
 

 

 

 

 

 
 

 
 
 

指導單位  衛生福利部 

主辦單位  
財團法人台灣婦女健康暨泌尿基金會、 
台灣婦產科醫學會 

活動日期  民國 113 年 8 月 11 日 8:30~12:10 

活動地點  
中山醫學大學附設醫院  

誠愛樓 9 樓第一演講廳 

生產事故救濟 
 

研 討 會 





指導單位      衛生福利部

主辦單位      財團法人台灣婦女健康暨泌尿基金會  台灣婦產科醫學會

生產事故救濟研討會

113
年

臺 中

從生產事故救濟到醫療爭議預防處理法 黃閔照  執行長

【生產事故探討】

   孕產婦死亡
林芯伃  醫   師

【生產事故探討】

   孕產婦子宮切除與重大傷害
陳宜雍  醫   師

【生產事故探討】

   新生死亡與重大傷害害
張瑞幸  醫   師

【生產事故探討】

   胎兒死亡
葉長青  醫   師





講師    黃閔照執行長 

現職 

▪ 馬偕兒童醫院副院長

▪ 台灣婦產科醫學會前理事長

▪ 台灣婦產科醫學會院士

▪ 台灣婦女健康暨泌尿基金會執行長

▪ 醫策會西醫 PGY 工作小組委員

▪ 醫策會緊急醫療能力分級評定委員

▪ 衛福部優生保健諮詢委員

▪ 衛生福利部生產事故救濟行政業務委託計畫主持人

▪ 衛生福利部生產事故事件通報及品質輔導計畫協同

主持人

主要學歷 

▪ 中山醫學大學醫學研究所 醫學博士

▪ 台北醫學大學醫學系畢業

主要經歷 

▪ 新竹馬偕紀念醫院醫務部主任

▪ 新竹馬偕紀念醫院婦產科部主任

▪ 新竹馬偕紀念醫院 健檢中心主任
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Huang Ming-Chao ,M.D. PhD.
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•
•
•
• PGY
•
•
•
•
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林芯伃台北場 9/3台中場 9/10 

講師  林芯伃醫師  

現職 

 臺大醫院婦產部主治醫師 

 臺大醫學院副教授 

 台灣周產期醫學會理事 

主要學歷 

 台灣大學臨床醫學研究所博士 

 台灣大學醫學院醫學系 

主要經歷 

 臺大醫院婦產部主治醫師 

 台灣婦產科醫學會副秘書長 

 臺大醫院基因醫學部細胞遺傳實驗室主持人
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Accurate risk assessment can help identify women at 
higher risk of PPH.

The risk factors including antepartum hemorrhage, 
augmented labor, fetal macrosomia, maternal anemia, 
maternal obesity, multifetal gestation, preeclampsia, 
primiparity, prolonged labor and chorioamnionitis.

- PPH

-

1. Trop Doct. 2012 Oct;42(4):188-90.
2. Am J Obstet Gynecol MFM. 2023 Jul;5(7):100910.

29



Prompt recognition of PPH is crucial to prevent severe 
complications and save the life of the mother.

FIGO considers that the shock index (HR/SBP) can be a 
marker of the severity of PPH and can alert teams to 
hemodynamic instability when its value is > 0.9.

- PPH

Hypotensive resuscitation consists of restrictive 
crystalloid use during the early stages of a hemorrhagic shock to 
maintain lower than normal systolic or mean blood pressure.

The administration of crystalloids in boluses of 500 ml is 
recommended, using Ringer's lactate, instead of saline solution.

With a SBP target of 80–90 mm Hg (MAP 50–60 mm Hg) 
until major bleeding has been controlled.

- PPH?

30



The timely administration of blood and blood 
products may be necessary to manage severe PPH.

Start massive transfusion protocol If

Transfusion > 10 U pRBC in 24 hours or

Transfusion > 4 U pRBC in 1 hour with ongoing need for 
more transfusion

- PPH?

cryoprecipitatePlateletFFPpRBC

x146
Stanford University Medical 

Center

X

1 pool (6 bags)

X

x

2

4

2

4
Brigham and Women's Hospital

X

x

X

1

X

4

2

4

California Maternal Quality 

Care Collaborative OB 

Hemorrhage Protocol 

111
Mimic replacement of whole 

blood

- protocol

Obstet Gynecol. 2017 Oct;130(4):e168-e186.
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•
(Call for help)

•

(< 24H)
•
•
•
•

(24 H~12 Week)
•
•
•

2:

Reference: 

- The Lethal Triad 

Keep warm!

Work to avoid!

Replace, not dilute!
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•

•

•

•
(Call for help)

•

(< 24H)
•
•
•
•

(24 H~12 Week)
•
•
•

2:

Reference: 

- Secondary Atony

1. Crit Care. 2018 Feb 27;22(1):52.
2. Acta Physiol Scand. 1997 Dec;161(4):557-66.
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- PPH 4Ts

•
•

•
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-

https://www.patientsafety.mohw.gov.tw/files/file_pool/1/0m201534321568375626/ 12
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10 IU/1000mL=10mU/mL
10 IU/500mL=20mU/mL
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≥ 28 weeks

-
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● The bundle care approach can improve patient’s 
outcomes when adherence to all components is high. 

● Place the bundle in every maternity hospital and train 
to all elements of bundle, from arrival on obstetrics 
service to transfer to higher level of care.

The goal of bundles is to improve patient outcomes 
by providing a structured and coordinated 
approach to manage PPH.

FIGO recommends incorporation of the PPH 
bundle approach in the management of PPH 

It's important to emphasize that the successful 
management of PPH often requires a 
multidisciplinary approach involving 
obstetricians, hematologists, anesthesiologists, 
interventional radiologists, and other specialists. 

Standardized protocols and guidelines are 
in place to guide healthcare providers in managing 
PPH effectively.

-

41



● Prepared the PPH kits contain all supplies 
and medications for treatment of PPH in the 
birth center.

Oxytocin 

Carbetocin

Ergometrine 

Misoprostol 

-

Transamin

Uterine tamponade set

Endotracheal tube … etc

● UBT has proven to be an effective nonsurgical 
technique so that when employed rapidly by a 
properly trained person, it can potentially improve 
survival in women with PPH.

● UBT can be inserted into the uterus and inflated to 
apply pressure to the uterine walls. This pressure 
helps to control bleeding by compressing blood 
vessels and promoting uterine contractions. 

FIGO recommends uterine balloon 
tamponade (UBT) in the context of refractory 
PPH

42



● UBT serves as a bridge or temporary solution 
while arrangements are made for more advanced 
treatments.

● 85.9% efficacy in resolution of hemorrhage with 
the use of UBT  with the greatest success in the 
setting of atony (87.1%). 

FIGO recommends uterine balloon 
tamponade (UBT) in the context of refractory 
PPH

-
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- (fundal push)

- (fundal push)

J Obstet Gynaecol Res. 2023 Jan;49(1):5-53

45



- (fundal push)

WHO recommendations Intrapartum care for a positive childbirth experience. 
Transforming care of women and babies for improved health and well-being(2018)

•

•

ACOG, Practice Bulletin No. 183: Postpartum Hemorrhage
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- (UAE)

•
•
•

47



•
•
•

-
Risk factors

Neurology. 2006;67(3):424.
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- C/S
Major risk factors Moderate risk factors

major moderate

Obstet Gynecol. 2016 Oct;128(4):681-4.
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Obstet Gynecol. 2016 Oct;128(4):681-4.
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陳宜雍台北場 9/3高雄 9/10 台中場 9/10 

講師  陳宜雍醫師  

現職 

 台北馬偕紀念醫院婦產部高危險妊娠科資

深主治醫師 

 馬偕醫學院醫學系兼任助理教授 

 台灣婦產科醫學會監事 

 台灣周產期醫學會監事 

主要學歷 

 台北醫學大學醫學系 

主要經歷 

 台北馬偕紀念醫院婦產部高危險妊娠科研究

醫師 

 馬偕醫院高危險妊娠科資深主治醫師 

 美國德州大學高危險妊娠研究員 

 美國科羅拉多大學生殖科學研究員 
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12 46.2%

/ / (DIC) 10 38.5%

/ 6 23.1%

4 15.4%

3 11.5%

/ 3 11.5%
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Loss of the normal hypoechoic plane in the myometrium
beneath the placental bed
Presence of multiple placental lacunae

Loss of the normal hyperechoic line separating the
urinary bladder wall from the uterus
Thinning of the myometrium to <1 mm

Bulging of the placenta into surrounding organs
adjacent to the uterus, causing a mass-like lesion
protruding out from the uterine wall
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Shock Index (SI)

Most PPH cases are diagnosed by clinical
estimation of bleeding; however, studies
have shown that blood loss estimation is not
accurate, which may contribute to a delay in
diagnosis and treatment delay.

Shock Index

Shock index, a common tool
used in the trauma setting to
identify patients at risk for
massive transfusion.
SI = HR / Systolic BP (mmHg)
The trend of average SI during 
labor and the immediate 
postpartum period was 
approximately 0.7 in women 
with blood loss of <500 mL.
An SI of 0.85 to 0.90 is an 
early sign of hypovolemia and 
requires timely intervention. 

Ushida et al. Shock 2021
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Shock Index

SI is a better parameter for PPH detection than other vital signs.
Incorporating SI into PPH management may contribute to timely
recognition of PPH and reduce blood loss.
Estimated blood loss, vital signs, and symptoms of hypovolemic shock
should be incorporated into clinical judgment to recognize and
diagnose PPH.

Rare: 1/5700~1/20,000 pregnancies
Unscarred vs. scarred (0.7 vs. 5.1/10000 deliveries)

13% of all uterine ruptures

Higher major maternal & neonatal morbidity
Varies between regions

Unscarred
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– 

Exposure to uterotonic drugs (oxytocin, prostaglandins)
High parity (mean parity 3.6)
Uterine anomalies
Advancing maternal age
Dystocia
Macrosomia
Multiple gestation
Abnormal placentation (eg, placenta accreta, increta, or percreta)
Short inter-pregnancy interval
Prior abortion by instruments or prior cerclage

66



–

Antepartum
Abdominal pain

Vaginal bleeding 
(hemorrhage may be 
entirely intra-abdominal)

Intrapartum
Abnormal FHR pattern, 
particularly bradycardia

Loss of station or change in 
uterine shape

Abdominal pain Cessation 
of contractions

Vaginal bleeding

Postpartum
Excessive vaginal bleeding
despite use of uterotonic
drugs

Abdominal pain

Differential Diagnosis (Postpartum)

Uterine atony (TONE)

Trauma of genital tract (TRAUMA)

Retained products of conception (TISSUE)

Coagulopathy (THROMBIN)

67



–

Fluid and blood resuscitation

Prompt laparotomy and midline skin incision is preferable

Confirm the diagnosis and determine the site and extent

–

Uterine repair Hysterectomy

68



–

Rupture of unscarred uterus vs. scarred uterus

Uterotonic drugs

–

Predicting recurrent rupture

69



Misoprostol (Cytotec®)

(PGE1)

Prostaglandin receptor
EP3 EP2 EP2

Chioss G. et al, 2012
Tijana M. et al, 2016
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郭富珍台中場 9/10 

講師  張瑞幸醫師  

現職 

 馬偕兒童醫院新生兒科主治醫師 

 馬偕紀念醫院小兒部資深主治醫師 

 新生兒科醫學會常務監事 

 馬偕醫學院兼任助理教授 

主要學歷 

 高雄醫學院 醫學系畢業 

主要經歷 

 馬偕紀念醫院小兒部住院醫師 

 馬偕紀念醫院小兒部總醫師 

 馬偕紀念醫院新生兒科主治醫師 

 馬偕紀念醫院台東分院小兒科主治醫師 

 馬偕兒童醫院新生兒加護病房主任 

 馬偕兒童醫院新生兒科主任 

 美國布朗大學新生兒科臨床研究員 
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15
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31 140/80-90 mmHg

3,205 Apgar Score 2  0
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2,977 Apgar 

Score 9 9
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Data from Japan 
Katsuya Hirata, MD.  In Taiwan-Korea-Japan Joint Congress on Neonatology

35
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38

Volume 228, Issue 5, Supplement, May 2023, Pages S1313-S1329
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●

●

●

●

New Zealand Newborn Clinical Network Clinical Reference 
Group Date: 18/5/2018

40

Thomas R. Christensen et al. Journal of Perinatology (2023) 43:573–577
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康琳高雄 9/10 

講師  葉長青醫師  

現職 

 臺北榮民總醫院婦女醫學部高危險妊娠暨產科 主任 

 國立陽明交通大學醫學系婦產學科兼任 助理教授 

 台灣周產期醫學會 會訊主編 

 台灣母胎醫學會 理事 

主要學歷 

 國立陽明交通大學醫學系士 

 國立陽明交通大學臨床醫學研究所博士 

主要經歷 

 臺北榮民總醫院婦女醫學部住院醫師/主治醫師 

 美國耶魯大學婦產科高危險妊娠進修 
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• Stillbirth / Fetal death / Fetal demise
• A birth at ≥20 weeks of gestation 
with no signs of life
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Nuchal cord
• A cord around the neck, a nuchal cord, is

common, and vaginal delivery is suitable. It is
found in nearly 25 percent of deliveries at term.

• In the third trimester, identifying a nuchal cord is
not uncommon. This finding is not associated
with adverse outcome, and we do not alter fetal
surveillance if a nuchal cord is detected.

• During labor, up to 20 percent of fetuses with a
nuchal cord have moderate to severe variable
heart rate decelerations, and these are
associated with a lower umbilical artery pH.

Williams Obstetrics 26th Edition. 2022

Fetal Growth Restriction
• EFW < 3rd percentile

• EFW < 10th percentile with
abnormal Doppler studies

101



10th3rdGA10th3rdGA
197317833475868526
215419463587679127
2335211036100490828
25132271371145103429
26862427381294116930
28512576391453131331
30042714401621146532

1794162233
Radiology. 1991 Oct;181(1):129-33

Hadlock Sonographic Weight Standard

Surveillance Frequency
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Pearls in FGR
•

• 37 
2271 

•

•
• Chronic hypertension

• / 
• Preeclampsia / Eclampsia

•
• Chronic hypertension  with 

superimposed Preeclampsia
•

• Gestational hypertension
103



Preelampsia (ISSHP 2018)

•Hypertension (>140/90 mmHg)

•Proteinuria
• >300 mg/24hr
• Spot urine Protein/Crea >0.3
• Urine dipstick >=2+

Pregnancy Hypertens. 2018 Jul;13:291-310

Hypertension plus…
• Maternal

• <10 /ul
• Crea
>1.1 mg/dl

• ALT/AST 
>2X

•
•

• Uteroplacental
•
•
• Stillbirth

Pregnancy Hypertens. 2018 Jul;13:291-310
104



Preeclampsia Management

Treating Non-Urgent 
HTN: < 150/100

Medium doseLow dose
200 TID-QID100 TID-QIDLabetalol
20 BID-TID10 BID-TIDNifedipine
30 BID30 QDNifedipine 

SR
500 TID-QID250 TID-QIDMethyldopa

J Chin Med Assoc. 2015 Jan;78(1):1-47
Am J Obstet Gynecol. 2022 Feb;226(2S):S1196-S1210105



OnsetCommentsDoseDrug
1-2 

mins
Less adverse effects 
(tachycardia)
Avoid in asthma, heart 
disease (myocardial, 
heart block, bradycardia)

10–20 mg, then 20–80 
mg Q10-30mins, Max 
total 300 mg
Constant IV infusion
1–2 mg/min

Labetalol

10-20 
mins

Maybe more adverse 
effect in higher/frequent 
dosage (maternal 
hypotension, headaches, 
and abnormal FHB 
tracings)

5 mg IV or IM, then 5–10 
mg IV Q20–40mins, Max 
total 20 mg
Constant IV infusion of 
0.5–10 mg/hr

Hydralazine

5-10 
mins

May observe reflex 
tachycardia and 
headaches

10–20 mg orally, repeat 
in 20 mins PRN; then
10–20 mg Q2–6H;
Max daily total 180 mg

Nifedipine 
(Immediate 

release)

Urgent BP control in Pregnancy

Obstet Gynecol. 2020 Jun;135(6):e237-e260

Nifedipine
Oral (mg)

Hydalazine
IV (mg)

Labetalol
IV (mg)

Time
(min)

105-10200
4010

20108020
Hydral. 1030

20Labet. 4040
Labet. 20
Consult

ConsultConsult50

Am J Obstet Gynecol. 2022 Feb;226(2S):S1237-S1253

Treating Severe HTN
Check BP at least every 15 mins till stable

106



Pearls in HTN
•

•
•

•

Diabetes Mellitus in Pregnancy
• (Preexisting 
Diabetes Mellitus, PDM)

• (Newly 
diagnosed Diabetes Mellitus)

• (Gestational 
Diabetes Mellitus, GDM)
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PDM ?
•

HbA1c >=5.7%

•
(BMI >24)/

(BMI >27)
( ) HIV

2023

PDM
• 126 mg/dl
•A1C 6.5%
•2 75 gm OGTT 200 mg/dl
• 200 
mg/dl

• 1-3
4

Diabetes Care 2022;45(Suppl. 1):S17–S38
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Two-stepOne-step24-28 
weeks

50 gm >=140

9592Fasting

100 gm75 gmOGTT

1801801-hour

1551532-hour

1403-hour
Diabetes Care 2022;45(Suppl. 1):S17–S38

The HAPO Study
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App

Glycemic Targets
•AC < 95 mg/dl (>70)
•1 hour-PC < 140 mg/dl (>110)
•2 hour-PC < 120 mg/dl (>100)
•PDM

• A1C <6% (without significant 
hypoglycemia, may relaxed to 7%)

• Glycated albumin <15.8%
• CGM: Time in range (TIR) >70%

Diabetes Care 2022;45(Suppl. 1):S232–S243
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TIR Targets in CGM

Diabetes Care. 2019 Aug;42(8):1593-1603
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• ( )
•Amniotic fluid index
•Non-stress test / Biophysical 
profile

•Preeclampsia

Obstet Gynecol. 2018 Feb;131(2):e49-e64

Pearls in Diabetes
•
90% GDM

PDM

•

•
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Timing for Delivery
Weeks

38+0 to 39+03rd < EFW < 10th 
37+0 --EFW < 3rd 
37+0 --> 95th

33+0 to 34+0AEDV
30+0 to 32+0REDV
34+0 to 37+6(

)
Obstet Gynecol. 2021 Jul 1;138(1):e35-e39

Timing for Delivery

Obstet Gynecol. 2021 Jul 1;138(1):e35-e39
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Timing for Delivery
Weeks

39+0 to 39+6PDM 
36+0 to 38+6PDM 
39+0 to 40+6A1 GDM 
39+0 to 39+6A2 GDM 
IndividualizedGDM 

Obstet Gynecol. 2021 Jul 1;138(1):e35-e39
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訂定日期：113 年 1 月 

生產事故關懷紀錄表 

姓名：    ；病歷號：  ；□有□無轉診 

生產事故事件影響： 

□死亡 □產婦 □新生兒 □胎兒

□重大傷害 □子宮切除

□造成病人永久性殘障或功能障礙(如：腦傷或肢障)

□造成病人需要額外的醫療處理(如：手術)或延長住院

□造成病人需要額外的評估或觀察性處置(如：抽血、驗尿)

□雖造成傷害但不需要額外醫療照護處置

□尚未判定傷害嚴重程度

□無傷害，事件發生但未造成任何傷害

關懷項目 內容 備註 

☐口頭慰問或關懷 ○月○日，○醫師和產婦表達慰問之意。

☐解釋或說明病情

○月○日，○醫師在病房和家屬解釋子宮切除之原因

及後續治療處置。 

○月○日，○醫師會同社工與家屬開協調說明會。

☐說明生產事故救濟申請資訊
○月○日，社工向家屬說明生產事故救濟申請規定及

協助準備資料。 

☐協助申請生產事故救濟

○月○日，家屬表示由醫院協助申請生產事故救濟。

○月○日，協助準備本案完整病歷。

○月○日，寄出生產事故救濟申請資料極完整病歷。

☐提供後續就醫服務及陪伴 ○月○日，陪同家屬至婦產科及小兒科門診返診追蹤。 

☐提供(申請)經濟協助
○月○日，給予住院醫療費用減免補助。

○月○日，協助申請○○費用補助。

☐轉介社福單位 ○月○日，協助聯繫○○單位，提供後續照護。

☐追蹤後續病情狀況 ○月○日，協助聯繫後送醫院，追蹤關懷後續病況

（關懷項目內容為撰寫參考，可自行依實際情況進行填寫。） 





 
 
 
 
 
 
 
 

 
 

                

 
 

 

 

衛生福利部委託辦理 

 

生產事故救濟專區網站 

www.safebirthtw.org.tw 

 
諮詢專線：02-2100-2092 

(周一~周五 8:30~17:30) 
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