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PERSONALIA

Frau Dr. rer. nat. Anja-Carina Schulte ist seit dem 1. Marz 2008 als Medizin-
physikerin in der Abteilung fir Medizinische Physik an der Uniklinik fur Radio-
Onkologie am Inselspital Bern beschéftigt. Nach langjéhriger wissenschaftlicher Tétig-
keit mit den Schwerpunkten funktionelle MR-Gehirnbildgebung und MR-Angiografie in
der Sektion Medizinische Physik der Uniklinik in Freiburg i. Brsg. bei Prof. Dr. Jurgen
Hennig und spéter am Biozentrum der Universitit Basel bei Prof. Dr. Joachim Seelig,
begann sie 2005 lhre Ausbildung zur Medizinphysikerin in der Nuklearmedizin an der
Charité in Berlin. Frau Dr. Schulte war zuletzt an der Uniklinik fur Strahlentherapie in
Ulm tatig und betreut nun zu 50% das Radio-Onkologiezentrum Biel-Seeland.

Ferner ist Anja-Carina Schulte als Urlaubsvertretung von Dr. Karl-Heinz Grosser, dem
leitenden Physiker im Claraspital Basel, wahrend dessen Abwesenheiten tatig.

3b &b 3b

From the 2" of March 2009, Dr. Pascal Favre-Bulle (right on the picture) is working at
the Radio-Onkologie Zentrum Biel with Dr Daniel Vetterli (center, team leader) and Dr
Anja-Carina Schulte (left). Dr Favre-Bulle was trained as a medical physicist at the
Hopital Neuchatelois (La Chaux-de-Fonds) and received the SGSMP certificate
(Fachanerkennung) in 2007. In his diploma thesis, he specialized in the field of dose
delivery to the patient by the kV cone beam CT used in IGRT. He holds a PhD from the
University of Geneva, a diploma of physicist from the University of Neuchatel and a
diploma of Engineer in electronics.
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Ab 1. April verstarkt Melissa Raffael das Team der Physik in der Radiononkologie am

KSA. Sie vertritt Edyta Fujak wahrend ihres Mutterschaftsurlaubs. Ihre Tochter Pauli-
na kam im Februar zur Welt. Alle Mitarbeiterinnen und Mitarbeiter der Radioonkologie
gratulieren den Eltern herzlich und wiinschen der neuen Erdenbirgerin Gliick und Ge-

= sundheit.

3 b 3d

Béatrice Reiner arbeitet seit Anfang April am St. James Teaching Hospital in Leeds.
Wir freuen uns auf kiinftige Beitrage aus Grossbritanien ©.

Eidgendssiccne: Dezartemant des Innern ED

Bundesant fii Gesund heil BAG

Radonkarte der Schweiz

Radonrisiko™:

— gering
= mittel
B hoch

Stand - Mérz 2009

* Bemerkung : in einigen Gemeinden wind
das Radonriziko aufgrund ungenigender
Meszungen geschitzt (siehe "Suchmasching
nach Gemeinde" unter www.ch-radon.ch).

Quelle: http://www.bag.admin.ch/themen/strahlung/00046/01561/index.html?lang=de
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Anmerkung der Redaktion: Hier finden sich interessante Artikel, die an anderer Stelle bereits erschienen sind.

Patient and Surgeon Radiation Exposure: Comparison of
Standard and Mini-C-Arm Fluoroscopy

Investigation performed at the Department of Orthopaedics and Rehabilitation, University of
Rochester Medical Center, Rochester, New York

Background: Use of c-arm fluoroscopy is common in the operating room, outpatient clinic,
and emergency department. Consequently, there is a concern regarding radiation exposure.
Mini-c-arm fluoroscopes have gained popularity; however, few studies have quantified expo-
sure during mini-c-arm imaging of a body part larger than a hand or wrist. The purpose of this
study was to measure radiation exposure sustained by the patient and surgeon during the use
of large and mini-c-arm fluoroscopy of an ankle specimen.

Methods: Standard and mini-c-arm fluoroscopes were used to image a cadaver ankle speci-
men, which was suspended on an adjustable platform. Dosimeters were mounted at specific
positions and angulations to detect direct and scatter radiation. Testing was conducted under
various scenarios that altered the proximity of the specimen and the radiation source. We at-
tempted to capture a range of exposure data under conditions ranging from a best to a worst-
case scenario, as one may encounter in a procedural setting.

Results: With all configurations tested, measurable exposure during use of the large-c-arm
fluoroscope was considerably higher than that during use of the mini-c-arm fluoroscope. Pa-
tient and surgeon exposure was notably amplified when the specimen was positioned closer to
the x-ray source. The exposure values that we measured during ankle fluoroscopy were con-
sistently higher than the exposure values that have been recorded previously during hand or
wrist imaging.

Conclusions: Exposure of the patient and surgeon to radiation depends on the tissue density
and the shape of the imaged extremity. Elevated exposure levels can be expected when larger
body parts are imaged or when the extremity is positioned closer to the x-ray source. When it
is possible to satisfactorily image an extremity with use of the mini c-arm, it should be chosen
over its larger counterpart.

Clinical Relevance: Orthopaedists should exercise caution, and consistently follow radiation
safety guidelines, when using c-arm fluoroscopes because there is a real risk of radiation ex-
posure.

Source: Journal of Bone and Joint Surgery (Vol. 91, pp. 297-304)

New data on cancer survival in Europe show more patients are
cured

New data and analyses from a long-running study of cancer survival in Europe have shown
that the number of people actually cured of cancer — rather than just surviving for at least five
years after diagnosis — is rising steadily.
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A special issue of the European Journal of Cancer [1] containing reports from the EURO-
CARE-4 Working Group, includes, for the first time, an estimate of the proportions of pa-
tients who are cured of their cancer in Europe and who, therefore, have a life expectancy
equal to that of the rest of the population. The analysis divides patients into two groups — the
proportion who may be considered cured of their disease and who are likely to die of some-
thing else, and those who will die of their cancer.

The study compared two periods — 1988-1990 and 1997-1999 — and found the proportion of
patients estimated to be cured of lung, stomach and colorectal cancers increased from 6% to
8%, from 15% to 18% and from 42% to 49%, respectively.

Dr Riccardo Capocaccia of the National Centre for Epidemiology, Surveillance and Health
Promotion (Rome, Italy), who is the guest editor of the EUROCARE-4 special issue, said:
"Increases between 1988-1990 and 1997-1999 in the estimated proportion of European pa-
tients cured of lung, stomach and colorectal cancers are noteworthy. The proportion cured is
not affected by 'lead time' (earlier diagnosis without improvement in life expectancy), so these
trends suggest genuine progress in cancer control."”

[...] Professor Alexander M.M. Eggermont, president of ECCO - the European CanCer Or-
ganisation, welcomed the latest data from EUROCARE-4. "Europe is changing, with more
countries joining the EU, and cancer medicine is also changing and improving. This means
that more people have higher expectations of the medical profession. We must do our best to
meet these expectations and help both patients and colleagues by disseminating information
about better diagnostics, treatments and cures as widely as possible across the whole of Eu-
rope, and, indeed, the world. This will be achieved by collaboration and communication, and
future EUROCARE studies will, no doubt, chart how successful we have been. Cancer regi-
stries play a vital role here, and 1 would urge all countries to protect and develop them so that
information on cancer incidence and survival becomes ever more accurate."

Source: European Journal of Cancer, Vol 45, issue 6 (April 2009), pages 901-1094. “Surviv-
al of cancer patients in Europe, 1995-2002: The EUROCARE 4 Study.”

Mit Protonen gegen den Krebs

Die Spezialklinik zwischen Isarkanal und Schéftlarnstral’e war langst fertig gebaut und aus-
gestattet, die Inbetriebnahme immer wieder angekindigt, doch die Eréffnung liel auf sich
warten. Mehrere Jahre lang. Doch nun ist es soweit: Das ,,Rinecker Proton Therapy Center*
(RPTC) meldet die ,,erfolgreiche Behandlung des ersten Patienten am 16. Marz“. [...]

Rinecker indes liefl? seit dem ersten Spatenstich 2001 nicht locker, um das von ihm favorisierte
Heilverfahren zu etablieren, vielen Widerstanden zum Trotz. So blockierte ein jahrelanger
Streit mit einer Technologiefirma die Fertigstellung. Dann dauerten die umfangreichen Ab-
nahmetests, die flr die Genehmigung nétig sind, langer als erwartet. Doch nun liegen offen-
bar alle Zulassungen vor. 4000 Patienten kdnnen pro Jahr an den finf High-Tech-Platzen im
nach eigenen Angaben ersten grol3en, klinischen Protonenzentrum Europas behandelt werden.
AOK und Betriebskrankenkassen wollen die Therapiekosten von derzeit rund 17 500 Euro
bezahlen.

Quelle: www.sueddeutsche.de, 20.03.09
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@ Te NEW ENGLAND Volume 360 — March 26, 2009
"JOURNALoMEDICINE — Number 13

Editoral: Screening for Prostate Cancer — The Controversy That Refuses
to Die by Michael J. Barry, M.D.

[...] The first reports from two large, randomized trials that many observers hoped would set-
tle the controversy appear in this issue of the Journal. In the U.S. Prostate, Lung, Colorectal,
and Ovarian (PLCO) Cancer Screening Trial, Andriole et al. report no mortality benefit from
combined screening with PSA testing and digital rectal examination during a median follow-
up of 11 years.8 In the European Randomized Study of Screening for Prostate Cancer
(ERSPC) trial, Schroder et al. report that PSA screening without digital rectal examination
was associated with a 20% relative reduction in the death rate from prostate cancer

at a median follow-up of 9 years, with an absolute reduction of about 7 prostate cancer deaths
per 10,000 men screened.8 The designs of the two trials are different and provide complemen-
tary insights. [...]

[...] First, one must ask, “Why were these results published now?” Neither set of findings
seems definitive; that is, there was neither a clear declaration of futility in the PLCO trial nor
an unambiguous net benefit in the ERSPC trial. Both studies are ongoing, with future updates
promised. The report on the ERSPC trial follows a third planned interim analysis, which
found a marginally significant decrease in prostate-cancer mortality after adjustment of the P
value for the two previous looks in an attempt to avoid a false positive conclusion (yet appar-
ently preserving no alpha for the planned final analysis). On the other hand, the investigators
in the PLCO trial made the decision to publish their results now because of concern about the
emerging evidence of net harm compared with potential benefits associated with PSA screen-
ing. Both decisions to publish now can be criticized as premature, leaving clinicians and pa-
tients to deal with the ambiguity. [...]

[...] Finally, despite these critiques, both groups of investigators deserve high praise for their
persistence and perseverance: to manage such monstrous trials is a herculean task, made no
easier when so many observers think the results are self-evident. Further analyses will be
needed from these trials, as well as from others — such as the Prostate Cancer Intervention
Versus Observation Trial (PIVOT) in the United States (ClinicalTrials.gov number, NCT0000
7644)10 and the Prostate Testing for Cancer and Treatment (PROTECT) trial in the United
Kingdom (Current Controlled Trials number, ISRCTN20141297)11 — if the PSA
controversy is finally to sleep the big sleep.

Mortality Results from a Randomized Prostate-Cancer Screening Trial

Background: The effect of screening with prostate-specific—antigen (PSA) testing and digital
rectal examination on the rate of death from prostate cancer is unknown. This is the first
report from the Prostate, Lung, Colorectal, and Ovarian (PLCO) Cancer Screening

Trial on prostate-cancer mortality.

Methods: From 1993 through 2001, we randomly assigned 76,693 men at 10 U.S. study cen-
ters to receive either annual screening (38,343 subjects) or usual care as the control (38,350
subjects). Men in the screening group were offered annual PSA testing for 6 years and digital
rectal examination for 4 years. The subjects and health care providers received the results and
decided on the type of follow-up evaluation.
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Usual care sometimes included screening, as some organizations have recommended. The
numbers of all cancers and deaths and causes of death were ascertained.

Results: In the screening group, rates of compliance were 85% for PSA testing and 86% for
digital rectal examination. Rates of screening in the control group increased from 40% in the
first year to 52% in the sixth year for PSA testing and ranged from 41 to 46% for digital rectal
examination. After 7 years of follow-up, the incidence of prostate cancer per 10,000 person-
years was 116 (2820 cancers) in the screening group and 95 (2322 cancers) in the control
group (rate ratio, 1.22; 95% confidence interval [CI], 1.16 to 1.29). The incidence of death per
10,000 person-years was 2.0 (50 deaths) in the screening group and 1.7 (44 deaths) in the con-
trol group (rate ratio, 1.13; 95% CI, 0.75 to 1.70). The data at 10 years were 67% complete
and consistent with these overall findings. Conclusions After 7 to 10 years of follow-up, the
rate of death from prostate cancer was very low and did not differ significantly between the
two study groups. (ClinicalTrials.gov number, NCT00002540.)

Screening and Prostate-Cancer Mortality in a Randomized European Study

Background: The European Randomized Study of Screening for Prostate Cancer was in-
itiated in the early 1990s to evaluate the effect of screening with prostate-specific—antigen
(PSA) testing on death rates from prostate cancer.

Methods: We identified 182,000 men between the ages of 50 and 74 years through registries
in seven European countries for inclusion in our study. The men were randomly assigned to a
group that was offered PSA screening at an average of once every 4 years or to a control
group that did not receive such screening. The predefined core age group for this study in-
cluded 162,243 men between the ages of 55 and 69 years. The primary outcome was the rate
of death from prostate cancer. Mortality follow-up was identical for the two study groups and
ended on December 31, 2006.

Results: In the screening group, 82% of men accepted at least one offer of screening. During
a median follow-up of 9 years, the cumulative incidence of prostate cancer was 8.2% in the
screening group and 4.8% in the control group. The rate ratio for death from prostate cancer
in the screening group, as compared with the control group, was 0.80 (95% confidence inter-
val [CI], 0.65 to 0.98; adjusted P = 0.04). The absolute risk difference was 0.71 death per
1000 men. This means that 1410 men would need to be screened and 48 additional cases of
prostate cancer would need to be treated to prevent one death from prostate cancer. The anal-
ysis of men who were actually screened during the first round (excluding subjects with non-
compliance) provided a rate ratio for death from prostate cancer of 0.73 (95% CI, 0.56 to
0.90).

Conclusions: PSA-based screening reduced the rate of death from prostate cancer by 20% but
was associated with a high risk of overdiagnosis. (Current Controlled Trials number,ISRCTN
49127736.)
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r 4
"
as n L'ASN assure, au nom de I'Etat, le controle du nucléaire pour protéger

le public, les patients, les travailleurs et I'environnement. Elle informe les
citoyens.

Paris, le 4 mars 2009

Note d'information

L'ASN suspend l'autorisation du service de radiothérapie de Roanne (Loire) pour la prise en
charge de nouveaux patients

Le service de radiothérapie du centre hospitalier de Roanne n'est plus en mesure de respecter 'obligation régle-
mentaire de présence d'un radiophysicien pendant les traitements depuis le 28 février 2009. Cette situation a
conduit I'ASN a suspendre 'autorisation d'utilisation des accélérateurs du service a compter de cette date.

L’ASN avait déja été amenée a prendre une décision similaire et a suspendre le 15 janvier 2009 I'autorisation du
centre de radiothérapie de Blois (Loir-et-Cher) et le 9 février 2008 celle du centre de radiothérapie de Gap
(Hautes-Alpes).

L’ASN considere que les conditions de sécurité des traitements ne sont pas réunies en I'absence de radiophysi-
cien, dont I'article 6 de I'arrété du 19 novembre 2004 impose la présence pendant la durée des traitements

Pour répondre a de telles situations qui sont susceptibles de se répéter dans les prochains mois, 'ASN considere
gu'il est nécessaire de définir au niveau national® des dispositions transitoires a mettre en ceuvre localement par
les centres de radiothérapie et les ARH, notamment grace a une collaboration régionale entre les centres.

Un cadre juridique robuste pour ces dispositions transitoires doit étre défini par le ministére de la santé, afin
d’assurer un niveau de sécurité satisfaisant qui permette la poursuite des traitements sans pénaliser les malades.

Les Personnes Spécialisées en Radiophysique Médicale, PSPRM, plus communément appelés radiophysiciens
ou physiciens médicaux, interviennent dans les services médicaux utilisant des rayonnements ionisants. Leur
présence est particulierement importante dans les services de radiothérapie, ou ils sont notamment chargés de
taches de métrologie, de planification des traitements, de contrble qualité des appareils, d’optimisation de la ra-
dioprotection des patients et de gestion des risques dans la chaine des traitements.

L La France, avec 320 physiciens en 2007, compte environ 5 radiophysiciens par million d’habitants contre 10 a
15 par million d’habitants en Grece, en ltalie, en Allemagne ou en Espagne, 15 a 20 en Irlande, en Finlande ou en
Autriche, 20 & 25 en Grande-Bretagne, au Danemark, en Suéde ou en Norvege). Il faudrait le recrutement volon-
tariste de 340 physiciens d’ici 2012 pour atteindre le ratio de 9 physiciens par million d’habitants.

Quelle : http://www.asn.fr/lasn-suspend-lautorisation-du-service-de-radioth%C3%A9rapie-
de-roanne-loire-pour-la-prise-en-charge-de-no
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Schweden kdmpfen um Arzt-
Kittel

Zwischen schwedischen-Arzten und
ihren-Arbeitgebern-ist.ein bitterer
Streit um den weilRen Arztkittel
entbrannt:"Wahrend-die Leitung des
Universitatskrankenhauses-in
Uppsala das Kleidungsstuck fur
komplett-uberflussig-halt und nicht
mehr-bezahlen will, kampfen-die
betroffenen Arzte.um.ihr
traditionelles Erkennungszeichen:.
"Ich-will-den-Arztkittel; weil-er-mich
warmt-und-gut ist. Er.ist-auch ein
gutes Arbeitsgerét. Ich kann mir
Stethoskop; ‘Buicher;-Kalender,
Handy und. alles-Mdgliche-in.die
Taschen stopfen', sagte der
zustandige ‘Arzteverbandssprecher
Martin-Wohlin-am-Montag-in-der
Fachzeitung "Dagens.Medicin''.
Krankenhaus=Verwaltungschef Bjorn
Ragnarsson-meinte-dagegen:-"Fur
uns_ gibt.es.nur Vorschriften tber die
Hygiene bei Dienstkleidung von
Arzten. -Da kommt der-Kittel-nicht
vor.' Ragnarsson hatte zuvor intern
erklart, dass man durch die
Abschaffung-von-8000-bisher
benutzten Arztkitteln jahrliche
Kosten von 1,5 Millionen Kronen
(140 000 Euro)-einsparen-konnte:
Dieses Argument. wollte der
Arzteverbandssprecher nicht
geltenlassen: "Wenn der-Arbeitgeber
Mit der Methodik eines Fossilienforschers ist der stidkoreanische als-Alternative fur. die Kittel fur
Kunstler Hyungkoo Lee Comic-Figuren auf die Spur gegangen. unsere Arbeitsgeratschaften
Entstanden sind dreidimensionale, tduschend echte Skelett- Rucksécke einkaufen-muss, wird es

Nachbildungen. unter-dem-Strich-teurer."
Quelle: 26.03:2009 - ‘Ausgabe: 0136 | kma

Zitat der Medizin-Physikerin:

"How do you see the future of medical physics?

| don’t see any future if we don’t refocus our job. Most Medical physicists spend
too much time doing quality control tests. The tasks of a Medical Physicist
should be designing processes, monitor them and so on, but not to perform the
guality tests. They should spend more time on development, assessment and
implementation of new technology. Medical physicists should do the work of a
physicist and not that of a technician.”

European Medical Physics News, Winter 2008, p. 18 in ,The people behind
Medical Physics:
Cari Borras, Medical Physicist, Chair of the IOMP Scientific Committee.”

Quelle: http://www.efomp.org/docs/EMPNewsWinter 2008 HQ.pdf
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