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Radicaltreatment (5-10% of B'patients):
Indications

before EBRTremissionof atelectasis reclassification

2. Alone - definitive brachytherapy for small tumors T1-2 NO MO

- in patients with occult carcinoma or tumors potentiallsesectable with diameter <2 cm,
disqualified for surgery or EBR@apan, USA

3. Postoperative brachytherapy of the bronchial stump after
resection with positive resection marginf 2.

4. As a boost forminor residual disease within a combined nen
surgical radical approach.

The GEC ESTRO Handbook of Brachytherap§erbauletA., Potter R. MazeronJ-J., MeertensH Van LimbergenE. (ed9. ESTRO, Bruksela 2002.



Palliativetreatment (>90 % of BT

patients): Indications

1. The main indication Is treatment of life
threateningcomplicationssucha

dyspnea

obstructive pneumonia omtelectasis cough or
haemoptisisresultingfrom endobronchial or
endotrachealtumour growth.

2. Treatment of endobronchialor endotracheal
recurrenttumour growth in previously
Irradiated areasor in combination withEBR
for metastaticlungcancers.




Contraindications

1. peripherallocation of the tumor,
2. Pancoastumor (?),
3. location outside of bronchii,

4. contraindicationto bronchoscopy
(relative).



. Theaimis torelieve distress from symptomeaused by
endobronchialrecurrences and the restoration of patency of
the airway.

In order improve theQolLlit is preferable to use a method that
IS relativelyeasy to performand hasminimal complications

Removal of the tumour recurrence mass by endoscopic biops)
forceps combined with cryosurgerglectrocautery or laser
ablation can achieve only limited clearance and shqierm
palliation, because the tumour kinetic is not altered.

. Therefore, HDRBT is the option of treatmenendobronchial
recurrencesumours which can increase the efficiency of the
control of malignant airway obstruction and the duration of
palliation.




5. Fromregard on location of the lesiom some cases
brachytherapy iIs a treatment of choice.

6. In some cases we can repeat this treatment when
dyspneareturns. It arises from the fact, thalkocal
Irradiation is connected with relative good adjacent

health tissue sparing.
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Isodosegplaced on schematically situated right main bronchus and pulmoné e
artery. Catheter with inserted isotopér-192 is located nearby artery wall. In g \35
this casdrradiation dose, growing constantly with shortening of distance to -

source, is very high and greater in artery wall then in tumor.

&

The risk of bronchus and artery wall damage anaemorrhageis high.
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Pulmonary arteries and bronchii overlaping each other. The risk of
radiation overdose in arteries wall in case of applicator setting near-
by artery is great. RPA —right pulmonary artery, LPA — left pulmonary
artery, RUL —right upper lobe, RLL —right lower lobe, LLL — left lower

lobe, LUL — left upper lobe




Summaryof updatedrecommendations

American Brachytherappocietyconsensuguidelinesfor thoracicbrachytherapy forlung cancer
A. Stewart, BParasharM. Patel D.h QC |, M]\%@idli, P.Devlin, S.Mutyala; Brachytherapy 2016; 15 -11

x CT simulations recommended forendobronchialBT
x CT planning witl8Dtarget definition isrecommended
over point prescription forendobronchialBT
x HDRor PDRBTwith the ability to optimize dose are
recommended over low dose ratBT forendobronchial

treatment.
x RadicalendobronchialBT(alone or as a boost) is
recommendedgenerally within confines of clinical trials.

X Interstitial seed treatment aftersublobarlung resection is
recommendedyenerally within the confines of clinical trials.

x Postoperative CT planning should be performed for interstitial
iImplants with reporting of dose to organs at risk.




Summaryof updated recommendations

American Brachytherapgocietyconsensuguidelinesfor thoracicbrachytherapy forlung cancer
A. Stewart, BParasharM. Pate, D.h Q C I, NINB&gidli P.Devlin, S.Mutyala; Brachytherapy 2016; 15 -11

Table 2
The ABS dose recommendations for endobronchial brachytherapy

Brachytherapy alone
PDR 30 Gy in one insertion (using pulses that offer biological

equivalence to LDR)
HDR 10 Gy in one fraction
15 Gy in one fraction
14.2—20 Gy in two fractions
22.5 Gy in three fractions
24 Gy in four fractions
30 Gy in six fractions (high dose palliation)
Brachytherapy as a boost following EBRT] (although note Cochrane

guidance to not use routinely)
PDR 15—20 Gy in one insertion (using pulses that offer biologic

equivalence to LDR)
HDR 10-15 Gy in two to three fractions (following up to 60 Gy in

30 fractions)




Brachytherapy treatment schemasindications, doses

i ,
Il phase Il phase IV phase |

EBRT 16 Gy in 8
fr. (changed fields)

Indications fo! ~ | phase
brachytherap\ t 2 I )/ l %1
otal dose 44 Gy in 1 fr. x 6 Gy, ref. point

Radical combin®
treatment: schema I -aa 2 Gy (2 ap fields) 0.5-1cm

clinical stage T3 N1-3
MO

Radical combined EBRT: total dose 44 Gy in EBRT 16 Gy in 8 fr.
treatment; schema II; 22fr.aa2 Gy (2 ap fields) (changed fields)
clinical stage T3 N1-3
MO
Radical sole Total dose 36- 42 Gy in 6- 7

fr. with interval of 4 - 7 days
between fractions

After EBRT with total dose To consider increasing
of 50- 60 Gy the total use using HDR
BT HDR. Fr. dose from 1
X 6 Gy till 3fr. x 6 Gy (18
Gy), depending on EBRT
dose

reatment, radiologically
occult cancer T:2NO
Radical treatment
after surgery, R2

Radical treatment: Sole brachytherapy: 4fr. of
with interval of 4- 7

en fractions

stump infiltration

Palliative dose > 50 Gy

tfreatment
treated earlier with EBRT 1 dose < 50 Gy
X 1(;fGy NCase Sometimes dose can be repeated after few weeks, in cases with clinica
remission or visible during bronchoscopy

WHO scale >2

HDR-BT -in1, 3
and 5 weeks of
EBRT i 3x 10

Gy.

8 5y in Jr. of 6 Gy with interval of 4-7 daysi in patients treated earlier with EBRT 1

e 22,5 Gy in 3r. of 7,5 GyGy with interval of 4 -7 daysi in patients not irradiated or

1fr. x 6 Gy,
ref. point 0.5-1












Tumor infiltrating carina and both main bronchi before application and after application of two
brachytherapy catheters. In this cases irradiated area includes carina and both main bronchi
















