


















I. Hemorrhage – Primary And Secondary

II. Infection

III. Airway Complications- Aspiration

IV. Venous Thrombosis







CHRONIC COMPLICATIONS

HEAD AND NECK

▪OSTEORADIOECROSIS

▪CRANIAL NEUROPATHY

▪TRISMUS

▪SWALLOWING AND SPEECH 

DIFFICULTIES

▪SECONDARY MALIGNANCIES















SECOND MALIGNANCY
➢ INCIDENCE  <≈20 % OF PATIENTS WITH HEAD AND NECK CANCERS. 
➢ LUNG, ESOPHAGUS, AND HEAD AND NECK SITES MUST BE MONITORED FOR  SECOND PRIMARY . 
➢ THE PATIENTS MUST BE FOLLOWED CAREFULLY FOR LIFE, SCREENED, AND EVALUATED FOR RECURRENCE 

OF THE ORIGINAL PRIMARY, WHICH TENDS TO OCCUR EARLIER, AND A SECOND NEW PRIMARY CANCERS, 
WHICH TEND TO OCCUR LATER THAN RECURRENCES. THE DISTINCTION MAY BE DIFFICULT IN PATIENTS 
WITH ADJACENT RECURRENCES, SIMILAR HISTOLOGY, AND MODERATELY LONG DISEASE FREE INTERVALS.

➢ WHILE HYPOPHARYNX HAS THE HIGHEST RATE FOR SECOND MALIGNANCY, LARYNX HAS THE LOWEST 
RATE. HOWEVER, BOTH SITES HAVE THE PROPENSITY TO BE ASSOCIATED WITH BRONCHOGENIC 
CARCINOMA. 

➢ THE MOST COMMON SITE FOR THE SECOND PRIMARY CANCERS FOR ORAL CAVITY AND OROPHARYNX 
PRIMARIES IS A NEW HEAD AND NECK CANCER

➢ MEASURES TO HELP THE PATIENT AVOID SMOKING, DRINKING, AND HPV EXPOSURE ARE GENERAL HEALTH 
IMPROVEMENTS THAT FAVORABLY IMPACT ON OUTCOME.

CRANIAL NEUROPATHY
CRANIAL NEUROPATHY, ALTHOUGH UNCOMMON,  MORE COMMONNLY WITH BRACHYTHERAPY THAN WITH 
EBRT. 
THE NERVES AT MOST RISK ARE THE HYPOGLOSSAL FOR TONGUE IMPLANTS AND THE VAGUS, 
GLOSSOPHARYNGEAL NERVES, AND SYMPATHETIC CHAIN FOR NECK IMPLANTS.



ACUTE SIDE EFFECTS OF INTERSTITIAL BREAST BT INCLUDE

• HEMATOMA FORMATION, 

• EDEMA, 

• INFECTION, 

• ACUTE RADIATION DERMATITIS (MAINLY LIMITED TO THE NEEDLE PUNCTURE SITES), AND 

• MASTALGIA 

THE RATE AND SEVERITY OF THESE EARLY COMPLICATIONS ARE LOW AND CLINICALLY 

NEGLIGIBLE.

LATE SIDE EFFECTS ARE

➢ SKIN TELANGIECTASIA >1 CM 2 , 

➢ MODERATE AND SEVERE SUBCUTANEOUS FI BROSIS, 

➢ SYMPTOMATIC FAT NECROSIS









URINARY COMPLICATIONS OF PROSTATE BRCHYTHERAPY

• MAJORITY OF PATIENTS WHO DEVELOP COMPLICATIONS I.E URETHRITIS WITH

INCREASED URINARY FREQUENCY AND OBSTRUCTIVE AND IRRITATIVE

SYMPTOMS WHICH START A FEW DAYS POST IMPLANT AND MAY PERSIST UP TO 6–9

MONTHS AFTER.

• THE SYMPTOMS FOR 90 % OF MEN RESOLVE AT 1 YEAR ONCE MOST OF THE TOTAL

DOSE IS DELIVERED.

• ACUTE URINARY RETENTION HAPPENS IN 5–10 % OF PATIENTS. IT SHOULD BE

MANAGED CONSERVATIVELY IN THE FIRST INSTANCE WITH ALPHA-BLOCKERS

AND INTERMITTENT SELF-CATHETERIZATION OR CONTINUOUS DRAINAGE WITH

A FOLEY CATHETER.

• THE PROBABILITY OF DEVELOPING ACUTE RETENTION CORRELATES WITH THE

PRETREATMENT IPSS SCORE AND PROSTATE SIZE AND IS RELATED TO PRIOR USE

OF ALPHA-BLOCKING DRUGS, TOBACCO USE, AND AGE .

• RETENTION NORMALLY RESOLVES WITHIN THE FIRST YEAR AND SHOULD BE

TREATED CONSERVATIVELY.

• IF A TURP IS PERFORMED IN THE FIRST YEAR POST-TREATMENT, THERE IS A

HIGHER RISK OF URINARY INCONTINENCE .



• CHRONIC URINARY MORBIDITY CAN OCCUR SECONDARY TO EXCESSIVE 

IRRADIATION OF THE BLADDER NECK OR PROSTATIC URETHRA. RTOG GRADE 3 

TOXICITY IS REPORTED IN 1–3 % OF TREATED PATIENTS  AND URETHRAL STRICTURE 

RATES ARE UP TO 12 % . 

• LONGTERM INCONTINENCE IS STRONGLY ASSOCIATED WITH PREVIOUS TURP 

SURGERY, WITH UP TO 20 % INCONTINENCE RATES IN THE GROUP WHO 

UNDERWENT TURP VERSUS 1 % WITHOUT TURP IN ONE SERIES . NEWER EVIDENCE 

IS EMERGING WHICH MAY SUPPORT POST TURP IMPLANTATION IN SELECTED 

CIRCUMSTANCES.



• CHRONIC RADIATION PROCTITIS IS RARE, SEEN IN LESS THAN 5 % OF PATIENTS. 

• PRESENT 6 MONTHS POST IMPLANT WITH RECTAL BLEEDING, RECTAL URGENCY, 

RECTAL INCONTINENCE, AND PAIN. 

• RATES OF RECTAL FISTULAS ARE LOW, AROUND 0.6 % . 

• THE DISTANCE BETWEEN POSTERIOR SEEDS IMPLANTED AND THE ANTERIOR 

RECTAL WALL IS CORRELATED WITH RECTAL TOXICITY, AND IMPROVED 

TECHNOLOGY IN IMPLANT POSITIONING ACCURACY HAS IMPROVED RATES OF 

TOXICITY.

• ERECTILE DYSFUNCTION RATES ARE GENERALLY LOWER WITH PERMANENT SEED 

IMPLANTS COMPARED TO OTHER TREATMENT MODALITIES.

• THE RATE OF ERECTILE DYSFUNCTION HAS A SIGNIFI CANT CORRELATION WITH 

PREIMPLANT ERECTILE STATUS. 

• THIRTY PERCENT OF MEN POTENT PRIOR TO THE IMPLANT WILL DEVELOP 

IMPOTENCE BUT 60 % WILL RESPOND TO PHOSPHODIESTERASE INHIBITORS.







COMPLICATIONS OF BRACHYTHERAPY IN CA 

CERVIX





• MORE COMMONLY PATIENTS MAY EXPERIENCE CHRONIC RECTAL AS A RESULT OF

RADIATION PROCTOPATHY.

• IN THE ERA OF 2-DIMENSIONAL BRACHYTHERAPY, THE INCIDENCE OF MILD TO SEVERE

RECTAL BLEEDING RANGED FROM 5 TO 30 % .

• SEVERE RECTAL BLEEDING:- 2 % OF PATIENTS TREATED WITH CT-BASED

BRACHYTHERAPY AS COMPARED TO 13 % OF THOSE TREATED WITH CONVENTIONAL 2-

DIMENSIONAL BRACHYTHERAPY PLANNING, P = 0.02 .

• FOR PATIENTS EXPERIENCING MILD TO MODERATE BLEEDING, CONSERVATIVE

MANAGEMENT WITH CORTICOSTEROID, SUCRALFATE, OR MESALAMINE ENEMAS IS

EFFECTIVE IN >70–80 % OF PATIENTS .

• SHOULD BLEEDING PERSIST OR INCREASE IN SEVERITY, ENDOSCOPIC EVALUATION

WITH INTRARECTAL THERMAL OR PHOTOCOAGULATION IS THE MOST EFFECTIVE

MEANS OF REDUCING MODERATE TO SEVERE BLEEDING .

• VAGINAL STENOSIS REMAINS A SIGNIFICANT SOURCE OF MORBIDITY WITH MOST

PATIENTS (UPWARDS OF 90 %) EXPERIENCING MILD TO MODERATE VAGINAL MORBIDITY

MOST COMMONLY MANIFESTED AS VAGINAL STENOSIS OR DRYNESS .

• DILATOR USE REMAINS AN IMPORTANT PART OF MITIGATING RISKS OF VAGINAL

STENOSIS.



• WITH INCREASED ADOPTION OF IMAGE-BASED BRACHYTHERAPY, RISK OF SEVERE COMPLICATIONS 

REDUCED BY MORE THAN HALF THAT ARE SEEN WITH TWO- DIMENSIONAL FI LM-BASED BRACHYTHERAPY;

• UP TO 5–10 % WILL STILL EXPERIENCE SEVERE GRADE 3+ COMPLICATIONS .

• THE MOST SEVERE COMPLICATION IS RECTOVAGINAL OR VESICOVAGINAL FISTULAE

• MANAGEMENT TYPICALLY INCLUDES IMAGING (WITH CONTRAST-ENHANCED PELVIC MRI WITH WATER-

BASED VAGINAL GEL REPRESENTING THE PREFERRED MODALITY) AND EXAM UNDER ANESTHESIA TO 

CONFIRM THE PRESENCE OF A FISTULA AND RULE OUT RECURRENT DISEASE . WHILE IT IS IMPORTANT TO 

CONFIRM DISEASE RECURRENCE IN THE SETTING OF FISTULAE AS THIS OFTEN DIRECTS MANAGEMENT.. 

• ONCE A FISTULA IS CONFIRMED, FECAL OR URINARY DIVERSION IS WARRANTED, WITH THE TYPE OF 

DIVERSION INDIVIDUALIZED BASED ON PATIENT PERFORMANCE STATUS, DISEASE STATUS, EXTENT OF 

PRIOR RADIOTHERAPY, BOWEL HEALTH, AND OTHER FACTORS. IN THE ABSENCE OF RECURRENT DISEASE, 

HYPERBARIC OXYGEN MAY PROMOTE FI STULA HEALING. LESS COMMONLY COMPLEX SURGICAL REPAIR 

MAY BE ATTEMPTED ESPECIALLY FOR VESICOVAGINAL FI STULAE; HOWEVER THE SUCCESS RATE IS SIGNIFI 

CANTLY REDUCED IN A PREVIOUSLY IRRADIATED FI ELD RANGING FROM 40 TO 100 % AND MUST BE 

BALANCED WITH INCREASING RISKS OF SURGICAL COMPLICATIONS .




