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疾病名稱：Skin Malignancy 

ICD-10-CM：C43、C44 

壹、 前言 

一、適用範圍 Scope 

Skin cancer arises from malignant proliferation of different cell types from skin. 

Although it is locally invasive, it usually remains localized and can be cured by a 

variety of techniques. 

二、目的 Purpose 

The main concept for those people in high risk, such as frequent sun exposure or 

unusual skin lesions to have an idea for proper management 

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

貳、 重要臨床準則 

 一、評估 Assessment  

(一) A for asymmetry: A mole that, when divided in half, doesn't look the same   

on both sides 

(二) B for border: A mole with edges that are blurry or jagged 

(三) C for color: Changes in the color of a mole, including darkening, spread of  

color, loss of color, or the appearance of multiple colors such as blue, red,  

white, pink, purple or gray 

(四) D for diameter: A mole larger than 1/4 inch in diameter 

(五) E for elevation: A mole that is raised above the skin and has an uneven 

surface 

 二、診斷依據Diagnosis criteria 

(一) History of tumor formation and sun light exposure 
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(二) Physical examinations: tumor character, enlargement of regional lymph  

node 

(三) Tumor biopsy for pathological diagnosis 

 三、鑑別診斷Differential Diagnosis 

(一) Bowen’s disease 

(二) Squamous cell carcinoma 

(三) Basal cell carcinoma 

(四) Malignant melanoma 

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Squamous cell carcinoma and Basal cell carcinoma 

TX: Primary tumor cannot be assessed 

T0: No evidence of primary tumor 

Tis: Carcinoma in situ (tumor is still confined to the epidermis) 

T1: The tumor is 2 centimeters (cm) across (about 4/5 inch) or smaller 

T2: Tumor is larger than 2 cm across but smaller than 5 cm (about 2 inches) 

T3: Tumor is larger than 5 cm across 

T4: Tumor of any size that invades deeply into muscle, cartilage, or bone  

NX: Nearby lymph nodes cannot be assessed 

N0: No spread to nearby lymph nodes 

N1: Spread to nearby lymph nodes  

MX: Presence of distant metastasis cannot be assessed 

M0: No distant metastasis 

M1: Distant metastasis is present  
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(二) Melanoma 

AJCC TNM Stage  Criteria for staging 

IA T1aN0M0  

T1a= Breslow ≦1mm,no ulceration(U-)and 

Clark level ≦III 

IB 
T1bN0M0 

T2aN0M0 

T1b= Breslow ≦1mm with ulceration(U+) or 

Clark level ≧IV 

T2a= Breslow 1.01-2.0mm U- 

IIA 
T2b/T3a 

N0M0 

T2b= Breslow 1.01-2.0mm,U+/ 

T3=2.01-4.0mm U- 

IIB 
T3b/T4a 

N0M0 

T3b=Breslow 2.01-4.0mm U+/ T4=> 4.0mm 

U- 

IIC T4bN0M0 T4b=Breslow >4.0mm U+ 

IIIA AnyTaN1a/N2aM0 
U-,N1a = 1 lymph node microscopically 

+/N2= 2-3 nodes 

IIIB AnyTbN1a/N2aM0 U+,N1a= 1 lymph node microscopically 

Stage Primary Tumor Regional Lymph Nodes Distant Metastasis 

 Stage 0 Tis N0 M0 

Stage I T1 N0 M0 

 T3 N0 M0 

Stage III T4 N0 M0 

 Any T N1 M0 

Stage IV Any T Any N M1 
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+/N2 = 2-3 nodes 

IIIC 
AnyTbN1b/N2bM0 

AnyTN3M0 

U+,N1b= 1 lymph node macroscopically 

+/N2=2-3 nodes 

U- OR U+,N3=≧4 nodes,satellite or in 

transit metastases 

IV 

AnyTanyN M1a 

AnyTanyNM1b 

AnyTanyNM1c 

M1a= nodal metastases with normal LDH 

distant skin, subcutaneous with normal LDH 

M1b= lung metastases with normal LDH 

M1c= LDH elevated and/or any 

non-pulmonary visceral metastases  

 五、臨床症狀 signs and symptoms 

(一) Skin cancer arises most commonly in areas frequently exposed to the sun 

(二) Skin cancer is frequently asymptomatic, but patients may report that the  

tumors are painful, itchy, or bleed easily 

 六、發生率與盛行率 Incident and prevalent 

Basal cell carcinoma 為最常見之皮膚腫瘤, squamous cell carcinoma 為第二

常見, 而 melanoma的粗略發生率為每年每十萬人口為 9人 

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

(一) Routine CBC, biochemistry 

(二) Chest X-ray film 

(三) CT scan, sonogram, MRI or bone scan for suspicion of metastatic lesions 

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

(一) 需要開刀治療或是化學治療者需要住院 

(二) 開刀後傷口癒合狀況良好, 或是化學治療後無特殊不適者,可以出院 

 九、主要治療處置Primary treatment and management    
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(一) Wide excision for tumor ablation and reconstruction with skin graft or flap 

(二) Regional lymph node dissection 

(三) Post-operative radiotherapy 

(四) Chemotherapy or immunotherapy 

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

 十一、癒後 Outcome 

(一) Squamous cell carcinoma: The overall prognosis for patients with a   

primary cutaneous SCC is excellent, with an overall five-year cure rate of  

greater than 90 percent 

(二) Basal cell carcinoma: The prognosis for most patients with BCC is  

excellent. These lesions are typically slow-growing, and metastatic disease  

is a rare event. In one report, the rate of metastasis for a BCC was 0.1  

percent. Approximately 20 percent of patients with one BCC subsequently  

develop another primary BCC within one year, and roughly 40 percent  

develop a new BCC within five years after their original diagnosis 

(三) Melanoma 

 

AJCC 
TNM Stage  

10-y 

survival  

IA T1aN0M0  87.9% 

IB 
T1bN0M0 

T2aN0M0 

83.1% 

79.2% 

IIA 
T2b/T3a 

N0M0 
64.4/63.8% 

IIB T3b/T4a 53.9/50.8% 
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N0M0 

IIC T4bN0M0 32.3% 

IIIA AnyTaN1a/N2aM0 63.0/56.9% 

IIIB AnyTbN1a/N2aM0 47.7/35.9% 

IIIC 
AnyTbN1b/N2bM0 

AnyTN3M0 

24.4/15.0% 

18.45 

IV 

AnyTanyN M1a 

AnyTanyNM1b 

AnyTanyNM1c 

15.7% 

2.5% 

6.0% 

十二、住院天數Length of stay 

(一) Without complication: about 1 week 

(二) With complication: several weeks to months 

 十三、出院計畫 Discharge Plan  

    定期門診追蹤 

 十四、出院衛教 Discharge health education 

    若身上有疑似的皮膚病灶出現, 宜至門診就醫 

 十五、出院追蹤 Discharge Follow up 

    定期門診追蹤, 五年 

參、 文獻 

1. ESMO Guidelines Task Force: 2009 

2. Haskell Cancer Treatment ,Fifth Edition 

3. National Comprehensive Cancer Network (NCCN), Practice Guidelines in 

Oncology- v.1.2012  

4. Up to date 16.3 
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肆、 編審人員 

編審 姓名 職稱 簡歷 

撰寫者 吳思賢 主治醫師 學歷 高雄醫學大學醫學系學士 

經歷 台北榮總住院醫師、主治醫師 

專長整形外科、傷口照護、燒傷治療 

審核者 石育仲 主治醫師 學歷 台北醫學大學醫學系學士 

經歷 台北榮總住院醫師、主治醫師 

專長 整形外科、傷口照護、燒傷治療 
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疾病名稱：Necrotizing fasciitis 

ICD-10-CM：M72.6  

壹、 前言 

 一、適用範圍 Scope 

(一) The keys to successful management of necrotizing soft tissue infections are 

early recognition and prompt surgical debridement.  

(二) These lesions may present with few external manifestations.  

(三) Diffuse internal inflammation may progress rapidly, with significant 

underlying deep tissue destruction.  

(四) A 24-hour delay in diagnosis and treatment may result in a mortality rate of 

50 %.  

 二、目的 Purpose 

It is important to consider the many different types of necrotizing soft tissue  

infections, which are described in the medical and surgical literature because they 

may provide clinical clues which prompt early surgical intervention and therefore 

early diagnosis 

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

Orthopedist, surgeon 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Among patients with soft tissue infection, there are a number of clinical 

features that raise the likelihood of necrotizing infection.  

(二) These include systemic findings, such as fever, tachycardia, and 

hypotension, and typical signs and symptoms such as tense edema outside 
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the involved skin, disproportionate pain, blisters/bullae (esp. hemorrhagic), 

crepitus, and subcutaneous gas. 

 二、診斷依據 Diagnosis criteria 

(一) A risk score was retrospectively devised and then validated in a separate 

cohort in which six common laboratory parameters were used: 

1. Serum C-reactive protein ≥150 mg/L (4 points)  

2. White blood cell count 15,000 to 25,000/microL (1 point) or 

>25,000/microL (2 points)  

3. Hemoglobin 11.0 to 13.5 g/dL (1 point) or ≤11 g/dL (2 points)  

4. Serum sodium less than 135 meq/L (2 points)  

5. Serum creatinine greater than 1.6 mg/dL (141 mmol/L) (2 points)  

6. Serum glucose greater than 180 mg/dL (10 mmol/L) (1 point)  

(二) A total score ≥6 should raise the suspicion for necrotizing fasciitis while a 

score ≥8 was highly predictive (>75 percent).  

(三) Among the patients with necrotizing fasciitis, 75 to 80 percent had a score 

≥8, while only 7 to 10 percent had a score less than 6. Thus, the score is 

only useful when severe soft tissue infection is strongly suspected. 

 三、鑑別診斷 Differential Diagnosis  

Necrotizing fasciitis of either type must be distinguished from gas gangrene, 

pyomyositis, and myositis. 

 四、疾病（病理）分期 Disease and Pathology stage 

(一) Type I necrotizing fasciitis is a mixed infection caused by aerobic and 

anaerobic bacteria and occurs most commonly after surgical procedures and 

in patients with diabetes and peripheral vascular disease.  

(二) Type II necrotizing fasciitis refers to a monomicrobial infection caused by 

group A streptococcus (GAS, Streptococcus pyogenes). Necrotizing 
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fasciitis caused by community-associated methicillin-resistant 

Staphylococcus aureus (MRSA) as a monomicrobial infection has also been 

described  

 五、臨床症狀 signs and symptoms 

Presence of edema beyond the extent of erythema, crepitus, skin vesicles and 

bullae, fever and early sepsis, grayish watery drainage, coppery hue of the skin, 

cutaneous anesthesia, focal skin gangrene, shock, coagulopathy, and multiorgan 

failure. 

 六、發生率與盛行率 Incident and prevalent 

There are an estimated 3.5 cases per 100,000 persons with a case-fatality rate of  

24% for necrotizing fasciitis 

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

(一) Complete blood count, serum electrolyte levels, lactate level, creatine 

kinase and creatinine concentrations. 

(二) Soft tissue x-rays,  

(三) CT scan and MRI 

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

(一) All patients with suspicion of necrotizing fasciitis are candidates for 

surgical interventions and warranted for admission. 

(二) Discharge criteria: controlled infection and finished reconstruction 

 九、主要治療處置 Primary treatment and management 

(一) Radical surgical debridement 

(二) Antibiotic coverage 

(三) Hyperbaric oxygen therapy 

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

    Intravenous immune globulin  
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 十一、癒後 Outcome 

(一) Even with optimal therapy, necrotizing fasciitis is associated with 

considerable mortality.  

(二) The mortality rates in different studies have included 21 percent in type I 

necrotizing fasciitis, 14 to 34 percent in type II necrotizing fasciitis in which 

streptococcal toxic shock syndrome is commonly associated with mortality 

in patients with GAS infection, 22 percent in patients with cervical 

necrotizing fasciitis, and 22 to 40 percent in those with Fournier's gangrene. 

 十二、住院天數 Length of stay 

    2 weeks to 4 weeks 

 十三、出院計畫 Discharge Plan 

(一) Wound dressings if needed  

(二) Hyperbaric oxygen therapy if needed 

 十四、出院衛教 Discharge health education 

Treatment for underlying diseases like diabetes mellitus, peripheral artery 

diseases 

 十五、出院追蹤 Discharge Follow up 

參、 文獻 

1. Anaya, DA, Patchen Dellinger, E. Necrotizing soft-tissue infection: 

diagnosis and management. Clin Infect Dis 2007; 44:705.  

2. O'Loughlin, RE, Roberson, A, Cieslak, PR, et al. The epidemiology of 

invasive group A streptococcal infection and potential vaccine implications: 

United States, 2000-2004. Clin Infect Dis 2007; 45:853.  

3. Schwartz, MN, Pasternack, MS. Cellulitis and subcutaneous tissue 

infections. In: Principles and Practice of Infectious Diseases, 6th ed. 

http://www.uptodate.com/online/content/abstract.do?topicKey=skin_inf/6195&refNum=1
http://www.uptodate.com/online/content/abstract.do?topicKey=skin_inf/6195&refNum=1
http://www.uptodate.com/online/content/abstract.do?topicKey=skin_inf/6195&refNum=2
http://www.uptodate.com/online/content/abstract.do?topicKey=skin_inf/6195&refNum=2
http://www.uptodate.com/online/content/abstract.do?topicKey=skin_inf/6195&refNum=2
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Mandell, GL, Bennett, JE, Dolin, R, (Eds), Churchill Livingstone, 

Philadelphia, PA 2005, p. 1172.  

4. Miller, LG, Perdreau-Remington, F, Rieg, G, et al. Necrotizing fasciitis 

caused by community-associated methicillin-resistant Staphylococcus 

aureus in Los Angeles. N Engl J Med 2005; 352:1445.  
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疾病名稱：Leg ulcer 

ICD-10-CM：I83.0、I83.2、L97 

壹、 前言 

 一、適用範圍 Scope 

    Leg ulcer  

 二、目的 Purpose 

    Ulcers of the lower extremities, particularly in individuals older than 65 years, 

are a common cause for visits to the podiatrist, wound care specialist, primary care 

physician, vascular surgeon, or dermatologist. The great majority of vascular ulcers 

are chronic or recurrent. They cause a considerable amount of morbidity among 

patients with peripheral vascular disease, including work incapacity. The care of 

chronic vascular ulcers places a significant burden on the patient and the health care 

system. Additionally, these nonhealing ulcers place the patient at much higher risk for 

lower extremity amputation. 

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

    Patient & paramedical stuff 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) Smoking. 

(二) High blood pressure. 

(三) Diabetes. 

(四) Arthritis (rheumatoid arthritis). 

(五) Old leg ulcers. 

http://www.netdoctor.co.uk/health_advice/facts/smokehealth.htm
http://www.netdoctor.co.uk/diabetes/hypertension.htm
http://www.netdoctor.co.uk/diseases/facts/diabetes.htm
http://www.netdoctor.co.uk/achesandpains/arthritis.htm
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(六) Coronary heart disease, including coronary thrombosis (blood clots in the 

arteries of the heart). 

(七) Atherosclerosis in the legs.  

 二、診斷依據 Diagnosis criteria 

    Chronic leg or vascular ulcers typically manifest as arterial, neurotrophic, or  

venous ulcers. They are distinct with regard to their location, appearance, bleeding, 

and associated pain and findings. 

 三、鑑別診斷 Differential Diagnosis 

(一) Arterial ulcers 

        Arterial ulcers are often located distally and on the dorsum of the foot or   

    toes. Initially they have irregular edges, but they may progress to have a  

    better-defined appearance. The ulcer base contains grayish, unhealthy-appearing  

    granulation tissue. With manipulation, such as debriding, these ulcers bleed very  

    little or not at all. The patient may report characteristic pain, especially at night  

    when supine, which is relieved by dependency of the extremity. Upon  

    examination, characteristic findings of chronic ischemia, such as hairlessness,  

    pale skin, and absent pulses, are noted. 

(二) Neurotrophic ulcers 

        Neurotrophic ulcers are characterized by a punched-out appearance with a  

    deep sinus. These are often seen underlying calluses or over pressure points (eg,  

    plantar aspect of the first or fifth metatarsophalangeal joint). They are commonly  

    surrounded by chronic inflammatory tissue. Probing or debriding may lead to  

    brisk bleeding. Because these patients usually have a neuropathy leading to   

    hypesthesia and diminished positional sense or 2-point discrimination, these  

    ulcers are frequently painless. 

(三) Venous ulcers 

http://www.netdoctor.co.uk/diseases/facts/atherosclerosis.htm
http://www.netdoctor.co.uk/diseases/facts/coronarythrombosis.htm
http://www.netdoctor.co.uk/diseases/facts/atherosclerosis.htm
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        Venous ulceration is commonly noted in the "gaiter" region of the legs. This  

    region is located circumferentially around the lower leg from approximately mid  

    calf to just below the medial and lateral malleoli. Larger but shallower than other  

    ulcers, stasis ulcers have a moist granulating base and an irregular border. This  

    base oozes venous blood when manipulated. The tissue surrounding these ulcers  

    may exhibit signs of stasis dermatitis. Patients often report mild pain that is    

    relieved by elevation. 

 四、疾病（病理）分期 Disease and Pathology stage 

    Arterial (or ischemic) ulceration can be caused by either progressive 

atherosclerosis or arterial embolization. Both lead to ischemia of the skin and 

lceration.Venous (or stasis) ulceration is initiated by venous hypertension that 

develops because of inadequate calf muscle pump action and after the onset of  

either primary (with no obvious underlying etiology) or secondary (as seen after deep 

venous thrombosis) valvular incompetence. Two hypotheses have been proposed to 

explain venous ulceration once venous hypertension develops. The first states that 

distension of the capillary beds occurs because of increased stasis. This leads to 

leakage of fibrinogen into the surrounding dermis. Over time, a fibrinous pericapillary 

cuff is formed, impeding the delivery of oxygen and other nutrients or growth factors 

to the affected tissue. The resulting hypoxic injury leads to fibrosis and then 

ulceration.The other hypothesis suggests that the endothelium is damaged by 

increased venous pressure and leukocyte activation. Proteolytic enzymes and free 

radicals are released, escape through the leaky vessel walls, and damage the 

surrounding tissue, leading to injury and ulceration. 

    慢性靜脈疾病依照 American Venous Forum在 1994提出之 CEAP分類法，臨 

床上分為 7個等級(class o~6)  

    class 0：沒有可見到或觸摸到之靜脈瓣閉鎖不全之症候  
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    class 1：細小血管擴張或蜘蛛網狀之小靜脈曲張  

    class 2：明顯之靜脈曲張  

    class 3：水腫  

    class 4：色素增加、皮膚炎  

    class 5：有靜脈潰瘍，但已癒合  

    class 6：開放之靜脈性潰瘍 

 五、臨床症狀 signs and symptoms 

    Approximately 70 per cent of all leg ulcers are venous ulcers. A leg with venous 

problems has a very characteristic appearance: 

(一) the leg is swollen. 

(二) the skin surrounding a venous ulcer is dry, itchy and sometimes brownish in  

 colour.  

(三) eczema may appear (varicose eczema). 

(四) the ulcer has a weeping, raw appearance and is usually painless unless   

 infected. 

(五) venous leg ulcers are often located just above the ankle, typically on the  

 inside of the leg. 

 六、發生率與盛行率 Incident and prevalent 

    In the United States, the prevalence of vascular ulcers in the general population 

is not known. However, as the obesity rate increases, the rate of vascular ulcers also 

increases because of the comorbidities that are associated with patients who are obese. 

In certain states, venous ulcers are seen in 2.5% of patients admitted to long-term care 

facilities. This rate is believed to be much higher than the overall population 

prevalence. Internationally, studies performed in Ireland1 and Australia estimate the 

prevalence of current chronic leg ulcers at approximately 1%. Of these, most 

(approximately 80%) are thought to be caused by venous disease rather than arterial 

http://www.netdoctor.co.uk/diseases/facts/eczema.htm
http://emedicine.medscape.com/article/123702-overview
javascript:showcontent('active','references');
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disease. A telephone survey performed in Sweden estimated the prevalence over time 

to be 9.8% for both healed and nonhealed ulcers in persons older than 70 years. 

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

(一) When noninvasive tests reveal unacceptable pedal perfusion, perform 

imaging studies of the lower extremity to identify the level of obstruction 

and to evaluate the distal runoff.  

1. Perform angiography when visualization of the vessels of the lower 

extremities is desired. A femoral runoff study is the study of choice. It 

reveals the filling of leg vessels down to the ankle. The plantar arch 

also may be visualized if the location of the wound is distal enough to 

warrant it. This study is invaluable to both the plastic surgeon when 

providing coverage and to the vascular surgeon if revascularization is 

also performed.  

2. Magnetic resonance angiography (MRA) can also be useful when 

evaluating lower extremity disease. Yucel et al found that MRA was 

94% accurate in evaluating lower extremity vessels when compared to 

conventional angiography or surgery.4 Owen and coworkers found that 

MRA detected all runoff vessels when compared to conventional 

angiography and, in fact, was more sensitive than conventional 

arteriography for visualizing both runoff vessels and arterial stenosis.5  

(二) Imaging tests for venous disease can also reveal important preoperative 

issues.  

1. Doppler duplex scanning can detect venous reflux with a sensitivity 

greater than 75%, compared to approximately 40% for descending 

venography. Neglen and Raju suggest that combining duplex scanning 

javascript:showcontent('active','references');
javascript:showcontent('active','references');
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with air plethysmography helps differentiate severe venous disease 

from mild venous disease.6  

2. Ascending venography also may be considered to obtain detailed 

anatomic information. This study can reveal axial channel patency, 

perforator incompetence, obstruction, and the presence of deep venous 

thrombosis. 

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

    Depending on the type and location of the leg ulcer, on an outpatient basis. 

 九、主要治療處置 Primary treatment and management  

    Surgical Therapy 

    When considering surgical therapy for chronic vascular ulcers, consider which is 

more appropriate for the patient: (1) revascularization and/or coverage of the wound, 

(2) ligation of incompetent venous perforators, or (3) primary amputation and 

rehabilitation. The plastic surgeon has several options when choosing operative 

coverage of an ulcer. 

    When the ulcer is caused by venous reflux in the superficial venous system, the 

problem can be addressed with minimally invasive procedures commonly practiced 

by vascular surgeons. These surgeries include saphenofemoral junction disconnection, 

stripping of the long saphenous vein to below the knee, calf varicosity avulsions, or 

saphenopopliteal junction disconnection. The rate of wound healing for those treated 

with surgery is not significantly higher than that of patients who are treated 

conservatively, but the resultant diminished rate of wound recurrence is a benefit.7  

    Ligation of superficial venous perforators has been shown to reduce the 4-year 

recurrence rate of vascular ulcers, from 56% in ulcers treated by compression alone to 

31% in ulcers treated by compression plus surgery (P < .01).12 This is a tremendous 

leap forward, as the natural history of these wounds is one of frequent recurrence. In 
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the case of ulcers not caused by venous hypertension, other approaches must be 

considered.  

    Revision of the wound followed by split-thickness skin graft (STSG) has long 

been an option for chronic wound management. Once a clean, granulating wound bed 

has been established through debridement, placement of a skin graft is usually all that 

is required to attain closure. Skin grafting can be effective for coverage of venous 

ulcers, but attention must be paid to extremity elevation during healing. Ischemic 

wounds located in areas that are difficult to treat also may be closed with skin grafting; 

studies have reported closure rates of 40% for diabetic foot wounds. 

    Often, the wound bed is not suitable for grafting or a structure such as a bone or 

tendon is exposed. Under these circumstances, consider pedicled or free flaps. These 

flaps are desirable for several reasons. Healing is promoted even in a suboptimal bed. 

All diseased tissue, including bone, may be debrided or excised. Neovascularization 

of the ischemic bed from the flap may occur, and vascular graft patency may be 

improved by the vascular runoff provided by free tissue transfer. 

    Microvascular flap coverage of chronic ulcers has met with much success in  

the treatment of arterial ulcers. Colen performed 10 such transfers in patients with 

peripheral vascular disease; 7 of these patients had revascularization prior to the 

procedure.13 All anastomoses were successful, although 1 patient underwent    

amputation after sepsis and its cardiovascular sequelae. Ciresi and coworkers  

reported successful salvage of limb length and function in 5 of 7 patients who  

underwent free tissue transfer for ischemic ulcers.14  

    Recently, plastic surgeons have begun treating venous ulcers with free tissue 

transfer, with mixed results. Steffe and Caffee report a 43% complication rate after 

tissue transfer to venous wounds and the development of new ulcers in all patients at 

approximately 17 months.15 Alternatively, Kumins et al16 and Weinzweig and 
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Schuler17 reported good success using free muscle flaps and skin grafting to cover 

venous ulcers. In the first study, all ulcers were healed, and the second study reports a 

90% success rate. Both studies were notable for a low recurrence of ulceration and an 

acceptable complication rate. 

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

    The latest research on wound care has resulted in increased use of interactive and 

active dressings rather than passive dressings that cover and  absorb. Interactive 

hydrocolloid dressings provide a controlled microenvironment for wound healing. 

Active dressings deliver substances such as growth factors, which are important in the 

healing cascade.  

Interactive dressings are typically occlusive dressings. They provide important  

moisture and supply a favorable microenvironment for the growth of new tissue. The 

advantages of moist occlusive dressings are numerous. Exudate is controlled, while 

epithelial cell migration is encouraged. Eschar is liquefied and fibrin is lysed to allow 

convenient debridement. Infection is managed through wound fluid rich in leukocytes. 

These dressings are also believed to provide symptomatic relief, such as decreased 

pain and pruritus. 

Dressings that deliver substances active in the healing process, such as growth  

factors, have been the subject of much recent investigation. While normal wounds 

heal because of epidermal division and migration within a neovascularized mesh of 

granulation tissue, resulting in a cover of new skin, chronic wounds typically show 

inadequate repair due to insufficient perfusion or wound infection. 

Wounds caused by venous hypertension are commonly treated with multilayer 

compression dressings that assist the return of pooled blood to the central circulation. 

These dressings have shown good results, with 73% of wounds healing with no other 

intervention needed.7  
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Topically applied growth factors are meant to assist the chronic wound with  

establishing healthy granulation tissue or epidermal cell function for improved healing. 

Several growth factors have been studied to this end. Platelet-derived growth factor 

has been shown to reduce the size of chronic ulcers by up to 70%, as compared to 

17% for placebo, probably via acceleration of provisional wound matrix deposition. 

Epidermal growth factor supplementation was associated with healing of 8 of 9 

wounds in which therapy had previously failed. Fibroblast growth factor has also been 

studied, but positive results have not yet been achieved. 

Chronic wounds may be associated with active infection, such as cellulitis.  

Additionally, an occasional chronic wound may be the nidus for bacteremia and 

sepsis. In these cases, administer systemic antibiotics. Alternatively, the wound itself 

may be infected, without systemic effects. Take steps to lower the bacterial count of 

these wounds, including topical methods to encourage wound healing. 

Edlich et al have shown that dressing changes alone usually lower the bacterial  

load, regardless of the type.8 Silver sulfadiazine has been shown to almost universally 

reduce the bacterial load to levels acceptable for wound closure. It is a 

broad-spectrum antibiotic and does not cause pain, as has been noted with mafenide 

acetate (Sulfamylon). However, penetration of eschar is questionable with this 

antibiotic. Saline-dampened gauze dressing changes also reduce the bacterial load in 

the large majority of wounds, but not as effectively as silver sulfadiazine. 

Povidone-iodine solution (Betadine) has also been used as a topical antibiotic and is 

largely successful at reducing bacterial counts. However, a widely held belief is that 

this solution also kills granulation tissue, which significantly impairs healing of these 

wounds. 

New investigations have focused on nonsurgical methods of improving the  

microcirculation of the healing wound. The use of low-intensity ultrasonic stimulation 
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of venous ulcers has shown a significant improvement in the rate of wound healing 

from 29% in a control group to 63% in the experimental group. This increased rate of 

healing is thought to be mediated by stimulation of signal-transduction pathways 

directly involved in angiogenesis, leukocyte adhesion, and growth factor production.9  

    Investigations have highlighted the possibility of using injected low molecular 

weight heparin to speed healing in neurotrophic ulcers in the setting of occlusive 

peripheral artery disease. The rationale for this therapy is to improve the 

microcirculation of the healing wound by thinning the blood and increasing the flow 

of capillary flow of blood to the injured tissues. Data published by Kalani et al show 

67% wound healing in patients treated with dalteparin compared to 47% healing in 

individuals treated with placebo.10 This medication also showed benefit in a lower 

rate of amputation, from 19% amputation rate in the placebo group to 5% rate of 

amputation in the dalteparin group.10 Oral therapies under investigation reportedly 

decrease the symptoms of chronic venous insufficiency but remain experimental at 

this time.11 

十一、癒後 Outcome 

People with leg ulcers have a poorer quality of life than age-matched controls  

because of pain, odour, and reduced mobility. In the UK, audits have found wide 

variation in the types of care (hospital inpatient care, hospital clinics, outpatient 

clinics, home visits), in the treatments used (topical agents, dressings, bandages, 

stockings), and in healing rates and recurrence rates (26–69% in 1 year). 

十二、住院天數 Length of stay 

Early treatment will decrease hospital day  

十三、出院計畫 Discharge Plan 

Out patient department follow up   

十四、出院衛教 Discharge health education 
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保持理想體重、避免抽煙、每天適當運動、避免長久站立或坐著。 

十五、出院追蹤 Discharge Follow up 

Out patient department follow up 
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疾病名稱：Keloids 

ICD-10-CM：L91.0 

壹、 前言 

 一、適用範圍 Scope 

    蟹足腫的臨床診療準則，僅適用於無其它慢性疾病，單純因體質因素產生蟹 

足腫疤痕的病患。 

 二、目的Purpose  

    提供蟹足腫病患的臨床表現、診斷、治療及預後，以及在目前醫學上所研究 

出的結果及臨床照護上的共識。 

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

蟹足腫臨床診療準則使用者，包括整形外科醫師、皮膚科醫師、家醫科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment  

    蟹足腫(keloids)為緻密結締組織(dense fibrous tissue)的過度增生，通常發生 

在皮膚受傷癒合之後。蟹足腫的範圍會超過原本傷口的界限，而且很少自行緩

解。即使切除蟹足腫，日後也很容易復發。 

 二、診斷依據 Diagnosis criteria 

    診斷蟹足腫的依據為「臨床表現」。 

 三、鑑別診斷 Differential Diagnosis 

(一) 肥厚性疤痕 (hypertrophic scar) 

        表皮受傷後，過度修補的纖維組織所形成突出的疤痕。當突出的纖維組   

    織侷限於原受傷的部位時稱為肥厚性疤痕，如果超越了原受傷的部位，形成 

    像螃蟹腳一樣的足狀伸出物，則稱為蟹足腫。 

(二) 皮膚纖維瘤(dermatofibroma) 
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        良性且生長緩慢的皮膚腫瘤，大小直徑為數 mm 到 12cm，當腫瘤長 

    至一定程度（2 公分以內）後不再增長，幾乎不發生惡性變化。由微小皮膚 

    損傷所引發的纖維母細胞反應性增生，而非真正腫瘤。好發於女性，多見於 

    成人。 

(三) 隆突性皮膚纖維肉瘤(dermatofibrosarcoma protuberans) 

    罕見的中度惡性皮膚腫瘤，它的生長速度很慢並具有局部侵襲性 

    及容易復發等特性。此種腫瘤好發於軀幹及近端四肢卻罕見於頭頸部區域。   

    隆突性皮膚纖維肉瘤很少發生轉移，一旦轉移以肺部最常發生。 

(四) 硬纖維瘤(desmoid tumor) 

    源自於肌肉及筋膜層，病理組織上，它被認為是一種良性的纖維化增 

生(fibromatosis)，容易侵犯到臨近的結構，甚至有學者認為它是一種較低的 

纖維肉瘤(fibrosarcoma)。所以此種腫瘤很容易因為切除的不夠大，而造成 

復發。臨床上，常因侵犯神經系統造成感覺異常及運動功能異常。好發於 

青春期及 40歲，男女比例相當。治療上必須做廣泛性切除及放射治療。 

(五) 類肉瘤(Scar with sarcoidosis) 

    慢性肉芽腫病變。 

(六) 異物肉芽腫(foreign body granuloma) 

 四、疾病（病理）分期 Disease and Pathology stage  

    傷口癒合分成三個時期： 

(一) 發炎期 (Inflammatory phase) 

1. 皮膚受傷後即有發炎反應，持續 2-3天。 

2. 最早的反應為血管收縮(vasoconstriction)，接著血小板凝集以減少

出血。 

3. 血小板會釋放血小板生長因子(Platelet-Derived Growth Factor, 

PDGF)和轉化生長因子(transforming growth factor β, TFG-β)。此兩

種物質會吸引發炎細胞，尤其是巨噬細胞(macrophage)。 
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4. 當停止出血後，血管會開始舒張(vasodilation)且血管壁滲透度增加

(permeability increase), 讓發炎細胞更容易到達傷口。 

5. 中性球(neutrophils)在 24小時時達到高峰，可幫助清創。 

6. 單核球(monocytes)進入傷口後，會轉變為巨噬細胞(macrophage)，

在 2-3天到達高峰。巨噬細胞會產生 PDGF和 TGF-β，可以吸引纖

維母細胞且刺激膠原蛋白的產生。 

(二) 增生期 (Proliferative phase) 

1. 當膠原母細胞到達傷口後，增生期開始，約從受傷後第三天開始，

持續三星期。 

2. PDGF和 TGF-β會活化膠原母細胞，而膠原母細胞的數量在第 7

天達到高峰。 

3. 膠原蛋白生成(collagen synthesis，主要為第三型膠原蛋白)、血管新

生(angiogenesis)及上皮化(epithelialization)。 

4. 膠原蛋白的含量會在這三個星期內持續累積。 

(三) 重塑期 (Remodeling phase) 

1. 當膠原蛋白的合成及分解達到平衡之後，傷口的癒合即進入重塑

期。此時期會持續 6個月至 1年。 

2. 第一型膠原蛋白逐漸取代第三型膠原蛋白(至比例達到第一型：第

三型為 4：1，此為正常皮膚及成熟疤痕組織的組成比例) 

3. 傷口的強度增強，血管密度開始減少。 

4. 纖維母細胞及肌肉纖維母細胞會造成傷口收縮。 

        在傷口癒合的過程中，若調控膠原蛋白生長的過程異常，造成膠原母細 

    胞持續活化，即膠原蛋白的合成作用大於分解作用，就會產生蟹足腫。可看 

    到第三型膠原蛋白及轉化生長因子的含量增加。 

 五、臨床症狀 signs and symptoms 

(一) 病史：通常沒有症狀，但有些病人會感到痛、癢、燒灼感。大部分的病
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患是因美觀問題來求診。 

(二) 臨床表現 

1. 疤痕範圍超過傷口的界限，病灶主要位於皮膚，很少往下沿伸至皮

下組織。 

2. 觸感由軟、有彈性至硬皆有可能 

3. 早期病灶多會泛紅(erythematous)，之後再轉為紅棕色(brownish 

red)，再變白(pale)。 

4. 蟹足腫在受傷後數星期至數個月間會持續緩慢地變大，少數病人會

長至數年。一旦蟹足腫停止成長，通常就會穩定下來，有時可見到

輕微的緩解。 

5. 位於耳朵、脖子或腹部的蟹足腫，常為梗狀(pedunculated)。在前胸

或四肢的蟹足腫常突起，底部較寬。 

6. 多為邊緣規則、呈圓形、卵形或橢圓形。少數成爪狀且邊緣不規則。 

7. 若蟹足腫的範圍包括了關節，有可能會阻礙關節活動。 

(三) 好發位置(發生機率依序遞減) 

1. 白種人：臉部(由其在臉頰和耳垂)、上肢、胸骨前、脖子、背部、

下肢、乳房和腹部。 

2. 黑種人：耳垂、臉部、脖子、下肢、乳房、前胸、背部和腹部。 

3. 亞州人：耳垂、上肢、脖子、乳房、前胸。 

 六、發生率與盛行率 Incident and prevalent 

(一) 黑人發生率最高(6-16%)，其次為其它有色人種，白種人發生的機率最

低。 

(二) 蟹足腫在男女發生的機率是差不多的，雖然有研究顯示年輕女性的發生

率大於年輕男性，但這可能和年輕女性穿耳洞的機率較高有關。 

(三) 年齡：好發於 10-30歲，在老人及嬰兒較少見。 

 七、檢驗與其他檢查 Laboratory and other examination 
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(一) 診斷主要依據臨床症狀 

(二) 病理切片：可確診。和一般疤痕組織相比，膠原蛋白及血管過度增生，

且第三型膠原蛋白所佔的比例較高。 

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

(一) 住院條件 

1. 當患者因蟹足腫造成關節活動困難，或因痛、癢、壓迫造成日常生

活受影響，而需接受手術治療時。 

2. 因蟹足腫部位感染，造成局部蜂窩性組織炎或皮膚潰瘍，需靜脈注

射抗生素或密切的傷口照護時。 

(二) 出院條件  

1. 患者接受手術後，傷口恢復良好。 

2. 患者接受抗生素治療後，感染已控制。 

3. 慢性傷口已逐漸改善，且患者已學會出院後的傷口照護。 

 九、主要治療處置 Primary treatment and management  

(一) 類固醇 (steroid) – 為第一線治療方法 

        類固醇可以抑制膠原蛋白增生、抑制發炎反應和膠原母細胞增生，進而 

    減少疤痕生成。目前最常用的類固醇成分為 triamcinolone acetonide。注射方 

    法如下： 

1. 局部麻醉： EMLA乳霜塗在病灶上 1小時。 

2. 用 25~27號針頭，濃度 5-40 mg/ml，每 4-6星期一次注射入蟹足腫內。

要注意類固醇不要打入正常的皮膚或打入皮下。當蟹足腫逐漸變軟

及變平後，可減少類固醇注射的頻率及減少施打的劑量。 

3. 每一次施打的劑量不宜超過 40mg。 

4. 當已注射過四次類固醇仍沒有反應時，可考慮手術切除。 

        注射類固醇可以用於單一治療或是手術切除蟹足腫後的輔助治療。約有 

    70%的患者對類固醇注射有反應，但蟹足腫的復發率約 50%。長期注射類固 
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    醇會造成皮膚萎縮、毛細管擴張或色素沉澱。 

(二) 手術切除 (Excision) 

        當單一使用類固醇治療無效時，可考慮手術治療。在手術前後，仍需使 

    用類固醇作為輔助治療。 若只以手術治療，蟹足腫的復發率為 45-100%。 

    若合併使用類固醇，復發率可小於 50%。 

1. 冷凍治療(Cryosurgery) 

        和其它治療方式一起使用時很有效。單獨使用冷凍治療約有 51-74%的   

    病人完全緩解未復發，但有可能會造成皮膚色素缺乏(hypopigmentation)，因  

    此限制了在有色人種上的應用。冷凍治療每個月可進行一次。 

2. 放射線治療 (Radiotherapy) 

        用於手術切除蟹足腫的病人，約 70-90%可減少疤痕的生成。建議劑量  

    不得小於 12Gy。但因長期照射放射線有致癌、皮膚纖維化、皮膚潰瘍的危 

    險，因而限制了放射線治療的應用。當其它治療方式皆無效時，可考慮單獨 

    使用放射線治療。  

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

(一) 封閉包裏傷口(Occlusive dressing) 

        包括 silicon gel sheet and dressing, nonsilicon gel sheet or Cordran tape。其 

    防止蟹足腫的機制主要為封閉(occlusion)及保濕(hydration)。可以於緩解蟹足 

    腫所造成的痛及癢。 

1. 之前研究顯示，使用 silicon gel sheet覆蓋傷口，每天 24小時，使用

12個月後，約 1/3病患其症狀有明顯改善，1/3有部分改善，另外

1/3則不明顯或輕微改善。但目前對於其是否能夠減少疤痕的形成仍

未有定論，因其實驗方法未盡完善。 

2. 使用半封閉包裏(semiocclusive)也可以有效的撫平蟹足腫及改善疼

痛及癢的症狀。 

3. Cordran tape：含有 flurandrenolide，為類固醇的一種，可滲透到傷口
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內。 

(二) 壓迫 (Compressive therapy) 

        包括棉花壓迫、ACE bandages, elastic adhesive bandages, compression  

    wraps, spandex or elastane (Lycra) bandages, 和 support bandages。 

(三) 預防 (prevention) 

        對於有蟹足腫體質的病患，盡量避免不必要的手術。手術切口盡量沿著 

    皮膚的張力線。 

(四) 干擾素(Interferon-α) 

        使用於手術切除病灶後，每平方公分施打 100萬單位可降低蟹足腫的復 

    發率至 18%，若單純手術切除，則復發率為 51%。 

(五) Intralesional fluorouracil注射 (5-FU) 

        每週每次注射 0.5-2.0mg，持續 12週，約有 50%改善，可合併 intralesional  

    corticosteroid注射。研究顯示有 21%病患注射後產生潰瘍(ulceration)。36% 

    病患在一年內復發。但目前 FDA並未核准 fluorouracil使用在蟹足腫的治療 

    上。 

(六) 脈衝染料雷射 (pulsed dye laser) 

    可抑制纖維母細胞增生，若合併病灶內注射類固醇或 fluorouracil，效果 

會更好。 

 十一、癒後 Outcome  

    蟹足腫幾乎不會自行緩解，但是接受治療後可使蟹足腫變得較軟、較不痛、 

較不癢。若僅用手術切除而不合併其它治療，復發率超過 50%。 

 十二、住院天數 Length of stay 

    視病患蟹足腫的大小，部位，以及往後皮膚病灶的恢復程度來決定住院 

的天數。若是接受手術治療的病患，術後傷口恢復良好即可出院。而因感染 

而住院接受抗生素治療的病患，則視臨床症狀決定抗生素施打的天數。 

 十三、出院計畫 Discharge Plan  
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    當手術後傷口恢復良好，病患無其它不適或麻醉後的副作用，即可準備 

出院。在出院前，需先教導病患在家如何照護傷口及換藥方法。 

 十四、出院衛教 Discharge health education 

1. 手術後傷口照護及換藥。 

2. 任何皮膚的刺激，包括蚊蟲叮咬、搔抓、燙傷或其它的外傷，都有可能

產生蟹足腫。盡量避免皮膚再次受傷，以及避免不必要的手術或刺青。 

3. 症狀治療。 

 十五、出院追蹤 Discharge Follow up 

    因蟹足腫的復發率極高，故病患出院後需定時回來追蹤。 
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疾病名稱：Cellulitis 

ICD-10-CM：L03 

壹、 前言 

    Cellulitis and erysipelas are skin infections that develop as a result of bacterial 

entry via breaches in the skin barrier.  

 一、適用範圍 Scope 

Cellulitis is observed most frequently among middle-aged and elderly  

individuals, while erysipelas occurs in young children and the elderly. Issues related 

to special forms of cellulitis are not discussed here. 

 二、目的 Purpose 

The clinical manifestations, diagnosis, microbiology and treatment of cellulitis 

and erysipelas will be reviewed here 

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

    Clinicians 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Cellulitis manifests as areas of skin erythema, edema and warmth in the 

absence of underlying suppurative foci.  

(二) Additional manifestations of cellulitis  include lymphangitis and 

inflammation of regional lymph nodes.  

(三) Edema surrounding the hair follicles may lead to dimpling in the skin, 

creating an appearance reminiscent of an orange peel texture ("peau 

d'orange").  

(四) Vesicles, bullae, and ecchymoses or petechiae may be observed.  
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(五) Crepitant and gangrenous cellulitis are unusual manifestations of cellulitis 

due to clostridia and other anaerobes.  

(六) Severe manifestations with systemic toxicity should prompt investigation 

for additional underlying sources of infection 

 二、診斷依據 Diagnosis criteria 

    The diagnosis of cellulitis is based upon clinical manifestations 

 三、鑑別診斷 Differential Diagnosis 

(一) Cellulitis must be distinguished from other infections including necrotizing 

fasciitis, gas gangrene, toxic shock syndrome, bursitis, osteomyelitis, herpes 

zoster, and erythema migrans.  

(二) Rapidly progressive erythema with signs of systemic toxicity should prompt 

consideration of more severe infection.  

(三) Noninfectious masqueraders of cellulitis include contact dermatitis, deep 

venous thrombosis, acute gout, drug reactions, insect stings, and 

malignancy.  

(四) Contact dermatitis may be distinguished from cellulitis in that the contact 

dermatitis lesions are pruritic but not painful. 

 四、疾病（病理）分期 Disease and Pathology stage 

    none 

 五、臨床症狀 signs and symptoms 

    As mentioned above in the assessment section 

 六、發生率與盛行率 Incident and prevalent 

The incidence is about 200 cases per 100,000 patient-years in U.S. 

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

(一) CBC/DC, CRP 

(二) Cultures of blood, pus, or bullae are more useful and should be performed 
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in patients with systemic toxicity 

(三) Radiographic examination is not necessary for routine evaluation of patients 

with cellulitis. 

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

1. Admission criteria: Severe systemic toxicity, immunosuppressant, resistant 

to oral antibiotics 

2. Discharge criteria: Resolving signs of infection 

 九、主要治療處置 Primary treatment and management  

    Antibiotics-oral or parenteral form 

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

None 

 十一、癒後 Outcome 

 十二、住院天數 Length of stay 

7-14 days(The duration of antimicrobial therapy should be tailored to clinical  

improvement) 

 十三、出院計畫 Discharge Plan  

None 

 十四、出院衛教 Discharge health education 

None 

 十五、出院追蹤 Discharge Follow up 

None  
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疾病名稱：Facial bone fracture 

ICD-10-CM：S02 

壹、 前言 

 一、適用範圍 Scope 

    For those people who have facial bone fracture, mainly because of trauma 

 二、目的 Purpose 

    Provide proper instruction for management and treatment 

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

貳、 重要臨床準則 

 一、評估 Assessment  

    Physical examination, history and mechanism of injury 

 二、診斷依據Diagnosis criteria 

(一) History of trauma 

(二) Physical examinations: asymmetry, bone mobility, extraocular muscle range 

of motion (double vision), sensory loss, occlusion, facial palsy  

 三、鑑別診斷Differential Diagnosis 

1. Mandibular fracture 

2. Zygomatic fracture: tripod, zygomatic arch 

3. Midface fracture: Lefort I, II and III 

4. Nasal bone fracture 

5. Orbital wall fracture: blow out (orbital floor and medial wall) 

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Mandibular fracture 

(二) Zygomatic fracture: tripods, zygomatic arch 
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(三) Midface fracture: Lefort I, II and III 

(四) Nasal bone fracture 

(五) Orbital wall fracture: blow out (orbital floor and medial wall) 

 五、臨床症狀 signs and symptoms 

    Trismus, tenderness and numbness, malocclusion, diplopia, facial deformity,  

nasal obstruction, injury of lacrimal duct, CSF leakage 

 六、發生率與盛行率 Incident and prevalent: vaired 

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

(一) X-ray films: skull routine, C-spine, Water’s view, Worm’s view, Panorex 

view 

(二) Facial bone CT scan 

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

(一) 住院條件：需要手術矯正骨折者 

(二) 出院條件：手術復位後, 沒有其他併發症 

 九、主要治療處置Primary treatment and management  

(一) 治療方式: 

1. Inter-maxillary fixation, open reduction and internal fixation for 

mandibular fracture 

2. Gillis’ operation for zygomatic arch fracture 

3. Open reduction with miniplate fixation for midface fracture 

4. Open or close reduction for nasal bone fracture 

5. Orbital wall reduction and Titanium mesh implants for orbital wall 

fracture 

(二) 合併症及副作用 

1. Malocclusion 

2. Double vision or blindness 
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3. Facial nerve palsy 

4. Facial asymmetry, deformity or hypertrophic scar 

5. Malunion, nonunion or loosening of internal fixation 

6. Infection 

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

 十一、癒後 Outcome 

    多半良好 

 十二、住院天數Length of stay 

(一) Without complication: 1 to 2 weeks 

(二) With complication: 1 to 4 weeks 

 十三、出院計畫 Discharge Plan  

    手術後, 傷口沒有發炎感染,或是其他合併症 

 十四、出院衛教 Discharge health education 

    傷口照顧護理, 避免再度受傷 

 十五、出院追蹤 Discharge Follow up 

    回門診追蹤 
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疾病名稱：Pressure sores 

ICD-10-CM：L89 

壹、 前言 

    Pressure sores remain a significant problem in both the acute and community 

health settings despite being largely preventable. The cost of treating an established 

pressure sore can be enormous. There are not only emotional and physical 

consequences to the individual but also a significant drain on health system resources. 

 一、適用範圍Scope:  

    Pressure sores are areas of localized damage to the skin and underlying tissue, 

caused by pressure, shear or friction. This type of damage can also be known as; 

pressure ulcers, bedsores, or decubitus ulcers.  

 二、目的Purpose: 

    The aim is to provide clinicians with evidence based recommendations related to 

the treatment of pressure sores. 

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

    Clinicians 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) Any patient presenting with a pressure sore should have a complete history 

and physical and psychosocial examination.  

(二) The damaged area should be graded with a uniform grading system and it is 

important to determine the dimensions of the wound, the type of tissue 

present and the level and type of exudates.  

(三) Clinicians should be wary of complications related to pressure sores such as 
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sinus tract or abscess, fistula, squamous cell carcinoma in the ulcer, septic 

arthritis, osteomyelitis. 

 二、診斷依據 Diagnosis criteria 

(一) Pressure sores are best defined as soft-tissue injuries resulting from 

unrelieved pressure over a bony prominence.  

(二) Tissue destruction can occur over areas like the sacrum, scalp, shoulders, 

calves, heels and ischias. 

 三、鑑別診斷 Differential Diagnosis 

    Chronic wound resulting from other insults like infection, trauma, burn, 

malignancy, anal fistula  

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Grade I Discolouration of intact skin, including non-blancheable erythema, 

blue/purple and black discolouration 

(二) Grade I I Partial-thickness skin loss or damage involving epidermis and/or 

dermis 

(三) Grade I I I Full thickness skin loss involving damage or necrosis of 

subcutaneous tissues; but not through the underlying fascia and not 

extending to the underlying structures 

(四) Grade IV Full thickness skin loss with extensive destruction, and tissue 

necrosis extending to the underlying bone, tendon or joint capsule 

 五、臨床症狀signs and symptoms 

   Discoloration of intact skin, pain, swelling, wounds with/without odorous 

exudates, fever 

 六、發生率與盛行率 Incident and prevalent 

(一) Approximately 9% of all hospitalized patients developed pressure sores. 

(二) Incidence rates of 0.4% to 38.0% for hospitals, 2.2% to 23.9% for long-term 
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care, and 0% to 17% for home care have been reported 

(三) Prevalence varies among specific clinical populations, with higher 

percentages reported for the elderly, the acutely ill, and those who have 

sustained spinal cord injuries 

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

(一) CBC/DC, CRP, Basic blood biochemistry, electrolyte 

(二) Wound bacterial culture 

(三) Imaging studies(X-ray, CT scan) 

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

(一) Admission criteria:  

        nutritional maintenance, wound dressing, control of both systemic and local   

    infection, surgical treatment 

(二) Discharge criteria:  

        stable wounds without local/systemic infection, postoperative healed  

    wound, education for relief of pressure and avoidance of recurrence of pressure  

    sores, adequate home and social support 

 九、主要治療處置 Primary treatment and management  

(一) Pressure relief  

(二) Reduce moisture, shear, friction and other risk factors 

(三) Wound dressings 

(四) Debridement 

(五) Treatment of soft tissue infection 

(六) Flap closure 

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

    none 

 十一、癒後 Outcome 
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    Many pressure sores recur usually within one year of operation 

 十二、住院天數 Length of stay 

    2 to 3 weeks 

 十三、出院計畫 Discharge Plan 

(一) Wound dressings 

(二) Pain control 

(三) Avoid pressure on the operative site for 2 to 3 weeks 

(四) Careful nursing care 

(五) Nutrition, medical, psychological and rehabilitative care 

 十四、出院衛教 Discharge health education 

(一) Frequent turning and pressure relief 

(二) Control of spasm 

(三) Bowel/bladder elimination control 

(四) Appropriate specialty mattress 

 十五、出院追蹤 Discharge Follow up 

    Long term follow up 
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疾病名稱：Scar contracture 

ICD-10-CM：L90.5 

壹、 前言 

 一、適用範圍 Scope 

    Patients with scar contracture 

 二、目的 Purpose 

    Provide a guideline to diagnose and to treat patients with scar contracture 

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

    Plastic surgeons, dermatologists, and general physicians 

貳、 重要臨床準則 

 一、評估 Assessment 

    The age, sex, anatomic locations, predisposition, scar length, pattern, and  

relationship to relaxed skin tension lines.  

 二、診斷依據 Diagnosis criteria 

    Burns or other injuries resulting in the loss of a large area of skin may form a 

scar that pulls the edges of the skin together, a process called contraction.  

 三、鑑別診斷 Differential Diagnosis 

(一) Keloids 

(二) Hypertrophic scar 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

    Patients with scar contracture may be painful, itching, limitation in changing 

position, or asymptomatic, but sometimes have lesions that are tender to palpation and 
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may affect the adjacent muscles and tendons, restricting normal movement. 

 六、發生率與盛行率 Incident and prevalent 

    None 

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

    None 

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

(一) Admission criteria: Surgery under general anesthesia/spinal anesthesia, 

excision of large size of lesions with/without skin grafting or further  

reconstruction is needed 

(二) Discharge criteria: Normal wound healing process 

 九、主要治療處置 Primary treatment and management 

    Correcting a contracture usually involves cutting out the scar and replacing it 

with a skin graft or a flap. In some cases a procedure known as Z-plasty may be used. 

And new techniques, such as tissue expansion, are playing an increasingly important 

role. If the contracture has existed for some time, physical therapy after surgery to 

restore full function is needed. While scar revision is normally safe, there is always 

the possibility of complications, such as infection, bleeding, a reaction to the 

anesthesia, or the recurrence of an unsightly scar. 

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

 十一、癒後 Outcome 

    Recurrence is possible. 

 十二、住院天數 Length of stay 

(一) Usually, admission is not indicated except for large size of lesion.. 

(二) Postoperative wound care, usually 2- 7 days. 

 十三、出院計畫 Discharge Plan 

    Regular OPD follow- up for 1 year.  
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 十四、出院衛教 Discharge health education 

    Continue physical therapy if indicated. 

 十五、出院追蹤 Discharge Follow up 

    Regular OPD follow- up for 1 year. 
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疾病名稱：Post-operative wound infection 

ICD-10-CM：T81.3、T81.4 

壹、 前言 

 一、適用範圍 Scope 

    Patients with surgical site infections(SSIs)  

 二、目的 Purpose 

    Provide a guideline to diagnose and to treat patients with surgical site infections 

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

    Plastic surgeons, dermatologists, infection specialist, and general physicians 

貳、 重要臨床準則 

 一、評估 Assessment  

(一) Wound and peri-wound area around it, including swelling, erythematous 

change, tenderness, discharge, warmth, and odor;  

(二) Vital signs, including body temperature, pulse rate, respiratory rate, and 

blood pressure; 

(三) Consciousness level. 

(四) Underlying diseases: Diabetes mellitus, PAOD, HTN, CAD, and 

immunocompromised diseases. 

 二、診斷依據 Diagnosis criteria 

    These criteria define SSIs as infections related to the operative procedure that 

occurs at or near the surgical incision within 30 days of an operative procedure or 

within one year if an implant is left in place. 

(一) A purulent exudate draining from a surgical site  

(二) A positive fluid culture obtained from a surgical site that was closed 
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primarily  

(三) The surgeon's diagnosis of infection  

(四) A surgical site that requires reopening  

 三、鑑別診斷 Differential Diagnosis 

(一) Localized wound infection 

(二) Cellulitis 

(三) Necrotizing fasciitis 

 四、疾病（病理）分期 Disease and Pathology stage  

    None. 

 五、臨床症狀 signs and symptoms 

    A wound that is painful, even thought it does not look like it should be. High or 

low body temperature, low blood pressure, or a fast heart beat. Increased discharge 

(blood or other fluid) or pus coming out of the wound. The discharge or pus may has 

an odd color or a bed smell. Increased swelling that goes past the wound area and 

does not go away after days. Swollen areas usually look red, feel painful, and feel 

warm when touched. Wounds that do not heal or get better with treatment. 

 六、發生率與盛行率 Incident and prevalent 

(一) It stratified wounds as clean, clean-contaminated, contaminated, or dirty 

using the following definitions: 

1. Clean wounds were defined as uninfected operative wounds in which 

no inflammation was encountered and the wound was closed primarily. 

By definition, a viscus (respiratory, alimentary, genital, or urinary tract) 

was not entered during a clean procedure.  

2. Clean-contaminated wounds were defined as operative wounds in 

which a viscus was entered under controlled conditions and without 

unusual contamination.  
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3. Contaminated wounds included open, fresh accidental wounds, 

operations with major breaks in sterile technique or gross spillage from 

a viscus. Wounds in which acute, purulent inflammation was 

encountered also were included in this category.  

4. Dirty wounds were defined as old traumatic wounds with retained 

devitalized tissue, foreign bodies, or fecal contamination or wounds 

that involve existing clinical infection or perforated viscus.  

(二) Several studies found a moderate correlation between the wound    

classification and the SSI rate. SSI rates according to wound class were: 

1. Clean — 1.3 to 2.9  

2. Clean-contaminated — 2.4 to 7.7  

3. Contaminated — 6.4 to 15.2  

4. Dirty — 7.1 to 40.0  

        While widely used, this classification scheme turned out to be a poor  

    predictor of overall risk of SSI. Other factors, such as the operative technique,  

    length of surgery, and health of the surgical patient, were as important as wound  

    classification in predicting infectious risks for SSI. 

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

(一) Blood tests: CBC/DC, CRP, renal and liver function tests. 

(二) Imaging tests: Including x-rays, MRI, or bone scan in the wound areas to 

look for broken bones, injuries, or foreign bodies. 

(三) Tissue biopsy and wound culture 

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

(一) Admission criteria: Patients with old or young age, or co-morbidities, 

systemic infection, difficult wound care. 

(二) Discharge criteria: Normal wound healing without systemic infection, and 
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stable vital signs 

 九、主要治療處置 Primary treatment and management 

(一) Wound care:  

1. Cleansing: By rinsing the wound with sterile(clean) water. It may be 

done by using high pressure with a needle or catheter and a large 

syringe.  

2. Debridement: This is done to clean and remove objects, dirt, or dead 

skin and tissues from the wound area. Wet soft gauze may be placed 

inside the wound and left to dry. Other dressing may also be used. 

3. Wound cover: Dressings are used to protect the wound from further 

injury and infection. These may also help provide pressure to decrease 

swelling. Dressing may come in different forms. They may contain 

certain substances to help promote faster healing. 

(二) Medications: Including oral or intravenous antibiotics according to the 

wound culture, and medications to decrease pain, swelling, or fever.   

(三) Other treatment: Controlling underlying disease, ex. Diabetes or 

hypertension. 

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

(一) Hyperbaric oxygen therapy 

(二) Negative pressure therapy 

 十一、癒後 Outcome 

 十二、住院天數 Length of stay 

    Depends on wound healing and infection control: usually 7- 14 days. 

 十三、出院計畫 Discharge Plan 

    OPD follow-up  

 十四、出院衛教 Discharge health education 
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(一) Keep wound dry until removal of stitches or totally healed. 

(二) Control blood glucose if the patient has diabetes mellitus. 

 十五、出院追蹤 Discharge Follow up 
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疾病名稱：Gangrene 

ICD-10-CM：I96 

壹、 前言 

 一、適用範圍 Scope 

    Gangrene 

 二、目的 Purpose 

    Gas gangrene and necrotizing myositis in general can present with very subtle 

signs early in its course. A high index of suspicion is necessary to avoid catastrophes. 

Once the diagnosis is established, timely intervention with aggressive resuscitation, 

appropriate antibiotics, and surgical intervention is indicated 

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

    Patient & paramedical stuff 

貳、 重要臨床準則 

 一、評估 Assessment  

    The diagnosis of gangrene is based on history, physical examination, blood  

tests, and other exams.The health-care provider asks the person about any history  

of injury, chronic diseases (such as diabetes), surgery, cigarette smoking, and 

exposure to extreme cold.Physical examination of the affected area is performed  

to look for signs of gangrene.Blood test results show an increase in the number  

of white blood cells in persons with wet gangrene.An x-ray film may be performed to 

examine the affected tissue for the presence of gas bubbles.Imaging studies, including 

a CT scan and/or MRI, can help determine the extent of damage to the tissues and the 

amount of gas present.In people with dry gangrene, an arteriogram may be performed 

to visualize any obstruction in the artery which supplies blood to the affected part. 
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 二、診斷依據 Diagnosis criteria 

    Gangrene is a term that describes dead or dying body tissue(s) that occur because 

the local blood supply to the tissue is either lost or is inadequate to keep the tissue 

alive. Gangrene has been recognized as a localized area of tissue death since ancient 

times. The Greeks used the term gangraina to describe putrefaction (death) of tissue. 

Although many laypeople associate the term gangrene with a bacterial infection, the 

medical use of the term includes any cause that compromises the blood supply that 

results in tissue death. Consequently, a person can be diagnosed with gangrene but 

does not have to be "infected."There are two major types of gangrene referred to as 

dry and wet. Many cases of dry gangrene are not infected. All cases of wet gangrene 

are considered to be infected, almost always by bacteria. The most common sites for 

both wet and dry gangrene to occur are the digits (fingers and toes) and other 

extremities (hands, arms, feet, and legs). 

 三、鑑別診斷 Differential Diagnosis 

(一) CBRNE - Anthrax Infection 

(二) Cellulitis 

(三) Deep Venous Thrombosis and Thrombophlebitis 

(四) Necrotizing Fasciitis 

 四、疾病（病理）分期 Disease and Pathology stage  

    Clostridium species are gram-positive, spore-forming, anaerobic rods normally 

found in soil and the gastrointestinal tract of humans and animals. They most often 

cause disease in the setting of trauma or surgery but can also occur spontaneously in 

the absence of definite risk factors or exposures. Not all wounds contaminated with 

clostridia develop gas gangrene; the myonecrosis seems to only develop when 

sufficient devitalized tissue is present to support anaerobic metabolism. 

    Traumatic gas gangrene and surgical gas gangrene occur through direct 
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inoculation of a wound. With a compromised blood supply, the wound has an 

anaerobic environment that is ideal for C perfringens, the cause of 80-95% of cases of 

gas gangrene. 

    Spontaneous gas gangrene is most often caused by hematogenous spread of C 

septicum from the gastrointestinal tract in patients with colon cancer. The organism 

enters the blood via a small break in the gastrointestinal mucosa and subsequently 

seeds muscle tissue. Unlike C perfringens, C septicum is aerotolerant and can infect 

normal tissues. 

    With C perfringens the local and systemic manifestations are due to the 

production of potent extracellular protein toxins by the bacteria. These are most 

notably alpha-toxin (a phospholipase C) and theta-toxin (a thiol-activated cytolysin). 

These toxins hydrolyze cell membranes, cause abnormal coagulation leading to 

microvascular thrombosis, and have direct cardiodepressive effects. Furthermore, the 

products of tissue breakdown, including creatine phosphokinase, myoglobin, and 

potassium, cause secondary toxicity 

 五、臨床症狀 signs and symptoms 

    The symptoms of gangrene vary according to the type of gangrene (wet or   

dry), the anatomic location (external versus internal sites), and which organ     

system(s) are affected. 

    Dry gangrene often begins with the affected area first becoming numb and   

cool. Discomfort levels vary with the patient's perception. The local area (for example, 

toe or finger) then starts to discolor, usually turning from reddish to brown and 

eventually black. During this time, the local area shrinks, becomes dry (mummified), 

and may slough off the body. Dry gangrene caused by immediate loss of arterial 

blood supply can first turn pale or bluish and then progress as above. 

    Wet gangrene, in contrast to dry gangrene, usually begins with swelling and  
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a very painful affected area that may be initially red and show signs of decay 

(sloughing tissue, pus, local oozing of fluid). Often the fluid and the affected area  

develop a very bad smell, due to the presence of such foul-smelling compounds  

as cadaverine and putrescine, which are produced as the infectious agent(s) destroy 

tissue. This dead and dying tissue develops a moist and black appearance. Additional 

symptoms that are often seen in patients with wet gangrene are fever and other signs 

of sepsis. 

    Internal gangrene, a variant of wet gangrene, has less obvious initial symptoms 

because the wet gangrene occurs in the internal organs. The patient may be very ill 

(septic) with gangrene but show few if any visual symptoms that are characteristic for 

wet gangrene. Occasionally, the skin overlying an organ with wet gangrene may 

become reddish or discolored, and the area may become swollen and painful. When 

the surgeon exposes the infected organ, the signs of wet gangrene are apparent. The 

symptoms vary somewhat according to the organ system infected; for example, 

patients with gangrene of the bowel due to an incarcerated hernia can have severe 

pain at the site of the hernia while a gangrenous gallbladder can result in severe pain 

located in the upper right side of the abdomen. 

 六、發生率與盛行率 Incident and prevalent 

    Statistics for the U.S. suggest that the mortality (death) rate is about 6%-7% in 

patients hospitalized with gangrene. 

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

(一) Laboratory Studies 

1. Gram stain and culture of bullae fluid: The presence of gram-positive 

rods with few white blood cells is indicative of clostridial etiology, 

while the presence of many white cells is more suggestive of a mixed 

bacterial infection. While this information can be helpful, simple 

http://www.medicinenet.com/script/main/art.asp?articlekey=361
http://www.medicinenet.com/script/main/art.asp?articlekey=14697
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superficial wound swabs should not be obtained. Microorganisms that 

colonize the skin surface often do not contribute to the underlying 

infection.  

2. Complete blood count: CBC may reveal anemia, thrombocytopenia, 

and evidence of intravascular hemolysis on smear from destruction by 

the toxins.  

3. Electrolyte level: Hyperkalemia can result from cell breakdown. 

Hypocalcemia may result from subcutaneous fat necrosis.  

4. Renal panel: Kidney dysfunction may occur secondary to hypotension, 

hemoglobinuria, and myoglobinuria.  

5. Coagulation panel: Coagulopathy and thrombocytopenia can result.  

6. Liver function tests: Hyperbilirubinemia and liver dysfunction may 

result from release of toxins.  

7. Arterial blood gas determination: Gas gangrene can cause metabolic 

acidosis.  

8. Myoglobin level: Myoglobinemia and myoglobinuria can result from 

cellular breakdown.  

9. Blood cultures: This may help narrow antibiotic coverage. 

(二) Imaging Studies 

1. Gas in the soft tissues is neither sensitive nor specific for gas gangrene.  

    Many different bacteria, trauma, and visceral perforation can cause soft  

    tissue gas. Plain radiographs or ultrasonography can be used to look for  

    the presence of gas.  

2. Computed tomography or magnetic resonance imaging can help to  

    evaluate the depth of soft tissue inflammation. 

(三) Procedures 
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    Tissue biopsy is the criterion standard in helping make the diagnosis of gas  

gangrene. 

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

    Therapy may be continued with application of intravascular antibiotics,   

depending on the type and location of the hand injury, on an outpatient basis. 

 九、主要治療處置 Primary treatment and management (含可能之合併症及副作用) 

    Treatment of gangrene depends upon the type of gangrene (dry vs. wet), the 

subtype of wet gangrene, and upon how much tissue is compromised by the gangrene. 

Immediate treatment is needed in all cases of wet gangrene and in some cases of dry 

gangrene. Treatment for all cases of gangrene usually involves surgery, medical 

treatment, supportive care, and occasionally, rehabilitation therapy. 

    Dry gangrene is usually treated by a surgeon that removes the dead tissue(s), 

such as a toe. How much tissue is removed may depend on how much arterial blood 

flow is still reaching other tissue(s). Often, the patient is treated with antibiotics to 

prevent infection of remaining viable tissue. The patient may also receive 

anticoagulants to reduce blood clotting. Supportive care can consist of surgical wound 

care and rehabilitation for reuse of the digits or limb. Some patients simply slough off 

the dry gangrenous tissue (termed autoamputation). This happens most often when 

medical and surgical caregivers are not readily available to the patient in remote areas 

or some Third World countries. Many patients, if they do not get infected, can recover 

from autoamputation. 

    Wet gangrene is a medical emergency and needs immediate treatment. Treatment 

is usually done in a hospital, and a surgeon needs to be involved because the local 

area needs debridement (surgical removal of the dead and dying tissue). In some 

patients, debridement will not be adequate therapy, and amputation of a limb may be 

needed. At the same time as surgical treatment, intravenous antibiotics (usually a 
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combination of two or more antibiotics, one of which is effective in killing anaerobic 

bacteria like Clostridium perfringens and another antibiotic effective against 

methicillin-resistant Staphylococcus aureus or MRSA) need to be administered. 

Internal gangrene requires an operation in the hospital to remove the gangrenous 

tissue. Some patients develop sepsis and require the support of an intensive-care unit 

in which supportive care for other life-threatening problems such as hypotension (low 

blood pressure) can be treated. Rehabilitation therapy for patients with amputation is 

highly recommended. 

    Some clinicians treat gangrene, especially wet gangrene, with hyperbaric oxygen 

(oxygen given under pressure with the patient inside a chamber). Since some studies 

indicate that hyperbaric oxygen treatment improves tissue oxygen supply and can 

inhibit or kill anaerobic bacteria, this therapy is used to treat patients with gangrene. 

However, it is not available in many hospitals and is used in conjunction with the 

above described therapeutic methods, not as a primary therapy for wet gangrene. 

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

    Antibiotics may not penetrate the ischemic muscle but are important adjuncts to 

surgery. 

    Clostridial species are exquisitely sensitive to a combination of penicillin G and 

clindamycin. However, because it is difficult initially to distinguish gas gangrene 

from other soft tissue infections, such as necrotizing fasciitis, which is caused by a 

broad spectrum of pathogens, empiric first-line antibiotic therapy should be broad.  

    Antibiotic treatment should include gram-positive (penicillin or cephalosporin), 

gram-negative (aminoglycoside, third-generation cephalosporin, or ciprofloxacin), 

and anaerobic coverage (clindamycin or metronidazole). In addition, vancomycin or 

linezolid should be considered in those at risk for methicillin-resistant Staphylococcus 

aureus (MRSA). In some communities, MRSA infections are now being isolated even 

http://www.medicinenet.com/script/main/art.asp?articlekey=84499
http://www.medicinenet.com/script/main/art.asp?articlekey=1950
http://www.medicinenet.com/script/main/art.asp?articlekey=1950
http://www.medicinenet.com/script/main/art.asp?articlekey=12537
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in those without risk factors (8-25%); the risk factors traditionally associated with 

MRSA are a history of hospitalization, surgery, dialysis, residence in a long-term care 

facility, presence of a permanent indwelling catheter or percutaneous medical device 

(eg, tracheostomy tube, gastrostomy tube, Foley catheter), or previous isolation of 

MRSA. 

    Antibiotics should be administered IV since absorption by other routes is 

inconsistent given the hypotension and suboptimally performing gastrointestinal tract 

of seriously ill patients. 

十一、癒後 Outcome 

    Patients with dry gangrene usually do well as long as they do not become 

infected. These patients lose some local function due to tissue loss and, if they have 

an ongoing disease like diabetes, may develop dry gangrene again. In general, patients 

recover with minimal residual problems if the tissue loss is small. Patients with wet 

gangrene usually have a poorer prognosis than those with dry gangrene. Statistics for 

the U.S. suggest that the mortality (death) rate is about 6%-7% in patients hospitalized 

with gangrene. The mortality (death rate) increases to about 20%-25% if the patient 

becomes septic. If treatment is initiated early, only about 15%-20% of patients need 

some form of amputation (digits, limbs). Although the death rate has remained steady, 

the number of cases of gangrene has been increasing in the United States in recent 

years, possibly due to the increasing numbers of patients with diabetes and other 

diseases that affect the vascular system, but the data is not complete. 

十二、住院天數 Length of stay 

Early diagnosis and aggressive treatment are the keys to decreasing hospital day. 

十三、出院計畫 Discharge Plan  

Out patient department follow up  

十四、出院衛教 Discharge health education 
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Wound care & Elevated lesion site above heart.  

十五、出院追蹤 Discharge Follow up 

Out patient department follow up  
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疾病名稱：Burns 

ICD-10-CM：T20-25、T30-32 

壹、 前言 

一、適用範圍 Scope 

(一) Burns are tissue injuries resulting from direct contact with flames, hot 

liquids, gases, or surfaces, caustic chemicals, electricity, or radiation.  

(二) Burns are described according to depth, with superficial burns involving 

only the epidermis, partial-thickness burns involving both the epidermis and 

part of the dermis, full-thickness burns destroying the entire epidermis and 

dermis, and subdermal burns involving the subdermal tissues.  

二、目的 Purpose 

    Guidelines of burn care for clinical doctors and care-givers 

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

   Plastic surgeons, general surgeons, trauma surgeons and other staff in burn units 

貳、 重要臨床準則 

一、評估 Assessment  

(一) The mechanism of the injury 

(二) Associated injuries 

(三) Patient age 

(四) State of health 

(五) Prehospital treatment 

(六) Primary survey: Airway, Breathing, Circulation, Remove all clothing 

二、診斷依據 Diagnosis criteria 

(一) A history of exposure to thermal, chemical, electrical or radiation energy, 
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and clinical evidence of tissue damage is diagnostic. 

(二) The degree of burn may not be immediately apparent - it may take hours to 

declare a deeper burn. 

三、鑑別診斷 Differential Diagnosis 

(一) Toxic epidermal necrolysis 

(二) Drug-induced skin reaction 

(三) Staphylococcal scalded-skin syndrome 

四、疾病（病理）分期 Disease and Pathology stage 

(一) First-degree burns are usually limited to redness (erythema), a white plaque  

and minor pain at the site of injury. These burns involve only the epidermis.  

Sunburns can be included as first degree burns. 

(二) Second-degree burns manifest as erythema with superficial blistering of the  

skin, and can involve more or less pain depending on the level of nerve  

involvement. Second-degree burns involve the superficial (papillary) dermis  

and may also involve the deep (reticular) dermis layer.  

(三) Third-degree burns occur when the epidermis is lost with damage to the  

subcutaneous tissue. Burn victims will exhibit charring and extreme damage  

of the epidermis, and sometimes hard eschar will be present. Third-degree  

burns result in scarring and victims will also exhibit the loss of hair shafts  

and keratin. These burns may require grafting.  

(四) Fourth-degree burns damage muscle, tendon, and ligament tissue, thus  

result in charring and catastrophic damage of the hypodermis. In some  

instances the hypodermis tissue may be partially or completely burned away  

as well as this may result in a condition called compartment syndrome,  

which threatens both the life and the limb of the patient. Grafting is required  

if the burn does not prove to be fatal. 
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五、臨床症狀 signs and symptoms  

(一) Pain: varying in degree; full-thickness burns are painless  

(二) Anxiety and agitation  

(三) Confusion Dyspnea if there is toxic inhalation or airway obstruction 

六、發生率與盛行率 Incident and prevalent 

(一) Incidence: 670.8 per 100000 population in males and 852.5 per 100000 in 

females. Only 3.4% of them were hospitalized. (2010 Taiwan BNHI) 

(二) Prevalence: 100,000 hospitalizations each year in the US. 

(三) Age: All ages, but most common in young adults; High incidence of 

scalding injuries in ages 1-5 years 

(四) Gender: Males:females ratio of 2:1 

(五) Socioeconomic status: Burns are more common among the lower 

socioeconomic groups (Data from US) 

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

(一) Complete blood count, electrolytes and renal indices, Blood gases,  

Carboxyhemoglobin, Creatine kinase, Blood typing,  

(二) If burn atmosphere was enclosed: carboxyhemoglobin measurement, blood   

gases (look for metabolic acidosis), and obtain an ECG 

(三) In electrical burns: add creatine kinase, ECG, and urinary myoglobin 

(四) Patient with respiratory burns may require bronchoscopy( better performed  

in an intensive care unit.) 

(五) Chest X- ray( Limited value in the acute assessment of the burn patient. ) 

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

(一) Admission  

1. Partial thickness burns greater than 10% total body surface area 

(TBSA)  

http://www.mdconsult.com/das/pdxmd/body/127910149-3/?type=med&eid=9-u1.0-_1_mt_1014407
http://www.mdconsult.com/das/pdxmd/body/128305982-2/?type=med&eid=9-u1.0-_1_mt_1014960#726990
http://www.mdconsult.com/das/pdxmd/body/128305982-2/?type=med&eid=9-u1.0-_1_mt_1014960#726998
http://www.mdconsult.com/das/pdxmd/body/128305982-2/?type=med&eid=9-u1.0-_1_mt_1014960#726998
http://www.mdconsult.com/das/pdxmd/body/128305982-2/?type=med&eid=9-u1.0-_1_mt_1014960#724894
http://www.mdconsult.com/das/pdxmd/body/128305982-2/?type=med&eid=9-u1.0-_1_mt_1014960#726982
http://www.mdconsult.com/das/pdxmd/body/128305982-2/?type=med&eid=9-u1.0-_1_mt_1014960#727014
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2. Burns that involve the face, hands, feet, genitalia, perineum, or major 

joints  

3. Third-degree burns in any age group  

4. Electrical burns, including lightning injury  

5. Chemical burns  

6. Inhalation injury  

7. Burn injury in patients with preexisting medical disorders that could 

complicate management, prolong recovery, or affect mortality  

8. Any patients with burns and concomitant trauma (such as fractures) in 

which the burn injury poses the greatest risk of morbidity or mortality. 

In such cases, if the trauma poses the greater immediate risk, the 

patient may be initially stabilized in a trauma center before being 

transferred to a burn unit. Physician judgment will be necessary in 

such situations and should be in concert with the regional medical 

control plan and triage protocols.  

9. Burned children in hospitals without qualified personnel or equipment 

for the care of children.  

10. Burn injury in patients who will require special social, emotional, or 

long-term rehabilitative intervention. 

(二) Discharge:  

Wound is gradually healing or patient and family are capable of wound 

caring. 

九、主要治療處置 Primary treatment and management 

(一) Immediate reaction: 

1. Remove from heat source/ shut off current/ smother burning 

clothing/ removed contaminated clothing 



 74 

2. Assess Airway/ Breathing/ Circulation (ABC) 

3. Cool water irrigation for at least 20 minutes 

4. Cover the burn 

5. If restricting breathing, obstructing the airway, or limiting peripheral 

perfusion developed due to full-thickness circumferential burns, 

escharotomy should be performed. 

6. Evidence of a respiratory burn, especially significant hoarseness or 

stridor, early intubation is mandatory 

        All burn victims are treated according to the same therapeutic principles -   

    rehydration, pain relief, temperature management, and prevention of infection –  

    no matter what their previous condition. 

(二) Treatment:  

1. Oxygen: to all patient but the most minor injuries 

2. Intravenous fluids: Improved survival in the era of modern burn care 

islarely attributable to early and aggressive volume resuscitation.  

IV fluid should be administered to all patients with burn of 20% or 

greater BSA.  

(1) Modified Parkland formula (crystalloid ): The first 24h postburn:  

4mL/kg body weight per % BSA burnt (4mL/kg per %) with half    

the requirement given in the first 8h postburn, and the other half 

in the following 16h. 

(2) This is only an estimate - the actual volume of fluid required will  

be adapted according to clinical response - aim for a urinary 

output of over 0.5mL/kg per h in adults, 1mL/kg per h in children. 

(3) Normal saline and Ringer's lactate are effective in replacing fluid  
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depletion of burns in the first 24h.Using a colloid at this time would  

encourage a colloidal leak into the tissues. Much of the infused fluid  

will find its way into the tissues as burn edema. This is unavoidable if  

the circulating volume is to be maintained, but can unfortunately have  

negative effects on the supply of oxygen and nutrients to the affected  

tissues. 

3. Escharotomy: should only be performed by a surgeon.  

(1) Escharotomy is performed on circumferential third-degree burns.  

It is indicated when constriction is limiting blood flow, or is  

obstructing the airway, (neck burns) or limiting chest expansion  

(chest burns), thereby precipitating ventilatory failure.  

(2) The burned tissue is incised its entire l ength down to pink,  

viable tissue in two or more places. The incisions are oriented in  

the long axis of the cylindrically shaped body part being incised  

and typically two or three incisions are required. 

4. Bacitracin( Neomycin ointment): Antibiotics, bactericidal.  Topical 

use (500units/g) Apply a small amount to the affected area(s) 1-5 

times a day.  

5. Collagenase: Dermatologic; derived from bacterium Clostridium 

histolyticum.  Proteolytic enzyme that specifically destroys native 

collagen in wounds, facilitating granulation and epithelialization.  

For Superficial partial-thickness burns.  Apply a small amount to 

the affected area(s) once a day 

6. Silver sulfadiazine灼膚星(磺胺嘧啶銀) Antibacterial;  

(1) Indication: Infection prophylaxis/ Infected superficial 

partial-thickness burns/ Superficial partial-thickness burns at  
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high risk of contamination (i.e. buttocks, perineal burns)/ Deep  

partial-thickness and full-thickness burns 

(2) Apply a thin layer (1.5mm) to the affected area(s). If required,  

this can th2en be covered with a light, soft dressing 

(3) Potential cross-sensitivity between silver sulfadiazine and other  

sulfonamides. Use caution in glucose-6-phosphate  

dehydrogenase deficiency (G-6-PD) as hemolysis can occur.  

(4) Monitor: (If extensive burns, or prolonged treatment)  

Renal function/ Serum electrolytes/ CBC/ Serum sulfa levels 

(5) Although silver sulfadiazine is widely used in the treatment of  

minor burns, there is no evidence that it is effective in speeding  

recovery or reducing pain. 

7. Mafenide: antibiotics, topical use, Apply a small amount to the 

affected area(s) once or twice a day to a depth of 1/16th of an inch; 

the burned area should be covered with cream at all times 

(1) Reports of fatal hemolytic anemia with disseminated  

intravascular coagulation with possible link to glucose-6- 

phosphate (G6PD) dehydrogenase deficiency. 

(2) Reports of metabolic acidosis and carbonic anhydrase inhibition.  

Use caution in patients with extensive second- and third-degree 

burns, partial thickness burns, and pulmonary dysfunction. 

8. Tetanus: Tetanus immunization is required for all patients with 

burns, except in patients who have been immunized in the last 5-10 

years. 

9. Analgesics: could choose from acetaminophen, NSAID, or 

morphine depending on the severity of burn and subjective feeling 
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from the patient. Analgesics and sedation are sometimes required for 

dressing changes for patient suffered from major burn injury.  

10. Debridement with skin grafting: Debridement  

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

    無。 

 十一、癒後 

(一) Factors affecting prognosis:  

1. Age: elderly patients with burns have a poorer prognosis than 

younger patients with the same amount of burn  

2. Preexisting immunodeficiency: these patients are more prone to 

developing infections and should be followed closely 

(二) Progression of disease 

1. Inhalational injury can produce a deterioration in the patient's 

condition up to 72h postburn  

2. Infection - in the burn wound, urinary tract, respiratory tract, and 

blood. Empiric antibiotic therapy, preferably based on previous 

culture results, should be started as soon as samples have been taken 

for culture if it appears the deterioration is due to infection. 

(三) Prognosis 

1. The prognosis of a burn depends on the extent, depth, and age of the 

victim, and the presence or absence of an inhalational injury.  

2. First-degree burns heal fully.  

3. Most burn victims recover with a variable degree of scarring and 

disability, which can necessitate lengthy treatment.  

4. The elderly and the very young are most at risk of death following a 

major burn. Over the age of 65, a 25% burn is associated with a 50% 
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mortality (the same mortality rate is expected for a 65% burn in 

young adults).  

5. The presence of an inhalational injury markedly increases the 

likelihood of death.  

6. 90% of survivors of major burns will return to a lifestyle similar to 

that prior to the burn.  

7. Electrical burns - once the initial shock has been survived, death is 

unlikely. 

 十二、住院天數 Length of stay 

(一) First degree and superficial second degree burns: within two weeks 

(二) Deep second degree, third and fourth degree burns: more than three weeks  

(三) Major burns that require serial debridement and skin grafting: months 

 十三、出院計畫 Discharge Plan 

(一) Patients have understood how to change dressing for their wounds. 

(二) Patients knew that further rehabilitation program was on the way. 

(三) Patients knew how to prevent thermal injury. 

 十四、出院衛教 Discharge health education 

(一) Wound care: indirect dry dressing for superficial second degree burn wound; 

topical antibiotic ointment for healed wound; emollients for skin grafts 

(二) Regular rehabilitation and tireless effort in wearing elastic garment to 

prevent scar hypertrophy 

 十五、出院追蹤 Discharge Follow up 

(一) Weekly follow-up at first months 

(二) Monthly follow-up after wound healed 

(三) Referred to rehabilitation doctor 
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疾病名稱：Oral cancer reconstruction 

ICD-10-CM：C06 

壹、 前言 

 一、適用範圍 Scope 

    For patients who received extirpation of head and neck tumors and 

microvascular free flap reconstruction  

 二、目的 Purpose 

    Guidelines for clinical doctors and nursing staff 

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

Plastic surgeons, general surgeons, oral surgeons and ENT doctors. 

貳、 重要臨床準則 

 一、評估 Assessment 

    The term “head and neck cancer” refers to a group of biologically similar   

cancers originating from the upper aerodigestive tract, including the lip, oral  

cavity (mouth), nasal cavity, paranasal sinuses, pharynx, and larynx. Most head  

and neck cancers are squamous cell carcinomas, originating from the mucosal  

lining (epithelium) of these regions.  

 二、診斷依據 Diagnosis criteria 

A patient usually presents to the physician complaining of one or more of    

the above symptoms. The patient will typically undergo a needle biopsy of this  

lesion, and a histopathologic information is available. A multidisciplinary  

discussion of the optimal treatment strategy will be undertaken between the  

radiation oncologist, surgical oncologist, and medical oncologist. 

 三、鑑別診斷 Differential Diagnosis 
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(一) Cancer of the larynx  

(二) Thyroid cancer  

(三) Adenoid cystic carcinoma  

(四) Burkitt's lymphoma  

(五) Dermatofibrosarcoma protuberans  

(六) Hodgkin's disease 

(七) Paraganglioma   

(八) Skin cancers  

 四、疾病（病理）分期 Disease and Pathology stage 

    Tumor (T): T1 < 2 cm, T2: 2~4cm, T3 > 4cm 

Node (N) 
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    Di stant metastases (M) : Ｍ0 (no distant metastasis); M1 (with distant 

metastasis) 

 

 五、臨床症狀 signs and symptoms 

(一) Mass in the neck  

(二) Neck pain  

(三) Bleeding from the mouth  

(四) Sinus congestion, especially with nasopharyngeal carcinoma  

(五) Bad breath  
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(六) Sometimes a sore tongue  

(七) Painless ulcer or sores in the mouth that do not heal.  

(八) White, red or dark patches in the mouth that will not go away.  

(九) Ear-ache.  

(十) Unusual bleeding or numbness in the mouth.  

(十一) A lump in your lip, mouth or gums.  

(十二) Enlarged lymph glands in the neck.  

(十三) If the cancer affects the tongue it may cause some slurring of speech.  

(十四) A hoarse voice, which persists for more than six weeks.  

(十五) A sore throat which persists for more than six weeks  

(十六) difficulty swallowing food,  

(十七) change in diet or weight loss,  

(十八) any neck lumps which persists for more than three weeks.  

(十九) A mouth ulcer that does not heal 

 六、發生率與盛行率 Incident and prevalence 

    In Taiwan, male to female ratio is about 3 : 1. Incidence: male 4.45/100,000,   

    female 1.42/100,000. Prevalence: male 0.59%, female 0.19% 

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

(一) Needle biopsy or incisional biopsy 

(二) CT to determine nodal status 

(三) Whole body bone scan 

(四) Abdomen sonography 

(五) Chest CT 

(六) Pre-operative routines 

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

(一) Admission: all patients who will receive free flap reconstruction have to be 
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admitted. 

(二) Discharge: Flaps survive well with fair wound healing, without apparent 

donor site morbidity. Patients resume food intake via oral or nasogastric 

tube.  

 九、主要治療處置 Primary treatment and management   

(一) FREE FASCIOCUTANEOUS FLAP 

1. Radial forearm 

    The radial forearm free flap (RFFF) has become one of the work horse   

flaps for reconstruction in head and neck surgery. It is primarily used 

defects in the oral cavity, oropharynx, and hypopharynx. Its vascular supply   

is based on the radial artery and paired venae comitantes (which accompany  

the radial artery). The cephalic vein can also be used for venous  

anastomosis. It has many advantages including the following: 

(1) consistent vascular anatomy  

(2) long vascular pedicle – up to 18-20cm;  

(3) vessels are large – up to 2.5 mm in diameter; 

(4) location allows for a two-team approach;  

(5) pedicle can be outlined on the skin prior to incision; 

(6) it can be raised as a composite graft including bone and nerve; 

and   

(7) has acceptable donor site cosmesis.  

    The forearm has some of the thinnest, most pliable skin in the whole   

body making it an excellent donor for reconstruction of the oral cavity and   

pharynx. The flap may include skin from the antecubital fossa to the flexor   

crease at the wrist. 

    Disadvantages of the RFFF include potential donor site morbidity  
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(hand ischemia), limited bulk, and requirement of a split thickness skin graft  

(STSG) to cover the donor site. An Allen’s test should be performed on all  

patients considered for a RFFF. The nondominant hand should be chosen  

first. This involves having the patient squeeze their fist tightly to expel  

blood from the hand. Pressure is then placed over the ulnar and radial artery  

and the patient is asked to release their fist. The hand should appear pale.  

The ulnar artery is then released and the hand is watched for capillary refill.  

It may take up to 60 seconds to see adequate refill. If there is uncertainty,  

doppler of the digital artery should be performed.  

2. Anterior Lateral Thigh 

    The lateral thigh flap is a fasciocutaneous flap whose blood supply is    

based on the third perforator of the profunda femoris artery and its venae  

comitantes. This flap, like the RFFF is used primarily used in 

reconstruction of oral cavity and pharyngeal defects.  It has many  

advantages including:   

(1) a long vascular pedicle (up to 15cm);  

(2) large vessels (2-4mm);  

(3) large skin paddle (up to 10X20cm);  

(4) distant from the head and neck allowing for a two-team approach;  

(5) donor site can be closed primarily with minimal functional loss;     

(6) the skin is pliable and usually hairless; and  

(7) the flap may be harvested as a sensate flap if the lateral femoral 

cutaneous nerve of the thigh is preserved. 

    In obese patients, particularly women, these flaps may be very bulky.  

Other disadvantages include the difficulty of dissection deep in the leg near  

the profunda femoris artery requiring an assistant to retract the vastus  
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lateralis. The vascular pedicle is often inconsistent. The most common  

variation is for the pedicle to arise from the fourth perforating branch of the  

profunda femoris artery. 

(二) FREE MUSCLE AND MUSCULOCUTANEOUS FLAP 

1. Rectus Abdominis 

    The rectus abdominis is an extremely versatile free flap used for  

reconstruction of multiple soft tissue defects in the head and neck. Most  

commonly it is used for large defects in the midface and cranial base region.  

It has also been used on the scalp and in the oral cavity (particularly for 

patients undergoing total or subtotal glossectomy). The flap may either be  

raised as a muscle flap or a musculocutaneous flap. The blood supply to the  

rectus abdominis muscle is based on the deep superior and inferior  

epigastric arteries while the skin overlying it is based on musculocutaneous  

perforators arising from these arteries within the muscle belly.  The muscle  

is very large and can fill in large defects and can reliably separate the oral  

from the cranial cavity in cranial base surgery. There are a large numbers of  

musculocutaneous perforators that supply the overlying skin making it  

possible to create spatially separated skin paddles. This allows for closure of  

defects involving more than one epithelial site such as the cheek and the  

oral cavity or the buccal mucosa and the palate. 

Other advantages of the rectus abdominis free flap include: 

(1) constant anatomy; 

(2) ease of flap elevation; 

(3) change of position is not necessary allowing simultaneous 

elevation  

(4) with extirpation of the primary; 
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(5) large diameter vessels (mean of 3.4mm) with a pedicle up to   

8-10cm in length. ansversalis fascia only.   

2. Latissimus Dorsi 

    The latissimus dorsi flap (LDF) has long been a useful flap to  

reconstruct very large defects of the head and neck. The latissimus dorsi  

muscle is a large fan shaped muscle that originates from the thoracolumbar  

fascia, lower thoracic spinous processes, and the iliac crest and inserts onto  

the humerus. Its neurovascular supply is based on the thoracodorsal artery  

with its paired vena comitantes, and the thoracodorsal nerve. The  

thoracodorsal artery is a terminal branch of the subscapular artery. The  

pedicle based on this artery ranges from 7 to 10 cm.  Additional length can  

be obtained by ligating the circumflex scapular artery and including the  

subscapular artery with the pedicle. The diameter of the artery in this area is  

2 to 3 mm. The vein is approximately 3 to 5 mm. The thoracodorsal nerve  

can be reanastomosed to a recipient nerve in the neck to reinnervate the  

muscle and prevent wasting. 

    The vascular supply to the skin paddle of the LDF is provided by  

musculocutaneous perforators branching from the thoracodorsal artery  

which span a large surface area of skin. The skin flap that can be elevated is  

the second largest available in the body next to the rectus abdominis flap.  

The difference between these two flaps is that the skin of the latissimus flap  

is centered over muscle. This makes the flap extremely large. It is great for  

filling very large defects but usually to thick to tube or use in the oral cavity.  

Multiple skin paddles can be designed with this flap. 

    The donor site for the latissimus flap is usually easily closed primarily  

with little cosmetic deformity.  Functional deficits from removing this  
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muscle are prevented by the compensatory action of other muscles that act  

across the glenohumeral joint. It is important to note that progressive  

morbidity to the shoulder does occur with the sacrifice of the latissimus  

dorsi is combined with loss of either the trapezius muscle or the pectoralis  

major muscle. To harvest this flap, the patient must be in a 30 to 45 degree  

lateral oblique position. Although synchronous head and neck surgery can  

be performed, there may be some difficulty, especially if bilateral neck  

dissections must be performed.   

(三) FREE OSTEOCUTANEOUS FLAP 

        Free Fibula Flap 

        The fibular free flap (FFF) can be an osseus or osteocutaneous flap. Its  

    blood supply is based on the peroneal artery and the accompanying vena  

    commitantes. The fibula can provide up to 25cm of vascularized bone for     

    grafting. This is why it has become the preferred technique for reconstruction of  

    segmental defects in the long bones of the upper and lower extremities. The  

    peroneal artery provides a dual blood supply to the fibula via endosteal and a  

    periosteal vasculature.  Because multiple segments of this bone can receive  

    enough blood supply from the periosteal component, their viability can be  

    maintained after multiple osteotomies. This makes the fibular free flap an ideal  

    donor site for mandibular reconstruction which requires contouring of bone.  

    Other advantages of the FFF include the following: 

1. it provides the longest and strongest bone stock of any other osseus  

    free flap;  

2. low donor site morbidity; 

3. easy positioning and two team approach; 

4. easily supports osseointegrated dental implants; and 
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5. its thickness roughly approximates the body of the mandible. 

The length of the vascular pedicle to the FFF is limited proximally by  

    the bifurcation of the posterior tibial artery. Additional length can be gained  

    by harvesting a more distal segment of bone. With this technique, pedicle length  

    as long as 12cm has been attained (Hidalgo, 1994). The variability in blood   

    supply to the FFF is one reason this flap may not be acceptable in certain  

    patients. Aberrations in blood supply to the feet can occur in up to 10% of the  

    population with the peroneal artery being the dominant supply to the entire foot.  

    In order to verify that this in not the case, it is necessary to perform an imaging  

    study of the lower extremity vasculature (i.e. an angiogram or MRA). Peripheral  

    vascular disease can also affect the normal circulation of the foot thereby 

    necessitating a preoperative imaging study. Other disadvantages include a limited  

    cutaneous paddle and soft tissue bulk often requiring a second free flap or  

    pectoralis flap for extensive soft tissue defects, slight reduction in ankle strength  

    and limited great toe flexion, and slight risk of chronic ankle pain. The skin  

    paddle has an unpredictable blood supply and may be lost in up to 5 to 10% of  

    patients. This can only be determined after the harvest. The patient must be  

    informed that a second cutaneous flap may be needed. 

Loss of the lateral mandible (posterior to the mental nerve foramen), will  

    result in a concavity of the cheek, mandible rotation to the defect side with cross  

    bite malocclusion, remnant rotation superiorly and medially, and mental nerve    

    loss.These losses are much easier to adjust to than anterior loss. However, in a  

    relatively fit patient with or without dentition, the advantages of reconstruction  

    compared to primary closure without reconstruction can be dramatic. The iliac  

    bone is often chosen over the fibula for these defects because of the close  

    approximation of the shape of the anterior iliac spine to the angle and body of the  
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    mandible. 

(四) FREE VISCERAL FLAPS 

        Jejunum 

        The vascular supply to the jejunum is based on branches from the superior  

    mesenteric artery (SMA). There are 12 to 15 jejunal arteries that arise from the  

    left side of the SMA. These arteries divide into two smaller arteries which unite  

    to form vascular arcades. The arcades give off smaller straight branches called  

    vasa recta, which enter the small intestine on its mesenteric border. The venous  

    supply comes from paired vena commitantes which accompany each artery and   

    drain into the superior mesenteric vein. The particular segment of jejunum used  

    must be supplied by a single vascular arcade (usually the second or third) with  

    nutrient vessels of sufficient size for microsurgical transfer. 

        Performing free transfer of the jejunum requires a two or three team  

    approach. A general surgery team isolates a segment of jejunum which is left   

    attached to its vascular supply in the abdomen. After extirpation of the tumor has  

    been completed in the neck, evaluation the exact size and shape of the defect is  

    carried out. The jejunal segment is then harvested and insetting into the defect is  

    carried out in an isoperistaltic fashion. This is followed by microvascular  

    reanastomosis to recipient vessels. Sewing of vessels is performed after insetting  

    of the flap for two reasons: 

1. it provides more accurate geometric arrangement of the vessels based 

on the final positioning of the flap to reduce tension and 

2. prevents excessive bleeding from the edges of the flap which can make 

insetting very difficult particularly if the distal end of the defect is low 

in the thorax. 

    Disadvantages of the jejunal free flap include:  



 91 

1. requires laparotomy with potential complications;  

2. lacks neovascularization resulting in total depends on anastomosed 

blood supply; 

3. short pedicle; and  

4. results in gurgly voice when voice restoration procedures are 

performed. 

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

(一) Radiation therapy 

(二) Chemotherapy 

(三) Pecotoralis major musculocutaneous flap 

(四) Deltopectoral flap 

 十一、癒後 Outcome 

    Although early-stage head and neck cancers (especially laryngeal and oral cavity) 

have high cure rates, up to 50% of head and neck cancer patients present with 

advanced disease. Cure rates decrease in locally advanced cases, whose probability of 

cure is inversely related to tumor size and even more so to the extent of regional node 

involvement. Consensus panels in America (AJCC) and Europe (UICC) have 

established staging systems for head and neck squamous cancers. These staging 

systems attempt to standardize clinical trial criteria for research studies, and attempt 

to define prognostic categories of disease. Squamous cell cancers of the head and 

neck are staged according to the TNM classification system, where T is the size and 

configuration of the tumor, N is the presence or absence of lymph node metastases, 

and M is the presence or absence of distant metastases. The T, N, and M 

characteristics are combined to produce a “stage” of the cancer, from I to IVB 

 十二、住院天數 Length of stay 

(一) Intensive monitoring at ICU: 3~7 days 
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(二) Ordinary ward: 5~14 days 

 十三、出院計畫 Discharge Plan  

    Flap survived well and patient was capable of wound care. 

 十四、出院衛教 Discharge health education 

    Wound care as simple dressing for suture lines and topical ointment for skin  

graft site. Regular follow-up and smoking, alcohol and betel nuts cessation.  

 十五、出院追蹤 Discharge Follow up 

    Weekly follow-up is suggested in first months. After that, routine check-up of 

recurrence should be performed. every 3~6 months. 
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