MACHINE QA SOLUTIONS

FROM RADIOLOGICAL IMAGING TECHNOLOGY, INC.

RIT software provides extensive machine QA capabilities, including comprehensive packages that
can be used to perform a full suite of measurements in accordance with TG-142, TG-148, and/or
TG-135. RIT's automated routines allow you to perform daily, monthly, and annual QA with
efficiency, precision, and confidence knowing your delivery performance is optimized.

TG-142: LINEAR ACCELERATORS QA

RIT is the single-vendor software solution that performs
and trends every test recommended in TG-142 and MPPG 8.a.

Perform comprehensive quality assurance of Varian, Elekta, and all linear
accelerators with confidence and ease, using your EPID and RIT software.

RIT Complete, RIT Classic, and RITG142 feature RIT's popular 3D Winston-Lutz
Isocenter Optimization routine that will help your SRS/SBRT delivery with its
sub-millimeter, fully-automated accuracy. RIT offers automated tests for Star Shot
Analysis, Radiation vs. Light Field, MLC accuracy, and other beam measurements.

TG-148: HELICAL TOMOTHERAPY® DA

RIT offers a comprehensive test suite for helical TomoTherapy®
and Radixact® machines, in accordance with TG-148.

Designed with the TG-148 report in mind, the RITG148+ and RIT Complete
software packages analyze the standardized tests for helical TomoTherapy
machine QA. These include Static & Rotational Output Consistency, Jaw
Centering and Alignment, Overhead Laser Positioning, Interrupted Treatment,
and all others recommended for daily, monthly, and annual QA. The software will
also analyze image quality using the TomoTherapy Cheese phantom.

TG6-135: CYBERKNIFE® ROBOTIC RADIOSURGERY QA

RIT provides a comprehensive test suite for CyberKnife®
and all robotic radiosurgery, in accordance with TG-135.

The RITG135 and RIT Complete software packages contain five fully-automated
QA tests for CyberKnife® machines: End-to-End Test, AQA Test, Iris Test, Laser
Coincidence, and MLC (Garden Fence) Test for the M6 Collimator. Combining a
user-friendly interface with automated film detection algorithms, the software
eliminates the need for manual manipulation or alignment of images, and
drastically reduces the time required to perform these tests.

VISIT RADIMAGE.COM TO DEMO RIT'S ADVANCED RANGE OF
MACHINE QA, MLC QA, PATIENT QA, AND IMAGING OA ROUTINES.

+1(719)590-1077, OPT. 4 Visit us at the AAPM 2023 Annual Meeting
in Houston, TX from July 23-26.

D SALES@RADIMAGE.COM Exhibition Hall - Booth 621

2023, Radiological Imaging Technology, Inc


https://aapm.onlinelibrary.wiley.com/action/showCampaignLink?uri=uri%3Ac0beb082-be3d-4db1-8aac-93be7a01332b&url=https%3A%2F%2Fwww2.radimage.com%2FAAPM&pubDoi=10.1002/mp.16533&viewOrigin=offlinePdf

Received: 7 November 2022

Revised: 1 April 2023

W) Check for updates

Accepted: 23 May 2023

DOI: 10.1002/mp.16533

TECHNICAL NOTE

MEDICAL PHYSICS

Technical note: Feasibility of gating for dynamic trajectory
radiotherapy — Mechanical accuracy and dosimetric

performance

Hannes A. Loebner’
Paul-Henry Mackeprang'
Peter Manser’

"Division of Medical Radiation Physics and
Department of Radiation Oncology,
Inselspital, Bern University Hospital, and
University of Bern, Bern, Switzerland

2Institute for Biomedical Engineering, ETH
Zurich and PSI, Villigen, Switzerland

Correspondence

Hannes A. Loebner, Abteilung fuer
medizinische Strahlenphysik,
Friedbuehlschulhaus, Freiburgstrasse 18,3010
Bern, Switzerland.

Email: Hannes.Loebner@insel.ch

| Daniel Frauchiger' ® |

Silvan Mueller' ® | Gian Guyer' |

| Marco F. M. Stampanoni’® | Michael K. Fix'® |

| Jenny Bertholet'

Abstract

Background: Dynamic trajectory radiotherapy (DTRT) extends state-of-the-art
volumetric modulated arc therapy (VMAT) by dynamic table and collimator rota-
tions during beam-on. The effects of intrafraction motion during DTRT delivery
are unknown, especially regarding the possible interplay between patient and
machine motion with additional dynamic axes.

Purpose: To experimentally assess the technical feasibility and quantify the
mechanical and dosimetric accuracy of respiratory gating during DTRT delivery.
Methods: A DTRT and VMAT plan are created for a clinically motivated lung
cancer case and delivered to a dosimetric motion phantom (MP) placed on the
table of a TrueBeam system using Developer Mode. The MP reproduces four
different 3D motion traces. Gating is triggered using an external marker block,
placed on the MP. Mechanical accuracy and delivery time of the VMAT and
DTRT deliveries with and without gating are extracted from the logdfiles. Dosi-
metric performance is assessed by means of gamma evaluation (3% global/2
mm, 10% threshold).

Results: The DTRT and VMAT plans are successfully delivered with and without
gating for all motion traces. Mechanical accuracy is similar for all experiments
with deviations <0.14° (gantry angle), <0.15° (table angle), <0.09° (collima-
tor angle) and <0.08 mm (MLC leaf positions). For DTRT (VMAT), delivery
times are 1.6-2.3 (1.6— 2.5) times longer with than without gating for all
motion traces except one, where DTRT (VMAT) delivery is 5.0 (3.6) times
longer due to a substantial uncorrected baseline drift affecting only DTRT
delivery. Gamma passing rates with (without) gating for DTRT/VMAT were
>96.7%/98.5% (<88.3%/84.8%). For one VMAT arc without gating it was 99.6%.
Conclusion: Gating is successfully applied during DTRT delivery on a True-
Beam system for the first time. Mechanical accuracy is similar for VMAT
and DTRT deliveries with and without gating. Gating substantially improved
dosimetric performance for DTRT and VMAT.
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1 | INTRODUCTION

Intensity modulated radiotherapy (IMRT) and volumetric
modulated arc therapy (VMAT) are considered state-of-
the-art radiotherapy treatment techniques for external
radiation therapy with C-arm linear accelerators (linacs).
Building on the C-arm linacs potential to dynamically
move multiple machine axes, previous studies demon-
strated the potential of non-coplanar radiotherapy’
to improve organ-at-risk (OAR) sparing and/or dose
conformality to the target compared to coplanar tech-
niques by avoiding OARs in the beam path.?=% Efficient
non-coplanar delivery, such as in dynamic trajectory
radiotherapy (DTRT?), can be obtained by combina-
tion of dynamic gantry and table rotation with inten-
sity modulation, with or without dynamic collimator
rotation.”8

Regardless of the chosen treatment technique, respi-
ratory motion in the thorax® '3 and abdomen requires
motion management to mitigate the degradation of the
delivered dose distribution.’* Motion management tech-
niques include breath-hold, free-breathing gating, or
MLC or couch tracking.'®

Dedicated systems such as the CyberKnife (Accuray;,
Sunnyvale, CA, USA) or the discontinued VERO (Brain-
lab, Munich, Germany and Mitsubishi Heavy Industries,
Tokyo, Japan) are specifically designed to make use
of non-coplanar beam angles with dynamic tumor
tracking for motion mitigation.'®'” However, these sys-
tems are not as widely available as C-arm linacs
where motion mitigation strategies such as gating
are applied in clinical practice.!® Free-breathing gat-
ing, however, imposes frequent beam-on/off switch-
ing, making it potentially more difficult to deliver for
dynamic techniques.'®"° To apply free-breathing gating
for DTRT, several challenges and questions need to be
answered:

* Is the machine capable of applying free-breathing
gating DTRT for realistic motion traces?

* Can the machine deliver the intended dynamic tra-
jectory with sufficient mechanical accuracy despite
gating events?

» What is the dosimetric accuracy of DTRT delivery with
gating?

The aim of this work is therefore to investigate
the technical feasibility of gating during DTRT deliv-
ery, with additional dynamic table and collimator rota-
tion compared to VMAT, and to evaluate mechanical
accuracy, delivery time and dosimetric performance
of DTRT delivery with and without gating. Mechan-
ical accuracy and dosimetric performance for DTRT
and VMAT deliveries with and without gating are com-
pared for one case and four patient-recorded motion
traces.

2 | MATERIALS AND METHODS

21 |
case

Treatment planning and patient

Free-breathing gating for DTRT is tested for a clinically
motivated lung cancer case prescribed 60 Gy in 20 frac-
tions to the median planning target volume (PTV). The
target has a volume of 190 cm3. The treatment plan-
ning process of Fix et al? is followed to generate a
DTRT treatment plan with dynamic gantry, table and col-
limator rotation during beam-on. The gantry-table path
minimizes the target-OAR (heart and spinal cord) over-
lap in the beam’s eye view. For collision prevention,
an inhouse developed Blender?® model of the motion
phantom is used?! Dynamic collimator rotation mini-
mizes field width in the leaf -travel direction. The obtained
gantry-table-collimator path has 178 control points cor-
responding to a 2° gantry control point resolution and
is duplicated by applying a 90° collimator angle offset
on the second path. The DTRT treatment plan thus con-
sists of two paths, each covering a full gantry rotation
and a table rotation range of 56.4° (Figure 1a). The
paths are imported into Eclipse (Varian Medical Sys-
tems, Palo Alto, CA, USA) using the Eclipse Scripting
Application Programming Interface. For comparison, a
VMAT plan with two partial arcs covering a total range
of 195° gantry rotation each with collimator angles of 2°
and 88° is created (Figure 1b). Both plans are optimized
according to clinical standards using a research ver-
sion of the Eclipse Photon Optimizer and the Analytical
Anisotropic Algorithm (AAA) dose calculation algorithm
v15.6. The two DTRT trajectories deliver 373 MU and
369 MU with mean dose rates of 299 and 291 MU/min
and the two VMAT arcs, deliver 369 MU and 213 MU
with nominal mean dose rates of 551,313 MU/min. The
resulting dose distributions conform to clinical standards
and have been accepted by a clinician.

For each plan, a verification plan is created for a cylin-
drical polymethylmethacrylate (PMMA) motion phantom
representing the Deltad+ (ScandiDos, Uppsala, Swe-
den) measurement device, and dose is recalculated on
the motion phantom geometry (Figure 1c). For DTRT, a
verification plan without table rotation is also created to
distinguish the impact of potential table rotation errors.
On this plan, dynamic gantry and collimator rotation and
MLC movement is maintained.

2.2 | Respiratory motion

Gating is tested for four different breathing motion
traces of lung tumors from a publicly available dataset
recorded in patients?>?3 denoted as: typical, high fre-
quency, left right and baseline shifts, given after the
predominant motion type. Each trace contains combined

85UB017 SUOWILLIOD 3AIERID 3ol dde 3y} Aq pauRA0h 88 S3o1Le YO ‘BSN JO S3INJ 10} A%eiq )T BUIIUO AB]IAA UO (SUORIPUOD-PUR-SWLBHLI0D" A | 1M Afe.d 1 BU|UO//:SaNY) SUORIPUOD PUe SWis | 8y} 88S *[£202/90/T2] U0 A%iqiauliuo /o|im ‘ueg RISRAIUN AQ £659T dW/Z00T OT/I0p/W00 A8 1M Atelq 1 pul o widee//sdiy Wwoiy papeojumod ‘0 ‘602vELrE



TECHNICAL NOTE

MEDICAL PHYSICS——

FIGURE 1

DTRT trajectories (a), VMAT arcs (b) and motion phantom with DTRT trajectories (c) for the lung cancer case. The PTV is shown

in red, lungs in blue, spinal cord in yellow, oesophagus in green, heart in white and the body surface in translucent grey. The red bands indicate

the beam incidences of the DTRT and VMAT plan respectively.

vagen y

FIGURE 2

Experimental setup of motion stage, Delta4+ and
RPM Marker Block on the treatment table.

motion in superior-inferior, anterior-posterior, and left-
right directions. Gating is applied at end-exhale. The
amplitude gating windows are selected on the main
motion axis (either superior-inferior or anterior-posterior)
with gating windows between 4 and 6 mm depending on
the motion trace. For the typical motion trace, two gat-
ing windows (2 and 4 mm) are tested (Supplementary
material S1).

2.3 | Experimental setup and plan
delivery

The experimental setup is shown in Figure 2. For dosi-
metric verification, a Delta4+ motion phantom is used. It
has two orthogonal planes of 1069 p-type silicon diodes

with a resolution of 5 mm at isocenter. The Deltad+
motion phantom is positioned in the HexaMotion (Scan-
diDos) stage on the PerfectPitch 6-degree-of-freedom
treatment table of the TrueBeam system (Varian). The
motion stage can rigidly move the Delta4+ to reproduce
the motion traces shown in the Supplementary material
S1.Amplitude gating is triggered using the three-camera
infrared-based Real-time Position Management respira-
tory gating system (RPM, Varian) with the marker block
on top of the phantom (Figure 2).

The DTRT and VMAT plans are delivered at the
machine with and without gating for all motion traces
using Developer Mode. Developer Mode enables the
delivery of experimental treatment techniques, by use
of XML files which describe the plan. The gating latency
of the TrueBeam system using the RPM signal has been
recently reported to be 84 ms for beam-on and 44 ms for
beam-off?* Delivery is started approximately ten sec-
onds after the motion stage is set in motion. For each
trajectory/arc, the motion trace is recycled until the MUs
are fully delivered.

2.4 | Data analysis

2.4.1 | Mechanical accuracy

During delivery, motion along all mechanical axes is
interpolated between controlpoints (every 2° gantry
angle) by the TrueBeam supervisor and machine log-
files are collected to assess the mechanical accuracy
as the deviation between actual and expected machine
positions for gantry, table and collimator angle and mov-
ing MLC leaf positions in 20 ms intervals. Additionally,
the MU delivery is assessed. Delivery time, duty cycle
(DC) and beam-holds are extracted from the logfiles and
compared for the deliveries with and without gating.

2.4.2 | Dosimetric accuracy

Dosimetric accuracy of the deliveries with and without
gating is assessed using the Delta4+ motion phantom.
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FIGURE 3 Zoom in on TrueBeam logfile of a gated DTRT delivery. The “overshoot” and “rotating back”is indicated by arrows during
beam-hold (grey). The delivery is resumed when entering the gating window again.

For reference, dosimetric accuracy is also assessed in
the static case (no motion, without gating) for VMAT
and for DTRT with and without table rotation. Gamma
passing rate (3% global/2 mm, 10% threshold) and dose
difference are used for evaluation following the patient
specific quality assurance criteria recommended for
IMRT measurement-based verification QA%° and MLC
tracking.2®

3 | RESULTS

Gating is successfully applied during DTRT and VMAT
deliveries, with the gantry (VMAT and DTRT), table
(DTRT) and collimator (DTRT) automatically rotating
back during beam-hold and resuming motion at beam-
on, that is, when entering the gating window (Figure 3).
This correction is completed within <1 s. Maximal
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Deviation between Expected and Actual Machine Positions

Deviation [°] or [mm]
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FIGURE 4 Deviation (expected-actual positions) in gantry, table and collimator angle and moving MLC leaf positions for DTRT (blue) and
VMAT (green) delivery with (full) and without (dashed) gating. Deviations are only computed when the beam is on. The median is depicted in

red, the notch defines the 95% confidence interval of the median, the box extends to the interquartile range (IQR, Q3-Q1), whiskers extend to
the last (first) data point less (greater) than Q3+1.5*IQR(Q1-1.5*IQR). Outliers are marked with the plus sign.

overshooting due to gating-triggered beam-hold is <1.5°
for the gantry (VMAT and DTRT) and <0.2° for the table
and <0.02° for the collimator rotation. In the Supplemen-
tary material S2 a recording of a DTRT delivery with
gating can be found. No loss of RPM signal is observed
for the investigated case and motion traces and the
RPM block is accurately tracked (Supplementary mate-
rial S3). The gantry-table (GT) and gantry-collimator
(GC) path for the DTRT delivery with and without gat-
ing during the “typical” motion trace agree within +0.2°
(Supplementary material S4).

3.1 | Mechanical accuracy

The mean root-mean-square (RMS) deviation between
expected and actual position was below 0.1° for gantry,
table and collimator rotation and 0.023 mm for moving
leaf position for all deliveries.

The mechanical deviation distributions are shown in
Figure 4. Greater variations (interquartile range) are
observed for the deviations in table and collimator angle
for DTRT deliveries without gating than for the deliveries
with gating. Small systematic offsets for table/collimator
angle observed in the delivery of the VMAT plans are
not corrected, as they are within the precision limit of
the machine component.

Delivery of the DTRT and VMAT plans takes 2.5 and
1.4 min without gating. Of note, total gantry angle ranges
are 720° for DTRT and 390° for VMAT. The delivery
time and number of beam-holds of the gated deliver-
ies depend on the gating window and motion traces:
For the selected gating windows the total delivery time
increases for the gated DTRT (VMAT) delivery by a fac-
tor of 2.3 (2.0) for lung typical with a £2 mm gating
window and 3.4 (3.2) with a +1 mm gating window, 1.6
(1.6) for predominantly left right and 2.3 (2.5) for base-
line shift motion trace. This led likewise to a decrease

in the DC for the gated DTRT (VMAT) deliveries to 43%
(50%) for lung typical with a +2 mm gating window and
29% (31%) with a £1 mm gating window, 63% (63%) for
predominantly left right and 43% (40%) for baseline shift
motion trace. For the high frequency motion trace, deliv-
ery time is increased by a factor of 5.0 (3.6), DC 20%,
for DTRT (VMAT) which corresponds to a DC of 20%
(28%). This is because the VMAT delivery is completed
before reaching a baseline drift in the motion trace which
affects the duty cycle of the DTRT delivery (see Sup-
plementary material S5). The number of beam-holds for
DTRT (VMAT) deliveries are 173 (93) for lung typical
with a +1 mm gating window and 122 (54) with a +2
mm gating window, 56 (31) for predominantly left right,
57 (38) for baseline shift, and 358 (112) for the high
frequency motion trace.

3.2 | Dosimetric accuracy

Gamma passing rates are reported in Table 1 and Sup-
plementary material S6. All gated deliveries achieve
passing rates >95.0%, All deliveries without gating result
in passing rates <88.3%, except for one arc of one
VMAT plan where it was 99.6%. Gamma passing rates
for the deliveries on static phantom are above 99.5% for
static table plans and above 98.7% for DTRT deliveries.
Figure 5 shows the Delta4+ measurement on one of the
two orthogonal planes with dose profiles for the DTRT
delivery with and without gating with the lung typical
motion.

4 | DISCUSSION

Free-breathing gating is successfully applied during
delivery of a DTRT treatment plan for the first time,
demonstrating its technical feasibility for this highly
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TABLE 1 Dosimetric performance.
Motion Trace T1 T2 V1 V2
Typical
Gating =1 mm 99.5 99.7 99.0 99.6
Gating £2 mm 99.5 97.1 99.3 99.8
No Gating 88.3 84.3 77.0 99.6
High frequency
Gating +1/—-3 mm 99.7 97.9 98.5 99.8
No Gating 55.4 48.6 55.3 50.6
Baseline shift
Gating 3 mm 99.2 97.4 98.7 98.8
No Gating 84.3 82.1 72.8 76.9
Pred. left right
Gating +2 mm 96.7 98.0 99.3 99.1
No Gating 79.3 85.3 84.8 76.2
No motion
No Gating 99.7 98.7 100 100
No motion
Static table 100 99.5 NA NA

Gamma passing rates [%] (3% global dose difference/2 mm distance, 10%
threshold) for the DTRT (T1: first DTRT trajectory, T2: second DTRT trajectory)
and the VMAT (V1: first VMAT arc, V2: second VMAT arc) deliveries with and
without gating for the different motion traces. Values above 95% are indicated in
bold.

complex and dynamic treatment technique on a stan-
dard C-arm linear accelerator.

For the investigated case and motion traces, the
mechanical accuracy of the TrueBeam system deliver-
ing a DTRT treatment plan gated by the RPM signal
is within sub-mm and sub-degree accuracy, similar to
VMAT. When the beam is held, the positions of cer-
tain machine components (such as gantry angle) may
overshoot the planned value. The machine, however,
automatically corrects for these overshoots during the
beam hold within the physical machine limits (includ-
ing adaptation of the expected machine positions).
The machine waits to resume delivery as soon as all
machine components are in the correct positions and
the signal of the RPM indicates that the target is within
the gating window. Similar deviations between gantry
angle or MLC leaf positions are observed between the
VMAT and the DTRT deliveries, indicating that the addi-
tion of dynamic table and collimator rotation does not
influence the accuracy of these common dynamic axes.
The observed deviations are similar compared to previ-
ous logfile analyses.®27?% For DTRT, it is worth noting,
that the spread in the deviations of table and collima-
tor angle are lower with gating than without gating. This
is probably because the mechanical axes have time to
go back to the expected position at the beam hold and
to accelerate when the beam is turned on again and
MU output is ramping-up. It has been observed that for
continuous delivery, table and collimator rotation tend to
slightly lag behind,® whereas with gated delivery, lag can
be eliminated at each gating event. It has to be noted that

this mechanical accuracy evaluation is based on lodfiles.
These logfiles are not independent from the treatment
machine and accurate calibration and routine QA are
essential?® and performed at our institute.

Dosimetric measurements for DTRT and VMAT
showed that gating partially restores the planned
dose distribution for common respiratory motion traces.
Residual motion during beam-on depends on the gating
window with a trade-off between residual motion and
delivery time. In addition, the gating window is defined
for one direction of motion and substantial, uncorrelated,
motion in the other axes is still possible and will not
trigger a beam hold. Despite these effects, deliveries
with gating had high dosimetric accuracy with gamma
passing rates >96.7%.

DTRT is currently a research technique and not avail-
able for patient treatments. However, only commercially
available and adequate®® equipment, widely employed
during clinical PSQA, is used for the motion experiments.
It is important to test the treatment machine capability
to apply gating for real motion traces to test the tech-
nique for clinical practice"3? As in previous studies on
motion management system performance,?>-*3 we used
four different motion traces that are representative of
common lung motion types?223 No loss of RPM signal
is observed for the investigated case and motion traces,
despite the non-coplanar table positions during DTRT.

The dosimetric benefit of gating is directly related to
the gating window and motion trace, which in turn influ-
ence DC and thus the delivery time. In clinical practice,
the selection of the gating window and the PTV margins
would be based on balancing accurate tumor targeting,
DC and PTV margins, considering the inherent uncer-
tainty of correlating the surface motion to the actual
tumor motion. The total delivery time without gating for
DTRT and VMAT is 2.5 min and 1.4 min respectively, with
VMAT having slightly more than half the gantry angle
range of the DTRT plan. With exception of the lung high
frequency motion trace, delivery time increased by up
to a factor of 2.5 for the gated deliveries (VMAT and
DTRT), similar to the results of Chin et al."® For the lung
high frequency motion trace, the delivery time increased
by a factor of 5.0 for DTRT delivery with gating com-
pared to delivery without gating due to an uncorrected
baseline drift. For this motion trace, gating enabled dosi-
metric accuracy similar to the other motion traces for
both treatment techniques. Without gating, dosimetric
accuracy is substantially lower to approximately 50%
gamma passing rate. This shows the need to monitor
the motion during delivery and adapt in case of baseline
drift. A potential solution would be to interrupt treatment
and apply set-up correction as proposed in other gating
studies.®*

Our results show that motion mitigation, for exam-
ple, free-breathing gating, is needed to ensure that the
favorable dose distributions achievable with DTRT#?3
are accurately delivered to the patient in treatment sites
affected by breathing motion. In these cases, PSQA can
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Gamma maps (top) and profiles (bottom) for DTRT delivery on the lung typical motion trace with (left) and without (right) gating.

Red points indicate diode positions, where the delivery fails gamma analysis (gamma >1).

also be performed with realistic motion traces or using
the motion recorded at 4DCT using the experimental
setup proposed in this study.

5 | CONCLUSION

In this work, the technical feasibility of gating for DTRT
on a TrueBeam is successfully demonstrated for the first
time. The mechanical accuracy in terms of gantry, table
and collimator angle and MLC leaf position is similar with
and without gating and to VMAT delivery for the inves-
tigated case and motion traces. Comparable to VMAT,
gating substantially improves the dosimetric plan quality,
at the cost of increased delivery time.
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