
6. ADMISSION

_______________________________________

14 days prior to admission

7 days prior to admission:

3 days prior to admission

1 day prior to admission

No solid food

is allowed on this day

On the day of admission:

�

�

Your implant is at the Alfred Centre, Level 2, (Procedural Suite).

Please arrive at 6.45am on

Your implant is at The Bays hospital, Mornington on ____________

Please ring the Bays hospital the day prior to admission.

You will be told what time you will need to arrive.

Countdown instructions:

It is vitally important to prepare so as to get the very best possible outcome. This means
you need to carefully prepare your bowel.

Cease taking any drugs containing aspirin (Cartia, Astrix, Cardiprin, Asasantin)

or any anti-inflammatory drugs.

Paracetamol is fine to take for a headache.

Stop “antiplatelet drugs” (such as Plavix, Clopidogrel, Iscover or Persantin) if

you are taking these.

Commence low fibre diet on page 14.

Commence Tamsulosin (Flomaxtra) tablets once a day.

Commence clear fluid diet

on page 15. (
).

Take Picolax sachet in the

early afternoon.

Have nothing to eat or drink

from midnight.

Do not have anything to eat or drink
including medications.
Bring to hospital: toiletries, pyjamas,
reading matter and any medications
that you take.

�

�

�

�

�

�

�

�
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Low fibre diet

Foods to include Foods to avoid

Vegetables

Fruit

Dairy products

Meat

Cereals

Miscellaneous

Peeled potatoes, pumpkin,
mushrooms, carrots and
beetroot, tomato paste.

Strained fruit juices e.g. clear
apple or blackcurrant juice.
Tinned peaches, pears or
apple. Bananas, melon:

honeydew or cantaloupe.
Peeled apples

Milk, cheese, yogurt – vanilla
or natural. Ice cream, custard.

All meats e.g. beef, lamb,
chicken or pork. Fish and

seafood. Egg.

White bread, crumpets, plain
English muffins, plain cakes,

biscuits or pikelets. Rice
bubbles or cornflakes. White

pasta, rice or noodles.

Lollies, jelly, plain chocolate,
butter, margarine, honey,

vegemite, coffee, tea, cordial
and soft drinks

All other vegetables including
legumes e.g. baked beans,

split peas.

Dried fruits. Unstrained fruit
juices. All other fresh fruit.

Tinned pineapple.

Yogurt, cheese or ice cream
containing fruit, nuts or seeds.

Spicy meats e.g. curried, or
fatty meats e.g. salami,
sausages. Crumbed or

battered fish, meat or chicken.

Breads: rye, wholemeal,
multigrain, raisin, seeded or
high-fibre. Cakes or biscuits

containing fruit & nuts, or
made with wholemeal flour. All

other cereals

Nuts, peanut butter, jam or
marmalade. Coconut.
Popcorn, potato chips,

pickles, relish. Chocolate with
fruit or nuts.
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Clear liquids

Broth
Consomme (no vegetables or meat pieces)

Strained apple juice

Blackcurrant juice
Cranberry juice

Water
Tea or coffee with no milk
Carbonated beverages (including flavoured
mineral waters lemonade etc)

Jelly
Hard boiled lollies
Icy poles

Sugar
Salt

Soups

Fruit juices

Other beverages

Desserts/Sweets

Condiments

Rice bubbles or Cornflakes with milk
Egg on toast
White toast with margarine and honey
Clear apple juice
Cup of tea or coffee

Cordial, clear juice, tea or coffee
Plain sweet biscuit
Fruit e.g. banana, melon, peeled apple

Ham and cheese sandwich with white bread (margarine optional)
Scrambled egg on toast
Fruit salad or melons, banana, and ice cream
Vanilla yogurt
Cup of tea or coffee

Soft drink, cordial, tea or coffee
White dry biscuit and cheese
Plain scone with margarine and honey

Poached eggs on white toast
Chicken, fish or meat with peeled pumpkin, carrot, mushrooms and
mashed potatoes (or white rice, pasta or noodles)
Canned apple or jelly and ice cream
Cup of tea or coffee

Sample menu

Breakfast

Morning tea

Lunch

Afternoon tea

Dinner
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8. On the Day

Coming into hospital

In the hospital

After the operation

You need to come into hospital at the time specified. This seems very early, but is important for a

number of reasons. TheAlfred and the Bays are very busy surgical hospitals, and theatre schedules

are very tight. The organisations are particularly busy at 7.30-8.30 as the schedules start, and any

delays can lead to delays in surgery. Any delay in starting is not good because this can lead to time-

pressures for the whole team since the timetable is always critical. In addition, even if you are

scheduled for the second case, it is important to be there on time, since if there are any problems

with the first case running late, and then it is good to be able to swap the first and second cases in

time-order.

You will be admitted by the reception staff and prepared for theatre by the nurses. The anaesthetist

will visit in the waiting area, have a quick discussion, and make an assessment. We prefer a

general anaesthetic for seed implants, but it is his or her call in the end.

During this period, you will meet a whole range of staff in quick succession and many of them will

check things related to safety: your identity, what you're having done, etc. Please bear with them:

these checks are extremely important.

You will be taken to the theatre room. You will see the radiation oncologist just before you go to the

theatre, or in the theatre. In addition, there are a lot of other people in the theatre. Don't worry: they

all have their jobs. The urologist will be there, as well as the brachytherapy radiation therapist,

physicist, scrub nurse, a “circulating nurse”, an anaesthetist, their registrar, and a theatre

technician. Quite often other staff might be there too: for example quite often the radiation oncology

registrar is up in the theatre.

The anaesthetist will give you the anaesthetic. The urologist and the radiation oncologist will work

together to place the ultrasound probe in the rectum. The prostate is visualised and “lined-up” as it

was at the volume study. We then use the needles, already loaded with the seeds, to precisely

insert these tiny seeds into the prostate, through the perineum, as planned. We are guided by the

image from the ultrasound and by x-ray images as well.

The whole implant generally takes 40-60 minutes, and patients are in the “recovery room” within 90

minutes. Usually you will not require a catheter. You will either stay overnight or go home on the

day of the procedure, according to arrangements made beforehand and depending on being able to

pass a sufficient volume of urine. An overnight bed is always booked.

Most men will have a general anaesthetic, and so will sleep soundly during the operation. If the

implant is done under spinal anaesthetic, then you might remember being in the operating room,

but will not have any feeling below the waist, and will not be able to move the legs.

After the operation you will be taken to the recovery room, and observed here until the staff are

happy for you to be taken back to the ward. A small proportion of men will have a catheter in after

the operation, to drain the urine. This can be uncomfortable. It is uncommon to have real pain after

the implant, from any cause. If you have a general anaesthetic, you may be groggy for a while, and
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might also feel nauseous. The tube used for the general anaesthetic gas can also sometimes

cause a sore throat.

Back on the ward the main thing is to perform some vital bodily functions: walk, talk, eat, and pass

urine. Then you can go home. This takes quite a few hours in most cases. The laxative to clean out

the bowels and the restriction on fluids before the operation make men “dry” and so the kidneys will

not make very much urine quickly. For this reason we encourage you to drink a lot of water.

If you have a catheter, then we try to take this out as quickly as possible, so that you can pass urine

that afternoon and go home. Sometimes there is some blood in the urine, and the catheter is left in

until this clears up. This will usually happen quite quickly.

The urine needs to be strained for two weeks after the procedure, to catch any seeds that might

come out. This is unusual, but does occasionally happen. You will be given a strainer kit before

leaving hospital to do this. The urine straining should start in the ward after the implant. The nurse

will look after things in the ward. They will discuss any problems with the doctors, and at least one of

the doctors will come into the ward to see you in the afternoon to check on progress

.

Most patients will go home the same day. But if you live a long way from the hospital, live alone or

cannot pass sufficient amounts of urine we would like you to stay overnight. Abed is always booked

for you in the Alfred Centre, Medihotel (an area for patients who are mostly independent); you are

still classed as a patient of the hospital. Unfortunately, relatives and friends will not be able to stay

overnight, and visitors need to be out by 8pm. Each bed area will have a locked cupboard for

personal items and a locked drawer for medications. There is a telephone next to the bed and you

can arrange to have the television connected. As in other areas of the hospital there is a need to be

considerate of the comfort of other guests. No alcohol is permitted.

Usually, the following medication prescriptions will be given to you before leaving the ward.

: An antibiotic, taken twice a day until it is finished. It is rare but people may

have allergic reactions to this medication. If you notice a rash or an unusual reaction, then please

call us for advice.

: Is a prostate-specific drug that will help improve the strength of

the urine flow, by relaxing the muscles in the bladder and urethra. Flomaxtra is a slow release

medication and the usual dose is one tablet a day. It can be taken at any time of the day, with or

without food. You will continue on this for at least 3 months or perhaps longer, until your urine flow

returns to normal. Your MPI doctor or nurse will advise you when to stop.

: An anti-inflammatory drug can relieve the swelling of the prostate after the

implant. Take two tablets every twelve hours with food. This medication is designed to relieve

discomfort. If you feel it is not helping, then you may stop taking it. This is taken for at least one

week and then by doctor's advice regarding how to taper it. Many people find that they can

decrease the dose after a week. It is a good idea not to run out of this medication. You can change

the dose to suit your needs (between one and two tablets every twelve hours).

: This medication can worsen ulcer symptoms. If the stomach is irritated or if you have black

bowel motions after taking this medication, stop it and inform your doctor. You should tell the

Melbourne Prostate Institute doctors if you have a history of stomach ulcers.

What happens if I need to stay overnight?

9. Discharge Medications

Norfloxacin 400mg

Tamsulosin (Flomaxtra) 0.4mg

Naprosyn 250mg

Note
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Paracetamol (“Panadol”) or Paracetamol with Codeine (“Panadeine”): These are over the

counter pain medications. Take two tablets every four hours as needed if you have pain. Use as

directed to relieve pain and to help you sleep. These may be taken with Naprosyn. The codeine in

Panadeine may cause constipation. Do not take more than eight Panadeine or Panadol tablets per

day without first talking to your doctor.

The MPI nurse will call you after discharge to check on progress. Also, patients are seen

regularly after treatment to assess progress. You can always call us too, if you have problems.

The first visit back is about a month after the implant. This is to perform a quality assurance CT

scan, to enable us to compare the actual seed implant with what was planned. We can also

check on the immediate side-effects. This is mainly to make sure that all the immediate side-

effects of the treatment have worn off.

In the longer term, you are usually seen by the radiation oncologist and by the referring urologist, on

an alternating basis. Often patients will see a radiation oncologist once a year, and urologist once a

year, six months apart from each other. Then you are seen annually after two years.

The most sensitive way of monitoring your response to treatment is by following the PSA blood test.

Prostate cancer responds progressively, but slowly, after the course of treatment. The PSAwill decline,

but may not disappear, since the prostate is still present, and continues to make small amounts of PSA.

The PSA can “bounce” a bit in men after a seed implant, but generally, year-after-year, decreases to

lower and lower levels. The average PSAin men we have treated in 1998-2003 is less than 0.4 ng/mL.

These can occur with any procedure – both foreseeable and unforeseeable – after seed implants.

This section summarizes potential side-effects. If patients are concerned and wish to have further

information, ask the MPI radiation oncologist or the MPI nurse.

It is important to remember that, generally speaking, seed implants are a simple, relatively non-

invasive day procedure, causing little disruption for men. When they are compared to other curative

treatments for prostate cancer, seed implants are much less likely to cause some serious side-

effects. For example, urinary incontinence or impotence is much less likely after seed implants,

compared to after prostatectomy (robotic, laparoscopic or open). Seed implants similarly, are much

less likely to cause serious rectal problems, compared to treatment with beam radiotherapy.

It is also worth bearing in mind that most men have only minor problems after a seed implant: the

side-effects below are mentioned mostly for completeness. Having said that, it is useful to divide

seed-related effects into immediate, short-term, and long-term, depending on when they occur.

These occur in the hours and days after the implant. Men are typically “groggy” after the

anaesthetic, and some feel sick, like they want to vomit. Ordinarily men are “dry” and so are slow to

make urine. There is usually only minor discomfort between the legs and bruising or bleeding is not

common. Sometimes the backside can feel a bit uncomfortable, because of “stretching” caused by

our probe. It is normal to feel somewhat tired after the treatment. Most men can get back to their

normal activities within a day or so of the procedure, however it is important not to do any heavy

lifting or strenuous activity for at least a month after the implant.

10. What happens after treatment?

Side effects

Immediate Side-effects
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The most noticeable problems are with the bladder. Most men will leave the theatre without a

catheter. Because you are “dry”, it can take a while to make urine. Often you will get the sensation

that you need to urinate, but can't go. This generally rights itself. Typically you will pass urine by

late afternoon (for a morning implant). However, about one man in twenty will not be able to pass

urine. This means we will need to pass a catheter into the bladder, to drain the urine. This is usually

temporary, enabling us to remove the catheter on the next morning and thereafter everything works

properly. If we can't get things working that quickly, we know the majority of these issues will resolve

within a week. So we let these men go home, with a catheter draining into a bag strapped to the leg,

and then come back and we ordinarily remove the catheter one week later without a problem.

It is quite common for the urine to be blood-tinged for a day or so. Occasionally there are blood

clots. A small proportion of men can initially pass urine, but within a day or so will have obstruction.

In this case, they need a temporary catheter. Sometimes there is some discomfort passing urine in

the first few days.

These are side-effects that occur after about ten days and may last a year-or-so in odd cases.

Generally these side-effects are worst at between one and three months and then improve.

These side-effects are caused by the effect of the radiation, as it is given off by the seeds.

The radiation inflames the urethra (the tube through which the urine flows). This causes discomfort

with urination and sometimes for a while afterwards. This discomfort is often felt by men at the end

of the penis.

The prostate swells with the radiation dose, causing the urine flow to slow down, and more difficult

to pass. Occasionally men develop obstruction with this, and will require a catheter for a while.

Patients will need to see their urologist or go to an emergency department if this happens.

The inflammation also causes the sensation of wanting to pass urine frequently, and in a hurry. This is

usually the most troublesome side-effect. Men often have to pass urine at night, and this can be

disruptive.

Long term urinary problems are not common after seed brachytherapy, and certainly

less of a problem than after - say - the radical prostatectomy operation. Most men get

disturbance after their implant, and this lasts a few months as outlined above. On average, men

return to their pre-treatment state after 1-2 years. However a very small proportion of men can

have long term problems. The most common (but still uncommon overall) are strictures and

irritable bladders.

are narrowings in the urethra, like constrictions in a pipe. They are caused by scar tissue

around the urethra pulling in the sides of the urethra and so narrowing it. Strictures are commonly

caused by trauma, even relatively minor trauma, associated with what doctors call

"instrumentation" (this means things poked by doctors up the urethra, most commonly instruments

that allow them to look around inside the bladder). Other causes are infections or surgery on the

urethra (such as a radical prostatectomy). Radiation from seed implants can also cause a stricture.

In this case the stricture is almost always just in the region right below the prostate, and it would

usually occur at least a year after the implant (narrowings can occur and obstruct flow before a year,

but these are usually just caused by swelling and will improve over a few months).

Short Term Side-effects

Long term Side-effects

Urinary:

Urine:

Strictures
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Most brachytherapy-related strictures can be helped by simple stretching. This might need to be

repeated to keep things open. More serious strictures need to be cut open with a small operation

from within the urethra. In this case, the site of the stricture may need stretching from time-to-time

to keep it open. Most strictures will settle down and not need repeated procedures.

The other brachytherapy urinary problem is an irritable bladder. The radiation can make the

bladder abnormally sensitive to filling, and, this can result in a small number of men needing to pass

urine frequently, and in a hurry. There can also be some associated penile discomfort. This is also

quite uncommon, and can often be helped with simple medication.

Long term bowel problems after a seed implant are very infrequent, but are possible.

These problems may be an increase in the frequency and the urgency of the bowel motions. Some

men might get a loosening of the bowels. Sometimes there may be mucous or blood mixed with the

bowel motion. If this happens and persists, it is important to investigate it properly to make sure that

there is not a more sinister underlying cause. If the mucous and the blood loss is caused by the

seed implant, then treatment is available, and it is usually not too troublesome or likely to cause any

long term harm apart from some inconvenience. It is important that you contact your radiation

oncologist so that we may give specific instructions to anyone doing a colonoscopy.

There are reports from the United States of very serious side-effects where ulcers form in the rectum

against the prostate and lead to a passage, called a fistula, between the bladder and the rectum. We

have never seen these ourselves. It is particularly related to procedures done on the rectal wall

adjacent to the prostate by other non-radiation oncology doctors, who are unsuspecting of the

problems that might occur. These procedures might be biopsies of unusual looking problems on the

bowel wall or they might be related to treatment for some bleeding from the bowel wall. Sometimes

it is related to biopsies of the prostate through the bowel wall after a seed implant. A fistula is a very

alarming problem and so we urge all our patients to make sure that they get in contact with us if any

other doctors such as a colorectal surgeon or gastroenterologist, proposes to do any procedure in

the rectum. This will allow us to alert the other doctor as to the potential for problems.

Long term sexual problems do occur after a seed implant. Medical specialists call

problems with sexual function “erectile dysfunction”. This is a complicated way of saying that the

erections do not work as well as they should. Erectile dysfunction is a lot more common after a

radical prostatectomy than after a seed implant. Nonetheless, in men who have a seed implant

many will notice that their erections are not quite as reliable as they were prior to the seed implant,

and about one-third of men who had “good” erections prior to the seed implant will notice they have

real problems within two or three years. Other changes in sexual activity include a reduction in the

volume of the ejaculate. This is common. Some men get some discomfort with ejaculation. This

usually occurs within the first year or so and gets better. The feeling of orgasm is otherwise

unaltered, in comparison to after a radical prostatectomy where it commonly does not occur.

Radiation safety is a prime concern for us and we are trained and very experienced in it. The

first principle of radiation safety is that any radiation exposure should be “as low as reasonably

achievable” (this is the so-called ALARA principle). This is the basis for all the advice about

radiation safety. The reason for this principle is that - so far as we can tell - there is no lower

limit below which the risk from radiation completely disappears. In other words, the risk from the

radiation might become extremely small but, it may never become zero. The risk from radiation

Bowel

Sexual:

Radiation Safety

:
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means that we advise patients to firstly, completely restrict any risk that is above the regulated

levels; and secondly - for risks that are below these regulated levels - still do all that is

reasonable to minimize this risk.

Items you touch or use are not radioactive and your semen and bodily fluids are not radioactive, so

you don't have to worry about those.

The radiation exposure outside of your body can be measured, but it is minimal. In fact, the levels

are comparable to the natural radiation that can be found in the background of some places in the

world, (such as Denver, Colorado, a city which has a very high background radiation level). This

radiation outside of your body is less than the regulated limit so there is no concern with that

question. However, there is some radiation present, and so we ask you to take reasonable

measures to minimize the dose to other people.

We will give you an to keep with you at all times so that if you are involved in an accident or

become suddenly unwell, doctors looking after you at that point will know that you have had a seed

implant. There is also important information on the back if you require a colonoscopy in the future.

After seed implants, you need to using a small strainer which is

given to you before you leave hospital. This is portable, and you can do it anywhere. If a seed is

noticed and can be retrieved, please do so using the cotton buds provided. Do not touch the seed.

There is practically zero radiation from these seeds from momentary exposures, but again, why

take any risk? Make sure it is kept in a safe place. Seeds should be placed in the container

provided at the hospital, and returned to the William Buckland Radiotherapy Centre when the post

treatment CT scan is performed. The rest of the strainer kit can be discarded. The seeds are very

small and require extreme care not to lose them.

At the time of the one month post implant scan we need to know exactly how many seeds are in place

in the prostate so we can identify them all more rapidly. This allows us to accurately calculate the

radiation dose the prostate will receive from the seeds.

You don't have to worry about metal detectors: the seeds do not have enough metal in them to set

these off in airports. We have had one patient who travelled to New York City very soon after his

seed implant and he was identified by radiation sensors. This would be extremely unlikely to occur in

Australia, and also unlikely to occur anywhere once about two months has elapsed from the implant.

Any pregnant or possibly pregnant women should avoid prolonged intimate or close

contact with you for the first two months after implants. They should not hug you or sit next to you for

more than a few minutes. A pregnant woman can certainly greet you briefly and then move to a

distance of or more away. At the two-metre limit, there is no limit to the length

of time she can be in the same room. Children should not be allowed to sit on your lap during the

first two months after the implant. They can sit next to you, however with no time limit, since the

radiation dose at the side is much less than at the front. In the unlikely event that implanted men

pass away in the two years following the seed implant, the body should be buried and not cremated.

This is to avoid the dispersion of the radioactivity into the environment. We request that you

document this in a will or ask a relative or next of kin to ensure that this occurs. The next-of-kin can

then contact the physicists at the William Buckland Radiotherapy Centre for advice if necessary, on

(03) 9076 2337.

alert card

strain your urine for two weeks

Please return our lead container at the time of the CT scan, whether you notice some seeds

or not.

Precautions:

two metres (six feet)
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11. What happens next?

What happens when I am at home?

Post implant CT scan

We want to ensure that you have the best possible outcome from your implant, and we want to

continue to learn about how we might improve on already high-quality treatments. For this reason

we want to continue a systematic follow up for many years..

The first thing to remember is you can always call us if you have problems. The MPI nurse phone

number is in the front of this book, and is contactable during work hours. Out of work hours, if you

have an urgent problem you can contact the “on-call” radiation oncologist at theAlfred, although it is

often more appropriate to seek help from your General Practitioner. If he or she thinks you might

have a problem relating to the seed implant then they might contact us.

The MPI nurse will call you soon after discharge to check the process and will keep tabs on you by

phone over the weeks after the implant. The MPI doctors will hear how you are going and if you have

any unexpected problems. If you have any worrying unexpected problems, then the MPI nurse can

arrange an appointment with your radiation oncologist or urologist. Patients are seen regularly

after treatment to assess progress.

Approximately 30 days after your seed implant, you will come to WBRC for a CT scan of the region

of the prostate. This is necessary to determine that your prostate is receiving the proper amount of

radiation throughout the entire gland as well as being a permanent record of the implant. Please

remember to bring your lead pot with you.

In order to clearly see the urethra at the time of this CT scan, an MPI doctor will inject some contrast

up the urethra. This is done after the urethra is made numb with some local anaesthetic, so the

procedure is not too uncomfortable.

The CT scan data locates the ultimate position of the radioactive seeds within the prostate.

Because there is some bleeding and swelling in the prostate that occurs during the implant

procedure, the position of the radioactive seeds may change slightly. By the time 30 days have

passed following the procedure, this swelling has decreased significantly. The data obtained from

the 30-day post implant CT scan is transferred into the treatment planning computer, and the

radiation dose distribution is again re-evaluated. At that time, the radiation oncologist will

determine whether any additional radiation treatment might be necessary in the form of external

beam irradiation. This is rarely necessary.

The same day you will also be asked to do a chest and pelvis x-ray in the Radiology department at

theAlfred Hospital. This is to see if any seeds have travelled to the lung via the blood stream. Seeds

in the lung are very uncommon and have not caused any symptoms or problems.
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12. Longer term follow up: Managing your well-being and success

13. Research

Survey forms

Follow up with your MPI doctor and your Urologist will be done on a regular basis, at least every

year, as a routine. If necessary, for any unexpected problem or concern you might come and see

either your radiation oncologist or urologist more frequently. You may alternate checkups between

your MPI doctor and your urologist.

The MPI nurse will review you three months after your implant and your doctor will be called if

needed. This will be a phone call, but of course you can come in if needs be. We will send you a

survey form and ask that you complete the form and post it back in the reply paid envelope. This

form is evaluating your bladder, sexual and rectal function. We will ask that you have a blood test

taken locally and we will receive a copy of the results.

We are continually trying to reduce side-effects from the treatment. To do this we need to

understand the side-effects that each of our patients' experience, so that we can go back and look

for things that we might improve. The only way we can find out about side-effects is by regularly

asking you questions about your well-being.

We use a standardised and patient-completed method for helping us assess the short- and long-

term results from our implants. This means that patients are assessed - with these forms - in a

standardised and consistent manner. This in turn allows us to make comparisons over time

between men, and with your own results over time. We really value your assistance with these

forms. Most men have occasional minor things that come up, but we especially want to know about

the 'extremes'. So even if you have no trouble at all, and don't see the point of the forms; or if you

have lots of problems that you've already told the doctor about verbally time and time again, then

still we really would ask you also to complete the forms.

All the survey forms we use collect data about urinary, rectal and erectile symptoms at different time

points after the implant:

Day of discharge after implant

To assess any immediate side-effect on the day of the implant, you will be asked short

questions about symptoms you have experienced by the nurse or by your MPI doctor.

The MPI is proud to be the largest seed implant centre in Australia. Our aim is to constantly

improve treatment technique and maximize the treatment outcome. Your help and

contribution filling out the survey forms is important. Not only does this allow us to collect

the information in a data base to serve your immediate needs, but to perform statistical

analysis for improvement for future patients. This information may be the basis for future

research or written up in a journal article to communicate and exchange ideas with other

groups around the world. However, your personal details will never be divulged. If you

have any concerns about this information please speak with your specialist or the data

manager.

�

17



�

�

One month after implant / post implant CT

When you are coming to the WBRC for your post implant CT scan your MPI doctor will

assess any short-term side-effects by asking specific questions you have experienced

in your first month after the implant (e.g. urinary frequency, diarrhoea, bleeding)

Three months and later on after implant

Three months after your implant and at every visit later on, we are starting to collect

symptoms related to long-term side-effects. You will be asked to tick boxes on a

double-sided A4-answer sheet as a self-evaluation before you see us. You will answer

24 questions in less than five minutes. The International Prostate Symptom Score

(IPSS) assesses urinary symptoms (12 questions). 12 other questions will assess rectal

and erectile function. If there is anything you do not understand, please ask the MPI

nurse. During your visit the nurse or the MPI doctor will ask you other questions

assessing your urinary, rectal and sexual function or the use of any medication related

to the treatment in more details.

Our data manager records this information in a database for statistical analysis. All personal details

will not be divulged and all information is stored securely. If you have any concerns about this

information please speak with your MPI doctor or the data manager.

PSA is "Prostate Specific Antigen". It is an enzyme made predominantly in the prostate and found

normally in semen. A small amount of PSA "leaks" back into the blood and can be measured with

sensitive tests.

It will be elevated if more of it is made, or more of it leaks into the bloodstream. Things that will cause

this are benign enlargement of the prostate, prostate infections, inflammation, or injury, or prostate

cancers.

No. It might be due to any of the causes listed. Most men with elevated PSA do not have prostate

cancer. The only definitive way to diagnose prostate cancer is a biopsy.

It usually (in greater than 80% of cases) drops to low levels as the prostate cancer regresses under

the influence of the treatment.

No. Not unless something else catches up with the patient first! On average, the prostate cancer will

remain in regression for an average of two years before it starts to regrow, uncontrolled by the

"hormone" treatment.

14. Frequently asked questions

What is PSA?

Why can it be elevated in the blood test?

If it is elevated, does this mean I have cancer?

What happens to PSA after treatment with hormone treatment such as Zoladex,

Lucrin, or orchidectomy?

That's terrific. Does that mean the cancer can be cured by the hormone treatment?
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What happens to the PSAafter radiation treatment to the prostate?

What happens to PSAin the long-term after curative radiation treatment?

So how can the PSAtell if the cancer has reoccurred?

Radiation Oncologists use a phrase "biochemical recurrence"; what does this
mean?

So what happens after a "biochemical recurrence"?

So what treatment is given?

It gradually falls over the course of a year or more, down to low levels.

It will be low but detectable (because men still have a prostate). It will commonly fluctuate up and

down by a small amount because of the natural variation in the test result.

It can't for absolute certain, because of this fluctuation. If the PSA shoots up suddenly and to very

high levels that can be very suggestive of problems, but many men have minor upward bounces

which later turn out to be nothing to worry about.

It is a practical definition used for study purposes to define an "endpoint" in these studies, and to

compare results. It means a patient has had three consecutive increases in their PSA level, after

having achieved a low point.

Men usually remain well for many years. They would usually not have any problems caused by

prostate cancer, apart from the measurement of higher PSA blood test levels. In fact for at least 5

years after "biochemical failure" they are no more likely to die than men who do not have a

biochemical failure. Nonetheless, in most men it is an early sign that their prostate cancer was not

totally cured or controlled by the radiation treatment.

It depends. There is not a recipe, and it depends on multiple factors such as:

The speed of the increase in PSA

The level of the PSA

The initial PSAlevel before treatment

The initial "grade" of the tumour prior to any treatment

The presence of any symptoms

The patient's age

The time since initial treatment

The patient's perspective

The doctor's "gut-feeling"

Usually hormone treatment ("Androgen deprivation") would be recommended at some point, bu

often not immediately and in some cases not for years after the "biochemical recurrence".

Currently there are no proven salvage treatments (i.e. treatments that will give a reasonable

prospect of a second chance of cure) in men who have persistence or recurrence of cancer in the

prostate gland. There are many experimental approaches such as surgery, or cryotherapy, or re-

irradiation, but none have a high rate of cure and all have a high rate of unpleasant long-term side-

effects.

There are a number of points to make. Firstly, that it can be hard to identify the small number of men

who might benefit. Secondly, the apparent lack of reliable salvage is not a reason to think initial

treatment with surgery might be a better choice (because men think they get a second chance).
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So, first: we know that a large proportion - about a third - of our men will have a "benign bounce".

That is, the PSA will go up for a period of time, sometimes years, after a seed implant. Most

commonly this happens during the second year. However, in the long run, at ten years, less than ten

percent of our men have had definite disease relapse. So, most men with an increase in PSAdo not

have relapse. And yet, the PSA is such a sensitive test for prostate cancer, that no other test at the

time of an initial PSA increase will shed much light on the true situation. In addition, in the long run

more than half the men that do relapse do so with spread to other parts of the body, while there is no

sign of problem in the prostate. The high radiation dose usually wipes out the cancer. So in this case

salvage treatment targeting the prostate will not really help the situation.

The second question is the idea that the lack of salvage is a reason to choose a form of treatment

that does have salvage, such as surgery. This is not logical: why choose a treatment that is more

likely to need a salvage treatment? Especially when the results in the long run (10-20 years) for men

with the same type of cancer is equivalent for either seed brachytherapy (and no need for anything

else) or surgery (along with the real possibility to need radiation on top of that). That is: if men

choose surgery they may well be choosing surgery and radiation, whereas if they choose seed

brachy that is all they will get, all to achieve the same result in terms of cure in the long-run.

At 10 years 90% of men have the PSAfall to less than 0.2.

Not necessarily.

The PSAmay increase over a previous lower level for a number of reasons. This may occur on a day

to day basis in all men's blood so it might be just normal variation. The "assay" (chemical method

used to measure levels of a chemical or molecule) to determine the PSA concentration varies

slightly between different "kits" used by different laboratories. The problem of this small variation is

exacerbated because there is no recognised "Gold Standard" against which the different labs and

tests can be calibrated.

This includes inflammation of the prostate, infection, irritation, and injury. PSA "bounce" or "spike".

This phenomenon is probably caused by one of the non-cancer related prostate conditions

mentioned above; the exact mechanism is not understood. Nonetheless commonly men who have

had permanent radioactive seed implants for prostate cancer will see a steady and prompt decline

in the prostate level for months for a year or so before it increases again for sometimes a year or so

before decreasing steadily again.

About one third.

Only 1ng/ml or less. However almost 5% of bounces will be more than 2ng/ml.

What will happen to my PSAafter a seed implant?

Does it always continue to decrease?

Why not?

The PSAcan be elevated because of various non-cancer related prostate conditions.

So what proportion of men will have a "bounce"?

How high do they bounce?
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When do they occur and how long do they last for?

How do you know seed implants work to cure prostate cancer?

Does the MPI follow up all the patients to make sure they are OK?

So what are the results for men having seed implants at the MPI?

This can all be very overwhelming. Are there other people to talk to?

How long will I have to wait for a seed implant?

About four fifths occur before the third anniversary of the implant, and about one fifth occur later.

Occasionally they occur after the 6th anniversary. They usually start declining again by a year after

the first bounce level.

Because modern seed implants have been done now for more than twenty years, and the results

from these men show they are just as likely to be cured after a seed implant as similar men at the

time - twenty years age - treated with surgery. In our case we have been doing the implants since

1998 and in our men the results are also just as good as if they had surgery with a radical

prostatectomy.

Yes: we think this is very important because it allows us to learn from the results. For our patients it

means we are in contact in the long term, so are always available for advice, and it also means we

can be confident about the results we get. The fact we so carefully follow the results is an important

quality control: it would seem likely that a team treating prostate cancer will have better results in

their patients if they have an active program of follow up.

In 2006 we reviewed the out comes for the first 161 men treated from 1998 until 30 June 2003, with

follow up potentially for at least three years. In this group we have eight men who have progressing

prostate cancer: all the others are OK from the prostate cancer point of view. Of the eight men with

progressive problems all but three of them are under observation. In three of the men we instituted

other treatment to treat the cancer.

A diagnosis of cancer can be very overwhelming and making decisions about treatment

very confusing. At the William Buckland Centre we have a psychiatrist and psychologist

who are available for our patients if you would like someone else to talk to. Ask your

Radiation Oncologist for a referral to one of these specialists. The Cancer Council Victoria

also has valuable resources and people to talk to, including people who have had prostate

cancer, and they can be contacted on 131120.

There will be at least five to six weeks from the time of volume study to the implant. This

allows us time to do the planning and order the seeds from the United States. If you have

had a small operation to your prostate to improve the urine flow we wait twelve weeks to

allow things to heal before we do the implant, although we can do the volume study during

this twelve week healing period. Depending on the availability of your Radiation Oncologist

there may also be a waiting period between your consultation and the volume study. Due to

the slow growing nature of the prostate cancer this waiting period will not affect the outcome

of your treatment and we do try to ensure the waiting period is as short as possible for your

peace of mind.
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What is the risk of radiation exposure to the bed-partners of men treated with

radioactive seed implants?

About equivalent to the long-term risk of dying caused by smoking 20 packs of cigarettes.

That is the short answer. The longer one is that it depends on many factors such as time

spent together, the distance from the implanted seeds, the number of implanted seeds, and

the amount of “inbuilt padding” the implanted man might have to shield the dose. We

carried out a project to measure these doses in a series of men we implanted in late 2004

and early 2005. The measured dose was highest directly at the skin surface directly at the

top the "natal cleft" (the medical word for bum). If someone was directly in contact at that

point for 8 hours a day then in 4 days, at their skin surface at that point, they would get a

dose of about 5 millisievert (mSv) over that time. The radiation dose falls off so quickly that

the radiation dose one metre away would never get to that total cumulative dose. So

sleeping a metre away means the dose is less than 5mSv.

InAustralia the natural background radiation everyone is exposed to constantly is about 2.3

mSv per year. Internationally on average it is about 3.5 mSv per year. In some locations it

is over 200 mSv per year, as natural background. So a high dose from a seed patient might

equate to about two years of natural radiation exposure inAustralia. It is estimated that the

cancer death risk of 1 mSv is about the same as that from smoking 100 cigarettes.

The other thing to remember is that the cancer caused by radiation exposure we know does

not occur the day after the exposure: it occurs most commonly 20-30 years later. The

cancer risk in the first ten years is practically immaterial.

If you have any questions that we

have not answered in this booklet

please call us on .9076 2961
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