[bookmark: _GoBack]Brachytherapy Notes from BT meeting 31/3/25 Barts London.
Please submit feedback to help shape future meetings:
https://forms.gle/xCXJKjSiSY6yimAn7
Welcome:
Thanks to Carys Upton and Sita Mahto from Barts for hosting us so well and Rebecca Park and Anna Vaughan from Varian for sponsoring lunch.
Organising committee introduced and terms of reference reviewed, explained how SCoR support Synapse- the online platform but can no longer accommodate us at Society HQ for meetings.   
Turnout=40 people which is great.
Need to think about benefits of in person or virtual attendance-versus hybrid meeting and associated difficulties.  Lunchtimes good but attendance uncertain.  For in person meetings, maybe avoid end of March due to annual leave/Easter.  Plenty of notice needed.
If centres have access to a meeting room/could offer spaces, please let the committee know.  
Action: LL will send Spencer/SCoR a report from the meeting.  
Action: Erin McMonnies (Velindre) and Rosey Sharp (Southampton) and would like to Join the committee.  LL to send invite for next committee meeting.
Action: We will upload the updated Terms of reference to the SCOR website and to Synapse.
Presentation and discussion on neo-adjuvant chemo:
? leads to Smaller brachy volumes.  
Bristol have done 9 interlace protocol patients. Performance status could be a predictor.
Platelet protocol-for spinals-UCHG to share protocol.   Some centres transfuse platelets prior to anaesthetic. 
Link to online GYN smart talks: Gyn-SMART - Past events

Brachytherapy workbook project SHU
Students get 4 hours of brachy lectures at SHU. Clinical placement can be daunting or difficult to get involved with, created a guide/workbook to complete and are happy to receive feedback.  Will share more widely once introduced and gained feedback.  Positive feedback form audience.
Fluid contamination in brachytherapy applicator-Barts.
Fluid detected in transfer tube-source=from cleaning and disinfection (Steris),bungs off during wash or faulty bungs.  Varian have transparent transfer tubes.
Leak stop buttons fit on needles that can be used (Varian).  Can also get leak stop channel markers. These can prevent ingress of fluid.  
Paperless
Leicester: Aria to Gamma med
Print PDF and import to Aria.
Use Carepaths-linked to live protocols, use questionnaires and checklists.
Use encounters for pre treat and theatre, prescription is in Aria- with link to clinician, plans in documents modules, treatment checklist, how to log who has treated, sterile services documentation is scanned in, use journal for on-treatment notes. Treatment summary-trt record-documents module and for patient, discharge letter with QR code for information booklets link.
2 week post treatment follow up call- comes up as dynamic document/task.
Took sections of treatment sheet and categorised it.   Closed unit for 2 years when new site was built.
Used MIRO process mapping tool:  Mind Map Online | Free Mind Mapping Software | Miro
Shared out between team.  Visited several centres to see what they did well.
Difficulties with linking outside systems e.g. hospital records system.
Bristol- Mosaiq to Gammamed
Exp of EBRT dept paperless, but Varian Gammamed doesn’t speak to ELEKTA. 
Previously, prescriptions done on paper, plans printed and manually signed.
1)Get rid of printing trt deliveries-save as PDF-can have 2 sigs for this in Mosaiq.
QCL pathways added-to use for pre treat and post treat checks.
Theatre stuff is all paper.  
Another centre uses Chart and have a tab in assessments.
Southampton are Elekta to Mosaiq and will present next time!

Becky Park -Varian Rebecca.park@Varian.com
Presentation of Bravos-has lots of advanced features automatic QA tool, touchscreen inside room with plan information/applicator connections, esigns.  
Planning systems: Brachyvision, Can do concurrent editing-e.g. duplicate structure sets so can plan whilst contouring.
Maastro applicator-contact brachytherapy trial rectal, see webinars.  Webinars

HDR prostate day case: Presented by Pauline Humprey on behalf of Kate Channell.
Routinely spinal, had IP stay with continuous bladder irrigation.  Needed to change to day case. Drive to increase day case approach to procedures/covid.  Over 300 cases performed as day case, 
Switched to Ti needles 2mm.  Led to faster insertion (previously made a track first with metal needles) and reduction in haematuria.
Can use Varian plastic needles 25x! (Elekta plastic are single use).
Changed analgesia to spinal-used fentanyl instead of diamorphine, pupivacanine -able to pass urine more quickly.
SOP was developed.  Moderate haematuria would washout until minimal, needed pathway for emergency admission in case of continued moderate haematuria, 
Pilot study first, kept secured bed in case needed.  3h 24 from applicator removal to discharge
Sunnybrook do day case with US planning and GA.  Education happening about removing catheters?? Self TWOC at home.

Link to PDFs of 
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Brachytherapy Radiographers Forum Terms of Reference 

Purpose 

Brachytherapy is a small specialised area within radiotherapy with approximately 3% of radiotherapy patients receiving brachytherapy (The Royal College of Radiologists 2007: The Role and Development of Brachytherapy Services in the United Kingdom). Some areas of brachytherapy are seeing considerable increases in complexity of techniques and a need for greater resources including therapeutic radiographers to provide this. In each radiotherapy centre there are usually very few brachytherapy radiographers and their roles can vary widely between centres. This can leave brachytherapy radiographers feeling quite isolated in their specialised roles. The Brachytherapy Radiographers Forum is intended to facilitate the support and professional development of those therapeutic radiographers who are involved or wish to be involved in provision of brachytherapy services. The forum provides a means for radiographers to meet and exchange ideas, information and support in this developing area within radiotherapy.

The group was first established by Julia Solano, Radiotherapy Services Manager at University College London Hospitals, in 2007.

Aims and responsibilities

· To provide peer support for therapeutic radiographers to share knowledge and clinical expertise and to exchange ideas.

· To support and contribute to the development of standards of best practice for those involved in providing brachytherapy services and for the benefit of patients.

· To act as a source of expert knowledge for members of The Society of Radiographers and for all members of the multi-disciplinary team.

· To develop advisory information to be supplied in the form of publications and study days/seminars to other members of the profession.

· To lead and drive the development of high standards of care and quality improvements in brachytherapy.

· To promote, develop and contribute to research in the field of brachytherapy.

Meetings

The forum will meet at least once per year. Meetings may be face to face or virtual. Individual members are required to cover their own expenses for travel costs etc.

An online forum hosted by the Society and College of Radiographers (SCoR) will be available to members.  Members are responsible for ensuring confidential information relating to patients must not be circulated on the online forum.

Representatives of brachytherapy manufacturers, other specialities and organisations are welcomed by invitation only.

An officer representing the SCoR may be invited to meetings to provide advice and updates.

A note taker will be appointed at each meeting, and/or a recording made via virtual platform.  A summary of meeting notes will be made available to the members section of the SCoR web pages and meeting notes/recordings/presentations (with presenter’s permission) will be made available to the Brachytherapy Radiographers Forum members via the online forum.

Small working parties may be constituted as necessary for dedicated projects.

Membership

Membership will be open to all UK and Ireland therapeutic radiographers with a special interest in brachytherapy.

There is no fee for membership of the forum. The group will be self-funding. Individual members will be expected to cover their own expenses and to contribute as appropriate to group projects. Private sponsorship may be sought for provision of study days/seminars.

Members are expected to contribute to the online forum and projects arising from the forum or meetings.

A Forum Organising Committee will be appointed and reviewed annually.

Reporting and accountability

 

The special interest group, in recognition of the importance of close collaboration, will keep the Council of the Society of Radiographers and the Board of Trustees of the College of Radiographers informed of their activities.



Accountability of the group is via the Forum Organising Committee. 

Contact Details:

 

The Forum Organising Committee:

Pauline Humphrey: pauline.humphrey@uhbw.nhs.uk

Laura Lane: laura.lane10@nhs.net

Gemma Burke: g.burke@shu.ac.uk

Erin McMonnies: Erin.McMonnies@wales.nhs.uk

Rosie Sharp:
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Paper to Paperless

Paperless Brachytherapy in Why? — New Build Brachy Department
Leicester

medical systems

ARTA

Aria to GammaMed

By Yatin Chauhan and Kerry Shipman

31t March 2025

How was paperlight achieved? Processes that were reviewed Benefits of being paperless

status ¥ Alldocuments in one place
Use of: Pre-
treatment ¥ Accessible to all heath professionals
Referrals Theatre
v D dul reate

. process
Telephone Processes reviewed
follow-up

Treatment
i
o
s
tatic
annotations - Treatment Plan/Plan
Sterile checks
services

Any Questions??
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Neo-adjuvant (induction)
chemotherapy and Immunotherapy
regimes for cervical cancer

Experiences of implementation from multiple UK radiotherapy centres

Kirstie Johnson
ainee Cons. Therapeuc Radiographer Gynae, CastieHi Hospital, Hull
Kirse ohnean3@on

s University Hoypraks
Teadhah University The Christie il and Weston Leila Peskett
M Trust ———— s o ‘Brachytherapy Radiographer Bristol Haematology & Oncology Centre.

Introduction

« Brief summary of the research into new neoadjuvant regimes
* ENGOT/KEYNOTE-A18
* INTERLACE

« Critique
« Case studies and experiences from multiple centres

* Discussion

ENGOT/KEYNOTE-A18: Aims and Method

+ Evaluated the efficacy and safety of adding a widely-available immunotherapy agent
Pembrolizumab to chemoradiotherapy in locally advanced cervical cancer

* Phase 3 randomised double-blind, placebo-controlled trial

Conducted at 176 medical centres in 30 countries, involving 1060 participants recruited 2020-2022

* Participants randomised 1:1 to receive either:

arm: 5 cycles i every 3 weeks followed by chemoradiotherapy
+a furthur 15 cycles Pembrolizumab 6 weekly after chemoradiotherapy

Control arm: 5 cycles placebo every 3 weeks followed by chemoradiotherapy
+afurthur 15 cycles placebo 6 weekly after chemoradiotherapy

+ Primary endpoints: Progression-free survival and Overall Survival

1

ENGOT/KEYNOTE-A18: Results and Conclusions
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At 24 months, progression-free survival was 68% with
pembrolizumab versus 57% with placebo (HR 0.70, ccoc <
p=0.0020) : "

ENGOT/KEYNOTE-A18: Results and Conclusions

* Overall survival at 24 months was 87% with
pembrolizumab versus 81% with placebo (HR 0.73, not
statistically significant)

* Grade 3 or higher adverse events occurred in 75% of
the pembrolizumab group versus 69% of the placebo
group

#90% patients had IMRT/VMAT, 88% had 3D HR CTV TE R Y T il

. i plus

improved progression-free survival in high-risk, locally
advanced cervical cancer.

Critique:

ENGOT/KEYNOTE A-18
= Still awaiting 5 year results
= Included PD-L1 positive and PD-L1 negative patients
= 5.0r 6 weekly cycles of Cisplatin during chemaradiotherapy
* Patient experience with long regimes (eg. hairloss, hyper/hypo thyroidism, logistics of safe delivery)
= Increased toxicity - ensuring adequate knowledge of SACT and interventions
- Relapse patterns not published

INTERLACE: Aims and Method

+ To investigate whether adding induction to standard iotherapy improves
progression-free and overall survival in locally advanced cervical cancers

« Phase 3 multicenter randomised trial (32 medical centers in Brazil, India, Italy, Mexico & UK)

* 500 patients recruited over 10 years (FIGO 2008 stage IB1 with nodal involvement to IVA)
randomised 1:1 to:

Standard chemoradiotherapy (cisplatin-based weekly with external beam radiotherapy
and brachytherapy)

Induction chemotherapy (carboplatin + paclitaxel for 6 weeks) followed by standard
chemoradiotherapy

« Primary endpoints: Progression-free survival and Overall Survival

INTERLACE: Results and Conclusions

* Progression-free survival (5 years): .
72% with induction chemotherapy + chemoradiotherapy vs. 64%
with chemoradiotherapy alone (HR 0.65, p=0.013)

« Overall survival (5 years):
80% with induction chemotherapy + chemoradiotherapy vs. 72%
with chemoradiotherapy alone (HR 0.60, p=0.015)

Higher incidence of grade 3+ adverse events in the induction
chemotherapy group (59% vs. 48%)

Only 4% of patients exceeded 56 days overall radiation treatment time

Conclusion: Short-course induction chemotherapy before
chemoradiotherapy significantly improves progression-free and overall e —
survival for locally advanced cervical cancer

Interlace

ENERACE 5 e 3 et e e et

* “In conclusion, this short-course
induction chemotherapy regimen
followed by chemoradiotherapy
improves survival of patients with
locally advanced cervical cancer.

* It should now be considered a
standard of care and be included in
the design of future trials that
explore the incorporation of new
agents for the treatment of locally
advanced cervical cancer.”






However...Interlace vs. Embrace

Haematological toxicity
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Conclusions

* Many variables with uncertainies around!
« Patterns of relapse
« Patient selection (eg. staging, PD-L1 and HPV status)
. in staging, imaging, and
« Role of prophylactic pa node irradiation

+ In-depth population analysis of the patients across both studies is required (in progress)

However both studies favour neoadjuvant chemotherapy

(EMBRACE standard)

+ INTERLACE met endpoints with highly statistically significant differences in favour of induction chemotherapy with no

evidence of detriment (albeit with an increase
chemoradiotherapy plus brachytherapy

ENGOT/KEYNOTE A18 to update on 3yr+ OS and PFS data, including patterns of relapse
However...

in Grade 3 toxicities) and fewer distant relapses compared to standard

During the past 20 years, there have been major in definitive for cervical cancer.
Implementation of MR based, image guided adaptive brachytherapy has resulted in unprecedented local
control rates of >90% across all stages, while improving pelvic control and survival rates by about 10% without
increasing toxicity.

benefit of in INTERLACE is only valid in comparison with less than
optimal radiotherapy.

For more information....

wetone 1o crrowr B Gyn-SMART Winter Edition

==

For more info please watch
google.c iew/gyn-smart/past-events

Audience participation

* A show of hands if your centre was involved in and/or adopted:
+ ENGOT/KEYNOTE A18?
* INTERLACE?

* For all Ca Cervix or selected cases?
* Show of hands if these regimes have interfered with your brachy scheduling...!
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Case studies
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The Hull Experience

* Queens Centre, Castle Hill Hospital, Varian linacs, Flexitron Brachy unit

* Medium-sized centre; average 23 cervical cancer patients per year
« Participated in Interlace trial - 3 patients recruited (of 15 approached)

« Interlace regime started recently with FIGO Stage 3-4 now all FIGO Stage 2B+:
« 6 cycles induction weekly Paclitaxel/Carboplatin
* 50.4Gy in 28# EBRT with 5 weekly cycles Cisplatin
* 21Gy in 3# IU Brachytherapy

« Challenges include:
+ Large catchment area with chemotherapy delivery in multiple hospitals
+ Consent and (dual medical oncology

required

Case Study

* 45 year old woman with inal pain and wei (BMI15)

* FIGO 4a (No definite bladder invasion, left ovary involved on MRI Abdo/Pelvis, some evidence of upper
vaginal involvement)

+ Biopsy confirmed HPV associated SCC cervix

« All cervix ca pts for chemoradiotherapy in our centre have staging
PET-CT

« PET-CT identified no definitive FDG-avid lymphadenopathy, no
evidence of distant disease

+ Intention: 6 cycles Paclitaxel/Carboplatin (under Medical
Oncologist) followed by 5 weekly cycles Cisplatin 50.4Gy in 28#
VMAT with PH1 followed by 18Gy in 10# VMAT boost PH2 (under
Clinical Oncologist)
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Case Study: Induction Chemotherapy/RT Planning

+ Early community dietetic intervention arranged by local CNS
+ Chemotherapy delivered at peripheral hospital closer to home
+ Allergic reaction to Carboplatin continued with Paclitaxel only
* ARIA used to monitor/record side effects by Advanced Nurse

Practitioners/SACT CNS at peripheral hospital plus Journal notes
very helpful

* Lorenzo electronic health record used in both trusts

* Due to CT/Linac capacity continued to CT planning scan 3 weeks
prior to radiotherapy start date as we did not think primary CTV
would be greatly different

* Issues with bowel prep for planning due to slow bowel motility
(constipation side effect of induction chemotherapy)

« Patient side effects fatigue (RTOG grade 2), hairloss, nausea
(RTOG 1)

19
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Case Study: During radiotherapy

CT Planning Scan 1
Plar

« CTVp with 3 weeks between planning CT and start of RT
did show drastic change!
* MRSA treatment and testing an issue: needed 3
negative tests as per trust protocol
« Impact on patient as had to st in isolation area at beginning of
radiotherapy
« Continued; early rescan and replan due to CTV
shrinkage (reduce OAR toxicity eg. bowel)
Daily CBCT/daily in-vivo, adaptive reviews by
therapeutic radiographers, weekly RT Gynae MDT

CT Planning Scan 2 MRI Week 4

* Weekly SE review, RTOG2 fatigue, nausea, diarrhoea

+ MRI arranged for week 4 to assess response reviewed in
main Gynae MDT for radiologist review

Excellent response, no evidence of bladder involvement
decision to proceed to IU brachytherapy

Case Study: Brachytherapy

Discussion with patient for brachytherapy consent. Not aware re brachytherapy from beginning of
pathway increased anxiety
Brachytherapv radiographer chat towards end of radiotherapy to explain process and patient
rea:
Unsurj rlslnglv deconditioned prior to brachytherapy in comparison to standard chemo-
radiotherap!

* HB S0

* Neutropenic

* Low Potassium

« Low Magnesium

Pre-brachytherapy bloods, anaesthetist was ok to continue with GA

For subsequenté)atients introduced blood test last week of radiotherapy to give time to correct
electrolytes/RBC e

* Stayed on ward for brachytherapy, returned to Cancer Assessment Unit a week after to assess and

check blo

6 week post treatment follow up — fatigue RTOG 1, described ‘brain fog’, pleased hair growing
back, bowels occasionally loose but much |mproved urinary function normal

21

Learningin Hull so far....

* Challenge of different processes across trusts (eg. appt clashes for bloods, transport issues)
Benefit of shared systems (Lorenzo, MedOnc and ARIA)
Consider the patient experience

« Timely appropriate referral for psychological support, dietetics

Importance of MDT communication (building relationships between Booking Coordinators/Cancer
Navigators, Medical/Clinical Oncologists, Radiographers, CNS teams, SACT nurses/ANPs)

Develop joint pathways to reduce patient visits/avoid clashes

Patient safety is imperative — ensure all patients know the numbers to call if they experience side
effects of induction chemotherapy 24/7

* Deconditioning from cancer and treatment/pre-hab; importance of the basics (eating, drinking,
sleep)

+ 1 patient so far has refused induction chemotherapy due to hairloss, include discussions re wig
service in initial consultations

Potentially less interstitial cases in the future?
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Case Study: The Christie

* 31 YO referred from Preston post Induction chemotherapy with
Carboplatin and Paclitaxel chemotherapy, six weekly cycles.

« Stage 4a bladder extension, bilateral hydroureteronephrosis-uteric
stents, ? left ext iliac and aorto-caval nodes. Biopsy: CIN3

* 12m PV bleeding, abdo back pain.

« Anxiety depression personality disorder

* 3 children in foster care

« smoker 20+ day, signif weight loss 3m, BMI17.

with C: in and Paclitaxel chemotherapy, six weekly

cycles.

Chemoradiotherapy completed 29th November 2024 (including absconding from
admission at Preston)

Admitted to Christie 4™ Dec for brachytherapy but turned up with:

Urosepsis, AKI 3, Left stent blocked Creatine >356 hydronephrosis.

opioid toxicity.

Ulcer left buttock. News 5

Hb: 6.2

Followed sepsis pathway, BP unrecordable, rigors, pyrexia -crash call- escalated to CCU

On improvement, multiple issues rdgardlng wanting to go off ward for cigarette including
threats to self-discharge/Fall outsi
+ Multi-agency input
. Agreed to side room, one to one care, cigarette breaks. Game changer.
Completed BT as normal

OTT=52 days

24

Blood trends

Hb PIt(150-400) | WBC (4-11) Creatinine(44-
97)

Sept 97g/1 457(10%9/1) 16.74(10%9/L) | ?

29/11 79 53 1.59 ?

4/12 8.7 132 7.1 356

5/12 6.2 78 35 147

11/12 7.4 44 46 32

19/12/25 9.0 209 62 33

4/3/25 105 360 94 54
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Overview: Bristol Haematology and Oncology
Centre

« Any benefit versus OTT (delay of 1 week=5Gy dose reduction) * 7 INTERLACE patients so far, 1% in October 2024.
+ All completed neo-adjuvant chemo. 2 patients had reactions to Paclitaxol.

* Bloods -timing of drop « Only 3 patients completed all cycles of concurrent chemo- low blood counts.
« Side effects pre- brachy. 2 patients hospitalised- 1 had brachy delayed (other factors too?)
+ Week 5 MRIs- overall good response- 4 x complete/near complete, 2 x partial, 1 x no MRI.
* Brachy experience-

* low blood counts, 1 patient needed blood transfusion in between brachys.

* Magnesium infusions-1 patient had on day of 283# brachy.

* 1had GA rather than spinal- low platelets.

* Smaller HRCTVs?-No patients required needles, 5 patients had 2 of their fractions in 1 day. Simpler

procedure/less anaesthetic/less hospital visits.

* Many appeared to cope with brachy well- side effects still note e.g. fatigue, urinary/Gl symptoms.
* All patients HRCTV EQD2 88.6-94.6 Gy (only 1 person below 90Gy).
« OTT for all patients between 37-47 days (even delayed patient)

Thoughts...

* Need for careful support/appropriate patient condition!

28 29 30

Overview: Bristol Haematology and Oncology ) st References
Patient blood results at 15%# of Brachytherapy
Centre
McCormack et al (2024) Induction chemotherapy followed by standard chemoradiotherapy versus
. _ Blood standard chemoradiotherapy alone in patients with locally advanced cervical cancer (GCIG
Follow ups . R . . . Hmmmmmmm INTERLACE): an international multicentre randomised phase 3 trial. The Lancet [available on-line]
« 4 weeks- seen for 5 patients. Fatigue, lower back pain- overall improving. ‘gm':‘f (Aeo. B 280 gey &b 23 2 210 https://www.thelancet.com/journals/lancet/article/P11S0140-6736(24)01438-7/fulltext
* 3 months- seen for 2 patients. MRIS- no evidence of residual disease. Side 10
effects improving. Considering back to work. Lo/t Lorusso et al (2024) Pembrolizumab or placebo with chemoradiotherapy followed by
. ~ . Neutrophils  2.72 233 119 244 165 183 1.42 pembrolizumab or placebo for newly diagnosed high-risk locally advanced cervical cancer (ENGOT-

Thoughts- have not compared to standard ChemoRT (are side effects (1575 x11/GOG-3047/KEYNOTE-A18): a randomised double-blind phase 3 clinical trial. The Lancet

worse with neo-adjuvant). Limited number of patients, no long term 10*9/L) Volume 403 p1341-1349

data. Impression- patients require more support when coming for o S C I CRE - I T . e 1 T S B 5

brachy, anaesthetic options limited, need for transfusions/infusions. 8/ Voo SO . Neoac\ St A P ey N Gery, syl Sepereie Y Nomcn Fri | o S vancer

Volumes seem to be smaller, therefore simpler brachy procedures. Platelets 24 281 122 155 152 205 o1 o vokson Wi the GEC_ESTRO GYN working roup and te ENBRAGE suies, Cin Tanei Radia Oncol 2013 Jan 1948.60
(150-400 The EMBRACE Il study: The outcome and prospect of two decades of evolution within the GEC-ESTRO GYN working
10%9/1) group and the EMBRACE studies — ScienceDirect
Creatinine | 52 52 54 70 56 55 7 Are we making progress in curing advanced cervical cancer-again? - PubMed
(45-84.
umol/L)
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Service Evaluation:
Day Case Prostate
HDR Brachytherapy

Kate Channell, Trainee Consultant Radiographer
January 2025

Presented at Brachytherapy Radiographers Forum
March 2025

Pauline Humphrey, Consultant Radiographer

Day Case Procedures in the UK
Day case procedures are well established within the UK with around 300 procedures
now performed as day cases.

Benefits include:
* Cost saving

* Reduce demand for ward beds
* Reduce cancellations
* Reduce anxiety/distress

* Reduce risk of VTE and Hospital acquired infections

85% of elective surgical procedures to be performed as a day case by March 2025
(NHS England, 2024)

03/04/2025

Service evaluation project

Aim:

To evaluate the safety and effectiveness of performing prostate brachytherapy as a day
case at BHOC.

Initial 25 Patients

HDR Boost

Dec 2022- Sep 2024

Started with 1 patient per list

Comparison with:
25 most recent inpatient sample (pre-pilot)
September 2019- February 2022.

Introduction

‘Consider HDR Brachytherapy in combination with EBRT for men W|lh unfavourable intermediate
and high-risk localised Prostate cancer’

NICE Guidance [NG131]
* 1324

« Consider brachytherapy in combination with external beam radiotherapy for people with
CPG 2, 3, 4 and 5 localised or locally advanced prostate cancer. [2019, amended 1]

« In Bristol: PSA >20, or Gleason >8, or, T3/T4 disease (CPG4/CPG5)
* CPG3 especially if bilateral, high-volume disease
« Monotherapy to patients within CPG1 and CPG2

« This offers superior dosimetric and radiobiological advantages over EBRT alone.

Drivers of day case brachy Enablers of day case brachy

Covid-19: Upgraded Applicators:

Suspended prostate brachytherapy service in 2020 2020- Switched to 2mm titanium needles, led to
faster needle insertions and reduction in
haematuria

Reduce ward dependency: VEGO Optimiser: Planning time reduced and
Frequent cancellations due to ward bed shortages therefore discharge quicker

led to wasted theatre resources and caused

patient distress

Monotherapy: Fentanyl: Introduced as an improved spinal
RCT, Morton et al. (2020) reported BDFS rates as:  anaesthetic/analgesic medication along with
74% for 1 fraction (19Gy) bupivacaine (instead of diamorphine)

95% for 2 fractions (2 x 13.5Gy) Able to pass urine and stand sooner after spinal
Switch to 2#s needed to guarantee that 27 Earlier discharge times
fraction could be delivered with a week gap

BHOC Practice

* 2007- 2020
* Plastic interstitial needles

« Inpatient stay overnight for
continuous bladder irrigation

« To prevent blood clot formation
and potential acute urinary
retention (AUR)

* CT planned
* High Dose Rate Brachytherapy
* Usually spinal anaesthetic

Service improvement

Standard Operating Plan (SOP) was developed:

« Discharge pathway based on haematuria level
Minimal haematuria: Trial without catheter (TWOC)
Moderate haematuria: bladder washout until minimal
Failed TWOC: re-catheterise
Continued moderate haematuria: emergency admission

+ Pathway for emergency admission

+ Additional training
* Catheterisation
* Bladder scanning
+ Catheter passport and supplies

Pilot study Cobetacarton

* N=10 Treated Feb- Nov 2020 e
* Secured bed on ward D603.

1 Determine the percentage of patients who achieved SDD discharge and duration of stay
2 Measure the total recovery duration for day case patients
3 Determine the rate of haematuria following applicator removal
4 Assess the incidence of re-catheterisation prior to discharge
5 Determine the rate of re-admissions with 31 days of the day case procedure
6 Determine the rate of infections within 31 days of the day case procedure
1 %of patients who achieved same day 100% (n=25) 8 Hours 4 mins (+40mins)
discharge (SDD)
2 Total recovery duration for day case patients 3 Hours 24 mins (249mins)
3 Rate of haematuria following applicator 44% (n=11) 3 Hours 24 mins (+49mins)
removal
4 Incidence of re-catheterisation prior to 16% (n=4) 12% (n=3) moderate haematuria and unsuccessful
discharge, the presenting complications and bladder washout

strategies to resolve these
4% (n=1) failed TWOC

5 Rate of re-admissions with 31 days 4% (n=1) Presented with AUR
6 Rate of infections within 31 days 4%(n=1)  Re catheterised prior to discharge.

Presented with discharge and discomfort on day 3
post brachytherapy.






Comparison with inpatient outcomes (previous 25 patients)

] DAY CASE COHORT IN PATIENT COHORT

Incidence of re-catheterisation Day 0 Day 1
prior to discharge 16% (n=4) 12% (n=3)
Percentage of readmissions 4% (n=1) 8% (n=2)

within 31 days of procedure

Percentage of infections 4% (n=1) 8% (n=2)
reported within 31 days of
procedure.

Next Steps
 Patient Reported Outcome Measures

* Audit
* Evidence based SOP

* Publish and Share
« Surgical teams use BADS and MODEL Healthcare to benchmark practice
« Lack of evidence to support day case pathway, need to publish our
findings
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Summary of findings

* The switch from inpatient care has not negatively impacted our
outcomes

* The observed rates of AUR (4-8%) are consistent with published
evidence from similar departments. Specifically, Mendez et al. (2021)
and Sanmamed et al. (2023) reported AUR rates of 6.3% and 6.8%,
respectively

Additionally

« Complication rates of spinal anaesthetic low and therefore deemed
acceptable by anaesthetists

(Hypotension (n=1), Headache (n=1), Vomiting (n=1)
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Relevant Recommendations

Formal assessment of lower urinary tract symptoms (LUTS):

* Neoadjuvant androgen deprivation therapy (ADT) and alpha blockers (eg
Tamsulosin) are associated with an increased risk of AUR. Indicates more
advanced disease and LUTS (Mendez et al, 2021)

* Only 24% of our patients had an IPSS score recorded when offered
brachytherapy

* Suggest IPSS score is recorded and use of ADT and alpha blockers recorded

* Formal flow studies for those with significant LUTS.
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