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PEDIATRIC ONCOLOGY OUTREACH TO HUNGARY (POOH) 
EUR 0037-g-00-1078-00 

The Pediatric Oncology Outreach to Hungary (POOH) project is a 'Partnership in 
Health carew sponsored by the US Agency for International Development (USAID), 
and among the University of Kansas Medical Center (KUMC), Kansas City, Kansas, 
USA, the Second Department of Pediatrics of the Semmelweis University Medical 
School (SDP), Budapest, Hungary, and the National Institute of Neurosurgery 
(NINS), Budapest, Hungary. 

Total grant funding for the POOH project of $2,333,473 was awarded in 
September, 1991 with a completion date scheduled for October, 1994. During the 
course of the project, the POOH grant was extended three times, without funding, 
and one time, adding $350,000 to the grant, bringing the total grant funds to 
$2,693,473 over a period of five years and six months, with an end date of 31 
March, 1997. 

In addition to USAlD funding, the POOH project received a monetary donation 
from the University of Kansas Medical Center of $235,191 to be used to help 
purchaseequipment and materials for SDP and NINS. 

DATA ANALYSIS; 

The ultimate proof of the success of this venture was to be improvement in 
survival for pediatric cancer patients in Hungary as compared to the world 
standard. Using the actuarial survival program which is a part of the POOH 
Pediatric Tumor Registry, survival for, 1 .) All coded tumors, 2.) All leukemias, 3.) 
All central nervous system tumors was computed for NlNS and SDP and compared 
with KUMC. The intervals of 10, 30, and 60 months were chosen arbitrarily to 
represent the entire course of this grant. 

The table below, shows 10 month survival to be comparable in Hungary and 
Kansas. At 30 months Hungary is shown to be catching up, and at 60 months the 
gap is still wide. Considering that this project was for 60 months, this is a striking 
improvement. 



val. I M o W t e r v &  
Age at diagnosis =0-18 years 

Date of diagnosis = 1991-1 995 

ALL CODED TUMORS 

I SURVI'VALTIME 1 10 MONTHS 1 30 MONTHS 1'  60 MONTHS 

I Survival Percentage I 92.3 I 81.9 1 71.3 

ALL LEUKEMIAS 

KUMC 

Survival Percentage 
POOH 

SURVIVALTIME 1 10 MONTHS 1 30 MONTHS 1 60 MONTHS I 
Survival Percentage 

KUMC 

95.0 

*Could not be determined 

ALL CENTRAL NERVOUS SYSTEM TUMORS 

80.0 

Survival Percentage 
POOH 

48.0 

Survival Percentage 1 90.0 1 70.0 1 *--- I POOH 

90.0 

SURVIVAL TIME 

Survival Percentage 
KUMC 

*Could not be determined 

60.0 

10 MONTHS 

84.7 

*---- 

30 MONTHS 

72.0 

60 MONTHS 

47.4 



The POOH project's programmatic and managerial leadership was clearly defined 
from its inception and remained intact throughout the duration of the grant. 
(Organizational chart appended as A.) This clearly defined structure provided a firm 
foundation for the project and facilitated open communication among the 
partnership participants throughout the course of the project. 

Principal Investigator (PI), KUMC: Frederick F. Holmes, M.D., Professor of 
Medicine, acted as Principal lnvestigator throughout the full course of the project. 
Dr. Holmes oversaw every aspect of the program working closely with the Senior 
Program Coordinator, as well as with all other project principals. 

Co-Investigators (CO-INV), KUMC: John J. Kepes, M.D., Professor of Pathology 
and Tribhawan S. Vats, M.D., Professor of Pediatrics and Director of the 
Department of Pediatric Hematology/Oncology, acted as KUMC's co-investigators 
for the project. Dr. John Kepes, a native Hungarian, provided valuable managerial 
assistance through his ability to speak and write Hungarian fluently, as well as 
through his appreciation for the workings of the Hungarian medical community. 
Before Dr. Kepes left Hungary in 1957, he was the Pathologist-in-Chief at the 
National Institute of Neurosurgery, thus providing an important link to the 
neurosurgical component of the project. Dr. Tribhawan Vats, Director of the 
Department of Pediatric Hematology/Oncology provided guidance in those aspects 
of the project involving the training of nurses, physicians, and scientists, and in 
upgrading treatment protocols. 

Senior Program Coordinator (SPC), KUMC: Ms Ariel B. Baker filled the position of 
Senior Program Coordinator for the full grant period. Ms Baker was directly 
responsible to the project's Principal lnvestigator and indirectly responsible to all 
US and Hungarian co-investigators. Ms Baker worked directly with each 
Hungarian coordinator for the two Hungarian partner hospitals. Although the 
Senior Program Coordinator oversaw the work of the project's Hungarian 
coordinators in terms of task delegation, she maintained a team-like approach 
fostering open communication and professional comradeship. Ms Baker 
communicated almost daily with each of the Hungarian coordinators through 
telephone, FAX, post, and e-mail. 



Co-Investigator (CO-INV), SDP: Prof. Dezs6 Schuler, Director of the Pediatric 
Oncology lnstitute at SDP, acted as co-investigator to the project throughout its 
full term. Prof. Schuler oversaw all aspects of the project relating to SDP, which 
included training project nurses, physicians, and scientists, protocol upgrade, and 
selection of equipment to be purchased for SDP. Prof. Schuler worked closely 
with Dr. Frederick Holmes as well as with the SDP Program Coordinator and the 
Senior Program Coordinator. 

Associate Co-Investigators (ACI), SDP: Two Associate Co-Investigators 
participated in the POOH project at SDP. Dr. Joseph Borsi, Chief of Oncology , 
and Dr. Hedvig Bodiinszky, Pediatric Gastroenterologist assisted Prof. Schuler 
wherever necessary and acted as his deputies when called upon. They remained 
cognizant of all aspects of the POOH project and participated in program planning 
activities. 

Program Coordinator PC), SDP: Mrs. Marianna Thornka, held the position of SDP 
Program Coordinator for the full term of the project. Mrs. Thornka was directly 
responsible to Prof. Schuler and indirectly to Dr. Holmes. She worked in close 
communication with Ariel Baker, as well as with the NINS program coordinator, 
collaborating with them in all aspects of the project at SDP. 

Co-Investigator (CO-INV), NINS: Prof. Emil Piisztor, Director of the National 
Institute of Neurosurgery acted as co-investigator to the POOH project until 1993 
when he retired as Director of NINS. From the beginning of the project until his 
retirement, Prof. Piisztor oversaw all aspects of the program at NINS. Upon his 
retirement, Prof. lstvsn Nyiiry took over Directorship of NINS and with it, the 
position and duties of Co-Investigator of the POOH project at NINS. Prof. Nyiiry 
was well informed of the activities of the POOH project, having assisted Prof. 
P8sztor as his second-in-command at NINS and as an associate co-investigator for 
the POOH project. Prof. PBsztor remained interested and available to consult for 
the project until its completion in 1997. 

Associate Co-Investigators (ACI), SDP: Two associate co-investigators 
participated in the POOH project at NINS. From the beginning of the project in 
1991 until Prof. Emil Pkztor's retirement as Director of NINS in 1993, Prof. lstvsn 
NySry, Chief of Neurosurgery assisted Prof. PSsztor in all aspects of the project 
and acted as his deputy when needed. Prof. Ddnes ~ f r a ,  Neurosurgeon, was 
associate co-investigator for the full course of the project. He assisted Prof. 
PBsztor, and then Prof. NyBry, after Prof. PBsztor's retirement, in all aspects of the 
POOH project. 



Program Coordinator (PC), NINS: Over the course of the POOH project, NINS, 
employed three program coordinators. Mr. Andrhs Kaliszky filled the position from 
the program's beginning until December, 1993, when he left to pursue a Masters 
degree in Business Administration at the University of Wisconsin. Mr. Adrian Hart 
followed Mr. Kaliszky from January, 1994 through September, 1995. Mr. Hart left 
the position to return, with his Hungarian wife, to his native England. Ms Agnes 
Mondok then took over the responsibilities of program coordinator at NINS until 
the end of the project. All three coordinators were directly responsible, first to 
Prof. Phsztor, and then to Prof. Nyhry, and were indirectly responsible to Dr. 
Holmes. They all worked closely with Ariel Baker and Marianna Thomka, 
collaborating with them in all aspects of the project at NINS. 

In order to accomplish the goals of the POOH project it was necessary to pay 
salaries to some select personnel at each of the Hungarian hospitals. A bank 
account was set up at the General Bank and Trust Co. Ltd. in Budapest for each 
Hungarian hospital. Funds could then be transferred directly from KUMC to their 
accounts. A contract to encumber budgeted funds, according to rules set out by 
the State of Kansas, Unviersity of Kansas, was drawn up for each Hungarian 
Hospital. Initial start-up money, to begin the project, was transferred to the 
accounts for each Hungarian hospital at the beginning of the grant by KUMC. 
Thereafter, an accounting of expenditures was made to KUMC by SDP and NINS 
at each quarter end, and then reimbursed to SDP and NINS by KUMC. Financial 
audits were conducted periodically and submitted to KUMC. A final audit of 
transferred funds was performed at each hospital at project's end. 

Although, their job funding was paid through the POOH project, the Hungarian 
doctors and nurses who worked on the POOH project were officially employees of 
either NINS or SDP and were subject only to Hungarian taxation and laws. The 
employees were selected by Prof. Dezs6 Schuler at SDP and Prof. Emil Pfrsztor at 
NINS. The salaries that the Hungarian employees were paid were determined by 
Hungarian hospital regulations and procedures at SDP and NINS. 

The main objective of the POOH project was to put into place sustainable 
procedures and to create changes that would markedly reduce the excess deaths 
in Hungarian children with cancer. During the first three years of the project, 
objectives were identified and goals were established. During the final two years 
of the POOH project, it was decided that, in addition to maintaining the current 
programs, knowledge gained during the first three years should be disseminated to 



as many Hungarian and East European physicians and hospitals as possible. 

Following, is a description of project objectives and how they were met: 

The specific aim of this objective was to create the means whereby SDP and NlNS 
could better follow their patients and monitor their course of treatment. With such 
systematic analysis, outcomes of treatment could be evaluated, individually or 
collectively. An infrastructure would then be in place that would allow patients to 
be followed from diagnosis onward. An aggressive short and long-term follow-up 
was necessary to anticipate and overcome the complications that occur during and 
after treatment. Unless the problems and efficacy of a protocol become known, 
its full benefit cannot be determined. 

The statistical unit devised and put into place by the POOH project to accomplish 
this goal was an institution-based pediatric tumor registry. This menu-driven 
registry is simple enough in design to allow its use in any country worldwide. The 
registry program requires an IBM compatible computer with operating system DOS 
5.0 or higher and one MEG of central memory. 

The POOH Pediatric Tumor Registry maintains two types of user files in its data 
base. They are: 1 .) DATA Files containing clinical information related to patients, 
and 2.) Reference Files containing stable information such as diagnosis dictionaries 
and institutional data. 

Clinical information in the Data Files is divided in five parts. The first part, Patient 
Master File (PTMAST) contains demographic information pertaining to a single 
patient and requires a unique identification number for each patient. Secondly, 
Patient/Diagnosis file (DXPT) contains one record for each tumor diagnosis on 
each patient. This file links the diagnosis with the patient. Both the morphological 
code and topographic code are included, as well as date of diagnosis. The third 
part of the Data Files, Patient Follow-up File (FUP) contains follow-up data linked 
to the patient's diagnosis record. Fourth, the Disease Specific File (DISPEC) 
contains records with a standard data format and must be linked to an existing 
record in the Patient/Diagnosis File. The fifth part of the Data files is the Joint 
Commission Evaluation File (JCE) containing information which can be used to 
assist in quality assurance measures. 

The Reference Files are divided into seven sections. A Tumor Morphology 
Dictionary (TMDICT) contains a list of tumor morphology diagnoses along with 



topographic locations. A Tumor Topographic Dictionary (TPDICT) contains 
topographic codes from the International Classification of Diseases for Oncology 
(ICDO). Reporting lnstitution File (REPINS) contains a record for each reporting 
institution, should more than one institution submit data to the same registry. A 
Tumor Topography Dictionary (TPDICT) contains the list of ICDO topography 
codes for the given morphology code. The Reporting lnstitution File (REPINS) 
contains demographic information and contact person for each institution entering 
data into the registry. Four final sections, the Outline File (OUTLINE), the Labels 
File (LBLS), the General Terms File (GENTERMS), and Specific Terms File 
(SPECTRM) are for programmer use. 

The POOH Pediatric Tumor Registry contains statistical survival analysis 
capabilities as well, providing survival function estimates, survival mean and 
quantile estimates, with step graph of survival curve function. 

The Pediatric Oncology Outreach to Hungary project is entering data on all patients 
diagnosed with leukemia and malignant solid tumors who have been treated and 
followed since 1987. The new number of patients diagnosed with malignancies at 
SDP and NINS, fluctuate between 43-76 cases per year. Follow-up information is 
entered at least annually. Childhood leukemia and cancer frequencies and age 
distributions are generated annually. Survival rates can be compared from 1987 to 
present, helping to evaluate current treatment protocols. (POOH Pediatric Tumor 
Registry on diskette, is appended as B.) (POOH Pediatric Tumor Registry Program 
Manual is appended as C.) 

NS; 

Pediatric Oncology Nurse Clinicians are essential in the United States for 
implementation of the continuous, intensive care that is required to bring children 
with cancer through the most rigorous phases of their treatment. The POOH 
project set a high priority on creating a program to integrate Hungarian pediatric 
nurses into a multi disciplinary treatment team and on creating the new role of 
Pediatric Oncology Nurse Clinician at SDP and NINS. 

Nurses' Training at KUMC 
During the first three years of the POOH project, six pediatric nurses from each of 
the Hungarian partner hospitals, totaling twelve nurses all together, came to 
KUMC to study with the Pediatric Oncology Nurse Clinicians there and with Dr. 
Tribhawan Vats, Director of Pediatric Hematology/Oncology at KUMC. Ten of the 
Hungarian nurses came for three-month periods each. Two of the Hungarian 
nurses traveled to KUMC for two, three-month training sessions each, for a total 
of six months of training. (List of nurses' names according to year of attendance 
and hospital affiliation appended as D.) 



Each Hungarian nurse held some competency in English language before she 
traveled to KUMC. In addition, the US Peace Corps in Budapest provided English 
language classes for the nurses before, and after, they traveled to KUMC. Dr. 
John Kepes, provided help with language translation when necessary. 

A Nursing Syllabus was created by the Pediatric Oncology Nurse Clinicians at 
KUMC and was translated into Hungarian by Dr. Kepes. (EnglishIHungarian 
Nursing Syllabus appended as Ea,b.) The nurses also recorded lectures and 
lessons, listening to the information again later and bringing questions back to the 
KUMC nurse clinicians and Dr. Vats the next day. 

The Hungarian nurses accompanied the KUMC Pediatric Nurse Clinicians on their 
daily clinical rounds. The role of the nurse clinician as parentlpatient liaison and 
educator was introduced to them, and they observed, first-hand, the multi 
disciplinary team approach to treatment. 

Nurses' Training Workshops Held in Budapest 
1994 - 1996 

Four Nurses' Training Workshops were conducted in Budapest from 1994 - 1996, 
with a total of sixty-one nurses attending from every hospital in Hungary with a 
pediatric component.(Map of hospitals participating in workshops, appended as F.) 

The goal of the workshops was to share information gained by the Hungarian 
nurses who had been trained at KUMC, with nurses at other hospitals in Hungary. 
During the training workshops, didactic lectures were conducted by Hungarian 
faculty, KUMC-trained Hungarian nurses, Dr. Tribhawan Vats, and by KUMC 
Pediatric Oncology Nurse Clinicians. 

As a result of the training efforts of the POOH project, quality assurance and 
standards in pediatric oncology nursing were established, the Association of 
Hungarian Pediatric Oncology Nurses was founded, a nation-wide registration of ail 
nurses in Hungary was begun in June, 1996, and a program to train advanced 
level nurses as practitioners in the area of pediatric oncology was also begun in 
1996. 

An on-going professional relationship was established among the Pediatric 
Oncology Nurse Clinicians at KUMC and the Pediatric Nurses in Hungary. Ms 
Lavonne Ridder, Pediatric Oncology Nurse Clinician at KUMC devoted a great deal 
of time to the POOH project's nursing component, and as a result, was made an 
honorary member of the Association of Hungarian Pediatric Oncology Nurses. She 
will continue her dialogue with that association and its members long after the end 



of USlAD funding for the POOH project. (Nursing workshop program reports 
appended as G.)  

TAW ISH A MULTl DlSClPWUARY APPROACH AS THE NORM FOR CARE OF 
WITH CANCEB; 

Training Hungarian physicians and scientists at KUMC 

It was a goal of the POOH project to pursue treatment of childhood neoplasms on 
a multi disciplinary basis. The input of a diverse spectrum of subspecialists is 
needed to bring every possible medical advantage to bear on the treatment of 
these diseases. The multi disciplinary approach has been one of the key 
innovations responsible for the lowering of mortality rates in childhood cancer 
patients in the US. 

Ten physicians from various disciplines and one pharmacologist traveled from 
Hungary to KUMC for training periods of one month each. During that time, they 
saw directly, the benefits of the multi disciplinary team approach to treatment. 
This included witnessing the advantages to treatment and follow-up through the 
inclusions of the Pediatric Oncology Nurse Clinician. 

Returning to their old roles with newly defined perspectives of the importance of 
working as a team, has created a sustainable difference in their approach to 
treatment. {List of physicians and the scientist trained at KUMC, their disciplines 
and areas of interest, by year of training is appended as H.) 

Medical Symposia and Continuing Education 

In addition to the training sessions at KUMC, additional education and training was 
provided through medical symposia and continuing education apart from the POOH 
project. The POOH project sent five Hungarian physicians, one pharmacologist, 
and two nurses to  medical symposia and training. (List of medical symposia and 
continuing educational training appended as I.) This exposure to the medical 
community outside Hungary, has fostered new professional relationships for the 
Hungarian participants and has broadened their outlook toward treatment of 
pediatric cancer. In some cases, the Hungarian participants presented lectures or 
posters as well, furthering their experience in the international medical community. 

T PROTOCOLS; 

Lack of contemporary diagnostic and treatment protocols is one of the root causes 
of excess mortality in Hungarian children with cancer. Dr. Tribhawan Vats, KUMC 



monitored the introduction of current treatment protocols for brain tumors and 
Hodgkin's Disease into the treatment plans at SDP and NINS. These protocols are 
in current use with clinical trial groups (POG and SWOG) and have been approved 
for human subjects. (Protocols appended as Ja,b.) 

Over $400,000 in equipment and materials were purchased with USAlD 
funds for the Hungarian partner hospitals through the POOH project. In addition to 
USAlD funds, a donation of $235,191 from KUMC to the POOH project was used 
to purchase equipment for each of the Hungarian hospitals. Finally, through the 
efforts of Dr. Frederick Holmes, PI, KUMC, a US non-profit organization entitled 
Direct Relief International (DRI) undertook to donate medical equipment and 
supplies to SDP and NINS, as well as, to the First Department of Pediatrics of the 
Semmelweis University Medical School (FDP). DRI has indicated that it will 
continue its donations to SDP, NINS, and FDP on an on-going basis, after the 
POOH project funding has ended. To date, DRI has donated over $43,000 in 
medical equipment and supplies to the three hospitals. Prof. Dezsd Schuler, SDP, 
is the Hungarian contact and consignee for all donations from DRI. (List of 
equipment and materials, purchased and donated appended as K.) 

ROVF ACCFSS TO THE M W  LITERATURE; 

Medical knowledge needed to force mortality rates in Pediatric Oncology down, 
advances rapidly. The means of remaining current is partly dependent upon 
access to up-to-date medical literature. 

In order to assure that the Hungarian health professionals at SDP and NINS had 
the same access to current medical literature that is available in the US, the POOH 
project purchased ninety-seven medical text books for SDP and NINS along with 
eight medical journal subscriptions, which included Current Contents for Life 
S c i e m  and Cl~ni- . . . . on CDROM. In addition, donations of back issues 
for twenty medical journal subscriptions were donated to SDP and NlNS on an on- 
going basis by physicians a t  KUMC. One current journal subscription was donated 
as well. (List of medical journal subscriptions and textbooks, along with journals 
donated, appended as L.) 



Dissemination of valuable information has been one of the foremost objectives of 
the POOH project. To facilitate the accomplishment of that goal, the POOH 
project has conducted an annual medical symposium each year beginning in 1992. 
With each meeting, an effort was made to reach a broader audience. The 
culmination of this effort was the POOH project's final symposium held in 1996 
and sponsored by the New York Academy of Sciences. 

The First Annual Winnie-the-POOH Symposium on Childhood Malignancies was 
held in Budapest, Hungary in August, 1992. Approximately ninety physicians and 
scientists attended the conference. The focus of the symposium was Pediatric 
Central Nervous System tumors. 

The 1993, Second Annual Winnie-the-POOH Symposium on Pediatric Malignancies 
was held in Kansas City, Missouri, USA. Thirty Hungarian health care 
professionals from SDP and NlNS were hosted by the POOH project at the 
meeting. It is note worthy, that for the first time, nursing in Hungary was 
presented as an official topic at such an international conference. A lecture was 
presented by two of the KUMC-trained Hungarian nurses. Approximately one 
hundred physicians and nurses attended the canference. 

The Third Annual Winnie-the-POOH Symposium on Pediatric Malignancies was 
held in Lillafured, Hungary in 1994. The meeting was integrated with the 
Hungarian National Oncology Conference, which provided a wider diversity among 
physicians attending the lectures. As in 1993, Pediatric Oncology nurses attended 
the conference as well, which was an innovation in Hungary. Approximately one 
hundred fifty attended the meeting. 

In 1995, the Fourth Annual Winnie-the-POOH Symposium on Pediatric 
Malignancies was held in Kecskem&, Hungary. It was integrated with the 
International Congress of the Hungarian Society for Pediatric Neurology, 
Neurosurgery, Child and Adolescent Psychiatry. Approximately two hundred fifty 
physicians attended the conference. The POOH project hosted ten physicians 
from countries surrounding Hungary to the symposium, with eight of those 
physicians presenting lectures there. 

The final medical symposium of the POOH project was held in Budapest, Hungary 
in October, 1996. Under the sponsorship of the New York Academy of Sciences, 
the conference was titled, 'Challenges and Opportunities in Pediatric Oncology". 
His excellency, Arpad Goncz, President of Hungary, was present to begin the 
conference, as was the Honorable Donald M. Blinken, US Ambassador to Hungary. 
Sixty physicians and scientists from countries surrounding Hungary and from 



satellite hospitals within Hungary were hosted as quests of the POOH project. 
Twenty-three category I, continuing medical education credits of the Physician's 
Recognition Award of the American Medical Association were offered through the 
conference. The proceedings of the meeting will be published in the Annals of the 
NewYork A volume of the NYAS Annals will be given to 
each participant and invited guest as a means of disseminating the valuable 
information put forth through the symposium. Approximately two hundred 
physicians and scientists attended the conference. 
(Agendas for each annual conference are appended as Ma-e.) 
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Appendix C .  

USER'S GUIDE 
(For use with the POOH Tumor 6.10 Registry Program) 

Progammed by: Robert E. Bolinger, M.D., University of Kansas Medical Center 
Beta Testing by: Cathy D. Boysen, University of Kansas Medical Center 



POOH REGISTRY-TABLE OF CONTENTS 
Version 6.10 2/9/95 

OUTLINE SUB SECT SCREEN 

Hardware Requirements 
INTRODUCTION 

Data Files 
Patient Master File 
P a t i e n t  Diagnosis F i l e  
P a t i e n t  Follow-up F i l e  
Disease Specific File 
Joint Commission c valuation File 

Reference Files 
Tumor Morphology ~ictionary 
Tumor Topography ~ictionary 
Reporting Institution File 
Outline File 
Labels File 
General Terms File 
Specific Terms File 

PROCEDURES 
User Input Procedures 
Housekeeping Procedures 

ENTERING THE PROGRAM 
MAIN MENU--Data Base Options SCR01 
Options for Patient Data Input SCR02 

Identify Current Patient SCR2 7 
New Patient Input SCR3 0 

New Reporting Institution SCR18 
Patient Master Record SCR03 

Established Patient Input 
Select Source for ID Number SCR28 
Enter ID Number SCR2 9 
Enter Last Name for Search SCR31 

Edit/View/Enter Tumor Diagnosis 
Tumor Diagnosis Scheme SCR3 4 
Create New Tumor Diagnosis Record 

Input Patient/~iagnosis SCRO4 
Enter Official Diagnosis Date SCR37 
Making a Morphologic Diagnosis 
A.From the Dictionary 
Enter Scattered List Name SCR40 
Enter Topography Stop/ 
Start Codes SCR4l 

B.From the Keyboard 
New ICD Code Known/UnknownSCR44 
Morphology Dictionary 
Record SCRl6 
Temporary Morphology 
Diagnosis SCR3 9 
Option to do Topography 
Diagnosis SCR3 6 

PAGE 



OUTLINE SUBJECT SCREEN 

Making a ~opographic Diagnosis 
Source of ~opographic 

Diagnosis SCR45 
A.Search Topography 

Dictionary 
B.Enter Topography from 

Keyboard SCR44 
Topography Dictionary 
Record SCR17 
Temporary Topography ICD 
Code SCR46 

Linkage to Patient/Diagnosis 
Records 

Edit/View/Enter Follow-up Data SCR47 
Update Patient Follow-up Record SCR06 

Edit/View/Enter Joint commission (JCE) 
Process Joint Commission 

(Instruction) SCRSO 
Joint Commission Evaluation Input 
Form SCR2 0 

Enter Disease Specific Data 
Disease Specific Record SCR6l 
Select Mode for Disease Specific 
Input SCR68 

Free Input into Unformatted Fields 
Input into Formatted Fields 

Format Exists for Processing SCR54 
Create Coded Mnemonic for 
Record SCR60 

Disease Specific Date SCR55 
Literal Unformatted Input SCR56 
Data and Labels for Sub-FieldsSCRS7 

View Current Patient Summary 
Select Printed Reports SCR69 

Printer Initialization SCR63 
Comprehensive Patient Data Record 
Select Basic Parts to Report SCR62 
Initiate Report on Current 
Patient SCR63 

Topography/Morphology Diagnosis 
Report 

Alpha List Report 
Follow-up Report by Patient 
Follow-up Report by Institution (Root) 
Table of last Follow-ups 
Joint Commission Report by Patient Name 

Erase Patient Files 
Select Patient Records to Erase SCR70 

Data File Editing Procedures 
Data File Edit Options (Low Level) SCR09 
View/Edit Patient Master File 
View/Edit Patient/Diagnosis File 

PAGE 



OUTLINE SUBJECT SCREEN 

View/Edit Patient Follow-up File 
View/Edit Joint Commission File 

Edit Options -- Reference Files 
Edit Options Menu SCRlO 
List of Reporting Institutions 
Edit Outline Table 
Edit Labels Table 
Edit General Terms Dictionary 
General Terms Record Input SCR13 

Edit Morphology Dictionary 
Edit Topography Dictionary 
Edit Special Terms File 
Update Specific Disease Fields SCR14 

Add New Morphology Codes to 
Dictionary 

Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Select Dictionary to Rectify SCR7 1 
Temporary Morphology Code Detected SCR52 
Temporary Topography Code Detected SCR53 

Creation of Survival Curves 

PAGE 



USER'S GUIDE TO THE POOH DATABASE 
Version 6.10 2\9\95 

OVERVIEW ' 

The use of this Data Base requires an IBM type of computer with 
operating system DOS 5.0 or higher and one MEG of Central 
Memory. The monitor should be VGA and the printer should have 
the capability for printer panel programming of fonts. If 
foreign font is to used, this should be loaded into extended 
memory with the appropriate HIMEM command. 

KEYBOARD CONVENTIONS: This version of the program is directed from 
the keyboard. The arrow keys are functional for cursor control. 
Screen forms for fill in information are frequently encountered. 
When all of the data on such a screen is filled in, or at least as 
much as you need, the screen can be saved by pressing CTRL ENTER. 
Thus a screen need not be completely filled in or not fillgd in at 
all. To leave a screen without saving anything press CTRL ESC. 
To abort a program without saving, press CTRL - BREAK.  his-will 
return you to DOS. 

Data input personnel need only the program TUMOR.EXE. One station 
in an area should also have access to: 

1. The program TRSTAT.EXE (by Mr. Ed Brown) for development 
of the survival statistics 

2. The CLARION development package version 2.0 to be used 
for direct editing of data files and recovery of 
corrupted data files. Only a programmer should use 
this package. 

INTRODUCTION: There are two types of user files in the data base: 
1) Data Files containing clinical information related to patients and 
2) Reference files containing stable information such as diagnosis 

dictionaries and institutional data. 

The Data Files are: 
1) Patient Master File (PTMAST) which contains demographic 

information pertaining to a single patient. The program 
requires a unique identification number (IDNO) not to 
exceed 15 characters for each patient. The first three 
characters of this number should be made from the 
reporting institution code. This is the Iwroot institutionw 
and refers to the first institution registering the patient 
and should remain constant throughout the course of the 
illness, even though subsequent reporting may be based 
in other institutions. 
The other twelve digits of the ID number may be from the 
institutionvs internal coding for patients ( e.g. hospital 
number) . 
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2) Patient/Diagnosis File (DXPT) contains one record for each 
tumor diagnosis on each patient. This file links the 
diagnosis with the particular patient.Both the morphologic 
and the topographic diagnoses are included as well as the 
date of the diagnosis. Also there is a pointer back to the 
disease category record in the file = GENTERMS. Thus, the 
GENTERMS file should not be sorted or rearranged. 

The official date of this diagnosis becomes the key by which 
the Follow-up, Joint Commission, and Disease Specific records 
are linked back onto the ~atient diaanosis root. Thus the 
patient diagnosis record 3ile (DXPT) -can be sorted without 
losing the links. 

3) Patient Follow Up File (FUP). This contains follow-up 
data on a given patient. The follow-up record must be 
linked to the particular patient diagnosis record. A record 
contains a pointer back to that patient diagnosis record. 
More than one follow-up record per diagnosis keyed on 
the date of creation of the record is possible providing 
the dates of different diagnoses are not the same day. 

(IT IS RECOMMENDED THAT THE FOLLOWING DISEASE SPECIFIC FILE NOT 
BE USED IN THIS VERSION WITHOUT ADVICE FROM KUMC. SKIP TO 
PARAGRAPH 5) ) 

4 )  Disease Specific File (DISPEC). This contains records with 
a standard data format but with a variable set of labels 
for each disease type. Each record in this file must be 
linked to an existing record in the Patient/Diagnosis File. 
The details of using this file are discussed below in 
Paragraph 1.5. This capability should not be used without 
consulting the program manager since the steps for creation 
and use are somewhat complicated. Thus the general user need 
not be concerned with the contents of paragraph 1.5. 

5) Joint Commission Evaluation File (JCE) - This file contains 
information for Joint Commission Evaluation. Each JCE record 
is linked to a specific root patient diaqnosis record in the 
same manner that-the follow-up record is-linked. It is likely 
that there would be only one JCE record per diagnosis. 

The Reference Files are: 
1) Tumor Morphology Dictionary (TMDICT) contains a list 

of tumor morphology diagnoses along with the possible 
topographic locations. The topography locations that can 
be associated with a given morphology diagnosis may be: 
a) a sequential list of codes from the ICD-0 catalog 

in which case the start and stop topography codes 
for this list are carried in the fields TPSTART 
and TPSTOP. 
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b) a random list of topography codes, in which case 
the random list is carried in the general terms 
file (GENTERMS)'referenced by a unique collating 
name for that particular set. The morphologic 
dictionary record will contain this unique name 
in the field called INTLST. 

2) Tumor Topography Dictionary (TPDICT) contains the list 
of ICD Topography codes for the given morphology code. 

3) ~eporting Institution File (REPINS) contains a record 
for each reporting institution. The record contains the 
demographic information of each institution indicating 
address and person to contact at each location. The data 
manager must assign a unique three digit code to each 
institution. These three digits are used as the first 
three digits of the unique patient identification number. 

4 )  Outline File (OUTLINE) contains records used by the program 
for screen displays and filters. This file is used only by 
the programmer. 

5 )  Labels File (LBLS) contains labels for output displays. 
It is used only by the programmer. 

6) General Terms File (GENTERMS) contains lists of terms other 
than diagnostic to be used by the program. Only the 
programmer should alter this file. The list of Disease 
Categories and the lists of Major Fields for the Disease 
Specific (DISPEC) records are found here. 

7) specific Terms File (SPECTRM) contains lists of the labels 
and descriptors for the sub-Fields under the Major Fields 
in the formatted option for processing the Disease Specific 
(DISPEC) records. This file should not be sorted. 

PROCEDURES: The procedures may be divided into three groups: 
1) USER INPUT PROCEDURES for entering patient specific 

information--- 
Each of these procedures must be preceded by the 
registration of a new patient or the retrieval of an 
established patient record. When a patient is identified 
the name and ID Number appear on the lower left hand 
part of the screen and the proper patient master record 
(PTMAST) becomes current in memory. 

2) HOUSEKEEPING PROCEDURES, executed usually by a data 
manager--- 
These procedures are used to edit the 
dictionaries, the reporting institution files, and 
any of the above data files where corrections, 
additions and deletions need to be made. It is strongly 
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recommended that new records be added only by the 
"user inputw procedures (paragraph above) and not under 
these ~lhousekeeping~'procedures. This is because links need 
to be set up for new records. Editing of existing records 
can be carried out under this option provided that linkage 
fields are not changed. 

ENTERING THE PROGRAM: The program is entered from the 
appropriate computer directory by typing in from DOS 
the command TUMOR. The program will load for about 10 
seconds and the logo will appear. The first menu will 
appear when the ENTER key is pressed. Items can be selected 
from a menu by using the cursor control keys. When an input 
screen is completed, the program can be resumed at any point 
by pressing CTRL-ENTER. Each step or each screen can be 
cancelled by striking ESCape or CTRL-ESC which returns the 
program to the previous screen. 

Scrolling screens are used frequently in the program. These 
screens may contain a selected list of items from which to 
choose. The selected item can be highlighted by moving the 
cursor keys (Page-up,Page-down, Arrow up, Arrow down) to the 
selected item and then to select the item, striking Enter. 
The scrolling list may be longer than the monitor screen but 
the cursor keys permit the system to automatically move to 
items not appearing on the current screen. In some cases more 
than one selection is permitted. IT IS IMPORTANT TO REMEMBER 
that if no selection is made the user should srike ESCape. 
Screens where multiple selections are permitted can be 
recognized by the fact that when the item has been selected 
the screen remains in view.If only one selection is permitted 
from the screen, then the screen will change as soon as the 
selection is made and the ENTER button pressed. In the 
multiple selection screens, a selection is made by pressing 
ENTER etc until all selections are made after which the 
ESCape button should be pressed. 

Some of the screens will use special function keys: 
F1 = A Help Screen for that screen can be displayed 

When finished strike ESCape 
F5 = A brief summary of current diagnoses and 

follow-records for the current patient will 
be displayed on a scrolling screen for viewing 
only. 

F7 = When a text screen is completed the F7 key 
should be pressed; NOT the ENTER key. 

MAIN MENU - "Data Base Optionsg1 
This appears when the program begins and can be 
returned to by pressing ESCAPE'S from other parts of the 
program. 
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(Screen 1) 

Data Base Options 
-- 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 
Select Printed Reports 
Erase Patient Files 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editina Procedures 

Reference File ~ d i t i n ~  Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Process Survival Curves 

Make Selection or ESC to Return;Fl for Help 

The options selected on this screen are described 
below in order of their listing on the screen. 

1.0 "Options For Patient Data Inputgg - Patient data input 
requires first that a patient be identified, either as 
a new registration or an established patient. When 
identified the ID number and name of the patient 
appear in the lower left hand side of the screen. 
Changing to another patient requires returning to this 
screen and repeating the selection process. 
The menu for selection of steps in the input of 
patient data are as follows: 

(Screen 2) 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Follow-up Data 

Edit/View/Enter Joint Commission Data 
Edit/View/Enter Disease Specific Data 

'Make Selection or ESC; F1 for Help 

1.1 *'Identify Current Patientgg - The steps for this begin 
with the options to register a new patient or select 
an established patient. 
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(Screen 27) 

IDENTIFY'CURRENT PATIENT 
1 = NEW PATIENT INPUT 

2 = ESTABLISHED PATIENT - 
0 = ABORT STEP 

1.11 ''New Patient Inputtt - The ~dentification number 
for a new patient is assigned from the user's 
patient numbering system. It should be remembered 
that the first three digits in the ID number must be 
those identifying the reporting institution. 

A screen will appear requesting input of the new patient 
identification number using the institutional code as the 
first three digits. 

(Screen 30) 

ENTER NEW PATIENT 
ID NUMBER 

FIRST THREE DIGITS 
MUST BE REPORTING 
INSTITUTION CODE --------------- 

A scrolling screen showing the list of reporting 
institutions with their code number appears and 
the user should select the institution from which 
this new patient is being registered. 
A screen displaying the current institution code appears 
for reference purposes. 

(Screen 66) 

REPORTING 
INSTITUTION CODE 

IS --- 

If no institution code is selected from the scrolling 
list, the input screen for describing a new institution 
will appear and should be filled in or Escaped from. 
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After the new patient ID number has been established 
the Patient Master input form appears for input 

(Screen 3) 

Data Input Form for Master FIRST THREE DIGITS OF PATIENT ID NO 
MUST BE ROOT INSTITUTION CODE NUMBER 

Patient ID Number PTID :---------- RACE CODES 
Patient Last Name PLNAME :---------------- -- 
Patient First Name PFNAME :------------ 
Patient Middle Name PMNAME ------------- 
Mother Last Name (Maiden)MLNAME :---------------- 
Mother First Name MFNAME .------------ 

I 
Mother Middle Name MMNAME :------------ 
Date of Birth DOB : yyyymmdd 
Date of First Diagnosis DOE : Y Y Y F ~ ~  
RaceIEthnicity Code RACE : -- 
Sex (m=1;2=F;3=Other) SEX . - 
Street Address STREET :------------------------- 
City Address CITY 
State of Residence STATE : --- 
Postal Code ZIP *---------- PRESS F1 FOR HELP 
Country Code NATION :--- PRESS F5 FOR SUMMARY 
Fatheals Name:Last:---------------- First:------------ :Mid Initial - 
place of Birth-- State: --- Nation:--- 
Postal Code of Birth BZIP :---------- 

Required fields for creating a record of this type are 
1. Patient identification number - The first three 
digits of this number must be the unique code 
assigned to the reporting institution. The 
remaining 12 digits may be whatever coding 
system the reporting institution uses to identity 
patients in their system. 

2. Patient name fields. 
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3. Date of First Diagnosis. This is considered 
to be the registration date. 

Other data may be entered at a later date. 

1.12 "Established Patient Inputw - There are three options 
for finding an established patient. The most 
efficient way is to know the ID number of the 
patient but if this is not known, there are two 
other options for finding it: 

(Screen 28) 

SELECT SOURCE FOR ID NUMBER 
FOR ESTABLISHED PATIENT 

I 1 = ENTER NUMBER FROM KEYBOARD I 
I 2 = SEARCH FOR NUMBER BY LAST NAME I 
1 3 = SEARCH ENTIRE MASTER LIST I 1 9 = CANCEL REQUEST - 

Option 1: Enter ID number from the keyboard 

(Screen 29 ) 

ENTER ID NUMBER 
FOR ESTABLISHED 

PATIENT 

Option 2: Enter last name for which to search 

(Screen 31) - 
ENTER LAST NAME FOR WHICH TO SEARCH ---------------- 

A scrolling screen will appear showing patients with 
the requested last name. If the name is found it can 
be selected and becomes the current patient name. If 
the name is not in the scrolling list, strike ESCape 
and return to the menu. 

Option 3: To search the entire master list a scrolling 
screen will appear and a selection can be made. If the 
patient is not in the list, strike ESCape and the 
program will return to NEW PATIENT INPUT. 
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1.2 "Edit/View/Enter Tumor Diagnosis--This may be the creation 
of a new Patient/Diagnosis record or the updating 
of an existing record or simply viewing the record. 

Each tumor diagnosis belongs to one of the following of 
disease. The category must be declared from a scrolling 
screen before a diagnosis is selected in order to enter 
a new diagnosis. Categories are as follows: 

~eukemias 
Non-Hodgkints Lymphoma 
Hodgkints Disease 
Wilmts tumor 
Neuroblastoma 
Osteogenic Sarcoma 
Ewingts sarcoma 
Rhabdomyosarcoma 
Central Nervous System 
Other rare tumors 
Retinoblastoma 

The tumor diagnosis consists of two parts: A Morphologic 
diagnosis and a Topographic diagnosis. Each are coded by 
the ICD 0 lists. The Patient/Diagnosis File (DXPT) links 
the patient ID number with a diagnosis. There is one 
record for each diagnosis on a given patient. This 
record must exist before a disease specific record, a 
follow-up, or a JCE record can be created. The pointer is to 
the disease category record in GENTERMS. 
(The field POINTER should not be changed by the user) 
Any new record of this type should be added from this 
program menu. 
The official date of this diagnosis (DTDX) is used as a pointer 
for linking other records to this diagnosis. 

The general scheme for entering a tumor diagnosis is shown 
below. In each case there is the option to select the diagnosis 
from the dictionary, either ~orphology or Topography dictionary 
or to enter it from the Keyboard if not found in the current 
dictionary. If new diagnoses are to be added to the dictionaries 
it is STRONGLY RECOMMENDED that they be added in advance of 
entering a patient diagnosis, under the option below for 
updating Reference Files. (Paragraph 5.8 ) 

However, if new diagnoses are entered from the keyboard 
the program will assign a temporary "ICDW code beginning 
with "Tn or "Mu and enter this into the dictionary. It is 
the responsibility of the Data Manager to rectify these 
temporary codes to standard ICD codes as soon as possible 
(Paragraph 7.0 below) 
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TUMOR DIAGNOSIS SCHEME 

SELECT SOURCE FOR CURRENT PATIENT 
DIAGNOSIS RECORD 

1 = CREATE NEW TUMOR DIAGNOSIS RECORD 
2 = UPDATE EXISTING DIAGNOSIS RECORD 
9 = CANCEL REQUEST - 

Press F1 for Help 

FROM KEYBOARD 

I 

CREATE NEW PATIENT UPDATE EXISTING PATIENT 
DIAGNOSIS RECORD 

CATEGORY I 
SELECT MORPHOLOGY SELECT PATIENT DIAGNOSIS 

UPDATE ENTIRE 

DIAGNOSIS RECORD 
FROM DICTIONARY 

DIAGNOSIS 

I 
SELECT 

TOPOGRAPHIC 
DIAGNOSIS 

RECORD FROM RESTRICTED 
PATIENT LIST 

SELECT TOPOGRAPHIC 
DIAGNOSIS FROM 

RESTRICTED DICTIONARY 
LIST 

SELECT TOPOGRAPHIC 
DIAGNOSIS FROM 

KEYBOARD 

I 

1.21 "Create New Tumor Diagnosis Recordn 

I 

The format of the Patient Diagnosis Record is shown below. 
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(Screen 4) 

Update Patient Diagnosis ............................ 
PATIENT ID NUMBER PTID :---------- 
MORPHOLOGY ICD CODE MDXID :------ 
MORPHOLOGY DIAGNOSIS MDXLIT :--------------------------------- 
TOPOGRAPHY ICD CODE TDXID :------ 
TOPOGRAPHY DIAGNOSIS TDXLIT :--------------------------------- 
DATE OF DIAGNOSIS DTDX : yyyymindd 
INSTITUTION REPORTING DX INST :-- 
DISEASE CATEGORY NUMBER DISNO : --- 
DISEASE CATEGORY LITERAL DISLIT :--- 

DO NOT WRITE INTO THESE FIELDS. FOR INFORMATION ONLY 
POINTER TO SPECIAL TERMS SPECPTR:----- 
POINTER TO DISEASE CATEGORYCATPTR :----- PRESS F5 FOR SUMMARY 

Within this option the items needed for the completion of 
the above record will be requested by the program and not 
filled out directly into the Patient/Diagnosis record. 

The program first requests the Itthe official date of the 
diagnosis" . Remember that this date becomes the permanent 
key for linking the Follow-up records, Joint Commission 
records, and any Disease Specific records and should not be 
changed once it is entered. 

(Screen 37) 

ENTER OFFICIAL 
DATE OF THIS 

PATIENT DIAGNOSIS 
RECORD 

Y Y Y Y ~ ~ ~  

A scrolling screen appears allowing the user to select the 
Disease Category for the desired diagnosis. 

1.211 Making a Morphologic Diagnosis 
The program first seeks a Morphologic Diagnosis. It 
requests the source of this diagnosis as either from the 
Dictionary or from the Keyboard. 
A. lgFrom the ~ictionar~"-- The scrolling screen then appears 
showing a list of acceptable diagnoses for the Disease Category 
selected. If the Morphology Diagnosis is selected, then it will 
be entered into the Patient/Diagnosis record along with code. 
If no selection is made the user should strike ESCape in which 
case the user will have the option of either returning to menu 
of going to Keyboard entry of the diagnosis below. 
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The program then requests the rest of the information needed 
to complete the new Morphology dictionary record. 

(Screen 40) 

ENTER NAME FOR SCATTERED LIST OF TOPOGRAPHIC 
SITES FOR THIS MORPHOLOGIC DIAGNOSIS. IF A 
SEQUENTIAL LIST OF TOPOGRAPHIC SITES IS USED 
THEN LEAVE THIS BLANK ---------- 

If a scattered (discontinuous) list of topographic diagnoses 
is to be used with this morphologic diagnosis, then a unique 
name for this list is entered here. It is the responsibility 
of the Data Manager to create this list in the General Terms 
file (GENTERMS). If a continuous list of topographic diagnoses 
is to be used, then this screen should be left blank. 

If a continuous list of topographic diagnoses is to be used 
then the next screen requests the stop and start codes 
indicating the limits of the list in the dictionary. It is 
the responsibility of the Data Manager to see that these 
diagnoses exist in the topography dictionary. 

(Screen 41) 

ENTER KNOWN TOPOGRAPHY CODES FOR THE START 
AND STOP LIMITS RELATED TO THIS MORPHOLOGY 

DIAGNOSIS 

START CODE ...= 
STOP CODE ...= 

IF THERE IS ONLY ONE TOPOGRAPHIC CODE THE 
SAME NUMBER GOES INTO START AND STOP 

B. IIFrom the Keyboardw--A screen will appear asking if you 
know the correct ICD code and name of the new diagnosis you 
wish to use. 
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FOR ADDING A NEW DIAGNOSIS AT THIS 
POINT YOU EITHER HAVE THE NEW ICD 
MORPHOLOGY AND TOPOGRAPHY CODES AT 
HAND OR NOT. INDICATE THIS 
1 = ICD CODE KNOWN 
2 = ICD CODES NOT KNOWN. USE 

TEMPORARY CODES 
# 

a) If the correct ICD code is known the input form 
for the Morphology Dictionary record appears and 
should be filled in: 

(Screen 16) 

Morphology Record ........................... 
MORPHOLOGY ICD CODE MCODE :------ 
MORPHOLOGY DIAGNOSIS TMLIT :-------------------------------- 
START TOPOGRAPHY CODE TPSTART:---- 
STOP TOPOGRAPHY CODE TPSTOP :---- 
KEY COLLATING TOPOGRAPHY INTLST :---------- 
DISEASE CATEGORY CODE CAT : <<<# 
DISEASE CATEGORY LITERAL CATLIT 

PRESS F1 FOR HELP 

The items marked START and STOP refer to the start and stop 
codes in the toposraphy dictionary for a continuous list 
of topographic &agn&sis that are-appropriate for this 
particular morphologic diagnosis. If there is only one item 
in the list the the stop and start codes should be the same. 
If a discontinuous list of topographic diagnoses is needed 
then these two items should be left blank and the next item, 
KEY COLLATING--- should contain the data name for a list 
of discontinuous ICD topographic codes. It is the 
responsibility of the data manager to see that this new 
list of discontinuous topography codes is added to the 
General Terms file (Paragraph 5.4) 

b) If the ICD code is not known, a screen requesting 
a new temporary morphology diagnosis name and displays 
a temporary ICD code beginning with the letter M. 
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(Screen 39) 

ENTER NEW TEMPORARY MORPHOLOGY 
DIAGNOSIS FROM KEYBOARD 

THE TEMPORARY MORPHOLOGY CODE IS 
M--- ................................ 

The program will then ask if you wish to enter a topographic 
diagnosis at this time. 

(Screen 36) 

ENTER 
0 = ADD OR UPDATE TOPOGRAPHIC DIAGNOSIS 
1 = UPDATE ENTIRE PATIENT 

DIAGNOSIS RECORD 
2 = NO CHANGE NEEDED IN 

TOPOGRAPHIC DIAGNOSIS 

Explanation of options 
0 will send the program to procedures in 
Paragraph 1.312 below 

1 will bring up the entire patient diagnosis record 
for addition of topography or simply viewing or 
making other changes in the record. 
(See Screen 4, Paragraph 1.31 above) 

1.212 Making a Topographic Diagnosis. The proedures 
here are very similar to those above for Morphologic 
Diagnosis entry into the patient diagnosis record. 
The screen appears listing the options for selecting 
the topographic diagnosis 

(Screen 45) 

I SOURCE OF TOPOGRAPHIC DIAGNOSIS I 
0 = TOPOGRAPHIC DIAGNOSIS HAS 

ALREADY BEEN ENTERED. RETURN 

I 1 = ENTER TOPOGRAPHY FROM KEYBOARD I 
1 2 = ENTER TOPOGRAPHY FROM DICTIONARY 

# I 
A. Search the dictionary for topographic diagnosis. 
A scrolling screen will appear with the list of 
topography diagnoses that-are authorized for the 
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particular morphologic diagnosis which is current 
at this time. If the desired topographic diagnosis is 
in the list it can be selected by moving the cursor 
and striking ENTER. If the desired diagnosis is not 
on the list, only the ESCape button is struck. The 
program will then go to the keyboard input procedure 
below (B) . 
B. Enter Topography diagnosis from the keyboard. The 
following screen appears. 

(Screen 44) 

FOR ADDING A NEW DIAGNOSIS AT THIS 
POINT YOU EITHER HAVE THE NEW ICD 
MORPHOLOGY AND TOPOGRAPHY CODES AT 
HAND OR NOT. iNDICATE THIS 
1 = ICD CODE KNOWN 
2 = ICD CODES NOT KNOWN. USE 

TEMPORARY CODES 
# 

a) If the correct ICD code is known the input form 
for the topography dictionary appears and should be 
filled in 

(Screen 17) 

Topography Dictionary Record 
TOPOGRAPHY ICD CODE TPDXIDZ---- 
TOPOGRAPHY DIAGNOSIS TPLIT :-------------------------------- 
- - -- - - - - -- - - - 

b) If the correct ICD code or diagnosis is not known 
the program will create a temporary ICD code and 
enter the new diagnosis name 

(Screen 46) 

ENTER NEW TEMPORARY TOPOGRAPHY 
DIAGNOSIS FROM THE KEYBOARD 

THE TEMPORARY TOPOGRAPHY CODE IS 
T--- 

SEVERAL RECORDS MUST BE LINKED TO THIS PATIENT 
RECORD. THESE ARE : 

DISEASE SPECIFIC RECORD 
PATIENT FOLLOW-UP RECORD 
JOINT COMMISSION EVALUATION RECORD 

you may 

DIAGNOSIS 

THERE MAY BE NONE OR SEVERAL OF 33ACH OF THESE LINKED 
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TO A GIVEN PATIENT DIAGNOSIS RECORD. IN EACH CASE THE 
PROGRAM WILL GO THROUGH A SIMILAR PROCEDURE TO INSURE 
THIS LINK. 
1. WHEN ONE OF THE ABOVE RECORDS IS REQUESTED FOR 
NEW RECORD, VIEW OR UPDATE THE PROGRAM WILL DISPLAY 
A SCROLLING SCREEN SHOWING THE PATIENT DIAGNOSES 
RECORD FOR THE CURRENT PATIENT. THE USER MUST THEN 
SELECT ONE FOR THE LINKAGE. IF NONE IS SELECTED 
THE PROGRAM WILL DIRECT THE USER TO MAKE A NEW 
PATIENT DIAGNOSIS RECORD. 

2. THE PROGRAM WILL THEN DISPLAY THE SELECTED 
PATIENT DIAGNOSIS RECORD FOR VERIFICATION 

3. THE PROGRAM WILL THEN ASK THE USER IF THIS 
IS THE CORRECT PATIENT DIAGNOSIS RECORD. 

(Screen 38) 

IS THIS THE CORRECT PATIENT 
DIAGNOSIS RECORD? 
0 = NO ' 1 = YES 

i 

IF THIS IS THE CORRECT PATIENT DIAGNOSIS RECORD 
TO LINK TO, THEN THE PROCEDURES BELOW FOR ENTRY 
OF DATA INTO ONE OF THE ABOVE LINKED RECORDS 
WILL CONTINUE. IF IT IS INCORRECT THE PROGRAM 
RETURNS TO MENU. 

THESE PROCEDURES MAY SEEM A BIT CLUMSY BUT ARE 
NECESSARY TO INSURE CORRECT RECORD LINKAGE. 

1.3 "Edit/View/Enter Follow-up Data1' - Follow-up data must be linked 
to a specific Patient/Diagnosis record. Therefore before 
processing such a record the appropriate Patient/Diagnosis 
record must be selected. 

A screen giving instructions for this record will be displayed. 
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(Screen 4 7 )  

PROCESS FOLLOW-UP SCREEN 
Correct Patient master record must 
be current. Record must be linked 
to a PATIENT/DIAGNOSIS record. This 
must be selected as follows: 

INSTRUCTION FOR SELECTING 
PATIENT DIAGNOSIS RECORD 

Scroll to Patient Diagnosis record 
If not Found then Strike ESCape 
If Found then Strike Enter 
Record will Appear for Viewing 

Then Strike ESC to 
Make the Record Current # 

A scrolling screen showing existing follow-up records for the 
current patient is displayed and a record can be selected. If 
no record is selected a new record is created for follow-up. 

The program will ask if you wish to make a new follow-up record 
or update an existing record. If the latter is selected a 
scrolling screen appears showing existing record for the 
patient and if a selection is made the record will be 
displayed for update. Else the form will be displayed for 
input. 
The input form for follow-up record is displayed. 
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(Screen 6) 
- 

Update Patient Follow - up Record (Linked to xxx.xxx) .................................... 
PATIENT ID NUMBER PTID .---------- 
INSTITUTIONAL IDENTIFICATION NUMBER INSTID ---- 
DATE OF THIS FOLLOW-UP y y p d d  DTFU : ~ ~ ~ m m d d  
PATIENT VITAL STATUS PT - STATUS :-- 

(2 = Dead; 1 = Alive; 9 = Unknown 
DATE OF DEATH yyyymmdd DOD : Y Y Y P ~ ~ ~  
WAS AUTOPSY PERFORMED AUTOPSY :- 

(2 = No; 1 = Yes; 9 = Unknown 
CAUSE OF DEATH CODE COD - 

(Use 4 digit code from ICD 9 to record cause of death DAM 3.128) 
FUNCTIONAL STATUS FUNCT STAT:---- 

(1 = Normal activity; 2 = Symptomatic and ~mbulatoyy; 
3 = Ambulatory more than 50% of the time, nursing care needed; 
4 = Ambulatory less than 50% of the time, nursing care needed; 
5 = bedridden, may need hospitalization; 8 = not applicable,dead; 
9 = Unknown or Unspecified) 

TUMOR STATUS TUMOR STAT:---- 
(1 = No evidence of this cancer; 2 = Evidence of tEis cancer; 
9 = Unknown. Indeterminate whether this cancer is present). 

F1 = Help 
F5 = Summary 

1.4 "Edit/View/Enter Joint Commission Filem -- The procedures 
with this file are similar to those for the Follow-up file. 
This record must be linked to a particular Patient/Diagnosis 
record. A screen reviewing the instructions for this will 
be displayed: 

(Screen 50) 

PROCESS JOINT COMMISSION DATA 
Correct Patient master record must 
be current. Record must be linked 
to a PATIENT/DIAGNOSIS record. This 
must be selected as follows: 

INSTRUCTION FOR SELECTING 
PATIENT DIAGNOSIS RECORD 

Scroll to Patient Diagnosis record 
If not Found then Strike ESCape 
If Found then Strike Enter 

Record will Appear for Viewing 
Then Strike ESC to 

Make the Record Current # 

A scrolling screen showing existing joint commission 
records (JCE) for the current patient is displayed and a 
record can be selected. If no record is selected 
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a new record is created for JCE. 

The program will ask if'you wish to make a new JCE record 
or update an existing record. If the latter is selected a 
scrolling screen appears showing existing record for the 
patient and if a selection is made the record will be 
displayed for update. Else the form will be displayed for 
input. 
The input form for follow-up Joint Commission is displayed. 

(Screen 20) 
- -  - - - - 

Joint Commission Evaluation Form 
m m  S m m m m m m m m m m m m M m U m M 8 m m m m B m 8 m W  

PATIENT ID NUMBER PTID: m m w m m m a m m ~ m m m m m  PRESS F5 FOR SUMMARY 
DATE OF THIS RECORD: yyyymmdd DATE OF DEATH:yyyymmdd yyyymmdd 
JOINT COMMISSION EVALUATION DATA FOR DIAGNOSIS DATE: yyyymmdd yyyymmdd 
Number of Days in Hospital During First 365 Days After This Diagnosis:< 
DATE OF RELAPSE: yyyymmdd yyyymmdd 

The date "FOR THIS DIAGNOSIS DATEtt must be the same as the 
date of diagnosis on the linked Patient/Diagnosis record. This 
can be displayed by pressing F5 for summary. 

-- 

1.5 "Enter Disease Specific Datat1 - The record for disease 
specific data consists of generic data fields which are 
the same for each disease category. Each is distinguished 
by a unique set of data item labels for each disease type. 
The requirements for a disease specific record are: 

1. The disease category must be selected from 
the scrolling screen. 

Cause of Early Death 
A. This Cancer : # 
B. Bleeding : # 
C. Infection : # 
D. Other Cause : # 

2. The disease specific record must be linked 
to a specific Patient/Diagnosis Record. The 
scrolling screen with patient diagnoses appears 
and the proper record is selected. 
(See Screen 4, Paragraph 1.21) 
If the disease specific category type does 
not match that of the Patient/Diagnosis 
record an error message appears. 

Morbidity During First 365 Days After Diagnosis 
A. Bleeding (Life Threatening) : # 
B. Infection (Life Threatening) : # 
C. Other Cause (Life Threatening) : # 

3. The generic form of the disease specific record 

KEY TO JOINT COMMISSION DATA ENTRIES: 1 = Yes; 2 = No; 9 = DK 
DO NOT WRITE INTO THIS FIELD. FOR INFORMATION ONLY 
POINTER TO PATIENT DIAGNOSIS RECORD <<,<<# 
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DISEASE CATEGORY (Leukemias,Neuroblastoma, CNS etc) 

I 
L--PATIENT DIAGNOSIS RECORD (One for each diagnoais/Pt) 

I 
I 

I I I 
DISEASE SPECIFIC REC 1 DISEASE SPECIFIC REC 2 ----- ETC 

MAJOR FIELDS MAJOR FIELDS 

FREE TEXT SUB-FIELDS FREE TEXT SUB-FIELDS 

DATA DATA 

(screen 68) 

Select Mode for Disease Specific Data 110 

Free Input Into Unformatted Fields 
Input Into Formatted Fields 

FORMATTED FIELDS IMPLIES THAT THE GENERIC 
MAJOR FIELDS HAVE BEEN SUB-DIVIDED AND 

LABELED. PROCESSING UTILIZES THE SUB-FIELD 
DESCRIPTORS FOR DATA 

Make Selection or ESC 4 

FOR FORMATTED 
PROCESSING 

I 
SELECT DISEASE 

CATEGORY 
I .  I ALIGN PATIENT 

DIAGNOSIS RECORD I 

I PROCESSING I 

SELECT DISEASE 
CATEGORY 1 

/ PROCESS FORMATTED 
SUB-FIELDS 
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1.51 "Free Input Into Unformatted Fieldsw -- The free input 
into the generic fields,of the specific disease record 
Screen 61 above is requested. The field labels must have 
already been entered into the General Terms File. 

1.52 "Input Into Formatted FieldsM -- In this case the 
generic fields labels must already be in the General 
Terms File and the Sub-Fields labels and formats must 
already have been entered into Specific Terms File 
(SPECTRM) . 
A screen appears allowing you to cancel formatted input 
at this point. 

(Screen 54) 

FORMAT EXISTS FOR PROCESSING ............................ 
IF YOU WISH TO CANCEL FORMATTED 

PROCESSING THEN ENTER 1. 
IF YOU WISH TO USE FORMATTED INPUT 

THEN ENTER 0 
# 

A coded mnemonic name may be entered to identify the 
disease specific records using the same format. This 
mnemonic may represent for example PRE-OP, POST-OP etc. 

(Screen 60) 

CREATE CODED MNEMONIC FOR UNIQUE 
DISEASE SPECIFIC RECORD 

The program will cycle through the major fields and then 
each subfield requesting input data and labels. First, 
the date for the input is requested. 
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The the data and labels for the major fields are requested. 

(Screen 56) 

LITERAL INPUT FOR DISEASE:---------------------------------------- 
MAJOR FIELD LABEL 

INPUT MAJOR FIELD LITERAL FOR INDICATED BLANKS .......................................................... 

The data and labels for the sub-fields are requested 
(Screen 57) 

1/0 WINDOW FOR SPECIFIC DISEASE SUB-FIELD 
SPECIFIC DISEASE:---------------------------------------- 
MAJOR FIELD 
SUB-FIELD 
CURRENT 

NEW DATA INPUT MUST FILL ALL BLANKS ................................................. 

"CURRENTN refers to the current state of the sub-field 

1.6 View Current Patient Summaryl1 -- This displays a scrolling 
list of Patient/Diagnoses and dates and a list of Follow/up 
records and dates. This summary may also be called up from 
various screen by pressing F5 if indicated on the screen. 

2.0 "Select Printed Reportsw -- Reports referring to a single 
given patient require that the patient be identified before 
calling the report. The patient identification should be 
seen in the lower left line of the screen. A manu listing 
the report options appears: 



POOH Database 

(Screen 69) 

Report Options 

Comprehensive Patient Data 
REQUIRES THAT VALID PATIENT BE 

IDENTIFIED 

Topography/Morphology ~ i s t  
Alpha List Report 

Follow-up Report by Patient 
Follow-up Report by Institution 

Table of Last Follow-Ups 
Joint Commission Report by patient Name 

Print Morphology Dictionary 
Print Topography Dictionary 

Print Morphology by Categories 

Make Selection or Escape 

The Report Options will display a screen just before printing 
to prepare the printer. In this version it is assumed that 
your printer can be programmed from the printer panel. If 
not, a special printer module will have to be added to your 
program to accomodate your particular printer. 

(Screen 63) 

INITIALIZE THE PRINTER 
Before beginning this report 

ALIGN THE PAPER IN THE PRINTER-AND SET THE 
PITCH AT XX CHARACTERS PER INCH 

ENTER 1 TO CONTINUE 
# 

2.1 I1Comprehensive Patient DataN -- This report requires the 
identification of a single patient. A screen appears 
requesting selection of the types of data to be reported 
for this patient. 
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(Screen 62) 

Select Basic Parts to Report 

Demographic Information 
Tumor Diagnosis 
Follow-up Data 

Disease Specific Data Formatted 

Select Parts to Include in Report and ESC 

The cursor can be moved from on item to the next with the 
cursor keys and the selection can be made by pressing 
Enter. When all the options which you wish included in 
report have been selected, press escape. 

The instruction to set up the printer will appear 

(Screen 63) 

the 

INITIATE REPORT ON CURRENT PATIENT 
Before beginning this report the patient 
must have been identified from the menu 
and the name and number displayed on the 
lower left corner of the screen. If this 
is not so: 

ENTER 0 
Else: 
ALIGN PAPER IN THE PRINTER AND SET THE 

PITCH TO 12 CHARACTERS PER INCH 
ENTER 1 TO CONTINUE # 

2.2 MTopography/Morphology Listn -- This generates a report 
for all patients in the registry and does not require 
identification of a patient. The program requests 
alignment of the paper in the printer and setting of the 
pitch to 15 characters per inch. The output includes the 
~atient identification data. tumor diaanoses. date of birth 
ind other demographic data for each patient. ' This is printed 
out as a two line record for each patient/diagnosis. 

2.3 "Alpha List Report1' -- This contains the same data as the 
above report sorted by alaphabetic patients1 last name. 

2.4  follow up Report by Patientu -- This generates a list of 
follow-up records on each patient grouped by patient name. 

2.5 ttFollow-up Report by Institution -- This generates a list 
of follow-up reports sorted by reporting institution. 



POOH Database 

2.6 "Table of Last Follow-upsw -- This generates a table of 
the last dated follow-up for each patient. 

2.7 '*Joint Commission Report by Patient Namew --This 
generates a list of the Joint Commission Evaluation 
records for each patient 

3.0 ''Erase Patient Filesn -- This allows systematic deletion 
of selected files. This option requires each time that a 
patient be identified as indicated by the lower left corner 
of the screen. 
THIS OPTION MUST BE USED WITH GREAT CARE SINCE THE RECORDS 
WILL BE PERMANENTLY ERASED. (Records can usually be reclaimed 
by going to the basic CLARION Scanner Facility IMMEDIATELY) 

Records must be systematically deleted because of the need 
to maintain record linkages. The deletion process must start 
with the lowest level records and proceed upwards. The record 
heirarchy is: 

Patient Master Record 
Patient Diagnosis Record 

Follow-up Record, Joint Commission Record, Disease Specific Record 

When any category of records is selected for erasure it must 
be remembers that all categories lower than the selected on 
will also be erased. Each time a category appears for erasure 
a warning screen appears indicating the category and gives the ;j:-' 
user the option of cancelling the erasure. ti3 
A screen first appears giving the user the choice of options 
for erasure. IT SHOULD BE REMEMBERED THAT ALL RECORDS IN 
THE SELECTED CATEGORY FOR THE SELECTED PATIENT WILL BE ERASED. 

(Screen 70) 

SELECT PART OF PATIENT'S RECORDS TO BE ERASED 
FROM THE DATA BASE 

WARNING! !! ERASURES WILL BE PERMANENT 
RECORDS WILL BE DELETED FOR PATIENT: ----------- Patient Name---------------------- 

1 = ERASE ALL OF CURRENT PATIENTIS RECORDS 
2 = ERASE ONLY DIAGNOSIS, FOLLOW-UP, DISPEC, 

JOINT COMMISSION EVALUATION RECORDS 
3 = ERASE FOLLOW-UP RECORDS ONLY 
4 = ERASE JOINT COMMISSION EVALUATION ONLY 
5 = ERASE DISEASE SPECIFIC RECORDS ONLY 

ENTER # 

4.0 "Data File Editing Proceduresn. Selecting this option 
brings up the screen "Data File Edit Optionsw which 
allows the user to select the type of data file to 
edit. In each of these a scrolling screen for the 
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requested file will show the records currently in 
that file. With the cursor keys the user can select 
any record for updating'or deletion or can create a 
new record for the file. The keys to press to perform 
each of these operations are described on the screens: 

Ins to create a new record 
Enter to change an existing record 
Del to delete an existing record 

The cursor keys that can be used to select a record are: 
Up arrow, down arrow, PgUP, and PgDn 

When a record is found, select it by pressing Enter or 
Delete. 
To quit the file press ESCape 
IT IS RECOMMENDED THAT RECORDS BE DELETED OR CREATED WITH 
GREAT CARE UNDER THIS OPTION SINCE RECORD LINKAGE MAY BE 
DESTROYED. Records should be created or deleted under program 
control where record linkage is automatic. Thus, this option 
should be used only for viewing files or making minor changes 
in existing records and accessed only by the Data Manager. 

(Screen 9) 

I Data File Edit Options I 
View/Edit Patient Master File 

*View/Edit Patient/Diagnosis File 
*View/Edit Patient Follow-up File 

*View/Edit Joint Commission Evaluation 

* = RECORDS SHOULD NOT BE ADDED TO THESE 
FILES FROM THIS MENU 

I Make Selection or ESC to Return;Fl for Help I 

4.1 ItView/Edit Patient Master Filew - The form screen for updating 
or creating records for the Master ~ i l e  is shown in Screen 3 
Paragraph 1.11 above. 

4.2 "View/Edit Patient /Diagnosis Filevq - This file links 
the patient ID number with a diagnosis. There is one 
record for each diagnosis on a given patient. This 
record must exist before a disease specific record, a 
follow-up, or a JCE record can be created, The pointer is to 
the disease category record in GENTERMS. The pointer to 
the disease specific record is not used in this version. 
(The field POINTER should not be changed by the user) 
Any new record of this type must be added from the 
program menu rather than directly under this option. This 
option should be used only for viewing patient diagnosis 
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records or changing existing records but not for creating 
new records because of the need for the program to identify 
pointers. 
The official date of this diagnosis (DTDX) is used as a pointer 
for linking other records to this diagnosis. 
The input screen for this record is shown above, Screen 4 
Paragraph 1.2 1. 

4.3 ttView/.Edit Patient Follow-up Filew - This file contains 
follow-up data for a given patient for a given 
diagnosis. The Patient/Diagnosis record must exist 
before the record in this file can be entered. The pointer 
must point to the corresponding patient diagnosis record 
in the file=DX~T. This procedure should not be used for 
creating a new record but should be used only for updating 
or viewing. New records should be created under the program 
menu. The input screen for this record is shown above as 
Screen 6, Paragraph 1.4. 

4.4 "View/Edit Joint Commission Evaluation Filevt - Contains a check 
list for Joint Commission evaluation. This record would usually 
be entered at the end of the first year after diagnosis or 
sooner if death intervenes. The date of diagnosis should 
correspond to the date of diagnosis on the linked record 
for this diagnosis. By pressing F5 when this screen is 
displayed, the brief summary records containing dates can 
be displayed for reference. The input form for this 

Q 
record is shown above as Screen 20, Paragraph 1.5. 

5.0 ItEdit Options - Reference Filesw - These files contain 
data which is stable during tumor data input. These 
files must be up to date BEFORE TUMOR DATA INPUT is 
performed. Some updating of the diagnosis dictionaries 
can be performed during tumor data input, but for the 
most part, these files should be updated before tumor 
data input. The files marked with the * should only be 
selected by the programmer for changes or additions. The 
menu for selection is shown: 
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(Screen 10) 

I Edit Options -- Reference Files 
List of Reporting Institutions 

* Edit Outline Table 
* Edit Labels Table 

* Edit General Terms Dictionary 
Edit Morphology Dictionary 
Edit Topography Dictionary 
* Edit Special Terms File 

Add New Morphology Codes to Dictionary 
* = CHANGES SHOULD BE MADE ONLY BY PROGRAMMER 

Make Selection or ESC to Continue; F1 for Help 

5.1 "List of Reporting Institutionsn - These records contain 
the demographic information for each reporting 
institution, such as address, person of contact, and 
code numbers. The institutional code is an arbitrary - 
unique code determined by the Project Manager. 
The input for this record is shown as Screen 18,Paragraph 1.11 

5.2 "Edit Outline Tablett - This is to be used only by the 
programmer. It contains information for scrolling 
screens. 

5.3 ItEdit Labels Table:" - This is to be used only by the 
programmer. It contains labels for screens. 

5.4 l1Edit General Terms Dictionary1I - This is to be used 
only by the proqrammer. It contains lists of terms to 
be &splayed:  fie format is shown: 

5.5 "Edit Morphology Dictionaryt1 --(TMDICT) This contains the 
list of Morphology Diagnosis and ICD code for each. The 
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description of fields in this record are found in Paragraph 1.21 
above and the input Screen 16 in the same place. For the 
Morphology terms the standard ICD M format is used. The first 
4 digits represent the morphology of the tumor. The fifth 
space is for the slash ( / ) .  The sixth space is a code 
for the behavior of the tumor: 

1 0  benign 
/ I  borderline malignancy 
/ 2  carcinoma in situ, non invasive 
/ 3  malignant, primary site 
14 malignant secondary site 
15 malignant, uncertain primary vs 

secondary 

5.6 "Edit Topography Dictionaryw -- (TPDICT). This contains a list 
of topography diagnoses and the ICD codes. The input screen 
is Screen 17 in Paragraph 1.212 above. 
The standard ICD C format is used. The code 
consists of two digits, a decimal point, and another 
digit, for example XX.X. In these programs the preceding 
letter "CU is not used. 

5.7 "Edit Special Terms File -- (SPECTRM) 
(See INTRODUCTION above "Data Files1@ par.7) 
This should be used to set up or alter the records in the 
Special Terms File (SPECTRM) which contain information for the @ descriptors of the sub-fields in the DISPEC file. To describe 
the sub-fields under a designated major field, the following 
order of messages is needed: 

1. ~ntroductory record for the major field 
2. Index record for each sub-field 
3. Descriptor record for each sub-field 

The input screen for each of these records is as follows: 

(Screen 14) 

Update specific  ise ease Fields .............................. 
SPECIFIC DISEASE CATEGORY NO CAT a --- 
MAJOR FIELD NUMBER FLDNO :--- 
NUMBER OF SUB-FIELDSIFIELD NOSFLD :--- 
SUB-FIELD INDEX NUMBER SFLDNO :--- 
SUB-FIELD LENGTH SFLDLGT:--- 
BEGINNING BYTE FOR SUB-FIELD BASFLD :--- 
CONVERSION OF STRING TO * CVSFLD :--- 
SUB-FIELD LABEL SFLDLBL:-------------------------------- 
*CONVERT TO:O=STRING;l=BYTE;2=SHORT;3=LONG;4=DATE;5=DECI~L;6=FREE 

The conversion codes are used for special data conversion types. 
All are assumed to be O=string unless otherwise specified. The 
only special types which are programmed in this version are 
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CAT 
18 
18 
18 
18 
18 
18 
18 
18 
18 

4 = DATE in format yyyymmdd and 6 = FREE STRING for comment 
fields. 

A typical set of records for describing sub-fields in the 
major fields of NEUROBLASTOMA (18) is as follows: 

FLDNO NOSFLD SFLDNO SFLDLGT BASFLD CVSFLD SFLDLBL 
0 0 0 0 0 0 NEUROBLASTOMA 
1 1 0 0 0 4 DATE OF ONSET (Index ) 
1 1 1 0 0 4 DATE OF ONSET (Descriptor) 
2 1 0 0 0 4 DATE OF FIRST VISIT 
2 1 1 0 0 4 DATE OF ONSET 
3 10 0 0 0 0 CLINICAL MANIFESTATIONS 
3 10 1 1 1 0 ABDOMINAL MASS 011 
3 10 2 1 2 0 ABDOMINAL PAIN 011 
3 10 3 1 3 0 RESPIRATORY DISTRESS 011 

ETC 
These records when completed will be used by the data input and 
retrieval from the sub-fields. 

5.8 IIAdd New Morphology Codes to Dictionary -- This allows a 
programmed creation of new records in this file and should 
be used rather than direct input as in Paragraph 5.5 above. 

6.0 "Create Disease Specific S~b-Fields~~ -- In this version this 
should be carried out under "Edit Special Terms Filew as in 
Paragraph 5 . 7  above. 

7.0 "Rectify Temporary Diagnosis Codesw -- When diagnoses are 
entered from the keyboard and the ICD code is not known, 
(Paragraph 1.211 B, above) the program assigns a temporary 
nICDw number beginning with either "Mu for morphology or 
"TW for topography. These diagnoses are stored in the 
respective dictionary. Since these temporary codes do not 
receive full service from the rest of the program, they 
should be rectified as soon as possible to the correct 
ICD codes and terminology. 

A screen appears requesting which file to ,rectify 
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(Screen 71) 

Select Dictionary to Rectify 

Rectify Temporary Morphology Codes 
Rectify Temporary Topography Codes 

(THE SECOND OPTION ABOVE SHOULD ONLY BE USED 
AFTER THE FIRST OPTION HAS BEEN RUN) 

1 -  Make Selection or ESCape 

The second option above is used only to rectify any topography 
diagnoses that have not been rectified by the first option. 
It should rarely be used. 

The program accomplishes this by reading through the 
respective dictionary and detecting any of the temporary 
codes. When a temporary code is detected a screen will appear 
showing the temporary code and awaiting input of the correct 
code. 

(Screen 52) 

TEMPORARY CODE DETECTED IN MORPHOLOGY DICTIONARY 
CODE . ---- 
DIAGNOSIS :----------------------------- 

ENTER PERMANENT CODE AND DIAGNOSIS 
CODE . ----a- 
DIAGNOSIS *-------------------------------- 

When this occurs and the user writes in the correct data then: 
The morphology dictionary item is corrected 
The patient diagnosis record bearing the temporary 
code is corrected 
The topography dictionary is searched for a corresponding 
temporary code and the same procedure followed for 
correcting the topography dictionary and patient diagnosis 
record. 
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(screen 53) 

TEMPORARY CODE DETECTED IN TOPOGRAPHY DICTIONARY 
CODE . ---- 
DIAGNOSIS :----------------------------- 

ENTER PERMANENT CODE AND DIAGNOSIS 
CODE . ------ 
DIAGNOSIS :-------------------------------- 

8.0 Creation of Survival Curves. This program when selected will create 
the ASCII file containing the survival data under the DOS name of 
TRPOOH.DOS. This file should be looked at under the DOS EDIT and 
all quotation marks removed by the editor before running the 
statistics program. This may vary with different editors. 
After this file is generated the user should EXIT from the TUMOR 
program and then call the program = TRSTAT from DOS to actually 
generate the survival curves. The instruction for using this 
program are self explanatory on the screen. (This program is 
developed by Mr Ed Brown, Kansas University Medical Center in the 
Department of Biometry) 
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I. General instructions 

- Use No. 2 soft lead pencil to record data on the forms. 
- Print one letter or digit in each box provided. 
- Use the coding books and lists indicated as sources of 

codes for: 

institution code 
racelethnicity code 
sex code 
state abbreviation 
country geocode 
disease specific categories 
morphology diagnoses and codes 
topography diagnoses and codes 
vital status code 
autopsy code 
cause of death code 
functional status code 
tumor status code 
cause of early death 
morbidity after diagnosis 

- Confer with your Data Manager when you encounter 
questions or problems. 
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Institution: 

PATIENT ID NUMBER: 

- / l " l ' l " " " l l l r  
Institution #/ Chart or ID Number 

1 1 1 1 1 l l l l l l l l l l l l l l l l  
Patient Last Name 

PATIENT DATE OF BIRTH: 

' / - I -  
Year Month Day 

DATE OF DIAGNOSIS: 

' I - / -  
Year Month Day 

(01 =White 02 =Black 03 =Asian 04 =Hispanic 
05= Amerind, Aleut, Eskimo 06 =Gypsy 98 =Other 99= DK) 

SEX: 



11. ~ i n e  by line abstracting and coding instructions 

A. Completing the POOH Patient Master Record 

The POOH Patient Master Record is a two page form containing 
demographic information on the patient and the patient's original 
date of cancer diagnosis. The following instructions should assist 
the data abstractor and coder with completing this form. 

Page 1 of Master Record 

Institution = the hospital responsible for the patient's care. 
At present, four institutions are listed in the POOH Tumor5.1 
Registry program: 

001 = Kansas University Medical Center, Kansas City, 
Kansas 

002 = Semmelweis University ~edical School, Budapest, 
Hungary 

003 = National Institute of Neurosurgery, Budapest, 
Hungary 

004 = Kyrgyz Institute of Oncology and Radiology, 
~ishkek, Kyrgyzstan 

Patient ID Number = uniquely identifies each patient in the 
registry. This number consists of two parts: 

Part 1 = the 3 digit institution code corresponding to 
the institution responsible for the patient's care. 

Part 2 = the 7 digit hospital chart number listed on the 
patient's Kansas University Medical Center hospital 
chart or the 11 digit social security number used 
to identify individuals in Hungary. 

Patient Name = the last, first, and middle given name of the 
patient. When Jr. or other designators are used with a name, list 
this after the first name. (Example: Mark Jr. or John 111) 

Mother Name = the maiden, first, and middle name of the 
biological or adoptive mother of the patient. 

Patient Date of Birth = the legal birthdate of the patient. 
Note that throughout the registry system, dates are listed as 4 
digit year, then 2 digit month, and 2 digit day. A zero must 
precede single-digit months and days. 



Month Dav 
January 
February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 
Month unknown 

. . 
3 1 
99 Day unknown 

Year 
Use 4 digit year 
9999 Year unknown 

(Example: January 5, 1978 would be coded as: 19780105). 

Approximation is preferable to coding year unknown. When the 
exact birthyear is unknown, an estimate should be made. For 
example, if the patient is 10 years old when admitted to the 
hospital on July 18, 1990, and no birthdate is given, record 
19809999. 

Date of Diasnosis = the date the patient's first cancer is 
diagnosed by a recognized medical practitioner. Patients may have 
multiple primary cancers, but this date on the Master Record will 
always remain the same and indicate the date the original cancer 
was diagnosed. 

The date of diagnosis is often a clinical diagnosis and may 
never be confirmed histologically. Even if confirmed later, this 
item refers to the date of the first clinical diagnosis and not to 
the date of confirmation. 

If upon medical or pathologic review of a previous condition, the 
patient is deemed to have had cancer at an earlier date, the 
earlier date is the date of diagnosis. As such, the date of 
initial diagnosis is then back dated. 

Month 
01 - January 
02 - February 
03 - March 
04 - April 
05 - May 
06 - June 
07 - July 
08 - August 
09 - September 
10 - October 
11 - November 
12 - December 

Year 
Use 4 digit year 
9999 Year unknown 

. . 
3 1 
99 Day unknown 
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Street, P.O. Box, Apt. # 

I u-u 
State Zip or Postal Code 

u 
Country 

I u 
Father Middle Initial 

BIRTHPLACE: 

u 1111 u - u 
State of Birth Country Zip or Postal Code 



99 - Month unknown 
(Example: January 5, 1978 would be coded as: 19780105). 

If the exact date of diagnosis is not known, the best estimate 
based on available information is acceptable. Approximation is 
preferable to recording the date unknown. 

a. For a case diagnosed before a patient entered the 
hospital, such as in a clinic or physician's office, the 
date of first hospital admission may be used if it seems 
that the patient was hospitalized within one month from 
the true date of diagnosis by the referring physician. 

b. If the only information is spring, middle, or fall of 
the year, approximate these as ~pril, July, or October, 
respectively. For winter of, it is important to discern 
whether the beginning or the end of the year is meant 
before estimating the month. 

c. If there is no basis for approximation, code the month 
99. 

d. If necessary, estimate the year. If approximation is 
impossible, code the year of diagnosis as 9999. 

e. The date of first cancer-directed therapy may be used 
as the date of diagnosis if the cancer-directed therapy 
was initiated prior to the definitive diagnosis of 
,cancer, which was later confirmed. 

Race/Ethnicity = the patient's primary race or ethnicity 
should be indicated using the appropriate two digit code. 
Currently, these codes are as follows: 

01 = White or Caucasian 
02 = Black or Afro American 
03 = Asian or Oriental 
04 = Hispanic 
05 = Amerind, American Indian, Aleut, or Eskimo 
06 = Gypsy 
98 = Other 
99 = Don't Know 

Sex = the sex of the patient. A one digit code should be used - 
to indicate patient sex as indicated below: 

1 = Male 
2 = Female 
3 = Other 
9 = Don't Know 
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Page 2 of Master Record 

Residence = the permanent residence of the patient. Street, 
P.O. BOX, and/or apartment number should be listed on the first 
line. City should be indicated on the second line and two letter 
abbreviation corresponding to the state should be recorded on the 
third line (see state codes list, Appendix A). 

The U.S.A. 5 digit zip code is to be recorded in the first 5 
boxes of the Zip code field. The ~ungarian 4 digit postal code or 
the 4 digit zip code extension (when available) should be listed in 
the last four boxes of the zip code field. (Examples: Code 66160, 
U.S.A zip code as 4/5/&/5/Q- / / /-; code 66160-9543, U.S.A. zip 
code as 5/5/1/6/Q-2/5/4/3; co$ee-4567, Hungarian postal code as 
- / - / - / - / -  - 4/5/6/1) 

The 3 digit country code corresponds to the country of 
residence and should be derived from the country geocodes list 
found as Appendix B. (Examples: U.S.A. = 926, Hungary = 445). 

Father Name = the last, first, and middle name of the 
biological or adoptive father of the patient. 

Birthplace = the place of birth of the patient. City should 
be indicated on the first line and the two letter abbreviation 
corresponding to the state should be recorded in the state of birth 
field on the second line. 

The 3 digit country code corresponds to the country of 
residence and should be derived from the country geocodes list 
found as Appendix B. (Examples: U.S.A. = 926, Hungary = 445). 

The U.S.A. 5 digit zip code is to be recorded in the first 5 
boxes of the zip code field. The Hungarian 4 digit postal code or 
the 4 digit zip code extension (when available) should be listed in 
the last four boxes of the zip code field. (Examples: Code 66160, 
U.S.A zip code as g/g/l/6/Q- - - -  / / /-; code 66160-9543, U.S.A. zip 
code as g/&/L/g/Q-9/5/4/3; code 4567, Hungarian postal code as 
JJJJ- - 4/5/6171 - 



POOH DIAGNOSIS RECORD 

PATIENT ID NUMBER: 

PATIENT NAME: 

LAST FIRST MIDDLE 

I l l l l l l l l l l l l l l  I l l 1 1 1  1 1 1 1 1 1 1 1  

Disease Specific Category 

u 
Reporting Institution 

I l l 1  1 1  l l l l l l l  I l l  I l  I l l l l l l l l l  
Q 

Morphology Diagnosis 

Morphology Code 

Date of Diagnosis: 

'/-/L-L--' 
Year Month Day 

u u 
Topography Code 



B. Completing the POOH Diagnosis Record 

The POOH Diagnosis Re'cord is a one page form used for 
recording patient cancer diagnosis information. The following 
information' should assist the abstractor or coder in its 
completion. 

Patient ID Number = uniquely identifies each patient in the 
registry. This number consists of two parts: 

Part 1.= the 3 digit institution code corresponding to 
the institution responsible for the patient's care. 

Part 2 = the 7 digit hospital chart number listed on the 
patient's Kansas University Medical Center hospital 
chart or the 11 digit social security number used 
to identify individuals in Hungary. 

Patient Name = the last, first, and middle given name of the 
patient. When Jr. or other designators are used with a name, list 
this after the first name. (Example: Mark Jr. or John 111) 

Disease S~ecific Cateaorv = one of eleven categories for 
classifying cancer types. Each cancer type is contained under one 
of these eleven categories. Use the complete list of cancer types 
provided in Appendix B to determine the correct disease specific 
category to record on the form. The eleven disease specific 
categories include: 

Leukemias 
Non-Hodgkin's lymphoma 
Wilm's tumor 
Neuroblastoma 
Bone and joint tumors 
Ewing's sarcoma 
Rhabdomyosarcoma . 
Central nervous 
Other rare tumors 
Retinoblastoma 

Reportinu Institution = the hospital responsible for making 
this diagnosis., Fill in the three digit code that corresponds to 
the appropriate institution. At present, four institutions are 
listed in the POOH TU0r5.1 Registry program: 

001 = Kansas University Medical Center, Kansas City, 
Kansas 

002 = Semmelweis University Medical School, Budapest, 
Hungary 

003 = National Institute of Neurosurgery, Budapest, 
Hungary 

004 = Kyrgyz Institute of Oncology and Radiology, 
B.ishkek, Kyrgyzstan 



Morvholow Diasnosis = the histological name of the tumor that 
was diagnosed. Print in the complete name of the morphology in the 
boxes provided. When it is unclear from the clinical, pathology or 
cytology report how a tumor should be classified, consult with your 
Data Manager. 

Morvholosv Code = corresponds to the morphology diagnosis and 
should only be derived from the International Classification of 
Diseases for Oncolosy, second edition, World Health Organization, 
1990. When it is unclear from the clinical, pathology or cytology 
report how a tumor should be classified, consult with your Data 
Manager. 

All pathology reports for the particular primary site should 
be reviewed. Although the material from the most representative 
tissue is usually the best, sometimes all of the positive material 
may be removed at biopsy. 

Example: The pathology report from a skin biopsy states 
superficial malignant melanoma. At wide excision; no 
residual tumor was found. The histology would be coded 
as superficial malignant melanoma (872013). 

Usually the FINAL pathologic diagnosis is coded. However, if 
the final diagnosis is carcinoma, NOS; melanoma, NOS; sarcoma, NOS; 
lymphoma, NOS; or malignant tumor; NOS; a 
detailed histology (a higher ICD-0 code) is 
microscopic description or in a comment, the 
histologic diagnosis should be coded. 

For 
refers to 

Example: The final pathologic diagnosis 
lymphoma (968013). The comment states 

more specific 
found in the 
more specific 

is histiocytic 
either diffuse 

large cell- (968013) or large cell immunoblastic (968413). 
The final diagnosis, histiocytic lymphoma (968013) is 
coded because it is specific. Ignore the statement of 
immunoblastic in the comment. 

purposes of coding, the term "different histologies1* 
a difference in the first three digits of the histology 

code. However, the behavior code (fifth digit) should always be 
considered. 

If there are two histologies in the same lesion and the 
behavior code is the same, select the higher histology code if no 
combined code exists. For example: 

Biopsy: Squamous cell carcinoma (807013) 
Surgery: Squamous cell carcinoma, keratinizing type 
(807113) 
Code to the higher morphology: (807113) 



Pathology report: Transitional cell epidermoid carcinoma 
Transitional cell carcinoma, NOS has a code of 812013 and 
epidermoid carcinoma, NOS has a code of 807013. Code 
this case to the higher code (812013). 

If a combined histology code exists, select the combination 
code. c or example: 

Pathology report: Mixed adenocarcinoma and squamous cell 
carcinoma 
Code to the combination code for adenosquamous carcinoma 
(8560/3) 

If the behavior code is not the same, select the morphology 
code of the higher behavior code (invasive tumor). For example: 

Pathology report: Invasive carcinoma (8010/3) 
Pathology report: Squamous cell carcinoma in situ 
(8070/3) 
Code to invasive tumor (801013) 

If no tissue or cytology specimen was obtained for a diagnosis 
of malignancy, use the code numbers listed under 800-Neoplasms, 
NOS. If the physician is more specific, use the more specific 
histology code. 

For more information on coding histologic type of tumor, refer 
to the International Classification of Diseases for Oncoloqv, 1990 
IICD-0) . 

Date of Diasnosis = the date this cancer was diagnosed by a 
recognized medical practitioner. 

The date of diagnosis is often a clinical diagnosis and may 
never be confirmed histologically. Even if confirmed later, this 
item refers to the date of the first clinical diagnosis and not to 
the date of confirmation. 

If upon medical or pathologic review of a previous condition, 
the patient is deemed to have had cancer at an earlier date, the 
earlier date is the date of diagnosis. As such, the date of 
initial diagnosis is then back dated. 



Year 
Use 4 digit year 
9999 Year unknown 

Month Day 
01 - January 0 1  
02 - February 02 
03 - March 03 
04 - April . . 
05 - May . . 
06 - June 25 
07 - July . . 
08 - August . . 
09 - September 31 
10 - October 99 Day unknown 
11 - November 
12 - December 
99 - Month unknown 
(Example: January 5, 1978 would be coded as: 19780105). 

If the exact date of diagnosis is not known, the best estimate 
based on available information is acceptable. Approximation is 
preferable to recording the date unknown. 

a. For a case diagnosed before a patient entered the 
hospital, such as in a clinic or physician's office, the 
date of first hospital admission may be used if it seems 
that the patient was hospitalized within one month from 
the true date of diagnosis by the referring physician. 

b. If the only information is spring, middle, or fall of 
the year, approximate these as April, July, or October, 
respectively. For winter of, it is important to discern 
whether the beginning or the end of the year is meant 
before estimating the month. 

c. If there is no basis for approximation, code the month 
99. 

d. If necessary, estimate the year. If approximation is 
impossible, code the year of diagnosis as 9999. 

e. The date of first cancer-directed therapy may be used 
as the date of diagnosis if the cancer-directed therapy 
was initiated prior to the definitive diagnosis of 
cancer, which was later confirmed. 

To~oaraphy Diaqnosis = the primary site of the cancer. This 
item identifies the site of origin of a tumor. Print in the 
complete topographical description in the boxes provided. When the 
primary site is unclear from the clinical, pathology or cytology 
reports, consult with your Data Manager. 

Toposraphy Code = the three digit code that corresponds with 
the primary site of the cancer. 



The topography section of the ICD-0 should be used for coding 
the primary site of all tumors. The site codes may be found in the 
Topography, Numerical List .. section (pages 1 - 20) or in the 
~lphabetic Index (pages 51 - 136), which includes both topography 
and morphology terms. In the Alphabetic Index, all site 
(topography) codes are indicated by a "CU preceding the code 
number. (Note: The I1Cv1 is not coded). 

~eukemia is coded to bone marrow (42.1), because blood cells 
originate ,in the bone marrow. 

Both Hodgkinfs and non-Hodgkinfs lymphomas should be coded to 
the lymph nodes, NOS (77.9) for this project. 



POOH FOLLOW-UP RECORD 

PATIENT ID NUMBER: 

PATIENT NAME: 

MORPHOLOGY CODE: 

MORPHOLOGY: 

TOPOGRAPHY CODE: 

TOPOGRAPHY: 

DATE OF DIAGNOSIS: 

LAST FlRST MIDDLE 

Reporting Institution: Ll.-u 

Date of this t'oilow-up: u / u / u  
Year Month Day 

Patient Vital Status: ( l  =Alive 3 =Dead 9 =  Unknown) 

If Deceased: 

Date of Death: - / - / -  
Year Month Day 

Was autopsy performed? ( ! = Y a ? = N o 9 = U n k n o w n )  

Cause of Death: LI-L-U (ICD-9-ChI) 

Tumor Registry Code for Cause of Death: u 
0 = Dead, Cause: Other Than Cancer 2 = Desd, Cause: Cancer Other Than This Cancer 
1 = Dead, Cause: Cancer Coded Here 3 = Desd, Cause: Unknown 

- 

Patient Functional Status: u 
I = Normal Activity 
2 =Symptomatic and ambulatory 
3 = ~ m h u l a t n r ~  more than 50% of  the time. occ~sionally needs tlssistance 
J=Ambulatory less than 50% o f  the time, nursing care needed 
5=Bedridden, may require hospitalization 
8 =Not applicable, dead 
9=Unknown or  unspecified 

Tumor Status: u 
1 =No evidence of this cancer 
2 = Evidence of this cancer 
9=Unknown, Indeterminate whether this wncer  is present 



C. completing the POOH Follow-up Record 

The POOH Follow-up Record is a one page form used for 
recording information on patient and tumor status following a 
specific cancer diagnosis. Patient follow-up information may be 
entered anytime after the patient's Master Record and ~iagnosis 
Record(s) have been entered into the POOH Registry. Patients 
should be followed at least once a year. 

A patient may have multiple Follow-up Records. Each Follow-up 
Record is linked to a specific Diagnosis Record for the patient. 
The following information should assist the abstractor or coder in 
completing a Follow-Up Record. 

NOTE: The first seven items of information to be recorded on the 
Follow-Up Record should be derived from the Diagnosis Record to 
which the Follow-Up Record is being linked. These items include: 
patient ID number, patient name, morphology code, morphology, 
topography code, topography, and date of diagnosis. 

Patient ID Number = uniquely identifies each patient in the 
registry. This number consists of two parts: 

Part 1 = the 3 digit institution code corresponding to 
the institution responsible for the patient's care. 

Part 2 = the 7 digit hospital chart number listed on the 
patient's Kansas University Medical Center hospital 
chart or the 11 digit social security number used 
to identify individuals in Hungary. 

Patient Name = the last, first, and middle given name of the 
patient. When Jr. or other designators are used with a name, list 
this after the first name. (Example: Mark Jr. or John 111) 

Morpholoqy Code = corresponds to the morphology diagnosis and 
should have been derived from the International Classification of 
Diseases for Oncolosv, second edition, World Health Organization, 
1990. 

Morpholoqy Diaunosis = the histological name of the tumor that 
was diagnosed. Print in the complete name of the morphology on the 
line provided. 

Toposraphv Code = the three digit code that corresponds with 
the primary site of the cancer. 



Date of Diacmosis = the date this cancer was diagnosed by a 
recognized medical practitioner. 

~e~ortinu Institution =the hospital responsible for following 
the patient and preparing this report. Fill in the three digit 
code that corresponds to the appropriate institution. At present, 
four institutions are listed in the POOH Tumor5.1Registry program: 

001 = Kansas University Medical Center, Kansas City, 
Kansas 

002 = ~emmelweis University Medical School, Budapest, 
Hungary 

003 = National Institute of Neurosurgery, Budapest, 
Hungary 

004 = Kyrgyz Institute of Oncology and Radiology, 
Bishkek, Kyrgyzstan 

Date of this follow-up = the date of last patient contact or 
the patient's date of death. The date should be listed as 4 digit - 
year, then 2 digit month, and 2 digit day. 
single-digit months and days. 

Month 
01 - January 
02 - February 
03 - March 
04 - April 
05 - May 
06 - June 
07 - July 
08 - August 
09 - September 

A zero must precede 

Year 
Use 4 digit year 
9999 Year unknown 

10 - October 99 Day unknown 
11 - November 
12 - December 
99 - Month unknown 
(Example: January 5, 1978 would be coded as: 19780105). 

Do not record the date that follow-up information was received 
or requested, the date it was recorded on the abstract or the 
follow-up form, or the date it was entered into the computer. 



patient Vital Status = whether the patient is alive or dead. 
The codes to be used are: 

1 = Alive 
2 = Dead 
9 = Unknown 

Code the best available information concerning the vital 
status of the patient at the date of last contact or death. 

If there is no follow-up information, code 9 for unknown vital 
status. 

THE FOLLOWING THREE DATA ITEMS SHOULD ONLY BE CODED IF THE PATIENT 
IS DECEASED. IF THE PATIENT IS ALIVE OR THE VITAL STATUS IS 
UNKNOWN, LEAVE THESE ITEMS BLANK. 

Date of Death = the date of patient death. The date should be 
listed as 4 digit year, then 2 digit month, and 2 digit day. A 
zero must precede single-digit months and days. 

Month Day Year 
01 - January 01 Use 4 digit year 
02 - February 02 9999 Year unknown 
03 - March 03 
04 - April . . 
05 - May . . 
06 - June 25 
07 - July . . 
08 - August . . 
09 - September 31 
10 - October 99 Day unknown 
11 - November 
12 - December 
99 - Month unknown 
(Example: January 5 ,  1978 would be coded as :  19780105). 

Was autopsy performed? = indicates whether an autopsy was 
performed after the patient's death. Codes to be used here are: 

1 = Yes 
2 = No 
9 = Unknown 



Cause of Death = the underlyinq cause of the patient's death. 
When available, code the cayse of death listed on the patientfs 
death certificate or that indicated on the autopsy report or in the 
medical record. 

Use the International Classification of Diseases IICD-9-CM1 
code. 

  he underlyinq cause of death code usually has four digits. 
Some codes may have an optional fifth digit. Ignore the fifth 
digit. 

If the fourth digit for the underlying cause of death is "XW, 
"-", or absent, use 9 for the fourth digit. 

When a 'tVff or "EW precedes the code, do not code the 9 T W  or 
r*EiP . 

If the underlying cause of death is not available, do not 
attempt to code it; instead code 9999. 

Examples : 

~nderlyinq cause of death Code 

Cancer of the thyroid 193 1939 
Acute appendicitis with 

peritonitis 540.0 5400 
Adenocarcinoma of stomach 151.9 1519 
Fall on ice E885 8859 

Tumor Resistrv Code for Cause of Death = the categorical code 
which describes in general terms whether the cancer was due to 
cancer or not. Using information from the medical record, assign 
the appropriate one digit code from those below: 

0 = Dead, Cause Apparently Other Than Cancer 
1 = Dead, Cause Cancer, Apparently the Cancer Coded Here 
2 = Dead, Cause Cancer Other Than This Cancer 
3 = Dead, Cause Unknown 



Patient Functional Status = the patient's ability to carry on 
the activities of daily living at the date of last contact or 
death. The codes are: 

1 = Normal Activity 
2 = Symptomatic and ambulatory 
3 = Ambulatory more than 50% of the time, occasionally 

needs assistance 
4 = Ambulatory less than 50% of the time, nursing care 

needed 
5 = Bedridden, may require hospitalization 
8 = Not applicable, dead 
9 = Unknown or unspecified 

This data item changes over time. It should reflect the 
patient's quality of survival as specified on the date of last 
contact. 

If the patient is dead, record 8. 

Runor Status = the cancer status for this primary. The codes 
are : 

1 = No evidence of this cancer 
2 = Evidence of this cancer 
9 = Unknown, Indeterminate whether this cancer is present 

Code the best available information concerning the cancer 
status of the patient at the date of last contact or death. 

It should be emphasized that official death certificates do 
not always indicate the presence of cancer, although the registry 
records may demonstrate that the patient had cancer immediately 
before death. Code the response according to registry or physician 
information. Consider such items as: 

How long before death was the last follow-up information 
obtained? 

Was the last follow-up information based on an actual medical 
examination? 

Are autopsy findings available for review? 



POOH JOINT COMMISSION EVALUATION RECORD 

PATIENT ID NUMBER: 

PATIENT NAME: 
LASr mRST MIDDLE 

MORPHOLOGY CODE: 

MORPHOLOGY: 

TOPOGRAPHY CODE: 

TOPOGRAPHY: 

DATE OF DIAGNOSIS: 

DATE OF THIS RECORD: - / - -  
Year Month Day 

DATE OF DEATH (if deceased): '/-/- 
Year Month Day 

NUMBER OF DAYS IN HOSPITAL DURING FIRST 365 DAYS AFTER THXS DIAGNOSIS: UQ 
DAYS 

CAUSE OF EARLY DEATH: 

A. This cancer: U 
B. Bleeding: 

C. Infection: 

D. Other Cause: l-l 

MORBJDITY DURING FIRST 365 DAYS AJTER THIS DIAGNOSIS: 

A. Bleeding (Life Threatening): l-l 

B. Infection (Life Threatening): l-l (l=Yes 2=No 9=DK) 

C. Other Cause (Life Threatening): L.l 

DATE OF RELAPSE: ' I - / -  
Year Month Day 



D. completing the POOH Joint commission Evaluation Record 

The POOH Joint Commission   valuation (JCE) Record is a one 
page form used for recording information on patient morbidity and 
mortality to fulfill JCE requirements for program evaluation. The 
patient's JCE Record may be completed after 365 days have passed 
since the patient's cancer diagnosis and then entered anytime after 
the patient's Master Record and Diagnosis Record(s) have been 
entered into the POOH Registry. This record should be updated at 
the time of a patient's death. 

A patient will have only one JCE Record for each primary 
cancer diagnosis. Each JCE Record is linked to a specific 
Diagnosis Record for the patient. The following information should 
assist the abstractor or coder in completing the JCE Record. 

NOTE: The first seven items of information to be recorded on. the 
JCE Record should be derived from the Diagnosis Record to which the 
JCE Record is being linked. These items include: patient ID 
number, patient name, morphology code, morphology, topography code, 
topography, and date of diagnosis. 

Patient ID Number = uniquely identifies each patient in the 
registry. This number consists of two parts: 

Part 1 = the 3 digit institution code corresponding to 
the institution responsible for the patient's care. 

Part 2 = the 7 digit hospital chart number listed on the 
patient's Kansas University Medical Center hospital 
chart or the 11 digit social security number used 
to identify individuals in Hungary. 

Patient Name = the last, first, and middle given name of the 
patient. When Jr. or othelf designators are used with a name, list 
this after the first name. (Example: Mark Jr. or John 111) 

Momholoav Code = corresponds to the morphology diagnosis and 
should have been derived from the International classification of 
Diseases for Oncoloav, second edition, World Health Organization, 
1990. 

Mor~holow Diacmosis = the histological name of the tumor that 
was diagnosed. Print in the complete name of the morphology on the 
line provided. 

Tomgra~hv Code = the three digit code that corresponds with 
the primary site of the cancer. 

Tormurawhv ~iasnosis = the primary site of the cancer. This 
item identifies the site of origin of a tumor. Print in the 
complete topographical description on the line provided. 



Date of ~iasnosis = the date this cancer was diagnosed by a 
recognized medical practitioner. 

Date of this Record = the date the data were obtained from 
patient records and recorded on this form. The date should be 
listed as 4 digit year, then 2 digit month, and 2 digit day. A 
zero must precede single-digit months and days. 

Month 
01 - January 
02 - February 
03 - March 
04 - April 
05 - May 
06 - June 
07 - July 
08 - August 
09 - September 
10 - October 
11 - November 
12 - December 
99 - Month unknown 

. . 
31 
99 Day unknown 

Year 
Use 4 digit year 
9999 Year unknown 

(Example: January 5, 1978 would be coded as: 19780105). 

THE FOUOWING DATA ITEM SHOULD ONLY BE CODED IF THE PATIENT IS 
DECEASED. IF THE PATIENT IS ALIVE OR THE VITAL STATUS IS UNKNOWN, 
LEAVE THIS ITEM BLANK. 

Date of Death (if deceased) = the date of patient death. The 
date should be listed as 4 digit year, then 2 digit month, and 2 
digit day. A zero must precede single-digit months and days. 

Month 
01 - January 
02 - February 
03 - March 
04 - April 
05 - May 
06 - June 
07 - July 
08 - August 
09 - September 
10 - October 
11 - November 
12 - December 
99 - Month unknown 

. . 
31 
9 9 Day ' unknown 

Year 
Use 4 digit year 
9999 Year unknown 

(Example: January 5, 1978 would be coded as: 19780105). 



Number of Davs in Hos~ital durinu First 365 Davs after this 
~iaanosis = the total number of days the patient spent 

hospitalized as an inpatient during the first year after the cancer 
diagnosis. This information should be obtained by reviewing the 
patient's complete hospital chart and other available records. 
Days admitted for the cancer, infections, chemotherapy or other 
treatments, complications, and any other reason should be included 
in this count. 

THE FOLLOWING DATA ITEM SHOULD ONLY BE CODED IF THE PATIENT IS 
DECEASED, IF THE PATIENT IS ALIVE OR THE VITAL STATUS IS UNKNOWN, 
LEAVE THIS ITEM BLANK. 

Cause of Earlv Death = the underlying cause of the patient's 
death. Refer to the Follow-up Record(s) on this patient, the 
patient's hospital chart, death certificate and/or autopsy report 
to determine the cause of the patient's death. 

Indicate using l=Yes, 2=No, or 3=DK (Donr t Know) as to whether 
the cause or causes included: this cancer, bleeding, infection, or 
some other cause. 

Morbiditv Durins First 365 Davs after this Diaunosis = life 
threatening sequelae that occurred within the first year after this 
cancer was diagnosed. The following criteria must be met in order 
to consider any category a l=Yes: 

Infection = €500 absolute neutrophil count, evidence of 
positive blood cultures, OR evidence of localization (pneumonia, 
meningitis, cellulitis, etc.). 

Fever = temperature >38 degrees Celsius lasting for more than 
5 days. 

Bleeding = sudden decrease in hemoglobin and shock, >25% drop 
in hemoglobin at any one time, OR >2 grams drop in hemoglobin per 
day lasting 3 days or more. 

Code each category as l=Yes, if the above criteria are met; or 
2=No or 9=DK (Don't Know). 



Date of Relapse = the date the cancer first came out of 
remission or recurred as determined by: bone marrow biopsy for 
leukemias, first metastasis (for all cancers except leukemias), or 
physician diagnosis. The date should be listed as 4 digit year, 
then 2 digit month, and 2 digit day. A zero must precede single- 
digit months and days. 

Month 
01 - January 
02 - February 
03 - March 
04 - April 
05 - May 
06 - June 
07 - July 
08 - August 
09 - September 
10 - October 
11 - November 
12 - December 
99 - Month unknown 

. . 
31 
99 Day unknown 

Year 
Use 4 digit year 
9999 Year unknown 



APPENDIX A 



STATE ABBREVIATION CODES LIST 

Alabama 
Alaska 
Arizona 
Arkansas 
~alifornia 
Colorado 
Connecticut 
Delaware 
Florida 
Georgia 
Hawaii 
Idaho 
Illinois 
Indiana 
Iowa 
Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 

Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 
Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 





COUNTRY GEOCODES LIST 

COUNTRY 
~fghanistan 
~lbania 
Algeria 
American Samoa 
Angola 
~ntarctica 
Antigua and Barbuda 
Argentina 
Armenia 
Aruba 
Ashmore and Cartier 
~ustralia 
Austria 
Azerbaijan 
Bahamas 
Bahrain 
Bangladesh 
Barbados 
Belgium 
Belize 
Benin 
Bermuda 
Bolivia 
Bosnia-Herzegovina 
Botswana 
Brazil 
British Virgin Islands 
Brunei 
Bulgaria 
Burkina 
Burma 
Burundi 
Byelarus 
Cambodia 
Cameroon 
Canada 
Cape Verde 
Cayman Islands 
Central African Republic 
Chad 
Chile 
China 
Colombia 
Comoros 
Congo 
Coak Islands 
Costa Rica 
Croatia 
Cuba 
Cyprus 

CODE 
110 
120 
125 
060 
141 
143 
149 
150 
135 
100 
155 
160 
165 
115 
180 
181 
182 
184 
190 



COUNTRY GEOCODES LIST 

COUNTRY 
Czechoslovakia 
Denmark 
Djibouti 
Dominica 
Dominican Republic 
Ecuador 
Egypt 
El Salvador 
Equatorial Guinea 
Estonia 
Ethiopia 
Falkland Island 
Fed States Micronesi 
Fiji 
Finland 
France 
French Guiana 
French Polynesia 
Gabon 
Gambia 
Gaza Strip 
Georgia 
Germany 
Ghana 
Gibraltar 
Greece 
Greenland 
Grenada 
Guadeloupe 
Guam 
Guatemala 
Guinea 
Guinea-Bissau 
Guyana 
Haiti 
Honduras 
Hong Kong 
Hungary 
Iceland 
India 
Indonesia 
Iran 
Iraq 
Ireland . 
Israel 
Italy 
Ivory Coast 
Jamaica 
Japan 
Jordan 
Kazakhstan 

CODE 
310 
315 



COUNTRY 
Kenya 
~iribati 
Korea, Dem Peoples Rep 
Korea, Republic of 
~uwai t 
Kyrgyzstan 
Laos ' 

Latavia 
Lebanon 
Lesotho 
Liberia 
Libya 
Liechtenstein 
~ithuania 
Luxembourg 
Macau 
Madagascar 
~alawi 
Malaysia 
Maldives 
Mali 
Malta 
Man, Isle of 
Marshall Islands 
Martinique 
Mauritania 
~auritius 
Mexico 
Moldova 
Monaco 
~ongolia 
Montserrat 
Morocco 
~ozambique 
Namibia 
Nauru 
Nepal 
Netherlands 
Netherlands Antilles 
New Caledonia 
New Zealand 
Nicaragua 
Niger 
Nigeria 
Northern Mariana Is 
Norway 
Oman 
~akistan 
Panama 
Papua New ~uinea 
Paraguay 

CODE 
505 
398 
514 
515 
520 
510 
530 
541 
540 
543 
545 
550 
553 
542 
570 
573 
575 
577 
580 
583 
585 
590 
588 
073 
591 
592 
593 
595 
576 
607 
608 
609 
610 
615 
821 
621 
625 
630 
640 
645 
660 
665 
667 
670 
069 
685 
616 
700 
710 
712 
715 



COUNTRY GEOCODES LIST 

COUNTRY 
Peru 
Philippines 
Poland 
Portugal 
Puerto Rico 
Qatar 
Romania 
Russia 
Rwanda 
Saudi Arabia 
Senegal 
Seychelles 
Sierra Leone 
Singapore 
Slovenia 
Solomon Islands 
Somalia 
South Africa 
Spain 
Sri Lanka 
St. Helena 
St. Kitts and Nevis 
St. Lucia 
St. VincenttGrenadin 
Sudan 
Suriname 
Swaziland 
Sweden 
Switzerland 
Syria 
Taiwan 
Tajikistan 
Tanzania, United Rep 
Thailand 
Togo 
Tokelau 
Tonga 
Trinidad and Tobago 
Tunisia 
Turkey 
Turkmenistan. ,. 

Turks and Caicos Island 
Tuvalu 
Uganda 
Ukarine 
United Arab Emirates 
United Kingdom 
United States 
Uruguay 
Uzbekistan 
Vatican City 

CODE 
720 
725 
730 
735 
072 
747 
755 
825 
758 
785 
787 
788 
790 
795 
789 
229 
800 
801 
830 
272 
765 
763 
770 
775 
835 
840 
847 
850 
855 
858 
281 
784 
865 
875 
883 
884 
886 
887 
890 
905 
909 
906 
908 
910 
928 
888 
925 
926 
930 
931 
934 



COUNTRY 
~enezuela 
Vietnam 
virgin Islands 
western Sahara 
Western Samoa 
Yemen 
Yugoslavia 
zaire 
Zimbabwe 

COUNTRY GEOCODES LIST 

CODE 
940 
945 
078 
831 
963 
965 
970 
291 
818 



DATA ENTRY INSTRUCTION MANUAL 
(For use with the POOH Tumor 6.10 Registry Program) 

Manual by: Cathy D .  Boysen, University of Kansas Medical Center 



HOW TO USE THIS MANUAL 

  his manual has been designed for use by data entry personnel. ~t 
provides instructions for data entry (key strokes are shown in 
bold) along with screens that come up at each step of the data 
entry process. 

Data entry personnel are responsible for data entry only. Edit of 
data screens and dictionaries should be performed by Data Managers 
in order to provide consistency between the partner hospitals. 

suggestions for modification of this manual or the POOH Registry 
Program are welcomed and should be conveyed to the Data Managers at 
the respective hospitals. 

GENERAL DATA ENTRY INSTRUCTIONS 

1- Use Caps Lock when entering text. 

2- Use [+I, [Backspace] or [Delete] to make corrections when 
entering data. 

3- Use [t] to backtrack, when necessary. 

4- When fields are automatically filled with correct information by 
the computer program, hit [Enter] to move onto the next empty field 
and continue data entry. 

5- Hit [Ctrl-Enter] to enter a screen of data and move to the next 
screen. 

6- Be aware that the screen will go dark after a few minutes if no 
use is made of the POOH program. The screen last viewed can be 
brought up again by hitting [Enter]. 

7- Ignore blue areas on the data entry screens. Do not modify 
items in these blue fields. 



LOADING AND BOOTING !iXJMQR5.1 

TO copv tumor5.1 to vour hard drive: 

C:\> 

C:\>md tumor5.1 [ENTW] 

C:\> 

C:\>cd\tumor5.1 [ENTER] 

Put diskette with tumor5.l program in drive A 

C:\TUMOR5.l>copy A:*.* C: [EWTER] 

Once the TUMOR5.1 proaram is on vour hard drive, vou mav need to 
increase the number of files that mav be open at one time in order 
for the Drogram to run. 

Refer to your operating system manual to determine how to do this. 
Increase the files=55. 

To boot uw the wroaram: 

C:\> 

C:\>cd\tumor5.1 [ENTER] 

C:\TUMOR5.l>tumor [EWlXR] 



TUMOR PROGRAM SUFFIXES: 

* . EXE 
* . HLP 
* . DAT 
*.KO1 
*.KO2 
*.KO3 
*.KO4 
*.KO5 
* . DMP 
* . APP 
* . SCN 
* .MDL 
* . CLA 



TABLE OF CONTENTS 

How to create a patient Master Record 2 

HOW to create a patient Diagnosis Record 8 
~dentifying a patient by ID Number 10 
~dentifying a patient by last name 12 
Identifying a patient by searching the master list 15 

What to do if the morphology isn't in the dictionary 25 
What to do if the topography isn't in the dictionary 27 

How to create a patient Follow-up Record 
What to do if the diagnoses don't match 

How to create a patient Joint   oh mission Evaluation Record 38 
What to do if the diagnoses don't match 45 

How to enter treatment data 
How to view the treatment data you've entered 

How to edit POOH registry records 5 3  
1-~odifying a Patient Haster Record 5 3  
2-Modifying a Patient Diagnosis Record 55 
3-Modifying a Patient Follow Up Record 57 
4-Modifying a Patient Joint Commission Evaluation Record 59 
5-Modifying treatment data 61 



ENTERING PATIENT DATA 

I .  Creating a patient master record 

Creating a patient master record is the first step required in the process 
of entering patient data i n t o  the POOH registry. 

Boot UP t he  woqram: 

C:\> 

C : \>cd\tumorS .1 [ENTER] 

C : \TUMOR5.1 >tumor [ENTER] 

ii xxxxxxxxxx xxxxxx xxxxxx xx xx 
II XX XX . XX XX XX XX XX XX 
Ii XX XX XX XX XX XX XX XX 
ii xxxxxxxx~x xx XX xx xx xxxxxxxxxxx 
II XX XX XX XX XX XX XX 

XX XX XX XX XX XX 
XXXXXX XXXXXX XX XX 

F I 

11 P E D I A T R I C  O N C O L O G Y  O U T R E A C H  i 
II 

H U N G A R Y  
II 

II II 
VERSION 5.10 

lr 1 
KANSAS UNIVERSITY MEDICAL CENTER 
Director: Frederick F. Holmes, M.D. I ,  

[ENTER] 

il Data Base Options ii 
I, 

MAY REQUIRE IDENTIFICATION OF PATIENT 
II 

II II 
II I 
11 I Patient Related Data Input 
11 1 Select Printed Reports 

I Erase Patient Files 
I 1 I 

I I 
REQUIRES NO IDENTIFICATION OF PATIENT 

Data File Editing Procedures 
Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary ~iagnosis Codes 

Process Survival Curves 

1' 1 Make Selection or ESC to Return; F1 for help I // 
I' 

[ENTER] 



11 1 
Data Base Options 11 

MAY REQUIRE IDENTIFICATION OF PATIENT 

patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

Enter Treatment Data 

I View Current Patient Summary 

Make Selection or ESC; ~ l ' f o r  Help 

I Data Base Options 

REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follaw-Up Data 
Edi - Data 

IDENTIFY CURRENT PATIENT 
1 = NEW PATIENT INPUT 

2 = ESTABLISHED PATIENT 

0 
0 = ABORT STEP 

. . 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

[ENTER] 

~dit/View/Enter Tumor Diagnosis 
~dit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Relnted Data Input 

IDENTIFY CURRENT PATIENT 
1 = NEW PATIENT INPUT 

2 = ESTABLISHED PATIENT 

1 
0 = ABORT STEP 

Options for Patient Data Input 

Data 

IP 

Identify Cu 
ENTER NEW PATIENT 

Edit/View/Ente ID NUMBER 
Edit/View/Enter D 

Edit/View/Ente 
Edit/View/Enter J 

View Current I 

KEY I N  PATIENT ID NUMBER from patient's MASTER RECORD (paper abstract) 



- - 

Data Base Options II 
I MAY REQUIRE IDENTIFTCATION 01 PATIENT 11 

( Patient Related Data Input 1 
options for Patient Data Input 

Identify Cu 

View Current 

ENTER NEW PATIENT 
ID NUMBER 

FIRST THREE DIGITS 
MUST BE DIGITS OF 
INSTITUTION CODE 

NUMBER 
00218812046789 6- Make Selection o 

I' 

[ENTER] 

1 Data Base Options 

REPORTING INSTITUTIONS 

NAME OF INSTITUTION INSTITUTION CODE 
Kansas University.Medica1 Center 001 
Semmelweis Univ. Medical School 002 
National Inst. of Neurosurgery 003 

For Patient: 00218812046789 ESC to Continue 

[$I to institution listed on patient's MASTER RECORD (paper abstract) 
[ENTER] 



patient Related Data Input 

Options for Patient Data Input 

INSTITUTION CODE 
nt 

gnosis 
ific Data 
Data 
sion Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

[ENTER] 

I 
Data Input Form for Master IST THREE DIGITS OF PATIENT ID NO 

Record will be Added MUST BE ROOT INSTITUTION CODE NVMBER 
Patient ID Number PTID :00218812046789 RACE CODES 
Patient Last Name PLNAME : 01 = White 
Patient First Name PFNAME : 02 = Black 
Patient Middle Name PMNAME : 03 = Asian/Orient 
Mother Last Name (Maiden) MLNAME : 04 = Hispanic 
Mother First Name MFNAME : 05 = Amerind,Esk 1 Mother Middle Name MMNAME : 06 = Gypsy 

I Date of Birth DOB yyyymmdd 98 = Other 
I Date of First Diagnosis DOE yyyymmdd 99 = Unknown 
Race/Ethnicity Code RACE ETH : 
S e x  (M=1;2=F;3=other;9=Unk)SEX 
Street Address STREET : 
City Address CITY : 
State of Residence STATE : 
Postal Code ZIP :00000-0000 PRESS F1 FOR HELP 
Country Code NATION :000 PRESS F5 FOR SUMMARY 
Father's Name:Last: First: Middle Init: 

I Place of Birth-- City: State : Nation: 
Postal Code of Birth BZIP :00000-0000 

[ENTER] 



Data Input Form for Master '1.5~ THREE DIGITS OF PATIENT ID NO 
Record will be Added MUST BE ROOT INSTITUTION CODE NUNBER 

Patient ID Number PTID :00218812046789 RACE CODES 
Patient Last Name PLNAME : PATIENT 01 = White 
Patient First Name PFNAME :TEST 02 = Black 
patient Middle Name PMNAME :A 03 = Asian/Orient 
Mother Last Name (Maiden) MLNAME :SMITH 04 = Hispanic 
Mother First Name MFNAME :JUDY 05 = Amerind,Esk 
Mother Middle Name KMNAME :S 06 3 Gypsy 
Date of Birth DOB :I9881204 yyyymmdd 98 = Other 
Date of First Diagnosis DOE :I9920401 yyyymmdd 99 = Unknown 
Race/Ethnicity Code RACE ETH:06 
Sex (M=1;2=F;3=other;9=Unk)SEX : 2 
Street Address STREET :I234 S.W. VISTA DRIVE 
City Address CITY : BUDAPEST 
State of Residence STATE : 
Postal Code Z IP :00000-1234 PRESS F1 FOR HELP 
Country Code NATION :445 PRESS F5 FOR SUMMARY 
Father's Name:Last: PATIENT First: HENRY Middle Init: T 
Place of Birth-- City: BUDAPEST State : Nation: 445 
Postal Code of Birth BZIP :00000-6789 

KEY IN PATIENT DATA from the patient's MASTER RECORD (paper abstract). 
[EWER] or + after keying each data item. 
[Print Screen] after entering last data item. 
[CTRL-ENTER] to input data and go on to the next screen. 

I Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 
L 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/~nter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

' Make Selection or ESC; F1 for Help 

GO TO PAGE 17 to enter this patient's diagnostic information. 
-0R- 

[ESC] to return to DATA BASE OPTIONS menu. 



11, Entering diagnostic information 

The patient's cancer diagnosis (morphology and topography) may be entered 
anytime after the patient's Master Record has been entered into the POOH 
Registry. A patient may have multiple Diagnosis Records, but will only have one 
Master Record on file, The patient's Master Record and Diagnosis Records are 
automatically linked by the POOH Registy program using the Patient ID Number, 
which is unique for each patient. 

-- 
Data Ease Options - 11 -- .-- - - . 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I // 

Patient Related Data Input 
Select Printed Reports 
Erase Patient Files . 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

I 

Make Selection or ESC to Return; F1 for 

[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary - -. - -- 
Make Selection or E X ;  F1 for Help 

GO TO PAGE 17 if the patient for whom you are creating a Diagnosis Record has. 
already been identified and is displayed in the red line at the bottom of your 
computer screen. 

-OR- 
[ENTER] if the patient has not been identified. 



I ,Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 
- Z*! 

Patient Data Input 
u---v--z. - - - -.--- --- ... - --. -- -. 

I 
Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
~dit/View/Enter Disease Specific Data 

~dit/View/Enter Follow-up Data 
1 
I1 

IDENTIFY CIJRRENT PATIENT 
1 = NEW PATIEKT IP!PUll 

2 = ESTABLISHED PATIENT 

0 
0 = ABORT STEP 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient DaLa Input 

I Identify Current Patiant 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edi Data 

IDENTIFY CURRENT PATIENT 
1 = NEW PATIENT INPUT 

[ENTER] 

L--- 2 = ESTABLISHED PATIENT 

2 
0 = ABORT STEP 

IP 



* JC * OPTION 1 T O  IDENTIFY THE PATIENT * * -*. * 
(USE PATIENT ID NUMBER) 

- 
Data Base Options 1- 

MAY REQUIRE IDENTIFICATION OF PAI'IENT 

patien* - Related Data ~n-pt, - -__- 
Options for Pa 

P --- ----- 

View Current I 

1 = ENTER PiUIIRER FRO!! 
KEY FOAKD 

2 = SEARCH FOR IILTWlrlZR BY 
LPST N M E  

3 = SEARCH ENTIRE YASTER 
LIST 

Make Selection 01 

Data Base Options 
- 

YAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 11 
I f  

Options for Pa 
- ----- -- 

Identify Cu 

View Current 
- - - - -. . - 

Make Selection o 

SELECT SOURCE FOR TE NUI4BEJ; 
FOR ESTABLISKXD PATIEfill 

1 = ENTER NUMBER FROM 
KEYBOARD 

2 = SEARCH FOR NITrlBER BY 
LAST NAXE 

3 = SEARCH ENTIRE MASTER 
LIST 

[ENTER] 



- - -- -- 
Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input d l  
-- 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagno ENTER ID NUMBER 
Edit/View/Enter Disease Specifi FOR ESTAELISHED 

Edit/View/Enter Follow-up Da PATIENT 
Edit/View/Enter Joint Commissio r- 

View Current Patient summar- 
--!I 1 

Make Selection or ESC; F1 for 

KEY IN PATIENT ID NUMBER from p a t i e n t ' s  MASTER RECORD (paper  a b s t r a c t ) .  

Patient Related Data Input 

Options for Patient Data Input 

[ '  Identify Current Patient 

Edit/View/Enter Tumor Diagno 
Edit/View/Enter Disease Specifi 

Edit/View/Enter Follow-Up Da 
Edit/View/Enter Joint Commissio 

00218812046789 

View Current. Patient Summar 

Make Selection or ESC; F1 for Help 

1 ENTER] 

Data Base Options 

Patient Related Data Input 

Options for Petient Data Input 
- - - - - - - - - -  - ------.=& - -. -- 

IaentiEy C u r r e m t  Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data . 
'Edit/View/Enter Joint Commission Data 

View Current Patient Scmmary 
- 

Make Sehction or ESC; F1 for Help , 

60 TO PAGE 17 



OPTION 2 TO IDENTIFY THE PATIENT * 
(USE PATIENT LAST NAME) 

Data Base Options - II 
I 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input --- I 
Options for pa 

--..------ ---.---- - 
Ideirtify Cu 

View Current 

Make Selection o 

SELS.:C'Ii SOURCE FuK ID MlTk32.i: 
FOR ESTABLISifdD PATIXFL' 

I = ENTER NUMBER FROM 
KEYBOARD 

2 = SEARCH FOR NUNRER BY 
LAST NAME 

3 = SEARCH ENTIRE M?ISTER 
LIST 

Data Base Options 

Options for Pa 

I I  View Current I 

1 = ENTER NUMBER FROX 
KEY BOARD 

2 = SEARCH FOR NUMBER BY 
LAST SAXE 

3 = SEARCH ENTIRE YASTER 
LIST 

2 

11 Make Selection 01 

[ENTER] 



-. .- .- 
I 

Data Base Options 1 
MAY REQUIRE IDENTIFICATION OF 

patient Related Data Input 

I. Options for Patient Data Input 
-- 

Identify Current Patient 

Edit/View/Enter Tunor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

ENTER LAST NAME FOR WHICH TO SEARCH - t k / _  
KEY IN PATIENT LAST NAME from p a t i e n t ' s  MASTER RECORD (paper  a b s t r a c t ) .  

---= 

MAY REQUIRE IDENTIFICATION OF PATIENT 

- 
Xdentify Current Patient 

Edit/View/Enter Tuinor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

t r 

PATIENT 

[ENTER] 



Il 
--- - 11 - -- -- - -- 

PATIENT MASTER LIST 

PT ID NO LAST NAME FIRST FAYE MIDDLE N U i E  
0 0 1 3 3 3 3 3 3 3 3 3 3 3  PATIENT CHARLES 1.' 
00218812046789 PATIENT TEST A 

[ s ]  t o  pa t i en t  t o  be selected. 
[ENTER] 

- - 

- - . . -- 
Base Options -- -. ----- 

MAY REQUIRE IDENTIFICATION OF PATIEi.!'T 

Patient Related Data Input? 

options for Pa'tienf: D ~ t a  I n p t  
-.---.- --------- - -- - - - --- 

Identify Current Patient 

I 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follo!~-Up Data 
Edit/View/Enter Joint Conmission Data 

For Patient: I 

To Make Selection, Strike ENTER. If no Selection is Made, 

Make Selection or ESC; P1 for Help 

GO TO PAGE 17 



* * * OPTION 3 TO IDENTIFY THE PATIENT * JC * 
(SEARCH ENTIRE LIST OF PATIENTS IN THE REGISTRY) 

Patient Related Data Input 

7- -. - - - - -- - - -, 
Options for Pa 

Edit/View/Ente 1 = ENTER NUXBER FROM 
Edit/View/Enter D KEY BOARD 

Edit/View/Ente 2 = SEARCH FOR NUNBEB FY 
Edit/View/Enter J LAST NAME 

3 = SEARCH EPiTIRE YfSTE!; 
LI S'l' 

View Current 

7 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIEHT 

(Patient~elated Data I n p u q  ---- 7 1  
Options for Pa 

View Current 

I 1 = ENTER NUMBER FROM 
KEYE3ARD 

2 = SEARCH FOR NUI4BER BY 
LAST N*iE 

I 3 = SEARCH ENTIRE MASTEX 
LIST 

I Make selection 01 
I1 

[ENTER] 



- - 
PATIENT MASTER LIST 

----..- 

PT ID NO LAST NAME FIRST NAEIE MlDDLE NAME 
0019097531 ANNA EEN 
001809876 BLACK CHERRY P I'T 
001920304 BLOSSOM CHERRY P KT 
001796543 GELY WHEAT YUK 
001123456789999GRANATE PAM 
001854567 HEAD TINY 
002666666666 JONES TERRY R 
001777777777 JONES PETE 1: 
001888888888 JONES MARTHA P 
00133333333333 PATIENT CFSRLES P 
00218812046789 PATIENT TEST A 
002555555555 PERSON PETER S 
0018012345 PRUNE PURPLE PITIED 
0024444444444 SAMPLE SUE T -- 

For Patient: 00218812046789 PATIENT,TEST 
To Make Selection, strike ENTER. If no Selection is Made, Strike ESCape ----- -- 

[t] to patient to be selected. 
[ENTER] 

- 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Rel.ated Data Input 

Options for Paiient Data Input 
----- 

I? 
- - - . - - -  - - . _  --- 

Identify Current Patient 

Edit/S7iew/Enter Tumor Diagnosj.~ 
Edit/View/Entes Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 
i 

00218812046789 PATIENT,TEST 

GO TO NEXT PAGE 



START HERE AFTER YOU HAVE IDENTIFIED THE PATIENT FOR 
W M  YOU WANT TO INPUT DIAGNOSTIC INFORMATION 

Patient Related Data Inp!lt 

Edit/View/Enter Tunor Diagnosis 
Edit/Vieu/Enter Disease SpeciFic Ddta 

Edit/View/Enter Follow-.Up Data 
Edit/View/Enter Joint Colnmission Data 

1 4 1  to Edit/View/Enter Tumor Diagnosis 
[ENTER] 

Data Base Options - 
MAY REQUIRE IDENTIFICATION OF PATIENT 

I 
Patient Related Data Input 

Options for Patient Data Input -- I 
> 

Identify Current Patient 

Edit/View/Enter Tumor Diagrosis 

- - 

- 

SELECT SOURCE FOR CURRENT PATIENT 
DIAGNOSIS RECORD 

' 1 = CREATE NEW DIAGNOSIS RECORD 
2 = UPDATE EXISTING DIAGNOSIS 

RECORD 

0 
Press F1 for Help 



pi---.-_ --- 
Data Ease Options 
.- - ------ 

- _--i _-= 
Optior~s for Pat5.e~;- Dat8 Tnp-1: 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
- - - - - - -- 

SELECT SOURCE FOR CURXEBT PATIENT 
DIAGNOSIS RECORD 

1 = CREATE NEW DIAGNOSIS RECORD 
2 = UPDATE EXISTING DIAGNaSIS 

RECORD 

1. 

Press F1 for Help 

00218812046789 PXTIENT,TEST 

ENTER] 

r- . = -_-_- 11 
_ _ , _ _ -  - ._ - -------- --- - - .- -- - -. - 

DISEASE SPECIFIC CATEGORIES 
--.-. .-- 

TOPOGRAPHIC DIAGNOSIS ICD CODE 
LEUKEMIAS 
NON-HODGINS LYMPHOMA 
KODGKIN'S DISEASE 
WILM'S TUMOR 
NEUROBLASTOMA 
BONE AND JOINT TUMORS 
EWING'S SARCOMA 
RHABDOMYSARCOMA 
CENTRAL NERVOUS 
OTHER RARE TUMORS 
RETINOBLASTQMA 

-- 
For Patient: 00218812046789 PATIENT,TEST 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

[ r ]  to Disease Specific Category 1 isted on patient's DIAGNOSIS RECORD (paper 
abstract 1 



SELECT INSTITUTION CODE FROM LIST 
_-_-.---, 

REPORTING INSTITUTIONS -- - il - - .  .. . -'I 

NAME OF INSTITUTION INSTITUTION CODE 
Kansas University Medical Center 0 0 1  

i; 
Semmelweis Univ. Medical School 062 ,I 
National Inst. of Neurosurgc;-y 0r.3 I /  1 

I. 

-- ----- 
For Patient: 00218812046789 PATIENTITEST 
To Make Selection, Strike ENTER. If no Selection is K.;n&, 

7.- -- - - -  

[r] to Institution Reporting this Diagnosis listed on the patient's DIAGNOSIS 
RECORD (paper abstract) 
[ENTER] 

SELECT INSTITUllION CODE FROK LIST 
Data Base Options 

---- 
MAY REQUIRE IDENTIFICATION OF PATIENT 

I Patient Relzted Data Inputl 
Opti I n p C  

REPORTING ----- n- Id INSTITUTION CODE nt 

gnosis 
Edit/Vie ific Data 

Edit/ Data 
Edit/Vie sion Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

00218812046789 PATZENT,TEST 

[ENTER] 



Patient Related Data Input] 
-- 

for Pz.tj.ent Diita In!?ct 
. . - - . -. - -- - - . - _ _ _  

Identify Current Patient 

Edit/View/Enter Tumor ~iagnalis 
Edit/View/Enter Disease specific Data 

Edit/View/Enter Follow-up Data 
Coiumissic,;~ Da t:: 

SOURCE OF MOPHOLOGIC DIAGNOSIS 

0 = KEYBOARD; 1 = DICTIOIIARY 

press enter to continue 
0 

MAKE WORPiTOLOGIC DIAGNOSIS 

--- ---- 
Data Base Options 

REQUIRE 

Patient Related Data Input 

Options for Patient Data Input 

r e d e i f y  Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edi-t/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Commission Data 

SOURCE OF MOPHOLOGIC DIAGNOSIS 

0 = KEYBOARD; 1 = DICTIONARY ent Sumnary 

Press enter to continue C!; F1 for Help 
.1 .- 

00218812046789 PATIENT,TEST 

[ENTER] 

MAKE MORPHOLOGIC DIAGNOSIS 



IF NO SELECTION IN DICTIONARY,THEN ESCAPE AND OPTION FOR KEYBOARD IHNJ?' A'L~:-:Pxs 
-- -- -- 

-----a 

MORPHOLOGY DIAGNOSIS 
- --d 

MORPHOLOCY CODE MORPHOLOGY DIAGMOSIS 
OSTEOSARCOMA 9180/3 
CHONDROSARCOMA 9220/3 /I 

I! 
i ! 
I! 
j j 
I! 
/I 

-- 

To Make Selection, Strike ENTER. If no Selection is Kade, Strike ESCape 

00218812046789 PATIENT,TEST MAKE MORPIIOLOGIC DIAGNOSIS 

[t] to Morphology Diagnosis and Code listed on patient's DIAGNOSIS RECORD (paper 
abstract) 
[ENTER] 

-OR- 
60 TO PAGE 25 if the patient's morphology diagnosis is not listed in the 
dictionary. 

-- - ---- 
Data Base Options 

Patient Related Data Input 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

00218812046789 PATIENT,TEST WXE MORPHOLOGIC DIAGNOSIS 

KEY DATE OF DIAGNOSIS listed on the patient's DIAGNOSIS RECORD (paper abstract) 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

yyyyn~mdd 

I 
Sumnary 

Make selection or ESC; FZ for Help 
------- 

00218812046789 PATIENT,TEST 

[ENTER] 

MAKE MORPHOLOGIC CIAGNOSllS 

----- 

Patient Related Data Input 
--.--- 

Options for Patient Data Input -- 
Identify Current Patient r------- 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Commission Data 

ENTER: 0 = SKIP TOPOGRAPHY 

1 = MAKE TOPOGRAPHY ent Summary 

Press enter to continue C; F1 for Help 
1 

.' 
00218812046789 PATIENT,TEST OSTEOSARCOMA 

11 1 
[ENTER] 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

I Patient Related Data ;"put\ -1 
--P-_̂ ------ 

fbr Patient Data Input 

SOURCE OF TOPOGR?iPIIIC DIAGNOSIS 

0 = TOPOGRAPHIC DIAGNOSIS WAS 
ALREADY ENTERED. RETURN. 

EI 1. - ENTER TOPOGRAPHY FSOH KEYBO:.::D I ti 
2 -- ENTER TOPOGRAPHY FROM DICTIOtTARY I I 

OSTEOSARCOMA 

Data Base Options - 

Patient Related Data Input - -.-- 

Options for Patient Data Input 

SOURCE OF TOPOGRAPBIC DIAGNOSIS 

0 = TOPOGRAPUIC DIAGNOSIS WAS 
ALREADY ENTERED. RETURN. 

1 = ENTER TOPOGRAPHY FROM KEYBOARD 

2 = ENTER TOPOGRAPHY FROM DICTIONARY 

2 

00218812046789 PATIENT,TEST 

[ENTER] 



IF SELECTION NOT MADE THEN ESCAPE. OPTION TO MAKE A KEYBOARD ENTRY THEX APPEARS 
- 

TOPOGRAPHIC DIAGNOSIS - --- 
TOPOGRAPHIC CODE SITES DIAGNOSIS 
LONG BONES OF UPPER LIMB,SCAPULA 40.0 

, SHORT BONES OF UPPER LIMB 40.1 
LONG BONES OF LOWER LIMB 40.2 
SHORT BONES OF LOWER LIMB 40.3 
OVERLAPPING LESIONS, LOWER LIMB 40.8 
BONES OF LIMES, NOS 40.9 
BONES OF SKULL AND FACE 41.0 
MANDIBLE 41.1 
VERTEBUL COLUMN 41.2 
RIBS, STERNUM, CLAVICLE 41.3 
PELVIC BONES, SACRUM, COCCYX 41.4 
OVERLAPPING LESIONS OF SKELETON 41.8 
BONE, NOS 41.9 

For Patient: 00218812046789 PATIEN1,TEST 
To Make Selection, strike ENTER. If no Selection is Madc, Strike FSCape - - -- - -------. 

00218812046789 PATIENTITEST OSTEOSARCOHA 

[I] to Topography Diagnosis and Code 1 isted on patient's DIAGNOSIS  RECORD (paper 
abstract). 
[EWER] 

-OR- 
GO TO PAGE 27 if the patient's topography diagnosis is not listed in the 
dictionary. 

------.--- 
Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input t -- 
Options for Patient Data Input 

--- 
Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 
-- - -- 

Make Selection or ESC; F1 for Help 

00218812046789 PATIENTITEST OSTEOSARCOMA 

[ESC] X 2 to exit Registry program, if desired. 



* * * * * * * * WHAT TO DO IF. . . 
THE PATIENT'S MORPHOLOGY DIAGNOSIS IS NOT LISTED IN THE DICTIONARY: 

IF NO SELECTION IN DICTIONARY,THEN ESCAPE AND OPTION FOR KEYBOARD INPUT APPEARS 
- 

MORPHOLOGY DIAGNOSIS 

MORPHOLOGY CODE MORPHOLOGY DIAGNOSIS 
OSTEOSARCOMA 9180/3 
CHONDROSARCOMA 9220/3 

- - 
For Patient: 00218812046789 PATIENT,TEST 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

00218812046789 PATIENT,TEST MAKE MORPHOLOGIC DIAGNOSIS 

Data Base Options 

EUY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

NO MORPHOLOGIC DIAGNOSIS WAS SELECTED 
FROM THE DICTIONARY 

PLEASE INDICATE YOUR CHOICE 

0 = RETURN TO MENU 
1 = ENTER DIAGNOSIS FROM KEYBOARD 

MAKE MORPHOLOGIC DIAGNOSIS 



Data Base Options 

Patient Related Data Input 

NO MORPHOLOGIC DIAGNOSIS a t a  Input 

11 CANNOT PROCEEDiRETURN TO MENU 11 
II Press enter to continue II Diagnosis 

specific Data 
w-Up Data 
mission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 
L 

00218812046789 PATIENT,TEST 

[ENTER] 

MAKE MORPHOLOGIC DIAGNOSIS 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 
I\ 

MAKE MORPHOLOGIC DIAGNOSIS 

PUT A NOTE ON THE PATIENT'S DIAGNOSIS RECORD TO INDICATE I T  HAS NOT BEEN ENTERED 
AND BRING I T  TO M E  ATCENTION OF YOUR DATA MANAGER SO THAT THE PROBLEM WITH THE 
MORPHOLOGY DICTIONARY MAY BE RESOLVED AND THE DIAGNOSIS RECORD MAY BE ENTERED. 



* X * * * * WHAT TO DO I F .  . . Jt * 
THE PATIENT'S TOPOGRAPHY DIAGNOSIS I S  NOT L ISTED I N  THE DICTIONARY: 

IF SELECTION NOT MADE THEN ESCAPE. OPTION TO MAIZE A KEYBOARD ENTRY THEN APPEARS 

TOPOGRAPHIC DIAGNOSIS 

TOPOGRAPHIC CODE SITES DIAGNOSIS 
LONG BONES OF UPPER LIMB,SCAPULA 40.0 
SHORT BONES OF UPPER LIMB 40.1 
LONG BONES OF LOWER LIMB 40.2 
SHORT BONES OF LOWER LIMB 40.3 
OVERLAPPING LESIONS, LOWER LIMB 40.8 
BONES OF LIMBS, NOS 40.9 
BONES OF SKULL AND FACE 41.0 
MANDIBLE 41.1 
VERTEBRAL COLUMN 41.2 
RIBS, STERNUM, CLAVICLE 41.3 
PELVIC BONES, SACRUM, COCCYX 41.4 
OVERLAPPING LESIONS OF SKELETON 41.8 
BONE, NOS 41.9 

- -- 

For Patient: 00218812046789 PATIENTITEST 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

00218812046789 PATIENTITEST OSTEOSARCOMA 

CESCl 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

NO TOPOGRAPHIC DIAGNOSIS WAS SELECTED 
FROM THE DICTIONARY 

PLEASE INDICATE YOUR CHOICE 

0 = RETURN TO M E W  
1 = ENTER DIAGNOSIS FROM KEYBOARD 

00218812046789 PATIENT'TEST OSTEOSARCOMA 

r.01 
[ENTER] 



MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

ata Input 

atient 

Press enter to continue Diagnosis 
Specific Data 
w-Up Data 
mission Data 

View Current Patient Sunnary 

Make Selection or ESC; F1 for Help 

[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make selection or ESC; FI for Help 

OSTEOSARCOMA 

PUT A NOTE ON THE PATIENT'S DIAGNOSIS RECORD TO INDICATE IT HAS NOT BEEN ENTERED 
AND BRING IT TO THE ATTENTION OF YOUR DATA MANAGER SO THAT THE PROBLEM WITH THE - 
TOPOGRAPHY DICTIONARY MAY BE RESOLVED AND THE DIAGNOSIS RECORD MAY BE ENTERED. 



..,.,. 
,,$%;, ,;.:is :!+ 
.+.?'' .,,;,,?' 

111. Entering follow-up information 

Follow-up information on a patient may be entered anytime after t h e  
patient's Master Record and Diagnosis Record(s) have been entered into the POOH 
Registry. A patient may have multiple Follow-up Records. Each Follow-up Record 
is linked to a specific'Diagnosis Record for the p a t i e n t  and reflects information 
about the status of the tumor and the patient since the time of the cancer 
diagnosis. 

- -- - 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Select Printed Reports 
Erase Patient Files 

I 
REQUIRES NO IDENTIFICATION OF PATIENT 

Data File Editing Procedures 
Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Make Selection or ESC to Return; F1 for help 

[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 1 
Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; Fl for Help 

The patient for whom you are entering follow-up information should be displayed 
in the red 1 ine at the bottom of your computer screen. If no patient has been 
identified, refer to pages 8-16 of this manual for information on identifying the 
patfent. After identifying the patient, 60 TO PAGE 30. 

2 9 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

~dit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

i 
View Current Patient Summary 

Make Selection or ESC; F1 for Help 

[ & I  t o  Edit/View/Enter Follow-up Data 
[ENTER] 

[ENTER] 

- 
Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I I 

- 

- - 

PROCESS FOLLOW-UP RECORD 
Correct patient master record must 
be current. Record must be linked 
to PATIENT/DIAGNOSIS record. This 
must be selected as follows: 

INSTRUCTIONS FOR SELECTING 
PATIENT DIAGNOSIS RECORD 

Scroll to Patient Diagnosis Record 
If Not Found then Strike ESC 
If Found then Strike Enter 

Record Will Appear for Viewing 
Then Strike ESC to 

Make the Record Current 0 



IF RECORD NOT IN LIST STRIKE ESC ELSE MAKE SELECTION AND STRIKE ENTER 

For Patient: 00218812046789 PATIENTITEST 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

i 

IF RECORD NOT IN LIST STRIKE ESC ELSE MAKE SELECTION AND STRIKE ENTER 
00218812046789 PATIENT,TEST 

i~ 

111 to diagnosis matching that listed on the patient's FOLLOW-UP RECORD (paper 
abstract) 
[ENTER] 

-OR- 
[ESC], [ENTER], AND CONSULT WITH YOUR DATA MANAGER if no diagnosis listed for the 
patient matches the  diagnosis listed on the FOLLOW-UP RECORD. 

DIAGNOSIS LIST FOR PATIENT 

MORPHOLOGY DIAGNOSIS MORPH CODE TOPOGRAPHY CODE 

THIS IS REQUESTED PATIENT DIAGNOSIS RECORD FOR VIEWING ONLY. STRIKE ESCAPE 
11 Data Base Options I[ 
1 MAY REQUIRg IDENTIFICATION OF PATIENT 

Update Patient Diagnosis Record 
Recxord will be Changed 

PATIENT ID NUMBER PTID :00218812046789 
MORPHOLOGY ICD CODE MDXID :9180/3 
MORPHOLOGY DIAGNOSIS MDXLIT :OSTEOSARCOMA 
TOPOGRAPHY ICD CODE TDXID :40.0 
TOPOGRAPHY 'DIAGNOSIS TDXLIT :LONG BONES OF UPPER LIMl3,SCAPULA 
DATE; OF DIAGNOSIS yy~mmdd DTDX :19920401 
INST~TUTION REPORTING THIS DX INST :002 
DISEASE CATEGORY NUMBER DISNO : 20 
DISEASE CATEGORY LITERAL DISLLT :BONE AND JOINT TUMORS 
TREATMENT CODE RX : 0 
TREATMENT LITERAL RXLIT : 
TREATMENTS: SG=SURGERY; XRX=RADIATION THERAPY; CH=CHEMOTHERAPY; ORX=OTHER 

DO NOT WRITE INTO THESE FIELDS. FOR INFORMATION ONLY 
POINTER TO SPECIAL TERMS SPECPTR: 0 
POINTER TO DISEASE CATEGORY CATPTR : 30 PRESS F5 FOR SUMMARY 

THIS IS REQUESTED PATIENT DIAGNOSIS RECORD FOR VIEWING ONLY. STRIKE ESCAPE 
00218812046789 PATLENT,TEST OSTEOSARCOMA 

EXAMINE the diagnostic informat ion 1 i sted on the patient' s FOLLOW-UP RECORD 
(paper abstract) and that displayed on the computer screen. If the morphology, 
topography, and date of diagnosis match: 
I ESCI 

-0R- 
GO TO PAGE 36 if the  diagnostic information does not match. 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

0 
WAS CORRECT PATIENT/ 
DIAGNOSIS RECORD FOUND? 

' = Y"; 0 = NO " ata E 
Edit ata 

View Current Patient Summary 

Make selection or EsC; F1 for Help 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

WAS CORRECT PATIENT, 
DIAGNOSIS RECORD FOUND? 

Edit i ata ata 

11 View Current Patient Summary 
I 

Make Selection or ESC; F1 for Help 

00218812046789 PATIENT,TEST 

[ENTER] 



Options for Patient Data Input 

Identify Current Patient 

r 

NO FOLLOW-UP RECORD FOR THIS 
DIAGNOSIS IN FILE 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

I Patient Related Data Input I 

ENTER 
0 = RETURN TO MENU WITHOUT ACTION 
1 = CREATE NEW FOLLOW-UP RECORD 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease I;;_; specific Data Data 

J 

[ 1 I 
[ENTER] 

nt  omm mission Data 

tient Summary 

ESC; F1 for Help 

SELECT INSTITUTION CODE FROM LIST 

REPORTING INSTITUTIONS 
- r 

I 

For Patient: 00218812046789 PATIENT,TEST 
To Make Selection, Strike ENTFR. If no Selection is Made, Strike ESCape 

- 

NAME OF INSTITUTION INSTITUTION CODE 
Kansas University Medical Center 001 
Semmelweis Univ. Medical School 002 
National Inst. of Neurosurgery 003 

[r ]  to institution listed on patient's FOLLOW-UP RECORD 
[ENTER] 

(paper abstract) 



SELECT INSTITUTION CODE FROM LIST 

[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input I 
REPORTING 

gnosis 
Edit /Vie ific Data 

Edit/ Data 
Editpie %ion Data 

t 

Record will be Added UPDATE FOLLOW-UP RECORD (Linked to 69,856) 
PATIENT ID NUMBER PTID :00218812046789 
INSTITUTIONAL IDENTIFICATION NUMBER INSTID :002 
DATE OF THIS FOLLOWUP y y p d d  DTFU 
PATIENT VITAL STATUS PT STATUS : 0 

(2 = Dead; 1 = Alive; 9 = Unknown) 
DATE OF DEATH yyymddqi b DOD 
WAS AUTOPSY PERFORMED? AUTOPSY : o 

(2 = No; 1 = Yes; 9 = Unknown) 
ICD CODE FOR CAUSE OF DEATH COD , (Use 4 digit code from ICD 9 to record cause of death DAM 3.128) 
\TUMOR~~EGISTRY CODE FOR CAUSE OF DEATH 

(O=DEAD,OTHER THAN CA; 1=DEAD,SAME CA; 2=DEAD,OTHER CA; 3=DEAD UNKNOWN CAUSE' 
FUNCTIONAL STATUS FUNCT STAT : 0 

(1 = Normal activity; 2 = Symptomatic and Ambulatory; 
3 = Ambulatory more than 50% of the time, occasionally assisted; 
4 = Ambulatory less than 50% of the time, nursing care needed; 
5 = Bedridden, may need hospitalization; 8 = Not applicable,dead; 
9 = Unknown or unspecified.) 

TUMOR STATUS TUMOR STAT:O 
Fl=Help (1 = No evidence of this cancer; 2 = ~vidence of this cancer; 
FS=Summary 9 = Unknown, Indeterminate whether this cancer is present.) 

00218812046789 PATIENT,TEST OSTEOSARCOMA 

i 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

[ENTER] X 3 



Record will be Added UPDATE FOLLOW-UP RECORD (Linked to 69,856) 
PATIENT ID NUMBER PTID :00218812046789 
INSTITUTIONAL IDENTIFICkTION NUMBER INSTID : 002 
DATE OF THIS FOLLOWP y w d d  DTFU :I9930503 
PATIENT VITAL STATUS PT STATUS : 1 

(2 = Dead; 1 = Alive; 9 = Unknown) 
DATE OF DEATH y y m d d  W D  
WAS AUTOPSY PERFORMED? AUTOPSY : 0 

-.(2 = No; 1 = Yes; 9 = Unknown) 
ICD CODE FOR CAUSE OF DEATH COD 

(Use 4 digit code from ICD 9 to record cause of death DAM 3.128) 
TUMOR REGISTRY CODE FOR CAUSE OF DEATH 

(O=DEAD,OTHER THAN CA; l=DEAD,SAME CA; 2=DEAD,OTHER CA; 3zDEAD UNKNOWN CAUSE) 
FUNCTIONAL STATUS FUNCT STAT:2 

(1 = Normal activity; 2 = Symptomatic and Ambulatory; 
3 = Ambulatory more than 50% of the time, occasionally assisted; 
4 = Ambulatory less than 50% of the time, nursing care needed; 
5 = Bedridden, may need hospitalization; 8 = Not applicable,dead; 
9 = Unknown or unspecified.) 

TUMOR STATUS TUMOR STAT : 2 
.Fl=Help (1 = No evidence of this cancer; 2 = Evidence of this cancer; 
F5=Summary 9 = Unknown, Indeterminate whether this cancer is present.) 

i 

00218812046789 PATIENTITEST OSTEOSARCOMA 

KEY IN PATIENT DATA from the patient's FOLLOW-UP RECORD (paper abstract). 
[ENTER] or r after keying each data item. 
[Print Screen] after entering last data item. 
[CTRL-ENTER] to input data and go on to the next screen. 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

I Patient Related Data Input I 
. Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 



* * * * * * * * WHAT TO DO IF. . . 
THE PATIENT'S DIAGNOSIS IN THE COMPUTER DOES NOT MATCH THE DIAGNOSIS 
ON THE FOLLOW-UP RECORD: 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

WAS CORRECT PATIENT/ 
DIAGNOSIS RECORD FOUND? 

ata 

Edit ata 

View Current Patient Summary 

Make selection or ESC; F1 for Help 

[OI 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

II Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease S~ecific Data 

REQUESTED PATIENT/DIAGNOSIS 

11 NOT FOUND. MAKE NEW RECORD 

11 Press enter to continue 

FollowkIp Data 
nt Commission Data 

tient Summary 
--- 

ESC; F1 for Help 

[ENTER] 



Data Base options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

options for Patient Data Input 

Identify Current Patient 

Edit/View/~nter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 
L 

CONSULT WITH YOUR DATA MANAGER TO RESOLVE THIS PROBLEM. 



IV. Entering joint commission evaluation information 

Joint commission evaluation (JCE) information on a patient may be entered 
anytime after the patient's Master Record and Diagnosis Record(s) have been 
entered into the POOH Registry and after one year has elapsed since the time of 
the patient's cancer diagnosis. Each JCE Record is linked to a specific 
Diagnosis Record for the patient and provides morbidity and mortal ity informat ion 
useful for comparing groups of patients treated in Budapest hospitals and the 
University o f  Kansas Medical Center. 

I Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Select Printed Reports 
Erase Patient Files 

I 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Make Selection or ESC to Return; F1 for help 

[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

view Current Patient Summary 

Make Selection or ESC; F1 for Help 

The patient for whom you are entering JCE informat ion should be displayed in the 
red line at the bottom of your computer screen. If no patient has been 
identified, refer to pages 8-16 of this manual for information on identifying the 
patient. After identifying the patient, GO TO PAGE 39. 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/~nter Tumor Diagnosis 
~dit/View/Enter Disease Specific Data 

I Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

[r ]  to Edit/View/Enter Joint Commission Data 
[ENTER] 

MAY REQUIRE IDENTIFICATION OF PATIENT 

PROCESS JOINT COMMISSION DATA 
Correct patient master record must 
be current. Record must be linked 
to PATIENT/DIAGNOSIS record. This 
must be selected as follows: 

INSTRUCTIONS FOR SELECTING 
PATIENT DIAGNOSIS RECORD 

Scroll to Patient Diagnosis Record 
If Not Found then Strike ESC 
If Found then Strike Enter 

Record Will Appear for Viewing 
Then Strike ESC 

Make the Record Current 0 

[ENTER J 



IF RECORD NOT IN LIST STRIKE ESC ELSE W E  SELECTION AND STRIXE ENTER 

DIAGNOSIS LIST FOR PATIENT 

MORPHOLOGY DIAGNOSIS 
OSTEOSARCOMA 

MORPH CODE TOPOGRAPHY CODE 
9180/3 40.8 

For Patient: 00218812046789 PATIENT,TEST 
To Make selection, Strike ENTER. If no Selection is Made, Strike ESCape 

IF RECORD NOT IN LIST STRIXE ESC ELSE MAKE SELECTION AND STRIKE ENTER 
00218812046789 PATIENT,TEST 

[+I  to diagnosis matching that listed on the patient's JOINT COMMISSION 
EVALUATION RECORD (paper abstract) 
[ENTER] 

-OR- 
[ESC] , [ENTER], AND CONSULT WITH YOUR DATA MANAGER if no diagnosis 1 i s ted for the 
patient matches the diagnosis listed on the JOINT COMMISSION EVALUATION RECORD. 

Update Patient Diagnosis Record 
R e ~ r d  will be Changed 

PATIENT ID NUMEjER PTID :00!218812046789 
MORPHOLOGY ICD CODE MDXID :9180/3 
MORPHOLOGY DIAGNOSIS MDXLIT :OSTEOSARCOMA 
TOPOGRAPHY ICD CODE TDXID :40.0 
TOPOGRAPHY DIAGNOSIS TDXLIT :LONG BONES OF UPPER LIMB,SCAPULA 
DATE:, OF DIAGNOSIS yyyymmdd DTDX : 19920401 
INSTITUTION REPORTING THIS DX INST :002 
DISEASE CATEGORY NUMBER DISNO : 20 
DISEASE CATEGORY LITERAL DISLIT :BONE AND JOINT TUMORS 
TREATMENT CODE RX : 0 
TREATMENT LITERAL RXLIT : 
TREATMENTS: SG=SURGERY; XRX=RADIATION THERAPY; CH=CHEMOTHERAPY; ORX=OTHER 

NOT WRITE INTO THESE FIELDS. FOR INFORMATION ONLY 
POINTER TO SPECIAL TERMS SPECPTR: 0 
POINTER TO DISEASE CATEGORY CATPTR : 30 PRESS F5 FOR SUMMARY 

THIS IS REQUESTED PATIENT DIAGNOSIS RECORD FOR VIEWING ONLY. STRIKE ESCAPE 

THIS IS REQUESTED PATIENT DIAGNOSIS RECORD FOR VIEWING ONLY. STRIKE ESCAPE 
00218812046789 PATIENT,TEST OSTEOSARCOMA 

I Data Base options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

EXAMINE the diagnostic information listed on the patient's JOINT COMMISSION 
EVALUATION RECORD (paper abstract) and that displayed on the computer screen. 
If the morphology, topography, and date of diagnosis match: 
Wcl  

-0R- 
GO TO PAGE 45 if the diagnostic information does not match. 

1 



MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

DIAGNOSIS RECORD FOUND? 

= YES; 0 = NO 
Edit 

E 
Edit 

ata 

ata 

Il View Current Patient Summary 

A Make Selection or ESC; F1 for Help 

DIAGNOSIS RECORD FOUND? 

1 

'1 1 = YE:; 0 = NO 
Edit 

E 
Edit 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

ata 

1 ata 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 
-- 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

JOINT COMMISSION RECORD FOR 
THIS DIAGNOSIS INFILE 

ENTER 
RETURN TO MENU WITHOUT ACTION 
MAKE NEW JOINT COMMISSION 

RECORD 

~ollowkp Data 
n t  Commission Data 

tient Summary 

ESC; F1 for Help 

11 1 
[ENTER J 

SELECT INSTITUTION CODE FROM LIST 

REPORTING INSTITUTIONS 

NAME OF INSTITUTION INSTITUTION CODE 
Kansas University Medical Center 001 
Semmelweis Univ. Medical School 002 
National Inst. of Neurosurgery 003 

For Patient: 00218812046789 PATIENT,TEST 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

[ 4 ]  to institution 1 isted on patient's JOINT COMMISSION EVALUATION RECORD (paper 
abstract \ , 
[ENTER] 



SELECT INSTITUTION CODE FROM LIST 
Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Optio 1nput 

Editpie ific Data 
Edit/ 

EditrJie sion Data 

View Current Patient Summary 

Hake Selection or ESC; F1 for Help 

00218812046789 PATIENTITEST 

[ENTER] 

Joint Comission Evaluation Form 
Record will be Changed 

PATIENT ID. NUMBER PTID: 00218812046789 PRESS F5 FOR SUMMAR! 
DATE OF THIS RECORD: DATE OF DEATH:yyyymmdd 
JOINT COMMISSION EVALUATION DATA FOR THIS DIAGNOSIS DATE: 19920401 yyyymmdc 
Number of Days in ~ospital During First 365 Days After This Diagnosis: 0 
DATE OF RELAPSE: ~-LkFmdd b 

I 1 

Make Selection or ESC; F1 for Help 

Cause of Early Death 
A. This Cancer : 0 
B. B1,eeding . : 0 
C. 1nTection : 0 
D. Other Cause : 0 

KEY IN PATIENT DATA from the patient's JOINT COMMISSION EVALUATION RECORD (paper 
abstract). 
[ENTER] or + after keying each data i tern. 

~orbidity During First 365 Days After This Diagnosi: 
A. Bleeding (Life Threatening) : 0 
B. Infection (Life Threatening) : 0 
C. Other Cause (Life Threatening) :O 

KEY TO JOINT COMMISSION DATA ENTRIES: 1 = Yes; 2 = No; 9 = DK 
DO NOT WRITE INTO THIS FIELD. FOR INFORMATION ONLY 
POINTER TO PATIENT DIAGNOSIS RECORD 69,856 



Joint Commission Evaluation Form 
Record will be Added 

PATIENT ID NUMBER PTID: 00218812046789 PRESS F5 FOR SUMMARY 
DATE OF THIS RECORD: 19930524 DATE OF DEATH:yyyymmdd 
JOINT COMMISSION EVALUATION DATA FOR THIS DIAGNOSIS DATE: 19920401 yyyymmdd 
Number of Days in Hospital During First 365 Days After This Diagnosis: 34 
DATE OF RELAPSE: Y Y Y F ~ ~  

Cause of Early 
A. This Cancer 
B. Bleeding 
C. Infection 

Morbidity During First 365 Days After This Diagnosis 
A. Bleeding (Life Threatening) : 2 

: 0 B. Infection (Life Threatening) : 1 
: 0 C. Other Cause (Life Threateninq) :2 - .  

D. Other Cause : 0 ] 
KEY TO JOINT COMMISSION DATA ENTRIES: 1 = Yes; 2 = No; 9 = DK 

DO NOT WRITE INTO THIS FIELD. FOR INFORMATION ONLY 
POINTER TO PATIENT DIAGNOSIS RECORD 69,856 

1 

Make Selection or ESC; F1 for Help 

00218812046789 PATIENT,TEST OSTEOSARCOMA 

[Print Screen] after entering last data item. 
[CTRL-ENTER] to input data and go on to t h e  next screen. 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

I Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

00218812046789 PATIENT,TEST 

[ E X ]  X 2 to exit Registry program, if desired. 



* * * * * * * * WHAT TO DO I F ,  . . 
THE PATIENT'S DIAGNOSIS I N  THE CMPUTER WES NOT MATCH THE DIAGNOSIS 
ON THE JOINT COmISSION EVALUATION RECORD: 

Data Base Options - 
MAY REQUIRE IDENTIFICATION OF PATIENT 

1 Patient Related Data Input 
0 I 

WAS CORRECT PATIENT/ 
DIAGNOSIS RECORD FOUND? 

1 = YES; 0 = NO 

E 
Edit ata 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

101 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

REQUESTED PATIENT/DIAGNOSIS 

I A M  POUND. MAXE W E W  RECORD 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

I 
Follow-Up Data 
nt Commission Data 

tient Summary 

ESC; F1 for Help 

[ENTER] 



Data Base options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/~nter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

View Current Patient Summary 

Make Selection or ESC: F1 for Help 

CONSULT WITH YOUR DATA MANAGER TO RESOLVE THIS PROBLEM. 



* * HOW TO ENTER TREATMENT DATA * * * 

Data Base Options 

REQUIRE IDENTIFICATION OF PATIENT 
I I 

Patient Related Data Input 
Select Printed Reports 
Erase Patient Files 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Make Selection or ESC to Return; F1 for help 

r to Patient Related Data Input 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

11 Options for Patient Data Input 11 
Identify Current Patient 

Edit/View/Enter Runor Diagnosis 
Edit/View/Enter' Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

Enter Treatment Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

r Identify Current Patient 
[ENTER] 



Data Base options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

patient Related Data Input 

Options for Patient Data Input 
- -- 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edi - - Data 

IDENTIFY CURRENT PATIENT 
1 = NEW PATIENT INPUT 

121 
[ENTER] 

Ma 

11 1 Patient Related Data Input ) 11 
r $1 

2 = ESTABLISHED PATIENT 

2 
0 = ABORT STEP 

r 

1~ 

Data Base options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I , 

Options for Pa- 

131 
[ENTER] 

Identify Cu 

Edit/View/Ente 
EditrJiew/Enter D 

Edit/View/Ente 
Edit/View/Enter J 

Enter Tre 

View Current - 
Make Selection o 

SELECT SOURCE FOR ID NlJMBER 
FOR ESTABLISHED PATIENT 

1 = ENTER NUMBER FROM 
KEY BOARD 

2 = SEARCH FOR NUMBER BY 
LAST NAME 

3 = SEARCH ENTIRE MASTER 
LIST 

3 

- I1 



Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-Up Data 
Edit/View/Enter Joint Commission Data 

Enter Treatment Data 

View Current Patient Summary 

11 Make Selection or ESC; F1 for Help 

0019097531 ANNA, BEN 

r to Enter Treatment Data 
[ENTER ] 

it ti 

DIAGNOSIS LIST FOR PATIENT 

MORPHOLOGY DIAGNOSIS MORPH CODE TOPOGRAPHY CODE 
ACUTE LYMPHOBLASTIC LEUKEMIA 9821/3 42.1- . 

For Patient: 0019097531 ANNA, BEN 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

0019097531 ANNA, BEN ACUTE LYMPHOBLASTIC LEUKEMIA 

r to correct diagnosis 
[ENTER] 



11 Data Base Options 11 
- 

Select Treatment Combination 
CURRENT RX CODE: 0 TREATMENT: 
SeSurgery; XRX=Radiotherapy; CH~Chemotherapy; ORX=Other 

No Treatment 
Surgery 

Radiotherapy 
Chemotherapy 
Other Treatment 

Surgery + Radiotherapy 
Surgery + Chemotherapy 
Surgery + Other Treatment 
Radiotherapy + Chemotherapy 

Radiotheraw + Other Treatment 
Surgery + ~adiothera~~ + Chemotherapy 

Surgery + Radiotherapy + Other Treatment 
Surgery + Chemotherapy + Other Treatment 

Surgery + Radiotherapy + Chemotherapy + Other Treatment 
Radiotherapy + Chemotherapy + Other Treatment 

Chemotherapy + Other Treatment 

0019097531 ANNA, BEN ACUTE LYMPHOBLASTIC LEUKEMIA 

r t o  treatment (s) given patient 
[ENTER] 

11 Data Base Options 11 
Select Treatment Combination 

CURRENT RX CODE: 0 TREATMENT: 
SG-Surgery; XRX=Radiotherapy; CH=Chemotherapy; ORX=Other 

No Treatment 
Surgery 

Radiotherapy 
Chemotherapy 
Other Treatme 

Surgery + Radioth ANOTHER DIAGNOSIS 
Surgery + Chemoth FOR THIS PATIENT? 
Surgery + Other Tr 
Radiotherapy + Chem 

Radiotherapy + Other 
Surgery + Radiotherapy + 

Surgery + Radiotherapy + 0 
Surgery + Chemotherapy + Other Treatment 

Surgery u Radiotherapy + Chemotherapy + Other Treatment 
Radiotherapy + Chemotherapy + Other Treatment 

Chemotherapy + Other Treatment 

0019097531 ANNA, BEN ACUTE LYMPHOBLASTIC LEUKEMIA 

[l] + [ENTER] if treatment informat ion for another diagnosis needs to be entered. 
-or- 

[O]  + [ENTER] if no additional treatment information needs to be entered for this 
pat ie'nt. 



How to view the treatment information you've entered: 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
1 ( 

Data File Edit Options 

View/Edit Patient Master File 
*View/Edit Patient Diagnosis Record 
*View/Edit Patient Follow Up Record 
*View/Edit Joint Commission Evaluation 

I * = RECORDS SHOULD NOT BE ADDED TO THESE 
FILES FROM THIS MENU 

Make Selection or ESC to Continue;Fl for Help 

0019097531 ANNA, BEN ACUTE LYMPHOBLASTIC LEUXEMIA 

r to View/Edit Patient Diagnosis Record 
[ENTER] 

11 Data Base Options 11 

I List of Patient Diagnoses 

PATIENT ID MORPHOLOGY DIAGNOSIS TOPOGRAPHY DIAGNOSIS 
0019097531 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 

I 

I Select Record Ins to Add; Enter to Change; Del to Delete; ESC 

0019097531 ANNA, BEN ACUTE LYMPHOBLASTIC LEUKEMIA 

r t o  correct diagnosis 
[ENTER] 



- -- 

Data Base Options 

A .  List of Patient Diagnoses 

Update Patient Diagnosis Record 
Record will be Changed 

PATIENT ID NUMBER PTID :0019097531 
MORPHOLOGY ICD CODE MDXID :9821/3 
MORPHOLOGY DIAGNOSIS MDXLIT :ACUTE LYMPHOBLASTIC LEUKEMIA 
TOPOGRAPHY ICD CODE TDXID :42.1 
TOPOGRAPHY DIAGNOSIS TDXLIT :BONE MARROW 
DATE OF DIAGNOSIS ~ y y m m d d  DTDX : 19930701 
INSTITUTION REPORTING THIS DX INST :001 
DISEASE CATEGORY NUMBER DISNO : 10 
DISEASE CATEGORY LITERAL DISLIT :LEUKEMIAS 
TREATMENT CODE RX : 4 
TREATMENT LITERAL RXLIT :CHEMOTHERAPY (CH) 
TREATMENTS: SG=SURGERY; XRX3RADIATION THERAPY; CH-CHEMOTHERAPY; ORX=OTHER 

M3 NOT WRITE INTO THESE FIELDS. FOR INFORMATION ONLY 
POINTER TO SPECIAL TERMS SPECPTR: 0 
POINTER TO DISEASE CATEGORY CATPTR : 25 PRESS F5 FOR SUMMARY 

0019097531 ANNA, BEN ACUTE LYMPHOBLASTIC LEUKEMIA 

The treatment information you keyed is now included as part of the patient's 
di agnos is record. 



* * * HOW TO EDIT POOH REGISTRY RECORDS * * 

1 - MODIFYING A PATIENT MASTER RECORD 

Data Base Options 

MAY REQUIR!% IDENTIFICATION OF PATIENT 

Select Printed Reports 
Erase Patient Files 

I 1 
REQUIRES NO IDENTIFICATION OF PATIENT 

Data File Editing Procedures 
Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

I 
Make Selection or ESC to Return; F1 for help 

r to Data File Editing Procedures 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
r 1 

I Data File Edit Options 

View/Edit Patient Master File 
*View/Edit Patient Diagnosis Record 
*View/Edit Patient Follow Up Record 
*View/Edit Joint Commission Evaluation 

* = 'RECORDS SHOULD NOT BE ADDED TO THESE 
FILES FROM THIS MENU 

( Make Selection or ESC to C0ntinue;Fl for Help 

z to View/Edit Patient Master File 
[ENTER] 



11 Data Base options 11 
Patient Master File 

PT FIRST NAME MIDDLE NAME ETH SX NAT 
JAMES D 02 1 926 
AARON J 01 1 926 
KAITLIN I 01 2 926 
NEIL M 01 1 926 
KEYLON D 01 1 926 
DYLAN L 02 1 926 
MICHELLE 02 2 926 
DANIELLE M 01 2 926 
LOREN T 01 2 926 
CHRISTINA BETH 01 2 926 
LISA A 01 2 926 
ELIZABETH A 01 2 926 
MICHEUE 01 2 926 
ANDREAS J 01 2 926 

Ins to Add New Record; Enter to Change Record; Del to Delete Record; ESC 

r to desired patient name 
[ENTER] 

I 

Data Input Form for Master 1ST THREE DIGITS OF PATIENT ID NO 
Record will be Changed MUST BE ROOT INSTITUTION CODE N[TMBER 

Patient ID Number PTID :0018906777 RACE CODES 
Patient Last Name PLNAME :- 01 = Whi'te 
Patient First Name PFNAME : KEYLON 02 = Black 
Patient Middle Name PHNAME :D 03 = Asian/Orient 
Mother Last Name (Maiden) MLNAME : 04 = Hispanic 
Mother First Name MFNAME : 05 = Amerind,Esk 
Mother Middle Name MUNAME : 06 = Gypsy 
Date of Birth DOB  yyyymmdd 98 = Other 
Date of First Diagnosis DOE :19911028 yyyymmdd 99 = Unknown 
Race/Ethnicity Code RACE ETH:Ol 
Sex (M=1;2-F;3=other;9=Unk)SEX : 1 
Street Address STREET  
city Address CITY :  
State of Residence STATE :
Postal Code ZIP :  PRESS F1 FOR HELP 
Country Code NATION :926 PRESS F5 FOR SUMMARY 
Father's Name:Last: First: Middle Init: 

, Place of Birth-- City: State : Nation : 
Postal Code of Birth BZIP :00000-0000 

Make modifications as needed 
[CTRL - ENTER] 



2- MODIFYING A PATIENT DIAGNOSIS RECORD 

Data Base options 

MAY REQUIRE IDEN'?IFIcATION OF PATIENT 

Patient Related Data Input 
Select Printed Reports 
Erase Patient Files 

I I 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Make Selection or ESC to Return; F1 for help 

r to Data File Editing Procedures 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I I 

Data File Edit Options 

View/Edit Patient Master File 
*View/Edit Patient Diagnosis Record 
*View/Edit Patient Follow Up Record 
*View/Edit Joint Commission Evaluation 

* = RECORDS SHOULD NOT BE ADDED TO THESE 
FILES FROM m I s  MENU 

Make Selection or ESC to Continue;Fl for Help 

r to Vieu/Edit Patient Diagnosis Record 
[ENTER] 



Dara Base Options 1 
List of Patient Diagnoses 1 

PATIENT ID MORPHOLOGY DIAGNOSIS TOPOGRAPHY DIAGNOSIS 
0018717713 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 
0018719990 ACUTE MYELOID LEUKEMIA BONE MARROW 
0018903999 MEDULLOMYOBLASTOMA CEREBELLUM, NOS 
00f8906777 EPENDYKOMA 
0018913741 ACUTE LYMPHOBLASTIC L-IA BONE MARROW 
0018924029 MEDULLOBIASTOMA 
0019000217 ACUTE LYMPHOBLASTIC LEUKPiIA BONE MARROW 
0019001465 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 
0019013718 ACUTE LYMPHOB&ASTIC LEUKEMIA BONE MARROW 
0019014233 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 
0019014417 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 
0019018042 ACUTE LWHOBLASTIC LEUKEMIA BONE MARROW 
0019023841 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 
0019024682 ACUTE LYMPHOBLASTIC LEUKEMIA BONE MARROW 

I Select Record Ins to Add; Enter to Change; Del to Delete; ESC 

r to desired diagnostic record 
[ENTER] 

MORPHOLOGY ICD CODE MDXID :9180/3 
MORPHOLOGY DIAGNOSIS MDXLIT :OSTEOSARCOMA 
TOPOGRAPHY ICD CODE TDXID :40.0 
TOP0,GRAPHY .DIAGNOSIS TDXLIT :LONG BONES OF UPPER LIMB,SCAPULA 
DATE: OF DIAGNOSIS yyyymmdd DTDX : 19920401 
INSTITUTION REPORTING THIS DX INST :002 
DISEASE CATEGORY NUMBER DISNO : 20 
DISEASE CATEGORY LITERAL DISLIT :BONE AND JOINT TUMORS 
TREATMENT CODE RX : 0 
TREATMENT LITERAL RXLIT : 
TREATMENTS: SG=SURGERY: XRX=RADIATION THERAPY; CH=CHEMOTHERAPY; ORX=OTHEF 

DO NOT WRITE INTO THESE FIELDS. FOR INFORMATION ONLY 
POINTER TO SPECIAL TERMS SPECPTR: 0 
POINTER TO DISEASE CATEGORY CATPTR : 30 PRESS F5 FOR SUMMARY 

Data Base Options I 
List of Patient Diagnoses 

00218812046789 PATIENT,TEST OSTEOSARCOMA 

0 
0 
0 

Make modifications as needed (SEE PAGE 61 for how to update treatment data) 
[CTRL-ENTER] 

56 

- 
Update patient Diagnosis Record 

Record will be Changed 
PATIENT ID NUMBER PTID :00P18812046789 

0 1 
0 
0 
0 
0 
0 
0 
0 
0. 
0 
0 

' 



,+;,ik$;:?. a>. ... .. , 
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?:.I'!'C 3- HOOIFYING A PATIENT FOLLOW UP RECORD 

il Data Base Options 

MAY EZEQUIRE IDENTIFICATION OF PATIENT 

Select Printed Reports 
Erase Patient Files 

I 1 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

Make Selection or ESC to Return; F1 for help I 
r t o  Data F i l e  E d i t i n g  Procedures 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I f 

Data File Edit Options 

View/Edit Patient Master File 
*View/Edit Patient Diagnosis Record 
*View/Edit Patient Follow Up Record 
*View/Edit Joint commission Evaluation 

* = RECORDS SHOULD NOT BE ADDED TO THESE 
FILES FROM THIS MENU 

Make Selection or ESC to Continue;Fl for Help 

L to View/Edit Pat ien t  Follow Up Record 
[ENTER] 



I to desired follow-up record 
[ENTER] 

I Data Base Options 1 

OSTEOSARCOMA 

1 

Record will be Changed UPDATE FOLLOW-UP RECORD (Linked to 69,856) 
PATIENT ID NUMBER PTID :00218812046789 
INSTITUTIONAL IDENTIFICATION NUMBER INSTID :002 
DATE OF THIS FOLLOWUP m d d  DTFU :I9930503 
PATIENT VITAL STATUS PT STATUS : 1 

(2 = Dead; 1 = Alive; 9 = Unknown) 
DOD DATE OF DEATH yyyymmdd 

WAS AUTOPSY PERFORMED? AUTOPSY : 0 
(2 = No; 1 = Yes; 9 = Unknown) 

ICD CODE FOR CAUSE OF DEATH COD 
(Use 4 digit code from ICD 9 to record cause of death DAM 3.128) 

TUMOR REGISTRY CODE FOR CAUSE OF DEATH 
(O=DEAD,OTHER THAN CA; l=DEAD,SAME CA; 2=DEAD,OTHER CA; 3=DEAD UNKNOWN CAUSE) 

FUNCTIONAL STATUS FUNCT STAT:2 
(1 = Normal activity; 2 =. Symptomatic: and Ambulatory; 

3 = Ambulatory more than 50% of the time, occasionally assisted; 
4 = Ambulatory less than 50% of the time, nursing care needed; 
5 = Bedridden, may need hospitalization; 8 = Not applicable,dead; 
9 = Unknown or unspecified.) 

TUMOR STATUS TUMOR STAT : 2 
Fl=Help (1 = No evidence of this cancer; 2 = Evidence of this cancer; 
FS=Summary 9 = Unknown, Indeterminate whether this cancer is present.) 

00218812046789 PATIENT,TEST OSTEOSARCOMA 

List of'Follow-up Records 

pT ID NO REPORT CODE FU DATE CONDITION DOD TUMOR STATUS 
0019210068 ' 001 J.9920515 .1 9 
0019210131 001 1b920603 2 19920603 9 
0019210213 001 19930605 1 2 
0019212258 001 19930218 2 .I9930218 2 
0019216350 001 19930426 1 2 
:0019217322 001 19930504 1 2 
0019217739 001 19930604 1 1 
0019220436 001 19930524 1 2 
0019221449 001 '19921024 2 19921024 9 
0019222659 001 19930601 1 2 
0019225170 . 001 19930619 1 2 
0019225725 001 19930702 1 2 
0019227610 001 19930419 1 2 
00218812046789 002 19930503 1 2 

Enter to Change Record; Del to Delete Record; ESC 

Make modifications as needed 
[CTRL-ENTER] 



,+h?h fi!?Gi 
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X.:.. _ _  .,,... 4- MODIFYING A PATIENT JOINT COMMISSION EVALUATION RECORD 

. Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 
Select Printed Reports 
Erase Patient Files 

I 1 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

I 

Make selection or ESC to Return; F1 for help 

i to  Data File Editing Procedures 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I 1 

Data File Edit Options 

View/Edit Patient Master File 
*View/Edit patient Diagnosis Record 
*View/Edit Patient Follow Up Record 
*View/Edit Joint Commission Evaluation 

* = RECORDS SHOULD NOT BE ADDED TO THESE 
FILES FROM THIS MENU 

Make Selection or ESC to Continue;Fl for Help 

i to View/Edit Joint Comission Evaluation 
[ENTER] 



11 Data Base Options It 
Joint Commission Evaluation 

PT ID NO DATE DX HOSP DAYS ---- DEAD:------ I I--MORBIDITY:--]DT DEATH I yyyymmdd 1ST YEAR CA BLD INF OTH BLD INF OTH yyyymmdd 
0019210213 19920515 174-' O O * O O  1 1 2  
0019212258 19920615 35 1 2  2 2  2 2 2 19930218 
0019216350 19920810 27 0 0  0 0  2 2 2 
0619217322 19920822 87 0 0  0 0  2 1 2  
0019217i739 ., 19910701 0 0 0  0 0  9 9 9 
0019220P36 19921005 88 0 0  0 0  2 1 2  
0019221449 19920723 0 1 2  2 2  2 2 2 19921024 
0019222659 19921103 144 0 0  0 0  2 1 2  
0019225170 19921207 59 0 0  0 0  2 1 2  
0019225725 19920701 0 0 0  0 0  2 1 2  
0019227610 19921203 45 0 0  0 0  2 2 2  
00218812046789 19920401 34 0 0  0 0  2 1 2  

- - 

Abbreviations: C~=This cancer; BLD=Bleeding; INF=Infection; OTH=Other cause; 
C0DE:Yes = 1; NO = 2; Ins to Add; Enter to Update; Del to De1ete;ESC 

OSTEOSARCOMA 

4 to desired joint comission evaluation record 
[ENTER] 

Joint Commission Evaluation Form 
Record will be Changed 

PATIENT ID NUMBER PTID: 00218812046789 PRESS F5 FOR SUMMARY 
DATE OF THIS RECORD: 19930524 DATE OF DEATH:yyyymmdd 
JOINT COMMISSION EVALUATION DATA FOR mIs DIAGNOSIS DATE: 1.9920401 yyypdd 
Number of Days in Hospital During First 365 Days After This Diagnosis: 34 
DATE OF RELAPSE: ~ ~ m d d  

- - - - - -- - -- - - 

bbreviations: ~A-his cancer;  leed lee ding; INF=Infection; OTH=Other cause; 
0DE:Yes = 1; NO = 2; Ins to Add; Enter to Update; Del to De1ete;ESC 

Cause of Early Death 
A. This Cancer : 0 
B. Bleeding : 0 
C. Infection : 0 
D. Other Cause : 0 

00218812046789 PATIENTITEST OSTEOSARCOMA 

Morbidity During First 365 Days After  his Diagnosis 
A. Bleeding (Life Threatening) : 2 
B. Infection (Life Threatening) : 1 
C. Other Cause (Life Threatening) :2 

Make mdif ications as needed 
[CTRL-ENTER] 

KEY.TO JOINT COMMISSION DATA ENTRIES: 1 = Yes; 2 = No; 9 = DK 
DO NOT WRITE INTO THIS FIELD. FOR INFORMATION ONLY 
POINTER TO PATIENT DIAGNOSIS RECORD 69,856 



5- MODIFYING TREATMENT DATA 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 
Select Printed Reports 
Erase Patient Files 

REQUIRES NO IDENTIFICATION OF PATIENT 
Data File Editing Procedures 

Reference File Editing Procedures 
Create Disease Specific Sub-Fields 
Rectify Temporary Diagnosis Codes 

I Hake Selection or ESC to Return; F1 for help 
r to Patient Related Data Input 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 
I I 

11 1 Patient Related Data Input ( 11 
Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
~ditpiew/~nter' Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

Enter Treatment Data 

View Current Patient Summary 

Make Selection or ESC; F1 for Help 

r Identify Current Patient 
[ENTER] 



MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

EditfliewjEnter Tumor ~iagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Data 

IDENTIFY CURRENT PATIENT 
1 = NEW PATIENT INPUT 

2 = ESTABLISHED PATIENT 
IP 

2 
0 = ABORT STEP 

r21 
[ ENTER] 

Data Base Options 
fi 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Pa 
rl 

SELECT SOURCE FOR ID NUMBER 
FOR ESTABLISHED PATIENT 

Editfliew/Ente 
Edit/View/Enter D 

Edit/View/Ente 
Edit/View/Enter J 

Enter Tre 

View Current Il 

1 = ENTER NUMBER FROM 
KEY BOARD 

2 = SEARCH FOR NUMBER BY 
LAST NAME 

3 = SEARCH ENTIRE MASTER 
LIST 

3 
11 Make Selection op 

131 
[ENTER] 



PATIENT MASTER LIST 
- 

PT ID NO LAST NAME 
0019097531 ANNA 
001809876 B U C K  
001920304 BLOSSOM 
001796543 GERM 
001123456789999GRANATE 
001854567 HEAD 
0018012345 PRUNE 

FIRST NAME MIDDLE NAME 
BEN 
CHERRY PIT 
CHERRY PIT 
WHEAT YUK 
PAM 
TINY 
PURPLE PITTED 

- 

For Patient: 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

r to desired patient 
[ENTER] 

r to  Enter 
[ENTER] 

Data Base Options 

MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

Enter Treatment Data 

View Current Patient Summary 

Make selection or ESC; F1 for Help 

ANNA, BEN 

Treatment Data 



11 11 

DIAGNOSIS LIST FOR PATIENT 

MORPHOLOGY DIAGNOSIS MORPH CODE TOPOGRAPHY CODE 
ACUTE LYMPHOBLASTIC LEUKEMIA 9821/3 42.1 

For Patient: 0019097531 ANNA, BEN 
To Make Selection, Strike ENTER. If no Selection is Made, Strike ESCape 

0019097531 ANNA, BEN 

r to correct diagnosis 
[ENTER] 

11 Data Base Options 11 
Select Treatment Combination 

CURRENT RX CODE: 4 TREATMENT: CHEMOTHERAPY (CH) 
SG=Surgery; XRX=Radiotherapy; CH=Chemotherapy; ORX=Other 

No Treatment 
Surgery 

Radiotherapy 
Chemotherapy 
Other Treatment 

Surgery + Radiotherapy 
Surgery + Chemotherapy 
Surgery + Other Treatment 
Radiotherapy + Chemotherapy 

Radiotherapy + Other Treatment 
Surgery + Radiotherapy + Chemotherapy 

Surgery + Radiotherapy + Other Treatment 
Surgery + Chemotherapy + Other Treatment 

Surgery + Radiotherapy + Chemotherapy + Other Treatment 
Radiotherapy + Chemotherapy + Other Treatment 

Chemotherapy + Other Treatment 

0019097531 ANNA, BEN 

r to treatment(s) given patient 
[ENTER] 



Data Base Options 

Select Treatment Combination 
C W N T  RX CODE: 4 TREATMENT: CHEMOTHERAPY (CH) 
SG-Surgery; XRX=Radiotherapy; CH=Chemotherapy; ORXWther 

No Treatment 
Surgery 

Radiotherapy 
Chemotherapy 
Other Treatment 

Surgery + Radiotherapy 
Surgery + Chemotherapy 
surgery + Other ~reatment 

Radiotherapy + Chemotherapy ANOTHER DIAGNOSIS 
Radiotherapy + Other Treatment FOR THIS PATIENT? 

Surgery + Radiotherapy + Chemothe 
Surgery + Radiotherapy + Other Trea 
Surgery + Chemotherapy + Other Trea 

Surgery + Radiotherapy + Chemotherapy + Ot 
Radiotherapy + Chemotherapy + Other T 

Chemotherapy + Other Treatment I 
0019097531 ANNA, BEN 

[l] + [ENTER] if treatment information for another diagnos 
-or- 

[O] + [ENTER] if no additional treatment informat ion needs 
patient. 

is needs to be changed. 

to be changed for this 

Data Base Options 

I MAY REQUIRE IDENTIFICATION OF PATIENT 

Patient Related Data Input 

Options for Patient Data Input 

Identify Current Patient 

Edit/View/Enter Tumor Diagnosis 
Edit/View/Enter Disease Specific Data 

Edit/View/Enter Follow-up Data 
Edit/View/Enter Joint Commission Data 

Enter Treatment Data 

View Current Patient Summary 

Make Selection or ESC; P1 for Help 

0019097531 ANNA, BEN 



Appendix D. 

HUNGARIAN NURSES TRAINED AT KUMC: 

YEAR SDP NINS 

1992 Andrea Zafii* 
Rose Seres 

1993 Judit Aranyosi 
Krisztina Deak 
Emma Bako 
Andrea Zafir* 

Ensebet Nehez 
Annamaria Peterfia* 

Judit Roth 
lldiko Nemeth 
Annamaria Peterfia* 
Zsuzsanna Orisekne 

1994 Gyrgyi Poor Maria Pasek 

* Andrea Zafir and Annamaria Peterfia participated in 2,3-month 
training sessions each. 
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PREFACE 

As a vision of selected Pediatric Oncology staff at the University 
of Kansas Medical Center, funds were allocated to facilitate onsite 
collaboration between oncology physicians and pediatric oncology 
nurses from both the National Institute of Neurosurgery and the 
Second Department of Pediatrics of the Semrnelweis University 
Medical School in Budapest, Hungary, in an applied clinical research 
program to reduce excess mortality related to childhood cancer in 
Hungary. 

This work was designed to facilitate a comprehensive holistic 
approach to care for the pediatric oncology client. The subsequent 
outline was developed by Pediatric Oncology Nurse Clinicians at the 
University of Kansas College of Health Sciences and Hospital, Kansas 
City, Kansas. 

Enclosed you will find a detailed outline of care parameters that 
should prove helpful in effecting standards of care in the Pediatric 
Oncology Population. The comprehensiveness of this design will 
hopefully allow you to adapt care parameters to your individual client 
and institutional needs. 



UNIVERSITY OF KANSAS 
PEDIATRIC HEMATOLOGY ONCOLOGY 

INTENDED LEARNING OUTCOMES 

OBJECTIVES 

1. Describe the development of the advanced roles in nursing. 

2. Increase knowledge base regarding pediatric oncologic disease 
states. 

3. Discuss current treatments for clients with pediatric cancers. 

4. Utilize assessment skills in defining pediatric oncologic 
emergencies. 

5. Utilize the problem solving process in correcting patient/family 
oncologic problems. 

6. Discuss ways to increase resources to use in working with 
oncology patients. 



OUTCOME CRITERIA 

1. Through lecture, written materials, audiovisual aids and discussion 

the evolution of specialized and advanced roles in American nursing 

will be shared. Each learner will work along side a University of 

Kansas Pediatric Oncology Nurse Clinician, observing and assisting 

in their work. Evaluation will take place after return to home 

institution via observation of behavior changes and changing of the 

working climate. 

2. By using written materials, lecture, audio visual aids, discussion and 

assisting with the care for children with the various disease states, 

current information about oncologic disease states and treatments 

will be shared. Evaluation will be in the form of paper and pencil 

exercises and observation on patient units and in the clinic setting. 

3. Through demonstration, discussion, written materials, and 

audiovisual aids assessment problem solving methods will be 

presented. Evaluation will take place while assisting nurse clinicians 

and by observation and grading system utilizing an evaluation tool. - 

iii 



UNIVERSITY OF KANSAS MEDICAL CENTER 

PEDIATRIC ONCOLOGY OUTREACH TO HUNGARY 

NURSING TIMETABLE 

WEEK 1 - Monday 
Friday 

WEEK 2 - Monday 
Tuesday 
Wednesday 
Thursday 
Friday 

WEEK 3 - Monday 
Tuesday 
Wednesday 
Thursday 
Friday 

WEEK 4 - Monday 
Tuesday 
Wednesday 
Thursday 

Friday 

WEEK 5 - Monday 
Tuesday 

Wednesday 
Thursday 
Friday 

Thursday - Orientation to clinical area 
Role of Nursing / Round - table discussion 

Clinical area 
Didactic Session: Nursing in the Advanced Role 
Clinical area 
Physical Assessment 
Clinical area 

Clinical area 
Didactic Session: Pediatric Oncology Overview 
Clinical area 
Didactic Session - Supportive Care Issues I 
Clinical area 

Clinical area 
Didactic Session - Supportive Care Issues I1 
Clinical area 
Didactic Session: Problems Unique to Children 
I.) Pediatric Pain Assessment and Control 
2.) Procedure Preparation 
3.) Sedation 
Clinical area 

Clinical area 
Didactic Session - Psychosocial bsues Associated 
with Childhood Cancer 
Clinical area 
Didactic Session: Continued Education 
Clinical area 

WEEK 6 - Nursing Rotation from In-patient to Out-patient setting 
Evaluation 

WEEK 7-11 - Monday - Friday - Clinical area with application 

WEEK 12 - Evaluation 



IN - PATIENT 
> 

MONDAY I TUESDAY WEDNESDAY THURSDAY 

Inpatient 

Meet with 9:30 
staff, 10:00 
physician 
and 
residents 

After rounds 1 1 :00 
follow-up 

Lunch 

PatientIParenl 
Education 
Scheduling of 
patient 
admissions 
for following 

day 

FRIDAY 

Lunch 



OUTPATI EN' 

-- - - 

MONDAY 

12:OO Oncology 
Clinic 

Return of pt 
parent phone 
messages 
Coordination 
with 
community 
resources and 
correspondence 

Follow up 
Preparation 
for 
next day 
clinic 

12:OO 
1:oo 

1 :30 
2:30 

TUESDAY 

Lunch 

Clinic cleanup 
and 
documentation 
of data 

8:OO 
12:oo 

1130 
4:OO 

Inpatient 8:30 
Rounds 1O:OO 

WEDNESDAY 

Didactic 
Sessions 

Lunch 
1:oo 

THURSDAY 

Lunch 

Didactic 
sessions 

FRIDAY 

Pediatric 
Oncology 
Clinic 



NURSING AS AN ADVANCED ROLE 

Pamela L. Cummings, R.N., B.S.N. 

I. Historical perspective 

A. Titles 

1. Nurse Clinician 
2. Clinical Nurse Specialist 

B. Origin 

1. Early as 1900's - nurses designated as specialists 
2. Purpose 
3. Postgraduate study 

a. Clinical Practice 
b. Education 
c. Administration 
d. Research 

4. Factors contributing to the evolution of nursing 
as an advanced role 

a, functional preparation 
b. clinical preparation 
c. increase in hospital demands 
d. nursing shift from a private duty model to 

a supervisory model within a hospital 
bureaucratic structure 

C. Development of Oncology Nursing as a Specialty 



ADVANCED PRACTICE STANDARDS 
IN 

ONCOLOGY NURSING 

1. Professional Practice Standards 

Standard I. Direct Caregiver Function 

Standard 11. Coordinator Function 

Standard 111. Consultant Function 

Standard IV. Educator Function 

Standard V. Researcher Function 

Standard VI. Administrator Function 

II. Professional Performance Standards 

Standard VII. Professional Development 

Standard Vlll. Ethics 

Standard IX. Legal Issues 

Standard X. Quality Assurance 

Standard XI. Healthcare Policy 



CURRENT ISSUES IN NURSING 

Lavonne Ridder R.N., M.A. 

I. Career Development in Nursing 

A. Phases 

1. Fantasy 

2. Tentative 

3. Realistic 

4. Anticipatory 

5. Adjustment 

B. Tasks 

1. Crystallization 

2. Specification 

3. Implementation 

4. Stabilization 

5. Consolidation and Advancement 



11. Strategies for Changing Nursing lmage 

Ill. Nurses as Risk Takers 

IV. Professional Power 

V. Ethical Dilemma 

VI. Nursing Research and Generating Nursing Knowledge 
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OUTLINE OF A PEDIATRIC HEALTH HISTORY 

Susan Siemsen, R.N.M.A. 

Identifying information 

1. Name 

2. Address 

3. Telephone 

4. Age and birth date 

5. Race 

6. Sex 

7. Religion 

8. Nationality 

9. Date of interview 

10. Informant 

Chief complaint 

Present illness 



Personal / Social History 

1. Home and community environment 

2.  Occupation and education of family members 

3. Cultural and religious traditions 

4. Marital and sexual history 

Patient profile (summary) 

1. Health status 

2. Psychologic status 

3. Socioeconomic status 



GENERAL OUTLINE FOR NURSING ASSESSMENT 

A. General 

1. Measurements 

a. Height 

b. Weight 

c. Head circumference 

d. Vital signs 

e. Blood pressure 

2. General appearance 

3. Skin 

4. Lymph glands 

B. Review of Systems (ROS) 

1. Head 

2. Neck 

3. Eyes 

4. Ears 

5. Mouth and throat 



6. Chest 

7. Lungs 

8. Heart 

9. Abdomen 

10. Genitalia 

11. Back and extremities 

C. Neurologic 

1. Behavior 

2. Cognitive-perceptual development 

3. Motor functioning 

4. Sensory functioning 

a. Hearing 

b. Vision 

5. Cerebellar functioning 

6. Reflexes 

7. Cranial nerves 

8. "Soft" signs 

D. Developmental screening 



E. Past history 

1. Birth history 

2. Feeding history 

3. Previous illnesses, injuries, or operations 

4. Allergies 

5. Current medications 

6. Immunizations 

7. Growth and development 

8. Habits 

F. Review of systems 

1. General 

2. Integument 

3. Head 

4. Eyes 

5. Ears 

6.  Nose 

7. Mouth, teeth, tongue, and gums 



Throat and neck 

Chest 

Respiratory 

Cardiovascular 

Gastrointestinal 

Genitourinary 

Gynecologic (obstetric) 

Musculoskeletal 

Neuropsychiatric 

Lymphatic and hematologic 

Endocrine 

G. Familyhistory 

1. Family pedigree 

. 2. Familial diseases and congenital anomalies 



GENERAL GUIDELINES FOR PHYSICAL EXAMINATION 
DURING CHILDHOOD 

Perform examination in appropriate, nonthreatening area. 

Have room well lit and decorated with neutral colors. 

Have room temperature comfortably warm. 

Place all strange and potentially frightening equipment out of sight. 

Have some toys, dolls, stuffed animals, and games available for the 

child. 

If possible, have rooms decorated and equipped for different age 

children. 

Provide privacy, especially for school-age children and adolescents. 

Check that equipment and supplies are working properly and are 

accessible to avoid disruption. 

Provide time for play and becoming acquainted. 

Talking to the nurse. 

0 Making eye contact. 

Accepting the offered equipment. 

Allowing physical touching. 

Choosing to sit on examining table rather than parent's lap. 



If signs of readiness are not observed, use the following techniques. 

a Talk to the parents while essentially "ignoring" the child: 

gradually focus on the child or a favorite object, such as a doll. 

Make complimentary remarks about the child, such as his 

appearance, dress, or a favorite object. 

a Tell a funny story or play a simple trick 

Have a nonthreatening "friend" available, such as a hand puppet 

to 'Yalk to the child for the nurse. 

If the child refuses to cooperate, use the following techniques: 

Assess reason for uncooperative behavior: consider that a child 

who is unduly afraid of a male examiner may have had a previous 

traumatic experience, including sexual abuse. 

Try to involve child and parent in process or if appropriate, 

ask parent to leave. 

Avoid prolonged explanations about examining procedure. 

Use a firm, direct approach regarding expected behavior. 

Perform examination as quickly as possible. 

Have attendant gently restrain child. 

Minimize any disruptions or stimulation. 

Limit number of people in room. 

Use isolated room. 

Use quiet, calm, confident voice. 



Begin the examination in a nonthreatening manner for young children 

or children who are fearful. 

Use those activities that can be presented as games, such as test 

for cranial nerves or parts of the Denver Developmental 

Screening Test (DDST). 

a Use approaches such as "Simon says" to encourage child to make 

a face, squeeze a hand, stand on one foot, and so on. 

Use the "paper doll" technique. 

Lay the child supine on an examining table or floor that is 

covered with a large sheet of paper. 

Trace around the child's body outline. 

Use the body outline to demonstrate what will be examined, 

such as drawing a heart and listening with the stethoscope 

before performing the activity on the child. 

If several children in the family will be examined, begin with the most 

cooperative child. 



Involve child in the examination process: 

Provide choices, such as sitting on the table or in the parent's lap. 

Allow to handle, or hold equipment. 

Encourage to use equipment on a doll, family member, or examiner. 

a Explain each step of the procedure in simple language. 

Examine child in a comfortable and secure position. 

Sitting in parent's lap. 

Sitting upright if in respiratory distress. 

Proceed to examine the body in an organized sequence (usually head 

to toe) with following exceptions: 

Alter sequence to accommodate needs of different age children 

Examine painful areas last. 

In emergency situation, examine vital functions, (airway, 

breathing, and circulation) and injured area first. 

Reassure child throughout examination, especially bodily concerns 

that arise during puberty. 

Discuss the findings with the family at the end of the examination. 

Praise child for cooperation during examination: give reward such as 

small toy or sticker. 



THE REVIEW OF SYSTEMS 

GENERAL - Overall state of health, fatigue, recent and/or unexplained 

weight gain or loss, period of time for either, contributing factors (change 

of diet, illness, altered appetite), exercise tolerance, fevers (time of day), 

frequent infections, general ability to carry out activities of daily living 

INTEGUMENT - Pruritus, pigment or other color changes, acne, 

eruptions, rashes (location), tendency to bruising, petechiae, excessive 

dryness, general texture, disorders or deformities of nails, hair growth or 

loss, hair color change (for adolescent, use of hair dyes or other 

potentially toxic substances, such as hair straighteners) 

HEAD - Headaches, dizziness, injury (specific details) 



EYES - Visual problems (ask about behaviors indicative of blurred vision, 

such as bumping into objects, clumsiness, sitting very close to television, 

holding a book close to the face, writing with head near desk, squinting, 

rubbing the eyes, bending the head in awkward position), "cross-eye" 

(strabismus), eye infections, edema of lids, excessive tearing, use of 

glasses or contact lenses, date of last optic examination 

NOSE - Nosebleeds (epistaxis, constant or frequent running or stuffy 

nose, nasal obstruction (difficulty in breathing), sense of smell 

EARS - Earaches, discharge, evidence of hearing loss (ask about 

behaviors, such as need to repeat request, loud speech, inattentive 

behavior), results of any previous auditory testing 



MOUTH - mouth breathing, gum bleeding, toothaches, problems with 

toothbrushing, difficulty with teething (symptoms), last visit to dentist 

(especially if temporary dentition is complete) 

THROAT - sore throats, difficulty in swallowing, choking (especially 

when chewing food - may be from poor chewing habits), hoarseness or 

other voice irregularities 

NECK - pain, limitation of movement, stiffness, difficulty in holding head 

straight (torticollis), thyroid enlargement, enlarged nodes or other masses 

CHEST - breast enlargement, discharge, masses, enlarged axillary nodes 

(for adolescent female, ask about self-breast examination) 



RESPIRATORY - chronic cough, frequent colds (number per year), 

wheezing, shortness of breath at rest or on exertion, difficulty in breathing, 

sputum production, infections (pneumonia, tuberculosis), date of last 

chest x-ray examination 

CARDIOVASCULAR - cyanosis or fatigue on exertion, history of heart 

murmur or rheumatic fever, anemia, date of last blood count, blood type, 

recent transfusion 

GASTROINTESTINAL - (much of this in regard to appetite, food 

tolerance, and elimination habits has been asked elsewhere), concentrate 

on nausea, vomiting (not associated with eating may be indicative of brain 

tumor or increased intracranial pressure), jaundice or yellowing skin or 

sclera, belching, flatulence, recent change in bowel habits (blood in 

stools, change of color, diarrhea, or constipation) 



GENITOURINARY - pain on urination, frequency, hesitancy, urgency, 

hematuria, nocturia, polyuria, unpleasant odor to urine, force of stream 

discharge, change in size of scrotum, (for adolescent, venereal disease, 

type of treatment), date of last urinalysis 

GYNECOLOGIC - menarche, date of last menstrual period, regularity or 

problems with menstruation, vaginal discharge, pruritus, date and result of 

last Pap smear (include obstetric history as discussed under birth history 

when applicable), if sexually active, type of contraception 

MUSCULOSKELETAL - weakness, clumsiness, lack of coordination, 

unusual movements, back or joint stiffness, muscle pains or cramps, 

abnormal gait, deformity, fractures, serious sprains, activity level 

NEUROLOGIC - seizures, tremors, dizziness, loss of memory, general 

affect, fears, nightmares, speech problems, any unusual habits 

ENDOCRINE - intolerance to weather changes, excessive thirst, excessive 

sweating, salty taste to skin, signs of early puberty 



NEUROLOGIC ASSESSMENT 

Mental status 

PROCEDURE: 

Obsenre behavior, mood, affect, general orientation to surroundings, level of 

consciousness 

ASSESSMENT: 

Motor functioning 

PROCEDURE: 

Test muscle strength, tone, and development 

Test cerebellar functioning: 

Finaer-to-nose - With the child's arm extended, have touch nose 

with the index finger 

Heel-to-shin test - With child standing, have the child run the heel of 

one foot down the shin of the other leg 

Romberu test - Have child stand erect with feet together and eyes 

closed 

Have child touch tip of each finger with thumb in rapid succession 

Have child pat leg with first one side, then the other side of hand in 

rapid sequence 

Have child tap your hand with ball of foot as quickly as possible 



ASSESSMENT: 

Sensory functioning 

PROCEDURE: 

Test vision and hearing 

Sensory intactness: 

Touch skin lightly with a pin and have child point to 

stimulated area while keeping eyes closed 

Sensory discrimination: 

Touch skin with pin and cotton; have child describe it as 

sharp or dull 

Touch skin with cold and warm object (such as metal and 

rubber heads of reflex hammer); have child differentiate 

between temperatures 

Using two pins, touch skin simultaneously with both or one 

pin; have child discriminate when one or two pins are used 



ASSESSMENT: 

Reflexes (deep tendon) 

PROCEDURE: 

Biceps 

Hold the child's arm by placing the partially flexed elbow in 

your hand with the thumb over the antecubital space; strike 

your thumbnail with the hammer 

Triceps 

Bend the arm at the elbow and rest the palm in your hand; 

strike the triceps tendon 

Alternate procedure - if the child is supine rest arm over 

chest and strike the triceps tendon 

Brachioradialis 

Rest the forearm on the lap or abdomen, with the arm flexed 

at the elbow and palm down; strike the radius about 1 inch 

( depending on child's size ) above the wrist 



Knee jerk or patellar reflex 

Sit the child on the edge of the examining table or on parent's 

lap with the lower legs flexed at the knee and dangling freely; 

tap the patellar tendon just below the knee cap 

Achilles 

Use the same position as for the knee jerk; support the foot 

lightly in your hand and strike the Achilles tendon 

Ankle clonus 

Kernig sign 

Flex child's leg at hip and knee while supine; note pain or 

resistance 

Brudzinski sign 

a With child supine, flex the head; note pain and involuntary 

flexion of hip and knees 

Cranial nerves 

a See assessment of cranial nerves 



NEUROLOGIC ASSESSMENT 

COMMENTS: 

a Subjective impressions are based on observation 

throughout the examination 

a Objective findings can be attained through developmental 

testing such as DDST 

USUAL FINDINGS: 

Performs each test successfully with eyes opened and 

closed 

COMMENTS: 

May be difficult to test in children younger than preschool 

age 

Note any awkwardness or lack of coordination in 

performance 



USUAL FINDINGS: 

Romberg test - Does not lean to side or fall 

COMMENTS: 

Falling or leaning to one side is abnormal and is called the 

Romberg sign 

USUAL FINDINGS: 

Localizes pinprick 

COMMENTS: 

Use sterile pin or other sharp object (toothpick), being 

careful not to puncture skin 

Compare sensation in symmetric area at both distal and 

proximal points 



USUAL FINDINGS: 

Able to distinguish types of sensation and temperature 

a Minimal distance for discrimination of finger is about 

2 t o 3 m m  

COMMENTS: 

0 Note difficulty in performing test, especially in older child 

USUAL FINDINGS: 

0 Biceps - Partial flexion of forearm 

COMMENTS: 

Use reinforcement techniques to increase reflex activity: 

For upper extremity reflexes - ask child to clench teeth or to 

squeeze thigh with the hand on the side not tested 



USUAL FINDINGS: 

Triceps - Partial extension of forearm 

COMMENTS: 

For lower extremity reflexes - have child lock fingers and 

pull one hand against the other or grip hands together 

Usual grading of reflexes 

Grade 0 0 Absent 

Grade 1 + Diminished 

Grade 2 + + Normal 

Grade 3 + + + Brisker than normal 

Grade 4 + + + + Hyperactive ( clonus ) 

Note asymmetric, absent, diminished, or hyperactive reflexes 



USUAL FINDINGS: 

Brachioradialis - Flexion of the forearm and supination 

(turning upward) of the palm 

Patellar - Partial extension of the lower leg 

a Achilles - Plantar flexion of foot (foot pointing downward) 

Ankle clonus - Absence of beats 

USUAL FINDINGS: 

Kernig - Absence of pain or resistance 

COMMENTS: 

These special reflexes are elicited when meningeal irritation 

is suspected 



USUAL FINDINGS: 

a Brudzinski - Absence of pain or associated movements 

COMMENTS: 

Positive signs require immediate referral 

Testing of cranial nerves may be done as part of the 

neurologic examination or integrated into assessment of 

each system, such as cranial nerves 11, 111, IV, and VI 

with the eye 

Cranial nerves can usually be tested in children of 

preschool age and older 

a Note inability to perform any of the items correctly 



Description of abnormal involuntary muscular movements 

Term Description 

Ataxia 

Spasm 

Spasticity 

Rigidity 

Tremors 

Gross incoordination, which may 
worsen with the eyes closed 

Unusual tenseness of the muscle 
mass 

Prolonged and steady contraction of 
a muscle characterized by clonus 
(alternating relaxation and 
contraction of the muscle) and 
exaggerated reflexes 

Inability to flex a joint 

Constant small movements 



Description of abnormal involuntary muscular movements (continued) 

Term Description 

Twitching Spasmodic movements of short 
duration 

Choreiform movements Quick, jerky, grossly uncoordinated, 
irregular movements that may 
disappear on relaxation 

Dystonia 

Associated movements 

Mirroring movements 

Slow twisting movements of limbs or 
trunk 

Voluntary movement of one muscle 
accompanied by involuntary 
movement of another muscle 

Same as associated movements 
except with symmetric muscle groups 



PEDIATRIC ASSESSMENT 

1. Assessment through history taking of the child and family 

OUTLINE OF A PEDIATRIC HEALTH HISTORY 

ldentifvina information 

name 
address 
telephone 
age and birthdate 
race 
sex 
religion 
nationality 
date of interview 
informant (the person providing the identifying information) 

Chief Complaint (CC): 

Represents the specific reason for the child's visit to the clinic, office, or 
hospital 

Six guidelines for recording the CC: 

1. limited brief statement 
2. restricted to one or two symptoms 
3, refers to concrete complaint 
4. recorded in the child's or parent's own words 
5. avoids the use of diagnostic terms or translation 
6. states the duration of the symptoms 



PRESENT ILLNESS [PI OR HPI) : 

Narrative of the CC from its earliest onset through its progression to the 
present 

Four Major Components: 

1. details of onset 
2. complete interval history 
3. present status 
4. reason for seeking help now 

Analysis of a symptom 

1. onset 

a. date of onset 
b. manner of onset (gradual or sudden) 
c. precipitating and predisposing factors related to onset 

(emotional disturbance, physical exertion, fatigue, 
bodily function, pregnancy, environment, injury, 
infection, toxins and allergens, therapeutic agents and 
so on.,) 

2. characteristics 

a. character 
b. location and radiation (of pain) 
c. intensity of severity 
d. timing (continuous or intermittent, duration of each) 
e. aggravating and relieving factors 
f. associated symptoms 



course since onset 

a. incidence 

(1) single acute attack 
(2) recurrent acute attack 
(3) daily occurrences 
(4) periodic occurrences 
(5) continuous chronic episodes 

b. progress (better, worse, unchanged) 

c. effect of therapy 

PAST HISTORY (PHI OR PAST MEDICAL HISTORY (PMH) 

Contains information relating to all previous aspects of the child's health 
status and concentrates on several areas that are ordinarily deleted in the 
history of an adult, such as birth history, detailed feeding history, 
immunizations and growth and development. 

1. Birth history 

a. mother's health during pregnancy 
b. the labor and delivery 
c. infants condition immediately after birth 



2. Feeding history 
Varies depending on the child's age 

a. infant feeding - type of feeding (breast, formula) change 
in feeding habits time required for one feeding, appetite - 
quantity consumed, addition of vitamins, weight change, 
problems associated with feeding vomiting, diarrhea, 
colic, rumination, refusal to eat, "spitting up" 
remedies used for problems 

b. older children - "diet diary'', elicit a feeding history by 
asking the parent to list "what the child ate yesterday" 
and was this a "typical day". Review the same detailed 
history as listed above beside infant feeding when 
applicable, plan appropriate counseling as indicated 
based upon the diet history and assessment, refer for 
a more complete nutritional evaluation by a Registered 
Dietician if indicated. 

3. Previous Illnesses, Injuries, and Operations 
Illness 

a. Infectious 
onset, symptoms, course, duration 

b. Contagious Diseases: (childhood diseases) 
chicken pox, rubella (German measles), mumps, herpes 
zoster, CMV, Hepatitis. List onset, symptoms, course 
and duration 

Injuries 
List date, specific injury, treatment 

Operations 
List date, type of surgery, complications, 
surgeon/hospital 

Hospitalizations 
List date of admission, location, diagnosis, 
treatment, discharge date, physician 



4. Current Medications: 
a. Allergies to drugs 

b. Current drug regimens: all medications should 
be listed including mane, dose, schedule 
duration, and reason for administration 

5. Immunizations: 

A record of all immunizations and "baby shots" is 
essential 

All immunizations and "boosters" should be listed: 
state name of specific disease, dosage, age when 
administered, and occurrence of any reaction 
following the immunization 

lnquire about previous administration of any horse 
serum or other foreign serum, recent administration 
of gammaglobulin or blood transfusion or 6 
sensitivity to egg albumin 

Inquire about tuberculide testing (TB tiru or PPD). If 
testing was done record the child's 
positive or negative intradermal reaction. 

6. Growth and Development: 

Important previous growth patterns to record are: 

a. approximate weight at 6 months, 1 year, 2 years, 
and 5 years of age 

b. approximate length at age 1 and 4 years 

c. dentition, including age of onset, number or teeth 



Developmental Milestones: 

a. age of holding up head steadily 
b. age of sitting alone without support 
c. age of walking alone without support 
d, age of saying first words with meaning 
e. present grade level in school 
f. scholastic grades 
g. interaction with other children, peers and adults 

Screening tools: DDST - Denver Developmental 
Screening Test 

7.  Habits 

a. behaviors patterns; such as nailbiting, thumb- 
sucking, pica, rituals ("security"b1anket or toy), and 
unusual movements 

b. activities of daily living; hour of sleeping and 
arising, duration of nighttime sleep, naps, type and 
duration of exercise, regularity of stools and 
urination, age of toilet training, occurrences of 
daytime or nighttime bed-wetting 

c. usual disposition as well as response to frustration 
d. use or abuse of alcohol, drugs, coffee, and 

cigarettes 
e. dental hygiene 
f. safety habits of family 

8. Review of systems: 

a. a specific review of each body system, similar to 
the order of a physical exam 



9. Family History 

a. primarily for the purpose of discovering the 
potential existence of hereditary or familial disease 
in the parents and children. 

b. also include marital relationship, availability of 
support systems in extended relatives, and age 
relationships among siblings. 

c. include the maternal and paternal parents, siblings, 
and offspring, information for each includes: age, 
state of health if living, cause of death if deceased, 
and any evidence of the following conditions: 

heart disease 
hypertension 
cancer 
diabetes mellitus 
obesity 
congenital anomalies 
mental retardation 
allergy 
asthma 
tuberculosis 
sickle cell disease 
convulsions 
insanity or emotional problems 
syphilis 
rheumatic fever 



10. Personal/Social History 

Includes all the personal, social and economic factors 
that influence the child's and family's overall 
psychologic health 

Focus on: 

a. home and community environment 
b. occupation and education of family members 
c. cultural and religious traditions 
d. geographic location 
e. marital and sexual history of the parent and child 
f. financial resources - insurance 
g. school history and progress 

1 1. Patient Profile: 

Summary of the impression of the child's health status 
and the psychologic - socioeconomic variables that 
influence his total well-being 

a. health status - such as, common health problems 
discovered during the interview 

b. physchologic status - family problems 
such as divorce or separation 

c. socioeconomic status - such as, living conditions 
and family financial status 



12. Interval History - Return patient visit 

S.O.A.P.: 

a. Subjective: Chief Complaint, Present Illness, Past 
Medical History and Review of System 

b. Objective: vital signs, physical exam, laboratory 
studies, x-rays 

c. Assessment: diagnosis - problem list 
d. Plan: approach to solving problem list and 

follow-up 

Physical assessment of the child 

A. General Information: 

Age-specific guidelines Table 1 

Approaching the child 

Age of the child frequently alters the sequence of 
performance. Use developmental and chronological age as 
the main criteria for assessing each body system. 

Goals: 

1. minimization of stress and anxiety associated with 
various body parts 

2. fostering of a trusting relationship between examiner- 
child-parent 

3. allowance for maximum preparation of child 
4. maximization of accuracy and reliability of assessment 

findings. 



B. Assessment skills: ,, 

The traditional four categories of assessment skills include 
inspection, palpation, percussion, and auscultation. 

Each of these involves a set of tools to facilitate its 
performance, usefulness, and accuracy. 

lnspection - sight, smell, hearing and sometimes taste, 
palpation's percussion - hands and fingers. 

Auscultation - ears 

Measurements such as height (length), weight, head 
circumference, vitals signs, and blood pressure are also 
essential components of every physical assessment. 

1 . Inspection 

a. involves the use of the sense, primarily vision, to 
make judgements, comparisons, decisions. 

b. requires skill, repetition, and practice to establish 
reliable findings for distinguishing among normal, 
borderline, and abnormal 

c. methods of inspection 

(1) conscious, systematic, and active use of 
one's senses 

(2) examine each body part, the visible areas are 
deliberately inspected for color, texture, 
firmness, hygiene, masses, hair distribution, 
tone, movement, behavior, tension, flaccidity, 
symmetry, location, position, temperature, 
and so on. 



0 . ..:. 
(3) during observation compare what constitutes 

normal anatomy and physiology 

(4) consciously analyze behaviors, such as 
appearance, movement, relationships, 
activity, verbal interaction, mood, and 
orientation and to record what is observed 

2. Palpation 

a. palpation uses touch or the tactile sense to detect 
both superficial and deeper characteristics of the 
body 

b. combined with inspection to validate a visual 
impression, such as texture of the skin 

c. it is used to examine all accessible parts of the 
body, such as organs, glands, blood vessels, 
bones, muscles, hair, skin, and mucosa 

(1) methods of palpation: 

(a) neck for lymph glands or infants skull 
for fontanels: fingertips 
temperature: tips of fingers and back or 
hand. 

(b) vibration: such as heart thrills: palm of 
the hand 

(c) consistency, position, size: grasping 
action 

(d) deeper organs of the abdomen: liver, 
spleen, kidneys: bimanual maneuver 

Note: For any type of palpation to be effective, especially for deep 
palpation of internal organs, the child must be relaxed. Position the child 
comfortably, for example, in a semireclining position in the parent's lap 
warming the hands before touching him, and distracting the child. - 



3. Percussion 

a. striking or tapping of the body surface to produce 
sounds that correlate with the type of underlying 
tissue density 

b. Table 2. definition of percussion sounds 
c. methods of percussion 

(1) direct - striking or tapping the body surface 
directly with the finger, useful for percussing 
well-defined areas, such as, bone or borders 
of organs. 

(2) indirect - tapping is done by striking a 
stationary finger positioned on the body 

4. Auscultation 

a. evaluation of body sounds 
b. characteristics of auscultatory are the same as 

those used to describe percussion tones. 
(see table 2) 

c. methods of auscultation 

(1) direct: ear is applied directly to the body 
surface 

(2) indirect: use of a stethoscope to transmit 
internal body sounds to the nurse's ear. 

Two types of stethoscopes: 

(a) open-bell: low pitched sounds such as 
diastolic murmurs. need an airtight seal 

(b) closed diaphragm: more sensitive to 
high-pitched sounds airtight seal not 
needed 



C. Pediatric Physical Exam 

General Outline for assessment 

1. General 

a. measurements - table 3 General trends in 
physical growth during childhood. 

(1) height 
(2) weight 
(3) head circumference 
(4) vital signs 
(5) blood pressure 

b. general appearance - the general appearance of 
the child is a cumulative, subjective impression of 
the child's physical appearance, state of nutrition, rci 
behavior, personality, interactions with parents, 
nurse, and siblings, posture, development and 
speech 

physical appearance: facial, posture, hygiene 

(2) nutrition: well - nourished or undernourished 
musculature, subcutaneous fat 

(3) behavior: includes the child's personality, 
level of activity, reaction to stress, request, or 
frustration, interactions with others, degree of 
alertness, and response to stimuli 

(4) development: overall estimation of the child's 
speech development, motor skills, degree of 
coordination, and recent area of 
achievement. Document with DDST (Denver 
Developmental Screening Test) if appropriate. 



c. skin - assessed for color, texture, temperature, 
moisture and turgor. Hair is also inspected for 
color, texture, quality distribution, and elasticity 

variations in skin color: 

(a) pallor and cyanosis 
(b) erythema 
(c) ecchymosis and petechiae 
(d) jaundice 

texture 

(a) moisture and temperature 
(b) marks or scars 
(c) common childhood problems: 

i) cradle cap (scaliness on the 
scalp) 

ii) eczema (scaliness and 
desquamation of the scalp, 
cheeks, knees, elbows) 

iii) diaper rash 
iv) excessive dryness 

temperature 
turgor 

(a) tissue turgor refers to the amount of 
elasticity in the skin 

(b) grasp between the thumb and index 
finger and quickly release it. 

(e) normal tissue = resumes normal 
position poor skin turgor ="tentingN 

(d) edema - swelling or puffiness 

accessory organs of the skin 

(a) hair 
(b) fingernails 



d. lymph glands 

(1) assessed when the part of the body in which 
they are located is examined 

(2) usual sites for palpating accessible lymph 
nodes are shown in Table 4 

(3) major function: collect and filter the lymph of 
bacteria and other foreign matter as it returns 
to the circulatory system 

2. Head 

a. shape and symmetry 

b. head control 

c. scalp - cleanliness, lesions, scaliness signs of 
trauma; ecchymosis, masses of scars 

d. skull - palpate patent sutures, fontanels, fractures, 
swelling 

e. face - symmetry, movement, general appearance. 
Look for unusual swelling 

f. sinuses - palpate and percuss for tenderness or 
swelling 

3. Neck 

a. range of motion 
b. size and palpate it for associated structures 
c. trachea 
d. thyroid gland 
e. cervical nodes 



4. Eyes - size, symmetry, color, motility and inspection of 
the interior suifaces for examination of retinal structures. 
Funduscopic examination - ophthalmoscope 

a. general inspection 

b. placement and alignment 

(1) relative placement on the face 
(2) symmetry of location 
(3) general slant of the palpebral 

fissures of the lids 

c. inspection of external structures 

(1) lids - color, size, mobility 
palpebralconjunctiva (lining of the lids) 

(2) eyelashes 
(3) bulbar conjunctiva 
(4) sclera 
(5) cornea 
(6) pupils 

d. internal structures 

(1) manipulating the ophthalmoscope 
(2) preparing the child 
(3) fundoscopic examination 

(a) red reflex 
(b) optic disc 
(c) blood vessels 
(d) macula 



5. Ears 

a. general inspection, placement and alignment 

b. inspection of external structures, 

(1) pinna - landmarks 
(2) skin surface 
(3) general hygiene 
(4) discharge from aural canal 

c. inspection of internal structure 

(1) use of the otoscope 
(2) positioning the child 
(3) entering the canal, positioning the otoscope 
(4) light reflex 
(5) bony landmarks ci 
(6) tympanometer 

6. Nose 

a. inspection of external structures 

(1) placement and alignment 
(2) symmetry 
(3) signs of flaring 

b. inspection of internal structures 

(1) color of mucosal lining, as well as swelling, 
discharge, dryness or bleeding 

(2) inspect turbinates, septum 
(3) sense of smell 



7. Mouth and throat 

a. lips - lesions 

b. internal structures 

(1) oral cavity: 

(a) mucous membranes 
(b) odor of breath 
(c) teeth 
(dl gums 
(e) tongue 
(9 hard palate 
(g) soft palate 
(h) uvula 

(2) oropharynx 

(a) tonsils 
(b) posterior pharynx 

8. Chest 

a. size, shape, symmetry, movement breast 
development, presence of bony landmarks 

b. rib cage 
c. sternum 
d. thoracic cavity 

(1) size 
(2) shape 
(3) angle 
(4) symmetry 
(5) movement 
(6) nipples - breast development 



9. Lungs 

a. lobes - location 

b. inspection: 

(1) respirations 

(a) rate 
(b) rhythm 
(c) depth 
(d) quality 
(e) character of breath sounds 

(2) patterns of respiration (Table 5) 

c. palpation: 

(1) vocal fremitus 
(2) crepitation 

d. percussion: 

e. auscultation 

(1) vesicular breath sounds 
(2) bronchovesicular breath sounds 
(3) bronchial breath sounds 
(4) absent or diminished breath sounds 
(5) voice sounds 

(a) whispered pectoriloquy 
(b) bronchophony 
(c) egophony 



(6) adventitious sounds 

(a) rales 
i) fine, medium, coarse 

(b) rhonchi 
i) sibilant, sonorous 

(c) pleural friction rub 

10. Heart 

overall assessment - comprehensive evaluation of 
pulse, blood pressure, respiratory function, and 
general physical growth and development 

inspection - bulging, location of apical pulse 

palpation - feel the point of maximum impulse, 
apex, thrills, pericardial friction rubs 

percussion - outline borders 

auscultation - origin of heart sounds 

differentiating normal heart sounds 

(1) quality 
(2) intensity 
(3) rate 
(4) rhythm 

various patterns of heart rate Table 6 

grading of the intensity of heart murmurs 



11. Abdomen 

a. inspection 

(1) contour 
(2) size and tone 
(3) skin 
(4) movement 
(5) pulsation 
(6) umbilicus 
(7) hernia 
(8) anal region 

(a) fissures 
(b) prolapse 
(c) polyps 
(d) skin tags 

b. auscultation: peristalsis or bowel sounds 

c. percussion: liver, stomach "gas bubble", shifting 
dullness 

d. palpation 

(1) superficial 

(a) tenderness, muscle tone, superficial 
lesions, skin turgor 

(b) tenderness 

i) visceral 
ii) somatic 
iii) rebound tenderness 



(c) deep palpation - palpating organs and 
large vessels, detecting masses and 
tenderness 

i) 
i i) 
iii) 
iv) 
v) 
vi) 
vii) 
vi i i) 
ix) 

liver 
spleen 
kidneys 
bladder 
cecum 
sigmoid 
aorta 
femoral pulses 
abdominal reflexes 

12. Genitalia 

a. male genitalia 

(1) inspection - size of penis, glans and shaft 
prepuce, urethral meatus, size of scrotum, skin 
of scrotum, hair distribution 

(2) palpation - identify: testes, epididymis, 
spermatic cords, and if present inguinal hernias 

b. female genitalia 

(1) inspection and palpation 

vulva or pudendum 
hair distribution 
clitoris 
labia majora 
labia minora 
urethral meatus 
vaginal orifice 
hymen 
bartholin's glands 



13. Back and Extremities 

a. spine: posture - curvature; lordosis, kyphosis, 
scoliosis 

b. back: tufts of hair, dimples, discoloration, masses, 
mobility 

c. extremities: symmetry of length and size, count 
fingersltoes for evidence of clubbing, cyanosis, 
disorders of the nails and hygiene 

d. arms and legs 

(1) inspected for temperature, color, tenderness, 
and masses 

(2) 5 main criteria: 

(a) pain 
(b) pulse 
(c) paresthesia - abnormal sensation, ie. 

numbness 
(d) pallor 
(e) paralysis 

(3) shape of bones is accessed: "bowleg" or 
genu varum, "knock knee" or genu valgum, 
tibia1 torsion 



e. feet 

(1) plantar reflex 

(2) Babinski's sign - dorsi flexion of the big toe 
and fanning of the other toes, is normal during 
infancy but abnormal after one year of age or 
when locomotion begins 

(3) gait 

(a) metatarsus varus 
(b) internal tibia1 torsion 
(c) anteversion (forward turning) of the neck 

of the femur 
(d) persistence of broad-based gait - may 

indicate problems with balancing in the 
cerebellum 

(e) scissor gait - (spastic type cerebral palsy) 
(9 waddling gait - child with a dislocated hip 

(4) joints 

(a) evaluate for range of motion (ROM) 
(b) palpate for heat, tenderness, or swelling 

(5) muscles 

(a) development 
i) shape and contour - in a relaxed and 

tense state 

(b) tone 
i) atrophy 
ii) hypertrophy 

(c) strength 
i) push or pull against resistance 



14. Neurologic assessment 

a. behavior 

(1) overall impression of the child's personality, 
affect, level of activity, social interaction, and 
attention span 

(2) state - (level) of consciousness 

(a) hyperirritability 
(b) hyperactivity 
(c) lethargy 
(d) delirium 
(e) stupor 
(f) coma 

..is 

Evaluate Level of Consciousness by observing the child's response to 
G 

commands - calling his name or detecting his response to a pinprick or 
other painful stimuli 

b. cognitive - perceptual development, best assessed 
using a formal screening test such as the DDST 

c. motor functioning 

(1) motor ability primarily involves assessment of 
voluntary muscle contraction and acquisition 
of age - specific developmental milestones 
for gross and fine motor skills 

(2) muscle development - assess size, tone, 
strength, and abnormal involuntary 



(3) other signs of possible neurologic damage 

(a) hypeflexi bility 
(b) rapid blinking 
(c) head nodding 
(d) constant holding of both hands over the 

mouth 
(e) markedly asymmetric or flaccid posture 

in an infant 

d. sensory functioning 

(1) assessed in terms of the sensory cranial 
nerves - vision, hearing, peripheral sensation 

(2) tactile sensory intactness 
(3) sensory discrimination 
(4) hearing tests 

(a) audiometry 
(b) acoustic impedance or tympanometry 
(c) startle reflex 
(d) localization of sound 
(e) five - toy test 
(9 Rinne test - air conduction 
(g) Weber's test - bone conduction 

(5) vision testing 

(a) light perception 
(b) visual acuity: Snellen E chart 
(c) (Denver Eye Screening Test) DEST 

(d) peripheral vision or visual field 
(e) color vision 

i) lshihara's test 
ii) Hardy-Rand-Rittler (HRR) 



e. cerebellar functioning 

(1) cerebellum mainly controls balance and 
coordination 

(2) much of the assessment of cerebellar 
functioning is included in observing the 
child's posture, body movements, gait and 
development of fine and gross motor skills 

(3) tests for cerebellar function that can be 
performed as games include 

(a) finger-to-nose test 
(b) heel-to shin 
(c) Romberg test 

(4) coordination can be assessed by any 
sequence of rapid successive movements 

f. reflexes: 

(1) testing reflexes is an important part of the 
neurologic exam 

(2) persistence of primitive reflexes, loss of 
reflexes or hyperactivity of deep tendon 
reflexes is usually the result of a cerebral 
insult 

(3) superficial reflexes: abdominal, cremasteric, 
anal, and plantar 

(4) Deep tendon reflexes: (DTR1s) 

(5) symptoms suggestive of meningitis use 

(a) Kernigs sign 
(b) Brudzinskis sign 



g. cranial nerves - Table 4 

h. "soft" signs: 

(1) "a finding that is normal in a young child but 
that in the normal course of maturation 
should go away .... it represents a 
developmental delay or lag in the 
differentiation of a sensory of motor system" 

(2) list of soft signs: 

(a) short attention span 
(b) unusual body movements, such as 

mirroring poor coordination and sense 
of position 

(c) excessive, sustained, and purpose less 
movement (hyperactivity) 

(d) hypeactivity 
(e) impulsiveness 
(9 labile emotions 
(g) distractibility 
(h) no established handedness 
(i) language and articulation problems 
(j) perceptual deficiets (space, form 

movement, and time) 
(k) problems with learning, especially 

reading, writing, and arithmetic 



Table 1. 

AGE-SPECIFIC GUIDELINES FOR PHYSICAL EXAMINATION DURING CHILDHOOD 

AGE POSITION SEQUENCE PREPARATION 

Infant Before sits alone: supine or 
prone, preferably in parent's 
lap; before 4 to 6 months: 
can place on examining table 
After sits alone: use sitting in 
parent's lap whenever possible 
If on table, place with parent 
in full view 

If quiet auscultate heart, 
lungs, abdomen. 
Record heart and respiratory 
Palpate and percuss same areas 
Proceed in usual head-toe 
direction. Perform traumatic 
procedures last 
(eyes, ears, mouth 
{while crying)) 
rectal temperaturn {if taken) 
Elicit reflexes as body part 
examined 
Elicit Moro reflex last 

Completely undress if room 
temperature permits, Leave diaper 
on male 
Gain cooperation with distraction, 
bright objects, rattles talking. 
Smile at infant; 
use soft, gentle voice 
Pacify with bottle of sugar 
water or feeding 
Enlist parent's aid for 
restraining to exanline ears, rnorrth 
Avoid abrupt, jerky movements 



Table 1. (cant inued) AGESPECIFIC G U I D E L W  M)R PHYSICAL EXAMINATION DURING CHILDHOOD 

AGE POSITION SEQUENCE PREPARATION 

Toddler Sitting or standing onlby Inspect body area through play: 
parent "count fingers," "tickle toes" 
Prone or supine in parent's Use minimal physical contact 
lap Introduce eyuipment slowly 

Auscultate, percuss, palpate 
whenever yuiet 
Perform traumatic procedures last 
(same as for infant) 

Have parent remove outer clothing 
Remove underwear as body part 
examined 
Allow to inspect equipment: 
demonstrating use of equipment usually 
ineffective 
If uncmperutive, perform procedures 
quickly 
Use restraint when appropriate; recluest 
parent's assistance 
Talk about examination if cooperative; 
use short phrases 
Praise for cooperative behavior 



Table 1. (continued) AGESPECIFIC GUIDELINES FOR PHYSICAL EXAMINATION DURING CHILDHOOD 

AGE POSITION SEQUENCE PREPARATION 

Preschool child Prefer standing or sitting If cooperative, proceed in Request self-undressing 
Usually cooperative head/toe direction Allow to wear underpants 
prone/supine If uncooperative, if shy. Offer equipment for 
Prefer parent's closeness proceed as with toddler inspection: 

Brief ly demonstrate use 
( m a y  d e m o n s t r a t e  o n  
parent) Make up "story" about 
"I am going to give your arm 
a hug with this special cloth" 
(blood pressure) Use paper- 
doll technique 
Give choices when possible 
Expect cooperation; use 
positive statements. 
"Open your mouth" 



Table 1. (continued) AGESPECIFIC GUIDELINES FOR PHYSICAL EXAMINATTON DURING CHILDHOOD 

AGE POSITION SEQUENCE PREPARATION 

School-age Prefer sitting Proceed in head-toe direction 
Child Cooperative in most positions May examine genitalia last in 

Younger age prefer older child 
parent's presence Respect need for privacy 
Older age may prefer privacy 

Request self-undressing 
Allow to wear 
underpants 
Explain purpose of 
equipment and 
significance of procedure 
such as otoscope to see 
eardrum, which is necessary 
for hearing 
Teach about body fund ioning 
and care 



Table 1. (continued) AGESPECIFIC GUIDELIlVES FOR PHYSICAL EXAMINATION DURING CIIILDEIOOD 

AGE POSITION SEQUENCE PREPARATION 

Adolescent Same as for school-age child Same as older school-age child Allow to undress in privacy 
Offer option of parent's Give gown 
presence Expose only area to be examined 

Respect need for privacy 
Explain findings during 
examination: 
"Your muscles are firm and 
strong" 
Matter of factly comment about 
sexual development: 
"Your breasts are developing 
as they should be" 
Emphasize normalcy of 
development. Examine genitalia 
as any other body part: may 
leave to end. May use mirror 
during examination of 
genitalia to allow youngster to 
view area examined and learn 
about personal anatomy 



Table 2. Definition of percussion sounds 

Percussion sounds Examples 

TONES* 

Intensity - amplitude or loudness of tone 

Pitch - frequency or number of vibrations per second; 
the greater the number of vibrations, the higher 
the pitch; the fewer the number, the lower the pitch 

Duration - time period of vibrations and length of time the 

Quality or timbre - subjective evaluation that depends on the 
source of the sound 

NOTES 

Resonance - clear hollow note, low pitch, long duration, 
relatively loud ( heard with ease ) 

Tympany - clear hollow note, higher pitched than resonance, 
musical with rich overtones (quality), long duration 

Loud tones - produced by more hollow, air-filled spaces, 
such as the lungs 
Soft tones - produced by more dense or solid masses, such 
as the heart 

Low-pitched - air-filled lungs 
High-pitched - consolidated lung 

Long duration - normal lungs sound lasts 
Short duration - high-density organ, such as the heart 

The same musical note from two different instruments 
produces a different quality or  timbre of sound, for 
example, sounds of equal loudness and pitch from different 
organs, such as the lungs and heart, produce sounds of 
varying quality 

Normal lungs 

Tympanic sound can be produced by lightly tapping 
an air-filled cheek with the finger, similar sound when 
percussing an air filled stomach 



Table 2. Continued 

- - 

Percussion sounds 

Hyperresonance - cross between resonance and tympany; Usually indicates less density, such as increased amount 
lower pitch than normal resonance, high intensity, and air or decreased amount of tissue; usually pathologic, such 
long duration as pneumothorax or asthma 

Dullness - high-pitched, short duration, soft (low intensity), Related to increased density and  solidarity, such as the 
and thudding heart 

Flatness - absolute dullness, high-pitched, 
very short, non-muscial in quality 

Solid tissue, such as the thigh 

Adapted from Sam, J. M., and Judge, R. D.; Physical appraisal methods in nursing practice, Boston, 1975, Little, Brown and Co. 
* These same terms are used to describe any sound and are used in physical assessment to record auscultatory sounds. 



Table 3. Genernl trends in physical growth during childhood 

Age Weight* Height * 

Infants 
Birth - 6 months 

6-12 months 

Toddlers 

Preschoolers 

School-age children 

Pubertal growth spurt 
Females - between 
10-14 years 

Weekly gain: 140-200 g (5-7 ounces) Monthly gain: 2.5 cm (I inch) 
Birth weight doubles by end of first 6 monthst 

Weekly gain: 85-140 g (3-5 ounces) Monthly gain: 1.25 cm (0.5 inch) 
Birth weight triples by end of first year Birth length increases by approximately 50% 

by end of first year 

Birth weight yuadrupla by age 2% years Height at 2 years is approximately 50% of 
eventual adult height 
Guin during second year: about 12 'cm 
(4.8 inches) 
Gain during third year: nhout 
6-8 

Yearly gain: 2-3 kg (4.4 - 6.6 pounds) 

Yearly gain: 2-3 kg (4.4 - 6.6 pounds) 

Weight gain: 7-25 kg (15-55 pounds 
Mean: 17.5 kg (38.1 pounds) 

Birth length doubles by 4 years of age 
Yearly gain: 6-8 cm (2.4 - 3.2 inches) 

Yearly gain ufter age 7 yews: 5.0 cm (2 inches) 
Birth length triples by about 13 years of age 

Height gain: 5-25 an (2-10 inches): approximntely 
95% of mature height achieved by onset of 
menarche or sketetal age of 13 years 
Mean: 20.5 cm (8.2 inches) 



Table 3. Continued 

Weight* Height* 

Males - between 
11 - 16 years 

Weight gain: 7-30 kg (15-65 pounds) 
Mean: 23.7 kg (52.1 pounds) 

Height gain: 10-30 cm (4-12 inches); 
approximately 95% of mature height achieved 
by skeletal age of 15 years 
Mean: 27.5 cm (1 1 inches) 

*Yearly height and weight gains for each age-group represent averaged estimates from a variety of sourus.,  
t A  recent study has shown the mean time for doubling of birth weight to be 3.8 months. 



Table 4. Assessment of cranial nerves 

Nerve Distribution Test 

I - Olfactory (S)* Olfactory mucosa of nasal With his eyes closed, have child identify odors such as coffee, 
cavity alcohol from a swab, or other smells. Test each nostril 

seperately 

I1 - Optic (S) Rods and cones of retina, Check for perception of light visual acuity, peripheral 
optic nerve vision, and normal optic disc. 

111 - Oculomotor OM)* Muscles of eye Have child follow an object such as a light o r  bright toy 
in all directions using only his eyes, not head movement. 

IV - Trochlenr (M) Superior oblique muscle Have child look downward. 

V - Trigeminal (M, S) Muscles of mastication, Have child bite down hard and open his jaw; test symmetry 
skin of face, and two thirds strength. 
of anterior scalp With his eyes closed, see if child can detect light touch in the 

mandiblular and maxillary regions. Test corneal und blink 
reflex by touching cornea lightly (approach child from the side 
so that he does not blink before cornea is touched.) 

VI - Abducens (M) 

VII - Facial (M, S) 

Lateral rectus muscle of eye 

Nasal cavity and lacrimal 
gland, sublingual and 
submandibular salivary 
glands, muscles for 
facial expression, and 
anterior two thirds of 
tongue (taste) 

Have child look toward each side. 

Have child smile, make a funny face, or  show his teeth to see 
symmetry of expression. Have child identify a sweet, sour, 
bitter solution. Place each taste on anterior section and sides 
of protruding tongue; if child retracts tongue, solution will 
dissolve toward posterior part of tongue. 



Table 4. Continued 

Nerve Distribution Test 

VIII - Auditory, 
acoustic, or  

. ves tibulocochlear (S) 

IX - Glossopharyngeal 
(M, S) 

X - Vagus (M, S) 

XI - Accessory (M) 

XI1 - Hypoglossal (M) 

Internal ear Test hearing; note any lass of equilibrium or presence of vertigo 

Pharynx, tongue, and 
posterior one third of 
tongue for taste 

Stimulate the posterior pharynx with a tongue blade; the child 
should gag. Test sense of taste on posterior segment of tongue 

Muscles of larynx, Note hoarseness of the voice, gag reflex, and ability to swallow. 
pharynx, some organs of Check that uvula is in midline; when stimulated with a tongue 
gastrointestinal system, blade, should deviate upward and  to the stimulated side. 
sensory fibers of root of 
tongue, heart, lung and 
some organs of gastrointestinal 
system 

Sternocleidomnstoid and 
trapezius muscles of 
shoulder 

Muscles of tongue 

Have child shrug his shoulders while applying mild pressure. 
With the hands placed on his shoulders, have child turn his 
head against opposing pressure on either side. Note symmetry 
and strength. 

Have child move tongue in all directions. Have him protrude 
tongue ns far as possible; note any midline deviation. Test 
strength by placing tongue blade o n  one side of tongue and 
having child move it away. 

+S - sensory; M - motor 



Table 5. Various patterns of respiration 

Term Description 

Tachypnea 

Bradypnea 

Dyspnea 

Apnea 

Hyperpnea 

Hypoventilation 

Hyperventilation 

Kussmaul breathing 

Cheyne-Stokes 

Biot's breathing 

Seesaw (paradoxical) 
respirations 

lncreased rate 

Decreased rate 

Distress during breathing 

Cessation of breathing 

lncreased depth 

Decreased depth (shallow) and irregular rhythm 

lncreased rate and depth 

Hyperventilation, gasping and labored respiration, 
usually seen in diabetic coma or other states of 
respiratory acidosis 

Gradually increasing rate and depth with periods of apnea 

Periods of hyperpnea alternating with apnea 

Chest rises while the abdomen falls 



Table 6. Various patterns of heart rate or pulse 

Term Description 

Tachycardia 

Bradycardia 

Pulsus alternans 

Pulsus bigeminus 

Pulsus paradoxus 

Sinus arrhythmia 

Water - hammer or 
Corrigan's pulse 

Dlcrotic pulse 

Thready pulse 

Increased rate 

Decreased rate 

Strong beat followed by weak 
beat 

Coupled rhythm in which beat is felt in pairs because 'of 
premature beat 

Intensity or force of pulse decreases with inspiration 

Rate increases with inspiration, decreases 

Especially forceful beat caused by a very 
wide pulse pressure (systolic blood pressure 
minus diastolic blood pressure) 

Double radial pulse for every apical 

Rapid, weak pulse that seems to appear and disappear 
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PEDIATRIC MALIGNANCY: AN OVERVIEW 
Pamela L. Cummings R.N., B.S.N. 

I. Scope of the problem 

A. Incidence 

B. Mortality 

C. Prognosis 

D. Comparison with adult cancers 

II. Approach to care 

A. Multidisciplinary team 

6. Family centered care 

Ill. Epidemiology 

A. Environmental factors 

B. Host factors 

C. Genetic factors 

D. '#Two hit" theory 



,.*... ,.. ,... 2 ... ...... . .... .... , . . . . . , . . ...... . ... ,S!.' <:... . ,... IV. Forms of Childhood Cancer 

A. Leukemia 

1. ALL ( Acute Lymphocytic Leukemia ) 

a. Clinical presentation 

b. Diagnosis 

c. Treatment 

d. Prognosis 

2. ANLL ( Acute Non-Lyrnphocytic Leukemia ) 

a. Clinical presentation 

b. Diagnosis 

c. Treatment 

d. Prognosis 



6. Central Nervous System (Brain Tumors) 

1. Clinical presentation 

2. Diagnosis 

3. Treatment 

4. Prognosis 

C. Lymphomas 

1. Hodgkins 

a. Clinical presentation 

b. Diagnosis 

c. Treatment 

d. Prognosis 



2. Non-Hodgkins 

a. Clinical presentation 

b. Diagnosis 

c. Treatment 

d. Prognosis 

D. Neuroblastoma 

1. Clinical presentation 

2. Diagnosis 

3. Treatment 

4. Prognosis 



E. Wilm's Tumor 

1. Clinical presentation 

2. Diagnosis 

3. Treatment 

4. Prognosis 

F. Rhabdomyosarcoma 

1. Clinical presentation 

2. Diagnosis 

3. Treatment 

4. Prognosis 



G. Bone Tumors 

1. Ewings Sarcoma 

a. Clinical presentation 

b. Diagnosis 

c. Treatment 

d. Prognosis 

2. Osteogenic Sarcoma 

a. Clinical presentation 

b. Diagnosis 

c. Treatment 

d. Prognosis 



H. Retinoblastoma 

1. Clinical presentation 

2. Diagnosis 

3. Treatment 

4. Prognosis 



V. Factors Contributing to Improved Prognosis 

A. Combination Therapy 

B. Multidisciplinary approach 

C. Participation in national studies 

D. Supportive Care 

1. Blood component therapy 

3. Infectious disease 

4. Improved delivery of care 

a. venous access devices 
b. community health care 
c. home health nursing 
d. community physician 
e. hospice 
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ANTIEMETICS AND CANCER CHEMOTHERAPY 
LaVonne Ridder R.N., M.A. 

Nausea is common following chemotherapy and can be acute (during or 
immediately following administration), subacute (6-12 hours later), delayed 
(2-3 days later) or anticipatory (conditioned response to past experience of 
nausea or vomiting after chemotherapy administration). It is important to 
attend to nausea and vomiting control because of complications which could 
occur as a side effect. Complications could include esophageal tears, 
fractures, prolonged anorexia, malnutrition, metabolic abnormalities, and 
volume depletion. 

POTENTIAL PATIENT PROBLEMS 

I rnpaired 
Rsnal Function I- 

Antici patorg 
N a u x e  & Yomi t i n q  

[ {  

Injury, Related to Trauma 
- x - A - - : - A - - L : - - l  L4..---- 1 

*I [A1 & with Therapy 

Tear ( M a l l o r y - W e i s r  syndrome)] 



Definitions: 

Nausea: vague wavelike sensation and conscious need to vomit 

Vomiting: actual forceful expulsion of gastric contents through the 
mouth 

Retching: rhythmic contraction of respiratory muscle causing up and 
down movement of gastric contents into the esophagus 

Physiology of Nausea and Vomiting: 

1. The vomiting center is located close to the reflex centers 
controlling cardiovascular and respiratory function causing: 

a. tachycardia 

b. diaphoresis 

c. weakness/dizziness t nausea 

d. bradycardia 

e. decreased blood pressure during vomiting 

f. increased rate and depth of respiration 

2. The vomiting center receives stimulation from: 

a. intestinal tract through the vagus nerve stimulated by 
delayed gastric emptying or GI distension 

b, cortical pathway via hypothalamus, stimulated by anxiety 
or increased intracranial pressure (probable cause for 
anticipatory nausea and vomiting) 

c. vestibular pathway via labyrinth system and vagus nerve, 
stimulated by rapid position changes (does not play a 
significant role in chemotherapy induced emesis) 



d. peripheral pathways via sympathetic visceral afferent from 
the GI tract, heart and kidneys. Stimulated by irritation or 
spasm 

e. chemoreceptor trigger zone (CTZ stimulated by blood borne 
toxins, drugs such chemotherapy, and altered hormones 
of pregnancy (the chemoreceptor trigger zone contains 
receptors for histamine, doparnine, acetylcholine and 
opiated) -- but the actual neurochemical physiology of 
chemotherapy induced nausea and vomiting is not well 
known 

Principles of antiemetic administration: 

1. Give the antiemetic that works best for the particular situation, 
particular patient and cause. 

2. The most effective antiemetic regimens include drugs that act on 
some or all of the different pathways. 

3. Although it is probable that nausea and vomiting occurring after 
chemotherapy administration is related to the drugs given, it is 
important to exclude other causes (bowel obstruction, peritonitis, 
CNS metastasis, drugs such as narcotics, fluid and electrolyte 
balance, hepatic metastasis, infection, radiation therapy and 
uremia) 

4. Consider psychogenic factors and attempt to prevent with first 
cycle (hypnosis with guided imagery, systematic desensitization, 
progressive muscle relaxation) 

5. The degree of nausea and vomiting and duration of distress may 
be related to the chemotherapy drug, dose, frequency, method 
of administration, and delayed excretion of the drug or drug 
metabolites. 



6. Conduct a prechemotherapy assessment which should include 
hydration and electrolyte status (correct if not right) and anxiety 
status (give suppot-&* and empathy as appropriate). 

7. Administer antiemetics to cover the duration of action for the 
period of expected nausea and vomiting from the specific 
chemotherapy agent 

Antiemetic Treatment: 

1. Start antiemetics prior to chemotherapy so that receptors in the 
CTZ can be efficiently blocked, thereby preventing the nausea 
and vomiting by building up blood levels of the antiemetic. 

2. Schedule according to route of administration 

3. Administer regularly for 24 hours so drugs can maintain a 
moderate to high antiemetic effect. 



EMETIC POTENTIAL OF CHEMOTHERAPY DRUGS 

HIGH ! > 80% INCIDENCE 1 ' ANTIEM ETlC REGIMEN 

mechlorethamine (nitrogen mustard) Aggressive combination antiemetics, 
decarbazine (DTC) high dose phenothiazine or odansetron, 
cisplatin (platinol) with dexamethasone; lorazepam; or 
Mitomycin C THC 
BCNU, CCNU 
high dose cyclophosphamide 
high dose methotrexate 
high dose cytosine arabinoside 

MODERATE ! 50% INCIDENCE ) 

doxorubicin (Adriarnycin) 

daunorubicin (Daunomycin) 
cyclophosphamide (Cytoxan) 
ifosfamide e 

dactinomycin (Actinomycin D) 
mitoxantrone 
procarbizine 
etoposide 
hexamethylmamine 

LOW ( < 25% INCIDENCE 

5-fluorouracil (5-FU) 
methotrexate 
bleomycin 
cytosine arabinoside 
(Ara-C) 
melphalan 
vincristine 
hydroxyurea 
etoposide 

thiopeta 
thioguanine 
tamoxifen 
chlorambucil 
L-asparaginase 
vinblastine 
teniposide 
6-mercaptopurine 

Moderately aggressive therapy with 
intravenous odnasetron, phenothiazine 

Phenothiazines and odnasetron 
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INFECTION IN PATIENT UNDERGOING CANCER TREATMENT 
Tribhawan S. Vats, M.D. 

Pamela L. Cummings R.N., B.S.N. 

I. Essentials of Cancer Therapy 

A. Medical Treatment 

B. Supportive Care 

11. Cause of Infection 

A. Underlying Disease Itself 

B. Treatment of Disease 

C. Both Alter Host Defenses 

ill. Compromised Host 

A. Invasion of skin and mucosal barrier 

B. Phagocute defense 

1. Neutrophils 

2. Monocytes 

a. Macrophages 

C. Alteration of cellular and humoral immunity 

D. Splenectomy 

E. Altered nutritional status 



F. Acquisition and colonization of microbial flora 

G. Intensity of treatment regimen 

IV. Fever and Neutropenia 

A. 3 Readings of 38OC in 24 hours 

B. Single spike of 38.5OC 

C. ANC of L 1000/mm3 and sick patient 

D. ANC of L 500/mm3 - isolation precautions 

E. Absolute Neutrophil Count 

F. ANC Calculation: 

V. Compromised Host with Fever 

A. Assessment of Neutrophil Count 

B. Type of infection and identification of infectious agent 

C. Host susceptibility 

D. Diagnostic evaluation 

E. Empiric antibiotic - cephalosporin + aminoglycoside 

VI. Evaluation of febrile neutropenic patient 

A. History and thorough physical examination 

B. Two sets of blood cultures for bacteria and fungi 

C. Cultures from central line if present 



D. Cultures from anterior nares, throat, and urine 

E. Stool cultures for bacterial, viral fungal and clostridiurn agents. 

F. CXR 

G. Sinus x-ray 

H. CBC, serum transaminases, electrolytes, BUN and creatinine 

I. Aspirate and biopsy from skin lesions if present 

VII. Empiric Therapy 

A. Monotherapy ( Ceftazidine ) 

B. Combination antibiotics ( Ceftazidine, Tobramycin ) 

C. Vancomycin added up front for indwelling catheter patients 

VIII. Fever and neutropenia at 72 hours 

A. Causes 

1. Non-bacterial infection 
2. Resistant bacteria 
3. Super infection 
4. Inadequate concentration of antibiotics 
5. Rare organisms 

B. Assessment 

1. Repeat blood and port cultures 
2. Repeat chest x-ray or sinus x-ray if indicated 
3. Examine the port and surrounding area 
4. Check all previous cultures 
5. Clinical assessment of the patient 



IX. Treatment of Specific Infection 

Bacterial Infection ' 

A. Organisms 

1. Gram negative E.C. 
2. Pseudomonas, Klebsiella, E. Coli 
3. Gram positive E.C. 
4. Staphylococcus epidermidis, and hemdytic strop and 

diptheriods 

X. Standard antibiotic regimen 

A. Tobramycin 7.5 mg/kg/day IV every 8 hours 
B. Fortaz 150 mg/kg/day IV every 8 hours 
C. Oxacillian 200 mg/kg/day IV every 8 hours 
D. Clindamycin 40 mg/kg/day IV every 6 hours 
E. Vancomycin 40 mg/kg/day IV every 6 hours 

Always check peak and though levels to adjust dosage 

XI. Prophylaxis of bacertial infections 

A. Oral non absorbable antibiotics 
B. Trimethoprim Sulfamethoxazole 
C. Quinoline group of antibiotics 

XII. Viral Infections 

- Chicken-pox 

- Herpes zoster 

- Cytomegalovirus 

- Epstein Barr Virus 



A. Chicken-pox 

1. Visceral dissemination occurs very commonly 

2. Severe pneumonia encephalitis and hepatic damage can 
occur 

3. More severe in patients on chemotherapy and having 
lymphopenia (L 560/mm,) 

B. Herpes Zoster (Shingles) 

1. More morbidity than mortality 

2, Involves several dermatomos 

3. Neurologic involvement quite common 

4. More common in patients with Hodgkins disease and 
lymphoma treatment with acyclovir 

C. Cytomegalovinus 

1. May be caused by blood transfusion organ transplantation 
or reactivation of latent virus 

2. Diagnosed by increase in I gm immunofluorescent antibody 
titer 

3. May cause multisystem disease 

4. Treatment most successful with IV gammaglobulin and 
gancyclorir 



Xlll. Fungal lnfections 

A. Fungal lnfections ' 

1. Candida Albicans 

2. Candida Glabrata 

3. Aspergillosis 

4. Crytococosis 

5. Histoplasmosis 

B. Fungal lnfections 

1. Treatment 

a. Amphotericin B 

(1) 0.2 mg/kg/day starting dose increase 
to 0.7 to 1 .O mg/kg/day 

(2) total duration - 2-8 weeks 

b. Prophylaxis 

(1) Nystatin 

(2) Ketaconezole 

(3) Fluconozole 



.-.. . . , A  
, :. . .. ,. ..- .. ,: 

XIV. Other Infections 
. .  - .. ..., .. 

A. Pneumocstis Carinii Pneumonia 

1. Usually appears in remission state 

2. Sudden onset of respiratory difficulty 

3. Tachypnea, ashen color 

4. Multiple lobe infiltrate in lungs 

5. Lungs usually without roles 

B. Pneumocystis Carinii Pneumonitis 

1. Diagnosis by lung biopsy, lung aspirate or clinical 

2. Treatment with I M P  - 2 mg/kg/day and SMZ 100 
mg/kg/day divided every 6 hours IV 

3. If no response use pentamidine 4 mg/kg/day. 
IV for 10-1 4 days. 

XV. Protected Environments 

A. Added Expense 

8. Psychological Trauma 

C. Benefits unproven 

D. Best indication is protracted neutropenia 

9 6 



CHEMORADIOTHERAPY INDUCED STOMATITIS 

PAMELA L. CUMMINGS R.N., B.S.N. 

1. Introduction 

A. Incidence 

B. Definition 

1. Stomatitis 

2. Xerostomia 

C. Causative Factors and their Sequelae 

1. Radiation to head and neck (Table 7) 

a. Salivary gland dysfunction 

b. Increase of crown and root caries 

c. Altered taste sensation 

d. lntraoral hemorrhage 



2. Stomatotoxic Chemotherapeutic Agents 

a. lncrease potential for systemic bacterial invasion 

b. lncrease oral discomfort 

c. Decrease nutrition 

d. Delay of therapy 

11. Diaanosinq the Problem 

A. Physical Characteristics 

B. Subjective Data 

1. Oral perception guide (Table 7) 

C. Objective Data 

1. Oral Assessment guide Fable 7) 



Ill. Treatment (Table 8) 

A. Aimed at prevention 

1. Prechemoradiotherapy guidelines 

a. Referral to Dental/Oncology Program 

b. Personal Oral hygiene 

c. Establishment of oral health protocol (s) 

B. Standard Treatment Regimens 

1. Agents utilized to control pain 

2. Topical application (s) 

3. Antifungals 

4. Agents to control intraoral hemorrhage 

5. Agents utilized to treat xerostomia 



TABLE 7. ORAL EXAMINATION GUIDE: AN ASSESSMENT GUIDE TO ORAL AND PHYSICAL CONDITIONS 

Numerical and descriptive ratings 

Category 1 2 3 4 

Lips Smooth, soft, moist 
to dry 

Rough, dry, may be 
crusted 

Rough, swollen, dry, Dry, cracked, bleeding 
may be blistered or  ulcerated 

Mucous 
membranes 
palate, 
oropharynx 

Pink, moist, no 
debris 

Red, edematous, slightly 
dry, burning sensation 

Red, dry, may be ulcerated Very red or ulcerated, 
or coated with debris inflamed, probable debris 

Pale, slightly dry, may 
have reddened areas 
pustules 

Gingivae Pink, moist, no 
debris 

Red, shiny, edematous, Red, shiny, ulcerated, 
ulcerated bleeds easily 

Thin and watery lncrensed in amount Scanty, mouth dry Thick and ropy, viscid Saliva 

Ability 
to  swallow 

Swallows/eats with 
no problem 

Discomfort on swallowing/ 
enling 

Pain on swallowing/ Unable to swullowlat 
eating 

Diet Normal in fluid and 
amount of chewing 
needed 

Needs to be encouraged Assistance needed to eat Totally dependent on 
to eat and to do oral and to do oral others for eating and 
hygiene hygiene oral hygiene 

Independent Self-care 

Adapted from Beck, S. Impact of a systenlatic oral care protocol on stomatitis after chemotherapy. Cancer Nursing, 1 9 9  2:192, and Ziga S. Stomatitisln~ucositis. In 
Yasko J. Guidelines for cancer care symptom management. Reston, Virginia: Weston Publishing, 1983:21&7. Cancer Nursing, Vol. 10, No., 3, 1987 



TABLE 7. (continued) ORAL PERCEPTlON GUIDE 

Numerical and descriptive ratings 

Category 1 2 3 4 

Lips My lips feel 
moist and 
comfortable 

Gingivae My guns feel 
moist and 
comfortable 

Saliva My mouth feels 
moist 

Taste 

Eating 

There is no 
change in my 
taste 

I have no 
difficulty eating 
because of my 
mouth 

My lips feel slightly dry My lips are dry and burn, 
especially at the 
corners 

My gums are  a little My gums are sore and it 
sore but I am hardly is annoying 
aware of it 

I feel like my saliva I feel like my saliva has 
has increased decreased 

Things taste slightly Nothing tastes right 
different 

It is harder to eat Certain foods, especially 
because my mouth hot and spicy foods, 
is so dry burn my mouth 

My lips burn intensely: 
they are  cracked 
and it hurts to open 
my mouth 

My gums are  so sore 
that I am cunstanlly' 
aware of pain 

My mouth is very dry 
and my saliva is 
thick 

I can't tasle anything 

It hurts so much to 
chew and swallow 
that I can't eat 

Adapted from Beck, S. Impact of a systematic oral care. protocol on stornetitis after chemotherapy. Cancer Nurse 1979;2:192. 
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Table 8 
... .. ...,, 

FOFNULARY OF TOPICAL, MEDICATIONS FOR SPECIFIC ORAL PROBLEMS 

PROBLEM MEDICATION USE 

Localized secondary topical Nms p i n  
lip infection 

Apply to perioral lesions 2-5 times 
daily depending on severity of lesions 

Prevention of caries Acidulated fluoride rinse Rinse daily for 1 min with 5 ml. to 
secondary to xerostomia 10 rnl. 

Do not swallow. Switch to neutral 
fluoride if aucositis present. *+  

Neutral fluoride rinse Rinse daily for 1 min with 5 ml to 10 
ml. Do not swallow. Switch back to 
acidulated fluoride rinse when 
mucous resolves. 

ANTIFUNGAL AGENTS 

Prevention and treatment Nystatin oral suspension 
of oral candidiasis 

Clotrimazole troche 10 

Treatment of candidiasis Mycolog ointment 
under dentures or at 
corners of mouth 

Palliation of mumitis 

Palliation of mucositis 
(localized) 

Xylocaine viscous 25% 
solution 
Dyclonine hydrochloride 
0.5% or 1% solution 
Benadryl and Kopectate 
mix solution of 50% each 

Benzocaine in orabase 
ointment 

Rinse and swallow 300,000 unit 3-4 
times daily. If intolerance to swallow 
rinse only. 

Dissolve 1 tablet 5 times daily. The 
prophylactic use of clotrimazole for 
the prevention of candidiasis has not 
been adequately studied. 

Apply to affected area 2 to 3 times 
daily or place under denture surface 

15 ml swished for 30 sec: maximum 
every 3 h. Expectorate. 
15 m. swished for 30 sec every 2 to 3 
h. Expectorate. 
Swish 15 ml for 30 sec every 2 to 3 h 
Expectorate. 

Apply to affected dried area every 2 
to 3 h. Not to be used in presence of 
infection. 



Table 8 (continued) 

PROBLEMS MEDICATION USE 

CONTROL OF LOCAL BLEEDING 

Gingival Topical thrombin solution 

Mucosal surface bleeding Microfibrillar collagen 

Saliva substitutes Salivant synthetic 
mouth moisturizers saliva-spray 

Saline may also be used Xerolube 

Apply to affected area with 
gauze sponge and hold in 
place with pressure for 30 
min. Do not remove formed 
clots 

Apply to dried site with dry 
gauze sponge for 1 to 5 min. 
Do not use in closure of 
mucosal incisions. 

Spray as needed for mouth 
xerostomia 

Rinse as needed for 
xerostomia. 

*Fluoride gels in custom trays are preferred. 
+Acidulated fluorides are  contraindicated in patients with porcelain prostheses. 

DeVita, Vincent T.; Hellmen, S; Rasenberg, SA: Cancer, Principles and Practice 
of Oncology. Philadelphia: Lippincott, 2 ed. Vol. 2, 1985: 2017-2018. 



VENOUS CATHETERS 
Pamela L. Cumrnings R.N., B.S.N. 

I. Overview of catheter types classified by anatomical location. 

A. Venous catheters 

1. Short-term venous catheters 
2. Long-term venous catheters 

8. Arterial catheters 

C. lntraperitoneal catheters 

D. Epidural catheters 

II. Venous catheters 

A. Types 

1. Short-term venous catheters not tunneled SQ 

a. Characteristics 

(1) material 
(2) small gauge (usually 15 gauge internal diameter) 

pediatric gauge / diameter 22 gauge 
(3) sutured in place 
(4) radiopaque 

b. Percutaneous placement 

(1) peripherally through the basilica vein in the 
antecu bital fossa 

(2) centrally through the subclavian or jugular veins . 
(3) other 



2. Long-term venous catheters funneled SQ 

a. characteristics 

(a) smallest lumens 
(b) largest lumens 

(3) features 

(a) single lumen 
(b) double lumen 
(c) triple lumen 
(d) pediatric 

(4) Dacron ,, cuff 

(a) allows embedding into the subcutaneous tissue 
(b) allows stabilization of catheter 
(c) minimizes risk of ascending infection 

(5) Radiopaque 

b. placement 

(1 ) large vein 

(a) cephalic 
(b) internal jugular 
(c) subclavian 
(d) femoral 

(2) with the tip resign just above the right atrium (if placed 
femorally, tip may not be in the right atrium) 

(3) tunneled through the subcutaneous tissue to an exit site 
usually on the chest wall 
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B. Clinical Indications 

1. Short-term venous catheters 

a. short-term tx i chemotherapy (45-60 days) 
b. short-term infusions of vesicant chemotherapy 
c. inpatient or outpt-chemotherapy 
d. single bolus injections of chemotherapy 
e. brief life expectancy 
f. other 

2. Long term venous catheters 

blood sampling 
bone marrow transplant 
leukemia patients 
short-term or long-term infusion of vesicant or non-vesicant 
chemotherapy 
inpatient or outpatient chemotherapy 
total parent nutrition (TPN) 
anti biotictherapy 
additional supportive therapies 

C. Patient assessment / selection criteria 

1. low-priority patients for venous catheters 

infrequent venous access 
short-term therapy 
intermittent single injections 
non-vesicant / non-irritating drugs 
no previous intravenous therapy 
adequate venous access 
patient does not want venous catheter 
other 



2. high-priority patients for venous catheters 

limited venous access 
frequent venous access 
long-term indefinite treatment period 
continuous infusion chemotherapy 
home infusion of chemotherapy 
vesicant / irritating drugs 
patient with venous thrombosis / sclerosis from 
previous therapy 
patient's desire for venous catheter 
available care giver (patient or significant other) 
other 

D. Principles of management 

1. accessing the system 

a. aseptic technique 
b. clamping long-term catheters 

2. maintaining patency of the system 

a. flushing 
b. positive pressure 
c. heparinization 

3. exit site care 

4. injection cap changes 



E. Major complications 

1. catheter damage 

a. assessment 

b. prevention 

c. treatment / intervention 

2. loss of blood return 

a. assessment 

b. prevention 

c. treatment / intervention 

3. occlusion 

a. assessment 

b. prevention 

c. treatment / intervention by following declotting procedure 

4. infection 

a. assessment 

b. prevention 

c. treatment / intervention 



5.  dislodgement 

a. assessment 

b, prevention 

c. treatment (intervention by removal of catheter) 

6. catheter migration 

a. assessment 

b. prevention 

c. treatment / intervention 

7. venous thrombosis 

a. assessment 

b. prevention 

c. treatment / intervention 



F. Patient Education 

description of catheter 

catheter uses 

catheter insertion 

care of exit site 

flushing catheter and hepannization 

changing injection cap 

possible complication 

a. severance 

b. loss of blood return 

c. occlusion 

d. infection 

e. dislodgement 

f. catheter migration 

g. thrombosis 
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PEDIATRIC ONCOLOGIC EMERGENCIES 
Pamela L. Curnmings R.N., B.S.N. 

I. Types 

A. Mechanical 

B. Metabolic 

11. Pediatric Oncologic Emergencies 

A. Thoracic Emergencies 

1. Superior Vena Cava Syndrome 

2. Superior Mediastinai Syndrome 

a. Etiology 

b. Pathophysiology 

c. Evaluation/Diagnosis 

d. Therapy 



B. Pleural and Pericardial Effusions 

1. Definition 

2. Evaluation 

3. Therapy 

C. Cardiac Tamporade 

1 . Definition 

2. Etiology and Pathogenesis 

3. Evaluation/Diagnosis 

4. Therapy 



D. Abdominal Emergencies 

1. Definition 

a. Esophagus 

b. Stomach 

c. Small intestine 

d. Typhlitis 

e. Perirectal Abscess 

f. Cholecystis and Biliary Obstruction 

g. Hemorrhagic Pancreatitis 



E. Genitourinary Emergencies 

1. Definition 

2. Pathophysiology 

a. Hemorrhagic Cystitis 

b. Urinary Flew Obstruction 

F. Neurologic Emergencies 

1. Definition 

a. Acute Alterations in consciousness 

(1) Etiology 

(2) Pathophysiology 

(4) Treatment 



b. Cerebrovascular Accidents 

(1) Etiology 

(2) Pathophysiology 

(3) Evaluation/Diagnosis 

(4) Treatment 

c. Seizures 

(1) Etiology 

(2) Pathophysiology 

(3) Evaluation/Diagnosis 

(4) Treatment 



d. Spinal Cord Compression 

(1) Etiology 

(2) Pathop hysiology 

(3) Evaluation/Diagnosis 

(4) Treatment 

G. Hyperleukocytosis 

1. Etiology 

2. Pathophysiology 

3. Evaluation/Diagnosis 

4. Treatment 



ti. Metabolic Emergencies 

1. Tumor Lysis Syndrome 

a. Etiology 

b. Pathophysiology 

c. Evaluation/Diagnosis 

d. Treatment 

2. Hypercalcemia 

a. Etiology 

b. Pathophysiology 

c. Evaluation/Diagnosis 

d. Treatment 



3. Syndrome of Inappropriate Antidiuretic Hormone (SIADH) 

a. Etiology 

b. Pathophysiology 

c. Evaluation/Diagnosis 

d. Treatment 



RADIATION THERAPY 
Pamela L. Cumrnings R.N., B.S.N. 

Irradiation is frequently used in the treatment of childhood cancer, usually 
in conjunction with chemotherapy and/or surgery. It can be used for 
curative purposes and if often employed for palliation to relieve symptoms 
by shrinking the size of the tumor. 

Recent advances in radiation therapy have optimized its beneficial effects 
and minimized many of the undesirable side effects. 

I. Cytotoxic effect 

A. Ionizing radiation is cytotoxic in at least three different ways 

1. damaging the pyrimidine bases cytosine, thymine, and 
uracil needed for the synthesis of nucleicacids 

2. causing single-strand breaks in the DNA or RNA 
MOLECULE 

3. causing double helicalstrand breaks in these molecules 
these molecules 

The effect of disturbing cellular metabolic and reproductive function is 
either sublethal or lethal damage. 
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Lethal damage - refers to the death of the cell 

Sublethal damage - refers to injured cells that may subsequently be 
repaired 

Many of the acute side effects are the result of lethal damage to radio - 
sensitive tissue, particularly proliferating cells such as those of the bone 
marrow, aastrointestinal tract, and hair follicles. 

Late effects may be the result of cell death, such as infertility, or the 
consequences of sublethal damage, such as premature aging from a 
shortened cell life span. 

Side effects: 
Acute reactions - dependent on the ar e irr adi ated, total dose gi\ 
age of the child (the younger child the more radiosensitive his body 
organs), location of the tumor. 

TBI - total body irradiation is associated with the most severe reactions 

Summary of the acute and late effects of radiation therapy. 



PAIN ASSESSMENT AND MANAGEMENT 

Pamela L. Curnmings R.N., B;S.N. 

I. Assessment of pain 

A. Knowledge of children's response to pain yields valuable data 
for an assessment plan 

B. Basic assumptions regarding pain perception and expression 
are foundational: 

1. pain is subjective, personal and not directly 
communicable 

2. pain is integrally interwoven with emotions such as fear, 
anxiety, anger loneliness, or depression, and the emotion 
itself may increase the perception and expression of pain 

3. the expression of pain varies with age 

4, nonverbal communication, specifically a change in 
behavior, precedes verbal communication of pain 

Two criteria for monitoring all ages of children: 

* physiologic response - Heart Rate, Blood Pressure, 
Respiratory Rate 

* behavioral response - observe cry characteristics and 
duration, visual tracking, body movement, response time 
to stimuli 



C. Preverbal children -.infants 

1. express pain through behaviors such as: 

a. tense body posture 
b. irritability 
c. inability to be comforted by usual measurers 
d. rolling of the head 
e. flexing extremities 
f. rubbing or pulling on a body part 
g. lethargy 
h. overreaction to usual stimuli 

Reaction to induced pain is primarily physical resistance. 

D. Preschoolers: 

1. exhibit pain primarily through behavior but begin to 
verbally communicate its location 

2. psychosomatic pain and cultural expressions become 
evident, as well as an increased ability to control pain 
responses 

3. self report scale: such as, nine face interval scale 



E. Older children: 

1. explicitly describe their pain but are also more 
sophisticated in hiding or exaggerating it for personal 
gain. However, subtle behaviors such as a strained 
facial expression, rigid positioning of a body part, or 
unusual quietness are clues to the presence of pain. 

2. self report scale: Linear Analogue Scale 

l i .  Pain Management Drugs: 

A. Nonsteroidal anti-inflammatory drugs (NSAIDS) 

1. Acetaminophen - 10-1 5mg/kg PO Q 4h 

2. Aspirin (ASA) - 10-15mg/kg PO Q 4h 

3. Ibuprofen (1 00mg/5ml) 3-8 mg/kg PO Q 4-8h 
> 6 months 

given per cardiovascular monitoring guidelines 

1. Morphine 



Meperidine (~emerol) 

Codeine 

a. 0.5 - 1.2 mg/kg PO Q 4h 

Oxycodone (Percodan) 

Methadone: 0.1 - 0.2 mg/kg PO, 

Levorphanol tartrate (Levo-Dromoran): 

Hydromorphone (Dilaudid) : 0.01 5-0.03 mg/ kg 
IV/IM/SC q 3-4h 

C. Pediatric Sedation 

I. Contradictions to sedation: 

a. full stomach (solid foods 8 hrs, clear liquids 4-6 h) 

b. impaired respiratory status 

c. altered level of consciousness 

Give sedation per institution protocol guidelines. 



2. Benzodiazepirie 

a. causes: sedation, anxiolysis, amnesia. Decrease 
doses when used concurrently with opiates 

(3) IM ineffective, very painful 

c. Lorazepam (Ativan) - 0.05 mg/kg/dose IM/IV 

d. Midazolam (Versed) - max dose 2/mg 0.035 - 0.2 
mg/kg/dose IM/IV 0.5 mg/kg PO, 
0.5 - 0.1 mg/kg PR 

3. Barbiturate - causes: sedation and sleep 

Pentobarbital (Nembutal) 2-4 mg/kg/dose PO, 
PR, IM max dose 120 mg 

4. Narcotic: see Opiods section II - B causes: sedation and 
analgesia 



5. ~iscellaneous Drugs: 

a. chlorpromazine (thyroxine) 0.5 - 1 .Omg/kg/dose 
1 M, IV max. dose 50 mg 

b. chloral hydrate - 25 - 100 mg/kg/dose PO, PR, 
max dose 2gm 

c. hydroxyzine (vistaril) - 0.5 - 1 mg/kg/dose 1 M 

d. promethazine (phenergan) 0.025 - 0.1 mg/kg/dose 
1 M/IV 

6. Drug combinations 

a. PO 

(1) meperidine 1.5 mg/kg PO 

(2) diazepam 0.2 mg/kg PO 

(3) atropine 0.02 mg/kg PO 

(1) meperidine (demerol) 1.5 mg/kg PO 

(2) thorazine (chlorpromazine) 2.5-6 mg/kg/ 
24h + Q 4-6h 

(3) benadryle (diphenhydramine) 5mg/kg 24h + 

Q 6h 



c. DPT Cocktail (may mix in same syringe): max 
dose: 300 mg/24h 

d. IM 

(1) meperidine (demerol) 2mg/kg 1 M 

(2) promethazine (phenergan) 1 mg/kg 1 M 

(3) chlorpromazine (thorazine) 1 mg/kg 1 M 



CARDIOPULMONARY ASSESSMENT 

I. Personnel 

A. Practitioner performing the procedure for which sedation is 
needed 

B. An assistant trained in basic life support who can administer 
arrest drugs and who is familiar with available emergency 
equipment 

C. An assistant to help stabilize and monitor patient during the 
procedure 

11. Assessment 

A. During procedure 

1. monitor vital signs including: BP, 0, saturation using 
pulse oximeter, ECG if indicated, and physical 
examination 

B. After procedure 

1. monitor as above, make sure air way and arcuation are 
stable, patient is alert and can talk, and patient can sit 
unaided and ambulate without assistance 

Ill. IV access 

A. have available catheters in various size, fluid administration 
sets, and IV fluids (Ringer's lactate, D5W with salt). 

Stable IV access is recommended when giving IV Valium, 
versid and Demerol 



IV. 

v. 

Ref: 

Emergency cart 

Make sure emergency cart is fully equipped with suction, oxygen 
and oxygen delivery system, and airway management equipment 
(oral airways, masks, laryngoscopies, blades, ET tubes, stylet) 

Drugs 

Have epinephrine, bicaborate, atropine, lidocaine, bretyllium, 
glucose, naloxone, and physostigmine available 

American Academy of Pediatrics Committee on Drugs. Pediatrics 



COPING WITH CANCER 

Lavonne Ridder R.N., M.A. 

I. Cancer has powerful personal and cultural meanings. The person with 
cancer may reinterpret much of his or her past life in light of the cancer 
experience (Also true of the parent reminiscing about the pediatric 
cancer patient). 

A. Influence of personality, stress and lifestyle on causes of cancer 

B. Cultural meanings of cancer 

1. Death and suffering as taboo topics 

2. Evokes a sense of economic catastrophe 

3. Evokes a sense of terror and sense of' betrayal 

4. Not a suitable topic for conversation 

11. "Hoping is Coping" 

A. The role of personal history 

B. The role of the situation 

C. Prediagnostic phase 



D. Diagnostic phase 

E. Treatment phase 

F. Remission 

G. Recurrence 

H. Death and Dying 

1. "Healthy Dying" movement 

2. Death lacks meaning. 

3. Ways of understanding 
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LATE EFFECTS OF CANCER THERAPY 
IN CHILDREN AND ADOLESCENCE 

Pamela L. Cummings, R N, B.S.N. 

I. Scope of the Problem 

A. Prevalence of long-term survivorship 

B. Issues related to cost of cure 

C. Psychosocial impact of late effects of pediatric cancer survivor 
and family 

11. Factors Contributing to Survival Rates of Childhood Cancer 

A. Race 

B. Type of Cancer 

C. Survivorship Distribution vs Childhood Cancer incidence at 
diagnosis 



Ill. Late Effects in Multibody System (ROS) 

A. Central Nervous System 

1. Late Effects: 

2. Causes: 

3. Treatment: 

B. Peripheral Nervous System 

1. Late Effects: 

2. Causes: 

3. Treatment: 



C. Vision / Hearing 

1 . Late Effects: 

2. Causes: 

3. Treatment: 

0. Teeth/Salivary Glands 

1. Late Effects: 

2. Causes: 

3. Treatment: 

E. Cardiovascular System 

1. Late Effects: 

2. Causes: 

3. Treatment: 



F. Pulmonary System 

1. Late Effects: 

2. Causes: 

3. Treatment: 

G. Musculoskeletal System: 

1 . Late Effects: 

2. Causes: 

3. Treatment: 

H. Gastrointestinal System 

1. Late Effects: 

2. Causes: 

3. Treatment: 



I. Genitourinary (Kidney/Urinary Tract) 

1. Late Effects: 

2. Causes: 

3. Treatment: 

J. Endocrine/Gonadal Function and Reproduction 

1. Ovaries 

a. Late Effects: 

b. Causes: 

c. Treatment: 

2. Testes 

a. Late Effects: 

1 

b. Causes: 

c. Treatment: 



3. Thyroid 

a. Late Effects: 

b. Cau'ses: 

c. Treatment: 

a. Late Effects: 

b. Causes: 

c. Treatment: 

K. Oncogenesis 

1. Second Malignancy 

a. Estimates of second malignancy 5-1 7% 20 years after 
diagnosis 

b. 20 times greater than the general population 



c. treatment factors 

host factors 

L. Psychosocial Complications 

Health and Life Insurance 

Marriage and Divorce 

Employment 

Self-concept/ Self-esteem/ Body Image 

Social Consequences 

Lifestyle 
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Egy terv es elkepzeles, amely valdra vaR: a Kansasi orvosegyetem 
gyermekonkol6giai munkatarsai anyagi tamogatast kaptak hogy helyszini 
kollaborbiot houanak IQre az Orszagos Idegszebeszeti Tudomanyos 
Intezet es a Semmelweiss O~ostudomanyi Egyetem I1 sz. Gyermekklinika 
onkol6gus orvosaival 6s gyermekonkol6gus ndvereivel, hogy egy klinikai 
kutato program segitsegevel csokkentsek a magas halalozast mely 
Magyarorszagon a gyermekkori daganatos betegsegeket kiseri. 

A munka ugy lett meghatarozva, hogy a gyermekonkoldgiai 
beteg mindent atfog6 es holisztikus kezelest kapjon. Az itt kijvetkezd 
iranyvonalakat a Kansasi Orvostudomanyi Egyetem es Kdrhb 
gyermekonkoldgus nurse-klinikusai dolgoztak ki. 

A toviibbiakban az olvaso meg fogja talalni a r6szletes tudnivalokat 
meiyek befolyasolhatjak a gyermekonkoldgiai betegek kezelksenek nivdjat. 
Remeljuk, hogy a tervezet komprehenziv volta lehetdve teszi hogy 
individualis betegek 6s intezetek kezelesi eredmknyei ennek elBny6t 
Iassak. 



Kmsrtsi Orvossgyetern 
Gyermsk Hematol6gia 6s Onkol6gia 

1. Leirja az ipolisban vdgbement fejldddst. 

2. KibBviti az alaptudist a gyermekonkoldgiai betegsggeket 
iile t6en. 

3. Taglalja a rgkbeteg gyermek legiddszeribb kezeI6s6t. 

4. Hasznosftja a gyakorlati tudPst a gyerrne konkoldgiai esetek 
siirgdssbghe k felm6r6sCben Cs meghatiirozhdban. 

5.  Hasznos dtmutatiist ad a rikbeteg 6s csalCidja szdrnBra az 
onkoldgiai probldmdk megoldisihoz. 

6. Megtiirgyalja, mil yen m6don k6zeli tsiink az onkoldgiai 
beteghez munkink sorin, mil yen forrdsokat hasznilhatunk. 



.:*.Ei!.> 
:I>:,<>: . . ..... % 
-: ..:... . ... . , 

1. Az amerikai dpolh (nursing) specializdlt 6s haladott szerepet 

megosztani, elbadhok, frott anyagok, audio-vizu5lis seg6deszkaz 6s 

megbeszdltsek utj5n. Minden tanu16 egyiitt fog dolgozni egy KUMC 

Pediatric Oncology Nurse Cinician-nel, megfigyelve 6s segitve 

munkdjukat. Ki6rtkkelBs majd k6vetkezik hazatiris ut5n az otthoni 

intezetbe, megfigyelve a viltozAsokat viselked6sben 6s a munka-klima 

viiltozdsiiban. 

2. Irott anyagok, e16adlok7 audio-vizu5lis segid-eszk&Bk, 

megbeszdl6sek haszndlat5vaI es asszisztiilva a gyere ke k megsegit6sdben 

kuliimbijz6 betegsdgi iillapotokaban, kurrens informacid daganatos 

betegsdgekrdl 6s kezelesiikrdl meg lesz osztva. Ki&-t6keIds formlja lesz 

papir 6s ceruza gyakorlatokban 6s a betegek rnegfigyeldseben a 

kdrtermekben 6s j5r6beteg-rendel& kereteiben. 

3.  Bemutatdsok, rnegbeszdlBsek, irott anyagok 6s audio-vizullis segbd- 

eszkdzdkkel problima-megoId6si rn6dszerek lesznek bemutatva. 

KiBrt6kelBs folyamatban lesz mialatt nurse-klinikusoknak asszisztAlnak 

valamint megfigyelks 6s oszt5lyozfis utjln. 
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HALADOTT PRAXIS ST&WARDOK ONKOLO GIAI APOLASBA~Y 

I. ProfesszionAlis praxis standardok 

Standard I. Kozvetlen $016-gondozbi funkcid 

Standard II. Koordiniicios funkci6 

Standard 111. Konzultins funkci6 

Standard TV. Neveliii funkcid 

Standard V. Kutatiisi funkci6 

Standard VI. Adminisztrgci6s funkcid 
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Standard VII. 

Standard VIII. 

Standard M:. 

Standard X. 

Standard XI. 
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Etika 
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KURRENS TE,LL~K .~POLASBXU 

LAVONNE RIDDER, R.N., M.A. 

I. Karrier fejlddtse dpolrisban 

I .  Fantdzia 
2. Tentativ 
3, Realisztikus 
4. Virakoziis 
5. Adjusztjiliis 

B. Feladatok 

1. KikristiilyosodBs 
2. Specifikus rneghatirozk 
3. VBgrehaj tfis - implernentfici6 
4. Stabiliziilis 
5. Konszolidici6 6s tovdbbi haladas 

II. Stratigiiik az apoljis megjelenisi formijjinak vBltoztatasAra 

III. Apo16k, akik kockfizatokat villalnak 

N. Professzioniilis hatalorn 

V. Etikai dilemma 

VI. A ~ Q I ~ S  (nursing) kutatisi teruletei 6s ipolisi tudis fejlesztise. 
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Nem 

VaIlh 

Nemzetiseg 

Az intervju dAturna 

A felviliigoSit5st szolg5l6 szem6ly neve 



1. Otthoni 6 kozoss6gi kornyezet 

2. Csaliiatagok foglalkozaSa 6s tanultdgi foka 

3. Kultudlis 6s vallaisos tradicidk 

4. E&ast;irsi 6s szexu& tort6net 

A beteg profdja (osszefo@d&) 



A. Atalinos 

1. Mirisek 

a. magassdg 

b. sClly 

c. fejkdrfogat 

d. vitAlis jelek 

e. v6rnyomfis 

1. Fej 

2. Nyak 

3. Szemek 

4. Fiilek 

5. Sz4j 6s torok 

6. Mellkas 



7. Tiiddk 

8. Sziv 

9. Has 

10. Nerniszerve k 

11. Hdt 6s vigtagok 

C. Neuroldgiai 

2. Kogni tiv-perceptu5Iis fej16dCs 

3. Motor funkcidk 

5. Cerebelliris funkci6k 

6. Reflexek 

7. Agyidegek 

8. Nem pontos ("Soft") jelek-tiinetek 

- 



Sziile tis tijrtinete - 

TdpldItatAs tdrtine te 

Koribbi betegs6gek, sCrG1Csek vagy m6tCtek 

Allergidk 

Vid6oltiisok 

Kurrens gy6gyszerelis 

Niivekedis i s  fejlddis 

Szok6sok 

1. halanos 

2. B6r 

3. Fej 

4. Szemek 

5. Fiilek 

6. Orr 

7. SzAj, fogak, nyelv 6s iny 



8. Torok 6s nyak 

9. Mellkas 

10. LCgzd szervek 

1 1. Sziv 6s keringis 

12. Gyomor-b6ltraktus 

13. Nemi szervek, vizeletkiv;ilaszti%s 

14. Nbgy6gyiszat-sziil6szet 

15. Izom 6s csontrendszer 

16. Neuropszihi6triai dllapot 

17. Nyirokrendszer, v6rkipzBrendszer 

18. BelsB elvilasztdsu (endokrin) rendszer 

1. Csalgd pedigreje (csalidfa) 

2 .  Csal;ldi-ijr6kldd6 betegskgek i s  fejl6dksi rendellenessigek 



A vizsgilat megfeleld 6s nem ijesztb-fenyegetb helyen legyen vegrehajtva. 

A szoba j61 legyen megvildgitva semleges szfnekkel 6s 
fenyekkel. 

Tfivolitsunk el minden idegenszerii 6s potencihlisan ijeszt6 
felszerel6st a gyermek lAtosugarAb61. 

Legyenek jAtkkok, babgk, kitdmdtt AIIatok (5s tArsasjAt&kok 
a gyermek szAmAra. 

Ha lehets6gesy legyenek szobik k516mbdzi5 m6don dekorava 
6s felszerelve kiildmbdzb-koru gyermekek szdmiua. 

Biztositsunk priv8ts6goty kiildndsen iskolhkoru gyermekeknek 

Ellen6rizzuk, hogy a felszereldsek 6s eszkazak j61 rnWiclnek 
6s el6rhet5ek a vizsgAlat f6lbeszakit5sa ndlkfil. 

Biztositsunk iddt j9t6kra 6s megismerkedCsre . 

Beszblni az 6pol6val 

Szemkontaktust teremteni 

Elfogadni a felajidott miiszert-szerszlmot 

Megengedni fizikai QrintBst 

A rnegvizsgAland6 gyermek vslaszthat, hogy a vizsgilb asztalon vagy a 
sziil6 Bldben Bljdn. 
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Ha nincsenek jelei a k6szs6gess6gnz k, a kdvetkezd techni kikat lehet 
hasznAl ni . 

BeszBlgessiink a sziildkkel mialatt ltnyegileg "nem vesziink 
tudorn&tW a gyerme krbl : fo kozatosan irAnyitsuk a focust a 
gyerrnekre vagy valarnilyen kedvenc tArgydra, mint ptlddul egy 
baba. 

Tegyiink dicsdrb megjegyzdseket a gyermekrbl, a 
megjelen6s&, 6ltcizet6t vagy kedvenc t5rgyiit illetben. 

Mondjunk el egy vicces tcrtinetet vagy egy egyszerii triikkot 
mutassunk neki . 

Legyen k6zn61 egy nem-fenyeget6 " barst" mint pl. egy 
kdzibdb, "beszbljen" a gyermekkel az 6polblapol6nb nev6ben. 

Ha a gyermek nem hajland6 koopedcibra, a k6vetkezb technikdkat 
a1 ka1 mazzu k : 

ProbAIjuk meghatArozni a nem kooper516 viselkedts ok&: 
vegyiik figyelembe a lehetbs6get hogy ha egy gyermek 
tulsAgosan f61 egy ferfi vizsgB16t61, talin volt egy kor5bbi 
traumatikus tapasztalata, beledrtve szexuA1is bintalmazht. 

Probajuk a gyermeket 6s a sziilbt belevonni a processzusba, 
vagy ha az l h z i k  helyBnval6nakY k6rjiik meg a sziilbt hogy 

-. 

hagyjon magunkra a gyermekkel. 

Kertiljiik el a tiil hosszadalmas magyarAzgat5st 
processzusr61. 



SzilArd 6s kozvetlen ir6nyitist adjunk az eIvBrt viselked6srdl 
V6gezzuk el a vizsgAlatot amilyen gyorsan csak lehet. !f? P:t 3 

Egy segit6 gyengeden fogja le a gyermeket 

Minirndisra fogjunk mindenfele filbeszakitist vagy stimu1Pcidt 

Korlitozzuk a szemilyek szimit a szobiban. 

Haszndljunk egy elszigetelt szob2t. 

Nyugodt 6s magabiztos hangot alkalmazzunk. 

KezdjGk a vizsggatot egy nem-fenyeget6 rnMon, fi 
felbs gyermekek esetiben. 

HasznAljunk olyan aktivitiisokat melyeket mint jstbkokat lehet 
bernutatni , mint pelddul az agyidege k vizsg9latdt vagy 
a Denver Developmental Screening Test (DDST) egyes r6szeit. 

Haszndjunk olyan m6dszereket mint "Simon rnondja" hogy 
felbatoritsuk a gyerrneket hogy v5gjon egy grimaszt, szoritsa 
rneg a keziinket, dlljon egy libon, stb. stb. 

HasznAljuk a "papir-baba" technikgt: 

Fektessiik a gyermeket hanyatt a vizsgAl6 asztalra vagy a padldra, egy 
nagy iv papirra. 

Rajzoljuk k6riil a gyermek test-kcrvonalait 

Haszndljuk a test k6rvonalait hogy megmutassuk mi lesz megvizsgilva, 
peldfiul rajzoljunk egy szivet Bs "hallgassuk rneg" a sztetoszk6ppal mieldtt 
ugyanazt az aktivitht vegeznenk a gyerrneken. 

Ha egy csalAd t6bb gyermeke lesz megvizsg6lva, kezdjiik a legjobban - 

kooperAl6 gyerrnekkel . 



Vonjuk bele a gyermeket a vizsgdlat processzusdba: 

. .- . . .. ,, . ., :?. .!. . .I. 

:~+..:P+ 
. . ... 

Engedjiink vdlasztilst bogy az asztalon vagy a sziilb dlkben 
akar-e iilni? 

Engedjak meg hogy tartson vagy csinlljon valamit eszk6z6kkel 

Bltoritsuk fel a gyermeket hogy vizsgllb eszk6z6ket hasznlljon 
babdn, csalidtagon vagy a vizsggh. 

Az eIjlr5s minden l6pdsBt magyariizzuk el egyszenii nyelven 

Vizsgiljuk a gyenneket egy k6nyelmes 6s biztonsAgot nyujt6 pozicibban. 

~ 1 v e  a sziiI6 6ldben. 

* Egyenesen felfilve ha ltgz6si nehezsdgei vamak. 



Vizsglljuk a teste t egy szervezett sorrendben (legt8bbszBr fej t6l ldbujjakig) 
a kGvetkez6 kiv6telekkel: 

Vdltoztassuk a vizsgilat sorrendjit hogy kiilBmbBz6 koru 
gyerme ke k sziiksigleteine k megfeleljen 

0 UtolsBnak hagyjuk a fiijdalmas teriileteket 

SurgdssCgi helyzetben vizsgiljuk meg a vialis funkci6kat 
(ligutak, ligz6s 6s keringis) i s  siriilt teriileteket els6knek. 

Nyugtassuk meg a gyermeket vizsg6lat kczben, els6sorban test& illetd 
esetleges aggodalmakat a pubertas sorPn 

BeszCIjiik meg a vizsgilat eredmenyeit a csalgddal a vizsgilat befejeztivel. 

Dicsdrjiik meg a gyermeket a vizsgilat Mzbeni j6 egyiittmfik6ddsdrt: 

adjunk valarni jutalmat ptldlul egy kis jAt6kot vagy egy nyalbkAt. 



nem-megmagyarhott sdlygyarapulat vagy veszth, memyi id6 alatt t6rtknt 

egyik vagy masik, milyen tenyezdk jarulhattak ehhez hozza (vdltozL az 

Btkeztsben, betegseg, 6tvdgy-viltozas) testgyakorlhi teherbirris, 1kak 

(milyen napszakban), gyakori fert6z6sekY dltal6nos kBpess6g a minde~api  

6let aktivitzhai ~Cghezvitelbben. 

B ~ R  - viszketegseg , pigment vagy m h  szinvdltozkok, pattanhok, 

s6rn6r6kk, kiktksek (lokalizki6) kknnyli z6z6dki tendencia, aprd vdrzCsek, 

hilzott s zhzs ig ,  ataliinos turgor, kBrBm rendellenessbgek vagy 

elv Altoz6so k, haj n6ve ked6s vagy haj-vesztes , v8ltozAs a hajszinbe n (serdii16 

korban esetleg hajfesekek vagy mas potenciglisan toxikus anyagok 

hasznalata, peldAul g6nd6r haj kiegyenesit6s6re). 

FEJ - Fejfgjdsok, szkdiilt%, skriilds (speciiiiis rCszletekke1) 



SZW.IEK - UtAsi prob16mAk (kkrdezziink viselkedCs felB1 mely homAlyos 

lAtast indikiilhat, mint p6ldaul ~rgyakba beleiitkdzks, iigyetlenkedks, ~l #% '?&7. 

kdzel lil6s a televizi6hoz, kdnyvet tlil kBze1 az archoz tartva olvasni, irni a 

fejet mIsCigosan az ir6asztalra hajolva tartva, gyakori pislogh, szernek 

dBnsdIise, a fejet szokatlan szBgben rnegdsntve tartani, bandzsitas, 

szemfertbz&ek, szemh6j cidbma, tlilzott kdmyezds, szemfiveg vagy kontakt 

lencskk hasznalata), az utolsd szem6szeti vizsgilat idbpontja. 

ORR - OrrvBrz6sek (epistaxis, Sllandd vagy gyakori vCiladbkoz6s az orrb61, 

vagy eldugulds az orrjiiratokban (1CgzBsi neh&sBgek), szagl&rzbk romlAsa 

mEK - Filf6jhok, vilad6koz6s, hallh-vesztes6g tiinetei (k6rdezziink 

erre utald viselkedbsre, mint pdld6ul kCr6sek-kbrd6sek megism6teltet&e, 

hangos besz6d, figyelmetlen viselked6s) esetleges eldzb hallk-vizsg6lat 



. . - .. .- I SZ& - szAjon keresztiili lbgzis, iny-vdnbs, fogf5$s, problem& 

fogkef61dsse1, csecsemdben fogziisi nehezsbge k (tlinete k) , mi kor volt az 

utols6 lLtogads fogorvosniil, lciilcindsen ha tejfogak mir mind jelen 

vamak) 

TOROK - torokfgj hok, nyeldsi nehdzs6ge k, fulladoz5s (kiil6n6sen rigas 

k6zben - talan helytelen rQisi szoklokb61 eredben) rekedtsdg vagy mas 

hang-rendellenessege k 

NYAK - fijdalom, rnozglkorlitozh, merevsdg, nehezen tudja a fejet 

egyenesen tartani (torticollis), pajzsmirigy megnagyobbodh, 

megnagyobbodott nyirokcsorn6k vagy mas sz6vetszaporulat 

megnagyobbodott h6nalji 

mellek ijnvizsg2latAr61) 

nyirokcsom6k (serdiilb l6nyokat kgrdezziik meg a 



LEGZ~SZERVEK - kr6nikus k6h6gis, gyakori megfizbok (hinyszor 

Bvenkbnt), hdrgb-jellegb lkgzis, ldgszomj nyugalomban vagy munka 

kezben, IkgzBsi nehCzsdgek k@et produk&isa, fertbz6sek (pneumonia, 

tuberculosis) utols6 mellkas rBntgen diiturna. 

S Z ~ V  ES KERINGES - cyanosis, kiffiradgs testmozgiis kezben, 

anamndzisben szivz6rej vagy rheum& I&, anemia, utqlsd v6rsejtszim1515s7 

vbrcsoport, vbr6tcimleszt6s a k6zelmultban. 



GYOMOR-BELTRAKTUS - (ennek nagy rtsze, arni ttvdgyra, Ctel 
.c. .. . .-. ... .:.:: 

, ,,, ..,.... 
.li. I P ...,. . . nirCsdre, 6s kivAlaszdsra vonatkozik mdsutt mAr lea kdrdezve) itt 

bsszpontositsunk hsnyinger, hinyisra (ha ez nern kapcsolatos evCssel akkor 

agydaganat, vagy koponyadri nyornPsndvekedCs jele lehet) sirgasag bdrben 

vagy a sclirfiban, biifGges, szelek eresztise, bdImiik6dCs megvPltoz5sa (vCr 

a szdkletben, szinv Altozh, hasmends vagy sz6kre kedds) 

HUGY-IVARSZ- - fAjdalom vizeliskor, gyakori vizelds, neh6z 

elinditas, siirgdssdg 6rzdse, vdrvizelbs, bjjeli vizelksi sziiks6glet, ti1 nagy 

memyis6gCi vizel6s, kellemetlen szag a vizeletben, a vizelet-sugfir ereje, 

urethrab61 vfiladek, herezacskbnak nagys6gvAltozAsa (serdtilbben nemi 

betegsdg, milyen fajta kezel6st kapott) utolsd vizele~izsgiilat dBtuma. 



N~GYOGYASZATI - elsb rnrnstmdci6 (menarche) ideje, utolsd 

menstru6ci6 ddtuma, szabAlyoss8g vagy p rob lh ik  a rnenstru8lAssa1, g ;, g 

hiivelyi vPadbk-k6pzds, viszketds, utolsd PAP kenet vizsgilat dAtuma 6s 

eredmenyei (belevenni sziilbzeti anarnn6zist, ahogy a sziiletdsi t6rtdnet 

alatt lea kifejtve, hogyha vonatkozhat) ha szexuAlisan aktiv, milyen 

foganmzhgitlht haszdl. 

IZOM 6s CSONTRENDSZER - gyengesbg , iigyetlensbg , koordinki6 

hilnya, szokatlan mozdulatok, hlt vagy iziileti rnerevsdg, izom fiijdalom 

vagy g6rcs8k, rendellenes jsriis, deformitisok, Gresek, siilyosabb szalag 

huz6ddsok, aktivith szintje . 6 ,__ . 

IDEGGYOGYASZATI - epi1epsziPs rohamok, remegbs, szddCl6s, 

emlBkezetveszt6s, dltalsnos Brzelmi illapot, fdlelmek, liddrc-Plmok, besz6d 

probldrngk 6s kii16n6s szokfisok. 

B E L S ~  ELVALASZTASI SZERVEK - idbjirAs viltozhok rossz nirdse, 

tiilerbs szomjdrzet, tiilerds izzad5s, s6s iz a b6r6n, tdlkorai jelei a 

pubertasnak. 



Meg kell figyelni viselkedbst, hangulatot, Crzelrni gllapotot, k6rnyezet ir5nti 

Motor funkci6k 

VIZSG~LLATI M ~ D :  

Meg kell vizsg6lni izom ertit, t6nust i s  fejlettsiget 

Meg kell vizsgAlni kisagyi mfikM6st: 

Uiiat-az-orrhoz - - A gyermek karja legyen kinyujtva 6s Crintse meg 

az orrat a mutat6 uj6val. 



0 ,".Y 

Rombero teszt - A gyermek illjon egyenesen, labait dsszetive Cs 

szerneit behunyva. 

A gyermek drintse mindegyik uijahegyevel a hiivelykuj5t, gyors 

egym8sutdnban 

A gyerrnek paskolja meg a combjAt a kezkvel: e16szBr tenyerrel 

azth k6zhdtt.1, gyors sorozatban 

A gyerrnek htcgesse a vizsgdb kezkt a lAbfej6vel amilyen gyorsan 

csak tudja. 

~ ~ L E S :  

~ r z 6  rendszer 

E U ~ S :  

Vizsgiljuk 1Mst 6s hs 

~abrendszer  hibiitlansgga: 

~ r in t sd  a bbrt k6nnyeddn gornbostliheggyel 6s k6rdd a 

gyermeket hogy mutasson az erintett helyre csukott szemrnel 



~ r i n t s d  bdrt gornbostiiheggyel 6s vattAval: a gyermek irja le az 

erz6st mint dleset vagy tompit. 

~rintsd bdrt hideg 6s meleg tArggyal (mint pl. a reflexkalapgcs 

f6m 6s gumi vtgtvel): a gyermek kiildmbdztesse meg a 

hbrn6rs6kIetet 

K6t gombostu't hasznAlva, Crintsd rneg a bdrt egyszerre ktt vagy 

egy tiivel: a gyermek kGmb8ztesse meg, hogy egy vagy k6t ti? 

le tt hasznAlva 

~ ~ E s :  

Reflexek (m61y in-reflexek) 

E U ~ S :  

Biceps 

Tartsuk a gyermek karjPt rdszben hajlitott kdnyBkkel a 

kezcnkben, hiivelykuijunkkal a kbny6khajlat felett; Bssiik 

meg a hiivelykuijunk kbrmet a reflex kalapiiccsal 



Triceps 

Hajlitsuk a kart khydkben 6s nyugtassuk a gyermek tenyeret a 

keziinkben: 8ssiik rneg a triceps ini t  

Mhik m6dszer - ha a gyermek hanyatt fekszik, nyugtassuk karjlt 

a rnellkasdn 6s 6ssfik meg a triceps hat  

Brachioradidis 

Nyugtassuk az alkart Blben vagy hason, nyujtott kana1 6s 

tenydrrel lefel6 iissiik meg a radiust kb. 2.5 cm-el (gyermek 

nagysdgltbl Eggtien) a csuk.6 felett 

T&d vagy patellaris reflex 

fjltessiik a gyermeket a vizsgll6asztal sz616re, vagy a sziil6 Blebe, 

a 1Abak t6rdben rneghajitva 6s szabadon 16biilva; Gssiik meg a 

patella inat k6zvetlentil a terdkalks alatt 



Achilles 

Hasznild ugyanazt a pozici6t mint a t6rd reflexhez; arnaszd fel 

a libat kdmyeddn a kezeddel 6s iisd meg az Achille int 

Boka (Achilles) klonus- 

Kernig tiinet 

Hajlitsd meg a hanyattfekvd gyermek lab& csip6ben; figyelj 

fajdalomra vagy ellenA11Asra 

B rudzins ki tiine t 

A hanyattfekvd gyermek fejdt hajtod eI6re: figyeld rneg jelez-e 

fgjdalmat 6s behajtja-e a csip6j6t Cs tkrdeit 

Agyidege k 

U s d  agyidegek ki6rt6kel8s6t 



MEGJEGYZESEK: 

Szubjektiv benyorndsok a vizsgdlat alatti megfigyelCsekre 

alapoz6dnak 

Objektiv leleteket lehet elCrni fejl6dCsi tesztekkel mint pl. DDST 

S Z O ~ S O S  LELETM: 

Minden feladatot sikeresen vegrehajt nyitott 6s csukott szemekkel 

MEGJEGYZESEK: 

Neh6z lehet 6vodhkornd fiatalabb gyerekeket tesztelni 

Figyeljiink meg minden sutas5got vagy koordiniicib hi5nyiit 

teljesitmCnyekben 



Romberg teszt - Nem dB1 oldalra vagy esik 

MEGJEGYZESM: 

Ha a gyermek elesik, vagy egyik oldalra dB1, az abnormilis 6s 

ligy hivjik hogy ROMBERG tiinet 

SZOJL&SOS LELETEK: 

Tudja a tGszlir5st lokalizdni 

MEGJEGYZESM: 

Csak steril tClt vagy m h  hegyes t6rgyat (fogpiszk516t) szabad 

haszndni 6s nagyon kell vigydzni, hogy a bdrt ne sz6rjuk Bt 

Hasonlitsuk dssze az en6seket szimmetrikus teriileteken distA1is 

6s proximdlis pontokon 



+ K6pes rnegkiildrnbdztetni &z& tipusokat 6s hbm6rsdkletet 

Minimilis tiivolsig kit-pont diszkrirninicidra az uijon 2-3 mm 

MEGJEGYZESEK: 

Figyeljiik meg van-e nehtzsdg a tesa vggrehajasban, Mldndsen 

iddsebb gyermekndl 

S Z O ~ S O S  LELETEK: 

Biceps: az alkar reszleges behajtiisa 

MEGJEGYZESEK: 

Haszn5ljunk megerBsit6 technikdkat a reflex aktivitiis 

rneger6sitds6re: 

Felsd vdgtag reflexeihez: sz6litsuk fel a gyermeket hogy 

szoritsa 8ssze fogait, vagy szoritsa dssze er6sen a kezit a 

nem-vizsgglt oldalon 



' .;;:,, .. .::::i.. y::.::, ..!, I. : .?. . : 

SZOK&OS LELET: (normrils) 

Triceps - rdszleges kiegyenesitbe az alkarnak 

MEGJEGYZI?SEK: 

Als6 v6gteg reflewizsgrilakihoz - a gyemek kulcsolja ossze az 

u . a t  6s huzza egyik kezet el a rnhikt6l vagy szoritsa ijssze a 

kezeit 

0 fok 0 Hi6nyzik 

1 fok + Csakkent 

2 fok 

3 fok + + + ~16nkebb mint norm& 

4 fok + + + + Hyperaktiv wonus) 

Figyeljiik meg ha a reflexek asszimetrikusak, csokkentek vagy 

hyperaktivak 



S Z O K ~ O S  (Normilis) LELETM: 

Brachioradidis - Alkar behajtAsa 6s supinAci6 (fordit& dgy bogy 

tenydr fel felC nizzen) 

Patelldris - riszleges kinyujtasa a Mbsz5rnak 

Achilles - a lib plantaris hajtasa: (16bfej lefeld nCz) 

Boka klonus - nem kdvetkezik be r5ngfts 

SZOI~~\SOS (Normllis) LELETEK: 

Kernig - mandver nem v5lt ki sern fgjddmat sem ellen51ldst 

MEGJEGYZESM: 

Ezeket a specidis reflexeket teszteljfik ha meningeslis 

(agyhlrtya) iaitAci6t (ingerlCkenysBget) gyanitunk. 



SZOK&OS RJORM~IS)  LELET: 

Brudzinski - nem okoz fiijdahat vagy kapcsolatos mozg& 

MEGJEGYZESEK: 

Pozitiv tiinet azonnali k6rhazi fehetelt tesz sziiks6gess6 

Agyidegek tesztelise risze lehet a neuroMgiai vizsgdatnak, 

vagy integrdni lehet m L  rendszerek vizsagdatiiba, peldziul a 

szemkzeti vizsgflathoz tartozik a II., III., IV. 6s VI. agyideg 

mifkod6se. 

Agyidegeket 6ltaI5ba.n lehet tesztelni ovodhkoru 6 id6sebb 

gyermekekben. 

FeI kell jegyezni, ha a megkiv5nt feladatok vggrehajtikit nem 

tudja a beteg keresztiil vinni 



Abnormalis akaratlan izom miikodes mozdulatok 

Nev (terminologia) Leiras 

Ataxia 

Gorcs 

Gorcsosseg 

Merevseg 

Remeges (tremor) 

S6lyos inkoordinacio, nely rosszabodhat 
csukott szemmel 

Szokatlan feszesseg a2 izomzatban 

Elhuz6d6 es 6lland6sult kontrakci6 az 
izomban, melyet clonus jellemez 
(valtakoz6 elernyedhs es osszehirz6das 
az izomban) es ttjlzott reflexek 

Keptelen behajtani egy izuletet 



Abnormalis akaratlan izorn mGkodes mozdulatok (folytatas) 

Nev (terminoldgia) Leiras 

Chorea-szerij 
mozdulatok 

Dystonia 
vegtagokban 

Asszocialt 
(tarsult) mozdulatok 

Tukor rnozdulatok 

rovidlejaratu gorcsos mozdulatok 

Gyors, osszerandul6, nem koordinalt 
(osszehangolt) mozdulatok melyek eltunnek 
az izornzat elernyedesekor 

Lassu randulasu mozdulatok 
vagy a torzsben 

Egyik izom akaratlagos (szandekolt) 
mozgasat kkieri egy mCik izom 
akaratlan mozgasa 

Ugyanaz mint asszocialt (tarsult) 
mozdulatok, kiveve hogy ez 
szimmetrikus izomcsoporto kkal 
tortenik 



I. Kiertekeles, a betegseg tortenetet (anamnezist) felvenni a gyerrnekel 
es csaiadjat6l. 

Szemelvazonossaai informaci~ 

nev 
cim 
telefonszh 
kor es sziilet6si datum 
f 4 
nem 
val las 
nernzetiskg 
az intervju datuma 
inform46 (a szemely aki a szemClyazonossagi adatokat adta) 

G khpviseli a specialis okot mely a gyermeket a ktrrhkba, vagy 

jiir6betegrendei6sre hozta. 

1. korl5tozott rcivid meglllapitas 
2. egy vagy k6t ttirnetre legyen korlatozva 
3. egy konkrbt panaszra vonatkouon 
4. a gyermek vagy a szirld sajit szavaival kell leirni 
5. el kell kertirlni diagnosztikus terminusokat vagy forditast 
6. meg kell hathrozni a tlinetek iddtartamat (miota?) 

3 5 



A legfobb panasz leirasa legkoriibbi megnyiiv5nulasat6l kifejlBdesen At a 
.::.:;A. ,. . . ... . -, :::..... . .. . . .. jelen korig 

... .. . .. 

Negy fontos Bsszeteva 

1. a kezdeti szakasz r k l e t e i  
2. teijes tortenete az atmeneti szakasznak 
3. jelen status 
4. az ok amiert most jBtt segitsegert 

Hogyan kell analizaini egy tcnetet 

I. kezdet 

a. mikor kezdddatt? 
b. milyen rnddon kezdbddtt? (fokozatosan vagy hirtelen?) 
c. kivalt6 6s elbegit6 tenyezdk melyek a kezdettel 

kapcsolatosak 

(erzelmi fizi kai 

testrnir kddes, terhes&g, komyezet, s&filCs, iertMs, 

toxinok, allergenek, gyogyszerek, stb.) 

a. jelleg 
b. helye 6s kisuglrzasa (fajdalomnak) 
c. intenzitis 6s ssrilyossag 
d. ids-jelleg (alland6 vagy rnegszakitott, rn ilyen so kaig tart 

mindegyik epizodus?) 
e. shlyosbit6 6s enyhitd tenyezdk 
f. tanutt szimptom6k 



3. Lefolyas a kezdet ota 

a. elbfordulas 

1. egyetlen akut attak 
2. visszater6 akut attakok 
3. mindennapi el6fordulas 
4. periodikus eldfordulk 
5. folyamatos chronikus epizodsok 

b. haladas (javulas, rosszabodh, valtozatlan) 

c. gyogyszerel6s hatasa 



MULT TORTENET 

..- 
f:.?:::? . . . . . . . . 

a;,:. :. .; 
.i . -.... ., . 

Tartalmaz adatokat a gyermek egeszsegi allapotanak minden korabbi 

tenyez8jere vonatkozban, es koncentralbdik tobb olyan terijletre, amelyet 

altalaban kihagyunk ha felndttdl veszunk fel k&brtenetet, pi. szuletes 

lefolyasa, csecsemokdri taplaJas, veddoltasok, novekedes 4s fejlcdes. 

a. az anya egeszsCgi Allapota terhesshg aiatt 

b. vajudas es szuies 

c. a csecsemd allapota kozvetlenui szuletC utan 

2. Taplalb 

(valtoz6 a gyermek koriitol fGgg6en) 

a. csecsemd tiipl616~ - tapl5lls tipusa (szoptat8s1 

formula) v&ltozasok a taplalasi szokasokban, rnennyi id6 

kell egy eteteshez, BtvAgy, fogyasztott rnennyiseg, 

vitaminok houaadasa, slilyvaltozas, etethsel kapcsolatos 

probl6mak, hasrnen6s, b6lgorcs, nem hajland6 enni, 

'Yelkop6s", milyen m6dszereket hasznlltak ilyen 

probl6m6k ellen? 
3 8 



b. idijsebb averekek - "dicjlta naplo", megkerni a 

szilldt, hogy leirja "mit evett a gyermek tegnap" es bogy 

ez egy egy "tipikus nap" volt-e? At kell nezni a feljebb 61: m21P 

leirt csecsem6-kori taplalast illet6 mbdszerekkel ahoi ez 

alkalmazhatd, es a taplalasi tortknetnek megfelelden, ha 

indikalt, megfeleld tanacsokat kell adni, ha szukseges, 

egy rkszletesebb taplalkozasi kikrtekelesre egy 

Regisztralt Dieteti kus hoz kell kuldeni 

3. Korabbi betegsegek, skrulksek, mGtetek 

Bete~sC~ek 

a. fert6zb betegsegek kezdet, tunetek, lefoly&s, tartarn 

b. ragalyos betegsegek (gyermekbetegs6gek) 

baran yhirnlb, ru beola, mum psz, herpes zoster, 

cytomegalovirus fertdzes, hepatitis. Sorold fel kezdetet, 

tuneteket, lefolyiist 6s tartarnot. 

S6riiiQsek: dPum, milyen specifikus skrulks, kezeles 

MGtQtek; datum, m6tQ jellege, kompliklcidk, ki volt a seb&sz, 

melyik kdrhb? 



Korhazi felvetelek Felverel aarurna, nelye, aagnozrs, Kezeles, 

elbocsatas diturna, arvos neve 

4. Kurrens (jelenlegi) gy6gyszereles 

a. gydgyszerallergilk 

b. kurrens gydgyszerelb: minden gydgyszernei le kell irni nevet, 

adagolAst, milyen gyakran kapja, tartam es a gydgyszereGsre 

vezet6 ok. 

a. Minden ved6oltasnak, bele4rtve a csecsemdkori olthoknak 

legyen meg a dokument6cidja. 

b. Minden felsorolva: a betegsCg neve, adagolh, milyen korban 

lett beoltva, 6s volt-e valarnilyen kkos reakci6 az olt& utin? 

c. Meg kell kerdezni kapotte valaha lbz6rumot vagy egy& 

idegen sz&umot, kapotte nemr6gen gamma globulint, 

v&attiimlesztest, vagy ailergi&-e tojh-albuminra? 

d. Meg kell kerdezni kapotte tuberkulozis (tuberculin) 

bdr-tesztet. Ha a v5fasz igen, be kell irni pozitiv vagy negativ 

volt az intrakutan teszt eredmbnye? 

40 



6. Novekedes es fejledes: 

Fontos adatok a korabbi~ndvekedesi jellegre: 

a. korulbelul mi volt a s6lya 6 honapos, 1 eves, 2 eves 6s 5 eves 

korban? 

b. Hossz (magassag) 1 es 4 eves korban? 

c. fogzas, beleertve fogzas korAt es a fogak szam4t. 

a. milyen korban tartotta fent fej6t 

b. milyen korban ult egyedul t5mogatas ndkui 

c. rnilyen korban jart egyedul tamogaths nelkul 

d. miiyen korban mondta az else Crtelmes sz6t 

e. hanyadik osztalyba j4r 

f. milyen jegyeket kap 

g. interakcid m C  gyerekekkel 4s felnettekkel 

Felhaszniilhatd ki(rt8kel6sre a denveri FejlBdesi SzGr6tesz-t 

(Denver Developmental Screening Test, DDST) 



7. Szokasok 

a. koromragas, huvelykszopas, szokatlan targyak-anyagok evese 

(pica), ritualek, pl. "biztonsagi" pelenka vagy jatek, szokatlan 

rnozdulatok 

b. rnindennapos elet aktivitasai: hanykor megy aludni es hanykor 

kel hany brat szundit-e, milyen testgyakorlast fiz, szbkeles es 

vizel6s rendszeres&ge, milyen korban lett toalett-re szoktatva, 

el6fordul-e napkdzbeni vagy ejjeli bevizeles? 

c. aitalaban milyen kedve van es hogy reagal csal6dCokra 

d. hasznal-e al koholt, drbgo kat, k5v& vagy cigarettat 

e. fog hygiene 

f. a csalad biztonsaig szokasai 

8. Szisztemak 6ttekint6se: 

a. specialis attekintese mindegyik testi szisztemanak, hasonlban 

a fizikai vizsgalat sorrendjehez: 



9. Csalhdi anarnnezis 

a. elsdsorban abbol a celbol hogy esetleges BroklddB vagy 

csaladi betegseget talaljun k szuld kben vagy gyermekekben. 

magaban foglalja hkassagi kacsolatokat is, milyen tamogatast 

lehet rernelni kozeli es tavoli rokonokttrl, korkijlombsegek 

testvbrek kozott. 

c. magaban foglalja anyai es apai felmeneket, testvereket, 

gyermekeket, mindegyikre a2 informacid tartalmazzon kort, 

egeszsegi allapotot, ha el, halalok ha mar nern 61, C 

barmilyen indikAci6 a k6vetkezBkre nezve: 

szivbetegseg 
magas v6rnyornC 
daganatos betegshg 
diabetes mellitus 
kClros kcveneg 
veleszfiletett fejlbdesi rendellenessegek 
szellemi visszamaradottsig 
allerg i lk  
asthma 
tu berkulozis 
sarl6-sejt betegseg (sickle cell anemia) 
ring6gorcso k 
elmebetegsbg, emocionilis problemik 
syphilis 
rheumas I& 



1 0. Szemelyes es szoci~lis anemnezis 

Magaban foglalja az ijsszes szemelyes, szocialis es 

gazdasag i tenyezbket metyek befolyasoljak a gyerme k 4s 

csaladja altalanos pszi hol6g iai egeszs6get. 

a. otthoni es kozossegi kornyezetre 
b. csaladtago k fogllal kozCa 4s tanultsagi foka 
c. kulturalis es vallasi tradiciok 
d. foldrajzi fekves 
e. szuld es gyermek hiizassagi es szexualis tortenete 
f. anyagiallapot,biztositas 
g. iskolai tortenet es tanulmanyi haladas 

1 1. A beteg "profil" - ja 

0sszefog lalasa gyerme k eg6szsegi allapotara vonatkoz6 

benyomasunknak, es a pszihologiai-szocialis viiltakozo 

tenyezijkre, melyek befoly5soljak a gyermek eg6szskgkt mint 

egeszet. 

a. egeszsegi allapot, mint gyakori egeszsegi problemak 

melyeket az intervju soran felfedeztunk 

b. pszihol6giai status, mint csalidi problemik, pl. val5s, 
. 

kuloneles 



12. Ha a beteg visszater, attekinteni C .:.!! 

a. szu bjektive: f6panasz, jelen betegseg tortenete, lenyeges 

mult tortenet, es a rendszerek attekintese 

b. objektiv: vitllis tunetek, fizikai vizsgalat, laboratoriurni 

leletek, rontgen 

c. kiertekelbs: diagnozis es problemak listaja 

d. terv: hogyan kozelitjijk meg a problema listat es kovetjuk 

beteget 

11. A gyermek fizi kai kiertbkelese 

(Tabla 1 - Korra specialis iranyvonalak gyermekkori fizikalis 
vizsgalatra) 

A gyermek megkozelitese. 

A gyermek kora gyakran befolybolja milyen sorrendben 

vkgeuuk a ki6rtkkelest. Mikor testszisztemakat Brtekelunk, a 

fejl6dCi es chronolbgiai kort vegyijk figyelembe. 



Celok: 

1. Minimalizalni 4 sztresszt es aggddast ami kGlBmb6zb 

testreszekkel kapcsolatos 

2. kifejlesrteni egy bizalommal teijes kapcsolatot a vizsga16- 

gyermek-szuld kozott 

3. Maximum elbkeszitest engedni a gyermeknek 

4. Maximalizalni a vizsgalati leletek pontossag6t es 

meg bizhatbigat 

B. Kiertekelesi technikak 

A tradicionalis n6gy kategdria magaba foglalja inspeckcibt, 

tapintast, kopogtatast 6s haallgat6zhst 

Ezek mindegyike tartalmaz eszkozoket melyek lehet5ve teszik 

a vizsgalat vbgrehajtasat, hasznossagat, es pontossagat 

Inspeckcid: Was, szagl&zkk, hallas, &ha izlelks 

Tapintss, kopogtat6s: keze k 6s ujjak 

Hallgat6z5s: fiilek 

MerCsek, ugymint magasshg (hossz) slily, fejkorfogat, vitalis 

tunetek, vernyomas, szinten lenyeges reszei minden fizikai 

kiertekelesnek. 
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1. Inspekcio 

a. hasznaljuk erzekszerveinket, elsdsorban latast, 

kiertekelesre, dsszehasonlitisra es ehtaroz5sokra 

b. sziiksegesse teszi az Ggyesseget, gyakori 

ismetlestl hogy rnegbizhatoan tudjun k kiilom bseget 

tenni, normalis, hatareset es abnormalis kozott. 

c. az inspekcio mbdszerei 

1 . 6rzBszerveink tudatos, szisrternatikus 6s aMiv 

2. viagaljunk rneg rninden testr6szt, a lathat6 

feszfilts4gre, lanyhasagra, szimmetriara, 

lokaliziicibra, pozicibra, hBrnCrsCkletre, stb. 

tekintettel 

3. rnegfigyel6s kczben hasonlitsuk dssze 

normal anatbrniaval 4s fiziolbgiaval 

4. tudatosan elemeniik viselked6st, ligymint 

rnegjelen&t, rnozgisokat, kapscciatokat. 

aktivitast szdbelki interakcibt? hangulatot, 

orientaci6t 4s irjuk le amit megfigyeltdnk 
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a. tapin* felhasznalja az erintest 4s a tapintberrest hogy 

felfedeuen felfiletes 6s mely jellegzetess6get a testben 

b. inspekcioval kornbinava lehet hasznani, pi. a bbr 

texturajanak a meghatarozasara 

c. hasznalhatd megvizsg&ini a test minden houaferhetb 

reszht, ugymint szerveket, mirigyeket,ereket, csontokat, 

izmo kat, hajat, bdrt 6s nyalkah&yakat. 



(a) nyakat n yirokcsomokra, vagy csecsemd 

. koponyat kutacsokra: ujjheggyel 

hdrnersekletre: ujjheggyel es kezhattal 

(b) vibral6s: mint pi. szivrezgCs: tenyerrel 

(c) konzisztencia, helyzet-pozici6, nagysag: atfogd 

akcio 

(d) hasfiregi melyebben fekv6 szervek: rnaj, lep, 

ves4k: khtkezes mandver. 

Megjegyzes: Ahhoz hogy barmilyen tapintis hatiisos legyen, 

kfilonosen a belso szervek mely tapinthahoz, a 

gyermeknek teljesen relaxalbdni kell. Helyenuk a 

gyermeket kenyelmesen, pl. felig hAtradblt helyzetben 

a szulb oleben, meleg itsu k meg keziin ket mieldtt 

megkrintjuk, 6s tereljuk el a gyermek figyelma. 



3. Kopogtatas 

a. ha megutjuk vagy kopogtatjuk a testfeluletet, ez hangot 

produkal amely osszefugg (aranyos) az alatta fekv6 

&vet konzisztenciajaval. 

b. Tabla 2 adja a kopogtatasi hangok definicibjat 

c. kopogtatas mddszerei 

(1) kozvetlen - kozvetlenul megutni, vagy kopogtatni a 

test felszint az ujjunkkal, ez hasznalhat6, ha jdl 

korulirt teruleteket, pl. csontokat vagy szervek kulsd 

hatarait kopogtatju k 

(2) kozvetett - a tesffelszinre helyezett ujjunkat 

kopogtatjuk. 

a. Testb6l jov6 hangok kihrtekel6se 

b. Tabla 2 adja meg a hallgatoz5s jellegzetes hangjait 

is. 



hallgatozas mddszerei 

(1) kozvetlen: a fulunket koivetlenul a testfelszinre 

hefyeuu k 

(2) kozetett: sztetoszkdpot hasznalunk hogy a test 

belsejebdi jov6 hangokat atvezesse a n6vCr 

fulehez. KM sdetoszk6p tipus van: 

(a) nyitott harang: alacsony hangokra, pl. 

diasztolikus zorejekre, szorosan kell 

odatapasztani 

d r t  diafragma:erzCkenyebb a magasabb 

hangokra, nern szCks6ges szorosan 

odatapasztani 



C. Gyermekgyogyaszati fizi kai vizsgalat 

Kiertekeles Bltalanos iranyvonalai 

I. A~ta~anos. 

a. mertekek - Tabla 3. Gyermekkori test 

novekedh altalanos iranyvonalai 

3. fejkorfogat 

4. vitalis jelek 

5. vernyornas 

b. altalanos megjelenes - a gyermek 4talanos 

megjelenese szubjektive osszetev6je gyermek 

fizikai megjelenese, taplaltsagi foka, viselkedese, 

interakci6 szuldkkel, n6vhrre1, testverekkel, 

testtart&, fejl6d6s es beszed 

(1 ) fizikai megjelenes: arc, testtartas, 

hygiene 

(2) taplaltsag: joItap181t vagy aluitaplalt 

izomzat, bBralatti zsirszovet 



lisel kec les : 
&@ 
t KS, +.g 

juk a gyermek szemelyisegQ, 

aktivitas szintjet, reakcioja sztresszre, kivansagokra, 

csalodasra, mkokkal valo interakcio, eberseg foka, 

stimulalasra valasz 

fejlbdC: a gyermek besz6d-fejlbdes6nek 

kiertekelese motor kepesseg, koordinacio, es 

ujabbkori teljesitmeny dokumentaljuk DDST-vel 

(Denver Development Screening Test) ha 

szu ks6ges 

kiertekelni sdnre, Ulomany, hbrnerseklet, thus.  

A hajat is megszemlejuk szinre, allomanyra, 

eloszlasra 6s rugalmassagra tekintettel 

(1) b6r szin - variacibi 

(a) sapadtsag es szederjesseg 

(b) pir 

(c) apr6 verzesek 

(d) sargasag 



(2) 611omBny 

(a) nedvesseg es hdmerseklet 

(b) jelek a bdron 4s hegek 

(c) gyakori gyermekkori problemak 

(i) "bolcsb sapka" 

(hamlik a fejb6r) 

(ii) ekcema (hgmlas es leh8mlas 

a fejbbrok, orc&kon, tkrdeken, 

k6nyokBkBn) 

(iii) pelenka kiut6s 

(iv) tlilzott sdrazsag 

(3) hdmCrskklet 

(4) turgor 

(a) szovet turgor a b6r rugalmassag&t 

jelenti 

(b) fogjuk meg a huvelyk 6s mutat6ujj 

kozott 6s gyorsan engedjuk el. 



g) 
iii '  

(c) normalis sz6vet = visszater 

normal poziciojaba, gyenge b6r 

turgor: "sator" - formaban marad 

egy ideig 

(d) odema - dagadas vagy 

puff adtsag 

(5) bar segedszervei 

d. Nyirokcsomok 

(1) kiertekelni mikor megvizsgaluk 

azt a testreszt melyben 

talal hat6k 

(2) a szokasos teruletek ah01 

nyirokcsom6kat tapintunk 

Tabla 4 abraban 



2. Fej 

a. 

b. 

C. 

d. 

e. 

f. 

nyirok folyadekot es kiszcrik 

a bakteriumokat 6s egyeb 

idegen anyagot mielBtt 

visszater a nyirok a keringesbe 

alak 4s szimmetria 

a fej kontrollja (hogy tartja a gyermek a fejei) 

fej bdr - tisztas Ag , s6rul&ek, hamlb, verzesek- 

v6ralAfut5sok, csomdk, hegek 

koponya - tapintsuk nyitva vannak-e a varatok, 

kutacsok, tordsek, dagadas 

arc - szimmetria, mozgas, &itallnos megjelenes. 

Keressihk szokatlan dagadast 

sinusok - tapintsuk6skopogtassuk 

Brzekenyskgre 6s dagadlsra 



3. Nyak 

a. mozgasi kiteresek hatarai 

b. nagysag, tapintsuk kapcsolt reszeit 

c. IegcsB 

d. pajzsmirigy 

e. nyaki nyirokcsomok 

4. Szemek - nagysag, szimmetria, szin, rnozgis-k6pes4g, 

melyebb struMurak (retina) megtekintese 

Fundus vizsgalasahoz ophthalmoscope kell 

a. altalhos megtekinth 

b. helyzetiik 6s elrendezesuk 

(1) relativ helyzetuk az arcon 

(2) elhelyezCsuk szimmetriaja 

(3) a szemhej-r6sek dltalanos iranya 

c. a kfilsd strukturik megtekintkse 

(1) szemhkjak - szin, nagyshg, mozgathatbig 

(2) szempillak 

(3) bul baris (szemgolybhoz tartoz6) kotdh6rtya 



(4) sclera (inhartya) 

(5) cornea (szaru hartya) 

(6) pupillak 

belsa strukturak 

(1) az ophthalmoscope kezelese, hasznalata 

(2) eldkesziteni a gyermeket 

(3) a szemfenCk (fundus) megvizsgalasa 

(a) voros reflex (visszatu krozedes) 

(b) optic disc (Iatbidegfej) 

(c) vererek 

(d) macula 

5. Fijlek 

a. altalanos inspekci6, helyzet, egymashoz-fejhez va16 viszony 

b. kulsd strukurak vizsgalata 

(1 ) fG1 kagyl6-alakzata 

(2) bdr felszin 

(3) altalanos hygiene. 

(4) valadekozas a fulcsatorn~b61 



c. belsd strukturak vizsgalata 

(I) az otoscope hasznalata 

(2) a gyermek elhelyezese 

(3) behatolas a fulcsatornaba, az otoscope 

(4) feny reflex (vissza-veredes) 

(5) csontos hatarvonalak 

(6) tympanometer 

6. Orr 

a. kuls6 strukturak inspekcioja 

(1) helyzet es irany 

(2) szimmetria 

(3) orrlukak tagulasanak jelei 

b. belsd strukturak megtekintese 

a nyalkahartya beles szine, dunadha, valadek, 

szarazsag vagy vbrzes 

megtekinteni a turbinatusokat, 

v&laszt6falat (septum) 

szag lhserz6k 



7. Szsj 6s torok 

b. bels6 strukturak 

(a) nyal kahartya 

(b) lehellet szaga 

(c) fogak 

(dl iny 

(e) nyelv 

(9 kemeny sziijpadlas 

(g) Iagy sziijpadlas 

(h) uvula 

(2) szsjgarat 

(a) mandulak 

(b) hatso garat 



8. Mellkas 

a. meret, alak, szimmetria, mozgas, mellek fejlettsege, 

csontalakulatok 

b. csontos mellkas-bordak 

c. sternum (szegycsont) 

d. mellkasureg 

(1) nagysag 

(2) alak 

(3) szoglet 

(4) szimmetria 

(5) mozgb 

(6) mellbimbbk, mell fejlettsege 

a. lebenyek, helyzetuk 

b. inspeckcio: 

(a) gyakorisaga 
, 

(b) ritmusa 



(c) rnelysege 

(d) rninBsege 

(e) a legzesi hangok karaMere 

(2) legzesi tipusok Tiibla 5 

tapintas: 

(1) vociilis rezges 

(2) crepiiaci6 (serceges) 

kopogtatas 

hallgatdzas 

puha sejtes lhgzes 

broncho-vesicularis legzesi hangok 

bronchialis legzes 

hianyz6 vagy csokkent legzesi hangok 

hangadbsal velejar6 (a mellkason at hallott) 
. , 

(a) suttoghos pectoriloquia 

(b) bronchophonia 

(c) egophonia (mekegesnek hangzik) 



(6) jdrulekos hangok 

(a) szorcsold hango k 

(i) finom, kozepes, hangos 

(b) sipolas 

(i) futyul6-jelleg fi, hangzatos 

(c) pleurdlis dorzszorej 

10. Sziv 

dltalanos kiertekeles - komprehenziv kiertekelese a 

pulzusnak, JrnyornAsnak, Iegzbs mOkod6snek, 6s dltalanos 

fizikai fejlettsegnek 6s novekedhsnek G >:.: .....,. . 

inspekci6 - kiernelkedhs, az apicalis (szivcsdcs) pulzus 

lo kal izal &a 

tapintiis - ereuDk a maximalis szivcsdcslokes hely& 

suhan6zorej, pericardiiilis (szivburok) dorzszorejt 

k0p-a - kirk6 hathrok rneg hatArozasa 

hallgatods - szivhangok eredete 

megkirlombBztetni normllis szivhangokat r- 

(1) mines& 

(2) intenzitfis 



(3) szaporasag 

(4) ritmus * 

g. A szivhang szaporasag kkiornbozb tipusai: Table 6 

h. osztalyozni a szivzorejek intenzitAsat 

11. Mas 

a. inspekcio 

(1) alakzat 

(2) nagysag es tonus 

(3) b6r 

(4) mozgas 

(5) pulzalas 

(6) kold~k 

(7) sewek 

(8) analis regio (tajek) 

(a) fissurak (rependesek) 

(b) prolapsus (el6eses) 

(c) polypok 

(d) borlebenykek 

b. hallgatozas: peristalsis, belmozgas hangjai 



c. kopogtatas: maj, gyomor "gk-holyagja", mozgo tornpulat 

(folyadek a hasuregben) 

d. tapintas 

(1) feluletes 

(a) erzekenyseg, izomtonus, feluletes 

elvaltozaso k, bar-turgor 

(b) erzekenyseg 

(1) zsigeri 

(i i) szervi-szomati kus 

(i i i) nyomC utani elengedes ("rebound") valt 

ki f5jdalmat (hash6rtyagyulladh lehet) 

melytapintas - tapintani szerveket 6s 

nagyereket, talPni massdkat 6s Crz6kenyseget 

(0 maj 

(ii) IBp 

(i i i) vesek 

(iv) hrjlyag 

( 4  vakbirl (caecum) 

('4 sigmoid 



(vii) aorta 

(viii) . femoralis pulzus 

(ix) hasreflexek 

12. Nemi szervek 

a. ferfi (fiu) nemiszervek 

(1) inspekcid - himvessz6 nagysaga, rnakk es fityma, 

h~igycsd nyilC, herezacskd nagysaga, szine, szdrzet 

eloszlas 

(2) tapintas - identifikalni: hereket, mellekhereket, 

onddvezetek, 6s ha van, Iagyekservet 

b. n6i (leany) nemiszervek 

(1) inspekci6 es tapintas 

(a) vulva, vagy szemererntaj 

(b) sz6reloszlas 

(c) clitoris (csikl6) 

(d) nagyajkak 

(e) kisajkak 

(9 hdgycsdnyflL 

(g) hiivelybemenet 



(h) szfizhartya (hymen) 

(i) Bartholin mirigyek 

13. Hat 4s vegtagok 

gerinc: tartas-gorbulet; lordosis, kyphosis, scoliosis 

hat: hajcsomo, godrok, elszinezdd~s, masszak, 

mozgaskepesseg 

vegtagok: szimmetria hosszban 6s nagysagban, szamoljuk meg 

az ujjakat, 16bujjakat, dobverdujjak, szederjesseg 

(cyanosis) koromelvaltozasok, hygiene. 

karok, Iabak 

(1) inspekcio h6mers6kletre, szinre, erzekenysegre. 

(2) 5 f6 kriterium: 

(a) fajdalom 

(b) pulzus 

(c) paresthesia, abnormalis erzhs, zsibbac 

(d) sapadtsag 

(e) benulk 



(3) csontok alakjat kiertekeljuk: karika-lab (genu varum) 

X-lab (genu valgum), tibialis torzi6 

e. Iabak 

(1) piantkis reflex 

(2) Babinski jel (dorsiflexibja a nagyujjnak 6s a tobbi labujj 

szetterpesztbse) normalis csecsemdkorban, de egyCes 

kor utan abnormalis mikor a gyermek mar tud jarni. 

(3) jar& 

(a) metatarsus varus 

(b) befele fordul6 tibia 

(c) a combcsont nyakanak elbrefordulasa 

(d) szeles nyomtavon va16 jaras megmarad, jele lehet 

a kisagy egyensulyoziki problemajanak. 

(e) oilb-jarhs (spasztikus forrnaja a cerebralis paisynak) 

(9 kacsk6 j&r& - gyermekenek csip6ficama van 

(4) izuletek 

(a) ki kell ertekelni a kiterh lehetesegere 

(b) tapintani melegsbg, erzekenyseg 4s dagadasra 
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(5) izmok 

(a) fejlettseg 

(i) alak es kontur - relaxalt es ijsszehljzott 

allapotban 

(b) t h u s  

(i) sorvadas 

(ii) tQlteng6s (hypertrofia) 

(c) er6 

(i) ellenall&s ellen t6ljon vagy hlluon 



14. Neuroldgiai kiertekeles 

a. vise1 kedes 

(1) dltalanos benyomds a gyerrnek szemelyisbgCr6l Crzelmi 

vilagar61, szociAlis interakcidjarol es figyelme 

id6tartarnarcil 

(2) eszmbleti Qlapot 

(a) tlil irritabilis 

(b) hyperaktiv 

(c) letargias 

(d) delirium 

(e) stupor 

(9 koma 

~rtekeljuk ki az eszmbleti Plapotot megfigyelve hogy a gyermek 

hogyan reagAl parancsoka, a neve emlites&e, es hogy valaszol 

tljsz6r&ra, vagy egy6b fajdalmas stimulusra 

b. kognitiv-eszlel6si fejletts6gg, legjobb erre formalis szdrdtesztet 

hasznalni, pi. DDST 



c. motor miikodes 

(1) motor kepesseg kiertekelese elsdsorban rnagaba vonja az 

akaratlagos izomzat kontrakciojat es a korra jeilemz6 

fejl6desi merfoldkovek elereset durva es finom motor 

ijgyessegre 

(2) izomzat fejlettsege - allapitsuk meg izomtomeget, 

tonust, er6t, es abnormalis akaratlan mozgast amint fel van 

sorolva 

(3) tovabbi jelei lehetseges neurologiai karosodhnak 

(a) tclhajlekonysag (hyperflexibilitas) 

(b) sebes pislogas 

(c) bologatas 

(d) allanddan a szaj el& tartott kez 

(e) csecsem6ben er6sen aszimetrikus vagy 

ernyedt petyhiidt tartas 

d. erzes mdkodes 

(1) kierthkelni az agyidegek szem pontjabol-latas, hall&, 

periferias erzes 

(2) tapintasi erzes erintetlensege 

(3) erzes diszkriminacio 



(4) hallasi tesztek 

audiometria 

akusztikus impedancia vagy dobhartya fesziiltseg 

merese 

meg utkozes reflexe 

hang IokalizAlasa 

ot-jPek teszt 

Rinne teszt - 16gvezetes 

Weber teszt - csontvezetes 

(5) Iatas vizsgilat 

(a) Wny6rzBs 

(b) I6taseless6g: Snellen E tabla 

(c) DEST (Denver szem szirrd vizsga) 

(d) periferias Iatas, Iat6terek 

(e) szinlPds 

(i) lshihara teszt 

(ii) Hardy-Rand-Rittler (HRR) 



e. kisagy funkcio vizsgiiata 

(1) kisagy (cerebellum) f6leg az egyensQ1y-t 6s koordinaciot 

ellendrzi 

(2) kisagyi mfikodes jdresze benn-foglaltatik a gyermek 

tartasanak, testmozgasanak, jarasanak, es finom valamint 

durvabb motor funkcioknak megfigyeleseben 

(3) cerebellCis funkciok, melyeket mint jPekokat meg lehet 

vizsgalni 

(a) ujjat-az-orrhoz teszt 

(b) sarkot vegighrjzni a sipcsonton teszt 

(c) Romberg teszt 

(4) koordinacidt lehet kiertekelni barmilyen gyors ismetelt 

mozgds vegrehajtatasaval 

f. reflexek 

(1) reflexek vizsgalata a neurologiai kiertekelC fontos resze 

(2) primitiv reflexek fennmaradasa, reflexhihy, vagy mely 

inrefiexek hyperaktivitasa rendszerint cerebrais inzultus 

eredmknye 

(3) feluletes reflexek: hasi, cremaster, analis 6s plantaris 



(4) mely inreflexek (DRT-ok) 

(5) ha meningitisre van gyanu, hasznaljuk 

(a) Kernig jelet 

(b) Brudzinski jelet 

g. agyidegek - Tabla 4 

h. "puha" jelek 

(1) egy jelenseg, mely normalis fiatal gyermekben, de a 

normalis fejlddes soran el kellene tunnie .... fejledesi 

lemaradast jelent, vagy az erz6 vagy motor sziszterna 

differencia16dlanak hianyat. 



(2) puha jelek listaja 

rovid ideig tud odafigyelni 

szokatlan testmozdulatok, melyek jelzik a hianyos 

koordinli6t es pozici6-erzest 

tdlzott, sokaig tarto es haszonnelkijli mozdulatok 

(hyperaktivitas) 

hypoaktivitas 

im pulzivsag 

em6cionalis labilitas 

sz6rakozottsag 

kezesseg nincs meg hatarozva 

nyelv 6s kifejezesi problemak 

percepcib hianyossigok (t&, forma, mozgas es id6) 

problemak tanulassal, kulonosen olvasassal, irassai 

Qs szamtannal 



Tabla 1. 

KOR 

Korra specialis irhnyvonalak gyermekkori fizikalis vizsgklatra 

Mieldtt egyedul tud ulni: 
hanyatt vagy hason fekve, 
legjobb ha szijlij oleben; 
4-6 h6napos kor elott: 
fel lehet rakni a vizsgA16 
asztalra 

Ha mar tud egyedul ulni 
legjobb ha a szulo olhben 
ul ha csak lehetseges. Ha 
asztalra helyezzuk, figy 
iiltessuk, hogy j61 IAthassa 
kozben a sziildt 

-- 

Ha nyugodt, hallgassuk 
meg a szivet, tudot, hasat 
Regisztraljuk sziwerest 
es legzesi szaporasagot 
Tapintsuk 8s kopogtassuk 
ugyanazokat a teruleteket 
Fejtol lab iranyba haladjunk 
Fajdalmas beavatkozast 
hagyjuk utoljara (szemek, 
fulek, szaj mialatt sir, 
rectfilis hbmerseklet 
Vhltsunk ki reflexet amikor a 
megfelelij testreszhez erunk 
Moro reflexet hagyjuk 
utoljara 

Teljesen vetkoztessijk le, 
ha szobah6merseklet 
megengedi. Fiun hagyjuk 
rajta a pelenkat. Nyerjunk 
kooperaciot figyelem 
elterelesevel, fenyes 
targyakkal, csorgovel, 
beszeddel. Mosolyogjunk 
csecsem6re: hasznaljunk 
Iagy, gyenged hangot. 
Nyugtassunk cuclis 
uveggel, cukros vizzel vagy 
etetessel. Kerjuk szuliit 
hogy segitsen lefogni mikor 
vizsgajuk a fiileket, sziijat. 
Keruljunk el hirtelen, 
varatlan mozdulatokat. 



Tabla 1. 

Korra specialis iranyvonalak gyermekkori fizikalis vizsgalatra 

Mielijtt egyedul tud ulni: 
hanyatt vagy hason fekve, 
legjobb ha szulo oleben; 
4-6 h6napos kor eliitt: 
fel lehet rakni a vizsgalo 
asztalra 

Ha mar tud egyedul ulni 
legjobb ha a szulo oleben 
ul ha csak lehetseges. Ha 
asztalra helyezzuk, ~ j g y  
ultessuk, hogy j61 lathassa 
kozben a szulot 

Ha nyugodt, hallgassuk 
meg a szivet, tudot, hasat 
Regisztralju k sziwerest 
es legzesi szaporasagot 
Tapintsuk 8s kopogtassuk 
ugyanazokat a teruleteket 
Fejtol lab iranyba haladjunk 
FAjdalmas beavatkozast 
hagyjuk utoljara (szemek, 
fulek, szaj mialatt sir, 
rectalis homerseklet 
Valtsunk ki reflexet amikor a 
megfeleld testreszhez eriink 
Moro reflexet hagyjuk 
utoljara 

Teljesen vetkiiztessuk le, 
ha szobahdmerseklet 
megengedi. Fiun hagyjuk 
rajta a pelenkat. Nyerjunk 
kooperacibt figyelem 
elterelesevel, fenyes 
targyakkal, csorg6vel, 
beszeddel. Mosolyogjun k 
csecsem6re: haszniiljunk 
Iagy, gyenged hangot. 
Nyugtassunk cuclis 
ijveggel, cukros vizzel vagy 
etetessel. KBrjuk szul6t 
hogy segitsen lefogni mikor 
vizsgAljuk a fijleket, szAjat. 
Keruljunk el hirtelen, 
varatlan mozdulatokat. 



Tabla 1. 
Korra specialis iranyvonalak gyermekkori fizikalis vizsgalatra 

KOR 

Kisgyere k h e  vagy dllva a szijld 
016ben vagy mellette 

Testreszeket jatekon 
keresztul vizsgaljuk: 
"szAmoljunk ujjakat" 
"csiklandozzunk Iabujjakat". 
Minimalis fizikai kontaktust 
alkalmazzunk. Muszereket 
lassan hozzuk akcioba 
Haligat6zzunkJ 
kopogtassunk, tapintsunk 

Szul8 vetkdztesse a 
gyermeket (kijls6 ruhat) 
Alsonemut vegyuk le, 
mikor azt a testreszt 
vizsgiiljuk. Hagyjuk, hogy 
megnezze a mijszereket: a 
miiszerek mukodeset 
bemutatni rendszerint 
hatastalan. Ha a gyerek 
nem kooperal, a 
procedurakat gyorsan 
hajtsuk vegre. Fogjuk le ha 
kell, kerjijnk szul6i 
segitseget. Ha kooperal, 
beszeljunk a vizsgAlatr61, 
rovid mondatokat 
hasznaljunk. Dicserjijk meg 
kooperalasert. 



Tabla 1. 
Korra specialis iranyvonalak gyermekkori fizikalis vizsgalatra 

- 

KOR 

lskola elijtti gyermek Kivhatosabb allni vagy ulni 
Leginkabb kooperat hason 
vagy hanyatt fekve 
Szulo iegyen kozel 

Ha kooperal haladjunk fejtol 
IAb fele 
Ha nem kooperal, kezeljuk 
mint koranal fiatalabbat 

Kerjijk, hogy sajatmaga 
vetkiizzek le. Ha 
szemermes, engedjijk, 
hogy als6nemut fenntartsa. 
Ajanlju k miiszereket 
megnezesre. Roviden 
demonstrAljuk a miiszerek 
hasznalatat (kiprbbal hatjuk 
szulon) Talaljunk ki 
"tortenetet" az eljarasr61: 
"megnezem, milyen erosek 
az izmaid" vagy 
"megolelem a karodat egy 
specialis szovettel" 
(vernyom Asmer6s) 
Hasznaljuk a papir-baba 
technikat 
Ha lehet, engedjunk 
valasztekot 
Varjuk el a kooperaciot; 
hasznaljunk pozitiv 
mondatokat. "Nyisd ki a 
szadat" 



Tabla 1. 
Korra speciilis iranyvonalak gyermekkori fizikhlis vizsgalatra 

KOR 

lskolas gyermek 

~ozlcli, 
Legszivesebben ul 
Kooperativ legtobb 
pozici6ban 
Fiatalabb korban kivanja 
szuld jelenl6tet 
Id6sebbek inkhbb akarnak 
privat vizsgalatot 

FOLYAMATOS L ~ P ~ S E K  

Fejtbl-IBb iranyba 
haladjunk. 
Nemi szervek vizsgalatat 
hagyjuk utoljara 
Tiszteljuk a privat 
vizsgalat igenyet 

Kerjuk, hogy sajAtmaga 
vetkbzz6k, engedjuk, hogy 
alsonemiit viseljen. 
Magyarazzuk meg a 
felszereles cBljU pl. 
otoscope-pal dobhartyat 
neziink, mely a hallashoz 
szu kseges 
Tanitsuk testmukodeseket 
es a test jo karbantartasat 



Tabla 1. Korra specialis iranyvonalak gyermekkori fizikalis vizsgalatra 

KOR I POZICI~ 

Ugyanaz mint iskolas 
gyermeknek. Ajanljuk szulo 
jelenl&et, a gyermek 
kivAnsAga szerint 

- - 

Ugyanaz mint idosebb 
iskolasnal 

E L ~ K ~ % Z I T ~ S  

Engedjuk meg, hogy privat 
vetkozzek le 
Adjunk lepelt 
Csak a megvizsghland6 
teruletet tarjuk fel 
Tiszteljuk a privat 
korulmenyek 
szuksegesseget. 
Magyarazzuk meg mit 
talalunk vizsgalatkor: 
"Az izmaid szilardak es 
erosek". Tiirgyilagosan 
kommentaljunk szexuftlis 
fejlodesrol: A melleid 
fejlodnek, ahogy kell" 
Hangsulyozzuk a kifejl6des 
normalis voltat. 

i 
i 

Nemi szerveket vizsghljuk 
meg mint tobbi testreszt: , 
lehet a vegere hagyni. I 

Hasznalni lehet tukrot a 
nemi szervek vizsgalatanal I 
hogy a gyermek Iathassa a , 
megvizsgalt teruletet 8s 1 
tanulhasson 

, 

szemelyes anatomiAjhr61. 1 
., 



Tabla 2 Kopogtatasi hangok definicibja 

Kopogtatasi hangok Peldak 

IntenzitAs- a hangok amplitud6ja vagy hangossaga Hangos kopogtatasi hang - az uresebb, levegovel telt 
terekbol, mint pl. a tuddk 
Halkabb hangok: szolidabb masszak produkhljak 
kopogtataskor, pl. sziv 

HangmagassAg - a hanghulliimok (rezgesek s d m a  
miisodpercenkent, minel tobb 6s gyakoribb 
rezges, annal magasabb a hang, kevesebb 
rezges: alacsonyabb (mblyebb) hang 

Tartam - mennyi ideig tartanak a rezgesek 

Minbseg, hangszin - szubjektive van 
kiertekelve, fugg a hang eredetetol 

Alacsony hangmagassag - leggel telt tuddk 

Magasabb hangok - tudijszovet konszolidacioja 

Hosszabb tartam: tudo (normalis) 
Rovidebb tartam, surubb allom~nyu szerv:sziv 

Mint ahogy ugyanazon magassagu hang kulombozik 
. hangszinben, ha rnAs hangszerekbol jon, bgy egyenld 

hangossagu 6s magassagu hangok is kulomboznek 
egymast61 hangszinben ha mas szervbbl erednek, pl. 
tudok es sziv 



Tabla 2 KopogtatAsi hangok definicidja 

Kopogtathsi hangok Peld Ak 

Megjegyzes 

~ezonancia - tiszta, zavartalan hang, 
alacsony magassag, hosszu tartam, 
aranylag hangos (konnyen hallhatd) 

"Dobos" hang: tiszta, zavartalan, magasabb 
mint a rezonhns hang, gazdag 
felhangokban es hosszG tartamu 

Normalis tiidok 

"Dobos" hangot lehet produkalni ha 
gyengeden kopogtatjuk leggel telt arcot 
hasonlo hangot kapunk ha leggel telt 
gyomrot kopogtatunk 



Tabla 2 Kopogtatasi hangok definicioja 

Kopogtathsi hangok Peldak 

Hyperrezonancia - feluton rezonhns 6s dobos koziitt 
alacsonyabb mint normiilis rezonancia, magas 
intenzithsu, hosszu tartamu 

Tompashg - magas frequenciaju, rovid tartamu, puha 
(alacsony intenzitasu) 6s d6rombolb 

Lapossag - teljes tompasiig, magas hang, nagyon 
rovid, nem zenei a kvalithsaban 

~ltalaban csokkent denzitast 
(anyag siiruseget) jelent, pl. 
tobb mint normalis leveg6, vagy 
csokkent szovet; legtobbszor k6ros 
pl. pneumothorax vagy asztma 

Magasabb anyagsiiriiseget (denzitast) 
es szolidshgot jelent, pl. sziv 

Szolid szovet, pi. comb. 

~ tveve Sana, J. M. es Judge R. D.: Physical apraisal methods in nursing practice, Boston 1975, Little, Brown and Co. 

'Ugyanazokat a kifejezeseket hasznaljuk barmilyen mas hang leiras8ra, es a hallgatozaskor nyert hangok kiertekelesere 
is hasznaljuk 

8 4 



Tabla 3 A~ta~anos iranyvonalak gyermekkori fizikai novekedesben 

Kor 

Csecsemak 
(sziilet6st61 - 6 hbnapos korig) 

Kisgyerekek 

lskolasok 

PubertAssal jhr6 
hirtelen novekedbs 

LAnyok 10-1 4 Bv kozott 

Fiuk 11-16 ev kdzott 

Heti sljlygyarapodAs: 140-200 gm 
Szijletesi shly megduplkbdik az elsa 6 
honap vegere (egyesek szerint mar 
3.8 h b n a ~  utan) 

Heti sblygyarapodas 85-1 40 gm 
Szuletbsi sljly meghAromszoroz6dik 
az els6 Bv v6n6re 

Sziiletesi sbly megnegyszerezBdik 
2% evre 

~ v i  sljlygyarapodas 2-3 kg 

i'vi shlygyarapodhs 2-3 kg 

Sljlygyarapodhs 7-30 kg. 
Atlag 23.7 kg 

Magassag (hossz) * 

Havi gyarapodas: 2.5 cm (1 inch) 

Havi gyarapodas: 1.25 cm 
Els6 ev veghre kb. 50 % - s 
novekedes a sziiletesi hosszhoz kepest 

2 eves korban magassag kb. 
50% - a varhato felnbtt 
magassagnak 
2ik evben kb. 12 cm 
3ik evben kb 6-8 cm novekedes 

Szuletesi hossz megdupliuodik 
4 eves korra. ~ v i  novekedes 6-8 cm 

fv i  novekedes 7 eves kor utBn 5 cm. 
Szijletesi hossz hfiromszorosra nb 13 eves 
korra 

Magassbg: 5-25 cm. novekedhs 
kb. 95% a felnBtt magassfignak 
elerhet6 a menarche, 
vagy 13 eves csontvhz-korra. 
Atlag 2015 cm 

Novekedes: 10-30 cm, 15 eves 
csontvaz-korra kb 95% a felndtt 
magassagnak el lesz h e .  
Atlag: 27.5 cm 

* Az evenkenti hossz 6s slilygyarapodhs minden korcsoport szamhra Atlag, kiilBmbBz6 forrasokbol 



Tabla 4. Agyidegek mukodesenek kiertekelese 

1 I. Olfactorius 
I 

I/ IV. ~robhledris (M) 

ldeg 

Trigeminus (M, S) 

Beidegzes eloszlasa 

orrdregi nyalkahartya 
olfactorius resze (fenn) 

Recehhrtya (retina) 
phlchk es csapok 

Szemizmok 

Obliquus superior izom 

RAgbizmok, az arc bore 
es a fejbar eluls6 ketharmada 

Proba (teszt) 

Csukott szemrnel a gyermekkel 
szagoltatunk ismeros illatokat, 
mint kavet, alkoholt vattar61, 
egyeb szagokat. Az orrlyukakat kijlon 
kell tesztelni 

Vizsgaljuk fenyerzest, lat6elesseget 
es normalis discus opticust (Iatoideg 
fej) 

A gyermek kovessen egy targyat 
vagy fenyforrast, de csak a szemeit 
mozgassa, ne forditsa a fejet 

A gyermek nezzen lefele 

A gyermek kemenyen harapjon azthn 
nyissa ki a szajat. Tesztelni kell 
szimmetriat. A gyermek hunyja be 
szemet, Bszreveszi-e, hogy 
gyengeden megerintjuk a 
mandibularis es maxillaris tajekot? 
Teszteljuk cornea es 
pislogasi reflexet a corneht nagyon 
konnyeden megerintve. (oldalr61 
kozeledjfink a gyermekhez, hogy ne 
pislantson meg mielott meghrintjijk a 
corneat) 



ldeg Beidegzcis eloszliisa 

JI. Abducens (M) Rectus laterhlis szemizom 

dl. FaciAlis (M) Orrureg 6s konnymirigy, 
sublinguhlis 8s submandibulhris 
(submaxill&ris) nyhlmirigyek, 
mimikai arcizmok, 6s a nyelv 
elulsd k6t-harmadhn iz6rzes 

VIII. Auditorius Bels6 ful 
(hallbideg) 

(cohlehris, vagy 
vestibulocochlehris) (S) I 
IX. Glossopharyngeus ideg Pharynx (garat) 
( M a  nyelv, 6s a nyelv hhtss6 

egyharmada iz6rz6sre 

X. Vagus (M,S) 
(bolyg6ideg) 

G6geizmok, garatizmok 
a gyomor-bbltraktus 
egyes szerveinek izmai, Brzd rostok a 
nyelvgyokbdl, szivbdl, tuddbol 6s a 
gyomor-beltraktus egyes szerveibdl 

Pr6ba (teszt) 

A gyermek nhzzen vizszintesen balra 
es jobbra. 

A gyermek mosolyogjon, vagjon 
vicces arcokat. lsmerjen meg 6des, 
savanyu 6s keserii izeket. Az izeket a 
kinyujtott nyelv elulso felszinere 
6s oldalaira helyezzuk; ha a gyermek 
visszahlzza nyelvet, az oldat le fog 
szivhrogni a nyelv hats6 reszeire. 

Hallasvizsghlat; ugyeljunk 
egyens~ilyvesztesre 6s szedulesre 

Csiklandozzuk a hats6 garatfalat 
nyelvlappal: a gyermeknek 
oklendezni kell. Teszteljuk izerzhst a 
nyelv hats6 egyharmadan 

Figyeljunk rekedtsegre oklendezd 
reflex jelenletere, nyeldkepessbgre. 
Ellenorizzuk, hogy az uvula 
(nyelvcsap) a kozephelyzetben van-e. 
Ha nyelvlapoccal erintjuk, felfelb 6s a 
stimulhlt oldal fele kell mozognia. 



Tabla 4. Agyidegek mukodes6nek kiert6kel6se - Continued 

Sternocleidomastoideus izom 8s a 
vAll trapezius izma 

A nyelv izmai 

- - 

*S - sensory (erzo); M - motor 

A gyermek vonja meg vallait gyenge 
nyornas ellen. Helyezzuk tenyeriin ket 
a gyerrnek vAll8ra es forditsa fejet 
ellenallassal szemben balra es 
jobbra. Figyeljiik meg a szimmetriAt 
es az erot. 

A gyermek mozgassa nyelvet 
minden iranyban. Dugja ki nyelvet 
amennyire csak tudja. Figyeljunk 
elhajlasra. 
Teszteljuk a nyelvizmok erejet awal, 
hogy a nyelvlapocot a nyelv egyik 
oldalara helyezzuk 6s a gyermeknek 
kell onnan a nyelvevel eltolnia. 



Tabla 5 LBlegzbs kiilombijzb formhi 
("pnea" magyar orvosi irodalomban gyakran "pnoe" (Gorogb61) 

1 Bradypnea 

I Dyspnea 

I Apnea 

U Hyperpnea 

I Kussmaul l6legzes 

li Cheyne-Stokes Ielegzes 

I FCireszelB (paradoxikus) 
legzks 
.. . __-__. - --. -.----.- . - - . -  + 

Szaporhbb mint normillis 

Ritk&bb mint norm6lis 

Sek6ly Iegzbs, megzavart ritmussal 

Szaporhbb lbgzbs 6s melyebb 

Hyperventilldci6, 16gszomj, erdltett lbgzes 
legtobbszor diabetikus kom&ban fordul elo, 
vagy respirAci6s acidozis mas formaiban 

Fokozatosan szaporhbb 6s mBlyebb lblegzes, 
6s periodikusan l6gz6sszunet 

Hyperpnea vdltakozik apne6val 
(Hasonlit Cheyne Stokes-ra de melysbg valtozatlan 

A mellkas emelkedik mialatt a has besiipped 



Table 6. Kulomboz6 sziweres es pulzus tipusok 

1 Tachycardia 

(1 Bradycardia 

- - 

/ ~ U I S U S  aiternans 

I Pulsus paradoxus 

I/ Sinus arrhythmia 

I - Viz-kalap~cs, v. Corrigan pulzus 

H Dicrotic pulzus 

11 Vbkony, elnyornhatb ("filiforrnis") pulzus 

Leiras 

Szapora pulzus 

Csokkent szaporasagu pulzus 

Eros iitest gyenge utes koveti 

Parosaval erezni a pulzus verest extrasystole 
miatt 

Belelegzeskor a pulzus ereje csokken 

- - - - - - - 

Belegzeskor szaporabb a pulzus, kilegzeskor gyerebb 

Kulonosen eriiteljes pulzus-utes, oka a szeles 
"pulzus-nyomhs" (szisztoles 6s diasztolbs vernyomds 
kozotti kijlombsbg nagy) 

Minden apichlis szivhanggal ket radialis pulzus jar 

Szapora, gyenge pulzus 
mely megjelenik es eltunik 
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GYERMEKKORI ROSSZINDULATU DAGANATOK: ~ttekintks 
Pamela L. Cummings R.N., B.S.N. 

I. A probldma Altaldnos keretei 

A. Gyakorisdg 

B. HalAlozAs 

C. Progn6zis 

D. ~sszehasoniids felndtt rdkkal 

11. KezelCs fajt5i 

A. V5logatott specialitdsu "team" (6sszemiik6db csapat) 

B . Csal4dra kiizpontosult kezelCs 

III. Epidernioldgia (i5rv5nytan) 

A. Karnyezeti tdnyez6k 

B. A beteg sajet tdnyez6i 

C . Genetikus (velesziiletett) thyezbk) 

D. "K& csapiis" elmClete 



IV. Gyermekkori malignus tumorok (angol dsszefog6 sz6: "cancer") 

1. ALL (Akut lymphocytiis leuk6mia) 

a. Klinikai rnegjelenisforma 
b. Diagn6zis 
c. Kezelds 
d. Progn6zis 

2. ANLL (Akut nem-lymphocyth leukdmia) 

a. Klinikai rnegjelenisforma 
b. Diagn6zis 
c. Kezelis 
d. Progndzis 

B . - Kiizponti idegrendszer (Agydaganatok) 

1. Klinikai megjeleniisforma 
2. Diagn6zis 
3.  Kezelks 
4. Progn6zis 

C . Malignus lymphomak 

a. Klinikai megjelen6sforma 
b. Diagn6zis 
c. Kezel6s 
d. Progn6zis 



2. Nem-Hodgkin k6ros lyrnp horna 

a. Klinikai megjelendsforma 
b. Diagndzis 
c. KezelCs 
d. Progndzis 

D. Neuroblastoma 

1. Klinikai megjelen6sforma 
2. Diagndzis 
3. KezelCs 
4. Progn6zis 

E. Wilms' daganat 

1. Klinikai megjelenCsforma 
2. Diagn6zis 
3. KezelCs 
4. Progndzis 

F . Rhabdomyosarcoma 

1. . Klinikai megjelenhforma 
2. Diagn6zis 
3. Kezeles 
4. Progn6zis 

G. Csont daganatok 

1. Ewing Sarcoma 

a. Klinikai megjelendsforma 
b. Diagn6zis 
c. Kezelds 
d. Progndzis - 



2. Sarcoma osteogenicum 

H. Retinoblastorna 

1. Klinikai megjelenCsforma 
2. Diagn6zis 
3.  Kezelis 
4. Progndzis 

V. TBnyez6k melyek hozziij6mInak jobb progn6zishoz 

A. KombinBci6s kezelis (gybgyszerek) 

C. R6szvitel orsz5gos tanuIm6nyokban (analfzisekben) 

1. VCr komponens ter6pia (p6tl4s) 
2. hAny6s elleni kezelts 
3. fertZiz6 betegsigek 
4. Megjavitani a kezel6s mMozatait, vigrehajtAs6t 

a. szerkezetek melyek intravenh megkinelit6st 
megk6myiti k 

b . eg6szsCgfigyi ell4tAs a k6z6ssCgben 
c. otthoni 6polAs 
d. orvos a k6ziissCgben 
e . gondozb-otthon 
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nvSsellenes szere k . 6 ~  d a a n a t o k  chemotherfioi5ia - 
Lavonne Ridder, R.N., &LA. 

Hdnyinger gyakori chemotherapia utan es lehet akut (a gydgyszerel4s 
kdzben vagy azonnal kdvetve) szubakut (6- 12 6rdva.I kesijbb) , kisei 
(2-3 nap mulva) vagy anticipdlt (egy bekondicionllt reakcid multbeli 
chemotheriipia u t h i  hhyingerre vagy hlnydsra alapozva). Fontos hogy 
hdnyinger 6s hAny As kontrollllva legyene k mert komplikAci6k ldpphe tne k fel 
mint mel16khatasok. Ilyen komplik8ci6k k&6 tartozik nyelbcsb-fa1 
kiszakadha, tcirbsek, hosszantart6 6tvfigytaIansitg, alultApl8Itsitg, 
anyagcsere zavarok es folyadik vesztesbg . 

Potencidlis probl6mdk beteeekkel 



Hdnyinger: bizonytalan hullAmzds drzet 6s tudatos sziiksdgdrzete a 
hinyisnak 

HinyLs: aktuglis ereteljes kiiiritkse a gyomortartalomnak szgjon 
keresztiil 

~klendezks: ritmusos cisszehlizodBsai a lCgzCsi izomzatnak melyek fel 
6s lefelt val6 mozgiisAt okozzfik a gyornortartalomnak a nyelficsBbe. 

Hiinyinger 6s hgnyiis dlettana: 

1. A hfiny5sk6zpont k6zel van elhelyezve (a nyultagyban) a 
reflexkijzpontokhoz melyek szabalyozzfik a kardiovasculAris 6s lkgz6si 
funkci6kat.E kezelis6g vezethet hgnyiis kijzben az aliibbiakra: 

a. tachykardia 
b. izzadBs 
c . gyenges6g Crzdse , szkd.iil6s f hgnyinger 
d. bradykardia 
e . vdrnyomfises6s hinyiis kijzben 
f. szapora 6s mdly 1dgzQ 

2. A hPnyhk6zpont stimulAci6t kap: 

a. a gyomorbt5Itraktusb61 a vagus idegen keresztiil ha 
kksbssel iiriil a gyomor, vagy gyomor-bdl tAgulBs tijrtknik 

b. agykdregbdl a hypothalamus Altal, ezt okozza aggdd As, 
fklelem, koponyaiiregi nyomAsfokozodAs (ez a valciszinii oka az 
anticipgcios hhyingernek 6s hiinyAsnak) 

c. vestibuliiris dsszekiitt6sek a Iabirint 6s vagus idegen 
keresztiil, gyors vagy hirtelen helyzetvfiltoztat& esetkben (nem jPtszik 
jelentijs szerepet chemotherapia Altal okozott hinyhban) 



d. perifiriiis p5lyik szimpatikus zsigeri afferens beidegzdsen 
keresztul a gyomorb&rakus, sziv 6s vesCkb6l.Helyi initaci6 vagy g6rcs 
tudja ezt stimul6lni. 

e. Chemoreceptoros ingerlkkenysdgi zona, ezt stimul~iljljrik a 
keringdsben lCv6 toxinok, elvZiItozott terhesskgi hormonok (vamak 
receptorok histaminra, dopaminra, acetylcholinra es opiCitokra.) de 
tulajdonkdppen az aktuglis neurochemicalis 6le ttana a chemotherapia 51 tal 
okozott himyingernek 6s hCinyCisnak mkg nem teljesen ismeretes. 
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Antiernetikus (hAnyfis-ellenes) kezeles elvei. 

Edna Lavome Ridder, R. N., M. A. 

1. Adjunk a betegnek olyan antiernetikumot amely legjobban hat az adott 

helyzetben, az adott betegntl 6s okozatnll. 

2. A leghadsosabb hinylel lenes szerek azok, melyek tobb vagy az Bsszes 

kiiIiimbiiz6 hgnyisra vezet6 palyikra hatnak. 

3. Habar val6szinii, hogy hdnyinger 6s hdnyds chemoter5pia k6zben 6s ut6n 

a gydgyszerekkel f i g g  Bssze, fontos hogy mis  IehetsCges okokat kizfirjunk 

(bClelzdrodh, peritonitis, agy metastasisok, gydgyszerek, mint pl. 

narkotikumok, fol yaddk 6s elektrolyt egyensul y, m i j  itttetek, fertbzds, 

sugirkezeICs Cs urCrnia. 

4. Vegyiink tekintetbe pszihogen thyez6ket 6s probPljuk megeldzni ezeket 

els6 ciklus rnddszerekkel (hipnozis irgnyitott k6pzetekke1, sziszt6rnAs 

deszenzitizicio, progressziv izom-elernyesztis) 



@ -, ., 

5 .  A hiinyinger 6s hAny6s foka 6s tartama 6sszefiigghet a chemoterapiis 

gybgyszerrel, annak dbzis&al, gyakorisigbal, az adrninisztr5ci6 

rn6dszert5vel7 6s a gybgyszer, vagy amak metabolikus 1ebomlAsi termekeine k 

elhuzM6 (kisle ked6) kiv8lasztas8val. 

6. Gyakoroljunk pre-chemoterapiiis ki6rt6kelCst7 mely foglalja mag6ba 

hydriiciot, electrolyt stAtuszt (megjavitani ha nem megfelel6) ds agg6diisi 

fokot (adjunk tAmogatAst 6s fejezziink ki egyiitt6rzdst amilyen fokon 

sziiksdges .) 

7. Adjunk antiemetikumokat hogy fedezze a sz6banforg6 chemoter6pias 

gy6gyszert61 elvArt hosszusfigd hhyinger hinyis peri6dus tartamiit. 
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H4ny6sellenes kezeles 

1. Kezdjiik a hPnyPsellenes szereket adni a chemoterApi a megkezddse elbtt, 

ugyhogy receptorokat haasosan blokkolni lehessen, megeldzve hhyingert 6s 

hlnyftst azP1tal hogy a hlnyPse11enes szerek vCr szintjet eldre feldpitjuk. 

2. Az adagolis iddbeosztfisa kapcsolatban legyen a gy6gyszer 

3. Adjuk e gydgyszereket szabilyos id6kazdkben 24 6rfiig, bgy hogy egy 

m6rs6kelttal magas szintig tudjuk tartmi a hinyiisellenes hat&$. 



Magas szfizalt kos el6fordul4 
ltobb mint 80 %I 

mechlorethamine (nitrogen mustard) 
decarbazine (DTC) 
cisplatin (platinol) 
Mitomycin C 
BCNU, CCNU 

nagy adag cyclophosphamide 
nagy adag methotrexate 
nagy adag cytosine arabinoside 

HAnydselleni rendszabd1 yok 

Aggressziv kombinAci6ja a 

hiny6sellenes gybgyszereknek, 
nagy adag phenothiazine 
vagy odansetron, 
dexamethasonenal; 
Lorazepam vagy THC 
(Tetrahydrocannabinol) 

doxorubicin (Adriamycin) 

daunorubicin (Daunomycin) 

cyclophosphamide (Cytoxan) 
ifosfamide 

. dactinomycin (Actinomycin D) 
mi toxantrone 
procarbizine 
etoposide 
hexamethylmamine 

MCrs6kelten aggressziv 
gybgykezel6s 
intravknis odnasetron, 
phenothiazinnal 



lacsony szdzaI6kos eIoforduI5s (ke - 
..". - &.: ! _ ..I 

5-fluorouracil (5-FU) thiothepa Phenothiazinok es odnasetron 
metho trexa te thioguanine 
bleomycin tarnoxi fe n 
cytosine arabinoside chlorarnbucil 
(Ar a-C) L-asparaginase 
melphalan vinblastine 
vincris tine teniposide 
hydroxyurea 6-mercaptopurine 
etoposide 



Betcher, D. L. and Burnham, N. (1991) Odansetron, Journal of 

Pediatric Oncdoq Nursing .8(4), 183-1 85 

Burke, M. B. Wilkes, Wilkes, G. M., Berg, D., Bean, C. K, and 

Ingwersen, K. (1 991) Cancer Chernotherapv: A Nursina Process 

&nroach. Boston: Jones and Bartlett Publishers. 

Laszlo, J. (1 983) Antiemetics and Cancer Chemothera~v. Baltimore: 

Williams and Wilkins. 



FertBzes Beteaben Aki Da~anatellenes Kezeles Alatt Van 

Tribhawan S. Vats, MD 
Pamela L. Cummings, R.N., B.S.N. 

I. Daganat-kezeles lenyeges pontjai 

A. Owosi kezeles 
B. Tamogato apolo kezeles 

11. Fert6zes okai 

A. Maga az alapbetegseg 
B. Az alapbetegseg kezelese 
C. Mindakett6 legyengiti a beteg ellenailasat 

11 I. Beteg legyengult vedekezessel 

A. A fert6zes behatol a legyengiilt bbr C nyalkahartya 
gatjain keresztul 

B. Phagocyta vedelem 

1. Neutrofilek 
2. Monocytak 

a. Makrofagok 

C. A ceilularis 8s humoralis immunitas zavarai 

D. Spienektomia (a l6p eltavolitasa) 

E. Legyengult taplaltsagi stadium 

F. Microbialis flora behatolasa es megtelepedese . 

G. A kezeles intenzitasi foka 



1V. L& es neutrophia 

A. 3 38 fokos liz ledvasasa 24 bran beliil 

B. Egy kiugras 38.5 vagy felette 

C. 1000/mm3 abszolut neutrofil szam a betegben 

D. Abszolut neutrofil szam 

E. Abszolut neutrofil szam (ANS) 

F. Az ANS kisramitasa 

V. Kompromittklt beteg IAzzal 

A. Neutrofil szam meg6llapitasa 

B. A fertazes jellege 6s a kk6rokoz6 identifikalasa 

C. A beteg fogekonysaga 

D. Diagnosztikus ki6rtekel6s 

E. Empirikus antibiotikus kezelks - cephalosporin + arninoglycoside 

VI. A l&as neutropenias beteg kiCNkelCe 

A. Anarnnezis 6s pontos fizikai vizsadlat 

B. Ket verteny6szt6s bakteriumokra 6s gom bakra 

C. Ha van centralis v6nb kateter, abb6l is kultur5t venni 

D. Kulturat az orrb61, torokbd 8s vizeletb61 

E. Sdklet kultura bakterium, virus, gomba es Clostridiumokra 

F. Mellkasrontgen 

G. Sinus rdntgen 
107 



H. Teljes versejtvizsgalat, serum transaminase, elektrolitok, Ver urea 

nitrogen (BUN) 4s creatinin 

I. Ha bdrelvaltozas van aspiraci6 es kimetszes (biopszia) 

VII. Empirikus kezeles 

Monoterapia (Ceftazidin) 

Antibiotikum kombinaci6 (Ceftazidin, Tobramycin) 

Vancomycint rogton kezdettdl adunk ha betegnek bentrogzitett 

kat4tere van. 

LAz 6s neutropbnia 72 6ra utan (he beteg kapott antibiotikus 

kezelest) 

Okok 

1. Nem-bakterialis fert6z6s 

2. Gy6gyszerrezistens fertdzes 

3. Masodlagos szuperinfekcio 

4. Nem adequgt koncentracioja az antibiotikumoknak 

5. Ritka k6rokoz6k 



Megisrnaelni ver es portalis (fertdzes behatolasi terulete) 

kulturakat 

Megismetelni mellkas 6s sinus rontgent ha javallt 

Megvizsgalni a kateter behelyezesi pontjat es kornyezd 
szovete ket 

LeellenBrizni korabbi kulturakat (kinBtt-e valami?) 

Klinikai kiertekelese a betegnek 

IX. Specifikus fertiizesek kezelese 

Bacterialis fertijz6s 

1. Gram negativ pl. Pseudomonas, Klebsiella, E. coli 

2. Gram pozitiv pl. Staphylococcus epidermidis, hemolytic 

streptococcus 4s diphtheroidok 



X. Standard antibiotikus kezeles 

Tobramycin 7.5 mg/kg/naponta intravenas minden 8 6raban 

Fortaz 150 mg/kg/naponta intravenasan minden 8 oraban 

Oxacillin 200 mg/kg/naponta intravenasan minden 8 oraban 

Clindamycin 40 mg/kg/naponta intravenasan minden 6 6raban 

Vancomycin 40 mg/kg/naponta intravenasan rninden 6 braban 

Mindig le kell ellenbrizni legmagasabb es atfag nivbt hogy a dbzist 

ehhez szabhassuk 

XI. Bakerialis fertdzes profilaxisa 

A. Oraiis nem felszivbdo antibiotikumok 

B. Trimethoprim Sulfamethoxazole 

C. Az antibiotikumok quinolon csoportja 



XII. Virusfertdzesek 

Baranyhim16 (Varicella) 

Herpes zoster 

Cytomegalovirus 

Epstein Barr virus 

A. Baranyhimld (varicella) 

1. Gyakran terjed bels6 szervekre 

2. Elbfordulhat srilyos tudbgyulladas, encephalitis C maj 

karosodas 

3. Srilyosabb betegekben akik kemoterhpian vannak 6s 

lymphopeniajuk van (560/mm3 alatt) 

B. Herpes Zoster (zona) 

1. Rosszabb a morbiditb mint a rnortalitAs 

2. Tobb dermatomat Qrinthet 

3. Gyakran van idegrendszeri komplikbi6 es tunetek 

4. Gyakoribb betegekben akiknek Hodgkin kdrjuk van 6s 

acyclovirral kezeli k 



Cytomegalovirus 

1. Okozhatja veratomlesztC, szervatGltetbs vagy latens 

virus reaktivalbdasa 

2. Diagnosztizahi le het lg m immunofluorescens antitest 

titerrel 

3. Multiszisztemas betegseget okozhat 

4. KezelC legsikeresebb intraven6s gamma globulinnal es 

gancyclovirrel 

1. Candida albicans 

2. Candida glabrata 

3. Aspergillosis 

4. Cryptococcosis 

5. Histoplasmosis 



8. Gombas fertozesek 

1. Kezeles 

a. Amphotericin B. 

(1) 0.2 mg/kg/naponta kezdeti adagnak, emeln 

0.7-1.0 mg/kg/naponta adagra 

(2) kezeies teljes tartama 2-8 het 

b. Prophylaxis 

(1) Nystatin 

(2) Ketaconezole 

(3) Fluconozole 

XIV. Egye b fert6zesek 

Pneumocystis Carinii pneumonia 

1. Rendszerint remisszio stadiumaban jelentkezik 

2. Hirtelen fellCp6 l6gz4si nehezsegek 

3. Tachypnoe, harnuszurke szin 

4. TudClkben tobbszor6s infiltratumo k 

5. Tuddk zorej nelkul 



6. Diagnozis tud6biopsziaval1 tudd aspiratumbol vagy 

klinikailag 

7. Kezelhs TMP-2 es SMZ 100 mg/kg/naponta elosztva 

minden 6 orara intravenasan 

8. Ha nincs javulas, pentamidin 4 mg/kg/naponta, 

intravhnasan 10-1 4 napig. 

XV. "Vedett komyezet" ("burokban elni" hogy fert6ds ne Qrhesse a 

beteget) 

A. Tobb kiadas 

B. Pszihologiai trauma 

C. Hasznossaga nincs bizonyitva 

D. Neutropenia a legfontosabb javallata 



K6miai szerek 6s besugArz8s okozta stomatitis 
Pamela L. Cummings, R.N., B.S.N. 

I. Bevezet6s 

A. Eldfordulhi szAzal6k bsszes kezelt betegbdl 

B. Meghat5rozBs 

1. stomatitis 

2. sziijsz8razsig, kisziradds 

C . OkozB t6nyezBk 6s kovetkezm6nyeik 

1. fej 6s nyak besug6rzis (Tabla 7) 

a. nydmirigyek miikM6szavara 

b . gyakoribb foggy6k6r-szuvasod8s 

c . iz6rz6s romlfisa, elveszt6se 

d. szfijonbeliili vv6rz6sek 

2. Nyfilkahfirtya-toxikus k6miai szere k 

a. sziszt6mfis bakteridlis fert6z6sek 

b. ncivekszik a sziijonbeliili elvAtoz8sok lehetdsdge 

c. rontja a t5pl6lkozBst, 6tvBgyat 

d. ter Apia felfiiggeszt6sd t indokolhatia 



11. A problema rnegAllapitAsa 

A. fizikai jellegze tessigek 

B. a beteg szubjektiv MzlCsei (szdjj6rzCs) 

1. ~ r z e s  a szsjban (Tabla 7) 

C . vizsgiilati rneg8llapitis 

1 .  Orfilis ki6rtkkelCs (Tabla 7) 



IU. Kezel6s (Tabla 8) 

1. KemoterdpiSs kezelis eliitti teendak 

a. onkol6gus-fogszakorvosi vizsgilat 

b. szdjhigiine kialakitAsa a betegben 

c . sz5jegCszsigiigyi protokoll kCszit6se 

B. M6dozatok a kezelisre 

1. f5jdalomcsillapit5s 

2. helyi alkalmazds 

3. gombaellenes szerek 

4. szAjv6rzCst megel6zB ill. mCrs6 kl6 szere k 

5. szerek szdjszSrazs5g ellen 



Tabla 7 

II ~tmuta t6  az ordlis vizsgdlathoz (1-4 ig roml6) 

r6zsaszfn nedves 
Iepedbk n6lkiil 

NyAlkahBrtya 
szAjpadl6s 

garat 

11 Nyeldsi 1 problbma ndkiil 

r6zsaszin nedves 
lepeddk nb1 kiil 

egyenetleniil 
szaraz lehet 

Karbantartds 
szdj higidne, 

eves 

porkos 

ondl16 

voros, ad6mhs 
enyhdn szaraz dg6 

halvdny, enyhdn 
sziiraz, vijros, 
h6lyagos 

b6vebb mennyisbg 

nehezitett eves, 
nyelCs 

biztatni kell 

dagad t szdraz 
szdraz lehet 
h6lyag 

voros, szhraz 
fekdyes lepedbkes 

csokkent 
mennyiscfg 

fhjdalmas eves, 

segitsbgre 
szorul 

szdraz repedezett 
vbrz6 fekdlyes 

nagyon voros 
gyulladt fekdlyes 

voros, fbnyes, 
fekblyes 
helyenkht vCrzi3 

- 

vastag, sfirfi, 
nytMs, 
viszk6zus 

evds-nyeles 
kbptelensdg 

teljesen 
miisokra szorul 



Tabla 7 

Ajak 

inyfillapot 

Ny6lmennyistfg 

iztfrbs 

Eves, tftviigy 

A beteg Brztfsei szerinti sziijjfiIllapot (1-4 ig roml6) 

normhl 

rendben 

enyhtfn sz6raz 

tfrztfkeny de alig 
tfszrevehet6 

tobb nyfil 

nehkz nyelks 
sziijsziirazdg 
miatt 

szhraz, kg, f6leg a 
szfijzug 

tfrztfkeny zavar6 

kevesebb nyiil 

srnminek nincs 
szokott ize 

f6szeres &el 
fogyasztdsa csip6 
tfrzkst okoz 

erdsen 
repedeze t t, 6g  
nyitilsra fiij 

Alland6 
fiijdalomtudatot 
okoz 

nincs fzcfrzt?s 

riigiis-6s nyelks 
k6ptelens6g a 
fiijdalom miatt 



Tabla 8. 

HELYI KEZELES SPEClFlKUS S ~ J ~ ~ R E G ~  PROBLEMAKRA 

Szajuregi candida fertozes 
megelezese es gyogyitasa 

I Neosporin Lokalizalt masodlagos ajakfertijzes 

Fogszuvasodas megel6zkse mely 
xerostomia kovetkezmbnye 

savanyitott fluorid oblogetes 

Semleges fluorid oblogetes 

Nystatin oralis suspensio 

A szhjkoruli elvaltozasra 
alkalmazni 2-5 szor naponta 
az elvaltozas slilyosshgAtol 
fiigg6en 

5-1 0 cc-vel naponta oblogetni 
1 percig 

Nem lenyelni! 

5-1 0 cc-vel naponta 1 percig 
obl6getes. Visszaterni a savanyitott 
fluoridra ha nyalka visszAter 

dblogetni es lenyelni 
300.000 egyseget 
3-4x naponta 
Ha beteg nem tfiri a nyelbst, 
csak oblogetni 



Tabla 8 

Candidihzis kezeiese miifogsor 
alatt 8s szajszogletben 
(ajak-szoglet) 

Ny4lkahartyagyulladPs 
(IokalizAlt) enyhitese 

Ciotrimazole troche 10 

Mycolog kenQcs 

Xylocaine 25% 
viscozus oldat 
Dyclonine hydrochloride 
0.5% vagy 1 oldat 
Benadryl es Kopectate 
oldat keverek (50% mindket tobol) 

Benzocaine orabase kenocsben 

Feloldani egy tablettat 
5 X naponta. Clotrimazoi 
profilaktikus hatasa 
candida fertBzes megeldz6sere 
nem lett meg kielegitden 
tanulmanyozva 

2-3 X naponta alkalrnazni 
az erintett teruletre, vagy 
miifogsor ala helyezni 

15 cc oblites maximum 
30 masodperc minden 
3 braban. Ki kell k6pni 

Az erintett teruletre 
(elobb leszaritani) tenni 
2-3 orankent. Nern szabad 
hasznalni ha fertozes van jelen 



Tabla 8 

Nydlkahartya felszin verzes 

XEROSTOMIA (Szajkiszaradas) 
Nyal-helyellesitok 
Szaj-nedvesitok 

Konyhas6t is lehet hasznalni 

Helyi alkalmazasu thrombin oldat 

Microfibrillaris kollagen 

Szintertikus nyfll rfl-spricceles 

Xerolube 

Gez szivaccsal al kalmazni az 
erintett teriiletre es ott 
tartani nyomas alatt 3 percig 
Nern szabad eltavolitani 
alvadekot ami mar alakult. 

Szaraz gezszivaccsal alkalmazni 1 
to1 5 percig 
Ne hasznaljuk nyalkahartya incizio 
zarasi vonalara 

Annyit spriccelni amennyi a 
xerostomia enyhitesere kell 

6blogetni ahogy szukseges a 
xerostomia ellen 

* Fluoride gelek elogyarott talon ajanlatosak 
+ Savanyitott fluoridek ellenjavalltak ha betegnek porcellan miifogia vannak 
DeVita, VT, es tarsai: Cancer. Principles and Practice of Oncology. Philadelphia: Lipincott, 
2ik kiadas, 2dik kotet, 1985: 201 7 122 



V ~ N A S  KAT~TEREK 

Pamela L. Cummings, R.N., B.S.N. 

I. Katkter tipusok itte kintkse, anatomiai helyzet szerint 

A. VenAs katdterek 

1. Rovid lejgratu vinis katkterek 

2. Hosszli lejgratu vengs katiterek 

B . Arteri As katgterek 

C. Intraperitoneglis kateterek 

D . EpidurAlis kateterek 

D[. V6nAs katbterek 

A. Typusok 

1. Revid lejPratu vends katiterek szubkuth alagut n6lkiil 

a. Tulajdonsdgok 

(1) any% 

(2) kis kaliber (rendszerint 15 kaliber bels6 

Atmbr6) gyermekgydgyaszati kaliberf 22 PtrnCrd 



(3) helyhez varrva 

(4) Radio-opaque 

b. Perkudn helyezCs 

(1) perif6riAsan a vena basilicgn At a 

kbny6 khajlgsban 

(2) centrglisan a v6na subclavia vagy jugularison 

keresztiil 

(3) egy$b 

2. HosszulejAratu v6nAs kateterek szubkutan alaguton At 

helyezve. 

a. Tulajdons5gok 

(1) any% 

(2) Atrner6 

(a) legkisebb Iumennal 

(b) legnagyobb lurnennal 



(3) jellegzetesst5gek 

(a) szirnpla lumen 

(b) dupla lumen 

(c) tripla lumen 

(d) pediatric (gyerrnekgy6gybzati) 



(4) Dacron manzse tta 

(a) Iehetdvt teszi hogy a b6ralatti kdt6szbvetbe 

bedgyazzsk 

@) lehetiivt teszi a kattter rdgzit6sdt 

(c) minimurnra csdkkenti a felszA116 fert6zts 

veszilyd t 

b. Hov6 helyezni? 

a (1) nagy vtna 

(a) cephalica 

(b) jugularis interna 

(c) subclavia 

(d) fernoralis 

(2)  a katkter v6ge 6pp a jobb pitvar fdiitt nyugodjek 

(ha a v6na femoralisba helyezik, a kat6ter v6ge nem 

mindig Cr a jobb pitvarba.) 



(3) A kat6ter a bBralatti katdszcivetben egy alagutban lesz 

vezetve egy kijirathoz, rendszerint a 

B. Klinikai javallatok 

1. R6vidlejiiratu vCnPs kateterek 

rdvidlejiiratu tx i kemoteriipia (45-60 

rtjvidlejiratu infuzio hblyaghiizo 

szerekhez 

bentfekvd 6s jiirobeteg kemotedpia 

mellkasfalon. 

egyetlen adag (bolus) kernoter5pia injekcid 

riivid t6ldlds vArBsa 

egy6b 



2. Rosszulejdratu vin& katiterek 

v&levev& 

csontveld dtiiltetis 

IeukGmi6s betegek 

r6vid vagy hosszulejdratu infkio hdlyaghrizd 6s 

nem-hdlyaghrlzb kemoteripihja 

bentfekv6 Q jardbetegek kemoterapiaja 

teljes parenteralis tAplAlAs 

antibioti kus terfipia 

jArulCkos ferntart6 terhpia 



C . Beteg kiCrttke1Cs / kivilasztas kritdriumai 

1. Alacsony prioritdsu betegek v6n5s kat6terre 

ritka sziiks6gessdg v6n;is gy6gyszerel6sre 

revid lejiratu kezelds 

nem hi1 gyakori injekcidk sz6ksbgesek 

nem h6lyaghuz6, nem ingerId gydgyszerek 

nem volt koribban intravCnis ter5pia 

j6 (kbnnyen eltrheta Cs hasznAhat6) vCnik vannak 

a beteg nem akar v6nb kaetert 

egyebek 

2. Magas prioritasu betege k v6n5s kat6terezCsre 

a. korl3tolt megfeIel6 vtnik 

b . gyakori sziiks6g v t n h  adagolhra 

c . hosszulejiratu, kiszamithatlan iddtartarnu kezeltsi 

iddszak 

d. illand6 (folyamatos) infiizids kemoteripia 

e. otthoni kemoteripia-infiizi6 



f. hdlyaghdz6, ingerl6 gydgyszerek 

g . betegnek vCnis trombbzisa, vagy hegesedCse van 

korfibbi kezelCsb61 

h. beteg kivgn vhds katktert 

i. van egyCn aki gondjit viseli a betegnek (sajitmaga 

vagy csal6dtag) 

j. egyebek 

D. A kezel6s elvei. 

1. Bevezetni a rendszert (a katiter helyezese) 

a. aszepti kus techni ka 

b. hossziilej6ratu katCtere ket leszoritani 

2. fenntartani a rendszer 5tjfirhatosigat 

a. iitijblites 

b. pozitiv nyomis 

c . hepariniz4ci6 

3.  kijdrati nyilAs gondozha 

4. cserelni az injekcids kupakot 



2. V6r nem t6r vissza 

a. meg8llapit6s 

b. megel&& 

c . kezel6s beavatkozAs 

3.  ElzArodds 

a. megilllapitas 

b. rnegelbz6s 

c. kezel6s/beavatkoz9s alvadh-ellenes eljirdsokkal 



5. kadter kijijtt a helyCb61 

a. meg8llapitAs 

b. megel6zCs 

c . kezelts (beavatkozAs a kattter eltAvolitiis6val) 



F. Betegnevelks 

a katkter leir5sa 

katkter hasznilat 

katiter behelyezis 

kijirati teriilet gondozisa 

katCter gtiiblitkse 6s heparinizici6 

cserklni injekci6 kupakot 

lehetskges komplikiiciok 

a. elszakadh, eltdpad6s 

b. v6r nem tkr vissza 

c. elzfirodfis 

d. fertGz6s 

e .  kijiin a helykbal a katkter 

f. kat6ter vgndorlis 

g. tromb6zis . 
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GYEAMEK-ONKOLOG~AI S ~ ~ R G ~ S S E G I  ESETEK 

Pamela L. Cummings, R.N., B.S.N. 

I. Typusok 

A. Mechanikus 

B. Anyagcserevel kapcsolatos 

II. Gyermek-on kol6giai surgbssegi esetek 

A. Mellkasi esetek 

1. Vena cava superior syndrbmgja 

2. A superior mediasthais syndroma 

a. Etiolbgia 
b. Pathofizioldg ia 
c. Kiertekeles/Diagn6zis 
d. Kezeles 

B. Pleurais 6s pericardiais iuadmanyok (folyadek) 

1. Definici6 (rneghatarozas) 

2. Kiertekelhs 

3. Kezeles 



C. Szivtam ponad (cardiac tam ponade) 

1 . Definicio (meg hatarozas) 

2. Etiologia es Pathogenezis 

4. Kezeles 

0. Hasi sijrgijssegi esetek 

1. Definicio (meghatarozas) 

a. Nye16cs6 
b. Gyomor 
c. VekonybBI 
d. Vakbelgyulladas 
e. Perirectalis talyog 
f. Epeh6lyaggyulladas es epeljt elzarodas 
g. Hemorhagias pancreatitis 

E. Hrjgy es nemiszervek surg6ssegi esetei 

1 . Definici6 (meg hatarozas) 

2. Pathofizioiogia 

3. Kiertekel6s/Diagn6zis 

a. Hemorrhagiis cystitis 
b. Vizelet-utak elzarodasa 



F. Neuroldgiai sdrgdssegi esetek 

I. Definicid (meghatarozas) 

a. Akut elvaltozasok az ontudatban 
(tudatzawarok) 

b. Cerebrovascularis balesetek (gutaiit8s) 

(1) Etiolbgia 

(2) Pathofizioldgia 

(3) KiBrt4kel8s/Diagn6zis 

(4) Kezeles 

c. Epilepszias rohamok 

(1 ) Etiol6gia 

(2) Pathof iziol6gia 

(3) KiBrtCkeles/Diagn6zis 

(4) Kezeles 



d. GerincvelB osszenyomatasa 

(1) Etiolbgia 

(2) Pathofiziol6gia 

(3) KiertekelBs/Diagn6zis 

(4) Kezeles 

G. Hyperleukocytozis 

H. Anyagcserhel kapcsolatos sijrgBssbgi esetek 

1. Tumor lizis (lysis) syndromhja 

(a) Etiol6gia 

(b) PathofiziolClgia 

(c) Ki&tekelBs/Diagn6zis 

(d) Kezelbs 



2. Hypercalcemia 

(a) Etiologia 

(b) Pathofizioldgia 

(c) KiCrtekeles/Diagndzis 

(d) Kezeles 

3. Az inappropriate (nem megfeleld, vagy jogosult 
vagy megindolkolt) antidiuretikus hormontermeles 
syndromaja (SIADH) 

(a) Etiol6gia 

(b) Pathofiziol6gia 

(c) KiertCkelC/Diagnozis 

(d) Kezeles 



SUGARKEZELES 

Pamela L. Cummings, R.N., B.S.N. 

Besugirzist gyakran haszndlnak gyermekkori rosszindulatu daganatok 

kezelisiben, legtobbszcir kemoteripihal Cs sebdszi elj5dsokkal egybek6tve. 

Haszndlhat6 &vitAsi c6lla1, Cs gyakran tiineti kezelCsre adjik, enyhiteni a 

tiineteket az6ltal hogy a daganat nagys6gAt csiikkentik vele. 

Ujabbkori haladgs sug6rkezelQben optimizglja a gy6gyhatAst 6s minimumra 

szoritja a nem-kiv5natos mell6khatAsok nagy r6szCt. 
.i'" Q 

cytotoxikus legal6bb 3 kirlbmb&6 dton. 

Megserti a pyrimidin bikisokat: cytosint, thymint 6s uracilt 

melyek sziiks6gesek a nucleinsavak szintetiz81isiihoz. 

T6rQeket okoz DNA 6s RNA molekul6iban az egyszerii 

ldncokban 

Dupla ldncokban is tiir6seket okoz ezekben a molekuMkban. 



A hat& mely 1Ctrejon azdtal hogy a sejt anyagcserdje Cs reproduktiv 

funkcidja megsiriil, lehet szubletilis 6s leiAlis. 

LetAlis krir - azt jelenti, Logy a sejt elpusztul 

SzubletAlis kar: a sejtek megsdriilnek, de kdsiibb magukhoz tirhetnek 6s a 

kart kijavithatjik. 

Az akut melldkhatisok nagy rdsze a 1eiAlis hatisok kovetkezmdnye ha a 

szovetek suggrdrzdkenyek, mint pl . csontvelii. pvomorbdltraktus 6s ill. 

sziirtiisz6k. 

Kdsiii mell&hatAsok lehetnek sejthaIii1 kovetkezmhyei, mint pl. 

infertilit&, vagy a szubletAlis kiirosodAs kovetkezmdnyei, mint pl . id5ielBtti 

(gyorsitott) oregedis, rovidebb dlettartam. 

Mellikhatisok 

Akut reakcibk-fiiggnek att61 milyen terulet lea besugLrozva, mennyi volt a 

tot5lis adag, a gyermek kora (minil fiatalabb a gyermek, annil 

sugir6rz6kenyebbek a szervei), a daganat lokalizici6ja. 

Teljes-test-besug5rzds alkalmaziisa hozza maga utAn a legsdlyosabb 

reakcidkat. 

dsszefoglal~sa az akut 6s kts6i hatisoknak radioteriipia ut5n. 



FOALOM KIERTEKELESE ES KEZELESE 

Pamela L. Cummings, R.N., B.S.N. 

I. Fiijdalorn kiirtikelese. 

Ha isrnerjiik hogy reagiilnak a gyermekek fiijdalornra, ez Crt6kes 

adatokat nyujt a kiCrtike1Cshez. 

Alapvet6 feltevisek fijdalom Crzise Cs kifejezeset illet6en igen 

fontosak: 

Fiijdalom szubjektiv, szemCl yes 6s nem le het kdzvetleniil 

kommuni kilni 

Fijdalom dssze van sz6ve olyan Crzelmekkel mint felelem, 

agg6dh, harag, magiinyoss4g, depresszi6, 6s ezek az 

Crzelmek fokozhatjik a fdjdaIom 6rz6sit 6s kifejezCs6t. 

A fiijdalom kifejezese viltozik a korral 

Nem szavakkal kifejezett kommuni kiicio, ktil8ndsen 

viiltoziis a viselkedesben megeI6zi a a fijdalom szavakkal 

va16 kifejez6sit. 



K6t kritkrium minden-korbeli gyerrnekek rnonitorozAsAra: 

* fizioldgiai reakci6: szivveris, v6rnyomh, pulzus 

* viselkeddsbeli reakcib: figyeljiik meg a s i rh jellegbt 6s 

idbtartamiit, szernmozglsokat, testmozglsokat, m e ~ y i  ideig 

tart stirnulusokra reagglni . 

C. Mbg nem besz616 gyermekek - csecsem6k 

1. Kifejezik a f5jdalmat a kevetkezd viselkedese kkel 

a. Megfesziilt testtart& 

b . ingerldkenysgg 

c. nem lehet vigasztalni a szok&os mddszerekkel 

d . fej forgat& 

f. egy testr6sz ddnsBlBse vagy huzogatasa 

g. letargia 

h. tiilreag8lds szok6sos stimulusokra (ingerekre) 

R e a d &  faidalom es- rendszerint fizikai ellen5llAs 



D. b v ~ h o k :  

1. Faleg viselkeddssel fejezik ki a fijdalmat, de m5r szdban is 

megjelijlik a fAjdalom helydt. 

2. Pszichoszomatikus fAjdalom 6s a gyermek kuIturij6hoz 

tartoz6 kifejezbsek megnyilv8nulnak, valamint kezdBdik 

kifejlddni a k6pessCg hogy a fgjdalom kifejezCs6t m6r 

kontroI16lja. 

3.  Mir lehet a gyermeket megkCrni hogy egy skiilgn, 

pl. 1-gig irja le a fgjdalom sdlyoss5gfit. 

E. Iddsebb gyermekek. i..,.: 6 

1. Pontosabban leirj6k a fgjdalmat, de mar tudjgk eltitkolni 

vagy e l ~ l o m i  a fajdalmat szemdlyes nyeresdg cblj8ol. 

(Gondolom, ha el akarnak menni moziba vagy egy 

futballmeccsre JJK) De finomabb viselked6si tiinetek, mint 

pl. elkfnzott arckifejezbs, merev tartha egy testrdsznek, 

vagy szokatlan csendessdg, sz6tlansQ jelzik hogy fgjdalom 

van jelen. 



II. F5jdalomcsillapit6 gybgyszere k. 

A. Nonsteroidal anti-inflammatory drugs (NSAIDS) 

1 .Acetaminophen - 10- 15mglkg PO Q 4h PO: szijon at Q: szor o() 

2.Aspirin (ASA) - 10-15mgIkg PO Q 4h 

3.Ibuprofen (100mg/5ml) 3-8 mg/kg PO Q 4-8h 

> 6 months 

B. Qpioids 

cardiovascularis monitor inhyelvek szerint adva 



3. Codeine 

a.0.5 - 1.2 rng/kg PO Q 4h 

4. Oxycodone (Percodan) 

5.Methadone: 0.1 -0.2 mg/kg PO/IV q6-12h. 

6. Levorphanol tartrate (Levo-Dromoran) : 

7 .Hydromorphone pilaudid) : 0.0 15-0.03 mg/kg 

IV/IM/SC q 3-4h 

C . NyugtatAs gyermekgy6gyiszatban. 

1. Nyugtatdszerek ellenjavallatai: 

a.teli gyomor. (szilird Btelek 8 dra, folyaddkok 

4-6 6ra a iiriilnek.) 

b.lBgzdsi nehdzsdgek 

c . megzavart iintudat 

Nyugtat6kat az intdzeti protocol irinyelvei szerint kell adni. 



2. Benzodiazepine k 

a.javallatok: nyugtat5s7 agg6d&-cs8kkent&, 

eml6kezetveszt6s. Kisebb adagokat kell adni, ha a beteg 

dpifitokat is kap szimulth. 

b .Diazepam (Valium) 

(1)O .2 -0.5mglkgldose PO 

(2)0.05 - 0.2 mglkgldose N 

(3)(intramuscularisan hatAstalan, nagyon fAjda1mas) 

c .Lorazeparn (Ativan) - 0.05 mgfkgldose IMDV 

d.Midazolam (Versed) - max dose 2/mg 

0.035 - 0.2 mgfkgfdose lM/TV 

0.5 mglkg PO, 0.5 - 0.1 mglkg PR 



3.Barbituratok - nyujstat.5~1 6s elalvant okozuah 

Pentobarbital (Nembutal) 2-4 mg/kg/a day PO, PR, 1M 

max a day 120 mg 

4.Narcotic: I. Opioids section II - B okor: szedalht 6s 

analgesiat 

(javallatok: nyugtatas fajdalomcsillapitas) 

5 .Vegyes orvosszigok: 

a.chlorpromazine (thyroxine) 0.5 - 1 .Omg/kgla day lM, 

IV max. a day 50 mg 

b.chlora1 hydrate - 25 - 100 mglkgla day PO, PR, 

rnax a day 2gm 

c. hydroxyzine (vistaril) - 0.5 - 1 mg/kg/a day 1M 

d.promethazine (phenergan) 0.025 - 0.1 mglkgla day 

1MITV 



6. (Gyogyszer kombiniciok) 

a.PO 

(1)meperidine 1.5 mg/kg PO 

(;?)diazepam 0.2 mg/kg PO 

(3)atropine 0.02 mg/kg PO 

(1)rneperidine (demerol) 1.5 mg/kg PO 

(2)thorazine (chlorprornazine) 

2.5-6 mg/kg/24h s Q 4-6h 

(3) benadryl (diphenhydramine) 

5mg/kg 24h + Q 6h 



c.DPT Cocktail: rnax a day: 300 mg/24h 

(lehet ugyanabban a fecskendaben keverni) 

(1)rneperidine (demerol) Zmg/kg 1M 

(2)promethazine (phenergan) 1 mg/kg 1M 

(3)chlorpromazine (thorazine) lmg/kg 1M 



I. SzemkIyzet. 

A. Egy praktizad aki vdgrehajtja az eIj&ist, amihez nyugtatds is 

sziiks6ges. 

B. Egy asszisztens aki ki van kCpezve feltleszt6sre 6s aki tud adni 

szivmegAll5shoz hasznalatos gyy6gyszereket 6s aki ismeri a 

rendelkezisre A16 siirgBss6gi esetekhez vd6 felszerel6st. 

C. Egy asszisztens aki stabilizAlni 6s monitorozni tudja a beteget az 

e l j h h  kiizben. 

IT. Ki6rt6kelCs. 

A. Elj5rh k6zben. 

1. monitorozni v ia i s  jeleket, beledrtve virnyomht, oxigdn 

telitettseget (szaturficio) pulzus oximeter segitsbg6ve1, EKG, 

ha sziiksCgesnek Idtszik 6s fizikai vizsgdlat. 



B. Az eljdriis (procedura) utdn 

1. rnonitorozni, mint fent, biztositmi hogy ldgutak CS keringds 

stabilak, beteg rnagdnd van, tudatos 6s tud beszdlni, beteg 

tud segitstg n t M 1  idni 6s jPrni. 

III. 1ntravBn;is felszerel6s elerhet6 legyen. 

A. Legyenek b t d  terek kiilBmb&6 m6re tben, folyaddk infuzi6s 

felszerel6s 6s intravdnh folyaddkok (Ringer lactate, 

dextrose 5 % vizben, konyhas6val.) 

Stabilis intrav6nas bekbgs aj6nlatos ha a beteg intravinh 

valiumot, versidet 6s Demerolt kap. 

IV. SiirgbssBgi kocsi . 
Biztositani, hogy a siirgbss6gi t61hat6 asztalkocsin teljes felszerel6s 

Iegyen leszivhra, oxigtn, oxig6n juttatd sziszt6ma, 6s ldgutak 

kezeldsere felszerelds (szdjbeli 16&t biztositfsa, rnaszkok, 

laryngoszk6pok, pengtk, endotrachealis csGvek, stylus). 



V. Gydgyszerek. 

Legyen epinephrin, bikarboniit, atropin, lidocain, bre tyllium, glucose, 

naloxone 6s physostigmin elbrhetb. 

Reference: American Academy of Pediatrics Committee on Drugs. 1985: 

76:3 17 
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Hogy le he t rosszindulatu dagnatokkal szembenbzni? 

(Edna LaVonne Ridder R.N., M.A.) 

I. Maligniasnak ("r6knak") hatalmas szem6Iyes 6s kulturglis 

jelent6sdge van. A r6kos beteg sokszor Atinterpretdlja mult Cletkt a 

r6kos tapasztalat vilfigiinA1. (Ez vonatkozik sziilare is aki 

visszaemldkezik gyerekkori riikban szenvedd gyermeke 6let6re) 

A. A szemklyisdg, sztressz 6s 6letstilus befolygsa a malignithok 

okozatiira 

B. Kulturais jelentas6ge a rPknak 

1. HalBl 6s szenvedks mint tabu t6m6k 

2. Felkelti az anyagi katasztr6fa CrzCs6t 

3. Magtival hoz terror 6rz6st 6s az eltirultatiis 6rzCsdt 

4. Nem megfelelb tArsalg6si Grna 



II. Rem6ln.i szembesz5llAst jelent (Hoping is coping) 

A. A szemdlyes mult t6rtdnet szerepe 

B. A szituki6 szerepe 

C. Prediagnosztikus fhis  

D. Diagnosztikus fAzis 

E. Kezelksi fk i s  

F. Javulds f;izisa 

G. Visszaes6s 

H. HalAl 6s meghalh 

1. "Egkszs6ges rneghalh " rnozgalorn . 

2. Hala ilrtelmetlen 

3. Mdozatok a meg6rt6sre 
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cooix  in Health and Illness. Menlo Park, California: Addison - Wesley 

Publishing Company. 

Ellis, J. A. (1991) Coping with adolescent cancer: It's a matter of 

adaptation, Journal of Pediatric Oncolog Nursinp. 8(1) 10-17. 



Daganat kezeles k6s6i hatQai gyermekekben 6s 
%! fl 

serduld korban 

Pamela L. Curnrnings, R.N., B.S.N. 

A. HosszGtavu tuleles gyakorisaga 

0. A gy6gykezeles koltsegeivel kapcsolatos problemak 

C. A kCdi hahok psychosociPis befolyCa a gyermekkori rakos 
betegseg tM6jere 6s csaladjara 

11. Tenyez6k meiyek befoly5soljak a ttble16si aranyszamokat gyermekkori 
rosszindulatu daganatokban 

A. Faj 

B. A daganat tipusa 

C. A tCIIeles arinyszarna dsszehasonlitva a gyermekkori malignit& 
gyakoridgaval a diagnozis idejen 



,... . 
.(:;..:.I , ,(."'. 
:..r:..:..s 
" -... ". . . -.<. I 11. Kesdi hatasok a test kiil6mboz6 szisztern6ira 

A. Kozponti idegrendszer 

1. Kes6 hatasok: 

2. Okok: 

3. Kezeies: 

B. Periferi6s idegrendszer 

1. Kesbi hathsok: 

2. Okok: 

3. Kezelhs: 

C. LMs/HallC 

1. K&i haasok: 

2. Okok: 

3. Kezeies: 

5. Fogak/Nyhirigyek 

1. K t M i  haGsok: 

2. Okok: 

3. KezelQs: 



1. KesZli hatasok: 

2. Okok: 

3. Kezeles: 

1. Kes6i hatasok: 

2. Okok: 

3. KezelCs: 

G. Izomrendszer/Csontrendszer 

1. K4s6i hatasok: 

2. Okok: 

3. Kezeibs: 

1. K&di hathok: 

2. Okok: 

3. Kezelks: 



,v':,::.,. 

,::>,;,:: ,:., '.:..'.:. 
. ..., . I .... ... - I. Kivalaszthi szervek (vesCI ugylevezet6 rendszer) 

1. K M i  hathok: 

2. Okok: 

3. Kezeles: 

J. Belsd elvaiasdLi szervek, ivarszervek mckodese 6s szaporodas 
(reprod u kalas) 

a. KesZli hatasok: 

b. Okok: 

c. Kezel4s: 

2. Herek 

a. Kesiii h a t h k :  

b. Okok: 

c. Kezeles: 



3. Pajzsmirigy 

a. Kes6i hatasok: 

b. Okok: 

c. Kezeles: 

4. Hypothathalamus/hypophysis tengely 

a. Kesdi hatasok: 

b. Okok: 

c. Kezeles: 



Onkogenezis 

I. Masodik rosszindulatu daganat 

a. Masodik malignitast 5-17%-ra becsulik 20 ewe1 az 
eredeti diagndzis utan 

b. 20 szor olyan gyakori mint az altalanos lakossagban 

c. kezelessel kapcsoiatos faktorok (tenyez6k) 

d. beteggel kapcsolatos tenyez6k 

1 . Betegseg es eletbiztositas 

2. Heassag es valC 

3. Alkalmaztatas 

4. Benyomas sajUrnagarol/ 0nbecsul6s/ Testkepzet 

5. Szocialis kovetkemenyek 



Appendix F. 

- .  FELELBSSCG = 
A kladbk az er6flzet6k dltal kl)rblt adalokat, valnmjnl a hlrdoltkk! 
ezerep!tf In(ormbi6kat jelente(IBk meg, azok6rl Ielelbssdgel nein 
vdllalnak . . 

Hos~itals with Pediatric Com~onena  
*Bethesda Children's Hospital 
Budapest 
*Madarisz Children's Hospital 
Budapest 
*National Institute of Neurosurgery . 

Budapest 
*St. L5sz16 Hospital, Pediatric Dept. 
Budapest 
*lst Department of Pediatrics of the Semmelweis University Medical School 
Budapest 
-2nd Department of Pediatrics of the Semmelweis University Medical School 
Budapest 
*Heim Pail Children's Hospital 
Budapest 
*Medical University of Debrecen, Pediatric Dept. 
Debrecen 
*Medical University of Pics, Pediatric Dept. 
Pics 
Center  for Pediatric Health Care 
Miskolc 
*Hospital of the City Council, Pediatric Dept. 
Szombatheiy 



Appendix G .  

POOH PROJECT SUMMARY REPORT: 
Nursing Symposium and Workshop 

(Held at 2nd Pediatric Unit of Semmelweiss Medical School) 
Budapest, Hungary 

K.U.M.C. Participants: 

E. Lavonne Ridder, ARNP, MA/MS, CNS 
Nurse Clinician 

Pamela L. Cummings, RN, BSN 
Nurse Clinician 

Tribhawan S. Vats, MD 
Chief of Pediatric Hematology/Oncology 

Symposium Goal and Format: 

Two nurse clinicians, E. Lavonne Ridder, Pamela L. Cummings, 
and physician, Tribhawan Vats, participated in the nursing 
workshop organized for hungarian nurses from Budapest and 
other centers in Hungary who were involved in the care of 
children with cancer. The workshop format was designed by 
oncologists and nurse clinicians from Semmelweiss in 
collaboration with Dr. Vats and his staff at The University of 
Kansas Medical Center (K.U.M.C.). The goal of this symposium 
was to share information gained by hungarian nurses who had 
obtained training at K.U.M.C. with nurses in other parts of 
Hungary. This symposium also provided a venue for K.U.M.C. 
staff to evaluate the training program which was designed for 
these Hungarian nurses. 

During the workshop, didactic lectures were conducted by 
faculty and nurses from Semelweiss and Dr. Vats and nurse 
clinicians from K.U.M.C. Didactic lectures were followed by 
open discussion among the participants and the faculty. 

In addition, tours were made with the participants to look at 
inpatient unit and outpatient clinics, treatment areas of the 
2nd Pediatric Department, and organized rounds were attended 
by all participants to demonstrate practical aspects of the 
training program. 

111. Workshop Aqenda: 

Following is a listing of workshop presentations and 
presenters : 

Day 1 The Role of the Nurse Clinician in the United States. 
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The Role of the Hungarian Nurse in the Past and Current. 

Goals of Nursing in Hungary 
- presented by Andrea Zifar 
Nutrition of the Pediatric Oncology Patient 
- T. S. Vats 
- Lavonne Ridder 
- Pamela Cummings 
Fever and Neutropenia of the Pediatric Oncology Patient 
- T. S. Vats 
- Lavonne Ridder 
- Pamela Cummings 

Day 2 Central Venous Access Devices & Pain Control 
- Judith Aranyosi 
- Dr. Csaba Szentirmay 
Intubation of the Pediatric Patient 
- Judith Aranyosi 
Sharing of Individual Nursing Experiences 
- Six nurses from various institutions 
Bone Marrow Transplantation 
- Dr. Dezso Schuler 
- Dr. Gergelly Krivan 

Day 3 Psychologic Aspects of Pediatric Oncology Patients 
- Csilla Zsambor, Psychologist 
Pediatric Chemotherapy Administration 
- Dr. Joseph Borsi 

Day 4 Pediatric Oncologic Emergencies 
- Judith Aranyosi 
Experiences of Andrea Zafir in Kansas 
- Andrea Zafir 
Problems of Hungarian Nurses 
- Six nurses from various institutions 

Day 5 Alternative forms of Treatment of Pediatric Oncology 
Patient 
- Tribhawan Vats, M.D. 
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IV In Summary: 

The entire course was repeated in two sessions. 

Attendees were very enthusiastic and fully participated in 
open discussions. 

The total number of nurses attending the first session was 8 
and 7 nurses attended the second session. 

Certificates of completion were awarded to all the nurses 
attending the workshop. 

TSV/cf 

POOH.94/POG Grant 



Pediatric Oncology Outreach to Hungary(P0OH) 
Nursing Section, Budapest, Hungary 

Nurses representative of every hospital in Hungary, with a 
pediatric component, were present for the second of a series of 
nursing training sessions. The workshops are held with the intent to 
increase nursing knowledge of pediatric oncology nursing care and to 
improve nursing follow up of the patients after they leave the primary 
pediatric oncology center. Fourteen nurses from various institutions; 
two nurses from Semmelwies 11, who coordinated the workshop and 
assisted with lecturing; and I attended the session which was from 
February 13 thru February 17, 1995. 

Prior to the session a planning committee felt that the 
development of criteria to assist the nurses in evaluating their nursing 
care should be taught. Nursing standards, especially process standards 
which include nursing protocols, was presented. After the 
presentation, protocols were to be established by the nurses and were 
to define actions for effective management of problems in the care of 
pediatric oncology patients. Also these protocols were to assist the 
nurses in assuring quality and continuity of care of pediatric oncology 
patients. An example of a nursing care protocol for neutropenia was 
presented and translated with the nursing group present. Later, the 
nurses stated that the translation of the protocol in front of them 
greatly assisted them in their learning about protocols. Establishment 
of a protocol for each institution was accomplished by the attendees as 
a part of their certification process. 

Other topics presented include the following: 
Enteral and parenteral nutrition 
Precautions in preparation of and administration of 

chemotherapeutic agents 
Radiation therapy 
Sepsis 
Home nursing care 
Hospice 

Ethical issues related to alternative therapies 



Antiemetic treatment 
Communication issues 
Rehabilitation in relation to care of the amputee 
Pain 
New chemotherapeutic agents 

The nurses were actively involved with all discussions and 
enthusiastically verbalized concerns regarding the topics presented. 
Of special concern was that of alternative therapy which concerned 
nurses because proven care was not always received by the pediatric 
oncology patient. 

The participant evaluations of the workshop showed much 
interest in the topics of new chemotherapeutic agents and in nursing 
standards. The nurses plan to meet during the upcoming POOH 
Symposium in May, 1995 and perhaps further discuss some of the 
topics presented- at this meeting. Another exciting event to take place 
is that of a new Hungarian Pediatric Oncology Nursing Organization 
with the primary purpose of improvement of pediatric oncology 
nursing through continued education and networking. 

Another POOH training session is planned for October in which 
the nurses plan to present topics to each other and continue with the 
formulation of nursing standards. It is very gratifying to be the part 
of a project such as this in which the participants are so motivated. 
Their great desire for the continued education and improvement of 
nursing care is indeed satisfying. The nurses taking part in the project 
have changed from being very dependent upon others to make their 
decisions to increasingly independent, collaborative health care 
providers. Thank you for allowing me to be a part of this great 
project. 

/' Lavonne Ridder, ARNP, MAIMS, CNS 



Pediatr ic  Oncology Outreach to Hungary  (POOH) 
Nursing Section, Budapest,  Hunga ry  

September 25-29, 1995 

The third of a series of nursing training sessions was held for nurses of every 

hospital with a nursing component in Budapest, Hungary at Semmelweiss 

University Medical School. The workshops are held with the intent to increase 

nursing knowledge of pediatric oncology nursing care and to improve 

nursing follow up of the patients after they leave the primary pediatric 

oncology center. Twelve nurses from various institutions; two nurses from 

Semmelweis 11, who coordinated the workshop; and I attended the session 

which was from September 25 thru September 29, 1995. 

It was decided by the planning committe and as a result of the second training 

session that information was needed about documentation, quality assurance, 

and standards. Also, the nurses were having difficulty in using nursing 

diagnoses, a way of assessing for and administering supportive care. The 

director of the local nursing school lectured on nursing standards and 

expressed the importance of documentation. The following day I lectured 

about ways documentation could be done in a timely fashion and the basics of 

quality assurance. 

Other topics presented and discussed were very timely and included the 

following: 

Use of Erythropoietin in Pediatric Oncology 

Pain Relief in Pediatric Oncology 

Role of Leukocyte Filters in Supportive Therapy of Patients with 

Cancer  

Nephrotoxicity of Chemotherapy Agents 

Necessary Testing Prior to Bone Marrow Transplant 

Nutrition Needed for Treatment of Children with Malignant 

Diseases 

Epidemiology of Malignant Diseases 

The Parent Role During Treatment of the Child with Malignant 

Disease 



The Importance of a Parent Support Group 

Experiences of Home. Nursing Care 

A major development occurred during the training session. The Association 

of the Hungarian Pediatric Oncology Nurses was founded. Nurses not 

currently attending this educational session came especially for the founding 

meeting. The primary purpose of the organization is to improve nursing care 

given to the pediatric cancer patient. Professor D. Schuler actively supported 

the organization founding as did supervisory nursing persons in Hungary. I 

was made an honorary member. 

More written information on nursing standards, nursing diagnosis, 

documentation, and quality assurance are to be mailed to Budapest. 

Informational support for the newly found organization will also be given as 

needed.  

Plans are currently being made to present a poster of the nursing component 

of the POOH project at the Academic International Nursing Congress to be held 

September 16-18, 1996 in Kansas City, Missouri. 

A camp for patients with cancer which integrates them with normal children 

is in the forming stages. A visit was made to the campground by Dr. Vats, Dr. 

Schuler, and myself. Information about fund raising for the camp was shared 

with the coordinators. 

Lavonne Ridder, ARNP, CNS 



Pediatric Oncology Outreach to Hungary (POOH) 
Nursing Section, Budapest, Hungary 

March 25-30, 1996 

The fourth of a series of nursing' training sessions was held for nurses of all 
the hospitals which work with children who have cancer. The meeting again 
took place at Semmelweiss University Medical School in Budapest, Hungary. 
The workshop was held with the intent of adding to the knowledge base of the 
nurses, planning for future meetings when the current USAID funding is no 
longer available, and sharing of changes which have been made. Fourteen 
nurses from various institutions; two nurses from Semmelweis 11, who 
coordinated the workwhop; and I attended the session which was from March 
25 thru March 30, 1996. 

The nurses selected all the topics to be presented except for mine, which they 
allowed me to choose after looking at the tentative schedule they had chosen. I 
spoke about nonpharmaceutical methods of pain management. Presenters 
included nurses, a government worker, director of a nurses training center, a 
pharmacist and physicians. Other topics chosen include the following: 

The role of growth factors in the treatment of children with malignant 
disease 

Rational antibiotic therapy and prophylactic antibiotic treatment 

Disturbances of acid-base balance in oncology patients 

Role of energy rich nutrition in oncology 

Side effects of chemotherapy and rescue possiblities 

Brain tumors and treatment 

Roles and ways of preparing chemotherapy agents 

Surgery techniques for osteocoma and Ewing's sarcoma 

Nursing documentation 

Hematologic disturbances in malignancies 

Problems of health insurance in pediatric oncology 

Much discussion centered on documentation and lack of adequate nursing 
staff; problems with the new government third party payment system; and 
problems with the nurses preparing chemotherapy drugs. 

On the last day, a meeting of the Hungarian Pediatric Oncology Nurses met. the 
Legal issues including signing of a charter was completed during the meeting. 



Other recent developments which 
are the nation wide registration 
to begin June 1 and a program 

have occured as a result of the POOH project 
of all nurses in Hungary which is scheduled 
tb train advanced level nurses as practitioners 

in the area of pediatric oncology which is planned to start in about six(6) 
mon ths .  

Two nurses from Semmelweis will come to The University of Kansas to assist in 
presenting a panel discussion about the POOH project at the Second Nursing 
Academic International Congress, International Collaboration in Nursing: 
Working Together to Enhance Health Care which will take place September 16- 
18, 1996. Developments which have taken place as a result of POOH are to be 
shared at this meeting. 

'~avonne Ridder, ARNP, CNS 
Pediatric Hematology/Oncology 
University of Kansas Medical Center 
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HUNGARIAN PHYSICIANS AND MEDICAL SClENTISTS TRAINED AT KUMC: 

Name 

Valeria Klujber, M.D. 

Thomas Fer6ncz, M.D. 

Joseph Borsi, M.D., Ph.D., D.Sc. 

Csilla Csaki, M.D. 

Hedvig Bodinszky, M.D., Ph.D. 

Bela Kocsis, M.D. 

Enikij Apjok, M.D. 

Den& Zharoczky, M.D. 

Felecia Slowik, M.D. 

Krisztina Pad, Ph.D. 

Disci~line 

Immunology, Flow Cytometric Aided Diagnostics 

Pediatric Hematology/Oncology, Treatment Protocols 

Pediatric Hematology/Oncology, Clinical Pharmacology 

Pediatric Hematology/Oncology, Transfbsion Requirements 
of Children with Cancer 

Pediatric Gastroenterology, Nutritional Assessments in 
Children with Cancer 

Radiation Oncology in Pediatrics 

Data Management, POOH Pediatric Tumor Registry 

Neurology, Pediatric Oncology Epidemiology 

Neurological Pathology 

Clinical Pharmacology, High Pressure Liquid 
Chromatography 
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MEDICAL SYMPOSIA AND CONTINUING EDUCATION PROVIDED TO 
HUNGARIAN PARTICIPANTS BY THE POOH PROJECT: 

1. Dr. Eniko Apjok, Data Manager at SDP, attended three annual meetings of the 
International Association of Cancer Registries in 1995,95, and 96, in Canada, Brazil, and 
Scotland. She presented a poster for the POOH Pediatric Tumor Registry at each meeting. 

2. Dr. Felecia Slowik, Neuropathologist at NTNS, attended the XIIth International Congress 
on Neuropathology in Ottawa, Canada in 1994. She presented a case during the meeting entitled, 
"Intrasellar Neuronal Hamartomas Associated with Acromegaly" 

Dr. Slowik also attended the Seventy-First Annual Meeting of the American Association 
of Neuropathologists, in San Antonio, Texas, USA, in 1995. 

3. Dr. B6la Kocsis, Radiation Oncologist at the National Institute of Oncology, attended the 
35th Annual .Meeting of the American Society for Therapeutic Radiology and Oncology in New 
Orleans, Louisiana, USA. 

4. Dr. Joseph Borsi, Chief of Pediatric Oncology, SDP, attended the Sixth International 
Symposium on Pediatric Neuro-Oncology at the University of Texas, MD Anderson Cancer 
Center, Houston, Texas, USA, in 1994. Dr. Borsi presented a short lecture on the treatment of 
Pediatric Brain Tumors in Hungary, using POOH data. 

5.  Dr. Csilla Csaki, Pediatric Oncologist, SDP, attended the Sixth International Symposium 
on Pediatric Neuro-Oncology at the University of Texas, MD Anderson Cancer Center, Houston, 
Texas, USA, in 1994. Dr. Csaki presented a poster on the treatment of Pediatric Brain Tumors in 
Hungary, using POOH data. 

6.  Dr. Krisztina Patd, Pharmacologist, SDP, attended a continuing education training in the 
advanced use of High Pressure Liquid Chromatography in London, England in 1995. 

7. Mrs. Judit Aranyosi, Pediatric Oncology Nurse Clinician, SDP, attended and presented a 
short lecture on Pediatric Oncology Nursing in Hungary at the USAID Annual Partnership in 
Health Care Meeting in Warsaw, Poland in 1993. 

8. Mrs. Judit Aranyosi, Pediatric Oncology Nurse Clinician, SDP, and Ms Krisztina Deak, 
Pediatric Oncology Nurse Clinician, SDP, attended and presented a lecture at the Second Nursing 
Academic International Congress: International Collaboration in Nursing at the University of 
Kansas Medical Center, Kansas City, Kansas, USA, in 1996. Mis. Aranyosi and Ms Deak 
presented a lecture on Pediatric Oncology Nursing in Hungary, and the POOH Project. 
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EARLY HD. 
First line 
Salvage therapy (XRT only) 
Relapse HD 
2nd relapse (ICE) 

ADVANCED HD 

Front line 
Relapse HD (same as for early) 
2nd relapse (ICE) 

B-CELL ALL 

CLASSIFICATION 
SPECIAL STAIN (PAS,Sudan black,NSE,acid phosphatase) 
IMMUNOPHENOTYPING 
CYTOGENETICS 
DNA-INDEX 
SERUM-bank,SLIDE-bank 

LARGE CELL MIL STG 111/1V 

First line 
Induction failure (ICE) 
Recurrent NHL (BMT) 

DIFFUSE STG 111/1V NHL 

Induction (same as B-cell ALL) 
Induction failure (ICE) 
Recurrent NHL (BMT) 



PRE - B ALL ,- 

CLASSIFICATION BM - SPECIAL STAINS ( PAS, SUDAN BLACK 
NSE, ACID PHOSPHATASE) 

-----+ IMMUNOPHENOTYPING - - - - --+ CYTOGENETICS 
-----+ DNA INDEX 
----I+ CELL BANK 
we---.-) SERUM BANK 
----- j SLIDE BANK 

INFANTS (LESS THAN ONE YEAR OF AGE) 

GOOD RISK ALL (SEE APPENDIX I FOR CLASSIFICATION OF RISK GROUP) 

HIGH RISK ALL 

INDUCTION FAILURE 

ISOLATED CNS RELAPSE 

4 

1ST BM RELAPSE 

MULTIPLE BM RELAPSE 



INDUCTION FAILURE PRE B-ALL 

INDUCTION PHASE 

WEEK 1 

MTX t 

WEEK 2 

t 

WEEK 3 EVALUATE 

t MI - go to continuation 
Improved, give wks 4 st 5 
(as week 1 without TIT) 

TIT t t t M3 - off study 
Leucovorin t t t 

MTX 200ma/M2 IV push followed by 800 mg/M2 IV over 24 hrs. 

6-MI? 200ms/M2 over 20 minutes followed by '800 m g / ~ ~  over 8 hrs. 

TIT MTX/HDC/ARA-C age adjusted 

Leucovorin 5mg/M2 IV OR PO q 6 hrs. X 5, 24 hrs. after completion of MTX 



WEEK 

HD ARA-C 
TIT 
VP-26 
I fosfamide  
MESNA 
IDMTX 
6 MP 
Leucovorin 
MTX IM 
6-MP PO 
G-CSF 

G-CSF 
HD Ara-C 
VP-16 
I fosfamide  
MESNA 
IDMTX 
6 MI? 
MTX IM 
6-MP PO 
TIT 
~ e u c o v o r i n  

INDUCTION FAILURE PRE B ALL 

CONTINUATION PHASE (REPEAT 8 WEEK CYCLE X 1 6 )  

24 h r s .  p o s t  chemo 5mg/kg/day SQ 
3 g/M2 IV over 3 h r s .  q 12 hr s .  X 4 doses 
100mg/M2 IV over 1 hr .  x 3 days 
2.8 g/M2 IV over 1 hr.  X 3 days 
400 mg/M2 X 5/days x 3 days 
200 mg/M2 IV push then 800 mg/M2 IV over 2 4  hrs. 
200 m g / ~ ~  IV over 20 min. then 800 m g / ~ ~  over 8 hrs. 
2mg/M2 
50 mg /~ '  X 7 days 
MTX, HDC, ARA-C (age adjusted)  
5 mg/M2 IV o r  PO q 6 h r s .  X 5 24 hrs. a f t e r  MTX 



IFOS--1st relapse for Ependymomas 
Brainstem glimoa 
Children <3  years 

IDARUBICIN--2nd relapse 

1st relapse 

No remission--ABMT--all 

for 

for 

Ependymomas 
Brainstem glimoa 
Children <3 years 

LG Astrocytomas 
optic Pathway 
Supratentorial 
HG Medulloblastoma 

Appendix Jb. 



Week: 1 2 3 4 5 6 

Conventional: XXXXX XXXXX XXXXX XXXXX XXXXX XXXXX 
1 8 0  cGv/dav 

xxxxx xxxxx xxxxx xxxxx xxxxx xxxxx 
117 cGy BID 
t o  7 0 2 0  cGy XXXXX XXXXX XXXXX XXXXX XXXXX XXXXX 

* Cisplatin wi l l  begin prior to the first dose of RT on  day 1 of each cisplatin 
course 
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APPENDIX I11 

RADIOTHERAPY TOXICITY CRITERIA 

0 1 2 3 4 
gc& 
a) Acute None Erythema Dry desquaaatlon b l s t  desquamatlon Severe confluent d, m l s t  des- 

quamatlon; slough 

b) Chronlc None Hyperplqmentatlon Atrophy Subcutaneous f l bros l s U l cerat Ion; necros l s 

Hematopoletlc 
a Hematocr 1 t 236% - >30$-(36% - >24%-(30% - > 18%-<24$ <18$ 
b) WBC , - >4000 3000-3999 2000-2999 1000-1999 <I000 

>100,000 C )  Pla te le t s  - 75,000-99,999 50,000-74,999 25,000-49,999 <25,000 

Alopecla None Mlnlmal h a l r  I w s  Moderate, patchy Complete-probably Essentlally cmplete- 

loss revers ib le  l r revers l  ble 
Pu l monary 
a )  Acute None increased cough, mlnlpal  

dyspnea; suggestive r r a y  
f lnd lngs  wl thout  symptoms 

b) Chronlc None Llnear streaks on x-ray 

C )  Physlologlcal None Pulmonary fund lon,  any 

parameter <75$ o f  Pre-Rx 

Low grade fever, cough, 
noderate dyspnea, r r a y  
f lndlngs 

Wlld opacl f lcat lon,  

some lung seen 

Pulmonary symptoms, Rx 
needed; no ven t l l a to ry  
assistance ' 

Fever, severe a g h ,  Haspltal lzatlon 
marked dyspnea on 
exert  Ion 

Moderate opaclf lcatlon, Complete opaclf lcatlon- 

sane lung appreclate I n  Nonfundlonal segment 
pat tern 
Pu lmnary  symptoms; Rx Ass lsted vent l l a t  Ion needed 

needed; occas lona I cut- frequently 
pa t len t  v e n t f l a t q  hospltal lzat Ion needed f o r  

asslstance wl th  axygen support d, treatment 

Card lac 
a )  Myocardial None EKG changes, s l  nus Arrhythmias except ven- M l l d  congestive heart 

tachycardla <I10 a t  r e s t  t r l c u l a r  tachycardla fa1 l u re  
wlth/wlthout EKG 

changes 

b) Per lcard la l  None Asymptomatic per lcard la l  Pe r l ca rd l t l s  or p e r l c a r  Pe r l ca rd l t l s  or perlcar- 
e f fus lon  (x-ray or u l t ra -  d l a l  e f fus lon  w l th  symp d l a l  e f fus lon  w l th  tarr 
sound dlagnosls) t o m  suggestlng ponade requ l r lng  tap 

res t r lc lon- ln tervent lon  

Severe congestlve heart 

f a l l u re  
Arrhythmia requlr lng pace- 
maker, ventricular tachy- 

cardla 
Const r ld lve  per lcard l t l s  o r  
per lcard l t l s  wlth r e s t r l c t l v e  

dlsease requlrlng surglcal 

1 ntervent Ion 
not  necessary 

Hepat l c SGPT-normal 1.1 - 2 x n o r m a l  2.1 - 5 x normal 5.1 - 10 x n w m l  10 x normal 
SGOT-normal No ascl tes Translent ascl tes Perslstent  A s c l t e r  

B l l  l r ub ln -  lmpendlng l l v e r  f a l l u r e  
normal r e q u l r l  ng perltonaal . 

A lkal  l ne  needle tap 
Phos-norm I 
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FUDIOMERAPI TOXlClM CRITERIA 

0 1 2 3 4 
Gastrolntestlnal 
a) Oral 

A. Acute Normal Falnt erythema Patchy rnucosltls, brisk Confluent flbrlnws,muccr Mucosal necrosis; 
erythema sltls, ulceration, paln hemrhage 

B. Chronic Hlld telangectasla Thln deplgmented mucosa Superflclal ulceration Nonheallng ulcer or flstu'la 
b) Bovel 

A. Acute 
I. Small None Hlld-no treatment Werate-Rx re1 leves Moderate-Rx does mot Severerequires parenteral 

&el* re1 leve dlcatlons and/or hcspltal- 
lzatlon 

II. Colon None Semlsol Id stool; antl- Watery movements <4/day. Water movements >4/day. Hmrhaglc dlarrhea w needs 
spasmodic rnedlcatlon No hydrat Ion responsive Unresponsive to antl- hydration 

to antldlwrheals dlarrheals 
I I I. S t m c h  None Sl lght nausea, no Nausea, occas l ona 1 Nausea, vault l ng Severe nausea cont l nuous 

vanltlng vomltlng 1-3/day vwltlng 
IV. Esophagus None Odynophagla, dysphagla, Odynophagla, dysphagla, Wynophagla, dysphagla Odynophagla, dysphagla, 10s 

no treatment requlred antaclds a- vlscous lastlng longer than 14 loss of b d y  welght, d e h y d r ~  
xylocalne needed days after rad. In splte tlon hospltallzatlon requlred 

of symptomat lc treatme 
0. Chronlc 2-3 swnlsol Id Occasional crampy paln Persistent abdmlnal Bowel obstruct Ion; 

stool s/day Vor  la1 Id tenesmus cramps malabswptlon, fistulae, organ stricture w 
severe tenesrrms ulceration 

Genltourlnary 
a) Bladder None Dysurla-no treatment Dysurla-requlrlng Rx &/ Gross hematurla Hematurla wlth drop In 

or alcroscoplc hecnaturla hgb. or 2 gm 5. 
b) Kldney BUN 220 BUN 21-40 41-60 60-100 lrreverslble renal fallure 

Creatlnlne 1.5-2.0 2.1-4 .O >4 .O (complete shutdown) 

<1.5 - 
Creat 1 n 1 ne 76-94s 51-751 <50$ 
Clear >95$ 

CNS - 
a) Acute None Mlld anxiety, drwslness Excessive anxlety or Severe pares l s; conf u- Sulcldal behavlor 

or headache nervousness, somno- slon; seizures; 2+ C m  

lence; I+ papIlledema, paplllederna, severe 
mlld pareals or sensory headache 
loss, moderate headache 

Hlld parestheslas, tran- Severe parestheslas, Dlsabl lng sensory loss, Para1 ysls; muscular 
sltory-Lhernlttefs, ds- mlld muscular weakness, severe peripheral nerve conf lnlng patlerrt to bed or 
creased deep tendon r e  treenor, absent deep paln, severe muscular wheelchair; bowel & bladder 
f l exes tendon ref 1 exes weakness, bladder d y e  Incontinence; coma 

b) Chronlc None 

function, bowel dysfunction 
General Welght Stable w Loss ~ 5 %  of lnltlal Loss 5.1-105 of lnltlal Loss 11-20s of lnltlal Loss >20$ of lnltlal 

,--- gal n welght weight -. welqht welqht ,:-'5, . _ - . .- . . 



REGIMEN A (Control): 
Wk: 1 5 9 12 13 1 7 2 1  24 2 5 2 9 3 3  36 3 7 4 1  45 48 4 9 5 3 5 7  60 61 6 5 6 9  73 

s* :/ A A 2 B  E A A 2 0  E A A 2 B  E A  A 2 B  E A  A Z B  E A  A 2 B  E + X R T ~  
v v v v Y v 

U N A A A A A A--CR + Fo l  1 ow 
R L* L* L* L* L* L--PD + 

c, + :\ (XRT+)  
E M 
R I REGIMEN B (Test) 
Y z 

E Wk: 1 4 7 10 12 13 16 19 22 24 25 28 31 34 36 37 40 43 46 48 49 52 55 58 60 61 64 67 70 74 

X X Y  X E X Y  X X E Y  X X Y E X X Y  X E X Y  X X E Y  X X Y E ~ X R T ~  
v V V v v v 
A A A A A A 
L* L* L* L* L* L 

CR + F o l l o w  - . 
PD -+ 

(XRT+)  
REGIMEN A: 

Cycle A Cycle A2 Cycle B 

Day 1: Vcr 0.065 rnglkg Day 1: Vcr 0.065 mglkg Day 1: CDDP 4.0 mg l kg  
Cyc 65 rng/kg Cyc 65 mglkg 
Mesna 13 mg lkg  h r s  0, 3, 6, 9, 12 Mesna 13 mglkg h r s  0, 3, 6, 9 12 Days 3 & 4: VP-16 6.5 mglkg 

Days 8, 15, 22: Vcr  0.065 mglkg Day 8: Vcr 0.065 mglkg 

REGIMEN B: 

Cycle X Cycle Y 

Day 1: Vcr 0.065 mg/kg Day 1: CDDP 5.0 mglkg 
Cyc 65 mg/Kg 
Mesna 13 mg l kg  h r s  0, 3, 6, 9, 12 Days 3 S 4: VP-16 7.5 mgfkg 

Day 2: Cyc 65 rng/kg Days 5-14: G-CSF 1 0  pg lkg ldose  SQ o r  I V  
Mesna 13 mg lkg  h r s  0, 3, 6, 9, 12 

Days 8 & 15: Vcr 0.065 mglkg 
Days 3-15: G-CSF 10 pg/kg/dose, SQ o r  I V  

* PD + XRT 
t ' XRT volume and dose t o  be determined bv aae and h i s t o l o a v  
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r&N$ T u m o r 5  < 3  

R A D I A T I O N  THERAPY DOSE G U I D E L I N E S  

A: Neuraxis negative: 

~ehulloblastoma, cerebellar <18mos 2 7 G y i n 1 8 f x  14.4 Gy in 8 fx 41.4 Gy 
anaplastic astrocytoma or glio- + 7.2 Gy in 4 fx 48.6 Gy 
blastoma multiforme; malignant 
germ cell tumor; pineoblastoma; 18-30 mos 30 Gy in 20 fx 14.4 Gy in 8 fx 44.4 Gy 
ependymoblastoma; poorly-differen- + 7.2 Gy in 4 fx +51.6 Gy 
tiated embryonal tumor; choroid 
plexus carcinoma, intracranial >30 mos 34.5 Gy in 23 fx 12.6 Gy in 7 fx 47.1 Gy 
sarcoma + 7.2 Gy in 4 fx - 54 .3  Gy 

B: Neuraxis negative: 

Ependymoma; supratentorial (18 mos 
anaplastic astrocytoma or 
glioblastoma multiforme; brain 
stem glioma 18-30 mos 

>30 mos 

C: Neuraxis involvement at dx or subsequently: 

Tumor of any histology (18 mos 30 Gy in 20 fx 10.8 Gy in 6 fx 040.8 Gy 15 Gy in 10 f 
+ 7.2 Gy in 4 fx -48.0 Gy 

18-30 mos 33 Gy in 22 fx 10.8 Gy in 6 fx 43.8 Cy 10.5 Gy in 7 f 
+7.2 Cy in 4 fx +51 .O Gy 

>30 mos 39 ,-.... Gy in 26 fx 9.0 Gy in 5 fx 48.0 Gy 9.0 Cy in 6 f 
+ 7.2 Gy in 4 fx -+55.2 Gy 



Week: 1 5 9 
Day: , 1 2 3 '1 1 2 3 4  1 2 3 4  

R 
A + T r e a t m e n t  A DDP + -+ + DDP + + '  + DDP + + + ----Off Study + POG a91 36* 

0 + T r e a t m e n t  B VP + + + VP + + + VP + + + ----Off Study + POG 891 36% 
M f f f f  f f f f  f f f f  f t t f  f f t f  f f f f  f f t t  f t f t  f f f f  

I 
z 
E 

T r e a t m e n t  A :  
2 DDP = Cisplatin 40 mg/M /24 hrs continuous infusion x 72 hrs 

I = BCNU 10 mg/~2 IV over 15 minutes q 6 hrs 
Cisplatin infusion will be interrupted during administration of BCNU 

T r e a t m e n t  B:  
2 VP = VP-16 200 mg/M /24 hrs continuous infusion x 72 hrs 

+ = Cyclophosphamide 150 rng/~* IV over 30 minutes q 6 hrs 
VP infusion will be interrupted during administration of cyclophosphamide 

After completion of therapy, patients will go off study and will register on POG /I9136 for treatment with 
hyperfractionated irradiation. Patients who develop PD at any time will go off study and immediately 
register on POG II9136. 



Schema o f  ~ r e a t m z n t  and  Dose E s c a l a t i o n  

I-, Group A: Dose L e v e l  1  Dose Leve l  2 

P r i m a r y  = 55 .20  Gy i n  46 f x ,  b . i . d .  55.20 Gy i n  46 f x ,  b . i . d .  
P r i m a r y  B o o s t  = 1 4 . 4 0  Gy i n  1 2  f x ,  b . i . d .  - -21.60 Gy i n  1 8  f x ,  b . i . d .  

I T o t a l  Dose = 69.60 Gy i n  5 8  f x ,  b . i . d .  - -+76.80 Gy i n  64 f x ,  b . i . d .  

End 0'; T h e r a p y  4 4 - 4  wks--- 1 
I+ Group 8: Dose L e v e l  I t  Dose Level  2  

P r i m a r y  = 43.20 Gy i n  36 f x ,  b . i . d .  43.20 Gy i n  36 f x ,  b . i . d .  
P r i m a r y  B o o s t  = 24 .00  Gy i n  2 0  f x ,  b . i  .d.  - -+31.20 Gy i n  26 f x ,  b . i . d .  

T o t a l  Dose = 6 6 . 0  Gy i n  60 f x ,  b . i . d .  - -+74.40 Gy i n  62 f x ,  b . i . d .  

t P t s .  w i t h  +CSF: Dose t o  p r i m a r y  volume = 50.40 Gy i n  42 f x ,  b . i . d .  
Dose t o  p r i m a r y  b o o s t  = 1 6 , 8 0  Gy i n  14 f x ,  b . i . d .  

T o t a l  d o s e  = 67 .20  Gy i n  56 f x ,  b . i .d .  

P t s .  w i t h  +MRI/myelogram: T o t a l  d o s e  t o  s p i n a l  b o o s t  f i e l d  = 57.60 Gy i n  48 f x ,  b . i . d  

Group A :  P a t i e n t s  w i t h  l o c a l i z e d  g l i a l  t u m o r s  
Group B: P a t i e n t s  w i t h  PDTS o r  w i t h  g l i a l  tumors and  n e u r a x i s  s p r e a d .  

* P a t i e n t s  w i t h  u n a c c e p t a b l e  t o x i c i t y  or PD on #9135 w i l l  b e  o f f  s t u d y  and  w i l l  r e g i s t e r  immediately on a9136 



FIELD M A R G I N  SUMMARY 

I n t r a c r a n  i a l  I n f e r i o r  

RT Dose (GY) Targe t  Volume C e r v i c a P  Margin 

No Tumor below Foramen Magnum: 

0 - 46.8 P o s t e r i o r  f o s s a  C3-C4 i n t e r s p a c e  

46.8 - 58.8 P o s t e r i o r  f o s s a  C1 -C2 i n t e r s p a c e  

Pre-op tumor 
+ 2 cm 

C1 -C2 i n t e r s p a c e  

Tumor below Foramen Magnum P r e - o p e r a t i v e l y  (no p o s t o p e r a t i v e  s p i n a l  tumor 1: 

0 - 46.8 P o s t e r i o r  f o s s a  2 v e r t e b r a l  bod ies  
below pre-op tumor 
margin 

P o s t e r i o r  f o s s a  1  v e r t e b r a l  body 
below pre-op tumor 
margin 

Pre-op tumor 
+ 2 cm 

C1 -C2 i n t e r s p a c e  

Tumor Below Foramen Magnum ( w i t h  - r e s i d u a l  p o s t o p e r a t i v e  s p i n a l  tumor*):  

0 - 46.8 P o s t e r i o r  f o s s a  2 v e r t e b r a l  bod ies  
below r e s i d u a l  tumor 
margin 

P o s t e r  i o r  f o s s a  1  v e r t e b r a l  body 
below r e s i d u a l  tumor 
margin 

Pre-op tumor 
+ 2 cm 

1 cm. below r e s i d u a l  
tumor margin 

*Residual  tumor d e f i n e d  by o p e r a t i v e  r e p o r t  and p o s t - o p e r a t i v e  neuroimaging 

6.324 RT Dose D e f i n i t i o n  

6.3241 Absorbed dose  w i l l  be d e s c r i b e d  i n  Gray (Gy) t o  wa te r .  

6.3242 The p r e s c r i p t i o n  p o i n t  is on t h e  c e n t r a l  a x e s  o f  t h e  opposing 
beams, midway between t h e  two l a t e r a l  e n t r a n c e  p o i n t s  of t h e  
l a r g e s t  f i e l d s ,  i f  more than one  c o n f i g u r a t i o n  is used.  

6.33 Time-Dose C o n s i d e r a t i o n s  

6.331 Treatment  s h a l l  be g iven twice d a i l y ,  w i t h  a minimum i n t e r v a l  o f  6 
h o u r s  between t h e  two f r a c t i o n s .  The a c t u a l  i n t e r v a l  s h a l l  be 
r e c o r d e d  i n  t h e  t r e a t m e n t  r e c o r d s .  

6.332 The t o t a l  dose  is  approximate ly  3 3 9  g r e a t e r  than t h a t  cons ide red  a 
s t a n d a r d  dose  i n  d a i l y  f r a c t i o n  f o r  t h i s  d i sGase .  

6.333 A l l  f i e l d s  should  be t r e a t e d  twice  e a c h  day ,  5 days  per  week. There 
w i l l  be  no planned r e s t s .  Any unplanned i n t e r r u p t i o n s  should  be 
d i s c u s s e d  wi th  t h e  Rad ia t ion  Oncology C o o r d i n a t o r ,  Dr. Walter  
Cur ran ,  (21  5 )  728-3692. 



6.334. The t o t a l  dose t o  the p re sc r ip t ion  p o i n t ,  the f r a c t i o n  s i z e ,  and the 
o v e r a l l  t reatment  time s h a l l  be a s  follows:" 

Tota l  XRT Dose 
t o  Pre-Op Tumor 
Volume + 2 om Frac t ion  S ize  of  F rac t ions  Overal l  Time 

69.6 Gy 1.2 Gy 58 6 weeks 

6.34 Dose Homogeneity and Off-Axis Reference Po in t s  

6.34 1 Uniformity Requirements 
. . 

An a t tempt  should be made t o  minimize t h e  v a r i a t i o n  of r a d i a t i o n  
dose wi th in  the  s t a t e d  RT t a r g e t  volumes. The maximum v a r i a t i o n  i n  
dose s h a l l  be no more than +/- 5% o f  t h e ' i s o c e n t r i c  p re sc r ip t ion  
po in t .  II" por t ions  of the c e r v i c a l  sp ine  a r e  rece iv ing  >5$ of  the 
prescr ibed  dose, an  adjustment i n  t he  i n f e r i o r  f i e l d  margin should 
be m d e  a t  the appropr ia te  t o t a l  RT dose so  t h a t  the spec i f ied  t o t a l  
RT dose fo r  t h a t  por t ion  of the  c e r v i c a l  sp ine  is not exceeded. 

6.342 In o rde r  to  ensure dose homogeneity, t he  doses a t  the re ference  
p o i n t s ,  defined along the  c e n t r a l  a x i s  of the  opposed beams a t  the  
C1 and C 3 ,  should be ca l cu la t ed  and recorded. 

6.35 Treatment Technique 

6.351 Treatment F i e lds  

The pos t e r io r  fossa/upper c e r v i c a l  sp ine  should be t r ea t ed  by an  
arrangement of two opposing l a t e r a l  f i e l d s .  

6.352 P a t i e n t  ~ o s i  t ion 

P a t i e n t s  can be in e i t h e r  a  supine o r  prone pos i t i on  for  t r e a t -  
ment. Immobilization devices  such a s  head molds a r e  encouraged. I t  
is c r i t i c a l  t h a t  p a t i e n t s  be immobilized in  t he  same pos i t i on  f o r  
each t reatment .  Anes thes  i a  may be requi red .  

6.353 Required F ie ld  Shaping 

Customized lead  a l l o y  blocks should be used when necessary f o r  
de f in ing  the i n i t i a l  f i e l d  margins a s  we l l  a s  fo r  the conedown 
por t ion  of treatment a f t e r  46.8 and 58.8 Cy. 

6.36 Dose Ca lcu la t ion  
Isodose d i s t r i b u t i o n s  and ca l cu la t ions  should be obtained using a 
p a t i e n t  contour and anatomical information from an M R I  and/or CT scan. 

6.37 Q u a l i t y  Assurance Documentation 

6.371 The following radiotheeapy da t a  s h a l l  b e  submitted within th ree  days 
. . .  a f t e r  the onse t  of treatment:  

, - Copies of CT o r  
of  the l e s i o n s ,  
determining the  

M R I  scans  showing the  o r i g i n a l  complete ex ten t  
and o the r  r e l evan t  d i agnos t i c  mater ia l s  used in 
boost volume. 



3.5 Study Schema (see Sections 9.1-9.15 for surgical definitions) 
,> 

Newly Diagno~ed Astrocytoma 

Maximal ~ u r g i  ca1 Resection 

I 
Radical Resection 

I I 
Incomplete Resection* Incomplete Resection* 

Less than 22 years of Neurologically Stable (5 yrs of age or refuse 
age (>95% resection Age 5-21 inclusive randomization or assigned 
and less than 1.5 cc at time of initial therapy or neurologically 

Care Care 

* 21.5 cc residual tumor or 595% tumor resected. 



10.0 RADIATION THERAPY GUIDELINES [- 
Radiotherapy will be started as soon as the surgical wound has healed and the 
patient's condition permits. It must be started within 28 days following entry 
on study. 

Much of the concern surrounding radiatibn of the brain in children is re1 ated to 
the observed long-term effects on intellectual development, behavior and 
endocrine function. The low-grade astrocytomas, however, appear to be ci rcum- 
scribed lesions without significant infiltration into the surrounding brain. 
That being the case, the current study will use strictly limited treatment 
volumes to minimize irradiation of normal tissue. 

10.1 Treatment Spec1 f 1 cat1 ons 
The original tumor volume will be identified by preoperative CT or MRI. Where 
initially contrast enhancement of the tumor was present, treatment planning will 
be based on the preoperative scan. In the absence of tumor contrast enhancement, 
the original area of the abnormal MRI signal or hypodensity on CT will be 
accepted as the tumor volume. Areas interpreted as edema will not be included 
as tumor volume. 

Tumor volume to be irradiated shall be the volume of enhancement on contrast CT 
or MRI plus a 2 cm margin. 

Treatment technique will be planned to encompass the necessary treatment volume 
by whatever technique is necessary to minimize irradiation of normal brain, e .g., 
wedged pairs, nu1 t i pl e fields . (. 

Treatment must be given on a 1 inear accelerator of minimum SAD 80 cm. 

10.11 Dose Reference Points 
Para1 1 el opposed equally weighted beams: midpl ane dose on central axis. 

Other techniques: The treatment volume will be encompassed by the 95% isodose 
volume, Variations within the volume should not exceed 5%. 

10.12 Dose 
5400 cGy (spinal cord - 5040 cGy) . 
Daily fraction size: 180 cGy. 
All fields to be treated daily (5 days per week). 

10.13 Tissue Comoensatlo~ 
Compensators may be used as necessary. 

10.14 Protection of Sensitive Structures 
Whenever possible, an attempt should be made to ensure that the pituitary and the 
middle ear are excluded from the treatment volume. 

10.15 &mnobillzatio~ 
Immobilization by cast is recommended. 



APPENDIX 11 
TREATMENT SCHEMA 

High Dose Helphalan and Cyclophosphamide w i th  Autologous Bone Harrow (ABH) Rescue fo r  Recurrent/Progressive Malignant Brain Tunors i n  Chi ldren 

(Ilp to )  P rewra t ion  Other Meds Procedures - Labs 

-12 B o r e  marrow harvest 

Cyclophosphamide 

(dose t o  be 

determined) 

Hydration 2400- 

3000 cc/u2/D 

Lytes, O m  

x 5 doses 

Al lopurinal 

150 mg/n2 

HESNA 360 mg/HZ 

x 5 doses 

A l l o p l r i n o l  

150 mg/M2 

Cyclophosphamide 

(dose t o  be 

determined) 

Hydration 2400- 

3000 cc/M2/D 

Lytes, Osm 

Cyclophosphamide 

(dose t o  be 

determined) 

Hydration 2400- 

3000 cc/H2/0 

Lytes, O m  

Lytes, Osmo HESNA 360 mg/H2 

x 5 doses 

Al lopurinol 

150 m/M2 

Cyclophosphamide 

. (dose t o  be 

determined) 

Stop MESNA Withhold i n t r a -  

l ip ids, A.A. from 

TPN 

Melphalan 60 w/M2/D Hydration 2400 cc/ 

M2/0 

Lytes 

Melphalan 60 m/M2/0 

Helphalan 60 mg/M2/D 

Rest 

Bone marrow infusion 

Lytes 

Lytes Begin Fluconazole 
I .  , . 

Begin Fluconazole IV IGG 
Resume TPN 



WK: 0 

DAY : 1 5 

I f 

I = Idarubicin 18 m g / ~ 2  over 4 hours on day 1 
t = G-CSF 5 ,ug/kg SQ daily, beginning on day 5 and continuinq until 

count recovery (Sec 6.2) 

Evaluation after completion of every 2 cycles. Patients may continue 
on therapy as long as they continue to demonstrate at least stable 
disease, for a total of 6 cycles. 

* Further therapy may be given at investigatorfs discretion, with 
attention to potential cardiac toxicity; imaging studies must be 
repeated after every 2 additional cycles. Patients will have a final 
evaluation after therapy. 



Q O Q  T L J & - w k d e  

Appendix A. Treatment Schema 

Schema 
01 

Day 
0 2  4 7 14 21 23 25 28 35 4244 46 49 56 636567 70 77 84 

Prestudy evaluation (see section 5.4) 

Ifosfamide. 3gmlm21day every other day x 3 doses 

MRllCT and neurologic evaluation 

Weekly CBC 

See section 5.4 for required studies on therapy 

Repeat cycles every 21 days i f  patient continues to demonstrate at 
least stable disease 

-- 



TRT 1 : P r e - I r r a d i a t i o n  Chemotherapy 

Week: 1 4 7 
D a y s : 1 3 4  1 3 4  1 3 4  

TRT 2: 

R a d i a t i o n  Therapy 43 wks+ Post-XRT Chemotherapy 

10  20 24 28 32 36 40 44 48 
1 Days: 1 2 

P o s t e r i o r  f o s s a  + b o o s t  (6Yz wks**) -- V Repeat q 4 wks x 7 
C C 

Whole b r a i n  ( 4X-5 'wks* 1 

Spine (4%-5 uks*) 

* MO-MI d i s e a s e :  3520 cGy i n  22 f x  
M2-M2 d i s e a s e :  4000 cCy i n  25 f x  

** MO-MI d i s e a s e :  p o s t e r i o r -  f o s s a  b o o s t  = 180 cGy i n  10 f x  
M -M d i s e a s e :  p o s t e r i o r  f o s s a  b o o s t  = 180 cCy i n  8 f x  

2 3 

XRT as i n  T r t  1 + 3 uks  -, Post-XHT Chemotherapy 

Weeks: 1 2 3 4 5 6 7 11 14 17 20 24 28 32 36 40 44 48 
D a y s : 1 3 4  1 3 4  1 3 4  Days: 1 2 

V Repeat V/C 
C C q 4 weeks x 7 

P = C i s p l a t i n  9 0  m / M ~  I V  ? E = VP-16 150 mg/M I V  
V = ~ i n c r i s t i n e  2 m g / ~ '  IV (rnax 2rng d o s e )  
C = Cyclophosphamide 1000 rng/kI2 I V  

w i t h  Mesna 360 m g / ~ ~  I V  push 1 5  mins 
p r i o r  to  and 3 and 6 hour s  f o l l o w i n g  
cyclophosphamide 

Rev. 9 /91  



P a t i e n t s  (5  Yrs I 

X R T  a n d / o r  s u r g e r y  

PD + O f f  s t u d y  
/ - CBDCA* q 4 wks / 

x 18 mos 
\ 

* C a r b o p l a t i n  560 m g / ~ 2  I V  o v e r  o n e  h o u r  

C o u r s e s  w i l l  c o n t i n u e  a t  4-week i n t e r v a l s  f o r  18 m o n t h s ,  o r  u n t i l  t h e r e  is e v i d e n c e  
o f  p r o g r e s s i v e  d i s e a s e .  P a t i e n t s  d e v e l o p i n g  p r o g r e s s i v e  d i s e a s e  d u r i n g  c h e m o t h e r a p y  
o r  s u b s e q u e n t l y  w i l l  b e  t r e a t e d  o n  POG 88935 w i t h  r a d i a t i o n  t h e r a p y  o r  s u r g e r y  - + 

r a d i a t i o n  t h e r a p y .  



The time-dose p re sc r ip t ion  s h a l l  be age dependent: 

Age Fract ion Size Total  Dose T o t a l  #'.fx Overal l  time 

(36 mos 160 cGy 4640 cCy 2 9 6 weeks 
>36 mos - 180 cGy 5040 cGy 28 6 weeks 

Uniformity Requirement: The minimum dose with the treatment volume 
may not be l e s s  than 4500 cCy f o r  c h i l d r e n  (36 months. In o the r  
cases ,  t h e  maximum v a r i a t i o n  i n  dose s h a l l  Fe within +/-  5% of the 
p r e s c r i p t i o n  point a s  def ined i n  Sec t ion  5.2421 o r  5.2422. The use 
of wedges o r  compensators a r e  encouraged t o  minimize.the va r i a t i on  
of r a d i a t i o n  dose within the t reatment  volume. 

5.25 Time-Dose Considerat ions 

5.251 The t rea tment  s h a l l  be given once d a i l y ,  f i v e  days a  week. 

5.252 A l l  f i e l d s  w i l l  be t r ea t ed  each day. 

5.253 I f  unscheduled delays of one week o r  more occur ,  the t r e a t i n g  
physician s h a l l  contac t  Dr. Gemer before  completion of radiotherapy. 

5.254 No TDF time-dose co r r ec t ions  a r e  t o  be made. 

5.26 Normal Tissue  Sparing 

5.261 Every e f f o r t  s h a l l  be made t o  exclude the  audi tory  apparatus from 
the t reatment  volume whenever possible .  

5.262 I t  is suggested t h a t  in  e s s e n t i a l l y  a l l  c a s e s ,  the a n t e r i o r  globe 
and l e n s  may be excluded from the t rea tment  volume. 

5.27 Q u a l i t y  Assurance and Documentation 

Data f o r  radiotherapy review must be submit ted t o  QARC, a t  the address 
l i s t e d  in  Sec. 5.273, according t o  the schedule out l ined  below. 

5.271 On-Therapy Review 

The items spec i f i ed  below should be submitted within 3 days of the 
onse t  of rad io  therapy: 

- Copies of l o c a l i z i n g  f i l m s  (Note: If po laro id  o r  o ther  photographic 
process is used fo r  t h e  dupl ica t ion  of l o c a l i z i n g  f i l m s  and 
v e r i f i c a t i o n  f i lms ,  i t  is important t h a t  these images a r e  of 
s u f f i c i e n t l y  good qua l i t y  f o r  review. I t  is recommended t h a t  
photographs of these f i l m s  be taken a t  a  d i s t ance  c lose  enough t o  
allow the  p o r t a l  o r  v e r i f i c a t i o n  f i l m  t o  f i l l  u p  the e n t i r e  polaroid 
p r i n t .  

- Copies of v e r i f i c a t i o n  f i lms.  

.- Polaroid p i c tu re s  of the p a t i e n t  i n  the t reatment  pos i t ion  with the 
f i e l d s  appropr ia te ly  marked. 

- Radiotherapy Daily Dose Calculat ion Check ( R T - 1 ) .  



*Accessories to upgrade an existing High Pressure Liquid Chromatography Unit 

*Photographic Microscope 

*Five Microcomputers 

*Two Facsimile Machines 

*Laboratory and Technical Soha re  

*Pediatric Gastroscope 

*Gastroscope Light 

*Electroencephalography Headstage Unit 

*Whole Blood Alarm Refigerator 

*Monoclonal Antibodies 

*Laboratory glassware and utensils 

*Electrosurgical Generator 

*Hematologic Analyzer 

EOUIPMENT PURCHASED WITH KUMC DONATION TO POOH PROJECT: 

*Ford Ambulance 

*Sonography Machine 

*Accessories to Upgrade and Existing High Pressure Liquid Chromatography Unit 

*Eight Pediatric Intensive Care Unit =tal Sign Monitors 

*Two Pediatric Respirators 
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eco 
# Product Narc and Descrf p t j o n  Glt y. 

I aultfvdtarfns Capta in  Pep Tabs Child Chew 15,000 1 

d e x t r a n  L iqu id  0.6% i 2 a t 5 0 @ m l  E ~ p j r e s :  11/38/97 f 

1 jdociine/epinephrin In jecti on5 1.5% 4 0 x 5 ~ 1  E x p i r e s ;  84/38/97 1 

3 f dccaine/epi n s p h r i n  In jecti o m  1 . 5 %  3 0 x 5 ~ 1  Expires: 12/31/96 1 

A s p i r i n  tabs 3 2 5 ~ ~ 1 2  H 2 5 0 9 s  E~pires: f W 3 3 / 9 7  2 

aretarinophon Chi ldron' s Tylenol Tabs WPW 48x30 E x p i r e s :  
87f  31 /98 

desiprarjne HCL Narpraain Tabs 3 d a g  32'xlcP# Expires: 05/38/97 1 

d e n a n d h a s o n e  Dbcadron I V / l M  In j. 4sglrJ 25xf rl E x p i r e s  : 0&/30/97 

theophylljne T h e d a i r  Tabs 2SHrg 2 x 1 0 8  Exp j re s :  f1/3#/96 

Cheuphyll jne Theolair Tabs l251g 6 x 1  00 Expi res:  32/31 196 

theophylline Theolair Tabs 250mg 2 x 1 0 0  E ~ p i r e s :  &34/3W97 

thtophylline Theof a i r  Tabs 125mgbZ50mg 3 x 1 0 0  E x p i r e s :  32 /31 /96  

pbunyf e.phr-ine NCL D r i  stan ~ > s a l  M i  st S p r a y  0.5% 2 4 x 3 0 m I  E x p i r e s  : 
02/28/97 

p s ~ u d o l ~ p h e d r i n r  PediaCare E l i x i r  2 4 x 4 0 2 -  E x p i r e r ; :  07/3@/97 

de~lrorethorphan R o b f  t r r s s i n  Ped coJd Lj qui d 7 .5rg /5r I  3 2 ~ B o z  
E ~ p f  re+ t 12/31/97 

s r o n i c i  1 l in S u ~ p e n s  i on 125ag/S#l 12x2@0'  EX^^ res r 09/30/96 

c e f a z o l j n  sodi ur C e f i z ~ x  Case I V / I M  2 g r a r  ( 1 0 x 1 0 1  E x p i r e s :  
09/38/96 

rebendazol e V e r r o x  Chew Tabs 1 0 0 ~ 9  1 2 x 2 4  E x p ~ r e s :  08/38/99 

bonzaJkonj u r  chl o r i d  Med 0 C h e r  Gerricjdal S o l  r t t  i on ( g a l l  

v j t a s j n  A d D O j n t r ~ n t  l e a l  1453 .hg l  E x p i r e s :  01/31/97 

BEST AVAILABLE COPY 
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ece 
# Product Name and Description Qt y. 
.---------------------------------------------------------------------------- 
f hydrocurtl sone Prepcort CI-earn 0 5% 1 2 ~ 5 x 1  az. 2 

cycloprntolatr K L  Pentolair t3phthalric Drops 1% 2PxJ5al Expires: f 
l f /3WP6 

magaldrat P Ri opan Plus  Tabs 4 N r g  3 6 x 5 0  Expf P ~ S  = 11/38/96 4 

d j a t r f  zoat e /seg l  urj n Renugrafin-76 Li quid 660mglrI 2Sn5Bml 
Expirere 01/81 /99  

g a n r i c l o v i r  Cytovrrne 50 v i a l s  injection E x p i r e s :  85/31/36 2 

metocl opra~i de IM/IU 2 1 6 x 2 8 1  Expires = 03/31/97 
l r r u n e  Cl obul inHunan I V  Powder 1kW12graas Expires: 05/31/97 1 

F i r s t  Aid Tape l/2" h f l  t e a )  

E l a r t a c  Tape 1" Roll lea) 

NonAdnering Dressing DRJ Pre-Pack &sortrent 136) 

BiocJusi v e  Transparent  Dressing DRI Pre-Pack Rssortaent 1EW1 10 

Clearon S k i n  Clos t r r r s  Ibax o f  5@> 2 

Gauze Bllrndage (eal 1 " Roll 96 

Gnuzr Bandages t ea )  3" R o l l  107 

orthoptjc eye patch O p t j c l t r d e  Junior Patch C 2 @ )  28 

Thersom+ter-s DR? Pre-Pack (5) R s h e a t h s  

Gauze Sponges Not Sterile -2 Case 

sterile gauze sponge  Case (4x4 &-ply> <1440rs )  3 

strr. adhesive pads Case ( 2 - 2 5 x 3 i n )  24x25  4 

Gauze Pads C2Srs1 St er i  Ie 57 

Btrrn Dr4ssing R o l l  ( e a )  37 

surge an*^ G l o v e r  Case o f  200 p a i r  S i z e  7 112  1 



h i p n e n t  #: 1683- HUNGARY 
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Surgical Scrub Brush disposable  teal 

S t t r g f r r l  Drain Penrase Assorted S j z p s  teal 

Endotrarhael Tube Pediatric, dl spasable t e a )  

Rduinlstration Set Blood 

Pediatric Ferd Tube FEDIRTRIC - each 

Syringe, Hypadmrrnic G l a s s ,  w i t h  Needle OR1 Pre-Pack A s s o r t a e n t  
(101 

PDR Physician's Desk Reference 1 

youth t oothbrushos each f 

Baby Powder  c o r n  starch Case I48~9uzl 1 

PIECE # 1 

Gross Weight 
Net: Weight 

Length 
W i d t h  

Hsi gh t 
V o l  u r r  

785 Ibs 320 kg- 
648 Ibs 294 kg- 
55- P in. 140 car. 
44-4 in, 113 cs- 
44.4 in- 11.3 cr. 
63.0 cu- f t -  1 ,. 78 cu. Mtr. 
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1 hydrochi a r o t h i a d d e  
T a b s  50mg f 5x1 00 

mu1 ti vi tamlns 
Trf n s d  uon 
C a p  240mg 12x500 

aul  ti v i  ts idns 
Children 's Ch ewab le  
Tabs  Bulk 1A,00@ 

bupi vacaine HCL 
Harcalne 
In jeati an 8.75% 1 G k l 0 m l  

doacepin HCL 
Sol uti an 1 0 m g / m l  3 2 x 4 ~ ~  

predni sone  
Suspensl  on 5 0 m _ q / m J  f (ax30mZ 

prrdnisone  
Tabs 5mg 1000's 

Bronkatsbs 
T a b s  Sx.t0@ 

gentenycin sulfate 
Ll quid 1 4 x 2 ~ ~ 1  

s u l f s n e t h a x e z o l e  
S u l f a t r i m  
Suapensi  an 2 0 @ m g / 4 0 m g  473m1 

ma gal  dra t e 
R i o p e n  P l u s  
T a b s  488mg , 7 G t ; ~ l 0 E I  

magal drate 
Rd opan PJ u s  DS 
ti gui d 12x220~ 

g l y c e r i n  suppository 
s u p p o s i  t o r i  es 22x1 80 
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Yhipment #: 1363-PS HUNGARY 02/24/95 07: 10 

Pi ece Produc t  Na m e  
# Desc. Yal ue 

Stock-ID O t y .  t U . S  Si  

f blsscodyl f 637.44 
Dulcagen 
Supposi  t orl es 10mg 3x1 043 

senna concentre te 
Scnne-Gen 
tabs J87lng 1000 

ScaJ p e l  Al sdes 1 S39.9@ 
DRI Pre-Peck Assortment 11 88) 

I Y  Catheters and 2 Sf 52.30 
Inf  u s i  an Se ta 
DRX Pre-Peak Assortment (50)  

U r i n a r y  Catheters 3 SJ 05.00 
DRX Pre-Pack 'Assortment 12Qt  

U r i n e  Drainage 
bag-  and tubes 

Suc t ion  C a t h e t e r  
Pre-Pa& A s s o r t m e n t  112) 

syringe, Hypodermic 
GJ ass 



DIRECT RELIEF INTERNA TXONA L 
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?hi pmen t #: 1363-PS HUNGARY 
ir 

02/24/95 87: 10 

Pisue Product Name 
# DPM. Val ur 

Stock-ID Qt y. fU.S CJ ------------------------------------------------------- 
1 Syringe, R y p d e r r i c  500 El 55. m3 

di+rporablc, v i t h  need1 e 

S y r i n g r d n e u f l  PS Z 562. B@ 
DRZ PrrPack Assortment f f ~3%) 

N e e d l e ,  B A o p y  

Latex E x a m  G l a v c e  5 
~ m a l l / a e d l  un 
B o x  of 108 Single Gloves 

Lptex Exan Gloves  
m e d i  unf l a r p  
Box of 10% S i n g l e  Gloves 

G r o s a  W e l g h t  
Net Weight 

Length 
#id* 

H e i  g h t  
Volume 

,1BB lbs f 463 kg .  
258 1&s 117 kg .  

36. B i n .  91 cm. 
28.8 In. 73 ca. 
31.2 In. 79 cm. 
18.7 cu. it. ~3- 53 CU. ntr. 

P i w e  Product Name 
# Deaa, V a l u e  

stock-ID aty. IU.S BJ ------------------------------------------------------- 

a o e t a m l n o p h s n  
CbildrtnDs Tylenol ' 
C h r x s b l r  T a b s  48x30 

DIRECT RELIEF INTERNATIDNAL 
PACKING L I S T / C O I ~ ~ ~ E R C I A L  INVOXCE Pager 4 

k i p m e n 6  C 1363-PS HUNGARY 02/24/93 07: 10 

P i e c e  Produat Name 
# Desa. Y u l  ue 

Stock-ID U t y .  (U.S 9 )  

2 a a ~ t a n i n o p h e n  4 $933.12 
Jnf an t Tylenol 
Oropa 80mq/. B i d  36~30d 



Toothbrush,  A d u l t  
R m a h  
Pre-Pack 1288) 

Y o u t h  Toathbrunhes 
Care (72's) 

Buby Sharpo 
Ll q ~ l  d 24~7f 1.0,- ( cuae > 

Baby Wash Clo ths  
Drop in RrfiAf Pack 
Cese 

Buby Lotion 
24xA2 fl oz b a t t l e s  

PIECE 1 2 T o t a l  Val ue-in U. S. $ SS, 438.88 

G r o w  Y e i g h t  
Net Y d g h t  

Length 
W f  dth 

H e i  gh t 
YoJunr 

928 lbs 
869 lba 

48. B in .  
43.2 In. 
46.8 in. 
56.2 cu. f t, - 

417 kg. 
394 kg. 
122 cm- 
118 era. 
119 cr. 

1.59 cu. atr. 



DIRECT RELIEF INTERNA TIONAL 
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Piece Produat Maire 
# Desa. Val ue 

S~CC~-II) sty. {u. s s )  

5 32 3.5Q 

Bi aal ual w e  
Tranrprren t Dressing 
leal 

Thermone ters 
DRI Pre-Pack fSJ&sheaths 

Sutures, E t h i l  on 
f unLt = J dozen sutures 

Sutures, ifersi l i n e  
1 unit = 1 dozen sutures 

Sutures, Prcl ene 
.I uni t = 1 dozen su t u r e w  

Sutures 
DRI Pre-Pa& Aaaortment 160) 

Surg i  aal Instruments 
Neurosurgery 

E m b o l l s r s  Stocking 
A s s o r t e d  Sizes 

Ice Bag 

U r l n e  C a t h e t e r  
Asbortrd Sires d T y p c a  

U r i n e  D r a l  na ge 
h a g s  and t u4es 

S u c t l o n  C a t h e t e r  
Pre-Faak Assortment ( 1  2) 

Nonf tor i  n g Ki t 
a r t e r i  el 

E m e s i s  B a s i n  
p l e a t l a  



DIRECT RELIEF INTERNATIONAL 
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ShApment  X r  1362-5 HUNGARY 

Piece Product Name 
4' Dcsa. Val ue 

Stoak- ID O t y .  I U - S  $ I  ---------------------________________________________________--------------------------------- 
1 Wash Basin, p l a s t i c  28 $26.00 

Stalnl ess Steel T r a y  . 5 S399.75 

Nospi tal Bed Sheet 
C l o t h  lea> 

Hospl ta1 PA 11 ov Case 643 5 2  35-80 
C l o t h  lee) 

toothbrushes edul t 
Reach 
Toothbrushes each 

PILiCG # ' 1 T o t a l  Value  in U. S. B 

Gross Wei gh t 
Net W e i g h t  

L e n g t h  
Width 

N e i  gh t 
Yo1 u m e  

200 14s 
187 Ihs 
37-2 in. 
2L3. B in. 
31.2 in- 
29.3 c u . f t .  

Sf kg. 
85 kg. 
94 cm- 
73 cm- 
79 cm. 

0- 55 cu. lYtr. 



Appendix L. 

MEDICAL PANCJOURNALSPYRCHBSED BY THE POOH PROJECT: 

Journals: 

Journal of Pediatric Gastroenterology & Nutrition 
Oncology News International 
Current Contents - Life Sciences (for CDROM) 
Current Contents - Clinical Medicine (for CDROM) 
Pediatric Neurosurgery 
Cerebrovascular & Brain Metabolism 
Perspectives in Neurological Surgery 
Developmental Medicine and Child Neurology 

Medical Text Books: 

Atlas of Neuropathology 
SAS Computer SoRware Manuals 
SNOMED, Pathology Manual 
Clinical Neuroanesthesia 
Neurobiology of Brain Tumors 
Imaging Techniques of CNS 
Pediatric Neurology 
Color Atlas of Brain Disorders 
Intracranial Aneurysm Surgery 
Textbook of Childhood Neurology 
Meningiomas 
Cerebral Sinus Thrombosis 
Surgical Techniques for Saccullar & GIA 
Head Injuries in the Newborn & Infant 
Surgery of Sellar Region & Paranasal 
Treatment of Infantile Hydrocephalus 
International Classification of Diseases for Oncology 
International Disease Classification IDC-9-CM 
Atlas of Magnetic Resonance Imaging of the Brain 
MR/CT Imaging of Head, Neck, Spine 
Magnetic Resonance Imaging of Children 
Pediatric Neurology, Principles & Practice 
Fetal and Perinatal Neurology 
Diagnostic Flow Cytometer 
Late Effects of Treatment for Cancer 
Soft Tissue Tumors 
Tumours of the Nervous System 
Nelson Textbook of Pediatrics 
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Tumor Stereotaxis 
Hematology of Infancy & Childhood ,- 

Clinical Management of Poisoning & Drug Overdose 
Pediatric Gastrenterology Disease 
Hematology: Basic Principles & Practice 
Jawetz's Medical Microbiology 
Adult & Pediatric Urology, 2 vol. 
Current Pediatric Diagnosis & Treatment 
Handbook of Pediatrics 
Handbook of Pediatric Drug Therapy 
Clinical Imaging: An Atlas of Differential Diagnostics 
Textbook of Diagnostic Ultrasonography 
Surgical Diagnosis & Treatment 
Trauma: Anesthesia & Intensive Care 
Manual of Skin Disease 
Recommended Dietary Allowances 
Basic & Clinical Endocrinology 
Pharmacological Basics 
PCP Protocols: A Guide to Methods & Applications 
Textbook of Hematology 
Principles of Practice in Pediatric Oncology 
Molecular Cloning: A Laboratory Manual 
Kendigs Disorders of the Respiratory Tract 
Catalog of Teratogenic Agents 
Chromosomes in Human Cancer & Leukemia 
Allergy, 2 vol. 
Clinical Pediatric Oncology 
Modem Nutrition Health & Disease 
Long-Term Complications of Therapy 
Molecular Genetics 
Common Food Intolerances 1: Epidemiology of Coeliac Disease 
Common Food Intolerances 2: Milk & Human Nutrition 
Beyond Defeciency: New Views on Function & Health Effects of Vitamins 
Pediatric Secrets 
Atlas of Normal Roentgen Variants that may Simulate Disease 
Cancer Chemotherapy, Princciple & Practice 
Pediatric Critical Care 
Hematology of Infancy & Childhood 
Practical Pediatrics Oncology 
Oxford Textbook of Clinical Pharmacology 
Principles & Practice in Pediatric Oncology 
Catalog of Prenatally Diagnosed Conditions 
Pysicians Desk Reference 
Dorlands Medical Dictionary 



Pediatric Gastroenterology 
Nutrition During Infancy 
Cancer & Nutrition 
Feeding the Sick Infant 
Important Advances in Oncology 
Cancer Principles & Practice, vol. 2 
Vascular Access in the Cancer Patient 
Physiology of the Gastrenterological Tract 
Clinical Endocrinology 
Nursing Care of Children with Cancer 
Hematology of Infancy & Childhood 
Cardiac Toxiccity after Childhood Cancer 
The Large Intestine 
Supportive Care of Children 
Coeliac Disease 
Modern Nutrition in Health & Disease 
Manual of Nutrition Therapeautics 
Pediatric Gastointestinal Disease 
The Basic Science of Oncology 
Applied Biopharmaceutics & Pharmaconetics 
Handbook of Nursing Diagnosis 
Nursing Diagnoses with Intervention, 3rd ed. 
Mosky's Nursing Drug Reference, 1992 
Pediatric Medications 
Handbook of Drugs for Nursing Practice 

JOURNALS DONATED TO SDP AND mfk 

CA Journal for Clinicans 
Journal of Oncology Management 
Infections in Medicine 
Academic Physician & Scientist 
Journal of American Blood Research Association 
Pediatrics 
Monographs, Journal of the National Cancer Institute 
Cancer Investigation 
Oncology 
Blood, Journal of the american Society of Hematology 
Cancer Control 
Cancer, Journal of the American Cancer Society 
Journal of Clinical Oncology 
International Pediatrics 
Hematology/Oncology Annals 
Oncology Times 
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17. Oncology Issues, Association of Community Cancer Centers 
18. International Pediatrics 
19. AAP News, American Academy af Pediatrics 
20. New England Journal of Medicine 
2 1. International Journal of Radiation Oncology* 

*Current subscription donated by Dr. Richard Evans, KUMC, Radiation Oncology 



Appendix Ma. 

FIRST ANNUAL W I N E  - THE - POOH SYkiPOSTUM 

ON CHILDHOOD MALIGNANCIES " 

3-4 AUGUST 1992 

BUDAPEST. HUNGARY 

MONDAY 3 AUGUST DAY ONE - PEDIATRIC CNS TUMORS 

E@?B TOPIC 

Presiding: Prof. dr. Emil Pgsztor 

9:OO Magnitude of the Problem 

SPEAKER 

F. Hiilmes 

Pituitary Adenomas in Children F. Slowik, 
E. Phztor  
I. Fazekas 
K. Balint 

Rhabdoid Tumors of the CNS J. Kepes 

Morning Coffee 

Experiences in the Management E. Para iu  
of Infratentorial Tumors in Infancy 
and Childhood 

Imaging of CNS Tumors of Infants S. Batnitzky 
and Children 

Management of Pineal Region Tumors S. Czirjak 
J. Vajda 
E. Pdsztor 

Luncheon 



Presidin~: Dr. Istvan Nvary 

14:OO _ Radiotherapy of Childhood 
Brain Tumors 

Neurosurgical Aspects of Spinal 
Neuroblastomas 

Chemotherapy of Brain Tumors 
in the Young 

Afternoon Tea 

Very Long Follow-up of Young 
Brain Tumor Patients 

A Database for Childhood CNS 
Tumors 

Discussion 

R. Evans 

M. Kordas 
F, Siowik 
J. Kisban 
S. Czirjnk 
0. Major 

T. Vats 

G. Holmes 



TUESDAY 4 AUGUST DAY TWO - OTHER CHILDHOOD MALIGNANCIES 

TIME TOPIC 

Presiding : Prof. dr. Deszo Schuler 

Clinical Pharmacology Research J. Borsi 
in Pediatric Oncology D. Schuler 

Diagnostic Imaging of Childhood S. Batnitzky 
Spinal Tumors 

Radiotherapy of Childhood 
Bone Tumors 

Morning Coffee 

Chemotherapy of Childhood 
Bone Tumors 

Osteosarcoma Therapy and 
Its Side Effects 

R. Evans 

T. Vats 

D. Schuler 
R. KoBs 
C. Cziky 
J. Borsi 

Luncheon 



Presidin~: Dr. Jose~h Borsi 
P 

Wernicke Encephalopathy in Two 
Children with Malignant Diseases 

New Brain Tumor Entities in 
Children and Adolescents 

The Personal and Social Cost of 
Curing Childhood Malignancies 

Afternoon Tea 

A Database for Childhood 
Bone Tumors 

R. Kiilmiinchey 
K. Majt6nyi 
R. KO& 
J, Borsi 
D. Schuler 

J. Kepes 

'Discussion - Suggested Topics 
1.Minirnal panels of monoclonal antibodies 

recommended for immunological diagnosis 
2.Minimal databases for the various tumors 
3.Bone marrow transplantation 

E. Apjok 
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2nd Annual 

Winnie-the-pooh Symposium 
on Pediatric Malignancies 

W e d n e s d a y ,  O c t o b e r  1 3 ,  1 9 9 3  

W e s t i n  C r o w n  C e n t e r  H o t e l  
O n e  P e r s h i n g  R o a d  

K a n s a s  C i t y ,  M i s s o u r i  

Medical 
K U c e n t  e r 

Pediatric Oncology Outreach to Hungary Program 

-2 



+ Program Agenda + 
Registration and Continental Breakfast 

Welcome and Introduction 
Frederick F. Holmes. MD 

Moderator: Frederick F. Holmes, MD 
F. 

Special Brain Surgery Techniques for Infants 
Ervin Paraicz, MD, PhD; Eszter Kbnya, MD; M&ia Korenchy, MD 

Late Effects of Radiotherapy on the Brain 
Raymond K. Mulhem, PhD 

Combined Modality Treatment of Brain Tumors 
Tribhawan Vats, MD 

New Concepts Related to the Interpretation of the Histology of Brain Tumors 
John J. Kepes, MD; Felicia Slowik, MD 

Refreshments 

Brainstem Tumor Surgery 
Is tvh N y w ,  MD, PhD; Ervin Paraicz, MD, PhD; Katalin T6th, MD 

Transoral and Transsphenoidal Pediatric Surgery 
Emil Pisztor, MD; Ilona Dobronyi, MD 

Role Development of the Pediatric Oncology Nurse Clinician 
Pamela Cummings, RN, BSN 

Nursing's Role in Supportive Care of Pediatric Oncology Patients 
Susan Tobin, RN, MA, CPNP 

Adjourn to Lunch 
Roundtable Discussions of Cancer in Hungary 
Table 1 Topic: Nutrition in Pediatric Cancer, Hedvig Bodinszky, MD, PhD, facilitator 
Table 2 Topic: Immunologic Phenotyping, ValCria Klujber, MD, facilitator 
Table 3 Topic: The Late Effects and Incidence of Pediatric Cancer, DezsiS Schuler, MD, PhD, 

Csilla CsAki, MD, facilitators 
Table 4 Topic: Wilms Tumor Trials, P a  Kajtir, MD, PhD, facilitator 
Table 5 Topic: AML Therapy, PCter Masath, MD, Zsuzsa BCres, MD, facilitators 
Table 6 Topic: The Use of Cytokines, Joseph D. Borsi, MD, PhD, Thomas Ferencz, MD, facilitators 
Table 7 Topic: Organization of Neurosurgery, Emil Pisztor, MD, facilitator 
Table 8 Topic: The Role of Electrophysiology in Pediatric Oncology, Katalin Tbth, MD, facilitator 

European Perspective on Aggressive Treatment of Hodgkin's Disease 
PQ Kajtir, MD, PhD 

American Perspective on Aggressive Treatment of Hodgkin's Disease 
Tribhawan Vats, MD 

European Perspective on Therapy for High-Risk Neuroblastoma 
Dezso Schuler, MD, PhD 

Refreshments 

American Perspective on Therapy for High-Risk Neuroblastoma 
Abbas Emami, MD 

The Role of the Pediatric Oncology Nurse in Hungary 
Andrea Zafir, Pediatric Nurse Clinician; ErzsCbet NehCz. Surgical Nurse Clinician 

European Perspective on New Drugs in Pediatric Oncology 
Joseph D. Borsi, MD, PhD 

American Perspective on New Drugs in Pediatric Oncology 
Robert Trueworthy, MD 

Summary and Evaluation 
Frederick F. Holmes, MD 

Adjourn 
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+ Faculty + 
Uiziver-sity of Kui~sus Mcdicul Center. Kui7sus Cit.13. KLIII. 
Pamela Cummings, RN, BSN, Nurse Clinician. Dept, of Pedi- 
atrics, Division of Hematology/Oncology. 
Abbas Emami, MD, Associate Professor, Dept. of Pediatrics, 
Division of Hematology/Oncology. 

Frederick F. Holmes. MD, Edward 
Hashinger Distinguished Professor; Prin- 
cipal Investigator, POOH Program. 
John J. Kepes, MD, Professor Emeritus, 
Dept. of Pathology and Laboratory Medi- 
cine; co-Investigator, POOH Program. 
Susan Tobin, RN, MA, CPNP, Clinical 
Nurse Specialist, Dept. of Pediatrics, Divi- 

sion of Hematology/Oncology. 
Robert Trueworthy, MD, Professor, Dept. of Pediatrics, Divi- 
sion of Hematology/Oncology. 
Tribhawan Vats, MD, Professor, Dept. of Pediatrics; Director, 
Division of HematologyJOncology; Co-Investigator, POOH Pro- 
gram. 
Guests 
Raymond K. Mulhern, PhD, Director, Divisions of Psychology 
and Behavioral Medicine, St. Jude Children's Research Hospital, 
Memphis, Tenn. 
National Institute of Neurosurgery (NINS),  Budapest, Hungaiy 
Ilona Dobronyi, MD, Pediamc Neurologist. 
Eszter Kbnya, MD, Pediatric Neurologist. 
Maria Korenchy, MD, Pediatric Neurologist. 
ErzsCbet NehCz, Surgical Nurse Clinician. 

Istvan Nyary, MD. PhD. Professor and Director (NINS), Co- 
Investigator, POOH Pro, vani. 
Ervin Paraicz, MD, PhD, Chief, Pediatric Neurosurgery. 
Emil Pasztor, MD, Professor, Director Emeritus (NINS), CO- 
Investigator, POOH Prqgram. 
Felicia Slowik, MD, Chief, Pathology. 
Katalin Toth, MD, Pediatric Neurologist. 
Second Dept. of Pediatrics (SDP) 
Sernmelweis University Medical School 
Budapest, Hungary 
Zsuzsa BCres, MD, Secretary of the Committee for Bone Mar- 
row Transplantation. 
Hedvig Bodanszky, MD, PhD, Associate Professor, Pediatric 
Gastroenterology. 
Joseph D. Borsi, MD, PhD, Associate Professor; Chief, Pediat- 
ric Oncology; Chief, Chemotherapy and Pharmacology; Co- 
Investigator, POOH Program. 
Csilla Csaki, MD, Clinical Research Fellow. 
Thomas Ferencz, MD, Clinical Research Fellow. 
Pal Kajtar, MD, PhD, Associate professor; Director, Regional 
Pediatric Oncology Center of Southwest Hungary. 
VaWria Klujber, MD, Immunologist. 
PCter Masath, MD, Markusovszky Teaching Hospital; Mem- 
ber, Hungarian Pediamc Oncology Group. 
Dezso Schuler, MD, PhD, Professor; Director (SDP); Director, 
National Institute of Child Health in Hungary; Co-Investigator, 
POOH Program. 
Andrea Zafir, Pediatric Nurse Clinician. 

REGISTRATION FORM 
2 n d  Annual Winnie-the-Pooh Symposium on Pediatric Malignancies 

Wednesday, October 13,1993 

Name 
Last First Middle 

(Nurses must use their legal names as filed with the state board of nursing.) 

ClMD RDO ORN ROther (please specify): 

Address 

City State Zip Code KS County 

Daytime Phone Professional License No. 

Roundtable Discussions: (rank in order of preference) Table 1 Table 2 Table 3 Table 4 
Table 5 Table 6 Table 7 Table 8 

Registration Fees: 
$35 for all participants Please specify: 

OCheck enclosed (payable to KU Medical Center) 
Charge fee to: OMastercard OVISA 

Account No. 
Return this fonn with payment to the Office of Continuing 

Exp. Date Education, KU Medical Center. 3901 Rainbow Blvd., Kansas 
City. KS 66160-7108. Register by phone with your credii card 

lwati~re S i, at (913) 588-J4S8; f;~x (913) 588-3486. 



+ Overview + 
The mortality of children with cancer in Hungary exceeds that of 
children with cancer in the United States. This is true for acute 
leukemia, brain tumors and other solid tumors. Because the 
frequency and types of cancer in the two populations are the 
same, the excess deaths in Hungary may be preventable. This 
symposium will bring together American and Hungarian physi- 
cians and nurses to share knowledge and compare experiences in 
the hope of improving the mortality rates of children who suffer 
from cancer in both countries. All sessions will be conducted in 
English. 

The Pediatric Oncology Outreach to Hungary (POOH) Pro- 
gram is a partnership among the University of Kansas Medical 
Center's Cancer Center, the National Institute of Neurosurgery, 
and the Second Department of Pediatrics of the Semmelweis 
University Medical School in Budapest, Hungary. The POOH 
Program is supported by a grant from the Agency for Interna- 
tional Development of the U.S. State Department. 

+ Target Audience + 
This symposium is designed for oncologists, neurosurgeons, 
neurologists, pediatricians, pediatric nurses, and all other physi- 
cians and nurses with an interest in international health. 

+ Objectives + 
Upon completion of this symposium, participants will be able to: 
(1) compare American and European treatment for advanced 
Hodgkin's disease, high-risk neuroblastoma, and brain tumors in 
pediatric patients; (2) discuss new diagnostic methods of 
histopathological evaluation of brain tumors and their prognoses; 
(3) examine the role of the pediatric oncology nurse clinician in 
the United States and Hungary in the care of children with 
cancer; and (4) review selected issues of health care delivery in 
Hungary. 

+ Accreditation + 
Physicians. The University of Kansas Medical Center (KUMC) 
Office of Continuing Education is accredited by the Accredita- 
tion Council for Continuing Medical Education (ACCME) to 
sponsor continuing education for physicians. 

This course is designated for 8 credit hours in Category 1 of 
the Physician's Recognition Award of the American Medical 
Association. 

Nurses. This offering for 10 contact hours is sponsored by 
the University of Kansas School of Nursing Office of Continuing 
Nursing Education, which is accredited as a provider of continu- 
ing education in nursing by the American Nurses Credentialing 
Center's Commission on Accreditation and approved by the 
Kansas State Board of Nursing (Provider#LTOOXO-0927). 

All participants must sign attendance rosters. A $Sfee will 
be assessed to duplicate or replace credit certificates. 

. 

+ Planning Committee + 
Ariel Baker. BS: David Baldwin. MPA: Joseph D. Borsi. LLID. 
PhD: Pamela Cummings. RN. BSN: Carmen Jacobs. RN. MEd. 
MBA; Frederick F. Holmes, MD: John J. Kepes. MD: Istvan 
Nyiry, MD, PhD: Emil Pisztor, MD: Dezso Schuler. MD. PhD: 
and Tribhawan Vats. MD. 

+ Registration and Fees + 
Fees include course materials, refreshments, lunch, and records 
of attendance. Lunch will be guaranteed only to those registering 
by Oct. 8,1993. 

Physicians $25 
Nurses $25 
Residents, Students $25 

A $15 fee will be assessed for cancellations on or before Oct. 
8,1993, and for returned checks. No refunds will be made after 
this date. KUMC reserves the right to cancel all programs and 
return all fees. The liability of KUMC is limited to the course fee. 
KUMC will not be responsible for any losses incurred by regis- 
trants, including but not limited to airline cancellation char, ues or 
hotel deposits. 

+ Program Accessibility + 

Ia We provide accommodations to people with disabili- 
ties. Please call (9 13) 588-4488 for more information, 
or mark the space indicated on the registration form. 
To assure accommodation, please register at least two 

weeks before the date of the symposium. 
The University of Kansas is committed to providing programs 
and activities to all persons regardless of race, religion, color, 
sex, disability, national origin, ancestry, sexual orientation, 
marital or parental status and, to the e.rtent covered by the law, 
age or veteran status. 

+ -  Hotel Accommodations - + 
All symposium activities will take place at the Westin Crown 
Center Hotel, One Pershing Road, Kansas City, Mo. Free cov- 
ered parking is available. A block of rooms at special rates has 
been reserved for conference participants. To make reservations, 
call (8 16) 474-1300. 

The Westin is a luxury hotel that has convenient access to the 
shops, restaurants, cinema, and live theater in the Crown Center 
shopping complex. 



nta~lobini 
bietos6g a SEPSIS ter5piAjAban 
aktivilt, intrav&~is, IgM-tartaim6 immunglobulin 

btel: 1 rnl oldat tartalrna: 50 rng feherje, rnelynek legaldbb 
hurndn irnmunglobulin (IgM 6 rng, IgA 6 rng, IgG 38 mg) 
; glucose rnonohydrat. a 
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I, de a klinikai 611apott61 fugg6en tovdbbi adagoldsdra is 
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Appendix Mc.  

A MAGYAR GYERNEKORVOSOK TARSASAGA 
GYERMEKONKOLOGIAI MUNKACSOPORTJANAK 

Tudomiinyos ~ l 8 s e  

Lillafiired 
H o t e l  P a l o t a  



IrbvetitB, kettds dia-, videofilm vetitCsi leheto"s6g biztositott. A 
BudapestrBl 14.47-kor Miskolc Tiszai phlyaudvarra Brkezaket az hllomb 
elotti parkolbban vkjuk Cs mikrobusszal Lillafiiredre szhllitjuk. 

Ugyancsak mikrobuszt biztositunk a szombaton 16.00 brakor indulb 
Miskolc - Budapest Intercity-vel utazni szindCkozbknak. 
A mis  irinyb61 vonattal utaz6kat khrjiik, sziveskedjenek CrkezQiik pontos 
idiipontjht IevClben kozolni, hogy a p8lyaudvarrbl kocsival va16 
szhllitbukrbl $ondoskodhassunk. 
A Lillafuredi Palotaszill6 az hllomb eldl indul6 1. szhmh autbbusszal; egy 
Atszhllhssal (a Majilis Parkbbl az 5. szhmli busszal) megkozelithet6. 
Az u tazb  idiitartama igy kb. 1 bra. 

BIOTEST AG LILLY MDD. 

BIOGAL Gybgyszergyhr RT. Boehringer Mannheim 

F. HOFFMANK-LA ROCHE STERLING HEALTH 

SANDOZ PHARMA SCHERINGPLOUGH 

PFIZER-BIOGAL PALL PROMEDICO AG. 

MOLXLYCKE Interpharma KFT. 

S.V. UPJOHIV WEXCOME EAST EUROPA LTD. 

GLAXO LTD. 

09.10 - 09.30 A diagnosztikus vizsgilatok Brt6kelCse daganatos 
gyermekek k6rszovettani leleteinek elernzkse sorin 
Prof. Dr. Szende BBla (SOTE) 

09.30 - 09.45 Beszimol6 az AML tanulmhyr61 
Dr. Masat PBter (Szombathely) 

09.45 - 10.00 Beszhmolb a Wilms tumor tanulminyrbl 
Dr. Kajthr Pi1 (DOTE) 

10.00 - 10.15 Sziinet 

~lese lnok:  Prof. Dr. Olhh E 

10.15 - 10.30 Kiilonos esernCny ALL fenntart6 kezelCs sorhn 
Dr. Bartyik Katalin, Dr. Krenics Lhszlb, 
Dr. Slanka Tamh, Dr. Virig Istvin (SZOTE, DOTE) 

10.30 - 10.45 Non-Hodgkin lymphoma fenotipusinak viltozka a 
kezelCs sorin 
Dr. Magyarossy Edina, Dr. Debreceni Judit, Dr. Maro 
Anikb, Dr. Zimonyi Ilona (Heim PA1 Gyermekk6rhjz) 

' 10.45 - 11.00 Ism6telt telecobalt irradibi6 kedvezii hatisa kemoteri 
rezisztens medulloblastoma esetCben 
Dr. MiltCnyi L6sz16, Dr. Pi1 I., Dr. T6th I., Dr. Jakab 
Dr. Lugosi h a ,  Dr. OlLh ~ v a ,  Dr. KovLcs Ilona, 
Dr. Kiss Csongor (DOTE) 

11.00 - 12.00 "Belly - VLrlak otthon a paradicsomban" 
A malignus betegsbgben szenvedii gyermek CletBr61 sz 
konyvet a sze~zii ismerteti 

12.00 - 12.15 A surveillance tenyisztisek BrtBke csontvelii transzpla: 
gyermekekben 
Dr. KrivLn Gergely, Dr. Nikolova Radka, 
Dr.Timir Liszl6 (Bp., Szent Lkzl6 K6rhiz) 



12.1 5 - 12.30 Gombhs infekci6k prevenci6ja Cs terhpihja malignus 
haematol6giai betegeknC1 
Dr. Kiss Klhra, Dr. Hunyadi Katalin, Dr. Nagy Khlmh, 
Dr. Simk6 Rbbert, Dr. VCrtesi Gabriella (Miskolc) 

12.30 - 12.45 A POTE GyermekonkolBgiai Kozpont 15 6ves 
beteganyaga 
Dr. Kajtk Phl, Dr. Kardos Mhria, Dr. Sziics Rozklia 
(POTE) 

12.45 - 13.00 CNS tumoros gyermekek kezelesbben szerzett tapasztala- 
taink 1988 - 1994 kozott 
Dr. Kisbhn Judit, Dr. Phcz Ferenc, Dr. Tirtl Anna 
(Bethesda GyemekkbrhSz) 

13.00 - 13.15 Megakaryocyta leukaemia sejtvonal (MOe7) sejtfelszini 
markereinek Cs g6nexpresszibjhnak modulilisa cytokin 
kezelCsse1 
Dr. Kiss Csongor (DOTE) 

13.15 - 13.30 Vita 

13.45 EbCd 

14.30 Kirhndulb Skospatakra 

kb. 20.00 Vacsora a BIOTEST AG thogattishval 

1994. mtijus 28, szombat f i~se lnok:  Prof. Dr. Schuler DezsS 

08.30 - 09.00 Langerhans Cell Histiocytosis. History and Present Status: 
Still "X" 
Dr. John Kepes 

09.30 - 10.00 Recent Advances in the Treatment of Langerhans 
Histiocytosis 
Dr. Tribhawan Vats 

10.00 - 10.30 The Role of Radiation Therapy in the Management of 
Langerhans Histiocytosis 
Dr. Richard Evans 

10.30 - 11.00 Vita 

~ l b e l n o k :  Dr. Frederick Holme 

11.00 - 11.15 Surgical Treatment of Paediatric Brain Tumors 
Dr. Nyhri Istvin 

11.15 - 11.30 Chemotherapy in Paediatric Brain Tumors 
Dr. Borsi Jbzsef 

11.30 - 12.00 The Emerging Role of Chemotherapy in the Treatment of 
Medulloblastoma and Malignant Gliomas 
Dr. Tribhawan Vats 

12.00 - 12.30 Hyperfractionated Radiotherapy in Brain Tumors 
Dr. Richard Evans 

12.30 Vita 

13.00 EbCd 

14.00 - 14.30 The POOH Project: From the Beginning 
Dr. Frederick Holmes 

14.30 - 15.00 Panel discussion 



P R O G R A M  

1994. majus 26. csiitortok ih5selnok: Dr. Zimonyi Ilona 

17.00 - 17.20 1993. Cvi leukaemias betegek cytogenetikai vizsgilatainak 
CrtCkelCse, megoldand6 feladatok 
Prof. Dr. Oldh Bva (DOTE) 

17.20 - 17.40 , 1993. 6vben diagnosztizdlt leukaemias betegek 
immunol6giai vizsghlatainak elemzCse 
Dr. Klujber ValCria (SOTE) 

17.40 - 18.40 1993. Cvi elvesztett ALL-es Cs AML-es betegeink 
esettnegbeszClCse 
Dr. Zimonyi Ilona (Heim Pi51 GyermeklcBrhi5.z) 

18.00 - 19.00 Beszimoli, a berlini BFM megbeszCl6srBl 

20.00 Vacsora 

1994. majus 27. pCntek Ol4selniik: Prof. Dr. Virig I s t v h  

08.00 - 08.20 1993. Cvi onkokgiai beteganyagok statisztikai elernzkse 
Dr. Apjok Enik6 (SOTE) 

08.20 - 08.40 Bakteriolbgiai vizsghlatok malignus haematobgiai 
betegek infekci6iba.n 
Dr. Fazakas Eszter (SOTE) 

08.40 - 08.55 Gybgytornhz szerepe daganatos gyermekek 
rehabiliticitjjhban 
BurjAn Katalin 

08.55 - 09.10 Az oktath jelentBsCge gyennekonkol6giai oszt6lyon 
Timk Gyorgyi 

The 5-HT3 antagonist develop 
with the patient in mind 

ww~~~.- 
"I. .r. &**.h.. a"", UL 

Navoban* 
Always once a day. Always 5 mg. 

A SANDOZ 
Sandoz Pharma Lid, Pharma Bask Operations, Marketing & Sales, CH 4002 Basle/Swit 
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Appendix Md. 

International Congress 
of the 

Hungarian Society for Pediatric 

Neurology, Neurosurgery, 

Child and Adolescent Psychiatry 

Kecskemi t (Hungary) 

14-16 May, 1995 



Breakfast at place of accommodation (included in room price in hotels; 

on individual request in pensions) 

Lunch Hotel "Aranyhomok, Kecskemet. Szechenyi t4r 2 

Welcome Party Cafe Liberte. Kecsksmet. Szabadsjg ter 2. 

P 

Farm party: ~j Tanya Cs~rda .  Lnjosmizse 

There will be a buffet open all day long on the entrance floor of the House of 
Sc~ence and Technology. 

In the lounge cf the I-louse of 

Science and Technology, from 2 pm 

on 14th May. 1995 until the end of 

the conference 

Please, contact the organisers 

before you check in at your place 

of accommodation. 

14th May, 1995 

15th May, 1995 

3 

Programs 

Organ concert (Koddy Instilute) 

Welcome Party (Cafe Liberfe) 

08.00 - 08.30 Opening Ceremony 

08.30 - 13.00 Scientific program 

13.00 - 14.00 Lunch 

14.00 - 16.30 Scientific program 

18.15 - 23.00 Party: "New Tanya Csarda". Lajosmizse 

Our guests will be provided bus transport to the Party. Departure 

at 17.45 from Hotel Aranyhomok and Hotel Harom Glinar. 

16 th  May. 1995 

08.00 - 13.00 Scientific program 

13.00 - 14.00 Lunch 

14.00 - 17.30 Scientific program 

17.30 Closing ceremony 

Optional program: Museums, Exhibitions in Kecskemet 

Bozsd Collection 

Raday Museum 

Katona J6zsef Museum 

Kecskemet Gallery 

Kodily Zoltan Institute 

Museum of Naive Painters 

International Glaze Museum 

Szdrakatenusz Museum of 

Toys and Games 

Klapka u. 34. 

Szabadsag ter 7. 

Bethlen krt. 1. 

Cifra Palota 

Kettemplom koz 

Gaspar Antal u. 11. 

Bethlen krt. 16. 

Gaspar Antal u. 11. 
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Scientific Program 

75th May, 1995 

08.00 - 08.30 Opening ceremony 

Prof. PQsztor Emil Honorary President of the Congress 

Prof. Frederich Holmes Kansas Medical University 

Kovhcs A. Gdbor MD Director of County Hospital, Kecskemet 

Bense Katalin MD Local organizer 

Gadoros Julia MD Secretary of Section Psychiatry 

Svekus Andrds MD Secretary of Section Neurology & OC 

4 

08.30 - 10.30 Pediatric malignancies 

President: Kepes, John, Dobai J6zsef 

Kepes, J. (University of Kansas Medical Center) 

Meningeoma in the lateral ventricle of a teenager, with late recurrance 

(20 min) 

Fazekas I. (National Institute of Neurosurgery. Budapest) 

Brain tumors in infancy: behaviour in monolayer culture (10 rnin) 

Slowik F. (National Institute of Neurosurgery, Budapest) 

Brain tumors in infancy: morphological characteristics (10 min) 

K6nya E., Fazekas I., Slowik F., Paraicz E. (National Ins!ifute of 

Neurosurgery, Budapest) 

Brain tumors in infancy: clinical characteristics concerning the 

morphological structure. 

(Follow up study) (10 min) 

Velkey I., Nagy K., Dobai J. (County Hospital, Miskolc) 

Change of frequency of pediatric brain tumors in North-East Hungary (10 min) 

Klun, B. (Deparlment of Neurosurgery, University of Ljubljana, Ljubljana) 

Forty years experience with craniopharyngeorna (10 min) 

Steno J, Bizik I., Biksadsky P., Malacek (Department of Neurosurgery, 

Comenius University, Bra tisla va) 

Craniopharyngiomas in children and adolescents ( i O  min) 

Morvai M. (MRE Bethesda Children's Hospital, Budapest) 

lntracranial manifestation of neuroblastomatosis in childhood. Review of 

the disease a'propos one case (10 min) 

Konya Cs., Dobai J. (County Hospital, Miskolc) 

Operated extreme large bifrontal meningeoma with infiltration of the 

cranial vault in an adolescent boy (10 min) 

Lajgut A., Velkey I., Barla S., Lombay 9. (County Hospital, Miskolc) 

Operated malignant intraventricular ependymoma associated with 

tuberous sclerosis (10 min) 

Tegzes A., Velkey I., Lombay 9. (County Hospital, Miskolc) 

Long-term remission of an inoperable brainstem tumor occqioning a 

Foville syndrome (10 min) 

Discussion (20 rnin) 

10.30 - 11.00 Free topics 

Nagy A., Szab6 L.T., Barsi P. (Madarisz Children's Hospital, Budapest) 

Case history of a ten-year-old boy suffering of sinus rectus thrombosis 

(1 0 min) 

Steno J., Bizik I., Biksadsky P., Malacek M. (Department of 

Neurosurgery, Comenius University, Bratislava) 

Cerebellar astrocytomas in children (10 min) 

Szever Zs., Nagy A., Siilt T., Hrabak K. (Madarisz Children's Hospital, 

Heim Pal Children's Hospital, Budapest) 

New approach to basilar fractures of the skull in childhood (10 min) 

Bogn6r L. (National Institute of Neurosurgery, Budapest) 

Management of tectal gliomas (1 0 min) 

Discussion (10 min) 

11 .OO - 11.20 Coffee break 



11.20 - 13.00 Epilepsy 

President: Gyorgy Ilona. Balogh Altlla 

Janszky J., Haldsz P., Perdnyl J. (Nalional lnsfilule of Neurology & Psychiatry. 

Budapesf) 

Causal diagnosis for progressive myoclonus epilepsy (10 min) 

Payerovri, J.. Sykora, P., Brozmanovri, M. (Universily Children Hospilal. Dept. of 

Neurology. Bralislava. Slovakia) 

~ ro~ re& ive  rnyoclonus epilepsies: diagnosis and treatment (10 min) 

Gyorgy I. (Pediafric Deplrn., Medical Universily, Debmen) 

Therapeutic results in Wesl syndrome (10 min) 

Kdlmdnchey R., Neuwirill M., Nagy A., S6s I., Siska E. (I/. Pediatric Deplm. 

Semmelweis Medical Ur~iversily, MRE Belhesda Cllildren's Hospilol. Helm Pal Children's 

Hospilal. Nafional lnslifule of Neurology & Psycl~lafry, Budapesl) 

Epilepsy in late infantile lype of neuronal ceroid lipoluscinosis (10 min) 

Szabados P., Berdnyi M., Glsztl E., Halrisz P., Kalona F., Kakuk E. (Pedialric N~stilule 

Sza6adsc)ghegy. Nafional lnsfilule of Neurology 6 Psycl~ialry. Budapesl) 

Allernalive faces of West syndrome (10 win) 

Zubiel, M., Wendotff, J., Popielarczyk, M. (Nenropedlafrlc Dept. of Polish Mofliers 

Memorial Hospilal. Lddz. Poland) 

Epilepsy in children with hemimegalencephaly (10 min) 

Balogh A,, Juhos V. (Szf. lslviiri Hospilal. Budapesf) 

Diagnostical challenges of the epileplic region (10 min) 

Nikl J. (County Hospifal. Zalaegerszeg) 

Changes of epileplic loci in children (10 min) 

Discussion (20 mill) 

13.00 - 14.00 Lunch 

14.00 - 15.50 POOH (Pediatric Oncology Outreach to Hungary) Syniposiuni on  

pediatric oncology 

President: Schuller Dezsb, NyAry IstvAn 

Holmes F. F., Holmes G. (Universily of Kansas Medical Center) 
/ .  

3 F~f ty  year follow-up of childhood cancer survivors in Kansas (10 rnin) 

,Vats T. (University o f  Kansas Medical Cenler) 

New approaches to the treatment of brain tumors in children. (10 rnin) 

-Zhao G., Boysen C. D., Brown E., Hassaeneln K., Holmes F. F., 

Holmes G. E. (University of Kansas Medical Center) 

Long survival and prognostic factors in childhood and adolescent cancer 

(1 0 rnin) 

Cap J., Husakovh K., Bajciava V., Oravklnova I., Sykora, P (Deparfmenl 
_Z_C_ 

o f  Pediatric Oncology, University Childrens Hospital, Bratisla va) 

15 years experience with the trealment of children with MBlPNET 

in Slovakia (15 min) 

-Kouteczky J. (Deparlment of Pediatric Oncology, Charles University, 

Prague) 

Treatment of pediatric brain tumors in the Czech Republic 

i j ~ i c o l a u  S. (Institute of Oncology, Bucharest) . 

Some aspeds of malignancies in children, brain tumors in childhood (10 min) 

Kowalczyk J.R. (Deparlment of Pedialric Hematology, Childrens 

Hospital, L ublin) 

Polish Pediatric Hematology/Oncology Group - present status and 

activities (1 5 rnin) 

/' 

Gebauer E., Cvetkovic P. (Institute of Child Health, School of Medicine, 

Novi Sad) 

Present status of pediatric oncology in Serbia (10 min) 

Cepulic M. (University Childrens Hospital, Zagreb) 

Present situation and possibilities of further development of pediatric 

oncology in  Croatia (10 rnin) 



15.50 - 16.30 Tumor section In Hungarian 

President: Velkey Imre, K6nya Eszter 

Barla S.. Velkey I., Nagy K., Dobai J. (Megyei Kdrl~Bz. Miskolc) 

O p e d l  bat oldali fronl6lis tumor (olfactorius neuroblasloma?) 

(10 rnin) 

Dobai  J., Nagy G., Skapinyecz J., Papp A,, Fi igedi L. (Megyei Kbrtdz, Miskolc) 

p Serdiilokori arlerio-venosus malformaliok mUtlti kezel6sCvel nyerl lapasztalalaink 

(10 rnin) 

Gyorsok Zs., Sirnon G., Kornora C. (Megyei Kdrl~iiz. SzQkesfehBrvAr) 

Derrnoid lumbosacrale recidiv purulens meningitisek hStter6ben 

(10 min) 

Discussion (I0 min) 

16th May, 1995 

08.00.- 10.30 Epilepsy 

President: Jerney Judit, Nemes AndrBs 

Kdbor J. (Pediatric Dept, Szent-GyBrgyi A. Medical University, Szeged) 

Multiplex cerebral malforrnalion, inlracranial calcificalion, epilepsy (10 min) 

Nemes A.. Palya L., Nagy I. (County Hospital, Szolnok. Naliorlal institute o f  

Neurosurgery, Budapest) 

Simple pallial seizure in infanl's stroke (10 min) 

Holl6dy K., Dani  M. (Pediatric Depfrn.. Medical Universily. P&s) 

Seizure as Ihe presenling symplom of brain lumor in childhood 

(10 min) 

Kozma I., Balogh E., Kiss A. (Irtternafional Pel116 Instilufe. Budapest) 

Dystonic andlor dyskinetic cerebral paresis and epilepsy (10 rnin) 

Medveczky E., Kercs6 A., Koztna I. (Ittlemalional P e M  inslilute, Budapesl) 

Postictal movemenl in recovery cerebral paresis (10 min) 

Medveczky E.. Kercsd A., Balogh E. (international Pelhd Inslitufe. Budapest) 

Movement disorders and epilepsy in CP (10 min) 

Kaloczkay A., Halrisz P. (Haynal I. University of Health Sciences, Dept. o f  Neurology. 

Budapest) 

.Rasmussen syndrome (case reporl) (10 min) 

Donauer N., Kassay M., Jerney J. (National institute [or Nervous & M e r ~ l a i  Diseases, 

Epilepsy Center. Heim PA1 Hospilal and Epilepsy Center, Budapesl) 

Differences in  the cognilive variables of sustained allention task between absence 

epileplic and normal children (10 min) 

Sarungi E. (Dept. o f  Pediatric Psychiatry, Szent-GyBrgyi A. Medical University. Szeged) 

Visual psychotherapy wilh an epileplic child. (Case reporl) (10 rnin) 

Ber6nyi M.. Gisztl E., Halssz P., Katona F., Szabados P., Kakuk E. (Pediatric lr~slilute 

Szabadslghegy, Haynaii. University olHealtii Sciettces. Dept o f  Neurology. Budapbst) 

New drugs and old results in the lrealmenl of inlraclable epilepsy 

(10 rnin) 

SzelesteiD., KBlminchey R., Liptai Z., Gaszner A. (11. Pediatric Dept., Semrnelweis 

Medical University, Budapest) 

Sleep-deprivation EEG recording in Ihe decision of discontinuing anliepileplic lherapy in 

childhood epilepsy (10 min) 

Gaszner A., Kilrnsnchey R., Liptai Z., Nagy E. (/I. Pediatric Dept., Semmelweis 

Medical Universily. Budapest) 

Effectiveness of low dosis ACTH therapy in West syndrome (10 min) 

Discussion (30 min) 

10.30 - 11.00 CoRee break 

BEST AVAILABLE COPY 



11 .OO - 13.00 Epilepsy 

President: Ebner, Alois; HalBsz Peter 

Ebner, A. (EpNepsie-Zentrum Bethel, Germany) 

Methods of presurgical evalualion in medically resistanl epileplic palienls (30 min) 

Halrisz P., Vajda J., S6lyom A., Kaloczkay A. (Haynal I. University o f  Health Sciences. 

De~1. o f  Neurology. National lnstitute of Neurosurgery. Budapesf) 

Diagnostic possibililies and slralegies for presurgical evaluation in  our disposal (20 min) 

Hajnsek, S., Pirker, H. (Dept. of Neurology, Epilepsy Ceder, Zagreb. Croatia) 

Needs and possibililies for surgical lrealment of epilepsy in Croalia (10 rnin) 

Csoszinszki N., Ki lm lnchey  R.1, Wraljai Gy., Vajda J. (N. Pediatric Dept.. Semmelweis 

Medical University. National lnsfitule or1 Neurology 8 Psychialry. National lnslitute.of 

Neurosurgery, Budapest) 

Epilepsy in congenilal bilaleral perisylvian syndrome (case report) (10 min) 

Liptai Z., Kdlminchey R., Alrnrisy Zs., Gaszner A. (11. Pediatric Dept.. Semmelweis 

Medical University, Budapesf) 

Benign neonatal familial convulsions (10 min) 

Katona F., Berenyi M., Gisztl E., HalBsz P., Szabados P., Kakuk E. (Pedialric Instilute 

SzabadsQghegy. Haynal I. University of Health Sciences. Budapest) 

Neurohabililalion handicapped by early inlraclable epilepsy (15 rnin) 

Discussion (25 min) 

13.00 - 14.00 Lunch 

14.00 - 14.50 Common section with Pediatric Psychiatry 

President: GBdoros Jdlia 

Lask, Brian (London) 

Psychological aspects of chronic illness and the child. Illness and Ihe larnily (50 rnin) 

14.50 - 15.00 Coffee Break 

15.00 - 15.40 Epilepsy 

President: Rajna Peter, BerCnyl Mariann 

Fibir in M., Bsirffay R., Barffai E., Rajna P. (A. Kenessey Hospital, Balassagyannat, 

Dept Psychiatry and Psychotherapy, Semmelweis Medical University, Budapest. 

National Institute o f  Meteorology, Budapesf) 

Possible conneclion belween epileplic seizures and biomeleorological changes. A 

relrospeclive study (10 min) 

Gisztl E., Berdnyi M., Halisz P., Katona F., S6s I., Szabados P. (Pediatric lristitute 

Szabadsdghegy, Haynal 1. Universily of Heallh Sciences, Dept o f  Neumlogy, Budilpesl) 

Mikrocephaly and epilepsy (10 min) 

Szever Zs.. WogBrdi M., LBcza E., Csepella 2. (Madardsz Pediatric Hospital, B u d ~ ~ s l ,  

l ieim PBl Pediatric Hospital, BudapeslJ 

The efficacy of Sabril (Vigabalrin) in partial seizures (10 min) 

Bqraga, I., Cheroiu, I. (Univemitary Hospital olBuchares1, Rournanie) 

Valproic acid monotherapy in newly diagnosed epileptic pediatric palienls (10 min) 

Discussion (I0 mi,?) 



15.50 - 17.00 Epilepsy - section In Hungarian 

President: Neuwirth Magda, Kassay Mir ia  

Neuwirth M., Sblyom A. (MRE Bethesda Gyermekk6rhdza, Budapest) 

Az inlanlilis spasrnus kezelBsBrd1, sa j i l  lapaszlalat alapjhn (10 min) 

Pq[aicz E., Neuwirth M., Kassay M., Jerney J. (MRE Bethesda Gyermekkdrhdza, Heim 

PdI Kdrhdz Epilepszia Centrum. Budapesf) 

Tapaszfalalaink az aszlalikus, myoclonusos epilepszihban szenvedd gyermekek 

kezelBsBben (10 rnin) 

Kamp6s K., Katona A. (Jdvorszky Kdritdz, Vdc) 

Serdiildkor 8s epilepszia - 20 Bv gondozOs tapasztalatai (10 min) 

Altmann A., Jerney J., Kassay M., Csepella 2. (Heim PdI Kdrlrdz Epilepszia Cenfrum, 

Budapesf) 

Brain Quick EEG rnonilorizhlissal szerzelt lapaszlalalaink (10 min) 

Kassay M., Neuwirth M., Jerney J., (Heim PdI K6rhdz Epilepszia Centrum 6s MRE 

Befhesda Gyermekkdrhdza. Budapesf) 

Lamictallal szerzelt lapaszlalalaink gyermekkori epilepsziik kezeleseben (10 min) 

Ko l l l r  K., Jelenik Zs. (Menl;lllrigi6n&s Gondoz6, Duna~ijvdrvs. Szt. LBszl6 K6rhi)z. 

Budapest) 

AIDS belegseg neurolbgiai vonalkozisai (10 min) 

13 

Poster section 

Bobest M., Ruzsa A., Mas6th P., Szaldk I. (Markusovszky Hospital, Szombalhely) 

A Szombalhelyi Gyermekonkolbgiai Cenlrum kozponli idegrendszeri lurnoros beleganyaga az 

elmlill10 Bvben (1985 - 1994) 

Szab6 J., Bobest M., Mas6th P., Szal6k I. (Markusovszky Hospital, Szombalhely) 

Occlusiv hydrocephalus halrnozotl, rilka szovBdmenyei 

Kopnkzky Zs. (SzenbGybrgyl A. OTE, Szeged, IdegseMszeli Klinika) 

Dysembrioplaslicus neuroepilhelialis lumor: sebkszileg gy6gyilhalo epileplogen laesio 

Mikos 6.. Vass Zs. (Megyei K6rhdz, Miskolc) 

A gyerrnekkori hits6 skhlai tumorok mWli  anaeslhesiajinak speciilis szernpontjai 

Kasza E. (Szent-Gybrgyi A. OTE Gyermekklinika. Gyermekpszichi5triiti R6szieg. Szeged) 

clelesem&nyek, szorongk es depresszib epilepsziis gyerrnekekben 

Ko l l l r  K. (Menfdlhigi6n6s gondozd, Dunaljjv;lros) 

Komplex szirnitbgBpes gondozoi programmal szerzell tapaszlaialaink 

Discussion (I0 min) 

17.00 - 17.30 Coffee break 

17.30 Closing ceremony 



11.20 - 12.50 Gyermeki fejlddds kerdisel 

Section It 

Gyermekpszichlitrial szekci6 programla 

Elnok: Storcz Judit 

Vajda Zsuzsa: 

Koraszuloit gyermekek iskolai leljesilmenyenek ul6vizsgllala 14 Qves korban 

08.00 - 08.30 Megnyito iinnepseg Sebestyhn Szilvla, Riegler Miria 

Nyelvi fejl6dQsi zavar diagnoszlikija 

08.30 - 09.00 ~ ia i ' i jon Psychiatry 

SebestyCn Szilvia, Szvarkd Anna: 

Ayres szenzornoloros inlegraci6s fejleszl6 program Elnok: Fedor I s t v i n  

Prof. Perry Jones, (Glasgow) 

Psvchialric care of adolescents with cancer 

14.00 - 16.30 Adolescens probldmik 

Elnok: Olah Roza Elnok: Csik Vera 

Bdnk Zsuzsa, Oldh R6za: 

Gy6gyszeres ler ip i ink vallozBsa 

Fedor lstvdn, Orosz M i r ta  

Szorongis 6s depresszib epidemiologiai vizsgilala serdiild populicidban 

Vereby Bedta, Storcz Judit: 

Rilalinnal vagy anQlkul? 

801y6s Csilla, Geiszt Tamds 

Krdnikus kenyszerbeteg serdiiicik gondolkodaszavarinak vizsgalala 

Besnyd MBrta 

'Rosszcsonl?" - Rilalinnal kapcsolalos tapaszlalalaink 6s dilemmeink 

Csorba Jrinos, Farkas V., Mihadak K.: 

Diszfunkcionalis allit(id 6s depresszib adolescens migren belegeknel 

Radics Edit: 

Nehany konkrQ1 esel kapcssn szerzell tapasztalal a Prozac gyermekeknd tort6nB 

alkalrnazhal6sagira 

Horv i th  Marianna: 

C)ngyilkossigot elki5vetett serdiil6k disszociilis Qlrnbnyei 

Csdsz LBsz16: 

A gyermek-serdul8 pszichialria hazai helyzele egy sdlyos endogbn depresszids beleg 

kezel6s6nek tdkrbben 

Acs Katalin, Ba l i zs  Mdria, Lbdy  Annamiria, Trkm l ldik6 

Anafranil kezelQssel szerzell lapasztaialaink gyermek- 6s serdiilBkorban 



08.30 - 10.30 Kapcsolati pszichihtria II 

Elnok: Vetr6 Agnes 

Varr6 Gabor 

Kapcsoiali pszichialria gyermekkbrh5zban. Az elsii 6vek lapaszlalalai 

K#czwinszky Emilia, Rom5n Ferenc 

Halalra varva? (Gondolalok egy Miinchhausen syndoma by proxy kapcsan) 

Osv i th  Viola, Fedor lstvin, Jenei Zsuzsanna 

Csalidszerkezeli vizsg5lat gyerrnekkori hyperkinelikus Rgyelernzavar belegskgben 

Cs6sz LBsz16 

Oszlalyszervezksi problkrndk a szolnoki gyermek- es serduldpsziclii~lriSn 

Deli Edit, Cso'sz Lisz16 

Gyerrnek- 6s serdiilBpszichi5triai IekvBbeleg ellalas 6s leljesilmeny- aranyos 

Rnanszirozhs 

11.00 - 13.00 Kapcsolai pszichihtria Ill. 

Elnok: Csorba JBnos 

Csik Vera, Fedor lstvin, Barton Joanna: 

Poszllraumas slressz belegseg sziirBvizsg5lalok a nagyatadi menekullt8bor gyerrnekei 

kozo11 

Gyurcs6 Miria, Rad6 Emilia: 

Pmi az ~ijs5gcikkekbBl kirnaradl 

Hasuly RRdzsa: 

Arny6kban. MiQrl? GySngyos 6s kornyeke cig5py kisebbsegi helyzete a 

gyerrnekpszichifder szemszag8b61 

Palaczky Miria: 

A gyerrnekb5ntalmaz~s szernlklel, mint Ariadne (onala, avagy barangolasok a pszichiatriai 

irinyzalok lilveszldiben 

RBv6sz Gyiirgy, Palaczky Miria: 

6vjuk rneg a gyermekeket a banlalmazAsibl - egy komplex prevenci6s program 

tapaszlalatai 

14.00 - 14.50 PlenQris tiles (Kongresszusi Terem) ' 

Elnok: GBdoros Jlilia 

Prof. Brian Lask (London) 

Psychological aspecls or chronic illness and Ihe child. liiness and the family 

14.50 - 15.00 KivCsziinet 

15.00 - 17.00 "Merre tovBbb, gyermekpszichiitria?" 

Kerekasztal a TBrsasBg Gyermek- Cs ifj~isigpszichiatriai Szekci6jdnak vezetBsCge 

Qs tagsBga rPszv&el&vel 
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Conference Site 
'The Ramada Grand Hotel (RGH) and 
Thermal Hotel Margicsziget (THM) 
Budapest, Hungary 
Tel. (36-1)-3 1 1 1000 
Fax RGH (36-1)-1533029 
Fax THM (36- 1)-2694587 

Conference Registration Hours 
The Conference Registration Desk will be open on Sunday, October 6 from 12:OO 
Noon to 3:00 PM in the corridor outside of Conference Rooms 1 and I1 in theTher- 
ma1 Hotel. The Registration Desk will re-open on Monday, October 7 at 7:15,AM 
and will remain open for the duration of the conference. 

Location of Events 
l 'he 
will 
tion 
ma1 

Panel Discussion and Reception on Sunday, October 6,4:30 PM to 7:30 PM, 
be held at the Museum of Fine Arts at Heroes Square. Round-trip transporta- 
will be provided for conference participants. Buses will depart from the Ther- 
Hotel at 4:15 PM. 

Scientific Sessions, Monday, October 7 to Wednesday, October 9, will be held in 
Conference Rooms I and I1 at theTherma1 Hotel. Poster Presentations will be on 
display throughout the meeting in the corridor outside of the Conference Rooms. 

Conference Luncheons and Banquets will be held in the Platln Restaurant at the 
Thermal Hotel. 

Sunday 
October 6,1996 

12:OO Noon-3:OO PM Registration 
Thermal Hotel-Conference Rooms I and 11 

430-7:30 PM Panel Discussion and Reception 
Museum of Fine Arts (At Heroes Square) 

Monday 
October 7,1996 

Scientific Sessions will be held in Conference Rooms I and I1 at theThermal Hotel. 

7:l5 AM-6:OO PM Registration 

8:30-9:OO AM Welcome and Introductory Remarks 

Arpdd Giincz, President of Hungary 
DonaMM. Blinken, United States Ambassador to Hungary 
Gyorgy Szabb, M.D., Minister of Welfare, Hungary 
Sdndor Eckhardt, M.D., Ph.D., D.Sc., Immediate Past 
President, International Union Against Cancer (UICC) 
Henry M. Greenberg, M.D., Chairman of the Board, 
New York Academy of Sciences 
Ldszld Romics, M.D., PhD., D.Sc., Rector, 
Semmelweis University Medical School 

4 
Rudolfde Cbdtel, M. D., Ph. D., D. Sc., Dean 
Semmelweis University Medical School 
Frederick E Holrnes, M.D., Conference Chair 

b 
d 

9:OO-12:25 PM Session I 
Molecdar Genetics and Transplantation 

Session Chair: 

Gyorgy Fekete, M. D., PhD., D.Sc. 
2nd Department of Pediatrics 
Semmelweis University Medical School 
Budapest, Hungary 

Each paper includes 25 minutes for presentation followed by 10 minutes for discussion. 



9:OO . 1. Molecular Genetic Basis of Cancer Development 

Lciszld Kopper, , M. D., Ph. D., D.Sc. 
1st Institute of Pathology and Experimental Cancer Research 
Semmelweis University Medical School 
Budapest, Hungary 

2. The Diagnostic and Prognostic Significance of 
Chromosomal Abnormalities in Acute Lymphocytic 
Leukemia in Children 

E;d Ola'h, M.D., Ph.D., DSc. 
Department of Pediatrics 
University Medical School 
Debrecen, Hungary 

3. Apoptosis and Acute Lymphocytic Leukemia in Children 

Den$ Schuler, M.D., Ph.D., D.Sc., ER.C.I? 
Conference Chair 
(Co-author: Bda Szende, M.D., Ph.D., D.Sc.) 

11:15  4. The Present Role of Bone Marrow and Stem Cell 
Transplantation in the Therapy in Leukemic Children 

Univ. ProfDr. med. Helmut Gadner 
St. Anna Children's Hospital 
Vienna, Austria 

11:50 5. Minimal Residual Disease in Leukemia in Children 

Bernhardt Kornhubeu, M. D. 
Department of Pediatric Hematology and Oncology 
Johann Wolfgang Goethe-University 
Frankfurt, Germany 

12:25-2:00 PM Conference Luncheon 
Platin Restaurant-Thermal Hotel 

2:OO-600 PM Session I1 
Clinical Application of Basic Science Knowledge 

Session Chair: 

Dezsb' Schuler, M.D., Ph. D., D.Sc., ER. C.P 
Conference Chair 

6. Chemotherapy of Acute Lymphoqic Leukemia: 
The American Experience 

David Poplack, M.D. 
Department of Pediatrics 
Section of Hematology Oncology 
Baylor College of Medicine 
Houston, Texas 

7. The Development of Chemotherapy in Acute 
Lymphocytic Leukemia in Children 

Hansjorg Riehm, M.D. 
Department of Pediatrics 
Hannover Medical School 
Hannover, Germany 

8. Correlation Between Morphologic and Non-Morphologic 
Prognostic Markers in Neuroblastomas 

Kjay L! Joshi, M. D. 
Department of Pathology and Laboratory Medicine 
East Carolina University School of Medicine 
Greenville, North Carolina 2 

3:45-415 PM Intermission 

4:15 7. Chemotherapy of Acute Myelocytic Leukemia in Children 

Sverre 0. Lie, M.D. 
Department of Pediatrics 
National Hospital of Norway 
Oslo, Norway 



4:50 10. Epidemiology and Treatment of Non-Hodgkins 
Lymphoma in Children 

Ian Magrath, M. D. 
Lymphoma Biology Section 
National Cancer Institute 
National Institutes of Health 
Bethesda, Maryland 

11, The Prognostic Significance of Biological Markers 
in Leukemia 

Jaques Otten, M. D. 
Department of Pediatric Oncology 
AZ-Kinderen W B  
Brussels, Belgium 

Monday Evening 
October 7,1996 

7:OO-10:OO PM Conference Banquet Honoring John J. Kepes, M.D. 
Platin Restaurant-Thermal Hocel 

Speaker: John J. Kepes, M. D. 
(Co-author: Felicia Slowik, M.D.) 

'A. Lindau's Cerebellar Hemangioblastoma 70 Years Later: 
Some Pediatric Aspects" 

Adjourn 



Tuesday 
October 8,1996 

1 1:35 16. Surgery of Brain Stem Tumors 

Istva'n Nyn'ry, M. D., Ph.D. 
Conference Chair 

12:lO -200  PM Conference Luncheon 
Platln Restaurant-Thermal Hotel 

8:00 AM-6:00 PM Registration 

8:45- 12: I0 PM Session 111 
Gliomas in Infants and Children 

2:OO-6:00 PM Session IV 
Other Tumors of the Central Nervous System Session Chair: 

Zstva'tz Nydrp M. D., Ph. D. 
Conference Chair 

Session Chair: 

John/. Kepes, M.D. 
Conference Chair Each paper includes 25 minutes for presentation followed by 10 minutes for discussion. 

8:45 12. I m m ~ n o b i o i o ~ y  of Gliomas: New Perspectives 
for Therapy 17. Brain Tumors During the First Year of Life 

Pierre- Yves Dietrich, M. D. 
Division of Oncology, Tumor Immunology 
Geneva Hospital 
Geneva, Switzerland 

Lliszld Bogna'r, M.D. 
Department of Pediatric Neurosurgery 
National Institute of Neurosurgery 
Budapest, Hungary 

9:20 13. Molecular Biology of Centrd Nervous System Tumors: 
Craniopharyngiomas, Pituitary Adenomar and 
Meningiomas 

18. Ependymomas 

Concezio Di Rocco, M.D. 
Department of Neurosurgery 
Catholic University Medical School 
Rome, Italy 

RudolfFabibusch, M. D. 
Department of Neurosurgery 
University of Erlangen-Niirnberg 
Erlangen, Germany 

17. Craniopharyngiomas 9:55 14. Supra and Infratentorial Gliornas in Childhood 

Jdno~ Kzjak, M D. 
Department of Neurosurgery 
National Institute ofNeurosurgery 
Budapesr, Hungary 

Derek A. Bruce, M. D. 
Department of Pediatric ~ e u r o s u & e r ~  
Children's Medical Center 
Dallas, Texas 

1030- l l :00  AM Intermission 
345-415 PM Intermission 

1 1:00 15. Plexus Papillomas 

Christian Saint-Rose, M. D. 
Department of Pediatric Neurosurgery 
Necker Hospital for Sick Children 
Paris, France 

4: 15 20. Adjuvant Chemotherapy of Pediatric Brain Tumors 

Tribhaluan S. Vats, M.D. 
Conference Chair 



4 :5O . 21. Intraventricular Tumors in Childhood 

Claude Lapras, M. D. 
Hospital of Neurology 
Lyon, France 

5:25 22. Challenges in the Management of Bone Tumors 

Alan W Craji> M. D., ER. C.P 
Department of Child Health 
Royal Victoria Infirmary 
Newcastle Upon Tyne, United Kingdom 

Adjourn 

Conference Banquet 
Platin Restaurant-Thermal Hotel 

Wednesday 
October 9,1996 

8:00 AM-5:30 PM Registration 

8:45-12:25 PM Session V 
Long-Term Survival, Supportive Care and Ethical Issues 

Session Chair: 

Frederick E Holmes, M. D. 
Conference Chair 

Each paper includes 25 minutes for presentation followed by 10 minutes for discussion.* 

8:45 23. Long-Term Survival in Childhood and 
Adolescent Cancer-U.S.A. 

Grace E. Holmes, M. D. 
Department of Pediatrics and Preventive Medicine 
University of Kansas Medical Center 
Kansas City, Kansas 

24. Quality Assurance of Care in Chemotherapy 

Sdndor Eckbardt, M. D.; Pb. D., DSc. 
National Institute of Oncology 
Budapest, Hungary 

25. Ethical Issues in Pediatric Cancer 
1, 

JosefKouteckj, M.D., D.Sc. 
Department of Pediatric Oncology 
2nd Medical Faculty 
Charles University 
Prague, Czech Republic 

10:45-11: 15 AM Intermission 

*Paper number 25 includes 40 minutes for presentation followed by 10 minutes for 
discussion. 



26. The Problem of Pediatric Malignancies in the 
Developing World 

Hans Peter W~gnet; M. D. 
Swiss Institute for Applied Cancer Research (SIAK) 
Bern. Switzerland 

27. Nutrition and Pediatric Cancer 

Hedvig Boddnszky, M. D.. Ph. D. 
2nd Department of Pediatrics 
Semmelweis University Medical School 
Budapest, Hungary 

12:25-2:00 PM Conference Luncheon 
Platin Restaurant-Thermal Hotel 

2:OO-5:25 I'M Session VI 
Consequences of Treatment and Screening 

Session Chair: 

Eibhawan S. Vats, M. D. 
Conference Chair 

28. Pediatric Cancer and Psychosocial Problems 

Giuseppe Maseru, M. D. 
Department of Pediatric Hematology 
San Gerardo Hospital 
University of Milan 
Monza, Italy 

29. Cardiotoxicity of Anthra~~cl ines and its Prevention 

30. The Role of Clinical Pl~armacological Studies %= - 
'%%-,i 

in the Development of New Treatment Strategies 

Joseph D. Borsi, M. D., Pb. D., DSc. 
2nd Department of Pediatrics 
Semmelweis University Medical School 
Budapest, Hungary 

3:45-4:15 PM Intermission 

4:15 31. Emesis Control in Children with Cancer 

Crib  Csd'ki, M.D. 
2nd Department of Pediatrics 
Semmelweis University Medical School 
Budapest, Hungary 

32. The Role of Cytoldnes and Supportive Therapy in 
Pediatric Malignancies 

Thomas Ferencz, M.D. 
2nd Department of Pediatrics 
Semmelweis University Medical School 
Budapest, Hungary 

Farewell and Adjourn 

Martin G. Mott, D.Sc., M.B.,Ch,B., ER.C.P, D.C.H. 
Department of Child Health 
Royal Hospital for Sick Children 
University of Bristol 
Bristol, United Kingdom 




