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106年05月中部地區消化系同好會

· 時間：106年05月04日（四）17:00-19:00PM

· 地點：台中裕元花園酒店四樓西側包廂(台中市西屯區市政路77號)
· 主持：葉永祥副總裁、陳建華院長、楊基滐副院長、顏聖烈主任、陳奎閔主任
· 學分：內科醫學會、消化系醫學會、消化系內視鏡醫學會

· 協辦 : 台灣必治妥施貴寶股份有限公司
**********************************************************************
	17:00-17:15
	Registration
	Moderator

	17:15-17:20
	Open SpSeaking～ 秀傳紀念醫院 胃腸肝膽科 顏聖烈主任

	17:20-17:35
病例報告
	朱家聲醫師

中國醫藥大學附設醫院 內科部消化系
朱家聲 鄭幸弘 許鈺銓 鄧冠宇 楊其穎 周仁偉
Case report:
一位有著多種心臟疾病的六十九歲女性，在近七年內反覆地有意識障礙、怪異行為甚至癲癇發作，住了多次神經內科病房，也到急診就診多次，最後終於在消化科門診找到診斷。
	

	17:35-17:50

病例報告
	黃士銘醫師
中山醫學大學附設醫院 肝膽腸胃科

Case report: 
75歲男性因急性冠心症入住加護病房，疑似上消化道出血，胃鏡看到一搏動性十二指腸潰瘍
	

	17:50-18:05
病例報告
	張晏瑞 醫師

彰化基督教醫院 肝膽胃腸科
 張晏瑞 楊承達
Case report: 胃泌素瘤所致之反覆消化性潰瘍及其併發症
37歲男性，過去病史有上消化道出血、高血壓、糖尿病、高三酸甘油脂血症、B型肝炎帶原、雙側腎結石及輸尿管結石，因上腹痛、噁心嘔吐、腹瀉、發燒一週入院。胃鏡報告顯示逆流性食道炎、瀰漫性十二指腸潰瘍且疑似阻塞。腹部電腦斷層報告顯示十二指腸腸球部旁有一3.6公分大小之病灶。抽血報告顯示血中胃泌素濃度偏高及副甲狀腺機能亢進。其後此病人轉至外科開刀，但術後發生小腸穿孔併發次發性細菌性腹膜炎及敗血性休克，最終本病例死亡。
	

	18:05-19:00

專題演講
	劉乃仁 主任

林口長庚紀念醫院 胃腸肝膽科系助理教授
Topic: Drainage policy for malignant perihilar bile duct obstruction
Hilar cholangiocarcinoma (Klatskin tumor) is a neoplasm arising from the biliary confluence or the right or left hepatic ducts. Although surgery offers the only chance of cure, the majority of these tumors have been managed with nonsurgical treatment because of their poor prognosis and advanced stage at the time of diagnosis. These patients require palliation of biliary obstruction. The etiology of perihilar malignant bile duct obstruction also included gallbladder cancer and metastatic lymphadenopathy at the hilar region. A tailor-made drainage strategy should be planned according to the contrast enhanced computed tomography(CT) and magnetic resonance imaging(MRI) which can determine the extent of the lesion, presence of hepatic atrophy and metastasis.
When surgical treatment is considered possible, percutaneous transhepatic cholangiography and drainage(PTCD) is the choice of drainage procedure. If surgery is not possible after initial studies, exchange the placed PTCD tube to stent for internal drainage can be safely done in most of the cases. Contra-lateral side of bile duct drainage can also be tried during ERCP treatment.
Only a minority of patients are candidates for surgical resection at the time of diagnosis. In Klatskin tumor, adequate drainage of more than 50% of liver volume can achieve effective drainage, longer survival time and reduce infectious complication rate. Usually two stents are needed. Placing two stents for perihilar bile duct obstructions are more technical demanding and are associated with more complications. MRI/MRCP is useful to evaluate the tumor and hepatic involvement and to determine which lobe to drain during ERCP. To avoid procedure related cholangitis, the most important concept is to drain the contrast contaminated obstructed intrahepatic duct. Achievement of palliation of bile duct obstruction requires a thorough understanding of hepatobiliary anatomy as well as localization of the tumor according to the Bisthmus-Corlette classification. In Bisthmus type II and III, ERCP with stent placement can be an effective palliative method. In Bisthmus type IV, PTCD may be a better option of treatment considering the procedure-related cholangitis. When access to the bile duct fails or strictures cannot be traversed, the PTCD can be a rescue. Self-expanding metal stents are superior to 10 Fr. plastic stents in terms of 30-day outcomes, duration of patency, incidence of cholangitis, number of reintervations and hospitalization.
In summary, palliative bile duct drainage in patients with malignant perihilar tumors, biliary obstruction pattern should be considered before selection of an optimal drainage method. Special care during ERCP is needed to prevent the procedure related cholangitis
	秀傳醫院胃腸科
楊基滐副院長

	19:00~19:10

19:10~21:00
	Closing  陳建華院長
                      會後晚宴


演講者簡歷

ㄧ.朱家聲醫師 中國醫藥大學附設醫院 內科部消化系醫師

二.黃士銘醫師 中山醫學大學附設醫院 肝膽腸胃科醫師
三.張晏瑞醫師 彰化基督教醫院 肝膽胃腸科醫師
四.劉乃仁主任 林口長庚紀念醫院 胃腸肝膽科系助理教授
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