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Name
Ward Sex
FAB. (1 — Chromosome study
CT 3t7 HIDAC other:...
Induction / Re-Induction |/
Neutropenia <500 Yes No
Neutropenia <100 VYes No
Fevei"38.0 Yes No
G-CSF Yes No
Antibiotics Maxipime Sulperazon Amikacin
Bacteria No.l CIS site....
Bacteria No.2 CIS site....
Superficial Fungal Infection Yes

Sinusitis Yes
CT YIN Tissue Bx Y / N
Pneumonia Yes
CT YIN Tissue Bx Y/ N
Disseminated Candidiasis Yes
CTyl/lN Tissue Bx Y/ N

Itra-Prochula No.........
Amphotericin Use
Fungal Infection
Death Yes
Autopsy Finding
ADR Nausea

YI N

Date 1 /
Yes No
Yes No

No

Vomiting  Abd Pain  Diarrhea

Y/ N YI'N

HN. AN,

M/ F Age yr - Weight
Previous CT

................................... start Date

Consolidation

Date [/ [ - [ 1

Date [/ |/
Date [/ [ - 1
Date [ /
Vancomycin Tienam Meropenem ...
Date [/ |/ Sensitivity Test
Date [ / Ciprofloxacin
No Sulperazon
Cefipime
No Amikacin
Ceftazidime
Imipenem
No Meropenem
BAL Y/ N Oxacillin
Teicoplanin
No Vancomycin
Flemo CIS Y / N
[ Compliance : Excellent
Stat [/ 1 Indication  Empirical
Level of Dx : Possible  Probable
Autopsy  Yes No
Fungal Infection
Rash Rising SGPT
YN YI'N  YIN

/

SIHR

SIIIR
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SIIR
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FIINGAL PROPHYLAXIS IN ANLL

PATIENT'S

NAME AGE
Date/ Orders for one day
Hour

-CBC, FG BUN, Cr, Electrolytes

-LFT, Alb, Glob, Uric acid

-UA and Urine C/$

-Stool concentration technique for parasite
and Stool C/S

-X-Ray: Chest & Paranasal sinus

-ECG 12 lead

clot blood 2 tube 117
(. )

-Consult Anesthesia for subclavian duofix
central line insertion
-Consult Dentist for dental evaluation

CXR pool platelet 1 unit
Notify™. . 1Consult Chest
(. ' )for BAL £ Biopsy
- paranasal sinus
bloody nasal discharge ~ Consult
ENT, Consult . CT paranasal
sinus
.......................... M.D.

13

On Admission (Sheet No. 1)

WARD HN.,

Orders for continuation

-Low bacterial diet

-Record V/S, 1/0 as usua

-Record wt.

- Nursing care exit site of central line OD.
-CBC, BUN, Cr, E'lyte , , .

-PG, TB, DB, SGOT, SGPT, AP.Alb, Glob , .

-Hemo C/S for fungus X 1 .

- clot blood 2 tube 117

(. )

-Unne C/S & Throat swab C/S for fungus

-Sputum CI/S (
CIS
I PRC & Platelet keep
Hb>8 gldl & platelet> 20,000
-Medication
L Ciprofloxacin (500mg)
Ltab orally bid pc
Start RDL...oooooveerveirienen
2. Acyclovir (200mg)
Ltab orallytid pc , , .
Plasil 1amp IV PRN for NV
4. Itr-prochula medication No.............
................... ml orally bid 06.00 & 18.00
for 6 dose then....... ml orally bid
at the same time.
BT >38.0C (repeat )
Sheet No.2
........................... M.D.

) for fungus .

Date
Off
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wt and Dosage of research drug (0.5  kg)
Below40 kg 20 miBID then 10 mI BID ~ 41-50 kg 25miBID then 12 miBID

51-60 kg 30 mIBID then 15 ml BID 61-70 kg 35miBID then 17 miBID
71-80 kg 40 miBID or 20 ml q 6 hr then 20 ml BID

More than 80 kg 30 ml TID then 15 mI TID

How to improve research drug compliance

L 1 2
2 2 Notify 152-109514 . 2 2
3 3 loading dose
4
Diarrhea

Stool exam ( PR) and Stool /s
Care peri-anal area
Consider repeat stool concentration technique and stool for c. difficile toxin
Consider Immodium 1 tab orally
Consider Metronidazole and notify infectious unit
Mucositis
1. Consult Skin for exclude herpes infection

2. Repeat throat swab c/s
BAL

Prepare pool platelet 1 unit or platelet cone. 1 unit or SDP 1 unit for lung biopsy
. Request smear for Gram stain, AFB stain, Modified AFB and Wright stain
. Request c/s for bacteria and fungus

LW N



ITRACLONAZOLE PROPHYLAXIS IN ANLL
PATIENT'S NAME

Date/
Hour

AGE

WARD HN.

Order Sheet for ANLL at Febrile Episode (Sheet No.2)

Orders for one day

Bactec C/ for bacteria X Il and Hemo C/S

for fungus X 1

-UA and Urine C/S

Throat swab C/S

-X-Ray: Chest & Paranasal sinus

(pluritic chest pain)
|

Consult Chest

CT Chest
CXR
Notify®. , Consult Chest for BAL +
Biopsy pool platelet 1 unit

paranasal sinus
bloody nasal discharge ~ Consult ENT,
Consult . CT paranasal
sinus

.......................... M.D.

Date Orders for continuation

- X-ray: Chest & Paranasal sinus
Bactec C/S for bacteria X |
and Hemo C/S for fungus X |

-Off ciprofloxacin

BP < 100/70
BT >380C 5
( Amphotericin B )

........................... M.D.

5

Date
Off
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superficial fungal infection (skin, nail, mucosa)
1. KOH smear 2. Consult skin for biopsy
3. Consider topical medication 4, antifungal drug
5. Notify 152-109514 .
deep fungal infection ( . . drug interaction)
Notify 152-109514
Care central line insertion
1. CXR after insertion. 2. Dressing exit site OD.
3. Draw and push blood 5 ml twice before blood collection.
4. After blood collection, flush NSS 5 ml and lock central line with dilute heparin 100 1711,
2.5 mifor Lhr,
5. Consult Anesthesia for a new central venous line before taking off the old one.
Indication for start amphotericin B (0.8-1 mglkg)
1. Empirical Rx; persistent febnle neutropenia for 5 d
2. Therapeutic Rx: 1 evidence of sinopulmonary infection or deep fungal infection.
2. superficial fungal infection with febrile neutropenia

Pre-medication for amphotericin B

NSS 500-1,000 ml IV in 30 min before amphotericin

Piriton 1 amp and paracetamol (500mg) 2 tabs orally hefore amphotericin B 15 min

Hydroccrtisone 25-50 mg IV before amphotericin B 15 min X 7 days

Pethidine 25mg IV PRN for chil



Definitions of invasive fungal infections in patients with cancer and recipients of hematopoietic
stem cell transplants.

Proven nfections

|.Deep tissue
infections

Molds3

Yeasts3

2. Fungemia
Molds3

Yeasts3

3. Endemic
fungal infections3
Systemic or
confined to lungs

Histopathologic or cytopathologic examination showing hyphae from needle aspiration or
biopsy specimen with evidence of associated tissue damage (either microscopically or
unequivocally by imaging); or positive culture result for a sample obtained by stenle
procedure from normally sterile and clinically or radiologically abnormal site consistent
with infection, excluding urine and mucous membranes

Hisiopathologic or cytopathologic examination showing yeast cells (Candida species may
also show pseudohyphae or true hyphae) from specimens of needle aspiration or biopsy
excluding mucous membranes; or positive culture result on sample obtained by sterile
procedure from normally sterile and clinically or radiologically abnormal site consistent
with infection, excluding urine, sinuses, and mucous membranes: or microscopy (India
ink, mucicarmine stain) or antigen positivityOfor Cryptococcus species in CSF

Blood culture that yields fungi, excluding Aspergillus species and Pénicillium species
other than Pénicillium marneffei, accomoanied by temporally related clinical signs and
symptoms compatible with relevant organism

Blood culture that yields Candida species and other yeasts in patients with temporally
related clinical signs and symptoms compatible with relevant organism

Must be proven by culture from site affected, in host with symptoms attributed to fungal
infection; if culture results are negative or unattainable, histopathologic or direct
microscopic demonstration of appropriate morphological forms is considered adequate
for dimorphic fungi (Blastomyces, Coccidioides and Paracoccidioides species) having
truly distinctive appearance; Histoplasma capsulatum variant capsulatum may resemble
Candida glabrata
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Disseminated May be established by positive blood culture result or positive result for urine or serum
antigen by means of RIA

Probable invasive At least 1 host factor criterion (see next table); and 1 microbiological criterion; and 1 major

fungal infections  (or 2 minor) clinical criteria from abnormal site consistent with infection

Possibled At least 1 host factor criterion; and 1 microbiological or 1 major (or 2 minor) clinical criteria
invasive fungal  from abnormal site consistent with infection
infections

3Append identification at genus or species level from culture, if available.

0 False-positive cryptococcal antigen reactions due to infection with Trichosporon beigelii linfection
with Stomatococcus mucilaginosis Icirculating rheumatoid factor land concomitant malignancy may
occur and should be eliminated if positive antigen test is only positive result in this category.

" Histoplasmosis, blastomycosis, coccidioidomycosis, and paracoccidioidomycosis.

JThis category is not recommended for use in clinical trials of antifungal agents but might be
considered for studies o( empirical treatment, epidemiological studies, and studies of health economics.



19

Host factor, microhiological, and clinical criteria for invasive fungal infections in patients with
cancer and recipients of hematopoietic stem cell transplants.

Type of criteria
Host factors

Microbiological

Criteria

Neutropenia (<500 neutrophils/mm' for >10 days)

Persistent fever for >S6 h refractory to appropriate broad-spectrum antibacterial treatment
in high-risk patients

Body temperature either >38'C or <36'C and any of the following predisposing conditions:
prolonged neutropenia (>10 days) in previous 60 days, recent or current use of significant

immunosuppressive agents in previous 30 days, proven or probable invasive fungal
infection during previous episode of neutropenia, or coexistence of symptomatic AIDS

Signs and symptoms indicating graft-versus-host disease, particularly severe (grade 2) or
chronic extensive disease

Prolonged (>3 weeks) use of corticosteroids in previous 60 days

Positive result of culture for mold (including Aspergillus, Fusarlum, or Scedosporium
species or Zygomycetes) or Cryptococcus neoformans or an endemic fungal pathogen:
from sputum or bronchoalveolar lavage fluid samples

Positive result of culture or findings of cytologic/direct microscopic evaluation for mold from
sinus aspirate specimen

Positive findings of cytologic/direct microscopic evaluation for mold or Cryptococcus
species from sputum or bronchoalveolar lavage fluid samples

Positive result for Aspergillus antigen  specimens of bronchoalveolar lavage fluid, CSF, or
2 blood samples

Positive result for cryptococcal antigen in blood samplel

Positive findings of cytologic or direct microscopic examination for fungal elements in sterile
body fluid samples (e.g., Cryptococcus species in CSF)



Host factor, microbiological, and clinical criteria for invasive fungal infections in patients with cancer and
recipients of hematopoietic stem cell transplants. (Continue)

Clinical

Lower

respiratory tract

infection

Major

Minor
Sinonasal
infection
Major

Minor

CNS infection

Major

Minor

Disseminated
fungal infection
Chronic
disseminated

Positive result for Histoplasma capsulatum antigen in blood, urine, or CSF specimens
Two positive results of culture of urine samples for yeasts in absence of urinary catheter
Candida casts in urine in absence of urinary catheter

Positive result of blood culture for Candida species

Must be related to site of microbiological criteria and temporally related to current episode

Any of the following new infiltrates on CT imaging: halo sign, air-crescent sign, or cavity
within area of consolidation’

Symptoms of lower respiratory tract infection (cough, chest pain, hemoptysis, dyspnea);
physical finding of pleural rub; any new infiltrate not fulfilling major criterion; pleural effusion

Suggestive radiological evidence of invasive infection in sinuses (i.e., erosion of sinus walls
or extension of infection to neighboring structures, extensive skull base destruction)

Upper respiratory symptoms (e.g., nasal discharge, stuffiness); nose ulceration or eschar of
nasal mucosa or épistaxis; periorbital swelling; maxillary tendemess; black necrotic lesions
or perforation of hard palate

Radiological evidence suggesting CNS infection (e.g., mastoiditis or other paramenmgeal
foci, extradural empyema, intraparenchymal brain or spinal cord mass lesion)

Focal neurological symptoms and signs (including focal seizures, hemiparesis, and cranial
nerve palsies); mental changes; meningeal irritation findings; abnormalities in CSF
biochemistry and cell count (provided that CSF is negative for other pathogens by culture
or microscopy and negative for malignant cells)

Papular or nodular skin lesions without any other explanation; intraocular findings
suggestive of hematogenous fungal chorioretinitis or endophthalmitis

Small, peripheral, targetlike abscesses (bull's-eye lesions) in liver and/or spleen
demonstrated by CT. MRI, or ultrasound, as well as elevated serum alkaline phosphatase
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candidiasis level; supporting microbiological criteria are not required for probable category
Candidemia Clinical criteria are not required for probable candidemia; there is no definition for possible
candidemia

3 H. capsulatumvariant capsulatum, Blastomyces dermatitidis, Coccidloides immitis, or
Paracoccidioides brasiliensis.

bSee previous table footnote bfor causes of false-positive reactions that must be
considered and eliminated from consideration.

¢ absence of infection by organisms that may lead to similar radiological findings
including cavitation, such as Mycobacterium. Legionella, and Nocardia species.
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