[image: image1.jpg]Shetfield

Hallam
University





PRE-TREATMENT - CASE REPORT

Category
_____________________________
Date
_____________

Histological diagnosis

___________________________________

Stage and grade of disease
___________________________________

Site for treatment


___________________________________

Initial points
1. All information should be taken from the patients notes and you should not question the patient in any way to gain information for this case report.

2. Make this case report work for you. If you complete it well it will help you prepare for case discussions

3. Remember to keep all aspects anonymous.

Presenting signs and symptoms:

Signs and symptoms are usually listed in the patient’s notes. You could take this to the next stage. For example look in a text book at the patients diagnosis, are your patient’s symptoms the same as quoted or different?

Practical example: Lung cancer patient

“Patient presented with chest pains and breathlessness. Patients may additionally present with the following symptoms:

· cough

· haemoptysis (coughing up of blood)

· dyspnoea (difficulty breathing)

· recurrent chest infections”

Now when you come to revise you already have all the information that you need and don’t need to go and cross reference to books. In the second and third year you should aim to reference this information from its source…or you could start now!   
Investigations used to support localisation/planning:

Again this information can be taken from the patients notes.

Practical example:

“History and physical examination (diagnostic/ aids in staging)

Chest X-ray – diagnostic

CT – Staging/ planning

Additionally patients may undergo MRI (staging), Bronchoscopy (staging), biopsy (staging), Blood tests (staging) or an isotope bone scan (staging/ planning). The appropriateness of investigations will be decided by the clinician who will consider patients related factors (general health/ age etc.)”  
Patient position and method of immobilisation:

Says exactly what it should!

Practical example:

“Patient Arm Support System (PASS)

Head on one foam circle

Red knee block

The patient additionally was suffering with lower back pain and in order to ensure he remained still throughout the treatment a small foam sponge was placed in the small of his back”.

Also include any drinking or rectal protocols and why they are important? 
Localisation method and procedure (to include, where appropriate, consent, laterality, consideration of preparation, image modality, contrast media used, contouring, prescription and recording of information):

Things to consider;
· Ensure all documentation is present and read before seeing the patient
· Patient given information on the procedure (patient prep)

· Patient positioning and alignment (use of lasers)

· Scanner procedures (zero couch etc.)

· Communication with patient throughout procedure.

· Planning verification (protocol, scout scan, acquisition etc.).

· Dose from exposure noted

· Recording of patient information and tattoos

· Ensure the patient is OK and well enough to leave. Ensure they have all the information required for what happens next.

Details of volumes defined (referring to ICRU 50 and 62 and giving indication of margins):

Please try and avoid putting ‘the tumour plus a margin’. If it doesn’t define exactly what was used in the notes use text books to put your patient into context.

In your first year case reports you would benefit from ensuring that you understand all the terminology, therefore what does the PTV mean? Would this definition be a good place to start?

Find a definition of PTV and insert it in this section – remember it!

Practical example, Lung tumour:

“The definition of the target volume within the notes was unclear however ‘the target volume should be defined leaving a margin of 2cm around the macroscopic tumour to allow for microscopic spread, inaccuracies in positioning and respiratory movement’ (Macbeth F, Milroy R, Steward W and Burnett R. Lung Cancer a Practical Guide to Management. 1996. Harwood academic publishers)”

Issues relevant to the pre-treatment preparation of this individual patient:

This is not an exhaustive list please consider the patient and the information that should be communicated to the treatment unit.

· Transport
· Preparation for adjuvant treatments

· Medication

· Manual handling

· Specific patient issues (For example; Co-morbidities)

· Bolus

· Planning software

· MDT decision making
Briefly describe the planning and verification procedure for this patient:

This is linked to all verification before the initial first treatment;
· Use of treatment modality
· Treatment optimisation
· Plan checking
· Plan verification
Evaluation of plan

This is not an exhaustive list please ensure you apply your theoretical knowledge to this specific situation;

· Technique/ field arrangement

· Wedges or beam modification

· Local protocol

· Guidelines

· PTV coverage
· OAR sparing

· Plan verification

Signature of Radiographer ________________________
Date _________
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