
一百零二 24

會 務 報 導
一、本學會將於中華民國109年2月23日（星期日）上午8:30至12時，假國立

臺灣大學醫學院附設醫院兒童醫院大樓B1講堂(台北市中正區山南路8號)，

舉辦台灣心臟胸腔護理學會第七屆理、監事選舉暨第二次會員大會，敬邀

各位會員撥冗踴躍參加。

二、109年2月23日會員大會會後將邀請林口長庚紀念醫院心臟外科蔡峰鈞醫

師專題演講， 主題：「今天不談醫學」，歡迎大家參加 。

三、歡迎各方朋友加入本學會，新入會者：入會費500元，常年會費1000元。

四、109年02月15日（星期六）假振興醫療財團法人振興醫院舉辦「環境賀爾

蒙危害與心血管及胸腔疾病」研習營，敬請各護理人員踴躍報名。
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發行人：李芳珊
發行所：台灣心臟胸腔護理學會
會 址 ：臺北市中山南路7號
學會電話： (02 ) 2321-4477

一0六 八 37

108 十二 44

敬邀 所有會員

帶上幸福快樂，

讓我們一起跨入2020 年

祝福大家順心如意、平安健康 !
春 春
春 Happy New Year

福
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周邊血管可泛指由身體各處肢體的血管，包含動脈系統及靜脈系統

。近年來，因為影像醫學和導管技術的進步，使周邊血管疾病 (包含周

邊動脈疾病和靜脈栓塞) 在診斷和治療上都有很大的進步。

什麼是周邊動脈疾病？

周邊動脈疾病是全身血管動脈粥狀硬化的一種表現，血管分布的

位置不同而有不同的表現，例如頸動脈狹窄、腎動脈狹窄、下肢動脈

疾病、或腸繫膜動脈血栓等等1。危險族群包含高血壓、高血脂、高血

糖、抽菸、高齡、慢性腎臟病、肥胖、或是已經有其他血管疾病的患

者2。下肢動脈疾病的患者，更有約50%合併有心血管疾病 (圖一)，所

以預防心血管事件更是目前治療周邊動脈疾病的主要目標之一1,2。

周邊動脈疾病患者依症狀程度的不同，可依Fontaine分類成stage 

I ~ IV或依Rutherford分成category 0 ~ 6 (表一)。其中約有40%沒有

症狀，近30%會出現間接性跛行。病患若發生間接性跛行，除了下肢

動脈疾病外，需小心地排除神經性跛行、靜脈性跛行或關節炎等鑑別

診斷(表二)。周邊動脈疾病患者仍有5 ~ 10%會有足部潰瘍、皮膚壞死

症狀，5%的患者甚至可能在5年內有截肢風險3,5。

國泰綜合醫院
心血管中心
張嘉修 醫師
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周邊血管疾病與微創導管除栓



在下肢動脈發生急性血栓時，有高達4成以上的截肢風險1,3,4。

病人若已出現神經症狀需緊急手術將血栓移除；若出現大量組織壞死

，則需儘早截肢，以保全性命(圖二)。

什麼是深層靜脈栓塞？

血栓形成的原因依Virchow’s triad可分為(1)血流異常(stasis)、

(2)血管壁異常(endothelial abnormality)、和(3)血液成分異常

(hypercoagulate state)。深層靜脈栓塞，係指靜脈血栓造成血液回

流不良，產生肢體紅、腫、熱痛等情形，又稱「經濟艙症候群」11。

久坐不動、重大手術、長時間飛行、年紀大於40歲、患有惡性腫瘤

、自體免疫疾病、大量脫水、女性懷孕時或服用口服避孕藥等等都是

靜脈血栓形成相關的危險因子11。靜脈栓塞在過去初期診斷不易，發

現時常常已有感染發炎或其他嚴重併發症。近年來，因診斷率的提昇

，靜脈血栓的盛行率在年輕及老年族群皆有增長趨勢。

靜脈血栓若未能有效移除，使得靜脈壓力過高，日久便會出現

色素沉澱、皮膚潰爛和反覆感染等「栓塞後症候群」；另一方面，血

栓如果脫落隨著血流流回心臟，進入肺動脈造成「肺栓塞」，死亡率

更高達50%13,14。

微創導管溶栓與取栓 治療新利器

周邊血管疾病可透過超音波及血管攝影確診，過去治療大致可
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分為藥物治療、傳統開刀手術及微創導管手術治療。現在針對周邊動

脈急性血栓或治療黃金期內的靜脈血栓，有新的治療方式可供選擇。

「EKOS微導管震波溶栓」：全名為Ekosonic Endovascular 

System，將帶有震波晶片的微導管伸至肺部或周邊血管內，利用超

音波的脈衝把血栓打出很多的小孔，把血栓的纖維蛋白（fibrin）打

斷，使血栓結構變得鬆散，輔予血栓溶解劑治療，在不傷害瓣膜本身

的情況下，藥物更能滲透入血栓內部達到溶解的目的，一些殘餘在靜

脈瓣膜後的血栓亦可清掉。和傳統的方法比起來可以清得更乾淨，清

得更快速，約八成的血塊可在2小時內除掉，使用的血栓溶解劑約可

以減少68%，降低出血的機率。除了下肢靜脈血栓外，肺栓塞，急

性下肢動脈血栓也可使用，一般來說，療程約48~72小時，使用方

式極為簡單，先把一個灌注導管（infusion catheter）置入血栓所在

的血管之中，再把附有超音波釋放點的導線（ultrasonic cord）置入

即可4,12-14。

「Angiojet微創導管抽吸取栓」：AngioJet有兩種模式，可先

讓血栓溶解劑先直接注入血栓內部，充分使血栓溶解劑與血栓接觸來

軟化血栓，再轉換模式成血栓抽吸系統，抽吸時利用高速水流將血管

內的血栓擊碎，同時經過導管尖端的雙腔設計將血流重新吸除，從而

在導管尖端局部形成負壓區域，利用壓力的變化（白努利原理）將水

流及擊碎的血栓殘塊通過導管內腔吸出體外。Angiojet不只減少了溶

栓藥物的用量，也減少了溶栓時間和溶栓過程中的出血風險4,15,16。
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這些新式治療方式，病人只需局部麻醉、傷口僅2mm大小，不

僅改善了疾病的治癒率、降低併發症的發生率，同時也縮短了病人住

院天數，讓醫師在消極的藥物控制外，多了治療的新利器，堪稱病人

一大福音。但同傳統的開放手術一樣，這些新式的治療雖可以迅速地

清除血栓負荷，但是也同樣面臨血流再灌註損傷(reperfusion injury)

問題，如高血鉀、酸血症、急性腎衰竭，下肢腫脹甚至骨筋膜室綜合

症(compartment syndrome)，因此術後需要嚴密的監控患者的電

解質平衡、腎功能的變化以及遠端肢體血運的情況3,4。

過去二十年來，微創導管治療的技術可謂一日千里，新技術雖帶

來更多的治療選擇，但非所有病人都適用於同一種治療方式，在內外

科醫師專業評估下，為每個病人量身訂做最佳的治療策略，才是醫病

治療的王道。

表一：周邊動脈疾病症狀分級6.7
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表二：間接性跛行鑑別診斷2,8

圖一：心血管疾病、頸動脈狹窄與下肢動脈疾病的關係1,9,10
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Gerhard-Herman et al

March 21, 2017 Circulation. 2017;135:e686–e725. DOI: 10.1161/CIR.0000000000000470e694

the algorithm on diagnostic testing for suspected PAD and 
claudication; Table 6 for alternative causes of nonhealing 
wounds in patients without PAD; Figure 2 for the algorithm 
on diagnostic testing for suspected CLI; and Online Data 
Supplements 3 to 7 for data supporting Section 3.

3.1. Resting ABI for Diagnosing PAD

3.2. Physiological Testing

Table 5. Alternative Diagnoses for Leg Pain or Claudication With Normal Physiological Testing (Not PAD-Related)

Condition Location Characteristic
Effect of 
Exercise Effect of Rest Effect of Position Other Characteristics

Symptomatic 
Baker’s cyst

Behind knee, 
down calf

Swelling, 
tenderness

With exercise Also present at 
rest

None Not intermittent

Venous 
claudication

Entire leg, 
worse in calf

Tight, bursting pain After walking Subsides slowly Relief speeded by 
elevation

History of iliofemoral 
deep vein thrombosis; 
edema; signs of venous 
stasis

Chronic 
compartment 
syndrome

Calf muscles Tight, bursting pain After much 
exercise (jogging)

Subsides very 
slowly

Relief with rest Typically heavy muscled 
athletes

Spinal stenosis Often bilateral 
buttocks, 
posterior leg

Pain and weakness May mimic 
claudication

Variable relief but 
can take a long 
time to recover

Relief by lumbar 
spine flexion

Worse with standing and 
extending spine

Nerve root 
compression

Radiates down 
leg

Sharp lancinating 
pain

Induced by 
sitting, standing, 
or walking

Often present 
at rest

Improved by 
change in 
position

History of back problems; 
worse with sitting;  
relief when supine or 
sitting

Hip arthritis Lateral hip, 
thigh

Aching discomfort After variable 
degree of 
exercise

Not quickly 
relieved

Improved when 
not weight 
bearing

Symptoms variable; 
history of degenerative 
arthritis

Foot/ankle 
arthritis

Ankle, foot, 
arch

Aching pain After variable 
degree of 
exercise

Not quickly 
relieved

May be relieved 
by not bearing 
weight

Symptoms variable; may 
be related to activity level 
or present at rest

Modified from Norgren L et al.23

PAD indicates peripheral artery disease.

Recommendations for Resting ABI for Diagnosing PAD

COR LOE Recommendations

I B-NR

In patients with history or physical examination 
findings suggestive of PAD (Table 4), the resting 
ABI, with or without segmental pressures and 
waveforms, is recommended to establish the 
diagnosis.60–65

I C-LD
Resting ABI results should be reported as abnormal 
(ABI ≤0.90), borderline (ABI 0.91–0.99), normal 
(1.00–1.40), or noncompressible (ABI >1.40).46,63–66

IIa B-NR

In patients at increased risk of PAD (Table 3) but 
without history or physical examination findings 
suggestive of PAD (Table 4), measurement of the 
resting ABI is reasonable.41,42,67–89

III: No 
Benefit B-NR

In patients not at increased risk of PAD (Table 
3) and without history or physical examination 
findings suggestive of PAD (Table 4), the ABI is 
not recommended.87,90

Recommendations for Physiological Testing

COR LOE Recommendations

I B-NR
Toe-brachial index (TBI) should be measured to 
diagnose patients with suspected PAD when the 
ABI is greater than 1.40.66,91–94

I B-NR

Patients with exertional non–joint-related leg 
symptoms and normal or borderline resting ABI 
(>0.90 and ≤1.40) should undergo exercise 
treadmill ABI testing to evaluate for PAD.54–59

IIa B-NR

In patients with PAD and an abnormal resting 
ABI (≤0.90), exercise treadmill ABI testing 
can be useful to objectively assess functional 
status.54–59

IIa B-NR

In patients with normal (1.00–1.40) or 
borderline (0.91–0.99) ABI in the setting of 
nonhealing wounds or gangrene, it is reasonable 
to diagnose CLI by using TBI with waveforms, 
TcPO2, or SPP.95–99

IIa B-NR

In patients with PAD with an abnormal ABI 
(≤0.90) or with noncompressible arteries 
(ABI >1.40 and TBI ≤0.70) in the setting of 
nonhealing wounds or gangrene, TBI with 
waveforms, TcPO2, or SPP can be useful to 
evaluate local perfusion.95–99
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especially when saphenous vein harvesting is planned, and carotid
screening should be considered in a subset of patients at high
risk of CAD.

• In patients scheduled for CABG with severe carotid stenoses,
prophylactic carotid revascularization should be considered in
recently symptomatic cases and may be considered in asympto-
matic cases after multidisciplinary discussion.

• In patients planned for carotid artery revascularization for asymp-
tomatic stenosis, preoperative coronary angiography for detec-
tion (and revascularization) of CAD may be considered.

Multisite artery disease (MSAD) is defined by the simultaneous
presence of clinically relevant atherosclerotic lesions in at least two
major vascular territories. Subclinical plaques are beyond the scope
of this document. While patients with MSAD are regularly encoun-
tered in clinical practice, robust data on the management of these
patients are scarce. For the management of these patients, clinical sta-
tus and comorbidities should be considered, in addition to the lesion
sites. Generally the treatment strategy should be decided case by
case within a multidisciplinary team and should focus first on the
symptomatic vascular site.

11.1 Multisite artery disease:
epidemiology and impact prognosis
Among 3.6 million American volunteers for a systematic ultrasound
screening for LEAD, CAD and AAA, the proportion of subjects with
two or more localizations increased with age, from 0.04% at
40–50 years to 3.6% at 81–90 years.334 Figure 8 summarizes the prev-
alence of MSAD when atherosclerotic disease is diagnosed in one
territory.

Although several studies have demonstrated that patients with
MSAD have a significantly worse clinical outcome as compared
with patients with single vascular site disease, the only RCT
designed to assess the impact on prognosis of systematic screening
for MSAD in patients with high-risk CAD (three-vessel CAD and/
or with an ACS at age >75 years) failed to prove any significant
benefit.344 The Aggressive detection and Management of the
Extension of atherothrombosis in high Risk coronary patients In
comparison with standard of Care for coronary Atherosclerosis
(AMERICA) trial randomized 521 patients to a proactive strategy
(total-body DUS and ABI measurement associated with intensive
medical therapy) or to conventional strategy (no screening for
asymptomatic MSAD and standard medical therapy); at the 2-year
follow-up, the primary composite endpoint, including death, any
ischaemic event leading to rehospitalization or any evidence of
organ failure, occurred in 47.4% and 46.9% of patients, respectively
(P > 0.2).344 Hence the clinical benefit of systematic screening for
asymptomatic MSAD in patients with known atherosclerotic dis-
ease appears questionable.

11.2 Screening for and management of
multisite artery disease
11.2.1 Peripheral arterial diseases in patients presenting

with coronary artery disease

11.2.1.1 Carotid artery disease in patients scheduled for coronary artery
bypass grafting
Web Table 11 details the epidemiology of CAD and the incidence of
stroke among patients undergoing isolated CABG (without synchro-
nous/staged CEA).341 In another study, unilateral 50–99% carotid

Figure 8 Reported rate ranges of other localizations of atherosclerosis in patients with a specific arterial disease.51, 335–343 The graph reports the
rates of concomitant arterial diseases in patients presenting an arterial disease in one territory (e.g. in patients with CAD, 5 - 9% of cases have con-
comitant carotid stenosis >70%). ABI = ankle-brachial index; CAD = coronary artery disease; LEAD = lower extremity artery disease; RAS = renal
artery stenosis.

38 ESC Guidelines

Downloaded from https://academic.oup.com/eurheartj/advance-article-abstract/doi/10.1093/eurheartj/ehx095/4095038
by Region Skane user
on 18 January 2018
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圖二：急性肢體血栓處置流程1,4
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..10.8 Blue toe syndrome
Another particular clinical presentation is blue toe syndrome. This is
characterized by a sudden cyanotic discoloration of one or more
toes. It is usually due to embolic atherosclerotic debris from the
proximal arteries. For further details see Web addenda 10.8.

11. Multisite artery disease

Key messages

• Multisite artery disease (MSAD) is common in patients with athe-
rosclerotic involvement in one vascular bed, ranging from 10 to
15% in patients with CAD to 60 to 70% in patients with severe
carotid stenosis or LEAD.

• MSAD is invariably associated with worse clinical outcomes;
however, screening for asymptomatic disease in additional vascu-
lar sites has not been proven to improve prognosis.

• In patients with any presentation of PADs, clinical assessment of
symptoms and physical signs of other localizations and/or CAD is
necessary, and in case of clinical suspicion, further tests may be
planned.

• Systematic screening for asymptomatic MSAD is not indicated
for any presentation of PADs, as it would not consistently lead
to a modification of management strategy. It may be interesting
in some cases for risk stratification (e.g. an antiplatelet therapy
strategy beyond 1 year in patients who benefited from coronary
stenting for ACS).

• In some situations the identification of asymptomatic lesions may
affect patient management. This is the case for patients under-
going CABG, where ABI measurement may be considered,

Figure 7 Management of acute limb ischaemia. CTA = computed tomography angiography; DSA = digital subtraction ultrasound; DUS = duplex
ultrasound.
aImaging should not delay revascularization.
bSpecific etiological work-up is necessary (cardiac, aorta).
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暮然回首，已投入職場十個年頭，當班的幾個鐘頭就在這

小區域中裡忙活，看似有些與世隔絕，常不識外頭天氣的瞬息

變化，卻也在這裡不知翻閱了多少篇人生故事。當我們心疼著

某人如今的孤寂，原自於年少時的輕狂不羈、本該是親暱的手

足，卻因病人的身外之物而疏離、當癌症病況惡化，離別這世

間，身旁陪伴人卻是外傭更顯得哀淒，林林總總，不知剪輯了

多少社會現象，歷歷在目。

依稀記得那是位約莫四十歲左右的肺癌男性病人，已婚，

育有兩名幼子，巡房時，眼見他與友人談話的神情，自信、活

潑，述說著熱愛海上活動，神采奕奕的他，除了和兄弟們閒話

家常，對我們也會主動招呼，閒聊分享。正因年輕，對於治療

一直採取積極正向，但天不從人願，治療反應不佳，最終，與

家人選擇了緩和醫療，安寧團隊也介入支持協助。那天，他已

處於彌留階段，單人房內擠滿了人，他的妻子雖眼眶泛紅、語

音哽咽，卻仍有禮的帶領大家與孩子向他道別，當代表生命的

波形不再起伏時，她還能與家人交代後續喪儀，我心中不禁暗

自佩服她的堅強。

心 情 故 事

刻劃我心
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遺體護理後，大家陸續離開病室，最後剩下我跟他的妻子

，一陣靜默後，她走向陪客床，跪趴在地，手握拳頭敲打著嘶

喊痛哭出聲：「為什麼？」、「為什麼？」、「我受不了這樣!

」。突然劃破寂靜的聲量使我有些呆愣，當下透露出的痛徹心

扉更撞擊我的心，頓時說不出任何安慰的話語，這時我眼中的

她不背負著任何角色，只是單純深愛那位男子的一名弱女子，

剛剛的自持只是為了給幼兒的依靠，讓大夥心安……。

數分鐘後，她拾起眼淚，停止了哭泣，抬頭像是問我又像

是在喃喃自語：「我能不能幫他刷牙、刮鬍子跟洗頭？」、「

他最愛乾淨了，我要幫他保持乾淨。」我點點頭，在旁協助她

，她的眼神專注，強忍淚水，對著他邊述說著幸福往事，逐一

的完成，這就是她與他最後獨處的時光……。

不論是否身在這樣的職場環境，我們總是不禁意踏入旁人

任何一個人生階段，有時，若非為當事人只能同理，卻無法全

然意會他的經歷感受，或許，不需過多的言語，體察他們的需

要，進而付出行動，這樣的的陪伴更顯得貼切有意義。
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