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Irradiation od lymphatic drainage (LDI) in the treatment of breast
carcinoma (BC): clinical indications and technical problems. Volumes
analysis (VA) and local control (LC). Results of a mono institutional
study

G. Evangelista, P. Guemieri, G. Mortellaro, B. Abbate, V. Caputo,
P Montemaggi, L. Barone Tonghi. Regionai Cancer Cenlre “M. Ascoli”,
Radiotherapy, Palermo, italy

Purpose: LDI is beneficial in BC radiotherapy but it presents several
technical problems due to the anatomic complexity of the involved volumes.
We present data from a mono institution study to evaluate technical
problems, VA and homogeneity, medium term LC.

Method and Materials: 850 consecutive patients (pts) with BC, observed
between January 2002 and December 2002, entered in a house protocol
in which pts with either one of the following: a) >4 positive nodes (PN},
massive or extra capsular node invasion (MI), <13 nodes in the surgical
specimen, were scheduled to receive LDI at the time of tangential fields.
Total mastectomy accounted for 170 cases (20%), while 680 (B0%)
received a conservative surgical approach. LDI was done in 154 cases
{18.1%) because one of the following: 4 to 5 PN 46 pts (30% of 154), 6 to
10 PN 62 pts (40%). more than 10 PN 23 pts (15%), MI 23pts{15%): Ml was
also present in 92 pts (69%) as a concomitant feature. LDI was camied out
either with 4 isocentric fields technique (4F), (131 cases, 85%). or through
a modified extended tangential fields technique (MT) (23 cases, 15%). A
cumulative analysis on the dose distribution was done utilizing DVH and
biological evaluation (TCP and NTCP). Local control data are projected at
5 years.

Results: We observed differences in VA In favour of 4F technique,
when evaluated through DVH analysis. 4F technique allowed a better PTV
coverage (17%) than MT. Humeral head V50 was smaller for 4F technique
(30% to 60%) than MT,. dose-homogeneity index showed a 10% dose
variation inside PTV for 4F with a minimum dose to sopraclavicular nodes
(SN} »45 Gy as compared to a dose variation of 30% or more with MT with
a minimum dose to SN ranging 25 to 30Gy. As far as LC we had 2 SN
failures in MT group, TCP and NTCP were also in favour of 4F while no
patient did yet relapse in FT group.

Conclusions: LDI in BC represents a technical challenge for radiation
oncologists. Dosimetric analysis shows that 4F technique represents a
feasible and effective method al treatment. Even if other techniques may
be used, volumes coverage and dose homogeneity support the superiority
of 4F technique, pending statistically significant data on dinical and results.

191 Poster
The use of the BCT in the population included in the
EORTC22922/10925 investigating elective lymph node irradiation
comparing with 22881/10882 investigating the role of a boost in early
breast cancer

E. Musat’, P. Poortmans’?, H. Bartelink™?, W. Van den Bogaert',

J.C. Horiot™?, H. Struikmans™, A. Fourquet’, C. Kirkove', M. Pisrart’,
L. Colletts’. "FORTC, Radiotherapy Group, Brussels, Beigium, ° FORTG,
Breast Cancer Group, Brussels, Belgium

Purpose: To compare the treatment given, in relation to the tumour and
patient characteristics in two consecutive, large prospective phase Il trials
conducted by the EORTC RT and Breast Cancer Groups in the past 15
years.

Methods: During 1989—1996, EORTC 22881/10882 trial (BOOST)
included 5318 pts with unilateral pT1-T2 pNO-N1 MO breast cancer. During
1996—2004, EORTC 22922/10925 trial {IM-MS) included 4004 pts with
unilateral, operable breast cancer, with positive axillary nodes andior
location in the medial or central quadrants.

Results: See the table. Due to the inclusion criteria for these trials, the
tumour characteristics in the IM-MS trial are less than in the BOOST trial.
Stage distribution (UICC 6th TNM) in the BCT group of IM-MS trial was:
42% St 1, 34% St 1A, 15% St IB and 8% St IllA compared to 63% St 1, 26%
St 1A, 5% St 1B and 4% 5t A In the BOOST trial. Nevertheless, In the
IM-MS trial the BCT was used in 76% of pts of which 85% received a mean
of 14 Gy radiotherapy boost dose. The percent of pts receiving the boost
by age decade was: 97% < 35 years, 92% in 36-50 years, 84% in 51-60
years and 78% in the pts older than 60 years. According to the tumour
stage and actual guidelines many more pts have also received adjuvant
systemic treatment in the IM-MS than in the BOOST trial.

Conclusion: Results of the IM-MS trial may more accurately reflect the
use of the BCT In the cumrent daily practice. The BOSST trial results,
proving the effectiveness of a boost dose in improving local control In
the BCT was largely incorporated in the IM-MS trial without a significant
correlation between the boost dose and age decade or stage.
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Pathology 22681110862 220922110925
pT1 78% 0%

pT2 19% 29%

pT3 0% 1%

1-3 positive 17% 39%

nodes

> 4 positive nodes A% 8%

Loco regionaliadjuvant treatment

Boost delivery 50% B85%

Boost dose 16/6-29 14/1-26
Chematherapy 14% 50%
Hormonal therapy 20% 58%
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Improving equity of access to treatment for breast cancer patients
in south east Scotland: an audit of time from final surgery to
radiotherapy

C. Dodds’, J. Cameron®, W. Jack®, I. Kunkler?, U. Chetty®. " Sotth East
Scotland Cancer Network, SCAN Audit, Edinburgh, United Kingdom;

? Edinburgh Cancer Centre, Radiotherapy, Edinburgh, United Kingdom;
I Edinburgh Breast Unit, Edinburgh, United Kingdom

Summary: A review of prospective cancer audit data in S E Scotland
highlighted significant differences in time from final surgery to start of
adjuvart radiotherapy between the five breast service hospitals, despite
all patients being treated with radiotherapy in the regional centre. Further
audit was undertaken to analyse these differences at each stage of the
patient journey, pin-pointing particular problem areas, and measures were
subsequently introduced to streamline the process.

Background: S E Scotland Cancer Network (SCAN) (www .scan.scot.
nhs.uk} aims to Improve care, treatment and equity of access for cancer
patients across the region. The SCAN Breast Group, comprising clinical
and non-dinical staff from the five hospital breast services, and from the
regional oncology service at the Edinburgh Cancer Centre (ECC), ensures
coordination and consistency through defined pathways and protocols of
care. There is evidence that delay in initiating radiotherapy (RT) after
surgery compromises local control.

Availability of reliable performance data is key to the network’s ability to
maonitor and improve the quality of cancer care . A core evidence-based and
defined dataset for Breast Cancer is collected by all three managed clinical
networks in Scotland.

Outline of problem: The Scottish national clinical standard states: 70%
of patients to start RT within 28 days of final surgery {excluding those
requiring adjuvant chemotherapy first).

Data review of patients diagnosed 2001-2 and 2002-13 identified (a) that
no hospitals came close to meeting the standard and (b} that there was
variation between the five hospital services, although all patients are treated
at the ECC.

Issues of RT capadty were already being addressed at national level
through planned expansion of the RT services. However, a more detailed
review of data was needed to assess the reasons for the variance between
hospitals and to find ways to improve on these.

Method: The detailed steps in the patient pathway from surgery to
post-operative RT were identified and additional data was collected from
casenotes and the RT booking system to supplement the prospedtive audit
data. Analysis was undertaken using MS Excel.

Analysis and Interpretation: Median waits in each hospital ranged from
39-75 days (2001-2) and 40-60 days (2002-3), with the relative ranking
of each hospital remaining constant throughout the period of analysis. The
main area of variability was the period from Initiating booking of RT to
the start of treatment planning. Accumulated waits depended on timing
of appointments, pathology reporting, and processes for delivering RT
booking forms.

Strategy for change: First appointment with clinical oncologist aranged
at pathology Multidisciplinary Meeting (MDM) and provisional RT booking
form completed.

The process for delivery of forms to ECC was streamlined.

A specialist radiographer was appointed to coordinate the patient’s
journey and act as a contact (in addition to Breast Care Nurses).

Expansion of RT capacity in ECC: more machine time and radiog-
rapher/physics staffing. Rapid reporting of pathology In all five breast
services.

Effects of change: Shortened time from MDM decision to start of post-
operative treatment.

Avoldance of unplanned delays



