptomatic  

(六) Dysmenorrhea 

 六、發生率與盛行率 Incident and prevalent 

(一) Incidence : depends on different types of ovarian tumors and geographic 

areas   

(二) Prevalence : depends on different types of ovarian tumors and geographic 

areas   

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

(一) Pelvic flow sonography 

(二) abdominal/pelvic CT 

(三) abdominal/pelvic MRI if indicated  

(四) PET if suspect malignancy  

(五) Blood test (AFP, beta-HCG, CA-199, CA-153, CEA) 

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

(一) 住院 : tumor size > 5~6 cm, clinical symptoms, abdominal pain, risk of 

rupture, suspect malignancy or teratoma. 
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(二) 出院 : no clinical symptom, finish treatment, smooth intake   

 九、主要治療處置 Primary treatment and management  

(一) Observation at outpatient clinic: if no indications of surgery  

1. Side effect: persist or worse clinical symptoms   

2. Complication: malignant transformation  

(二) Medication: oral contraception to diminish the size 

1. Side effect: persist or worse symptoms   

2. Complication: malignant transformation and induce other cancers  

(三) Operation: to excision and biopsy tumors to exam pathology; can be done 

by laparoscopic surgery or exploratory surgery  

1. Side effect:    

2. Complication: malignant transformation and induce other cancers  

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

    Observation or medications if no indications of operation or patient refuse 

 十一、癒後 Outcome  

    Generally good for benign ovarian tumor   

 十二、住院天數 Length of stay 

    Depends on the type of operations ; usually 3-5 days      

 十三、出院計畫 Discharge Plan:   

(一) Outpatient clinic follow up after surgery and  

(二) Check up the final pathologic results of benign tumor   

(三) Ultrasound examination  

(四) Tumor markers follow up    

 十四、出院衛教 Discharge health education 

(一) Operative wound care  

(二) Prevention of scar formation  
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(三) Encourage routine physical exercise   

 十五、出院追蹤 Discharge Follow up 

    Two weeks later and then depends on the clinical situation  

參、 文獻 
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疾病名稱：Endometriosis of Ovary 

ICD-10-CM：N80.1 

壹、 前言 

 一、適用範圍 Scope 

        Endometriosis of ovary is the presence of endometrial-like tissue bleeds,   

    sloughs off, becomes transplanted, and grows and enlarges inside the ovaries.  

    It most commonly strikesbetween the ages of 25 and 40. As the blood builds up  

    over months and years, it turns brown. When it ruptures, the material spills over  

    into the pelvis and onto the surface of the uterus, bladder, bowel, and the  

    corresponding spaces between. The most common symptoms were menstrual  

    pain, painfual sexual intercourse, abnormal bleeding or infertility in some cases. 

 二、目的 Purpose 

    提供給任何婦女及相關醫護人員做為診療作業程序之依據。 

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

    包括家庭醫師、婦產科醫師、一般民眾。 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) clinical signs and symptoms 

(二) ultrasound 

(三) serum CA-125 

 二、診斷依據 Diagnosis criteria 

    The way to make a definitive diagnosis is through laparoscopy or by a sample of 

tissue for pathological study 

 三、鑑別診斷 Differential Diagnosis 

http://medical-dictionary.thefreedictionary.com/Laparoscopy
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(一) Appendicitis, Acute 

(二) Pregnancy, ectopic 

(三) Diverticular disease 

(四) Urinary tract infection, female  

(五) Ovarian cyst 

(六) Ovarian torison 

(七) Pelvic inflammatory disease  

 四、疾病（病理）分期 Disease and Pathology stage 

    Pathology stage of endomstriosis of ovary was the same of endometriosis.   

Endometriosis is categorized in four stages based on the severity, location, amount, 

depth and size of growths.  

(一) Stage 1 - minimal disease, superficial and filmy adhesions  

(二) Stage 2 - mild disease, superficial and deep endometriosis  

(三) Stage 3 - moderate disease, deep endometriosis and adhesions  

(四) Stage 4 - severe disease, deep endometriosis, dense adhesion  

    The stages of the disease do not indicate the level of pain, infertility or 

symptoms.  

 五、臨床症狀 signs and symptoms 

(一) Dysmenorrhea  

(二) Heavy or irregular bleeding  

(三) Pelvic pain  

(四) Lower abdominal or back pain  

(五) Dyspareunia  

(六) Dyschezia (pain on defecation) often with cycles of diarrhea and 

constipation  

(七) Bloating, nausea, and vomiting  
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(八) Inguinal pain  

(九) Pain on micturition and/or urinary frequency  

(十) Pain during exercise 

 六、發生率與盛行率 Incident and prevalent 

    The prevalence of endometriosis is approximately 6-8% but estimates vary.  

About 50~75 % of endometriosis occurred in ovary. It is usually diagnosed during 

laparoscopic surgery for evaluation of pelvic pain. Most prevalence studies are based 

on a surgical population in which the likelihood of disease is greater. No large-scale 

laparoscopic evaluation of asymptomatic women has been under taken. Three series 

including a total of over 1200 patients reported the rate of new endometrioma 

formation was at least 30 percent at two to five years after excision. Younger women, 

those with severe disease, and those with a history of endometriosis-related medical 

therapy were at highest risk of recurrence 

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

(一) Laboratory Studies 

1. CBC/DC  

2. Urinalysis and urine culture  

3. Cervical Gram stain and cultures 

4. ß-HCG  

(二) Imaging studies 

        transvaginal ultrasonography, endorectal ultrasonography, Magnetic  

    resonance imaging (MRI). 

(三) Serum studies 

        CA 125 , CCR1 Mrna 

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

(一) Admission criteria:  
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1. patient with clinical symptoms (and image proved adenomyoma) 

which can not be alleviated via medical treatment. 

2. Patient who received surgery and are admitted for Leuplin treatment 

(二) Discharge criteria 

1. no postoperative fever nor wound infection 

2. minimal discomfort and adequate intake is possible.  

 九、主要治療處置 Primary treatment and management  

(一) Non-steroidal anti-inflammatory drugs 

(二) Hormonal treatment Suppression of ovarian function for 6 months 

reducesendometriosis-associated pain. The hormonal drugs 

investigated—COC, danazol, gestrinone, medroxyprogesterone acetate and 

GnRH agonists 

(三) Surgical treatment: laparoscopy, laparotomy  

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

(一) GnRH such as Leuplin im 

(二) Ladogol, Danazol 

 十一、癒後 Outcome 

    endometriosis tends to recur unless definitive surgery is performed. The rate    

is 5%-20% per year, reaching a cumulative rate of 40% after 5 years. 

(一) Rate of recurrence increases with stage of disease, duration of follow-up. 

(二) Recurrence rates of 5 years after GnRH agonists were 37% for minimal 

disease and 74% for severe disease. 

(三) Recurrence rate approximately 20% after 5 years in patients treated by 

complete laparoscopic excision of visible endometriotic lesions. 

 十二、住院天數 Length of stay 

(一) For LC => 5-7 days 
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(二) For patients who wish to receive Leuplin injection is 1 day. 

 十三、出院計畫 Discharge Plan 

(一) may be discharged after adequate intake and minimal wound discomfort 

(二) arrange out patient department followup for self paid Leuplin injection 

 十四、出院衛教 Discharge health education 

(一) Regular OPD TAS/TVS followup together with CA-125 checkup 

(二) Wound self care at home. 

 十五、出院追蹤 Discharge Follow up 

    Regular OPD followup on serial CA-125 profile and sonography. 
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疾病名稱：Threatened abortion, antepartum condition or 

complication 

ICD-10-CM：O20.0 

壹、 前言 

 一、適用範圍 Scope 

    Pregnant women with gestational age less than 20 weeks with symptoms/signs of 

threatened abortion 

 二、目的 Purpose 

    提供給照護病人的醫護人員做為診療作業程序 

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

    婦產科醫師及護理人員 

貳、 重要臨床準則 

 一、評估 Assessment 

    Threatened abortion is a clinically descriptive term that applies to women who 

are at less than 20 weeks' gestation with a viable pregnancy and have vaginal spotting 

or bleeding, a closed cervical os, and, possibly, mild uterine cramping 

 二、診斷依據 Diagnosis criteria 

    Sonography images can help determine presence of an embryo/fetus, the    

presence of heart motion, intactness of the choriodecidua, location (intrauterine   

or extrauterine), and gestational age. 

    Embryos with low fetal heart rate (<110 bpm) noted on transvaginal   

ultrasonography may have a higher chance of pregnancy loss. 

 三、鑑別診斷 Differential Diagnosis 

(一) Missed abortion 
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(二) Complete/Incomplete abortion 

(三) Cervical polyp 

(四) Cervical cancer 

(五) Vaginal laceration 

 四、疾病(病理)分期 Disease and Pathology stage 

    Not applicable 

 五、臨床症狀 signs and symptoms 

    Vaginal spotting is very common and is experienced in approximately 25% of 

clinically apparent pregnancies at less than 20 weeks' gestational age. Some may 

present with abdominal cramping with or without vaginal bleeding. 

 六、發生率與盛行率 Incident and prevalent 

    20 to 25 percent of women during early gestation and may persist for days or 

weeks. 

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

(一) Abdominal or vaginal ultrasound may be done to check the baby's 

development,   heartbeat, and amount of bleeding. A pelvic exam will be 

done to check the cervix. 

(二) The following blood tests may be performed: 

(三) Beta HCG (quantitative) test over a period of days or weeks to confirm 

whether the pregnancy is continuing  

(四) Complete blood count (CBC) to determine amount of blood loss  

(五) Serum HCG to confirm pregnancy  

(六) White blood count (WBC) with differential to rule out infection 

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

(一) If there is abdominal cramping and which cause repeated vaginal spotting, 

admission for tocolytic agents will be require.  

http://www.nlm.nih.gov/medlineplus/ency/article/003510.htm
http://www.nlm.nih.gov/medlineplus/ency/article/003642.htm
http://www.nlm.nih.gov/medlineplus/ency/article/003509.htm
http://www.nlm.nih.gov/medlineplus/ency/article/003643.htm
http://www.nlm.nih.gov/medlineplus/ency/article/003657.htm
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(二) Patients were able to discharge if those symptoms subsided without the 

usage of parenteral tocolytics. 

 九、主要治療處置 Primary treatment and management 

(一) You may be told to avoid or restrict some forms of activity, or you may need 

complete bed rest. Not having sexual intercourse is usually recommended 

until the warning signs have disappeared. 

(二) The use of Progesterone is controversial. It might relax smooth muscles, 

including the muscles of the uterus. However, it also might increase the risk 

of an incomplete abortion or an abnormal pregnancy. Unless there is a luteal 

phase defect, progesterone should not be used. 

(三) Complications include anemia, infection, miscarriage, and blood loss 

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

    In severe cases, tocolytic agents such as Ritodrine or Nifedipine can be   

considered. Magnesium sulfate may be benefit in some patient. Analgesics can be 

prescribed to sooth the pain. 

 十一、癒後 outcome 

    Outcome depends on clinical status. Some may progress to early trimester or mid 

trimester abortion; some may regress spontaneously without medication. 

 十二、住院天數 Length of stay 

Depend on clinical condition 

 十三、出院計畫 Discharge Plan 

OPD follow up 

 十四、出院衛教 Discharge health education 

Bed rest, monitor fetal movement 

 十五、出院追蹤 Discharge Follow up 

Two weeks later 

http://www.nlm.nih.gov/medlineplus/ency/article/000904.htm
http://www.nlm.nih.gov/medlineplus/ency/article/000560.htm
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疾病名稱：Threatened premature labor, antepartum 

condition or complication 

ICD-10-CM：O60.03 

壹、 前言 

 一、適用範圍 Scope 

    Pregnant women with gestational age more than 20 weeks with symptoms/signs 

of preterm labor 

 二、目的 Purpose 

    提供給照護病人的醫護人員做為診療作業程序 

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

    婦產科醫師及護理人員 

貳、 重要臨床準則 

 一、評估 Assessment 

An external tocodynamometer belted around the abdomen and connected to an 

electronic waist recorder allows a woman to ambulate while uterine activity is  

recorded. Results are transmitted via telephone daily. Women are educated concerning 

signs and symptoms of preterm labor, and clinicians are kept apprised of their 

progress. 

 二、診斷依據 Diagnosis criteria 

    Preterm labor is primarily diagnosed by symptoms and physical examination. 

Sonography is used to identify asymptomatic cervical dilation and effacement. 

 三、鑑別診斷 Differential Diagnosis 

(一) Placenta previa 

(二) Placenta abruption 
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(三) Cervical polyp 

(四) Cervical cancer 

(五) Vaginal laceration 

 四、疾病(病理)分期 Disease and Pathology stage 

    Not applicable 

 五、臨床症狀 signs and symptoms 

(一) Painful or painless uterine contractions 

(二) Pelvic pressure, menstrual like cramps 

(三) Watery vaginal discharge 

(四) Lower back pain 

(五) Cervical change 

 六、發生率與盛行率 Incident and prevalent 

    10.4 percent of Asian pregnant women in America. 

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

(一) Abdominal ultrasound to check the baby's development, and amount of 

bleeding. 

(二) A pelvic exam and or vaginal ultrasound will be done to check the cervix. 

(三) Complete blood count (CBC) with differential to rule out infection 

(四) Fibronectin test or Actim Parus test to assess the risk 

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

(一) If there is abdominal cramping, repeated vaginal spotting or rupture of 

membranes, admission for tocolytic agents will be require.  

(二) Patients were able to discharge if those symptoms subsided without the 

usage of parenteral tocolytics. 

 九、主要治療處置 Primary treatment and management 

    Bed rest and tocolysis is the mainstream management. Use antenatal 

http://www.nlm.nih.gov/medlineplus/ency/article/003642.htm
http://www.nlm.nih.gov/medlineplus/ency/article/003657.htm
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corticosteroid for fetal lung maturity. Prescribe uterine contraction inhibitors to 

prolong time to delivery. Magnesium sulfate is indicated in gestational age     

between 24 to 32 weeks for fetal neural protection. Administer antibiotics in     

patient with rupture of membranes or for group B streptococcal prophylaxis. 

    Preterm newborns frequently have intracranial germinal matrix bleeding     

that can extend to more serious intraventricular hemorrhage. Most authors report that 

prolonged membrane rupture is associated with increased fetal and maternal     

sepsis 

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

Close observation or induction of labor. If cervical incompetence is recognized 

with threatened preterm labor, emergency cerclage can be attempted, 

 十一、癒後 outcome 

Outcome depends on clinical status. Some may progress to preterm 

delivery;some may regress spontaneously without medication. Various morbidities, 

largely due to organ system immaturity, are significantly increased in infants born 

before 37 weeks’ gestation compared with those delivered at term. 

 十二、住院天數 Length of stay 

    Depend on clinical condition 

 十三、出院計畫 Discharge Plan 

OPD follow up 

 十四、出院衛教 Discharge health education 

Bed rest, monitor fetal movement 

 十五、出院追蹤 Discharge Follow up 

Two weeks later 

參、 文獻 
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    F. Cunningham et al. Williams Obstetrics. 24th ed. McGraw-Hill Professional; 

2014. 

肆、 編審人員 

編審 姓名 職稱 簡歷 

撰寫者 葉長青 主治醫師 學歷 國立陽明大學醫學系士 

經歷 美國耶魯大學婦產科訪問學者、台  

     北榮民總醫院婦女醫學部住院醫師 

專長 一般婦產科、婦產科超音波，高危\         

     險妊娠、母胎醫學 

審核者  莊其穆 主治醫師 學歷 陽明大學醫學系 

經歷 臺北榮民總醫院婦女醫學部遺傳優 

     生學科主任、國立陽明大學副教授 

專長 婦癌化學治療、婦癌篩檢與預防、 

     婦科內視鏡、一般婦科及婦女泌尿 

     手術、更年期問題 

 

 

 

 

 

 

 

 

 

 



 58 

疾病名稱：Previous cesarean delivery NOS, delivered,with or 

without mention of antepartum condition 

ICD-10-CM：O34.21 

壹、 前言 

 ㄧ、適用範圍 Scope 

    Women with previous cesarean history at time of delivery 

 二、目的 Purpose 

    提供給照護病人的醫護人員做為診療作業程序 

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

    婦產科醫師及護理人員 

貳、 重要臨床準則 

 ㄧ、評估 Assessment 

With pregnancy woman with previous cesarean section (C/S), there will be two 

chooses for the second gestation labor.  

There is always a chance for the patient to choose vaginal delivery other than 

another cesarean section when the baby is in right presentation (vertex). Which we 

called as Vaginal Birth After Cesarean Section (VBAC). 

As for those pregnancy women who do not want to Trial of Labor after 

Cesarean (TOLAC) or were not qualified for the indication of VBAC, another 

cesarean section will be indicated. 

 二、診斷依據 Diagnosis criteria 

Before VBAC to be performed, several indication to be obey for a successful 

trial of labor, including the baby weight( not more than 4,000gm), prior vaginal labor 

or VBAC, a spontaneous labor( dilatation of cervix) as patients who undergo 
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induction of labor are at a higher risk of prior cesarean delivery compared with 

women who experience spontaneous labor. Preterm labor is also a benefit for VBAC 

due to the smaller of the baby size.  

As for decreasing the chance of success, there were several indication to be  

avoid, includes the maternal obesity, short maternal status, increase in maternal age > 

41, gestational age > 41, gestational diabetes mellitus. 

Therefore Cesarean section will be indicated for those who were not able to 

perform VBAC.  

 三、鑑別診斷 Differential Diagnosis 

    Not applicable 

 四、疾病(病理)分期 Disease and Pathology stage 

Not applicable 

 五、臨床症狀 signs and symptoms 

Not applicable 

 六、發生率與盛行率 Incident and prevalent 

However, the rate of successful VBAC has decreased during the past 10 years. 

Whereas, 40-50% of women attempted VBAC in 1996, and 20% of patients with a 

prior cesarean delivery attempted a trial of labor in 2002. This number is drifting 

down with fewer than 10% of women achieving successful VBAC in 2005. 

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

We have to make sure it is vertex presentation by sonography. Also the body 

weight of the fetus. 

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

VBAC: before admission, the patient needs to sign up as to agree to try of 

VBAC. There must be a spontaneous uterine contraction as there is not be induction 

to be performed. Cervical dilation will be confirmed at admission. Then we will start 
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to monitor the baby heart beat as well as the frequency and quantity of uterine 

contraction. Beware for uterine rupture. For preventing uterine rupture, set up a larger 

gauze IV fluid catheters and routes. NPO and blood preparation is required. Take 

mother’s vital sign every 20 minutes. 

After the labor, if there is no specific condition including post partum 

hemorrhage, the total admission day will be three days and the patient will have to 

come back for check up after 6 weeks 

C/S: at admission make sure that there is no sign for labor and start for pre  

op survey including the risk for anesthesia. 

After the labor, for a cesarean section the total admission day will be 5  days. 

The condition of the operation wound must to be checked. The patient will be 

discharge and will also be back for check up after 6 weeks. 

 九、主要治療處置 Primary treatment and management 

    VBAC or C/S is the main management. Uterine rupture is the most serious 

complication for VBAC. It might be happened to the old cesarean section scar. When 

there is sign of sever uterine contraction with pain, loss of station of the fetus, fetal 

heart beat variability comes with continuous variable or late deceleration patterns, 

increase of vaginal bleeding, conscious change of the mother or in shock status or sign 

of internal bleeding, immediate explore laparotomy will be performed and massive IV 

hydration with blood transfusion will be given. Send pediatrics standby for baby care.  

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

Not applicable 

 十一、癒後 outcome 

Well, except for postpartum hemorrhage or infection 

 十二、住院天數 Length of stay 

7 days in average 
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 十三、出院計畫 Discharge Plan 

OPD follow up 

 十四、出院衛教 Discharge health education 

Sitz bath, wound care and personal hygiene. 

 十五、出院追蹤 Discharge Follow up 

    Four weeks later 
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審核者  莊其穆 主治醫師 學歷 陽明大學醫學系 
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疾病名稱：Second-degree perineal laceration, delivered, with 

or without mention of antepartum condition 

ICD-10-CM：O70.1 

壹、 前言 

 一、適用範圍 Scope 

    Women without indications of cesarean section at time of delivery 

 二、目的 Purpose 

    提供給照護病人的醫護人員做為診療作業程序 

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

    婦產科醫師及護理人員 

貳、 重要臨床準則 

 一、評估 Assessment 

Laceration and episiotomy are common complications of the delivery process. 

Lacerations and extension of episiotomies may be minimized with careful 

management of delivery. 

Second-degree lacerations go deeper, into the muscles underneath. These tears 

need to be stitched closed, layer by layer. They'll cause you some discomfort and 

usually take a few weeks to heal. The stitches dissolve on their own during the healing 

period. 

    At least 4 percent of women who deliver vaginally end up with a more serious 

tear in their perineum. Sometimes this happens when an episiotomy is done and the 

tissue then tears farther on its own. These severe tears are called third- or 

fourth-degree lacerations 

 二、診斷依據 Diagnosis criteria 
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Second degree lacerations extend into the fascia and musculature of the perineal 

body, which includes the deep and superficial transverse perineal muscles and fibers 

of the pubococcygeus and bulbocavernosus muscles. The anal sphincter muscles 

remain intact. 

 三、鑑別診斷 Differential Diagnosis 

(一) First degree lacerations involve injury to the perineal skin and vaginal 

epithelium only. The perineal muscles remain intact. 

(二) Third degree lacerations extend through the fascia and musculature of the 

perineal body and involve some or all of the fibers of the external anal 

sphincter (EAS) and/or the internal anal sphincter (IAS). Third degree 

lacerations are subclassified as follows: 

1. 3a: <50 percent of EAS thickness is torn 

2. 3b: >50 percent of EAS thickness is torn 

3. 3c: IAS is torn (in addition to complete rupture of the EAS)  

(三) Fourth degree lacerations involve the perineal structures, EAS, IAS, and the 

rectal mucosa. 

 四、疾病(病理)臨床分期 Disease and Pathology stage 

Not applicable 

 五、臨床症狀 signs and symptoms 

Not applicable 

 六、發生率與盛行率 Incident and prevalent 

Most of perineal laceration ends up with second degree laceration, however at 

least 4 percents of woman who deliver vaginally end up with a more serious tear in 

their perineum. Sometimes this happens when an episiotomy is done and the tissue 

then tears farther on its own. These severe tears are called third- or fourth-degree 

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

Not applicable 

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

Laceration and episiotomy are common complications of the delivery process. 

Therefore there aren’t any specific criteria for admission and discharge. It is just as 

normal for spontaneous delivery. However we have to educate the patient for the 

postpartum, perineal care for example hot sitz bath. As for fourth degree laceration, 

patient should avoid from anal enema. Patients are allowed to discharge after three 

days of postpartum care in the hospital. 

 九、主要治療處置 Primary treatment and management 

Primary repair is the mainstream management. In special cases, delayed repair is 

considered. There aren’t much complication reported for second degree lacerations, 

however be aware of hematoma or infection induce abscess therefore we have to 

check the perineal site before discharge and to educate the patient for the perineal care 

as to decrease the chance for infection. 

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

Not applicable 

 十一、癒後 outcome 

Well, except for postpartum hemorrhage or infection 

 十二、住院天數 Length of stay 

3 days in average 

 十三、出院計畫 Discharge Plan 

OPD follow up 

 十四、出院衛教 Discharge health education 

Sitz bath, wound care and personal hygiene. 

 十五、出院追蹤 Discharge Follow up 
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Four weeks later 
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