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Abstract

Introduction: Temporary breast tissue expanders contain a metal port that
varies in position throughout the course of radiation treatments. The purpose
of this study was to quantify the robustness of the three most common exter-
nal beam treatment techniques (tangential three-dimensional conformal radi-
ation therapy [3DCRT], volumetric modulated arc therapy [VMAT], and helical
tomotherapy) against our measured inter-fractional positional variations of the
port.

Methods: For eight breast cases, a clinical plan was created for each of
the three techniques. The dosimetric effect of our previously measured inter-
fractional port errors was evaluated for two classes of error: internal port errors
(IPEs) and patient registration errors (PREs). For both classes of error, daily
variable and systematic errors were modeled, and their cumulative effects were
compared against the originally planned doses.

Results: For systematic IPE, the 1%—99% range in point dose differences inside
a 5-mm target abutting the implant was the highest for tangential 3DCRT, and it
was within 6% and 9% when calculated with Monte Carlo and collapsed cone
calculation engines, respectively. Daily variable PRE resulted in mean changes
of —3.0% and —3.5% to Vqggyrx Of the target for VMAT and tomotherapy,
respectively. For nearby organs, daily variable PRE resulted in changes to Vg,
of the ipsilateral lung of less than 2% in all three techniques, while Vsg, of the
heart increased by as much as 6% in VMAT and 10% in tomotherapy.
Conclusions: When IPEs were modeled, dose variability was the largest in tan-
gential 3BDCRT, leading to areas of underdosage in the shadow of the port. When
PREs were modeled, the target coverage and nearby organs were affected the
most in VMAT and helical tomotherapy. In reality, port positional errors result
from a combination of IPE and PRE, suggesting that VMAT and tomotherapy
are more robust when patient registration errors are minimized, despite the pres-
ence of IPE.
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1 | INTRODUCTION

For patients undergoing a postmastectomy breast
reconstruction, a tissue expander is inserted at the time
of the mastectomy to stretch the overlaying skin. The
most common tissue expander contains a metal port
made of a rare earth alloy magnet encapsulated in a
titanium shell. The port is localized externally and used
as an injection site for saline solution for gradual expan-
sions. Some patients receive a radiation treatment while
the temporary tissue expander is still in place, with the
metal port in the field of radiation. The dosimetric effect
of the static presence of the metal port during radi-
ation therapy has been studied by other investigators,
reporting an array of results."'3 Our earlier study was
the first to measure the inter-fractional positional vari-
ations of the metal port.'* The earlier study analyzed
data from treatments performed on helical tomother-
apy because of the availability of daily megavoltage
CT (MVCT) for image guidance. The reduced artefacts
around the metal port in the MVCT images allowed for
better localization of the port and for the quantification
of its daily positional errors. However, helical treatments
are carried out on a specialized linear accelerator that is
not available in all centers. The two most common treat-
ment techniques for breast radiation therapy are three-
dimensional conformal radiation therapy (3DCRT) and
volumetric modulated arc therapy (VMAT), but the daily
registration data they offer are limited in the context of
the metal port.

In the current study, the previously measured errors
in the position of the port were extrapolated to quan-
tify and compare the robustness of the three most-
common techniques (tangential 3DCRT, VMAT and heli-
cal tomotherapy) for breast radiation treatment against
inter-fractional positional variations of the metal port.
Relative changes in target coverage and doses to rel-
evant organs at risk (OARs) were analyzed and com-
pared for each of the three techniques when the mea-
sured port positional errors were simulated. The results
of this study can inform appropriate planning strate-
gies for more robust treatment delivery. This study
differs from previous work in the literature by other
investigators'~'2 in that it addresses technique robust-
ness against measured port positional errors rather than
the dosimetric impact of the presence of a static metal
port.

2 | METHODS

2.1 | Patient population

This study included eight anonymized postmastectomy
breast cases as in our previous study, who received

a radiation treatment on tomotherapy with the tissue
expander in place. Three of the eight cases received
a left-sided breast irradiation. Each patient received 25
fractions to a total dose of 50 Gy, resulting in a total of
200 fractions, 193 of which were included in this study
(seven fractions were not available due to un-archiving
issues).

2.2 | Treatment planning

A clinical plan for each of the three techniques (3DCRT,
VMAT, and helical tomotherapy) was created for each of
the eight cases, for a total of 24 plans. The following is a
brief summary of the treatment planning per technique.

For 3BDCRT and VMAT plans, the commercial treat-
ment planning system (TPS) Monaco 5.11 (Elekta AB,
Sweden) was used to generate the plans. The beam
model used was a 6 MV photon beam from an Elekta
Synergy linear accelerator. The tangential 3DCRT plans
consisted of two main half-blocked parallel opposed
fields that were open anteriorly for plan robustness
against breathing motion during the treatment and
against swelling of the breasts over the 5 weeks of treat-
ment. Multiple smaller subfields were added to achieve
a homogenous dose distribution. No wedges or bolus
were used. The 3DCRT plans were calculated using
both the collapsed cone (CC) and Monte Carlo (MC)
dose calculation engines in Monaco. The MC calcula-
tions were performed to 1% uncertainty per control point,
corresponding to an approximate uncertainty of 0.7%
per plan.

The VMAT plans consisted of a single 230° arc with
the isocenter located approximately in the center of the
planning target volume (PTV). The PTV was defined as
the 5-mm expansion of the clinical extent of the chest
wall, including the expander implant and its contents.
The PTV was limited in the skin anteriorly and the ribs
posteriorly. The target objectives were Dgge, > 50.0 Gy
and Dyq, < 55.0 Gy. For the OARs, the dose constraints
for the ipsilateral lung were Dyean < 16 Gy, Vsgy < 50%,
Vooey < 25%, and V4o, < 10%. For the heart, the con-
straints were Dpean < 8 GY, Vsgy < 90%, Vosgy < 5%,
and V3pgy < 2.5%. For the VMAT plans, the MC-based
dose calculation algorithm was used. Similar to 3DCRT,
the MC dose calculations were performed to 1% uncer-
tainty per control point.

For helical tomotherapy, the original clinical plans were
used since this cohort of patients was initially treated
using this technique. The helical tomotherapy plans
were calculated using the tomotherapy planning sta-
tion, version 5.1.1.6. (Accuray, CA, USA) which imple-
ments convolution/superposition (CS) dose calculation
engine.’®
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FIGURE 1

Computed Tomography (CT) slice of a representative patient before panel (a) and after panel (b) density overrides of the metal

port and the tissue surrounding it. The maroon and blue contours are the magnetic core and titanium shell of the metal port, respectively. The
area enclosed by the green contour is the region of interest (ROI), defined as a 5-mm expansion around the saline implant. The red contour is
the clinically defined planning target volume (PTV). The silhouette of the metal port in panel (b) demonstrates the artificially shifted metal port

used for modeling internal port errors

2.3 | Modeling the measured
inter-fractional variations

The daily acquired MVCT images on tomotherapy have
reduced artefacts around the metal port which allowed
a more accurate localization of the port. The planned
adaptive module of tomotherapy was used to load the
co-registered daily MVCT and the treatment CT, repre-
senting the true position of the patient relative to the
planned position in each treatment fraction. In fractions
where the metal port on the fused view of the MVCT
and treatment planning CT did not align, the distance
between the center of metal port on the two fused
images was measured in the three cardinal directions.
This distance is referred to herein as port positional
error. From the previous study,'* the measured errors
were generally small, with 87% of positional deviations
smaller than 5 mm. However, the errors in the lateral,
vertical, and longitudinal directions ranged from —17 to
11 mm, —10.8 to 7.0 mm and —8.0 to 7.0 mm, respec-
tively.

Immobilization and positioning of patients for breast
treatments at our center is identical in tangential 3DCRT,
VMAT, and tomotherapy. However, tomotherapy is the
only technique of the three that acquires daily MVCT
images with reduced artefacts around the metal port.
Thus, for the purpose of the current study, the inter-
fractional positional errors of the metal port that were
measured for the cohort of patients treated on tomother-
apy were assumed to apply to the tangential 3DCRT and
VMAT treatment plans created for the same patients.

Our approach to assessing the dosimetric effect of
the measured positional errors is by artificially modeling
a shift in the position of the metal port in the TPS and
comparing the resulted dose distribution against the
originally planned dose. From the viewpoint of the metal

port, the observed positional errors can be the caused
by internal movement of the port, variations in daily
patient setup, or a combination of the two. For modeling
purposes, these causes were divided into two classes
of error. The first class, referred to as internal port error
(IPE), is the port displacement relative to the internal
anatomy of the patient, caused by anatomical changes
and/or the migration of the whole tissue expander. The
second class, referred to as patient registration error
(PRE), is the displacement of the whole patient rela-
tive to the treatment beam, caused by minor necessary
compromises in the position of the patient during patient
setup. These compromises are clinical judgments that
are made every day when aligning the patient on the
treatment couch before daily treatment.

To model IPE, the structure of the metal port was iso-
lated in the treatment planning CT and artificially shifted
by the magnitude of the measured daily displacement
using an in-house software developed for the purpose
of this study. The original structure of the metal port con-
toured by the treatment planners during image segmen-
tation was used. In slices with heavy metal artefacts in
the treatment planning CT, the breast tissue around the
metal port was overridden with a density value corre-
sponding to the average breast density in artefact-free
slices. For the metal port, the nominal densities of the
metal components of the port and shell were assigned.
Voxels that were inside the titanium shell and the mag-
net were assigned Hounsfield unit values of 3926 and
10248, corresponding to physical densities of 4.0 g/cm?
and 8.0 g/cm?3, respectively. An example of a corrected
CT slice is shown in Figure 1. This was repeated for all
fractions per patient, resulting in a separate CT set rep-
resenting a given fraction, where the metal port is shifted
from its original position by the measured error in that
fraction. The data quality assurance features of Monaco
and tomotherapy were used to calculate the tangential
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FIGURE 2 Flow chart summarizing the modeled scenarios of
port positional errors included in the study. Internal port error (IPE) is
displacement of the metal port relative to the internal anatomy of the
patient. Patient registration error (PRE) is an error in the position of
the port caused by a displacement of the whole patient relative to the
radiation beam

3DCRT, VMAT, and tomotherapy plans on the modified
CT sets of all fractions for all patients.

To model PRE, the metal port and the surrounding
breast tissue in the original treatment planning CT were
assigned density values as described above, with no dis-
placements applied to the metal port. Within the data
quality assurance feature of Monaco and tomotherapy;,
the corrected CT set of each patient was shifted relative
to the planned photon fluence by the measured port dis-
placement error of a given fraction, and the original plan
of each respective technique was recalculated.

For all eight breast cases, the dosimetric effects of
IPE and PRE in each of the three treatment techniques
(tangential 3DCRT, VMAT, and helical tomotherapy) were
evaluated for two scenarios. The first scenario is the
cumulative effect of the daily measured error, called in
the results “daily variable” error, for which the calcu-
lated dose distributions for all fractions per patient were
summed to a cumulative dose distribution. This scenario
represents the true course of treatment. The second
scenario is the cumulative effect of a systematic realistic
large error in port position, called in the results “system-
atic” error. The magnitude of the error was derived from
the largest positional error measured during metal port
registration, and the same magnitude of error was sim-
ulated in all patients. The systematic error represents a
change in port position after the treatment planning CT
was acquired that persisted throughout the course of
the treatment. For this scenario, the dose distribution of
the plan with the simulated large error in port position
was multiplied by the number of fractions to yield the
equivalent of a cumulative dose distribution. For all three
treatment techniques, the cumulative dose distributions
were compared with the originally planned dose, that is,
the clinical plan calculated on a density-corrected CT set
where neither the position of the metal port nor the posi-
tion of the whole patient was changed. The flowchart in
Figure 2 summarizes all modeled scenarios in the study.

In addition, the effect of ignoring the metal port during
planning was compared between the three techniques
for all patients. To model this, each plan was calculated
on a corrected CT scan where the metal port was over-
ridden with tissue-equivalent density. The resulting dose
distributions were compared with the originally planned
dose, where the density of the metal port was included.

2.4 | Robustness analysis

To quantify and compare the robustness of the three
treatment techniques, point dose differences and dose
volume histogram (DVH) parameters for a clinically
meaningful region of interest (ROI) and for relevant
OARs were calculated for all patients for the three treat-
ment techniques. The ROl was defined as a 5-mm
expansion around the implant, provided that it is within
the PTV (rationale below). The percent volume of the
ROI receiving 100% of the dose (V1gg9%Rry), the percent
volume of the ipsilateral lung receiving 20 Gy (Vaogy),
and the percent volume of the heart receiving 5 Gy
(Vsey) were evaluated. The analysis of the OARs was
limited to the slices where the ROI was present.

The ROI used for robustness analysis was introduced
because the clinically defined PTV contains the large
non-biological temporary implant, which can mask local
changes to the dose distribution in clinically relevant
areas. The expansion of the ROI was truncated to the
limit of the clinical PTV. The ROl was defined in the slices
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Tomotherapy (CS)

VMAT (MC)

Dose difference / %

Percent dose difference maps for a representative slice and patient. Daily measured internal port error (IPE) is modeled in

panels (a-d), and daily measured patient registration error (PRE) is modeled in panels (e-h). The dose calculation engine used with each
treatment technique is shown in brackets. CC, collapsed cone; CS, convolution/superposition; MC, Monte Carlo. All percent dose differences are
normalized to the prescription dose. The arrows in panel (a) and panel (b) point to areas of dose reduction outside the non-biological tissue
expander. The contours of the region of interest (ROI) and planning target volume (PTV) are defined as in Figure 1

where the metal port was present, including the farthest
slices that the metal port migrated to during simulation.
The newly defined ROI contains tissue directly abutting
the implant, which is the more probable location of local
recurrence.'®

3 | RESULTS

The perturbations to the overall dose distribution and
the point dose differences are discussed first for their
illustrative value, followed by the more clinically relevant
changes in dose-volume metrics.

3.1 | Point dose differences

Figure 3 shows the percent dose difference map of a
representative patient relative to the original dose distri-
bution when daily variable IPE and PRE were modeled
in the three treatment techniques, all normalized to the
prescription dose.

The point dose differences inside the ROI for all
patients when IPE (displacement of the metal port rel-
ative to the internal anatomy) was modeled is shown in
the boxplot of Figure 4a. The cumulative effect of the
daily variable and systematic IPE resulted in an abso-
lute mean point dose differences close to zero, with the
interquartile range being within 1% in all three tech-
niques. The 1%—99% ranges for daily variable IPE were
within 2% for 3DCRT (MC), 3% for 3DCRT (CC), 1% for
VMAT (MC), and < 1% for tomotherapy (CS) treatment
plans. For systematic IPE, the 1%—99% range in point
dose differences was within 6% for 3DCRT (MC), 9% for

3DCRT (CC), 2% for VMAT (MC), and 2% for tomother-
apy (CS).

The boxplot in Figure 4b shows the point dose differ-
ences inside the ROI for all patients when PREs (dis-
placement of the entire patient relative to the beam)
were modeled. The cumulative effect of the daily vari-
able and systematic PRE resulted in an absolute mean
point dose differences of <0.7% in the three treatment
techniques. For daily variable PRE, the interquartile
range of point dose differences was small,and within 1%
in all techniques. For a systematic PRE, the interquar-
tile range was larger, and within 1.5% for 3DCRT (MC),
1% for 3DCRT (CC), 2% for VMAT (MC), and 2.5% for
tomotherapy (CS).

3.2 | DVH metrics

The change in V4g99rx Of the ROl when the different
scenarios of IPE and PRE were modeled in the three
treatment techniques is summarized in the boxplots of
Figure 5 for all patients. For the DVH metrics, the over-
all range of data points is provided when relevant, as
opposed to the 1%—-99% range given in the previous
section.

Figure 5a shows the cumulative effect on V4ggyrx Of
the ROI when port positional errors (IPE) were modeled
in each treatment technique for all patients. The cumula-
tive effect of the daily variable IPE resulted in absolute
mean changes of <0.5% in the three treatment tech-
niques, with ranges of —0.4%-1.8% for 3DCRT (MC),
—0.6%—0.3% for 3DCRT (CC), —0.2%—0.4% for VMAT,
and —2.8%-0.2% for tomotherapy. The cumulative effect
of a systematic IPE resulted in a mean change of
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FIGURE 4 Percent point dose differences inside the region of interest (ROI) for all patients when port positional errors were modeled in the
three treatment techniques (tangential three-dimensional conformal radiation therapy [3DCRT], volumetric modulated arc therapy (VMAT), and
helical tomotherapy). The modeled daily variable errors are in gray, and systematic errors are in blue. Panel (a) is for internal port error (IPE)
and panel (b) is for patient registration error (PRE). All point dose differences were normalized to the prescription dose. The dose calculation
engine used with each treatment technique is shown in brackets. CC, collapsed cone; CS, convolution/superposition; MC, Monte Carlo
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FIGURE 5 The change in VqggyRrx (volume receiving 100% of the prescription dose) of the region of interest (ROI) for all patients when
port positional errors were modeled in the three treatment techniques (tangential three-dimensional conformal radiation therapy [3DCRT],
volumetric modulated arc therapy (VMAT), and helical tomotherapy). The modeled daily variable errors are in gray, and systematic errors are in
blue. Panel (a) is for internal port error (IPE) and panel (b) is for patient registration error (PRE). The ROl is defined as a 5-mm expansion
around the temporary implant within the planning target volume (PTV). The dose calculation engine used with each treatment technique is

shown in brackets

0.1% (range: —1.4%—2.1%) for 3BDCRT (MC), 2% (range:
—0.7%—2.6%) for 3DCRT (CC), —0.8% (range: —2.7 %—
0.5%) for VMAT (MC), and —1% (range: —3.5%—0.5%)
for tomotherapy (CS).

The cumulative effect on V4ggyrx Of the ROl when
patient positional errors (PREs) were modeled in each
of the three treatment techniques is shown in Fig-
ure 5b. The cumulative effect of the daily variable PRE
resulted in a mean change of <0.1% (range: —1%—
1.3%) for 3DCRT (MC), <0.1% (range: —0.9%—0.7%) for
3DCRT (CC), —3% (range: —21%—1.9%) for VMAT (MC),
and —3.5% (range: —21%—4.0%) for tomotherapy (CS).

The cumulative effect of a systematic PRE resulted
in a mean change of —0.2% (range: —5.1%—4.8%) for
3DCRT (MC), 0.6% (range: —5.0%—5.4%) for 3DCRT
(CC), —13% (range: —30% to —3.0%) for VMAT (MC),
and —16% (range: —27% to —6.1%) for tomotherapy
(CS).

For the slices analyzed in the relevant OARs when
daily variable and systematic IPE were modeled, Vg,
of the ipsilateral lung and Vsg, of the heart had mean
changes with an absolute mean of less than 0.5%.
The cumulative effect of daily variable PRE resulted in
changes to Vg, for the ipsilateral lung of less than 2%
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FIGURE 6 The change in VqggyRrx (volume receiving 100% of
the prescription dose) of the region of interest (ROI) for all patients
when the metal port was overridden with tissue-equivalent density,
relative to the reference dose in the three treatment techniques
(tangential three-dimensional conformal radiation therapy [3DCRT],
volumetric modulated arc therapy (VMAT), and helical tomotherapy).
The dose calculation engine used with each treatment technique is
shown in brackets

in all three techniques. Changes to Vs, of the heart
were less than 0.1% when daily variable PREs were
modeled in tangential 3DCRT (MC and CC) treatments,
however, for VMAT (MC) and helical tomotherapy (CS),
Vs5gy had a maximum increase of 6% and 10%, respec-
tively, in a left-sided breast irradiation.

For the slices analyzed in the relevant OARs, when
systematic PREs were modeled, Vg, of the ipsilateral
lung increased by as much as 2.8% for 3DCRT (MC and
CC), 2.6% for VMAT (MC), and 2.4% for tomotherapy
(CS). For the heart, changes to Vsg, were less than 2%
in the tangential 3DCRT treatments (MC and CS); how-
ever, for VMAT (MC) and helical tomotherapy (CS), Vsgy
increased by as much as 14% and 20%, respectively.

For density overrides, the change in V4pgyrx Of the
ROI when the metal port is overridden with tissue-
equivalent density in each of the three treatment tech-
niques is summarized in Figure 6. The mean change in
V100%Rx Was 2.7% (range: 0.4%—4.4%) for SDCRT (MC),
6% (range: 2.2%—-8.1%) for 3DCRT (CC), <1% (range:
—0.4%-1.2%) for VMAT (MC), and 6% (range: 1.2%—
11%) for tomotherapy (CS).

4 | DISCUSSION

The change in Vggyrx Of the ROI shows outliers when
the daily variable PREs were modeled in the VMAT
and helical tomotherapy treatments (Figure 5b). These
outliers are not present in the tangential 3DCRT treat-
ment. The origin of these outliers is from two breast
cases that had a systematic difference in the position of

MEDICAL PHYSICS 7=

the metal port throughout the course of the treatment.
In tangential 3DCRT treatments, the target coverage is
less affected by daily variable and systematic patient
positioning errors, as the two main tangential fields are
open anteriorly, and the target remains within the radia-
tion field with relatively small patient displacements.In a
VMAT or a helical tomotherapy treatment, the delivered
dose is more conformal;therefore, the target coverage is
compromised to a greater extent when PRE is present.
In addition, PRE in VMAT and helical tomotherapy treat-
ments resulted in a greater effect on OARs than a tan-
gential 3DCRT treatment. This can be explained by the
differences in the delivery configurations of these three
techniques. While the 3DCRT plan contains two half-
blocked parallel-opposed fields, the VMAT and helical
tomotherapy plans consist of many small fields span-
ning a wider range of angles. Small shifts of the patient
relative to these beams can displace a region of the ipsi-
lateral lung and heart in/out the field of radiation.

The cumulative effect of the daily variable and sys-
tematic IPE in tangential treatments result in a higher
variation of point dose differences in the ROI than
in VMAT and helical tomotherapy treatments, as indi-
cated with the 1%-99% range of point dose differ-
ences in Figure 5a. From Figure 3a,b (see arrows), it
can be seen that there is some dose reduction in the
skin in the shadow of the metal port that is outside
the non-biological saline implant, which can be clini-
cally significant because the skin and the chest wall are
the possible location for subcutaneous and chest wall
recurrences.'®

In reality, the inter-fractional positional variations of
the metal port arise from a combination of IPE and PRE.
The results of this study indicate that VMAT and helical
tomotherapy treatments are more robust when patient
registration errors are minimized. Therefore, the mis-
alignment of the metal port during patient registration
is acceptable when a more optimal anatomy match can
be achieved.

Overriding the metal port with tissue density was
found to overestimate the dose to the ROI in the three
treatment techniques. This is in agreement with previous
studies® """ The difference between VMAT and heli-
cal tomotherapy treatments in Figure 6 can be attributed
to two reasons. First, the beam delivery configuration in
the two techniques is different. For all the VMAT plans,
the arc was limited to 230°, while helical tomotherapy
uses a continuously rotating fan beam, irradiating the
target from a wider range of directions. Therefore, ignor-
ing the high-density metal port in a helical tomother-
apy plan may expose a larger volume of the ROI to the
beam, thus, overestimating Vgqyrx t0 @ greater extent.
Another distinction between the two techniques is their
dose calculation algorithms. While tomotherapy uses
CS, MC was used to calculate the VMAT dose distri-
butions which models the presence of the metal port
differently.
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The treatment planning kVCT contains heavy metal
artefacts which introduce an uncertainty when locating
and contouring the metal port during treatment planning.
This can result in a systematic error in the true posi-
tion of the metal port. However, the results of this study
indicate that the cumulative dosimetric effect of a sys-
tematic IPE on target coverage and OARs is very small
in the three treatment techniques. A clinical implication
of the above results and from Figure 6 is that contour-
ing the metal port, and assigning it a proper density is
an overall better strategy than overriding it with tissue-
equivalent density.

5 | CONCLUSION

The robustness of tangential 3DCRT, VMAT, and helical
tomotherapy treatment techniques against the inter-
fractional positional variations of the metal port of tissue
expanders was evaluated. When PREs were modeled,
the target coverage and OARs were affected the most
in VMAT and helical tomotherapy treatments. The pres-
ence of IPE resulted in the highest variation in point
dose differences in the target for tangential 3DCRT
treatments, suggesting that areas of the skin that fall
under the shadow of the metal port can be underdosed.
Clinically, the apparent positional deviations of the
metal port result from a combination of IPE and PRE,
indicating that VMAT and helical tomotherapy are more
robust when patient registration errors are minimized.
The metal port should be contoured and assigned a
proper density during treatment planning, despite the
uncertainty involved with accurately identifying the
structure of the port.

ACKNOWLEDGMENTS

The authors would like to thank therapist Jamie Bahm,
resident Byron Wilson for DICOM support, and under-
graduate student Cayleigh Martell for preliminary work.

CONFLICT OF INTEREST

The authors declare that there is no conflict of interest
that could be perceived as prejudicing the impartiality of
the research reported.

AUTHOR CONTRIBUTIONS

Keren Mayorov designed and performed the com-
putational work and data analysis and drafted the
manuscript. Patricia Lacasse generated the treatment
plans. Elsayed Ali supervised the study, assisted with the
study design, interpretation of the results, and drafting
the manuscript.

REFERENCES

1. Moni J, Graves-Ditman M, Cederna P, et al. Dosimetry around
metallic ports in tissue expanders in patients receiving postmas-
tectomy radiation therapy: an ex vivo evaluation. Med Dosim.
2004;29:49-54.

10.

1.

12.

13.

14,

15.

16.

17.

. Thompson RCA, Morgan AM. Investigation into dosimetric effect

of a MAGNA-SITE™ tissue expander on post-mastectomy radio-
therapy. Med Phys. 2005;32:1640-1646.

. da Silva MF, de Oliveira HF, Borges LF, Carrara HHA, Farina JA.

Effects of the metallic port in tissue expanders on dose distribu-
tion in postmastectomy radiotherapy. Ann Plast Surg.2018;80:67-
70.

. Yoon J, Xie Y, Heins D, Zhang R. Modeling of the metallic port in

breast tissue expanders for photon radiotherapy. J App! Clin Med
Phys.2018;19:205-214.

. Strang B, Murphy K, Seal S, Dal Cin A. Does the presence of an

implant including expander with internal port alter radiation dose?
An ex vivo model. Can J Plast Surg.2013;21:37-40.

. Damast S, Beal K, Ballangrud A, et al. Do metallic ports in tissue

expanders affect postmastectomy radiation delivery?. Int J Radiat
Oncol Biol Phys. 2006;66:305-310.

. Chatzigiannis C, Lymperopoulou G, Sandilos P, et al. Dose per-

turbation in the radiotherapy of breast cancer patients implanted
with the Magna-Site: a Monte Carlo study. J Appl Clinl Med Phys.
2011;12:58-70.

. Trombetta DM, Cardoso SC, Facure A, da Silva AX,da Rosa LAR.

Influence of the presence of tissue expanders on energy deposi-
tion for post-mastectomy radiotherapy. PLoS One.2013;8:€55430.

. Chen SA,Ogunleye T,Dhabbaan A, et al.Impact of internal metal-

lic ports in temporary tissue expanders on postmastectomy radi-
ation dose distribution. Int J Radiat Oncol Biol Phys.2013;85:630-
635.

Asena A, Kairn T, Crowe SB, Trapp JV. Establishing the impact of
temporary tissue expanders on electron and photon beam dose
distributions. Phys Medica.2015;31:281-285.

Trombetta DM, Cardoso SC, Alves VGL, Facure A, Batista
DVS. Evaluation of the radiotherapy treatment planning in the
presence of a magnetic valve tissue expander. PLoS One.
2015;10:e0117548.

Gee HE, Bignell F, Odgers D, et al. In vivo dosimetric impact of
breast tissue expanders on post-mastectomy radiotherapy.J Med
Imaging Radiat Oncol.2016;60:138-145.

Park JM, Kim K, Park JI, Shin KH, Jin US, Kim JI. Dosimetric effect
of internal metallic ports in temporary tissue expanders on post-
mastectomy radiation therapy: a Monte Carlo study. Phys Med
Biol. 2017;62:4623-4636.

Mayorov K, Ali E. Magnitude and dosimetric impact of inter-
fractional positional variations of the metal port of tissue
expanders in postmastectomy patients treated with radiation.
Phys Imaging Radiat Oncol.2020;16:37-42.

McNutt TR, Mackie TR, Paliwal BR. Analysis and convergence of
the iterative convolution/superposition dose reconstruction tech-
nique for multiple treatment beams and tomotherapy. Med Phys.
1997;24:1465-1476.

Langstein HN, Cheng M-H, Singletary SE, et al. Breast cancer
recurrence after immediate reconstruction: patterns and signifi-
cance. Plast Reconstr Surg.2003;111:712-722.

Mizuno N, Takahashi H, Kawamori J, et al. Determination of the
appropriate physical density of internal metallic ports in tem-
porary tissue expanders for the treatment planning of post-
mastectomy radiation therapy. J Radiat Res. 2018;59:190-197.

How to cite this article: Mayorov K, Lacasse P,
Ali E. Robustness of three external beam
treatment techniques against inter-fractional
positional variations of the metal port in breast
tissue expanders. J Appl Clin Med Phys.
2022;23:213474.
https://doi.org/10.1002/acm2.13474



https://doi.org/10.1002/acm2.13474

	Robustness of three external beam treatment techniques against inter-fractional positional variations of the metal port in breast tissue expanders
	Abstract
	1 | INTRODUCTION
	2 | METHODS
	2.1 | Patient population
	2.2 | Treatment planning
	2.3 | Modeling the measured inter-fractional variations
	2.4 | Robustness analysis

	3 | RESULTS
	3.1 | Point dose differences
	3.2 | DVH metrics

	4 | DISCUSSION
	5 | CONCLUSION
	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST
	AUTHOR CONTRIBUTIONS
	REFERENCES


