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各位親愛的先進、貴賓與會員，大家好：

歡迎蒞臨2025年中華民國心臟學會冬季學術研討會。今年我們再度於台中金典酒店齊聚，透過豐富且多元的課程，共同交流最新的心血管醫學進展。

本次研討會的課程橫跨基礎、臨床、科技與跨領域照護，期望帶給大家最完整且前瞻的心血管醫學視野。從「AI新科技與醫學的結合」到「精準化PAH治療策略」，呈現當前臨床思維的快速演進。在結構性心臟病方面，包含「Bioprosthetic Mitral Valve / Post-TAVR Aortic Stenosis」以及「純主動脈瓣逆流的介入治療與外科對談」，促進跨專業觀點的深入交流。

為提升臨床技術與實務能力，本次特別規劃「經導管無導線心律調節器課程」以及「複雜冠心病的生理評估與策略選擇」。此外，我們也聚焦重要議題如「心腎共病整合照護成果發表」、「高血壓照護新證據」、「心衰竭生物標記在臨床實務之應用」與「超音波報告一致性的臨床重要性」。

小兒心臟、基礎研究與智慧醫療也在今年佔有重要位置，包括「Pediatric Symposium」與「Frontiers in Cardiovascular Science」，呈現從分子到臨床的完整視角。

青年醫師則是本會持續關注的重點族群，本次安排「大數據研究起步論壇」，為未來的臨床與研究人才奠定基礎。同時，我們也很榮幸舉辦「TSOC-NCHCPF Joint Session」，並搶先分享「2026 TSOC NSTEMI/STEMI Guidelines」的重點更新。

感謝所有講者、主持人、委員會、秘書處同仁與合作夥伴的努力，更感謝在歲末仍撥冗參與的各位。期盼接下來兩天的課程能讓您收穫滿滿、交流愉快。

敬祝研討會順利圓滿，謝謝大家。
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理事長                 
敬邀
節目一覽表
	December 20 (Saturday)

	Time
	Room 1
	Room 2
	Room 3
	Room 4

	09:00

10:20
	當AI新科技遇上醫學

(P.1)
	Beyond One-Size-Fits-All: Evolving Paradigms in PAH Treatment Selection

(P.2)
	經導管無導線心律調節器訓練課程

(P.3)
	Surgical Symposium: Bioprosthetic Mitral Valve Stenosis & Aortic Valve Stenosis after TAVR

(P.4)

	10:20

10:40
	Healthy Break
	
	Healthy Break

	10:40

12:00
	2025心腎共病患者整合照護品質優化競賽

策略執行成果發表會

(P.5)
	Valvular Intervention for Pure Aortic Regurgitation – Cross Talk Between Cardiologist and Surgeon

(P.6)
	
	Pediatric Symposium:

Case Discussion

(P.7)

	12:10

13:30
	Luncheon Symposium

[Novartis]
(P.19)
	Luncheon Symposium

[GSK]
(P.20)
	Luncheon Symposium

[Daiichi Sankyo]
(P.21)
	Luncheon Symposium

[AstraZeneca]
(P.22)

	13:40

15:00
	Frontiers in Cardiovascular Science: From Molecular Mechanisms to Intelligent Medicine

(P.8)
	Clinical Pearls from My Most Instructive Case

(P.9)
	Update Evidence on Hypertension Care

(P.10)
	

	15:00

15:20
	Healthy Break

	15:20

16:40
	Physiologic Assessment and Strategy Selection in Complex Coronary

(P.11)
	Heart Failure Biomarkers in Clinical Practice

(P.12)
	Coherence in Echocardiogram Reporting: Ensuring Consistency and Clinical Relevance

(P.13)
	


	December 21 (Sunday)

	Time
	Room 1
	Room 2
	Room 3
	

	09:00

10:20
	青年醫師研究論壇

從臨床到資料：青年醫師的大數據研究起步

(P.14)
	New Cardiovascular Prevention: Vaccinations

(P.15)
	Joint Committee of Critical Care Medicine Certified Course

(Registration Only)

(P.16)
	

	10:20

10:40
	Healthy Break
	
	

	10:40

12:00
	TSOC-NCHCPF

Joint Session
(P.17)
	2026 TSOC NSTEMI/STEMI Guidelines Focus Updates
(P.18)
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12月20日〈星期六〉09:00-10:20       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
CROSS DISCIPLINE SYMPOSIUM

當AI新科技遇上醫學

09:00
Opening Remarks
余文鍾




(Wen-Chung Yu)



Chair: 余文鍾(Wen-Chung Yu)

09:02
新科技旋風中的醫學變遷
郭萬祐




(Wan-You Guo)



Chair: 謝凱生(Kai-Sheng Hsieh)

09:27
人工智慧在醫學應用的機會與陷阱
許明暉




(Min-Huei Hsu)


Chair: 謝凱生(Kai-Sheng Hsieh)

09:52
醫學教育訓練的應對之道
蔡淳娟




(Tsuen-Chiuan Tsai)
10:17
Closing Remarks
謝凱生




(Kai-Sheng Hsieh)

12月20日〈星期六〉09:00-10:20       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
BEYOND ONE-SIZE-FITS-ALL: 

EVOLVING PARADIGMS IN PAH TREATMENT SELECTION

09:00
Opening Remarks
李貽恒



(Yi-Heng Li)


Chairs: 許志新(Chih-Hsin Hsu)、吳懿哲(Yih-Jer Wu)

09:05
Sildenafil is the Preferable PDE5 Inhibitor for PAH Treatment
賴志泓



(Chih-Hung Lai)
09:17
Tadalafil is the Preferable PDE5 Inhibitor for PAH Treatment
吳書豪



(Shu-Hao Wu)

09:29
Rebuttal: Sildanafil
賴志泓



(Chih-Hung Lai)

09:32
Rebuttal: Tadalafil
吳書豪



(Shu-Hao Wu)

09:35
Panel Discussion
All


Chairs: 劉維新(Wei-Shin Liu)、邱昱偉(Yu-Wei Chiu)

09:40
IV/SC Prostanoids is the better Choice for High Risk PAH
Patients after Initial Oral Combination Therapy
陳昱瑋



(Yu-Wei Chen)

09:52
Sotatercept is the better Choice for High Risk PAH 
Patients after Initial Oral Combination Therapy
陳政瑋



(Zheng-Wei Chen)

10:04
Rebuttal: IV/SC Prostanoids
陳昱瑋



(Yu-Wei Chen)

10:07
Rebuttal: Sotatercept
陳政瑋



(Zheng-Wei Chen)

10:10
Panel Discussion
All
10:15
Closing Remarks
林彥宏



(Yen-Hung Lin)
12月20日〈星期六〉09:00-12:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 3
經導管無導線心臟節律器認證課程

09:00
Opening Remarks
謝敏雄



(Ming-Hsiung Hsieh)


Chair: 馮安寧(An-Ning Feng)

09:05
Latest Design, Scientific Data, and the Future Perspective
黃奭毓



(Shih-Yu Huang)
09:40
Clinical Indication, and NHI Regulation (認證規定)
黃嵩豪



(Sung-Hao Huang)

10:15
Q & A

10:25
Healthy Break


Chair: 謝育整(Yu-Cheng Hsieh)

10:35
Preparation, Implantation, and Troubleshooting of Aveir
游治節



(Chih-Chieh Yu)
11:10
Preparation, Implantation, and Troubleshooting of Micra
廖英傑



(Ying-Chieh Liao)

11:45
Q & A

11:55
Closing Remarks
林亮宇



(Yen-Hung Lin)
*12:30-17:00 Hands-on課程於14樓：春櫻廳(Micra)及秋冬廳(Aveir)舉辦
*限已通知參與組別時段之學員參加，不對外開放。
12月20日〈星期六〉09:00-10:20       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 4
SURGICAL SYMPOSIUM
09:00
Opening Remarks
蔡峯鈞



(Feng-Chun Tsai)
Session I: Bioprosthetic Mitral Valve Stenosis


Chair: 吳怡良(Yi-Liang Wu) 

09:03
Surgical re-do MVR
陳怡誠



(I-Chen Chen)


Chair: 鄭伯智(Bor-Chih Cheng) 

09:15
Transcatheter V-in-V
李慶威



(Ching-Wei Lee)

09:27
Disscussion


Commentators: 許喬博(Chiao-Po Hsu)、紀乃新(Nai-Hsin Chi)、


簡禎彥(Chen-Yen Chien)
Session II: Aortic Valve Stenosis after TAVR


Chair: 謝世榮(Shih-Rong Hsieh) 

09:39
TAVR Explant
謝炯昭



(Chong-Chao Hsieh)



Chair: 張忠毅(Chung-Yi Chang) 

09:51
TAVI in TAVI
李永在



(Yung-Tsai Lee)

10:04
Disscussion


Commentators: 陳泰位(Tai-Wei Chen)、張瑞宗(Jui-Tsung Chang)、


諶大中(Ta-Chung Shen)
10:16
Closing Remarks
魏皓智



(Hao-Ji Wei )

12月20日〈星期六〉10:40-12:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
2025心腎共病患者整合照護品質優化競賽
策略執行成果發表會
10:40
Opening Remarks
洪惠風



(Huei-Fong Hung)



Chair: 吳彥雯(Yen-Wen Wu)

10:45
TSOC-TSN Cardio-Renal Consensus Overview
徐千彝



(Chien-Yi Hsu)

11:00
心腎共病患者整合照護品質優化競賽頒獎
李貽恒




(Yi-Heng Li)


Chair: 洪惠風(Huei-Fong Hung)
11:05
獲獎醫院策略執行成果分享1
醫院代表1
11:13
獲獎醫院策略執行成果分享2
醫院代表2
11:21
獲獎醫院策略執行成果分享3
醫院代表3


Chair: 張詩聖(Shih-Sheng Chang)
11:29
獲獎醫院策略執行成果分享4
醫院代表4
11:37
獲獎醫院策略執行成果分享5
醫院代表5
11:45
Panel Discussion & Closing Remarks
謝宜璋



(I-Chang Hsieh)

12月20日〈星期六〉10:40-12:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
VALVULAR INTERVENTION FOR PURE AORTIC REGURGITATION – CROSS TALK BETWEEN CARDIOLOGIST AND SURGEON

10:40
Opening Remarks
李貽恒



(Yi-Heng Li)


Chair: 張其任(Chi-Jen Chang)

10:44
Indication of TAVR or SAVR for Pure Aortic Regurgitation: 

Perspectives from A Surgeon
許榮彬



(Ron-Bin Hsu)

10:57
Q & A



Chair: 蔡建松(Chien-Sung Tsai)

11:02
TAVR for Pure Aortic Regurgitation: Current Status and Evidence
劉尊睿



(Tsun-Jui Liu)

11:15
Q & A



Chair: 施俊哲(Chun-Che Shih)

11:20
JenaValve Trilogy TAVR for Pure Aortic Regurgitation: 

Experience from NTUH………
陳盈憲



(Ying-Hsien Chen)

11:33
Q & A



Chair: 林茂欣(Mao-Shin Lin)

11:38
J-Valve TAVR for Pure Aortic Regurgitation: 

Experience from Cheng-Hsin General Hospital
李永在



(Yung-Tsai Lee)

11:51
Q & A

11:56
Closing Remarks
曹殿萍



(Tien-Ping Tsao)

12月20日〈星期六〉10:40-12:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 4
PEDIATRIC SYMPOSIUM 
CASE DISSCUSION
10:40
Opening Remarks
傅雲慶



(Yun-Ching Fu)



Chair: 詹聖霖(Sheng-Ling Jan) 
10:41
Right-Side Aortic Arch in a Patient with DiGeorge Syndrome
李星原



(Hsing-Yuan Li)

10:49
Q & A


Chair: 李必昌(Pi-Chang Lee)
10:54
A NB with Heart Failure without CHD
彭義欽



(Yi-Chin Peng)

11:02
Q & A


Chair: 林銘泰(Ming-Tai Lin)
11:07
A 9-year-old Girl with Alpha Thalassemia Major and 

Pulmonary Hypertension
鄭詠姍



(Weng-San Cheang)

11:15
Q & A


Chair: 黃碧桃(Be-Tau Hwang)

11:20
26-year-old Woman with rToF and Severe Bilateral PPS for 

Bilateral Stenting and TPVI………..
廖立勤



(Li-Chin Liao)

11:28
Q & A


Chair: 吳俊明(Jing-Ming Wu)

11:33
A 24-year-old Female with Repaired TOF, PPVI and Compressed

Right Coronary Artery
吳愷祐



(Kai-Yu Wu)

11:41
Q & A


Chair: 林宜君(I-Chun Lin)

11:46
Severe Coarctation of the Aorta Managed with Transcatheter 

Covered Stent Deployment in A 43-year-old Female……..
王玠能



(Jieh-Neng Wang)

11:54
Q & A

11:59
Closing Remarks
徐宗正



(Tsung-Cheng Shyu)
12月20日〈星期六〉13:40-15:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
FRONTIERS IN CARDIOVASCULAR SCIENCE: FROM MOLECULAR MECHANISMS TO INTELLIGENT MEDICINE

13:40
Opening Remarks
謝育整



(Yu-Cheng Hsieh)



Chair: 謝育整(Yu-Cheng Hsieh)
13:44
Molecular and Cellular Mechanisms of Heart Regeneration:
Insights from N-Cadherin Signaling and Cardiac
Resident Macrophages
楊鎧鍵



(Kai-Chien Yang)


Chair: 柯毓麟(Yu-Lin Ko)
14:02
Left Atrial Remodeling and Dysfunction: A Common Pathway
in Heart Failure and Atrial Fibrillation
洪崇烈



(Chung-Lieh Hung)


Chair: 吳造中(Chau-Chung Wu)
14:20
Autonomic Dysfunction and Cardiovascular Risk:Insights from
Skin Sympathetic Nerve Activity
羅力瑋



(Li-Wei Lo)


Chair: 吳志成(Chih-Cheng Wu)

14:38
AI-Enabled Electrocardiography for Cardiovascular Disease
Diagnosis and Risk Prediction
林錦生



(Chin-Sheng Lin)
14:56
Closing Remarks
黃柏勳



(Po-Hsun Huang)

12月20日〈星期六〉13:40-15:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
CLINICAL PEARLS FROM MY MOST INSTRUCTIVE CASE

13:40
Opening Remarks
張坤正



(Kuan-Cheng Chang)

Part 1. Tachyarrhythmias



Chair: 羅力瑋(Li-Wei Lo)

13:43
Case 1
林晉宇



(Chin-Yu Lin)



Chair: 林亮宇(Lian-Yu Lin)

13:53
Case 2
林廷澤



(Ting-Tse Lin)



Chair: 林彥璋(Yenn-Jiang Lin)

14:03
Case 3
廖英傑



(Ying-Chieh Liao)

Part 2. Bradyarrhythmias



Chair: 江承鴻(Cheng-Hung Chiang)

14:13
Case 1
陳力瀚



(Li-Han Chen)



Chair: 王俊傑(Chun-Chieh Wang)

14:23
Case 2
林中行



(Chung-Hsing Lin)



Chair: 葉勇信(Yung-Hsin Yeh)

14:33
Case 3
沃宏達



(Hung-Ta Wo)

14:43
Panel Discussion 


Panelists: 
柯文欽(Wen-Chin Ko)、張盛雄(Sheng-Hsiung Chang)、



陳永隆(Yung-Lung Chen)、葉冠宏(Kuan-Hung Yeh)、



林永國(Yung-Kuo Lin)、卓士傑(Shih-Jie Jhuo)
14:58
Closing Remarks
陳文鍾



(Wen-Jone Chen)
12月20日〈星期六〉13:40-15:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 3
UPDATE EVIDENCE ON HYPERTENSION CARE

13:40
Opening Remarks
鄭浩民



(Hao-Min Cheng)



Chair: 林維文(Wei-Wen Lin)
13:43
Special Lecture: How Do I use AI to Help My Daily Activity Job?
許栢超



(Po-Chao Hsu)

13:55
Q & A



Chair: 陳琦棟(Chi-Tung Chen)
13:58
Salt Management in Elderly Hypertension
陳範宇



(Fan-Yu Chem)

14:10
Q & A


Chair: 吳志成(Chih-Cheng Wu)
14:13
BP Target for Elderly Hypertension
陳政瑋



(Zheng-Wei Chen)

14:25
Q & A


Chair: 邱昱偉(Yu-Wei Chiu)
14:28
Blood Pressure Targets and Concerns in Elderly Hypertension: 

Focus on Frailty………………………..
陳郁志



(Michael Yu-Chih Chen)

14:40
Q & A


Chair: 陳慶蔚(Ching-Way Chen)
14:43
BP Targets in Patients with Different Neurology Problems
蔡欣熹



(Hsin-Hsi Tsai)

14:55
Q & A

14:58
Closing Remarks
許栢超



(Po-Chao Hsu)

12月20日〈星期六〉15:20-17:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
Physiologic Assessment and Strategy Selection in Complex Coronary
15:20
Opening Remarks
黃啟宏



(Chi-Hung Huang)


Chair: 盧澤民(Tse-Min Lu)
15:25
Physiology-Guided PCI in Left Main and Multivessel Disease:
Clinical Decision Making
莊曜聰



(Yao-Tsung Chuang)


Chair: 蘇峻弘(Chun-Hung Su)
15:40
Bifurcation Lesions: Imaging and RFR/FFR Integration Decision
Making in Complex Bifurcation Lesions
黄睦翔



(Mu-Shiang Huang)


Chair: 郭風裕(Feng-Yu Kuo)
15:55
Post-PCI FFR Assessment: Residual Ischemia and
Revascularization Strategy
楊淵博



(Yuan-Po Yang)


Chair: 李文領(Wen-Lieng Lee )

16:10
Strategy for Deferred PCI in Intermediate Lesions:
Imaging (OCT/IVUS) vs Physiology (RFR/FFR)
方修御



(Hsiu-Yu Fang)
16:25
Panel Discussion
All


Panelists: 
黃啟宏(Chi-Hung Huang)、蔡政廷(Cheng-Ting Tsai)、



盧炯睿(Chiung-Ray Lu)
16:35
Closing Remarks
謝宜璋



(I-Chang Hsieh)

12月20日〈星期六〉15:20-17:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
HF Biomarkers in Clinical Practice
15:20
Opening Remarks
李貽恒



(Yi-Heng Li)


Chair: 李貽恒(Yi-Heng Li)
15:23
Classification and Types of HF Biomarkers:
Background and Introduction
洪崇烈



(Chung-Lieh Hung)


Chair: 謝宜璋(I-Chang Hsieh)
15:36
Evidence based use of NTproBNP for Heart Failure with
Preserved Ejection Fraction
Yogesh Nellore Vilambi Reddy



(U.S.A.)


Chair: 王俊傑(Chun-Chieh Wang)
15:49
Biomarkers in Guiding Clinical Management of HF (STRONG-HF)
曾炳憲



(Bing-Hsiean Tzeng)


Chair: 王兆弘(Chao-Hung Wang)

16:02
Monitoring Disease Progression and Comorbid Conditions
during HF Treatment
徐千彝



(Chien-Yi Hsu)


Chair: 林宗憲(Tsung-Hsien Lin)

16:15

Risk Stratetification and Prognosis of Biomarkers in HF
吳卓鍇



(Cho-Kai Wu)


Chair: 林宗憲(Tsung-Hsien Lin)

16:28
Q & A
16:38
Closing Remarks
林幸榮



(Shing-Jong Lin)

12月20日〈星期六〉15:20-17:00       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 3
Coherence in Echocardiogram Reporting: Ensuring Consistency and Clinical Relevance
15:20
Opening Remarks
洪明銳



(Ming-Jui Hung)

Part i
Severe, or Not severe - that's the question: Critical thinking in the diagnosis of valvular regurgitation



Chair: 陳美綾 (Mei-Ling Chen)
15:22
Case Presentation
王英謙



(Ying-Chien Wang)
15:32

Q & A
all



Panelists: 
王子林(Tzu-Lin Wang)、蔡蕙如(Huey-Ru Tsai)、



楊荔丹(Li-Tan Yang)
15:52

Recap
王英謙



(Ying-Chien Wang)

Part ii

Low flow, low gradient aortic stenosis,
even under Dobutamine stress echo


Chair: 梁馨月 (Hsin-Yueh Liang)
16:02

Case Presentation
羅翊賓



(Yi-Bin Lo)
16:12

Q & A
all



Panelists: 
王俊力(Chun-Li Wang)、洪明銳(Ming-Jui Hung)、



李香君(Hsiang-Chun Lee)
16:32

Recap
賴怡青



(Yi-Ching Lai)

16:42
Closing Remarks
秦志輝



(Chih-Hui Chin)

12月21日〈星期日〉09:00-10:20       sUNday, December 21, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
青年醫師研究論壇
從臨床到資料：青年醫師的大數據研究起步
09:00
Opening Remarks
陳政瑋



(Zheng-Wei Chen)

Chair: 余安立(An-Li Yu)

09:03
思維引領卓越，設計決定成敗：
次級資料庫研究設計偏誤解析
林星帆



(Hsing-Fen Lin)

Chair: 曾致學(Chih-Hsueh Tseng)
09:28
資料就是力量: 
臨床問題如何透過資料庫數據轉化為研究證據
陳東藝



(Dong-Yi Chen)

Chair: 林姝含(Donna Shu-Han Lin)
09:53
實戰經驗分享: 
從健保資料庫、院內資料庫到前瞻性登錄計劃
趙子凡



(Tze-Fan Chao)
10:18
Closing Remarks
謝宜璋



(I-Chang Hsieh)
12月21日〈星期日〉09:00-10:20       sUNday, December 21, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
Vaccination as the Fourth Pillar of Heart Disease Prevention

09:00
Opening Remarks
陳志鴻



(Jyh-Hong Chen)



Chair: 李貽恒(Yi-Heng Li)
09:05
Adult Vaccination in Taiwan
林詠青



(Yung-Ching Lin)


Chair: 吳彥雯(Yen-Wen Wu)
09:20
From Trial to Real-World:Bivalent RSVpreF Vaccine in 


Preventing RSV and Cardiorespiratory Hospitalizations


Among Older Adults
林姝含



(Donna Shu-Han Lin)


Chair: 張峰義(Feng-Yi Chang)
09:35
The Pivotal Role of Adjuvants in Modern Vaccine Development
李欣蓉



(Susan Shin-Jung Lee)


Chair: 林宗憲(Tsung-Hsien Lin)

09:50
Recommendations for Vaccination in Patients with 

Cardiovascular Disease from Major Professional Societies………..
莊文博



(Wen-Po Chuang)


Chair: 莊人祥(Jen-Hsiang Chuang)

10:05
Panel Discussion

10:15
Closing Remarks
李貽恒



(Yi-Heng Li)

12月21日〈星期日〉09:00-12:00       sUNday, December 21, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 3
JOINT COMMITTEE OF 

CRITICAL CARE MEDICINE CERTIFIED COURSE

〔REGISTRATION ONLY〕

Critical care medicine in cardiovascular disease: 

Past, present, and future

Session I
09:00
Opening Remarks 
許志新



(Chih-Hsin Hsu)


Chair: 陳大隆(Da-Long Chen) 

09:05
VA-ECMO for Cardiovascular Critical Care
許智翔



(Chih-Hsiang Hsu)
09:45
LV Unloading after VA-ECMO Implantation
黃信鎰



(Hsin-Yi Huang)
10:25
Healthy Break

Session II


Chair: 黃靜惠(Ching-Hui Huang) 

10:35
TTM for Neurological Critical Care
曾敏昇



(Min-Sheng Tseng)


Chair: 余昭宏(Chao-Hung Yu) 

11:15
POCUS for Emergency Care
林韋均



(Wei-Jun Lin)

11:55
Closing Remarks 
王晨旭



(Chen-Hsu Wang)
12月21日〈星期日〉10:40-12:00       sUNday, December 21, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
tsoc-nchcpf* joint session
10:40
Opening Remarks
李貽恒



(Yi-Heng Li)

Chair: 黃瑞仁 (Juey-Jen Hwang)
10:45
Overlap between Pulmonary Arterial Hypertension and HFpEF, 

and the Role for Exercise Hemodynamics
Yogesh Nellore Vilambi Reddy



(U.S.A.)


Chair: 柯毓麟(Yu-Lin Ko)


11:30
Current Advances of Invasive Cardiopulmonary Exercise Test in Taiwan.
吳卓鍇



(Chuo-Kai Wu)
11:55
Closing Remarks………………………………………………………………….黃瑞仁



(Juey-Jen Hwang)
12月21日〈星期日〉10:40-12:00       sUNday, December 21, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
2026 TSOC NSTEMI/STEMI Guidelines Focus Updates

10:40
Opening Remarks
詹貴川



(Kuei-Chuan Chan)


Chair: 張坤正 (Kuan-Cheng Chang)
10:45
Update Clinical Profile of ACS in Taiwan–

A Lesson from the T-FORMOSA Study
趙庭興



(Ting-Hsing Chao)


Chair: 李文領 (Wen-Lieng Lee)
11:00
To Do or Not To Do: Revascularization Strategy for 

Non-culprit Lesions in Patients with STEMI or NSTE-ACS 
王怡智



(Yi-Chih Wang)


Chair: 黃世忠 (Shih-Chung Huang)
11:15
Updated Evidence Regarding Duration of DAPT and 

De-escalation Strategy: Less Is More?
蘇峻弘



(Chun-Hung Su)


Chair: 陳清埤 (Ching-Pei Chen)

11:30
The Role of Colchicine, Beta-blockade, and SGLT2 Inhibitor for 

Secondary Prevention of ACS: Fact or Fiction?………..
王宇澄



(Yu-Chen Wang)


Chair: 曹承榮 (Chen-Rong Tsao)
11:45
Panel Discussion

11:55
Closing Remarks
徐國基



(Kou-Gi Shyu)

12月20日〈星期六〉12:10-13:30       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 1
The Next Era of LDL-C Lowering: A Paradigm Shift in Cardiovascular Risk Management
(Novartis)
12:10
Opening Remarks
陳盈憲



(Ying-Hsien Chen)

Chair: 陳盈憲(Ying-Hsien Chen)
12:15
Role of Lipid Management in Cardiovascular Risk Assessment
陳柏偉



(Po-Wei Chen)


Chair: 劉尊睿(Tsun-Jui Liu)
12:45
After the Storm: Long-Term LDL-C Control in 

Recent ACS with Leqvio
王奇彥



(Chi-Yen Wang)

13:15
Panel Discussion

13:25
Closing Remarks
劉尊睿



(Tsun-Jui Liu)
12月20日〈星期六〉12:10-13:30       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 2
Luncheon Symposium:
Redefining Cardiovascular Care through Holistic Prevention: From Risk to Resilience
(GSK)
12:10
Opening Remarks
詹貴川



(Kuei-Chuan Chan)

Chair: 詹貴川(Kuei-Chuan Chan)
12:15
The Hidden Two-Way Correlation between CVD and Shingles
朱軒緯



(Hsuan-Wei Chu)


Chair: 吳彥雯(Yen-Wen Wu)
12:45
Emerging Trends in CVD Patient Care: 

Advancing toward Holistic Prevention Strategies
林柏霖



(Po-Lin Lin)

13:15
Panel Discussion

13:25
Closing Remarks
吳彥雯



(Yen-Wen Wu)
12月20日〈星期六〉12:10-13:30       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 3
Luncheon Symposium:
Proven by CLEAR Outcomes: A New Chapter in Cardiovascular Risk Reduction
(Daiichi Sankyo)
12:10
Opening Remarks
李文領



(Wen-Lieng Lee)

Chair: 李文領(Wen-Lieng Lee)
12:20
The ACL inhibitor and Cardiovascular Outcomes: 

Key Findings from the CLEAR Program
徐千彝



(Chien-Yi Hsu)


Panelist: 陳美綾(Mei-Ling Chen)
13:00
Panel Discussion
13:25
Closing Remarks
李文領



(Wen-Lieng Lee)
12月20日〈星期六〉12:10-13:30       saturday, December 20, 2025
台中金典酒店(Splendor Hotel Taichung) 13F Room 4
Luncheon Symposium: 
From Heart Failure Outcomes to Hyperkalemia Management
(AstraZeneca)
12:10
Opening Remarks
李貽恒



(Yi-Heng Li)

Chair: 李貽恒(Yi-Heng Li)
12:15
SGLT2i Across the Full Spectrum of HF Management
江晨恩



(Chern-En Chiang)


Chair: 謝宜璋(I-Chang Hsieh)
12:45
Managing Hyperkalemia for RASi Optimization
吳勝文



(Sheng-Wen Wu)
13:15
Panel Discussion
13:25
Closing Remarks
謝宜璋



(I-Chang Hsieh)
CURRICULUM VITAE

Wan-Yuo Guo, M.D., Ph.D. (郭萬祐)

I. Current Position:

Emeritus Professor, Department of Radiology, Taipei Veterans General Hospital (VGH-TPE)

Professor, School of Medicine, National Yang Ming Chiao Tung University, Taiwan

Head, Medical Solutions, Taiwan AI Labs, Taipei, Taiwan

Consultant, AI Center for Medical Diagnosis, CMU Hospital, Taichung, Taiwan

President, The World Federation of Neuroradiological Societies (WFNRS, 2022-2026)

Chairman and Co-Founder, AItewan BioMed Technology Inc., Taiwan

CEO, TopBest Development Inc., Taipei, Taiwan

II. Education

a) Undergraduate 1974-1981 Medical Doctor, China Medical University (CMU), Taiwan

b) Graduate 1989-1993 PhD, Karolinska Institute (KI), Stockholm, Sweden

III. Professional Experience

1981-1983 Military Surgeon

1983-1989 Residency and attending radiologist in Dept. of Radiology, VGH-TPE

1989-1993 Fellowship, Dept. of Neuroradiology, Karolinska Hospital, Stockholm, Sweden

1994-2006 Chief, Division of MRI, Dept. of Radiology, VGH-TPE

2006-2016 Chief, Division of Neuroradiology, Dept. of Radiology, VGH-TPE

2006-2010 Member-at-large, World Federation of Neuroradiological Societies (WFNRS)

2010-2013 President, The Neuroradiological Society of Taiwa (NRST)

2013-2016 President, The Chinese Taipei Society of Radiology (CTSR)

2014-2018 Member, Executive Committee, WFNRS

2014-2018 President, XXI SNR-Symposium Neuroradiologicum

(2018 World Congress of Neuroradiology, Taipei, Taiwan)

2018-2022 President-Elect/Vice President, WFNRS

2016-2022 Professor and Chairman, Department of Radiology, VGH-TPE, Taiwan

2005-present Professor, School of Medicine, National Yang Ming Chiao Tung University,

Taiwan

2022-present Emeritus Professor, Department of Radiology, VGH-TPE

2022-present Head, Medical Solutions, Taiwan AI Labs, Taiwan

IV. Honors

1. Derek Harwood-Nash Pediatric Neuroradiology Scholarship 1998, The

Hospital for Sick Children university of Toronto, Toronto, Canada

2. Visiting Professor, Division of Pediatric Neurosurgery, Department of

Neurosurgery, Jikei University, School of Medicine, Tokyo, Japan, Aug

14-21, 2004

3. Honorary Member, American Society of Neuroradiology (2014)

4. Honorary Member, American Roentgen Ray Society (2015)

5. Honorary Member, KCR-AOCR (2022)

6. Foreign Honorary Member, JSNR (Japanese Society of Neuroradiology)

(2024)

7. Honorary Member, ANRA/FAARDIT (2024)

V. Publications and Lectures

2 Hundreds of publications and hundreds of domestic and international invited

speeches.

2 Five SCI Journals cover story papers

VI. Research Interest

Artificial Intelligence (Medical Imaging), Neuroimaging, Fetal Imaging, Brain Tumors,

Radiosurgery, Cerebral Vascular Disorders, Diagnostic Radiology, Quantitative Imaging.

3.⁠ ⁠company name (as listed above, namely, a. VGH-TPE, Taiwan, b. School of Medicine,

National Yang Ming Chiao Tung University, Taiwan, c. Taiwan AI Labs, Taiwan, d. AI

Center for Medical Diagnosis, China Medical University Hospital, Taichung, Taiwan, e.

The World Federation of Neuroradiological Societies (WFNRS), f. AItewan BioMed

Technology Inc., Taiwan, g. Topbest Development Inc., Taiwan.)

4.⁠ ⁠occupation (Trained as a medical doctor, a radiologist, specialized in neuroradiology)

5.⁠ ⁠designation/job title (a. Radiologist, b. Professor, c. Head, Medical Solutions, d.

Consultant, e. President, f. Chairman and Co-Founder, g. CEO)

6.⁠ ⁠job description (medical doctor, radiologist, an expert in medical imaging, a

professor in medical school, medical expert in AI start-ups, President of a World

Organization (WFNRS), entrepreneur)

7.⁠ ⁠basic monthly salary (100,000:- NTD)

8.⁠ ⁠gross monthly salary (may up to >500,000:-NTD)

9.⁠ ⁠employment start date (as a medical doctor, a radiologist, since 1981 till now with

involvement in the business other than pure medicals since 2022)

許明暉Min-Huei Hsu
現職
· 臺北醫學大學數據處 數據長
· 臺北醫學大學管理學院 副院長
· 臺北醫學大學大數據科技及管理研究所  教授
· 雙和醫院神經外科 主治醫師
學歷
· 臺北醫學大學醫學科學研究所 博士
專長
· 醫療資訊管理
· 健康資料科學
· 醫療品質與病人安全
· 神經外科
· 遠距健康照護
經歷
· 萬芳醫院院長室 醫療資訊副院長
· 萬芳醫院資訊室 主任
· 萬芳醫院醫療品質 部主任
· 萬芳醫院神經外科 主任
· 臺北醫學大學資訊處 資訊長
· 衛生署資訊中心 主任
· 衛生福利部資訊處 處長
· 臺北醫學大學醫學資訊研究所 副教授
· 衛生福利部國際合作組 主任
· 臺北醫學大學大數據科技及管理研究所  所長
蔡淳娟醫師
現職
聯新國際醫院副院長

學歷

加拿大 University of Calgary 醫學教育博士

加拿大 University of Calgary 醫學教育碩士

中國醫藥大學醫學系醫學士

經歷

高雄醫學大學 教務長、醫學院副院長、兒科主治醫師

義大醫療財團法人義大醫院 教育副院長、小兒科主治醫師

義守大學 醫學院副院長

台北市立萬芳醫院 小兒部部長

台北醫學大學 醫學系副系主任

馬偕紀念醫院 小兒腎臟科主任

台灣擬真醫學教育學會 創會理事長

台灣醫學教育學會 理事




賴志泓醫師
專業經驗

臺中榮民總醫院 心臟血管中心介入性心臟血管科 主治醫師（2014/10－迄今）
臺北醫學大學－雙和醫院心臟科 主治醫師（2012/07－2014/9）
臺北榮民總醫院心臟科 研究醫師（2011/08－2012/06）
臺北榮民總醫院心臟科 總醫師（2009/08－2011/08）
臺北榮民總醫院內科部 住院醫師（2006/08－2009/08）

重要經歷/進修訓練

美國希望之城醫學中心基礎醫學研究進修(2018/08-2020/08)
日本倉敷中央病院循環器內科進修醫師（2012/02－2012/03）

學歷

中國醫藥大學醫學系畢業（1999/08－2006/08）

專科證照

中華民國心臟學會專科會員

吳書豪醫師
· 現職

· 心臟內科資深主治醫師

· 馬偕醫學院醫學系臨床助理教授

· 第29屆中華民國心臟學會肺高壓暨循環委員會委員

主要學歷 中山醫學大學醫學系
主要經歷

· 第25~28屆中華民國心臟學會副秘書長
肺高壓暨循環委員會/急重症加護委員會/心臟影像委員會/醫學教育暨倫理委員會/基層醫療小組/財務委員會

· 台灣內科醫學會會員

· 中華民國心臟學會會員

· 馬偕紀念醫院內科住院醫師

· 馬偕紀念醫院心臟內科總醫師

· 馬偕紀念醫院心臟內科主治醫師

· 醫學臨床技能測驗(OSCE)考官

主治項目或專長

· 肺高壓、一般心臟學、心臟衰竭、高血壓、狹心症、心臟超音波、心導管及介入性治療、洗腎動靜脈廔管整型術
陳昱瑋醫師
專業經驗

1. 臺中榮民總醫院心臟血管中心肺動脈高壓科主任
2. 臺中榮民總醫院心臟血管中心主治醫師
3. 臺中榮民總醫院嘉義分院心臟內科主治醫師
4. 臺中榮民總醫院心臟內科總醫師

重要經歷/進修訓練

1. 美國紐約心血管研究基金會(Cardiovascular Research Foundation) 冠狀動脈血管內影像學研究員 (2023/7-2024/7 行政院退輔會公費)
2. 美國紐約哥倫比亞大學醫學中心心臟內科博士後研究員 (2023/7-2024/7 行政院退輔會公費)
3. 台灣肺高壓協會理事 (2024/4-迄今)
4. 台灣肺高壓協會秘書長 (2021/4-2024/4)
5. 義大利波隆納大學附設醫院心臟內科肺動脈高壓研習 (Nazzareno Galie 教授)
6. 韓國首爾國立大學附設醫院見習
7. 韓國首爾國立大學附設醫院盆唐分院見習
8. 波蘭Łódź Maria Konopnicka第四紀念教學醫院見習

學歷

高雄醫學大學醫學系畢業

專科證照

1. 臺灣內科醫學會內科專科醫師
2. 中華民國心臟學會心臟血管內科專科醫師
3. 中華民國心臟學會心臟血管介入專科醫師
4. 臺灣重症醫學專科醫師

教師資格

國立中興大學醫學院學士後醫學系助理教授
姓名：
陳政瑋 醫師
學歷：
國立臺灣大學醫學系醫學士
現職:
臺大醫院雲林分院內科主治醫師
經歷：
臺大醫院內科部住院醫師、總醫師
臺大醫院內科部心臟內科研究員
臺大醫院雲林分院心臟血管科主治醫師
中華民國內科專科專科醫師
中華民國心臟學會會員
臺灣心臟血管介入專科醫師
中華民國心臟學會重症專科醫師
臺大醫院雲林分院內科主治醫師
臺大醫院兼任主治醫師
專長:
高血壓、膽固醇血脂異常、水腫、不明暈厥、心悸
狹心症(冠狀動脈心臟病、胸痛、呼吸困難)
心導管氣球擴張暨支架置放術、周邊動脈阻塞疾病介入治療、心律調節器、心律不整
瓣膜性心臟病、心臟衰竭、一般內科病症
主治醫師：黃奭毓
現職:
國泰綜合醫院心血管中心病房主任
國泰綜合醫院電生理學科主治醫師
輔仁大學醫學系部定副教授
中華民國心臟學會副秘書長
醫務專長:
心律不整脈燒灼與脈衝場消融術、無導線節律器、除顫器術
冠狀動脈與周邊動靜脈支架置放術、下腔靜脈過濾器術
心衰竭雙心室節律器術
心臟急重症、高血壓腎臟交感神經阻斷術、左心耳或心房缺損封堵術
黃嵩豪醫師
現職
國立陽明交通大學附設醫院內科部主任
國立陽明交通大學附設醫院心臟內科主任
專長
心導管檢查及治療
心臟節律器調整與置放
高血壓治療
心衰竭治療
心臟超音波
一般心臟疾患
學歷
台北醫學大學醫學院醫學系畢業
經歷
教育部部定助理教授
國立陽明交通大學醫學系內科學科兼任助理教授
國立陽明交通大學附設醫院心臟內科主治醫師 
臺北榮民總醫院心臟科總醫師
臺北榮民總醫院內科部住院醫師 
專科醫師證書
內科專科醫師
心臟專科醫師
介入性心臟血管專科醫師
心臟電生理暨介入治療專科醫師
重症醫學專科醫師
游治節 Chih-Chieh YU 
臨床助理教授
專長
心律不整相關診斷治療、心臟植入電子設備(含節律器、去顫器)相關治療
現職
台大醫院內科部 主治醫師--迄今
學歷
臺北醫學大學醫學系醫學士
美國哥倫比亞大學醫學博士
經歷
台大醫院綜合診療部 主治醫師
心臟血管科主治醫師
廖英傑 醫師
現職: 彰化基督教醫療財團法人彰化基督教醫院 心臟血管科主治醫師
經歷

臺中榮民總醫院內科部住院醫師
臺中榮民總醫院心臟血管中心總醫師
臺中榮民總醫院心臟血管中心研究醫師
臺中榮民總醫院嘉義分院心臟科主治醫師
臺中榮民總醫院嘉義分院心臟科重症專責醫師
臺北榮民總醫院電生理研究醫師
臺中慈濟醫院心臟科主治醫師
臺中榮民總醫院心臟內科主治醫師
中華民國心臟學會副秘書長
中華民國心律學會副秘書長
醫師學歷
臺北醫學大學醫學系畢業
陳怡誠(心臟加護中心科) 主任
現職
. 振興醫院醫學影音室主任
. 振興醫院心臟醫中心心臟加護中心科主任
. 振興醫院心臟醫學中心心臟血管外科主治醫師
學歷
．國立台灣大學醫學系畢業
經歷
．振興醫院心臟加護中心科主治醫師
．振興醫院加護中心科主治醫師
．振興醫院心臟血管外科住院總醫師
．振興醫院心臟血管外科住院醫師
．行政院衛生署新竹醫院外科住院總醫師
．行政院衛生署新竹醫院外科住院醫師
專長
．成人瓣膜性心臟疾病
(瓣膜修補手術，瓣膜置換手術，小傷口瓣膜手術，二尖瓣夾(MitraClip)
．冠狀動脈心臟疾病
．主動脈疾病
．心臟重症加護治療
其他
認證：
．台灣外科醫學會專科醫師
．台灣胸腔及心臟血管外科醫學會專科醫師
．中華民國心臟學會心臟外科專科醫師
李慶威 (Ching-Wei Lee)
學歷
台灣大學 公衛學院健康管理與政策研究所 碩士
國防醫學院 醫學士
現職：
- 迄今 國立陽明交通大學 醫學系內科學科 助理教授
- 迄今 臺北榮民總醫院 醫務企管部 主治醫師
- 迄今 臺北榮民總醫院 心臟科 主治醫師
- 迄今 臺北榮民總醫院桃園分院 心臟內科 主治醫師
經歷：
- 臺北榮民總醫院 內科部 住院醫師
- 臺北榮民總醫院 內科部心臟科 總醫師
- 德國漢堡Asklepio Klink St George心臟內科臨床研究員
醫療專長
成人心臟內科 心臟超音波 介入性心導管治療 瓣膜性心臟病
證照
中華民國內科醫學會 中華民國心臟專科醫師 介入性心臟專科醫師
[著作]
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謝炯昭 醫師
現職
衛生福利部屏東醫院 心臟血管外科 醫師
專長
創手術-經導管主動脈瓣放置手術
心臟移植手術–末期心臟衰竭治療
心臟瓣膜疾病手術–瓣膜疾病手術選擇
心臟腫瘤手術、冠狀動脈繞道手術、先天性心臟疾病手術、微創主動脈血管支架手術
主動脈大血管手術-主動脈瘤主動脈剝離手術
血管通路手術-動靜脈廔管手術
經歷
高雄醫學大學醫學系外科學科臨床助理教授
高雄醫學大學附設中和紀念醫院心臟血管醫學中心主任
高雄醫學大學附設中和紀念醫院心臟外科加護病房主任
微創手術-經導管主動脈瓣置放手術 指導醫師
高雄醫學大學附設中和紀念醫院心臟血管外科主任
高雄市立小港醫院外科加護病房主任
高雄醫學大學附設中和紀念醫院心臟血管外科主治醫師
台大醫院心臟外科研究醫師
美國杜克醫學中心臟外科移植免疫研究
學歷
高雄醫學大學臨床醫學研究所博士班
高雄醫學大學醫學士
專科執照與學會
台灣胸腔及心臟血管外科學會專科醫師證書 胸心外醫證字第一九四號
台灣胸腔及心臟血管外科學會專科指導醫師證書 胸心外專指醫字第一O八號
中華民國心臟學會專科醫師證書 中心專醫字039號
台灣血管外科學會醫師證書 血管外醫字 E00011號
台灣血管外科學會專科指導醫師證書 血管外專指醫字D00074號
重症醫學專科臨床訓練指導醫師證書 重指聯專字第1301號
重症醫學專科醫師 中重專字第SC0885號
外科專科醫師 外專醫字004145號
李永在(結構心臟病介入治療科) 科主任
現職
．振興醫院心臟醫學中心結構心臟病介入治療科主任
．振興醫院心臟醫學中心臟血管外科主治醫師
. 國立臺北護理健康大學 運動保健系 講師
學歷
．國立陽明大學微生物免疫研究所博士班學生
．私立中山醫學院醫學系
經歷
. 國軍台中總醫院 內科醫師
. 振興醫院 外科醫師
. 振興醫院 心臟外科醫師
. 振興醫院 心臟外科主治醫師
. 振興醫院 導管介入心臟結構病科主任
. 國立臺北護理健康大學 運動保健系 講師
專長
．成人心臟病手術及照護,主動脈手術
．心臟重症加護,心臟機械輔助手術
．心律不整及節律器手術,經導管主動脈瓣置換手術
．透析血管通路手術
．靜脈手術及治療
．心臟手術及休克後發炎反應研究
．異體心臟移植研究及移植免疫反應研究
專科
. 台灣內科醫學會專科醫師
. 台灣外科醫學會專科醫師
. 台灣胸腔及心臟血管外科學會 專科醫師
. 台灣胸腔及心臟血管外科學會 專科指導醫師
. 中華民國心臟學會 外科專科醫師
. 中華民國心臟學會 外科專科指導醫師
認證
. 台灣胸腔及心臟血管外科學會主動脈支架操作醫師
. 美敦力經導管主動脈瓣膜置放指導醫師認證
. 愛德華經導管主動脈瓣膜置放指導醫師認證
. 雅培經導管主動脈瓣膜置放指導醫師認證
徐 千彝
現職:
副教授, 臺北醫學大學附設醫院心臟血管內科主治醫師, 
學歷
2014-2020 國立陽明大學臨床醫學研究所博士
2000-2007 國立陽明大學醫學系學士
經歷
2023.08- 臺北醫學大學醫學系內科學科副教授
2023.09- 臺北醫學大學附設醫院研究部副主任(醫療)
2020.01- 台灣高血壓學會第八屆理事
2016.11- 臺北醫學大學附設醫院專任主治醫師
2020.08-2023.07 臺北醫學大學醫學系內科學科助理教授
2014.08-2020.07 國立陽明大學兼任講師
2014.07-2016.07 臺北榮民總醫院主治醫師
劉尊睿醫師(教師資格:教育部定副教授)
現職
臺中榮民總醫院心臟血管中心 介入心臟科科主任(2021.01-迄今)
國立陽明大學內科學系專任副教授(2013.09-迄今)
國立陽明大學醫學內科副教授(2010.02-迄今)
臺中榮民總醫院心臟內科主治醫師(1998.07-迄今)
經歷
臺中榮民總醫院心臟血管中心加護病房主任(2013.01-2013.12)
國立陽明大學醫學內科助理教授(2004.02-2010.01)
國立陽明大學臨床醫學研究所博士(2000.09-2006.12)
嘉義榮民醫院內科主治醫師(1996.11-1998.07)
臺中榮民總醫院心臟內科總醫師(1994.07-1996.10)
臺中榮民總醫院內科部住院醫師(1991.07-1994.06)
國立陽明大學醫學院醫學士(1989.04-1991.06)
學歷
國立陽明大學醫學系畢業,國立陽明大學臨床醫學研究所 醫學博士
專科證照
中華民國心臟學會會員,中華民國內科專科醫師,中華民國內科專科指導醫師
中華民國心臟內科專科醫師,中華民國心臟內科專科指導醫師
中華民國急救加護專科醫師,中華民國血管介入性治療醫學會專科醫師
中華民國心律不整醫學會專科醫師
Name: Ron-Bin Hsu
National Taiwan University, College of Medicine, Medical Bachelor 1983-1990
National Taiwan University, Clinical Medicine-Division of Surgical Science, College of Medicine, Doctor of Philosophy 1997-2003
Current institutional affiliation: 
Department of Surgery, National Taiwan University and National Taiwan University Hospital
Current position at the institute: 

Professor, Department of Surgery, National Taiwan University 2013 till now

Professional experience:
	Provincial Taipei Hospital
	Resident of Internal Medicine
	1990-1991

	National Taiwan University Hospital
	Resident of Surgery
	1991-1996

	National Taiwan University Hospital
	Attending staff of Surgery
	1996 till now

	Department of cardiovascular surgery, National Taiwan University Hospital
	Chief
	2007-2023

	Texas Heart Institute, USA
	Clinical fellow
	1996-1997

	National Taiwan University
	Instructor of Surgery
	2000-2002

	
	Assistant Professor of Surgery
	2002-2009

	
	Associate Professor of Surgery
	2009-2013

	
	Professor of Surgery
	2013 till now

	Acta cardiologica sinica
	Associate editor
	2014-2022

	Taiwan society of cardiovascular and thoracic surgery
	Vice president
	2021-2023


Research interests:
1. Heart transplantation and ventricular assist device
2. Off pump coronary artery bypass
3. Infected aortic aneurysm and aortic surgery

4. Infective endocarditis
5. Surgical critical care
6. Complex adult cardiac surgery
SCI Publications as the first or corresponding author: N=75

陳盈憲Ying-Hsien Chen
主治醫師、臨床助理教授,醫師
心導管手術高血壓心臟衰竭治療洗腎廔管周邊血管導管手術
· 現職
台大醫院心臟內科
主治醫師
台大醫學院內科臨床助理教授
台大醫院品質管理中心品管顧問醫師
· 學歷
國立台灣大學臨床醫學研究所博士
國立台灣大學臨床醫學研究所碩士
私立慈濟大學醫學系醫學士
李星原 (Hsing-Yuan Li)
學歷
國防醫學院醫學系 醫學系
國立交通大學 生物資訊及系統生物研究所
現職：
- 迄今 臺北榮民總醫院 兒童心臟科 科主任
- 迄今 臺北榮民總醫院 兒童心臟科 主治醫師
經歷：
- 臺北榮民總醫院 桃園分院小兒科 主治醫師
- 臺大新竹醫院 小兒急診科 主任
- 署立新竹醫院 主治醫師
- 大千醫院 小兒科 主治醫師
- 國軍新竹醫院 小兒科 主治醫師
- 國軍桃園總醫院 小兒科 住院總醫師
- 國軍桃園總醫院 小兒科 住院醫師
彭義欽 Yi-Chin Peng 主治醫師
兒童心臟科
專長
兒童先天性心臟病、川崎氏症、檢查及治療性心導管、兒童急症、重症、暈厥及胸痛、心臟超音波檢查。
現職
中國醫藥大學兒童醫院 兒童心臟科 主治醫師
學歷
中國醫藥大學 中醫學系 醫學士
經歷
中國醫藥大學兒童醫院 兒童急診科 主治醫師
廖立勤醫師
現任:烏日林新醫院兒童心臟科主任,兒科病房主任,小兒科主治醫師
學歷
國立陽明交通大學醫學系
經歷
臺中榮民總醫院兒童醫學部總醫師
中國醫藥大學兒童醫院兒童心臟科研究醫師
臺中榮民總醫院兒童心臟科研究醫師
臺灣兒科學會專科醫師
中華民國心臟學會小兒心臟專科醫師
青少年醫學次專科醫師
國防醫學院臨床講師
醫學研究會委員
履 歷 表  (Curriculum Vitae)                           
中文姓名 : 王玠能
英文姓名 : Jieh-Neng Wang 

學    歷 : 臺北醫學院醫學系醫學士








   成功大學臨床醫學研究所博士




現    職 : 成功大學醫學院醫學系小兒科教授
           成功大學醫學院附設醫院小兒部主治醫師


   成功大學醫學院附設醫院小兒部副主任
           成功大學醫學院附設醫院小兒心臟科主任
經    歷 : 馬偕紀念醫院實習醫師
   高雄海軍總醫院小兒科少尉醫官
   烏坵海軍檢診所內兒科少尉醫官
   成功大學醫學院附設醫院小兒科住院醫師





   成功大學醫學院附設醫院小兒心臟科研究員

台灣大學醫學院附設醫院小兒心臟科研究員


成功大學醫學院附設醫院兒童急救加護科研究員


      美國國立兒童醫院加護病房訪問醫師





      成功大學醫學院醫學系小兒科講師
美國費城兒童醫院重症照護科研究員



成功大學醫學院醫學系小兒科助理教授
成功大學醫學院醫學系小兒科副教授
歐洲心臟學會院士 (FESC)
專門領域 : 兒童心臟學、兒童胸腔學、兒童重症醫學、一般兒科學 
楊鎧鍵Kai-Chien Yang
現職
臺灣大學藥理所 教授

臺大醫院心臟內科 主治醫師
學歷

1. 臺灣大學醫學士 (2000)
美國華盛頓大學分子基因暨基因體學博士 (2012)
經歷

2. 台大藥理所教授 (2022迄今)
台大藥理所副教授 (2019-2022)
台大藥理所助理教授 (2014-2019)
台大醫院心臟內科主治醫師 (2014迄今)
美國布朗大學博士後研究員 (2013-2014)
美國伊利諾大學芝加哥分校博士後研究員 (2012-2013)
義大醫院心臟內科主治醫師 (2005-2007)
台大醫院內科住院醫師/心臟內科研究員 (2000-2005)
洪崇烈醫師

· 現職

· 馬偕紀念醫院遠距暨居家照護中心主任

· 馬偕紀念醫院心血管中心 超音波影像學兼遠距醫療主任

· 馬偕紀念醫院心血管中心 心臟衰竭暨影像醫學科主任

· 馬偕紀念醫院心血管中心 資深主治醫師

· 教育部部定教授

· 馬偕生醫所教授

· 中華民國醫用超音波學會監事

· 台灣心臟超音波學會監事

· 台灣老人急重症醫學會副秘書長

· 中華民國心臟學會心臟影像委員會委員

· 中華民國心律學會植入性心臟儀器委員會委員

· 中華民國心臟學會(TSOC)、中華民國醫用超音波學會(JMU)、老人急重症(IJG)等雜誌編輯

主要學歷

· 國立臺灣大學醫學院醫學系 醫學士

· 國立臺灣大學公共衛生學院 碩士

· 國立陽明大學臨床醫學研究所醫學博士

· 美國梅奧醫院(Mayo Clinic)心臟衰竭中心訪問學者

· 美國哈佛大學Brigham and Woman's Hospital 研究員及訪問學者

主要經歷

· 中華民國內科專科指導醫師

· 中華民國心臟內科專科指導醫師

· 中華民國醫用超音波學會指導醫師

· 台灣心臟超音波學會指導醫師

· 心臟電生理暨介入治療專科醫師

· 台灣心血管介入專科醫師

· 馬偕紀念醫院 心臟內科總醫師

· 馬偕紀念醫院 內科住院醫師

· 台灣大學附設醫院 實習醫師
羅力瑋醫師   Li-Wei Lo, M.D., Ph.D.
學位：

   陽明大學臨床醫學研究所博士 
   陽明大學醫學士
.............................................................................................................................................

現職：

   臺北榮民總醫院心臟血管中心主治醫師   
   臺北榮民總醫院心律不整治療暨研究中心主任                         
教　職：

   國立陽明交通大學內科學科教授
經　歷：
   嘉義榮民醫院內科部住院醫師 
   臺北榮民總醫院內科部住院醫師
   臺北榮民總醫院內科部心臟科總醫師
   臺北榮總內科部主治醫師專責病房主任
專長學科：

成人心臟內科
電氣生理 Electrophysiology
電燒術 Catheter Ablation 
專科證書：

中華民國內科專科醫師
中華民國心臟專科醫師
中華民國心臟學會心臟電生理暨介入治療專科醫師
臺灣心臟超音波學會專科醫師
專科學會：
中華民國內科醫學會
中華民國心臟學會
臺灣心臟超音波學會
學術獎勵：

中華民國心臟學會青年醫師研究獎第二名 2008
最佳口頭論文 2014
林錦生 主治醫師
Chin-Sheng Lin

現職
三軍總醫院教學部部長
三軍總醫院數位醫療中心主任
中華民國航空醫學會理事
三軍總醫院內科部心臟內科主治醫師

學位
國防醫學院醫學科學研究所博士
國防醫學大學醫學系醫學士

現任教職
國防醫學大學教授

經歷
三軍總醫院內科部心臟內科主治醫師
三軍總醫院基隆民診處心臟內科主治醫師
三軍總醫院內科部心臟內科總醫師
三軍總醫院內科部住院醫師

專長
高血壓及瓣膜性心臟疾病
成人心臟學
介入性心臟學
心臟急重症加護

專業執照
中華民國內科專科醫師
中華民國心臟專科醫師

Curriculum Vitae
Name: Ron-Bin Hsu
Academic degree:
National Taiwan University, College of Medicine, Medical Bachelor 1983-1990
National Taiwan University, Clinical Medicine-Division of Surgical Science, College of Medicine, Doctor of Philosophy 1997-2003
Current institutional affiliation: 
Department of Surgery, National Taiwan University and National Taiwan University Hospital
Current position at the institute: 

Professor, Department of Surgery, National Taiwan University 2013 till now

Professional experience:
	Provincial Taipei Hospital
	Resident of Internal Medicine
	1990-1991

	National Taiwan University Hospital
	Resident of Surgery
	1991-1996

	National Taiwan University Hospital
	Attending staff of Surgery
	1996 till now

	Department of cardiovascular surgery, National Taiwan University Hospital
	Chief
	2007-2023

	Texas Heart Institute, USA
	Clinical fellow
	1996-1997

	National Taiwan University
	Instructor of Surgery
	2000-2002

	
	Assistant Professor of Surgery
	2002-2009

	
	Associate Professor of Surgery
	2009-2013

	
	Professor of Surgery
	2013 till now

	Acta cardiologica sinica
	Associate editor
	2014-2022

	Taiwan society of cardiovascular and thoracic surgery
	Vice president
	2021-2023


Research interests:
7. Heart transplantation and ventricular assist device
8. Off pump coronary artery bypass
9. Infected aortic aneurysm and aortic surgery

10. Infective endocarditis
11. Surgical critical care
12. Complex adult cardiac surgery

	中文姓名
	陳範宇
	英文姓名

同護照英文姓名
	Fan-Yu Chen

	相關醫事或教職專科證字號
	___腎專___字___S1627___號 (2021.9 通過)

	學    歷
	畢    業    學    校
	系    所
	級    別
	畢  業  年  度

	研究所
	國立陽明交通大學
	急重所
	博士
	修業中

	
	
	
	
	

	大學
	中國醫藥大學
	醫學系
	學士
	103年

	
	單    位   名    稱
	科    別
	職    稱
	任職時間(西元年/月)

	現  職

(含執業單位、部門)
	臺北榮總
	腎臟科
	主治醫師
	2022/07~至今

	
	
	
	
	

	
	
	
	
	

	經  歷

(至少2項)
	臺北榮總
	腎臟科
	總醫師
	2019/8-2022/6

	
	臺北榮總
	腎臟科
	住院醫師
	2016/8-2019/7

	
	
	
	
	

	專長
	慢性腎臟病

	
	透析治療

	電子郵箱
	nono007tw@gmail.com
	手機號碼
	0978609317
	電  話
	

	通訊地址
	新北市 新店區 北新路二段 252號 9樓

	戶籍地址
	新北市 新店區 北新路二段 252號 9樓


Curriculum Vitae 
I. Name : MICHAEL YU-CHIH CHEN
II. Current Position：
Hospital position: Hualien Tzu Chi General Hospital
Deputy director, Department of  AI Innovation Center
Cardiology consultant, Division of Cardiology 
Director of Coronary Care Program 
Council Member Of THS,TSCI,TAMIS
Academic Position:  
Clinical Associate professor, Tzu Chi University- School of  Medicine
III. Education  and Professional Experiences:
British Montserrat American University of Caribbean (AUC), School of Medicine MD
University of California, Irvine B.Sc. Biological Science (PreMed) BSc 
St Bartholomew’s & The Royal London School of Medicine. Clinical Clerkship and Internship
Chief Resident of Family Medicine, Hualien Tzu Chi General Hospital,  2000-2001
Chief Resident of Internal Medicine, Hualien Tzu Chi General Hospital 2001-2002
Chief Resident of Medical Intensive Care Unit, Hualien Tzu Chi General Hospital 2003
Fellow and Chief Resident of Cardiology Department, Tzu Chi General Hospital 2001-2003
Director, Division Of Cardiology
Deputy Director, Division Of Internal Medicine 
Deputy director, Patient Safety & Quality Control Office
IV. Academic experience and awards 
HONORS: 

2001 Resident of Excellence, Tzu Chi General Hospital, Hualien 

2001 Clinical Teaching of Excellence by Residents, Tzu Chi General Hospital, Hualien 

2002 Outstanding Young Persons Award In Hualien  

2006, 2007, 2010, 2012 to 2023 Clinical Teaching of Excellence for Attending 
Outstanding Young Persons Award In Hualien ，Year of 2002
VI.  Publications 
S. Kavak, X. -D. Chiu, S. -J. Yen and M. Y. -C. Chen, "Application of CNN for Detection and Localization of STEMI Using 12-Lead ECG Images" in IEEE Access, vol. 10, pp. 38923-38930, 2022

Wang TD, Chiang CE, Chao TH, Cheng HM, Wu YW, Wu YJ, Lin YH, Chen MY, Ueng KC, Chang WT, Lee YH, Wang YC, Chu PH, Chao TF, Kao HL, Hou CJ, Lin TH. 2022 Guidelines of the Taiwan Society of Cardiology and the Taiwan Hypertension Society for the Management of Hypertension. Acta Cardiol Sin. 2022 May;38(3):225-325

H.-J. Lin, T.-D. Wang, M. Yu-Chih Chen, C.-Y. Hsu, K.-L. Wang, C.-C. Huang, et al. (2020, Nov). 2020 Consensus Statement of the Taiwan Hypertension Society and the Taiwan Society of Cardiology on Home Blood Pressure Monitoring for the Management of Arterial Hypertension. Acta Cardiologica Sinica

Mei-Ling Chen, Jung-Lun Wu, Michael Yu-Chih Chen, Tsung-Cheng Hsieh  Eluting vs. Bare-Metal Stent Implantation After Percutaneous Coronary Intervention in End-Stage Renal Disease Patients on Hemodialysis　- Nationwide Cohort Study in Taiwan. Circ J. 2019;83(6):1239-1246. doi:10.1253/circj.CJ-18-1304
Hsu WC, Hsu JY, Chen MY, Liang CC. Obturator internus pyomyositis manifested as sciatica in a patient with subacute bacterial endocarditis: A rare case report. Medicine (Baltimore). 2016;95 (30)
Chen TI, Chen MY. Zinc Is Indispensable in Exercise-Induced Cardioprotection against Intermittent Hypoxia-Induced Left Ventricular Function Impairment in Rats. PLoS One. 2016;11(12)
Chen, M. Yc, Yang, K. T., Shen, Y. J., Cheng, C. F., Tu, W. C. & Chen, T. I.. 2015. Role of Sodium-Hydrogen Exchanger-1 (NHE-1) in the Effect of Exercise on Intermittent Hypoxia-Induced Left Ventricular Dysfunction. Chin J Physiol 58: 254-62. doi: 10.4077/cjp.2015.bae357. 
Tsai, Y. C., Lee, H. J. & Yu-Chih Chen, M.. 2015. Automatic segmentation of vessels from angiogram sequences using adaptive feature transformation. Comput Biol Med 62: 239-53.2015.04.029.
Dose-dependent effects of isoflurane on cardiovascular function in rats Chiu-Fen Yang; Michael Yu-Chih; ChenTsung-I Chen；Ching-Feng Cheng Tzu Chi Medical Journal 09/2014   
Successful Revascularization of Chronic Total Occlusion in Native Coronary Arteries through an Occluded Saphenous Bypass Vein Graft: A Retrograde Alternative Approach Yang, Chiu-fen ; Chen, Michael Y ; Chen, Mei-ling; Wang, Ji-hung Acta Cardiologica Sinica 30:5 2014.09 p 485-489  
Mei-Ling Chen, Michael Y. Chen, Wei-hsian Yin, Hsian Wei, Ji-Hung Wang*.2014.07. Delayed Infective Endocarditis with Mycotic Aneurysm Rupture below the Mechanical Valved Conduit after the Bentall Procedure; Acta Cardiologica Sinica; 30:341-345.  
Li-Chin Sung, Ji-Hung Wang and Yu-Chih Chen One-Year Results of Paclitaxel-Eluting Stent Implantation in Ostial Lesions of the Left Anterior Mei-Ling Chen, Michael Y. Chen, Wei-hsian Yin, Hsian Wei, Ji-Hung Wang*.2014.07. Delayed Infective Endocarditis with Mycotic Aneurysm Rupture below the Mechanical Valved Conduit after the Bentall Procedure; Acta Cardiologica Sinica; 30:341-345.  
Michael Yu-Chih Chen and Ji-Hung Wang Single-center Experience with 
Overlapping Paclitaxel-eluting Stent for Diffuse Coronary Lesions. Acta Cardiol Sin 2010 ;26:7-11 
Li-Chin Sung, Ji-Hung Wang and Yu-Chih Chen One-Year Results of Paclitaxel-Eluting Stent Implantation in Ostial Lesions of the Left Anterior Descending Artery. Acta Cardiol Sin 2009;25:76-84  
Li-Chin Sung, Yu-Chih Chen, Shen-Feng Chao, Ji-Hung Wang.  ST-Elevation Myocardial Infarction with Cardiogenic Shock Rescued by Use of Extracorporeal Membrane Oxygenation: A Case Report and Literature Review. Taiwan Critical Care Medicine.  204-209 Vol.9 No.3 2008/09     
Chen MY, Wang JH, Chao SF, Hsu YH, Wu DC, Lai CP   Cardiac myxoma originating from the anterior mitral leaflet. Jpn Heart J. 2003 May;44(3):429-34 
Curriculum Vitae and Bibliography

Yogesh Nellore Vilambi Reddy, MBBS, MD

Personal Information

Email Address:

reddy.yogesh@mayo.edu

Present Academic Rank and Position

Assistant Professor of Medicine - Mayo Clinic College of Medicine and Science

06/01/2020 - Present

Consultant - Division of Critical Care Cardiology, Department of Cardiovascular Medicine, Mayo Clinic, Rochester, Minnesota

07/01/2023 - Present

Consultant - Division of Circulatory Failure, Department of Cardiovascular Medicine, Mayo Clinic, Rochester, Minnesota

07/01/2023 - Present

Teaching/Examining Privileges in Clinical & Translational Science - Mayo Clinic Graduate School of Biomedical Sciences, Mayo Clinic College of Medicine and Science

10/14/2024 - Present

Education

Cardiovascular Disease, Programs in Rochester, Mayo School of Graduate Medical Education, Mayo Clinic College of Medicine, Rochester, Minnesota - Fellow

07/01/2014 - 06/30/2018

Mayo Graduate School, Mayo Clinic College of Medicine, Rochester, Minnesota—Masters in Clinical and Translational Science, Programs, Mayo Clinic Graduate School of Biomedical Sciences, Mayo Clinic College of Medicine and Science

07/06/2015 - 05/22/2018

Advanced Heart Failure and Tra, Programs in Rochester, Mayo School of Graduate Medical Education, Mayo Clinic College of Medicine, Rochester, Minnesota - SubSpec Fellow

07/01/2018 - 06/30/2019

RST Critical Care Medicine (In, Programs in Rochester, Mayo School of Graduate Medical Education, Mayo Clinic College of Medicine, Rochester, Minnesota - Fellow

07/01/2019 - 06/30/2020

Additional Education

Leadership Launch Course Scholarly Activity

03/21/2022 - 03/22/2022

Certification

Other Certifications

Mayo Clinic Quality Academy

Mayo Clinic Quality Fellow: Bronze Level Certification

2014

Mayo Clinic Quality Fellow: Silver Level Certification

2020

Previous Professional Positions and Major Appointments

Instructor of Medicine - Mayo Clinic College of Medicine and Science

03/01/2016 - 05/31/2020

Supplemental (EnhanceMed) - Department of Internal Medicine, Mayo Clinic, Rochester, Minnesota

01/18/2017 - 06/30/2018

Senior Associate Consultant - Division of Circulatory Failure, Department of Cardiovascular Medicine, Mayo Clinic, Rochester, Minnesota

07/01/2020 - 06/30/2023

Senior Associate Consultant (Joint Appointment) - Division of Critical Care Cardiology, Department of Cardiovascular Medicine, Mayo Clinic, Rochester, Minnesota

07/01/2020 - 06/30/2023

Yogesh Nellore Vilambi Reddy, MBBS, MD
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Presentations Extramural

Unclassified

Challenging Cases in my Everyday Practice ACC 2019 New Orleans, Louisiana

03/16/2019

Illustrative HFpEF Case ACC 2019 New Orleans, Louisiana

03/16/2019

Pre-test Probability and the Role of Non-Invasive Risk Calculators for Group 2 PH and Diastolic Dysfunction CHEST 2019 Boston, Massachusetts

10/2019

Right Heart-Pericardial Interactions in Heart Failure Mayo CCM Grand Rounds Rochester, Minnesota

2020

Phenotypes of Secondary MR Re-Imagine Echo New York

11/07/2020

Invasive Diagnosis of HFpEF, Should it be Done for Everyone? CHEST 2021 Chicago, Illinois

10/2021

Diagnosis and Management of HFpEF Indian College of Cardiology Conference Bangalore, India

11/2021

Atrial Myopathy and Risk of Stroke Cardiovascular Clinical Trial Forum Washington, District of Columbia

12/2022

Role of Medical Therapy in Atrial Fibrosis Cardiovascular Clinical Trial Forum Washington, District of Columbia

12/2022

Heart Failure with Preserved Ejection Fraction Snowbird Utah

02/07/2023 - 02/11/2023

Mechanical Circulatory Support in Heart Failure Snowbird Utah

02/07/2023 - 02/11/2023

Heart Failure with Preserved Ejection Fraction Mayo Cardiology at Cancun Cancun, Mexico

02/27/2023 - 03/03/2023

Case Based Management of Heart Failure Mayo Heart Failure Management Lake Buena Vista, Florida

03/15/2023 - 03/19/2023

Heart Failure with Preserved Ejection Fraction Mayo Heart Failure Management Lake Buena Vista, Florida

03/15/2023 - 03/19/2023

Management of Atrial Fibrillation across the spectrum of HFpEF and HFrEF Oklahoma University Cardiology Grand Rounds Oklahoma City, Oklahoma

03/23/2023

HFpEF Illustrative Case Napa Cardiology Conference Napa Valley, California

06/2023
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HFpEF Phenotypes Napa Cardiology Conference Napa Valley, California

06/2023

My Approach to HFpEF Pharmacotherapy Napa Cardiology Conference Napa Valley, California

06/2023

Case Based Management of Heart Failure Success With Failure: Strategies for the Evaluation and Treatment of Heart Failure Management Burnaby, British Columbia, Canada

08/03/2023 - 08/05/2023

Heart Failure with Preserved Ejection Fraction Success With Failure: Strategies for the Evaluation and Treatment of Heart Failure Management Burnaby, British Columbia, Canada

08/03/2023 - 08/05/2023

Pulmonary Hypertension in Left Heart Failure Success With Failure: Strategies for the Evaluation and Treatment of Heart Failure Management Burnaby, British Columbia, Canada

08/03/2023 - 08/05/2023

Hemodynamic considerations for clinical trials of PAH with risk factors for HFpEF - How do we improve phenotyping for ‘atypical’ PAH Cardiovascular Clinical Trial Forum 2023 Washington, District of Columbia

11/30/2023 - 12/02/2023

An Evidence-based Screening Tool for Heart Failure with Preserved Ejection Fraction: the HFpEF-ABA Score European Society of Cardiology Congress 2024: Special Nature Medicine Session

01/09/2024

Heart Failure with Preserved Ejection Fraction Arrythmias and the Heart Koloa, Hawaii

01/29/2024 - 02/02/2024

Heart Failure with Preserved Ejection Fraction Beaver Creek Colorado

02/14/2024 - 02/15/2024

Heart Failure with Preserved Ejection Fraction in Valvular Heart Disease THT Boston Boston, Massachusetts

03/04/2024 - 03/05/2024

Heart Failure with Preserved Ejection Fraction University Hospitals of Cleveland Cleveland, Ohio

03/06/2024

Valvular Heart Disease in Critically Ill Patient in the CCU ACC Atlanta, Georgia

04/05/2024 - 04/08/2024

Heart Failure with Preserved Ejection Fraction Foundations in Cardiology Practice Nashville, Tennessee

05/03/2024

Case Based Management of Heart Failure Success with Failure 2024 Lac Tremblant, Quebec, Canada

07/25/2024 - 07/28/2024

Heart Failure with Preserved Ejection Fraction Success with Failure 2024 Lac Tremblant, Quebec, Canada

07/25/2024 - 07/28/2024

Pulmonary Hypertension Success with Failure 2024 Lac Tremblant, Quebec, Canada

07/25/2024 - 07/28/2024
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Role of SGLT2 Inhibitors and GLP-1 Therapies in Improving Outcomes in Pulmonary Hypertension CHEST 2024 Boston, Massachusetts

10/05/2024

Pericardial Restraint Chicago Hemodynamics Forum Chicago, Illinois

11/15/2024

Renal Dysfunction and Diuresis in Heart Failure Coronary Artery Disease Dana Point, California

11/21/2024 - 11/24/2024

Assessing Determinants of Maximal Exercise Tolerance: What are the Relative Contributions of PCWP, Ventilatory Anaerobic Threshold and Lactate Technology & Heart Failure Therapeutics 2025 Boston, Massachusetts

02/11/2025

HFpEF: Recent Insights into Mechanisms and Therapeutics Technology & Heart Failure Therapeutics 2025 Boston, Massachusetts

02/11/2025

Heart Failure – HfpEF 16th Annual BCS – Mayo Cardiology Review Course London, United Kingdom

03/10/2025

Hemodynamic Cath Cases 16th Annual BCS – Mayo Cardiology Review Course London, United Kingdom

03/10/2025

Interactive Case Based Discussion 16th Annual BCS – Mayo Cardiology Review Course London, United Kingdom

03/10/2025

Pulmonary Hypertension 16th Annual BCS – Mayo Cardiology Review Course London, United Kingdom

03/12/2025

Heart Failure Preserved Ejection Fraction (HFpEF) Management Heart Failure Management Orlando, Florida

03/18/2025

Pulmonary Hypertension Heart Failure Management

03/19/2025

Right Heart Failure Heart Failure Management

03/19/2025

Illustrative Cases in Advanced Heart Failure Heart Failure Management

03/20/2025

Management of Acute Decompensated Heart Failure Heart Failure Management

03/20/2025

Pericardial Restraint: When the Left and Right are out of Sync ACC.25 Chicago, Illinois

03/29/2025

How Do SGLT2 inhibitors and GLP1 Agonists Really Work in HFpEF? 5th Annual Charleston HFpEF Conference Charleston, South Carolina

07/18/2025

Quality Initiatives

Quality Improvement Projects

Oxygen Optimization in the ICU (Gold Project) Sarah J. Chalmers, MD (Team Lead), Yewande Odeyemi, MBBS, Jennifer L. Elmer, APRN, CNS, DNP, MSN,

11/05/2020
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Emily S. Ingram, APRN, CRNA, DNAP, Amy C. Spitzner, RN, CCRN, Trinh T. Nguyen, DO, Ali Khawaja, MBBS, Cameron M. Long, MD, MS, Yogesh N. Reddy, MBBS.

Research Grants Awarded

Active Grants

Federal

Program Director / Principal Investigator

Peripheral Limitations in Pulmonary Hypertension and Effects of Muscle Training. Funded by National Heart, Lung, and Blood Institute. (K23 HL 164901)

04/2023 - 03/2028

Industry

Program Director / Principal Investigator

Internal Amend #2_Mechanism of benefit with pulmonary hypertension therapy -an exercise catheterization-echo study. Funded by Bayer. (20-009542 PHAB)

11/2020 - 11/2023

Program Director / Principal Investigator

Repl Am #1 | Effect of Sotatercept on Central Cardiopulmonary Performance and Peripheral Oxygen Transport During Exercise in Pulmonary Arterial Hypertension. Funded by Merck & Co., Inc.

05/2024 - 05/2027

Program Director / Principal Investigator

A Phase 2, Randomized, Double-Blind, Placebo-Controlled Study to Investigate the Efficacy and Safety of LY3540378 in Adults with Worsening Chronic Heart Failure with Preserved Ejection Fraction (HFpEF). Funded by Eli Lilly And Company. (J3E-MC-EZDB)

10/2024 - 03/2027

Mayo Clinic

Program Director / Principal Investigator

Peripheral Limitations in Pulmonary Arterial Hypertension and the Effects of Muscle Training . Funded by Development - Benefactor Funded Career Development Award

07/2023 - 06/2026

Completed Grants

Foundation

Program Director / Principal Investigator

Inhaled Beta-Adrenergic Agonists to Treat Pulmonary Vascular Disease in Heart Failure with Preserved EF (BEAT PVD):. Funded by Heart Failure Society of America

09/2016 - 05/2018

Program Director / Principal Investigator

1st Place Fellows Clinical Research Award. Funded by Northwestern University

01/2020 - 12/2020

Industry

Program Director / Principal Investigator

Repl Am 5_Obstructive Sleep Apnea in Heart Failure with preserved Ejection Fraction – Prevalence, Hemodynamic correlates and impact of treatment with continuous positive airway pressure. Funded by Sleep Number

04/2021 - 03/2023

Program Director / Principal Investigator

Sleep patterns and daytime sedentariness among occult Heart Failure with preserved Ejection Fraction in the community identified by the H2FPEF score . Funded by Sleep Number

04/2021 - 03/2023

Program Director / Principal Investigator

Internal Am #1 | Reddy United Therapeutics Jenesis Awards. Funded by United Therapeutics

10/2022 - 09/2023

Co-Investigator

Repl Am 1_RESPOND-HF CI Arm Budget. Funded by Medtronic Incorporated

09/2017 - 09/2019
Name: 趙庭興(Chao Ting-Hsing)
1、 現職：
1、 中山醫學大學醫學院醫學系內科教授兼中山醫學大學附設醫院醫療品質副院長兼心臟血管科主治醫師。
2、 中山醫學大學附設醫院永續發展管理委員會主委。
3、 國立成功大學醫學院醫學系內科教授。
4、 行政院衛生福利部醫院評鑑委員、緊急醫療能力評定委員、內科專科訓練醫院評鑑委員、國科會專題計畫複審委員。
5、 財團法人醫院評鑑暨醫療品質策進會「疾病品質照護認證」委員、「國家醫療品質獎」委員、「台灣臨床成效指標」小組委員、冠狀動脈疾病指標工作小組召集人。
6、 財團法人中衛發展中心台灣持續改善競賽TCIA評審委員。
7、 中華民國心臟學會第29屆監事、台灣醫療品質協會第11屆理事。
2、 經歷：
1、 中山醫學大學附設醫院行政部副院長。
2、 國立成功大學醫學院附設醫院主任秘書、門診部主任、公共事務室主任、健康管理中心主任、品質中心副主任、心臟血管科主任。
3、 國立成功大學醫學院附設醫院斗六分院副院長兼品管中心主任、斗六分院醫務秘書兼內科部主任。
4、 財團法人醫院評鑑暨醫療品質策進會「醫院品質績效量測指標系統與落實品質改善計畫」稽核委員。
5、 中華民國心臟學會第28屆副理事長、第27屆秘書長、第22屆副祕書長；台灣心臟基金會董事。
6、 台灣介入性心臟血管醫學會第5、6屆理事、第7屆監事暨公共醫療政策委員會召集人；台灣醫療品質協會第9、10屆理事。
7、 台灣高血壓學會第6、7、8、9屆理事、中華民國血脂及動脈硬化學會副祕書長、雲林縣醫師公會理事、健保署南區分局西醫健保審查心臟血管召集人。
3、 學歷：台北醫學大學醫學士。 

4、 海外進修：日本國立京都大學大學院醫學研究部研究員。
5、 專科醫師：內科醫學會、心臟學會、急救加護醫學會(重症)、介入；高階醫品師。
6、 專科指導醫師：內科醫學會、心臟學會。
7、 榮譽及受獎：
1、 第30、31屆及第38屆中華民國心臟醫學會(TSOC)年會最佳海報獎。
2、 93、105、106、111年國立成功大學醫學中心內科部主治醫師最佳研究獎。
3、 國立成功大學醫學院(94、95、96年度)最佳教學主治醫師。
4、 97、99及100年國立成功大學醫學中心醫療科技研究計劃成果海報獎。
5、 2010、2015、2017、2022 TSOC高血壓治療指引編撰委員。
6、 2013年美國心臟學院(ACC)年會最佳海報論文獎。
7、 FACC、FESC及FAPSC；2014年台灣內科醫學會最佳海報論文獎。
8、 2017年中華民國血脂及動脈硬化學會血脂治療指引編撰委員。
9、 2018、2020年TSOC糖尿病心血管藥物治療共識編撰委員。
10、 2021年TSOC Fabry’s Disease 診斷治療共識編撰委員。
11、 2023年TSOC慢性冠心症治療指引編撰委員。
12、 2023年TSOC心衰竭藥物治療專家共識編撰委員。
13、 2023年TSOC Cardiac Amyloidosis 診斷治療共識編撰委員。
14、 2024年TSOC Primary Prevention of ASCVD 指引編撰委員會主席。
8、 專長：醫療品質管理；心導管介入治療；高血壓；動脈硬化基因學；血管新生；幹細胞研究。
9、 論文：期刊論文162篇，會議論文116篇。科學雜誌審查委員及特刊編輯召集人：國際期刊50餘本。
10、 全球性多中心大型臨床研究國家總聯絡人、總計劃主持人、主持人：30餘個。其中，擔任全國 T-FORMOSA study Steering Committee Chair。
姓      名: 蘇峻弘          英文名字: Chun-Hung Su

性      別:  男                

現職單位  : 中山醫學大學附設醫院心臟內科主任
           中山醫學大學醫學系專任教授暨副系主任
學歷 :

中山醫學大學 醫學士
中山醫學大學 臨床醫學研究所醫學碩士
中山醫學大學 臨床醫學研究所醫學博士
專科學會 :

  台灣內科醫學會 內科專科醫師 (91年至今)

中華民國心臟學會 心臟內科專科醫師 (93年至今)

中華民國重症醫學專科醫師 (94年至今)
中華民國心臟學會 心臟內科專科醫師指導醫師 (100年至今)

中華民國心臟學會 心臟血管介入專科醫師 (96年至今)

中華民國心臟學會第26屆副秘書長 (107年5月至109年7月)
中華民國心臟學會 心衰竭委員會委員 (106年至107年)
中華民國心臟學會 預防醫學委員會委員 (111年7月至113年5月)
台灣介入性心臟血管醫學會第8-9屆副秘書長 (109年2月至113年1月)
台灣介入性心臟血管醫學會第10屆監事暨編輯委員會副主委 
台灣心肌梗塞學會第2屆學術委員會副主委 
中山醫學大學醫學系內科學科主任(109年8月至110年7月)
中山醫學大學醫學系專任教授(112年2月至至今)
新科技旋風中的醫學變遷
Medicine in the Whirlwind of AI and Emerging Technologies
Redefining Clinical Insight through Intelligent Imaging and Data-Driven Precision Care
郭萬祐醫師 
台北榮民總醫院 中國醫藥大學附設醫院 國立陽明交通大學醫學院
Artificial intelligence (AI) has rapidly transformed modern medicine from a diagnostic aid into a driver of clinical acceleration and decision support. This presentation explores how AI, particularly in medical imaging, bridges foundational research and practical clinical needs. Beginning with the recognition of current pain points—time constraints, diagnostic complexity, and limited manpower—the discussion emphasizes the integration of digitalization, standardization, and precision as essential components of healthcare modernization.

Through the lens of imaging AI, the presentation outlines a complete translational pipeline encompassing data curation, annotation, model training, validation, regulatory registration, clinical deployment, and post-marketing surveillance. Case examples highlight multimodal and multi-model AI applications in oncology, demonstrating how intelligent segmentation, volumetry, and treatment planning tools can improve diagnostic accuracy and workflow efficiency.

Ethical governance and regulatory compliance are addressed as crucial frameworks to ensure safety, transparency, and trust in AI-assisted clinical services. By fostering interdisciplinary collaboration among hospitals, universities, and AI laboratories on the Federated Platofrm—the initiative aims to establish a sustainable ecosystem for AI-driven clinical innovation.

Ultimately, this work advocates a paradigm shift in medical practice: to cultivate both courage and competence to embrace change. As the boundary between human expertise and artificial intelligence continues to evolve, the message is clear—those who reject AI risk obsolescence, while those who harness it can redefine the future of patient care.

許明輝
Abstract

Tricuspid valve disease and right-side heart disease were previously ignored. With advances in surgical intervention, patient care, and guideline adherence, these disregarded diseases have become essential in patient’s survival and comorbidity. For example, patients with tricuspid annulus dilatation will have severe tricuspid regurgitation, right heart failure, and poor prognosis ten or twenty years later if they leave their tricuspid valve untreated during left-side valve surgery. However, most of these patients will not be left untouched because of high surgical risk due to tissue adhesion, elderly, or combination with another chronic disease. Nowadays, percutaneous valvular intervention provides a potential resolution for these patients, which should be brought into Taiwan in the next couple of years. Good echocardiographic imaging is fundamental to a successful procedure. Besides, good echo imaging provides disease diagnosis, risk stratification, monitoring, or follow-up. I am pleased to be invited to draft the portion of the tricuspid, pulmonary valve, and right heart function this year. After months of work with mentors, colleagues, and friends, we agreed on how to image the tricuspid, pulmonary valve, and right-side heart imaging. I will present the results and hope this will help you in the future.


I will divide my topics into three parts. I will start by talking about pulmonary arterial hypertension, then move to right heart function, imaging, and end with tricuspid valve imaging. I will present pitfalls in estimating pulmonary arterial pressure and clarify some plausible ideas, such as fluid status evaluation from the inferior vena cava.

蔡淳娟

Abstract

Echocardiography is the examination of choice for the diagnosis and evaluation of aortic stenosis and is preferred over invasive cardiac catheterization. Echocardiography is not only the recommended tool for pre-operative decision-making, but also essential for follow-up. An accurate and optimal quantification is crucial. Good performance relies on sufficient knowledge to avoid erroneous sampling or misinterpretation. This section provides an overview of aortic stenosis assessment, pitfalls, tips for measurements and grading of severity, and limitations that need to be addressed. 


Outline

· Overview of Echocardiographic assessment in aortic stenosis

· Suggestive view in TTE for aortic stenosis

· Pitfalls and Tips in the Assessment of Aortic Stenosis by TTE

1. Different etiology of aortic stenosis

2. Common error in calculating aortic valve area

· LVOT measurement

· PW LV velocity measurement

· CW AV velocity measurement

· Alternative Measures of Stenosis Severity

· Grading of aortic stenosis and Special circumstances

· Limitations and reminders

賴志泓
Abstract: 

Artificial intelligence (AI) tools like machine learning, deep learning and natural language processing are rapidly advancing and being applied in healthcare. This presentation reviews several AI applications in critical care medicine. First, a deep learning-based tool was developed to classify pain scores in critically ill patients using facial expressions and body movements from video. Three convolutional neural network models were trained and validated using labelled video data from ICU patients, achieving an accuracy of 0.79-0.89 for classifying pain scores. Second, we will discuss the potential application in the near future of large language models like ChatGPT for ICU applications in decision support, data handling, doctor-patient communication, education, and research. Benefits and limitations were highlighted, including the risk of generating false information. Third, the development and implementation of AI tools at Taichung Veterans General Hospital, with a multidisciplinary team to integrate AI models into clinical workflows via interactive dashboards and alerts. In summary, AI holds promise for many applications in critical care, but successful implementation requires understanding limitations and integrating AI thoughtfully into clinical practice.

吳書豪
Cancer therapy related cardiac dysfunction (CTRCD) has been underscored until recent years. Early detection of minor LV myocardial dysfunction is thus important for predicting LV dysfunction. The Cardio-Oncology has arisen as a novel discipline in clinical medicine worldwide owing to the rapidly advancing treatments for cancer and the associated cardiovascular complications. Both “conventional”, “target” and “immune-oncology” therapies can affect the cardiovascular system resulting in hypertension, heart failure, arrhythmias and thrombosis which are responsible for substantial morbidity and mortality in this population. Thus, effective means of mitigating cardiovascular complications of cancer therapies would have benefits on health. In Chi-Mei Hospital, we started Cardio-Oncology Program focusing on patients with breast cancer and lymphoma since 2014. Also, we attempted to establish a translational platform to study the mechanism of CTRCD. In this talk, I will share our experience of Cardio-Oncology program.
陳昱瑋

Pregnancy-related hypertension includes gestational hypertension, preeclampsia, and eclampsia. Pregnancy-related hypertension contributes to significant risks to both the pregnant mother and the fetus. Effective management and timely medical intervention are essential to ensure the well-being of both the mother and the baby during pregnancy and childbirth. Monitoring blood pressure, urine, and other vital signs, along with lifestyle modifications and, if necessary, medication, are key components of managing pregnancy-related hypertension. In severe cases, early delivery may be required to prevent further complications. Regular prenatal care and communication with healthcare providers are crucial for identifying and addressing this condition promptly. In the postpartum stage, close monitoring and management continue after delivery to ensure that blood pressure returns to normal. Nevertheless, given a lack of clinical trials, the choices of drugs for pregnancy-related hypertension remain limited in the past decades. Also, breastfeeding is another concern for the drug metabolites and secretion. In this talk, I will review the updated information regarding the early detection and appropriate management of pregnancy-related hypertension. 

黃奭毓
摘要:
類固醇類礦物皮質激素受體拮抗劑( Steroid MRA)可減少心衰竭合低併射血分數(HFEF)患者的發病率和死亡率，但在射血分數輕度降低或保留的心衰竭(HFmEF/HFpEF)患者中的療效尚未確立。

本研討會藉由 FINEARTS-HF試驗，探討有關非類固醇類礦物皮質激素受體拮抗劑 (Non steroid MRA) Finerenone 在HFmEF/HFpEF患者中的療效和安全性數據，。
FINEARTS-HF trial

Primary Endpoint 試驗中顯示出統計學上顯著且臨床上具有意義的效果，能有效降低心血管死亡及心衰事件的綜合風險。
Safety Profile 試驗確認Finerenone具有良好的耐受性，未發現新的安全性問題，這與其在其他適應症（例如合併2型糖尿病的慢性腎病患者）中的使用結果一致。
Finerenone是首個在射血分數輕度降低或保留的心衰（HFmrEF/HFpEF）患者中展現出明確心血管益處的礦物皮質激素受體拮抗劑（Non steroid MRA）。因這群患者在心衰患者中佔有顯著比例，尤其對於過去治療選擇有限的心衰竭病患，Finerenone可能在擴大心衰治療方案中扮演重要角色，如此一來Finerenone (Non steroid MRA)也填補了這些心衰竭患者群體的重大治療空白。
黃嵩豪

Sleep disordered breathing (SDB) is highly prevalent and may be linked to cardiovascular dis- ease in a bidirectional manner. The Taiwan Society of Cardiology, Taiwan Society of Sleep Med- icine and Taiwan Society of Pulmonary and Critical Care Medicine established a task force of experts to evaluate the evidence regarding the assessment and management of SDB in patients with atrial fibrillation (AF), hypertension and heart failure with reduced ejection fraction (HFrEF). The GRADE process was used to assess the evidence associated with 15 formulated questions. The task force developed recommendations and determined strength (Strong, Weak) and direction (For, Against) based on the quality of evidence, balance of benefits and harms, patient values and preferences, and resource use. The resulting 11 recommendations are intended to guide clinicians in determining which the specific patient-care strategy should be utilized by clinicians based on the needs of individual patients.
Reference

Lee PL#, Wu YW#, Cheng HM, Wang CY, Chuang LP, Lin CH, Hang LW, Yu CC, Hung CL, Liu CL, Chou KT, Su MC, Cheng KH, Huang CY, Hou CJ*, Chiu KL*. Recommended assessment and management of sleep disordered breathing in patients with atrial fibrillation, hypertension and heart failure: Taiwan Society of Cardiology/Taiwan Society of sleep Medicine/Taiwan Society of pulmonary and Critical Care Medicine joint consensus statement. J Formos Med Assoc. 2023 Sep 13:S0929-6646(23)00338-8. doi: 10.1016/j.jfma.2023.08.024. Epub ahead of print. PMID: 37714768.
游治節
Abstract

In the ICU, we are treating the most critically ill patients. Unfortunately, despite our best efforts and the advances in medicine, out of every ten patients, one or two are beyond recovery.

In the past, we considered the loss of these patients as a “failure” for the team, leading to deep sadness and grief. Over time, the ongoing stress and frustration cause some to choose a different career path, leaving the ICU. Those who stay may view it as just a job, feeling that it is unnecessary to dwell in sadness and attempt to “isolate” their emotions, but the patient’s family may perceive this as indifference.

Is there no third option? When facing patients we cannot save, let’s not forget that we can still help their families. We can assist family members in coping with the loss of their loved one, helping them to relieve their feelings of guilt and self-blame. Our compassionate act can provide the family with a memory of solace amid their grief when they reflect back on this moment next year.

When families face difficult decisions and there is disagreement among them, we can invite them to participate in “Shared Decision-Making (SDM).” Many decisions in these situations do not have an absolute right or wrong answer; each family has its own considerations. The focus should be on respecting the patient’s “MVP: what Matters to the patient, his/her Values, and Preferences.” After thorough understanding and communication, the family can make a decision that they will not regret later. If consensus cannot be reached, or if the prognosis remains unclear, we can also implement “Time-Limited Trials” and revisit the discussion later until a new consensus is reached.

In the treatment of critically ill patients at the end of life, our goal is not only to ensure patient comfort and a dignified passing but also to alleviate the family’s guilt, regret, and sorrow. When we can no longer save the patient, let’s not forget to save the family.

廖英傑

Abstract:

Recent artificial intelligence (AI) advancements in cardiovascular care offer potential enhancements in effective diagnosis, treatment, and outcomes. More and more clinical available AI-algorithms focus on cardiovascular applications, highlighting the growing opportunities for AI to augment care, with a particular focus on the utilization of multimodal inputs and the field of generative AI. Interest in the application of AI to the design, conduct, and analysis of clinical trials of cardiovascular field has also grown, and it holds great promise for improving the efficiency and quality of clinical care and clinical research; but substantial barriers remain, the surmounting of which will require addressing significant gaps in evidence. This talk will present clinical applications and research in our cardiovascular center, and include a discussion of potentials, and limitations of AI's role, and the appropriate infrastructure for deployment and patient-centered implementation.

陳怡誠

1. The 2024 Guidelines of the Taiwan Society of Cardiology on the Primary Prevention of Atherosclerotic Cardiovascular Disease: for the first time in the society. 
2. 2021 ESC Guidelines on cardiovascular disease prevention in clinical practice: focus on a full spectrum of cardiovascular disease; use of SCORE II for risk estimation; comprehensive but too lengthy and without going details in each factor or disease entity.

3. 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular Disease: focus on a full spectrum of cardiovascular disease; incomprehensive. 
4. Novelties of the current guidelines: focus on ASCVD prevention; comprehensive but not wordy with going details in each factor or disease entity; covering local features (metabolic syndrome, hyperuricemia, hepatitis C, colon polyps, nephrolithiasis, and life medicine, etc); cite largely local studies; covering primordial prevention; logistic thinking approach. 

李慶威
Modern surgical and cardiac catheterization techniques and methods of perioperative care have changed the outcomes of congenital heart disease (CHD). Currently, most patients survive into adulthood, at which time late complications (especially pulmonary arterial hypertension [PAH]) become important issues. Several large-scale database studies of ACHD in Western countries have returned cumulative incidences of ~4-7.2% overall, with higher incidence in CHD with large left-to-right shunt defects. In our recent cohort study, the cumulative incidence of PH was 4.4%, varied in different subgroups.

PAH specific therapy has been shown to improve long-term patient outcomes and is considered standard treatment in current guidelines in adult population. Several new drugs has been developed to target on NO pathway, prostacyclin pathway, endothelin pathway and Activin signaling inhibitors. However, most PAH drugs used in pediatrics are off label use. In addition to pulmonary vasodilator treatment, the concept of treat-and-repair and repair-and-treat may modify the course of PAH in CHD. Multimodal approach including medical, interventional and surgical should be considered in individual cases.

謝炯昭
Severe tricuspid regurgitation (TR) has become a challenging medical issue in the modern era, especially when other heart valves are well managed. Surgical tricuspid valve repair remains the preferred treatment, but patients with severe TR often present with advanced comorbidities such as prior open-heart surgery, left heart diseases, or even right ventricular failure. Additionally, those with hyperbilirubinemia or coagulopathy due to congestive liver disease face even higher surgical risks. Consequently, many patients with severe TR are managed with medical therapy, despite its limited effectiveness.

Over the past few decades, several transcatheter approaches have been developed to mangage TR, including edge-to-edge repair, annuloplasty devices, heterotopic caval valve placement, and tricuspid valve replacement. However, progress in the field of transcatheter tricuspid interventions has been slower than expected due to ongoing challenges related to imaging and anatomy.

李永在
  In 7th WSPH held at Barcelona in 2024, the definition of pulmonary hypertension was updated to include any pediatric patient with a mean pulmonary artery pressure greater than 20 mm Hg at rest by heart catheterization. Pediatric PH includes a highly heterogeneous group of children with diverse ages, disease severities, prognoses, and underlying causes. On diagnosis, it is important to complete a thorough evaluation for secondary causes of PAH and a cardiac catheterization. Subsequently, the task force for paediatric PH could concluded as follows: 1) Treatment of paediatric PH continues to be hindered by the lack of randomised controlled clinical trials. 2)PH in childhood shows similarities, but also specific differences, compared to PH In adulthood.3) New insights and current consensus regarding the diagnosis and treatment. 4) Paediatric pulmonary arterial hypertension (PAH) shares common features with adult disease, but is associated with several additional disorders and challenges that require unique approaches. 

All the survival has improved significantly over recent decades as therapeutic options have increased. More pediatric-specific pediatric pulmonary hypertension seems to be treated successfully. Since there are pathobiologic links between mutations and disease in pulmonary hypertension, and alterations in genetic conditions are important contributors to pediatric pulmonary hypertensive disease. Based on some international consortiums for genetic studies genetic testing in PAH, the gene panel sequencing approach should start with an affected patient and includes BMPR2 at the minimum if resources available.  

  In summary, pediatric pulmonary hypertension, quite different from adult pulmonary hypertension, is characterized by multifactorial disease with diverse etiologies and presenting features, and could present feature for several pulmonary vascular diseases. Survival has improved significantly over recent decades as therapeutic options have increased. In the future, we hope that genetic testing could be a critical consideration for potential therapy targets such as gene therapy and influences on response to therapy. 
徐千彝
Introduction:

Tricuspid valve regurgitation, previously ignored, now catches more people’s eyes. People having tricuspid regurgitation a couple of years after mitral or aortic valve surgery have higher mortality, morbidity, and poor quality of life. However, the increased risk for tricuspid valve repair or replacement makes re-doing thoracotomy unfeasible. Trans-catheter intervention is another fashionable way to treat this kind of patient. Even though they are not available in Taiwan, many devices have promising results on their bench testing. Are you ready to jump on the bandwagon of trans-catheter intervention for tricuspid regurgitation? In this section, I will try to illustrate tricuspid regurgitation from valve anatomy, terminology, classification, imaging approach, and novel grading methods. There are three purposes of this lecture. First, the tricuspid valve has anterior, posterior, and septal leaflets. We must “see” and interpret the tricuspid valve correctly. We must know which one we see is on different echo views. Second, we should discern what kind of disease and how they affect the tricuspid valve. What is the pathophysiology that affects the valve’s normal function? Third, the echocardiographer can provide good imaging to select suitable patients, guide intervention, monitor complications during the procedure, and evaluate the result after the intervention.

Indication of SAVR or TAVI for pure aortic regurgitation : Perspectives from a surgeon

Ron-Bin Hsu, 許榮彬 台大醫院心臟外科
Professor of Surgery, National Taiwan University Hospital

Aortic regurgitation (AR) is mainly due to intrinsic abnormalities of the aortic valve and/or secondary to progressive dilatation of the aortic root. Acute presentations are usually related to infective endocarditis, trauma or extension of aortic dissection into the aortic root. Chronic pure severe AR is more frequent in men and is associated with bicuspid aortic valve and concomitant dilatation of the aorta in more than one-half of cases.

Acute severe AR usually requires immediate surgery depending on the etiology. Surgery for chronic severe AR is indicated depending on symptoms and/or the effects of the AR on LV size and function. When the patient is symptomatic and AR severe, surgery is recommended unless the anticipated surgical risk is prohibitive (Class I). For the asymptomatic patient with severe AR, indications for surgery are based on the degree of functional impairment of the LV. If surgery is deemed low risk, there is observational evidence that early intervention might be beneficial for long-term prognosis in patients with less progressive disease (Class I or IIb). 

The presence of associated aortic dilatation dictates surgery, irrespective of AR severity. Concomitant surgical treatment of moderate or severe AR is also recommended, irrespective of symptoms, in patients requiring CABG, ascending aorta surgery, or any other cardiac surgical procedures (Class I).

AV replacement is still the standard surgical approach in most AR cases. Patients with concomitant dilatation of the aorta will require aortic surgery at the same time. If the patient has an established indication for AV surgery (due to AR or AS), concomitant surgery of the aortic root or the ascending aorta should be considered at a diameter of ≥ 45 mm (Class IIa).

For AR, valve-sparing aortic root replacement and/or AV repair are increasingly performed in experienced centers. When performed by experienced surgeons in well-selected young individuals, pulmonary autograft implantation (Ross operation) may also be a good alternative to prosthetic valve replacement. 
TAVI with dedicated transcatheter valves may be considered at experienced centers for selected patients with AR who are ineligible for surgery (Class IIb). But it is associated with a high rate of new permanent pacemaker implantation up to 24%. 

For pure AR, a multidisciplinary team approach is mandatory for a better patient outcome. Ongoing TAVR results should be compared with conventional surgical aortic replacement or repair for a better patient selection.   
劉尊睿
Patients with atrial fibrillation are at high risk of stroke, and anti-coagulation is recommended. However, anti-coagulation bring bleeding risk, especially GI bleeding or even intracranial hemorrhage. 

 Left atrial appendage (LAA) is a pouch structure, which contributes blood clot formation. Deployment of a left atrial appendage occlude is a way to prevent blood clot formation in patients with atrial fibrillation and not suitable for anti-coagulation. Left atrial appendage is located anteriorly and above left circumflex artery. Deployment of an occluder is guided by transesophageal echocardiography to perform trans-septal puncture, accurate measurement of ostium of LAA, deployment and complication. 

陳盈憲
A 59-year-old female visited NCKUH on 2017 with the chief complaint of dyspnea on exertion for several years and aggravated in recent two years. She was diagnosed as Hypertrophic Cardiomyopathy with systolic anterior motion with mild MR by the evidence of echocardiography and CMR. Septal ablation or surgical myectomy was suggested but the patient hesitated about it and then she lost to follow up. She went to other hospital and kept medical treatment. From 2017-2021 the dyspnea gradually progressed and the severity of MR also progressed to severe MR. She received ‘’Mitral annuloplasty’’ 28mm Physio- II ring on 2021/02. After the operation, the dyspnea aggravated then the patient came back to NCKUH. The following echocardiography showed HCM with LVOTO (Peak PG =190mmHg, peak transaortic velocity =6.9m/s) and SAM with posterior eccentric severe MR. The annulopasty made the condition of systolic anterior motion more severe. Finally, she received partial resection of myocardium and mitral valve replacement with good recovery. 

Obstruction of the left ventricular outflow tract is a major hallmark of hypertrophic cardiomyopathy which is cause by systolic anterior motion of the mitral apparatus toward the hypertrophied septum. The drag force across the mitral valve pull the leaflets anteriorly to the basal septum and lead to both LVOTO and malcoaptation of the mitral leaflets, resulting in mitral regurgitation. Primary abnormalities of the mitral apparatus are also commonly observed including leaflet elongation and papillary muscle hypertrophy. Inappropriate operation strategy such as undersized annulopasty ring relative to the size of anterior leaflet might cause the aggravation of systolic anterior motion and obstruction of LVOT. Comprehensive initial patient evaluations are important for accurate treatment.

李星原
A 72 year-old woman with history of hypertension visited cardiovascular click for edema and dyspnea on exertion. The fellow performed echocardiography but was confused….whether it is aortic stenosis, hypertrophic obstructive cardiomyopathy (HOCM) or both? Two different types of CW pressure tracing and hemodynamic studies unveiled interesting final impressions. The details of images and measurements will be represented in the talk. 
彭義欽
The thickened myocardium is not very unusual. It may be simply related to hypertension or aortic stenosis. However, there was still another disease that could cause thickened heart disease. The correct diagnosis may be ignored or challenging. The patient may receive inappropriate treatment if misdiagnosis was made. Though some cardiomyopathy diseases are rare, they still had specific treatments and the patient will accept suitable early treatment and influence the prognosis. I will present a case of thickened heart disease. 

鄭詠姍

The cardiac magnetic resonance (CMR) imaging using a late gadolinium enhancement (LGE) sequence can comprehensively evaluate the cardiac function, anatomy, and identify both ventricular fibrosis and atrial fibrosis. The presence of LGE, either in atrium or ventricle, are independently associated with the likelihood of recurrent arrhythmia after pulmonary vein isolation. This talk will introduce the feasibility of atrial LGE acquisition, practical use of CMR imaging in the evaluation and prediction of catheter ablation, and the case sharing of current practice in Taipei Veterans General Hospital.

廖立勤
The interdependence of atrial fibrillation/flutter and HFpEF on epidemiology, pathophysiology, and long-term outcome had been reported in several studies. While concerning symptomatic HFpEF patients with atrial fibrillation, radiofrequency catheter ablation could relieve clinical symptoms. Compared with patients without HFpEF, the recurrence rate of atrial fibrillation was similar. However, these results are not consistent while using cryoballoon as the first line treatment tool. More atrial fibrillation recurrence was noted in patients with HFpEF. More clinical studies are still needed to prove the short term and long term efficacy of AF ablation in patients with HFpEF.  

吳愷祐
Abstract
Atrial fibrillation (AF) is a rapidly growing clinical problem in routine practice, both for cardiologists as well as general practitioners. Current therapies aimed at the management of AF include anti-arrhythmic drug therapy and catheter ablation. But the outcome of those strategies are not satisfactory with a disappointing long-term efficacy. Autonomic nervous system activation can induce significant and heterogeneous changes of atrial electrophysiology and induce atrial tachyarrhythmias. The importance of the autonomic nervous system in atrial arrhythmogenesis is also supported by circadian variation in the incidence of symptomatic AF in humans. The mechanisms by which autonomic activation is arrhythmogenic or antiarrhythmic are complex and different for specific arrhythmias. Methods that reduce autonomic innervation or outflow have been shown to reduce the incidence of spontaneous or induced atrial arrhythmias, suggesting that autonomic neuromodulation may be helpful in controlling AF. Therapeutic approaches such as catheter ablation of ganglionated plexi (GP), renal denervation and transcutaneous vagus nerve stimulation are viable treatment options that need further confirmation in larger randomized controlled trials.
Severe Coarctation of the Aorta Managed with Transcatheter Covered Stent Deployment in a 43-Year-Old Female
王玠能，  魏昱仁， 謝旻玲

國立成功大學附設醫院，小兒心臟科
We present the case of a 43-year-old female who was diagnosed with severe coarctation of the aorta (CoA) in childhood and underwent surgical conduit bypass surgery at the age of 13. She experienced progressive dyspnea on exertion over the past six months and noted a pulsating sensation over the sternum, especially at night. On physical examination, there was a significant difference in systolic blood pressure between the upper and lower limbs, with a gradient of approximately 20 mmHg. Transthoracic echocardiography (TTE) revealed calcification of the conduit and a pressure gradient of around 30 mmHg across the conduit. Computed tomography angiography (CTA) confirmed these findings and also showed post-stenotic dilatation in the descending thoracic aorta and left ventricular hypertrophy.

She underwent CoA angioplasty with covered stent deployment. However, stent migration was noted upon sheath removal. We deployed an additional stent to secure the previous one. Post-procedural angiography demonstrated a patent stent with no leakage. Follow-up TTE after discharge revealed a patent stent with a mild pressure gradient.
楊鎧鍵

Abstract:

    Cardiac resynchronization remains an important management for heart failure patients with left bundle branch block and have received optimal medication treatment for 6 months. Advance of the physiological pacing, such as His bundle pacing and intraventricular septal, left bundle pacing, has opened a new avenue of cardiac resynchronization. Physiological pacing restores, at least in part, intrinsic conduction system and shows benefits in electrical resynchronization and mechanical improvement. Compelling evidence supports physiological pacing is comparable or even superior to conventional cardiac resynchronization therapy. However, CSP showed limited benefits in CRT indicated patients with intraventricular conduction delay. A LV lead is still essential to optimize LV resynchronization in these cases and thus improve heart failure. Biventricular CRT with possibly conjunct CSP remains the first line in HF CRT indicated patients.

洪崇烈

Abstract:

We will explain why His bundle pacing should not be performed from the following points of view. 

1. Anatomy of His bundle and fibrous sheath

2. Ideal His bundle pacing location and technical difficulty

3. Current injury of the His bundle

4. Battery depletion, Backup pacing suggestion, Over-sensing/inhibition, Long term lead stability, and Lead extraction consideration of His bundle pacing

5. Left bundle branch area pacing VS His bundle pacing

羅力瑋
Abstract: 

Conventional right ventricular pacing could alter the global physiology and cardiac function. His bundle pacing (HBP) replicates the ventricular activation that spreads through the native conduction system and successfully corrects His-Purkinje system conduction defects to achieve physiological ventricular activation and avoid ventricular dyssynchrony. Many studies have demonstrated the feasibility, safety and positive clinical outcomes of HBP. Growing evidence is strengthening both good technical performance and clinical outcomes, even during long-term follow-up.

With increased implementation, recent concerns have emerged whereby (1) HBP implantation is technically more challenging with a long learning curve; and (2) thresholds for His capture may unpredictably rise after device placement. In response to these issues, improving implanting tools, devices, and algorithms could solve some issues. Guidelines are also opening the way to consider HBP as a first-line approach in patients who need a high frequency of pacing. Despite the left bundle branch pacing could provide the promising result, HBP is still the most physiological way to pace the heart and restore physiologic conduction

In conclusion, HBP is safe and feasible in daily clinical practice to provide physiological pacing and the most disadvantages of HBP can be overcome by the implant techniques. Based on HBP has multiple benefits, we should not abandon HBP.

林錦生
Conduction system pacing (CSP) is a novel and reasonable pacing modality that might offer a more physiological pacing response in patients who need pacing. CSP is achieved by placing the lead along with the different sites of the conduction system such as His bundle and left bundle branch area. CSP might provide the pacing with more synchronized biventricular activation; thus it might be able to be an alternative to cardiac resynchronization therapy (CRT). In this review, we provide evidence of the benefits of CSP overcoming CRT.

陳政瑋
With the increase in the population's life expectancy and the higher frequency of risk factors such as obesity, hypertension and diabetes, an increase in the prevalence of heart failure with preserved ejection fraction (HFpEF) is expected. However, to date, the diagnosis and treatment of patients with HFpEF remain challenging. The syndromic diagnosis of HFpEF includes several etiologies and diseases with specific treatments but has points in common regarding the clinical presentation, laboratory evaluation related to biomarkers, such as BNP and NT-ProBNP, and echocardiographic evaluation of cardiac remodeling and left ventricular diastolic filling pressures. Extensive randomized clinical trials involving the treatment of this condition have failed to demonstrate benefits to the patient, making it necessary to reflect on the diagnosis, mechanisms of morbidity, mortality and reversibility in this syndrome. In this session we will discuss the current concepts, controversies and challenges, especially regarding diagnosis about HFpEF.
單位： 花蓮慈濟醫院心臟內科
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主題：
Blood Pressure Targets and Concerns in Elderly Hypertension : Focus on Frailty
大綱：
Frailty represents a multidimensional decline in physiological reserve across physical, nutritional, cognitive, and social domains, leading to diminished stress tolerance and increased vulnerability to dependency and mortality in the elderly. Its pathogenesis involves dysregulation of immune, endocrine, and autonomic systems. Frailty and hypertension frequently coexist, with up to 72% of frail individuals having hypertension, while 23% of hypertensive older adults are frail. Frailty further heightens the risks of coronary artery disease, heart failure, and cardiovascular mortality. Common frailty assessment tools include Fried’s Frail Phenotype, which focuses on physical criteria; the Frailty Index (FI), which quantifies accumulated health deficits; and the Clinical Frailty Scale (CFS), a rapid clinician-rated tool that integrates physical, cognitive, and comorbidity status. Evidence from the HYVET and SPRINT trials suggests that antihypertensive therapy benefits frail elderly patients, though the effect is attenuated compared with non-frail individuals. Intensive blood pressure (BP) control reduced cardiovascular events without increasing falls, but severely frail populations were underrepresented. Consequently, BP targets should be individualized: a cautious and simplified regimen is recommended for severely frail patients, while a target of <130 mmHg may be considered for those with mild to moderate frailty if tolerated. Further research is warranted to clarify optimal BP goals in advanced frailty.
Title:

Salt Management in Elderly Hypertension
Author:

Fan-Yu Chen, MD
Division of Nephrology, Department of Medicine, Taipei Veterans General Hospital, Taipei, Taiwan
School of Medicine, National Yang-Ming Chiao-Tung University, Taipei, Taiwan

Abstract:

Hypertension is a major cardiovascular risk factor whose prevalence increases markedly with aging. In elderly individuals, salt sensitivity is significantly enhanced due to age-related renal sodium handling impairment, increased arterial stiffness, and heightened sympathetic nervous activity. Excessive dietary sodium intake (>5 g/day of salt equivalent) contributes to higher systolic blood pressure and elevated risks of stroke, heart failure, and chronic kidney disease progression.

Clinical evidence from pivotal trials such as TONE and SSaSS has demonstrated that moderate sodium restriction (<2.3 g/day of sodium, approximately <6 g of salt) effectively lowers blood pressure, reduces cardiovascular morbidity, and decreases all-cause mortality. Furthermore, replacing conventional salt with potassium-enriched substitutes provides additional benefits in blood pressure control and stroke prevention, with acceptable safety profiles in appropriately selected patients.

For elderly hypertensive patients, practical management should emphasize individualized targets and avoid overly strict sodium restriction to prevent hyponatremia and malnutrition. A balanced strategy combining moderate salt reduction, potassium supplementation, and lifestyle modification represents a safe, cost-effective, and evidence-based approach to blood pressure control. Integration of these measures into routine clinical practice and public health policy is essential to improve cardiovascular outcomes and promote healthy aging in the growing elderly population.

Update Clinical Profile of ACS in Taiwan–A Lesson from the T-FORMOSA Study
Ting-Hsing Chao (趙庭興), MD, FACC, FESC, FAPSC
Professor of Internal Medicine
Chung Shan Medical University Hospital 
Background: Successful implementation of practice guidelines has been challenging in the treatment of acute coronary syndrome (ACS), leaving rooms for improvement. Besides, the clinical profiles and cardiovascular outcomes between myocardial infarction with ST-segment elevation (STEMI) or ACS without ST-segment elevation (NSTE-ACS) might be different. 
Aims: Primary aims of the main study were to determine the degree of guideline-directed medical therapy and to identify prognostic predictors associated with 1-year composite outcomes, including death, myocardial infarction, stroke, and unplanned coronary revascularization, in ACS patients. Besides, comparisons of the clinical profiles and the in-hospital/1-year outcomes between participants with STEMI and NSTE-ACS were also performed in the current study.
Methods: We conducted a prospective, nationwide, multi-center ACS full spectrum registry, the TSOC-Fully Organized Registry for the Management Of Symptomatic ACS Study (T-FORMOSA Study), involving patients admitted to hospitals within 24 hours of onset of STEMI or NSTE-ACS. The entire cohort included 3,595 eligible patients, in which 1,740 was diagnosed as NSTE-ACS (37 with unstable angina) and 1,855 as STEMI. In total, 41 sites, including medical centers and regional hospitals, were selected across Taiwan. The data for each patient were collected at 3 time points for the main study: during hospitalization, 6 months, and 12 months after the discharge. The milestone for first site first patient in was achieved in January 2022, and the last participant was enrolled in June 2023. The last patient last visit was performed in August 2024. Completion of data verification and cleaning followed by final data locked were finalized in September to October 2025. 
Results: The implementation of guideline-directed medical therapy was increasing. The clinical profiles and the 1-year outcomes between participants with STEMI and NSTE-ACS were different. The guideline-directed medical therapies were used less frequently in NSTE-ACS patients. Some clinical factors were identified to be associated with a higher risk of 1-year primary composite outcomes and 3-point major cardiovascular events.
Conclusion: The results of the current study brought new and important information regarding a broad spectrum of ACS in the contemporary era in order to drive both researchers and clinicians in exploring science and solving potential unmet clinical issues.
Updated Evidence Regarding Duration of DAPT and De-escalation Strategy: ‘Less Is More’
 Su, Chun-Hung M.D. Ph.D; Chung Shan Medical University Hospital
Standard and Shortened DAPT Duration 
• 12-month DAPT (aspirin + ticagrelor/prasugrel) remains standard for most STEMI patients. (Class I, Level A) 
• 1–3-month DAPT followed by ticagrelor monotherapy is reasonable in high-bleeding-risk or event-free STEMI. (Class I, Level A) 
• 1 month DAPT followed by low-dose prasugrel (5 mg) monotherapy is possible safe and effective choice in East Asian STEMI populations. (Class IIa, Level B)
• Avoid aspirin-free with 3.75mg prasugrel monotherapy immediately post-PCI in STEMI. (Class III, Level B) 
• ≦1 month DAPT followed by early clopidogrel monotherapy should be avoided in STEMI. (Class III, Level B) 
De-escalation Strategy
• De-escalation from ticagrelor to clopidogrel after one month is reasonable in stabilized STEMI. (Class IIa, Level B)
• De-escalation from potent (ticagrelor) to less potent (prasugrel 3.75 or 5mg) P2Y12 inhibitors after the first month may further mitigate bleeding risk in stabilized STEMI patients in Taiwan. (Class IIb, Level B)
• Pharmacogenetic-guided switching (e.g., to prasugrel in CYP2C19 loss-of-function carriers) may be considered to optimize therapy in Taiwanese patients. (Class IIb, Level C)
莊曜聰
General Clinical Research Center, Division of Cardiology, Taipei Veterans General Hospital National Yang Ming Chiao Tung University, Taipei, Taiwan

All foundational therapies for HFrEF, except ACEI and beta-blocker, have some evidence to support their efficacy in reducing heart failure endpoint in patients with HFpEF. The efficacy of MRA remained persistent, though with a less extend, in the lower range of LVEF of HFpEF (up to 55%). ARNI decreased heart failure endpoints in the range of HFpEF until LVEF around 57%. Data for SGLT2 inhibitors are the most robust with their efficacy in the spectrum of LVEF from 25% to 65%, even to LVEF 70%.A recent individual patient-level meta-analysis also demonstrated efficacy of cardesartan, MRA, and ARNI extend to the lowe part of the LVEF range of HFpEF. 

In the recent DELIVER trial, starting dapagliflozin during or shortly after heart failure hospitalization in patients with HFmrEF or HFpEF appears safe and effective. Time to first statistical significance for the primary end point was 13 days after randomization (HR 0.45; 95% CI, 0.20-0.99; P = .046). These data suggested that foundational therapies should be initiated very early, best before discharged for patients with HFpEF, similar to what we have observed for patients with HFrEF. 

The benefit of combination therapy for HFpEF was recently reported, based on individual patient-level analysis from MRA, ARNI, and SGLT2 inhibitor. Switching to ARNI from ACEI/ARB, adding an MRA, and an SGLT2 inhibitor reduced cardiovascular death and heart failure hospitalization in the subgroups with LVEF 45% to 54% (HR 0.49, 95% CI 0.32-0.74) and LVEF 55% to 64% (HR 0.54, 95% CI 0.37-0.80) but not in those with LVEF ≥65% (HR 1.17, 95% CI 0.65-2.10). The figure shows the treatment algorithm for HFpEF.[image: image1.png]Treatment algorithm for HFpEF
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楊淵博

Abstract

  Ischemic mitral regurgitation is a common complication due to left ventricular regional or global pathological remodeling with coronary artery disease. Ischemic mitral regurgitation is defined as mitral regurgitation caused by chronic changes of LV structure and function causing by ischemic heart disease. Ischemic mitral regurgitation is not a valve structure disease but represents the valvular consequences of increased tethering forces and reduced closing forces, and it means secondary mitral regurgitation. It is important to distinguish between primary mitral regurgitation and secondary mitral regurgitation. Primary mitral regurgitation is organic valvular disease, which one or more valvular components dysfunction. Secondary mitral regurgitation is also called as functional mitral regurgitation, due to LV remodeling by coronary artery disease and cardiomyopathy. The mitral leaflet adaptation includes enlargement and increased stiffness.

  About mitral valve regurgitation of Carpentier’s classification, mitral leaflet dysfunction is based on the relation of the annular plane and the motion of the margin of the leaflet. Ischemic mitral regurgitation characterized by Carpentier’s classification is type IIIb. It means restricted motions of the margin of the leaflet in heart systole. 

  Surgical treatment of ischemic mitral regurgitation has mainly comprised coronary artery bypass grafting, with or without mitral valve correction, which including a variety of techniques, suture, band, ring annuloplasty, or mitral valve replacement. Surgical revascularization alone with coronary artery bypass grafting is sufficient in patients with mild ischemic mitral regurgitation. The decision to repair the mitral valve in patient of moderate IMR is still controversial. Coronary artery revascularization may lead to reverse remodeling of the left ventricle which in turn may result in a reduction in regurgitation. For ischemic mitral regurgitation, coronary artery bypass grafting is carried out concomitant with mitral valve annuloplasty ring, which achieves mitral valve competency by restoring the size of the mitral annulus and increasing mitral leaflet coaptation. Performing under sizing the mitral annuloplasty ring, it results in the annulus and leaflets together and into alignment, achieving the central line of coaptation. A complete mitral annular ring should be used to treat ischemic mitral regurgitation, instead of partial annuloplasty ring, which may lead mitral regurgitation recurrence due to the anterior annulus dilatation.

  From 2012, 29 patients received coronary artery bypass grafting and a complete mitral annuloplasty ring for coronary artery disease with moderate ischemic mitral regurgitation. Excellent results were observation during following period. 

  Although it is a great challenge to manage ischemic mitral regurgitation. The role of concomitant repair in case of moderate ischemic mitral regurgitation is still not clear completely. We are concerned that it is some relative benefit for coronary artery bypass grafting combined with a complete mitral annuloplasty ring in patients with ischemic mitral regurgitation.

Updates on Images Evaluating Hibernating Myocardium

方修御

Chronic ischemic dysfunction of the left ventricle is commonly presumed to represent "hibernating" myocardium. The implication of this assumption is that with successful reperfusion, systolic function will improve. Several diagnostic techniques including dobutamine stress echocardiography (DSE), nuclear imaging have been used to detect "viable" myocardium in the setting of chronic left ventricular dysfunction. Cardiac computed tomography or magnetic resonance imaging (MRI) could detect scar (=non-viable) myocardium. The pooled analysis describes the relative merits of DSE, thallium-201 and technetium-99m scintigraphy, positron emission tomography, and MRI, for the diagnosis of hibernating myocardium and prediction of patient outcomes. Although therapeutic options have improved overall survival over the years, mortality rates remain high, and in daily practice cardiologists not infrequently face the therapeutic dilemma whether a revascularization procedure will lead to symptomatic and prognostic benefit for the patient. Simple, straightforward guidelines are lacking because of the complexity of the disease. Moreover, the issue of viability imaging grounded on observational and retrospective studies has recently been challenged by the publication of prospective, some randomized trials showing no benefit of revascularization nor of preprocedural viability assessment in those patients. All current models have presumed that chronically dysfunctioning myocardium is "hibernating." Obviously, in the chronic setting, dysfunction may have many causes and include components of transmural and nontransmural infarction as well as hibernating myocardium. These contradictory findings have obliged us to inquire whether viability imaging is still relevant and what is needed to make it more appropriate. This talk focuses the non-invasive imaging techniques and the evidence on their diagnostic and prognostic values on ischemic cardiomyopathy. 
曾炳憲
 When applied to clinical practice, the very definition of myocardial viability has been linked to the potential for dysfunctional myocardium to improve its contractile force after revascularization. In fact, it has been generally accepted that dysfunctional myocardium that did not improve after successful revascularization was, in retrospect, not viable.  The reversal of myocardial hibernation by revascularization is felt to be the key mechanism underpinning potential benefit of revascularization for patients with CAD and HF. A further proposed mechanism of benefit of revascularization in patients with HF is prevention of future myocardial infarction in patients with old infarcts and reduced ventricular function; this may be the mechanism underlying the benefit of coronary artery bypass grafting (CABG) in patients with HF, whereby distal insertion of a bypass graft may provide protection against future proximal vessel stenoses or occlusions. 

   In the STICH Extension Study, revascularization with CABG in patients with HF with reduced ejection fraction (HFrEF) improved survival compared with medical therapy at a median follow-up duration of 9.8 years. These benefits did not emerge until longer-term follow-up, and more deaths occurred in the CABG arm than in the medical therapy arm until the 2-year time point. Despite this mortality benefit, CABG is performed in only a small minority of patients with HF in daily practice.

 In the ESC guidelines, CABG is recommended as the first revascularization strategy in patients with ischemic cardiomyopathy and multivessel disease as long as the risk of surgery is acceptable (class I, level of evidence B). PCI can be considered in one- or two-vessel disease when complete revascularization can be achieved (or in three-vessel disease based on advice from the heart team), although that recommendation is relatively weak (class IIa, level of evidence C). In the US, surgery is also recommended for these patients, but there is no direction given on the use of PCI because of the lack of data. 

  Patients eligible for randomization in REVIVED had a left ventricular ejection fraction ≤ 35% and extensive coronary artery disease as assessed by the British Cardiovascular Intervention Society (BCIS) jeopardy score. With PCI, the treatment protocol required operators to attempt revascularization in all diseased proximal coronary vessels subtending four or more areas of viable myocardium. Medical therapy was managed by HF specialists at the recruiting centers and included not only GDMT titrated to optimal doses but also use of medical devices, such as ICDs with and without cardiac resynchronization therapy. After a median follow-up of 3.4 years, the primary endpoint—a composite of all-cause mortality and HF hospitalizations—occurred in 37.2% of patients in the PCI arm and 38.0% of patients in the medical-therapy group, an insignificant difference. There was no difference in the risk of individual components of the primary outcome, nor any difference in the risk of acute MI. Spontaneous MIs, however, were more frequent with medical therapy and the risk of unplanned revascularization was significantly higher (2.9% with PCI vs 10.5% with medical therapy; HR 0.27; 95% CI 0.13-0.53).
  Nowadays, we need a RCT to show which kind of revascularization (PCI vs CABG) provides better cardiovascular protection and life quality. 

吳卓鍇
Department of Physical Medicine and Rehabilitation, Kaohsiung Chang Gung Memorial Hospital, Kaohsiung, Taiwan

Cardiac rehabilitation (CR) is the“gold standard of care” for patients after a cardiac event or procedure, and initially developed for cases with acute myocardial infarction (MI). CR consisted of multiple supervised, comprehensive sessions by a multidisciplinary team that includes cardiologists, physiatrists (rehabilitation specialist), nurses, physical therapists, occupational therapists, dietitians, psychologists, and pharmacist.

The staging of CR is composed of hospital-based CR, acute phase (Phase 1); outpatient CR, training phase (Phase 2), and outpatient CR, maintenance phase (Phase 3). Phase 1 CR starts when patient`s medical condition is stable. The program begins with early mobilization and progress to ambulation, even climbing stair, under hemodynamic monitor. The goal of Phase 1 CR is safe activity of daily living at home. The most important component of comprehensive evaluation before phase 2, out-patient CR, is the cardiopulmonary exercise test (CPET). The data derived from CPET and other parameters and factors are used to stratify risk and determine the initial training intensity of aerobic exercise. The goal of this phase is reducing mobility and mortality, as well as increasing quality of life. As aerobic training progress, resisted exercise is added in the program latter. After a total of 36 sessions in 12-18 weeks, CR advances to Phase 3 to maintain the functional gain by Phase 2 training, and the training intensity is the same as that in Phase 2 CR.

CR is an evidence-based, effective treatment for post-MI patients. However, the rate of participation in CR is still low and CR is needed further promotion.

林詠青

Abstract: Insomnia is a common disease and more prevalent in elderly. Acute Insomnia is often combined with stress but chronic insomnia is more complex. Insomnia will activate sympathetic system, disturb circadian clock and make people unfresh. Insomnia is associated with multiple cardiovascular disease such as arrthymia, coronary artery disease, aortic dissection but the link is not very clear. Insomnia therapy might improve sleep quality but have little evidence in improving heart health.
林姝含

Abstract
Primary aldosteronism (PA) is the most common form of secondary endocrine hypertension. The overall prevalence of PA among hypertension patients increase along with the severity of hypertension, ranging from 5% to 15%, and up to 20% in resistant hypertension. The deleterious effect of renin-independent aldosterone overproduction causes adverse cardiovascular, cerebrovascular, metabolic and renal outcome. Due to the complexity in PA detection, diagnosis and treatment, it is valuable to develop evidence-based consensus and guideline for managing PA patients. Several PA guidelines have been established to fit the regional epidemiology features according to local healthcare resources and facilities. In 2009, the Japan Endocrine Society (JES) developed guidelines and suggest PA screening in all hypertension patients due to the high prevalence of cardiovascular disease and the low case detection rate of PA in Japan. The Endocrine Society also updated clinical guideline for the management of PA in 2016. 

In contrast to Caucasian PA cohort, the Taiwanese PA cohort has a unique feature of higher prevalence (around 60%) of somatic mutation, especially KCNJ5, without gender differences. Hence, the long-term outcomes after PA targeted treatment are totally different from the western PA cohorts as well. Therefore, a local consensus and guideline for PA is needed to improve the healthcare in Taiwan.

    Taiwan Society of Aldosteronism (TSA) was set up by Taiwan Primary Aldosteronism Investigation (TAIPAI) Study Group, which was assembled in 2006. TSA, collaborated with Taiwan Society of Cardiology, Taiwan Hypertension Society, Endocrine Society of the Republic of China (Taiwan), Taiwan Society of Nephrology and Taiwan Urological Association, had gathered a Task Force from among Taiwan PA professionals to held consensus conference in November, 2021. The clinical guideline is based on the updated international clinical evidence and incorporate local disease characteristics in Taiwan. In this speech, the screening, diagnosis and treatment of PA in 2022 Taiwan PA Consensus will be discussed.

李欣蓉
As clinicians providing health care, we are experienced at treating physical disease but often not as good at treating the person as a whole. Increasing evidence shows clear associations between psychological health and cardiovascular disease, as well as the causal relationships between mind, body and heart that contribute to cardiovascular disease.

Among cardiovascular disease, coronary artery spasm (CAS), of which the mechanisms remain unclear, has been suggested to be an inflammatory disease characterized by the presence of elevated C-reactive protein (CRP). The prevalence of CAS appears to be greater in the Asian population than that in Western populations and the diagnosis of variant angina among patients with angina referred to Japanese medical institutions is highly prevalent, 40%. In East Asia as well as Western countries, CAS is more prevalent among men than women. Most patients with CAS are between 40 and 70 years of age, and the prevalence tends to decrease after the age of 70 years. Previous Asian and German studies of patients without obstructive coronary artery disease have shown that the prevalence of CAS is more than 50% in patients with acute coronary syndrome.

Anxiety and depression are highly correlated, and both have been demonstrated to be risk factors for coronary artery disease (CAD) and acute myocardial infarction. A study from a US population showed that anxiety was associated with 60% excess risk of CAD among women and men, an effect that was independent of traditional CAD risk factors. Notably, about one third of chest pain patients with angiographically normal coronary arteries reportedly have panic disorder, a form of anxiety.

Among psychological factors affecting CAD development, anxiety and depression are distinct from other psychological and behavioral factors like personality or coping style in that depression and anxiety have been demonstrated to be associated with elevated levels of proinflammatory cytokines. Therefore, inflammation may mediate the link between anxiety, depression and CAS. Anxiety activates sympathetic nervous system. To restore balance, the parasympathetic nervous system responds by turning off the stress reaction, allowing the individual to return to peacefulness again. However, the parasympathetic nervous system can malfunction, leaving the individual in a state of constant red alert. This situation puts strain on the mind and body and if it continues, can lead to depression.  

Mental stress can cause angina in patients with CAD, among which paradoxical constriction occurs particularly at points of stenosis. Furthermore, anxiety is suggested to trigger CAS in susceptible subjects by hyperventilation. Several studies reported that patients who had chest pain and normal coronary arteries exhibited more psychiatric illnesses than did patients with definitive coronary artery disease. These patients at the crossroads of cardiology and neuropsychiatry will provide a clinical model for investigation of the relationship between neurophysiology and CAS. Furthermore, relevant studies will set a good example of how a close collaboration between cardiologists and psychiatrists can improve patient care in patients with CAS. 
莊文博

Prevention and treatment of hypertension (HTN) are a challenging public health problem. Recent evidence suggests that artificial intelligence (AI) has potential to be a promising tool for reducing the global burden of HTN, and furthering precision medicine related to cardiovascular (CV) diseases including HTN. Since AI can stimulate human thought processes and learning with complex algorithms and advanced computational power, AI can be applied to multimodal and big data, including genetics, epigenetics, proteomics, metabolomics, CV imaging, socioeconomic, behavioral, and environmental factors. AI demonstrates the ability to identify risk factors and phenotypes of HTN, predict the risk of incident HTN, diagnose HTN, estimate blood pressure (BP), develop novel cuffless methods for BP measurement, and comprehensively identify factors associated with treatment adherence and success. Moreover, AI has also been used to analyze data from major randomized controlled trials exploring different BP targets to uncover previously undescribed factors associated with CV outcomes. Therefore, AI-integrated HTN care has the potential to transform clinical practice by incorporating personalized prevention and treatment approaches, such as determining optimal and patient-specific BP goals, identifying the most effective antihypertensive medication regimen for an individual, and developing interventions targeting modifiable risk factors. Although the role of AI in HTN has been increasingly recognized over the past decade, it remains in its infancy, and future studies with big data analysis and N-of-1 study design are needed to further demonstrate the applicability of AI in HTN prevention and treatment. 

